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KAP5EALS 

DILANTIN 

SODIUM* 

DlLANTIN  SODIUM  (sodium  5,5-diphenylhydan- 
toinate),  an  anticonvulsant  with  little  or  no  hyp- 
notic effect,  is  supplied  for  the  treatment  of  epi- 
leptics not  responsive  to  other  medication.  Exten- 
sive clinical  use  indicates  that  Dilantin  Sodium  will 
prevent,  or  greatly  decrease  the  frequency  and 
severity  of,  convulsive  seizures  in  a majority  of 
epileptics.  However,  since  the  significance  of  ob- 
served reactions  to  Dilantin  Sodium  is  not  fully 
established,  patients  receiving  the  drug  should 
be  closely  observed. 

• 

Dilantin  Sodium  is  accepted  by  the  Council  on  Pharmacy  and  Chemistry  of 
the  American  Medical  Association  for  inclusion  in  New 
and  Nonofficial  Remedies. 


* Thename'Dilantin'Sodium  designates 
the  sodium  salt  of  diphenyl  hydan- 
toin.  'Dilantin'  Sodium  was  formerly 
known  as  'Dilantin,'  a term  now  des- 
ignating the  basic  substance,  di- 
phenyl hydantoin.  Dilantin  Sodium  is 
available  as  0.1  Gram  (1^-grains) 
and  0.03  Gram  (^-grain)  Kapseals, 
in  bottles  of  100,  500  and  1000. 
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Editorial 


The  American  Way 

“The  best  program  for  medicine  should  be  the  product  of 
the  best  minds  of  the  American  people.  I propose  that  it 
be  written  by  physicians,  and  when  approved  by  organized 
medicine  that  it  be  submitted  to  the  Congress.  I believe 
that  we  should  try  to  find  an  American  Way — built 
upon  the  sound  foundations  of  American  experience.” 

Nathan  B.  Van  Etten,  M.D., 
President-elect,  American  Medical  Association 

The  New  Year 

Even  in  America  the  New  Year  has  some  of  the  aspects  of  a fear- 
ful question  mark.  Can  this  country  remain  unsinged  by  the  flames 
of  war  so  rapidly  sweeping  Europe  and  Asia?  And  if  it  does,  what 
social  and  economic  price  must  it  pay  for  peace? 

These  questions  have  special  implications  for  physicians.  War 
makes  tremendous  and  unpredictable  demands  on  medical  skill. 
Man’s  instruments  of  destruction  do  not  behave  in  the  relatively 
orderly  manner  of  pathogenic  bacteria.  The  latter  pursue  a more  or 
less  certain  course  in  accord  with  the  laws  of  their  nature.  The 
wounds  inflicted  in  battle  are  fit  offspring  of  the  anarchy  and  horror 
which  are  war. 

Besides  a vast  amount  of  horrible  trauma,  war  almost  always 
brings  epidemic  disease  in  its  train.  The  breakdown  of  sanitary 
conditions  at  the  front,  the  assemblage  of  vast  numbers  of  men 
in  limited  quarters,  exposure,  inadequate  diet,  anxiety,  all  contribute 
to  a weakening  of  the  normal  resistance  to  disease. 

It  is  the  hope  of  everyone  that  this  country  will  remain  out  of  war. 
Nevertheless  our  medical  resources  must  be  prepared  to  cope  with  the 
fruits  of  war.  Even  if  we  escape  the  direct  trauma  of  battle,  we  can- 
not hope  to  remain  immune  to  possible  outbreaks  of  disease,  like  the 
influenza  epidemic  which  swept  the  country  in  1918. 
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Apart  from  questions  rising  directly  from  the  war,  however,  the 
profession  has  many  grave  problems  to  face  at  the  outset  of  1940. 
Social  and  economic  conditions  are  changing;  and  the  traditional 
pattern  of  medical  practice  must  be  adapted  to  the  new  times  without 
sacrifice  of  essential  values.  This  requires  a discriminating,  deter- 
mined attitude  toward  medicosocial  legislation,  with  ready  adoption 
of  desirable  reforms  and  firm  resistance  to  changes  threatening,  the 
standards  and  independence  of  medical  practice.  If  we  desire  to  pre- 
vent compulsory  insurance  under  bureaucratic  control,  we  must  bend 
our  efforts  to  make  voluntary  medical  expense  indemnity  insurance 
work.  If  we  desire  to  escape  political  domination,  we  must  assume 
an  attitude  of  constructive  leadership  on  all  questions  pertaining  to 
the  public  health. 

Medicine’s  position  at  the  outset  of  1940  is  difficult  but  by  no 
means  desperate.  Reactionary  opposition  to  beneficial  change  has 
been  routed  within  and  without  the  profession  by  the  aroused  social 
conscience  of  the  nation.  Russia’s  recent  course  has  given  pause  to 
the  advocates  of  authoritarian  state  control  of  medicine  or  anything 
else.  The  middle  road,  always  the  highway  of  civilized  progress,  is 
no  longer  despised.  Let  us  follow  it — to  a Happy  New  Year. 

On  the  March 

Voluntary  medical  expense  indemnity  insurance  is  on  the  march  in 
New  York  State.  The  first  permit  to  operate  a nonprofit  plan  has 
been  granted  to  a Utica  group  which  will  serve  twelve  upstate  coun- 
ties with  the  cooperation  of  over  five  hundred  physicians.  A New 
York  City  corporation  has  applied  for  a permit  to  operate  in  the 
southeastern  area.  In  the  western  end  of  the  state  a Buffalo  group 
has  launched  a similar  company. 

There  are  definite  statutory  requirements  which  the  organizers  of 
such  plans  must  bear  in  mind.  In  order  to  obtain  a permit  it  is  nec- 
essary to  satisfy  both  the  welfare  and  the  insurance  department. 
The  former  has  ruled  that  an  acceptable  plan  must  be  open  to  the 
participation  of  all  reputable  practitioners  in  the  territory  to  be  served 
and  that  the  subscriber  shall  have  free  choice  of  physician  subject  to 
the  latter’s  consent. 

On  the  subject  of  management,  state  regulations  are  explicit.  At 
least  one-third  of  the  directors  shall  be  physicians  and  at  least  another 
third  laymen.  Even  in  medically  sponsored  plans  this  gives  the  pub- 
lic a substantial  voice.  All  directors  must  be  of  such  experience  and 
standing  as  to  guarantee  their  ability  to  administer  the  corporation’s 
affairs  in  the  best  interests  of  all  concerned. 

Apart  from  strictly  legal  requirements  there  are  several  important 
considerations  which  should  govern  the  organization  of  any  plan  for 
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voluntary  nonprofit  medical  expense  indemnity  insurance.  In  the 
interests  of  responsible  administration  it  is  advisable  for  all  groups 
seeking  permits  to  have  the  approval  of  the  State  Medical  Society 
and  to  be  under  trustworthy  medical  control  in  all  essential  respects. 

The  financial  aspects  of  this  type  of  insurance  will  have  to  be  re- 
solved by  experience.  It  is  obvious  that  premiums  must  be  as  low  as 
possible  to  attract  small  wage-earners,  the  class  it  is  desired  to  aid. 
At  the  same  time  they  must  be  sufficient  to  permit  reasonable  com- 
pensation for  participating  physicians.  If  medical  fees  are  inade- 
quate, competent  practitioners  will  be  unwilling  to  cooperate.  The 
current  schedule  for  Workmen’s  Compensation  has  been  proposed  as 
a start. 

In  this  type  of  insurance  it  is  often  feasible  to  dispense  with  pre- 
liminary medical  examinations.  Instead,  a waiting  period  is  set  for 
disabilities  resulting  from  pregnancy,  malignancy,  and  comparable 
conditions. 

Where  administrative  costs  threaten  to  mount  excessively,  there 
may  be  a “ten-dollar-deductible”  provision  to  eliminate  the  large 
volume  of  minor  claims  for  sums  which  are  not  ordinarily  a burden  on 
the  individual.  In  weighing  the  advisability  of  such  a provision, 
the  company  should  consider  whether  it  would  be  likely  to  discourage 
early  recourse  to  medical  care. 

The  success  of  voluntary  nonprofit  medical  expense  indemnity  in- 
surance will  go  far  to  determine  the  future  of  private  medical  practice 
in  this  country.  It  is  therefore  of  the  utmost  importance  that  such 
plans  be  in  responsible  hands  and  receive  the  cooperation  of  all  repu- 
table physicians. 


Prevention  of  Silicosis 

The  interest  of  industrial  hygienists  has  recently  been  aroused  by 
the  report  of  Denny,  et  al.,1  that  the  inhalation  of  powdered  metallic 
aluminum  prevents  silicosis.  From  experimental  evidence,  it  ap- 
pears that  the  toxicity  of  silica  comes  from  that  portion  which  is  in  the 
dispersed  colloidal  form  and  this  can  be  inactivated  by  aluminum 
when  the  latter  is  in  close  association  with  quartz  in  the  body  cells. 

Rabbits,  which  were  exposed  to  quartz  dust  alone,  all  developed 
silicosis  within  a period  of  seven  months.  On  the  other  hand,  where 
the  quartz  dust  was  mixed  with  metallic  aluminum  powder  in  a con- 
centration of  1 per  cent,  no  animals  showed  any  evidence  of  silicosis 
up  to  periods  of  seventeen  and  one-half  months.  For  the  prevention 
of  the  disease,  Denny  and  his  co-workers  suggest  that  the  aluminum 
dust  should  be  below  5 microns  in  particle  size  and  be  free  from  grease. 
The  dust  should  preferably  be  uniformly  mixed  with  the  silica  dust, 


i Denny,  J.  J.,  et  al.:  Canad.  M.  A.  J.  40:  No.  3 (March)  1939. 
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but  will  also  be  effective  if  inhaled  each  day  independently.  In  it- 
self, aluminum  dust  showed  no  effect  on  the  health  of  the  animals,  and 
no  toxicity  or  tissue  damage. 

Metallic  aluminum  in  the  tissues  is  converted  into  hydrated  alu- 
mina which,  by  flocculation,  by  the  adsorption  of  silica  from  solution, 
and  by  covering  the  quartz  particle  with  an  insoluble  and  imperme- 
able coating,  is  able  to  reduce  the  toxicity  of  quartz  in  the  tissues. 

Problem  of  the  Arthritic 

For  a considerable  period  of  time,  the  dominant  conception  con- 
cerning arthritis  was  that  it  was  solely  the  result  of  focal  infection. 
Such  is  no  longer  the  case.  Intense  investigation  of  the  arthritic 
syndrome  has  made  it  apparent  that  there  are  certain  physiologic 
deviations  elsewhere  in  the  body  which  are  as  important  (if  not  more 
so)  as  the  existence  of  an  infectious  focus  in  the  production  and 
course  of  rheumatoid  arthritis.  Pemberton’s  address  before  the 
American  Rheumatism  Association  in  May  of  this  year1  is  an  illu- 
minating discussion  of  the  considerations  which  must  be  evaluated  in 
the  treatment  of  arthritis.  His  pertinent  remarks  are  all  the  more 
valuable  because  of  the  current  interest  in  gold  therapy  for  this  con- 
dition, the  most  recent  report  being  that  of  Soskin,  Spanbock,  and 
Kling.2 

. . The  future  may  hold  some  single  remedial  agency  which  will 
reach  to  or  near  the  heart  of  the  oak  but  we  are  not  yet  in  possession 
of  it.  Perhaps  gold  will  prove  as  valuable  to  the  patient  in  his  body 
as  it  has  proved  to  be  in  his  pockets.  The  somatic  substrate  of  the 
arthritic  subject , however,  may  not  be  so  easily  altered  and  usually  needs 
a different  approach.  ’ ’ 1 [Italics  ours.  ] 

Since  the  care  of  arthritics  is  largely  in  the  hands  of  the  general 
practitioner,  he  cannot  be  blamed  very  much  if,  from  the  lack  of  co- 
ordination in  the  study  of  this  disease,  “he  turns  from  academic  nega- 
tivism to  the  samples  sent  him  by  a drug  house.”  The  bacteriologist 
has  his  point  of  view ; the  pathologist  considers  only  what  the  micro- 
scope reveals  to  him.  But  patients  want  relief  from  pain  and  from 
the  incapacity  to  perform  their  daily  tasks.  At  the  present  time, 
therefore,  in  the  treatment  of  arthritis,  the  doctor  must  know  how 
“to  utilize  the  components  of  rest;  to  stimulate  here  and  sedate 
there;  to  appreciate  the  significance  of  deficiencies  or  surfeits;  to 
recognize  and  correct  them ; to  discover  an  infection  or  other  morbid 
nidus,  to  understand  whether  and  when  to  remove  it;  to  adjust  his 
somatic  and  local  mechanisms;  ...  in  sum,  to  equilibrate  the  ar- 
thritic and  treat  him  as  few  sufferers  from  other  diseases  are  treated.” 


1 Pemberton,  R. : Am.  J.  Med.  Sc.  198:  589  (Nov.)  1939. 

2 Soskin,  D.,  Spanbock,  J.,  and  Kling,  D.  H.:  J.  of  Bone  and  Joint  Surg.  21:  723  (1939). 
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The  Annual  Meeting 

The  new  year  is  here.  The  outstanding  medical  event  of  the  year 
for  us  is  our  annual  convocation.  This  year  it  will  be  held  during  the 
week  of  May  6 at  the  Waldorf-Astoria  Hotel  in  New  York  City.  It 
is  too  early  as  yet  to  announce  the  program  of  events,  but  it  is  not  too 
early  to  reserve  the  dates. 

The  hotel  has  arranged  special  rates,  the  program  will  be  unusually 
attractive,  and  the  social  events  will  also  be  a feature  of  this  meeting. 

At  this  time  we  are  directing  attention  to  this  coming  event,  so  that 
you  may  arrange  to  come  to  New  York  and  participate. 


Current  Comment 


“Good  medical  care  has  always  been 
and  always  will  be  an  individual  service 
involving  a close,  personal  confidential 
relationship  between  the  patient  and  the 
physician  of  his  choice  ....  and  in  the 
presence  of  such  a relationship,  it  seldom 
if  ever  happens  that  the  patient  lets  the 
doctor  down  in  the  matter  of  remunera- 
tion.”— The  October  14th  issue  of  the 
Weekly  Roster  and  Medical  Digest  dis- 
cusses “Physicians’  Remuneration”  at 
some  length,  and  brings  out  this  point. 

“It  is  proper  for  a practicing  physician 
to  ask,  ‘What  definite  advantages  may  I 
expect  from  membership  in  the  County 
Medical  Society?’  .... 

“Physicians  can  protect  their  profes- 
sional rights  and  privileges  only  through 
organization  and  united  effort.  It  is 
groups  and  blocs  rather  than  individuals 
which  mould  public  opinion.  And  it  is 
groups  and  blocs  which  can  exert  the  most 
influence  in  legislative  halls.  The  first 
great  reason  for  membership  in  the 
County  Medical  Society  therefore  may  be 
said  to  be  self-preservation ; the  preserva- 
tion of  the  private  practice  of  medicine 
through  united  effort.  . . . 

“Organized  medicine  is  able  to  investi- 
gate and  expose  abuses  in  the  field  of 
health  care.  Many  quacks  and  charlatans 
have  been  exposed  by  the  American 
Medical  Association.  This  confers  two 
direct  benefits  upon  every  ethical  prac- 
titioner. It  protects  him  from  the  com- 


petition of  the  unscrupulous;  and  it  pro- 
tects the  profession  of  medicine  from 
degenerating  to  a point  where  the  public 
would  insist  that  government  step  in  to 
remedy  the  abuses.  . . . 

“During  the  past  decade  the  practice  of 
medicine,  as  it  has  been  known  in  the  past 
and  as  we  know  it,  has  been  threatened 
by  those  who  would  change  the  practice 
to  a system  which  has  been  tried  in 
foreign  countries  without  any  great  suc- 
cess, and  that  is  the  reason  I beg  of  you 
....  to  keep  our  organization  strong  and 
ask  that  each  individual  cooperate  to  his 
utmost  because  the  battle  is  still  before 
us.  We  have  merely  won  a few  minor 
skirmishes  to  date  and  have  kept  the  op- 
position from  completely  regimenting 
the  profession.  . . . 

“Never  before  may  the  County  Society, 
under  the  proper  leadership,  serve  as  a 
better  influence  for  good  through  its 
public  relations  committee.  Let  me  plead 
for  a solidarity  of  medical  thought  and 
action,  for  in  spite  of  the  fact  that  each 
County  Society  may  have  its  own  differ- 
ent problems  and  difficulties  and  may  be 
forced  to  think  and  act  differently  on  the 
same  problems,  the  need  for  a unified 
profession  has  never  been  so  important 
as  it  is  today. 

“We  have  reached  the  point  of  time 
when  the  affairs  or  course  of  action  of 
medicine  must  go  on  or  be  modified  or 
terminated.  This  is  the  decisive  mo- 
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ment — it  may  be  the  turning  point.  We 
are  now  in  a state  in  which  a decisive 
change  one  way  or  the  other  is  impending. 
What  are  you  going  to  do  about  it?  It 
is  in  your  hands!*' — Extremely  pertinent 
remarks  from  an  address  by  David  W. 
Thomas,  M.D.,  President  of  the  Medical 
Society  of  the  State  of  Pennsylvania,  on 
“The  Value  of  Medical  Organization.” 

“If  the  child  and  parent  can  be  taught: 
first,  the  value  of  good  health;  second,  the 
need  for  medical  care  to  conserve  good 
health;  the  third,  how  to  find  and  how  to 
secure  the  medical  care  he  needs,  we  are 
engaging  upon  a long-range  health  educa- 
tion program  which  will  not  only  be  of 
greater  value  to  the  child  when  he  grows 
up,  but  which  must  in  the  meantime  serve 


to  educate  the  parents  and  the  rest  of  the 
community.” — From  the  September  issue 
of  the  Nassau  Medical  News  comes  this 
sound  suggestion. 

“For  my  part  I am  still  unconvinced 
that  the  family  doctor  is  an  anachronism. 
I still  want  somebody  to  save  me  from 
unsuitable  or  excessive  specialist  advice: 
I need  someone  to  coordinate  the  findings 
of  specialists  and  discount  them  if  neces- 
sary; and  above  all  I want  someone  who 
is  willing  to  talk  to  me,  at  length,  about 
my  migraine,  my  little  boy’s  delinquen- 
cies, my  wife’s  recent  strangeness,  my 
baby’s  inoculation,  and  my  daughter’s 
desire  to  marry  a man  with  asthma.” — 
The  Lancet  a short  time  ago  carried  this 
morsel. 


Prize  Essays 

The  Merrit  H.  Cash  Prize  and  the  Lucien  Howe  Prize  will  be  open  for  competition  at 
the  next  Annual  Meeting  of  the  Medical  Society  of  the  State  of  New  York,  May  6,  1940. 

The  Lucien  Howe  Prize  of  $100  will  be  presented  for  the  best  original  contribution  on 
some  branch  of  surgery,  preferably  ophthalmology.  The  author  need  not  be  a member 
of  the  Medical  Society  of  the  State  of  New  York. 

The  Merrit  H.  Cash  Prize  of  $100  will  be  given  to  the  author  of  the  best  original  essay 
on  some  medical  or  surgical  subject.  Competition  is  limited  to  the  members  of  the 
Medical  Society  of  the  State  of  New  York,  who  at  the  time  of  the  competition  are  resi- 
dents of  New  York  State. 

The  following  conditions  must  be  observed : 

Essays  shall  be  typewritten  or  printed  and  the  only  means  of  identification  of  the 
author  shall  be  a motto  or  other  device.  The  essay  shall  be  accompanied  by  a sealed 
envelope  having  on  the  outside  the  same  motto  or  device  and  containing  the  name  and 
address  of  the  writer. 

If  the  committee  considers  that  no  essay  or  contribution  is  worthy  of  the  prize,  it  will 
not  be  awarded. 

All  essays  must  be  presented  not  later  than  April  1,  19^0,  and  sent  to  the  Chairman  of 
the  Committee  on  Prize  Essays  of  the  Medical  Society  of  the  State  of  New  York,  2 East 
103rd  Street,  New  York  City. 

Eugene  H.  Pool,  M.D.,  Chairman,  Committee  on  Prize  Essays 


SCIENTIFIC  EXHIBIT 

Application  blanks  are  now  available  for  space  in  the  Scientific  Exhibit  at  the 
Annual  Meeting  at  New  York  City,  May  6,  7,  8,  9,  1940.  Attention  is  called  to  the 
fact  that  applications  close  on  January  1.  Blanks  will  be  sent  on  request  to  Dr. 
William  A.  Krieger,  Chairman,  Committee  on  Scientific  Exhibits,  103  Hooker  Avenue, 
Poughkeepsie,  New  York. 


GIANT  FOLLICLE  LYMPHOBLASTOMA 

A Benign  Variety  of  Lymphosarcoma 


George  Baehr,  M.D.,  and  Paul  Klemperer,  M.D.,  New  York  City 


It  is  no  longer  adequate  to  use  the  term 
lymphosarcoma  to  describe  a malig- 
nant growth  arising  from  lymphatic  tis- 
sue without  specifying  the  type.  Of  all 
the  malignant  neoplasms,  those  that 
are  of  lymphatic  origin  permit  classifica- 
tion into  several  sharply  defined  varie- 
ties. This  classification  of  the  several 
forms  of  lymphosarcoma  is  not  based 
merely  upon  certain  variations  in  patho- 
logic structure.  Clinical  recognition  of 
each  distinctive  type  is  important  be- 
cause the  several  varieties  present  a 
different  course,  prognosis,  and  therapy. 

Although  lymphosarcoma  usually  arises 
either  in  the  lymph  nodes  or  in  the 
lymphatic  tissue  of  the  gastrointestinal 
tract,  it  may  occasionally  develop  in 
islands  of  lymphatic  tissue  which  are  to 
be  encountered  in  almost  any  organ  or 
tissue.  It  may  at  first  remain  localized 
to  one  lymph  node  or  group  of  lymph 
nodes,  or  it  may  spread  rapidly  through- 
out the  lymphatic  system  so  that  almost 
all  the  lymph  nodes  of  the  body  may  be 
involved  more  or  less  uniformly  by  the 
time  the  patient  first  presents  himself  to 
a physician  for  examination.  In  some 
instances  it  would  seem  as  if  the  disease 
began  multicentrically  in  many  lymph 
nodes  or  simultaneously  in  all  the  lymph 
nodes  of  the  body. 

The  well-known  reticulum  cell  sarcoma 
of  lymph  nodes  usually  has  its  origin  in 
one  node,  although  it  soon  spreads  to 
adjacent  lymph  nodes.  Its  characteristic 
cell  type  resembles  an  undifferentiated, 
rapidly  multiplying  reticulum  cell.  The 
tumor  usually  grows  with  extraordinary 
rapidity  so  that  death  may  at  times  occur 
within  six  or  eight  weeks  after  the  onset. 
The  normal  structure  of  an  involved 
lymph  node  is  completely  destroyed  and 


replaced  by  the  uniformly  cellular  neo- 
plasm which  spreads  wildly  beyond  the 
capsule  of  the  gland  into  adjacent  tissues. 
The  cells  are  several  times  larger  than 
lymphocytes,  are  irregular  in  shape  and 
commonly  present  mitotic  figures.  Aside 
from  the  extraordinary  rapidity  of  its 
clinical  course,  the  reticulum  cell  sarcoma 
of  lymph  nodes  is  characterized  by  its 
relative  resistance  to  x-ray  therapy. 
The  prognosis  is  usually  hopeless. 

As  a contrast  to  the  extremely  malig- 
nant reticulum  cell  variety  of  lympho- 
sarcoma, we  now  wish  to  report  a benign 
variety  which  we  have  described  under 
the  term  follicular  lymphoblastoma.1,2 
The  clinical  course  of  this  condition  is 
usually  so  insidious  and  prolonged  and 
its  clinical  picture  is  so  benign  that  we 
failed  at  first  to  recognize  its  essential 
neoplastic  character.  In  its  early  stages 
it  may  present  some  difficulty  in  differen- 
tiation from  simple  hyperplasia  of  lymph 
nodes.  In  our  first  reports  of  this  condi- 
tion (1925  and  1927)  we  therefore  er- 
roneously termed  it  “Giant  Lymph  Folli- 
cle Hyperplasia”  and  “Malignant  Lymph 
Follicle  Hyperplasia  of  Lymph  Nodes  and 
Spleen.”3,4  Symmers  still  holds  that  this 
condition  begins  as  a lymph  node  hyper- 
plasia.5 

The  disease  is  characterized  by  a pain- 
less swelling  of  lymph  nodes  and  some- 
times of  the  spleen.  The  patient  usually 
presents  himself  for  examination  because 
enlarged  nodes  have  been  discovered 
either  in  one  part  of  the  body  such  as  the 
cervical  region  or  generalized  throughout 
the  body.  If  the  lymphadenopathy  is 
generalized,  the  spleen  is  found  to  be 
enlarged. 

There  are  as  a rule  no  subjective  com- 
plaints, no  weakness,  fever,  anemia,  or 
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Fig.  1.  Spleen  in  case  of  follicular  lymphoblastoma  showing  huge  lymph  follicles. 


cachexia.  The  blood  count  is  normal. 
In  fact  the  patient  seems  to  be  otherwise 
entirely  well.  Lymphatic  leukemia  is  at 
first  suspected  but  is  ruled  out  by  the 
normal  blood  and  bone-marrow  examina- 
tion. Hodgkin’s  disease  is  eliminated  by 
the  absence  of  fever  but  conclusively  only 
by  biopsy  and  microscopic  examination 
of  a lymph  node. 

The  first  two  illustrations  (Figs.  1 and 
2)  are  microphotographs  of  the  first  case 
which  one  of  us  (G.  B.)  observed  in  1914. 
The  enlargement  of  the  lymph  nodes  is 
seen  to  be  due  to  the  presence  of  an  enor- 
mous number  of  huge  lymphoid  follicles, 
which  are  often  grossly  visible  on  the 
cut  surface  or  can  be  seen  with  a hand 
lens. 

Microscopically,  the  lymph  nodes  are 
occupied  almost  wholly  by  the  over- 
grown lymphoid  follicles  which  crowd  one 
another  because  of  their  huge  size,  so  as 
to  compress  and  obliterate  the  interven- 
ing lymph  sinuses.  The  follicles  are  at 
least  four  or  five  times  the  normal  size 
and  present  the  microscopic  appearance 
of  enormously  enlarged  germinal  centers. 


Upon  higher  magnification,  this  appear- 
ance is  seen  to  be  due  to  the  fact  that  they 
are  composed  of  typical  lymphoblasts  or 
prelymphoblasts  with  large,  pale-stain- 
ing, reticulated  nuclei,  some  of  which 
show  mitotic  figures.  The  periphery  of 
each  follicle  is  generally  clearly  outlined 
by  a narrow  zone  of  small,  mature  lym- 
phocytes with  deeply  staining  nuclei. 

In  the  early  stages  of  the  disease  when 
the  nodes  are  still  discrete,  a careful 
search  of  the  capsule  will  usually  reveal 
some  tendency  to  invasion.  In  the  later 
stages  of  the  disease,  sometimes  years 
after  the  onset,  the  process  may  become 
more  malignant  and  may  then  spread 
beyond  the  confines  of  the  capsule  into 
adjacent  structures,  and  yet  the  same 
tendency  to  form  follicles  is  still  pre- 
served. 

Enlargement  of  the  spleen  is  present  in 
most  cases,  but  by  no  means  in  all.  It 
may  occasionally  be  so  large  as  to  reach 
to  the  iliac  crest  and  may  weigh  more 
than  1,800  Gm.  The  cut  surface  of  the 
organ  is  striking,  for  it  is  thickly  studded 
with  large  malpighian  bodies  which 


January  1,  19401 


LYMPHOSARCOMA 


9 


Fig.  2.  Lymph  node  showing  large  follicles  and  between  them  the  compressed  lymph- 
oid tissue. 


swell  up  above  the  cut  surface,  some  as 
large  as  barley  grains. 

The  giant  follicles  are  much  more  nu- 
merous than  in  the  normal  spleen  and  lie  in 
close  proximity  to  one  another.  Micro- 
scopically, they  are  even  larger  than  in 
the  lymph  nodes  and  resemble  giant  ger- 
minal centers.  Their  number  proves 
beyond  question  that  the  condition  can- 
not be  due  to  simple  hyperplasia  but 
that  it  represents  a new  formation  of 
giant  follicle-like  structures. 

Aside  from  the  involvement  of  lymph 
nodes,  either  regionally  or  generalized, 
and  of  the  spleen,  the  tumors  may  appear 
in  parts  of  the  body  which  ordinarily 
contain  little  lymphoid  tissue,  such  as 
the  fat  of  the  orbit,  the  lachrymal  gland, 
the  breast,  the  loose  connective  tissue  of 
the  pelvis,  and  the  subcutaneous  fat. 
Nodules  of  tumor  tissue  excised  from  these 
locations  show  the  same  histologic  pic- 
ture of  characteristic  follicle  formation. 
In  one  instance,  the  bone  marrow  was 
involved  resulting  in  a pathologic  fracture 
of  the  femur  eleven  years  after  the  onset. 


It  is  peculiar  that  thus  far  we  have  never 
observed  involvement  of  the  tonsil  or  of 
the  lymphatic  tissue  of  the  gastrointes- 
tinal tract. 

In  many  cases  with  generalized  lymph- 
adenopathy  some  part  of  the  lymphatic 
system  was  more  conspicuously  involved 
and  was  responsible  for  the  symptoms 
which  first  attracted  attention.  We  have 
twice  observed  an  exceptionally  large 
mass  of  retroperitoneal  nodes  which  caused 
partial  pyloric  obstruction  by  compres- 
sion on  the  antral  part  of  the  stomach. 
Mediastinal  lymph  node  enlargements 
may  compress  the  trachea  and  the  great 
vessels  in  the  superior  mediastinum. 

A characteristic  result  of  involvement 
of  the  mediastinal  or  abdominal  lymph 
nodes  is  the  occurrence  of  serous  or  even 
chylous  effusions  in  the  pleural  or  perito- 
neal cavity.  This  is  due  to  compression 
of  the  lymph  sinuses  of  the  nodes  by 
the  enlarged  lymph  follicles,  thereby 
interfering  with  the  flow  of  lymph.  Sim- 
ple removal  of  the  effusion  by  Potain 
aspiration  or  by  trocar  is  always  followed 
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by  rapid  reaccumulation  of  the  fluid. 
Recurrence  of  the  effusion  is  only  pre- 
vented if  the  lymphatic  swelling  in  the 
mediastinum  or  abdomen  is  reduced  by 
means  of  roentgen-ray  therapy  and  the 
lymph  sinuses  of  the  nodes  again  become 
permeable  to  the  flow  of  lymph. 

In  6 cases  we  observed  the  develop- 
ment of  unilateral  proptosis  some  time 
during  the  course  of  the  disease.  The 
protrusion  of  the  eyeball  was  downward 
and  outward.  It  was  apparently  caused 
by  involvement  of  the  orbital  fat  or  of  the 
lachrymal  gland.  In  every  instance  the 
protruded  eye  returned  to  its  normal 
position  after  a course  of  roentgen-ray 
or  radium  therapy.  In  one  case,  propto- 
sis of  the  opposite  eye  developed  two 
years  after  the  first,  but  also  subsided 
after  radiotherapy. 

Roentgen-ray  Therapy. — Aside  from  its 
characteristic  pathology  and  its  rela- 
tively benign  and  prolonged  clinical 
course,  the  most  important  feature  of  the 
disease  is  its  extremely  sensitive  re- 
sponse to  deep  roentgen-ray  therapy. 
The  results  are  more  prompt  and  are 
achieved  with  far  smaller  doses  than 
with  any  other  type  of  neoplasm.  The 
contrast  is  striking  even  when  com- 
pared with  other  types  of  lymphosar- 
coma. 

The  swollen  lymph  nodes  and  spleen 
usually  melt  away  within  a few  weeks 
after  a few  exposures  to  170  international 
roentgen  units  (one-fifth  of  an  erythema 
dose).  In  spite  of  this  fact,  the  patients 
must  continue  to  be  examined  every  few 
months  for  the  rest  of  their  life,  for  recur- 
rences are  apt  to  occur,  often  in  lymph 
nodes  distant  from  the  original  site,  or 
enlarged  nodes  may  appear  in  unusual 
parts  of  the  body  where  lymphatic  tissue 
is  rarely  encountered,  such  as  the  scalp, 
the  orbit,  or  the  subcutaneous  tissue. 
These  recurrences  are  usually  equally  sus- 
ceptible to  roentgen-ray  therapy.  In 
some  instances,  the  intervals  of  freedom 
from  recurrences  have  been  as  long  as  six 
years. 

In  this  manner  some  patients  may 
contrive  to  live  out  their  normal  span  of 
life  and  ultimately  succumb  to  another 


disease.  In  other  cases,  roentgen  therapy 
easily  checks  the  primary  process  and 
successfully  controls  subsequent  recur- 
rences for  a period  of  four  to  fifteen  or 
more  years  after  the  onset.  Again  in 
other  patients  the  neoplastic  process 
ultimately  changes  its  character,  involves 
retroperitoneal  and  thoracic  lymph  nodes 
extensively  and  seems  to  become  more 
malignant  and  roentgen  resistant.  Death 
then  ensues  as  in  other  forms  of  lympho- 
sarcoma. Even  in  these  cases  the  progno- 
sis and  the  clinical  course  of  the  disease  is 
usually  benign  for  the  first  few  years  and 
the  condition  is  readily  controllable  with 
roentgen  therapy  during  this  period. 

In  its  clinical  picture — general  lym- 
phadenopathy  and  splenomegaly  without 
fever,  anemia,  or  cachexia,  and  in  its 
responsiveness  to  roentgen  therapy  or 
radium — the  disease  resembles  chronic 
lymphatic  leukemia.  However,  the  bone 
marrow  is  usually  normal  and  no  abnor- 
mal leukocytes  are  found  in  the  blood 
stream.  The  differential  diagnosis  can 
also  be  made  by  the  histologic  picture  of 
an  excised  lymph  node.  This  is  of  special 
importance  because  in  the  terminal  stage 
of  the  disease  we  have  twice  observed  a 
marked  increase  in  leukocytes  and  the 
appearance  of  lymphoblasts  in  the  blood 
stream.  If  these  two  patients  had  been 
observed  only  in  this  terminal  stage,  the 
clinical  picture  could  not  have  been 
easily  differentiated  from  chronic  lym- 
phatic leukemia.  The  preceding  course  of 
the  disease  over  a period  of  years  with  an 
absolutely  normal  blood  picture  and, 
above  all,  the  characteristic  histologic 
changes  in  the  lymph  node  left  no  doubt 
of  the  diagnosis.  These  two  experiences 
suggest  that  follicular  lymphoblastoma 
may  represent  a borderline  condition  be- 
tween lymphosarcoma  and  lymphatic 
leukemia,  just  as  in  its  early  stages  the 
disease  may  seem  to  represent  a transi- 
tion between  hyperplasia  and  lympho- 
sarcoma. Our  clinical  and  pathologic 
studies  of  a great  many  cases  at  various 
stages  of  the  disease,  from  onset  to  au 
topsy  years  later,  leave  us  in  no  doubt 
that  the  condition  is  a variety  of  lympho- 
sarcoma. 
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Discussion 

Dr.  John  S.  Lawrence,  Rochester — This  pres- 
entation by  Drs.  Baehr  and  Klemperer  has  been 
of  particular  interest  to  me.  Anything  that  any- 
one can  do  to  make  diseases  of  the  lymphoma 
group  less  confusing  is  highly  desired.  They 
have  presented  clear-cut  findings  which  will  en- 
able us  to  separate  this  one  rare  condition  from 
others  that  are  included  under  the  term  lympho- 
sarcoma. 

It  has  been  my  good  fortune  to  have  seen  re- 
cently a patient  with  this  disorder.  This  patient, 
a man  51  years  of  age,  was  studied  in  the  metabo- 
lism division  of  the  Strong  Memorial  Hospital 
from  March  4,  1938,  to  July  15,  1938,  by  Drs. 
Samuel  H.  Bassett,  Nolan  L.  Kaltreider,  and 
Henry  Keutmann.  The  nature  of  his  disorder 
was  not  known  at  this  time  and  the  detailed 
studies  which  were  made  on  him  were  carried  out 
as  a part  of  a study  on  edema,  which  was  his 
presenting  complaint.  During  this  entire  period 
of  observation  his  serum  protein  values  ranged 
between  3.0  and  3.5  Gm.  per  cent  with  an  A/G 
ratio  of  about  2.  Restriction  of  salt  and  water 
did,  however,  cause  a loss  in  weight  of  22  kg.  in 
about  thirty  days  without  any  change  in  the  total 
protein  values  of  the  blood.  There  were  no  ab- 
normal lymph  nodes  and  the  spleen  was  not  pal- 
pable at  this  time. 

In  July,  1938,  an  exploratory  laparotomy  was 
done.  Hard,  rubbery  lymph  nodes  were  found 
at  the  root  of  the  mesentery  and  around  the  com- 
mon bile  duct.  Biopsy  of  the  liver  revealed 
normal  tissue.  That  of  a lymph  node  showed 
findings  of  chronic  inflammation.  Following 


operation  he  was  given  1,800  roentgens  to  4 ports 
in  the  course  of  ten  days.  The  effective  dose  was 
estimated  as  about  300  roentgens  to  each  area. 
The  serum  protein  began  to  rise  soon  after  this 
and  soon  reached  a normal  level  with  disappear- 
ance of  the  tendency  to  become  edematous. 

In  December,  1938,  he  had  acute  obstructive 
jaundice.  At  operation  the  gallbladder,  which 
five  months  previously  had  contained  no  stones, 
was  found  to  be  filled  with  small  calculi.  The 
obstruction  was  thought  to  have  been  due  to 
glands  in  the  portal  area  and  spontaneously  was 
relieved  in  three  to  four  weeks.  Last  month 
splenomegaly  and  an  enlarged  cervical  node  were 
noted.  The  cervical  lymph  node  was  removed 
on  April  13,  1939.  The  findings  were  typical  of 
those  that  have  been  given  by  Drs.  Baehr  and 
Klemperer.  This  patient  illustrates  the  tend- 
ency to  develop  fluid  in  the  body  cavities  and 
the  ability  of  the  enlarged  lymph  nodes  to  cause 
compression,  both  of  which  tendencies  have  been 
emphasized  by  the  authors.  There  is  one  strik- 
ing finding,  however,  which  they  have  not  men- 
tioned— the  very  low  serum  protein  level  which 
was  relieved  following  irradiation.  Consider- 
able speculation  has  arisen  as  to  the  explanation 
for  the  hypoproteinemia.  Loss  of  protein  into 
the  excess  fluid  in  the  peritoneal  cavity  and  body 
tissues  is  invalidated  as  an  explanation  by  the 
maintenance  of  hypoproteinemia  after  disappear- 
ance of  the  excess  fluid.  Some  abnormality  of 
the  liver  resulting  in  inability  to  manufacture 
serum  proteins  has  been  suggested  but  it  is  hard 
to  see  how  irradiation  could  have  corrected  this. 
Still  another  possibility  is  that  blockage  of  the 
lymphatic  drainage  prevented  the  absorption  of 
some  hypothetical  substance  that  is  necessary 
for  the  production  of  serum  proteins.  I hope 
Dr.  McCann,  who  was  the  first  one  to  see  this 
patient  in  our  clinic,  will  comment  on  these  find- 
ings. In  closing,  I would  like  to  ask  Dr.  Baehr 
if  he  has  encountered  hypoproteinemia  in  any  of 
his  cases. 


RED-BLOODED  YOUNG  PEOPLE 
A prime  fascination  of  medicine  is  that  it  is  a 
never-ending  study.  Merely  not  to  forget  what 
you  have  learned  cannot  keep  you  ready  for  the 
obligations  of  medicine.  Without  forgetting 
anything  that  you  learn  in  medical  school,  soon 
as  physicians,  surgeons,  specialists,  etc.,  you  will 
become  hopelessly  behind  the  times,  unless  you 
continue  to  study.  Not  forgetting  will  not  keep 
you  from  rapidly  losing  out  in  medicine;  what 
you  may  know  soon  is  apt  to  be  completely  out- 
moded by  new  discovery.  In  your  medical 


school  days,  I dare  say,  this  idea  of  a never-ending 
study  did  not  seem  such  a joy.  However,  how 
dull  a profession  medicine  would  be  if,  in  a four 
years’  study  in  the  medical  school,  you  had 
learned  all  that  was  needed  to  practice  the  pro- 
fession the  remainder  of  your  lifetime.  That 
sort  of  a profession  would  not  attract  into  it  red- 
blooded  young  people. 

— Christian,  Henry  A. : 
The  Lure  of  Medicine,  Virginia  M.  Monthly  65: 
515  (Sept.)  1938. 


A CLINICAL  STUDY  OF  HYPNOTICS 

Effect  on  Gross  Sleep  Movements,  Length  of  Sleep,  Blood  Pressure, 
Respiratory  Rate,  and  Pulse  Rate 

Frank  Meyers,  M.D.,  Buffalo,  Edward  D.  Cook,  M.D.,  Buffalo, 
and  Robert  C.  Page,  M.D.,  Mount  Vernon 

( From  the  Medical  Service  of  the  Buffalo  General  Hospital) 


The  nature  of  sleep  has  been  studied 
repeatedly  and  exhaustively,  yet  we 
have  only  theories  as  to  how  this  phenome- 
non occurs.  In  spite  of  the  compre- 
hensive work  in  this  field  which  has  been 
performed  by  Shepard,1  Kleitman,2  and 
Johnson,3  no  uniformity  of  opinion  exists. 

The  frequent  occurrence  of  insomnia 
as  a symptom  has  led  to  the  use  of  hyp- 
notics to  a staggering  degree.  Ham- 
bourger,4  in  a recent  article  on  “A  Study 
of  the  Promiscuous  Use  of  the  Barbi- 
turates,” reports  that  1,219,000,000  grains 
of  barbital  compounds  were  sold  in  the 
United  States  in  the  year  1936,  a figure 
which,  if  broken  down,  would  indicate 
that  2,200,000  therapeutic  doses  of  these 
drugs  were  used  daily.  Hypnotic  habit 
is  rapidly  reaching  proportions  com- 
parable to  the  cathartic  habit.  The  use 
of  sleep-inducing  drugs  by  the  laity 
without  medical  supervision  becomes  an 
ever-increasing  hazard.  Hambourger 
states  in  his  report  that  “the  number  of 
suicides  by  barbiturates  has  shown  a 
definite  upward  trend  during  the  past 
decade  especially  marked  since  1933.  . .” 
The  family  of  hypnotics  is  increasing 
rapidly,  each  new  member,  supposedly, 
is  a more  admirable  addition.  In  spite 
of  the  large  number  of  hypnotic  drugs 
in  use  today,  very  few  have  been  sub- 
jected to  adequately  controlled  clinical 
testing.  Up  until  the  present,  objective 
experimental  study  has  been  conducted 
principally  on  animals.  These  experi- 
ments mainly  consisted  of  the  demon- 
stration of  the  therapeutic  index,  i.e., 
the  difference  between  the  minimum 
amount  necessary  to  produce  anesthesia 


and  the  minimum  amount  necessary  to 
produce  death.  However,  anesthesia  in 
animals  can  hardly  be  compared  to 
hypnosis  in  humans,  for  the  reason  that 
hypnosis  in  animals  is  very  difficult  to 
differentiate  from  anesthesia.  It  is  first 
necessary  to  anesthetize  the  animal  before 
a hypnotic  action  may  be  established. 
By  this  token,  we  are  dealing  with  an- 
esthetic doses  of  hypnotics  in  animals 
and  are  merely  reasoning  by  analogy  as 
to  their  hypnotic  effect  on  man. 

Sleep  is  primarily  a cerebral  function 
which  is  difficult  at  best  to  measure,  but 
it  is  accompanied  by  several  phenomena 
which  can  be  determined  accurately. 
These  phenomena  are  (1)  length  of 
sleep,  (2)  time  of  onset  of  sleep,  (3) 
number  of  gross  movements  made  during 
sleep,  (4)  changes  in  pulse  rate,  (5) 
changes  in  respiratory  rate,  (6)  changes 
in  blood  pressure.  The  influence  of 
therapeutic  doses  of  hypnotics  upon 
these  associated  phenomena  of  sleep 
forms  the  basis  of  our  study. 

Outline  of  Experiment 

Subjects  for  these  experiments  were 
chosen  carefully.  Only  patients  who 
were  free  from  pain,  and  those  who  were 
not  having  treatment  which  might  have 
influenced  their  sleep  were  selected  for 
study.  None  of  these  patients  received 
opiates  or  sedatives  as  part  of  their 
daytime  treatment.  The  experiments 
were  conducted  in  a room  segregated 
from  the  large  public  ward  in  order 
that  the  subjects  might  be  protected 
from  noises.  The  subjects  received  their 
usual  ward  routine  care  during  the  day. 
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From  9:00  p.m.  to  8:00  a.m.,  and  longer 
when  necessary,  these  patients  were 
under  constant  observation  by  a nurse 
who  was  especially  trained  for  this  study. 
Two  beds  were  used  in  this  experiment; 
both  were  attached  to  actographs. 

The  device  used  to  record  sleep  move- 
ments in  our  experiments  consisted  of  a 
thin  brass  plate  six  inches  in  diameter, 
placed  in  the  center  of  the  bed  under  the 
patient’s  hips  and  resting  on  top  of  the 
mattress.  This  plate  was  connected  by 
a string  and  pulley  to  a writing  lever 
which  recorded  all  the  movements  of 
the  patients  on  a kymograph  operated 
by  an  electric  clock.  The  writing  lever 
was  so  adjusted  that  any  movement  of 
an  arm  or  leg  would  be  recorded  as  a 
gross  excursion  on  the  drum.  The  elec- 
tric clock  was  so  timed  that  it  took  nine 
hours  for  the  drum  to  make  one  complete 
revolution.  Pulse  rates  were  deter- 
mined by  palpation  at  the  wrist,  re- 
spiratory rates  were  directly  observed 
and  both  were  recorded  at  half-hourly 
intervals;  the  blood  pressure  was  re- 
corded on  a mercury  manometer  by 
auscultation  at  hourly  intervals.  The 
subjects  slept  with  a blood  pressure  cuff 
on  their  upper  arm;  just  before  the 
reading  was  taken  the  mercury  manome- 
ter was  attached  and  the  cuff  gently 
inflated.  Rarely  did  this  waken  the 
patient.  The  greatest  decrease  from  the 
initial  level  at  the  onset  of  sleep  which 
occurred  during  the  night  was  used  in 
recording  our  results.  The  onset  of 
sleep  was  judged  by  the  observer  and 
recorded.  At  times  it  was  difficult  to 
estimate  exactly  when  a patient  fell 
asleep.  The  length  of  sleep  was  meas- 
ured by  the  number  of  hours  between 
the  onset  of  sleep  and  full  awakening. 

The  following  drugs  were  used: 
a placebo,  N-tolyl-butyl-ethyl-barbital, 
Neonal,  a urea  derivative,*  sodium 
pentobarbital,  and  sodium  amytal.  Vari- 
ous doses  within  the  therapeutic  range 
were  administered.  These  drugs  were 
chosen  because  they  are  of  the  short- 
acting type.  We  avoided  drugs  which 

* The  urea  derivative  used  was  unsymmetric  ethyl-o- 
ethylphenylurea. 


Fig.  1 


were  slowly  excreted  because  of  the 
possibility  of  a cumulative  effect.  Each 
of  these  drugs  was  pressed  into  tablets, 
all  having  a similar  appearance  in  order 
that  the  subjects  would  not  know  what 
medication  they  were  receiving.  We 
studied  12  patients — a total  of  219 
nights  of  observation.  Each  subject 
remained  in  the  sleep  room  for  a mini- 
mum of  fourteen  days  and  a maximum 
of  twenty-six  days.  The  patients  re- 
ceived the  placebos  and  the  hypnotics 
in  no  definite  order  but  each  patient 
received  the  placebo  at  least  four  times 
during  the  course  of  study.  We  would 
point  out,  at  this  time,  that  the  purpose 
of  this  experiment  was  not  a comparative 
study  of  the  various  drugs  used,  but  an 
observation,  of  this  group  as  a whole,  on 
the  associated  phenomena  of  sleep.  It 
is  also  a method  of  clinical  approach  to 
the  effectiveness  of  hypnotic  drugs. 

In  the  219  observations  on  12  patients 
given  a drug  and  the  time  of  onset  of 
sleep  recorded,  it  was  found  that  sleep 
was  not  induced  more  rapidly  by  thera- 
peutic doses  of  hypnotics.  After  the 
placebo,  which  was  administered  fifty- 
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two  times  in  this  group,  it  was  found 
that  the  average  onset  of  sleep  was 
forty-one  minutes  after  taking  the  tablet; 
sodium  pentobarbital  and  Neonal,  studied 
for  25  and  38  nights,  respectively,  in- 
duced sleep  four  minutes  earlier.  With 
the  other  drugs,  the  onset  of  sleep  was 
prolonged  by  an  average  of  ten  minutes. 

TABLE  A 


Drug 

Time  Elapsed 
Before  Onset 
of  Sleep  After 
Administration 
(Minutes) 

Number 
of  Times 
Administered 

Placebo 

41.1 

52 

Neonal 

37.4 

38 

Sodium  pentobarbital 

37.4 

25 

Urea  derivative 

50.6 

47 

Sodium  amytal 

51.7 

16 

N -tolyl-butyl-ethyl- 
barbital 

52.9 

41 

Fig.  3 


minutes  occurred  with  Neonal,  the 
smallest  increase  of  eleven  minutes  oc- 
curred with  N-tolyl-butyl-ethyl-barbital. 
The  length  of  sleep  was  not  increased 
to  the  degree  one  might  reasonably  ex- 
pect following  administration  of  these 
hypnotics. 


TABLE  B 


Length  of  Sleep 

Increase  in 

Drug 

(Hours)  (Minutes) 

Minutes 

Placebo 

7 

31 

Neonal 

8 

6 

32.5 

Sodium  pentobarbital 

8 

2 

28 

Sodium  amytal 

7 

52 

21 

Urea  derivative 

7 

48 

17 

N-tolyl-butyl-ethyl- 

barbital 

7 

42 

11 

These  drugs  had  but  slight  effect  on 
the  sleep  pattern  or  gross  movements. 
On  a placebo  the  entire  group  averaged 
36  movements  per  night.  A decrease 
of  sleep  movements  was  produced  by 
sodium  pentobarbital  and  Neonal,  each 
reducing  sleep  movements  about  10 
per  cent.  The  other  drugs  increased 
sleep  movements. 

TABLE  C 


Of  the  12  subjects  studied,  four  were 
individuals  with  moderate  cardiac  de- 
compensation. Since  the  findings  in  these 
four  varied  considerably  from  the  other 
eight,  they  were  considered  separately. 

The  first  group  of  eight  consists  of  the  pa- 
tients with  normal  cardiovascular  mecha- 
nisms.— These  patients  slept  slightly 
longer  after  hypnotics  than  they  did  after 
the  placebo.  The  largest  increase  of  32.5 


Drugs 


Number  of  Sleep 
Movements  per  Night 


Placebo  36 . 6 

Sodium  pentobarbital  30.2 

Neonal  32.4 

Urea  derivative  37.2 

Sodium  amytal  38.2 

N-tolyl-butyl-ethyl-barbital  38 . 5 


Figures  4 and  5 are  photographs  of  acto- 
grams  on  2 patients,  showing  extreme 
individual  differences  of  sleep  patterns 
and  how  little  hypnotics  affected  them. 
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MR.  J.A. 

DRUG:  NEONAL:  30 


MR.  J.A 

WUi  PLACEBO 


GROSS  MOVEMENTS:  17 
LENGTH  OT  SLEEP:  6 HRS.,  20  MIN. 
ONSET  OF  SLEEP:  45  MIN. 


Fig.  4 


The  first  actogram  shows  that  this 
patient  was  a very  quiet  sleeper,  making 
few  movements  during  the  entire  period 
of  sleep.  On  Neonal  he  made  14  gross 
movements;  he  slept  nine  hours,  and 
fell  asleep  forty-five  minutes  after  the 
drug  was  administered.  This  same  sub- 
ject, when  a placebo  was  administered, 
made  17  gross  movements  during  the 
night.  He  slept  a total  of  eight  hours 
and  twenty  minutes,  the  onset  of  sleep 
being  the  same  as  when  Neonal  was 
administered. 


The  second  actogram  shows  the  pat- 
tern of  a patient  who  was  very  restless 
and  who  made  frequent  gross  movements 
during  the  entire  night.  In  the  early 
morning  hours  just  before  this  patient 
awakened,  gross  movements  were  made 
so  frequently  on  the  slowly  revolving 
drum  that  many  of  them  superimposed, 
and  we  were  unable  to  count  them  ac- 
curately. With  sodium  amytal,  he  made 
106  gross  movements  during  the  night, 
he  slept  nine  hours  and  five  minutes, 
and  the  onset  of  sleep  occurred  in  thirty 


Fig.  5 
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minutes  after  administration  of  the  drug. 
The  actogram,  after  a placebo,  showed 
very  little  deviation  from  that  obtained 
with  the  drug.  The  number  of  gross  move- 
ments was  101  during  the  night,  the  total 
time  of  sleep  was  nine  hours  and  twenty 
minutes,  and  he  fell  asleep  thirty  minutes 
after  the  administration  of  the  placebo. 

Pulse  Rate. — It  is  accepted  that  normal 
sleep  is  accompanied  by  a drop  in  pulse 
rate.  In  this  group  of  8 subjects,  the 
pulse  rate  at  the  onset  of  sleep  averaged 
83  beats  per  minute  for  a period  of  143 
nights.  With  the  placebo  medication  the 
average  greatest  pulse  rate  drop  was 
from  83  to  68  beats  per  minute;  with 
the  use  of  hypnotics  a greater  reduction 
in  pulse  rate  was  found. 


TABLE  D 


Greatest 

Percentage 
of  Greatest 

Decrease  from 

Decrease 

Initial  Rate 

from  Initial 

Drug 

(No.  of  Beats) 

Rate 

Placebo 

15 

17.8 

Sodium  pentobarbital 

20 

24.3 

Urea  derivative 

19.7 

23.8 

Neonal 

19.3 

23.3 

N -tolyl-butyl-ethy  1- 
barbital 

17 

20.5 

Sodium  amytal 

16 

19.3 

Respiratory  Rate. — Respiratory  rate, 
too,  is  known  to  be  reduced  in  sleep.  In 
our  group  of  8 patients  with  normal 
cardiovascular  mechanisms,  the  average 
respiratory  rate  at  the  onset  of  sleep 
for  143  nights  was  20  per  minute,  ^urijag 
normal  sleep  the  average  maxim-Kiii' 
in  respiratory  rate  was  frbm  viO  to  I6V2 


or  17  per  cent.  Each  of  these  drugs 
occasioned  a further  slight  reduction  in 
respiratory  rate. 


TABLE  E 

Greatest  Fall 

Percentage 

from  Initial  Rate 

of  Greatest 

Drug 

(No.  per  Minute) 

Fall 

Placebo 

3.4 

17 

Sodium  pentobarbital 

5 

25.2 

Urea  derivative 

4.2 

21.1 

Neonal 

4.1 

20.5 

Sodium  amytal 

3.9 

19.9 

N -tolyl-butyl-ethyl- 
barbital 

3.5 

17.5 

Blood  Pressure. — All  observers  agree 
that  there  is  a fall  in  both  systolic  and 
diastolic  blood  pressure  during  sleep 
of  normal  and  hypertensive  people.  In 
our  observations,  the  mean  blood  pressure 
of  these  8 subjects,  at  the  onset  of  sleep 
for  a period  of  143  nights,  was  110  mm. 
systolic  and  72  mm.  diastolic.  In 
normal  sleep  their  average  greatest  drop 
in  blood  pressure  was  found  to  be  23 
mm.  systolic  and  13  mm.  diastolic  All 


TABLE  F 


Average  Greatest 

Percentage 

Fall  from  Initial 

of  Greatest 

Drug 

Level  (in  Mm.) 

Fall 

23.4  systolic 

21.3 

Placebo 

12.7  diastolic 

17.2 

28.9 

26.3 

Sodium  pentobarbital 

18.3 

25.5 

26.8 

24.4 

Urea  derivative 

15.9 

22.1 

26.0 

23.7 

Neonal 

16.7 

23.3 

25.7 

23.4 

,§odium  amytal 

15 . 6 

21.8 

J"MoJyl-l)utyJ-ethyl- 

19.9 

18.1 

* bdrbjtaT.  r * •», 

10.3 

14.1 
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of  the  hypnotics  used,  with  the  exception 
of  N-tolyl-butyl-ethyl-barbital,  produced 
a further  fall  in  blood  pressure. 

Comment 

Eight  Subjects  with  Normal  Cardiovascu- 
lar M echanisms . — The  hypnotics  used  pro- 
duced a slight  but  consistent  reduction  in 
pulse  and  respiratory  rates,  and  systolic 
and  diastolic  blood  pressures.  The  length 
of  sleep  was  increased  by  an  average 
of  only  21.5  minutes  and  no  effect  was 
produced  on  the  sleep  pattern  or  gross 
movements. 

The  second  group  consists  of  4 patients 
with  moderate  congestive  heart  failure. — 
In  each  instance  hypnotics  increased 
the  length  of  sleep  slightly.  On  the 
placebo  the  average  length  of  sleep  was 
seven  hours  and  fifty-three  minutes,  the 
greatest  increase  of  forty  minutes  oc- 
curred with  sodium  pentobarbital. 


TABLE  G 


Length  of  Sleep 

Increase  in 
Minutes 
Over 

Drug 

(Hours)  (Minutes) 

Placebo 

Placebo 

7 

53 

Sodium  pentobarbital 

8 

33 

40 

N -tolyl-butyl-ethyl- 
barbital 

8 

13 

20 

Neonal 

8 

10 

17 

Urea  derivative 

8 

6 

13 

Sodium  amytal 

8 

3 

10 

In  this  group  it  was  found  that  sleep 
was  accompanied  by  a greater  number  of 
gross  movements  or  marked  restlessness. 
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Following  a placebo  the  average  number 
of  sleep  movements  was  54  per  night. 
The  subjects  in  this  group  averaged  18 
more  gross  movements  per  night  than 
those  of  the  first  group.  Only  sodium 
pentobarbital  did  not  effect  gross  sleep 
movements,  whereas  the  other  hypnotics 
increased  movements  appreciably. 

TABLE  H 


Drug 

Average  No.  of  Sleep 
Movements 

Placebo 

54 

Sodium  pentobarbital 

53 

Neonal 

58.3 

Urea  derivative 

61.3 

Sodium  amytal 

67.3 

N-tolyl-butyl-ethyl-barbital 

68 

Pulse  Rate. — The  average  pulse  rate 
at  the  onset  of  sleep  for  this  group,  for 
a period  of  76  nights,  was  90  beats  per 
minute.  Without  hypnotics  the  average 
greatest  drop  in  pulse  rate,  was  found 
to  be  12.7  beats  per  minute  lower  than 
the  initial  rate.  Slight  further  depres- 
sion in  the  pulse  rate  was  observed 
in  two  instances.  Sodium  pentobarbital 
and  Neonal  further  depressed  the  nor- 
mal drop.  Under  the  influence  of  the 


18 


MEYERS,  COOK,  AND  PAGE 


[N.  Y.  State  J.  M. 


10 

INFLUENCE;  oF  HYPNOTICS  on  SLEEP  movements 

4 PATIENTS  WITH  MODERATE  CARDIAC  DECOMPENSATION 

(76  NIGHTS) 

tth.... 

1 

1 ■ 

X 

No  oF  40 
GROSS 
SLEEP  30 
MOVEflENTS 

20 

10 

PLACEBO  N.TDLVL  BUTYL  NEONAL  UREA  SODIUM  SOOIUM 

ETHYL  BARB.  DERIVATIVE  PENTABARB.  AMYTAL 

Fig.  10 


no 

90 

PULSE 
RATE  70 

INFLUENCE  oF  HYPNOTICS  on  PULSE  RATE  in  SLEEP 
4 PATIENTS  .WITH  MODERATE  CARDIAC  DECOMPENSATION 
(7b  NIGHTS) 

AVERAGE  PULSE  RATE  at  ONSET  oF  SLEEP 

I i 1 S' 

- 

— 

MINUTE  j0 
40 

20 

K) 

PLACEBO  N.TOLVL  BUTYL  NEONAL  UREA  SOOIUM  SODIUM 

ETHYL  BARB  DERIVATIVE  PENTABARB.  AttVTAL 

Fig.  11 


other  three  drugs,  the  pulse  rate  was 
not  diminished  beyond  the  point  ob- 
tained by  the  placebo.  In  each  in- 
stance, the  hypnotics  produced  a fall  of 
less  magnitude  than  the  fall  in  the  normal 
group. 


TABLE  I 


Average  Greatest 

Average 

Drop  from  Initial 

Percentage 

Rate  (Beats  per 

of  Greatest 

Drug 

Minute) 

Drop 

Placebo 

12.7 

14.1 

Sodium  pentobarbital 

16.7 

18.6 

NeOnal 

14.1 

15.7 

Urea  derivative 

12 

13.4 

Sodium  amytal 

11.9 

13.3 

N-tolyl-butyl-ethyl- 

barbital 

9.1 

10.1 

Respiratory  Rate. — In  this  group  of  4 
subjects,  the  respiratory  rate  for  a period 
of  76  nights  averaged  25  per  minute  at 
the  onset  of  sleep.  The  average  greatest 
respiratory  rate  drop  after  the  adminis- 
tration of  a placebo  was  from  25  to  21.7 
per  minute  or  14.4  per  cent.  All  the 
drugs,  with  the  exception  of  N-tolyl- 
butyl-ethyl-barbital,  further  increased 
the  fall  in  respiratory  rate. 

Blood  Pressure. — -In  this  group  the 
blood  pressure  changes  were  not  as  marked 
as  in  the  subjects  with  normal  cardio- 
vascular mechanism.  The  mean  blood 
pressure  for  76  nights,  at  the  onset  of 
sleep,  was  found  to  be  113  mm.  systolic 
and  78  mm.  diastolic.  Without  medica- 
tion, the  greatest  blood  pressure  drop 
averaged  15.2  mm.  systolic  and  11  mm. 
diastolic.  There  was  a further  depression 


table  j 


Drug 

Placebo 

Urea  derivative 
Sodium  pentobarbital 
Neonal 

Sodium  amytal 
N -toly  1-butyl  -ethyl  - 
barbital 

Average  Greatest 
Fall  in  Resp.  Rate 
(No.  per  Min.) 

3.6 

4.7 
4.6 

4.4 

3.5 

2.9 

Percentage 
of  Greatest 
Fall 

14.4 

19.1 

18.5 
17.9 

14.1 

11.6 

in  the  blood  pressure  under  the  influence 

of  each  of  the  drugs  studied; 

the  rela- 

tionship  of  the  systolic  and 

diastolic 

pressures  did  not  change. 

TABLE  K 

Average  Greatest 

Percentage 

Drop  in  Blood 

of  Greatest 

Drug 

Pressure  (in  Mm.) 

Drop 

Placebo 

15.2  systolic 

13.5 

11  diastolic 

14 

Sodium  pentobarbital 

21.8 

19.5 

19.9 

25 

20.5 

18.5 

Urea  derivative 

1372 

17 

18.2 

16.5 

Sodium  amytal 

3072 

26 

N-tolyl-butyl-ethyl- 

18.0 

16 

barbital 

13.3 

17 

17.5 

15.5 

Neonal 

13.2 

17 

Comment 

Four  Patients  with  Moderate  Congestive 
Heart  Failure. — These  patients  were  much 
more  restless  than  those  of  the  first  group. 
Sodium  pentobarbital  was  the  only  hyp- 
notic which  did  not  increase  sleep  move- 
ments. All  the  other  hypnotics  consist- 
ently produced  a more  restless  sleep. 
Sleep  following  the  use  of  hypnotics  in  this 
group  was  not  accompanied  by  a fall  in 
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INFLUENCE  of  HYPNOTICS  on  RESPIRATORY  RATE  m SLEEP 
A PATIENTS  WITH  MODERATE  CARDIAC  DECOMPENSATION 
(7b  NIGHTS) 


AVERAGE  RESPIRATORY  RATE  at  ONSET  of  SLEEP 
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Fig  12 

pulse  rate  which  was  greater  than  that 
following  the  use  of  a placebo.  Reduction 
of  the  respiratory  rate  and  blood  pressure 
was  present,  but  to  a less  marked  degree 
than  in  the  normal  group.  Hypnotics 
in  this  group  increased  the  length  of  sleep 
only  twenty  minutes.  We  observed  that 
patients  with  congestive  heart  failure 
became  very  restless  when  their  blood 
pressure,  pulse  rate,  and  respiratory  rate 
fell  after  the  use  of  hypnotics.  They 
would  move  about,  cough,  turn  without 
wakening,  and  in  that  way  raise  their 
blood  pressure  and  pulse  rate.  This  pro- 
cedure would  be  repeated  several  times 
throughout  the  night,  never  allowing  a 
fall  in  the  blood  pressure,  pulse  rate,  and 
respiratory  rate  comparable  to  that  of 
the  patients  without  congestive  heart 
failure. 

Summary 

By  this  method  of  objective  clinical 
testing,  we  studied  the  hypnotics,  sodium 
pentobarbital,  sodium  amytal,  Neonal, 
N-tolyl-butyl-ethyl-barbital,  and  unsym- 
metric  ethyl-o-ethylphenylurea,  and  com- 
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pared  their  effect  on  sleep  with  that  of 
placebos. 

We  made  the  following  observations: 

The  time  of  onset  of  sleep  was  not 
influenced  by  these  hypnotics. 

The  average  length  of  sleep  was  in- 
creased about  twenty  minutes. 

The  sleep  pattern,  as  measured  by  the 
number  of  gross  movements  made  during 
sleep,  was  not  changed  except  in  patients 
with  congestive  heart  failure.  In  these 
instances  the  hypnotics  increased  the 
number  of  movements  made  during  sleep. 

The  pulse  rate,  respiratory  rate,  and 
blood  pressure  in  subjects  with  normal 
cardiovascular  mechanisms  was  con- 
sistently depressed  by  the  hypnotics, 
while  patients  with  congestive  heart 
failure  showed  very  little  change.* 
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RUMANIA  HAS  1,074  CENTENARIANS 

There  are  1,074  persons  over  100  years  of  age 
in  Rumania,  according  to  figures  published  in  a 
book  by  The  Central  Statistical  Institute,  the 
regular  Bucharest,  Rumania,  correspondent  of 
the  Journal  of  the  American  Medical  Association 
reports. 

According  to  the  book,  the  correspondent  says, 
the  population  of  the  kingdom  this  year  is  19,- 


535,398.  Of  these,  about  60  per  cent,  that  is, 
15,926,178,  live  in  villages,  and  the  number  of  the 
urban  population  is  only  3,609,220. 

Since  the  last  census  in  1930  the  birth  rate  has 
fallen  from  35.2  per  thousand  to  31.5  per  thou- 
sand. The  death  rate,  however,  did  not  follow 
the  rate  of  decrease  of  births.  It  decreased  only 
from  21.2  to  19.8. 


PRESENTING  CERTIFIED  MILK  TO  THE  PROFESSION 


Samuel  Adams  Cohen,  M.D.,  New  York  City 

( Member , Milk  Commission  of  the  Medical  Society  of  the  County  of  New  York ) 


A lthough  the  state  of  health  of  an 
individual  is  dependent  upon  many 
factors,  it  is  plainly  evident  that  the  diet 
or  daily  food  intake  is  the  determining 
factor.  Good  nutrition  is  the  key  to  at- 
taining and  maintaining  good  health. 

The  history  of  the  medical  profession 
reflects  the  pioneer  work  and  missionary 
spirit  of  its  struggles  and  progress  toward 
sounder  and  better  public  health  through 
better  food  products.  An  outstanding 
exemplification  of  progress  is  that  of  the 
inception  and  development  of  certified 
milk.  Since  the  plan  of  certified  milk  was 
introduced  in  1893  by  Dr.  Henry  L. 
Coit  for  “clean,  safe,  pure,  wholesome 
milk,  the  best  which  the  knowledge  of  the 
time  could  produce,”  the  medical  pro- 
fession has  given  freely  of  its  time  and 
energy  to  carry  these  altruistic  and  con- 
structive efforts  into  practical  effect. 
Out  of  these  efforts  came  the  Medical 
Milk  Commission.  Today  about  two- 
thirds  of  the  states  of  the  country  (in- 
cluding every  important  center),  Hawaii, 
and  Canada  have  Medical  Milk  Commis- 
sions, whose  mission  (aided  by  expert 
personnel)  is  to  direct  actively  and  super- 
vise the  production,  milking,  transporta- 
tion, and  distribution  of  certified  milk. 

The  members  of  these  Milk  Commis- 
sions, who  are  appointed  by,  and  func- 
tion for,  local  medical  societies,  serve 
without  pay.  It  is  their  careful  and 
vigilant  surveillance  that  gives  its  com- 
plete assurance  that  certified  milk  is 
superior  to  all  other  milk  in  vitamins, 
mineral  content,  and  other  nutritional 
elements,  as  well  as  in  freshness,  cleanli- 
ness, safety,  uniformity,  flavor,  and  pro- 
tection from  contamination. 

Unlike  many  other  foods,  milk  is 
readily  graded  by  definite  and  practical 
yardsticks.  Included  in  these  criteria  are 
a determination  of  the  total  number  of 
bacteria  and  of  organisms  of  the  Bac- 


terium coli  group,  the  nutritive  value  of 
the  milk  (including  vitamin  content), 
taste,  and  butter  fat  content.  Apart 
from  such  analysis,  routine  procedure 
calls  for  the  checking  of  veterinary  super- 
vision and  feeding  of  the  dairy  herd,  farm 
inspection,  examination  of  environmental 
factors  that  may  contribute  to  the  better- 
ment of  the  milk,  periodical  examination, 
and  medical  supervision  of  all  employees 
handling  milk.  Similarly  the  process  of 
gradation  is  concerned  with  milking, 
handling,  transportation,  and  distribu- 
tion— including  time  limit  for  delivery — 
as  well  as  with  the  sanitary  conditions 
under  which  milk  is  bottled  and  the 
special  methods  and  materials  used  in 
capping,  sealing,  and  avoiding  contamina- 
tion. It  is  the  strictest  application  of 
these  and  other  criteria  that  establishes 
certified  milk  as  superior  to  all  other  grades 
of  milk — an  assertion  that  is  fully  sub- 
stantiated by  an  ever-increasing  and  im- 
posing array  of  published  evidence  in  the 
possession  of  the  secretary  of  every  Medi- 
cal Milk  Commission.  Hence  the  unani- 
mous opinion  of  all  authorities  on  food 
and  nutrition  that  certified  milk  should  be 
recommended  for  those  who  want  the 
best  grade  of  milk. 

So  much  has  been  written  on  the  vir- 
tues and  advantages  of  milk  as  a food  for 
the  infant,  growing  child,  adolescent,  and 
adult  that  it  would  be  redundant  to  discuss 
here  the  many  details  of  this  almost 
perfect  food.  It  will  suffice  to  observe 
that  pure  milk  is  practically  indispen- 
sable in  the  daily  diet  of  the  child  for  its 
optimum  growth  and  development  and 
that  milk  is  a valuable  aid  for  better  nutri- 
tion for  the  adult.  The  general  nutrition 
of  any  community  can  be  fairly  well  esti- 
mated by  its  daily  per  capita  intake  of 
milk.  For  children  particularly,  the 
nearer  the  per  capita  consumption  is  to  a 
quart  of  milk  daily,  the  more  likelihood 
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there  is  that  these  children  will  adequately 
fulfill  their  all-important  requirements  of 
protein  and  essential  mineral  salts.  Thus, 
the  total  intake  of  milk  consumed  by  the 
children  of  any  community  furnishes  a 
fairly  reliable  guide  to  the  nutrition  and 
therefore  the  health  of  the  children  in 
that  community.  In  the  light  of  these 
facts,  the  desirability  for  presentation  to 
the  medical  profession  of  data  about 
certified  milk  is  illuminated. 

Certified  milk  was  originated  by  a phy- 
sician to  raise  the  standards  and  produc- 
tion of  milk.  Since  Dr.  Coit’s  initial 
concept,  certified  milk  has  been  and  is  to- 
day the  one  and  only  food  product  over 
which  the  medical  profession  exercises 
direct  control  and  supervision.  The  high 
idealism  embodied  in  securing  a cleaner, 
safer,  and  more  nutritious  grade  of  milk 
has  been  overwhelmingly  endorsed  and 
ardently  sponsored  by  the  medical  pro- 
fession through  the  agency  of  these 
Medical  Milk  Commissions.  And  always, 
without  hurry  and  without  rest,  the 
Medical  Milk  Commissions,  in  coopera- 
tion with  health  authorities,  Departments 
of  Agriculture,  private  laboratories,  and 
individual  organizations,  and  with  all 
others  interested  in  better  milk  for  the 
consumer,  have  made  notable  progress 
from  the  very  beginning  of  their  existence 
because  these  groups  were  always  domi- 
nated with  the  spirit  to  furnish  the  public 
with  the  highest  quality  milk  obtainable. 
Therefore,  the  label  “Certified”  as  ap- 
plied to  milk  is  in  reality  a far-reaching 
public  health  contribution  of  a Medical 
Milk  Commission. 

Ever  since  1909  the  methods  and  stand- 
ards employed  in  the  production  of  certi- 
fied milk  have  been  revised  from  year  to 
year  at  the  annual  convention  of  the 
American  Association  of  Medical  Milk 
Commissions  in  accordance  with  advanc- 
ing scientific  knowledge. 

One  important  result  of  this  voluntary 
elevation  of  standards  of  the  production 
and  distribution  of  certified  milk  is  that 
it  automatically  raises  the  standards  of 
all  other  grades  of  milk.  The  standards  of 
certified  milk  today  will  be  the  standards 
of  other  grades  of  milk  tomorrow.  In 


substance,  the  acknowledged  leadership 
of  certified  milk  by  all  the  other  grades  of 
milk  is  exemplified  by  their  adoption, 
later,  and  by  their  willingness  to  accept 
the  standard  and  pace  set  by  certified 
milk.  It  seems  evident,  therefore,  that 
the  more  widely  certified  milk  is  recom- 
mended by  the  profession,  the  keener  will 
be  the  desire  and  interest  of  all  progres- 
sive milk  dealers  to  produce  this  highest 
quality  of  milk  in  order  to  meet  the  in- 
creased demand.  Furthermore,  this  grow- 
ing demand  for  the  best  grade  of  milk  by 
the  public  will  directly  or  indirectly  act 
as  a stimulus  for  “better  grades  of  milk” 
to  those  in  the  milk  industry,  who  for  one 
reason  or  another  are  interested  only  in 
conforming  to  the  minimum  standards  of 
their  local  health  authorities. 

While  the  medical  profession  has  time 
and  again  taken  a decided  stand  and  it 
should  now  be  responsible  for  the  elimina- 
tion from  the  market  of  foodstuffs  detri- 
mental to  the  health  and  welfare  of  the 
community,  it  has  been  too  prone,  un- 
fortunately, to  underestimate  its  power 
of  leadership  by  not  wholeheartedly  en- 
dorsing the  highest  qualities  of  various 
foodstuffs.  Hence  the  existence  and 
functioning  of  the  Medical  Milk  Com- 
missions represent  the  leadership  of  the 
medical  profession  in  an  unusually  happy 
role. 

It  has  been  noted  repeatedly  that  the 
more  conversant  physicians  are  with  the 
superiority  of  certified  milk  the  more  in- 
sistent will  they  become  in  having  their 
patients  use  it.  Similarly,  physicians  who 
recognize  the  significance  of  this  highest 
grade  of  milk  will  also  become  increas- 
ingly receptive  to  evaluation  of  the  ad- 
vantages of  other  high  quality  foodstuffs 
for  the  improvement  of  their  patients’ 
nutrition  and  health. 

As  with  other  achievements  of  the  pro- 
fession its  increase  of  public  interest  in  the 
advantages  of  certified  milk  will  enhance 
the  profession’s  direction  and  influence  of 
leadership  in  advocating  other  highest 
quality  foodstuffs.  The  Medical  Milk 
Commissions  automatically  obligate 
themselves  to  maintain  the  leadership  of 
certified  milk  among  all  grades  of  milk. 
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Therefore,  every  idea  or  advancement 
which  carries  with  it  a chance  for  improv- 
ing the  nutrition,  quality,  packaging,  or 
distribution  serves  to  strengthen  this 
leadership. 

In  their  earliest  days,  the  Medical 
Milk  Commissions  were  mainly  concerned 
with  cleanliness  of  certified  milk.  Soon 
steps  were  taken  by  the  Commissions  to 
eliminate  the  danger  of  disease  which 
might  creep  into  the  milk  at  any  stage 
from  the  very  source  of  production  to  its 
final  distribution  to  the  consumer.  The 
Medical  Milk  Commissions  soon  dis- 
covered that  eternal  vigilance,  fortified 
by  the  laboratory,  is  necessary  to  assure 
the  consumer  of  a clean,  wholesome, 
superior  grade  of  milk. 

More  recently  the  nutritive  quality  of 
milk  has  been  further  enhanced,  par- 
ticularly in  content  of  mineral  salts  and 
vitamins.  Moreover,  to  secure  more  uni- 
form quality,  the  herd  producing  certi- 
fied milk  is  now  to  be  bam  fed  the  year 
round  with  a carefully  prescribed  ration, 
thereby  overcoming  the  daily  and  sea- 


sonal variation  of  its  milk  supply.  The 
quality  and  quantity  of  rations  for  the 
dairy  herd  giving  certified  milk  are  under 
meticulous  control  in  order  to  obtain  a 
milk  supply  of  optimum  nutritive  ingre- 
dients. The  preparation  of  certified  milk 
begins,  therefore,  with  the  soil  itself. 

Even  such  matters  as  taste  are  con- 
sidered— since  the  most  pleasing  taste 
of  milk  is  always  an  added  incentive  to  its 
consumption.  Recent  research  has  so 
improved  the  taste  of  certified  milk  that 
today  its  delicate  flavor  is  far  superior 
to  that  of  all  other  milks. 

Again,  experiments  are  now  being  con- 
ducted to  produce  a milk — certified  soft- 
curd  milk — which  might  be  even  more 
readily  digestible  by  infants,  children,  and 
adults.  Other  examples  of  research  in 
progress  today,  such  as  the  formulation 
of  methods  and  standards  of  certifying 
goat’s  milk,  further  testify  that  the  de- 
votion to  the  professional  ideals  and  the 
pioneer  spirit  upon  which  certified  milk 
was  founded  continues  today  undimin- 
ished. 


Annual  Registration  Due  January  1 

Every  practitioner  of  medicine 
and  surgery  in  New  York  is  required 
by  law  to  apply  annually  on  or  be- 
fore January  1 to  the  secretary  of 
the  board  of  medical  examiners  for  a 
certificateof  re-registration,  on  appli- 
cation forms  furnished  by  him,  and 
to  pay  at  that  time  a fee  of  $2. 
The  law  authorizes  the  secretary  of 
the  board  to  permit  secretaries  of 
duly  incorporated  medical  societies 
to  act  as  his  representatives,  to  re- 
ceive and  transmit  to  him  such  ap- 
plications and  fees.  Practitioners 
are  liable  to  severe  penalties  for 
failing  to  register  and  for  continu- 
ing in  practice  thereafter. 

Peter  Irving,  M.D. 

Secretary,  Medical  Society  of  the  State  of 

New  York 


SPAS 


“Have  Spas  an  Essential  Place  in  the  National  Economy  and  How  Responsible 
Is  Organized  Medicine  in  Its  Efforts  to  Promote  and  Control  Their  Activities?’’ 


John  Carroll,  M.D.,  New  York  City 


In  approaching  the  presentation  of  this 
paper  before  the  State  Society  today 
I felt,  as  many  of  you  no  doubt  do,  that  in 
bringing  such  a problem  is  like  carrying 
coals  to  Newcastle.  The  profession  has 
plenty  of  problems,  some  a source  of 
justifiable  resentment — problems  pre- 
sented by  some  of  our  legislative  leaders 
which  are  cloaked  in  a spirit  of  benevo- 
lence that  reeks  with  political  expediency, 
and  which  are  sure  to  result  in  injustice 
and  confusion  among  the  classes  they  pro- 
pose to  serve.  Our  problems  are  piling 
up  proportionately  almost  like  the  na- 
tional debt,  and  like  that,  too,  they  must 
be  grappled  with  and  solved.  Fortu- 
nately there  is  cause  for  hope  that  the 
solution  of  the  spa  problem  is  a step  in 
conservation  rather  than  dissipation  of 
national  wealth. 

I cannot  see  other  than  an  affirmative 
answer  to  the  first  question  raised  by  the 
title  to  this  paper:  “Are  Spas  Essential 
to  the  National  Economy?”  Other  na- 
tions have  long  thought  so  and  have  in- 
creasingly accepted  responsibility  for  the 
development,  protection,  and  guidance  of 
these  enterprises.  They  have  realized 
through  them  a quite  general  use  of  health- 
promoting  natural  resources  on  the  part 
of  their  people  and  a substantial  addition 
annually  to  the  national  wealth,  including 
many  millions  of  dollars  from  America. 
The  European  who  treasures  health  and 
vigor  has  made  the  annual  cure  an  es- 
sential to  his  routine  of  life.  The  medical 
profession  there  has  entered  actively  in 
the  continuation  and  progress  of  these 
curative  enterprises.  One  does  not  ask 
the  same  question  about  the  spas  of 
European  countries.  They  have  been 
and  are  essential,  and  as  such  are  nurtured 


by  an  appreciative  awareness  that  in- 
cludes the  whole  commonwealth.  But 
the  question  of  whether  or  not  spas  are 
essential  to  the  national  economy  is  one 
that  must  be  settled  as  a basis  of  deter- 
mination of  wherein  lies  responsibility  for 
their  development  and  regulation.  They 
have  existed  through  several  generations, 
have  thrived,  and  some  of  them  have 
established  a reputation  for  curative 
results  that  compels  acknowledgment  of  a 
therapeutic  value  in  the  agency.  Lat- 
terly, most  of  them  have  experienced  less 
patronage  and  the  quality  of  service  has 
suffered.  This  development  threatens 
their  very  existence.  The  depression 
years  explain  a part  of  the  difficult  posi- 
tion they  occupy,  but  not  all  can  be  so 
ascribed.  Rather  in  a lack  of  confidence 
and  support  by  the  medical  profession 
rests  the  major  cause  in  the  conditions 
now  existent.  By  way  of  explanation  the 
voice  of  medicine  says  that  few  of  the  re- 
sorts are  worthy  of  their  patronage.  And 
this  comes  from  the  profession  in  whom  in 
this  country  the  leading  cause  of  death  is 
degenerative  heart  disease,  causing  40 
per  cent  of  their  deaths,  while  among  the 
general  population  heart  disease  is  re- 
sponsible for  23.85  per  cent  of  deaths. 
Heart  disease  among  physicians,  including 
cerebral  hemorrhage  and  arteriosclerosis, 
increased  from  a low  of  33.73  per  cent 
in  1933  to  40.52  per  cent  in  1935,  a rate 
five  times  as  great  as  that  of  pneumonia, 
the  second  ranking  cause  of  death. 

The  statement  that  few  of  the  health 
resorts  are  worthy  of  patronage  by  the 
profession  may  well  be  so,  but  the  need 
of  such  service  is  detailed  by  Wallace  in 
his  paper  in  the  J.A.M.A.,  August  8, 
1936,  “The  Modern  Health  Resort.” 


Read  at  the  Annual  Meeting  of  the  Medical  Society  of  the  State  of  New  York, 
Syracuse,  April  26,  1939 
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An  appraisal  of  its  possibilities  is  irrefut- 
able and  it  would  seem  as  if  there  was  a 
proportionately  greater  need  in  our  own 
profession.  Chronic  disease  is  rapidly 
increasing  and  we  are  without  knowledge 
of  means  in  prevention,  reversal  of  the 
change,  or  arrest.  The  people  realize  the 
growing  ravages  of  involutionary  changes, 
and  the  impotence  of  the  profession  when 
confronted  with  results.  They  are  turn- 
ing to  quackery  and  high-pressure  sales- 
manship for  the  solution  at  a staggering 
cost  in  money.  Chain  stores,  beauty 
parlors,  drug  vendors,  proprietary  medi- 
cine manufacturers  are  exploiting  a har- 
vest that  should  legitimately  go  to  support 
the  medical  profession. 

The  outcome  of  the  modern  trend  in 
medical  thought  has  been  that  while 
medicine,  established  upon  a firm  scien- 
tific foundation,  has  advanced  to  an  un- 
believable degree,  the  art  of  medicine  has 
suffered.  As  Peirsal  points  out,  the  gen- 
eral practitioner,  finding  it  difficult  to 
keep  pace  with  the  rapidly  succeeding 
changes  that  have  taken  place  in  medical 
practice,  has  been  gradually  superseded 
either  by  out  and  out  specialists  or  by  a 
group  of  clinicians  who  by  reason  of 
their  ultra-scientific  training  have  come 
to  look  upon  patients  more  as  interesting 
clinical  material  than  as  individuals  seek- 
ing aid  for  illnesses  that  are  quite  as  often 
dependent  upon  maladjustments  in  their 
domestic  and  social  environment  as  upon 
objective  pathologic  changes,  and  which 
require  for  their  correction  a broad- 
minded, sympathetic  point  of  view  on  the 
part  of  a medical  adviser.  The  public 
has  become  conscious  of  this  fact.  The 
intelligent  layman,  fully  alive  to  the  in- 
calculable blessings  that  medical  prog- 
ress has  bestowed  upon  him,  is  equally 
aware  that  as  medicine  has  advanced  it 
has  become  more  impersonal  and  more 
specialized.  Medicine  has  changed,  but 
the  psychology  of  the  patient  has  not. 
For  the  most  part  they  still  manifest  a 
desire  for  personal  service  much  the  same 
as  they  did  in  the  time  of  our  forefathers, 
in  spite  of  the  advances  that  have  taken 
place  in  medicine.  They  want  their 
doctor  to  be  health  adviser.  They  know 


the  secret  of  longevity  propounded  by 
Dr.  Oliver  Wendell  Holmes — to  have  a 
chronic  disease  and  take  care  of  it.  They 
want  to  know  the  ways  and  means;  how 
to  avoid  diabetes,  kidney  diseases,  obes- 
ity, premature  vascular  accidents.  Pre- 
ventive medicine  is  on  the  lips  of  the 
rank  and  file  of  people. 

Singer,  in  his  paper  on  medically  super- 
vised vacation  migrations,  points  out 
that  the  European,  whether  ill  or  not, 
seeks  the  advice  of  his  physician  on  the 
choice  of  site,  and  if  suffering  from  a 
chronic  disease  he  prefers  the  atmosphere 
of  the  health  resort  with  its  medically 
supervised  regimen.  He  contrasts  the 
average  American  whose  conscious  mo- 
tives are  a change  and  a good  time  with 
neglect  of  the  chance  to  improve  his 
health  and  thereby  his  real  sense  of  well- 
being. The  great  group  of  Americans 
who  suffer  irreparably  from  this  neglect 
are  the  chronically  ill  who  are  aptly 
classified  by  Singer  as  the  real  forgotten 
people  of  America.  Here  the  medical 
profession  and  the  country  have  a large 
problem,  a problem  measurable  only  in 
billions  of  dollars  when  judged  from  one 
angle,  and  hundreds  of  thousands  of  dis- 
couraged broken  individuals,  and  it  ranks 
first  in  reasons  for  the  need  of  the  re- 
sources of  the  modern  health  resort.  We 
know  nothing  exact  about  the  prevention 
and  arrest  of  chronic  diseases,  at  least 
about  the  underlying  involutionary 
changes,  and  the  changes  in  the  body 
economy  concerned  with  vigor.  With  the 
control  of  the  great  epidemic  diseases  and 
other  advances  in  preventive  medicine 
the  span  of  life  has  been  steadily  in- 
creased. The  result  is  that  where  once 
the  acute  infections  played  a destructive 
factor,  now  the  degenerative  diseases  in- 
cident to  advancing  years  and  the  wear 
and  tear  of  life  have  become  the  most 
important  causes  of  disabling  illness. 
The  incidence  of  morbidity  is  mounting 
rapidly.  We  have  no  means  in  our  arma- 
mentarium to  prevent  the  growing  rav- 
ages. They  develop  in  the  home  en- 
vironment. Hospitalization  fails  to  re- 
verse and  arrest  the  condition  and  often 
aggravates  it. 
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A goodly  proportion  of  these  people 
who  make  costly  excursions  to  vacation 
land  annually  for  restoration  of  vigor  and 
health  fail  by  a large  margin  to  get  their 
moneys’  worth  and  the  monetary  loss  en- 
tailed is  often  the  least  of  the  price  paid. 
Cost  values  of  chronic  disease  to  the 
country  are  indicated  by  such  studies  as 
Emerson’s  reported  in  the  American 
Heart  Journal , February  1,  1929.  He 
estimated  the  amount  expended  in  the 
United  States  on  the  care  of  chronic 
disease  as  from  $89,525,000  to  $116,273,- 
000  annually.  Dublin’s  estimates  based 
on  1927  records  show  that  the  cost  of 
death  from  heart  disease  in  1928  would 
amount  to  $21,960,000,000  in  wealth  to 
the  commonwealth  during  the  life  span. 
These  figures  are  staggering  and  in  a way 
incomprehensible,  but  they  do  direct  at- 
tention to  a self-liquidating  aspect  of 
local,  state,  and  national  authority  in- 
terest in  spa  resources.  Spas  in  America 
as  in  Europe  are  the  pattern  upon  which 
an  organized  attack  upon  the  problem  of 
prevention,  care,  and  rehabilitation  of 
the  chronically  ill  can  be  effectively  ap- 
proached, and  from  which  should  grow 
the  realization  of  Singer’s  wish  to  the 
medically  supervised  vacation  migration. 
We  need  spas  for  the  chronically  dis- 
abled who  have  the  need  and  urge  to 
salvage  in  length  of  and  efficiency  of 
their  years  of  life,  and  the  profession  of 
medicine  which  has  the  responsibility  and 
care  of  these  chronically  ill  and  to  which 
they  look  trustingly  for  direction,  guid- 
ance, and  care.  There  are  many  pro- 
fessional minds  with  experience  in  the 
field  who  believe  that  valuable  data  in 
aid  of  treatment  of  degenerative  diseases 
will  be  uncovered  by  such  studies  as  are 
possible  in  well-integrated  spa  regimen. 

There  is  no  place  to  compare  with  a 
modern  health  resort  in  its  advantages  in 
establishing  and  regulating  the  diet  of  the 
patient.  The  variety  and  amounts  can 
be  controlled  directly  through  the  service 
channels  with  little,  if  any,  consciousness 
on  the  part  of  the  patient  that  a dietary 
regimen  is  operating.  The  practice  of 
delivery  of  order  slips  to  the  physician’s 
desk  keeps  him  constantly  informed  on 


varying  appetites,  eating  habits,  moods. 
The  individual  waitresses  become,  with 
little  training,  sounding  posts  to  the  diges- 
tive systems  of  their  charges.  The  relief 
to  the  patient  in  the  apparent  freedom 
from  restraint  and  from  the  mental  strain 
of  caloric  arithmetic  is  often  noticeably 
helpful  in  creating  a happier  mood.  The 
regular  habits  of  rest  and  exercise  with  the 
mild  gymnastics  such  as  the  Swedish 
movements  are  often  sufficient  to  realize 
normal  elimination.  In  most  American 
spas  little  if  any  emphasis  is  put  upon 
strong  catharsis  waters  such  as  charac- 
terizes the  Carlsbad  spa. 

Control  of  and  regulation  of  exercise  in 
the  spa  regimen  is  of  great  importance, 
and  of  paramount  importance  to  every 
individual  below  par.  The  variety  and 
amount  of  exercise  in  many  conditions 
such  as  heart  disease,  vascular  states, 
metabolic  diseases,  obesity,  malnutrition, 
anemias  require  as  precise  definition  as 
drugs  and  diet.  At  the  modern  spa  there 
are  trained  technicians  in  passive  exercise 
— the  Zander  apparatus,  the  graduated 
incline,  paths,  and  the  more  strenuous 
forms  of  golf,  tennis,  and  horseback  rid- 
ing. Exercise  within  the  capacity  of  the 
heart  and  body  to  do  easily  is  the  best 
therapeutic  agent  known,  but  the  evalua- 
tion of  the  kind  and  amount  often  re- 
quires an  experienced  physician’s  judg- 
ment. Rest  and  repose  will  allow  a pa- 
tient with  embarrassed  circulation  to 
realize  compensation  at  basal  levels,  but 
restoration  of  compensation  in  activity 
requires  skilled  management  of  exercise. 

Our  plea  then  is  for  a searching  effort 
on  the  part  of  the  medical  profession  for 
ways  and  means  in  nuturing  and  sup- 
porting spas  so  that  they  may  function 
properly  in  an  ethical  and  creditable  way. 
Criteria  in  regulation  and  control  when  it 
comes  should  be  by  agreement  jointly 
arrived  at  by  cooperative  representatives 
of  organized  spa  personnel  with  in- 
terested and  informed  members  of  medical 
societies.  The  first  need  is  for  the 
medical  profession  to  become  spa  minded, 
the  doctor  to  realize  that  the  develop- 
ment of  the  modern  health  resort  is  as 
necessary  to  his  future  as  his  aid  and  sup- 
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port  are  to  the  future  of  the  enterprise. 
He  should  foster  patronage  by  his  pa- 
tients, and  join  efforts  to  increase  interest 
of  the  lay  people.  The  increased  cost  in 
overhead  to  the  spa  management  in 
meeting  the  requirements  of  the  ideal 
pattern  will  make  the  adjustment  an  im- 
possible financial  burden  unless  sustained 
patronage  grows  with  improved  facilities. 
The  doctor  must  recommend  his  pa- 
tients, who  will  be  benefited  by  such  a 
regimen,  to  a suitable  place  and  then  lend 
his  efforts  to  making  the  experience  one  of 
benefit  and  satisfaction  to  the  patient. 
He  must  cooperate  and  advise  with  the 
spa  physician  in  planning  or  adjusting  the 
regimen  so  as  to  gain  maximum  benefit 
and  satisfaction.  The  member  of  the 
profession  that  must  be  reached  and  made 
aware  of  the  implications  of  this  problem 
to  his  responsibility  is  the  general  practi- 
tioner and  this  effected  by  such  means  of 
publicity  as  County  Society  meetings 
and  medical  periodicals.  Spa  physicians 
should  be  invited  and  encouraged  to  con- 
tribute to  medical  meetings  the  report  of 
studies  and  papers  that  set  forth  the  ad- 
vantages of  the  spa  regimen.  We  should 
see  an  end  to  the  timidity  or  inferiority 
state  that  has  seemed  a part  of  the  spa 
physician.  His  timidity  has  been  due  no 
doubt  to  the  fact  that  he  considers  him- 
self proxy  or  for  a few  weeks  the  patient’s 
family  doctor.  But  this  should  not  deter 
him.  A follow-up  would  materially  aid 
a study  in  results  in  therapy. 

A very  appropriate  beginning  has  been 
realized  by  the  action  taken  by  the  Ameri- 
can Congress  of  Physical  Therapy  meet- 
ing at  Cincinnati,  September,  1937.  At 
this  meeting  a committee  was  appointed 
to  assemble  data  regarding  spas  and 
health  resorts  of  the  United  States. 
Their  report  was  published  in  the  January 
Archives  of  Physical  Therapy.  It  is  in 
the  field  of  physical  therapy  in  its  broad 
aspect  of  hydrotherapy,  mechanotherapy, 
electrotherapy,  and  climatology,  that  the 
foundation  of  the  scientific  specialism  of 
the  spa  physician  should  be  grounded. 
With  this  his  training  should  be  broad, 
and  he  should  be  trained  to  appraise  the 
total  personality  and  treat  the  individual, 


not  the  disease,  and  be  able  to  teach 
people  how  to  keep  well.  The  roots  of 
the  tree  of  knowledge  for  spa  physicians 
should  reach  back  to  the  first  days  of  the 
medical  college  course  and  his  develop- 
ment mature  as  naturally  as  the  oto- 
laryngologist, dermatologist,  the  neuro- 
surgeon. In  addition  to  the  above  basic 
knowledge  the  spa  physician  should  have 
clinical  experience  that  fits  him  to  ap- 
praise intelligently  the  type  of  case  for 
which  the  waters  are  empirically  indi- 
cated. If  the  waters  are  carbonated 
brine  waters  and  recommended  in  heart 
and  circulatory  disorders  the  physician 
in  care  should  be  competent  in  that  field. 
If  the  spa  is  of  the  sulfur  variety  and 
advanced  as  cures  for  arthritic  dyscrasias, 
the  physician  should  be  an  authority  in 
this  field.  Affiliation  with  the  national 
societies  concerned  with  the  study  in  the 
class  of  diseases  to  which  the  spa  caters 
by  publicity  channels  should  be  obliga- 
tory, and  a system  of  certification  of 
qualified  physicians  and  systematized 
record  system  should  be  inaugurated  by 
a committee  of  these  societies.  The  socie- 
ties in  mind  are  such  as  the  American 
Congress  of  Physical  Therapy,  American 
Heart  Association,  American  Gastro- 
Enterological,  American  Climatological, 
and  American  Committee  for  the  Control 
of  Rheumatism.  Scientific  medicine  is 
necessary  to  efficiency  in  the  spa  regimen 
— even  more  so  if  possible  than  in  the 
most  highly  specialized  hospital  service, 
and  if  it  is  a natural  part  of  the  spa  physi- 
cian in  his  professional  social  affiliation, 
the  spa  easily  functions  with  credit  and 
material  success. 

Discussion 

Dr.  Walter  S.  McClellan,  Saratoga  Springs, 
New  York — I can  heartily  agree  with  Dr. 
Carroll’s  answers  to  the  double  question  incor- 
porated in  his  title.  Spas  have  an  essential 
place  in  our  national  economy  and  the  medical 
profession  is  responsible  for  their  proper  develop- 
ment and  conduct. 

I wish  to  consider  as  part  of  my  discussion  the 
“Report  on  Spas  and  Health  Resorts,”  made  at 
the  Congress  of  Physical  Therapy,  and  referred 
to  in  the  paper.  The  committee  in  its  report 
(. Arch . Phys.  Ther.  20:  42  (Jan.)  1939)  stated 
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that  a well-organized  spa  or  health  resort  should 
be  characterized  by: 

1.  The  presence  of  natural  resources,  such  as 
mineral  water,  peloids  (mud  or  moors),  or  climate, 
which  have  therapeutic  value. 

2.  Suitable  physical  facilities  for  administer- 
ing the  above-mentioned  natural  therapeutic 
agents. 

3.  Competent  medical  supervision. 

4.  Adequate  medical  records  and  facilities 
for  investigation. 

In  considering  these  points  there  is  no  ques- 
tion regarding  the  adequacy  and  variety  of 
natural  resources  in  this  country.  Mineral 
waters  of  all  types  are  found.  Peloids,  both 
organic  peats  and  inorganic  muds,  for  thera- 
peutic use  are  available.  Thousands  of  miles 
of  seashore  with  both  temperate  and  semitropical 
climates  exist  for  regulated  ocean  bathing. 
Climate  resorts  both  inland  at  high  or  low  alti- 
tudes and  on  the  seashore  may  be  developed. 

Suitable  physical  facilities  for  the  use  of  these 
agents  differ  with  the  type  of  natural  resource. 
Some  require  a large  physical  plant.  The  pro- 
vision of  suitable  living  accommodations  is  made 
in  some  places  by  the  institution,  and  in  others 
the  patients  are  cared  for  in  hotels  or  boarding 
houses  in  the  community. 

Medical  supervision  is  of  two  types.  In  some 
places  the  physician  is  directly  attached  to  the 
institution,  and  in  others  the  physicians  in  pri- 
vate practice  in  the  community  furnish  the 
medical  advice.  The  latter  method  is  practiced 
in  the  larger  spas.  In  any  case,  the  treatments 
should  be  under  the  supervision  of  physicians. 

Adequate  records  are  necessary  to  establish 
sound  clinical  information  regarding  the  results 
obtained  from  the  treatment  with  the  natural 
modality  used.  Investigation,  both  laboratory 
and  clinical,  is  important  to  aid  the  proper 
evaluation  of  the  results. 

The  committee  also  recognized  the  need  for  a 
central  controlling  council  or  committee  which 
would  not  necessarily  dictate  the  exact  layout 
and  operation  but  which  would  advise  the  man- 
agement on  proper  procedures,  assemble  infor- 
mation for  the  medical  profession,  and  promote 
the  study  of  these  valuable  natural  facilities. 

The  American  Medical  Association  through 
its  Board  of  Trustees  has  just  appointed  a com- 
mittee of  five  men  representing  widely  scattered 
sections  of  the  country  to  take  up  this  study  and 
offer  concrete  suggestions  for  better  utilization 
of  these  natural  resources;  including  mineral 
waters,  seaside  treatment,  peloids,  and  climate 
which  are  of  such  great  value  in  the  maintenance 
of  the  health  of  our  people. 


Spas  have  been  criticized  because  the  cost  of 
treatments  has  been  prohibitive  for  the  indi- 
vidual of  moderate  means.  In  the  larger  spas, 
such  as  Hot  Springs,  Arkansas,  and  Saratoga 
Springs,  New  York,  provision  is  made  for  all 
groups  of  people.  In  both  places  many  patients 
receive  treatments  without  charge  after  it  has 
been  established  that  they  need  the  treatments 
and  that  they  are  not  able  to  pay  the  usual  fees. 
Also  there  are  many  smaller  spas  where  the  cost 
of  treatment  is  moderate. 

The  author  has  stressed  the  health  aspects  of 
a spa.  A regular  periodic  sojourn  at  a spa  offers 
the  finest  opportunity  for  an  annual  health 
survey.  This  is  certainly  one  important  factor 
in  the  prevention  of  serious  chronic  disease,  since 
the  discovery  of  any  condition  in  its  early  stages 
offers  better  opportunity  for  its  control. 

The  natural  agents  when  properly  applied 
have  their  place  in  the  treatment  of  many 
chronic  conditions.  They  should  not  be  con- 
sidered as  something  apart  from  other  methods 
of  treatment.  The  physician  may  use  them  in 
conjunction  with  other  types  of  therapy  to  pro- 
vide a balanced  therapeutic  program  for  many 
of  his  patients. 

Dr.  Charles  I.  Singer,  Long  Beach,  New  York 
— A survey  of  spas  and  health  resorts  performed 
by  a committee  of  the  American  Congress  of 
Physical  Therapy  plainly  shows  that  the  Ameri- 
can spas  are  in  the  midst  of  a vicious  circle. 
The  spas,  one  of  our  national  assets,  show  a 
decline  in  the  number  of  patients.  This  is  due 
partly  to  the  depression  but  mainly  to  lack  of 
medical  support  in  recommending  patients  for 
cure.  A financial  deficit  ensues  followed  up  by 
desperate  efforts  of  the  spas  to  get  out  of  red. 
They  do  it  by  emphasizing  the  entertainment 
values  of  the  spa  becoming  centers  of  a good 
time,  of  recreation  instead  of  re-creation. 
Secondly,  they  try  to  do  it  by  approaching  the 
public  above  the  head  of  the  medical  profession 
with  partly  unfounded  or  antiquated  claims.* 

The  way  out  of  this  decline  is  not  an  easy  one. 
At  its  best  it  will  be  a hard  uphill  struggle.  But 
two  words  in  my  mind  clearly  point  toward 
success.  These  two  words  are  research  and 
education.  Research  performed  in  the  spas 
delving  into  the  biologic  and  patho-biologic 
effects  of  spa  therapy  which  is  composed  of  a 
change  of  environment,  climate,  bodily  and 
emotional  relaxation,  and  variegated  methods 
of  physical  therapy.  This  research  will  disclose 


* These  unsupported  claims  and  lack  of  reliable  infor- 
mation carrying  authority  explain  the  meager  interest 
for  the  spas  shown  by  the  general  practitioner. 
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an  array  of  new  scientific  facts,  will  give  au- 
thority to  claims  and  healthy  material  for  educa- 
tional propaganda.  The  American  Medical 
Profession  is  not  at  fault  in  lacking  enthusiasm 
for  spas.  The  spas  have  to  prove  that  they 
deserve  enthusiasm  as  they  do  deserve  it. 
American  spas  are  superior  to  European  health 
resorts  in  physical  equipment  and  in  the  standard 


of  comfort  they  offer.  If  the  American  spa  will 
surmount  the  European  places  in  their  research 
and  educational  program,  and  I hope  it  will,  it 
will  be  due  to  such  stimulating  lectures  as  Dr. 
Carroll’s  and  to  men  with  good  judgment, 
knowledge,  and  educational  ability  like  Dr. 
McClellan,  and  to  the  Committee  on  Spas  of  the 
American  Medical  Association. 


THE  QUALITY  OF  MEDICINE 

That  was  the  subject  chosen  by  Dr.  Nathan 
B.  Van  Etten,  president-elect  of  the  A.M.A.,  for 
his  address  at  the  annual  banquet  of  the  Indiana 
State  Medical  Association  at  Fort  Wayne  on 
October  1 1 . The  problem  of  choosing  the  quality 
of  medical  care  that  America  is  to  have  faces  us 
today,  and  Dr.  Van  Etten  asked:  “What  kind  of 
medicine  do  you  want?  Do  you  want  England’s 
Medicine,  or  Hitler’s  Medicine,  or  Stalin’s  Medi- 
cine, or  New  Zealand’s  Medicine,  or  American 
Medicine? 

“Do  you  want  Socialized  Medicine,  or  State 
Medicine,  or  Democratic  Medicine?  Do  you 
want  impersonal  medical  care  or  do  you  want 
free  choice?  Do  you  want  bureau  medicine  or 
medicine  fostered  and  promoted  by  those  who 
have  been  especially  dedicated  to  the  service  of 
the  sick?  Do  you  want  the  doctor  an  employee 
of  the  State  working  limited  hours  for  a salary? 

“Shall  we  be  dominated  by  dictators  or  by  the 
needs  of  the  people?  The  future  of  medicine  will 
be  determined  by  our  citizens.  If  our  citizens  are 
ignorant,  the  practice  of  medicine  will  suffer;  if 
they  are  informed,  American  Medicine  may  go 
forward.  Medicine  has  survived  the  rise  and  fall 
of  many  civilizations.  I predict  that  its  advances 
can  be  only  temporarily  delayed  and  that  they 
will  attain  greater  heights  long  after  the  actors 
of  the  present  generation  have  left  the  stage. 

“You  must  not  take  a negative  position. 
Through  the  influence  of  systematized  adverse 


propaganda  an  impression  has  been  created  that 
the  medical  profession  and  especially  the  Ameri- 
can Medical  Association  is  against  all  progress, 
against  any  change  in  delivering  medical  care, 
and  is  acting  in  restraint  of  those  who  would  try 
new  plans. 

“People  should  be  told  that  these  aspersions 
are  untrue,  unfairly  presented,  and  they  should 
be  told  what  American  medicine  really  stands 
for. 

“Organized  medicine  stands  for  the  protection 
of  children  from  all  communicable  diseases  by 
scientific  methods  and  for  the  care  and  improve- 
ment of  deformed  or  crippled  children.  For  the 
protection  of  children  from  accident  and  injury — 
for  the  protection  of  children  from  blindness. 
For  the  protection  of  children  from  exhaustion  of 
child  labor.  For  the  care  and  protection  of  chil- 
dren from  tuberculosis.  For  nutritional  improve- 
ment. Organized  medicine  through  private  prac- 
titioners and  through  hospital  practitioners  has 
been  steadily  improving  the  growth  and  health 
of  children  for  many  years. 

“Organized  medicine  stands  for  prevention  of 
communicable  venereal  diseases.  It  stands  for 
public  health — for  sanitation — for  good  educa- 
tion— for  good  food  and  drug  laws — for  good 
housing. 

“It  stands  for  better  education  of  physicians 
to  implement  them  for  the  practice  of  better 
medicine.” 


“MASSACHUSETTS  COMES  CLEAN” 

At  long  last  the  Commonwealth  of  Massachu- 
setts has  taken  measures  for  the  protection  of  its 
citizens  in  medical  affairs  comparable  to  those  of 
other  states,  remarks  the  J.A.M.A.,  editorially. 
For  years  graduates  of  low-grade  medical  schools 
unable  to  obtain  licenses  in  any  other  states  have 
flocked  to  Massachusetts. 

Two  such  schools  not  recognized  in  any  other 
state  have  flourished  almost  under  the  shadow  of 
the  State  House.  In  theory  people  were  pro- 
tected by  the  licensing  examination;  it  is  well 
known,  however,  that  competence  to  practice 
medicine  cannot  be  determined  by  a written 
examination  alone.  A written  examination 
might  as  well  be  expected  to  test  ability  to  paint 
a picture  or  to  shoe  a horse.  The  state  has  pro- 
vided no  machinery  for  a practical  examination, 


which  is  the  only  kind  of  examination  worth 
while  in  ascertaining  fitness  for  medical  practice. 

Now,  however,  by  the  Acts  of  April  30,  1936, 
and  May  2,  1938,  amending  section  two  of  chap- 
ter 112  of  the  General  Laws,  it  has  been  decreed 
that  no  one  may  enter  the  licensing  examination 
who  is  not  a graduate  of  an  “approved”  medical 
school.  There  has  also  been  created  an  “Ap- 
proving Authority,”  which  is  to  determine  on 
request  whether  any  medical  school  fulfills  the 
requirements  formulated  and  published  by  it. 

The  way  is  now  clear  to  enforce  a standard  for 
admission  to  the  practice  of  medicine  at  least  as 
high  as  the  standards  prevailing  generally 
throughout  the  United  States.  After  1941 
Massachusetts  should  cease  to  be  the  dumping 
ground  of  unqualified  practitioners. 


EARLY  RECOGNITION  OF  MENTAL  DISEASES 
AND  THEIR  TREATMENT 

Clarence  O.  Cheney,  M.D.,  White  Plains,  New  York 


{From  the  Department  of  Psychiatry,  Cornell  Medical  College,  and  the  Clinical  Service  of  the  New  York 

Hospital — Westchester  Division) 


It  is  unnecessary  to  emphasize  to  an 
audience  such  as  this  the  medical  and 
sociologic  importance  of  mental  diseases. 
You  will  recall  that  in  the  recent  hospital 
number  of  the  Journal  of  the  American 
Medical  Association,  it  was  shown  that  in 
1938  there  were  more  than  590,000  beds 
in  nervous  and  mental  hospitals  in  this 
country  as  compared  with  425,000  beds 
in  general  hospitals.  During  1938  nearly 
200,000  patients  were  admitted  to  these 
nervous  and  mental  hospitals.  In  New 
York  State  the  66  nervous  and  mental 
hospitals  available  reported  approximately 
100,000  beds,  over  30,000  admissions, 
and  an  average  census  of  nearly  91,000. 
The  cost  of  care  of  these  patients  to  New 
York  State  is  over  $35,000,000  a year. 
It  is  well  known  to  you  that  aside  from 
these  hospital  patients  there  may  be  as 
many  more  persons  in  the  community 
suffering  from  partially  or  completely 
incapacitating  mental  disorders,  these 
disorders  causing  not  only  a loss  to  the 
individual  patients  but  to  society  at  large. 
In  the  time  allotted  to  us  we  wish  to  out- 
line briefly  some  of  the  early  signs  of  the 
various  groups  of  mental  disorders  and  to 
indicate  something  of  their  treatment. 

First  let  us  consider  the  mental  dis- 
orders of  the  aged.  As  medical  science 
has  brought  about  a reduction  in  the 
mortality  in  infancy,  childhood,  and 
middle  life  from  communicable  and  in- 
fectious diseases,  the  span  of  life  has  been 
added  to  so  that  there  is  an  increasingly 
large  number  of  elderly  persons  surviving 
at  any  one  time  in  the  community.  The 
longer  a person  lives  the  greater  the 
chance  for  developing  a mental  disorder. 
Admissions  to  public  hospitals  of  persons 
suffering  from  senile  dementias  are  two 


and  a half  times  the  proportion  of  elderly 
persons  of  similar  age  in  the  general 
population.  I paraphrase  the  Biblical 
statement  to,  “What  shall  it  profit  a man 
if  he  add  ten  years  to  his  life  and  lose  his 
mind?”  This  situation  gives  pause  for 
thought  but  we  as  physicians  do  not  ex- 
pect to  cease  our  efforts  to  prolong  life. 
In  the  present  economic  stress  these 
elderly  persons  have  become  an  increas- 
ing burden,  particularly  in  cities.  Many 
elderly  people  reach  a ripe  old  age  and 
die  peacefully  in  full  possession  of  their 
faculties.  A large  number,  however,  for 
varying  periods  before  their  death,  and 
frequently  before  the  age  of  70,  begin  to 
show  mental  disturbances  of  senility 
with  changes  in  disposition,  an  increas- 
ing forgetfulness,  and  an  inability  to 
concentrate  or  to  grasp  new  conceptions. 
These  may  be  recognized  by  the  physician 
and  the  relatives  of  the  patient  as  normal 
senescence.  However,  not  infrequently 
we  see  apparently  keen-minded  elderly 
persons  develop  ideas  of  suspicion  and 
persecution  directed  often  against  their 
own  relatives  and  especially  their  children. 
They  complain  to  the  neighbors  and  to 
the  police  that  they  are  being  mistreated, 
poisoned,  and  robbed  of  their  money. 
Because  of  their  apparent  keenness  these 
stories  are  believed  by  outsiders  and  re- 
sult in  embarrassment  or  annoyance  to  the 
responsible  relatives.  The  children  of 
such  patients  frequently  become  angered 
at  what  appear  to  be  willful  attempts  to 
bring  about  trouble  and  what  may  form- 
erly have  been  happy  families  become 
families  beset  with  dissension. 

The  physician  has  an  opportunity  here 
to  make  clear  to  the  relatives  of  these  old 
persons  their  irresponsibility  and  the 
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nature  of  their  disorder  and  to  advise 
tolerance,  patience,  and  disregard  of  the 
old  persons’  complaints.  Provision  should 
be  made  for  the  conservation  of  these  old 
persons’  resources,  if  necessary,  by  the 
appointment  of  committees.  It  is  a 
matter  of  experience  that  elderly  people 
are  apt  to  do  better  with  strangers  who 
understand  them  than  they  do  with  their 
children  who  still  remain  youngsters  to 
them  and  from  whom  they  are  not  will- 
ing to  take  advice  or  suggestions.  There- 
fore, often  the  placing  of  such  a senile 
paranoid  person  in  a nursing  home,  or  in 
a home  for  the  aged  where  he  will  be 
associated  with  a group  of  his  own  age, 
leads  to  a subsidence  of  the  paranoid  ideas 
and  comparative  complacency. 

Other  elderly  persons  who  have  pre- 
viously retained  their  mental  faculties 
may  become  acutely  delirious  and  con- 
fused and  agitated  after  a minor  illness 
such  as  bronchitis.  These  old  persons 
have  to  be  carried  through  their  acute 
illness  with  caution.  They  react  badly  to 
sedative  drugs  and  the  administration  of 
such  drugs  may  increase  the  delirium 
rather  than  improve  it.  Further,  in  such 
patients  the  heart  action  may  be  weak 
and  may  require  stimulation  particularly 
if  the  blood  pressure  has  previously  been 
high.  The  high  blood  pressure  in  an  old 
person  may  be  much  more  beneficial  to 
him  than  a low  blood  pressure,  and  at- 
tempts to  reduce  the  blood  pressure  in 
elderly  persons  may  result  in  a prostra- 
tion and  delirium  and  exhaustion.  If 
supportive  treatment  of  the  heart  and 
circulation  and  ample  fluids  and  a nutri- 
tious diet  do  not  reduce  the  delirium  and 
confusion  and  agitation,  a sedative  such 
as  paraldehyde,  which  is  less  toxic  than 
many  others,  may  be  used  to  produce  quiet 
and  sleep. 

If  a middle-aged  man  who  previously 
has  been  active  and  successful  in  busi- 
ness begins  to  complain  of  unusual  fati- 
gability and  lack  of  concentration,  shows 
temporary  forgetfulness,  and  has  periods 
of  confusion,  it  is  worth  while  determining 
what  the  cause  of  this  may  be  and  what 
can  be  done  about  it.  It  may  be  found 
that  he  has  hypertension  with  or  without 


evidence  of  degenerative  arteriosclerosis. 
The  younger  he  is,  or  the  more  marked  his 
hypertension  and  the  more  advanced  the 
retinal  sclerosis,  the  poorer  the  prognosis, 
and  his  family  should  be  warned  that  a 
rapidly  progressive  mental  enfeeblement 
may  be  expected  if  meanwhile  a cerebral 
shock  does  not  carry  him  off.  In  such 
patients  there  may  not  only  be  mental 
deterioration  but  before  this  occurs,  para- 
noid ideas  and  suspicion  and  explosive 
outbursts  of  rage  or  irritability  may  show 
themselves.  The  irritability,  we  think, 
is  evidence  of  exasperation  which  the 
patient  feels  as  a result  of  his  apprecia- 
tion of  his  declining  mental  ability — a re- 
action to  frustration.  Tolerance  and 
patience  are  essential  in  caring  for  these 
patients.  Men  of  sixty  to  sixty-five  who 
have  developed  a degenerative  type  of 
arteriosclerosis  may  show  the  same  clinical 
mental  symptoms.  Here  the  physician 
can  often  do  much  in  laying  out  a plan 
of  living  which  may  prolong  the  lives  of 
these  persons  for  a fair  number  of  years. 
A letting- down  in  work  or  complete  re- 
tirement, ample  rest,  freedom  from  causes 
of  excitement,  a sensible  diet,  and  living 
in  a warm  climate  may  restore  these  arte- 
riosclerotic men  to  a comparative  mental 
clarity  and  a cheerful  old  age.  Here  again 
vigorous  attempts  at  reduction  in  blood 
pressure  may  be  detrimental  to  these 
patients  who  have  oftentimes  reached  a 
certain  stage  of  equilibrium  with  their 
comparatively  high  blood  pressure.  Ex- 
treme dietary  restrictions  also  may  be 
fraught  not  only  with  lack  of  success  but 
with  detriment  to  the  patient.  A com- 
plete upsetting  of  the  bodily  mechanisms 
is  not  the  best  treatment  of  these  pa- 
tients. 

The  above-mentioned  hypothetical  man 
with  certain  clinical  symptoms  may  have 
on  the  other  hand  an  early  or  moderately 
advanced  general  paresis.  A negative 
blood  Wassermann  will  not  rule  this  out. 
Many  syphilitics  are  treated  nowadays  to 
the  point  of  having  a negative  blood 
Wassermann.  This  does  not  mean  that 
the  central  nervous  system  has  not  been 
involved  and  they  may  go  on  and  develop 
characteristic  general  paresis.  The  men- 
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tal  symptoms  described  above,  with 
neurologic  signs  and  positive  spinal  fluid 
findings,  point  to  a diagnosis  of  general 
paresis.  As  you  all  know,  the  treatment  of 
general  paresis  holds  out  more  hope  than 
it  did  before  the  introduction  of  trypars- 
amide  or  fever  therapy.  In  our  experi- 
ence tryparsamide  is  the  best  arsenical 
for  the  treatment  of  general  paresis. 
This  may  be  interchanged  after  a treat- 
ment of  fourteen  or  fifteen  weeks  with  a 
bismuth  preparation.  If  fever  therapy  is 
available  and  the  patient’s  general  physi- 
cal condition  warrants  it,  this  should  be 
tried  either  by  the  method  of  malarial 
inoculation  or  by  the  hot-air  cabinet. 
The  length  of  these  treatments  depends 
entirely  on  the  individual  and  his  reac- 
tion. Fever  therapy  may  well  be  followed 
by  tryparsamide;  the  latter  should  pre- 
cede malarial  treatment  when  the  patient 
is  in  a much  reduced  physical  condition. 

A mental  disorder,  frequently  in  the 
form  of  a delirium,  may  develop  during 
almost  any  infectious  or  febrile  disease. 
It  appears  that  certain  persons,  especially 
high-strung,  unstable  types,  are  more 
prone  to  develop  deliriums  than  the  more 
phlegmatic  types.  These  delirious  reac- 
tions are  apt  to  be  worse  at  night  and 
such  patients  should  always  be  carefully 
watched  whether  in  hospitals  or  in  their 
own  homes  to  prevent  them  from  sudden 
attempts  at  suicide.  One  can  never  be 
sure  that  the  delirious  patient  will  not 
suddenly  and  impulsively  make  such  an 
attempt  without  previous  warning.  Such 
protection  should  be  carried  out  by  con- 
stant nursing  observation  rather  than  by 
restraint;  the  latter  is  apt  to  provoke 
increased  physical  strain  by  resistance 
and  may  enhance  exhaustion.  Sedative 
drugs  also,  we  find,  are  apt  to  increase  the 
delirium  and  confusion.  Not  infrequently 
we  have  to  treat  in  mental  hospitals  drug 
deliriums  that  have  been  brought  about 
by  sedative  medication  during  physical 
illness.  The  forcing  of  fluids  and  the 
maintenance  of  an  adequate  diet  with 
ample  vitamins  is  very  definitely  indi- 
cated in  these  delirious  reactions.  Where 
the  mental  disorder  is  essentially  of  a de- 
lirious nature  with  a febrile  reaction  the 


outlook  for  recovery  depends  upon  the 
physical  condition.  If  the  patient  im- 
proves physically  the  delirious  reaction 
clears  up.  However,  we  see  not  infre- 
quently that  infectious  disorders,  such  as 
influenza,  precipitate  a more  constitu- 
tional disorder  such  as  a manic-depressive 
reaction  or  dementia  praecox  and  here  the 
prognosis  may  be  independent  of  the 
physical  disorder,  these  patients  con- 
tinuing in  just  as  characteristic  manic- 
depressive  or  dementia  praecox  reactions 
as  those  we  see  develop  without  reference 
to  infectious  disorder.  Varying  degrees  of 
a constitutional  tendency  to  dementia 
praecox  combine  with  varying  degrees  of 
febrile  reactions  to  make  a variety  of 
clinical  pictures  that  not  infrequently  are 
puzzling  for  prognosis.  It  is  therefore 
difficult,  if  not  impossible,  to  make  a 
prognosis  of  a delirium  during  a febrile 
disorder  without  knowing  something  of 
the  patient’s  previous  personality  char- 
acteristics and  tendencies.  These  latter 
will  determine  the  eventual  outcome  from 
a febrile  delirium.  If  a patient  has  been 
on  the  verge  of  developing  dementia 
praecox  the  febrile  attack  may  be  just 
enough  to  tip  the  balance  and  more  or 
less  permanently  upset  his  adjustment. 
On  the  other  hand,  if  a person  has  had  a 
constitutional  tendency  to  be  of  a manic 
type  he  is  more  apt  to  develop  a frank 
manic  reaction  in  association  with  a 
febrile  delirium  and  have  the  usual  course 
and  outcome  of  such  a manic  reaction. 
The  same  applies  for  depressive  persons. 
The  clinical  pictures  that  are  not  so  clear 
and  are  more  puzzling  are  seen  in  those 
patients  who  after  a febrile  disorder  con- 
tinue to  show  bizarre,  sometimes  impul- 
sive, erratic  behavior  with  apparently 
fixed  delusions.  The  prognosis,  however, 
depends  much  upon  the  clarity  of  the 
sensorium.  As  long  as  such  post-febrile 
persons  are  not  clear  as  to  their  where- 
abouts or  in  their  thinking  and  are  un- 
able to  concentrate,  delusional  ideas  and 
erratic  behavior  do  not  necessarily  by 
any  means  indicate  a bad  prognosis. 
Some  of  these  patients  clear  up  completely 
after  months  of  confusion.  If,  however, 
patients  are  clear  as  to  their  sensorium 
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and  appear  able  to  concentrate  and  do 
not  have  dips  in  the  levels  of  their  con- 
sciousness, and  at  the  same  time  maintain 
the  delusional  ideas,  possibly  with  hallu- 
cinations, the  prognosis  is  not  so  good,  and 
the  chances  are  that  one  is  dealing  with  a 
dementia  praecox  reaction. 

It  is  unnecessary  for  me  to  indicate  to 
this  audience  that  mental  disorders  are 
not  infrequently  associated  with  preg- 
nancy and  the  puerperium.  We  used  to 
speak  of  puerperal  psychoses  but  our  re- 
cent studies  indicate  that  the  puerperium 
is  not  associated  with  any  specific  char- 
acteristic psychosis  or  mental  disorder, 
but  that  these  stressful  periods  for  women 
may  act  as  precipitating  causes  for  manic- 
depressive  and  dementia  praecox  and 
psychoneurotic  conditions.  Because  of 
the  comparative  infrequency  or  absence 
of  puerperal  sepsis  at  the  present  time, 
one  is  not  apt  to  see  frequently  the  de- 
lirious reaction  of  puerperal  fever.  But 
women  patients  who  develop  manic- 
depressive  or  dementia  praecox  reactions 
before  or  after  childbirth  have  to  be  care- 
fully nursed  and  observed,  especially  to 
see  that  they  do  not  injure  themselves  or 
their  children.  Suicidal  and  infanticidal 
ideas  are  not  infrequently  present.  An- 
ticipation and  recognition  of  these  may 
save  the  lives  of  not  a few  mothers  and 
children.  During  these  abnormal  reac- 
tions resentment  against  the  husband  or 
rejection  of  him  completely  is  not  infre- 
quent, particularly  if  the  mother  did  not 
want  the  baby  or  if  she  did  not  want  her 
husband  to  be  the  father  of  her  baby,  or 
if  she  had  had  doubt  of  her  own  maternal 
ability.  These  rejections  may  be  quite 
temporary  and  the  husband  should  be  re- 
assured that  they  do  not  mean  neces- 
sarily a permanently  unhappy  married 
life.  I think  all  of  us  have  seen  women 
who  in  marked  manic  excitement  have 
cast  the  most  vituperative  epithets  at 
their  husbands  and  who  upon  subsidence 
of  the  attack  appear  again  to  be  affec- 
tionate spouses.  Attacks  such  as  these 
with  complete  loss  of  inhibition  seem  at 
times  to  act  as  safety  valves  for  relief  of 
emotional  tension  and  when  the  pressure  is 
relieved  it  seems  easier  to  make  a 


smoother,  happier  adjustment  to  mar- 
riage. 

Last  Christmas  in  a department  store 
I was  waited  upon  by  a young  woman  who 
seemed  quite  intelligent  but  who  ap- 
peared especially  exuberant  and  “fresh” 
in  her  conversation.  I wondered  where 
the  department  store  had  gotten  her  and 
how  long  she  would  last  with  them.  Two 
months  later  she  was  admitted  to  our 
hospital  in  a frank  manic  attack.  I 
found  that  previously  she  had  been 
through  a period  of  a depression  and  then 
had  swung  into  an  overactive  elated 
state,  at  the  beginning  of  which  she 
seemed  to  make  a good  impression  on 
people  and  had  many  worth-while  ideas 
about  business.  When  the  Christmas 
season  was  over,  however,  she  became 
more  overactive  and  insisted  on  marrying 
a young  man,  and  when  he  suggested 
waiting  for  a reasonable  time  this  young 
woman  who  had  been  brought  up  in  a 
very  respectable  conventional  family  in- 
sisted that  she  wanted  to  live  with  him 
whether  she  was  married  or  not.  The 
family  felt  there  was  something  wrong 
with  her  then  and  were  supported  in  that 
belief  when  she  began  to  hear  the  young 
man’s  voice  from  a distance  and  main- 
tained that  her  nurse  was  an  angel  exert- 
ing a religious  influence  on  her.  Such  is 
not  an  infrequent  history  that  we  obtain 
in  young  women  who  have  conflicts  in 
making  an  adjustment  to  their  college 
activities  and  classmates  or  in  their  love 
life  with  young  men,  and  who  feel  that 
they  are  not  able  to  come  up  to  the  ex- 
pectations and  standards  set  by  their 
families.  Such  young  women  as  well  as 
young  men  may  develop  elated  excite- 
ments with  much  overactivity  and  partic- 
ularly a heightened  sexual  interest  which 
makes  them  appear  vivacious  and  attrac- 
tive but  not  infrequently  leads  to  em- 
barrassment and  catastrophe  if  they  are 
allowed  to  continue  unhindered  in  the 
community.  The  young  woman  I men- 
tioned was  fortunate  in  having  a stable 
sensible  young  man  as  a love  object  who 
had  not  taken  advantage  of  her.  Such  a 
fortunate  situation  does  not  always  exist, 
however,  and  we  see  too  frequently 
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young  women  admitted  to  psychiatric 
hospitals  illegitimately  pregnant  because 
someone  who  should  have  been  respon- 
sible for  them  had  not  sensed  that  they 
were  in  an  abnormal  irresponsible  mental 
state  requiring  protection. 

Again,  we  recall  the  case  of  a young 
man  who  was  looked  upon  as  the  most 
brilliant  senior  student  at  a university 
and  was  considered  an  admirable  leader 
because  of  his  many  activities,  but  when 
he  began  to  tell  the  president  how  to  run 
the  university  and  gave  speeches  to  col- 
lect a crowd  on  the  campus,  it  was  real- 
ized that  something  needed  to  be  done. 
As  he  sensed  that  something  was  in  the 
air  for  him  he  for  a time  escaped  his 
friends  but  eventually  returned  and  came 
voluntarily  to  the  hospital  where  he  went 
through  a characteristic  manic  attack 
with  many  expansive  ideas,  particularly 
with  reference  to  his  own  power.  It  was 
found,  also  characteristically,  that  this 
exuberance  was  a compensation  for  a 
feeling  of  defeat  in  that  he  had  not  been 
able  to  reach  a level  of  athletic  activity 
that  his  brother  previously  had  acquired 
in  the  university.  He  recovered  within  a 
short  time  and  has  since  done  well.  He 
understands  himself  better  now  than  he 
did  before  and  there  is  no  necessity  or 
certainty  of  his  having  another  attack. 

On  the  other  hand,  not  a few  young 
persons  become  depressed  and  hopeless  at 
what  they  sense  as  defeat.  An  attempt 
at  suicide,  not  infrequently  successful, 
may  be  the  first  obvious  symptom  of  such 
a depression,  but  if  one  is  keenly  aware  of 
the  possibilities  of  such  reactions  in 
students  as  well  as  in  older  people  and  if 
one  does  not  disregard  as  trivial,  evidence 
of  a slowing  down  and  discouragement  in 
such  persons  but  rather  gives  them  oppor- 
tunity to  discuss  their  difficulties,  one 
may  be  saving  not  only  lives  but  pro- 
longed distressed  periods  of  depression. 
It  is  still  remarkable  to  us  how  frequently 
repeated  thoughts  and  wishes  for  suicide 
and  even  attempts  at  suicide  seem  to  be 
disregarded  or  minimized  by  families  and 
at  times  by  physicians  so  that  patients 
are  allowed  without  hindrance  to  carry 
out  their  wishes  for  death.  Perhaps  it 


would  not  be  so  unfortunate  if  such  per- 
sons were  always  those  for  whom  little  if 
anything  in  the  future  could  be  expected 
but,  on  the  contrary,  such  depressed 
suicidal  persons  are  frequently  those  who 
may  be  expected  to  contribute  materially 
to  science  and  other  disciplines  if  they 
could  be  given  just  that  temporary  pro- 
tection and  supervision  which  they  need 
while  they  are  in  their  depressed  phases. 
If  we  leave  no  other  thought  with  you 
this  afternoon  I hope  that  we  may  have 
emphasized  sufficiently  the  thought  that 
persons  who  talk  of  suicide  and  particu- 
larly those  who  are  depressed  and  gloomy 
and  discouraged  should  not  be  looked 
upon  as  merely  talking  for  effect  but 
should  be  taken  seriously,  and  protected. 

It  is  not  always,  however,  the  most  de- 
pressed and  retarded  patient  who  is  the 
greatest  suicidal  risk  but  the  patient  who 
is  coming  out  of  a depression  and  is  being 
faced  with  a return  to  his  previous  mode 
of  living  whatever  it  may  have  been. 
Such  a facing  of  facts  is  often  a severe 
threat  to  depressive  persons  and  it  is  at 
such  times  when  they  seem  to  be  re- 
covering that  they  should  be  looked  upon 
particularly  as  grave  suicidal  risks.  It  is 
only  when  the  depression  is  completely 
lifted  and  there  seems  to  be  again  some 
joy  or  happiness  in  living  with  pleasant 
thoughts  for  the  future  that  the  pro- 
tection against  suicide  may  be  discon- 
tinued. 

The  practitioner  of  medicine  sees 
dementia  praecox  reactions  before  the 
psychiatrist  has  them  brought  to  him. 
They  are  evidenced  frequently  in  the 
gradually  increasing  withdrawal  from 
social  and  other  outside  contacts,  often 
with  a distorted  interest  in  mystical  or 
philosophical  literature  which  probably 
is  just  as  incomprehensible  to  the  demen- 
tia praecox  patient  as  it  is  to  many  of  us, 
but  perhaps  gives  him  a sense  of  kinship 
because  these  mystical  productions  are  as 
vague  as  some  of  his  own  thinking  which 
he  realizes  is  different  from  the  thinking 
of  the  other  boys  and  girls  or  young 
persons  around  him.  He  tries  to  com- 
pensate for  this  inability  to  face  reality 
by  being  different  from  others.  He  tries 


34 


CLARENCE  0.  CHENEY 


[N.  Y.  State  J.  M. 


to  build  up  his  own  ego  and  attempts  to 
make  a go  of  life.  When  the  family 
physician  sees  a situation  such  as  this  we 
feel  it  is  time  to  get  at  the  bottom  of  the 
disharmony  and  try  to  guide  these 
youngsters  into  what  we  call  sensible 
thinking  and  activities.  The  unfortunate 
part  of  it  is  that  such  early  dementia 
praecox  patients  are  often  looked  upon  as 
brilliant  students,  as  having  unusually 
brilliant  minds,  and  are  held  up  as  shining 
examples  to  the  more  average  but  more 
healthy  and  balanced  youngsters.  By 
the  time  they  are  recognized  as  psychiat- 
ric problems  they  are  apt  to  be  so  mud- 
dled in  their  thinking  and  so  withdrawn 
and  absorbed  in  weird  fantasies  that  it  is 
difficult  to  get  in  contact  with  them  or  to 
get  them  straightened  up.  It  is  probably 
because  of  this  unfortunate  delay  that  so 
many  apparently  hopeless  cases  of  de- 
mentia praecox  have  previously  been  ad- 
mitted to  state  and  other  hospitals. 

I am  not  entirely  willing  to  say  that 
one  can  absolutely  prevent  the  develop- 
ment of  a dementia  praecox  reaction  be- 
cause it  obviously  is  difficult  to  prove  that 
one  has  prevented  anything  when  it  does 
not  occur.  On  the  other  hand,  the  fact 
that  one  has  apparently  not  been  able  to 
prevent  the  development  of  dementia 
praecox,  as  one  sees  it  at  a late  stage,  does 
not  mean  necessarily  that  it  might  not 
have  been  prevented.  We  see  not  a few 
youngsters  and  adolescents  who  seem  to 
have  the  same  conflicts  and  at  times 
strange  reactions  that  are  found  in  those 
who  later  are  clearly  dementia  praecox 
patients.  But  these  other  youngsters  in 
some  way  or  other,  perhaps  with  help, 
work  out  their  problems  and  their  own 
salvation  and  go  on  and  live  well-balanced 
lives.  We  have  an  idea  that  the  funda- 
mental constitution  or  make-up  of  the 
individual  is  what  determines  whether  or 
not  he  will  develop  dementia  praecox 
under  certain  stresses  or  strains,  but  on 
the  other  hand  we  have  a definite  feeling 
that  there  are  persons  who  are  constitu- 
tionally disposed  to  develop  dementia 
praecox  who  do  not  necessarily  go  on  to 
that  development.  The  development  of 
a frank  dementia  praecox  mental  dis- 


order may,  we  feel,  be  avoided  in  a pre- 
disposed person  by  the  finding  for  him  of 
a suitable  niche  where  he  lives  within  his 
capacities  and  is  not  forced  or  pressed 
beyond  them  by  somebody  else,  or  does 
not  strive  to  get  beyond  his  capacities 
because  of  his  own  inner  dissatisfactions. 
Such  a person  may  be  a dementia  praecox 
personality  but  he  may,  because  of  a 
combination  of  circumstances,  be  able  to 
live  out  a fairly  satisfactory  life  at  what 
might  be  considered  by  some  persons  a 
rather  low  level  of  adjustment.  Demen- 
tia praecox  is  not,  as  we  see  it,  a disease 
entity.  It  is  a type  of  reaction  or  a form 
of  adjustment  attempted  by  such  persons 
who  are  unable  to  meet  life  as  most  of  us 
have  to  and  who  because  of  a constitu- 
tional deficiency  or  inadequacy  do  not 
develop  to  a maturity  of  life.  Or,  if 
they  have  by  some  chance  gotten  almost 
to  maturity  they  slip  back  quickly  and 
easily  to  a less  mature,  often  childlike, 
level  of  activity  where  they  have  little 
responsibility.  If  they  are  unable  to  find 
a place  in  the  world  where  they  can  get 
along  comfortably  with  the  feeling  of 
security,  they  develop  a psychosis  with 
muddled,  panicky,  distorted  thinking. 
Persons  who  develop  dementia  praecox 
later  in  life  are  those  who  have  been  con- 
stitutionally more  adequate  and  have 
reached  a higher  level  of  adjustment,  but 
who  nevertheless  are  unable  to  run  a com- 
plete and  full  course  of  life  in  competition 
with  others. 

I may  be  expected  to  say  something 
about  the  insulin  treatment  of  dementia 
praecox.  My  feeling  is  that  it  is  not  a 
specific  cure  for  dementia  praecox  but  that 
it  shocks  certain  types  of  cases  into  a 
physiologic  or  psychologic  state  where  the 
patients  develop  either  a desire  to  get 
away  from  their  previous  disordered 
thinking  and  behavior  or  acquire  a feel- 
ing of  dependence  and  comfort  with  the 
physician  treating  them  so  that  he  is 
able  to  give  them  the  feeling  of  security 
which  many  of  them  have  been  longing 
for.  This  method  of  treatment  may  bring 
about  beneficial  results  more  quickly 
than  other  methods  of  treatment  by  oc- 
cupation and  socialization  and  psycho- 
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therapy  that  we  have  been  accustomed  to 
use. 

We  have  had  no  personal  experience 
with  the  use  of  metrazol  as  we  have  not 
used  it  and  have  not  advocated  its  use 
because  of  the  violence  of  the  convulsions 
it  produces.  The  undue  stresses  it  places 
on  the  human  organism  have  been  well 
shown  by  the  dislocation  and  fractures  of 
bones  reported  by  its  users,  and  more 
recently  there  has  been  demonstrated  the 
comparative  frequency  with  which  com- 
pression fractures  of  the  vertebrae  are 
found  so  that  in  some  hospitals,  at  least, 
its  use  has  been  discontinued. 

We  do  not  wish  to  attempt  here  an  ex- 
tensive analysis  of  the  comparative  re- 
sults obtained  in  the  treatment  of  de- 
mentia praecox  by  the  use  of  insulin, 
metrazol,  and  other  psychiatric  pro- 
cedures. However,  we  may  call  attention 
briefly  to  some  statistics.  Malzberg3  has 
reported  that  at  the  termination  of  in- 
sulin treatment  of  1,026  state  hospital 
dementia  praecox  patients,  13  per  cent 
were  recovered.  At  the  end  of  a year 
among  this  same  group  nearly  half  of  the 
recovered  patients  had  shown  a relapse, 
but  others  previously  considered  im- 
proved and  even  unimproved  had  reached 
a condition  to  be  called  recovered,  so  that 
the  total  number  recovered  at  the  end  of 
a year  was  practically  the  same,  viz.,  12.9 
per  cent.  The  catatonic  types  showed 
the  highest  recovery  rate,  17.4  per  cent. 

With  1,140  state  hospital  dementia 
praecox  patients  treated  with  metrazol 
the  recovery  rate  reported  by  Pollock4 
was  less  than  1 per  cent.  With  the  same 
number  of  dementia  praecox  patients  in 
the  state  hospitals  treated  with  the  usual 
methods  there  was  a recovery  rate  of  3.5 
per  cent. 

Drewry  and  I studied  the  results  ob- 
tained in  500  dementia  praecox  patients 
admitted  to  the  New  York  Hospital — 
Westchester  Division  and  treated  by  the 
various  intensive  nonspecific  methods 
available  at  that  hospital.  At  the  time 
of  discharge  7 per  cent  were  recovered.5 
By  information  obtained  subsequently 
covering  periods  of  time  elapsed  from 
slightly  less  than  twelve  months  for  some 


cases  to  over  ten  years  for  others,  we 
found  that  we  could  report  12  per  cent 
recovered — approximately  the  same  as 
Malzberg’s  figures  for  insulin-treated 
cases,  and  that  the  recovery  rate  for  the 
catatonic  patients  had  doubled  from  10 
per  cent  at  discharge  to  20  per  cent  at  the 
time  of  follow-up — the  latter  figure  being 
somewhat  greater  than  the  recovery  rate 
for  catatonic  patients  reported  by  Malz- 
berg after  the  elapse  of  a year  following 
treatment  with  insulin. 

We  cite  these  figures  not  as  final  indica- 
tions of  the  results  of  insulin  treatment 
but  to  show  that  dementia  praecox  pa- 
tients recover  without  the  use  of  insulin. 
The  latter,  as  we  have  already  suggested, 
may  shorten  the  course  and  decrease 
the  period  of  hospitalization.  How  long 
the  effects  last,  it  is  difficult  to  say.  We 
see  rapid  relapses  in  some  cases  and 
holding  of  recovery  in  others.  A second 
course  of  insulin  treatment  helps  some 
and  seems  to  have  no  effect  on  others. 
The  treatment  must  be  individualized 
and,  it  is  perhaps  unnecessary  to  say, 
should  be  carried  out  only  in  hospitals 
where  any  emergency  can  be  met  and  by 
physicians  who  have  had  experience  with 
the  method. 

We  cannot  discuss  here  adequately  or 
comprehensively  the  many  psychoneu- 
rotic reactions  and  their  treatment.  We 
may  only  make  a few  remarks  which  we 
hope  may  be  pertinent.  These  persons 
have  often  shown  their  emotional  in- 
stability and  “nervousness,”  frequently 
with  excessive  introspection  of  their  so- 
matic and  psychologic  functions  from 
childhood  or  youth.  Often  they  have 
appeared  to  be  frail  reeds,  easily  tossed 
from  one  side  to  another  by  what  are  to 
them  storms  of  life  but  which  to  others 
more  robust  would  be  gentle  stimulating 
breezes.  They  react  excessively  to  aver- 
age stimuli  through  their  circulatory, 
gastrointestinal,  and  respiratory  systems. 
Many  of  them  have  never  learned  to 
work  toward  sensible  goals  in  life.  With 
feelings  of  inadequacy,  probably  deter- 
mined by  their  inadequate  constitutions, 
they  overcompensate  and  strive  eccentri- 
cally to  reach  aims  that  are  beyond  their 
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capacities  and  become  panicky  and  ob- 
sessed with  doubts  and  fears  at  the  threat 
of  failure.  Psychoanalysis  in  the  Freud- 
ian sense  is  not  the  treatment  for  the 
larger  number  of  these  nervous  persons, 
even  if  it  were  practicable  to  expose 
them  to  it.  What  many  psychoneurotics 
need  is  education  in  living,  with  a pro- 
gram laid  out  for  them  of  occupation  and 
diversion  that  lies  within  their  capacities, 
mental,  physical,  and  financial.  The 
start  is  made  with  a careful,  painstaking 
study  of  the  life  history,  with  all  the 
facts  available  regarding  the  early  im- 
pacts of  family,  friends,  schools,  and  work 
— an  investigation  of  the  ambitions  and 
goals  sought,  their  achievements  and 
frustrations — in  short  a study  of  all  the 
possible  influences  and  their  effects  which 
have  brought  the  individual  as  he  is  to 
us  for  help.  It  is  only  by  so  knowing  an 
individual  that  one  can  reasonably  arrive 
at  conclusions  regarding  the  material  we 
have  to  deal  with  and  what  plan  can  be 
made  for  modifying  that  material  so  as 
to  make  it  a better  coordinated  organism 
for  fairly  successful  living.  Recognition 
and  acceptance  of  a limitation  in  capacity 
is  one  of  the  essentials.  From  there  on  it 
is  often  possible  to  work  out  a plan  of 
activities  that  is  within  the  limits.  Along 
with  this  goes  an  encouragement  of  the 
worth-while  assets,  guided  along  sensible 
lines  and  not  according  to  the  previous 
eccentric  muddling.  Oftentimes  such  a 
treatment  of  the  psychoneurotic  may  be 
begun  best  in  a psychiatric  hospital  where 


the  atmosphere  promotes  a feeling  of 
security  and  where  a program  of  occupa- 
tion and  socialization  may  be  combined 
with  proper  psychotherapy  and  training 
in  living.  Here,  too,  physical  studies  and 
treatments  may  be  carried  out  as  indicated 
for  the  particular  patient. 

We  have  attempted  to  discuss  today 
some  of  the  aspects  of  recognized  mental 
disorders.  May  we  leave  a final  thought, 
however,  that  every  patient  we  see  has 
mental  or  psychologic  components  which 
influence  his  reaction  to  sickness  and  may 
determine  the  outcome  of  the  disease 
from  which  he  suffers.  The  whole  psy- 
chologic setting  in  which  disease  occurs — 
the  patient’s  conception  of  what  he  suffers 
from,  his  concern  about  its  effect  on  his 
family,  his  job,  and  his  future,  whether  he 
is  gaining  much  or  losing  much  by  his 
illness  and  whether  or  not  he  wishes  to  get 
well — all  these  are  of  importance  to  the 
patient  and  to  the  doctor  in  treating  the 
patient.  The  sick  man  may  not  have  a 
recognized  mental  illness  but  he  may  be 
mentally  sick  and  he  needs  all  the  under- 
standing and  help  his  physician  can  give 
him. 
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MEDICAL-DENTAL  CONFERENCE 

The  ninth  annual  medical-dental  convention 
arranged  by  the  joint  committee  of  the  organized 
medical  and  dental  professions  of  the  city  of 
New  York,  was  held  on  December  4 at  the  Hotel 
Pennsylvania.  Presiding  officers  at  the  morning 
and  afternoon  sessions  were:  Joseph  Wrana, 
M.D.,  Pres.  Queens  County  Medical  Society; 
George  E.  Milani,  M.D.,  Pres.  Bronx  County 
Medical  Society;  Clyde  H.  Schuyler,  D.D.S., 
Pres.  First  District  Dental  Society;  Howard 
Fox,  M.D.,  Pres.  Medical  Society  of  the  County 


of  New  York;  Philip  I.  Nash,  M.D.,  Pres. 
Kings  County  Medical  Society;  and  William 
McGill  Burns,  D.D.S.,  Pres.  Second  District 
Dental  Society.  On  the  program  were  papers 
read  and  discussed  by  Max  J.  Futterman, 
D.D.S.,  Albert  F.  R.  Andresen,  M.D.,  Clyde  H. 
Schuyler,  D.D.S.,  C.  Raymond  Wells,  D.D.S., 
Edwin  Boros,  M.D.,  Samuel  Charles  Miller, 
D.D.S.,  George  H.  Dow,  D.D.S.,  Sol  Fineman, 
M.D.,  Walter  A.  Coakley,  M.D.,  Robert  Heinze, 
D.D.S.,  and  Samuel  Blaustein,  D.D.S. 


THE  ROLE  OF  BUROW’S  SOLUTION  IN  DERMATOLOGY 


Frank  C.  Combes,  M.D.,  New  York  City 


Iouis  A.  Duhring,  that  master  of 
^ therapeutics,  once  said  that  the 
successful  treatment  of  skin  diseases  de- 
pends upon  a thorough  knowledge  of  the 
pharmacologic  action  of  the  remedy  em- 
ployed. Several  years  ago  I presented 
before  this  section  a paper  on  “The  Role 
of  Sulfur  in  Dermatology.”1  The  remedy 
I have  chosen  for  today’s  discussion  does 
not  enjoy  so  wide  a field  of  usefulness,  but 
nevertheless  is  an  invaluable  agent  in  the 
relief  of  many  ills  of  the  integument. 
In  the  employment  of  any  remedy  we 
should  be  familiar  with  its  chemothera- 
peutic action,  have  a general  knowledge 
of  its  composition,  and  know  what  results 
to  anticipate. 

Karl  August  von  Burow,2  a Prussian 
surgeon  of  the  nineteenth  century,  origi- 
nally suggested  the  solution  which,  in  a 
much  modified  form,  we  use  at  present. 
The  preparation  was  quite  astringent, 
much  more  than  that  prescribed  in  the 
National  Formulary  of  the  United  States. 
Von  Burow’s  particular  interest  lay  in 
ophthalmologic  and  plastic  surgery.  The 
solution  was  used  as  a compress  in  the 
repair  and  regeneration  of  traumatized 
tissue  and  as  a stimulant  to  epitheliza- 
tion  of  epidermal  transplants.  His  origi- 
nal formula  and  directions  for  its  prepa- 
ration were  as  follows: 


1.  Lead  acetate  (crystalline)  100  grams 

Distilled  water  300  grams 

2.  Alumen  66  grams 

Sodium  sulfate  12  grams 

Distilled  water  500  grams 

The  two  solutions  should  be  mixed  cold 
and  allowed  to  stand  for  two  days  at  a 
temperature  of  10  C.,  then  filter  without 
washing  the  precipitate. 

Since  von  Burow  first  suggested  the 
solution  which  has  since  borne  his  name 
it  has  undergone  many  modifications. 


Even  at  the  present  day  its  composition 
varies.  I have  illustrated  the  more  im- 
portant changes  by  enumerating  the 
formulas  preferred  by  various  writers. 


Billroth:  Alumen  5 grams 

Lead  acetate  25  grams 

Distilled  water  500  cc. 

Von  Zumbusch : Alumen  5 grams 

Lead  acetate 

(basic  sol.)  25  grams 

Distilled  water  500  cc. 


Hager’s  Handbuch  der  Pharmaceutischen  Praxis: 
Potassium  alum  95  grams 

Lead  acetate  151  grams 

Distilled  water  700  cc. 


The  solution  was  not  used  very  exten- 
sively in  this  country  until  well  after  the 
turn  of  the  century.  The  Third  Edition 
of  the  National  Formulary  included  a 
preparation  of  aluminum  subacetate 
which  at  that  time  was  in  use  in  Germany 
and  referred  to  as  “Burow’s  Solution,” 
although  it  differed  materially  from  the 
original  formula. 


Aluminum  sulfate 
Acetic  acid 
Calcium  carbonate 
Distilled  water 


300  grams 
300  grams 
130  grams 
1,000  cc. 


This  actually  produces  a 7.5  to  8 per 
cent  solution  of  basic  aluminum  acetate. 
The  National  Formulary  never  did  refer 
to  this  preparation  as  Burow’s  solution. 
The  first  preparation  referred  to  as 
“Liquor  Burowi”  was  published  in  the 
Fourth  Edition  (1916)  as  follows: 

Lead  acetate  150  grams 

Aluminum  sulfate  85  grams 

Distilled  water  1,000  cc. 

This,  however,  being  an  imperfectly 
balanced  formula,  a change  was  made  in 
the  Sixth  Edition,  increasing  the  amount 
of  aluminum  sulfate  to  87  grams.  I will 


Read  at  the  Annual  Meeting  of  the  Medical  Society  of  the  State  of  New  York, 
Syracuse,  April  26,  1939 

37 


38 


FRANK  C.  COMBES 


[N.  Y.  State  J.  M. 


show  presently  that  even  this  amount  is 
not  quite  sufficient  to  precipitate  all  of 
the  lead  acetate. 

The  solution  is  a clear,  colorless  liquid 
containing  in  each  100  cc.  not  less  than 
4.8  grams  and  not  more  than  5.8  grams  of 
aluminum  acetate  (A1(C2H302)3).  It  has 
a faint  acetous  odor  and  a sweetish  taste. 
Its  specific  gravity  at  25  C.  is  about  1.022 
and  its  pH  varies  from  3.7  to  4.5.  A 
sharp  distinction  exists  between  the 
Burow’s  solution  of  all  European  coun- 
tries and  that  of  the  United  States. 
What  is  referred  to  here  by  that  name 
actually  has  no  existence  in  the  pharmaco- 
poeias of  Europe,  where  the  solution  of 
aluminum  subacetate  is  in  general  use. 
It  corresponds  roughly  to  the  Liquor 
Aluminum  acetate  of  the  Third  Edition 
of  our  National  Formulary , published  in 
1906. 

On  numerous  occasions  it  has  been  ob- 
served that  Burow’s  solution  has  caused 
irritation,  even  when  used  in  dilution  of 
1-10.  This  led  me  to  inquire  whether  or 
not  there  might  be  some  variation  in  its 
preparation  and  composition  which  might 
be  responsible  for  this  unexpected  and 
unfavorable  reaction.  Several  samples 
were  collected  from  various  sources  and 
examined  for  the  presence  of  lead  and 
hydrogen  ion  concentration,  with  the 
following  results : 


Lead  (Pb)  Gm./lOO  cc. 

pH 

A 

0.24 

4.05 

B 

0.013 

4.00 

C 

0.002 

3.95 

D 

Trace 

3.70 

E 

None 

4.45 

The  lead  was  determined  by  precipita- 
tion as  the  sulfate.  Estimations  were 
also  made  by  the  Chromate  Method  and 
the  Dithiazone  Method.  All  three  were 
checked  very  closely,  although  the  Di- 
thiazone Method  gave  slightly  higher 
results.  In  the  pH  determinations  a 
glass  electrode  was  used.  It  will  be  noted 
that  there  was  no  relationship  between 
the  lead  content  and  the  pH  determina- 
tions. Samples  A,  B,  C,  and  D were  all 
prepared  according  to  the  National  For- 


mulary. Sample  E was  prepared  from  a 
commercial  aluminum  acetate  powder,  5 
grams  dissolved  in  100  cc.  of  distilled 
water. 

Notwithstanding  the  fact  that  dis- 
tilled water,  unless  sterile  and  sealed,  will 
from  day  to  day  give  variations  in  pH 
readings,  the  difference  in  the  various 
samples  tested  was  too  great  to  be  ex- 
plained on  this  basis.  Furthermore, 
these  differences  were  not  great  enough 
to  account  for  any  irritation.  Pillsbury 
and  Schaffer3  have  shown  that  the  un- 
broken skin  will  tolerate  solutions  of  pH 
minus  1,  and  the  abraded  skin  will  react 
only  slightly  to  solutions  of  pH  2. 

It  was  considered  possible  that  the  free 
lead  acetate  might  be  the  responsible 
factor,  because  of  its  marked  astringent 
action,  or  some  idiosyncrasy  on  the  part 
of  the  patient.  It  has  been  demonstrated 
by  Hammet4  that  lead  has  an  inhibiting 
action  on  the  local  repair  and  growth  of 
skin  by  stopping  the  mytosis  through 
the  fixation  of  the  lead  by  the  sulfydryl 
radicals  present  in  the  epiderm.  Since 
sulfur  is  necessary  for  the  normal  de- 
velopment of  epidermis,  this  deprivation 
would  interfere  with  the  recuperative 
process  following  inflammation.  Four 
sources  for  this  contamination  were  con- 
sidered : 

1.  According  to  the  U.  S.  Pharma- 
copoeia, lead  acetate  used  in  the  prepara- 
tion of  Liquor  Aluminum  acetate  should 
contain  three  molecules  of  water  of  crys- 
tallization. If  the  salt  has  not  been  kept 
in  tightly  sealed  containers  it  will  dry, 
losing  so  much  of  this  moisture  as  to  up- 
set the  formula,  resulting  in  an  excess  of 
nonprecipitated  lead. 

2.  Commercial  lead  acetate  contains 
traces  of  lead  carbonate  and  sulfate.  Its 
substitution  would  result  in  an  excess  of 
lead  in  the  finished  product. 

3.  For  convenience  in  dispensing, 
especially  in  some  clinics,  the  patient  is 
given  a mixture  of  lead  acetate  and  alu- 
minum sulfate  powder.  He  is  instructed 
to  dissolve  a teaspoonful  in  a pint  of 
water  for  local  application.  The  resulting 
solution  is  almost  always  irritating  as  no 
attempt  is  made  to  remove  the  pre- 
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cipitated  lead  sulfate  from  the  solution. 

4.  According  to  the  current  edition  of 
the  National  Formulary  Burow’s  solution 
is  prepared  as  follows: 

Lead  acetate  150  grams 

Aluminum  sulfate  87  grams 

Water  qs  ad 

1,000  cc. 

Each  salt  is  dissolved  in  500  cc.  of 
water  and  mixed  cold  by  pouring  the  lead 
acetate  solution  in  a thin  stream,  with 
constant  stirring,  into  the  aluminum  sul- 
fate solution.  The  mixture  is  stirred 
occasionally  and  then  the  clear  liquid  is 
siphoned  off.  The  magma  is  then  trans- 
ferred to  a filter,  and  enough  water  added 
through  the  magma  to  make  the  filtered 
mixed  liquids  measure  1,000  cc.  Only 
the  clear  solution  is  dispensed. 

On  the  basis  of  molecular  weights  given 
in  the  equation  below,  calculations  show 
that  when  150  grams  of  lead  acetate  are 
used,  the  amount  of  aluminum  sulfate 
necessary  to  precipitate  all  of  the  lead  as 
lead  sulfate  is  87.84  grams  instead  of  87 
grams  specified.  This  is  an  improvement 
on  the  85  grams  of  the  N.  F.  IV  and  V, 
but  is  still  not  quite  sufficient. 

If  you  use  87  grams  of  aluminum  sul- 
fate, the  amount  of  lead  acetate  neces- 
sary is  only  148.55  grams  instead  of  150 
grams  specified. 

3 Pb(C2H302)2.3  H20  + A12(S04)3. 18  H20 
3(379.31)  666.50 

2 A1(C2H302)3  + 3 PbS04  + 27  H20 

It  seems,  therefore,  that  the  lead  ace- 
tate is  in  excess  and  would  be  present  in 
all  preparations  of  finished  Burow’s  solu- 
tion when  made  according  to  the  Na- 
tional Formulary  specification. 

An  excess  of  lead  acetate,  amounting  to 
1.45  grams  (150.00—148.55)  is  equivalent 
to  0.079  gram  of  lead  per  100  cc.  of  solu- 
tion. This  is  only  slightly  higher  than 
the  average  of  solutions  A,  Bf  C,  and  D. 
I should  like  to  raise  the  question  here  as 
to  whether  the  National  Formulary  pro- 
cedure should  not  be  revised.  It  might 
even  be  preferable  to  add  an  excess  of 
aluminum  sulfate  to  insure  the  precipita- 
tion of  all  the  lead. 


Therapeutics 

The  usefulness  of  Liquor  Burowi  has 
been  but  slowly  appreciated  in  the  United 
States.  Whether  this  has  been  due  to 
ignorance  of  its  many  virtues  or  a result 
of  some  dissatisfaction  with  the  Na- 
tional Formulary  preparation,  I do  not 
know.  Properly  dispensed  and  intelli- 
gently used,  it  has  definite  beneficial 
effects  upon  the  inflamed  integument.  I 
have  enumerated  the  more  important  of 
these  as  follows  : 

1.  Buffer  action. 

2.  Astringent  and  antiphlogistic  ac- 
tions. 

3.  Antiseptic  action. 

Buffer  Action. — Before  considering  the 
chemical  processes  involved  in  the  buffer 
action  of  Liquor  Burowi,  a few  words  re- 
garding the  variations  in  pH  readings  of 
the  cutaneous  tissues  may  aid  in  appre- 
ciating its  action.  Schade,  Marchionini, 
and  others3 * 5  have  shown  that  the  pH 
differs  in  the  various  layers  of  the  skin. 
The  surface  (corneous  layer)  varies  from 
pH  5 to  3.  Pillsbury  and  Schaffer  found 
slightly  higher  values.  The  basal  cell 
layer  is  but  slightly  less  acid.  The  cutis 
vera  and  subcutaneous  tissue  approach 
the  pH  7.35  of  blood  serum.  Simple 
erythematous  dermatitis  without  vesicu- 
lation  increases  the  acidity  of  the  epi- 
dermis. Erosions,  lacerations,  and  exu- 
dative inflammations  reduce  the  acidity 
of  the  skin  surface.  Readings  as  high  as 
7.44  have  been  determined  in  the  eroded 
skin.  The  seepage  of  alkaline  serum  on 
the  surface  is  an  active  factor  in  the 
spread  of  dermatitis  due  to  contact  sub- 
stances both  by  continuity  and  conti- 
guity. Resolution  of  an  exudative  in- 
flammation and  healing  of  excoriations 
and  lacerations  are  accompanied  by  a 
rapid  regeneration  of  the  normal  acid 
reaction  in  the  epidermis.  This  recupera- 
tive process  is  definitely  hastened  by  com- 
presses of  a buffer  solution. 

When  an  acid  or  a base  is  added  to 
pure  water  there  occurs  a rapid  dissocia- 
tion and  a sudden  change  in  the  hydrogen 
ion  concentration  of  the  solution.  A 
buffer  is  a substance  which  will  prevent  or 
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retard  this  sudden  change  in  the  pH 
value.  They  are  solutions  which  have  a 
definite  hydrogen  ion  concentration  and 
which  are  capable  of  maintaining  their 
hydrogen  ion  concentration  in  spite  of  the 
addition  of  appreciable  quantities  of 
acids  or  alkalies.  The  aluminum  acetate 
of  Burow’s  solution  exists  in  a state  of 
continuous  dissociated  ionization,  and  is 
capable  of  correcting  variations  in  pH 
values  of  the  skin. 

This  buffer  action  is  well  illustrated  in 
the  following  determinations: 


Sol.  Aluminum  Acetate  1 : 10  (pH  4.38) 


pH  of 

pH  of 

Mixture 

Addition 

Mixture 

n/10  HC1 

1.08 

3.12 

n/100  HC1 

2.02 

3.95 

n/  Acetic  acid 

2.36 

3.18 

n/10  Na2C03 

11.38 

6.37 

n/100  NaOH 

12.11 

4.55 

n/10  NaOH 

13.07 

6.72 

Because  of  this  sensitive  equilibrium 
existing  between  the  component  mole- 
cules, compresses  of  aluminum  acetate 
solution  not  only  neutralize  the  alkaline 
secretions,  but  as  the  skin  is  capable  of 
absorbing  acids  it  also  replaces  the  acids 
in  the  epidermis,  thereby  maintaining 
the  natural  defensive  mechanism  of  the 
integument  against  pyogenic  infection. 
The  degree  of  acidity  of  resorcin  and  boric 
acid  solutions  depends  upon  their  con- 
centration. The  acidity  of  aluminum 
acetate  in  any  dilution  is  approximately 
the  same  and  is  based  upon  the  buffer 
substances  which  enable  it  to  retain  a 
constant  acid  value.  This  is  of  tre- 
mendous importance  since  in  all  inflam- 
matory dermatoses  the  buffer  action  of 
the  tissue  is  disturbed. 

Antiseptic  Action. — Cushny6  considers 
Burow’s  solution  as  having  very  definite 
antiseptic  power,  “much  more  so  than 
some  of  the  more  generally  used  anti- 
septics, such  as  boric  acid.”  Water- 
house7  says  “for  certain  surgical  purposes 
aluminum  acetate  solution  is  one  of  the 
best  antiseptics,  though  it  is  unknown  to 
most  surgeons  and  practitioners.  ...” 


I have  not  pursued  any  investigation  in 
reference  to  its  bacteriostatic  properties 
in  vitro  since  I do  not  believe  this  would 
necessarily  indicate  its  activity  on  the 
skin,  as  contact  with  cutaneous  exudates 
produces  ionic  and  chemical  changes  in 
the  solution.  It  may  be  said,  however, 
that  it  tends  to  maintain  an  actual  acidity 
unfavorable  to  bacterial  proliferation. 

Astringent  Action. — It  is  very  definitely 
astringent.  For  this  reason  its  use  on  ex- 
tensive denuded  surfaces  is  sometimes 
productive  of  ill  effects.  However,  Jadas- 
sohn8 has  shown  that  paradoxically  a 1 
per  cent  solution  will  precipitate  albumin, 
whereas  a 5 per  cent  solution  will  not. 
This  is  an  interesting  phenomenon  and  is 
true  of  many  substances  which  precipi- 
tate proteins.  On  the  addition  of  an  ex- 
cess, the  protein  is  dissolved.  A mild 
astringent  effect  is  of  value  in  cutaneous 
inflammations  accompanied  by  edema 
and  exudation,  both  by  contracting  the 
blood  capillaries  and  coagulating  the  al- 
bumin in  the  tissue  fluids,  thus  controlling 
exudation.  As  a local  astringent  in 
hyperidrosis,  the  powdered  aluminum 
acetate  20  to  50  per  cent  mixed  with 
kaolin  makes  an  effective  dusting  powder. 

Methods  of  Application 

The  method  of  applying  Burow’s  solu- 
tion is  important,  as  differences  in  its 
effect  occur  in  the  same  way  that  many 
other  remedies  vary  in  their  effect  upon 
the  integument  when  used  in  various  con- 
centrations and  vehicles. 

There  are  three  common  methods  of 
application : 

1.  Wet  compresses. 

2.  Wet  dressings  or  poultices. 

3.  Immersion. 

Wet  compresses  are  indicated  in  acute 
inflammations  of  the  skin  both  of  an  in- 
fective and  noninfective  nature.  Ad- 
vantage is  taken  by  this  method  of  the 
antiseptic,  antiphlogistic,  buffer,  and  re- 
frigerant properties.  A light  gauze  dress- 
ing is  applied,  moistened  with  the  solu- 
tion diluted  with  ten  to  twenty  parts  of 
water.  As  the  dressing  dries,  distilled 
water  may  be  added  to  moisten  it.  This 
is  preferred  to  the  solution  as  the  re- 
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peated  addition  of  aluminum  acetate 
would  result  in  a concentration  on  the 
dressing  which  might  prove  irritating. 
No  attempt  should  be  made  to  cover  the 
dressing  with  any  impervious  material 
such  as  waxed  paper,  oiled  silk,  or  rubber 
tissue  as  it  prevents  free  evaporation  and 
may  result  in  the  retention  of  heat  and 
maceration  of  the  tissues.  The  entire 
dressing  should  be  changed  every  three 
hours  as  the  aluminum  acetate  is  gradu- 
ally destroyed  by  secretions  and  inflam- 
matory exudates.  Greater  relief  is  often 
obtained  by  applying  the  solution  at  a 
temperature  between  20  C.  and  30  C. 

Occasionally  a flocculent,  jelly-like 
precipitate  of  aluminum  hydrate  de- 
velops in  the  solution.  It  may  be  clari- 
fied by  the  addition  of  a little  boric  acid 
or  borax. 

The  use  of  skim  milk  as  a diluent  in- 
stead of  water  seems  to  have  certain  ad- 
vantages. Milk  itself  is  a colloid  and  has 
been  used  for  centuries  as  an  application 
in  the  relief  of  cutaneous  inflammation. 
Its  beneficial  qualities  may  depend  upon 
the  phosphates,  mainly  calcium  phos- 
phate and  the  alkaline  salts  of  potash  and 
soda.  Furthermore,  milk  has  definite 
bacteriostatic  properties.  Inhibins  and 
mutins  have  been  demonstrated  by  Dold, 
Wizemann,  and  Kleiner,9  which  are  ca- 
pable of  inhibiting  the  growth  of  bacteria 
and  yeasts.  Lehmann10  has  suggested 
the  use  of  powdered  milk  with  the  pre- 
pared aluminum  acetate  powder  as  follows : 

Powdered  milk  60  grams 

Powdered  aluminum  acetate  4 grams 

Distilled  water  500  cc. 

Aluminum  acetate  powder  can  be  added 
to  fresh  milk  up  to  2 per  cent  without 
precipitating  the  casein  and  fats.  Such 
solutions  have  a pH  of  6 and  are  colloidal 
in  nature. 

Wet  dressings  or  poultices  are  seldom 
used  in  dermatologic  practice,  but  are 
applicable  to  surgical  conditions,  lym- 
phangitis, cellulitis,  and  abscess.  On 
some  occasions  an  entire  organ  such  as  a 
foot  or  hand  may  be  immersed  for  several 
hours  in  a dilute  solution.  This  is  particu- 
larly useful  in  impetiginous  dermatitis 


and  extensive  painful  ulcerations.  A 5 
per  cent  solution  is  an  effective  application 
for  the  relief  of  hyperidrosis. 

The  prepared  aluminum  acetate  pow- 
der is  identical  with  that  recommended  in 
the  Deutsches  Arznei  Buch  No.  6.  It  has 
the  advantage  of  constancy  of  composi- 
tion, absence  of  lead,  ease  of  preparation, 
stability  and  superiority  in  therapeutic 
effect.  Its  component  parts  are  as  follows : 

Aluminum  sulfate  100  grams 

Ac.  Acetic  dilut.  120  grams 

Potassium  carbonate  46  grams 

Water  qs. 


In  conclusion  I wish  to  thank  Dr. 
Charles  N.  Frey  of  the  Fleischmann 
Laboratories  and  Dr.  Bernard  B.  Brodie 
of  the  Department  of  Pharmacology  of 
New  York  University  College  of  Medicine 
who  have  so  graciously  assisted  in  the 
preparation  of  this  paper. 
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Discussion 

Dr.  Marion  B.  Sulzberger,  New  York  City — 
As  Dr.  Combes  has  shown  in  his  excellent  review, 
our  simplest  medicaments  are  well  worth  study- 
ing— studying  from  the  chemical  and  physical 
point  of  view,  from  the  dispensing  point  of 
view,  and  from  the  viewpoint  of  action  and 
properties.  No  good  dermatologist  should  pre- 
scribe a remedy  which  he  has  not  studied  as 
thoroughly  as  possible,  of  which  he  is  ignorant 
regarding  the  smell,  color,  consistency,  incom- 
patibilities, difficulties  in  dispensing,  effects, 
and  side-effects. 

Some  remedies  are  generally  dispensed  in  so 
varied  a manner  that  this  fact  makes  it  dis- 
advantageous to  employ  them.  For  example, 
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lotio  alba  and  calamine  lotion  “turn  out”  so 
differently  from  druggist  to  druggist  and  time 
to  time  that  I entirely  avoid  prescribing  them 
in  private  practice. 

When  I returned  from  my  Swiss  and  German 
assistanceships,  I soon  found  that  it  was  im- 
possible to  obtain  in  America  the  equivalent  of 
the  European  “Essigsauretonerde.”  I also  dis- 
covered that  our  “Burow’s  solution”  was  often, 
if  not  inferior  in  action  to  the  Essigsauretonerde, 
at  least  much  more  uncertain  and  irregular  in 
its  effects.  I then  looked  into  the  matter  and 
found,  as  Dr.  Combes  has  so  admirably  pointed 
out,  that  each  edition  of  the  National  Formulary, 
and  even  each  druggist  and  clerk  had  his  own 
way  of  making  Burow’s  solution.  We  should 
be  greatly  indebted  to  Dr.  Combes  for  taking 
the  first  step  toward  the  eradication  of  these 
pharmaceutic  evils. 


Dr  Combes  has  spoken  of  irritation  from 
Burow’s  solution.  In  the  cases  of  irritation  I 
have  observed,  the  lead  was  not  the  cause.  My 
cases  were  sensitive  to  the  aluminum  salts,  re- 
acting to  aluminum  chloride,  etc.,  as  well.  Skin 
sensitivity  to  lead  must  be  very  rare  indeed,  and 
while  it  probably  exists,  I do  not  recall  seeing  a 
case  or  the  report  of  a case. 

If,  as  Dr.  Combes  suggests,  one  were  to  add 
excess  of  the  aluminum  sulfate  in  order  to  be 
sure  to  precipitate  all  the  lead,  one  would  run 
the  risk  of  the  ill-effects  of  the  excess  sulfate. 
In  order  to  obviate  some  of  these  difficulties  and 
in  order  to  have  a preparation  which  is  more 
stable,  certain  present  European  Formularies, 
for  example  the  Swiss,  have  now  substituted  a 
solution  of  the  double  salt,  aluminum  acetico- 
tartaricum  for  the  older,  less  stable  solution  of 
aluminum  aceticum. 


SANITY  VS.  HYSTERIA  IN  BIRTH  CONTROL 


Scientific  study  and  reason  should  replace  the 
hysteria  and  exaggeration  which  have  accom- 
panied the  dissemination  and  formulation  of 
knowledge  of  birth  control,  George  W.  Kosmak, 
M.D.,  New  York,  contends  in  the  Journal  of  the 
American  Medical  Association  for  Oct.  21. 

“Full  consideration  of  the  historic,  social, 
economic,  legal  and  medical  aspects,”  he  be- 
lieves, “is  necessary  to  a proper  understanding 
of  this  complex  situation. 

“Undoubtedly  the  medical  profession  has  been 
hesitant  to  take  an  active  part  in  a propaganda 
with  which  many  of  its  members  are  out  of  sym- 
pathy, largely  because  of  the  hysteria  and  exag- 
geration which  have  accompanied  its  dissemina- 
tion. However,  the  profession  cannot  refuse  to 
recognize  the  firm  conviction  on  the  part  of  the 
public  that  procreation  can,  and  perhaps  should, 
be  regulated. 

“As  physicians,  we  should  constitute  an  active 
and  influential  force  by  which  this  effort  can  be 
guided  in  the  proper  direction.  There  is  a sane 
as  well  as  what  may  be  termed  an  insane  ap- 


proach to  a question  which  is  agitating  a great 
many  people.” 

In  defining  the  responsibility  of  the  medical 
profession  in  birth  control  Dr.  Kosmak  states: 

“Doctors  have  been  looked  on  as  obstruction- 
ists to  progress  in  this  matter.  But  we  are  not 
obstructionists,  we  are  merely  doubters.  There 
has  been  much  sentimental  appeal  and  much 
loose  thinking  on  this  subject  and,  notwithstand- 
ing all  that  has  been  said,  we  are  still  far  from  a 
satisfactory  solution  of  the  question  of  whether 
conception  can  be  completely  or  satisfactorily 
controlled  by  artificial  means. 

“In  the  meantime  the  physician  must  play  his 
part  and  assume  his  responsibilities.  Whether 
he  concludes  to  limit  his  participation  to  the 
strictly  medical  indications  for  contraceptive 
advice  or  whether  he  is  ready  to  acknowledge  the 
desirability  of  spacing  children  or  limiting  their 
number  when  this  is  needed,  he  should  inform 
himself  of  the  necessary  procedures  and  then- 
proper  application  and  look  on  this  knowledge 
as  a part  of  his  treatment  armamentarium.” 


SYPHILIS  IN  THE  NEW  BORN 

“Clinical  Digest  of  Syphilis  in  the  New  Born” 
is  the  title  of  the  newest  pamphlet  released  for 
the  medical  profession  by  the  Bureau  of  Social 
Hygiene  of  the  New  York  City  Department  of 
Health.  The  leaflet  is  issued  in  cooperation 


with  the  United  States  Public  Health  Service 
and  the  New  York  State  Health  Department. 
Copies  may  be  obtained  from  the  Bureau  of 
Social  Hygiene,  125  Worth  Street,  New  York 
City. 


SYPHILIS  IN  PREGNANCY 


Girsch  D.  Astrachan,  M.D.,*  New  York  City 

( From  the  Departments  of  Dermatology  and  Sy philology,  and  of  Obstetrics  and  Gynecology,  of  the 

Metropolitan  Hospital) 


There  is  one  form  of  syphilis  which  is 
eminently  preventable,  namely  con- 
genital syphilis.  The  transmission  of 
syphilis  from  mother  to  offspring  can  be 
prevented  by  timely  and  adequate  treat- 
ment given  to  the  mother  during  gesta- 
tion. In  order  to  accomplish  this  effec- 
tively, it  is  necessary  to  know  about  the 
interrelationship  between  syphilis  and 
pregnancy,  the  fate  of  the  fetus,  and  the 
methods  and  results  of  treating  the 
syphilitic  mother. 

This  paper  presents  a review  of  the 
literature  on  the  problem  of  syphilis  in 
pregnancy  and  also  data  concerning  194 
cases  of  pregnant  syphilitic  women. 
Most  of  the  cases  studied  (112)  were  from 
the  Metropolitan  Hospital,  82  from  the 
University  of  Jena  Hospital* 1  (hitherto 
unpublished  data  of  the  author’s  Doctor 
of  Medicine  dissertation),  and  2 cases 
from  the  author’s  private  practice.  There 
were  58  cases  of  early  syphilis,  2 cere- 
brospinal syphilis,  2 congenital  syphilis, 
and  114  of  latent  syphilis. 

The  Reliability  of  the  Serologic  Tests  in 
Pregnancy, — It  is  generally  agreed  that  a 
strongly  positive  Wassermann  reaction 
in  pregnant  women  (prevalence  from  2.5 
per  cent34  to  23  per  cent27),  verified  on 
repetition,  is  diagnostic  of  syphilis,  re- 
gardless of  the  absence  of  any  history  of 
syphilis.  On  the  other  hand,  a weakly 
positive  reaction  in  a patient  without  a 
history  of  syphilis  calls  for  further  in- 
vestigation and  for  several  repetitions  of 

* I want  to  express  my  deep  appreciation  to  Dr.  Fred- 
erick Dearborn,  director  of  department  of  dermatology 
and  syphilology;  Dr.  Henry  Safford,  director  of  depart- 
ment of  gynecology  and  obstetrics;  and  Dr.  Sprague 
Carleton,  director  of  department  of  urology,  of  the 
Metropolitan  Hospital  for  their  permission  to  study  the 
cases  in  their  respective  departments. 

I also  want  to  thank  Miss  Elizabeth  Collins  and  Miss 
Brigidand  Connolly  for  helping  me  look  up  records  in 
the  hospital  and  dispensary,  and  Miss  Blanche  Tovey 
for  her  very  fine  cooperation  in  following  up  cases  in  the 
work  studied. 


the  test  before  syphilis  can  be  established 
or  ruled  out.  Fordyce  and  Rosen15  ex- 
pressed an  opinion  that  a weakly  positive 
reaction  with  a cholesterinized  antigen 
just  before  delivery  may  occur  in  non- 
syphilitic women  during  pregnancy,  and 
is  therefore  not  diagnostic  for  syphilis. 
On  the  other  hand,  McCord25  claims  that 
pregnancy  does  not  cause  any  false  posi- 
tive reactions  but  it  may  cause  false 
negative  reactions. 

Among  pregnant  women  in  the  Metro- 
politan dispensary  on  whom  routine 
Wassermann  tests  were  taken,  there  were 
1 1 cases  in  which  one  or  two  weakly  posi- 
tive serologic  reactions  were  followed  by 
two  to  six  completely  negative  serologic 
reactions,  performed  at  weekly  intervals. 
None  of  these  women  gave  any  history  of 
syphilis,  and  had  not  received  any  anti- 
syphilitic therapy  before  or  during  preg- 
nancy. In  those  cases  in  which  the  re- 
sults of  the  deliveries  could  be  ascer- 
tained, the  babies  were  perfectly  normal 
and  did  not  show  any  signs  of  syphilis 
(negative  cord  Wassermann  reaction). 

The  number  of  patients  with  nonspecific 
weakly  positive  serologic  reactions  was 
5.3  per  cent  of  all  pregnant  women  with 
positive  blood  reactions.  That  figure 
seems  to  be  larger  than  the  average  per- 
centage of  nonspecific  positive  reactions. 
And  because  of  that,  I believe  that  there 
is  a possibility  that  pregnancy  may  be 
the  cause  of  nonspecific  positive  serologic 
reactions.  A weakly  positive  reaction  in 
a pregnant  woman,  verified  and  repeated 
several  times,  is  suggestive  of  syphilitic 
infection  and  calls  for  antisyphilitic 
therapy  during  pregnancy. 

The  Influence  of  Pregnancy  on  the 
Syphilitic  Process. — Kemp23  believes  that 
pregnancy  produces  an  inhibiting  effect 
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upon  the  course  of  the  syphilitic  infection, 
but  at  the  same  time  he  thinks  that 
there  are  other  factors  which  are  respon- 
sible for  the  changed  course  of  the  dis- 
ease in  the  female. 

The  lesions  of  primary  or  secondary 
syphilis  may  be  greatly  modified  or 
entirely  suppressed  in  cases  where  the 
impregnation  of  the  ovum  and  infection 
with  syphilis  approximately  coincide.35'27 

The  beneficial  effect  of  pregnancy  on 
syphilis  lasts  not  only  during  the  early 
stage  of  the  disease,  but  may  even  last 
for  a long  time  thereafter.  Some  authori- 
ties go  as  far  as  to  suggest  that  pregnancy 
may  be  considered  a very  important  fac- 
tor in  the  building  of  the  woman’s  de- 
fense mechanism  in  syphilis.  In  other 
words,  pregnancy  is  considered  as  a 
valuable  therapeutic  measure.34’27 

Because  syphilitic  manifestations  in 
women  are  very  mild  in  character,  many 
women  are  not  aware  of  the  infection. 
In  82  of  the  patients  of  the  Metropolitan 
Hospital  (86.1  per  cent)  the  syphilitic 
infection  was  discovered  only  by  a 
routine  serologic  test.  These  cases  suf- 
fered from  so-called  unsuspected  syphilis.3 

Morbidity  of  the  Mother  During  Preg- 
nancy and  Puerperium. — The  morbidity 
rate  in  syphilitic  pregnant  women  differs 
generally  very  little  from  that  of  normal 
women,  but  occasionally  marked  dis- 
turbances in  the  course  of  pregnancy, 
delivery,  and  puerperium  may  occur. 
The  healing  process  of  the  primary  and 
secondary  lesions  may  be  markedly  pro- 
longed. Because  of  the  fibrosis  of  the 
affected  tissues,  tears  of  the  cervix  or 
perineum  may  occur.  Frequent  perineal 
lacerations  have  been  reported.12’17  Ab- 
normal presentations,  particularly  breech, 
were  encountered  with  greater  frequency 
due  probably  to  the  larger  number  of 
premature  deliveries.31  The  course  of 
pregnancy  and  puerperium  in  our  cases 
was  normal,  with  the  following  excep- 
tions. 

Among  the  patients  of  the  Jena  Group,1 
there  was  a case  of  hydramnion,3-4  two 
cervix  tears,  two  perineal  third-degree 
lacerations,  and  several  minor  and  vulvar 
lacerations.  In  17  cases  a rise  of  tempera- 


ture above  38  C.  was  observed  during 
puerperium.  One  case,  presenting  a 
severe  salvarsan  dermatitis  with  crusting, 
Assuring  ulcerations,  developed  a puer- 
peral infection  and  sepsis,  and  died  after 
eight  days.  Among  the  cases  delivered  in 
Metropolitan  Hospital,  there  were  3 
which  presented  a temperature  of  100  F. 
to  101  F.  for  six  to  twelve  days  during 
puerperium;  1 case  of  hydramnion  and  a 
few  minor  perineal  lacerations  were  ob- 
served. 

The  Fate  of  the  Offspring 

Syphilis  is  a devastating  disease  as  far 
as  the  products  of  gestation  are  concerned. 
About  25,000  fetal  deaths  from  prenatal 
syphilis  occur  in  the  United  States.36 

Cooperative  Clinical  Group  studies  of 
women  with  latent  syphilis  have  shown 
that  in  78.4  per  cent  of  the  cases,  the 
pregnancy  ended  in  a miscarriage  or 
stillbirth,  or  in  the  birth  of  children  who 
died  in  early  infancy,  or  the  birth  of  con- 
genitally syphilitic  children.27  A syphi- 
litic woman,  untreated,  bears  a healthy 
child  only  in  one  case  out  of  six.  The  ulti- 
mate fate  of  children  born  alive  is  also 
influenced  by  the  syphilitic  infection  of 
the  mothers.  These  children  suffer  from 
lowered  resistance  and  malnutrition. 
They  are  more  susceptible  to  colds,  pneu- 
monias, and  other  intercurrent  diseases,9 
and  the  mortality  and  morbidity  rates 
among  them  are  much  higher  than  among 
children  born  of  nonsyphilitic  mothers.9 
Out  of  99  women  (treated  and  untreated) 
delivered  in  the  Metropolitan  Hospital, 
48  (48.4  per  cent)  gave  birth  to  syphilitic 
children;  16  (16.1  per  cent)  were  born 
dead  or  died  soon  after  birth. 

The  Influence  of  Duration  of  the  Syphili- 
tic Infection  on  the  Fate  of  the  Offspring. — 
According  to  the  Cooperative  Group,9 
the  stage  of  the  mother’s  infection  is  of 
paramount  importance  with  respect  to 
the  prognosis  of  the  pregnancy.  The 
effect  of  the  duration  of  syphilis  of  the 
mother  on  the  outcome  of  pregnancy  is 
discussed  also  by  Paley.29  The  older  the 
infection,  the  more  pronounced  is  the 
general  weakening  of  the  “virus”  even 
in  untreated  cases.  The  prognosis  of 
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TABLE  1. — The  Influence  of  the  Stage  and 
Duration  of  the  Mother’s  Infection  on  the 
Fate  of  the  Offspring 

(In  this  table  the  amount  and  type  of  treatment  are  not 
taken  into  consideration) 


Number 

Number 

of 

Cases 

with 

Number 

of 

Cases 

with 

Late 

Number  of 
Stillbirths 
and 

Children 
Who  Died 

of 

Early 

Latent 

Soon  After 

Patients 

Syphilis 

Syphilis 

Birth 

Jena  Hospital 

group 

82 

56 

26 

33  (40.2%) 

Metrop.  Hospi- 

tal  group 

95 

2 

88 

16  (16.8%) 

each  successive  pregnancy  becomes  better 
as  time  goes  on  and  the  syphilitic  infec- 
tion becomes  older. 

Table  1 illustrates  clearly  the  great 
number  (40.2  per  cent)  of  stillbirths  and 
children  who  died  soon  after  birth,  in  the 
group  which  was  composed  mostly  of 
cases  of  early  syphilis.1  The  other  group 
which  was  composed  chiefly  of  cases  of 
late  latent  syphilis  presented  a much 
smaller  percentage  of  loss  of  life  among  the 
offspring  (16.8  per  cent). 

Mechanism  of  the  Infection  of  the  Fetus. 
— Concerning  the  methods  of  transmis- 
sion of  syphilis  to  the  child,  several  opin- 
ions are  entertained,  among  which  are  the 
paternal  and  maternal  theories.  The 
first  one  is  generally  considered  to  be  un- 
tenable. The  maternal  theory  is  the  ac- 
cepted one,  implying  that  the  syphilitic 
infection  is  transmitted  from  the  mother 
to  the  fetus  through  the  placenta. 

Time  of  Transmission  of  the  Syphilitic 
Infection  to  the  Fetus. — The  fetus  is  in  all 
probability  infected  in  the  latter  half  of 
pregnancy,  according  to  Ingraham.19 
Some  investigators  base  their  opinion  on 
the  fact  that  syphilitic  miscarriages  rarely 
occur  before  the  sixteenth  week  of  preg- 
nancy, but  patients  known  to  have  syphi- 
lis show  a much  greater  incidence  of 
late  miscarriages  than  the  nonsyphilitic 
ones.  Among  82  cases  (Jena  Group) 
studied  by  me,1  none  of  the  miscarriages 
occurred  in  the  first  four  months.  About 
75  per  cent  of  the  miscarriages  and  still- 
births occurred  in  the  six-seven-eight- 
months  period.  According  to  these  fig- 
ures, we  may  say  that  syphilis  very  seldom 
causes  early  abortions,  but  it  plays  a very 
important  role  in  the  etiology  of  pre- 


mature terminations  in  late  pregnancy 
This  conception  coincides  fully  with  the 
opinion  of  Doederlein.13 

Treatment  of  Syphilitic  Women 
During  Pregnancy 

The  main  purpose  in  treating  the  syphi- 
litic pregnant  woman  is  (1)  preventing 
transmission  of  the  syphilitic  infection  to 
the  offspring,  and  (2)  the  cure  of  syphilis 
of  the  fetus,  if  the  latter  is  already  in- 
fected. Because  of  the  importance  of 
these  aims,  and  also  because  these  can 
be  attained  only  with  proper  planning 
and  care,  the  treatment  of  syphilitic 
women  during  pregnancy  must  be  well 
planned,  vigorous,  and  continuous.  If 
the  treatment  of  the  mother  is  begun 
early  enough,  infection  of  the  fetus  may 
be  prevented.  On  the  other  hand,  if  the 
treatment  has  been  delayed  and  is  not 
started  until  the  second  half  of  preg- 
nancy, such  treatment  will  have  to  be 
vigorous  enough  to  be  able  to  combat  the 
spirochetemia  in  the  fetus. 

The  Value  of  Antisyphilitic  Therapy  in 
Preventing  the  Transmission  of  the  In- 
fection to  the  Offspring. — Statistics  and 
reports  of  different  authors  prove  that  if 
pregnant  women  are  treated  adequately 
and  if  treatment  is  started  early  enough, 
their  progeny  will  be  normal,  nonsyphilitic 
infants  in  almost  all  cases.  One  hundred 
per  cent  of  the  mothers  treated  before 
pregnancy  and  maintained  under  treat- 
ment without  intermission  during  preg- 
nancy, up  to  the  time  of  delivery,  gave 
birth  to  normal  nonsyphilitic  children.20 
Table  2 illustrates  the  influence  of  anti- 
syphilitic treatment  of  pregnant  women 
on  the  fate  of  the  children  in  our  cases. 
The  largest  percentage  of  syphilitic 
children  were  born  to  women  who  were 
never  treated  (90.7  per  cent).  The 
smallest  percentage  of  syphilitic  children 
were  born  to  women  who  were  treated 
before  and  during  pregnancy  (31.5  per 
cent).  The  treatment  during  pregnancy 
is  of  paramount  importance,  but  even  a 
little  and  inadequate  treatment  before 
pregnancy  helps  definitely  in  diminishing 
the  percentage  of  congenitally  syphilitic 
children.9-26  The  value  of  the  therapy 
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TABLE  2. — The  Value  of  Antisyphilitic  Therapy 
(Especially  During  Pregnancy)  in  Preventing  the 
Transmission  of  the  Infection  to  the  Offspring 


Patients  who  received  no  treat- 

Number 

Number  of 
Congenitally 
Syphilitic 
Children 

ment  at  all 

Patients  who  received  treatment 

11 

10  (90.9%) 

before  pregnancy  only 
Patients  who  received  treatment 

5 

4 (80%) 

during  pregnancy  only 
Patients  who  received  treatment 

32 

13  (40.6%) 

before  and  during  pregnancy 

19 

6 (31.5%) 

depends  largely  on  the  number  of  injec- 
tions of  arsenicals  given.  McKelvey  and 
Turner  report  that  when  as  much  as  4 
Gm.  of  arsphenamine  (twelve  to  fourteen 
injections)  have  been  given,  no  syphilitic 
offspring  have  been  observed.  Other 
investigators  maintain  that  good  results 
may  be  achieved  with  at  least  ten, 
preferably  fifteen,  injections  of  arseni- 
cals.9’24’36 

The  importance  of  arseno therapy  is  illus- 
trated in  Table  3.  Patients  who  received 
less  than  five  injections  of  an  arsenical 
during  pregnancy  gave  birth  to  syphilitic 
children  in  84.6  per  cent.  Patients  who 
received  ten  or  more  injections  of  an 
arsenical  gave  birth  to  syphilitic  children 
in  only  20  per  cent. 

Choice  of  Arsenicals  and  Discussion  on 
Mapharsen 

Some  investigators  prefer  old  arsphena- 
mine for  the  treatment  of  pregnant  syphi- 
litic women;  others  believe  that  good  re- 
sults may  also  be  obtained  with  neoars- 
phenamine.  Moore  compared  the  results 
obtained  with  arsphenamine  with  the 
neoarsphenamine  data  of  Roberts  and 
came  to  the  conclusion  that  either  product 
given  in  proper  dosage  will  probably  pro- 
duce equally  good  results. 

In  a recent  article,  Ingraham  cites  42 
cases  of  fatal  arsenical  reactions  (35  cases 
collected  from  the  literature)  and  stresses 
the  advisability  of  cautious  administra- 
tion of  arsenical  therapy. 

Because  of  the  relatively  lower  toxicity 
of  mapharsen,  and  its  established  reputa- 
tion as  a good  antisyphilitic  remedy,  I 
used  it  in  24  cases  of  pregnancy  and  com- 
pared its  therapeutic  value  with  that  of 
neoarsphenamine. 

Although  the  number  of  patients  treated 


TABLE  3.  The  Importance  of  Arsenotherapy 
During  Pregnancy  in  Preventing  the  Trans- 
mission of  the  Syphilitic  Infection  to  the 
Offspring 


Number  of 
Congenitally 
Syphilitic 
Number  Children 

Patients  who  received  less  than 

5 injections  13  n (84.6%) 

Patients  who  received  less  than 

10  injections  25  17  (68%) 

Patients  who  received  10  or  more 

injections  10  2 (20%) 


and  the  total  number  of  injections 
given  is  too  small  to  formulate  definite 
conclusions,  the  data  obtained  may  be  of 
interest  and  worth  mentioning.  Among 
24  patients  who  were  treated  with  ma- 
pharsen there  were  only  6 who  developed 
some  kind  of  a reaction.  With  the  excep- 
tion of  a case  of  pruritus  (two  to  three 
days’  duration)  and  one  of  slight  vaginal 
bleeding,  which  stopped  after  one  hour 
and  was  not  followed  by  any  further  com- 
plications (the  use  of  mapharsen  was  dis- 
continued in  this  case),  all  reactions  were 
very  mild  in  character.  Two  patients 
complained  of  nausea  and  vomiting 
following  the  injections  of  mapharsen,  2 
others  complained  of  mild  nose  bleeding 
which  lasted  one-half  to  one  hour.  The 
reactions  in  5 cases  occurred  only  once 
and  did  not  recur  after  the  dosage  of 
mapharsen  was  diminished.  Because  of 
the  very  small  number  and  mild  character 
of  the  reactions  observed,  my  findings 
differ  from  those  of  other  investigators; 
Cole  and  Palmer8  reported  that  in  5 of 
11  pregnant  women  treated  by  them, 
mapharsen  was  poorly  tolerated;  Cas- 
tallo,  et  al.f  state  that  mapharsen  causes 
distressing  gastrointestinal  symptoms, 
with  a relative  or  actual  loss  in  weight. 
They7  also  believe  that  the  protective 
influence  of  mapharsen  in  permitting  the 
gestation  to  continue  appears  to  be  defi- 
nitely inferior  to  neoarsphenamine.  The 
therapeutic  value  of  mapharsen  in  com- 
parison with  neoarsphenamine,  in  pre- 
venting transmission  of  the  syphilitic 
infection  to  the  offspring  in  our  cases,  is 
illustrated  in  Table  4. 

The  percentage  of  syphilitic  children 
bom  of  women  who  received  less  than 
five  and  less  than  ten  mapharsen  injec- 
tions is  larger  than  the  percentage  of 
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TABLE  4. — The  Comparative  Value  of  Neoarsphenamine  and  Mapharsen  During  Pregnancy  in  Preventing 
the  Transmission  of  the  Syphilitic  Infection  to  the  Offspring 


Patients 

Number  of 

Patients 

Number  of 

Treated 

Congenitally 

Treated 

Congenitally 

with 

Syphilitic 

with 

Syphilitic 

N eoarsphenamine 

Children 

Mapharsen 

Children 

Total  number  of  patients  treated 

35 

22 

14  (63.6%) 

13 

5 (38.4%) 

Patients  who  received  less  than  5 injections 

13 

9 

7 (77.7%) 

4 

4 (100%) 

Patients  who  received  less  than  10  injections 

25 

18 

12  (66.6%) 

7 

5 (71%) 

Patients  who  received  10  or  more  injections 

10 

4 

2 (50%) 

6 

0 

syphilitic  children  bom  of  women  who 
received  the  same  respective  number  of 
neoarsphenamine  injections.  On  the 
other  hand,  the  percentage  of  congenitally 
syphilitic  babies  of  all  women  treated  with 
mapharsen  (38.4  per  cent)  is  much  smaller 
than  the  percentage  of  congenitally 
syphilitic  babies  of  all  women  treated 
with  neoarsphenamine  (63.6  per  cent). 

Women  who  received  ten  and  more  in- 
jections of  mapharsen  gave  birth  to  per- 
fectly normal  nonsyphilitic  children,  while 
the  ones  who  received  the  same  number  of 
neoarsphenamine  injections  gave  birth 
to  two  syphilitic  children  (out  of  four). 
These  data,  in  regard  to  preventing  the 
transmission  of  the  syphilitic  infection  to 
the  offspring,  show  that  mapharsen  is  at 
least  as  good  and  potent  a drug  as  neo- 
arsphenamine. In  cases  of  anemic,  under- 
nourished, and  weak  women,  mapharsen, 
because  of  its  lower  toxicity,  is  preferable 
to  neoarsphenamine. 

The  Use  of  Heavy  Metals. — The  results 
of  treatment  of  pregnant  syphilitic 
women,  as  far  as  the  fate  of  the  offspring 
is  concerned,  are  much  better  when  heavy 
metal  is  given  in  addition  to  the  arseni- 
cal s9>  2 4 than  when  the  same  amount  of 
arsenical  is  given  alone.26 

Because  the  woman  is  burdened  with  a 
double  load  as  far  as  her  excretory  organs 
(liver  and  kidneys)  are  concerned,  she 
should  not  be  subjected  to  the  full  strain 
of  very  intensive  treatment,  and  there- 
fore it  is  advisable  not  to  use  the  con- 
current method  of  administration  of 
arsenicals  and  heavy  metal.  These 
drugs  are  to  be  given  in  alternate  courses. 
If  the  treatment  is  started  as  late  as  the 
seventh  month,  however,  these  two  drugs 
should  be  given  concurrently,  once  a week 
each,  until  delivery. 

Which  Pregnant  Women  Should  Re- 
ceive Antisyphilitic  Therapy. — Any  preg- 


nant woman  with  a positive  serology, 
verified  on  repetition,  or  with  a history  of 
syphilitic  infection  in  the  past,  should  be 
treated  during  pregnancy.  It  makes  no 
difference  whether  the  infection  is  of  long 
or  short  duration,  whether  the  woman 
was  treated  previously  or  not  at  all. 
Even  if  the  woman  in  question  has  re- 
ceived the  proper  treatment  and  was 
pronounced  cured  years  ago,  she  should 
nevertheless  be  given  antisyphilitic  ther- 
apy during  pregnancy.  Treatment  dur- 
ing a preceding  pregnancy  is  an  insuffi- 
cient protection  for  the  present  preg- 
nancy, even  if  the  syphilitic  woman  has 
a negative  serologic  reaction.9  The  syphi- 
litic mother  should  be  treated  through- 
out each  pregnancy  to  insure  adequate 
protection  of  the  offspring.  Where  the 
question  of  Wassermann-negative  and 
physically  normal  wives  of  syphilitic 
husbands  is  concerned,  there  is  no  need 
to  treat  them  during  pregnancy,  unless 
there  is  some  evidence  of  syphilitic  infec- 
tion in  the  woman’s  history.  We  do 
contend,  however,  that  these  cases  should 
be  observed  very  carefully  and  serologic 
examination  performed  several  times 
during  pregnancy. 

The  Time  to  Begin  Treatment  of  Preg- 
nant Women. — The  best  results  are  ob- 
tained when  the  treatment  is  begun  before 
pregnancy  and  continued  without  inter- 
mission up  to  the  time  of  delivery  (see 
Table  2).  If  the  diagnosis  of  syphilis  is 
established  only  after  the  woman  has 
conceived,  the  best  possible  results  are 
achieved  when  antisyphilitic  therapy  is 
begun  in  the  first  half  of  pregnancy  and 
continued  until  term.  Most  investiga- 
tors agree  that  if  proper  and  adequate 
treatment  is  started  before  the  fifth 
month,  the  birth  of  a normal,  nonsyphi- 
litic child  is  assured  in  91  to  95  per 
cent  of  the  cases.9*36’20*26  Unfortunately, 
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the  treatment  of  pregnant  women  is 
often  unnecessarily  delayed.  Several 
weeks  often  elapse  from  the  time  of  the 
finding  of  a positive  blood  test  in  the 
prenatal  clinic  and  the  patient’s  appear- 
ance in  the  syphilis  clinic.  Every  preg- 
nant syphilitic  woman,  however,  should 
be  treated,  no  matter  how  late  in  preg- 
nancy the  treatment  begins.  Even  a few 
treatments  during  the  last  weeks,  con- 
stituting a late  inadequate  therapy,  may 
materially  alter  the  outcome  of  preg- 
nancy9-26 (see  Table  2);  that  the  earlier 
in  pregnancy  the  treatment  is  begun,  the 
lesser  is  the  number  of  syphilitic  offspring5 
is  also  illustrated  in  Table  5.  In  our 
series,  the  percentage  of  congenitally 
syphilitic  children  born  to  women  who 
began  treatment  before  the  fifth  month 
was  about  one-half  that  of  women  who 
began  treatment  after  the  fifth  month. 

The  Routine  Treatment. — Table  6 illus- 
trates the  routine  treatment  of  pregnant 
syphilitic  women  that  is  used  in  the 
syphilis  clinic  of  the  Metropolitan  Hos- 
pital (service  of  Dr.  Frederick  Dear- 
born). It  consists  of  alternate  courses  of 
bismuth  and  an  arsenical  (neoarsphen- 
amine  or  mapharsen).  It  is  endeavored 
to  give  at  least  ten  bismuth  injections 
and  about  fifteen  injections  of  arsenicals. 
In  order  to  avoid  Herxheimer’s  reaction, 
or  violent  gastrointestinal  disturbances, 
which  may  interfere  with  the  normal 
process  of  pregnancy,  the  heavy  metal  and 
arsenicals  are  started  with  smaller  doses. 
The  treatment  is  planned  so  that  it 
should  end  with  at  least  a few  arsenicals 
just  before  delivery.  If  treatment  is 
started  in  the  seventh  month,  the  con- 
current method  of  administration  of 
bismuth  and  arsenical  is  used. 

Various  Diagnostic  Measures  for  the 
Detection  of  the  Syphilitic  Infection 
of  the  Offspring 

(a).  Ingraham21  performed  darkfield 
examinations  on  fresh  preparations  of 
scrappings  from  the  wall  of  the  umbilical 
vein  of  infants  born  of  syphilitic  mothers 
and  found  that  method  a very  useful  one 
for  the  immediate  recognition  of  the 
syphilitic  infection  of  the  infant.  This 


TABLE  5. — The  Importance  of  Treating  the  Mother 
Early  in  Pregnancy  in  Order  to  Prevent  Trans- 
mission of  the  Infection  to  the  Offspring 


Number  of 
Congenitally 
Syphilitic 
Number  Children 

Pregnant  women  who  began  treat- 
ment before  the  5th  month  9 3 (33.3%) 

Pregnant  women  who  began  treat- 
ment after  the  5th  month  26  16  (61.5%) 


method  is  also  recommended  by  Moore.28 

(b) .  A syphilitic  placenta  (thick 
stroma,  small  blood  vessels,  packed  with 
round  cells  and  a marked  endarteritis) 
suggests  syphilis  of  the  infant,  but  not  as 
a final  diagnosis,  because  cases  have 
been  reported  with  a normal  placenta 
and  with  ultimate  syphilitic  disease  in 
the  infant.26  A positive  serologic  reac- 
tion of  the  cord  together  with  syphilitic 
changes  in  the  placenta  proved  in  100  per 
cent  the  diagnosis  of  syphilis  in  the  in- 
fant.26 

(c) .  Fraser16  believes  that  enlarge- 
ment of  the  liver  and  spleen , fibrotic 
chronic  inflammatory  changes  in  these 
organs  and  also  in  the  lungs  and  pancreas 
together  with  chondroepiphysitis  of  the 
long  bones  are  the  most  important  patho- 
logic changes  in  congenital  syphilis. 

(d) .  Roentgenogram  of  the  Long  Bones 
as  a Diagnostic  Sign. — The  characteristic 
epiphysitis  presents  thickening  and  ir- 
regularity of  the  epiphyseal  line,  which 
may  be  replaced  later  by  a zone  of  fatty 
degeneration  and  necrosis  between  the 
epiphysis.16,34  According  to  most  in- 
vestigators, the  presence  of  syphilitic 
epiphysitis,  proved  by  roentgen  examina- 
tion, is  almost  pathognomonic  for  the 
existence  of  prenatal  syphilis,  and  treat- 
ment should  be  instituted  at  once. 

(e) .  The  Cord  Wassermann  Test. — 
Most  investigators  believe  that  the  cord 
Wassermann  test  is  of  great  value24,26 
because  it  points  to  the  possibility  of 
syphilitic  infection  of  the  infant.  Mc- 
Kelvey  and  Turner26  investigated  the 
ultimate  fate  of  infants  with  a positive 
Wassermann  reaction  of  the  cord  and 
showed  that  81  per  cent  of  these  were 
proved  to  be  definitely  syphilitic,  while 
18  per  cent  were  later  found  to  be  free  of 
syphilis.  Because  of  the  definite  dis- 
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crepancy  (18  per  cent)  between  the  cord 
Wassermann  reports  and  the  ultimate 
status  of  the  infants,  and  because  gener- 
ally a single  Wassermann  test  cannot  be 
accepted  as  a proof  of  infantile  syphilis, 
most  investigators26-27  agree  that  a posi- 
tive cord  Wassermann  test  is  only  sugges- 
tive of  syphilis  and  that  further  serologic 
study  of  the  infant  is  indicated  in  order 
to  establish  the  diagnosis  of  syphilis. 
On  the  other  hand,  a negative  cord 
Wassermann  test  does  not  exclude  prena- 
tal syphilis.26  It  should  be  supported  by 
further  serologic  studies.  The  ultimate 
fate  of  10  of  our  cases,  on  which  a cord 
Wassermann  test  was  taken,  was  followed 
up.  Serologic  tests  of  the  blood  with  or 
without  roentgen  examination  of  the  long 
bones  were  taken  within  one  to  five 
months  after  the  delivery.  The  children 
with  a positive  cord  Wassermann  test 
were  proved  to  be  definitely  syphilitic 
while  the  ones  with  a negative  serology 
of  the  cord  were  found  to  be  free  of 
syphilis.  In  other  words,  in  our  very 
limited  number  of  cases,  the  ultimate  fate 
of  the  children,  without  exception,  corre- 
sponded fully  with  the  results  of  the  cord 
Wassermann  test. 

(f ) . The  Blood  Serology  of  the  Newborn. 
— The  serology  in  the  first  few  weeks  in 
early  congenital  syphilis  cannot  be  relied 
upon  for  the  diagnosis  of  syphilis.14-15 
Some  infants  may  be  bom  with  a negative 
serology,  which  becomes  positive  after 
two  or  three  weeks15;  others  may  show  at 
birth  a weakly  positive  serologic  reaction 
which  becomes  negative  after  one  to  two 
weeks  (toxemia  from  the  mother).11 
After  the  first  three  or  four  weeks  almost 
100  per  cent  of  syphilitic  infants  give  a 
positive  reaction  of  the  blood ; because  of 
this  the  most  favorable  time  for  the 
serologic  examination  of  the  infant’s 
blood  is  three  or  four  weeks  after  birth. 
It  should  be  repeated  after  several 
months.15 

Pediatric  Follow-up. — Some  investi- 
gators30 believe  that  if  by  the  age  of  four 
months  the  infant  has  not  developed 
clinical  or  serologic  evidence  of  syphilis, 
infection  has  probably  not  taken  place 
and  the  patientrnay  be  regarded  as  non- 


TABLE  6. — Scheme  for  Treatment  of  Pregnant 
Syphilitic  Women 

(It  is  assumed  that  the  infection  was  discovered  in  the 
beginning  of  the  third  month) 


Week 

Method  of 

Arsenical 

Bismuth 

Ad  ministration 

1-  2 

Bism.  salicyl. 

0.1-0. 2 

Once  a week 

3-10 

Neoarsph. 

0.3-0.45  or 

maph.  30- 
40  mg. 

Once  a week 

11-18 

Bism.  salicyl. 

0. 1-0.2 

Once  a week 

19-27 

Neoarsph. 

0.3-0.45  or 

maph.  30- 
40  mg. 

Once  a week 

syphilitic.  However,  I feel  that  further 
observation  of  the  infant  is  necessary,  and 
I agree  with  Turner,26  McKelvey,26 
Moore,27  and  Cole9  that  it  is  safer  to 
examine  the  child  clinically  and  sero- 
logically every  six  months  until  it  has 
reached  the  age  of  two  years.  Among  the 
cases  in  the  Metropolitan  Hospital  I ob- 
served 1 which  proved  to  me  the  neces- 
sity of  following  up  observation  of  the 
infant  for  more  than  four  months.  One 
of  the  patients  gave  birth  to  a baby  whose 
cord  Wassermann  test  was  four  plus. 
The  blood  of  the  infant  was  examined 
serologically  two  months  later  and  was 
found  to  be  negative.  The  test  was  re- 
peated at  the  age  of  four  and  three- 
fourths  months  and  was  found  to  be 
strongly  positive. 

Children  of  Syphilitic  Mothers  Should 
Not  be  Treated  Before  a Definite  Diagnosis 
of  Congenital  Syphilis  Is  Established. — 
Some  investigators38,39  believe  that  every 
child  of  a syphilitic  mother,  especially  if 
the  syphilis  is  in  an  early  stage,39  should 
be  treated,  even  if  it  does  not  present  any 
clinical  or  serologic  evidence  of  the  dis- 
ease. I do  not  agree  with  this  standpoint 
and  believe  that  it  is  unfair  to  put  the 
stamp  of  syphilis  on  an  infant  and  have  it 
undergo  the  long,  strenuous,  and  some- 
times dangerous  treatment  without  defi- 
nite proof  of  the  presence  of  the  disease. 
The  fact  that  the  mother  is  suffering  from 
syphilis,  in  any  stage,  does  not  neces- 
sarily signify  that  her  offspring  is  also 
infected.  Quite  the  contrary,  we  know  of 
syphilitic  families  in  which  some  of  the 
children  were  infected  by  the  mother 
while  others  escaped.  It  is  also  known 
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that  one  of  twins  may  be  bom  with  syphi- 
lis, while  the  other  is  born  normal  and 
remains  well  throughout  life.37  Because 
of  this,  I believe  that  it  is  much  wiser  to 
postpone  treatment  for  weeks  or  even 
months,  until  a definite  diagnosis  is  estab- 
lished, one  way  or  the  other. 

The  modem  methods  of  investigation, 
including  cord  serologic  test,  histologic 
examination  of  the  placenta,  darkfield 
examination  of  the  wall  of  the  umbilical 
vein,  roentgenograms  of  the  long  bones, 
clinical  and  serologic  follow-up,  will  in 
the  overwhelming  majority  of  cases 
prove  definitely,  or  disprove  entirely,  the 
diagnosis  of  syphilis. 

Conclusions 

1.  Many  women  suffer  from  unsus- 
pected syphilis. 

02.  Routine  serologic  test  should  be 
obligatory  in  every  case  of  pregnancy. 

3.  The  morbidity  of  the  mother  during 
pregnancy  may  be  somewhat  increased 
due  to  the  syphilitic  infection. 

4.  An  untreated  syphilitic  woman  will 
have  a miscarriage,  or  a stillbirth,  or  give 
birth  to  a congenital  syphilitic  child  in 
the  largest  majority  of  cases. 

5.  The  prognosis  of  each  pregnancy 
improves  as  time  goes  on  and  the  infec- 
tion of  the  mother  becomes  older. 

6.  Congenital  syphilis  may  be  com- 
pletely prevented  by  adequate  and  early 
antisyphilitic  treatment  of  the  pregnant 
woman. 

7.  Every  pregnant  syphilitic  woman 
should  be  treated,  no  matter  how  old  her 
infection  is,  and  no  matter  how  much 
treatment  she  received  prior  to  her  preg- 
nancy. 

8.  The  best  results  are  achieved  when 
the  antisyphilitic  treatment  is  begun  be- 
fore the  fifth  month  and  about  fifteen  in- 
jections of  arsenicals  are  given  during 
pregnancy. 

9.  Neoarsphenamine  or  mapharsen 
can  be  used  with  equal  benefits  in  the 
treatment  of  syphilitic  pregnant  women. 

10.  In  cases  of  anemic,  weak,  or  under- 
nourished women,  mapharsen  is  prefer- 
able to  neoarsphenamine  because  it  is  less 
toxic. 


11.  The  cord  serologic  test  is  reliable 
in  most  cases,  but  it  should  be  confirmed 
by  a serologic  test  of  the  blood  taken  three 
or  four  weeks  after  birth,  and  roentgeno- 
grams of  the  long  bones. 

12.  Children  of  syphilitic  mothers 
should  not  be  treated  before  the  diagnosis 
of  congenital  syphilis  is  definitely  estab- 
lished. 
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Discussion 

Dr.  John  R.  Schermerhorn,  Schenectady, 
New  York — We  believe  that  the  first  step  in  the 
treatment  of  any  case  of  syphilis  is  that  the 
patient  should  have  a very  thorough  physical 
examination.  Without  this,  we  cannot  choose 
the  proper  drug  nor  the  dose  to  use.  We  also 
should  have  the  duration  of  the  disease.  After 
these  facts  are  established,  we  should  select  the 
drug  to  fit  the  disease.  In  pregnancy,  the  major- 
ity of  patients  fall  in  the  young  healthy  indi- 
vidual group,  that  is,  from  20  to  30  years  of  age; 
and  these  may  stand  a very  vigorous  treatment. 
It  is  a conceded  fact  that  the  drug  of  choice 
for  the  treatment  of  a young  healthy  individual 
is  salvarsan,  and  in  our  experience  over  the  last 
two  years  this  fact  has  been  borne  out.  We 
believe  that  salvarsan  should  also  be  used  in  the 
treatment  of  the  healthy  vigorous  young  preg- 
nant women.  Formerly  when  we  used  the  old 
gravity  method  of  administering  salvarsan, 
several  reactions  were  noted.  In  the  last  two 
years  we  have  been  using  a 30-cc.  syringe,  dis- 
solving the  salvarsan  in  35  cc.  of  water  with  a 
neutralizing  agent  coming  in  a separate  bottle 
for  each  dose,  and  giving  the  injection  slowly 
through  a 23-gage  needle.  With  this  method,  we 
have  had  one  slight  nitzitoid  reaction.  Two 
patients  who  had  marked  secondary  lesions  were 
given  a full  dose  (0.45)  of  salvarsan  and  these 
injections  were  followed  by  an  elevation  of 
temperature  to  104  F.  and  severe  chills.  These 
reactions  were  the  only  ones  that  we  have  had 
in  the  last  two  years  through  the  administering 
of  salvarsan.  We  now  get  better  results  from 
salvarsan  because  the  dangers  of  a poorly  mixed 
solution  are  eliminated  by  having  the  neutraliz- 
ing agent  scientifically  prepared  in  individual 
ampoules  for  each  dose.  By  this  method,  a 
physician  may  use  salvarsan  with  the  same  ease 
that  he  would  use  neosalvarsan  or  mapharsen 
with  not  much  more  trouble  in  preparing  it  and 
with  a little  more  expenditure  of  time  in  ad- 
ministering it. 

If  the  patient  does  not  tolerate  salvarsan, 
we  then  use  neosalvarsan  or  mapharsen,  and  we 
agree  with  the  findings  of  Cole,  Palmer,  and  Cos- 
tello, and  many  others,  that  mapharsen  is  not 
tolerated  as  well  as  neoarsphenamine. 

We  agree  with  your  conclusions  that  the  earlier 
treatment  is  begun,  the  greater  the  chances 
of  healthy  normal  offsprings.  In  regard  to  your 
statement  that  several  weeks  elapse  from  the 
finding  of  a positive  blood  test  in  the  prenatal 
clinic  and  the  patient’s  appearance  in  the  syphili- 
tic clinic — this  is  not  a fact  in  the  county  of 
Schenectady.  All  positive  Wassermanns  in  the 
county  are  reported  to  us  coincidently  with  the 


reports  sent  to  the  physicians,  and  our  nurses 
will  always  follow  up  these  cases  either  for  the 
private  physician  or  clinic  within  a few  days. 
The  pregnant  women  are  given  special  attention 
and  not  allowed  to  relapse  even  one  week.  This 
service  is  extended  to  both  the  private  physicians 
and  also  to  our  own  cases  in  the  clinic.  I do 
not  believe  that  without  adequate  follow-up 
facilities  the  clinic  patient  can  successfully  be 
treated.  It  is  also  a great  aid  to  the  private 
physician  to  be  able  to  take  advantage  of  the 
follow-up  service,  and  to  know  that  his  patients 
will  be  returned  to  him  without  delay. 

To  keep  these  patients  under  treatment  is  a 
distinct  advantage  to  all.  By  reporting  these 
patients  by  number  instead  of  by  name,  secrecy 
is  maintained  both  as  to  the  mother  and  the 
child.  This  method  of  reporting  is  advantageous 
in  that  the  physician  can  use  this  as  a lever 
in  compelling  the  patient  to  receive  continuous 
treatment  without  having  her  name  reported  for 
delinquency. 

In  the  State  of  New  York,  two  laws  have 
been  passed  during  the  last  year,  one  making  it 
mandatory  that  all  pregnant  women  have  a 
Wassermann  test  done  and  the  other  compelling 
all  people  contemplating  marriage  to  be  ex- 
amined for  syphilis.  The  passing  of  these  laws 
will  make  a great  difference  in  the  future  treat- 
ment of  pregnant  women  because  the  majority  of 
cases  that  we  will  then  have  will  be  of  compara- 
tively recent  infection  and  will  need  a very 
vigorous  course  of  treatment. 

Dr.  Girsch  D.  Astrachan,  New  York  City — 
(in  answer  to  Dr.  Schermerhorn) — The  reason 
for  the  large  number  of  stillbirths  and  children 
who  died  soon  after  birth  in  the  Jena  group  of 
patients,  in  comparison  with  the  lesser  number 
of  deaths  among  the  offspring  of  the  Metropoli- 
tan group,  lies  in  the  fact  that  the  first  group  was 
composed  mainly  of  early  syphilitic  cases,  while 
the  second  group  presented  mostly  cases  of  late 
latent  syphilis.  I did  not  mention  the  neces- 
sity of  a complete  physical  examination  of  every 
pregnant  woman,  because  this  necessity  is  self- 
evident.  I admit,  however,  that  a reminder  of 
this  need  is  useful  in  some  cases.  I do  not  see 
any  need  for  the  use  of  old  arsphenamine  in 
cases  of  pregnancy.  The  main  purpose  of  treat- 
ing the  pregnant  women  is  not  to  cure  the 
syphilis  of  the  mother,  but  to  prevent  the  trans- 
mission of  the  infection  from  the  mother  to  her 
offspring.  This  purpose  can  be  achieved  by  the 
use  of  less  toxic  drugs  than  old  arsphenamine, 
namely,  neoarsphenamine  or  mapharsen.  A 
pregnant  woman,  because  of  the  double  load  on 
her  excretory  organs,  should  not  be  subjected 
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to  the  full  strain  of  vigorous  antisyphilitic  treat- 
ment. The  latter  may  aggravate  an  existing 
(in  some  cases)  toxemia.  The  very  limited  num- 
ber of  cases  treated  with  mapharsen  is  not  suf- 
ficient to  allow  me  to  formulate  any  definite  con- 


clusions. However,  I believe  that  mapharsen. 
in  regard  to  preventing  transmission  of  the 
syphilitic  infection  from  the  mother  to  the  off- 
spring, is  as  good  an  antisyphilitic  drug  as  neo- 
arsphenamine. 


LABORATORY  AIDS  IN  THE  DIAGNOSIS  OF  HEMOLYTIC 
STREPTOCOCCAL  INFECTIONS 


Hemolytic  streptococci  are  the  etiologic  in- 
ch ants  of  many  different  infectious  processes — 
scarlet  fever,  erysipelas,  pneumonia,  sinusitis, 
osteomyelitis,  septic  sore  throat,  sporadic  throat 
infections.  Laboratory  examinations  may  aid 
the  physician  by  demonstrating  the  presence  of 
these  microorganisms.  The  majority  of  hemo- 
lytic streptococci  from  human  infections  belong 
to  serologic  group  A.  Although  these  strains 
can  be  classified  into  subgroups  according  to 
other  biologic  characters,  an  etiologic  relation- 
ship between  the  subgroups  and  the  various 
symptom  complexes  has  not  been  established. 
Thus,  differential  diagnosis  must  depend  upon 
clinical  manifestations. 

Bacteriologic  studies  of  cultures  from  the  nose 
and  throat  are  of  limited  practical  value  in  the 
detection  of  carriers  or  as  a basis  for  release 
from  quarantine.  Hemolytic  streptococci  are 
found  in  specimens  from  a large  percentage  of 
convalescents  and  also  from  a small  percentage 
of  apparently  normal  individuals.  They  may  be 
found  intermittently  in  the  noses  and  throats  of 
carriers  who  present  no  other  evidences  of  in- 
fection, or  they  may  persist  after  convalescence 
in  persons  to  whom  no  cases  of  infection  are 
traceable. 

Epidemiologic  investigations  have  indicated 
that  in  the  majority  of  explosive  outbreaks  of 
scarlet  fever  and  septic  sore  throat  a causal  re- 
lationship can  be  demonstrated  between  the 
cases  and  raw  milk  or  other  food  into  which  the 
incitants  had  been  introduced  by  a handler  with 
an  active  streptococcal  infection.  In  epidemics 
due  to  raw  milk,  hemolytic  streptococci  from 
such  a handler  have  usually  infected  the  udder 
of  one  or  more  of  the  cows  (mastitis) . The  isola- 
tion of  streptococci  of  serologic  Group  A from 
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the  suspected  animal,  from  the  food  handler,  and 
from  representative  patients  serves  to  complete 
the  epidemiologic  evidence.  Prevention  of  such 
outbreaks  depends  upon  adequate  pasteurization 
of  milk  from  healthy  cows  and  methods  of  han- 
dling milk  and  other  foods  that  preclude  con- 
tamination. 

Laboratory  Aids  in  Diagnosis 

I.  Nose  and  Throat  Cultures. — When  epidemic 
or  streptococcus  (septic)  sore  throat  is  suspected, 
the  Sanitary  Code  requires  that  a culture  from 
the  throat  on  Loeffier’s  blood-serum  medium  and 
the  swab  used  be  submitted  for  examination  to 
a laboratory  approved  for  the  purpose.  In  in- 
vestigations of  any  explosive  outbreaks  of  strep- 
tococcal infection,  similar  specimens  should  be 
submitted  from  the  noses  and  throats  of  all  per- 
sons having  contact  with  the  suspected  cattle  or 
food  and  from  representative  patients. 

II.  Exudates. — Bacteriologic  examinations  of 
exudates,  as  from  infected  wounds,  skin  lesions, 
or  the  ear,  aid  in  determining  the  incitant. 

III.  Blood  and  Spinal  Fluid. — Streptococcal 
septicemia  and  meningitis  may  seem  to  be  pri- 
mary infections,  but  more  frequently  they  are 
extensions  of  a localized  process,  as  in  the  case  of 
mastoiditis.  About  10  cc.  of  blood  or  5 cc.  of 
spinal  fluid  should  be  submitted  for  cultural  ex- 
amination. 

IV.  Milk. — In  investigations  of  outbreaks, 
samples  from  the  individual  quarters  of  each  cow 
that  has  mastitis  or  lesions  on  the  udder  or  teats 
should  be  examined  for  Group-A  streptococci. 
These  samples,  collected  under  conditions  that 
preclude  contamination,  may  be  preserved  for 
shipment  by  combining  2 parts  of  milk  and  1 part 
of  glycerol,  T.  P. 
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Cancer  of  the  breast  has  become  far  more 
common  since  it  became  fashionable  for  women 
not  to  nurse  their  babies,  according  to  Dr.  Frank 
E.  Adair,  executive  officer  of  the  new  Memorial 
Hospital  for  the  Treatment  of  Cancer,  New  York 
City,  as  quoted  in  a newspaper  interview. 


Early  discovery  of  infection  is  a game  of  wits. 
The  tubercle  is  relentless  but  without  wit.  The 
human  race  has  wit  but  is  indolent.  Add  to  our 
wit  a touch  of  the  relentlessness  of  our  enemy 
and  he  has  no  chance  of  survival. — Emerson,  K., 
Jour. -Lancet. 


ARSENICAL  HEPATITIS 


James  Ralph  Scott,  M.D.,  New  York  City 


A white  man,  aged  49,  an  office 
worker,  slightly  overweight,  was 
wakened  during  the  night  with  a “dull, 
heavy  pain”  in  the  right  upper  quadrant. 
The  pain  did  not  radiate.  It  was  ac- 
companied by  nausea  but  no  vomiting, 
and  after  an  hour  or  two  settled  in  the 
epigastrium.  It  was  relieved  slightly  by 
soda  bicarbonate  in  hot  water.  For  the 
two  or  three  days  preceding  the  attack 
the  patient  had  felt  tired,  and  the  day 
before  the  attack  had  lost  his  desire  for 
food  but  had  forced  himself  to  eat  his 
usual  dinner  in  the  evening. 

When  seen  the  morning  following  the 
attack,  the  pulse,  temperature,  and  blood 
pressure  were  normal  and  the  physical 
examination  was  negative.  The  follow- 
ing day  he  complained  of  a headache. 
His  temperature  was  then  100.4  F.  and 
his  pulse  92.  Physical  examination  again 
was  negative.  The  leukocytes  were  10,- 
000,  polymorphonuclears  70  per  cent, 
lymphocytes  23  per  cent,  eosinophiles  2 
per  cent,  and  monocytes  5 per  cent. 
The  urine  was  negative  except  for  an  ex- 
cess of  indican.  Epsom  salts  and  a fluid 
diet  were  prescribed,  and  the  following 
day  the  patient  was  well. 

One  month  later  a similar  attack  of 
pain  occurred,  followed  in  three  days  by 
anorexia,  headache,  and  a temperature  of 
101.6  F.  The  skin  and  sclera  became 
jaundiced,  and  the  urine  bile  colored. 
Stools  were  somewhat  lighter  than  nor- 
mal, but  not  clay  colored.  There  was  no 
diarrhea  at  any  time.  Because  of  the 
jaundice  the  urine  was  tested  for  arsenic 
at  St.  Luke’s  Hospital.  Arsenic  was 
found  in  large  quantities — 3 plus.  The 
physical  examination,  except  for  the 
jaundice,  was  again  negative. 

The  patient  was  placed  on  a low  fat, 
high  carbohydrate  diet,  colon  irrigations, 
and  forced  fluids.  The  temperature  sub- 
sided on  the  second  day  and  the  patient 
was  about  his  work  at  the  end  of  the 


week.  The  jaundice  gradually  faded  and 
had  disappeared  in  ten  days. 

To  aid  in  the  elimination  of  the  arsenic, 
sodium  thiosulfate  was  given  intra- 
venously and  by  mouth.  Sulfactol 
(Metz),  containing  1.0  Gm.,  was  given 
intravenously  in  10  cc.  of  distilled  water 
every  two  days  for  ten  days,  then  twice 
weekly  for  two  weeks.  During  this 
period,  and  subsequently  for  ten  weeks, 
Sulfactol  tablets  (Metz),  0.5  Gm.,  was 
given  by  mouth  three  times  daily  before 
meals.  At  the  end  of  seven  weeks  the 
urine  was  tested  for  arsenic  and  found  to 
be  1 plus.  The  test  was  repeated  six 
weeks  later  and  no  arsenic  was  found. 
The  time  elapsed  between  the  discovery 
of  the  arsenic  and  its  complete  elimina- 
tion was  three  months. 

Inquiry  as  to  the  source  of  the  arsenic 
resulted  in  the  conclusion  that  it  was 
ingested  with  the  food,  particularly  with 
the  fruits  and  vegetables.  A routine 
Wassermann  was  negative.  The  patient 
had  never  received  any  antiluetic  treat- 
ment, and  none  of  the  “tonic”  prepara- 
tions containing  arsenic  had  been  ad- 
ministered either  hypodermically  or  by 
mouth  as  far  back  as  he  could  remember. 
The  patient  was  particularly  fond  of  and 
ate  generous  quantities  of  leafy  vege- 
tables, such  as  lettuce  and  broccoli,  and 
during  the  previous  six  weeks  while  in  the 
country  had  consumed  two  or  three 
apples  daily,  in  addition  to  his  other 
food. 

While  the  actual  food  from  which  the 
patient’s  supplies  were  obtained  was  not 
tested,  repeated  tests  both  before  and 
since  had  revealed  the  presence  of  ar- 
senic on  the  fruits  and  vegetables  bought 
in  this  vicinity.  The  source  of  this  ar- 
senic is,  of  course,  the  arsenical  prepara- 
tions with  which  these  fruits  and  vege- 
tables are  sprayed.  In  recent  tests  per- 
formed by  the  Department  of  Health  of 
New  York  City,  broccoli  and  kale  were 
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found  to  be  particular  offenders.  The 
involvement  of  these  vegetables  and 
fruits  is  not  a plea  for  eliminating  them 
from  our  diet.  To  most  persons  the 
small  amount  of  arsenic  contained  in 
these  vegetables  is  not  injurious.  But, 


as  in  the  case  here  reported,  persons  sensi- 
tive to  arsenic  must  be  careful  in  their 
use  of  these  fruits  and  vegetables.  Fruits 
should  be  peeled  before  being  eaten,  and 
vegetables  washed  thoroughly  before 
being  cooked. 


TRAVELING  MEDICAL  FACULTIES  USED  FOR  GRADUATE  EDUCATION 


Traveling  faculties  in  graduate  medical  edu- 
cation are  being  used  by  several  state  medical 
associations  to  insure  the  continued  competence 
of  the  practicing  physician  and  maintain  the  high 
quality  of  medical  care  for  the  people,  an  editor- 
ial in  the  Journal  of  the  American  Medical  As- 
sociation for  Nov.  4 points  out. 

“The  problem  of  continuation  study  for 
practicing  physicians  is  no  longer  one  concerned 
exclusively  with  education;  transportation  is 
beginning  to  be  of  considerable  importance,”  the 
editorial  says.  “A  graduate  program  may  be 
quite  sound  educationally  and  yet  fail  if  it  does 
not  bring  competent  instructors  to  physicians 
desirous  of  continuing  their  studies.  This  is  es- 
pecially true  in  the  more  sparsely  settled  areas 
of  the  United  States  and  in  those  states  without 
medical  schools. 

“For  the  past  five  years  the  physicians  of 
Idaho  have  appreciated  the  need  for  continua- 
tion study.  To  meet  this  need  they  have  brought 
to  the  five-day  annual  meeting  of  their  state  as- 
sociation a flying  medical  faculty.  Each  year 
five  or  six  instructors  from  one  medical  school 
have  been  invited  to  organize  an  integrated,  cor- 
related course  of  study  of  general  interest  to 
practicing  physicians.  Instruction  in  basic 
sciences  has  initiated  discussions  of  clinical 
studies,  and  round  table  discussions  have 
permitted  attending  physicians  to  partici- 
pate. 

“In  1939  the  state  medical  associations  of 


Washington  and  Oregon  arranged  their  annual 
meetings  to  utilize  the  same  traveling  faculty  as 
was  engaged  in  Idaho.  Thus  the  physicians  of 
three  states  have  had  the  opportunity  to  attend, 
at  their  own  annual  meetings,  a continuation 
course  of  study. 

“Four  other  western  states,  Colorado,  Utah, 
New  Mexico,  and  Wyoming,  have  pooled  their 
interests  in  graduate  studies  to  bring,  every  two 
years  to  one  of  their  states,  twenty  out-of-state 
speakers  to  discuss  problems  of  medicine  and 
public  health  which  are  peculiar  to  the  Rocky 
Mountain  region.  The  medical  society  in  each 
state  has  been  represented  on  the  executive  com- 
mittee and  a different  state  society  has  acted  as 
host  every  two  years.  The  first  Rocky  Moun- 
tain Conference  was  held  in  Denver  in  1937,  the 
second  in  Salt  Lake  City  in  1939,  and  the  next 
meeting  is  scheduled  for  Wyoming. 

“Thus  seven  states,  five  without  a four-year 
medical  school  within  the  borders  of  the  state, 
have  provided  graduate  opportunities  for  prac- 
ticing physicians.  Frequently  physicians  travel 
from  100  to  250  miles  to  attend  one-  or  two-day 
regional  meetings. 

“There  still  remain,  however,  physicians  who 
are  unable  to  leave  their  practice  even  for  a 
short  time  to  travel  the  distance  required.  For 
them  provision  is  now  being  made,  the  instruc- 
tors traveling  throughout  the  state  so  that  con- 
tinuation study  may  be  brought  to  a greater 
number  of  communities.” 


COMING— TWO  HUNDRED  MILLION  COLDS! 


Because  victims  of  colds  do  not  worry  about 
passing  their  affliction  on  to  others,  there  will  be 
two  hundred  million  colds  in  the  United  States 
this  winter,  Robert  Toubib,  Washington,  D.  C., 
estimates  in  the  November  issue  of  Hygeia,  The 
Health  Magazine. 

As  for  treatment,  the  author  advises:  “Stay 
in  bed;  comfort  yourself  without  the  use  of 
drugs;  don’t  blow  your  nose  too  hard,  and  if 
your  throat  is  sore,  gargle  with  some  hot  salt  or 
soda  solution. 

“Because  the  doctors  have  not  found  a dra- 
matic cure  or  prevention  for  colds,  all  the  neigh- 
bors, the  pseudoscientific  dreamers  and  the  com- 
mercial sharpers  believe  themselves  licensed  to 
attempt  to  solve  this  problem.  They  know  that 
a cold  infection  is  frequently  admitted,  via  the 
nose  and  mouth ; that  there  are  some  two  dozen 


organisms  living  in  the  average  mouth  and 
throat;  and,  most  important  of  all,  the  com- 
mercial sharper  knows  that  the  cold  victim  is  the 
ideal  sucker.  On  this  basis,  he  devises  a mouth- 
wash and  gargle  which  will  kill  bacteria  in  the 
least  possible  number  of  seconds. 

“Sprays  and  nose  drops  shrink  the  inflamed 
mucous  membrane  of  the  nose  and  pharynx. 
Unfortunately,  they  also  decrease  the  action  of 
the  ciliated  epithelium,  those  little  hairlike  pro- 
jections which  nature  has  provided  to  sweep  out 
the  secretions.  Many  physicians  feel  that  the 
latter  effect  slows  up  recovery.  However,  it  is 
recognized  that  under  some  conditions  (the  fail- 
ure of  the  sinuses  to  drain,  for  example),  these 
remedies  have  real  value  when  used  as  they 
should  be,.  The.  nasal  douche  is  passing  into 
the  oblivion  it  has  long  deS’erVfed.” 


ANTERIOR  POLIOMYELITIS 

Relation  to  Hypertension  in  Young  Adults 

Harry  Dan  Vickers,  M.D.,  Little  Falls,  New  York 


Recently  in  the  course  of  private 
practice,  there  came  to  my  attention, 
in  quick  succession,  a series  of  three 
cases  in  which  arterial  hypertension  of 
moderate  degree  was  associated  with  the 
stigmata  of  anterior  poliomyelitis.  The 
patients  were  all  young  adults,  and  in 
each  instance  other  pathologic  findings 
of  significance  were  absent. 

Case  Reports 

Case  1. — Mr.  A.  B.,  aged  28,  stated  that  he  had 
been  refused  a life  insurance  policy  because  of 
high  blood  pressure.  He  had  had  anterior 
poliomyelitis  at  the  age  of  14,  but  no  permanent 
paralysis  resulted.  He  had  had  influenza  at  the 
age  of  25.  He  suffered  from  occasional  colds  and 
was  subject  to  attacks  of  hay  fever.  His  only 
complaint  was  slight  pounding  of  the  heart  on 
exertion.  He  was  of  asthenic  physique  and 
definitely  nervous  constitution.  Physical 
examination  revealed  some  prolongation  of  the 
first  sound  at  the  apex  of  the  heart.  The  blood 
pressure  was  180/120.  Routine  urinalysis  was 
negative  and  a Mosenthal  kidney  function  test 
gave  normal  results.  The  red  cell  count,  white 
cell  count,  and  hemoglobin  were  within  normal 
limits.  A six-foot  roentgenogram  of  the  chest 
showed  nothing  of  note.  The  basal  metabolic 
rate  was  minus  21/2  per  cent.  The  electro- 
cardiographic tracings  were  not  remarkable. 
The  blood  Wassermann  was  negative.  Subse- 
quent blood  pressure  determinations  have  been 
172/114,  154/114,  170/114,  and  180/120.  These 
readings  have  been  spaced  about  six  months 
apart. 

Case  2. — Mr.  L.  C.,  aged  25,  also  stated  that 
he  had  been  refused  a life  insurance  policy  be- 
cause of  high  blood  pressure.  He  recalled  no 
illnesses  other  than  an  attack  of  anterior  polio- 
myelitis which  occurred  at  the  age  of  three  years 
and  which  had  left  him  with  atrophy  of  the 
muscles  of  the  left  leg  and  weakness  of  the 
muscles  of  the  left  lumbar  region  of  the  back. 
There  were  no  other  physical  findings  of  note. 
His  blood  pressure  was  176/106.  Routine 
urinalysis  was  negative  and  a Mosenthal  kidney 
function  test  gave  normal  results.  The  red  cell 
count,  white  cell  count,  and  hemoglobin  were 


within  normal  limits.  Blood  Wassermann  was 
negative.  The  basal  metabolic  rate  was  plus 
10  per  cent  on  one  occasion  and  plus  7 per  cent 
on  another  occasion.  The  electrocardiogram 
was  not  remarkable.  Subsequent  blood  pressure 
determinations  have  been  176/110,  205/100, 
and  190/120. 

Case  3. — Mr.  G.  E.,  aged  31,  came  in  my 
office  to  discuss  the  illness  of  his  brother,  and, 
before  leaving,  casually  inquired  about  the  pos- 
sible causes  of  a pressure  sensation  in  his  chest. 
His  blood  pressure  was  found  to  be  160/85. 
Inquiry  revealed  that  he  had  had  anterior 
poliomyelitis  at  the  age  of  8 years  and  had 
suffered  a temporary  paralysis  of  both  legs.  He 
had  had  measles  at  3 years  of  age  and  mumps  at 
12.  A few  carious  teeth  and  chronically  diseased 
tonsils  were  the  only  pathologic  physical  find- 
ings. Routine  urinalysis  was  not  remarkable. 
The  blood  Wassermann  was  negative.  The  elec- 
trocardiogram was  normal  in  appearance.  Sub- 
sequent blood  pressure  readings  were  140/85 
and  150/78. 

Since  these  three  cases  were  seen  in  a 
very  short  interval  of  time,  I was  im- 
pressed by  the  fact  that  all  had  had  in- 
fantile paralysis.  A cursory  search  of 
the  literature  failed  to  reveal  any  men- 
tion of  such  an  association.  Blood 
pressure  readings  were  obtained  on  a 
few  acquaintances  who  were  known  to 
have  had  polio,  in  their  childhood  and  all 
were  elevated.  With  the  backing  of  this 
additional  evidence  it  was  decided  to 
obtain  blood  pressure  readings  on  as  many 
cases  as  possible.  To  this  end  the  New 
York  State  Department  of  Health  fur- 
nished a list  of  poliomyelitis  victims  in 
this  vicinity.  This  list  covered  cases 
back  to  1916.  These  people  were  seen, 
a brief  history  obtained,  and  their  blood 
pressures  recorded.  An  aneroid  sphygmo- 
manometer was  used.  Most  of  them 
were  revisited  to  obtain  check  readings, 
on  a mercurial  sphygmomanometer.  I 
was  impressed  by  the  fact  that  most 
showed  no  outward  sign  of  ever  having 
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TABLE. — Blood  Pressure  in  Cases  of  Poliomyelitis 


Case 

Sex 

Age 

Polio,  at  (Age) 

Blood  Pressure 

D.  A. 

M. 

17 

18  mo. 

128/80,  128/80 

A.  B. 

M. 

17 

6 mo. 

140/84 

A.  R.  B. 

M. 

28 

14 

180/120,  172/114,  154/114,  170/114,  180/114 

■L.  B. 

M. 

26 

9 

160/110,  158/100 

R.  B. 

M. 

38 

21 

140/82, 138/80 

A.  C. 

M. 

39 

7 

158/110 

E.  C. 

M. 

17 

18  mo. 

144/88 

L.  C. 

M. 

25 

3 

176/106,  176/100,  205/110,  190/120 

M.  C. 

M. 

47 

1 

120/74 

D.  E. 

M. 

29 

15 

154/100, 140/90 

G.  E. 

M. 

31 

8 

160/85,  140/85,  150/78 

J-  F. 

M. 

23 

7 

134/88 

P.  F. 

M. 

69 

58 

180/102,  190/102 

S.  F. 

M. 

18 

18  mo. 

134/92,  130/90 

W.  F. 

M. 

22 

11 

142/84, 144/88 

G.  G. 

M. 

24 

2 

128/80 

J.  H. 

M. 

33 

14 

148/92 

H.  H. 

M. 

20 

20  mo. 

130/88, 130/88, 132/84 

W.  H. 

M. 

29 

13  mo. 

130/90,  130/92 

W.  R.  H. 

M. 

48 

31 

114/80 

A.  K.* 

M. 

24 

6 

100/64,  96/62 

G.  K. 

M. 

33 

1 

122/88 

R.  L. 

M. 

44 

11  mo. 

119/82 

C.  M. 

M. 

20 

2 

129/84 

R.  M. 

M. 

19 

21  mo. 

116/60, 118/62 

S.  M. 

M. 

18 

2 

128/84, 130/84 

R.  P. 

M. 

23 

4 

160/88 

H.  S.  R. 

M. 

24 

21 

116/82,  120/84,  118/82 

F.  S. 

M. 

19 

2 

134/86,  128/86 

F.  R.  S. 

M. 

19 

2 

144/86,  138/82 

L.  S. 

M. 

31 

31/2 

168/108 

W.  S. 

M. 

10 

4 

110/70 

H.  T. 

M. 

21 

4 

128/74,  124/74.  122/74  • 

N.  W. 

M. 

30 

3 

124/76 

R.  W. 

M. 

22 

8 

176/84 

M.  A. 

F. 

26 

5 

120/82,  120/82 

M.  G. 

F. 

27 

DA 

128/84 

G.  H. 

F. 

29 

11 

152/100 

M.  H. 

F. 

24 

7 

116/68 

E.  J. 

F. 

20 

21/2 

138/78, 138/78 

C.  K. 

F. 

21 

4 

112/84, 118/80, 118/82 

D.  K. 

F. 

38 

10 

110/72,  118/70 

M.  P. 

F. 

19 

14  mo. 

119/86 

H.  B.  S. 

F. 

32 

15 

102/80, 118/78 

* Died  of  pulmonary  tuberculosis  two  weeks  later. 


had  the  disease,  there  being  little  if  any 
residual  atrophy  in  the  muscle  groups 
originally  affected.  There  were  some, 
however,  who  were  badly  crippled  by 
their  loss  of  muscular  power.  The 
majority  were  visibly  nervous  and  high 
strung.  Quite  a few  had  rather  frequent 
attacks  of  epistaxis.  Curiously  enough, 
only  one  of  the  girls  examined  had  an 
abnormal  pressure. 


Summary 

A small  series  of  cases  is  reported  in 
which  arterial  hypertension  is  associated 
with  the  stigmata  of  healed  anterior 
poliomyelitis  in  young  adults.  No 
mention  of  this  is  found  in  medical 
literature,  and  it  is  believed  that  the 
possible  association  warrants  further 
study. 


TOO  MUCH  OF  A GOOD  THING 

The  daily  soap  and  water  bath,  which  has  be- 
come such  an  important  part  of  the  American 
health  regimen,  may  be  an  actual  menace  to  the 
health  of  one’s  skin  during  the  winter  months, 
if  taken  indiscriminately,  Eugene  F.  Traub, 
M.D.,  New  York,  declares  in  Hygeia,  The  Health 
Magazine  for  December. 

He  points  out  that  lack  of  exposure  to  the  sun 
and  too  much  dry  heat  during  the  winter  have  a 
tendency  to  dry  out  the  skin.  In  persons  whose 
skin  is  naturally  rather  dry,  this  dryness  may 
progress  to  an  eczema  or  winter  dermatitis. 

Such  persons,  therefore,  especially  if  they  are 


over  40,  would  do  well  to  limit  their  bathing  to 
two  or  three  baths  a week,  as  the  alkali  and  other 
factors  in  most  soaps  act  as  further  irritants. 
Bran,  cornstarch,  or  baking  soda  may  be  added 
to  the  water  to  soften  it.  Warm  water  tends  to 
extract  more  of  the  natural  oil  of  the  skin  than 
does  cool  or  cold  water. 

Suitable  lubricating  preparations  may  be  ap- 
plied to  counteract  the  tendency  to  dryness. 
Goose  grease,  lanolin,  petroleum  jelly,  or  cold 
cream  are  all  suitable,  and  to  them  may  be  added 
medicants  to  promote  healing,  allay  itching,  or 
produce  a cooling  effect  on  the  skin. 


Case  Reports 


GAS  GANGRENE  OF  THE  TRUNK  WITH  RECOVERY  AND  RESIDUAL 

CARDIAC  DAMAGE 

Robert  L.  Sewell,  M.D.,  Rochester,  New  York 
( From  the  Department  of  Surgery,  University  of  Rochester,  School  of  Medicine  and  Dentistry ) 


The  presentation  of  this  case  of  C.  Welchii  in- 
fection of  the  trunk  is  prompted,  primarily, 
because  of  the  remarkable  extent  it  attained,  and 
incidentally,  because  of  the  interesting  cardiac  in- 
volvement occurring  during  the  course  of  the 
disease. 

Case  Report 

F.  T.,  a 50-year-old  Italian  male,  was  first 
seen  at  the  Strong  Memorial  Hospital  on  August 
16,  1938,  when  he  appeared  with  a complaint  of 
“bad  piles”  of  one  week’s  duration. 

For  ten  years  he  had  had  hemorrhoids  which 
occasionally  caused  pain  on  defecation,  but 
neither  prolapsed  nor  bled.  A week  before  ad- 
mission he  first  noted  a painful  swelling  just  to 
the  right  of  the  rectum  which  gradually  in- 
creased in  size  and  painfulness  in  the  next  several 
days.  He  visited  a clinic  in  Rochester  where  he 
was  given  a prescription  for  suppositories.  On 
inserting  one,  several  days  later,  he  noticed  pus 
coming  from  about  his  rectum.  Three  days  be- 
fore admission  his  scrotum  began  to  swell,  be- 
came red  and  quite  painful,  and,  in  the  following 
two  days,  the  persistence  and  the  increasing 
severity  of  the  pain  and  swelling  prompted  him 
to  come  here. 

The  family  history  and  past  history  were  not 
relevant.  In  view  of  subsequent  findings  it  was 
of  interest  that  there  were  no  complaints  or 
symptoms  suggestive  of  cardiac  disease. 

Physical  Examination. — His  temperature  was 
38.6  C.,  pulse  100,  respiration  24.  The  patient 
was  a fairly  well-nourished  and  developed 
Italian  male,  tending  to  favor  his  perineum  on 
changing  position. 

The  perianal  tissues  were  markedly  swollen 
on  the  right  with  a central  area  about  6 by  2 cm. 
which  was  dark  gray  in  color  and  oozing  a very 
foul,  thin,  dark  pus.  From  this  area  a ridge  of 
swollen  red  tissue  extended  anteriorly  to  the 
scrotum  which  was  swollen  to  about  four  times 
normal  size  and  was  red  and  tender.  Over  the 
dark  gray  area  could  be  felt  distinct  crepitus. 
On  rectal  examination  a tender,  indurated  area 
was  felt  on  the  right  about  3 cm.  in  diameter. 
Prostate  was  normal,  sphincter  tone  good. 
Several  small  hemorrhoids  were  present. 

*jjln  the  general  examination  nothing  of  note  was 
found.  There  was  increased  A.P.  diameter  of 
the  chest,  but  the  lungs  were  clear  and  resonant 
throughout.  The  heart  was  not  enlarged  to 
percussion;  the  sounds  were  of  good  quality, 
the  rhythm  regular,  and  there  were  no  murmurs. 
B.P.  125/80.  The  abdomen  was  not  remark- 
able. Urine  examination  revealed  a trace  of 
albumin,  4 plus  sugar,  and  the  presence  of 
acetone. 


A tentative  diagnosis  was  made  of  diabetes  and 
of  gas  gangrene  of  the  perianal  region,  probably 
secondary  to  an  ischio-rectal  abscess.  He  was 
given  20  units  of  insulin  and  10,000  units  each 
of  Vibrion  Septique  and  C.  Welchii  antitoxin, 
and  was  taken  directly  to  the  operating  room. 

Under  nitrous  oxide  and  ether,  the  urethra 
was  first  investigated  and  found  normal,  and  the 
perineum  and  perirectal  tissues  then  widely 
incised  and  drained.  Dakins  tubes  were  in- 
serted. A retention  catheter  was  put  in  place  and 
the  patient  was  returned  to  the  division.  The 
presence  of  a gas  infection  at  the  time  was 
obvious  and  cultures  taken  at  operation  revealed 
C.  Welchii,  Escherichia  Coli,  and  a nonhemo- 
lytic streptococcus. 

In  the  ward  he  appeared  quite  ill,  but  was 
rational.  He  was  given  intravenous  glucose  and 
parenteral  fluids,  and  his  diabetes  was  regulated 
with  insulin  fairly  satisfactorily  within  24  hours. 
A definite  diagnosis  had  been  made  on  the  basis 
of  blood  sugar  readings  of  240  mgm.  per  cent. 
Insulin  requirements  were  about  40  units 
daily. 

First  Postoperative  Day. — The  patient  appeared 
much  sicker  and  weaker,  and  complained  of  pain 
in  the  perineum  and  left  flank.  Crepitus  was 
found  extending  all  through  the  left  buttock 
and  back  into  the  flank.  He  received  400  cc.  of 
blood,  10,000  units  each  of  Vibrion  Septique  and 
C.  Welchii  antiserum  and  was  started  on  sulfa- 
nilamide, 2.5  grams  a day. 

Second  Postoperative  Day. — Patient  was  des- 
perately ill,  almost  comatose,  temperature 
fluctuating  from  36.0  to  39.0  C.  Parenteral 
fluids  were  maintained  throughout  and  intra- 
venous glucose  with  insulin  was  given.  He  re- 
ceived more  C.  Welchii  antiserum  (10,000  units) ; 
by  this  time  the  crepitus  was  readily  palpable 
over  the  left  lower  quadrant  anteriorly ; incision 
and  drainage  was  then  carried  out  over  the 
anterior  superior  spine  on  the  left  and  the  symphy- 
sis. He  was  given  another  blood  transfusion. 
He  was  also  given  6.5  grams  of  sulfanilamide  by 
mouth.  Later  in  the  day  crepitus  was  found 
through  the  entire  shaft  of  the  penis  as  well  as 
through  all  of  the  previously  involved  tissues 
which  had  become  dark  and  swollen.  He  had  a 
severe  chill  and  was,  unquestionably,  critically 
ill. 

Third  Postoperative  Day. — He  had  another 
chill,  was  thereafter  practically  moribund,  and 
little  hope  was  held  for  his  recovery.  Late  in  the 
day  it  was  decided  to  give  him  some  irradiation, 
so  he  received  300  r over  the  anterior  abdomen 
on  the  left  and  posteriorly  over  the  pelvis.  It 
was  thought  that  the  serum  was  doing  no  obvious 
good,  so  for  the  time  it  was  withheld.  Sulfa- 
nilamide was  discontinued. 
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Fourth  Postoperative  Day. — For  the  first  time 
the  patient  appeared  to  be  no  worse:  crepitus 
still  present  in  perineum,  left  flank,  left  gluteal 
region,  left  lower  quadrant,  and  all  through  the 
scrotum  and  shaft  of  the  penis.  He  was  given 
300  r more  over  the  same  anterior  and  posterior 
portals. 

The  next  day  he  looked  decidedly  better,  was 
rational,  and  complained  bitterly  of  pain  in  the 
penis.  The  crepitus  remained  only  in  the  peri- 
neum and  the  left  buttock.  He  was  given  200  r 
over  the  same  two  portals  in  the  morning  and 
again  in  the  evening,  at  which  time  he  received 
10,000  units  more  C.  Welchii  antiserum. 

Irradiation  and  serotherapy  were  then  stopped 
and  thereafter  he  was  given  5.2  Gm.  sulfanilamide 
and  10  cc.  of  21/2  per  cent  Prontosil  daily. 
Sulfanilamide  level  in  the  blood  was  5 mgm. 
per  cent.  Irrigations  were  carried  out  with 
hydrogen  peroxide,  and  the  wounds  began  to 
clear  up.  On  the  twelfth  day,  numerous  basilar 
rales  were  heard  and  the  heart  was  found  en- 
larged to  the  left.  An  electrocardiogram  showed 
myocardial  damage.  The  patient  was  rapidly 
digitalized  and  there  was  no  further  evidence  of 
left-sided  failure. 

By  the  seventeenth  day  all  drains  had  been 
removed  and  wounds  were  irrigated  with  Dakins 
solution  instead  of  peroxide.  The  spleen,  which 
had  first  been  found  enlarged  on  his  fourth  day, 
was  much  smaller  but  still  was  palpable.  A 
successful  secondary  closure  of  his  wounds  was 
done  and  he  was  discharged  on  his  seventy-third 
day  to  a convalescent  home  with  one  granulating 
perineal  sinus. 

His  heart,  definitely  larger  than  on  admission, 
had  not  perceptibly  decreased  in  size  during  the 
last  month  and  there  was  a blowing  systolic 
murmur  over  the  P.M.I.  The  spleen  was  no 
longer  palpable  but  the  liver  on  discharge  de- 
scended two  finger  breadths  below  the  rib 
margin. 

The  patient  was  last  examined  on  January  4, 
1939,  over  four  months  after  admission.  His 
heart  was  still  enlarged  as  much  as  when  he  was 
discharged  from  the  hospital,  and  the  liver  was 
still  palpable  two  finger  breadths  below  the 
costal  margin  on  inspiration.  There  were  no 
other  abnormalities  noted  except  that  he  had 
developed  a ptosis  of  the  right  eyelid,  associated 
with  no  other  symptoms. 

Examination  of  the  extra-ocular  muscles  re- 
vealed apparently  total  paralysis  of  the  superior, 
inferior,  and  internal  rectus  muscles  and  of  the 
inferior  oblique.  No  explanation  is  offered  for 
this  paralysis  of  the  oculomotor  nerve,  for  it  is 
scarcely  conceivable  that  it  can  be  related  to  the 
foregoing  disease. 

The  recent  introduction  of  irradiation  in  these 
infections  has  led  Kelly1  and  others  to  criticize 
the  use  of  amputation  and  radical  surgery  in 
gas  gangrene  of  the  extremities,  but  as  yet  the 
surgeon  has  but  little  precedent  to  fall  back  on 
when  the  question  of  incision,  drainage,  or  de- 
bridement occurs,  for  with  both  serum  and  x-ray 
at  his  disposal  the  problem  is  far  different  than 
it  was  ten  years  ago. 

Certainly  this  man  rapidly  became  profoundly 
ill  following  the  wide  incision  and  drainage,  with 
rapid  extension  of  his  infection  whereas  he  had 
presumably  had  the  infection  several  days  be- 
fore he  came  to  the  hospital  in  only  moderate 


distress  and  had  the  infection  fairly  well  localized. 
Even  with  irradiation  it  is  evident  that  incision 
and  drainage  and  debridement  must  at  times  be 
used  as  was  necessary  here.  Whether  the  in- 
cisions prompted  spread  is  questionable,  but 
there  was  no  doubt  at  the  time  the  skin  was  laid 
open  over  the  anterior  superior  spine  and  over 
the  symphysis  that  the  process  seemed  chiefly  in 
the  subcutaneous  tissue  and  did  not  involve  the 
muscle,  and  that  the  infection  seemed  to  be  ex- 
tending in  this  region  subcutaneously,  while  in 
the  perineum  and  the  buttocks  all  tissues  were 
involved. 

The  remaining  interesting  feature  of  this  case 
is  the  development  of  myocardial  damage  with 
early  failure  during  the  course  of  the  infection. 
The  experimental  work  of  Pasternack  and 
Bengston2  in  study  of  the  effect  of  Vibrion 
Septique  toxin  on  animals  indicated  almost  an 
affinity  of  the  toxin  for  the  heart  muscle  with 
very  obvious  and  predictable  pathologic  lesions. 
The  signs  of  early  heart  failure  in  this  case  were 
not  recognized  until  the  twelfth  day,  which  is 
hardly  comparable  with  the  short  times  found 
experimentally.  Then,  too,  this  man’s  previous 
cardiac  status  is  unknown  except  that  there  had 
been  no  referable  symptoms.  Nevertheless,  the 
sequence  of  events  suggest  myocardial  damage 
following  the  infection. 

The  systemic  effects  of  gas  gangrene  infections 
are  often  not  noted  because  the  customary  course 
of  the  disease  is  so  fulminant  that  obvious  signs 
of  damage  to  the  heart  or  other  viscera  are  not 
manifest.  The  shock  of  the  original  injury  or  of 
an  amputation  and  the  more  infrequent  serum 
reactions  further  distort  the  picture  and  as  a re- 
sult the  treatment  is  chiefly  that  of  a local  infec- 
tion. 

While  irradiation  and  perhaps  sulfanilamide 
are  valuable  aids  to  be  used  in  conjunction  with 
serum,  at  least  the  former  is  going  to  have  its 
greatest  value  in  those  infections  which  are  some- 
how refractory  to  serum  treatment.  In  these 
instances  the  toxin  already  formed  and  distrib- 
uted systemically  will  neither  be  neutralized  by 
an  effective  antiserum  nor  be  affected  appreciably 
by  the  irradiation  to  the  local  lesion.  Thus  such 
patients  who  survive,  as  this  patient  did,  will 
show  much  more  clearly  than  those  recovering 
after  effective  serum  therapy  the  effect  of  the 
toxin  on  the  various  organs. 

Summary 

A case  of  severe  gas  gangrene  infection  is  pre- 
sented in  which  irradiation  was  apparently  the 
prime  factor  in  instituting  recovery.  The  oc- 
currence of  myocardial  failure  following  the  in- 
fection brings  up  the  question  of  possible  damage 
to  the  heart  by  the  C.  Welchii  toxin. 
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CONTUSION  OF  THE  HEART* 

Julius  Burstein,  M.D.,  and  Richard  H.  Marshak,  M.D.,  New  York  City 
( From  the  Department  of  Electrocardiography  at  Morrisania  City  Hospital) 


Contusion  of  the  heart  as  a definite  clinical 
entity,  with  electrocardiographic  changes 
simulating  that  of  myocardial  infarction,  has 
been  known  for  a few  years  and  there  have  been 
many  reports  in  the  literature  describing  its 
syndrome.  The  usual  type  of  injury  to  the 
heart  is  of  the  penetrating  variety.  Recently,  a 
new  type  of  injury  to  the  heart  has  been  described 
by  Beck1  as  the  nonpenetrating  type  of  injury 
to  the  heart.  We  have  had  the  occasion  to  see 
two  such  cases  at  Morrisania  City  Hospital  and, 
recently,  a third  has  come  under  our  observation. 

We  have  been  able  to  demonstrate  electro- 
cardiographic changes  not  only  in  the  conven- 
tional three  leads  but  also  in  the  precordial  lead. 
It  is  the  purpose  of  this  paper  to  stress  this  new 
type  of  injury  causing  contusion  of  the  heart  and 
to  show  the  value  of  the  electrocardiogram,  with 
special  emphasis  on  the  precordial  lead  in  estab- 
lishing a diagnosis.  It  is  not  the  object  of  this 
paper  to  go  into  a detailed  description  of  the 
clinical  picture  of  contusion  of  the  heart,  but  the 
sequence  of  events  in  one  of  the  two  cases  to  be 
described  will  adequately  present  the  syndrome. 

Case  Reports 

Case  1. — Patient  is  a white  male,  aged  37, 
who  was  admitted  November  17,  1938,  and  dis- 
charged December  25,  1938. 

History. — The  patient  lost  control  of  his  car 
while  driving  and  ran  into  an  object,  the  nature 
of  which  is  unknown.  The  steering  wheel  was 
jammed  into  patient’s  left  chest.  There  was  no 
history  of  unconsciousness.  On  admission,  he 
complained  of  severe  chest  pain  which  was 
aggravated  by  respiration. 

Physical  Examination. — The  patient  was  a 
well-developed,  well-nourished  individual,  in 
mild  shock,  with  moderate  cyanosis  and  dyspnea. 
The  pulse  was  regular,  rapid,  of  fairly  good 
quality,  and  averaged  110  beats  per  minute. 
There  was  a bloody  discharge  from  both  nostrils 
and  there  were  multiple  lacerations  about  the 
bridge  of  the  nose.  The  eyes  reacted  to  light 
and  accommodation  normally.  There  was  a 
distinct  compression  deformity  about  the  lower 
aspect  of  the  precordium  with  abrasions  of  skin 
over  that  area.  The  lungs  were  clear.  The 
apical  impulse  of  the  heart  was  in  the  fifth  inter- 
costal space  to  the  left  of  the  midclavicular  line. 
The  heart  sounds  were  of  fair  quality  with  a 
systolic  murmur  at  the  apex.  The  heart  rate 
averaged  110  beats  per  minute  and  there  was 
regular  sinus  rhythm. 

On  admission  at  11:15  a.m.  the  blood  pressure 
was  60  mm./40  mm.  and  the  temperature  was 

* Report  of  two  cases  admitted  to  the  Traumatic 
Service  of  Dr.  Emmett  A.  Dooley  at  Morrisania  City 
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98  F.  No  reading  of  the  venous  pressure  was 
made,  but  two  attempts  to  provide  patient  with 
an  infusion  resulted  in  clotting  of  the  tube  for  a 
distance  of  six  inches  indicating  a positive  venous 
pressure.  At  5:30  p.m.  a manometer  reading 
was  9V2  cm.  of  water  pressure.  At  10:30  p.m. 
it  was  11  cm.  of  water  pressure.  Blood  pressure 
readings  ranged  from  60/40,  100/60,  110/66, 
120/ 60, 120/ 60,  taken  at  hourly  intervals.  Fluo- 
roscopic examination  revealed  a quiet  heart  with 
no  limitation  of  cardiac  impulse.  There  was  a 
slight  enlargement  of  the  left  auricle.  X-ray 
revealed  evidence  of  fracture  of  the  left  fourth, 
fifth,  and  sixth  ribs  along  the  midaxillary  line. 
The  day  following  admission  there  was  a sugges- 
tion of  a friction  rub  over  the  apex  which  was 
transient.  Fluoroscopic  examination  at  this 
time  showed  no  evidence  of  cardiac  or  pleural 
effusions.  On  November  19,  1938,  the  heart 
sounds  were  of  good  quality  with  a friction 
rub  definitely  heard  over  the  apex.  Venous  pres- 
sure at  this  time  was  10  cm.  of  water.  The 
patient  was  seen  by  a neurologist  who  found  no 
evidence  of  focal  injury,  but  his  impression  was 
that  of  a mild  craniocerebral  trauma . The  diagno- 
sis was  made  of  contusion  of  the  heart  and  the 
patient  was  treated  with  bed  rest  for  six  weeks. 
The  temperature  ranged  from  100  F.  to  102  F. 
for  the  first  five  days  of  admission  after  which  it 
came  down  to  normal.  On  November  22,  1938, 
five  days  after  admission,  a loud  systolic  murmur 
was  heard  at  the  apex  with  a suggestion  of  a 
presystolic  murmur.  The  patient  probably  had 
rheumatic  involvement  of  the  heart  despite  the 
lack  of  a previous  history.  The  urine  was 
negative.  Wassermann  tests  were  also  negative. 
Because  of  the  possibility  of  a rupture  of  the 
heart  or  bleeding  external  to  the  heart,  this 
patient  was  watched  constantly  for  a possible 
indication  for  operation.  However,  his  subse- 
quent course  was  one  of  steady  improvement. 

An  electrocardiogram  taken  November  17, 
1938  (Fig.  1A),  showed  a depressed  T 1 and  an 
inverted  and  diphasic  T 4.  On  November  21 
(Fig.  IB),  four  days  later,  there  was  an  inverted 
and  coved  T 2 and  3 and  a diphasic  T 4.  On 
November  22  (Fig.  1C),  there  was  inversion  and 
coving  of  T 2,  3,  and  4.  On  December  5 (Fig. 
ID),  T 2 was  revealed  in  its  normal  upright 
position,  T 3 was  still  slightly  inverted,  but  T 4 
was  markedly  inverted  and  coved.  The  tracing 
taken  on  December  27  (Fig.  IE),  revealed  a com- 
plete return  to  normal  as  did  the  one  taken  on 
March  29,  1939  (Fig.  IF).  In  the  last  record 
there  is  no  evidence  of  previous  cardiac  damage. 

Notched  P 1,  2,  and  3 were  found  to  be  per- 
sistent throughout  the  entire  series  of  electro- 
cardiograms in  this  case,  and  is  consistent  with 
the  clinical  diagnosis  of  previous  rheumatic  heart 
disease  (mitral  stenosis).  This  series  of  electro- 
cardiograms showed  definite  evidence  of  injury 
to  the  heart,  with  findings  simulating  posterior 
wall  infarction  in  leads  2 and  3.  The  earliest 
and  most  persistent . abnormal  finding  was  an 
inverted  T 4 (Figs.  1A  through  D).  Specific 
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treatment  consisted  of  bed  rest  and  sedation. 
Electrocardiograms  taken  two  months  after 
discharge  showed  no  abnormality  (Fig.  IF). 
Questioning  of  the  patient  three  months  after 
the  accident  revealed  that  he  complained  of 
occasional  precordial  distress  upon  exertion  but 
had  no  objective  findings. 

Case  2. — A white  male,  aged  32,  was  ad- 
mitted November  22,  1938,  and  discharged 
December  7,  1938. 

History. — On  the  day  of  admission,  the  pa- 
tient’s car  collided  with  another  car  and  he  im- 
mediately experienced  excruciating  pain  over 
the  sternum.  On  admission  to  the  hospital,  he 
was  drowsy,  had  an  alcoholic  odor  to  the  breath, 
but  he  gave  no  history  of  vomiting.  During  the 
period  of  observation  he  was  unable  to  remember 
the  accident.  He  did  not  complain  of  headache 
or  dizziness.  He  did,  however,  complain  of 
severe  pain  over  the  sternum  at  the  level  of  the 
fourth  and  fifth  ribs,  which  was  worse  on  respira- 
tion. 

Physical  Examination. — The  patient  entered 
the  hospital  in  a semiconscious  state  but  soon 
regained  complete  consciousness.  He  responded 
to  all  questions  and  was  fairly  well  oriented. 
The  blood  pressure  at  the  time  of  admission  was 
120  mm./70  mm.  The  examination  was  nega- 
tive except  for  severe  pain  over  the  sternum 
with  contusion  of  the  same  area.  The  diagnosis 


at  that  time  was  craniocerebral  trauma,  con- 
tusion of  the  sternum,  possible  contusion  of  the 
heart,  and  possible  fracture  of  the  fourth,  fifth, 
and  sixth  left  ribs.  The  chest  pain  continued 
for  five  days.  Radiographic  examination  of  the 
chest  revealed  displacement  of  the  xiphoid  of 
the  sternum  but  there  was  no  evidence  of  frac- 
tured ribs.  Electrocardiograms  showed  definite 
changes  confirming  the  diagnosis  of  contusion 
of  the  heart.  The  temperature  was  normal 
except  for  the  first  three  days  when  it  was 
elevated  to  100  F.  The  treatment  consisted  of 
absolute  bed  rest  and  sedation. 

In  contradistinction  to  the  first  case,  this 
patient  revealed  no  cardiac  syndrome  which 
would  physically  indicate  heart  trauma.  Never- 
theless, the  contusion  of  the  chest  wall  definitely 
required  further  investigation  by  means  of  serial 
electrocardiograms.  A tracing  taken  the  day 
after  admission  (Fig.  2A)  showed  a depressed 
T 2,  an  inverted  T 3,  and  an  inverted  and  coved 
T 4.  This  is  undoubtedly  indicative  of  definite 
damage  to  the  heart  muscle.  A second  electro- 
cardiogram taken  five  days  later  (Fig.  2B) 
showed  a depressed  T 1 and  2.  The  T wave  in 
lead  3 changed  from  inversion  to  the  isoelectric 
level.  Inversion  and  coving  of  the  T wave  in 
lead  4 was  seen  to  be  less  marked.  The  final 
tracing  on  this  patient,  taken  December  5,  19‘38 
(Fig.  2C),  disclosed  a persistent  depression  of 
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T 1,  2,  and  3.  There  was  a lesser  degree  of 
inversion  of  T 4 than  in  the  previous  record. 
The  progression  of  changes  in  the  above  series 
of  electrocardiograms  indicate  definite  damage 
to  the  heart  muscle.  The  rapid  graphic  im- 
provement (ten  days),  seen  specifically  in  lead  4, 
probably  indicates  damage  of  traumatic  origin. 
We  were  unable  to  complete  this  series  of  elec- 
trocardiograms because  of  lack  of  cooperation 
on  the  part  of  the  patient. 

Comment 

These  2 cases  stress  the  value  of  electrocardio- 
grams in  establishing  a diagnosis  of  contusion  of 
the  heart  and  indicate  its  value  in  chest  injuries. 
In  Case  1 the  clinical  findings  of  the  contusion  of 
the  heart  were  substantiated  by  the  graphic 
findings.  In  Case  2 the  electrocardiogram  alone 
was  diagnostic.  We  feel  that  contusion  of  the 
heart  of  the  nonpenetrating  variety  will  become 
a much  more  frequent  diagnosis  if  routine  elec- 
trocardiograms are  taken  on  every  case  of  ex- 
ternal injury  to  the  chest.  It  is  our  practice  at 


Morrisania  City  Hospital  to  take  tracings  on  every 
patient  with  a history  of  injury  to  the  chest  wall 
in  order  to  aid  in  the  diagnosis  of  possible  cardiac 
trauma.  We  recommend  a careful  history  in 
every  automobile  accident  case  because  of  the 
possibility  of  heart  damage  due  to  chest-wall 
injury  (steering  wheel  accidents,  etc.). 

The  precordial  lead  was  of  definite  value  and 
was  the  earliest  and  most  constant  finding  on  the 
electrocardiogram  in  these  2 cases. 

Summary 

1.  The  electrocardiogram  is  of  aid  in  estab- 
lishing a diagnosis  of  contusion  of  the  heart  of 
the  nonpenetrating  variety,  particularly  when  a 
clear  clinical  picture  is  absent. 

2.  Every  case  of  injury  to  the  chest  should  be 
considered  in  the  light  of  a possible  contusion  of 
the  heart  until  proved  otherwise. 
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NEUROLOGIC  COMPLICATIONS  IN  HODGKIN’S  DISEASE 
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The  case  reported  in  this  communication  is 
one  of  Hodgkin’s  disease  complicated  by 
herpes  zoster  and  Raynaud’s  disease.  Neuro- 
logic complications  in  Hodgkin’s  disease  are 
comparatively  rare.  Two  distinct  neurologic 
conditions  are  so  unusual  that  it  seems  to  justify 
the  report  of  such  an  instance. 

Case  Report 

The  patient,  a 63-year-old  white  woman  who 
appeared  somewhat  older,  was  admitted  to  City 
Hospital,  Medical  Service  of  Dr.  W.  Laurence 
Whittemore,  on  May  22,  1939,  because  of  fever 
and  of  pain  in  the  fingers  and  toes. 

There  was  but  little  pertinent  information  in 
the  past  history.  Several  years  before,  after  her 
second  marriage,  she  had  been  ill,  the  exact 
nature  of  which  was  unknown.  In  1934  or  1935 
a simple  mastectomy  for  fibroadenoma  of  the 
right  breast  was  performed.  Roentgen  examina- 
tion of  the  chest  and  skeleton  before  operation 
was  negative;  histologic  examination  showed 
the  absence  of  cancer. 

The  present  illness  began  in  July,  1937,  with 
an  attack  of  herpes  zoster  of  the  left  chin,  arm, 
and  chest.  The  left  axillary  nodes  were  en- 
larged, the  mass  extending  down  to  the  breast. 
They  continued  to  increase  in  size,  seemed  to 
fluctuate,  and  then  regressed. 

During  August,  burning  on  urination  de- 
veloped. A large  vulvar  mass  was  discovered 
and  a 4 plus  glycosuria,  with  acetonuria  and  a 
blood  sugar  level  of  330  mg.  The  diabetes  was 
quickly  controlled  by  insulin  and  diet.  After  a 
few  injections,  further  insulin  therapy  was  re- 
fused. The  glycosuria  continued  for  about 
four  months. 

After  the  herpes  subsided,  the  skin  of  the 
hands  and  feet  became  very  sensitive.  She 
complained  of  a sensation  “as  if  the  fingers  were 
rough  and  had  sand  in  them,”  and  she  could  not 
perform  delicate  movements,  such  as  picking 
up  a needle.  Blanching  of  the  fingers  also 
occurred  and  apparently  there  developed  a 
hyperextension  of  the  distal  phalanges.  Later 
there  was  a hard  brawny  edema  with  a stocking 
and  glove  distribution,  stopping  sharply  at  the 
ankles  and  wrists.  The  edema  gradually  sub- 
sided and  disappeared  completely  by  late  March 
or  early  April,  1938. 

Following  the  herpes,  many  attacks  of  profuse 
night  sweats  and  acute  coryza  occurred.  The 
latter  appeared  allergic  in  character.  They  were 
abrupt  in  onset  and  termination,  and  were  ac- 
companied by  profuse  nasal  and  lacrimal  dis- 
charge. 

From  September,  1937,  to  April,  1938,  she  ran 
a fever  of  unknown  origin.  Tests  for  the  enteric 
infections  and  malta  fever  were  negative. 

During  November,  1937,  she  complained  of 
weakness,  began  to  lose  weight,  and  had  periods 
when  she  was  irrational,  incontinent,  and  would 
faint  after  getting  up. 


In  December,  she  was  admitted  to  Queens 
General  Hospital,  from  which  the  following  data 
were  obtained:  “The  patient  was  a short  elderly 
woman  complaining  of  coldness  of  the  extremi- 
ties and  apparently  in  fair  general  condition. 
The  greater  part  of  the  right  breast  had  been 
removed  by  simple  mastectomy;  the  transverse 
scar  was  well  healed;  there  was  no  evidence  of 
local  metastases.  In  the  right  axilla  were  three 
enlarged  firm  nodes  which  felt  like  metastases. 
The  right  supraclavicular  nodes  were  small  and 
hard ; the  left  axillary  were  enlarged,  fairly  fixed 
and  measured  5 by  5 cm.  There  was  one  node 
2 by  1 by  1 cm.  in  the  left  supraclavicular  fossa. 
The  left  breast  was  normal.  Scars  of  herpes 
were  present.  X-rays  of  the  chest  and  skeleton 
failed  to  reveal  any  evidence  of  metastases.” 


Fig.  1.  Photomicrograph  of  a digital  artery 
showing  the  marked  reduplication  of  the  in- 
ternal elastica  and  the  fine  elastic  network  of  the 
media.  (Low  power,  elastic  tissue  strain.) 

On  February  10,  1938,  she  was  admitted  to 
another  hospital  presenting  the  clinical  features 
suggestive  of  diabetic  coma.  Glycosuria,  how- 
ever, was  absent  and  the  blood  sugar,  N.P.N., 
and  creatinine  were  normal.  For  two  months 
she  had  suffered  from  orthopnea,  cough,  edema 
of  ankles,  hands,  and  forearms.  X-rays  of 
chest  and  colon  were  negative.  Under  codliver 
oil  and  yeast  she  improved  greatly;  by  Easter 
she  felt  much  better  than  she  had  for  several 
months.  She  was  discharged  on  April  10. 

On  May  22,  she  entered  City  Hospital.  The 
most  striking  feature  was  a symmetrical  dry 
gangrene  of  toes,  fingers,  elbows,  and  ears.  The 
cervical  nodes  were  discrete  and  hard.  The 
axillary  nodes  were  large  and  soft  and  felt  cystic. 
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Blood  pressure  was  154/78.  The  abdomen  was 
distended,  fluid  was  absent,  the  liver  was  en- 
larged, no  abnormal  masses  were  felt.  Urine 
1014,  trace  of  albumin,  few  pus  clumps.  Spinal 
fluid  was  normal.  X-rays  of  hands,  chest,  and 
skull  showed  osteoarthritis  of  interphalangeal 
joints,  marked  dorsal  scoliosis,  thickened  left 
pleura,  hyperostosis  of  inner  table  of  frontal 
bone  and  a calcified  mass  in  the  dura  of  the 
occipital  region.  Histology  of  a cervical  node 
showed  Hodgkin’s  disease. 

The  course  was  steadily  downward.  She  de- 
veloped swellings  beneath  the  angles  of  both 
jaws,  and  signs  of  pneumonia.  Death  occurred 
June  1.  Temperature  was  99  F.  to  101  F.,  later 
was  103  F.  to  105  F.;  pulse  in  relative  propor- 
tion; respirations,  30-50. 

Necropsy  (No.  5215)  was  performed  ten  hours 
later.  Only  the  pertinent  findings  are  abstracted. 

There  was  a generalized  lymph  adenopathy, 
the  thoracic  nodes  being  least  involved.  The 
largest  mass  was  in  the  right  lower  abdominal 
quadrant.  The  liver  and  spleen  were  enlarged. 
The  appendix  lay  retrocecally,  was  bound  down 
by  dense  adhesions,  the  tip  had  perforated  into 
the  cecum  and  there  was  a through-and- 
through  channel  from  the  orifice.  The  sub- 
maxillary glands  were  purulent.  The  fingers  of 


both  hands,  and  the  ears  had  a dry  gangrene. 
The  toes-were  slightly  cyanotic  and  not  gangren- 
ous. The  right  hand  and  forearm  were  edema- 
tous. A calcified  meningioma  was  in  the  posterior 
fossa.  The  spinal  cord  was  not  removed.  One 
digital  artery  examined  appeared  normal. 

Histology  revealed  Hodgkin’s  granuloma  of 
all  the  nodes,  heart,  liver,  spleen,  adrenals,  and 
pituitary  body.  The  bronchial  nodes  were  only 
slightly  affected.  The  meninges  had  a non- 
specific mild  granulomatous  reaction. 

The  left  common  carotid,  left  subclavian,  and 
right  innominate  arteries  had  a very  slight 
atheroma.  In  the  'digital  artery  the  lumen  was 
narrowed.  The  internal  elastica  showed  an 
extraordinary  reduplication  interspersed  with 
extremely  fine  elastic  fibers.  The  media  was 
greatly  thickened  and  the  muscle  bundles  sepa- 
rated by  fine  elastic  fibers.  The  adventitia  was 
normal.  The  digital  vein  and  nerve  were  some- 
what fibrous  and  without  inflammatory  reaction. 

Anatomic  diagnoses:  Hodgkin’s  disease  of 

lymph  nodes,  spleen,  liver,  adrenals,  heart,  and 
pituitary  body ; acute  bronchopneumonia ; acute 
suppurative  inflammation  of  submaxillary  glands ; 
remote  appendicitis  with  appendico-colic  fistula; 
meningioma  of  dura ; Raynaud’s  disease ; remote 
herpes  zoster. 


TULAREMIA  IN  NEW  YORK  STATE 

Frank  N.  Dealy,  M.D.,  and  Eliot  Duhan,  M.D.,  Jamaica,  New  York 


The  purpose  of  this  presentation  is  to  remind 
us  that  this  disease  can  occur  and  does  exist 
in  New  York  City.  It  further  stresses  the  need 
for  a careful  and  complete  history  in  the  recog- 
nition of  tularemia. 

Before  January  30,  1939,  no  cases  traced  to 
native  animals  were  reported  in  New  York 
State.  It  is  of  interest  to  note  that  a communi- 
cation received  on  October  7,  1939,  from  the 
New  York  State  Health  Department  Division  of 
Communicable  Diseases,  states:  “.  . . We  have 
encountered  two  instances  in  which  tularemia 
was  apparently  contracted  from  wild  animals  in 
upstate  New  York.  In  the  first  instance,  tu- 
laremia apparently  was  contracted  from  a rabbit, 
which  was  shot  in  the  town  of  Wolcott,  Wayne 
County.  In  the  second  instance,  tularemia  ap- 
parently was  contracted  from  the  bite  of  a 
muskrat.”  Francis  shows  that  up  to  1937  only 
4 cases  had  been  reported  from  the  New  England 
States.  No  case  has  ever  been  found  in  Ver- 
mont or  Connecticut.  The  3 cases  below  were 
contracted  from  rabbits  which  were  imported 
into  New  York  State.  Investigation  by  the 
United  States  Public  Health  Service  reported  an 
increase  of  tularemia  in  the  eastern  states. 

Case  Reports 

Case  1. — M.  J.,  colored  female,  32  years  old, 
was  first  seen  in  the  outpatient  department  of 
the  Queens  General  Hospital,  on  service  of  one 
of  us  (F.  N.  D.),  at  which  time  she  had  a swelling 


of  the  left  axillary  region  which  had  been  incised 
two  days  previously  in  the  emergency  room. 
Routine  dressings  were  applied  for  about  four 
weeks.  Sluggish  healing  prompted  a more  care- 
ful inquiry  into  the  history,  and  the  following 
facts  were  revealed : 

The  patient  had  dressed  a rabbit  and  at  the 
time  there  was  present  a small  cut  of  the  ter- 
minal phalanx  of  the  left  middle  finger.  About 
three  days  later  this  finger  became  swollen  and 
inflamed.  This  infection  was  associated  with 
“grippe”  (generalized  aches  and  pains,  chills, 
and  fever).  The  course  was  typical.  The  mass 
in  the  left  axilla  developed  eight  days  later.  At 
this  time  the  patient  went  to  the  emergency 
room  of  the  Queens  General  Hospital,  where  the 
mass  was  incised.  Three  weeks  later  nodules 
appeared  on  the  forearm  and  patient  was  hos- 
pitalized. All  remaining  history  was  irrelevant. 

On  admission  there  were  no  systemic  signs — 
temperature,  pulse,  and  respirations  were  normal. 
There  was  a small  healed  scar  over  the  terminal 
phalanx  of  the  middle  finger  on  the  upper  left 
extremity.  On  the  extensor  surface  of  the  left 
arm  there  were  small  nodules  about  one  centi- 
meter in  diameter.  They  were  freely  movable 
under  the  skin  and  were  not  tender.  Sub- 
cutaneous nodules,  simulating  sporotrichosis, 
have  been  noted  on  the  forearm  and  arms  in 
49  cases.  In  the  lower  anterior  portion  of  the 
left  axilla  there  was  a rounded,  irregular  punched- 
out  ulcer  about  one  and  a half  centimeters  in 
diameter.  It  was  discharging  yellowish  puru- 
lent material.  There  was  a hard  tender  mass 
higher  up  in  the  axilla.  Right  extremity  showed 
no  lesions. 

The  laboratory  findings  were  white  blood 
count  6,600;  polymorphonuclear  74  per  cent; 
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lymphocytes  26  per  cent ; urine  negative ; and  a 
positive  agglutination  in  serum  dilution  of  1: 
320  B.  tularense  was  obtained  from  the  Board  of 
Health.  Discharged  “cured”  January  27,  1936. 

Case  2 . — W.  K.,  a butcher  aged  54,  on  Decem- 
ber 30,  1936,  while  cleaning  a rabbit  at  home 
“stuck  himself  with  a broken  rabbit  bone.”  He 
applied  the  ordinary  antiseptic  precautions  im- 
mediately to  the  punctured  area. 

Except  for  rheumatic  fever  fourteen  years 
prior,  the  past  history  was  negative.  On  De- 
cember 31,  1936,  he  called  an  ambulance  because 
he  felt  very  sick.  He  had  a pain  in  the  affected 
arm  as  high  as  the  axilla.  The  initial  lesion  was 
on  the  right  thumb.  At  the  time  he  was  seen 
by  the  ambulance  surgeon  his  temperature  was 
105  F.  For  the  next  four  days  he  was  delirious. 
On  the  fifth  day  the  patient  personally  incised 
the  thumb  with  a pin  and  pus  was  expressed. 
He  was  seen  by  the  writer  who  removed  a piece 
of  rabbit  bone  from  the  thumb.  On  the  second 
day  following  the  injury  he  noticed  a large  lump 
in  his  axilla.  The  symptoms  of  high  tempera- 
ture, sweats,  and  a tender  adenopathy  in  the 
axilla  lasted  for  eight  days.  During  the  second 
week  of  the  illness  he  had  an  erythematous 
macular  rash  on  his  face  and  neck,  which  cleared 
up  spontaneously  in  a few  days. 

Serum  agglutination  for  B.  tularense  was  posi- 
tive in  dilution  of  1 : 640  during  the  third  week. 

When  the  patient  was  admitted  to  the  Queens 
General  Hospital  to  service  of  Dr.  Thomas  on 
January  28,  1937,  he  had  a normal  temperature 
and  was  not  acutely  ill,  but  his  axilla  was  incised 
and  yielded  a yellowish  purulent  material.  The 
wound  healed  spontaneously  in  two  months. 

Case  3. — A.  S.,  a butcher  aged  23,  on  January 
8,  1935,  while  cleaning  a wild  rabbit,  accidentally 
punctured  his  right  index  finger  with  a broken 
bone.  He  applied  iodine  and  a dry  dressing. 
On  January  11  he  became  ill,  and  complained  of 
malaise,  general  aching  pains  in  the  extremities 
with  fever  and  a slight  cough.  His  temperature 
was  103  F.  The  patient  was  treated  for  in- 
fluenza. On  January  24  he  complained  of  a 
painful  swelling  in  his  right  arm  pit.  He 
showed  a wound  on  his  right  index  finger  which 
was  ulcerating.  A tentative  diagnosis  of  tu- 
laremia was  made. 

On  January  25  his  blood  was  negative  for  B. 
tularense  agglutination.  On  February  1 a posi- 
tive dilution  titre  of  1:1,280  was  found,  showing 
that  though  agglutinins  were  slow  in  appearing 
they  reached  a very  significant  level. 

The  node  enlarged  to  about  two  and  a half 
inches  in  diameter  and  gave  evidence  of  ulcera- 
tion. By  February  24  many  nodes  had  ap- 
peared along  the  course  of  the  lymphatics  of  the 
forearm,  beginning  at  the  base  of  the  right  index 
finger,  and  the  patient  was  admitted  to  Mary 
Immaculate  Hospital  to  service  of  Dr.  Flessa. 

On  February  26  an  incision  and  drainage  was 
performed  upon  the  large  fluctuating  mass  in  the 
right  axilla,  and  watery  yellow  pus  was  found. 

The  patient  was  discharged  on  March  4,  1935, 
with  a drainage  wound  in  the  right  axilla. 

The  blood  examination  at  the  hospital  showed 
a negative  Wassermann  reaction,  a positive  agglu- 
tination reaction  for  B.  mellitensus — 1:320,  and 
a positive  reaction  for  B.  tularense — 1 :640.  The 


laboratory  findings  revealed  a negative  urine,  a 
complete  blood  count — red  blood  cells  3,670,000, 
hemoglobin  70  per  cent,  white  blood  corpuscles 
15,000,  lymphocytes  21  per  cent,  polymorpho- 
nuclear 78  per  cent,  and  monocytes  1 per  cent. 

Discussion 

The  3 cases  reported  above  illustrate  the 
ulceroglandular  type  of  tularemia,  the  most 
common  form.  The  other  forms  of  this  infec- 
tion will  not  be  discussed. 

The  usual  onset  is  sudden  and  manifested  by 
headaches,  vomiting,  chilliness,  aching  through 
the  body,  and  fever.  A few  cases  are  ambulant 
throughout.  In  most  cases  it  is  confused  with 
influenza.  The  primary  sore  at  the  site  of  in- 
fection develops  as  an  inflamed,  painful,  swollen 
papule  which  suppurates  leaving  a punched-out 
ulcer  about  one  centimeter  in  diameter.  This 
heals  and  is  replaced  by  scar  tissue.  Pain  in 
the  area  of  the  lymph  glands  regional  to  the 
point  of  infection  appears  within  two  or  three 
days  after  the  onset.  The  regional  lymph  nodes 
become  enlarged  and  reddened  and  occasionally 
remain  hard,  but  suppurate  in  the  majority  of 
cases.  The  other  clinical  forms  of  tularemia, 
namely  oculoglandular,  glandular,  and  typhoid 
are  less  frequent  in  occurrence. 

A diagnosis  is  established  by  a history  of  con- 
tact with  rodent  or  rabbit,  or  tick  bite  symptoms 
and  physical  findings.  An  intrader mal  test  may 
be  done  which  becomes  positive  on  the  fourth 
day.  This  test  is  as  yet  not  generally  used. 
Agglutination  by  the  patient’s  serum  is  positive 
after  the  tenth  day  and  the  highest  titer  of 
agglutination  is  reached  in  three  or  four  weeks. 
Guinea-pig  or  rabbit  inoculation  with  the  blood 
of  the  patient  or  seropus  from  the  ulcer  or  the 
regional  lymph  glands  results  in  from  four  to  ten 
days  in  a typical  ulcerative  and  suppurative 
adenopathy  in  the  animal. 

One  attack,  as  far  as  we  know,  confers  lifelong 
immunity. 

Suppurative  nodules  and  glands  should  be 
incised  and  drained  only  after  suppuration  is 
well  advanced. 

Serum  treatment  as  developed  by  Foshay  has 
been  used  with  good  results. 
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Medical  News 


County  News 


Albany  County 

The  annual  dinner  of  the  Medical  Society, 
County  of  Albany,  was  held  on  the  evening  of 
December  13  at  the  DeWitt  Clinton  Hotel.  The 
speaker  was  Prof.  Burges  Johnson,  professor  of 
English  at  Union  College  and  former  editor  of 
Judge  and  Harper's. 

Chemung  County 

A resolution  urging  that  the  two  existing  hos- 
pital laboratories  be  used  as  a county  laboratory 
and  that  a full-time  health  officer  be  placed  in 
charge  of  a county  health  unit  was  adopted 
unanimously  by  members  of  the  Chemung 
County  Medical  Society  at  a meeting  in  Arnot- 
Ogden  Hospital  on  November  21.. 

The  physicians  indicated  a tremendous  saving 
for  Elmira  and  Chemung  County  residents  should 
the  plan  be  adopted  over  a proposal  to  erect  a 
new  building  or  set  up  new  laboratories. 

Sixty-six  of  the  society’s  78  members  attended 
the  meeting  called  by  Dr.  Rene  Breguet,  presi- 
dent, to  hear  a report  from  a special  committee 
composed  of  Dr.  William  T.  Boland,  chairman  of 
the  medical  society  of  St.  Joseph’s  Hospital;  Dr. 
Arthur  W.  Booth,  chairman  of  the  Arnot-Ogden 
society,  and  Dr.  George  R.  Murphy,  president- 
elect of  Chemung  County  Medical  Society. 

The  committee  proposed  a county  medical  unit 
embracing  a full-time  county  health  officer  and  a 
complete  county  laboratory  with  services  open 
to  every  citizen  in  the  county  whether  a hospital 
patient  or  not.  The  laboratory  would  be  in  two 
parts,  utilizing  the  existing  hospital  laboratories 
with  slight  additions  to  each.  The  work  would 
be  divided  evenly. 

By  using  the  two  hospitals  and  the  existing 
setup  both  a great  saving  to  the  county  and  an 
extension  of  services  would  result,  the  physicians 
asserted. 

Deputy  town  health  officers  similar  to  the 
present  town  health  officers  would  be  under  the 
direction  of  the  one  head,  the  county  health 
officer,  and  their  work  more  thoroughly  unified. 
The  entire  work  of  public  health  would  thus  be 
correlated  between  the  city  and  the  towns. 

Clinton  County 

The  annual  meeting  of  the  Clinton  County 
Medical  Society  was  held  at  the  Witherill  Hotel, 
Plattsburg,  Tuesday,  November  21.  Dr.  Elmer 
Wessell  presided.  The  following  officers  were 
elected  for  1940:  president,  Dr.  A.  B.  de  Grand- 

pre;  vice-president,  Dr.  Eric  Pearson;  secretary, 
Dr.  Thomas  R.  Marvin;  treasurer,  Dr.  Kenneth 
Clough;  censors,  Dr.  T.  A.  Rogers,  Dr.  I.  A. 
Rowlson,  and  Dr.  Elmer  Wessell;  delegates,  Dr. 
Leo  Schiff,  Dr.  L.  G.  Barton,  Jr.,  alternate.  The 
business  meeting  was  followed  by  a dinner,  after 
which  Dr.  Lyman  G.  Barton,  Sr.,  delivered  an 
address  on  “Medical  and  Surgical  Practice  in  the 
1890’s.” 

Erie  County 

“The  medical  profession  has  no  right  to  con- 
sider the  question  of  state  medicine  only  in  terms 


of  its  personal  interests,”  said  Dr.  Terry  M. 
Townsend,  president  of  the  Medical  Society  of 
the  State  of  New  York,  speaking  before  the  Erie 
County  Medical  Society  on  November  20. 

“The  fate  of  the  patient  is  at  stake,”  said  Dr. 
Townsend.  “State  medicine  is  forced  medicine. 
You’ll  take  it  and  like  it.  It  is  the  doctor’s  dole, 
the  patient’s  subsidy.  The  patient  will  do  what 
he’s  told,  the  doctor  will  do  what  he’s  told.  And 
the  telling  will  be  done  by  an  office  holder  who 
wouldn’t  know  what  to  do  with  a patient  if  he 
had  one,  but  thinks  he  can  tell  the  specially 
trained  man  how  to  do  what  he  himself  cannot  do. 

“The  patient  will  give  up  the  freedom  of  choice 
of  physician  for  the  illusory  benefit  of  medical 
care  he  may  consider  to  be  of  questionable 
quality  because  he  did  not  have  to  pay  anything 
directly  to  get  it,  though  by  indirect  taxation  he 
will  pay  plenty  and  never  know  it.” 

Dr.  Townsend  urged  the  medical  profession  to 
take  the  public  into  their  confidence,  and  present 
their  views  fully.  “When  the  reasons  for  the 
doctor’s  opposition  to  state  medicine  are  fully 
known,”  said  Dr.  Townsend,  “the  public  will  be- 
come aroused  and  refuse  to  submit  to  interference 
with  a system  which  has  been  brought  to  a high 
state  of  perfection  by  years  of  effort  in  the  public 
interest.” 

In  the  course  of  committee  reports,  Dr.  Harvey 
P.  Hoffman  of  the  medical  indemnity  committee 
reported  that  the  state  insurance  department,  at 
an  Albany  conference,  had  approved  the  Western 
New  York  Plan,  Inc.,  sponsored  by  the  Erie 
County  Medical  Society,  as  sound.  Dr.  George 
R.  Critchlow  of  Buffalo  has  been  made  chairman 
of  a state  committee  of  physicians  to  advise  the 
insurance  department;  and  Morey  C.  Bartholo- 
mew, the  Erie  County  society’s  attorney,  has 
been  appointed  to  a legal  advisory  board. 

“Ours  is  not  only  the  first  plan  of  its  sort  to  be 
chartered  in  New  York  State,”  said  Dr.  Hoffman, 
“but  is  proving  a guiding  influence  throughout 
the  rest  of  the  state.” 

Approval  of  a case-finding  survey  by  means  of 
x-ray  examinations  of  the  Negro  population  of 
Buffalo  has  been  voted  by  the  Health  Board. 
The  Buffalo  Tuberculosis  Association  is  to  make 
the  survey  in  cooperation  with  the  Health  De- 
partment. 

At  the  same  time,  the  board  authorized  estab- 
lishment of  a free  clinic  for  tuberculosis  diagnosis 
in  the  J.  N.  Adam  Memorial  Hospital  in  Perrys- 
burg.  Visitors  to  the  hospital  who  request  the 
service  will  be  examined. 

Franklin  County 

Dr.  Wayne  Henning  of  Stony  Wold  Sanato- 
rium was  the  principal  speaker  at  the  regular 
meeting  of  the  Saranac  Lake  Medical  Society  on 
November  15  in  the  John  Black  room.  A large 
number  were  present.  In  addition  to  Dr. 
Henning,  several  members  of  his  staff  at  Stony 
Wold  spoke. 

Fulton  County 

The  November  meeting  of  the  Fulton  County 
Medical  Society  was  held  on  the  17th  at  the 
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Hotel  Johnstown  with  Dr.  John  A.  Shannon, 
presiding. 

A short  business  session  was  held  followed  by  a 
talk  by  Dr.  Joseph  S.  Lawrence,  executive  officer 
of  the  New  York  State  Medical  Society. 

Dr.  Lawrence  devoted  his  address  to  “Social- 
ized Medicine.”  He  emphasized  the  fact  that 
there  is  one  doctor  to  every  500  people  residing 
in  the  state,  also  one  hospital  bed  for  every  group 
of  259  residents.  Dr.  Lawrence  pointed  out  that 
throughout  the  entire  state,  there  isn’t  a person 
who  isn’t  living  within  one-half  hour’s  distance 
from  either  a physician  or  a hospital. 

Kings  County 

Life  insurance  was  the  topic  at  the  meeting  of 
the  Medical  Society  of  the  County  of  Kings  on 
November  21.  Addresses  were  delivered  as 
follows : 

“Savings  Bank  Life  Insurance  and  Doctors,” 
Cornelius  V.  Coleman,  Brooklyn. 

“Organized  Dollars  at  Your  Command:  Perti- 
nent Suggestions  for  Doctors  on  Making  the  Best 
Use  of  Their  Life  Insurance,”  Benjamin  Aik, 
C.L.U.,  Manhattan,  President,  The  Life  Under- 
writers’ Association  of  the  City  of  New  York. 

“Establishing  an  Economic  Program,”  J. 
Arthur  Buchanan,  M.D.,  Brooklyn,  Chairman, 
Economics  Committee,  Medical  Society  of  the 
County  of  Kings. 

The  tenth  clinical  meeting  of  the  Brooklyn 
Thoracic  Society  was  held  at  the  Kings  County 
Hospital  on  November  24.  Dr.  William  H. 
Field,  Dr.  Henry  Louria,  Dr.  Herbert  Maier,  and 
Dr.  Harry  Reibstein,  took  part  in  the  “Sym- 
posium on  Empyema.”  Discussion  was  opened 
by  Dr.  Edwin  J.  Grace. 

Madison  County 

At  the  133rd  annual  meeting  of  the  Madison 
County  Medical  Society,  in  Oneida,  Dr.  E.  T. 
Centerwall,  Morrisville,  was  elected  president. 
He  succeeds  Dr.  Ernest  Freshman,  Oneida,  who 
was  named  delegate  to  the  State  Medical  Society 
meeting  next  May. 

Other  officers  are:  Dr.  Howard  Beach, 

Oneida,  vice-president;  Dr.  Lee  S.  Preston, 
Oneida,  re-elected  secretary;  and  Dr.  Paul  Fer- 
rara, Canastota,  treasurer.  The  board  of  censors 
includes  Dr.  E.  H.  Carpenter,  Dr.  Otto  Pfaff, 
Oneida,  and  Dr.  O.  S.  Langworthy,  Hamilton. 

The  program  consisted  of  election  of  officers 
followed  by  papers,  as  listed : 

“The  Medical  Care  of  County  Welfare  Pa- 
tients,” by  Lee  C.  Dowling,  Deputy  Commis- 
sioner, New  York  State  Welfare  Department, 
Albany. 

President’s  address,  “Albuminuria  in  Chil- 
ren,”  Dr.  Ernest  Freshman.  “Peripheral  Vascu- 
lar Disease,”  Dr.  Arthur  N.  Curtiss,  Syracuse. 
Illustrated  by  slides. 

“Pneumonia — Diagnosis  and  Treatment,”  Dr. 
Henry  V.  Hyde,  Syracuse. 

Onondaga  County 

The  Syracuse  Academy  of  Medicine  had  as  the 
features  of  its  meeting  at  the  University  Club  on 
December  19,  three  case  reports:  “Report  of  a 

Case  of  Trachoma”  by  Dr.  James  F.  Cahill,  “A 
Case  of  Complete  Placenta  Praevia”  by  Dr.  C. 
W.  Kenney,  and  “The  Use  of  Vitamin  K in 
Jaundice”  by  Dr.  Geo.  S.  Reed. 


At  the  meeting  of  the  Obstetric  Society  of  the 
Syracuse  hospitals,  held  Tuesday,  November  14, 
at  the  College  of  Medicine,  the  following  resolu- 
tion was  passed : 

Whereas,  it  has  been  found  that  maternal 
deaths  as  a result  of  criminal  abortion  are  a con- 
stant factor  in  maintaining  the  present  high  ma- 
ternal mortality  rate, 

Be  It  Resolved,  that  the  members  of  the  Obstet- 
ric Society  of  the  Syracuse  hospitals  investigate 
each  case  of  criminal  abortion  which  comes  to 
their  attention  and  report  to  the  District  Attor- 
ney the  evidence  and  names  of  each  person  or 
persons  involved,  and  cooperate  to  the  fullest 
extent  in  the  legal  prosecution  of  those  concerned. 

Orange  County 

The  annual  meeting  of  the  Orange  County 
Health  Association  was  held  at  the  Storm  King 
Arms,  Cornwall-on-Hudson,  on  November  8, 
when  Dr.  Roswell  L.  Schmitt  of  Middletown  was 
elected  president.  He  succeeds  the  Rev.  Dr. 
Forest  P.  Hunter,  also  of  Middletown,  who  has 
headed  the  association  for  many  years. 

Queens  County 

In  the  largest  turnout  in  the  history  of  the 
Queens  County  Medical  Society,  Dr.  Thomas 
d’ Angelo,  of  Jackson  Heights,  was  chosen  presi- 
dent-elect over  Dr.  Jacob  Werne  of  Jamaica,  on 
November  28.  Other  officers  elected  were: 
secretary,  Dr.  Chester  L.  Davidson;  assistant 
secretary,  Dr.  Abraham  Braunstein;  treasurer, 
Dr.  Bernard  Davidoff;  assistant  treasurer,  Dr. 
Samuel  M.  Klein;  historian,  Dr.  W.  Guernsey 
Frey;  directing  librarian,  Dr.  William  Benenson; 
assistant  directing  librarian,  Dr.  Elmer  Kleefield ; 
delegates,  Drs.  James  R.  Reuling  and  Joseph 
Wrana;  alternates,  Drs.  Thomas  d’Angelo, 
James  Dobbins,  and  Jacob  Werne;  trustees, 
Drs.  Henry  C.  Eichacker,  Frank  R.  Mazzola, 
Goodwin  Distler,  and  Joseph  Wrana. 

The  censors  are  Dr.  Joseph  Lanza,  first  dis- 
trict; Dr.  John  Keating,  second  district;  and  Dr. 
David  Lothringer,  sixth  district.  Dr.  Amedo 
DePoto  was  elected  censor-at-large. 

New  York  County 

The  134th  annual  meeting  of  the  Medical 
Society  of  the  County  of  New  York  was  held  at 
the  New  York  Academy  of  Medicine  on  Novem- 
ber 27.  These  officers  were  elected  for  the  ensuing 
year: 

President-elect,  Alfred  M.  Heilman;  first  vice- 
president,  Maximilian  A.  Ramirez;  second  vice- 
president,  Vincenzo  Fanoni;  secretary,  B.  Wal- 
lace Hamilton;  assistant  secretary,  William  L. 
Wheeler,  Jr.;  treasurer,  Kirby  Dwight;  assistant 
treasurer,  Howard  Patterson;  Censors  (for  three 
years),  Conrad  Berens,  Francis  N.  Kimball;  (for 
two  years)  Samuel  B.  Burk;  chairman,  Commit- 
tee on  Legislation,  Arthur  M.  Master;  chairman, 
Committee  on  Public  Relations,  Ernst  P.  Boas; 
chairman,  Committee  on  Medical  Economics, 
Bernard  S.  Denzer;  chairman.  Committee  on 
Membership,  Alfred  G.  Forman;  trustee  (for 
five  years),  Howard  Fox. 

Delegates  to  the  Medical  Society  of  the  State 
of  New  York  (for  two  years) : Waiter  P.  Ander- 

ton,  George  Baehr,  Emily  D.  Barringer,  Edward 
K.  Barsky,  Vincenzo  Fanoni,  Howard  Fox,  Ben- 
jamin Jablons,  Samuel  M.  Kaufman,  Moses 
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Keschner,  W.  Bayard  Long,  Maximilian  A. 
Ramirez,  Nathan  Ratnoff,  Henry  B.  Richardson. 

The  New  York  Physicians  Art  Club  held  its 
annual  dinner  and  meeting  on  November  16  at 
the  Hotel  Gramercy  Park.  Dr.  W.  Morgan 
Hartshorn,  newly  elected  president,  took  office, 
succeeding  Dr.  Stan  Bauch.  Plans  were  dis- 
cussed for  holding  the  club’s  annual  art  exhibi- 
tion hare  next  Spring,  jointly  with  the  American 
Physicians  Art  Association. 

Dr.  John  Rogers,  seventy- three,  surgeon  and 
pioneer  in  the  surgical  and  medical  treatment  of 
diseases  of  the  thyroid  gland,  died  on  November 
19  after  an  illness  of  several  months  at  his  home, 
164  E.  72nd  St.  He  was  professor  of  clinical 
surgery  at  Cornell  University  Medical  College 
and  secretary  of  the  faculty  until  he  retired  a few 
years  ago.  He  joined  the  faculty  in  1898. 

Schenectady  County 

At  the  annual  meeting  of  the  Schenectady 
County  Medical  Society  on  December  7,  held  at 
the  Mohawk  Golf  Club  in  Schenectady,  the 
following  officers  were  elected  for  the  year  1940: 
president,  Dr.  F.  Leslie  Sullivan;  vice-president, 
Dr.  E.  MacD.  Stanton;  secretary,  Dr.  Joseph  H. 
Naumoff;  treasurer,  Dr.  Charles  E.  Wiedenman; 
board  of  censors,  Drs.  Arnaldo  A.  Samorini, 
Glen  Smith,  William  F.  Nealon;  delegate  to  the 
State  Society,  Dr.  William  C.  Treder;  alternate. 
Dr.  Joseph  H.  Cornell;  delegate  to  the  Fourth 
District  Branch,  Dr.  Charles  Rourke;  alternate, 
Dr.  I.  Shapiro. 

Monroe  County 

Sponsored  by  the  Monroe  County  Medical 
Society,  the  Rochester  Academy  of  Medicine  and 
the  University  of  Rochester  School  of  Medicine, 
a public  meeting  on  health  education  was  held  on 
November  26  at  the  Academy  of  Medicine. 

Dr.  Charles  Gordon  Heyd  of  New  York  City, 
former  president  of  the  American  Medical 
Association,  spoke  on  "The  Romance  of  Modern 
Surgery.”  Also  on  the  program  was  the  premier 
showing  of  a new  sound  movie,  "Man  against  the 
World.”  The  picture  told  the  story  of  surgery’s 
inception  in  1852  with  the  first  major  abdominal 
operation. 

Montgomery  County 

Dr.  William  R.  Pierce,  one  of  the  oldest  prac- 
titioners in  Amsterdam,  died  at  his  home  there, 
on  November  2.  He  was  secretary  of  the  Mont- 
gomery County  Medical  Society. 

Nassau  County 

At  the  meeting  of  the  Nassau  County  Medical 
Society  on  November  28,  the  speaker  was  Henry 
Claris  Sweany,  M.D.,  Medical  Director  of  Re- 
search, Chicago  Municipal  Tuberculosis  Sana- 
torium, and  the  topic:  "What  the  Doctor 

Should  Know  about  Tuberculosis.”  A modern 
version  of  an  old  story. 

St.  Lawrence  County 

Annual  election  of  officers  and  meeting  of  the 
St.  Lawrence  County  Medical  Society  was  held 
on  November  2 at  the  Arlington  Inn  at  Potsdam 
with  over  fifty  present.  The  principal  speaker 
was  Dr.  John  Free,  Ogdensburg,  who  gave  an 
illustrated  lecture  on  chest  surgery. 


Dr.  David  M.  Mills,  Gouverneur,  was  named 
president  of  the  society  to  succeed  Dr.  Jay  E. 
Meeker,  Ogdensburg.  Other  officers  are  Dr.  U. 
R.  Plante,  Massena,  vice-president;  Dr.  Robert 
J.  Reynolds,  Potsdam,  secretary;  Dr.  S.  W.  Close, 
Gouverneur,  secretary  emeritus;  Dr.  Lloyd  T. 
McNulty,  Potsdam,  treasurer;  Dr.  P.  G.  Tad- 
diken,  Ogdensburg;  Dr.  C.  F.  Prairie,  Massena, 
and  Dr.  M.  J.  Stearns,  Ogdensburg,  censors. 
Delegate  to  the  house  of  delegates  for  1940-1941 
is  Dr.  W.  H.  Mulholland,  Heuvelton,  and  Dr.  S. 
W.  Sayer,  Gouverneur,  alternate.  Dr.  Free  is 
delegate  to  the  district  branch  and  Dr.  Prairie, 
Massena,  alternate. 

Suffolk  County 

Dr.  William  H.  Ross  was  guest  of  honor  at  a 
dinner  given  by  the  Suffolk  County  Medical 
Society  on  Saturday  evening,  November  25,  at 
Smithtown  in  recognition  of  his  fifty  years  in  the 
practice  of  medicine. 

Richly  deserved  tributes  were  paid  Dr.  Ross 
by  Dr.  Terry  Townsend,  president,  and  Dr.  Peter 
Irving,  secretary  and  manager  of  the  New  York 
State  Medical  Society ; Dr.  Alec  Thomson,  secre- 
tary of  the  Kings  County  Medical  Society;  Dr. 
Frank  Overton  of  the  New  Jersey  State  Medical 
Journal;  Dr.  Arthur  D.  Jaques  of  Lynbrook, 
president  of  the  Associated  Physicians  of  Long 
Island,  and  Dr.  Willetts  Gardner,  president  of  the 
Suffolk  County  Medical  Society. 

"His  fame,”  said  Dr.  Townsend,  "is  richly  de- 
served— the  fame  of  well-doing.” 

Dr.  Gardner  enumerated  the  various  offices 
held  by  Dr.  Ross : 

President:  Medical  Society,  State  of  New 

York,  Associated  Physicians  of  Long  Island, 
Suffolk  County  Medical  Society,  N.  Y.  Associa- 
tion of  Superintendents  and  Managers  of  Tu- 
berculosis Sanatoria,  Suffolk  County  Tubercu- 
losis and  Public  Health  Association,  Southside 
Clinical  Society,  Board  of  Managers,  Suffolk 
Sanatorium. 

Trustee : Medical  Society,  State  of  New  Y ork. 

Chairman:  Suffolk  County  Board  of  Health, 

Suffolk  County  Mosquito  Commission,  Medical 
Board,  Southside  Hospital. 

Dr.  Gardner  then  introduced  the  next  speaker, 
Dr.  Peter  Irving.  Dr.  Irving  said,  in  part, 

“Across  fifty  years  has  marched  a sturdy 

soldier  of  the  army  of  private  practitioners, 

I want  to  congratulate  the  Society  for  having  the 
interest  of  such  a man.”  Said  Dr.  Irving:  "I 

wonder  how,  in  addition  to  all  the  public  offices 
he  has  held,  he  could  find  time  to  be  a private 
practitioner.  Dr.  Ross  has  done  his  work  well.” 

The  134th  Annual  Meeting  of  the  Suffolk 
County  Medical  Society  was  held  at  the  Hunting- 
ton  Crescent  Club,  Wednesday,  November  1. 
The  following  officers  were  elected:  president, 

John  Sengstack,  Huntington;  first  vice-presi- 
dent, George  Bergmann,  Mattituck;  second  vice- 
president,  David  Corcoran,  Central  Islip;  secre- 
tary, Edwin  P.  Kolb,  Holtsville;  treasurer, 
Grover  A.  Silliman,  Sayville;  censors,  Paul 
Nugent,  Leon  Barber,  Louis  Garben,  George 
Thompson,  and  Cyril  Drysdale;  delegates  to 
State  Society,  John  Sengstack  and  Coburn 
Campbell;  delegates  to  2nd  District  Branch, 
David  MacDonnell  and  Earl  McCoy. 

At  the  scientific  session,  valuable  information 
on  the  Workmen’s  Compensation  Law  was  given 
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by  Dr.  David  Kaliski,  of  the  State  Society,  and 
Dr.  S.  G.  Feuer,  Representative  of  the  Insurance 
Carriers  on  the  Arbitration  Board. 

Warren  County 

Early  diagnosis  and  active  intelligent  treat- 
ment of  cancer  is  the  best  treatment  and  one  that 
gives  the  greatest  results,  Dr.  Charles  F.  Ges- 
chickter  of  Baltimore,  Md.,  declared  in  an  ad- 
dress before  the  Glens  Falls  Academy  of  Medicine 
on  November  24  at  the  Crandall  Library.  Dr. 


Geschickter’s  subject  was  “Malignancies  of  the 
Breast.” 

Dr.  Stanton,  of  Schenectady,  opened  the  dis- 
cussion by  presenting  a series  of  cases  which  he 
followed  from  1907  to  1926,  from  the  time  of 
operation  for  cancer  and  through  death.  Other 
physicians  who  discussed  Dr.  Geschickter’s  com- 
ments were  Dr.  Cummings  of  Ticonderoga;  Dr. 
Irving  R.  Juster,  Dr.  A.  W.  Chapman,  Dr.  E.  B. 
Probasco,  Dr.  Morris  Maslon  of  Glens  Falls,  and 
Dr.  Felix  Schrenck  of  Chestertown. 


Deaths  of  New  York  State  Physicians 


Name 

Age 

Medical  School 

Date  of  Death 

Residence 

Soma  Baum 

69 

N.  Y.  Univ. 

December  7 

Manhattan 

Morell  B.  Beals 

69 

N.  Y.  Horn. 

December  5 

Manhattan 

Charles  A.  Brownell 

68 

Niagara 

November  25 

West  Falls 

Henry  0.  Clauss 

68 

Bell. 

December  2 

Manhattan 

Erwin  R.  Eaton 

85 

N.  Y.  Horn. 

November  21 

Crown  Point 

Edmund  W.  Fisher 

44 

Cornell 

November  29 

Brooklyn 

George  Flamm 

45 

L.  I.  C.  Hosp. 

November  27 

Brooklyn 

Emil  F.  Kramer 

42 

Fordham 

December  1 

Yonkers 

John  B.  Lynch 

78 

N.  Y.  Univ. 

December  2 

Manhattan 

Frank  H.  Robinson,  Jr. 

28 

Duke  Univ. 

November  22 

Jamestown 

Abraham  S.  Shatz 

33 

N.  Y.  Horn. 

November  6 

Bronx 

Walker  Washington 

79 

Bell. 

December  10 

Totten  ville 

John  A.  Wilson 

52 

P.  & S.  N.  Y. 

September  5 

Manhattan 

THE  DOCTOR’S  WIFE 

A few  weeks  ago  Dr.  Rock  Sleyster,  president 
of  the  A.M.A.,  addressed  the  Woman’s  Auxiliary 
of  the  Wisconsin  State  Medical  Association, 
meeting  in  Milwaukee,  on  this  interesting  sub- 
ject. He  said  in  part : 

“After  an  experience  of  some  thirty-six  years 
as  the  husband  of  a doctor’s  wife  I am  apprecia- 
tive of  the  fact  that  no  single  influence  helps  to 
develop  and  mold  the  doctor  as  does  his  nearest 
partner  in  the  business  and  adventure  of  life. 
The  development  of  character,  of  personality,  of 
standards,  of  ideals,  of  humanness  depends  upon 
her  influence  as  upon  no  other.  And  his  success 
and  influence  in  his  community  depend  upon 
these  qualities  as  much  as  upon  his  scientific  at- 
tainments. 

“Nothing — and  I say  this  without  the  slightest 
mental  reservation — nothing  is  as  important  in 
shaping  the  doctor’s  career  as  are  his  wife  and 
his  home.  The  doctor’s  wife  must  share  his 
idealism,  appreciate  a standard  of  values  held  by 
no  other  group,  and  give  to  him  an  understanding 
required  of  few.  Being  a doctor’s  wife  is  both  an 
art  and  a career. 

“There  are  many  temptations  in  his  profes- 
sional career  which  must  be  met.  There  is  with 
need  at  times  the  temptation  to  commercialism. 
With  fatigue,  there  is  the  urge  for  relaxation  and 
amusement,  at  the  expense  of  necessary  reading 
and  study  that  he  may  bring  all  that  is  new  to 


the  bedside  of  the  sick.  There  is  the  temptation 
to  be  truant  to  the  meetings  of  his  medical  or- 
ganizations for  these  same  reasons.  There  is 
the  urge  to  retaliate  and  strike  back  at  fancied 
or  actual  wrongs  at  the  hands  of  his  col- 
leagues. 

There  is  the  opportunity  to  advance  at  the  ex- 
pense of  others  by  unfair  advantage.  In  all  of 
these,  and  in  many  other  circumstances,  the 
temptation  will  be  as  great  to  his  wife  as  to  the 
doctor.  She  will  want  material  rewards,  more 
rest  for  him,  more  of  his  time  and  companion- 
ship— even  more  than  he — and  her  whole  inclina- 
tion will  be  to  fight  fiercely  in  his  defense.  But 
this  cannot  be;  hers  must  be  the  influence  to 
keep  his  aim  at  the  stars ; his  purpose  unchanged ; 
his  ideals  in  no  way  lowered,  and  his  character 
outstanding  and  above  reproach. 

“But  when  the  autumn  days  are  here,  and  the 
task  must  be  lightened,  you  will  be  standing 
with  him  in  the  twilight,  as  he  passes  on  to 
younger  hands  the  glory  of  a professional  career 
above  reproach,  a career  perhaps  without  ma- 
terial reward  but  a career  good  and  clean  and 
true  to  all  the  teachings  of  a great  physician  who 
came  to  us  from  Galilee.  And  as  you  stand  hand 
in  hand  and  look  back  over  the  years,  there  will 
be  the  joy  and  satisfaction  of  hearing  him  say — 
‘You  were  my  partner — it  was  possible  only  be- 
cause of  you.’  ” 


Medicolegal 

Lorenz  J.  Brosnan,  Esq. 

Counsel,  Medical  Society  of  the  State  of  New  York 


Two  Interesting  Wills 

The  article  of  the  Penal  Law  of  the  State  of 
New  York  entitled  “Sepulture”  has  for  many 
years  provided  that  an  individual  has  the  right  to 
direct  the  manner  in  which  his  body  shall  be  dis- 
posed of  after  death.  Recently  two  proceedings 
dealing  with  the  interpretation  of  that  principle 
have  been  brought  before  the  surrogates  of 
different  counties  in  New  York  City,  and  the 
manner  in  which  those  courts  dealt  with  the 
problems  presented  is  of  interest. 

In  the  first  case,*  the  petitioner  sought  to  have 
admitted  to  probate  documents  purporting  to  be 
a will  and  codicil  which  had  been  executed  with 
the  usual  technical  formalities  by  one  M.  J.  as 
testatrix.  The  material  provisions  were  to  the 
effect  that  the  testatrix  “being  of  sound  mind  and 
in  full  possession  of  my  senses  and  for  no  thought 
of  remuneration  but  purely  out  of  the  largeness 
of  my  heart  and  a keen  desire  to  help,  if  possible, 
the  cause  of  science,  do  hereby  bequeath  my  body 
for  the  purposes  of  medical  research.  Such  re- 
search is  to  be  conducted  under  the  direction, 
either  jointly  or  singly  of  J.  A.  C. — M.D.,  and 
H.  A. — M.D.,  at  present  both  of  the  City  of  New 
York  and  the  Harkness  Pavilion.  It  is  my  wish 
that  my  body  be  cremated  in  the  simplest  form 
and  without  grass.” 

The  court  in  the  case  reviewed  numerous  older 
authorities  and  concluded  that  the  papers  in 
question  should  be  admitted  to  probate  as  the 
will  of  M.  J. 

The  surrogate  stated  in  his  opinion  as  a pre- 
liminary proposition: 

“Probate  courts  do  not  exclude  from  an  ad- 
mitted instrument  matter  which  is  itself  not  dis- 
positive provided  the  instrument  otherwise  con- 
tains dispositive  provisions  or  provides  for  the 
appointment  of  an  executor.  The  views  of 
testators  on  mundane  and  celestial  affairs  (so 
long  as  not  libelous  or  scandalous)  are  ordinarily 
recorded  as  part  of  the  testamentary  instrument. 
The  courts  decline,  however,  to  probate  instru- 
ments which  contain  neither  dispositive  provi- 
sions nor  executorial  appointment.  The  ques- 
tion presented  by  this  petition  and  by  the  tender 
of  the  instruments  now  before  the  court  is 
whether  a paper  purporting  to  dispose  of  a dead 
body  only  is  a testamentary  instrument  and 
hence  entitled  to  probate.” 

The  question  of  the  right  to  make  directions  as 
to  the  disposition  of  one’s  body  by  will  was  dis- 
cussed in  part  as  follows : 

“There  was  an  outpouring  in  the  nineteenth 
century  of  court  decisions  on  the  question  of 
whether  there  is  any  property  in  a corpse.  This 
was  the  outcome  mainly  of  three  distinct  and 
unrelated  causes.  As  a result  of  loosened  family 
ties  it  sometimes  happened  that  a man’s  widow 


* Matter  of  Johnson.  169  Misc.  215. 


and  ‘next  of  kin’  contested  for  the  control  of  the 
deceased’s  body  for  purposes  of  burial.  The 
courts  were  obliged  to  consider  whether  there  are 
rights  in  or  to  a corpse  and  whether  a corpse  is  in 
any  sense  property.  The  rise  of  medical  schools, 
the  increase  in  the  number  of  doctors  and  the 
recognition  in  medical  circles  of  the  need  for 
knowledge  of  the  human  body  based  on  the  art  of 
dissection  resulted  in  unauthorized  autopsies,  and 
body-snatching  from  graveyards.  (Parentheti- 
cally it  may  be  noted  that  this  factor  in  one  cele- 
brated instance  occasioned  the  development  of  a 
business  in  homicide  carried  on  by  two  enterpris- 
ing murderers  named  Burke  and  Hare  who,  obey- 
ing the  law  of  supply  and  demand,  provided  eager 
doctors  with  what  they  greatly  needed  but  could 
not  legally  obtain  in  sufficient  quantity.  It  was 
thus  that  the  verb  ‘to  burke’ — ‘meaning  to  kill  by 
suffocation’ — entered  our  language.)  Unauthor- 
ized dissections  of  dead  bodies  resulted  in  suits 
for  damages  by  aggrieved  next  of  kin  and  the 
courts  were  obliged  to  determine  whether  there 
was  property  in  a dead  body.  Lastly,  interment 
ceased  gradually  to  be  the  universal  method  for 
disposing  of  the  dead.  When  testators  directed 
cremation  of  their  remains  some  of  their  next  of 
kin,  out  of  religious  or  other  considerations,  chal- 
lenged the  right  in  the  deceased  to  direct  that 
such  disposition  should  be  made  of  his  corpse. 

“For  these  reasons  a considerable  body  of  case 
law  developed.  The  majority  of  the  courts 
plainly  held  that  a testator  might  use  his  will  to 
give  binding  directions  respecting  the  disposition 
of  his  remains.” 

In  conclusion  the  court  stated: 

“Historically  she  has  performed  an  act  of 
testamentation  giving  directions  respecting  her 
bo'dy.  Since  the  directions  contravene  no 
statute  and  are  consistent  with  the  proprieties 
there  is  no  reason  why  the  directions  may  not  be 
given  effect.  Specifically  there  is  no  reason  why 
the  instrument  may  not  be  probated  as  a means 
of  giving  effect  to  her  wishes.” 

The  situation  presented  in  the  second  proceed- 
ing was  somewhat  different,  f The  decedent  had 
died  leaving  a will  and  two  codicils  which  were 
duly  admitted  to  probate.  They  provided  in 
addition  to  directing  the  manner  of  disposing  of 
her  possessions  that  the  sum  of  $1,200  should  be 
expended  for  the  purpose  of  transporting  her 
body  to  Palestine,  and  for  burial  there.  It  seems 
that  at  the  time  of  her  death  the  children,  being  in 
ignorance  of  these  directions,  had  caused  her 
interment  in  a cemetery  in  this  state,  spending 
for  the  purpose  about  $200. 

Upon  an  accounting  proceeding,  the  distribu- 
tees of  the  estate  unanimously  sought  the  ap- 
proval of  the  surrogate  to  leaving  her  remains  un- 
disturbed. Certain  affidavits  were  submitted, 
two  of  which  were  by  rabbis  (the  deceased  being 


t Matter  of  Scheck.  172  Misc.  236. 


69 


70 


MEDICOLEGAL 


[N.  Y.  State  J.  M. 


of  the  Jewish  faith)  to  the  effect  that  to  disinter 
the  body  and  remove  it  to  Palestine  would  be 
contrary  to  Jewish  tenets  and  Hebrew  laws. 
The  affidavits  of  certain  members  of  the  family 
tended  to  prove  that  at  the  time  the  testamentary 
instruments  were  drawn  the  decedent  was  living 
in  Palestine  and  making  payments  on  a burial 
plot  in  that  country.  It  was  shown  that  she 
subsequently  left  Palestine,  returned  to  this 
country,  discontinued  the  said  payments,  and 
instead  started  payments  on  the  burial  plot  in 
which  her  remains  were  actually  placed.  She 
was  said  by  those  relatives  to  have  before  her 
death  expressed  wishes  to  be  buried  in  the  latter 
plot. 

The  surrogate  in  this  case,  while  recognizing 
the  right  of  an  individual  to  dispose  of  his  body 
by  will,  determined  that  since  such  a testamen- 
tary provision  is  not  a disposition  of  actual 
“property”  it  could  be  refuted  in  a proper  case 
by  outside  proof  in  a manner  in  which  testamen- 
tary provisions  concerning  the  disposition  of 
monies,  for  instance,  could  not  be  refuted. 

In  so  deciding  the  surrogate  said  in  part  in  his 
opinion : 

“ a direction  in  a will  respecting  disposal  of 

the  body  of  the  testator  is  not  testamentary  in 
character  to  a degree  which  would  require  revoca- 
tion of  the  direction  to  be  accomplished  in  the 
manner  prescribed  in  section  34  of  the  Decedent 
Estate  Law.  As  noted,  a dead  body  is  not  prop- 
erly viewable  as  property  or  assets,  and  since 
time  immemorial  it  has  been  the  settled  law  in  all 
common-law  jurisdictions  that  a will  is  ‘the 
affirmative  expression  of  intent  of  the  testator 
respecting  the  administration  and  disposition  of 
his  material  possessions  upon  his  death.’  ” 

The  surrogate  stated  that  a direction  concern- 
ing disposition  of  the  body  of  a deceased  person 
“is  not  testamentary  in  character  and  is  not  in 
any  particular,  either  as  to  initial  insertion,  or 
subsequent  revocation,  to  be  governed  by  the 
ordinary  rules  relating  to  strictly  testamentary 

directions An  inevitable  sequence  of  this 

conception  is  the  right  of  a particular  decedent, 
from  time  to  time  in  his  discretion,  to  vary  the 
directions  respecting  disposal  of  his  remains,  with 
the  result  that  the  inquiry  of  the  court  must  be 
directed  to  the  ascertainment  of  the  latest  expres- 
sion of  wish  by  the  testator  on  the  subject.” 


Retained  Secundines 

A woman  thirty  years  of  age,  having  previously 
been  delivered  of  one  child,  consulted  an 
obstetrician  in  her  eighth  month  of  pregnancy 
and  made  arrangements  for  him  to  care  for  her 
confinement  and  delivery.  Examination  showed 
the  condition  of  the  patient  to  be  in  all  respects 
normal  and  upon  subsequent  examination,  three 
or  four  weeks  later,  her  condition  again  was  satis- 
factory. 

The  next  time  the  doctor  saw  the  patient  a 
vaginal  examination  showed  that  the  patient 
was  two  fingers  dilated  and  that  the  head  was 
engaged.  The  patient  was  not  in  labor.  After 
further  examination  the  physician  concluded  that 
the  woman  had  a uterine  inertia  and  that  induc- 
tion was  needed  to  start  labor. 

The  patient  was  hospitalized  and  the  first 
stage  of  labor  began  the  following  day,  lasting 
about  five  hours.  Shortly  thereafter  the  physi- 
cian determined  that  a forceps  delivery  was  indi- 
cated and  performed  an  episiotomy  and  with  low 
forceps  delivered  a normal  female  child.  The 
placenta  was  expelled  and  upon  examination  both 
by  the  doctor  and  by  the  assisting  nurse  it  ap- 
peared to  be  intact.  After  delivery  the  patient 
ran  a normal  course  and  left  the  hospital  in 
eleven  days. 

It  seems  that  about  a week  following  the  return 
of  the  patient  to  her  home,  she  called  another 
physician  who  found  her  suffering  from  vaginal 
bleeding,  which  developed  into  a profuse  hemor- 
rhage. Said  physician  took  the  woman  to  a 
hospital  where  a diagnosis  of  retained  secundines 
was  made  and  a dilatation  and  curettage  was 
done,  removing  some  pieces  of  placental  tissue. 
A blood  transfusion  was  administered.  Follow- 
ing this  the  patient  promptly  regained  her  health. 

A malpractice  action  was  instituted  on  behalf 
of  the  patient  charging  that  the  defendant  doctor 
had  so  negligently  conducted  himself  in  deliver- 
ing the  plaintiff  that  he  improperly  caused  cer- 
tain portions  of  placental  tissue  to  remain  within 
her  body,  causing  her  to  sustain  severe  injuries. 

The  case  was  placed  upon  the  calendar  for  trial 
but  never  actually  brought  to  trial  by  the  plain- 
tiff’s attorney,  and  was  finally  terminated  by  a 
motion  to  dismiss  for  lack  of  prosecution,  which 
was  granted  by  the  court. 


DICKENS  AND  THE  DOCTORS 
A book  is  out  on  Doctors,  Nurses  and  Dick- 
ens, by  Robert  D.  Neely,  published  in  Boston 
by  the  Christopher  Publishing  House,  in  which 
the  author  has  selected  those  passages  from 
Dickens’  books  which  treat  of  medicine,  the 
doctor  and  his  variety  of  assistants,  such  as 
nurses,  interns,  students,  and  finally  undertakers. 
It  is  not  only  a pleasant  intermezzo  of  medicine 
as  studied  by  Dickens  in  relation  to  all  strata  of 
society  but  a delightful  picture  of  Dickens’  own 
life,  troubles  and  vicissitudes,  says  the  New  Eng- 
land Journal  of  Medicine.  To  one  who  reads  the 
book  it  will  give  not  only  a most  pleasant  and 
warm  evening  but  considerable  food  for  thought. 


For  instance,  the  sayings  of  Esther  Summerson, 
the  heroine  of  Bleak  House,  after  her  marriage  to 
Dr.  Allan  Woodcourt,  show  in  what  high  regard 
Dickens  held  the  medical  profession.  She  says: 
“I  never  walk  out  with  my  husband,  but  I hear 
the  people  bless  him.  I never  go  into  a house  of 
any  degree,  but  I hear  his  praises,  or  see  them  in 
grateful  eyes.  I never  lie  down  at  night,  but  I 
know  that  in  the  course  of  that  day  he  has  al- 
leviated pain,  and  soothed  some  fellow-creature 
in  the  time  of  need.  I know  that  from  the  beds 
of  those  who  were  past  recovery,  thanks  have 
often,  often  gone  up  in  the  last  hour,  for  his  pa- 
tient ministration.  Is  not  this  to  be  rich?” 


The  Woman’s  Auxiliary 

To  the  Medical  Society  of  the  State  of  New  York 


County  News 


Cayuga  County 

The  Woman’s  Auxiliary  held  its  annual  meet- 
ing December  14  at  the  Osborne  Hotel.  The 
following  officers  were  elected:  Mrs.  G.  C. 
Sincerbeaux,  president;  Mrs.  J.  D.  Sands, 
first  vice-president;  Mrs.  W.  L.  Dorr,  second 
vice-president;  Mrs.  S.  J.  Karpenski,  recording 
secretary;  Mrs.  W.  H.  Havill,  corresponding 
secretary;  Mrs.  F.  L.  Okoniewski,  treasurer. 
At  the  close  of  the  short  business  meeting,  the 
auxiliary  members  joined  the  members  of  the 
Medical  Society  for  a Christmas  dinner  party. 
The  guest  speaker  of  the  evening  was  Dr.  Mil- 
ledge  I.  Bonham,  Jr.,  professor  of  history  at 
Hamilton  College,  Clinton,  New  York,  whose 
subject  was  “American-Canadian  Relations.” 

Columbia  County 

At  the  annual  meeting  of  the  Woman’s  Auxili- 
ary the  following  officers  were  elected:  presi- 

dent, Mrs.  W.  D.  Collins,  Hudson;  president- 
elect, Mrs.  R.  L.  Bowerhan,  Copake;  first  vice- 
president,  Mrs.  H.  A.  Pattison,  Livingston; 
second  vice-president,  Mrs.  L.  J.  Shank,  Kinder- 
hook;  recording  secretary,  Mrs.  C.  F.  Nichols, 
Philmont;  corresponding  secretary,  Mrs.  O.  H. 
Bradley,  Hudson;  treasurer,  Mrs.  H.  G.  Henry, 
Germantown.  Following  the  business  meeting 
a card  party  was  held.  A portion  of  the  pro- 
ceeds was  sent  to  the  Physicians’  Home. 

Fulton  County 

On  November  21,  at  the  Hotel  Johnston, 
Johnston,  New  York,  the  Woman’s  Auxiliary 
was  organized.  Every  part  of  the  county  was 
represented  at  the  dinner  preceding  the  meeting. 
The  following  officers  were  elected:  president, 

Mrs.  B.  G.  McKillip,  Gloversville ; president- 
elect, Mrs.  J.  E.  Grant,  Northville;  first  vice- 
president,  Mrs.  J.  Shannon,  Johnstown;  second 
vice-president,  Mrs.  W.  R.  Gruenwald,  Mayfield ; 
secretary,  Mrs.  B.  E.  Chapman,  Broadalbin; 
treasurer,  Mrs.  W.  Kennedy,  Gloversville;  corre- 
sponding secretary,  Mrs.  B.  A.  Winne,  Johnstown. 


The  first  regular  meeting  of  the  new  auxiliary 
was  held  December  21. 

Kings  County 

The  Kings  County  Woman’s  Auxiliary  held  a 
benefit  bridge  party  in  December  at  the  homes  of 
Mrs.  Fisher  and  Mrs.  Beinfield.  The  proceeds 
of  the  affair  were  donated  to  the  Physicians’ 
Home. 

Onondaga  County 

The  Woman’s  Auxiliary  to  the  Onondaga 
County  Medical  Society  held  its  annual  meeting 
in  December  at  the  home  of  Mrs.  F.  J.  O’Connor. 
Annual  reports  were  read  by  officers  and  com- 
mittee chairmen.  The  following  officers  were 
elected  for  the  coming  year:  president,  Mrs. 

E.  M.  Neptune;  vice-presidents,  Mrs.  W.  W. 
Street  and  Mrs.  L.  E.  Gibson;  recording  secre- 
tary, Mrs.  G.  C.  Murdock;  corresponding  secre- 
tary, Mrs.  J.  G.  Derr;  assistant  corresponding 
secretary,  Mrs.  R„  E.  Fenner;  directors,  Mrs. 
W.  Pennock,  and  Mrs.  Francis  Irving. 

Orange  County 

The  Woman’s  Auxiliary  held  its  annual 
luncheon  meeting  December  6 at  Middletown, 
New  York.  Reports  given  by  each  chairman  of 
standing  committees  showed  that  it  had  been  a 
very  active  year,  the  high  light  being  the  Health 
Institute  held  in  May.  New  officers  elected 
for  the  coming  year  were:  president,  Mrs.  F.  W. 

Seward,  Goshen;  president-elect,  Mrs.  H.  F. 
Murray,  Port  Jervis;  vice-president,  Mrs.  J.  W. 
McKeever,  Newburgh;  recording  secretary, 
Mrs.  C.  S.  McMillan,  Newburgh;  treasurer, 
Mrs.  J.  F.  Ross,  Montgomery. 

Schenectady  County 

The  Woman’s  Auxiliary  recently  held  a lunch- 
eon and  bridge  party  at  Newman’s  Lake  House, 
Saratoga  Lake.  Mrs.  G.  Scott  Towne,  State 
Auxiliary  president,  was  the  guest  of  honor. 


“THE  NATURE  OF  OBESITY” 

The  Cornell  Medical  College  chapter  of  Nu 
Sigma  Nu  fraternity  is  sponsoring  a lecture  en- 
titled “The  Nature  of  Obesity”  to  be  presented 
in  the  auditorium  of  the  Cornell  Medical  College 
on  Wednesday,  December  13,  at  8:00  p.m.  by 
Dr.  David  P.  Barr. 

Dr.  Barr,  Professor  of  Medicine  at  the  Wash- 
ington University  School  of  Medicine  in  St. 
Louis,  is  a well-known  authority  in  the  field  of 
endocrinology.  > 1 

The  lecture  will  be  open  to  all  those  interested. 


YIELDING  TO  THE  MAJORITY 

A Philadelphia  physician,  in  declaring  that 
insanity  was  frequently  productive  of  sound  logic 
tempered  with  wit,  told  the  story  of  a patient 
he  once  met  in  an  asylum. 

He  came  across  this  patient  while  strolling 
through  the  grounds,  and,  stopping,  spoke  to  him. 

“Why  are  you  here?” 

“Simply  a difference  of  opinion,”  replied  the 
patient.  “I  said  all  men  were  mad,  and  all  men 
said  I was  mad — and  the  majority  won.” — 
LippincoWs. 


Books 

Books  for  review  should  be  sent  to  the  Book  Review  Department  at  1313  Bedford  Avenue, 
Brooklyn,  N.  Y.  Acknowledgment  of  receipt  will  be  made  in  these  columns  and  deemed  sufficient 
notification.  Selection  for  review  will  be  based  on  merit  and  the  interest  to  our  readers. 


RECEIVED 


A Guide  to  Workmen’s  Compensation.  The 
Law  and  Its  Practice  in  New  York  State.  By 

H.  D.  Margulies  and  Max  Bloom.  Duodecimo 
of  96  pages.  New  York,  Progress  Books,  1939. 
Paper,  SO. 50. 

This  guide,  written  by  H.  D.  Margulies  and 
Max  Bloom,  labor  attorneys  practicing  before 
the  Workmen’s  Compensation  Board,  offers  to 
the  physician  in  brief  form  a convenient  and 
comprehensive  source  of  information  regarding 
the  medicolegal  aspects  of  the  law  of  Workmen’s 
Compensation. 

Physicians  authorized  to  treat  injuries  result- 
ing from  industrial  accidents,  need  a quick 
guide  for  determining  whether  a particular  case 
is  compensable.  This,  as  we  know,  determines 
the  liability  of  the  employer  or  his  carrier  for  the 
payment  of  medical  fees. 

Information  on  these  and  other  topics  can  be 
found  in  the  sections  entitled  “Occupations 
Covered,”  “Medical  Treatment  and  Care,” 
“Schedule  Losses,”  “Occupational  Diseases,” 
“Practice  and  Procedure,”  “Medical  Evidence,” 
and  “Selected  Rules  for  Physicians.” 

As  a first  guide  on  workmen’s  compensation  in 
the  State  of  New  York,  this  book  fills  a long-felt 
need  for  a popular  interpretation  of  a highly 
specialized  study.  It  is  very  handy  and  useful 
in  compensation  work. 

Samuel  M.  Kaufman 


Psychopathic  States.  By  D.  K.  Henderson, 
M.D.  Octavo  of  178  pages.  New  York,  W.  W. 
Norton  & Co.,  Inc.,  1939.  Cloth,  $2.00. 

This  volume  includes  the  Thomas  W.  Salmon 
Memorial  Lectures  given  in  1938  by  Dr.  Hen- 
derson, who  is  professor  of  psychiatry  at  the 
University  of  Edinburgh,  and  physician-super- 
intendent of  the  Royal  Edinburgh  Hospital  for 
Nervous  and  Mental  Disorders. 

The  author  brings  into  these  lectures  a wealth 
of  practical  experience  in  studying  and  treating 
varying  degrees  of  psychopathic  states,  both  in 
the  United  States  and  abroad.  When  one  con- 
siders the  widespread  social  disruption  caused 
by  this  type  of  social  deviate,  Dr.  Henderson 
has  rendered  a signal  service  not  only  to  the 
medical  profession,  but  to  society  in  clarifying 
the  problems  and  needs  of  this  most  perplexing 
disruptive  member  of  our  social  order. 

In  a scholarly  fashion  Dr.  Henderson  inter- 
prets the  term  “psychopath”  and  suggests  a 
practical  classification  of  different  types.  These 
are  well  illustrated  by  critically  selected  case 
histories.  The  work  is  divided  into  three  chap- 
ters: Place  in  Psychiatry;  Clinical  Manifesta- 

tions; and  Social  Rehabilitation.  It  is  rounded 
out  with  pertinent  references  and  an  adequate 
index. 

This  book  is  of  inestimable  import,  and  should 
be  within  arm’s  reach  of  every  psychiatrist,  as 


well  as  psychologist,  social  worker,  sociologist, 
penologist,  educator,  and  intelligent  layman. 

Frederick  L.  Patry 

Practical  Dermatology  and  Syphilis.  By 

Harry  M.  Robinson,  M.D.  Octavo  of  397 
pages,  illustrated.  Philadelphia,  P.  Blakiston’s 
Son  & Co.,  1939.  Cloth,  $4.50. 

Doctor  Robinson  has  succeeded  in  producing 
the  most  concise,  most  up-to-date  and  best  illus- 
trated handy  volume  on  his  subjects  that  it  has 
been  our  pleasure  to  examine  in  many  a day. 
Few  of  the  larger  works  on  dermatology  and 
syphilis  can  boast  of  more  instructive  or  eluci- 
dative illustrations  than  the  439  which  he  has 
selected  with  great  care  to  help  the  student  and 
to  assist  the  busy  general  practitioner  in  making 
his  diagnosis. 

This  is  a new  book  of  practical  procedures  for 
the  diagnosis  and  treatment  of  the  commoner 
skin  diseases  and  syphilis.  Clinical  diagnosis  is 
taught  from  two  standpoints : the  morphology  of 
primary  and  secondary  lesions,  and  their  dis- 
tribution. The  simplification  of  dermatologic 
nomenclature  is  aided  by  listing  such  clinical 
syndromes  as  urticaria,  erythema  multiforme, 
pityriasis  rubra,  eczema,  rosacea,  etc.,  as  clinical 
or  diagnostic  entities. 

Dr.  Robinson  is  to  be  congratulated  on  the 
preparation  of  a work  which  sets  a standard  for 
other  authors  to  emulate.  The  reader  is  pre- 
sented with  a most  comprehensive  atlas  of  excel- 
lent pictures  and  a description  of  the  etiology, 
differential  diagnosis,  and  latest  approved  treat- 
ment for  each  disease. 

Nathan  T.  Beers 

Doctor,  Here’s  Your  Hat!  The  Autobiography 
of  a Family  Doctor.  By  Joseph  A.  Jerger,  M.D. 
Octavo  of  279  pages.  New  York,  Prentice-Hall, 
Inc.,  1939.  Cloth,  $2.75. 

The  title  of  the  book  finds  its  explanation  in 
the  feeling  of  the  author  that  “superspecialism” 
is  handing  the  family  doctor  his  hat  and  showing 
him  the  door.  The  subtitle  might  more  appro- 
priately be  worded,  “the  autobiography  of  a 
general  specialist,”  as  the  doctor  calls  himself  on 
signing  a contract  with  the  landlord  of  his  new 
apartment,  after  he  finally  arrives  professionally 
in  Chicago. 

This  book  is  the  biography  of  a man  whose 
personal  and  medical  history  is  well  beyond  the 
ordinary.  Born  in  England,  visiting  many 
strange  places  as  a boy,  taken  early  in  life  to  live 
in  Australia,  he  comes  to  America  to  study  medi- 
cine at  the  suggestion  of  Mark  Twain,  whom  he 
meets  on  a voyage  from  South  Africa  to  England. 
He  becomes  an  American  citizen.  After  an 
internship  in  Chicago,  with  the  assistance  of 
Dr.  Nicholas  Senn,  he  enters  into  a partnership 
with  “Old  Doc”  Fullerton  in  Waterloo,  Iowa. 
Dr.  Fullerton  is  a successful  country  practitioner 
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and  evidently  not  only  a good  doctor  but  a fine 
character.  He  is  given  ample  credit  for  the 
training  and  development  of  his  assistant . U nder 
the  tutelage  of  his  wise  and  capable  preceptor, 
the  author  lives  a busy  and  profitable  life  as  a 
general  practitioner  with  a rapidly  developing 
aptitude  for  surgery.  He  tells  many  interesting 
tales.  As  might  be  expected,  many  of  the  re- 
ported cases  illustrate  the  intuition  and  diag- 
nostic sagacity  of  the  general  practitioner  and 
the  befuddlement  of  the  superspecialist.  We 
will  say  for  the  author  that  wherever  he  went, 
he  went  to  learn,  and  so  his  knowledge  is  ex- 
ceptional. 

While  working  with  “Old  Doc”  Fullerton, 
the  importance  of  the  clinical  aspects  of  a case  is 
stressed.  Later  in  the  book,  he  introduces  a 
three-page  dissertation  on  approved  modern 
methods  of  diagnosis  and  treatment.  That  these 
methods  are  not  always  100  per  cent  efficient, 
and  that  their  overemphasis  may  lead  to  super- 
specialism and  occasional  abuse  in  no  way  nulli- 
fies their  help  to  the  patient  as  well  as  to  the 
doctor.  The  author’s  discussions  of  the  eco- 
nomic, social,  and  ethical  aspects  of  medicine 
would  naturally  follow  in  a book  with  such  a 
title. 

Joseph  Raphael 

Everyday  Surgery.  By  Lambert  Rogers, 
F.R.C.S.,  and  A.  L.  D’Abreu,  F.R.C.S.  Octavo 
of  280  pages,  illustrated.  Baltimore,  William 
Wood  & Co.,  1938.  Cloth,  $4.75. 

This  small  volume  provides  an  excellent  sum- 
mary of  surgical  procedure  for  the  student  pre- 
paring for  examination,  but  its  value  to  the 
surgeon  is  less  evident. 

As  exponents  of  everyday  surgery,  the  authors 
include  all  subjects  excepting  only  diseases  of 
women,  and  those  of  the  eye,  ear,  nose,  and  throat. 
All  other  surgical  procedure  is  covered  in  266 
pages,  and  discussion  of  clinical  features  and 
other  detail  is  of  necessity  quite  brief. 

Within  their  limited  space  the  authors  have 
produced  a volume  useful  and  interesting  to  those 
for  whom  it  was  written.  The  type  is  clear  and 
the  book  of  convenient  size  for  reading. 

Stanley  B.  Thomas 


Chemistry  in  Relation  to  Biology  and  Medicine 
with  Especial  Reference  to  Insulin  and  Other 
Hormones.  The  Willard  Gibbs  Lecture  by  John 
Jacob  Abel.  Octavo  of  79  pages.  Baltimore, 
The  Williams  & Wilkins  Co.,  1938.  Cloth. 

This  beautifully  printed  little  volume  is  a 
worthy  tribute  to  Professor  Abel  and  to  the 
publishing  house,  the  impress  of  which  it  bears. 
Dr.  E.  K.  Marshall  contributes  an  introduction  to 
the  Willard  Gibbs  Lecture  of  1927,  which  con- 
stitutes the  body  of  the  book.  In  this  he  dis- 
cusses briefly  Dr.  Abel’s  many  contributions  to 
medical  sciences,  and  enumerates  many  of  the 
collaborators  who  distinguished  themselves  by 
working  with  this  great  investigator.  In  1909, 
when  he  founded  the  Journal  of  Pharmacology 
and  Experimental  Therapeutics , Dr.  Abel  was 
instrumental  in  starting  the  medical  publica- 
tion division  of  The  Williams  and  Wilkins  Com- 
pany, which  has  since  had  a splendid  career  as 
one  of  several  great  medical  publishing  houses  to 
which  the  American  medical  profession  is  con- 


stantly indebted.  Nothing  further  need  be  said 
regarding  the  Gibbs  Lecture  itself,  which  has  a 
secure  niche  in  medical  history.  It  will  repay 
rereading. 

Milton  Plotz 

The  Abnormal  in  Obstetrics.  By  Sir  Comyns 
Berkeley,  M.D.,  Victor  Bonney,  M.D.,  and 
Douglas  MacLeod,  M.B.  Octavo  of  525  pages. 
Baltimore,  William  Wood  & Co.,  1938.  Cloth, 
$6.00. 

These  three  well-known  English  authors  have 
enriched  our  obstetric  literature  by  including  in 
one  small  volume  the  entire  range  of  obstetrics, 
commencing  with  sterility,  the  hormones,  and 
the  disorders  of  every  tissue  and  organ  that  are 
likely  to  occur  during  pregnancy,  to  all  complica- 
tions of  labor  and  the  puerperium.  There  are 
special  chapters  on  diseases  and  injuries  of  the 
newborn;  blood  transfusion  and  other  intra- 
venous therapy;  analgesia  and  anesthesia; 
specific  affections  and  contagious  diseases;  and 
mental  disorders  associated  with  childbearing. 

Bleedings  and  infections,  the  most  frequent 
and  dangerous  complications  in  obstetrics,  are 
exhaustively  covered.  The  authors’  views  are 
conservative,  authoritative,  and  timely.  They 
conform  well  to  the  best  views  on  this  side  of  the 
ocean. 

Naturally,  some  of  the  methods  employed  in 
England  are  not  in  vogue  in  this  country;  for 
example,  intrauterine  douching  for  postpartum 
hemorrhage  is  stressed  as  an  excellent  measure, 
and  is  mentioned  repeatedly  in  several  chapters. 
On  the  other  hand,  intrauterine  packing  for  the 
same  condition  is  not  advised.  Vaginal  douch- 
ing, daily  or  at  less  frequent  intervals,  is  advised 
in  all  forms  of  postpartum  infections. 

With  the  exception  of  a few  simple  line  draw- 
ings depicting  the  technic  of  transfusion,  the 
book  is  not  illustrated. 

Indeed,  if  it  were  not  for  that,  it  would  have 
been  well  nigh  impossible  to  cover  such  an  ex- 
tensive range  of  subjects  and  pack  so  much 
valuable  information  in  a small  volume. 

The  book  is  highly  recommended,  not  only 
to  those  actively  engaged  in  obstetric  practice, 
but  even  to  those  who  have  only  on  occasion 
to  refer  to  some  subject  relating  to  it. 

Jacob  Halperin 

Orthopedic  Appliances.  The  Principles  and 
Practice  of  Brace  Construction  for  the  Use  of 
Orthopedic  Surgeons  and  Bracemakers.  By 
Henry  H.  Jordan,  M.D.  Octavo  of  412  pages, 
illustrated . Ne w Y ork,  Oxford  U niversity  Press, 
1938.  Cloth,  $4.00. 

The  need  for  such  a text  was  imperative  for 
the  orthopedist.  While  books  on  orthopedic 
surgery,  traumatic  surgery,  and  fractures  give  a 
slight  glimpse  into  the  mechanical  phase  of  sup- 
porting the  distorted  framework  of  the  human 
body,  this  author  describes  in  detail  the  fitting 
of  braces  and  supports  to  the  deformity  present. 
Emphasis  is  placed  on  the  need  of  brace  shop 
training  (apprenticeship)  as  a fundamental  need 
in  orthopedic  surgery. 

The  first  four  chapters  are  devoted  to  the  use 
of  the  plaster  of  paris  bandage  and  the  making  of 
plaster  molds  for  spinal  and  low-back  defects. 
From  these  molds  the  various  types  of  cor- 
rective and  supportive  appliances  are  fashioned 
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according  to  the  dictates  of  the  attending 
orthopedist.  Too  often  the  application  of  a 
support  or  brace  is  left  in  the  hands  of  the  brace- 
maker  who  does  not  understand  the  underlying 
mechanical  defect  and  pathology,  but  rather  is 
interested  in  the  financial  remuneration  to  be 
received  by  the  addition  of  unnecessary  gadgets 
and  details  of  completion. 

The  basic  requirements  for  efficient  brace 
making  is  discussed,  viz.:  (1)  correct  medical 

indication;  (2)  scientific  brace  construction; 
(3)  good  workmanship;  (4)  high  grade  material; 
(5)  careful  fitting;  and  (6)  intelligent  use  by  the 
patient. 

The  names  of  all  the  important  appliances  and 
braces  are  given,  illustrated,  and  described  in 
detail,  so  that  there  is  no  doubt  in  the  brace- 
maker’s  mind  what  the  orthopedist  wishes  pre- 
scribed. 

A knowledge  of  the  contents  of  this  book  is 
helpful  in  the  better  caring  for  the  physically 
handicapped. 

Joseph  I.  Nevins 

Whitla’s  Dictionary  of  Treatment.  Including 
Medical  and  Surgical  Therapeutics.  Eighth 
edition  by  R.  S.  Allison,  M.D.,  and  C.  A.  Cal- 
vert, M.B.  Octavo  of  1,285  pages.  Baltimore, 
William  Wood  & Co.,  1939.  Cloth,  $9.00. 

This  volume  of  nearly  1,300  pages  of  both 
medical  and  surgical  conditions  with  treatment  is 
a useful  book  for  reference.  Subjects  and  dis- 
eases are  alphabetically  given  and  the  treatment 
is  that  of  the  present  time.  It  is  inclusive,  well 
written,  and  accurate.  This  type  of  publication 
is  not  valuable  as  a book  of  instruction  or  as  a 
textbook,  but  can  be  advantageously  used  for 
reference. 

Henry  M.  Moses 

A Synopsis  of  Medicine.  By  Henry  Letheby 
Tidy,  M.D.  Seventh  edition.  Duodecimo  of 
1,187  pages.  Baltimore,  William  Wood  & Co., 
1939.  Cloth,  $6.00. 

Seven  editions  and  three  reprinting  demands 
for  this  useful  synopsis  and  presentation  of  the 
subject  of  medicine  attests  the  value  of  this  book. 
So  rapid  has  been  the  advance  in  the  science  of 
medicine  that  this  seventh  edition  has  had  many 
additions  incorporated — too  many  to  enumerate. 
The  book  is  divided  into  thirteen  sections  of 
diseases  of  various  types  with  subdivisions.  It 
is  encyclopedia  in  arrangement,  accurate,  inclu- 
sive, terse,  and  presents  all  important  facts.  It 
is  a most  handy  and  reliable  volume  for  study 
and  reference. 

Henry  M.  Moses 

Refraction  of  the  Human  Eye  and  Methods  of 
Estimating  the  Refraction.  By  James  Thoring- 
ton,  M.D.  Third  edition.  Octavo  of  412  pages, 
illustrated.  Philadelphia,  P.  Blakiston’s  Son  & 
Co.,  1939.  Cloth,  $3.50. 

In  presenting  the  third  edition  of  his  father’s 
well-known  work  on  refraction,  Dr.  J.  Monroe 
Thorington  has  wisely  retained  much  of  the 
original  text,  which  was  prepared  with  such 
meticulous  care  many  years  ago  that  it  is  still 
the  standard  book  on  the  subject  in  America. 

The  treatment  of  the  subject  of  optics  and  the 
description  of  prisms  and  lenses  and  their  actions 
are  handled  in  a way  that  is  clear  to  the  beginner 
and  to  those  who  have  difficulty  with  mathe- 


matics. (At  the  same  time  the  matter  is  covered 
so  thoroughly  that  the  student  is  left  with  a clear 
conception  of  the  subject.) 

Practical  refraction  with  and  without  cyclo- 
plegics,  the  use  of  the  ophthalmoscope,  retino- 
scope,  and  other  aids  are  set  forth  briefly  but 
without  any  sacrifice  of  details.  The  chapters  on 
the  action  of  the  extrinsic  ocular  muscles  and 
their  abnormalities,  the  various  phorias  and 
tropias,  and  methods  of  treatment  leave  little 
to  be  desired. 

Orthoptic  training,  telescopic,  and  contact 
lenses  have  been  included  in  this  edition,  so  that 
the  work  is  entirely  up-to-date. 

This  is  an  ideal  textbook  for  the  student,  and 
it  belongs  in  the  library  of  all  who  refract. 

Walter  V.  Moore 

The  Essentials  of  Modern  Surgery.  Edited  by 
R.  M.  Handfield- Jones,  M.C.,  and  A.  E.  Porritt, 
M.A.  Quarto  of  1,126  pages,  illustrated. 
Baltimore,  William  Wood  & Co.,  1938.  Cloth, 
$9.00. 

This  textbook  of  surgery  represents  the  con- 
tributions of  fifteen  English  surgeons  who  have 
taken  part  in  the  presentation  of  the  material 
included  in  the  book.  There  are  47  chapters  and 
an  index  at  the  end.  The  chapters  cover  the 
whole  realm  of  surgery.  The  principles  of  anat- 
omy, physiology,  and  pathology  are  stressed. 
The  details  of  operative  treatment  are  not  in- 
cluded. The  nature  of  the  treatment,  however, 
is  given.  Many  of  the  contributors  are  special- 
ists in  the  subjects  they  present.  The  text  is 
abundantly  illustrated  with  x-ray  negatives, 
photographs  of  surgical  conditions,  and  drawings. 
The  text  and  illustrations  make  the  book  at- 
tractive, and  the  volume  in  general  is  compre- 
hensive but  still  sufficiently  concise  for  the  use 
of  the  student  and  the  young  graduate  in  surgery, 
and  for  them  it  is  recommended. 

Emil  Goetsch 

The  Diagnosis  and  Treatment  of  Diseases  of 
the  Thyroid.  By  James  H.  Means,  M.D.,  and 
Edward  P.  Richardson,  M.D.  (Reprinted  from 
Oxford  Monographs  on  Diagnosis  and  Treat- 
ment.) Octavo  of  367  pages,  illustrated.  New 
York,  Oxford  University  Press,  1938.  Cloth, 
$5.00. 

This  book  is  divided  into  nine  chapters  cover- 
ing Historical  Considerations;  Functions  and 
Diseases;  Principles  Underlying  the  Diagnosis 
and  Treatment;  Colloid,  Exophthalmic  and 
Adenomatous  Goitre;  Myxoedema  and  Cretin- 
ism; Malignant  Tumors;  and  Inflammations  of 
the  Thyroid.  The  text  is  based  largely  upon  the 
experience  of  the  authors  in  the  medical  treat- 
ment per  se,  and  the  medical  therapy  associated 
with  the  surgical  treatment  of  diseases  of  the 
thyroid. 

Illustrative  cases  are  appended  to  almost 
every  chapter.  Careful  follow-up  studies  have 
been  done  and  ultimate  results  are  freely  dis- 
cussed. The  book  is  recommended  particularly 
for  the  presentation  of  the  medical  man’s  point 
of  view  of  the  care  of  thyroid  patients.  How- 
ever, the  surgical  treatment  does  receive  ade- 
quate presentation.  There  are  many  charts  to 
illustrate  the  text.  It  would  be  desirable  to 
have  more  of  the  pathology  presented,  but  the 
book  was  primarily  intended  for  the  presentation 
of  the  clinical  aspects.  The  text  is  readable  and 
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interesting.  A comprehensive  bibliography  is 
appended  to  each  chapter  and  there  is  a full 
index.  The  book  is  recommended  particularly 
for  physicians,  but  should  also  be  valuable  to 
surgeons  treating  thyroid  diseases. 

Emil  Goetsch 

Pastoral  Psychiatry.  By  John  S.  Bonnell. 
Octavo  of  237  pages.  New  York,  Harper  & 
Bros.,  1938.  Cloth,  $2.50. 

From  time  immemorial  religion  has  had  a 
strong  influence  on  human  behavior.  One  need 
but  observe  the  thousands  of  people  entering 
and  leaving  churches  on  a Sunday  morning  in 
any  part  of  any  civilized  community  to  realize 
the  potent  influence  that  it  exerts  on  human 
beings  and  their  conduct.  Many  a minister  has 
helped  his  parishioners  to  pass  through  emotional 
crises. 

The  author  of  the  book  under  discussion  is  a 
minister  whose  early  childhood  and  adolescent 
experiences  and  training  have  uniquely  qualified 
him  as  a healer  of  mental  ills.  His  father  was 
an  attendant  in  a mental  hospital  and  the  author 
spent  many  a day  accompanying  his  father  on 
his  rounds.  Moreover,  he,  too,  has  served  for  a 
short  time  as  an  attendant  in  that  institution. 
A psychotic  patient  helped  him  with  his  studies 
in  preparation  for  college  entrance  examinations. 

As  the  author  says : ‘ ‘ The  physician  works  with 
the  body,  the  psychiatrist  with  the  mind,  and 
the  pastor  with  the  soul.  But  soul,  mind,  and 
body  act  and  react  upon  each  other.  The  body 
influences  the  mind,  the  mind  reacts  upon  the 
body,  and  the  health  or  unhealth  of  the  soul  will 
have  a determining  influence  on  both  mind  and 
body.  Many  disorders  of  the  body  and  mind 
are  due  to  maladies  of  the  soul  with  which  only  a 
spiritual  ministry  is  equipped  to  deal.” 

Many  a physician  has  recognized  the  minister 
as  an  ally  in  the  fight  against  diseases. 

The  book  is  both  interesting  and  instructive. 
The  technic  of  psychotherapy  practiced  by  the 
author,  as  evidenced  by  the  descriptions  of 
typical  conversations  with  parishioners  and  his 
methods  of  dealing  with  their  problems,  extends 
beyond  the  horizon  of  medical  psychiatry  but 
will  win  the  approval  of  the  intelligent  physician 
and  psychiatrist.  The  book  is  written  in  a highly 
sympathetic  tone  by  an  inspired  and  gifted 
minister,  and  should  find  a wide  circulation 
among  intelligent  and  cultured  people. 

Irving  J.  Sands 

Outline  of  Psychiatric  Case-Study.  A Prac- 
tical Handbook.  By  Paul  W.  Preu,  M.D.  Duo- 
decimo of  140  pages.  New  York,  Paul  B. 
Hoeber,  Inc.,  1939.  Cloth,  $1.85. 

Although  there  are  available  a number  of 
“outlines,”  of  psychiatric  case-study  method- 
ology, the  present  volume  under  review  is  by 
far  the  most  comprehensive.  It  is  essentially  for- 
mulated by  Dr.  Preu,  but  represents  the  point 
of  view  of  the  Department  of  Psychiatry  and 
Mental  Hygiene  of  the  Yale  University  School 
of  Medicine,  which  is  under  the  leadership  of 
Dr.  Eugene  Kahn.  . 

The  content  of  this  handy-sized  publication 
contains  only  that  material  that  has  been  tested 
over  a number  of  years  by  virtue  , of  practical 
application  at  the  New  Haven  Clinic,  as  well 
as  other  important  centers. 


Of  particular  value  will  be  its  usefulness  in  the 
training  of  house  officers  and  psychiatrists-in- 
training  in  learning  the  essentials  of  the  technic 
of  psychiatric  history-taking  and  mental  ex- 
amination. The  book  is  highly  recommended. 

Frederick  L.  Patry 

A Textbook  of  Neuro-Radiology.  By  Cecil  P. 
G.  Wakeley,  F.R.C.S.,  and  Alexander  Orley, 
M.D.  Quarto  of  336  pages,  illustrated.  Balti- 
more, William  Wood  & Co.,  1938.  Cloth, 
$8.00. 

This  is  an  illustrated  treatise  of  296  pages  with 
an  appended  bibliography  of  29  pages,  purporting 
to  include  in  a single  text  the  present-day  knowl- 
edge concerning  abnormal  findings  disclosed  by 
roentgen-ray  examination  in  certain  diseases  of 
the  central  nervous  system  and  its  coverings. 
Although  the  many  subjects -considered  are  dis- 
cussed under  separate  captions,  the  facts  pre- 
sented are  primarily  concerned  with  information 
derived  from  a study  of  plain  roentgen-ray  films 
of  the  head  and  spine,  and  that  derived  from 
films  taken  after  the  introduction  of  contrast 
media  into  the  intracranial  and  intraspinous 
spaces  (air,  lipiodol  and  thorotrast).  Methods 
of  technic  are  described.  The  textbook  should 
be  of  considerable  value  to  those  practicing  gen- 
eral radiology. 

E.  Jefferson  Browder 

Angina  Pectoris.  Nerve  Pathways,  Physiol- 
ogy* Symptomatology,  and  Treatment.  By 
Heyman  R.  Miller,  M.D.  Octavo  of  275  pages, 
illustrated.  Baltimore,  The  Williams  & Wilkins 
Co.,  1939.  Cloth,  $3.25. 

In  this  well-printed  volume  the  author  essays 
a restatement  and  analysis  of  the  character  of 
angina  pectoris.  He  presents  a graphic  delinea- 
tion of  the  pathways  of  cardiac  pain,  with  38  illus- 
trative drawings  in  collaboration  with  L.  Lyons 
Vosburgh. 

Decrying  the  use  of  the  terms  “false  angina” 
and  “pseudoangina,”  he  quotes  Potain  (1880)  to 
the  effect  that  “there  are  no  false  diseases,  but 
there  are  only  false  diagnoses.” 

It  is  not  apparent  at  first  that  coronary  oc- 
clusion is  included  in  his  survey,  but  we  find  that 
all  pain  from  coronary  mishap  to  psycho- 
neurosis is  grouped  for  consideration  under  his 
title.  He  considers  angina  pectoris  as  an  “effect 
of  mass  action  of  the  whole  autonomic  system”: 
“a  paroxysmal  upheaval,”  sympathetic  and 
vagal. 

The  book  is  an  interesting  one.  Clinical  com- 
ments are  well  presented.  That  the  severity 
of  cardiac  pain  is  not  a measure  of  pathologic 
changes  is  stressed,  and  there  is  a splendid  re- 
view of  the  simulation  of  anginal  pain  by  non- 
cardiac diseases. 

The  views  of  Head  and  Mackenzie  in  regard 
to  the  viscerosensory  reflex  are  questioned  and 
criticized. 

Seventy  pages  are  devoted  to  treatment,  medi- 
cal and  surgical,  of  the  anginal  syndrome,  or- 
ganic and  otherwise.  Details  are  given  with 
critical  comments.  The  text  is  naturally  a few 
months  behind  the  later  work  of  Claude  Beck 
and  the  work  of  O’Shaughnessey  of  London. 

The  bibliographies  are  a delight  and  one  easily 
finds  therein  the  references  often  sought  when 
memory  fails  and  memoranda  are  mislaid. 

Frank  B.  Cross 
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You  and  Heredity.  By  Amram  Scheinfeld 
assisted  in  the  genetic  sections  by  Dr.  Morton  D. 
Schweitzer.  Octavo  of  434  pages,  illustrated. 
New  York,  Frederick  A.  Stokes  Co.,  1939. 
Cloth,  $3.75. 

This  book  is  written  from  the  viewpoint  of  a 
reporter  who  obtained  information  concerning 
the  general  field  from  those  working  in  it. 

The  style  of  the  author  is  extremely  interest- 
ing. Each  chapter  presents  specific  subject 
matter  profusely  illustrated  with  drawings. 
Such  topics  as  the  division  of  the  chromosomes, 
the  determination  of  sex,  and  specific  traits  such 
as  the  color  of  the  eyes  and  hair,  are  presented. 
Particularly  interesting  to  the  reviewer  was  a dis- 
cussion on  musical  talent  which  was  an  original 
genetic  study  carried  out  by  the  author.  Also  of 
interest  were  the  summary  tables  of  what  the 
author  calls  “black'  genes.”  In  these  there  is  an 
attempt  to  forecast  the  chances  of  transmission 
of  any  given  defect,  disease  or  abnormality,  to  a 
child.  The  disease  processes  such  as  rheuma- 
tism, diabetes,  eye  pathology,  ear  abnormalities, 
skeletal  defects,  etc.,  are  presented  in  detail  with 
the  possibilities  of  their  transmission.  Finally, 
there  is  a discussion  of  race,  ancestry,  and  eu- 
genics with  a program  for  the  future. 

The  book  contains  in  its  appendix  a chart  of 
the  high  lights  in  the  history  of  genetics  and  a 
very  good  bibliography  for  further  reading  on  the 
subject.  The  reviewer  commends  this  book 
highly,  and  feels  that  it  will  be  interesting  reading 
for  any  member  of  the  profession. 

Stanley  S.  Lamm 

Handbook  of  the  Vaccine  Treatment  of  Chronic 
Rheumatic  Diseases.  By  H.  Warren  Crowe, 
M.R.C.S.  Third  edition.  Octavo  of  95  pages. 
New  York,  Oxford  University  Press,  1939. 
Paper,  $1.25. 

This  small  book  is  a concise,  practical,  and 
clear  exposition  of  vaccine  treatment  of  chronic 
rheumatic  diseases  as  practiced  under  the  direc- 
tion of  Dr.  Crowe.  While  a number  of  the  prem- 
ises expressed  may  be  at  variance  with  those 
presently  in  common  vogue,  it  behooves  every 
practitioner  delving  into  the  vaccine  treatment 
of  “chronic  arthritis”  to  be  cognizant  of  this 
monumental  little  treatise.  The  reviewer  speci- 
fies “chronic  arthritis,”  for  in  his  opinion  this 
group  of  diseases  constitutes  a unique  immuno- 
logic entity,  with  implications  from  the  treatment 
viewpoint  which  are  not  duplicated  in  other 
diseases  treated  by  vaccine. 

Dr.  Crowe’s  success  with  vaccine  treatment 
hinges  on  the  meticulous  care  with  which 
dosage  is  regulated,  the  scrupulous  avoidance  of 
reactions  and  adherence  to  the  principle  of  small 
dosage  and  clinging  to  the  “optimal  dose”  for  the 
individual.  The  administration  of  ten  thousand 
or  one  thousand  organisms  approaches  the 
mythical  in  the  eyes  of  those  who  start  with 
five  or  ten  or  one  hundred  million;  it  neverthe- 
less seems  to  be  borne  out  by  statistics  that  most 
authorities  claiming  failure  with  vaccine  therapy 
are  to  be  listed  among  the  exponents  of  large 
dosage.  Whether  one  uses  vaccines,  filtrates,  or 
other  bacterial  products  in  this  group  of  diseases, 
and  whether  or  not  one  feels  that  the  modus  oper- 
andi  is  as  expounded,  the  principles  put  forth  by 
Crowe  are  the  sine  qua  non  of  success  with  any 
bacterin  treatment. 

George  E.  Anderson 


The  New  International  Clinics.  Original 
Contributions:  Clinics;  and  Evaluated  Re- 

views of  Current  Advances  in  the  Medical  Arts. 
Edited  by  George  M.  Piersol,  M.D.  Volume 
IV,  New  Series  One.  Octavo  of  349  pages, 
illustrated.  Philadelphia,  J.  B.  Lippincott  Co., 
1938.  Cloth,  $3.00. 

Many  important  phases  of  medicine  and  sur- 
gery are  covered  in  this  number  of  the  Inter- 
national Clinics.  Jolliffe,  of  Bellevue,  reviews 
the  more  significant  features  of  vitamin  Bi, 
as  applied  to  the  American  diet.  There  is  a 
comprehensive  study  of  all  the  various  types  of 
hypertension  by  Held  and  Goldbloom.  Kalt- 
reider,  of  Rochester,  New  York,  presents  an 
excellent  summary  of  the  difficulties  frequently 
encountered  in  attempting  to  differentiate  be- 
tween pulmonary  and  cardiac  insufficiency  in 
chronic  pulmonary  disease.  He  emphasizes  the 
importance  of  laboratory  aids.  The  volume 
includes  several  interesting  pages  on  endocrine 
problems,  functional  colonic  disorders,  and 
prolapse  of  the  rectum. 

Andrew  M.  Babey 

Manual  of  Roentgenological  Technique.  By 

L.  R.  Sante,  M.D.  Sixth  edition.  Octavo  of 
253  pages,  illustrated.  Ann  Arbor,  Edwards 
Bros.,  Inc.,  1939.  Cloth,  $4.50. 

This  book  is  another  excellent  example  of  a 
most  useful  type  of  reference  and  textbook 
printed  by  the  photo-lithographic  method.  This 
method  of  printing  and  reproduction  of  photo- 
graphs is  just  as  satisfactory  as  other  more 
commonly  used  methods,  and  has  the  very  dis- 
tinct advantage  of  reducing  the  cost  far  below 
that  which  would  be  necessary  by  any  other 
method. 

The  subject  matter,  arranged  in  a simple 
manner,  is  complete  and  well  classified  for  easy 
reference.  With  all  its  simplicity  there  is  a 
wealth  of  essential  detail  which  makes  this  an 
outstanding  work  in  its  field. 

A.  L.  L.  Bell 

End-Results  in  the  Treatment  of  Gastric 
Cancer.  An  Analytic  Study  and  Statistical 
Survey  of  Sixty  Years  of  Surgical  Treatment. 
By  Edward  M.  Livingston,  M.D.,  and  George 
T.  Pack,  M.D.  Quarto  of  179  pages,  illustrated. 
New  York,  Paul  B.  Hoeber,  Inc.,  1939.  Cloth, 
$3.00. 

This  text  is  a statistical  study  of  gastric  cancer 
over  a period  of  sixty  years.  The  stomach 
occupies  a most  important  position  from  the 
standpoint  of  initial  cancer.  The  figures  should 
be  both  important  and  instructive.  Needless 
to  say  they  have  discovered  a much  higher 
incidence  of  operable  carcinoma  than  has  been 
reported  on  the  side  of  the  chart  which  is  con- 
cerned with  the  operative  cases.  In  other 
words,  the  conclusion  reached  is  that  there  are 
thousands  of  patients  who  are  being  denied  the 
benefits  of  surgery.  In  their  analysis  this  is 
capable  of  correction.  Team  work  and  a more 
careful  study  of  gastric  cases  would  increase 
the  number  of  successful  operative  cases. 

This  monograph  is  not  fatiguing  because  of 
statistics.  The  lesson  learned  from  the  sta- 
tistics has  been  mentioned.  For  both  the  stu- 
dent and  the  teacher  it  should  prove  an  impor- 
tant reference  on  gastric  cancer. 

Robert  F.  Barber 
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Editorial 


Untimely  and  Undesirable 

The  American  Association  for  Social  Security  will  make  a strong 
effort  to  force  its  compulsory  health  insurance  bill  through  the  cur- 
rent session  of  the  New  York  State  Legislature.  Apparently  the 
advocates  of  this  system  fear  that  if  voluntary  medical  expense  in- 
demnity insurance  succeeds,  their  scheme  is  doomed.  They  would 
like  to  rush  their  program  through  before  voluntary  insurance  has 
had  a chance  to  prove  its  worth. 

The  present  moment  is  singularly  inopportune  for  the  adoption  of 
a controversial  measure  like  compulsory  sickness  insurance.  For 
one  thing,  as  stated  above,  the  country  has  embarked  on  its  first 
important  trial  of  voluntary  insurance.  If  the  voluntary  insurance 
works,  it  would  provide  all  of  the  alleged  benefits  of  compulsory  in- 
surance without  its  disadvantages.  It  is  obviously  the  part  of  com- 
mon sense  to  give  noncontroversial  voluntary  methods  a chance  be- 
fore resorting  to  compulsion.  Falling  morbidity  and  mortality 
rates  show  that  there  is  no  emergency  to  justify  sabotaging  the  ex- 
periment in  voluntary  insurance  in  favor  of  a compulsory  contribu- 
tory system. 

Apart  from  the  comparative  merits  of  compulsory  and  voluntary 
insurance,  however,  there  are  strong  reasons  for  rejecting  the  bill 
proposed  by  the  American  Association  for  Social  Security.  Govern- 
mental economy  is  essential  to  the  preservation  of  the  American 
system.  The  government  cannot  evade  its  obligation  to  provide 
adequate  medical  service  to  the  indigent.  There  is  no  necessity  for 
it  to  undertake  the  financial  burden  of  compulsory  sickness  in- 
surance in  behalf  of  the  middle  class,  when  voluntary  plans  are  be- 
ing adopted  all  over  the  country  to  supply  the  needs  of  this  very 
group. 

Not  the  least  among  the  arguments  against  compulsory  sickness 
insurance  is  its  threat  to  personal  independence.  The  vast  political 
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bureaucracy,  which  experience  has  shown  to  be  an  inevitable  con- 
comitant of  obligatory  sickness  insurance,  is  an  instrument  of  pres- 
sure against  the  layman  as  well  as  the  medical  profession.  New 
York  and  every  other  state  should  think  twice  before  loading  its 
citizens  with  oppressive  new  taxation  and  bureaucratic  controls  for 
a scheme  that  has  nowhere  fulfilled  the  promises  held  out  for  it. 

Wise  Distribution 

The  policy  enunciated  by  the  New  York  State  Association  of 
School  Physicians  preserves  an  equitable  balance  between  the  school 
doctor,  the  health  officer,  and  the  private  practitioner.  The  in- 
terests and  duties  of  each  are  wisely  defined  and  prescribed. 

School  health  services  aim  to  create  a wholesome  sanitary  en- 
vironment, to  disseminate  authentic  health  information,  to  build 
up  sound  health  practices,  and  to  provide  first  aid  to  teachers  and 
pupils  in  accidents  and  emergencies.  The  school  physician  should 
see  that  every  child  has  a thorough  annual  examination  and  that 
defects  found  are  corrected;  he  should  issue  regulations  governing 
light,  heat,  ventilation,  and  cleanliness  and  take  all  necessary  steps 
to  prevent  the  spread  of  communicable  disease.  Essentially,  how- 
ever, his  role  is  executive  and  educational;  the  school  should  not 
maintain  clinics  nor  provide  treatment. 

On  the  private  practitioner  falls  the  duty  of  performing  the  an- 
nual medical  examination,  correcting  any  defects  discovered  and 
providing  immunization.  The  family  doctor’s  knowledge  of  his 
patients  is  an  invaluable  asset  in  the  performance  of  the  health 
examinations,  provided,  of  course,  that  this  knowledge  is  not  made 
an  excuse  for  casual  inspection  and  certification.  The  examination 
should  be  painstaking  and  complete  and  follow  the  course  laid  out 
by  the  Department  of  Education. 

Should  the  family  doctor  fail  to  provide  immunization,  the  Health 
Department  may  rightfully  step  in.  Likewise,  the  school  physician 
may  take  the  initiative  to  secure  the  correction  of  remediable  de- 
fects neglected  by  the  private  practitioner. 

Under  this  policy,  the  function  of  these  three  servants  of  child 
health  supplement  one  another  but  do  not  overlap.  The  family 
physician  is  primarily  responsible  for  performance  of  the  health 
examination  but  the  school  physician  prescribes  its  form  and  fits  its 
results  into  the  general  school  health  program.  Both  the  school 
physician  and  the  public  health  officer  are  concerned  with  the  pre- 
vention of  communicable  diseases  but  they  need  not  duplicate  each 
other’s  efforts.  While  the  Health  Department  and  the  private 
practitioner  are  both  charged  with  responsibility  for  immunization, 
the  usual  arrangement  is  for  the  Health  Department  to  supply  the 


January  15,  1940] 


EDITORIAL 


79 


materials  while  the  family  doctor  performs  the  treatment.  This  is 
an  example  of  effective  cooperation  growing  out  of  sound  judgment 
and  good  will. 


The  Student  Section 

All  physicians  concerned  with  undergraduate  medical  teaching, 
postgraduate  medical  instruction,  and  hospitals  wherein  interns  and 
residents  are  trained  should  acquaint  themselves  with  that  portion 
of  the  Journal  of  the  American  Medical  Association  called  the 
“Student  Section.”  Herein  are  contained  articles  devoted  to  the 
educational  interests  of  students,  interns,  and  residents.  The  latter 
should  be  made  aware  of  this  portion  of  the  Journal  and  of  the  role 
that  it  plays  in  the  general  education  of  a physician. 

There  are  factors  other  than  scientific  knowledge  that  are  neces- 
sary for  the  delivery  of  a perfect  physician.  During  student  days 
they  are  scarcely  considered  because  the  emphasis  has  to  be  placed 
upon  the  fundamentals  of  medicine.  During  internship,  as  well  as 
residency,  the  budding  practitioner  has  little  time  to  devote  to 
anything  besides  learning  how  to  apply  in  practice  what  he  has 
learned  at  medical  school.  If  these  other  factors — community  in- 
terests and  obligations,  the  love  of  the  arts,  the  development  of  a 
social  consciousness,  and  the  need  for  free  and  frequent  interchange 
of  thoughts  in  fields  sometimes  far  distant  from  medicine — are  not 
emphasized  during  the  formative  stage  of  a doctor,  they  may  be  so 
vastly  overshadowed  by  the  stress  placed  upon  pure  medicine  that 
their  importance  may  never  again  be  clearly  seen  through  the  dense 
fog  of  a one-sided  professional  training. 

The  “Student  Section”  is  meeting  this  need;  improvements  in 
the  service  it  renders  will  be  made  as  time  goes  on.  We  suggest, 
humbly,  that  some  improvements  should  be  made  shortly : a book- 
of-the-month  (nonmedical,  of  course);  recommended  reading  of 
current  medical  literature  for  interns  and  residents  in  the  specialties ; 
comparisons  of  the  varied  systems  of  medical  practice  existent 
throughout  the  world;  and  many,  many  others.  To  return  to  our 
original  thought,  however,  we  again  call  the  attention  of  all  in- 
terested in  the  training  of  a physician  to  this  important  section  of 
the  Journal  of  the  American  Medical  Association. 


Chronicity  and  Vitamin  C 

The  significance  of  vitamin  C deficiency  in  the  prolongation  of  an 
acute  infectious  process  and  its  continuance  into  the  stage  of 
chronicity  has  been  discussed  in  the  recent  literature.  From  the 
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various  reports  at  hand,  C-hypovitaminosis  unquestionably  is  a 
factor  which,  while  as  yet  not  fully  determinable  as  to  its  influence 
in  these  cases,  is  a definite  concomitant  of  malnutrition  in  children. 
Bemfeld,  et  al.,1  studied  one  phase  of  this  problem  in  cases  of  puru- 
lent otitis  media  in  children  which  did  not  yield  readily  to  local 
treatment.  In  53  children,  wherein  a chronic  purulent  otitis,  pre- 
senting a central  perforation  through  the  drum,  persisted  for  more 
than  a year,  they  found  a poor  resistance  to  upper  respiratory  in- 
fections in  approximately  one-third  of  the  cases  under  their  surveil- 
lance. Malnutrition,  underweight,  and  cervical  adenopathy  were 
noted  in  50  per  cent  of  these  children.  What  seemed  to  them 
significant  was  that  a deficiency  in  vitamin  C was  apparent  in  more 
than  50  per  cent  of  their  cases. 

This  report  has  been  selected  merely  to  stimulate  discussion  of 
one  problem  in  chronic  infections.  There  is  no  issue  with  the  find- 
ings of  these  observers.  But,  when  it  concerns  the  elements  in- 
volved in  the  production  of  a chronic  purulent  otorrhea,  one  cannot 
discard  the  basic  studies  of  Wittmaack  and  Eckert-Mobius  among 
others  which  have  proved  that  developmental  and  anatomic  factors 
vitally  affect  the  course  of  an  otitic  suppuration.  Perhaps  the 
histologic  findings  of  these  men  may  give  way  to  observations  such 
as  recorded  by  Bernfeld  but  further  proof  is  wanted.  Until  it  is 
forthcoming,  the  conception  of  chronic  otorrhea  as  first  clearly 
elucidated  by  Wittmaack  will  still  stand  unquestioned.  In  brief, 
this  is  that  any  interference  with  the  normal  process  of  pneumatiza- 
tion  of  the  temporal  bone  will  cause  such  histoanatomic  variations 
which  lend  themselves  readily  to  a chronicity  in  the  face  of  an  otitic 
infection. 

i Bernfeld,  et  alt  Ann.  Pediat.  153:  222  (1939). 


Current  Comment 


“The  American  people  should  not  be 
willing  to  discard  a medical  system  that 
has  made  them  the  healthiest  nation  in 
the  history  of  man.” — Lowell  Lawrence, 
of  Kansas  City — a layman  who  writes 
on  the  economic  aspects  of  medical  care 
in  the  October  issue  of  Hygeia. 

“It  is  said  the  average  American  family 
pays  the  doctor  seventy-five  dollars  a 
year.  This  will  be  real  news  to  the  doc- 
tor.”— A recent  comment  in  the  Nor- 
folk Ledger-Dispatch. 


“We  may  yet  hope  to  see  the  day  when 
the  great  educational  power  of  radio  will 
become  the  handmaiden  of  medicine  in 
its  tremendous  task  of  sound  health 
education.” — L.  D.  R.,  in  the  St.  Louis 
County  Medical  Society  Bulletin  of  De- 
cember 22,  1939. 

“A  healthy  man  must  feel  unhappy 
when  he  listens  to  the  medical  ballyhoo 
on  the  radio  and  realizes  how  easily, 
surely,  and  pleasantly  he  could  be  cured 
of  many  interesting  ailments,  if  he  only 
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had  them.”— The  immediate  situation, 
commented  upon  by  the  Milwaukee 
Medical  Times . 


“Every  organization  has,  roughly,  two 
components;  those  who  do  and  those 
who  don’t.  It  isn’t  the  former  to  whom 
these  remarks  are  directed.  Right  or 
wrong,  he  is  in  there  giving  of  his  best, 
not  infrequently  damned  by  the  faint 
praise  of  the  inertia  of  the  don’ts.  . . . 

“The  future  of  medical  practice  is  in 
the  hands  of  the  medical  profession  of 
today.  Your  responsiveness  to  and  the 
handling  of  the  changing  conditions  will 
determine  whether  medicine  is  to  be  a 
leading  and  constructive  force  in  a chang- 
ing society.  You  cannot  ignore  the  situa- 
tion. If  you  don’t  make  it  right  someone 
else  will.  So  get  out  to  meetings,  get  on 
committees,  acquaint  yourselves  with  the 
problems  to  be  solved  and  give  of  your 
time  and  thought.  You  are  the  best 
educated  of  any  group  in  the  community 
of  which  you  are  a part.  Why  not  put 
that  education  to  work  for  yourself  and 
the  community?” — H.  E.  Patrick,  M.D., 
in  the  December  issue  of  the  Bulletin 
of  the  Mahoning  County  Medical  Society 
of  Ohio. 


“Those  of  you  who  think  the  Wagner 
Medical  Practice  Act  is  a dead  issue  are 
living  in  a fool’s  paradise.  Wait  until  the 
next  session  of  Congress.  And  if  by  kind 
providence  the  blow  should  not  fall  then, 
read  what  was  said  in  a recent  address  by 
Senator  Robert  A.  Taft  . ...  T believe 
that  in  1940  a Federal  Medical  Program 
of  some  kind  will  be  adopted.  What  form 
it  takes  depends  largely  on  the  medical 
profession — I believe  a Federal  aid  pro- 
gram can  be  worked  out — I believe  it  can 
be  worked  out  with  the  assistance  and 
cooperation  of  the  doctors  themselves.’ 
“The  last  sounds  a little  encouraging 
and  takes  away  some  of  the  sting.  But 
remember,  there  are  doctors  and  doctors. 
There  are  doctors  in  medical  schools  who 
are  better  teachers  than  they  are  practi- 
tioners. There  are  doctors  who  are  better 


politicians  than  practitioners.  There  are 
doctors  who  are  purely  public  health  men. 
There  are  doctors  who  represent  the 
A.M.A.  Which  ones  will  be  consulted? 
It  makes  a great  difference  where  the  co- 
operation comes  from,  even  in  the  medical 
profession.” — Some  paragraphs  from 
“The  Medical  Crier”  in  the  September, 
1939,  issue  of  the  Bulletin  of  the  Mahon- 
ing (Ohio)  County  Medical  Society. 

“It  is  the  American  way  of  practice  that 
has  made  us  the  most  healthful  nation  in 
the  world.  Improvements  are  necessary 
and  the  medical  profession  is  constantly 
improving  the  distribution  of  its  services 
as  well  as  its  curative  and  preventive 
practices.  The  European  way  of  practic- 
ing medicine  has  been  a big  influence  in 
the  upbuilding  of  dictatorships,  centrali- 
zation of  governments,  and  wars.  Why 
should  we  change  from  our  American 
way?” — We  quote  from  the  St.  Louis 
County  Medical  Society  Bulletin  of  recent 
date. 


“Medical  education  has  always  been 
individualistic  from  ancient  preceptorial 
teaching  down  through  the  modern 
schools.  The  single  variant  is  the  matter 
of  public  health,  a comparatively  recent 
field  of  postgraduate  specialization.  Other 
than  this,  the  hospital  clinics — originally 
but  now  secondarily  a teaching  function 
of  medicine — are  the  nearest  approach  to 
mass  medicine  of  which  the  profession  has 
had  any  experience.  It  is  unfortunate 
surely,  and  possibly  tragic,  that  the 
philosophy  and  practice  of  medical  educa- 
tion are  so  little  known,  so  badly  under- 
stood outside  of  the  profession  itself.  Be- 
cause, even  if  it  were  possibly,  a profound 
revision  of  medical  education  and  almost 
complete  reversal  of  its  ethics  would  be 
necessary  if  the  profession  were  to  be 
industrialized.” — The  Westchester  Medical 
Bulletin  for  November. 


“It  is  as  vital  to  our  ultimate  success 
and  happiness  to  keep  the  controlling  hand 
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of  the  self-seeking  politician  out  of  our 
hospital  system  as  it  is  to  keep  it  out  of 
our  school  system.” — Ray  Lyman  Wil- 
bur, M.D. 

“Democracy  was  no  miraculous  im- 
provisation, no  full-grown  energy,  but  a 
growth  and  development.  Overnight 
perfectionists  please  observe  and  pre- 
serve.”— A reminder  and  a suggestion 
from  the  New  York  Times  of  December 
7,  1939. 

“Medicine  has  problems — and  with  the 
understanding,  sympathetic  aid  of  people 
in  all  walks  of  life,  these  problems  are 
being  solved  with  a resultant  gain  in  life- 
expectancy  so  great  as  to  create  of  itself 
still  more  problems  to  be  solved.  But 
medicine  appreciates  from  long  labora- 
tory experience  that  change  does  not  nec- 
essarily mean  progress,  and  organization 
is  not  synonymous  with  efficiency. 

“The  health  achievements  of  our  na- 
tion, with  its  mixed  national  strains,  have 
not  been  made  in  spite  of — but  because  of 
— our  failure  to  adopt  foreign  procedures. 
Our  gains  have  been  made  because  we 
had  the  foresight  to  avoid  the  basic  con- 
cept of  ‘care  only  within  limits.’  A medi- 
cal profession  shackled  to  systematized 
control  under  the  claim  that  thus  will 
economic  security  be  advanced  will  result 
in  patients  who  must  abide  by  rules  and 
doctors  who  find  themselves  unable  to  do 
that  which  their  training  indicates  as 
essential  for  the  sick.  Is  this  not  too 
great  a purchase  price  to  pay?” — From 
an  address  by  Mr.  J.  G.  Crownhart  at 
the  annual  meeting  of  the  Medical  So- 
ciety of  Westchester  County  on  Novem- 
ber 21,  1939. 

“There  is  an  analogy  between  the  prac- 
tice of  medicine  and  world  conditions  in 
general.  In  every  country,  including  our 
own,  there  are  those  who  offer  political 
and  economic  panaceas.  However  at- 
tractive they  may  seem,  they  are  un- 
proved theories.  Indeed,  some  nations 
have  succumbed  to  shrill  pied  pipers  and 


crackpot  theorists,  who  have  thrown 
overboard  tried  and  established  methods 
and  are  staking  everything  on  doubtful 
ideological  nostrums. 

“The  result — we  are  living  in  a very 
sick  world.  So  sick  that  a few  more  doses 
of  the  new  remedies  may  destroy  our  en- 
tire civilization. 

“Let  us  hope  that  the  doctors  in  charge 
of  the  destinies  of  nations  will  come  to 
their  senses  before  it  is  too  late.  Perhaps 
it  would  be  even  better  if  the  patient  him- 
self, the  people,  were  to  discover  that 
beneath  the  sugar  coating  of  the  new  pills 
there  is  poison,  and  fire  the  crackbrained 
doctors.  For  sooner  or  later,  they  must 
realize  that  we  cannot  discard  our  ac- 
cepted and  tried  though  not  infallible 
remedies,  for  new  fangled  and  unproved 
panaceas.  Or  is  it  too  much  to  hope 
for?” — L.  S.  D.,  writing  on  “Panaceas” 
in  the  November  issue  of  the  Bulletin  of 
the  Mahoning  (Ohio)  County  Medical 
Society. 


“We  believe  organized  medicine  can 
do  a better  job  than  the  government  and 
by  a better  job  we  mean  deliver  a much 
higher  quality  of  medical  service  to  the 
American  public.  Let  us  all  cooperate  to 
show  the  public  that  we  can  deliver  the 
goods  and  on  a quality  basis.” — We 
most  certainly  are  in  accord  with  these 
sentiments,  expressed  in  the  Oakland 
County  (Michigan)  Medical  Bulletin  a 
short  time  ago. 


“.  . . If  government  provides  the  in- 
digent with  food  and  clothing,  why  the 
failure  to  provide  medical  care,  when  the 
profession  is  fully  cooperative  in  this 
respect?  If  government  has  not  yet  suc- 
ceeded in  the  simplest  part  of  the  prob- 
lem, comprising  the  indigent,  is  it  safe  to 
give  it  control  of  the  greater  and  more 
complicated  part,  that  of  medical  care 
for  the  employed  and  self-supporting?” 
— Pertinent  remarks  of  Terry  M.  Town- 
send, president  of  the  Medical  Society  of 
the  State  of  New  York. 


Sulfapyridine  Urolithiasis 

Morris  Robert  Keen,  M.D.,  Huntington,  New  York 


The  rapidly  changing  panorama  of 
effective  medication  within  the  past 
few  years  has  been  accompanied  by 
precarious  and  dangerous  sequelae.  Sulfa- 
pyridine (a  para-amino-benzene  sul- 
fonamido-pyridine)  with  its  dramatic 
results  in  certain  pneumonic  processes 
comes  within  this  group  of  erratic  drugs. 
For  a pneumonia  patient  to  recover  over- 
night, as  it  were,  and  then  to  be  precipi- 
tated into  an  acute  abdominal  syndrome 
is  an  unpleasant  aftermath  for  the  pa- 
tient as  well  as  his  physician. 

The  urinary  complications  following 
the  use  of  this  drug  have  recently  been 
brought  to  light  from  several  angles. 
From  the  experimental  phase,  two  groups 
of  observers  have  presented  evidence  of 
a most  interesting  nature.  Antopol  and 
Robinson,1  working  on  rats,  rabbits, 
and  monkeys,  noted  the  formation  of 
urinary  concretions,  even  after  a single 
large  dose  of  sulfapyridine.  With  re- 
peated feedings,  the  production  of  uro- 
liths was  more  pronounced.  Certain 
species,  such  as  mice  and  dogs,  were  not 
susceptible  to  stone  formation  even  on 
large  doses  of  sulfapyridine.  Clusters 
of  crystals  were  found  as  early  as  twenty- 
four  hours  after  the  onset  of  the  medica- 
tion. These  “aggregates  of  crystals” 
predominated  in  the  lower  ureter  at  the 
level  of  the  bony  pelvic  brim.  However, 
the  renal  pelvis  was,  at  times,  distended 
with  blood  and  crystals.  The  pathologic 
picture  produced  within  the  kidney  varied 
with  the  degree  of  urinary  stasis.  First 
seen  was  a calculus  ureteritis,  followed  by 
pyelitis  and  a pyelonephritis.  A finding 
of  clinical  significance  is  the  definite 
thickening  of  the  ureters  and  the  renal 
pelves  without  associated  calculi,  present 
two  and  a half  months  after  the  discon- 
tinuance of  the  medication. 

The  striking  and  thorough  experi- 
mental data  of  Gross,  Cooper,  and  Lewis2 
so  clearly  simulates  the  clinical  picture 


as  to  warrant  repetition  and  emphasis. 
Noting  that  their  animals,  although  freed 
of  pneumonic  infections,  succumbed, these 
workers  proceeded  with  detailed  protocol 
studies.  More  than  60  per  cent  of  their 
animals  (27  of  39)  on  a daily  diet  of  1 
Gm.  of  sulfapyridine  per  kilo  of  body 
weight  developed  calculi  within  two 
weeks.  These  calculi  localized  at  almost 
any  level  of  the  urinary  tract.  Obstruc- 
tion was  either  complete  or  partial  and 
was  accompanied  by  hematuria,  pyelone- 
phritis, and  an  elevated  blood  nitrogen. 
Death  appeared  secondary  to  varying 
degrees  of  renal  damage  directly  related 
to  the  degree  of  urinary  obstruction. 
The  gross  pathologic  features  were  en- 
larged, soft,  fluctuant  kidneys  with  di- 
lated ureters  and  contracted  bladders. 
On  section,  the  renal  tissue  was  swollen, 
pale,  and  bulging,  with  a poorly  de- 
marcated cortex.  The  microscopic  fea- 
tures were  albuminous  degenerations  of 
the  tubular  epithelium,  areas  of  necrosis, 
and,  in  some  instances,  extensive  exuda- 
tive pyelonephritis.  The  renal  pelves 
and  ureters,  grossly  dilated  in  many  cases 
presented  a smooth  glistening  mucosa 
with  occasional  areas  of  interstitial  hemor- 
rhage. When  obstruction  occurred  at 
higher  levels,  the  bladders  were  con- 
tracted. No  vesical  hemorrhage  was 
observed. 

In  a more  recent  study,3  Gross  and  his 
associates  attempted  to  determine  the 
ultimate  fate  of  the  renal  ureteral  lesions 
as  well  as  the  concretions  formed.  They 
concluded  that  ureteral  and  pelvic  dila- 
tations subsided  after  the  discontinuance 
of  the  drug  (four  weeks).  This  finding 
is  at  variance  with  the  definite  persistent 
thickening  of  the  ureter  and  pelvic  walls 
noted  by  others.  The  lesions  frequently 
observed  in  the  kidney  were  hyaline 
thickening  of  the  basement  membrane  of 
the  adjacent  convoluted  tubules  and 
vesicular  engorgement  of  the  nuclei  with 
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Fig.  1.  Case  J.  D.  Arrow  mark  points  to 
filling  defect  noted  in  the  pyelogram,  and  at- 
tributed to  nonopaque  calculus.  Another  filling 
can  be  seen  in  the  inferior  limb  of  the  pelvis. 

karolysis.  The  glomeruli  were  essentially 
normal. 

While  the  calculi  may  disappear  in  man 
as  in  the  experimental  animal,  their 
“solution  may  be  impeded  by  the  pre- 
cipitation of  calcium  salts  upon  the  sur- 
face, as  suggested  by  Antopol  and 
Robinson,  or  of  protein  material.”  Thus, 
calculi  of  acetylsulfapyridine  origin  may 
actually  grow  by  adhesion  or  inclusion 
of  the  above  elements. 

The  sulfapyridine  calculi  varied  from 
a grayish  white  to  a pale  yellow  in  color, 
had  a smooth  or  spiculed  surface,  and 
consisted  of  crystalline  needles  and  plates. 

The  clinical  duplication  of  the  above 
experiments  is  seen  in  the  case  reports  of 
South  worth  and  Cooke.4  Three  patients 
exhibited  hematuria  and  abdominal  pain. 
An  elevation  of  the  blood  nitrogen  was 
present  in  2 of  these.  Recovery  occurred 
in  all,  although  the  eventual  urologic 
complications  remain  to  be  seen. 

Hansen’s  case  of  a 19-year-old  male 
developed  hematuria  on  the  fifth  day  of 
medication.  The  hematuria  disappeared 
in  a few  days,  although  the  drug  was  con- 
tinued. Adalja5  reports  another  case  of 
hematuria  that  disappeared  with  the 
cessation  of  the  drug.  In  a series  of  50 
cases,  Graham  and  his  colleagues6  found 
4 patients  exhibiting  ureteral  pain  and 
hematuria.  Many  jagged  crystals  were 
seen  in  the  freshly  voided  urine.  No 


urologic  studies  were  undertaken.  Per- 
haps the  acuteness  of  the  prevailing  illness 
made  such  examinations  undesirable. 

•Toomey  found  jagged  crystals  in  the 
urine  of  patients  using  this  drug.  Ex- 
perimentally, he  and  associates  dupli- 
cated the  pathologic  findings  of  Gross, 
Antopol,  etc. 

In  treating  27  cases  of  pneumonia  in 
children,  Fulton  and  his  colleagues  noted 
hematuria  in  5 cases  (18.5  per  cent). 

Case  Reports 

The  following  2 cases  are  presented  be- 
cause of  their  related  interest  to  this 
subject: 


Fig.  2.  Case  G.  M.  Arrow  marks  point  to 
right  renal  pelvis,  which  shows  numerous 
mottled  areas  due  to  the  mixture  of  blood  and 
Hippuran  dye. 

Case  1. — J.  D.,  aged  52,  male,  was  admitted  to 
the  Huntington  Hospital  on  April  3,  1939,  be- 
cause of  lower  abdominal  pain  of  one  day’s 
duration.  Ten  days  previously  he  had  con- 
tracted a respiratory  infection,  accompanied  by 
general  malaise,  anorexia,  fever,  and  chilly  sen- 
sations. This  was  diagnosed  as  a broncho- 
pneumonia. He  was  treated  with  sulfapyridine 
(total  dosage  24  Gm.).  The  day  of  admission, 
he  developed  severe  cramplike  pain  in  the  right 
lower  groin  followed  by  vomiting.  Inability  to 
void  or  to  defecate  was  present.  No  previous 
history  of  urinary  difficulty  could  be  elicited. 

Physical  examination  revealed  an  acutely  ill, 
apathetic  individual.  Temperature  and  respira- 
tion were  normal.  Pulse  was  60  per  minute. 
The  pupils  reacted  normally  to  light  and  accom- 
modation. The  nasal  mucosa  was  congested. 
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Fig.  3.  Photomicrograph  of  crystals  (sulfa- 
pyridine)  isolated  from  Case  J.  D.,  magnified  50 
times. 

Fauces  were  reddened.  The  pulmonic  and 
cardiac  areas  were  normal  to  auscultation  and 
percussion. 

Abdomen:  spastic  right  side  with  a localized 
tenderness  in  both  upper  and  lower  quadrants 
and  in  the  flank.  No  palpable  masses. 

The  external  genitalia  were  normal  to  palpa- 
tion. Rectal  examination:  anal  tone  good, 

prostate  soft.  Both  seminal  vesicles  were  boggy. 

The  extremities  were  normal  in  appearance 
and  reaction. 

Laboratory  Data  (April  3,  1939) : Urine 
(catheterized) : reaction  acid,  sp.  gr.  1,021, 

sugar  negative,  alb.  1 plus,  acetone  2 plus,  di- 
acetic  ac.  negative.  Micr.  1-2  w.b.c.  per  h.p.f., 
40-50  r.b.c.,  rare  clump  of  w.b.c.  Blood 
count:  hemoglobin  (100  per  cent)  r.b.c. 

4,710,000,  w.b.c.  11,550.  Differential:  9 per 
cent  small  lymphocytes,  90  per  cent  polymor- 
phonuclear. Schilling  Index:  juvenile  3,  stab. 
22,  segmented  65.  Wassermann:  negative. 

Urologic  consultation  was  requested.  The 
features  of  this  examination  were  rigidity  and 
spasticity  in  the  right  lower  quadrant,  witfi 
vague  right  lumbar  distress.  An  acute  surgical 
abdomen  was  also  considered  but  final  opinion 
was  deferred  until  a cystoscopy  could  be  per- 
formed. 

The  urologic  survey  was  as  follows: 

a.  Plain  K.U.B.  film:  The  left  kidney  is 
normal  in  size,  contour,  and  position.  The  right 
kidney  is  obscured.  In  the  right  lower  part  of 
the  abdomen  there  is  a collection  of  gas  in  what 
appears  to  be  a tremendously  dilated  loop  of  bowel. 
There  is  no  evidence  of  an  opaque  calculus. 


Fig.  4.  Crystals  magnified  70  times. 


b.  Cystoscopy  disclosed  a small,  yellowish, 
ovoid  body,  1/s"  in  diameter,  protruding  from 
the  right  ureteral  orifice.  On  the  floor  of  the 
bladder  were  several  clusters  of  soft  crystalline 
matter.  The  bladder  neck  showed  some  eleva- 
tion in  the  midline.  Intravenous  indigo  car- 
mine appeared  within  five  minutes  from  the  left 
ureteral  orifice  and  none  from  the  right  side  after 
fifteen  minutes.  With  a ureteral  catheter,  the 
yellowish  ovoid  body  was  dislodged  from  the 
ureteral  orifice  and  a catheter  then  passed  to  the 
right  renal  pelvis  without  any  difficulty.  A 
strong  blue  was  obtained  from  the  right  renal 
pelvis.  Catheterization  of  the  left  ureter  was 
uneventful.  The  rate  of  flow  from  the  right 
side  was  twice  that  of  the  left.  Divided  urines 
were  as  follows: 


Specimen 

Micros. 

Gram  Stain 

Culture 

Right  kidney 

0-  5 w.b.c. 
15-20  r.b.c. 

No  organism 

Sterile 

Left  kidney 

1-  4 granular  casts 
1-10  hyaline  casts 
10-15  r.b.c. 

Bladder 

Shreds 
20-25  r.b.c. 
1-  2 w.b.c. 

Bilateral  pyeloureterograms  were  performed 
with  20  per  cent  sodium  Hippuran.  A No.  5 F 
ureteral  catheter  was  left  within  the  right  renal 
pelvis. 

c.  Pyelographic  report:  left  renal  pelvis, 

calyces,  and  ureter  appear  normal;  right  renal 
pelvis  and  calyces  are  somewhat  dilated ; a 
circular  filling  defect  is  noted  in  the  upper  major 
calyx. 

A tentative  diagnosis  was  made  of  right  renal 
obstruction  secondary  to  ureteral  calculi,  possi- 
bly of  sulfapyridine  origin.  This  diagnosis  was 
facilitated  by  a previous  conversation  between 
our  resident.  Dr.  W.  Bennett,  and  Dr.  Lawrence 
of  the  New  York  Hospital.  The  latter  had  ob- 
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Microscopic 

Right  Hyaline  casts;  many  r.b.c. 

Left  R.b.c.  3-4 

Bladder  R.b.c.  1 

All  specimens  contained  a brownish  debris 


Gram  Stain  Tbc. 


Negative 
Rare  gram  neg. 

cocci 

Negative 


Negative 

Negative 

Negative 


Culture 

Sterile 

Staphylococci 

Staphylococci 


served  this  renal  phenomenon  in  pneumonia 
patients  treated  with  sulfapyridine. 

Analysis  of  crystals  isolated  from  ureter  and 
bladder:  a small  portion  of  the  urinary  calculus 
was  dissolved  in  dilute  hydrochloric  acid.  To 
the  resulting  solution,  a small  amount  of  sodium 
nitrite  was  added.  The  mixture  was  then 
chilled.  To  this  solution,  an  equal  amount  of 
alpha  dimethylnaphthylamine  was  added  and 
allowed  to  stand  at  room  temperature.  A deep 
red  color  resulted.  This  was  chemical  evidence 
of  the  presence  of  a nitrated  benzene  ring. — 
W.  R.  Powers,  M.D. 

Clinical  Course:  April  5,  1939:  catheter 

drainage  removed;  no  complaints;  T.P.R.  nor- 
mal. April  7 : slight  attack  of  right  renal  colic; 
fluid  output  copious.  April  9:  patient  is  up 

and  about,  voids  without  difficulty.  April  12: 
discharged.  Urine  showed  a trace  of  albumin; 
8-10  w.b.c.;  1-3  r.b.c.;  and  few  clusters  of  w.b.c. 

Case  2. — G.  M.,  aged  29,  was  admitted  to  the 
hospital  on  April  13,  1939,  because  of  severe  pain 
in  the  right  loin,  radiating  to  the  groin,  associated 
with  painful  urination.  Five  days  previous,  he 
had  experienced  chills,  a cough,  and  left  posterior 
chest  pain.  Fever  was  101  F.;  pulse  120;  blood 
pressure  125/80.  At  the  time,  coarse  rales  were 
heard  at  the  left  base  posteriorly,  but  no  dullness. 
A diagnosis  of  pneumonia  was  made  and  con- 
firmed by  a medical  consultant.  Sulfapyridine 
was  started  with  a dose  of  2 Gm.  Total  dosage 
was  9V>  Gm.  Nausea,  abdominal  cramps,  and 
diarrhea  developed.  The  temperature  and  pul- 
monary signs  abated  within  forty-eight  hours 
after  beginning  the  drug. 

The  past  history  was  essentially  negative  save 
for  an  occasional  period  of  urinary  frequency. 
Physical  examination  revealed  an  extremely 
apprehensive  male.  Temperature,  pulse,  and 
respiration  were  normal.  The  pupils  were  di- 
lated but  reacted  well  to  light  and  accommoda- 
tion. The  nasal  mucosa  was  congested.  Fauces 
were  clear.  The  pulmonic  fields  were  normal 
save  for  some  dullness  with  a few  crackling 
rales  at  the  right  base  posteriorly.  The  cardiac 
field  was  normal.  Blood  pressure  was  120/85. 
Abdomen:  definite  rigidity  and  tenderness  in 

the  right  lower  quadrant  and  the  right  costo- 
vertebral angle.  Genitalia:  penis  and  scrotal 

contents  were  normal  to  palpation.  Rectal: 
anal  tone  good  Prostate  soft  and  small.  Ex- 


tremities: normal  in  appearance;  reflexes  nor- 
mal. 

Laboratory  Data  (April  14,  1939):  urine: 

color  straw,  clear,  reaction  acid,  sp.  gr.  1,022, 
alb.  faint  trace,  sug.  negative,  acetone  negative, 
micr.  1 w.b.c.  per  h.p.f.  Blood  count:  hemo- 
globin (79  per  cent),  r.b.c.  4,600,000,  w.b.c. 
10,600,  polymorphonuclear  78  per  cent.  Small 
lymphocytes  4 per  cent,  large  monocytes  6, 
large  lymphocytes  12  per  cent.  Wassermann 
was  negative. 

X-ray  examination  of  the  chest  showed  a 
slight  increase  in  the  bronchial  markings  in  both 
lower  lobes.  The  appearance  was  that  of  a 
bronchitis.  The  diaphragm  moved  freely  on 
both  sides  and  the  heart  was  not  enlarged. 

Urologic  survey  was  as  follows : 

(a)  Plain  x-ray  of  the  urinary  tract  showed 
both  kidneys  to  be  normal  in  size,  contour,  and 
position  and  there  was  no  evidence  of  an  opaque 
urinary  calculus. 

(b)  Cystoscopy  revealed  a reddened  and 
edematous  mucosa  in  the  region  of  the  right 
ureteral  orifice.  Intravenous  indigo  carmine 
appeared  promptly  from  the  left  ureteral  orifice. 
None  was  seen  from  the  right  side  in  fifteen 
minutes.  At  the  end  of  this  period  a ureteral 
catheter  was  passed  to  the  left  renal  pelvis 
without  encountering  any  obstruction.  Return 
flow  was  of  normal  rate  and  grossly  clear.  The 
right  renal  pelvis,  when  catheterized,  drained 
old  sanguinous  fluid  profusely  for  about  ten 
minutes.  Divided  kidney  studies  were  as 
listed  in  above  table. 

When  the  right  ureteral  catheter  was  with- 
drawn, a stringy  clot  was  seen  protruding  from 
the  ureteral  orifice.  This  clot,  when  examined 
under  the  cystoscopic  lens,  contained  several 
tiny,  yellow,  ovoid  bodies. 

(c)  Right  pyeloureterogram  disclosed  some 
dilatation  of  the  renal  pelvis  and  calyces.  The 
density  of  the  right  renal  pelvis  was  less  than 
normal  as  though  the  solution  were  mixed  with 
a nonopaque  substance  such  as  air  or  blood. 

Diagnosis:  right  renal  obstruction  secondary 
to  old  blood  clots,  renal  irritation  possibly 
secondary  to  crystals  of  sulfapyridine.  Tumor 
of  the  renal  pelvis  to  be  excluded. 

Advise : indwelling  right  ureteral  catheteriza- 
tion and  pelvic  lavage. 

Clinical  Course  (April  14):  right  ureteral 
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catheter  not  draining.  No  improvement  follow- 
ing irrigation;  removal  of  the  catheter.  (April 
15):  no  renal  tenderness.  Fluid  forced;  some 
elevation  of  temperature.  (April  16):  acute 

right  renal  pain,  dysuria,  and  nausea.  Two 
small  blood  clots  passed.  Temperature,  pulse, 
and  respiration  normal.  (April  18):  out  of 

bed.  No  renal  tenderness.  (April  19):  re- 

currence of  severe  right  renal  pain.  Tenderness 
present  in  the  right  costovertebral  angle.  Right 
abdominal  muscle  spasm  is  present.  Urine 
shows  a trace  of  albumin,  10-15  w.b.c.  and 
2-4  r.b.c.  (April  20):  Sudden  relief  of  pain. 
Temperature  99  F.  Discharged  for  further 
observation  at  the  office.  (May  19):  one  at- 

tack of  right  renal  distress  which  subsided  spon- 
taneously. Intravenous  pyelography  shows  a 
normal  left  pyelogram  but  an  incomplete  filling 
of  the  right  renal  pelvis.  There  is  a suggestion 
of  a small  filling  defect  within  the  pelvis. 

Both  cases  developed  acute  renal  ob- 
struction following  the  ingestion  of  sulfa- 
pyridine  in  amounts  varying  from  9 to 
24  Gm.  Crystals  simulating  sulfapyri- 
dine  were  found.  Red  blood  cells  and 
casts  were  present  in  the  urine  from  the 
affected  kidneys.  One  case  subsided 
spontaneously  following  catheter  drain- 
age and  increased  fluid  intake.  The 
other  has  had  several  recurrent  attacks 
of  right  lumbar  pain.  A recheck  intra- 
venous pyelography  showed  a small  defect 
in  the  right  renal  pelvis  (residual  clot?). 
At  no  time  did  the  urinary  output  dimin- 
ish to  an  alarming  degree.  Unfortunately, 
blood  nitrogen  studies  were  not  done.  A 
moderate  leukocytosis  with  a polymor- 
phonuclear increase  was  noted.  Tem- 
perature reaction  was  slight.  An  acute 
surgical  abdominal  condition  seemed  pos- 
sible at  one  time. 

The  factors  in  the  production  of  sulfa- 
pyridine  calculi  may  be : 

1.  The  marked  dehydration  of  a toxic 
pneumonia  patient. 

2.  The  proved  limited  solubility  of 


sulfapyridine  (1:1,000)  room  temperature 
and  the  even  greater  insolubility  of  the 
acetylated  derivatives  (Cooper,  Gross, 
and  Lewis). 


Conclusion 

1.  Two  cases  of  right  renal  obstruc- 
tion secondary  to  sulfapyridine  therapy 
are  presented. 

2.  The  experimental  background  em- 
phasizing the  clinical  picture  is  reviewed. 

3.  The  possibilities  of  future  urologic 
complications  (nucleus  of  permanent  stone 
formation  and  ureteral  wall  damage)  are 
stressed. 


Since  this  article  was  submitted  for 
publication  (June,  1939),  Snapper  and 
his  associates  reported  the  occurrence  of 
hematuria  and  colic  during  sulfapyridine 
treatment  both  in  children  and  adults. 
A renal  calculus  composed  of  acetyl- 
sulfapyridine  crystals  was  found  in  one 
adult. 

Plummer  and  Einsworth  have  recently 
stated  that  the  drug’s  toxic  effects  in- 
volving the  kidneys  and  ureters  were  the 
most  disturbing.  Two  adults  of  their 
series  developed  definite  renal  calculi. 
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STUDIES  IN  THE  GROWTH  AND  DEVELOPMENT 
OF  CHILDREN 


Harry  Bakwin,  M.D.,  and  Ruth  Morris  Bakwin,  M.D.,  New  York  City 

( From  the  Department  of  Pediatrics , New  York  University,  and  from  the  New  York  Infirmary  for 

Women  and  Children ) 


Within  recent  years  there  has  been  an 
increasing  interest  in  the  problems 
of  growth  and  development.  I propose 
to  discuss  today  two  applications  from 
these  studies  to  the  practice  of  pediatrics : 
first,  the  use  of  standards  of  physical 
growth;  and  second,  the  significance  of  a 
knowledge  of  growth  and  development 
for  the  psychologic  care  of  the  child. 

Standards  for  Physical  Growth 

The  standard  that  is  at  present  most 
widely  used  is  the  Baldwin-Wood  table. 
It  is  represented  as  an  age-height-weight 
table,  but  a moment’s  study  will  show 
that  it  is  actually  a height-weight  table 
and  that  age  might  have  been  omitted 
without  causing  any  very  serious  error. 
It  is  assumed,  according  to  the  Baldwin- 
Wood  table,  that  if  the  child’s  weight  for 
his  height  corresponds  to  that  on  the 
chart,  the  child  is  normal.  The  assump- 
tion here  is  that  height  is  a sort  of  fixed 
point  and  is  not  influenced  by,  let  us  say, 
an  inadequate  diet.  But  this  is  not  true. 
Height  is  influenced  by  the  environment 
in  just  the  same  way  as  is  weight.  (We 
cannot  say  which  is  more  influenced, 
since  inches  and  pounds  cannot  be  com- 
pared.) 

The  Bald  win- Wood  table  is  the  simplest 
of  the  available  standards.  There  are 
others  that  include  more  measurements. 
Thus  Lucas  and  Prior  include  hip  breadth 
in  their  growth  standards.  But  the  di- 
ameter of  the  hips  happens  to  be  one  of  the 
measurements  that  is  influenced  by  an 
adverse  environment  even  more  than  is 
height. 

There  are  some  standards  which  make 
necessary  a great  many  more  measure- 
ments for  an  estimate  of  proper  weight. 


Of  course,  it  is  apparent  that  if  enough 
body  measurements  are  taken,  such  as 
height,  size  of  extremities,  thickness  of 
subcutaneous  fat,  etc.,  it  will  be  unneces- 
sary to  weigh  the  child  in  order  to  make  a 
prediction  of  weight.  Whether  this 
serves  any  useful  clinical  purpose  is  highly 
doubtful. 

The  requirements  for  proper  growth 
standards  are: 

1.  They  should  be  based  on  children 
who  receive  most  nearly  optimal  care. 
Standards  obtained  from  children  who  are 
themselves  improperly  cared  for  and 
hence  below  par  are  of  little  value.  The 
standards  which  we  have  prepared  are 
based  on  the  weights  and  heights  of 
private  school  children  in  New  York  City. 
It  is  probable  that  this  group  has  re- 
ceived as  good  medical  supervision  as  is 
available. 

2.  Separate  standards  are  necessary 
for  boys  and  girls.  This  may  seem  ob- 
vious but,  curiously  enough,  the  curve 
most  widely  used  for  infants  does  not 
take  sex  into  consideration,  although  boys 
weigh  about  10  per  cent  more  than  girls 
during  the  first  year  of  life. 

3.  Separate  standards  are  necessary 
for  colored  children.  They  grow  more 
slowly  than  white  children,  and  though 
this  may  be  due  to  poorer  hygienic  sur- 
roundings, it  is  hardly  justifiable  to  make 
this  assumption  without  more  data. 

4.  Standards  should  be  simple.  We 
believe  the  most  suitable  standard  at 
the  present  time  is  the  age-weight  and 
age-height  standard. 

5.  Proper  standards  should  indicate, 
in  addition  to  the  average  growth  curve, 
some  measure  to  show  how  children  vary 
around  the  average.  We  have  used  for 
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this  purpose  a statistical  device  called  the 
standard  deviation.  If  we  construct 
charts  or  tables  which  take  into  account 
the  standard  deviation  we  obtain  a zone 
around  the  average  which  includes  two- 
thirds  of  normal  children.  One-sixth 
of  normal  children  will  be  above  this  and 
the  remaining  one-sixth  below  it  (see 
Fig.  1). 

It  is  hardly  necessary  to  state  that 
growth  standards  in  no  sense  replace 
clinical  judgment.  They  can,  however, 
be  useful  as  aids  if  they  are  properly  used. 
Generally  speaking,  it  is  fair  to  state 
that  the  farther  away  a child  is  from  the 
average  for  his  age,  the  more  likely  he 
is  to  be  abnormal.  Furthermore,  when 
repeated  measurements  are  made  on  the 
same  child,  growth  standards  may  be 
very  valuable  in  that  they  show  whether 
the  child’s  growth  is  keeping  up  with  or 
surpassing  his  group. 

Psychologic  Growth  and  Development 

It  is  becoming  increasingly  apparent 
that  the  child  must  be  looked  upon  as  an 
integrated  unit  and  that  optimal  child 
care  should  include  psychologic  as  well 
as  physical  care.  Proper  psychologic 
care,  like  proper  physical  care,  requires 
an  understanding  of  the  principles  under- 
lying growth  and  development.  We 
need  to  know  to  what  extent  the  child 
can  be  expected  to  adapt  to  the  environ- 
ment and  to  what  extent  the  environ- 
ment must  be  adjusted  to  the  child. 

The  child’s  adaptability  is  limited  by 
his  developmental  plan.  It  is  now  pretty 
generally  accepted  by  students  of  this 
subject  that  development  or  maturation 
takes  place  according  to  a plan  and  a 
sequence  that  is  innately  determined  and 
that  cannot  be  readily  altered  by  at- 
tempts at  acceleration  or  retardation. 
The  child’s  psychologic  traits — his  motor 
skills — his  ability  to  acquire  informa- 
tion, his  emotional  responsiveness — 
emerge  according  to  a plan  and  a sequence 
that  differs  for  each  individual  child. 
The  developmental  pace  is  set  by  the 
germ  plasm.  It  is  for  us  to  see  to  it  that 
an  environment  is  provided  which  will 
give  the  child  optimum  opportunity  for 
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Fig.  1.  Weight  curve  of  girls  from  birth  to 
14  years.  The  continuous  line  represents  the 
average  weight.  The  clear  zone  on  either  side 
of  this  line  includes  approximately  two-thirds 
of  normal  girls  and  each  of  the  shaded  zones  the 
remaining  one-sixth.  For  example,  if  one  were 
to  weigh  100  healthy  girls,  one  would  expect  to 
find  approximately  16  in  the  upper  shaded  zone, 
33  in  the  clear  zone  above  the  continuous  line, 
33  in  the  clear  zone  below  the  continuous  line, 
and  16  in  the  lower  shaded  zone.  About  2 per 
cent  would  fall  outside  the  shaded  zones. 

growth  within  the  framework  of  the  de- 
velopmental stage  at  which  the  child  hap- 
pens to  be. 

I should  like  to  call  your  attention  at 
this  point  to  the  difference  in  the  con- 
cepts of  development  and  growth.  The 
term  “development”  refers  to  the  un- 
folding of  the  mature  pattern.  It  refers 
to  the  innumerable  stages  and  processes 
through  which  human  form  and  function 
pass  from  birth  to  maturity.  Growth, 
on  the  other  hand,  is  strictly  a quantita- 
tive concept  and  refers  to  change  in 
size  or  to  increase  in  information,  skills, 
or  emotional  interests. 

The  emergence  of  the  psychologic 
developmental  plan,  like  the  physical, 
is  obligatory  and  not  optional.  The 
child  must  be  permitted  to  exercise  his 
developing  skills  and  feelings  and  we, 
therefore,  speak  of  psychologic  needs 
just  as  we  speak  of  nutritional  needs. 
Similarly,  we  may  speak  of  psychologic 
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deficiency  disease  when  a child  is  de- 
prived of  psychologic  gratification,  analo- 
gous to  nutritional  deficiency  disease  when 
a child  is  deprived  of  a proper  diet. 

From  a practical  standpoint,  this 
means  that  a child  may  be  injured  psy- 
chologically and  have  disturbances  of  be- 
havior if  we  attempt  to  interfere  with 
his  developmental  plan  either  by  trying 
to  hurry  him  or  retard  him,  or  by  fail- 
ing to  allow  gratification  for  his  psy- 
chologic needs,  or  by  overindulging  his 
needs.  It  is  obvious,  therefore,  that  a 
knowledge  of  psychologic  growth  and 
development  is  just  as  necessary  for 
proper  child  care  as  is  a knowledge  of 
physical  growth  and  development. 

Discussion 

Dr.  Daniel  P.  Peeler,  Rochester,  New  York — 
This  splendid  paper  we  have  just  listened  to 
is  very  timely  and  is  of  great  interest  to  us  all. 

There  has  been  a great  deal  appearing  in  the 
literature  lately  about  various  standards  that 
we  should  use  in  determining  the  normality  or 
abnormality  of  our  little  charges,  and  it  appears 
to  me  that  a great  deal  of  this  scientific  work  is 
not  practicable  or  applicable  to  those  of  us  in 
actual  pediatric  practice,  for  we  would  need  a 
staff  of  workers  and  an  office  of  equipment  that 
would  be  financially  impossible  to  maintain. 

Unfortunately,  through  the  radio  and  through 
pamphlets,  much  has  reached  the  laity  that  is 
disturbing  beyond  words,  not  only  to  physi- 
cians but  to  parents  as  well.  There  is  not  one  of 
us  who  has  not  been  presented  with  just  such  a 
problem,  where  the  parents  have  not  taken  into 
consideration  the  child  as  a whole  unit  such  as 
the  authors  of  this  splendid  paper  have  pre- 
sented to  us  this  morning. 

In  order  to  arrive  at  a correct  impression  of 
the  individual  we  must  have  not  only  some  con- 
ception of  the  individuals  comprising  his  or  her 
age  group,  but  it  is  also  essential  that  we  should 
know  something  of  the  environment  in  which  the 
child  lives,  the  hereditary  background  which 
plays  a very  important  role.  For  example,  if 
we,  by  digging,  can  pry  loose  from  the  parents 
the  fact  that  it  has  been  a familial  characteris- 
tic for  the  various  individuals  in  their  antecedents 
to  be  small  in  stature  and  undernourished  during 
early  childhood  or  vice  versa,  then  we  are  able 
not  only  to  reassure  the  parents,  but  are  able  to 
have  for  ourselves  a better  understanding  of 
what  to  expect  in  growth  and  development  for 
this  individual  child. 


Dietary  intake  is  one  of  the  best  guides  to 
understanding  the  growth  and  nutrition  of  our 
charges  and,  unfortunately,  too  many  times  the 
busy  pediatrician  overlooks  this  important  fac- 
tor. A useful  method  to  obtain  this  is  to  ask  the 
mother  to  keep  track  of  the  child’s  meals  for  a 
week,  as  to  articles  and  quantities  of  food  taken. 
This  will  prove  illuminating  not  only  to  the 
physician,  but  to  the  parents  as  well. 

We  have  set  up  standards  for  the  mental 
growth  and  development  of  the  child  which  must 
also  be  carefully  used  lest  we  cause  unnecessary 
worry  and  heartaches  for  our  parents.  It  has 
been  customary  in  early  childhood  to  take  the 
times  of  sitting,  teething,  walking,  talking,  and 
the  like — which  are  physical  growths — as  a 
rough  measurement  of  what  to  expect  from  the 
child  as  to  mental  development  later  on.  Here 
also  the  factors  brought  out  by  the  Doctors 
Bakwin  must  be  considered,  that  is,  race,  sex, 
environment,  heredity,  and  dietary  regimen. 
For  all  of  these  go  hand  in  hand  to  make  up  the 
individual  and  before  we  venture  an  opinion 
the  child  as  a whole  must  be  carefully  studied. 
The  tendency  to  overlook  these  factors  is  one 
great  weakness  of  the  psychologists. 

Will  you  bear  with  me  while  I cite  a case? 
A boy  of  2 years  of  age  was  first  seen  in  our  Child 
Guidance  Clinic  for  feeding  problem  and  enure- 
sis. Parents  were  unsuited  to  each  other  and 
there  was  much  conflict  in  home;  mother 
was  unstable;  child  was  pale,  undernourished, 
closely  attached  to  mother  who  waited  upon  him 
and  gave  into  his  every  whim,  at  the  same  time 
showing  definite  rejection.  Child  developed 
impetigo,  had  to  be  hospitalized  to  clear  up. 
Child  did  not  develop  normally — either  physi- 
cally or  mentally.  He  was  seen  again  four  years 
later  because  of  poor  physique  and  nonprogres- 
sion in  his  school  work.  At  this  time,  he  was 
placed  in  a rural  foster  home  where  by  skillful 
handling  both  in  the  home  and  in  the  school, 
the  boy,  within  two  years,  was  on  the  honor 
roll  in  his  school  grade,  up  to  the  placement 
as  to  age,  and,  physically,  was  a normal,  robust 
boy. 

Before  closing,  I should  like  to  ask  Dr.  Bak- 
win how  he  interprets  the  findings  of  Jeans  and 
his  co-workers,  namely,  that  the  intake  of 
vitamin  “D”  has  a definite  effect  upon  the  linear 
growth  of  the  infant  when  taken  in  amounts  of 
340  to  600  units  daily. 

Dr.  William  S.  Langford,  New  York  City — 
I shall  discuss  this  paper  from  the  aspect  of 
the  more  psychologic  factors  in  the  growth  and 
development  of  children.  As  Dr.  Bakwin  has 
indicated,  in  order  to  deal  successfully  with 
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children  the  practitioner  of  pediatrics  must  be 
familiar  with  both  the  physical  and  psychologic 
aspects  of  growth  and  development  in  children. 
This  knowledge  is  of  greatest  importance  in  the 
prevention  of  emotional  maladjustments  in 
childhood.  The  prevention  of  such  difficulties 
is  an  important  aspect  of  the  practice  of  pedi- 
atrics. It  is  in  this  sphere  that  the  pediatrist 
may  well  be  of  greatest  service  to  the  children 
who  are  brought  to  him.  Here,  as  always,  an 
ounce  of  prevention  is  worth  a pound  of  cure, 
and  certainly  the  treatment  of  a well-developed 
personality  disorder  may  tax  the  resources  and 
ingenuity  of  a skillful  psychiatrist. 

I should  like  to  stress  some  of  the  preventa- 
tive work  that  can  be  done  in  pediatric  practice 
in  connection  with  the  routine  visits  of  the  infant 
and  child  for  periodic  examinations  and  advice 
as  to  general  hygiene.  It  is  well  not  to  attempt 
too  much  in  the  sphere  of  mental  hygiene  when 
the  parent  is  agitated  and  anxious  over  an  acute 
physical  disease.  Such  advice  should  be  given 
with  a thorough  knowledge  and  understanding 
not  only  of  psychologic  and  emotional  growth 
and  development,  but  also  of  physical  growth 
and  development.  • Dr.  Bakwin  has  wisely 
stressed  the  importance  of  the  child’s  funda- 
mental need  to  be  considered  a unique  individual 
and  to  be  permitted  to  grow  and  develop  at  his 
own  rate  of  speed.  Much  unhappiness  in  child- 
hood and  later  life  can  be  avoided  if  we  help 
parents  to  remember  this  basic  principle.  The 
child,  then,  will  not  be  used  as  the  means  with 
which  the  parents  keep  up  with  the  Joneses  (or 
even  attempt  to  surpass  them)  in  matters  of 
weight  gain,  time  of  walking,  talking,  or  teeth- 
ing; and  in  earliness  of  toilet  training,  or  as  the 
outlet  for  satisfying  their  own  earlier,  thwarted 
ambitions.  In  the  latter  case  the  child  is 
often  pushed  into  a vocation  which  he  dislikes 
and  for  which  he  shows  no  aptitude.  Feeding 
difficulties  can  often  be  prevented  by  the  alert 


pediatrician  who  sees  the  mother’s  tendency  to 
stuff  and  force  food  into  the  unwilling  child  so 
that  he  may  gain  more  rapidly.  He  can  pre- 
pare the  parent  for  changes  in  rate  of  weight 
gain.  He  can  help  the  parent  or  nurse  make  the 
weaning  from  breast  or  bottle  to  the  cup  a less 
traumatic  experience  than  it  usually  is.  The 
method  of  administering  the  food  is  just  as 
much  the  physician’s  business  as  is  the  type  or 
quantity  of  the  food.  Toilet  training  may  be 
poorly  handled  and  serve  as  a focus  out  of  which 
develop  personality  difficulties  in  the  child  or 
even  deep-seated  resentments  which  interfere 
with  the  normal  development  and  progression 
of  parent-child  relationships.  As  a rule,  it  is 
begun  too  early  and  the  failure  of  the  child  is 
interpreted  as  stubbornness.  The  optimal  time 
for  beginning  toilet  training  varies  in  different 
children;  once  the  child  is  ready,  provided 
methods  are  not  too  harsh  or  unwise,  it  is  likely  to 
proceed  quite  satisfactorily.  It  should  not, 
on  the  other  hand,  be  begun  too  late,  as  it  may 
then  coincide  with  the  negativistic  period  which 
starts  in  most  children  at  the  end  of  the  second 
year.  This  period  normally  lasts  a few  months 
and  causes  parents  a good  deal  of  concern. 
They  can  be  prepared  to  expect  its  coming  and 
be  helped  to  handle  it  constructively.  The 
constant  “no,  no”  of  the  child,  his  increased  ir- 
ritability and  tendency  to  do  things  by  opposites 
are  best  handled  by  ignoring  the  petty  “no” 
and  “I  won’t”  replies  and  at  the  same  time  in- 
sisting on  matters  of  daily  routine  with  gentle 
firmness.  So-called  “reasoning”  with  the  child 
serves  only  to  intensify  his  resistiveness.  De- 
mands on  the  child  should  be  reasonable  and  all 
semblance  of  a power  contest  avoided.  The 
child  needs  the  same  good-natured  sympathetic 
attitudes  and  encouragement  that  are  indicated 
in  all  contacts  with  children  who  are  constantly 
learning  new  things  and  needing  to  develop  new 
capacities. 


A DANGEROUS  ENEMY 

We  hear  a great  deal  these  days  about  enthusi- 
astic “left  wingers”  who  would  radically  alter  the 
present  methods  of  medical  practice.  Among 
this  group  are  ardent  supporters  of  compulsory 
health  insurance,  government  or  privately  sub- 
sidized medicine  and  out-and-out  state-con- 
trolled and  supervised  medical  practice.  Not  a 
few  of  these  proponents  of  change  are  offensively 
vocal,  principally  because  they  are  uninformed. 
Of  course,  not  all  of  those  who  favor  changes  in 
medical  practice  are  radicals  but  those  who  are 
take  advantage  of  every  opportunity  to  urge 
their  cause.  Then,  too,  there  is  a small  minority 
group  in  the  profession  itself  which  favors  pro- 


posals as  “radical”  as  any  already  advanced. 

Disturbing  as  have  been  the  activities  of  these 
enemies  of  the  present  system  of  medical  care, 
it  is  our  opinion,  declares  the  editor  of  the  Medical 
Annals  of  the  District  of  Columbia,  that  they  are 
far  less  dangerous  to  the  future  of  medicine  than 
the  indifferent  medical  practitioner.  If  there 
were  only  a few  of  such  practitioners  it  would  not 
be  serious.  The  difficulty  lies  in  the  fact  that 
they  constitute  a large  segment  of  the  profession. 

Nothing  is  as  deadly  as  indifference.  Nothing 
is  more  difficult  to  combat.  There  is  at  least  a 
chance  for  accomplishment  where  there  is  opposi- 
tion but  what  can  one  do  in  the  face  of  inertia! 


ROENTGEN  RAY  THERAPY  OF  ACUTE  MASTITIS 
DURING  LACTATION 

Harriet  C.  McIntosh,  M.D.,  New  York  City 
( From  the  Woman’s  Hospital ) 


Treatment  of  acute  and  chronic  in- 
flammatory conditions  by  exposure  to 
roentgen  rays  is  not  new.  It  was  tried 
sporadically  and  experimentally  from  the 
earliest  days  of  roentgen  therapy,  and  in 
recent  years  its  value  has  been  widely 
recognized  in  a variety  of  conditions — 
erysipelas,  furuncles,  and  carbuncles, 
cellulitis,  tuberculous  adenitis — to  name 
but  a few.  Numerous  contributions  on 
the  general  topic  have  appeared,  notably 
by  Hodges1*2’3  and  by  Desjardins,4  but 
no  specific  study  on  irradiation  of  acute 
mastitis  has  yet  been  published  in  this 
country.  In  February  of  this  year,  El- 
ward  and  Dodek5  presented  a paper  be- 
fore the  Postgraduate  Clinic  of  the  Medi- 
cal School  of  George  Washington  Univer- 
sity, reporting  on  25  cases  and  giving  a 
review  of  the  literature.  As  their  paper 
is  to  be  published  shortly,  I shall  not 
attempt  to  include  here  any  general  dis- 
cussion of  this  literature,  but  refer  to  it 
only  when  needed  for  comparison  with  my 
own  material. 

My  report  comprises  44  cases  treated 
in  1938  and  the  first  three  months  of  1939. 
Most,  if  not  all,  of  the  symptoms  of  red- 
ness, heat,  swelling,  induration,  pain, 
and  fever  were  present  in  all  cases  of 
the  group.  Simple  engorgement  of  the 
breasts,  no  matter  how  painful,  was  not 
treated  by  roentgen  therapy.  It  is  the 
experience  of  all  practicing  obstetricians 
that  a large  proportion  of  cases  of  acute 
puerperal  mastitis  subside  spontaneously 
or  by  the  use  of  the  usual  palliative  ice 
bags  and  supporting  binders.  In  this 
series  of  cases  the  only  treatment  has  been 
supporting  binders  plus  fractional  x-ray 
irradiation.  If,  in  spite  of  this  treatment, 
the  process  progressed  to  active  suppura- 


tion, the  abscess  was  incised  and  then 
drained  in  accordance  with  the  usual  surgi- 
cal procedure.  All  cases  subsequently 
healed.  The  advantages  of  x-ray  treat- 
ment to  be  set  forth  herein  are  as  fpllows : 

1.  Prompt  relief  of  patient’s  symp- 
toms, particularly  pain. 

2.  Seemingly  more  rapid  resolution 
of  the  inflammation,  though  compari- 
sons of  course  are  difficult  to  prove. 

3.  If  suppuration  is  inevitable,  x-ray 
tends  to  limit  and  more  definitely  demar- 
cate the  process,  hastens  fluctuation, 
and  after  incision  accelerates  healing. 

4.  Percentage  of  eases  suppurating 
is  lowered  slightly  in  our  total  series, 
and  markedly  in  those  receiving  opti- 
mum treatment. 

A young  woman  physician  with  a five 
month-old  baby,  whom  she  was  nursing, 
presented  herself  one  morning  in  the  x-ray 
department,  saying  that  her  breast  felt 
sore  on  arising  and  had  become  rapidly 
more  painful  during  the  forenoon.  On 
examination  there  was  found  a red,  in- 
durated, exquisitely  tender  area  about 
12  by  10  cm.  in  diameter  in  the  outer 
hemisphere  of  the  right  breast.  She  was 
given  the  usual  small  dose  of  x-ray  and 
sent  home  to  bed.  She  returned  to  work 
in  the  hospital  the  next  morning  with  this 
report.  On  reaching  home  after  treat- 
ment, her  temperature  was  101  F.  and 
she  was  in  great  pain.  She  went  to  bed 
and  slept  for  three  hours.  On  waking, 
her  temperature  was  100  F.,  her  breast 
uncomfortable,  but  not  actually  painful. 
At  9:00  p.m.  her  temperature  was  99  F., 
her  breast  tender  to  the  touch,  but  with 
no  pain.  Second  day  examination  showed 
induration  diminished  by  two-thirds, 
redness  gone,  tenderness  slight,  tem- 
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perature  normal,  no  pain  whatever.  A 
second  treatment  was  given  for  safety 
and  there  has  been  no  recurrence. 

All  patients  do  not  resolve  as  rapidly 
as  this.  The  case  is  used  here  to  illustrate 
the  optimum  result,  and  also  because 
the  patient,  as  a physician,  was  a trained 
observer  and  an  unusually  reliable  re- 
porter of  symptoms.  The  means  by  which 
small  doses  of  x-ray  affect  inflammation  is 
not  well  understood.  It  is  known  that 
white  cells,  leukocytes,  and  particularly 
lymphocytes,  are  especially  sensitive  to 
irradiation.  The  theory  is  rather  gener- 
ally advanced  that  alteration  or  destruc- 
tion of  these  cells  gives  off  some  ferment, 
antibody,  or  other  product  of  molecular 
ionization  which  tends  to  inhibit  or  re- 
solve, by  phagocytic  or  chemical  action, 
the  inflammatory  process. 

The  Woman’s  Hospital  for  the  three 
years,  1936-1938,  had  4,568  deliveries. 
Of  these,  152  had  nonsuppurative  puer- 
peral mastitis,  and  35,  or  0.7  per  cent, 
had  breast  abscess.  This  percentage 
corresponds  closely  to  that  of  0.55  per 
cent  reported  by  Dippel  and  Johnston6 
in  a study  of  20,258  women  from  the 
Obstetrical  Service  of  the  Johns  Hopkins 
Hospital  between  1896  and  1934.  On  the 
basis  of  this  close  correspondence  and 
the  large  numbers  involved,  our  material 
can,  I think,  be  considered  typical  of 
good  hospital  practice,  at  least  for  this 
country.  In  trying  to  evaluate  the  ef- 
fect of  x-ray  treatment  on  suppuration, 
I took  the  years  1936  and  1937,  when  no 
x-ray  was  given,  and  1938,  when  it  was 
given  on  some  cases  and  not  others,  and 
then  added  the  cases  treated  so  far  this 
year  (see  Table  1). 

On  the  basis  of  this  chart  the  gross  im- 
provement of  the  single  factor  of  sup- 
puration does  not  seem  significant,  but 
the  x-rayed  cases  are  few.  Taking  the 
entire  number  of  44  treated  in  1938  and 
1939,  9 or  20  per  cent,  abscessed;  but  4 of 
these  were  at  the  point  of  fluctuation 
when  treated — the  treatment  being  given 
to  hasten  the  process — so  that  it  was  not 
possible  to  “save”  the  breast.  If  one 
might  be  allowed  to  consider  the  other  5 
as  a fair  trial,  and  failure,  of  x-ray  to 


TABLE  1. — Acutb  Pubrpbral  Mastitis 
Comparative  Table,  with  and  without  X-ray  Treatment 

Per- 

cent- 

Non-  age 

sup-  Sup-  Sup-  X-ray 


Year 

Total 

Cases 

pura- 

tive 

pura- 

tive 

purat- 

ing 

Treat- 

ment 

1936 

64 

51 

13 

20 

0 

1937 

46 

37 

9 

20 

0 

1938 

52 

43 

9 

17.3 

0 

1938 

25 

21 

4 

16 

X 

1938  & 3 mo.  1939 

44 

35 

9 

20 

X 

Breasts  not  fluc- 
tuant at  first 

treatment 

46* 

41 

5 

10.8 

X 

Breasts  treated  in 
first  24  hrs.  after 

onset 

36* 

35 

1 

2.7 

X 

__  * Figures  refer  to  total  breasts,  not  total  patients. 
Six  of  44  patients  had  bilateral  involvement,  hence  50 
breasts  treated.  Of  bilateral  cases,  2 developed  abscess 
in  a single  breast. 

prevent  suppuration,  that  would  cut  the 
failures  to  10.8  per  cent,  much  lower 
than  any  of  the  above  percentages.  Fur- 
ther consideration  of  the  abscess  cases 
and  of  other  factors  in  resolution  will  be 
given  below. 

As  this  is  an  obstetrical  and  not  a 
roentgenologic  gathering,  I shall  give 
only  the  two  most  important  factors  of 
my  technic,  namely: 

1.  Small  individual  doses,  50  to  60 
roentgens  at  a time. 

2.  Low,  rather  than  high  voltage, 
in  the  range  of  120  to  125  kilovolts,  with 
aluminum  filtration. 

This  quality  and  quantity  of  radiation 
seems  to  me  ample.  Even  with  six 
treatments,  the  most  I have  ever  given 
(to  2 patients),  the  amount  reaching  the 
skin  is  far  below  a threshold  erythema, 
and  the  amount  reaching  the  underlying 
lung  is  negligible.  I sometimes  give  75 
roentgens  if  the  treatment  portal  is  very 
small.  Some  workers  give  considerably 
more  treatment  than  I have  described, 
and  it  is  true  that  with  these  small 
amounts  of  x-ray  there  is  considerable 
leeway.  But  I feel  that  in  such  a be- 
nign condition  the  minimum  amount  of 
effective  treatment  is  most  to  be  desired. 

The  number  of  treatments  necessary 
shows  wide  variation.  Thirty-eight  pa- 
tients had  one  breast  involved,  6 had  two, 
hence  there  was  a total  of  fifty  breasts 
treated  among  44  individuals.  In  the 
single-breast  group,  15  had  one  treat- 
ment, 12  had  two,  5 had  three,  and  6 had 
from  four  to  six  treatments.  Of  the  6 
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patients  with  bilateral  involvement,  1 
had  a single  treatment  to  each  breast; 
another  required  one  treatment  to  one 
breast  and  three  to  the  other;  the  re- 
mainder varied  between  two  and  five 
treatments.  Where  more  than  one  or 
two  treatments  were  given,  the  field  ex- 
posed to  the  rays  was  gradually  reduced. 
A large,  red,  indurated  area  requiring  a 
skin  portal  12  by  14  cm.  on  the  first 
treatment  might  call  for  a 7 by  7 cm. 
portal  on  the  third,  perhaps  a 4 by  4 cm. 
portal  on  a possible  fourth  round — the 
purpose  of  the  latter  being  to  help  re- 
solve a small  indurated  central  core, 
even  though  fever,  redness,  and  pain  had 
already  disappeared.  Margraf,  quoted 
by  Elward  and  Dodek,  stated  that  he  had 
61  per  cent  resolutions  if  one  or  two  treat- 
ments were  required,  33  per  cent  with 
three  treatments,  and  that  treatments 
beyond  three  were  of  no  value.  I have 
not  found  this  to  be  the  case,  but  his 
percentage  of  resolution  in  all  classes  is 
low. 

The  most  important  thing,  judging  by 
this  group,  is  not  the  number  of  treat- 
ments applied,  but  how  early  the  treat- 
ment is  started.  Thirty-six  breasts  were 
referred  for  treatment  within  twenty- 
four  hours  of  the  onset  of  the  chief  symp- 
toms— fever,  redness,  induration,  and 
pain.  Of  these  only  one,  or  2.7  per  cent, 
suppurated  (see  Table  1).  All  the  rest 
recovered  promptly.  The  one  which 
did  not  was  one  of  the  first  cases  treated. 
She  received  a single  treatment,  her 
acute  symptoms  subsided  within  two 
days,  and  she  was  discharged  in  four 
days,  with  a tiny  area  of  induration 
remaining  in  the  center  of  the  previously 
involved  area.  She  returned  a week 
later  with  a small  abscess  in  this  location. 
She  should  have  had  more  treatment. 
The  abscess  was  incised  and  healed 
promptly.  Of  the  remaining  35  cases, 
18  required  only  one  treatment  for  com- 
plete resolution,  with  no  recurrences. 
The  others  required  for  the  most  part 
two  or  three  treatments. 

Fourteen  breasts  were  sent  for  treat- 
ment from  forty-eight  hours  to  five  days 
after  onset  of  the  mastitis.  Of  these  eight 


suppurated,  or  57  per  cent.  However, 
four  of  the  eight  were  practically  or  en- 
tirely fluctuant  when  first  seen.  Ex- 
cluding these,  we  have  ten  breasts  in  the 
group  sent  late,  with  four  going  to  sup- 
puration, or  40  per  cent.  Statistically, 
it  would  appear  that  roentgen  treatment 
was  of  little  avail  unless  instituted  early. 
Nevertheless,  because  of  enthusiastic 
cooperation  in  the  Woman’s  Hospital,  I 
have  a much  larger  group  of  early  than  of 
late  cases,  and  of  the  late  ones,  six  did 
actually  resolve  without  going  to  abscess. 

Furthermore,  it  is  my  impression  that 
the  suppurative  cases  that  had  received 
x-ray  treatment  healed  more  promptly 
than  at  least  some  of  those  that  did  not. 
In  looking  over  a series  of  Woman’s  Hos- 
pital charts  of  breast  abscess,  I find  fre- 
quent notes  of  second,  and  occasionally 
of  third  admissions,  that  is,  two  admis- 
sions for  incision  of  one  or  more  abscesses 
in  a breast.  Dippel  and  Johnston,  in 
their  series  of  113  breast  abscesses,  re- 
port second  operations  on  as  high  as  26.55 
per  cent.  The  following  case  is  interest- 
ing in  this  connection. 

A primipara,  aged  23,  had  two  succes- 
sive abscesses  in  her  left  breast,  at  three 
and  four  weeks,  respectively,  after  de- 
livery. She  was  given  no  x-ray  treat- 
ment on  the  breast  at  any  time.  Both 
abscesses  were  incised  and  drained.  Seven 
weeks  after  delivery  she  returned  to  the 
follow-up  clinic  with  mastitis  in  the  right 
breast  and  was  referred  for  x-ray  treat- 
ment. She  presented  a hard,  tender, 
reddened  area  about  8 by  8 cm.,  with  a 
small  fluctuant  center.  She  was  given 
five  treatments  of  50  roentgens  each,  in 
seven  days.  After  the  third  treatment, 
the  small  softened  center  opened  spon- 
taneously, and  within  a week  the  sur- 
rounding induration  had  absorbed  and 
the  tiny  central  abscess  had  healed. 
The  two  incised  abscesses  in  the  oppo- 
site breast  were  still  draining  after  almost 
a month. 

A number  of  other  observations  made 
by  writers  on  this  topic  seem  to  me  to 
bear  more  on  the  subject  of  mastitis 
in  general  than  on  the  x-ray  treatment 
of  it,  so  I shall  enumerate  them  but 
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briefly.  The  series  comprised  24  pri- 
miparas  and  20  multiparas.  The  oldest 
was  37,  youngest  18,  average  age  26.8. 
The  right  side  was  involved  in  20  cases, 
left  in  18,  both  in  6.  Six  of  the  9 abscess 
cases  had  culture  reports,  with  staphylo- 
coccus albus  in  4,  aureus  in  2.  This 
number  is  too  small  to  have  meaning. 
Dippel  and  Johnston  report  40  aureus  and 
7 albus  out  of  60  cultures.  The  time  of 
onset  after  delivery  showed  nothing  of 
significance  except  a predilection  for  the 
tenth  and  eleventh  days,  when  there 
were  16  cases.  A single  case  occurred 
two  months  before  delivery,  and  there 
were  7 after  the  third  week,  the  latest, 
at  five  months,  being  described  above. 
Twenty-five  came  within  the  first  two 
weeks.  Double  breast  involvement  was 
more  recalcitrant  to  treatment,  in  the 
sense  that  a higher  average  of  treatments 
per  breast  was  required,  and  in  2 of  the 
cases,  one  of  the  breasts  abscessed.  In 
the  remaining  4 double  breast  cases,  both 
sides  resolved. 

The  matter  of  continuing  lactation 
depends  on  the  preference  of  the  attend- 
ing obstetrician,  also  on  how  early  the 
case  is  referred  for  treatment,  and  how 
quickly  responsive  it  proves  to  be. 
Where  a case  is  treated  in  less  than 
twenty-four  hours  from  onset  and  re- 
solves with  one  treatment,  no  interrup- 
tion may  be  necessary,  or  interruption 


for  one  or  two  nursings.  Where  there  is  a 
large  area  of  involvement  that  does  not 
respond  to  a first  treatment,  drying  of 
the  breast  is  usually  preferred.  A few 
women  requiring  multiple  treatments 
have  insisted  on  nursing  their  babies  and 
have  done  so  successfully. 

Summary 

Roentgen  treatment  of  acute  mastitis 
during  lactation  presents  the  following 
advantages : 

1.  Prompt  relief  of  pain. 

2.  Shortened  duration  of  the  process. 

3.  Striking  diminution  in  number  of 
cases  going  on  to  suppuration  if  treated 
within  the  first  twenty-four  hours — 2.7 
per  cent  in  this  series,  against  an  aver- 
age of  18  per  cent  to  20  per  cent  in  non- 
treated  material. 

4.  If  suppuration  occurs,  more  prompt 
localization  of  the  process  and  a short- 
ened period  of  healing. 

124  East  81st  Street 
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THE  FAMILY  DOCTOR 

For  my  part  I am  still  unconvinced  that  the 
family  doctor  is  an  anachronism.  I still  want 
somebody  to  save  me  from  unsuitable  or  exces- 
sive specialist  advice;  I need  someone  to  coor- 
dinate the  findings  of  specialists  and  discount 
them  if  necessary;  and  above  all  I want  some- 
one who  is  willing  to  talk  to  me,  at  length,  about 
my  migraine,  my  little  boy’s  delinquencies,  my 
wife’s  recent  strangeness,  my  baby’s  inoculation, 
and  my  daughter’s  desire  to  marry  a man  with 
asthma. — Onlooker,  Lancet 


WELL-MERITED  BOUQUET 
The  Detroit  Medical  News,  in  an  appreciative 
review  of  Dwight  Anderson’s  What  It  Means 
to  Be  a Doctor,  says:  “During  recent  years, 

some  of  the  best  material  in  medical-public  rela- 
tions has  come  from  the  New  York  Society’s 
Bureau,  and  from  the  pen  and  mind  of  Dwight 
Anderson.  This  sprightly  little  book,  his  latest 
effort,  is  the  story  of  a medical  student  and  the 
beginnings  of  his  practice.  It  would  be  an  ap- 
propriate addition  to  the  practitioner’s  waiting- 
room  table.” 


It  is  not  unscientific,  as  some  scientists  seem  In  no  profession  does  culture  count  for  so 
to  believe,  for  even  a scientist  to  make  his  mean-  much  as  in  medicine,  and  no  man  needs  it  more 
ing  clear. — Albert  E.  Wiggam  than  the  general  practitioner. — Sir  William  Osier 


PSORIASIS— WHAT  TO  DO  ABOUT  IT 


Herbert  H.  Bauckus,  M.D.,  Buffalo,  and  Albin  V.  Kwak,  M.D.,  Depew,  New  York 


Psoriasis  is  an  old  and  common  cu- 
taneous disorder  dating  from  antiq- 
uity. Its  etiology  and  treatment  are 
admittedly  controversial.  While  psoria- 
sis has  an  unknown  etiology  in  which 
heredity  possibly  plays  some  part,  there 
is  some  knowledge  relating  to  the  occur- 
rence of  this  disease.  The  majority  of 
patients  are  well  except  for  skin  manifes- 
tations. There  are,  of  course,  reasons 
pro  and  con  as  to  whether  or  not  it  is  an 
infectious  disease. 

Examination  of  literature  discloses 
many  curative  agents  and  a varied  local 
and  general  therapy  proposed  to  combat 
this  disease.  Time-worn  are  the  phrases 
describing  psoriasis  as  dry,  scaly  dermati- 
tis with  rings  and  gyrate  figures  occurring 
in  certain  related  areas  of  the  body.  A 
statement  to  the  patient  that  he  has  an  in- 
curable disease,  although  a relatively  harm- 
less one,  will  later  merit  consideration. 
It  may  sound  rather  bold  to  say  that 
atypical  psoriasis  is  more  prevalent  than 
the  characteristic  form.  Probably  that  is 
so  because  unusual  cases  come  to  the  at- 
tention of  the  skin  specialist,  and  ulti- 
mately most  cases  of  psoriasis  are  seen  by 
the  dermatologist.  Many,  to  be  sure, 
have  been  affected  by  previous  treatment. 

The  unusual  manifestations  of  psoriasis 
demand  early  recognition  in  this  disease. 
This  is  especially  so  in  cases  in  which  the 
scalp  is  involved.  There  is  some  rela- 
tively causative,  unknown  factor  to  be 
explained  where  we  see  a real  seborrheic 
dermatitis  with  inflammation  and  exuda- 
tion extending  to  the  face  and  ears,  and  it 
is  not  until  some  years  later  that  typical 
psoriatic  lesions  are  found.  Is  this  transi- 
tion or  so-called  transformation  some 
manifestation  of  an  allergic  or  metabolic 
process?  Some  may  question  this  and 
call  it  a mistaken  diagnosis.  It  is  a known 
fact  that  such  lesions  are  early  recognized 


as  seborrheic  but  only  later  on  assume  the 
psoriatic  role.1 

Just  as  we  have  the  seborrheic  element 
involving  the  scalp  and  postaural  areas, 
so  do  we  have  the  counterpart  which  is 
the  sudaminal  element  in  the  hands,  soles 
of  the  feet,  axillae,  perineum,  and  the 
intertriginous  areas.  The  lesions  of  the 
palms  and  soles  develop  fissures  and  exu- 
dation. We  are  all  familiar  with  psoriatic 
lesions  of  the  perineum  and  groin  that 
have  to  do  with  psoriatic  lesions  of  typi- 
cal, characteristic  distribution  elsewhere. 
But  we  also  see  many  cases  in  which  le- 
sions are  quite  different;  characterized 
by  a great  reaction  causing  itching, 
exudation,  and  general  inflammation. 
Some  of  these  cases  are  mycotic,  and 
some  are  mixed  types  of  infections — in- 
fectious eczematoid  dermatitis,  occupa- 
tional dermatosis,  palmar  and  plantar 
syphilides.  Most  of  the  dermatologists 
agree  that  there  are  cases  of  pustular 
psoriasis.  Special  attention  is  needed  for 
lesions  of  male  genitalia  and  natal  cleft. 
Lesions  of  the  mucosa  appearing  on  glans 
penis  occur  more  often  than  is  popularly 
supposed.  Cases  have  been  reported  of 
psoriasis  followed  by  mycosis  fungoides. 
Its  relation  to  cancer  and  trauma  and  vari- 
ous other  aspects  have  been  discussed  in 
the  literature.  Some  of  the  so-called 
seborrheic  eczemas  of  the  ear  canals  are 
really  psoriasis,  and  we  have  one  case  of  a 
definite  psoriatic  lesion  encroaching  upon 
the  tympanum. 

This  disease  may  be  present  alone  from 
the  beginning,  or  perhaps  in  association 
with  other  skin  disturbances  later  leaving 
a psoriatic  predominance.  Also  there  is 
a universal  belief  that  arthritis  may  be  a 
part  of  a psoriatic  syndrome.  This  arthri- 
tis usually  affects  more  than  one  joint,  and 
this  subject  requires  a great  deal  of  inves- 
tigation. There  are  cases  of  acute  gen- 
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eralized  dermatitis  which  later  leave  typi- 
cal psoriatic  patches.  While  the  micro- 
scopic pathology  of  psoriasis  is  quite 
definite,  these  examples  of  inflammatory 
reactions  are  quite  difficult  and  sometimes 
impossible  for  the  dermatopathologist. 

To  combat  this  disease  we  should  use 
the  methods  that  will  result  in  a mini- 
mum of  annoyance  and  discomfort  to  the 
patient.  Methods  must  be  suitable  to 
the  patient;  and  all  the  areas  affected 
must  be  treated,  especially  the  exposed 
areas — namely,  the  face,  hands,  and 
scalp.  Because  this  disease  is  so  incon- 
stant and  variable,  it  may  require  dif- 
ferent methods  of  attack  for  the  various 
locations  that  may  be  involved  with 
psoriasis.  Certain  types  of  remedies 
work  better  on  certain  areas  of  the  body. 
The  study  of  bizarre  manifestations  of 
psoriasis  and  the  examination  of  those 
cases  in  which  apparently  nonpsoriatic 
lesions  develop  into  typical  psoriasis, 
may  give  us  some  clues  as  to  the  cause 
and  the  methods  of  evolution  of  this  puz- 
zling disease. 

We  would  like  to  call  attention  to  the 
following  salient  features  of  our  treat- 
ment of  psoriasis.  We  have  found  that 
acute  generalized  psoriasis  even  in  the 
incipient  stages,  especially  in  children, 
should  be  treated  with  soothing  applica- 
tions instead  of  stimulation.  Rest  in 
bed,  avoidance  of  irritation  by  pressure 
of  clothing  and  mechanical  appliances, 
freedom  from  irritation  from  various 
causes  including  occupation,  serve  to 
enhance  the  healing  process.  Overtreat- 
ment and  early  use  of  stimulating  oint- 
ments may  result  in  complications.  Clean- 
liness cannot  be  overrated,  especially  for 
the  scaly,  crusted,  thickened  areas.  Stimu- 
lants such  as  ammoniated  mercury, 
sulfur,  and  the  tar  groups  should  be  con- 
fined only  to  the  patches  themselves  and 
should  not  be  applied  to  the  unaffected 
parts  because  of  the  possible  consequent 
dermatitis.  At  this  stage,  chrysarobin 
and  the  newer  similar  products  should  be 
avoided.  There  is  no  uniform  conven- 
tional prescription  for  this  disorder. 
This  is  apparent,  since  psoriasis  affects 
not  only  the  glabrous  skin  and  nails,  but 


also  areas  of  the  skin  with  hair  and  oil 
glands,  and  the  areas  with  sweat  glands 
such  as  the  chafing  of  the  intertriginous 
areas  of  the  breasts,  perineum,  groin, 
also  the  hands,  feet,  and  the  mucous 
membranes.  Because  of  the  essential 
parts  involved,  these  will  require  a special 
type  of  treatment  adapted  to  the  particu- 
lar location.  Hence  the  necessity  that 
psoriasis  be  treated  according  to  the  loca- 
tion of  the  lesions. 

One  of  the  most  important  things  is 
to  get  the  patient  to  persist  in  treatment 
for  the  proper  time — even  when  but  a few 
areas  remain.  If  patients  continue  treat- 
ment they  are  much  more  apt  to  avoid 
the  severely  crusted,  fissured,  and  indur- 
ated lesions  seen  in  irregular  therapy. 
Many  psoriasis  patients  have  been  dis- 
couraged over  the  poor  prospect  of  a 
complete  cure  and  have  been  given  to 
understand  that  they  must  expect  to 
carry  more  or  less  lesions  for  considerable 
periods  of  time.  We  feel  that  this  is  the 
wrong  attitude  and  that  the  psoriasis 
patients  should  be  so  handled  that  they 
persevere  in  their  routine  of  treatment. 
If  this  is  done,  patches  of  chronic,  in- 
durated lesions  will  seldom  be  seen.  We 
wish  to  emphasize  that  the  reappearance 
of  even  a few  or  relatively  mild  lesions 
should  be  the  signal  for  immediate  treat- 
ment with  the  proper  local  applications. 
This  method  is  most  apt  to  result  in  the 
final  cure.  This  has  been  to  us,  the  most 
satisfactory  item  of  our  experience  in 
dealing  with  this  chronic  disease.  This 
method  entails  no  more  visits  to  the  der- 
matologist than  do  the  sporadic  at- 
tempts made  to  treat  the  lesions  that 
have  been  allowed  to  develop  for  a con- 
siderable length  of  time. 

Much  can  be  done  for  psoriasis  of  the 
scalp  and  the  accompanying  borderline 
lesions  of  the  face.  The  safest  and  best 
ointment  for  the  scalp  is  a 20  per  cent 
ammoniated  mercury  in  Ungt.  aq  rosae. 
The  ointment  is  applied  to  the  skin  by 
parting  the  hair  in  the  various  areas. 
The  patient  is  told  to  wash  it  out  in 
twelve  to  twenty-four  hours.  This  in- 
creases cleanliness,  and  unquestionably 
soap  and  water  help  a great  deal  in  psoria- 
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sis.  This  ointment  may  be  used  once 
or  twice  a week  after  the  lesions  have 
largely  disappeared,  then  the  frequency 
of  application  may  be  lessened.  However, 
the  patient  who  has  had  psoriasis  of  the 
scalp  should  use  such  an  ointment  once 
in  two  to  four  weeks,  even  when  he  is 
free  of  all  lesions.  We  seldom  find  recur- 
rences in  the  scalp  if  this  regimen  is  ad- 
hered to.  Furthermore,  it  keeps  the 
scalp  in  good  condition  as  to  the  sebor- 
rheic scaling  and  similar  disturbance. 
We  find  that  a 1 per  cent  salicylic  acid  in 
50  per  cent  alcohol  used  each  night  be- 
tween ointment  application  is  clean, 
soothing,  and  very  effective.  A 3 per  cent 
to  5 per  cent  liquor  carbonis  detergens 
may  be  added  to  this.  Practically  no 
other  drugs  are  necessary  for  treatment  of 
scalp  psoriasis.  We  use  the  x-ray  for  one 
or  two  treatments  to  the  heavy  lesions  of 
the  scalp  and  especially  for  the  lesions  of 
the  face.  The  dosage  used  does  not  en- 
danger alopecia.  If  there  is  an  accom- 
panying seborrheic  crusting  around  the 
ears  we  use  wet  dressings. 

Psoriasis  in  the  intertriginous  areas  of 
the  breasts,  axillae,  perineum,  natal 
cleft,  and  on  the  scrotum  and  glans  penis, 
is  best  treated  by  use  of  wet  dressings 
and  frequent  use  of  soap  and  water.  A 
thorough  lathering  is  desirable  and  we 
think  there  is  some  advantage  in  tar  soap. 
If  the  patient  is  encouraged  to  wash 
thoroughly  with  a well-soaped  wash  cloth 
in  the  perineum  and  groin  morning  and 
night  it  will  be  found  most  effective.  We 
have  found  that  many  patients  neglecting 
this  observance  have  constantly  recurring 
trouble.  If  an  ointment  is  prescribed  it 
should  be  one  of  ammoniated  mercury, 
sulfur,  or  crude  coal  tar,  and  should  be 
worked  in  at  nighttime  and  immediately 
wiped  off.  We  do  not  have  the  patients 
walk  about  when  the  ointment  is  ap- 
plied. The  parts  are  to  be  well  powdered 
when  the  patient  is  up  and  about.  We 
do  not  use  salicylic  acid  or  any  of  the 
chrysarobin  groups  in  these  areas.  This 
may  be  the  place  to  mention  that  we  feel 
that  regular  soapy  applications  are  good 
for  psoriasis  in  any  area,  granted  that  a 
real  eczematous  dermatitis  is  not  present 


and  the  patient  is  not  sensitized  to  soap. 
When  we  come  to  the  treatment  of  the 
dry  indurated  lesions  we  find  that  alter- 
nating applications  of  soap  and  water 
and  ointments  are  most  effective.  In 
any  skin  disease,  application  of  an  oint- 
ment to  any  indurated  or  chronically 
affected  area  is  much  more  effective  if  it 
follows  immediately  after  wet  dressings 
have  been  used  continuously  for  an  hour 
or  two. 

This  wet  dressing  process  is  especially 
effective  in  the  treatment  of  obstinate 
lesions  of  the  palms  and  soles.  The  pal- 
mar lesions  of  psoriasis  are,  of  course, 
sometimes  not  easily  diagnosed.  Every 
dermatologist  has  seen  what  he  has  con- 
sidered an  eczematous  infiltration  change 
into  one  he  can  recognize  as  psoriasis. 
Ringworm  and  syphilis  are  not  so  dif- 
ficult to  differentiate.  One  should  al- 
ways suspect  persistent  palmar  lesions 
to  be  psoriasis.  The  nails  may  give  some 
clue  to  diagnosis.  Often,  occupation 
irritating  the  psoriasis  and  causing  some 
pressure  keratinization  becomes  a com- 
plicating factor  and  leads  one  to  miss  the 
psoriasis  diagnosis.  We  find  that  in  this 
type  of  palm  a preliminary  dose  of  x-ray, 
possibly  repeated  in  one  month,  gives  a 
local  application  the  best  opportunity  to 
succeed.  We  find  that  a 5 per  cent  sali- 
cylic acid  added  to  a 5 per  cent  crude  coal 
tar  ointment  worked  into  the  palm  and 
then  wiped  off  is  the  most  effective  local 
treatment.  It  is  best  applied  at  night, 
and  in  obstinate  cases  it  is  used  following 
a wet  dressing.  It  is  well  to  remember 
that  pressure  always  aggravates  psoriasis. 
These  patients  should  wear  gloves  and 
avoid  all  irritation  if  possible.  There  are, 
to  be  sure,  many  other  applications  that 
are  useful,  but  we  have  never  found  any 
that  compare  with  this  scheme  of  treat- 
ment. 

The  psoriatic  nail  should  be  softened 
by  applications  of  salicylic  acid  or  am- 
moniated mercury  applied  overnight 
under  finger  cots.  Here,  x-ray  is  defi- 
nitely of  value.  In  women  who  have  the 
mild  and  yet  annoying  cosmetic  lesion  of 
the  finger  nails,  the  use  of  x-ray  and 
radium  at  very  infrequent  intervals  secures 


January  15,  1940] 


PSORIASIS 


99 


a grateful  response.  For  psoriasis  of  the 
glabrous  skin,  we  alternate  the  soap  treat- 
ment with  ointment,  when  indicated,  con- 
taining the  usual  stimulants,  but  with  the 
idea  of  avoiding  more  than  a mild  irrita- 
tion. It  does  not  appear  to  us  that  psoria- 
sis lesions  should  be  very  drastically 
treated  and  inflamed.  Symptoms  of  irri- 
tation should  make  us  think  quite  early 
that  we  do  not  want  to  encourage  a der- 
matitis exfoliativa. 

We  have,  of  course,  used  the  combined 
crude  coal  tar  and  ultra-violet  lamp 
treatment.2  Patients  do  not  like  to  at- 
tend to  daily  treatment,  and  we  believe 
that  much  of  the  good  of  this  method 
comes  from  the  fact  that  patients  are 
using  applications  regularly.  We  are  not 
so  much  impressed  with  the  idea  that 
combination  of  ultra-violet  ray  and  crude 
coal  tar  has  some  special  efficacy.  To  be 
sure,  ultra-violet  ray  helps  psoriasis. 
However,  this  seems  to  be  much  more  ef- 
fective when  the  patient  is  exposed  to 
outdoor  sunlight  and  is  indulging  in  exer- 
cise.3 We  have  mentioned  x-ray.  Of 
course  we  do  not  cure  psoriasis  with  x- 
ray,  and  we  do  not  give  general  or  regular 
treatments  with  it.  If  x-ray  is  used  more 
than  a few  times,  its  remarkable  effect 
wanes.  We,  therefore,  “save”  x-ray  and 
reserve  it  for  the  occasionally  “sudden 
thrust”  to  the  unsightly  lesions  of  the 
face,  the  borderline  area  of  the  scalp, 
nails,  palms,  and  for  giving  great  comfort 
to  the  inflamed  lesions  of  the  intertrigi- 
nous  areas.  As  in  most  diseases  of  the 
skin,  x-ray  has  its  place  as  an  adjunct  to 
therapy  and  not  as  the  sole  treatment. 

In  this  paper,  we  have  given  little  at- 
tention to  internal  treatment.4  If 
we  have  been  impressed  at  all  with  the 
dieting  measures  it  has  been  with  the 
idea  that  milk  is  of  some  value.  There 
are,  of  course,  various  reasons  for  this. 
We  think  that  reduction  of  weight  is  of 
obvious  value  in  certain  patients  with 
psoriasis  in  the  intertriginous  areas,  and 
this  point  may  be  a most  practical  one. 
The  reactions  to  fever  temperature  caused 
by  various  means  are  sometimes  striking. 
We  have  an  idea  that  the  effect  here  is 
really  a local  one  and  is  not  due  to  any 


internal  metabolic  change.  Injection  of 
various  proteins — blood,  scales,  milk, 
etc. — sometimes  produces  results  which, 
however,  are  temporary.5  Vitamin  ther- 
apy, either  with  or  without  local  treat- 
ment, has  not  given  us  enough  evidence 
to  evaluate  its  use.6  It  seems  that  arseni- 
cals  are  now  in  an  unpopular  stage,  and 
they,  of  course,  have  done  harm.  It  may 
be  said  that  almost  any  internal  product 
has  been  tried  in  the  internal  treatment  of 
psoriasis — that  speaks  for  itself.  Of 
course,  there  is  the  patient  who  gets  well 
without  treatment;  but  there  is  a cause 
for  that  and  we  should  study  that  phe- 
nomenon. 

What  to  do  about  psoriasis  ? Let  us  wel- 
come the  patient  with  it  and  treat  him  as 
a challenge  to  our  resourcefulness  and  not 
as  a weary  burden  inflicted  upon  us.  If 
we  study  and  treat  each  psoriasis  patient 
as  an  individual  problem  and  not  as 
someone  that  we  dismiss  with  a prescrip- 
tion for  a one-half  strength  tube  of  an- 
thralin  or  some  newer  product — then  we 
will  be  giving  our  public  a practical  illus- 
tration of  the  value  of  dermatologic 
knowledge.  Knowing  so  little  about  pso- 
riasis, we  treat  it  more  with  art  than  with 
science,  not  forgetting  the  need  of  science 
for  research  on  this  disease.  The  young 
dermatologist  sometimes  does  not  realize 
it,  but  he  has  in  psoriasis  his  everyday 
opportunity  to  show  what  kind  of  a prac- 
ticing physician  he  is.  We  hope  that  these 
simple  observations  and  suggestions  may 
stimulate  a more  expectant  attitude  in 
our  work  with  psoriasis. 
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Discussion 

Dr.  Rudolph  Ruedemann,  Jr.,  Albany — This 
interesting  paper  should  provoke  considerable 
discussion. 

The  prevalence  of  this  unsightly  eruption, 
its  unknown  etiology,  and  the  fact  that  there  are 
no  definite  treatment  methods  that  will  give  us 
the  desired  results,  make  this  dermatosis  the 
“bugaboo”  of  the  dermatologists. 
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One  point  that  this  paper  brings  up  seems 
worth  emphasizing — the  attitude  one  is  prone 
to  assume  when  he  sees  a patient  with  psoriasis. 
He  gives  rather  an  unfavorable  prognosis,  does 
not  encourage  the  patient  as  to  the  treatment 
results;  and  the  patient  feels  immediately  the 
hopelessness  of  the  situation.  These  patients  are 
definitely  discouraged  at  the  outset  because  the 
disease  tends  to  recur.  They  have  gone  from 
one  doctor  to  another,  and  they  find  it  rather 
difficult  to  convince  people  with  whom  they  work 
that  it  is  not  contagious. 

Then  we  so  often  see  the  patient  who  has  been 
overtreated.  The  eruption  has  been  precipi- 
tated into  a generalized  dermatitis.  In  spite  of 
repeated  warnings,  we  still  see  palmar  “arsenical- 
keratosis”  following  the  prolonged  use  of  Fow- 


ler’s Solution.  X-ray  and  radium  do  give  miracu- 
lous results  in  solitary  lesions — perineal  and 
perianal  regions — but  they  are  dangerous  weap- 
ons in  the  hands  of  those  not  familiar  with  the 
aftereffects.  One  still  sees  x-ray  dermatitis  with 
its  deplorable  atrophy  and  atrophic  ulcers,  re- 
sulting from  misjudgment  on  the  part  of  the  x- 
ray  therapeutist. 

The  treatment  of  psoriasis  is  still  a gamble, 
but  we  have  at  our  disposal  various  methods  of 
treatment  with  which  results  may  be  attained, 
and  we  may  assure  the  patient  of  some  relief. 

I believe  that  it  is  up  to  us  to  encourage  the 
patient.  If  the  dermatologist  cannot  get  re- 
sults, it  is  not  our  purpose  to  drive  these  patients, 
who  like  the  drowning  man  are  willing  to  grasp 
at  a straw,  into  the  hands  of  a charlatan. 


GOOD  TASTE  IN  SIGNS 

“Are  Neon  signs  ethical?”  This  question  was 
raised  recently  by  several  physicians  in  Indiana, 
and  was  referred  by  the  Indiana  State  Medical 
Association  to  its  Bureau  of  Publicity,  which  was 
authorized  by  the  House  of  Delegates  of  that 
Association  to  give  opinions  on  certain  matters 
involving  the  principles  of  medical  ethics. 

Here’s  what  the  Bureau  said : 

“Of  course  a great  deal  depends  upon  the  size, 
the  location,  and  the  prominence  of  such  signs. 
A sign  does  not  have  to  be  a neon  sign  to  be  in 
bad  taste.  Lettering  on  an  office  window  or  a 
door  which  is  over-conspicuous  in  size  or  in 
coloring  is  bad  taste  and  hence  unethical.  If  all 
the  physicians  in  a town  use  a sign  of  the  same 
size  it  would  not  be  unethical,  but  if  one  physi- 
cian used  a neon  sign  and  the  others  did  not  use 
neon  signs,  that  would  give  undue  prominence  to 
one  physician’s  name,  and  hence  the  Bureau  feels 
that  the  use  of  a neon  sign  in  this  instance 
would  be  a breach  of  local  custom  and  therefore 
unethical.” 


In  our  opinion,  the  Bureau  hit  the  nail  on  the 
head  when  it  said : 

“A  sign  does  not  have  to  be  a neon  sign  to  be 
in  bad  taste.”  Have  you  ever  noticed  a sign  out- 
side a physician’s  office  which  was  far  from  being 
in  good  taste?  We  have. 

The  Principles  of  Medical  Ethics  of  the  Ameri- 
can Medical  Association  states  in  Chapter  3,  Sec- 
tion 4,  “It  is  unprofessional  ...  to  employ  any 
methods  to  gain  the  attention  of  the  public  for 
the  purpose  of  obtaining  patients.”  In  that 
same  section  also  appears  the  following:  “The 

most  worthy  and  effective  advertisement  possi- 
ble, even  for  a young  physician,  and  especially 
with  his  brother  physicians,  is  the  establishment 
of  a well-merited  reputation  for  professional 
ability  and  fidelity.”  This  is  a fundamental  tru- 
ism in  ethics. 

“John  G.  Jones,  M.D.,”  a plain,  dignified,  in- 
conspicuous, lettered  sign,  without  embellish- 
ments, in  our  opinion  is  the  only  appropriate 
sign  for  a physician. — Ohio  State  M.  J. 


TUBERCULOSIS  IN  ELDERLY  PEOPLE 
It  is  a well-known  fact  that  the  tuberculosis 
death  rate  is  high  among  young  people  but  many 
do  not  realize  that  it  is  also  very  high  among  old 
people.  There  are  more  cases  of  tuberculosis 
among  those  persons  in  the  twenties  than  in  the 
teens;  more  among  those  in  the  thirties  than  in 
the  twenties;  and  at  the  age  of  fifty,  for  the  num- 
ber of  persons  living,  the  incidence  of  reinfection 
type  of  tuberculosis  is  higher  than  any  other 
period  of  life.  Every  elderly  person  who  has  fre- 
quent colds,  a so-called  chronic  bronchitis  or 
asthma,  should  have  a careful  chest  examination. 
Because  of  an  atypical  type  seen  in  older  people 
repeated  sputum  examination  should  be  made. 
Due  to  the  frequency  of  tuberculosis  in  this 
group  and  their  intimate  contact  with  children, 
considerable  infection  is  spread  by  them. — John 
E.  Nelson,  M.D.,  Seattle,  Wash.:  Northwest  Med. 


COOK  IT  THOROUGHLY 

Improperly  cooked  pork  is  believed  to  have 
been  responsible  for  9 cases  of  trichinosis  which 
occurred  among  persons  who  attended  a church 
supper  in  Potsdam,  St.  Lawrence  County. 

Seven  of  those  affected  became  ill  between 
November  1 and  15,  and  2 cases  developed  more 
recently.  All  nine  had  partaken  of  a pancake 
and  pork  sausage  supper  which  was  served 
October  25  to  about  one  hundred  persons.  All 
had  eaten  the  sausage  and  three  stated  that 
they  had  eaten  no  other  pork  recently.  The  pork 
from  which  the  sausage  was  made  was  obtained 
from  one  individual  whose  pigs  are  fed  raw 
garbage  collected  in  the  village  of  Potsdam. 

Fresh  pork,  provided  it  is  thoroughly  cooked, 
is  a safe  food.  Thorough  cooking  will  destroy 
any  trichina  worms  that  may  be  encysted  in  the 
meat. 


THE  TEACHING  AND  PRACTICE  OF  NEUROLOGY  AND 
PSYCHIATRY  IN  THE  OUTPATIENT  DEPARTMENT 

Noble  R.  Chambers,  M.D.,  Syracuse,  N.  Y. 


One  of  the  notable  changes  in  modern 
medical  teaching  is  in  the  increasing 
use  of  the  dispensary  or  outpatient  de- 
partment for  such  purpose.  The  writer’s 
experience  dates  back  to  1918-1920  as  a 
student,  1921-1923  as  an  intern  and  post- 
graduate student,  and  since  January, 
1924,  as  a neuropsychiatrist  in  private 
practice.  I would  like  to  relate  some  per- 
tinent experiences,  at  the  same  time 
tracing  the  development  of  the  outpatient 
department  teaching  of  neurology  and 
psychiatry  in  Syracuse. 

If  my  memory  serves  me  correctly  there 
was  no  separate  clinic  for  neurology  and 
psychiatry  in  my  student  days.  Junior 
students  took  histories  and  did  physical 
examinations  in  the  medical  clinic  at  the 
Syracuse  Free  Dispensary;  occasionally, 
of  course,  seeing  a neurologic  or  psy- 
chiatric case.  Checking  was  done  by 
practicing  physicians  on  the  dispensary 
staff.  There  was  a rare  opportunity  to  do 
a lumbar  puncture,  under  supervision,  of 
course.  While  an  intern,  I was  afforded 
an  opportunity  to  work  at  the  Rhode  Is- 
land Hospital  outpatient  department  in 
neurology  and  psychiatry.  After  intern- 
ship came  alternate  days  between  the 
Rhode  Island  Hospital  and  the  Massa- 
chusetts General  Hospital  outpatient 
departments.  Then  followed  an  expe- 
rience at  various  clinics  as  a postgradu- 
ate student  in  neuropsychiatry  at  the 
University  of  Pennsylvania.  Here  and 
at  the  Massachusetts  General  Hospital 
there  were  conferences  and  a sincere 
teaching  effort,  particularly  in  the  clinics 
of  Drs.  Wm.  G.  Spiller,  T.  H.  Weisen- 
burg,  Edward  Strecker,  and  James  B. 
Ayer.  Then  came  Syracuse  and  an 
opportunity  to  work  at  the  Syracuse 
Free  Dispensary,  which  is  staffed  by  the 
Syracuse  University  Medical  College. 


There  were  two  clinics  a week  in  neurol- 
ogy and  psychiatry,  both  types  of  cases 
being  treated  in  each  clinic.  I soon  fell 
into  the  habit  which  I had  criticized  as 
a student — too  much  hurry  and  sacrifice 
of  quality  for  quantity.  I am  sure  my 
students  of  those  days  would  agree  that 
the  student  had  little  opportunity  to 
investigate  thoroughly  and  follow  up  a 
patient.  With  the  assistance  of  a well- 
trained  psychiatric  social  worker,  how- 
ever, an  appointment  system  was  worked 
out  and  conditions  improved  substan- 
tially. Then  in  1931  the  Syracuse  State 
Psychopathic  Hospital  was  built  and  the 
neuropsychiatric  clinic  was  transferred 
there.  The  psychiatric  clinic  remains 
there  today  and  I shall  speak  of  that  later. 
Neurology  was  returned  to  the  Syracuse 
Free  Dispensary  where  it  operates  today 
under  the  department  of  internal  medi- 
cine. I believe  that  there  has  been  a de- 
cided improvement  in  both  clinics,  both 
from  the  point  of  view  of  the  clinic  phy- 
sician and  from  that  of  the  student. 
The  criticisms  which  your  speaker  had 
noted  were  noted  by  others.  Dr.  H.  A. 
Steckel,  Director  of  the  Psychopathic 
Hospital  and  Professor  of  Psychiatry, 
has  made  many  improvements  in  the 
teaching  done  by  this  department.  Dr. 
J.  G.  Fred  Hiss  has  reorganized,  or 
shall  I say,  is  reorganizing  the  work  of 
the  department  of  internal  medicine  at 
the  Syracuse  Free  Dispensary  with  a 
thought  not  only  to  the  patient’s  welfare 
but  also  to  that  of  the  student  and  the 
physician  teacher. 

Let  us  consider  for  a few  moments  the 
evolution  of  the  present  system  of  the 
teaching  of  neurology  in  the  Syracuse 
Free  Dispensary.  Since  it  became  a 
part  of  the  medical  clinic  there  has  been 
one  clinic  a week.  New  cases  are  first 
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seen  by  the  ex-medical  resident  of  the 
University  Hospital  of  the  Good  Shep- 
herd. Organic  neurologic  cases  are  re- 
ferred to  the  neurologic  clinic.  Cases 
are  also  referred  from  the  other  clinics. 
At  first  there  were  about  fifteen  junior 
students  working  at  the  clinic.  If  the 
neurologist  found  something  of  interest 
such  as  third,  sixth,  or  seventh  nerve 
involvement,  tremor,  or  clonus  he  would 
demonstrate  it  to  the  students  who 
worked  in  groups  of  two.  This  then 
meant  that  he  had  to  rout  out  several 
pairs  of  students.  The  result  was  like 
the  “clam  chowder  through  which  the 
clams  walked  with  rubber  boots  on.” 
Then  a day  was  set  aside  for  neurology. 
The  students  continued  to  work  in  pairs. 
The  teacher  assigned  a case — usually  a 
new  one  to  each  group  for  history  and 
neurologic  examination  as  well  as  such 
physical  examination  as  was  indicated. 
The  whole  group  assembled  for  the  last 
half  hour  during  which  one  previously 
selected  pair  of  students  presented  their 
case.  The  professor  of  internal  medicine, 
under  whom  the  department  of  neurology 
maintained  their  clinic,  wanted  the  stu- 
dents to  learn  how  to  write  a neurologic 
history  and  do  a neurologic  examination, 
but  I must  confess  I did  not  exactly  obey 
orders,  for  in  these  half-hour  discussions 
we  discussed  etiology,  pathology,  signs 
and  symptoms,  differential  diagnosis, 
treatment,  and  prognosis,  even  though 
the  students  were  only  juniors.  I con- 
tinue to  teach  this  way  because  I thor- 
oughly believe  the  student’s  interest  is 
better  maintained.  This  plan,  bad  as  it 
was,  was  a dawning  of  a better  day.  Its 
faults  were  obvious.  In  addition  to  run- 
ning the  clinic  I had  to  check  each  pair 
of  students  and  their  case,  select  the  case 
to  be  presented,  and  then  discuss  the 
chosen  case — all  in  a period  of  two  hours. 
Just  before  this,  Dr.  Hiss  had  been  given 
charge  of  the  medical  clinic.  Larger 
quarters  were  obtained  and  I was  given 
carte  blanche  as  far  as  the  neurologic  clinic 
was  concerned.  One  of  my  colleagues 
in  neuropsychiatry  agreed  to  help,  so 
while  one  of  us  had  the  teaching  clinic 
the  other  was  in  charge  of  the  regular 


clinic.  An  appointment  basis  for  pa- 
tients was  arranged.  Old  cases  were 
used  for  teaching  rather  than  new  ones. 
My  colleague  believes  in  the  method  of 
assigning  several  cases  each  day.  The 
students  are  juniors  and  work  in  groups 
of  two,  the  entire  group  now  not  exceed- 
ing ten.  The  speaker  presents  one  case 
to  the  entire  group — one  pair  of  students 
being  responsible  for  the  history  and  ex- 
amination which  are  taken  and  made  in 
the  presence  of  the  physician  and  the  rest 
of  the  group.  Anyone  can  interrupt  at 
any  time.  The  last  forty-five  minutes 
are  reserved  for  presentation.  The  pro- 
fessor of  neurology  holds  us  responsible 
for  the  only  teaching  which  that  depart- 
ment presents  on  multiple  sclerosis, 
syphilis  of  the  central  nervous  system, 
extrapyramidal  syndromes,  and  vascular 
lesions  of  the  nervous  system.  The 
students  consider  these  cases  as  new 
cases  except  that  they  are  to  take  a prog- 
ress note.  They  also  write  the  prescrip- 
tion which  the  teacher,  of  course,  must 
sign.  They  are  told  the  week  previous 
what  the  subject  for  the  following  week’s 
presentation  will  be  and  are  expected  to 
read  it  in  their  textbook.  At  the  time 
the  case  is  presented  they  are  given  refer- 
ences to  literature  and  newer  methods  of 
treatment.  The  students  do  the  neuro- 
logic examination  themselves  after  having 
been  shown  how.  You  cannot  learn  to 
play  golf  by  watching  the  other  fellow. 
They  do  a fairly  complete  examination  ex- 
cept that  there  is  little  time  for  a complete 
sensory  examination.  Objective  tests  for 
taste  and  smell  are  not  always  done  nor 
are  complete  examinations  made  of  the 
optic  and  auditory  nerves  in  which  they 
receive  instruction  in  their  senior  year. 
The  first  session  of  each  group  is  devoted 
to  a review  of  neuroanatomy  and  physi- 
ology as  applied  to  the  neurologic  exami- 
nation. 

Soon  after  the  neurologic  clinic  became 
a part  of  the  medical  clinic  another  phase 
of  teaching  entered  the  situation.  There 
were  physicians  working  in  the  medical 
clinic  who  desired  to  work  in  neurology. 
These  men  serve  as  assistants.  At  first 
they  saw  the  old  chronic  cases  but  in 
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order  to  maintain  their  interest  I decided 
on  the  plan  of  having  these  assistants 
see  the  new  cases  and  check  with  them 
the  following  week.  At  present  our 
new  case  intake  is  limited  to  four  per 
week  making  two  for  each  assistant. 
He,  of  course,  follows  his  cases  on  an 
appointment  basis. 

Let  us  now  discuss  the  outpatient  de- 
partment teaching  in  psychiatry.  A few 
years  ago  Dr.  Steckel  asked  some  of  us 
who  were  specializing  in  the  private 
practice  of  psychiatry  to  take  about 
eight  clinics  a year  in  an  effort  to  give  the 
senior  students  an  idea  of  the  extramural 
practice  of  psychiatry.  There  are  about 
five  students  in  each  group.  My  own 
method  is  to  make  appointments  for 
selected  cases  from  my  regular  clinic  at 
the  Psychopathic  Hospital  and  present 
these  cases  to  the  students,  considering 
chiefly  diagnosis,  prognosis,  and  treat- 
ment. This  is  followed  by  a description 
of  the  field  of  extramural  psychiatry  in- 
cluding psychoses,  mental  defectiveness, 
epilepsy  and  the  psychoneuroses,  mental 
hygiene,  and  child  guidance  and  de- 
linquency. Particular  stress  is  laid  upon 
the  psychoneuroses : the  patient  who 

after  a thorough  history  and  examination 
is  all  too  often  told  “You  imagine  it  all — 
go  home  and  forget  it.”  True,  we  are  not 
dealing  with  organic  pathology  in  these 
cases,  but  if  we  consider  for  a moment  the 
function  of  the  vegetative  nervous  sys- 
tem, which  is  very  briefly  the  control  of 
the  viscera  and  circulation  and  knowing 
that  it  is  affected  by  emotions  either 
acute  or  chronic,  can  we  not  explain  the 
bizarre  symptomology  presented  by  these 
patients?  If  the  student  realizes  this 
and  later,  when  he  becomes  a physician, 
makes  an  effort  to  reach  the  patient 
through  drugs,  endocrines,  or  particularly 
an  effort  to  alter  the  emotional  content  of 
the  patient’s  life,  we  believe  that  many 
patients  will  not  turn  to  cultists.  At 
various  times  senior  and  graduate  students 
in  psychology  and  sociology,  divinity  stu- 
dents, and  ministers  visit  the  clinics  and,  I 
believe,  gain  something  therefrom.  Some 
act  as  volunteer  assistants  in  social  inves- 
tigation and  psychometric  examinations. 


A few  words  about  the  preparation  of 
the  student  for  the  outpatient  depart- 
ment work : at  Syracuse  University  Medi- 
cal College  neuroanatomy  is  studied  in 
the  freshman  year  and  neurophysiology 
the  second  year.  A course  in  neuro- 
pathology is  studied  along  with  path- 
ology in  the  second  year,  also  a course  in 
physical  diagnosis.  Clinical  neurology 
and  clinical  neuropathology  are  taken 
up  in  the  junior  year.  Courses  in  psy- 
chiatry are  given  in  the  second,  third,  and 
fourth  years.  Bedside  work  in  neurology 
and  psychiatry  is  considered  in  the  fourth 
year  in  clerkships.  Each  senior  makes  a 
thorough  study  of  a case,  including  home 
investigation. 

I have  attempted  to  give  you  a word 
picture  of  the  outpatient  department 
teaching  and  practice  of  neurology  and 
psychiatry  as  I have  experienced  it. 
Certain  conclusions  can  be  drawn  there- 
from and  suggestions  made : 

1.  There  is  still  much  to  be  desired. 

2.  Organic  neurology  should  be  taught 
to  seniors  rather  than  juniors  and  the 
course  in  physical  diagnosis  should  in- 
clude the  neurologic  examination. 

3.  More  time  should  be  allowed  so 
that  the  student  has  time  for  a complete 
neurologic  examination. 

4.  We  do  not  try  to  make  neurologists 
out  of  students  but  we  do  expect  them 
to  be  able  to  take  a good  neurologic  his- 
tory, do  a good  neurologic  examination, 
and  interpret  it  intelligently. 

5.  There  is  need  for  more  psychiatric 
social  service  investigation. 

6.  With  proper  facilities  both  the 
neurologic  and  psychiatric  outpatient 
department  can  be  used  to  great  advan- 
tage for  the  teaching  of  medical  students, 
for  the  teaching  of  physicians  who  wish 
to  work  in  the  clinic,  for  postgraduate 
courses,  and  also  for  the  teaching  of 
sociology,  psychology,  and  divinity  stu- 
dents. 

7.  Our  own  outpatient  department 
work  in  both  divisions  to  a large  extent, 
is  in  conflict  with  the  oft-heard  cry  of  the 
medical  profession:  “the  patient’s  choice 
of  physician.”  But  with  this  situation 
I have  no  quarrel  as  I believe  that  in  the 
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case  of  the  indigent  they  are  badly  needed 
for  teaching  material,  and  that  free 
choice  would  soon  leave  our  clinics  suf- 
fering for  lack  of  material. 

8.  The  single  case  method  seems  pref- 
erable in  neurology. 

9.  The  outpatient  department  offers 
the  student  the  nearest  approach  to  office 
practice — a fact  which  I realized  as  a 
student.  No  wonder  it  finds  increasing 
use  for  teaching  purposes. 

In  conclusion,  let  me  say  that  the  best 
results  can  be  obtained  only  when  a physi- 
cian likes  to  teach  and  enters  into  it 
with  enthusiasm,  and  is  as  faithful  to  his 
dispensary  work  as  he  is  to  his  private 
practice. 

Discusssion 

Dr.  J.  G.  Fred  Hiss,  Syracuse,  New  York — 
As  Dr.  Chambers  and  I are  associated  at  the 
dispensary  there  is  naturally  no  great  difference 
in  opinion  regarding  the  methods  discussed  in 
his  paper.  Therefore,  I should  like  to  stress  a 
few  points  that  he  made  or  implied  in  his  de- 
scription. 

First,  I feel  that  it  is  absolutely  fundamental 
that  the  technic  of  a simple  neurologic  examina- 
tion be  taught  in  the  physical  diagnosis  course 
in  the  second  year.  I am  afraid  that  only  too 
often  we  give  students  the  impression  that  a 
complete  examination  of  the  body  consists  of 
examining  the  heart  and  lungs,  calling  in  various 
specialists  to  look  at  the  nose  and  throat,  and 
making  a special  neurologic  examination.  In 
order  to  impress  the  students  that  we  are  dealing 
with  the  body  as  a whole,  I feel  that  the  teacher 
in  physical  diagnosis  should  teach  all  of  these 
things,  leaving  only  the  more  advanced  exami- 
nations to  be  taught  later  on  in  the  course  by  the 
proper  specialists. 

Secondly,  I believe  that  third-year  students 
should  get  their  introduction  into  clinical  medi- 
cine in  the  hospital  rather  than  in  the  dispensary 
or  outpatient  department.  In  hospitals,  pa- 
tients usually  have  well-developed  pathology  or 
are  suffering  from  the  more  acute  conditions 
which  are  comparatively  easy  to  recognize. 
Furthermore,  the  patient  is  available  for  a much 
longer  period  of  time.  If  the  student  is  some- 
what puzzled  on  his  first  examination  he  can 
read  about  it  at  home  during  the  evening  and  re- 
examine the  patient  the  next  day.  This  can  be 
repeated  any  number  of  times  until  the  case  is 
properly  worked  up.  At  the  dispensary,  on  the 
other  hand,  we  have  many  patients  with  early  or 


obscure  pathologic  changes.  The  time  is  very 
limited  and  the  case  load  that  must  be  taken 
care  of  is  usually  very  heavy. 

In  the  third  year  the  student  is  more  interested 
in  methods,  while  diagnosis  and  differential 
diagnosis  are  of  secondary  importance. 

Third-,  senior-,  or  fourth-year  students  should 
be  assigned  to  work  in  the  outpatient  department 
because  of  the  reasons  stated  above.  I feel  that 
in  general  the  value  of  outpatient  department 
teaching  has  escaped  proper  evaluation.  It  is 
not  generally  recognized  that  one  can  follow 
essentially  the  same  methods  that  have  been 
adopted  in  the  teaching  of  physiologic,  phar- 
macologic, pathologic,  and  the  other  basic 
sciences;  namely,  that  the  material  can  be 
arranged  in  a logical  and  correlated  order. 

For  examination  in  pathology,  students  are 
assigned  a lesion  dealing  with  nephritis.  They 
have  a lecture  on  nephritis,  they  see  gross  speci- 
mens illustrating  types  of  nephritis,  and  then 
they  study  microscopic  sections  illustrating  the 
various  types  of  nephritis.  If  the  professor 
classifies  his  material  in  an  outpatient  depart- 
ment, it  is  possible  to  assign  a definite  subject 
for  students  to  read  and  then  show  them  cases 
illustrating  this  same  subject.  One  can,  for 
instance,  assign  the  subject  of  cerebral  spinal 
lues  and  then  arrange  his  appointments  so  that 
on  the  day  of  discussion  he  will  have  several 
patients  illustrating  this  condition  available  in 
the  clinic.  In  this  way  it  is  possible  to  tie  up  the 
didactic  and  the  clinical  work  so  that  it  becomes 
a very  definite  and  concrete  subject  to  the 
student,  rather  than  merely  another  lesson  to 
be  studied  or  another  case  to  be  seen. 

At  present  our  students  are  assigned  to  this 
type  of  work  for  about  forty-five  days  and  our 
aim  is  to  show  them  the  45  most  common  or  most 
important  types  of  disease  that  are  encountered 
in  an  outpatient  department.  This,  of  course, 
requires  careful  diagnosis  and  classification  of 
cases  by  the  physicians  who  carry  the  case  load 
of  the  various  clinics.  The  appointment  system 
is,  of  course,  also  essential. 

I might  say  that  this  does  not  comprise  all 
of  our  medical  teaching  in  the  dispensary. 
Students  are  also  assigned,  at  another  time,  new 
cases  to  work  up  completely.  Both  of  the  types 
of  teaching  here  mentioned,  I believe,  are  essen- 
tial to  the  complete  rounding  out  of  the  student’s 
medical  education.  By  this  arrangement  not 
only  do  the  students  benefit  greatly,  but  the 
advantages  are  even  greater  as  far  as  the  pa- 
tients and  attending  staff  are  concerned,  as  all 
cases  must  of  necessity  be  more  carefully  studied. 

I feel  that  it  is  very  commendable  that  a dis- 
cussion on  teaching  methods  should  be  included 
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in  a special  section  of  this  New  York  State 
Medical  Society  Meeting. 

Dr.  Harry  A.  Steckel,  Syracuse,  New  York — 
May  I first  be  permitted  to  congratulate  Dr. 
Chambers  upon  the  interesting  and  comprehen- 
sive manner  in  which  he  has  covered  his  subject. 

I wholeheartedly  agree  with  everything  he  has 
said. 

It  seems  to  me  he  has  struck  an  important 
keynote  in  our  education  program  when  he 
emphasizes  the  value  of  “quality  over  quantity.” 
There  is  no  question  in  my  mind  but  that  a few 
cases  studied  and  discussed  in  a thoroughgoing 
manner  gets  far  better  results  than  does  a super- 
ficial review  of  a large  number. 

The  time  element,  however,  is  always  an  im- 
portant factor  and  with  an  already  overcrowded 
curriculum  it  is  often  difficult  to  cover  the  ground 
satisfactorily. 


So  far  as  psychiatry  is  concerned,  the  situation 
at  Syracuse  has  been  met  this  past  year.  We 
now  complete  our  didactic  instruction  in  the 
second  year  so  that  more  time  will  be  available 
for  case  contact  for  the  third-year  classes. 

Dr.  Chambers’  recommendation  that  more 
social  service  investigation  be  made  possible  in 
our  psychiatric  teaching  program  will  be  followed 
out  with  the  small  clinical  groups  of  third-year 
students  beginning  in  the  1939-1940  school 
session  and  students  will  be  required  to  make 
more  and  better  personality  and  environmental 
studies  than  has  heretofore  been  possible. 

In  closing,  I should  like  to  record  my  appre- 
ciation for  the  excellent  support  the  neurologists 
and  psychiatrists  in  private  practice  in  Syracuse 
have  afforded  us  in  our  teaching  program,  and 
to  express  my  hope  that  the  same  cordial  relation- 
ship which  we  have  enjoyed  in  the  past  may 
continue  unabated  in  the  future. 


SICKLE  SWISHES  A BIT  FASTER 

A little  higher  death  rate  in  1939  for  the 
United  States  than  in  1938  is  forecast  in  pro- 
visional figures  for  the  first  six  months  of  1939 
given  in  Public  Health  Reports  (Washington),  but 
we  are  assured  that  although  the  death  rate 
from  all  causes,  11.2  per  1,000  estimated  popula- 
tion, for  the  first  6 months  of  1939  was  2.8  per 
cent  higher  than  the  corresponding  rate,  10.9, 
for  1938,  the  health  of  the  nation,  in  so  far  as  it 
is  measured  by  mortality  rates,  has  been  well 
above  the  average  of  immediately  preceding 
years.  Some  increase  in  the  death  rate  compared 
with  that  for  1938  was  to  be  expected,  since  the 
lowest  rate  in  the  history  of  the  death  registra- 
tion area  was  recorded  in  1938.  The  mortality 
rate  from  all  causes  during  the  current  half  year 
is  6 per  cent  less  than  the  corresponding  rate  for 
1937. 

The  cause  of  death  with  the  largest  numerical 
increase  was  heart  disease,  which  accounted  for  8 
per  cent  more  deaths  than  in  the  previous  year. 
Influenza,  with  an  increase  of  65  per  cent  over 
the  first  6 months  of  1938,  registered  the  largest 
relative  increase.  However,  the  influenza  death 
rate  for  the  first  6 months  of  1938,  14.5  per  100,- 


000  population,  was  unusually  low,  so  that  the 
rate  for  1939,  23.9  per  100,000  population,  was 
still  low  when  compared  with  the  average  of  pre- 
ceding years  and,  indeed,  was  only  slightly  more 
than  one-half  the  rate  for  1937. 

Decreases  of  varying  magnitude  were  reported 
for  the  other  causes  of  death.  The  death  rate 
from  the  principal  communicable  diseases  of 
childhood,  measles,  diphtheria,  scarlet  fever,  and 
whooping  cough,  was  appreciably  less  than  for 
1938.  Especially  gratifying  were  the  continued 
declines  in  the  mortality  rates  from  tuberculosis 
and  diseases  of  pregnancy  and  childbirth.  The 
death  rate  from  tuberculosis,  47.3  per  100,000 
population,  decreased  3 per  cent  and  will  appar- 
ently be  definitely  below  50  per  100,000  popula- 
tion at  the  end  of  the  year.  The  maternal  mor- 
tality rate  reached  a new  low  of  4 per  1,000  live 
births;  this  represents  a decline  of  23  per  cent 
since  1937. 

The  infant-mortality  rate  registered  a drop  of 
2 per  cent  and  will  be  less  than  50  per  1,000  live 
births  for  the  first  time  in  the  history  of  the 
registration  area  if  the  present  favorable  condi- 
tions continue  until  the  end  of  the  year. 


“QUINTESSENSE” 

We  understand  that  Dr.  Allan  Roy  Dafoe  is 
now  advisory  editor  of  Parents'  Magazine.  It  is 
still  too  early  for  anyone  but  Winchell  to  predict 
how  this  will  affect  the  1940  census. — The  Postage 
Stamp 


STETHOSCOPIC 

A doctor’s  little  daughter,  deeply  interested  in 
radio,  glanced  one  morning  into  the  office  where 
her  father  was  testing  the  heart  and  lungs  of  a 
patient.  “Getting  any  new  stations,  daddy?” 
she  inquired. — Illinois  Med.  Jour. 


X-RAY  TREATMENT  OF  INFLAMMATORY  CONDITIONS 

John  Russell  Carty,  M.D.,  New  York  City 


Since  the  early  days  of  x-ray  therapy 
there  have  been  occasional  reports 
detailing  good  results  in  the  treatment  of 
various  inflammatory  conditions.  As  a 
whole,  however,  until  comparatively  re- 
cently these  observations  have  been  iso- 
lated and  have  not  attracted  much  atten- 
tion. Now  the  literature  has  reached 
such  a volume  that  their  significance  can- 
not be  overlooked  by  the  radiologist. 
The  literature  has  been  well  summarized 
in  many  of  the  recent  papers.  In  this 
report  our  aim  is  to  detail  our  experience 
in  the  treatment  of  inflammatory  condi- 
tions for  the  past  twelve  years.  As  is  the 
case  with  any  new  agent  there  is  usually 
an  uncritical  selection  of  cases,  and,  of 
course,  under  these  conditions  the  results 
may  be  disappointing.  The  method  may 
undeservedly  come  into  disrepute.  In 
addition  to  a proper  selection  of  cases 
there  are  certain  details  that  must  be 
seriously  considered  if  good  results  are  to 
follow. 

The  theories  regarding  the  action  of 
the  x-rays  on  infected  tissues  are  many. 
A lengthy  theoretical  discussion  of  them 
would  not  be  profitable.  The  theory 
that  postulates  a partial  leukocytic  de- 
struction by  the  radiation,  thus  liberating 
antibacterial  substances  seems  attractive. 
I seriously  doubt  if  there  is  a direct  action 
of  the  radiation  upon  the  bacteria  them- 
selves. As  one  might  expect,  the  more 
acute  the  process  the  more  dramatic  the 
result.  On  the  other  hand,  a long-stand- 
ing process  requires  a longer  time  and 
more  treatment  for  a favorable  resolu- 
tion. There  is  often  a marked  suppura- 
tion following  x-ray  therapy.  Wherever 
possible  the  pus  and  debris  should  be 
given  an  exit  as  soon  as  possible  as  it 
shortens  convalescence  and  diminishes 
toxicity. 

There  is  a feeling  now  that  the  dosage 


of  x-rays  used  is  an  important  and  even 
decisive  factor,  particularly  in  the  acute 
processes.  In  my  early  work  in  this  field 
I would  encounter  an  occasional  case 
where  the  x-rays  had  apparently  aggra- 
vated the  process.  In  most  of  these  in- 
stances the  dosage  was  relatively  large. 
A recent  work  with  rabbits  by  Tuggle 
and  Angevine  has  shown  that  the  spread 
of  certain  artificially  produced  infections 
may  be  actually  facilitated  by  large  doses 
of  x-radiation.  This  is  particularly  true 
with  acute  infections.  With  long-stand- 
ing infection  the  question  of  the  size  of 
the  dose  is  not  so  critical.  It  is  my  opin- 
ion that  in  most  instances  the  therapy 
should  be  administered  by  the  radiologist 
working  in  close  cooperation  with  the 
surgeon.  This  applies  particularly  in  the 
more  extensive  and  serious  inflammatory 
lesions  such  as  gas  gangrene,  carbuncles, 
otitis  media,  etc. 

Favorable  results  may  be  expected  in  a 
goodly  percentage  of  selected  cases  of 
sinusitis.  I do  not  believe  that  x-ray 
therapy  will  in  most  instances  stop  a 
discharge  but  it  will  alleviate  pain  par- 
ticularly in  those  cases  where  there  has 
been  operative  interference  without  re- 
lief. There  is  usually  a shrinkage  of  the 
mucous  membrane  about  the  ostia  which 
permits  of  drainage.  However,  the  in- 
fected mucous  membrane  may  still  remain. 
The  shrinkage  about  the  ostia  is  usually 
preceded  by  a preliminary  swelling.  This 
swelling  may  cause  an  exacerbation  of  the 
pain  two  to  twelve  hours  following  treat- 
ment. The  possibility  of  this  should  al- 
ways be  explained  to  the  patient  and  when 
it  occurs  it  is  generally  indicative  of  an 
eventual  good  result. 

Excellent  results  may  be  obtained  in 
the  case  of  boils  with  small  doses  of  x-ray. 
The  boil  suppurates  very  rapidly,  some- 
times in  less  than  twelve  hours,  saving 
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the  patient  a great  deal  of  pain  and  suf- 
fering. If  treated  early  enough  suppura- 
tion may  be  avoided. 

With  carbuncles  the  toxicity  is  dimin- 
ished. This  effect  is  often  striking.  In 
one  extensive  carbuncle  of  the  face  the 
patient  became  markedly  brighter  and 
less  toxic  two  hours  after  the  first  treat- 
ment. It  softens  up  and  may  drain 
spontaneously  or  be  amenable  to  rela- 
tively simple  surgery.  In  my  opinion  x- 
ray  therapy  is  a method  of  choice  in  car- 
buncles of  the  face.  If  there  is  a sinus 
thrombosis  the  x-ray  therapy  will  not 
modify  the  eventual  fatal  outlook. 

Good  results  have  been  reported  fol- 
lowing x-ray  therapy  for  gas  gangrene. 
The  disease  may  be  held  in  check  and 
radical  surgical  measures  may  not  be 
needed.  If,  however,  there  is  an  under- 
lying diabetes  or  arteriosclerosis,  the  re- 
sponse is  poor. 

Excellent  results  may  be  obtained  in 
the  treatment  of  phlebitis,  particularly 
of  the  long  drawn-out  wandering  type. 
Often  weeks  of  tedious  convalescence 
may  be  avoided.  Occasionally,  a chronic 
ulcer  due  to  varicose  veins  may  heal 
following  x-ray  therapy.  A recurrence 
later  is  apt  to  happen.  Best  results  are 
seen  where  there  is  not  an  associated 
arteriosclerosis. 

Bursitis  responds  well,  particularly  the 
very  acute  type.  In  fact,  I believe  better 
than  by  the  use  of  heat.  With  this  ex- 
ception, however,  we  prefer  to  have  heat 
tried  before  x-ray.  In  certain  cases  punc- 
ture and  withdrawal  of  fluid  in  addition  to 
x-ray  may  be  helpful. 

At  present  there  is  not  sufficient  evi- 
dence in  my  opinion  to  justify  any  con- 
clusions regarding  the  x-ray  therapy  in 
acute  lobar  pneumonia.  On  the  other 
hand,  I have  had  excellent  results  with 
certain  chronic  pneumonias,  particularly 
those  in  children.  Serial  radiographs  of 
the  chest  are  made  to  check  the  results 
of  treatment.  My  experience  in  treating 
bronchiectasis  has  not  been  so  good  as 
those  expressed  by  some  other  observers. 
Occasionally  one  may  see  a gratifying  re- 
duction in  the  amount  of  sputum.  It  is 
very  important  to  keep  a close  watch  on 


the  blood  count  as  a severe  anemia  may 
occur  within  a few  days  during  therapy, 
in  this  condition.  One  must  also  be  care- 
ful not  to  push  the  treatment  too  vigor- 
ously for  fear  of  producing  pneumonia. 
However  this  is  contrary  to  the  experience 
of  some  others. 

The  results  of  x-ray  therapy  on  en- 
larged inflammatory  lymph  nodes,  par- 
ticularly in  children,  are  excellent.  Many 
times  a quick  reduction  in  size  will  take 
place  without  pus  formation.  If  there  is 
fluctuation  before  treatment  the  nodes 
will  break  down  more  rapidly.  There  is 
often  a marked  reduction  in  the  fever 
and  general  toxemia.  Any  focus  of  infec- 
tion such  as  the  tonsils  should  be  removed 
as  soon  as  the  infection  quiets  down. 

Excellent  results  are  seen  in  the  x-ray 
therapy  of  chronic  inflammatory  lymph 
nodes.  A much  longer  time  is  usually 
needed  before  good  effects  are  apparent. 
This  is  particularly  so  where  there  is  an 
inflammatory  mediastinal  enlargement 
secondary  to  exanthemata,  whooping 
cough,  or  upper  respiratory  tract  focus  of 
infection.  These  patients  often  have  a 
persistent,  dry,  brassy  cough  which  may 
last  for  months  and  give  rise  to  apprehen- 
sion. They  are  usually  anemic  and  do  not 
gain  in  weight.  Parents  should  be  warned 
concerning  the  likelihood  of  exacerbation 
of  symptoms  following  the  first  few  treat- 
ments. It  may  take  as  long  as  four 
months  before  a cure  is  reached. 

The  x-ray  therapy  of  middle-ear  dis- 
ease has  received  attention.  Some  ob- 
servers state  that  operation  may  at  times 
be  avoided  in  the  acute  type  of  otitis 
media  and  mastoiditis.  I have  seen  a 
year-old  discharge  stop  following  treat- 
ment. More  evidence  is  needed  here  be- 
fore drawing  conclusions. 

The  x-ray  therapy  of  herpes  zoster  is 
very  effective  and  deserves  more  atten- 
tion. We  treat  over  the  ganglion  and 
often  along  the  nerve  distribution  of  an 
affected  ganglion.  The  sooner  the  pa- 
tient is  treated  following  the  onset  of  the 
disease  the  better  are  the  results.  Age  to 
a certain  extent  plays  a part  in  the  results. 
It  has  been  our  experience  that  the 
younger  the  patient  the  better  are  the 
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results  obtained.  As  is  the  case  with 
sinusitis  there  may  be  an  acute  exacerba- 
tion of  the  pain  after  the  first  two  or  three 
treatments.  This  is  a favorable  sign  but 
should  be  explained  to  the  patient.  The 
poorest  results  are  seen  in  cases  where 
the  patient  is  beyond  fifty  and  where 
there  is  pain  although  the  eruption  may 
have  disappeared. 

There  are  many  technics  used  in  the 
treatment  of  infectious  conditions.  I do 
not  feel  that  it  is  of  great  moment  whether 
medium  wave  radiation,  that  is,  130 
KVP,  or  radiation  at  200  KVP  is  used. 
We  do  feel,  however,  that  the  amount  of 
radiation  given  per  dose  and  the  size  of 
the  port  used  are  of  vital  importance. 
In  treating  acute  superficial  infections 
one  should  not  use  over  100  r per  treat- 
ment, preferably  50  to  75.  All  measure- 
ments are  given  in  air  to  the  skin.  I do 
not  believe  that  a 20  by  20  port  should  be 
used  where  the  intensity  is  over  75  r. 
I do  not  feel  that  it  is  a matter  of  much 
importance  whether  the  treatment  is 
given  daily  or  every  other  day.  The 
radiologist  should  consider  each  case  on 
its  merit. 

The  question  of  filtration  apparently 
does  not  play  a decisive  role.  I have  had 
excellent  results  using  200  KVP  with  1 
mm.  of  copper  plus  3 mm.  of  aluminum  as 
a filter.  In  fact  I feel  that  this  technic  is 
superior  in  the  case  of  sinusitis  or  en- 
larged mediastinal  lymph  nodes.  The 
total  dosage  in  acute  infectious  processes 
should  be  guided  largely  by  the  clinical 
reaction,  keeping,  of  course,  below  an 
erythema  dose.  Many  times  a total  dose 
of  50  to  100  r will  resolve  a boil.  With 
chronic  infections  the  intensity  per  dose 
may  be  stepped  up  and  the  total  dose 
may  be  run  higher.  Here  also  larger 
fields  can  be  more  safely  employed.  With 
chronic  infections  the  period  between 
treatments  may  be  extended  to  as  much 
as  a week. 

The  following  technic  has  been  found 
satisfactory  in  the  treatment  of  enlarged 
tracheo-bronchial  lymph  nodes  in  chil- 
dren: voltage — 200  KVP;  target  skin  dis- 
tance— 50  cm.;  filtration — 1 mm.  copper 
plus  3 mm.  aluminum.  Fifty  to  100  r 


(measured  in  air)  to  the  skin  are  given 
each  treatment  depending  upon  the  age 
and  size  of  the  patient.  Four  treatments 
will  usually  suffice  but  in  larger  children 
it  may  be  necessary  to  give  six.  They  are 
given  at  weekly  intervals  through  two 
ports  to  the  mediastinum,  one  in  front  and 
one  in  back,  one  area  per  treatment. 

Wherever  possible  the  application  of 
irritating  substances  should  be  avoided. 
However,  I would  not  withhold  the  use  of 
x-radiation  on  this  account.  With  car- 
buncles of  the  face,  carbolization  may 
hasten  the  evacuation  of  pus  and  tissue 
debris. 

Conclusions 

X-radiation  is  a powerful  effective 
weapon  in  the  treatment  of  many  infec- 
tious conditions.  Incautiously  used  it  is 
capable  of  doing  harm.  Certain  precau- 
tions to  be  observed  are  emphasized. 

Discussion 

Dr.  Andrew  H.  Dowdy,  Rochester,  New  York — 
Dr.  Carty  has  brought  to  our  attention  the  in- 
creasing usefulness  of  roentgen-ray  therapy  in 
the  treatment  of  inflammatory  conditions.  The 
mode  of  action  of  this  type  of  therapy  is  not 
clearly  understood.  In  experienced  hands,  how- 
ever, there  is  no  question  of  its  beneficial  effect. 
A partial  destruction  of  the  infiltrated  leukocytes, 
especially  lymphocytes,  seems  certain.  Des- 
jardins postulates  a subsequent  release  of  fer- 
ments and  antibodies  from  these  disrupted  cells. 
There  is  a secondary  increase  in  phagocytosis. 
The  work  of  Warren  and  Syverton  definitely 
indicates  that  bacteria  are  not  destroyed  in 
vitro  by  the  direct  action  of  roentgen  rays  in  the 
therapeutic  dosage  range.  Clinically  we  have 
found  positive  wound  cultures  for  gas  bacilli 
months  after  the  clinical  signs  and  symptoms  of 
the  disease  have  disappeared  following  roentgen- 
ray  treatments. 

The  essayist's  caution  regarding  dosage  is 
timely.  In  acute  cases  small  doses  are  indicated, 
large  doses  may  be  dangerous.  Chronicity  is  no 
contraindication  but  the  duration  of  treatment 
is  longer.  In  chronic  cases  some  degree  of  local 
reaction  following  treatment  is  a good  prognostic 
sign.  Experience  plus  clinical  judgment  will  de- 
termine the  size  of  the  dose  and  the  frequency  of 
treatment. 

I should  like  to  ask  Dr.  Carty  what  his  experi- 
ence has  been  with  pulmonary  abscesses  and 
what  technic  he  has  found  advisable? 
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Dr.  Arthur  F.  Holding,  Albany,  New  York — 
Dr.  Carty  has  covered  a large  field  and  has  done 
it  well.  I have  not  had  an  opportunity  of  reading 
his  paper  beforehand,  and  I may  be  mistaken, 
but  in  enumerating  the  wonders  in  therapy  that 
x-ray  can  accoihplish  in  refractory  cases,  I won- 
der if  he  has  protected  himself  enough  by  giving 
sufficient  emphasis  on  the  need  of  using  the  x- 
rays  only  in  cases  where  simpler,  less  expen- 
sive, less  dangerous,  and  less  destructive  modali- 
ties have  failed. 

As  an  old  family  doctor,  an  ear,  nose,  and 
throat  specialist,  as  well  as  a veteran  roentgen- 
ologist, I have  little  sympathy  with  the  all  too 
common  modern  attitude  of  “therapeutic  nihil- 
ism.” 

We  who  have  devoted  our  lives  to  the  x-rays 
must  remember  that  radiology  is  more  a method 
and  technic  than  it  is  a speciality — an  adjuvant 
rather  than  a specific  cure.  We  must  avoid  being 
discredited  for  overenthusiasm. 

For  instance,  in  skin  lesions  it  is  well  to  re- 
member the  old  dictum:  “skin  diseases  are  di- 
vided into  three  classes — the  first,  sulfur  will 
cure;  the  second,  salvarsan  and  mercury  will 
cure;  the  third,  the  devil  himself  cannot  cure,” 
and  it  is  in  these  cases  that  the  x-rays  are  indi- 
cated. 

The  vast  majority  of  patients  with  acute 
sinusitis  will  quickly  respond  to  colloidal  silver 
with  a touch  of  adrenalin,  followed  by  hot  iso- 
tonic antiseptic  solution  douched  through  the 
nostrils  by  suction  irrigation ; followed  by  anoint- 
ing the  membrane  with  oil,  and  breathing  warm 


air  night  and  day.  It  is  in  the  pain  and  dis- 
charge of  chronic,  refractory  sinusitis  cases  only 
that  x-rays  are  important  curative  agents. 

In  furunculosis,  enlarged  lymph  glands,  and 
chronic  eczema  I get  better  results  and  prefer 
ultraviolet  light  first,  and  only  resort  to  x-rays 
when  the  ultraviolet  light  fails.  Never  incise  a 
furuncle  or  carbuncle  near  any  cartilage,  espe- 
cially near  the  cartilages  of  the  nose  or  ear . Many 
an  incised  furuncle  of  a nose  has  been  followed  by 
meningitis  and  death. 

In  eczema  remember  success  depends  largely 
on  excluding  the  air,  cold,  and  soap  and  water 
from  the  skin  no  matter  what  other  treatment 
may  be  used. 

In  enlarged  lymph  glands  without  sinuses — 
if  they  do  not  get  rapidly  better  or  worse  (break- 
ing down  to  point  as  abscess)  after  x-ray — surgery 
gives  better  results. 

In  herpes  zoster,  since  I have  used  anterior 
pituitary  gland  extract  hypodermatically  I 
have  never  had  to  use  x-rays  for  these  pa- 
tients. 

In  acute  mastoiditis  I find  I need  the  x-rays  in 
diagnostic  dose  methods  in  order  to  prove  that 
the  patients  really  had  mastoiditis  because  they 
get  well  so  fast  under  sulfanilamide.  The  great- 
est usefulness  for  x-rays  in  mastoiditis  is  in  old 
chronic  running  ears  that  surgery  has  failed  to 
clear  up. 

I am  merely  adding  these  words  of  construc- 
tive suggestion  to  Dr.  Carty’s  paper  in  the  hope 
that  it  will  help  searchers  after  truth  and  save 
the  x-ray  specialists  from  being  misunderstood. 


TAKEN  FROM  LETTERS  SENT  TO  EAST  ST.  LOUIS  RELIEF  OFFICE 


My  husband  has  worked  one  shift  for  about 
two  months  and  now  he  has  left  me  and  I aint 
had  no  pay  since  he  has  gone  or  before  either. 

Please  send  me  my  elopment  as  I have  a four 
months  old  baby  and  he  is  my  only  support  and 
I need  all  I can  get  every  day  to  by  food  and  to 
keep  him  in  close. 

I am  a poor  woman  and  all  I have  is  gone. 

Both  sides  of  my  parents  is  very  poor  and  I 
can’t  expect  anything  from  them  as  my  mother 
has  been  in  bed  for  one  year  with  one  doctor  and 
she  wont  change. 

Please  send  me  a wifes  form  to  fill  out. 

Please  send  me  a letter  and  tell  me  if  my  hus- 
ban  made  applicaiton  for  wife  and  child. 

I have  already  wrote  the  President  and  dont 
hear  from  you.  I will  write  to  Uncle  Same  and 
tell  him  about  both  of  you. 

Mrs  has  no  clothing  for  a year  and  has  been 
visited  by  the  clergy  regularly. 


I cant  get  no  pay.  This  is  my  8th  child.  What 
are  you  going  to  do  about  it? 

Sir:  I am  forwarding  my  marriage  certificate 
and  my  two  children  one  of  whom  is  a mistake  as 
you  can  see. 

I am  writing  you  to  say  that  my  boy  was  born 
two  years  ago  and  is  two  years  old.  When  do  I 
get  my  relief? 

I am  annoyed  to  find  out  you  have  branded 
my  boy  illiterite.  Oh!  for  shame!  It  is  a shame 
and  a dirty  like,  as  I married  his  father  a week 
before  he  was  born. 

In  answer  to  your  letter  I gave  birth  to  a boy, 
weighing  10  lbs.  1 oz.  I hope  youre  satisfied. 

You  have  changed  my  little  girl  to  a boy. 
Does  that  make  any  diff? 

I have  no  children  as  my  husband  is  a truck 
driver  and  works  day  and  nite. 

In  accordance  with  your  instructions  I have 
given  birth  to  twins  in  enclosed  envelope. 

— St.  Louis  Medical  Bulletin 


FRACTURES— IN  RURAL  COMMUNITIES 


Mahlon  H.  Atkinson,  M.D.,  F.A.C.S.,  Catskill,  New  York 


When  I was  invited  to  read  a paper 
before  this  body,  the  subject  “Frac- 
tures in  Rural  Communities”  was  sug- 
gested. It  was  also  suggested  that  per- 
haps the  professional  men  of  the  metro- 
politan district  did  not  realize  the  difficul- 
ties the  rural  doctors  went  through  in 
their  fracture  work. 

At  first  I was  at  a loss  as  to  what  the 
difference  would  be  in  treating  fractures 
in  rural  districts.  It  is  true  that  often 
the  rural  man  cannot  obtain  all  the  help 
and  aid  that  a large  institution  may  offer, 
but,  more  to  the  glory  of  the  rural  man, 
he  has  learned  how  to  compensate  for 
this. 

Fractures  in  rural  communities  are  just 
as  much  an  economical  problem  as  they 
are  in  the  city.  In  the  rural  districts, 
just  as  in  the  metropolitan  areas,  there 
has  been  a much  greater  number  of 
fractures  in  late  years  than  in  past 
years — due  to  the  advent  of  the  auto- 
mobile. 

The  fractures  are  more  violent;  there 
are  more  open,  compound  fractures; 
more  comminuted;  more  fractures  of  the 
skull;  and  much  more  injury  to  the 
nerves,  muscles,  blood  vessels,  tendons, 
and  underlying  organs. 

The  rural  doctor  must  treat  these  frac- 
tures or  have  them  treated,  with  the  same 
purpose  that  his  metropolitan  colleague 
has ; namely,  to  get  as  perfect  a result  as 
possible  with  as  little  financial  loss  to  the 
patient  as  possible,  and  here  is  where  the 
great  difference  lies  between  the  rural 
doctor  and  the  man  in  a large  metro- 
politan medical  center. 

In  the  rural  district  the  doctor  lives 
with  the  patient,  and  all  the  patient’s 
relatives  and  friends.  Everybody  knows 
that  John  Smith  has  broken  his  leg  and 
that  doctor  so-and-so  is  looking  after 
him.  Usually  the  entire  responsibility 


is  on  the  doctor’s  shoulders.  Seldom  does 
a patient  ask  his  rural  doctor  to  call  con- 
sultants. He  places  himself  in  his  doc- 
tor’s hands  and  with  a blind,  loyal  faith, 
offers  no  suggestions  nor  questions  his 
judgment.  He  simply  believes  that  the 
doctor  will  get  him  out  of  his  trouble. 
Whatever  may  be  the  result  of  the  treat- 
ment, the  doctor  must  gaze  upon  that 
leg  the  rest  of  his  days.  He  will  see 
John  Smith  perhaps  everyday  for  years 
and  years,  and  will  be  facing  John  Smith’s 
relatives  and  friends.  There  is  no  get- 
ting away  from  it.  The  doctor,  then, 
knows  from  the  very  beginning  that  it  is 
his  responsibility  and  that  he  must  ob- 
tain a good  result. 

What  then  is  the  result?  The  rural 
man  has  prepared  himself  to  depend  to  a 
great  extent  on  his  own  judgment,  ability, 
and  ingenuity. 

Throughout  the  rural  districts  of  New 
York  State  a gradual  change  has  oc- 
curred. It  is  seldom  that  one  meets  the 
type  of  doctor  so  often  visualized  as  the 
country  doctor.  Young,  energetic,  well- 
educated,  and  exceptionally  well-trained 
men  have  taken  his  place.  Men  who  are 
able  to  step  into  any  hospital  and  show 
an  ability  and  versatility  that  would  en- 
lighten many  of  our  metropolitan  col- 
leagues. 

There  is  a much  better  cooperation 
between  the  medical  profession,  the  sur- 
geon, and  the  layman.  Boy  Scouts,  in- 
dustrial first-aid  teams,  etc.,  have  learned 
the  value  of  proper,  immediate  splinting, 
and  what  is  more  important,  have  learned 
that  when  it  is  possible,  they  should  leave 
the  injured  person  alone  until  the  local 
doctor  arrives  on  the  scene.  The  fact 
that  so  often  a doctor  is  called  to  the 
scene  in  rural  districts  has  been  of  ut- 
most importance  in  the  aftertreatment 
of  the  injured  leg,  arm,  back,  etc. 


Read  on  Fracture  Day  of  the  New  York  and  Brooklyn  Regional  Fracture  Committee  of  the  American 
College  of  Surgeons,  February  25,  1938,  at  Lenox  Hill  Hospital,  New  York  City 
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The  doctor  is  able  to  give  the  all-im- 
portant first  aid.  He  takes  charge  of 
the  situation.  He  examines  the  person 
and  determines  what  has  been  injured 
and  to  what  extent.  The  doctor  knows 
the  value  of  keeping  an  individual  with 
a fractured  back  lying  prone  on  the 
stomach  and  transporting  him  that 
way,  even  if  it  is  necessary  to  use  a truck. 
The  patient  with  the  fractured  back 
cannot  be  picked  up  and  crammed,  half 
sitting  up,  half  prone,  into  the  back 
seat  of  a car,  finishing  the  damage  to  the 
cord.  Such  is  the  usual  procedure  of 
well-meaning  humanitarians  in  a city 
where  hospitals  exist. 

I have  had  one  rural  physician  tell  me 
that  he  has  used  shingles,  barrel  staves, 
cigar  boxes,  orange  crates,  pieces  of  spare 
tires,  pieces  of  tin,  and  other  miscellane- 
ous articles  to  splint  a fracture  for  trans- 
portation. But  he  always  splinted  it. 

Up  to  three  or  four  years  ago  the  dis- 
trict which  I represent  was  very  rural. 
The  nearest  hospital  was  thirty-five 
miles  from  my  own  town  and  seventy  or 
eighty  miles  from  the  mountain  districts. 
In  the  entire  county  there  were  about 
twenty-five  doctors,  pretty  well-distrib- 
uted, and  the  surprising  fact  is  that  there 
were  approximately  11  x-ray  machines 
scattered  among  these  doctors,  which 
indicated  that  the  rural  man  wished  to 
visualize  his  fractures  just  as  the  metro- 
politan man  does. 

Now  throughout  the  rural  districts  of 
New  York  a great  many  hospitals  have 
been  erected;  small  efficient  institutions. 
In  my  own  district  we  have  one  of  the 
three  “State-aided  Hospitals,’’  on  which 
the  state  pays  one  half  of  the  building 
and  equipping  expense,  and  one  half  of 
any  deficit.  This  hospital  has  fifty  beds. 


It  serves  a county  of  20,000  inhabitants 
and  has  approximately  seventy-five  hos- 
pitalized fractures  a year. 

Through  gifts,  mostly  complimentary 
gifts  to  the  doctors,  and  through  pur- 
chases, we  have  equipped  this  hospital 
with  the  most  complete  fracture-treating 
equipment  that  can  be  obtained.  Cer- 
tain men  especially  interested  in  fracture 
work  frequently  attend  the  clinics  in 
New  York  City.  They  follow  closely 
various  new  methods  advanced  for  the 
treatment  of  fractures,  listening  and  ob- 
serving carefully  all  the  pros  and  cons  of 
each  new  method  until  such  method  has 
proved  its  value  and  has  been  accepted. 
Then  they  come  home  and  practice  it. 
And  I can  assure  you  that  seldom  has  a 
fracture  case  left  our  institution  without 
its  being  in  a very  satisfactory  condi- 
tion. At  times  we  require  the  judgment 
and  skill  of  experienced  men  from  the 
metropolitan  area,  which  I am  proud  to 
state  has  always  been  given  us  without 
thought  of  their  ultimate  recompense. 

As  to  the  methods  of  treating  fractures, 
we  have  no  set  procedures.  Hip  frac- 
tures: some  we  nail;  others  we  still  use 
the  Whitman  Spica.  Femur  fractures: 
on  many  we  do  an  open  reduction,  on  the 
others  we  use  traction.  Lower  leg  frac- 
tures: we  use  the  McMillan  reduction 

machine  with  the  stiman  pins. 

As  I observe  the  various  clinics  and 
fracture  work  done  in  your  metropolitan 
centers  I can  see  very  little  difference  in 
the  methods,  course,  and  aftereffects  in 
your  fractures  from  those  of  ours  in  the 
rural  districts. 

In  fact,  if  there  is  any  difference  at  all, 
I believe  it  to  be  that  the  patient  gets 
just  a trifle  better  break  in  the  hands 
of  the  rural  physician. 


“ONE  DROP  ON  THE  PILLOW  AT  NIGHT” 
The  oldest  drug  prescription  known  is  a stone 
tablet  of  3700  b.c.  bearing  directions  for  making 
an  inhalant  for  treating  a head  cold. 


LIFE  IS  LIKE  THAT 

An  American  doctor  owns  the  only  automobile 
left  in  Changsha,  China,  but  the  roads  are  so  cut 
to  pieces  that  he  can’t  go  anywhere. 


A STATISTICAL  REVIEW  OF  ECLAMPSIA 

Based  on  Twelve  Years’  Experience  in  Israel  Zion  Hospital 

Frederick  Weintraub,  M.D.,  Brooklyn,  New  York 
{From  the  Department  of  Obstetrics  and  Gynecology) 


IN  a total  of  31,249  pregnant  women 
admitted  to  the  obstetric  service  of  a 
general  hospital  from  January  1,  1928, 
to  January  1,  1940,  eclampsia  occurred 
in  63  patients.  This  represents  an  in- 
cidence of  eclampsia  of  1 in  496  or  0.2 
per  cent,  which  is  less  than  the  lowest 
figure  (0.34  per  cent)  given  by  Stander  in 
a collective  review.  Hinselmann’s  figures 
gathered  from  various  sources  place  the 
hospital  incidence  of  the  disease  at  1 in 
253.7  patients,  or  0.39  per  cent.  Differ- 
ent writers  have  found  the  incidence  to 
range  from  0.34  per  cent  (Reinburg)  to 
3.44  per  cent  (Cruikshank) . We  are 
unable  to  offer  any  satisfactory  explana- 
tion to  account  for  the  unusually  low 
incidence  of  the  disease  in  this  series. 
Whether  prenatal  care  alone  (which  is 
doubtful)  or  other  factors  are  responsible 
remains,  for  the  present,  an  open  ques- 
tion. 

Eclampsia  is  universally  found  to  occur 
more  frequently  in  primiparas.  Of  the 
63  patients  in  this  series,  there  were  36 
primiparas  and  27  multiparas.  Private 
cases  numbered  59,  and  service,  4.  There 
was  1 case  of  twin  pregnancy,  and  this 
occurred  in  a multipara.  No  patient 
with  hydramnios  was  observed. 

During  the  cold  months  (from  October 
through  March)  39  patients  with  eclamp- 
sia were  admitted  (61.9  per  cent);  and 
during  the  warm  months  (from  April 
through  September),  24  patients  (38.1 
per  cent).  Unsettled  and  damp  weather 
is  usually  held  to  be  a provocative  factor 
in  increasing  the  incidence  of  the  disease. 
The  findings  herein  reported,  with  some 
reservations,  support  this  belief.  A 
monthly  analysis  of  this  series  shows  that 
during  the  usually  damp  and  unsettled 
month  of  April  the  least  number  of 
eclamptic  patients  was  encountered.  Dur- 


ing the  course  of  12  consecutive  Aprils 
(1928  through  1939)  there  was  only  one 
such  patient.  In  sharp  contrast,  however, 
stands  the  month  of  March.  During  12 
consecutive  Marches  (1928  through  1939) 
the  maximum  monthly  incidence  oc- 
curred (9  cases) . Since  weather  conditions 
between  these  two  succeeding  months 
are  not  as  greatly  different  as  they  are  be- 
tween months  more  widely  separated  in 
the  calendar,  the  frequently  mentioned 
influence  of  the  weather  is  not  borne  out, 
at  least  with  respect  to  these  two  months. 
Harrar,  on  the  contrary,  in  a ten-year  re- 
view of  eclampsia  in  New  York  City, 
found  April  to  be  the  month  of  greatest 
incidence  of  the  disease;  and,  since  cli- 
matic conditions  in  New  York  City  and 
Brooklyn  are  essentially  the  same,  an- 
other discrepancy  appears  for  considera- 
tion. It  is  apparent,  therefore,  that  fur- 
ther study  is  necessary  before  the  exact 
etiologic  influence  of  the  weather  in  re- 
lation to  eclampsia  can  be  determined. 


TABLE  1. — Monthly  Incidence  of  Eclampsia 


January,  1928,  to  January,  1940 

Month 

Jan.  Feb. 

Mar. 

Apr. 

May 

June 

No.  of  Cases 

5 7 

9 

1 

7 

6 

Month 

July  Aug. 

Sept. 

Oct. 

Nov. 

Dec. 

No.  of  Cases 

3 2 

5 

8 

6 

4 

The  youngest  patient  in  this  series  was 
21 ; and  the  oldest,  45  years  of  age.  Be- 
tween ages  21  and  30,  there  were  45 
patients  (71.4  per  cent);  between  31 
and  40,  there  were  15  patients  (23.8  per 
cent) ; and  over  40,  there  were  3 patients 
(4.8  per  cent). 

Forty  patients  developed  eclampsia  in 
the  ninth  month  (63.5  per  cent);  10 
patients  in  the  eighth  month  (15.9  per 
cent) ; 10  patients  in  the  seventh  month 
(15.9  per  cent);  and  3 patients  in  the 
sixth  month  (4.7  per  cent). 
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Antepartum  eclampsia  occurred  in  40 
patients  (63.5  per  cent);  intrapartum  in 
12  patients  (19  per  cent) ; and  postpartum 
in  11  patients  (17.5  per  cent).  The  in- 
cidence, as  given  by  Hinselmann,  was 
26,  53,  and  21  per  cent;  while  Stander’s 
figures  of  53,  25,  and  22  per  cent,  re- 
spectively, are  more  comparable  to  our 
experience. 

Fifty-nine  of  our  patients  were  treated 
during  the  antepartum  period  by  private 
physicians,  and  4 by  the  clinic  staff  of  the 
hospital.  The  records  of  the  4 clinic 
patients  indicated  that  they  attended 
regularly  and  received  adequate  prenatal 
care.  Of  the  59  private  patients,  17  were 
under  the  supervision  of  obstetricians  and 
may  be  assumed  to  have  received  good 
prenatal  care.  The  remaining  42  pa- 
tients were  treated  by  general  practition- 
ers. Inquiry  showed  that  the  last-men- 
tioned group  likewise  received  adequate 
prenatal  care  in  almost  every  instance. 

Table  2 lists  all  the  previous  medical, 
surgical,  and  obstetric  conditions  which 
were  noted  in  the  case  histories  of  the  63 
eclamptic  patients. 

TABLE  2. — Previous  Conditions  in  57  Eclamptics 

No.  of 


Condition  Cases 

Eclampsia  3 

Postpartum  convulsions  (undetermined  cause)  1 

Pre-eclampsia  1 

Kidney  disease  4 

Right  kidney  abscess  and  operation  1 

Hypertensive  vascular  disease  1 

Scarlet  fever  in  childhood  1 

Rheumatic  arthritis  1 

Enlarged  thyroid  (nontoxic)  1 

Two  7-month  premature  living  infants  1 

Two-month  spontaneous  abortion  _ 1 

First  pregnancy — forceps  delivery  and  still- 
birth 

Second  and  third  pregnancies — cesarean  sec- 
tions and  living  infants  1 

Breech  stillbirth  1 

Diabetes  mellitus  (10-year  duration)  1 


In  view  of  an  earlier  statement  by  J. 
W.  Williams  that  patients  recovering 
from  eclampsia  develop  a relative  im- 
munity to  the  disease,  it  is  of  interest  to 
note  in  Table  2 that  there  were  3 cases 
of  recurrent  eclampsia  in  the  series  (4.8 
per  cent) . Predisposition , not  immunity , 
exists. 

Peckham,  too,  noted  recurrence  in  4 
per  cent  of  a series  of  cases,  and  Hinsel- 
mann in  a collective  review  found  it  to 
be  1.92  per  cent.  One  of  our  recurrent 


cases  had  her  original  seizure  two  years 
prior  to  the  present  illness.  During  her 
first  experience  she  was  delivered  of  a 
7-month  stillborn  infant  and  during  the 
current  illness  of  an  8-month  stillborn 
infant.  The  second  patient  with  recur- 
rent eclampsia  likewise  was  delivered  of 
stillborn  infants  following  both  convul- 
sive episodes.  The  third  patient  had 
had  antepartum  eclampsia  with  her 
last  pregnancy  four  years  ago  which  ter- 
minated in  a stillborn  infant.  In  addition, 
the  series  includes  a fourth  patient  who 
gave  a history  of  postpartum  convulsions 
of  undetermined  cause  during  a previous 
pregnancy;  and  a fifth  who  suffered 
from  pre-eclampsia  in  a former  pregnancy 
which  terminated  in  an  8-month  stillbirth. 

Four  patients  gave  a history  of  pre- 
existing kidney  disease  (6.3  per  cent); 
one  of  hypertensive  vascular  disease  and 
the  delivery  of  a 7-month  stillborn  in- 
fant; one  of  an  operation  for  abscess  of 
the  right  kidney;  and  one  of  scarlet 
fever  and  probable  postscarlatinal  ne- 
phritis. From  the  preponderance  of  kidney 
disorders  in  the  anamneses  of  these  pa- 
tients it  seems  difficult  to  believe  that 
from  an  etiologic  standpoint  their  pres- 
ence was  merely  coincidental. 

Although  we  recall  no  mention  in  the 
literature  of  familial  predisposition  to 
eclampsia,  it  is  worth  noting  also  that 
one  patient  whose  sister  had  died  of 
eclampsia  is  included  in  this  study.  The 
patient  recovered  after  delivery  of  a living 
infant. 

Treatment 

In  the  absence  of  a known  cause  specific 
treatment  is  impossible.  In  this  insti- 
tution eclampsia  has  been  treated  along 
conservative  lines.  A modification  of 
Stroganoffs  method  is  used,  wherein 
morphine,  chloral  hydrate,  and  bromides 
are  given  with  a view  to  controlling  the 
convulsions.  One  colonic  irrigation  is 
usually  given,  but  repeated  irrigations 
are  no  longer  favorably  regarded.  Intra- 
venous injections  of  hypertonic  glucose 
(100  cc.  of  50  per  cent)  and  magnesium 
sulfate  solutions  (20  cc.  of  10  per  cent) 
have  been  freely  used. 
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In  those  cases  in  which  the  response  to 
therapy  was  unfavorable,  labor  was  in- 
duced after  a period  of  close  observation 
which  varied,  in  individual  cases,  from 
twenty-four  hours  to  three  or  more  days. 
The  improvement  often  observed  in  the 
general  condition  of  some  patients  only 
after  several  days  of  the  above-mentioned 
therapy  has  called  into  question  the  sound- 
ness of  routine  induction  of  labor  in  cases 
which  have  been  under  treatment  for 
only  twelve  to  twenty-four  hours.  A 
longer  period  will  commonly  effect  bet- 
ter sedation  and  dehydration  as  well  as 
improvement  in  the  hepatic  and  vascular 
functions. 

Both  in  the  primipara  and  multipara 
induction,  when  indicated,  was  accom- 
plished by  rupture  of  the  membranes  and 
insertion  of  a bag  in  the  uterus.  Oc- 
casionally (3  cases),  in  the  primipara  with 
alarming  symptoms  and  the  prospect  of 
a long  labor,  abdominal  delivery  was 
undertaken.  One  multipara  was  sub- 
jected to  cesarean  section  for  cephalo- 
pelvic  disproportion.  The  results  and 
other  details  relative  to  induction  of 
labor  and  cesarean  section  appear  below. 

This  hospital  has  been  in  existence 
only  since  1922,  a time  when  the  conserva- 
tive plan  of  treatment  of  eclampsia  had 
already  been  widely  adopted.  Therefore, 
we  have  no  statistics  bearing  on  the 
radical  treatment  in  vogue  before  this 
period. 

Induction  of  Labor 

Of  the  63  cases  in  the  series,  surgical 
induction  of  labor  was  done  in  19  (30  per 
cent).  Rupture  of  the  membranes  and 
insertion  of  a hydrostatic  bag  in  the  uterus 
were  done  in  17  patients;  and  in  2 pa- 
tients a rectal  tube  was  used  in  place  of 
the  bag.  Fifteen  of  the  19  patients  de- 
livered spontaneously  of  whom  12  re- 
covered (80  per  cent);  and  3 died  (20 
per  cent).  The  remaining  4 patients 
were  delivered  by  forceps,  and  all  re- 
covered (100  per  cent). 

There  was  a case  in  which  labor  was 
medically  induced  by  means  of  castor 
oil,  quinine,  and  enema.  Spontaneous 
delivery  and  recovery  ensued. 


[N.  Y.  State  J.  M. 

TABLE  3. — Methods  of  Delivery  of  63  Eclamptics 
and  Results 

Method  No.  of  Cases  No.  of  Deaths 

Spontaneous  39  (61.9%)  4 (10.3%) 

Forceps  16  (25.4%)  1 (6.6%) 

Cesarean  section  4 (6.3%)  1 (25%) 

Breech  extraction  1 (1.6%)  1 (0) 

Undelivered  3 (4.8%)  3 (100%) 


Mortality 

In  the  group  of  spontaneous  deliveries 
(shown  in  Table  3)  are  included  the  15 
patients,  previously  referred  to,  in  whom 
labor  was  induced.  There  were  in  the 
induced  group,  as  has  been  stated,  3 
fatalities  (20  per  cent)  which  is  con- 
siderably higher  than  in  the  group  of 
spontaneous  deliveries  in  which  induction 
of  labor  was  not  done.  The  latter  group 
consists  of  24  patients  of  whom  23  re- 
covered and  1 died  (4.2  per  cent).  The 
difference  in  mortality  rates  between  the 
two  groups  is  probably  due  to  the  fact 
that  induction  of  labor  was  resorted  to 
in  the  more  severe  and  refractory  type 
of  case.  Three  of  the  cesarean  sections 
were  done  in  primiparas,  of  whom  1 died. 
One  was  done  in  a multipara  who  re- 
covered. Of  the  3 patients  who  died 
undelivered,  1 was  a multipara  in  the 
ninth  month  with  a fulminating  toxemia 
which  terminated  her  life  twelve  hours 
after  admission;  another,  also  a mul- 
tipara, was  subjected  to  an  attempt  at 
bag  induction  of  labor  for  severe  eclamp- 
sia which,  however,  was  ineffectual.  She 
died  of  acute  cardiac  dilatation  three 
days  after  admission.  The  third  patient 
was  a primipara  who  died  3 days  after 
admission.  No  attempt  at  induction  had 
been  made. 

There  were  9 deaths  in  the  63  cases,  a 
mortality  rate  of  14.3  per  cent.  In  6 
cases,  eclampsia  was  given  as  the  cause; 
in  2,  lobar  pneumonia;  and  in  1,  acute 
cardiac  dilatation.  Eden  in  an  analysis 
in  Great  Britain  reported  a maternal 
mortality  rate  of  22.5  per  cent.  Teel  and 
Reid,  of  Boston,  found  an  uncorrected 
mortality  rate  of  26.6  per  cent  which  is 
close  to  the  average  of  20  to  25  per  cent 
generally  reported. 

In  the  group  of  40  patients  whose  con- 
vulsions began  antepartum,  there  were  8 
deaths  (20  per  cent).  Of  the  12  patients 
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TABLE  4. — Maternal  Mortality  of  63  Eclamptics 


Cause 

Day 

Type 

Parity 

Age 

Procedure 

Lobar  pneumonia 

6th  postoperative 

Antepartum 

Primipara 

30 

Cesarean 

Eclampsi.a 

12  hours  after  admission 

Antepartum 

Multipara 

29 

Undelivered 

Lobar  pneumonia 

3rd  postpartum 

Antepartum 

Primipara 

24 

Spontaneous 

Eclampsia 

13th  postpartum 

Antepartum 

Primipara 

25 

Induction-spontaneous 

Eclampsia 

5th  postpartum 

Intrapartum 

Primipara 

22 

Low  forceps 

Eclampsia 

6th  after  admission 

Antepartum 

Multipara 

35 

Induction  -spontaneous 

Eclampsia 

6th  after  admission 

Antepartum 

Primipara 

27 

I nducti  on-spontaneous 

Acute  cardiac  dilatation 

3rd  after  admission 

Antepartum 

Multipara 

39 

Attempted  induction- 
undelivered 

Eclampsia 

3rd  after  admission 

Antepartum 

Primipara 

24 

Undelivered 

with  intrapartum  convulsions,  1 died  (8.3 
per  cent).  No  deaths  occurred  in  the 
group  of  11  patients  with  postpartum 
convulsions  (0  per  cent) . 

Under  the  age  of  30  there  were  45  pa- 
tients of  whom  6 died  (13.3  per  cent). 
In  the  age  group  over  30  there  were  3 
deaths  in  a total  of  18  patients  (16.6  per 
cent) . 

In  the  group  of  36  primiparas,  6 
fatalities  occurred  (16.6  per  cent);  and 
in  the  multiparous  group  of  27  there 
were  3 fatalities  (11.1  per  cent). 

Primiparity  and  age,  therefore,  were 
apparently  factors  in  increasing  the  mor- 
tality in  this  series.  The  primiparous 
labor,  being  longer  and  more  strenuous, 
not  only  exacts  greater  physical  toll  from 
an  already  embarrassed  myocardium  but 
also  prolongs  the  period  of  subjection  of 
the  patient  to  the  action  of  the  eclamptic 
poison — an  action  which  usually  abates 
rapidly  after  delivery.  The  correlation 
between  the  older  age  group  and  the 
higher  mortality  rate  is  perhaps  expli- 
cable on  the  basis  that  pre-existing  hyper- 
tensive and  kidney  disease  is  likely  to 
be  more  advanced  in  that  group. 

There  were  21  stillborn  infants,  giving 
a mortality  rate  of  33.3  per  cent.  One 
infant  died  seven  days  after  delivery. 

Summary 

1.  In  a total  of  31,249  pregnant 
women  admitted  to  the  obstetric  service 
of  a general  hospital  from  January  1, 
1928,  to  January  1,  1940,  eclampsia  oc- 
curred in  63  patients,  or  1 in  496  (0.2 
per  cent).  Others  report  an  incidence 
ranging  from  0.34  to  3.44  per  cent. 

2.  Of  the  63  patients,  36  were  pri- 
miparas, and  27  multiparas.  There  was 
1 case  of  twin  pregnancy,  and  none  of 
hydramnios. 


3.  During  the  cold  months  (from  Oc- 
tober through  March)  39  patients  with 
eclampsia  were  admitted  (61.9  per  cent). 
During  the  warm  months  (from  April 
through  September)  24  patients  were 
admitted  (38.1  per  cent).  April  was  the 
month  of  minimum,  and  March  of  maxi- 
mum incidence  of  the  disease.  The 
monthly  incidence  is  tabulated  and  dis- 
cussed, and  certain  discrepancies  with 
respect  to  the  etiologic  influence  of  the 
weather  are  considered. 

4.  The  youngest  patient  in  the  series 
was  21,  and  the  oldest  45  years  of  age. 
Between  21  and  30,  there  were  45  pa- 
tients (71.4  per  cent);  between  31  and 
40,  there  were  15  patients  (23.8  per  cent) ; 
and  over  40,  3 patients  (4.8  per  cent). 

5.  In  the  ninth  month  there  were  40 
patients  (63.5  per  cent);  in  the  eighth 
month  there  were  10  patients  (15.9  per 
cent);  in  the  seventh  also  10  patients 
(15.9  per  cent);  and  in  the  sixth,  3 pa- 
tients (4.7  per  cent). 

6.  The  series  included  3 cases  of  re- 
current eclampsia  (4.8  per  cent).  The 
general  conception  of  immunity  results  in 
a hazardous  sense  of  security.  Predispo- 
sition, not  immunity,  exists. 

7.  Previous  medical,  surgical,  and 
obstetric  conditions  which  were  noted  in 
the  case  histories  of  the  63  patients  are 
enumerated  and  discussed.  From  the 
preponderance  of  kidney  disorders  in  the 
anamneses  it  appears  unlikely  that  from 
an  etiologic  standpoint  their  presence  was 
coincidental. 

8.  The  treatment  given  was  a modi- 
fication of  StroganofFs  method.  Mor- 
phine, chloral  hydrate,  bromides,  intra- 
venous injections  of  hypertonic  glucose 
and  magnesium  sulfate  solutions  were 
freely  used. 

9.  Failure  to  respond  to  therapy  after 
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an  interval  of  one  to  three  days,  depend- 
ing on  individual  circumstances,  was  re- 
garded as  an  indication  for  induction  of 
labor.  A period  of  twelve  to  twenty-four 
hours  was  usually  considered  insufficient 
to  determine  indication  for  induction. 

10.  Rupture  of  the  membranes  and 
insertion  of  a bag  in  the  uterus  was  the 
method  used  for  induction  of  labor  in 
most  cases. 

11.  Of  the  63  cases,  surgical  induction 
of  labor  was  done  in  19  (30  per  cent). 
Three  of  the  patients  died  (15.8  per  cent). 

12.  Of  the  63  cases,  39  were  delivered 
spontaneously  with  mortality  rate  of 
10.3  per  cent;  16  by  forceps  with  mor- 
tality rate  of  6.6  per  cent;  1 breech 
extraction  with  recovery;  and  3 died  un- 
delivered. Four  patients  were  delivered 
by  cesarean  section  of  whom  1 died — a 
mortality  rate  of  25  per  cent. 

13.  Nine  deaths  occurred  in  the  63 
cases  (14.3  per  cent).  The  mortality 
rates  for  ante-,  intra-,  and  postpartum 
eclampsia  were  20,  8.3,  and  0 per  cent, 
respectively.  For  patients  under  the 
age  of  30,  the  mortality  rate  was  13.3 
per  cent;  and  for  those  over  30,  it  was 
16.6  per  cent.  The  mortality  rate  in 
primiparas  was  16.6  per  cent;  and  in 


multiparas,  11.1  per  cent.  Reasons  for 
the  higher  mortality  rate  in  the  elderly 
primiparous  group  are  suggested.  A 
mortality  table  is  presented. 

14.  The  infant  mortality  rate  was 
33.3  per  cent. 
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THE  PHYSICIAN’S  LOT  CAN  BE  A HAPPY  ONE 

(With  apologies  to  W.  S.  Gilbert’s  “The  Policeman’s  Lot  Is  Not  A Happy  One”) 


When  the  average  woman  patient  isn’t  ailing — 
Isn’t  ailing, 

She’s  a most  unhappy  person,  to  be  sure — 

To  be  sure, 

For  she  certainly  believes  her  health  is  failing — 
Health  is  failing, 

And  calls  upon  the  doctor  for  a cure — 

For  a cure. 

Perhaps  he  finds  she’s  to  become  a mother — 
-Come  a mother, 


Then  she  begs  him  to  deliver  her  a son — 

Her  a son, 

Ah,  take  one  consideration  with  another — 
With  another, 

The  physician’s  lot  can  be  a happy  one — 
Happy  one! 

O when  ob-stet-tric'-al  duty’s  to  be  done — 

To  be  done, 

The  physician’s  lot  can  be  a happy  one. 

L.  R.  D. 


“TO  THINE  OWN  SELF  BE  TRUE” 

Every  physician  is  his  own  public  relations 
counsel,  and  every  contact  he  makes  with  his 
patients  and  friends  hinders  or  advances  the 
position  of  himself  and  his  colleagues  in  the 
hearts  and  minds  of  the  public. — Bulletin  of  the 
Jackson  County  Medical  Society,  Kansas  City, 
Mo. 


WHOOPS! 

Lady  Reformer:  “You  notice  I place  the  worm 
in  water,  it  wriggles,  it  lives!  I then  place  it  in 
a glass  of  vile  whiskey.  Notice,  it  dies  a sudden 
death.  Does  this,  ladies  and  gentlemen,  mean 
anything  to  you?” 

Man  in  the  Audience : “Yes,  it  means  I’ll  never 
have  worms.” — The  Technique 


THE  VALUE  OF  BLOOD  SEDIMENTATION  RATE  IN 
INTRACRANIAL  TUMORS 


Walter  O.  Klingman,  M.D.,  Robert  W.  Laidlaw,  M.D., 
and  Hyman  Spotnitz,  M.D.,  New  York  City 


The  blood  sedimentation  rate,  a valu- 
able laboratory  aid  in  clinical  medi- 
cine, has  not  been  widely  investigated 
or  used  in  clinical  neurology.  Perhaps 
the  chief  reason  for  this  is  that  the  blood 
sedimentation  rate  is  increased  in  many 
general  diseases  and  occasionally  gives 
inconsistent  results.  We  became  inter- 
ested in  its  possible  value  in  neurologic 
disorders  particularly  because  of  the  dif- 
ficulty in  differentiating  between  various 
types  of  brain  tumor. 

A study,  therefore,  was  undertaken  by 
obtaining  the  blood  sedimentation  rates 
in  679  cases  admitted  to  a general  neuro- 
logic service.  This  particular  report  is 
limited  to  the  findings  we  obtained  in  125 
cases  of  verified  intracranial  tumors  and 
in  43  cases  of  psychoneurosis  used  for  a 
control  group. 

Previous  attempts  to  utilize  the  blood 
sedimentation  rate  in  the  diagnosis  of 
nervous  diseases  have  been  made.  Bier- 
nacki  in  1897  became  interested  in  the 
sedimentation  rate  but  no  extensive  in- 
vestigation was  made  by  him.  Grim 
noted  that  in  tumors  of  the  nervous 
system  normal  and  increased  sedimen- 
tation rates  were  found  and  that  no  ap- 
parent relationship  between  the  malig- 
nant character  of  a lesion  and  the  blood 
sedimentation  rate  existed.  He  did  feel, 
however,  that  degeneration  of  tumors 
caused  an  increase  of  the  blood  sedimen- 
tation rate.  Others  such  as  Runge,  De- 
metre and  Tonuvici  made  studies  on 
many  conditions  in  the  nervous  system 
but  came  to  no  helpful  conclusions  from 
their  findings.  Our  findings  confirm  more 
or  less  those  already  made  by  Abraham- 
sen  and  Ask-Upmark  in  regard  to  intra- 
cranial tumors. 


The  present  series  of  cases  of  intra- 
cranial tumors,  proved  either  by  opera- 
tion or  by  autopsy,  were  all  cases  with 
clinical  signs.  Care  was  taken  to  elimi- 
nate from  consideration  all  cases  in  which 
there  was  elevation  of  body  tempera- 
ture, anemia,  or  complications  outside 
of  the  nervous  system.  All  of  the  cases 
were  examined  by  medical  consultants. 
No  attempt  was  made  to  determine  the 
total  plasma,  protein,  albumin,  globulin, 
fibrinogen,  globulin  fractions,  and  eu- 
globulin  in  these  cases.  The  Westergren 
method  was  used  and  no  correction  for  cell 
volumes  was  made. 

The  accompanying  charts  record  our 
findings  more  graphically  than  one  can 
describe  them.  As  a control  group  we 
selected  a series  of  43  cases  where  a diag- 
nosis of  psychoneurosis  was  made.  The 
average  sedimentation  rate  for  this  group 
was  6.6  mm.  in  one  hour,  this  rate  falling 
within  the  limits  of  normal  for  the  Wester- 
gren method  in  which  10  mm.  is  con- 
sidered to  be  the  upper  limit  of  normal. 
The  cases  of  intracranial  tumor  studied 
numbered  125.  Of  these  there  were  the 
following  groups : 

Cases 


Astrocytoma  26 

Meningioma  30 

Glioblastoma  Multiforme  35 

Chronic  Subdural  Hematoma  11 

Metastatic  Malignant  Tumors  23 


Other  types  of  brain  tumors  were  in- 
cluded in  our  study  but  the  number  in 
each  group  was  insufficient.  Peculiarly 
only  4 instances  of  brain  abscess  were 
encountered  and  the  sedimentation  rate 
was  elevated  in  only  one  case  and  that 
elevation  was  very  moderate. 
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The  average  sedimentation  rates  for  all 
cases  in  these  groups  were  found  to  be  as 
follows : 

In  One  Hour 


Mm. 

Astrocytoma  8 . 7 

Meningioma  14 . 5 

Glioblastoma  Multiforme  17.8 

Chronic  Subdural  Hematoma  28 . 2 

Metastatic  Malignant  Tumors  29 . 5 


When  one  takes  only  the  cases  in  each 
group  with  increased  sedimentation  rates 
above  10  mm.  in  one  hour,  we  have  the 
following  averages: 

In  One  Hour 


Mm. 

Psychoneurosis  15.1 

Astrocytoma  17 . 6 

Meningioma  20 . 5 

Glioblastoma  Multiforme  26 . 8 

Chronic  Subdural  Hematoma  33 . 1 

Metastatic  Malignant  Tumors  34 . 6 


Table  1 gives  a listing  of  the  sedimen- 
tation rate  made  in  each  case  in  every 
group,  the  crosses  indicating  rates  con- 
sidered in  the  normal  range  of  0 to  10 
mm.  in  one  hour.  The  solid  squares 
indicate  the  cases  in  each  group  with  a 
rate  above  10  mm. 

Table  2 shows  a comparison  of  the 
average  increase  in  the  sedimentation 
rates  above  10  mm.  in  each  group. 

Table  3 shows  the  percentage  of  cases 
having  increased  sedimentation  rates  in 
each  group. 

Discussion 

As  may  be  seen  from  the  above  report, 
despite  the  fact  that  all  the  types  of 
tumors  occasionally  had  normal  values, 
the  sedimentation  rate  tends  to  show  both 
an  absolute  increase  in  value  and  an  in- 
crease in  the  frequency  of  an  elevated 
sedimentation  rate,  as  the  type  of  tumor 
becomes  more  malignant.  It  is  evident 
from  the  results  of  the  above  study  that 
the  metastatic  malignant  tumors  have 
the  highest  sedimentation  rates  and  the 
greatest  frequency  of  an  abnormal  sedi- 
mentation rate.  This  finding  is  not  sur- 
prising and  is  in  harmony  with  present- 
day  conception  of  the  relation  of  the  in- 


creased sedimentation  rate  to  absorption 
of  toxins  and  other  products  of  tumor 
metabolism.  It  appears  fairly  definite 
that  the  primary  brain  tumor,  glio- 
blastoma multiforme,  produces  quite 
frequently  an  elevated  sedimentation 
rate  and  our  figures  indicate  that  the 
sedimentation  rates  associated  with  this 
type  of  tumor  are  similar  to  those  found 
in  patients  with  metastatic  growths. 
Clinically,  the  true  glioblastoma  multi- 
forme is  the  most  malignant  of  the  pri- 
mary brain  tumors. 

In  general  these  studies  appear  to  indi- 
cate the  trend  that  the  more  malignant 
the  tumor,  the  more  likely  the  sedimenta- 
tion rate  is  to  be  elevated  and  the  higher 
the  rate  is  likely  to  be.  There  is  one  im- 
portant exception  to  this  generalization. 
It  is  noteworthy  that  the  subdural  hema- 
toma cases  revealed  a sedimentation 
rate  of  a type  similar  to  that  observed 
in  the  cases  of  metastatic  malignant 
tumors. 

This  finding  may  eventually  be  of  con- 
siderable significance  and  of  help  in  ar- 
riving at  a diagnosis  of  intracranial 
hemorrhage  and  organizing  hemorrhage 
following  head  injury.  Further  studies 
are  being  pursued  by  us  at  this  time  in 
all  cases  of  head  injury. 

Another  interesting  finding  is  that 
meningioma  tended  to  have  higher  sedi- 
mentation rates  than  astrocytoma  whereas 
clinically  the  meningiomas  are  the  most 
benign  of  all  the  intracranial  tumors. 
It  is  difficult  to  explain  this  reversal  and 
if  substantiated  by  further  study  raises 
the  question  whether  meningioma  pro- 
duces more  toxic  products  than  astrocy- 
toma but  because  of  its  relative  acces- 
sibility and  position  gives  a better  progno- 
sis. 

From  these  studies  it  can  be  con- 
sidered that  the  blood  sedimentation 
test  is  fundamentally  nonspecific  and  its 
real  function  should  be  to  indicate  pres- 
ence of  disease.  A normal  sedimenta- 
tion rate  does  not  mean  that  the  patient 
has  no  disease,  but  when  the  sedimenta- 
tion rate  is  found  to  be  increased  one  can 
be  certain  that  some  abnormality  exists. 
This  holds  true  for  neurologic  conditions 
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as  well  as  general  medical  conditions. 
The  sedimentation  rate  is  of  aid  in  dif- 
ferential diagnosis  and  should  be  con- 
sidered just  as  important  as  the  pulse 
rate,  body  temperature,  spinal  fluid  find- 
ings, blood  count,  or  other  laboratory 
tests. 


Summary  and  Conclusions 

The  sedimentation  rate  in  a series  of 
125  cases  of  verified  intracranial  tumors 
was  studied  and  compared  with  the  sedi- 
mentation rate  in  a series  of  patients 
clinically  considered  to  be  psychoneurot- 
ics. It  was  found  that  in  both  types  of 
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and  the  spinal  fluid  pressure,  spinal  fluid 
protein  and  cells  in  patients  with  intra- 
cranial tumor. 
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PERCENTAGE  OF  CASES  HAVING  INCREASED 
SEDIMENTATION  RATES 


Table  II 

patients  the  sedimentation  rates  might 
be  normal  or  elevated.  The  frequency  of 
an  elevated  sedimentation  rate  was 
greater  in  patients  with  intracranial  tu- 
mors and  the  greater  frequency  of  elevated 
rates  was  found  in  those  patients  with 
the  more  malignant  tumors.  Also,  the 
more  malignant  tumors  tended  to  give 
the  highest  values  in  the  sedimentation 
rates. 

The  relatively  high  value  and  the  com- 
parative frequency  of  elevated  sedimen- 
tation rates  in  patients  with  subdural 
hematoma  suggest  that  an  elevated  sedi- 
mentation rate  in  patients  with  head  in- 
juries may  be  of  value  in  the  diagnosis  of 
intracranial  hemorrhage  and  production 
of  chronic  subdural  hematoma. 

A normal  sedimentation  rate  in  a pa- 
tient suspected  of  having  an  intracranial 
tumor  does  not  rule  out  the  possibility 
that  such  a tumor  may  be  present.  The 
more  elevated  the  sedimentation  rate  is, 
the  more  likely  is  the  tumor  to  be  com- 
paratively malignant. 

The  intracranial  tumors  listed  in  the 
order  of  their  tendency  to  produce  ab- 
normal sedimentation  rates  are : (1)  meta- 
static malignant  tumor,  (2)  subdural 
hematoma,  (3)  glioblastoma  multiforme, 
(4)  meningioma,  (5)  astrocytoma. 

No  relationship  could  be  found  between 
the  elevation  of  the  sedimentation  rate 


PSYCHONEUROSIS 

18.6% 

ASTROCYTOMA 

346 

GLIOBLASTOMA 

57.1 

MENINGIOMA 

60 

SUBDURAL  HEMATOMA 

81.8 

METASTATIC  TUMORS 

82  6 

Table  III 

Discussion 

Dr.  Leon  H.  Cornwall,  New  York  City — 
Dr.  Klingman’s  figures  for  sedimentation  rates  in 
intracranial  neoplasms  represent,  in  my  opinion, 
a correct  evaluation  of  the  subject  and  his  con- 
clusions are  in  accord  with  those  of  others  who 
have  investigated  the  sedimentation  speed  in 
cerebral  disorders. 

It  is  somewhat  interesting  that  Singer  and 
Edel,  two  foreign  investigators,  reported  two 
years  ago  on  a group  of  neurologic  cases  that  was 
numerically  almost  identical  with  Dr.  Kling- 
man’s group  of  intracranial  neoplasms.  The 
number  of  neoplasms  in  their  series  was  of  course 
much  smaller  than  that  covered  by  Dr.  Kling- 
man’s report. 

Singer  and  Edel  reported  normal  sedimentation 
rates  for  hydrocephalus  and  serous  meningitis; 
slightly  increased  rates  in  cerebral  tumors, 
moderately  increased  rates  in  subdural  hema- 
tomata,  and  greatly  increased  rates  in  acute 
encephalitis  and  metastatic  carcinoma. 

The  frequent  occurrence  of  elevated  sedimenta- 
tion rates  and  of  relatively  high  values  in  glio- 
blastoma multiforme,  subdural  hematomata,  and 
metastatic  neoplasms,  is  due,  in  my  opinion,  to 
the  factors  suggested  by  Dr.  Klingman,  viz., 
products  of  tissue  destruction.  Of  the  intra- 
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cranial  tumors  there  is  usually  more  tissue  de- 
struction in  glioblastomata  and  metastatic 
tumors  than  in  astrocytomata  and  meningio- 
mata,  and  it  seems  to  me  that  this  offers  a satis- 
factory explanation.  I dare  say  that  a quantita- 
tive determination  of  the  lipoid  content  and  of 
the  various  protein  fractions  in  the  cerebro- 
spinal fluid  might  throw  some  more  light  on  the 
biochemical  mechanisms  concerned. 

The  high  values  in  subdural  hematomata  do 
seem  puzzling  at  first  thought,  but  I would  be 
inclined  to  regard  this  as  due  to  the  destruction 
of  tissue  that  results  from  pressure  on  the  sub- 
jacent brain  tissue.  The  cases  that  were  avail- 
able for  investigation  were  of  course  in  the  hos- 
pital because  of  clinical  symptoms  and  the  symp- 
toms were  induced  by  the  pressure  effects  of  the 
hematomata. 

It  is  not  easy  to  explain  the  absence  of  similar 
findings  in  meningiomata,  however,  because 
these  neoplasms  often  attain  large  size  and  pro- 
duce widespread  degeneration  of  neural  tissue. 
The  degenerative  process  probably  occurs  much 
more  gradually  in  the  case  of  meningiomata,  and 
this  may  be  the  explanation  for  the  lower  rates 
than  in  the  case  of  subdural  hematomata. 

Recently  I have  reviewed  the  sedimentation 
rates  in  54  cases  of  neurosyphilis  and  found  them 
above  10  mm.  per  hour  in  32,  or  60  per  cent. 
The  average  values  in  these  32  cases  was 
30.5  mm.  or  slightly  under  Dr.  Klingman’s  fig- 
ures for  subdural  hematoma  and  metastatic  neo- 
plasia. 

Dr.  John  S.  Lawrence,  Rochester,  New  York — 
It  has  been  a pleasure  to  listen  to  this  presenta- 
tion by  Dr.  Klingman.  I feel  that  he  and  his 
associates  are  to  be  commended  for  presenting 
data  which  will  incite  others  to  use  the  sedi- 
mentation of  the  red  blood  cells  in  the  study  of 
neurologic  disorders.  Their  findings,  as  pointed 
out  by  them,  are  in  conformity  with  what  is 
known  about  the  sedimentation  rate  in  other 
conditions.  It  is  well  known  that  malignant 
lesions  with  metastases  are  prone  to  be  associated 
with  rapid  sedimentation  rates.  This  is  not  a 
specific  reaction  in  any  sense  of  the  word  but  is 
probably  related  to  tissue  degeneration  and  de- 
struction. This  probably  explains  the  fact  that 
these  authors  have  found  high  values  in  subdural 
hematomas.  I am  skeptical  as  to  how  much 


reliance  can  be  placed  on  this  test  as  an  aid  in 
differential  diagnosis  in  neurologic  disorders, 
for  it  has  been  found  in  most  other  conditions  to 
be  much  more  useful  as  an  aid  in  studying  the 
course  of  an  established  disease  than  in  actually 
making  the  diagnosis.  However,  the  data  which 
have  been  presented,  are  suggestive  and  cer- 
tainly warrant  further  trial.  Inasmuch  as  meta- 
static brain  tumors  are  associated  usually  with 
more  tissue  destruction  than  other  brain  tumors, 
they  should,  other  things  being  equal,  show  a sedi- 
mentation rate  greater  than  that  found  in  other 
brain  tumors;  but  the  method  can,  at  best, 
only  be  used  as  an  additional  laboratory  aid  in 
establishing  a diagnosis  and  that  is  just  what  the 
authors  contend. 

I would  like  to  ask  Dr.  Klingman  if  he  included 
nausea  and  vomiting  with  dehydration  in  the 
statement  “complications  outside  of  the  nervous 
system.”  Many  patients  with  subdural  hemor- 
rhage and  metastatic  brain  tumor  present  these 
symptoms,  which  would,  I believe,  affect  the 
sedimentation  rate. 

Further,  I think  it  of  some  importance  to  know 
the  distribution  of  the  cases  between  male  and 
female.  One  would  expect  somewhat  higher 
values  normally  for  women  than  for  men. 

Dr.  Klingman  stated  that  cases  with  “anemia” 
were  excluded.  This  would  make  the  values 
reported  more  reliable,  as  sedimentation  rates 
obtained  by  a single  reading  at  the  end  of  an  hour 
are  likely  to  be  unreliable  in  the  presence  of 
anemia  due  to  the  rapid  packing  period.  This 
presents  a definite  limitation  for  use  of  this 
method  in  brain  tumors  since  it  has  been  our  ex- 
perience that  an  appreciable  number  of  these 
patients  has  anemia.  Of  course  the  method  can 
be  modified  to  correct  this,  but  Cutler,  Park, 
and  Herr  have  recently  shown  that  the  correc- 
tion ordinarily  used  is  incorrect  and  that  read- 
ings at  the  end  of  one  hour  cannot  be  used  in 
making  an  accurate  allowance  for  anemia. 

I wish  the  authors  had  found  it  possible  to 
make  observations  on  the  fibrinogen  and  globu- 
lin values  as  I feel  one  or  both  of  these  sub- 
stances would,  most  probably,  be  altered  in 
those  conditions  associated  with  rapid  sedimen- 
tation rates. 

This  is  a provocative  paper  and  one  that  will 
do  much  good  by  making  us  think  of  the  sedi- 
mentation rate  in  neurologic  disorders. 


Of  all  allergies,  the  commonest  is  a sensitivity  “It’s  better  to  have  halitosis  than  no  breath  at 
to  situations,  both  social  and  psychic. — Fetter-  all.” — Credited  by  the  Medical  World  to  Confucius, 

man  who  is  not  in  a position  to  repudiate  it. 


FURTHER  OBSERVATIONS  IN  SULFANILAMIDE  THERAPY 
OF  GONOCOCCAL  INFECTIONS 

C.  J.  Van  Slyke,  M.D.,  and  J.  F.  Mahoney,  M.D.,  Staten  Island,  New  York 
{From  the  Venereal  Disease  Research  Laboratory,  U.  S.  Marine  Hospital,  Staten  Island) 


As  the  use  of  sulfanilamide  therapy  in 
^ gonococcal  infection  passes  into  the 
third  year  of  clinical  evaluation,  it  seems 
to  have  been  proved  abundantly  that 
the  drug  is  basically  capable  of  producing 
a high  percentage  of  clinical  and  bac- 
teriologic  cures.  As  summed  up  by 
Pelouze,1  the  cure  rate  appears  to  be 
highest  in  series  of  hospitalized  patients 
and  to  assume  a lower  level  in  groups 
treated  under  outpatient  and  office  condi- 
tions in  which  adherence  to  a strict  rou- 
tine is  dependent  largely  upon  the  degree 
of  cooperation  extended  by  the  patient. 
In  the  present  paper  it  is  desired  to 
present  further  data  upon  general  cure 
rates  in  hospitalized  patients  as  these 
rates  are  influenced  by  the  duration  of 
infection  at  the  time  treatment  is  insti- 
tuted, to  review  briefly  a few  of  the 
hypotheses  advanced  in  explaining  the 
therapeutic  action  of  these  compounds, 
and  to  record  some  additional  observa- 
tions upon  the  dosage  and  upon  the  oc- 
currence of  serious  complications. 

Material 

The  clinical  material  upon  which  the 
bulk  of  these  observations  has  been  made 
consists  of  a group  of  219  adult  males 
and  123  adult  females.  In  all  instances 
the  diagnosis  was  confirmed  by  culture 
methods  and  not  any  of  the  patients  had 
received  sulfanilamide  treatment  prior 
to  the  present  hospitalization.  In  addi- 
tion, the  records  of  906  cases  of  male  in- 
fection, treated  and  documented  by  the 
authors,  have  been  drawn  upon  for  certain 
supporting  data  and  to  give  a broader 
base  to  the  subsequent  discussion. 

Routine  Treatment 


vigorous  therapy  was  employed.  The 
usual  dose  of  the  drug  approximated  0.1 
Gm.  per  kilogram  of  body  weight;  the 
maximum  dose  being  8 Gm.  per  day. 
The  drug  was  administered  at  four-hour 
intervals  throughout  the  twenty-four 
hours  in  order  to  effect  and  maintain  a 
high  and  uniform  level  of  blood  concen- 
tration. Fluid  intake  was  restricted  to 
1,000  cc.  per  day  as  an  aid  to  the  mainte- 
nance of  the  concentration  level.  As  a 
rule  the  daily  dosage  was  reduced  to  4 
Gm.  on  the  third  or  fourth  day  and  con- 
tinued in  this  reduced  amount  until  the 
eighth  day  when,  in  most  instances,  the 
drug  was  discontinued.  In  only  a few 
patients  was  the  therapy  maintained  for 
as  long  as  twelve  days.  The  variations 
in  the  daily  amount  of  drug  administered 
became  an  individual  matter  dictated  by 
the  rapidity  of  clinical  response,  the 
intensity  of  toxic  manifestations,  and  the 
presence  of  temperature  elevation.  A 
temperature  elevation  above  38.2°  C.  was 
considered  a sufficiently  important  dan- 
ger sign  to  warrant  an  immediate  cessa- 
tion of  therapy.  Not  any  local  treat- 
ment was  carried  out. 

Criteria  of  Apparent  Cure 

In  cases  in  which  there  was  not  any 
appreciable  evidence  of  clinical  response 
before  the  sixth  day,  the  therapy  was  dis- 
continued and  the  case  classed  as  a thera- 
peutic failure.  In  male  cases  a reces- 
sion of  symptoms,  cessation  of  urethral 
discharge,  clearing  of  the  urine,  and  dis- 
appearance of  the  gonococcus  in  smear, 
were  followed  by  the  passage  of  a middle- 
sized  sound  and  massage  of  the  penile 
urethra.  Material  expressed  in  this  way, 
as  well  as  the  secretion  produced  by  pro- 
static massage,  was  studied  by  smear 
and  culture.  In  cases  of  apparent  cure 


Since  all  of  the  patients  were  adults 
and  free  from  deterring  complications,  a 
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TABLE  I 

Apparent  Cnre  Rate  a rut  Duration  of  Disease 

(219  Male  Causes) 
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be  -f  o r e "It  eatment 


"Percentage 


f Apparent.  Co 


N'u-tn'ber 
of  Cases 


this  procedure  was  repeated  on  from 
two  to  more  than  six  occasions  before 
discharging  the  patient  from  the  hos- 
pital. 

A few  patients,  apparently  cured,  as 
judged  by  smear  and  clinical  examina- 
tions, were  classified  as  failures  solely 
on  the  basis  of  gonococci-positive  cul- 
tures from  prostatic  secretions. 

In  female  patients,  following  the  ces- 
sation of  clinical  evidence,  repeated 
smears  and  cultures  were  made  from 
specimens  of  exudates  expressed  from  the 
urethra  and  cervix.  In  all  cases  these 
examinations  extended  over  one  or  more 
menstrual  cycles.  The  persistence,  in  a 
few  patients,  of  a slight  amount  of 
chronic  endocervicitis  after  repeated 
negative  findings  by  smear  and  cultural 
methods  was  considered  to  be  nongonor- 
rheal.  This  is  in  agreement  with  the 
conclusion  of  Bourne2  and  Meigs3  from 
their  work  in  chronic  endocervicitis. 

Results 

Following  the  above  routine,  apparent 
cures  were  recorded  in  115  of  the  group  of 
123  female  patients,  a cure  rate  of  95.1 
per  cent.  The  average  post-treatment 
period  of  observation  was  seventy-three 
days  and  an  average  of  six  culture  studies 
was  carried  out.  In  the  cases  compli- 
cated by  pelvic  inflammation  there  was 


marked  subjective  improvement  follow- 
ing response  to  the  therapy  with  a more 
or  less  rapid  disappearance,  or  marked 
diminution  in  the  size  of  palpable  masses. 
In  several  cases,  however,  pelvic  masses 
persisted.  Two  cases  of  mild  gonococcal 
arthritis  responded  promptly  to  the 
therapy.  Of  the  8 cases  which  were 
classed  as  therapeutic  failures,  the  dura- 
tion of  the  infection  was  under  twenty 
days  in  2 instances  and  of  a longer  time 
than  this  in  the  remaining  6. 

In  the  219  cases  of  male  infection  a 
general  cure  rate  of  84.9  per  cent  was 
obtained.  In  the  successful  cases  there 
were  prompt  amelioration  of  symptoms 
and  rapid  improvement  in  those  cases 
exhibiting  acute  posterior  urethritis,  pro- 
statitis, epididymitis,  vesiculitis,  and  acute 
arthritis.  There  was  a less  prompt  re- 
sponse in  instances  of  chronic  articular 
involvement.  In  only  1 case  was  an 
extension  of  the  infection  observed  during 
the  therapy.  An  average  of  three  cul- 
ture studies  was  carried  out  as  criteria  of 
cure. 

Optimal  Time  of  Treatment  as  Regards 
Duration  of  Infection 

In  the  material  under  scrutiny  the  dura- 
tion of  the  obvious  infection  prior  to  the 
employment  of  sulfanilamide  therapy 
apparently  plays  an  important  role  in 
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determining  the  percentage  of  cures  ob- 
tained. To  illuminate  this  point  the  cure 
rates  among  groups  of  patients  with 
lengthening  periods  of  infection  in  the  219 
male  cases  have  been  plotted. 

From  Table  1 it  is  seen  that  the  cure 
rate  rises  from  a low  of  65.9  per  cent  when 
treatment  is  instituted  during  the  first 
seven  days  to  a high  of  96.7  per  cent  for 
those  whose  treatment  began  after  the 
twentieth  day  of  the  disease.  The  rela- 
tively high  rate  of  the  eleven  to  fourteen- 
day  group  may  be  accounted  for  on  the 
basis  of  chance  error  in  the  small  sample 
employed. 

In  Table  2 the  percentage  cure  rates 
for  all  cases  under  study  are  displayed. 
The  number  of  female  cases  added  to  the 
first  four  groups  is  insufficient  to  modify 
appreciably  the  rates  expressed  for  the 
corresponding  male  groups.  It  is  to  be 
noted,  however,  that  the  addition  of  a 
large  number  (120)  of  female  patients  to 
the  last  groups  fails  to  alter  significantly 
the  results  found  for  the  male  cases. 
This  would  indicate  a comparable  thera- 
peutic response  in  male  and  female  pa- 
tients in  whom  sulfanilamide  therapy  has 
been  delayed. 

Table  3 contrasts  the  rates  of  apparent 
cure  obtained  in  patients  whose  infec- 
tions were  of  less  and  more  than  twenty- 
one  days’  duration. 


Discussion 

The  better  cure  rate  which  is  evidenced 
by  the  group  in  which  the  obvious  symp- 
toms of  the  disease  were  present  for 
more  than  twenty-one  days  prior  to  the 
use  of  sulfanilamide  warrants  careful  con- 
sideration. Felke,4  favoring  delay  in 
treatment,  suggested  that  during  early 
gonococcal  infection  the  organism  is 
relatively  resistant  to  sulfanilamide  and 
that,  as  the  disease  progresses,  the  causa- 
tive organisms  become  more  susceptible 
to  the  action  of  the  drug.  Almaden5  pre- 
sented some  evidence  in  support  of  the 
development  of  a capsule  by  the  gonococ- 
cus under  certain  conditions  of  cultiva- 
tion and  postulated  that  in  disease  tissue 
this  phenomenon  may  occur  and  persist 
until  the  recovery  phase  of  the  disease  is 
present.  Neither  of  the  above  explana- 
tions accounts  for  the  considerable  num- 
ber of  prompt  cures  which  are  encoun- 
tered in  the  treatment  of  early  infections. 

The  inactivation  of  the  so-called 
gonococcal  toxin  by  sulfanilamide  as 
reported  by  Carpenter,  Hawley,  and 
Barbour6  is  highly  interesting  and  im- 
portant. This  may  account  for  the  de- 
crease in  clinical  symptoms  and  the  ar- 
rest in  extension  of  the  disease  usually 
seen  even  in  patients  who  fail  to  attain  a 
curative  response.  It  does  not,  how- 
ever, suffice  to  account  for  the  disparity  in 
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apparent  cure  rates  between  the  cases 
treated  immediately  with  sulfanilamide 
and  those  in  which  treatment  is  delayed. 

Failure  in  the  absorption  of  sulfanil- 
amide has  been  suggested  by  Kuhnau7 
as  a probable  explanation  of  therapeutic 
failure.  Studies  of  the  concentration  of 
sulfanilamide  in  the  blood  by  the  authors 
and  by  the  investigators  headed  by 
Marshall,8  Stewart,9  Alyea,10  and  others, 
tend  to  refute  this  observation  which, 
after  all,  in  no  way  explains  the  superior 
results  obtained  in  the  delayed  sulfanil- 
amide treatment  of  gonococcal  infec- 
tions. 

It  is  again  suggested11  that  an  im- 
mune mechanism  may  be  essential  for 
the  most  efficient  action  of  sulfanilamide. 
This  inference  appears  to  be  logical  in 
view  of  the  therapeutic  advantage  of  de- 
layed treatment  in  the  series  under  dis- 
cussion. Gaudin,12  working  with  non- 
gonorrheal  genitourinary  infections,  ar- 
rived at  essentially  the  same  conclu- 
sion. On  the  other  hand,  Silver  and  El- 
liott13 were  unable  to  show  any  significant 
difference  in  the  ratios  of  cures  to  the 
durations  of  the  infections  prior  to 
treatment,  but  Dees14  has  stated  that 
“the  ultimate  and  complete  eradication  of 
gonococci  from  the  tissues,  however,  is 
probably  dependent  upon  the  immune 
response  to  the  infection  built  up  by  the 
body.  Inadequate  development  of  these 
specific  bodies  may  explain  the  occasional 
late  recurrence  of  infection,  as  well  as 
the  transient  improvement  without  cure 


seen  in  the  majority  of  failures,  most  of 
whom  are  early  acute  infections.” 

Toxic  Manifestations 

As  is  now  to  be  expected  in  sulfanil- 
amide therapy,  a high  percentage  of  pa- 
tients showed  mild  toxic  symptoms  such 
as  cyanosis,  vertigo,  headache,  drowsi- 
ness, insomnia,  nervousness,  weakness, 
anorexia,  and  muscular  pains.  A mild 
to  moderate  degree  of  a toxic  dermatitis 
developed  in  8 per  cent  of  cases  in  the 
present  series.  Only  a few  patients 
complained  of  any  degree  of  paresthesia, 
epigastric  or  precordial  pain.  Nausea, 
only  occasionally  followed  by  vomiting, 
appeared  temporarily  in  23  patients. 
In  this  entire  series  there  were  not  any 
cases  of  acute  anemia,  granulocytopenia, 
toxic  hepatitis,  or  other  severe  compli- 
cations. 

Wood15  reported  that  the  onset  of  acute 
anemia  appeared  within  twenty-four  to 
seventy-two  hours  after  the  onset  of 
treatment  and  that  the  maximum  anemia 
occurred  usually  on  the  fifth  day.  He 
also  noted  that  children  had  a higher 
incidence  rate  (8.3  per  cent)  than  adults 
(2.4)  per  cent;  that  all  of  these  cases  of 
acute  anemia  had  a fever  (in  most  cases 
over  102°  F.)  at  some  time  during  the 
period  of  sulfanilamide  therapy  and  that 
not  any  cases  of  acute  anemia  occurred 
among  a large  group  of  afebrile  patients. 
He  further  noted  that  even  extremely 
large  doses  of  sulfanilamide  and  high 
concentrations  of  sulfanilamide  in  the 
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blood  did  not  appear  to  increase  the  in- 
cidence rate  of  acute  anemia.  As  men- 
tioned before,  the  temperatures  of  the 
patients  of  the  series  under  discussion 
were  determined  every  four  hours  and 
sulfanilamide  therapy  was  interrupted  or 
discontinued  whenever  a temperature 
rise  to  more  than  38.2°  C.  (100.8°  F.)  oc- 
curred. It  is  not  improbable  that  this 
precaution  has  helped  to  forestall  the 
production  of  acute  anemia  in  the  1,248 
sulfanilamide  treated  cases  of  gonorrhea 
observed  by  the  authors. 

Shecket  and  Price16  have  reported  a 
collection  of  10  fatal  cases  of  granulocyto- 
penia in  patients  who  had  been  given 
sulfanilamide  for  a minimum  of  fifteen 
days  and  an  average  of  twenty-seven 
days.  These  workers  stated  that  the 
quantity  and  prolonged  use  of  the  drug 
were  the  significant  factors.  Again  it  is 
stated  that,  in  the  1,248  cases  of  the 
authors,  sulfanilamide  was  administered 
for  not  more  than  twelve  days  and  usually 
for  seven  to  nine  days.  This  avoidance 
of  prolonged  administration  of  sulfanil- 
amide and  the  cessation  of  treatment 
immediately  upon  the  appearance  of 
fever  or  of  a toxic  dermatitis  is  consid- 
ered to  be  of  importance  in  explaining 
the  absence  of  granulocytopenia  in  this 
series,  although  obviously  these  precau- 
tions cannot  protect  against  those  cases 
which  may  arise  due  to  a specific  idiosyn- 
crasy. 

Dosage  and  Concentration 

It  has  again  been  found,  as  previously 
reported,11  that  a high  blood  concentra- 
tion of  sulfanilamide  by  itself  does  not 
effect  a cure  of  the  gonococcal  infection. 
However,  if  consideration  was  given  to 
the  duration  of  the  disease  before  start- 
ing sulfanilamide  treatment,  better  re- 
sults were  usually  obtained  most  readily 
in  those  patients  who  secured  and  main- 
tained a high  concentration  of  sulfanil- 
amide in  the  blood  during  the  first  few 
days  of  treatment.  The  restriction  of 
fluid  intake  to  1,000  cc.  per  day  promotes 
a higher  blood  concentration  of  sulfanil- 
amide, in  accordance  with  the  findings  of 
Marshall,  Emerson,  and  Cutting8  and 


Stewart,  Rourke,  and  Allen.9  The  neces- 
sity of  limiting  fluid  intake  is,  however, 
not  in  agreement  with  the  report  of 
Alyea,  Daniel,  and  Yates.10 

It  has  been  the  experience  of  the 
authors  that  early — particularly  early  and 
inadequate — dosage  of  sulfanilamide  pro- 
duces a condition  resembling  a sulfanil- 
amide resistance.  A second  or  third 
therapeutic  attempt  with  sulfanilamide 
in  an  adequate  dose  results  in  a high 
percentage  of  failures  in  these  cases. 

The  possibility  of  a subcurative  action 
of  sulfanilamide  is  not  ignored.  In  the 
face  of  our  present  lack  of  knowledge 
concerning  the  mode  of  action  of  sulfanil- 
amide, the  necessity  of  a careful  and  pro- 
longed period  of  observation  is  recognized 
and  urged.  Cures  should  be  considered 
as  apparent  and  not  proved.  A final 
discharge  should  not  be  granted  until  re- 
examinations over  a considerable  period 
have  failed  to  reveal  any  residual  gono- 
coccal infection. 

Summary 

On  the  basis  of  accumulated  experience, 
hospitalization  of  patients  with  gonococ- 
cal infections  during  the  period  of  sulfa- 
nilamide treatment  seems  to  be  advan- 
tageous. It  permits  of  an  intensive  form 
of  therapy  and  provides  the  safeguards 
that  are  apparently  useful  in  forestalling 
the  production  of  severe  toxic  manifesta- 
tions. 

Further,  it  seems  evident  that  the  favor- 
able responses  to  sulfanilamide  therapy 
increase  definitely  by  delaying  the  insti- 
tution of  treatment  for  a time  sufficiently 
long  to  allow  the  establishment  of  an 
immune  mechanism  in  the  greatest  num- 
ber of  patients.  As  previously  noted, 
this  satisfactory  development  of  an  im- 
mune mechanism  appears  accomplished 
in  practically  all  patients  within  a period 
approximating  twenty-one  days.  It  is  to 
be  regretted  that  there  is  at  present  not 
any  laboratory  method  capable  of  detect- 
ing or  measuring  this  immunologic  factor. 
A procedure  of  this  kind  would  be  of  value 
in  determining  the  individual  optimal 
time  for  initiation  of  sulfanilamide  ther- 
apy. 


January  15,  1940]  SULFANILAMIDE— GONOCOCCAL  INFECTIONS 


127 


Conclusions 

In  a series  of  342  male  and  female  cases 
of  proved  and  hospitalized  gonococcal 
infection,  a general  cure  rate  of  87.4  per 
cent  was  obtained  with  sulfanilamide 
therapy. 

When  analyzed  in  accordance  with  the 
duration  of  infection  prior  to  the  inaugu- 
ration of  treatment,  the  cure  rate  pro- 
gressively increases  with  the  duration  of 
obvious  disease. 

Adopting  an  arbitrary  dividing  point 
of  twenty-one  days,  the  cure  rate  in- 
creases from  74.5  per  cent  in  the  group 
treated  prior  to  this  time  interval  to 
96.1  per  cent  in  cases  in  which  the  disease 
existed  for  more  than  this  period. 

A co-existing  immune  mechanism  seems 
to  be  essential  to  the  prompt  chemo- 
therapeutic effect  of  the  drug. 

Severe  blood  dyscrasias  were  not  en- 
countered in  a total  series  of  1,248  cases, 
due  possibly  to  the  short  but  intensive 
routine  of  treatment  employed  and  the 
consideration  given  to  the  degree  of 
febrile  response  of  the  patient. 

The  advisability  of  delaying  sulfanil- 
amide therapy  until  after  the  obvious 
disease  has  been  present  for  twenty  days 
is  suggested. 
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Discussion 

Dr.  Josephine  B.  Neal,  New  York  City — 
We  have  at  present  three  chemicals:  neo- 


prontosil,  sulfanilamide,  and  sulfapyridine,  that 
are  of  great  value  in  the  treatment  of  various 
forms  of  meningitis. 

The  members  of  the  Meningitis  Division  of  the 
Bureau  of  Laboratories  of  the  Department  of 
Health  of  New  York  City  have  used  neoprontosil 
and  sulfanilamide  for  more  than  two  years,  and 
sulfapyridine  for  only  a few  months.  At  this 
time,  we  can  safely  make  some  comparisons  be- 
tween sulfanilamide  and  neoprontosil.  With 
both  these  chemicals,  we  have  had  very  satis- 
factory results  in  treating  meningitis  due  to  the 
hemolytic  streptococcus;  the  case  fatality  being 
around  20  per  cent,  although  cases  treated  less 
than  twenty-four  hours  are  included  in  the  series. 
This  form  of  meningitis  had  shown  a case  fatality 
of  more  than  95  per  cent  before  we  began  the  use 
of  these  chemicals. 

Pneumococcic  meningitis,  in  which  the  case 
fatality  had  previously  been  100  per  cent,  has 
been  treated  with  less  favorable  results.  We 
have  had  8 recoveries  in  a group  of  52  cases. 
Sulfapyridine  has  been  used  in  only  7 cases  with  3 
recoveries.  Obviously  with  so  small  a group  of 
cases,  it  is  not  possible  to  draw  definite  conclu- 
sions in  regard  to  the  relative  merits  of  sulfanil- 
amide or  neoprontosil  and  sulfapyridine  in  the 
treatment  of  pneumococcic  meningitis.  At  the 
present  time,  however,  we  are  treating  all  of  our 
cases  of  pneumococcic  meningitis  with  sulfapyri- 
dine 

We  have  also  treated  20  or  more  cases  of  in- 
fluenzal meningitis  with  sulfanilamide  or  neo- 
prontosil, with  only  2 recoveries.  We  have  used 
sulfapyridine  in  this  form  of  meningitis  with  ap- 
parently better  results — 3 consecutive  cases  hav- 
ing recently  recovered. 

During  the  past  two  years,  we  have  seen  too 
few  cases  of  meningococcic  meningitis  to  draw 
any  definite  conclusions  in  regard  to  the  relative 
merits  of  neoprontosil  or  sulfanilamide  combined 
with  serum  or  of  serum  alone.  It  is  our  impres- 
sion, however,  that  these  chemicals  are  of  value 
in  this  form  of  meningitis  and  that  they  may  be 
relied  upon  to  control  a septicemia  without  the 
use  of  serum  intravenously. 

It  has  seemed  to  us  that  neoprontosil  is  less 
toxic  and  quite  as  effective  as  sulfanilamide. 
Barlow  has  reported  that  in  laboratory  animals 
the  oral  lethal  dose  of  neoprontosil  is  nearly  seven 
times  as  great  as  that  of  sulfanilamide.  We  are 
inclined  to  believe  that  the  action  of  neoprontosil 
depends  on  some  other  factor  (probably  the  azo 
dye)  than  the  sulfanilamide  alone.  This  belief 
was  expressed  by  Domagk  in  regard  to  the  origi- 
nal prontosil,  and  also  by  Brown,  Bannick,  and 
Herrell  of  the  Mayo  Clinic  in  regard  to  neo- 
prontosil. Moreover,  neoprontosil  given  orally 
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is  effective  when  the  concentration  of  sulfanil- 
amide in  the  blood  is  only  1 to  3 mg  per  100  cc. 
This  compares  with  a concentration  of  10  mg. 
or  more  per  100  cc.,  which  most  workers  con- 
sider necessary  when  sulfanilamide  is  used. 
Moreover,  neoprontosil  has  a wide  range  of 
elasticity  in  methods  of  administration.  If 
patients  can  take  and  retain  medication  by 
mouth,  it  may  be  given  orally  in  the  form  of 
tablets.  This  form  of  administration  we  prefer, 
as  it  is  absorbed  nearly  as  quickly  as  when  given 
subcutaneously  and  is  excreted  more  slowly.  If 
oral  administration  is  impossible,  there  is  a 5 
per  cent  solution  which  may  be  given  intra- 
muscularly. This  solution  may  also  be  given 
intraspinally,  diluted  three  or  four  times  with 
sterile  saline  or  distilled  water.  Sulfanilamide, 
on  the  other  hand,  is  soluble  only  to  the  extent 
of  about  1 per  cent.  This  solution  may  be 
given  by  hypodermatoclysis,  necessarily  in  much 
larger  amounts,  and  it  may  also  be  given  intra- 
spinally. From  our  clinical  observations,  from 
personal  reports,  and  particularly  from  the 
experimental  work  of  Marshall,  it  appears  that 
sulfapyridine  is  much  more  toxic  than  either 
sulfanilamide  or  neoprontosil. 

Sulfapyridine  is  best  given  orally,  but  its  ad- 
ministration is  followed  by  vomiting  in  a fair 
percentage  of  patients.  Although  it  is  quite 
insoluble,  it  may  be  given  by  hypodermatoclysis 
in  a so-called  “super-saturated”  solution;  a liter 
of  normal  saline  (0.85  per  cent)  being  heated  to 
boiling  and  a gram  of  the  crystalline  material 
added  and  stirred  with  a sterile  glass  rod.  It  is 
necessary  to  keep  the  solution  well  above  40  C. 
while  it  is  being  administered.  Sulfapyridine 
may  also  be  given  in  small  retention  enemas. 

The  dose  that  is  suggested  for  all  these  chemi- 
cals is  much  the  same — 15  grains  or  more  every 
four  hours  in  adults.  In  severe  infections  in 
children  more  than  four  or  five  years  of  age, 
the  same  dose  may  be  tried.  In  still  younger 
children,  10  grains  every  four  hours  may  be 
given.  When  these  somewhat  large  doses  are 
given  to  young  children,  no  precaution  must  be 
spared  to  guard  against  the  onset  of  toxic  ef- 
fects. Daily  complete  blood  counts  are  an 
absolute  necessity  and  there  should  be  frequent 
determinations  of  the  # concentration  in  the 
serum,  especially  in  administering  sulfapyridine. 

Since  neoprontosil  is  apparently  the  least 
toxic  of  these  three  chemicals,  we  plan  to  con- 
tinue its  use  in  the  treatment  of  meningitis 
caused  by  the  streptococcus  and  the  meningococ- 
cus. We  shall  use  sulfapyridine  in  treating 
meningitis  caused  by  the  pneumococcus  and  the 
influenza  bacillus  until  a sufficiently  large  num- 
ber of  cases  has  been  observed,  so  that  we  can 


compare  the  relative  merits  of  neoprontosil  and 
sulfapyridine  in  these  infections.  It  has  been 
our  custom  to  use  a specific  serum  whenever  it  is 
available,  in  addition  to  the  chemical.  When 
meningitis  is  secondary  to  a focus  of  infection,  it 
is  always  important  to  eradicate  the  focus,  if 
possible,  by  surgery. 

Dr.  A.  C.  Silverman,  New  York  City — The 
effect  of  sulfanilamide  in  scarlet  fever  is  as  yet 
not  definitely  determined.  There  appears  to  be 
concurrence  of  opinion  that  sulfanilamide  does 
not  affect  the  rash  and  toxemia  in  the  way  that 
serum  does.  Claims  have  been  put  forward, 
however,  that  sulfanilamide  lessens  the  inci- 
dence of  septic  complications.  When  these 
claims  are  carefully  analyzed,  however,  consider- 
able doubt  remains. 

Probably  the  first  report  was  that  by  Peters 
and  Harvard  in  England,  who  treated  150  cases 
with  sulfanilamide  and  used  a similar  number  for 
controls,  but  gave  serum  to  56  cases  of  the  latter. 
They  noted  that  35  per  cent  developed  one  or 
more  complications  in  the  sulfanilamide  group  as 
against  56  per  cent  in  the  controls.  When  one 
examines  their  table  of  complications,  however, 
it  is  seen  that  albuminuria,  rheumatism,  endo- 
carditis, and  nephritis  are  grouped  together  with 
the  more  definite  septic  complications;  when  it 
comes  to  otitis  media  it  is  found  that  there  were 
11  in  their  treated  group  and  10  in  the  controls; 
hence  the  validity  of  their  conclusions  may  well 
be  questioned. 

In  our  use  of  sulfanilamide  during  an  out- 
break of  scarlet  fever  in  1937,  we  compared  the 
effect  of  the  drug  in  moderately  severe  cases  and 
found  7 instances  of  suppurative  otitis  media  in 
19  cases  which  served  as  controls,  whereas  in  23 
similar  cases  treated  with  sulfanilamide  only 
2 suppurative  ear  cases  were  noted.  Wessel- 
hoeft  and  Smith,  in  Boston,  in  a series  of  100 
cases  each  had  15  suppurative  ear  cases  in  the 
control  group  and  only  6 in  the  sulfanilamide 
group.  We  agree  with  them  that  a larger  series  is 
necessary  before  one  can  eliminate  the  factor  of 
chance  variation  that  is  so  inherent  in  scarlet 
fever. 

It  appeared  to  us,  further,  that  before  valid 
conclusions  could  be  drawn,  it  was  necessary 
not  only  to  have  a large  enough  series,  but  to 
define  criteria  of  the  types  of  cases  as  seen  on 
admission  and  as  classified  subsequently  in  the 
light  of  the  course  of  the  disease.  It  is  also 
necessary  to  note  the  presence  or  absence  of  sep- 
tic invasion  at  the  time  that  observation  begins 
and  to  separate  these  from  the  septic  complica- 
tions which  develop  later  in  the  disease  and  apart 
from  the  sequelae  which  are  not  considered  due 
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to  the  invasion  of  the  streptococcus  in  the  tissues. 
Needless  to  say,  the  factors  of  age  and  the  season 
must  also  be  taken  into  consideration,  in  addi- 
tion to  the  length  of  time  from  the  onset  of  ill- 
ness to  the  beginning  of  clinical  observation. 

Applying  such  criteria  to  our  1,938  cases,  there 
were  84  that  had  been  admitted  to  the  hospital 
within  three  days  from  the  onset.  Forty-three 
received  sulfanilamide  and  41  were  treated 
without  it.  The  ages  were  practically  identical. 
The  time  of  the  year  showed  some  variation. 
In  the  sulfanilamide  group,  46  per  cent  were  con- 
sidered mild  cases  and  in  the  control  group  78 
per  cent.  In  the  sulfanilamide  group  there  were 
22  cases  that  were  considered  moderate  or  severe 
and  in  the  control  group  there  were  9.  Patients 
with  septic  complications  numbered  20  in  the 
sulfanilamide  group  and  8 in  the  control 
group. 

Thus  it  is  seen  that  the  proportion  of  patients 
with  septic  complications  corresponds  very 
closely  to  the  proportion  of  moderate  and  severe 
cases  in  the  2 groups.  When  attention  is  fo- 
cussed on  the  suppurative  ear  cases  it  is  seen  that 
in  the  untreated  group  they  number  3,  or  33  per 
cent,  among  the  9 patients  more  than  mildly  ill 
and  in  the  sulfanilamide  group  there  were  4 
suppurative  ear  cases  out  of  23,  or  17  per  cent. 
It  could  be  pointed  out,  too,  that  among  the 
suppurative  ear  cases  in  the  first  group  there  was 
1 surgical  mastoid  but  none  in  the  sulfanilamide 
group,  and  that  the  suppurative  ear  cases  were 
increased  by  only  2 after  admission,  although  5 
catarrhal  ear  cases  were  found  on  admission. 


Nevertheless,  the  small  number  of  cases  involved 
does  not  warrant  definite  conclusions. 

Undue  enthusiasm  over  individual  cases  has  to 
be  guarded  against.  It  would  be  very  easy,  for 
example,  to  single  out  2 brothers,  five  and  seven, 
respectively,  in  a family  outbreak  of  5 cases. 
Upon  admission,  both  looked  like  mild  cases 
with  but  slight  rhinitis.  Both  subsequently 
developed  suppurative  otitis  media,  bilateral  in 
the  five-year-old,  right-sided  in  the  elder  brother. 
Sulfanilamide  was  given  to  the  younger  brother 
and  he  recovered;  the  other,  without  sulfanil- 
amide, had  the  only  mastoidectomy  in  this  series. 
Nonetheless,  it  is  one  of  the  most  unsound 
tendencies  in  practice  to  draw  conclusions  from  a 
single  case  of  an  inherently  varying  morbid  proc- 
ess. Clinical  impressions  have  their  usefulness, 
and  in  clinical  studies  controls  are  only  such  in 
part,  in  view  of  varied  and  subtle  individual  dif- 
ferences which  cannot  be  wholly  equated;  but 
conclusions  can  be  valid  only  if  based  upon 
clinical  experience  and  judgment  within  an  ac- 
ceptable statistical  framework. 

The  ease  with  which  sulfanilamide  may  be 
given  has  tended  to  deny  serum  to  cases  that 
might  have  benefited  from  its  use.  Physicians 
who  tend  to  be  wary  of  employing  serum  thera- 
peutically often  fail  to  be  concerned  over  the 
possible  taking  of  unwarranted  risks  with  sulfa- 
nilamide. When  one  considers  that  in  recent 
years  about  75  per  cent  of  our  hospitalized  scarlet 
fever  cases  have  been  mild,  it  seems  unwarranted 
to  employ  in  such  cases  any  therapy  that  carries 
more  risk  relatively  than  the  disease  itself. 


THE  RADIO  BALLYHOO 

Tooth  pastes  and  powders,  cathartics,  anti- 
acids, cosmetics,  and  patent  medicines  continue 
to  interrupt  our  radio  musical  programs  and 
irritate  us  as  we  are  listening  to  the  latest  trans- 
radio news.  How  long  will  the  American  public 
be  so  gullible,  asks  the  Journal  of  the  Connecticut 
State  Medical  Society.  Just  as  long  as  there  is 
money  to  be  made  by  this  kind  of  propaganda 
and  the  radio  public  will  put  up  with  the  jarring 
jargon  of  these  jerry-builders. 

Radio  advertising  was  given  considerable 
prominence  on  the  program  of  the  conference  of 
the  Association  of  Food  and  Drug  Officials  of 
the  United  States  recently  convened  at  Hart- 
ford. 

It  was  advocated  that  radio  advertising  copy  be 
filed  and  subjected  to  the  close  scrutiny  of  food 
and  drug  officials  on  the  same  basis  as  newspaper 
and  magazine  advertising.  Why  not?  The 
detrimental  effect  of  radio  in  broadcasting  mis- 
leading information  is  in  direct  violation  of  the 


Food,  Drug,  and  Cosmetic  Act.  As  Dr.  George 
R.  Cogwill  of  Yale  University  said,  the  general 
impression  given  in  radio  advertising  is  usually 
erroneous  and  if  the  claims  of  radio  advertise- 
ments were  included  in  the  written  advertise- 
ments or  on  labels,  they  would  be  immediately 
considered  a violation  of  laws. 

Our  neighbor,  Canada,  does  not  allow  its  radio 
audience  to  be  duped  and  bored  with  all  this 
ballyhoo.  Are  we  in  the  United  States  of  any 
less  intelligence?  It  would  be  a boon  to  our 
nerves  and  a solace  to  the  various  parts  of  our 
anatomy  to  which  the  appeals  are  directed  if  the 
food  and  drug  administrators  would  adopt  a pol- 
icy similar  to  that  used  by  the  Council  on  Pharm- 
acy and  Chemistry  of  the  American  Medical 
Association  whereby  data  on  food  and  drug 
products  are  collected  and  reported  to  the  public. 
Surely  all  claims  amenable  to  scientific  tests, 
chemical  or  biological  or  both,  should  be  sup- 
ported by  the  appropriate  tests. 


Case  Reports 


ACUTE  PERICARDITIS 

Following  a Secondary  Infection  of  the  Lymph  Node  of  a Ghon  Tubercle 

Bernard  Seligman,  M.D.,  and  Max  Lederer,  M.D.,  Brooklyn,  New  York 

{From  the  Medical  Service  and  Division  of  Pathology,  the  Jewish  Hospital  of  Brooklyn ) 


in  acute  suppurative  pericarditis  was  found 
postmortem  in  the  following  case.  It  re- 
sulted from  the  perforation  of  a pyogenic  abscess 
in  a tracheobronchial  lymph  node.  The  bacillus 
tuberculosis  was  found  in  the  wall  of  this  gland, 
which  was  draining  a fibrotic,  pulmonary  Ghon 
tubercle.  Of  particular  interest,  in  this  patient, 
was  the  clinical  picture  suggestive  of  coronary 
occlusion  with  an  electrocardiogram  that  showed 
an  unusually  high  elevation  of  the  R-T  segment 
in  all  3 leads  indicative  of  the  superficial  myo- 
carditis accompanying  the  purulent  pericarditis.1 

S.  S.,  a multiparous,  white  widow,  54  years  of 
age,  was  admitted  to  the  hospital  November  26, 
1936,  complaining  of  epigastric  distress  of  three 
days’  duration  and  an  attack  of  cyanosis,  dyspnea, 
and  clammy  skin,  five  hours  before  admission. 

Previous  History. — She  had  nocturia,  weakness, 
and  loss  of  ten  pounds  in  the  year  preceding 
January,  1929,  in  which  month  an  amputation  of 
the  cervix  and  perineorrhaphy  were  performed 
for  a lacerated  cervix  and  prolapse  of  the  uterus. 
In  May,  1929,  the  uterus  was  suspended  ante- 
riorly. Approximately  two  weeks  after  each 
operation,  she  had  pain  in  the  right  lower  chest; 
after  the  second,  a friction  rub  and  temperature 
of  102.8  F.  developed.  She  felt  well  until 
eighteen  months  before  her  last  admission  to  the 
hospital.  She  then  complained  of  feeling  weak 
and  tired  and  gradually  lost  twenty  pounds. 
She  was  told  she  had  a slightly  elevated  blood 
pressure.  In  October,  1936,  the  right  ankle  be- 
came very  painful  and  was  swollen  for  three  days. 

Present  Illness. — On  November  19,  she  became 
weak  and  had  a temperature  of  102  F.  The  next 
two  days,  she  tried  to  attend  to  her  household 
duties  but  had  to  lie  down  frequently.  Her 
appetite  was  poor.  On  November  23,  she  had 
pressing  epigastric  pain  and  slept  poorly.  The 
next  morning  she  was  pale,  felt  weak,  and  her 
skin  was  cold.  That  afternoon,  she  vomited 
once.  A steady,  persistent,  pressing  epigastric 
pain  was  present  until  a few  hours  before  ad- 
mission. She  passed  no  urine  the  day  after  the 
onset  of  the  pain,  but  the  next  morning  the  urine 
was  scant,  dark  red-brown.  At  5:00  p.m.  on 
November  26,  she  again  became  pale  with  a cold 
clammy  skin  and  her  lips  became  blue;  the  epi- 
gastric pain  had  disappeared.  Breathing  in- 
creased in  rate  and  was  somewhat  labored. 

Physical  examination  revealed  a woman  153 
cm.  tall  in  collapse.  Her  temperature  was  99  F. 
and  her  respirations  were  48  per  minute.  The 
sclerae  were  icteric.  The  veins  of  the  neck  were 
moderately  distended.  The  heart  was  enlarged 


to  the  left  of  the  middavicular  line.  The  sounds 
were  distant  and  irregular  in  rate  and  rhythm. 
No  precordial  friction  rub  was  heard.  A few 
crepitant  rales  were  heard  in  the  right  axilla. 
The  abdomen  was  moderately  distended.  A 
suprapubic  scar  was  present.  The  liver  was  ten- 
der and  enlarged  to  four  fingers’  breadth  below 
the  costal  margin.  The  right  great  saphenous 
vein  was  thickened,  firm,  and  tender  in  the  leg. 
She  had  edema  of  the  ankles. 

Course. — She  was  given  circulatory  stimulants 
and  the  following  day  her  condition  improved. 
She  had  a marked  cough  and  recurrent,  persistent 
epigastric  pain  which  was  made  worse  after  the 
ingestion  of  small  amounts  of  food.  After  an 
infusion  of  glucose,  the  blood  pressure  rose  from 
0 to  104/80.  She  had  marked  oliguria.  During 
the  evening  and  the  following  morning  she  be- 
came cold  and  cyanotic ; the  respiratory  rate  in- 
creased to  65  per  minute  and  her  temperature  fell 
to  97.8  F.  She  suddenly  became  comatose  and 
expired  on  November  28,  at  11:00  a.m.,  about 
thirty-seven  hours  after  her  admission.  Pre- 
agonal intracardiac  adrenalin  puncture  released 
five  cubic  centimeters  of  a seropurulent  fluid 
from  the  pericardial  cavity. 

Laboratory  Data. — (November  26,  1936.) 

Urine — one  ounce,  albumin  faint  trace,  sugar  0.2 
per  cent,  two  or  three  white  blood  cells  per  h.p.f . ; 
occasional  hyalin  and  granular  casts. 

(November  27.)  Red  blood  cells  3,510,000, 
hemoglobin  70  per  cent,  white  blood  cells  19,200, 
polymorphonuclear  leukocytes  88  per  cent. 

(November  27.)  The  only  electrocardio- 
graphic tracing  taken  showed  auricular  fibrilla- 
tion and  high  elevation  of  the  R-T  segment  in  all 
leads,  especially  lead  2.  The  descending  limb  of 
the  R wave  was  slurred  in  all  leads  (see  Fig.  1). 

(November  28.)  Blood  sugar  498  mg.  per  100 
cc.,urea  nitrogen  71.6  mg.  per  100  cc.,  carbon 
dioxide  38  vol.  per  cent,  Kline  test  negative. 

Necropsy  (No.  2791). — The  body  was  well- 
developed  and  weighed  approximately  65  Kg. 
There  was  slight  pitting  edema  over  both  lower 
extremities  and  the  lumbosacral  region.  The 
right  and  left  pleural  cavities  contained  700  cc. 
and  200  cc.  of  thin,  cloudy,  straw  colored  fluid, 
respectively.  There  were  adhesions  about  the 
right  lung  anteriorly.  The  pericardial  cavity 
contained  250  cc.  of  thick,  yellow-green  fluid; 
on  smear,  gram  positive  diplococci  and  strepto- 
cocci were  present  and  on  culture  there  were 
numerous  colonies  of  streptococcus  hemolyticus. 

Pericardium  and  Heart. — The  pericardial  sur- 
faces and  the  epicardium  were  covered  by  thick, 
shaggy  material  made  up  of  yellow,  green,  and 
gray  strands  which  formed  a network  over  the 
whole  surface  and  the  base  of  the  great  vessels. 
The  heart,  portion  of  pericardium,  and  several 


130 


January  15,  1940] 


CASE  REPORTS 


131 


Fig.  1.  Electrocardiogram. 


adjacent  tracheobronchial  lymph  nodes  weighed 
500  Gm.  (see  Fig.  2).  The  valve  leaflets  were 
slightly  thickened.  The  coronary  ostia  and 
vessels  were  normal  and  patent.  On  gross  ap- 
pearance the  cut  surface  of  the  myocardium  was 
normal. 

Lungs. — Near  the  apex  of  the  upper  lobe  of  the 
right  lung,  there  was  a circumscribed  firm  gray 
nodule,  1.3  by  0.8  cm.  (Ghon  tubercle).  The 
mucosal  lining  of  the  trachea  was  dark  red  and 
granular. 

Tracheobronchial  Lymph  Nodes. — The  tracheo- 
bronchial lymph  nodes  were  soft,  gray-black,  and 
measured  up  to  4 by  2 by  1.3  cm.  The  largest 
one  was  hard  and  situated  in  the  angle  between 
the  trachea  and  right  bronchus.  It  consisted  of  a 
partly  calcified  shell  up  to  0.4  cm.  in  thickness 
surrounding  a cavity  containing  creamy  yellow- 
green  material.  Between  the  left  side  of  the 
node  and  the  ascending  aorta  there  was  a cavity 
2 by  1 cm.  filled  with  yellow-green  purulent  ma- 
terial; the  lining  was  rough.  It  joined  the  cav- 
ity of  the  calcified  node  by  a narrow  tract. 
Through  a small  opening  on  its  ventral  aspect  it 
communicated  with  the  pericardial  sac. 

Spleen. — The  spleen  weighed  260  Gm.  and  was 
firm. 

Microscopic  Notes 

Pericardium  and  Heart. — The  connective  tissue 
of  the  parietal  pericardium  was  loose  and  infil- 
trated with  numerous  polymorphonuclear  leuko- 
cytes, small  round  cells,  and  large  mononuclear 
cells.  The  inner  surface  was  covered  with  a thick 
layer  of  pink  staining  strands  enclosing  poly- 
morphonuclear leukocytes  and  some  extravasated 
blood.  Occasional  clumps  of  bacteria  were  noted 
among  the  polymorphonuclear  leukocytes. 
The  epicardial  surface  was  covered  by  a fibro- 
purulent  exudate.  Except  where  the  epicardial 
fat  was  thick,  the  fibrino-purulent  exudate  ex- 
tended into  the  surface  of  the  myocardium  of  all 
the  chambers  of  the  heart.  At  numerous  points, 
capillaries  and  strands  of  fibroblasts  extended 
into  the  epicardium  from  the  overlying  layer  of 
fibrin.  The  deeper  layers  of  myocardial  fibers 


were  of  good  size.  The  intermuscular  connective 
tissue  was  slightly  increased.  In  scattered  areas, 
isolated  myocardial  fibers  lay  embedded  in  broad 
strands  of  connective  tissue. 

Lungs. — The  interalveolar  septa  were  broad 
and  wavy;  the  capillaries  were  distended  with 
blood.  In  some  areas  the  septa  were  close  to- 
gether. The  epithelium  of  the  bronchioles  was 
desquamated  and  the  walls  in  places  were  infil- 
trated with  polymorphonuclear  leukocytes  and 
small  round  cells.  There  were  deposits  of  coarse 
black  particles  about  the  larger  blood  vessels. 

Tracheobronchial  Lymph  Nodes. — In  a prepara- 
tion from  the  upper  portion  of  the  node  situated 
in  the  angle  between  the  right  bronchus  and 
trachea  there  was  no  remnant  of  lymphatic 
structure.  The  cavity  contained  amorphous 
pink  staining  material,  polymorphonuclear  leuko- 
cytes and  cellular  debris.  The  inner  portion  of 
the  wall  was  broad  and  consisted  of  loose  and 
more  dense  hyalinizing  fibrous  connective  tissue 
with  small  round  cells,  large  mononuclear  cells, 
areas  of  calcification,  and  spicules  of  bone.  Be- 
yond this  layer  there  was  a zone  of  loose  fibrous 
connective  and  adipose  tissue  also  containing 
accumulations  of  small  round  cells  and  large 
mononuclear  cells.  Staining  by  the  Ziehl- 
Neelson  method  revealed  several  acid-fast  bacilli. 

Spleen. — The  spleen  showed  evidence  of  pas- 
sive congestion. 

Incidental  findings  were  melanosis  of  the 
esophagus  and  lipomata  of  the  sigmoid  colon. 

Anatomical  Diagnosis. — Primary:  tubercu- 

lous nodule  in  lung  (right)  (Ghon) ; tuberculous 
lymphonodulitis,  * mediastinal  with  suppuration, 
abscess  formation  and  perforation  into  the  peri- 
cardial sac;  pericarditis,  acute  fibrino-puru- 
lent**; tracheobronchitis,  acute;  passive  con- 
gestion of  viscera,  acute;  bilateral  pleural  effu- 
sion; edema  of  lower  extremities;  splenomegaly. 

Secondary:  scar  of  uterine  suspension  and 

cervical  amputation,  fibrinous  pleural  adhesions 
(bilateral),  latent  phlebitis  right  saphenous  vein. 

Comment 

In  this  woman  of  54,  a state  of  lowered  resist- 
ance was  followed  by  the  occurrence  of  a nine-day 
hemolytic  streptococcus  infection  which  was 
superimposed  upon  tuberculosis  of  a tracheo- 
bronchial lymph  node  draining  a Ghon  tubercle 
of  the  lung.  An  abscess  of  this  hilar  gland  per- 
forated into  the  pericardial  sac.  A slight  rise  in 
temperature  was  present  at  the  onset.  Epigas- 
tric pain,  vomiting,  dyspnea,  tachypnea,  pallor, 
weakness,  cyanosis,  clammy  skin,  and  zero  blood 
pressure  were  the  outstanding  symptoms.  The 
pain  disappeared  after  the  perforation  only  to 
recur  with  the  appearance  of  a suppurative  peri- 
carditis. Marked  congestive  failure  also  oc- 
curred. 

The  clinical  picture  was  that  of  coronary  occlu- 
sion or  of  a visceral  perforation.  However,  the 
electrocardiogram  showed  markedly  positive  de- 
flections of  the  R-T  segment  in  all  three  leads 
especially  prominent  in  lead  2.  The  descending 

* Bacillus  tuberculosis  on  smear. 

**  Streptococcus  bemolyticus  on  culture. 
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Fig.  2.  Needle  has  been  passed  through  gland  abscess  into  the  pericardial  cavity  through  the 

perforation. 


limb  of  the  R wave  was  slurred.  No  Q wave  was 
seen.  Auricular  fibrillation  was  present.  A 
purulent  pericarditis  amounting  to  250  cc.  and 
subepicardial  myocarditis  were  found  post- 
mortem. The  coronary  vessels  were  normal. 

In  coronary  occlusion  the  distinguishing  fea- 
tures of  the  electrocardiogram  are  the  elevations 
of  the  R-T  segments  in  two  leads  only.  A 
reciprocal  depression  of  the  R-T  sector  occurs  in 
lead  1 as  compared  to  lead  3 or  vice  versa.  A Q 
wave  may  be  present.2  A similar  electrocardio- 
graphic pattern  to  the  one  observed  in  this  case 
might  be  found  if  both  coronary  arteries  were 
involved,3  with  diffuse  myocardial  damage  in 
infectious  disease,  and  following  the  use  of 
drugs  which  affect  the  entire  coronary  circula- 
tion.4 


Summary 

A woman  of  54  died  as  the  result  of  a purulent 
pericarditis  with  superficial  myocarditis  and 
symptoms  suggesting  coronary  thrombosis. 
The  pericarditis  was  subsequent  to  the  perfora- 
tion of  a secondary  abscess  in  a tuberculous  medi- 
astinal lymph  node.  The  electrocardiogram 
showed  a positive  deflection  of  the  R-T  segment 
in  the  three  limb  leads  and  slurring  of  the  de- 
scending portion  of  the  R waves. 
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GAUCHER’S  DISEASE 

Associated  with  Multiple  Telangiectases  in  an  Elderly  Woman 

H.  F.  Wechsler,  M.D.,  and  E.  Gustafson,  M.D.,  New  York  City 
(. Adjunct  Physician  and  House  Physician,  respectively,  Lenox  Hill  Hospital) 


Although  Gaucher’s  disease  is  not  rare,  the 
number  of  cases  actually  reported  in  the 
literature  is  not  great.  Hoffman  and  Makler1 
were  able  to  collect  but  89  cases  up  to  1929.  The 
following  case  merits  publication  not  only  for 
this  reason  but  because  of  several  unique  features. 

Case  Report 

S.  C.,  Jewess,  68  years  of  age,  was  admitted  to 
the  Lenox  Hill  Hospital,  April  4,  1936,  complain- 
ing of  painful  black  and  blue  spots  on  both  legs. 
Her  present  illness  dated  back  to  eight  years  ago, 
at  which  time,  following  injury  to  one  of  her 
lower  extremities,  she  developed  ecchymotic 
spots  which  finally  disappeared  after  prolonged 
bed  rest.  She  was  told  at  that  time  that  she  had 
a large  spleen  but  states  that  she  had  been  aware 
of  a large  mass  in  her  abdomen  for  twelve  years 
previously.  The  ecchymotic  spots  have  returned 
intermittently  ever  since.  The  last  attack 
occurred  six  months  ago  and  has  persisted  in 
spite  of  bed  rest  and  medication.  The  areas  have 
increased  in  size  and  painfulness.  Her  appetite 
during  her  present  illness  has  been  very  poor  and 
her  diet  has  consisted  almost  entirely  of  milk  and 
crackers.  Her  bowel  movements  have  been  in- 
frequent and  small  in  amount. 

The  patient  had  always  been  in  good  health 
except  for  the  purpuric  manifestations  noted 
above  and  a severe  attack  of  bronchitis  ten  years 
J ago.  She  had  had  occasional  epistaxes  which ^ 
she  attributed  to  picking  her  nose.  Her  skin  has 
always  been  a deep  brownish  hue.  Her  men- 
strual history  was  normal.  The  menopause 
occurred  at  forty-eight  years  of  age. 

There  was  no  history  of  familial  diseases.  Her 
mother  died  at  ninety-five  and  her  father  at  108. 
Two  brothers  are  alive  and  well.  One  brother 
died  of  typhoid,  one  of  tuberculosis,  and  a third 
of  a stroke.  One  sister  died  of  “hip  disease.” 
Physical  examination  revealed  a short,  poorly 
developed  and  nourished,  elderly,  white  female, 
appearing  chronically  ill.  The  skin  showed  a 
diffuse  brownish  pigmentation,  which  was 
marked  even  in  unexposed  areas.  There  were 
numerous  dark  brown  freckles,  especially  over 
the  face  and  arms.  Many  small  telangiectases 
were  present  especially  on  her  upper  extremities 
and  abdomen.  There  was  a rather  marked  loss 
of  subcutaneous  tissue. 

The  pupils  were  equal,  regular,  and  reacted  to 
light  and  accommodation.  There  was  no 
exophthalmos,  lagophthalmos,  nystagmus,  or 
weakness  of  the  extrinsic  muscles.  Pingueculae 
were  present  in  both  sclerae.  The  conjunctivae 
were  clear  but  somewhat  pale.  No  telangiec- 
tases or  cause  for  epistaxis  were  seen  in  the  nose. 
On  the  buccal  mucous  membrane  and  lower  lip 
were  a few  small  areas  of  brownish  pigmentation. 


From  the  Medical  Service  of  Dr.  Otto  M.  Schwerdt- 
feger,  Lenox  Hill  Hospital. 


The  tongue  was  rather  smooth  with  slight 
atrophy  of  the  papillae.  Numerous  telangiec- 
tases were  present  on  the  dorsal  and  inferior 
surfaces  of  the  tongue  (Fig.  1),  none  of  which 
were  larger  than  3 mm.  in  diameter.  They  were 
more  marked  on  the  left  half  of  the  tongue. 
One  was  also  present  on  the  left  buccal  mucosa. 
The  gums  were  atrophied.  The  pharynx  was 
negative. 

The  thyroid  was  not  palpable.  There  was  no 
glandular  enlargement.  The  veins  were  dis- 
tended but  did  not  fill  from  below. 

The  chest  was  of  normal  configuration.  The 
breasts  were  atrophic  and  tender  but  no  masses 
were  felt.  The  lungs  were  hyperresonant 
throughout.  Breath  sounds  were  vesicular  in 
character  with  a prolonged  expiratory  murmur. 
No  adventitious  sounds  were  heard.  The  apex 
beat  of  the  heart  was  visible  in  the  fifth  inter- 
costal space,  7Va  cm.  from  the  midsternal  line. 
The  heart  sounds  were  of  good  quality  and  regu- 
lar. A soft  systolic  murmur  was  audible  at  the 
apex.  The  radial  arteries  were  not  thickened. 
The  pulse  rate  was  82.  The  blood  pressures 
were : 120  systolic  over  70  diastolic. 

The  abdomen  was  somewhat  distended.  The 
liver  was  barely  palpable  and  not  tender.  The 
spleen  was  greatly  enlarged  and  extended  down 
to  the  left  iliac  crest  and  almost  to  the  midline. 

Both  legs  showed  extensive  ecchymoses  over 
the  anterior  surfaces,  most  marked  in  their 
proximal  halves.  A few  smaller  ones  were 
visible  on  the  anterior  aspect  of  the  left  thigh. 
These  areas  were  extremely  tender. 

The  reflexes  were  physiologic. 

The  anus  showed  a deep  brown  pigmentation. 
There  were  no  telangiectases  visible  in  either 
anus  or  rectum. 

Laboratory  Data. — Blood  count:  Hb.  (Sahli) — 
70  per  cent;  r.b.c.,  3,300,000;  w.b.c.,  1,400; 
polymorphonuclears,  81  per  cent;  lymphocytes, 
14  per  cent;  monocytes,  3 per  cent;  basophiles, 
2 per  cent;  color  index,  1.06;  platelets,  100,000. 

The  bleeding  time  was  7 minutes,  the  clotting 
time  was  5 minutes,  and  the  prothrombin  time 
was  normal.  The  tourniquet  test  (Rumpel- 
Leede)  was  positive.  The  plasma  fibrin  was  385 
mg.  per  cent. 

A fragility  test  of  the  red  blood  cells  showed 
slightly  increased  resistance  to  hemolysis. 

Blood  chemistry:  urea  nitrogen,  8.6  mg.  per 

cent;  creatinine,  0.05  mg.  per  cent ; uric  acid,  1.6 
mg.  per  cent;  sugar,  85  mg.  per  cent;  serum 
calcium,  8.6  mg.  per  cent;  serum  phosphorus,  2.8 
mg.  per  cent;  cholesterol,  139  mg.  per  cent; 
plasma  sodium,  270  mg.  per  cent  (117  me.)  and 
320  mg.  per  cent  (131  me.);  C02,  40.4  vol.  per 
cent. 

The  blood  Wassermann  was  negative. 

The  icteric  index  of  the  serum  was  10. 

Urinalyses  revealed  specific  gravities  ranging 
from  1.009  to  1.025;  1 to  2 plus  albumin;  a 
moderate  number  of  scattered  and  clumped  pus 
cells. 
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Fig.  1.  Drawing  showing  telangiectases  of  the  tongue  and  buccal  mucous  membrane. 


A gastric  analysis  showed  a free  acid  of  61 
equivalents  and  a total  acid  of  76  equivalents. 

Examination  of  the  stool  was  negative  for 
blood  on  several  occasions. 

A galactose  tolerance  test  for  liver  function 
was  normal,  0.04  Gm.  being  excreted  in  five 
hours. 

Roentgenograms  of  the  lower  extremities 
showed  a rather  marked  degree  of  cortical  atro- 
phy of  both  tibiae,  particularly  in  the  upper  and 
lower  fourths.  The  lower  femora  showed  similar 
changes.  The  walls  of  the  blood  vessels  were 
heavily  calcified.  A roentgenogram  of  the  chest 
revealed  the  cardiac  and  aortic  shadows  to  be 
slightly  widened  in  all  diameters  and  calcific 
deposits  in  the  mediastinal  nodes  of  the  left 
hilum.  A flat  plate  of  the  abdomen  was  negative 
except  for  extensive,  mottled,  calcific  deposits  on 
the  left  side  just  above  the  crest  of  the  ilium. 

A biopsy  of  the  skin  of  the  forearm  was  re- 
ported as  follows:  “In  the  basal  layer  of  the 

surface  epithelium,  the  cells  contain  a brownish 
granular  material.  The  pigment  is  within  the 
cells  and  none  is  present  in  the  surrounding  tis- 
sue. The  pigment  has  the  following  negative 
characteristics:  it  does  not  give  the  Prussian 

blue  reaction;  it  is  not  a lipoid  (hemofuscin) ; it 
does  not  give  the  reaction  for  oxidizing  granules 
(dopa  reaction).  It  is  blackened  by  silver  ni- 
trate (melanin  and  its  derivatives).” 

A splenic  biopsy  was  performed  with  the  Hoff- 
man punch.  The  pathologist’s  report  follows: 
“Microscopic  examination  (Fig.  2)  shows  splenic 
tissue,  including  capsule,  which  is  much  thick- 
ened by  fibrosis.  The  splenic  pulp  is  reduced  in 
amount  and  scattered  through  it  are  numerous 
small  and  larger  masses  of  large,  round,  or  poly- 
hedral cells  with  small  centrally  placed  nuclei 
and  abundant  acidophilic  cytoplasm  which  is 
either  coarsely  granulated  or  vacuolated.  These 
cells  correspond  to  the  characteristic  cell  of 
Gaucher’s  disease.” 

Blood  counts  taken  before  and  after  the  sub- 
cutaneous injection  of  5 minims  of  adrenalin 
showed  the  following : 


Before  Injec- 

W.B.C. 

P. 

L. 

M. 

E. 

B. 

tion 

4,200 

80 

16 

4 

0 

0 

15  min.  after 

12,050 

60 

36 

4 

0 

0 

30  min.  after 

9,800 

68 

28 

4 

1 

1 

45  min.  after 

7,000 

78 

18 

3 

1 

0 

Course. — Because  of  her  markedly  restricted 
diet,  there  arose  the  possibility  that  the  hemor- 
rhagic diathesis  was  related  to  deficiency  of 
vitamin  C.  She  was  placed  on  a high  vitamin  C 
diet  and  a course  of  cevitamic  acid  intravenously 
was  instituted,  with,  however,  no  effect  on  the 
tourniquet  test  or  the  ecchymoses. 

The  first  determination  of  the  blood  sodium 
was  low  and  the  report  on  the  skin  biopsy  showed 
the  pigment  to  be  a melanin  or  a melanin  deriva- 
tive. Although  Addison’s  disease  could  not 
adequately  explain  the  clinical  picture,  it  was 
decided  to  test  this  possibility  by  placing  her  on  a 
low  sodium  diet.  No  effects  were  noted. 

The  remaining  therapy  consisted  of  a high 
vitamin  diet,  liver,  and  iron.  The  ecchymoses 
were  gradually  absorbed  but  some  stiffness  of  the 
left  knee  resulted,  requiring  orthopedic  care. 

Comment. — As  autopsies  on  the  newborn  have 
demonstrated,  Gaucher’s  disease  is  characterized 
from  the  very  onset  by  a diffuse  involvement  of 
the  reticulo-endothelial  system.  According  to 
Pick,2  there  are  but  two  factors  that  alter  the 
clinical  picture  of  the  disease:  the  participating 

curve  of  the  organs,  which  determines  the  clinical 
type,  and  the  rate  of  growth  of  the  disease. 
How  exquisitely  chronic  the  rate  of  growth  can 
be  is  exemplified  by  our  patient  who  was  68  years 
of  age  at  the  time  the  disease  was  discovered. 
That  such  chronicity  is  not  unique  is  shown  by 
the  case  recently  reported  by  Bessie,3  who  was 


January  15,  1940] 


CASE  REPORTS 


135 


62  years  of  age  at  the  time  of  observation. 
Horsley,  et  al.,A  have  tabulated  in  71  cases  the 
ages  at  which  the  disease  was  first  noticed  and 
they  list  9 cases,  including  their  own,  who  were 
30  years  of  age  or  over.  The  eldest  was  56. 
Gaucher’s  disease  must,  therefore,  be  considered 
in  the  differential  diagnosis  of  splenomegaly  re- 
gardless of  the  patient’s  age. 

Another  interesting  feature  of  our  case  was  the 
multiple  telangiectases  exhibited  by  the  patient. 
A diagnosis  of  Rendu-Osler-Weber’s  disease5 
complicating  the  Gaucher’s  disease  was  enter- 
tained at  first.  The  absence  of  a hereditary 
familial  history  and  the  lack  of  relationship  be- 
tween the  purpura  and  the  telangiectases,  how- 
ever, made  this  assumption  untenable.  Al- 
though she  suffered  from  epistaxes,  no  telangiec- 
tases were  found  in  the  nose  and  the  patient  her- 
self attributed  them  to  trauma.  Fitz-Hugh6  has 
described  4 cases  of  hereditary  hemorrhagic 
telangiectasia  associated  with  enlargement  of  the 
liver  and  spleen  and  has  collected  several  others 
from  the  literature.  They  bear  no  resemblance 
to  our  case  except  for  the  similarity  in  blood 
group  (O) . In  his  only  autopsied  case,  the  spleen 
showed  a chronic  hyperplasia  with  fibrosis  and 
numerous  areas  of  hemorrhage.  The  telangiec- 
tases shown  by  our  patient  are  best  considered  as 
a senile  manifestation.  That  we  were  unable  to 
find  any  mention  of  them  in  the  literature  on 
Gaucher’s  disease  would  then  be  explicable,  as 
the  reported  cases  comprise  on  the  whole  a much 
younger  age  group.  Her  hemorrhagic  diathesis 
is  adequately  explained  by  the  thrombocyto- 
penia. 

There  is  little  reference  in  the  literature  to  the 
nature  of  the  skin  pigment  in  Gaucher’s  disease. 
It  is  generally  held  that  the  pigmentation  of  the 
internal  organs  is  derived  from  the  increased 
blood  destruction  constantly  present  in  the  dis- 
ease. In  the  hematopoietic  and  lymphatic  sys- 
tems, it  consists  predominantly  of  hemosiderin, 
although  iron-free  pigment  is  also  occasionally 
found  outside  of  these  structures.  With  regard 
to  the  pigmentation  of  the  skin,  Pick2  merely 
states  that  it  is  an  autogenous  pigment  and  is  an 
expression  of  the  hemachromatosis.  The  chemi- 
cal tests  performed  on  the  patient’s  skin  removed 
by  biopsy  indicated  that  it  was  melanin  or  a 
melanin  derivative. 

Because  of  her  age,  Gaucher’s  disease  was  not 
seriously  considered  at  first  in  the  differential 
diagnosis.  It  was  soon  realized,  however,  that 
the  galaxy  of  signs  exhibited  by  the  patient,  such 
as  pigmentation,  pingueculae,  hypochromemia, 
leukopenia,  thrombocytopenia,  purpura,  en- 
larged spleen,  and  changes  in  the  long  bones 
could  fit  into  no  other  clinical  syndrome.  We 


Fig.  2.  Photomicrograph  (X  300)  of  tissue 
obtained  by  splenic  puncture  showing  Gaucher’s 
cells. 

decided,  therefore,  to  clinch  the  diagnosis  by 
means  of  a splenic  puncture.  Although  not  en- 
tirely devoid  of  danger,  at  least  6 cases  have  been 
successfully  diagnosed  by  this  procedure.7 
Following  the  puncture,  alarming  symptoms  of 
collapse  appeared  from  which,  however,  she 
quickly  rallied. 

Summary 

1.  A case  of  Gaucher’s  disease  in  a Jewish 
female,  aged  68,  is  reported  as  the  eldest  thus 
far  recorded  in  the  literature. 

2.  The  unique  association  of  the  disease  with 
multiple  telangiectases  and  their  probable  senile 
origin  is  discussed. 

3.  The  skin  pigment  was  shown  to  be  mela- 
nin or  a melanin  derivative. 

4.  The  diagnosis  of  Gaucher’s  disease  was 
confirmed  by  a splenic  puncture. 

The  patient  was  again  admitted  to  Lenox  Hill 
Hospital  in  the  spring  of  1939  with  a recurrence 
of  purpuric  manifestations.  The  laboratory 
workup  was  essentially  the  same.  A moderate 
anemia  was  present  and  the  patient  was  treated 
supportively  with  high  vitamin  diet,  cevitamic 
acid,  and  liver  extract  intramuscularly.  She 
was  discharged  much  improved  after  a short  stay 
in  the  hospital.  Her  present  age  is  71  years. 
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CHRONIC  GASTRITIS  CAUSED  BY  GASTRIC  BEZOAR 

Max  Weitzen,  M.D.,  New  York  City 


The  object  of  this  report  is  chiefly  a brief 
discussion  of  an  unusual  and  unique  case 
which  was  characterized,  especially,  by  a pe- 
culiar set  of  symptoms  pointing  toward  more 
than  one  disease  manifestation.  The  pre- 
dominating high  lights  for  critical  considera- 
tion were  those  of  active  duodenal  ulcer,  ad- 
vanced thyrotoxicosis,  and  hypoglycemic  reac- 
tion suggesting  pancreatic  hyperfunction.  The 
true  state  of  affairs,  however,  revealed  itself 
inconspicuously  and  when  least  expected.  The 
case  proved  to  be  one  of  the  so-called  rare  in- 
stances of  gastric  bezoars. 

Bezoar  is  the  term  applied  to  the  masses  found 
in  the  stomachs  and  intestines  of  animals  and 
men.  The  ancient  Arabians  called  it  badzehr, 
denoting  antidote.  It  was  highly  valued  by 
virtue  of  their  belief  in  its  power  to  counteract 
poison.  Bezoars  of  the  human  beings  are  classi- 
fied into  three  varieties1:  trichobezoars,  com- 

posed of  hair  balls  only;  trichophytobezoars, 
composed  of  hair  balls  and  vegetable  fibers; 
and  phytobezoars,  composed  of  vegetable  fibers 
and  concretions.  The  cause  of  bezoars  may 
also  be  traced  to  the  swallowing  of  skins,  seeds, 
fatty  acid  crystals,  shellac,  bismuth,  and  other 
mineral  salts.  The  muscular  contraction  of 
the  stomach  kneads  and  molds  the  swallowed 
plastic  material  into  casts  or  balls.  It  may  occur 
in  persons  with  mental  aberration  as  well  as  in 
those  of  perfectly  sound  mind. 

Symptoms  denoting  the  presence  of  these 
foreign  bodies  bear  no  characteristic  pattern. 
They  depend,  essentially,  upon  the  size  of  the 
mass,  irritability  of  the  gastric  mucosa,  second- 
ary ulcer  formation,  or  development  of  chronic 
gastritis.  Epigastric  pain  relieved  by  food  or 
alkalies,  however,  is  a fairly  constant  symptom. 
This  may  be  associated  with  flatulence,  nausea, 
vomiting,  and  irregular  bowel  action.  Gastric 
analysis  has  no  clinical  value  in  this  condition, 
achlorhydria  may  alternate  with  hyperacidity  at 
different  times.  In  the  large-sized  bezoars,  a 
palpable  upper  abdominal  tumor  is  readily  dis- 
closed, thus  greatly  adding  to  the  confusion  with 
regard  to  differential  diagnosis. 

Roentgen  examination,  likewise,  offers  no 
conclusive  diagnosis.  At  best,  this  may  reveal 
the  presence  of  a foreign  body  when  of  consider- 
able size.  When  secondary  ulcer  or  extensive 
gastritis  dominates  the  picture,  small  bezoars 
may  never  be  suspected  as  the  causative  agents 


of  the  existing  disorder.  Surgical  exploration  or 
spontaneous  evacuation  is  usually  the  more 
common  mode  of  obtaining  a definite  diagnosis. 

Case  Report 

P.  A.,  aged  twenty- two,  married,  had  had  no 
pregnancies  and  had  never  complained  of  any 
digestive  disturbance  prior  to  the  onset  of  the 
present  illness.  One  year  ago  she  was  suddenly 
seized  with  severe  epigastric  pain  after  eating  a 
dish  of  shrimps  and  was  relieved  by  treatment  a 
few  hours  later.  During  the  year  she  had 
several  similar  episodes,  after  eating  other  kinds 
of  food,  but  she  was  completely  relieved  within  a 
short  time.  She  enjoyed  total  freedom  from 
any  gastric  symptoms  during  the  intervals. 
About  one  month  ago  her  symptoms  assumed  a 
changed  aspect.  Severe  localized  epigastric  pain 
appeared  day  after  day,  two  or  three  horns  after 
each  meal.  This  was  associated  with  nausea 
and  occasional  vomiting,  continued  belching  of 
gas,  and  unbearable  flatulence.  She  also  com- 
plained of  heat  sensation  and  increased  per- 
spiration, weakness,  air  hunger,  fatigue,  and 
annoying  frequency  of  micturition. 

Most  bizarre  of  all  her  symptoms  was  a con- 
stant craving  for  any  and  all  kinds  of  food. 
General  comfort  and  satisfaction  was  obtained  by 
nothing  but  continued  eating  and  drinking. 
However,  she  had  failed  to  maintain  her  former 
weight.  She  had  lost  ten  pounds  within  that 
month.  Her  nights  were  undisturbed  by  any 
discomfort  whatsoever. 

Physical  examination  revealed  nothing  tan- 
gible upon  which  to  base  any  tentative  diagnosis. 
Offhand,  one  was  justified  in  suggesting  the 
existence  of  an  active  duodenal  ulcer.  On  fur- 
ther reflection,  however,  this  was  offset  by  the 
absence  of  characteristic  periodicity  and  seasonal 
recurrence,  response  to  neutralization  by  alka- 
lies, nocturnal  discomfort,  and  other  specific 
features  commonly  associated  with  peptic  ulcer. 

Evidence  of  increased  oxidation,  as  indicated 
by  her  loss  of  weight  despite  increased  consump- 
tion of  food  and  increased  production  of  heat  and 
excessive  perspiration,  was  indeed  highly  sug- 
gestive of  thyrotoxicosis,  hyperinsulinism  asso- 
ciated with  pancreatic  disease,  or  the  syndrome 
of  hypoglycemia  with  an  abnormal  response  to 
sugar  tolerance  test  in  the  presence  of  ulcer 
symptoms.2  This,  again,  failed  to  materialize. 
She  had  no  thyroid  enlargement,  no  exophthal- 
mos or  lid-lag,  no  tachycardia  or  characteristic 
blood  pressure,  no  marked  nervous  irritability  or 
fine  tremor  of  hands,  and  no  abnormal  blood 
sugar  curve. 

Roentgen  examination  occasioned  further 
confusion  of  the  issue  at  hand.  No  evidence  of 
ulcer  was  discernible  in  any  position.  The 
stomach  and  duodenum  appeared  normal  in 
size,  shape,  and  activity.  The  mottled  circular 
form  of  the  fundus  attracted  but  little  attention 
at  first  (Fig.  1).  After  partial  evacuation, 
however,  films  taken  in  the  right  oblique  position 
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Fig.  1.  Normal  stomach  and  bulb.  Slightly 
mottled  circular  cardia. 


revealed  a more  generalized  mottling  throughout 
the  entire  proximal  half  of  the  stomach,  not 
unlike  a generalized  polyposis  or  pseudopolyposis 
of  chronic  gastritis  (Figs.  2 and  3).  This  deduc- 
tion obtained  corroborative  evidence  by  the 
two-hour  film.  The  swollen  longitudinal  folds  of 
mucous  membrane,  significant  of  extensive 
gastritis,  abruptly  terminated  at  the  margin  of 
the  mottled  circular  cardia.  Finally,  the  well- 
filled  duodenal  bulb  revealed  a small  fleck  on 
the  lesser  curvature,  apparently  a shallow  second- 
ary ulcer  crater. 

The  true  significance  of  this  swarming  train  of 
symptoms,  however,  was  disclosed  during  the 
performance  of  a gastric  analysis.  A number 
of  small  black  bodies,  enmeshed  within  thick 
mucus,  were  found  in  the  fasting  stomach  con- 
tents. The  consistency  of  these  bodies  was  that 
of  fragments  of  old  clotted  blood,  apparently 
retained  between  the  thickened  folds  of  mucous 
membrane.  Eighty  cc.  of  this  material  were 
obtained  at  that  sitting.  It  consisted,  for  the 
most  part,  of  heavy  tenacious  mucus  and  a small 
amount  of  fluid  gastric  juice.  This  had  a free 
acidity  of  twelve  and  a total  acidity  of  twenty- 
eight.  A benzidine  test,  however,  was  entirely 
negative. 

One  of  these  black  bodies  was  soon  examined 
microscopically.  Instead  of  blood  elements, 
they  proved  to  be  composed  of  a mixture  of 
fibers  of  unequal  thickness  and  reflecting  blue, 
pink,  and  brown  colors.  The  very  thin  fibers 
were  identified  as  those  of  human  hair,  while 
those  of  heavier  caliber  had  no  distinctive  pattern 
(Fig.  4).  They  were  analogous  to  the  remains  of 
a disintegrated  piece  of  cloth,  originally  com- 
posed of  a diversity  of  colored  threads.  The 
presence  of  a swallowed  foreign  body  and  its 
retention  in  the  stomach  formed  an  indisputable 
fact.  Owing  to  the  rarity  of  the  condition,  how- 
ever, Dr.  Alfred  Plaut,  pathologist  to  Beth  Israel 
Hospital,  was  kindly  requested  to  examine  the 
same  slide.  His  report  was  nothing  but  con- 
firmative, specifying  additionally  that  the 
heavier  fibers  consisted  of  a mixture  of  variously 
colored  cotton  and  wool  threads. 


Fig.  2.  Rapidly  emptying  stomach.  Note 
the  appearance  of  gastritis  verrucosa  or  pseudo- 
polyposis. 


Fig.  3.  Two-hour  film.  Note  enlarged  circular 
cardia  and  irregular  swollen  rugae. 


The  final  diagnosis  was  no  further  mystery. 
Obviously,  all  her  symptoms  could  readily  be 
ascribed  to  the  constant  irritation  induced  by  the 
presence  of  a gastric  trichophytobezoar.  Pro- 
gressive development  of  chronic  gastritis  was  the 
primary  pathologic  factor.  The  hypochlorhy- 
dria,  secondary  anemia,  and  the  increased  bowel 
action  were  inevitable  sequelae  responsible  for 
her  deficient  digestion  and  utilization  of  the 
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Fig.  4.  First  portion  of  bezoar  obtained  through 
the  stomach  tube.  Highly  enlarged. 


excess  food  by  the  overburdened  and  irritable 
stomach.  The  secondary  duodenal  ulcer  ap- 
parently played  a minor  role  in  the  production  of 
this  complex  symptomatology. 

The  patient’s  ready  cooperation  was  a direct 
aid  to  the  final  solution  of  the  problem.  She 
had  acquired  the  habit,  unconsciously,  of  biting 
and  swallowing  the  ends  of  the  different  threads 
during  her  work  of  sewing  on  hundreds  of  labels 
on  finished  white-goods  garments.  This  was 
continued  every  day  for  several  years.  She 
modestly  conceded,  however,  that  she  also  en- 
joyed biting  and  chewing  “other  things.” 

She  made  a complete  recovery  and  gained 
strength  and  weight  on  a comparatively  mild 
medical  regimen  and  continued  gastric  lavage.* 
A much  larger  portion  of  that  extraneous  mate- 
rial was  brought  to  light  for  our  mutual  benefit 
(Fig.  5). 

Comment 

Cases  presenting  atypical  symptoms  and 
signs  of  digestive  disturbance  are  not  of  uncom- 

*  To  date,  January,  1940,  the  patient  has  had  no  repe- 
tition of  any  symptoms  of  digestive  disturbance.  This 
proves  conclusively  that  her  prior  symptoms  were  caused 
by  nothing  but  the  presence  of  the  bezoar. 


Fig.  5.  Second  and  larger  portion  of  bezoar. 
Dislodged  by  stomach  tube  and  appeared  by 
vomiting.  Slimy  mucus  surrounding  the  strands. 

mon  occurrence.  These,  for  lack  of  concrete 
evidence,  are  usually  designated  as  nervous  in- 
digestion or  other  applied  terms,  especially  so  in 
the  younger  adults  of  modern  times.  This 
case,  therefore,  may  rightfully  serve  as  a stimulus 
to  bear  in  mind  the  prevalence  of  like  habits  with 
innumerable  other  workers  in  the  needle  trades. 
The  problem  of  the  etiologic  factor  responsible 
for  certain  obscure  cases  of  indigestion  may 
occasionally  be  solved  with  more  ease. 

313  East  17th  Street 
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EXTREME  FATIGUE  OR  EXHAUSTION  AS  A SOLE  SYMPTOM  OF  HEART 

FAILURE 

Julius  A.  Oshlag,  M.D.,  New  York  City 
( From  Riker's  Island  Hospital,  Department  of  Correction,  New  York  City) 


It  has  been  denied  that  left  ventricular  failure 
may  first  be  manifested  by  fatigue  or  a sense 
of  exhaustion.  MacKenzie1  states  that  exhaus- 
tion due  to  an  ineffective  heart  beat  rarely  occurs 
and  then  only  in  extreme  cases  of  heart  failure, 
and  advises  that  if  the  limiting  sensation  be  ex- 
haustion a careful  scrutiny  be  made  for  causes 
other  than  the  heart.  Other  authors2,3,46,  de- 
scribing the  early  symptoms  of  cardiac  insuffi- 
ciency fail  to  mention  this  symptom,  stressing 
instead,  the  more  commonly  observed  symptoms 
of  failure  behind  the  affected  ventricle. 

On  the  other  hand,  Harlow  Brooks6  states: 
“One  of  the  less  frequently  recognized  symp- 


toms, especially  by  the  patient  himself,  is  ex- 
haustion and  loss  of  strength.  This  state  may 
exist  often  for  a very  long  time  without  the  ap- 
pearance of  other  signs  or  symptoms  likely  to 
arouse  the  apprehension  of  the  patient.”  There 
are  other  descriptions  of  the  appearance  of  this 
symptom7’8,11  and  of  its  physiologic  basis.9 

It  was  felt  that  the  unusually  long  period  of 
time  during  which  fatigue  and  exhaustion  domi- 
nated the  clinical  picture  justifies  the  report  of 
the  following  case. 

A.  D.,  an  unmarried  white  female  housekeeper, 
aged  46,  was  first  seen  on  June  2,  1936.  She 
complained  of  a feeling  of  exhaustion  and  of  hav- 
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ing  been  extremely  tired  and  sleepy  for  the  past 
four  or  five  months.  After  sleeping  soundly  for 
eight  to  ten  hours  she  would  arise  to  find  it  too 
great  an  effort  to  dress  completely.  Ten  minutes 
of  housework  necessitated  a rest  of  at  least 
twenty  minutes.  She  took  long  naps  during  the 
morning  and  afternoon,  and  indeed  found  it  diffi- 
cult to  resist  sleeping  at  almost  any  opportunity. 
On  two  occasions  she  had  fallen  asleep  in  the 
subway  and  had  been  carried  past  her  destina- 
tion. Walking  a flight  of  stairs  made  her  breathe 
hard  but  the  actual  limiting  symptom  was  fatigue 
and  not  dyspnea.  There  were  no  palpitations, 
precordial  pain,  orthopnea,  or  other  symptoms 
relative  to  the  cardiovascular  system.  Her 
habits  were  good  and  her  past  history  was  nega- 
tive except  for  measles  in  childhood  and  neuritis 
at  age  31.  She  had  one  brother  who  died  at  the 
age  of  37  of  pneumonia  and  one  sister  who  died 
at  the  age  of  35  of  childbirth.  Both  of  these 
were  said  to  have  had  heart  disease,  but  the  type 
was  not  known. 

At  a much  later  date  the  patient  admitted  that 
some  eight  months  prior  to  the  date  on  which  she 
was  first  seen,  after  experiencing  the  same  symp- 
toms for  approximately  two  months,  she  had 
visited  a physician  in  a distant  city  who  had 
studied  her  extensively  and  finally  given  her 
digitalis  apparently  as  a diagnostic  test.  She 
improved  remarkably  with  this  and  felt  quite 
well  until  a short  time  after  she  had  finished  the 
medicine.  Unfortunately  she  did  not  recall  the 
name  of  the  physician  nor,  until  reminded,  the 
name  of  the  drug,  and  thus  no  data  was  available 
from  this  source. 

General  physical  examination  on  the  day  of  her 
first  visit  was  essentially  negative  except  for 
slight  obesity  and  changes  suggestive  of  very 
early  sclerosis  observed  in  the  fundus  of  the  eye. 
Blood  pressure  was  162/98.  Pulse  rate  and 
ventricular  rate,  84.  Heart  sounds  were  of  good 
quality,  A2  > P2 . There  was  a soft  low-pitched  sys- 
tolic murmur  at  the  apex,  not  transmitted  and 
present  in  both  the  erect  and  supine  positions. 
The  apex  was  in  the  fifth  intercostal  space,  10.4 
cm.  to  the  left  of  the  midsternal  line  and  outside 
the  midclavicular  line.  There  was  regular  sinus 
rhythm.  Fluoroscopy  revealed  an  enlarged  left 
ventricle. 

During  the  next  month  the  symptoms  and 
findings  noted  above  did  not  change  and  the 
following  laboratory  data  was  obtained:  urine 

negative;  Wassermann  negative;  blood  count 
showed  a very  mild  secondary  anemia;  electro- 
cardiograph including  lead  IV  negative;  cardiac 
mensuration  TTW  25.1,  ML  10.1,  MR  4.4, 
LDH  13.6;  basal  metabolic  rate  plus  9;  blood 
urea,  NPN,  creatinine,  and  sugar  were  within 
normal  limits. 

On  nonspecific  treatment  including  mainly 
weight  reduction  and  an  iron  tonic  there  was 
some  very  slight  improvement  though  the  fatigue 
remained  a definitely  limiting  symptom. 

On  February  16,  1937,  after  an  absence  of 
about  five  months  she  returned  presenting  prac- 
tically the  same  symptoms  as  she  had  on  her 
first  visit.  On  this  date  digitalis  was  commenced 
and  the  name  of  the  drug  reminded  her  that  she 
had  taken  it  before.  When  she  returned  a week 
later  all  of  her  symptoms  had  disappeared.  This 
was  the  first  time  she  had  been  able  to  get  about 
her  daily  routine  without  the  sense  of  fatigue 
since  she  had  run  out  of  the  digitalis  tablets  pre- 


scribed by  the  physician  who  had  seen  her  in  the 
distant  city.  On  February  23,  1937,  she  was 
advised  to  take  a grain  and  a half  tablet  daily 
and  to  return  regularly  until  such  time  as  a main- 
tenance dose  might  be  established. 

Despite  this  instruction  she  did  not  again 
return  until  July  8,  1937.  She  stated  that  she 
had  taken  the  digitalis  regularly  up  to  the  first 
week  in  April  when  she  ran  out  of  tablets.  From 
that  time  on  the  symptoms  gradually  returned 
until  at  the  time  of  this  visit  she  was  so  weak  and 
tired  that  she  had  not  the  strength  to  brush  her 
teeth  completely  without  resting  at  least  once 
during  the  process.  She  was  again  digitalized 
and  within  a week  was  quite  well. 

On  July  27,  1937,  she  stated  that  she  had  been 
faithfully  taking  the  digitalis  but  that  several 
days  before  this  date  she  had  given  her  house  an 
entire  cleaning,  moved  furniture  and  run  up  and 
down  stairs  frequently,  following  which  she  had 
had  an  attack  of  shortness  of  breath  and  had 
coughed.  She  had  no  return  of  the  sense  of 
fatigue  but  the  shortness  of  breath  on  walking  up 
half  a flight  of  stairs  had  continued.  In  addition 
there  was  some  vertigo  on  stooping. 

Examination  on  this  date  revealed  in  addition 
to  findings  noted  above  a few  moist  rales  at  the 
bases  of  the  lungs  and  a very  mild  pretibial 
edema.  The  level  of  digitalis  was  raised  and  the 
maintenance  dose  slightly  increased.  When  last 
seen  on  September  16,  1937,  she  was  still  without 
symptoms. 

Comment 

There  can  be  little  doubt  that  the  symptoms 
presented  were  a result  of  failure  of  the  heart,  for 
they  were  thrice  relieved  by  digitalis  and  re- 
appeared when  the  drug  was  stopped,  whereas 
other  medication  had  little  or  no  effect.  Had 
the  symptoms  not  been  cardiac  in  origin,  digitalis 
would  have  had  no  effect  and  indeed,  with  the 
diminution  of  output8  distressing  symptoms 
might  have  been  added.  Additional  evidence 
that  the  fatigue  was  a result  of  cardiac  insuffi- 
ciency is  found  in  the  frank  backward  failure  pre- 
sented after  the  third  digitalization  and  relieved 
by  raising  the  digitalis  level. 

The  sensations  of  fatigue  and  exhaustion 
indicate  the  presence  of  oxygen  debt  and  of  ac- 
cumulation of  the  byproducts  of  muscle  ac- 
tivity.9-10 In  the  normal  individual  an  aug- 
mentation in  minute  output  compensates  for  the 
production  of  fatigue  bodies  up  to  a certain  point 
and  there  is  no  sensation  of  fatigue.  Absence  or 
notable  diminution  of  this  reserve  power  must  be 
considered  as  a failure  of  the  left  ventricle  and  in 
the  case  of  fatigue  as  a “forward  failure.” 

It  is  difficult  to  understand  in  the  above  case 
why  there  should  be  such  marked  forward  failure 
without  the  commonly  found  respiratory  symp- 
toms of  failure  behind  the  left  ventricle.  One 
may  fall  back  upon  the  explanation  of  individual 
variations  in  sensitivity  to  various  impulses  and 
postulate  an  undue  central  nervous  system  sensi- 
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tivity  to  fatigue  bodies.  That  this  is  not  wholly 
adequate  may  be  noted  in  the  case  reported 
above  by  the  final  appearance  of  full  blossomed 
left  ventricular  failure,  the  symptoms  of  which 
were  recognized  and  reported  by  the  patient. 

Summary 

A case  is  presented  in  which  excessive  fatigue  or 
exhaustion  appears  as  the  only  symptom  of 
cardiac  insufficiency  for  a matter  of  approximately 
23 V2  months. 
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LECTURE-CLINICS 

On  Friday  afternoons  from  November  through 
April,  Lecture-Clinics  are  being  held  at  the  Mary 
Imogene  Bassett  Hospital  in  Cooperstown. 
They  begin  at  four  o’clock  and  last  approxi- 
mately an  hour.  The  dates,  subjects,  and 
speakers  for  the  entire  series  are  listed  below. 
All  physicians  and  medical  students  are  cordially 
invited. 

November 

3 The  use  of  diet  and  insulin  in  the  treat- 
ment of  diabetes 
D.  M.  Kydd,  M.D. 

10  The  surgical  treatment  of  toxic  goitre 
M.  A.  McIver,  M.D. 

17  Functional  heart  disease 

F.  F.  Harrison,  M.D. 

24  The  pathological  physiology  and  treat- 
ment of  burns 

J.  E.  Macmanus,  M.D. 

December 

1 Diabetic  acidosis 

D.  M.  Kydd,  M.D. 

8 Birth  injuries  of  the  central  nervous  sys- 
tem 

Marjorie  F.  Murray,  M.D. 

15  Peptic  ulcer 

J.  E.  Patterson,  M.D. 

January 

5 Benign  hypertrophy  of  the  prostate 
J.  H.  Powers,  M.D. 

12  Botulism 

G.  M.  Mackenzie,  M.D. 

19  Epidemiology  and  diagnosis  of  acute  polio- 
myelitis 

F.  F.  Harrison,  M.D. 


26  Bacteriemia 

G.  M.  Mackenzie,  M.D. 

February 

2 Carcinoma  of  the  gastrointestinal  tract 
M.  A.  McIver,  M.D. 

9 Puerperal  infections 

G.  M.  Mackenzie,  M.D. 

16  Laboratory  aids  in  the  diagnosis  and  man- 
agement of  acute  infectious  disease 
R.  M.  Pike,  Ph.D. 

23  The  therapeutic  use  of  sulfanilamide  and 
sulfapyridine 

G.  M.  Mackenzie,  M.D. 

March 

1 Urologic  emergencies 
J.  H.  Powers,  M.D. 

8 Nephritis 

D.  M.  Kydd,  M.D. 

15  Intestinal  obstruction 

M.  A.  McIver,  M.D. 

22  Toxemias  of  pregnancy 
F.  J.  Atwell,  M.D. 

29  Infant  feeding 

Marjorie  F.  Murray,  M.D. 

April 

5 The  etiology  and  epidemiology  of  influenza 
R.  M.  Pike,  Ph.D. 

12  Geriatrics 

C.  C.  McCoy,  M.D. 

19  The  surgical  treatment  of  acute  chole- 
cystitis 

M.  A.  McIver,  M.D. 

26  Disease  of  the  gallbladder 
C.  C.  McCoy,  M.D. 


DR.  LONG  TO  ADDRESS  THE  GREATER  NEW  YORK  DIETETIC  ASSOCIATION 


The  annual  meeting  of  the  Greater  New  York 
Dietetic  Association  will  be  held  in  Hosac 
Hall,  the  Academy  of  Medicine,  2 East  103rd 
Street,  New  York  City,  on  February  7 at 
8:30  p.m. 

Dr.  Cyril  N.  H.  Long,  Sterling  Professor  of 
Physiological  Chemistry  at  Yale  University,  has 


received  special  recognition  for  his  literature  and 
lectures  on  the  influence  of  the  endocrine  glands 
on  metabolism.  His  subject  for  the  evening  will 
be  “Recent  Research  on  the  Control  of  Me- 
tabolism by  the  Endocrine  Glands.” 

Professional  friends  interested  in  dietetics  are 
cordially  invited  to  attend  the  meeting. 


Special  Article 

TWO  UNPUBLISHED  LETTERS  OF  DR.  FELIX  PASCALIS 

Howard  R.  Marraro,  Ph.D.,  Columbia  University,  New  York  City 


The  New  York  Historical  Society  has  two 
unpublished  letters  by  Dr.  Felix  Pascalis 
on  two  interesting  medical  and  public  health 
subjects.  The  first  letter  dated  New  York, 
April  7,  1823,  addressed  to  the  Honorable 
G.  C.  Verplanck,1  deals  with  the  appointment  of 
a resident  physician  in  New  York  City — a posi- 
tion for  which  he  was  applying.  The  second 
letter  dated  New  York,  March  22,  1825,  ad- 
dressed to  the  Honorable  Clarkson  Crolius,2 
deals  with  the  education  of  apothecaries  and  the 
manufacture  and  sale  of  drugs. 

Felix  Pascalis-Ouvriere,  the  author  of  these 
letters,  was  born  about  1750  in  France.  After 
receiving  his  medical  degree  from  the  Univer- 
sity of  Montpellier,  he  practiced  medicine  among 
the  French  colonists  in  Santo  Domingo.  In 
1793,  when  the  slave  insurrection  broke  out,  he 
was  forced  to  escape.  Together  with  other 
refugees,  he  settled  in  Philadelphia,  where  he 
practiced  medicine  during  the  next  seventeen 
years.  He  was  a prolific  writer  on  medical  sub- 
jects. Until  1801  he  signed  his  name  as  Pascalis 
Ouvri£re,  but  in  that  year  he  began  to  call  himself 
Felix  Pascalis.  His  wide  experience  with  yellow 
fever  during  his  residence  in  the  West  Indies 
qualified  him  to  write  with  authority  on  that 
disease,  of  which  there  were  several  severe  out- 
breaks in  Philadelphia  during  that  period.  In 
1796  he  published  Medico-Chymical  Dissertations 
on  the  Causes  of  the  Epidemic  Called  Yellow  Fever 
and  on  other  medical  subjects. 

A follower  of  Benjamin  Rush,  Dr.  Pascalis 
at  first  believed  in  the  domestic  origin  of  the 
disease,  but  later,  in  1805,  after  a trip  to  Cadiz 
and  Gibraltar  to  study  the  diseases  of  warm 
climates,  he  changed  his  views  and  believed 
that  yellow  fever  was  imported  by  fomites  car- 
ried in  ships. 

About  1810  he  left  Philadelphia  and  moved  to 
New  York,  where  he  lived  until  his  death  in 
1833.  He  was  closely  associated  with  Dr. 
Samuel  L.  Mitchell,  becoming  one  of  his  co- 
editors on  the  staff  of  the  Medical  Repository  from 
1813  to  1820.  He  was  greatly  interested  in 
botany  and  was  one  of  the  founders  and  at  one 
time  president  of  the  New  York  branch  of  the 
Linnaen  Society  of  Paris.  His  interest  on  the 
subject  of  the  danger  of  urban  burials  led  him  to 


publish,  in  1823,  a book  in  which  he  advocated 
the  construction  at  a distance  from  every  large 
city  of  a “Polyandrum”  or  general  cemetery, 
where  all  the  dead  of  the  city  should  be  interred 
in  hermetically  sealed  vaults.  Since  the  “Poly- 
andrum”  was  to  be  located  at  a distance  from 
the  city,  a series  of  stations,  which  Pascalis 
called  “luctuaries”  were  to  be  built  at  suitable 
intervals  to  afford  opportunities  for  the  cortege 
to  rest.  In  his  book  he  stated  that  a company 
was  being  organized  to  carry  his  ideas  into  effect. 

In  the  following  letters  the  spelling,  punctua- 
tion, and  syntax  occurring  in  the  originals  have 
been  retained. 

Felix  Pascalis  to  G.  C.  Verplank 

New  York,  April  the  7th  1823 

Sir: 

I take  the  liberty  of  addressing  you  to  sollicit 
the  good  effects  of  your  kindness  and  of  your 
official  influence  in  a circumstance  particularly 
interesting  to  this  City,  I mean  the  appointment 
of  the  Resident  Physician. 

I transmitted  sometime  ago  my  humble  peti- 
tion to  his  Excellency  for  the  honor  of  his  nomi- 
nation to  that  Office.  I also  availed  myself  of  the 
politeness  of  the  Hble  Walter  Bowne3  to  put  in 
his  hands  several  papers  and  documents  relative 
to  myself : But  from  another  quarter  I have  been 
informed  that  in  the  selection  of  a proper  per- 
son, the  Governor4  would  not  fail  consulting 
the  Gentlemen  of  the  New  York  delegation. 
I therefore  call  on  you,  Respected  Sir,  request- 
ing your  interest  in  the  occasion,  as  far  as  it  may 
not  be  otherwise  engaged. 

However  Honourable  a public  professional 
trust  may  be,  I confess  that  the  duties  of  this  are 
peculiarly  so  responsible,  while  it  exposes  at  all 
times  the  incumbent  to  the  conflict  of  various 
opinions,  that  I never  felt  much  encouraged  to 
place  myself  on  the  line  of  Candidates  in  the 
health  department;  Nor  would  I do  it  at  present 
but  for  the  following  reason  and  motive. 

By  the  inclosed  paper,  you  will  understand 
that  I have  advanced  certain  novel  views  and 
principles  in  explanation  of  the  causes  and  opera- 
tion or  diagnosis  of  the  yellow  fever  on  the  human 
system.6  It  was  late  in  the  season  of  the  elapsed 
year,  when  I was  struck  by  the  analogy  between 
the  symptoms  of  that  disease  and  those  which 
must  take  place  when  the  laws  of  respiration  can 
no  longer  afford  animal  heat,  nor  sufficiently  de- 
carbonize the  veinous  blood.  I had  therefore 
no  opportunity  to  add  to  my  theory,  the  ex- 
perimentum  crucis,  that  is,  the  cure  of  this  pesti- 
lential fever  by  obvious  means  that  might  restore 
animal  heat  and  continue  the  decarbonizing  proc- 
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ess  of  the  lungs;  and  for  procuring  such  facts, 
the  official  situation  of  a resident  physician, 
would  be  the  only  favourable,  there  always  being 
sporadic  cases  of  yellow  fever  in  the  City  and 
others  in  the  Lazaretto,  under  his  observation.6 

If  these  results  can  ever  be  obtained  all  mys- 
teries and  problems  in  the  generation  of  this 
disease  are  unravelled  and  resolved.  A great 
step  is  made  towards  the  preservation  of  man- 
kind, against  one  of  the  worst  pestilences.  As 
yet,  Sir,  I could  not  discover  any  objection 
against  my  hypothesis  and  I further  have  ob- 
tained important  medical  authorities  for  its  il- 
lustration. 

I beg  you  to  accept  my  best  wishes  for  the  pre- 
servation of  your  health  and  labours,  with  the 
assurance  of  the  most  respectful  sentiments, 

Sir,  Of  Your  Hb!e  & Obed*  Serv* 

(Signed)  Felix  Pascalis,  M.D. 

The  Hble  G.  Verplanck 
In  rear : 

The  HWe  G.  Verplanck 
in  Assembly 
Albany 

Felix  Pascalis  to  Clarkson  Crolius 

New  York  March  the  22d  1825 

Honoured  Sir: 

You  will  perceive  by  the  inclosed  petition  or 
memorial  of  the  incorporated  Medical  Society7 
that  it  has  long  been  our  wish  and  determination 
to  correct  the  evils  complained  of  in  the  prepara- 
tion and  Sale  of  medicines.  By  this  time  we 
might  have  been  successful  in  our  design,  had 
not  many  individuals  set  forth  their  own  views 
for  establishing  another  monopoly  in  a profes- 
sional branch,  instead  of  a plan  for  procuring 
instruction  and  competency  to  those  who  are 
to  exercise  it.  Better  to  cover  their  object  of  a 
speculating  enterprize,  they  have  produced  a 
Report  and  a Petition  exhibiting  nothing  but  the 
evils  as  aforesaid  and  the  necessity  of  a remedy 
and  thereby  have  obtained  the  Concurrence  of 
many  respectable  individuals.  But  the  bill 
before  the  Hon16  the  Assembly  bespeaks  loudly 
that  nothing  else  could  be  obtained  by  it  but  a 
privileged  stock  for  the  sale  of  medicine  without 
regulating  the  instruction  and  the  license  of 
those  who  are  to  prepare  and  sell  medicines.8 

The  task  of  inspection  atributed  by  the  Bill  to 
the  Presidents  of  our  medical  institutions  would 
be  of  no  avail  for  meliorating  the  present  con- 
dition of  our  Apothecary  Shops,  because  we  are 
not  judges  of  druggs  imported  and  stored  up. 
The  wholesale  dealers  are  the  most  competent 
judges  of  such  articles  and  it  is  not  from  them 
that  the  abuses  of  pharmacy  have  proceded,  but 
it  is  from  the  retailers  who  are  either  not  rich 
enough  to  procure  the  best  druggs  and  chemicals, 
or  are  not  sufficiently  qualified  to  prepare  medi- 
cines. 


The  want  of  a well  informed  and  Professional 
Apothecaries  in  the  City  obliges  the  Gentlemen 
of  the  Faculty  to  provide  in  their  respective 
offices  a small  Pharmacy  on  the  nature  of  which 
and  practical  use  they  have  been  instructed. 
But  this  task  is  interfering  very  much  with  their 
medical  and  surgical  avocations,  and  they  would 
be  glad  to  abandon  it  to  regular  Apothecaries 
and  thereby  to  increase  their  business,  if  they 
were  equally  qualified  and  instructed  as  they  are 
themselves.  The  respective  Professions  will 
then  be  placed  on  the  footing  they  ought  to  ob- 
tain and  which  they  have  already  in  Philadel- 
phia and  among  the  most  civilized  nations. 

I can  assure  you,  Dear  Sir,  that  the  medical 
County  Society  will  not  abandon  their  views 
and  intention  on  this  important  subject.  We 
hope  that  another  year,  with  the  concurrence  of 
the  State  Medical  Society,  with  that  of  many 
respectable  Druggists  who  have  a correct 
understanding  of  the  matter,  and  with  the 
parental  wisdom  and  authority  of  the  Legisla- 
ture, a wholesome  system  and  preservative  regu- 
lations will  be  obtained  for  the  preparation  and 
Sale  of  medicines  and  for  the  improvement  of  a 
Professional  branch  of  the  healing  art. 

Permit  me  to  subjoin  and  express  my  sincere 
wishes  for  your  health  and  prosperity  and  of  the 
affectionate  and  respectful  sentiments  of  your 
Neighbour  and  Humble  Serv- 

(Signed)  Felix  Pascalis,  M.D. 

Corresp?  Secret?' 
In  rear:  of  the  Med.  Soo 

Clarkson  Crolius  Esq' 

The  Honble  Speaker  of  the  House  of  Assembly 
Albany 

Footnotes 

1.  Gulian  Crommelin  Verplanck  (1786-1870).  Au- 
thor and  congressman.  Graduated  from  Columbia  in 
1801.  Admitted  to  the  bar  in  1807.  Was  elected  to 
the  New  York  Assembly  in  1820,  1821,  and  1822,  where 
his  chief  interests  were  educational  subjects.  In  1824 
he  was  elected  to  the  House  of  Representatives,  and  from 
1838  to  1841  he  was  New  York  State  Senator. 

2.  Clarkson  Crolius  (1773-1843).  Born  in  New  York 
City,  hor  a long  time  he  was  a member  of  the  New 
York  Common  Council,  and  for  ten  years  a representa- 
tive to  the  State  Assembly,  of  which  he  was  elected  Speaker 
in  1825. 

3.  Walter  Bowne  ( -1846).  Grand  Sachem  of 

the  Tammany  Society  in  1820.  Represented  New  York 
in  the  State  Senate  for  three  successive  terms.  Ap- 
pointed mayor  by  the  Common  Council  (1827—1831). 

4.  Joseph  C.  Yates,  Governor  of  New  York  from 
November  6,  1822  to  November  3,  1824. 

5.  Dr.  Pascalis  is  probably  referring  to  his  “A  state- 
ment of  the  occurrences  during  a malignant  yellow  fever, 
in  the  City  of  New  York,  in  the  summer  and  autumnal 
months  of  1819;  and  of  the  check  given  to  its  progress 
by  the  measures  adopted  by  the  board  of  health.” 
[1819]. 

6.  In  1822  there  were  1,236  deaths  from  yellow  fever 
in  New  York  City. 

7.  The  New  \ork  County  Medical  Society  and  the 
New  York  State  Medical  Society  were  established  in  1806. 

8.  Pharmacists  began  to  receive  instruction  in  New 
York  City  in  1829  at  the  College  of  Pharmacy  of  the 
City  of  New  York,  a department  of  Columbia  Univer- 
sity. 


FUNDAMENTALS 

I ask  that  we  may  recognize  that  a physician 
may  be  a great  doctor  without  doing  original  and 
basic  laboratory  investigation ; that  such  research 
belongs  to  the  research  investigator  and  practice 


to  the  practitioner.  And  most  of  all,  I hope  that 
we  will  go  back  to  the  training  of  medical  stu- 
dents clinically  by  great  clinicians  to  be  great 
clinicians. — H.  W.  Haggard,  M.D. 


Medical  News 


The  Council  Favors  Medical  Indemnity  Insurance  Plans 


Voluntary  medical  and  surgical  insurance 
against  physician’s  fees  received  further 
impetus  when  the  Council  of  the  Medical  Society 
of  the  State  of  New  York  acted  favorably  on  a 
special  committee’s  report  on  insurance  pre- 
sented by  Dr.  Herbert  H.  Bauckus  of  Buffalo  as 
chairman,  on  December  15. 

The  action  taken  assures  wider  acceptance  by 
physicians  throughout  the  state  of  the  voluntary 
insurance  principle.  It  is  expected  that  a num- 
ber of  new  organizations  will  be  formed  in  addi- 
tion to  the  three  which  have  already  received 
official  authority  from  the  State  Department  of 
Social  Welfare  to  operate.  These  are:  Medical 

and  Surgical  Care  of  Utica;  Western  New  York 
Plan  of  Buffalo;  and  Medical  Expense  Fund  of 
New  York  and  Brooklyn. 

The  purpose  of  these  nonprofit  organizations, 
composed  of  physicians  and  laymen,  is  to  provide 
insurance  against  doctors’  fees  up  to  specified 
amounts,  by  the  payment  of  annual  charges 
under  plans  similar  to  the  3-cents-a-day  hospital 
insurance  system.  The  plan  is  approved  by  the 
organized  medical  profession  as  a substitute  for 
compulsory  health  insurance  under  government 
control. 

Compulsion  Avoided 

“Compulsory  health  insurance  will  be  un- 
necessary,” stated  Dr.  Peter  Irving,  secretary 
and  general  manager  of  the  state  society,  “if 
these  projects  are  successful.  Through  the 
voluntary  principle,  the  same  low-income  groups 
are  to  be  cared  for  as  has  been  proposed  should 
be  done  by  compulsory  payroll  taxation.  The 
basic  difference  is  that  persons  are  not  forced  to 
pay  against  their  will  and  government  control  is 
eliminated.” 

In  the  absence  of  statistical  information  as  to 
the  extent  of  use  of  the  plan,  costs  cannot  be 
known  in  advance,  Dr.  Irving  explained.  “Ac- 
tuarial knowledge  derived  from  the  operation  of 
hospital  insurance  plans  as  well  as  commercial 
accident  and  health  insurance  companies  is  in- 
applicable.” 

The  greatest  threat  to  the  principle  of  volun- 
tary insurance,  Dr.  Irving  stated,  is  that  the  use 
of  services  of  physicians  might  far  outrun  expec- 
tations and  create  ruinous  deficits. 

Doctors  Solve  Problem 

This  problem  has  been  solved,  Dr.  Irving  be- 
lieves, by  what  amounts  to  the  doctors  them- 
selves issuing  their  insurance. 

“If  there  is  a deficit,”  said  Dr.  Irving,  “the  loss 
will  be  prorated  among  the  participating  physi- 
cians by  means  of  the  ‘unit  system.’  Services 
rendered  will  not  be  paid  for  in  full,  but  credited 
to  the  physician  on  a unit  basis.  Financial 
settlements  will  be  made  periodically,  only  to 
the  extent  of  sums  available  from  the  fund. 

“If  there  is  a loss,  the  physician  concerned  will 
share  it  pro  rata;  if  there  is  a profit  it  will  be 
added  to  the  surplus  for  emergencies  such  as  epi- 
demics, used  to  reduce  the  member’s  annual 
contributions,  or  to  increase  the  benefits.” 


The  special  committee  of  the  society  appointed 
to  assist  officials  of  the  new  organization  in  solv- 
ing operation  problems  consists  of  Dr.  William 
Hale,  of  Utica,  and  Dr.  Walter  T.  Dannreuther,  of 
New  York,  in  addition  to  Dr.  Bauckus. 

Quantum  Theory  of  Health  and  Illness 

The  New  York  Herald  Tribune  makes  the 
comment  that  when  the  Council  of  the  Medical 
Society  of  the  State  of  New  York  approved  the 
report  of  its  committee  on  voluntary  health 
insurance  it  gave  tacit  approval  to  what  could  be 
accurately  described  as  the  quantum  theory  of 
health,  this  latter  term  including  its  negative 
aspect — illness.  The  committee’s  report  sanc- 
tioned a plan  under  which  payments  are  made 
during  the  usual  long-continued  periods  of  health 
to  pay  for  the  medical  cost  of  “catastrophic  ill- 
ness.” The  catastrophic  factor  for  the  average 
individual  is  usually  made  up  principally  of  the 
medical  and  hospital  cost,  thanks  to  the  highly 
advanced  state  of  medical  science.  These  costs 
are  too  great  to  be  met  out  of  the  miscellaneous 
item  in  any  weekly  or  monthly  budget,  and  it  is 
only  at  rare  intervals  that  there  is  any  necessity 
for  meeting  them,  but  if  a portion  of  the  miscel- 
laneous fund  is  permitted  to  accumulate  it  would 
be  adequate  to  eliminate  the  catastrophic  phase 
of  an  illness. 

Sudden  onset  of  illness  in  the  midst  of  health  is 
comparable  to  the  sudden  emission  of  a quantum 
of  energy  by  an  atom  and  its  consequent  reduc- 
tion to  a lower  energy  state.  The  insurance 
method  of  paying  the  cost  of  illness  could  be 
considered  a form  of  quantum  financing.  Illness 
seldom  comes  to  us  slowly,  or  even  when  it  does 
come  by  imperceptible  stages  the  crisis  usually 
arrives  quickly  or,  in  the  language  of  the  physi- 
cist, it  arrives  as  a quantum  of  illness. 

Nearly  all  of  our  activities  are  carried  on  under 
the  quantum  theory  system.  We  conserve 
kindly  feeling  and  generosity  throughout  the 
year  and  when  the  Christmas  season  arrives  we 
emit  multitudes  of  quanta  of  gifts  and  good  will. 
We  then  start  saving  for  vacation  and,  when 
summer  arrives,  emit  all  of  our  resources  in 
recreation  quanta.  We  work  for  a week  or 
month  and  then  receive  our  compensation  as  a 
quantum  of  wages  or  salary.  We  preserve  a 
state  of  sobriety  for  a long  period  and  then  fall 
off  the  water  wagon  into  a quantum  of  indul- 
gence. When  we  speak  in  the  popular  idiom  and 
say  “everything  comes  in  bunches”  we  are  ex- 
pressing the  same  thought  as  the  scientist  who 
would  say  the  phenomena  of  life  can  be  described 
in  terms  of  a quantum  theory. 

When  we  recognize  the  fact  that  seemingly 
chaotic  experiences  of  daily  existence  have  an 
orderly  basis  that  can  be  described  by  scientific 
laws,  and  when  we  learn  to  provide  solutions  that 
match  our  problems,  fewer  events  in  our  lives 
will  present  “catastrophic”  aspects.  Such  scien- 
tific planning  of  our  individual  lives  as  is  fostered 
in  its  sphere  by  the  Medical  Society  of  the  State 
of  New  York  possesses  the  advantage  of  retaining 
for  the  individual  maximum  control  over  his  own 


143 


MEDICAL  NEWS 


144 


[N.  Y.  State  J.  M. 


affairs.  If  we  sacrifice  our  individual  freedom,  certain  probability  of  “catastrophic”  social, 
concludes  the  Herald  Tribune,  we  face  the  almost  political,  and  economic  ills. 


County  News 


Albany  County 

Dr.  Philip  L.  Forster  was  elected  president  of 
the  Albany  County  Medical  society,  succeeding 
Dr.  James  S.  Lyons,  on  December  6. 

Other  officers  elected  were:  vice-president, 

Dr.  Thomas  O.  Gamble;  secretary,  Dr.  Homer 

L.  Nelms;  treasurer.  Dr.  Frances  E.  Vosburgh; 
historian,  Dr.  Charles  K.  Winne,  Jr. 

Named  censors  were  Dr.  Lyons,  Dr.  Arthur  J. 
Wallingford,  Dr.  John  B.  Horner,  Dr.  Morgan 
O.  Barrett,  and  Dr.  John  J.  Phelan. 

Delegates  to  the  State  Medical  society  are  Dr. 
Stanley  E.  Alderson,  Dr.  William  B.  Cornell,  and 
Dr.  Raymond  F.  Kircher,  with  Dr.  Emerson  C. 
Kelly,  Dr.  Charles  A.  Perry,  and  Dr.  I.  J.  Mur- 
nane  as  alternates. 

Cayuga  County 

The  134th  Annual  Dinner  Meeting  of  the 
Medical  Society  of  the  County  of  Cayuga  was 
held  on  Thursday,  December  14,  1939,  in  the 
Osborne  Hotel,  Auburn,  New  York. 

Business  session,  with  reports  of  officers  for 
1939,  was  held  at  6:30  p.m.,  with  dinner  for  mem- 
bers and  their  wives  at  7:00  p.m. 

The  speaker  of  the  evening  was  Milledge  L. 
Bonham,  professor  of  history,  Hamilton  College, 
Clinton,  New  York,  who  gave  a very  interesting 
talk  on  “American-Canadian  Relations.” 

The  following  members  were  elected  officers  for 
the  year  1940: 

W.  A.  Tucker,  M.D.,  president;  E.  J.  Kemp- 
fon,  M.D.,  vice-president;  S.  J.  Karpenski, 

M. D.,  secretary;  R.  J.  Thomas,  M.D.,  treas- 
urer; board  of  censors,  Drs.  L.  F.  O’Neill,  Wil- 
fred Sefton,  F.  L.  Okoniewski,  L.  D.  Burlington, 
and  M.  L.  Seccomb;  delegate  to  the  7th  District 
Branch,  J.  L.  Wiley,  M.D.;  alternate  to  the  7th 
District  Branch,  M.  O.  Parker,  M.D.;  delegate 
to  the  State  Convention,  H.  S.  Bull,  M.D.; 
alternate  to  the  State  Convention,  W.  B.  Wilson, 
M.D. — Reported  by  S.  J.  Karpenski,  M.D.,  Secy. 

Chenango  County 

Dr.  T.  Wood  Clarke,  of  Utica,  and  Dr.  Joseph 
R.  Wiseman,  of  Syracuse,  were  the  speakers  at 
the  annual  meeting  of  the  Chenango  County 
Medical  Society  at  its  135th  annual  session  at  the 
Norwich  Club  on  December  12. 

The  program  followed  a business  session  at 
1:30.  The  society  joined  the  Norwich  Rotary 
for  luncheon  at  noon. 

Erie  County 

Following  an  illness  of  only  a few  days,  Dr. 
Harry  M.  Weed,  Buffalo  eye  specialist  for  thirty- 
five  years,  died  on  December  5 in  his  home,  196 
Linwood  Ave.  Death  was  attributed  to  coro- 
nary thrombosis.  Dr.  Weed  was  65.  He  was 
professor  of  ophthalmology  in  the  U.  B.  Medical 
School  for  fifteen  years  and  last  June  became 
professor  emeritus.  He  was  consultant  at  the 
General  and  Meyer  hospitals  and  attending 
ophthalmologist  at  the  Millard  Fillmore,  Chil- 
dren’s and  St.  Mary’s  Hospitals  and  the  Moses 
Taylor  Hospital  in  Lackawanna. 


During  the  World  War  he  served  in  France 
with  the  Buffalo  medical  unit  at  Base  Hospital 
23. 

Kings  County 

The  scientific  program  at  the  meeting  of  the 
Medical  Society  of  the  County  of  Kings,  on  De- 
cember 19,  included  these  features: 

Address:  “Allergic  and  Non- Allergic  Hyper- 

sensitivity as  Factors  in  Industrial  Dermatitis,” 
Marion  B.  Sulzberger,  M.D.,  Manhattan. 

Address:  “Inhalation  Allergy:  Recent  Ex- 

periences,” Samuel  M.  Feinberg,  M.D.,  F.A.C.P., 
Chicago,  111. 

Dr.  Hyman  I.  Teperson  has  been  elected  presi- 
dent of  the  East  New  York  Medical  Society,  one 
of  the  oldest  organizations  of  its  type  in  Brook- 
lyn, at  the  thirtieth  annual  meeting  in  the  Temple 
Petach  Tikvah,  Rochester  Ave.  and  St.  John’s 
Place. 

Dr.  Teperson  is  attending  radiologist  at  the 
Brooklyn  Cancer  Institute,  Beth  El  Hospital, 
Brooklyn  Women’s  Hospital,  and  other  institu- 
tions. He  is  an  overseas  veteran  of  the  World 
War,  a member  of  the  Officers’  Reserve,  and  a 
colonel  in  the  Medical  Reserve  Corps. 

Other  officers  elected  were  Dr.  William  Levine 
and  Dr.  Morris  Ant,  vice-presidents;  Dr.  Max 
Dannenberg,  treasurer;  Dr.  Mortimer  M.  Kopp, 
secretary;  and  Dr.  Harry  Beller,  recording  secre- 
tary. 

Dr.  William  Ostrow,  455 — 75th  St.,  the  retiring 
president  of  the  Ridgeboro  Medical  Society,  was 
honored  at  a testimonial  dinner  at  the  Hotel 
Granada  on  December  12.  Speakers  included 
Peter  Sabatino,  lawyer,  Boris  Fingerhood,  super- 
intendent of  Israel  Zion  Hospital,  and  Prof. 
William  MacTavish,  Director  of  the  Department 
of  Chemistry  of  New  York  University.  Dr. 
Ostrow  is  connected  with  the  Israel  Zion  and 
Post  Graduate  hospitals. 

Dr.  Nathaniel  Robinson,  who  had  practiced 
medicine  in  Brooklyn  for  more  than  fifty  years, 
and  had  been  associated  at  times  with  the  Cum- 
berland, Carson  C.  Peck,  and  Prospect  Height 
hospitals,  died  on  December  13  at  his  home,  89 
Halsey  Street,  after  an  illness  of  one  week. 

Monroe  County 

Dr.  Albert  D.  Kaiser  was  elected  president  of 
the  Medical  Society  of  the  County  of  Monroe  on 
December  19  as  the  organization  embarked  upon 
its  120th  year  praised  by  a state  executive  leader 
as  second  to  none  in  scope  and  intensity  of  pro- 
gram. 

Dr.  Kaiser,  who  succeeds  Dr.  Clarence  V. 
Costello,  will  serve  with  Dr.  C.  Stewart  Nash, 
former  chairman  of  the  legislative  committee,  as 
vice-president  and  Doctors  James  J.  Rooney  and 
William  A.  Mac  Vay,  re-elected  treasurer  and 
secretary,  respectively. 

The  doctors,  whose  proposed  plan  for  medical 
indemnity  insurance  is  in  the  offing,  heard  Dr. 
Peter  Irving,  of  New  York  City,  secretary  and 
general  manager  of  the  State  Medical  Society, 
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declare  that  champions  of  socialized  medicine  are 
“off  on  the  wrong  path”  with  inferences  “that  we 
doctors  are  blocking  the  advantages  of  science  to 
the  people.” 

Dr.  Joseph  J.  Lawrence,  of  Albany,  executive 
officer  of  the  state  society,  who  shared  the  plat- 
form with  Dr.  Irving  and  Dr.  Terry  M.  Town- 
send, of  New  York,  president  of  the  state  society, 
said  he  knew  of  no  medical  organization  in  the 
state  so  conscientiously  engaged  at  its  work  as 
that  of  Monroe  County. 

Dr.  Townsend’s  address,  “The  Gift  of  Giving,” 
was  a reminder  to  physicians  that  their  service  in 
healing  is  an  opportunity,  not  to  be  proffered  in 
such  a way  as  to  impress  patients  with  greatness 
of  their  gift. 

The  awaited  action  by  the  medical  group  in 
approving  a medical  insurance  setup  was  de- 
ferred, probably  until  spring,  with  the  report  of 
Dr.  E.  T.  Wentworth,  who  pointed  out  that  the 
investigating  committee  which  he  heads  is  pro- 
gressing with  a view  to  presenting  a plan  thor- 
oughly suited  to  the  particular  needs  of  the  com- 
munity. A meeting  between  the  medical  com- 
mittee and  a laymen’s  committee,  headed  by 
Marion  B.  Folsom,  treasurer  of  Eastman  Kodak 
Company,  is  scheduled  for  January. 

A revised  constitution  was  adopted  unani- 
mously. 

A more  general  use  of  the  tuberculin  skin  test 
in  adults  as  well  as  children  was  recommended  at 
a conference  of  public  health  officials  and  repre- 
sentatives of  the  Monroe  County  Medical 
Society  and  the  Tuberculosis  and  Health 
Association  at  Iola  Sanatorium,  on  December  12. 

Explaining  that  the  wider  use  of  the  tuberculin 
skin  test  will  enable  physicians  to  discover  infec- 
tion before  disease  develops  and  to  discover 
latent  diseases  where  otherwise  not  suspected, 
Dr.  John  J.  Lloyd,  committee  chairman  and  vice- 
president  of  the  Tuberculosis  and  Health  Associa- 
tion, stated  that  the  help  of  the  health  associa- 
tion would  be  sought  in  the  education  of  parents 
to  have  a tuberculin  test  themselves  as  well  as  to 
have  the  test  given  their  children. 

Seventy  Rochester  cancer  victims  joined  the 
growing  list  of  five-year  survivors  of  the  disease 
in  1939,  Dr.  John  M.  Swan  of  Rochester  revealed 
to  New  York  State  leaders  in  the  fight  to  control 
cancer,  on  December  12. 

The  executive  secretary  of  the  state  committee 
of  the  American  Society  for  the  Control  of  Can- 
cer, at  its  15th  annual  meeting  in  Powers  Hotel, 
Rochester,  asserted: 

“That  should  prove  to  the  patient  as  well  as 
the  doctor  that  cancer  can  be  cured  if  caught  in 
its  early  stages.” 

Ninety  Rochesterians  are  ten-year  survivors  of 
cancer,  which  is  seventeen  more  than  last  year, 
Dr.  Swan  said.  In  all,  there  are  now  360  persons 
who  have  lived  five  or  more  years  since  contract- 
ing the  disease. 

Montgomery  County 

The  annual  meeting  of  the  Medical  Society  of 
the  County  of  Montgomery  was  held  at  the  Elks 
Club,  Amsterdam,  December  13,  preceded  by  a 
complimentary  dinner  at  7 o’clock. 

Election  of  officers  resulted  as  follows:  presi- 

dent, Dr.  S.  L.  Homrighouse;  vice-president,  Dr. 


Julius  Schiller;  secretary,  Dr.  Roger  Conant; 
treasurer.  Dr.  Leonard  M.  McGuigan;  censors, 
Drs.  William  H.  Seward,  William  R.  Rathbun, 
and  R.  C.  Simpson;  delegate  to  the  State 
Medical  Society,  Dr.  H.  M.  Hicks;  delegate  to 
the  Fourth  District  Branch,  Dr.  E.  C.  LaPorte. 

The  retiring  president,  Dr.  L.  H.  Finch,  re- 
viewed the  activities  of  the  society  for  the  past 
year,  which  included  the  postgraduate  course 
given  by  Wardner  D.  Ayer,  M.D.,  of  Syracuse, 
on  organic  neurology. 

At  the  close  of  the  meeting  a motion  picture  on 
the  “Treatment  of  Pneumonia”  was  presented  by 
Dr.  H.  M.  Hicks  through  the  courtesy  of  the 
New  York  State  Department  of  Health  on 
Pneumonia  Control. 

Nassau  County 

With  a total  enrollment  of  395,  the  Nassau 
County  Medical  Society  finds  itself  with  175 
members  who  have  been  in  the  society  less  than 
five  years.  Nearly  all  of  these  members  are 
young  men  just  starting  the  practice  of  medicine. 
This  rapid  growth  has  created  a number  of  com- 
plications, not  the  least  of  which  is  the  difficulty 
the  new  men  find  in  getting  acquainted  with  each 
other  and  with  the  older  members  of  the  society, 
and  the  consequent  difficulty  of  discovering  for 
themselves  where  and  how  to  secure  the  assist- 
ance of  the  various  governmental  agencies  whose 
services  are  of  importance  both  to  the  doctor  and 
his  patient. 

Nassau  County  presents  the  unique  picture  of 
a populous  center  very  inadequately  supplied 
with  hospital  facilities,  and  no  dispensary  system. 
The  county  public  hospital,  the  county  welfare 
department,  and  the  county  department  of 
health  are  all  committed  to  the  policy  of  maxi- 
mum cooperation  with  the  medical  profession, 
and  the  Medical  Society  in  turn  has  repeatedly 
pledged  itself  to  provide  adequate  medical  serv- 
ice, both  preventive  and  curative,  to  the  recipi- 
ents of  public  relief  and  also  to  the  lower  income 
groups  who  are  unable  to  pay  ordinary  medical 
fees  and  who  in  other  communities  would  be  con- 
sidered eligible  for  free  care  in  dispensaries.  In 
order  to  acquaint  these  new  men  with  the  govern- 
mental facilities  available  for  their  assistance, 
and  at  the  same  time  to  secure  their  assistance 
in  the  Medical  Society  program  of  cooperation 
with  the  governmental  agencies,  the  society  has 
determined  to  hold  a series  of  meetings  designed 
particularly  for  the  information  and  guidance  of 
the  new  members. 

The  first  of  these  meetings  was  held  on  Tues- 
day evening,  December  19,  at  the  Cathedral 
House  in  Garden  City  with  an  attendance  of  125 
members.  At  this  meeting  an  opportunity  was 
given  to  the  members  to  ask  questions  following 
brief  presentation  of  policy,  program,  and  routine 
by  the  superintendents  of  the  two  county  institu- 
tions, that  for  tuberculosis  at  Farmingdale,  and 
the  public  general  hospital  at  Hempstead. 
State  and  county  health  department  representa- 
tives explained  the  services  available  through 
their  organizations,  and  the  chairman  of  the 
Professional  Advisory  Committee  of  the  county 
welfare  department  discussed  the  problems  of 
medical  relief. 

Because  of  the  interest  shown,  it  has  been 
decided  to  hold  another  similar  meeting  in  the 
near  future. — Reported  by  J.  Louis  Neff,  M.D., 

Executive  Secretary. 
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New  York  County 

Dr.  Nathan  B.  Van  Etten,  of  New  York,  presi- 
dent-elect of  the  American  Medical  Association, 
and  three  other  nationally  prominent  physicians 
participated  in  a symposium  on  the  Wagner 
National  Health  Bill  at  the  monthly  meeting  of 
the  Medical  Society  of  the  County  of  New  York 
at  the  New  York  Academy  of  Medicine,  on 
December  18. 

Dr.  Van  Etten  and  Dr.  Walter  F.  Donaldson, 
of  Pittsburgh,  presented  the  views  of  the  Ameri- 
can Medical  Association,  which  rejected  the 
Wagner  Bill  in  its  present  form  at  its  annual 
convention  last  May  in  St.  Louis  and  recently 
announced  an  eight-point  platform  for  guidance 
in  the  formulation  of  a substitute  for  the  Wagner 
Bill. 

Those  who  spoke  in  favor  of  the  Wagner  Bill 
were  Dr.  Ernst  P.  Boas,  assistant  professor  of 
clinical  medicine  at  the  College  of  Physicians  and 
Surgeons,  Columbia  University,  and  Dr.  Robert 
B.  Osgood  of  Boston,  professor  emeritus  of 
orthopedic  surgery  at  the  Harvard  Medical 
School.  Drs.  Boas  and  Osgood  are  members  of 
the  Committee  of  Physicians  that  came  out  in 
1937  in  favor  of  a national  health  policy  that 
served  as  the  basis  for  the  Wagner  Bill. 

Onondaga  County 

Dr.  Burton  C.  Doust  was  elected  president  at 
the  133rd  annual  meeting  of  the  Onondaga 
County  Medical  Society  on  December  5 at  the 
University  Club  of  Syracuse.  He  succeeds  Dr. 
Leon  E.  Sutton.  Other  officers  are:  Dr.  Leo 

E.  Gibson,  vice-president;  Dr.  Dwight  V.  Need- 
ham, secretary;  and  Dr.  A.  Carl  Hofmann, 
treasurer. 

R.  Marcus  Dick,  executive  secretary,  will  con- 
tinue in  that  position  for  another  year.  The 
office  has  been  moved  from  the  Starrett-Syracuse 
building  to  308  Medical  Arts  building. 

Dr.  Orren  D.  Chapman  and  Dr.  John  C.  M. 
Brust  were  named  censors  for  three  years. 

Dr.  John  J.  Buettner  was  elected  for  a three- 
year  term  as  delegate  to  the  state  society,  with 
Dr.  Sutton  as  alternate. 

Dr.  Ellery  G.  Allen,  Dr.  Raymond  J.  Pieri,  Dr. 
Carl  J.  Geiger,  and  Dr.  Floyd  R.  Parker  were 
elected  for  one-year  terms  as  delegates  to  the 
Fifth  District  Branch  of  the  New  York  State 
Medical  Society. 

Oswego  County 

Dr.  H.  M.  Wallace  of  Oswego  was  elected 
president  of  the  Oswego  County  Medical  Society 
at  the  annual  meeting  on  December  14.  Dinner 
preceded  the  business  session. 

Other  officers  named  are  as  follows:  vice- 

president,  Dr.  Edward  F.  Fox,  Fulton;  and 
secretary  and  treasurer,  Dr.  Francis  L.  Carroll, 
Oswego.  Dr.  Kent  W.  Jarvis,  Oswego,  was 
named  delegate  to  the  state  society;  Dr.  S.  D. 
Keller,  Fulton,  censor  for  three  years. 

Rensselaer  County 

Dr.  Charles  W.  Hamm  was  elected  president  of 
the  Rensselaer  County  Medical  Society  at  the 
annual  meeting  at  the  Troy  Health  Center  on 
December  12. 

Other  officers  chosen  include : 

Dr.  John  O.  Sibbald,  vice-president;  Dr.  Leo 
S.  Weinstein,  secretary;  Dr.  John  F.  Russell, 
treasurer;  Dr.  William  Trotter  and  Dr.  Charles 


H.  Sproat,  censors;  Dr.  John  D.  Carroll  and  Dr. 
Stephen  H.  Curtis,  delegates;  and  Dr.  Clement 
J.  Handron  and  Dr.  George  F.  Reed,  alter- 
nates. 

The  new  officers  were  installed  at  the  society’s 
annual  dinner  at  the  Hendrick  Hudson  on  De- 
cember 13. 

Dinner  speakers  included:  Dr.  Sarah  M. 

Jordan,  head  of  the  gastroenterology  department, 
Lahey  Clinic,  Boston,  Mass.,  who  spoke  on 
“Colitis,”  and  Dr.  Terry  M.  Townsend,  of  New 
York  City,  president  of  the  Medical  Society  of 
the  State  of  New  York,  who  spoke  on  “State 
Affairs.” 

The  state  president,  referring  to  moves  which 
have  been  made  toward  “regimentation”  of  the 
profession,  saw  in  a united  front  the  best  protec- 
tion of  the  practice  of  medicine  against  political 
control. 

Dr.  Shields  delivered  the  address  of  welcome  to 
the  approximately  100  county  physicians  at- 
tending. At  the  close  of  the  speaking  program. 
Dr.  Shields  turned  over  the  gavel  to  the  newly- 
elected  president  of  the  county  society.  Dr. 
Charles  W.  Hamm,  and  the  new  officers  for  the 
coming  year  were  inducted. 

Music  was  furnished  by  a trio  directed  by 
Irving  Rosenholtz,  with  Bea  Kane,  vocalist. 

Richmond  County 

Dr.  Herbert  A.  Cochrane,  of  2 St.  Mark’s 
Place,  New  Brighton,  was  elected  president  of  the 
Richmond  County  Medical  Society  at  a meeting 
in  the  Richmond  Health  Center,  51  Stuyvesant 
Place,  St.  George,  on  December  13.  He  succeeds 
Dr.  Frederick  M.  Schwerd  of  Princes  Bay,  presi- 
dent the  past  two  years. 

Dr.  Cochrane  had  been  vice-president  the  past 
two  years.  Dr.  H.  Lynn  Halbert  was  elected  to 
Dr.  Cochrane’s  former  post.  Dr.  George  W. 
McCormick  was  elected  secretary,  replacing  Dr. 
John  K.  Lucey,  secretary  the  past  two  years. 
Dr.  Curtis  J.  Becker  was  elected  treasurer  for  a 
third  term. 

Following  the  election  the  members  heard  a 
talk  on  “Brain  Tumors,”  delivered  by  Dr.  Samuel 
Reback,  attending  neurologist  at  Staten  Island 
Hospital  and  associate  neurologist  at  the  New 
York  Neurological  Institute,  Manhattan. 

A medical  center  for  South  Shore  physicians 
will  be  erected  in  Great  Kills  by  Dr.  Frederick  M. 
Schwerd,  retiring  president  of  the  Richmond 
County  Medical  Society.  Plans  for  the  building, 
which  will  cost  $17,000,  have  been  filed  with  the 
Department  of  Housing  and  Buildings  at  Bor- 
ough Hall. 

Dr.  Walker  Washington,  retired  physician  and 
a collateral  descendant  of  George  Washington, 
died  on  December  10  at  his  home,  127  Main 
Street,  Tottenville,  S.  I.,  after  a long  illness.  He 
was  seventy -nine  years  old. 

Dr.  Washington  was  a founder  and  former 
president  of  the  Tottenville  National  Bank  and  a 
former  president  of  the  Richmond  County  Medi- 
cal Society.  In  the  fifty-two  years  he  practiced 
medicine  on  Staten  Island  before  retiring  two 
years  ago  he  attended  at  the  births  of  more  than 
2,500  infants  and,  in  the  last  twenty-five  years  of 
his  practice,  was  said  never  to  have  lost  a mother. 
He  also  was  a specialist  in  diseases  of  the  lungs 
and  heart. 
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Rockland  County 

Dr.  Russell  E.  Blaisdell,  superintendent  of 
Rockland  State  Hospital,  was  elected  president 
of  the  Medical  Society  of  Rockland  County  to 
succeed  Dr.  Pomerantz  of  Spring  Valley,  at  the 
annual  meeting  on  December  6,  in  Nyack.  The 
other  officers  elected  were  Dr.  M.  J.  Sullivan  of 
Haverstraw,  vice-president;  Dr.  Miltmore  of 


Nyack,  re-elected  treasurer,  and  Dr.  William  J. 
Ryan  of  Summit  Park,  re-elected  secretary. 

Dr.  John  Sengstacken,  one  of  the  deans  of 
Rockland  county  physicians,  recently  completed 
his  fiftieth  year  of  medical  practice  in  Stony  Point 
and  soon  will  have  an  equally  long  record  as 
health  officer  of  the  town  of  that  name — says 
Health  News. 


Deaths  of  New  York  State  Physicians 


Name 

George  E.  Brewer 
Edwin  R.  Crowe 
Henry  T.  Hotchkiss 
Robert  Lewis 
Samuel  S.  Markell 
Charles  A.  Mitchell 
L.  Leopold  Moser 
William  R.  Pierce 
Nathaniel  Robinson 
William  I.  Sirovich 
William  E.  A.  Von  Der  Goltz 
Charles  B.  Warner 
Harry  M.  Weed 
George  S.  Williams 


Age  Medical  School 

78  Harvard 

61  Univ.  & Bell. 

76  L.  I.  C.  Hosp. 

77  P.  & S.  N.  Y. 

54  L.  I.  C.  Hosp. 

— N.  Y.  H.  M.  C. 

47  Berlin 

77  Pennsylvania 

78  N.  Y.  Horn. 

57  P.  & S.  N.  Y. 

77  Basel 

85  Bell. 

65  Buffalo 

82  N.  Y.  Univ. 


Date  of  Death 

Residence 

December  24 

Manhattan 

December  17 

Bronx 

December  18 

Brooklyn 

December  20 

Manhattan 

November  8 

Brooklyn 

December  14 

Manhattan 

December  20 

Jamaica 

November  9 

Amsterdam 

December  13 

Brooklyn 

December  17 

Manhattan 

December  17 

Manhattan 

November  25 

Port  Henry 

December  5 

Buffalo 

December  5 

Syracuse 

A BOOK  FOR  YOUNG  FOLKS  ON  “CATCHING”  DISEASES 


In  order  to  secure  greater  public  coopera- 
tion for  the  control  of  “catching”  diseases, 
the  Public  Health  Service  has  issued  a new 
twenty-five  cent  booklet  entitled,  Communicable 
Diseases. 

“If  people  understand  the  nature  of  disease,  if 
they  understand  why  certain  control  measures  are 
necessary,  they  will  cooperate,”  Dr.  A.  M.  Stim- 
son,  Medical  Director,  U.  S.  Public  Health  Serv- 
ice and  author  of  the  book,  states  in  his  intro- 
duction. 

“If  people  understand,  they  will  obey  reason- 
able rules  and  regulations.  They  will  go  to  their 
doctors  when  symptoms  appear  and  shun  the 
quack  and  the  patent  medicine  vendor,”  Dr. 
Stimson  concludes. 

This  124-page  booklet,  distributed  by  the 
Government  Printing  Office,  is  intended  as  a 
source  of  dependable  information  primarily  for 
students  in  high  schools  and  junior  colleges  and 
discusses  about  forty  infectious  diseases  which 
are  considered  “the  most  important  for  people 


living  in  America  at  the  present  time  to  know 
something  about.” 

Included  in  the  booklet  are  essential  facts  on 
such  diseases  as  chicken  pox,  common  cold,  diph- 
theria, food  infections  and  food  poisonings, 
measles,  gonorrhea,  infantile  paralysis,  influenza, 
mumps,  pneumonia,  septic  sore  throat,  and 
whooping  cough.  This  compact  little  volume 
also  contains  a glossary  explaining  the  different 
terms  and  a section  of  suggestions  for  teachers. 

In  a preface  to  the  booklet,  Dr.  J.  F.  Rogers, 
Consultant  in  Hygiene,  U.  S.  Office  of  Education, 
declares  that  “knowledge  is  our  most  potent 
agent  in  bringing  about  the  prevention  of  disease 
and  the  promotion  of  health.” 

Many  diseases  are  communicable,  but,  fortu- 
nately, information  concerning  those  diseases  is 
also  communicable,  observes  Dr.  Rogers,  who 
points  out  that,  “If  we  would  put  into  practice 
all  the  knowledge  furnished  in  this  booklet,  the 
number  of  the  sick  and  of  premature  deaths 
would  be  greatly  reduced.” 


Hospital  News 


A Hospital  Code  of  Employee  Relations 

The  right  of  voluntary  hospitals  to  discharge 
employees  “without  intimidation  or  interfer- 
ence when,  in  the  judgment  of  the  management, 
such  course  is  in  the  interest  of  the  welfare  of  pa- 
tients and  efficiency  of  the  institution,”  is  set 
forth  in  a code  of  employee  relations  adopted  by 
members  of  the  Greater  New  York  Hospital 
Association. 

“The  interest  of  public  safety  and  public  health 
requires  that  discipline  be  observed  by  every 
hospital  employee,”  the  code  declares.  “The 
right  of  the  sick  person  to  uninterrupted,  skillful 
and  efficient  care  precludes  any  right  of  em- 
ployees to  obstruct  or  impede  hospital  service. 
Any  organized  effort  to  interfere  with  hospital 
service  must  be  regarded  as  an  act  of  hostility  to 
the  common  good.” 

The  hospital  administrators  agree  that  em- 
ployees should  be  free  to  join  any  lawful  organi- 
zation but  that  employment  should  not  be  made 
dependent  on  membership  or  nonmembership  in 
any  group.  According  to  the  code,  workers  are 
entitled  to  receive  wages  “comparable  with  those 
which  prevail  in  the  community  for  similar  type 
of  work  done  and  commensurate  with  the  finan- 
cial resources  of  the  hospital.” 

“The  hours  of  work,”  it  is  declared,  “should 
not  exceed  a reasonable  maximum  per  day  or 
week,  but  it  should  be  recognized  that  in  some 
departments  of  a hospital  emergent  situations 
may  require  longer  periods  of  work.  It  should  be 
recognized  further  that  the  peculiar  nature  of 
hospital  work  makes  extremely  difficult  the  ad- 
herence to  such  time  schedules  as  may  obtain  in 
industry.” 

John  F.  McCormack,  superintendent  of  Pres- 
byterian Hospital,  is  president  of  the  association. 

“Frozen  Sleep”  at  Welfare  Island 

Dr.  S.  S.  Goldwater,  Commissioner  of  Hos- 
pitals, New  York  City,  announces  that 
crymotherapy,  popularly  known  as  the  hiberna- 
tion or  frozen  sleep  method  for  the  treatment  of 
cancer,  will  be  undertaken  at  City  Hospital  on 
Welfare  Island.  The  installation  of  a special 
chamber  at  City  Hospital  has  been  made  possible 
by  a donation  of  about  $4,000  from  Mr.  and 
Mrs.  Walter  C.  Baker  of  555  Park  Avenue,  New 
York.  Mh\  Baker  is  a trust  officer  of  the 
Guaranty  Trust  Co.,  a member  of  the  Manhattan 
Eye,  Ear,  Nose,  and  Throat  Hospital,  and  a life 
trustee  of  Union  College. 

Crymotherapy  has  been  employed  as  a pallia- 
tive in  cancer  treatment  at  a number  of  institu- 
tions throughout  the  country.  The  most  ex- 
tensive experiments  have  been  carried  on  at 
Temple  Hospital  in  Philadelphia,  where  more 
than  80  cases  have  been  treated  with  promising 
results.  Tissue  studies  made  at  Temple  Hospital 
are  reported  to  show  definite  regression  in  growth, 
with  disappearance  of  cancer  cells  from  local 
lesions.  Parallel  studies  were  more  recently 
undertaken  in  New  York  City  at  Lenox  Hill 
Hospital,  from  which  institution  encouraging 
reports  have  been  received. 


The  treatment  at  City  Hospital  will  be  under 
the  direction  of  a staff  committee  consisting  of 
Dr.  W.  Laurence  Whittemore,  visiting  physician, 
Dr.  Paul  K.  Sauer,  visiting  surgeon,  and  Dr. 
James  R.  Lisa,  pathologist.  Dr.  Sauer  is  associ- 
ated also  with  the  work  at  Lenox  Hill  Hospital. 

The  views  of  the  City  Hospital  Staff  committee 
have  been  summed  up  in  a report  as  follows : 

“The  thought  of  the  chemists,  pathologists, 
and  biologists  regarding  crymotherapy  is  that 
there  are  definite  changes  in  the  histological  and 
biochemical  structure  of  the  cellular  membrane, 
that  apparently  indicate  a type  of  change  known 
as  crystalloid  precipitation.  Moreover,  the 
protoplasm  of  the  cell  also  is  modified.  These 
retrograde  metamorphoses  are  then  absorbed 
and  replacement  takes  place  by  normal  connec- 
tive and  fibrous  tissue,  somewhat  on  the  type  of 
scarring  effect. 

“These  evidences  are  clearly  discernible  in 
cases  studied  by  competent  authorities.  A dem- 
onstration of  slides  and  biopsy  specimens  at 
Temple  University  presented  evidences  of  im- 
provement in  patients  cared  for  under  crymo- 
therapy. 

“We  are  of  the  opinion  that  if  not  of  curative 
value,  at  least  this  method  of  treatment  has 
much  to  offer  as  a palliative  therapy  in  relieving 
pain  and  in  offering  a longer  and  more  useful 
existence  to  those  afflicted  with  cancer.” 

Newsy  Notes 

Merger  is  announced  of  the  Herman 
Knapp  Memorial  Eye  Hospital,  500  West 
57th  Street,  New  York  City,  with  the  Columbia 
University  and  Columbia-Presbyterian  Medical 
Center.  Following  closing  of  the  eye  hospital, 
January  1,  after  70  years’  operation,  its  clinical 
and  teaching  activities  were  taken  over  by  the 
Presbyterian  Hospital  and  the  Vanderbilt  Clinic. 


The  Hospital  for  the  Ruptured  and  Crippled  in 
New  York  City  has  been  celebrating  its  seventy- 
fifth  anniversary  with  a week  of  receptions,  scien- 
tific meetings,  a dinner  at  the  University  Club, 
and  a dance  at  the  Waldorf-Astoria  Hotel.  A 
157-page  history  of  the  hospital,  by  Dr.  Fenwick 
Beekman,  has  been  issued. 


A proposal  to  increase  the  pay  of  784  interns  in 
the  New  York  City  hospitals  from  $15  a month  to 
$35  was  defeated  in  the  Board  of  Estimate  on 
November  2 after  a sharp  exchange  of  personali- 
ties. 


Overcrowding  in  institutions  for  the  mentally 
ill,  such  as  Utica  State  Hospital,  isn’t  caused  by 
the  “dizzy  pace”  of  modern  life. 

Rather,  in  the  opinion  of  Dr.  Willis  E.  Merri- 
man,  new  superintendent  of  the  hospital,  in- 
creasing population  of  these  institutions  is  due 
to  the  economic  situation,  plus  increased  coopera- 
tion from  social  service  organizations. 

Utica  State  Hospital,  with  a nominal  capacity 
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of  1,552,  now  carries  2,073  patients  on  its  books, 
with  1,720  actually  sheltered  there.  The  other 
353  are  on  parole  or  in  boarding  homes. 

Within  the  last  few  years  there  has  been  a 
tendency  by  social  service  organizations  to  “sell” 
the  idea  of  institutional  care  to  families  which 
might  have  been  burdened  by  a member  with 
mental  sickness.  A greater  public  confidence  has 
developed  in  state  hospitals.  Dr.  Merriman 
pointed  out. 

Clinics  to  discover  persons  needing  hospitaliza- 
tion for  mental  illness  are  conducted  every  Fri- 
day at  Utica  Dispensary.  In  addition,  a mem- 
ber of  the  local  hospital’s  medical  staff  conducts 
clinics  every  two  months  in  Schenectady,  Am- 
sterdam, Saratoga,  and  Johnstown. 


A child  should  never  be  sent  to  the  hospital 
without  being  told  where  he  is  going,  Mary  L. 
Poole,  Philadelphia,  warns  in  Hygeia,  The  Health 
Magazine. 

On  the  child’s  adjustment  to  the  hospital 
partly  depends  his  ability  to  be  benefited  by  the 
care  he  receives,  she  points  out.  When  the  idea 
of  hospitalization  is  not  introduced  in  a straight- 
forward manner,  much  psychologic  harm  may  be 
done.  The  child  may  have  a deep  sense  of  in- 
security and  a feeling  of  distrust  toward  his 
parents,  and  on  future  occasions  when  hospital- 
ization is  necessary  he  may  relive  his  original 
terror. 


A new  method  of  detecting  diseases  of  the 
lungs,  notably  tuberculosis  and  silicosis,  is  being 
employed  at  Memorial  Hospital  in  Albany  by 
means  of  a common  photographic  utensil,  the 
light  meter,  and  is  described  in  the  Albany  news- 
papers. 

Proponents  of  the  technique  have  rechristened 
the  light-measuring  device  “the  pneumometer.” 

Development  of  the  method  is  credited  to  the 
researchers  of  the  John  B.  Pierce  Foundation  in 
New  York,  which  is  undertaking  extensive  study 
of  the  silicosis  problem. 

The  discovery  is  ranked  in  importance  with 
the  x-ray  itself  as  a means  of  detecting  lung  dis- 
orders. 

The  pneumometer  method  of  diagnosis  meas- 
ures the  amount  of  light  seeping  through  x-rays 
of  lungs,  mounted  on  illuminating  boxes.  Meas- 
urements, in  units  of  light,  are  made  at  five 
points:  the  heart,  base  of  lungs,  middle  part  of 
lungs,  apex  of  lungs,  and  windpipe. 

Measurements  are  recorded  on  a graph,  and 
lines  between  the  points  connected.  Should  the 
lines  form  a U-shape,  lungs  usually  are  normal. 
Should  a W-shape  be  the  result,  silicosis  is  indi- 
cated. Where  tuberculosis  is  present  a shape 
similar  to  the  square  root  sign  is  formed.  If 
cancer  is  present  a double  V-shape  appears. 

Value  of  the  method  is  based  on  the  logic  that 
the  eye  is  more  sensitive  than  the  ear,  and  film 
even  more  sensitive  than  the  eye. 

Improvements 

Hospital  needs  of  the  boroughs  of  Brooklyn 
and  Queens,  often  described  by  Mayor  La 
Guardia  as  outranking  more  spectacular  public 


improvements,  are  estimated  at  $40,761,000  by 
Commissioner  S.  S.  Goldwater  in  his  annual 
report  for  1938. 

“New  institutions  which  ought  to  be  erected 
between  now  and  1945,”  he  says,  “would  involve 
$14,850,000  in  Brooklyn  and  $6,650,000  in 
Queens.”  The  former  would  provide  1,300  addi- 
tional beds,  and  the  latter,  500  beds.  Dispen- 
sary services  could  account  profitably  for  $2,002,- 
000  in  the  older  community  and  $270,000  in  the 
younger.  Miscellaneous  expenditures  for  better 
facilities  are  outlined  by  Dr.  Goldwater  at 
$14,088,500  in  Brooklyn  and  $2,900,000  in 
Queens. 

Shampan  & Shampan,  architects,  are  prepar- 
ing plans  for  the  Boro  Park  General  Hospital  for 
rebuilding  the  hospital  buildings,  located  on  the 
southwest  corner  of  Fifteenth  Avenue  and  Forty- 
fifth  Street,  Brooklyn.  The  main  hospital  is 
now  a two-story  fireproof  building,  and  will  be 
extended  two  stories  in  height.  The  exteriors  of 
the  buildings  are  being  redesigned  in  modern 
style  introducing  glass  blocks  on  the  exterior  and 
for  interior  partitions.  It  is  estimated  that  the 
work  will  cost  about  $100,000. 


The  former  St.  Cecilia  Hospital  for  Women  at 
484  Humboldt  Street,  Brooklyn,  which  was 
closed  after  the  death  of  the  Rt.  Rev.  Mons. 
Edward  J.  McGolrick  has  been  reopened  under 
the  supervision  and  management  of  St.  Cather- 
ine’s Hospital,  according  to  announcement  by 
the  Rev.  Paul  J.  Faustmann  of  St.  Catherine’s 
Hospital. 

The  old  St.  Cecilia  Hospital  will  be  known  as 
St.  Catherine’s  Maternity  Hospital,  Monsignor 
McGolrick  Memorial  Building. 


A proposal  to  establish  a community  hospital 
at  Woodmere,  L.  I.,  to  serve  the  area  from 
Inwood  to  Hewlett  has  been  broached  by  the 
Woodmere  Exchange  Club.  Dr.  E.  Wallace 
Small,  president  of  the  club,  has  appointed  Dr. 
Curt  B.  Hardt  as  chairman  of  a community 
hospital  committee  to  promote  the  project. 


Work  has  started  on  the  three-story  addition 
to  the  Mount  Vernon  Hospital,  to  cost  $126,600. 


Work  on  the  new  $300,000  wing  of  the  South 
Nassau  Communities  hospital,  Oceanside,  has 
been  begun.  The  hospital  will  be  doubled  in 
size  on  completion  of  the  project. 

The  construction  work  will  be  done  by  John  J 
Dixon  Company,  Inc.,  of  Roosevelt,  for  $215,000. 

Equipment  of  the  new  wing  will  cost  $45,000 ; 
furnishings  will  amount  to  $25,000,  and  other 
expenditures  will  total  $15,000.  The  wing, 
which  when  completed  will  give  the  hospital  a 
“Y”  shape,  will  have  fifty-eight  beds,  three 
operating  rooms,  two  delivery  rooms,  a nursery, 
laboratory,  and  increased  facilities  for  doctors, 
nurses,  executive  offices,  laundry,  and  boiler 
room. 

The  bulk  of  the  cost  of  the  improvement  will 
be  paid  by  means  of  a 10-year  $200,000  mortgage. 
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Medicolegal  Phases  of  Occupational  Diseases. 

An  Outline  of  Theory  and  Practice.  By  C.  O. 
Sappington,  M.D.  Octavo  of  405  pages,  il- 
lustrated. Chicago,  Industrial  Health  Book 
Co.,  1939.  Cloth,  $2.75. 

The  author  endeavors  to  include  in  a small 
book  the  subjects  of  Industrial  Hygiene,  Statis- 
tics, Diseases  of  Occupation,  Workmen’s  Com- 
pensation Law,  Casualty  Insurance,  and  Law. 
Many  large  volumes  have  been  written  on  these 
subjects,  and  small  works  on  each  one  are 
numerous;  therefore,  we  must  appreciate  the 
enormous  task  attempted  by  the  author. 

The  author  truly  states  that  “the  monograph 
cannot  in  any  way  be  considered  a textbook  on 
occupational  diseases,”  and  further  remarks  that 
“those  who  may  assume  that  the  material  in  this 
small  volume  will  provide  the  easy  solution  of 
their  difficulties  will  be  doomed  to  keen  dis- 
appointment.” 

The  author  has  secured  his  material  from 
numerous  governmental  publications  as  well  as 
individual  writings.  He  includes  illustrations  of 
apparatus  used  in  air  analysis.  The  treatment 
of  the  different  subjects  is  brief ; in  some  instances 
a line  and  one-half  is  used  to  describe  one  of  the 
industrial  intoxications. 

A small  and  rather  incomplete  bibliography  is 
included  after  the  subjects;  there  is,  however, 
a very  complete  index. 

The  author  is  to  be  commended  for  his  laud- 
able attempt,  and  while  it  is  just  another  book 
in  the  field  of  industrial  hygiene  and  workmen’s 
compensation,  it  may  prove  useful  to  those  who 
desire  a small  concise  handbook  on  these  sub- 
jects. 

C.  T.  Graham-Rogers 

Pye’s  Surgical  Handicraft.  A Manual  of 
Surgical  Manipulations,  Minor  Surgery,  and 
Other  Matters  Connected  with  the  Work  of 
House  Surgeons  and  of  Surgical  Dressers. 
Edited  by  Hamilton  Bailey,  F.R.C.S.  Eleventh 
edition.  Octavo  of  512  pages,  illustrated. 
Baltimore,  Williams  & Wilkins  Co.,  1939. 
Cloth,  $6.00. 

This  is  the  eleventh  edition  of  a book  which 
first  appeared  in  1884,  with  a tenth  edition  in 
1931.  The  subtitle  tells  its  plan  and  scope: 
“A  Manual  of  Surgical  Manipulations,  Minor 
Surgery,  and  Other  Matters  Connected  with  the 
Work  of  House  Surgeons  and  of  Surgical  Dress- 
ers.” As  might  be  expected,  it  contains  many 
practical  demonstrations  and  suggestions  for 
training  the  intern.  As  in  a previous  edition, 
about  100  pages  are  devoted  to  the  treatment  of 
fractures.  All  books  of  this  type  are,  of  course, 
of  the  nature  of  a compend,  with  the  inherent 
advantages  and  disadvantages  of  compends. 
One  is  impressed  by  the  English  accent  and 
atmosphere.  A book  which  is  published  with  an 


appeal  to  the  American  intern  in  1939  should 
have  at  least  some  index  reference  to  such  well- 
known  items  as  the  Wangensteen  Drainage, 
Russell  Traction,  and  the  Miller- Abbott  Tube. 

J.  Raphael 

Endocrinology  in  Modern  Practice.  By  Wil- 
liam Wolf,  M.D.  Second  edition.  Octavo  of 
1,077  pages,  illustrated.  Philadelphia,  W B 
Saunders  Co.,  1939.  Cloth,  $10. 

Dr.  Wolf’s  widely  advertised  Endocrinology 
has  appeared  in  its  second  edition.  The  book  is 
revised  in  an  attempt  to  bring  it  up  to  date. 
It  is  a well-written,  easily  readable  book  which 
will  appeal,  in  all  likelihood,  to  many  general 
practitioners. 

The  criticism  directed  against  the  first  edition 
still  holds : there  is  no  evidence  that  the  author 

speaks  with  authority  on  the  subject.  Neither 
research  work  nor  clinical  contributions  of  the 
author  are  known,  and  most  of  the  illustrations 
of  the  book  are  reproduced  from  other  publica- 
tions or  are  due  to  the  courtesy  of  other  physi- 
cians. Thus,  the  text  is  not  upheld  by  personal 
authority,  and  is  not  even  supported  by  ade- 
quate references  or  bibliography.  Hence,  this 
volume  must  be  classed  as  a compilation  by  a 
diligent,  but  not  always  discriminating  reader 
of  endocrine  literature;  it  is  utterly  lacking  in 
individual  concepts,  and  both  classification  of 
endocrine  syndromes  and  their  interpretation  are 
strictly  conventional.  Almost  one-half  of  the 
book  is  devoted  to  the  endocrine  aspects  of 
“Non-Endocrine”  diseases,  discussing  manifes- 
tations noted  on  the  various  organs  of  the  body. 
This  section  includes  some  valuable  points 
which,  however,  are  submerged  in  a welter  of 
irrelevant  material.  Additional  chapters  deal 
with  interpretation  of  laboratory  findings  and 
procedures,  in  addition  to  a rather  complete 
enumeration  of  the  commercially  available  endo- 
crine preparations. 

Meyer  A.  Halperin 


Worth’s  Squint  or  the  Binocular  Reflexes  and 
the  Treatment  of  Strabismus.  Seventh  edition 
by  F.  Bernard  Chavasse,  M.A.  Octavo  of  688 
pages,  illustrated.  Philadelphia,  P.  Blakiston’s 
Son  & Co.,  1939.  Cloth,  $8.00. 

We  have  waited  nearly  a score  of  years  for 
the  present  revision  of  Worth.  During  that 
time  we  have  fed  upon,  and  for  the  most  part 
assimilated  the  story  of  squint  that  Worth  set 
before  us,  and  we  have  seen  the  literature  grow 
by  leaps  and  bounds.  The  reviewer  has  long 
felt  the  need  of  a monograph  which  would  make 
accessible  the  accumulated  evidence  of  these 
years.  He  has  looked  forward  in  the  hope  of 
finding  new  tools. 

Perhaps  the  older  editions  of  Worth  are  best 
remembered  for  the  simple  manner  in  which 
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the  writer  set  forth  his  findings.  We  have  spent 
the  interval  between  editions  presenting  a little 
new  data  and  a great  mass  of  speculation. 

The  seventh  edition  is  certainly  radically  dif- 
ferent in  style  and  substance  from  those  of  the 
past,  but  it  is  no  less  authoritative.  The  first 
few  pages  seem  over-philosophical  until  the 
reader  suddenly  realizes  that  he  is  intensely 
interested  in  the  really  basic  aspects  without 
which  no  intelligent  understanding  of  the  sub- 
ject can  be  reached.  Comparative  anatomy 
and  physiology  are  stressed  in  some  detail,  and 
lead  up  to  the  human  anatomic  and  physiologic 
considerations  on  which  the  pathologic  condi- 
tions are  based. 

As  the  author  says,  it  is  not  really  possible  to 
bring  “Worth”  up  to  date.  It  is  a milestone, 
and  miles  do  not  grow  longer.  A new  book  has 
actually  been  written  on  the  framework  of  the 
old,  but  the  substance  in  the  new  model  is  as 
different  as  was  anatomy  and  particularly  the 
physiology  of  thirty-five  years  ago.  It  is  abso- 
lutely essential  that  a consideration  of  the  sub- 
ject be  modern,  and  those  who  have  not  grown 
with  the  times  will  not  like  this  new  edition. 

The  ground  work  for  the  book  is  laid  in  the 
first  100  pages,  the  pathologic  aspects  viewed  in 
a modern  light  come  next,  and  the  classical 
development  of  the  subject  follows.  It  is  a 
fine  textbook,  but  the  beginner  would  do  better 
by  reading  less  elaborate  works. 

The  pages  on  surgery  of  squint  interested  the 
reviewer  least,  and  it  seems  unfortunate  that 
so  fine  a work  is  unaccompanied  by  references 
to  the  literature. 

John  N.  Evans 


Oh,  Doctor!  My  Feet!  By  Dudley  J.  Mor- 
ton, M.D.  Duodecimo  of  116  pages,  illustrated. 
New  York,  D.  Appleton-Century  Co.,  1939. 
Cloth,  SI. 50. 

“A  man  convinced  against  his  will  is  of  the 
same  opinion  still;  a woman  convinced  against 
her  will  is  neither  convinced  nor  is  she  still.” 

There  is  no  metatarsal  arch. 

The  supposed  beautiful  long  second  toe  is  a 
congenital  malformation. 

Nature  intended  a normal  foot  to  have  the 
second  metatarsal  extend  only  as  far  as  the  first. 
The  first  metatarsal  is  designed  to  and  should 
support  more  than  twice  the  weight  of  any  of 
those  other  four.  A long  second  metatarsal  of 
necessity  will  bear  more  than  its  share  of  weight, 
a job  beyond  its  capacity.  This  extra  load  is 
taken  from  the  large  first,  a situation  Dr.  Mor- 
ton calls  a “lazy  first  metatarsal.”  Most  of 
foot  “strain”  and  later  formation  of  the  usual 
callous  below  the  second  metatarsal  head  are 
directly  due  to  this  excess  burden  that  this 
bone  must  bear.  An  x-ray  of  the  metatarsals 
proves  this  contention.  For  relief,  a pad  is 
placed  on  an  insole  under  the  “lazy  first  meta- 
tarsal” to  give  it  the  share  of  weight  bearing  it 
was  intended  to  carry,  not  under  the  second 
behind  the  callous  or  point  of  tenderness  as  has 
been  done  for  years. 

The  family  doctor  is  the  logical  man  to  care 
for  the  majority  of  foot  ailments.  This  excellent 
book,  written  for  the  layman  has  had  unusual 
response  from  the  newspapers  and  lay  magazines, 
and  will,  we  hope,  have  a wide  distribution. 


It  will  be  a direct  factor  in  forcing  foot  care  to  the 
group  it  rightfully  belongs,  the  medical  pro- 
fession. When  enough  patients  request  and 
expect  their  family  doctor  to  care  for  their  feet, 
then  the  medical  profession  will  make  an  effort 
to  consider  this  all  too  common  ailment  a part  of 
medical  care. 

The  book  is  well  written;  the  subject  is  pre- 
sented in  an  unusual  manner,  and  is  completely 
convincing. 

Paul  C.  Eschweiler 


Failure  of  the  Circulation.  By  Tinsley  R.  Har- 
rison, M.D.  Second  edition.  Octavo  of  502 
pages,  illustrated.  Baltimore,  Williams  & Wil- 
kins Co.,  1939.  Cloth,  $4.50. 

In  his  second  edition  Harrison  stresses  the 
importance  of  the  clinical  recognition  of  im- 
minent congestive  failure,  its  treatment  when 
progressing  to  more  severe  levels,  and  the  treat- 
ment of  angina  pectoris  ( sans  coronary  occlu- 
sion). It  is  the  author’s  hope  that  the  clinical 
Heberden  syndrome  has  achieved  such  definition 
that  there  should  be  no  further  beclouding  of  its 
character.  To  this  end,  physiologic  investiga- 
tions have  contributed  valuable  observations, 
and  he  unqualifiedly  accepts  the  Keefer  and 
Resnik  hypothesis  advanced  in  1928  that  it  is 
due  to  “relative  anoxemia  of  the  myocardium.” 

Harrison  has  substituted  the  terms  “forward 
failure”  (inadequate  blood  supply  to  the  tis- 
sues) and  “backward  failure”  (congestive  fail- 
ure) for  the  terms  used  in  his  first  edition, 
to  wit,  “hypokinetic  syndrome”  and  “dyskinetic 
failure”  respectively,  which  while  etymologically 
sound,  rather  taxed  one’s  quick  everyday  clinical 
grasp.  For  this  change  we  are  grateful. 

The  volume  abounds  in  clinical  facts,  diagnos- 
tic analysis,  and  sound  therapy.  The  author’s 
style  is  pleasing,  and  the  reader’s  eye  moves 
easily  through  the  text.  There  is  no  question- 
ing the  soundness  and  authority  that  character- 
ize the  volume;  the  references  are  thorough,  and 
quotations  from  the  literature  are  extensive  and 
illuminating. 

Frank  B.  Cross 


Textbook  of  General  Surgery.  By  Warren 
H.  Cole,  M.D.,  and  Robert  Elman,  M.D.  Second 
edition.  Octavo  of  1,031  pages,  illustrated.  New 
York,  D.  Appleton-Century  Co.,  1939.  Cloth, 
$8.00. 

This  single  volume  comprises  994  pages  to 
which  are  added  a comprehensive  index  of  au- 
thors and  subjects.  Conciseness  in  giving  a 
systematic  survey  of  the  whole  field  of  surgery  is 
kept  in  mind.  The  material  is  divided  into  thirty 
chapters.  Extensive  descriptions  of  operations 
are  not  given,  but  the  principles  involved  in 
various  operative  procedures  are  stated.  De- 
tailed consideration  of  several  specialties  are 
eliminated,  but  those  features  with  which  the 
general  surgeon  should  be  familiar  are  included. 
The  physiologic  point  of  view  and  the  patho- 
genesis are  emphasized  in  order  to  better  under- 
stand treatment.  The  book  is  richly  supplied 
with  illustrations  and  photomicrographs,  which 
add  greatly  to  the  value  of  the  text.  Recent 
advances  in  surgery,  particularly  in  the  field  of 
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treatment  of  pulmonary  conditions,  postopera- 
tive complications,  and  many  advances  on  di- 
verse subjects  are  included  in  this  second  edition 
with  elimination  of  material  from  the  first 
edition  which  is  no  longer  useful.  An  extensive 
bibliography  is  included.  The  book  should  be 
very  helpful  not  only  to  undergraduate  students 
but  also  to  general  practitioners  who  desire  to 
keep  abreast  of  the  many  advances  which  have 
been  made  in  recent  years  in  surgery. 

Emil  Goetsch 

Principles  of  Hematology  with  100  illustrative 
cases  and  155  illustrations  including  168  original 
photomicrographs  and  95  original  charts  and 
drawings.  By  Russell  L.  Haden,  M.D.  Octavo 
of  348  pages,  illustrated.  Philadelphia,  Lea  & 
Febiger,  1939.  Cloth,  $4.50. 

This  valuable  little  book  is  an  important 
addition  to  American  literature  on  the  subject. 
It  has,  within  a relatively  small  space,  all  of  the 
information  on  the  anemias  and  other  blood 
diseases  that  anyone  except  specializing  hema- 
tologists is  likely  to  require.  The  book  is  com- 
plete, authoritative,  and  up  to  date,  and  the 
style  is  interesting.  A useful  feature  is  the 
inclusion  of  95  charts,  which  tell  at  a glance  what 
it  would  take  pages  of  printed  matter  to  de- 
scribe. Still  another  excellent  feature  from  the 
point  of  view  of  teaching  is  that  the  clinical 
features  of  the  hematologic  diseases  are  covered 
in  a section  occupying  one  third  of  the  volume 
by  means  of  100  illustrative  case  histories. 
Technical  methods,  often  avoided  in  books  of 
this  type,  are  carefully  described.  Complex  and 
confusing  classifications,  so  popular  at  present 
among  hematologists,  are  omitted  and  only 
those  generally  accepted  and  easily  understood 
are  included.  There  are  many  good  micro- 
photographs, but  the  inclusion  of  one  or  two 
colored  plates  would  have  enhanced  the  value  of 
the  book. 

Milton  Plotz 

Biographies  of  Child  Development.  The 

Mental  Growth  Careers  of  Eighty-four  Infants 
and  Children.  A Ten- Year  Study  from  the 
Clinic  of  Child  Development  at  Yale  University. 
Part  One  by  Arnold  Gesell,  M.D.;  Part  Two  by 
Catherine  S.  Amatruda,  M.D.,  Burton  M.  Cast- 
ner,  Ph.D.,  and  Helen  Thompson,  Ph.D.  Oc- 
tavo of  328  pages,  illustrated.  New  York,  Paul 
B.  Hoeber,  Inc.,  1939.  Cloth,  $3.75. 

This  is  another  publication  from  the  Yale 
Clinic  of  Child  Development  under  the  direction 
of  Arnold  Gesell.  It  presents  concrete  studies  of 
individual  differences  in  the  patterning  of  early 
behavior  development  through  the  medium  of 
clinical  case  records.  The  growth  graphs  in  the 
first  portion  of  the  book  are  continuations  of 
studies  made  ten  years  before  with  a reappraisal 
of  the  results.  From  this  reappraisal  the  authors 
conclude  that  there  is  a “high  degree  of  latent 
predictability  in  the  early  sector  of  the  life 
cycle.” 

Part  two  of  the  book  takes  up  individual 
studies  of  behavior  growth.  Cases  of  superior  men- 
tal endowment,  language  problems,  reading  dis- 
abilities, twinship,  and  prematurity  are  studied. 
The  authors  feel  that  the  individual  differences 
in  growth  considered  in  these  chapters  are  due  to 


differences  in  “(a)  original  capacity  to  grow; 
(b)  general  rate  or  tempo  of  growth ; (c)  patterns 
of  developmental  organization.”  They  conclude 
that  rather  than  pay  too  much  attention  to 
training  and  instruction,  more  would  be  obtained, 
particularly  in  the  first  five  years  of  a child’s  life, 
through  discovering  and  respecting  his  indi- 
viduality. 

This  book  is  a worthy  addition  to  the  studies 
undertaken  previously,  and  should  be  of  particu- 
lar interest  to  those  interested  in  the  growth  and 
development  of  childhood. 

Stanley  S.  Lamm 

Recent  Advances  in  Chemotherapy.  By  G.  M. 

Findlay,  M.D.  Second  edition.  Octavo  of  523 
pages.  Philadelphia,  P.  Blakiston’s  Son  & Co., 
1939.  Cloth,  $5.00. 

The  discovery  of  the  value  of  sulfanilamide  in 
the  treatment  of  acute  infections  has  acted  as  a 
tremendous  stimulus  to  further  investigations  of 
chemical  agents  in  therapy.  Not  since  Ehrlich’s 
discovery  of  arsphenamine  for  the  treatment  of 
syphilis  has  chemotherapy  played  such  an  im- 
portant part  in  medicine  as  it  does  today. 

Findlay’s  book  on  the  recent  advances  in 
chemotherapy  is  timely  and  authoritative.  The 
author  reviews  the  recent  work  on  various  agents 
used  in  the  treatment  of  parasites  with  such 
chemical  substances  as  hexylresorcinol,  carbon 
tetrachloride,  tetrachloroethylene,  and  antimony 
compounds.  There  is  an  excellent  chapter  on 
alkaloids  in  amebiasis.  Other  chapters  are  de- 
voted to  quinine  derivatives  in  malaria,  chemo- 
therapy of  trypanosomiasis,  all  the  arsenic  com- 
pounds in  syphilis,  gold  in  tuberculosis,  and  the 
chemotherapy  of  leprosy.  The  importance  of 
sulfanilamide  and  related  compounds  is  indicated 
by  the  fact  that  almost  one  half  of  the  book  is 
devoted  to  these  substances.  The  author  closes 
with  an  excellent  chapter  on  the  chemical  treat- 
ment and  prophylaxis  of  virus  infections. 

No  physician  can  be  up  to  date  without  a 
thorough  familiarity  with  material  in  the  book. 
It  is  well  written  and  highly  recommended. 

William  S.  Collens 

Trauma  and  Internal  Disease.  A Basis  for 
Medical  and  Legal  Evaluation  of  the  Etiology, 
Pathology,  Clinical  Processes  Following  Injury. 

By  Frank  W.  Spicer,  M.D.  Octavo  of  593  pages, 
illustrated.  Philadelphia,  J.  B.  Lippincott  Co., 
1939.  Cloth,  $7.00. 

The  author  presents  a careful  study  of  the  role 
of  trauma  as  an  etiologic  factor  in  the  causation 
of  disease  of  the  viscera  and  bodily  structures, 
and  discusses  the  etiology,  pathology,  clinical 
processes,  and  end-results  of  serious  or  apparently 
trivial  injuries.  He  also  discusses  the  early  or 
late  manifestations  and  effects  of  trauma  upon  a 
healthy  organ  or  structure  and  also  upon  organs 
or  structures  that  present  evidence  of  pre-existing 
disease. 

The  book  is  divided  into  twenty-five  chapters 
dealing  with  trauma  and  the  brain,  spinal  cord, 
respiratory  system,  heart,  lungs,  etc.,  in  a very 
thorough  manner.  In  addition  to  being  a valu- 
able reference  for  the  medical  practitioner  and 
surgeon,  it  should  also  be  of  aid  to  the  legal  pro- 
fession. 


Ralph  F.  Harloe 
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Editorial 


According  to  Need 

Unless  federal  aid  for  medical  services  is  to  be  a form  of  glorified 
political  patronage,  it  seems  obvious  that  it  should  be  distributed  on 
the  sole  basis  of  need.  One  of  the  grave  flaws  in  the  Wagner  Na- 
tional Health  Bill  was  its  adherence  to  the  principle  that  the  states 
must  match  federal  grants.  With  this  requirement  in  force,  the 
richest  states,  which  have  least  need  of  help,  obtain  the  most  money 
from  Washington.  Organized  medicine  holds  that  a state  should 
make  a maximum  effort  before  receiving  federal  aid;  but  when  the 
latter  is  granted,  the  amount  should  depend  upon  need  and  no  other 
criterion. 

In  a recent  press  interview  President  Roosevelt  indicated  that  he 
is  swinging  around  to  this  point  of  view  in  connection  with  possible 
federal  construction  of  hospitals.  He  pointed  out  that  the  states 
which  can  match  large  federal  grants  already  have  the  best  hospi- 
tals, while  the  poorer  states,  which  urgently  need  additional  health 
facilities  and  cannot  themselves  provide  them,  are  unable  to  obtain 
sufficient  financial  assistance  from  Washington  under  a matched 
program. 

Abandoning  the  grandiose  building  schemes  contemplated  in  the 
Wagner  and  Harrison  bills,  the  program  that  Mr.  Roosevelt  is  re- 
ported to  favor  envisages  small  hospitals  to  be  erected  in  sections 
where  facilities  are  lacking  and  where  local  authorities  give  as- 
surances that  they  will  properly  maintain  and  operate  the  institu- 
tions built  for  them  by  the  federal  government.  The  United  States 
Public  Health  Service  and  a committee  of  physicians  would  pass  on 
the  plans  for  each  institution  and  ascertain  local  ability  and  willing- 
ness to  run  it. 

The  medical  profession  has  repeatedly  expressed  itself  in  favor 
of  the  development  of  adequate  hospital  and  laboratory  facilities 
in  communities  needing  them.  It  has  long  urged  local  administration 
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and  control  of  medical  institutions,  even  when  erected  with  federal 
funds.  If  the  project  outlined  by  President  Roosevelt  really  ac- 
cepts these  principles,  as  first  descriptions  seem  to  indicate,  he  may 
count  on  the  wholehearted  cooperation  of  organized  medicine  to 
bring  it  to  successful  fruition. 

Health  for  Labor 

The  American  Labor  Party  is  trying  to  win  workers  over  to  its 
health  program  by  means  of  a bulletin  issued  periodically  under  the 
auspices  of  its  Committee  of  Medical  and  Allied  Professions.  The 
Party  appears  determined  to  present  the  medical  issues  of  the  day 
fairly  and  to  demand  a square  deal  for  the  healing  professions  under 
whatever  program  is  ultimately  adopted.  Unfortunately,  its  medi- 
cal policies,  as  set  forth  in  “Health  Security  Bulletin,”  appear  to 
have  been  shaped  by  the  more  radical  elements  of  which  it  is  seeking 
to  purge  itself.  Insistence  on  compulsory  health  insurance  at  this 
time,  when  medical  and  lay  opinion  are  united  on  the  merits  of 
voluntary  nonprofit  medical  expense  indemnity  insurance,  is  likely 
to  sabotage  the  development  of  a harmonious  progressive  health 
program.  Needless  to  say,  this  would  cause  satisfaction  among 
Communists  in  and  out  of  the  A.L.P. 

Except  for  the  issue  of  compulsory  insurance,  there  is  no  vital 
disagreement  between  the  health  programs  of  organized  medicine 
and  of  the  American  Labor  Party.  Both  favor  state  medical  aid  for 
the  indigent  and  medically  indigent.  Both  want  the  maintenance 
of  the  traditional  doctor-patient  relationship  and  professional 
participation  in  the  administration  of  health  plans. 

The  advocates  of  compulsory  sickness  insurance,  in  the  American 
Labor  Party  as  elsewhere,  try  to  confuse  the  issue  by  arguing  that 
voluntary  insurance  would  not  provide  for  all  who  need  medical  aid. 
This  is  true — but  neither  would  compulsory  insurance.  The  insur- 
ance principle — whether  on  a voluntary  or  compulsory  basis — is  ap- 
plicable only  to  those  employed  at  salaries  large  enough  to  permit 
the  payment  of  premiums  without  serious  deprivation.  The  un- 
employed and  workers  earning  mere  subsistence  wages  must  receive 
state  help.  It  is  folly,  in  the  name  of  health,  to  deprive  small  wage- 
earners  of  health  essentials  by  levying  a weekly  tax  on  their  already 
inadequate  earnings.  The  unemployed  do  not  come  within  the 
purview  of  compulsory  insurance  any  more  than  voluntary. 

The  “Health  Security  Bulletin”  of  the  American  Labor  Party 
argues  that  since  voluntary  insurance  almost  always  leads  to  com- 
pulsory, we  might  just  as  well  start  with  the  latter.  On  the  con- 
trary, this  seems  to  us  another  reason  for  not  insisting  on  compul- 
sory insurance  until  voluntary  schemes  have  had  their  chance.  If 
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voluntary  insurance  works  out,  without  the  creation  of  a vast  parasiti- 
cal political  bureaucracy,  it  will  be  to  the  advantage  of  the  working 
class  which,  in  the  long  run,  pays  the  costs  of  government.  If  it 
fails,  the  profession  will  have  less  reason  to  oppose  compulsory 
schemes  and  many  valuable  administrative  lessons  will  have  been 
learned. 

The  American  Labor  Party  must  realize  that  the  welfare  of  the 
working  classes  is  indispensable  to  the  medical  profession ; the  vast 
majority  of  physicians  have  their  practice  among  the  poor  and  mid- 
dle class.  Since  medicine  and  the  American  Labor  Party  are  united 
on  many  of  their  health  aims,  would  it  not  be  a constructive  step  for 
the  A.L.P.  to  postpone  its  campaign  for  compulsory  insurance, 
pending  the  results  of  voluntary  medical  expense  indemnity,  and 
cooperate  with  the  profession  for  the  enactment  of  measures  on 
which  they  are  agreed? 


Total  Disability 

Physicians  are  often  called  upon  to  testify  as  to  the  degree  of 
disability  which  a patient  has  sustained  as  the  result  of  a disease  or 
accident.  Frequently,  the  doctor's  testimony  is  of  paramount  im- 
portance in  guiding  the  Court  in  its  evaluation  of  the  merits  of  a 
plaintiff’s  suit  to  validate  his  claim  covered  by  a health,  accident,  or 
disability  insurance  contract.  Some  of  these  contracts  read,  in 
effect,  that  payment  will  be  made  t.o  the  policyholder  if  bodily 
injury  or  disease  renders  him  totally  and  permanently  disabled  so  as 
to  prevent  him  from  engaging  in  any  occupation  and  performing 
any  work  for  compensation. 

In  this  connection,  the  decision  of  the  St.  Louis  Court  of  Appeals 
in  Missouri1  brings  us  an  important  opinion,  and  we  quote  from  the 
medicolegal  abstracts  of  the  J.A.M.A.:  “To  be  permanently  and 
totally  disabled,  continued  the  court,  within  the  meaning  of  a policy 
of  insurance  such  as  the  one  sued  on  in  this  case,  it  is  not  necessary 
that  the  insured  be  inert  and  absolutely  helpless ; it  is  sufficient  if  it 
is  shown  that  his  infirmity  renders  him  unable  to  perform,  in  the 
usual  and  customary  manner,  substantially  all  the  material  duties 
of  his  own  occupation,  business  or  profession  or  of  any  other  occupa- 
tion, business  or  profession  which  his  age , training,  experience,  educa- 
tion and  physical  condition  would  fit  him  for  except  for  his  disabling 
infirmity [Italics  ours.] 

The  significance  of  the  Court’s  opinion  lies  in  the  last  part; 
namely,  that  it  considers  the  disabling  character  of  the  infirmity  in 
relation  to  age,  training,  experience,'  and  education  of  the  individual. 
Therefore  physicians,  when  called  to  testify  in  such  cases,  should 


1 J.A.M.A.  114:  187  (Jan.  13)  1940. 
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give  mature  consideration  to  this  phase  of  the  problem  so  that  they 
can  materially  contribute  to  the  solution  of  what  constitutes  total 
disability  in  a given  case. 

Cerebral  Damage  from  Hypoglycemia 

In  the  treatment  of  diabetics  with  insulin,  and  particularly  with 
protamine  zinc  insulin,  there  is  ever  present  the  possibility  of  induc- 
ing a state  of  hypoglycemia.  The  potential  danger  of  this  lies  in  the 
fact  that  one  cannot  predict  the  occurrence  of  such  a reaction,  since 
the  response  to  insulin  therapy  varies  not  only  in  different  individu- 
als but  often  in  the  same  patient  at  different  times.  Furthermore, 
the  usual  prodromal  signs  and  symptoms  of  an  impending  hypoglyce- 
mia are  frequently  so  altered  when  protamine  zinc  insulin  is  used  that 
the  recognition  of  this  state  is  not  readily  apparent  to  the  patient. 

Layne  and  Baker1  have  observed  7 cases  of  diabetes  wherein  a 
hypoglycemia  produced  definite  cerebral  damage.  As  the  result  of 
this,  4 died  and  postmortem  findings  confirmed  the  clinical  observa- 
tions. In  the  younger  age  group  particularly,  where  death  is  less 
apt  to  occur,  permanent  disabilities  in  the  neurologic  and  mental 
status  follow  the  hypoglycemia.  Diabetics  who  have  an  associated 
chronic  disease  which  in  itself  may  affect  cerebral  tissues  are  ex- 
tremely susceptible  to  the  slightest  degree  of  a reduction  in  the 
blood  sugar  below  the  normal.  Here,  too,  the  cerebral  damage  is 
often  irreversible.  Layne  and  Baker  further  stress  that  one  must 
be  cautious  in  administering  insulin  to  a comatose  diabetic  since  a 
hypoglycemic  coma  may  easily  be  mistaken  for  a diabetic  acidosis. 

If  the  patient  survives  the  injury  to  his  brain  tissues,  the  return  of 
the  blood  sugar  to  a normal  or  slightly  elevated  level  has  but  little 
effect  on  the  course  of  the  neurologic  picture.  Therefore  not  only 
the  patient,  but  his  family  as  well,  should  receive  detailed  instruction 
in  the  recognition  of  the  earliest  signs  of  hypoglycemia  so  that  the 
physician  can  be  immediately  called  to  forestall  the  development  of 
a severe  reaction. 

1 Layne,  J.  A.,  and  Baker,  A.  B.:  Minn.  Med.  22:  771  (1939). 


Sale  of  Hypnotic  or  Somnifacient  Drugs 

On  January  21  the  Department  of  Education  and  the  Department  of  Health  of  New  York 
State  announced,  among  other  new  rules  which  had  been  adopted  by  the  Board  of  Regents, 
a very  important  rule,  No.  30,  as  follows: 

No  hypnotic  or  somnifacient  drug  intended  for  internal  use  shall  be  sold  at  retail  or  dis- 
pensed to  any  person  except  upon  the  written  prescription  of  a physician,  a dentist  or  a veteri- 
narian, and  the  prescription  shall  remain  on  file  in  the  pharmacy  where  compounded.  Such 
prescription  shall  not  be  refilled  if  it  bears  indication  by  the  physician,  the  dentist  or  the 
veterinarian  that  it  is  not  to  be  refilled. 


URGENT 


C — 4 and  Progress  Reports 
of  Workmen’s  Compensation  Cases 

The  following  letter  from  Industrial  Commissioner  Frieda  S.  Miller  shows  the  great 
importance  to  all  concerned  of  the  prompt  filing  of  reports  and  the  necessity  of  sending 
in  to  insurance  carriers  and  the  Department  of  Labor  detailed  progress  reports  every 
three  or  four  weeks. 


“The  free  choice  medical  provisions  of  the  Workmen’s  Compensation  Law  have 
placed  great  responsibility  on  the  medical  profession  for  the  proper  functioning  of  certain 
aspects  of  workmen’s  compensation. 

“The  prompt  and  frequent  filing  of  adequate  medical  reports  by  attending  physicians 
does  much  to  expedite  the  payment  of  compensation  to  injured  workmen  as  their  wages 
would  have  been  paid.  Delays  in  the  filing  of  reports,  and  the  filing  of  inadequate  re- 
ports, on  the  other  hand,  tend  to  thwart  the  intent  of  the  law  that  compensation  shall 
be  paid  promptly  and  periodically. 

“Insurance  companies  in  explaining  delay  in  making  the  first  payment  and  in  refusing 
to  continue  payments  pending  later  hearings  insist  that  the  absence  of  medical  reports 
or  inconclusive  medical  reports  from  attending  physicians  is  responsible.  They  will 
point  out  that  the  medical  reports  have  not  been  received,  or  that  there  is  no  indication 
of  need  for  further  treatment.  Medical  reports  frequently  fail  to  indicate  that  the  dis- 
ability continues,  or  state,  in  stereotyped  form  from  report  to  report,  that  the  same 
physical  findings  are  continued  without  indicating  what  progress  has  been  made. 

“The  effect  of  the  delays  in  making  payments  is  to  circumvent  the  explicit  intention  of 
the  Workmen’s  Compensation  Law,  that  benefits  be  paid  as  wages  are  paid.  Formerly 
employers  and  insurance  companies  could  be  held  to  have  knowledge  of  the  claimant’s 
need  for  treatment  since  they  themselves  were  responsible  for  providing  medical  atten- 
tion. 

“The  law  now  provides  that  unless  the  claimant’s  claim  is  controverted,  payment  shall 
become  due  on  the  fourteenth  day  of  disability  and  shall  be  paid  within  four  days  there- 
after. Legislation  is  being  proposed  which  will  assess  the  carriers  for  failure  to  pay  within 
the  prescribed  period.  In  addition  to  this  assessment  there  will  be  another  provided  for 
every  case  in  which  notice  of  controversy  is  filed  and  an  award  subsequently  made.  It 
is  hoped  that  these  proposals  will  bring  about  the  prompt  payment  of  compensation  to 
injured  workmen. 

"It  would  hardly  be  fair,  however,  to  assess  insurance  carriers,  unless  adequate  medical 
reports  on  which  to  base  their  decisions  can  be  made  available  in  time.  The  complete 
cooperation  of  attending  physicians  is  therefore  urgent  if  early  and  continuous  payment 
of  compensation  is  to  be  achieved.” 

In  other  words,  file  reports  promptly  and  keep  the  carrier  and  the  Department  of 
Labor  informed  of  the  medical  progress  of  the  case. 

All  physicians  are  urged  to  cooperate. 

David  J.  Kaliski,  M.D.,  Director 
Bureau  of  Workmen’s  Compensation,  Medical  Society  of  the  State  of  New  York 
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Iess  than  ten  years  after  Robert 
a Koch  had  stained  and  had  cultured 
the  tubercle  bacillus,  there  appeared  in 
the  literature  of  France  and  of  Germany, 
clinical  accounts  of  cases  of  so-called 
primary  intestinal  tuberculosis.  Most 
of  the  case  histories  which  followed  were 
derived  from  surgical  operations  and  were 
considered  as  instances  in  which  the  ileo- 
cecal region  was  the  primary  seat  of  tuber- 
culous infiltration.  The  disease  process 
was  restricted  to  this  area,  producing  a 
localized  effect  susceptible  of  successful 
resection.  Dissemination  of  the  infec- 
tion was  not  observed  in  these  earlier 
primary  cases,  the  lungs,  bones,  joints, 
and  other  viscera  being  exempt  in  the 
earlier  or  operable  stage. 

The  history  of  the  spread  of  the  con- 
cept of  primary  intestinal  tuberculosis 
is  interesting  as  denoting  the  acceptance 
of  the  idea  by  the  profession,  and  its  al- 
most immediate  popularization. 

General  interest  in  the  subject  is  cred- 
ited to  Hartman  and  Pilliet, 1 who  in  1891 
operated  upon  two  such  cases;  they  re- 
garded the  disease  as  an  attenuated  form 
of  localized  tuberculosis  analogous  to  lu- 
pus. Their  clinicopathologic  descriptions 
are  loose  and  unsupported  by  bacterio- 
logic  proof. 

In  1898,  Conrath2  was  quoting  authors 
such  as  Klebs  and  Leube,  who  had  al- 
ready then  doubted  that  primary  ileo- 
cecal tuberculosis  ever  occurred,  yet  he 
himself  proceeded  to  abstract  from  the 
literature  85  such  cases,  many  of  which 
seemed  plausible,  but  many  others  of 
which  were  unquestionably  mixed  forms 
of  pulmonary  phthisis  and  secondary  in- 
testinal tuberculosis.  He  emphasized  the 
longevity  and  excellent  prognosis  follow- 
ing successful  localized  resections;  he 
leaves  the  subject,  however,  confused. 


In  1900,  Hugel3  described  3 similar 
primary  cases,  in  all  of  which  tubercle 
bacilli  were  found  in  the  sections  and  in 
all  of  which  the  hyperplastic  ileocecal 
resected  mass  fell  into  the  conventionally 
accepted  pathologic  category.  These 
seem  to  be  bona  fide  cases. 

Lartigau4  published  a case  of  diffuse 
ileal  and  colonic  tuberculosis  apparently 
primary  to  Addison’s  disease,  bacterio- 
logically  confirmed. 

But  soon  the  confusion  begins  or  be- 
comes intensified,  for  with  the  greater 
popularization  of  the  subject,  the  litera- 
ture is  observed  to  contain  many  case 
reports  in  which  the  various  factors  lack 
clear-cut  consideration.  Before  the  ad- 
vent of  radiography,  involvement  or  non- 
involvement of  the  lungs  as  a primary 
effect  rested  on  physical  signs,  on  aus- 
cultation and  percussion,  methods  which 
we  realize  today  were  hardly  efficient  in 
delineating  early  phthisis  as  a possible 
primary  focus  whence  might  be  derived 
the  secondary  intestinal  deposit. 

In  nearly  all  the  operated  cases  the 
local  descriptions  are  excellent,  but  the 
general  physical  status  of  the  patient  is 
treated  with  insufficient  mention,  and  the 
bacteriologic  and  animal  confirmation  of 
the  hypothesis  of  a primary  intestinal 
infection  remains  mostly  unproved. 

Yet  the  subject  becomes  a popular  one 
and  the  literature  grows  apace  until 
shortly,  or  even  up  to  comparatively  re- 
cent times,  the  impression  is  gained,  by 
listening  to  discussions  by  clinicians,  or 
by  reading  current  literature,  that  ileo- 
cecal tuberculosis  is  indeed  a common 
disease  to  be  expected  and  encountered 
in  all  lower  right  abdominal  explorations. 
Every  mass  found  in  the  lower  right  quad- 
rant was,  if  not  neoplastic,  then  probably 
tuberculous,  regardless  of  whether  tu- 
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bercle  bacilli  were  found  in  the  slides  or 
whether  animal  inoculation  verified  the 
original  supposition. 

With  the  more  latterly  recognition  of 
the  greater  frequency  of  nonspecific  granu- 
lomatous processes  of  the  entire  ali- 
mentary tract,5,6,7  and  particularly  of 
the  terminal  ileum,8’9  it  became  apparent 
that  the  neglect  to  recognize  these  non- 
specific varieties  was  due  to  the  fact 
that  they  had  previously  all  been  con- 
sidered as  tuberculous  processes  whose 
specificity,  though  unproved,  was  still 
the  most  likely  hypothesis. 

With  the  acceptance  of  granulomata, 
terminal  ileitis,  and  regional  enteritis, 
as  well  as  of  right-sided  colitis  and  their 
mixed  forms,  it  became  apparent  that  the 
percentage  of  cases  of  true  primary  in- 
testinal tuberculosis  seemed  to  follow  the 
law  of  diminishing  returns;  the  whole 
question  of  the  incidence  and  frequency, 
if  not  the  actual  clinical  entity  of  pri- 
mary intestinal  tuberculosis,  called  for 
reconsideration.  To  a large  extent  the 
nonspecific  granulomata  have  replaced 
almost  entirely  the  tuberculous  con- 
cepts. In  our  own  experience  in  the  last 
eight  years,  we  have  recognized  ileitis, 
right-sided  or  regional  colitis  in  130  in- 
stances, during  which  time  we  saw  so  few 
proved  cases  of  primary  intestinal  tu- 
berculosis that  we  were  led  to  doubt  the 
very  existence  of  such  a specific  form  of 
intestinal  infection. 

With  these  doubts  and  skepticisms  in 
mind  we  have  considered  it  well  worthy  to 
reopen  the  question  of  the  relative  in- 
cidences of  specific  and  nonspecific  forms 
of  ileocecal  inflammations,  to  note  their 
relative  frequencies,  and  to  reappraise 
more  critically  the  concept  of  primary 
ileocecal  tuberculosis. 

The  “Case”  for  Primary  Intestinal 
Tuberculosis. — In  the  concept  of  Cal- 
mette10 and  of  his  associate,  Guerin,11 
the  intestinal  mucosa  is  the  portal  of 
entry  in  the  largest  percentage  of  cases  of 
tuberculosis.  Calmette10  considered  the 
intestinal  mucosa  as  pervious  to  viable 
tubercle  bacilli,  the  organism  penetrating 
the  unbroken  or  the  traumatized  mucous 
membrane  of  the  crypts  of  Lieberkuehn 


to  reside  in  the  mesenteric  lymph  nodes 
as  caseous  or  calcified  primary  effects. 
Thence,  in  course  of  time,  the  spread  took 
place  by  way  of  the  abdominal  lymphatics 
to  the  thoracic  duct,  to  the  bronchial 
lymph  nodes,  and  eventually  to  the  lungs 
or  to  the  general  circulation.  In  his  view, 
the  intestinal  mucosa  was  the  “chancre  of 
inoculation,’ ’ and  bovine  tubercle  bacilli 
derived  from  contaminated  cow’s  milk 
the  favorite  source  of  the  infecting  ma- 
terial. 

The  original  portal  of  intestinal  entry 
was  rarely  the  site  of  the  lesion,  due  to 
the  fact  that  the  organisms  traversed  the 
mucous  membrane  without  residing 
therein,  and  penetrating  freely,  became 
engulfed  in  the  nearest  regional  lymph 
nodes,  the  mesenteric,  there  to  create 
the  first  station  of  tubercle  formation. 
Certain  realities  made  this  hypothesis  a 
plausible  one.  A large  percentage  of 
milch  cows  in  the  beginning  of  the  century 
were  infected  with  tuberculosis;  a goodly 
percentage  of  the  drinkable  milk  might 
therefore  have  contained  viable  bacilli; 
pasteurization  was  not  then  practiced. 

By  actual  feeding  experiments  to  young 
calves  and  other  laboratory  animals, 
Villemin12  was  able  to  produce  or  to  re- 
produce intestinal  tuberculosis;  the  virus 
or  inoculum  was  fed  in  the  form  of  the  in- 
fected viscera  of  other  tuberculous  cows 
or  of  macerated  viscera  from  autopsy 
material  of  human  tuberculosis.  Intes- 
tinal tuberculosis  in  animals,  followed 
shortly  by  generally  disseminated  tuber- 
culosis, could  thus  be  reproduced. 

Outside  of  France  the  views  of  Cal- 
mette did  not  meet  with  general  appro- 
bation, the  fact  remaining  that  primary 
intestinal  tuberculosis  was  rare,  and  that 
the  percentage  of  bovine  infections  in 
human  beings  was  relatively  infrequent, 
though  not  inconsiderable. 

The  Royal  Commission  in  England  in 
1931 13  typed  a total  of  1,597  cases  of 
tuberculosis  in  man  and  found  an  in- 
cidence of  22.2  per  cent  of  bovine  infesta- 
tions. The  occurrence  of  bovine  infec- 
tion in  man  varied  with  age  periods,  par- 
ticularly common  in  the  first  four  years 
of  life  and  declining  with  advancing  years. 
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Blacklock,14  in  England,  found  that 
80.4  per  cent  of  all  abdominal  tuber- 
culosis in  children  was  bovine ; the  Royal 
Commission  had  reported  that  of  the  19 
cases  caused  by  the  bovine  organisms, 
73.7  per  cent  were  intestinal  tuberculosis. 
They  found  that  in  372  autopsies  of  tuber- 
culous children,  123,  or  one-fifth,  were  of 
bovine  origin. 

Mitchell,15  in  Edinburgh,  examined  72 
fatal  cases  of  cervical  tuberculosis  in 
children  under  the  age  of  twelve  years 
and  found  that  90.3  per  cent  of  the  cases 
yielded  the  bovine  organism. 

In  New  York  City,  Park  and  Krum- 
wiede16  isolated  the  human  organisms  in 
all  but  one  of  305  adults,  while  in  117 
children  under  the  age  of  five  years,  25 
(21.4  per  cent)  yielded  the  bovine  strain 
of  the  organism. 

Thus  our  attention  becomes  focused 
on  three  facts:  (1)  the  bovine  strain  is 

capable  of  infecting  human  beings;  (2)  it 
is  most  commonly  found  in  children  dur- 
ing the  years  when  milk  drinking  forms 
the  essential  part  of  their  diet;  (3)  that 
abdominal  tuberculosis  represents  by  far 
the  greatest  percentage  of  infected  cases. 
This,  coupled  with  the  fact  that  as  re- 
cently as  1917,  10  per  cent  to  35  per  cent 
of  our  rural  milk  herd  were  positive  tu- 
berculin-reactors, would  lead  us  to  expect 
a high  incidence  of  primary  intestinal 
tuberculosis  in  internal  medicine  and  par- 
ticularly in  pediatrics. 

The  “Case”  Against  Primary  Intestinal 
T uberculosis. — Does  the  clinical  experience 
bear  out  the  hypothesis  of  Calmette,  and 
what  is  actually  our  experience  with  the 
incidence  and  symptomatology  of  pri- 
mary intestinal  tuberculosis  in  man  ? 

There  are  few  figures  in  modern  clinical 
medicine  which  attempt  to  state  the  in- 
cidence of  primary  intestinal  tuberculosis, 
nor  would  such  figures  be  likely  to  be 
very  reliable.  Gay18  questions  that  pri- 
mary human  adult  intestinal  tuberculosis 
actually  exists;  Herrick19  states  that  in 
the  Lakeside  Hospital,  there  were  no 
primary  intestinal  cases  in  800  autopsies, 
and  that  at  the  Cleveland  Hospital,  only 
1 case  in  2,900  autopsies.  Beitzke,20  in 
1908,  in  100  autopsies,  found  only  13  cases 


of  primary  intestinal  tuberculosis,  ac- 
cepting only  proved  cases.  Ferris,21  at 
New  York  Hospital,  in  1937,  found  in 
1,190  autopsies  only  33  cases  of  calcified 
tuberculous  lymph  nodes  in  the  mesen- 
tery; in  3 of  these  cases  he  found  also 
calcified  areas  in  the  intestinal  mucosa. 
Yet  the  histologic  verification  of  the  tu- 
berculous nature  of  these  latter  cases  is 
unconvincing  and  in  only  1 case  was  one 
tubercle  bacillus  seen  in  one  slide  only. 

Tedious  as  it  is  to  review  and  criticize 
the  more  recent  literature,  it  is  necessary 
to  do  so  in  order  to  arrive  at  some  con- 
clusion concerning  the  trustworthiness 
of  their  reports  and  to  deduce  a correct 
conclusion  regarding  the  pathologic  in- 
cidence of  the  disease. 

Richter,22  in  1906,  regarded  ileocecal 
tuberculosis  as  only  an  accidental  infec- 
tion with  cicatricial  swelling;  he  and 
others  have  considered  the  supposition 
that  the  original  process  in  the  intestine 
was  actually  a nonspecific  granuloma- 
tous one  in  which  a few  stray  tubercle 
bacilli  were  incidentally  enmeshed.  Suc- 
cessfully he  operated  upon  3 such  cases, 
all  the  patients  being  subsequently  re- 
ported as  well.  But  his  first  2 cases  were 
possibly,  if  not  probably,  typical  terminal 
ileitis  in  which  no  tubercle  bacilli  were 
ever  found;  in  his  third  case,  acid-fast 
organisms  were  detected  in  only  one 
slide.  His  cases  were  all  young  people 
under  30  years  of  age;  he  made  no  men- 
tion of  having  sought  for  possible  tuber- 
culous foci  elsewhere  in  the  body.  When 
one  considers  that  regional  ileitis  is  also 
a disease  of  youth,  the  possibility  of  con- 
fusion must  be  strongly  entertained. 

Brunner23  cited  2 personal  cases  of 
which  1 had  obvious  pulmonary  tubercu- 
losis; no  bacteriologic  studies  were  made 
in  either  case.  He  does  feel  however, 
with  others,  that  the  intestinal  lesion  re- 
mains stationary  because  of  the  low 
virulence  of  the  infecting  organism  and 
the  attenuation  of  its  strength  (bovine  ?) 
in  the  human  intestinal  tract. 

Counsellor,24  in  1929,  reported  a case  of 
primary  tuberculosis  of  the  ileum  in  a 
woman  40  years  of  age.  The  lesion  was 
high  in  the  ileum,  90  cm.  from  the  ileo- 
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cecal  valve,  thick,  plastic,  and  granulo- 
matous. A nodule  was  said  to  be  proved 
tuberculous,  but  the  details  of  the  verifi- 
cation were  missing.  It  should  be  recalled 
that  regional  ileitis  occurs  also  in  isolated 
patches  high  in  the  ileum  and  jejunum 
and  resembles  in  most  particulars  a 
tuberculous  lesion,  though  actually  non- 
specific in  origin. 

Counsellor’s  case  may  have  been  a true 
case  of  primary  tuberculosis,  though  his 
facts  are  not  convincing  since  there  is  no 
exact  description  of  histology  nor  any 
reference  to  a possible  tuberculous  area 
elsewhere  in  the  body. 

Dixon  and  Bearer25  report  a case  of 
nonspecific  granuloma  of  the  ileum  and 
cecum  with  perforating  sinuses ; they 
found  tubercle  bacilli  in  one  lymph  node. 
They  state  that  most  of  the  lesion  was 
healing  or  healed,  and  now  nonspecific  in 
character.  It  is  hard  to  deny  the  tuber- 
cle bacilli  in  the  lymph  node  and  yet  all 
the  other  characteristics  of  their  case 
smack  of  typical  nonspecific  ileitis  and 
colitis. 

Crossman, 2f'  in  1936,  published  what 
seems  to  have  been  an  indisputable  case 
of  diffuse  primary  tuberculosis  of  the 
whole  ileum.  Tubercle  bacilli  were  found 
in  all  of  the  stained  specimens  and  the 
lungs  are  distinctly  said  to  have  been 
free  of  the  disease.  He  speaks  of  the 
process  as  one  of  local  allergy  to  a bovine 
strain  of  the  bacillus,  with  an  exaggerated 
local  reaction.  He  considers  that  the 
tuberculous  organism  played  a relatively 
small  part  in  the  process. 

To  summarize  the  literature,  the  opin- 
ion of  bacteriologists  varies  from  those  of 
Calmette  who  regarded  the  intestinal 
point  of  origin  for  human  tuberculosis 
as  the  most  common  one,  to  those  who 
deny  entirely  the  existence  of  primary 
intestinal  tuberculosis.  The  surgical  fra- 
ternity has  published  many  cases  of 
supposed  initial  intestinal  tuberculosis, 
but  in  most  of  the  published  material  true 
bacteriologic  verification  is  missing  and 
the  differentiation  from  nonspecific  granu- 
lomata,  particularly  before  the  recogni- 
tion of  regional  ileitis  and  allied  nonspe- 
cific processes,  is  completely  omitted. 


Only  the  pediatricians  seem  to  offer  a very 
minimal  incidence  of  true  primary  in- 
testinal effects,  most  of  these  in  children 
below  four  years  of  age,  in  the  milk- 
drinking period,  and  most  of  these  of 
bovine  origin  and  nature. 

Because  of  the  great  tendency  to  con- 
fuse specific  processes  (tuberculous)  at  the 
ileocecal  junction  with  nonspecific  proc- 
esses, most  of  the  literature  before  1932 
is  unreliable.  Both  the  gross  and  his- 
tologic appearances  of  specific  and  non- 
specific processes  are  very  similar;  unless 
careful  bacteriologic  studies  and  animal 
inoculations  are  performed,  the  two  can- 
not be  differentiated  with  any  likelihood 
of  accuracy.  The  lack  of  mention 
and  the  lack  of  search  for  primary 
foci  of  infection  elsewhere  in  the  body 
were  notoriously  absent  in  many  of  the 
published  cases. 

Personal  Experiences  with  Primary 
Intestinal  Tuberculosis:  A careful  sur- 
vey and  review  of  all  autopsy  material 
and  all  surgically  resected  specimens 
has  been  made  at  Mount  Sinai  Hospital 
covering  the  period  of  the  last  twelve 
years  (1926  to  1938).  After  carefully 
reviewing  the  pathologic  material  of  the 
past  twelve  years  (4,800  autopsies  and 
all  the  surgical  material),  after  eliminating 
all  the  granulomata  of  nonspecific  origin 
and  nature,  we  are  left  with  8 cases  of 
what  we  must  accept  as  primary  in- 
testinal tuberculosis  of  conceded  his- 
tologic and  gross  structure. 

In  the  4,800  autopsies  we  were  able  to 
substantiate  only  one  case  of  primary 
intestinal  tuberculosis,  an  extremely  low 
incidence,  and  one  that  bears  out  the 
statements  from  the  Cleveland  Hos- 
pitals. The  other  7 instances  were 
culled  from  the  general  surgical  patho- 
logic material  and  represent  resections  in 
active  cases.  Apparently,  then,  in  search- 
ing for  clinical  material  of  this  type,  the 
surgical  resections  are  more  likely  to  be 
rewarding  than  is  the  autopsy  material. 

The  fact  that  the  Mt.  Sinai  Hospital 
is  a general  hospital,  in  which  known  tu- 
berculous cases  represent  only  a small 
percentage  of  clinical  material,  does 
not  vitiate  these  statistics.  Institutions 
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TABLE  1. — Primary  Intestinal  Tuberculosis — Clinical  Data 


Case 

Age 

Sex 

Nat. 

Duration 

Diarrhea 

Temp. 

LossWt. 

Mass 

Fistula 

Chest  X-ray- 

AA 

18 

M 

USA 

IV2  yr. 

+ 

100 

10  lb. 

+ 

0 

Negative 

TR 

29 

F 

USA 

8 yr. 

+ + 

101 

25  lb. 

+ 

ABD 

Negative 

EB 

12 

F 

USA 

1 mo. 

+ + 

102 

15  lb. 

+ 

0 

Negative 

WK 

18 

M 

USA 

4 mo. 

+ 

102 

30  lb. 

+ 

Rectal 

Negative 

HS 

18 

M 

Porto  Rico 

1 yr. 

+ 

102 

15  lb. 

+ 

0 

Negative 

CB 

55 

F 

Porto  Rico 

5 mo. 

+ 

100 

10  lb. 

+ 

0 

Negative 

Negative 

EP 

28 

F 

Negro 

1 yr. 

+ + 

101 

17  lb. 

0 

Rectal 

AG 

22 

M 

Hindu 

2-week  history  chills,  fever;  signs  of  meningitis;  acid- 
fast  bacilli  in  spinal  fluid 

Miliary  tbc. 

TABLE  2. — Primary  Intestinal  Tuberculosis — Operative  Findings 


Case 

Segmental  Involvement 

Pathology 

Bacteriology 

Result 

AA 

Ileum,  Cecum.  Resection 

Hyperplastic  tbc. 

Slide  neg. 

Died 

TR 

Ileum,  Cecum,  Colon.  Resection 

Ulcerating  tbc. 

Slide,  guinea  pig  negative 

Recurrence 

EB 

Ileum,  Cecum.  Resection 

Ulcerating  tbc. 

Tbc.  in  slide,  guinea  pig  neg. 
Mantoux  neg. 

Well 

WK 

Cecum.  Resection 

Ulcerating  tbc. 

Slide  neg. 

Recurrence 

HS 

Cecum,  Colon.  Resection 

Hyperplastic  tbc. 

Slide  neg.  von  Pirquet  pos. 

Well 

CB 

Cecum.  Biopsy. 

Hyperplastic  tbc. 

Slide  neg. 

Recurrence 

EP 

Ileum,  Cecum,  Colon.  Biopsy 

Hyperplastic  tbc. 

Tbc.  in  rectal  fistula  (pus) 

Recurrence 

AG 

Postmortem:  tbc.  ulcerations  in  terminal  ileum,  caseous 
generalized  miliary  tuberculosis. 

tbc.  of  the  mesenteric  nodes  and  thoracic  duct; 

known  as  specialized  hospitals  for  tuber- 
culosis are  of  two  kinds,  those  handling 
phthisis  and  those  devoted  to  the  treat- 
ment of  tuberculosis  of  bone,  joint,  and 
glands.  In  neither  of  these  institutions 
would  primary  intestinal  tuberculosis  be 
likely  to  be  discovered.  On  the  other 
hand,  a general  institution  with  a large 
surgical  and  abdominal  clientele  would 
offer  a much  better  chance  of  early  per- 
ception and  early  resection  of  a primary 
intestinal  focus. 

An  analysis  of  these  8 cases  of  presum- 
ably proved  intestinal  tuberculosis  is  most 
enlightening.  The  age  limits  fall  between 
twelve  years  for  the  youngest  and  fifty- 
five  years  for  the  oldest  person,  or  as 
follows: 

Age  Incidence  of  8 Cases  of  Primary  Intestinal 
Tuberculosis 


12  years 

Female 

18  years 

Male 

18  years 

Male 

18  years 

Male 

22  years 

Female 

28  years 

Male 

29  years 

Female 

55  years 

Female 

It  will  be  seen  that  almost  all  of  the 
cases  occurred  in  young  persons  in  the 
second  and  third  decades  of  life;  the  only 
exception  was  the  female,  fifty-five  years 
of  age.  This  fact  would  coincide  with  the 
well-accepted  dictum  in  the  literature 
that  intestinal  tuberculosis,  when  pri- 


mary, is  a disease  of  youth.  We  saw  no 
cases  in  the  first  years  of  life.  If  the 
infection  is  really  due  to  bovine  strain 
and  is  an  effect  of  contaminated  milk 
drinking,  then  we  are  seeing  the  cases  not 
at  the  period  of  earliest  invasion  (infancy) 
but  in  the  later  adolescent  years  when 
the  primary  mesenteric  form  no  longer  re- 
mains localized  but  has  now  proceeded  to 
the  secondary  stage  of  invasion  of  neigh- 
boring intestinal  viscera.  In  the  tho- 
racic type  of  tuberculosis,  the  infection 
in  the  bronchial  lymph  nodes  extends  by 
lymphatic  invasion  to  the  apices  of  the 
lungs  and  its  parenchyma.  In  the  ab- 
dominal type,  the  mesenteric  lymph  node 
breaks  down  and  invades,  by  retrograde 
lymphatic  extension,  its  neighboring  vis- 
cus,  namely,  the  intestinal  mucosa  and 
serosa.  This  second  stage  presumably 
follows  the  first  infestation  only  after  a 
lapse  of  many  years. 

The  sex  distribution  was  exactly  even, 
namely,  4 males  and  4 females.  Of  the 
8 cases  only  4 were  white  natives  of  the 
northern  states  of  this  country.  Two 
patients  were  Puerto  Ricans,  1 a 
Negro,  and  1 a Hindu.  In  the  in- 
stances of  these  latter  4 cases,  it  may  be 
presumed  that  in  their  childhood  they 
were  possibly  or  probably  exposed  to 
unpasteurized  raw  milk  of  tuberculous 
contamination.  While  this  cannot  be 
proved  as  a fact,  it  is  a presumption. 
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Pathology:  The  pathologic  material 

was  obtained  in  7 instances  from  surgi- 
cally resected  specimens,  in  1 instance 
only  from  a complete  autopsy  (Table  2). 

The  gross  lesion  as  described  varies 
from  simple,  shallow,  discreet,  multiple 
ulcerations  to  ulcerations  with  granu- 
lomatous reactions  and  with  localized 
mass  formation.  In  some  instances  true 
hyperplastic  ileocecal  tuberculosis  with  or 
without  stenosis  is  represented.  In  one 
instance  a stenosing  hyperplastic  lesion 
of  the  ascending  colon  was  observed;  in 
2 cases  tuberculous  fistula-in-ano  were 
complicating  factors. 

The  gross  and  microscopic  appearances 
were  typical  of  the  lesion  of  ileocecal 
hyperplastic  or  ulcerous  tuberculosis  as 
so  ably  described  in  textbooks  such  as 
Brown  and  Sampson,27  and  Berard  and 
Patel.28  It  is  questionable  whether  any- 
one could  differentiate  by  inspection  the 
primary  type  of  lesion  from  the  secondary 
type  of  extension  which  occurs  as  a late 
complication  or  as  a terminal  event  in  the 
pulmonary  form  of  tuberculosis.  Grossly, 
the  lesion  could  not  always  be  differen- 
tiated from  nonspecific  granuloma  ta. 
The  discreet  ulcerous  type  and  those 
involving  only  the  cecum  were  quite 
characteristic  of  primary  tuberculosis. 
The  hyperplastic  granulomata  of  the 
cecum  and  ascending  colon  with  minimal 
involvement  of  the  ileum  resembled  very 
closely  regional  or  segmental  right-sided 
colitis,  only  a microscopic  and  careful 
bacteriologic  examination  being  capable 
of  a clear  differentiation.  True  terminal 
ileitis  without  colonic  participation  could 
rarely  today  be  mistaken  for  hyperplastic 
ileocecal  tuberculosis. 

In  all  cases,  the  mesenteric  lymph 
nodes  were  enlarged  and  firm  and  defi- 
nitely pathologic.  In  one  case  only  was 
true  caseation  seen;  in  the  remaining 
cases  the  mesenteric  nodes  of  tuberculosis 
resembled  those  seen  in  ileitis,  character- 
istic miliary  tubercles  being  often  absent, 
at  least  on  gross  inspection. 

In  one  fatal  case  the  autopsy  disclosed 
the  extension  of  a caseous  mesenteric 
lymph  node  to  the  thoracic  duct.  Two 
cm.  above  the  diaphragm  the  thoracic 


duct  was  ulcerated  and  contained  necrotic 
tubercles;  slightly  above  this  area  the 
thoracic  duct  was  occluded  by  caseous 
necrotic  material.  In  this  instance  death 
was  due  to  a generalized  miliary  tuber- 
culosis involving  the  abdominal  and 
thoracic  viscera.  This  case  is  extremely 
important  as  it  marked  a true  and  clear- 
cut  instance  of  the  transition  of  a pri- 
mary intestinal  focus  to  a disseminated 
miliary  form  of  general  disease. 

Symptomatology:  The  duration  of  ac- 
tive symptoms  varied  from  two  weeks  to 
eight  years,  averaging  one  and  one-half 
years  for  all  the  cases.  Diarrhea  (mod- 
erate in  nature),  low-grade  temperature, 
and  abdominal  pain  (colicky  in  nature  and 
associated  with  defecations)  were  the 
principal  outstanding  clinical  features. 
Loss  of  weight  was  considerable,  and  a 
secondary  anemia  usually  a constant 
phenomenon. 

Sooner  or  later  almost  all  cases  ex- 
hibited a mass  in  the  lower  right  quad- 
rant. The  mass  is  described  as  small 
and  globular,  or  as  sausage-shaped,  mov- 
able, and  tender.  The  appearance  of  anal 
fistulas  containing  caseous  granulomatous 
material  was  in  2 instances  an  important 
confirmatory  sign  of  the  nature  of  the 
lesion  (Figs.  1 and  2). 

It  will  be  noted  however,  that  these 
symptoms,  even  including  the  perianal 
fistulas,  are  in  no  way  dissimilar  to  those 
seen  in  ileitis  and  segmental  or  right- 
sided colitis.  Hence  the  confusion  in  the 
past,  and  for  that  matter,  in  the  present, 
in  differentiating  the  specific  tuberculous 
from  the  nonspecific  forms  of  ileal  and 
cecal  disease. 

Radiographically  the  two  types,  spe- 
cific and  nonspecific,  fail  of  complete  dif- 
ferentiation. The  typical  “string-sign” 
of  true  terminal  ileitis  is  rarely  seen  in 
tuberculosis.  But  the  phenomenon  of 
irritable  nonfilling  of  the  cecum  and 
ascending  colon,  as  demonstrated  by 
Sampson  and  by  Stierlin,  while  more 
typical  of  tuberculosis,  is  also  seen  in 
right-sided  or  segmental  colitis.  Stric- 
tured  areas  are  typical  of  tuberculosis  and 
do  not  occur  in  regional  colitis. 

Prognosis:  As  was  to  be  expected,  the 
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Fig.  1 


Primary  Intestinal  Tuberculosis 


C.B. 


Stenosis. 


Hypertrophic  Cecal  and  lleo-cecal  Tuberculosis. 


(Diagrammatic) 


Fig.  2 
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prognosis  of  ileocecal  tuberculosis,  even 
after  resection,  was  not  good.  One  case 
was  not  improved,  3 cases  recurred  ex- 
tensively, 2 cases  died.  In  2 instances 
favorable  results  were  achieved,  1 pa- 
tient having  remained  apparently  well 
when  last  seen. 

Bacteriologic  verification:  One  of  the 
most  important  questions  arising  in  the 
consideration  of  these  8 cases  concerns 
itself  with  the  bacteriologic  confirmation 
of  the  diagnosis.  In  all  the  instances  the 
diagnosis  was  made  upon  typical  histo- 
logic evidence  of  miliary  tubercle  forma- 
tion with  mononuclear  cells  and  giant  cells 
characteristic  of  classical  tuberculosis. 
The  data  in  the  8 cases  were  as  follows: 

Bacteriologic  Data  in  8 Cases  op  Primary 
Intestinal  Tuberculosis 


Case 

T.  R.  Caseous  lymph  nodes;  no  add-fast  organisms; 

negative  guinea  pig  inoculation 
E.  B.  Typical  tubercle  formation;  add-fast  organisms 
in  mesenteric  lymph  nodes  positive;  nega- 
tive guinea  pig  and  rabbit  inoculation 
A.  G.  Caseous  tuberculous  lymph  nodes;  diffuse 
miliary  tuberculosis  (autopsy) 

W.  K.  Typical  miliary  tubercle  formation 
A.  A.  Typical  miliary  tubercle  formation;  no  bacilli 
in  slides 

H.  S.  Typical  miliary  tubercle  formation;  no  badlli 
in  slides 

E.  P.  Typical  miliary  tubercle  formation;  tubercle 
badlli  in  pus  from  anal  fistula 
C.  B.  Typical  miliary  tubercle  formation 


It  will  be  seen  that  our  greatest  reliance 
was  placed  upon  the  histologic  diagnosis 
of  true  tubercle  formation  with  giant 
cells  and  characteristic  caseation,  the 
slides  being  taken  from  the  intestinal 
lesion  and  the  adjoining  mesenteric 
lymph  nodes.  In  2 instances  only,  were 
typical  acid-fast  organisms  seen  in  the 
slides ; in  one  of  these  cases  inoculation  of 
rabbits  and  guinea  pigs  with  fresh  patho- 
logic material  failed  to  reproduce  the 
disease  in  these  laboratory  animals. 
We  are  to  be  criticized  for  not  having  per- 
formed more  often  animal  inoculation 
with  suspected  tissue  material.  It  is 
remarkable,  however,  that  in  the  ^in- 
stances when  attempts  were  made  to 
\ transmit  the  inoculum  to  animals,  both 
failed  . to  reproduce  the  disease.  Per- 
haps the  acid-fast  organisms  were  too 
attenuated  to  cause  infection  in  the 
animals,  surely  an  evidence  of  the  at- 
tenuation of  the  strength  of  the  offending 


bacilli  in  both  of  these  cases.  We  believe 
that  the  ultimate  scientific  proof  of  the 
existence  of  the  tuberculous  nature  of 
these  cases  would  require  not  only  a his- 
tologic verification,  but  the  finding  of  the 
acid-fast  organisms  in  all  of  the  slides  as 
well  as  of  successful  inoculation  of  guinea 
pigs  or  of  rabbits  with  the  suspected 
pathologic  material.  This  ultimate  proof 
we  cannot  furnish  in  these  cases;  and  yet 
we  are  not  ready  to  dismiss  these  speci- 
mens as  nontuberculous,  but  believe 
and  hope  that  most  pathologists  and  most 
bacteriologists  will  agree  in  accepting 
the  specific  nature  of  the  primary  in- 
testinal effects  as  we  have  described 
them.  Many  bacteriologists  will  refuse 
to  accept  as  tuberculous  any  material 
that  fails  to  produce  the  disease  in 
guinea  pigs,  since  the  latter  animals  are 
highly  susceptible  to  even  a very  small 
number  of  viable  organisms.  Many 
pathologists  will  decline  to  accept  as 
tuberculosis,  slides  and  specimens  in 
which  organisms  of  the  acid-fast  variety 
cannot  be  demonstrated.  Yet  the  clinical 
nature  of  the  disease,  the  course  and 
spread,  the  associated  lesions  and  other 
organs,  and  the  typical  histologic  ap- 
pearance of  the  miliary  tubercles  have 
led  us,  consciously  and  critically,  to 
accept  these  8 cases  as  tuberculous  in  na- 
ture and  as  caused  by  the  myobacterium 
of  tuberculosis. 

For  that  matter,  if  the  accepted  litera- 
ture on  primary  intestinal  tuberculosis 
were  to  be  strictly  and  critically  analyzed, 
and  if  one  were  to  exclude  and  eliminate 
all  those  published  cases  lacking  the 
demonstration  of  acid-fast  organisms  and 
lacking  successful  animal  inoculations, 
there  would  not  be  material  left  to  repre- 
sent a single  convincingly  proved  case.  In 
the  published  surgical  case  reports  there 
is  practically  no  mention  of  animal 
inoculation  and  I can  recall  no  instance 
where  both  bacilli  were  shown  in  slides 
and  positive  guinea  pig  transmission 
was  successfully  carried  out. 

Nonspecific  Granulomata:  During  the 

twelve  years  represented  in  the  above 
study  we  collected  8 cases  of  presumable 
primary  ileocecal  tuberculosis.  During 
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the  last  six  years  (or  half  that  time)  we 
have  encountered  130  cases  of  nonspe- 
cific regional  ileitis  and  segmental  colitis. 
The  discrepancies  between  the  incidences 
of  these  two  forms  of  disease  are  most 
striking.  Had  we  known  nonspecific 
ileitis  before  1932  we  would  undoubtedly 
have  added  a considerable  additional 
number  of  cases  to  the  130  specimens 
actually  studied. 

Evidently,  the  nonspecific  granulo- 
mata,  ileitis,  and  regional  colitis  far  out- 
number primary  intestinal  tuberculosis  as 
a clinical  finding  in  the  ratio  of  32.5  to  1. 
The  relative  scarcity  of  intestinal  tuber- 
culosis, as  of  today,  in  comparison  with 
the  nonspecific  forms,  may  be  explained 
on  several  grounds.  The  primary  reason 
consists  in  the  fact  that  all  these  nonspe- 
cific forms,  like  ileitis,  were  previously  re- 
garded as  tuberculosis,  though  the  scien- 
tific proof  was  carelessly  lacking  or  was 
rarely  sought  for.  By  eliminating  the 
nonspecific  forms  from  all  the  right  lower 
quadrant  granulomata,  we  find,  on  analy- 
sis, that  very  little  remains  as  true  tuber- 
culosis. 

In  the  second  instance,  primary  in- 
testinal tuberculosis,  if  ever  a frequent 
disease,  seems  now  definitely  on  the  wane. 
This  is  to  be  accounted  for  by  the  fact, 
as  pointed  out  by  all  bacteriologists,  that 
bovine  herd  infestation  by  tuberculosis 
has  been  almost  completely  eliminated. 
Since  May,  1918,  from  3.0  to  49.6  per 
cent  of  milch  cows  in  the  State  of  New 
York  have  been  slaughtered  because  of 
tuberculosis;  in  January,  1938,  less  than 
0.46  per  cent  of  the  registered  herd  in  this 
state  were  estimated  to  be  carriers  of 
bovine  tuberculosis.17  This  means  the 
practical  elimination  of  infected  milk, 
which,  added  to  the  widespread  accept- 
ance of  pasteurization,  means  the  wiping 
out  of  contaminated  bacillus-carrying 
milk. 

If  primary  intestinal  tuberculosis  is  an 
infection  of  the  human  child,  transmitted 
by  milk  contaminated  with  the  bovine 
bacillus  or  tuberculosis,  then  the  cause  for 
the  relatively  greater  paucity  of  such  cases 
is  seen  in  the  highly  successful  and  highly 
laudable  work  of  our  Health  Departments 


and  State  Dairy  Commissions  in  elimi- 
nating bovine  tuberculosis  and  insisting 
upon  pasteurization  of  the  bulk  of  milk 
carried  to  our  markets. 

The  fact  is  that  the  nonspecific  granu- 
lomata constitute  the  great  bulk  of  cases 
of  ileocecal  hyperplastic  disease.  Ileitis 
alone  far  outnumbers  primary  intestinal 
tuberculosis,  Hodgkin’s  disease,  and  mul- 
tiple sarcomatosis,  all  combined. 

In  the  differential  diagnosis  of  lower 
right  quadrant  abdominal  masses  it  is 
necessary,  in  teaching,  to  realize  the 
greater  frequency  of  ileitis  and  regional 
colitis,  and  to  relegate  to  diseases  of  great 
rarity,  primary  intestinal  tuberculosis, 
and  other  specific  types  of  inflammation. 

It  may  even  be  that  shortly,  with  the 
continued  success  of  public  health  meas- 
ures and  the  vigilance  of  our  praise- 
worthy servants,  the  entire  concept  and 
incidence  of  primary  human  intestinal 
tuberculosis  will  disappear  as  a clinical 
finding  and  a pathologic  entity. 
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TREATMENT  OF  OPERABLE  RECTAL  CANCER 


George  E.  Binkley,  M.B.  (Tor.),  New  York  City 


Rectal  cancer  is  a comparatively  com- 
mon disease.  It  is  encountered  most 
frequently  in  those  of  mature  age,  but  it 
may  occur  any  time  after  puberty.  The 
incidence  of  this  disease  in  America,  ac- 
cording to  statistics,  is  on  the  increase. 
This  increase  may  be  more  apparent  than 
real,  due  to  the  greater  average  age  of  the 
population.  Cancer  in  this  location  lends 
itself  to  easy  recognition.  Its  treatment 
constitutes  one  of  the  most  important 
present-day  surgical  problems. 

Early  recognition  of  rectal  cancer  is 
very  important  from  the  standpoint  of 
successful  treatment.  It  is  impossible  to 
overemphasize  the  importance  of  this 
factor.  The  earlier  the  disease  is  recog- 
nized, the  greater  the  possibilities  of  com- 
plete eradication.  Early  diagnosis  is 
largely  in  the  hands  of  the  general  prac- 
titioner, gastroenterologist,  and  internist. 
Seldom  do  patients  first  consult  a surgeon 
for  rectal  symptoms.  In  the  very  early 
stages,  symptoms  may  be  mild  and  in- 
definite but  they  usually  suggest  to  the 
patient  that  he  has  a rectum,  and  that 
something  is  abnormal  in  that  section  of 
bowel.  Any  alteration  from  the  normal 
functioning  of  the  bowels,  characterized 
by  constipation,  increasing  constipation, 
gaseous  distention,  mild  attacks  of  cramp- 
like pain,  especially  in  the  left  lower  ab- 
dominal quadrant,  a few  drops  of  blood  on 
stool  or  toilet  paper,  increased  amount  of 
mucus  with  stools,  mild  tenesmus,  etc., 
are  symptoms  strongly  suggestive  of 
early  new  growth  and  are  worthy  of  care- 
ful investigation.  The  above  symptoms 
suggest  the  possibilities  of  cancer  but  a 
definite  diagnosis  can  be  made  in  the  early 
stages  only  by  very  careful  rectal  exami- 
nations. 

Rectal  examinations  consist  of  palpa- 
tion of  the  rectum  with  the  finger,  and 
instrumentation  with  an  electrically 


lighted  sigmoidoscope.  The  latter  is  a 
simple  office  procedure  and  may  be  com- 
pleted within  a few  minutes  without  dis- 
tress to  the  patient.  Incomplete  or  care- 
less examinations  are  to  be  condemned 
as  they  seldom  reveal  a satisfactory  ex- 
planation of  the  symptoms,  and  fre- 
quently convey  a false  impression  as  to 
the  presence  of  cancer.  A higher  per- 
centage of  early  diagnoses  would  result 
from  education  of  the  laity  to  seek  medi- 
cal advice  for  all  minor  anal  and  rectal 
symptoms,  and  from  an  increased  willing- 
ness of  the  profession  to  investigate  all 
symptoms  that  suggest  pathology  in  the 
terminal  intestinal  tract  by  a thorough 
rectal  and  sigmoidal  examination. 

In  most  instances  a definite  diagnosis  of 
rectal  cancer  can  be  made  by  the  experi- 
enced clinician,  from  clinical  findings. 
However,  there  are  atypical,  nonmalig- 
nant  tumors  which  closely  resemble  can- 
cer, concerning  which  even  the  experi- 
enced may  be  in  doubt.  Removal  of  a 
rectum  is  an  operation  not  to  be  under- 
taken lightly  or  without  necessity.  In 
order  to  avoid  an  occasional  mistake,  the 
clinical  diagnosis  should  be  confirmed  by 
submitting  a piece  of  tissue  to  a well- 
trained  tumor  pathologist  for  histological 
study  before  treatment  is  undertaken. 
If  the  first  biopsy  fails  to  show  malignant 
change  and  the  clinical  appearance  sug- 
gests malignancy,  further  sections  should 
be  submitted.  From  past  experience  it 
is  quite  evident  that  biopsies  are  fre- 
quently necessary.  A number  of  pa- 
tients with  nonmalignant  polyps  and 
others  with  nonmalignant  rectal  pathol- 
ogy have  been  advised  to  have  rectal  re- 
section, under  the  erroneous  impression 
that  they  were  suffering  from  cancer. 
The  old  idea  of  hastening  the  dissemina- 
tion of  cancer  cells  by  taking  a small  piece 
of  tumor  tissue  for  examination  appears 
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to  have  little  foundation.  There  is  no 
real  proof  of  such  reaction.  Only  by 
routine  biopsies,  especially  with  atypical 
tumors,  is  the  surgeon  sure  of  avoiding 
the  embarrassing  mistake  of  removing  a 
nonmalignant  rectum  or  permitting  a 
cancer  which  appears  nonmalignant  to 
reach  an  advanced  stage  before  its  true 
nature  is  determined. 

The  second  step  in  the  care  of  rectal 
cancer  is  the  classification  of  patients  as 
to  treatment  and  prognosis.  Patients 
may  be  separated  into  two  main  groups: 
namely,  operable  and  inoperable.  This 
classification  is  often  possible  after  ap- 
praisal of  routine  laboratory,  general 
physical,  and  rectal  examinations.  In  a 
certain  percentage  of  cases  further  studies 
are  advisable,  such  as  detailed  investiga- 
tions of  the  cardiovascular  system,  roent- 
genographic  examinations  of  the  chest, 
pelvis,  and  lumbar  spine  for  metastases, 
and  cystoscopic  examinations  of  males 
where  the  tumors  are  on  the  anterior 
rectal  wall  adjacent  to  the  bladder.  From 
the  above  investigations  one  can  deter- 
mine the  operability,  or  at  least  the  ad- 
visability of  an  exploratory  operation. 
At  times  it  is  difficult  to  determine  the 
exact  extent  of  metastatic  and  local  dis- 
ease without  an  exploratory  laparotomy. 
The  inoperable  group  comprises  those 
patients  who,  because  of  extensive  dis- 
ease or  very  poor  physical  condition,  are 
unsuitable  for  radical  treatment.  The 
operable  group  includes  those  patients 
for  whom  radical  forms  of  treatment  offer 
the  greatest  possibilities  as  to  cure  and 
palliation.  The  operable  group,  in  ac- 
cordance with  the  extent  of  the  disease, 
may  be  subdivided  into : (a)  early  oper- 
able, (b)  medium- advanced  operable,  and 
(c)  borderline  or  advanced  operable 
groups.  They  may  be  classified  further 
as  to  the  general  condition  of  the  patient 
or  his  ability  to  withstand  treatment,  into 
good,  medium,  and  poor  surgical  risks. 

One  of  the  problems  in  treatment  of 
rectal  cancer  is  in  selecting  the  treatment 
most  suitable  for  the  given  case.  The  se- 
lection is  enhanced  by  a working  knowl- 
edge of  the  advantages  and  limitations  of 
the  recognized  surgical  procedures  for  re- 


moving a cancerous  rectum,  and  of  the 
value  of  radiation  therapy  in  this  disease. 
Radical  surgical  removal  of  the  tumor 
and  adjacent  tissues  is  the  method  of 
choice  in  most  instances.  Radiation 
therapy,  also  considered  a surgical 
method,  is  of  value  in  a certain  percentage 
of  cases.  It  may  be  employed,  alone,  to 
eradicate  the  disease,  or  used  to  supple- 
ment radical  resection.  In  certain  in- 
stances the  surgeon  has  a choice  of  pro- 
cedures, any  one  of  which  is  likely  to  pro- 
duce the  desired  result,  while  in  other 
cases  one  particular  form  of  treatment  or 
type  of  operation  suggests  advantages 
additional  to  that  of  any  other  well-recog- 
nized method. 

The  types  of  surgical  operations  which 
appear  of  greatest  value  and  are  employed 
most  extensively,  are:  first,  those  which 
include  an  abdominal  as  well  as  a perineal 
approach;  and  second,  those  which  have 
only  a perineal  approach  for  removing 
the  tumor.  These  may  be  completed 
after  a preliminary  abdominal  colostomy 
has  been  constructed,  or  the  resection  may 
be  done  without  exploration  or  an  ab- 
dominal colostomy.  In  the  latter,  the 
sigmoid  is  brought  down  and  used  to  form 
a perineal  anus  at  the  site  of  the  incision. 
The  above  methods  are  almost  standard 
procedures.  Many  surgeons,  however, 
vary  the  technic  slightly  from  that  origi- 
nally described  by  the  authors.  Selec- 
tive surgical  methods,  whereby  the  chief 
objective  is  continuity  of  bowel  and 
sphincter  control,  so  as  to  avoid  an  arti- 
ficial opening,  are  preferred  by  a few  sur- 
geons. Operations  of  this  nature  have  a 
selective  field  in  the  early  stages  of  the 
disease,  but  cannot  be  considered  for 
routine  employment  in  the  more  advanced 
operable  stages.  The  limited  dissection 
afforded  by  many  of  these  operations  too 
frequently  results  in  incomplete  removal 
and  early  recurrences. 

Abdominoperineal  resections  appear 
to  be  the  most  ideal  for  eradicating  rectal 
and  rectosigmoidal  cancer,  as  they  pro- 
vide for  the  widest  dissection  of  lymphatic 
channels  and  adjacent  tissues.  Cancer 
in  these  locations  spreads  by  continuity 
of  tissue  and  by  the  lymphatic  and  blood 
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streams.  Dissemination  by  the  blood 
stream  is  beyond  the  reach  of  surgical 
operation.  Extension  by  continuity  of 
tissue  or  dissemination  by  the  lymphatic 
route  may  still  be  within  reach  of  the  more 
radical  dissections.  The  preliminary  ab- 
dominal approach  affords  the  greatest 
possibilities  for  removing  upward  and 
lateral  lymphatic  channels,  as  well  as  a 
wide  dissection  of  tissues  surrounding  the 
upper  rectum  and  rectosigmoidal  junc- 
tion. By  the  secondary  or  perineal  ap- 
proach the  lower  part  of  the  dissection  is 
continued  and  the  condemned  tissues  re- 
moved. A new  pelvic  floor  is  constructed 
and  the  patient  retains  a permanent  ab- 
dominal colostomy.  Such  thorough  re- 
sections may  be  completed  at  one  time,  as 
advocated  by  Miles,  or  may  be  concluded 
in  two  stages,  as  suggested  by  Lahey, 
Coffey,  and  others. 

The  one-stage  abdominoperineal  or 
Miles’  type  of  operation  is  the  surgical 
method  of  choice.  It  is  applicable  for 
tumors  located  anywhere  within  the  rec- 
tum and  at  the  rectosigmoidal  junction. 
Patients  are  spared  the  anxiety  and  worry 
of  two  operations.  The  perineal  wound 
heals  rapidly  and  hospitalization  is  com- 
paratively short.  The  percentage  of 
cases  for  which  this  operation  is  suitable 
will  depend  upon  the  general  condition  of 
the  patient  and  extent  of  disease.  It  is 
most  suitable  for  those  in  good  or  fairly 
good  physical  condition,  who  are  fortu- 
nate enough  to  have  their  cancer  recog- 
nized while  in  the  early  or  medium-ad- 
vanced operable  stage  of  development. 

Abdominoperineal  resections  in  two 
stages,  although  less  ideal  in  certain  re- 
spects, appear  to  have  a place  in  the  treat- 
ment of  this  disease.  Two-stage  proce- 
dures allow  a wide  dissection  similar  to 
that  of  the  Miles’  operation.  The  chief 
objective  of  graded  procedures  is  to  give 
to  the  less  fortunate  cases  the  advantage 
of  a wide  dissection  without  exposing 
them  to  risks  which  they  may  be  unable 
to  withstand.  Of  the  two-stage  proce- 
dures, we  prefer  the  Lahey  technic.  Two- 
stage  resections  are  preferable  when  deal- 
ing with  badly  infected  and  markedly 
stenosing  tumors  in  patients  who  require 


abdominoperineal  operations,  but  whose 
general  condition  is  not  the  best,  and  who 
might  be  classified  as  medium  and  poor 
surgical  risks.  The  first  stage,  which  is 
the  minor  of  the  two  operations,  exerts 
but  a moderate  strain  upon  the  patient. 
It  is  seldom  more  than  an  abdominal  ex- 
ploration with  the  construction  of  a simple 
colostomy.  The  first  operation,  however, 
seems  to  lessen  the  possibility  of,  or  raise 
the  resistance  to,  pelvic  infection  at  the 
time  of  the  second-stage  procedure, 
thereby  lowering  the  operative  fatalities 
due  to  pelvic  peritonitis.  The  interval 
between  operations,  usually  four  or  more 
weeks,  permits  a lessening  of  the  tumor 
infection  and  a recognizable  improvement 
in  the  general  condition  of  the  patient. 

Two-stage  procedures  are,  at  times,  of 
value  when  dealing  with  advanced  dis- 
ease when  the  surgeon,  after  exploration, 
has  real  difficulty  in  determining  whether 
or  not  the  patient  should  be  subjected  to 
radical  operation.  Under  these  circum- 
stances, one  may  plan  a two-stage  proce- 
dure and  do  the  first  stage  at  this  time. 
If  the  patient  shows  the  usual  improve- 
ment, the  second  operation  can  be  com- 
pleted. However,  if  the  patient  fails  to 
pick  up,  and  continues  to  lose  weight  and 
strength,  these  factors  are  a fair  indica- 
tion that  the  condition  is  inoperable. 
Although  such  patients  may  survive  the 
second  operation,  the  final  results  are 
seldom  satisfactory,  as  practically  all 
cases  continue  to  follow  the  downward 
decline.  The  few  postoperative  deaths 
which  have  occurred  with  our  two-stage 
procedure,  and  those  patients  who  have 
done  very  badly  after  the  second  stage, 
were  those  who  failed  to  show  a real  im- 
provement after  the  first  operation. 

Abdominoperineal  operations  are  grad- 
ually becoming  more  popular.  In  our 
clinic,  a much  higher  percentage  of  pa- 
tients are  now  being  operated  upon  by 
this  method  than  five  years  ago.  More- 
over, there  is  a gradual  trend  to  the  one- 
stage  procedure.  Whether  one-stage  or 
graded  procedures  are  employed  will  de- 
pend upon  the  operator  and  the  class  of 
patient  that  he  is  called  upon  to  treat. 
In  the  past,  these  radical  types  of  resec- 
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tions  were  often  avoided  because  of  the 
high  operative  mortality  that  resulted 
from  their  use  in  the  earlier  years.  The 
operative  mortality  in  these  resections, 
although  higher  than  that  of  perineal  ex- 
tirpation, is  being  gradually  reduced. 
In  a small  series  of  90  cases,  we  had  an 
operative  mortality  of  13.3  per  cent. 
Ten  patients  were  operated  upon  over 
five  years  ago.  Seven  of  these  survived 
the  five-year  period  and  6 of  them  are  now 
alive  and  well. 

Perineal  resection  or  extirpation  of  the 
rectum  for  cancer  has  been  in  use  for  over 
a century.  Its  popularity  is  largely  due 
to  the  low  operative  mortality.  Conse- 
quently, this  method  is  most  ideal  for  the 
aged  and  those  patients  who,  because  of 
poor  physical  condition,  must  be  classified 
as  poor  surgical  risks.  The  disadvantage 
for  routine  employment  is  the  high  per- 
centage of  local  recurrences.  This,  un- 
doubtedly, results  from  the  limited  dis- 
section of  the  invaded  lymphatic  channels 
and  adjacent  tissues,  especially  when  the 
tumor  is  situated  high  in  the  rectum.  If 
the  disease,  at  the  time  of  operation,  is  in 
the  early  stages,  the  results  obtained 
should  be  equal  to  that  of  any  other  surgi- 
cal method.  When  the  disease  is  wide- 
spread and  beyond  the  reach  of  dissec- 
tion, the  results  can  be  of  only  a palliative 
nature,  rather  than  a longstanding  clinical 
cure.  This  type  of  resection  is  most  ideal 
for  poor  surgical  risks  with  tumors  situ- 
ated in  the  mid  or  lower  rectum. 

Perineal  resections  may  be  carried  out 
with  or  without  abdominal  colostomy. 
The  construction  of  a preliminary  abdom- 
inal colostomy  permits  exploration  of  the 
abdominal  cavity  to  ascertain  the  extent 
of  local  or  metastatic  disease.  Perineal 
resection  without  preliminary  colostomy 
denies  the  surgeon  the  advantages  of  an 
abdominal  exploration  and  places  the  arti- 
ficial anus  in  the  perineum  near  the  origi- 
nal site  of  the  anal  canal,  a location 
greatly  preferred  by  a few  patients.  In 
the  majority  of  perineal  resections  we 
have  employed  a preliminary  colostomy, 
but  in  those  patients  who  refuse  an  ab- 
dominal anus  and  who  are  very  obese, 
the  resection  has  been  done  without  pre- 


liminary operation.  In  all  cancer  cases 
the  dissection,  whether  perineal  or  ab- 
dominoperineal, should  be  as  wide  as 
possible  in  order  to  include  the  con- 
demned adjacent  tissues  and  infected 
lymphatic  channels.  Artificial  openings, 
whether  in  the  perineum  or  on  the  abdo- 
men, are  cared  for  very  satisfactorily  and 
without  any  great  annoyance  by  patients 
who  are  free  of  disease.  The  majority 
carry  on  their  routine  occupations  with- 
out any  recognizable  handicap. 

The  results  of  perineal  resections  are 
frequently  inferior  to  those  of  abdomino- 
perineal resections,  other  factors  being 
equal.  In  a series  of  120  patients  sub- 
jected to  colostomy  and  perineal  resec- 
tion, there  was  an  operative  mortality  of 
5 per  cent.  The  majority  of  these  pa- 
tients received  preoperative  irradiation. 
Sixty-one  patients  were  operated  upon 
over  five  years  ago  with  a five-year  sur- 
vival of  47.5  per  cent. 

Careful  preoperative  preparation  and 
postoperative  care  are  essential  for  good 
surgical  results.  All  patients  should  be 
under  observation  for  at  least  one  week 
before  operation.  The  colon  is  thoroughly 
cleansed,  as  it  is  usually  in  a very  toxic 
condition,  by  the  daily  use  of  saline  ca- 
thartics and  colon  irrigations.  Prelimi- 
nary high  caloric  diets  are  of  value  for 
patients  who  require  building-up,  and 
may  be  supplied  with  vitamins,  iron, 
liver,  etc.  A diet  of  carbohydrates, 
sugar,  and  fruit  juices  is  preferable  for  a 
period  of  five  to  seven  days  preceding 
operation.  Patients  running  elevated 
temperatures  should  be  carefully  inves- 
tigated as  to  the  cause  of  the  temperature. 
Oftentimes,  it  is  wise  to  delay  operation 
for  a time  because  of  this  factor.  Rectal 
cancer  seldom  produces  an  elevated  tem- 
perature unless  the  disease  is  of  a highly 
malignant  type  or  harbors  a local  abscess. 
Investigation  of  the  prostate  is  advisable 
in  elderly  males  who  give  a history  of  noc- 
turia. Examination  frequently  reveals 
a prostate  that  is  best  treated  or  removed 
before  operation  is  undertaken.  Fluids 
are  given  freely  for  at  least  five  days,  and 
are  supplemented  by  intravenous  injec- 
tions of  glucose  for  two  or  three  days  be- 
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fore  operation.  Direct  blood  transfu- 
sions of  500  to  700  cc.  are  administered 
routinely  prior  to  beginning  operation. 

Postoperative  Care 

Sedatives  are  employed  freely  for  the 
first  forty-eight  hours.  Body  fluids  are 
restored  by  hypodermoclysis  and  intrave- 
nous injections  of  glucose  and  saline. 
Blood  transfusions  are  used  when  indi- 
cated. Male  and  female  patients  are 
catheterized  every  six  to  eight  hours. 
Frequent  catheterization  appears  pref- 
erable to  the  use  of  retention  catheters. 
The  perineal  wound  should  be  inspected 
frequently.  The  irrigation  of  these 
wounds,  after  the  seventh  postoperative 
day,  adds  to  the  comfort  of  the  patients. 
The  value  of  sulfanilamide  and  neopron- 
tosil  in  avoiding  fatal  infections  is  still  not 
fully  determined.  Further  time  will  be 
required  to  evaluate  the  usefulness  of 
these  drugs  in  rectal  resections. 

Radiation  Therapy 

Radiation  therapy  has  proved  to  be  of 
value  in  the  treatment  of  rectal  cancer. 
Radium  and  roentgen  rays  may  be  em- 
ployed as  an  individual  method,  or  they 
may  be  combined  with  radical  surgery. 
Radiation  therapy  alone  is  most  suitable 
for  the  early  lesions.  The  earlier  the 
stage  of  disease,  the  greater  are  the  possi- 
bilities of  complete  eradication  and  long- 
standing clinical  cure.  It  is  the  treat- 
ment of  choice  for  many  cancers  measur- 
ing 4 cm.  or  less  in  diameter.  In  this  se- 
lective group  the  results  are  equal,  if  not 
superior,  to  those  of  radical  resection. 
Medium  and  large  cancers  may  also  be 
treated  by  this  method  but  the  results  are 
inferior  to  those  obtained  in  treating  tu- 
mors of  smaller  size.  The  chief  advan- 
tages of  successful  radiation  therapy  in 
the  early  lesions  are:  (1)  that  patients 
avoid  surgical  operation,  (2)  they  avoid 
long  periods  of  hospitalization,  and  (3) 
they  retain  a normally  functioning  rec- 
tum. Local  and  constitutional  reactions 
following  adequate  use  of  the  physical 
agents  in  small  lesions  are  practically  nil. 

Radiation  therapy,  when  used  alone  to 
provide  clinical  cure,  consists  of  external 


applications  of  roentgen  or  radium  rays, 
administered  about  the  pelvis,  through 
six  or  seven  portals  of  entry.  Following 
the  external  treatments  radon  is  applied 
either  in  the  form  of  gold  radon  seeds  im- 
planted into  the  tumor  mass  or  by  surface 
applications.  If  gold  seeds  are  employed, 
the  total  dosage  for  sterilizing  the  cancer 
is  administered  at  one  time,  while  the 
total  dosage  of  surface  applications  is 
given  by  divided  daily  dosage  technic  and 
extends  over  a period  varying  from  fif- 
teen to  forty  days.  The  dosage  required 
for  eradication  depends  upon  the  size  of 
the  mass  and  the  radiosensitivity  of  the 
cancer  cells. 

The  results  of  the  above  treatment  in 
early  operable  rectal  cancers  are  encourag- 
ing. Thirty-one  patients  with  tumors  of 
about  4 cm.  or  less  in  diameter,  treated 
prior  to  March,  1938,  are  reviewed.  Ir- 
radiation, in  1 case,  was  a failure  as 
operation  was  necessary  one  year  later. 
Five  patients  are  dead.  Two  died  with 
liver  metastases,  without  local  recurrence, 
three  and  one-half  and  one  and  one-half 
years  respectively  after  treatment.  Two 
died,  ten  and  seven  and  one-half  years 
respectively,  after  treatment,  without 
recognizable  rectal  cancer.  One  died, 
cause  of  death  unknown,  one  and  one-half 
years  after  treatment,  with  no  evidence 
of  disease  at  last  visit.  An  elderly 
woman  of  71  years  was  lost  track  of  after 
one  and  one-half  years.  She  had  no  evi- 
dence of  disease  at  the  time  of  her  last 
visit.  The  remaining  24  patients  are 
alive  and  clinically  free  of  disease.  Fif- 
teen have  been  well  for  over  three  years 
while  9 have  survived  periods  varying 
from  five  to  ten  years. 

In  advanced  operable  disease,  where 
surgical  results  are  rarely  good,  there  ap- 
pears to  be  a real  advantage  in  combining 
radiation  therapy  and  radical  surgery. 
The  preliminary  external  applications 
produce  a favorable  effect  upon  both  the 
patient  and  the  tumor.  The  symptoms 
are  reduced,  the  general  condition  is  im- 
proved, and  the  tumor  shows  a marked 
decrease  of  ulceration,  reduction  in  size, 
and  often  increased  mobility.  Addi- 
tional preoperative  therapy  is  at  times 
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advisable  in  the  form  of  interstitial  ap- 
plications of  gold  radon  seeds,  which  in- 
fluence the  outlying  areas.  When  radon 
seeds  are  employed,  operation  is  carried 
out  seven  to  fourteen  days  later.  Occa- 
sionally a few  gold  radon  seeds  are  in- 
serted, at  the  time  of  operation,  into  sus- 
pected tissue  that  cannot  be  removed. 
When  there  is  a reasonable  possibility  that 
malignant  cells  remain,  patients  receive 
additional  external  therapy  after  conva- 
lescence. These  treatments  are  repeated 
when  thought  advisable.  While  one 
cannot  estimate,  in  a mathematical 
fashion,  the  value  of  the  combined  treat- 
ment, from  clinical  experience  it  would 


seem  that  a higher  percentage  of  clinical 
cures  have  been  obtained  and  much 
greater  palliation  provided  than  in  those 
cases  where  surgery  alone  was  employed. 

Conclusion 

Early  recognition  contributes  greatly 
to  successful  treatment  of  rectal  cancer. 
Selective  methods  are  preferable  to  any 
routine  method  in  the  treatment  of  this 
disease.  The  most  radical  forms  of  surgi- 
cal dissection  offer  the  greatest  possibili- 
ties to  patients  in  good  physical  condi- 
tion. Radiation  therapy  in  the  very 
early  lesions  is  at  times  the  treatment  of 
choice. 


Correspondence 


To  the  Editor: 

Looking  over  the  Journal  of  December  15, 
1939,  I want  to  express  my  full  appreciation  of 
pages  2237-38.  I have  been  unable  to  see  the 
value  of  Health  News;  it  is  filled  with  book  re- 
views (entirely  out  of  place)  and  idolizing  of  the 
“Nurses”  and  Mr.  Jones  who  thinks  himself  a 
wonder  with  his  continually  so-called  idiomatic 
language.  Once  in  a while  he  says  some  sound 
thing,  but  it  could  be  much  better  condensed  and 
expressed.  Perhaps  page  197  of  Health  News, 
November  27,  1939,  has  not  struck  you  as  it  did 
me.  Namely  in  “The  Nurses  of  Tomorrow” 
I would  like  to  know  “where  does  the  family 
physician  come  in?”  I have  heard  it  repeated 
over  and  over  that  the  great  value  of  the  family 
physician  is  to  be  the  “Counsellor  of  the  family.” 
Read  it  over! 

Edmond  E.  Blaauw,  M.D. 

Buffalo,  N.  V. 

December  20,  1939 


To  the  Editor: 

In  your  editorial,  “The  Problem  of  the 
Arthritic,”  published  in  the  January  1 issue  of 
the  State  Journal,  you  referred  to  my  paper 
on  Gold  Therapy  but  misspelled  my  name. 
Kindly  have  it  corrected. 

The  exact  reference  is:  “Gold  Therapy  in 

Rheumatoid  Arthritis,”  Sashin,  D.,  Spanbock, 
J.,  and  Kling,  D.  H.:  Jour.  Bone  & Joint  Surg. 
21:  723,  1939. 

Very  truly  yours, 

David  Sashin,  M.D. 

New  York  City 
January  5,  1940 


The  Editors  regret  this  error  in  spelling  and 
are  glad  to  record  the  correction. 


NATIONAL  CONFERENCE  ON  MEDICAL  SERVICE 


The  National  Conference  on  Medical  Service 
(formerly  the  Northwest  Regional  Conference) 
will  hold  its  14th  Annual  Meeting  at  the  Palmer 
House,  Chicago,  February  11,  1940.  All  state 
medical  societies  have  been  invited  to  send  repre- 
sentatives to  the  Conference,  designed  for  the 
exchange  of  information  on  progressive  medical 
service  activities  being  conducted  throughout  the 
United  States,  and  to  discuss  problems  arising 
from  the  distribution  of  medical  service  to  all 
classes.  The  Conference  is  not  official  nor  po- 
litical, is  not  connected  with  any  other  organi- 
zation or  committee,  and  its  deliberations  result 
in  no  resolutions  or  motions.  It  is  informal,  has 
no  dues,  bylaws,  or  formal  organizational  struc- 
ture. 

The  Conference  has  been  successful  because  it 


affords  an  opportunity  for  physicians  who  are 
officially  associated  with,  or  personally  interested 
in,  medical  economics  to  exchange  ideas. 

The  1940  program,  designed  to  give  sound 
practical  information,  includes  symposiums  on 
group  medical  care  and  group  hospitalization 
programs,  the  allocation  of  federal  funds  to  the 
states,  the  Washington  scene,  effective  public 
relations  by  physicians,  and  medical  welfare 
programs  (including  the  federal  assistance 
groups,  outdoor  relief  group,  and  medical  and 
surgical  care  in  hospitals). 

Seventeen  men,  representing  as  many  states 
in  the  Union,  will  be  on  the  program  of  this  one- 
day  meeting.  It  is  anticipated  that  some  thirty- 
five  states  will  send  representatives  to  the  Con- 
ference. 


ACUTE  ABDOMINAL  CONDITIONS 


Robert  F.  Barber,  M.D.,  Brooklyn,  New  York 
{From  the  Department  of  Surgery,  Long  Island  College  Hospital ) 


Acute  inflammation  within  the  ab- 
^ domen  is  due  to  a variety  of  causes. 
One  could  list  a large  number  of  them  and 
still  add  little  to  the  understanding  of  the 
student  unless  such  causes  were  cor- 
related. 

In  starting  the  discussion  it  seems  best 
for  practical  purposes  to  divide  the  ab- 
domen into  four  general  parts.  The 
first  includes  the  solid  organs:  the  liver, 
the  spleen,  and  the  pancreas.  The 
second  comprises  the  gut,  which  includes 
everything  from  the  cardia  to  the  rectum. 
The  third  includes  the  ducts : the  bile  pas- 
sages, pancreatic  duct,  the  oviducts,  and 
the  uterus.  The  fourth  comprises  the 
blood  vessels,  with  emphasis  on  those 
found  in  the  mesentery. 

Where  possible,  let  us  now  apply 
trauma,  infection,  and  obstruction  to  the 
four  physical  parts  just  described,  and 
note  the  general  results. 

Trauma. — A blow  on  the  abdominal 
wall  may  produce  a rupture  of  the  liver, 
spleen,  gut,  or  the  pregnant  uterus.  It  is 
well  to  note  that  the  force  of  the  blow 
may  be  so  slight  that  the  abdominal  skin 
is  not  even  bruised.  Blood  vessels  are 
often  ruptured  by  this  type  of  injury. 
Intra-abdominal  hemorrhage  follows  the 
rupture  of  the  viscus  as  a natural  se- 
quence. This  gives  rise  to  constant  pain 
as  the  outstanding  symptom.  In  the 
gut,  perforation  is  followed  by  hemor- 
rhage, infection,  and  peritonitis.  Pene- 
trating wounds  of  the  abdomen  produce 
injury  to  the  viscera  depending  upon  the 
site  of  the  injury.  Hemorrhage  and  in- 
fection follow  as  in  closed  trauma. 

Infection. — The  blood  vessels  and  the 
bile  passages  of  the  liver  serve  as  the 
carriers  of  infection.  In  the  liver  occur 
the  solitary  abscess  from  amebic  ulcers  of 
the  colon  and  the  miliary  abscesses  from 


blood  borne  bacteria.  In  the  pancreas, 
from  whatever  source  the  infection  may 
come,  the  final  product  is  acute  pan- 
creatitis. In  the  gut,  infection  may  re- 
sult in  an  ulcer.  The  commonest  types 
are  the  peptic  and  the  colonic  ulcers. 
The  appendix  is  the  most  frequent  seat  of 
infection.  Infection  in  the  liver  ducts 
and  gallbladder  is  a common  occurrence, 
and  here  we  see  all  degrees  of  inflam- 
matory changes  from  acute  to  chronic. 
The  oviducts  and  the  uterus  receive  in- 
fection from  gonorrhea  and  abortions. 
In  the  abdominal  vessels  infection  shows 
itself  most  often  as  a thrombophlebitis. 
The  latter  is  seen  very  commonly  in  the 
more  severe  forms  of  appendicitis  in  the 
mesentery  of  the  appendix.  When  it 
occurs  in  the  mesentery  of  the  bowel  the 
clinical  picture  may  be  most  obscure. 
To  summarize  for  practical  purposes,  one 
may  say  that  man’s  chief  abdominal  ills 
come  from  the  appendix,  the  gallbladder, 
the  peptic  ulcer,  the  Fallopian  tubes,  and 
the  pancreas.  While  the  initial  infection 
may  be  local  and  stay  local,  it  often  be- 
comes diffuse.  Following  the  diffuse 
stage  the  inflammation  may  again  become 
localized  either  in  the  region  of  the 
original  focus  or  elsewhere  in  the  ab- 
domen. 

Obstruction. — Stoppage  of  the  ducts  of 
the  liver  may  be  produced  by  calculi  at 
any  point,  either  intra  or  extra  hepatic, 
by  acute  or  chronic  inflammation  of  the 
ducts,  by  tumors  of  the  walls  of  the  ducts, 
and  finally  by  tumors  pressing  from  with- 
out the  walls.  Stoppage  of  the  veins  of 
the  liver  occurs  in  thrombophlebitis  of 
the  radicals  of  the  portal  vein.  It  gives 
rise  to  the  Zahn  infarct.  Stoppage  of 
both  the  bile  duct  and  the  pancreatic 
duct  often  results  from  carcinoma  of  the 
head  of  the  pancreas.  In  the  gut  tract, 
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stoppage  may  arise  from  without,  as  from 
the  pressure  of  the  neck  of  a hernial  sac, 
from  tumors  lying  adjacent  to  the  bowel, 
and  from  bands  running  across  the  bowel 
in  a constricting  manner.  Stoppage  may 
come  from  within  the  lumen,  as  seen  in 
pedunculated  tumors,  or  from  gallstones. 
Obstruction  of  the  gut  may  come  from 
lesions  of  the  wall,  as  in  muscular  hy- 
pertrophy at  the  pylorus  of  infants,  or 
scar  formation  of  the  pylorus  following 
ulcer,  or  carcinoma  at  the  pylorus  or  any 
part  of  the  large  bowel.  Volvulus  and 
intussusception  produce  stoppage  by 
methods  which  need  no  amplification. 
In  the  oviduct  and  uterus,  obstruction  is 
caused  by  the  growing  fetus.  Rupture  is 
common  in  the  oviduct  and  not  un- 
common in  the  uterus  itself.  Obstruc- 
tion of  the  blood  vessels  gives  rise  to 
mesenteric  thrombosis,  thrombophlebitis, 
and  infarcts. 

Although  this  casual  covering  of  the 
entire  abdominal  cavity  is  reasonably 
complete,  one  must  add  to  the  picture  the 
acute  abdominal  history,  which  often 
accompanies  angina  pectoris,  or  the  acute 
acidosis  of  diabetes.  Slight  fever  and 
leukocytosis  confuse  the  physician.  The 
pain  is  often  referred  to  the  upper  quad- 
rants. Many  a gallbladder  has  been 
removed  (it  may  even  have  contained 
calculi)  during  an  attack  of  angina. 

The  most  important  symptom  for  the 
clinician  to  consider  is  pain.  The  more 
extensive  becomes  his  experience  the  more 
he  will  be  impressed  by  the  fact  that  pain 
is  the  only  constant  symptom  in  acute 
abdominal  lesions.  For  this  reason  one 
should  study  with  great  care  the  onset, 
the  character,  the  duration,  and  the  loca- 
tion of  the  pain.  Trauma,  infection,  and 
obstruction  will  each  give  rise  to  many 
modifications  of  the  pain  picture.  The 
clinician  will  recognize  by  his  experience 
the  finer  shades  of  the  story.  The  pain 
of  inflammation,  for  instance,  is  constant 
but  varied  in  intensity.  The  pain  of 
trauma  or  obstruction  of  the  bowel  is 
likely  to  be  regularly  irregular,  with  peaks 
of  intensity  which  are  due  to  peristalsis. 
The  pain  of  perforation  is  very  severe  and 
shock  producing.  The  pain  of  sudden 


onset  should  be  associated  with  tragedy. 

Pain  is  absolutely  subjective  and  for 
this  reason  the  physician  must  school 
himself  to  interpret  pain  in  terms  of  the 
psyche  of  the  individual.  Some  take 
pain  calmly  and  entirely  without  emotion. 
Some  individuals  highly  sensitive  to  pain 
exhaust  the  superlatives  of  the  English 
language  in  describing  a moderate  dis- 
comfort. In  the  presence  of  a real  pain, 
symptoms  in  such  persons  are  difficult  to 
evaluate.  Probably  the  greatest  pain  is 
associated  with  a perforated  ulcer,  im- 
pacted calculi  in  the  biliary  passages,  and 
acute  pancreatitis.  Often  the  localiza- 
tion of  pain  will  prove  disappointing. 
In  the  early  hours  it  will  center  about  the 
navel.  At  this  time  the  patient  will  be 
in  such  distress  as  to  give  little  informa- 
tion on  the  locus  of  the  offending  struc- 
ture. After  the  early  hours  have  passed 
the  truth  may  become  evident. 

The  duration  of  pain  is  important  as  it 
indicates  a progressive  process,  either  in- 
creasing or  diminishing.  Sudden  sub- 
sidence of  pain  suggests  colic  or  stone. 
Tenderness  holds  the  second  place  in  im- 
portance in  symptomatology.  By  pal- 
pation one  may  elicit  the  quadrant  as- 
sociated with  the  greatest  inflammatory 
reaction.  Even  though  there  be  a gener- 
alized inflammatory  process  this  may  hold 
true.  The  source  of  the  infection  will  be 
found  in  the  most  tender  quadrant. 

The  sign  of  Morris  (i.e.,  tenderness  on 
either  side  of  the  umbilicus)  has  proved  of 
considerable  value.  In  the  female  when 
the  sign  is  bilateral  it  often  points  to 
pelvic  inflammatory  disease.  But  here 
again,  one  must  remember  that  a bi- 
lateral positive  sign  is  always  present  in 
diffuse  peritonitis.  A right-sided  positive 
sign  in  the  male  indicates  that  we  are 
confronted  by  a lesion  of  the  gallbladder 
or  the  appendix.  In  a similar  condition 
in  the  female  one  must  add,  as  a possible 
lesion,  infection  of  the  right  tube  or 
ovary. 

Nausea  and  vomiting  are  important 
symptoms  because  of  their  frequency. 
They  are  not  of  sufficient  consequence  to 
prove  of  great  value  in  arriving  at  an 
opinion.  The  same  may  be  said  of  the 


February  1,  1940] 


ACUTE  ABDOMINAL  CONDITIONS 


175 


white  cell  count  in  the  blood.  Here,  too, 
the  experienced  clinician  will  not  be 
swayed  from  his  diagnosis  by  a cell  count 
which  is  out  of  harmony  with  a well- 
founded  impression. 

In  every  abdominal  calamity  the  care- 
ful clinician  will  include  a pelvic  or  rectal 
examination.  By  this  means  unexpected 
gynecologic  accidents  will  not  be  over- 
looked. One  must  keep  in  mind  that  a 
ruptured  Fallopian  tube,  torsion  of  an 
ovarian  cyst,  or  perforation  of  the  uterus 
are  still  common  causes  of  abdominal 
tragedy. 

The  x-ray  is  a modern  diagnostic  aid. 
By  this  we  do  not  refer  to  the  more  elabo- 
rate radiologic  procedures,  but  merely  to 
what  is  known  as  the  flat  plate.  There 
are  at  least  five  useful  facts  that  may  be 
learned  from  the  x-ray  film.  Distention 
of  the  large  bowel  is  seen  by  its  location, 
and  of  the  small  bowel  by  the  typical 
stepladder-like  cross  markings.  Fluid, 
either  diffuse  or  circumscribed,  may  be 
detected  by  the  haziness  of  the  gut  outline 
and  the  loss  of  muscle  markings.  Free 
gas  in  the  belly  is  noted  most  often  just 
under  the  right  edge  of  the  diaphragm, 
usually  indicative  of  a ruptured  viscus. 
Enlargement  of  the  solid  organs  is  easily 
noted  by  their  shadows.  Calcium  con- 
taining bodies  are  at  once  noted.  Here 
the  gallstone  and  the  renal  stone  come 
into  view.  The  former  may  even  be 
detected  in  the  middle  of  the  small  in- 
testine as  a cause  of  stoppage. 

When  one  realizes  the  similarity  of  the 
pictures  that  may  be  produced  in  the 
patient  by  a great  variety  of  intraab- 
dominal accidents,  it  becomes  mandatory 
that  a practical  means  be  found  for  clari- 
fying the  picture.  After  all  the  facts 
have  been  gathered  pain  is  still  the  most 
important  single  factor.  One  might  say 
that  pain  is  the  only  constant  symptom. 
Pain  is  common  to  so  many  conditions 
that  are  not  surgical  that  even  with  ex- 
tensive experience  there  is  a liberal  per- 
centage of  error  in  diagnosis.  The  sur- 
geon will  often  be  compelled  to  proceed 
on  the  one  symptom  of  pain  as  the  final 
arbiter  of  his  action.  Repeatedly  there 
will  be  borderline  cases  which  demand  a 


finer  judgment  than  he  is  capable  of 
giving  even  with  an  extensive  experience. 
Here  one  should  be  guided  by  a philoso- 
phy which  is  definite,  practical,  and 
founded  on  experience.  It  may  be  sum- 
med up  in  that  oft-quoted  aphorism  “in 
doubtful  abdominal  cases  it  is  better  to 
go  in  and  be  wrong  than  to  stay  out  and 
be  wrong.”  Lest  anyone  should  feel  that 
this  is  advocating  a radical  attitude  in 
favor  of  operation,  we  temper  the  ex- 
treme with  another  point  of  view.  In 
inflammatory  abdominal  conditions, 
which  come  to  the  surgeon  at  a late 
stage,  where  the  patient’s  abdomen  is 
greatly  distended,  where  paralysis  of  the 
bowel  is  apparent  by  the  stethoscope,  and 
where  the  pulse  is  rapid  and  the  tempera- 
ture high,  we  believe  that  such  patients 
have  passed  the  stage  where  operation  is 
advisable.  Under  conservative  suppor- 
tive therapy  such  patients  may  and  do 
recover,  sometimes  completely,  sometimes 
with  a residuum  that  needs  operative 
treatment.  Until  such  a stage  has  been 
reached  we  consider  these  desperate  cases 
to  be  “too  late  for  an  early  operation  and 
too  early  for  a late  operation.” 

In  closing,  a few  words  should  be  said 
about  the  distended  abdomen.  Today 
we  know  that  the  gut  becomes  paralyzed 
and  powerless  to  contract  because  of  the 
volume  of  gas  that  it  contains.  Either 
obstruction  or  inflammation  of  itself  is 
not  a competent  cause  of  paralysis  of  the 
bowel,  because,  in  the  presence  of  either 
lesion  if  the  gas  is  removed  peristalsis  is 
re-established.  The  principal  offending 
gas  is  nitrogen,  most  of  which  has  been 
swallowed  and  passed  from  the  stomach 
into  the  intestine.  If  this  nitrogen  can 
be  removed,  the  patient’s  condition  be- 
comes much  improved  for  any  operative 
procedure.  After  operation  has  been 
performed  and  distention  threatens,  the 
treatment  for  decompression  of  the  bowel 
is  equally  applicable  for  postoperative 
cases  as  it  is  for  preoperative  cases. 

We  have  managed  the  distention  prob- 
lem with  four  tubes. 

First,  the  Levine  tube  inserted  through 
the  nose  into  the  stomach.  Constant 
negative  pressure  by  the  Wangensteen 
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method  empties  the  stomach  of  its  gas 
and  liquid  contents.  A substitute  for 
this  first  tube  is  the  Miller- Abbott  tube 
which  works  on  a similar  principle  of 
decompression.  This  tube  is  not  limited 
to  the  stomach,  but  passes  into  the  small 
bowel  and,  in  selective  cases,  even  through 
the  large  bowel  and  out  of  the  anus. 

The  second  tube  is  the  tube  inserted 
into  the  rectum.  Through  this,  irriga- 
tion is  instituted  by  the  Harris  method. 
These  irrigations  are  fatiguing  and  we 
have  found  it  best  to  use  them  inter- 
mittently every  three  or  four  hours  for  a 
period  of  not  more  than  ten  to  fifteen 
minutes.  Often  large  quantities  of  gas 
are  removed  from  the  bowel  by  this 
method. 

The  third  tube  is  the  one  inserted  into 
the  vein  to  supply  the  necessary  water, 
salts,  and  glucose  to  the  exhausted  blood 
stream. 


The  fourth  tube  is  the  tube  which  de- 
livers a stream  of  oxygen  to  the  patient 
in  such  percentage  as  to  decompress  the 
distended  bowel  through  the  respiratory 
apparatus.  A few  years  ago  such  a 
claim  would  have  been  regarded  with 
skepticism;  but  today,  we  know  from 
both  experimental  and  practical  evidence, 
that  this  method  of  decompression  by  air 
supercharged  with  oxygen  has  been 
efficient.  From  practical  experience  we 
do  not  hesitate  to  recommend  the 
method. 

To  cover  adequately  the  diagnoses  and 
treatment  of  acute  abdominal  conditions 
in  the  space  of  this  talk  is  impossible. 
We  have  attempted  to  touch  lightly  upon 
a few  of  the  highspots  of  etiology,  diag- 
nosis, and  treatment.  We  trust  that  our 
conclusions  may  be  of  some  help  to  the 
physician  who  is  confronted  with  an 
individual  case  that  tries  his  judgment. 


CLASS  OF  1900  COLLEGE  OF  PHYSICIANS  AND  SURGEONS 


The  class  of  1900  College  of  Physicians  and 
Surgeons  will  hold  a dinner  at  the  New  York 
Athletic  Club  on  Monday  evening,  February  12 
(Lincoln’s  birthday),  to  celebrate  the  fortieth 
anniversary  of  graduation.  Not  only  will  mem- 
bers of  the  class  be  present  but  also  their  sons 
and  near  relatives  who  have  taken  up  the  pro- 
fession. 


The  notice  sent  to  members  urges  all  to 
attend,  and  suggests  the  slogan:  “Let  life  again 
begin  at  40.”  The  president  of  the  class  is 
Henry  S.  Patterson  and  the  secretary  is  Theodore 
J.  Abbott.  The  cost  is  five  dollars  and  should  be 
mailed  to  the  chairman  of  the  committee:  Dr. 
Edmund  P.  Fowler,  140  East  54th  Street,  New 
York  City. 


ARCH  FOE  OF  YOUTH 

Over  half  the  tuberculosis  deaths  in  the  United 
States  occur  in  the  age  period  15  to  45,  the  main 
ages  at  which  the  individual  is  economically 
most  productive  and  socially  important  to  his 
family  and  the  community.  Tuberculosis  strikes 
down  those  who  are  young  and  those  in  whom 
their  elders  have  invested  long  years  of  cherishing 
care.  This  peculiarity,  that  it  kills  in  the  young 
adult  years,  makes  tuberculosis  a far  greater 
social  evil  than  those  illnesses  which  take  lives  at 
later  years  when  family  responsibilities  are  less. 

Although  tuberculosis  is  the  seventh  leading 
cause  of  death  at  all  ages,  it  ranks  first  in  number 
of  deaths  from  fifteen  to  forty-five  years.  In 
1937,  of  the  more  than  250,000  deaths  from  all 
causes  in  this  age  group,  tuberculosis  accounted 
for  15  per  cent,  heart  disease  11  per  cent,  pneu- 
monia 9 per  cent,  cancer  6 per  cent,  kidney  dis- 
ease 4 per  cent,  cerebral  hemorrhage  2 per  cent. 


Tuberculosis  creates  the  greatest  havoc  among 
those  least  able  to  afford  prolonged  illness  and 
results  in  a lowered  standard  of  family  life. 
Statistical  studies  show  that  the  highest  tubercu- 
losis rates  are  found  among  the  lower  economic 
groups.  If  the  patient  is  a dependent,  it  means 
hardship  to  the  parents  to  bear  the  heavy  expense 
of  prolonged  periods  of  invalidism.  The  tangible 
effect  is  reflected  in  the  fact  that  there  is  a cur- 
tailment of  earning  power  during  the  years  when 
under  normal  conditions  this  earning  power 
should  be  greatest.  For  those  in  the  younger  age 
group  it  brings  about  a drastic  alteration  in  the 
manner  of  living,  as  the  entire  social  aspect  of  life 
must  be  abruptly  reversed.  Preventable  tuber- 
culosis deaths  among  young  people  are  a devas- 
tating and  unnecessary  blow  to  social  morale. — 
Anthony  M.  Lowell,  Assistant  Statistician,  New 
York  Tuberculosis  and  Health  Association 


SEROLOGIC  TESTS  AS  AIDS  IN  THE  DIAGNOSIS  AND 
PROGNOSIS  OF  SYPHILIS 

Augustus  B.  Wadsworth,  M.D.,  Albany,  New  York 

( Director , Division  of  Laboratories  and  Research , New  York  State  Department  of  Health,  Albany ) 


IT  is  largely  owing  to  your  interest  and 
support  that  the  practicing  physicians 
have  at  their  command  a laboratory  serv- 
ice throughout  the  state,  exclusive  of  the 
Greater  City  of  New  York,  that  is  unique 
in  the  extent  and  standards  of  work. 
State  and  county  medical  societies  have 
collaborated  with  the  central  laboratories 
in  Albany  toward  developing  a system  of 
local  approved  laboratories  for  districts 
of  the  state  that  provides  service  for  more 
than  three  quarters  of  the  population, 
exclusive  of  the  Greater  City  of  New 
York.  A policy  of  decentralization  with 
close  collaboration  has  thus  been  possible, 
and,  during  the  past  twenty-five  years, 
standards  of  personnel  and  service  have 
been  advanced  so  that,  in  the  future, 
diagnostic  tests  will  be  performed  only  in 
laboratories  under  a director  who,  in  addi- 
tion to  graduation  in  medicine  and  eligi- 
bility for  license  to  practice  in  the  state, 
has  an  adequate  knowledge  of  bacteri- 
ology and  pathology  and  four  years  of 
postgraduate  training  and  experience  in 
these  and  related  medical  sciences.  This 
local  independent  laboratory  service  sup- 
plemented by  the  central  state  labora- 
tories, is  now  serving  the  physicians  of  the 
state  far  more  effectively  than  would  be 
possible  through  any  expansion  of  the 
central  state  laboratories.  The  physician 
at  the  bedside  needs  the  laboratory  close 
at  hand  in  order  that  he  may  give  the 
technical  experts  complete  information 
in  regard  to  the  individual  case  and  re- 
ceive expert  advice  concerning  the  results 
obtained  in  any  examination.  The  physi- 
cian must  make  his  diagnosis  in  the  light 
of  complete  information.  A laboratory 
report  should  not  be  accepted  as  a diag- 
nosis. It  has  always  been  our  policy  to 
submit  the  actual  results  obtained.  A re- 


port of  “positive,”  “doubtful,”  or  “nega- 
tive” which  connotes  a diagnosis  may  be 
quite  misleading. 

An  approval  is  now  issued  for  the  bac- 
teriologic,  serologic,  and  pathologic  ex- 
amination of  specimens.  The  approval 
is  voluntary,  issued  at  the  request  of  the 
laboratory  on  fulfilling  the  requirements 
of  the  Law  and  Sanitary  Code.  The  local 
laboratories  have  formed  a New  York 
State  Association  of  Public  Health  Labo- 
ratories which  meets  twice  yearly  and 
through  its  council  offers  advice  and  coun- 
sel to  the  Division  of  Laboratories  and 
Research  as  to  ways  and  means  of  im- 
proving the  service  that  is  rendered  physi- 
cians and  health  officials. 

The  foregoing  outline  of  the  system  and 
principles  of  policy  and  procedure  is  a 
necessary  introduction  to  any  considera- 
tion of  the  branch  of  the  service  that  I 
wish  to  present  to  you  in  particular — 
namely,  the  serologic  tests  for  syphilis. 
Although  serologic  tests  are  based  upon 
the  reactions  of  immunity  in  the  tissues, 
their  diagnostic  significance  is  only  in 
varying  degree  specific  depending  upon 
the  character  and  scope  of  the  test.  The 
significance  of  the  results  must  depend 
upon  the  clinical  information  available 
in  each  individual  case.  The  serologic 
tests  in  gonorrhea  are  so  far  from  specific 
in  their  present  stage  of  development  as 
to  be  unreliable  or  misleading  unless  in- 
terpreted in  the  fight  of  the  clinical  history 
and  diagnosis.  The  serologic  test  of  ag- 
glutination for  typhoid  fever,  as  you  all 
well  know,  is  specific  only  when  the  de- 
gree of  the  reaction,  the  titer,  is  taken  into 
consideration  and  the  history,  character  of 
the  present  illness,  or  previous  vaccina- 
tion are  known.  The  specific  reactions 
underlying  the  serologic  tests  for  syphilis 
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are  not  known  and  it  is  remarkable  that 
the  two  tests — complement  fixation,  on 
the  one  hand,  and,  on  the  other,  precipi- 
tation— are  as  specific  as  practical  experi- 
ence with  them  during  the  past  twenty 
years  appears  to  have  established.  Both 
forms  of  tests  require  the  most  careful 
standardization  or  adjustment  of  the 
reagents  in  order  to  safeguard  against 
error. 

Optimal  proportions  must  be  observed 
throughout  in  order  to  obtain  accurate 
results.  The  early  tests  were  those  of 
complement  fixation,  and  this  method 
continues  to  be  capable  of  the  most  ac- 
curate and  sensitive  adjustment,  although 
the  precipitation  tests,  when  accurately 
standardized,  now  approximate  it  closely 
and,  for  reasons  of  expediency,  in  many 
laboratories  have  supplanted  it.  But 
serologists  in  general  do  not  consider  it 
safe  to  rely  upon  a single  precipitation 
test  and  many,  in  actual  practice,  use 
several  of  them. 

From  the  beginning,  approval  in  New 
York  State  has  been  limited  to  comple- 
ment fixation.  There  has  never  been  any 
restriction  as  to  what  additional  tests 
might  be  used  in  the  local  laboratories. 
This  standard  has  been  justified  by  the 
practical  results  that  have  been  obtained 
in  the  central  and  local  laboratories  dur- 
ing the  past  twenty  years.  Moreover,  it 
has  provided  a sound  basis  for  the  com- 
parison of  different  methods  and  for  the 
improvement  in  the  serologic  aids  to  the 
diagnosis  of  syphilis.  Finally,  it  has  led 
to  the  recent  important  development  of  a 
quantitative  method  of  titrating  the 
specific  activity  of  the  serums  which  is 
only  at  present  practicable  by  a method 
of  complement  fixation.  The  quantita- 
tive methods  have  been  under  investiga- 
tion for  a number  of  years  at  the  central 
laboratory  and  are  practical  adaptations 
of  complicated  procedures  that  were  de- 
veloped to  determine  the  antigenic  action 
of  the  lipides — cephalin,  lecithin,  and 
cholesterol.  The  present  quantitative 
method  has  now  been  used  two  years  by 
the  central  laboratory.  Recently  it  has 
also  been  adopted  in  two  of  the  local 
laboratories  with  satisfactory  results. 


Directors  of  six  additional  laboratories  are 
arranging  to  do  the  work. 

In  1927,  six  laboratories  collaborated  in 
a comparative  series,  reporting  the  results 
with  the  approved  complement  fixation 
methods  and  also  additional  precipitation 
methods  that  they  had  done  in  compari- 
son with  the  complement  fixation.  The 
fact  that  complement  fixation  provides 
the  most  accurate  and  reliable  method  as 
compared  with  precipitation  is  clearly 
supported  by  the  results  of  this  series  in 
1927.  In  a recent  comparative  series, 
twenty- three  of  the  approved  laboratories 
have  just  submitted  the  results  of  their 
tests  and,  in  this  series  also,  the  fact  that 
complement  fixation  is  capable  of  the 
most  accurate  and  reliable  standardiza- 
tion is  supported  by  these  results,  but  the 
difference  in  the  two  methods  appears  to 
be  less  today  than  twelve  years  ago. 

The  progress  that  has  been  made  is  re- 
flected in  the  reports  of  Dr.  Ruth  Gilbert 
who  has  served  as  referee  on  the  Serologic 
Tests  for  Syphilis  for  the  Laboratory  Sec- 
tion of  the  American  Public  Health  As- 
sociation for  the  past  sixteen  years.  The 
practical  studies  and  the  research  in  the 
central  laboratory  have  been  maintained 
in  close  touch  throughout  the  develop- 
ment of  this  work. 

During  the  past  twenty  years  knowl- 
edge of  serology  in  syphilis  as  in  other 
diseases  has  advanced  materially.  This 
is  very  strikingly  illustrated  by  the  results 
of  comparative  series  of  tests  in  this 
country  and  abroad.  The  evaluation  of 
a comparative  series  of  serologic  tests 
should  be  based  on  fundamentally  sound 
serologic  principles.  No  serologic  test 
has  100-per  cent  specificity.  Claims  for 
100-per  cent  specificity  are  only  mislead- 
ing. The  accuracy  of  any  evaluation  is 
limited  by  the  accuracy  of  the  data  upon 
which  it  is  based  and  any  abridgments  of 
the  fundamental  information,  as  the  use 
of  broad  classifications,  may  sacrifice  a 
part  of  this  accuracy.  This  appears  to  be 
considerable  when  the  results  of  serologic 
tests  are  reported  “positive,”  “doubtful,” 
or  “negative”  as  prescribed  by  the  United 
States  Public  Health  Service  in  its  study 
of  comparative  tests,  especially  since  no 
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generally  accepted  basis  exists  for  the 
classification.  From  the  standpoint  of 
aids  to  the  clinician  in  diagnosis,  the  zone 
of  the  doubtful  reaction  may  be  conserva- 
tively broad  or  so  narrow  as  to  have  no 
significance  and  to  be  definitely  mislead- 
ing. The  doubtful  zone  is  possibly  the 
most  important  in  any  analysis  of  the 
practical  value  of  serologic  tests.  Yet  it 
has  been  neglected  in  the  evaluation  of 
these  Federal  series.  Under  these  con- 
ditions, ratings  based  upon  100-per  cent 
specificity  and  percentage  of  “positive” 
reports  are  not  only  open  to  serious  criti- 
cism but  reflect  on  the  relative  efficiency 
of  the  so-designated  “control  tests” — 
those  of  Kolmer,  Kahn,  Kline,  and  Hin- 
ton— which  should  be  considered  in  re- 
lation to  present-day  standards  of  serol- 
ogy and  in  the  light  of  what  is  possible. 
Not  all  serums  from  patients  with  a 
syphilitic  infection  react,  and  reactions 
may  occur  when  no  evidence  of  syphilis 
can  be  found.  Finally,  in  rating  per- 
centages of  specificity  or  sensitivity,  ap- 
parently no  account  has  been  taken  of  the 
positive  reports  by  the  “control”  labora- 
tories on  specimens  of  very  slight  activity 
or  of  negative  reports  on  the  serums  of 
well-marked  activity  from  cases  of  syphilis 
that  had  little  or  no  treatment.  If  such 
a system  of  rating  reflects  on  the  “control 
tests,”  it  may  also  reflect  on  or  obscure 
the  record  obtained  by  some  of  the  other 
laboratories. 

Personally,  I have  reviewed  only  the 
results  reported  by  the  “control”  labora- 
tories, but  it  is  obvious  that  the  consensus 
of  evidence  in  these  reports  indicates  ap- 
proximately— excluding  instances  of  pro- 
zone effects — the  true  result,  not  neces- 
sarily from  the  standpoint  of  diagnosing 
syphilis  but  of  what  could  reasonably  be 
expected  of  a serologic  test  in  the  present 
stage  of  our  knowledge.  The  consensus 
of  these  reports  also  corresponds  with  the 
clinical  data.  No  marked  discrepancies 
occurred  with  all  of  the  tests  but  no  single 
test  was  free  from  them;  and  the  tests 
which  had  the  highest  percentages  of 
sensitivity,  namely,  positive  results  with 
specimens  from  syphilitic  cases — those  of 
Kline  and  Hinton — had  also  the  greatest 


number  of  marked  discrepancies.  The 
results  reported  by  Eagle  in  the  1938 
series  varied  to  an  even  greater  extent. 
It  is  only  by  comparison  with  the  results 
of  the  quantitative  titration  of  the  activ- 
ity of  the  serums  that  further  analyses, 
such  as  have  been  reported  by  Mrs. 
Maltaner, 1 associate  referee  with  Dr. 
Gilbert,  can  be  made  of  these  discrepan- 
cies. That  they  are  in  the  nature  of  pro- 
zone effects  is  suggested  by  the  similarity 
of  the  reports,  together  with  the  clinical 
data,  but  comparison  with  the  titers  of 
the  serums  affords  convincing  proof. 

The  new  quantitative  test  has  been  in 
practical  operation  in  the  central  labora- 
tory in  Albany  since  April,  1937.  Experi- 
ence during  the  past  two  years  has  estab- 
lished it  as  a practical  method — so  far  as 
we  are  able  to  ascertain,  more  accurate 
and  reliable  than  previous  methods. 
Moreover,  it  provides  a sound  scientific 
basis  for  further  advances  not  only  in  the 
technic  of  determining  the  titer  but  also 
in  evaluating  the  sensitivity  and  speci- 
ficity of  the  antigens.  In  conformity  with 
our  policy  of  reporting  the  actual  results 
of  laboratory  tests  to  the  physician,  the 
titers  to  one  decimal  have  been  reported. 
Obviously,  the  fractions  on  higher  titers 
are  of  little  or  no  significance  and  may 
connote  a greater  degree  of  precision  than 
can  be  obtained  with  the  technic  at  pres- 
ent, but  they  are  important  with  the  very 
low  titers,  because  they  are  within  the 
limits  of  the  average  technical  variation. 
In  the  vast  majority  of  cases  the  discrep- 
ancy between  duplicate  determinations  is 
less  than  25  per  cent  and  is  usually  less 
than  8 per  cent.  Further  study,  now  that 
an  accurate  technic  of  quantitation  is 
available,  should  establish  more  accurate 
methods  of  preparing  and  standardizing 
the  reagents,  since  it  is  possible  to  deter- 
mine the  factors  that  give  rise  to  varia- 
tion in  the  exceptional  instances  that 
have  always  occurred  in  both  forms  of 
test — complement  fixation  and  precipita- 
tion. The  activity  of  the  serum  in  the 
course  of  infectious  disease  is  well  known 
to  fluctuate,  and  this  fact  must  be  taken 
into  account  in  evaluating  the  significance 
of  any  series  of  tests  made  at  intervals  in 
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the  course  of  the  disease  or  in  studying 
the  effect  of  treatment.  Experience  with 
the  quantitative  determination  of  activity 
in  tuberculosis,  for  example,  indicates 
that,  in  general,  the  fluctuation  in  titer 
corresponds  to  the  activity  of  the  tubercu- 
lous process;  whether  or  not  this  is  also 
true  in  syphilis  may  be  determined,  as 
information  with  the  new  test  is  obtained 
with  further  study  of  this  disease.  De- 
spite the  variation,  it  should  be  of  definite 
practical  value  to  the  physician  in  both 
diagnosis  and  prognosis.  An  individual 
report  is  obviously  not  of  much  prognostic 
significance,  but  with  repeated  tests,  the 
titers,  in  general,  must  be  indicative  of 
increase  or  decrease  in  the  activity  of  the 
serums  under  treatment  or  in  the  course 
of  the  disease.  For  example,  the  fall  in 
titer  of  early  cases  under  treatment  is 
prompt  and  marked  in  comparison  with 
that  of  late  cases  of  the  disease,  in  which 
the  infection  has  become  established. 
Possibly  it  is  the  most  reliable  indication 
of  the  results  of  treatment  and  thus  of 
prognosis.  Certainly  it  is  one  of  the  most 
reliable  signs  of  improvement  in  the 
condition  of  the  patient.  Certain  syphil- 
ologists  contend  that  a titration  of  the 
activity  in  the  patient’s  serum  is  not  of 
practical  importance,  but  these  syphil- 
ologists  proceed  with  treatment  by  pre- 
scribed formulas  which,  by  and  large,  in 
the  majority  of  cases  have  proved  effec- 
tive or  safe.  But  this  does  not  apply  to 
careful  clinical  analysis  of  the  treatment 
of  the  individual  case,  and  it  is  difficult  to 
believe  that  even  experienced  syphilolo- 
gists  might  not  find  information  concern- 
ing the  changes  in  the  activity  of  the  indi- 
vidual patient’s  serum  of  practical  value. 

With  these  trends,  it  seems  to  me  that 
the  great  opportunity  for  private  practice 
in  comparison  with  regimented,  pre- 
scribed formulas  lies  in  taking  advantage 
of  all  the  refinements  that  medical  science 
has  developed  as  aids  to  the  practice  of 
medicine.  Certainly,  if  one  turns  to  the 
patient’s  chart  of  a modem  practitioner, 
one  finds  recorded  in  detail  the  data  in- 
dicating the  changes  that  are  taking  place 
in  the  tissues  during  the  course  of  the 
disease  and  under  treatment, 


I am  convinced  that  physicians  will 
find  in  these  recent  advances  in  the 
serologic  test  for  syphilis  definite  prac- 
tical aids  to  diagnosis  and  prognosis,  and 
that,  as  experience  with  the  new  methods 
accumulates,  it  will  clarify  and  stress  the 
fact  we  all  know  but  so  often  forget, 
namely,  that  the  diagnosis  should  not  be 
made  in  the  laboratory  but  by  the  physi- 
cian in  the  light  of  his  clinical  knowledge 
of  the  individual  case. 

Reference 
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Discussion 

Dr.  Girsch  D.  Astrachan,  New  York  City — 
Any  procedure  or  new  technic  which  may  help 
to  clarify  various  problems  in  the  field  of  serology, 
diminish  the  number  of  errors,  remove  different 
uncertainties  of  the  diagnostic  significance  of 
various  tests,  should  be  welcomed  by  every 
clinician  who  deals  with  practical  questions  of 
the  diagnosis  and  prognosis  of  syphilis. 

The  new  method  described  by  Dr.  Wadsworth 
gives  us  a quantitative  evaluation  of  the  specific 
activities  of  the  patient’s  serum.  This  titra- 
tion with  its  more  accurate  determination  of 
the  changes  in  the  serum  reagin  content  may  be 
of  great  practical  value. 

1.  Cases  of  conflicting  serologic  reports  or 
cases  with  doubtful  reactions  may  constitute  a 
perplexing  problem  for  the  clinician.  If  the 
history  is  negative,  the  tests  have  to  be  repeated 
several  times  and  in  various  laboratories.  Send- 
ing the  blood  to  several  laboratories  and  receiv- 
ing many  answers,  often  conflicting,  may  in- 
crease the  confusion  and  multiply  the  difficulties 
of  interpretation.  In  such  cases  a quantitative 
method  may  be  of  great  help. 

2.  Serology  of  the  newborn.  It  takes 
several  weeks  and  sometimes  even  longer,  with 
the  routine  serologic  procedures,  to  make  a 
definite  diagnosis  on  the  newborn.  The  quan- 
titative method,  performed  at  weekly  intervals, 
may  help  to  establish  or  refute  the  diagnosis 
of  congenital  syphilis  in  the  newborn,  in  a much 
shorter  period  of  time,  by  showing  a gradual 
increase  or  decrease  in  the  titer. 

3.  The  gradual  increase  of  the  titer,  shown 
by  frequent  tests,  may  also  be  of  considerable 
value  in  the  diagnosis  of  some  cases  of  primary 
syphilis. 

Efficacy  of  Therapy. — We  know  of  several 
types  of  syphilis  in  which  a biologic  or  complete 
cure  is  possible.  The  large  majority  of  early 
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cases,  and  a smaller  number  of  early  latent,  and 
early  congenital  cases  belong  to  this  group. 
The  efficacy  of  the  treatment  can  be  measured 
mostly  by  prompt  changes  in  the  blood 
serology. 

If  the  tests  are  done  by  the  routine  method, 
nothing  is  known  of  the  gradual  response  of  the 
serology  until  the  positive  reaction  changes  to 
doubtful  or  negative,  and  this  generally  takes 
at  least  eight  to  ten  weeks,  and  often  much 
longer.  With  the  quantitative  method,  how- 
ever, we  may  determine  the  effectiveness  of 
the  therapy  on  the  serology  a few  weeks  after 
the  institution  of  treatment. 

Wassermann-jast  Cases. — The  cause  of  sero- 
resistance  is  not  established  yet,  and  while 
some  believe  it  is  due  to  persistent  foci  of  spiro- 
chetes and  progression  of  the  disease,  others 
consider  it  only  a manifestation  of  persistent 
immunity.  When  discussing  the  prognosis  of 
these  cases,  we  have  to  consider  the  duration  of 
the  disease,  the  age,  and  the  sex  of  the  pa- 
tient. 

The  seroresistance  in  a case  of  an  elderly  man 
with  a history  of  infection  of  twenty  to  thirty 
years'  duration,  is  of  little  significance.  On 
the  other  hand,  a young  man  with  an  early  or 
early  latent  syphilis  with  a resistant  serology 
presents  a more  serious  problem.  He  may  de- 
velop recurrences  and  other  signs  of  progression 
of  the  syphilitic  infection.  A woman  with 
latent  syphilis  may  give  birth  to  congenitally 
syphilitic  children.  Treatment,  especially  dur- 
ing pregnancy,  is  of  paramount  importance. 
The  quantitative  method  by  revealing  even  the 
slightest  changes  in  the  serology  will  be  of  great 
value  to  us  in  showing  the  efficacy  of  treatment 
in  seroresistant  cases.  I would  also  like  to  say 
a few  words  about  the  so-called  nonspecific 
serologic  reactions.  Cases  of  false  positive  and 
false  doubtful  reactions  are  found  in  serums  of 
tuberculous  donors  (6  per  cent).  Fifty- three 
cases  of  nonspecific  Wassermann  and  Kahn 
reactions  in  cases  of  pneumonia,  bronchitis, 
herpes,  tonsillitis  are  reported  by  Krag  and 
Lonberg.  These  reactions  may  be  quite  mis- 
leading and  may  lead  to  the  erroneous  diagnosis 
of  early  syphilis.  I observed  11  cases  of  non- 
specific weakly  positive  Wassermann  and  Kahn 
reactions  among  pregnant  women.  I would 
like  to  hear  from  Dr.  Wadsworth  about  the 
problem  of  nonspecific  reactions  and  the  possible 
way  of  clarifying  this  question. 


Dr.  Ernest  Witebsky,  Buffalo,  New  York — I 
believe  that  the  expression  "quantitative  titra- 
tion” would  require  some  further  definition  and 
explanation.  So  far,  the  titer  of  the  serum  is 
defined  as  the  smallest  amount  of  serum  (or  the 
highest  dilution)  that  would  give  a certain 
reaction  under  certain  experimental  conditions. 
In  the  investigations  of  Dr.  Wadsworth  and  his 
associates,  however,  the  amount  of  complement 
used  rather  than  the  titer  of  the  serum  under 
investigation  is  determined.  In  the  field  of 
precipitation  tests  a somewhat  similar  but  by  no 
means  identical  procedure  was  tried  by  Vernes. 
This  French  author,  whose  reaction  is  used  on  a 
large  scale  in  France,  determines  by  means  of  a 
nephelometer  the  strength  of  the  reaction  ac- 
cording to  the  degree  of  cloudiness  obtained. 

Inasmuch  as  the  main  importance  of  the 
Wassermann  test  is  considered  to  be  a diagnostic 
one,  the  quantitative  titration  of  the  serum  in 
positive  cases  is  somewhat  neglected.  In  the 
case  of  examination  of  spinal  fluid,  however, 
the  quantitative  titration  is  considered  of  value 
for  differential  diagnostic  purposes.  Positive 
reactions  are  obtained  in  higher  dilutions  of 
spinal  fluid  from  patients  with  general  paresis 
rather  than  in  tabes,  where  the  antibody  titer  is 
usually  very  low.  I feel,  therefore,  that  es- 
pecially for  the  examination  of  spinal  fluid  the 
elaborate  methods  developed  by  Dr.  Wads- 
worth and  Dr.  and  Mrs.  Maltaner  will  prove  to 
be  very  significant.  The  best  thing  to  do,  how- 
ever, for  diagnostic  purposes,  I believe,  is  to 
combine  complement  fixation  tests  as  well  as 
precipitation  tests.  Even  when  the  best  meth- 
ods available  today  are  used,  contradictory  re- 
sults are  not  infrequently  encountered.  The 
constant  occurrence  of  those  discrepancies  re- 
quire cautious  interpretation  on  the  part  of  the 
clinician  and  should  not  be  considered  negligible, 
especially  as  far  as  the  diagnostic  phase  is  con- 
cerned. While  I consider  it  rather  difficult  to 
rely  on  complement  fixation  tests  alone,  or  on 
precipitation  tests  alone,  I feel  that  the  new 
method  introduced  by  Dr.  Wadsworth  repre- 
sents an  important  step  forward  in  the  develop- 
ment of  serologic  technic.  The  relatively  con- 
stant values  obtained  by  that  method  is  really 
amazing  to  everybody  engaged  in  serologic  work. 
I am  sure,  therefore,  that  the  new  method  de- 
veloped in  Albany  will  prove  to  be  very  useful 
not  only  for  the  serodiagnosis  of  syphilis,  but  for 
the  serodiagnosis  of  tuberculosis  and  gonorrhea. 


"Poor  Danny!  He  died  from  drinking  shellac.”  Music’s  the  medicine  of  the  mind/ — John 
‘‘At  least  he  had  a fine  finish.” — Columns  Logan 


THE  ROLE  OF  THE  ENDOCRINES  IN  DERMATOLOGY 

Joseph  Jordan  Eller,  M.D.,  and  Lloyd  H.  Kest,  M.D.,  New  York  City 


Certain  dermatoses  have  been  proved 
to  be  associated  with  glandular  dys- 
function. In  some,  the  endocrines  may 
play  a part  in  association  with  other 
etiologic  factors.  There  is  another  group 
of  dermatoses  whose  etiology  has  not  been 
proved  but  is  believed  to  be  due  to  some 
endocrine  disturbance.  The  relationship 
of  the  hormones  to  the  vegetative  nervous 
system  and  the  vitamins  is  now  recog- 
nized. Murlin  states1:  “We  are  able  to 
demonstrate  startling  similarities,  not 
only  between  the  various  hormones  them- 
selves, but  also  between  hormones  and 
vitamins,  structurally  and  functionally.” 
Furthermore,  it  has  been  shown  recently 
that  the  adrenal  cortex  is  the  main  stor- 
age organ  of  vitamin  C. 

It  is  difficult  at  times  to  determine 
which  gland  is  the  center  of  a primary 
disturbance  and  which  is  secondary.  No 
one  gland  acts  independently.  They  are 
all  woven  into  a complex  interrelationship. 
Thus  we  may  observe  a polyglandular 
etiology  in  many  diseases.  It  must  also 
be  recognized  that  the  improvement  ob- 
served with  the  use  of  a glandular  extract 
does  not  prove  the  etiology  of  that  disease. 
The  effect  may  not  be  due  to  specific  sub- 
stitution therapy,  but  rather  to  the  action 
of  the  drug. 

Pineal  Gland. — The  pineal  gland  has 
not  as  yet  been  assigned  a recognized 
function.2  In  dermatology  there  is  no 
definitely  known  cutaneous  disturbance 
which  results  from  its  dysfunction,  except- 
ing possibly  certain  pineal  tumors  which 
are  associated  with  hypertrichosis. 

Pituitary  Gland. — The  pituitary  gland 
has  a very  complex  structure  and  its 
proved  interrelationship  with  other  glands 
makes  it  difficult  to  isolate  as  the  sole  or 
primary  offender  in  a particular  disease. 
Almost  everyone  of  the  endocrine  glands 
has  been  mentioned  in  association  with 


scleroderma.  Posterior  lobe  dysfunction 
may  be  a factor  in  this  disease,  as  evi- 
denced by  Oliver  and  Lerman3  in  their 
paper  summarizing  the  improvement  ob- 
served in  20  patients  with  scleroderma 
(morphea,  linear,  and  diffuse  types). 
They  state,  however,  that  this  is  probably 
due  to  the  effect  of  the  solution  on  the 
peripheral  circulation  rather  than  to  any 
substitution  effect.  Exanthemas,  gingi- 
vitis and  stomatitis,  and  xanthomatoses 
occurring  in  Schuller-Christian’s  disease 
have  been  observed  in  persons  manifest- 
ing a posterior  pituitary  dysfunction. 
There  is  no  cutaneous  disease  proved  to 
be  the  result  of  hyperfunction  of  the 
posterior  pituitary. 

Sevringhaus2  states  that:  “A  pigment- 
controlling material  has  been  found  in 
animals,  probably  related  to  the  inter- 
mediate rather  than  to  the  posterior 
pituitary  lobe  and  has  no  demonstrated 
significance  in  human  physiology.”  Re- 
cent observers4  believe  that  the  pituitary 
gland  may  be  the  source  of  pigmentary 
alterations.  A chromatophore  substance 
has  been  found  in  the  pars  intermedia, 
posterior  lobe,  and  adjacent  areas  in  the 
wall  of  the  third  ventricle  which  stimu- 
lates the  pigment  bearing  cells  of  cold- 
blooded animals.  The  authors  suggest 
that  a similar  hormone  is  elaborated  by 
the  human  pituitary,  which  exercises  a 
similar  effect  on  skin  pigment. 

Anterior  Pituitary. — In  acne  vulgaris 
the  consensus  is  that  endocrine  dysfunc- 
tion, particularly  of  the  anterior  pituitary 
and  gonadal  glands,  plays  a leading  role 
in  the  etiology  and  at  times  may  be  the 
sole  cause  of  this  condition.  McCarthy 
and  Hunter5  noted  a complete  absence 
of  estrogenic  substances  in  the  urine  of 
many  patients  with  acne  during  various 
phases  of  the  menstrual  cycle.  They  also 
noted  a deficiency  in  the  production  of 
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estrogenic  substance  in  the  blood  of 
menstruating  normal  women  who  had 
an  accompanying  acne.  They  concluded 
that  a deficiency  secretion  of  the  follicle 
ripening  hormone  may  be  the  direct  or 
indirect  cause  of  one  type  of  acne.  How- 
ever, treatment  with  gonadotropic  and 
estrogenic  substances  proved  without 
benefit  in  these  cases.  Coincidental  with 
this  they  also  came  to  the  conclusion  that 
thyroid  dysfunction  rarely  shows  any  re- 
lation to  acne.  Alopecia  prematura  and 
hypertrichosis  have  been  reported  as- 
sociated not  only  with  pituitary  dysfunc- 
tion, but  also  with  most  every  other  gland. 
Results  of  treatment  have  varied  and 
although  most  observers  believe  it  has  a 
definite  endocrine  relationship,  there  may 
be  other  factors  associated  with  it,  espe- 
cially the  sympathetic  nervous  system. 

In  any  severe  hypofunctional  state  of 
the  anterior  pituitary  lobe  such  as  in 
Simmond’s  disease,  marked  skin  altera- 
tions are  a distinct  feature.  The  skin  is 
coarse  in  texture.  Due  to  lack  of  nutri- 
tion, the  sweat  and  sebaceous  glands  may 
become  atrophied,  the  result  being  lack 
of  perspiration  and  especially  loss  of  hair. 
Destructive  nail  changes  may  also  be  a 
feature.  Rosenthal6  showed  evidence  of 
disordered  pituitary  function  in  one  of 
his  cases  of  striae  atrophicae  cutis.  In 
Cushing’s  basophilic  hyperpituitarism, 
the  purplish  lineae  atrophicae,  hirsutism, 
and  a dry  plethoric  skin  are  seen,  and  in 
acromegaly,  a diffuse  thickening  of  the 
skin  and  a tendency  to  hypertrichosis  and 
hyperpigmentation.  Fibromas  are  some- 
times seen.  In  all  of  these  conditions, 
endocrine  dysfunction  is  a proved  factor 
in  the  etiology,  and  the  associated  cutane- 
ous manifestations  must  be  considered 
the  same.  It  is  noted6  that  striae  in  young 
adolescents  with  obesity  which  lessens  or 
disappears  with  maturity  is  probably  due 
to  a temporary  endocrine  upset. 

Dermatologic  manifestations  associated 
with  thyroid  dysfunction  are  vague  in 
many  instances.  However,  in  myxedema, 
the  result  of  insufficient  hormone  produc- 
tion, there  is  present  a dropsy-like  swell- 
ing of  the  skin  which  is  coarse,  dry,  and 
rough.  There  is  a falling  out  of  the  hair 


on  the  scalp  and  outer  portion  of  the  eye- 
brows (Hertroghe’s  sign)  with  a sparsity 
on  other  parts.  A ribbon-like  alopecia 
on  the  forehead  and  on  the  nape  of  the 
neck  is  considered  to  be  characteristic. 
The  nails  are  brittle,  thin,  and  striated. 
Bat  wing  freckling  is  frequently  seen  on 
the  face  of  cretins.  This  may  indicate  an 
associated  involvement  of  the  pituitary 
gland.  In  thyrotoxicosis,  all  the  meta- 
bolic processes  are  increased  resulting  in 
skin  manifestations  and  disturbances  of 
hair  and  nails.  The  skin  is  thin,  warm, 
and  moist  and  may  show  pigmentation 
and  dermographism.  Simple  erythemas 
may  occur.  In  scleroderma,  postmortem 
findings  sometimes  show  atrophy  of  the 
thyroid  which  explains  the  improvement, 
in  some  cases,  from  thyroid  therapy. 
Pardo -Castello7  reported  two  cases  of 
atrophy  of  the  nails  of  the  hands  and  feet. 
Smith8  states  that  Luithlen  observed  that 
in  animals  deprived  of  the  thyroid  gland, 
all  healing  processes  in  the  skin  are  re- 
tarded, and  furthermore,  the  derma  in 
such  animals  responds  to  slight  irritation 
by  the  formation  of  scars  and  keloids. 

Parathyroid  Gland. — The  parathyroid 
gland  regulates  the  amount  of  phosphorus 
and  calcium  in  the  blood,  the  excretion  of 
these  elements,  and  their  deposition  in  or 
mobilization  from  certain  tissues.  The 
hormones  share  this  responsibility  with 
vitamin  D.2  In  an  interesting  article 
based  on  the  theory  of  keloid  formation 
being  caused  by  hypersecretion  of  para- 
thyroid, Biberstein9  injected  overdoses  of 
parathyroid  hormones  into  animals  and 
showed  a definite  proliferation  of  connec- 
tive tissue,  so  that  muscle  bundles  disap- 
peared at  the  site  of  injection  and  were  re- 
placed by  firm  infiltrations  which  re- 
mained and  even  spread  after  injections 
were  stopped.  Favorable  reports  have 
been  noted  by  many  authors10*11*12  with 
parathyroidectomy  and  parathyroid  ther- 
apy in  cases  of  scleroderma.  Wolf  states 
that  the  parathyroid  hyperactivity  is  the 
initiating  factor,  osteolysis  the  inter- 
mediary step,  and  scleroderma  the  final 
result.  R.  Leriche,  et  al.,lz  report  a case 
of  experimental  production  of  a sclero- 
dermal  condition  in  a rat  with  fragments 
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of  cystic  adenoma  of  the  breast  from  a 
patient  with  scleroderma.  Combleet14 
used  parathyroid  extract  subcutaneously 
in  21  cases  of  lichen  urticatus  with  im- 
provement in  almost  all  of  them.  Pills- 
bury  and  Sternberg15  have  observed  simi- 
lar results.  Wigser16  used  parathyroid 
therapy  with  beneficial  results  in  a case 
of  urticaria  of  undetermined  origin. 

Impetigo  herpetiformis  has  been  con- 
sidered to  be  an  endocrine  disorder  as- 
sociated mostly  with  the  parathyroid.17 
G.  Scherber18  has  reported  good  results 
with  parathyroid  therapy  in  this  condi- 
tion as  well  as  in  psoriasis  vulgaris  pustu- 
losa.  Pla  and  Martinez19  reported  2 cases 
of  vitiligo  improved  by  parathyroidec- 
tomy or  ligation  of  the  thyroid  artery. 
Rados  and  Rosenberg20  state  that  there 
is  a relation  between  blue  sclera  and  hy- 
perparathyroidism. Calcinosis  cutis  and 
alopecia  prematura  have  often  been  re- 
ported associated  with  parathyroid  dys- 
function. 

The  thymus  is  only  mentioned  to  state 
that  up  to  the  present,  association  with 
dermatologic  conditions  has  not  been 
proved.  It  has  been  noted,  however,  that 
an  individual  with  a hypertrophied  thy- 
mus gland  may  have  a transparent  skin 
and  silky  hair.  In  Timme’s  syndrome 
the  skin  is  velvety  and  there  is  little  or  no 
hair.  Many  years  ago  some  authors 
thought  that  the  thymus  might  have  a 
relationship  to  psoriasis,  but  this  was 
never  corroborated. 

The  cortex  of  the  adrenal  is  known  to 
be  dependent  upon  the  pituitary  for 
its  integrity.  Whether  the  cortex  and 
medulla  are  functionally  connected  is 
only  speculative.  The  cutaneous  pig- 
mentation of  Addison’s  disease,  usually  of 
the  exposed  parts,  is  known  to  be  a defi- 
nite part  of  cortical  hypofunction.  The 
pigmentation  also  appears  on  the  mucous 
membranes.  Pigmentation  of  the  nails 
and  fenestrations  has  been  reported  in 
this  condition.  Certain  adrenal  cortex 
tumors  alone  or  together  with  pituitary 
dysfunction  may  be  an  etiologic  factor  in 
Cushing’s  syndrome.  In  cortical  hyper- 
function, hypertrichosis  may  be  extremely 
marked  on  the  entire  body  including  the 


dorsum  of  the  feet.  The  hyperpigmenta- 
tion frequently  seen  in  the  diffuse  type  of 
scleroderma  has  been  used  as  an  argument 
that  adrenal  changes  are  a cause  of  the 
disease.  Hypertrichosis  and  many  pig- 
mentary disturbances  are  often  associated 
with  adrenal  dysfunction,  i.e.,  the  blanch- 
ing of  the  skin  in  Froelich’s  syndrome  and 
its  darkening  in  acromegaly  are  usually 
considered  to  be  due  to  associated  adrenal 
changes.  Goldzieher  states  that  the  old 
women’s  beard  with  its  coarse,  black,  scat- 
tered hair  on  the  upper  lip  and  on  the 
chin  is  pathognomonic  of  cortical  hyper- 
function. Allergy  may  result  from  corti- 
cal insufficiency  as  large  quantities  of 
vitamin  C are  stored  in  the  cortex. 

Pancreas. — The  pancreas  is  a factor  to 
be  considered  in  cutaneous  dermatoses. 
There  is  a tendency  for  the  prevalence  of 
dermatophytosis  on  the  feet  of  diabetic 
patients,  probably  the  result  of  a hyper- 
glycemia with  the  production  of  excellent 
media  on  which  fungi  and  bacteria  may 
grow.  Also  associated  with  pancreatic 
insufficiency  are  furuncles  and  carbuncles 
and  occasionally  gangrene  of  the  extremi- 
ties. Necrobiosis  lipoidica  diabeticorum 
is  usually  associated  with  diabetics  al- 
though it  has  been  observed  in  nondia- 
betics. Xanthochromia,  a yellowish  dis- 
coloration of  the  skin,  is  sometimes  seen. 

Menstrual  disturbances  with  their  cu- 
taneous manifestations,  pigmentations  of 
pregnancy  (chloasma,  linea  alba,  the  peri- 
mamillary  areas,  vulva),  herpes  gesta- 
tionis,  alopecia  prematura,  alopecia  are- 
ata, impetigo  herpetiformis,  hypertri- 
chosis, and  abnormal  secretion  of  sweat 
and  sebum  are  associated  with  dysfunction 
of  the  gonadal  glands.  It  is  interesting  to 
note  that  chloasma  may  occur  in  virgins 
as  well  as  males.  In  hypogonadism  the 
skin  may  become  wrinkled  and  appear  as 
a brownish  coloration.  Long,  coarse 
hairs  on  the  face  occur  in  old  age  (gero- 
derma).  Herpes  is  often  seen  in  associa- 
tion with  menstruation  and  pregnancy. 
Thaddea21  reports  a case  of  Addison’s 
disease  complicating  pregnancy  and  cites 
the  relation  of  the  suprarenal  cortex  to 
the  gonads.  Kraurosis  vulvae  and  senile 
vaginitis  have  been  reported  improved  by 
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injections  of  estrogenic  hormones.  Physi- 
ologic experiments  show  that  estrin  has 
a marked  action  on  skin  and  in  particular 
on  skin  and  mucous  membranes  of  the 
genitalia,  where  it  causes  an  increased 
growth  of  squamous  cells  and  hyperemia 
of  the  deeper  tissues.  Foss22  states  that 
of  8 actual  cases  of  kraurosis  vulvae  all 
the  patients  who  attended  regularly  and 
received  adequate  dosage  were  benefited. 
Davis23  made  stained  biopsy  specimens  in 
cases  of  senile  vaginitis  before  and  after 
estrogenic  therapy  and  so  demonstrated 
that  during  six  to  eight  weeks  the  atrophic 
epithelium  had  reverted  to  the  normal 
state  associated  with  active  sexual  life. 
Peters  and  Macbeth24  state:  “It  is  inter- 
esting that  the  most  satisfactory  method 
of  treatment  has  been  the  combination  of 
intravaginal  and  intramuscular  therapy.” 
The  intravaginal  therapy  followed  the  ob- 
servation of  many  biologists  that  certain 
harmonic  effects  are  more  easily  obtained 
by  local  application  of  the  hormone  in  a 
form  which  can  be  absorbed  by  the 
epithelium  than  by  its  parental  injection. 
Dermatitis  dysmenorrhoeica  may  be  asso- 
ciated with  or  be  independent  of  the 
periods. 

Andrews25  states  that  an  observation  of 
eunuchs,  if  correct,  suggests  that  the  fac- 
tor for  baldness  may  ordinarily  be  effec- 
tive only  in  the  presence  of  the  testes  and 
that  the  gonads  certainly  have  an  etiologic 
importance.  Goldzieher  is  of  the  opinion 
that  baldness  never  occurs  in  the  eunuch 
or  in  the  eunuchoid  type. 

Erythrocyanosis  cutis  symmetrica  is 
considered  an  endocrine  disturbance  in 
which  the  skin  changes  are  brought  about 
by  exposure  to  cold. 

In  their  case  of  acanthosis  nigricans, 
Grace  and  Schwartz26  were  unable  to  dis- 
cover any  definite  evidence  of  endocrine 
disturbance  and  hold  the  hypothesis  of 
endocrine  dysfunction  as  an  etiologic 
agent  in  acanthosis  nigricans  as  un- 
founded. 

It  is  recognized  that  tinea  of  the  scalp 
after  puberty  is  not  common  and  that 
many  cases  have  the  tendency  to  clear  up 
at  puberty  without  therapy.  The  relation 
of  allergy  of  the  skin  to  the  endocrines 


and  vitamins  is  a field  in  which  much 
recent  work  has  been  done.  The  adrenal 
cortex  is  an  important  aid  in  the  regula- 
tion of  mineral  metabolism  and  appears 
to  be  one  of  the  factors  responsible  for 
allergy.  In  the  later  stages  of  hyper- 
thyroidism where  much  of  the  calcium 
has  been  lost  many  allergic  manifesta- 
tions are  observed. 

Treatment  will  be  mentioned  here  only 
to  state  that  it  is  not  without  danger.27 
Many  have  reported  untoward  systemic 
and  possibly  local  effects  following  topical 
applications  of  estrogenic  hormones. 
They  state  that  it  has  been  proved  such 
hormone  absorption  topically  or  parenter- 
ally  can  induce  proliferation  in  the  tissues, 
particularly  in  the  genital  tract,  which  in 
animals  has  resulted  in  the  development 
of  cancer.  Zondek28  has  also  shown  that 
cutaneous  applications  of  follicular  hor- 
mones can  be  absorbed  through  the  skin 
and  produce  marked  systemic  effects. 
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TRIBORO  HOSPITAL  STAFF  TO  BE  SELECTED 


Dr.  S.  S.  Goldwater,  Commissioner  of  Hospi- 
tals, announced  yesterday  the  appointment  of  a 
committee  to  assist  in  the  selection  of  a medical 
staff  for  Triboro  Hospital,  the  new  500-bed  hos- 
pital for  tuberculosis  now  approaching  comple- 
tion, adjoining  Queens  General  Hospital  on  Par- 
sons Boulevard,  Jamaica. 

The  Advisory  Committee  on  medical  organiza- 
tion consists  of  Dr.  Robert  F.  Loeb,  chairman  ; 
Dr.  I.  Ogden  Woodruff,  Dr.  Frank  N.  Dealy,  Dr. 
Robert  Plunkett,  and  Dr.  Carl  Eggers. 

Applicants  for  appointment  to  the  Honorary 
Visiting  Staff  of  Triboro  Hospital  are  asked  to 
submit  their  applications  to  the  Commissioner  of 
Hospitals. 

The  pathologist  and  roentgenologist  for  Tri- 
boro, among  the  few  salaried  medical  officers  in 
city  hospitals,  will  be  selected  from  Civil  Service 
lists.  The  medical  superintendent  will  likewise 
be  appointed  under  Civil  Service  rules. 


Members  of  the  Honorary  Visiting  Staff  in  city 
hospitals  are  classified  as  visiting,  associate  visit- 
ing, assistant  visiting,  and  clinical  assistant 
visiting  physicians.  Directors  of  services  are 
visiting  physicians  designated  to  act  as  directors 
for  specified  terms. 

According  to  the  rules  of  the  Department  of 
Hospitals,  a visiting  physician  must  have  been  in 
practice  for  at  least  eight  years  and  if  a specialisl , 
must  have  been  identified  with  his  specialty  for 
not  less  than  five  years.  Associate  visitings  must 
have  been  licensed  to  practice  medicine  for  at 
least  five  years;  assistant  visitings,  at  least  three 
years;  clinical  assistant  visitings  must  have 
completed  an  internship  in  an  approved  hos- 
pital. 

All  appointees  must  be  citizens  of  the  United 
States  and  must  be  physicians  of  good  ethical 
standing,  licensed  to  practice  medicine  in  the 
State  of  New  York. 


THE  SPARING  EFFECT  IN  POLIOMYELITIS* 


Gilbert  Dalldorf,  M.D.,  Valhalla,  New  York 
( From  the  Laboratories  of  Grasslands  Hospital,  Valhalla ) 


The  biologic  phenomena  of  vaccination 
and  the  use  of  immune  serum  have  so 
far  failed  to  provide  means  of  preventing 
or  treating  poliomyelitis  and  the  search 
has  been  extended  to  less  orthodox  means. 
Thus  the  experimental  disease  can  be 
effectively  prevented  by  nasal  sprays. 
This  method  is  well  known  and  has  been 
widely  used.  It  is  not  commonly  known 
that  even  after  poliomyelitis  is  induced 
in  monkeys  it  can  be  greatly  modified. 
This  may  be  done  by  infecting  the  ani- 
mals with  another  disease,  lymphocytic 
choriomeningitis.  While  such  a method 
does  not  seem  adaptable  to  the  clinical 
treatment  of  poliomyelitis  it  deserves 
study  and  consideration  for  the  light  it 
may  throw  on  poliomyelitis  in  particular 
and  the  virus  diseases  in  general. 

Before  describing  the  effect  of  combina- 
tion of  the  two  diseases  it  will  be  useful  to 
mention  their  characteristics.  The  polio- 
myelitis virus  used  throughout  these 
experiments  is  known  as  MV  (mixed 
virus),  a pool  of  viruses  derived  from 
various  human  cases.  It  has  been  used 
in  many  laboratories  over  a long  period 
and  is  thoroughly  adjusted  to  the  monkey. 
The  intracerebral  inoculation  of  0.2  cc.  of 
a 10  per  cent  suspension  of  pooled  cord 
samples  produces,  as  a rule,  a uniform, 
fatal  disease.  The  response  is  char- 
acterized by  an  incubation  period  of  three 
days,  followed  by  high  fever  and  prostra- 
tion within  72-96  hours.  Death  soon 
follows. 

Lymphocytic  choriomeningitis  virus 
produces  a much  more  varied,  though 
usually  less  violent  response.  During 
our  early  experiments  using  virus  from 
dog  and  ferret  sources,  the  disease  was 
benign,  with  few  fatalities.  The  incuba- 

*  Aided  by  a grant  from  the  National  Foundation  for 
Infantile  Paralysis. 


tion  period  is  several  days,  followed  by 
two  weeks  of  fever  of  a typhoidal  char- 
acter subsiding  slowly  and  often  followed 
by  subnormal  temperatures.  Virus  that 
has  been  maintained  by  monkey  passage 
produces  a similar  response  except  that 
the  febrile  period  often  terminates  earlier 
by  rapid  lysis  accompanied  by  extreme 
weakness,  emaciation,  and  death.  In  our 
experience  the  mortality  of  uncompli- 
cated lymphocytic  choriomeningitis  in  the 
monkey  has  varied  from  9 to  84  per  cent 
depending  on  the  source  of  virus  and  other 
factors. 

The  combination  of  these  two  diseases 
markedly  modifies  the  outcome  of  the 
poliomyelitis.  This  we  have  called  the 
“sparing  effect”  to  distinguish  it  from 
other  immunologic  mechanisms.  The 
features  of  the  “sparing  effect”  are  as 
follows : 

1.  Time  is  the  most  significant  factor 
in  determining  the  effect  of  lymphocytic 
choriomeningitis  on  poliomyelitis.  This 
is  shown  by  Table  1 in  which  a number  of 
experiments  have  been  collected.  Thus, 
of  16  monkeys  which  from  four  to  thirteen 
days  previously  were  injected  with  lym- 
phocytic choriomeningitis  virus,  11,  or  70 
per  cent,  recovered  from  poliomyelitis. 
The  mortality  among  the  poliomyelitis 
controls  was  100  per  cent.  If  the 
lymphocytic  choriomeningitis  was  given 
twenty-four  to  seventy-two  hours  before 
the  poliomyelitis,  but  50  per  cent  sur- 
vived and  if  it  was  withheld  until  after 
the  poliomyelitis  appeared,  only  30  per 
cent  recovered.  The  stage  of  chorio- 
meningitis in  which  the  poliomyelitis  is 
given  therefore  plays  a determining  role 
in  the  results. 

2.  The  mechanism  is  not  a matter  of 
cross  protection.  Thus,  also  incorpo- 
rated in  Table  1 are  the  results  in  4 mon- 
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1ABLE  1. — Influence  of  Time  on  the  Sparing  Effect 


[N.  Y.  State  J.  M. 


Time  at  Which  the  Lymphocytic 
Choriomeningitis  Was  Given 
Three  to  five  months  before  poliomyelitis 
One  month  before  poliomyelitis 
Twenty  days  before  poliomyelitis 
Four  to  thirteen  days  before  poliomyelitis 
One  to  three  days  before  poliomyelitis 
During  the  incubation  period  of  poliomyelitis 


Number  of  Monkeys 
4 
2 
2 
16 
8 

10 


Recovered 


Results 


0 

0 

1 

11  (70  per  cent) 
4 (50  per  cent) 
3 (30  per  cent) 


Died 

4 

2* 

1 

5 (30  per  cent) 
4 (50  per  cent) 
7 (70  per  cent) 


mortaUtTrates  ofT/to  W0  pefce^.  8r°UPS  ~te  100  C°nt"»s  °f  <»ree  groups  had 

* Sacrificed  on  30th  day  when  condition  seemed  hopeless, 
days.  Sparing  effect  believed  present. 


Controls  of  this  group  all  died  in  from  five  to  fourteen 


keys  which  had  had  lymphocytic  chorio- 
meningitis three  to  five  months  before 
poliomyelitis.  All  of  these  succumbed  to 
poliomyelitis  in  typical  fashion.  Like- 
wise immune  serums  have  been  found  to 
exert  no  protective  effect  against  polio- 
myelitis. 

3.  The  response  is  not  due  to  fever. 
Thus,  of  the  2 monkeys  injected  with 
poliomyelitis  virus  twenty  days  after 
choriomeningitis  both  were  afebrile  at 
the  time  of  the  second  inoculation  yet  the 
“sparing  effect”  was  distinctly  present. 
In  both  animals  the  poliomyelitis  was 
modified  and  one  recovered.  Various 
similar  examples  have  been  observed. 
Furthermore,  the  fever  in  the  animals 
that  recover  is  commonly  less  severe  than 
in  those  that  succumb,  and  character- 
istically is  less  severe  than  in  uncompli- 
cated poliomyelitis  itself.  It  is,  however, 
true  that  the  period  of  greatest  effective- 
ness roughly  corresponds  to  the  febrile 
period  of  lymphocytic  choriomeningitis 
but  this  is  probably  true  simply  because 
the  febrile  response  reflects  the  natural 
evolution  of  the  disease. 

4.  The  “sparing  effect”  is  present 
during  systemic  infection.  It  is  not,  in 
the  experiments  included  in  the  present 
discussion,  a local  effect  but  a general  one. 
This  is  indicated  by  the  fact  that  the  two 
viruses  may  be  given  by  dissimilar  routes 


TABLE  2. — Results  of  Reinoculating  Monkeys 
Which  Had  Recovered  from  Sparing-Effect 
Experiments  with  Poliomyelitis  Virus 


Results  of 

Original  Result  of  Reinoculation 

Number  Experiment  Resistant  Susceptible 
4 No  paralysis  0 4 

4 Paralysis  4 0 

1 No  paralysis  l* 


* Recovered  with  paralysis.  During  original  experi- 
ence had  transient  weakness  of  one  leg. 

and  at  sites  distant  to  one  another  with- 
out modifying  the  results.  This  state- 
ment may  not  apply  to  intranasal  in- 
fection. 

5.  The  combination  does  not  ap- 
preciably interfere  with  the  independent 
immunologic  responses  to  the  two  dis- 
eases. Neither  does  it  heighten  the  re- 
sponse so  far  as  the  present  evidence 
shows.  Monkeys  convalescent  from  com- 
bined infection  are  immune  or  susceptible 
to  reinfection  with  poliomyelitis  depend- 
ing on  whether  or  not  their  original  attack 
was  paralyzing.  This  is  shown  by  Table 
2.  This  is  precisely  what  happens  when 
recovered  poliomyelitis  controls  are  re- 
injected. Furthermore,  monkeys  that 
have  experienced  both  diseases  simul- 
taneously develop  an  immunity  to  chorio- 
meningitis as  do  choriomeningitis  con- 
trols. After  two  months  they  are  full}' 
immune.  Virus  neutralizing  antibodies 
are  present  in  the  serums  of  such  convales- 
cents (Table  3).  While  these  results  are 


TABLE  3. — Immunity  to  Re-inoculation  and  Presence  of  Serum  Neutralizing  Antibodies  in  Monkeys 
Convalescent  from  Combined  Infection  with  Poliomyelitis  and  Lymphocytic  Choriomeningitis 


Animal  Previous  Experience 

1 Polio. -chorio.  with  recovery 

2 Polio.-chorio.  with  recovery 

3 "Contact”  chorio. 

4 Chorio.  control  with  recovery 

5 Normal  monkey.  Neg.  control  serum 

6 Normal  monkey.  Neg.  control  serum 

(Reinoculation,  with  virus  of  lymphocytic  choriomeningitis,  positive  in  control  monkeys;  0.5  cc.  of  a 10  per  cent 

suspension  of  guinea  pig  brain  given  subcutaneously;  10—1,  10-2,  10-3  indicates  the  dilution  of  a similar  virus  source 
which  was  mixed  with  the  serum  to  be  tested  in  equal  amounts  and  injected  subcutaneously  into  guinea  pigs.  “S” 
indicates  the  guinea  pigs  surviving.  The  numerals  indicate  the  day  on  which  the  pigs  died.) 


Result  of 

Neutralizing  Antibodies 

Reinoculation 

10- 

1 10-2 

10-3 

Immune 

s 

S 

S 

Immune 

s 

S 

S 

Immune 

9 

S 

S 

Immune 

S 

S 

S 

12 

10 

20 

10 

10 

19 
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not  exclusive  of  a quantitative  difference 
in  the  immunologic  responses,  they  sug- 
gest that  the  combination  exerts  no 
considerable  effect. 

6.  The  question  naturally  arises 
whether  the  action  is  mutual  in  that  the 
poliomyelitis  modifies  the  choriomenin- 
gitis as  well  as  the  reverse.  There  was 
no  indication  of  this  in  the  original  ex- 
periments but  at  that  time  the  chorio- 
meningitis was  relatively  benign  and  the 
best  yardstick  of  such  an  effect,  the 
mortality  rate,  was  lacking.  In  more 
recent  experiments,  in  which  the  chorio- 
meningitis alone  produced  a mortality 
rate  of  83  per  cent  and  the  mortality  rate 
among  the  poliomyelitis  controls  was  78 
per  cent,  the  mortality  rate  among  various 
groups  of  the  combination  animals  was 
30,  42,  and  50  per  cent.  In  other  words, 
there  was  some  evidence  that  the  effect 
was  mutual,  that  the  combination  of  the 
two  diseases  lessened  the  severity  of  each. 

7.  You  will  have  noticed  that  mor- 
tality and  not  paralysis  has  been  the 
criterion  used  in  the  tables.  This  has 
been  done  because  of  the  nature  of  the 
disease  in  monkeys.  In  the  present  work 
the  control  animals  with  but  rare  ex- 
ceptions have  either  developed  a severe, 
rapidly  fatal  form  of  poliomyelitis  or 
have  been  cases  of  “missed  infection.” 
In  the  experimental  groups  with  high 
survival  rates,  many  animals  have  re- 
covered with  paralysis  of  one  or  more 
extremities.  All  of  these  which  we  have 
been  able  to  follow  for  several  months 
have  completely  recovered  function  in 
their  paralyzed  limbs.  Neither  the  ex- 
perience of  others  nor  our  own  controls 
make  possible  a comparison  of  these 
results  with  the  behavior  of  monkeys  not 
infected  with  choriomeningitis.  The  ob- 
servation is  made  both  to  indicate  the 
differences  between  the  experimental  and 
spontaneous  disease  and  the  difficulties 
in  measuring  the  effects  of  treatment. 

8.  The  “sparing  effect,”  as  I have 
described  it,1  is  not  an  isolated  observa- 
tion. A similar  effect  of  vaccination  on 
whooping  cough  was  described  by  John 
Archer  in  1809. 2 In  more  recent  times 


a similar  phenomenon  has  been  rather 
extensively  studied  in  potato  virus.3 
Hoskins,4  in  1935,  reported  experiments 
quite  similar  to  ours.  Hoskins,  however, 
used  different  strains  of  the  same  virus, 
that  of  yellow  fever.  At  the  most  favor- 
able interval  18  of  23  monkeys  survived 
while  later  only  9 of  25  survived.  These 
experiments  have  been  confirmed  and 
extended  by  Findlay  and  MacCallum5 
who  demonstrated  that  Rift  Valley  fever 
likewise  exerts  a “sparing  effect”  on 
yellow  fever.  Various  other  references 
to  a like  phenomenon  may  be  found, 
most  of  a casual  nature. 

It  seems  evident,  therefore,  that  in  the 
“sparing  effect”  we  have  an  effective 
immunologic  mechanism.  Its  virtue  is 
that  it  is  effective  under  conditions  in 
which  other  means  are  useless.  Its  weak- 
ness is  that  it  requires  the  use  of  a second 
pathogenic  agent.  Whether  there  are 
possibilities  for  good  in  this  mechanism 
only  time  can  tell. 
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Discussion 

Dr.  Orren  D.  Chapman,  Syracuse,  New  York — 
Any  addition  to  the  knowledge  concerning  the 
mechanism  of  the  virus  diseases  is  always  wel- 
come. The  experiments  of  Doctor  Dalldorf 
and  his  co-workers  at  the  Grasslands  Hospital 
have  contributed  definitely  to  this  knowledge. 

(1) .  As  a result  of  their  early  experiments 
they  felt  justified  in  concluding  that  the  in- 
fection caused  with  virus  of  canine  distemper 
had  a sparing  effect  upon  poliomyelitis  in  the 
experimental  animal.  Later  they  reported 
(November,  1938)  that  certain  lots  of  their 
canine  distemper  virus  were  contaminated  with 
the  virus  of  lymphocytic  choriomeningitis  and 
further  reported  that  the  sparing  effect  in 
poliomyelitis  seemed  to  be  due  to  the  latter 
virus. 

(2) .  Today  they  have  demonstrated  more 
completely  that  the  virus  of  lymphocytic  chorio- 
meningitis when  injected  into  the  experimental 
animal  with  a proper  time  relationship  does  ap- 


190 


GILBERT  DALLDORF 


[N.  Y.  State  J.  M. 


parently  induce  modification  of  the  disease 
poliomyelitis  in  the  experimental  animal.  At 
this  time  I would  like  to  congratulate  Doctor 
Dalldorf  upon  his  experiments. 

The  significance  of  these  findings  is,  as  yet, 
beyond  one’s  comprehension.  No  one,  at  pres- 
ent, can  prophesy  the  possible  value  of  this 
work.  It  is  tempting  to  speculate  concerning 
the  mechanism  of  this  sparing  effect,  however, 
we  must  realize  that  speculation  is  dangerous 
in  the  light  of  our  present  ignorance  concerning 
viruses  in  general.  The  lack  of  the  demonstra- 
tion of  cross  immunity  and  flowing  immune  sub- 
stances would  lead  one  to  believe  that  this 
sparing  effect  is  a blocking  of  cellular  metabolism 
or  cellular  physiology  such  that  the  second  in- 
duced infection  cannot  be  spread  by  “perver- 
sion” of  cellular  physiology. 

Dr.  James  Denton,  New  Rochelle,  New  York — 
The  immunologic  mechanism  which  Dr.  Dalldorf 
has  described  is  interesting  not  only  in  connection 
with  the  diseases  he  has  been  studying  but  also 
from  the  obvious  implications  that  similar  rela- 
tionships may  be  found  between  other  virus 
diseases.  A complete  understanding  of  the 
factors  responsible  for  this  sparing  effect  might 
throw  considerable  light  on  the  essential  na- 
ture of  virus  diseases.  There  are  obvious  ad- 
vantages in  the  study  of  a phenomenon  that 
can  be  produced  under  experimental  control. 

Naturally,  the  first  thing  that  suggests  it- 
self is  the  possible  application  of  the  phenomenon 


to  human  cases  of  poliomyelitis.  Poliomyelitis 
in  man  and  in  monkeys  differ  from  each  other 
in  many  important  respects.  The  extreme 
rapidity  with  which  the  disease  progresses  in 
the  monkey  is  unusual  in  the  human  disease, 
but  does  occur.  The  intervals  in  the  time 
schedule  which  appear  to  be  so  important 
might  be  very  different  in  man  and  more  favor- 
able for  practical  purposes. 

There  are  many  fundamental  factors  in  hu- 
man poliomyelitis  which  are  still  obscure.  The 
pathogenesis  is  imperfectly  understood.  The 
prompt  recovery  of  function  in  so  many  cases 
raises  the  question  as  to  whether  the  nerve  cells 
are  permanently  damaged  at  the  outset  or 
whether  the  harmful  effects  of  the  virus  extend 
over  a considerable  time.  Early  complete 
loss  of  function  very  possibly  masks  progressive 
effects  of  the  virus. 

It  is  my  understanding  that  choriomeningitis 
virus  has  been  used  as  a substitute  for  malarial 
therapy  in  France.  Choriomeningitis  is  gener- 
ally regarded  as  a benign  disease,  but  rather 
serious  symptoms  are  said  to  have  appeared  in 
some  cases.  Apparently  the  only  way  to  find 
out  whether  the  virus  may  be  of  value  in  the 
clinical  stages  of  poliomyelitis  is  by  trial  on 
human  cases.  A very  serious  difficulty  arises 
here  on  account  of  the  difficulty  in  making  a 
dependable  diagnosis  of  poliomyelitis  in  the 
early  phases  of  the  disease.  Paralysis  is  neces- 
sary for  a final  diagnosis,  and  there  are  possibly 
errors  even  with  this. 


STOP  TINKERING 

Upheavals  of  tested  institutions  have  ruined 
the  continent  of  Europe.  Liberties  and  freedom 
of  enterprise  of  the  individuals  have  been  sacri- 
ficed on  the  altar  of  so-called  social  reform. 
Therefore,  let  us  stop  tinkering  with  our  own 
institutions  and  avoid  the  importation  of  Euro- 
pean political  tragedies  through  duplication  of 
European  systems  and  procedures.  God  knows 


we  have  gone  far  enough  in  relegating  our  rights 
to  the  whims  of  politicians,  remarks  the  Nebraska 
State  Medical  Journal.  Medical  service  rendered 
under  the  American  plan  has  been  a success  in 
every  way.  The  American  House  of  Medicine 
can  continue  on  its  steady  progress  only  through 
personal  and  professional  freedom  of  thought  and 
of  action. 


THEY  COME,  THEY  GO 

Another  of  the  old  drugs  is  ready  for  the  dis- 
card. Several  decades  ago,  creosote  was  highly 
recommended  in  the  treatment  of  respiratory  dis- 
eases, and  it  once  was  advocated  in  the  manage- 
ment of  tuberculosis.  The  Council  on  Pharmacy 
and  Chemistry  of  the  American  Medical  Associa- 
tion has  made  a protracted  study  of  the  matter 
and  in  a report  published  in  the  Journal  of  the 
American  Medical  Association  for  November  11, 
1939,  it  is  stated  that  creosote  lacks  value  in  these 
cases.  Formerly  it  was  claimed  that  creosote 
increased  sputum  production,  but  the  Council  is 
unable  to  substantiate  this  claim. 


CONQUEST  OF  SYPHILIS 
“The  problem  presented  by  the  prevalence  of 
syphilis  may  appall  us,  but  let  me  point  out  that 
twenty-five  years  ago  this  was  true  also  of  diph- 
theria, which  at  that  time  caused  about  1,400 
deaths  in  a single  year.  This  year,  diphtheria 
deaths  will  probably  not  exceed  twenty-five. 
With  the  means  at  our  disposal  we  can  make 
much  greater  advance  in  the  future  in  the  con- 
quest of  syphilis,  and  it  is  my  hope  that  the  time 
will  not  be  too  far  distant  when  syphilis  can  be 
discussed  as  largely  a problem  of  past  history.” — 
John  L.  Rice,  M.D.,  Commissioner  of  Health,  New 
York  City 


IMMOBILIZATION  OF  THE  CHEST  IN  PLEURISY 
AND  RIB  FRACTURE 

H.  J.  Christensen,  M.D.,  Poughkeepsie,  New  York 


A physician  wishing  to  immobilize  the 
chest  must  choose  between  adhesive 
strapping  and  an  immobilization  belt. 
This  choice  is  nearly  a hypothetic  one 
because  immobilization  belts  have  not 
gained  wide  enough  use  to  receive  such 
consideration.  Adhesive  strapping  is 
almost  exclusively  used.  The  obvious 
reasons  are  that  adhesive  is  cheap,  nearly 
always  on  hand,  and  it  is  the  established 
practice. 

It  is  the  purpose  of  this  paper  to  es- 
tablish, in  fact,  this  choice  by  describing 
immobilization  belts  which  are  as  readily 
available  and  nearly  as  cheap  as  adhesive 
plaster  itself.  Two  types  of  immobiliza- 
tion belts  which  any  doctor  can  make  of 
cotton,  gauze  bandage,  adhesive,  and 
tongue  blades,  are  here  described.  They 
are  Sam  Browne  type  of  belts  having 
tongue  blades  as  stays  and  hospital  cotton 
as  padding. 

The  objections  to  adhesive  are:  skin 
irritation;  slipping  of  the  adhesive  with 
loss  of  immobilization;  the  time  limit 
when  the  skin  will  no  longer  bear  up  under 
the  adhesive;  inability  to  examine  and 
treat  the  parts  covered  by  the  adhesive; 
and  finally,  the  mounting  discomfort 
of  the  patient  until  the  adhesive  is  re- 
moved. The  ordeal  of  removal  is  ap- 
proached by  some  patients  as  a major 
operation. 

There  are  certain  requirements  which 
the  immobilization  and  the  method  of 
immobilization  itself  should  satisfy.  They 
may  be  listed  as  follows : 

Immobilization 

(1)  adequate 

(2)  sustained 

(3)  controlled 

(4)  comfortable 
Immobilizer 

(1)  cause  no  skin  irritation 

(2)  adjustable 

(3)  temporarily  removable  (to  permit 


examination  and  treatment  of  parts 
which  it  covers) 

(4)  low  cost 

(5)  easily  made 

(6)  of  readily  available  “office”  or 
“emergency”  materials 

(7)  light  weight 

(8)  duration  of  application  unlimited 

Two  types  of  belts  embodying  all  the 

above  features,  made  of  cotton,  gauze 
bandage,  adhesive,  and  tongue  blades 
(Fig.  1)  are  here  described. 

Pleurisy 

In  pleurisy,  warmth  in  addition  to  im- 
mobilization is  desired.  To  satisfy  both 
these  requirements  the  belt  is  made  as 
follows : 

The  “core”  or  stay  portion  (Fig.  2)  is 
made  by  placing  tongue  blades  side  by 
side,  about  three-eighths  of  an  inch  apart, 
on  a piece  of  adhesive  which  is  long 
enough  to  encircle  the  chest  outside  the 
cotton  padding.  This  “core”  is  then 
placed  in  the  middle  of  a single  piece  of 
hospital  cotton  of  one  or  two  layers  ac- 
cording to  thickness,  and  of  adequate 
length  to  encircle  the  lower  chest,  and 
the  overlapping  cotton  edges  (giving 
extra  warmth)  are  folded  over  and  se- 
cured by  spiral  turns  of  wide  gauze  band- 
age running  the  length  of  the  belt  (Fig. 
3).  A wide  strip  of  adhesive  running  the 
length  of  the  belt  secures  the  spiral  turns 
of  bandage  on  the  outside. 

A shoulder  strap  (Fig.  5)  is  constructed 
of  adhesive  and  cotton  with  a few  stays 
of  tongue  blade  cut  to  width  and  placed 
under  the  adhesive  over  the  crest  of  the 
shoulder  to  prevent  wrinkling. 

The  belt  is  now  placed  about  the  lower 
chest  with  the  two  ends  meeting  at  the 
anterior  axillary  line  on  the  side  opposite 
the  lesion.  These  ends  are  bridged  and 
held  together  at  the  proper  degree  of 
immobilization  with  a wide  piece  of  ad- 
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hesive  of  adequate  length  to  hold  securely. 
The  shoulder  strap  is  now  placed  over  the 
shoulder  on  the  same  side  as  the  lesion 
and  attached  to  the  outside  of  the  belt 
by  adhesive  (Fig.  6).  Placing  the  shoulder 
strap  over  the  shoulder  of  the  side  op- 
posite the  joined  ends  of  the  belt  allows 
the  belt  to  be  slipped  off  over  the  arm. 
It  would  otherwise  have  to  be  slipped  off 
over  the  head. 

To  remove  the  belt  temporarily  for 
examination  or  treatment  (Fig.  7)  the 
adhesive  joining  the  two  ends  of  the  belt 
is  pulled  back  until  the  ends  are  released. 
The  belt  is  then  slipped  off  the  arm. 
When  the  belt  is  replaced  the  same  ad- 
hesive will  serve  again  to  hold  the  ends 
securely  together.  By  proper  adjust- 
ment of  this  piece  of  adhesive  any  degree 
of  immobilization  can  be  obtained. 

As  the  cotton  padding  packs  the  belt 
loosens  and  adjustment  is  made,  if  neces- 
sary, by  cutting  off  a tongue  blade  seg- 
ment from  one  end  allowing  the  belt  to 
be  drawn  tighter.  Patients  can  be  in- 
structed to  keep  the  belt  adjusted  to 
give  maximum  comfort.  If  the  cotton 
becomes  soiled  it  may  be  replaced  by 
fresh  cotton  over  the  old  tongue  blade 
“core.”  No  adhesive  should  contact  the 
skin. 

Rib  Fracture 

In  rib  fracture,  immobilization  alone 
is  desired.  Warmth  is  not  a necessary 
consideration.  A cool,  lightweight  belt 
(Fig.  4)  is  constructed  by  using  only  suf- 
ficient cotton  padding  to  face  the  inner 
side  of  the  belt,  and  attached  by  spiral 
turns  of  wide  gauze  bandage  to  the  tongue 
blade  “core.”  Thus  the  cotton  does  not 
overlap  the  edges  of  the  “core”  as  de- 
scribed in  the  pleurisy  belt.  A wide 
piece  of  adhesive  runs  the  length  of  the 
outside  of  the  belt  to  secure  the  spiral 
turns  of  gauze  bandage.  The  belt  is 
applied  in  the  manner  described  above. 

In  obese  individuals  with  a high  pro- 
truding abdomen  no  shoulder  strap  is 
necessary  as  the  belt  will  not  slip  down. 
A very  desirable  feature  is  that  belts  of 
large  size  may  be  made  up  in  advance  and 
kept  ready  for  use  later  to  be  cut  down  to 


Fig.  1.  Materials. 


Fig.  2.  Construction  of  “core.”  Tongue 
blade  stays  on  adhesive  which  overlaps  to  bind 
ends  of  tongue  blades. 


Fig.  3.  Construction  of  “pleurisy”  belt  (outer 
side)  showing  overlapping  cotton  edges  and  wide 
adhesive  securing  spiral  turns  of  gauze  bandage. 


Fig.  4.  Construction  of  “rib  fracture”  belt 
(inner  side)  showing  cotton  padding  facing  the 
inside  of  the  belt  only,  and  secured  by  spiral 
turns  of  gauze  bandage. 


Fig.  5.  Construction  of  shoulder  strap  (inner 
side)  with  cotton  turned  back  to  show  stay  con- 
struction over  crest  of  shoulder. 
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Fig.  6.  “Pleurisy”  belt  applied. 


suitable  size  by  simply  cutting  off  a 
sufficient  number  of  tongue  blade  seg- 
ments with  bandage  scissors.  A single 
piece  of  hospital  gauze  cut  to  size  to  cover 
the  cotton  may  be  used  instead  of  the 
spiral  turns  of  gauze  bandage.  Gauze 
bandage  is  illustrated  because  it  is  almost 
always  on  hand.  A single  piece  of  cotton 
outing  flannel  used  as  above  to  cover  the 
cotton  makes  a still  better  belt.  The 
waterproof  type  of  adhesive  is  best  suited 
for  the  belt. 

Theoretically  it  is  considered  unwise  to 
immobilize  the  “good”  side  of  the  chest 
along  with  the  “bad”  side.  It  is  reasoned 
that  the  good  side  should  be  free  to  com- 
pensate for  the  restriction  of  the  opposite 
side.  Adhesive  strapping  properly  ap- 
plied, must  extend  well  onto  the  good  side, 
and  in  doing  so  also  causes  some  restriction 


Fig.  7.  Showing  method  of  removing  and  re- 
applying belt  after  treatment. 


of  the  good  side.  In  actual  practice  no  bad 
effects  on  the  good  side  have  been  noted. 
Furthermore,  the  circular  type  of  belt 
has  survived  the  test  of  several  years’  use. 
To  my  knowledge,  the  circular  type  of 
belt  made  of  canvas  or  webbing  re- 
inforced with  corset  steels  has  been  avail- 
able at  supply  houses  for  several  years. 

The  Sam  Browne  type  of  belt  made  of 
canvas  or  webbing  reinforced  with  corset 
steels  has  been  used  for  chest  immobiliza- 
tion. These  never  gained  wide  use  be- 
cause of  expense  and  cleaning  difficulties. 
Dr.  Richey  L.  Waugh,1  New  Orleans, 
used  plaster-of-paris  fixation  bandages 
applied  Sam  Browne  fashion  to  the 
chest.  This  is  an  excellent  device,  but 
the  fuss  and  muss  of  applying  plaster  of 
paris  has  deterred  its  use.  Furthermore, 
the  belt  cannot  be  made  up  in  advance 
and  kept  on  hand  ready  for  use  as  those 
here  described. 


1 Waugh,  R.  L.:  J.  Bone  & Joint  Surg.  17:  4,  1067 

(October)  1935. 


Patient  (nervously) : “I  suppose  the  operation 
will  be  dangerous,  doctor?” 

Doctor:  “Nonsense!  You  couldn’t  have  a 

dangerous  operation  for  forty  dollars.” — Medical 
Record 


“Does  your  husband  still  complain  of  thirst?” 
asked  the  doctor. 

“He  did  at  first,”  replied  Mrs.  Jenkins,  “but  I 
gave  him  a glass  of  water  every  time  and  he  soon 
stopped.” — Medical  World 


OBSTETRICS  IN  A GENERAL  HOSPITAL 

Ten  Thousand  Cases  at  the  Bronx  Hospital 


J.  Irving  Kushner,  M.D.,  New  York  City 
{From  the  Obstetrical  Service  of  the  Bronx  Hospital) 


Practically  all  of  the  published 
statistics  dealing  with  maternal  and 
fetal  mortality  are  from  strictly  lying-in 
hospitals,  or  from  hospitals  where  the 
“maternity  staff”  is  composed  entirely 
of  men  who  have  specialized  in  obstetrics. 
In  former  publications1*2  we  have  re- 
ported the  statistics  from  a general 
hospital  where  many  of  the  confinements 
are  attended  by  doctors  in  general  prac- 
tice; with  an  operative  incidence  of  23.9 
per  cent,  a maternal  mortality  of  0.3  per 
cent,  and  a corrected  infant  mortality  of 
3.1  per  cent. 

It  has  been  said  that  “home  delivery, 
even  under  the  poorest  conditions  is  safer 
than  hospital  delivery,”  also  that  “de- 
livery by  a midwife  is  safer  than  by  a 
doctor,”  and  again,  “the  general  hospital 
is  a veritable  cesspool  of  puerperal  in- 
fection.”3 This  report  is  made  with  the 
purpose  of  showing  that  in  a well-regu- 
lated general  hospital  where  the  family 
doctor  is  permitted  to  confine  his  patients 
within  certain  definite  restrictions  it  is 
possible  to  obtain  results  which  compare 
favorably  with  those  obtained  in  strictly 
maternity  hospitals.  This  study  is  based 
on  the  experience  at  the  Bronx  Hospital 
from  the  time  it  entered  its  new  quarters 
in  July,  1932,  through  March,  1938. 
During  this  period  there  were  admitted 
10,000  women  in  labor;  3,166  on  the  ward 
service  and  6,834  on  the  private  services. 
These  were  in  the  proportion  of  1 to  2.15. 

On  the  ward  service  the  expectant 
mother  is  required  to  register  with  the 
antepartum  clinic  before  the  seventh 
month  of  gestation.  She  is  seen  at  inter- 
vals of  two  weeks  and  in  the  last  month  of 
gravidity  every  week  to  the  time  of  de- 
livery. The  antepartum  care  consists  of 


a complete  physical  examination  includ- 
ing blood  pressure  and  urine  examination, 
mensuration,  hygienic,  and  dietetic  regu- 
lation. The  appearance  of  signs  of 
toxemia,  blood  dyscrasia,  or  any  compli- 
cation indicates  more  frequent  observa- 
tion in  the  regular  clinic,  or  a special 
clinic,  or  when  necessary,  hospitalization. 
During  labor  unnecessary  examination 
and  interference  is  eliminated,  rectal 
examination  instead  of  vaginal  being 
used,  and  the  work  of  the  staff  is  carefully 
supervised.  The  private  services  ob- 
serve a reasonable  degree  of  proper  pre- 
natal care,  and  no  operative  procedure 
other  than  the  low  forceps  operation  can 
be  done  except  under  supervision.  The 
low  forceps  operation  is  permitted  only  to 
alumni  on  the  staff  or  to  the  men  who 
have  already  shown  their  ability  to  per- 
form this  operation.  All  forceps  opera- 
tions are  reviewed  in  the  monthly 
obstetric  conferences  and  also  at  a meet- 
ing of  a committee  of  the  medical  board 
consisting  of  the  attending  gynecologist 
and  obstetricians.  There  the  indications 
and  the  results  are  discussed  with  the 
physician  usually  being  present.  No 
other  operative  procedure  can  be  done 
except  by  the  obstetric  staff  and  the 
attending  gynecologists.  To  three  other 
men,  permission  has  been  specifically 
granted  by  the  medical  board  because  of 
their  known  ability. 

All  cesarean  cases  are  reviewed  by  the 
committee  referred  to  above  and  the 
surgeon’s  presence  at  this  time  is  re- 
quired. There  is  frank  discussion  of  the 
indications  and  procedures  employed 
irrespective  of  the  result.  This  operation 
is  limited  to  the  attending  gynecologists 
and  obstetricians  without  previous  con- 


Read  by  invitation  at  the  meeting  of  the  Section  of  Obstetrics  and  Gynecology,  the  New  York  Academy 

of  Medicine,  December  27,  1938 
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TABLE  1. — Operative  Incidence,  Entire  Series 


Total  No.  Maternal  Deaths  Infant  Deaths 


Operation 

Ward 

Private 

Ward 

Private 

Ward 

Private 

Cesarean  section 

52 

227 

1 

10 

4 

24 

High  forceps 

5 

20 

5 

Mid  forceps 

140 

385 

2 

2 

5 

16 

Low  forceps 

251 

1081 

1 

8 

13 

Version 

27 

46 

1 

3 

22 

Breech  extraction 

48 

59 

10 

19 

Craniotomy 

4 

5 

1 

4 

5 

Totals 

2350 

18 

138  - 

1.38  per  cent 

Frequency  for  operative  cases 

0.88  per  cent 

6.1  per  eent 

sultations.  All  others  are  required  to 
have  approval  by  one  of  these  before  the 
laparotomy  can  be  performed. 

Provision  has  been  made  for  the 
application  by  a surgeon  for  permission 
to  do  an  elective  cesarean.  He  is  re- 
quired to  submit  a letter  setting  forth  his 
reasons  and  this  is  considered  at  a meet- 
ing of  the  committee.  As  a result  of  this 
committee’s  work  the  operative  incidence 
as  well  as  the  number  of  cesarean  opera- 
tions has  decreased. 

Operation  Incidence. — Of  the  10,000  labors, 
operative  delivery  was  performed  2,350  times,  a 
frequency  of  23.5  per  cent;  with  an  infant  mor- 
tality of  6.1  per  cent  (138  in  2,350)  for  the 
operative  cases,  as  compared  with  1.38  per  cent 
for  the  total  series.  In  the  operative  cases  a 
maternal  mortality  of  0.88  per  cent  was  noted  as 
compared  with  a general  maternal  mortality  of 

0. 23  per  cent.  It  is  of  interest  to  note  that  of 
the  3,166  labors  on  the  ward  service,  operative 
delivery  was  performed  507  times,  a frequency 
of  16.01  per  cent  with  an  infant  mortality  of 
1.09  per  cent  for  the  total  cases  and  6.7  per  cent 
for  the  operative  cases  and  with  only  3 maternal 
deaths  (Table  1). 

Forceps  Operation. — On  the  private  services 
the  low  forceps  operation  was  done  in  the 
greater  proportion  of  the  cases  as  a prophylactic 
measure.  The  low  forceps  operation  on  the  ward 
service,  however,  was  strictly  limited  to  definite 
indications  in  the  interest  of  mother  or  child, 

1. e.,  either  maternal  exhaustion  from  prolonged 
labor,  or  fetal  distress  as  indicated  by  the  char- 
acter of  the  heart  rate  in  addition  to  the  mere 
appearance  of  meconium. 

There  were  21  infant  deaths  in  all  the  low 
forceps  deliveries,  as  follows:  5 congenital 

anomalies,  5 neonatal  deaths  due  to  cerebral 
hemorrhage,  and  11  deaths  from  unknown  causes 
(all  these  deaths  were  autopsied). 

The  525  mid  forceps  operations  in  the  entire 
series  are  divided  into  two  groups:  (a)  head 

anterior  at  the  time  of  operation,  210,  and  (b) 
head  posterior  or  transverse  arrest  position,  315. 


The  indications  were  strict  and  ran  parallel  to 
those  for  low  forceps  on  the  ward  service. 

The  21  infant  deaths  in  the  mid  forceps  de- 
liveries include  10  cases  where  fetal  heart  was 
lost  during  labor,  3 babies  that  died  of  broncho- 
pneumonia within  the  lying-in  period,  and  8 
deaths  due  to  cerebral  hemorrhage  (all  these 
were  autopsied). 

The  high  forceps  operation  was  done  25  times 
(4  times  more  frequently  on  private  than  on 
ward  services).  In  all  cases  the  operation  was 
done  for  fetal  distress  on  unengaged  heads  where 
versions  were  contraindicated.  The  5 fetal 
deaths  all  showed  cerebral  hemorrhage. 

In  this  group  of  forceps  operations  there  were 
5 maternal  deaths.  The  details  are  appended: 
(1)  A primigravida  who  had  a mid  forceps  for 
fetal  distress  after  four  and  one-half  hours  of 
full  dilatation,  occiput  anterior.  She  sustained 
a left  cervical  laceration  which  was  repaired. 
The  cervix  and  vagina  were  packed  and  1,000 
cc.  of  glucose  infusion  was  given.  After  some 
time,  bleeding  recurred  and  she  died  five  and 
one-half  hours  after  delivery  after  a further 
attempt  to  repair  the  cervix.  (2)  A primi- 
gravida, who  had  a mid  forceps  operation  for  in- 
effectual pains.  The  patient  developed  circu- 
latory collapse  and  anuria  and  died  in  uremia 
four  days  later.  (3)  A primigravida,  admitted 
with  a left  lower  lobar  pneumonia  and  in  labor 
with  full  dilatation  and  head  on  the  perineum. 
A low  Elliott  forceps  on  a premature  4 lb.  8 oz. 
baby  was  done.  The  baby  is  living.  The 
mother  expired  the  third  day,  postpartum,  in 
circulatory  failure.  (4)  A primigravida,  twin 
pregnancy,  was  admitted  for  vaginal  bleeding. 
She  was  bagged  but  the  cervix  dilated  very  slowly 
(four  days).  Meanwhile  the  patient  developed 
a temperature.  At  the  end  of  four  days,  because 
of  fetal  distress,  a mid  Kielland  forceps  was  done 
on  the  first  baby  for  fetal  distress;  the  second 
baby,  by  version  and  extraction.  The  placenta 
was  removed  manually.  The  patient  developed 
sepsis  and  expired.  Necropsy-septic  endome- 
tritis and  suppurative  phlebitis  right  uterine 
and  internal  iliac  veins.  The  babies  are  living. 
(5)  A primigravida,  had  a mid  forceps  operation 
for  fetal  distress — O.A.  position.  Elliott  for- 
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ceps  failed  to  move  the  head,  and  Kielland  for- 
ceps were  substituted — 8 lbs.  10  oz.  stillbirth  was 
delivered.  The  patient  developed  circulatory 
failure  and  expired  the  third  day  postpartum. 

Analysis  of  these  deaths  shows  1 due  to  pneu- 
monia, 1 due  to  sepsis,  1 due  to  hemorrhage,  and 
2 due  to  circulatory  failure,  probably  sepsis. 


TABLE  2. — Forceps  Mortality 


Type 

Maternal  Mortality 
Hemor-  Pneu- 

Circulatory 

Forceps 

Low 

Mid 

High 

Sepsis 

1 

rhage 

1 

monia 

1 

Failure 

2 

Totals 

1 

1 

5 

1 

2 

Infant  Mortality 


Broncho- 

Pro- 

Cerebral 

Type 

Anoma-  pneu- 

longed 

Hemor- 

Forceps 

lies  monia 

Labor 

rhage 

? Causes 

Low 

5 

5 

11 

Mid 

3 

10 

8 

High 

5 

Totals 

o 3 

10 

18 

11 

47 

Versions. — Internal  podalic  version  and  ex- 
traction was  employed  73  times,  an  incidence  of 
1 in  137  or  0.7  per  cent  with  the  indications 
shown  in  Table  3. 

Here  the  fetal  deaths  included  6 premature 
babies  (less  than  3 lbs.  in  weight) ; 12  full  term 
intrapartum  stillbirths  (8  after  failure  of  forceps) ; 
1 macerated  fetus;  3 congenital  anomalies  in- 
compatible with  life;  and  3 full  term  neonatal 
deaths  from  cerebral  hemorrhage. 

There  was  1 maternal  death — a primigravida, 
admitted  in  eclamptic  convulsions  which  could 
not  be  controlled  despite  Strogannoff  therapy. 
After  full  dilatation,  Kielland  forceps  failed  and 
version  and  extraction  was  done  on  dead  baby. 
Mother  expired  in  coma  one  day  postpartum. 

Breech  Presentation. — Breech  presentation  was 
encountered  357  times,  an  incidence  of  3.5  per 
cent . 

The  treatment  was,  where  possible,  strictly 
conservative,  allowing  labor  to  proceed  until  the 
buttocks  had  passed  through  the  vulvar  orifice, 
from  which  point  manual  help  from  the  operator 
completed  the  delivery.  This  constituted  what 
we  called  a spontaneous  breech  delivery.  Any 
other  procedure  was  termed  a breech  extraction. 
The  latter  was  done  107  times  (Table  1).  In  the 
spontaneous  group  there  were  4 infant  deaths 
among  250  cases,  a percentage  of  1.6  per  cent. 
Two  were  macerated  fetuses,  1 was  a congenital 
anomaly,  and  1 was  premature  (second  of  twins) . 
In  the  extraction  group  there  were  29  fetal 
deaths;  a percentage  of  25.2  per  cent.  Three 
were  anomalies,  1 was  a premature,  1 was  a 


neonatal  death  from  partial  atelectasis,  and  24 
were  deaths  in  all  probability  due  to  the  extrac- 
tion (Table  4).  The  mortality  for  the  breech 
extraction  as  a whole  was  thus  33  in  357  or  9.2 
per  cent  (Table  4). 

Cesarean  Section. — Cesarean  section  was  re- 
sorted to  279  times,  a frequency  of  2.79  per  cent 
or  an  incidence  of  1 in  36.  The  indications  are 
shown  in  Table  5.  These  228  patients  were 
operated  upon  only  after  a test  of  labor,  the  other 
patients  including  20  in  the  previous  section 
group,  19  in  the  “ablatio”  group,  7 in  the  cardiac 
group,  4 in  the  elective  toxemia  group,  and  1 in 
the  abdominal  pregnancy  group,  were  operated 
upon  without  such  labor.  In  all,  the  presenting 
part  was  unengaged  at  the  time  of  operation. 

The  types  of  operation  are  also  noted  in  the 
table;  the  classical  operation  being  done  149 
times;  the  two  flap,  107  times;  the  Latzko,  14 
times,  and  the  Porro,  9 times  (Table  5). 

The  Porro  operation  was  done  5 times  for 
placental  apoplexy,  2 times  for  intrapartum  in- 
fection, and  the  other  2 times  for  failure  of  the 
uterus  to  contract  following  classical  sections 
both  complicated  by  intramural  fibroids. 

The  Latzko  procedure  was  done  for  potentially 
infected  cases,  with  1 fetal  death  and  no  maternal 
deaths.  This  has  been  reported  elsewhere 
(Table  5). 

The  details  of  the  maternal  deaths  with  the 
cesarean  operation  (11  in  270),  a percentage  of 
3.9  are  added: 

1.  Primipara  at  term;  central  placenta 
praevia;  generally  contracted  pelvis.  Classical 
section.  Died  on  sixth  postoperative  day  of 
sudden  cardiac  collapse.  Stillbirth.  Perito- 
nitis? 

2.  Primipara  at  term;  central  placenta 
praevia.  Classical  section.  Died  on  tenth 
postoperative  day  of  peritonitis.  Living  baby. 

3.  Primipara  at  term;  funnel  pelvis,  frank 
breech.  Classical  section.  Died  on  sixth  post- 
operative day  from  paralytic  ileus.  Living 
baby.  Peritonitis? 

4.  Primipara  at  term,  contracted  pelvis,  non- 
engagement  at  end  of  twenty-four  hours  with 
membranes  ruptured  eight  hours.  Two  flap 
section.  Neonatal  death.  Streptococcus  hemo- 
lyticus  septicemia. 

5.  Primipara  at  term,  flat  rachitic  pelvis. 
Intrapartum  sepsis.  Porro  section.  Autopsy: 
Localized  peritonitis.  Living  baby. 

6.  Primipara  at  term,  flat  pelvis,  two  flap 
section  for  nonengagement  at  end  of  thirty-six 
hours  of  ruptured  membranes  and  eight  hours  of 
labor.  Died  of  pneumonia.  Living  baby. 

7.  Primipara  at  term.  Pre-eclamptic  or 
chronic  nephritic.  Elective  classical  section. 
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TABLE  3. — Versions 


Mortality  - 


Maternal  / Infant 

Intrapartum  Cerebral 


Indication 

No. 

Premat. 

Mac. 

Cong. 

Stillbirth 

Hemorrhage 

Failure  of  forceps 

27 

1 

1 

8 

Second  of  twins 

16 

6 

Unengaged  occiput 

10 

Marginal  praevia 

9 

Malposition 

8 

2 

3 

2 

Prolapsed  cord 

3 

1 

1 

1 

Totals 

73 

1 

6 

1 

3 

12 

3 

TABLE  4. — Breech 


Maternal 

Infant  Mortality 

No. 

Mortality 

Mac. 

Cong.  Anom.  Premat. 

Atelect. 

Extraction 

Spontaneous 

250 

0 

2 

1 1 

Extraction 

107 

0 

3 1 

1 

24 

Totals 

357 

0 

2 

4 2 

1 

24 

TABLE  5. — Cesarean  Section 


— Type  of  Operation 

Mortality 

Indication 

No. 

Classical 

2 Flap 

Latzko 

Porro 

Maternal 

Infant 

Contracted  pelvis 

160 

67 

84 

7 

2 

4 

2 

Previous  section 

20 

17 

3 

Placenta  praevia 

32 

24 

8 

3 

8 

Fetopelvic  disprop. 

18 

6 

6 

6 

1 

Ablatio 

19 

12 

2 

5 

16 

Toxemia 

5 

5 

1 

Complicating  fibroids 

8 

5 

1 

2 

Cardiac 

7 

6 

1 

2 

Malposition 

3 

1 

1 

1 

Elective  in  toxemia 

4 

4 

Malformation 

2 

1 

1 

1 

Abdominal  pregnancy 

1 

1 

1 

Totals 

279 

149 

107 

14 

9 

IT 

28 

Expired  five  hours  postoperative  of  shock.  Liv- 
ing baby. 

8.  Forty-two-year-old  primipara.  Cervical 
malformation.  Classical  section  after  several 
hours  of  ruptured  membranes.  Abdominal 
distention  not  relieved  by  exploratory  laparo- 
tomy. No  evidence  of  peritonitis  at  operation. 
Expired  six  days  postoperative.  Living  baby. 

9.  Primipara.  Placenta  praevia.  Classical 
section  after  two  days  of  ruptured  membranes 
(fetal  heart  lost  on  admission).  Expired  on 
sixth  day  with  signs  and  symptoms  of  peritoni- 
tis. Dead  baby. 

10.  Primipara.  Rheumatic  heart  disease. 
Class  III.  Classical  section  immediately  upon 
rupture  of  membranes  with  passage  of  meconium. 
Expired  four  days  postoperative  of  cardiac  fail- 
ure. Living  baby. 

11.  Primipara.  Rheumatic  heart  disease. 
Class  II  B.  Classical  section  after  6 hours  trial 
of  labor.  Expired  on  table.  Living  baby. 
Cardiac  failure,  acute. 

To  summarize,  there  were  2 cardiac  deaths, 
6 deaths  due  to  peritonitis,  1 due  to  sepsis,  1 due 
to  pneumonia,  and  1 from  postoperative  shock . 

The  28  fetal  deaths  occurred  16  times  in  cases 
of  “Ablatio”  (fetus  already  dead  when  section 
was  done) ; 8 in  cases  of  placenta  praevia  where 
fetal  heart  was  lost  before  operation;  1 in  a 
mother  who  died  of  streptococcus  hemolyticus 


sepsis;  1 a high  forceps  had  been  attempted  at 
home  before  admission  to  the  hospital,  and  later 
a Latzko  section  done  in  the  interest  of  the 
mother;  one  neonatal  death  from  unknown 
causes;  and  one  neonatal  death  in  the  abdominal 
pregnancy. 

Maternal  Mortality- 

In  this  series  of  10,000  cases  there  were 
23  maternal  deaths,  a frequency  of  0.2 
per  cent,  already  described  under  the 
different  headings  and  itemized  in  Table 
6 and  summarized  by  causes  in  Table  7. 

Infant  Mortality 

In  this  series  there  were  423  infant 
deaths,  a mortality  rate  of  4.23  per  cent, 
97  were  macerated  fetuses  and  34  were 
congenital  anomalies  incompatible  with 
life,  leaving  a corrected  mortality  of 
2.92  per  cent.  Of  these,  132  were  pre- 
mature infants  (i.e.,  less  than  3 pounds) 
leaving  a full-term  corrected  infant  mor- 
tality of  1.6  per  cent. 

Comment 

We  have  presented  an  analysis  of  a 
series  of  10,000  cases  in  a properly 
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TABLE  6. — Maternal  Mortality 


Hosp. 

No. 

Grav. 

Type  of  Delivery 

37452 

I 

Mid  forceps 

38209 

I 

Mid  forceps 

72892 

I 

Low  forceps 

80190 

I 

Mid  forceps 

85740 

I 

Mid  forceps 

58618 

I 

Version 

35052 

1 

Classical  section 

40100 

I 

Classical  section 

42845 

I 

Classical  section 

*43415 

I 

Two  flap  section 

*44529 

I 

Porro  section 

47503 

I 

Two  flap  section 

61835 

I 

Classical  section 

67950 

I 

Classical  section 

67639 

I 

Classical  section 

75232 

I 

Classical  section 

80068 

I 

Classical  section 

63471 

I 

Craniotomy 

36582 

I 

Spontaneous  delivery 

*47100 

I 

Spontaneous  delivery 

50532 

II 

Spontaneous  delivery 

63126 

I 

Spontaneous  delivery 

*75116 

II 

Spontaneous  delivery 

Indications  for  Delivery 
Fetal  distress 

Ineffectual  pains 
Lobar  pneumonia 
Fetal  distress 
Fetal  distress 

Failure  of  forceps  in  toxemia 
Central  praevia 

Central  praevia 
Funnel  pelvis 
Contracted  pelvis 
Intrapartum  sepsis 
Flat  pelvis 
Chronic  nephritis 
Cervical  malformation 
Placenta  praevia 
Rheumatic  heart  disease 
Rheumatic  heart  disease 
Attempted  forceps  Bandl’s 
ring 

Intrapartum  influenza 
Eclampsia 


Mother 

Cause  of  Death  Lived 

Hemorrhage  from  cervical  lacera- 
tion 5 hours 

Circulatory  collapse  4 days 

Lobar  pneumo.  3 days 

Sepsis  12  days 

Circulatory  failure  3 days 

Eclampsia  1 day 

Peritonitis?  Sudden  cardiac  col- 
lapse 6 days 

Peritonitis  10  days 

Peritonitis?  Paralytic  ileus  6 days 

Streptococcus  hemolyticus  sepsis  10  days 
Localized  peritonitis  6 days 

Pneumonia  3 days 

Postoperative  shock  On  table 

Peritonitis?  Paralytic  ileus  6 days 

Peritonitis  6 days 

Cardiac  failure  4 days 

Cardiac  failure  On  table 

Sepsis  6 days 

Sudden  pulmonary  edema  30  min. 

B.  Influenza  sepsis  6 days 

Eclampsia  21  hours 

Postpartum  hemorrhage  On  table 

Streptococcus  hemolyticus  sepsis  8 days 


* Autopsied  cases. 


TABLE  7 


Operative 

Spontaneous 

Causes  of  Death 

Delivery 

Delivery 

Pneumonia 

2 

1 

Circulatory  failure 

4 

Eclampsia 

1 

1 

Postoperative  shock 

1 

Hemorrhage 

1 

1 

Peritonitis 

6 

Sepsis 

3 

2 

Totals 

18 

5 

equipped  and  properly  managed  general 
hospital  where  maternity  work  is  given 
the  importance  it  deserves  with  a re- 
sulting operative  incidence  of  23.5  per 
cent,  a maternal  mortality  of  0.23  per 
cent,  and  an  uncorrected  infant  mortality 
of  4.23  per  cent. 

Under  proper  supervision  we  feel  that 
it  is  possible  in  general  hospitals  to  show 
results  which  compare  very  favorably 


with  those  reported  by  the  strictly 
maternity  hospitals. 


I am  indebted  to  Dr.  Meyer  Rosensohn, 
Attending  Obstetrician,  the  Bronx  Hos- 
pital, for  his  stimulating  interest  and 
helpful  suggestions  in  the  preparation  of 
this  paper. 
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SAW  HIM  FIRST 

The  doctor’s  new  secretary  on  her  first  day  at 
work  saw  a magnificent  blonde  carrying  some 
papers  enter  the  office  smiling  sweetly. 

“Listen  you,”  snarled  the  jealous  secretary.  “If 
you  try  to  muscle  in  on  my  territory  I’ll  plant  you 
among  the  potatoes.” 

“Oh,  don’t  mind  me,”  answered  the  other, 
“I’m  only  the  doctor’s  wife.” — Medical  World 


ON  HER  WAY 

Daughter:  “Mama,  do  angels  have  wings?” 
Doctor’s  wife:  “Yes,  dear.” 

Daughter:  “And  can  angels  fly,  Mama?” 
Doctor’s  wife:  “Yes,  dear.” 

Daughter:  “Daddy  said  nurse  was  an  angel 
last  night.  When  will  she  fly?” 

Doctor’s  wife  (grimly):  “Immediately,  dear.” 
— Medical  World 


LATE  IRRADIATION  REACTION  IN  BLADDER  WALL 
FOLLOWING  THE  USE  OF  RADIUM  IN  UTERINE  DISEASE 

Charles  C.  Herger,  M.D.,  and  Alphonse  A.  Thibaudeau,  M.B.,  Buffalo,  New  York 

( From  the  State  Institute  for  the  Study  of  Malignant  Disease,  Buffalo) 


Extension  of  uterine  cancer  into  the 
genitourinary  tract  has  been  well 
recognized  for  many  years.  In  ad- 
vanced malignancy,  obstruction  of  the 
urethra,  invasion  of  the  bladder  wall — 
with  or  without  fistula — and  occlusion  of 
the  ureters,  with  primary  kidney  atro- 
phy, hydronephrosis,  or  pyelonephrosis 
has  been  foreseen.  But  with  the  advent 
of  irradiation  therapy  we  must  consider 
not  only  the  complications  of  the  natural 
progress  of  the  disease  but  also  the  im- 
mediate and  late  effects  of  the  treatment 
itself,  which  materially  add  to  the  dif- 
ficulties of  the  management  of  this  group 
of  patients.  It  is  of  great  help  in  plan- 
ning the  treatment  of  these  patients  to 
make  a careful  urologic  examination  be- 
fore any  radiation  treatment  is  initiated. 
We  may  thus  not  only  recognize  those 
individuals  in  whom  surgical  treatment 
is  of  prime  importance,  but  we  will  also 
know  the  status  of  the  urinary  tract  be- 
fore treatment  is  begun  so  that  adverse 
developments  may  be  interpreted  in  the 
light  of  the  initial  pathology.  This 
paper  does  not  concern  itself  with  the 
immediate  effects  of  irradiation  treatment 
on  the  bladder  mucosa,  but  rather  with 
the  later  manifestations  in  those  women 
presumably  cured  of  uterine  disease  who 
have  bladder  lesions  which  we  recognize 
as  a result  of  the  therapy  employed. 
While  only  a small  proportion  of  patients 
treated  develop  these  late  sequelae,  it  is 
desirable  that  their  nature  and  impor- 
tance be  recognized.  Determination  of 
their  cause  may  prevent  their  occurrence 
in  future  patients. 

There  are  two  phases  of  late  radium 
reaction  in  the  bladder  wall : the  ulcera- 

tive and  the  telangiectatic.  In  the  first 
phase,  occurring  in  from  three  months 


to  ten  or  more  years  after  treatment,  the 
patient,  after  a period  of  apparent  good 
health,  more  or  less  suddenly  complains 
of  frequent  and  painful  micturition  usu- 
ally accompanied  by  slight  hematuria. 
Cystoscopic  examination  reveals,  in  a 
typical  case,  an  area  of  ulceration  and 
necrosis,  surrounded  by  bullous  edema 
and  scattered  areas  of  telangiectasis.  A 
uniform  finding  in  such  cases  is  that  the 
lesion  appears  in  the  midline,  or  just  to 
one  side  of  it,  and  just  above  the  inter- 
ureteric  ligament.  This  phase  under 
appropriate  treatment,  and  if  the  ulcera- 
tion is  not  too  deep,  heals  in  a few  months. 
In  an  occasional  case,  however,  the  ulcera- 
tion persists  for  a much  longer  period. 
In  the  telangiectatic  phase  the  main 
symptom  is  hematuria.  The  bladder 
mucosa  is  studded  with  small  telangiec- 
tatic areas  in  which  capillary  blood  vessel 
tufts  are  seen,  elevated  above  the  sur- 
rounding mucosa.  This  phase  accom- 
panies the  ulcerative  stage  and  usually 
persists  long  after  the  ulceration  has 
healed.  Bleeding  from  these  cases  oc- 
casionally assumes  alarming  proportions, 
necessitating  transfusion.  Usually,  how- 
ever, the  hemorrhage  can  be  controlled 
by  transurethral  coagulation.  The  telan- 
giectatic phase  is  undoubtedly  the  much 
milder  but  the  more  persistent  form  of 
reaction,  while  in  turn  the  ulcerative 
phase  may  itself  be  mild  and  produce  few 
symptoms. 

In  the  majority  of  patients  it  is  rela- 
tively simple  to  determine  whether  we  are 
dealing  with  an  extension  of  the  malignant 
process  into  the  bladder  mucosa,  or  a late 
radium  reaction.  The  diagnosis  can,  in 
most  cases,  be  made  from  the  cystoscopic 
picture.  In  tumor  invasion  the  posterior 
wall  of  the  bladder  is  first  elevated  (the 
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bombardment  of  French  observers).  The 
mucosa  over  this  area  is  at  first  unchanged 
but  later  becomes  injected  and  edematous 
and  finally  is  thrown  up  into  ridges  and 
folds,  until,  with  the  eruption  of  the  tumor 
cells  through  the  mucosa,  typical  nodular 
masses  of  tumor  tissue  can  be  seen.  In 
contrast  to  this  cystoscopic  picture,  in 
late  radium  reaction  we  find  one  or  more 
sharply  circumscribed  areas  of  slough 
and  ulceration.  Immediately  surrounding 
these  areas  is  found  a zone  of  bullous 
edema  while  interspersed  between  or 
around  the  ulcerations  typical  blood  ves- 
sel changes  are  noted,  with  varying  de- 
grees of  telangiectasis,  from  simple  di- 
lated vessels  to  definite  elevated  areas 
showing  thickened  mucosa  underlaid  by 
masses  of  dilated  vessels.  These  changes 
are  confined  to  a definite  location  in  the 
bladder  wall,  i.e.,  just  above  the  inter- 
ureteric  ligament  and  in  the  midline  or 
very  close  to  it.  Symptomatology  is  also 
significant.  Invasion  of  the  bladder  wall 
by  tumor  gives  symptoms  of  insidious 
onset,  slowly  increasing  in  severity,  with 
first  a frequency  of  urination,  increasingly 
painful,  with  eventual  hematuria.  In 
the  late  radium  reaction,  on  the  other 
hand,  bladder  discomfort  is  abrupt  in 
onset  with  markedly  frequent  and  painful 
urination  and  mild  hematuria,  or  with 
marked  and  persistent  hematuria. 

Induration  at  the  base  of  the  bladder 
calls  for  careful  consideration.  It  is 
usually  present  in  tumor  invasion  but 
may  also  be  found  if  deep  ulceration  of 
the  bladder  wall  occurs.  Absence  of  in- 
duration is  highly  suggestive  of  late 
radium  reaction.  In  these  patients  the 
cystoscopic  picture  should  verify  the 
diagnosis.  Occasionally,  however,  pa- 
tients are  seen  in  whom  the  diagnosis  is 
still  in  doubt  and  in  these  a biopsy 
should  be  made. 

The  importance  of  differential  diagno- 
sis, as  between  tumor  extension  and  late 
radium  reaction,  is  of  paramount  impor- 
tance. In  the  former,  further  irradia- 
tion is  indicated,  whereas  in  the  latter 
it  is  emphatically  contraindicated,  as 
further  insult  to  already  damaged  tis- 
sues might  be  disastrous. 


Histologic  study  of  tissue  from  45 
patients  in  whom  clinical  symptoms  of 
bladder  irritation  were  reported  at  the 
Institute  shows  interesting  pictures. 
Where  the  material  received  includes  the 
deeper  portions  of  the  submucosa  and 
parts  of  the  muscular  wall,  it  is  noted  that 
the  larger  vessels  show  those  changes 
which  have  long  been  recognized  as  pos- 
sible results  of  radiation.  This  condition 
in  the  bladder  wall  of  patients  who  have 
been  subjected  to  proximate  radiation 
therapy  has  been  definitely  referred  to  by 
Dean  and  others.  In  these  cases  we  may 
observe  thickening  of  the  intimal  layer 
with,  in  many  instances,  complete  occlu- 
sion of  the  vessel  lumens.  A generalized 
fibrosis  is  apparent  in  these  areas  with 
marked  increase  in  connective  tissue  of 
adult  type.  The  superficial  lesion  con- 
sists of  a subacute  inflammatory  infiltra- 
tion of  the  submucosa  with  plasma  and 
round  cells  accompanied  by  a prolifera- 
tion of  connective  tissue  cells  of  fibro- 
blastic and  myxomatous  type  below  the 
surface  epithelium.  In  this  area,  in  most 
cases,  a large  number  of  delicate  new- 
formed  capillaries  appear — an  apparent 
attempt  to  furnish  the  needed  blood 
which  the  larger  and  deeper  vessels  now 
fail  to  supply.  Areas  of  degeneration 
and  necrosis  appear  in  the  epithelial  cells 
of  the  bladder  mucosa  with  eventual  de- 
squamation of  the  epithelial  layer  and 
the  appearance  of  an  ulcer.  In  the  ulcer- 
ated area  granulation  tissue  is  frequent 
and  necrosis  common.  The  necrosis  may 
extend  deeply  into  the  bladder  wall  and 
dense  infiltration  with  polynuclear  leuko- 
cytes is  often  seen.  We  wish,  however,  to 
call  particular  attention  to  an  unusual  and 
often  misleading  proliferation  of  squa- 
mous epithelium  frequently  seen  in  speci- 
mens removed  from  the  bladder  mucosa 
of  these  patients.  In  many  instances, 
even  before  the  ulceration  of  the  epithelial 
lining  of  the  bladder,  islands  of  squamous 
epithelium  are  noted  in  the  submucous 
area  close  to  the  epithelial  layer  but  ap- 
parently definitely  separated  from  it. 
The  cells  in  these  islands  are  usually  well 
stained  in  fixed  preparations  and  show 
signs  of  cellular  activity  and  cell  divi- 
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sion.  A more  extensive  invasion  of  the 
submucosal  and  muscle  layers  is  some- 
times seen  and  in  these  cases  it  is  often 
difficult  to  distinguish  between  the  histo- 
logic picture  of  late  radium  reaction 
and  that  of  infiltrating  carcinoma  of  the 
bladder.  The  cells  in  the  former  show  a 
change  in  cellularity  and  in  some  cases 
frequent  mitotic  figures  are  seen.  While 
this  overgrowth  of  squamous  epithelial 
cells  somewhat  resembles  that  seen  at  the 
edges  of  a skin  ulcer,  in  many  cases  it  is 
much  more  irregular  in  its  growth  and 
more  penetrating  in  its  infiltration — a 
condition  possibly  due  to  the  more  areolar 
nature  of  the  underlying  stroma  in  the 
bladder  wall.  So  extensive  and  irregular 
was  this  infiltration  of  submucosa  and 
muscle  in  2 of  the  biopsies  sent  to  the 
laboratory  without  adequate  history,  that 
a histologic  diagnosis  of  carcinoma  was 
primarily  made,  to  be  subsequently 
altered  when  a more  complete  review  of 
the  clinical  history  was  made.  Both  of 
these  patients  have  recovered  without 
further  radiation  and  on  the  usual  treat- 
ment. In  these  45  patients,  in  whom  late 
radium  reactions  in  bladder  mucosa  were 
observed,  the  age  incidence  was  identical 
with  that  of  the  age  incidence  of  malig- 
nancy in  the  cervix,  and  as  most  of  our 
cases  suffered  from  this  primary  condi- 
tion this  observation  is  not  significant. 
An  analysis  of  the  length  of  time  elapsing 
from  the  application  of  radium  to  the  on- 
set of  bladder  symptoms  showed  a wide 
variation  of  from  three  months  to  eleven 
years.  In  65  per  cent  of  the  patients, 
however,  these  symptoms  appeared  in 
from  nine  to  twenty-four  months.  It 
was  noted  also  that  the  primary  dosage 
of  radiation  applied  was  in  36  per  cent  of 
these  patients  below  3,500  mg.  hours  in 
the  pelvis.  This  is  the  maximum  dosage 
which  Dean  considers  safe  from  the 
standpoint  of  bladder  damage.  The  re- 
maining 64  per  cent  of  this  group  of 
patients  received  more  than  3,500  mg. 
hours  radiation  in  the  pelvis.  This  was 
almost  universally  applied  in  the  form  of 
tandem  tubes  of  100  mg.  each  in  the 
uterus  for  a total  of  2,400  mg.  hours  sup- 
plemented by  gold  seeds  of  radium  emana- 


tion in  the  cervix  for  an  additional  dos- 
age of  1,000  to  2,000  millicurie  hours, 
making  a total  of  3,400  to  4,400  mg.  and 
millicurie  hours. 

Treatment 

If  careful  pelvic  and  cystoscopic  ex- 
amination fail  to  make  the  diagnosis 
certain,  it  is  safer  to  use  a trial  period  of 
treatment  for  radium  reaction.  In  the 
ulcerative  phase,  effort  must  be  directed 
to  control  infection  and  to  prevent  the 
development  of  calcareous  deposit  in  the 
ulcerated  area.  Instillation  of  argyrol  or 
similar  antiseptic  solutions  once  or  twice 
weekly,  with  the  administration  of  the 
newer  urinary  antiseptics,  sulfanilamide 
or  mandelic  acid,  may  be  used.  Calcium 
mandelate  is  well  suited  to  this  type  of 
lesion,  as  it  helps  to  maintain  the  acidity 
of  the  urine  and  it  is  also  bactericidal. 
Urotropin  should  be  avoided  as  it  is 
apt  to  further  irritate  the  ulcerated 
bladder.  With  the  treatment,  relief  of 
symptoms  is  usually  fairly  prompt, 
though  the  ulceration  may  persist  for 
several  months.  Occasionally  the  lesions 
respond  poorly  to  the  above  treatment 
and,  due  to  the  action  of  urea  splitting 
organisms,  the  bladder  becomes  the 
seat  of  an  alkaline  cystitis  and  the  ulcers 
the  site  of  alkaline  incrustations,  which 
may  have  to  be  removed  with  the  rongeur 
forceps.  After  the  ulcerations  have 
healed,  the  bladder  mucosa  often  shows 
telangiectasis  in  the  healed  area  with 
occasionally  hematuria  which  may  be 
profuse. 

The  question  of  individual  idiosyncrasy 
in  the  causation  of  these  bladder  lesions 
has  received  considerable  attention.  The 
fact  that  a very  small  proportion — a frac- 
tion of  1 per  cent — of  patients  who  have 
had  radium  treatment  in  the  pelvis,  show 
late  bladder  reactions  would  perhaps  lend 
some  point  to  this  explanation.  We  have 
seen  late  radium  reaction  in  the  bladders 
of  patients  treated  with  minimal  doses  of 
from  800  to  1,000  mg.  hours  for  uterine 
fibroid.  However,  other  factors  must 
be  considered.  Among  these,  the  im- 
proper placing  of  tubes  or  seeds,  or  acci- 
dents such  as  the  slipping  of  radium  bear- 
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in g tubes  from  the  uterine  cavity  into  the 
vagina,  must  be  considered  of  prime  im- 
portance, because  by  such  errors  of 
technic  and  accidents,  the  bladder  mucosa 
may  be  subjected  to  an  unwarranted 
dose  of  radiation.  Again  in  cervix  car- 
cinoma where  the  bulk  of  the  tumor  lies 
in  the  posterior  lip  and  in  the  posterior 
portion  of  the  canal,  intensive  radiation 
treatment  in  this  area  is  particularly 
apt  to  affect  the  base  of  the  bladder. 
It  would  seem  probable  also  that  these 
reactions  usually  follow  a single  fairly 
large  radiation  dosage  in  the  pelvis. 
Some  observers,  notably  those  of  the 
French  school,  advocate  smaller  divided 
doses  given  at  intervals,  in  the  hope  of 
avoiding  this  complication.  It  would 
seem  evident,  therefore,  from  a considera- 
tion of  the  facts  at  hand  that  in  order  to 
prevent  the  occurrence  of  this  complica- 
tion of  radium  treatment  in  the  pelvis, 
the  following  suggestions  should  be  of 
value : 

1.  Technical  and  anatomic  errors 
should  be  avoided. 

2.  Radiation  dosage  in  the  treatment 
of  pelvic  lesions  should  be  divided,  with 
repetition  at  proper  intervals. 

3.  Careful  urologic  examination 
should  be  made  before  radiation  treat- 
ment is  started. 

Conclusions 

1.  A small  proportion  of  female  pa- 
tients treated  by  radium  in  the  pelvis 
develop  bladder  lesions  which  have  been 
classified  under  the  heading  of  late 
radium  reaction. 

2.  We  have  reviewed  45  such  cases 
treated  in  the  State  Institute. 

3.  Care  should  be  taken  to  distin- 
guish this  condition  from  primary  or 
metastatic  malignancy  in  the  bladder 
wall. 

4.  The  histologic  picture  in  biopsy 
specimens  from  the  bladder  in  these 
cases  can  closely  simulate  primary  or 
metastatic  malignancy  in  the  bladder 
wall. 

5.  In  any  patient  who  complains  of 
bladder  symptoms  after  having  received 
radium  treatment  in  the  pelvis,  regard- 


less of  the  dosage  or  elapse  of  time  since 
treatment,  this  condition  should  be  kept 
in  mind. 
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Discussion 

Dr.  Frederick  J.  Parmenter,  Buffalo,  New 
York — Drs.  Herger  and  Thibaudeau  have  again 
wisely  called  our  attention  to  the  importance  of 
differential  diagnosis  of  radium  ulcer  of  the 
bladder  from  the  granulomas  or  tumors  which  so 
commonly  occur.  It  would  indeed  be  disastrous 
if  a radium  ulcer  received  additional  radiation 
because  of  this  error  in  diagnosis. 

Several  ways  of  arriving  at  a correct  diagnosis 
are  available:  First,  a carefully  taken  history 

which  would  reveal  whether  radium  or  x-ray 
therapy  had  ever  been  employed.  In  Dean’s 
series,  the  average  time  of  onset  after  the  radium 
or  x-ray  therapy  was  one  and  a half  or  two  years. 
In  Dr.  Herger’s  series,  the  shortest  was  three 
months  and  the  longest  thirteen  years.  Second, 
if  x-ray  therapy  alone  has  been  employed,  dis- 
coloration of  the  skin  of  the  abdomen,  external 
genitalia,  and  thighs  may  be  observed  on  ex- 
amination. Later,  telangiectasis  is  common. 
Third,  on  cystoscopic  examination,  as  Dean  has 
pointed  out,  the  location  of  the  lesion  upon  the 
lower  wall  of  the  bladder  in  the  midline  is  very 
suggestive.  Fourth,  biopsy  is  very  important 
and  will,  if  carefully  interpreted,  usually  lead 
to  a correct  solution  of  the  problem.  It  is  the 
failure  to  remember  these  facts  that  leads  one 
astray. 

As  has  been  pointed  out,  the  effects  of  radiation 
upon  the  bladder  may  be  comparatively  slight, 
or  very  intense  leading  to  ulcer  in  some  instances, 
and  to  perforation  and  fistula  in  others.  In  the 
perforation  group,  quite  often  the  tissues  will 
heal  in  time  so  that  plastic  repair  can  be  suc- 
cessfully carried  out.  Perhaps  these  fistulas 
may  be  a blessing  in  disguise,  because  in  other 
intractable  bladder  conditions,  vesicovaginal 
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fistulas  have  been  deliberately  made,  with  ex- 
cellent ultimate  results. 

The  picture  is  entirely  different  where  ulcer 
alone  exists,  as  these  unfortunates  suffer  for 
months  and  even  years.  They  need  all  the 
mental  support  which  can  be  given  to  keep  up 
their  morale  and  not  become  hopeless  drug 
addicts.  These  ulcers  frequently  become  en- 
crusted with  phosphates  which  add  greatly  to  the 
patient’s  suffering  when  they  separate  and  are 
voided.  Bleeding  and  infection  are  not  infre- 
quently present.  The  former  (bleeding)  has 
been  fatal  in  one  instance  observed. 

The  best  treatment  is  prevention,  as  Dr. 
Herger  has  suggested.  However,  when  ulcera- 
tion is  present  a study  of  the  infecting  organism 
with  appropriate  internal  urinary  antiseptics  to 
prevent  phosphates  forming  and  to  keep  the 
urine  as  sterile  as  possible,  is  in  order. 

As  in  certain  types  of  renal  and  ureteral  lithia- 


sis  acid  sodium  phosphate,  ammonium  chloride 
internally,  and  phosphoric  acid  solution  locally 
should  be  avoided  as  the  calcium  and  phospho- 
rous elimination  will  be  increased,  which  will 
only  add  to  the  difficulties  already  present. 
Locally,  soothing  antiseptics  as  neosilvol,  argy- 
rol,  weak  solutions  of  mercurochrome,  and  neu- 
tral acriflavin  have  been  used  with  some  success. 
Novocain  4 per  cent  locally,  followed  in  five 
minutes  by  diothane  1/2  per  cent,  may  give  the 
sufferer  a few  hours  of  sleep  at  night. 

Sedatives  must  be  used  with  caution,  especially 
the  opiates.  It  is  well  to  confine  oneself  to  co- 
deine which  may  be  augmented  by  acid  acetyl- 
salicylate  or  the  barbiturates. 

At  best  the  situation  is  a trying  one  to  both 
patient  and  doctor. 

In  conclusion,  let  me  thank  the  officers  of  this 
Section  and  Drs.  Herger  and  Thibaudeau  for 
inviting  me  to  discuss  this  presentation. 
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EFFECT  AND  TOXIC  EFFECT  OF  SULFAPYRIDINE 
IN  OLD  AGE  PNEUMONIA* 

Paul  Kaufman,  M.D.,  New  York  City 
( From  the  Second  Medical  Division  of  Welfare  Hospital ) 


A re  view  of  the  literature1  on  sulfa- 
pyridine  treatment  of  pneumonia 
reveals  that  most  of  the  published  cases 
have  been  children,  young  adults,  or 
middle-aged  patients.  It  seemed,  there- 
fore, of  peculiar  interest  to  try  the  drug 
in  old  age  pneumonia,  a disease  which  is 
generally  known  to  have  a very  high 
fatality  rate. 

Old  age  pneumonia  is  not  a disease  per 
se;  however,  clinicopathologic  studies  of 
a great  number  of  old  age  pneumonia 
cases  within  the  past  years  gave  evidence 
of  certain  characteristic  features  which 
differentiate  it  from  pneumonia  of  the 
young.  It  is  often  a feverless,  compli- 
cated, insidious,  and  long  drawn-out  dis- 
ease. Circulatory  disturbances  are  al- 
most always  present.  The  forms  might 
be  either  primary  lobar  croupous  pneu- 
monias ; or  confluent  ones  by  the  merging 
of  lobular  patches,  frequently,  single 
patches  of  lobular;  or  rarer,  true  bron- 
chial pneumonias  are  present.  Atelec- 
tasia,  pulmonary  edema,  and  renal  in- 
volvements are  more  common  than  in  the 
young.  These  differences  and  the  lower 
rate  of  absorption  and  excretion  of  sulfa- 
pyridine  and  the  lower  basal  metabo- 
lism make  the  effect  and  toxic  effect  of 
sulfapyridine  less  predictable  in  the  old 
than  in  the  young. 

In  this  series,  since  the  end  of  1938,  all 
together  81  pneumonia  cases  (46  men  and 
35  women)  received  sulfapyridine  treat- 
ment. In  all  cases  the  diagnosis  of 
pneumonia  was  confirmed  by  x-ray. 
Typing  was  attempted  in  all,  and  blood 
cultures  in  a great  majority  of  cases,  but 
only  a small  percentage  showed  positive 
results. 

Age  Distribution. — A majority  of  the 
patients  belonged  to  the  age  decades 

* This  work  is  part  of  a study  on  old  'age'  pneumonia 
which  was  started  at  the  Neurological  Hospital  in  1937 
and  continued  at  the  Welfare  Hospital. 


between  70-79  (34  cases)  and  60-69  (27 
cases).  The  rest  of  the  cases  were  di- 
vided as  follows:  7 between  80-89;  4 
between  40-49;  7 between  50-59;  and 
2 were  over  90  years  old.  We  could  not 
find  any  relationship  between  the  effect 
of  the  sulfapyridine  and  the  age  decades 
since  the  number  of  cases  in  the  different 
age  groups  was  too  small  to  permit  any 
such  conclusions. 

Type  Distribution. — There  were  8 type 
I,  3 type  II,  13  type  III,  3 type  IV,  2 
type  VI,  5 type  VIII,  1 type  IX,  1 type 
XI,  1 type  XII,  2 type  XIV,  and  1 type 
XVII.  In  12  cases  nontypable  diplo- 
cocci,  and  in  8 cases  hemolytic  or  other 
long  chained  streptococci  were  found. 
There  were  21  cases  bacteriologically  ir- 
relevant. 

Summary  of  the  Clinical  Experiences 

Dosage. — Usually  2 Gm.  were  given  as 
an  initial  dose  followed  by  1 Gm.  every 
four  hours  until  enough  of  the  drug  had 
been  given  to  make  12-22  Gm.  Some- 
times smaller  initial  or  larger  total  doses 
were  considered  more  advisable.  The 
blood  level  of  the  free  and  combined 
sulfapyridine  was  determined  in  several 
cases.  Blood  counts  of  all  the  cases  were 
taken  every  few  days.  These,  the  tem- 
perature, and  the  general  improvement  of 
the  patients  were  indicators  as  to  whether 
enough  of  the  drug  had  been  adminis- 
tered. 

Effect  of  the  Drug. — In  the  course  of  a 
study  on  the  mouse  protective  value  of 
capsular  pneumococcic  polysaccharides 
against  pneumococci,  the  effect  of  the 
drug  was  studied  alone  and  in  combina- 
tion with  the  polysaccharides.  Thirty 
mice  were  divided  in  three  groups  and  we 
found  that  the  rate  of  survival  was  almost 
twice  as  high  in  the  group  which  received 
polysaccharide  plus  the  drug  as  in  the 


February  1,  1940]  SULFAPYRIDINE—OLD  AGE  PNEUMONIA 


205 


Chart  1.  Illustrates  cases  where  the  tem- 
perature dropped  in  forty-eight  to  seventy-two 
hours,  often  in  twenty-four  hours  after  the  drug 
was  started.  White  cell  counts  are  marked  in 
the  right  side  columns;  the  shaded  columns 
represent  the  per  cent  of  polynuclear  cells.  ( f ) 
Indicates  beginning  and  (J)  the  end  of  the 
sulfapyridine  treatment. 

group  receiving  sulfapyridine  or  poly- 
saccharide alone. 

In  experimental  pneumonia  as  well  as 
in  human  beings  the  most  striking  effect 
is  on  the  temperature,  blood  count,  and 
general  feeling.  Among  the  recovered 
patients,  the  first  group  (38  cases)  had  a 
temperature  drop  to  normal  within  forty- 


Chart  2.  Shows  instances  of  cases  where  the 
temperature  came  down  lytically.  One  of  the 
graphs  shows  a drop  in  the  leukocyte  count 
from  30,000  to  10,800  and  6,000  with  reductions 
of  the  polynuclear  from  91  per  cent  to  66  per 
cent  and  35  per  cent  (Case  41). 

eight  to  seventy- two  hours.  In  the  second 
group  (11  cases)  the  temperature  came 
down  to  normal  within  four  to  eight 
days.  The  third  group  (13  cases)  repre- 
sents pneumonias  where  the  temperature 
came  down  in  two  to  three  days  but  rose 
again  on  account  of  complications  such  as 
pleural  effusion  or  new  foci  of  infection  (see 
Charts  1,  2,  3).  Of  the  81  cases,  19  died, 
62  recovered  (death  rate:  23.5  per  cent). 
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Chart  3.  In  this  group  new  foci  and  effu- 
sions complicated  the  picture,  o stands  for 
development  of  new  foci;  • for  accumulation 
of  fluid  in  the  chest. 


Toxic  Effects. — We  gave  toxic  doses  of 
sulfapyridine  to  15  mice,  and  vomiting, 
muscular  twitching,  tremor,  and  finally 
cessation  of  respiration  were  observed. 
Between  May  3 and  June  1,  1939,  142.6 
Gm.  of  sulfapyridine  was  given  orally  in 
a tragacanth  emulsion  (Table  1)  to  a 
rabbit  of  5,900  Gm.  Toxic  effects  ob- 
served were  restlessness,  tremor,  and  in- 
crease in  temperature.  On  June  6,  1939, 
the  rabbit  was  chloroformed.  Autopsy3 


TABLE  1. — Toxicity  of  Sulfapyridine  in  Rabbit 


Amount  Given 

Date  (Orally)  Gm.  Symptoms 


May  3 
May  4 
May  8 
May  10 
May  11 
May  22 
May  23 
May  24 

May  25 

June  1 


1.0  None 

2.5  None 

2.5  None 

2.5  None 

5.0  Restlessness,  vomited  once 

10.4  Slight  twitching,  restlessness 

10.4  Vomiting  and  twitching 

20.8  Vomiting,  muscular  twitching,  and 

tremor 

37.5  I mmediate  tremors,  chills,  followed 

12.5  by  fever 

37.5  Vomiting,  slight  rigidity 


Total  142.6 

June  6 Animal  chloroformed  for  autopsy 


TABLE  2. — Amount  of  Sulfapyridine  in  the 
Different  Organs  of  Rabbit  After  Toxic  Doses 


Total 

Weight  Mg. 

of  per 

Specimen  100  Gm. 


Organ 

Used 

(Gm.) 

of 

Organ 

Free 

Combined 

Brain 

2.5796 

3.7 

3.7 

0.0 

Liver 

1.7630 

23.1 

5.84 

17.26 

Lung 

2.0353 

17.4 

6.1 

11.3 

Kidney 

1.9645 

194.0 

100.0 

94.0 

Heart 

1.4516 

16.3 

7.6 

8.7 

showed  no  gross  pathologic  changes  ex- 
cept in  the  kidneys  which  were  strikingly 
pale.  Microscopic  examinations,  how- 
ever, gave  the  following  results  : 

Kidneys:  kidney  architecture  is  well 
preserved.  Changes  found:  (^consider- 
able congestion  in  the  intertubular  tis- 
sue; (2)  occasional  fluid  exudation  into 
the  Bowman’s  space  of  the  glomeruli. 
A slight  degree  of  tubular  cloudy  swelling 
is  present. 

Liver : large  areas  of  liver  degeneration 
and  vacuolization  (hydropic  degeneration) . 

Spleen:  somewhat  larger  and  softer; 
showed  marked  congestion. 

Lungs:  no  marked  abnormalities. 

Heart:  some  pallor  of  muscle  fibers  is 
present.  There  is  also  a moderate  degree 
of  fragmentation.  The  vessels  appear 
congested. 

The  different  organs  were  examined4 
as  to  their  sulfapyridine  content.  The 
result  is  shown  in  Table  2.  Most  of  the 
sulfapyridine  was  found  in  the  kidneys 
(194.0  mg.  per  100  Gm.  of  organ)  in  both 
the  free  and  combined  forms.  The  liver 
also  showed  a considerable  amount  (17.26 
in  combination  and  5.84  in  the  free  form). 

The  toxic  effects  in  human  beings  can 
be  summarized  as  follows: 
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1.  Effects  on  the  stomach  which  were 
mostly  of  central  and  only  rarely  of  local 
origin  were  evidenced  by  nausea  and 
vomiting;  this  occurred  in  about  one- 
half  of  the  cases.  Its  occurrence  can  be 
diminished  if  the  drug  is  given  on  a full 
stomach  or  with  small  doses  of  barbi- 
turates. 

2.  Effect  on  the  kidney,  resulting  in 
calculus  formation  by  the  acetylated 
sulfapyridine  crystals.  Depression  of 
kidney  functions  is  fairly  common.  We 
noted  them  in  12  cases.  Since  the  kid- 
neys of  old  patients  are  often  affected,  we 
checked  up  the  blood  chemistry  and 
urinary  signs  in  almost  every  case  and 
often  found  higher  NPN  and  urea  nitro- 
gen values  which  usually  came  down  to 
normal  after  recovery.  In  2 cases  hema- 
turia was  noticed  with  albuminuria  and 
casts  and  without  any  change  in  the  blood 
picture;  in  both  cases  an  increase  in  the 
urea  N value  was  present.  Both  of  these 
hemorrhagic  nephritises  cleared  up  after 
termination  of  the  treatment. 

3.  Effect  on  hemopoietic  system.  Ac- 
companying graphs  show  many  instances 
of  abnormally  high  white  cell  counts  and 
then  radical  reductions.  This  was  only 
partly  due  to  the  different  states  of  the 
disease  and  partly  to  the  stimulative  and 
toxic  effect  of  the  drug  on  the  bone  mar- 
row. Case  41  in  Group  2 is  illustrative 
of  this.  We  saw  3 cases  where  milder 
hemolytic  anemia  with  hematuria  and 
low  erythrocyte  and  hemoglobin  values 
was  noted.  Sometimes  the  hemolysis 
is  not  of  such  a degree  as  to  cause  hema- 
turia and  it  is  revealed  only  by  increased 
urobilinogen  in  the  urine  and  the  feces. 
In  a few  cases  cyanosis  was  noted  follow- 
ing the  drug  treatment.  It  was  partly 
due  to  the  cardiac  condition  and  partly 
to  the  pneumonia  itself,  but  it  was  never 
as  serious  as  in  the  sulfanilamide  treated 
cases;  oxygen  usually  helped.  One  of 
the  cases  who  received  34  Gm.  of  sulfa- 
pyridine showed  an  interesting  feature 
in  the  behavior  of  the  white  and  red  cells. 
The  w.b.c.  went  from  8,900  to  10,800- 
10,000-11,800-19,600-54,900  and  the  dif- 
ferential showed  increasing  number  of 
immature  cells.  From  one  to  as  many  as 


thirty-two  normoblasts  were  present. 
Then  megaloblasts  began  to  appear. 
There  was  a great  deal  of  polychromia 
and  anisocytosis.  This  blood  picture 
evidently  was  a result  of  abnormal  irri- 
tation of  both  the  leukopoietic  and 
erythropoietic  systems  by  the  sulfapyri- 
dine. The  patient  died  six  days  after 
admission  with  signs  of  cardiac  failure. 
No  postmortem  was  done. 

4.  Toxic  effect  on  the  nervous  system 
manifested  itself  by  increased  mental 
restlessness  and  irritability  followed  by 
twitching  and  increased  mechanical  irri- 
tation of  the  muscles.  In  more  pro- 
nounced cases  muscular  tremors  were 
noted.  The  so-called  drug  fever  which  is 
due  to  irritation  of  the  thermoregulating 
centers  belong  to  this  group.  We  noted 
these  effects  in  3 cases.  After  dis- 
continuing the  drug  these  symptoms  sub- 
sided. 

5.  Skin  rashes  similar  to  the  salicylate 
exanthemata  were  also  reported.  Its 
occurrence  is  rare;  we  saw  it  once  in  its 
milder  form. 

From  the  point  of  toxic  effect  one  of  the 
cases  (Case  74)  which  came  to  autopsy  is 
of  interest.  The  patient  improved  after 
the  use  of  sulfapyridine  and  had  no  tem- 
perature for  two  days.  When  the  sulfa- 
pyridine was  stopped  the  temperature 
rose  again  to  101  F.  and  kept  on  rising 
although  sulfapyridine  was  resumed.  He 
received  altogether  34  Gm.  and  his  blood 
level  was  5.8,  7.6,  6.9  mg.  The  patient 
died  with  pulmonary  edema,  due  to  the 
cardiac  condition.  The  autopsy  showed 
resolving  pneumonia  and  a fatty  degen- 
eration of  the  parenchymatous  organs. 
How  much  of  that  was  due  to  the  pneu- 
monia and  how  much  to  the  toxic  effect 
of  the  sulfapyridine  could  not  be  deter- 
mined. 

Sulfapyridine  vs.  Serum.  Treatment. — 
The  vital  question  confronting  the  medi- 
cal public  is  whether  sulfapyridine  will  be 
able  to  replace  serum  therapy  or  whether 
the  two  should  be  used  together.  Our 
series  cannot  answer  this  question  since 
serum  was  given  only  in  a few  cases. 
From  hospitals  where  younger  groups  are 
treated,  comparative  studies  were  pub- 
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lished  on  this  point.  Nevertheless,  if  one 
considers  the  severe  strain  of  serum  ther- 
apy in  an  old  individual  it  seems  justified 
to  say  that  in  old  age  pneumonia  sulfa- 
pyridine  has  a wider  field  of  application 
than  serum  therapy. 

Analysis  of  the  Fatal  Cases. — As  it  was 
mentioned  before,  out  of  the  81  cases,  19 
patients  died  and  62  recovered,  which 
would  make  a case  fatality  rate  of  23.5 
per  cent.  These  results  seem  to  be  un- 
satisfactory when  compared  with  those 
obtained  in  younger  age  groups.  But  it 
has  to  be  considered  that  almost  all  of 
these  patients  had  some  cardiovascular 
disease,  that  the  previous  death  rate  in 
this  age  group  used  to  be  75  per  cent,  and 
furthermore,  that  there  was  no  selection 
of  the  cases  and  patients  who  seemed  to  be 
bad  risks  from  the  start  were  also  in- 
cluded. 

It  has  to  be  pointed  out  that  at  least 
3 of  the  cases  had  a very  bad  cardiac 
status  on  admission  and  2 of  them  seemed 
to  have  a marked  improvement  in  the 
lung  condition  after  the  use  of  sulfapyri- 
dine  but  a few  days  later  they  died  of 
cardiac  failure;  postmortem  examination 
showed  that  the  pneumonia  was  resolving 
and  that  the  cause  of  death  was  cardiac 
failure. 

Discussion 

All  the  authors  agree  on  the  beneficial 
effect  of  sulfapyridine  in  pneumonia; 
nevertheless,  their  opinions  clash  as  to 
how  this  action  is  brought  about.  The 
different  theories  propounded  are:  (1) 
that  it  acts  bacteriostatically,  (2)  that  it 
stimulates  the  specific  and  nonspecific 
body  defenses,  (3)  that  it  is  a germicide, 
(4)  that  it  decapsulates  the  bacteria  (this 
theory  is  generally  discarded),  and  (5) 
that  it  acts  through  neutralization  of 
some  metabolic  activity  of  bacteria 
through  some  enzyme. 

There  are  indications  that  the  poly- 
saccharides liberated  through  the  action 
of  sulfapyridine  play  a role  in  the  effect. 
That  the  polysaccharides  are  very  potent 
antigens  was  proved  by  several  investiga- 
tors and  also  in  our  laboratory.  They  act 
as  sensitizing  agents  and  as  such  stimu- 


late the  antibody  production.  At  the 
same  time  the  initially  liberated  smaller 
amounts  of  polysaccharide  protect  from 
toxic  effect  of  the  large  amounts  liberated 
later.  Postmortem  findings  have  also 
shown  that  the  drug  has  a stimulative 
(and  in  toxic  doses  deleterious)  effect  on 
the  reticulo-endothelial  system  shown  by 
changes  especially  in  the  bone  marrow, 
liver,  spleen,  and  lymph  glands.  This 
also  may  have  a part  in  the  beneficial  as 
well  as  toxic  effect  when  sulfapyridine  is 
used  therapeutically. 

Summary 

1.  A report  of  the  value  of  sulfapyri- 
dine in  the  treatment  of  old  age  pneu- 
monia is  given. 

2.  The  reduction  in  the  case  fatality 
rate  from  an  average  of  75  per  cent  to 
23.5  per  cent  is  noted. 

3.  In  this  series  not  only  the  fatality 
rate  was  reduced  but  also  the  duration 
of  the  fever  from  an  average  of  twelve 
days  to  an  average  of  seventy- two 
hours. 

4.  Analysis  of  the  fatal  cases,  of  the 
toxic  symptoms,  and  of  the  mode  of  ac- 
tion of  sulfapyridine  is  given. 
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THE  MANAGEMENT  OF  COMPLICATIONS  ARISING 
DURING  CYCLOPROPANE  ANESTHESIA 

Harold  R.  Griffith,  M.D.:  C.M.,  Montreal,  Canada 
( From  the  Department  of  Anesthesia,  Homeopathic  Hospital  of  Montreal ) 


Cyclopropane  first  came  into  clinical 
use  in  1933,  and  since  then  it  has  been 
administered  many  thousand  times  by 
hundreds  of  anesthetists  and  with  varying 
degrees  of  satisfaction.  I have  been 
asked  to  speak  about  the  management  of 
complications  arising  during  or  after 
cyclopropane  anesthesia.  Before  I at- 
tempt to  deal  with  this  subject  I believe 
I should  try,  in  the  legal  sense  of  the  term, 
to  “qualify”  myself  as  an  expert  witness. 
So  with  no  intention  of  boasting  but 
merely  as  a statement  of  fact,  I wish  to 
record  a series  of  somewhat  more  than 
five  thousand  personal  administrations  of 
cyclopropane  since  October,  1933,  with 
no  death  on  the  table,  and  no  postopera- 
tive death  which  could  be  related  to  the 
anesthetic.  This  complete  absence  of 
mortality  is  to  some  extent  merely  good 
luck,  because  patients  will  die  suddenly 
sometimes  whether  under  anesthesia  or 
not,  and  regardless  of  who  may  be  caring 
for  them.  During  the  past  five  years  in 
the  hospital  with  which  I am  connected 
there  have  been  5 anesthetic  deaths, 
but  it  happens  that  in  each  case  some 
anesthetic  other  than  cyclopropane  was 
in  use — one  was  with  chloroform,  one 
with  ether,  one  with  avertin,  one  with 
intravenous  evipal,  and  one  under  spinal 
novocain.  Because  of  these  accidents  I 
do  not  condemn  these  agents,  nor  do  I 
uphold  cyclopropane  merely  because  of 
an  absence  of  mortality.  I do  feel,  how- 
ever, that  our  record  refutes  the  argu- 
ment that  cyclopropane  is  too  dangerous 
a drug  for  use  as  an  anesthetic  agent. 
We  have  not  picked  our  best  risk  cases  for 
cyclopropane  but  have  found  it  so  satis- 
factory for  so  many  types  of  operations, 
that  during  the  past  year  97  per  cent  of 
all  my  own  anesthetics  have  been  with 


cyclopropane.  Our  5,000  cases  include 
2,256  abdominal  operations,  of  which 
340  were  in  the  upper  abdomen.  There 
were  1,567  cases  in  which  an  endotracheal 
tube  was  used,  850  of  these  being  tonsil- 
lectomies in  both  children  and  adults. 
There  were  528  for  obstetrical  deliveries, 
of  which  201  were  cesarean  sections.  The 
patients  have  been  of  all  ages  from  six 
days  to  ninety  years,  and  included  in  the 
series  are  many  patients  with  heart 
disease  and  acute  or  chronic  respiratory 
infections.  It  is  inevitable  that  in  such  a 
large  number  of  cases  complications 
should  have  arisen,  and  it  is  about  some 
of  these  complications  and  their  manage- 
ment that  I wish  to  speak. 

Respiratory  Depression. — A difficulty 
which  I have  experienced  during  cyclo- 
propane anesthesia  is  a tendency  in  some 
patients  to  depression  or  temporary 
cessation  of  respiration.  This  is  most 
frequently  seen  in  patients  who  are  some- 
what resistant  of  the  anesthetic  and  to 
whom  the  anesthetist  is  giving  a high 
concentration  of  cyclopropane.  The  pa- 
tient may  suddenly  become  deeply  anes- 
thetized and  stop  breathing.  The  treat- 
ment here  is  obviously  to  give  more 
oxygen,  to  give  it  quickly,  and  in  an 
effective  manner.  It  is  usually  necessary 
only  to  dilute  the  mixture  in  the  breathing 
bag  with  oxygen  and  to  use  a little 
manual  pressure  on  the  bag  to  re-establish 
respiration ; but  in  some  cases  on  account 
of  an  obstructed  airway  this  is  ineffective, 
so  an  endotracheal  tube  should  be  intro- 
duced quickly  in  order  to  get  oxygen  into 
the  lungs  before  the  asphyxia  becomes 
serious  enough  to  affect  the  heart.  I 
cannot  speak  too  strongly  of  the  life- 
saving value  of  endotracheal  oxygen  in  all 
forms  of  respiratory  depression  during 
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anesthesia,  and  I feel  that  it  is  a primary 
duty  of  everyone  who  calls  himself  an 
anesthetist  to  become  expert  in  the  intro- 
duction of  endotracheal  tubes.  There  is 
only  one  way  to  become  efficient  in  this 
not  too  difficult  technic,  and  that  is  to 
practice  at  every  possible  opportunity. 
In  order  to  practice  intubation  one  should 
have  laryngoscope  and  tubes  at  hand  at 
all  times  in  the  operating  room,  and  fre- 
quently insert  a tube  during  or  after  an 
operation.  This  can  be  done  carefully 
without  damage  to  the  patient,  and 
avoids  the  danger  of  a failure  at  a critical 
moment  by  one  who  has  had  no  experi- 
ence except  during  the  excitement  of  a 
crisis.  As  to  methods  of  intubation,  my 
personal  preference  is  for  a semirigid 
French  silk  catheter  introduced  through 
the  mouth  with  a Guedel  or  other  type  of 
direct  laryngoscope.  Magill’s  method  of 
blind  nasal  intubation  with  soft  rubber 
tube  is  useful  for  normal  anesthesia,  but 
it  is  not  always  effective  as  a resuscitative 
measure  in  an  emergency,  and  the  anes- 
thetist who  is  not  accustomed  to  using  a 
laryngoscope  is  then  at  a great  disad- 
vantage. The  most  important  single  piece 
of  advice  for  anesthetists  contemplating  the 
use  of  cyclopropane  is  to  practice  endo- 
tracheal intubation. 

With  cyclopropane  as  with  other  anes- 
thetic agents  the  maintenance  of  a free 
airway  is  a fundamental  necessity. 
When  there  is  obstruction  to  breathing 
from  a tongue  that  is  hard  to  control,  the 
rubber  Guedel  airway  may  be  introduced, 
or  better  still  the  “pharyngeal  bulb  gas- 
way”  designed  by  Dr.  Beverley  Leech. 
I have  used  this  simple  device  in  hundreds 
of  cases  with  great  satisfaction,  and  it 
allows  also  the  use  of  cyclopropane  by 
closed  circuit  for  teeth  extractions  and 
other  operations  where  a mask  would  be 
in  the  way.  Spasm  of  the  larynx,  with  a 
resulting  “crowing”  type  of  obstructed 
breathing  is  occasionally  observed,  es- 
pecially in  patients  who  are  resistant  to 
anesthesia.  This  is  not  usually  a serious 
sign,  and  may  be  relieved  by  diluting  the 
patients  atmosphere  with  oxygen  or 
helium.  I have  kept  a cylinder  of  helium 
on  our  gas  machines  for  several  years,  and 


I am  of  the  opinion  that  it  has  definite 
value  in  relieving  certain  types  of  ob- 
structed breathing  in  patients  under 
anesthesia.  However,  none  of  these 
measures  takes  the  place  of  oxygen  by 
endotracheal  tube  in  real  cases  of  respira- 
tory obstruction  or  asphyxia. 

Pulmonary  Atelectasis. — Burford1  has 
described  several  fatal  cases  of  massive 
collapse  of  the  lungs  during  or  immedi- 
ately after  cyclopropane  anesthesia,  and 
he  has  suggested  that  these  and  also 
commoner  and  milder  cases  of  postopera- 
tive atelectasis  may  be  due  to  the  rich 
oxygen  atmosphere  and  shallow  respira- 
tion which  are  usually  associated  with 
cyclopropane  anesthesia.  This  hypothe- 
sis is  interesting  but  I cannot  subscribe  to 
it  as  the  sole  or  even  the  principal  cause 
of  atelectasis  for  the  simple  reason  that  in 
all  our  5,000  cases  of  cyclopropane 
anesthesia  we  have  had  no  single  case  of 
serious  collapse,  and  the  incidence  of  the 
milder  forms  of  partial  atelectasis  is  less 
than  it  used  to  be  following  ether  or 
ethylene  or  nitrous  oxide  and  ether.  I 
believe,  however,  that  the  introduction  of 
air  into  the  anesthetic  atmosphere  is  a 
good  practice,  and  I am  impressed  by  the 
simple  device  of  a sphygmomanometer 
bulb  attached  to  the  breathing  bag  for 
this  purpose  as  described  by  Colby.2 

I believe  that  the  factors  which  prevent 
atelectasis  are:  (a)  open  airways  during 
and  after  anesthesia,  (b)  nonirritating 
anesthetic,  and  (c)  adequate  use  of 
pharyngeal  and  tracheal  suction  after 
anesthesia. 

If  these  factors  are  properly  attended 
to  one  need  not  worry  about  the  ab- 
sorbability of  the  anesthetic  atmosphere. 
Mild  cases  of  atelectasis  have  occurred  in 
our  experience  following  cyclopropane  but 
the  symptoms  have  developed  from  one 
to  six  days  after  the  anesthetic  and  could 
not  possibly  be  due  at  that  time  to  pock- 
ets of  cyclopropane  remaining  in  the 
patient’s  lungs.  I have  a theory,  shared 
by  Leech,  of  Regina  (who  has  had  a wide 
experience  with  cyclopropane)  and  prob- 
ably also  by  others,  that  cyclopropane 
anesthesia  is  better  without  the  addition 
of  ether,  vinethene,  chloroform,  or  other 
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volatile  agents.  In  our  experience  the 
addition  of  ether  causes  increased  secre- 
tion and  obstructed  air  passages,  and  does 
not  improve  muscular  relaxation.  The 
objection  will  be  raised  that  one  needs 
ether  to  secure  relaxation  for  upper  ab- 
dominal surgery.  Our  answer  is  that  in 
our  hospitals  (Regina  General  Hospital 
and  Homeopathic  Hospital  of  Mon- 
treal) for  the  past  three  years  we  have 
never  added  ether  to  any  cyclopropane 
anesthetic  in  order  to  secure  better  re- 
laxation, and  we  believe  that  cyclopro- 
pane alone  will  give  as  good  relaxation  in 
any  patient  as  will  ether.  We  admit  that 
it  is  difficult  to  secure  good  relaxation  in  a 
few  patients,  but  if  cyclopropane  will  not 
do  it,  neither  will  ether.  The  cases  of 
fatal  pulmonary  collapse  which  I have 
read  about  have  all  been  cases  in  which 
some  ether  was  added  to  the  cyclopro- 
pane. Is  it  not  possible  that  ether  irrita- 
tion played  some  part  in  the  bronchial 
obstruction  which  must  have  preceded 
the  collapse? 

The  other  measure  which  I believe  to  be 
of  great  importance  in  the  prevention  of 
atelectasis  is  the  proper  use  of  suction. 
It  is  our  practice  to  introduce  a small 
fenestrated  rubber  catheter  with  suction 
into  the  mouth  of  every  patient  after 
anesthesia,  and  to  pass  this  catheter  down 
the  trachea  if  there  is  any  evidence  of  ob- 
structing bronchial  mucus.  This  is  not 
traumatic,  can  do  no  harm,  and  I am  sure 
has  been  the  means  of  saving  us  much 
postoperative  trouble.  Suction  in  all  our 
operating  rooms  is  by  water  suction 
pumps  such  as  are  in  common  use  in 
laboratories  and  which  can  be  easily  con- 
nected to  the  existing  plumbing  at  very 
little  expense.  I don’t  believe  enough 
emphasis  has  been  placed  upon  the  value 
of  suction  in  the  armamentarium  of  the 
anesthetist. 

Acute  Pulmonary  Edema . — I have  re- 
ported elsewhere3  a case  of  acute  edema 
of  the  lungs  occurring  in  an  apparently 
healthy  adult  patient  during  the  course  of 
cyclopropane  anesthesia  for  a herniotomy. 
The  patient  became  cyanosed  and  it  was 
found  that  the  bronchi  and  trachea  were 
filled  with  a large  quantity  of  frothy 


serosanguineous  fluid.  An  endotracheal 
tube  was  introduced  at  once  and  a large 
amount  of  this  fluid  removed  by  suction, 
then  endotracheal  oxygen  was  adminis- 
tered and  the  patient  suffered  no  serious 
after-effects.  Dr.  Kenneth  Heard,  of 
Toronto,  has  told  me  that  he  recently  had 
a similar  case  which  he  treated  in  the  same 
manner,  and  with  equal  success. 

I wish  to  record  in  more  detail  another 
case  of  acute  pulmonary  edema.  An 
apparently  healthy  young  woman  went 
through  a long  and  difficult  labor  ending 
in  forceps  delivery.  She  was  given  in- 
termittent nitrous  oxide  and  oxygen  for 
one  hour  before  delivery,  then  was 
anesthetized  with  cyclopropane  for  the 
actual  delivery  and  repair,  a period  of 
about  half  an  hour.  During  the  cyclo- 
propane anesthesia  there  was  some 
trouble  with  mucus  and  the  patient 
vomited  fluids,  but  the  condition  was  not 
regarded  as  unusual,  and  she  was  sent 
back  to  her  room  conscious,  with  a good 
color  and  a normal  pulse  rate.  One  hour 
later  she  suddenly  developed  dyspnea  and 
became  cyanosed.  Oxygen  was  adminis- 
tered by  mask  without  relief.  I was 
called  and  found  her  semiconscious,  with 
shallow  rapid  respiration,  an  extremely 
rapid  feeble  pulse  and  with  many  coarse 
rales  throughout  her  chest.  We  made  a 
tentative  diagnosis  of  acute  pulmonary 
edema,  although  she  was  not  at  that  time 
spitting  up  any  mucus;  and  in  spite  of 
her  extremely  serious  condition  I anes- 
thetized her  again  with  cyclopropane  in 
order  to  introduce  into  her  trachea  a soft 
rubber  suction  tube.  With  this  we  with- 
drew several  ounces  of  very  tenacious 
mucus,  and  then  kept  up  oxygen  by  the 
nasal  catheter  method.  An  x-ray  of  the 
chest  at  this  time  confirmed  the  diagnosis 
of  widespread  pulmonary  edema.  I was 
afraid  to  use  suction  again  down  the 
trachea  on  account  of  the  extremely  weak 
condition  of  her  heart,  so  we  contented 
ourselves  with  sucking  from  her  pharynx 
what  mucus  was  being  coughed  up,  and 
continuing  the  oxygen.  After  three  hours 
she  showed  some  improvement,  con- 
sciousness returned,  and  another  x-ray 
showed  that  the  edema  was  diminishing. 


212 


HAROLD  R.  GRIFFITH 


[N.  Y.  State  J.  M. 


Twelve  hours  later  there  was  evidence  of 
beginning  consolidation  in  both  bases, 
and  soon  she  was  again  in  extremis  on 
account  of  bilateral  bronchopneumonia. 
I attributed  this  complication  to  the  very 
tenacious  character  of  the  mucus  in  her 
chest  in  contrast  to  the  thin  serous  exu- 
date we  had  seen  in  other  cases  of  acute 
pulmonary  edema.  She  was  given  sulfa- 
pyridine  together  with  continuous  nasal 
oxygen  for  eight  days.  Her  respirations 
continued  for  days  at  the  unbelievably 
high  rate  of  sixty  to  eighty  to  the  minute, 
but  she  made  a good  recovery  and  was  dis- 
charged from  the  hospital  perfectly  well 
sixteen  days  after  delivery. 

After  these  experiences  I might  have 
believed  that  there  was  something  pe- 
culiar to  cyclopropane  which  tended  to 
induce  acute  pulmonary  edema  in  a few 
individuals,  if  it  had  not  been  for  an 
almost  identical  experience  with  an  ob- 
stetrical patient  five  years  ago,  when 
nitrous  oxide  and  ether  were  used  and  not 
cyclopropane.  In  that  case  the  patient 
did  not  develop  pneumonia  but  she  went 
through  just  the  same  pulmonary  crisis 
an  hour  after  delivery  with  a sudden 
filling  of  her  lungs  with  frothy  mucus. 
That  was  in  our  very  early  days  of  the 
use  of  cyclopropane  and  I remember 
being  so  thankful  at  the  time  that  I had 
not  used  the  new  anesthetic  in  this  case, 
for  I never  would  have  been  able  to  con- 
vince myself  or  anyone  else  that  the  com- 
plication was  not  due  to  the  “damned 
new-fangled  gas!”  We  don’t  yet  know 
what  produces  these  attacks  of  acute 
pulmonary  edema,  but  we  do  feel  very 
strongly  that  immediate  suction  plus 
adequate  oxygen  is  the  proper  treatment. 

Cardiac  Irregularities. — In  the  reports 
on  cyclopropane  anesthesia,  from  both 
the  laboratory  and  clinical  points  of  view, 
there  has  been  frequent  mention  of  car- 
diac irregularity.  I noted  this  effect  in 
the  sixth  patient  to  whom  I administered 
cyclopropane,  and  I have  observed  it  in 
numerous  patients  since,  but  I can  truth- 
fully say  that  I have  never  seen  any 
permanent  or  harmful  result  from  the 
arrhythmia.  I do  not  understand  the 
underlying  mechanism  of  these  irregulari- 


ties and  I do  not  believe  anyone  else  does 
in  spite  of  extensive  experimental  and 
electrocardiographic  studies,  but  I am 
going  to  be  rash  enough  to  say  that  from 
the  clinical  point  of  view,  cardiac  ir- 
regularities occurring  in  the  human  heart 
under  surgical  cyclopropane  anesthesia 
may  be  disregarded.  It  is  true  that 
Meek4  and  others  have  pointed  out  to  us 
the  effect  of  cyclopropane  on  the  auto- 
maticity  of  dogs’  hearts,  and  have  pro- 
duced experimentally  ventricular  tachy- 
cardias which  make  the  animals  liable  to 
the  onset  of  ventricular  fibrillation  by  the 
addition  of  adrenalin.  Also,  they  have 
suggested  that  a similar  condition  might 
possibly  be  produced  in  the  human  heart. 
However,  the  clinical  situation  is  simply 
this — hundreds  of  careful  anesthetists 
have  administered  cyclopropane  to  many 
thousand  patients  and  no  one  has  re- 
corded any  permanently  damaging  effect 
on  the  heart.  Patients  will  die  of  heart 
disease  at  times  under  cyclopropane 
anesthesia,  just  as  they  die  in  their  beds 
or  on  the  street,  but  my  own  feeling  is 
that  cyclopropane  is  the  safest  anesthetic 
agent  we  have  at  present  for  patients  with 
heart  disease  who  require  major  surgical 
operations.  In  view  of  this  clinical  evi- 
dence, to  say  that  we  should  not  use 
cyclopropane  because  it  is  too  dangerous 
for  the  heart  is,  in  my  opinion,  perfect 
nonsense. 

Postanesthetic  Encephalopathy. — Geb- 
auer  and  Coleman5  have  reported  a case 
of  so-called  “post  anesthetic  encepha- 
lopathy” following  cyclopropane,  where 
at  autopsy  the  brain  showed  evidence  of 
severe  degenerative  changes.  They  be- 
lieve that  this  condition  might  result  from 
a localized  cerebral  anoxemia  without 
any  clinical  evidence  of  cyanosis  during 
the  anesthesia.  There  are  so  many 
variable  factors  in  different  patients,  that 
we  must  admit  that  anything  is  possible, 
but  at  least  we  may  comfort  ourselves 
that  such  a complication  is  extremely 
rare.  I have  had  no  such  case  in  my 
experience. 

Postoperative  Shock. — When  we  are 
confronted  with  circulatory  shock  follow- 
ing a major  operation  it  is  often  hard  to 
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decide  how  much  of  it  is  due  to  the  sur- 
gery and  how  much  to  the  anesthetic — 
it  depends,  perhaps,  on  whether  one  is  a 
surgeon  or  an  anesthetist.  In  any  case, 
patients  who  have  had  cyclopropane 
anesthesia  for  any  extensive  abdominal 
operation  or  for  some  other  type  of  opera- 
tion in  which  there  has  been  severe  blood 
loss,  do  sometimes  show  evidence  of  more 
or  less  serious  shock,  and  the  anesthetist 
may  be  called  upon  to  assist  in  supportive 
treatment.  I have  found  that  coramine 
in  doses  of  at  least  5 cc.  hypodermatically 
is  a useful  stimulant  and  that  oxygen  is  of 
value,  but  that  our  principal  dependence 
should  be  upon  intravenous  injections  of 
glucose  saline,  or  early  blood  transfusions. 
The  relative  infrequency  of  serious  shock, 
vomiting,  or  abdominal  distention  after 
cyclopropane  anesthesia  is  indicated  by  a 
study  recently  made  of  300  of  our  cases  of 
cesarean  section.  In  the  200  cyclopro- 
pane cases  there  was  nausea  and  vomiting 
in  only  5 per  cent,  and  severe  distention  in 
only  2 per  cent. 

With  reference  to  the  use  of  cyclopro- 
pane in  obstetrics,  I have  been  told  that 
some  obstetricians  and  pediatricians  have 
suggested  a possible  harmful  effect  on  the 
baby.  When  we  published  our  original 
report6  on  cyclopropane  for  cesarean  sec- 
tion it  never  occurred  to  us  to  give 
statistics  on  this  aspect  of  the  subject,  as 
we  had  never  seen  any  such  harmful 
effect.  However,  I have  examined  the 
records  of  our  last  100  cases,  and  find 
that  5 babies  did  not  live,  of  these,  4 were 
either  too  premature  to  be  viable  or  were 
monstrosities.  The  other  baby  died 
when  six  days  old,  of  peritonitis  and 
pyloric  stenosis.  It  was  a small  pre- 
mature baby  whose  mother  had  been 
toxic.  The  other  babies  all  left  the  hos- 
pital in  healthy  condition,  so  I do  not  see 
how  anyone  can  logically  consider  cyclo- 
propane as  a factor  in  infant  mortality. 

Increased  Bleeding  During  Operation. — 

I suppose  one  should  include  in  a paper 
such  as  this  the  controversial  subject  of 
the  amount  of  bleeding  during  cyclopro- 
pane anesthesia.  I have  seen  no  con- 
vincing reports  on  this  subject  from 
laboratory  or  experimental  workers,  since 


it  is  a very  difficult  question  to  prove 
experimentally.  I can  definitely  say, 
however,  from  the  clinical  standpoint, 
that  fear  of  excessive  bleeding  need  not 
enter  into  our  estimation  of  the  value  of 
cyclopropane.  There  is,  perhaps,  in  some 
patients  a slightly  increased  capillary  flow 
from  the  superficial  tissues  while  they  are 
being  handled,  but  in  my  experience  this 
has  never  led  to  serious  hemorrhage  either 
during  or  after  the  operation.  The 
surgeons  who  use  cyclopropane  most 
frequently  and  like  it  best,  do  not  com- 
plain about  bleeding,  whereas  we  some- 
times hear  remarks  about  it  from  new 
men.  Some  patients  do  bleed  more 
readily  than  others,  but  these  “bleeders” 
lose  as  much  blood  when  they  are 
switched  to  ether  as  they  do  with  cyclo- 
propane. 

Conclusions 

To  administer  cyclopropane  properly, 
and  to  avoid  and  to  treat  these  complica- 
tions which  I have  mentioned,  the 
anesthetist  must  be  reasonably  intelli- 
gent, properly  trained,  and  above  all,  a 
qualified  physician  with  the  fundamental 
background  of  the  basic  medical  sciences 
which  only  a physician  can  possess.  I 
have  heard  some  hospital  administrators 
and  some  surgeons  argue  against  the  use 
of  cyclopropane  on  the  grounds  that  it  is 
safe  only  in  the  hands  of  experts.  Surely 
it  is  no  valid  argument  against  a useful 
new  anesthetic  agent  to  say  that  the 
anesthetists  of  one’s  hospital  are  not 
qualified  to  administer  a drug  which  is 
being  used  safely  in  many  other  hospitals. 

The  whole  subject  of  the  relationship 
between  surgeon,  anesthetist,  hospital, 
and  patient,  and  their  relative  responsi- 
bility, has  recently  been  ably  reviewed 
by  a learned  French  Canadian  judge  in 
the  Superior  Court  of  the  Province  of 
Quebec.7  A few  extracts  from  his  re- 
marks while  rendering  judgment  are 
pertinent  to  this  question.  He  says  in 
part:  “The  following  propositions  are 

established,  (a)  that  the  administration  of 
a general  anesthetic  is  a dangerous  thing 
even  to  the  point  of  possibly  causing  the 
death  of  the  person  submitted  to  it, 
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(b)  that  during  the  anesthetic  surprises, 
complications,  sudden  and  unforseen 
situations,  dangerous  to  the  patient  and 
capable  of  causing  his  death,  may  arise, 

(c)  that  with  the  presence  of  a physician 
specializing  in  anesthesia,  and  experienced 
in  this  branch  of  medicine,  the  life  of  the 
patient  might  almost  always  be  saved 
when  a complication  arises  during  the 

anesthetic The  administration  of 

a general  anesthetic  is  at  the  same  time 
a science  and  an  art;  easy,  this  science 
and  this  art,  when  all  goes  well,  that  is  to 
say  when  no  complication  or  difficulty 
arises  in  the  patient,  difficult  and  exacting 
of  skill  and  experience,  when  a sudden 
and  dangerous  complication  arises  (these 
complications  vary  with  the  patient  and 
never  present  exactly  the  same  aspect) 
being  able  to  cause  death  very  rapidly,  if 
a competent  anesthetist,  experienced  and 
knowing  how  to  act  quickly  in  this  par- 
ticular complication,  is  not  ready  to  cope 
with  it  with  the  discretion,  the  precision, 
and  the  ability  which  can  come  only  from 
the  union  of  medical  science  with  ex- 
perience; during  the  operation  the  life  of 
the  patient  rests  in  the  hands  of  the 
anesthetist  quite  as  much  as  in  those  of 
the  surgeon  himself,  and  any  complica- 
tion resulting  from  the  anesthetic  puts 
the  life  of  the  patient  in  the  balance.  . . . 

It  follows  that one  cannot  be  too 

careful  in  the  choice  of  this  man.  . . . 
An  anesthetic  agent  is  a drug,  which 
shows  its  action  by  certain  signs  and  pro- 
duces definite  effects ; by  these  symptoms 
and  these  signs  one  knows  what  is  happen- 
ing to  the  patient;  and  to  understand 
these  signs  and  to  judge  what  may  arise, 
it  is  necessary  to  know  medicine.  ...  A 
nurse  has  not  the  required  medical  prepa- 
ration to  be  able  to  cope  with  an  acci- 
dent during  anesthesia;  the  reflexes,  the 
pulse,  the  breathing,  the  color  of  the 
patient,  these  are  the  signs  which  would 
speak  in  a certain  way  to  a specialist  in 
anesthesia,  and  which  by  keeping  him 
constantly  informed  of  the  condition  of 
the  patient,  permit  him  not  only  to  pro- 


tect the  patient  by  intervening  at  a 
critical  moment,  but  also  to  foresee  and 
prevent  such  a critical  moment;  that 
which  constitutes  the  value  of  a medical 
anesthetist  having  a knowledge  of  physi- 
ology, is  his  ability  to  perceive  quickly  a 
sudden  complication  which  may  arise,  to 
act  quickly,  to  do  what  should  be  done 
and  nothing  else.  . . . The  claim  of  the 
defendants  that,  during  the  operation  to 
guard  against  and  to  cope  with  anesthetic 
complications  the  patient  has  at  the  same 
time  the  anesthetist  and  the  surgeon  is 
not  admissable;  the  surgeon  cannot  and 
should  not  supervise  the  anesthesia,  that 
is  not  his  business,  all  his  attention  and 
his  faculties  should  be  concentrated  on 
the  operation  itself,  which  he  should 
execute  diligently,  carefully,  and  without 
the  preoccupation  of  accessory  or  ex- 
traneous things;  the  anesthetist  is,  there- 
fore, the  only  person  who  watches  actually 
and  completely  the  patient,  he  being 
ready  to  deal  with  complications  which 
may  arise  with  the  anesthetic;  when  a 
critical  situation  does  arise  the  surgeon, 
who  should  then  suspend  the  operation, 
comes  to  assist  the  anesthetist,  but  it  is 
still  the  latter  who  remains  always  the 
person  in  charge  of  the  security  of  the 
patient.” 

In  conclusion  I would  like  to  say  simply 
that  I believe  cyclopropane  to  be  the  best 
and  most  widely  applicable  general  anes- 
thetic agent  which  we  have  available  at 
the  present  time,  and  that  the  complica- 
tions and  dangers  attendant  upon  its  use 
should  not  frighten  any  experienced 
medical  anesthetist. 
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Case  Reports 


HYPERSENSITIVITY  TO  RABIES  VACCINE 

Wilfred  Dorfman,  M.D.,  Brooklyn,  New  York 


Reports  on  complications  due  to  the  admin- 
istration of  rabies  vaccine  (Semple)*  are 
infrequent  and  usually  limited  to  discussions  of 
paralyses.  Many  types  have  been  noted, 1,2,3 
viz.,  a Landry’s  type  of  ascending  paralysis,  a 
subacute  form  corresponding  to  a myelitis  type, 
a mild  neuritic  form  especially  striking  the  facial 
muscles,  sphincteric  disorders,  and  polyneuritic 
manifestations.  These  paralyses  have  been  con- 
sidered by  some  authorities  as  cases  of  modified 
rabies;  others  have  tried  in  vain  to  find  the 
lesions  of  rabies  on  autopsy  and  have  likewise 
been  unsuccessful  in  trying  to  reproduce  the 
lesion  by  injection  of  the  brain  substance  into 
another  animal.6  Stuart  and  Krikorian  thought 
that  these  paralytic  accidents  were  specific  ana- 
phylactic responses  to  the  cord  or  brain  sub- 
stance used  in  the  vaccine,  and  felt  that  further 
refinement  of  the  material  would  remove  the 
dangerous  elements.4  They  describe  1 case  in 
which  the  anaphylactic  character  of  the  reaction 
is  evident  : 

A 5-year-old  Palestinian  Jewish  girl,  who  was 
previously  exposed  to  rabies  and  had  received 
ten  injections  without  ill  effect,  was  scratched  by 
a cat.  Antirabic  treatment  was  given  for  10 
days;  the  following  day  she  did  not  feel  well, 
and  two  days  later  she  showed  some  weakness  in 
her  legs.  On  the  third  day  following  the  ces- 
sation of  treatment,  urticaria  was  present  near 
the  sites  of  injection;  vomiting  occurred;  and 
the  patient  was  unable  to  stand  erect.  Exami- 
nation was  entirely  negative  except  for  the  urti- 
caria. On  the  fifth  day  the  urticaria  became 
more  severe,  as  did  the  ataxia.  On  the  seventh 
day  the  symptoms  began  to  wear  off  gradually, 
and  one  month  later  she  was  entirely  symptom 
free.4 

Rosenau  described  a flaring-up  of  the  sites  of 
injection  during  the  course  of  treatment,  and 
felt  that  they  represented  a phase  of  hypersen- 
sitivity. The  same  author  feels  that  the  para- 
lytic manifestations  may  be  due  to  a form  of 
anaphylaxis  rather  than  to  an  untoward  com- 
plication of  treatment.6 

The  following  observation  is  presented  as  a 
case  of  undoubted  sensitivity  to  the  vaccine. 

In  1931,  W.  D.  was  a medical  student.  His 
past  history  was  entirely  negative  except  for  a 
proved  sensitivity  to  rabbit  dander  This  sen- 
sitivity had  been  demonstrated  by  his  inability 
to  do  any  laboratory  work  with  rabbits,  for  in  a 
short  time  marked  ocular  and  nasal  symptoms 

* Semple  vaccine  is  a sterile  4 per  cent  emulsion  of 
killed  rabies  fixed  virus  (carbolized),  obtained  from  the 
spinal  cord  of  rabbits  inoculated  intracerebrally  with  the 
virus  > 


would  occur.  His  family  history  was  negative, 
except  for  the  presence  of  hay  fever  in  his  sister. 
He  was  exposed  to  a rabid  dog  in  his  home. 
There  was  no  actual  bite,  but  realizing  the  possi- 
bilities of  infection  through  hangnails  and  cracks 
in  the  skin7  (since  he  had  examined  the  dog  dur- 
ing its  illness),  he  thought  it  wise  to  take  the 
prophylactic  injections.  Knowledge  of  his  sen- 
sitivity to  rabbit  dander,  and  the  realization 
that  the  Semple  vaccine  was  made  from  the 
spinal  cord  of  a similar  animal,  made  him  hesi- 
tant as  to  the  advisability  of  taking  the  treat- 
ment. His  theoretical  ramblings,  however,  were 
stilled  by  the  “sober”  judgment  of  others.  A 
skin  test  was  done  with  2 minims  of  the  vaccine, 
the  injection  being  made  intracutaneously  in  the 
abdominal  wall.  A markedly  positive  wheal  did 
not  deter  the  overzealous  vaccinator,  and  2 cc. 
of  the  vaccine  was  injected  subcutaneously  into 
the  abdominal  wall.  Twenty  minutes  later, 
at  home,  the  student  noted  the  onset  of  dizziness 
and  a feeling  that  “all  was  not  well.”  Exposure 
of  the  site  of  injection  revealed  a rapidly  in- 
creasing red  wheal,  with  marked  pseudopodal 
reaction  and  radiating  redness  to  the  axilla. 
Within  ten  minutes  there  was  syncope,  from 
which  the  patient  was  easily  aroused,  but  it 
soon  recurred.  There  was  marked  pallor,  a gen- 
eralized urticaria,  and  slight  but  definite  diffi- 
culty in  swallowing.  A physician  was  hastily 
summoned,  but  the  patient  recovered  before 
his  arrival.  Adrenalin  was  administered  and  the 
subsequent  course  was  uneventful. 

It  is  of  interest  to  note  that  during  the  stu- 
dent’s undergraduate  days  (when  one’s  idea  of 
humor  can  reach  limitless  bounds),  he  had  car- 
ried a rabbit’s  foot  in  his  vestpocket  for  a period 
of  a few  months  during  his  course  in  rabbit  dis- 
section. It  is  recalled  that  this  foot  was  rubbed 
vigorously  before  examinations,  and  passed 
around  ceremoniously.  The  actual  routine  is 
vague,  but  it  is  quite  possible  that  some  nose 
rubbing  ritual  may  have  been  involved.  In  this 
light,  it  is  interesting  to  speculate  as  to  the  pos- 
sibility of  the  acquisition  of  sensitivity  through 
this  method.  Guinea  pigs  have  been  sensitized 
by  direct  inhalation  of  antigenic  dust,  and  then 
killed  by  administration  of  the  same  antigen 
through  inoculation.7  In  humans  it  has  been 
shown  by  Figley  and  Elrod  that  castor  bean  dust, 
emitted  by  a castor  oil  factory,  was  the  direct 
cause  of  many  asthma  cases  in  the  vicinity  of  the 
factory.8  In  a study  of  rabbit  hair  asthma,  Rat- 
ner  reviewed  the  case  of  a child  with  asthma  in 
which  the  only  clue  lay  in  the  fact  that  the  child’s 
father  worked  in  a felt  hat  factory.  On  further 
investigation  it  was  found  that  felt  is  made  from 
rabbit  hair.  In  the  process  of  his  work,  par- 
ticles gathered  on  his  clothing  and  person.  The 
child  reacted  positively  to  a skin  test  done  with 
dust  from  the  cuff  of  the  father’s  trousers.® 

This  case  serves  as  an  example  of  the  possible 
danger  from  use  of  rabies  vaccine  without 
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proper  inquiry  into  the  presence  of  a hypersen- 
sitivity state  (and  its  proper  interpretation). 
Patients  about  to  receive  inoculations,  should  be 
skin  tested,  as  is  done  with  horse  serum  injec- 
tions. In  view  of  the  interest  displayed  in  the 
use  of  antipneumococcic  rabbit  serum  in  lobar 
pneumonia  because  of  the  decreased  liability  to 
serum  reactions,10  the  possibility  of  sensitivity  to 
rabbit  serum  should  be  kept  in  mind. 

2355  Ocean  Avenue 
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CANCER  DEVELOPING  IN  THE  HERNIATED  PORTION  OF  THE  STOMACH 

Arthur  L.  Holland,  M.D.,  and  Victor  W.  Logan,  M.D.,  New  York  City 

( Consulting  Gastroenterologist,  New  York  Hospital,  and  Assistant  Attending  Physician,  Roosevelt 

Hospital,  respectively) 


Jacobs1  has  recently  described  a case  of  can- 
cer developing  in  the  herniated  part  of  the 
stomach.  He  was  unable  to  find  more  than 
seven  other  reports,  all  of  which  appeared  in 
European  journals.  The  following  case  is  re- 
ported for  this  reason  and  because  it  presents  the 
dangers  of  aspiration  pneumonia. 

A business  executive,  aged  74,  of  German  an- 
cestry, came  on  August  20,  1934,  complaining  of 
dysphagia  and  substernal  and  epigastric  dis- 
tress during  the  past  two  months.  In  this  time 
he  had  lost  12  pounds  in  weight.  There  was  no 
real  pain,  only  a sense  of  distress  from  pressure, 
usually  within  two  hours  after  eating.  Lying 
down  after  a large  meal  sometimes  caused  acid 
regurgitation,  but  no  vomiting. 

He  had  had  no  other  symptoms  of  relevance  in 
the  past.  There  had  been  no  surgical  operations 
or  injuries.  The  family  history  was  negative. 

The  essential  findings  on  physical  examination 
were  few.  He  did  not  appear  ill  except  for  some 
evident  loss  of  subcutaneous  fat.  The  lungs 
were  normal.  The  heart  was  slightly  enlarged 
to  the  left;  the  superficial  arteries  thick  and 
beaded.  The  blood  pressure  was  105/65.  Ab- 
dominal examination  was  negative  save  for  bi- 
lateral inguinal  hernia.  The  reflexes  were  nor- 
mal. Rectal  examination  was  negative.  His 
weight  was  159  pounds. 

X-ray  study  showed,  by  fluoroscopy,  a distor- 
tion of  the  barium  stream  in  the  lower  third  of 
the  chest.  Films  of  this  area  demonstrated  an 
irregular  outline  of  the  terminal  esophagus  and 
the  upper  part  of  a herniated  cardiac  end  of  the 
stomach.  The  rest  of  the  gastrointestinal  tract 
was  normal. 

A stomach  tube,  passed  gently,  met  with  re- 
sistance at  the  30  cm.  mark.  When  withdrawn, 
the  tip  was  covered  with  bright  red  blood  and 
mucus.  No  free  hydrochloric  acid  was  present 
in  the  washings  of  the  tube.  The  urine  examina- 
tion was  negative.  Blood  count  gave  values  of 
13  Gm.  of  hemoglobin  and  4,380,000  erythro- 
cytes. 


Believing  we  were  dealing  with  a malignant 
lesion  of  the  esophagus,  secondarily  involving 
the  cardia,  an  esophagoscopy  was  arranged 
with  Dr.  Chevalier  Jackson.  However,  he  re- 
ported “extensive  ulcerative  esophagitis;  ulcer 
of  the  herniated  portion  of  the  stomach;  trans- 
hiatal gastric  hernia ; peptic  esophagitis;  chronic 
gastritis.  Other  lesions  not  excluded.”  Tissue 
removed  for  biopsy  showed  “fragments  of  mu- 
cous membrane  bearing  resemblance  to  gastric 
mucosa.  The  superficial  layers  are  the  seat  of 
hemorrhage,  focal  necrosis,  and  mononuclear  in- 
filtration. In  a few  areas,  polymorphonuclear 
leukocytes  are  seen.  Diagnosis:  ulcerative 

esophagitis  (F.  W.  Konzelmann).” 

On  an  ulcer  plan  the  patient  gained  weight 
but  there  was  no  change  in  the  symptomatology, 
although  at  no  time  in  his  illness  did  the  gastric 
symptoms  become  distressing.  A mild  anemia 
was  helped  somewhat  by  many  small  transfusions 
over  the  next  few  months.  Suddenly  on  Novem- 
ber 24,  1934,  he  awoke  from  a sound  sleep  at  2: 00 
a.m.  choking.  He  told  his  family  that  his  stom- 
ach had  backed  up.  There  was  a severe  paroxys- 
mal cough,  producing  greenish  yellow,  thick 
sputum.  By  morning,  the  fever  had  risen  to  101 
F.  with  a pulse  of  120,  and  there  were  signs  of 
consolidation  at  the  right  lung  base,  with  many 
rhonchi  in  both  lungs.  Within  forty-eight 
hours  the  patient  was  out  of  bed  and  his  cough 
was  decreasingly  productive.  On  close  ques- 
tioning, the  patient  admitted  that  for  some  time, 
on  lying  flat  in  bed,  he  had  had  gushes  of  regurgi- 
tated fluid.  He  had  resorted  to  the  use  of  three 
pillows.  Believing  that  he  had  had  an  aspiration 
pneumonia,  or  pneumonitis,  from  the  regurgita- 
tion of  the  stomach  contents,  while  asleep,  we 
elevated  the  head  of  the  bed  by  blocks. 

Despite  this  setback  the  patient  went  to 
Florida  for  the  winter  and  came  back  in  March, 
1935,  looking  well,  but  films  showed  more  stenosis. 
The  anemia  persisted.  He  had  maintained  his 
gain  in  weight.  A second  esophagoscopy  was  done 
later  in  the  year  by  Dr.  Jackson.  The  report, 
dated  December  5,  1935,  read  as  follows : “There 
is  a cancer  developing  in  the  herniated  stomach 
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and  it  is  bleeding  freely This  was  not  pres- 

ent when  we  examined  the  patient  in  August, 

1934 The  other  lesions  noted  in  the  previous 

report  one  year  and  four  months  ago  are  still 
present.  Histologic  diagnosis  (from  biopsy) 
carcinoma — grade  4.” 

A course  of  x-ray  therapy  was  given  by  Dr. 
Herendeen  at  the  Memorial  Hospital.  X-ray 
films  showed  no  improvement.  The  patient 
seemed  even  worse,  clinically.  In  February, 
1936,  he  had  a second  pulmonary  attack  lasting 
four  days.  The  signs  of  consolidation  were  in 
the  left  lung  base  this  time.  Two  further  epi- 
sodes of  precisely  similar  nature  occurred  in 
March  and  May.  He  made  a good  recovery 
from  each  and  with  continued  transfusions  and 
soft  frequent  feedings,  his  blood  count  at  the 
end  of  May,  1936,  registered  16  Gm.  hemo- 
globin and  4,950,000  erythrocytes.  His  weight 
at  this  time  was  165  pounds. 

In  the  late  summer  of  1936  evidence  of  spinal 
metastases  appeared  as  a left  “sciatica.”  Films 
showed  a destructive  process  in  the  lower  lum- 
bar spine.  He  became  progressively  weaker  and 
died  in  the  New  York  Hospital  on  November  15, 
1936,  about  two  and  one-half  years  after  the 
onset  of  symptoms.  At  no  time  did  he  have 
much  substernal  pain,  nor  did  he  develop  an 
obstruction.  Permission  for  autopsy  was  not  ob- 
tained. 

Comment 

The  extreme  rarity  of  such  cases  must  be  more 
apparent  than  real.  Chevalier  Jackson2  says 
“we  have  seen  a few  cases  in  which  carcinoma 
developed  in  a herniated  portion  of  the  stomach, 
but  the  proportion  is  so  small  that  we  would  not 
feel  justified  in  saying  that  the  hernia  and  its 
secondary  pathology  were  causative  factors  in 
starting  a malignant  process.”  These  cases 
have  not  yet  been  reported  according  to  a pri- 
vate communication  from  Dr.  Chevalier  L.  Jack- 
son,  although  he  referred  to  them  in  a recent 
talk.3 

Careful  review  of  cases  classed  as  carcinoma  of 
the  terminal  esophagus  would  no  doubt  show 
that  some  were  really  cancers  of  the  herniated 
portion  of  the  stomach.  With  the  development 
of  the  gastroscope,  more  interest  has  been  cen- 
tered on  direct  visualization  of  these  lesions.  (It 
should  be  remarked  that  the  closed  tube  is  con- 
traindicated in  stenotic  lesions  near  the  cardia, 
and  that  the  WolfF-Schindler  gastroscope  could 
not  have  been  used  in  this  case.) 

According  to  Welch’s  figures,4  cancer  of  the 
cardiac  end  of  the  stomach  comprises  but  8 per 
cent  of  all  gastric  cancers.  Since  diaphragmatic 
hernia  is  not  common,  the  association  of  cancer 
of  the  cardia  and  a hiatus  hernia  will  readily  be 
seen  to  be  extremely  rare,  on  the  basis  of  prob- 
ability. 

Speculation  will  arise  as  to  whether  the  lesion 
was  a cancer  developing  in  a peptic  ulcer.  It  is 
interesting  that  in  August,  1934,  there  was  ex- 


Fig.  1.  Cancer  of  the  herniated  portion  of  the 
stomach. 


tensive  ulceration,  gastritis,  and  stenosis,  with- 
out evidence  of  gross  carcinoma  on  direct  visuali- 
zation by  a most  experienced  observer.  Fur- 
thermore, the  biopsy  at  this  time  showed  no 
cancer  cells.  On  the  other  hand,  the  short 
history,  loss  of  weight,  and  anemia  already 
present  in  August,  1934,  are  strongly  suggestive 
of  neoplasm. 

Summary 

1.  A case  of  carcinoma  developing  in  the 
ulcerated  herniated  portion  of  the  stomach  is 
described. 

2.  The  location  and  nature  of  these  lesions 
must  be  made  by  endoscopy  as  well  as  by  x-ray 
studies  of  the  patients. 

3.  The  patient  developed  aspiration  pneu- 
monia on  four  different  occasions. 

115  East  61st  Street 
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CASE  OF  VENTRICULAR  FIBRILLATION  FOLLOWING  ACUTE 
CORONARY  OCCLUSION 

Louis  H.  Sigler,  M.D.,  Brooklyn,  New  York 


That  ventricular  fibrillation  may  follow  acute 
closure  of  a coronary  artery  was  shown  ex- 
perimentally by  Cohnheim  and  Schulthus- 
Rechberg1  as  long  ago  as  1881  and  by  Porter2 
in  1894.  Wood  and  Wolferth3  found  this  dis- 
turbance to  be  the  most  usual  terminal  event  in 
experimentation  and  occurred  most  frequently 
when  the  left  posterior  circumflux  coronary 
branch  was  occluded.  Harris  and  Hussey4  ob- 
served that  15  dogs  out  of  50  developed  ventricu- 
lar fibrillation  within  ten  minutes  after  ligation 
of  the  anterior  descending  branch  of  the  left 
coronary  and  suspected  the  condition  to  be  the 
cause  of  death  in  18  other  dogs  that  died  suddenly 
between  three  and  twenty-four  hours  after  such 
ligation. 

In  spite  of  the  frequency  of  reported  observa- 
tions of  ventricular  fibrillation  in  experimental 
coronary  occlusion,  there  are  no  reports  of  clini- 
cal cases  of  this  disturbance  following  occlusion. 
There  are  many  inferences  in  the  literature  that 
this  condition  may  be  the  cause  of  death  from  oc- 
clusion but  no  actual  proved  case.  For  this  rea- 
son the  following  case  report  is  of  interest. 


Case  Report 

J.  C.,  male,  48  years  old,  mechanic,  was  seen 
on  October  8,  1936.  His  father  died  at  75  years 
of  age  from  arteriosclerotic  heart  disease.  His 
mother  died  at  76  years  of  age  from  carcinoma  of 
the  esophagus.  One  brother  died  at  the  age  of 
17  years  from  typhoid  and  one  sister  at  55  from 
a tumor  of  the  brain.  Three  brothers  and  one 
sister  were  living  and  well.  The  patient’s  habits 
were  normal,  except  for  constipation.  He  had 
been  married  nineteen  years  and  had  one  child 
who  was  living  and  well.  He  had  never  had  any 
serious  illness  except  for  influenza  in  1918  when 
he  was  compelled  to  stay  in  bed  three  weeks. 

On  October  8,  1936,  he  was  awakened  in  the 
middle  of  the  night  by  excruciating  retrosternal 
pain  radiating  to  both  arms,  associated  with  cold 
sweat,  collapse,  vomiting,  and  air  hunger.  A 
total  of  l1/*  gr.  of  morphine  had  to  be  given 
within  two  and  one-half  hours  to  afford  relief. 

The  physical  examination  revealed  a well- 
developed  male  in  a moribund  state.  His  skin 
was  then  ashen,  cold,  and  clammy.  The  respira- 
tion was  shallow.  The  heart  was  slightly  en- 
larged, sounds  hardly  audible,  and  the  rate  could 
not  be  determined.  The  pulse  was  imperceptible 
and  no  blood  pressure  readings  could  be  obtained. 
There  was  some  pulmonary  edema.  He  finally 
sank  into  deep  coma,  breathing  became  labored 


A — Three  standard  leads,  2V2  horns  after  onset;  regular  sinus  rhythm,  rate  136. 

B — First  lead,  2 horns,  45  minutes;  sinus  slowing,  rate  77,  sino-auricular  standstill  and  nodal  escape. 
C — Nodal  rhythm,  rate  71. 

D — 3 hours,  15  minutes;  return  to  sinus  rhythm,  rate  94. 

E — 3 hours,  20  minutes;  irregular  nodal  rhythm  interrupted  by  supraventricular  impulses  with 
different  spread. 

F — 3 hours,  48  minutes;  short  period  of  ventricular  tachycardia,  rate  150. 

G — Irregular  oscillations,  rate  255. 

H — Four  supraventricular  impulses. 

I — Short  oscillatory  period,  rate  256. 

J — Short  period  resembling  H. 

K,  L,  M,  N — Continuous  undulatory  movement,  unequal  in  voltage  and  appearance,  rates  progres- 
sively diminishing  from  221  to  183,  164  and  140,  respectively. 
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and  slow,  and  he  died  three  and  one-half  hours 
after  the  onset  of  the  attack.  The  diagnosis  was 
acute  coronary  occlusion. 

Electrocardiogram. — Fig.  3A  is  a portion  of  the 
three  leads  two  and  one-half  hours  after  the 
onset.  The  rhythm  is  of  sinus  origin,  rate  136 
per  minute  and  the  PR  and  QRS  conduction 
time  are  normal.  There  is  left  axis  deviation. 
The  QRS  complexes  are  of  low  voltage  with  de- 
pression and  rounding  of  the  R-T  segment  in  the 
first  lead,  depression  of  the  S-T  segment  in  the 
second  lead,  and  elevation  and  rounding  of  the 
S-T  segment  in  the  third  lead.  The  T waves 
are  of  low  voltage,  and  are  positive  in  the  first 
and  second  leads  and  negative  in  the  third  lead. 
All  subsequent  tracings  were  taken  in  the  first 
lead. 

Fifteen  minutes  later,  Fig.  3B,  the  rate  is  77 
per  minute  and  sino-auricular  block  developed. 
Nodal  escape  occurs  after  about  five  seconds, 
which  is  followed  by  nodal  rhythm  at  a rate  at 
first  of  54  per  minute,  seen  in  3B  and  later  71 
per  minute,  seen  in  3C.  In  forty-five  minutes, 
Fig.  3D,  there  is  a return  of  a regular  sinus 
mechanism  with  a rate  94  per  minute.  In  fifty 
minutes,  Fig.  E,  nodal  rhythm  set  in  again  with 
irregular  impulse  formation,  at  a rate  of  about 
112  per  minute,  followed  by  a group  of  complexes 
with  different  spread  along  the  bundle  branches 
occasionally  interrupted  by  an  impulse  of  the 
usual  type. 

Fifty-eight  minutes  after  the  electrocardio- 
graphic tracings  were  begun,  continuing  for  two 
minutes,  including  one-half  minute  after  the  last 
breath  was  taken,  a continuous  tracing  was  ob- 
tained, part  of  which  is  shown  in  Fig.  3F  to  N. 
It  begins  with  paroxysmal  ventricular  tachy- 
cardia at  a rate  of  150  per  minute.  This  is  fol- 
lowed by  4 ventricular  oscillations,  Fig.  3G,  at  a 
rate  of  255  per  minute,  and  then  4 impulses. 
Fig.  3H,  resembling  somewhat  those  seen  in  Fig. 
3E.  This  is  continued  by  a short  period  of  os- 
cillations, Fig.  31,  at  a rate  of  about  256  per 
minute  which  is  again  interrupted  by  5 impulses, 
Fig.  3J,  resembling  slightly  those  of  Fig.  3H. 
From  this  point  on  there  are  continuous  undula- 


tions of  unequal  appearance  and  voltage.  The 
undulations  gradually  and  progressively  slow  in 
rate,  increase  in  length,  and  diminish  in  voltage, 
and  there  is  a marked  tendency  to  partial  super- 
imposition. With  the  higher  rates,  as  in  Fig. 
3K  and  L where  it  is  215  per  minute,  the  duration 
of  each  complete  cycle  is  approximately  0.27 
seconds,  and  bears  a proportional  relationship  to 
the  whole  rate.  As  the  rate  slows,  the  subdi- 
vision becomes  progressively  more  unequal. 

Summary 

A case  of  acute  coronary  occlusion  is  reported 
with  ventricular  fibrillation  as  a terminal  event 
occurring  about  31A  hours  after  the  onset  of  the 
attack.  This  appears  to  be  the  first  reported 
clinical  case  of  ventricular  fibrillation  following 
acute  coronary  occlusion.  Preceding  the  onset 
of  ventricular  fibrillation  there  were  intermittent 
changes  from  regular  sinus  rhythm  to  sino-auricu- 
lar standstill,  ventricular  escape  and  the  develop- 
ment of  nodal  rhythm,  a very  brief  period  of 
ventricular  tachycardia,  and  finally  ventricular 
fibrillation.  The  highest  rate  was  about  256. 
The  undulations  gradually  slowed  to  about  140 
per  minute  and  diminished  in  voltage  at  termina- 
tion. The  rate  in  this  case  was  much  lower  than 
in  cases  of  transient  recurring  ventricular  fibrilla- 
tion reported  elsewhere.6-6 
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APPENDICEAL  METASTASIS  IN  CARCINOMA  OF  BREAST 

H.  Bolker,  M.D.,  and  A.  L.  Shapiro,  M.D.,  Brooklyn,  New  York 

{From  the  Department  of  Pathology,  Brooklyn  Cancer  Institute,  Kings  County  Hospital,  Brooklyn, 
and  Department  of  Hospitals,  New  York  City ) 


Secondary  involvement  of  the  vermiform  ap- 
pendix from  malignant  foci  elsewhere  in 
the  body  would  not  seem  an  exceedingly  rare  oc- 
currence. However,  careful  search  through  all 
available  standard  surgical  and  pathologic  texts 
as  well  as  the  periodical  literature  of  the  past 
three  decades  reveals,  with  the  two  minor  ex- 
ceptions noted  below,  almost  no  mention  of  the 
condition.  A recently  published  monograph1 
on  metastatic  lesions  refers  to  only  a single  re- 
ported instance3  in  a case  of  extremely  general- 
ized carcinomatosis  originating  in  a scirrhous 
primary  carcinoma  of  the  left  breast.  Here 
metastases,  uniformly  described  as  “secondary, 


solid,  rarely  tubular  scirrhous  carcinoma”  were 
reported  in  axillary,  cervical,  esophageal,  gas- 
tric, coeliac,  lumbar,  and  mesenteric  lymph 
glands;  subperitoneally  in  Douglas’  pouch;  of 
miliary  nature  in  the  pericardium;  in  liver, 
spleen,  adrenals,  and  right  ovary;  femur,  ster- 
num, ribs,  lumbar  spine;  and  multiple  likewise 
in  the  gastrointestinal  tract  as  submucous  gas- 
tric infiltration,  as  submucous  nodules  scattered 
through  jejunum,  more  numerous  in  the  lower 
ileum,  and  as  several  submucous  secondaries  in 
the  appendix. 

However,  in  a short  treatise  on  tumor  path- 
ology2 an  additional  instance  was  discovered  in 
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an  illustration  given — no  text  discussion  but  de- 
scribed in  a brief  subtended  legend — as  a cross 
section  of  an  appendix  showing  malignant  in- 
vasion of  its  wall  from  serous  coat  inward  in  a 
case  of  generalized  peritoneal  carcinomatous 
dissemination  secondary  to  a gastric  adenocar- 
cinoma. Infiltration  was  mainly  serosal,  in- 
volving the  outer  muscularis  to  a moderate  ex- 
tent as  small  isolated  solid  anaplastic  cell  groups. 

The  case  herein  presented  likewise  stems  from 
a carcinoma  of  the  left  breast,  in  this  instance  of 
duct  origin  and  medullary  variety.  Metastases. 
however,  unlike  the  2 cases  previously  noted, 
were  far  less  extensive  and  considerable  necrosis 
and  radiation  changes  were  present  in  both  pri- 
mary and  several  treated  secondary  lesions.  On 
microscopic  examination  the  characteristic  pri- 
mary and  secondary  picture  was  one  of  a poorly 
cellular  fibrous  tissue  stroma  enclosing  masses 
of  neoplastic  cells  in  small  solid  groups  or  in 
pseudoglandular  arrangement.  Individual  cells 
had  poorly  defined  cell  boundaries,  a moderate 
amount  of  eosinophilic  cytoplasm,  and  pycnotic 
or  vesicular  nuclei,  the  latter  with  irregular 
nucleoli.  Mitotic  figures  were  infrequent. 

Case  Report 

M.  D.  Case  A-30,  B.  C.  I.,  aged  48.  Ana- 
tomicopathologic  diagnosis  at  postmortem  was: 

1.  Duct  carcinoma  of  left  breast  with  marked 

radiation  changes,  and  metastases; 

A.  Lymphatic  to  left  axillary,  para  tra- 
cheal, and  mediastinal  nodes;  right 
and  left  lungs;  tracheal  and  bron- 
chial walls;  parietal  pleura  and  dia- 
phragm. 

B.  Vascular  to  scalp,  liver,  kidneys,  ad- 
renals, vermiform  appendix,  and 
brain. 

2.  Hypostatic  pneumonia,  left  base.  Aortic 

atherosclerosis.  Congenital  dilatation 
of  cavum  septum  pellucidi. 

It  is  noteworthy  that  careful  investigation 
revealed  no  other  significant  pathology  of  the 
gastrointestinal  tract.  The  appendix  was  bound 
down  to  the  iliac  fossa  by  a peritoneal  fold  over 
its  anterior  surface  and  measured  12  cm.  in 
length;  1 cm.  distal  to  the  appendiceal  base 
there  was  a reddish  fusiform  swelling  2 cm.  long 
and  1 cm.  wide.  On  section  the  appendiceal 
swelling  was  confined  to  a uniform  increase  in 
thickness  of  the  wall.  The  lumen  was  patent; 
from  it  several  small  fecaliths  were  expressed. 


Fig.  1. 


No  corresponding  ileocecal  lymphadenopathy 
was  present.  First  impression  from  gross  ap- 
pearances was  that  the  lesion  was  a coincident 
carcinoid.  However,  microscopic  examination 
revealed  complete  coagulation  necrosis  of  the 
mucosa  with  no  recognizable  residual  epithelial 
or  lymphoid  elements.  Little  of  the  submucosa 
remained,  and  this  was  infiltrated  with  irregular 
groups  of  neoplastic  cells,  discrete,  and  with 
deep  staining  nuclei,  identical  with  those  found 
in  other  foci.  These  extended  through  the  lym- 
phatics of  both  muscularis  and  serosa.  A scant 
lymphocytic  reaction  and  occasional  small 
hemorrhages  were  present  in  the  wall. 

Conclusion 

A case  is  reported  of  a pathologic  entity  re- 
ceiving, so  far  as  could  be  discovered,  only  two 
previous  descriptions;  namely,  the  involvement 
of  the  vermiform  appendix  by  carcinoma  from  a 
focus  of  origin  elsewhere.  The  original  lesion  in 
two  instances  was  carcinoma  of  the  left  mammary 
gland,  and  in  the  other,  gastric  adenocarcinoma. 
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TIME  FOR  MISSIONARY  WORK 

The  seventy-sixth  United  States  Congress  is 
now  in  session.  It  is  a safe  bet  that  a 
national  health  program  proposal,  or  proposals, 
will  be  considered  during  the  session. 

Therefore,  urges  the  Ohio  State  Medical  Jour- 
nal, missionary  work  should  be  done  by  every 
physician.  Representatives  in  the  Congress 


should  be  interviewed  by  their  physician  friends 
and  constituents.  The  view  of  the  medical  pro- 
fession on  medical  and  health  legislation  should 
be  presented  to  them.  If  personal  visits  with 
Congressmen  cannot  be  arranged,  a letter  should 
be  sent.  Disposition  of  pending  health  legisla- 
tion in  Congress  may  depend  on  what  is  done  now. 


Legislative  News 


Bulletin 

The  Legislature  convened  on  Wednesday, 
January  3,  heard  the  Governor’s  message 
and  adjourned  until  Monday  night.  In  the 
meantime  committees  were  announced.  The 
personnel  of  those  that  we  are  particularly  in- 
terested in  is  included  in  this  bulletin. 

Inasmuch  as  the  membership  of  the  two  bodies 
is  practically  unchanged  from  last  year,  there 
will  be  no  delay  required  for  organization  as  in 
previous  years  and  the  bills  that  were  intro- 
duced were  immediately  referred  to  committees 
for  consideration.  It  is  important,  therefore, 
that  all  of  our  Legislative  Committees  begin  to 
function  promptly.  There  still  remains  a num- 
ber of  Societies  which  have  not  given  us  the 
names  of  the  legislative  chairmen  or  the  members 
of  their  committees. 

May  we  suggest  that  each  reader  of  the  bulle- 
tin immediately  take  steps  toward  reviving  an 
acquaintanceship  with  the  legislators  represent- 
ing you  so  that  it  will  be  easy  for  you  to  appeal 
to  them  for  action  when  it  is  necessary  to  oppose 
or  support  bills  that  may  be  introduced. 

Bills  Introduced 

Senate  Int.  4 — Williamson;  Assembly  Int. 
16 — Hill,  authorizes  beneficiary  of  member  of 
State  Retirement  System  who  arrived  at  age  of 
67  after  21  years’  continuous  service  as  village 
health  officer  and  school  doctor,  who  dies  subse- 
quent to  April  1,  1939,  after  application  for  op- 
tional benefit  and  before  time  for  retirement,  to 
receive  benefits  under  the  option  upon  payment 
to  retirement  fund  of  any  moneys  paid  as  death 
benefit.  Referred  to  the  Pensions  Committee  in 
the  Senate  and  to  the  Civil  Service  Committee 
in  the  Assembly. 

Senate  Int.  10 — Williamson,  includes  female 
nurses  of  Army  and  Navy  corps  with  veterans 
allowed  preference  in  civil  service  positions  as  to 
removal  or  transfer.  Referred  to  the  Civil 
Service  Committee. 

Senate  Int.  13 — Bewley;  Assembly  Int.  46 — 
Whitney,  imposes  a 3 per  cent  tax  on  gross  re- 
ceipts on  retail  sales,  services,  and  facilities  after 
June  30,  1941,  where  aggregate  sales  are  in 
excess  of  $1,000;  revenues  so  derived  to  be  de- 
posited in.  separate  account  to  the  credit  of  the 
State  Comptroller  in  banks  he  may  designate; 
plan  for  distribution  of  moneys  to  localities  on  a 
basis  of  population  is  provided,  but  in  no  case 
shall  sum  to  any  locality  exceed  $15.00  per 
capita  in  any  calendar  year  and  no  moneys 
accruing  shall  be  distributed  to  any  locality 
unless  the  real  estate  taxes  therein  shall  have 
first  been  reduced  at  least  10  per  cent  during  the 
last  fiscal  year.  There  is  created  a municipal 
bond  control  board  in  the  Audit  and  Control 
Department  to  supervise  the  issuance  of  bonds 
by  municipalities.  An  additional  registration 
fee  on  motor  vehicles,  motor  cycles,  and  trailers 
of  2 per  cent  is  imposed  upon  first  registration 
or  change  of  ownership;  imposes  a lc  tax  for 
each  10c  or  fraction  on  admission  tickets  where 
admission  cost  is  more  than  50c,  and  imposes 
other  amusement  taxes.  Exemptions  include 


No.  1 

certain  food  stuffs  and  dairy  feeds,  newspapers, 
motor  fuel,  tuition  fees  to  institutions  of  learning, 
religious  services,  services  of  banks,  banking 
institutions,  services  supplied  by  hospitals  sup- 
ported in  whole  or  in  part  by  public  funds. 
Suspends  laws  relating  to  supervision  by  State 
Social  Welfare  Department  and  state  aid  for 
local  home  relief  and  provides  for  such  relief 
through  local  agencies.  Appropriates  $500,000 
to  Tax  Department  and  $25,000  to  Audit  and 
Control  Department.  Referred  to  the  Taxation 
Committee  in  the  Senate  and  to  the  Ways  and 
Means  Committee  in  the  Assembly. 

Senate  Int.  18 — Warner;  Assembly  Int.  77 — 
Hollowell,  makes  provision  prohibiting  alcoholic 
beverage  sales  to  children  apply  to  children 
under  18  years  of  age  instead  of  16.  Referred 
to  the  Codes  Committees. 

Senate  Int.  59 — Mahoney;  Assembly  Int.  24 — 
Mailler,  increases  from  five  to  six  the  number  of 
members  of  Assembly  to  be  appointed  by  Speaker 
to  Commission  created  to  study  health  of  in- 
habitants of  the  State.  Referred  to  the  Finance 
Committee  in  the  Senate  and  the  Ways  and 
Means  Committee  in  the  Assembly. 

Senate  Int.  97 — Graves;  Assembly  Int.  79 — 
Allen,  prohibits  generally  the  manufacture,  sale, 
or  serving  of  adulterated  or  misbranded  foods. 
Referred  to  the  Agriculture  Committees. 

Senate  Int.  108 — Young;  Assembly  Int.  195 — 
Vincent,  makes  provision  relating  to  offenses  not 
bailable  by  inferior  courts  apply  to  the  possession 
or  distribution  of  narcotic  drugs,  instead  of  habit- 
forming drugs,  and  requires  the  finger-printing 
of  persons  convicted  of  felony,  misdemeanor,  and 
offenses  of  Art.  22,  Public  Health  Law,  which 
relates  to  narcotic  drugs.  Referred  to  the 
Codes  Committees. 

Senate  Int.  115 — Wicks,  creates  board  in  State 
Education  Department  for  licensing  and  regu- 
lating practice  of  optical  dispensing,  and  appro- 
priates $10,000;  also  relates  to  licensing  optome- 
trists, sale  of  eyeglasses  in  stores,  and  to  adver- 
tising prices.  Referred  to  the  Finance  Com- 
mittee. 

COMMENT:  Senator  Wicks  had  this  bill 

last  year.  It  passed  both  Houses  and  was 
vetoed  by  the  Governor. 

Assembly  Int.  10 — Crews,  provides  that  no 
person  working  under  compressed  air  shall  be 
subjected  to  pressure  exceeding  48  pounds,  in- 
stead of  50  as  at  present;  employer  may  deter- 
mine time  of  each  shift  when  pressure  is  under 
20  pounds  provided  total  for  two  shifts  does  not 
exceed  six  hours,  instead  of  eight  as  at  present; 
also  changes  schedule  of  shifts  and  intervals  of 
work  for  each  24-hour  period.  Referred  to  the 
Labor  Committee. 

Assembly  Int.  94 — L.  Bennett,  provides  in 
actions  against  New  York  City  or  education 
boards  of  such  city  for  damages  for  personal 
injuries  resulting  from  negligence,  the  records  of 
both  hospital  and  police  departments  shall  be 
available  to  injured  person  and  his  attorney. 
Referred  to  the  New  York  City  Committee. 

Assembly  Int.  108 — McCaffrey,  strikes  out 
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provision  giving  injured  employee  or  carrier  right 
to  select  and  pay  for  physical  examination, 
and  requires  injured  employee  to  submit  to 


physical  examination  as  commissioner  or  board 
may  require.  Referred  to  the  Labor  Com- 
mittee. 


Bulletin  No.  2 


The  Committee  is  considering  Wednesday, 
February  7,  as  the  date  for  the  next  annual 
conference  of  County  Society  Legislative  Chair- 
men. It  is  suggested  that  the  chairmen  set  aside 
this  date,  and  the  Committee  wishes  also  to  sug- 
gest that  the  chairmen  of  the  Legislative  Com- 
mittees of  the  Auxiliaries  will  be  welcome  to 
attend  this  conference  if  they  care  to  do  so.  The 
conference  will  be  held  in  Albany  and  a later 
announcement  will  name  the  hour  and  hotel. 

Bills  Introduced 

Senate  Int.  134 — Warner;  Assembly  Int.  152 
— Milmoe,  regulates  sale,  distribution,  and  pos- 
session of  fireworks  by  local  authorities,  permits 
being  restricted  to  public  display;  local  ordi- 
nances are  superseded  and  certain  exceptions  are 
made.  Referred  to  the  Codes  Committees. 

COMMENT:  Senator  Warner  had  this  bill 
last  year  but  it  was  killed  in  committee.  This 
year  several  bills  similar  in  nature  have  been  in- 
troduced. The  Medical  Society  of  Onondaga 
County  a few  years  ago  recommended  to  the 
Syracuse  authorities  that  a restriction  be  placed 
on  the  sale  of  fireworks,  and  later  the  Medical 
Society  of  the  County  of  Albany  recommended  to 
the  City  of  Albany  that  a similar  ordinance  be 
enacted  prohibiting  the  sale  of  fireworks  in  the 
city.  This  has  operated  effectively  for  several 
years,  but  merchants  selling  fireworks  have  cir- 
cumvented the  law  by  erecting  temporary  booths 
and  stands  just  outside  the  city  limits  a few  weeks 
before  the  Fourth  of  July  each  year.  We  are 
approving  this  bill. 

Senate  Int.  167 — Phelps;  Assembly  Int.  161 — 
Walsh,  strikes  out  the  provision  which  permits 
carrier  under  Workmen’s  Compensation  Law  to 
select  physician  for  examination  of  injured  em- 
ployee. Referred  to  the  Labor  Committees. 

COMMENT : The  Law  at  present  requires  an 
injured  employee  to  “submit  to  such  physical 
examination  as  the  commissioner  or  the  board 
may  require”  and  gives  permission  to  the  em- 
ployee or  carrier  to  select  physicians  to  partici- 
pate in  the  examination.  The  amendment 
would  deprive  the  carrier  of  this  opportunity. 
The  Committee  feels  that  both  parties  should 
have  the  opportunity  of  selecting  physicians  to 
participate  in  the  examination,  but  if  either  the 
carrier  or  the  employee  does  not  name  a physi- 
cian to  participate,  then  the  other  should  not  be 
permitted  to  do  so  either;  in  other  words,  if  there 
is  to  be  participation  in  the  examination  both 
parties  should  be  represented  or  neither. 

Senate  Int.  199 — Desmond,  creates  a commis- 
sion to  study  problem  of  trichinosis  in  coopera- 
tion with  State  Health  and  Agriculture  Depart- 
ments, and  appropriates  $25,000.  Referred  to 
the  Finance  Committee. 

Senate  Int.  240 — Young,  permits  sale  of  nar- 
cotic drugs  to  a physician  or  surgeon  licensed  in 
other  state,  territory,  or  District  of  Columbia,  or 
to  a retired  commissioned  medical  officer  of  U.  S. 
Army,  Navy,  or  Public  Health  Service  employed 
upon  a ship  or  aircraft.  Referred  to  the  Health 
Committee. 


COMMENT:  This  amendment  revises  the 
State  law  so  that  it  may  read  in  accordance  with 
the  Federal  law. 

Senate  Int.  258 — Hastings;  Assembly  Int. 
323 — C.  D.  Williams,  authorizes  school  district 
trustees,  as  well  as  education  boards  and  union 
free  school  districts,  to  furnish  instruction  for 
physically-handicapped  children,  including  reme- 
dial instruction,  and  provides  for  apportionment 
of  State  moneys  for  aid  of  common  schools  to 
teachers  giving  such  instruction.  Referred  to 
the  Educational  Committees. 

COMMENT:  This  amendment  is  based  on 
findings  reported  by  the  Commission  which  is 
making  a study  of  the  condition  of  the  deaf  and 
hard-of-hearing  children  in  the  State. 

Senate  Int.  304 — Martin,  establishes  in  State 
Labor  Department  a division  for  the  employ- 
ment, training,  and  welfare  of  the  deaf  and  for 
combating  all  unfair  discrimination,  and  ap- 
propriates $10,000.  Referred  to  the  Labor 
Committee. 

Senate  Int.  310 — Hastings;  Assembly  Int. 
322 — C.  D.  Williams,  requires  every  physician, 
nurse,  parent,  or  guardian  to  report  to  State 
Health  Commissioner  the  age  and  residence  of 
minor  under  six  years  who  is  totally  deaf  or  whose 
hearing  is  impaired,  in  New  York  City,  for  ade- 
quate care  and  treatment  by  appropriate  welfare 
or  other  agency.  Referred  to  the  Health  Com- 
mittees. 

COMMENT : It  is  already  required  in  the 
State  outside  of  New  York  City  that  the  deaf  and 
hard  of  hearing  shall  be  reported  to  the  Health 
Department.  This  amendment  would  require 
the  same  in  New  York  City. 

Senate  Int.  313 — Mahoney;  Assembly  Int. 
295 — Butler,  creates  a commission  of  State 
Mental  Hygiene  Commissioner,  three  physicians 
to  be  appointed  by  the  Governor,  three  As- 
semblymen and  three  Senators,  to  study  existing 
facilities  for  the  care  and  treatment  of  feeble 
minded  individuals,  and  appropriates  $25,000. 
Referred  to  the  Finance  Committee  in  the  Senate 
and  the  Ways  and  Means  Committee  in  the 
Assembly. 

Senate  Int.  314 — Condon,  provides  that  re- 
ports of  physicians  in  workmen’s  compensation 
cases  filed  with  employer  and  industrial  com- 
missioner, must  be  verified.  Referred  to  the 
Labor  Committee. 

COMMENT:  This  bill  relates  to  the  claims 
of  persons  injured  outside  of  the  State  of  New 
York  but  entitled  to  compensation  or  benefits  in 
this  State. 

Senate  Int.  355 — Gutman;  Assembly  Int. 
2-11 — Wagner,  creates  in  the  State  Labor  Depart 
ment  a division  in  industrial  hygiene  for  investi- 
gating and  reporting  to  Industrial  Commissioner 
concerning  hygienic  conditions  in  factories,  mer- 
cantile establishments,  mines,  tunnels,  and  other 
places  subject  to  Labor  and  Workmen’s  Compen 
sation  Laws  for  purpose  of  preventing  industrial 
accidents  and  controlling  health  hazards  and  oc- 
cupational diseases.  Referred  to  the  Labor 
Committees. 


February  1,  1940] 


LEGISLATIVE  NEWS 


223 


Assembly  Int.  141 — Dollinger,  makes  it  un- 
lawful to  sell,  possess,  use,  or  explode  fireworks 
except  on  permit  of  mayor,  town  supervisor,  or 
other  duly  constituted  licensing  agency,  for 
public  display  by  municipality,  fair  association, 
or  other  organization  with  certain  exceptions; 
a bond  of  not  less  than  $5,000  to  be  filed.  Re- 
ferred to  the  Codes  Committee. 

Assembly  Int.  150 — Goldstein,  provides  that 
injured  person  or  legal  representative,  in  case  of 
death  resulting  from  injuries,  shall  be  permitted 
to  examine  hospital  records  relative  to  treatment 
and  care.  Referred  to  the  Judiciary  Committee. 

Assembly  Int.  183 — Holley,  creates  in  the 
State  Health  Department  a consumers’  bureau 
for  registration,  advertising,  control,  analysis, 
scientific  research,  education,  publicity,  manu- 
facture and  sale  of  drugs,  cosmetics,  or  health 
devices  in  order  to  prevent  adulteration  or  mis- 
representation. Referred  to  the  Health  Com- 
mittee. 

COMMENT:  This  bill  has  been  before  the 
Assembly  on  two  previous  occasions. 

Assembly  Int.  188 — Holley,  provides  that  per- 
sons charged  with  crime  or  detained  as  witnesses 
in  institutions  shall  be  examined  for  injuries  at 
time  arrested,  and  records  shall  be  kept  from 
time  of  entrance  or  transfer  to  time  discharged. 
Referred  to  the  Penal  Institutions  Committee. 

COMMENT:  This  bill  has  been  before  the 
Legislature  on  one  or  two  occasions. 

Assembly  Int.  192 — McLaughlin,  makes  it 
unlawful  to  sell,  use,  or  explode  fireworks  except 
on  permit  of  fire  department  or  mayor,  for  public 


display  by  municipality,  fair  association,  or 
other  organization,  with  certain  exceptions.  Re- 
ferred to  the  Codes  Committee. 

Assembly  Int.  330 — Boccia,  provides  that 
records  of  hospital  certified  by  officer  in  charge 
may  be  read  in  evidence  in  any  court  and  shall 
be  prima-facie  evidence  of  facts  stated  therein; 
declarations  of  nonmedical  nature  or  which  are 
explanatory  or  descriptive  are  not  admissible. 
Referred  to  the  Codes  Committee. 

COMMENT : It  is  almost  impossible  to  have 
a doctor  accompany  records  from  a hospital  to 
the  court  and  this  amendment  would  obviate  the 
necessity  of  a doctor  appearing  in  court  by  per- 
mitting him  to  file  a verified  statement. 

Assembly  Int.  108 — McCaffrey,  reported  in 
the  last  bulletin.  The  Committee  has  suggested 
to  Mr.  McCaffrey  that  he  draft  his  bill  so  that  if 
either  the  carrier  or  the  employee  is  to  be  repre- 
sented by  his  physician  at  the  time  the  commis- 
sioner of  labor’s  examination  is  made,  then  both 
shall  be  represented  or  neither. 

Action  on  Bills 

A.  Int.  24 — Mailler  Long  Range 
Health  Com.,  additional  member 
A.  Int.  150 — Goldstein  Hospital 

records,  inspect  To  Governor 
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Bronx  County 

The  program  at  the  meeting  of  the  Bronx 
County  Medical  Society  on  December  20  in- 
cluded these  addresses:  “The  Medical  Eco- 

nomic Scene,”  Nathan  Sinai,  Ph.D.,  Professor 
Public  Health  Administration,  University  of 
Michigan,  and  “Medical  Expense  Indemnity,” 
Frederic  E.  Elliott,  M.D.,  Secretary-Treasurer, 
Medical  Expense  Fund,  Inc. 

A series  of  fortnightly  health  education  meet- 
ings are  being  held  in  the  Mott  Haven  Health 
Center  every  other  Thursday  at  8:30  p.m.  from 
January  4 co  May  9. 

The  meetings  have  been  arranged  in  coopera- 
tion with  the  Bureau  of  Health  Education  of  the 
Department  of  Health,  the  Medical  Advisory 
Committee,  the  Bronx  Tuberculosis  and  Health 
Committee,  and  with  the  approval  and  assistance 
of  the  Bronx  County  Medical  Society.  It  is  the 
first  time  the  County  Medical  Society  has  ac- 
tively cooperated  in  such  a program  to  stress  the 
importance  of  the  private  physician  and  the  De- 
partment of  Health  in  their  allied  fight  to  save 
life.  Well-known  speakers  have  been  drawn 
from  the  Bronx  County  Medical  Society,  the 
Department  of  Health,  and  other  medical  sources. 

The  subjects  and  dates  are  as  follows : Syphi- 

lis, January  4;  Appendicitis,  January  18;  Pneu- 
monia, February  1;  Diphtheria,  February  15; 
The  Dangers  of  Whooping  Cough  and  Measles, 
February  29;  Tuberculosis,  March  14;  Trichi- 
nosis, March  28;  Diabetes,  April  11;  Acute 
Rheumatic  Fever  and  Heart  Disease  in  Children, 
April  25;  Cancer,  May  9. 

Broome  County 

The  annual  meeting  of  the  Broome  County 
Medical  Society  was  held  at  the  Monday  After- 
noon Club  House,  in  Binghamton,  on  December 
12.  The  speaker  was  Dr.  David  D.  Rutstein, 
medical  consultant  to  the  Bureau  of  Pneumonia 
Control,  Department  of  Health,  New  York 
State,  instructor  of  medicine  at  Albany  Medical 
College  and  director  of  the  Pneumonia  Service 
at  Albany  Hospital.  His  subject  was  “Treat- 
ment of  Pneumonia,”  with  special  attention  to 
the  use  of  sulfapyridine. 

Cattaraugus  County 

The  new  officers  of  the  Cattaraugus  County 
Medical  Society  are  as  follows:  president, 

Theodore  J.  Holmlund,  Cattaraugus;  vice- 
president,  Arthur  L.  Runals,  Olean;  secretary, 
Leo  E.  Reimann,  Franklinville ; censors,  Henry 
C.  Allen,  Gowanda;  Hal  W.  Hammond,  Frank- 
linville; Leland  R.  Stoll,  Randolph;  Norman  P. 
Johnson,  Olean;  and  J.  Stewart  Fleming,  Sala- 
manca. 

Chautauqua  County 

The  annual  meeting  of  the  Medical  Society, 
County  of  Chautauqua,  was  held  at  the  Hotel 
Jamestown  on  December  13,  and  the  following 
officers  were  elected:  president,  Harry  E. 

Wheelock,  Fredonia;  vice-president,  Ernest  J. 
Kelley,  Jr.,  Jamestown;  secretary,  Edgar  Bieber, 


Dunkirk;  treasurer,  Frederick  J.  Pfisterer,  Dun- 
kirk. 

F.  J.  Pfisterer,  Dunkirk;  C.  H.  Richards, 
Dunkirk;  and  Walter  L.  Rathbun,  Cassadaga, 
were  elected  censors.  Dr.  D.  W.  Buckmaster 
and  Dr.  Bieber  are  to  be  delegates  to  the  State 
Society  meeting. 

Dr.  Buckmaster  of  Jamestown  presided  at  the 
luncheon  which  followed  and  Dr.  Robert  Dins- 
more  of  Cleveland  spoke  on  “The  Management  of 
Common  Gallbladder  Problems.” 

Dr.  Paul  Garfield  Weston,  of  Jamestown,  foun- 
der and  director  of  the  Jamestown  Public  Health 
Laboratory,  and  prominent  in  medical  activities, 
died  on  December  18  at  his  home,  after  an  illness 
of  nearly  a year. 

He  was  the  author  of  many  papers  in  medical 
journals  on  physiology,  pathology,  and  chemis- 
try. Much  of  the  data  in  these  papers  has  been 
included  in  standard  medical  textbooks. 

Chemung  County 

The  Medical  Society  of  the  County  of  Che- 
mung has  chosen  these  officers  for  1940:  presi- 
dent, George  R.  Murphy,  Elmira;  vice-president, 
John  H.  Burke,  Sr.,  Elmira;  secretary,  Robert  J. 
Lawler,  Elmira;  treasurer,  Sven  L.  Larson,  El- 
mira; delegate  to  State  Society,  Eliot  T.  Bush; 
alternate  to  State  Society,  John  F.  Lynch; 
delegate  to  sixth  district,  Donald  J.  Tillou; 
alternate  to  sixth  district,  Floyd  E.  Woodhouse. 
Board  of  censors:  Floyd  E.  Woodhouse,  Alfred 

John  Westlake,  and  Charles  H.  Erway.  Board 
of  trustees:  Arthur  W.  Booth,  Charles  F. 
Abbott,  and  J.  Lee  Kinner. 

Chenango  County 

The  Chenango  County  Medical  Society  has 
chosen  these  officers  for  1940 : president,  Mat  G. 
Boname,  Oxford;  vice-president,  William  D. 
Mayhew,  Oxford;  and  secretary-treasurer,  John 
H.  Stewart,  Norwich. 

The  Chenango  County  Board  of  Supervisors, 
on  December  15,  voted  to  allow  doctors  twenty- 
five  cents  a mile,  one  way,  in  addition  to  the 
regular  fee  of  $2  per  call,  on  old-age  relief  cases, 
but  a few  minutes  later  voted  to  reconsider  and 
table  the  motion  on  finding  no  funds  available. 

Cortland  County 

The  following  officers  for  1940  were  elected  by 
the  Cortland  County  Medical  Society  on  Decem- 
ber 15:  president,  Robert  Fairchild;  vice- 

president,  Robert  H.  Brink;  secretary,  William 
A. Wall;  treasurer,  Bert  R.  Parsons.  Censors: 
Stewart  A.  VerNooy,  chairman;  James  Walsh, 
Charles  O.  Mills,  Hugh  Frail,  and  C.  E.  Chapin. 

Delaware  County 

The  Delaware  County  Medical  Society  held  a 
dinner  and  annual  election  at  the  Elm  Tree 
restaurant  in  Delhi  on  December  18. 

Officers  elected  are:  president,  Thomas  C. 

Monaco,  of  Walton,  succeeding  W.  H.  F.  New- 
man, of  Stamford;  vice-president,  Jerome  Ko- 
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gan,  of  Stamford,  succeeding  J.  H.  Marsh;  and 
secretary,  Orin  Q.  Flint,  of  Delhi,  re-elected. 

Erie  County 

The  present  duty  of  the  medical  profession  “is 
to  point  out  the  evils  of  socialized  medicine,” 
Dr.  Carlton  E.  Wertz  said  on  December  18,  in 
his  final  address  as  president  to  members  of  the 
Medical  Society  of  Erie  County  in  Hotel  Statler. 
Dr.  Herbert  E.  Wells,  of  Lackawanna,  was 
elected  to  succeed  him. 

“The  fact  that  our  health  records  are  better 
than  ever  in  spite  of  the  depression  and  that  only 
Australia  and  New  Zealand,  which  do  not  have 
socialized  medicine,  excel  us  does  not  seem  to 
mean  anything  to  our  agitators  for  socialized 
medicine,”  Dr.  Wertz  declared. 

Terming  the  general  practitioner  “the  main- 
stay of  our  American  democratic  system  of 
medicine,”  Dr.  Wertz  said  too  much  stress  has 
been  placed  on  specialized  medicine.  “No  one 
questions  the  need  for  specialists,”  he  added, 
“but  if  we  are  not  careful,  the  general  prac- 
titioner will  be  replaced  by  a medical  social 
worker  who  will  tell  the  patient  what  specialist  to 
see.” 

The  following  officers  were  elected  for  1940: 
president,  Herbert  E.  Wells,  Lackawanna;  first 
vice-president,  Nelson  W.  Strohm,  Buffalo; 
second  vice-president,  Harvey  P.  Hoffman, 
Buffalo;  secretary,  Louise  W,  Beamis-Hood, 
Buffalo;  treasurer,  Roy  L.  Scott,  Buffalo;  board 
of  censors:  Charles  W.  Bethune,  Buffalo; 

Joseph  D.  Godfrey,  Buffalo;  Elmer  T.  McGro- 
der,  Buffalo;  E.  Dean  Babbage,  Buffalo;  Fran- 
cis E.  Fronczak,  Buffalo;  chairman  on  legisla- 
tion, Joseph  C.  O’Gorman,  Buffalo;  chairman 
on  public  health,  John  D.  Naples,  Buffalo; 
chairman  on  economics,  Harold  F.  Brown, 
Buffalo;  chairman  on  membership,  Charles  R. 
Borzilleri,  Jr.,  Buffalo;  delegates,  Carlton  E. 
Wertz,  Buffalo;  Albert  A.  Gartner,  Buffalo; 
John  T.  Donovan,  Buffalo;  Herbert  E.  Wells, 
Lackawanna;  alternates,  Robert  E.  DeCeu, 
Buffalo;  Joseph  C.  O’Gorman,  Buffalo;  Edward 
J.  Lyons,  Buffalo;  Samuel  Varco,  Buffalo. 

The  Medical  Union  of  Buffalo,  oldest  private 
medical  club  in  western  New  York,  elected  Dr. 
L.  Maxwell  Lockie  president  in  Hotel  Buffalo  on 
December  28.  He  succeeds  Dr.  William  J.  Orr. 
Other  officers  are:  vice-president.  Dr.  Curtis  C. 

Johnson;  and  secretary- treasurer,  Dr.  Nelson  W. 
Strohm,  elected  for  his  fifth  consecutive  term. 
A paper  on  “The  Future  of  the  Gynecologist” 
was  presented  by  Dr.  James  E.  King,  professor  of 
gynecology,  University  of  Buffalo  Medical 
School. 

The  Section  of  Medicine  of  the  Buffalo  Acad- 
emy of  Medicine  met  on  December  13,  at  the 
Buffalo  Museum  of  Science,  Humboldt  Park,  and 
heard  a paper  on  “The  Diagnosis  and  Treatment 
of  Meningitis,”  by  Dr.  Josephine  B.  Neal,  clinical 
professor  of  neurology,  College  of  Physicians  and 
Surgeons,  New  York  City. 

Genesee  County 

The  annual  meeting  of  the  Genesee  County 
Medical  Society  was  held  at  Batavia,  on  Decem- 
ber 13.  The  program: 

1.  Discussion  of  laboratory  plan,  to  be  pre- 
sented to  the  Board  of  Supervisors. 

2.  Discussion  of  plan  of  Medical  Expense 
Indemnity. 


3.  Election  of  officers:  president,  E.  G. 
Ribby,  Byron;  vice-president,  Charles  M. 
Graney,  Batavia;  secretary  and  treasurer,  Peter 
J.  DiNatale,  Batavia.  Delegate  for  two  years: 
Peter  J.  DiNatale,  Batavia;  alternate  delegate, 
Paul  P.  Welsh,  LeRoy. 

Paper  of  the  day  was  by  Dr.  Joseph  B.  Loder, 
Rochester,  on  “Complications  of  Pregnancy.” — 
Reported  by  P.  J.  Di  Natale,  M.D.,  Secretary. 

Greene  County 

At  the  annual  meeting  on  October  10,  the 
following  officers  were  elected  to  the  Greene 
County  Medical  Society:  president,  Kenneth 

F.  Bott,  Greenville;  vice-president,  Herbert 
Weinauer,  Windham;  secretary,  William  M. 
Rapp,  Catskill;  treasurer,  Mahlon  H.  Atkinson, 
Catskill;  chairman  legislative  committee,  Percy 

G.  Waller,  New  Baltimore;  chairman  public 
relations  committee,  William  V.  Wax,  Catskill; 
delegate,  William  A.  Petry,  Catskill. 

Herkimer  County 

The  Medical  Society  of  the  County  of  Herki- 
mer elected  these  officers  for  1940  on  December 
12:  president,  George  J.  Frank;  1st  vice- 

president,  Harry  D.  Vickers;  2nd  vice-president, 
Byron  G.  Shults;  3rd  vice-president,  Nicholas  D. 
Lill;  secretary,  Fred  C.  Sabin;  treasurer,  Albert 
L.  Fagan;  librarian,  George  S.  Eveleth.  Cen- 
sors: George  A.  Burgin,  Harold  F.  Buckbee, 

James  F.  Gallo,  Harry  J.  Sheffield,  F.  B.  Conter- 
man.  Delegate,  George  A.  Burgin;  alternate, 
George  J.  Frank. 

Jefferson  County 

The  Medical  Society  of  Jefferson  County  met 
on  December  14,  at  the  Black  River  Valley  Club, 
with  dinner  at  6:30  p.m.  The  program:  “Re- 

constructive Surgery,”  by  Forrest  Young,  M.D., 
Strong  Memorial  Hospital,  Rochester,  and  at 
5 p.m.  there  was  a tumor  conference  at  the  Good 
Samaritan. — Reported  by  C.  A.  Prudhon,  M.D., 
Secretary. 

Kings  County 

Officers  of  the  Medical  Society  of  the  County 
of  Kings  to  serve  during  1940  under  the  leader- 
ship of  Dr.  Daniel  A.  McAteer,  who  was  named 
president-elect  a year  ago,  were  elected  at  the 
annual  meeting  on  December  19. 

Named  as  president-elect,  to  take  office  in 
January,  1941,  was  Dr.  Maurice  J.  Dattelbaum  of 
263  New  York  Avenue,  who  is  attending  physi- 
cian at  Beth-El  Hospital.  Dr.  Philip  I.  Nash, 
retiring  president,  presided  at  the  meeting. 

Papers  were  presented  during  the  scientific 
session  by  Dr.  Marion  B.  Sulzberger,  derma- 
tologist and  syphilologist,  of  Manhattan,  and 
Dr.  Samuel  M.  Feinberg,  associate  professor  of 
medicine  and  chief  of  the  allergy  department  at 
Northwestern  University  Medical  School. 

Among  the  officers  elected  for  1940  were: 
Robert  M.  Rogers,  vice-president;  Thomas  B. 
Wood,  secretary;  Benjamin  M.  Bernstein, 
associate  secretary;  Irwin  E.  Siris,  associate 
treasurer;  Jacques  C.  Rushmore,  directing 
librarian,  and  Edwin  P.  Maynard,  Jr.,  associate 
directing  librarian  and  curator. 

John  L.  Bauer,  Thos.  M.  Brennan,  and  Philip 
Nash  were  chosen  trustees  for  five  years.  Dr. 
Albert  F.  R.  Andresen  was  named  trustee  for  two 
years  to  fill  an  unexpired  term. 
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Dr.  Hyman  I.  Teperson,  Brooklyn  radiologist, 
was  inducted  as  president  of  the  East  New  York 
Medical  Society  at  its  thirtieth  annual  installa- 
tion exercises  on  January  8 at  the  Temple  Audi- 
torium, Rochester  Avenue  and  St.  John’s  Place. 
Dr.  Harry  Apfel,  one  of  the  founders  of  the 
society  and  its  first  president,  officiated. 

One  of  the  oldest  medical  organizations  in 
Brooklyn,  the  East  New  York  Medical  Society 
has  a membership  of  over  four  hundred  doctors 
from  the  East  New  York,  Brownsville,  and  Bed- 
ford sections. 

Other  officers  installed:  William  Levine, 

Morris  Ant,  vice-presidents;  Max  Dannenberg, 
treasurer;  Mortimer  M.  Kopp,  secretary;  Harry 
Beller,  recording  secretary. 

The  Williamsburgh  Medical  Society  of  Brook- 
lyn held  its  255th  meeting  on  January  8 at  the 
Leon  Louria  Memorial  Auditorium  of  the  Jewish 
Hospital,  St.  Mark’s  and  Classon  avenues. 
Commander  Frank  W.  Ryan  of  the  U.  S.  N. 
Medical  Corp  and  Dr.  Edgar  D.  Congdon,  pro- 
fessor of  anatomy  at  L.  I.  College  of  Medicine, 
were  the  guest  speakers. 

Lewis  County 

The  board  of  supervisors  of  Lewis  County  have 
authorized  the  formation  of  a county  laboratory 
as  a branch  of  the  state  laboratory.  Dr.  E. 
Dalton,  of  Beaver  Falls,  and  Dr.  T.  A.  Lynch,  of 
Lowville,  have  been  appointed  the  two  physi- 
cians on  the  board  of  managers. 

Monroe  County 

New  advances  in  the  attack  of  science  on 
anemia  through  the  use  of  radio-iron  are  reported 
by  Dr.  George  H.  Whipple,  dean  of  the  Univer- 
sity of  Rochester  School  of  Medicine,  and  Nobel 
prizewinner  for  research  in  anemia,  and  Dr.  Paul 
F.  Kahn,  also  of  the  university. 

The  two  scientists  revealed  before  the  Ameri- 
can Association  for  the  Advancement  of  Science 
at  Columbus  that  with  radio-iron  they  are  able  to 
trace  accurately  the  rate  of  formation  of  hemo- 
globin, the  red  matter  of  the  blood  which  carries 
oxygen  from  the  lungs  to  all  parts  of  the  body. 
Anemia  results  when  this  hemoglobin  formation 
does  not  occur  normally. 

The  university’s  cyclotron,  or  “atom-smash- 
ing” machine,  again  has  played  a part  in  medical 
science’s  battle  against  disease,  the  doctors  re- 
ported, according  to  the  Associated  Press.  By 
the  atomic  bombardment  of  iron  with  the  cyclo- 
tron radioactivity  or  emission  of  radium-like 
particles  was  developed. 

By  the  use  of  sensitive  instruments  which 
count  those  particles  the  formation  of  hemo- 
globin and  its  rate  of  survival  can  be  determined . 
The  full  use  of  the  method  in  the  treatment  of 
disease  has  not  yet  been  determined,  said  Doctors 
Hahn  and  Whipple.  Doctor  Hahn  is  an  instruc- 
tor in  chemistry  and  experimental  pathology. 

Montgomery  County 

Dr.  William  R.  Pierce,  of  Amsterdam,  who 
died  on  November  9 of  coronary  sclerosis,  aged 
78,  had  practiced  medicine  for  55  years  and  was 
secretary  of  the  County  Medical  Society  for  35 
years. 

New  York  County 

Drastic  cuts  in  the  budget  of  the  New  York 
Academy  of  Medicine,  2 E.  103rd  St.,  have  been 


forced  by  “financial  difficulties,”  it  was  reported 
by  Dr.  Malcolm  Goodridge,  president,  at  the 
organization’s  annual  meeting  on  January  4. 

Activities  have  had  to  be  curtailed  in  every 
department,  Dr.  Goodridge  said,  and  five  of  the 
staff  of  eighty  employees  have  been  released. 

Dr.  Herbert  B.  Wilcox,  director  of  the  Acad- 
emy, revealed  that  reserve  funds  have  been 
dipped  into  during  the  last  two  years  because  of 
recurring  deficits. 

To  protect  children,  and  adults  as  well,  from 
tuberculosis,  syphilis,  and  other  diseases  which 
might  be  acquired  through  maids  and  other 
household  workers,  The  Bureau  of  Part  Time 
Work,  1440  Broadway,  a noncommercial  organi- 
zation and  a member  of  the  Welfare  Council,  is 
starting  a movement  to  have  domestic  servants 
receive  an  x-ray  examination  of  the  lungs,  a 
Wassermann  blood  test,  and  a complete  physical 
examination  semiannually,  it  is  announced  by 
Miss  Eleanor  Adler,  founder  of  the  Bureau. 

Dr.  George  Emerson  Brewer,  cancer  specialist, 
regarded  as  one  of  America’s  outstanding  sur- 
geons, who  retired  in  1927,  died  on  December  24, 
in  the  Harkness  Pavilion  of  the  Columbia- 
Presbyterian  Medical  Center.  He  was  78. 

He  always  was  deeply  interested  in  research, 
and  with  Dr.  Joseph  A.  Blake  he  developed  the 
research  laboratory  of  surgical  pathology  at  the 
College  of  Physicians  and  Surgeons  in  1904  and 
1905.  He  was  the  author  of  many  articles  on 
anatomical  and  surgical  conditions  and  wrote  a 
Text  Book  on  Surgery,  published  in  three  edi- 
tions by  Lea  & Febiger,  and  Surgical  Diagnosis, 
published  by  Appleton  & Co. 

In  the  World  War  he  was  director  of  Base 
Hospital  No.  2,  which  relieved  General  Hospital 
No.  1 of  the  British  Expeditionary  Forces. 
Later  he  was  consulting  surgeon  of  the  42d  Divi- 
sion, A.E.F.,  and  chief  consultant  in  surgery  of 
the  First  Corps,  and  the  First  Army.  He  was 
cited  by  Gen.  John  J.  Pershing  for  especially 
meritorious  and  conspicuous  service  in  the  battles 
of  Chateau  Thierry,  St.  Mihiel,  and  the  Argonne. 

Dr.  Robert  L.  Lewis,  professor  emeritus  of 
clinical  otolaryngology  at  the  College  of  Physi- 
cians and  Surgeons,  Columbia  University,  since 
April,  died  on  December  20,  of  pneumonia  at  his 
residence,  40  E.  64th  Street.  He  was  77  yrs.  old. 

Dr.  Lewis  had  been  a professor  in  the  depart- 
ment of  ear,  nose,  and  throat  diseases  at  Columbia 
for  thirty-one  years. 

Niagara  County 

The  annual  dinner  meeting  of  the  Medical 
Society  of  the  County  of  Niagara  was  held  in  the 
Niagara  Hotel  ballroom  at  Niagara  Falls  on 
December  12.  The  guest  speaker,  Ernest 
Robert  Rosse,  discussed  “The  Safety  Valve  of 
Sanity.”  Officers  were  elected  for  1940. 

Oneida  County 

Early  diagnosis  is  the  greatest  enemy  of  intes- 
tinal cancer,  Dr.  Carl  Eggers,  professor  of  clinical 
surgery,  Columbia  University,  told  the  Utica 
Academy  of  Medicine  at  its  meeting  on  Decem- 
ber 21. 

He  spoke  of  the  importance  of  x-ray  examina- 
tions and  deplored  the  fact  that  the  cost  prevents 
many  patients  in  the  limited  income  class  from 
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finding  out  whether  or  not  vague  symptoms 
mean  cancer. 

Dr.  Robert  Lindsay,  Old  Forge,  gave  the 
preliminary  paper,  “Medical  Practice  in  the 
Adirondacks.” 

Onondaga  County 

Members  of  the  Syracuse  Academy  of  Medi- 
cine elected  Dr.  P.  K.  Menzies  to  its  presidency 
at  their  annual  meeting  on  December  19,  in  the 
University  Club,  at  which  Dr.  Brooks  W.  Mc- 
Cuen,  retiring  president,  presided. 

Other  officers  named  were  Donald  S.  Childs, 
vice-president;  Floyd  R.  Parker,  secretary; 
Clifford  E.  McElwain,  treasurer;  George  S. 
Reed,  Floyd  Burrows,  and  R.S.  Farr,  trustees  for 
one  year,  and  McCuen,  Leo  E.  Gibson,  and 
Herbert  C.  Yeckel,  council  members  for  one 
year. 

Announcement  was  made  that  Dr.  Wardner  D. 
Ayer  had  won  the  academy’s  annual  prize  essay 
contest  award  of  $50  for  his  paper  on  “Twenty 
Years  in  Neuro-Surgical  Pathology  in  Syracuse,” 
given  at  the  academy’s  May  meeting. 

Dr.  Brewster  C.  Doust  is  the  new  president  of 
the  Onondaga  County  Medical  Society.  The 
Journal  regrets  its  error  in  printing  that  Dr.  H. 
Burton  Doust,  the  Commissioner  of  Health  of 
Syracuse,  had  been  named  to  that  office. 

Otsego  County 

The  annual  meeting  of  the  Otsego  County 
Medical  Society  was  held  on  December  13,  at  the 
Homer  Folks  Hospital  in  Oneonta  and  the  fol- 
lowing officers  were  elected  for  1940:  president, 

Ralph  Horton;  vice-president,  Charles  C.  Mc- 
Coy; treasurer,  Frederick  E.  Bolt;  secretary, 
Floyd  J.  Atwell;  censor,  Earl  C.  Winsor;  dele- 
gate to  State  Society,  Floyd  J.  Atwell;  alternate 
John  H.  Powers. 

Queens  County 

Dr.  James  R.  Reuling,  of  Bayside,  has  been 
re-elected  to  head  the  Queensboro  Tuberculosis 
and  Health  Association  during  1940.  George 
Lawrence,  M.D.,  of  Flushing,  and  Harold  H. 
Mitchell,  M.D.,  of  Astoria,  are  among  the  newly 
elected  directors. 

Dr.  Joseph  Baum,  of  Far  Rockaway,  was  given 
a testimonial  dinner  at  Lawrence  Village  Park 
Clubhouse  on  December  18,  in  celebration  of  his 
70th  birthday.  Dr.  Baum  recently  retired  as 
chairman  of  the  medical  staff  of  St.  Joseph  Hos- 
pital. He  was  succeeded  by  Dr.  Alfred  Calvelli, 
who  acted  as  toastmaster  at  the  dinner. 

Drs.  William  K.  Rogers,  of  Flushing,  and 
Vincent  Juster,  of  Jamaica,  are  the  treasurer  and 
assistant  treasurer,  respectively,  of  the  Queens 
County  Medical  Society  for  1940.  Unfortu- 
nately incorrect  names  for  these  offices  were 
published  in  the  January  1 issue  which  the 
Journal  regrets  very  much. 

Rockland  County 

The  Medical  Society  of  the  County  of  Rock- 
land held  its  annual  meeting  and  dinner  on 
December  6,  at  the  Hotel  St.  George,  Nyack. 

The  principal  officers  elected  for  1940  are: 
president,  Russell  E.  Blaisdell,  Orangeburg; 
vice-president,  Matthew  J.  Sullivan,  Haver- 
straw;  treasurer,  Dean  Miltimore,  Nyack;  and 
secretary,  William  J.  Ryan,  Pomona. 


Dr.  George  M.  Richards  was  elected  chairman 
of  the  board  of  censors  for  1940  and  1941,  with 
Dr.  Pomerantz  as  vice-chairman.  Other  mem- 
bers include  Dr.  E.  Armand  Scala,  Dr.  J.  C. 
Dingman,  Dr.  Sengstacken,  and  Dr.  Edwyn 
O’Dowd.  Dr.  Stephen  R.  Monteith  was  named 
delegate  to  the  State  Medical  Society  for  1940 
and  1941,  with  Dr.  Ryan  as  alternate. — Reported 
by  William  J.  Ryan,  M.D.,  Secretary. 

Schenectady  County 

At  the  meeting  of  the  Schenectady  County 
Medical  Society  on  January  2,  in  the  Auditorium 
of  the  Nurses  Home  of  the  Ellis  Hospital  a paper 
was  presented  on  “Benign  and  Malignant 
Tumors  of  the  Larynx.  Observations  of  General 
Interest  on  the  Diagnosis  and  Treatment,”  by 
Gabriel  Tucker,  M.D.,  Professor  of  Bronchology, 
Esophagology,  and  Laryngeal  Surgery,  Graduate 
School  of  Medicine,  University  of  Pennsylvania. 

Schoharie  County 

At  the  annual  meeting  of  the  Schoharie  County 
Medical  Society,  held  in  the  W.  H.  Golding  Cen- 
tral School  on  October  10,  the  following  were 
elected  officers  for  1940:  president,  David  W. 
Beard,  Cobleskill;  vice-president,  R.  G.  S. 
Dougall,  Cobleskill ; secretary,  Herbert  L.  Odell, 
Sharon  Springs;  treasurer,  Duncan  L.  Best, 
Middleburg;  censor,  Joseph  F.  Duell,  Jefferson; 
delegate  to  State  Society,  David  W.  Beard, 
Cobleskill. — Reported  by  Herbert  L.  Odell, 
Secretary. 

Schuyler  County 

The  new  officers  of  the  Schuyler  County  Medi- 
cal Society  are  as  follows:  president,  Paul  F. 

Willwerth,  Montour  Falls;  vice-president, 
Joseph  Y.  Roberts,  Watkins  Glen;  secretary  and 
treasurer,  Oakley  A.  Allen,  Watkins  Glen. 
Delegate,  Jos.  Y.  Roberts,  Watkins  Glen;  alter- 
nate, Paul  F.  Willwerth,  Montour  Falls. — Re- 
ported byO.A.  Allen,  M.D.,  Secretary. 

Seneca  County 

The  officers  of  the  Seneca  County  Medical 
Society  for  1940  are:  president,  Robert  F. 

Gibbs,  Seneca  Falls;  vice-president,  Arthur  F. 
Baldwin,  Waterloo;  secretary  and  treasurer, 
Duane  B.  Walker,  Waterloo. 

Ill  for  some  time,  Dr.  Ephriam  W.  Bogardus, 
84,  well-known  practicing  physician  of  Seneca 
County  for  more  than  fifty  years,  died  on  Decem- 
ber 16  in  his  home,  218  Lewis  street,  Geneva. 

He  was  president  of  the  County  Medical 
Society  in  1889. 

Critically  ill  for  several  weeks,  Dr.  John  F. 
Crosby,  81,  dean  of  the  Seneca  County  medical 
profession,  died  on  January  2 at  his  home  on  the 
Lake  Road,  three  miles  east  of  Seneca  Falls. 

He  was  president  of  his  County  Medical 
Society  several  times  and  was  formerly  a member 
of  the  State  legislature. 

He  was  president  of  the  Village  of  Seneca  Falls 
in  1892  and  1893  and  served  as  mayor  in  1933  and 
1934.  At  one  time  he  was  chief  of  the  Seneca 
Falls  Fire  Department  and  for  many  years  was  a 
member  of  the  Old  Silsby  Hose  Company. 

Tioga  County 

Dr.  Charles  J.  V.  Redding,  of  Owego,  was 
elected  president  of  the  Tioga  County  Medical 
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Society  for  the  ensuing  year  at  the  annual  dinner 
meeting  on  December  5,  at  the  Green  Lantern 
Inn  in  Owego.  Other  officers  named  are:  vice- 

president,  J.  B.  Schamel,  Waverly;  secretary, 
Ivan  N.  Peterson,  Owego;  censors,  F.  A.  Car- 
penter, Waverly,  and  William  B.  Gregory, 
Owego. 

The  principal  speaker  at  the  meeting  was  Dr. 
Charles  Post,  professor  of  medicine  at  the  Syra- 
cuse University  School  of  Medicine.  He  gave  an 
illustrated  lecture  on  “Treatment  of  Pneumonia.” 

Tompkins  County 

At  the  annual  meeting  of  the  Tompkins  County 
Medical  Society  held  December  19,  the  fol- 
lowing officers  were  elected:  president,  Hudson 

J.  Wilson,  Ithaca;  vice-president,  Dean  F. 
Smiley,  Ithaca;  secretary-treasurer,  Willets 
Wilson,  Ithaca;  delegate,  Norman  S.  Moore, 
Ithaca;  alternate,  Dean  F.  Smiley,  Ithaca;  cen- 
sors, Henry  E.  Merriam,  Ithaca;  Henry  B.  Sut- 
ton, Ithaca;  Leo  P.  Larkin,  Ithaca;  Henry  W. 
Ferris,  Ithaca;  William  L.  Seil,  Newfield. 

Ulster  County 

Employment  of  five  public  health  nurses  at  a 
gross  cost  of  $3,000  each,  was  asked  of  the  Ulster 
County  board  of  supervisors  at  its  meeting  on 
December  20. 

The  request  was  made  by  Dr.  Virgil  B.  De- 
Witt  of  New  Paltz  and  Dr.  Jay  R.  Lockwood  of 
Highland,  representing  the  Ulster  County  Medi- 
cal Society  which  has  given  unanimous  approval 
to  the  plan.  At  the  same  time  a communication 
was  read  from  Mary  H.  Oxholm  of  Esopus,  presi- 
dent of  the  Public  Health  Nursing  Committee  of 
the  Town  of  Esopus,  saying  that  unless  nurses  are 
employed  the  “committees  in  the  various  towns 
must  cease  to  function  and  we  feel  it  would  be 
many  years  before  interest  in  public  health  could 
be  roused  again.” 


Officers  for  1940  are  as  follows:  president, 
William  S.  Bush;  vice-president,  John  B.  Krom; 
secretary,  Clarence  L.  Gannon;  treasurer,  Ches- 
ter B.  Van  Gaasbeek;  delegate  to  the  State 
Medical  Society,  Frederic  W.  Holcomb.  All  are 
from  Kingston. 

Wayne  County 

The  new  officers  of  the  Wayne  County  Medical 
Society  for  1940  are  as  follows:  president, 
Charles  Steyaart,  Lyons;  1st  vice-president, 
James  L.  Davis,  Newark;  2nd  vice-president, 
George  W.  Pasco,  Wolcott;  secretary  and 
treasurer,  James  L.  Davis,  Newark;  delegate, 
Ralph  Sheldon,  Lyons;  alternate,  Sam  W.  Hous- 
ton, Wolcott;  board  of  censors:  Arthur  Bese- 

mer,  Marion;  George  S.  Allen,  Clyde;  Myron  E. 
Carmer,  Lyons. 

Westchester  County 

Dr.  Henry  J.  Vier,  outgoing  chief -of -staff  of 
St.  Agnes  Hospital  and  recently  elected  president 
of  the  Westchester  County  Medical  Society,  was 
honored  with  a testimonial  dinner  on  December 
27,  at  the  Westchester  Country  Club.  Fifty-five 
members  of  the  St.  Agnes  staff  were  present. 

Dr.  Vier  was  presented  with  a gold  fountain 
pen  for  his  work  as  president  of  the  staff,  a posi- 
tion he  has  held  for  two  years.  He  is  succeeded 
by  Dr.  Harris  W.  Campbell,  recently  elected  staff 
president. 

Wyoming  County 

The  new  officers  of  the  Wyoming  County 
Medical  Society  for  1940  are  as  follows:  presi- 
dent, G.  Stanley  Baker;  vice-president,  Clifford 
H.  Harville;  secretary-treasurer,  Oliver  T. 
Ghent;  delegate  to  state  medical  society,  Henry 
S.  Martin;  alternate  delegate,  Richard  B. 
Bean. 


Deaths  of  New  York  State  Physicians 


Name 

Age 

Medical  School 

Date  of  Death 

Residence 

E.  W.  Bogardus 

86 

Buffalo 

In  December 

Geneva 

John  F.  Crosby 

81 

Vermont 

January  2 

Seneca  Falls 

Ludwig  A.  Filips 

49 

Budapest 

December  23 

Manhattan 

Maurice  Freiman 

55 

Univ.  & Bell. 

December  22 

Manhattan 

Max  Grossman 

58 

L.  I.  C.  Hosp. 

January  5 

Brooklyn 

Charles  J.  McCambridge 

64 

Queen’s  Canada 

January  8 

Poughkeepsie 

M.  Thomas  Rauh 

68 

L.  I.  C.  Hosp. 

January  1 

Richmond  Hill 

Victor  A.  Robertson 

78 

P.  & S.  N.  Y. 

December  22 

Brooklyn 

Louis  J.  Staack 

65 

P.  & S.  N.  Y. 

December  25 

Brooklyn 

Charles  T.  Walton 

80 

Albany 

October  31 

Port  Henry 

Webb  W.  Weeks 

54 

P.  & S.  N.  Y. 

January  10 

Manhattan 

THAT  TELLS  THE  STORY 
A recent  announcement  by  Dr.  Richard  A. 
Bolt,  director  of  the  Cleveland  Child  Health 
Association,  is  of  more  than  passing  signifi- 
cance. 

Dr.  Bolt  reported  that  among  the  2,500  women 


who  completed  the  prenatal  education  classes 
held  by  the  association  in  cooperation  with  the 
Cleveland  Academy  of  Medicine  during  the  first 
six  months  of  1939,  there  was  not  a single  fatality 
from  childbirth. 


The  Woman’s  Auxiliary 

To  the  Medical  Society  of  the  State  of  New  York 


Dear  Auxiliary  Members: 

A new  year  with  its  new  responsibilities,  its 
new  problems,  and  its  new  opportunities,  is 
upon  us.  There  are  new  health  problems  to 
solve;  there  is  new  work  to  be  done  for  the 
suffering  victims  of  unjust  warfare  across  the 
ocean,  but  nearer  and  far  more  vital  to  each 
and  every  one  of  us  is  the  threat  of  socialized 
medicine  that  hangs  like  the  sword  of  Damocles 
over  the  heads  of  our  husbands.  These  men 
with  their  ideals,  their  code  of  ethics,  their  de- 
votion to  their  beloved  profession  have  not  the 
time  to  fight  this  threat.  We,  the  loyal  wives, 
must  do  our  utmost  to  see  that  the  slender  hair 
on  which  their  future  and  ours  hangs  shall  not  be 
broken. 

Let  us  all  make  a new  year’s  resolution  that 
we  shall  thoroughly  acquaint  ourselves  with  the 
provisions  of  the  Wagner  Act  and  become  famil- 
iar with  the  subject  of  socialized  medicine  so  that 
by  our  knowledge  and  our  enthusiasm  we  may 
become  a mighty  force.  Surely  eighteen  hun- 
dred New  York  State  Auxiliary  members, 
spread  throughout  twenty-two  counties,  can  exert 
a great  influence  in  forming  public  opinion! 
We  must  do  our  best! 

Mary  T.  Towne,  President 

Cayuga  County 

The  Woman’s  Auxiliary  held  the  first  meeting 
of  the  new  year  January  18,  with  the  new 
president,  Mrs.  George  Sincerbeaux,  presiding. 
The  members  were  gratified  to  learn  that  they 
had  been  responsible  for  much  happiness  at 
Christmas  by  their  gifts  to  the  “Home  for 
Convalescing  Children.” 

Public  health  work  done  in  the  county  was  dis- 
cussed by  Dr.  George  B.  Adams.  Chairmen  of 
standing  committees  were  appointed. 

Fulton  County 

At  the  first  regular  meeting  of  the  new  Fulton 
County  Auxiliary  several  new  members  were 
added  to  the  roll.  Committee  chairmen  were 
appointed  to  choose  their  own  committees. 

Kings  County 

At  the  annual  meeting  of  the  Woman’s  Aux- 
iliary the  following  officers  were  elected:  presi- 
dent, Mrs.  Milton  Bergmann;  first  vice-presi- 
dent, Mrs.  Henry  Dangler;  second  vice-presi- 
dent, Mrs.  Robert  Barber;  secretary,  Mrs. 
Morris  Henry;  associate  secretary,  Mrs.  William 
de  Fraine;  treasurer,  Mrs.  Charles  Fisher; 
associate  treasurer,  Mrs.  Maurice  Dattlebaum. 

At  the  regular  meeting  in  January,  Mrs.  Clif- 
ton Dance,  chairman  of  legislation,  gave  a talk 
on  “Current  Medical  Legislation.”  Mrs.  Wil- 
liam de  Fraine  discussed  a current  article  from 
Hygeia.  Mrs.  Edwin  Griffin  discussed  plans 
for  a luncheon  to  be  held  in  March  at  the  Hotel 
Waldorf  to  commemorate  the  fifth  anniversary 
of  the  Auxiliary. 

Mrs.  John  Bauer  exhibited  a petit  point  chair 
set  to  be  sold  at  the  state  convention  for  the 
benefit  of  the  Physicians’  Home, 


Mrs.  George  Smith,  program  chairman,  intro- 
duced the  speakers  who  were  guests  at  this  meet- 
ing: Dr.  George  Merrill  whose  subject  was 

“Allergy”;  Mrs.  Nelson  Miles  Holden  who  gave 
a very  interesting  book  review  of  Miss  Susie 
Slagle  by  Augusta  Tucker. 

Nassau  County 

Wives  of  Nassau  County  physicians  could 
make  an  excellent  showing  on  some  of  the  cur- 
rent radio  quiz  programs,  judging  from  their 
record  at  the  annual  Christmas  party  of  the  Nas- 
sau County  Auxiliary  held  in  Mineola.  The 
program  was  arranged  by  Mrs.  Willard  J.  Lee. 
Mrs.  Louis  Van  Kleek  was  Santa  Claus  and  pre- 
sented a gift  to  each  who  answered  a question 
correctly.  Fifteen  members  of  the  Plandome 
Singers  Club  gave  a beautiful  music  program. 
Mrs.  Leslie  Baker  sang  a group  of  solos. 

Onondaga  County 

The  Onondaga  County  Auxiliary  planned  a 
novel  program  for  their  dinner-dance  party  held 
in  December.  A comical  skit  was  presented  and 
bridge  games  as  well  as  dancing  were  enjoyed. 

At  the  January  meeting  Mrs.  Edgar  Neptune, 
the  new  president,  presided.  The  drive  to  ob- 
tain subscriptions  to  Hygeia  is  to  be  continued. 
The  guest  speaker  at  this  meeting  was  Dr. 
Raymond  Graham  whose  subject  was  “The 
History  of  Medicine  in  Onondaga  County.” 

Oswego  County 

The  Oswego  County  Auxiliary  held  a dinner 
meeting  in  December.  Announcement  was 
made  by  the  president,  Mrs.  John  Mason,  of 
committee  chairmen.  It  was  decided  to  create 
a charity  fund  to  bring  Christmas  cheer  to  needy 
families.  The  guest  speakers  were  Miss  Isabelle 
Murray  and  Miss  Alice  Swackhamer,  county 
health  nurses,  who  discussed  their  work  in  the 
county,  taking  as  their  subject,  “Why  Public 
Health  Nurses?” 

Rensselaer  County 

Women  of  the  Rensselaer  County  Auxiliary 
were  guests  of  Albany  County  Auxiliary  in 
December  at  a luncheon  meeting  and  bridge 
party.  The  principal  speaker  was  Mrs.  Luther 
Kice,  president-elect  of  the  State  Auxiliary. 

At  the  annual  meeting  held  in  December  the 
following  officers  were  elected:  Mrs.  Stephen 
Curtis,  president;  Mrs.  John  Enzien,  first  vice- 
president;  Mrs.  Walter  McShane  second  vice- 
president;  Mrs.  John  Rainey,  president-elect; 
Mrs.  Eugene  Connally,  recording  secretary; 
Mrs.  F.  J.  Fagan,  assistant  recording  secretary; 
Mrs.  A.  J.  Hambrook,  treasurer;  Mrs.  John 
Carroll  assistant  treasurer;  Mrs.  Leo  Weinstein, 
corresponding  secretary;  Mrs.  R.  E.  DeFriest, 
assistant  corresponding  secretary. 

The  auxiliary  voted  to  become  a unit  member 
of  Troy  Council  of  Social  Agencies.  Mrs. 
Peter  Harvie  explained  the  work  of  the  council. 
The  annual  Christmas  party  was  held  at  the 
close  of  the  meeting. 


Medicolegal 

Lorenz  J.  Brosnan,  Esq. 

Counsel,  Medical  Society  of  the  State  of  New  York 


Malpractice — Sufficiency  of  Evidence 


In  a case  recently  decided  by  the  highest  court 
of  one  of  the  western  states  an  interesting 
situation  was  presented  involving  the  question 
of  the  sufficiency  of  the  proof  to  hold  the  defend- 
ant guilty  of  malpractice.  * 

The  plaintiff  in  the  action  brought  suit  to  re- 
cover damages  for  personal  injuries  against  Doc- 
tor G.,  a physician  who  had  operated  upon  her 
and  advised  concerning  her  care  after  the  opera- 
tion. The  principal  charges  were  that  he  had  im- 
properly diagnosed  plaintiff’s  condition  as  a 
malignancy,  and  had  improperly  advised  deep 
x-ray  therapy  treatments  which  had  proved  harm- 
ful to  the  patient. 

The  case  was  fully  tried,  and  during  the  trial 
defendant  introduced  the  testimony  of  various 
doctors  in  support  of  the  methods  followed  by 
him,  but  the  question  before  the  Appellate  Court 
resolved  itself  into  whether  the  plaintiff’s  wit- 
nesses had  adduced  sufficient  proof  to  support  a 
finding  that  defendant  was  guilty  of  malpractice. 
For  that  reason  the  testimony  of  defendant’s 
witnesses  was  not  to  any  extent  under  considera- 
tion by  the  Appellate  Court. 

The  plaintiff’s  witnesses  in  addition  to  herself 
and  members  of  the  family,  were  three  physi- 
cians, one  an  x-ray  man,  and  two  of  them  prac- 
titioners who  took  over  the  care  of  the  patient  fol- 
lowing Doctor  G.  The  facts,  as  developed  by  the 
testimony  of  those  witnesses,  must  be  summarized 
in  some  detail. 

It  seems  that  the  plaintiff  had  given  birth  to  a 
dead  child  at  full  term,  following  which  she  was 
under  the  care  of  a Doctor  R.  About  six  months 
after  the  delivery  Doctor  R.  took  her  to  Doctor 
G.,  the  defendant,  for  consultation.  He  was 
given  a history  by  the  patient  of  pain  on  the  left 
side  for  about  three  weeks  and  pressure  upon 
standing  which  caused  her  to  vomit.  Doctor  R., 
in  giving  his  history,  informed  Doctor  G.  of  her 
blood  pressure,  and  temperature  which  had  been 
elevated.  Thereupon  Doctor  G.  examined  the 
abdomen,  both  externally  and  vaginally.  Doctor 
G.  told  the  patient  that  she  had  a tumor  about 
the  size  of  a small  grapefruit,  the  nature  of  which 
he  would  not  know  until  he  operated. 

In  a few  weeks  Doctor  G.  performed  the  op- 
eration which  was  contemplated.  The  hospital 
record  indicated  the  preoperative  diagnosis  to  be 
“tubo-ovarian  abscess”  and  the  postoperative 
diagnosis  recorded  by  defendant  was  “retro- 
peritoneal sarcoma.  Adhesions  to  iliac  vessels, 
ureter,  etc.,  are  so  dense  as  to  make  removal  im- 
possible.” According  to  the  testimony  of  the 
plaintiff  she  was  told  by  the  surgeon  that  he  had 
been  unable  to  do  a great  deal  at  the  operation 
as  he  found  it  impossible  to  remove  the  growth, 
but  that  after  recovery  from  the  shock  of  the 
operation  other  methods  of  treatment  should  be 


resorted  to.  The  testimony  of  the  mother  of 
plaintiff  indicated  that  she  had  witnessed  the 
operation  and  had  seen  Doctor  G.  take  out  two 
pieces  of  tissue  from  the  tumor.  It  appeared  from 
the  records  of  the  hospital  that  the  pathologist 
had  reported  a diagnosis  from  laboratory  exami- 
nation of  “cellular  neurofibroma.”  It  was  con- 
ceded that  the  said  condition  was  one  kind  of 
cancer. 

A few  weeks  after  the  operation  the  plaintiff 
told  Doctor  G.  that  she  felt  about  the  same  as 
before  the  operation,  and  he  then  advised  and 
arranged  for  deep  x-ray  treatments  which  were 
administered  by  another  physician. 

It  seems  that  thereafter  peritonitis  developed 
for  which  an  operation  was  performed,  and  that 
she  was  obliged  to  undergo  treatments  and  care 
for  “a  bowel  trouble”  which  she  sustained.  For 
these  conditions  several  physicians  cared  for  her, 
including  a Doctor  H.  and  a Doctor  J. 

Doctor  T.,  a roentgenologist,  was  called  as  a 
witness  by  the  plaintiff,  and  stated  that  he  had 
taken  x-ray  pictures  of  the  patient  about  six 
months  after  Doctor  G.’s  operation.  He  said 
that  he  could  not  see  any  evidence  of  malignancy 
at  the  time,  but  conceded  that  x-ray  treatments 
might  have  rendered  it  impossible  to  make  such  a 
reading  of  the  x-rays,  even  though  there  might 
have  been  a previously  existing  condition  of 
sarcoma.  His  testimony  indicated  that  the 
principal  methods  of  diagnosing  sarcoma  were 
the  use  of  x-ray  pictures,  and  of  laboratory 
work. 

Doctor  H.,  when  called  as  a witness,  gave 
testimony  that  when  he  saw  the  patient  he  found 
no  evidence  of  sarcoma,  or  of  whether  she  had 
ever  had  sarcoma.  He  enumerated  various  ap- 
proved tests  in  aid  of  such  a diagnosis  including 
biopsy,  x-ray,  and  blood  examinations. 

The  witness  upon  whom  plaintiff  chiefly  relied 
as  establishing  a prima-facie  case  against  Doctor 
G.,  was  Doctor  J.  The  latter  contended  that  the 
plaintiff  never  had  had  a sarcoma  and  was  critical 
of  the  diagnostic  methods  which  the  defendant 
had  used.  However,  the  Appellate  Court  in  re- 
viewing the  case  rejected  the  contention  that  he 
established  a sufficient  case  for  submission  to  the 
jury,  saying  in  part  concerning  Doctor  J. : 

“He  criticized  the  procedural  methods  used  by 
the  defendant  before  advising  an  operation,  claim- 
ing that  all  probability  of  the  existence  of  a non- 
malignancy should  have  been  eliminated  by  the 
use  of  various  methods,  which  he  outlined,  before 
performing  an  operation.  But  the  insufficiency 
of  that  testimony,  on  the  issue  here,  is  that  Doc- 
tor G.  did  not  diagnose  the  trouble  as  a malig- 
nancy, prior  to  the  operation.  On  the  contrary, 
his  diagnosis  was  that  the  patient  had  an  abscess. 
Doctor  J.  says  she  did  not  have  a sarcoma  and 
Doctor  G.  came  to  the  same  conclusion  even 
though  he  didn’t  use  all  the  tests  which  Doctor 
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J.  thinks  he  should  have  used  to  eliminate  the 
probability  of  nonmalignancy.  . . . 

“We  find  no  evidence  to  support  an  allegation 
that  proper  care  was  not  taken  in  making  the 
tentative  diagnosis,  or  that  the  recommendation 
of  an  operation  after  such  diagnosis  constituted 
malpractice,  or  that  the  operation  was  not  per- 
formed in  an  efficient  and  professional  manner.” 

In  ruling  out  the  contention  that  it  was  im- 
proper to  advise  x-ray  treatments,  the  Court 
said: 

“Plaintiff’s  evidence  certainly  does  not  tend  to 
support  any  allegation  that  the  employment  of 
biopsy  or  reliance  placed  in  laboratory  diagnosis 
of  malignancy,  constituted  malpractice.  On  the 
contrary,  it  might  be  urged  that  he  would  have 
been  guilty  of  malpractice  if  he  had  not  had  such 
microscopic  examination  made  and  given  weight 
to  the  report. 

“Doctor  G.’s  own  postoperative  diagnosis  be- 
ing that  the  plaintiff  had  a malignant  growth,  and 
that  it  was  inoperable,  and  the  microscopic  test 
confirming  the  diagnosis,  is  there  any  testimony 
here  that  the  use  of  x-ray  treatments  constituted 
malpractice?  We  find  none.  Plaintiff ’s  witnesses 
testified  to  the  contrary.  Doctor  T.  testified : ‘If 
there  had  been  one  (sarcoma)  before  the  plain- 
tiff had  received  this  course  of  x-ray  treatments. 

Treatment  of 

A physician  who  specializes  in  orthopedic 
surgery  was  called  to  attend  a woman  about 
45  years  of  age,  who  had  sustained  a fractured 
leg.  He  examined  her  and  found  her  suffering 
from  a fractuie  of  the  tibia  and  fibula  involving 
the  ankle  joint.  X-rays  were  immediately  taken 
which  confirmed  the  diagnosis  and  the  evening 
of  the  same  day  under  a general  ether  anesthetic 
the  fracture  was  reduced  by  manipulation  and  a 
plaster-of -paris  cast  was  applied  from  the  toes  to 
the  knee.  X-rays  taken  the  next  day  showed  the 
bones  to  be  in  good  alignment  and  the  patient 
progressed  satisfactorily.  She  was  discharged 
from  the  hospital  during  the  fourth  week. 

At  the  end  of  six  weeks  the  plaster-of-paris  cast 
was  removed  and  both  position  and  motion  were 
progressing  favorably.  The  doctor  advised  the 
patient  to  begin  light  weight  bearing  with 
crutches  and  gradually  to  increase  the  same. 

The  patient,  following  the  removal  of  the  cast, 
returned  to  the  doctor’s  office  three  times  a week 
for  physiotherapy  treatments  for  a period  of 
about  eight  weeks.  The  doctor  found  that  the 
patient  was  refusing  to  bear  weight  on  the  in- 
jured leg  and  suspected  her  of  saving  the  same 
for  the  purpose  of  maintaining  the  value  of  her 
claim  against  the  party  responsible  for  the  origi- 
nal injuries. 

The  doctor  last  saw  the  patient  about  eight 
weeks  after  her  discharge  from  the  hospital  at 


it  is  possible  it  would  have  disappeared  and  I 
couldn’t  see  it  here.’ 

“He  also  testified,  as  heretofore  noted,  that  the 
tendency  of  x-ray  treatments  is  to  stop  the  activi- 
ties and  growth  of  malignant  cells.” 

In  directing  that  judgment  should  be  entered 
in  favor  of  defendant,  reversing  the  ruling  of  the 
Trial  Court  which  had  been  favorable  to  plaintiff, 
the  Appellate  Court  summarized  the  general  rules 
applicable  to  malpractice  actions  as  follows : 

“A  physician  or  surgeon  is  not  a guarantor  of 
the  correctness  of  his  diagnosis  or  of  the  efficacy 
of  the  treatments  prescribed,  but  he  is  required 
to  exercise  the  degree  of  skill  and  learning  ordi- 
narily possessed  and  exercised  under  similar  cir- 
cumstances by  the  members  of  his  profession  in 
good  standing  and  to  use  ordinary  and  reasonable 
care  and  diligence  and  his  best  judgment  in  the 
application  of  his  skill  to  the  case.  Negligence 
cannot  be  presumed  from  the  mere  failure  to  ob- 
tain the  best  results.  To  establish  liability  there 
must  be  competent  testimony  that  there  was  lack 
of  care  or  that  approved  procedure  and  methods 
were  not  followed  and  the  general  rule  is  that  the 
negligence  in  the  treatment  which  is  claimed 
must  be  shown  by  medical  witnesses  called  as  ex- 
perts, that  it  must  come  from  those  qualified  by 
education,  training  and  experience  to  give  it.” 

Fractured  Leg 

which  time  she  left  the  State  of  New  York.  When 
he  last  saw  her  he  gave  her  a letter  for  her  to  pre- 
sent to  any  doctor  subsequently  caring  for  her 
in  which  he  outlined  the  treatment  he  had  ren- 
dered. Her  condition  at  that  time  was  satisfac- 
tory. 

A malpractice  action  was  instituted  against 
the  doctor  two  years  and  two  months  after  he 
last  saw  the  patient,  in  which  the  claim  was  made 
he  had  improperly  reduced  the  fracture  and  cared 
for  the  leg  so  as  to  leave  the  bones  in  an  im- 
proper position  and  to  cause  the  foot  to  be  dis- 
placed backward. 

The  defendant  in  answering  the  complaint 
denied  all  charges  of  malpractice  and  in  addition 
pleaded  the  two  year  Statute  of  Limitations  ap- 
plicable to  malpractice  actions. 

Prior  to  the  time  the  case  would  be  reached 
for  trial,  defendant’s  attorney  attempted  to  ob- 
tain a bill  of  particulars  of  the  complaint,  requir- 
ing among  other  things  the  plaintiff  to  specify  the 
dates  of  the  alleged  malpractice  on  the  part  of 
the  defendant.  At  that  point  in  the  lawsuit 
plaintiff  apparently  realized  that  the  action  was 
in  fact  barred  by  the  Statute  of  Limitations  for 
no  bill  of  particulars  was  served  and  the  defendant 
obtained  an  order  precluding  the  plaintiff  from 
testifying  with  respect  to  the  alleged  negligence 
complained  of  and  shortly  thereafter  the  action 
was  discontinued. 


ALUMNI  DAY— NEW  YORK  UNIVERSITY  COLLEGE  OF  MEDICINE 

The  Alumni  Association  of  the  New  York  Washington’s  Birthday,  February  22.  Thescien- 
University  College  of  Medicine  announces  that  tific  program  will  be  published  in  the  February 
the  alumni  day  exercises  will  be  held  on  15  issue. 


Books 


Books  for  review  should  be  sent  to  the  Book  Review  Department  at  1313  Bedford  Avenue, 
Brooklyn,  N.  Y.  Acknowledgment  of  receipt  will  be  made  in  these  columns  and  deemed  sufficient 
notification.  Selection  for  review  will  be  based  on  merit  and  the  interest  to  our  readers. 


REVIEWED 


Tumors  of  the  Skin.  Benign  and  Malignant. 

By  Joseph  Jordan  Eller,  M.D.  Octavo  of  607 
pages.  Illustrated.  Philadelphia,  Lea  & Febi- 
ger,  1939.  Cloth,  $10. 

Here  is  a book  which  should  find  a place  in  the 
library  of  every  surgeon  as  well  as  dermatologist. 
It  would  also  be  very  valuable  to  the  general 
practitioner,  since  it  is,  without  question,  a com- 
plete manual  of  information  and  procedure 
written  by  one  whose  study  of  the  subject  and 
wide  clinical  experience  extending  over  many 
years  insures  its  value  and  position  as  an  authori- 
tative work.  In  a single  volume,  splendidly  illus- 
trated with  over  400  photographs  and  diagrams, 
Dr.  Eller  has  brought  together  the  best 
thought  of  the  present  day  and  the  fullest  infor- 
mation concerning  diagnosis  and  treatment  with 
radium  and  x-rays,  or  whatever  surgical  proce- 
dure has  proved  superior  in  the  treatment  of  the 
benign  and  malignant  lesions  of  the  skin.  The 
chapter  on  the  treatment  of  carcinomas  is  most 
comprehensive  and  discusses  the  several  meth- 
ods of  therapy  which  may  be  used  with  diagram- 
matic example  of  tumors  of  various  types,  sizes, 
shapes,  and  locations  showing  very  graphically 
the  most  advantageous  arrangement  of  the  ra- 
dium applicators  used.  Precancerous  lesions  are 
well  described  and  special  emphasis  is  placed  on 
the  recognition  and  management  of  early  malig- 
nant new  growths. 

One  of  the  most  valuable  chapters  is  devoted 
to  cutaneous  surgery  and  plastic  repair  of  skin 
tumors.  The  illustrations  and  diagrams  eluci- 
dating the  various  procedures  in  surgical  technic 
and  skin  grafting  greatly  enhance  the  value  of 
the  book. 

An  extensive  appendix  contains  practical  data 
on  radiation  physics  and  biology,  including  dos- 
age tables  and  charts  which  aid  in  determining 
the  proper  procedure  and  the  dose  to  be  em- 
ployed in  the  treatment  of  tumors  of  the  skin. 

Dr.  Eller  has  dedicated  his  book  to  his  “friend 
and  mentor,”  and  the  master  of  us  all,  Dr. 
James  Ewing. 

Nathan  Thomas  Beers 


Medicine  of  the  Ear.  Edmund  P.  Fowler, 
Jr.,  M.D.,  Editor.  Quarto  of  590  pages,  illus- 
trated. New  York,  Thomas  Nelson  & Sons, 
1939.  Cloth,  $12. 

This  comprehensive  work  on  the  medical 
aspects  of  ear  disease  is  a welcome  variation  from 
the  usual  type  of  otologic  textbook.  Compiled 
by  a distinguished  group  of  specialists,  it  makes  a 
fine,  ready  reference  work.  The  looseleaf  ar- 
rangement provides  for  additions  from  time  to 
time. 

The  general  standard  of  this  book  is  high; 
the  chapters  on  physiology  and  pathology  de- 
serve special  mention. 

The  editor  and  his  publishers  are  to  be  con- 
gratulated for  having  given  us  a new  type  of 


text  and  reference  work.  The  paper,  print,  and 
general  arrangement  are  unusually  good.  This 
volume  should  be  placed  on  the  list  of  “musts” 
for  those  interested  in  the  subject. 

M.  C.  Myerson 


The  Wisdom  of  the  Body.  By  Walter  B. 
Cannon,  M.D.  Revised  and  enlarged  edition. 
Octavo  of  333  pages,  illustrated.  New  York, 
W.  W.  Norton  & Co.,  1939.  Cloth,  $3.50. 

This  volume  discusses  the  relation  of  the 
autonomic  nervous  system  to  the  self  regulation 
of  physiological  processes.  The  word,  homeo- 
stasis, is  used  to  denote  the  stability  of  the  body; 
that  is,  the  coordinated  physiologic  processes 
which  maintain  most  of  the  steady  states  in  the 
organism.  In  the  chapter  on  the  Fluid  Matrix, 
the  blood  and  lymph  are  studied.  Chapters 
on  the  constancy  of  the  water  and  salt  content 
of  the  blood,  and  chapters  on  the  homeostasis  of 
the  blood  sugar,  proteins,  fats,  and  calcium 
follow. 

In  discussing  the  constancy  of  body  tempera- 
ture, the  thyroid  gland  is  stated  to  be  the  most 
influential  organ,  the  pituitary  and  adrenal  cortex 
also  being  factors.  Causes  of  heat  production 
and  heat  loss  are  explained.  This  edition  has  a 
new  chapter  on  The  Aging  of  Homeostatic 
Mechanisms.  Reduced  rate  of  heat  production 
as  the  individual  grows  older  is  found  and  also  a 
lessened  ability  to  adapt  to  external  heat,  es- 
pecially in  people  who  are  fat.  With  advancing 
years  there  is  also  an  impaired  ability  to  use  and 
store  glucose  and  to  maintain  the  acid-base 
balance  of  the  blood. 

The  account  is  based  upon  a series  of  fifty- 
three  publications  from  the  physiologic  labora- 
tory of  Harvard  University  with  many  other 
references. 

William  E.  McCollom 


Life’s  Beginning  on  the  Earth.  By  R.  Beut- 
ner,  M.D.  Octavo  of  222  pages,  illustrated. 
Baltimore,  Williams  & Wilkins  Co.,  1938. 
Cloth,  $3.00. 

The  question  of  the  origin  of  life  on  this  planet 
and  its  evolution  through  many  stages  to  its 
highest  culmination  in  man  has  always  been  a 
subject  for  speculation  by  philosophers  and  scien- 
tists. Some  claim  that  life  began  on  this  earth 
while  others  believe  with  Arrhenius  that  life 
was  brought  to  this  earth  from  some  other  planet. 

The  author,  himself  a keen  student  of  chemis- 
try, set  for  himself  the  task  of  showing  how 
chemistry  can  account  for  the  beginning  of  life 
on  this  earth  without  the  need  of  importing  living 
cells  from  other  planets,  particularly  if  millions 
of  years  are  allowed  for  the  process  to  develop. 
By  carefully  chosen  analogies  gleaned  from  the 
chemical  and  physical  sciences,  Dr.  Beutner 
shows  how  all  the  known  forces  operating  in 
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living  organisms  can  be  explained  on  the  basis  of 
known  scientific  facts.  He  also  shows  how  the 
various  configurations  seen  in  the  animate  world 
can  be  duplicated  by  the  study  of  crystal  struc- 
tures and  growth. 

The  work  is  stimulating,  and  is  a good  approach 
to  the  study  of  the  problem  which  is  still  far  from 
solved.  With  the  rapid  strides  that  are  being 
made  in  all  branches  of  chemistry  more  evidence 
will  be  constantly  discovered  which  will  tend  to 
explain  some  of  the  present  still  inexplicable 
manifestations  of  vital  activity. 

David  M.  Grayzel 

Nursing  Through  the  Years.  By  Corinne  J. 
Kern.  Octavo  of  340  pages.  New  York,  E.  P. 
Dutton  & Co.,  1939.  Cloth,  $2.50. 

This  is  a narrative  of  the  experiences  in  a 
nurse’s  life  from  1900  until  the  present  day. 
These  reminiscences,  while  somewhat  disjointed, 
are  sympathetically  and  interestingly  told,  and 
are  woven  together  by  a thread  of  biography. 

Incidents  of  the  past  are  somewhat  colored  by 
the  author’s  present-day  knowledge  and  experi- 
ence. It  is  as  though  her  enthusiasm  and  pride 
in  the  modern  developments  and  practice  of 
medicine  and  nursing  is  so  great  that  it  over- 
shadows her  knowledge  of  the  inadequacies  of  the 
past. 

The  book  is  full  of  experiences,  perhaps  com- 
monplace to  a nurse  of  that  period,  told  in  such 
simple,  dramatic,  and  humanitarian  style  as  to 
make  it  interesting  and  convincing  to  readers 
who  enjoy  stories  of  this  type. 

Grace  A.  Day 

A Textbook  of  Obstetrics.  With  Special 
Reference  to  Nursing  Care.  By  Charles  B. 
Reed,  M.D.,  and  Bess  I.  Cooley,  R.N.  Octavo 
of  476  pages,  illustrated.  St.  Louis,  C.  V. 
Mosby  Co.,  1939.  Cloth,  $3.00. 

This  is  a work  which  tries  to  put,  in  concise 
and  uncomplicated  form,  the  present-day  atti- 
tude toward  obstetrics  as  an  art  and  a science. 
It  describes  the  fundamentals  of  nursing  in  this 
branch  of  medicine,  prepares  the  nurse  to  appre- 
ciate what  the  doctor  is  aiming  to  accomplish, 
and  enables  her  to  furnish  practical  assistance  in 
routine  procedures  and  be  prepared  for  emer- 
gencies. 

The  important  subject  of  prenatal  care  is 
thoroughly  covered  in  four  well-written  chapters. 
The  nurse  plays  an  important  role  at  this  time; 
by  her  tact  and  sympathy,  she  gives  the  patient 
as  much  hope  and  confidence  as  her  medical 
adviser. 

The  format  is  pleasing,  the  type  easily  read. 

Francis  B.  Doyle 

Heart  Patients.  Their  Study  and  Care.  By 
S.  Calvin  Smith,  M.D.  Octavo  of  166  pages. 
Philadelphia,  Lea  & Febiger,  1939.  Cloth,  $2.00. 

Dr.  Smith  designs  this  small  volume  so  that 
the  general  practitioner  can  quickly  and  con- 
cisely review  the  present  status  of  cardiac  dis- 
orders. He  presents  the  various  phases  of  heart 
disease  briefly  and  simply.  Much  that  the  book 
contains  is  sound,  but  many  statements  do  not 
conform  to  the  present  concepts  in  the  field.  It 
is  questionable,  from  some  of  the  views  pre- 
sented* whether  the  book  has  fulfilled  its  purpose 


in  being  absolutely  up-to-date.  It  is  more  a 
summary  of  the  author’s  own  views. 

J.  Hamilton  Crawford 

Roentgen  Diagnosis  of  the  Extremities  and 
Spine.  By  Albert  B.  Ferguson,  M.D.  Volume 
17  of  a series  of  monographic  atlases  of  the  “An- 
nals of  Roentgenology.”  Quarto  of  435  pages, 
illustrated.  New  York,  Paul  B.  Hoeber,  Inc., 
1939.  Cloth,  $12.00. 

Here  at  last  is  a volume  for  roentgenologists. 
Dr.  Ferguson  sounds  the  basic  facts  of  film 
interpretation  of  bone  and  joint  pathology. 

There  are  some  new  terms  to  learn,  but  they 
save  time  in  describing  pathologic  conditions. 
Starting  with  the  various  changes  in  form  of 
calcareous  matter  in  the  different  elements  of 
bone  and  soft  tissue,  the  book  covers  the  inter- 
pretation of  fractures,  infections,  malignancy, 
bone  formation,  arthropathies,  and  finishes  with 
an  analysis  of  spinal  curvatures. 

When  we  diagnose  films  from  past  experience, 
we  at  times  do  not  realize  how  we  arrive  at  our 
conclusions.  Dr.  Ferguson  has  analyzed  the 
shadows  of  these  normal  and  pathologic  condi- 
tions to  show  how  to  approach  the  task  in  a scien- 
tific way.  The  ample  illustrations  are  equal  to 
the  best  ever  copied,  and  each  one  has  a story 
and  diagnosis  with  the  opportunity  to  see  case 
history  at  the  end  of  the  chapter.  The  index 
makes  it  simple  for  the  roentgenologist  who  is 
familiar  with  the  basic  facts,  to  seek  a particular 
reference  and  to  obtain  with  dispatch  the  wealth 
of  information  that  this  text  contains. 

George  W.  Cramp 


Midwifery.  By  Ten  Teachers.  Under  the 
direction  of  Clifford  White,  M.D.  Edited  by 
Sir  Comyns  Berkeley,  Clifford  White,  and  Frank 
Cook.  Sixth  edition.  Octavo  of  676  pages, 
illustrated.  Baltimore,  William  Wood  & Co., 
1938.  Cloth,  $6.00. 

This  book  first  appeared  more  than  twenty 
years  ago.  The  present  volume  is  the  sixth  edi- 
tion. It  is  primarily  a text  on  obstetrics  produced 
for  students  by  the  combined  contributions  of  ten 
teachers  of  obstetrics  in  various  London  Medical 
Schools. 

It  is  well  and  abundantly  illustrated.  The 
foundations  of  obstetrics  are  clearly  and  concisely 
presented  in  its  600  odd  pages.  The  viewpoint 
is  naturally  English.  Chloroform  is  recom- 
mended for  the  induction  of  general  anesthesia 
during  labor  and  also  in  eclampsia.  The  work  is 
replete  with  statements  of  good  common  sense. 
For  example,  in  the  consideration  of  diet,  ante- 
natal, there  is  a discussion  of  the  present-day  tend- 
ency to  lay  great  stress  upon  the  special  need  for 
calcium,  phosphorus,  iron,  and  vitamins.  The 
writer  states,  “Their  administration  is  at  least 
harmless;  it  is  probably  beneficial,  and  it  is 
certainly  fashionable.” 

The  attitude  toward  cesarean  section  is  con- 
servative. The  lower  segment  operation  is  de- 
scribed in  detail;  the  transverse  incision  in  the 
uterus  is  the  preferred  type  of  procedure. 

The  work  is  an  excellent  textbook  for  students 
preparing  for  examination.  It  will  undoubtedly 
prove  useful  to  many  who  have  passed  beyond 
the  stage  of  examinations. 

Onslow  A.  Gordon 
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Editorial 


A New  State  Journal 

The  North  Carolina  Medical  Journal,  whose  first  issue  appeared  in 
January,  promises  to  make  a distinguished  contribution  to  medical 
journalism.  Its  attractive  format  shows  a thorough  understanding 
of  the  technical  aspects  of  magazine-making.  More  important,  its 
contents  reveal  a keen  awareness  of  the  functions  and  responsi- 
bilities of  a state  medical  journal. 

It  is  not  enough  for  a state  journal  to  act  as  a medium  for  the 
dissemination  of  scientific  papers.  That  is  part  of  its  function,  and 
an  important  part,  but  by  no  means  all. 

A state  medical  journal  must  educate  in  the  broadest  sense  of  the 
word.  It  must  educate  by  a discriminating  selection  of  the  scientific 
articles  it  publishes.  It  must  educate  by  a constant  broadening  of 
medicosocial  consciousness  in  the  profession. 

The  North  Carolina  Medical  Journal  apparently  intends  to  do 
both.  Its  first  issue  contains  a number  of  superior  scientific  arti- 
cles. Its  leading  article,  “The  Doctor  and  Socialized  Medicine,” 
by  J.  Buren  Sidbury,  M.D.,  furnishes  an  excellent  analysis  of  one  of 
the  leading  medicosocial  problems  of  our  times. 

The  medical  profession  in  North  Carolina  is  apparently  cognizant 
of  the  need  for  state  intervention  in  certain  aspects  of  medical  care. 
It  acknowledges  the  success  governmental  medical  activities  have 
had  within  their  legitimate  sphere.  It  does  not,  however,  accept  the 
thesis  that  the  provision  of  general  medical  care  to  persons  able  to 
pay  for  such  service  comes  within  the  legitimate  sphere  of  state 
medical  aid. 

As  Dr.  Sidbury  points  out,  political  control  of  medicine  lowers 
quality  and  increases  costs.  Where  compulsory  insurance  is  in 
force,  preventive  medicine  has  lagged  and  malingering  and  hypo- 
chondria increased.  Mutual  mistrust  impairs  the  relationship  be- 
tween patient  and  physician,  inhibiting  intimate  revelations  on  the 
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former’s  part.  For  want  of  time  and  personal  interest,  diagnostic 
methods  become  superficial  and  treatment  mechanical.  Graduate 
medical  education  is  neglected  and  the  standards  of  professional 
service  gradually  fall . 

Where  the  low-income  classes  have  been  without  facilities  for 
medical  care  or  have  had  access  to  only  the  lowest  forms  of  contract 
practice,  compulsory  sickness  insurance  may  represent  an  improve- 
ment. In  this  country,  however,  with  widespread  facilities  for 
medical  care  and  a high  order  of  personalized  service  available  to 
most  of  the  population,  the  sort  of  treatment  obtainable  under 
obligatory  insurance  would  be  a distinct  retrogression.  Today  there 
is  less  reason  than  ever  for  adopting  this  method  since  organized 
medicine  is  sponsoring  plans  for  the  extension  of  “quality”  medical 
care  to  all  classes. 

Dr.  Sidbury’s  article  proposes  concrete  remedies  for  concrete  ills. 
He  accepts  the  principle  of  federal  financial  aid  to  provide  medical 
care  for  the  underprivileged  but  defines  the  conditions  under  which 
such  aid  is  acceptable  and  produces  the  best  results.  At  the  same 
time  he  debunks  much  of  the  propaganda  for  state  medicine.  If 
his  article  reflects  the  policy  of  the  North  Carolina  Medical  Journal, 
this  newcomer  seems  destined  to  assume  an  important  place  among 
state  medical  publications. 

Control  of  Sedatives 

Rule  No.  30  in  the  new  State  Sanitary  Code  places  a necessary 
curb  on  over-the-counter  sales  of  hypnotic  and  somnifacient  drugs. 
Heretofore  many  such  drugs  have  been  available  to  the  public 
without  a physician’s  prescription  and  old  prescriptions  could  be 
refilled  without  reference  to  the  issuer’s  needs.  As  a result,  there 
has  developed  an  excessive  reliance  on  sedatives  and  somnifacients, 
almost  rivaling  the  prevalent  abuse  of  laxatives. 

The  new  regulations  put  an  end  to  indiscriminate  over-the- 
counter  sales  without  preventing  reasonable  lay  access  to  these 
drugs.  Rule  No.  30  provides  as  follows: 

“No  hypnotic  or  somnifacient  drug  intended  for  internal  use  shall  be 
sold  at  retail  or  dispensed  to  any  person  except  upon  the  written  pre- 
scription of  a physician,  a dentist  or  a veterinarian,  and  the  prescription 
shall  remain  on  file  in  the  pharmacy  where  compounded.  Such  pre- 
scription shall  not  be  refilled  if  it  bears  indication  by  the  physician,  the 
dentist  or  the  veterinarian  that  it  is  not  to  be  refilled.” 

The  last  sentence  answers  the  objection  of  those  who  argue  that 
a patient  should  not  be  obliged  to  visit  his  physician  every  time  he 
desires  to  renew  a prescription  which  is  safe  and  desirable  for  him 
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to  continue  to  use.  Under  the  new  regulations  a prescription  bear- 
ing no  notation  to  the  contrary  may  be  renewed  indefinitely,  subject 
to  the  pharmacist’s  discretion.  When  it  is  not  advisable  for  a 
patient  to  take  more  than  the  indicated  quantity  without  further 
consultation,  the  physician  has  only  to  put  “not  to  be  refilled”  on 
the  order  form. 

Rule  No.  30  steers  a middle  course  between  the  extremes  of  un- 
restricted and  no  refills.  It  is  a common-sense  remedy  for  an  abuse 
that  has  reached  serious  proportions,  threatening  to  create  wide- 
spread addiction  to  a potentially  dangerous  group  of  drugs. 

Urolithiasis  from  Sulfapyridine 

The  dramatic  action  of  sulfapyridine  on  the  course  of  pneumonia 
is  in  itself  an  outstanding  tribute  to  chemotherapy.  However,  dur- 
ing the  short  time  that  this  drug  has  been  in  extensive  use,  an  in- 
creasing number  of  dangerous  sequelae  have  been  reported  in  the 
literature  which  support  clinically  the  experimental  work  of  Antopol 
and  Robinson1  and  of  Gross,  Cooper,  and  Lewis.2  The  former  noted 
the  formation  of  urinary  concretions  in  various  portions  of  the 
urinary  tract  of  rats,  rabbits,  and  monkeys  following  the  administra- 
tion of  the  drug.  The  latter,  working  on  the  same  therapy  for 
pneumonia,  found  that  over  60  per  cent  of  their  animals  developed 
calculi,  accompanied  by  varying  degrees  of  obstruction,  hematuria, 
pyelonephritis,  and  a high  nitrogen  content  in  the  blood.  Patho- 
logically, there  were  noted  albuminous  degeneration  of  the  tubular 
epithelium  and  dilatation  of  the  ureters  and  of  the  renal  pelvis.  The 
chemical  composition  of  the  deposits  was  found  to  be  acetyl- 
sulfapyridine,  and  the  calculi  varied  in  color  from  a grayish  white 
to  a pale  yellow. 

Keen,3  in  reporting  2 cases  of  sulfapyridine  urolithiasis,  draws 
attention  to  the  aspects  that  this  problem  presents  in  humans. 
“For  a pneumonia  patient  to  recover  overnight,  as  it  were,  and  then 
to  be  precipitated  into  an  acute  abdominal  syndrome  is  an  un- 
pleasant aftermath  for  the  patient  as  well  as  his  physician.”  Acute 
renal  obstruction,  red  blood  cells  and  casts  in  the  urine,  and  severe 
attacks  of  lumbar  pain  speak  for  caution  in  the  use  of  this  drug  lest 
these  concretions  form  the  nucleus  for  a permanent  stone.  Keen 
feels  that  the  marked  dehydration  present  in  pneumonia  coupled 
with  the  limited  solubility  of  sulfapyridine  may  be  the  responsible 
factors  in  the  production  of  calculi. 

Complications  of  such  gravity  following  the  use  of  any  drug  war- 


1 Antopol,  W.,  and  Robinson,  H.:  Proc.  Soc.  Exper.  Biol.  & Med.  40:  428  (1939). 

2 Gross,  P.,  Cooper,  F.  B.,  and  Lewis,  M.:  Urol.  & Cutan.  Rev.,  299  (May)  1938. 

3 Keen,  M.  R.:  New  York  State  J.  Med.  40:  83  (Jan.  15)  1940. 
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rant  serious  consideration.  There  comes  to  mind  the  glowing  re- 
ports of  the  efficacy  of  dinitrophenol  in  obesity  and  the  wave  of 
cataracts  that  followed  its  use.  Does  it  not  seem  advisable  to 
advocate  restraint  in  the  use  of  sulfapyridine  to  such  cases  as  do 
not  respond  to  other  proved  forms  of  treatment  ? Is  it  advisable  that 
the  expectation  of  the  “crisis”  be  shortened  from  seven  days  to  one, 
and  then  turn  a medically  sick  patient  into  a potential  surgical  risk  ? 

Despite  the  enormity  of  this  problem  it  takes  self-control,  brined 
in  stoicism  to  refrain  from  commenting  facetiously  upon  the  cur- 
rently popular  conception  that  adequate  medical  care  can  be  ob- 
tained only  by  the  collaboration  of  several  specialists  in  diverse 
fields  on  a given  case.  Who  would  have  thought  that  the  time  would 
come  when  a urologist,  cystoscope  in  hand,  becomes  a necessary 
adjuvant  to  the  proper  management  of  “a  guy  dat’s  sick  wid  pneu- 
monia?” 


Doctors  and  War 

The  war  abroad  grieves  us  deeply.  That  problems,  no  matter 
what  their  nature  may  be,  cannot  be  settled  amicably  over  a con- 
ference table  seems  incredible  to  minds  that  function  maturely.  To 
us  physicians,  whose  souls  are  devoted  to  the  conquest  of  those 
minor  forms  of  life  which  daily  threaten  our  existence — bacteria, 
molds,  vegetable  and  animal  parasites,  and  the  so-called  viruses, 
this  wanton  destruction  of  men  by  men  appears  to  be  a concerted 
effort  of  humanity  to  relinquish  our  planet  to  the  progeny  of  the 
snake  that  enticed  Eve. 

We  have  mastered  the  immediate  problems  of  the  sicknesses 
which  are  peculiar  to  mass  concentrations  of  human  beings  from  all 
walks  of  life.  Typhoid  fever,  diphtheria,  smallpox,  and  those 
diseases  innate  to  war,  such  as  tetanus  and  gas  gangrene,  can  be 
controlled  to  an  extent  that  will  give  us  a minimum  in  both  morbid- 
ity and  mortality.  Trench  mouth  and  trench  fever  can  be  remedied 
satisfactorily.  Plastic  surgery  has  advanced  to  a stage  where  the 
most  disfiguring  wound  can  be  repaired  so  that  the  injured  may 
again  resume  his  former  status  in  civil  life. 

But  something  is  left  for  which  even  we  physicians  have  as  yet 
no  solution — the  postwar  epidemic.  Those  of  us  who  remember  the 
tragedy  and  horror  of  the  “Spanish  Flu”  epidemic,  during  the  years 
1918  to  1921,  which  followed  immediately  upon  the  termination  of 
the  last  World  War,  are  alert  to  the  possible  epidemic  diseases  which 
the  current  war  will  bring  in  its  train.  “The  louse1  that  spreads 
typhus  fever,  the  rats  concerned  with  plague,  and  many  another 


1 J A M. A.  113:  1230  (1939). 
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insect  and  animal  carrier  of  disease  still  exist  . . . ” Shall  we  will 
this  Earth  to  them  as  their  own  or  shall  we,  as  physicians,  continue 
to  aid  in  preserving  it  for  humans  so  that  Future , as  defined  in  the 
lexicons,  will  really  mean  something  to  our  coming  generations! 

Current  Comment 


“How  good  it  is  that  there  is  still  light 
and  peace  and  hope  in  the  hearts  of  men 
somewhere  in  this  trembling  world!  How 
good  that  here  among  us,  the  State  will 
apparently  spare  us  yet  a little  while  to 
walk  as  men,  to  speak  gently  and  to  save 
our  passions  for  the  tasks  of  devotion  and 
of  love. 

“But  lest  the  lamps  of  freedom,  of  toler- 
ance, of  human  kindness  be  extinguished 
here,  lest  the  dignity  of  man  give  way 
even  on  this  young  soil  to  the  dark  terror 
of  the  brute  that  lurks  in  hungry  masses, 
we  must  be  alert.  The  New  Year  will  be 
a happy  one  only  as  we  count  our  true 
blessings  and  join  hands  to  shield  the 
fragile  flames  within  those  lamps  from  the 
cold  winds  that  blow  about  us  this  Janu- 
ary 1940.” — Greeting  from  the  January 
issue  of  the  Westchester  Medical  Bulletin. 

“I  don’t  think  these  tactics  will  do  any 
good.  There  is  no  way  of  fooling  the 
American  Medical  Association.  ...  I 
think  the  Senator’s  bill  was  drafted 
largely  to  ensnare  the  doctors.’’ — Abra- 
ham Epstein,  Executive  Secretary,  Ameri- 
can Association  for  Social  Security, 
testifying  before  the  Senate  Committee 
on  Labor  and  discussing  the  Wagner 
National  Health  Bill. 

“The  medical  profession  in  solid  useful- 
ness has  far  outstripped  the  legal  profes- 
sion. I used  to  glory  in  the  legal  profes- 
sion. But  it  is  a sad  fact  that  that  won- 
derful profession  that  has  in  its  tradition  a 
host  of  great  men — that  great  profession — 
by  some  subtle  influence  is  steadily  de- 
teriorating. . . . Law  is  not  a science  now. 
. . . And  let  me  speak  a word  of  warning 
to  you.  Very  much  the  same  influences 
that  strike  at  the  legal  profession  are  be- 


ginning to  look  at  you,  at  socialized  medi- 
cine; regimentation  of  you  doctors  is  im- 
minent. Before  you  know  it  that  freedom 
you  glory  in  will  be  suddenly  swept  away 
and  you  will  be  regimented  into  a mere 
body  of  base  practitioners.’’ — Judge  Stew- 
art, of  Pittsburgh,  quoted  in  the  Easton 
(Pa.)  Express  recently. 

“In  contrast  with  the  revolutionary  pro- 
posals of  the  Federal  officials  is  the  evolu- 
tionary platform  of  the  American  Medical 
Association.”  ....  “The  well-rounded 
practitioner  is  both  an  introvert  with  a 
confidence  in  his  own  ability,  in  his  pri- 
vate practice,  and  an  extrovert  in  his  rela- 
tions with  his  fellow  practitioners  and  the 
public  generally.” — Two  sound  comments 
from  the  January  issue  of  the  Journal  of 
the  Medical  Society  of  New  Jersey. 

“The  years  that  have  vanished  into 
oblivion,  and  are  dead,  and  the  days 
of  our  own,  so  widely  divergent  in  time 
and  space,  differ  little.  The  past  had  its 
quacks  and  we  have  ours  now.  . . . For 
duodenal  ulcer  a magnesium  sulfate 
‘mineral  water’;  for  gynecological  af- 
fliction, be  it  cervicitis,  perineal  tears, 
retroversion,  neoplasm — benign  or  malig- 
nant, just  take  Lady  Abigail’s  medicine; 
and  for  fatigue,  for  nervous  exhaustion, 
in  fact  for  constitutional  vagotonia,  ah, 
we  have  it!  A cigarette,  but  only  of  a 
certain  kind.  Another  make  and  you’re 
ruined.  Brazenly  and  openly,  speaking 
to  millions  through  radio  and  newspapers, 
fake  nostrums  are  advocated  for  colds 
and  coughs,  for  weakness.  Weakness, 
one  of  the  signs  of  cancer,  of  tuberculosis, 
of  pernicious  anemia.  How  many  graves 
do  these  swindlers  dig  a year?” — Plain 
speaking  in  the  Roche  Revieiv. 
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“The  National  Grange  is  strongly  op- 
posed to  socialized  medicine.  At  its 
annual  convention  in  Peoria,  111.,  . . . . 
this  organization  of  1,000,000  farm  people 
went  on  record  as  opposing  the  funda- 
mentals of  the  Wagner  Health  Bill  now 
pending  in  Congress.  Without  debate  it 
adopted  the  following  resolution : 

“ ‘We  oppose  any  form  of  socialized 
medicine  which  would  be  administered 
by  any  branch  of  government,  regardless 
of  the  cooperation  or  interest  of  those  for 
whom  the  service  was  provided.  This  is 
not  opposition  or  condemnation  of  co- 
operative efforts  for  providing  medical 
care  by  the  people  themselves.  . . . The 
Grange  is  not  opposed  to  voluntarily 
cooperative  plans  for  medical  care,  but  it 
does  oppose  any  plan  to  make  the  Federal 
Government  supreme  in  the  field  of  medi- 
cal care.  It  believes,  as  many  others  dp, 
that  this  would  result  in  a meddlesome 
federal  bureaucracy  and  a lowering  of  the 
standards  of  medicine.’  . . . And  when  the 
matter  is  given  thoughtful  consideration 
only  a small  percentage  of  people  in  any 
walk  of  life  will  look  with  favor  on  such 


proposals  as  the  Wagner  Health  Bill.” — 
The  St.  Louis  Daily  Globe-Democrat  of 
December  3,  1939. 


“ ‘Doctors  are  poor  business  men.’ 
This  statement  has  often  been  made,  and 
is  a charge  that,  in  my  opinion,  we  will 
not  attempt  to  palliate  or  deny,  since 
most  of  us  know  that  when  a physician 
becomes  a good  business  man  he  often 
ceases  to  be  a good  medical  man.” — A 
statement  by  Ralph  B.  Todd,  M.D., 
former  president  of  the  Westchester 
County  Medical  Society. 

“Were  all  men  built  to  a stock  pattern 
so  that  they  responded  to  physical  agents 
or  bacterial  infections  in  regular  fashion 
according  to  their  peculiar  constitution, 
the  practice  of  medicine  would  be  a simple 
business.  . . . All  men,  however,  are  like 
contrary  women  of  whom  the  comedian 
sang:  ‘You  never  see  two  alike  any  one 
time  and  you  never  see  one  alike  twice.’  ” 
— Quincy  Medical  Bulletin , recently. 


Prize  Essays 

The  Merrit  H.  Cash  Prize  and  the  Lucien  Howe  Prize  will  be  open  for  competition  at 
the  next  Annual  Meeting  of  the  Medical  Society  of  the  State  of  New  York,  May  6,  1940. 

The  Lucien  Howe  Prize  of  $100  will  be  presented  for  the  best  original  contribution  on 
some  branch  of  surgery,  preferably  ophthalmology.  The  author  need  not  be  a member 
of  the  Medical  Society  of  the  State  of  New  York. 

The  Merrit  H.  Cash  Prize  of  $100  will  be  given  to  the  author  of  the  best  original  essay 
on  some  medical  or  surgical  subject.  Competition  is  limited  to  the  members  of  the 
Medical  Society  of  the  State  of  New  York,  who  at  the  time  of  the  competition  are  resi- 
dents of  New  York  State. 

The  following  conditions  must  be  observed : 

Essays  shall  be  typewritten  or  printed  and  the  only  means  of  identification  of  the 
author  shall  be  a motto  or  other  device.  The  essay  shall  be  accompanied  by  a sealed 
envelope  having  on  the  outside  the  same  motto  or  device  and  containing  the  name  and 
address  of  the  writer. 

If  the  committee  considers  that  no  essay  or  contribution  is  worthy  of  the  prize,  it  will 
not  be  awarded. 

All  essays  must  be  presented  not  later  than  April  1,  1940,  and  sent  to  the  Chairman  of 
the  Committee  on  Prize  Essays  of  the  Medical  Society  of  the  State  of  New  York,  2 East 
103rd  Street,  New  York  City. 

Eugene  H.  Pool,  M.D.,  Chairman,  Committee  on  Prize  Essays 


PRESENT  TRENDS  IN  THE  TREATMENT  OF  PNEUMONIA 
IN  CHILDREN 

William  C.  Emm,  M.D.,  Syracuse,  New  York 


Pneumonia  is  one  of  the  leading  causes 
of  death  and  as  such  presents  a defi- 
nite health  problem  to  every  community. 
Since  its  first  isolation  by  Pasteur  and 
Sternberg,  and  since  the  pneumococcus 
was  proved  to  be  the  cause  of  pneumonia 
by  Fraenkel,  this  disease  has  been  the  sub- 
ject of  intensive  experimental  and  clinical 
research.  As  a result  of  this  research  the 
mortality  from  pneumonia  is  gradually 
being  lowered.  There  are  several  mile- 
stones already  passed  on  our  road  toward 
a reduction  of  mortality.  First,  the  pre- 
vention of  pneumonia  which  follows  the 
proper  management  of  upper  respiratory 
infections.  Second,  the  introduction  of 
the  oxygen  tent  in  the  early  twentieth 
century  was  the  culmination  of  the  work 
of  Thomas  Beddoes  who  founded  the 
Pneumatic  Institute  for  the  treatment  of 
diseases  by  inhalation  in  1798,  and  Wal- 
denburg  who  revised  this  plan  in  1873 
and  established  a differential  type  of 
pneumo therapy.  In  1897,  a third  mile- 
stone was  passed  when  Washboum  im- 
munized a horse  and  used  the  serum  in  the 
treatment  of  pneumonia.  This  offered 
protection  against  some  pneumonias  but 
did  not  seem  to  influence  others.  This  is 
one  of  the  earliest  observations  of  the  im- 
munologic differences  between  strains  of 
pneumococci.  It  led  to  the  discovery  of 
the  importance  of  distinguishing  the  vari- 
ous strains  comprising  the  pneumococcus 
group. 

The  introduction  of  a potent  type  spe- 
cific serum  for  each  strain  isolated  was  the 
next  logical  step.  Rabbit  serum  was  dis- 
covered while  attempting  to  overcome 
some  of  the  difficulties  encountered  in  the 
use  of  horse  serum. 

In  1935,  Domagk  demonstrated  a drug 
known  as  sulfanilamide.  Primarily  in- 
tended for  the  treatment  of  hemolytic 


streptococcic  infections,  this  drug  was 
noted  to  have  some  effect  on  certain  types 
of  pneumococci.  Further  investigation  of 
sulfanilamide  has  led  to  the  discovery  of 
M & B 693,  or  sulfapyridine  in  1938. 

The  evaluation  of  each  of  these  methods 
of  treatment,  or  a combination  of  these 
methods  must,  in  the  final  analysis,  be  de- 
termined on  a statistical  basis.  This  is 
particularly  true  of  pneumonia  because 
the  individual  case  need  follow  no  exact 
pattern  and  there  is  no  means  by  which 
its  future  course  can  be  accurately  de- 
termined. 

My  report  of  pneumonia  extends  over 
a period  of  four  and  a half  years,  from 
July,  1934,  to  February,  1939.  It  con- 
sists of  an  analysis  of  515  consecutive 
cases  of  pneumonia  in  children  admitted 
to  the  Syracuse  Memorial  Hospital.  Only 
proven  cases  of  pneumonia  (consolida- 
tion, rales,  bronchial  breathing,  x-ray  or 
fluoroscopy,  postmortem  examination) 
were  used  for  this  report. 

The  majority  of  the  children  came  from 
poor  homes  where  the  lack  of  proper  food 
and  care  resulted  in  a lowering  of  the 
child’s  resistance  to  all  types  of  infection. 
Past  histories  of  repeated  upper  respira- 
tory infections  were  frequently  elicited. 
Thus  it  was  not  surprising  to  find  that  the 
common  cold  or  some  allied  form  of  up- 
per respiratory  infection  was  the  leading 
predisposing  cause  of  these  pneumonias. 
Webster  and  Hughes  (1931)  have  shown 
that  it  is  possible  to  isolate  a pure  culture 
of  pneumococci  from  the  nasal  secretions 
during  some  phase  of  every  common  cold 
occurring  in  a child.  Every  cold  then  is  a 
potential  case  of  pneumonia,  depending 
upon  the  type  of  pneumococcus  in  the 
nasal  secretions,  its  power  to  invade  the 
body,  and  the  child’s  resistance  to  the 
particular  type  involved.  Congenital 
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Fig.  1 


heart  disease  of  all  types,  the  contagious 
diseases,  measles,  whooping  cough,  and 
chickenpox,  diarrhea  specific  and  non- 
specific, asthma,  and  eczema  were  pre- 
disposing factors  in  this  series.  Three 
cases  followed  tonsillectomy  and  1 fol- 
lowed an  extensive  burn. 

The  majority  of  the  cases  were  treated 
during  the  winter  and  early  spring  months 
(Fig.  1).  In  the  first  two  years,  single 
waves  of  increasing  incidence  occurred  in 
the  early  spring  months.  The  last  two 
years  were  marked  by  two  waves  occur- 
ring in  midwinter  and  early  spring.  The 
distribution  of  cases  according  to  type  and 
various  age  groups  is  shown  in  Table  1. 
The  cases  are  nearly  evenly  divided  be- 
tween lobar  and  bronchopneumonia. 
Most  of  the  pneumonias  occurred  in 
children  2 years  of  age  or  under  and  were 
predominantly  bronchopneumonia.  The 
lobar  pneumonias  were  more  prevalent 
in  the  older  age  groups.  There  were  8 
cases  of  tuberculous  pneumonia. 

Sputum  typing  should  be  a routine 
procedure  in  all  cases  of  pneumonia  re- 
gardless of  age.  In  small  children  there 
are  several  methods  which  may  be  used  to 
collect  a satisfactory  specimen.  If  the 
child  is  old  enough  to  cooperate,  he  may 
be  able  to  cough  and  raise  a representative 
bit  of  pulmonary  secretion.  Simple  tick- 
ling of  the  throat  may  aid  in  bringing  up 
the  sputum.  A throat  swab  culture  may 
be  used  but  this  is  subject  to  criticism  for, 
while  it  may  produce  the  causative  organ- 
ism, it  may  give  an  organism  normally 
found  in  the  child’s  throat  playing  no 
part  in  the  infection.  The  easiest  and 
most  reliable  method  is  simple  aspiration 


TABLE  1 


Pneumonia 

Up  to 
2 Yrs.  Age 

2-5 

Yrs.  Age 

5-15 
Yrs.  Age 

Total 

Lobar 

87 

68 

99 

254 

Broncho 

190 

44 

19 

253 

Tuberculous 

4 

2 

2 

8 

Total 

281 

114 

120 

515 

of  the  stomach  contents.  The  tendency  of 
every  child  to  swallow  secretions,  particu 
larly  those  raised  during  spells  of  coughing, 
makes  this  procedure  almost  infallible. 
Failures  with  this  method  are  most  often 
associated  with  small  amounts  of  sputum 
highly  diluted  with  stomach  contents, 
making  it  difficult  to  find  the  pneu- 
mococci. Aside  from  the  factor  of  dilu- 
tion, the  nature  of  the  stomach  contents 
does  not  affect  the  procedure  of  typing. 
Routine  blood  culture  may  at  times  yield 
an  organism  for  typing  which  may  be  used 
to  confirm  the  results  of  sputum  typing. 

All  of  the  typing  in  this  series  was  done 
by  the  Neufeld  method  at  the  City  Lab- 
oratory, under  the  supervision  of  Dr.  O. 
D.  Chapman.  This  method  of  typing  is 
based  on  the  fact  that  the  capsule  of  the 
pneumococcus  becomes  swollen  in  the 
presence  of  its  homologous  serum.  Very 
little  typing  was  done  the  first  two  years 
of  this  survey.  Thereafter  it  was  a routine 
procedure.  At  that  time  the  laboratory 
was  typing  only  for  Types  1,  2,  3,  5,  7,  8, 
and  14  with  other  types  designated  as 
Group  4 or  X.  In  the  past  six  months 
the  typing  has  been  extended  to  include 
all  of  the  thirty-two  known  types.  The 
results  of  our  typing  are  shown  in  Table 
2.  Types  1,  5,  and  14  were  predominant 
for  the  series.  Types  14,  6,  and  3 pre- 
dominated in  the  younger  age  group 
while  Types  1,  5,  and  7 were  more  com- 
mon in  the  older  age  groups.  The  diffi- 
culties encountered  in  typing  often  lie  in 
obtaining  the  type  of  pneumococcus  which 
is  the  causative  factor.  This  is  illustrated 
by  the  following  two  examples.  In  the 
first  case,  four  attempts  at  typing  gave 
16  and  17,  18  and  23,  28,  18.  The  second, 
on  three  attempts  gave  10-17-15  1-8-14, 
and  then  became  negative.  Interpreta- 
tion of  such  results  is  extremely  difficult. 

The  leading  complication  was  otitis 
media,  occurring  in  23.6  per  cent.  Surgi- 
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TABLE  2 


Types  No. 

Yr.  Type  1 2 3 4 5 6 7 8 10  13  14  15  16  17  18  19  21  23  28  X Pneum. 

1934- 1935  Lobar  — 1 — 

Broncho  — — — — — — — — 2 — 

1935- 1936  Lobar  6 — 3— 6 4 

Broncho  — — — — — ■ — — — — — — 6 6 

1936- 1937  Lobar  8 — 3 25  15 

Broncho  — 2 2 — — - — 1 1 — — — 15  44 

1937- 1938  Lobar  22  — 2 — 11  3 4 1 7 29  2 

Broncho  — — 13  11 2 33  2 

1938- 1939  Lobar  19  1 2 1—  — — 1 2 1 9 — 

Broncho  11  11  — 1 121—411222121  6 — 


Total  56  4 10  1 12  8 10  5 1 1 15  1 1 2 2 3 1 2 1 132  73 


cal  mastoiditis  occurred  in  6.4  per  cent  of 
the  cases.  Next  in  frequency  was  em- 
pyema in  6.6  per  cent  of  the  cases.  The 
complete  list  of  complications  is  given  in 
Table  3.  Recovery  from  pneumonia 
without  complication  of  any  sort  was 
noted  in  approximately  60  per  cent  of  the 
cases  in  this  series.  Complications  were 
noticeably  fewer  in  the  serum-treated 
cases  and  usually,  when  they  occurred 
they  were  present  before  the  serum  was 
administered. 

There  were  79  deaths  in  this  series,  a 
mortality  of  15.4  per  cent.  This  is  com- 
pared with  other  series  of  pneumonia  re- 
cently published  (Table  4).  The  mor- 
tality of  routinely  treated  cases  was 
15.6  per  cent.  The  mortality  of  serum- 
treated  cases  was  5 per  cent.  There  were 
4 deaths  in  the  8 cases  of  tuberculous 
pneumonias.  An  analysis  of  the  deaths 
shows  that  32  cases  were  complicated  by 
some  other  pathology  in  addition  to  the 
pneumonia.  In  Table  5 further  analysis 
shows  that  85  per  cent  of  the  deaths,  or 
68  cases,  occurred  in  children  2 years  of 
age  or  younger.  One  is  impressed  by  the 
large  number  of  cases  which  were  not 
typed.  Typing  was  not  an  established 
procedure  during  the  first  two  years. 
Omission  of  typing  during  the  last  two 
years  was  because  of  the  poor  condition 
of  the  patient,  making  it  impossible  to 
pass  a stomach  tube.  Group  X,  next  in 
frequency,  contains  the  higher  types  of 
pneumonia  for  which  no  specific  serum 
was  available.  Five  deaths  were  noted 
in  types  for  which  serum  was  available. 
Two  of  these  received  serum.  The  treat- 
ment of  the  pneumonias  was  both  general 
and  specific.  General  or  routine  treat- 
ment was  given  467  cases  in  this  series. 


TABLE  3 


1934- 

1935- 

1936- 

1937- 

1938- 

Complication 

1935 

1936 

1937 

1938 

1939 

Total 

Otitis  media 

35 

15 

35 

23 

7 

115 

Surgical  mastoid 

1 

2 

5 

— 

— 

8 

Empyema 

10 

3 

9 

8 

4 

34 

Lung  abscess 

1 

2 

— 

— 

— 

3 

Unresolved 

1 

1 

3 

— 

— 

5 

Meningitis 

4 

1 

— 

1 

— 

6 

Peritonitis 

2 

— 

— 

2 

— - 

4 

Pericarditis 

— 

— 

— 

2 

— 

2 

Acute  nephritis 

— 

2 

2 

2 

1 

7 

Pyelitis 

— 

— 

2 

— 

— - 

2 

Erysipelas 

— 

— 

1 

— 

— 

1 

Osteomyelitis 

— 

— 

— 

1 

— 

1 

TABLE  4 


Not 

Mortal- 

No. of 

Deter- 

ity, 

Author 

Cases 

Lobar  Broncho  mined 

% 

Plummer,  Raia 

147 

105  35  2 

17.7 

et  al. 

A.  J.  Dis.  Child. 
40:  557 


Bullowa 

A.  J.  Dis.  Child. 
53:  22 

539 

386 

153 

15.4 

Nemir 

A.  J.  Dis.  Child. 
51:  1277 

1,033 

758 

230 

45 

18.0 

Bullowa 

Pub.  Hel.  Rep. 
51:  1076 

1,000 

668 

331 

1 

17.0 

Memorial 

515 

254 

253 

8 

15.4 

It  consisted  of  isolation  in  a pneumonia 
unit  with  a permanent  nursing  staff, 
adequate  fluid  intake  by  mouth  supple- 
mented by  hypodermoclyses  or  in- 
travenous solutions,  adequate  rest,  oxy- 
gen therapy  for  labored  breathing,  and 
the  symptomatic  relief  of  cyanosis.  The 
majority  of  the  cases  treated  in  this 
manner  were  classified  as  Type  X or  the 
higher  types  for  which  there  is  no  specific 
treatment  generally  available. 

Specific  serum  therapy  was  used  in  40 
cases.  They  included  those  types  for 
which  serum  is  supplied  by  the  state 
laboratory,  namely  Types  1 and  2.  In 
Types  5 and  7 horse  serum  and  rabbit 
serum  were  also  used.  The  number  of 
cases  treated  with  serum  is,  as  yet,  too 
few  to  offer  a suitable  comparison  with 
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TABLE  5 


Year 

No. 

Cases 

No. 

Deaths 

Mortality 

% 

Deaths 
Under 
2 Yrs. 

Deaths 
Over 
2 Yrs. 

Not 

Typed 

No 

Pneumo- 

cocci 

Type 

X 

1 

Types 

3 

, 

T.B. 

1934-1935 

87 

28 

32.1 

24 

4 

24 

— 

3 

— 

— 

— 

1 

1935-1936 

83 

21 

25.3 

17 

4 

14 

1 

3 

1 

1 

— 

1 

1936-1937 

138 

13 

9.4 

13 

0 

4 

1 

4 

2 

— ■ 

— 

2 

1937-1938 

148 

15 

10.1 

12 

3 

8 

1 

4 

— 

— - 

2 

— 

1938-1939 

59 

2 

3.4 

2 

0 

1 

— 

1 

— 

— ■ 

— 

— 

those  treated  routinely.  The  results  with 
serum,  however,  give  some  indication  of 
the  usefulness  of  this  type  of  therapy. 
Serum  offers  the  greatest  benefit  in  the 
age  group  of  2 years  or  under,  where  1 out 
of  every  4 cases  dies.  Unfortunately 
many  of  these  cases  are  caused  by  types 
of  pneumococci  for  which  there  is  no 
acceptable  serum  for  general  use.  How- 
ever, all  cases  in  this  group  of  a type  with 
available  serum  should  be  given  the 
benefit  of  the  serum.  In  the  older  age 
groups  in  this  series  the  mortality  of 
routinely  treated  cases  was  5 per  cent. 
The  use  of  serum  in  these  older  age  groups 
is  a debatable  question  and  should  be 
employed  in  selective  cases.  A positive 
blood  culture,  a severe  toxemia,  a rapidly 
spreading  pneumonia,  or  a cardiac  con- 
dition are  factors  determining  the  se- 
lective use  of  serum  for  this  group. 
Five  deaths  are  noted  in  types  for  which 
serum  was  available.  Two  of  these, 
both  Type  5,  received  large  doses  of 
serum  without  result.  The  3 cases  of 
Type  1 were  seen  late  in  the  course  of  the 
disease  and  no  serum  was  given.  One 
apparently  recovered  from  pneumonia 
only  to  die  suddenly  of  circulatory  failure  ; 
acute  endocarditis  complicated  the  sec- 
ond; and  the  third  died  of  empyema. 

We  have  had  an  opportunity  to  observe 
the  use  of  sulfapyridine  in  several  cases  of 
pneumococcic  infections  in  children.  I 
am  indebted  to  Dr.  H.  Van  Zile  Hyde  for 
permission  to  present  a part  of  this  work, 
a detailed  report  of  which  will  be  pub- 
lished at  a later  date  by  Dr.  Hyde. 
Sulfapyridine  is  a white  crystalline  solid, 
soluble  in  water  1-1,000.  It  is  active  in 
relatively  small  doses  and  reported  to  be 
less  toxic  than  sulfanilamide,  although 
proof  of  this  fact  depends  upon  a longer 
clinical  test  of  the  drug.  It  is  as  effective 
as  sulfanilamide  against  the  hemolytic 


streptococcus  and  meningococcus  but 
possesses  a greater  effectiveness  against 
pneumococcus.  Reports  so  far  available 
show  the  drug  to  be  most  effective  against 
Types  1,  7,  and  8,  although  it  offers  con- 
siderable protection  against  2,  3,  and  5. 
Type  1,  3,  14,  and  18  infections  occur- 
ring in  children  have  been  given  this  drug. 
No  calculated  dosage  was  given,  the 
clinical  picture  determining  the  dose 
and  the  length  of  time  the  drug  was 
given.  Two  untyped  pneumonias  in 
premature  infants  were  also  treated. 
The  results  in  these  cases  were  striking, 
each  showing  a quick  response  to  the 
drug  with  termination  of  the  infection. 
Two  failures  have  occurred,  one  a Type  1 
meningitis,  the  other  a Type  27  endo- 
carditis. Neither  case  showed  any  re- 
sponse to  the  drug.  Vomiting,  a slight 
cyanosis,  and  an  itching  of  the  eyes  have 
been  the  only  untoward  signs  noted 
during  the  administration  of  the  drug. 
The  number  of  cases  is  too  few  to  draw 
any  definite  conclusions.  When  added 
to  reports  already  published  it  would 
seem  to  indicate  that  sulfapyridine  is  an 
effective  chemotherapeutic  agent  in  the 
treatment  of  pneumonia  and  may  revolu- 
tionize the  entire  treatment  of  this 
disease.  Only  prolonged  careful  study 
with  accurate  and  complete  clinical  re- 
ports will  answer  this  question. 

Summary 

1.  A series  of  pneumonias  in  children 
has  been  reviewed  as  to  incidence,  pre- 
disposing causes,  complications,  and 
methods  of  treatment. 

2.  Serum  should  be  employed  in  all 
patients  2 years  of  age  or  under  whenever 
possible. 

3.  Serum  should  be  employed  in 
selective  cases  in  older  age  groups  of 
children. 
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4.  The  general  use  of  sulfapyridine  in 
the  treatment  of  pneumonia  must  await 
further  clinical  and  experimental  research. 
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Discussion 

Dr.  A.  Wilmot  Jacobsen,  Buffalo,  New  York — 
I have  been  very  much  interested  in  Dr.  Emm’s 
paper  because  it  has  given  me  opportunity  to 
compare  his  figures  with  those  of  a similar  five- 
year  survey  which  we  conducted  a year  ago  at 
the  Children’s  Hospital  of  Buffalo.  I wish  to 
congratulate  Dr.  Emm  on  his  excellent  mortality 
figures  beside  which  our  statistics  make  a rather 
poor  showing.  Our  mortality  for  the  five-year 
period,  during  which  there  were  810  cases  of 
pneumonia  in  the  hospital,  was  30  per  cent  as 
compared  to  his  figure  of  about  half  this. 

But  unfortunately  for  purposes  of  comparison, 
our  series  is  rather  different  from  Dr.  Emm’s  in 
that  there  are  included  in  it  all  children  showing 
autopsy  evidence  of  pneumonia  as  well  as  the 
clinical  cases,  and  since  a very  high  percentage  of 
infants  have  a terminal  pneumonia  regardless 
of  the  primary  cause  of  death,  our  mortality 
figures  appear  high.  One  point  which  our  survey 
brought  out  very  clearly  is  the  necessity  of  run- 
ning a coincident  control  series  of  cases  when 
attempting  to  estimate  the  value  of  therapy  in 
pneumonia.  Our  mortality  figures  for  the  five 
years  from  1933  to  1938  were  successively  40, 
33,  32,  29,  and  21  per  cent.  We  are  unable  to 
account  for  this  progressive  decline  in  mortality 
because  during  this  period  there  was  no  change 
in  our  methods  of  treatment.  It  shows  the  fal- 
lacy of  comparing  the  statistics  of  one  year  with 
those  of  another. 

For  this  reason  we  are  now  testing  the  value  of 
sulfapyridine  by  using  it  on  alternate  admissions. 
We  were  fortunate  in  receiving  a complimentary 
supply  of  this  drug  from  the  start  and  thus  far 
we  have  treated  24  cases  of  pneumonia  with  a 
similar  number  of  controls.  This  is  a very  small 
series  but  our  impressions  might  be  of  interest. 

The  patients  in  the  sulfapyridine  group  almost 
invariably  showed  a drop  in  temperature  within 
twelve  to  thirty-six  hours  after  commencing  the 
drug.  This  made  the  duration  of  the  disease  two 
days  shorter  than  in  the  control  group.  Coinci- 


dent with  the  drop  there  was  also  clinical  improve- 
ment. Several  children  vomited  repeatedly  for 
twelve  to  twenty-four  hours  but  this  ceased  al- 
though administration  of  the  drug  was  being 
continued.  In  this  small  series  we  saw  no  other 
toxic  effect  except  mild  cyanosis.  In  short,  our 
series  would  fit  perfectly  with  the  beautifully 
controlled  group  of  cases  recently  reported  from 
Cincinnati  in  the  Journal  of  the  American 
Medical  Association  which  you  have  all  doubtless 
read. 

In  2 of  our  cases,  sulfapyridine  seemed  to  exert 
no  effect,  and  a recent  paper  in  the  Lancet  by 
McLean,  Rogers,  and  Flemming  offers  an  ex- 
planation for  this.  They  report  a method  for 
testing  in  vitro  the  sensitivity  of  a strain  of  bac- 
teria to  sulfapyridine,  and  by  this  method  pneu- 
mococci have  been  found  to  vary  enormously  in 
their  sensitivity  to  the  drug,  and  this  variation  is 
not  associated  with  the  type  of  pneumococcus  but 
with  the  individual  strain.  But  what  was  most 
interesting,  as  well  as  surprising,  was  the  dis- 
covery that  a single  dose  of  pneumococcus  vac- 
cine given  to  mice  or  rabbits  profoundly  affects 
the  course  of  an  experimental  infection  in  these 
animals  when  treated  with  sulfapyridine.  A 
strong  case  is  made  out  for  the  combined  use 
of  vaccine  and  sulfapyridine  in  pneumonia  in 
man. 

It  has  also  been  shown  that  pneumococci  in 
infected  animals  readily  establish  a tolerance  or 
fastness  to  the  drug,  and  this  experimental  evi- 
dence should  be  made  use  of  in  treating  patients 
by  giving  large  initial  doses  so  that  the  destruc- 
tion of  the  bacteria  may  be  complete  before  they 
have  established  tolerance  to  the  drug. 

Perhaps  the  best  test  we  have  of  the  effect  of  a 
drug  on  the  pneumococcus  is  a case  of  pneumo- 
coccus meningitis,  which  is  to  all  intents  and 
purposes  a human  test  tube  in  which  the  effect  of 
a definite  concentration  of  the  drug  can  be  deter- 
mined by  studying  the  spinal  fluid.  It  cannot  be 
an  accident  that  the  last  two  examples  of  this 
disease  that  I have  seen  are  the  only  two  that 
were  treated  with  sulfapyridine  and  are  also  the 
only  two  who  got  well.  In  one  of  these  the  spinal 
fluid  was  promptly  rendered  sterile  and  while  the 
concentration  of  the  drug  in  the  spinal  fluid  var- 
ied from  6 to  8 mg.  per  cent  it  remained  sterile. 
When  the  concentration  fell  to  2y2  mg.  per  cent 
there  was  a recurrence  which  was  promptly  cured 
when  increased  dosage  pushed  the  level  above  6 
mg.  again. 

However,  in  this  case  enormous  doses  were 
given.  Ordinarily  the  concentration  of  sulfapyri- 
dine was  between  1.0  and  2.5  mg.  per  cent,  which 
is  less  than  half  the  concentration  we  usually 
find  in  the  blood  of  children  treated  with  sulfa- 
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nilamide.  And  yet  these  much  smaller  levels 
seem  to  be  effective  in  the  case  of  sulfapyridine. 

The  moral  of  all  this  is  that  a new  era  has 
dawned  in  the  treatment  of  pneumonia,  and  no 
longer  can  “rest  in  bed”  alone  be  considered  ade- 
quate therapy. 

Dr.  Albert  D.  Kaiser,  Rochester,  New  York — 
The  treatment  of  pneumonia  in  children  has  been 
considerably  augmented  during  the  last  few 
years.  Until  a few  months  ago  it  appeared  that 
serum  therapy  would  favorably  influence  the 
chances  of  recovery  in  pneumonia.  In  recent 
weeks,  reports  are  being  published  on  the  use  of 
sulfapyridine  in  the  treatment  of  pneumonia  that 
seem  to  be  even  more  optimistic  than  serum- 
treated  cases.  It  may  be  some  time,  however, 
before  it  can  be  stated  definitely  that  serum 
treatment  should  be  abandoned  in  favor  of 
chemotherapy. 

No  one  familiar  with  the  use  of  sulfapyridine 
in  the  treatment  of  pneumonia  can  fail  to  be 
impressed  by  the  rapid  response  to  this  drug. 


Reports  published  thus  far  agree  that  the  mor- 
tality is  reduced  where  the  drug  is  used.  How- 
ever, the  death  rate  is  not  high  in  children  so 
that  further  observations  must  be  made  before 
it  is  certain  that  sulfapyridine  lowers  the  mor- 
tality in  pneumonia.  It  seems  to  be  quite  cer- 
tain, however,  that  the  duration  of  pneumonia 
is  shortened  and  that  the  incidence  of  complica- 
tions is  lessened  when  this  drug  is  used. 

Sulfapyridine  promises  to  be  helpful  in  the 
type  of  pneumonia  for  which  a specific  serum  has 
not  been  available,  so-called  bronchopneumonia, 
pneumonia  following  measles  and  pertussis. 
The  drug  should  be  used  in  these  cases. 

The  administration  of  sulfapyridine  is  rela- 
tively safe.  The  reactions  are  usually  not  severe. 
The  earlier  the  drug  is  given  the  quicker  the  re- 
sults. This  means  that  a definite  diagnosis  of 
pneumonia  cannot  always  be  made.  If,  how- 
ever, pneumonia  can  be  prevented  in  some 
treated  cases  it  is  justifiable  to  use  sulfapyridine 
even  when  the  indications  are  not  absolutely 
clear. 


INTENSIVE  POSTGRADUATE  COURSE  IN  OPHTHALMOLOGY 


The  George  Washington  University  School  of 
Medicine,  Washington,  D.  C.,  will  have  the 
following  as  guest  lecturers  during  March  25-30 : 
Dr.  A.  Bielschowsky,  who  will  give  two  lectures 
daily  on  Motor  Anomalies  of  the  Eye,  illustrated 
with  Case  Demonstrations;  Dr.  Wiley  R.  Buf- 
fington, Vascular  Changes  in  the  Ocular  Fun- 
dus; Dr.  Grady  E.  Clay,  Diseases  of  the  Optic 
Nerve;  Dr.  Harry  S.  Gradle,  Ocular  Therapeu- 
tics; Dr.  Daniel  B.  Kirby,  The  Surgical  Treat- 
ment of  Cataract;  Dr.  Peter  Kronfeld,  The 
Ophthalmoscopic  Picture  of  Retinal  Detach- 
ment and  Its  Interpretation;  Dr.  Ralph  Irving 
Lloyd,  Ocular  Syndromes;  Dr.  S.  Hanford  Mc- 
Kee, Allergy  in  Relation  to  Ophthalmology; 
Dr.  C.  S.  O’Brien,  Glaucoma;  Dr.  Avery  DeHart 
Prangen,  1.  Applied  Refraction,  2.  Differential 
Diagnosis  of  the  Phorias;  Dr.  Bernard  Samuels, 
Sympathetic  Ophthalmia;  Dr.  Albert  C.  Snell, 
Industrial  Ophthalmology;  Dr.  Edmund  B. 
Spaeth,  Plastic  Surgery  of  the  Eye;  Dr.  Georgi- 
ana  Dvorak  Theobald,  Pathology  of  the  Eye; 
Dr.  Phillips  Thygeson,  Conjunctivitis;  Dr. 
Robert  Von  der  Heydt,  1.  Slitlamp  Findings  of 
Trauma  to  the  Eye  and  Lens,  2.  Color  Photo- 
graph Clinic  of  Rare  and  Interesting  Fundi  and 
Anterior  Eye  Conditions;  and  Scott  Sterling, 
Ophthalmic  Lenses. 


The  Staff  of  the  Department  of  Ophthal- 
mology, the  George  Washington  University 
School  of  Medicine  will  present:  Dr.  Wm. 

Thomwall  Davis,  lecturing  on  Treatment  of 
Accommodative  Squint,  illustrated  by  Case 
Demonstrations;  Dr.  G.  Victor  Simpson,  Neuro- 
Ophthalmology;  Dr.  Ernest  Sheppard,  The 
Ocular  Manifestations  of  Syphilis;  Dr.  E.  Leon- 
ard Goodman,  The  Surgical  Treatment  of  Glau- 
coma; Dr.  Ronald  A.  Cox,  The  Lacrimal  Appara- 
tus; and  Commander  J.  C.  Adams,  Medical 
Corps,  U.-S.  N.,  Aviation  Ophthalmology. 

The  fee  is  $50  ($15  payable  with  registration). 

A Special  Practical  Course  in  Ocular  Surgery, 
Pathology,  and  Orthoptics  will  be  given  and  will 
be  limited  to  25  participants — March  19-23, 
1940  (inclusive).  The  Resident  Staff  of  the 
Department  of  Ophthalmology  of  the  George 
Washington  University  School  of  Medicine  and 
the  Army  Medical  Museum  will  give  lectures  on 
1.  Surgery  of  the  Eye  on  Cadaver  and  Animal 
Eyes,  2.  Ocular  Pathology  at  the  Army  Medical 
Museum  with  material  from  the  Registry  of 
Ophthalmic  Pathology  of  the  American  Academy 
of  Ophthalmology  and  Otolaryngology,  and 
3.  Practical  course  in  the  technique  of  Orthoptic 
Training. 

The  fee  is  $100. 


Too  many  square  meals  make  too  many  round 
figures. — Medical  World 


An  outbreak  of  scarlet  fever  in  Hornell  in 
October  was  traced  to  raw  milk. 


THE  USE  OF  AMPHETAMINE  (BENZEDRINE)  SULFATE  IN 
ALCOHOLISM  WITH  AND  WITHOUT  PSYCHOSIS 


Edward  C.  Reifenstein,  Jr.,  M.D.,  and  Eugene  Davidoff,  M.D., 

Syracuse,  New  York 

( From  the  Department  of  Psychiatry,  Syracuse  University  College  of  Medicine,  and  from  the  Syracuse 

Psychopathic  Hospital ) 


In  January,  1936,  we  began  an  investi- 
gation of  the  stimulating  action  of 
amphetamine  (benzedrine)  sulfate  on 
abnormal  mental  states  characterized  by 
depression  or  self-absorption.  Certain 
toxic  depressive  states  due  to  alcohol 
were  included.  We  observed  that  the 
alcoholic  cases  were  among  those  most 
favorably  affected,  and  in  October,  1936, 
we  reported1  a beneficial  response  in  6 
of  7 cases  with  a history  of  more  than 
moderate  alcoholic  indulgence. 

In  May,  1937,  we  presented2  a com- 
parative study  of  55  depressed  and  self- 
absorbed  patients,  and  stated  that  the 
most  consistent  improvement  was  ob- 
tained in  the  alcoholic  cases.  These 
observations  lead  us  to  investigate  a 
series  of  28  cases  with  acute  alcoholic 
psychoses  of  recent  onset.  The  definite, 
and,  at  times,  marked  acceleration  of  im- 
provement which  was  observed  in  93  per 
cent  of  these  patients  was  recorded  in  the 
preliminary  report  published  in  May, 
1938. 3 We  also  found  a more  satisfactory 
response  in  states  of  intoxication  brought 
on  by  alcohol  in  which  no  psychosis  was 
demonstrable  and  in  the  depressive  after- 
effects of  alcoholism.  Subsequent  com- 
parison with  the  response  of  other  psy- 
chiatric conditions4-5  has  served  to  em- 
phasize the  relative  effectiveness. 

In  the  present  communication  we  have 
extended  our  study  to  a series  of  over  100 
cases  of  alcoholism  with  and  without 
psychosis  and  have  compared  the  results 
with  a comparable  series  of  consecutive 
cases  that  did  not  receive  amphetamine 
sulfate.  For  purposes  of  convenience, 
we  have  grouped  the  case  material  in 
five  subdivisions:  (1)  acute  alcoholic 


psychoses,  (2)  protracted  alcoholic  psy- 
choses tending  toward  deterioration,  (3) 
without  psychosis:  acute  intoxication, 

(4)  without  psychosis:  chronic  alcohol- 

ism involving  addiction,  and  (5)  alcoholic 
states  complicating  other  mental  illness. 

Method 

As  soon  as  a patient  in  an  alcoholic  state 
was  admitted  to  the  hospital,  he  was  sub- 
jected to  a thorough  physical  and  mental 
examination  and  was  given  amphetamine 
sulfate  unless  the  medication  was  contrain- 
dicated by  reason  of  severe  hypertension 
or  cardiac  disease.  The  dosage  was  usually 
20  to  30  mg.  daily  as  a single  dose,  and 
the  drug  was  administered  orally,  in- 
travenously, or  at  times  by  both  routes. 
Unpleasant  and  untoward  reactions  were 
negligible  for  the  most  part.  All  other 
medications  and  procedures  were  omitted 
deliberately.  The  physiologic  and  the 
psychologic  status  of  the  patient  was  ob- 
served at  frequent  intervals  according 
to  methods  previously  reported. 2’6»7’8*9 
After  an  interval  of  observation,  the  pa- 
tient was  presented  at  a staff  conference 
and  an  official  diagnosis  was  established 
following  the  classification  of  the  Ameri- 
can Psychiatric  Association.  The  dis- 
position of  the  patient  was  then  deter- 
mined. In  most  instances,  amphetamine 
sulfate  was  continued  throughout  the 
residence  of  the  patient  in  the  hospital. 
Upon  discharge,  whenever  possible,  the 
patient  was  referred  to  the  outpatient 
clinic  to  continue  medication. 

In  an  estimation  of  the  influence  of  the 
drug  in  these  cases,  consideration  was 
given  to  (a)  the  opinion  of  the  staff  mem- 
bers who  were  unaware  of  the  medica- 


Read  at  the  Annual  Meeting  of  the  Medical  Society  of  the  State  of  New  York, 
Syracuse,  April  26,  1939 

247 


248 


REI FEN STEIN  AND  DAVIDOFF 


[N.  Y.  State  J.  M. 


•1. 

2. 

3* 

k. 

5. 

6. 

7. 

8. 

9. 

10. 

11. 

12. 


13.  w.F. 

14.  a.s. 

15.  A «U. 


►Committed***** 


8 


Control  Cases 


A.R. 

j.c.  HHHIHi 

g . U . •♦♦♦♦committed***** 


Average 


Average 


7 


15 

15 


Fig.  1.  Effect  of  amphetamine  (benzedrine)  sulfate  on  alcoholic  psychoses  days  necessary  for 

recovery  delirium  tremens. 


tion  employed  in  a given  case,  (b)  the 
response  as  compared  with  control  cases, 
(c)  the  rapidity  of  dissipation  of  the  psy- 
chotic state,  (d)  the  length  of  time  to 
transfer  to  a convalescent  ward,  (e)  the 
length  of  hospital  residence,  and  (f)  the 
final  disposition  of  the  patient  (com- 
mitted or  discharged) . 

Results 

1.  Acute  Alcoholic  Psychoses. — In  this 
group  we  include  cases  diagnosed  as 
pathologic  intoxication,  delirium  tre- 
mens, and  acute  hallucinosis.  The  most 
striking  difference  between  the  35  ampheta- 
mine treated  cases  and  the  35  control  cases 
was  observed  in  the  rapidity  with  which 
the  psychotic  symptoms  disappeared  in 
those  patients  receiving  the  drug.  These 
results  are  indicated  in  Table  1.  How- 
ever, the  percentage  of  recoveries  was 
moderately  increased  by  the  use  of  am- 
phetamine sulfate,  for  94  per  cent  of  the 
treated  cases  recovered,  as  contrasted 
with  86  per  cent  of  the  control  cases. 
Only  2 amphetamine  patients  were  com- 
mitted, while  5 control  cases  required 
additional  institutionalization. 

Of  the  acute  alcoholic  psychoses  the 


TABLE  1. — Recovery  and  Rapidity  of  Improvement 
in  Consecutive  Treated  and  Control  Cases 


Num- 

Average Num- 

Total 

ber 

Days 

ber 

Num- 

of 

N eces- 

of 

ber 

Cases 

sary 

Cases 

of 

Recov- 

for Re- 

Com- 

Diagnosis 

Cases 

ered 

covery 

mitted 

Pathologic  intoxication 

Control  cases 

12 

11 

8.6 

1 

Amphetamine  cases 

12 

12 

4.3 

0 

Delirium  tremens 

Control  cases 

15 

14 

7.0 

1 

Amphetamine  cases 

15 

14 

3.1 

1 

Acute  hallucinosis 

Control  cases 

8 

5 

12.0 

3 

Amphetamine  cases 

8 

7 

9.9 

r 

Korsakow’s  psychosis 

Control  cases 

7 

2 

5 

Amphetamine  cases 

7 

5 

10.6 

2 

cases  of  pathologic  intoxication  responded 
best.  When  compared  with  control  cases 
the  average  length  of  time  for  recovery 
was  diminished  by  half  (Table  2).  Those 
patients  receiving  amphetamine  sulfate 
were  transferred  more  quickly  to  a con- 
valescent ward,  and  in  spite  of  the  fact 
that  we  were  interested  particularly  in 
these  cases,  they  tended  to  stay  in  the 
hospital  for  a shorter  period  of  time.  It 
was  not  uncommon  for  all  evidences  of 
psychosis  to  disappear  in  twenty-four 
to  forty-eight  hours;  indeed,  physicians 
who  had  not  seen  the  patient  at  the  time 
of  admission,  frequently  were  reluctant 
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TABLE  2. — Rapidity  of  Improvement  in  Consecutive  Treated  and  Control  Cases  of  Pathologic  Intoxication 


Amphetamine  Sulfate  Cases 

Period  for 


Period  for 

Discharge 

Period  for 

Transfer  to 

from 

Case 

Recovery 

Convalescent 

Hospital 

Number 

in  Days 

Ward  in  Days 

in  Days 

1. 

1 

2 

12 

2 

2 

6 

8 

S. 

2 

6 

17 

4. 

3 

3 

13 

5. 

3 

3 

25 

6. 

3 

5 

9 

7. 

3 

7 

14 

8. 

3 

8 

16 

9. 

4 

4 

11 

10. 

7 

3 

18 

11. 

10 

7 

23 

12. 

11 

7 

19 

Average 

4.3 

5.0 

15.4 

Control  Cases 


Period  for 

Period  for 
Transfer  to 

Period  for 
Discharge 
from 

Case 

Recovery 

Convalescent 

Hospital 

Number 

in  Days 

Ward  in  Days 

in  Days 

1. 

3 

3 

8 

2 

6 

6 

13 

3! 

6 

6 

19 

4. 

7 

4 

18 

5. 

9 

6 

21 

6. 

9 

7 

26 

7. 

9 

7 

33 

S. 

10 

4 

24 

9. 

10 

7 

13 

10. 

13 

5 

23 

11. 

13 

10 

17 

12. 

Committed 

Average 

8.6 

5.9 

19.5 

to  consider  him  psychotic  because  of  the 
rapid  improvement  of  the  mental  state. 

It  is  likely  that  some  cases  would  have 
been  classified  as  pathologic  intoxication 
rather  than  as  without  psychosis  had 
they  not  received  amphetamine  sulfate. 
Statistically,  this  seems  apparent  in 
Table  3.  The  percentage  of  cases  diag- 
nosed as  pathologic  intoxication  de- 
creased from  20  per  cent  in  the  control 
period  to  15  per  cent  in  the  amphetamine 
period  at  the  same  time  that  the  cases 
classified  as  without  psychosis  increased 
from  26  to  36  per  cent. 

Favorable  results  were  observed  also 
in  the  cases  of  delirium  tremens.  This  is 
indicated  in  Fig.  1.  The  drug  was  most 
effective  in  cases  of  recent  onset.  How- 
ever, greater  care  was  necessary  in  the 
selection  of  patients  for  treatment  be- 
cause of  the  organic  alterations  that  ac- 
companied the  more  protracted  cases. 
The  frequent  occurrence  of  complicating 
physical  conditions  such  as  pneumonia 
or  vitamin  deficiency  necessitated  addi- 
tional caution.  For  these  reasons  our 
amphetamine  treated  cases  represent  a 
selected  group.  When  compared  with  a 
similarly  selected  control  group  of  con- 
secutive admissions,  the  length  of  time 
for  recovery  in  the  treated  cases  was  found 
to  be  decreased  by  more  than  half.  In 
considering  these  results,  recognition 
must  be  given  to  the  fact  that  certain  of 
the  cases  received  other  medication  such 
as  paraldehyde,  barbiturates,  and  even 
morphine,  prior  to  admission,  and  that  a 
synergistic  or  antagonistic  action  of  these 


TABLE  3. — Variations  of  Diagnostic  Groupings  in 
Treated  and  Control  Cases 


Amphetamine 
Control  Period  Sulfate  Period 
(1937  to  1938)  (1938  to  1939) 


Num- 

Per- 

Num- 

Per- 

Diagnostic Group 

ber 

centage 

ber 

centage 

Pathologic  intoxication 

15 

20.3 

13 

14.8 

Delirium  tremens 

11 

14.9 

17 

19.3 

Acute  hallucinosis 

4 

5.4 

6 

6.8 

Korsakow’s 

8 

10.8 

2 

2.3 

Deterioration  includ- 

ing paranoid,  pseudo- 

paresis, etc. 

17 

22.9 

18 

20.4 

Without-psychosis  al- 

coholism 

19 

25.7 

32 

36.4 

Total 

74 

88 

drugs  with  amphetamine  is  conceivable 
in  these  cases.9 

The  results  of  treatment  with  ampheta- 
mine sulfate  in  the  patients  with  acute 
hallucinosis,  while  moderately  favorable, 
were  not  as  striking  as  those  of  the  two 
previous  diagnostic  groups.  At  the  same 
time  a comparison  with  a similar  control 
group  of  consecutive  admissions  revealed 
that  3 of  8 control  patients  were  committed 
while  only  1 of  8 amphetamine  patients 
required  further  institutionalization.  The 
less  favorable  response  in  acute  hallucino- 
sis is  partially  explained  in  another  com- 
munication by  one  of  us  (Davidoff10)  on 
the  basis  of  the  inadequate  personality 
frequently  encountered  in  this  group. 

2.  Protracted  Alcoholic  Psychoses 
Tending  Toward  Deterioration. — The  re- 
sults of  the  use  of  amphetamine  sulfate 
in  patients  with  Korsakow’s  psychosis, 
while  less  impressive  than  those  of  the 
acute  alcoholic  psychoses,  were  fairly 
satisfactory,  particularly  when  compared 
with  the  control  cases.  In  the  latter 
group  of  7 consecutive  patients  only  1 
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showed  any  degree  of  improvement,  5 re- 
quired commitment,  and  1 died.  In  the 
amphetamine  series  only  2 required  fur- 
ther institutionalization.  The  tendency 
toward  deterioration,  the  complicating 
physical  conditions  and  vitamin  deficien- 
cies, and  the  preadmission  medication 
presented  obstacles  for  satisfactory  treat- 
ment similar  to  those  encountered  in  the 
delirium  tremens  group.  The  statistical 
data  in  Table  3 revealed  that  the  per- 
centage of  cases  diagnosed  as  Korsakow’s 
psychosis  decreased  from  10.8  per  cent 
in  the  control  period  to  2.3  per  cent  in  the 
amphetamine  period  at  the  same  time 
that  the  cases  classified  as  delirium  tre- 
mens increased  from  14.9  to  19.3  per 
cent.  This  seems  to  indicate  an  abort- 
ing effect  of  amphetamine  sulfate  on  the 
symptoms  of  Korsakow’s  psychosis  (sub- 
acute type)  with  a resultant  classification 
as  delirium  tremens. 

In  the  other  more  severe,  deteriorating 
types  of  alcoholic  psychoses  where  per- 
sonality alterations  and  organic  sensorial 
defects  were  present  and  progressive, 
amphetamine  sulfate  appeared  to  be 
without  value.  In  the  series  of  control 
and  amphetamine  patients,  almost  all 
were  sooner  or  later  committed  regard- 
less of  whether  amphetamine  sulfate  had 
been  administered. 

3.  Without  Psychosis:  Acute  Intoxica- 
tion.— We  have  been  impressed  repeatedly 
with  the  effectiveness  of  amphetamine 
sulfate  in  the  acute  phases  of  alcoholic 
intoxication.  Frequently,  boisterous,  ex- 
cited, hyperactive,  surly,  and  irritable 
individuals  are  quieted  by  the  drug;  a 
few  fall  asleep  after  the  medication. 
Beginning  tremor  in  these  patients  is 
aborted.  Occasionally,  however,  the  drug 
appears  to  increase  the  excitement  or 
the  tremulousness.  The  incoherence  and 
incoordination  characteristic  of  the  more 
profound  stages  of  inebriation  is  replaced 
rapidly  by  a more  sober  coordinate  state. 
Persons  who  have  imbibed  sufficiently 
to  become  stuporous  have  been  aroused 
within  thirty  minutes  following  the  in- 
travenous injection  of  20  to  30  mg.  of 
amphetamine  sulfate.  The  drug  has 
rendered  depressed,  sullen,  and  asocial 


intoxicated  individuals  more  cheerful 
and  adaptable.  Certain  of  our  chronic 
alcoholics  have  developed  the  habit  of 
taking  amphetamine  sulfate  in  prepara- 
tion for  periodic  excessive  indulgence. 
They  claim  that  they  are  able  to  con- 
sume larger  quantities  of  alcohol  with- 
out the  appearance  of  unpleasant  symp- 
toms. For  the  same  reason,  other  pa- 
tients carry  the  drug  in  tablet  form  with 
them  and  take  it  during  or  subsequent 
to  an  alcoholic  spree.  Some  persons  ob- 
tain the  same  results  by  excessive  use  of 
the  amphetamine  inhaler.  Patients  re- 
ceiving amphetamine  sulfate  daily  for 
chronic  alcoholism  at  times  severely 
overdose  themselves  while  too  intoxicated 
to  be  responsible  and  to  remember  how 
many  tablets  they  have  taken.  Others 
occasionally  overdose  themselves  in  at- 
tempting to  ingest  an  amount  of  ampheta- 
mine sulfate  commensurate  with  the 
quantities  of  alcohol  consumed. 

Following  any  period  of  excessive  in- 
dulgence there  appears,  within  some 
hours,  the  characteristic  physiologic  and 
psychologic  after-effects  and  withdrawal 
symptoms.  In  persons  who  have  re- 
ceived amphetamine  sulfate  during  the 
acute  stages  of  intoxication  these  symp- 
toms are  aborted  or  mild.  In  other 
individuals  who  are  not  thus  medicated 
previously,  these  disturbing  symptoms 
can  be  dissipated  quickly  within  a few 
hours  by  oral  doses  of  10  to  20  mg.  of  the 
drug.  Wilbur,  MacLean,  and  Allen11 
(_  have  made  similar  observations.  These 
after-effects  of  an  acute  alcoholic  episode 
in  chronic  alcoholic  individuals  can  be 
similarly  alleviated  without  altering  the 
habitual  tendency  toward  inebriation. 

4.  Without  Psychosis:  Chronic  Alco- 

holism Involving  Addiction. — A review 
of  the  alcoholic  individuals  admitted  to 
the  hospital  over  a period  of  several  years 
and  diagnosed  as  without  psychosis  : 
alcoholism  revealed  that  a number  of 
these  persons  were  readmitted  subse- 
quently with  deteriorating  psychoses. 
In  these  cases  amphetamine  sulfate  had 
no  beneficial  or  deterrent  effect.  These 
cases  further  indicate  the  type  of  pa- 
tients we  are  including  in  the  group  classi- 
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fied  as  without  psychosis:  chronic  al- 

coholism involving  addiction.  We  are 
not  discussing  the  more-than-occasional 
social  drinkers,  but  chronic  imbibers  who 
have  developed  sufficiently  abnormal  re- 
action patterns  while  drinking  to  necessi- 
tate admission  to  a mental  hospital  to  de- 
termine whether  or  not  they  are  psy- 
chotic. In  the  hospital  these  patients, 
although  not  considered  psychotic,  ex- 
hibited frequently  depressive  after-effects 
of  continuous  daily  imbibing.  On  these 
symptoms  amphetamine  sulfate  exerted 
the  usual  ameliorative  effect. 

An  effort  was  made  to  uncover  and  ad- 
just the  fundamental  problems  underly- 
ing the  addiction  in  all  of  the  alcoholics 
during  their  stay  in  the  hospital,  utiliz- 
ing the  enforced  abstinence  of  institution- 
alization, the  stimulating  action  of  am- 
phetamine sulfate,  and  psychotherapy. 
As  far  as  possible  all  patients  were  urged 
strongly  to  attend  the  outpatient  clinic 
following  discharge  in  order  to  continue 
medication  and  the  psychotherapeutic 
endeavors  of  the  physician.  However,  a 
discouragingly  small  number  of  patients 
reported  for  more  than  one  visit,  al- 
though almost  all  had  expressed  their 
earnest  desire  to  receive  assistance  in 
overcoming  the  habit.  The  unreliability 
of  the  chronic  alcoholic  in  this  respect  is 
notorious.  The  obstacles  to  clinic  treat- 
ment introduced  by  the  overprotective 
attitudes,  the  falsified  reports,  and  the 
personal  drinking  habits  of  marital  part- 
ners or  other  relatives,  are  too  well  known 
to  need  further  comment.  Those  pa- 
tients who  did  report  were  for  the  most 
part  sporadic  in  their  attendance,  and 
soon  were  bored  by  the  therapeutic  pro- 
gram. The  personality  factors  contribut- 
ing to  this  behavior  have  been  pointed 
out  elsewhere  by  one  of  us  (Davidoff 10) . 

Of  30  patients  who  attended  the  clinic 
with  some  regularity,  temporary  im- 
provement in  regard  to  addiction  has  been 
observed  in  only  3 of  the  recent  cases. 
All  patients  who  have  been  followed  more 
than  three  months  have  had  at  least  one 
relapse.  Most  of  them  sooner  or  later 
discontinued  the  medication  of  their  own 
accord  or  abused  its  use.  Psychotherapy, 


employed  during  the  period  when  the 
patients  were  attending  the  clinic,  were 
taking  amphetamine  sulfate,  and  were 
presumably  abstinent,  appeared  to  be 
no  more  effective  than  during  the  spon- 
taneous intervals  of  sobriety  which  oc- 
curred in  the  control  cases  or  during  the 
enforced  abstinence  of  institutionaliza- 
tion when  no  medication  was  adminis- 
tered. We  have  not  been  able  to  observe 
any  deterrent  effect  on  the  alcoholic 
habits  of  these  chronic  drinkers  from  the 
continuous  or  sporadic  use  of  ampheta- 
mine sulfate.  Indeed,  the  opposite  seems 
to  occur  at  times.  Some  patients,  plac- 
ing false  reliance  on  the  knowledge  that 
the  distressing  after-effects  are  dissipated 
quickly  by  the  drug,  imbibe  more  freely 
and  then  resort  to  the  ill-advised  and 
dangerous  procedure  of  self-medication. 
This  undesirable  practice  has  extended  to 
social  drinkers. 

The  continued  unsatisfactory  response 
of  chronic  alcoholic  addicts  to  ampheta- 
mine sulfate,  which  has  been  evident  con- 
sistently since  the  inception  of  the  in- 
vestigations, serves  to  emphasize  our 
statement  in  a previous  communication3 
“that  successful  treatment  of  chronic 
alcoholism  itself  requires  hospitalization 
in  an  institution  set  aside  for  this  pur- 
pose. Only  by  thus  restricting  the  use 
of  amphetamine  sulfate  can  physicians 
be  assured  of  adequate  supervision,  which 
will  minimize  the  dangers  of  unfavorable 
events  and  prevent  the  abuse  of  this  use- 
ful drug.” 

In  January,  1939,  Bloomberg12  re- 
ported 21  cases  of  chronic  alcoholism 
treated  with  amphetamine  sulfate  in 
office  and  clinic  practice.  Eight  of  his 
cases  discontinued  drinking  for  periods 
varying  from  two  weeks  to  thirteen 
months.  Four  cases  were  considered 
total  failures,  although  the  others  ex- 
hibited only  moderate  improvement.  He 
concluded  that  the  drug  is  of  great  value 
in  the  treatment  of  chronic  alcoholism, 
in  that  it  may  permit  a sufficient  interval 
of  sobriety  for  the  employment  of  psy- 
chotherapeutic procedures.  As  is  evident 
from  the  previous  discussion,  we  cannot 
share  this  opinion  because  our  results  in 
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chronic  alcoholics  with  addiction  have 
been  uniformly  unsatisfactory. 

5.  Alcoholic  States  Complicating  Other 
Mental  Illness. — Alcohol  may  serve  as  a 
precipitating  factor  in  the  institutionaliza- 
tion of  patients  with  other  forms  of 
mental  illness.  Such  individuals  who 
have  been  drinking  may  be  admitted  to 
the  hospital  with  manifestations  suggest- 
ing acute  intoxication,  such  as  confusion, 
depression,  or  excitement.  In  these  pa- 
tients amphetamine  sulfate  has  been  ef- 
fective in  alleviating  the  symptoms  inter- 
preted as  acute  intoxication  unless  such 
manifestations  are  part  of  the  funda- 
mental pre-existing  mental  illness  which 
has  been  accentuated  by  the  alcohol. 
The  bizarre,  unclear,  clinical  syndrome 
which  these  cases  present  on  admission 
to  the  hospital  may  be  clarified  more 
rapidly  by  the  administration  of  amphe- 
tamine sulfate  so  that  the  underlying  con- 
dition becomes  apparent,  particularly 
in  the  functional  states.  The  depressive 
after-effects  of  previous  inebriation  are 
dissipated  almost  as  well  as  in  the  un- 
complicated alcoholic  groups.  In  the 
presence  of  organic  deterioration  from 
any  cause  the  drug  is  not  effective. 

Summary 

A series  of  over  100  cases  of  alcoholism 
with  and  without  psychosis  has  been 
treated  with  amphetamine  sulfate  and 
compared  with  a comparable  series  of 
consecutive  control  cases.  The  results 
are  as  follows  : 

1.  In  the  acute  alcoholic  psychoses 
the  length  of  time  necessary  for  recovery 
was  considerably  diminished,  frequently 
by  half,  and  the  number  of  recoveries 
was  slightly  increased.  An  aborting  tend- 
ency of  the  therapy  was  cited  in  the 
shift  of  cases  from  the  pathologic  intoxi- 
cation group  to  the  without-psychosis 
classification. 

2.  In  the  protracted  alcoholic  psy- 
choses tending  toward  deterioration  the 
results  were  of  very  little  significance  ex- 
cept in  the  Korsakow’s  group  where  a 
smaller  number  of  cases  required  com- 
mitment after  treatment  with  the  drug. 
An  aborting  effect  was  observed  in  a 


shift  of  cases  from  the  diagnosis  of 
Korsakow’s  psychosis  to  the  classifica- 
tion of  delirium  tremens. 

3.  In  the  acute  phases  of  alcoholic 
intoxication  amphetamine  sulfate  has 
been  most  effective.  Likewise  the  char- 
acteristic physiologic  and  psychologic 
after-effects  of  acute  inebriation  have  been 
dissipated  quickly  by  the  drug. 

4.  In  the  treatment  of  chronic  alco- 
holic addiction  with  amphetamine  sulfate 
our  results  have  been  uniformly  unsatis- 
factory. However,  the  depression  follow- 
ing continuous  daily  imbibing  in  these 
patients  responds  to  the  drug  during  an 
institutional  regime. 

5.  In  alcoholic  states  complicating 
other  mental  illness,  amphetamine  sul- 
fate at  times  may  be  of  value  in  differen- 
tiating the  states  of  depression  due  to 
alcohol  alone,  which  are  usually  rapidly 
dissipated  by  the  drug,  from  the  states 
of  alcoholic  depression  superimposed  on 
and  masking  depression  of  psychogenic 
origin,  which  do  not  respond  as  readily 
to  the  drug. 

6.  Amphetamine  sulfate  is  of  value 
in  the  more  acute  phases  of  alcoholism 
with  and  without  psychosis. 

708  Irving  Avenue 
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Discussion 

Dr.  Albert  B.  Siewers,  Syracuse,  New  York — 
I feel  that  Drs.  Davidoff  and  Reifenstein  are  to 
be  commended  on  this  presentation,  particularly 
on  account  of  the  thoroughness  of  the  study, 
and  because  it  adds  one  more  link  to  the  chain 
of  clinical  evidence  in  the  use  of  amphetamine, 
and  also  because  it  is  a study  of  a medical  prob- 
lem which  is  too  often  neglected  by  medical 
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men.  If  it  is  not  neglected,  it  is  often  treated 
about  the  same  way  in  which  the  friends  of  the 
patient  would  treat  him,  which  is  to  get  him 
off  the  particular  bout  rather  than  with  definite 
rehabilitation  in  view. 

Alcoholism  in  any  form  is  a medical  problem 
with  many  psychologic  aspects.  Any  of  us 
who  have  had  experience  know  that  we  cannot 
expect  any  medicine  to  change  a fundamental 
personality  defect.  We  see  that  in  this  series 
of  cases  amphetamine  has  shortened  the  length 
of  time  that  the  alcoholic  has  been  sick.  Its 
application  in  private  practice  does  present 
many  difficult  problems.  Even  the  person  who 
comes  to  one’s  office  begging  for  help  to  cure  his 
alcohol  addiction  finds  some  excuse  after  a week 
or  so  not  to  keep  his  appointment,  and  you  next 
hear  that  he  is  being  treated  for  his  alcoholism 
by  someone  else. 

The  little  success  that  I have  had  in  treating 
alcoholics,  and  it  is  very  little,  seems  to  me  to 
hinge  largely  upon  development  of  the  patient’s 
personality,  so  that  social  satisfactions  are  avail- 
able to  him,  and  upon  the  development  of  the 
ambition  to  be  a teetotaler.  Whenever  the  am- 
bition to  be  a moderate  drinker  persists,  the 
alcoholism  continues. 

Dr.  Robert  J.  Stein,  Canandaigua,  New  York — 
There  are  several  reasons  why  Dr.  Reifenstein 
and  Dr.  Davidoff  are  to  be  commended  on  the 
excellent  paper  we  have  heard  today.  First, 
they  have  shown  us  fairly  conclusively  the 
definite  value  of  benzedrine  sulfate  in  acute 
phases  of  alcoholism  with  and  without  psychosis. 
Secondly,  their  paper  includes,  more  or  less,  the 
results  of  a scholarly  investigation  which  was 
first  initiated  in  1936.  In  spite  of  many  early 
encouraging  results,  the  authors  did  not  let 
enthusiasm  interfere  with  their  making  a careful 
study  of  the  value  of  this  drug.  Proceeding 
cautiously,  they  made  a comprehensive  survey 
of  the  pharmacologic  physiology  of  benzedrine 
sulfate,  and  .subsequent  clinical  investigations 
have  all  been  adequately  controlled.  Thirdly, 
their  unsatisfactory  results  obtained  in  treating 
chronic  alcoholism,  emphasize  the  seriousness 
that  confronts  the  medical  profession  in  dealing 
with  this  problem. 

On  the  other  hand,  success  in  treating  acute 
alcoholism,  and  the  study  of  benzedrine  sulfate’s 
physiologic  properties,  may  well  serve  to  stimu- 
late additional  research  by  considering  the  fol- 
lowing facts.  Our  present  accepted  treatment 
of  the  chronic  alcoholic  is  based  on  a resolving 
of  psychogenic  factors  that  may  account  for  the 
need  of  alcohol,  followed  by  a re-education  and 
rehabilitation  of  the  individual.  I believe  this 


treatment  is  undoubtedly  directed  toward  the 
reason  why  an  individual  may  find  an  “escape” 
with  alcohol,  but  that  we  have  lost  sight  of 
what  has  happened  to  him  biologically  so  that 
he  becomes  an  alcoholic.  By  this  I mean,  sup- 
posing the  above  accepted  treatment  is  carried 
out  successfully,  the  chronic  alcoholic  can  never 
again  use  alcohol  in  moderation,  and  a cure  is 
based  wholly  on  the  ability  of  an  individual  to 
live  his  life  without  alcohol  being  included  in  his 
diet.  In  short,  because  attempts  to  discover 
definite  biochemical  or  physiologic  changes  in 
chronic  alcoholism  have  been  unsatisfactory,  the 
individual  is  not  being  treated  as  a psycho- 
biologic entity. 

With  the  information  we  already  have  con- 
cerning the  physiologic  changes  in  alcoholism, 
how  can  we  then  correlate  some  of  the  findings 
presented  to  us  today  by  Dr.  Reifenstein? 
Studies  have  shown  that  the  toxicity  of  alcohol 
is  influenced  inversely  by  the  concentration  of 
the  sugar  in  the  blood.  Clinically  we  have 
noticed  improvement  in  “hang-over”  symptoms 
after  a patient  has  ingested  sugar.  We  have 
discovered  that  in  delirium  tremens  there  is  a 
lowered  oxygen  uptake,  reduction  in  blood 
chlorides,  dehydration  in  spite  of  cerebral  edema, 
and  liver  dysfunction  resulting  in  a disturbed 
carbohydrate  metabolism  and  a decreased  ac- 
tivity of  the  liver  as  a detoxifying  agent.  We 
know  the  resulting  cerebral  anoxemia,  and  cere- 
bral edema,  the  latter  producing  an  increased 
* intercranial  pressure,  causes  excitation  of  the 
sympathetic-adrenal  centers  which  will  tend 
to  compensate  for  the  anoxia.  Therefore,  can- 
not the  beneficial  results  obtained  in  the  use  of 
benzedrine  sulfate  be  explained  on  the  basis  of 
its  pseudo-sympathomimetic  activity  as  well  as 
its  central  stimulating  property?  In  chronic 
alcoholism  could  we  not  be  dealing  with  a more 
latent  type  of  carbohydrate  and  water  metabo- 
lism dysfunction,  not  readily  discovered,  but 
producing  some  irreversible  changes?  Could 
not  emotional  tension  due  to  psychologic  factors, 
in  addition  to  the  constant  stimulation  of  the 
sympathetic-adrenal  centers  from  this  cerebral 
anoxemia,  cause  a gradual  depletion  or  change 
of  the  chemical  products  that  are  obtained  by 
the  excitation  of  the  sympathetic  system? 
Could  not  benzedrine  sulfate,  or  some  other 
drug  effecting  a disturbed  metabolism,  take  the 
place  of  these  depleted  chemical  products? 
Some  of  us  have  seen  benzedrine  sulfate  take  the 
place  of  an  early  morning  drink,  so  that  a chronic 
alcoholic  could  end  his  present  debauch.  In  this 
case  the  drug  appears  to  be  a surrogate  for  alco- 
hol. 

Could  not  an  individual  after  he  has  be- 
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come  an  alcoholic  continue  to  need  a substitute 
for  alcohol  because  of  irreversible  biologic  changes 
that  have  taken  place?  These  questions  are  of 
course  speculative,  and  none  of  us  know  the 
answers  at  the  present  time.  Nevertheless,  we 


can  see  how  the  results  already  obtained  by  Dr. 
Reifenstein  and  Dr.  Davidoff  may  well  serve 
as  a stimulation  for  future  research  endeavors, 
especially  in  the  direction  of  a more  successful 
treatment  of  chronic  alcoholism. 
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BLOW  TO  TOMBSTONE  TRADE 
Based  on  data  supplied  by  the  various  State 
Health  Departments  to  the  National  Tubercu- 
losis Association,  63,332  persons  died  of  tubercu- 
losis in  1938  in  the  United  States,  as  compared 
with  69,292  in  1937,  a decline  of  nearly  6,000 
deaths. 


THOSE  LONG  EVENINGS 

“The  doctor  is  going  to  teach  me  to  play  cards 
so  that  I’ll  know  about  it  after  we’re  married.” 
“That’s  nice.  What  game  is  he  going  to  teach 
you?” 

“I  think  it  is  called  solitaire.” — Medical  Rec- 
ord 


ACUTE  PANCREATITIS 


John  J.  Morton,  Jr.,  M.D.,  Rochester,  New  York 

( From  the  Department  of  Surgery,  the  University  of  Rochester  School  of  Medicine  and  Dentistry, 

Rochester) 


During  the  ten  years  following  the 
publication  of  the  excellent  review 
by  Schmieden  and  Sebening,1  there  has 
been  an  increased  interest  in  the  problem 
of  acute  pancreatitis.  Many  articles 
have  appeared  in  the  medical  literature. 
Efforts  to  improve  the  diagnosis  have 
been  recorded.  Controversies  regarding 
the  proper  treatment  have  divided  sur- 
geons into  two  groups. 

This  study  is  based  upon  the  cases  of 
acute  pancreatitis  that  have  occurred  in 
the  Strong  Memorial  and  the  Rochester 
Municipal  hospitals.  The  clinical  im- 
pressions and  the  results  of  treatment 
have  been  abstracted  from  the  records. 
The  files  of  the  pathologic  department  on 
pancreatitis  have  been  consulted  as  well. 
The  pathologists  recognize  two  types  of 
acute  pancreatitis  at  postmortem  exami- 
nation which  will  not  be  included  in  this 
report.  There  were  24  cases  of  acute 
focal  pancreatitis  which  were  coincidental 
findings  in  fatal  cases  of  acute  infectious 
diseases,  in  some  degenerative  conditions, 
and  as  part  of  the  terminal  picture  in  some 
malignancies.  Undoubtedly,  a few  pa- 
tients have  acute  focal  pancreatitis  with 
survival.  Such  cases  may  be  recorded 
by  the  laboratory  tests  now  in  use  in 
many  clinics.  It  is  also  fairly  common 
to  find  acute  and  chronic  pancreatitis  of  a 
more  extensive  character  as  part  of  the 
contributing  cause  of  death.  In  some 
instances  this  acute  condition  is  pro- 
nounced, with  fat  necroses  and  severe 
interstitial  inflammation.  The  picture 
of  acute  and  chronic  pancreatitis  was  re- 
corded in  29  instances.  It  was  noted 
about  equally  in  failing  circulatory  states  ; 
in  malignancies  with  metastases  to  lymph 
nodes  in  the  pancreas  region ; in  carcinoma- 
tous extensions  into  the  pancreas  itself. 


Etiology. — No  attempt  will  be  made  to 
discuss  the  basic  etiologic  factors  respon- 
sible for  the  behavior  of  the  pancreatic 
ferments.  Nearly  every  writer  on  acute 
pancreatitis  has  covered  this  aspect  of  the 
etiology.  Contributing  factors  that  may 
lead  to  the  condition  may  be  grouped 
under  several  headings. 

1.  Trauma: 

(a)  accidental  (Table  1) 

(b)  surgical  (Table  2) 

(anesthesia) 

2.  Infections  in  Region  with  Extension 
to  Pancreas: 

(a)  duodenal  ulcer,  penetrating 

head  pancreas 

(b)  other  types  (gallbladder, 

biliary  ducts,  kidney,  ileo- 
cecal) 

3.  Toxic: 

(a)  alcoholism 

(b)  drugs  (arsphenamine) 

4.  Obstructions  to  Biliary  Passages 
(Partial  or  Complete) : 

(a)  stone.  (Opie) 

(b)  spasm  sphincter  Oddi  (Archi- 

bald) 

(c)  infection 

(d)  tumor 

(e)  duodenal  diverticula 

(f)  ascaris 

5.  Circulatory  Stasis : 

(a)  general  (heart  failure,  hyper- 

tensive apoplexy) 

(b)  local  (thrombosis  or  embo- 

lism of  pancreatic  vessels) 

In  this  review,  examples  of  nearly 
every  one  of  these  contributing  causes 
have  been  noted.  Accidental  trauma 
may  be  complicated  by  this  catastrophe. 
The  surgery  in  the  region  of  the  head  of 
the  pancreas  should  involve  as  little 
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TABLE  1. POSTTRAUMATIC  PANCREATITIS 


Case 

Diagnosis 

Course 

Findings 

F.  E. 

Compound  fract. 
tibia  & fibula 

Fat  embolism 

Acute  pancreatitis.  Fat  necrosis 

A.  T. 

Fract.  humerus 

Bad  shape  for  10  days.  Decided  to 
operate  but  sudden  death  before 
op. — pulm.  embolism 

Pulmonary  embolism.  Cardiac  hyper- 
trophy. Ac.  mitral  endocarditis. 
Ac.  hemorrhagic  pancreatitis 

M.  G. 

Fract.  ribs  several 
R.  hemothorax 
Fr.  bones  leg 
Fr.  clavicle 
Fr.  6th  D.  vert 

Cyanosis  and  intractable  distention. 
Death  21  hrs.  after  accident 

200.  cc.  blood-tinged  fluid.  Brown 
discoloration  head  pancreas.  Gland 
intact.  Widespread  fat  necrosis 

trauma  as  possible  in  order  to  forestall 
such  a complication.  Surgeons  should 
keep  this  in  mind  when  faced  with  such 
conditions.  The  occurrence  of  acute 
pancreatic  necrosis  during  or  directly 
following  anesthesia  has  been  recorded 
by  Cracovaner.2  This  must  be  a rare 
occurrence  but  it  may  have  been  a con- 
tributing factor  in  2 of  our  cases.  Toxic 
substances  may  be  partially  responsible 
for  the  etiology  of  acute  hemorrhagic  pan- 
creatitis. Many  writers  have  commented 
on  this  aspect.3*4  Acute  pancreatitis 
followed  heavy  use  of  alcohol  in  at  least 
3 of  our  series.  Intravenous  arsenicals 
also  have  been  implicated  in  some  in- 
stances.5 In  1 of  our  patients  the  attack 
was  precipitated  immediately  after  the 
treatment  while  the  patient  was  still  in 
the  physician’s  office.  The  common 
channel  of  the  biliary  and  pancreatic 
ducts  (Opie)  has  been  recorded  by  almost 
every  writer  on  the  subject.  There  were 
several  instances,  clearly  demonstrated 
at  postmortem  in  this  series.  It  is  by 
no  means  as  important  a finding  as  it  was 
once  considered.6  Occasionally,  an  in- 
teresting bacteriologic  study  shows  how 
the  pancreatic  ducts  fail  to  resist  organ- 
isms under  pressure.  Holman7  reported 
that  the  typhoid  bacillus  which  had  been 
present  in  the  gallbladder  for  twenty 
years  had  produced  a fatal  pancreatitis 
when  a stone  blocked  the  common  duct. 
Rich  and  Duff8  emphasized  the  peculiar 
type  of  vascular  necrosis  caused  by  the 
tryptic  ferment  when  the  duct-acinar  sys- 
tem had  been  disrupted  through  obstruc- 
tion to  the  pancreatic  secretion.  When 
obstruction  has  taken  place  over  a long 
period  there  may  be  no  effect  upon  the 
pancreas  even  though  its  ducts  be  widely 
dilated.  This  may  be  due  to  absence  of 


pancreatic  secretion  or  accommodation  to 
the  unusual  circumstances.  It  is  difficult 
to  explain  the  report  of  White  and  Owen9 
except  upon  such  a basis.  The  associa- 
tion of  biliary  tract  disease  and  acute 
pancreatitis  has  been  commented  upon  by 
many  writers.  It  varies  from  20  per 
cent  to  80  per  cent.  Brody  and  Custer10 
reported  on  the  degenerative  and  inflam- 
matory types  of  acute  hemorrhagic  pan- 
creatitis. 

Pathology. — In  Fitz’s  original  communi- 
cation on  acute  pancreatitis,  he  called  at- 
tention to  three  forms  of  the  condition: 
the  hemorrhagic,  the  gangrenous,  and  the 
suppurative.  For  many  years  it  has  been 
apparent  that  there  is  a less  violent  form 
which  has  been  called  acute  pancreatic 
edema  (Zoepffel).  Recently  Elman11'12’13 
has  written  several  papers  on  this 
nonhemorrhagic  form  of  pancreatitis. 
He  called  it  acute  interstitial  pancreatitis 
in  one  review,  gathering  37  cases.11 
Archibald,  Dan  Jones,  Stetten,  Quick, 
and  Brocq  had  written  on  this  form  of 
the  condition  previously.  Practically 
every  surgeon  of  experience  has  encoun- 
tered the  condition  at  some  time.  It  was 
once  considered  to  be  the  early  stage  of 
the  acute  hemorrhagic  variety.  The 
condition  then  was  supposed  to  progress 
from  edema  to  hemorrhage  to  necrosis  or 
massive  gangrene  to  abscess  or  cystic  de- 
generation. It  has  been  established  now 
without  doubt  that  many  cases  of  acute 
pancreatic  edema  never  advance  beyond 
that  stage  but  tend  rather  to  regress. 
Consequently,  for  evaluation  of  therapy, 
two  or  three  distinct  groups  should  be 
made.  In  this  series  an  effort  has  been 
made  to  separate  acute  pancreatitis  into 
three  groups:  (1)  acute  edematous  pan- 

creatitis, (2)  acute  hemorrhagic/necrotic 
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TABLE  2. — Postoperative  Pancreatitis 


Case 

Diagnosis 

Operation 

Result 

Findings 

A.  D. 

Pen.  duod.  ulcer 

head  pancreas 

Posterior  gastroenterostomy 

D.  5 d 

p.o. 

Acute  and  chronic  pancreatitis 

H.  K. 

? Perf.  ulcer 

Exploration 

Chylous  ascites 

D.  3 d 

p.o. 

Chr.  cholecystitis.  Chr.  chole- 
lithiasis. Ac.  & chr.  pan- 

creatitis. Extensive  fat  ne- 
crosis 

J.  D. 

Bleeding  duod.  ulcer 

Resection  d.u.  Billroth  I, 

anast. 

D.  9 d 

p.o. 

Induration  pancreas.  Fat  ne- 
crosis 

F.  A. 

Bleeding  duod.  ulcer 

Resection  d.u.  Polya-Moyni- 
han  anastomosis 

D.  8 d 

p.o. 

Duodenal  leak.  Acute  pancrea- 
titis. Fatnec.  Peritonitis  local 

R.  W. 

Stone  in  common 
duct 

Breaking  and  removal  stone 

D.  1 d p.o. 

Acute  pancreatitis 

C.  McK. 

Chr.  cholecystitis 
Chr.  cholelithiasis 

Cholecystectomy 

D.  4 d 

p.o. 

Bronchopneumonia.  Ruptured 
wd.  Ac.  & chr.  pancreatitis 

A.  M. 

Stone  in  common 
duct 

Dr.  common  duct.  Chr.  pan- 
creatitis 

D.  8 d 

p.o. 

Subacute  pancreatitis 

O.  H. 

Chr.  cholecystitis 
Chr.  cholelithiasis 

Cholecystectomy.  Colloid  ca. 
g.b. 

D.  4 d 

p.o. 

Subacute  pancreatitis.  Fat  ne- 
crosis 

I.  s. 

Carcinoma  colon 

Resection  colon,  E.  to  side 
anast. 

D.  2 d 

p.o. 

Auricular  fibrillation.  Acute 

pancreatitis 

A.  K. 

Toxic  nodular  goiter 

Thyroidectomy  partial 

D.  1 d 

p.o. 

Thought  to  be  thyroid  storm. 
P.M. — Acute  hem.  pancrea- 
titis 

pancreatitis,  (3)  pancreatic  abscess.  The 
basis  for  this  grouping  has  been  made 
from  the  description  of  the  pancreas  as 
seen  by  the  surgeon  at  operation;  or  as 
given  by  the  pathologist  at  the  post- 
mortem examination.  There  may  be 
flaws  in  this  classification.  Some  cases 
of  edema  of  the  pancreas  have  been  ac- 
companied by  bloody  or  prune  juice 
exudate  and  fat  necroses;  others  have 
lacked  one  or  both  of  these  accompani- 
ments. The  pancreas  has  been  greatly 
enlarged,  in  part  or  as  a whole  in  every 
instance.  Sometimes  it  has  been  firm, 
nodular,  and  tense.  At  other  times  it  has 
been  soft  and  boggy.  There  has  been  a 
peculiar  translucent  greenish  edema  in 
the  mesenteric,  omental,  or  retroperi- 
toneal tissues  in  proximity  to  the  pan- 
creas in  some  cases  (Eliason  and  North).14 
Mild  forms  of  pancreatic  edema  which 
would  be  revealed  by  laboratory  tests 
have  not  been  included  in  this  report. 
Although  the  amylase  test  has  been  added 
to  the  examinations  now  being  done,  our 
experience  with  it  has  been  too  limited. 
We  have  seen  and  diagnosed  clinically  a 
considerable  number  of  cases  of  acute 
pancreatitis.  These  have  not  been  added 
because  they  lacked  scientific  verifica- 
tion. If  the  diagnosis  of  the  mild  forms 
must  rest  entirely  upon  a laboratory 
test,  statistics  for  this  type  might  best 
be  included  in  still  another  group.15  Con- 
sequently, the  acute  edematous  cases  re- 
ported here  have  been  of  the  more  severe 


type.  The  other  two  groups  which  we 
have  made  would  seem  to  be  self-explana- 
tory. 

Symptoms. — The  symptoms  given  by 
the  three  groups  of  acute  pancreatitis  in- 
cluded in  this  report  cannot  be  used  for 
differentiation  of  the  groups.  The  milder 
forms  of  the  edematous  variety  may  give 
almost  similar  symptoms  but  they  tend 
to  lessen  in  severity  within  a few 
days.13*15,16  Pain  was  present  in  100 
per  cent  of  all  types.  It  has  been  de- 
scribed as  “agonizing,,,“unbearable,,,“ex- 
cruciating,,,  “knifelike,”  “stabbing,’ ’ and 
“colicky.”  It  struck  suddenly,  severely. 
It  was  usually  steady,  persistent,  heavy. 
Large  doses  of  morphine  were  required 
for  relief  and  even  failed  in  some  in- 
stances. The  pain  usually  started  in  the 
epigastrium.  It  radiated  to  either  costal 
margin,  to  the  back,  to  either  shoulder  or 
axilla,  or  to  the  costovertebral  angles. 
It  was  of  assistance  in  diagnosis  when  the 
pain  radiated  transversely  across  the 
epigastrium  to  the  left.  Vomiting  ac- 
companied about  75  per  cent  of  all  types. 
It  usually  came  early  but  did  not  persist. 
Occasionally,  however,  it  became  con- 
tinuous. Usually  it  was  not  progres- 
sive— that  is,  it  failed  to  become  fecal. 
Blood  was  present  in  the  vomitus  on 
several  occasions.  Constipation  was  the 
rule.  Jaundice  was  present  in  about  33 
per  cent,  sometimes  a slight  icteric  tint 
and  sometimes  severe  and  deep.  The 
presence  or  absence  of  shock  depended 
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TABLE  3 


Ac. 

Rup. 

Rup. 

Rup. 

Int. 

Mes. 

Cor. 

Cases 

Gb. 

Ul. 

App. 

Ect. 

Obs. 

Thro. 

Perito. 

Occ. 

Misc. 

Total 

Ac.  Pane. 

Ed. 

23 

21 

12 

3 

2 

3 

1 

4 

46 

8 + 2 sus. 

H/N 

19 

16 

14 

2 

5 

4 

2 

4 

10 

57 

9+2  sus. 

Abs. 

7 

6 

1 

1 

2 

1 

11 

3 

Total 

49 

43 

27 

5 

2 

8 

6 

4 

5 

14 

114 

20  4 

Total  of  diagnoses  made,  138 

Acute  pancreatitis  diagnosed  or  suspected,  24  (17  per  cent) 

upon  the  stage  when  seen  by  the  phy- 
sician. It  was  present  in  some  of  the 
cases  seen  early.  About  50  per  cent  of 
the  patients  were  described  as  extremely 
ill  on  admission.  Cyanosis  was  present 
in  a few.  Twenty-five  per  cent  of  these 
patients  gave  a previous  history  of  indi- 
gestion or  discomfort  in  the  epigastric 
region. 

In  body  habitus,  20  per  cent  were  very 
fat,  and  58  per  cent  were  better  than 
average  in  stoutness.  The  temperature 
was  normal,  subnormal,  or  very  slightly 
elevated  in  most  of  the  early  cases.  In 
the  same  individuals  the  pulse  tended  to 
be  disproportionately  raised,  averaging 
around  100  F.  to  110  F.  There  was,  in 
addition,  a white  blood  count  that  aver- 
aged 17,000  cells.  There  were  13  indi- 
viduals with  blood  counts  over  20,000; 
and  only  3 with  counts  under  10,000. 

The  outstanding  physical  sign  was 
tenderness,  present  in  practically  all  ex- 
cept the  very  late  cases.  Tenderness  was 
most  frequently  present  in  the  epigas- 
trium. It  varied  in  position.  In  the 
acute  hemorrhagic/necrotic  group  it  was 
present  in  the  epigastrium  in  55  per  cent ; 
costovertebral  in  32  per  cent;  L.U.Q.  and 
R.U.Q.  in  11  per  cent;  and  general, 
and  in  the  R.L.Q.  in  1 per  cent  each.  In 
the  acute  edema  group  it  was  almost 
equally  distributed  over  the  epigastrium, 
both  upper  quadrants,  both  lower  quad- 
rants, generalized,  and  costovertebral. 
The  left  costovertebral  angle  tenderness 
was  important  in  assisting  toward  a diag- 
nosis. Spasm  was  present  in  about  50 
per  cent  of  all  cases.  Distention  was 
prominent  in  38  per  cent  of  all  cases. 
In  long-standing  cases  there  was  a low 
temperature,  a low  white  blood  count, 
disorientation,  lack  of  vitality,  and  ema- 
ciation. 


In  a few  of  the  acute  cases  high  blood 
sugars  were  recorded.  In  1 individual, 
persistent  glycosuria  and  a blood  sugar 
of  over  400  mg.  was  present.  It  was 
never  completely  controlled  even  by  large 
doses  of  insulin.  Tests  for  blood  or 
urinary  diastase,  blood  lipase,  or  tryptic 
fermentation  were  not  recorded  in  this 
series. 

Diagnosis. — The  severe  types  of  pan- 
creatitis are  seen  so  seldom  by  physicians 
that  the  possibility  fails  to  get  considera- 
tion. The  patients  in  this  series  were 
seen  by  many  physicians.  If  all  the 
diagnoses  suggested  be  taken,  and  com- 
pared with  those  actually  made  as  acute 
or  suspected  pancreatitis  it  gives  an  idea 
of  the  difficulty.  Acute  pancreatitis  was 
diagnosed  or  suspected  in  only  17  per  cent 
when  figured  on  this  basis.  The  diag- 
noses most  commonly  made  were:  acute 
cholecystitis  or  cholelithiasis  43;  rup- 
tured ulcer  27;  intestinal  obstruction  8; 
mesenteric  thrombosis  6;  ruptured  ap- 
pendix 5;  coronary  occlusion  5;  perito- 
nitis 4;  and  ruptured  ectopic  2.  Other 
diagnoses  suggested  were  gastric  crises, 
bacterial  endocarditis,  liver  abscess,  pel- 
vic inflammation,  hepatitis,  food  poison- 
ing, advanced  malignancy.  All  these 
diagnoses  typify  a severe  type  of  dis- 
ease (Table  3). 

The  diagnosis  should  be  suggested  in  a 
given  case  by  the  sudden  intense  pain, 
the  vomiting,  the  apparent  severe  blow 
to  the  patient,  the  localization  of  tender- 
ness, the  distention,  the  absence  of 
fever  with  the  presence  of  a relatively 
rapid  pulse,  and  a high  white  blood  count. 
Shock  may  or  may  not  be  apparent  at  the 
time  the  patient  is  seen  but  no  one  can 
doubt  that  something  serious  has 
happened.  The  diagnoses  offered  are  an 
evidence  of  this.  Excessive  obesity  with 
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TABLE  4. — Acute  Pancreatitis;  Edematous  (Zoepffel) — Acute  Interstitial  (Elman) 


Duration 

Fat 

Case 

Operation 

G.B. 

Pancreas 

Nec. 

Exudate 

Result 

E.  B. 

48  hrs. 

None 

Chronic 

Acute 

+ 

Prune  juice 

D 6 hrs. 

Abd.  tap  diagnos- 

stone 

cd. 

tic 

K.  G. 

72  hrs. 

Cholecystect. 

Chronic 

Large  firm, 

+ 

Blood 

D 4 d p.o. 

48  hrs. 

appendectomy 

subac. 

stained 

E.  D. 

Dr.  gb.  & pan. 

Normal 

Large,  hard 

+ 

Prune  juice 

D 5 d p.o. 

Hemoly.  strep. 

T.  C. 

72  hrs. 

Dr.  gb. 

Normal 

Swollen 

0 

Blood 

D 5 d p.o. 

hard 

tinged 
Prune  juice 

A.  S. 

12  hrs. 

Dr.  gb. 

Normal 

Large  hard 

0 

D 3 d p.o. 

Staph,  aureus 

J.  P- 

34  hrs. 

Dr.  gb.  & c.d. 

Chronic 

Hard  edem. 

+ 

Bloody  bile 

D 2 d p.o. 

C.  H. 

96  hrs. 

Dr.  gb.  & for.  W. 

Chronic 

Hard  nodu- 

+ 

? 

D 5 wks.  p.o. 

Int.  obstr.  duo- 

stones 

lar 

denum 

J.  s. 

2 wks. 

Cholecystect. 

Chronic 

Large  hard 

+ 

? 

Did  p.o. 

Stone  ampulla 

Cr.  c.  duct 

stones 

H.  L. 

2 wks. 

Dr.  c.  duct 

Ac.  &chr. 

Hard 

+ 

Prune 

Did  p.o. 

Myocard.  dam. 

stone 

cd. 

Tense 

subac. 

colored 

E.  McL. 

5 ds. 

Dr.  gb. 

Hard 

+ 

Bloody 

D 12  d p.o. 

E.  H. 

72  hrs. 

Dr.  gb.  & pan. 

Acute 

Hard  large 

+ 

Murky  yel- 

W 

Cholecystect.  later 

stones 

low 

M.  H. 

10  ds. 

Rem.  stones 

Chronic 

Swollen  in- 

_ 

W 

cholecys.-duod. 

stones 

durated 

N.  McC. 

5 ds. 

Dr.  gb.,  rem. 

Chronic 

Hard 

+ 

Pinkish 

W 

No  fluid  on  diae. 

stones 

stones 

tap 

V.  Z. 

4 hrs. 

Dr.  gb.  lesser 

Normal 

Edema 

— 

Clear 

W 

perit. 

H.  G. 

5 hrs. 

Cholecystect. 

Chronic 

Enlgd. 

— 

w 

stones 

hard 

M.  M. 

6 ds. 

Exploration 

Full 

Firm 

— 

w 

tense 

enlgd. 

M.  K. 

3 ds. 

Dr.  gb. 

Chronic 

Greatly  dis- 

— 

W 

Cholecystect.  later 

stones 

tended 

E.  S. 

3 ds. 

Dr.  gb.,  rem. 
stones,  dr.  pan. 

Tense 

Engorged 

— 

W 

Cholecystect.  later 

stones 

indurated 

J.  S. 

2 ds. 

Dr.  pan. 

Normal 

Tense  mass 

+ 

Clear 

W 

head  pan. 

F.  S. 

8 hrs. 

Dr.  pan. 

? 

Indurated 

+ 

Light  green 

W 

R.  A. 

weeks 

Dr.  c.d. 

Out 

Subac. 

+ 

W 

M.  B. 

1 wk. 

Cholecystect. 

Chronic 

Enlgd.  firm 

+ 

W 

Dr.  c.d. 

stones 

head  pan. 

S.  G. 

1 wk. 

Dr.  c.d. 

Normal 

Edema  pan. 

— 

W 

Twenty-two  cases  with  operation:  9 died — 40.9  per  cent  mortality. 


such  a picture  can  be  considered  addi- 
tional support  for  the  diagnosis.  Tender- 
ness to  the  left  of  the  midline  or  in  the 
left  costovertebral  angle  should  arouse 
suspicion.  Tests  for  pancreatic  ferments 
have  been  advocated  as  helpful  in  diag- 
nosis. It  has  been  generally  agreed  that 
tests  for  tryptic  and  lipolytic  ferments 
have  no  constant  value.  Tests  for  am- 
ylase in  the  blood  or  urine  have  been  made 
by  many  investigators.  Their  value  has 
been  established  for  the  milder  and  the 
moderately  severe  types.  The  fulminat- 
ing gangrenous  types  often  may  not  be 
demonstrated  by  these  tests. 

Differential  Diagnosis. — This  condition 
must  be  differentiated  from  gastric  and 
duodenal  perforations.  In  the  latter, 
there  is  generally  more  spasm  and  splint- 
ing of  the  muscles  within  a short  time 
from  the  onset.  Some  pin-point  perfora- 
tions may  be  exceptions.  Roentgen-ray 
studies  should  be  made  to  demonstrate 
the  presence  of  gas  free  in  the  peritoneal 
cavity. 


Intestinal  obstructions  usually  show  a 
progression  in  vomiting  from  gastric  to 
biliary  to  fecal.  There  is  rarely  any 
spasm  or  marked  tenderness  early  in  the 
course.  Evidence  of  peristaltic  activity 
should  be  sought,  for  acute  pancreatitis 
gives  a paralytic  type  of  distention. 
Roentgen-ray  studies  should  be  made  to 
determine  the  extent  of  intestinal  in- 
volvement. 

Mesenteric  thrombosis  may  be  difficult 
to  differentiate,  especially  if  there  be 
blood  in  the  vomitus.  The  presence  of 
cardiac  involvement  would  favor  throm- 
bosis. Bloody  vomitus  is  a bad  prog- 
nostic sign  in  either  condition. 

Coronary  occlusions  rarely  show  the 
initial  high  white  blood  count.  The 
blood  pressure  determinations  would  be 
of  great  assistance.  Development  of  a 
pericardial  friction  rub  would  be  helpful. 

An  aid  to  differential  diagnosis  which 
can  be  employed  is  abdominal  paracente- 
sis. Recovery  of  the  characteristic  prune 
juice  fluid  would  make  the  diagnosis. 
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TABLE  5. — Acute  Pancreatitis — Hemorrhagic/ Necrotic 


Case 

Duration 

Operation  Result 

Case 

Duration 

Operation 

Result 

F.  L. 

? 

None 

D 2 d 

A.  K. 

1 hr. 

Dr.  gh.  pan. 

W 

J.  L. 

> 

None 

Did 

P.  B. 

6 hrs. 

Explor. 

D 4 d p.o. 

G.  Q. 

12  hrs. 

None 

D 2 d 

A.  I. 

6 hrs. 

Dr.  gb. 

D 44  d p.o. 

Asthenia 

D.  R. 

36  hrs. 

None 

Did 

J.  s. 

12  hrs. 

Dr.  gb.  pan. 

Did  p.o. 

M.  H. 

96  hrs. 

None 

D 4 d 

H.  F. 

19  hrs. 

Dr.  pan. 

D 2 d p.o. 

Bron.  pneu. 

Five  cases  with  no  operation- 

— 5 died 

H.  K. 

30  hrs. 

Explor. 

D 3 d p.o. 

L.  B. 

Dr.  gb.  pan. 

W 

A.  S. 

3 days 

Dr.  gb.  pan. 

W 

S.  H. 

3 days 

Dr.  gb.  pan. 

D 9 d p.o. 

Urem  pneu. 

A.  S. 

3 days 

Dr.  pan. 

W 

F.  P. 

4 days 

Dr.  gb. 

w 

F.  R. 

3 wks. 

Dr.  cd.  pan. 

D 3 wks.  p.o. 

Hemorr. 

P.  C. 

4 wks. 

Dr.  retrop. 

D 3 wks.  p.o. 

Thirteen  cases  with  operation:  8 died — 61.5  per  cent  mortality 


It  helped  in  1 of  our  cases  but  failed  in 
another.  Peterson17  reported  on  its  value 
in  diagnosis. 

Treatment. — The  greatest  controversy 
at  present  is  centered  on  the  treatment 
of  acute  pancreatitis.  If  pancreatic  ab- 
scess can  be  diagnosed,  there  is  general 
agreement  that  drainage  should  be  in- 
stituted. The  pancreas  can  be  reached 
for  drainage  either  through  the  gastro- 
hepatic  omentum;  the  gastrocolic  omen- 
tum; through  the  foramen  of  Winslow 
when  the  lesser  peritoneal  cavity  is  in- 
volved ; or  retroperitoneally . 

If  the  surgeon  could  be  sure  of  his  diag- 
nosis, he  might  risk  a more  conservative 
plan  in  many  cases  of  the  other  types. 
No  surgeon  need  be  too  proud  of  his  re- 
sults in  the  severe  types  of  pancreatitis. 
But  by  training,  most  surgeons  would 
prefer  to  operate  and  be  wrong  in  their 
diagnosis  than  not  to  operate  and  be 
wrong.  Consequently,  in  case  of  a 
doubtful  diagnosis  it  is  preferable  to 
operate.  In  this  way,  the  danger  of 
overlooking  perforated  ulcers,  ruptured 
appendices,  ruptured  ectopic  pregnancies, 
gangrenous  gallbladders,  or  gangrenous 
bowel  loops  is  avoided.  Judging  from 
the  inability  to  diagnose  pancreatitis 
from  symptoms  and  signs  only,  most  cases 
will  still  fall  in  this  class. 

The  amylase  test  may  make  it  possible 
to  differentiate  between  the  edematous 
and  the  fulminating  severe  types.  In 
the  former  there  is  a correlation  between 
the  concentration  of  the  ferment  in  the 
blood  and  the  severity  of  the  disease ; in 
the  latter,  the  test  may  fail. 

Apparently  most  writers  believe  that 
it  is  safe  to  watch  a diagnosed  pancreatitis 


case  although  there  will  be  some  deaths 
in  any  series  treated  expectantly.  We 
have  had  this  experience  in  this  series. 
Brocq,18  Colp,19  deKlimko,20  Unger,21 
Mikkelsen,22  Kappis,23  and  others  also 
record  such  instances.  Kappis  believes 
that  when  this  occurs  it  indicates  poor 
judgment  in  selection,  the  patients  who 
died  being  too  sick  for  conservative  hand- 
ling. Judging  from  reports  in  the  litera- 
ture, a decided  preference  for  delayed 
operative  treatment  has  been  gaining 
ground  in  the  last  ten  years. 

Nearly  everyone  is  in  agreement  that  a 
badly  shocked  patient  should  be  given  the 
benefit  of  preparation  for  operation.  He 
should  have  his  fluid  balance  restored,  be 
relieved  of  his  pain,  and  put  into  the  best 
possible  shape  for  surgery.  There  will 
be  an  opportunity  in  most  cases  to  take 
blood  for  the  amylase  test,  for  blood  sugar 
determinations,  and  for  matching  for 
transfusion.  Roentgen  rays  of  the  abdo- 
men to  demonstrate  the  presence  or  ab- 
sence of  free  air  (ulcer  perforation)  or 
isolated  dilated  loops  of  bowel  (intestinal 
obstruction)  can  be  secured.  The  vomit- 
ing and  dilatation  of  the  stomach  can  be 
controlled  by  a Wangensteen  tube. 

The  pancreatic  edema  patients  can  be 
watched  to  advantage.  When  the  acute 
attack  has  subsided,  the  biliary  tract 
should  be  drained.  This  form  of  the 
disease  is  probably  due  to  some  obstruc- 
tion of  the  pancreatic  ducts,  according  to 
Cole.24 

There  has  been  a fatalistic  attitude  to- 
ward the  fulminating  hemorrhagic  ne- 
crotic type  of  pancreatitis  for  years.  It 
has  become  accepted  that  a certain 
amount  of  destruction  of  the  gland  is  in- 
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TABLE  6. — Acute  Pancreatitis — Abscess 


Case 

Duration 

Diagnosis 

Operation 

G.B. 

Pan.  Fat  Nec.  Exudate 

Result 

12609 

2 wks. 

Cholecystitis 
Cholelithiasis 
Ac.  pancreatitis 

Cholecystect. 
Dr.  c.d. 

Dr.  lesser 
perit. 

Chronic 
full  of 
stones 

Indurated 

No 

Clear  fluid  gen. 
cavity,  thick 
pus  lesser 

perit. 

D 2 d p.o. 

24768 

IV*  ds. 

Mes.  thrombosis 
Peritonitis 
Rupt.  viscus 

Dr.  perit. 

Normal 

Engld. 

indurated 

Yes 

Clear  fluid  gen. 
cavity,  thick 
pus  lesser  perit. 

W 

32320 

10  ds. 

Peritonitis 

None 

Acute 

Subacute 

inflam. 

Yes 

Pus 

D 4 d 

50101 

IV2  ds. 

Coronary  occ. 
Rupt.  g.b. 

None 

Normal 

Acute 

inflam. 

Yes 

Multiple  pan. 
abscesses 

D 18  hrs. 

30323 

3 ds. 

Cholecystitis 
Pan.  abscess 

Dr.  pan. 

Dr.  g.b. 

Dr.  pan.  abs. 

Chronic 

Enlgd. 
hem.  nec. 

No 

Brown  fluid, 
thick  pus 

W 

70500 

5 ds. 

Stone  c.  duct 
Ac.  pancreatitis 

Dr.  pan. 
Dr.  g.b. 

Chronic 
stone  c.d. 

Indurated 

Yes 

Thick  pus 

D 10  d p.o. 
c.s.  men- 
ing.  endo- 
card. 

129430 

18  hrs. 

Ac.  appendicitis 
Ac.  cholecystit. 

Dr.  abs.  pan. 
Dr.  lesser 
perit. 

Dr.  g.b. 

Acute 

Thickened 

nodular 

No 

B.  coli  pus 

W 

Results:  7 cases — 4 deaths  (2  died  without  operation,  2 died  with  operation)- 

5 cases  with  operation,  2 died,  3 lived — 40.0  per  cent  mortality 

—57.1 

per  cent  mortality 

compatible  with  life.  Yet  every  long- 
experienced  surgeon  must  remember  pa- 
tients who  have  sloughed  out  practically 
the  whole  pancreas  after  drainage  has 
been  instituted.  Such  an  episode  in  one 
of  the  late  Dr.  Dan  Jones’s  patients  under 
my  supervision  is  a vivid  recollection. 
Polayes,  et  al.2b  recorded  such  an  in- 
stance and  referred  to  a similar  case  of 
Colp’s.19  MacKechnie26  has  also  re- 
ported on  the  sequestration  of  a large 
portion  of  the  pancreas.  It  would  ap- 
pear that  such  a necrotic  piece  of  tissue 
should  have  access  to  the  surface.  The 
basis  for  drainage  operations  of  the  pan- 
creatic area  was  to  allow  for  the  escape  of 
active  pancreatic  secretions  and  for  the 
extrusion  of  dead  pancreatic  tissue. 
Drainage  should  be  carried  only  through 
the  peritoneum  over  the  gland  or  into 
definite  necrotic  areas.  Insertion  of 
drains  should  be  done  gently  in  order  to 
limit  rather  than  extend  the  process.  It 
is  practically  impossible  to  incise  the 
pancreas  itself  for  drainage  purposes 
without  doing  more  harm  than  good. 
Jones27  used  drainage  to  the  pancreatic 
area  in  order  to  relieve  the  patient  of  pain 
and  shock.  He  also  considered  that  it 
might  save  the  patient  from  a second 
operation  for  abscess.  He  had  seen  pa- 
tients with  relatively  mild  disease  unre- 
lieved of  pain  and  shock  for  a prolonged 
period  when  the  biliary  tract  had  been 
drained  but  the  pancreatic  area  neglected. 

When  the  surgeon  has  demonstrated 


acute  hemorrhagic  or  necrotic  pancrea- 
titis, he  is  faced  with  the  decision  as  to 
what  procedure  he  should  use.  Some 
surgeons  advise  that  he  do  nothing  but 
close  the  abdomen  unless  the  patient  has 
a common  duct  stone.27  If  disease  of  the 
biliary  tract  is  present,  indications  are 
for  drainage  of  the  gallbladder  or  common 
duct.  Removal  of  stones  may  be  neces- 
sary. Drainage  down  to  the  capsule  of 
the  pancreas,  or  through  the  foramen  of 
Winslow,  if  the  lesser  peritoneal  cavity  is 
involved,  may  be  useful.  As  in  critical 
conditions  anywhere  in  surgery,  the  more 
ill  the  patient,  the  least  done  to  relieve 
him,  the  better  for  all  concerned. 

Postoperative  treatment  should  con- 
sist in  complete  deprivation  of  food  and 
water  by  mouth  for  three  to  four  days. 
Wangensteen  suction  may  be  employed  to 
advantage.  Parenteral  fluids  should  be 
supplied.  Transfusions  should  be  used 
as  necessary.  Glucose  intravenously  may 
call  for  insulin  to  cover  it  in  case  the  pan- 
creatic damage  is  severe.  Adequate  seda- 
tion should  be  employed. 

Complications. — The  surgeon  must  be 
prepared  to  expect  a certain  number  of 
recurrences  of  acute  attacks.  This  was 
noted  in  3 of  our  series.  Persistence  of  a 
fistula  with  drainage  over  a long  period 
will  be  seen.  Pancreatic  abscess  or  pan- 
creatic cyst  may  form  in  certain  cases. 
Damage  to  the  pancreatic  islands  may 
lead  to  an  actual  diabetes  but  this  is  rela- 
tively rare.  There  is  often  surprisingly 
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Stocker  (Graz)  (33) 

Tammann  (Gottingen)  (34) 

Kerschner  (Prague)  (31) 

Linder  (Brooklyn)  (35) 

Kappis  (Hanover)  (23) 

Unger  (Berlin)  (21) 

Stetten  (New  York)  (36) 

Colp  (New  York)  (19) 

deTakats  & MacKenzie  (Chicago)  (29) 

McWhorter  (Chicago)  (37) 

Haynes  (Clarksburg,  W.  Va.)  (38) 
Truesdale  (Fall  River,  Mass.)  (39) 
Demel  (Wien)  (40) 

Walzel  (Graz)  (41) 

Koster  & Kasman  (Brooklyn)  (32) 
Horine  (Baltimore)  (42) 

Parry  (Hamilton)  (43) 

Douglas  (New  York)  (44) 

Henderson  (Boston)  (45) 
deKlimko  (Budapest)  (20) 

Abell  (Louisville)  (30) 

Beck  (New  York)  (46) 

Walker  (Boston)  (47) 

Fallis  and  Plain  (Detroit)  (48) 

Morton  (Rochester,  N.  Y.) 


Walzel  (Graz)  (41) 

Peterson  (Viborg,  Finland)  (17) 
Mikkelsen  (Copenhagen)  (22) 
Demel  (Wien)  (40) 

Wildegans  (Berlin)  (49) 


TABLE  7. 


Early  Operation — All  Cases 

Case 
36 

38 
41 
88 
44 
72 
14 
46 
22 
51 

6 
54 
23 
30 
22 

13 
20 
36 
60 
19 
30 
10 
70 
26 
40 

911 

Delayed  Operation — All  Cases 
46 

14 

39 
34 
28 

161 


D. 

Mortality 

(percentage) 

21 

58.3 

20 

52.6 

29 

70.7 

23 

26.1 

26 

59.9 

42 

58.3 

10 

71.0 

23 

50.0 

8 

36.4 

25 

49.0 

1 

16.7 

11 

20.4 

18 

78.3 

26 

86.67 

5 

22.7 

6 

46.15 

8 

40.0 

16 

44.4 

32 

53.3 

9 

47.0 

9 

30.0 

8 

80.0 

40 

57.2 

12 

46.1 

19 

47.5 

447 

49.06 

13 

28.26 

1 

7.14 

3 

7.7 

9 

26.4 

3 

10.71 

29 

18.0 

little  evidence  of  disturbed  pancreatic 
digestion.  In  some  instances,  however, 
the  patient  suffers  with  pancreatic  as- 
thenia. He  refuses  all  nourishment  and 
gradually  fades  in  weight  and  strength. 
One  of  our  patients  lived  for  forty-four 
days  after  operation  and  then  succumbed 
to  this  condition.  Fatty  degeneration 
of  the  liver  also  may  be  a sequel.  The 
new  ferment  lipocaic  described  by  Drag- 
stedt  may  be  found  useful  for  this  condi- 
tion. 

Results 

The  different  types  of  acute  pancrea- 
titis should  be  reported  separately.  The 
statistics  would  then  have  better  value. 
As  it  is  now,  the  results  are  given  upon 
acute  pancreatitis  as  a whole.  The  acute 
edematous  variety  is  a much  less  serious 
disease  especially  in  its  milder  forms.  A 
composite  group  of  52  cases  from  the  cur- 
rent literature  gave  only  3 deaths — a 
mortality  of  but  5.7  per  cent;  whereas 
a similar  but  larger  group  of  severe  forms 
gave  a mortality  of  60.8  per  cent. 

Results : Acute  edematous  pancrea- 

titis : 


Cases  D. 


Elman13 

deTakats  & Mac- 

18 

0 

Kenzie29 

12 

1 

Abell30 

9 

0 

Kerschner31 

7 

1 

Koster  & Kasman32 

6 

1 

52 

Acute  hem./nec.  pancreatitis: 

3 

5.7  per  cent 

Koster  & Kasman32 
deTakats  & Mac- 

16 

4 

Kenzie29 

10 

7 

Kerschner31 

34 

28 

Abell30 

19 

9 

Morton 

13 

8 

92 

56 

60.8  per  cent 

Thus  it  would  seem  possible  to  dilute 
the  actual  mortality  figures  for  the  severe 
forms  of  the  disease  if  enough  milder 
types  were  included  in  the  series. 

That  acute  pancreatitis  of  whatever 
type  is  a serious  disease  is  illustrated  best 
by  the  next  table  of  some  of  the  cases  re- 
ported in  the  last  ten  years.  These  pa- 
tients were  operated  upon  as  surgical 
emergencies.  The  figures  show  a mor- 
tality of  49.06  per  cent.  If  these  figures 
are  compared  with  a much  smaller  group 
for  deferred  operation  there  can  be  no 
doubt  why  the  surgeon  would  choose  to 
be  conservative. 
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INFECTED  PARENTS,  TEACHERS,  AND  SERVANTS  COMMON  SOURCES  OF 
TUBERCULOSIS  IN  CHILDREN 


Childhood  tuberculosis  is  invariably  con- 
tracted from  infected  adults  in  the  home  and  the 
school,  Fairfax  Hall,  M.D.,  New  Rochelle,  N.  Y., 
warns  in  the  Journal  of  the  American  Medical 
Association. 

The  sources  of  the  infection  are  contact  with 
tuberculous  nurses,  governesses,  maids  and  other 
domestic  help,  teachers,  and  of  course  parents, 
and  other  adult  members  of  the  family. 

Dr.  Hall  stresses  the  fact  that  “there  is  a defi- 
nite hazard  to  the  health  of  children  from  inti- 
mate association  with  persons  about  whom 
little  or  nothing  is  known  with  regard  to  freedom 
from  communicable  diseases.  Since  parents  are 
much  more  apt  to  have  had  adequate  medical 
supervision  than  the  servants  in  a home,  the  risk 
to  children  from  the  latter  is  greater.  Occa- 
sionally an  older  member  of  a family,  mistakenly 
thought  to  have  chronic  bronchitis  or  asthma,  is 


a factor  to  be  considered  in  safeguarding  a child 
from  tuberculosis.  School  teachers  with  active 
tuberculosis  are  a menace  to  their  pupils. 

“Contact  between  children  and  tuberculous 
nursemaids  or  other  domestic  helpers  will  be  less 
frequent  when  parents  are  so  convinced  of  the 
necessity  of  employing  only  healthy  servants  that 
they  will  demand  proof  of  their  servants’ 
health. 

“Domestics  having  to  do  with  the  care  of 
young  children  must  be  persuaded  that  it  is  to 
their  advantage  to  have  periodic  medical  exami- 
nations so  that  they  will  secure  them  as  a matter 
of  course.  When  ‘health  references’  are  univer- 
sally asked  for  and  a health  card  is  essential  to 
get  a job,  a great  step  forward  will  have  been 
made.  Physicians  interested  in  child  health 
should  influence  their  patients  to  take  this  wise 
precaution  for  the  sake  of  the  children.” 


NONE  FOR  US,  THANKS 

Mustard  gas  is  the  most  humane  and  also  the 
most  effective  weapon  a modern  army  can  use,  Dr. 
Charles  C.  Dennie,  of  Kansas  City,  a World  War 
major,  told  the  American  Academy  of  Derma- 


tology and  Syphilology  at  a meeting  in  Phila- 
delphia. It  is  the  most  humane  gas,  he  said,  be- 
cause it  disables,  but  does  not  kill — and  seldom 
permanently  injures  the  victim. 


BOWEN’S  PRECANCEROUS  DERMATOSIS  OF  THE 
MUCOUS  MEMBRANE 

Review  of  the  Literature  and  Report  of  Two  Cases 

Anthony  C.  Cipollaro,  M.D.,  New  York  City,  and  Paul  D.  Foster,  M.D., 
Los  Angeles 

( From  the  Skin  and  Cancer  Unit , New  York  Post-Graduate  Medical  School,  Columbia  University) 


This  paper  is  a report  of  an  investiga- 
tion of  progressive  development  of 
Bowen’s  dyskeratosis  of  the  mucous  mem- 
branes of  the  buccal  and  genital  regions. 
We  report  for  the  first  time  a Bowenoid 
dyskeratosis  appearing  upon  the  tongue. 
The  writers  believe  that  Bowen’s  disease 
of  the  mucous  membrane  is  a more  com- 
mon process  than  is  generally  recognized, 
and  call  attention  to  this  established 
entity,  reports  of  which  have  been  con- 
fined mainly  to  the  European  literature. 

Twenty-seven  years  ago  Bowen1  pre- 
sented 2 cases  of  chronic  atypical  epithe- 
lial proliferation  which  constituted  the 
forerunner  to  the  establishment  of  the 
entity  now  known  as  Bowen’s  pre- 
cancerous  dermatosis.  In  the  interim, 
over  100  similar  cases  have  appeared  in 
the  literature.  We  shall  refer  here  only 
to  those  authors  who  have  reported 
mucous  membrane  lesions  or  made  some 
unusual  contribution  to  this  subject. 

The  credit  for  first  recognizing  Bowen’s 
disease  of  the  mucous  membrane*  must 
go  to  Jessner,2  who  in  1921  reported  a 
case  involving  the  proximal  and  under 
surface  of  the  prepuce.  He  described 
the  lesion  near  the  sulcus  as  a scaly  and 
erythematous  hard  nodular  area  which 
was  covered  with  moderately  heavy 
scales.  The  microscopic  picture  was 
typically  that  of  Bowen’s  disease. 

Hudelo,  Oury,  and  Cailliau3  reported 
the  second  case  in  1922.  The  title  made 
no  mention  of  Bowen  and  it  therefore 
escaped  being  recorded  as  such  for  several 
years.  The  lesions  involved  the  mucous 


membrane  of  the  labium  majus.  No 
clinical  description  was  given.  The  histo 
pathologic  report  left  no  doubt  as  to  its 
being  a case  of  Bowen’s  disease.  The 
condition  was  treated  by  curettage. 
Subsequent  to  this  treatment  there  was  a 
rapid  spread  of  the  disease  to  the  vulva. 

Richon,4  in  1925,  reported  3 cases  of 
Bowen’s  disease  involving  the  mucous 
membranes  of  the  genitalia  in  females  be- 
tween the  ages  of  55  and  60  with  an 
average  duration  of  five  to  ten  years.  In 
his  thesis,  Richon  included  the  case  pre- 
viously reported  by  Hudelo,  Oury,  and 
Cailliau.3  Therefore,  only  2 cases  should 
be  credited  to  Richon.  He  advanced  the 
theory  that  Bowen’s  disease  has  three 
stages  pathologically:  (1)  a state  of  pure 
dyskeratosis;  (2)  beginning  of  neoplastic 
evolution;  (3)  neoplastic  evolution  al- 
most complete.  He  also  called  attention 
to  the  difficulty  of  early  diagnosis  and  its 
similarity  to  erythroplasia  of  Queyrat. 
Their  differentiation  was  made  possible 
only  by  microscopic  examination.  He 
has  been  erroneously  accredited  with 
being  the  first  to  report  Bowen’s  disease 
of  the  mucous  membrane. 

Kleeberg5  in  the  same  year,  reported 
the  case  of  a man,  aged  75  years,  who  had 
lesions  of  the  prepuce  of  ten  years’  dura- 
tion. The  lesion  was  2 centimeters  in 
diameter,  dark  red  in  color  and  inter- 
spersed with  nodules,  and  marginated  by 
an  infiltrated  border.  The  treatment 
was  not  given.  Gutmann’s  case6  was 
that  of  a women,  aged  72  years,  whose 
lesions  involved  the  vulva.  Delbanco7 
reported  1 case  of  Bowen’s  disease  which 
involved  the  vulva  and  the  thigh.  The 


* Some  of  the  cases  included  in  this  review  are  those 
with  penile  lesions.  We  recognize  the  fact  that  the 
glans  penis  is  not  mucous  membrane. 
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material  presented  was  insufficient  to 
determine  whether  the  case  he  reported 
was  one  of  Bowen’s  disease  of  the  skin  or 
of  the  mucosa.  However,  Rousset8  who 
reviewed  18  cases  of  Bowen’s  disease  of 
the  mucous  membranes  considered  Del- 
banco’s  case  doubtful.  The  case  re- 
ported is  that  of  a women  59  years  old, 
with  lesions  on  the  vulva  and  the  thigh. 
The  microscopic  examination  was  “posi- 
tive.” In  his  report,  Delbanco  con- 
siders Bowen’s  disease  a precancerous 
stage  of  squamous  cell  epithelioma. 

In  1926  Dartigues  and  Mircouches9 
presented  a patient  with  lesions  upon 
the  labium  minus  and  fourchette;  the 
plaque  measured  2.5  centimeters,  was 
slightly  elevated  and  erythematous.  Ex- 
cision resulted  in  a complete  cure.  The 
case  reported  by  Bruusgaard10  involved 
the  glans  penis.  The  lesion  was  of  long 
duration  and  had  a papillomatous  or 
warty  appearance.  The  patient  was  a 
man,  42  years  old.  Bloch11  reported  a 
case  of  Bowen’s  disease  with  vulvar 
lesions,  resembling  leukoplakia  and  krau- 
rosis. They  varied  in  size  from  a pea  to 
a dime;  they  were  erythematous  but  the 
centers  were  whitish.  Roentgen  radia- 
tion resulted  in  marked  improvement. 
This  case  is  probably  the  same  one  de- 
scribed by  Sulzberger12  in  his  Zurich 
thesis. 

Scomazzoni13  presented  3 cases  with 
lesions  of  the  penis.  The  histologic  pic- 
ture was  typical  of  Bowen’s  disease.  The 
first  one  was  of  one  year’s  duration  and 
showed  an  erythematous  nodular  plaque 
with  a definite  border.  The  second  case 
was  of  four  years’  duration  and  gave  the 
appearance  of  a venereal  ulcer.  The 
third  case  had  had  lesions  for  thirty 
years.  It  presented  multiple  papillomas 
in  a small  circumscribed  area.  He  gave 
each  of  his  patients  iodides  in  large 
quantities  and  injections  of  sublimate. 
The  results  were  disappointing.  Asahi14 
reported  the  case  of  a man,  31  years  old, 
who  had  had  a lesion  for  six  years  on  the 
sulcus  of  the  penis  which  histologically 
was  shown  to  be  Bowen’s  disease.  The 
lesion  was  removed  surgically  but  it  re- 
curred on  the  foreskin.  Rusch15  pre- 


sented the  case  of  a woman,  36  years  old, 
before  the  Vienna  Dermatological  Society 
in  1926.  She  had  lesions  that  involved 
the  labium  minus,  the  perineum,  and  anal 
regions.  They  were  red,  raised,  and 
papillomatous.  The  histologic  diagnosis 
was  Bowen’s  disease.  The  patient  also 
had  syphilis.  No  mention  was  made  of 
the  treatment  administered. 

In  1928  Szathmary16  reported  a case  of 
Rusch's15  of  Bowenoid  disease  involving 
the  labium  minus.  There  were  papilloma- 
tous and  leukoplakia-like  lesions.  The 
patient  was  a young  woman,  36  years  of 
age,  who  had  had  lesions  for  eleven  years. 
Three  operations  were  unsuccessful. 

A case  of  Bowen’s  disease  was  reported 
by  Guhrauer17  in  1929.  The  patient 
was  a woman  of  45  years,  who  had  had 
lesions  for  about  one  year  on  the  labium 
minus.  The  lesions  were  infiltrated,  ele- 
vated, rough,  and  hyperkeratotic.  The 
treatment  was  not  given.  Two  cases  of 
Bowen’s  disease  of  the  mucosa  were  re- 
ported by  Arzt.18a,18b  One  of  these  was 
reported  in  1929.  The  patient  was  a 
woman,  40  years  old,  who  had  two  hard, 
infiltrated  lesions  on  the  internal  surface 
of  the  left  labium  majus.  Hard  nodes 
were  palpable  in  the  left  inguinal  region. 
The  histologic  diagnosis  was  Bowen’s 
disease.  The  second  case  was  reported 
in  1936  This  patient  was  a woman,  57 
years  old,  who  had  exudative  lesions  of 
the  anus  for  ten  years  prior  to  examina- 
tion. She  had  had  for  four  years  a ver- 
rucous and  horny  mass  in  the  left  labium 
unus.  The  left  labium  minus  showed 
some  thickening  and  flat  papilla-like 
excrescences  of  grayish  color.  The  in- 
guinal glands  on  both  sides  were  en- 
larged. The  histologic  diagnosis  revealed 
Bowen’s  disease. 

Nicolas,  Massia,  and  Rousset19  re- 
viewed 3 cases  in  detail,  2 of  the  vulva 
and  1 of  the  penis.  The  lesions  were 
pruriginous,  circinate,  slightly  elevated, 
erythematous,  nonulcerous,  and  had  a 
small,  slightly  infiltrated  pearly  border. 
Roentgen  rays  were  used  in  all  3 cases 
with  complete  cure  in  2.  One  patient 
failed  to  return  for  observation.  On 
January  23,  1930,  Geiger20  presented  a 
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case  of  Bowen’s  disease  of  the  left  labia 
minus  and  majus  before  the  Vienna 
Dermatological  Society.  The  patient 
was  a woman,  62  years  old,  who  had  had 
the  lesions  for  nine  months.  The  lesions 
were  red  and  papillomatous  and  were  the 
size  of  a hazel  nut.  There  was  pruritus 
as  well  as  lesions  of  leukoplakia.  There 
was  one  large,  hard  gland  in  the  left  in- 
guinal region.  The  histology  was  that 
of  Bowen’s  disease.  The  Wassermann  re- 
action was  negative.  In  the  discussion  of 
this  case,  Fuhs21  reported  that  his  case 
had  lesions  of  the  left  labium  minus  and 
later  evidences  of  squamous  cell  car- 
cinoma developed. 

Noguer  Mor422  simply  mentions  2 
cases  of  Bowen’s  disease  in  a report  ap- 
pearing in  1931.  In  1 case,  the  sulcus  of 
the  penis  is  involved  and  in  the  other  the 
mucous  membrane  of  the  upper  lip. 
No  mention  is  made  of  age,  sex,  duration, 
or  treatment. 

In  his  Paris  Thesis,  Favier23  reported 
the  case  of  a man,  aged  60  years,  who  had 
a lesion  on  the  gum  which  was  diagnosed 
histologically  as  Bowen’s  disease.  A few 
months  later  this  patient  developed  sub- 
maxillary nodes  which  showed  the  same 
histology  as  the  tumor  in  the  mouth. 
The  lesion  had  been  present  for  one  year. 
Several  months  after  his  operation  the 
patient,  who  was  a diabetic  in  poor 
general  health,  died.  The  author  re- 
ports this  as  a case  of  Bowen’s  disease  of 
the  mouth  with  metastasis  to  the  sub- 
maxillary glands.  It  is  probable  that 
this  is  a case  of  metastatic  squamous  cell 
carcinoma. 

Muller’s  case24  occurred  in  a woman,  35 
years  old,  and  involved  the  labium  majus 
and  showed  senile  hypertrophy  and  a 
tendency  to  multiple  papillomas.  The 
area  affected  was  sharply  marginated. 
Complete  cure  followed  excision  of  the 
lesion. 

A case  of  Bowen’s  disease  was  reported 
in  1933  by  Rothman.25  This  patient  was 
presented  before  the  Hungarian  Dermato- 
logical Society.  It  was  a woman,  56 
years  old,  who  had  lesions  of  the  vulva. 
The  clinical  appearance  of  the  lesions  was 
that  of  erythroplasia  of  Queyrat,  but  the 


histologic  diagnosis  was  Bowen’s  disease. 
In  addition  to  being  operated  upon,  she 
was  also  treated  with  x-rays.  There  was 
no  relief  from  treatment.  Five  cases  of 
Bowen’s  disease  of  the  mucous  mem- 
branes were  described  by  Hudelo  and 
Cailliau.26  Two  of  these  cases  are  new, 
2 were  described  by  Richon4  in  his  report 
of  3 cases,  and  1 was  originally  described 
by  Hudelo,  Oury,  and  Cailliau.3  One 
case  was  in  a woman  who  had  a lesion  in- 
volving the  nasal  mucosa.  The  lesion 
was  raised,  the  size  of  a pea,  smooth, 
and  reddish  in  color.  It  bled  very 
easily.  There  was  no  adenopathy.  No 
mention  is  made  of  treatment.  The 
other  case  was  that  of  a man,  47  years 
old,  who  had  an  almond-sized  proliferat- 
ing lesion  that  was  painful  and  was 
situated  on  the  tonsil.  The  treatment 
of  this  case  was  not  given. 

Pozzo’s27  3 cases  of  Bowen’s  disease  of 
the  mucous  membranes  occurred  in 
patients  with  glycosuria  The  first  case 
was  a man,  41  years  old,  who  had  syphilis 
and  glycosuria.  He  complained  of  pru- 
ritus of  four  years’  duration.  There  was 
an  exudative  and  crusted  eczematous 
eruption  of  the  prepuce.  Phimosis  and 
some  infiltration  was  also  present.  In 
places  there  were  lesions  resembling 
prepucial  kraurosis  and  leukoplakia. 
The  lesion  was  excised.  The  second 
case  was  very  similar  to  the  first  one. 
It  was  in  a man,  46  years  old,  with  in- 
volvement of  the  prepuce.  Microscopic 
examination  revealed  Bowen’s  disease. 
The  third  case  was  in  a woman,  70  years 
old,  who  had  a nodular  elevation  with 
partial  ulceration  on  the  left  labium 
majus.  There  was  no  inguinal  adenop- 
athy. The  microscopic  findings  re- 
sembled Bowen’s  disease,  but  there  were 
also  features  of  Paget’s  disease. 

Satenstein  and  Lewis28  presented  before 
the  Manhattan  Dermatological  Society 
on  February  13,  1934,  a man,  28  years  old, 
who  had  a lesion  on  the  glans  penis. 
The  histologic  diagnosis  was  Bowen’s 
disease.  Some  of  the  members  present 
did  not  agree  with  the  diagnosis.  J. 
Frank  Fraser  examined  the  slide  and 
stated  that  Bowen’s  disease  is  an  intra- 
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epidermal  carcinoma  of  the  prickle-cell 
type  with  an  intact  basal  layer. 

On  March  20,  1935,  Nomland,  Skolnik, 
and  Scull29  presented  before  the  Chicago 
Dermatological  Society,  a man,  53  years 
old,  who  had  a plaquelike  lesion  in- 
volving the  entire  circumference  of  the 
prepuce.  There  were  also  3 verrucous 
lesions  in  the  plaque.  The  histologic 
diagnosis  was  Bowen’s  disease.  The 
patient  also  had  a 4 plus  blood  Wasser- 
mann  reaction.  Antisyphilitic  therapy 
had  no  effect  on  the  lesion.  Dr.  Hamil- 
ton Montgomery  examined  the  histologic 
slide  and  made  a diagnosis  of  squamous 
cell  carcinoma,  Grade  2,  in  situ. 

The  3 cases  presented  by  Howarth30 
affected  the  mouths  of  men  between  the 
ages  of  56  and  58  years.  The  disease 
had  been  present  in  each  case,  over  two 
years.  The  structures  affected  were  the 
lip,  cheeks,  floor  of  the  mouth,  soft 
palate,  fauces,  and  tonsillar  pillars.  The 
3 cases  were  similar  clinically  in  that 
they  all  presented  papillomatous  lesions 
which  in  2 cases  interfered  with  swallow- 
ing. In  1 case  there  was  enlargement 
of  the  cervical  glands.  The  histologic 
examination  in  all  cases  showed  Bowen’s 
disease.  The  3 patients  were  treated 
with  diathermic  cauterization.  In  1 case 
the  lesions  recurred  and  in  the  other  2 the 
immediate  results  were  good. 

The  case  reported  by  Ramel31  is  that 
of  a woman,  47  years  old,  who  had  3 
coin-sized  lesions  which  were  elevated, 
reddish  in  color,  and  hyperkeratotic. 
One  lesion  was  on  the  clitoris  and  the 
other  two  on  the  free  margin  of  the 
labium  majus.  There  was  also  a lesion 
in  the  perianal  region.  All  lesions  com- 
pletely cleared  up  under  roentgen-ray 
therapy.  She  received  1,300  r.  The 
kilo  voltage  was  160,  the  milliamperage 
3,  and  a filter  of  5 mm.  aluminum. 

Gougerot,  Moulongu^t,  and  Lortat- 
Jacob32  presented  a man,  61  years  old, 
with  a nummular  lesion  involving  the  left 
side  of  the  palate  and  extending  onto  the 
pillar  of  the  left  tonsil.  There  were  some 
lichenoid  lesions  in  this  patch  which  were 
discrete  as  well  as  in  linear  formation. 
The  histologic  diagnosis  was  Bowen’s 


disease.  There  were  no  subjective  symp- 
toms and  no  enlargement  of  the  cervical 
glands. 

Touraine  and  Gol633  report  the  case  of 
a woman,  61  years  old,  who  had  lesions 
on  the  inner  surface  of  the  right  cheek 
which  resembled  leukoplakia.  The  his- 
tologic examination,  however,  showed 
Bowen’s  disease.  The  lesions  had  been 
present  for  two  years.  The  patient  also 
had  cheilitis  glandularis  with  a squamous 
cell  epithelioma  in  one  area.  The  authors 
have  observed  on  several  occasions  that 
cheilitis  glandularis  preceded  the  forma- 
tion of  squamous  cell  carcinoma.  There- 
fore, according  to  this  observation,  cheili- 
tis glandularis  may  be  considered  a pre- 
cancerosis. 

Goldberg34  reported  1 case  of  Bowen’s 
disease  affecting  the  vulva.  This  patient 
also  showed  syphilitic  papules  of  the 
vulva,  leukoplakia  and  basal-cell  epi- 
thelioma. Treatment  with  radium  did 
not  prevent  the  formation  of  basal-cell 
epithelioma. 

The  case  reported  by  Daubresse- 
Morelle  and  Dupont35  is  that  of  a woman, 
aged  60  years,  with  lesions  on  the  labia 
minus  and  majus  of  ten  years’  duration. 
There  were  large  red  patches  with  sharp 
margins  and  a hyperkeratotic  surface. 
Subjectively,  the  patient  had  consider- 
able pain.  Treatment  with  filtered  x- 
rays  produced  an  excellent  result;  2,500 
r were  given  during  a period  of  ten  days. 

The  case  reported  by  Weissenbach, 
Levy-Franckel,  and  Martineau36  was 
that  of  a woman,  25  years  old,  who  had 
lesions  extending  from  the  anus  to  the 
vulva.  The  lesions  were  pinkish,  ele- 
vated, infiltrated,  and  ulcerated.  The 
surface  was  verrucous.  Pruritus  was 
especially  marked  during  the  menses. 
The  blood  Wassermann  reaction  was 
negative.  It  is  of  interest  to  note  that 
this  is  the  youngest  subject  in  whom 
Bowen’s  disease  of  the  mucosa  is  reported. 
Also  of  interest  is  the  fact  that  the 
eruption  had  been  present  for  two  years. 

Ferreira  Marques37  reported  2 cases  of 
Bowen's  disease  that  were  previously 
presented  jointly  with  E.  Urbach  before 
the  Austrian  Dermatological  Society  on 
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Fig.  1,  Case  1. — X 260.  The  lesion  on  the 
tongue.  A hyperplastic  epidermis  with  atypical 
cells,  hyperchromatic  nuclei,  atypical  mitoses 
and  numerous  “corps  ronds”  (benign  dyskera- 
tosis). There  is  loss  of  stratification  and  the 
basement  membrane  is  intact. 

May  20,  1937.  One  ease  is  that  of  a man, 
52  years  old,  who  claimed  to  have  had  the 
eruption  for  three  years.  On  the  dorsum 
of  the  penis  and  prepuce  was  a plaque- 
like, exudative,  crusted,  and  infiltrated 
lesion  resembling  exudative  eczema  The 
blood  Wassermann  reaction  was  negative. 
The  patient  was  treated  with  radium 
with  good  immediate  results,  but  re- 
currence took  place.  A careful  study  of 
the  biopsy  showed  squamous  cell  epi- 
thelioma as  well  as  dyskeratosis  of  the 
Bowen  type.  The  second  case  was  in  a 
woman,  60  years  old,  who  had  a ver- 
rucous tumor  extending  from  the  left  anal 
region  to  the  left  labia  minus  and  majus. 
This  had  been  present  for  years.  There 
had  been  itching  for  about  ten  years. 


There  had  been  an  operation  two  years 
previous  to  presentation  but  the  lesion 
recurred.  The  histologic  picture  was 
that  of  an  epithelioma  of  the  mixed  type 
(basal-squamous  cell  epithelioma)  with 
Pagetoid  type  of  reaction.  From  the 
clinical  and  histologic  description,  it  is 
possible  that  these  might  be  cases  of 
frank  carcinoma. 

Stout37a  reported  3 cases  of  Bowen’s  dis- 
ease affecting  mucous  membranes.  In 
1 case  the  lesion  was  situated  on  the 
anterior  nares,  in  another  on  the  floor 
of  the  mouth  with  metastases  to  the 
cervical  and  supraclavicular  glands,  and 
another  involving  the  vocal  cords. 

A careful  search  of  the  literature  re- 
vealed 50  cases  of  Bowen’s  disease 
affecting  the  mucous  membranes.  In- 
cluding our  2 cases,  the  total  number  is 
52;  22  were  in  men,  29  in  women.  One 
author  did  not  give  the  sex  of  1 case. 
The  following  sites  were  affected:  penis, 
vulva,  vagina,  nose,  lip,  cheek,  floor  of 
mouth,  palate,  uvula,  tonsils,  and  tongue. 
The  age  varies  from  25  to  81  years  with 
the  average  being  51.52  years.  The 
average  duration  of  the  lesions  was  5.07 
years.  The  most  effectual  treatment 
seemed  to  be  a combination  of  surgical 
or  electrosurgical  destruction  and  radia- 
tion (x-rays  or  radium).  Five  doubtful 
cases  are  included  in  this  summary. 

Report  of  2 New  Cases 

Case  1. — E.  R.,  a white  female  aged  60,  was 
seen  by  Dr.  George  M.  MacKee  in  private 
practice  on  March  21,  1931,  complaining  of  a 
pinhead-sized  nodule  upon  the  left  side  of  her 
tongue.  The  lesion  was  first  noticed  by  her 
dentist  to  whom  she  had  gone  for  an  oral  exami- 
nation one  month  prior  to  her  visit  to  Dr 
MacKee.  The  dentist  recognized  it  as  an  un- 
usual lesion  and  referred  the  patient  for  exami- 
nation and  treatment. 

Since  there  were  no  subjective  symptoms,  the 
patient  was  unaware  of  its  presence  and  was 
uncertain  as  to  when  it  originated.  She  thought 
that  it  might  have  started  as  a canker  sore 
which  had  been  irritated  by  a rough  tooth.  The 
tooth  had  been  filed  down  so  that  it  was  per- 
fectly smooth  but  the  lesion  remained. 

The  past  history  was  essentially  negative. 
The  patient  did  not  use  tobacco  in  any  form. 
She  had  no  unusual  habits  nor  did  she  wear  a 
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dental  plate.  She  had  had  psoriasis  for  thirty- 
seven  years.  Her  sister  also  had  psoriasis  for 
approximately  the  same  length  of  time.  During 
these  thirty-seven  years  she  had  had  many 
courses  of  arsenic  in  the  form  of  Fowler’s  solution. 
Her  general  health  was  excellent. 

The  physical  examination  except  for  the 
psoriasis  and  the  tongue  lesion  presented  no 
noteworthy  findings.  There  were  no  palpable 
glands  and  no  jagged  teeth.  The  dentition  and 
oral  hygiene  were  very  good.  The  tongue  was 
normal  except  for  one  isolated  lesion  upon  the 
left  border  opposite  the  last  molar.  This  was  a 
nodule  about  3 or  4 millimeters  in  diameter, 
raised,  reddened,  and  firm.  The  summit  of  the 
nodule  was  slightly  eroded;  the  periphery  was 
firm.  There  were  no  marked  inflammatory 
changes  surrounding  the  lesion.  A clinical 
diagnosis  of  early  prickle-cell  epithelioma  was 
considered.  The  tongue  was  anesthetized  with 
2 per  cent  solution  of  procaine  and  the  lesion 
was  excised  widely  with  the  high  frequency 
cutting  current. 

It  was  felt  that  irradiation  was  indicated 
without  waiting  for  a microscopic  report.  Dr. 
Merlin  Stone  inserted  6 gold  radon  implants  of 
1 millicurie  each  in  the  surrounding  tissue  ap- 
proximately 1 centimeter  apart.  There  has 
been  no  recurrence  to  date. 

Case  2. — S.  K.,  a white  male,  Armenian, 
aged  55,  whose  occupation  is  that  of  insect  ex- 
terminator, was  first  seen  in  the  Dermatological 
Clinic  of  the  Post-Graduate  Hospital  on  August 
21,  1934,  complaining  of  a thickened  and  pru- 
riginous  area  just  proximal  to  the  corona  of  the 
penis  upon  the  dorsal  surface.  The  condition 
had  been  present  about  six  months. 

The  past  history  presented  nothing  to  account 
for  his  present  complaint  except  that  for  the 
past  ten  years  he  had  worked  as  an  exterminator. 
In  his  occupation  he  used  an  arsenic  mixture  for 
eight  of  the  ten  years.  During  the  last  two  years 
he  used  a mixture  of  sodium,  potassium,  and 
ammonium  fluoride.  There  was  no  history  of 
syphilis  or  of  other  chronic  infections.  The 
patient  denied  trauma  in  this  area. 

The  physical  examination  revealed  a healthy 
middle-aged  man.  The  only  noteworthy  clinical 
finding  was  the  lesion  on  the  penis.  This  lesion 
was  proximal  to  the  corona  upon  the  dorsal 
surface  and  was  1.5  centimeters  in  diameter.  It 
was  infiltrated,  raised,  circinate,  and  erythema- 
tous. The  border  was  somewhat  translucent. 
The  central  portion  measured  about  1 centimeter 
in  diameter.  It  was  slightly  thickened  and 
whitish  in  appearance,  resembling  leukoplakia. 
There  were  no  palpable  glands  present  in  the 
inguinal  region.  The  patient  was  not  circum- 


Fig.  2,  Case  1. — X 950.  Higher  magnifica- 
tion of  Fig.  1 showing  the  details  of  the  abnormal 
epidermal  cells.  There  is  marked  variation  in 
shape,  size,  and  arrangement  of  the  cells.  Note 
also  hyperchromatism  and  clumping  of  the 
nuclei. 

cised.  The  genitals  were  normal  in  all  other 
respects. 

Under  local  procaine  anesthesia,  the  lesion 
was  excised  in  toto.  The  microscopic  findings 
indicated  that  the  lesion  had  been  completely 
removed.  The  patient  failed  to  return  and  all 
attempts  to  reach  him  have  been  futile  as  he 
came  to  the  clinic  under  a fictitious  name  and 
gave  an  incorrect  address. 

Histopathology 

Case  1. — Tongue  lesion.  The  specimen  con- 
sists of  a piece  of  mucous  membrane  of  the  tongue 
in  which  there  is  a fairly  large  patch  of  acan- 
thosis. A sparse  round  cell  infiltration  is  pres- 
ent. In  one  area  of  acanthosis,  beginning  in  the 
middle  of  the  mucosa,  there  is  a replacement  of 
the  old  by  a newly  formed  mucosa  with  its  own 
basal  layer  and  papillae.  From  the  basal  layer 
there  is  a marked  proliferation  of  epithelial  cells 
which  remain  for  the  most  part  midway  differen- 
tiated between  basal  and  prickle  cells.  Toward 
the  periphery  of  this  new  growth,  the  cells 
differentiate  abruptly  into  prickle  cells  which 
again  show  rather  abrupt  keratinization.  In 
the  more  differentiated  cells  are  fairly  numerous 
mitotic  figures  which  show  irregular  polarity  of 
growth.  The  nuclei  show  clumping  in  some 
places.  Other  features  of  anaplasia  such  as 
irregularity  in  size,  shape,  and  staining  qualities 
are  also  present.  Many  of  the  nuclei  are  quite 
large  and  deeply  chromatic,  the  chromatin  not 
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Fig.  3,  Case  2. — X 260.  Lesion  from  penis.  The  epidermis  is  markedly  hyperplastic  and  basal 
cell  layer  is  well  preserved.  Many  atypical  cell  forms  and  marked  poikilocarynosis  are  seen  through- 
out the  section.  In  the  subpapillary  region  is  seen  an  inflammatory  infiltrate  of  round  and  plasma 
cells. 


infrequently  being  broken  up  into  fine  granules. 
The  old  epidermis  can  be  seen  as  a thin  strand 
covering  the  outer  surface  of  this  new  growth. 
Although  cells  proliferate  in  all  directions  they 
do  not  break  through  the  membrana  propria  of 
the  mucosa.  In  conclusion  this  section  shows 
Bowen’s  dyskeratosis  with  proliferation  of  the 
squamous  cells  forming  an  intra-epidermal  grade 
two,  prickle-cell  carcinoma. 

The  late  Dr.  J.  Jadassohn38  briefly  examined 
the  pathologic  slide  of  this  case  when  he  was  in 
the  United  States  several  years  ago  and  it  was 
his  opinion  at  that  time  that  this  was  not  a 
typical  case  of  Bowen’s  disease  but  represented 
a dyskeratosis  of  the  Bowenoid  type,  which 
because  of  its  site  of  origin  would  show  a some- 
what modified  dyskeratosis.  He  said  that  he 
knew  of  no  other  classification  in  which  to  place 
it. 

Case  2. — Penile  lesion.  The  epidermis  shows 
a considerable  length  of  marked  acanthosis 
which  at  one  end  gradually  tapers  down  to  nor- 
mal width.  In  the  papillary  and  subpapillary 
layers  of  the  corium  of  this  area  is  a dense  plasma 
cell  infiltration  which  is  most  extensive  in  the 
most  acanthotic  area  and  gradually  becomes 
more  and  more  sparse  as  the  epidermis  ap- 


proaches the  normal.  The  essential  feature  of 
the  lesion,  however,  is  a replacement  in  the  most 
acanthotic  area  of  the  old  by  a new  epidermis 
which  shows  the  features  of  a squamous  cell 
epithelioma.  This  begins  as  a marked  prolifera- 
tion of  the  basal  cells  which  spreads  out  in  all 
directions  within  the  membrana  propria.  They 
remain  midway  in  differentiation  for  about  one- 
half  the  extent  of  their  spread  and  then  they 
differentiate  rather  abruptly  into  prickle  cells. 
Early  as  well  as  advanced  keratinization  is  seen. 
Whorls  and  pearls  are  also  present.  Here  and 
there  individual  cells  show  an  abnormal  type 
of  keratinization  giving  the  appearance  of  the 
so-called  “corps  ronds”  of  Darier.  These  cells 
also  show  marked  irregularity  in  growth,  polar- 
ity, and  other  features  of  anaplasia.  The  nuclei 
show  great  irregularity  in  size.  Some  are  very 
large  and  some  show  multiplication  by  amitosis, 
resulting  in  the  clumping  of  four  to  six  nuclei 
in  the  one  large  cell.  There  is  also  marked 
variation  in  the  density  of  the  nuclear  chromatin; 
some  nuclei  staining  very  densely  while  others 
are  vesicular  and  frequently  fragmented  into 
fine  granules.  New  papillae,  acting  as  centers 
of  the  same  type  of  growth,  appear  in  many  parts 
of  the  epidermis.  In  one  place  there  exteiids  a 
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Fig.  4,  Case  2. — X 950.  A portion  of  Fig.  3 is  magnified  to  show  details  of  the  tumor  cells.  Bowen’s 
‘clumping  cells,”  hyperchromatism  of  the  nuclei,  mitotic  figures  and  loss  of  stratification  are  to  be 
rioted. 


papillary  outgrowth  beyond  the  old  corneum. 
In  the  most  advanced  part  of  the  lesion  the 
expansion  of  the  epidermal  “pegs”  by  the  new 
growth  compresses  the  papillae  into  narrow 
strands,  sometimes  pinching  off  a part  or  even 
completely  obliterating  them.  A remnant  of 
the  old  epidermis  can  be  seen  as  a narrow  band 
of  compressed  nuclei  surrounding  the  newly 
formed  epithelial  pegs.  In  no  place  is  there  any 
extension  of  the  new  growth  beyond  the  basal 
cell  layer.  In  conclusion  this  section  shows 
Bowen’s  dyskeratosis  with  proliferation  of  the 
squamous  cells  forming  an  intra-epidermic,  grade 
two,  prickle-cell  carcinoma. 

Drs.  J.  Frank  Fraser,  the  late  Alexander 
Fraser,  David  L.  Satenstein,  and  Fred  Weidman 
studied  the  slides  and  agreed  with  the  above 
findings.  Dr.  Hamilton  Montgomery  also 
studied  the  sections  and  concluded  that  they 
showed  squamous  cell  epithelioma  in  situ, 
Grade  2,  simulating  the  picture  of  Bowen’s 
disease. 

In  discussing  the  pathology  of  Bowen’s  disease 
one  should  keep  in  mind  the  original  histopatho- 
logic findings  of  Bowen.  He  reported  marked 
proliferation  of  the  rete  Malpighii,  karyokinetic 
divisions  and  amitosis,  clumping  of  the  nuclei, 
and  vacuolization  of  the  cells.  In  the  more 
advanced  lesions,  there  was  edema  of  the  epi- 
dermis, hypertrophy  of  the  horny  layer,  hyper- 


keratosis, and  parakeratosis  with  cells  not  having 
undergone  comification  but  showing  nuclei  sur- 
rounded by  “membranes”  or  clear  spaces.  In 
the  cutis  were  enlarged  vessels  surrounded  by  a 
cellular  infiltrate  most  of  which  were  plasma 
cells.  The  elastic  fibers  were  unchanged. 

It  is  impossible  to  dwell  here  at  any  consider- 
able length  upon  the  individual  histopathologic 
conceptions  of  the  various  authors  who  have 
contributed  to  the  knowledge  of  this  subject.  We 
shall  attempt  to  summarize  the  prevailing  trend. 

There  is  primarily  a hyperplasia  of  epithelial 
cells;  the  features  correspond  to  an  intra-epi- 
dermic epithelioma  with  certain  peculiar  dys- 
keratotic  changes  in  the  proliferated  prickle  cells. 
This  latter  feature  segregates  this  condition  into 
the  separate  entity  “Bowen’s  Disease.”  The 
cells  proliferate  in  all  directions,  usually  begin- 
ning with  the  basal  cell  but  always  remaining 
above  the  membrana  propria.  The  proliferated 
cells  may  be  either  basal  or  prickle;  usually 
however,  both  types  of  cells  are  present.  They 
differentiate  rapidly  and  show  early  keratiniza- 
tion  not  infrequently  as  concentric  “pearls”  and 
“corps  ronds.”  Individual  cells  show  amitosis 
and  disordered  polarity,  others  show  irregularity 
of  outline,  size,  shape,  and  the  cells  appear  to 
clump  themselves  together.  The  nuclei  and 
protoplasm  stain  more  deeply  than  the  surround- 
ing normal  cells. 
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Some  cells  are  four  to  six  times  larger  than 
normal  ones  and  contain  shrunken,  deeply 
staining  nuclei  eccentrically  placed.  Other  cells 
contain  several  nuclei.  Vacuolization  and  intra- 
cellular edema  are  constant  features.  Mitotic 
figures  are  abundant.  The  disorderly  arrange- 
ment of  the  cells  in  the  rete  Malpighii  is  very 
characteristic  of  all  cases  of  Bowen’s  disease. 

“Grains”  which  represent  broken-up  nuclei  in 
the  keratinized  cell  bodies  of  the  horny  layer  are 
seen  in  all  cases  of  Bowen’s  disease  involving  the 
skin. 

Heimann39  as  early  as  1916  mentioned  that 
Bowen’s  disease  is  not  a precancerosis.  In  1928, 
Fraser40  showed  conclusively  that  the  process 
was  one  of  malignancy  from  inception.  Nicolas, 
Massia,  and  Rousset19  in  their  studies  upon 
Bowen’s  disease  of  the  mucous  membrane  came 
to  the  conclusion  that  it  was  not  a pre-epitheli- 
omatous  dyskeratosis  but  a true  intra-epidermic 
cancer  from  a clinical  and  especially  a histologic 
standpoint. 

The  transformation  of  Bowen’s  disease  from 
an  intra-epidermic  to  an  infiltrating  carcinoma 
has  been  discussed  infrequently.  Darier41  re- 
ported a case  in  which  he  had  observed  trans- 
formation to  an  infiltrating  carcinoma  with 
metastatic  foci.  Others  to  report  this  were 
Danel42  and  Favier.23  Later  Fraser  reported 
Wise’s  case43  showing  infiltration  through  the 
membrana  propria.  The  following  findings  were 
significant.  The  anaplastic  cells  of  the  epider- 
mal pegs  were  broken  through  the  membrana 
propria  and  infiltrated  the  cutis  in  irregularly 
shaped  buds.  It  is  the  opinion  of  many  that 
Bowen’s  disease  is  an  intra-epidermic  epithelioma 
and  becomes  malignant  only  when  it  breaks 
through  the  basal  layer  to  infiltrate  the  cutis. 
A change  of  Bowen’s  disease  of  the  vulva  to 
squamous  cell  epithelioma  was  reported  by 
Fuhs,21  whereas  Griitz44  demonstrated  the  for- 
mation of  a basal  cell  epithelioma  in  a case  of 
Bowen’s  disease.  Sequeira  and  Turnbull45 
showed  the  presence  of  basal  and  squamous  cell 
carcinoma  in  Bowen’s  disease.  Civatte46  con- 
tends that  basal,  squamous,  as  well  as  mixed 
basal-squamous,  cell  epithelioma  may  develop 
in  Bowen’s  disease,  although  the  clinical  picture 
may  be  the  same. 

Delbanco7  is  of  the  opinion  that  Bowen’s 
disease  is  the  precancerous  stage  of  squamous 
cell  epithelioma.  Montgomery,47  however,  feels 
that  some  ordinary  squamous  cell  epitheliomas 
of  the  mucous  membrane  and  other  tissues 
present  the  histologic  features  of  Bowen’s  dis- 
ease. It  is  a matter  of  interpretation.  If  we 
accept  the  histologic  description  of  Bowen’s 
precancerous  dermatosis  as  it  was  given  origi- 


nally by  Bowen,  then  our  2 cases  and  others  re- 
ported are  those  of  Bowen’s  disease.  If  one 
interprets  strictly  the  histologic  findings  in  the 
light  of  present-day  exactness,  Bowen’s  disease 
of  the  mucous  membrane  can  be  interpreted  as 
an  intra-epidermic  epithelioma  in  situ  with 
features  of  Bowen’s  dyskeratosis.  When  the 
basal  cell  layer  is  broken,  or  when  metastases 
are  present  the  tumor  should  then  be  designated 
as  an  infiltrating  epithelioma.  The  type  of 
epithelioma  depends  upon  the  prolif  era  ting  cells. 
Usually  these  are  of  the  prickle  or  of  the  mixed 
type.  This  latter  stand  is  justifiable  and  is  a 
safe  one  because  a case  of  squamous  cell  epithe- 
lioma would  be  treated  with  more  thoroughness 
than  one  of  Bowenoid  dyskeratosis.  Among 
others  to  conclude  that  Bowen’s  disease  is  not 
a precancerosis  but  an  actual  carcinoma  in  situ 
from  its  very  inception  are  Hudelo  and  Cailliau,26 
and  Mantegazza. 48 

From  our  review  of  the  cases  in  the  literature 
and  from  personal  communications  with  students 
of  this  subject,  and  from  our  own  observations 
of  our  2 cases,  we  agree  with  those  who  consider 
Bowen’s  disease  of  the  mucous  membranes  as 
an  intra-epidermic  epithelioma.  The  type  of 
epithelioma  that  eventually  results  depends  upon 
the  cellular  changes  that  take  place.  For  the 
most  part,  however,  the  cases  reported,  including 
ours,  show  squamous  cell  epithelioma  in  situ, 
Grade  2.  Some  of  the  reports  show  clinically 
papillomatous  proliferations  in  leukoplakic  areas 
similar  to  many  cases  of  frank  carcinoma. 
Some  reports  even  record  enlarged  regional 
lymph  nodes;  one  cannot  help  but  conclude  that 
some  cases  reported  as  Bowen’s  are  really  those 
of  true  carcinoma. 

Bowen,1  Darier,41  Fraser,40  Montgomery,47 
and  others  have  shown  that  some  cases  of 
Bowen’s  disease  and  arsenical  keratoses  resemble 
one  another  histologically.  The  relationship  of 
arsenic  to  epithelioma  and  Bowen’s  disease  has 
been  brought  to  our  attention  by  Anderson49 
and  Montgomery.47  Anderson  found  large 
quantities  of  arsenic  in  his  case  of  Bowen’s 
disease  as  well  as  in  cases  of  multiple  benign 
superficial  epithelioma.  Among  others  to  report 
cases  of  epithelioma,  Bowen’s  disease,  and  other 
similar  conditions  in  patients  who  had  taken 
arsenic  in  one  form  or  another  over  a number  of 
years,  are  Schamberg,50  Fraser,40  Goldberg,34 
Levin,51  Ormsby  and  Mitchell,52  Doty,63  Hart- 
zell,64  Wende,55  Fordyce,66  MacKee,57  Oliver,58 
Schwartz  and  Busman,69  Stillians,60a,60b,  Pfah- 
ler,61  Andrews,62  and  Montgomery.47  Graham  Lit- 
tle63 demonstrated  the  relationship  of  erythema- 
toid  benign  epithelioma  to  psoriasis  but  failed 
to  indict  arsenic  as  a causative  factor.  Cheever64 
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reported  a case  of  Paget’s  disease  of  the  nipple 
and  multiple  epithelioma  in  a patient  who  had 
had  psoriasis  since  infancy.  It  is  reasonable  to 
assume  that  these  last  2 cases  received  arsenic 
at  some  time  in  the  treatment  of  their  psoriasis. 

In  this  connection,  it  is  interesting  to  note 
that  both  cases  which  we  report  have  come  in 
contact  with  arsenic.  The  woman  had  repeated 
courses  of  Fowler’s  solution  over  a period  of 
thirty-seven  years  for  the  treatment  of  psoriasis. 
The  other  case  which  we  report  is  a man  who 
was  employed  as  an  insect  exterminator.  He 
came  in  contact  with  arsenic-containing  insect 
powders  for  eight  years.  He  no  doubt  inhaled 
and  ingested  large  quantities  of  arsenic.  Pozzo27 
brought  to  our  attention  the  fact  that  glycosuria 
may  be  a cause  of  Bowen’s  disease  since  his  3 
cases  showed  not  only  glycosuria  but  pruritus 
of  the  genitals.  On  the  other  hand,  the  case  of 
Bowen’s  disease  described  by  Touraine  and 
Gole,33  also  had  cheilitis  glandularis.  They  ob- 
served squamous  cell  epithelioma  in  8 out  of  11 
cases  of  cheilitis  glandularis  and  suggested  the 
idea  that  cheilitis  glandularis  is  a precancerosis. 

The  clinical  appearance  of  this  dermatosis  as 
it  affects  the  mucous  membranes  are  nearly  as 
varied  as  the  number  of  cases  reported.  The 
lesions  reported  were  found  to  fit  into  three 
general  types:  (1)  erythroplasia-like,  (2)  nodu- 

lar or  papillomatous,  (3)  ulcerative.  These 
clinical  types  correspond  to  the  3 pathologic 
stages  described  by  Richon.4  It  is,  therefore, 
evident  that  the  differences  in  clinical  charac- 
teristics are  due  to  the  pathologic  stage  at  which 
the  lesion  has  progressed.  The  following  is  a 
brief  description  of  the  evolution  of  the  clinical 
stages  of  Bowen’s  diseases  of  the  mucous  mem- 
brane. 

1.  Early  Stage.  The  lesions  are  reddish, 
well  circumscribed,  glossy,  slightly  infiltrated, 
painless,  and  not  ulcerated.  Frequently  they 
are  covered  with  a heavy  scale.  The  base  of  the 
lesion  is  soft.  Slight  pruritus  may  be  present. 
The  general  health  is  good  and  the  regional 
nodes  are  not  enlarged. 

2.  Latent  Stage.  The  lesions  may  remain  as 
in  the  early  stage  for  a long  period.  Changes 
may  occur  extremely  slowly.  The  lesion  tends 
to  become  nodular  and  even  papillomatous  in 
this  stage  and  is  frequently  covered  with  a 
mucoid  substance  which  causes  crust  formation. 
The  base  of  the  lesion  becomes  infiltrated  to  a 
noticeable  degree.  There  is  a tendency  to 
eczematization  and  frequently  ulceration. 

3.  Late  Stage.  The  nodular  or  papilloma- 
tous areas  tend  to  ulcerate.  The  base  becomes 
deeply  infiltrated.  Glands  may  become  palpable 
and  it  is  in  this  stage  that  metastases  occur. 


T reatment. — If  a tentative  diagnosis  of  Bowen’s 
disease  is  made  of  a lesion  on  the  mucous  mem- 
brane, we  advise  prompt  treatment.  The  area 
around  the  lesion  should  be  thoroughly  anesthe- 
tized with  procaine  solution.  The  whole  lesion 
or  a portion  of  it  should  be  removed  with  scalpel 
or  skin  punch  and  sent  to  the  laboratory  for 
histologic  examination.  The  entire  affected  area 
should  then  be  destroyed  by  radical  scalpel  ex- 
cision or  by  electrosurgery.  We  believe  that 
postoperative  irradiation  with  roentgen  rays, 
radon  seeds,  or  radium  element  needles  or 
plaque  will  assure  success  of  the  operative  pro- 
cedure and  will  prevent  recurrences.  If  the 
condition  has  already  become  invasive  and  in- 
volves regional  nodes,  then  radical  treatment  for 
metastatic  carcinoma  should  be  instituted.  We 
advise  against  treating  these  lesions  with  caus- 
tics, electrolysis,  ultraviolet  radiation,  or  with 
solid  carbon  dioxide.  They  should  be  treated 
adequately  and  radically  at  the  very  start. 
Improper  treatment  may  activate  a relatively 
benign  process  into  a malignant  one. 

Summary 

1.  Two  cases  of  Bowen’s  precancerous 
dermatosis  of  the  mucous  membrane  are 
reported,  1 of  the  tongue  and  1 of  the 
penis. 

2.  A clinical  diagnosis  of  Bowen’s 
disease  of  the  mucous  membrane  cannot 
be  made  with  certainty.  It  can  only  be 
suspected  and  then  confirmed  micro- 
scopically. 

3.  The  histopathology  shows  dyskera- 
tosis typical  of  Bowen’s  disease  and  an 
intra-epidermic  or  infiltrating  epithelioma 
of  peculiar  cellular  characteristics.  These 
changes  are  undoubtedly  present  from 
the  inception  of  the  lesion. 

4.  Arsenic  may  play  a role  in  the 
etiology  of  Bowen’s  disease. 

5.  The  literature  on  this  subject  is  re- 
viewed. 

We  are  indebted  to  Dr.  MacKee  for 
permitting  us  to  report  1 case  from  his 
private  practice  and  1 case  from  the 
clinic;  and  to  the  late  Drs.  J.  Jadassohn 
and  Alexander  Fraser,  as  well  as  Drs. 
J.  Frank  Fraser,  David  L.  Satenstein, 
Fred  Weidman,  and  Hamilton  Mont- 
gomery for  their  help  in  interpreting  the 
histologic  slides. 

40  East  61st  Street 
1930  Wilshire  Boulevard 
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Discussion 

Dr.  Timothy  J.  Riordan,  New  York  City — 
Besides  reporting  2 cases  of  cancerous  Bowen’s 
disease,  of  which  1 is  a “first,”  namely,  the  case 
involving  the  tongue,  the  authors  offer  a praise- 
worthy piece  of  work  in  reviewing  the  literature 
of  the  condition  affecting  mucous  membranes. 
Since  the  final  diagnosis  of  many  diseases  of  the 
mucous  membranes  including  the  one  under  dis- 
cussion depends  on  the  interpretation  of  the 
microscopic  findings  and  since  there  are  some 
differences  of  opinion  in  the  histologic  interpre- 
tation, this  review  is  timely.  If  we  break  down 
the  review  from  the  standpoint  of  the  patho- 
logic reports,  we  note  that  most  of  the  cases 
reported  contain  no  more  than  mere  mention  of 
the  fact  that  the  microscopic  examination 
showed  Bowen’s  disease.  A few  intimated 
epitheliomatous  changes  and  a few  reported 
epitheliomas  with  the  change  characteristic  of 
Bowen’s  disease.  Unquestionably  the  informa- 
tion given  by  Bowen  originally  was  not  defec- 
tive. The  reports  following  Bowen  did  not 
contain  defective  information.  The  question 
arises,  however,  whether  in  some  cases  the  in- 
formation, though  not  defective,  could  have 
been  incomplete.  The  concept  that  lesions  of 
Bowen’s  disease  are  cancerous  from  incipiency 
was  promulgated  some  years  back  and  I believe 
it  is  gaining  adherents  right  along  In  my  own 
training  under  the  late  Drs.  W.  J.  Highman  and 
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Alexander  Fraser,  I was  brought  up,  so  to  speak, 
with  that  concept.  Mention  was  made  of  Dr. 
J.  Frank  Fraser’s  work  proving  that  concept. 
It  is  cause  for  wonder  how  many  cases  with 
features  of  Bowen’s  disease  have  been  diagnosed 
histologically  as  epithelioma  and  remain  so 
classified  because  features  of  Bowen’s  disease 
present  were  considered  secondary.  I recall  one 
such  case  in  my  limited  experience.  What  I am 
trying  to  express  is  that  in  the  light  of  our 
present  attempts  at  exactitude,  we  may  be  con- 
fusing the  issue  because  of  improper  classifica- 
tion. And  so,  to  me  at  least,  it  is  a challenge 
to  the  histopathologist.  The  clinician  can  ex- 
pect a varying  report  just  as  the  breakdown  of 
this  review  revealed  varying  reports  for  the  same 
condition.  And  in  the  beginning,  I said  the 
authors  report  2 cases  of  cancerous  Bowen’s 
disease,  but  we  must  read  the  reports  to  find 
out. 

As  to  arsenic  playing  a role  in  the  etiology,  I 
have  nothing  to  say  except  that  the  accumula- 
tion of  cases  in  the  literature  where  arsenic  was 
ingested  creates  the  impression  that  it  plays  a 
role.  We  can’t  accept  impression  as  fact. 

As  to  treatment,  the  fact  that  the  lesion 
affects  the  mucous  membranes  and  may  become 
malignant  cancer  even  unto  metastasis  and 
death  although  remaining  in  a stationery  phase 
for  a long  time,  merits  serious  judgment  in  deal- 
ing with  it.  If  we  biopsy  the  lesion,  we  must 
destroy  it  entirely  and  if  the  lesion  is  confined  to 
the  epidermis,  surgery  or  electrosurgery  is 
enough.  The  destruction  should  extend  a little 
beyond  the  border.  This  disease  is  an  example 
of  one  that  can  be  adequately  destroyed  by  the 
so-called  “hot-nail”  treatment.  Often  these 
lesions  well  circumscribed  clinically  may  show 
change  a little  beyond  the  border.  In  derma- 
tologic practice  we  feel  more  secure  perhaps 
in  following  the  destruction  with  the  use  of 
x-ray. 


Dr.  Marion  B.  Sulzberger,  New  York  City — 
We  must  all  be  indebted  to  the  presenters  for 
their  excellent  historical  survey  of  cases  of 
Bowen’s  disease  of  the  mucous  membranes. 

Dr.  Cipollaro  has  been  quite  right  in  stating 
that  the  case  which  formed  the  subject  of  my 
thesis  to  acquire  the  doctor  degree  at  the  Uni- 
versity of  Zurich,  in  1925,  was  one  of  a com- 
bination of  Bowen’s  disease,  leukoplakia,  krau- 
rosis, cancer,  and  pruritus  of  the  vulvar  mucous 
membrane.  Dr.  Delbanco  of  Hamburg  later 
called  attention  to  the  frequency  of  the  combina- 
tion of  kraurosis  and  leukoplakia.  As  Dr.  Cipol- 
laro further  stated,  the  case  which  I worked  up 
in  my  doctor’s  thesis  was  the  same  as  the  one 
presented  at  a medical  meeting  by  my  chief, 
Professor  Bloch.  In  this  80-year-old  woman,  all 
attempts  at  therapy  were  unavailing,  until  a 
permanent  cure  was  effected  by  complete  vul- 
vectomy. 

Regarding  the  question  of  precancerosis, 
whether  or  not  one  calls  a condition  a precan- 
cerosis depends  greatly  upon  one’s  definition  of 
cancerosis  or  cancer.  If  one  considers  a condi- 
tion which  is  noninfiltrating,  produces  little  or  no 
inflammatory  reaction,  in  many  cases  never 
metastasizes,  in  many  cases  never  destroys  the 
local  tissues,  in  many  cases  remains  quiescent, 
localized,  and  entirely  benign  for  many  years, 
or  for  the  lifetime  of  the  patient — if  one  calls 
such  a condition  a “cancer,”  then  one  can  speak 
of  Bowen’s  disease  as  a cancer.  But  if  one  does 
not  consider  that  the  description  I have  just 
given  characterizes  “cancer,”  then  Bowen’s  dis- 
ease is  not  a cancer.  Nevertheless  in  the  ma- 
jority of  these  lesions,  provided  the  patient  lives 
long  enough,  a true,  typical,  metastasizing,  de- 
structive, and  malignant  lesion  eventually  super- 
venes. And  this  is  in  my  mind  the  real  meaning 
of  the  term  “precancerosis” — a lesion  which  as  a 
rule  is  not  itself  malignant  but  in  which  as  a rule 
malignant  changes  will  eventually  occur. 


THOSE  FIRST  IMPRESSIONS 

When  your  patient  is  delayed  in  your  waiting 
room,  he  has  a chance  to  make  a few  observa- 
tions. The  housewife  will  note  the  cleanliness  and 
order  of  the  surroundings.  She  will  observe  the 
draperies,  the  condition  of  the  decorations,  the 
pictures  on  the  walls,  the  floor  coverings,  the 
lighting  effect,  the  furniture.  If  she  is  a new  pa- 
tient, while  she  waits  she  formulates  some  rather 
definite  ideas  about  the  man  whom  she  is  soon  to 
meet  and  to  whom  she  is  about  to  commit  her 
case — he  is  clean  and  sanitary  or  sloven  and 
careless;  he  is  orderly  and  systematic  or  hap- 


hazard and  negligent;  she  is  favorably  impressed 
or  critically  suspicious  before  she  has  even  seen 
her  physician;  she  is  predisposed  to  like  him  or 
not  like  him.  And  to  give  further  detail  to  the 
picture,  the  secretary  may  add  some  bold  color — 
a pleasant  or  an  irritating  manner,  a tell-tale 
conversation  over  the  phone,  etc.  A good  or  a 
bad  psychology  has  been  created  while  your 
patient  waits,  a factor  not  wholly  unrelated  to 
the  success  of  your  later  treatment. — Stanley  R. 
Mauck,  Exec.  Sec.,  Columbus  Acad,  of  Med.,  in 
Ohio  State  M.  J. 


THE  VALUE  OF  STEREOSCOPIC  PNEUMOGRAPHIC  STUDIES 
IN  THE  DIAGNOSIS  AND  LOCALIZATION  OF  RENAL  AND 
URETERAL  CALCULI 


W.  W.  Scott,  M.D.,  and  John  A.  Benjamin,  Jr.,  M.D.,  Rochester,  New  York 

( From  the  Department  of  Surgery,  Division  of  Urology,  University  of  Rochester  School  of  Medicine  and 

Dentistry,  Rochester ) 


IN  a limited  number  of  cases  of  renal 
lithiasis,  our  present  methods  of  x- 
ray  study  may  not  only  fail  to  prove  the 
presence  of  a stone  but  also  may  be  of 
little  or  no  value  in  locating,  with  any  de- 
gree of  accuracy,  the  position  of  a renal 
or  ureteral  calculus.  Frequently,  a plain 
abdominal  roentgenogram  is  of  question- 
able aid  in  those  cases  of  renal  lithiasis 
in  which  the  density  of  the  stone  is  quite 
similar  to  that  of  the  soft  structures  of 
the  body.  Furthermore,  in  such  cases, 
the  use  of  any  of  the  more  popular  kinds 
of  pyelographic  media,  in  an  attempt  to 
confirm  the  diagnosis  by  means  of  a 
negative  shadow  at  the  site  of  the  cal- 
culus, may  prove  quite  disappointing. 
In  those  cases  of  renal  or  ureteral  lithiasis 
in  which  surgery  is  indicated,  an  exact 
preoperative  knowledge  of  the  location 
of  the  stone  is  most  desirable.  All  too 
frequently,  because  of  the  marked  simi- 
larity in  density  of  the  calculus  and  the 
more  frequently  used  types  of  pyelo- 
graphic media,  such  information  cannot 
be  obtained. 

With  the  hope  of  developing  a method 
that  would  give  us  more  positive  infor- 
mation with  reference  to  the  presence  and 
location  of  renal  and  ureteral  calculi  in 
those  cases  in  which  our  routine  proce- 
dures failed,  we  decided  to  make  a com- 
parative study  of  the  density  of  the  more 
common  types  of  renal  calculi  and  the 
more  popular  kinds  of  pyelographic 
media  (Table  1). 

From  this  study,  we  were  impressed 
by  the  contrast  value  of  air  as  a pyelo- 
graphic medium  in  selected  cases. 
Furthermore,  air  is  readily  available  and 
costs  nothing.  Because  of  the  reported 


deaths  following  inflation  of  the  bladder 
(Matho)  and  following  perirenal  insuffla- 
tion (Hyman  and  Wilhelm)  we  felt  that 
additional  investigations  should  be  made 
before  attempting  its  clinical  use. 

The  use  of  air  and  other  gases  in  the 
study  of  the  urinary  tract  is  not  new. 
Keller,1  in  1904,  was  the  first  to  use  air  to 
study  pneumocystradiography.  Burk- 
hardt  and  Polano,2  in  1906,  while  study- 
ing pneumocystradiography,  were  the 
first  to  suggest  using  oxygen  to  fill  the 
renal  pelvis  in  order  to  detect  the  pres- 
ence of  calculi.  Von  Lichtenberg  and 
Dietlen,3  in  June,  1911,  were  able  to 
demonstrate  on  the  x-ray  film  the  pres- 
ence of  renal  calculi  by  the  use  of  oxygen 
as  a contrast  medium.  At  the  sugges- 
tion of  Willie  of  the  Mayo  Clinic,  Cole,4 
in  October,  1911,  carried  out  pneumopye- 
lography on  a case  of  marked  hydrone- 
phrosis with  a questionable  stone  shadow. 
He  was  able  to  rule  this  shadow  out  with 
the  aid  of  stereoscopic  pneumopyelo- 
grams.  He  pointed  out  that  it  was  not 
necessary  to  insert  the  catheter  all  the 
way  to  the  pelvis,  that  air  accentuates 
the  calculus  shadow  and  air  can  be  readily 
withdrawn,  and  that  what  little  remains  is 
probably  absorbed  without  harm  to  the 
patient. 

Granger5  reported  2 successful  cases 
in  1916.  Thompson,6  in  1922,  used 
oxygen  under  a pressure  of  180  mm.  Hg 
in  a case  of  hydronephrosis  without  re- 
action. He  felt  that  after  the  patient 
has  discomfort  on  the  side  being  investi- 
gated, an  additional  pressure  of  20  mm. 
Hg  should  be  used  to  obtain  satisfactory 
detail  of  the  pelvis  and  calyces.  He  also 
noted  that  after  a certain  pressure  the 
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oxygen  would  escape  alongside  the  ure- 
teral catheter  to  the  bladder,  thereby 
giving  a means  of  regulating  the  intra- 
pelvic  pressure  and  lessening  the  proba- 
bility of  an  air  embolus.  Clark,7  in 
1923,  followed  the  technic  outlined  by 
Thompson.  Braash8  reproduced  in  his 
book  on  urography  an  excellent  air 
pyelogram  showing  a stone.  He  claims 
that  it  is  too  difficult  to  fill  the  pelvis 
completely  and  to  differentiate  the  pelvic 
outline  from  gas  in  the  surrounding 
bowel.  Eichler,9  in  1935,  while  studying 
extravasation  in  the  kidney,  in  conjunc- 
tion with  pyelographic  media,  used  oxy- 
gen for  contrast.  In  1938,  Hughes10  re- 
ported a series  of  500  pneumopyelograms 
without  serious  reaction. 

In  1867,  Demarquay11  found  that 
oxygen  could  enter  the  vein  directly 
without  endangering  the  life  of  the  dog. 
Gartner,12  in  1902,  and  Stiirtz,13  in  1903, 
showed  that  oxygen  could  enter  the  vein 
directly,  and  that  one-fifth  of  the  normal 
oxygen  requirements  for  fifteen  minutes 
could  be  injected  without  killing  a dog. 
Lewin,14  in  1898,  found  that  when 
compressed  air  was  forced  through  a 
water  suspension  of  methylene  blue  and 
gum  arabic,  the  presence  of  air  seemed  to 
facilitate  the  passage  of  the  suspension 
into  the  renal  tubules,  lymphatics,  and 
vessels.  Nicholich,15  in  1913,  thought 
that  air  entered  the  circulation  of  the 
kidney  after  it  had  passed  from  the 
bladder  up  the  ureter  to  the  pelvis. 
Santini,16  the  same  year  injected  air 
under  considerable  pressure  into  the 
dog’s  bladder,  and  found  that  the  normal 
bladder  would  rupture  before  air  would 
enter  the  kidney  pelvis  by  way  of  the 
ureter.  Graves  and  Davidoff17*18  showed, 
however,  that  fluids  will  pass  from  the 
bladder  into  the  kidney  pelvis  by  way  of 
the  ureters.  Poddighe,19  in  1914,  was 
unable  to  confirm  the  observations  of 
Santini.  Furthermore,  he  was  unable  to 
produce  death  from  air  embolism  in  the 
dog  by  injecting  air  into  the  ureter  to 
the  kidney  under  considerable  pressure. 
Postmortem  examination  revealed  huge 
dilation  of  the  pelvis,  calyces,  and  tubular 
system,  and  compression  of  the  glomeruli; 


TABLE  1 


Density  of  Calculi 

Density  of  Media 

Uric  acid 

0.97 

Air  - nitrogen  - oxy- 

Xanthin 

1.00 

gen 

0.001 

Cystin 

1.18 

Water 

1.00 

Ammoniated  mag- 

*Water (distilled) 

0.997 

nesium  phosphate 

1.20 

*Sodium  iodide  15 

Calcium  phosphate 

1.25 

per  cent  sol. 

1.11 

Calcium  carbonate 

1.33 

*Skiodan  15  per 

Calcium  oxalate 

1.36 

cent  sol. 

1.11 

*Diodrast  (i.  v.)  35 

per  cent  wt./vol. 

1.18 

* The  writers  are  greatly  indebted  to  Dr.  H.  C.  Hodge 
of  the  Department  of  Biochemistry  and  Pharmacology 
for  his  work  in  the  determination  of  the  densities  of  these 
media.  Data  on  density  of  calculi  taken  from  Kohler. 

but  the  air  was  not  found  in  the  cardio- 
vascular system.  He  also  found  that  if 
the  veins  of  the  bladder  were  trauma- 
tized, air  inflation  of  the  bladder  would 
lead  to  death  from  embolism  in  a few 
minutes. 

Thomas  and  Sweet,20  in  1923,  found 
that  if  air  was  injected  by  way  of  the 
ureter  into  the  pelvis  of  a dog  it  would 
enter  the  venous  system  at  a pressure  of 
150  to  200  mm.  Hg.  Hinman  and  Lee- 
Brown21  have  showed  that  solutions  are 
also  readily  absorbed  by  the  veins  of  the 
pelvis.  Fuchs,22  and  Burger  and  Fuchs,23 
in  1927,  found  that  if  air  was  injected  into 
the  pelvis  by  way  of  the  ureter  of  rabbits 
the  pelvis  would  gradually  dilate,  and 
suddenly  air  bubbles  could  be  seen  in  the 
renal  vein  after  entering  the  venous  cir- 
culation of  the  calyces.  The  animal 
died  within  a few  minutes.  They  be- 
lieved that  the  resorptive  power  of  oxy- 
gen in  the  venous  system  was  not  suffi- 
cient for  protection  against  fatal  emboli. 
• After  reviewing  the  literature  and  criti- 
cally taking  into  consideration  the  possi- 
bility of  air  embolism,  which  had  been 
the  constant  fear  of  workers  in  the  past, 
we  undertook  a series  of  experiments  on 
dogs. 

Six  female  dogs  were  studied,  using 
nembutal  for  anesthesia,  giving  25  mg. 
per  kilogram  intravenously.  The  bladder 
was  opened  suprapubically  and  a catheter 
passed  to  each  kidney  (Fig.  1).  Three 
different  experiments  were  performed  on 
each  dog. 

Experiment  1. — The  bladder  was  filled 
with  sterile  saline  solution  so  that  the 
ureteral  orifices  were  completely  im- 
mersed. A catheter  was  passed  to  each 
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kidney,  manometer  attached,  and  air 
forced  to  each  pelvis.  If  the  pressure 
in  the  renal  pelvis  was  sufficiently  high, 
the  air  would  return  down  the  ureter  to 
the  bladder.  In  order  to  produce  this, 
it  was  found  that  on  the  average  of  11 
cc.  of  air  under  an  average  pressure  of  70 
mm.  Hg  for  three  minutes  was  required. 

Experiment  2. — Ureteral  catheters  were 
passed,  the  ureters  and  kidneys  exposed, 
and  ties  placed  around  the  ureters  in 
order  to  prevent  a return  of  air  to  the 
bladder.  When  air  was  passed  through 
the  catheter  it  was  found  that  the  ureter 
and  kidney  became  enlarged  and  tense, 
and  suddenly  small  foamlike  air  bubbles 
began  to  pass  through  the  renal  vein 
(Fig.  1).  The  average  conditions  re- 
quired to  produce  this  were  an  average 
volume  of  28  cc.  of  air  under  an  average 
pressure  of  170  mm.  Hg  for  seven  min- 
utes. 

Experiment  3. — Experiment  2 was  re- 
peated on  dogs  within  an  hour  after  they 
had  been  sacrificed.  The  average  volume 
of  air  required  was  15  cc.  under  an  aver- 
age pressure  of  75  mm.  Hg  for  four 
minutes.  It  is  at  once  obvious  that  ex- 
periments performed  on  dead  structures 
may  be  misleading. 

Although  the  series  was  small,  the  re- 
sults obtained  were  so  uniform  in  char- 
acter that  one  felt  justified  in  drawing 
certain  conclusions  concerning  the  clinical 
possibilities  of  pneumopyelography.  The 
results  in  the  above  experiments  varied 
little  if  any  with  different  types  and  siz^ 
of  catheters.  It  was  found  that  satis- 
factory pneumopyelograms  could  be  ob- 
tained on  dogs  under  a pressure  of  20  to 
30  mm.  Hg.  It  is  evident  from  the  pres- 
sure range  in  the  above  experiments  that 
the  margin  of  safety  is  such  that  little 
risk  would  attend  clinical  application. 

Method 

The  patient  is  prepared  in  the  usual 
manner  for  cystoscopy,  and  we  have  the 
manometer  of  the  Wappler  cystometric 
set  in  readiness  for  use.  Ureteral  cathe- 
ters, preferably  number  7 whistle  tip, 
are  passed.  After  specimens,  cultures, 
and  differential  phenolsulfonphthalein 


studies  have  been  made,  pneumopyelo- 
grams are  obtained. 

A 20  cc.  Luer  syringe  with  a tight- 
fitting  barrel  is  connected  with  a T-tube 
which  leads  to  the  manometer  and  the 
ureteral  catheter  (Fig.  1).  The  syringe 
can  be  used  with  greater  ease  and  the 
leakage  of  air  around  the  barrel  can  be 
prevented  if  the  plunger  is  lubricated 
with  sterile  glycerine  before  the  air  in- 
jection is  started.  The  air  is  injected 
very,  very  slowly,  at  a pressure  of  20 
to  30  mm.  Hg,  until  the  patient  experi- 
ences very  slight  pain.  If  the  pressure 
tends  to  rise  above  30  mm.  Hg,  the  ten- 
sion on  the  barrel  of  the  syringe  is  les- 
sened until  the  pressure  returns  to  the 
desired  level  and  the  procedure  is  con- 
tinued again  as  described  above.  As  our 
experience  with  pneumopyelography  in- 
creased, we  were  able  to  estimate  pres- 
sure fairly  accurately  without  the  aid  of 
the  manometer  and  we  discontinued  its 
use.  When  desired,  as  much  of  the  air 
as  possible  can  be  immediately  withdrawn 
and  retrograde  skiodan  pyelograms  ob- 
tained. It  was  found  that  the  pneumo- 
pyelogram  could  be  followed  immediately 
by  a pyelogram  with  skiodan  with  no 
increase  in  the  reaction  on  the  part  of 
the  patient. 

Observation  from  Clinical  Studies 

In  the  clinical  group,  95  patients  were 
studied  and  pneumopyelography  was  per- 
formed in  different  upper  urinary  tract 
conditions,  namely:  renal  calculi  with 

and  without  hydronephrosis,  hydrone- 
phrosis, pyelitis,  tuberculosis,  polycystic 
kidneys,  and  ureteral  calculi.  In  this 
group  were  39  males  and  56  females, 
varying  from  16  to  71  years  of  age.  The 
cases  with  essentially  normal  pelvis  and 
slight  hydronephrosis  required  an  aver- 
age of  12  cc.  of  air  under  a pressure  of  20 
to  30  mm.  Hg;  where  there  was  marked 
hydronephrosis,  more  air  under  the  same 
range  of  pressure  was  necessary  to  fill  the 
pelvis.  One  case  required  120  cc.  of  air 
to  elicit  slight  pain,  and  we  were  able  to 
rule  out  definitely  suspected  cholelithiasis 
by  means  of  stereoscopic  pneumopyelo- 
gram.  We  concluded  that  pneumopyelog- 
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Fig.  1.  Diagram  of  dog  experiments,  (a)  Method  of  controlling  pressure  and  measuring  vol- 
ume; (b)  exposed  bladder  filled  with  saline  solution;  (c)  ligature  around  ureter  was  pulled  tight  in 
experiment  2 to  prevent  return  of  air  to  bladder;  (d)  passage  of  air  bubbles  through  renal  vein  in 
experiment  2. 
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Fig.  2,  Case  1.  (a)  Flat  plate  showing  shadows  in  kidney  region;  (b)  marked  hydronephrosis 

with  high  insertion  of  ureter,  localization  of  calculi  not  possible;  (c)  stereoscopic  pneumopyelogram 
shows  exact  location  of  calculi. 


raphy  is  best  suited  for  cases  in  which 
one  suspects  or  is  dealing  with  calculi, 
while  in  the  other  conditions  mentioned 
above,  the  media  in  common  usage  are  to 
be  employed.  The  following  cases,  with 
brief  history  and  figures,  are  representa- 
tive of  our  clinical  study  of  those  patients 
in  which  we  were  dealing  with  calculi. 

Case  1. — A.  A.,  female  aged  45,  on  admission 
complained  of  pressure  in  the  abdomen  and  sharp 
pain  in  the  region  of  the  right  hip.  She  was 
anemic  and  was  tender  in  the  right  lower  quad- 
rant, and  the  right  kidney  was  palpable.  Studies 
of  bladder  urine  were  negative.  Blood  chemistry 
studies  and  phthalein  test  were  normal.  X-ray 
of  the  abdomen  showed  two  shadows  over  the 
region  of  the  right  kidney  compatible  with  renal 
calculi  (Fig.  2a).  The  phthalein  output  for 
thirty  minutes  was  15  per  cent  for  each  kidney. 
Bilateral  stereoscopic  pyelograms  using  skiodan 
showed  marked  hydronephrosis  of  the  right  kid- 
ney with  stricture  of  the  ureteropelvic  junction 
and  high  insertion  of  the  ureter  into  the  pelvis 
(Fig.  2b).  Bilateral  stereoscopic  pneumopyelo- 
grams  showed  two  calculi,  one  in  the  pelvis  and 
one  at  the  mouth  of  the  inferior  calyx  (Fig.  2c). 
A Foley  Y plastic  operation,  pyelolithotomy, 
and  nephropexy  were  performed  and  the  post- 
operative course  was  uneventful. 

Case  2. — G.  C.,  female  aged  57,  complained 
of  pain  in  the  right  thigh,  pain  over  the  bladder, 
nocturia,  and  a weight  loss  of  thirty  pounds  in 
two  years.  She  was  anemic,  had  myocardial 


changes,  and  the  right  kidney  was  palpable  and 
tender.  Blood  chemistry  studies  and  phthalein 
test  were  normal.  Urine  showed  many  pus 
cells  and  Escherichia  coli  was  grown  from  it. 
X-ray  of  the  abdomen  showed  bilateral  renal 
calculi  (Fig.  3a).  The  left  kidney  urine  showed 
Escherichia  coli  on  culture,  and  the  phthalein 
output  for  thirty  minutes  was  30  per  cent  on  the 
right  side  as  compared  to  25  per  cent  on  the  left 
side.  Bilateral  stereoscopic  pyelogram  using 
skiodan  showed  bilateral  hydronephrosis  with 
narrowing  of  the  left  ureteropelvic  junction 
(Fig.  3b).  Bilateral  stereoscopic  pneumopyelo- 
gram showed  that  the  calculi  in  the  right  kidney 
were  located  in  the  three  dilated  lowermost 
calyces  and  kidney  pelvis,  while  in  the  left  kid- 
ney one  stone  was  found  in  the  dilated  superior 
calyx,  one  in  the  pelvis,  and  three  in  the  inferior 
calyx  (Fig.  3c).  Because  of  her  poor  physical 
condition,  she  was  placed  on  palliative  treatment 
consisting  of  mandelic  acid  therapy  and  dilata- 
tions of  the  left  ureteropelvic  junction  with 
pelvic  lavage.  She  is  responding  very  well; 
the  stones  in  the  left  kidney  will  be  removed  and 
a plastic  operation  will  be  performed  in  the  near 
future. 

Case  3. — F.  O.,  female  aged  51,  on  admission 
complained  of  intermittent  pain  in  the  right 
upper  quadrant  for  eight  months,  frequency, 
urgency,  and  burning.  Her  heart  was  moder- 
ately enlarged  and  she  had  tenderness  over  the 
right  kidney  region  anteriorly.  Her  urine 
showed  a few  pus  cells  and  Escherichia  coli. 
Blood  chemistry  studies  and  phthalein  test  were 
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Fig.  3,  Case  2.  (a)  Flat  plate  showing  shadows  in  region  of  both  kidneys;  (b)  bilateral  hydro- 

nephrosis with  obstruction  at  left  ureteropelvic  junction,  localization  of  calculi  not  definite;  (c) 
stereoscopic  pneumopyelogram  showing  exact  location  of  renal  calculi. 


normal.  X-ray  of  the  abdomen  showed  two 
shadows  in  the  right  kidney  region  (Fig.  4a). 
Escherichia  coli  was  grown  from  the  urine  of  the 
right  kidney,  and  the  phthalein  output  for 
thirty  minutes  on  the  right  side  was  10  per  cent 
as  compared  to  45  per  cent  on  the  left  side. 
Bilateral  stereoscopic  pyelograms  using  skiodan 
showed  hydronephrosis  and  hydroureter  on  the 
right  side  with  some  tortuosity  of  the  ureter 
(Fig.  4b).  Bilateral  stereoscopic  pneumopyelo- 
grams  showed  two  calculi  in  the  mouth  of  the 
two  major  calyces  (Fig.  4c).  In  view  of  her 
age,  poor  phthalein  output  of  the  right  kidney, 
and  infection  with  Escherichia  coli,  nephrectomy 
was  performed  with  an  uneventful  postoperative 
course. 


Case  4. — B.  S.,  female  aged  31,  on  admission 
complained  of  pain  in  the  left  flank,  frequency 
urgency,  and  burning.  She  was  under  treatment 
for  syphilis  and  stated  she  had  had  pyelitis  on 
the  left  side  a year  previously.  There  was 
slight  tenderness  in  the  left  costovertebral  angle. 
Her  urine  contained  pus  cells  and  Escherichia 
coli.  X-ray  of  the  abdomen  showed  a very  in- 
distinct shadow  in  the  region  of  the  upper  pole 
and  a fairly  well-defined  shadow  in  the  lower 
pole  of  the  kidney,  suggesting  calculi  (Fig.  5a). 
The  phthalein  output  in  thirty  minutes  was  20 
per  cent  from  the  right  kidney  and  25  per  cent 
from  the  left.  Bilateral  stereoscopic  pyelogram 
using  skiodan  obscured  both  shadows,  thereby 
confusing  the  picture  from  the  standpoint  of 


a b c 

Fig.  4,  Case  3.  (a)  Flat  plate  showing  shadows  in  kidney  region;  (b)  and  (c)  note  localization  of 

stones  in  pneumopyelogram  (c)  as  compared  with  pyelogram  with  denser  medium  (b). 


2S2  SCOTT  AND  BENJAMIN  [N.  Y.  State  J.  M. 


a b c 


Fig.  5,  Case  4.  (a)  Arrows  point  to  questionable  stone  shadows  in  flat  plate;  (b)  and  (c)  contrast 

pyelograms  with  skiodan  and  air,  the  latter  accentuating  and  localizing  questionable  shadow  in  upper 
pole. 


diagnosis  and  localization  of  the  calculi  (Fig. 
5b).  Bilateral  stereoscopic  pneumopyelogram 
not  only  accentuates  the  shadow  in  the  upper 
pole,  but  also  definitely  localizes  both  shadows, 
and  leaves  no  question  as  to  the  diagnosis  of 
renal  calculi  (Fig.  5c).  She  was  placed  on  pallia- 
tive treatment  consisting  of  mandelic  acid  ther- 
apy and  high  vitamin  acid  ash  diet. 

Case  5. — J.  R.,  male  aged  51,  on  admission 
complained  of  sudden  and  severe  pain  in  the  left 
flank  seven  hours  before  admission.  He  had 
experienced  similar  attacks  during  the  past  year. 
Urine  showed  a few  pus  cells,  a few  red  blood 
cells,  and  staphylococcus  albus.  Blood  chemistry 
studies  and  phthalein  test  were  normal.  X-ray 
of  the  abdomen  showed  a shadow  in  the  lower 
right  ureter  and  in  the  upper  left  ureter,  com- 
patible with  calculi  (Fig.  6a).  Staphylococcus 
albus  was  grown  from  the  urine  of  each  kidney 
and  the  phthalein  output  for  thirty  minutes  was 
20  per  cent  for  either  kidney.  Bilateral  stereo- 
scopic pyelogram  using  skiodan  showed  early 
hydronephrosis  in  the  left  kidney  (Fig.  6b). 
Bilateral  stereoscopic  pneumopyelogram  showed 
a stone  in  the  upper  portion  of  the  left  ureter 
(Fig.  6c).  Left  ureterolithotomy  was  per- 
formed with  an  uneventful  postoperative  course. 
The  stone  in  the  right  ureter  was  removed  by 
manipulation  with  catheter,  bougies,  and  in- 
stillation of  2 per  cent  avertin. 

Discussion  and  Summary 

The  writers  are  of  the  opinion,  from 
their  own  experimental  and  clinical  ob- 
servations and  from  a study  of  the  results 


obtained  by  others,  that  pneumopyelog- 
raphy is  safe  if  one  observes  the  precau- 
tions that  were  pointed  out  under  the 
discussion  of  the  method. 

It  is  at  once  evident  that  air  is  the 
cheapest  of  all  pyelographic  media. 

Although  we  do  not  advocate  the  rou- 
tine use  of  pneumopyelography,  we  be- 
lieve that  there  are  certain  conditions 
that  have  to  do  with  the  diagnosis  and 
location  of  renal  and  ureteral  calculi  in 
which  stereoscopic  pneumographic  studies 
will  give  information  that  cannot  be  ob- 
tained by  other  methods.  In  those 
cases  of  renal  calculi  in  which  the  stone 
shadow  in  the  flat  x-ray  plate  varies  so 
slightly  in  color  from  the  shadows  cast 
by  the  soft  tissues  in  its  immediate 
neighborhood  that  there  is  grave  doubt 
as  to  whether  or  not  a stone  is  present, 
stereoscopic  pneumopyelograms  so  ac- 
centuate the  stone  shadow  that  there  can 
be  no  question  as  to  diagnosis. 

Also,  in  those  cases  in  which  the  sur- 
gical removal  of  the  calculus  is  contem- 
plated, the  difference  of  density  between 
the  more  common  types  of  renal  and  ure- 
teral calculi  and  air  is  usually  such  that 
pneumopyelography  gives  the  operator  a 
much  better  idea  of  the  exact  location 
of  the  stone  or  stones  than  could  be  ob- 
tained by  the  use  of  a denser  medium. 
Such  preoperative  knowledge  shortens 
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Fig.  6,  Case  5.  (a)  Shadow  in  flat  plate  suggesting  stone  in  upper  third  of  ureter;  (b)  and  (c) 

ureterograms  with  skiodan  and  air,  showing  definite  localization  with  the  latter. 


the  time  of  operation  and  decreases  tissue 
trauma. 
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Discussion 

Dr.  Augustus  Harris,  Brooklyn , New  York — 
Dr.  Scott  has  demonstrated,  not  only  by  experi- 


ments on  dogs,  but  also  by  clinical  application 
in  95  patients,  that  pneumopyelography  is  a safe 
procedure. 

Fear  of  the  possibility  of  complicating  air 
embolus  undoubtedly  explains  why  this  method 
has  not  been  more  generally  adopted  as  a diag- 
nostic procedure,  at  least  in  selected  cases.  The 
writer  has  never  injected  air  into  the  renal 
pelvis. 

We  can  agree  that  nonopaque  and  faintly 
opaque  calculi  in  the  ureter,  pelvis,  and  calyces 
not  infrequently  fail  to  be  demonstrated.  Pain 
has  often  been  typical  of  reno-ureteral  obstruc- 
tion in  cases  where  careful  studies  have  definitely 
excluded  other  pathologic  forms  of  obstruction. 

To  be  sure,  the  value  of  the  wax-tipped  fili- 
form bougie  must  not  be  overlooked  in  obtaining 
a scratch  in  ureteral  stone.  Phosphatic,  uric 
acid,  urate,  and  other  putty-like  stones  may 
either  fail  to  be  seen  or  their  actual  number  may 
not  be  determined.  It  is  in  this  type  of  case 
that  air  injection  should  offer  its  greatest  field  of 
usefulness.  Where  possible,  the  actual  number 
of  calculi  present  in  the  kidney  should  be  known 
before  surgery  is  attempted.  Air  obviously 
offers  greater  contrast  to  shadows  than  any  other 
medium  now  employed.  In  spite  of  improved 
radiography,  we  believe  that  15  to  25  per  cent 
of  small  calculi  may  fail  of  demonstration  under 
present  methods. 

Manometric  control  of  air  pressure  as  pre- 
scribed by  Dr.  Scott,  if  carefully  used,  should 
afford  the  operator  greater  assurance  of  its 
safety.  We  believe  Scott’s  method  deserves 
special  study  and  a fair  clinical  trial. 
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Dr.  Elmer  Hess,  Erie,  Pennsylvania — Anyone 
who  knows  Winfield  Scott  knows  how  thoroughly 
he  goes  into  a given  problem  and  realizes  that  his 
conclusions,  as  a rule,  are  sane,  conservative, 
and  constructive.  The  method  with  which  he 
has  approached  the  pneumopyelogram  evidences 
the  value  of  animal  experimentation  before 
clinical  trial  is  attempted.  It  has  been  my 
privilege  to  attempt  pneumopyelograms  in 
several  instances  without  benefit  of  this  experi- 
mentation, and  in  rare  cases  have  I found  some 
diagnostic  help  from  this  procedure.  The  fear 
of  air  embolus  seems  to  be  more  of  a theoretic 
deterrent  than  an  actual  one,  and  I myself  have 


never  seen  such  a complication  following  aero- 
grams or  pneumopyelograms.  My  experience 
has  been  limited  to  just  a very  few  patients  and 
for  that  reason  I am  not  qualified  to  discuss  this 
type  of  diagnostic  procedure  with  too  much 
authority.  It  does  seem  that  in  certain  types 
of  renal  and  ureteral  calculi  a carefully  done 
pneumopyelogram  will  be  of  valuable  diagnostic 
aid,  particularly  in  those  cases  which  ordinarily 
do  not  show  a stone  by  a plain  film.  This  is 
another  very  valuable  contribution  to  our  diag- 
nostic armamentarium.  The  work  has  been 
thoroughly  done  and  the  conclusions  are  con- 
servative and  sound. 


TO  DOT  THE  STATE  WITH  TUMOR  CLINICS 


The  establishment  of  a chain  of  tumor  clinics 
in  strategic  centers  in  the  upstate  area  is  one  of 
the  major  goals  of  the  new  state  cancer  control 
program  which  is  being  administered  under  the 
supervision  of  Dr.  Louis  C.  Kress,  director  of  the 
recently  reorganized  Division  of  Cancer  Control, 
says  Health  News  (Albany).  The  clinics  will  be 
so  located  that  a patient  anywhere  in  the  state 
need  not  travel  more  than  fifty  miles  from  his 
community  to  procure  adequate  treatment.  At 
present  there  are  twenty-six  such  units  upstate, 
and  several  more  are  in  process  of  organization. 
Health  News  will  publish,  in  the  near  future,  a 
complete  list  of  these  clinics  together  with  infor- 
mation as  to  procedure  in  obtaining  services. 

So  far  as  possible,  each  clinic  will  be  organ- 
ized according  to  standards  established  by  the 
American  College  of  Surgeons.  Consultants  will 
be  provided  to  aid  clinic  staffs  in  diagnosing  and 
treating  the  disease  and  to  render  consultant  serv- 
ice on  request  to  local  physicians.  A complete 
and  up-to-date  record  of  x-ray  and  radium  equip- 
ment throughout  the  state  will  be  maintained 
so  that  needs  may  be  determined  and  aid  given, 


where  possible,  in  obtaining  adequate  therapeu- 
tic facilities. 

Another  feature  of  the  new  program  is  the  re- 
porting of  cancer,  effective  January  1,  of  this 
year,  which  will  make  available  more  accurate 
mortality  and  morbidity  records  with  respect  to 
site,  type,  occupation,  age,  sex,  color,  and  geo- 
graphic distribution.  Reporting  is  expected  to 
shed  light  on  many  obscure  points  regarding  the 
occurrence  of  human  cancer.  Cases  are  already 
being  reported  at  the  rate  of  about  forty  a day. 

The  Division  of  Cancer  Control  plans  to  hold 
meetings  at  which  physicians,  surgeons,  radiolo- 
gists, pathologists,  and  other  specialists  in  cancer 
control  may  assemble  and  discuss  individual 
problems.  It  will  also  sponsor  a program  of 
popular  education  designed  to  acquaint  laymen 
with  the  symptoms  of  cancer  and  the  importance 
to  patients  of  seeking  immediate  medical  atten- 
tion at  the  first  indication  of  the  disease. 

Through  the  application  of  these  and  other 
measures  it  is  estimated  that  at  least  2,300  lives 
may  be  saved  each  year  in  the  state  outside  of 
New  York  City. 


SALVAGING  FACIAL  WRECKAGE 

For  centuries  it  has  been  the  custom  in  India 
for  a husband,  discovering  his  wife  unfaithful,  to 
cut  off  her  nose.  The  ancient  surgical  technique 
of  replacing  the  noses  of  these  indiscreet  wives 
is  still  used  by  the  plastic  surgeon,  who  today 
must  replace  noses  cut  off  in  automobile  acci- 
dents, Dr.  Claire  L.  Straith,  of  Detroit,  plastic 
surgeon,  told  members  of  the  Buffalo  Academy 
of  Medicine,  meeting  in  the  Buffalo  Museum  of 
Science,  recently  . 

A flap  of  skin  is  cut  from  the  forehead  and  laid 
over  the  nose  structure  until  the  skin  adheres. 
Then  the  surplus  is  clipped  off  and  put  back  on 
the  forehead.  Modern  women,  who  usually  wear 
their  hair  low  over  the  forehead  thereafter  to 
hide  a slight,  resulting  scar,  are  merely  following 
a precedent  set  by  ancient  Indians,  the  doctor  ex- 
plained. In  ancient  Italy  physicians  grafted 


skin  on  noses  by  tying  one  of  the  patient’s  arms 
up  to  his  nose,  but  this  method  has  been  aban- 
doned. 

Dr.  Straith  illustrated  with  many  pictures  the 
method  of  building  new  noses  and  brought  a 
local  woman  to  the  platform  to  show  the  finished 
result. 

The  most  horrible  facial  disfigurements  today 
result  from  automobile  accidents,  the  Detroit 
surgeon  reported,  adding  that  80  per  cent  of 
those  disfigured  are  passengers  in  the  right  front 
seat.  He  criticized  some  automobiles  having 
instrument  panels  bristling  with  knobs  and  pro- 
tuberances, which,  he  said,  rip  faces  and  smash 
skulls.  Automotive  designers  are  making  safer 
instrument  panels  now,  he  reported.  He  recom- 
mended the  use  in  automobiles  of  crash-padding 
such  as  some  airplanes  have. 


THE  MODE  OF  ACQUISITION  OF  LYMPHOGRANULOMA 
VENEREUM  OF  THE  ANORECTAL  TYPE 


Arthur  W.  Grace,  M.D.,  New  York  City,  and  George  W.  Henry,  M.D., 

White  Plains,  New  York 

( From  the  New  York  Hospital  and  the  Departments  of  Medicine  and  Psychiatry,  Cornell  University 

Medical  College) 


IT  is  our  belief  that  lymphogranuloma 
venereum  of  the  anorectal  type  is 
acquired  in  males  by  the  deposition  of  the 
virus  of  the  disease  upon  the  perineal 
region,  anus,  or  within  the  anal  and  rectal 
lumina.  A similar  mechanism  may  exist 
in  the  case  of  the  female  in  whom,  how- 
ever, it  is  more  difficult  to  obtain  satis- 
factory details  as  to  the  probable  site  of 
deposition  of  the  virus. 

Bensaude  and  Lambling1  studied  158 
cases  of  anorectal  lymphogranuloma  ve- 
nereum in  France,  78  of  which  were  in 
males  and  80  in  females.  They  reported 
in  1936  that  they  had  obtained  a state- 
ment of  coitus  per  anum  in  80  per  cent  of 
the  infected  males.  Bensaude  and  Lamb- 
ling  concluded  that  the  disease  in  the 
male  began  in  the  rectal  mucosa  and 
traveled  through  the  rectal  wall  ulti- 
mately involving  all  of  the  elements  of 
the  wall.  It  was  regarded  as  evidence  in 
support  of  this  contention  that  78  males 
showed  concomitant  stricture  and  active 
inflammation  of  the  rectal  mucosa.  In 
the  case  of  the  female,  Bensaude  and 
Lambling  were  of  the  opinion  that,  owing 
to  the  intimate  connection  between  the 
vaginal  and  perirectal  tissues,  the  disease 
began  in  the  latter  tissues  and  spread  in- 
ward through  the  rectal  wall.  According 
to  that  hypothesis,  the  rectal  mucosa  was 
the  last  of  the  elements  of  the  rectal  wall 
to  be  involved  in  the  disease.  In  support 
it  was  claimed  that  of  80  women  with 
stricture,  only  12  showed  accompanying 
active  inflammation  of  the  rectal  mucosa. 
It  would  appear,  therefore,  that  Bensaude 
and  Lambling  employed  the  relative  fre- 
quency of  the  co-existence  of  proctitis 
and  stricture  to  indicate  the  site  of  entry 


of  the  virus  of  lymphogranuloma  ve- 
nereum into  the  rectal  wall.  A high 
ratio  of  proctitis  to  stricture  indicated  an 
extralumen  infection;  a low  ratio,  an 
intralumen  infection. 

Little  definite  information  upon  the 
site  of  entry  of  the  virus  was  gained  from 
a consideration  of  the  presence  of  in- 
guinal buboes  in  the  infected  individuals. 
Of  90  persons  with  concomitant  proctitis 
and  stricture  only  24  showed  past  or  pres- 
ent evidence  of  inguinal  involvement. 

Very  recently  additional  evidence  has 
been  produced  that  lymphogranuloma 
venereum  can  be  acquired  by  young 
female  children  solely  by  contact  with  an 
infected  source.  In  March,  1939,  Sonck2 
in  Scandinavia,  reported  the  occurrence 
of  5 cases  of  the  disease  in  girls  whose 
ages  were  respectively,  9,  4,  9,  8,  and  7 
years.  In  each  instance  the  mother 
showed  a positive  Frei  reaction  and  was 
passing  blood  and  pus  per  anum.  Three 
of  the  5 children  were  sisters  and  slept  in 
the  same  bed  as  the  mother  who,  in  addi- 
tion to  • the  active  rectal  disease,  pre- 
sented many  discharging  sinuses  in  the 
abdominal  wall  in  the  neighborhood  of 
the  colostomy  opening.  Three  of  the 
children,  when  first  examined,  had  a 
concomitant  stricture  and  proctitis,  the 
latter  being  manifested  by  the  passage  of 
blood  and  pus  per  anum.  In  another 
child  proctitis  developed  five  months 
after  the  appearance  of  the  stricture  and 
in  the  5th  there  was  rectal  ulceration 
without  stricture. 

The  material  reported  in  this  paper 
has  been  taken  from  the  files  of  the 
Lymphogranuloma  Clinic  of  the  New 
York  Hospital;  169  consecutive  cases  of 
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lymphogranuloma  venereum,  all  with 
positive  Frei  reactions,  were  considered 
and  were  subdivided  into  the  following 
clinical  entities : 

Cases 


(a)  Anorectal  manifestations  alone  108 

(b)  Inguinal  manifestations  alone  50 

(c)  Anorectal  and  inguinal  manifesta- 

tions concurrently  4 

(d)  Esthiomene  alone  3 

(e)  Latent  disease — no  manifestations  2 

(f)  Esthiomene  and  anorectal  manifes- 

tations 1 

(g)  Pelvic  and  anorectal  manifestations  1 

Race  and  Sex  Distribution 

(a)  Anorectal  manifestations  alone: 


Porto  Red 

Total  White  Colored  Rican  Indian 
Men  53  45  4 3 1 

Women  55  16  36  3 0 

(&)  Inguinal  manifestations  alone: 

Porto 

Total  White  Colored  Rican 
Men  46  33  10  3 

Women  4 2 2 0 

(c)  Anorectal  and  inguinal  manifestations  con- 
currently : 

White  men  3 

Colored  men  1 

White  males  accounted  for  42  per  cent 
of  this  series  of  cases  of  anorectal  lympho- 
granuloma venereum;  they  formed  the 
largest  individual  group.  It  was  prob- 
able that  this  preponderance  over  colored 
women  (who  are  usually  regarded  as 
supplying  the  largest  number  of  cases  of 
anorectal  lymphogranuloma  venereum) 
was  artificial  and  due  to  the  type  of 
clientele  received  at  the  New  York  Hos- 
pital. 

(a)  Individuals  Showing  Anorectal 
Manifestations  Alone. — In  this  clinical 
picture  there  was  the  passage  of  blood 
and  pus  per  anum,  frequent  and  small 
bowel  movements,  and  occasionally  te- 
nesmus and  abdominal  pain.  The  proc- 
toscopic picture  was  that  of  an  acute  or 
chronic  inflammation  of  the  lower  bowel 
wall;  in  most  instances  a stricture  was 
present.  No  significant  difference  be- 
tween the  2 sexes  was  noted  in  the  fre- 
quency of  the  concomitant  occurrence  of 
proctitis  and  stricture.  In  most,  proc- 


titis and  stricture  were  both  present.  It 
was  not  possible,  in  any  instance,  to  de- 
tect the  presence  of  enlarged  lymphatic 
glands  in  the  pelvis. 

(b)  Individuals  Showing  Inguinal  Mani- 
festations Alone. — Proctoscopic  examina- 
tion was  made  of  these  individuals  on 
admission  and  at  three  or  six  monthly 
intervals  thereafter.  In  none  was  there 
involvement  of  the  bowel  either  at  the 
time  of  the  acute  inguinal  condition  or 
at  any  period  up  to,  in  some  instances, 
as  long  as  fifteen  years  after  the  infection 
of  the  inguinal  glands. 

(c)  Individuals  Showing  Anorectal  and 
Inguinal  Manifestations  Concurrently — 
In  each  of  the  4 cases  examined  the  bowel 
involvement  was  in  a very  early  stage 
with  acute  inflammation  and  ulceration  of 
the  anal  and  perianal  tissues.  It  was 
felt  that  the  purulent  inguinal  adenitis 
resulted  from  the  infection  in  the  perianal 
and  anal  areas. 

Of  the  114  cases  of  anorectal  lympho- 
granuloma included  in  this  study  53  were 
available  for  inquiry  regarding  their 
sexual  habits.  Fifteen  of  these  were 
women.  Twenty-four  of  the  38  men  and 
5 of  the  15  women  acknowledged  having 
had  passive  rectal  intercourse  during  the 
period  that  the  lymphogranuloma  in- 
fection probably  occurred. 

Circumstantial  evidence  indicates  that 
a number  of  the  men  who  denied  having 
had  rectal  intercourse  were  not  telling 
the  truth.  One,  a taxicab  driver,  was 
impotent  with  his  wife  and  admitted 
oral  relations  with  men  but  denied  rectal 
intercourse.  Another  man  had  been 
employed  as  an  usher  in  a theater  and 
acknowledged  passive  fellatio  but  denied 
rectal  relations.  Ten  of  the  men  were 
well  acquainted  with  the  practice  of  anal 
intercourse  but  denied  that  they  had 
participated.  The  occupations  of  these 
men  were  as  follows:  a Pullman  porter, 
a hospital  porter,  a waiter,  a bookkeeper, 
a clerk,  a mechanic  in  the  navy,  a handy- 
man, a gas  station  attendant,  a butcher, 
and  a steel  worker.  The  last  2 of  this 
group  were  worthy  of  suspicion  because 
one  gave  the  unlikely  story  of  having 
noticed  symptoms  of  his  disease  shortly 
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after  he  had  used  some  “dirty  wet  toilet 
paper”  which  he  had  picked  up  from  the 
floor  of  a public  toilet  and  the  other  in- 
dicated from  his  attitude  and  facial  ex- 
pression that  he  was  not  telling  the  truth. 

One  other  man  gave  the  story  of  having 
infected  himself  through  the  use  of  “bits 
of  paper”  picked  up  from  the  floor  of  a 
public  toilet.  His  experience  in  giving 
plausible  stories  might  have  obtained  for 
him  the  benefit  of  doubt  had  it  not  been 
for  the  statement  of  his  wife  that  they 
had  had  sexual  relations  only  once  or 
twice  in  the  previous  three  years  and  the 
further  statement  that  her  husband  had 
recently  been  arrested  in  a subway  toilet 
for  having  sexual  relations  with  men. 

Of  the  remaining  2 men  who  denied 
having  had  rectal  intercourse  one  was  a 
mechanic  who  took  enemas  for  constipa- 
tion and  the  other  was  a Porto  Rican 
young  man,  twenty-two  years  old,  who 
had  already  had  a colostomy  because  of  a 
lymphogranulomatous  stricture.  He  had 
been  given  enemas  in  Porto  Rico  fre- 
quently by  his  mother  since  childhood. 
The  same  enema  tube  had  been  used  with 
his  9 siblings,  by  his  parents,  and  by  1 or 
2 of  the  servants  in  the  house. 

Ten  of  the  15  women  did  not  admit 
having  had  rectal  intercourse.  One  of 
these  acknowledged  that  she  had  had 
relations  from  the  rear  with  her  husband, 
but  that  penetration  had  been  confined 
to  the  vagina.  She  had  noticed  that  her 
husband  had  a yellowish  discharge  from 
his  urethra.  A Porto  Rican  woman  who 
had  been  married,  divorced,  and  married 
again,  denied  rectal  relations  but  said  she 
sometimes  bled  from  the  rectum  following 
sexual  relations,  and  that  immediately 
after  these  relations  she  had  a desire  to 
move  her  bowels. 

Of  the  remaining  8 women,  7 were 
Negro  women  and  the  other  was  a white 
married  woman.  She  and  4 of  the  colored 
women  had  heard  of  rectal  intercourse. 
Of  the  3 colored  women  who  did  not  ad- 
mit knowledge  of  rectal  intercourse,  one 
had  been  twice  married  and  was  pro- 
miscuous in  her  sexual  relations,  another 
admitted  she  was  promiscuous  in  her 
sexual  relations,  and  the  third  gave  the 


story  that  she  lived  with  a woman  who 
had  a vaginal  discharge. 

The  proximity  of  the  vaginal  and  anal 
orifices  and  the  frequency  of  some  form 
of  vaginal  discharge  probably  accounts 
for  a large  proportion  of  anorectal  lym- 
phogranuloma in  women.  Infection 
could  be  transferred  to  the  rectal  mucosa 
purely  by  the  action  of  gravity  and 
probably  through  the  preliminary  ma- 
neuvers of  the  male  in  effecting  vaginal 
penetration. 

From  information  obtained  from  the 
women  included  in  this  study  it  is  prob- 
able that  infection  is  often  transmitted  to 
the  rectal  mucosa  through  the  careless  use 
of  douches  and  enema  tubes.  Four  of  the 
10  women  who  denied  rectal  intercourse 
acknowledged  that  they  gave  themselves 
enemas  immediately  after  vaginal  douch- 
ing, using  the  same  apparatus  with  the 
exception  of  the  nozzle.  Moreover,  a 
woman  in  giving  herself  an  enema  inserts 
the  nozzle  after  passing  it  by  the  vaginal 
orifice. 

Some  physicians  may  have  difficulty 
in  getting  a history  of  rectal  intercourse 
in  cases  of  anorectal  lymphogranuloma 
and  it  may  be  desirable  to  comment  upon 
the  technic  employed.  One  of  the  au- 
thors of  this  article  is  a psychiatrist  who 
has  had  a number  of  years’  experience  in 
the  study  of  psychosexual  maladjust- 
ment. This  experience  was  exceedingly 
helpful  in  dealing  with  patients  who  came 
primarily  to  be  treated  for  a physical 
disease  and  who  might  resent  an  inquiry 
in  which  abnormal  sexual  relations  were 
suggested. 

In  all  cases  it  seemed  desirable  to  con- 
ceal the  fact  that  the  interview  was  being 
conducted  by  a psychiatrist  and  no  refer- 
ence was  made  to  sexual  behavior  until 
after  a somewhat  detailed  and  routine 
medical  history  had  been  obtained  and 
the  confidence  of  the  patient  had  thus 
been  secured.  At  first,  circumstantial 
evidence  was  obtained,  such  as  the  oc- 
cupation, the  experience  with  women  and 
the  preference  for  men  or  women  as  social 
companions.  Then  the  patient  might  be 
asked  whether  as  a boy,  other  boys  had 
pretended  he  was  a girl  or  whether  other 
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men  teased  him  or  whether  men  ap- 
proached him  for  sexual  purposes.  The 
final  specific  information  regarding  pas- 
sive rectal  intercourse  was  usually  the 
last  obtained.  With  most  of  the  patients 
it  seemed  advisable  to  conclude  this  part 
of  the  inquiry  in  one  interview  as  the 
patient  was  in  this  way  taken  off  guard 
and  did  not  have  an  opportunity  to 
elaborate  an  untruthful  response. 

The  resistance  on  the  part  of  men  to 
acknowledge  passive  rectal  intercourse  is 
due,  in  large  part,  to  the  fact  that  among 
the  group  of  sex  variants  and  by  men  as  a 
whole  the  passive  rectal  relationship  is  a 
mark  of  femininity.  The  man  who  thus 
submits  himself  is  likely  to  be  regarded 
with  utmost  contempt.  The  majority 
of  such  men  are  exceedingly  insecure  and 
feel  defeated.  Some  of  them  actually 
wish  they  were  women. 

As  a rule  the  women  who  have  had 
rectal  intercourse  and  who  have  acquired 
rectal  lymphogranuloma  have  little  de- 
sire to  conceal  their  sexual  habits.  Often 
they  have  submitted  to  men  under  pro- 
test and  the  subsequent  rectal  infections 
make  them  communicative  regarding 
the  source  of  the  infection. 

Comment 

In  our  series,  the  observation  of  Ben- 
saude  and  Lambling  that  proctitis  and 
rectal  stricture  do  not  frequently  co-exist 
in  women  has  not  been  confirmed.  We 
feel,  therefore,  that  one  of  the  chief 
pillars  of  support  of  their  hypothesis  of  a 
mode  of  production  of  anorectal  lympho- 
granuloma venereum  in  women  different 
from  that  in  men  is  of  doubtful  strength. 
The  case  reports  of  Sonck  already  quoted 
show  that  anorectal  lymphogranuloma 
venereum  can  be  acquired  by  the  female 
without  the  deposition  of  the  virus  intra- 
vaginam.  An  additional  case  report  of 
Sonck  (not  quoted  above)  makes  it  clear 
that  infection  of  the  anorectal  mucosa 
can  be  produced  by  anal  intercourse  with 
a lymphogranulomatous  individual.  It 
may  be  argued  that,  although  the  virus  is 
deposited  upon  the  mucosa  it  subse- 
quently travels  to  the  pelvic  glands  and 
invades  the  rectal  wall  from  without.  If 


such  were  the  case,  one  would  expect  to 
find  palpable  enlargement  of  the  pelvic 
glands  as  occurs  in  individuals  with  pri- 
mary syphilis  of  the  rectum.  One  does 
not,  however,  encounter  demonstrable 
pelvic  adenopathy  in  anorectal  lympho- 
granuloma venereum.  The  conclusion  is 
inescapable  that  the  anorectal  mucosa  is 
an  excellent  medium  for  the  propagation 
of  the  virus  of  lymphogranuloma  ve- 
nereum. 

The  frequent  history  of  anal  intercourse 
in  males  who  present  no  previous  mani- 
festations of  lymphogranuloma  venereum 
and  the  absence  of  anorectal  symptoms 
as  a sequel  to  the  inguinal  disease  leaves 
little  doubt  that  most  cases  of  anorectal 
lymphogranuloma  venereum  in  males  are 
acquired  by  the  deposition  of  the  virus 
upon  the  perianal  region,  the  anus,  or 
within  the  anal  and  rectal  lumina.  It  is 
also  very  probable  that  many  cases  of  the 
disease  in  women  arise  in  the  same 
fashion. 
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Discussion 

Dr.  David  Bloom,  New  York  City — Dr.  Grace, 
in  expressing  the  opinion  that  the  great  majority 
of  males  affected  with  the  rectal  type  of  lympho- 
granuloma venereum  acquire  this  disease  by 
direct  inoculation  of  the  virus  through  passive 
pederasty,  shares  this  belief  with  many  French 
authors,  like  Rachet  and  Cachera,  Ravaut, 
Caminopetros,  and  others.  This  assumption  is 
based  mainly  on  the  admission  of  many  males  in 
their  series  that  they  practice  passive  pederasty. 
This,  it  seems  to  me,  may  perhaps  mean  only 
that  these  men  belong  to  a certain  stratum  of 
population.  To  make  it  somewhat  more  con- 
vincing, the  frequency  of  this  mode  of  sexual 
practice  should  have  been  also  investigated 
among  males  affected  with  the  inguinal  type  of 
the  disease  and  with  chancroid  and  the  figures 
compared  with  those  found  in  males  affected 
with  the  rectal  type  of  the  disease. 

As  to  the  other  argument,  namely,  that  very 
few  of  these  rectal  patients  give  a history  or  show 
signs  of  preceding  inguinal  bubo — this  fact  is 
true.  But  it  has  been  explained  satisfactorily 
and  convincingly  as  follows : the  patient  who  de- 
velops inguinal  bubo  is  not  likely  to  get  rectal 
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involvement,  for  he  is  protected  against  the 
deeper  penetration  of  the  virus  into  the  pelvis. 
For  the  bubo  represents  the  battlefield  of  the 
virus  with  the  organism,  the  latter  being  the 
victor.  The  cases  of  Kornblith,  Oury  and  col- 
laborators, Reichle  and  O’Connor,  Cezary  and 
collaborators,  and  of  others,  which  demonstrate 
the  development  of  pelvic  and  rectal  disease  in 
spite  of  the  precedence  of  a typical  inguinal  bubo 
show  that  in  some  cases  the  virus  is  the  victor 
over  the  glandular  tissue  and  thus  is  able  to  ad- 
vance unhampered  deeper  into  the  pelvis  and 
toward  the  rectum.  These  thorough  and  de- 
tailed reports  serve  very  well  to  enlighten  us 
without  any  doubt  about  the  mechanism  of 
migration  of  the  virus  from  the  genitals  to  the 
rectum  when  it  is  not  stopped  by  the  inguinal 
lymph  glands. 

The  third  argument  in  favor  of  the  intrarectal 
mode  of  inoculation  in  males  was  given  by  Lamb- 
ling,  namely,  that  in  these  patients,  in  contra- 
distinction to  females,  there  is  a higher  propor- 
tion of  proctitis  without  stricture  than  with 
rectal  stricture.  This  has  been  denied  by  Dr. 
Grace,  and  I agree  with  him.  For  also  in  the 
patients  whom  I have  observed  this  difference 
between  men  and  women  has  not  been  seen. 
Even  in  a patient  with  absolutely  certain  intra- 
rectal inoculation  it  has  been  observed  by 
Seneque  that  the  virus  behaves  in  the  rectal 
tissues  like  in  the  inguinal  region,  namely,  it 
starts  with  a tiny  lesion  in  the  mucosa  then  in- 
vades the  anorectal  glands  of  Gerota  which  sup- 
purate, and  thus  facilitates  ulceration  of  the 
mucosa  and  later  the  development  of  stricture. 

Because  of  the  above  reflections  the  conception 
of  Dr.  Grace  is  inacceptable  to  me.  Not  be- 
cause this  mode  of  infection  is  impossible  do  I 
disagree.  Such  cases  with  absolutely  certain 
intrarectal  infection  have  been  observed  by 
others  and  myself.  I disagree  because  this 


theory  seems  to  me  not  to  be  based  on  entirely 
convincing  deductions. 

How  then  are  the  majority  of  cases  of  rectal 
involvement  in  males  explained  in  regard  to  the 
mechanism  of  infection? 

It  is  true  that  the  lymphatic  circulation  in 
men  is  different  from  that  in  women.  In  women 
the  nearness  of  the  rectum  to  the  posterior  vagi- 
nal wall  and  the  direct  lymphatic  drainage  of  the 
vagina  and  the  cervix  to  the  deep  pelvic  glands 
explain  easily  the  mechanism  of  development  of 
rectal  disease.  This  is  not  the  fact  in  men  in 
whom  the  lymphatics  of  the  genital  region  drain 
mostly  into  the  superficial  inguinal  glands.  But 
it  should  be  remembered  that  the  glans  penis, 
the  sulcus  coronas,  and  the  corpus  cavernosum 
have  also  lymphatics  draining  into  the  deep  in- 
guinal glands  from  which  lymph  vessels  go  to  the 
iliac  glands.  Besides,  there  are  also  present — 
although  few — lymphatics  which  lead  directly 
into  the  deep  pelvic  glands.  These  anatomic 
conditions  make  it  possible,  therefore,  for  the 
virus  to  reach  the  pelvic  glands  and  the  rectum 
without  affecting  the  superficial  inguinal  lymph 
glands.  Another  possibility  of  inoculation  must 
be  thought  of,  namely,  that  of  the  posterior 
urethra.  Such  cases  have  been  reported  by 
Mathewson.  Many  cases  of  rectal  stricture  in 
males  have  been  observed  by  him,  in  which 
urethritis  preceded  the  rectal  involvement,  and 
it  is  his  belief  that  this  mode  of  infection  is 
to  be  blamed  for  many  cases  of  rectal  disease  in 
males. 

For  all  these  reasons  I share  the  opinion  of 
Gatellier  and  Weiss  who,  at  the  French  Congress 
of  Surgery  in  1934,  have  stated  that  the  majority 
of  cases  of  rectal  involvement  in  men  have  ac- 
quired their  infection,  like  women,  by  the  genital 
inoculation  of  the  virus  which  has  migrated  by 
the  way  of  the  lymphatics  toward  the  perirectum 
and  rectum. 


HOW  TO  LOSE  PATIENTS 

Proper  sanitary  and  sterile  precautions  should 
be  synonymous  with  every  doctor’s  office,  but  un- 
fortunately this  is  not  always  the  case.  There  is, 
of  course,  no  excuse  for  this  condition.  Many 
patients  have  been  repelled  by  the  failure  of  the 
physician  to  observe  the  rules  of  ordinary  cleanli- 
ness, both  personal  and  in  the  use  of  instruments 
and  dressings.  These  careless  habits  of  the 
physician  may  represent  an  innate  quality  which 
is  difficult  to  correct.  The  older  physician  will 
seldom  recognize  any  necessity  for  reform  along 
these  lines,  but  the  younger  man  should  realize 
the  danger  involved  in  these  undesirable  habits 
and  guard  against  the  tendency  of  their  accentu- 
ated expression  as  he  grows  older  in  practice. 


Competition  among  physicians  today  is  too  acute 
to  warrant  a careless  disregard  for  some  of  these 
seemingly  unimportant  details.  In  cities  and 
towns  where  medical  facilities  are  now  concen- 
trated, with  a free  choice  among  a number  of 
competent  physicians,  the  proper  regard  for 
some  of  these  factors  will  account  for  the  success 
of  one  man  in  contrast  with  the  failure  of  an- 
other. 

In  building  a practice  today,  the  physician  should 
not  disregard  the  psychological  factor,  which  may 
be  determined  by  impressions  gained  from  the 
surroundings  in  his  own  office. — Stanley  R. 
Mauck,  Exec.  Sec.,  Columbus  Acad,  of  Med.,  in 
Ohio  State  M.  J. 


Case  Reports 


CARCINOMA  OF  THE  COLON  OCCURRING  IN  A GIRL  OF  13  YEARS 

William  B.  Rawls,  M.D.,  New  York  City 


An  Italian  female,  aged  12  years,  11  months 
„ was  first  seen  November  19,  1937,  when 
she  complained  of  pain  and  soreness  over  the 
entire  abdomen,  anorexia,  weakness,  and  loss  of 
weight.  Since  May,  1937,  she  had  noticed  that, 
when  engaged  in  violent  exercise,  there  was  moder- 
ate pain  in  the  upper  left  quadrant  which  re- 
curred at  infrequent  intervals  and  was  unrelated 
to  food  intake.  She  continued  to  attend  school 
and  engaged  in  normal  physical  activities  until 
the  middle  of  August  when  she  again  complained 
of  weakness  and  anorexia.  The  pain  over  the 
upper  left  quadrant  was  more  frequent  and  there 
was  a slight  loss  of  weight.  As  on  the  previous 
occasion  there  was  no  nausea  or  vomiting  and  no 
blood  in  the  stools.  The  symptoms  gradually 
increased  in  severity  and  in  November,  1937, 
there  was  constant  pain  and  soreness  over  the 
entire  abdomen,  marked  weakness,  anorexia, 
mild  nausea,  and  constipation.  The  weight 
had  dropped  from  86  to  74  pounds. 

Physical  Examination. — Patient  appeared 

acutely  ill,  emaciated,  and  dehydrated.  The 
head,  neck,  and  throat  were  negative.  There 
were  no  palpable  glands  in  the  neck  or  axillae. 
The  heart  and  lungs  were  normal.  Abdomen: 
there  was  considerable  distention  and  tenderness 
over  the  entire  abdomen  although  it  was  more 
marked  over  the  upper  left  quadrant.  The 


Fig.  1.  Calcification  in  left  upper  quadrant. 
It  was  shown  by  lateral  projection  to  be  well 
anterior  to  the  vertebral  column.  It  was  not  in 
either  the  kidney  or  the  spleen. 


abdomen  had  a doughy  feeling.  A mass  about 
the  size  of  a small  orange  was  felt  over  the  trans- 
verse colon  close  to  the  splenic  flexure.  No 
glands  were  palpable  in  the  skin  or  other  regions. 
The  liver  and  spleen  were  normal. 

Laboratory  Examinations. — Urinalysis : acid, 

pale  amber;  albumin,  sugar,  and  acetone  nega- 
tive; indican  positive;  r.b.c.  rare  (Benzidine 
negative);  1-2  w.b.c.  per  high  power  field;  large 
amount  of  mucus ; one  hyaline  cast ; many  squa- 
mous epithelial  cells,  few  round  epithelial  cells, 
few  cylindroids.  Blood  count:  r.b.c.  4,530,- 

000;  hemoglobin  76  per  cent;  w.b.c.  9,200; 
polymorphonuclears  55 ; lymphocytes  42 ; mono- 
nuclears and  eosinophiles  0;  basophiles  1; 
myelocytes  2.  Schilling  count:  segmented  37; 

stab.  18;  myelocytes  2;  Schilling  index  0.54; 
multiple  index  8.64. 

Roentgen-ray  Examination  (Dr.  Ramsay  Spill- 
man).— Examination  of  the  chest,  in  P-A  and 
lateral  projections,  showed  no  evidence  of  dis- 
ease. Films  of  the  abdomen  before  any  barium 
was  given  showed  a stippled  calcification  in  the 
left  upper  quadrant  which  was  not  confined  to 
the  limits  of  an  apparently  normal  kidney 
shadow.  This  calcification  was  at  the  level  of 
the  second  and  third  lumbar  bodies  with  the 


Fig.  2.  Two  attempts  at  barium  enema  failed 
to  fill  the  colon  beyond  the  splenic  flexure.  A 
small  amount  of  barium  was  given  by  mouth  and 
this  film  was  made  on  the  following  day.  This  is 
an  oblique,  almost  lateral,  projection  of  the 
splenic  flexure  region.  The  involved  colon  is 
surrounded  on  all  sides  by  the  calcification. 
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Fig.  3.  Microscopic  examination  showing  remnants  of  small  glandlike  structures  and  signet  ring 
cells  of  the  so-called  mucinoid  or  colloid  carcinoma. 


patient  supine,  and  shifted  only  slightly  with  the 
patient  standing.  It  was  too  low  and  too  far 
medial  to  be  in  the  region  of  the  normal  spleen, 
and  no  shadow  of  an  enlarged  spleen  was  found 
(see  Fig.  1). 

Two  barium  enemas  were  given  but  no  barium 
passed  the  splenic  flexure.  A small  amount  of 
barium  was  then  given  by  mouth  and  exposure 
made  twenty-four  hours  later.  The  barium 
from  above  formed  a continuous  shadow  in  the 
transverse  and  descending  regions  of  the  colon 
but  the  transverse  colon  for  about  an  inch 
proximal  to  the  splenic  flexure  showed  consider- 
able constriction  and  the  calcification  could  be 
seen  on  all  sides  of  this  part  of  the  colon.  The 
colon  appeared  to  run  through  the  calcification 
as  a stove  pipe  through  a wall.  There  was  con- 
siderable stenosis  of  the  colon,  though  there  was 
no  dilatation  on  the  proximal  side  (see  Fig.  2). 

The  age  of  the  patient  and  the  presence  of 
calcification  suggested  a tuberculous  process. 
An  exploratory  operation  was  advised  and  per- 
formed on  December  6,  1937,  by  Dr.  Robert  E. 
Brennan  who  made  a preoperative  diagnosis  of 
malignancy. 

Operative  Procedure. — A left  rectus  incision 
was  made  below  the  costal  arch.  A large  quan- 
tity of  serous  fluid  was  evacuated.  A hard, 
infiltrating  mass  presented  itself,  surrounding  the 
splenic  flexure,  a portion  of  the  transverse  colon. 


and  involving  the  surrounding  omentum.  The 
anterior  parietal  peritoneum,  small  intestine, 
and  palvis  were  studded  with  small,  hard  nodules. 
The  transverse  colon  was  brought  in  situ  proxi- 
mal to  the  mass  and  a mushroom  catheter  in- 
serted to  overcome  the  partial  obstruction.  A 
small  piece  of  the  tumor  mass  was  removed  for 
histologic  study  and  the  abdomen  was  closed  in 
the  usual  manner. 

Pathologic  Report  (Dr.  Aaron  S.  Price). — 
The  specimen  consisted  of  a tumor  nodule,  meas- 
uring approximately  2 cm.  in  diameter,  which 
was  firm  and  had  a colloid-like  appearance  sug- 
gestive of  malignancy. 

Microscopic  examination  showed  a nodule 
from  the  omentum  which  was  densely  infiltrated 
with  mucinous  exudate.  Scattered  through  the 
material  were  remnants  of  small  glandlike  struc- 
tures and  some  typical  signet  ring  cells  of  the  so- 
called  mucinoid  or  colloid  carcinoma,  usually 
primary  in  the  gastrointestinal  tract.  With  a 
known  mass  of  the  lesion  in  the  colon,  the  lesion 
was  probably  primary  at  that  point  (see  Fig.  3). 

The  patient  made  an  uneventful  recovery  from 
the  operation  and  left  the  hospital  in  about  two 
weeks.  She  was  then  referred  to  Dr.  George  T. 
Pack  for  roentgen-ray  treatment  and  was  ad- 
mitted to  Memorial  Hospital  on  January  5, 
1938,  where  she  remained  until  February  20, 
1938.  During  the  stay  in  the  hospital  she  re- 
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eeived  high  voltage  x-ray  cycle  to  two  abdomi- 
nal ports  150  r daily  alternating  until  a total 
dose  of  2,100  r by  2 had  been  administered.  She 
also  received  two  transfusions  of  unmodified 
blood,  300  cc.  each.  The  slides  previously 
made  by  Dr.  Price  were  reviewed  by  Dr.  James 
Ewing  who  concurred  in  the  diagnosis  of  ge- 
latinous carcinoma  of  intestinal  origin. 

A barium  enema  revealed  complete  obstruc- 
tion at  the  upper  end  of  the  descending  colon. 
A thin  water  barium  mixture  was  injected  retro- 
grade through  the  colostomy,  and  there  seemed 
to  be  a narrowing  of  the  splenic  flexure  of  the 
colon  with,  apparently,  a complete  obstruction 
of  the  upper  descending  colon. 

The  patient  was  discharged  on  February  20 
as  unimproved  but  returned  to  the  clinic  for 
follow-up.  She  continued  to  have  considerable 
abdominal  pain  and  discomfort  after  eating  and 
continued  to  lose  weight.  On  April  20,  700  cc. 
of  blood-tinged  fluid  was  withdrawn  from  the 
abdomen.  Later  examination  revealed  a large 
mass  in  the  lower  right  abdomen,  one  above  the 
pubis,  and  a third,  close  to  the  opening  of  the 
colostomy.  The  liver  was  enlarged.  The  pa- 
tient continued  to  lose  weight  and  died  at  home 
on  May  24,  1938.  Postmortem  examination  was 
not  made. 

Discussion 

Carcinoma  of  the  colon  occurring  at  this  age  is 
extremely  rare.  Pack  and  LeFevre1  in  review- 


ing 16,565  cases  of  malignant  diseases  admitted 
to  Memorial  Hospital  from  January  1,  1917,  to 
January  1,  1929,  found  107  cases  of  carcinoma 
of  the  colon,  the  youngest  patient  22  years  old. 
Wainwright2  in  1925  reported  the  case  of  a girl  of 
11  years  and,  in  an  extensive  search  of  the  litera- 
ture, found  only  6 cases  of  carcinoma  above  the 
sigmoid  in  patients  under  16  years  of  age. 
Warthin,3  in  2,000  autopsies  on  patients  with 
malignant  disease,  found  195  cases  under  30 
years  of  age  but  only  2 of  them  involved  the 
colon.  The  ages  were  18  and  24.  Miller,4  re- 
porting 129  cases  of  carcinoma  of  the  colon, 
found  only  one  patient  17  years  of  age.  Plehn5 
observed  a case  of  carcinoma  of  the  cecum  in  a 
girl  of  9 years,  confirmed  by  roentgen-ray,  op- 
erative, and  histologic  findings.  Carcinoma  of 
other  abdominal  viscera  occurs  much  more  fre- 
quently and  at  an  earlier  age  than  carcinoma  of 
the  colon. 
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ANEURYSM  OF  THE  AORTA 
Report  of  a Case  with  Apparent  Complete  Recession 

Eugene  R.  Marzullo,  M.D.,  Brooklyn,  New  York 
( From  the  Department  of  Medicine,  Long  Island  College  Hospital,  Brooklyn ) 


This  case  of  aneurysm  of  the  aorta  #is  re- 
ported because  of  its  apparent  complete 
recession.  Interest  may  be  accentuated  by  the 
fact  that,  venesection,  a part  of  the  treatment 
used,  was  a well-recognized  method  of  treatment 
in  the  eighteenth  century.  The  combination 
of  rest,  low  diet,  and  frequent  bleedings  was 
known  as  the  Valsalva  method  of  treatment  of 
aneurysm.  Morgagni1  described  it  as  follows: 
“When  as  much  blood  as  was  requisite  was  with- 
drawn (by  repeated  bleedings),  he  (Valsalva) 
ordered  a progressive  diminution  of  food  and 
drink  until  the  quantity  was  reduced  to  a deter- 
mined weight  of  ailment  and  water.  Having  so 
enfeebled  the  patient  that  he  could  scarcely 
raise  his  head  from  bed,  on  which  he  was  ordered 
to  lie  from  the  beginning,  the  quantity  of  ailment 
was  cautiously  increased.”  This  procedure  was 
the  popular  method  of  treatment  for  aneurysm 
in  the  eighteenth  century  and  it  continued  to 
enjoy  popularity  throughout  the  greater  part  of 
the  nineteenth  century.  In  1848,  Dr.  Thomas 


Watson,  in  his  book,  Lectures  on  the  Principles 
and  Practice  of  Physic,  and  in  1884,  Austin 
Flint  in  Flint’s  Practice  of  Medicine,  described 
it  and  commented  favorably  upon  its  value. 
In  the  latter  part  of  the  nineteenth  century,  how- 
ever, this  method  gained  disrepute.  It  became 
unpopular  because  it  was  considered  drastic  and 
in  some  instances  more  intolerable  than  the 
aneurysm.  Sudden  death  from  rupture  of  the 
aneurysm  or  from  a complication  such  as  heart 
failure  in  the  course  of  treatment  utilizing 
venesection  was  the  probable  final  cause  for  its 
renunciation  and  abandonment.  But  again  in 
1908,  Osier2  in  Osier’s  Modern  Medicine,  spoke 
highly  of  venesection  for  aneurysm.  He  men- 
tions the  fact  that  cures  have  been  reported  in 
the  literature  and  that  healing  takes  place  by 
one  of  two  methods,  connective  tissue  formation 
and  thrombosis.  He  states:  “The  second  great 

element  in  the  repair  of  an  aneurysm  is  thrombo- 
sis, the  deposit  of  laminated  fibrin  in  the  sac. 
We  are  as  yet  ignorant  of  the  precise  conditions 
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Fig.  1 


under  which  this  process  takes  place.  It  does 
not  occur  in  every  case,  even  under  conditions 
which  look  the  most  favorable.  The  lamina- 
tions (in  healing)  may  be  in  some  way  due  to  a 
successive  deposition.  Gradually  the  aneurysm 
may  become  filled  even  to  the  mouth  and  in  this 
way  permanent  healing  may  be  affected.” 

The  outlook  is  certainly  always  grave  in  a fully 
developed  aneurysm  of  the  aorta  and  any  form  of 
medical  treatment  that  may  retard  its  progress 
and  possibly  lead  to  a cure  is  noteworthy.  It  is 
surprising,  however,  that  the  current  modern 
textbooks  on  medicine  either  fail  to  mention 
venesection  for  aneurysm  or  do  so  only  to  point 
out  its  limitations. 

Edgar  V.  Allen3  in  Musser’s  Internal  Medicine, 
states:  “There  is  no  known  medical  treat- 

ment for  aneurysm,  except  restricted  activity 
and  prescribing  of  a diet  low  in  calories,  in  an 
attempt  to  reduce  arterial  pressure.”  Meakins4 
in  his  textbook  Practice  of  Medicine,  states: 
“The  second  line  of  attack  is  the  hope  of  pre- 
venting the  local  tumor  from  further  enlarging, 
and  at  the  same  time  promote  local  thrombosis. 
The  essentials  of  this  treatment  are  rest  and  a 
concentrated  diet.”  He  does  not  mention  vene- 
section. 

Malcolm  Goodridge6  in  Cecil's  Textbook  of 
Medicine,  states:  “The  various  measures  to 

increase  the  coagulability  of  the  blood,  which 
have  been  suggested,  such  as  frequent  small 
bleedings — are  of  little  value.” 


Henry  A.  Christian6  in  Osier's  Principles  and 
Practice  of  Medicine,  mentions  that:  “Pres- 

sure on  veins  causing  engorgement,  particularly 
of  the  head  and  arms,  sometimes  is  relieved 
promptly  by  free  venesection,  and,  at  any  time  in 
attacks  of  dyspnea  with  lividity,  bleeding  may  be 
done  with  great  benefit.” 

Paul  White7  in  his  textbook,  Heart  Disease, 
makes  no  mention  of  venesection  for  aneurysm. 
All  of  these  authors  mention  the  fact  that  bed 
rest,  restricted  diet,  and  judicious  antiluetic 
treatment  are  valuable  in  the  management  of 
patients  suffering  from  aneurysm. 

Case  Report 

F.  G.,  an  Italian  male  57  years  of  age,  sought 
medical  attention  on  October  8,  1937,  because 
of  the  presence  of  swelling  in  the  upper  chest, 
cough,  and  palpitation.  These  symptoms  were 
first  noticed  during  the  summer  of  1932,  and 
became  pronounced  during  the  summer  of  1936. 
The  family  history  was  irrelevant  and  the  past 
history  disclosed  the  fact  that  the  patient  had 
indulged  in  many  heavy  weight-lifting  feats. 
Luetic  infection  was  denied. 

Examination  revealed  a short,  stocky,  well- 
nourished,  very  muscular  adult  male  with  a 
very  good  hemic  component.  A pulsating  bi- 
lobular  mass  approximately  9 cm.  in  diameter  and 
6 cm.  deep  was  present  just  below  the  supra- 
sternal notch.  The  overlying  skin  was  thin  and 
discolored.  This  mass  pulsated  forcefully  and 
rupture  seemed  imminent  and  unavoidable. 
Around  its  base  a systolic  murmur  was  heard. 
The  left  border  of  the  heart  was  11  cm.  in  the 
fifth  left  interspace  and  right  border  3 cm.  in  the 
fourth  right  interspace.  At  the  apex  the  first 
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sound  was  short  and  faint.  There  were  no  mur- 
murs at  the  apex.  The  second  sound  at  the 
base  was  audible.  The  lungs  were  clear.  The 
liver  and  spleen  were  not  palpable  and  the  lower 
extremities  showed  no  edema. 

The  blood  pressure:  right  arm  was  90/58  and 

the  left  arm  120/70. 

The  blood  Wassermann  and  the  spinal  fluid 
Wassermann  were  negative. 

The  urine  was  essentially  normal  as  was  also 
the  blood  chemistry. 

Fluoroscopic  and  x-ray  examination  of  the 
chest  on  October  27,  1937,  revealed  a moderately 
large  aneurysm  of  the  ascending  portion  of  the 
aortic  arch. 

Comment 

The  Valsalva  method  of  treatment  for  aneu- 
rysm, referred  to  before,  was  undoubtedly  ap- 
plicable to  aneurysm  the  result  of  syphilis.  In 
this  reported  case  the  aneurysm  involved  the 
arch  of  the  aorta  and  as  such  its  etiology  was 
considered  to  be  luetic  in  spite  of  repeatedly 
negative  serology.  Antiluetic  treatment  was  not 
instituted. 

The  aneurysm  had  eroded  the  manubrium. 
Its  external  pulsation  was  so  forceful  that  rup- 
ture seemed  imminent  and  venesection  was  per- 
formed to  avoid  its  occurrence.  Immediate 
and  striking  relief  resulted  and  I was  encour- 
aged to  repeat  it  in  an  effort  to  establish  a cure  by 
thrombosis,  because  I have  observed,  that  after 
an  acute  loss  of  blood  there  sometimes  occurs  a 
marked  increase  in  the  blood  platelets  and  a 
diminution  in  the  bleeding  time  and  clotting  time. 


Fig.  3 


Venesection  and  phenylhydrazine  were  pri- 
marily used  in  order  to  produce  anemia  so  as  to 
diminish  the  total  blood  volume,  it  having  been 
reported  by  Rowntree,  Brown,  and  Roth8  that 
the  mean  total  blood  volume  in  secondary  anemia 
was  as  low  as  33  per  cent  less  than  the  mean  for 
normal  persons. 

The  patient  was  kept  in  bed  for  a month  on  a 
diet  low  in  calories.  The  chart  on  treatment  re- 
veals that  venesection,  500  cc.  at  a time,  was 
done  over  a period  of  two  months.  It  is  to  be 
noted  (see  chart)  that  with  this  treatment  there 
was  a reduction  in  the  blood  count,  the  bleeding 
time  was  reduced  to  fifteen  seconds,  the  clot- 
ting time  to  one  minute,  and  the  blood  platelets 
increased  to  680,000  per  cm. 

Clinically,  the  first  symptom  to  improve  and 
disappear  was  the  abnormal  pulsation.  The 
cough  and  the  hoarseness  improved  and  dis- 
appeared within  the  first  two  weeks  of  treatment. 
The  aneurysm  became  reduced  in  size  appre- 
ciably, in  less  than  three  weeks  after  five  vene- 
sections of  500  cc.  of  blood  each.  It  disappeared 
entirely  at  the  end  of  seven  months. 

As  time  went  on  the  patient  was  followed  by 
fluoroscopic  examination  and  when  no  further 
abnormal  pulsation  of  the  aorta  was  apparent, 
the  blood  count  was  allowed  to  return  to  normal. 
At  present  the  patient  has  no  symptoms  and  he  is 
pursuing  normal  activities  with  no  evidence  of 
aneurysm  by  fluoroscopic  examination. 

In  the  patient  referred  to  in  this  report,  the 
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Date 

R.B.C. 

Hbo. 

B.T. 

C.T. 

PI. 

Treatment 

10/8/37 

5.3 

15 

2 min. 

5 min. 

2.8 

Bed  Rest 

10/10/37 

phi • 500  c • c . 

10/15/37 

2 min. 

4 min. 

2.8 

phi. 500  c.c. 

10/18/37 

4.2 

12 

30  sec. 

2 min. 

4.5 

phi .500  c.c. 

10/22/37 

phi .500  c.c. 

10/26/37 

3.5 

11 

15  sec. 

1 min. 

8.6 

phi • 500  c.c. 

11/1/37 

3.0 

10 

phi .500  c.c. 

12/2/37 

3.4 

10 

3.5 

phi. 500  c.c. 

1/2/38 

P.Hcl. 1 gr.t.i.d. 

2/5/38 

2.5 

7 

P.Hcl. 1 gr.b.i.d. 

3/8/38 

P.Hcl. 1 gr.b.i.d. 

4/2/38 

2.8. 

7 

No  Medication 

5/6/38 

3.8 

9 

P.Hcl. 1/2  gr.b.i.d, 

6/5/38 

No  Medication 

7/8/38 

3.8 

11.4 

P.Hcl. 1/2  gr.b.i.d 

8/10/38 

3.0 

9.0 

P.Hcl. 1/2  gr.b.i.d 

9/2/38 

P. Hoi. 1/2  gr. daily 

10/3/38 

4.0 

12 

No  Medication 

11/5/38 

No  Medication 

12/10/38 

5.2 

14.4 

2 min. 

5 min. 

2 • 

No  Medication 

Aneurysm 


not 

visible 


R.B.C.  In  millions,  Hbo.  In  grams.  B.T.  r Bleeding  Time.  C.T.  s Clotting  Time 
PI.  s Platelets  in  100,000»Phl.  ■ Phlebotomy. P.Hcl.  8 Phenylhydrazine  Hydro- 
chloride. Aneurysm  - Size  scale  1:4 


diminished  blood  volume,  the  diminished  clotting 
time,  and  the  high  platelet  count  were  conducive 
to  healing  of  the  aneurysm  by  the  deposition 
of  fibrin  and  by  thrombosis  in  the  aneurysmal  sac. 

Conclusion 

1.  A case  of  aneurysm  of  the  aorta  with  ap- 
parent cure  is  reported. 

2.  Bed  rest,  regulated  diet,  venesection,  and 
phenylhydrazine  therapy  are  advocated  for  the 
treatment  of  aneurysm. 

3.  The  literature  on  venesection  for  aneurysm 
is  reviewed. 
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An  upstate  paper  tells  us  that  the  local  “How  many  students  are  there  at  the  medical 
health  officer  gave  a talk  at  the  high  school  on  college?” 

“Milk  Barn  Diseases.”  Not  far  wrong,  either.  “Oh,  about  one  in  ten.” — Medical  World 
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{January  24,  1940 ) 

New  Bills  Introduced 


Senate  Int.  475 — Ryan;  Assembly  Int.  466 
— Devany,  creates  a temporary  commission 
to  study  and  recommend  measures  for  improving 
facilities  and  care  of  youth  and  appropriates 
$10,000.  Referred  to  the  Finance  Committee  in 
the  Senate  and  the  Ways  and  Means  Committee 
in  the  Assembly. 

COMMENT:  Mr.  Ryan  proposes  the  crea- 

tion of  a temporary  State  commission  consisting 
of  five  members  appointed  by  the  Governor  and 
five  legislators,  in  addition  to  the  Commissioners 
of  Health,  Education,  Agriculture,  Correction, 
Mental  Hygiene,  Labor,  and  Social  Welfare,  for 
the  purpose  of  studying  all  State,  Federal,  and 
local  laws  relating  to  youth  and  to  make  recom- 
mendations and  propose  such  legislation  as  it 
may  deem  proper,  with  special  reference  to  un- 
employment, relief,  health,  guidance,  education, 
leisure  time  activities,  and  crime  prevention  aids. 

Senate  Int.  484 — Wicks,  permits  counties  and 
cities  to  establish  cancer  clinics,  the  State  to 
grant  a sum  not  exceeding  one-half  the  actual 
cost  of  maintenance  not  in  excess  of  $7,500  a year 
for  each  clinic  and  $5,000  toward  installation  and 
equipment.  Referred  to  the  Health  Committee. 

COMMENT : Senator  Wicks  informs  us  that 
he  introduced  this  bill  after  discussing  with 
physicians  in  his  county — Ulster — the  means  and 
methods  available  to  them  for  early  diagnosis  and 
treatment. 

Senate  Int.  508 — Desmond;  Assembly  Int. 
695 — Vincent,  defines  the  practice  of  radiology  as 
practice  by  any  person  making  examinations  of 
the  human  body  by  use  of  x-rays  or  by  means  of 
fluoroscopic  exhibition  or  by  shadows  registered 
with  photographic  material  and  use  of  x-rays, 
except  one  employed  under  supervision  of 
another  who  is  duly  qualified  to  practice  medi- 
cine, purpose  being  to  prohibit  such  practice  by 
any  person  other  than  one  licensed  to  practice 
medicine,  dentistry,  or  chiropody.  Referred  to 
the  Education  Committees. 

COMMENT:  This  bill  has  been  prepared  by 

the  radiologists  and  we  are  informed  it  does  not 
contain  the  objectionable  features  of  similar  bills 
that  were  defeated  last  year.  It  specifically  and 
rightly  provides  that  radiology  shall  be  a part  of 
the  practice  of  medicine  and  its  practice  regu- 
lated under  the  medical  law. 

Senate  Int.  510 — Feinberg;  Assembly  Int. 
476 — Steingut,  makes  mandatory,  instead  of 
permissive,  the  licensing  by  Industrial  Commis- 
sioner of  workmen’s  compensation  medical 
bureaus  and  laboratories  upon  recommendation 
of  County  Medical  Society,  and  provides  that 
bureaus  may  be  supervised  as  well  as  operated  by 
qualified  physicians ; medical  bureau  may  appeal 
to  Industrial  Commissioner  if  County  Society  or 
board  fails  to  recommend  establishment  of  such 
bureau  or  laboratory.  Referred  to  the  Labor 
Committees. 

Assembly  Int.  461 — Austin,  requires  New  York 
City  Education  Board  to  establish  child  guidance 
bureau  with  staff  of  psychiatrists,  psychologists, 


and  social  workers;  diagnosis  and  treatment  of 
child  are  not  to  be  provided  if  parent  or  guardian 
objects.  Referred  to  the  Education  Committee. 

Assembly  Int.  469 — Goldstein,  establishes  a 
state-wide  plan  of  public  medicine  and  reorgan- 
izes the  Health  Department ; establishes  therein 
four  new  divisions,  medical,  dental,  nursing  care, 
and  pharmacy,  with  jurisdiction  over  health 
functions  of  various  departments  and  other 
activities  relative  thereto ; makes  salary  of  Com- 
missioner $15,000;  provides  for  three  deputies  at 
$12,000,  and  appropriates  $500,000.  Referred 
to  the  Ways  and  Means  Committee. 

COMMENT:  Mr.  Goldstein  had  this  bill  be- 
fore the  Legislature  last  year.  Its  principal  fea- 
ture is  that  it  would  collect  all  activities  that 
relate  to  health  and  the  practice  of  medicine 
from  the  various  State  Departments,  as  Educa- 
tion, Labor,  Agriculture,  etc.,  and  combine  them 
under  the  Commissioner  of  Health. 

Assembly  Int.  470 — Goldstein,  permits  the 
State  to  operate  and  conduct  lotteries,  net  pro- 
ceeds of  which  shall  be  devoted  to  carrying  out 
long-range  health  program  to  safeguard  health  of 
people  and  distribute  public  medicines.  Re- 
ferred to  the  Judiciary  Committee  and  by  it  to 
the  Attorney  General  for  opinion. 

Assembly  Int.  477 — Vincent,  permits  sale  of 
narcotic  drugs  by  certain  physicians  or  surgeons. 
Referred  to  the  Health  Committee. 

COMMENT:  Same  as  Senate  Int.  240 — 
Young,  reported  in  Bulletin  No.  2. 

Assembly  Int.  499 — Gans,  relative  to  reports 
of  physicians  in  workmen’s  compensation  cases. 
Referred  to  the  Labor  Committee. 

COMMENT : Same  as  Senate  Int.  314 — Con- 

don, reported  in  Bulletin  No.  2. 

Assembly  Int.  619 — Peterson,  requires  a peace 
officer,  on  arrest,  to  take  before  a physician  desig- 
nated by  a Medical  Society,  for  examination,  a 
motor  vehicle  or  cycle  operator  whom  the  officer 
believes  to  be  intoxicated.  Referred  to  the 
Motor  Vehicles  Committee. 

COMMENT:  Mr.  Peterson  has  had  this  bill 

before  the  Legislature  the  last  two  years  and  we 
supported  it  in  principle.  Some  question  was 
raised  as  to  whether  the  tests  suggested  in  the 
bill  are  adequate  and  whether  a physician  would 
have  a legal  right  to  perform  them. 

Assembly  Int.  646 — Dollinger,  provides  for 
care  and  assistance  by  city  and  county  welfare 
districts  to  needy  tuberculous  persons  and  their 
dependents,  reimbursement  therefor  to  be  made 
by  the  State  Social  Welfare  Department  in  whole 
or  in  part;  persons  receiving  such  aid  cannot 
receive  old-age  assistance  or  dependent  child  aid. 
Referred  to  the  Relief  and  Welfare  Committee. 

COMMENT:  In  this  bill  the  definition  of 

"tuberculous”  is:  "A  person  shall  be  considered 

tuberculous  who  has  undergone  treatment  for 
tuberculosis  and  has  not  been  an  apparently  ar- 
rested case  for  five  consecutive  years.  Classifi- 
cation of  the  tuberculous  condition  within  the 
provisions  of  this  definition  shall  be  determined 
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according  to  standards  adopted  by  the  State 
Department  of  Health.”  A person  who  may  be 
eligible  for  financial  assistance : “ (1)  Is  tubercu- 

lous as  defined  above;  (2)  Has  resided  in  the 
State  for  at  least  one  year  immediately  preceding 
the  institution  of  treatment  for  tuberculosis 
either  as  a new  or  relapsed  case;  (3)  Has  not 
sufficient  income  or  other  resources  to  provide  a 
reasonable  subsistence  compatible  with  decency 
and  health;  and  has  no  children  or  other  person 
able  to  support  him  and  responsible  under  the 
provisions  of  this  chapter  for  his  support;  (4) 
Has  not  declined  to  accept  employment  under 
reasonable  conditions  or  to  receive  training, 
medical  care,  or  other  assistance  which  might 
reasonably  be  expected  to  improve  his  condition; 
(5)  Is  not  an  inmate  of  any  public  institution  or 
of  any  private  institution  to  which  an  admission 
fee  has  been  paid  or  transfer  of  property  has  been 
made;  (6)  Has  not  made  a voluntary  assignment 
or  transfer  of  property  for  the  purpose  of  qualify- 
ing for  such  assistance;  (7)  Is  not,  because  of  his 
physical  or  mental  condition,  in  need  of  continued 
institutional  care.”  The  assistance  may  be  pro- 
vided “in  the  person’s  own  home  or  room.” 
Temporary  care  in  a hospital  or  sanitarium  may 
be  provided  with  the  approval  of  the  State  De- 


partment. Under  rules  and  regulations  to  be 
established  by  the  State  Department,  assistance 
may  be  granted  to  eligible  applicants  who  are 
receiving  training  or  education  or  who  are 
waiting  for  employment.  The  amount  and  na- 
ture of  the  assistance  to  be  granted  and  the  man- 
ner of  providing  it  shall  be  determined  by  the 
public  welfare  officer.  The  cost  of  furnishing 
such  assistance  is  to  be  borne  by  the  public 
welfare  districts,  subject  to  reimbursement  by  the 
State  to  the  extent  of  one-half. 


Action  on  Bills 


S.  Int.  97 — Graves 
A.  Int.  24 — Mailler 

A.  Int.  79— Allen 

A.  Int.  150— Gold- 
stein 


Adulterated  Passed 
foods  Senate 

Health  Com-  Chapter  1 
mission,  ad- 
ditional 
member 

Adulterated  3rd  reading 
foods 

Hospital  rec-  3rd  reading 
ords,  inspect 


John  L.  Bauer,  Leo  F.  Simpson,  Walter 
W.  Mott 

Committee  on  Legislation 
Josephs.  Lawrence,  Executive  Officer 


Bulletin  No.  4 

( January  31,  1940 ) 

Bills  Introduced 


Senate  Int.  599 — Condon;  Assembly  Int.  833 
— Armstrong,  provides  that  the  amount  of 
the  fee  which  an  employer  or  carrier  must  pay  a 
physician  of  injured  employee  in  a workmen’s 
compensation  case  shall  be  fixed  by  the  industrial 
board  instead  of  the  commissioner.  Referred 
to  the  Labor  Committees. 

COMMENT : This  amendment  has  been 

recommended  by  the  Department  of  Labor  and 
approved  by  our  Committee  on  Workmen’s  Com- 
pensation. 

Senate  Int.  709 — Condon,  includes  in  work- 
men’s compensation  coverage  any  incorporated 
volunteer  fire  companies  rendering  fire  protection 
service  on  contract  basis,  who  elect  to  be  so 
covered  by  resolution  of  board  of  directors  or 
trustees  after  notice  to  members.  Referred  to 
the  Labor  Committee. 

COMMENT:  Reported  as  a matter  of  in- 

formation. 

Senate  Int.  765 — Gutman,  authorizes  educa- 
tion boards  to  employ  psychologists,  visiting 
teachers,  and  social  workers  with  training  in 
psychiatric  social  service.  Referred  to  the 
Education  Committee. 

COMMENT:  Adds  to  the  Education  Law, 

which  provides  for  the  employment  of  medical 
inspectors,  that  boards  may  employ  psycholo- 
gists and  visiting  teachers  or  social  workers  with 
training  in  psychiatric  social  service.  Mr. 
Gutman,  when  an  Assemblyman  last  year,  had 
this  bill  before  the  Assembly.  It  was  never  re- 
ported out  by  the  Education  Committee  and  was 
disapproved  by  us. 

Senate  Int.  792 — Page;  Assembly  Int.  878 — 
Todd,  provides  that  after  July  1,  1941,  instead 
of  1940,  it  shall  be  unlawful  to  practice  nursing 
without  being  duly  licensed  and  registered. 
Referred  to  the  Education  Committees. 


COMMENT : The  Department  of  Education 
reports  that  it  will  not  be  able  to  examine  and 
license  all  nurses  who  are  applying  under  the 
new  law  by  July  1,  1940,  as  the  law  requires; 
therefore  this  petition  for  extension  of  a year. 

Assembly  Int.  981 — Peterson,  provides  for 
the  regulation  of  the  practice  of  chiropractic 
under  supervision  of  the  Education  Department. 
Referred  to  the  Education  Committee. 

COMMENT:  This  bill  is  almost  identical 

with  the  one  carried  by  Mr.  Peterson  in  1936, 
1938,  and  1939.  It  provides  for  a special  ex- 
amining board  of  five  members,  appointed  by 
the  Regents,  composed  of  chiropractors  who 
shall  have  one  of  the  three  qualifications — either 
a graduate  of  a four-year-school  course  and 
three  years  of  practice,  of  a three-year-school 
course  and  ten  years  of  practice,  or  a two-year- 
school  course  and  fifteen  years  of  practice  in 
this  state.  No  provision  is  made  for  examining 
or  licensing  members  of  the  board;  and  since  no 
chiropractors  have  been  licensed  in  this  state, 
it  is  to  be  assumed  that  the  members  of  the 
board  would  be  licensed  by  waiver.  The  board 
shall  have  charge  of  preparation  and  grading  of 
examination  papers  and  shall  license  to  practice 
any  person  who  shall  pass  a special  examination 
in  the  principles  and  practice  of  chiropractic 
and  is  (a)  a graduate  after  resident  course  of 
twenty-four  months  in  a school  or  college  teach- 
ing chiropractic  and  shall  have  been  practicing 
chiropractic  in  this  state  for  six  months;  (b)  a 
graduate  after  a resident  course  of  eighteen 
months  in  a school  or  college  teaching  chiro- 
practic and  shall  have  been  engaged  in  the  prac- 
tice of  chiropractic  for  three  years  in  this  state; 
(c)  after  a resident  course  of  twelve  months  and 
ten  years  of  practice  in  this  state. 

The  schools  referred  to  above  must  be  schools 
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or  colleges  of  chiropractic  acceptable  to  the 
board  (of  chiropractors,  not  Board  of  Regents) 
and  the  course  of  study  include  the  subjects  of 
anatomy,  physiology,  symptomatology,  hy- 
giene and  public  health,  and  the  principles  of 
chiropractic.  The  Department  of  Education 
has  approved  of  no  school  or  college  of  chiro- 
practic. 

If  the  chiropractic  board  approve , the  Depart- 
ment of  Education  may  waive  the  examination 
of  an  applicant  for  license  who  has  been  duly 
licensed  or  registered  as  a practitioner  of  chiro- 
practic in  any  other  state  of  the  United  States 
having  registration  or  license  requirements  equal 
to  those  provided  in  this  article. 

For  the  future  the  applicants  for  examination 
must  be  graduates  of  a high  school  (after  1943 
one  year’s  college  study  may  be  required)  and 
subsequently  must  graduate  from  a school  or 
college  teaching  chiropractic  which  possesses 
apparatus,  equipment,  and  resources  of  at  least 
$50,000  and  six  full-time  instructors.  The 
course  of  instruction  shall  cover  four  school  years 
of  not  less  than  eight  months  each  including 
biology;  anatomy,  histology,  and  embryology; 
hygiene  and  public  health;  bacteriology;  physi- 
ology ; biological  chemistry,  including  die- 
tetics ; symptomatology ; pathology ; chiro- 

practic analysis;  x-ray  as  it  relates  to  chiro- 
practic analysis ; and  the  principles  and  practices 
of  chiropractic. 

Some  of  our  objections  to  the  bill  are  (1)  no 
provision  is  made  for  the  licensure  by  examina- 
tion of  chiropractors  to  be  appointed  to  the 
board;  (2)  no  separate  examining  board  is  justi- 
fied; (3)  educational  requirements  are  reduced 
in  that  preliminary  education  requires  only  a 
high-school  course,  while  physicians  and  osteo- 
paths are  required  to  offer  a high-school  course 
and,  in  addition,  a two-year  pre-medical  college 
course ; (4)  under  the  waiver  provisions  it  would 
be  easy  for  every  person  practicing  chiropractic 
in  the  state  today  to  secure  a license,  in  spite  of 
the  fact  that  they  do  not  have  the  basic  educa- 
tional qualifications. 

If  this  bill  were  to  be  enacted  into  law  the 
state  would  betray  the  trust  the  public  has  re- 
posed in  it  for  the  licensure  of  adequately- 
trained  persons  for  the  care  of  the  sick. 


Assembly  Int.  1005 — Wagner,  creates  in  the 
Health  Department  a consumers’  bureau  for 
registration,  advertising  control,  analysis,  scien- 
tific research,  education,  publicity  and  regulation 
of  manufacture  and  sale  of  drugs,  cosmetics,  or 
health  devices  to  prevent  adulteration  or  misrep- 
resentation. Referred  to  the  Ways  and  Means 
Committee. 

COMMENT : Mr.  Wagner  sponsored  this 

bill  last  year. 

Resolutions  Introduced 

By  Mr.  Ives:  That  at  12  o’clock  noon,  Feb- 
ruary 6,  the  Assembly  nominate  a candidate  for 
the  office  of  Regent  in  place  of  Grant  C.  Madill, 
M.D.,  Ogdensburg,  whose  term  is  to  expire. 
Adopted. 

By  Mr.  Ives:  That  the  Senate  and  Assembly 
meet  in  joint  session  at  12  o’clock  noon,  Feb- 
ruary 7,  for  the  purpose  of  comparing  nomina- 
tions for  the  office  of  Regent  in  place  of  Grant 
C.  Madill,  M.D.,  whose  term  is  to  expire. 
Adopted  in  both  Houses. 

Action  on  Bills 

S.  Int.  258 — Physically  - handi- 

Hastings  capped  children  Reported 

S.  Int.  599 — Workmen’s  compen- 
Condon  sation  physicians’ 

fees  3rd  reading 

Senate  Int.  355 — Gutman;  Assembly  Int. 
241 — Wagner,  reported  in  Bulletin  No.  2.  Mr. 
Wagner  informs  us  that  the  object  of  this  bill 
is  to  make  legal  the  provisionally-created  divi- 
sion of  industrial  hygiene  now  existing  in  the 
Department  of  Labor. 

The  comment  in  Bulletin  No.  3 on  Senate  Int. 
510 — Feinberg;  Assembly  Int.  476 — Steingut, 
relating  to  medical  bureaus  and  laboratories, 
was  incorrect  and  should  have  stated  that  the 
bill  is  disapproved  by  the  Committee  on  Work- 
men’s Compensation. 

John  L.  Bauer 
Leo  F.  Simpson 
Walter  W.  Mott 

Committee  on  Legislation 
Joseph  S.  Lawrence 
Executive  Officer 


STORAGE  OF  BLOOD  FOR  TRANSFUSIONS  SHOULD  BE  LIMITED  TO  TEN  DAYS 


A limit  of  between  five  and  ten  days  for  the 
use  of  blood  for  transfusion  after  it  has  been 
stored  appears  to  be  a safe  restriction,  due  to  the 
less  satisfactory  or  even  dangerous  results  which 
may  follow  the  use  of  older  blood,  the  Journal  of 
the  American  Medical  Association  recommends 
in  an  editorial. 

“The  obvious  advantages  of  storing  blood  for 
transfusion  have  led  to  the  adoption  of  ‘blood 
banks’  by  many  large  hospitals  throughout  the 
country,”  the  editorial  points  out.  “With  re- 
gard to  results  of  transfusion,  it  has  been  found 
that  there  is  no  difference  in  the  incidence  of 
untoward  reactions  provided  the  blood  has  not 
been  kept  too  long. 

“Investigations  indicate  that  blood  more  than 
from  a week  to  ten  days  old  is  not  equivalent  to 
fresh  blood.  Indeed,  with  blood  that  is  too  old 


there  is  even  some  danger  of  blood  in  the  urine 
and  serious  symptoms  such  as  are  known  to 
result  from  the  transfusion  of  incompatible 
blood. 

“When  the  available  data  are  taken  into  con- 
sideration, it  is  evident  that  the  transfusion  of 
preserved  blood  has  acquired  an  important  role. 
This  is  a great  change  in  attitude  from  the  opin- 
ion held  less  than  two  decades  ago,  when  the 
transfusion  of  citrated  blood  even  when  fresh  was 
looked  at  askance.  However,  there  are  definite 
limitations  to  the  use  of  stored  blood  which 
should  be  taken  into  account.  Pending  further 
investigation,  a safe  limit  to  set  for  the  use  of 
such  blood  would  be  between  five  and  ten  days. 
Perhaps  by  improving  the  method  of  storing 
blood  it  may  be  possible  to  extend  the  time 
limit.” 


Medical  News 


The  American  Health  Program* 

Nathan  B.  Van  Etten,  M.D. 
President-elect , American  Medical  Association 


Acting  under  the  authority  of  the  House  of 
Delegates  at  the  St.  Louis  session,  the 
Trustees  recently  wrote  a new  eight-point  plat- 
form upon  which  American  Medicine  stands  for 
objective  realization  of  the  desires  of  116,000 
physicians. 

Platform  of  the  American  Medical  Association 

The  American  Medical  Association  advocates : 

1.  The  establishment  of  an  agency  of  federal 
government  under  which  shall  be  coordinated  and 
administered  all  medical  and  health  functions  of 
the  federal  government  exclusive  of  those  of  the 
Army  and  Navy. 

2.  The  allotment  of  such  funds  as  the  Con- 
gress may  make  available  to  any  state  in  actual 
need  for  the  prevention  of  disease,  the  promotion 
of  health,  and  the  care  of  the  sick  on  proof  of  such 
need. 

3.  The  principle  that  the  care  of  the  public 
health  and  the  provision  of  medical  service  to  the 
sick  is  primarily  a local  responsibility. 

4.  The  development  of  a mechanism  for 
meeting  the  needs  of  expansion  of  preventive 
medical  services  with  local  determination  of 
needs  and  local  control  of  administration. 

5.  The  extension  of  medical  care  for  the  in- 
digent and  the  medically  indigent  with  local  de- 
termination of  needs  and  local  control  of  admin- 
istration. 

6.  In  the  extension  of  medical  services  to  all 
the  people,  the  utmost  utilization  of  qualified 
medical  and  hospital  facilities  already  estab- 
lished. 

7.  The  continued  development  of  the  private 
practice  of  medicine,  subject  to  such  changes  as 
may  be  necessary  to  maintain  the  quality  of  medi- 
cal services  and  to  increase  their  availability. 

8.  Expansion  of  public  health  and  medical 
services  consistent  with  the  American  system  of 
democracy. 

The  essentials  of  this  new  platform  of  the 
American  Medical  Association  are  coordination 
of  government  health  functions;  governmental 
provision  of  funds  for  disease  prevention  and  re- 
lief of  uncared  for  sickness  on  proof  of  need ; de- 
velopment of  local  responsibility  for  local  de- 
mand and  local  control  of  administration;  and 
encouragement  of  the  private  practice  of  medi- 
cine as  far  as  possible  in  harmony  with  mainte- 
nance of  a good  quality  of  medical  care. 

In  1875  the  American  Medical  Association 
asked  for  a Secretary  of  Health  in  the  Cabinet 
of  the  President  and  has  timidly  restated  its  de- 
sire at  various  sessions  of  the  House  of  Dele- 
gates— after  which  the  delegates  went  home  to 
practice  medicine  and  forgot  about  it.  If  physi- 
cians really  want  a national  health  department 
they  must  step  down  from  their  dignified  pedes- 


*  Delivered  before  the  Medical  Society  of  the  County 
of  Queens,  January  30,  1940. 


tals  and  fight  for  it  with  weapons  which  legisla- 
tors understand.  These  weapons  are  the  votes  of 
local  electorates. 

The  medical  profession  has  been  reviled  as 
static,  reactionary,  and  selfish.  Of  course,  these 
accusations  are  untrue,  but  they  will  have  wide 
belief  unless  physicians  will  realize  the  necessity 
of  asserting  themselves  in  their  home  localities 
and  demand  local  support  for  their  ideals. 

It  is  a serious  reflection  upon  the  virility  of  the 
medical  profession  that  it  seems  to  be  necessary 
for  political  theorists  to  propagandize  regimen- 
tation of  medical  service  in  order  to  arouse  the 
physicians  of  this  country  to  action. 

Coordination  of  all  federal  health  agencies  ex- 
cept those  of  the  Army  and  Navy  seems  a logical 
thing  to  do.  The  health  of  our  people  should  be 
the  honest  concern  of  the  chief  executive.  And 
the  health  authority  should  be  a member  of  his 
Cabinet. 

I would  like  to  see  a new  national  department 
to  be  known  as  the  Department  of  Health  headed 
by  a secretary  who  must  have  had  a medical 
education  and  be  licensed  to  practice  medicine. 
I would  like  this  new  department  to  include  the 
following  bureaus : 

1.  Public  health. 

2.  Infancy  and  maternal  welfare  to  be  trans- 
ferred from  the  Department  of  Labor. 

3.  Rehabilitation  of  veterans. 

4.  Research. 

5.  Licensure. 

6.  Care  of  indigents. 

7.  And  other  divisions  to  care  for  all  other 
health  responsibilities,  fusing  all  departments 
into  one  less  expensive  to  operate  and  eliminat- 
ing the  confusion  of  overlapping  and  duplication. 

I believe  the  President  should  have  the  benefit 
of  scientific  advice  in  health  and  hygiene  within 
his  official  family. 

The  Declaration  of  Independence  provided  for 
governmental  protection  of  life,  liberty,  and  the 
pursuit  of  happiness.  Jefferson  must  have 
thought  of  the  health  of  the  people  as  a concern 
of  government. 

Owen  D.  Young’s  group  has  recently  called 
upon  the  government  to  take  an  active  interest 
in  the  health  of  youth. 

Defense  against  disease  is  quite  as  important 
as  defense  against  the  ideas  and  domination  of 
foreign  enemies. 

It  seems  to  me  to  be  timely  to  drop  complicated 
and  slipshod  methods  and  attack  the  problem 
courageously  and  efficiently. 

Infancy  and  maternal  welfare  developed  in 
the  Department  of  Labor  in  response  to  a wide 
outcry  against  child  labor.  Its  objective  has 
been  largely  realized  and  now  requires  a wider 
and  more  general  type  of  direction. 

Rehabilitation  of  veterans,  developed  with 
well-known  administration  scandal,  under  a 
stimulated  emotional  campaign  is  now  well  es- 
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tablished — hospitals  are  widespread  and  may 
well  have  a broader  significance  with  the  passing 
of  time  under  a Department  of  Health. 

Appropriations  for  research  are  now  vested  in 
the  bureaus  of  Public  Health  and  in  appointed 
committees.  I believe  that  the  value  of  such 
work  would  be  greatly  enhanced  if  these  studies 
were  coordinated  in  a Department  of  Health, 
where  voluntary  agencies,  such  as  medical 
schools,  voluntary  hospitals,  and  philanthropic 
foundations  could  cooperate  in  directly  helpful 
service  for  the  information  of  the  government. 

The  National  Board  of  Medical  Examiners 
could  very  well  fit  into  a function  of  a national 
health  department. 

Medical  care  of  indigency  looms  as  one  of  the 
most  important  functions  of  government.  A 
concert  between  local  agencies  through  some  new 
type  of  local,  state,  and  national  machinery  could 
well  be  headed  in  a national  health  department. 

The  migrating  indigent  is  one  of  those  for 
whom  no  local  agency  is  willing  to  assume  the 
responsibility.  They  are  pushed  from  state  to 
state  and  travel  from  one  seasonal  employment 
to  another. 

No  health  insurance  scheme  can  take  care  of 
such  people  who  can  make  no  regular  contribu- 
tion to  any  compulsory  or  government  financing. 
Their  care  must  be  centralized.  Would  there 
be  a better  place  for  this  work  than  in  a national 
health  department? 

It  would  seem  to  be  ideal  to  choose  a career 
man  to  head  this  department.  Some  one  who 
has  been  developed  through  the  present  depart- 
ment of  Public  Health  or  through  service  in  some 
of  the  state  administrations. 

Examination  of  the  current  personnel  in  the 
various  states  shows  a real  need  for  more  com- 
petent health  officers. 

Service  in  the  various  fields  of  public  health 
should  be  carried  on  by  career  persons  who 
should  be  developed  through  special  postgradu- 
ate training  beyond  the  ordinary  undergraduate 
course  in  medicine. 

Although  it  must  always  be  borne  in  mind  that 
a period  of  private  practice  seems  to  be  necessary 
for  understanding  intimate  personal  medical 
problems,  there  is  reason  to  feel  that  those  who 
are  to  direct  public  health  administration  should 
be  specially  trained  in  the  science  of  administra- 
tion before  entering  such  a field.  Too  often  the 
health  officer  is  merely  a political  appointee  be- 
cause he  has  influential  friends  rather  than  be- 
cause he  knows  anything  about  the  duties  of  the 
office.  He  should  also  be  made  conscious  of  the 
fact  that  he  is  only  an  administrator  and  not  a 
practitioner  of  medicine. 

The  public  consequence  of  private  practice 
may  need  government  umpiring,  but  government 
participation  in  private  practice  must  not  be 
tolerated. 

I believe  that  the  Secretary  of  Health  should 
be  a physician  who  has  had  enough  experience  in 
the  practice  of  medicine  to  know  the  point  of 
view  of  the  patient  as  well  as  that  of  the  physi- 
cian. 

He  should  not  be  a political  theorist  who  can- 
not know  medical  care  of  the  sick  because  he  has 
never  practiced  it. 

There  is  evidence  of  a concerted  drive  for  a 
general  service  to  the  sick,  both  preventive  and 
curative,  supported  by  taxation  and  under  gov- 
ernment control. 


There  is  frequent  reiteration  of  a desire  for  free 
medical  care,  patterned  after  free  public  educa- 
tion— all  doctors  salaried  by  the  state — a com- 
plete system  for  state  medicine.  There  seems  to 
be  no  limit  to  the  belief  that  the  public  purse  will 
be  able  to  pay  for  it,  even  in  the  presence  of 
evidence  that  state  education  is  already  too 
costly  for  the  public  pocket.  This  belief  contin- 
ues regardless  of  the  fact  that  school  budgets  are 
now  the  subject  of  acrimonious  debate  and  re- 
gardless of  the  mounting  national  deficit. 

In  the  State  of  New  York  last  year  state  edu- 
cation absorbed  45  per  cent  of  the  state  budget  of 
$385,000,000.  State  education  takes  care  of 
people  from  the  ages  five  to  twenty-one  only, 
while  state  medicine  would  involve  the  care  of 
people  from  before  birth  to  interment. 

Prohibitive  cost  means  nothing  to  some  po- 
litical theorists. 

A new  program  must  provide  something  better 
and  simpler  than  these  excursions  into  Utopia. 

Unless  we  are  ready  to  accept  complete  totali- 
tarianism I believe  that  an  American  Health 
Program  should  operate  from  the  periphery  to- 
ward the  center. 

I believe  that  needs  for  help  should  be  dis- 
covered in  the  smallest  political  subdivision  such 
as  the  school  district,  then  referred  to  the  town- 
ship, the  county,  the  state,  the  federal  authority, 
in  that  order,  and  that  the  federal  authority 
should  be  called  upon  as  infrequently  as  possible. 

I believe  that  medical  service  to  the  economic 
indigent  is  the  problem  of  the  taxpayer.  The 
economic  indigent  may  be  defined  as  one  who  is 
unable  to  provide  the  necessities  of  life  for  him- 
self and  his  family. 

I believe  that  medical  service  to  the  medical 
indigent  is  the  problem  of  the  taxpayer.  The 
medical  indigent  may  be  defined  as  one  who 
cannot  pay  for  medical  care  without  sacrificing 
the  necessities  of  life  for  himself  and  his  family. 

I believe  that  medical  service  to  these  two 
classes  of  people  should  be  administered  by  the 
medical  profession  and  that  the  physicians  who 
do  this  work  should  be  paid  by  the  taxpayer. 

I believe  that  medical  service  to  other  people 
of  low  income  who  are  able  to  pay  for  ordinary 
but  not  for  catastrophic  illnesses  should  be 
shared  by  the  medical  profession  and  the  tax- 
payer. The  medical  profession  and  the  tax- 
payer should  provide  such  needed  medical  serv- 
ice in  tax-supported  institutions  either  free  or  at 
minimum  rates. 

I believe  that  new  mechanisms  for  caring  for 
the  health  needs  of  the  people  involving  all  po- 
litical subdivisions  from  the  locality  to  the  fed- 
eral government  should  be  developed  no  faster 
than  administrative  personnel  can  be  sufficiently 
trained  to  be  effective. 

I believe  that  preventive  medicine  although 
largely  a public  health  problem  involving  the 
control  of  communicable  disease  should  be  pro- 
moted by  all  practicing  physicians  upon  whom 
should  be  imposed  definite  civic  responsibility. 

I believe  that  every  effort  should  be  made  to 
provide  for  the  average  man  so  that  he  can  pre- 
pare for  emergencies  without  throwing  himself 
upon  the  sources  of  charity. 

I believe  that  budgeting  for  sickness  through 
insurance  providing  cash  indemnity  should  be 
encouraged — as  well  as  insurance  against  the 
cost  of  hospitalization,  but  that  these  two  forms 
of  insurance  should  be  separate  projects. 
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Compulsory  systems  of  sickness  insurance  as 
now  operating  do  not  take  care  of  indigents  and 
are  only  interested  in  workers  who  pay  for  in- 
surance of  this  type  through  payroll  deductions. 

I believe  that  the  sentiments  of  groups  of  re- 
ligionists who  object  to  compulsory  medical  care 
through  insurance  or  otherwise  should  be  re- 
spected so  long  as  their  beliefs  do  not  jeopardize 
the  public  health  through  neglect  of  ordinary 
health  precautions  for  themselves  or  the  com- 
munity. 

Neither  creed  nor  race  nor  color  should  deprive 
any  American  of  the  benefits  of  the  best  of  clini- 
cal medicine,  but  the  manner  of  its  delivery 
should  evolve  from  simple  formulae.  The  for- 
mulae should  grow  from  the  needs  of  the  people 
as  recognized  by  the  family  physician,  the  public 
health  nurse,  and  local  welfare  workers. 

The  formulae  should  grow  into  workable  being 
in  an  orderly  way.  This  requires  a period  of 
time,  for  short  steps  before  long  strides  must  be 
taken.  Much  laboratory  work  must  be  done, 
as  recognized  by  the  President  in  his  recent  pro- 
posal to  build  small  hospitals  in  regions  where 
they  are  needed.  This  proposal  is  in  harmony 
with  the  new  platform  of  the  American  Medical 
Association. 

It  is  a sane  alternative  to  the  extravagances  of 
the  proposed  Wagner  Health  Act.  It  is  a stimu- 
lant to  local  initiative  to  operate  a facility  erected 
by  the  government  for  the  benefit  of  the  locality. 

It  is  also  in  harmony  with  the  President’s 
private  statement  on  more  than  one  occasion 
that  he  is  opposed  to  any  extensions  of  state 
medicine  that  can  be  avoided. 

It  is  an  immediate  forward  step  toward  cor- 
recting faulty  distribution  of  medical  facilities 
and  may  prove  as  attractive  as  are  many  hos- 
pitals to  young  physicians  who  may  be  seeking 
new  locations. 

The  memory  of  an  internship  in  a hospital 
furnishing  every  convenient  facility  is  often  dis- 
turbing to  a young  doctor’s  response  to  calls  to 
country  practices  where  he  must  be  self-depend- 
ent. 

It  is  to  be  hoped  that  these  new  hospitals  will 
be  placed  in  response  to  well-established  local 
needs. 

At  the  invitation  of  the  President,  committees 
from  the  American  Hospital  Association,  from 
the  Catholic  Hospital  Association,  from  the 
Protestant  Hospital  Association,  and  from  the 
American  Medical  Association  met  the  President 
at  the  White  House  early  in  January. 

The  committee  reports  that  the  President 
seems  to  be  opposed  to  the  enactment  of  the 
Wagner  bill  and  apparently  intends  to  propose 
to  Congress  that  a sum  approximating  $10,000,- 
000  be  appropriated  for  the  purpose  of  building 
small  hospitals  in  places  where  there  appears  to 
be  great  need  of  hospital  facilities.  This  proj- 
ect was  subsequently  embodied  in  the  Presi- 
dent’s message  to  Congress  on  January  30. 
Under  the  plan  proposed,  the  federal  government 
will  build  the  hospitals,  but  the  community,  with 
or  without  state  aid,  will  be  required  to  maintain 
these  institutions.  The  President  stated  that 
such  hospitals  when  built  will  not  be  placed  in 
undue  competition  with  other  hospitals.  There 
was  little  discussion  of  details  at  the  conference, 
though  some  felt  that  there  should  have  been 
more  such  discussion  since  the  practicalities  of  the 
situation  seemed  to  demand  it. 


Following  a discussion  participated  in  by  the 
committee  representing  the  American,  the  Catho- 
lic, and  the  Protestant  hospital  associations  and 
the  American  Medical  Association,  the  following 
points  were  left  with  the  President  as  represent- 
ing their  joint  conclusions: 

1.  Hospitals  to  be  built  only  where  need  can 
be  shown.  Advisory  consultation  in  the  deter- 
mination of  such  need  to  be  given  by  the  state 
medical  and  hospital  associations,  the  state 
health  department  and  the  county  judges  or  offi- 
cials of  the  counties  in  which  such  hospital  serv- 
ices are  proposed. 

2.  Size  of  hospital  to  be  commensurate  with 
the  needs  of  the  community  and  the  ability  of 
the  latter  to  support  it. 

3.  Means  for  the  maintenance  and  upkeep 
of  such  hospitals  rank  in  importance  equal  to  that 
of  construction. 

4.  Since  the  important  objective  of  the  pro- 
gram is  the  service  it  can  render,  hospital  con- 
struction and  administration,  equipment,  staff, 
and  personnel  should  meet  the  standards  which 
the  American  Medical  Association,  the  American 
College  of  Surgeons,  and  the  Hospital  Associa- 
tions regard  as  minimal  for  rendering  such  serv- 
ice in  the  various  localities.  Where  needed, 
since  highly  specialized  facilities  and  personnel 
cannot  be  made  available  in  all  places,  affiliation 
with  larger  hospitals  or  hospital  centers  to  be 
had  to  the  end  that  highly  specialized  services, 
diagnostic  and  therapeutic,  be  made  available 
to  all. 

5.  Maintenance  of  a standard  of  professional 
and  hospital  service  that  will  keep  it  efficient  and 
prove  attractive  to  qualified  men  and  women  as 
a career. 

6.  Utilization  of  existing  facilities  where  pos- 
sible: Under  no  circumstances  should  the  pro- 
gram be  allowed  to  develop  into  competition 
with  the  voluntary  hospitals,  but  should  rather 
foster  cooperation  between  the  two  groups. 

7.  Many  small  communities  can  be  better 
served  by  the  utilization  of  bed  vacancies  in 
available  existing  institutions  than  by  the  con- 
struction of  new  hospitals,  transportation,  and 
per  diem  expense  to  be  borne  by  federal,  state, 
and/or  county  funds.  Where  state  and/or 
county  funds  cannot  be  provided,  such  expense 
to  be  met  by  federal  grants-in-aid  to,  and  to  be 
dispensed  by,  local  agencies. 

Ambulance  service  and  good  roads  will  permit 
this  type  of  service  to  operate  safely,  efficiently, 
and  economically  in  communities  not  financially 
able  to  support  a hospital. 

The  President’s  proposal  should  have  the 
hearty  support  of  all  physicians  and  public 
health  workers.  The  President  inspires  us  to 
travel  the  road  to  the  future.  His  action  indi- 
cates a belief  that  it  is  untimely  that  radical 
changes  in  national  medical  care  should  be  pre- 
cipitated while  catastrophic  clouds  hang  over 
our  own  nation  and  while  the  map  of  the  world  is 
being  remade  and  a peaceful  federation  of  na- 
tions seems  impossible. 

Although  many  of  us  were  officers  in  the  war 
twenty  years  ago,  and  some  of  us  are  now  re- 
serve officers,  and  all  of  us  desire  peace  more  than 
anything  else,  we  are  ready  to  take  our  places 
in  support  of  the  nation  if  the  real  emergency 
arises. 

Supporting  this  sentiment  the  American  Medi- 
cal Association  has  already  offered  all  of  its  or- 
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ganizational  resources  to  the  government  and  is 
ready  to  cooperate  to  the  limit  of  its  ability. 

The  American  Health  Program  has  been  writ- 
ing itself  for  one  hundred  and  eighty-eight  years 
since  Benjamin  Franklin  opened  the  first  hospi- 
tal in  America  in  1752. 

The  American  Medical  Association  has  been 
motorizing  this  program  for  the  last  ninety-four 


years  cherishing  an  ambition  not  only  to  con- 
serve all  of  the  verities  and  values  of  this  medical 
service  evolution,  but  the  projection  of  them  into 
new  objectives  for  the  delivery  of  better  and 
better  medical  services  to  the  American  people. 

If  American  physicians  must  have  an  objective 
slogan,  let  it  be  Better  Medical  Care  for  Every 
American  Citizen. 


Nursing  Practice  Act 


The  Todd  Law  relating  to  the  practice  of 
nursing  became  effective  July  1,  1938,  and 
provided  a two-year  waiver  period  after  which 
licenses  would  be  mandatory  for  registered  pro- 
fessional nurses  and  for  practical  nurses. 

Since  then,  Miss  Emily  J.  Hicks,  R.N.,  Ex- 
ecutive Secretary  of  the  New  York  State  Nurses 
Association,  reports  that  over  50,000  inquiries 
have  been  received  in  the  office  of  the  Board  of 
Nurse  Examiners.  Of  these,  12,500  have  never 
followed  up  the  first  inquiry,  8,712  licenses  have 
been  issued,  and  2,333  applications  have  been 
approved  and  the  licenses  are  being  prepared. 
During  the  last  month  2,576  licenses  were  issued. 
Of  the  remaining  26,222  applications,  much  of  the 
work  necessary  for  completion  has  been  done. 
In  some  cases  only  one  record  is  needed  before 
the  application  is  presented  for  Board  ap- 
proval. 

Approval  of  licenses  has  been  held  up  prin- 
cipally for  three  reasons:  (1)  the  lack  of  budge- 
tary appropriation  until  May,  1939 — a ten- 


month  period  during  which  the  work  piled  up 
because  the  regular  staff  could  not  be  augmented; 
(2)  the  delay  on  the  part  of  applicants  and  the 
schools  from  which  they  graduated  in  sending 
necessary  records  to  complete  the  applications; 
and  (3)  the  regulation  which  requires  that  steno- 
graphic helpers  appointed  from  the  temporary 
list  of  Civil  Service  workers  must  be  changed 
frequently. 

A number  of  attempts  have  been  made  to  ob- 
tain licenses  by  fraudulent  means.  Only  by 
careful  study  can  these  be  detected.  Other 
persons  have  applied  who  are  mentally  ill  or 
addicted  to  drugs. 

There  is  now  before  the  legislature  a bill — 
Assembly  Introductory  878 — Miss  Todd — to 
further  amend  the  1938  law.  The  amendment 
provides  an  extension  of  time  for  one  year  or  un- 
til July  1,  1941,  the  date  when  a license  would 
be  required  for  everyone  who  nurses  the  sick  for 
hire.  The  Board  of  Nurse  Examiners  are  re- 
ported as  in  favor  of  this  change. 


County  News 


Broome  County 

Dr.  Stuart  B.  Blakely  spoke  on  “The  Psy- 
chology of  Pregnancy”  at  the  meeting  of  the 
Broom  e County  Medical  Society  at  the  monday 
Afternoon  Club  House,  Binghamton,  on  Jan- 
uary 9. 

The  officers  for  1940  are:  president,  Dr. 

Charles  M.  Alaben,  of  Binghamton;  vice-presi- 
dent, Dr.  Elton  R.  Dickson,  of  Binghamton; 
secretary,  Dr.  Mark  H.  Williams,  of  Bingham- 
ton; assistant  secretary,  Dr.  Henry  Jackson 
King,  of  Binghamton;  treasurer,  Dr.  Carlon  H. 
M.  Goodman,  of  Port  Dickinson;  assistant 
treasurer,  Dr.  George  T.  Riley,  of  Binghamton. 

Dutchess  County 

Dr.  Gilbert  S.  Tabor  was  elected  president  of 
the  Dutchess  County  Medical  Society  at  the 
annual  meeting  held  at  the  Hudson  River  State 
Hospital  on  January  10.  He  succeeds  Dr. 
Scott  Lord  Smith,  who  has  headed  the  society 
the  last  two  years. 

Other  officers  elected  were:  Dr.  James  T. 

Harrington,  vice-president;  Dr.  Howard  P. 
Carpenter,  secretary-treasurer;  Dr.  L.  W. 
Stoller,  associate  secretary;  Drs.  A.  L.  Peck- 
ham,  E.  F.  Powell,  and  J.  J.  Toomey,  censors; 
Dr.  C.  Knight  Deyo,  delegate;  Dr.  Samuel  E. 
Appel,  Dover  Plains,  alternate  delegate;  and 
George  V.  L.  Spratt,  counselor. 

An  illustrated  talk  on  “Psychiatry — the  Cin- 
derella of  Medicine,”  was  given  by  Dr.  C.  Charles 
Burlingame,  of  the  Hartford  Retreat,  sanitarium 
for  mental  diseases. 


Erie  County 

The  Western  New  York  Medical  Plan,  Inc., 
offering  “medical  insurance  to  low-income 
groups,”  has  been  approved  unanimously  by  the 
Erie  County  Medical  Society.  Dr.  George  R. 
Critchlow,  medical  director  of  the  indemnity 
plan,  said  that  “Under  the  plan,  individual 
physicians  give  professional  services  at  less  than 
regular  fees  to  beneficiaries  of  group  insurance 
policies. 

“We  will  comply  with  the  insurance  depart- 
ment’s revised  rate  of  schedule  of  maximum  in- 
comes for  participants — $1,800  for  an  individual, 
$2,500  for  husband  and  wife,  and  $3,000  for  a 
family,”  he  said. 

The  plan  will  be  operated  in  Erie,  Genesee, 
Niagara,  Chautauqua,  Cattaraugus,  Wyoming, 
Orleans,  and  Allegany  counties.  Dr.  Critchlow 
said  500  doctors  had  enrolled,  adding  that  “a 
campaign  to  enroll  the  remaining  1,200  in  our 
district  will  be  started  immediately.” 

The  Section  of  Medicine  of  the  Buffalo  Acad- 
emy of  Medicine  met  on  January  10  at  the 
Buffalo  Museum  of  Science,  Humboldt  Park,  for 
a “Therapeutic  Forum.”  The  master  of  cere- 
monies was  Dr.  L.  Maxwell  Lockie,  Professor  of 
Therapeutics,  and  the  following  group  discussed 
the  questions  submitted:  Dr.  Clayton  W. 

Greene,  professor  of  medicine;  Dr.  A.  H.  Aaron, 
clinical  professor  of  medicine;  Dr.  David  Miller, 
professor  of  medicine,  Edward  J.  Meyer  Mem- 
orial Hospital;  Dr.  Arthur  J.  Reissig,  Endo- 
crinology Clinic,  Outpatient  Department,  Buffalo 
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General  Hospital;  Mr.  Mearl  Pritchard,  presi- 
dent, Buffalo  Academy  of  Pharmacy;  Mr. 
Raymond  Schnitz,  president,  Regional  Branch 
of  American  Pharmaceutical  Association. 

A dermatology  program  was  presented  at  the 
meeting  on  January  17. 

Monroe  County 

Governors  of  the  Monroe  County  Medical 
Society  on  January  15  lifted  a traditional  ban 
and,  inaugurating  a new  educational  program, 
authorized  lecturers  assigned  by  its  speakers’ 
bureau  to  discuss  various  phases  of  controversial 
medical  legislation. 

Effect  of  the  action  taken  at  a meeting  of  the 
governing  board  in  the  Academy  of  Medicine 
was  to  give  physicians  who  discuss  such  con- 
troversial subjects  as  the  proposed  Wagner 
Health  Act  the  official  blessing  of  the  society. 
Similar  addresses  by  assigned  speakers  have  been 
frowned  upon  in  the  past,  although  many  re- 
quests for  assignment  of  speakers  on  the  sub- 
ject have  been  received  from  various  organiza- 
tions in  the  society’s  jurisdiction. 

Value  of  organized  community  health  efforts 
in  maternity  cases  was  statistically  proved  to 
physicians,  nurses,  and  public  health  officials 
on  January  10  at  a meeting  in  the  Rochester 
Academy  of  Medicine,  at  which  it  was  reported 
that  the  lives  of  56  mothers  had  been  saved  in 
Rochester  during  the  last  six  years  because  of 
such  measures. 

The  report,  delivered  by  Dr.  James  K.  Quigley, 
chairman  of  the  Maternal  Welfare  Committee  of 
the  County  Medical  Society,  showed  a decrease 
from  4.1  deaths  per  1,000  births  in  1933  to  1.9 
per  1,000  in  1939.  Based  on  figures  compiled 
by  the  committee,  that  means  an  actual  life- 
saving accomplishment  of  56  mothers,  Dr. 
Quigley  said. 

The  conference,  attended  by  physicians, 
nurses,  and  health  education  workers,  climaxed  a 
seven-year  study  of  preventable  maternal  deaths 
made  by  the  Medical  Society  committee  with 
the  cooperation  of  hospitals,  dispensaries,  and 
other  medical  associations. 

A 50-per-cent  decline  in  pneumonia  deaths  in 
Monroe  County  in  the  last  three  years  is  re- 
ported by  the  Pneumonia  Advisory  Committee 
of  the  County  Medical  Society  in  the  annual 
pneumonia  issue  of  the  society’s  bulletin. 

Dr.  Edward  G.  Whipple,  chairman  of  the 
committee  which  has  been  making  an  intensive 
study  of  new  pneumonia  treatments,  declared 
that  an  important  reason  was  the  “effort  of 
organized  medicine  to  popularize  knowledge  on 
the  subject  both  among  physicians  and  lay- 
men.” 

Credit  for  the  curtailed  mortality  also  was 
assigned  to  both  the  use  of  antipneumonia  serums 
and  the  drug,  sulfapyridine.  Fears  that  phy- 
sicians were  unwise  in  depending  entirely  on  the 
drug,  which  has  dramatic  results,  were  raised 
in  the  bulletin’s  main  article  by  Dr.  George  V. 
Taplan  of  the  Pneumonia  Control  Committee. 

Basing  conclusions  upon  the  committee’s 
studies,  Dr.  Taplan  urged  that  physicians  con- 
sider the  use  of  both  drug  and  serum  in  cases 
where  dangerous  factors  complicated  the  disease. 

In  order  to  do  this,  the  physician  urged  that 
pneumonia  types  be  determined  and  blood  cul- 
tures be  made  of  all  patients;  that  a majority 


of  patients  be  hospitalized  to  assure  full  benefit 
of  new  therapies;  that  sulfapyridine  be  given 
all  patients  as  soon  as  diagnosis  is  made,  provid- 
ing that  no  contraindications  existed ; that  serum 
be  given  to  all  cases  for  which  they  are  available 
and  which  fail  to  respond  to  the  drug  within 
twenty-four  to  thirty-six  hours;  that  physicians 
keep  accurate  records  of  all  cases  in  order  to 
evaluate  new  treatments. 

Jefferson  County 

The  Medical  Society  of  Jefferson  County  met 
on  January  11,  at  the  Black  River  Valley  Club. 
An  address  on  “Gallbladder  Disease”  was  given 
by  Dr.  Plimpton  Guptill,  assistant  professor  of 
surgery,  Strong  Memorial  Hospital,  Rochester. 
At  5:00  p.m.  a tumor  conference  was  held  at 
Mercy  Hospital,  with  a study  of  two  interesting 
cases. 

Kings  County 

Socialized  medicine  was  attacked  as  unwar- 
ranted interference  by  “politicians”  with  the 
doctors  by  Dr.  Daniel  A.  McAteer  on  January  16 
in  his  inaugural  address  as  president  of  the  Kings 
County  Medical  Society  at  the  meeting  in  the 
society’s  headquarters,  1313  Bedford  Avenue, 
Brooklyn. 

To  combat  any  effort  by  the  Federal  Govern- 
ment to  interfere  with  the  doctors,  Dr.  McAteer 
suggested  that  $100  be  raised  from  each  of  the 
more  than  2,000  county  medical  societies 
throughout  the  United  States  “to  buy  many 
hours  of  radio  time,  print  thousands  of  columns 
of  newspaper  advertising.” 

Such  publicity,  he  contended,  would  “combat 
the  false  propaganda  circulating  against  our  pro- 
fession and  convert  to  our  cause  millions  of  per- 
sons who  have  never  heard  the  medical  side  of  the 
present  controversy.  ’ ’ 

Guest  speakers  included  Dr.  Wheelan  D.  Sut- 
liff,  assistant  director  of  the  pneumonia-control 
division  of  the  City  Health  Department,  on 
“Sulfapyridine  Therapy  for  Pneumonia,”  and 
Dr.  Josephine  B.  Neal,  associate  director  of  the 
bureau  of  laboratories  of  the  City  Health  De- 
partment, on  “Chemotherapy  in  Meningitis.” 

Private  hospitals  in  New  York  City  are  at- 
tempting to  “dominate”  the  county  medical 
societies  in  order  to  quash  proposals  that  might 
reduce  their  profits.  Dr.  Pasquale  J.  Imperato, 
chairman  of  the  scientific  committee  of  the  South 
Brooklyn  Medical  Society,  charged  at  a meeting 
of  the  society  in  St.  John’s  University,  Down- 
town Division,  on  January  11. 

Associate  Prof.  Burgess  L.  Gordon  of  the 
Jefferson  Medical  School,  Philadelphia,  read  a 
paper  on  “Medical  Views  Concerning  Thoracic 
Surgery,”  which  was  later  discussed  by  Dr. 
Thomas  A.  McGoldrick  and  Dr.  Arthur  Bu- 
chanan. Dr.  Andrew  Porrazzo,  president  of  the 
society,  presided. 

Dr.  Alirio  Diaz  Guerra,  a physician  and  former 
export  manager  of  Sharp  & Dohme,  manufactur- 
ing chemists,  of  78  Varick  Street,  died  of  a heart 
attack  on  January  15  at  his  home,  855  Ocean 
Avenue,  Brooklyn.  He  was  seventy-seven  years 
old. 

Dr.  Guerra  served  as  Secretary  of  State  and 
Minister  of  Public  Instruction  during  the  second 
administration  of  the  late  President  Joaquin 
Crespo  of  Venezuela.  He  previously  had  been 
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private  secretary  to  General  Crespo.  In  1884 
Dr.  Guerra  was  editor  of  El  Liberal,  a periodical 
published  in  Colombia. 

New  York  County 

The  Medical  Society  of  the  County  of  New 
York  met  on  January  22  at  the  New  York 
Academy  of  Medicine  Building  and  listened  to 
this  program : 1 . address  of  the  retiring  presi- 

dent, Dr.  Howard  Fox;  2.  address  of  the  incom- 
ing president,  Dr.  Walter  P.  Anderton;  3.  ad- 
dress: “Diagnostic  Aids  in  the  Surgery  of  the 

Brain,”  Dr.  Wilder  Penfield,  chief  of  neurological 
surgery,  McGill  University,  by  invitation;  4. 
discussion:  Dr.  Tracy  J.  Putnam,  professor  of 

neurology  and  neurosurgery,  Columbia  Univer- 
sity, by  invitation. 

The  appointment  of  an  executive  secretary  for 
a term  of  five  years  brought  out  considerable 
discussion. 

The  Special  Committee  on  Infant  Mortality  of 
the  Medical  Society  of  the  County  of  New  York 
announces  that  the  group  meetings  held  each 
month  at  the  New  York  Academy  of  Medicine 
are  now  open  to  all  members  of  the  society. 

At  these  monthly  meetings  selected  cases  of 
infant  deaths  are  presented  and  discussed  by  the 
members  of  the  committee  and  guests.  Especial 
attention  is  paid  to  the  obstetric  phase  of  the 
problem.  The  meeting  is  then  addressed  by 
some  outstanding  man  on  some  subject  with 
which  he  is  particularly  familiar. 

A meeting  was  held  at  the  New  York  Academy 
of  Medicine  on  Wednesday  afternoon,  January 
24.  After  discussion  of  cases,  Dr.  Samuel  Frant, 
Epidemiologist  of  the  City  of  New  York  and 
Director  of  the  Bureau  of  Preventable  Diseases, 
spoke  on  “Epidemic  Diarrhea  of  the  Newborn.” 

Dr.  Walter  C.  Montgomery,  war-time  division 
surgeon  of  the  Twenty-seventh  Division,  A.E.F., 
who  received  many  decorations  for  his  services  in 
action,  died  on  January  15  after  an  illness  of  two 
years.  Dr.  Montgomery,  whose  home  was  at 
214  West  Ninety-second  Street,  was  sixty-one 
years  old. 

A lieutenant  colonel  in  the  New  York  National 
Guard,  he  had  seen  border  service  with  the 
troops  sent  to  Mexico,  and  upon  the  entrance  of 
this  country  into  the  World  War  went  to  France 
with  the  Twenty-seventh  Division.  He  was 
decorated  by  France,  Belgium,  and  Poland. 

In  1920,  at  ceremonies  in  Central  Park,  the 
Distinguished  Service  Medal  was  presented  to 
him  by  Lieut.  Gen.  Robert  Lee  Bullard.  His 
citation  read : 

“When  confronted  with  a shortage  of  personnel 
he  displayed  marked  initiative  and  resourceful- 
ness in  organizing  additional  sanitary  personnel.” 

He  conducted  the  evacuation  of  4,000  casu- 
alties in  four  days  of  action  along  the  Hinden- 
burg  Line. 

Two  new  pamphlets,  Lymphogranuloma  Ve- 
nereum and  Chancroid  and  Clinical  Digest  of  Syphi- 
lis in  Pregnancy,  are  now  available  without  cost 
to  physicians  from  the  Bureau  of  Social  Hygiene, 
Department  of  Health,  125  Worth  Street,  New 
York  City. 

The  pamphlets  were  prepared  by  the  Bureau 
in  cooperation  with  the  New  York  State  Depart- 
ment of  Health  and  the  United  States  Public 
Health  Service.  Some  fifty  leaflets  on  social 


hygiene  for  the  profession  and  the  laity  are  avail- 
able from  the  Bureau. 

Niagara  County 

The  Niagara  Falls  health  authorities  have  ob- 
tained what  are  believed  to  be  the  first  convic- 
tions for  violations  of  a recently  adopted  amend- 
ment to  the  State  Sanitary  Code  restricting  the 
sale  of  raw  milk  and  cream  in  cities  or  health 
districts.  Within  a single  week,  says  Health 
News  (Albany),  two  dairymen  operating  farms 
within  the  city  limits  were  prosecuted  for  selling 
small  quantities  of  raw  milk  on  the  premises. 
Each  was  fined  $25  and  given  a suspended  sen- 
tence on  a charge  of  violating  Regulation  25, 
Chapter  III,  of  the  Code  which  provides  in  part: 

“No  milk  shall  be  held,  kept,  offered  for  sale, 
transported,  or  delivered  in  any  municipality  or 
health  district,  for  human  consumption  in  fluid 
form  in  such  municipality  or  health  district, 
except  milk  to  be  pasteurized  which  is  enroute 
to  or  stored  at  approved  plants,  unless  such  milk 
meets  the  requirements  of  this  chapter  and  of 
local  health  regulations,  if  any,  for  a grade  of 
milk  permitted  to  be  sold  for  human  consumption 
in  fluid  form  in  such  municipality  or  health  dis- 
trict.” 

More  recently  a woman  was  apprehended  and 
tried  on  a charge  of  transporting  raw  milk  within 
the  city  limits.  It  is  expected  that  additional 
cases  in  which  evidence  has  already  been  ob- 
tained will  be  prosecuted  without  delay. 

Vigorous  enforcement  of  this  state  sanitary 
code  requirement  has  been  undertaken  in  an 
effort  to  avert  serious  epidemics  of  milk-borne 
disease  which  may  occur  if  the  distribution  of 
raw  milk  continues  unrestricted.  According  to 
the  Niagara  Falls  Gazette  which  has  taken  active 
part  in  the  drive,  the  principal  difficulty  is  the 
increasing  number  of  raw  milk  stands,  some  of 
which  are  located  just  outside  of  the  city  limits, 
at  which  farmers  sell  to  Niagara  Falls  residents, 
who  either  take  the  milk  home  for  their  own  con- 
sumption or  resell  it  to  friends  and  relatives. 
Within  the  past  six  months  a serious  outbreak  of 
scarlet  fever  occurred  in  Medina  and  another  in 
Hornell,  both  of  which  were  traced  to  raw  milk 
bootlegged  from  farms  on  the  outskirts  of  these 
communities. 

Oneida  County 

Dr.  F.  John  Rossi  is  the  new  president  of  the 
Medical  Society  of  Oneida  County. 

He  was  named  to  head  the  1940  slate  of  officers 
on  January  9 at  the  annual  meeting  at  which 
Dr.  Paul  P.  Gregory,  Rome,  retiring  president 
presided  and  made  his  final  report. 

Other  officers  chosen:  vice-president.  Dr. 

J.  B.  Lawler,  Vernon;  secretary,  Dr.  J.  I.  Farrell; 
treasurer.  Dr.  H.  D.  MacFarland;  librarian,  Dr. 
T.  Wood  Clark;  board  of  censors,  Dr.  W.  C. 
Schintzius,  Dr.  M.  T.  Powers,  Dr.  B.  F.  Golly, 
Dr.  P.  P.  Gregory;  delegate  for  two  years  to  the 
State  Medical  Society,  Dr.  Andrew  Sloan;  alter- 
nate, Dr.  H.  N.  Squier.  Delegates  named  last 
year  for  two-year  terms  are  Dr.  William  Hale,  Jr., 
and  Dr.  J.  F.  Kelley. 

The  Utica  Academy  of  Medicine  held  a dinner 
meeting  with  a symposium  on  cancer  as  the  fea- 
ture of  the  session  on  January  18. 

Papers  were  read  on  cancer  of  the  breast  and 
on  the  effectiveness  of  surgery  and  radium  in 
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treating  a specific  type  of  cancer.  Speakers  in- 
cluded Dr.  Albert  G.  Swift,  director  of  surgery; 
Dr.  Donald  S.  Childs,  director  of  x-ray;  and  Dr. 
J.  Howard  Ferguson,  pathologist,  all  of  Syracuse 
University;  and  Dr.  W.  B.  Dickson,  Utica. 

Discussions  were  opened  by  Dr.  Hyzer  Jones, 
Dr.  Robert  C.  Hall,  and  Dr.  C.  S.  Gallagher. 

Richmond  County 

Talks  on  medical  economics  were  delivered  at 
a meeting  of  the  Richmond  County  Medical 
Society  on  January  10  by  Dr.  Frederick  Coonley, 
Dr.  E.  V.  Catalano,  and  Dr.  C.  Douglas  Walsh. 

The  meeting  was  held  in  the  Richmond  Health 
Center,  Stuyvesant  Place,  St.  George.  Dr.  H.  A. 
Cochrane  presided. 

St.  Lawrence  County 

From  his  sickbed  in  a Utica  hospital,  Harold  C. 
Stephenson,  director  of  the  Hospital  Plan,  Inc., 
telephoned  a scheduled  address  to  the  St.  Law- 
rence County  Medical  Society  meeting  in  Ogdens- 
burg,  on  January  11,  explaining  the  new  Medical 
and  Surgical  Care,  Inc.,  plan. 

As  a member  of  the  Hospital  Plan,  which  he 
heads  as  executive  director,  he  had  $4.50  of  his 
daily  hospital  expenses,  as  well  as  $1  a day  for 
drugs,  dressings,  and  use  of  the  operating  room, 
paid  during  the  time  he  was  a patient  there. 

The  medical  society  meeting  was  one  of  several 
such  groups  he  is  scheduled  to  address  to  outline 
the  new  medical  service  insurance  plan  recently 
approved  by  the  state.  Doctors  in  the  thirteen 
counties  to  be  covered  by  the  plan  will  be  organ- 
ized into  sponsoring  bodies. 

His  telephone  talk  was  in  the  form  of  a ques- 
tion-and-answer  conversation  with  the  president 
of  the  society.  The  president  previously  had 
read  a paper  prepared  by  Stephenson  to  the  fifty 
doctors  meeting  in  the  A.  Barton  Hepburn  Hos- 
pital in  Ogdensburg. 

The  doctors  then  asked  questions  which  the 
president  relayed  to  Stephenson  over  the  tele- 
phone. Stephenson’s  answers,  by  a special  ar- 
rangement with  the  telephone  company,  came 


out  of  a loud  speaker  at  the  other  end  of  the  line 
so  that  they  could  be  heard  by  all  present  at  the 
meeting. 

Schoharie  County 

Dr.  Edgar  Zeh,  of  Waterford,  who  died  on 
January  10,  had  practiced  medicine  there  for  over 
fifty  years. 

Westchester  County 

The  Westchester  County  Medical  Society  an- 
nounced on  January  8 that  it  has  urged  the  New 
York  State  Medical  Society  to  recommend  legis- 
lation at  the  present  session  of  the  state  legisla- 
ture to  forbid  the  sale  of  sulfanilamide  except  by 
prescription  of  a licensed  physician. 

“It  is  our  belief,”  the  society  stated  through 
Dr.  Edward  H.  Marsh,  chairman  of  the  society’s 
Public  Health  Committee,  “that  the  ethical  phar- 
macists recognize  their  moral  responsibilities  in 
relation  to  ‘across-the-counter’  sale  of  dangerous 
drugs,  but  they  should  be  protected  against  the 
competition  of  their  less  ethical  colleagues,  some 
of  whom  have  apparently  not  refused  to  dispense 
these  drugs  on  demand.” 

In  an  article  appearing  in  the  current  issue  of 
the  Westchester  Medical  Bulletin,  the  County 
Medical  Society  calls  attention  to  the  need  of  this 
legislation  and  points  out  that  last  year  the 
people  of  the  United  States  consumed  373,875 
pounds,  or  about  187  tons  of  sulfanilamide. 

James  E.  Bryan  of  White  Plains,  executive 
secretary  of  the  Westchester  Medical  Society,  has 
been  elected  president  of  the  board  of  directors 
of  the  Westchester  Tuberculosis  and  Health  Asso- 
ciation. He  succeeds  Dr.  W.  Godfrey  Childress, 
head  of  the  tuberculosis  division  at  Grasslands 
Hospital. 

Mr.  Bryan  said  income  from  sale  of  Christmas 
seals  last  year  was  greater  than  in  any  year  since 
1930.  He  also  pointed  out  that  since  the  As- 
sociation was  organized  in  1919,  tuberculosis 
deaths  in  Westchester  have  dropped  from  105  per 
100,000  of  population  each  year  to  38  per  100,000 
last  year. 


Name 

Deaths  of  New  York  State  Physicians 
Age  Medical  School  Date  of  Death 

Residence 

Arthur  R.  Bradbury 

72 

Buffalo 

January  12 

Grand  Island 

George  A.  Cherry 

71 

N.  Y.  Univ. 

January  17 

Manhattan 

S.  Welles  Churchill 

80 

Bell. 

January  15 

Manhattan 

W.  Levell  Draper 

75 

Hahne,  Chicago 

January  26 

Niagara  Falls 

Charles  H.  Grube 

82 

N.  Y.  Univ. 

January  21 

Manhattan 

Walter  C.  Montgomery 

61 

P.  & S.  N.  Y. 

January  15 

Manhattan 

P.  Clinton  Pumyea 

59 

P.  & S.  N.  Y. 

January  18 

Manhattan 

Joseph  J.  Rowan 

61 

Pennsylvania 

November  19 

Gloversville 

John  C.  Vaughan 

64 

P.  & S.  N.  Y. 

January  12 

Manhattan 

Samuel  R.  Volpe 

28 

Cornell 

January  23 

Manhattan 

Nathan  Winter 

52 

L.  I.  C.  Hosp. 

December  28 

Manhattan 

Edgar  Zeh 

79 

Albany 

January  10 

Waterford 

Public  Health  News 


Editorial  Note:  Under  this  title  will  appear  from  time  to  time  in- 

formation on  matters  pertaining  to  Public  Health,  collated  by  the 
Committee  on  Public  Health  and  Education  of  the  Council  of  the 
Medical  Society  of  the  State  of  New  York. 


Antipneumococcic  Serum 


The  Department  of  Health  of  the  State  of 
New  York,  according  to  Dr.  Edward  S. 
Rogers,  director  of  its  Bureau  of  Pneumonia 
Control,  is  anxious  to  acquaint  all  of  the  phy- 
sicians in  the  state  outside  of  the  metropolitan 
area  with  the  present  availability  of  antipneumo- 
coccic serums  of  the  higher  types.  Announce- 
ments are  being  published  in  the  Health  News  and 
through  the  district  offices  of  the  department. 

In  view  of  the  favorable  reports  received  from 
the  cooperating  medical  centers  on  the  effective- 
ness of  the  serums  and  the  low  incidence  of  re- 


actions, types  VII  and  VIII  antipneumococcic 
rabbit  serums  were  made  available  in  September 
for  general  distribution  by  the  Division  of  Lab- 
oratories and  Research.  Supplies  are  main- 
tained by  district  laboratory  supply  stations  at : 


Albany  (Central  Laboratory)  Ogdensburg 


Binghamton 

Buffalo 

Cooperstown 

Corning 

Glens  Falls 

Kingston 

Middletown 

Mineola 


Olean 

Poughkeepsie 

Riverhead 

Rochester 

Syracuse 

Warsaw 

White  Plains 

Yonkers 


Increase  in  the  number  of  stations  distribut- 
ing these  serums  will  depend  on  the  supplies 
available  and  the  demands  for  them.  Seven 
types  of  antipneumococcic  serums  now  are  being 
distributed,  types  I,  IV,  and  V (horse)  and  types 
II,  VII,  VIII,  and  XIV  (rabbit)  and  are  avail- 
able in  the  stations  listed  above.  Type  I serum 
is  also  distributed  through  ninety-six  other  sta- 
tions and  type  V serum  through  fifty-five;  the 
location  of  these  stations  is  given  in  the  list  of 
district  laboratory  supply  stations  that  was  sent 
to  physicians  in  the  state  in  July,  1938.  A re- 
vised edition  will  be  issued  this  year.  If  any 
difficulty  in  obtaining  serum  arises,  the  district 
state  health  officer  or  the  Central  Laboratory 
should  be  consulted  as  to  the  nearest  station 
where  it  can  be  obtained. 

As  an  additional  service  in  connection  with  the 
pneumonia  control  program,  blood  culture  out- 
fits are  now  being  supplied  through  stations  dis- 
tributing antipneumococcic  serum  to  physicians 
in  districts  where  such  facilities  cannot  other- 
wise be  provided.  Forty-six  stations  have  been 
furnished  the  outfits. 


MENTAL  ILLNESS  NOW  CURABLE 

“Mental  illness  can  practically  all  be  cured,” 
Dr.  Ralph  W.  Bohn,  clinical  director  of  the 
Gowanda  State  Hospital,  told  members  of  the 
Dunkirk  Rotary  Club  in  a recent  address. 

Describing  the  care  of  the  mentally  sick,  Dr. 
Bohn  said  that  nearly  any  disease  of  this  type  can 
be  cured  if  it  is  discovered  in  time  and  proper 
treatment  is  given. 

“We  no  longer  have  insane  asylums,”  the 
speaker  said.  “They  are  mental  hospitals,  and 
24  per  cent  of  patients  are  voluntary  admissions.” 

About  1 person  of  every  20  in  the  state  will  re- 
quire treatment  at  one  time  or  another,  he  said, 
but  few  cases  are  hopeless  if  treated  in  time. 
About  70  per  cent  of  the  patients  leave  the  first 
year.  Of  these,  40  per  cent  are  completely  cured 
and  the  rest  are  well  along  the  road  toward  be- 
coming well  again. 

“It  is  just  as  hopeless  to  treat  far-advanced 
cases  of  mental  illness  as  it  is  to  treat  advanced 
cases  of  tuberculosis  or  diphtheria  or  any  other 
disease,”  Dr.  Bohn  said. 

Gradually  the  department  is  building  up  a co- 


ordinated information  service  of  educators,  min- 
isters, public  health  nurses,  as  well  as  physicians 
who  note  and  report  possible  cases  of  mental  de- 
rangement. Through  these  agencies  the  illnesses 
may  be  discovered  and  treated  in  time. 

There  are  approximately  100,000  patients  in 
the  mental  hospitals  of  the  state,  he  said,  main- 
tained at  a yearly  cost  of  $30,000,000.  Patients 
who  are  able  pay  for  their  treatment,  but  all, 
prince  or  pauper,  receive  the  same  care. 

Mental  illness,  despite  popular  ideas,  has  noth- 
ing to  do  with  the  nerves.  It  is  entirely  emo- 
tional and  can  usually  be  traced  to  a desire  to 
“escape  from  it  all.”  Trained  psychiatrists 
often  find  the  roots  of  mental  illnesses  dating  back 
many  years  to  the  patient’s  childhood,  he  told 
the  group. 

“There  is  no  more  reason  to  be  ashamed  of 
having  been  mentally  sick  than  there  is  to  be 
ashamed  of  having  been  ill  physically.  If  we 
can  only  get  people  to  boast  about  their  treat- 
ment at  the  hospital  as  they  do  about  ‘my  opera- 
tion’ our  work  will  be  made  much  easier.” 
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The  Federal  Hospital  Program 


If  reports  of  a recent  presidential  interview 
with  the  press  are  accurate,  the  Administra- 
tion is  considering  a program  of  federal  hospital 
construction  complying  in  several  essential  re- 
spects with  the  platform  of  the  A.M.A.,  observes 
the  New  York  Medical  Week.  The  A.M.A., 
it  will  be  remembered,  specifies  that  new  institu- 
tions should  be  erected  by  the  federal  govern- 
ment only  where  needs  exist  which  local  agencies 
cannot  supply.  It  stipulates  local  administra- 
tion and  control  of  such  institutions.  Accord- 
ing to  United  Press  accounts,  the  President 
recognizes  the  wisdom  of  these  provisions. 

Both  the  Wagner  and  the  Harrison  bills  made 
the  mistake  of  insisting  on  matched  grants:  a 
state  could  receive  from  the  federal  government 
only  such  amounts  as  it  was  prepared  to  dupli- 
cate. This  provision  defeats  the  purpose  of 
federal  assistance  by  making  the  largest  sums 
available  to  the  richest  states.  A state  too  poor 
to  provide  its  own  hospitals  is  too  poor  to  match 
a large  federal  grant.  A state  rich  enough  to 
qualify  for  extensive  subsidies  usually  has  com- 
paratively good  health  facilities. 

Since  federal  aid  is  designed  to  alleviate  need, 
it  should  be  granted  solely  on  the  basis  of  need. 
Every  state  should  be  required  to  do  its  utmost 
before  receiving  help  from  Washington.  When 
such  help  is  given,  it  should  be  meted  out  in  ac- 
cordance with  health  requirements,  even  if  the 
state  is  unable  to  match  federal  funds. 

Under  the  plan  attributed  to  President  Roose- 
velt by  United  Press,  the  federal  government 
would  build  and  retain  title  to  hospitals  but  local 
authorities  would  maintain  and  operate  them. 
The  United  States  Public  Health  Service  and  a 
committee  of  physicians  would  pass  on  all  plans 
and  investigate  the  ability  of  localities  under  con- 
sideration to  manage  the  institutions  built  for 
them. 

There  would  be  no  attempt  at  grandiose 


medical  centers  running  into  millions  of  dollars. 
The  average  cost  would  be  about  $150,000  for  a 
100-bed  hospital  complete  with  clinic,  operating 
room,  and  laboratory. 

It  is  undisputed  that  the  establishment  of  hos- 
pitals in  sections  now  lacking  them  would  con- 
tribute to  the  health  of  the  people  living  in  those 
areas.  Organized  medicine  is  eager  to  aid  in  the 
development  of  necessary  health  facilities.  If 
President  Roosevelt’s  views  on  federal  hospital 
construction  are  correctly  described  above,  con- 
cludes the  Medical  Week,  they  furnish  a basis  for 
cooperation. 

The  report  was  confirmed  on  January  30 
when  the  President,  in  a message  to  Congress, 
asked  an  appropriation  of  $7,500,000  to  $10,- 
000,000  for  building  50  hospitals  as  a modest 
start  to  improve  present  conditions.  And  on 
February  1 a bill  was  introduced  jointly  by 
Senators  Wagner  of  New  York  and  George  of 
Georgia  to  appropriate  $10,000,000  for  this  pur- 
pose. The  operation  of  the  program  was 
described  by  the  Senators,  in  a statement,  as 
follows : 

“Localities  desiring  to  participate  in  the  bene- 
fits contemplated  by  the  legislation  must  show 
that  additional  hospital  facilities  are  needed, 
and  must  give  satisfactory  assurances  that  such 
hospitals  will  be  available  to  the  public  under 
appropriate  conditions,  will  be  maintained  in 
good  repair,  and  will  be  utilized  in  furnishing 
services  according  to  sound  professional  and 
personnel  standards,  as  defined  in  regulations  to 
be  prescribed. 

“The  administration  of  the  program  will  be 
guided  by  a national  advisory  hospital  council, 
consisting  of  the  Surgeon-General  as  chairman 
and  six  members  selected  by  him  from  leading 
medical  or  scientific  authorities  who  are  out- 
standing in  matters  pertaining  to  hospital  and 
other  public  health  services.” 


Newsy  Notes 


Husband  as  well  as  wife  must  be  insured  at 
least  ten  months  if  the  wife  is  to  receive  maternity 
coverage  under  the  Rochester  Hospital  Service 
Corporation  insurance  plan  after  January  1, 
1941,  the  corporation  has  decided. 

The  change  from  the  present  rule  that  only  the 
wife  need  be  insured  resulted  from  heavy  ma- 
ternity costs,  according  to  Sherman  D.  Meech, 
managing  director  of  the  corporation. 

Until  March  1 of  this  year,  corporation  di- 
rectors have  voted,  subscribers  may  add  any 
eligible  family  members  not  insured  at  present, 
while  a third  change  enables  insured  parents  to 
obtain  coverage  for  ninety-day-old  infants  who 
are  in  good  health. 

A gain  of  20,677  members  during  1939  was  re- 
ported at  the  annual  meeting  of  the  Hospital 
Plan,  Inc.,  of  Utica,  on  January  15,  at  which  time 
officers  and  directors  were  re-elected. 


The  membership  is  now  51,367,  according  to 
H.  C.  Stephenson,  managing  director.  The 
insurance  plan,  which  guarantees  payment  of 
certain  hospital  expenses  for  members  who  pay 
a specified  premium,  was  three  years  old  Feb- 
ruary 10. 

During  the  past  year  subscribers  have  re- 
ceived care  valued  at  $147,552,  compared  to 
$66,314  for  1938  and  $11,490  for  1937. 

The  corporation  has  built  up  an  epidemic  re- 
serve of  $44,671. 

Thirty-three  New  York  hospitals,  convales- 
cent homes,  and  social  agencies  have  received 
allocations  of  $70,000  from  the  funds  collected 
in  the  1939  campaign  of  the  Greater  New  York 
Chapter  of  the  National  Foundation  for  In- 
fantile Paralysis,  it  is  announced  by  George  V. 
Riley,  chairman  of  the  chapter’s  executive  com- 
mittee. 
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A campaign  to  bring  about  a drastic  reduction 
of  taxes  on  private  hospitals  is  being  waged  by 
the  Association  of  Private  Hospitals  of  Greater 
New  York.  The  Association  is  composed  of 
sixty-six  privately  owned  hospitals  having  an 
aggregate  value  of  $25,000,000.  The  Associa- 
tion declares  that  unless  taxes  are  reduced 
several  of  the  largest  hospitals  will  have  to  close. 

Years  ago,  persons  suffering  from  Buerger’s 
disease,  an  ailment  resulting  from  inflammation 
of  the  lining  of  the  arteries,  took  ocean  voyages 
to  relieve  the  pressure  on  their  circulatory  sys- 
tem. The  rocking  motion  of  the  boat  seemed  to 
help  them. 

Today,  the  rocking  boat  is  brought  inside  the 
hospital  in  the  form  of  an  oscillating  bed.  They 
have  one  of  these  beds  at  Crouse-Irving  Hospital 
in  Syracuse,  as  told  in  the  local  press,  and  phy- 
sicians say  that  patients  report  relief  from  the 
slow  “rolling”  motion  of  the  bed. 

The  device,  known  as  a “Vasoscillator,”  was 
developed  in  the  past  year.  It  looks  like  an 
ordinary  bed  save  that  there  is  a small  motor 
attached  to  the  under  framework. 

The  motor  works  silently  and  with  little  or  no 
vibration  so  that  other  patients  nearby  are  not 
disturbed.  It  is  connected  with  a system  of 
gears,  operating  at  three  speeds,  which  first 
raise  the  head  of  the  bed  to  an  angle  of  45  de- 
grees, then  lowers  the  head  and  raises  the  foot 
to  the  same  angle. 

The  movement  is  slow  and  it’s  possible  for  a 
patient  to  sleep  while  the  bed  is  rocking. 

Technically  speaking,  the  motion  varies  the 
pressure  in  the  patient’s  extremities  by  varying 
the  position  of  the  body.  The  oscillating  bed 
at  Crouse-Irving  is  in  almost  constant  use  and 
each  patient  is  allowed  six  hours  on  it  at  a time. 

Albany  General  Hospital,  Albany,  has  opened 
a new  type  “step-saving”  ward,  equipped  with 
modern  private  and  semiprivate  accommodations 
for  thirty-one  persons  to  meet  growing  patient 
demands. 

The  new  layout,  constructed  on  the  second 
floor  of  Pavilion  A,  is  designed  to  cut  nursing 
costs  more  than  25  per  cent,  said  Everett  W. 
Jones,  hospital  director. 


Labor-saving  elements  in  the  new  ward  were 
achieved  by  careful  planning,  explained  the 
director.  Because  nurses  have  fewer  steps  to 
take  and  utility  rooms  are  strategically  placed, 
fewer  workers  will  be  needed.  Yet,  said  Mr. 
Jones,  the  decrease  in  labor  does  not  mean  a de- 
crease in  patient  care. 

“Hospital  insurance,”  said  Mr.  Jones,  “has 
brought  hospitalization  within  easier  financial 
reach  of  a great  many  more  people.  Our  studies 
have  shown  that  hospital  insurance  subscribers 
are  beginning  to  appreciably  increase  the  de- 
mand for  private  and  semiprivate  accommoda- 
tions.” 

An  appropriation  of  $22,000  was  made  for  re- 
construction and  complete  renovation  of  the 
ward  some  time  ago  by  the  hospital’s  board  of 
governors.  Using  much  of  its  own  maintenance 
department  labor,  the  hospital  kept  costs  of  the 
project  within  $19,500.  No  outside  architects, 
engineers,  or  consultants  were  employed,  the 
entire  project  being  worked  out  by  the  hospital’s 
staff. 


Seventy  young  women  observed,  in  January, 
the  first  anniversary  of  a New  York  Junior 
League  project,  which  has  developed  a charitable 
idea  into  a well-established,  although  nonpaying, 
profession. 

The  idea  is  to  bring  books  and  other  reading 
matter  to  the  bedsides  of  hospital  patients. 
The  project  is  the  league’s  Central  Bureau  for 
Hospital  Libraries.  Through  the  efforts  of  Mrs. 
A.  Victor  Cherbonnier,  who  directs  the  bureau 
and  the  volunteer  workers,  it  has  grown  into  a 
profession  involving  the  technical  knowledge 
of  library  work,  the  skills  of  bookbinding,  and 
an  understanding  of  the  needs  and  the  psychology 
of  the  sick. 

When  it  was  set  up  a year  ago,  the  library 
bureau  had  a few  books  and  fewer  workers.  To- 
day there  are  more  than  2,000  selected  volumes 
and  seventy  trained  Junior  League  volunteers. 

The  bureau  is  active  in  fourteen  voluntary 
and  municipal  hospitals.  Plans  for  1940  include 
the  organization  of  libraries  in  the  ninety-mem- 
ber voluntary  hospitals  of  the  United  Hospital 
Fund  of  New  York  which  helped  in  the  expansion 
and  development  of  the  project. 


Improvements 


Ground  was  broken,  December  27,  for  erection 
of  a new  twelve-story  building  for  Lebanon 
Hospital  at  Grand  Concourse  and  Mount  Eden 
Avenue,  in  the  Bronx.  Two  more  structures  will 
be  added  at  a final  cost  of  $4,000,000,  marking 
removal  of  the  institution  from  the  original  site, 
Westchester  and  Cauldwell  avenues. 


The  New  York  State  Department  of  Mental 
Hygiene  has  signed  contracts  for  the  purchase  of 
875  acres  adjoining  the  Pilgrim  State  Hospital, 
at  Brentwood,  and  extending  into  Huntington 
Township  as  the  site  of  a new  state  hospital  for 
the  insane. 

There  is  reported  to  be  $6,000,000  available 
under  the  state  program  for  construction  of  the 


new  hospital  and  that  work  will  begin  as  soon  as 
possible. 

There  are  already  three  state  hospitals  in 
Suffolk  County,  the  largest  being  Pilgrim  State 
Hospital,  which  houses  more  than  9,000  patients 
and  is  the  largest  institution  of  its  kind  in  the 
world.  The  other  institutions  are  located  at 
Central  Islip  and  Kings  Park.  New  buildings 
are  now  being  constructed  at  the  Pilgrim  State 
and  Central  Islip  hospitals. 

Construction  of  a new  wing  at  Strong  Memo- 
rial Hospital,  in  Rochester,  to  cost  about  $400,- 
000  and  designed  eventually  to  double  the  in- 
stitution’s present  facilities  for  private  patients, 
will  be  started  in  the  spring,  University  of 
Rochester  officials  announce. 
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Plans  for  the  proposed  new  four-story  addition 
to  Iola  Sanatorium  (Monroe  County  Tuber- 
culosis Sanatorium)  are  well  advanced  and  work 
will  begin  in  the  spring. 

Designed  to  double  the  clinical  capacity  of 
the  sanatorium  and  enlarge  laboratory  and 
treatment  facilities,  the  added  wing  will  cost  be- 
tween $100,000  and  $150,000. 

It  is  proposed  to  construct  the  addition  as  a 
WPA  project. 


The  Greenwich  Hospital  Association  has  won 
the  right  to  erect  a $1,250,000,  five-story  build- 
ing despite  the  objections  of  a lone  property- 
owner,  who  said  it  would  "spoil  the  character  of 
Greenwich.” 

The  Board  of  Appeals  of  the  Greenwich 
Zoning  Commission  granted  permission  to  erect 
the  building,  on  condition  that  the  height  does 
not  exceed  the  66  feet  shown  on  the  plans. 


Plans  have  been  filed  for  a $100,000  addition 
to  St.  Agnes  Hospital,  a wing  devoted  to  the 
care  of  crippled  children,  at  White  Plains. 

The  structure  will  be  two  stories  high,  in  the 
shape  of  a Maltese  cross,  which  will  permit  a 
maximum  of  sunlight  and  air.  It  will  be  con- 
structed of  brick  and  stone  and  will  have  a 
minimum  capacity  of  forty-eight  beds  in  addi- 
tion to  surgical  and  therapy  rooms. 

The  wing  was  made  possible  by  a donation  of 
$100,000  from  the  Martha  K.  Hall  Foundation 
of  New  York,  which  has  made  funds  available 


to  a number  of  Catholic,  Protestant,  and  Jewish 
charities. 

In  connection  with  an  extensive  moderniza- 
tion and  improvement  program  which  has  been 
carried  on  at  Crouse-Irving  Hospital,  in  Syra- 
cuse, during  the  last  three  years,  a new  educa- 
tion and  recreation  building  has  been  provided 
for  the  School  of  Nursing,  heretofore  a part  of  the 
hospital  building.  The  space  vacated  in  the 
hospital  will  be  used  for  expanding  service  fa- 
cilities of  other  departments. 

The  new  building  is  located  at  750  Irving 
Avenue,  next  to  the  Crouse-Irving  nurses’ 
homes.  It  contains  modern,  large  classrooms, 
equipped  with  the  latest  in  teaching  apparatus. 
The  new  building  also  will  serve  as  a recreation 
center  for  the  nurses. 

Plans  for  an  outpatient  building  for  the  Coney 
Island  Hospital,  Ocean  Parkway  and  Avenue  Z, 
Brooklyn,  have  been  filed  by  the  Department  of 
Public  Works  with  the  Department  of  Housing 
and  Buildings. 

The  plans  call  for  construction  at  an  estimated 
cost  of  $630,000  of  a four-story  brick  and  stone 
building  at  754-814  Avenue  Z,  adjoining  the 
hospital.  Construction  of  the  additional  build- 
ing, to  contain  three  floors  of  rooms  and  clinics 
and  a single  floor  of  administrative  offices,  will  be 
started  early  next  summer. 

The  Tioga  County  General  Hospital  at 
Waverly  is  contemplating  enlargement. 


MEDICINE— AND  MORE 

I know  of  no  calling  which  offers  such  a wide 
diversity  of  intellectual  pleasure  as  that  of  medi- 
cine, not  alone  in  its  art  and  science,  with  an 
ever  increasing  range  of  new  developments,  but 
in  human  behavior,  psychology,  sociology,  eco- 
nomics, and  related  activities ; we  follow  a most 
useful  calling,  an  interesting  occupation  filled 
with  new  and  striking  problems  and  one  of  the 
best  because  its  only  aim  is  the  benefit  of  man. 

Medicine  is  the  most  ancient  of  professions, 
being  older  than  Christianity  and  antedating 
the  inception  of  civil  law.  It  has  its  own  system 
of  rewards  and  punishments,  its  own  disappoint- 
ments and  its  own  glories.  It  is  a profession 
that  has  a broadening  influence  on  the  human 
mind  and  is  characterized  by  a most  splendid 
charity.  It  is  an  acquisition  in  the  best  tenden- 
cies and  a protection  against  the  worst  tenden- 
cies. 

It  constructs  no  trusts;  it  founds  no  monopo- 
lies; it  excludes  no  qualified  practitioner;  it 
retains  for  its  profit  no  valuable  discovery  and  it 
has  no  standing  room  for  the  quack,  the  scoun- 
drel and  the  charlatan. 

Its  best  work  is  done  in  the  light  which  beats 
upon  its  throne,  not  in  the  arena  of  politics  en- 
couraged by  the  cheers  of  thousands,  not  in  the 
seclusion  of  the  cloister  sustained  by  the  hope  of 
eternal  joy,  but  in  the  storm-  and  wind-swept 
country,  in  the  streets  of  the  village,  in  the  boule- 


vards of  the  city,  on  the  desolate  field  of  battle 
where  pain  and  pestilence,  illness  and  misery  are 
combated  often  with  none  but  God  to  see  it.  It 
furnishes  a curiously  checkered  life,  a life  in  which 
storm  clouds  alternate  with  sunbeams.  With 
the  exception  of  the  ministry  it  stands  closer  than 
any  other  calling  to  the  secret  of  eternity  and 
watches  death  ever  busy  with  her  shuttle  as  she 
weaves  her  somber  threads  into  the  woof  and 
warp  of  the  affairs  of  men. 

It  seeks  to  mitigate  human  suffering,  to  pro- 
long human  life.  These  have  ever  been  its 
watchwords,  are  still  and  always  will  be,  con- 
stituting its  cloud  of  smoke  by  day  and  its  pillar 
of  fire  by  night.  One  should  enter  such  a profes- 
sion with  properly  exalted  ideals:  with  a belief 

in  its  greatness,  its  dignity,  its  stability,  its  real 
importance,  its  essential  strength.  One  should 
resolve  to  learn  to  observe,  to  compare,  to  ana- 
lyze, to  study,  to  think,  to  avoid  formulas,  to  cast 
out  sordid  thoughts,  to  repudiate  shallowness, 
advertising,  and  vain  pretensions. 

In  short,  to  be  a worthy  disciple  of  Aesculapius, 
reflecting  honor  and  credit  on  the  profession  and 
deriving  from  it  the  happiness  that  makes  life 
worth  while,  being  held  in  grateful  remembrance 
by  those  whom  one  has  served  and  in  respect  and 
esteem  by  the  confreres  with  and  among  whom 
one  has  lived  and  worked. — Irvin  Abell,  M.D., 
from  New  Haven  address,  January,  1939 
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Books  for  review  should  be  sent  to  the  Book  Review  Department  at  1313  Bedford  Avenue, 
Brooklyn,  N.  Y.  Acknowledgment  of  receipt  will  be  made  in  these  columns  and  deemed  sufficent 
notification.  Selection  for  review  will  be  based  on  merit  and  the  interest  to  our  readers. 
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Editorial 


Open  Door  to  Quackery 

The  Peterson  chiropractic  bill  jeopardizes  the  public  welfare  by 
lowering  the  standards  of  professional  education  and  licensing  un- 
qualified practitioners  to  care  for  the  sick.  Laymen  who  under- 
stand the  relationship  of  medical  education  to  health  should  be  in- 
vited to  join  in  the  fight  on  this  pernicious  measure. 

Even  in  comparison  with  osteopathic  education  the  standards 
set  by  the  Peterson  bill  are  hopelessly  inadequate.  At  best  the 
latter  requires  only  a high-school  diploma  and  twenty-four  months’ 
study  in  an  approved  chiropractic  college. 

This  might  seem  to  be  an  unattainable  condition  since  the  New 
York  State  Department  of  Education  has  never  approved  any 
school  of  chiropractic.  The  Peterson  bill  has  a way  out,  however. 
It  waives  examination  for  chiropractors  already  in  practice  albeit 
illegally.  Then  to  make  the  examination  easier  for  those  who  can 
somehow  qualify,  it  creates  a separate  board  of  chiropractic  ex- 
aminers. 

This  is  a prima  facie  attempt  to  avoid  an  impartial  test  of  chiro- 
practic qualifications.  The  basic  sciences  are  the  same  for  all  who 
attempt  to  heal  the  sick.  There  should  be  but  one  examination  for 
all. 

It  is  understandable  that  the  Peterson  bill  should  try  to  set  up  a 
separate  examining  system  for  chiropractors:  the  curriculum  it 

prescribes  is  inadequate;  the  candidates  it  considers  acceptable  for 
examination  are  far  below  the  standards  of  medical  and  even 
osteopathic  applicants.  The  very  proposal  is  an  admission  of 
inferiority. 

Enactment  of  the  Peterson  bill  would  shatter  the  high  standards 
of  professional  education  and  practice  in  this  state.  Just  as  bad 
money  drives  out  good,  legal  recognition  of  any  form  of  quackery 
must  ultimately  compromise  the  whole  structure  of  medical  care. 
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Heretofore  Albany  has  steadfastly  refused  to  open  the  door  to 
unqualified  sectarian  practitioners.  If  this  state  is  to  retain  its 
leadership  in  medical  education  and  practice,  the  legislature  must 
reaffirm  its  loyalty  to  the  principles  of  the  Medical  Practice  Act  by 
defeating  the  Peterson  bill. 

The  Radiology  Bill 

If  it  were  not  for  the  decision  of  the  Court  of  Appeals  in  the  case 
of  Sausser  v.  the  New  York  City  Health  Department , it  might  seem 
supererogatory  to  seek  legislation  defining  radiology  as  a method  of 
medical  practice.  What  purpose  has  radiology  if  not  to  diagnose 
and  treat  disease? 

True,  the  mere  act  of  taking  a radiograph  is  worthless  without  ex- 
pert interpretation  of  the  shadows  which  indicate  the  site  and  nature 
of  a lesion.  Properly  taken  and  interpreted,  however,  the  radio- 
graph is  one  of  the  most  valuable  diagnostic  agents  of  modern  medi- 
cine. 

A trustworthy  explanation  of  radiographic  findings  demands  full 
knowledge  of  the  anatomy,  physiology,  and  pathology  of  the  human 
body — in  short,  a complete  medical  education.  Nevertheless,  by 
some  strange  process  of  reasoning,  the  Court  of  Appeals  has  decided 
that  neither  “taking  an  x-ray  photograph”  nor  “mere  explanation” 
of  the  film  is  “diagnosis.” 

The  absurdity  of  this  statement  must  have  been  apparent  to  the 
Justices  for  further  on  in  the  decision  they  modified  it  slightly.  “It 
may  be  conceded  that  the  reading  of  an  x-ray  photograph  would  be 
a slight  and  necessary  step  in  diagnosis  . . . but  it  would  fall  far 
short  of  what  we  understand  by  these  terms.  ...”  Since  x-ray  is 
often  the  main,  and  sometimes  the  sole,  diagnostic  factor,  it  is  hard 
to  see  how  it  can  be  dismissed  as  a “slight,”  nonmedical  “step  in 
diagnosis.” 

Moreover,  the  Medical  Practice  Act  says  nothing  about  “steps”  in 
diagnosis.  It  states  that  anyone  practices  medicine  who  under- 
takes “by  any  means  or  method  to  diagnose,  treat  or  prescribe  for 
any  human  disease  . . . .”  The  decision  of  the  Court  of  Appeals  in 
the  Sausser  case  contravenes  this  provision  and  exposes  the  public 
to  incompetent  radiologic  practice  at  the  hands  of  lay  technicians 
and  outright  quacks. 

To  remedy  this  situation  the  Desmond- Vincent  bill  explicitly  de- 
scribes radiology  as  a medical  procedure  and  limits  its  practice  to 
persons  licensed  under  the  Medical  Practice  Act.  It  does  not  inter- 
fere with  the  activities  of  bona  fide  technicians  working  under  pro- 
fessional supervision.  Neither  does  it  curtail  any  of  the  existing 
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prerogatives  of  physicians  and  dentists  with  respect  to  the  use  of 
roentgen  rays.  It  works  no  hardship  on  any  but  those  who  seek  to 
practice  medicine  without  haVing  first  qualified  for  this  difficult,  re- 
sponsible work. 

Wholly  apart  from  the  physical  dangers  inherent  in  the  improper 
use  of  x-rays  and  faulty  interpretation  of  radiographic  films,  the 
Desmond-Vincent  bill  is  an  important  public  health  measure.  Un- 
less radiology  enjoys  the  same  protection  as  other  medical  proce- 
dures, its  progress  will  lag.  The  Desmond-Vincent  bill  not  only  as- 
sures the  public  of  competent  radiologic  service  but  encourages  con- 
tinued development  in  this  important  field. 

The  Ensuing  State  Meeting 

It  is  not  too  early  for  our  members  to  reserve  May  6 to  May  9 
when  the  Medical  Society  of  the  State  of  New  York  will  meet  again 
in  annual  session.*  The  more  members  who  attend  and  listen  to  the 
discussions  of  the  many  problems  upon  which  there  is  debate  and 
deliberation  in  the  House  of  Delegates,  the  more  widespread  will  be 
the  understanding  in  the  profession  of  the  situations  with  which  it 
is  confronted.  It  is  an  educational  experience  and  will  provide  the 
answer  to  the  captious  and  flippant  critic  who  may  think  that  all 
our  discussions  center  in  self-interest.  Were  the  general  public  to 
attend,  they,  too,  would  realize  that  most  of  the  debate  is  predicated 
upon  concern  for  the  public  welfare,  and  they  would  be  better  able  to 
comprehend  the  position  taken  by  organized  medicine  in  appraising 
proposals  as  a solution  for  medico-economic  problems. 

The  profession  at  large  and  the  public  would  do  well  to  realize  that, 
trained  as  we  are  to  judge  experiments  and  propositions  for  the  cure 
of  human  ills  with  a healthy  skepticism  regarding  sudden  and 
miraculous  panaceas,  we  cannot  lay  aside  this  critical  attitude  when 
confronted  by  social  solutions  which  might  be  worse  than  the  ills 
confronting  us. 

At  the  forthcoming  meeting  the  scientific  exhibit  will  be  an  educa- 
tion in  itself.  Here  visitors  can  make  actual  personal  contact  with 
exhibitors,  each  of  whom  is  usually  an  enthusiast  on  the  topic  which 
he  is  presenting.  Pertinent  questions  and  adequate  answers  will 
pass  from  man  to  man,  and  the  visitor  goes  away  very  often  stimu- 
lated by  the  contact  which  he  otherwise  could  not  make  so  easily 
and  with  an  added  knowledge  of  the  topic  in  which  he  is  interested. 

The  technical  exhibit  this  year  has  been  much  curtailed,  but  the 
quality  of  the  products  that  these  firms  are  offering  to  the  profession 
and  the  public  has  been  enhanced. 


* See  announcement  page  372. 


314 


EDITORIAL 


[N.  Y.  State  J.  M. 


The  scientific  program  has  been  the  concern  of  committeemen 
during  the  entire  year,  and  the  section  chairmen  and  these  commit- 
teemen have  endeavored  to  present  a program  of  outstanding  merit. 

The  president  is  arranging  our  annual  banquet  meeting  in  an  un- 
usual manner.  It  is  premature  to  speak  of  details  now,  but  all  of 
them  will  be  published  in  a subsequent  issue  of  the  Journal.  The 
Women’s  Medical  Society  of  the  State  of  New  York  and  the 
Woman’s  Auxiliary  also  meet  at  the  same  time.  Arrangements  are 
in  progress  so  that  the  meetings  will  integrate  one  with  the  other, 
and  thus  there  will  be  assembled  at  the  Waldorf-Astoria  this  spring  a 
very  complete  and  satisfying  intellectual  feast! 

A record  attendance  is  expected.  We  feel  that  we  express  it  con- 
servatively when  we  promise  that  those  coming  to  the  meeting  will 
find  it  unusually  worth  while. 

Potency  of  Coagulants 

There  are  many  commercial  preparations  on  the  market  which 
are  offered  for  use  as  hemostatic  agents  by  virtue  of  their  supposed 
ability  to  increase  the  coagulability  of  blood.  Some  are  derived 
from  brains  of  a variety  of  animal  species,  some  from  tissue  fibrino- 
gens, and  some  from  bovine  blood  and  from  horse  serum.  They  are 
available  for  use  either  topically,  per  or  am,  or  by  hypodermic  injec- 
tion. Finally  there  are  the  several  types  of  snake  venom.  The 
efficacy  of  all  of  these  is  extolled  by  their  manufacturers,  in  many 
instances  based  upon  experiments  conducted  on  laboratory  animals. 
But  since  these  coagulants  are  to  be  used  in  humans  it  is  of  little 
practical  value  whether  or  not  a particular  product  will  materially 
shorten  the  coagulation  time  of  rabbit  blood.  It  would  seem  that 
the  only  valid  test  of  potency  would  be  the  estimation  of  its  activity 
on  human  blood. 

Aggeler  and  Lucia,1  using  human  plasma,  assayed  biologically  the 
coagulative  potency  of  seventeen  of  these  products,  and  their  find- 
ings reveal  a great  discrepancy  with  claims  made  by  the  manufac- 
turers of  these  agents.  The  only  substances  studied  that  were 
significantly  active  were  the  crude  tissue  emulsions  of  thrombo- 
plastin intended  for  local  use  and  the  two  snake  venoms  (Fer-de- 
lance  and  Russell  viper) . The  fibrinogen  products  proved  relatively 
impotent  as  coagulants  and  the  thromboplastin  intended  for  hypo- 
dermic use  was  found  to  be  inactive.  Horse  serums  were  inactive  in 
human  hemophylic  plasma  except  in  high  concentrations,  and  then 
only  to  a slight  degree.  The  commercial  product  made  from  bovine 
blood  yielded  no  coagulative  activity  in  any  concentration. 


i Aggeler,  P.  M.,  and  Lucia,  S.  P.:  Am.  J.  M.  Sc.  199:  181  (Feb.)  1940. 


March  1,  1940] 


EDITORIAL 


315 


No  one  more  than  the  physician  realizes  the  need  for  potent  hemo- 
statics. The  continued  manufacture  and  sale  of  impotent  agents 
shows  a disregard  by  the  makers  for  the  results  of  scientific  study. 
Two  of  the  products,  bovine  blood  derivative  and  hypodermic  horse 
serum,  were  shown  twenty  years  ago  to  possess  no  coagulative  ac- 
tion1 and  yet  they  are  still  being  manufactured  and  used.  The 
work  of  Aggeler  and  Lucia  should  make  commercial  houses  take 
stock  and  discontinue  the  sale  of  biologicals  which  medicine  has 
shown  to  be  ineffectual. 

Benzedrine  in  Alcoholism 

The  treatment  of  alcoholism  is  more  and  more  being  understood 
as  properly  belonging  in  the  realm  of  psychotherapy  even  though  the 
practitioners  of  this  branch  of  medicine  are  somewhat  discouraged 
by  their  efforts.  The  chronic  alcoholic  addict  has  a fundamental 
personality  defect  which  is  extremely  difficult  to  change  but  failure 
may  be  due  to  the  fact  that  the  proper  psychoanalytic  approach 
has  not  as  yet  been  found.  Nevertheless,  it  is  possible  to  obviate 
some  of  the  physiologic  and  psychologic  aftereffects  of  acute  inebria- 
tion quickly  and  effectively  by  the  judicious  use  of  benzedrine  sul- 
fate. 

According  to  Reifenstein  and  Davidoff,2  who  have  investigated 
the  action  of  this  drug  in  mental  states  characterized  by  depression 
or  self-absorption,  acute  alcoholic  psychosis  and  Korsakow’s  syn- 
drome in  alcoholics  respond  well  to  the  use  of  amphetine  sul- 
fate. Acute  intoxication,  with  its  attendant  boisterousness,  can  be 
made  to  disappear  rapidly  by  the  use  of  this  drug.  A “hang- 
over” is  soon  dissipated,  both  in  acute  and  chronic  alcoholism. 
Where  the  patient  is  institutionalized,  the  results  are  even  more 
striking. 

These  authors  impress  us  with  the  futility  of  this  drug  as  a cure  for 
addiction  to  alcoholic  beverages.  Somewhat  analogous  to  vitamin  B 
deficiency  therapy  in  the  treatment  of  alcoholic  polyneuritis,  benze- 
drine sulfate  merely  improves  the  psychotic  and  physiologic  aberra- 
tions which  attend  acute  intoxication.  Neither  has  any  effect  in 
altering  a habitual  tendency  toward  inebriation.  Reifenstein  and 
Davidoff  cannot  agree  with  Bloomberg3  who  found  that  the  use  of 
this  drug  in  chronic  alcoholism  permitted  a sufficient  period  of 
sobriety  for  the  institution  of  psychotherapeusis.  Nevertheless,  it 
appears  that  this  drug  has  a definite  place  in  the  therapy  of  some 
phases  of  acute  alcoholism. 


1 Hanzlik,  P.  J.,  and  Weidenthal,  C.  M.:  J.  Pharmacol.  & Exper.  Therap.  14:  157  (1919). 

2 Reifenstein,  E.  C.,  Jr.,  and  Davidoff,  E.:  New  York  State  J.  Med.  40:  247  (Feb.  15)  1940. 

* Bloomberg,  W.:  New  England  J.  Med.  220:  129  (1939). 


Medical  Relief  in  New  York  State 


On  February  8,  1940,  the  Council  of  the  Medical  Society  of  the  State  of  New  York 
received  the  following  report  and  directed  that  it  be  published.  Attention  of  county 
medical  society  secretaries  and  presidents  is  respectfully  called  to  the  request  for  local 
reports  on  medical  relief.  These  reports  are  to  be  sent  to  Dr.  Augustus  J.  Hambrook,  40 
State  Street,  Troy,  the  chairman  of  the  Council  Committee  on  Public  Relations  and 
Economics.  The  report  follows: 

“The  Committee  on  Public  Relations  and  Economics  regrets  that  it  has  to  report  dis- 
appointment in  the  progress  of  its  efforts  to  improve  the  status  of  medical  relief  in  this 
state.  To  the  last  House  of  Delegates,  the  committee  reported  that  it  had  recommended 
to  the  State  Department  of  Social  Welfare  a new  setup  for  the  local  welfare  machinery. 
A professional  advisory  committee  was  suggested  for  each  county,  the  medical  members 
of  such  committees  to  be  appointed  by  the  county  welfare  officer  from  a list  submitted 
by  the  county  medical  society.  Other  members  such  as  dentists  and  druggists  were  to 
be  selected  by  their  county  organizations.  It  was  held  that  all  decisions  be  vested  in 
this  committee  instead  of  being  referred  to  the  medical  social  worker.  It  was  determined 
that  there  were  thirty  situations  which  commonly  arise  in  the  administration  of  medical 
relief  which  could  be  decided  locally  and  thereby  obviate  needless  and  unnecessary  de- 
lays. Up  to  a few  months  ago  this  plan  seemed  to  have  the  approval  of  the  state  depart- 
ment. 

“Included  in  the  program  was  a revised  fee  schedule  based  on  the  Workmen’s  Compen- 
sation Fee  Schedule,  but  with  a reduction.  It  was  recognized  that  the  Workmen’s  Com- 
pensation Fee  Schedule  was  the  lowest  which  would  permit  the  doctor  to  do  satisfactory 
work  and  still  realize  a profit  for  his  services.  Welfare  fees,  however,  are  paid  out  of  cur- 
rent tax  funds  instead  of  from  industrial  profits  as  in  the  case  of  Workmen’s  Compensa- 
tion. It  was  felt  that  the  doctor  accepting  these  slightly  lower  fees  could  accept  this 
schedule  as  his  share  of  the  community  burden  in  the  care  of  the  indigent.  The  Welfare 
Manual  now  in  force,  after  long  discussions  with  representatives  of  the  State  Department 
of  Social  Welfare,  was  revised  with  apparent  satisfaction  on  both  sides. 

“No  definite  action  was  taken  by  the  department  after  several  months  of  waiting. 
Finally,  the  commissioner  called  on  November  28,  1939,  a meeting  in  Albany  with  a large 
number  of  local  welfare  officers  in  attendance  from  different  parts  of  the  state.  The 
committee  attended  this  meeting,  and  the  program  as  previously  suggested,  after  two 
years  of  work,  was  discussed  in  general  and  in  detail.  The  Social  Welfare  Department 
later  advised  the  committee  that  the  local  welfare  officers  were  not  in  favor  of  adopting 
the  proposals  of  the  society. 

“The  committee  deems  it  wise  that  each  county  welfare  officer  be  approached  by  repre- 
sentatives of  the  county  medical  societies  in  the  effort  to  secure  first-hand  information 
as  to  the  attitude  of  each  welfare  officer  on  the  recommendation  of  the  Medical  Society 
of  the  State  of  New  York  for  reorganization  and  supervision  of  medical  relief  in  each 
county  with  report  to  the  state  society  committee  as  soon  as  possible.  The  general 
situation  existing  at  the  moment  is  considered  by  this  committee  to  be  intolerable.” 

The  essential  features  of  the  State  Society’s  proposition,  as  presented  to  the  House  of 
Delegates  on  April  24,  1939,  are  as  follows:  (1)  establishment  of  professional  advisory 

committees  in  local  welfare  districts;  (2)  revision  of  fee  schedules  now  in  force;  (3)  reduc- 
tion in  the  amount  of  red  tape  to  the  minimum  needed  for  quick  and  accurate  manage- 
ment of  medical  relief  and  the  payment  of  fees;  and  (4)  retention  without  exception  by 
the  indigent  of  the  physician  or  physicians  of  their  own  choice. 
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Since  the  introduction  of  sulfanilamide, 
it  was  logically  assumed  that  it 
would  prove  useful  in  scarlet  fever. 
Likewise,  it  seemed  reasonable  to  expect 
that  the  use  of  sulfanilamide  in  the  treat- 
ment of  scarlet  fever  would  throw  some 
light  on  its  mode  of  action.  The  reported 
results,  however,  appear  to  be  confusing 
and  inconclusive.  At  first,  clinicians 
simply  recorded  the  exhibition  of  sulfa- 
nilamide in  a given  number  of  cases  and 
the  recovery  of  those  patients.  Later, 
efforts  were  made  to  use  the  drug  dis- 
criminatingly in  an  endeavor  to  arrive  at 
some  conclusion  as  to  its  effectiveness  and 
indications.  It  is  the  purpose  of  this 
paper  to  examine  some  of  the  results 
critically,  bearing  in  mind  at  the  same 
time  the  vast  changes  that  have  taken 
place  in  scarlet  fever  itself. 

It  has  long  been  known  that  in  the  last 
seventy-five  years,  scarlet  fever  has  be- 
haved differently  from  the  other  com- 
mon communicable  diseases.  Seventy- 
five  years  ago,  the  mortality  from  scarlet 
fever  in  this  country  stood  approximately 
at  100  per  100,000  population.  By 
1910,  it  had  dropped  to  about  nine.  Pro- 
visional figures  for  1938  indicate  a scarlet 
fever  mortality  in  the  United  States  of 
one.  Although  many  changes  have  taken 
place  in  these  years,  it  is  not  possible  to 
account  for  this  phenomenal  decrease  on 
the  basis  of  reporting,  incidence,  age  dis- 
tribution, or  therapy.  There  is  abundant 
evidence  that  the  number  of  cases  has  not 
decreased  over  the  years;  hence  it  must 
be  that  fewer  cases  die.  This  is  cor- 
roborated further  by  a similar  drop  in  the 


case  fatality  rate.  Chapin1  has  gathered 
evidence  on  this  point  from  various  parts 
of  the  world,  and  he  has  theorized  that 
the  application  of  isolation  and  quaran- 
tine measures  to  scarlet  fever  has  tended 
to  eliminate  the  more  virulent  strains. 
However,  the  fact  that  mild  and  severe 
cases  may  occur  in  the  same  family  out- 
break rather  tends  to  emphasize  that 
changes  or  differences  in  the  host  may  be 
a significant  factor.  I have  noted  that 
adults  with  fatal  scarlet  fever  almost  in- 
variably showed  also  positive  Schick 
tests,  suggesting  inability  generally  to 
produce  antibodies. 

In  Syracuse,  outbreaks  of  scarlet  fever 
occurred  in  1924  and  in  1937.  In  both 
years,  the  number  of  cases  reported  was 
practically  identical,  1,216  and  1,218,  re- 
spectively. Sixteen  deaths  were  recorded 
in  1924  and  only  4 in  1937.  Unfortu- 
nately, there  are  no  further  data  on  the 
1924  outbreak  comparable  with  those  of 
the  last  outbreak. 

A change  in  the  character  of  a disease, 
such  as  the  decrease  in  the  severity  of 
scarlet  fever,  is  certain  to  influence  our 
interpretation  of  the  results  of  specific 
therapy.  This  was  clearly  apparent  in 
1924  when  scarlet  fever  serum  was  intro- 
duced. The  confusion  in  the  reported 
results  was  striking  and  was  brought 
about  not  only  by  differences  in  the  titer 
and  valency  of  the  different  serums  em- 
ployed but  also  by  the  failure  to  take 
into  consideration  the  types  of  cases. 
Certain  workers  advocated  the  use  of 
serum  in  every  early  case,  regardless  of 
its  mildness.  The  occurrence  of  serum 
sickness  soon  discouraged  its  routine  use. 
Then  questions  began  to  arise  whether 
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the  serum  did  more  than  neutralize  the 
toxin  and  whether  it  had  any  effect  in 
lessening  septic  complications.  After 
considerable  analysis,  it  became  evident 
that  serum  was  highly  useful  in  cases 
showing  toxemia.  In  such  cases,  an 
adequate  dose  of  potent  serum  employed 
early  in  the  disease  exerts  a neutralizing 
effect  upon  the  toxemia,  overcomes  the 
prostration  or  delirium,  and  causes  the 
rash  to  disappear  in  twenty-four  to 
thirty-six  hours.  The  dread  of  the  fulmi- 
nating toxemic  cases  which  often  showed 
a livid  eruption,  profound  prostration, 
and  an  early  fatal  termination  has  prac- 
tically disappeared,  since  such  cases  are 
now  rarely  encountered ; but  it  is  reason- 
able to  expect  that  serum  therapy  in  such 
cases  would  have  saved  many  lives. 

More  recently,  we  have  come  to  be  in- 
creasingly concerned  with  the  septic  or 
invasive  phase  of  scarlet  fever.  Severe 
cases  may  be  predominantly  toxemic  or 
septic,  or  various  combinations  of  these. 
vSome  cases  with  considerable  toxicity 
may  show  but  little  tendency  to  invasive- 
ness. There  appears  to  be  no  direct  re- 
lationship between  toxin  production  and 
the  invading  properties  of  the  streptococ- 
cus. Septic  cases,  too,  vary  a great  deal 
in  the  amount  of  accompanying  toxemia. 
Moreover,  cases  mild  at  the  onset  may, 
nevertheless,  exhibit  septic  complications 
in  the  second  or  third  week.  But,  on  the 
other  hand,  the  moderate  and  severe  cases 
are  much  more  liable  to  septic  or  invasive 
complications.  Too,  these  complications 
are  quite  frequently  associated  conditions, 
really  arising  at  the  beginning  of  the 
disease:  a purulent  nasal  discharge,  en- 
larged and  tender  lymph  nodes,  and 
catarrhal  or  suppurative  otitis  media 
may  be  present  at  the  onset  and  even  pre- 
cede the  scarlatinal  rash.  In  certain 
cases,  the  septic  invasion  may  later  extend 
to  the  mastoid  cells,  the  meninges,  or  the 
blood  stream.  Certain  other  complica- 
tions, known  as  sequelae,  such  as  glo- 
merulonephritis, adenopathy,  and  joint 
symptoms,  may  ensue  at  the  end  of  the 
disease;  these  have  been  looked  upon  as 
phenomena  of  sensitization  or  allergy, 
and  are  not  to  be  included  among  the 


septic  complications.  Without  a con- 
sideration of  the  foregoing  factors,  it  is 
not  feasible  to  make  a critical  evaluation 
of  a specific  mode  of  treatment  in  scarlet 
fever. 

In  beginning  our  observations  on  the 
use  of  sulfanilamide*  in  the  treatment  of 
scarlet  fever  early  in  1937,  we  first  looked 
for  possible  effects  on  the  eruption  and  on 
the  toxic  manifestations.  It  soon  became 
clear  that  sulfanilamide  exerts  no  such 
influence.  Chart  1 shows  an  example  of 
its  failure  to  influence  the  rash  or  the 
toxemia  in  a moderate  case  with  a bright 
rash.  This  is  in  conformity  with  the 
findings  of  other  observers  and  appears 
to  show  that  sulfanilamide  has  no  effect 
on  the  toxin  production  in  scarlet  fever. 
It  was  this  clinical  observation  that  made 
us  question  Osgood’s  conclusion  from  his 
laboratory  experiments  that  sulfanila- 
mide acts  upon  the  toxin  of  the  strepto- 
coccus.2 

We  next  turned  to  the  effect  on  septic 
complications.  It  appeared  necessary, 
first,  to  form  a more  definite  concept  of 
septic  complications,  to  define,  if  possible, 
the  degree  of  invasion  that  constitutes 
complication.  How  much  enlargement 
of  the  cervical  lymph  nodes  can  be  desig- 
nated as  adenitis?  How  much  injection 
of  the  drum  shall  be  labeled  catarrhal 
otitis  media?  At  what  point  can  it  be 
said  clinically  that  sinusitis  has  super- 
vened? Moreover,  most  of  these  con- 
ditions are  frequently  essential  phe- 
nomena in  patients  who  are  more  than 
mildly  ill — associated  conditions  present 
by  the  time  the  patient  is  admitted  to  the 
hospital,  and  absent  usually  in  mild 
cases.  In  recent  years,  nearly  60  per 
cent  of  moderately  ill  cases  hospitalized 
within  three  days  from  their  onset  showed 
evidence  of  septic  conditions  on  admis- 
sion. Since  mild  cases  predominate  now- 
adays, it  seemed  advisable  to  administer 
the  drug  to  the  moderately  severe  and 
severe  cases  of  the  septic  variety.  It 
seemed  wise,  therefore,  to  focus  our  atten- 
tion primarily  on  suppurative  otitis 
media.  This  is  definitely  objective:  the 

* The  sulfanilamide  employed  in  the  early  months  of 
1937  was  restricted  to  prontylin  (also  prontosil). 
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TABLE  1. — Selected  Cases  of  Scarlet  Fever  Treated 
at  the  City  Hospital,  Syracuse,  in  Winter  of  1937 


Type  of  Specific  Treatment 

Sulfanil- 

Serum 

None 

amide 

Number  of  cases 

11 

19 

23 

severe 

5 

1 

moderate 

6 

19 

22 

Complications 

suppurative  otitis  media 
Average  admission  tern- 

6 

7 

2 

perature  102,7  F. 

101.8  F. 

102.1  F. 

Average  duration  of  fever 
(hours) 

Average  stay  in  hospital 

204 

112 

57 

(days) 

27.5 

29 

27 

ear  discharges  or  does  not  discharge;  it  is 
not  likely  to  be  overlooked  and  it  does 
not  need  to  be  graded. 

Sulfanilamide  was  not  available  for  our 
use  until  the  end  of  January,  and,  desiring 
to  put  as  many  suitable  cases  as  possible 
under  treatment  during  the  next  few 
months,  we  chose  clinically  similar  cases 
of  the  same  age  from  January  as  controls. 
Approximately  1 grain  of  sulfanilamide 
per  pound  was  given  during  the  febrile 
stage  and  half  the  dose  during  two  or 
three  days  after  the  temperature  became 
normal.  The  treated  cases  were,  for  the 
most  part,  denied  throat  irrigations  or 
nose  drops.  Toxic  cases  treated  with 
serum  are  tabulated  for  comparison. 
From  Table  1,  it  is  seen  that  in  19  cases 
that  served  as  controls,  7 instances  of 
suppurative  otitis  media  were  encoun- 
tered, whereas  in  23  similar  cases  treated 
with  sulfanilamide  only  2 suppurative  ear 
cases  were  noted. 

This  series  is  small,  however,  for  so 
variable  a disease  as  scarlet  fever.  Sec- 
ondly, the  observations  were  made  during 
an  outbreak  and  it  became  apparent  that 
the  severest  cases  occurred  early  in  the 
outbreak.  By  the  end  of  March,  655  of 
the  1,218  cases  of  1937  had  been  reported, 
and  subsequently  the  mild  cases  pre- 
dominated even  more. 

With  Wesselhoeft  and  Smith,3  I feel 
that  a large  series  is  necessary  before  one 
can  eliminate  the  factor  of  chance  varia- 
tion that  is  so  inherent  in  scarlet  fever. 
In  their  series  of  100  cases  each,  they  had 
15  cases  with  suppurative  ears  in  the 
control  group  and  only  6 in  the  sulfanila- 
mide group.  Although  they  speak  of 
using  selected  cases,  they  do  not  give  the 


TABLE  2. — Selected  Cases  of  Scarlet  Fever  Treated 
at  the  Syracuse  City  Hospital  in  1938,  by  Age  and 
Season 


Without  With 

Sulfanilamide  Sulfanilamide 

Age 


Under  5 

11 

11 

2 yrs. 

3 

6 

3-4  yrs. 

8 

5 

5-9  yrs. 

17 

17 

10-14  yrs. 

6 

9 

15  yrs.  and  over 

7 

6 

41 

43 

Season 

January  to  March 

16 

15 

April  to  June 

9 

16 

July  to  September 

4 

8 

October  to  December 

12 

4 

41 

43 

basis  of  type  selection,  except  that  there 
were  no  complications  on  admission,  and 
they  do  not  elaborate  further. 

As  an  indication  of  the  care  to  be  ex- 
ercised in  evaluating  results,  reference 
must  be  made  to  the  series  by  Peters  and 
Havard4  in  England,  who  treated  150 
cases  with  sulfanilamide  and  used  a simi- 
lar number  for  controls,  but  gave  serum  to 
56  cases  of  the  latter.  They  noted  that 
35  per  cent  developed  one  or  more  com- 
plications in  the  sulfanilamide  group  as 
against  56  per  cent  in  the  controls.  When 
one  examines  their  table  of  complications, 
however,  it  is  seen  that  albuminuria, 
rheumatism,  endocarditis,  and  nephritis 
are  grouped  together  with  the  more 
definite  septic  complications;  when  it 
comes  to  otitis  media  it  is  found  that 
there  were  11  in  their  treated  group  and 
10  in  the  controls;  hence,  the  validity  of 
their  conclusions  may  well  be  questioned. 

It  was  planned  to  continue  more  de- 
tailed observations  during  1938,  but 
following  an  epidemic  year  the  incidence 
was  low  and  but  128  scarlet  fever  patients 
were  hospitalized.  For  this  analysis, 
only  those  cases  were  selected  that  at  the 
time  of  admission  had  been  ill  not  more 
than  three  days  from  the  onset.  Al- 
though it  was  deemed  from  our  previous 
experience  that  mild  cases  usually  got 
along  well  enough  without  specific  treat- 
ment, it  was  desired  to  include  all  types 
of  cases  in  the  group  treated  with  sulfa- 
nilamide as  well  as  in  the  group  treated 
without  this  specific  drug.  Eighty-four 
cases  were  found  suitable  for  study,  and 
of  these  43  had  received  sulfanilamide  and 
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TABLE  3. — Selected  Cases  of  Scarlet  Fever 
Treated  at  the  Syracuse  City  Hospital  in  1938, 
by  Duration  of  Fever 


Duration  of  Fever 

Without 

Sulfanilamide 

With 

Sulfanilamide 

None 

6 

1 

1-2  days 

23 

15 

3-4  days 

7 

15 

5 days  and  over 

5 

12 

41 

43 

41  had  not.  In  Table  2,  these  selected 
cases  are  grouped  as  to  age  and  season  and 
it  can  be  seen  that  the  distribution  for 
age  is  practically  identical. 

In  Table  3 the  two  groups  are  ar- 
ranged by  the  duration  of  fever.  This 
duration  refers  to  the  time  from  admis- 
sion to  the  first  sustained  normal  tem- 
perature and  does  not  take  into  account 
fever  of  a later  time. 

Under  types  of  disease,  the  cases  are 
grouped  in  Table  4 as  they  appeared  in 
their  first  examination  and  as  they  were 
reclassified  subsequently  in  the  light  of 
the  course  during  their  stay  in  the  hos- 
pital. A mild  case  was  defined  as  one 
coming  in  with  a temperature  under  102 
F.  and  without  evidences  of  invasion  of 
underlying  or  adjacent  tissues.  Gases 
with  fever  of  102  F.  but  under  105  F., 
and  all  cases  with  definite  evidences  of 
invasive  complications  when  admitted 
were  termed  moderate  cases.  Cases  with 
an  admission  fever  of  105  F.  or  over,  or 
with  fever  over  102  F.  and  having  serious 
complications,  like  surgical  mastoid  or 
bacteremia,  were  classified  as  severe. 

It  will  be  noted  that  the  changes  in 
classification  were  not  numerous.  In  the 
group  without  sulfanilamide  6 were  con- 
sidered moderate  on  admission,  but  sub- 
sequently 8 were  graded  as  moderate  and 
1 as  severe;  in  the  sulfanilamide  group, 
19  were  considered  moderate  on  admis- 
sion and  22  subsequently.  The  cases 
treated  without  sulfanilamide  do  not  con- 
stitute a control  group  as  a whole,  since 
the  mild  cases  constituted  78  per  cent  in 
this  group  as  against  46  per  cent  in  the 
sulfanilamide  group. 

The  incidence  of  complications  and 
their  variety  hold  the  chief  interest. 
For  facility  in  analysis,  only  one  compli- 
cation was  recorded  for  each  patient 


TABLE  4. — Selected  Cases  of  Scarlet  Fever 
Treated  at  the  Syracuse  City  Hospital  in  1938, 
by  Type  of  Disease  and  Septic  Complication 


Without  With 

Sulfanilamide  Sulfanilamide 


On  ad- 

Subse- 

On ad- 

Subse- 

mission 

quently 

mission 

quently 

Type  of  Disease 

Mild  35 

32 

23 

20 

Moderate  6 

8 

19 

22 

Severe 

1 

1 

1 

— 

— 

— 

. 

41 

41 

43 

43 

Septic  Complications 
Suppurative  mas- 

toiditis 

1 

Suppurative  otitis 

media  2 

2 

2 

4 

Catarrhal  otitis 

media 

5 

6 

Peritonsillar  ab- 

scess 

Peritonsillitis 

1 

1 

1 

Cervical  adenitis 

3 

2 

3 

Purulent  rhinitis  1 

2 

4 

5 

— 

— 

— 



3 

8 

14 

20 

showing  evidence  of  septic  involvement, 
but  the  complication  chosen  was  the  most 
significant  one  or  the  primary  one;  thus, 
with  peritonsillar  abscess,  cervical  adeni- 
tis is  quite  to  be  expected;  with  suppura- 
tive otitis  media,  there  is  likely  to  be 
rhinitis  or  sinusitis;  with  mastoiditis, 
there  is  a preceding  otitis  media;  sinusitis 
was  not  recorded  unless  there  was  un- 
mistakable clinical  evidence  and  was 
therefore  included  with  rhinitis  in  this 
series;  rhinitis  refers  to  fairly  profuse 
mucopurulent  nasal  discharge  anteriorly 
and  posteriorly.  This  arrangement,  I 
think,  is  in  consonance  with  clinical  ob- 
servations and  avoids  the  confusion  of 
dealing  with  too  many  multiple  group- 
ings. 

Complications  were  also  separated  into 
those  present  on  admission  and  those 
showing  up  subsequently,  after  a lapse  of 
twenty-four  hours  or  longer.  From  Table 
4 it  can  be  seen  that  the  change  in  com- 
plications is  greater,  on  the  whole,  than 
the  change  in  classification  of  type.  In 
the  group  without  sulfanilamide,  3 pa- 
tients with  septic  complications  were 
observed  on  admission  and  the  number 
was  subsequently  increased  to  8.  In  the 
sulfanilamide  group,  14  had  septic  com- 
plications on  admission  and  this  was  in- 
creased to  20  subsequently.  It  will  be 
noted  that  the  proportion  of  patients  with 
septic  complications  corresponds  very 
closely  to  the  proportion  of  moderate 
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Chart  1.  Showing  the  duration  of  rash  and 
toxemia  not  shortened  by  sulfanilamide. 

and  severe  cases  in  the  two  groups 
When,  however,  attention  is  focused  on 
the  suppurative  ear  cases  it  is  seen  that 
in  the  untreated  group  they  number  3,  or 
33  per  cent,  among  the  9 patients  more 
than  mildly  ill.  In  the  sulfanilamide 
group  there  were  4 suppurative  ear  cases 
out  of  23,  or  17  per  cent.  It  could  be 
pointed  out,  too,  that  among  the  sup- 
purative ear  cases  in  the  first  group  there 
was  1 surgical  mastoid  but  none  in  the 
sulfanilamide  group,  and  that  the  sup- 
purative ear  cases  were  increased  by 
only  2 after  admission,  although  5 catar- 
rhal ear  cases  were  found  on  admission. 
Nevertheless,  the  small  number  of  cases 
involved  does  not  warrant  definite  con- 
clusions. 

Undue  enthusiasm  over  individual  cases 
has  to  be  guarded  against.  It  would  be 
very  easy,  for  example,  to  single  out  two 
brothers,  five  and  seven  respectively,  in  a 
family  outbreak  of  5 cases.  Upon  ad- 
mission both  looked  like  mild  cases  with 
but  slight  rhinitis.  Both  subsequently 
developed  suppurative  otitis  media,  bi- 
lateral in  the  five-year-old,  right-sided 
in  the  elder  brother.  Sulfanilamide  was 
given  to  the  younger  brother  and  he  re- 
covered; the  other,  without  sulfanila- 
mide, had  the  only  mastoidectomy  in  this 
series.  Nonetheless,  it  is  one  of  the  most 
unsound  tendencies  in  practice  to  draw 
conclusions  from  a single  case  of  an  in- 
herently varying  morbid  process.  Clini- 
cal impressions  have  their  usefulness,  and 
in  clinical  studies  controls  are  only  such 
in  part,  in  view  of  varied  and  subtle  in- 
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Chart  2.  Rash  and  toxemia  not  affected  by 
large  doses  of  sulfanilamide  in  first  three  days  of 
illness.  Prompt  subsidence  of  fever,  rash,  and 
toxemia  following  serum  administration. 

dividual  differences  which  cannot  be 
wholly  equated;  but  conclusions  can  be 
valid  only  if  based  upon  clinical  experi- 
ence and  judgment  within  an  acceptable 
statistical  framework. 

Perhaps  it  may  be  permissible  to  di- 
gress for  a moment  to  enlarge  on  relapse, 
a rare  complication  not  listed  in  the 
table,  which  occurred  in  the  untreated 
group.  A boy  of  nine  was  admitted 
with  a mild  but  typical  scarlet  and 
showed  a negative  Dick  test  and  a nega- 
tive rash  extinction  (blanching)  test 
within  twenty-four  hours.  On  his 
twenty-first  day  he  complained  of  sore 
throat,  became  feverish,  and  a rash  ap- 
peared the  next  day  which  was  rather 
scarlatinal  in  type.  The  blanching  test 
was  again  negative.  His  throat  culture 
and  5 cc.  of  his  serum  were  sent  to  the 
State  Laboratory.  The  report  stated 
that  his  culture  produced  toxin  which  in 
intracutaneous  tests  on  rabbits  was 
neutralized  by  antitoxin  of  the  standard 
strain,  No.  165  (Dochez,  N.  Y.  5),  but  a 
1:5  dilution  of  his  serum  failed  to  neu- 
tralize either  the  homologous  toxin  or  the 
toxin  of  strain  No.  165. 

The  ease  with  which  sulfanilamide  may 
be  given  has  tended  to  deny  serum  to 
cases  that  might  have  benefited  from  its 
use.  Chart  2 shows  a severe  case  to 
whom  large  doses  of  sulfanilamide  were 
given  from  the  onset  without  influencing 
the  high  fever  or  the  toxemia  and  pros- 
tration; following  the  administration  of 
convalescent  serum,  the  fever  dropped 
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NAME  G..B  CASE  NO.  4880 


Chart  3.  Severe  case  of  scarlet  fever  with 
toxemia  and  streptococcus  bacteremia  treated 
with  sulfanilamide,  serum,  and  transfusion. 


promptly,  the  rash  began  to  fade,  and  the 
change  in  the  patient  was  most  striking. 
Cases  of  this  sort  appear  to  support  the 
increasing  evidence,  both  clinical  and 
experimental,  that  specific  antibody  adds 
to  the  effectiveness  of  sulfanilamide. 

Another  illustrative  case  is  that  shown 
in  Chart  3.  This  patient  was  admitted 
on  the  eighth  day  of  the  disease  with 
fever  of  102.6  F.  that  did  not  at  all  meas- 
ure the  extreme  illness  of  the  patient. 
She  was  delirious,  dehydrated,  and 
showed  a livid  erythema.  She  had  re- 
ceived 4 Gm.  sulfanilamide  four  days 
previously  and  2 Gm.  each  day  for  three 
days  previous  to  admission.  A large  dose 
of  scarlet  fever  serum  was  given  intra- 
venously and  within  twelve  hours  there 
was  a marked  change  in  her  condition; 
when  the  temperature  rose  to  104.4  F., 
the  third  day  of  admission  and  the  tenth 
day  of  the  disease,  and  the  blood  culture 
taken  that  day  revealed  streptococcus 
bacteremia,  sulfanilamide  was  again 
started  and  the  concentration  reached 
5.5  mg.  Her  temperature  became  nor- 
mal on  the  fifteenth  day  and  she  made  an 
uneventful  recovery.  Two  earlier  (1935) 
cases  of  scarlet  fever  with  positive  blood 
cultures,  before  sulfanilamide  was  avail- 
able, and  treated  with  serum  and  trans- 
fusions ran  septic  temperatures  for  nine 
and  five  weeks,  respectively.  None  of 
these  gave  evidence  of  pyemia. 

The  chief  objection  to  the  use  of 
heterologous  serum  in  scarlet  fever  is  the 
occurrence  of  serum  reactions.  Chart  4 
illustrates  the  temperature  curve  in  a 
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Chart  4.  Moderately  severe  case  of  scarlet 
fever  with  toxemia  and  septic  invasion,  treated 
with  antistreptococcus  serum  and  sulfanilamide, 
showing  serum  reaction. 

moderately  severe  case  that  combined 
toxic  and  septic  features : he  showed 

toxemia,  prostration,  and  a profuse  bright 
red  rash;  there  was  grayish  membrane 
on  the  tonsils,  the  cervical  glands  were 
enlarged  and  tender,  and  the  profuse 
mucopurulent  nasal  discharge  excoriated 
the  upper  lip.  He  needed  serum  and 
sulfanilamide,  it  was  felt.  Although  the 
rash  faded  in  a day  and  the  fever  fell  to 
normal  within  sixteen  hours  after  serum 
injection,  it  rose  again  within  a few  hours 
to  a moderate  degree,  but  continued  from 
the  eighth  to  the  thirteenth  day,  because 
of  serum  sickness,  to  practically  the  same 
height  as  at  the  beginning  of  the  sick- 
ness. 

In  contrast,  Chart  5 presents  the  fever 
chart  of  a patient  with  a moderately 
severe  toxic  case  with  a deep  red  rash 
treated  with  sulfanilamide  alone.  His 
fever  persisted  for  nineteen  days  and  the 
rash  did  not  fade  completely  till  the  end 
of  the  second  week.  He  was  prostrated 
and  ill  throughout  that  period ; had  trou- 
blesome emeses  for  four  days  during 
which  time  sulfanilamide  was  discon- 
tinued; he  appeared  cyanotic  during  the 
greater  part  of  the  first  two  weeks;  com- 
plained of  general  pains,  headache,  and 
fatigue;  and  refused  all  food.  He  gave 
a most  distinctly  positive  rash  extinction 
(blanching)  test  which  persisted  for 
nearly  two  weeks.  When  I saw  him  with 
his  physician  during  the  second  week  I 
could  not  help  feeling  that  his  illness 
might  have  been  shortened  by  serum 
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Chart  5.  Moderately  severe  toxic  case  of 
scarlet  fever  treated  with  sulfanilamide  and 
without  serum,  showing  the  prolongation  of  fever 
and  persistence  of  rash. 

administration,  but  by  the  tenth  day  it 
seemed  unwise  to  give  serum. 

Physicians  who  tend  to  be  wary  of  em- 
ploying serum  therapeutically  often  fail 
to  be  concerned  over  the  possible  taking 
of  unwarranted  risks  with  sulfanilamide. 
The  literature  has  called  attention  amply 
to  the  various  dangers  and  contraindica- 
tions of  sulfanilamide.  Our  own  ex- 
perience with  some  500  cases  has  pro- 
ceeded without  cause  for  anxiety,  but  the 
vast  majority  have  been  treated  at  the 
hospital  where  careful  observation  and 
blood  studies  were  available.  Apart  from 
cyanosis,  drug  rash,  drug  fever,  vomiting, 
aching,  and  apathy,  no  serious  difficulties 
were  met.  A case  with  febrile  reaction  is 
shown  in  Chart  6.  This  case  was  ex- 
tremely mild  and  required  no  treatment. 
The  physician  on  the  case  wanted  to 
“play  safe”  by  giving  sulfanilamide. 
On  the  eighth  day  her  temperature,  which 
had  not  gone  above  99.2  F.  previously, 
rose  to  101.4  F.  and  the  next  day  to 
102.4  F.  She  had  had  no  symptoms  be- 
fore, but  now  became  irritable  and  com- 
plained for  three  or  four  days  of  head- 
ache, general  pains,  anorexia,  insomnia, 
chilliness,  and  depression.  When  one 
considers  that  in  recent  years  about  75 
per  cent  of  our  hospitalized  cases  have 
been  mild,  it  seems  unwarranted  to  em- 
ploy in  such  cases  any  therapy  that 
carries  more  risk  relatively  than  the 
disease  itself.  The  old  medical  aphorism, 
Primum  non  nocere , must  not  be  for- 
gotten. We  should  avoid  doing  harm 


Chart  6.  Mild  case  of  scarlet  fever  given 
sulfanilamide  during  the  first  week,  showing  drug 
fever. 


with  unnecessary  treatment,  however 
well  intentioned. 

Summary 

Attention  is  called  first  to  the  striking 
and  steady  change  in  the  character  of 
scarlet  fever  over  the  last  seventy-five 
years,  the  mortality  in  1938  being  but 
one-hundredth  of  that  in  1861.  This 
mildening  of  scarlet  fever  caused  some 
difficulty  in  the  beginning  in  evaluating 
scarlet  fever  serum  and  is  causing  similar 
difficulty  with  sulfanilamide. 

There  is  concurrence  in  the  conclusion 
that  sulfanilamide  exerts  no  evident  in- 
fluence on  the  toxic  phase  of  scarlet  fever. 
There  are  several  studies,  consistent  with 
that  here  reported,  suggesting  that  sulfa- 
nilamide may  lessen  the  incidence  of 
suppurative  ear  complications,  but  on 
careful  consideration  of  the  marked 
variability  of  scarlet  fever,  it  is  felt  that 
no  series  is  as  yet  large  enough  to  be  ac- 
cepted as  conclusive. 

A nonepidemic  series  of  last  year  at  the 
Syracuse  City  Hospital  is  analyzed  on  the 
basis  of  criteria  formulated  for  designat- 
ing types  of  severity  and  for  differentiat- 
ing complications  associated  with  the 
onset  of  the  disease  from  those  developing 
subsequently,  so  as  to  provide  a basis  for 
statistical  consideration.  The  series  of 
84  cases  appears  also  to  show  a smaller 
ratio  of  suppurative  ear  conditions  in  the 
sulfanilamide  group;  nevertheless,  it  is 
emphasized  that  definite  conclusions  are 
unwarranted  on  the  basis  of  a small  series. 
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It  is  pointed  out  that  sulfanilamide  does 
not  displace  antistreptococcus  serum  for 
toxemic  cases,  and  in  severe  cases  par- 
taking of  both  the  toxic  and  septic  phases 
combined  treatment  is  indicated,  the 
literature  supporting  this  with  experi- 
mental evidence.  For  the  sick  patient, 
it  is  justifiable,  under  proper  safeguards, 
to  incur  the  risk  of  serum  reaction  or  drug 
intolerance.  It  is  unjustifiable,  however, 
to  apply  routine  treatment  without 
thoughtful  consideration  of  the  individual 
case.  In  very  mild  cases  to  apply  therapy 
that  may  cause  harm  goes  counter  to  the 
old  medical  dictum:  Primum  non  nocere. 


I am  indebted  to  my  associates  on  the 
pediatric,  medical,  and  E.N.T.  services  of 
the  Syracuse  City  Hospital  for  assistance 
in  the  clinical  study  of  the  cases  and  for 
the  privilege  of  including  data  on  their 
private  cases  seen  in  consultation.  I 
wish  also  to  express  appreciation  for 
helpful  cooperation  from  the  city  and 
state  laboratories.  No  little  credit  is  due 
to  the  interns. 
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Discussion 

Dr.  William  J.  Orr,  Buffalo,  New  York — I 
feel  at  this  time  and  in  this  locality  it  is  prac- 
tically impossible  to  evaluate  definitely  the 
effectiveness  of  sulfanilamide  in  the  treatment 
of  scarlet  fever.  Dr.  Silverman’s  excellent 
critical  review  of  the  subject  clearly  points  out 
many  of  the  obstacles  that  are  encountered. 

During  the  past  decade  the  clinical  manifesta- 
tions of  scarlet  fever  have  been  so  mild  that 
practically  all  studies,  not  only  in  the  treatment 
but  also  in  the  prevention  of  the  disease,  have 
been  somewhat  inconclusive. 


The  results  obtained  from  the  use  of  anti- 
streptococcus serum  in  the  treatment  and  the 
Dick  toxin  in  the  prevention  of  the  disease  are 
still  being  debated.  Therefore,  we  should  not 
feel  too  discouraged  if  the  effectiveness  of  sulfa- 
nilamide as  a therapeutic  agent  is  still  in  doubt. 
The  first  mentioned  procedures  have  been  in  use 
for  over  ten  years,  while  the  latter  for  only  two 
or  three  years. 

Scarlet  fever  and  its  clinical  manifestations 
have  been  so  mild  that  it  has  been  impossible  to 
report  a controlled  series  of  cases  treated  with 
sulfanilamide,  so  as  to  be  able  to  include  a suf- 
ficiently large  group  of  moderately  severe  and 
severe  cases  to  determine  definitely  the  effect 
of  the  drug  on  the  disease. 

As  the  result  of  what  has  been  published  to 
date  most  of  us  share  the  impression  that  sulfa- 
nilamide is  not  as  effective  in  the  treatment  of 
scarlet  fever  as  it  is  in  other  types  of  infection 
due  to  streptococcus,  erysipelas  for  example. 

Until  a larger  amount  of  data  are  accumulated 
so  that  the  toxic  or  severe  types  of  the  disease  are 
in  sufficient  numbers  to  be  of  statistical  sig- 
nificance, sulfanilamide  should  not  be  considered 
as  totally  inefficient. 

At  the  present  time,  the  best  course  to  pursue 
in  the  management  of  the  treatment  of  moder- 
ately severe  or  severe  cases  of  scarlet  fever  should 
be  the  judicious  use  of  serum  and  sulfanilamide. 

Dr.  George  R.  Murphy,  Elmira,  New  York — 
Dr.  Silverman’s  paper  is  timely  and  merits  con- 
sideration. He  shows  clearly  a sense  of  balance 
and  a desire  to  keep  his  feet  on  the  ground.  He 
lauds  the  worth  of  sulfanilamide  but  warns 
against  its  dangers  especially  when  used  with 
overenthusiasm.  He  also  has  shown  that  one 
must  be  prepared  to  detoxify  with  serum,  and 
to  use  serum  and  sulfanilamide  as  adjuncts  to 
each  other.  In  still  other  cases,  perhaps  one 
should  consider  these  two  agents  as  synergists  in 
the  treatment  of  a specific  case — for  he  has 
brought  out  the  need  for  individualization  of 
therapy. 

He  has  quoted  Wesselhoeft  and  Smith  who  are 
in  agreement  with  most  of  his  conclusions.  They 
also  feel  that  sulfanilamide  may  be  of  value  in 
the  prophylactic  treatment  of  nonimmune 
scarlet  fever  contacts. 

The  paper  of  Sako,  Dwan,  and  Platou 
[J.A.M.A.  Ill:  995  (Sept.  10)  1938]  also  stresses 
the  same  point  of  view  in  this  question  of  therapy. 
They,  too,  feel  the  need  for  antitoxic  substance 
plus  sulfanilamide  in  certain  cases. 

Arthur  W.  Chapman  in  the  Archives  of  Pedi- 
atrics 55:  560  (Sept.  28)  1938  used  sulfanilamide 
successfully  in  the  treatment  of  bacteremia  of 
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postscarlatinal  nephritis.  We  ourselves  have  re- 
cently had  such  a case  which  responded  success- 
fully to  sulfanilamide  and  neo-prontosil. 

In  their  recent  book  on  scarlet  fever,  the  Dicks 
state:  “In  our  experience  sulfanilamide  has  not 
been  of  value  in  the  toxic  stage  of  scarlet  fever 
but  seems  to  be  of  benefit  in  the  sinusitis,  otitis 
media,  mastoiditis,  and  cervical  adenitis  after 
the  toxic  stage  has  passed.”  From  this  one  can 
see  that  the  Dicks  are  in  accord  with  Dr.  Silver- 
man,  but  fail  to  mention  the  use  of  sulfanilamide 
in  the  cases  of  early  suppurative  processes  which 
may  be  present  during  the  toxic  stage. 

Our  clinical  impression  has  been  that  sulfa- 
nilamide has  definitely  reduced  the  incidence  of 


suppurative  types  of  complications  arising  in  the 
course  of  this  disease.  We  are  well  aware  as 
Dr.  Silverman  states  that  the  disease  is  so  vari- 
able that  one  cannot  be  too  dogmatic  in  his  con- 
clusions about  therapy;  and  also  that  one  must 
have  a large  number  of  carefully  controlled  cases 
before  arriving  at  very  definite  conclusions. 
However,  as  long  as  scarlet  fever  is  a disease  of 
the  streptococcus  family  it  seems  to  us  not  only 
justifiable  but  logical  that  this  valuable  drug 
should  be  used,  but  with  intelligent  reservations. 

I feel  that  Dr.  Silverman’s  paper  has  covered 
the  ground  adequately,  and  that  in  the  light  of 
present  conditions  his  conclusions  are  sound. 


THE  “SALESLADY”  IN  THE  OUTER  OFFICE 
The  physician  is  quite  likely  to  be  blissfully 
ignorant  of  the  importance  of  a courteous,  pleas- 
ant “saleslady”  in  the  outer  office,  unconscious 
of  the  fact  that  the  psychologic  reaction  of  his 
patients  to  the  office  environment  may  contribute 
to  a favorable  or  an  unfavorable  attitude  toward 
himself,  remarks  Stanley  R.  Mauck  in  the  Ohio 
State  Medical  Journal.  Mr.  Mauck  is  executive 
secretary  of  the  Columbus  Academy  of  Medicine 
and  Director  of  the  Columbus  Bureau  of  Medi- 
cal Economics.  Previously  he  operated  a pri- 
vate professional  management  service  for  physi- 
cians. He  goes  on  to  say  that  a calm,  intelligent, 
tactful  secretary,  or  office  assistant,  has  set  the 
stage  in  many  instances  for  a successful  career; 
the  wrong  kind  of  personnel  may  contribute  to 
the  opposite  result.  The  art  of  healing,  after  all, 
contains  many  elements  of  salesmanship,  and  ; 
upon  the  physician’s  assistant  rests  part  of  the  \ 
responsibility  for  the  successful  consummation 
of  the  patient-physician  relationship.  < 

Among  the  secretary’s  duties,  we  would  like  to  ; 
emphasize  the  importance  of  telephone  calls.  i 
Many  patients  have  been  repelled  or  drawn  to  < 
the  physician’s  office  as  a result  of  the  initial  i 
telephone  conversation.  A pleasing  telephone  1 
personality  is  a great  asset  in  any  physician’s  < 
office.  Complete  information  about  the  party  i 
calling,  the  nature  of  the  inquiry  and  its  impor- 
tance with  reference  to  immediate  action  by  the  1 
physician  can  be  easily  elicited  if  the  calls  are 
diplomatically  handled.  When  the  physician  i 
is  out,  the  secretary  can  calm  the  impatience  and  i 
disappointment  of  the  patient  by  tactful  advice  i 
as  to  when  the  physician  will  be  available  or  under  1 


what  circumstances  he  might  be  reached.  A 
helpful,  cooperative  attitude  may  result  in  a 
definite  appointment  at  a convenient  later  time 
and  give  the  patient  a satisfactory  reaction,  even 
though  his  immediate  expectations  for  seeing  the 
physician  could  not  be  gratified.  There  is  noth- 
ing more  irritating  to  an  ill  and  suffering  patient 
who  calls  with  reference  to  prospective  relief  at 
the  hands  of  the  physician  than  to  be  told  by  a 
brusk  voice  at  the  other  end  of  the  telephone 
simply  that  “Dr.  Blank  is  not  in”  or  “The  doctor 
does  not  have  office  hours  today.”  There  are 
more  tactful  ways  of  conveying  negative  informa- 
tion. 

The  proper  handling  of  patients  with  reference 
to  appointments  requires  finesse  and  tact.  There 
is  nothing  more  disconcerting  to  the  ego  of  the 
average  patient  than  to  find  that  no  regard  is 
given  to  his  previous  arrangements  for  a specific 
time  at  which  he  can  see  the  physician.  It  is 
essential  that  patients  who  arrive  under  previous 
appointments  are  not  left  waiting  in  the  recep- 
tion room  to  take  their  turn  in  relation  to  the 
other  patients  who  have  arrived  at  an  earlier 
time,  but  without  appointments.  In  handling 
these  appointments  it  is  necessary,  however,  to 
exercise  precautions  that  other  waiting  patients 
are  not  offended  or  given  the  impression  of  fa- 
voritism when  the  late  arrivals  are  ushered  into 
the  physician’s  private  office  ahead  of  the  others. 
This  situation  can  be  diplomatically  handled  by 
an  announcement  to  the  effect  “Mr.  Jones,  your 
appointment  was  at  two  o’clock  and  the  doctor 
is  ready  to  see  you  now,”  or  other  similar  en- 
lightening statements. 


TO  AID  SOCIAL  SECURITY  BENEFICIARIES 
The  New  York  City  Department  of  Health  j 
requests  that  physicians  who  prepare  death  ] 
certificates  of  persons  insured  under  the  Social  < 
Security  Act  enter  the  account  number  of  every  1 
such  person  in  the  space  provided.  Even  if  the  ] 
death  certificate  form  does  not  call  for  this  in-  ] 


formation,  its  entry  immediately  following  the 
name  of  the  deceased  person  will  render  a real 
service  to  his  dependents,  in  order  that  payments 
to  beneficiaries  of  workers  insured  under  the 
provisions  of  this  act  may  be  inaugurated 
promptly. 
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Whether  a disease  belongs  in  the 
category  of  an  occupational  hazard 
is  determined  by  a comparison  of:  (a) 

its  incidence  among  those  engaged  in  one 
particular  occupation  with  (b)  its  in- 
cidence among  similar  groups  in  other 
occupations.  Such  a comparison  is  dif- 
ficult when  the  disease  under  considera- 
tion is  common  among  all  groups  of  people 
and  exhibits  wide  variation  according  to 
age,  sex,  and  many  other  factors.  Herein 
I shall  first  present  a basis  for  determining 
whether  contact  with  tuberculous  pa- 
tients is  a threat  to  the  health  and  life 
of  student  nurses  and  then  examine  the 
available  data. 

In  years  past,  when  the  physician  had 
to  rely  on  a stethoscope  and  his  own  acu- 
men in  diagnosing  tuberculosis,  there  was 
a saying  that  nurses  did  not  become  in- 
fected with  the  disease.  Williams,  in 
1878,  reported  no  case  of  tuberculosis  in 
twenty  years  among  the  attendants  of  the 
Brompton  Hospital  for  Consumptives.10 
At  that  time,  however,  nurses  had  no 
technical  schooling.  Recruited  from  the 
ranks  of  widows  and  older  women,  they 
constituted  a miscellaneous  and  unsuper- 
vised group  who  had  gained  their  skill 
through  practical  experience. 

Today  hospitals  play  an  ever  growing 
part  in  medical  care  and  the  role  of  nurse 
has  passed  from  “neighbor  women”  to  a 
specialized  group  trained  during  early 
maturity  within  the  hospitals.  Many 
hospitals  have  mandatory  complete  medi- 
cal examinations  of  the  nursing  staff, 
and  these  examinations  have  established 
that  while  the  incidence  of  tuberculosis 
among  graduate  nurses  is  low,13  among 
students  it  is  apparently  high.  In  evalu- 
ating this  observation  the  crucial  question 
is  not  how  much  tuberculosis  exists  in 
this  group,  but  is  there  more  tubercu- 
losis among  these  students  than  among 


comparable  groups  in  other  occupa- 
tions. 

The  first  problem  is  a consideration  of 
how  much  tuberculosis  exists  among 
women  of  the  age  group  of  these  student 
nurses,  namely,  18-25.  Although  our 
first  interest  is  morbidity,  a study  of 
mortality  will  give  us  important  and 
more  reliable  information.  Some  sta- 
tistics are  recorded  for  the  20-30  age 
group,  others  for  20-25;  we  must  use 
what  is  available. 

Tuberculosis  is  the  chief  cause  of  death, 
and  it  accounts  for  29  per  cent  of  all  the 
deaths  that  occur  among  women  between 
20-25  years  of  age  (Fig.  1A).  I know  of 
no  reasons  for  expecting  that  the  young 
women  merely  because  they  choose  nursing 
as  a profession  will  die  of  causes  different 
from  young  women  in  general  who  are 
overtaken  by  an  early  death.  We  there- 
fore expect  that  29  per  cent  of  all  the 
deaths  of  student  nurses  in  hospitals  in 
New  York  City  will  be  due  to  pulmonary 
tuberculosis. 

It  may  sound  alarming  if  we  are  told 
that  the  percentage  of  deaths  from  pul- 
monary tuberculosis  is  40  per  cent  higher 
in  some  particular  group  of  women  than 
in  men  of  the  same  age,  but  a comparison 
of  A and  B (Fig.  1)  will  show  that  this  is 
exactly  what  is  to  be  expected  for  any 
group  of  women.  Even  more  impressive 
is  the  statement  that  among  student 
nurses  the  percentage  of  deaths  due  to 
pulmonary  tuberculosis  is  three  and  one- 
half  times  as  high  as  that  of  adult  popu- 
lation in  general.  Fig.  1 shows  that 
unless  a course  in  nurses’  training  some- 
how increases  immunity,  this  will  be  the 
case  even  though  there  is  no  tuberculosis 
hazard  whatever  in  the  nurses’  occupa- 
tion— that  these  facts  exist  because 
student  nurses  are  women  and  are  young. 
In  other  words,  there  is  no  evidence  of 
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FIVE  YEAR  PERIOD- 1933  /937 


Fig.  1.  When  a woman  between  20  and  25 
dies,  the  chances  are  nearly  three  to  one  that 
the  cause  of  death  is  pulmonary  tuberculosis. 

occupational  hazard  unless  we  find  that 
more  than  29  per  cent  of  the  deaths  among 
student  nurses  are  due  to  pulmonary 
tuberculosis. 

In  the  previous  paragraph  I have  dis- 
cussed the  percentage  of  all  deaths  oc- 
curring between  20  and  25  years  of  age 
that  are  due  to  tuberculosis.  Fig.  2 
shows  us  that  the  absolute  number  of 
deaths  from  pulmonary  tuberculosis 
among  women  reaches  a maximum  in  this 
same  age  range,  making  a peak  far  above 
the  number  of  pulmonary  tuberculosis 
deaths  in  any  other  group  of  women. 
The  graph  demonstrates  that  among 
women  the  higher  the  age  the  less  proba- 
bility of  deaths  from  pulmonary  tuber- 
culosis. This  explains,  in  part,  the  old 
dictum  that  “nurse§  do  not  get  tuber- 
culosis,” because  at  the  time  that  this 
idea  prevailed,  the  nursing  profession 
comprised  an  older  group  of  women  than 
it  does  today  when  students  enter  the 
training  schools  in  their  late  teens. 
After  40  years  of  age,  the  mortality  from 
pulmonary  tuberculosis  in  females  is 
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Fig.  2.  The  number  of  deaths  from  pul- 
monary tuberculosis  is  greater  at  20-25  years 
than  at  any  other  age  among  women. 


two-thirds  of  that  within  the  age  group 
20-25  (Fig.  3)  and  the  number  of  cases 
is  one-third  (Fig.  2) ; for  higher  ages  the 
decrease  is  still  more  striking.  Con- 
sequently, if  we  compare  the  pulmonary 
tuberculosis  of  student  nurses  or  any 
other  group  18-25  years  of  age  with  that 
of  groups  containing  appreciable  numbers 
of  older  women,  the  18-25  age  group  will 
show  a higher  incidence  of  pulmonary 
tuberculosis. 

If  there  is  a hazard  from  tuberculosis 
in  an  occupation,  then  the  tuberculosis 
death  rate  in  that  group  must  increase. 
The  tuberculosis  death  rate  among  women 
of  the  same  age  group  as  our  student 
nurses  is  appallingly  high.  All  institu- 
tions and  industries  employing  young 
women  must  be  prepared  for  this  tragic 
situation.  In  reviewing  reports,  besides 
the  fact  that  our  age  group  has  always 
had  a higher  mortality  from  tuberculosis 
than  any  other  group  of  women,  we  must 
also  bear  in  mind  that  twenty  years  ago 
the  mortality  rate  at  the  ages  20-25  was 
152  per  100,000  (Fig.  3)  and  prior  to 
that,  it  was  even  higher.  In  1937  the 
mortality  rate  was  only  56.  The  fact 
that  nurses  of  twenty  or  thirty  years 
ago  had  a higher  mortality  than  young 
women  generally  today  is  no  evidence  of 
occupational  hazard.  It  indicates  solely 


328 


LEOPOLD  BRAHDY 


[N.  Y.  State  J.  M 


PULMONARY  TUBERCULOSIS 
NUMBER  OF  DEATHS 
NEiN  YORK  CITY  - 1933 - 1337^. 


1500 

1 1500 

1250 

i 

1000 

r — 

1000 

750 

£ 

1 r* 

1 9 

I -5? 

1 P 

- 

cv 

<0 

1 

150 

500 

K5 

i 

i 

1 * 
1 

! 

500 

250 

0-5 

§ 

10-15  \ 

! 

L , 

1 

! 250 

0 

l 

y 

• 

\ 25-35 

35-45 

45-55 

55-65 

,1 

i 

65-75  | 75* 

Fig.  3.  The  morbidity  from  pulmonary 
tuberculosis  was  much  greater  in  past  decades, 
but  today,  as  in  the  past,  the  greatest  number  of 
cases  among  women  is  in  the  20-  to  25-year  age 
group. 

that  the  mortality  has  declined  in  the 
last  few  decades.  If  1,000  women  stu- 
dents began  a three-year  course  in  domes- 
tic science  on  January  1,  1930,  and  you 
were  informed  that  4 of  these  died  of  tu- 
berculosis within  two  years  of  graduation 
and  3 more  died  since,  what  would  be  your 
first  reaction?  If  you  examine  the  mor- 
tality statistics  you  will  see  that  this  is 
just  what  one  may  expect  today.  For  a 
group  of  1,000  students  who  began  train- 
ing in  1910  one  expects  to  find  that  about 
20  died  of  tuberculosis  within  seven 
years  after  graduation.  These  findings 
would  hold  for  housewives,  student 
nurses,  or  any  other  group  of  the  same 
age.  Having  established  a base  line, 
let  us  examine  such  meager  figures  as  are 
available. 

Among  1,800  students  nurses  in  the 
municipal  hospitals  of  New  York,  part  or 
all  of  whose  training  period  fell  between 
September,  1935,  and  September,  1938, 
there  have  been  no  tuberculosis  deaths. 
Shipman  and  Davis15  reported  1 death 
in  1,240  nurses  observed  from  one  to  nine 
years;  Myers,11  2 in  215  students  enrolled 
between  1929  and  1934  and  observed 
until  1937;  and  Jones,6  5 in  about  1,400 


nurses  observed  for  five  years.  Amberson 
and  Riggins1  report  no  deaths  among  492 
nurses  (about  807  life  years).  Other 
writers  discuss  morbidity  without  dis- 
cussing mortality.  We  may  assume  that 
if  there  were  any  deaths  at  all  in  the  series 
reported  by  these  writers  the  number  was 
insignificant,  so  that  mortality,  the  most 
reliable  index,  does  not  indicate  any  seri- 
ous occupational  hazard. 

I have  omitted  one  author  from  the 
above  statement,  namely,  Heimbeck,5  of 
Norway,  whose  observations  began  in 
1920.  He  reports  14  deaths  among 
nurses  in  5,364  life  observation  years,  a 
rate  of  240  per  100,000;  10  of  these  14 

deaths  occurred  among  284  student 
nurses  whose  tuberculin  test  was  negative 
on  entering  training.  No  such  mortality 
is  reported  anywhere  else  in  the  literature, 
and  certainly  no  such  mortality  exists  in 
any  American  institution  of  today.  Re- 
gardless of  whether  the  figures  correspond 
to  our  experience  in  this  country,  Heim- 
beck has  made  a great  contribution  in 
demonstrating  that  tuberculin-negative 
and  tuberculin-positive  students  are  two 
completely  distinct  groups  in  relation  to 
the  effect  of  tuberculosis  exposure.  It  is 
this  distinction  that  will  be  the  basis  for 
the  solution  of  the  problem  of  tuber- 
culosis in  nurses.  In  the  municipal 
hospital  the  incidence  of  lung  lesions 
among  student  nurses  entering  training 
with  negative  tuberculin  tests  was  five 
times  as  common  as  among  those  tuber- 
culin positive. 

The  question  of  occupational  hazard 
has  been  investigated  more  often  by 
morbidity  studies  than  by  studies  of  mor- 
tality. Morbidity  statistics  of  tuber- 
culosis are  extremely  difficult  to  com- 
pare, because  standards  determining  a 
diagnosis  of  clinical  tuberculosis  or  ar- 
rested tuberculosis  or  tuberculous  infec- 
tion change  with  each  observer.  In  case 
of  frank,  well-developed  tuberculosis, 
the  comparison  is  simple,  but  we  are 
dealing  with  early  lesions.  Recognizing 
this  great  difficulty,  let  us  see  if  we  can 
estimate  the  tuberculosis  morbidity  ex- 
pectancy among  women  between  18  and 
25  in  New  York  City. 
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Not  many  groups  have  data  as  to  the 
number  of  eases  of  tuberculosis.  One 
such  group  comprises  the  employees  of 
the  New  York  Telephone  Company, 
which  maintains  a diagnostic  service 
including  x-rays  of  the  chest  whenever 
there  is  any  clinical  indication.  No 
pre-employment  or  periodic  x-ray  ex- 
amination is  made.  Among  the  female 
employees  between  20  and  30  years  of 
age,  the  incidence  of  pulmonary  tuber- 
culosis has  been  found  to  be  0.9  per 
1,000. 8 The  question  for  us  to  decide  is 
whether  this  represents  a reasonable  basis 
of  comparison  with  the  incidence  among 
pupil  nurses.  Can  we  properly  state 
that  if  we  find  an  incidence  much  in  ex- 
cess of  0.9  in  the  training  schools  that  a 
tuberculosis  hazard  exists?  Before  this 
question  can  be  answered,  the  efficiency 
of  the  case-finding  procedure  which  es- 
tablished a morbidity  of  0.9  among 
the  telephone  company  employees  must 
be  compared  with  the  efficiency  of  that 
used  to  determine  morbidity  among 
nurses. 

The  telephone  company  has  no  pre- 
employment nor  periodic  x-ray  examina- 
tions. Nurses  have  both.  It  must  be 
pointed  out  that  while  pre-employment 
x-ray  examinations  of  the  chest  reduce 
the  incidence  of  morbidity  among  an 
employed  group  where  this  examination 
is  made,  periodic  examination  after  em- 
ployment will  certainly  raise  the  reported 
morbidity.  The  extent  of  the  increase 
or  decrease  which  these  two  types  of 
examination  may  cause  in  the  reported 
morbidity  of  an  employed  group  depends 
upon  the  type  and  thoroughness  of  the 
x-ray  technic.  It  may  also  be  influenced 
by  the  interpretation  placed  upon  the 
x-ray  findings — a mere  suggestion  of  a 
shadow  may  mean  refusal  of  employ- 
ment or  it  may  mean  employment  under 
observation  while  in  some  cases  the 
candidate  may  be  passed  without  ques- 
tion. 

Where  periodic  x-ray  examinations  are 
used,  many  cases  are  found  that  or- 
dinarily run  their  course  without  any 
clinical  symptoms  whatsoever,  because 
“a  large  proportion  of  minimal  cases  re- 


main minimal,  and  many  of  them  do  so 
in  spite  of  violation  of  the  standard  rules 
of  treatment”  (Telford).17  A report  by 
Myers,  Ch’iu,  and  Streukens12  is  a recent 
illustration  of  this.  In  a series  of  26 
students  who  showed  signs  of  pulmonary 
tuberculosis  by  x-ray,  3 had  erythema 
nodosum,  and  1 an  elevation  of  tempera- 
ture for  a few  weeks.  It  is  unlikely  that 
these  4 would  have  been  found  without 
the  periodic  x-ray  examination  and  the 
other  22  would  certainly  have  gone  un- 
detected because  they  had  no  clinical 
symptoms  whatever.  J.  A.  Miller9  speak- 
ing of  lesions  discovered  by  roentgeno- 
gram, says:  ‘‘In  the  great  majority  of 

cases  these  lesions  are  latent  and  in- 
nocuous and  will  always  remain  so  under 
ordinary  conditions  of  life.”  Such  cases 
are  the  explanation  of  Stiehm’s16  at 
first  seemingly  incredible  statement  that 
in  fourteen  years  at  the  University  of  Wis- 
consin, with  no  case  finding  by  x-ray,  an 
average  of  10  cases  of  pulmonary  tuber- 
culosis per  year  were  discovered.  Dur- 
ing the  first  school  year  that  periodic 
x-ray  examinations  were  used,  a total  of 
43  cases  was  found.  This  is  an  increase 
of  430  per  cent  over  the  fourteen-year 
average. 

In  view  of  these  experiences  one  may 
predict  a higher  reported  incidence  of 
tuberculosis  among  nurses  than  among 
the  telephone  company  employees,  be- 
cause of  the  difference  in  case-finding 
method.  This  group,  therefore,  cannot 
be  compared  with  student  nurses.  We 
should  seek  as  a basis  of  comparison  a 
group  that  has  had  periodic  x-ray  ex- 
aminations. However,  it  is  rare  to  find 
any  group  of  young  women  outside  of 
hospitals  who  have  periodic  x-ray  ex- 
aminations. One  such  group,  however, 
is  that  of  the  clerical  employees  of  the 
Metropolitan  Life  Insurance  Company 
Home  Office,  reported  by  Fellows2  in 
1934.  These  women  all  had  pre-em- 
ployment x-ray  examinations  and  subse- 
quent annual  periodic  re-examinations, 
mostly  by  fluoroscopy  and  a few  by  x-ray 
film.  The  incidence  of  pulmonary  tuber- 
culosis for  the  age  group  20-30  was 
found  to  be  4.3  per  1,000,  for  ages  25-29 
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it  was  6.1  per  thousand.  The  peak  in 
this  group  occurs  a few  years  later  than 
in  most  reports. 

The  combined  effect  of  pre-employment 
examinations  and  case  finding  by  annual 
fluoroscopic  or  x-ray  examination  is  well 
shown  by  comparing  the  number  of 
cases  found  among  the  insurance  com- 
pany employees  and  those  found  among 
the  telephone  company  employees  with 
no  pre-employment  x-ray  of  the  chest 
and  no  periodic  x-rays.  The  telephone 
employees  do  have  an  efficient  diagnostic 
service  that  includes  chest  x-rays  where- 
ever  there  is  the  slightest  clinical  indi- 
cation. Here  we  found  a reported  in- 
cidence of  less  than  1 in  1,000  for  the  age 
group  20-30.  In  other  words,  in  2 
groups  of  women  as  nearly  similar  as  can 
be  obtained,  both  having  good  diagnostic 
service,  the  reported  morbidity  of  tuber- 
culosis is  475  per  cent  higher  in  the 
group  given  pre-employment  and  periodic 
x-ray  examinations  than  it  is  in  the  group 
where  no  such  examinations  are  made. 
The  similarity  to  the  430  per  cent  increase 
in  Stiehm’s16  series  is  no  doubt  a curiosity, 
but  one  that  drives  home  the  thesis  of  this 
paper,  viz.,  the  incidence  of  tuberculosis 
varies  more  with  the  method  of  case 
finding  than  all  other  factors  of  age,  sex, 
and  occupation  put  together. 

If  we  were  unaware  of  the  clerical 
nature  of  the  work  done  by  the  insurance 
company  employees  and  had  only  these 
published  statistics  to  go  on,  we  could 
easily  persuade  ourselves  that  their 
occupation  involves  considerable  hazard! 
In  a large  department  store  in  New  York 
City  pulmonary  tuberculosis  among 
women,  three-fourths  of  whom  were 
under  30,  was  found  to  be  5.4  per  1,000 
though  only  1.6  were  active.  Less  than 
half  had  periodic  x-ray  examinations. 
We,  therefore,  should  expect  no  lower 
morbidity  than  5 or  6 per  1,000  among 
student  nurses. 

The  question  for  us  to  decide  is: 
“Should  we  expect  a higher  morbidity?” 
Naturally,  we  are  now  on  guard  as  to  the 
methods  of  case  finding.  Pupil  nurses 
in  municipal  hospitals  are  examined  by 
means  of  x-rays  twice  a year.  Amberson 


and  Riggins1  say:  “Tiny  pulmonary  le- 
sions may  appear  and  recede  to  insig- 
nificant dimensions  within  a year,  and  a 
semiannual  roentgenogram  will  occasion- 
ally reveal  one  of  these  which  would  be 
missed  by  an  annual  fluoroscopy.”  This 
may  raise  our  incidence  but  to  what  ex- 
tent no  one  will  know  until  a similar 
group  of  young  women  is  x-rayed  at  the 
same  intervals.  We  cannot  guess  how 
much  higher  the  incidence  would  have 
been  among  the  insurance  company 
clerical  employees  if  they  had  been  x- 
rayed  twice  instead  of  only  once  a year, 
or  if  the  department  store  employees 
had  all  been  x-rayed,  any  more  than  any 
physician  could  possibly  guess  that  an 
annual  x-ray  examination  would  uncover 
nearly  five  times  as  many  cases  of  tuber- 
culosis as  the  use  of  complete  clinical 
facilities,  exclusive  of  routine  annual 
x-rays.  All  we  may  safely  do  is  guess 
that  the  number  of  reported  cases  would 
be  somewhat  higher. 

Another  factor  that  may  affect  our 
morbidity  comparison  lies  in  the  difficulty 
of  differentiating  between  transient,  pri- 
mary infection,  and  an  actively  progressing 
lesion.  A large  proportion  of  the  New 
York  City  pupil  nurses  come  from  small 
towns,  while  most  clerical  employees  are 
residents  of  the  city  or  suburbs.  Con- 
sequently, among  these  nurses  there  is  a 
much  higher  incidence  of  negative  tuber- 
culin reactors  than  among  the  insurance 
company  employees.  Mere  residence  in 
a crowded  city  would  cause  many  of  these 
negative  reactors  to  become  positive. 
Amberson  and  Riggins1  in  a tuberculin 
test  in  the  largest  of  the  five  municipal 
hospital  training  schools  included  in  the 
scope  of  this  paper,  found  48  per  cent 
negative  on  entrance.  The  majority 
of  these  gave  a positive  reaction  before 
the  end  of  the  three-year  training  course. 
Reports  indicate  that  even  in  smaller 
cities,  most  of  those  who  begin  the 
nursing  course  with  a negative  tuberculin 
reaction  acquire  a primary  infection  as 
shown  by  allergy  tests  before  graduation. 
Myers12  reports  about  one-fourth  posi- 
tive on  enrollment  and  more  than  90 
per  cent  positive  on  graduation. 
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It  is  generally  supposed  that  most  of 
these  primary  infections  take  place  in  the 
lung.  We  have  no  way  of  demonstrating 
this  except  that  in  about  15  per  cent  of 
positive  reactors,  the  primary  tubercle 
in  the  lung  with  the  surrounding  tissue 
reaction  casts  a shadow  on  the  x-ray 
film.  This  shadow  may  persist  for 
months  or  years  but  eventually  disap- 
pears, leaving  a small  nodule  or  fibrotic 
strand.  These  transient  shadows  of  pri- 
mary infection  are  difficult  and  at  times 
impossible  to  distinguish  from  lesions 
which  will  progress  and  give  symptoms. 
It  follows  that  where  there  is  an  appre- 
ciable percentage  of  individuals  who 
acquire  allergy  while  under  observation, 
the  number  of  cases  classed  as  pulmonary 
tuberculosis  will  be  larger,  but  how  much 
larger  no  one  can  say  with  certainty. 
That  the  primary  lesion  in  the  lung  is 
invariably  transient  and  uninfluenced 
by  therapy,  is  not  unanimously  ac- 
cepted ; what  is  certain  is  that  where  you 
have  many  tuberculin -negative  individu- 
als you  will  find  many  of  these  primary 
lung  lesions. 

Though  not  quite  of  the  same  social 
economic  level  nor  drawn  from  the  same 
geographic  communities,  the  most  similar 
group  to  nurses  is  college  students.  The 
incidence  of  negative  reactors  in  this 
group  averages  35  per  cent  compared  to 
about  50  per  cent  among  the  New  York 
City  student  nurses.  Among  young 
women  in  colleges  with  periodic  x-ray 
examinations  for  case  finding,  we  find  an 
incidence  of  7.5  per  1,000.3 

Geer,4  after  stating  that  he  finds  a high 
incidence  rate  at  Ancker  Hospital,  says: 
“Gordon  and  Cashman,  Norris  and 
Landis,  Ross,  and  others  have  expressed 
the  belief  that  tuberculosis  does  not 
develop  among  nurses,  doctors,  and  other 
employees  who  are  working  in  tuberculosis 
institutions,  but  this  is  happening  at 
Ancker  Hospital,  and  it  is  stretching 
one’s  credulity  too  far  to  assume  that  in 
this  respect  Ancker  Hospital  is  unique 
among  American  institutions.” 

The  point  is  well  taken.  There  is 
nothing  different  going  on  at  one  insti- 
tution reporting  a low  tuberculosis  inci- 


dence and  at  another  reporting  a high 
incidence.  What  is  happening  is  that 
each  institution  uses  a different  method 
of  case  finding  or  does  no  case  finding 
at  all,  and  each  observer  has  his  own 
standards  of  what  candidates  to  exclude 
on  first  x-ray  and  what  constitutes  clinical 
pulmonary  tuberculosis  on  subsequent 
examination.  For  example,  Geer4  in- 
cludes pleural  effusion  in  his  reported 
series,  so  that  his  incidence  is  not  com- 
parable with  most  statistics  from  which 
simple  effusion  is  generally  omitted. 
Among  his  cases  he  reports  the  following  : 

Case  4. — Aged  21,  entered  training  in  Sep- 
tember, 1929.  Mother  died  of  pulmonary 
tuberculosis  in  1926.  There  was  no  reaction 
to  1 mg.  of  O.T.  Physical  examination  was 
negative.  Enrollment  x-ray:  small  parenchyma- 
tous lesion  in  apex  of  right  lung.  Admitted  to 
hospital  in  January,  1930  (four  months  after 
enrollment),  because  of  loss  of  weight  and  fever 
in  the  afternoon.  X-ray  indications  of  tuber- 
culosis increased;  3 plus  to  0.1  mg.  O.T. 

It  would  never  occur  to  me  to  include 
such  a case  of  pre-existing  lesion  in  a 
report  of  tuberculosis  arising  in  the 
course  of  training.  If  we  include  such 
cases  we  must  not  compare  the  incidence 
with  institutions  that  exclude  these 
from  their  reports. 

With  more  careful  study  and  improved 
x-ray  technic,  I assume  we  shall  find  still 
more  cases  that  we  may  class  as  clinical, 
secondary  or  primary,  or  arrested  or 
healed,  according  to  our  standards.  If 
we  retest  the  negative  tuberculin  reactors 
and  take  more  frequent  films  after  they 
become  allergic,  we  shall  certainly  find  a 
much  larger  number  of  primary  lesions. 
If  we  do,  we  must  compare  our  incidence 
of  cases  found  with  other  groups  having 
similar,  careful  study  and  improved  tech- 
nic for  case  finding. 

We  must  turn  from  the  questions  of 
morbidity,  mortality,  and  positive  x-ray 
films  to  consideration  of  the  effect  of  pri- 
mary infection  in  the  adult.  Most  pri- 
mary infections  give  no  signs  and  no 
symptoms  during  any  part  of  their  course. 
We  know  of  their  presence  in  85  per 
cent  of  cases  solely  by  doing  allergy  tests. 
In  the  other  15  per  cent  there  are,  in 
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addition,  lung  shadows  on  x-ray  films. 
The  assertion  that  tuberculosis  is  an  in- 
dustrial disease  was  originally  based  not 
on  a greater  incidence  of  clinical  tuber- 
culosis but  on  the  fact  that,  of  those  who 
had  a negative  reaction  on  enrollment, 
a much  larger  proportion  of  pupil  nurses 
acquired  the  primary  infection  than 
students  in  other  professional  schools  or 
colleges. 

When  student  nurses  change  from 
negative  tuberculin  to  positive,  though 
they  are  in  no  sense  ill,  they  have  ac- 
quired the  potentiality  of  developing 
clinical  tuberculosis.  The  overwhelming 
majority  of  mankind  in  the  course  of 
ordinary  life  activity  acquires  tuberculin 
allergy.  This  usually  happens  in  child- 
hood, but  in  the  last  two  decades  an  in- 
creasing number  of  children  do  not  ac- 
quire the  primary  infection.  The  ques- 
tion, whether  a nurse  who  acquires  this 
primary  infection  at  the  age  of  20,  rather 
than  in  her  thirties,  is  more  likely  to  de- 
velop clinical  tuberculosis  in  later  life, 
is  one  that  cannot  be  answered  with  any 
finality.  There  is  always  the  possibility 
that  any  nurse  who  in  later  life  develops 
clinical  tuberculosis  would  never  have 
acquired  her  primary  infection  at  all  if 
she  had  not  been  a nurse  in  a hospital; 
she  might  have  escaped  that  hazard. 

Surveys  of  graduate  nurses  yield  no 
greater  number  of  positive  x-ray  findings 
than  any  other  group  of  women.  In  x- 
raying  591  candidates  (a  younger  group) 
for  enrollment  for  nurses’  training,  Am- 
berson  and  Riggins  found  7,  or  1.2  per 
cent,  with  pulmonary  tuberculosis;  this 
did  not  include  calcified  deposits  in  the 
parenchyma  or  tracheobronchial  lymph 
nodes.  Among  the  5,000  graduate  nurses 
in  the  municipal  hospitals  of  New  York 
City,  the  incidence  is  less  than  0.5  per 
1,000  per  annum.  Every  other  survey 
and  all  hospital  experience  show  about 
this  same  incidence  in  graduate  nurses, 
indicating  that  there  is  no  more  tuber- 
culosis among  graduate  nurses  than 
among  other  women.  If  this  is  correct, 
other  women  acquire  that  same  hazard 
regardless  of  what  occupation  they 
follow. 


We  have  then  ascertained  that  the 
morbidity  in  training  schools  with  semi- 
annual chest  x-rays  may  not  be  compared 
with  morbidity  of  groups  who  do  not 
have  such  periodic  examination.  The 
incidence  of  tuberculosis  found  in  other 
groups  will  vary  from  0.9  to  7.5  for  each 
thousand  observation  years,  depending 
on  the  thoroughness  and  frequency  of  the 
examinations. 

In  five  of  the  seven  nurses’  training 
schools  connected  with  the  municipal 
hospitals  of  the  City  of  New  York,  there 
were  1,800  pupils  in  training  for  periods 
varying  from  a few  months  to  three 
years  between  September,  1935,  and 
September,  1938.  Twenty  cases  of  pul- 
monary parenchymal  tuberculosis  were 
found  by  periodic  examinations  of  girls 
whose  first  x-rays  showed  no  lesions  or 
only  a primary  complex.  1 have  not 
included  5 cases  of  pleurisy  with  effusion 
if  they  have  never  (before  or  after)  de- 
veloped a parenchymal  lesion.  Such 
cases  are  not  included  in  the  insurance 
company  or  telephone  company  statistics 
or  most  other  reports  of  pulmonary 
tuberculosis.  This  gives  an  annual  in- 
cidence of  6.9  per  1,000,  which  is  50  per 
cent  higher  than  that  of  the  clerical 
employees  of  the  insurance  company  of 
the  same  age  and  10  per  cent  higher  than 
the  clerks  25-29  years  of  age. 

Amberson  and  Riggins  in  Bellevue 
Training  School  alone,  in  five  years,  1 931— 
1936,  found  6 pulmonary  lesions,  1 
tuberculous  spondylitis,  and  1 pleurisy 
(serofibrinous).  The  6 parenchymal  le- 
sions give  an  annual  incidence  of  7.4  per 
1,000. 

The  numbers  given  in  reports  on  stu- 
dent nurses  are  too  small  for  any  but 
temporary  conclusions.  Can  we  conclude 
that  more  pulmonary  tuberculosis  is 
present  among  these  student  nurses  (re- 
ported 6.9  per  1,000)  than  among  the 
clerks  of  the  insurance  company  (reported 
4.3  for  20-30  and  6.1  for  25-30  age 
group)  ? Or  does  this  increase  in  reported 
incidence  bear  a similar  relation  to  differ- 
ences in  examination  methods,  which  is 
responsible  for  the  increase  of  470  per 
cent  over  the  telephone  company  when 
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compared  with  the  insurance  company 
and  due  to  the  difference  in  examination 
methods  between  these  two  companies? 
Is  it  analogous  to  the  600  per  cent  dif- 
ference between  the  telephone  company 
and  a department  store?  How  much  of 
this  30  or  50  per  cent  increase  is  due  to 
finding  the  transient,  benign  shadows  of 
primary  tuberculosis  in  the  lungs?  Why 
do  we  find  reports  of  greater  incidence 
(7.5)  among  college  students  than  among 
nurses  ? 

I have  not  attempted  to  answer  these 
questions  but  have  limited  this  paper 
to  presenting  data  for  the  purpose  of 
indicating  that  the  answers  must  be  made 
with  care.  Hasty  conclusions  have  been 
published.  They  are  likely  to  lead  us  to 
false  generalizations  on  the  epidemiology 
of  tuberculosis  with  disastrous  effects  on 
progress  in  prevention  and  in  therapy. 
The  conclusion  we  may  draw  is  that  com- 
parison of  the  nursing  group  as  a whole 
to  other  groups  does  not  indicate  that 
tuberculosis  is  an  occupational  disease. 
Before  we  may  make  any  positive  gen- 
eralizations from  this  negative  statement 
we  must  divide  nurses  into  those  with 
primary  infections  (tuberculin  positive) 
and  those  without  primary  infections 
(tuberculin  negative).  Because  practi- 
cally every  graduate  nurse  is  tuberculin 
positive,  our  studies  must  concentrate  on 
the  student  nurses.  We  know  that 
tuberculin-negative  student  nurses  almost 
all  acquire  the  primary  infection  before 
the  end  of  the  three-year  training  period. 
The  indications  are  that  among  those 
students  originally  tuberculin  positive 
the  incidence  of  lung  lesions  is  far  less 
than  the  expectancy  at  that  age  and  for 
tuberculin  negative  the  incidence  is 
greater  than  the  expectancy. 

Summary 

1.  The  percentage  of  all  deaths  due 
to  pulmonary  tuberculosis  in  the  age 
group  in  which  student  nurses  belong  is 
higher  than  in  any  other  age  sex  group 
(Fig.  1). 


When  the  doctor  told  McTavish  that  his  wife’s 
tonsils  should  have  been  removed  when  she  was 


2.  The  number  of  deaths  due  to  pul- 
monary tuberculosis  is  greater  at  this 
age  than  at  any  other  (Fig.  2). 

3.  The  morbidity  of  pulmonary  tuber- 
culosis is  higher  at  this  age  than  at  any 

■ age  among  women  (Fig.  3). 

4.  Periodic  x-ray  examinations  in- 
crease the  number  of  pulmonary  lesions 
found  among  young  adults  by  as  much 
as  475  per  cent. 

5.  Nurses’  training  school  classes  con- 
tain a large  number  of  girls  from  small 
towns  who  are  tuberculin  negative;  such 
a group  will  show  a number  of  cases  of 
lung  shadows  of  primary  tuberculosis 
which  would  never  have  been  known  ex- 
cept for  the  routine  x-ray  films.  These 
shadows  are  not  usually  clinical  tubercu- 
losis, but  do  swell  the  reported  morbidity 
for  the  group. 


Conclusion 

Every  study  of  tuberculosis  among 
nurses  must  take  into  consideration : 
(1)  the  difference  between  tuberculin - 
negative  and  tuberculin -positive  individu- 
als; (2)  the  statistics  on  tuberculosis 
morbidity  and  mortality  which  serve  as 
a basis  for  comparisons. 


References 

1.  Amberson,  J.  B.,  and  Riggins,  H.  M.:  Ann. 

lnt.  Med.  10:  156-165  (Aug.)  1936. 

2.  Fellows,  Haynes  Harold:  Am.  Rev.  Tuberc. 

30:  109-113  (July)  1934. 

3.  Ferguson,  Lee  H.:  J.  Outdoor  Life  31:  299 

(Aug.)  1934. 

4.  Geer,  E.  K.:  Arch.  Int.  Med.  49:  77-87  (Jan.) 

1932. 

5.  Heimbeck,  J.:  Tubercle  18:  97-99  (Dec.) 

1936. 

6.  Jones,  D.  W.  C.:  Tubercle  15:  59-67  (Nov.) 

1933. 

7.  Lake,  Michael:  Personal  communication. 

8.  McSweeney,  Edward  S.:  Personal  communica- 

tion. 

9.  Miller,  J.  A.:  J.A.M.A.  Ill:  111-113  (July) 

1938. 

10.  Williams,  quoted  by  Miicke:  Beitr.  z.  Klin.  d. 

Tuberk.  64:  155-179  (Jan.)  1926. 

11.  Myers,  J.  A.,  Trach,  Benedict,  Diehl,  Harold  S., 

and  Boynton,  Ruth  E.:  Ann.  Int.  Med.  11:  2181—2205 

(June)  1938. 

12.  Myers,  J.  A.,  Ch’iu,  P.  T.,  and  Streukens,  T.  L., 

Jr.:  Am.  Rev.  Tuberc.  39:  232-235  (Feb.)  1939. 

13.  Pollock,  W.  C.,  and  Forse,  J.  H.:  Am.  Rev. 

Tuberc.  31:  203-216  (Feb.)  1935. 

14.  Ross,  E.  L. : Canad.  M.  A.  J.  22:  347-354  (Mar.) 

1930. 

15  Shipman,  S.  J.,  and  Davis,  E.  A.:  Am.  Rev. 

Tuberc.  27:  474-487  (May)  1933. 

16.  Stiehm,  R.  H.:  Am.  Rev.  Tuberc.  32:  171-182 

(Aug.)  1935. 

17.  Telford,  P.  K.:  Am.  Rev.  of  Tuberculosis  37: 

57-60  (Jan.)  1938. 
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THE  SPASMOGENIC  TENDENCY  AND 
ITS  RELATION  TO  THE  EYES 

Robert  K.  Lambert,  M.D.,  New  York  City 


A great  many  patients  come  to  the 
ophthalmologist  for  disturbances 
that  do  not  lend  themselves  to  strictly 
pathologic  analysis.  These  ocular  dis- 
turbances manifest  themselves  by  varying 
types  and  degrees  of  pain,  discomfort, 
and  interference  with  function.  In  the 
absence  of  any  organic  disease  most  of  the 
pain  and  distress  arise  in  the  smooth 
muscles  of  the  eyes.  It  is  frequently 
difficult  to  draw  the  line  between  so-called 
“asthenopia”  and  hypertonicity  of  the 
accommodative  mechanism.  The  pa- 
tient who  has  “weak  eyes”  and  is  in- 
capable of  sustained  ocular  effort,  gener- 
ally experiences  pain,  burning,  or  some 
type  of  discomfort  after  a certain  amount 
of  use.  These  symptoms,  in  the  absence 
of  pathologic  changes,  may  be  due  to 
compensatory  muscular  efforts,  necessary 
for  some  particular  reason,  and  are 
avoided  by  not  allowing  the  eye  muscles 
more  than  a low  threshold  of  work. 
Identical  symptoms  may  be  produced  in 
uncorrected  ametropic  eyes  working  for 
short  periods  of  time  and  emmetropic 
eyes  doing  work  under  adverse  conditions 
or  for  longer  periods  of  time. 

Of  course,  a great  many  local  factors 
exist,  and  it  is  the  aim  of  the  ophthal- 
mologist to  cure  as  many  patients  as  he 
can  by  the  correction  of  refractive  errors 
and  other  relatively  simple  measures. 
Fortunately  in  a large  percentage  of 
instances,  particularly  ametropia,  these 
measures  are  effective.  Furthermore, 
from  time  to  time  more  mechanical  de- 
fects are  disclosed,  such  as  differences  in 
image  size,  enabling  the  ophthalmologist 
to  include  more  patients  in  the  group  he 
can  assist  by  optical  means. 

After  many  attempts  to  correct  local 
causes  have  been  made,  there  still  remain 
patients  whose  accommodative  mechan- 


ism gives  evidence  of  violent  response  to 
minimal  stimuli,  or  in  other  words,  who 
have  insufficient  anatomic  basis  for  their 
ocular  disturbances.  This  group  appears 
to  have  a tendency  toward  spasm  of  the 
smooth  musculature  of  the  eye. 

It  has  long  been  an  established  fact 
that  certain  individuals  are  subject  to 
various  types  of  smooth  muscle  spasm. 
The  pathophysiology  of  tonic,  cramplike, 
smooth  muscle  contractions,  whether  in  a 
hollow  viscus,  blood  vessel,  or  the  iris  and 
ciliary  body,  follows  certain  patterns 
and  responds  to  certain  forms  of  therapy. 
The  bronchioles,  bladder  mechanism,  and 
all  parts  of  the  digestive  tract  are  common 
sites  of  smooth  muscle  spasm.  Certain 
disturbances  such  as  coronary  disease 
and  essential  hypertension  are  still  of 
questionable  nature,  although  there  is 
reason  to  believe  that  the  underlying 
nature  of  the  condition  is  smooth  muscle 
spasm  of  the  vascular  system. 

General  Aspects 

Let  us  first  consider  the  general  aspects 
of  persons  who  have  “the  spasmogenic 
aptitude”  of  Houston,  after  which  we  can 
consider  the  factors  that  predispose 
toward  ocular  spasm  in  particular. 

Certain  types  of  individuals  apparently 
are  subject  to  smooth  muscle  spasm. 
There  are  (1)  sensitive,  high-strung 
people  in  particular  environmental  dif- 
ficulty, such  as  highly  competitive  or 
overactive  work;  (2)  psychoneurotics; 
(3)  individuals  temporarily  depressed 
through  fatigue  or  habits  injurious  to 
them;  (4)  allergic  or  drug-sensitive  in- 
dividuals. 

There  is  a very  difficult  line  to  be  drawn 
between  sensitive  individuals  confronted 
by  a difficult  or  highly  competitive  en- 
vironment so  common  today  and  psycho- 
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neurotics  who  are  constitutionally  unable 
to  face  the  realities  of  life.  Houston  has 
pointed  out  that  oriental  races  which  face 
their  problems,  either  objective  or  sub- 
jective, with  a calm  placid  acceptance, 
are  practically  never  the  victims  of 
smooth  muscle  spasm.  They  have  neu- 
roses, but  the  physical  manifestations  are 
differently  expressed.  Essential  hyper- 
tension and  other  manifestations  of  spasm 
are  virtually  unknown  to  the  Chinese. 
Conversely,  our  Western  civilization, 
which  places  a premium  on  aggressively 
meeting  and  overcoming  obstacles,  is  apt 
to  produce  individual  reactions  of  a 
spastic  nature.  As  I have  said,  it  would 
not  be  difficult  to  cite  numerous  instances 
from  general  medicine,  such  as  cardio- 
spasm, psychogenic  asthma,  and  spastic 
constipation,  but  enlarging  upon  this 
subject  would  take  us  too  far  afield. 

The  philosophic  implications  of  these 
relationships,  while  being  fascinating  to 
a degree,  are  not  particularly  relevant  to 
this  presentation.  The  relationship  of 
fatigue  or  weakness  to  spasm  is  that  of  a 
compensatory  effort  that  overshoots  the 
mark  and  produces  a cramplike  response. 
Allergic  manifestations  are  notably  two- 
fold: changes  in  capillary  permeability 
with  edema,  and  smooth  muscle  spasm. 
One  familiar  example  of  the  latter  is 
asthma  in  individuals  sensitive  to  in- 
halants. 

I do  not  wish  to  be  misunderstood,  or  to 
minimize  in  any  way  the  importance  of 
the  local  causes  of  asthenopia,  whether 
the  patient  can  be  included  in  the  fore- 
going groups  or  not.  In  most  instances 
any  tendency  toward  a persistence  of 
smooth  muscle  spasm  in  the  eyes  can  be 
averted  by  proper  local  therapy.  Re- 
lieving a convergence  insufficiency,  an 
early  presbyopia,  or  any  of  the  manifold 
disturbances  that  result  in  eyestrain,  will 
generally  be  enough  to  stop  the  symp- 
toms. 

The  troubling  cases,  however,  are 
those  in  which  the  symptoms  are  out  of  all 
proportion  to  the  ocular  causes,  and 
persist  after  these  causes  have  been  cor- 
rected. In  my  experience  it  is  most  un- 
usual to  have  persistent  irritability  of  the 


intrinsic  eye  muscles,  without  any  local 
imperfection  to  direct  the  channels  of 
reflex  spasm  toward  the  eye.  While  such 
cases  do  occur,  generally  the  spasms  are 
only  manifested  in  the  more  vulnerable 
parts  of  the  body.  Most  of  the  patients 
who  have  shown  irritability  of  the  in- 
trinsic eye  muscles  have  had  a definite 
locus  minoris  resistantiae  of  the  eyes,  in 
addition  to  falling  into  one  of  the  pre- 
viously mentioned  groups.  These  pa- 
tients for  the  most  part  have  had  repeated 
refractions  with  many  slightly  different 
corrections  and  innumerable  general 
examinations  to  find  some  particular 
cause  for  their  inability  to  use  their  eyes 
with  comfort.  The  syndrome  presented 
is  therefore  as  follows:  the  individual 

usually  has  some  inherent  eye  defect  or 
refractive  error.  He  is  unable  to  use  his 
eyes  normally  despite  the  proper  cor- 
rection because  of  pain  or  discomfort,  and 
there  is  an  apparent  hyperirritability  of 
the  ocular  smooth  muscles.  A ciliary 
blush  or  a low-grade  iritis  may  occur 
at  any  time.  Measurable  accommodative 
spasm,  preceding  a manifest  myopia,  may 
even  be  present.  In  addition  there  are 
generally  parallel  spastic  symptoms,  such 
as  spastic  constipation,  in  other  parts  of 
the  body. 

Treatment 

We  can  assume  that  in  every  case  there 
has  been  a search  for  correctable  local 
defects.  Whether  or  not  a patient  has  a 
“spasmogenic  aptitude”  is  of  no  special 
interest  to  the  ophthalmologist  if  he  can 
eliminate  ocular  distress  by  corrective 
lenses  or  orthoptic  training. 

Some  patients,  however,  can  never  hope 
for  perfect  optical  corrections.  Their 
weak  point  is  a residual  anisometropic 
error,  muscle  imbalance,  or  other  defect. 
Under  ideal  conditions  these  patients 
may  function  normally  with  full  use  of 
their  eyes.  If  another  factor  arises,  such 
as  general  fatigue,  anxiety,  or  even  the 
excessive  use  of  tobacco,  there  is  an  effect 
upon  the  autonomic  nervous  system,  and 
smooth  muscle  irritability  may  result. 
A local  approach  may  be  adequate  for  this 
type  of  patient.  One  must  approach  the 
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problem  as  though  no  anatomic  defect 
were  present  at  all.  Great  loss  of  time 
and  effort  can  take  place  in  these  cases  by 
overstressing  the  mechanical  situation 
and  by  repeated  examinations.  This 
local  overattention  may  even  aggravate 
the  tendency  toward  spasm.  The  basis 
of  the  trouble  can  frequently  be  disclosed 
by  careful  history  taking. 

The  patient’s  habits  must  first  be  con- 
sidered. Insufficient  rest  should  of  course 
be  remedied.  If  the  environment  is  such 
as  to  exert  pressure  on  the  individual, 
he  should  be  taught,  as  far  as  one  is  able 
to  teach  relaxation,  not  to  make  pressure 
upon  himself.  The  eyes  should  be  used 
in  a consciously  relaxed  manner  and  not 
with  the  peering  and  wrinkled  brow  in- 
dicative of  intense  concentration. 

The  effect  of  tobacco  is  marked  in  ag- 
gravating a spasmogenic  tendency.  The 
exact  nature  of  the  mechanism  is  in 
doubt,  although  the  effects  are  beyond 
question.  The  recent  work  from  the 
Mayo  Clinic  by  Cusick  and  Herrell  on  the 
effect  of  tobacco  on  the  retinal  arterioles 
is  of  interest  in  this  connection  and  may 
indicate  a hypersensitivity  in  certain  in- 
dividuals. Strangely  enough,  alcohol  is 
much  less  of  an  offender  in  this  particular 
respect.  It  even  may  be  helpful  in  re- 
laxing the  individual  and  providing  an 
easier  adjustment  to  his  environment. 

As  said  before,  one  of  the  characteristic 
allergic  responses  of  the  body  is  smooth 
muscle  spasm,  so  it  may  be  wise  to  elimi- 
nate common  allergens  from  the  diet  of 
known  allergic  sufferers.  Even  allergic 
studies  may  be  indicated. 

The  treatment  of  psychoneurotics  must 
be  worked  out  for  each  individual  case. 
In  not  all  of  these  is  there  a definite 
spastic  tendency,  some  individuals  show- 
ing simple  anxiety  over  the  use  of  their 
eyes  or  an  over  protectiveness.  This  par- 
ticular subject  is  of  great  importance 
clinically,  and  it  is  surprising  how  little 
attention  it  has  received  in  the  ophthal- 
mologic literature.  The  only  recent  pa- 
pers to  my  knowledge  are  those  of  C.  W. 
Rutherford  in  1932  and  George  Derby  in 
1930.  In  general  it  would  seem  wise  for 
the  ophthalmologist  to  avoid  any  ex- 


tensive investigation  of  his  patients  along 
psychiatric  lines.  Such  a procedure  by 
one  not  properly  trained  for  the  work  is 
apt  to  produce  more  harm  than  good. 
Recognition  of  the  condition  and  perhaps 
encouragement  and  suggestion  or  sub- 
stitution therapy  are  indicated,  however. 
When  the  patient  is  sufficiently  intelli- 
gent, proper  psychotherapy  in  the  hands 
of  an  expert  is  of  inestimable  value.  It  is 
interesting  that  in  former  days  sea  voy- 
ages were  frequently  ordered  in  cases  with 
persistent  eyestrain.  One  wonders  to 
what  extent  this  method  worked  by  re- 
moving the  patient’s  responsibilities  and 
relieving  his  anxieties. 

The  use  of  antispasmotics  is  frequently 
effective.  Tincture  of  belladonna  by 
mouth  seems  a good  drug  for  general  use 
and  may  be  tolerated  in  large  doses.  The 
best  method  is  to  give  quantities  up  to  the 
production  of  slight  toxic  effects,  such  as 
dryness  of  the  mouth.  I shall  not  deal 
extensively  with  the  local  use  of  mydri- 
atics  as  most  ophthalmologists  have  in- 
dividual preferences.  It  is,  however, 
moire  convenient  and  comfortable  for  the 
patient  if  he  can  maintain  proper  function 
of  the  eyes  without  resorting  to  cyclo- 
plegia  or  premature  presbyopic  cor- 
rections. Certain  drugs  combine  the 
properties  of  both  antispasmotic  and 
sedative,  and  in  certain  cases,  where 
anxiety  or  worry  seems  to  be  the  chief 
factor  in  upsetting  the  patient’s  equi- 
librium, small  doses  of  a simple  sedative 
such  as  phenobarbital  or  chlorbutanol 
may  be  most  helpful. 

Case  Reports 

Case  1. — L.  R.,  male,  aged  45,  physician, 
engaged  in  active  practice,  was  almost  com- 
pletely unable  to  read  for  more  than  a few 
minutes  at  a time  because  of  severe  headaches 
and  eyestrain.  The  patient  had  acquired,  in 
the  course  of  several  years,  at  least  a dozen 
corrections  for  an  anisometropic  error.  These 
corrections  were  given  by  competent  ophthal- 
mologists. His  general  health  was  good  save 
for  spastic  constipation  and  a fissure  in  ano. 
The  patient  was  a fairly  heavy  smoker,  con- 
suming many  cigars  and  a pack  of  cigarettes  a 
day.  Very  little  change  was  made  in  the  pa- 
tient’s correction  but  he  was  asked  to  eliminate 
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tobacco  and  use  tincture  of  belladonna  gtts. 
10  three  times  a day.  The  function  of  his  eyes 
began  to  improve  within  a few  days.  While 
this  patient  never  can  be  expected  to  have  a 
very  high  tolerance  for  sustained  ocular  effort, 
it  is  now  possible  for  him  to  do  an  adequate 
amount  of  reading.  By  rest  and  the  use  of 
tincture  of  belladonna  he  can  even  abort  attacks 
of  pain  and  headache.  Conversely,  smoking, 
particularly  cigars,  is  almost  invariably  followed 
by  a period  of  ocular  discomfort. 

Case  2. — R.  S.,  female,  aged  38,  high-strung, 
irritable  housewife,  had  been  wearing  a low 
myopic  correction  with  slight  alterations  for 
some  years.  She  had  had  much  difficulty  in 
using  her  eyes  at  motion  pictures  and  for  reading 
and  writing.  The  maximum  amount  of  comfort 
was  obtained  several  years  previous  by  the 
use  of  bifocals  with  additional  correction  for 
near  work.  Despite  this  help,  reading  for  more 
than  a few  minutes  produced  pain  in  the  eyes 
and  forced  her  to  stop.  The  patient  herself 
desisted  from  smoking  several  years  ago  as  it 
disagreed  with  her.  She  was  referred  back  to 
her  family  physician  and  put  on  tincture  of 
belladonna  gtts.  10  three  times  a day.  Al- 
though she  was  greatly  helped  and  could  read, 
there  were  numerous  neurotic  manifestations  in 
addition  to  her  reading  disability  and  it  was 
thought  wise  to  send  her  to  a psychiatrist  for 
study.  Psychoanalysis  was  resorted  to,  and 
marked  improvement  was  obtained  after  the 
underlying  neurotic  factors  in  the  case  were 
understood.  She  is  able  now  to  use  her  eyes 
almost  normally,  without  any  excessive  dis- 
comfort. 

Case  3. — N.  D.,  female,  aged  28,  high-strung 
hypersensitive  secretary.  Patient’s  symptoms 
dated  back  to  ten  years  ago  when  she  was  struck 
by  an  automobile  and  suffered  from  shock. 
She  had  been  wearing  a low  hyperopic  correction 
previous  to  the  accident.  Shortly  after  the 
accident,  the  patient  began  to  complain  of  head- 
aches, constipation,  digestive  disorder,  and  dis- 
comfort when  using  her  eyes  for  the  ten  days 
previous  to  the  onset  of  her  menstrual  period. 
There  was  also  a great  deal  of  discomfort  during 
the  first  twenty-four  hours  of  menstruation. 
These  symptoms  have  persisted  to  the  present. 

About  one  year  ago,  the  discomfort  when 
using  her  eyes  became  more  marked  and  several 
slight  changes  were  made  in  her  correction. 

During  the  ten  days  preceding  menstruation 
the  patient  uses  a plus  0.50  sphere  added  to  her 
correction  and  tincture  of  belladonna  gtts.  10 
three  times  a day.  The  patient  is  symptom-free 
after  menstruation  ceases.  She  has  been  ex- 
amined by  a gynecologist  who  states  that  there 


is  no  pelvic  disorder  responsible  for  her  symp- 
toms, so  that  the  condition  may  perhaps  be 
classified  among  the  traumatic  neuroses  with 
conversion  symptoms  to  various  parts  of  her 
body.  The  condition,  however,  is  not  severe 
enough  to  warrant  psychiatric  treatment. 

Conclusion 

It  has  long  been  recognized  by  ophthal- 
mologists that  measurable  accommo- 
dative spasm  associated  with  ocular 
discomfort  and  visual  disturbance  does 
exist.  The  recognition  of  subclinical  and 
low-grade  forms  of  this  particular  type 
of  disordered  function  has  not  been  so 
general.  While  it  has  also  been  well 
recognized  that  there  are  various  forms 
of  smooth  muscle  response  in  different 
parts  of  the  body  to  anxiety,  emotional 
disturbances,  and  various  forms  of  al- 
lergy, this  particular  syndrome  has  not 
been  so  clearly  defined  in  relation  to  the 
ocular  mechanism. 

Many  factors  are  still  poorly  under- 
stood concerning  smooth  muscle  spasm, 
and  it  is  hoped  that  the  psychosomatic 
approach  will  make  treatment  for  this 
group  more  effective  by  the  ophthal- 
mologists. We  need  not  limit  ourselves 
in  this  respect  to  so-called  “functional 
disturbances,”  for  as  Fremont-Smith  says: 
“Organs  and  tissues  which  are  the  site  of 
disease  are  not  immune  to  the  physio- 
logical and  biochemical  effects  of  emo- 
tional conflict.”  There  can  be  no  doubt 
that  the  psychosomatic  approach  will  be 
of  fundamental  importance  to  the  future 
of  medicine,  as  evidenced  by  Dunbar’s 
comprehensive  survey  of  the  literature. 
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Discussion 

Dr.  Charles  A.  Perera,  New  York  City — Dr. 
Lambert  has  reminded  us  that  treatment  of  local 
symptoms  without  adequate  study  of  the  per- 
sonality and  organism  of  the  patient  as  a whole 
may  be  to  fail  in  our  function  as  physicians. 
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With  the  modern  emphasis  on  specialism  in  all 
fields  of  medicine  and  on  the  mechanistic  ap- 
proach to  disease,  the  psychic  component  has 
often  been  overlooked  or  slighted.  The  essayist 
has  touched  upon  an  aspect  of  ophthalmology 
which  is  of  immense  clinical  importance. 

The  role  of  the  emotions  upon  the  autonomic 
nervous  system,  and  its  resulting  smooth  muscle 
spasm  of  all  types  and  gradations,  is  being  in- 
creasingly recognized  in  such  diseases  as  essen- 
tial hypertension,  angina  pectoris,  bronchial 
asthma,  cardiospasm,  pylorospasm,  spastic  con- 
stipation, bladder  disturbances,  and  glaucoma. 
Many  patients  are  suffering  from  less  well- 
defined  pathologic  states  of  psychogenic  origin 
and  also  belong  to  the  group  possessing  the 
“spasmogenic  aptitude.”  The  patients  cited  by 
Dr.  Lambert  have  a lowered  threshold  of  sensi- 
tivity, and  react  excessively  to  stimuli  which 
do  not  ordinarily  affect  normal  individuals. 

Ocular  symptoms  in  these  patients  are  due  to 
external  causes  focused  upon  an  organ  of  psy- 
chically lowered  resistance.  Since  the  eyes  play 
a predominate  part  in  the  individual's  contact 
with  the  outside  world,  they  are  often  affected 
in  patients  who  have  problems  or  conflicts  which 
they  cannot  face  or  do  not  wish  to  meet.  Fear 
of  injuring  the  eyes  or  of  losing  eyesight  is  often 
productive  of  ocular  complaints  which  are  re- 
lieved when  the  fear  is  removed.  Blepharo- 
spasm is  frequently  on  a psychogenic  basis,  the 
patients  with  this  disability  being  unwilling  to 
face  or  open  their  eyes  to  a situation  which  they 
cannot  handle  or  wish  to  avoid.  Eye  symptoms 
may  develop  from  a desire  to  escape  from  an 
intolerable  situation,  even  to  the  ultimate  stage 
of  hysterical  amblyopia.  Patients  may  use  their 
ocular  complaints  to  avoid  work,  emotionally 
elaborating  upon  a slight  physical  basis.  Symp- 
tomatic therapy  in  these  instances  without 
psychotherapy  may  be  ineffective  or  even  harm- 
ful. 

In  dealing  with  the  patient  with  a spasmo- 
genic tendency,  a complete  history  should  be 
taken,  and  the  examination  should  include  a 
study  of  the  sufferer  as  an  individual,  and  not, 
as  is  too  often  the  case,  as  an  optical  and  oculo- 
motor mechanism.  The  treatment  of  patients 
with  photophobia,  burning  sensation  in  the  eyes, 
difficulty  in  reading  for  more  than  a short  time, 
and  aching  pains  in  and  around  the  eyes,  and 
with  no  uncorrected  defects,  should  include  cor- 
rection of  faulty  habits  of  life,  avoidance  of 
fatigue  and  anxiety  and  other  factors  productive 
of  smooth  muscle  spasm,  the  use  of  sedatives  and 
antispasmodics,  and  the  elimination  of  local  irri- 
tation. Most  of  these  patients  have  a local 
hyperemia  and  thickening  of  the  conjunctiva, 


and  a surprising  number  are  benefited  by  treat- 
ment with  the  copper  sulfate  stick  applied  to 
the  palpebral  conjunctiva  of  the  lower  lid  and 
of  the  inner  and  outer  portions  of  the  upper 
lid,  followed  by  copious  irrigation  with  saline 
or  boric  solution.  It  is  impossible  to  say  how 
much  the  efficacy  of  this  form  of  treatment 
depends  upon  suggestion  and  how  much  depends 
upon  amelioration  of  the  conjunctival  sensitivity 
to  minimal  stimuli.  Local  treatment  must  be 
accompanied  by  a sympathetic  handling  of  the 
patient’s  fears  and  worries. 

I believe  that  the  ophthalmologist,  as  well  as 
other  physicians,  should  be  trained  in  the  in- 
vestigation of  his  psychoneurotic  patients, 
should  collaborate  with  the  family  doctor,  and, 
if  need  be,  with  the  psychiatrist. 

Dr.  Lambert’s  paper  has  opened  up  for  our 
study  an  interesting  field  which  is  more  vast 
than  we  suspect,  which  includes  many  baffling 
problems,  and  which  will  lead  to  new  conceptions 
in  the  realm  of  diagnosis  and  treatment  in  our 
specialty. 

Dr.  Harold  Van  Lammers,  Flushing,  New 
York — Dr.  Lambert  is  to  be  congratulated,  not 
so  much  in  that  he  has  brought  us  a classification 
of  what  we  prefer  to  call  “trouble  cases,”  but  that 
he  has  had  the  ability  to  keep  these  persons  under 
his  care  long  enough  to  obtain  data  of  value. 

I should  like  to  confine  my  discussion  to  the 
type  of  headache  which  is  a prominent  part  of 
this  person’s  complaint.  This  headache  is  not 
quite  the  usual  one  registered  by  the  astigmatic 
patient,  or  the  one  with  muscle  defect,  or  size- 
image  defect.  It  is  a type  that  we  are  likely  to 
overlook  or  assign  to  other  causes;  the  most  fre- 
quent being  that  of  low  activity  glaucoma  or  sinus 
disease. 

The  typical  headache  starts  off  with  dis- 
comfort of  the  eyes  on  application  even  after  a 
few  minutes.  However,  it  quickly  reaches  its 
maximum  so  that  the  patient  can  continue  his 
work  despite  the  headache  and  it  becomes  no 
more  intent.  However,  most  of  these  persons 
so  afflicted  can  no  longer  concentrate  and,  with 
the  discomfort,  discontinue  their  reading.  The 
intelligent  patient,  however,  quickly  correlates  the 
intense  distressing  headache  which  he  experiences 
on  arising  in  the  morning  with  his  reading  of  the 
night  before.  This  ache  is  over  the  eyes  and  the 
sides  of  the  brow.  At  times,  it  may  be  knifelike 
and  sharp  and  is  described  as  “cutting  flashes,” 
and  usually  lasts  but  short  periods  and  at  inter- 
vals. However,  the  dull  depressing  ache  contin- 
ues until  about  noon  when  the  head  begins  to  clear 
and,  provided  this  person  does  no  clerical  work, 
he  again  feels  capable  of  intense  effort.  The  pa- 
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tient  soon  learns,  however,  that  he  is  not  to 
use  the  eyes  in  the  morning  or  the  ache  is  pro- 
longed. 

Several  diagnostic  observations  may  be  no- 
ticed by  this  person.  He  soon  learns  that  if  he 
reads  the  night  before  he  will  have  headaches  in 
the  morning.  The  same  holds  true  for  going  to 
the  movies.  He  knows  also  that  if  he  goes  to 
bed  early  and  sleeps  late  he  will  have  the  head- 
ache on  arising.  He  also  knows  that  if  he  goes 
to  bed  late  and  gets  up  early  his  headache  is 
less  intent,  if  at  all.  At  no  time  does  he  have 
nausea  unless  it  is  coincidental  from  some  other 
cause. 

Needless  to  say,  many  such  persons  applying 
for  aid  give  as  accurate  a history  as  I have  de- 
scribed. He  is  likely  to  lead  the  physician  into 
believing  that  this  ache  is  secondary  to  sinus  in- 
fection or  obstruction.  However,  this  is  easy  to 
find  out  by  regulating  the  use  of  the  eyes  from 
which  source  the  headache  is  derived. 

Over  the  weekend,  this  person  usually  does  not 
have  headaches.  If  Dr.  Lambert  has  ever  taken 
a sea  voyage  he  certainly  realizes  that  a good 
deal  of  his  time  must  be  spent  in  reading  due  to 
the  lack  of  facilities  for  exercise  or  other  occupa- 
tions of  interest.  In  my  opinion,  a land  voyage 
is  much  to  be  preferred,  as  distant  gaze  results  in 
little  discomfort. 

To  me  it  seems  reasonable  that  this  headache 
should  come  on  in  the  morning.  When  a foot- 
ball player  gets  an  acute  traumatic  myositis,  he 
often,  at  the  time,  does  not  realize  the  injury,  but 
when  the  thigh  muscles  begin  to  relax  the  follow- 
ing day,  he  then  has  pain  and  discomfort.  He 
knows  that  this  pain  can  be  eliminated  by  pro- 
ducing spasm  of  the  muscle,  and  all  of  us  have 
seen  players  arising  from  the  bench  forcefully 
striking  their  thighs  with  their  fists  to  produce 
muscle  spasm  eliminating  the  pain.  The  follow- 
ing day,  as  the  muscle  relaxes,  the  pain  is  even 
then  more  intense.  He  requires  complete  rest, 
rather  than  whipping  the  injured  muscle  to  re- 
newed activity  to  eliminate  the  complaint. 

When  does  the  patient  with  a tuberculous  hip 
infection  have  pain?  Not  when  the  muscles  of 
the  hip  are  contracted,  but  when  they  are  re- 
laxing so  that  often  the  worst  pain  is  at  night  or 
at  early  morning.  Dr.  Lambert  mentions  spasm 
of  the  smooth  muscles,  but  I wonder  if  striped 
muscles  do  not  make  themselves  evident  on  re- 
laxation also. 

To  successfully  treat  a troubled  case  of  this 
kind,  it  is  necessary  to  gain  such  confidence  of 
your  patient  that  he  will  remain  continuously 
under  your  care.  All  defects  must  be  corrected, 
and  his  life  so  regulated  to  permit  him  fifteen 
minutes  of  reading  a day.  In  this  way,  this 
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person  will  not  be  overcome  by  the  apparent 
necessities  of  life  and  can  successfully  cope  with 
his  or  her  environment. 

Dr.  Macy  L.  Lemer,  Rochester,  New  York — 
Dr.  Lambert’s  paper  has  great  value  for  us.  He 
calls  our  attention  to  a certain  group  of  patients 
who  cannot  be  relieved  by  the  most  painstaking 
refraction  and  yet  it  is  our  problem  to  solve  their 
difficulties.  If  we  consider  that  most  of  our 
work  is  refraction  and  that  a large  number  of 
patients  with  apparent  refractive  symptoms  do 
not  need  glasses,  a careful  study  of  these  prob- 
lems is  worth  while. 

I recall  a lady  asking  me,  “Doctor,  don’t  you 
tire  of  examining  for  glasses  all  day  long,  doing 
the  same  thing  over  and  over?”  My  reply,  of 
course,  was  that  I do  tire,  but  that  every  case  is 
different,  not  in  spheres  and  cylinders,  but  in  the 
solution  of  each  patient’s  problems. 

You  have  to  be  some  sort  of  a G-man  to  learn 
which  smooth  muscle  fibers  in  the  body  are  the 
actual  offenders,  whether  ciliary,  genital,  in- 
testinal, or  sexual.  My  feeling  is  that  there 
must  be  a central  station  from  which  messages 
are  relayed  to  these  smooth  muscle  fibers.  These 
patients  belong  to  general  medicine.  The 
physician  in  charge  should  study  these  patients 
carefully;  the  ophthalmologist’s  task  is  advisory. 
To  administer  tincture  of  belladonna  for  the 
relief  of  symptoms  appears  to  me  to  be  only  a 
part  of  the  treatment.  I became  interested  in 
the  subject  about  eight  years  ago  when  I had  the 
opportunity  to  read  a paper  on  ocular  neuro- 
sis. At  that  time  I referred  to  the  article  by  the 
late  Dr.  Derby  of  Boston  which  Dr.  Lambert 
has  mentioned.  Since  then  my  hobby  has  been 
to  lecture  once  a year  in  our  graduate  course  in 
Ophthalmology  on  a similar  subject.  The 
title  I have  preferred  is  “Refraction,  a Medical 
Problem.”  It  seems  to  me  this  broader  term 
would  include  not  only  this  group  of  spasmo- 
genic cases  but  many  other  problems  closely 
related  to  it.  I believe  a patient  with  spasmo- 
genic tendency  in  the  eyes  deserves  a study 
with  particular  attention  to  the  ocular  muscle 
balance.  A very  careful  approach  must  also  be 
made  in  taking  not  only  the  ocular  history  but 
the  general  history.  If  the  patient  finds  the 
ophthalmologist  sympathetic  and  willing  to 
listen,  a great  deal  can  be  learned  which  will 
help  in  the  management  of  his  problem. 

I wonder  whether  the  case  cited  by  Dr.  Lam- 
bert in  which  a patient  obtained  complete  relief 
by  taking  tincture  of  belladonna  and  eliminating 
cigarettes  may  not  have  some  other  factors  re- 
sponsible for  the  symptoms.  I note  that  the 
patient  had  a marked  degree  of  anisometropia. 
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Was  he  given  the  benefit  of  the  latest  ideas 
regarding  the  possible  existence  of  aniseikonia? 
This  itself  would  play  a considerable  part  in  his 
symptoms.  Furthermore,  there  is  a history  of 


fissure  in  ano  and  spastic  constipation.  If  you 
have  suffered  from  either  of  these  you  will  ap- 
preciate that  it  may  produce  referred  symp- 
toms. 


VENEREAL  DISEASE  QUACKERY  GROWING 


Venereal  disease  quackery  is  on  the  increase 
and  today  constitutes  one  of  the  major  obstacles 
to  the  public  health  control  of  syphilis  and 
gonorrhea,  officers  of  the  U.  S.  Public  Health 
Service  state  in  a nationwide  N.B.C.  broadcast. 

Drugstore  “back  counter  prescribing”  has  in- 
creased substantially  during  the  past  several 
years.  Many  different  “patent  remedies” — 
produced  both  locally  and  on  a national  scale — 
are  on  the  market  and  sold  in  large  volume. 
There  is  indication  that  the  sales  curve  has  been 
rising  during  the  past  six  or  eight  years. 

Large  numbers  of  unethical  practitioners — 
“men’s  specialists,”  herbalists,  mail-order  ex- 
perts— are  active,  although  quack  advertising 
has  apparently  decreased  in  volume. 

More  persons  evidently  are  going  to  drugstores 
and  quacks  for  diagnosis  and  treatment  of 
venereal  disease  than  are  going  to  reputable 
physicians.  Exploitation  of  persons  who  are, 
or  think  they  are,  sick  with  gonorrhea  or  syphilis 
runs  into  tens  of  millions  of  dollars  annually. 

These  trends  were  reported  in  a survey  con- 
ducted by  the  American  Social  Hygiene  Associa- 
tion in  cooperation  with  the  U.  S.  Public  Health 
Service  (“Illegal  and  Unethical  Practices  in  the 
Diagnosis  and  Treatment  of  Syphilis  and  Gonor- 


rhea,” by  Mary  S.  Edwards,  statistician,  and 
Paul  M.  Kinsie,  chief  of  field  study,  of  the 
American  Social  Hygiene  Association,  published 
in  the  January,  1940,  issue  of  Venereal  Disease 
Information  of  the  Public  Health  Service). 

Personal  interviews  by  trained  investigators 
posing  as  “friends”  of  presumably  infected  per- 
sons were  carried  on  in  1,151  drugstores  in  35 
cities  in  26  states.  Sixty-two  per  cent  of  the 
drugstores  visited  diagnosed  the  diseases  and 
offered  to  sell  remedies  for  alleged  syphilis  or 
gonorrhea,  especially  the  latter.  Thirty-one  per 
cent  did  not  attempt  to  diagnose,  but  stocked, 
and  were  willing  to  sell,  bottled  remedies,  es- 
pecially when  asked  for  them  by  name.  About 
half  of  those  who  sold  remedies  urged  the  inquirer 
to  see  a doctor.  Only  7 per  cent  of  the  entire 
number  refused  to  diagnose  or  sell  remedies. 

About  30  different  preparations  were  found  to 
be  generally  available  as  remedies  throughout 
the  nation.  Only  3 or  4 were  recognized  drugs, 
the  remainder  consisting  of  completely  worthless 
mixtures  as  far  as  any  effect  on  syphilis  or 
gonorrhea  was  concerned.  Mixtures  made  from 
such  ingredients  as  boric  acid,  berberin,  glycerin, 
etc.,  of  only  a few  cents  value  are  sold  at  prices 
ranging  from  $1.00  to  $3.00  a bottle. 


GENIUS  AND  THE  JITTERS 

All  great  works  in  the  world  are  done  by 
neurotics,  Dr.  Nolan  D.  C.  Lewis,  professor  and 
executive  officer  of  the  Department  of  Psychiatry 
of  the  College  of  Physicians  and  Surgeons, 
Columbia  University,  told  an  audience  at  the 
American  Institute,  60  East  Forty-second  Street, 
New  York  City,  on  January  9,  as  reported  in  the 
New  York  Herald-Tribune.  Normal  persons, 
those  of  exemplary  conduct  in  every  respect,  he 
said,  remain  mediocrities. 

“I’m  not  interested  in  normal  people,”  Dr. 
Lewis  said,  and  then  he  related  experiences  with 
some  famous  neurotics  who  wanted  to  be  cured  of 
their  neuroses  but  retain  their  genius. 

“A  very  famous  woman  novelist  came  to  con- 
sult me  not  long  ago  about  her  neurosis,”  related 
Dr.  Lewis.  “I  recognized  her  trouble  and  I told 
her  I could  cure  her  but  that  she  would  no  longer 
write  novels  if  I did.  She,  of  course,  desired 
treatment,  but  I decided  that  it  would  be  a pity 
to  destroy  a fine  novelist  and  so  I refused  to  cure 
her,  and  she  is  continuing  to  write  fine  novels. 
If  I had  cured  her,  all  the  mystery  that  she  puts 


into  her  novel-writing  would  have  been  de- 
stroyed.” 

Dr.  Lewis  then  told  of  his  experience  with  a 
famous  pianist.  “He  came  to  me  and  asked  to 
be  treated  for  his  trouble.  I warned  him  that  I 
could  cure  him,  but  that  he  might  never  play  the 
piano  again.  He  begged  me  to  go  ahead  and 
cure  him.  Well,  I have  cured  him,  but  he  is  no 
longer  a great  artist  of  the  piano.  He  is  now  a 
fine  mathematician.” 

Dr.  Lewis  related  a final  instance  of  a well- 
known  magazine  illustrator  who  sought  treat- 
ment for  his  neurotic  difficulties.  This  painter 
was  also  cured  of  his  neurosis,  the  physician  said, 
but  he  lost  his  fine  artistry  with  the  brush  and 
has  now  become  one  of  the  city’s  best  known 
photographers. 

“It  is  true,”  concluded  Dr.  Lewis  in  reply  to  a 
question,  “that  we  know  that  neuroses  produce 
works  of  genius,  but  we  do  not  yet  know  how  to 
produce  these  neuroses  artificially,  nor  how  to 
direct  them  and  so  create  geniuses  or  works  of 
genius.” 


CAMP  SANITATION 


C.  A.  Holmquist,  Albany,  New  York 

( Director , Division  of  Sanitation,  New  York  State  Department  of  Health ) 


The  supervision  over  camps,  although 
relatively  new,  is  one  of  the  major 
public  health  problems  confronting  state 
health  departments  today.  The  im- 
portance of  the  problem  is  indicated  by 
the  fact  that  in  New  York  State  alone 
there  are  approximately  3,000  camps  oc- 
cupied by  from  2,000,000  to  3,000,000 
persons  a year  and  that  a number  of  out- 
breaks of  preventable  disease  occur  in 
these  camps  each  year. 

New  York  was  one  of  the  first  states 
to  assume  control  over  the  sanitary  con- 
dition of  camps  when  in  1914  the  newly 
established  Public  Health  Council  en- 
acted Chapter  V of  the  State  Sanitary 
Code  governing  labor  camps,  there  hav- 
ing been  a number  of  outbreaks  of  water- 
borne disease  attributed  to  the  pollution 
of  water  supplies  derived  from  water- 
sheds occupied  by  such  camps.  At  that 
time  there  were  relatively  few  organized 
summer  camps  in  the  state  and  their 
supervision  was  not  yet  considered  a 
serious  problem.  Consequently,  Chapter 
V of  the  Sanitary  Code  was  drawn  up 
primarily  to  protect  the  public  from 
unsanitary  conditions  arising  from  the 
operation  of  labor  camps.  This  code 
prohibited  any  person  from  establishing 
or  operating  a labor  camp  without  a per- 
mit from  the  local  health  officer  and  con- 
tained few  regulations  except  those  relat- 
ing to  the  control  of  communicable  dis- 
eases and  the  minimum  distances  which 
buildings  of  labor  camps  and  more  par- 
ticularly sources  of  pollution  may  be 
maintained  from  lakes,  ponds,  streams, 
and  sources  of  public  water  supply. 

The  urge  to  live  outdoors  and  the 
rapid  growth  in  automobile  transporta- 
tion enabling  people  to  penetrate  to  the 
remotest  parts  of  the  country  led  to  the 
establishment  of  numerous  organized 


summer  camps  for  both  children  and 
adults  and  more  recently  the  so-called 
“tourist”  camps.  Such  organizations  as 
the  Boy  Scouts,  Girl  Scouts,  Y.M.C.A., 
Y.W.C.A.,  realizing  the  advantage  from 
the  standpoint  of  health,  recreation,  and 
character  building  of  having  children 
and  young  people  live  in  the  open  under 
trained  leadership  for  various  lengths  of 
time  during  the  summer  months  es- 
tablished many  summer  camps  through- 
out the  country. 

The  inspection  by  this  Department  of 
some  of  the  first  summer  camps  es- 
tablished indicated  the  urgent  need  for 
the  supervision  over  the  sanitary  condi- 
tions not  only  of  labor  camps  but  also  of 
summer  camps.  Consequently,  the  Pub- 
lic Health  Council  on  May  15,  1924,  so 
amended  Chapter  V of  the  Sanitary 
Code  as  to  apply  to  any  camp  or  tract  of 
land  on  which  ten  or  more  persons  may 
camp,  either  free  of  charge  or  by  the  pay- 
ment of  a fee.  In  1932  and  again  in 
1935  the  Sanitary  Code  relating  to  camps 
was  so  amended  as  to  protect  more  ade- 
quately not  only  the  public  but  more 
particularly  the  health  of  the  campers. 

In  the  last  revision  a camp  was  de- 
fined “to  mean  one  or  more  temporary 
or  permanent  tents,  buildings  or  struc- 
tures, together  with  a tract  of  land  per- 
taining thereto,  established  or  maintained 
as  living  quarters  for  temporary  oc- 
cupancy by  ten  or  more  persons,  includ- 
ing children,  either  free  of  charge  or  by 
the  payment  of  a fee.”  This  definition 
was  designed  to  cover  not  only  labor  and 
summer  camps  but  also  most  house- 
trailer  camps  and  tourist  camps  having 
five  or  more  cabins,  assuming  that  each 
cabin  could  be  occupied  by  two  persons. 

Our  investigation  of  many  of  the  sum- 
mer camps  established  before  the  camp 
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code  was  enacted  showed  that  there  was 
gross  ignorance  on  the  part  of  the  owners 
of  even  the  most  elementary  principles 
of  camp  sanitation.  Some  camps  were 
located  on  low,  flat  ground,  adjacent  to 
mosquito-breeding  swamps  where  proper 
drainage  could  not  be  provided.  Little 
thought  seemed  to  have  been  given  in 
many  instances  to  selecting  sites  with 
suitable  exposure  and  the  existence  of 
trees.  Some  were  located  where  no 
trees  were  available  for  shade  and  others 
in  woods  so  dense  as  to  almost  entirely 
shut  out  the  sunlight  and  prevent  the 
free  movement  of  air. 

The  most  serious  defects,  however, 
were  those  relating  to  water  supplies  in 
the  camps.  Wells  from  which  the  camp 
water  supplies  were  obtained  were  found 
to  be  located  often  in  close  proximity  to 
cesspools  and  privies  and  in  some  cases 
the  overflow  from  cesspools  and  septic 
tanks  was  discharged  into  lakes,  ponds, 
and  other  bodies  of  water  close  to  in- 
takes of  camp  water  supplies  or  adjacent 
bathing  beaches. 

It  was  not  surprising  that  such  condi- 
tions should  exist  in  camps  established 
before  the  Sanitary  Code  was  enacted 
for  the  guidance  of  camp  owners.  Most 
camps  are  operated  and  occupied  by 
persons  residing  in  municipalities  pro- 
vided with  public  water  supplies  and 
sewerage  and  sewage- disposal  systems 
under  competent  control.  The  average 
citizen  in  cities  pays  little  or  no  attention 
to  such  conveniences  but  takes  them  for 
granted. 

As  indicated  above  the  selection  of  a 
site  that  will  best  meet  the  sanitary  and 
health  requirements  is  of  prime  impor- 
tance. Careful  consideration  should  be 
given  to  natural  drainage,  proper  amount 
of  shade,  suitable  exposure,  sufficient 
area  to  provide  desirable  isolation,  and 
adequate  facilities  for  satisfactory  water 
supply  and  sewage  disposal. 

To  find  camp  sites  that  will  meet  all 
of  the  above  desirable  requirements  is  no 
easy  matter  and  since  the  limited  funds 
available,  especially  to  charitable  organi- 
zations, often  prevent  the  securing  of 
desirable  sites,  it  becomes  necessary  to 


make  the  most  of  such  sites  as  it  may  be 
possible  to  secure.  If,  however,  all  of 
the  regulations  of  the  Sanitary  Code  are 
complied  with  not  only  in  the  construc- 
tion but  also  in  equipment,  personnel, 
and  operation,  most  camps  can  be  so 
maintained  as  to  protect  the  health, 
safety,  and  welfare  of  the  campers. 

The  present  code  relating  to  camps 
contains  forty  regulations  which  cover 
in  considerable  detail  such  matters  as 
cleanliness,  sleeping  quarters,  ventilation 
and  fly  proofing,  fire  protection,  protection 
of  food  supplies,  dishwashing,  kitchen 
and  dining-room  equipment,  garbage 
disposal,  camp  personnel,  special  super- 
vision of  camps  for  children,  medical 
and  nursing  care,  isolation  of  cases  of 
communicable  diseases,  water  supply, 
sewage  disposal,  privies,  swimming  pools, 
bathing  beaches,  etc.  Owing  to  the 
limited  time  available  for  the  presenta- 
tion of  this  comprehensive  subject  it  will 
be  possible  to  cover  briefly  only  the  more 
important  requirements  directly  affect- 
ing the  health  of  the  campers,  namely, 
water  supply,  sewage  disposal,  medical 
and  nursing  care,  milk,  and  overcrowding 
in  sleeping  quarters. 

A large  part  of  the  code  is  devoted  to 
water  supply,  sewage,  and  waste  dis- 
posal and  rightly  so,  inasmuch  as  defects 
in  these  facilities  and  the  use  of  raw  milk 
have  been  the  major  causes  of  outbreaks 
of  disease  in  camps.  Unless  the  soil  of  a 
camp  site  is  of  a suitable  porous  nature 
the  providing  of  a water  supply  of  safe 
sanitary  quality  and  adequate  quantity 
and  a satisfactory  system  of  sewage  dis- 
posal becomes  a very  difficult  engineer- 
ing problem.  In  fact  it  usually  offers 
more  difficulties  than  providing  these 
facilities  for  a municipality.  A city 
or  village  generally  has  sufficient  funds 
to  enable  it  to  go  a considerable  distance 
to  secure  adequate  supply  of  water  and, 
if  necessary,  to  install  and  operate  ade- 
quate and  efficient  water-purification 
plants.  Municipal  sewer  systems  can 
be  installed  and  the  sewage  conveyed  to 
isolated  points  for  treatment  and  dis- 
posal. In  the  case  of  camps,  however, 
the  funds  available  are  limited  and  it  is 
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generally  necessary  to  secure  a water 
supply  and  dispose  of  the  sewage  on  rela- 
tively small  camp  sites. 

The  safest  source  of  water  for  a camp 
is  the  well  or  spring  so  located,  con- 
structed, and  protected  as  to  prevent 
wastes  produced  on  the  premises  or  from 
adjacent  areas  gaining  access  to  the 
supply.  Water  supplies  from  surface 
sources  such  as  streams,  lakes,  or  ponds 
should  be  used  only  if  an  adequate  supply 
of  satisfactory  sanitary  quality  cannot  be 
obtained  from  ground  water  sources. 

Surface  supplies  are  almost  invariably 
subject  to  willful  or  accidental  pollution 
and  cannot  be  considered  safe  for  human 
consumption  without  effective  filtration 
or  chlorination,  or  both.  Such  purifica- 
tion or  treatment  processes  are  relatively 
costly  to  install  and  maintain,  and  to  be 
dependable  should  be  operated  under 
trained  and  competent  supervision  which 
is  rarely  available  at  camps.  Under  no 
condition  should  a water  supply  for  a 
camp  be  derived  from  a stream  or  other 
body  of  water  into  which  untreated 
sewage  or  even  treated  sewage  effluent 
is  discharged,  inasmuch  as  the  interrup- 
tion of  the  chlorination  of  such  a supply 
is  liable  to  cause  an  outbreak  of  water- 
borne disease. 

Too  much  emphasis  cannot  be  placed 
upon  the  safe  disposal  of  sewage  and  hu- 
man excreta.  The  Sanitary  Code  pro- 
vides that  “no  privy  shall  be  located  less 
than  100  feet  from  any  kitchen,  dining 
room,  or  other  place  where  food  is  pre- 
pared or  served,”  and  that  “no  leaching 
privies,  cesspools,  subsurface  tile  drains, 
sand  filters,  or  other  units  of  sewage 
treatment  works  which  are  not  water- 
tight should  be  located  on  the  direct  line 
of  drainage  to  nor  closer  than  200  feet 
from  wells,  springs,  ponds,  reservoirs, 
or  streams  used  as  sources  of  water  supply 
for  a camp,  etc.” 

Another  section  of  the  code  provides, 
however,  that  a privy  if  not  located  on  a 
direct  line  of  drainage  may  be  as  close  as 
100  feet  from  the  source  of  the  camp 
water  supply,  but  that  a privy  when  lo- 
cated between  100  to  200  feet  from  such 
source  of  supply  shall  be  so  constructed 


as  to  provide  watertight  receptacles  for 
the  storage  of  excreta. 

Unless  the  soil  of  the  camp  is  of  a suit- 
able porous  nature  and  the  site  sufficiently 
large  to  provide  for  subsurface  methods 
of  sewage  disposal,  the  installation  of 
water  closets  and  water-carriage  systems 
of  sewage  disposal  are  discouraged  and 
sanitary  privies  recommended.  Water- 
carriage  systems  are  costly  to  construct 
and  require  constant,  intelligent  opera- 
tion in  order  to  prevent  the  creation  of 
objectionable  conditions  through  over- 
flows or  the  pollution  of  bodies  of  water 
which  may  be  used  as  sources  of  supply 
or  for  bathing.  If  such  systems  are 
provided  they  should  be  designed  and 
installed  by  experienced  engineers. 

Another  very  important  regulation  of 
the  code  is  that  relating  to  medical  and 
nursing  care.  Regulation  33  of  the  code 
stipulates  that  “there  shall  be  adequate 
medical  and  nursing  supervision  and 
care  at  or  available  to  all  camps.”  Some 
camp  owners  believed  that  they  com- 
plied with  this  provision  of  the  code  if 
they  employed  a so-called  “practical” 
nurse  and  an  undergraduate  medical 
student.  In  order  to  clarify  this  situa- 
tion, the  State  Commissioner  of  Health 
last  year  appointed  a committee  consist- 
ing of  District  State  Health  Officers  and 
members  of  the  staff  in  the  Central  Office 
to  study  and  report  on  this  problem. 
The  report  of  this  committee,  submitted 
on  June  27,  1938,  contains  the  following 
statement  which  is  considered  a reason- 
able interpretation  of  the  minimum  re- 
quirements necessary  to  comply  with 
Regulation  33  of  Chapter  VII  of  the 
Sanitary  Code. 

1.  At  all  camps  there  shall  be: 

(a)  A definite  arrangement  by  the  camp 
management  with  a licensed  physician  to  be  on 
call  at  all  times  for  medical  service  and  to  super- 
vise all  first-aid  and  nursing  service  in  the  camp. 

(b)  Someone,  either  the  camp  manager  or  an 
employee,  in  the  camp  at  all  times,  who  is 
especially  trained  in  first-aid  service,  such  train- 
ing to  be  that  given  by  the  American  Red  Cross 
in  the  “Advanced”  course  in  first  aid  or  its 
equivalent. 

(c)  Standing  orders  issued  by  the  physician 
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to  the  person  responsible  for  first-aid  service  to 
be  followed  in  the  absence  of  the  physician. 

(d)  A telephone  in  camp  or  available  within 
10  minutes  travel  time  from  camp. 

(e)  A first-aid  cabinet  which  shall  be  kept  at 
all  times  fully  equipped.  A stretcher  kept  near 
the  above  cabinet.  A first-aid  bag  which  shall 
also  be  kept  fully  equipped  and  available  for 
emergencies  distant  from  the  cabinet. 

(f)  Definite  arrangements  to  provide  for  any 
needed  isolation  facilities. 

2.  At  all  camps  operated  to  care  for  children 
not  physically  normal  or  at  which  the  total 
number  of  persons,  including  campers,  employees, 
and  administrators,  is  at  any  time  greater  than 
75,  there  shall  be  employed  a resident  registered 
nurse. 

3.  At  all  camps  at  which  the  total  number  of 
persons,  including  campers,  employees,  and  ad- 
ministrators is  never  at  any  time  greater  than  75, 
there  shall  be  definite  arrangements  to  provide 
for  the  employment  of  a registered  nurse  in 
camp  whenever  such  employment  shall  be  ad- 
vised by  the  physician,  and  when  he  so  advises 
a registered  nurse  shall  be  employed. 

If  the  total  number  of  persons  ordi- 
narily approximates  75,  the  camp  manage- 
ment should  be  encouraged  and  urged 
to  meet  the  standards  indicated  in  para- 
graph 2. 

At  camps  where  there  is  a resident 
physician,  requirements  1 (b),  1 (c),  1 (d), 
and  2 need  not  be  required,  but  require- 
ment 3 shall  apply  to  all  camps  where 
there  is  a resident  physician. 

The  “definite  arrangement”  above  re- 
ferred to,  shall  be  described  in  detail 
in  writing  by  the  camp  manager  and 
available  for  the  guidance  of  the  person 
in  charge  in  the  absence  of  the  manager. 
“Definite  arrangements”  for  personal 
service  should  preferably  be  written  con- 
tracts and  in  detail  as  to  authority  and 
responsibility  of  both  parties. 

Regulation  15  of  the  Sanitary  Code  re- 
lating to  camps  provides  that  “only 
milk  and  cream  secured  from  a dealer 
holding  a permit  under  Chapter  III  of 
the  Sanitary  Code  shall  be  used  at  a 
camp.”  Milk  permits  are  issued  by 
local  health  officers  to  milk  dealers  only 
if  the  production  and  handling  of  the 
milk  and  cream  meet  the  requirements  of 
the  code.  It  is  invariably  recommended 


that  only  pasteurized  milk,  preferably 
in  bottles,  be  used  at  camps.  Large 
milk  dealers  are  now  able  to  deliver  pas- 
teurized milk  to  camps  located  in  the 
remotest  parts  of  the  state  so  that  there 
is  no  valid  reason  why  most  camps  should 
not  be  provided  with  safe  pasteurized 
milk.  Raw  milk,  no  matter  how  care- 
fully it  is  produced  and  handled  cannot 
be  considered  as  safe  as  pasteurized 
milk.  Of  the  large  number  of  milkborne 
epidemics  that  have  occurred  in  this 
state  during  the  past  twenty  years  no 
epidemic  has  been  definitely  traced  to 
the  use  of  properly  pasteurized  milk. 

Another  condition  that  should  be 
avoided  is  the  overcrowding  in  sleeping 
quarters.  Regulation  12  requires  that 
“A  separate  bed  or  other  sleeping  place 
shall  be  provided  for  each  person  cared 
for.  Such  beds  or  sleeping  places  shall 
be  separated  by  a distance  of  at  least 
two  feet.  Dormitories,  rooms,  or  tents 
used  for  sleeping  quarters  shall  have  not 
less  than  thirty  (30)  square  feet  of  floor 
area  for  each  occupant  and  shall  be  prop- 
erly ventilated.”  (This  regulation  does 
not  apply  to  cabins  of  tourist  camps.) 
In  order  to  provide  additional  protec- 
tion in  camps  occupied  by  children  we 
recommend  head  to  foot  arrangement  of 
sleeping  cots  whenever  sleeping  quarters 
are  restricted.  Conscientious  carrying 
out  of  this  regulation  and  head  to  foot 
sleeping  arrangement  should  minimize 
the  danger  of  spreading  respiratory  dis- 
eases among  the  campers. 

As  indicated  above,  the  Sanitary  Code 
places  the  supervision  over  the  sanitary 
condition  of  camps  almost  entirely  under 
the  jurisdiction  of  the  local  health  officers. 
It  provides  that  “No  corporation,  as- 
sociation, or  person  shall  establish  or  con- 
struct, or  shall  maintain  any  camp  to  be 
occupied  by  ten  or  more  persons  without 
a permit  from  the  local  health  officer” 
and  that  application  “for  such  permit 
shall  be  made  in  duplicate  to  the  local 
health  officer  at  least  fifteen  days  before 
the  opening  of  the  camp  on  a form  pre- 
scribed by  the  State  Commissioner  of 
Health.”  It  also  provides  that  “if  the 
local  health  officer  is  satisfied  after  in- 
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spection  that  the  existing  or  proposed 
camp  will  not  be  a source  of  danger  to 
the  health  of  its  occupants  or  to  others 
and  that  it  conforms  to  the  requirements 
of  the  chapter  (now  known  as  Chapter 
VII  of  the  Sanitary  Code),  he  shall  issue 
the  necessary  permit  in  writing.”  It 
provides  further  that  the  permit  shall  ex- 
pire on  December  31  following  the  day 
of  issuance,  and  “that  it  may  be  revoked 
for  cause  either  by  the  local  health  officer 
or  by  the  State  Commissioner  of  Health 
after  a hearing.” 

The  placing  on  the  local  health  officers 
of  the  responsibility  for  the  inspection  of 
camps  and  the  issuance  of  permits  yearly 
has  advantages  as  well  as  disadvantages. 
If  the  above  provisions  of  the  Sanitary 
Code  could  be  complied  with,  the  3,000 
camps  in  the  state  would  be  inspected  at 
least  once  each  year  and  steps  could  be 
taken  to  see  that  the  provisions  of  the 
code  would  be  met  before  the  issuance  of 
a permit  to  each  particular  camp.  Many 
health  officers,  however,  find  it  impossible 
to  inspect  all  of  the  camps  in  their  dis- 
tricts each  year  Most  of  the  camps  are 
concentrated  in  summer  resort  regions 
such  as  the  Catskills  and  Adirondacks 
and  are  occupied  for  only  two  or  three 
months  during  the  summer,  which  is  the 
busiest  time  for  the  health  officers,  who 
naturally  must  give  their  private  prac- 
tice the  right  of  way.  Camp  inspection 
is  time  consuming.  It  requires  about  a 
day  to  make  a thorough  original  inspec- 
tion of  a large  camp  and  perform  the 
necessary  office  work  in  connection  with 
the  preparation  of  the  report  and  the 
issuance  of  a permit.  In  some  areas 
there  are  so  many  camps  that  it  would  re- 
quire the  entire  time  of  the  health  officer 
during  the  summer  months  to  make  the 
necessary  inspections  and  issue  permits 
which,  of  course,  could  not  be  expected 
especially  from  part-time  health  officers. 
The  result  has  been  that  a large  number 
of  permits  have  been  issued  to  camps  by 
health  officers  without  inspection,  and  in 
many  instances  camps  have  been  oper- 
ated without  permits. 

As  might  be  expected  this  lack  of  ade- 
quate supervision  over  camps  has  re- 


sulted in  the  occurrence  of  a number  of 
preventable  outbreaks  of  disease.  The 
majority  of  these  outbreaks  have  been 
classed  as  gastroenteritis.  Although  the 
average  number  of  cases  per  outbreak 
has  been  low,  several  have  involved 
fifty  or  more  cases.  Fortunately  the 
deaths  have  been  very  few. 

In  order  to  correct  this  condition  and 
assist  the  health  officers  to  more  ade- 
quately supervise  camps  the  Bureau  of 
Camp  Sanitation  was  established  in  the 
Division  of  Sanitation  of  the  Department 
in  1935  with  a well-qualified  and  ex- 
perienced sanitary  engineer  in  charge, 
and  in  1937  it  was  possible  through  Social 
Security  funds  to  employ  8 junior  sani- 
tary engineers  for  camp  inspection.  Be- 
fore that  time  the  inspection  service 
provided  by  the  engineers  of  the  De- 
partment was  limited  to  problems  of  an 
engineering  nature  when  called  upon  for 
assistance  by  the  health  officers  or  camp 
authorities  and  to  inspections  by  our 
field  forces  of  organized  children’s  camps, 
of  which  there  are  approximately  800 
in  this  state. 

The  inspection  by  the  junior  engineers 
supplemented  by  our  19  district  and  as- 
sistant district  engineers  has  resulted  in 
marked  improvements  in  the  sanitary 
conditions  of  camps  and  has  relieved 
health  officers  to  some  extent  of  the  bur- 
den of  camp  inspections,  although  they 
continue  in  all  cases  to  issue  permits  for 
the  operation  of  camps  as  required  by  the 
Sanitary  Code.  Reports  setting  forth 
the  results  of  the  inspection  by  our  engi- 
neers and  making  recommendations  for 
needed  improvements  are  sent  to  the 
camp  authorities  and  to  the  local  health 
officers  for  their  information  and  guid- 
ance in  issuing  permits. 

Funds  for  the  employment  of  additional 
engineers  for  camp  inspection  were  ap- 
propriated by  the  legislature  [1939],  thus 
making  it  possible  for  us  to  exercise 
much  closer  supervision  over  camps 
and  prevent  the  occurrence  of  pre- 
ventable outbreaks  of  disease  due  to 
overcrowding,  unsafe  water  and  milk 
supplies,  and  other  unsatisfactory  con- 
ditions. It  is  hoped  that  the  Depart- 
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ment  ultimately  will  be  able  to  take  over 
entirely  the  supervision  of  camps,  in- 
cluding camp  inspections  and  the  issu- 
ance of  permits  and  relieve  local  health 
officers  of  this  responsibility.  It  is  our 
aim  to  have  all  camps  in  this  state  so 


constructed  and  operated  that  the  oc- 
cupants will  have  the  same  health  and 
safety  protection  they  receive  at  home  so 
that  parents  may  send  their  children  to 
summer  camps  confident  that  they  will 
return  home  healthy  and  happy. 


WANTED— A DOCTOR 

How  does  one  go  about  the  business  of  finding 
a good  doctor?  asks  the  Detroit  Medical  News. 
Does  he  go  down  the  street  with  a lantern  like 
Diogenes  and  look  for  an  honest  face  or  an  ap- 
pealing name?  Or,  as  one  wag  puts  it,  does  he 
simply  spot  the  nearest  office,  inquire: — “Doctor 
(Doc),  next  to  yourself  who  is  the  best  stomach, 
heart,  kidney,  and  liver  specialist  hereabout?” 
and  go  there. 

As  a matter  of  fact,  we  are  assured,  possibly 
with  a little  more  finesse,  that  is  often  the  way 
it  is  done  unless  the  physician  first  consulted  has 
the  wit  to  declare  that  by  virtue  of  being  the  best 
he  is  also  the  next  best  in  his  field. 

Mostly,  however,  the  seeker  of  medical  care 
does  neither  of  these  things.  When  the  average 
citizen  is  concerned  about  his  health  he  turns  to 
his  neighbor.  The  neighbor  recommends  a doc- 
tor toward  whom,  for  a variety  of  reasons,  he 
feels  grateful.  The  doctor  once  upon  a time  may 
have  accepted  a sack  of  turnips  for  his  fee  when 
the  “missus”  was  not  doing  very  well  or  he  may 
have  arrived  in  the  nick  of  time  to  push  a peach 
pit  down  the  gullet  of  junior  when  that  worthy 
was  turning  all  the  colors  of  the  rainbow  and  it 
seemed  he  surely  must  die.  The  point  is,  and 
let  us  make  it  clear,  the  grateful  patient  is  the 
publicity  agent  par  excellence  of  all  doctors,  and 
as  his  breed  multiplies  the  physician’s  practice 
multiplies. 

Who  then  is  a good  doctor?  He  must  first  of 
all  be  a safe  doctor.  The  state  laws  are  very 
stringent  about  the  qualifications  of  the  person 
who  may  be  called  to  attend  a sick  horse,  a cow, 
or  a swine.  He  must  be  a doctor  of  veterinary 
medicine  and  be  familiar  with  the  anatomy,  the 
physiology,  and  the  pathology  of  the  animal  he 
is  called  to  treat. 

The  person  called  to  attend  a human  being 
who  may  be  sick  unto  death  need  not  be  so  quali- 
fied. Although  doctors  of  medicine  are  rigidly 
examined  by  the  state  in  these  fundamentals,  a 
horde  of  other  persons  who  may  be  gloriously  ig- 
norant of  the  anatomy,  physiology,  or  pathology 
of  humankind  are  also  licensed  and  given  the 
privilege  of  treating  the  sick  according  to  their 
own  conceits. 

Unless  then  you  be  a cow,  a sheep,  or  a pig,  the 
seal  of  a great  state  upon  the  registration  certifi- 
cate of  the  person  who  has  been  asked  to  protect 
your  life  and  your  health  is  not  a guarantee  that 
he  is  a doctor  of  medicine  or  that  he  have  even 
the  elementary  qualifications  to  perform  the  serv- 
ice you  ask  of  him.  The  basic  science  law  now 
effective  in  some  states  may  in  the  future  partly 
correct  this  abuse,  but  today  that  is  how  it 
stands. 


What  are  the  qualities  of  a good  M.D.?  The 
wise  and  very  human  Thayer  of  Johns  Hopkins 
held  that  the  best  physicians  came  from  the 
middle  thirds  of  their  classes.  The  brilliant 
minds  of  the  upper  crust  are  too  often  detached 
from  the  common  problems  of  life,  their  vision  is 
too  often  telescopic  so  that  they  do  not  see  what 
is  beneath  their  very  noses  and  they  often  have 
the  air  of  never  quite  knowing  what  life  is  all 
about. 

Einstein  has  said  that  the  penalty  of  reading 
too  much  is  to  think  too  little  so  that  the  boys 
who  know  all  the  answers  are  often  quite  helpless 
when  they  are  away  from  their  books  and  are 
faced  with  new  and  trying  situations.  Sophisti- 
cation is  probably  the  greatest  asset  of  the  prac- 
ticing physician,  and  he,  who  has  freely  asso- 
ciated with  a wide  variety  of  men,  is  already  half 
a physician. 

So  when  you  go  into  a doctor’s  office  and  there 
is  kitchen  linoleum  on  the  floor,  oil  cloth  on  the 
tables,  mission  furniture,  ‘ ‘ Dewey  at  Manila  Bay’  ’ 
or  “The  Baptism  of  Pocohontas”  adorning  the 
walls,  do  not  lift  up  your  skirts.  You  are  in  the 
great  working  world,  the  world  of  the  plain 
people.  These  are  like  the  walls  of  home  to  the 
patient.  The  chances  are  that  in  96  per  cent  of 
the  cases  no  Osier,  no  Weir-Mitchell,  no  John 
B.  Murphy  could  serve  these  plain  people  any 
better  than  the  physician  who  is  a resident 
there. 

Let  it  be  known  that  the  requirements  for  en- 
trance into  the  medical  schools  of  America  and 
for  graduation  as  an  M.D.  are  as  rigid  as  at  a 
West  Point  or  Annapolis,  that  eight  years  are  re- 
quired for  the  attainment  of  the  M.D.  degree 
against  the  four  years  required  to  become  an 
officer  in  the  military  service  of  the  United 
States. 

And  finally  there  is  the  never  ending  program 
of  postgraduate  work  that  must  be  zealously 
pursued  to  keep  abreast  of  the  rapid  advances  in 
medical  practice. 

Let  it  be  known  that  the  modern  doctor  of 
medicine  should  therefore  be  a safe  counselor 
wherever  he  be  found.  If  when  you  consult 
him  he  takes  a good  history,  asks  you  to  remove 
your  clothes,  and  carefully  examines  you  however 
trifling  your  complaint,  and  if  in  addition  he  is 
well-met,  can  at  all  times  be  reached  when  you 
need  him,  you  have  found  a good  doctor. 

Wanted,  a doctor!  Let  it  be  known  that  your 
county  medical  society  is  at  all  times  willing  to 
give  the  names  of  neighborhood  physicians.  It 
will  also,  upon  request,  give  the  details  of  the 
training,  the  experience,  and  the  special  interests 
of  the  doctor  chosen. 


THE  USE  OF  SULFANILAMIDE  IN  THE  TREATMENT 
OF  HEMOLYTIC  STREPTOCOCCIC  EMPYEMA 

Leon  J.  Leahy,  M.D.,  Buffalo,  New  York 

( From  the  Department  of  Surgery,  University  of  Buffalo  School  of  Medicine) 


although  the  literature  on  the  vari- 
ous  aspects  of  sulfanilamide  has 
been  extensive,  it  is  our  opinion  that  its 
use  in  cases  of  hemolytic  streptococcic 
empyema  has  not  been  settled.  In  re- 
viewing the  papers  that  have  been  writ- 
ten on  this  subject  the  impression  was 
gained  that  there  was  considerable  differ- 
ence of  opinion,  not  only  as  to  the  value 
of  the  drug  in  treating  this  condition 
but  also  as  to  the  mode  of  administra- 
tion. We  wish  to  report  a series  of  7 
consecutive  cases  in  each  of  which  sulfa- 
nilamide was  administered.  In  some 
of  our  cases  drainage  was  instituted  in 
conjunction  with  the  use  of  the  drug,  in 
others,  with  the  exception  of  diagnostic 
aspiration,  no  type  of  drainage  was  em- 
ployed. 

Gay  and  Clarke,  in  experimental 
studies  on  rabbits,  injected  broth  cul- 
tures of  hemolytic  streptococcus  directly 
into  the  pleural  cavity.  These  were  of  a 
fixed  virulence  and  usually  killed  the 
animals  in  four  to  six  days.  The  rabbits 
were  fortified  with  sulfanilamide  in  rela- 
tively large  amounts  a few  hours  before 
the  intrapleural  infection  with  1,000  to 
2,000  M.L.D.  The  drug  was  continued 
for  at  least  seven  doses  during  the  first 
two  days,  and  an  otherwise  fatal  em- 
pyema was  aborted.  The  necessary  dose 
was  three  daily  subcutaneous  injections, 
20  cc.  each  of  a 2 per  cent  solution  of  the 
sulfanilamide  crystals.  These  were  dis- 
solved in  boiling  water,  then  cooled  to 
body  temperature.  This  constituted  a 
total  of  almost  3 Gm.  and  effected  com- 
plete protection  against  the  streptococcus 
infection.  It  was  noted  by  these  authors 
that  they  were  dealing  with  a preventa- 
tive action  and  not  with  a true  curative 
effect  of  the  drug.  In  one  rabbit  in 


which  treatment  was  instituted  twenty- 
four  hours  after  the  intrapleural  infec- 
tion, the  animal  survived  for  eleven  days 
in  contrast  to  the  controls  who  uniformly 
died  from  four  to  six  days.  In  a second 
rabbit,  treatment  was  started  forty- 
eight  hours  after  the  infection  and  death 
occurred  on  the  fifth  day  similar  to  the 
controls.  In  further  studies  both  con- 
trols and  treated  animals  were  sacrificed 
or  died  at  various  stages  of  the  disease. 
In  an  untreated  rabbit,  killed  in  twelve 
hours,  the  increase  of  cocci  was  6,500 
times  in  twelve  hours,  whereas,  in  the 
treated  animal  this  was  only  10  times. 
This  discrepancy  became  greater  up  to 
seventy- two  hours,  when  the  cultures  were 
completely  sterile  in  fully  treated  animals. 
The  contrast  between  the  amount  of 
exudate  was  also  very  apparent,  being 
markedly  increased  from  twenty-four 
hours  onward  to  the  time  of  death  in  the 
control  animals,  and  in  only  one  of  the 
treated  animals  was  any  appreciable 
amount  of  fluid  present  in  the  pleural 
cavity.  In  conclusion  it  is  stated : “Sulfa- 
nilamide prevents  the  evolution  of  an 
invariably  fatal  streptococcic  empyema 
in  rabbits  when  it  was  given  repeatedly 
and  in  sufficient  doses  subcutaneously.” 

Tiling  mentions  the  use  of  5 cc.  of  a 
2V2  per  cent  prontosil  solution  adminis- 
tered intrapleurally  every  two  to  three 
days  combined  with  the  removal  of  the 
empyema  fluid  (although  it  is  not  stated, 
I assume  that  this  removal  was  accom- 
plished by  aspiration)  and  he  reports  cures 
in  from  seven  to  twenty- two  days  by 
this  method.  The  number  of  cases  is  not 
noted  in  this  article. 

Klahn  treated  several  cases  of  mixed 
tuberculous  and  streptococcic  empyema 
with  excellent  results,  by  the  intrapleural 
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use  of  5 cc.  of  a 2V2  per  cent  solution  of 
prontosil.  He  also  cites  a case  of  spon- 
taneous pneumothorax  following  a pneu- 
molysis with  a mixed  hemolytic  strepto- 
coccic and  pneumococcic  infection  in 
the  pleural  cavity  that  responded  readily 
to  the  intrapleural  use  of  the  drug  with  a 
fall  of  the  temperature  to  normal  in  five 
days. 

Further  observations  in  favor  of  this 
method  are  made  by  Brown  in  a report 
of  2 cases  of  hemolytic  streptococcic 
empyema.  The  first  patient  was  given 
prontylin  tablets  by  mouth  with  ap- 
parently no  effect  on  the  pleural  exudate  ; 
however,  the  culture  became  sterile 
after  the  injection  of  5 cc.  of  prontosil 
solution  into  the  pleural  cavity.  The 
strength  of  this  is  not  noted.  Repeated 
aspirations  were  sterile  to  culture  and  the 
pus,  which  he  describes  as  very  thick, 
became  thinner,  completely  disappeared, 
and  the  lung  re-expanded.  In  the  second 
case  a similar  condition  existed,  namely, 
a collection  of  thick  creamy  pus  in  the 
pleural  cavity,  which  yielded  a pure  cul- 
ture of  hemolytic  streptococcus.  Follow- 
ing the  injection  of  5 cc.  of  prontosil 
solution  into  the  pleural  cavity  the  pus 
became  thinner,  sterile,  and  completely 
disappeared. 

Nicholson  states,  in  an  article  dealing 
with  experimental  work  on  rabbits,  that 
the  animals  given  prontosil  solution  into 
the  pleural  cavity  in  addition  to  a broth 
culture  of  hemolytic  streptococcus  died 
earlier  than  the  animals  receiving  the 
culture  alone,  and  that  the  treated  ani- 
mals yielded  a higher  percentage  of  posi- 
tive cultures  from  the  pleural  cavity 
than  the  untreated.  When  prontosil 
solution  was  injected  into  the  virgin 
pleural  cavity,  no  gross  damage  to  the 
tissues  was  noted,  although  a reduced 
local  resistance  was  suspected  in  1 case. 
It  was  his  observation  that  the  intra- 
muscular injection  of  prontosil  gave 
better  results  than  its  injection  into  the 
pleural  cavity.  He  mentions  that  the 
only  successes  following  intrapleural  use 
of  the  drug  occur  in  clinical  reports;  the 
number  of  cases  rarely  exceed  2 or  3.  It 
is  his  observation  that  the  cases  reported 


were  those  in  which  the  first  aspiration 
yielded  thick  pus.  He  feels  that  the 
injection  of  the  drug  may  have  little  to 
do  with  the  subsequent  thinning  of  the 
exudate  and  the  disappearance  of  the 
organism,  because  the  dangerous  stage 
of  the  disease  is  then  passed,  and  suggests 
that  the  time  when  the  drug  is  most  in- 
dicated, is,  of  course,  at  the  onset  of  the 
infection  during  the  activity  of  the  pneu- 
monia in  the  formative  stage  of  the  em- 
pyema. It  is  his  impression  that  the 
oral  administration  is  more  logical  than 
the  intramuscular  or  intravenous  use, 
and  that  if  the  drug  is  introduced  into 
the  pleural  cavity  it  should  be  combined 
with  the  oral  administration.  In  sum- 
marizing, it  is  stated  that  the  15  un- 
treated animals  survived  an  average  of 
seven  and  one-half  days  each,  and  cul- 
ture of  the  pleural  fluid  was  positive  in 
53  per  cent.  Seventeen  animals  that 
were  treated  with  intrapleural  prontosil 
survived  an  average  of  five  and  seven - 
tenths  days  with  70  per  cent  positive 
pleural  cultures.  Eight  animals  treated 
with  intramuscular  prontosil  survived 
an  average  of  seven  and  eight-tenths 
days  with  37  per  cent  positive  cultures 
from  the  pleural  cavity.  In  conclusion, 
it  was  believed  that  the  treated  animals 
died  earlier  than  the  controls,  and  no 
sterility  of  the  empyema  was  produced. 
In  this  series  of  experiments  none  of  the 
animals  was  given  the  drug  before  the 
culture  was  introduced  into  the  pleural 
cavity. 

Dyke  observes  that  in  preparations 
examined  by  him  it  appeared  safer  to 
use  the  oral  route  rather  than  the  par- 
enteral injection. 

Gmelin  reports  2 cases  of  hemolytic 
streptococcic  empyema  both  of  which 
were  treated  by  prontylin,  orally.  One 
was  drained  in  addition  to  the  adminis- 
tration of  the  drug,  the  other  was  not. 
In  each  instance  there  was  a prompt  re- 
covery, one  developing  a normal  tempera- 
ture on  the  third  day,  the  other  on  the 
sixth,  both  by  lysis. 

Bohrer  reports  a case  of  hemolytic 
streptococcic  pneumonia  in  a 10- week -old 
child  that  ran  a normal  course  and  de- 
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veloped  an  empyema  with  absolutely 
no  effect  following  the  treatment  with 
prontosil  and  prontylin.  This  child  had, 
on  a recent  previous  admission,  been 
cured  of  erysipelas  with  the  use  of  pron- 
tosil. He  concludes  his  discussion  with 
an  expression  of  discouragement,  because 
after  several  cases  with  spectacular  results 
in  the  treatment  of  erysipelas,  the  drug 
was  entirely  negative  in  a group  of  5 
cases  of  hemolyzing  streptococcic  em- 
pyema. 

Bahrdt  reports  good  results  with  the 
use  of  prontosil  in  cases  of  streptococcic 
empyema.  He  does  not  report  the  num- 
ber of  cases  or  the  method  of  administra- 
tion. 

Huber  mentions  1 case  of  hemolytic 
streptococcic  empyema  in  a boy  6 years 
of  age  who  was  aspirated  frequently 
and  given  prontylin  by  mouth.  Follow- 
ing therapy  the  temperature  rapidly 
reached  normal  with  a definite  cure  and 
disappearance  of  the  purulent  exudate. 

Paffrath  reports  startling  successes  in 
a small  series  of  cases  of  metastatic  strep- 
tococcic empyema  through  the  use  of 
prontosil  solution  intramuscularly.  The 
number  of  cases  in  this  series  is  omitted. 

Coryllos  was  enthusiastic  about  its 
use  in  a series  of  5 cases  of  mixed  infec- 
tion tuberculous  empyema  in  which 
hemolytic  streptococcus  was  present. 
In  his  experience,  the  best  results  were 
obtained  by  the  combined  use  of  anti- 
streptococcic serum  with  prontosil  and 
prontylin,  and  he  notes  that  this  type  of 
treatment  is  far  more  effective  than  the 
treatment  with  either  of  the  two  alone. 
He  further  comments  that  the  empyema 
fluid  was  sterilized  in  the  course  of  four 
to  five  weeks. 

Melnotte  and  Briquel  report  7 cases 
of  hemolytic  streptococcic  empyema  that 
were  treated  with  sulfanilamide,  orally. 
They  classify  these  into  5 that  were 
treated  early  and  2 treated  late.  In  the 
first  4 cases  the  hemolytic  streptococcus 
present  in  the  pleural  fluid  at  the  first 
tap  disappeared  in  successive  taps  but 
the  drug  did  not  prevent  the  purulent 
transformation  in  Case  5,  where  pleu- 
rotomy  was  necessary.  In  each  of  these 


cases  the  patient  was  a 21-year-old  male. 
In  Cases  6 and  7 treatment  was  started 
much  later.  In  the  former  it  was  given 
on  the  forty-second  day  of  an  encysted 
purulent  pleurisy  which  yielded  hemolytic 
streptococcus  on  culture.  Treatment 
was  rubiazol,  8 tablets  daily  for  eleven 
days,  then  12  tablets  daily  for  twelve 
days;  the  total  was  136  tablets  or  34  Gm. 
The  patient  was  discharged  after  a slight 
relapse  and  apparently  drainage  was  not 
performed.  In  the  seventh  case  the 
treatment  was  started  on  the  twenty  - 
third  day  or  nine  days  after  a pleurotomy, 
which  was  done  on  the  fourteenth  day. 
In  this  instance  the  action  of  the  drug 
was  quite  definite,  the  patient  being 
cachectic  with  decubitus  and  was  in  an 
almost  hopeless  condition.  There  was 
sterile  fluid  in  the  right  pleural  cavity 
and  thick  pus  in  the  left.  On  the  four- 
teenth day  following  administration,  the 
patient  “vomited”  streptococcus  pus  and 
the  temperature  slowly  leveled  off.  Anti- 
streptococcic serum  of  Vincent  was  used 
in  combination  with  rubiazol,  and  it  was 
noted  that  the  patient  was  improved  at 
the  time  of  publication.  These  authors 
feel  that  the  use  of  the  drug  is  warranted, 
even  in  cases  that  have  had  pleurotomy, 
and  that  it  constitutes  an  important 
progress  in  the  medical  treatment  of 
streptococcic  purulent  pleurisy.  They 
feel  that,  if  it  does  not  cure  these  strepto- 
coccic empyemas,  it  at  least  improves 
conditions  under  which  surgery  may  be 
done,  or  where  suppuration  is  prolonged 
after  surgery. 

Gardner  reports  a case  of  hemolytic 
streptococcic  paracarditis  that  went  on 
to  complete  recovery  following  the  oral 
use  of  the  sulfanilamide  without  any 
type  of  drainage. 

Basman  and  Perle  report  2 cases,  first 
of  which  was  that  of  a 13-month-old 
boy  with  hemolytic  streptococcic  em- 
pyema following  a lobar  pneumonia 
eight  weeks  prior  to  admission.  He  had 
an  open  operation  with  a persistent  sinus 
and  recurring  temperature  about  five 
weeks  following  removal  of  the  tube. 
Physical  signs  and  x-ray  examination 
revealed  that  the  left  chest  was  filled  with 
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fluid  with  displacement  of  the  medias- 
tinum, and  a positive  culture  of  hemolytic 
streptococcus  was  obtained  from  the 
sinus  tract.  Sulfanilamide  was  given 
by  mouth.  At  the  end  of  the  first  day 
the  temperature  returned  to  normal  and 
remained  there.  Two  days  later  a thorac- 
otomy was  performed  and  the  child  re- 
covered. The  second  case  was  that  of  a 
1 -year-old  boy  presenting  a hemolytic 
streptococcic  empyema  following  a pneu- 
monia of  ten  days  duration.  Closed 
drainage  was  performed  and  he  was  given 
the  drug  both  intramuscularly  and  orally. 
The  temperature  gradually  subsided  for 
the  following  three  days,  but  he  again 
became  septic.  The  drug  was  increased, 
but  the  child  expired.  A bronchopneu- 
monia, bilateral  empyema,  and  anterior 
mediastinitis  were  found. 

Keefer  mentions  a fatal  case  of  he- 
molytic streptococcic  pneumonia  with 
empyema  and  bacteremia  that  was 
treated  by  sulfanilamide,  orally,  and 
open  drainage.  Cultures  from  the  em- 
pyemic  cavity  and  blood  stream  became 
negative,  but  the  patient  died  with  a 
type  XII  pneumococcus  pneumonia  and 
bacteremia. 

Hageman  cites  5 cases  of  hemolytic 
streptococcic  pneumonia,  3 of  which  had 
empyema  when  the  treatment  with  sulfa- 
nilamide was  instituted.  He  noted 
that  in  each  instance,  although  a difficult 
therapeutic  problem  occurred  through 
contraction  of  the  chest  and  thickening 
of  the  pleura,  the  severity  of  the  disease 
was  modified.  Two  of  the  3 cases  re- 
quired thoracotomy  and  all  recovered. 

Four  interesting  cases  of  infection 
within  the  chest  that  were  treated  with 
sulfanilamide  are  included  in  an  article 
on  the  subject  by  Ballon  and  Goldbloom. 
First  of  these  was  that  of  an  extremely 
sick  child  with  multiple  areas  of  strepto- 
coccic infection  and  draining  sinuses 
following  scarlet  fever.  There  was  one 
large  deep  abscess  in  the  anterior  tho- 
racic region  between  the  endothoracic 
fascia  and  the  ribs  with  a question  of 
mediastinal  effusion.  The  child  had 
several  operations  and  numerous  recog- 
nized forms  of  treatment,  but  in  spite  of 


this,  she  continued  her  downward  course. 
Prontylin  was  given  and  the  response  was 
dramatic.  The  temperature  dropped  to 
normal  within  twenty-four  hours.  The 
density  in  the  chest  cleared,  there  was  a 
gain  in  weight,  and  the  sinuses  healed. 
In  the  second  case  there  was  a left  lower 
lobar  pneumonia  with  evidence  pointing 
toward  pus  in  the  pleural  cavity,  al- 
though the  presence  of  an  unresolved 
pneumonia  was  suspected.  On  two  occa- 
sions aspirations  were  productive  of  a 
clear  type  of  fluid  which  on  culture  re- 
vealed hemolytic  streptococcus.  Although 
there  were  two  fluid  levels  on  the  x-ray 
film  with  displacement  of  the  medias- 
tinum to  the  right,  and  a septic  tempera- 
ture, a definite  pocket  of  pus  could  not 
be  located  on  repeated  needle  punctures. 
The  patient’s  condition  became  des- 
perate and  death  was  thought  to  be  im- 
minent. As  a last  resort  treatment  with 
prontosil  intramuscularly  was  started, 
improvement  was  noted  in  twenty-four 
hours,  and  the  patient  was  discharged 
from  the  hospital  seventeen  days  later 
with  a slightly  elevated  temperature. 
She  was  given  prontylin  and  within  two 
days  her  temperature  dropped  to  normal. 
Case  3 is  that  of  a boy,  6 years  old,  with 
signs  of  pneumonia  with  fluid  at  the 
left  base.  Aspiration  yielded  a blood- 
tinged,  slightly  purulent  fluid  from  the 
left  pleural  cavity  with  no  bacteriology 
noted.  Prontylin,  orally,  was  given  in 
small  doses,  one  tablet  three  times  a day. 
After  a prompt  improvement  he  became 
acutely  ill  and  prontosil  intramuscularly 
was  given,  also  two  doses  intravenously, 
with  a fall  in  temperature  and  a gradual 
improvement  in  the  physical  signs.  Sub- 
sequent thoracentesis  revealed  a dry  tap. 
An  x-ray  film  showed  thickening  of  the 
pleura  at  the  left  base  with  presence  of  ad- 
hesions. The  fourth  case  was  one  of  a 
mixed  infection  empyema  with  open 
drainage,  and  the  organisms  recovered 
were  staphylococcus  and  streptococcus. 
Prontylin  was  given  in  apparently  small 
doses,  a hemolytic  streptococcic  septi- 
cemia developed,  and  prontosil  solution, 
in  large  doses,  was  injected  intramus- 
cularly. She  also  received  prontylin, 
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orally,  at  this  time,  and  10  ce.  of  the 
solution  was  instituted  into  the  empyema 
cavity  at  each  irrigation.  The  blood 
culture  became  negative,  temperature 
dropped  to  normal,  patient  was  dis- 
charged with  a small  residual  empyema 
cavity.  They  observed  that  the  dis- 
charge from  the  empyema  was  always 
scanty  when  prontylin  or  prontosil  was 
given. 

Lester,  in  a recent  article,  reports  4 
cases  of  hemolytic  streptococcic  em- 
pyema in  children,  3 of  which  were  ade- 
quately treated  with  sulfanilamide,  pron- 
tosil, or  both,  but  in  each  instance  sur- 
gery was  necessary  to  effect  a cure,  and 
from  the  reports  it  does  not  appear  as  if 
the  course  of  the  empyema  was  altered 
in  any  way.  In  the  fourth  case  the  drug 
was  used  after  surgery,  and  it  was  ob- 
served that  this  had  the  shortest  drain- 
age time  in  the  series.  The  other  favor- 
able observations  made  by  this  author  on 
the  use  of  this  drug  in  such  cases  was 
that  all  4 recovered,  although  3 of  them 
were  very  sick  and  one  was  only  10  weeks 
old,  also  that  the  temperature  before 
operation  was  lower  than  should  ordi- 
narily be  expected.  A reference  accom- 
panying this  paper  expressed  the  opinion 
that  even  in  the  light  of  added  knowledge 
concerning  sulfanilamide  therapy,  their 
impression  about  its  application  in  em- 
pyema is  not  changed,  and  that  the  in- 
dications for  surgery  are  just  the  same  as 
they  were  before  the  drug  was  intro- 
duced. 

The  following  cases  are  reported  in  de- 
tail, so  that  the  progress  of  the  disease 
under  treatment  might  be  noted. 

The  accompanying  charts  show  the 
dosage  of  the  drug,  cultures  of  the  pleural 
fluid,  and  temperature  reactions. 

Case  Reports 

Case  1. — J.  H.,  male,  aged  51/*  years,  Buffalo 
Children’s  Hospital. 

1/11/37.  Forty-eight-hour  attack  of  German 
measles  with  transient  rash.  History  of  other 
members  of  the  family  with  similar  condition. 
Associated  cold  kept  him  in  bed  for  one  week. 

1/19/37.  Developed  a high  fever  with  ano- 
rexia and  a severe  cough. 

1/21/37.  Respirations  became  labored . 
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1/24/37.  Admitted  to  the  hospital.  Tem- 
perature 102.5  F.,  pulse  140,  respirations  40. 
Child  appeared  acutely  ill  with  labored  respira- 
tions but  no  apparent  cyanosis.  Anterior  cer- 
vical nodes  enlarged,  eardrums  slightly  in- 
jected, pharynx  and  tonsils  reddened,  signs  of 
fluid  in  the  right  chest  from  the  axilla  to  base. 
Bronchial  breathing  over  right  apex,  abdomen 
slightly  distended,  spleen  palpable.  Hemoglo- 
bin 106,  r.b.c.  5,200,000,  w.b.c.  38,250,  poly- 
morphonuclears  84  per  cent.  X-ray  examina- 
tion revealed  fluid  in  the  right  pleural  cavity. 
Aspiration  yielded  270  cc.  of  yellow  cloudy  fluid 
which  yielded  a pure  growth  of  streptococcus 
hemolyticus  on  culture. 

1/26/37.  Administration  of  prontosil,  in- 
tramuscularly. 

1/27/37.  On  thoracentesis  85  cc.  of  yellow 
cloudy  fluid,  which  was  positive  on  culture  for 
hemolytic  streptococcus,  was  withdrawn. 

1/29/37.  Chest  fluid  still  gave  a positive 
culture  for  streptococcus  hemolyticus.  Blood 
culture  negative.  Temperature  remained  ele- 
vated. 

2/1/37.  Culture  of  chest  fluid  negative. 

2/3/37.  Culture  of  chest  fluid  again  negative. 

2/4/37.  Examination  of  the  chest  revealed 
dullness  throughout  the  right  side  with  sup- 
pressed breath  sounds.  X-ray  showed  that  the 
opaque  shadow  was  less  in  density  and  smaller 
in  area  than  on  previous  examination. 

2/11/37.  Temperature  has  been  septic  in 
type  for  the  past  three  days  reaching  as  high  as 
104  F.  No  fluid  was  obtained  on  aspiration  of 
the  chest. 

2/14/37.  Blood  culture  negative.  Tempera- 
ture reached  normal  and  remained  so  until  dis- 
charge. Pulse  varied  between  120  and  140  dur- 
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Fig.  2,  Case  1.  Fluid  in  the  right  pleural 
cavity  before  treatment  was  instituted. 


ing  his  stay  in  the  hospital.  Respirations  ranged 
around  40  for  the  first  week,  30  the  second  week, 
and  24  for  the  third  week.  Marked  clinical  im- 
provement was  progressively  noted  with  a 
gradual  clearing  of  the  right  chest,  except  for  a 
slight  dullness  on  percussion  note  on  the  right 
side,  which  was  noted  at  the  time  of  his  discharge 
on  March  9. 

9/3/37.  Child  was  admitted  for  drainage  of 
an  inguinal  abscess.  Culture  of  the  pus  showed 
staphylococcus  aureus  nonhemoly  ticus ; this 
promptly  healed. 

6/24/38.  Check-up  x-ray  examination  of 
the  chest  showed  the  right  chest  to  be  perfectly 
clear  with  no  pleural  thickening  present. 

Comment 

The  above  is  a proved  case  of  hemo- 
lytic streptococcic  empyema  which  seems 
to  have  been  cured  by  chemotherapy. 
The  aspirations  done  were  largely  of  a 
diagnostic  nature,  only  a small  amount 
of  fluid  being  withdrawn  for  culture  on 
most  occasions. 

At  the  time  I first  saw  this  patient, 
culture  of  the  chest  fluid  was  negative, 
the  child  having  been  treated  on  the 
pediatric  service.  At  the  time  of  the 
secondary  rise  in  temperature  I planned 
to  institute  surgical  drainage,  but  no 


fluid  could  be  obtained  on  aspiration, 
and  the  marked  clinical  improvement, 
which  promptly  followed,  precluded  the 
necessity  for  surgery.  The  convales- 
cence seems  to  be  complete. 


Fig.  3,  Case  1.  Lung  almost  completely  ex- 
panded two  weeks  later,  no  fluid  obtained  on 
aspiration. 


Case  2. — M.  M.,  female,  aged  3 years  4 
months,  Buffalo  Children’s  Hospital. 

10/1/36.  Child  had  a severe  cough  lasting 
for  five  weeks,  which  the  mother  assumed  to  be 
whooping  cough;  following  this  she  never  fully 
regained  her  health,  being  tired,  weak,  and  hav- 
ing lost  weight,  with  poor  appetite  and  a slight 
persistent  nonproductive  cough. 

2/19/37.  Admission  to  the  hospital  because 
of  the  above  symptoms.  Temperature  99.6  F, 
pulse  130,  respirations  28.  Child  did  not  ap- 
pear acutely  ill.  Pharynx  slightly  reddened 
and  anterior  cervical  nodes  palpable.  Chest 
examination  revealed  limited  motion  on  the  left 
side  with  dullness  and  absent  breath  sounds  over 
the  entire  left  chest  anteriorly  and  posteriorly. 
Apex  beat  slightly  displaced  to  the  right.  He- 
moglobin 90  per  cent,  w.b.c.  16,000,  polymor- 
phonuclears  84  per  cent.  Tuberculin  and  Kahn 
tests  negative.  X-ray  examination  revealed  an 
opacity  in  the  lower  two-thirds  of  the  left  chest 
without  any  mediastinal  displacement. 

2/20/37.  Thirty  cc.  of  thick  yellow  pus  re- 
moved from  the  left  side.  Positive  on  culture 
for  hemoly ticus  streptococcus. 

2/24/37.  Prontosil,  orally,  and  prontylin 
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solution,  intramuscularly,  administered.  Tem- 
perature had  risen  to  103  F.  on  the  two  previous 
afternoons.  X-ray  examination  revealed  only 
a small  amount  of  fluid  present. 

2/25/37.  Seventy-five  cc.  of  thick  pus  re- 
moved on  aspiration  in  the  fifth  interspace, 
posteriorly.  This  showed  gram-positive  cocci 
in  short  chains  on  smear  and  streptococcus 
hemolyticus  on  culture. 

2/26/37.  Open  drainage  was  instituted  by 
removal  of  a portion  of  the  eighth  rib  in  the 
posterior  axillary  line  on  the  left  side  under  local 
anesthesia.  An  empty  empyemic  cavity  was 
opened  into;  it  contained  no  fluid  or  pus,  only 
a small  amount  of  fibrin  being  present.  Histo- 
logically, this  fibrin  showed  a hemorrhagic  exu- 
date with  a fair  number  of  leukocytes  with  no 
organisms  seen  and  on  culture  only  a few  colonies 
of  streptococcus  hemolyticus. 

2/28/37.  Temperature  normal,  remained  so. 

3/3/37.  Large  drainage  tube  removed  and 
Dakin’s  tube  left  for  irrigations.  The  child  de- 
veloped an  impetigo  lesion  on  the  face  and  was 
again  put  on  prontylin  therapy.  This  rapidly 
cleared  up.  Culture  of  this  lesion  showed  the 
presence  of  streptococcus  hemolyticus. 

4/2/37.  Repeated  x-ray  films  of  the  chest 
showed  a progressive  improvement. 

4/8/37.  Child  discharged  apparently  cured. 

8/18/37.  Fracture  of  the  both  bones  of  the 
right  forearm,  healed  with  no  complications. 

2/21/38.  Admitted  for  tonsils  and  adenoids. 
Uneventful  convalescence. 

6/4/38.  X-ray  of  the  chest  shows  the  lungs 
entirely  clear  with  no  pleural  thickening. 

Comment 

The  above  is  a case  of  hemolytic  strep- 
tococcic empyema  apparently  of  long 
standing.  The  child  was  operated  upon 
because  of  the  large  amount  of  fibrin  in 
the  exudate  and  septic  temperature; 
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however,  there  was  very  little,  if  any, 
drainage  and  the  cavity  was  free  from 
fluid  at  the  time  of  operation.  The 
tube  was  withdrawn  at  the  end  of  four 
days,  and  the  lung  completely  re-ex- 
panded in  spite  of  the  pleural  thickening 
which  was  present.  I am  not  convinced 
that  the  operation  influenced  the  con- 
valescence particularly  and,  possibly, 
was  unnecessary. 

Case  3. — R.  C.,  female,  aged  6 years,  10  months, 
Buffalo  Children’s  Hospital. 

2/23/37.  Illness  with  high  fever  and  skin 
eruption  which  apparently  was  measles.  On 
the  following  day  child  had  fever,  weakness, 
chills,  and  dyspnea.  Temperature  was  higher  at 
night  than  during  the  day. 

3/3/37.  Both  eardrums  ruptured  spontane- 
ously. 

3/8/37.  Labored  and  noisy  respirations  were 
noticed. 

3/9/37.  Admitted  to  the  hospital,  tempera- 
ture 105.2  F.,  pulse  132,  respirations  40.  Child 
appeared  critically  ill  with  labored  respirations 
and  slight  cyanosis.  Cervical  nodes  moder- 
ately enlarged,  bilateral  otitis  media,  limited 
expansion  of  the  left  chest  with  scattered  coarse 
and  fine  rales  throughout  both  sides,  dullness  to 
percussion,  and  distant  breath  sounds  in  the 
left  interscapular  region,  early  clubbing  of  fingers. 
Urinalysis  4 plus  albumin,  1 plus  sugar,  and 
many  white  cells,  leukocytes  24,000,  segs.  6, 
stabs.  29,  lymphs  1,  monosaccharides  4,  tuber- 
culin and  Kahn  tests  negative.  X-ray  ex- 
amination of  the  chest  showed  an  opacity  in  the 
left  base  with  no  displacement  of  the  medias- 
tinum. Aspiration  of  the  left  chest  revealed 
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Fig.  6,  Case  3.  Accumulation  of  fluid  at  the 
left  base,  positive  on  culture  for  streptococcus 
hemolyticus. 

thin  fluid  which  yielded  a pure  culture  of  hemo- 
lytic streptococcus.  Child  was  placed  in  an 
oxygen  tent,  fluid  balance  maintained,  prontylin 
therapy  instituted. 

3/16/37.  Child  out  of  oxygen  much  im- 
proved, fluid  markedly  lessened  in  amount. 
Five  cc.  of  straw-colored  fluid  removed  from  the 
left  chest  which  was  sterile  on  culture. 

3/17/37.  X-ray  examination  revealed  a longi- 
tudinal opacity  along  the  'ateral  chest  wall  pre- 
sumably due  to  encapsulated  fluid  and  pleural 
thickening. 

3/22/37.  Chest  tap  revealed  fluid  which  was 
sterile  on  culture. 

3/23/37.  Parents  signed  release  for  discharge 
of  this  child  against  our  advice  and  without  our 
consent.  Temperature,  pulse,  and  respirations 
were  normal. 

4/19/37.  Child  was  admitted  to  the  Emer- 
gency Hospital  with  signs  of  empyema  in  left 
chest,  fluid  revealed  streptococcus,  staphylococ- 
cus, and  pneumococcus. 

4/21/37.  Open  drainage  performed  on  the 
left  side. 

5/2/37.  Drainage  tube  removed. 

5/10/37.  Child  discharged  as  cured.  She 
was  practically  afebrile  during  her  stay  in  the 
hospital. 

Comment 

The  response  in  this  case  was  so  prompt 
it  is  hard  to  understand  how  there  was  a 
recurrence  of  the  empyema  on  the  left 
side  and  also,  how  infection  became 


mixed.  I feel  that  perhaps  therapy  was 
not  intensive  enough  and  was  discon- 
tinued too  early,  and  that  it  is  more  than 
likely  that  the  pleural  infection  could 
have  been  controlled  without  surgery 
under  different  handling. 


Fig.  7,  Case  3.  At  the  time  of  discharge 
showing  encapsulated  pocket  of  fluid  which  was 
negative  on  culture. 


Case  4. — C.  P.,  female,  aged  9 months,  Buffalo 
Children’s  Hospital. 

At  the  age  of  two  months  treated  for  con- 
genital lues  with  beginning  optic  atrophy. 

At  the  age  of  5 months  bronchopneumonia 
on  the  right  side,  convalescence  complete  in 
twelve  days. 

At  the  age  of  7 months  admitted  for  di- 
arrhea and  discharged  as  cured  in  four  days. 

4/2/37.  Child  was  taken  ill  with  severe  at- 
tack of  vomiting  and  coughing.  The  mother 
noticed  the  child’s  breathing  was  labored  and 
difficult,  and  a physician  diagnosed  the  case  as 
bronchitis. 

4/5/37.  Child  admitted  to  the  hospital, 
temperature  103  F.,  pulse  150,  respirations  60. 
She  appeared  acutely  ill  with  moderate  cyanosis 
of  the  lips  and  fingernails.  Examination  of  the 
chest  revealed  dullness  to  flatness  throughout 
the  whole  right  side  with  distant  breath  sounds 
over  the  lower  portion  and  tubular  breathing 
with  a few  fine  rales  in  the  apical  region.  There 
were  occasional  areas  of  bronchial  breathing  on 
the  left  side.  The  heart  was  slightly  displaced 
to  the  left  and  abdomen  distended.  Hemo- 
globin 35  per  cent,  w.b.c.  16,200,  polymor- 
phonuclears  86,  lymphs  12,  monosaccharides  1, 
eosinophils  1,  urinalysis  negative,  Kahn  nega- 
tive. X-ray  examination  of  the  chest  showed  an 
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opacity  over  the  entire  right  side  with  some  dis- 
placement of  the  heart.  A thoracentesis  was 
done  on  the  right  side  and  225  cc.  of  thin  yellow- 
ish fluid  was  removed.  Smear  showed  gram- 
positive cocci  in  chains  which  on  culture  proved 
to  be  streptococcus  hemolyticus. 

4/6/37.  Prontylin  therapy  was  begun  and 
child  was  transfused. 

4/8/37.  X-ray  examination  showed  an  area 
of  pneumothorax  in  the  lateral  right  chest  wall 
with  fluid  level  at  the  base,  the  lung  being  some- 
what compressed,  and  heart  displaced  to  the  left. 

4/9/37.  Aspiration  revealed  50  cc.  of  straw- 
colored  fluid  with  some  air.  Culture  positive 
for  hemolytic  streptococcus.  A spinal  puncture 
was  done  which  revealed  five  cells,  negative 
globulin  and  negative  copper  reduction. 

4/12/37.  Diagnostic  aspiration  yielded  fluid 
which  was  positive  on  culture  for  hemolytic 
streptococcus.  Transfused. 

4/14/37.  Transfused. 

4/18/37.  Diagnostic  aspiration  revealed  fluid 
which  was  positive  on  culture  for  hemolytic 
streptococcus  only  after  seventy-two  hours. 

4/20/37.  X-ray  examination  showed  much 
better  lung  expansion  and  no  evidence  of  fluid. 

4/24/37.  Diagnostic  aspiration  revealed  fluid 
which  was  sterile  on  culture. 

4/29/37.  X-ray  examination  showed  con- 
tinued improvement  with  gradual  re-expansion  of 
the  lung. 

5/5/37.  Discharged. 

6/21/37.  X-ray  of  the  chest  showed  both 
lungs  clear  with  no  pleural  thickening. 


Fig.  9,  Case  4.  Opacity  throughout  the  entire 
right  chest  with  mediastinal  displacement. 

tococcic  empyema  with  a synpneumonic 
area  in  an  infant,  having  gone  on  to  com- 
plete recovery,  is  quite  conclusive.  There 
was  a large  amount  of  infected  fluid  pres- 
ent in  the  pleural  cavity,  which  subse- 
quently became  sterile  with  complete 
absorption,  re-expansion  of  the  lung, 
and  no  pleural  thickening.  The  as- 
pirations were  largely  only  of  a diagnostic 
nature. 


Fig.  10,  Case  4.  Lung  re-expanded,  no  fluid  or 
apparent  pleural  thickening. 


Comment 

I feel  that  this  case  of  hemolytic  strep - 


Case  5. — M.  B.,  female,  aged  5 years,  5 months, 
Buffalo  Children’s  Hospital. 
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4/24/37.  Child  began  to  have  abdominal 
pain  and  vomiting  associated  with  a severe 
cough.  Symptoms  persisted  for  six  days  follow- 
ing which  improvement  was  noted. 

5/1/37.  Admitted  to  the  hospital.  Sent 
in  with  the  diagnosis  of  acute  appendicitis. 
Temperature  105  F.,  pulse  140,  respirations  30. 
Child  appeared  acutely  ill,  respirations  were 
labored  and  noisy,  face  was  flushed  but  no 
cyanosis,  pharynx  reddened.  Impaired  reso- 
nance over  the  right  base,  increased  vocal  and 
tactile  fremitus  throughout  this  area,  scattered 
rales  in  the  left  chest,  abdomen  essentially  nega- 
tive. Urinalysis  and  tuberculin  test  negative. 
Hemoglobin  90  per  cent,  r.b.c.  4,800,000,  w.b.c. 
15,200,  polymorphonuclears  86%,  eosinophils 
1%.  X-ray  examination  revealed  broncho- 
pneumonia in  both  lungs.  Child  ran  a tempera- 
ture ranging  for  most  of  the  time  between  102  F. 
and  103  F.  until  May  9,  1937,  when  it  reached 
normal. 

5/ 8/ 37.  Throat  culture  yielded  staphylococcus 
aureus  nonhemolyticus. 

5/10/37.  Temperature  again  elevated  to 
102  F.  and  x-ray  film  revealed  fluid  in  the  left 
chest. 

5/11/37.  Aspiration  of  chest  revealed  a 
rather  thick  fluid  which  on  culture  showed  strep- 
tococcus hemolyticus.  Sulfanilamide  was  given 
by  mouth. 

5/12/37.  A report  of  staphylococcus  aureus, 
which  was  intended  for  the  throat,  was  errone- 
ously made  as  having  come  from  the  pleural 
cavity,  and  as  the  fluid  contained  considerable 
fibrin,  a small  portion  of  the  eighth  rib  was  re- 
sected under  local  anesthesia  and  drainage  tube 
inserted  into  the  pleural  cavity.  The  wound  was 


closed  tightly  about  the  tube  and  closed  drainage 
maintained. 

5/13/37.  Blood  culture  revealed  strepto- 
coccus hemolyticus. 

5/14/37.  Marked  interstitial  emphysema, 
which  gradually  developed  from  the  time  of 
operation,  now  extended  over  the  entire  body. 
Sutures  were  loosened  about  the  tube  and  the 
drainage  converted  to  open.  Temperature 
reached  normal. 

5/15/37.  The  child  ceased  breathing  from 
four  to  five  minutes,  was  pulseless,  had  dilated 
pupils,  and  was  thought  to  have  expired.  Drain- 
age tube  was  removed  and  considerable  slough- 
ing had  taken  place  about  the  operative  wound 
leaving  an  opening  through  which  the  diaphragm 
and  lower  lobe  were  visible.  Child  began  to 
breathe,  her  pulse  became  perceptible,  tempera- 
ture rose  to  103  F.  The  tube  was  not  replaced 
because  there  appeared  to  be  adequate  drainage 
and  no  tendency  for  the  opening  to  close.  There 
was  no  paradoxical  breathing. 

5/27/37.  X-ray  examination  showed  that 
the  left  lung  was  re-expanding.  There  was  in- 
filtration in  the  left  upper  chest,  but  no  fluid 
or  pleural  thickening  was  visible.  Marked  in- 
terstitial emphysema. 

6/4/37.  Smear  from  the  pleural  cavity 
showed  a streptococcus  hemolyticus  and  staphy- 
lococcus albus.  Patient  was  given  a total  of 
nineteen  transfusions  of  citrated  blood  varying 
in  amounts  from  50  to  330  cc.  Regular  blood 
counts  and  urinalyses  were  done  showing  vary- 
ing degrees  of  anemia  and  nothing  remarkable 
in  the  urine. 

6/7/37.  Blood  culture  was  sterile  for  the 
first  time. 
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Fig.  12,  Case  5.  Large  accumulation  of  fluid 
in  the  left  chest. 


6/8/37.  Child  resumed  a septic  type  of 
temperature  reaching  104  F.  daily,  pulse  varied 
between  140  and  160.  Dakin’s  tube  was  in- 
serted in  the  wound  for  irrigations. 

6/10/37,  6/12/37,  6/14/37.  Sterile  blood 
cultures.  Temperature  reached  a lower  level 
rising  only  to  a peak  of  101  F. 

6/25/37.  X-ray  examination  of  the  chest 
showed  the  left  lung  re-expanded  with  no  evi- 
dence of  pleural  thickening  or  fluid.  The  in- 
terstitial emphysema  had  disappeared  and  there 
was  an  upward  dislocation  of  the  right  hip  with 
a soft  tissue  swelling  about  the  left  hip.  The 
abscess  about  the  left  hip  was  drained  and  the 
culture  of  the  pus  revealed  streptococcus  hemo- 
lyticus.  The  right  hip  was  placed  in  traction. 
Following  drainage  of  the  abscess  about  the  hip 
the  temperature  dropped  and  never  again  rose 
above  100  F.  rectally,  being  normal  most  of  the 
time  and  remaining  so  after  August  1. 

7/16/37.  X-ray  examination  of  the  chest 
from  two  planes  showed  good  expansion  of  the 
left  lung.  There  was  some  pleural  thickening 
and  no  fluid  present.  Wound  in  left  chest  closed 
so  that  only  a small  sinus  was  present. 

7/24/37.  She  developed  pain  and  photo- 
phobia in  the  left  eye.  Ten  days  later  there 
appeared  an  intense  circumcorneal  injection 
with  cloudiness  of  the  cornea.  This  was  diag- 
nosed as  a phlyctenular  keratitis.  During  her 
convalescence  in  the  hospital  she  was  placed  on 
an  intense  vitamin  therapy. 


Fig.  13,  Case  5.  Two  weeks  postoperative  re- 
expansion of  the  lung,  pleural  thickening,  inter- 
stitial emphysema. 

8/18/37.  She  was  discharged  to  the  out- 
patient department. 

8/20/37.  Wound  was  entirely  healed,  follow- 
ing this  she  was  seen  for  several  months  in  the 
outpatient  department  with  progressive  im- 
provement of  both  the  eye  and  the  hip. 

9/24/37.  Patient  was  allowed  off  crutches  at 
which  time  hips  had  a normal  appearance. 

6/27/38.  X-ray  examination  of  the  chest 
showed  it  to  be  perfectly  clear  with  no  pleural 
thickening. 


Fig.  14,  Case  5.  Showing  disappearance  of  the 
interstitial  emphysema,  lung  almost  completely 
re-expanded,  slight  pleural  thickening. 
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Comment 

This  child  was  desperately  ill  and  had 
several  rather  serious  complications.  I 
do  feel  that  she  would  not  have  survived 
her  illness  without  the  help  of  sulfanila- 
mide. The  drainage  tube  was  left  in 
the  chest  for  only  three  days  and  in  spite 
of  this,  the  pleural  cavity  became  even- 
tually sterilized  and  the  lung  went  on  to 
complete  re-expansion.  Child’s  condi- 
tion became  much  more  grave  following 
the  operation,  and  I feel  very  strongly 
that  a more  conservative  type  of  treat- 
ment might  have  been  better. 

Chart  of  JIT. 
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Fig.  15 

Case  6. — J.  T.,  male,  aged  7 years,  Buffalo 
Children’s  Hospital. 

1/4/38.  Admitted  to  the  hospital.  Tem- 
perature 10472  F.,  pulse  160,  respirations  40. 
Child  was  taken  ill  on  the  morning  of  admission 
with  pain  in  the  epigastrium,  which  later  shifted 
to  the  right  lower  quadrant,  with  vomiting. 
He  also  had  a cough,  chills,  and  felt  feverish. 
He  appeared  acutely  ill  and  examination  of  the 
chest  revealed  distant  breath  sounds  and  dull- 
ness over  the  right  base,  posteriorly.  Urin- 
alysis, Kahn,  and  tuberculin  tests  all  negative. 
X-ray  examination  showed  a small  area  of  pneu- 
monia at  the  base  of  the  right  lung. 

1/7/38.  After  three  days  of  bed  rest,  seda- 
tives, fluids,  and  continuous  oxygen,  child  ran  a 
temperature  of  104  F.,  with  practically  no  remis- 
sion since  admission.  Pulse  104,  respirations  be- 
tween 40  and  50.  Physical  examination  revealed 
flatness  with  absent  breath  sounds  throughout 
the  right  lower  chest.  A thoracentesis  was  done 
and  140  cc.  of  yellowish  fluid  withdrawn,  the 
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Fig.  16 

culture  of  which  revealed  streptococcus  liemo- 
lyticus.  X-ray  examination  on  this  date  showed 
the  area  of  pneumonia  in  the  lower  lobe  of  the 
right  lung  had  increased  in  size.  The  heart  and 
trachea  were  displaced  to  the  left.  Right  dia- 
phragm was  obscured. 

1/10/38.  Aspirations  were  performed  almost 
daily  and  all  of  the  fluid  that  could  be  obtained 
was  withdrawn,  each  specimen  revealed  a posi- 
tive culture  for  streptococcus  hemolyticus. 
Five  blood  transfusions  were  performed.  Treat- 
ment with  sulfanilamide  by  mouth. 

1/13/38.  Sulfanilamide  estimation  in  the 
blood  was  4.6  mg.  per  cent,  in  chest  fluid  2.9  mg. 

1/14/38.  Temperature  gradually  reached 
normal,  pulse  90,  respirations  30.  Blood  count 
revealed  hemoglobin  146  per  cent,  r.b.c.  7,620,- 
000,  w.b.c.  29,300,  polymorphonuclears  49, 
lymphs  6.  His  temperature  had  started  a 
gradual  upward  climb  and  reached  102  F.  on 
January  17.  Blood  culture  sterile. 

1/15/38.  Temperature  began  to  rise.  X- 
ray  examination  showed  an  increase  in  the 
amount  of  fluid,  and  the  displacement  of  the 
heart  and  trachea  to  the  left.  Child  was 
markedly  cyanotic  and  dyspneic  and  although 
his  condition  was  desperate,  closed  drainage 
was  performed.  His  temperature  continued  to 
rise  and  he  became  markedly  jaundiced  and  ex- 
pired January  18,  1938.  Permission  for  autopsy 
was  refused. 

Comment 

This  represents  our  only  fatal  case; 
it  was  an  extremely  progressive  type  of 
infection  even  though  closed  drainage 
was  instituted.  There  are  several  factors 
which  should  be  considered.  First,  a 
tube  could  have  been  introduced  into  the 
chest  earlier;  second,  the  dose  of  the 
drug  could  have  been  larger;  third,  the 
transfusions  could  have  been  fewer  with  a 
more  careful  check  of  the  blood  count. 
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Fig.  17,  Case  7.  Congestion  of  the  lower 
right  chest  with  accumulation  of  fluid  in  the 
pleural  cavity. 


There  was  no  time  during  the  course  of 
this  boy’s  illness  when  he  presented  even 
a fair  risk  for  any  type  of  drainage;  but 
I feel  that  as  long  as  it  was  done  even- 
tually, it  could  have  been  performed 
earlier  but  we  hesitated  because  the  exu- 
date was  watery  in  consistency. 

Case  7. — F.  M.,  female,  aged  20,  Buffalo  Gen- 
eral Hospital. 

1/25/38.  She  contracted  a cold  but  con- 
tinued her  school  work  for  a week  in  spite  of 
constant  headache,  malaise,  and  a dry,  hacking 
cough  accompanied  by  blood-streaked  sputum. 

2/1/38.  Complained  of  severe  attack  of  pain 
in  the  right  chest  and  right  side  of  her  back  with 
chilly  sensations.  She  continued  to  raise  rusty 
sputum  and  called  a physician. 

2/3/38.  Admitted  by  ambulance.  Examina- 
tion revealed  a rather  poorly  developed,  under- 
nourished, acutely  ill  adult  white  female.  Tem- 
perature 105  F.,  pulse  130,  respirations  30. 
There  was  no  cyanosis  nor  marked  dyspnea. 
Marked  injection  of  the  nasopharynx,  tongue 
dry  and  coated,  anterior  cervical  nodes  were 
palpable.  Examination  of  the  chest  revealed 
impaired  resonance  of  the  right  side  posteriorly, 
diminished  breath  sounds  and  high-pitched  pro- 
longed inspiration.  There  were  fine  rales  pres- 
ent in  the  aforementioned  area.  Left  chest  was 
negative  as  was  the  remainder  of  the  physical 
examination.  Hemoglobin  88  per  cent,  r.b.c. 
3,760,000,  w.b.c.  19,850,  polymorphonuclears 
88  many  bands  and  juveniles.  Because  of  a 


family  history  of  tuberculosis,  she  had  a bian- 
nual chest  x-ray  in  the  outpatient  department. 
Blood  culture  taken  on  February  3,  1938,  re- 
ported sterile  after  five  days.  Portable  radio- 
graphic  examination  of  the  chest  revealed  con- 
gestion in  the  right  lung,  especially  in  the  lower 
two-thirds,  which  was  considered  a pneumonic 
process. 


Fig.  18,  Case  7.  Complete  re-expansion  of 
the  lung,  some  pleural  thickening  present,  infil- 
tration about  the  hilus. 

2/4/38.  Sputum  examination  revealed  pres- 
ence of  pneumococcus  type  VI  and  streptococcus 
hemolyticus. 

2/5/38.  Sulfanilamide  therapy  was  begun. 

2/6/38.  Temperature  rose  to  106  F.,  pulse 
140,  respirations  30,  and  there  was  some  cyano- 
sis. She  was  put  in  an  oxygen  tent  and  50  per 
cent  glucose  was  given  intravenously. 

2/8/38.  A Keidel  tube  filled  with  yellowish 
cloudy  fluid  withdrawn  from  the  right  pleural 
cavity.  This  was  negative  on  direct  smear,  but 
on  culture  yielded  a pure  growth  of  hemolytic 
streptococcus. 

2/10/38.  Patient’s  condition  continued  to  be 
desperate,  there  was  found  to  be  consolidation 
in  the  upper  part  of  the  lower  lobe  with  fluid  at 
the  base  and  displacement  of  the  heart  to  the 
left.  Radiographic  examination  of  the  chest 
showed  a marked  density  of  the  entire  right  chest, 
displacing  the  trachea  to  the  left. 

2/14/38.  Sulfanilamide  determination  in  the 
blood  2.7  mg.  per  cent,  in  the  chest  fluid  3.0 
mg.  Seven  hundred  and  twenty  cc.  of  clear 
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yellowish  fluid  removed  from  the  right  chest 
which  was  sterile  on  culture. 

2/17/38.  There  were  still  signs  of  consolida- 
tion, but  the  voice  sounds  were  coming  through 
more  clearly  and,  anteriorly,  the  resonance  was 
markedly  improved.  Temperature  had  gradu- 
ally fallen  to  normal,  although  the  pulse  re- 
mained at  120.  Patient  was  allowed  out  of  oxy- 
gen for  part  of  the  day  and  seemed  quite  com- 
fortable. 

2/19/38.  Sulfanilamide  determination  in  the 
blood  1.3  mg. 

2/21/38.  No  fluid  was  obtained  on  aspira- 
tion in  several  different  areas. 

2/26/38.  Patient  had  had  a temperature  of  101 
F.  and  102  F.  on  two  occasions,  but  there  was  a 
phlebitis  from  the  intravenous  administration. 
Chest  was  aspirated  through  a large  caliber 
needle;  nothing  was  obtained,  except  a small 
amount  of  fibrin.  Direct  smear  showed  scat- 
tered leukocytes,  but  no  organisms.  This  was 
sterile  on  culture.  X-ray  examination  of  the 
chest  still  revealed  an  opacity  at  the  periphery 
of  the  right  chest  extending  from  the  first  rib 
down  to  the  diaphragm.  There  was  no  fluid 
level  seen  and  this  area  had  diminished  to  one- 
half  of  its  previous  size. 

3/1/38.  Patient’s  general  condition  was  re- 
ported as  excellent.  Temperature  showed  only 
an  elevation  of  one-half  degree  daily  for  the  past 
week;  however,  there  was  an  area  of  dullness 
roughly  conforming  to  the  right  interlobar  fis- 
sure. 

3/19/38.  Patient  had  been  sitting  up  in  bed 
and  had  felt  very  comfortable,  except  for  an 
occasional  pain  in  the  right  chest.  Pulse  had 
dropped  to  80,  respirations  were  normal,  tem- 
perature showed  a daily  rise  of  one-half  degree. 
Expansion  of  the  right  chest  was  limited  some- 
what and  the  percussion  note  slightly  impaired 
over  the  base  from  the  ninth  interspace  down. 
The  breathing  sounds  were  also  slightly  dimin- 
ished in  this  area. 

3/24/38.  Dullness  and  egophony  in  the  re- 
gion of  the  fissure,  posteriorly.  Leukocytes 
6,800.  X-ray  still  revealed  a congestion  in  the 
region  of  the  middle  lobe. 

4/25/38.  Patient’s  condition  showed  gradual 
improvement,  although  the  x-ray  film  still 
showed  a density  in  the  region  of  the  middle  lobe 
with  no  change  in  the  physical  findings.  Tem- 
perature had  been  normal  for  the  last  week. 

5/9/38.  Improvement  continued,  tempera- 
ture remained  normal,  physical  findings  were 
negative,  x-ray  film  showed  a diminution  in  the 
size  of  the  density  in  the  region  of  the  interlobar 
fissure. 

5/17/38.  Patient  discharged,  having  gained 


fifteen  pounds  in  weight,  although  the  x-ray  film 
still  showed  a density  in  the  region  of  the  inter- 
lobar fissure. 

8/26/38.  Admitted  to  the  J.  N.  Adam  Memo- 
rial Hospital  with  sputum  positive  for  tubercle 
bacilli,  and  a lesion  in  the  right  chest. 

Comment 

This  patient  was  extremely  ill  and  a 
very  poor  candidate  for  any  type  of 
drainage.  Although  her  empyema  was 
very  definite,  and  her  treatment  not 
particularly  intensive,  she  made  a com- 
plete recovery  from  her  empyema  with 
the  drug  by  mouth  alone. 

In  view  of  the  subsequent  develop- 
ments, it  is  fortunate  that  drainage  was 
not  done,  because  there  might  easily 
have  been  a persistent  sinus  with  a chronic 
empyema,  as  a result  of  her  tuberculous 
infection. 

Discussion 

Cases  1,  4,  and  7 represent  proved 
cases  of  hemolytic  streptococcic  em- 
pyema. In  all  3 there  appeared  to  be 
an  active  pneumonic  process  at  the  time 
the  empyema  was  diagnosed  and  treat- 
ment with  the  drug  was  instituted. 
These  all  recovered  without  drainage. 
Case  2 was  particularly  instructive  to 
me  because  on  entering  the  pleural  space, 
I found  an  empyemic  cavity  present 
which  contained  no  fluid  pus,  but  merely 
some  plastic  exudate  in  small  amounts, 
which  yielded  a growth  on  culture  me- 
dium very  slowly.  Following  removal  of 
the  tube  after  four  days  and  continuance 
of  the  drug,  the  convalescence  continued 
rapidly.  It  was  our  impression  that  we 
had  instituted  drainage  in  a late  case 
that  was  proceeding  toward  convales- 
cence. In  Case  5 also  the  drainage  tube 
was  removed  after  three  days  but  there 
was  no  recurrence  of  the  empyema. 
Case  6 apparently  represents  an  instance 
in  which  the  drug  had  no  influence  over 
the  infection  as  does  our  recent  case  re- 
ported in  brief. 

Whether  or  not  this  series  of  7 cases 
above  reported  is  large  enough  to  draw 
conclusions  is  open  to  considerable  ques- 
tion. It  is  difficult  to  accumulate  a very 
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much  larger  group  in  the  short  time  that 
has  elapsed  since  the  use  of  this  drug  was 
instituted.  These  represent  all  the  in- 
stances that  occurred  on  two  fairly  ac- 
tive services  over  a period  covering  two 
years  and  four  months.  It  happens 
that  the  majority  of  these  cases  occurred 
in  the  year  1937  when  we  were  just  be- 
ginning to  use  the  drug  in  streptococcal 
pneumonias.  There  was  only  1 case  in 
the  Buffalo  Children’s  Hospital  during 
1938,  which  fact  seemed  quite  unusual, 
and  during  this  period  the  drug  was  used 
much  more  routinely  in  the  children 
having  what  was  thought  to  be  strepto- 
coccic pneumonia.  Roughly  speaking, 
the  streptococcic  pneumonia  admissions 
in  1938  were  twice  as  many  as  in  1937. 
In  spite  of  this  fact  the  percentage  of  em- 
pyema in  the  1937  cases  was  five  times  as 
great  as  in  1938.  Up  to  date  there  has 
been  only  1 case  this  year  that  is  not 
included  in  the  series,  because  it  is  a re- 
cent admission  and  is  still  in  the  hospital. 
This  occurred  in  a 6-year-old  child  de- 
veloping an  empyema  following  what 
appeared  to  be  merely  an  upper  respira- 
tory infection.  Cloudy  fluid,  positive 
for  hemolytic  streptococcus  was  ob- 
tained from  the  pleural  cavity  on  ad- 
mission. Four  Gm.  of  sulfanilamide 
daily  were  given  by  mouth.  Although 
the  fluid  remained  consistently  positive, 
it  was  noted  that  the  growth  was  re- 
tarded on  the  culture  medium  and  did 
not  appear  for  forty-eight  hours.  The 
sulfanilamide  content  of  the  chest  fluid 
reached  6.6  mg.  per  cent  and  the  blood 
9.7.  The  temperature  reaction  was  ef- 
fected little,  if  any,  by  the  drug.  Closed 
drainage  was  performed  and  convales- 
cence is  satisfactory. 

Although  no  conclusions  can  be  drawn 
from  these  facts,  it  is  our  intention  to 
follow  carefully  future  admissions  in  an 
effort  to  ascertain  whether  or  not  the  in- 
cidence of  empyema  complicating  strep- 
tococcic pneumonia  in  children  is  less 
than  that  which  occurred  in  the  years  be- 
fore the  use  of  this  drug.  It  is  apparent 
that  its  effect  is  not  uniform  in  all  cases 
and  it  is  likely  there  will  be  failures  in 
any  series  of  cases.  We  feel,  however, 


that  it  is  possible  to  cure  hemolytic 
streptococcic  empyema  in  certain  cases 
without  drainage  through  the  use  of  this 
drug  and  that  convalescence  may  be 
shortened  in  cases  that  are  drained.  De- 
lay while  awaiting  a cure  should  not  pre- 
clude drainage  to  the  point  where  the 
patient’s  life  is  endangered.  Graham 
observes  in  commenting  on  the  progress 
of  thoracic  surgery:  “It  seems  probable 
also  that  the  use  of  sulfanilamide  in  the 
streptococcal  cases  (empyema)  may  prove 
to  be  very  beneficial.” 

The  method  of  administration  in  our 
cases  was  only  by  mouth  and  intramus- 
cularly. We  have  had  no  experience 
with  the  intrapleural  method  but  feel 
that  it  might  have  some  merit  in  certain 
instances,  although  the  percentage  of  the 
drug  in  the  pleural  fluid  can  be  raised  to 
rather  high  levels  without  introducing 
it  directly  as  shown  in  our  recent  case 
above  reported.  It  has  not  been  our  ex- 
perience to  have  ever  seen  a case  of  he- 
molytic streptococcic  empyema  sponta- 
neously cured  or  to  have  them  recover 
by  aspiration  alone.  This  fact  gives 
added  significance  to  the  cures  reported. 

Sulfanilamide  has  been  used  also  in 
the  treatment  of  pneumococcic  empyema. 
McIntosh  reports  1 case  of  a type  III 
infection ; Basman  and  Perle  report  2 
cases  of  a type  I infection  without  a 
favorable  influence  observed  from  the 
use  of  the  drug;  Bahrdt  mentions  no 
good  results  in  pneumococcic  empyema. 
Sulfapyridine  has  been  used  in  the  treat- 
ment of  pneumococcic  empyema.  Bar- 
nett and  co-workers  report  2 cases  due  to 
type  I pneumococcus  and  note  a fall  in 
temperature,  decreased  toxicity,  general 
improvement  of  the  patient,  but  in  each 
instance  the  only  effect  observed  on  the 
fluid  in  the  pleural  cavity  was  that  it 
thickened  more  slowly. 

Flippin,  et  al.>  in  reporting  100  cases 
of  typed  pneumococcic  pneumonia, 
treated  with  sulfapyridine,  were  in- 
terested in  ascertaining  the  possible  in- 
fluence of  the  drug  on  the  instance  of 
empyema.  They  did  not  encounter  this 
complication  in  any  of  the  cases  included 
in  the  report  but  in  a later  instance  had 
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one  case  in  which  empyema  developed, 
necessitating  open  drainage. 

My  personal  experience  is  limited  to 
one  instance,  which  was  that  of  a child 
with  type  XIV  pneumococcic  empyema 
that  was  intensively  treated  with  sulfa- 
pyridine.  In  spite  of  this  the  cultures 
remained  positive.  The  interesting  fea- 
ture of  this  case  was  that  the  fluid  was 
of  a thin  watery  consistency  with  prac- 
tically no  sediment  during  treatment. 
Following  discontinuance  of  the  drug, 
it  thickened  over  a period  of  two  days  so 
that  the  sediment  reached  50  per  cent 
and  open  drainage  was  instituted.  This 
agrees  with  Barnett’s  findings  and  if 
borne  out  by  future  observations,  should 
have  an  important  clinical  bearing  on 
its  use. 
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Discussion 

Dr.  William  J.  Orr,  Buffalo,  New  York — It 
should  be  noted  in  the  cases  just  reported 
that  empyema  had  already  developed  at  the 
time  treatment  with  sulfanilamide  was  instituted. 
In  a limited  experience,  we  have  not  observed 
that  empyema  developed  in  streptococcus  pneu- 
monia when  sulfanilamide  was  started  early  in 
the  course  of  the  disease.  Though  this  observa- 
tion is  made  on  a very  limited  number  of  cases, 
it  may  have  a favorable  significance  in  mate- 
rially reducing  the  relatively  high  incidence  of 
empyema  following  streptococcic  pneumonia. 

Since  children  tolerate  sulfanilamide  therapy 


with  very  few  unfavorable  reactions,  we  have  not 
hesitated  to  administer  the  drug  in  relatively 
large  doses  when  the  occasion  warranted. 
About  1 gr.  of  the  drug  per  pound  of  body  weight 
is  usually  sufficient  to  raise  the  drug  concentra- 
tion in  the  blood  from  8 to  12  mg.  per  100  cc. 
In  the  cases  of  empyema  just  reported,  similar 
doses  of  sulfanilamide  were  employed  and  the 
concentration  of  the  drug  in  the  pleural  exudate 
ranged  from  6 to  10  mg.  per  100  cc. 

Postponement  of  pleurotomy  during  the  time 
the  drug  is  being  administered  should  have  no 
adverse  effect  on  the  course  of  the  disease  even 
though  in  some  instances  it  may  be  ineffective, 
as  it  is  usually  employed  during  the  period  that 
one  would  ordinarily  wait  for  the  fixation  of  the 
mediastinum  and  the  thickening  of  the  exudate. 
If  no  favorable  response  is  noted  in  the  pleural 
fluid  at  the  end  of  seventy-two  hours  of  therapy, 
it  is  doubtful  that  further  continuance  of  the 
drug  will  prove  effective  in  promoting  relief 
without  pleurotomy. 

Further  continuance  of  the  drug  after  pleurot- 
omy, may  have  a favorable  effect  on  the  char- 
acter and  duration  of  the  drainage. 

In  aspirating  the  pleural  fluid,  care  was  taken 
to  withdraw  only  enough  fluid  to  be  used  for  a 
bacterial  and  chemical  analysis.  We  did  not 
wish  to  be  accused  of  curing  the  patients  by 
repeated  aspirations  of  large  quantities  of  fluid. 

In  the  past  few  months,  we  have  had  an 
opportunity  to  observe  the  effect  of  sulfapyridine 
on  the  course  of  pneumococcus  empyema. 
Six  cases  were  treated  with  the  drug  after  em- 
pyema had  developed,  with  no  favorable  effect 
in  the  course  of  the  disease.  All  cases  received 
large  doses  of  the  drug.  The  concentration  in 
the  pleural  exudate  varied  considerably  from 
what  we  had  observed  in  streptococcus  empyema 
treated  with  sulfanilamide.  Considerable  diffi- 
culty was  encountered  in  maintaining  the  con- 
centration of  sulfapyridine  in  the  pleural  fluid  at 
a fixed  level.  Variations  from  a trace  to  6 mg. 
per  100  cc.  occurred.  In  no  instance  were  we 
able  to  render  the  pleural  exudate  sterile,  though 
the  growth  of  organisms  on  culture  media  was 
materially  reduced. 

A phenomenon  observed  in  all  cases  was  a 
tendency  for  the  fluid  to  remain  serous  and  not 
thicken  as  is  the  rule  in  most  cases  of  pneumo- 
coccus exudates. 

Empyema  did  not  develop  in  any  of  30  cases 
of  pneumococcus  pneumonia  that  were  treated 
with  sulfapyridine.  It  is  impossible  to  state 
just  what  significance  this  observation  has  in  a 
small  series  of  cases,  but  in  a control  series  of  a 
similar  number  of  cases,  1 case  of  empyema  has 
occurred; 


DISTINCTIVE  ODOR  IN  PATIENTS  RECEIVING 
SULFANILAMIDE 

Sidney  Leibowitz,  M.D.,  New  York  City 
( From  the  Medical  Service,  Beth  Israel  Hospital,  New  York  City ) 


During  the  past  year,  in  patients 
receiving  sulfanilamide  a distinctive 
odor  has  been  noted.  This  odor  is  most 
easily  detected  in  the  breath,  but  at  times 
pervades  the  room  and  sometimes  ap- 
pears to  be  part  of  the  general  body  odor. 
It  can  best  be  described  as  a fairly  pleas- 
ant, sharp,  fruity  odor,  somewhat  akin 
to  acetone  but  distinctly  different  from 
it  and  usually  stronger. 

At  first  this  was  a chance  observation  in 
a patient  with  meningitis  receiving  sulfa- 
nilamide. The  odor  was  then  thought 
to  be  due  to  acetone,  but,  interestingly, 
acetone  was  never  found  in  the  urine. 
This  was  true  even  in  the  case  of  2 pa- 
tients who  were  diabetic  and  who  were 
being  given  sulfanilamide  for  other  rea- 
sons. One  of  these  patients,  suffering 
from  a type  III  pneumococcus  pneu- 
monia, was  in  diabetic  ketosis  shortly  be- 
fore the  administration  of  the  drug  was 
begun,  but  at  no  time  during  the  period 
that  she  received  the  drug  (when  the  odor 
was  noted)  could  acetonuria  be  detected. 

After  the  first  chance  observation,  the 
odor  was  looked  for  in  patients  receiving 
the  drug  and  consistently  it  was  found. 
The  route  of  administration  varied,  some 
oral,  some  rectal.  The  time  after  ad- 


ministration when  the  odor  was  first  noted 
also  varied  from  several  hours  to  two 
days,  so  that  a direct  quantitative  rela- 
tionship is  not  necessarily  indicated,  al- 
though the  dosage  in  these  cases  varied 
a good  deal.  In  1 case  the  patient  had 
received  only  two  doses  of  15  grains  when 
the  odor  was  detectable  when  one  entered 
the  room.  In  this  particular  case,  it  was 
predicted  that  sulfanilamide  had  been 
given  to  the  patient,  a prediction  that  was 
verified  by  the  patient’s  private  physi- 
cian. The  odor  seemed  to  disappear 
gradually  over  the  course  of  one  to  three 
days  after  cessation  of  administration  of 
the  drug. 

The  cause  for  this  odor  is  not  known  at 
present.  In  several  patients  the  mouth 
hygiene  was  poor  and  the  possibility  of  a 
local  decomposition  of  the  drug  in  the 
mouth  suggested  itself.  But  several  pa- 
tients presenting  the  odor  showed  an 
excellent  state  of  oral  hygiene.  The 
drug  itself  is  tasteless  and  odorless. 

The  observation  may  prove  of  some 
value.  At  least  one  practical  application 
suggests  itself  in  the  possibility  of  de- 
tecting that  the  drug  has  been  admin- 
istered when  one  has  no  previous  knowl- 
edge of  the  fact. 


NOW  HE  MUST  TAKE  HIS  MEDICINE 
Mario  Spino  of  102  Third  Avenue,  New  York 
City,  said  by  police  to  have  mulcted  a number  of 
physicians  of  various  sums  by  fraudulent  repre- 
sentations, was  arrested  in  January  following  his 
apprehension  by  an  alert  doctor. 

Specifically  Spino  is  charged  with  stealing 
$1,000  in  silverware  and  furs  from  the  home  of 
Dr.  Frank  Discepola  of  95  Lexington  Avenue. 

Last  December  Spino  went  to  the  home  of  Dr. 
Discepola  and  proposed  that  he  become  staff 
physician  of  an  Italian  society  subsequently 
found  to  be  nonexistent.  A few  days  later  Dr. 
Discepola’s  home  was  entered  and  the  furs  and 
silverware — wedding  gifts  to  the  physician  and 
his  bride — were  taken. 


Detective  Thomas  Harris,  suspicious  that 
Spino  had  worked  his  spurious  association  game 
on  other  doctors,  asked  the  Academy  of  Medicine 
to  notify  its  members  of  Spino’s  racket.  A 
description  of  the  man  was  supplied. 

Then  Spino  called  at  the  office  of  Dr.  J.  C. 
Andriola  at  231  Sherman  Avenue.  He  gave  his 
name  as  Mario  Lombardi  and  invited  the  doctor 
to  become  the  staff  physician  of  his  fraudulent 
society. 

Recognizing  Spino  from  the  Academy’s  de- 
scription, Dr.  Andriola  induced  “Lombardi”  to 
remain  in  his  office  while  he  slipped  out,  ostensi- 
bly on  a short  errand.  Dr.  Andriola  returned 
with  a patrolman  and  Spino  was  locked  up. 
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Needless  to  say,  I deem  it  a privilege 
to  be  afforded  the  opportunity  to 
present  a paper  on  child  guidance  before 
the  section  on  Public  Health,  Hygiene, 
and  Sanitation.  To  me,  it  is  most 
pleasing,  because  it  indicates  that  the 
work  of  the  founder  of  the  mental  hygiene 
movement  in  this  country  has  not  been 
in  vain  and  that  after  some  thirty  years 
the  prevention  of  mental  diseases  as- 
sumes the  same  importance  to  our  public 
health  officials  as  do  physical  hygiene  and 
sanitation.  Without  doubt,  it  bespeaks 
a superlative  vision  and  a broad  concept 
of  purpose  on  the  part  of  those  same 
officials  which  augurs  well  for  the  future 
of  all  our  public  health  activities. 

One  gets  the  impression  that  mental 
hygiene  as  a movement  was  impeded  by 
the  fact  that  it  originated  in  the  field  of 
psychiatry — for  so  many  years  regarded 
as  a stepchild  of  medicine — and  that  it 
was  therefore,  as  such,  not  always  too 
gently  or  sympathetically  treated.  To- 
day, however,  there  seems  to  be  a growing 
recognition  of  the  important  part  which 
the  emotions,  mental  attitudes,  and 
environmental  stresses  play  in  the  total 
reactions  of  the  human  being,  that  more 
and  more  the  psychiatric  or  psychobio- 
logic point  of  view  creeps  into  the  prac- 
tice of  medicine  and  now  finds  itself  wel- 
comed into  the  field  of  preventive  medi- 
cine. 

In  view  of  the  fact  that  the  child 
guidance  clinic  looms  large  in  any  com- 
munity mental  hygiene  program,  a defi- 
nition of  what  such  a clinic  is  seems  in 
place  at  this  point  of  our  discussion. 

A psychiatric  clinic  which  devotes  its 
time  exclusively  to  work  with  children  is 
generally  designated  as  a child  guidance 
clinic.  Its  chief  aims  and  purposes  are 
the  diagnosis  and  treatment  of  the  be- 


havior and  personality  problems  of  child- 
hood. 

Such  clinics  have  been  a natural  out- 
growth of  psychiatry,  since  our  study  of 
psychoses  and  their  beginnings  in  the 
adult  has  revealed  the  fact  that  the  per- 
sonality defects  which  lead  to  psychosis 
are  the  result  of  faulty  training  during 
the  early  formative  period  of  life  and  that 
therefore  any  worth-while  effort  at  pre- 
vention must  begin  before  pernicious 
pattern  reactions  are  too  firmly  set. 

The  field  of  preventive  activities  is  not, 
however,  confined  to  mental  disorders 
alone,  for  educators,  criminologists,  and 
social  workers  in  many  other  fields  in 
their  efforts  toward  prevention  have 
found  need  for  the  type  of  service  afforded 
by  the  child  guidance  clinic. 

The  primary  function  therefore  of  the 
clinic  is  to  correct  mental  deviations  in 
their  incipiency,  to  establish  a mentally 
healthy  environment  for  the  child,  and 
to  promote  among  adults  a better  under- 
standing of  the  needs  of  the  child  for 
healthy  mental  development. 

In  order  to  accomplish  this  broad  pur- 
pose the  clinic  tends  to  develop  its  own 
resources  and  organization,  to  study  and 
treat  the  more  difficult  individual  prob- 
lem cases,  and  to  help  the  community 
to  deal  with  the  less  complex  problems 
through  its  own  already  existing  re- 
sources. 

Inasmuch  as  many  behavior  problems 
are  caused  by  social  or  environmental 
factors  rather  than  by  personality  dif- 
ficulty inherent  in  the  individual,  it  can 
readily  be  understood  why  the  clinic 
must  rely  upon  many  social  groups  and 
organizations  in  the  community  in  the 
final  adjustment  program  of  the  child. 
Furthermore,  because  parental  ignorance 
and  early  attitudes  and  habits  produced 


Read  at  the  Annual  Meeting  of  the  Medical  Society  of  the  State  of  New  York, 
Syracuse,  April  26,  1939 

364 


March  1,  1940] 


CHILD  GUIDANCE  CLINIC 


365 


in  children  because  of  parental  ignorance 
play  such  an  important  role  in  the  pre- 
cipitation of  behavior  problems  of  child- 
hood, its  chief  concern  must  of  necessity 
be  with  the  pre-school  child  and  with 
parental  education. 

Now  what  about  the  special  technics 
utilized  in  child  guidance  work?  In 
order  to  open  discussion  of  this  often- 
asked  question  we  should  like  to  refer  to 
a definition  of  mental  hygiene  formulated 
some  years  ago  by  the  late  Dr.  Frankwood 
E.  Williams,  for  many  years  director  of 
the  National  Committee  for  Mental  Hy- 
giene, who  said,  “Mental  Hygiene  is  the 
art  of  application  of  knowledge  derived 
from  certain  basic  sciences  to  the  main- 
tenance of  individual  mental  health. 
Mental  health  should  not  be  interpreted 
too  narrowly  as  merely  freedom  from  dis- 
ease but  broadly  in  the  sense  of  behavior 
and  the  ability  to  attain  and  maintain 
satisfactory  human  relationships.  This 
ability  depends  upon  the  potentialities  of 
the  individual  for  physical,  intellectual, 
and  emotional  growth  on  the  one  hand 
and  opportunities  for  growth  on  the 
other.”  [Mental  Hygiene  11:  (No.  3) 

(July)  1927.] 

Child  guidance,  therefore,  is  not  a 
science.  For  its  working  knowledge  it 
calls  on  several  sciences.  In  the  light  of 
such  scientific  knowledge  it  attempts  to 
understand  the  individual  and  his  capaci- 
ties in  the  several  panels  of  his  total  per- 
sonality as  well  as  the  opportunities  and 
limitations  of  the  environment  in  which 
he  lives.  Hence  the  need  for  the  utiliza- 
tion of  the  many  agencies  and  institutions 
which  comprise  that  environment  in  order 
to  achieve  a successful  solution  for  the 
individual’s  problems.  We  might  there- 
fore say,  insofar  as  it  uses  available  scien- 
tific information,  child  guidance  is  scien- 
tific, and  that  its  technic  is  a cooperative 
or  combined  technic. 

One  might  well  be  asked,  “Specifically, 
what  types  of  cases  or  problems  are  the 
natural  concern  of  these  clinics?” 

Many  uninformed  individuals  have  the 
mistaken  idea  that  the  clinic  is  interested 
in  and  useful  for  only  the  mentally  de- 
fective* While  the  facilities  afforded  by 


a clinic  may  lend  themselves  admirably 
well  for  mere  diagnosis  of  mental  de- 
ficiency, the  scope  of  its  purpose  is  much 
broader,  as  it  concerns  itself  with  the 
utilization  of  educational,  industrial,  and 
social  settings  which  make  possible  a 
satisfactory  adjustment  in  the  community 
in  spite  of  the  mental  deficiency.  Hence, 
its  interest  in  special  educational  pro- 
grams for  the  abnormal  or  backward 
child. 

The  problem  of  mental  deficiency  is, 
therefore,  not  a major  concern  of  the 
clinic. 

A much  more  interesting  group  are  the 
children  with  no  intelligence  defect  but 
who  express  their  maladjustments  by 
delinquent  behavior.  In  these  cases  the 
function  of  the  clinic  is  to  gain  a thorough 
understanding  of  the  personality  of  the 
child  from  a study  of  his  instinctive, 
emotional,  intellectual,  social,  and  bio- 
logic life,  and  the  relationship  of  these  to 
his  offense  and  to  attempt  to  evaluate 
them  as  to  whether  they  are  assets  or 
liabilities  with  special  reference  to  re- 
habilitation. 

Only  a well-organized  child  guidance 
clinic  is  prepared  to  carry  out  such  a 
comprehensive  handling  of  the  situation. 

And  more  important  still  than  the  two 
groups  just  mentioned  are  the  perhaps 
more  common  and  certainly  more  neg- 
lected group  which  shows  only  minor  con- 
duct disorders  or  who  may  be  said  to  have 
personality  traits  which,  although  not 
producing  definite  antisocial  behavior, 
nevertheless  do  bring  them  into  more  or 
less  serious  conflict  with  the  environment. 

We  believe  that  personality  traits  re- 
sult from  the  attempt  of  the  child  to  solve 
his  problems. 

The  trait  so  established,  if  satisfactory 
to  him  and  to  those  about  him,  may  be 
considered  a healthy  one.  If  this  is  not 
so,  conduct  disorder  results  and  naturally 
the  greater  the  number  of  unhealthy 
traits  present  and  the  smaller  the  number 
of  compensatory,  healthy,  or  balancing 
traits  present,  the  more  does  the  be- 
havior lean  toward  delinquency. 

Needless  to  say,  the  earlier  these  unde- 
sirable traits  are  corrected  the  more  favor- 
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able  the  prognosis.  Hence,  the  greater 
interest  of  the  child  guidance  clinic  in  the 
preschool  child  as  compared  to  the  older 
age  groups. 

And  this  consequently  leads  us  to  the 
consideration  of  parental  guidance  and 
education  as,  in  a way,  a byproduct,  yet 
strictly  speaking,  a primary  and  im- 
portant function  of  the  clinic. 

Parents  are  a most  important  com- 
ponent part  of  every  child’s  environ- 
ment. Because  of  the  responsibility 
which  parents  assume  in  the  nurture  and 
admonition  of  the  growing  child  and  the 
many  pitfalls  which  present  themselves 
in  child  training,  the  importance  of 
parenthood  can  be  readily  recognized, 
yet  very  few  make  any  serious  effort  to 
prepare  themselves  for  this  most  im- 
portant job  in  the  world. 

Many  parents  take  the  stand  that 
self-defeating  traits  appearing  in  their 
children  are  the  result  of  inherent  dis- 
position or  arise  from  physical  or  nervous 
defects  which  cannot  be  altered.  Some 
may  try  to  obtain  scientific  information 
from  the  many  modern  psychologic 
schools  of  thought  and  become  involved 
in  a maze  of  contradictory  theories  which 
only  tend  to  confuse  them. 

And  finally,  the  larger  number  of 
parents  merely  drift  along,  assuming 
that  competent  parenthood  is  a sort  of 
mysterious  endowment  which  nature 
presents  to  them  as  an  accessory  talent 
upon  the  arrival  of  the  child.  The 
fallaciousness  of  this  assumption  is  only 
too  evident,  and  parents  should  be  en- 
couraged to  attempt  some  earnest  and  real 
preparation  for  this  all-important  work. 

Certainly,  no  better  source  of  reliable 
information  on  the  scientific  training  of 
children  can  be  found  than  the  child 
guidance  clinic,  as  here  the  parent  will  be 
advised  not  in  generalities  but  upon  a 
strictly  individualistic  basis  with  due 
regard  for  all  factors  involved  in  the 
specific  parent-child  relationship. 

Furthermore,  in  view  of  the  constant 
contact  which  the  clinic  makes  with  social 
agencies  in  the  community  the  workers 
of  these  organizations  are  constantly 
sensitized  to  the  psychiatric  point  of 


view  so  that  they  too  become  more 
effective  as  they  approach  their  jobs 
with  psychobiologic  insight. 

Hence  we  recognize  the  educational 
feature  of  the  clinic  as  one  of  its  most 
important  functions. 

In  conclusion,  may  I say  how  happy  I 
am  to  have  had  this  opportunity  of  wel- 
coming the  prospect  of  a closer  union  be- 
tween psychiatry  and  preventive  medi- 
cine, recognizing  of  course,  the  child 
guidance  clinic  as  an  outgrowth  of  the 
psychiatric  point  of  view  and  emphasizing 
childhood  as  the  most  fertile  field  in  the 
prevention  of  mental  disorder  as  well  as 
in  the  matter  of  progressive  and  scientific 
human  engineering. 

In  this  brief  paper  I have  tried  to  out- 
line the  outstanding  purposes  and  func- 
tions of  a child  guidance  clinic.  It  will 
be  self-evident  that  such  a clinic  becomes 
a potent  factor  for  good  in  any  social 
group,  large  or  small,  and  that  every 
progressive  community  should  make  it 
a component  part  of  its  public  health 
program. 

Discussion 

Dr.  Eugene  Davidoff,  Syracuse,  New  York — 
I am  appreciative  of  the  opportunity  to  discuss 
Dr.  Steckel’s  timely  contribution.  Dr.  Steckel 
has  amply  demonstrated  the  importance  of  the 
mental  health  of  the  child  in  relation  to  the 
more  general  aspects  of  his  hygiene  and  has 
crystallized  these  early  influences,  which,  until 
recently,  physicians  have  been  aware  of  only 
moderately. 

I wish  merely  to  reiterate  Dr.  Steckel’s  re- 
marks concerning  the  various  types  observed  in 
the  early  stages  of  development  where  some 
measure  of  success  has  attended  efforts  at  re- 
adjustment. 

1.  The  child  with  early  personality  and 
emotional  disorders  in  which  the  child  yields  to 
his  more  infantile  impulses  in  adjusting  to  en- 
vironmental influences — the  neurotic  child. 

2.  The  child  who  attempts  to  protest  against 
environmental  as  well  as  infantile  emotional 
forces  but  who  has  arrived  at  a faulty,  socially 
frowned  upon,  more  primitive  solution — the 
child  with  early  delinquent  traits. 

3.  The  child  who  is  influenced  by  poor  eco- 
nomic and  social  conditions. 

4.  The  mentally  defective  child — where  the 
environmental  and  emotional  influences  are 
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more  directly  contributory  to  the  deficiency, 
than  his  inherent  endowment. 

5.  Children  with  early  organic  defects  or 
toxic  reaction  types. 

6.  Children  with  specific  disabilities. 

The  importance  of  early  diagnosis  and  treat- 
ment which  Dr.  Steckel  has  stressed  cannot  be 
overemphasized.  The  value  of  adequate  thor- 
ough case  recording  as  preparation  for  a scien- 
tific approach,  long-term  study,  and  future  refer- 
ence cannot  be  denied. 

Dr.  Albert  B.  Siewers,  Syracuse,  New  York — 
Fifty  years  ago  medicine  made  rapid  strides 
under  the  influence  of  the  concept  of  cellular 
pathology.  Psychiatry  got  lost  in  the  shuffle, 
as  more  than  50  per  cent  of  the  psychiatric  cases 
have  no  cellular  pathology  to  go  with  it.  A new 
discipline  had  to  be  developed,  and  it  is  no  better 
exemplified  anywhere  than  in  the  work  of  a child 
guidance  clinic. 

The  preventive  aspect  is  certainly  a most  im- 


portant one,  and  the  influence  of  the  clinic  on 
the  environment  might  well  deserve  a little 
further  consideration.  "Ability  to  bear  children 
does  not  carry  with  it  the  ability  to  bring  them 
up.”  The  mother  who  is  in  contact  with  the 
child  guidance  clinic  on  account  of  one  child 
learns  something  which  she  might  apply  to  the 
rest  of  her  children,  or  in  her  philosophy  of  living. 

I,  from  personal  prejudice,  feel  that  the  school 
system  is  the  proper  place  for  a child  guidance 
clinic,  and  certainly  a psychiatric  hospital  which 
deals  with  prevention,  is  also  a proper  place  for 
a child  guidance  clinic.  In  any  given  situation, 
it  is  simply  a matter  of  working  in  with  the 
existing  setup  in  such  a way  as  to  provide  the 
community  what  it  needs  in  the  way  of  child 
guidance  and  preventive  psychiatry.  As  “child- 
hood is  the  golden  age  of  mental  hygiene”  a 
preventive  program  must  be  applied  as  early  as 
possible.  The  nursery  school  might  well  develop 
into  a prechild  guidance  clinic. 


WORKMEN’S  COMPENSATION 

The  following  plan  of  procedure  was  recommended  by  the  Industrial  Council  at  its 
meeting  held  on  January  8,  1940,  in  cases  where  a difference  of  opinion  exists  between 
the  attending  physician  and  the  examining  physician  employed  by  the  employer  or  insur- 
ance carrier,  as  to  whether  or  not  further  treatment  is  required. 

1.  The  employer  or  insurance  carrier  must  exercise  their  right  to  have  a 
medical  examination  made  of  a compensation  claimant  by  their  medical  ex- 
aminer, on  which  a direction  to  the  attending  physician  to  stop  treatment  must 
be  based. 

2.  A request  forwarded  to  the  attending  physician  to  stop  treatment  must 
be  accompanied  by  a report  of  the  medical  examiner  employed  by  the  em- 
ployer or  insurance  carrier  setting  forth  the  physical  findings. 

3.  If  the  attending  physician  does  not  agree  with  the  findings  of  the  medical 
examiner,  he  must  arrange  to  confer  with  the  medical  examiner  for  the  purpose 
of  reaching  an  understanding. 

4.  If  the  attending  physician  and  the  medical  examiner  are  unable  to  agree, 
a joint  examination  of  the  claimant  should  be  arranged  for  the  purpose  of  com- 
paring the  findings  of  both  the  attending  physician  and  the  medical  examiner. 

5.  If  an  agreement  cannot  be  reached  on  the  joint  examination,  arrange- 
ments should  then  be  made  to  refer  the  claimant  to  a mutually  agreeable  con- 
sultant. 

6.  When  a difference  of  opinion  still  exists  in  such  cases  where  the  above 
procedure  is  followed,  such  cases  shall  be  referred  to  the  Department  of  Labor 
for  medical  examination  or  for  a hearing  at  which  the  attending  physician  or  the 
consultant  shall  be  subpoenaed  to  appear  by  the  Department  of  Labor. 

In  any  case  where  all  the  physicians  agree  that  no  further  treatment  is  necessary,  but 
where  the  patient  himself  demands  further  attention,  procedure  No.  6 is  recommended. 

Please  report  to  your  Workmen’s  Compensation  Committee  any  failure  on  the  part  of 
an  employer  or  insurance  carrier  to  cooperate. 

David  J.  Kaliski,  M.D.,  Director,  Bureau  of  Workmen’s  Compensation, 

Medical  Society  of  the  State  of  New  York 
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The  etiologic  factors  giving  rise  to  the 
simple  catarrhal  diseases  of  the  in- 
testine are  considered,  generally,  as  the 
result  of  deficient  physiologic  action, 
directly  or  indirectly,  which  is  followed 
by  pathology  within  the  intestine.  Our 
clinical  knowledge  is  most  perfect  but  the 
origin  of  these  common  diseases  is  in- 
definite and  dependent  largely  upon  the 
laboratory  for  further  elucidation. 

Metchnikoff  popularized  the  idea  of 
introducing  desirable  types  of  bacteria 
into  the  intestinal  canal  when  the  bene- 
ficient  types  were  inactive,  or  of  re-en- 
forcing the  weakened  residual  type  with 
suitable  cultures  in  the  form  of  Bulgarian 
buttermilk.  The  Bulgarian  bacillus  was 
selected  because  of  its  ability  to  produce  a 
large  amount  of  lactic  and  other  acids 
without  gas.  The  lactic  acid  produced 
was  thought  to  be  inhibitory  in  its  action 
to  the  development  of  putrefactive  organ- 
isms that  are  claimed  to  be  retarded  by 
acids. 

This  theory,  however,  is  open  to  ques- 
tion, because  acclimatization  of  the  Bul- 
garian bacillus  to  the  intestinal  contents 
of  man  has  been  found  impossible.  The 
Bacillus  acidophilus,  a lactic  acid-produc- 
ing organism,  is  theoretically  and  prac- 
tically the  only  parasite  that  we  can 
logically  select  from  the  normal  intestinal 
flora  of  the  adult  human  being  for  its 
protective  influence. 

The  Eskimos,  living  in  a desolate  un- 
productive area  of  the  earth,  are  restricted 
mostly  to  the  consumption  of  animal  food. 
Their  diet,  devoid  of  the  starches  and 
sugars,  offers  a problem  that  presents 
contradictory  evidence  very  interesting 
and  unsolved  as  to  intestinal  bacteria. 

The  presence  and  propagation  of  the 
many  indigenous  bacteria  in  the  atmos- 
phere of  the  temperate  zones  that  are 
favored  by  warmth,  moisture,  and  an 


abundance  of  suitable  culture  mediums 
can  hardly  be  present  in  the  extreme  low 
temperatures  of  the  arctic  region  and  they 
are  probably  free  from  the  destructive 
activity  of  these  bacteria. 

However,  the  study  of  the  stratosphere 
which  has  recently  shown  us  that  bac- 
teria are  carried  from  parts  of  our  coun- 
try, miles  high  over  intervening  lands,  to 
distant  portions  of  the  globe,  may  reveal 
some  interesting  discoveries  among  the 
Eskimos. 

If  we  accept  the  theory  of  the  existence 
of  intestinal  toxemia,  then  we  must  be- 
lieve that  autointoxication  is  brought 
about  by  abnormal  digestive  material 
which  insidiously  causes  more  people  to 
suffer  from  premature  senility,  sickness, 
and  death  than  any  other  factor.  While 
alcoholism,  infections,  contagious  dis- 
eases, and  accidents  are  responsible  for 
some  of  our  human  ills,  consider  the  host 
of  diseases  such  as  rheumatism,  arte- 
rial sclerosis,  allergic,  kidney,  cardiac, 
appendicular,  colonic,  nerve,  skin,  and 
many  other  ailments  that  are  directly  or 
indirectly  due  to  a derangement  of  the 
gastrointestinal  tract,  beginning  as  simple 
physiologic  disturbances  which  result  in 
disease. 

The  result  of  physiologic  digestion  is 
heat  and  energy.  The  chemical  ingredi- 
ents of  the  proteins,  fats,  and  carbohy- 
drates are  vitally  essential  to  life  and 
form  the  ordinary  diet  or  fuel  upon  which 
we  have  learned  to  subsist.  A proper 
selection  of  these  three  foods  is  necessary. 

Therefore,  our  food  must  be  of  a proper 
variety  and  quantity  to  be  easily  digested 
and  assimilated  to  obtain  the  greatest 
efficiency  in  the  bodily  functions.  Pro- 
teins are  concentrated  foods,  easily  di- 
gested and  oxidized;  the  carbohydrates 
and  fats  are  more  slowly  digested  and 
assimilated.  For  these  reasons,  to  ob- 
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tain  the  greatest  efficiency  and  health, 
we  must  adjust,  to  a greater  or  less  extent, 
the  food  (fuel)  of  the  body  to  the  occupa- 
tion (work). 

Our  food,  after  eating,  undergoes  di- 
gestion, fermentation,  and  putrefaction. 
The  undigested,  unassimilated  protein 
residue  undergoes  alkaline  putrefaction; 
the  undigested  residue  of  the  carbohy- 
drates and  fats  undergoes  acid  fermenta- 
tion. The  proper  balance,  therefore, 
must  be  definitely  maintained  between 
the  food  materials  (proteins,  fats,  and 
carbohydrates)  to  prevent  the  preponder- 
ance of  overacidity  or  overalkalinity 
within  the  intestinal  canal.  An  improper 
food  adjustment  results  in  autointoxica- 
tion and  disease.  Unfortunately,  most 
people  eat  too  much  of  one  or  the  other 
of  these  foodstuffs.  A properly  balanced 
diet  will  chemically  and  physiologically 
balance  itself  within  the  intestinal  tract. 

The  normal  fermentation  within  the 
stomach,  brought  about  by  the  bacteria 
present  within  that  organ,  is  definitely 
and  commonly  known  to  be  the  result  of 
the  activities  of  the  various  acid-forming 
bacteria.  Lactic  acid  is,  by  most  authori- 
ties, considered  to  be  a normal  acid  of  the 
stomach,  because  of  its  constant  presence. 
Butyric  acid  is  formed  in  milk  during  gas- 
tric digestion  as  the  result  of  the  action  of 
the  Bacillus  butyricus,  after  lactic  acid  is 
formed.  Alcohol  is  changed  within  the 
stomach  by  the  action  of  the  fungus  of 
acetic  acid  ( Mycoderma  aceti ) into  alde- 
hyde and  acetic  acid.  Glucose  is  acted 
upon  by  yeast  ( Saccharomyces  cerevisiae) 
and  split  into  carbonic  acid  gas  and 
alcohol.  These  examples  of  fermentation 
show  that  bacterial  action  enters  into  the 
cause  of  different  types  of  fermentation 
within  the  stomach.  The  action  of  cer- 
tain bacteria  present  in  the  gastrointes- 
tinal tract  probably  is  part  of  the  physio- 
logic workings  of  these  organs,  and  part 
of  what  we  assume  to  be  the  normal  di- 
gestion of  different  nutrient  material. 

We  may  presume  that  there  is  more  or 
less  injury  to  the  inside  of  the  intestinal 
canal  from  the  presence  of  bacteria,  food, 
and  toxins.  The  cause  of  the  injury  then, 
we  believe,  lies,  not  so  much  within  the 


intestinal  wall,  as  in  the  intestinal  con- 
tent. 

The  indefinite  pathologic,  etiologic,  and 
clinical  classification  of  the  diarrheas  of 
infants  has  provided  a confusion  of 
therapeutic  procedures.  Observation,  in 
many  instances  after  death  due  to  severe 
alimentary  diseases,  will  show  that  there 
were  seldom  marked  changes  in  the 
intestinal  mucosa,  and  that  the  path- 
ology of  the  intestinal  wall  had  less  to 
do  with  the  fatal  termination  than  severe 
toxicity.  The  production  of  so-called  food 
injury  with  “protein  intolerance,”  “car- 
bohydrate intolerance,”  or  “fat  intoler- 
ance,” all  of  which  are  supposed  to  be 
definite  gastrointestinal  phenomena  asso- 
ciated with  excessive  peristalsis,  can  only 
be  due  to  an  improper  intestinal  flora. 

Commonly,  excessive  acidity  with  rapid 
peristalsis  will  indicate  an  undue  fermenta- 
tion of  the  carbohydrates  and  also  show 
the  presence  of  undigested  proteins  and 
fats.  A strong  laxative  may  produce  an 
artificial  food  intolerance,  and  as  a result 
there  will  be  found  present  all  three  of  the 
food  classes,  in  varying  stages  of  digestion. 

Bacteria  are  living  organisms  which  re- 
quire food  for  their  existence,  which  must 
be  of  a kind  most  suitable  for  their  nutri- 
tion. Those  which  thrive  best  on  pro- 
teins produce  an  alkaline  end  product, 
which  favors  the  development  of  bacteria 
requiring  that  reaction;  and  the  type 
which  grows  most  favorably  on  carbo- 
hydrates produces  an  acid  end  product 
which  is  most  suitable  for  bacteria  which 
thrive  in  an  acid  medium. 

The  prognosis  of  an  inflammatory  ap- 
pendix may  be  dependent  upon  the  viru- 
lence of  the  type  of  bacteria  predominat- 
ing within  the  intestinal  tract  to  a greater 
or  less  extent,  because  of  the  culture 
medium  provided  by  the  previous  variety 
of  food  and  its  imperfect  digestion.  An 
excessive  protein  diet  will  produce  a 
preponderance  of  either  streptococci, 
staphylococci,  or  B.  welchii,  and  a too 
abundant  diet  of  carbohydrates  will  pro- 
duce an  acid  type  of  intestinal  content 
favoring  the  development  of  colon  bacilli. 
The  biologic  action  of  the  Bacillus  bu- 
tyricus on  fats  may  increase  fermentation 
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or  putrefaction  but  will  not  initiate 
either. 

Normal  Flora: 

I.  Saccharoly tic : 

Normal  carbohydrate 
preponderance  of 
breast-fed  infants 
End  product  mildly 
acid 

Gram  stain  shows 
B.  bifidus  (colon 
group) 

II.  Saccharoly  tic: 

Normal  carbohydrate 
preponderance  of 
artificially  fed 
(mixed  diet)  infants 
End  product  moder- 
ately acid,  some- 
times slightly  alka- 
line 

Gram-negative  stain 
shows  B.  coli  pre- 
ponderance 
Abnormal  Flora: 

I.  Saccharoly  tic : 

Abnormal  carbohy- 
drate diet  (mixed 
or  nonprotein) 

End  product  exces- 
sively acid 

Gram-negative  stain 
shows  large  number 
of  B.  coli  group 

II.  Proteolytic: 

Abnormal  protein 
diet 

Excessively  alkaline 
Gram-positive  stain 
shows  greater  num- 
ber of  bacteria  tak- 
ing gram-positive 
stain 

Gram-negative  shows 
color  group  lesser 
number 

Fat  diet  may  increase  either  putrefaction  or 
fermentation  of  intestinal  contents. 

Normal  end  product  acid. 

The  intestinal  bacteria  are  prolifically 
propagated  within  the  intestinal  canal 
where  conditions  are  most  favorable  for 
their  growth,  and  there  is  no  more  ideal, 
combined  incubator  and  culture  medium 
conceivable  to  the  bacteriologist.  These 
bacteria  procure  their  food  within  its 
walls  and  excrete  their  waste  products 
into  the  intestinal  canal. 

Breast-fed  infants  supply  the  most  per- 
fect flora  from  which  the  study  of  the 
intestinal  contents  of  human  beings  can 
be  fundamentally  made  because  of  its 
simplicity.  This  type  is  constantly  do- 


minated by  the  Bacillus  bifidus  with  a 
mildly  acid  flora  and,  therefore,  presents 
the  standard  for  investigation;  whereas, 
following  an  increase  of  proteins  there  will 
result  a lessening  or  suppression  of  the 
Bacillus  bifidus  and  Bacillus  acidophilus. 
Conversely,  an  increase  of  carbohydrates 
will  cause  a diminution  in  proteolysis. 

When  a child  is  not  breast  fed  and  a 
modified  feeding  substituted,  we  have 
introduced  a food  of  relatively  high  pro- 
tein and  variable  sugar  contents  that  may 
be  compared  with  adult  food  and  the 
bacterial  action  will  result  in  a type  of 
flora  much  the  same  as  is  presented  from 
the  mixed  diet.  The  changed  food  pro- 
duces an  entirely  different  growth  of 
bacteria  from  the  previously  fed  breast 
milk  with  its  protecting  harmless  bene- 
ficient  flora.  These  bacteria  commonly 
make  the  intestinal  tract  of  artificially-fed 
infants  the  recipient  of  nature’s  reproach 
by  their  great  proliferation.  The  variety 
of  bacteria  thus  cultured  has  never  been 
determined  by  our  bacteriologists. 

Kendall  regards  the  intestinal  flora  as  a 
physiologic  unit  rather  than  a collection 
of  bacteria  and  states  that  the  common 
colon  bacillus  forms  75  per  cent  of  the 
bacterial  contents.  This  latter  portion  of 
his  statement,  that  75  per  cent  of  the 
bacterial  contents  is  composed  of  Gram- 
negative bacteria,  has  been  proved  by  my 
investigations. 

In  the  adult,  the  Bacillus  mesentericus 
and  B.  coli  are  found  to  be  the  most  per- 
sistent of  the  intestinal  bacteria.  The 
flora  are  classified  generally  as  the  faculta- 
tive (normal),  fermentative  (acid),  and 
proteolytic  (alkaline). 

Porter  and  others  classify  the  types  of 
inflammatory  diseases  of  the  intestine 
among  children  as  follows:  mild,  ful- 

minating, grave,  chronic,  and  putrid 
diarrhea.  These  types  are  presented  in 
the  adult  identically  as  Porter  and  his 
co-workers  have  found  them. 

The  differential  diagnosis  of  the  types 
of  the  intestinal  flora  varies  with  the 
amount  of  proteins,  fats,  and  carbohy- 
drates taken  as  food  and  the  subsequent 
proper  or  improper  digestion  of  these 
essential  foods.  Overindulgence  in  carbo- 
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hydrates  presents  symptoms  of  over- 
acidity, heartburn,  sour-smelling  feces 
with  alternation  of  constipated  or  diar- 
rheal movements;  gas  distention;  red, 
swollen,  or  fissured  tongue;  headache, 
sour  stomach,  and  malaise.  Examination 
of  the  stool  will  reveal  acid  reaction  and 
overpreponderance  of  Gram-negative  bac- 
teria of  colon  type.  There  will  be  a his- 
tory of  a lack  of  protein  diet.  They  par- 
take of  either  vegetables  or  non -meats 
such  as  cereals,  vegetables,  and  fruits, 
and  of  fats  in  the  form  of  meat  soups  and 
rich  milk.  The  fats  exaggerate  the  fer- 
mentation. 

Feces  Examination  from  Smear 

Reaction  ? 

Gram-negative  percentage? — (Normal  75  per 
cent) 

Gram-positive  percentage? — (Normal  25  per 
cent) 

Bacterial  types  and  relative  percentage? 

As  an  example  the  normal  findings  from  a smear 
would  be  approximately  as  follows: 

Reaction pH 7.0 

Gram-neg.  percentage 75  per  cent 

B.  coli 65  per  cent 

Gram-neg.  diplococci 10  per  cent 

Gram-pos.  percentage  ........  25  per  cent 

Anaerobic 15  per  cent 

Gram.-pos.  diplococci ....  10  per  cent 

The  proteolytic  type  very  often  pre- 
sents sudden  symptoms  of  toxicity  some- 
times without  diarrhea.  There  may  be 
coated  tongue,  foul  breath,  chill,  rise  in 
temperature,  and  obstipation.  When  this 
type  presents  itself  in  a less  severe  or 
chronic  form,  these  symptoms  of  auto- 
intoxication persist  over  a long  period, 
generally  associated  with  constipation 
and  its  sequelae.  The  flora  shows  a 
decided  preponderance  of  Gram-positive 
bacilli,  alkaline  in  reaction,  including 
Bacillus  aerogenes  capsulatus  and  Bacillus 
lactis  aerogenes;  the  staphylococcus  and 
streptococcus  are  also  to  be  noted.  Toxic 
albumoses  may  be  found  to  produce  auto- 
intoxication, including  vasomotor  dis- 
turbances caused  by  the  products  of  im- 
perfect protein  metabolism. 

The  treatment  of  the  nonspecific  type 
of  colonic  diseases  has  become  a bio- 
chemical problem  from  the  observations 
of  the  bacteriologists.  From  Kendall, 


Herter,  Rettger,  and  many  others  who 
have  studied  the  relation  of  food  to  bac- 
teria in  the  intestinal  canal,  we  draw  con- 
clusions that  proteins,  fats,  and  carbo- 
hydrates enter  the  intestine  and  are 
changed  by  the  action  of  ferments,  bac- 
teria, and  heat  to  become  end  products  of 
nutrient  material,  besides  many  known 
and  unknown  chemical  combinations  and 
toxins.  The  presence  of  amino  acid, 
histidine,  and  the  toxic  amine  histamine 
is  due  to  bacterial  action.  The  B.  coli 
acting  upon  amino  acid  tryptophane  pro- 
duces indol.  Bacterial  activity  on  certain 
sugars  produces  formic  acid,  and  the  B. 
coli,  acting  on  formic  acid,  results  in 
sodium  formate,  and  if  the  bacterial 
activity  persists,  a final  conversion  to 
sodium  carbonate  results. 

In  view  of  these  findings,  a strong  pre- 
sumption is  warranted  that  we  are  cor- 
rect in  following  the  dictates  of  experience 
to  the  effect  that  the  variety  of  food  eaten 
for  our  sustenance  is  also  nutrient  mate- 
rial for  certain  types  of  bacteria,  and  that 
these  bacteria  cause  chemical  disinte- 
gration which  yields  known  products. 

It  has  been  my  experience  that  im- 
plantation of  the  B.  acidophilus,  by  ex- 
cessive feeding  or  by  instillation  through 
the  rectal  tube,  will  fail.  The  benefit  of 
either  method  is  temporary  if  the  proper 
pabulum  is  not  introduced  into  the  ali- 
mentary canal  in  the  form  of  food,  be- 
cause the  desired  bacterial  growth  will  not 
become  permanent.  The  fundamental 
principle  of  feeding  the  patient  for  the 
propagation  and  stabilization  of  these 
bacteria  within  the  intestine  is  necessary. 

The  chemical  reaction  also  enters  into 
the  inhibition  and  growth  of  bacteria  as 
already  stated,  so  that  the  meat  eater 
can  be  benefited  by  taking  lactic  acid 
solutions  in  the  form  of  buttermilk,  or 
acidophilus  milk,  which  prevents  the 
growth  of  putrefactive  bacteria.  The 
fermentor  undoubtedly  suffers  from  the 
overproduction  of  lactic  acid  and  should 
eat  less  food  which  produces  acids — 
counteract  acidity  by  eating  more  than 
the  habitual  quantity  of  meats  (proteins) . 
Overeating  of  fats  in  any  form  will  in- 
crease overacidity  or  overalkalinity  and 
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must  be  taken  sparingly  except  by  those 
whose  labor  is  very  hard. 

The  human  body  is  a machine,  and,  in 
order  to  function  properly,  needs  a defi- 
nite kind  and  individual  quantity  of  fuel 
for  its  vitality  and  ultimately  to  create 
energy,  just  as  the  man-made  machine 
can  only  consume  a definite  quantity  of 
fuel  in  the  attainment  of  its  maximum 
efficiency. 

In  other  words,  it  matters  little  as  to  the 
quality  of  the  food  we  eat  if  properly 
balanced  and  we  select  a variety  of  foods 
which  are  digestible.  A perfectly  digested 
meal  will  result  in  only  a small  undigested 
residue  to  serve  as  a culture  medium  for 
a harmful  number  of  bacteria. 

Summary 

1.  The  presence  of  bacteria  within  the 
intestinal  canal  is  beyond  question. 

2.  The  entrance  of  bacteria  from  out- 
side the  body,  in  relatively  small  numbers, 


is  also  undoubted,  but  the  propagation 
and  stabilization  of  bacteria  within  the 
bowel,  over  long  periods,  show  that  their 
existence  is  dependent  upon  the  contents 
of  the  intestinal  canal. 

3.  Animals  select  their  own  kind  of 
food  and  vary  their  diet  only  through 
necessity  and  parasitic  life  behaves  in  a 
similar  manner  in  choosing  its  food. 

4.  The  cultivation  of  the  different 
types  of  bacteria  is  not  dependent  upon 
the  food  we  eat  and  digest  properly,  but 
upon  that  portion  of  the  food  we  eat  and 
do  not  digest  properly.  It  is  this  un- 
digested, unassimilated  portion  that  af- 
fords a favorable  pabulum  for  bacterial 
consumption. 

5.  Logically  it  stands  as  a fact,  that 
we  can  lessen  or  increase  the  relative  pro- 
portion of  intestinal  bacteria  by  an  un- 
balanced or  undigestible  diet.  Therefore, 
if  we  change  the  diet,  we  change  the 
bacterial  contents. 


Annual  Meeting 
May  6,  7,  8,  and  9,  1940 
New  York  City 

THE  Waldorf-Astoria  is  the  headquarters.  Special  rates  have  been 
arranged  of  $6  to  $8  for  single  rooms  with  bath,  and  $9  to  $11  for 
double  rooms  with  twin  beds  and  bath.  Reservations  should  be  made  at 
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of  the  membership  is  called  to  the  fact  that  the  various  sessions  follow  one 
another  very  closely ; and  therefore  those  who  register  at  headquarters  will 
run  no  risk  of  missing  any  portion  of  the  meetings. 

The  Scientific  Program  and  the  description  of  exhibits,  both  scientific 
and  technical,  will  appear  in  the  April  1,  1940,  issue  of  the  New  York  State 
Journal  of  Medicine.  This  year  the  booklet  program  will  not  be  mailed, 
but  copies  will  be  available  for  all  who  attend  the  meeting. 

Certain  Scientific  Exhibits  may  be  installed  beginning  Friday,  May  3, 
but  all  must  be  in  place  by  noon,  Monday,  May  6.  It  is  necessary  that  all 
be  removed  not  later  than  noon  of  Friday,  May  10.  Any  information  de- 
sired by  exhibitors  may  be  secured  from  Dr.  Byron  E.  Farwell,  122  East 
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His  telephone  number  is  RHinelander  4-3727. 

All  members  should  register  at  the  desk  in  the  Silver  Corridor.  In  past 
years  a number  have  neglected  to  do  this,  and  it  is  essential  that  the  record 
be  full  and  accurate.  Peter  Irving,  M.D. 
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THE  RELIEF  OF  SOME  CASES  OF  EYE  DISCOMFORT 

Homer  L.  Bryant,  A.M.,  M.D.,  Rockville  Centre,  New  York 
( From  the  Eye  Department,  Jamaica  Hospital,  New  York  City) 


Many  persons  who  have  normal  vision,  i.e., 
20/20,  with  or  without  correction,  suffer 
some  eye  discomfort.  In  some  of  these  cases 
aniseikonia  (asymmetry  of  visual  images)  is 
thought  to  exist  but  has  been  shown  not  to  be 
present.  Such  cases  have  been  relieved  by  the 
correction  of  a small  amount  of  astigmatism 
which  existed,  although  they  had  20/20  vision. 

Persons  who  use  their  near  vision  a great  deal, 
such  as  school  teachers,  are  mostly  affected. 
Soon  after  using  their  eyes  for  near  vision,  head- 
ache, eye  ache,  photophobia,  and  reading  dis- 
comfort appear. 

General  Discussion 

It  is  the  author’s  opinion  that  this  reading 
discomfort  is  caused  by  the  eye  attempting  at  all 
times  to  produce  the  best  possible  image  on 
the  retina.  Because  of  the  small  amount  of 
astigmatism,  the  eye  is  constantly  focusing  in 
first  one  meridian  and  then  another  in  an  at- 
tempt to  produce  the  best  image.  It  is  this  con- 
stant focusing  that  brings  about  the  symptoms 
described  herein. 

In  practically  all  of  these  cases,  nervousness 
is  a prominent  symptom. 

Since  all  these  cases  are  alike  as  far  as  symp- 
toms are  concerned,  only  2 case  reports  will  be 
given. 

Case  Reports 

Mrs.  M.  B.,  white,  schoolteacher,  aged  38, 
complained  of  extreme  eye  discomfort  when  cor- 
recting school  papers.  She  had  been  refracted 
many  times  and  has  very  acute  vision,  with  no 
astigmatic  correction. 

Her  complaints  were  that  after  using  the  eyes 
for  near  vision,  headaches,  eye  ache,  extreme 
photophobia,  and  reading  discomfort  became  so 
bad  that  she  would  have  to  stop  her  work  and 
rest  her  eyes. 

It  was  thought  that,  because  of  the  patient’s 
acute  vision  with  no  astigmatic  correction,  an 
aniseikonia  existed.  She  was  examined  thor- 
oughly for  aniseikonia  which  was  found  not  to  be 
present.  However,  the  symptoms  continued. 


The  author  refracted  her,  under  homatropine, 
and  found  a slight  amount  of  astigmatism  in  each 
eye,  which  was  corrected. 

She  took  the  following  prescription:  O.D. 

plus  1.12  combined  with  plus  0.25  X 80;  O.S. 
plus  1.12  combined  with  plus  0.25  X 110. 

Vision  was  20/20,  with  or  without  the  astig- 
matic correction,  but  was  a little  more  distinct 
with  the  astigmatic  correction.  She  was  given 
her  full  correction  and  her  symptoms  were  re- 
lieved. 

Mrs.  R.  M.,  white,  aged  34,  was  a minister’s 
wife  who  did  a great  deal  of  reading  and  fancy 
work. 

Her  symptoms  were  extreme  nervousness, 
photophobia,  headaches,  and  eye  aches.  She 
had  been  refracted  to  20/20  vision;  her  glasses 
contained  only  a plus  0.25  cylinder  for  each  eye. 

She  was  refracted  under  homatropine  and  was 
found  to  take  the  following  correction:  O.D. 

plus  1.25  combined  with  plus  0.50  X 135;  O.S. 
plus  0.87  combined  with  plus  0.50  X 40. 

She  was  given  her  full  correction,  which  cor- 
rected all  her  astigmatism,  and  since  then  she 
has  been  relieved.  Her  nervous  condition  also 
improved  markedly. 

Conclusions 

The  author  is  satisfied  that  a correction  of 
20/20  vision  does  not  always  properly  correct 
the  patient  or  make  for  eye  comfort.  It  is  im- 
portant to  examine  these  cases  carefully  for 
astigmatism  and  correct  any  small  amount  which 
might  be  present. 

In  other  words,  20/20  vision  does  not  neces- 
sarily mean  comfort.  The  author  noted,  in 
practically  all  of  these  cases,  a change  in  the  dis- 
position (personality)  of  the  persons,  especially 
an  improvement  of  their  nervous  condition. 
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BRONCHOPLEURAL  FISTULA 

A Report  of  a Case  Complicating  an  Encysted  Pyothorax 
with  Unusual  Roentgen  Findings 

Bernard  L.  Pacella,  M.D.,  and  George  E.  Brockway,  M.D.,  Brooklyn,  New  York 
{From  the  Department  of  Pediatrics,  Kings  County  Hospital) 


Bronchopleural  fistula  complicating  acute 
pyothorax  is  reported  to  have  an  incidence 
of  10  to  15  per  cent.1*2 

Bettmann  and  Crohn,2  and  Broadbent,3 
observed  that  nearly  all  empyemata  which  rup- 
ture into  a bronchus  are  interlobar. 

Roch,4  and  others,2'3  concur  in  the  opinion 
that  surgery  is  usually  necessary  in  the  treat- 
ment of  this  complication. 

This  case  is  reported  because  it  is  an  example 
of  a bronchopleural  fistula  complicating  an  en- 
cysted empyema  which  was  not  an  interlobar 
collection,  but  was  located  on  the  posterior  wall 
of  the  thorax,  because  of  the  unusual  roentgen 
findings  which  resembled  a lung  abscess,  and 
because  of  the  complete  recovery  with  conserva- 
tive treatment  by  oral  drainage. 

Case  Report 

A white  boy,  aged  11  years,  was  admitted  to 
the  Kings  County  Hospital,  March  1,  1937.  He 
complained  of  a painful,  dry  cough  and  fever. 
These  symptoms  appeared  suddenly  seven  days 
prior  to  admission.  The  onset  was  preceded  by 
two  days  of  headache,  loss  of  appetite,  fatigue, 
and  vomiting. 

On  admission,  the  boy’s  temperature  was  102 
F.,  pulse  130,  respirations  34;  chest  examination 
disclosed  a moderate  impairment  to  percussion, 
diminished  tactile  fremitus,  and  bronchovesicular 
breathing  over  the  right  lower  lobe.  The  heart 
was  not  enlarged,  nor  was  there  any  shift  in  its 


Fig.  1.  A.P.  view  taken  March  2,  1937,  one 
day  after  admission  into  hospital.  Note  the 
suggestion  of  abscess  formation  with  fluid  level 
on  right. 


position.  Our  diagnosis  was  an  incompletely 
resolved  pneumonia  accompanied  by  thickened 
pleura. 

On  March  4,  three  days  after  admission,  the 
boy  complained  of  severe  pain  in  the  right  mid- 
axillary  region,  which  radiated  to  the  angle  of  the 
scapula.  The  pain  was  accentuated  with  cough 
and  deep  respirations.  At  this  time  there  were 
definite  physical  signs  of  a right  pleuritic  effu- 
sion. In  48  hours,  the  pain  subsided. 

On  March  8,  1937,  the  cough  became  produc- 
tive, and  there  was  frequent  expectoration  of 
mucopurulent  sputum.  A bronchopleural  fis- 
tula complicating  an  encysted  effusion  was  sus- 
pected. A 1 per  cent  methylene  blue  solution 
was  injected  into  the  right  pleural  cavity,  and 
within  four  minutes  a blue-stained,  purulent 
sputum  was  expelled.  The  purulent  expectora- 
tion continued  in  gradually  diminishing  amounts 
until  March  16  when  it  ceased  entirely.  The 
patient  rapidly  improved  and  convalescence 
was  uneventful.  On  March  25,  1937,  physical 
and  roentgen  examination  of  the  chest  revealed 
normal  findings.  A follow-up  study  for  one 
year  revealed  no  subsequent  abnormal  lung  or 
pleural  findings  by  physical  or  roentgen  examina- 
tion. 

The  roentgen  findings  illustrate  how  readily 
they  can  be  confused  with  those  of  a lung  abscess. 


FTg.  2.  A.P.  view  taken  March  11,  1937,  ten 
days  after  admission  into  hospital.  There  is  a 
marked  increase  in  the  size  of  the  apparent 
abscess  formation  on  the  right.  Fluid  level  can 
still  be  seen. 
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Fig.  3.  Lateral  view  of  chest  on  March  9, 
1937,  eight  days  after  admission,  showing  the 
encapsulated  empyema  on  the  right  posterior 
wall. 

The  first  plate  (Fig.  1)  was  described  as  an  early 
lung  abscess.  All  early  anterior-posterior  views 
were  interpreted  as  lung  abscess  (Figs.  1 and  2). 
Lateral  views,  however  (Figs.  3 and  4),  indicated 
that  we  were  probably  dealing  with  an  encysted 
posterior  wall  empyema,  which  had  ruptured 
into  a bronchus.  Subsequent  roentgenograms 
showed  gradual  clearing;  Fig.  5 is  one  taken  five 
months  after  discharge  from  the  hospital,  and  il- 
lustrates complete  healing  with  no  apparent 
pulmonary  or  pleural  residua. 

Summary 

An  acute  encysted  pyothorax,  located  on  the 
right  posterior  chest  wall  and  complicated  by 
bronchopleural  fistula,  responded  favorably  to 
conservative  treatment  by  oral  drainage.  The 
roentgen  findings  simulated  the  appearance  of  a 
lung  abscess. 
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Fig.  4.  Lateral  view,  taken  on  same  day  as 
Fig.  2.  Study  of  this  roentgenogram,  and  of  the 
one  illustrated  in  Fig.  3,  strongly  suggests  an 
encysted  posterior  wall  empyema,  which  has 
partially  emptied,  showing  a fluid  level. 


Fig.  5.  A.P.  view  taken  nine  months  after 
clinical  recovery  reveals  no  pulmonary  or  pleural 
pathology. 


Visitor:  “Do  you  know  sir,  that’s  a swell  Visitor:  “Good  gracious,  man,  I had  no  idea 

looking  nurse  you  have?”  you  were  so  sick.” — Bulletin  of  the  Burcombe 

Patient:  “I  hadn’t  noticed.”  County  ( N . C.)  Medical  Society 


Legislative  News 

Bulletin  No.  5 

{February  9,  1940) 

New  Bills  Introduced 


Senate  Int.  842 — Kleinfeld,  requires  New 
York  City  Education  Board  to  establish  child 
guidance  bureau.  Referred  to  the  Education 
Committee. 

COMMENT:  Same  as  Assembly  Int.  461, 

reported  in  Bulletin  No.  3.  Disapproved  by 
Chairmen’s  Conference. 

Senate  Int.  856 — Graves;  Assembly  Int. 
1106 — G.  F.  Daniels,  requires  a permit  from  the 
State  Health  Commissioner  for  sale  of  ice  cream 
after  inspection  of  cows,  barns,  and  manufactur- 
ing equipment,  to  determine  that  sanitary  condi- 
tions and  milk  standards  are  maintained;  also 
requires  permit  for  importing  evaporated  or  con- 
densed milk  sold  in  hermetically  sealed  cans 
when  intended  for  use  in  manufacture  of  ice 
cream;  fees  are  imposed  for  the  expenses  of 
inspection.  Referred  to  the  health  commit- 
tees. 

COMMENT:  Disapproved  by  Chairmen’s 

Conference. 

Senate  Int.  927 — Page,  provides  that  appli- 
cants for  medical  licenses  who  meet  requirements 
as  to  preliminary  and  professional  education 
with  evidence  of  successful  practice  or  profes- 
sional experience  and  with  evidence  satisfactory 
to  State  Education  Commissioner  that  they  have 
been  duly  licensed  in  another  state  or  territory 
of  the  United  States,  may  receive  licenses  without 
further  examination,  provision  relating  to  appli- 
cants who  matriculated  in  New  York  State 
medical  school  before  June  5,  1890,  being  stricken 
out.  Referred  to  the  Education  Committee. 

COMMENT : The  Department  of  Education 

suggests  that  an  amendment  which  would  require 
that  the  credentials  of  every  person  applying 
with  a license  from  another  state  for  its  endorse- 
ment be  thoroughly  studied,  including  the  pre- 
liminary education  and  professional  education,  as 
well  as  the  questions  and  rating  of  the  licensing 
examination,  to  see  that  both  of  those  were 
equivalent  to  what  was  required  in  New  York 
State  at  that  time.  This  will  terminate  auto- 
matic reciprocity  and  will  very  likely  decrease  the 
annual  number  of  licenses  endorsed. 

Senate  Int.  968 — Phelps;  Assembly  Int.  1219 
— Wagner,  provides  that  after  July  1,  1941,  in- 
stead of  1940,  it  shall  be  unlawful  to  practice 
nursing  without  being  duly  licensed  and  regis- 
tered; increases  from  7 to  12  the  minimum 
membership  of  state  board  of  examiners  for 
nurses,  with  four  to  be  selected  from  each  of 
three  lists  submitted  by  certain  nurses’  organi- 


zations, and  makes  other  changes.  Referred  to 
the  education  committees. 

COMMENT:  The  three  nurses’  organiza- 

tions mentioned  are  the  New  York  State  Nurses’ 
Association,  which  is  authorized  under  the  law 
at  present  to  submit  lists,  and  to  this  is  added  the 
Nurses’  Union  and  the  American  Federation  of 
Registered  Nurses.  The  bill  was  not  acted  upon 
by  the  conference  because  printed  copies  were 
not  available  for  study. 

Assembly  Int.  1117 — Wagner,  requires  that 
city  education  boards  and  school  districts  main- 
taining vocational  schools,  shall  provide  health 
service  for  pupils  attending  vocational  high 
schools,  with  necessary  personnel  to  afford  physi- 
cal examinations  and  x-rays.  Referred  to  the 
Education  Committee. 

COMMENT : The  Chairmen’s  Conference 

approved  of  this  measure  except  that  portion 
which  requires  that  all  of  the  children  be  x-rayed 
as  to  their  chests.  They  felt  that  children  in  vo- 
cational schools  should  have  the  same  advantages 
as  children  in  high  schools ; and  since  x-raying  of 
the  chest  is  not  required  but  is  being  done  volun- 
tarily in  some  schools,  they  felt  that  no  such  re- 
quirement should  be  included  in  this  bill. 

Assembly  Int.  1122 — Shaw,  provides  for  free 
treatment  of  persons  suffering  from  poliomyelitis 
by  local  health  authorities,  where  person  is  un- 
able to  pay  for  such  care;  one-half  of  cost  is  to 
be  paid  by  county  or  in  New  York  City  by  the 
city  and  the  other  half  by  the  State;  $30,000  is 
appropriated.  Referred  to  the  Ways  and  Means 
Committee. 

COMMENT : Disapproved  by  the  Chair- 
men’s Conference. 

Assembly  Int.  1126 — Quinn,  requires  druggist 
or  pharmacist,  upon  request,  to  furnish  a true 
and  complete  copy  of  a refillable  prescription  to 
the  person  for  whom  it  was  filled.  Referred  to 
the  Codes  Committee. 

COMMENT:  Disapproved  by  the  Chair- 
men’s Conference. 

Assembly  Int.  1181 — Goldstein,  makes  it  un- 
lawful for  agent  or  officer  of  public  hospital  to 
refuse  to  admit  private  patients  willing  to  pay  for 
facilities  or  to  deny  licensed  physician  or  surgeon 
permission  to  attend  and  prescribe  for  any  pa- 
tient therein.  Referred  to  the  Codes  Committee. 

COMMENT : This  bill  was  not  available  for 

consideration  by  the  Chairmen’s  Conference  on 
Wednesday,  but  identically  the  same  bill  was 
before  the  Legislature  last  year  and  was  dis- 
approved by  the  committee. 


S.  Int.  258 — Hastings 
S.  Int.  310 — Hastings 
S.  Int.  599 — Condon 


Action  on  Bills 

Physically  handicapped  children 
Care  of  deaf  children 

Workmen’s  compensation,  physicians’  fees 


S.  Int.  792 — Page  Nurses,  extend  time  for  securing  licenses 

A.  Int.  195 — Vincent  Criminal  Code,  drug  violations 

A.  Int.  878 — Todd  Nurses,  extend  time  for  securing  licenses 


Passed  Senate ; in  Assembly  Ed. 
Com.  3rd  reading 
Passed  Senate;  in  Assembly 
Labor  Com. 

Reported 

Passed  both  houses 
Passed  Assembly;  3rd  reading  in 
Senate 
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Hearings 

>Sale  of  fireworks — joint  hearing  before  Codes  Committees 

There  follows  a list  of  the  bills  taken  up  by  the  Legislative  Chairmen’s  Conference  on  February  7, 
with  action  indicated  upon  each  bill: 


Feb.  20 


S.  Int.  134 — Warner 
A.  Int.  152 — Milmoe 


S.  Int.  10 — Williamson 

S.  Int.  115— Wicks 
S.  Int.  134 — Warner  1 
A.  Int.  152 — Milmoe/ 
S.  Int.  167— Phelps) 

A.  Int.  161— Walsh/ 


S.  Int.  240 — Young  \ 

A.  Int.  477 — Vincent/ 

S.  Int.  258 — Hastings  1 

A.  Int.  323— C.  D.  Williams  [ 

S.  Int.  310 — Hastings  \ 
A.  Int.  322— C.  D.  Williams/ 
S.  Int.  314 — Condon! 

A.  Int.  499 — Gans  / 

S.  Int.  508 — Desmond/ 

A.  Int.  695 — Vincent  / 

S.  Int.  599 — Condon  ) 

A.  Int.  833 — Armstrong/ 

S.  Int.  792 — Page  \ 

A.  Int.  878— Todd/ 

A.  Int.  108 — McCaffrey 

A.  Int.  141 — Dollinger 
A.  Int.  192 — McLaughlin 
A.  Int.  1005 — Wagner 


Approved 

Nurses  of  Army  and  Navy  Corps,  veterans’  preference  in  civil  service 
positions 

For  regulating  practice  of  optical  dispensing 

Sale  of  fireworks  (approved  in  principle  but  objected  to  the  date  of 
enactment  being  postponed  until  after  July,  1940) 

Workmen’s  compensation,  physical  examination  of  injured  employees 
(approved  with  amendment  that  physicians  representing  both 
carrier  and  employee  must  be  present  or  else  neither  of  them  may 
be  present) 

Sale  of  narcotics 

Instruction  for  physically  handicapped  children  (approved  provided 
provisions  under  sections  c,  d,  and  e,  which  provide  that  classes  be 
created  for  (c)  orthopedic  crippled  children;  (d)  cardiopathic  child- 
ren, and  (e)  children  suffering  with  nervous  disorders,  be  deleted 

Children  with  impaired  hearing,  New  York  City — physicians’  reports 

Injured  employees,  physicians  to  file  verified  reports 

Practice  of  radiology 

Workmen’s  compensation,  medical  fees 

Nurses,  extend  time  for  securing  licenses 

Workmen’s  compensation,  physical  examination  of  injured  employees 
(approved  with  amendment  suggested  for  S.  Int.  167 ; A.  Int.  161) 
Sale  of  fireworks 
Sale  of  fireworks 

Creating  consumers’  bureau  in  Health  Dept.,  etc.  (approved  in 
principle) 


S.  Int.  199 — Desmond 


S.  Int.  304 — Martin 


S.  Int.  484 — Wicks 


S.  Int.  510 — Feinberg 
A.  Int.  476 — Steingut 


S.  Int.  765 — Gutman 
S.  Int.  842 — Kleinfeld) 

A.  Int.  461 — Austin  / 

S.  Int.  856 — Graves 
A.  Int.  1106 — G.  F.  Daniels 
A.  Int.  94 — L.  Bennett 
A.  Int.  150 — Goldstein 
A.  Int.  330 — Boccia 
A.  Int.  469 — Goldstein 
A.  Int.  470 — Goldstein 
A.  Int.  619 — Peterson 

A.  Int.  646 — Dollinger 


Bills  Opposed 

Creating  commission  to  study  trichinosis  (disapproved  because  the 
Department  of  Health  has  sufficient  personnel  to  make  any  studies 
of  this  character  that  may  be  required) 

Labor  law,  creating  division  of  the  deaf  (disapproved  because  there 
seem  to  be  too  few  persons  that  would  be  considered  by  such  divi- 
sion, and  present  provisions  are  believed  to  be  adequate) 
Establishment  of  cancer  clinics  (disapproved  because  the  amendment 
to  the  Public  Health  Law  enacted  last  year,  establishing  the  Divi- 
sion of  Cancer  Control,  gives  the  Department  of  Health  authority 
to  assist  communities  and  hospitals  throughout  the  state  in  creat- 
ing and  conducting  cancer  clinics) 

Workmen’s  compensation,  authorization  of  medical  bureaus  and 
laboratories  (opposition  to  this  bill  was  centered  about  that  section 
of  the  amendment  which  would  take  the  laboratories  out  from 
under  the  immediate  conduct  of  physicians  and  provide  that  they 
might  be  supervised  by  a physician.  It  was  believed  that  eventu- 
ally the  laboratories,  or  clinics  as  we  are  accustomed  to  calling  them, 
would  be  conducted  much  as  they  were  before  the  enactment  of 
the  present  law) 

Employment  of  psychologists,  etc.,  in  cities  and  school  districts 
Relative  to  bureaus  of  child  guidance 

Sale  of  ice  cream 

City  of  New  York,  hospital  records 
Examination  of  hospital  records 
Hospital  records  as  evidence 
Long-range  health  program 
Lotteries  for  public  health  purposes 

Intoxicated  drivers  (disapproved  because  accurate  tests  are  difficult, 
if  not  impossible) 

Assistance  to  the  tuberculous 
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A.  Int.  981 — Peterson 
A.  Int.  1117 — Wagner 

A.  Int.  1122 — Shaw 
A.  Int.  1126 — Quinn 


S.  Int.  4 — Williamson! 
A.  Int.  16— Hill  / 

S.  Int.  13— Bewley  ! 

A.  Int.  46 — Whitney/ 

S.  Int.  18 — Warner  \ 
A.  Int.  77— HoUowell/ 

S.  Int.  97 — Graves! 

A.  Int.  79— Allen  / 

S.  Int.  313 — Mahoney! 
A.  Int.  295 — Butler  / 
S.  Int.  355 — Gutman! 

A.  Int.  241 — Wagner j 
S.  Int.  475 — Ryan  1 
A.  Int.  466 — Devany/ 

S.  Int.  608— Phelps! 

A.  Int.  10 — Crews  / 

S.  Int.  709 — Condon  ! 
A.  Int.  986 — Washburn/ 
A.  Int.  183— Holley 


Practice  of  chiropractic 

Establishment  of  physical  examinations  and  health  service  in  voca- 
tional schools 

Poliomyelitis,  free  treatment  for  certain  persons  over  twenty-one 
Refillable  prescriptions 

No  Action 

State  employees’  retirement  system,  benefits 
Sales  tax 

Sale  of  spiritous  liquor  to  children 

Sale  of  adulterated  or  misbranded  foods 

Commission  to  make  study  of  feeble-minded  individuals 

Division  of  Industrial  Hygiene  in  Labor  Department 

Commission  to  study  care  of  youth 

Relative  to  persons  working  under  compressed  air 

Workmen’s  Compensation  Law,  include  volunteer  firemen 
Manufacture  and  sale  of  adulterated  drugs 

John  L.  Bauer 
Leo  F.  Simpson 
Walter  W.  Mott 

Committee  on  Legislation 
Joseph  S.  Lawrence 

Executive  Officer 


“THE  FOUNDATION  PRIZE”  AWARD 

The  rules  governing  the  award  of  “The  Foun- 
dation Prize”  of  the  American  Association  of 
Obstetricians,  Gynecologists,  and  Abdominal 
Surgeons  are  as  follows: 

1.  The  award  which  shall  be  known  as  “The 
Foundation  Prize”  shall  consist  of  $150. 

2.  Eligible  contestants  shall  include  only  (a) 
interns,  residents,  or  graduate  students  in 
obstetrics,  gynecology,  or  abdominal  surgery, 
and  (b)  physicians  (with  an  M.D.  degree)  who 
are  actively  practicing  or  teaching  obstetrics, 
gynecology,  or  abdominal  surgery. 

3.  Manuscripts  must  be  presented  under  a 
nom-de-plume,  which  shall  in  no  way  indicate 
the  author’s  identity,  to  the  Secretary  of  the 
Association  together  with  a sealed  envelope 
bearing  the  nom-de-plume  and  containing  a card 
showing  the  name  and  address  of  the  contestant. 

4.  Manuscripts  must  be  limited  to  5,000 
words,  and  must  be  typewritten  in  double  spac- 
ing on  one  side  of  the  sheet.  Ample  margins 
should  be  provided.  Illustrations  should  be 
limited  to  such  as  are  required  for  a clear  exposi- 
tion of  the  thesis.  Submit  three  copies  of  thesis 
and  illustrations  to  the  Secretary. 


5.  The  successful  thesis  shall  become  the 
property  of  the  Association,  but  this  provision 
shall  in  no  way  interfere  with  publication  of  the 
communication  in  the  journal  of  the  author’s 
choice.  Unsuccessful  contributions  will  be  re- 
turned promptly  to  their  authors. 

6.  All  manuscripts  entered  in  a given  year 
must  be  in  the  hands  of  the  Secretary  before 
June  1. 

7.  The  award  will  be  made  at  the  annual 
meetings  of  the  Association,  at  which  time  the 
successful  contestant  must  appear  in  person  to 
present  his  contribution  as  a part  of  the  regular 
scientific  program,  in  conformity  with  the  rules 
of  the  Association.  The  successful  contestant 
must  meet  all  expenses  incident  to  this  presenta- 
tion. 

8.  The  President  of  the  Association  shall 
annually  appoint  a committee  on  award,  which, 
under  its  own  regulations  shall  determine  the 
successful  contestant  and  shall  inform  the 
Secretary  of  his  name  and  address  at  least  two 
weeks  before  the  annual  meeting. — Jas.  R. 
Bloss,  M.D.,  Secretary,  418  Eleventh  Street, 
Huntington,  West  Virginia 


BEATS  ELECTRIC  BELTS 

Struck  by  lightning  in  January,  a California 
justice  of  the  peace  says  it  cured  his  arthritis. 
Quite  a lot  of  folks  have  had  all  their  troubles 
ended  by  this  treatment. 


ON  A FALSE  SCENT 

A doctor  says  he  can  tell  a lot  about  patients 
by  the  shape  of  their  nostrils.  But  we  expect 
there  have  been  occasions  when  he  has  made 
wrong  diagnoses. — Punch 


Medical  News 


County  News 


Albany  County 

Dr.  Conrad  Wesselhoeft,  associate  professor 
on  communicable  diseases  at  the  Harvard  Medi- 
cal School  and  Harvard  School  of  Public  Health, 
spoke  on  “Advances  in  Management  of  Infectious 
Diseases”  before  the  scientific  session  of  the 
Albany  County  Medical  Society  in  the  Albany 
Pharmacy  College  on  January  24. 

The  discussion  following  Dr.  Wesselhoeft’s 
talk  was  opened  by  Dr.  Otto  A.  Faust  and  Dr. 
Charles  K.  Winne,  Jr. 

Chemung  County 

Although  adequate  medical  and  dental  care  is 
available  in  Chemung  County  if  requested,  city 
physicians  are  overworked  and  cannot  give  suffi- 
ciently close  care  to  people  on  relief ; there  is  too 
much  routine  required  before  hospital  service  can 
be  obtained  by  relief  patients  and  the  situation  is 
complicated  by  new  relief  laws  and  additional 
burdens ; there  are  sufficient  medical  facilities  for 
indigents  of  the  community,  but  borderline- 
income  groups  suffer. 

These  are  some  of  the  conclusions  of  a just- 
completed  county-wide  survey  of  the  medical 
needs  of  Chemung  County.  The  study  was  con- 
ducted by  a committee  from  the  Medical  Society 
of  Chemung  County  and  the  Health  Division  of 
the  Elmira  Council  of  Social  Agencies  at  the 
request  of  the  American  Medical  Association. 
Chemung  County  was  selected  as  a test  spot  in 
this  district,  results  to  be  included  in  a national 
survey  of  medical  needs  and  recommendations. 

Approximately  273  question  blanks  were  sub- 
mitted to  institutions  and  organizations  con- 
cerned with  health  work  in  the  county. 

Less  than  half  responded  by  supplying  an- 
swers, a fact  which  prevents  results  from  being 
conclusive. 

Those  contacted  and  total  returns  compare  as 
follows:  physicians  and  dentists,  106  contacted, 

35  replies;  hospitals,  5,  4;  nurses,  5,  4;  health 
departments,  15,  3;  welfare  and  relief  agencies, 
32,15;  schools,  9,  9;  colleges,  1,  1 ; pharmacists, 
23,  16;  other  organizations,  77,  29. 

To  meet  the  needs  discovered,  some  of  those 
questioned  favor  voluntary  sickness  insurance, 
particularly  for  the  middle  class  and  poor  not  on 
relief ; others  believe  that  the  work  now  done  by 
the  city  physicians  should  be  returned  to  private 
physicians  at  reduced  fees. 

Replies  would  indicate  that  hospital  facilities 
are  ample  but  that  members  of  marginal-income 
families  do  not  receive  adequate  nursing  care. 
Many,  it  is  reported,  forego  such  care  rather  than 
ask  for  free  service. 

An  exposition  of  syphilis — its  dangers,  known 
remedial  measures,  and  responsibilities  of  the 
layman  in  curtailing  its  spread — was  given  for 
approximately  130  guests  at  a social  hygiene 
dinner  on  January  31  at  the  Mark  Twain  Hotel 
in  Elmira  by  Dr.  Paul  Padget,  syphilologist,  in- 
structor, and  national  consultant  in  syphilis  from 
Johns  Hopkins  School  of  Medicine. 


The  dinner  was  jointly  sponsored  by  the  social 
hygiene  committee  of  the  Visiting  Nurse  and 
Tuberculosis  Association  and  the  Chemung 
County  Medical  Society  in  observance  of  the 
fourth  annual  Social  Hygiene  Day. 

Dr.  Padget  was  introduced  by  Dr.  George  R. 
Murphy,  president  of  the  county  medical  society. 
Dr.  Ross  G.  Loop,  chairman  of  the  medical  ad- 
visory committee  of  the  visiting  nurse  associa- 
tion, presided. 

Erie  County 

Formal  opening  of  offices  of  the  Non-Profit 
Western  New  York  Medical  Plan  at  374  Dela- 
ware Avenue,  Buffalo,  and  receipt  of  its  operating 
permit  from  the  New  York  State  Insurance 
Department  have  placed  the  medical  plan  on  the 
list  of  going  concerns. 

The  new  offices  are  in  the  Huyler  Building  and 
adjoining  those  of  the  Blue  Cross  Hospital  Serv- 
ice Plan,  the  field  staff  of  which  will  handle  en- 
rollment of  subscribers  throughout  the  area. 
Operating  procedures  will  parallel  those  of  the 
hospital  plan,  subscribers  being  accepted  only 
on  a payroll  deduction  basis. 

Complete  medical  and  surgical  care  is  provided 
under  the  plan,  with  the  following  rates  applying : 
individual  subscribers,  $18,  for  indemnification  up 
to  $200;  man  and  wife,  $27,  for  $300  coverage; 
entire  family  (husband  and  wife  and  all  un- 
married children  under  19  years  of  age),  $36,  for 
$400  coverage. 

All  payments  for  service  are  made  directly  to 
the  participating  physician  by  administrators  of 
the  plan  and  the  physician’s  receipted  bill  is 
given  the  subscriber  in  satisfaction  of  the  benefits 
due  him  under  terms  of  his  contract.  These 
payments  are  computed  on  the  basis  of  an 
official  schedule  of  reduced  fees  and  prorated  on  a 
unit  basis. 

Guarantee  of  subscriber  benefits  is  made  by 
the  participating  physician,  who  agrees  to  pro- 
vide specified  service  regardless  of  the  plan’s 
ability  to  pay. 

The  acting  board  of  trustees,  consisting  of 
twenty-five,  includes  sixteen  physicians  and  nine 
laymen  who  were  the  original  incorporators  of 
the  plan.  They  all  serve  without  pay.  The 
permanent  board  will  be  elected  by  the  partici- 
pating physicians  and  its  membership  will  have 
such  geographic  distribution  as  is  prescribed  in 
the  bylaws. 

Included  on  the  present  board  are  prominent 
laymen  throughout  the  Eighth  Judicial  District, 
in  the  eight  counties  of  which  the  medical  plan  is 
chartered  to  operate:  four  past-presidents  of  the 
Erie  County  Medical  Society,  the  president  of 
the  Buffalo  Board  of  Health,  and  other  leading 
physicians  and  surgeons  of  the  district. 

Under  the  welfare  department’s  medical  plan 
the  state  will  reimburse  Erie  county  40  per  cent 
of  expenditures  not  exceeding  $82,100,  Harold 
S.  Tolley,  state  area  welfare  director,  told  the 
county  welfare  board  on  February  8. 

The  plan  calls  for  payment  to  physicians  for 
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medical  services  for  welfare  clients.  At  present 
hundreds  of  physicians  treat  welfare  cases  with- 
out being  recompensed. 

“Experience  in  other  cities  and  states  would 
indicate  that  adequate  care  could  be  provided  for 
an  amount  not  in  excess  of  $46,800,”  Tolley  said. 
“However,  since  the  board  has  decided  that  the 
proposed  plan  better  meets  the  needs  of  Erie 
County  and  is  preferred  regardless  of  possible 
higher  costs,  it  seems  reasonable  to  cite  maxi- 
mums  beyond  which  no  state  reimbursement 
should  be  expected.” 

They  are:  Physicians’  fees,  $38,300;  salaried 

physicians,  $9,600;  pharmacists,  $5,600;  drugs, 
$6,400,  and  additional  administrative  staff, 
$22,200. 

The  area  director  declared  no  reimbursement 
could  be  expected  from  the  state  until  the  entire 
plan  is  in  operation. 

Local  welfare  officials  estimated  the  medical 
plan  would  cost  $146,000  annually. 

A symposium  on  anesthesia  was  presented  by 
the  Buffalo  Academy  of  Medicine  at  its  meeting 
on  February  7.  An  allergy  program  was  given 
on  February  14. 

Chancellor  Samuel  P.  Capen  announces  that 
approximately  $425,000  has  been  provided  for  a 
new  medical  school  building  at  the  University  of 
Buffalo. 

Dr.  Capen  announced  a gift  of  $200,000  from 
Mrs.  DeWitt  H.  Sherman,  in  addition  to  a be- 
quest estimated  at  $225,000  by  her  late  husband, 
Buffalo  pediatrician,  whose  will  was  offered  for 
probate  on  February  7. 

Dr.  DeWitt  Halsey  Sherman,  Buffalo  pedia- 
trician who  died  on  February  1 at  the  age  of 
seventy-five,  had  served  for  twenty  years  as 
professor  of  pediatrics  in  the  University  of  Buf- 
falo Medical  School.  Dr.'Sherman  was  secretary 
and  later  president  of  both  the  Buffalo  Academy 
of  Medicine  and  the  Erie  County  Medical  So- 
ciety. He  was  an  organizer  of  the  New  York 
State  Medical  Society  and  the  fourth  chairman 
of  its  section  of  pediatrics. 

Genesee  County 

An  interesting  offer  was  made  by  the  Genesee 
County  Medical  Society  to  the  city  of  Batavia  in 
January,  whereby  relief  families  would  be  per- 
mitted to  summon  a physician  of  their  own 
choosing,  thus  doing  away  with  the  office  of  city 
physician. 

Headed  by  Dr.  Peter  J.  Di  Natale  as  chairman, 
the  special  medical  society  committee  offered  to 
handle  welfare  medical  and  surgical  needs  for 
$4,300 — the  sum  spent  by  the  city  for  that  pur- 
pose last  year.  The  committee  would  have  pro- 
rated payments  to  physicians  on  the  basis  of 
services  rendered. 

Also  on  file  was  a request  from  Dr.  Homer  A. 
Harvey,  the  city  physician,  for  a salary  increase 
from  $1,500  to  $2,250. 

Dr.  Harvey’s  salary  last  year  did  not  include 
the  cost  of  major  operations  or  medical  supplies, 
items  which  the  physicians’  committee  covered  in 
their  $4,300  proposal. 

The  common  council,  however,  on  February  7, 
turned  down  the  physicians’  offer  and  reap- 
pointed Dr.  Harvey  at  a salary  of  $2,000. 

Dr.  George  Critchlow  of  Buffalo,  chairman  of 
the  Western  New  York  Medical  Indemnity 


Insurance  Corporation,  spoke  at  a special  meet- 
ing of  the  Genesee  County  Medical  Society  on 
February  8 in  Batavia  at  the  Hotel  Richmond  on 
the  medical  insurance  plan  offered  to  members  of 
the  Genesee  County  society. 

Herkimer  County 

The  Medical  Society  of  the  County  of  Herki- 
mer met  at  the  Mohawk  Valley  Country  Club 
on  February  13.  A scientific  program  was  pre- 
pared by  Drs.  Shults,  Vickers,  and  Lill.  The 
latter  made  an  address  and  Dr.  H.  van  Z.  Hyde, 
of  Syracuse,  read  a paper  on  pneumonia. 

Jefferson  County 

The  regular  monthly  meeting  of  the  Medical 
Society  of  Jefferson  County  was  held  at  the  Black 
River  Valley  Club  on  February  8.  There  was  a 
symposium  on  welfare  by  Ray  S.  Dunaway,  A. 
E.  Cole,  and  Miss  Angie  L.  Kellogg.  A moving 
picture  on  “Trichomonas  Vaginalis”  was  shown 
and  was  discussed  by  Dr.  James  L.  Crossley. 
There  was  a tumor  clinic  at  Mercy  Hospital  at 
5:00  p.m. 

On  January  6 the  Black  River  Valley  Club 
tendered  a dinner  for  Dr.  Grosvenor  S.  Farmer  in 
honor  of  his  ninetieth  birthday.  There  were 
over  one  hundred  friends,  many  of  them  physi- 
cians, who  attended  the  party.  Dr.  Farmer  has 
been  a member  of  this  club  for  sixty  years  and 
still  conducts  some  medical  practice. 

Kings  County 

The  forty-second  annual  meeting  of  the  Asso- 
ciated Physicians  of  Long  Island  was  held  on 
January  27,  at  the  Brooklyn  Hospital. 

The  scientific  program  at  10:00  a.m.  comprised 
operative  clinics  in  various  departments  of  the 
hospital;  12:00  o’clock  noon,  inspection  of  the 
hospital;  1:00  p.m.,  guests  of  the  hospital  at 
luncheon. 

At  2:00  p.m.  the  scientific  session  was  held,  at 
which  the  following  papers  were  read  and  dis- 
cussed: “Conservative  Surgery  in  the  Treat- 

ment of  Acute  Osteomyelitis,”  Dr.  Ainsworth  L. 
Smith — Discussion,  Dr.  Carl  Hettesheimer. 
“Thyrotoxicosis  in  Pregnancy,”  Dr.  J.  Thornton 
Wallace — Discussion,  Dr.  Austin  Johnson 
“Tendonitis  of  the  Tendon  of  the  Long  Head  of 
the  Biceps  Brachii  Muscles,”  Dr.  Donald  E. 
McKenna — Discussion,  Dr.  Frank  S.  Child. 
“Carcinoma  of  the  Larynx — Demonstration  of 
Patients  Using  Artificial  Larynx,”  Dr.  Robert  L. 
Moorhead — Discussion,  Dr.  Henry  B.  Smith. 
“The  Diagnosis  of  Cardiovascular  Syphilis — An 
Analysis  of  20  Cases  to  Necropsy,”  Dr.  Edwin  P. 
Maynard,  Jr. — Discussion,  Dr.  Eugene  Calvelli. 

At  4:00  p.m.,  there  was  a business  meeting  and 
election  of  officers.  At  7:00  p.m.,  the  annual 
dinner  was  held  at  the  Montauk  Club,  8th  Avenue 
and  Lincoln  Place,  Brooklyn. 

After  the  dinner,  a travel  talk,  illustrated  with 
lantern  slides,  was  given  by  Commander  Frank  W. 
Ryan,  Medical  Corps,  U.  S.  N.,  on  “A  Medical 
Man’s  Experiences  in  Samoa.” 

Dr.  Joshua  Marsden  Van  Cott,  president  of 
the  professional  staff  of  the  Brooklyn  Hospital 
since  1930  and  president  of  the  board  of  trustees 
of  the  Hoagland  Laboratories  attached  to  the 
Long  Island  College  Hospital,  died  on  February  8 
at  his  residence,  160  Henry  Street,  Brooklyn,  at 
the  age  of  seventy-eight. 
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He  was  a founder  and  fellow  of  the  American 
College  of  Physicians,  chairman  of  public  health 
and  education  of  the  New  York  State  Medical 
Society,  1912-1924,  and  vice-president  of  the 
same  society,  1927-1928.  He  had  been  president 
of  the  Medical  Society  of  the  County  of  Kings  in 
1909,  and  in  1913  served  on  the  advisory  com- 
mittee of  the  New  York  Board  of  Health.  He 
was  also  a founder  of  the  Associated  Physicians 
of  Long  Island. 

More  than  two  hundred  doctors  attended  an 
educational  forum  on  February  5 under  the  aus- 
pices of  the  East  New  York  Medical  Society  at 
the  Temple  Auditorium,  Rochester  Avenue  and 
St.  John’s  Place.  Dr.  Hyman  I.  Teperson,  presi- 
dent, was  chairman. 

Development  in  the  methods  of  treating  the 
hard  of  hearing  was  discussed  by  several  eminent 
physicians. 

Dr.  William  Stevenson  Applegate,  a pioneer 
physician  in  Flatbush,  where  he  practiced  from 
1887  until  his  retirement  in  1913  and  for  fifty 
years  a member  of  the  Medical  Society  of  the 
County  of  Kings,  died  on  February  6 in  his  home 
on  Vail  Road,  Parsippany,  N.  J.,  at  the  age  of 
eighty-seven  after  an  illness  of  three  months. 

When  Dr.  Applegate  retired  to  devote  his  time 
to  farming  he  was  president  of  the  Flatbush 
Medical  Society. 

Shortly  before  his  death  Dr.  Applegate  pre- 
sented his  medical  books  to  the  Medical  Society 
of  the  County  of  Kings. 

Madison  County 

The  regular  winter  meeting  of  the  Madison 
County  Medical  Society  was  held  at  the  Hotel 
Oneida,  Oneida,  on  January  18.  A dinner  pre- 
ceded the  business  and  scientific  session. 

The  program  was  as  follows:  “The  Vaginal 

Discharge,”  by  Sydney  W.  Stringer;  “The  Early 
Local  Care  of  Traumatic  Wounds,  with  Special 
Reference  to  Wounds  of  the  Face,”  by  Dr.  Leon 
E.  Sutton;  “A  Treatise  on  Vitamin  Deficiencies,” 
by  Dr.  Earle  E.  Mack,  all  of  the  above  from 
Syracuse;  and  a “Technicolor  Film  on  Physical 
Diagnosis,”  by  Dr.  Ernest  Freshman,  of  Oneida. 

Monroe  County 

Dr.  John  R.  Murlin,  University  of  Rochester 
physiology  professor,  was  the  principal  speaker 
at  a joint  meeting  of  the  Monroe  County  Medical 
Society,  the  Rochester  Academy  of  Medicine, 
and  the  University  of  Rochester  Medical  School 
in  the  academy’s  auditorium,  on  January  28. 

Dr.  Murlin’s  subject  was  “The  Place  of  Vita- 
mins in  Normal  Nutrition.”  There  was  also  a 
special  showing  of  a sound  motion  picture.  Dr. 
Murlin  is  director  of  the  university’s  vital  eco- 
nomics department. 

Nassau  County 

The  scientific  program  of  the  Nassau  County 
Medical  Society  on  January  30  was  as  follows: 
Topic  and  Speakers:  “Visualization  of  the 

Chambers  of  the  Heart  and  of  the  Thoracic 
Blood  Vessels”  (A  New  Diagnostic  Method). 

1 — “Clinical  Application  in  Heart  Disease”  by 
Dr.  George  Porter  Robb,  visiting  physician. 
Cardiac  Clinic,  New  York  University  College 
Clinic ; clinical  assistant  visiting  physician,  Belle- 
vue Hospital;  instructor  in  clinical  medicine, 
New  York  University  College  of  Medicine  2 — 


“Its  Practical  Value  in  Lung  Disease,”  by  Dr. 
Israel  Steinberg,  chief,  Chest  Clinic,  Bellevue 
Hospital;  chief.  Chest  Clinic,  New  York  Uni- 
versity College  Clinic;  instructor  in  medicine. 
New  York  University  College  of  Medicine; 
physician-in-chief.  Consultation  Chest  Clinic 
Department  of  Health,  New  York  City  (Kips 
Bay-Yorkville  District). 

The  topic  on  February  27  was  “Endocrinology 
in  the  Female,”  by  Dr.  Robert  T.  Frank,  of  New 
York,  and  the  topic  on  March  26  will  be  “The 
Treatment  of  Arthritis;  Practical  Suggestions 
for  the  General  Practitioner,”  by  Dr.  Loring  T. 
Swaim,  of  Boston, 

The  Rockaway  Medical  Society  celebrated  its 
seventeenth  anniversary  on  February  1 at  Law- 
rence Village  Park  Inn,  where  a dinner  was  served. 
About  seventy-five  doctors  from  the  Rockaways 
and  neighboring  Nassau  villages  attended.  The 
evening  was  given  over  to  sociability.  There 
was  no  formal  program. 

“We  cannot  help  feeling  a sense  of  satisfac- 
tion in  reviewing  Nassau  County’s  diphtheria 
record  for  1939.  Three  cases  were  reported  in 
January  and  1 each  during  April,  June,  and 
October,  making  the  county  record  a mere  6 
cases  for  the  entire  year  compared  with  14  for 
1938  or  an  average  of  27  for  the  five  years  before 
1939.  Comparing  a record  of  6 cases  and  no 
deaths  with  one  of  208  cases  and  12  deaths  in 
1928,  we  are  forced  to  the  conclusion  that  the 
energetic  campaign  against  diphtheria  which  has 
been  waged  by  the  county  medical  society  since 
1928  is,  at  least  in  part,  responsible  for  this  very 
dramatic  improvement. 

“The  present  thinking  among  health  authori- 
ties is  that  every  child  should  be  given  at  least 
two  doses  of  toxoid  at  the  age  of  nine  months  or 
as  soon  as  possible  thereafter.  Then  every  child 
should  be  given  another  dose  of  either  plain  tox- 
oid or  alum  precipitated  toxoid  at  about  the 
time  of  entering  school.” — Nassau  Medical  News 

Onondaga  County 

A paper  was  presented  at  the  meeting  of  the 
Onondaga  County  Medical  Society  on  February  6 
on  “Obstruction  of  Alimentary  Tract  in  Infants,” 
by  Dr.  Samuel  W.  Clausen,  pediatrician-in-chief 
of  Strong  Memorial  Hospital  and  Rochester 
Municipal  Hospital,  professor  of  pediatrics  of  the 
University  of  Rochester  School  of  Medicine  and 
Dentistry.  Discussion  was  opened  by  Dr.  A. 
B.  Raffl. 

Dr.  Frederick  S.  Wetherell  was  guest  of  honor 
at  a dinner  given  by  the  staff  of  the  Bulletin, 
publication  of  the  Onondaga  County  Medical 
Society  and  the  Syracuse  Academy  of  Medicine 
on  January  23,  in  appreciation  of  his  efforts  and 
service  as  editor  of  the  publication  for  three  years. 

During  these  first  three  years  Dr.  Wetherell 
did  most  of  the  work  of  reporter,  editorial  writer, 
advertising  department,  and  editor.  The  Bulle- 
tin began  as  an  eight-page  publication  published 
in  Rochester,  and  has  evolved  to  a booklet  of 
twenty-eight  pages  with  a circulation  of  1,000 
doctors  and  hospitals  in  central  New  York  and  is 
printed  in  Syracuse. 

Dr.  Wetherell  is  chairman  of  the  publications 
committee  of  the  Onondaga  County  Medical 
Society  and,  in  his  twenty-fifth  year  of  connec- 
tion with  the  staff  of  St.  Joseph  Hospital,  is 
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president  of  that  staff.  He  is  a member  of  the 
publication  committee  of  the  New  York  State 
Journal  of  Medicine,  and  is  a former  member  of 
the  medical  economics  committee  of  the  state 
society. 

Dr.  Morris  Fishbein,  editor  of  the  Journal  of 
the  American  Medical  Association,  and  Dr.  John 
Peters,  professor  of  medicine  of  Yale  University, 
discussed  “The  National  Health  Problem”  at 
the  Mizpah  Auditorium  on  February  26,  under 
the  auspices  of  the  Town  Hall  of  Syracuse,  Inc. 
An  open  forum  was  held  at  the  end  of  the  meet- 
ing. 

The  Syracuse  Housing  Authority  has  honored 
the  medical  profession  of  Onondaga  County  and 
its  society  by  naming  one  of  its  pioneer  courts  in 
memory  of  John  Howell  Frisbie,  first  president 
of  the  Onondaga  County  Medical  Society. 

Queens  County 

The  program  of  the  Medical  Society  of  the 
County  of  Queens  on  January  30  included: 
“The  American  Health  Program,”  by  Dr.  Nathan 
B.  VanEtten,  president-elect,  American  Medical 
Association.  “The  Doctor  Looks  at  the  Citi- 
zen,” by  Dr.  Terry  M.  Townsend,  president, 
Medical  Society  of  the  State  of  New  York. 

Friday  afternoon  talks  included:  February 

2 — “The  Use  and  Abuse  of  Dehydrating  Agents 
in  the  Treatment  of  Head  Injuries,”  by  Dr. 
Jefferson  Browder,  neurosurgeon,  Long  Island 
College,  Brooklyn,  Kings  County  hospitals. 
February  16 — “Office  Dermatology,”  by  Dr. 
Howard  Fox,  dermatologist,  New  York,  Belle- 
vue, Lenox  Hill,  Knickerbocker  hospitals. 

Orange  County 

Featured  speakers  at  a health  meeting  in 
Goshen  High  School  auditorium  on  February  13 
were  Dr.  Terry  M.  Townsend  of  New  York  and 
Dr.  Frederic  J.  Elliott. 

Sponsored  by  the  Twentieth  Century  Club  of 
Goshen,  the  meeting  was  open  to  the  general 
public.  Also  assisting  in  arrangements  were  the 
Orange  County  Medical  Association  and  Orange 
and  Rockland  County  Hospital  associations. 

Dr.  Theodore  W.  Neuman  of  Central  Valley, 
chairman  of  the  county  medical  group’s  public 
relations  committee,  presided. 

Dr.  Townsend,  president  of  the  state  medical 
society,  spoke  on  “Socialized  Medicine,”  and  Dr. 
Elliott  on  “Medical  Indemnity  Insurance.” 
Dr.  Elliott  is  secretary-treasurer  of  the  Medical 
Expense  Fund,  Inc.,  which  is  organizing  doctors 
for  the  insurance  plan. 

Oswego  County 

Dr.  Newton  Cook,  of  Sandy  Creek,  who  died 
at  his  home  on  January  7,  had  practiced  medicine 
there  since  1880. 

Schenectady  County 

Dr.  Joseph  E.  Connery,  professor  of  hematol- 
ogy at  New  York  University  Medical  School 
and  attending  physician  at  Bellevue  Hospital, 
was  the  speaker  at  the  meeting  of  the  Schenec- 


tady County  Medical  Society  at  Ellis  Hospital 
on  February  6.  Dr.  Connery  spoke  on  “Types, 
Diagnosis  and  Treatment  of  Anemia.”  He 
illustrated  his  talk  with  lantern  slides. 

There  was  a special  luncheon  meeting  of  the 
Schenectady  County  Medical  Society  on  Febru- 
ary 1,  in  the  cafeteria  of  the  Ellis  Hospital,  to 
hear  Dr.  Paul  W.  Harrison,  F.A.C.S.,  of  Arabia, 
on  “Surgery  Under  Desert  Difficulties.”  Dr. 
Harrison  has  been  a medical  missionary  for 
twenty-eight  years,  and  has  been  responsible  for 
pioneer  work  on  herniorrhaphy  and  spinal  anes- 
thesia. He  is  the  author  of  “The  Arab  at 
Home,”  and  has  been  recently  described  in 
magazine  articles  as  “The  Desert  Doctor.” 

Suffolk  County 

Cancer  was  the  subject  of  the  meeting  of  the 
Suffolk  County  Medical  Society  on  January  31 
at  Friede’s  Inn  at  Smithtown. 

Wayne  County 

The  Wayne  County  Medical  Society  met  on 
February  6 at  the  Hotel  Wayne  in  Lyons  and 
devoted  the  meeting  to  a discussion  of  pneu- 
monia. 

The  speaker  was  Dr.  Henry  van  Zile  Hyde. 
Dr.  Hyde  is  a member  of  the  Pneumonia  Speak- 
ers’ Committee  appointed  by  the  Medical  Society 
of  the  State  of  New  York.  He  discussed  the 
recent  progress  in  treating  pneumonia,  especially 
with  regard  to  serum  treatment  and  sulfapyri- 
dine. 

Westchester  County 

In  the  February  issue  of  the  Westchester  Medi- 
cal Bulletin,  published  by  the  county  medical 
society,  is  a question  addressed  to  the  profession, 
but  one  in  which  all  persons  in  this  county,  as 
well  as  throughout  America  should  be  interested, 
remarks  the  Tarrytown  News.  Here  it  is : 

“Will  American  medicine  soon  be  faced  with 
the  necessity  for  civil  disobedience  in  the  public 
interest? 

“It  may  be  the  only  possible  alternative  in 
view  of  the  political  trend  toward  national  social- 
ism in  this  nation.  Faced  with  a choice  between 
regulation  by  its  own  code  of  ethics  or  obedience 
to  embarrassing,  encroaching,  onerous,  sumptu- 
ary, or  even  hostile  legislation  conceived  for  the 
advancement  of  social  reforms,  but  in  practice 
too  restrictive  of  medical  freedom  of  thought  and 
action,  what  will  the  profession  do? 

“The  question  must  be  answered.” 

In  that  answer  will  lie  a most  serious  thought, 
says  the  Tarrytown  editor,  for  not  only  the 
medical  profession  but  the  millions  whom  it 
serves. 

Dr.  H.  G.  V.  Hunter  was  elected  president  of 
the  White  Plains  Medical  Society,  at  a special 
meeting  January  30  at  the  Contemporary  Club. 

Other  officers  elected  were  Dr.  J.  R.  Mont- 
gomery, vice-president;  Dr.  Harry  Klapper, 
secretary- treasurer,  and  Dr.  Robert  Towse  and 
Dr.  Granville  Knight,  new  governors  for  two 
years. 


“Young  Dr.  Jones  seems  to  have  considerable 
earning  power.” 


“Yes,  he  does,  but  it  doesn’t  equal  his  wife’s 
yearning  power.” — Rocky  Mt.  Medical  Journal 


Across  the  Desk 


The  Hard-Headed  Yankee  Nation  Turned  into  Rainbow  Chasers 


Iife  is  so  hard  nowadays  that  people  believe 
u some  magic  must  and  will  turn  it  soft  over- 
night, We  are  so  dazzled  by  the  myriad  luxuries 
of  civilization  that  we  think  we  can  live  like  kings 
on  a dollar  down  and  a dollar  a week.  Adver- 
tisements scream  at  us  to  come  and  borrow 
money.  Not  one  rainbow  but  a thousand  turn 
our  sky  to  a blaze  of  glory,  and  the  pots  of  gold 
seem  in  our  inflamed  imagination  so  plentiful  as 
to  make  Fort  Knox  look  like  the  poorhouse.  No 
wonder  the  clever  politicians  have  the  nation 
running  around  in  circles  expecting  Utopia  by  the 
wave  of  a wand. 

The  hocus-pocus  of  today’s  “professional 
political  charlatan,’’  was  the  theme  of  a trenchant 
address  before  the  Medical  Society  of  the  County 
of  Kings  on  February  20  by  Dr.  Terry  M.  Town- 
send, president  of  the  Medical  Society  of  the 
State  of  New  York,  under  the  title,  “Who  Shall 
Lead  the  Leaders?”  It  seems  that  Dr.  Town- 
send has  been  looking  at  the  American  citizen, 
and  “it  would  be  funny,”  he  remarks,  “were  it 
not  tragic,  to  trace  the  history  of  his  befuddle- 
ment  by  one  after  another  sweet  singer  of  halcyon 
songs,  who  have  played  upon  his  weakness.” 
For  instance:  “First,  we  were  to  have  a man- 

aged currency,  to  bring  back  prosperity;  then, 
we  were  to  have  control  of  farm  products,  with 
plenty  of  money  for  the  farmer  through  higher 
prices  for  his  products ; then  unemployment  was 
to  be  banished;  we  were  to  have  peace  and  jus- 
tice between  labor  and  capital  through  a labor 
relations  board.  I do  not  need  to  weary  you 
with  the  long  list  of  ideal  plans  for  perfecting 
this  and  that,  all  of  which  looked  promising  on 
paper  but  not  one  of  which  succeeded  in  practice 
in  doing  what  it  set  out  to  do.  There  was  one 
defect  in  all  these  plans.  They  left  out  the  little 
matter  of  changing  human  beings  in  such  a way 
as  to  permit  the  schemes  to  work.  Now  we 
have  the  newest  hopeful  promise — the  others 
having  failed — government  medical  care  for  all, 
with  everybody  healthy  and  relieved  of  the 
necessity  for  paying  for  it.” 

Thimblerigging  the  Citizen 

Why  is  it,  Dr.  Townsend  wonders,  that  when 
all  these  rainbows  fade,  the  citizen  still  seems 
eager  to  be  fooled  by  each  new  plan?  He  believes 
it  is  because  these  schemes  offer  the  citizen  an 
escape  from  the  hard  realities  of  life,  just  as 
phantasy  does.  They  save  him  from  realizing 
that  the  fault  “is  not  in  our  stars,  but  in  our- 
selves, that  we  are  underlings.”  The  citizen 
wants  to  believe  he  can  work  less  and  earn  more, 
save  less  and  have  more,  go  in  debt  and  not  have 
to  pay  it.  Even  when  the  schemes  fail,  we  do 
nothing,  remarks  Dr.  Townsend.  Why  don’t  we 
turn  the  schemers  out ? The  reason  is  significant. 
It  is  because  “it  is  easier  to  think  that  we  cannot 
do  anything  about  it  than  to  think  that  we  can. 
Effort  is  avoided,  and  effort  is  painful.  Most  of 
us  are  seeking  an  easy  way  out  of  our  problems.” 
Thimblerigging  the  citizen  is  a clever  game  that 
goes  merrily  on,  year  in  and  year  out.  We  are 
suavely  assured  by  our  leaders  that  we  are  living 


under  a “democracy.”  A radio  program  pro- 
moted by  government  agencies  is  styled,  “De- 
mocracy in  Action.”  A meeting  has  just  been 
held  in  Washington  on  “Children  in  a Democ- 
racy.” But,  declares  Dr.  Townsend,  “We  are 
not  living  in  a democracy  at  all,  we  are  living 
under  a form  of  representative  government,”  and 
the  representatives  we  elect,  and  who  make  our 
laws,  generally  have  but  one  guiding  idea — to  be 
re-elected.  The  people  rarely,  if  ever,  have  the 
chance  to  vote  on  public  measures — the  very 
essence  of  democracy.  The  Washington  “con- 
ference” on  “Children  in  a Democracy”  was  all 
“framed  weeks  in  advance”;  the  material  “was 
prepared  by  those  who  had  their  own  special 
cause  to  plead,  and  no  chance  was  given  for  all 
who  might  disagree  with  the  points  made,  to 
prepare  and  present  a contrary  view.”  In  a 
word,  the  conference  may  have  been  a good 
thing,  but  “it  was  not  democratic,  and  did  not 
deal  with  ‘children  in  a democracy.’  ” 

Nations  in  Padded  Cells? 

The  psychiatrist  could  size  up  our  rainbow 
chasers  in  ten  seconds.  The  psychiatrist  tells  us, 
says  Dr.  Townsend,  that  the  insane  act  as  if  no 
accomplishment  were  impossible,  they  recognize 
no  limits  to  the  granting  of  their  needs,  and  they 
admit  no  authority  or  opinion  so  good  as  their 
own.  When  their  environment  refuses  to  alter 
at  their  command,  “they  take  refuge  in  escape 
mechanisms  to  relieve  the  conflict.  They  cannot 
stand  reality,  so  they  take  flight  from  it.” 

Not  all  the  insane  are  in  hospitals,  remarks 
Dr.  Townsend  meaningly,  but,  fortunately,  not 
naming  any  names.  Perhaps  he  includes  us  all 
when  he  observes  that  “everyone,  to  some  ex- 
tent, flees  certain  realities.”  But  he  would  not 
cart  us  all  to  the  asylum,  for  “it  is  only  when  the 
mechanism  which  is  substituted  for  reality  be- 
comes dangerous  to  others,  or  to  the  patient  him- 
self, that  he  is  removed  from  society.” 

But  wait  a moment;  do  not  feel  too  safe.  A 
whole  nation  may  go  gaga,  to  use  a low  form  of 
expression.  As  Dr.  Townsend  more  elegantly 
puts  it,  “Now,  there  is  a collective  mechanism  of 
escape  as  well  as  an  individual  one ; we  may  have 
mass  delusions,  mass  escapes.”  There  is  a mob 
psychology,  strangely  irrational,  that  has  been 
often  noted,  and  “mass  reactions  were  never  so 
common  as  today.”  Television  will  give  an 
added  weapon  to  the  spellbinder  and  the  dema- 
gogue who  wish  to  incite  the  nation  to  pursue 
this  or  that  will-o’-the-wisp.  “Unfortunately,” 
adds  Dr.  Townsend,  “there  is  no  way  to  put 
whole  nations  into  padded  cells.  They  have  to 
run  riot  until  the  crowd  disease  has  spent  its 
force.” 

You  and  I may  think  at  once  of  some  other 
nations,  far,  far  away,  that  ought  to  be  put  in  a 
cell  with  large  pads  and  no  exits;  but  it  is  only 
too  evident  that  he  means  us.  If  we  doubt  it, 
that  is  just  another  of  our  delusions.  And  he 
knows  no  cure.  “I  hesitate  to  think,”  he  says, 
“that  I could  possibly  know  how  to  prevent 
what  seems  to  be  the  operation  of  natural  laws. 
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Civilization  moves  in  cycles.  Alan  builds  up  his 
complex  life,  becomes  corrupted  by  luxury,  de- 
stroys his  own  civilization  and  weakens  himself 
in  so  doing,  goes  again  into  darkness,  to  rebuild, 
after  centuries,  perhaps.  Seeking,  struggling, 
restless,  foolish  MAN!” 

Problem  of  a Cure 

Materialism  may  be  the  root  cause  of  the  dis- 
ease, hazards  Dr.  Townsend.  People  are  de- 
bating, quarreling,  fighting  about  material  pos- 
sessions. If  materialism  is  the  cause,  then 
spirituality,  the  very  opposite,  is  the  thing  to 
counteract  it.  If  greed  and  selfishness  drive 
nations  mad,  rouse  hatreds,  ring  the  tocsin,  and 
loose  the  dogs  of  war,  then  can  we  falteringly  sug- 
gest that  spirituality  might  be  the  antitocsin? 
Perhaps  that  would  not  be  permissible.  Dr. 
Townsend  states  it  better  in  these  words: 

“There  are  those  who  like  to  think  that  man  is 
primarily  a spiritual  creature,  and  that  the  main 
purpose  of  living  should  not  be  to  obtain  goods 
and  chattels,  lands  and  buildings,  but  to  attain 
to  the  good  life,  which  is  the  inner  life,  as  well 
pursued  in  poverty  as  in  riches.  False  values, 
false  goals,  false  ambitions,  and,  of  course,  false 
realizations,  are  the  result.  It  is  not  a mere 
coincidence  that  in  many  countries  where  the 
people  have  been  robbed  of  their  freedom  they 
have  also  been  deprived  of  their  churches. 

“If  there  be  a cure  for  the  existing  disorders, 
it  may  come  when  a courageous  leader  arises  who 
will  tell  the  people  that  the  hard,  thorny  path  to 
the  only  Utopia  we  can  ever  have  on  earth  re- 
quires that  we  be  honest  and  not  evasive  with 
ourselves,  our  problems,  and  our  fellow  man. 


We  cannot  really  escape  our  problems  for  the 
very  good  reason  that  we  are  our  problems;  each 
man  is  his  own  problem,  each  group  is  its  own. 
When  we  accept  these  difficulties,  instead  of  try- 
ing to  escape  them,  and  try  to  make  ourselves 
more  worthy,  try  to  give  more,  rather  than  get 
more,  perhaps  the  way  out  will  be  made  clear.” 

Pendulum  Swings  Both  Ways 

Various  historical  writers  have  noticed  the  in- 
teresting fact  that  the  life  of  nations  proceeds,  as 
Dr.  Townsend  notes,  in  cycles.  The  ebb  of  our 
moral  tide  is  followed  by  a reverse  flow,  as  day 
follows  night  and  summer  follows  winter.  Ac- 
tion and  reaction  are  equal  and  opposite.  After 
one  era  of  political  corruption  a man  of  rocklike 
integrity  was  elected  to  one  office  after  another  in 
this  state  and  then  to  the  presidency  so  swiftly 
that  when  he  went  to  Washington  to  be  inaugu- 
rated it  was  the  first  time  he  had  seen  the  city. 
After  another,  the  youngest  President  ever 
elected  rode  into  power  on  a wave  of  idealism  and 
righteousness,  while  politicians  sneered  that  he 
had  “discovered  the  Ten  Commandments.” 
After  a favorable  word  he  had  spoken,  venders 
stood  on  street  corners  of  New  York  City  and  sold 
quantities  of  Pastor  Charles  Wagner’s  book,  The 
Simple  Life.  Such  are  the  revulsions  of  feeling 
in  our  land  of  the  free.  It  is  not  at  all  impossible 
that  at  this  moment,  somewhere  between  our 
eastern  and  western  seas,  the  courageous  leader 
that  the  president  of  our  State  Society  is  looking 
for  is  forging  the  sword  that  will  win  the  battle 
for  all  of  us. 

W.  S.  W. 


Deaths  of  New  York  State  Physicians 


Name 

Age 

Medical  School 

Date  of  Death 

Residence 

William  L.  Allen 

79 

Albany 

January  26 

Unadilla 

Newton  Cook 

85 

N.  Y.  Univ. 

January  7 

Sandy  Creek 

Melville  D.  Dickinson 

71 

Albany 

January  30 

Rockville  Centre 

Daniel  P.  Doyle 

74 

N.  Y.  Univ. 

February  9 

Jamaica 

Herman  Drexler 

— 

Baltimore 

February  7 

Brooklyn 

Max  Erdheim 

57 

Fordham 

December  9 

Brooklyn 

John  L.  Fisher 

76 

Jefferson 

January  27 

Owego 

Otto  Fuchs 

— 

L.  I.  C.  Hosp. 

January  28 

Manhattan 

Arthur  Ginnever 

74 

N.  Y.  Horn. 

January  28 

Manhattan 

Clarence  R.  Hyde 

69 

L.  I.  C.  Hosp. 

February  9 

Brooklyn 

John  Leuchs 

82 

Univ.  & Bell. 

January  21 

Brooklyn 

De  Witt  H.  Sherman 

75 

Pennsylvania 

February  1 

Buffalo 

George  P.  Thomas 

64 

Pennsylvania 

January  30 

Rochester 

Joshua  M.  Van  Cott 

78 

L.  I.  C.  Hosp. 

February  8 

Brooklyn 

Paul  G.  Weston 

58 

Med.-Chir..  Phila. 

December  18 

Jamestown 

George  S.  Whiteside 

66 

Harvard 

January  29 

Manhattan 

Anna  S.  Wilner 

66 

N.  Y.  Inf.  Worn.  & Child. 

February  10 

Rockaway  Park 
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Editorial 


The  Wagner  Hospital  Bill 

Two  bills  have  been  introduced  in  Congress  in  response  to  Presi- 
dent Roosevelt’s  recent  message  on  hospital  construction.  Senator 
Mead’s  measure  includes  hospital  construction  among  a number  of 
other  projects  for  which  federal  loans  are  authorized.  That  spon- 
sored by  Senator  Wagner  closely  follows  the  pattern  of  the  Presi- 
dent’s message.  Of  the  two  the  Wagner  bill  appears  to  have  a more 
comprehensive  grasp  of  the  problem  and  a more  precisely  conceived 
solution. 

Unlike  other  medical  legislation  proposed  in  recent  years,  the  Wag- 
ner bill  acknowledges  the  differences  in  medical  needs  in  different 
localities.  It  promises  hospitals  only  to  communities  requiring  them 
and  vests  administrative  power  in  the  hands  of  local  authorities. 

In  other  words,  a community  would  have  to  demonstrate  its 
need  before  receiving  a federal  hospital.  There  would  be  no  in- 
discriminate construction  to  compete  with  local  institutions.  Once 
built,  the  hospital  would  be  leased  to  the  community,  maintenance 
and  operation  serving  in  lieu  of  rent. 

Also  to  be  praised  are  the  provisions  for  expert  supervision  and 
consultation.  The  United  States  Public  Health  Service,  not  a lay 
bureau,  is  charged  with  responsibility  for  selecting  hospital  sites, 
approving  construction  plans,  formulating  standards  of  maintenance 
and  operation,  receiving  reports,  making  inspections,  and  generally 
safeguarding  the  quality  of  service  rendered.  To  prevent  “politi- 
cal” administration  and  give  the  Surgeon-General  the  benefit  of  pro- 
fessional knowledge  and  experience  outside  official  life,  the  bill 
creates  a national  advisory  council  of  six  members  to  be  chosen  from 
pre-eminent  medical  and  scientific  authorities.  This  advisory  group 
would  consider  and  recommend  all  applications  for  hospitals  and 
collaborate  closely  with  the  Surgeon-General  in  the  formulation  and 
maintenance  of  satisfactory  operating  standards. 
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As  the  bill  stands  now,  the  advisory  council  would  have  consider- 
able influence  but  no  authority.  More  positive  functions  and  a 
greater  measure  of  control  would  increase  its  usefulness  and  mitigate 
the  enormous  responsibility  placed  upon  the  Surgeon-General. 

Some  of  the  provisions  of  the  new  Wagner  bill  are  of  questionable 
wisdom;  for  example,  that  combining  “protection  of  the  public 
health”  with  the  duties  usually  entrusted  to  a hospital.  These  are 
minor  matters,  however,  which  can  undoubtedly  be  adjusted  in  view 
of  the  approval  the  major  provisions  of  the  bill  command. 

Indeed,  in  this  measure  Senator  Wagner  appears  to  have  avoided 
most  of  the  faults  of  his  so-called  national  health  bill.  Where  the 
former  called  for  enormous  expenditures  for  theoretical,  vaguely  de- 
fined purposes,  the  hospital  bill  appropriates  the  relatively  small 
sum  of  $10,000,000.  No  large  institutions  will  be  built.  Con- 
struction will  be  kept  on  a small  scale  until  the  program  has  had  an 
opportunity  to  demonstrate  its  practicability  and  value. 

As  suggested  above,  the  Wagner  bill  could  be  improved  by  in- 
creasing the  powers  of  the  advisory  council,  omitting  functions  not 
usually  performed  by  hospitals,  and  providing  for  local  medical 
participation  in  the  approval  of  sites.  On  the  whole,  however,  this 
measure  adheres  to  the  principles  laid  down  by  the  medical  profes- 
sion for  federal  aid  and  will  receive  hearty  support  from  the  nation’s 
physicians. 

On  the  other  hand,  further  clarification  is  in  order  regarding  one 
portion  of  this  bill.  In  Sections  9 and  10,  there  are  provisions  for 
additional  commissioned  officers  and  other  personnel  and  provision 
for  the  training  of  this  personnel.  If  an  increase  in  the  personnel 
of  the  United  States  Public  Health  Service  is  desired,  Congress 
should  explicitly  be  asked  for  it.  Such  a “rider”  should  not  be  in- 
cluded in  this  particular  bill. 

It  is  also  important  to  know  whether  these  hospitals  are  to  be 
turned  over  to  the  doctors  of  the  community  to  treat  the  sick  of  the 
area  surrounding  them,  or  whether  the  Public  Health  Service  of  the 
Federal  Government  is  planning  to  fill  them  with  its  personnel. 
Perhaps  this  is  but  a thinly  disguised  effort  to  expand  government 
medicine,  allowing  it  to  compete  with  private  medical  practice. 
Should  this  be  the  case,  it  must  be  made  known  to  all  of  us.  Before 
organized  medicine  takes  any  definite  action  in  support  of  this  bill 
these  questions  must  be  answered. 

Up  to  YOU 

Although  the  State  Legislature  has  power  to  alter  the  form  and 
scope  of  medical  practice,  few  physicians  bother  to  communicate 
their  views  to  their  representatives  at  Albany.  This  apathetic  atti- 
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tude  shows  a surprising  indifference  to  the  fate  of  their  profession. 
There  are  many  occasions  on  which  an  unmistakable  expression  of 
professional  opinion  would  have  a decisive  effect  on  the  course  of 
legislation  affecting  medicine.  Yet  the  average  practitioner  is  satis- 
fied to  sit  back  and  let  outside  influence  shape  his  destiny. 

Politicians  (and  legislators  are  necessarily  politicians)  respond  to 
the  expressed  will  of  the  voters.  When  a group  of  citizens  fails  to 
make  its  wishes  known,  legislators  cannot  be  blamed  if  they  obey 
the  mandate  of  more  articulate  voters.  In  this  respect  the  voice  of 
the  individual  is  more  effective  than  that  of  organizations.  The 
legislator  knows  that  he  is  elected  by  the  ballots  of  individuals  in  his 
district  and  their  opinions,  therefore,  count  most  heavily  with  him. 

Physicians  must  learn  to  exercise  their  full  political  power  in  the 
interests  of  their  profession  and  the  public  health.  At  the  present 
time  there  are  two  measures  pending  in  Albany  which  should  be 
passed  this  year  and  can  be  if  individual  practitioners  get  behind 
them  and  push.  The  Desmond- Vincent  bill  gives  needed  statutory 
protection  to  the  practice  of  radiology.  The  Page-Milmoe  bill 
regulates  the  endorsement  of  medical  licenses  granted  in  other  states. 
Passage  of  these  bills  would  strengthen  the  educational  foundations 
of  medicine  by  excluding  unqualified  technicians  and  graduates  of 
inferior  schools  elsewhere  from  practice  in  this  state. 

There  is  no  important  opposition  to  either  of  these  methods. 
Their  adversaries  can  be  shown  to  be  more  interested  in  obtaining 
or  preserving  advantages  to  which  they  are  not  entitled  than  in  fur- 
thering the  public  welfare.  Nevertheless,  it  is  safe  to  predict  that 
the  will  of  a selfish  minority  will  prevail  unless  the  medical  profes- 
sion makes  its  voice  heard. 

Physicians  have  no  right  to  complain  of  legislative  apathy  when 
they  themselves  are  too  indifferent  to  their  own  interests  to  make 
their  views  known  to  their  representatives.  The  state  and  county 
medical  societies  are  unceasingly  active  at  Albany  but  they  cannot 
carry  the  entire  burden  of  legislative  campaigning. 

Make  the  Desmond-Vincent  radiology  bill  and  the  Page-Milmoe 
medical  license  bill  a test  of  your  political  influence.  Write,  tele- 
phone, or  telegraph  at  once  YOUR  representatives  in  Albany  in 
favor  of  these  measures. 

Some  Common  Sense 

Medical  literature  is  replete  with  advances  in  scientific  accom- 
plishments. These  columns,  as  well  as  those  of  many  other  journals, 
have  editorialized  the  progress  which  medicine  is  constantly  main- 
taining. But,  amid  the  voluminous  contributions  which  deal  with 
these  achievements,  there  is  to  be  heard,  only  too  occasionally,  a 


388 


EDITORIAL 


N.  Y.  State  J.  M. 


voice  which  beseeches  “common  sense”  in  the  practice  of  medicine. 
Such  is  the  article  by  Summers1  concerning  the  practice  of  pediatrics. 

He  terms  the  pediatrician  “a  general  practitioner  for  children.” 
The  desperately  sick  child  (and  every  child  is  desperately  sick  at  the 
beginning  of  any  illness)  will  in  most  instances  recover  by  the  institu- 
tion of  sound  symptomatic  treatment  and  “watchful  waiting.” 
This,  he  claims,  holds  true  for  almost  99  per  cent  of  sick  children. 
For  the  others,  in  particular  those  afflicted  with  diphtheria  and 
severe  scarlet  fever,  specific  therapy  must  be  instituted  promptly, 
and  these  ailments  are  readily  recognized  by  any  physician. 

The  management  of  fever  in  a child,  the  dietary  needs  during  ill- 
ness, the  importance  of  a planned  regime  in  the  period  of  recupera- 
tion, and  the  strict  attention  to  cleanliness  and  nursing  care  will, 
more  often  than  not,  bring  about  the  cure  of  a sick  baby.  Spectacu- 
lar therapy,  while  useful  and  efficacious  in  the  selected  case,  cannot 
and  should  not  be  applied  to  the  ordinary  everyday  illnesses  which 
occur  in  the  lives  of  all  children. 

Here  again  is  strong  support  for  the  continuance  of  individualiza- 
tion in  the  practice  of  medicine  as  a necessity  for  the  furtherance  of 
the  public  health. 


Sulfamethylthiazol 

So  much  work  has  been  done  in  the  development  of  sulfanilamide 
and  its  allied  compounds  and  in  the  clinical  application  of  these 
drugs  to  combat  the  diseases  caused  by  the  pneumococcus  and  strep- 
tococcus, that  one  no  longer  registers  surprise  when  still  another  off- 
spring of  the  parent  compound  is  reported  as  effective  against  the 
staphylococcus.  The  addition  of  the  thiazol  radical  to  sulfanilamide 
has  produced  sulfathiazol,  and  its  methylated  derivative  is  sulfa- 
methylthiazol which,  from  experiments  in  vitro  and  in  vivo  is  a more 
efficient  agent  against  Staphylococcus  aureus  than  either  sulfapyri- 
dine  or  sulfanilamide. 

Staphylococcic  bacteremia  has  always  been  accompanied  by  a 
high  mortality  rate  until  the  advent  of  these  drugs.  With  this  new 
compound  Herrell  and  Brown2  obtained  recoveries  in  4 cases  of  in- 
fections due  to  this  organism : 2 cases  of  severe  cellulitis,  1 of  lobar 

pneumonia,  and  1 of  a fulminating  staphylococcic  septicemia.  The 
new  drug  appears  clinically  to  be  less  toxic  than  sulfapyridine  which 
also  is  valuable  in  the  treatment  of  staphylococcic  infection.  In 
their  preliminary  report  on  the  use  of  sulfamethylthiazol,  Herrell  and 
Brown  advocate  as  the  dosage  2 grams  for  two  doses  at  four-hour 
intervals,  and  then  1 gram  every  four  hours.  With  the  wider  use  of 


1 Summers,  C.  B.:  J.  Mo.  Med.  A.  11:  444  (1939). 

2 Herrell,  W.  E.,  and  Brown,  A.  E.:  Proc.  Mayo  Clinic  14:  753  (1939). 
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this  new  sulfanilamide  radical,  many  reports  on  its  clinical  behavior 
will  appear  and  there  can  be  but  little  doubt  that  this  branch  of  the 
sulfanilamide  family  will  emulate  the  splendid  tradition  of  its  fore- 
bears. 


Current  Comment 


“ Drivers  who  pass  on  curves  and 

hills  and  otherwise  disregard  obvious 
traffic  laws  comprise  a large  part  of  our 
irresponsible  population.  They  get  (doc- 
tor’s) bills  but  they  don’t  pay  them. 
Whether  their  obligations  are  ‘enormous’ 
or  slight,  they  are  passed  by  like  other 
obstacles  of  the  road.” — The  Cleveland 
Bulletin  recently. 

‘‘Much  too  often  are  the  physician 
members  of  our  medical  societies  prone  to 
criticize  the  amount  of  dues  they  pay  and 
they  fail  to  realize  that  medical  dues  are  a 
mere  trifle  as  compared  to  the  fees  and 
dues  that  are  paid  by  members  of  labor 
unions.  . . . Medical  society  dues  as 
compared  with  labor  union  dues  are  merely 
a pittance.” — C.  P.  D.,  in  the  St.  Louis 
County  Medical  Society  Bulletin. 

‘‘Almost  in  proportion  as  the  League  of 
Nations  has  become  derelict  in  prestige 
and  power  regarded  from  the  political 
viewpoint,  it  has  advanced  as  director  of, 
or  a great  influence  in,  international  health 
matters.  Whatever  its  defects  may  have 
been,  it  has  justified  its  existence  in  this 
direction  abundantly.  It  is  veritably  an 
international  clearing  house  in  health 
affairs,  and  a list  of  what  it  has  accom- 
plished already  in  this  sphere  of  its  labors 
would  indeed  be  long.  The  health  activi- 
ties of  the  League  are  based  on  a sound 
foundation,  immune  from  the  political 
passions  which  have  undermined  the 
foundations  of  universal  friendship  for 
which  it  was  founded.  Politically  the 
foundations  of  the  League  were  always 
infirm.  It  may  be  said  to  have  had  no 
foundations  but  was  built  on  sand,  while 
hygienically  it  was  built  on  rock.  If  the 
health  of  the  people  is  the  supreme  law, 
then  the  League  has  fulfilled  its  purpose 


in  this,  the  most  important  field  of  en- 
deavor.”— Medical  Record,  February  7, 
1940. 

“Will  American  Medicine  soon  be  faced 
with  the  necessity  for  civil  disobedience  in 
the  public  interest?  It  may  be  the  only 
possible  alternative  in  view  of  the  political 
trend  toward  national  socialism  in  this 
nation.  Faced  with  a choice  between 
regulation  by  its  own  code  of  ethics  or 
obedience  to  embarrassing,  encroaching, 
onerous,  sumptuary,  or  even  hostile  legis- 
lation conceived  for  the  advancement  of 
social  reforms,  but  in  practice  too  restric- 
tive of  medical  freedom  of  thought  and 
action,  what  will  the  profession  do  ? The 
question  must  be  answered.  . . . 

“In  their  haste  to  bring  about  social  re- 
forms, many  of  which  are  desirable  and 
some  few  of  which  may  well  be  attainable 
in  time,  legislators  are  constantly  impor- 
tuned to  drive  the  wedge  of  positive  law 
further  into  the  domain  of  the  unenforce- 
able. Particularly  is  this  true  of  legisla- 
tive onslaughts  on  medicine. 

“.  . . . The  code  of  ethics  of  the  medical 
profession  is  the  only  law  which  can  be 
recognized  by  physicians  within  the  do- 
main of  the  unenforceable.  . . . The  unen- 
forceable is  ‘that  which  you  should  do  al- 
though you  are  not  obliged  to  do  it.’ 
The  unenforceable  is  the  motivation  of 
the  art  of  healing.  It  should  not  be  com- 
manded ; it  cannot  be  driven ; it  must  not 
be  compelled.  Yet  the  public  welfare 
law  seeks  to  regulate  it.  Compulsory 
health  insurance  seeks  to  shackle  it — has 
enchained  it  in  many  European  countries. 
It  is  not  of  those  things  ‘which  are  of  a 
kind  fit  to  be  regulated  by  govern- 
ment.’ . . . 

“Will  the  legislators  of  this  nation  force 
the  medical  profession  into  civil  disobedi- 
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ence?  Ignorance  of  medical  professional 
standards  and  ethics  is  no  excuse.  Dis- 
regard of  the  rights  of  a professional  mi- 
nority, where  these  rights  are  exercised 
in  the  public  interest  within  the  domain 
of  the  unenforceable,  may  well  provoke 
it.  Think  fast,  Solons!” — The  West- 
chester Medical  Bulletin  for  February  dis- 
cusses “The  Domain  of  the  Unenforce- 
able” in  a most  interesting  fashion. 

“Much  is  being  said  of  people  coming 
from  other  shores  here  to  sow  the  seeds 
of  foreign  ways  of  life,  but  much  less  is 
said  of  those  who  come  here  because  they 
find  in  the  fundamental  principles  of 
these  United  States  the  highest  expression 
of  their  own  hopes  and  aspirations.  They 


do  not  come  to  reform  or  to  force  upon  it 
something  which  is  foreign  to  it,  but  be- 
cause they  hope  that,  by  making  the  full- 
est use  of  the  opportunity  which  this 
country  so  lavishly  offers  to  anyone  pre- 
pared to  grasp  them,  they  may,  in  return, 
add  their  mite  toward  the  structure  of  a 
culture  and  civilization,  the  like  of  which 
this  earth  has  never  seen.  In  fact,  so 
fully  do  they  appreciate  the  American 
institutions,  that  they  often  support 
them  more  wholeheartedly  than  do  those 
whose  fathers  were  bom  here,  and  who 
perhaps  for  that  very  reason  do  not  ap- 
preciate their  wonderful  heritage  as  they 
should.” — From  the  inaugural  address  of 
Dr.  Julius  Jensen,  president  of  the  St. 
Louis  County  Medical  Society. 


Annual  Meeting 
May  6,  7,  8,  and  9,  1940 
New  York  City 

The  banquet  which  coincides  with  the  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York  will  be  held  at  the  Waldorf-Astoria 
on  Tuesday  evening,  May  7,  1940.  Among  the  speakers  will  be  Chancellor 
Woodward  Chase  of  New  York  University,  and  Dr.  Alice  Stone  Woolley, 
president  of  the  Women’s  Medical  Society  of  New  York  State. 

Music  for  the  banquet  and  dance  afterward  will  be  furnished  by  the 
Doctors’  Orchestral  Society  of  New  York  under  the  supervision  of  its 
president  and  founder,  Dr.  Leopold  Glushak. 

Banquet  tickets  may  be  secured  in  advance  from  the  New  York  Office, 
which,  after  April  15, 1940,  will  be  at  292  Madison  Avenue,  New  York  City. 
The  price  of  the  tickets  is  $5.00.  Tables  seating  ten  can  be  reserved. 

The  four  days  of  the  meeting  begin  with  the  House  of  Delegates  on 
Monday,  with  the  Scientific  Sessions  starting  on  Tuesday  and  carrying 
through  Thursday.  All  three  mornings  and  Wednesday  afternoon  will  be 
devoted  to  the  specialties,  Tuesday  and  Thursday  afternoons  to  the  two 
General  Sessions. 

All  members  should  register  at  the  desk  in  the  Silver  Corridor.  In  past 
years  a number  have  neglected  to  do  this,  and  it  is  essential  that  the  record 
be  full  and  accurate.  There  is  no  charge  for  registration. 

Peter  Irving,  M.D. 
General  Manager 
Medical  Society  of  the  State  of  New  York 


THE  TREATMENT  OF  X-RAY  BURNS  AND  OTHER 
SUPERFICIAL  DISFIGUREMENTS 

A.  Benson  Cannon,  M.D.,  New  York  City 

(. Associate  Professor  of  Dermatology,  College  of  Physicians  and  Surgeons,  Columbia  University) 


IN  this  paper  I do  not  propose  to  make 
an  exhaustive  or  scholarly  survey  of 
all  the  possible  methods  of  treating  acute 
and  chronic  x-ray  burns  and  the  other 
cutaneous  disfigurements — keloids,  acne 
rosacea,  and  scarring  from  acne — which 
I shall  discuss  here;  nor  do  I make  any 
claim  to  originality  in  the  methods  em- 
ployed. I shall  try,  rather,  to  present  a 
practical  working  plan  for  such  treat- 
ments, based  on  methods  which,  from  my 
experience,  I have  found  to  be  most  ef- 
ficacious. 

Chronic  X-Ray  Burns 

Because  of  the  increasing  frequency 
with  which  we  are  consulted  for  the  treat- 
ment of  x-ray  burns,  particularly  those  of 
a chronic  nature,  and  also  because  of  the 
great  danger  that  trophic  ulcers  or  epi- 
theliomas will  develop  on  the  site  of  the 
burn,  consideration  of  the  most  practical 
and  effective  methods  of  removing  such 
burns  becomes  a matter  of  first  impor- 
tance. Personally,  I have  obtained  the 
most  satisfactory  therapeutic  results  in 
chronic  x-ray  burns  by  the  use  of  desic- 
cation with  the  electric  needle,  cauteriza- 
tion with  trichloracetic  acid,  scarifica- 
tion, or,  sometimes,  by  a combination  of 
all  three  methods. 

I consider  desiccation  to  be  the  most 
effective  of  all  these  methods,  particularly 
when  the  burn  covers  a large  area.  My 
procedure  is  to  wash  the  surface  to  be 
treated,  first  with  warm  water  and  soap, 
and  then  with  a 70  per  cent  solution  of 
alcohol.  I then  freeze  the  affected  part 
with  ethyl  chloride  and  wipe  it  off  quickly 
with  cotton,  in  order  to  prevent  the  ethyl 
chloride  from  igniting.  Then,  using  the 
lowest  current  possible  with  the  desic- 


cating needle,  I lightly  desiccate  all  of 
the  dilated  blood  vessels  and  the  elevated 
scars,  and  bevel  off  the  edges  of  the  de- 
pressed scars.  When  the  entire  area  has 
been  desiccated  I wipe  it  off  once  more 
with  cotton  pledgets  saturated  with  alco- 
hol, and  apply  a calamine  liniment  con- 
taining 2 per  cent  of  boric  acid  over  the 
entire  treated  surface.  I use  a skin- 
colored  liniment,  which  so  effectually 
conceals  the  disfigurement  that  after  it  is 
applied  the  patient  is  able  to  leave  the 
office  looking  little  the  worse  for  the  treat- 
ment. 

Desiccation  requires  a great  deal  of 
time,  for  it  must  be  done  slowly  and  pains- 
takingly. Frequently,  when  the  entire 
face,  neck,  and  ears,  or  one  extremity  is 
involved,  I have  taken  as  much  as  three 
or  four  hours  to  complete  the  treatment. 
In  case  the  disfigurement  is  so  extensive 
that  the  desiccation  is  likely  to  be  tiring 
or  painful,  or  if  the  patient  is  very  ner- 
vous, I find  it  well  to  give  him  ll/2 
grains  of  pentobarbital  sodium  and  wait 
until  he  has  become  relaxed  and  drowsy 
from  the  effects  of  the  drug  before  begin- 
ning the  desiccation.  Sometimes  I give 
him,  instead,  an  injection  of  codeine  or 
morphine,  the  choice  of  preliminary 
anesthetic  depending,  of  course,  on  the 
extent  of  the  area  to  be  treated,  the  degree 
of  the  disfigurement,  and  the  nervous- 
ness of  the  individual  patient. 

I always  instruct  the  patient  to  apply 
warm  boric  acid  compresses  to  the  treated 
parts  for  fifteen  or  twenty  minutes  three 
times  a day,  and  to  use  calamine  oil  im- 
mediately afterward.  At  night  he  should 
apply  a thick  coating  of  cream  made  of 
equal  parts  of  lanolin  and  eucerin.  He 
should  be  made  to  realize  the  importance 
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of  keeping  the  parts  well  lubricated  with 
oil  or  cream,  not  only  immediately  after 
the  treatment,  but  for  all  the  rest  of  his 
life ; for  such  treatment  helps  to  keep  the 
tissues  soft  and  thus  acts  as  a preventive 
of  keratoses  and  epitheliomas. 

If  the  skin  is  very  severely  scarred  from 
x-ray  burns  I often,  at  one  sitting,  paint 
the  larger  scars  with  trichloracetic  acid 
and  the  small,  sievelike,  pitted  ones  with 
either  trichloracetic  acid  or  a 10  per  cent 
solution  of  phenol.  If  the  area  to  be 
treated  is  very  extensive,  a more  drastic 
method  of  cauterization  is  called  for.  In 
such  cases  I dip  a wooden  applicator  into 
a 50  per  cent  solution  of  phenol,  drag  it 
across  the  scarred  surface,  and,  as  the 
skin  whitens,  neutralize  the  acid  with  a 
70  per  cent  solution  of  alcohol.  Usually 
by  the  end  of  a week  the  skin  has  re- 
covered sufficiently  from  the  effects  of 
the  treatment  so  that  it  can  be  cauterized 
a second  time.  As  a rule,  though,  I think 
it  is  better  to  wait  two  weeks  or  even 
longer  before  repeating  the  cauterization. 

If  there  are  any  epitheliomas  present 
they  should  be  removed  at  the  same  treat- 
ment session  by  means  of  a bipolar  current 
run  through  a platinum  loop,  after  which 
the  base  and  edges  of  the  wound  should 
be  curetted  and  desiccated,  and  then  boric 
acid  ointment  dressings  should  be  applied 
to  the  entire  wounded  area.  Some  der- 
matologists are  of  the  opinion  that  it  is 
impossible  to  prevent  the  development  of 
epitheliomas  in  old  x-ray  burns  and  that 
all  the  patient  can  do  is  to  have  them  re- 
moved as  they  appear.  It  has  been  my 
experience  that  desiccation,  and  some- 
times also  cauterization,  of  chronic  x-ray 
burns  not  only  brings  about  a tremendous 
improvement  in  the  patient’s  appearance 
but  also  delays,  and  in  some  instances 
even  helps  to  prevent  the  occurrence  of 
epitheliomas. 

I recall  1 young  woman  patient  from 
whose  face  I had  removed,  annually  for 
five  years,  anywhere  from  1 to  4 epithelio- 
mas which  developed  on  the  scarred  sur- 
face of  an  old  x-ray  burn.  The  disfigure- 
ment was  so  great  that  the  patient  was 
very  much  handicapped  in  her  efforts  to 
find  employment.  I finally  persuaded 


her  to  allow  me  to  try  desiccation  treat- 
ments. Her  face  improved  to  such  an 
extent  that  she  was  soon  able  to  secure 
a position  as  a model.  Furthermore,  in 
the  ten  years  which  have  elapsed  since 
she  received  the  last  desiccation  treat- 
ment, she  has  had  only  1 epithelioma. 
Five  years  ago  I treated  another  patient 
for  extensive  x-ray  burns  and  epithelio- 
mas of  the  face.  She  had  had  several 
epitheliomas  removed  previously.  I re- 
moved 6 epitheliomas  from  her  face  and 
desiccated  the  entire  burned  area  at  the 
first  treatment,  and  the  patient  has  been 
entirely  free  from  epitheliomas  since  that 
time. 

I could  quote  numerous  other  instances 
of  patients  who  had  suffered  repeated  oc- 
currences of  epitheliomas  annually,  or 
even  oftener,  whom  I have  treated  by 
desiccation,  with  the  result  that  they  have 
not  been  troubled  with  epitheliomas  for 
periods  varying  from  two  to  four  years 
after  the  last  treatment.  Hence,  not 
only  for  its  cosmetic  effect,  but  also  be- 
cause it  tends  to  prevent  the  development 
of  epitheliomas,  desiccation  therapy  of 
chronic  x-ray  burns  is  a decidedly  ad- 
vantageous method.  True,  it  requires 
the  expenditure  of  a great  deal  of  time  and 
the  exercise  of  infinite  patience  on  the 
part  of  the  dermatologist;  it  is  hard  on 
his  eyes,  and  it  is  physically  exhausting. 
But  the  rewards,  in  terms  of  the  patient’s 
improved  appearance,  peace  of  mind, 
and  comparative  freedom  from  threats  of 
future  malignant  disease  are  so  great  as 
to  outweigh  completely  any  personal  in- 
convenience to  the  physician. 

For  localized  x-ray  burns,  particularly 
those  in  accessible  areas,  I advocate  sur- 
gical removal  of  the  part,  after  which  the 
flaps  should  be  sutured  together  in  such  a 
manner  as  to  secure  as  inconspicuous  a 
scar  as  possible.  Sometimes,  too,  skin 
grafts  may  be  used.  The  advantages  of 
surgical  excision  are  threefold:  (1)  it 
gives  a more  pleasing  cosmetic  result  than 
other  methods;  (2)  it  brings  about  a 
permanent  cure;  and  (3)  it  practically  in- 
sures the  patient  against  the  possibility 
of  the  tissues  breaking  down  in  the  fu- 
ture. 
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Fig.  1.  X-ray  burn  involving  side  of  face, 
and  showing  pigmentation,  scarring,  and  con- 
traction. The  distinct  white,  atrophic  areas 
visible  resulted  from  previous  application  of 
carbon  dioxide  snow.  Treated  by  desiccation. 

Acute  X-Ray  Burns 

While  we  are  not  consulted  so  fre- 
quently for  the  treatment  of  acute  x-ray 
burns,  we  do  see  them  occasionally,  and 
also  trophic  ulcers  which  have  developed 
at  sites  where  old  x-ray  scars  have  broken 
down.  Complete  amputation  of  the 
sloughing,  burned  area  is  the  best  method 
of  treatment  for  such  burns.  Before  re- 
moving the  ulcer,  however,  one  must 
first  make  sure  that  it  has  become  local- 
ized, that  it  is  free  from  infection,  and  that 
the  surrounding  swelling  and  vesiculation 
have  entirely  disappeared.  After  the 
scar  has  been  amputated  the  flaps  should 
be  sutured  together  and  skin  grafted  on 
to  the  wound. 

If  the  acute  burns  are  so  extensive  or 
their  location  is  such  that  they  do  not 
lend  themselves  well  to  surgical  removal, 
excellent  results  may  be  obtained  by  thor- 
oughly desiccating  and  curetting  the 
ulcerated  area  and  then  applying  Aloe 
vera  leaf.  Although  wounds  of  this  type 
heal  slowly,  from  six  weeks  to  four  months 
usually  being  required  for  complete 


Fig.  2.  Extensive  x-ray  burn,  showing  atro- 
phy, scarring,  telangiectasis,  and  epithelioma. 
Treated  by  desiccation. 


healing,  they  do  invariably  heal  satis- 
factorily and  completely,  and  leave  few, 
if  any,  traces  of  the  former  burn.  I 
often  use  Aloe  vera  leaf  for  such  burns 
without  doing  any  preliminary  desiccating 
or  curetting.  The  wound,  however,  heals 
almost  twice  as  slowly  as  when  it  is  desic- 
cated and  curetted  before  the  leaf  is  ap- 
plied. This  method  has  the  further  dis- 
advantage, also,  that  the  residual  scar  is 
not  always  free  from  telangiectases. 

Although  Aloe  vera  leaf  is  by  far  the 
best  treatment  that  I know  of,  except 
surgical  therapy,  for  the  treatment  of 
painful,  sloughing  x-ray  burns,  it  un- 
fortunately sometimes  produces  a der- 
matitis, with  redness,  swelling,  and,  oc- 
casionally, vesiculation  of  the  surround- 
ing parts,  accompanied  by  pain  so  severe 
as  to  require  the  administration  of  local 
or  systemic  opiates  for  its  relief.  Aspirin 
ointment  (1  Gm.  of  powdered  aspirin  to 
1 oz.  of  vaseline  or  cold  cream)  applied 
thickly  over  the  painful  part  will  also 
help  to  relieve  the  pain.  If  used  for  sev- 
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Fig.  3.  Generalized  keloids  following  pustular 
syphilis  in  mulatto.  Treated  by  painting  lesions 
with  trichloracetic  acid,  followed  by  roentgen 
irradiation. 

eral  days  in  succession  this  ointment  will 
cause  the  skin  to  become  puckered, 
grooved,  and  white  in  appearance,  and 
in  many  ways  to  resemble  skin  which  has 
been  treated  with  strong  salicylic  acid. 
This  is  not  a keratolytic  effect,  however. 
Orthoform  ointment  (10  gr.  per  ounce)  or 
orthoform  powder  sprinkled  lightly  over 
the  wound  will  give  immediate  relief 
from  pain,  but  unfortunately  it  cannot  be 
used  for  more  than  a few  days  at  a time, 
for  it  often  produces  a severe  dermatitis 
with  all  its  accompanying  pain  and  dis- 
comfort. Neither  hot  nor  cold  wet  dres- 
sings give  much  relief,  and  indeed,  in 
many  instances,  they  actually  increase  the 
pain. 

Quite  frequently  we  are  consulted  by 
patients  who  complain  only  of  a dry- 
ness, roughening,  and  pigmentation  of  the 
skin.  They  give  a history  of  having  had 


x-ray  treatments  for  an  old  acne,  usually 
several  years  previously;  but  they  usually 
have  not  the  slightest  suspicion  that  the 
earlier  x-ray  treatments  may  have  had 
anything  to  do  with  the  present  condition 
of  their  skin.  The  moment  such  a patient 
walks  into  the  consultation  room  the  der- 
matologist will  be  led  to  suspect  that  here 
is  a victim  of  excessive  radiation  therapy, 
for  the  skin  of  his  face,  and  particularly 
his  nose,  has  a typical,  slightly  pinched, 
thinned  appearance,  and  often  a slight 
wrinkling  on  the  chin  and  at  the  sides  of 
the  mouth  is  apparent  when  he  smiles. 
Close  inspection  of  the  skin  under  a 
bright  light,  or,  in  very  mild  cases,  under 
the  lens,  will  reveal  a definite  thinning 
and  dryness  of  the  skin  in  some  places, 
and  sometimes  a scaling  and  a moderate 
degree  of  wrinkling.  In  more  pronounced 
cases  pea-sized  areas  of  macular  pigment 
are  visible.  Quite  frequently  there  will 
be  evidences  of  telangiectasis  or  definite 
scarring. 

For  this  type  of  case  we  usually  depend 
on  scarification,  or,  in  the  milder  ones,  on 
massage  with  keratolytic  ointments  con- 
taining salicylic  acid  either  alone  or  in 
combination  with  betanaphthol.  We 
remove  the  pigmented  spots  carefully  by 
desiccation,  and  when  the  treatment  is 
completed,  apply  calamine  oil  over  the 
affected  area.  The  patient  is  instructed 
to  use  this  preparation  frequently  during 
the  day,  and  a cream  at  night,  in  order  to 
keep  the  tissues  soft. 

Keloids 

I feel  that  success  in  the  treatment  of 
keloids  depends  in  large  measure  on  the 
stage  in  their  development  at  which  ther- 
apy is  begun.  If  the  keloid  is  treated  in 
the  early  period  of  its  growth,  a cure  is 
practically  assured;  but  if  it  is  allowed  to 
develop,  the  keloidal  mass  frequently  be- 
comes so  hard  and  resistant  that  no 
amount  of  x-ray  therapy,  even  to  the  de- 
gree of  a burn,  will  be  of  any  avail.  I 
have  often  heard  the  opinion  expressed 
that  keloids  will  disappear  spontane- 
ously. Instances  of  such  disappearance 
are,  I believe,  comparatively  rare.  It 
has  more  often  been  my  experience  that 
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the  trauma  resulting  from  the  patient’s 
scratching  of  the  burning,  itching  keloids 
served  only  to  irritate  them,  and  that,  far 
from  showing  any  tendency  to  disappear, 
the  keloid  more  often  than  not  was  ag- 
gravated by  lack  of  treatment.  In  any 
case,  I would  certainly  never  advocate 
postponing  treatment  just  in  order  to  see 
whether  or  not  the  keloid  would  even- 
tually disappear  of  itself. 

For  early  keloids  I usually  find  that 
x-ray  therapy  alone  is  the  best  treatment. 
I ordinarily  give  150  r unfiltered  or  275 
r filtered  through  3 mm.  of  aluminum 
(V2  erythema  dose)  at  intervals  of  two 
weeks.  I recall  the  case  of  a patient  who, 
having  fallen  asleep  while  smoking,  had 
sustained  severe  burns  when  the  cellu- 
loid shade  on  her  bedside  lamp  caught 
fire  from  her  cigarette.  The  burned  por- 
tion of  the  skin  showed  large,  hypertro- 
phic, shiny,  red  scars,  frank  keloids,  and 
some  areas  of  beginning  contraction.  We 
gave  her  three  treatments,  each  consisting 
of  150  r unfiltered  (V2  erythema  dose)  at 
two-week  intervals.  The  results  far  ex- 
ceeded my  most  optimistic  expectations. 
While  the  skin  still  had  a smooth,  white, 
atrophic  appearance,  the  scars  were  so 
much  improved  that  when  the  patient 
used  liquid  powder  and  makeup  they  were 
scarcely  visible,  even  at  close  range. 

Another  patient  was  referred  to  me 
several  years  ago  by  a New  York  hospital 
for  the  treatment  of  a keloid  involving 
the  skin  over  the  entire  abdomen.  This 
patient  had  been  severely  burned  when  a 
nurse,  in  preparing  her  for  an  abdominal 
operation  while  she  was  under  a general 
preliminary  anesthetic,  used  nitric  in- 
stead of  chromic  acid  to  paint  the  ab- 
domen. When  the  wound  healed  some 
six  weeks  later  a violently  red,  shiny 
keloid  had  formed,  which  was  elevated 
about  one-fourth  inch  above  the  surface 
of  the  skin.  The  patient  complained  that 
it  itched  and  burned  severely.  We  gave 
her  225  r unfiltered  (3/4  erythema  dose) 
and  prescribed  a calamine  lotion  contain- 
ing phenol.  The  patient  did  not  return 
for  several  months.  When  I did  see  her, 
however,  the  skin  over  the  entire  ab- 
domen was  smooth  and  white.  A slight 


amount  of  atrophy  and  some  enlargement 
of  the  follicles  were  the  only  evidences  of 
the  previously  existing  keloids. 

Hard  or  organized  keloids  of  long  stand- 
ing will  require  such  large  doses  of  x-ray 
to  bring  about  their  complete  involution 
— if  it  can  be  done  at  all — that  I think  it 
is  better  to  give  only  one  or  two  radiation 
treatments  and  then  desiccate  the  keloid 
or  cauterize  it  with  trichloracetic  acid  or 
acid  nitrate  of  mercury.  Care  should  be 
taken  when  desiccating  it  to  stay  well 
within  the  margin  of  the  keloid.  The 
patient  is  instructed  to  apply  dressings 
of  boric  acid  ointment  daily.  This  pro- 
cedure has  the  advantage  of  requiring 
comparatively  little  x-ray  therapy.  We 
try  never  to  use  more  than  750-1,500  r 
unfiltered  or  1,375-2,750  r filtered  through 
3 mm.  of  aluminum  ( 21/2-5  erythema 
doses)  in  any  case. 

If  the  keloidal  area  is  not  too  extensive 
and  is  located  in  a place  suitable  for  ex- 
cision, I advocate  surgical  removal,  pre- 
ceded and  usually  followed  by  radiation 
therapy.  By  this  method  one  can  ob- 
tain excellent  cosmetic  results  in  a com- 
paratively short  time. 

I have  found  the  removal  of  keloids 
from  within  the  scars  of  old  x-ray  burns 
to  be  an  exceedingly  difficult  problem.  As 
a rule  I rely  on  the  desiccating  needle  in 
treating  such  cases,  taking  care,  as  usual, 
to  stay  well  within  the  margin  of  the 
keloid;  or  I have  frozen  the  keloid  with 
ethyl  chloride  and  then,  using  a scalpel, 
have  excised  it  level  with  the  skin  and 
desiccated  the  base.  If  one  is  careful  al- 
ways to  burn  down  any  superfluous  granu- 
lation with  acid  or  to  curet  it  as  quickly 
as  it  forms,  one  can  usually  cure  all  the 
keloids  existing  in  the  scars  and  prevent 
the  formation  of  others. 

Acne  Rosacea 

One  of  the  most  brilliant  cures  that  I 
know  of  in  acne  rosacea  is  obtained  by 
scarification.  I speak  here,  of  course,  of 
those  cases  of  acne  rosacea  in  which  one  is 
unable  to  find  any  focus  of  infection  which 
might  account  for  the  condition,  or  in 
which  the  usual  dietary  measures,  hydro- 
chloric acid  taken  internally,  the  use  of 
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Fig.  4.  Acne  rosacea.  Cured  by  scarification. 


astringents  and  other  types  of  local  appli- 
cations, and  radiation  therapy,  have  all 
proved  equally  unavailing. 

One  complete  scarification  of  all  the 
parts  affected  will  usually  produce  amaz- 
ingly beneficial  results  within  one  week 
or  ten  days.  While  the  operation  is  a 
most  bloody  one,  patients  are  often  sur- 
prised at  the  very  slight  amount  of  pain 
which  it  causes, them.  Usually  they  com- 
plain more  of  the  nervousness  which 
thoughts  of  the  operation  arouse  in  them 
than  of  any  actual  pain  which  it  may 
cause.  For  this  operation  I have  two  ab- 
scess knives,  which  I never  use  for  any 
other  purpose,  the  blades  of  which  are 
always  kept  as  sharp  as  the  edge  of  a 
razor.  The  patient  is  put  in  a reclining 
position  on  the  operating  table,  his  face 
carefully  cleansed  with  cotton  pledgets 
saturated  in  alcohol  and  then  dried  thor- 
oughly. Next,  starting  from  the  bottom 
of  the  affected  area  and  working  up,  I 
make  multiple,  parallel,  superficial  in- 
cisions about  one  thirty-second  of  an  inch 
apart,  horizontally  across  the  entire  red- 
dened surface,  taking  care  never  to  go 
below  the  epidermis.  I place  pledgets  of 


Fig.  5.  Acne  vulgaris,  showing  scarring, 
which  was  healed  by  scarification,  and  also  by 
ringing  margins  of  deeper  pits  with  trichloracetic 
acid. 

cotton  over  the  bleeding  areas  as  each  in- 
cision is  made,  and  watch  carefully  to  see 
that  no  blood  gets  on  the  untreated  sur- 
faces or  obscures  the  skin.  When  the 
surface  to  be  treated  has  been  entirely 
covered  with  the  horizontal  incisions,  I 
go  over  it  again  and  make  vertical  inci- 
sions in  the  same  manner,  so  that  the  red- 
dened area  has  a checkered  appearance. 
Within  about  ten  minutes  after  the  last 
incision  is  made  the  bleeding  will  have 
practically  stopped  and  one  can  remove 
the  cotton  pledgets.  The  face  should 
then  be  covered  with  a calamine  lotion 
containing  boric  acid  and  a great  deal  of 
oil.  We  find  it  a good  idea  to  give  the 
patient  pledgets  of  cotton  or  gauze  to 
take  with  him  when  he  leaves  the  office, 
so  that  he  can  wipe  away  any  serum  which 
may  ooze.  Anywhere  from  one  to  four  or 
five  scarifications  will  usually  suffice  to 
clear  up  even  the  most  aggravated  cases 
of  acne  rosacea  without  leaving  any  scars 
or  other  evidences  of  the  treatment  under- 
gone. 

Scarring  from  Acne 

Acne  scars  constitute  one  of  the  most 
common  defects  of  the  skin  which  der- 
matologists are  called  upon  to  treat.  Not 
infrequently  one  finds  that  patients  re- 
quiring such  treatment  still  have  a few 
acne  lesions  scattered  here  and  there  be- 
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tween  the  scars,  which  should  be  removed 
before  the  scars  are  treated.  The  first 
step  in  this  procedure  is  to  express  the 
pus  from  the  pustules.  To  do  this  I 
sharpen  a needle-point  stick,  dip  it  into 
phenol,  and  then,  while  holding  the  pus- 
tule between  the  thumb  and  index  finger, 
bore  the  point  of  the  stick  into  the  pus- 
tule. All  comedones  are  carefully  re- 
moved. The  pitted  scars  are  then  scari- 
fied by  the  same  method  as  that  described 
for  the  treatment  of  acne  rosacea.  I 
always  try  to  avoid  scarifying  the  bases 
of  the  scars,  and,  if  the  scars  are  close  to- 
gether, I make  the  incisions  only  on  their 
rims  and  on  the  intervening  tissue.  After 
the  scarification  is  completed  I cover  the 
treated  areas  with  calamine  oil  or  lini- 
ment, and  the  patient  is  allowed  to  leave 
the  office.  He  is  instructed  to  apply 
warm  compresses  for  twelve  or  fifteen 
minutes,  two  or  three  times  a day,  and 
to  apply  calamine  lotion  in  between  the 
times  when  he  uses  the  warm  compresses. 
He  should  also  spread  cream  thickly  over 
the  area  at  night.  The  treatment  may  be 
repeated,  if  necessary,  within  a week  or 
ten  days. 

In  treating  large,  deep  scars  resulting 
from  acne,  I “ring”  the  margins  of  the 
scars  with  trichloracetic  acid  and  try  to 
bevel  off  the  edges  so  that  they  will  blend 
in  with  the  surrounding  skin.  When  the 
beveling  process  has  been  accomplished 
I scarify  the  area  in  order  to  lessen  the  dis- 
figurement still  further. 

Sometimes  one  finds  multiple,  closely 
studded  and  pitted  scars  which  the  pa- 
tient will  usually  refer  to  as  “enlarged 
pores”  or  “pits.”  These  we  treat  by 
dragging  a wooden  applicator  dipped  in 
phenol  solution  over  the  surface  of  the 
skin  and,  as  the  skin  becomes  white, 
neutralizing  the  phenol  with  a 70  per  cent 
solution  of  alcohol.  Occasionally  I treat 
these  scars  by  inducing  a severe  keratoly- 
sis by  means  of  blistering  doses  of  Alpine 
light,  or  by  applying  either  a 10  or  15 
per  cent  solution  of  salicylic  acid  or  a 
preparation  containing  both  strong  sali- 
cylic acid  and  betanaphthol.  None  of 
these  last-mentioned  methods  will  re- 
move the  scars  entirely,  but  they  will 


help  to  flatten  an  elevated  scar,  and  some- 
times they  will  produce  such  extensive 
peeling  that  the  scarring  will  be  appre- 
ciably lessened  and  the  appearance  of  the 
skin  will  be  greatly  improved. 

Summary 

Excision  of  x-ray  burns  is  the  treat- 
ment which  will  give  the  best  results. 
Where  extensive  areas  of  the  skin  have 
been  affected  by  excessive  radiation  one 
can  greatly  improve  the  appearance  of 
the  skin  and  minimize  the  probability  of 
cancer  in  the  affected  tissues  by  removing 
the  dilated  blood  vessels,  elevated  scars, 
and  keratoses  with  the  electric  needle, 
sometimes  in  conjunction  with  the  appli- 
cation of  trichloracetic  acid  to  the  scars. 

Early  therapy  of  keloids  is  of  great  im- 
portance for  successful  cure.  X-ray 
therapy  offers  the  most  satisfactory  re- 
sults. 

Scarification  for  acne  rosacea  and  for 
scarring  following  acne  often  gives  the 
most  beneficial  results. 

Discussion 

Dr.  Earl  L.  Eaton,  Buffalo,  New  York — I am 
very  grateful  to  have  the  opportunity  of  being 
present  and  of  listening  to  this  very  interesting 
and  instructive  paper  on  the  “Treatment  of 
X-ray  Burns  and  Other  Superficial  Disfigure- 
ments.” Dr.  Cannon  has  covered  the  subject 
very  thoroughly  so  that  it  leaves  very  little  for 
me  to  add  to  what  has  already  been  said. 

The  treatment  of  roentgen-ray  burns  is,  of 
course,  very  important  to  all  of  us.  From  my 
own  experience,  I think  we  are  fortunate  in 
seeing  less  of  these  burns  in  the  past  few  years 
than  we  did  previous  to  this  time  and  I feel  that 
this  is  due  to  the  fact  that  we  have  better 
methods  of  measuring  accurately  the  total 
dosage.  We  know  that  the  total  dosage  should 
not  exceed  about  three  skin  units  in  any  one 
area.  Futhermore,  we  know  the  disastrous 
and  damaging  effects  of  roentgen  ray  and 
radium  ray  on  normal  tissue.  We  know 
that  in  many  cases,  particularly  of  skin  disease, 
if  definite  improvement  or  cure  has  not  taken 
place  after  six  to  eight  treatments,  it  is  not  wise 
to  continue  indefinitely  to  treat  with  roentgen 
ray:  first,  because  the  lesion  or  lesions  treated 
do  not  react  to  the  therapy,  and  second,  much 
damage  may  be  done  through  continued  use  of 
the  agent. 
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It  is  possible  that  we  may  see  an  increase  in 
the  incidence  of  roentgen-ray  bums  because  of 
the  high-voltage  machines  now  being  used  in  the 
treatment  of  malignancy. 

Carl  Zeiler  and  Carl  Hoede  of  the  University 
of  Wurzburg  observed  that  the  skin  tolerance 
dose  has  been  largely  overestimated.  They  are 
of  the  opinion  that  our  present  skin  unit  dose  is 
one-quarter  or  one-third  too  high  and  that  late 
damages  may  appear  if  these  doses  are  given  two 
or  three  times  in  one  year.  They  also  state 
that  roentgen  and  radium  rays  act  on  the  chro- 
matin, disturbing  the  normal  mitosis,  this  effect 
being  permanent  and  leading  to  diminished 
metabolic  function  of  the  cells  over  the  irradiated 
areas.  In  lesser  degrees  of  cell  damage,  degen- 
erative cell  types  may  develop,  occasionally 
producing  carcinoma.  They  state  that  following 
roentgen-ray  irradiation,  we  find  changes  in  the 
nuclei  and  in  the  mitotic  figures  of  the  cells  of 
the  skin,  subcutaneous  tissue,  and  small  blood 
vessels.  As  time  goes  on,  these  changes  may 
disappear  superficially  but  may  be  demonstrated 
as  late  as  two  years  following  one  x-ray  exposure, 
then  will  be  demonstrated  by  decrease  in  defen- 
sive powers  of  irradiated  areas.  They  also  tell 
us  that  a skin  that  has  been  irradiated  should 
have  protection  against  constant  rubbing  of 
clothing,  overexposure  to  ultraviolet  light,  or  the 
application  of  different  irritating  medicines  such 
as  tar,  iodine  solutions,  etc.  The  general  con- 
dition of  the  patient  should  be  watched,  espe- 
cially in  cases  of  cardiac  insufficiency,  diabetes, 
malaria,  hypertension,  chronic  kidney  disease, 
tuberculosis,  etc. 

In  the  treatment  of  radiodermatitis  we  cannot 
prevent  a reaction,  as  far  as  is  known,  once  the 
exposure  has  been  given.  In  the  acute  radio- 
dermatitis, mild  ointments  may  be  applied; 
olive  oil  or  mineral  oil,  ice-cold  compresses  to 
relieve  pain,  wet  dressings  of  olive  oil  or  witch 
hazel  can  be  used.  In  second-degree  radioder- 
matitis, the  same  mild  ointments  and  mild  ap- 
plications should  be  used,  such  as  a 1-20  liquor 
aluminum  acetate  solution,  soothing  lotions  such 
as  calamine  lotion  or  calamine  liniment,  as  sug- 
gested by  Pusey.  For  third-degree  reactions, 
in  the  beginning,  soothing  local  applications  can 
be  used.  It  may  be  necessary  because  of  pain 
to  use  anesthesin,  or  internal  administration  of 
codeine  or  morphine.  Surgical  procedure  may 
be  necessary  for  removal  of  necrotic  tissue. 

In  chronic  radiodermatitis,  treatment  depends 
on  what  is  found  to  be  present.  In  my  own 
experience,  where  telangiectases  and  keratoses 
have  formed,  I have  used  electrodesiccation  that 
is  the  monopolar  desiccating  current.  For  those 
lesions  that  are  wrinkled,  atrophic,  and  dry,  I 


use  bland  emollient  ointments  and  protect  them 
from  irritation  as  much  as  possible. 

European  specialists  report  favorable  results 
in  the  treatment  of  ulcers  (with  no  evidence  of 
malignant  degeneration)  with  ointments  im- 
pregnated with  radium  salts  or  radium  emana- 
tion. My  experience  in  the  use  of  these  agents 
has  been  very  limited  but,  from  a survey  of  the 
literature,  it  appears  that  the  benefits  derived 
from  the  use  of  these  ointments  have  been  greatly 
overestimated.  Dr.  Miescher  of  the  Zurich 
Clinic,  who  has  had  a large  amount  of  experience 
with  this  type  of  preparation,  recently  stated 
that  he  had  abandoned  these  remedies  and  has 
employed  other  palliative  or  surgical  measures. 

My  own  personal  experience  in  ulcers,  both 
malignant  and  nonmalignant,  has  been  electro- 
desiccation or  surgical  procedure — removal  of 
ulcer  and  closing  of  the  wound  with  sutures, 
grafts,  or  flaps,  depending  on  the  feasibility  in 
the  particular  case.  I have  found  that  this 
gives  the  most  satisfactory  end  result  and  is  much 
less  disturbing  and  painful  to  the  patient.  The 
plant,  Aloe  vera,  has  been  used  in  the  treatment 
of  radiation  ulcers  but  I have  had  very  little 
experience  with  it,  using  it  in  only  1 case  and 
failing  to  secure  any  marked  results.  However, 
the  literature  discloses  cases  that  have  shown 
marked  improvement  by  the  use  of  this  leaf. 

Keloids. — In  the  young,  growing,  erythema- 
tous keloid,  the  use  of  the  x-ray  is  generally  satis- 
factory in  suberythematous  doses  and,  in 
most  mild  cases,  filtered.  As  the  lesion  becomes 
older,  less  vascular,  and  harder  to  the  touch  or  on 
palpation,  it  is  more  radioresistant  and  the  result 
of  treatment  not  nearly  so  good.  Unless  the 
lesion  is  very  small  or  on  an  area  of  the  body 
where  an  extremely  good  cosmetic  result  is  not 
so  important,  I sometimes  use  suberythematous 
doses  of  x-ray  for  a few  times  and  improvement 
can  be  noted;  however,  for  complete  removal  in 
these  old  cases  I feel  that  surgery  should  be 
resorted  to  and  the  wound  closed  with  as  few 
sutures  or  clips  as  possible,  then  watched  very 
carefully  for  any  formation  of  new  keloid  tissue. 
Of  course,  at  the  first  sign  of  return,  treatment 
should  be  started.  In  my  own  practice,  I have 
gone  a step  further  in  these  cases  and  given  a 
couple,  sometimes  three  suberythematous  doses, 
starting  my  first  treatment  as  soon  as  the  wound 
is  healed,  thus  preventing  any  return  of  the 
former  keloid. 

Acne. — As  for  treatment  of  scars  from  acne, 
we  might  first  say  that  certain  types  of  acne  may 
be  excluded  from  x-ray  therapy:  those  mild 

cases  where  local  and  constitutional  remedies 
and  hygienic  measures  should  be  tried  first;  the 
acute,  inflamed  eruptions  should  be  allowed  to 
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subside  before  therapy  is  started;  x-ray  should 
not  be  employed  in  infantile  acne;  in  certain 
toxic  cases  roentgen  therapy  should  be  deferred 
until  the  toxin  is  eliminated. 

We  very  often  have  scarring  following  the 
treatment  of  acne  and  we  all  are  familiar  with 
the  pitlike  scars  that  are  present  in  these  cases 
as  a result  of  the  disease.  There  is  a diver- 
gence of  opinion  as  to  whether  or  not  one  should 
remove  the  comedones  and  evacuate  the  pustules 
before  treating  the  patient  with  x-ray.  It  has 
been  my  method  to  do  this  and  I feel  that  my 
results  have  been  better  as  far  as  the  disease 
itself  and  the  improved  cosmetic  results  are 
concerned. 

Where  scarring  is  present  after  a course  of  x-ray 
treatments  have  been  given,  I have  found  that 
exposures  to  ultraviolet  light  have  caused  marked 
improvement  and  even  disappearance  of  the 
scars.  Andrews  states  that  in  most  cases  ultra- 
violet light  energy  is  specific  for  these  sequelae  of 
acne.  The  best  results  are  obtained  by  giving 
erythematous  or  even  blistering  exposures  of 
ultraviolet  light  energy  in  these  cases. 

Dr.  Howard  Fox,  New  York  City — In  regard 
to  the  ill  effects  of  roentgen-ray  treatment,  I am 
glad  to  say  that  few  of  them  at  the  present  time 
are  caused  by  dermatologists.  We  have  learned 
how  to  standardize  the  dosage  and  to  keep  it 
within  safe  limits.  I agree  with  the  speaker  that 
small  areas  of  damage  due  to  x-rays  are  best 
treated  by  excision.  I also  agree  that  treatment 
by  solid  carbon  dioxide,  even  with  the  mildest 
application  is  unsatisfactory  as  it  produces  dis- 
figuring white  patches. 

We  all  agree,  I think,  that  keloids  are  best 
treated  with  x-rays  or  radium  with  or  without 
surgical  excision.  Furthermore,  such  treat- 
ments are  only  satisfactory  when  the  lesions  are 
comparatively  recent.  When  they  have  existed 
a year  or  two,  the  outlook  for  a favorable  result 
is  poor.  Keloids  can  be  destroyed  by  electro- 
desiccation and  then  irradiated.  The  resulting 
scar,  from  a cosmetic  standpoint,  is  less  favorable 
than  when  the  lesion  is  excised.  It  seems  im- 
possible, however,  to  excise  a keloid  and  leave  a 
narrow  linear  scar.  Invariably,  in  my  experi- 


ence, such  scars  have  widened  to  a broad  band 
even  though  irradiation  has  prevented  their 
further  elevation. 

I agree  entirely  with  Dr.  Cannon  about  the 
value  of  scarification  in  acne  rosacea  but  I have 
usually  found  it  difficult  to  persuade  my  patients 
to  submit  to  this  method  of  treatment. 

Dr.  Timothy  J.  Riordan,  New  York  City — 
A word  or  two  about  the  histopathology  of  keloids 
deserves  mention.  In  lesions  of  short  duration 
young  fibroblasts  are  found  which  are  radio- 
sensitive. In  lesions  of  long  duration  old  con- 
nective tissue  cells  which  are  radioresistant  are 
found  along  with  hyaline  degeneration  of  the 
collagen.  The  latter  is  necrotic  tissue.  I be- 
lieve these  points  serve  to  explain  the  improve- 
ment achieved  with  roentgen  therapy  in  early 
lesions  and  failure  in  older  lesions. 

Dr.  A.  Benson  Cannon,  New  York  City — With 
regard  to  the  use  of  electrolysis  in  x-ray  burns,  I 
feel  that  it  is  too  tedious  and  time-consuming, 
and  that  it  too  often  causes  pitting  scars.  One 
can  accomplish  the  same  results  almost  ten  times 
more  quickly  by  desiccation  than  by  electrolysis. 
In  addition,  desiccation  presents  the  advantage 
that  the  skin  does  not  have  to  be  touched  with  the 
desiccating  needle,  whereas  in  electrolysis  the 
skin  is  punctured  and  a scar  is  likely  to  result. 

I did  not  mean  to  convey  the  impression  that 
it  was  an  easy  matter  to  remove  keloids  by 
surgery  combined  with  pre-  or  postoperative 
irradiation.  On  the  contrary,  to  secure  satis- 
factory results  by  this  method  it  is  often  neces- 
sary to  persist  in  the  treatments  for  quite  a long 
period,  and  occasionally  the  mode  of  treatment 
has  to  be  changed  before  the  condition  shows  any 
signs  of  improvement. 

I also  use  both  Alpine  and  Kromayer  light  to 
treat  scarring  from  acne,  giving  doses  massive 
enough  to  cause  blistering  and  subsequent  ex- 
foliation. I think  this  is  an  excellent  method, 
since  it  peels  off  the  epidermis  and  helps  to  clear 
up  any  acne  which  may  still  remain.  Its  one 
disadvantage  is  that  it  burns  not  only  the  mar- 
gins but  the  bases  of  the  scars  as  well. 


A GUESS  AT  THE  NUMBER  ONE  PRESCRIPTION 


What  drug  or  what  substance  is  it  that  a doctor 
prescribes  oftenest?  An  interesting  subject  for 
speculation.  If  we  should  finally  determine  that 
this  reagent  was  possibly  digitalis  or  aspirin,  it 
would  be  reasonable  to  suppose  that  the  doctors 
who  so  frequently  prescribe  these  remedial 
agents  would  be  greatly  interested  in  the  purity 
of  the  composition,  the  manner  of  the  assay,  and 
the  methods  by  which  they  were  made  available 


to  the  profession  and  to  the  public.  Without 
attempting  to  cite  statistics  in  the  matter,  the 
editor  of  the  Journal  of  the  Indiana  State  Medical 
Association  believes  that  it  is  not  digitalis  or  any 
other  drug  in  the  usual  sense  of  the  word  that  is 
prescribed  most  often,  but  that  probably  milk  is 
mentioned  oftener  by  the  doctor  than  any  other 
remedial  agent  with  possibly  water  and  certain 
foods  in  second  and  third  places. 


CHRONIC  PYELONEPHRITIS— A CAUSE  OF 
HYPERTENSION  AND  RENAL  INSUFFICIENCY 


William  S.  McCann,  M.D.,  Rochester,  New  York 

( From  the  Department  of  Medicine,  University  of  Rochester  School  of  Medicine  and  Dentistry,  and  the 
Medical  Clinic  of  the  Strong  Memorial  and  Rochester  Municipal  hospitals) 


IN  recent  years  it  has  become  increas- 
ingly evident  that  certain  infections 
of  the  urinary  tract,  which  were  formerly 
thought  of  as  relatively  trivial  attacks 
of  cystitis  or  “pyelitis”  are,  on  the  con- 
trary, of  the  greatest  seriousness  and 
importance.  Wilson  and  Schloss1  some 
years  ago  pointed  out  that  the  so-called 
“acute  pyelitis”  of  infants  was,  in  fact, 
a pyelonephritis.  More  recently  Long- 
cope2  has  described  a chronic  form  of  bi- 
lateral pyelonephritis,  occurring  without 
any  obstructive  lesions  in  the  urinary 
tract,  progressing  insidiously  over  a long 
time  to  a state  of  renal  insufficiency,  and 
frequently  characterized  by  hypertension. 
The  individual  episodes  of  urinary  in- 
fection may,  of  themselves,  appear  trivial, 
so  that  an  appreciation  of  their  signifi- 
cance has  come  in  retrospect  after  the 
damage  has  been  done.  At  the  same 
time  Peters3  has  called  attention  to  the 
probability  that  antecedent  urinary  in- 
fections play  an  important  etiologic  role 
in  the  late  “toxemias”  of  pregnancy, 
which  are  characterized  by  hypertension. 

The  work  of  Goldblatt,4  who  produced 
hypertension  experimentally  by  partial 
renal  ischemia,  has  led  to  the  discovery 
that  a pressor  substance  is  produced 
within  the  kidney,  which  acts  through  a 
humoral  mechanism,  and  which  may  be 
formed  if  unilateral  renal  ischemia  is 
induced.  This  same  pressor  substance  is 
probably  responsible  for  the  hyperten- 
sion of  pyelonephritis,  since  Butler5  has 
reported  the  relief  of  hypertension  by 
nephrectomy  in  2 cases  of  unilateral 
pyelonephritis  in  children.  The  pressor 
substance  is  also  produced  apparently  by 
urinary  obstruction,  since  hypertension 


is  commonly  associated  with  hydro- 
nephrosis, and  extracts  prepared  from 
hydronephrotic  kidneys  by  Williams 
and  Harrison6  were  found  to  yield  greater 
pressor  effects  than  those  obtained  from 
normal  kidneys. 

Case  Reports 

Case  1. — D.  Y.,  a young  married  woman  aged 
33,  was  admitted  to  the  Strong  Memorial  Hos- 
pital in  August,  1937,  with  marked  hypertension, 
hypertensive  retinopathy,  cardiac  hypertrophy, 
albuminuria,  bacilluria,  and  many  leukocytes  in 
the  urinary  sediment.  Renal  function  was 
seriously  impaired,  the  urea  clearance  was  25 
per  cent  of  normal,  and  at  times  the  nonprotein 
nitrogen  of  the  blood  was  elevated,  4L-67  m g./- 
100  cc.  She  was  moderately  anemic.  Blood 
pressure  230/140. 

The  history  was  that  on  her  honeymoon 
eleven  years  previously  she  had  suffered  from 
a “deflorescence  pyelitis,”  which  had  lasted  for 
several  weeks,  ultimately  responding  to  medical 
treatment.  The  first  two  pregnancies  had  ter- 
minated in  miscarriages.  In  each  of  the  next 
three  pregnancies,  which  went  to  term,  there 
were  severe  late  “toxic”  manifestations.  The 
blood  pressure  was  elevated,  and  there  was 
edema  but  no  eclampsia.  The  last  child  was 
born  five  years  before  admission.  For  two  and 
one-half  years  she  had  been  under  the  care  of  a 
physician  for  hypertension. 

In  the  hospital  the  patient  was  treated  by 
transfusion,  then  with  mandelic  acid,  and  later 
with  sulfanilamide,  in  the  hope  of  clearing  the 
urinary  infection  with  B.  coli.  These  measures 
were  effective  at  first.  Treatment  was  con- 
tinued in  the  urologic  clinic  by  Dr.  W.  W.  Scott. 
While  the  patient’s  condition  remained  fairly 
satisfactory,  bacilluria  and  pyuria  kept  recurring. 

Fig.  1 shows  the  retrograde  pyelogram  made 
in  August,  1937.  The  ureters  were  dilated, 
though  free  at  their  orifices.  The  pelves  and 
calyces  were  distorted,  and  the  renal  shadows 
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Fig.  1.  Unilateral  pyelogram  in  Case  1, 
showing  hydroureter  and  the  extreme  distortion 
of  the  calyces  and  pelvis. 

were  very  small.  In  view  of  the  reduced  renal 
function  pyelograms  were  made  on  one  side  at  a 
time. 

An  Addis  urinary  sediment  count  made 
August  8,  1937,  was  as  follows:  twelve-hour 

night  specimen  800  cc.;  sp.  gr.  1.011;  reaction 
slightly  alkaline;  r.b.c.  10,200,000,  leukocytes 
176,400,000;  total  protein  150  mg.  per  cent. 

In  January,  1938,  the  patient  suffered  from  a 
geniculate  ganglion  herpes  with  facial  paralysis 
on  the  left  side. 

In  May,  1938,  she  was  re-admitted  to  the 
hospital  for  study,  on  account  of  severe  head- 
aches and  mild  uremic  symptoms.  (N.P.N.  of 
blood  75  mg./lOO  cc.) 

In  July,  1938,  cardiac  symptoms  began  with 
dyspnea  on  effort,  and  later  severe  nocturnal 
attacks  of  cardiac  asthma.  Nausea  and  vomit- 
ing became  frequent.  The  blood  pressure  was 
240/160.  The  hemoglobin  was  9 Gm./lOO  cc. 
of  blood  and  r.b.c.  2,600,000.  Blood  nonpro- 
tein nitrogen  had  risen  to  100  mg./lOO  cc.  Some 
improvement  followed  the  use  of  digitalis  and 
treatment  of  the  anemia. 

In  August,  1938,  it  was  discovered  that  the 
patient  was  pregnant  through  the  fact  that  she 
had  an  incomplete  abortion,  following  which  a 
curettage  was  done,  and  the  patient  again  showed 
some  temporary  improvement.  On  August  27, 
1938,  she  was  again  admitted  in  uremia  and 
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Fig.  2.  Kidneys  and  urinary  tract  of  Case  1,  to 
show  extreme  degree  of  contraction  of  kidneys. 

failed  progressively  to  the  time  of  her  death,  one 
month  later. 

At  autopsy  the  kidneys  were  found  to  be 
markedly  contracted  and  the  ureters  greatly 
dilated.  No  obstruction  of  the  ureters  was 
found.  The  gross  appearance  of  the  kidneys 
and  urinary  tract  is  seen  in  Fig.  2.  The  micro- 
scopic changes  are  shown  in  Fig.  3.  In  this 
section  one  can  see  the  evidence  of  chronic 
interstitial  inflammation.  Many  tubules  are 
dilated  in  such  a way  as  to  suggest  the  appear- 
ance of  thyroid,  a feature  which  has  been  re- 
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Fig.  3.  Microscopic  appearance  of  kidney  in 
Case  2,  showing  interstitial  inflammatory  reac- 
tion, dilated  tubules,  irregular  glomerular 
changes,  and  arteriosclerosis. 

marked  upon  by  other  observers.  Irregular 
glomerular  lesions  were  observed.  There  was 
considerable  arteriosclerosis. 

Case  2. — E.  W.,  a young  unmarried  woman 
aged  25,  was  admitted  to  the  Strong  Memorial 
Hospital  because  of  severe  headaches,  visual 
disturbances,  nausea,  and  vomiting.  The  his- 
tory records  attacks  of  urinary  infection  from 
the  age  of  1 year.  Since  the  age  of  12,  which 
she  can  remember  clearly,  these  attacks  have 
occurred  at  intervals  of  about  six  weeks.  They 
consisted  of  fever,  burning  and  frequency  of 
urination,  pain  in  the  lumbar  region,  headaches, 
nausea,  and  vomiting.  The  acute  phase  of  the 
attack  was  usually  of  four  to  five  days’  duration, 
followed  by  a period  of  convalescence  lasting 
five  to  six  days.  The  precipitating  factor  was 
usually  some  strenuous  physical  activity. 

On  admission  in  March,  1939,  she  was  found 
to  have  a marked  hypertension,  with  systolic 
pressures  ranging  from  160  to  190  and  diastolic 
from  110  to  130.  The  retinas  show  evidence  of 
hypertensive  change  with  papilledema  and 
hemorrhages.  The  heart  showed  hypertrophy. 


The  urine  sediment  showed  the  following  count 
of  formed  elements:  leukocytes  and  epithelial 

cells  2,767,500;  r.b.c.  300,000;  casts  136,000; 
twelve-hour  night  specimen  was  615  cc.,  sp.  gr. 
1.014,  and  total  protein  content  300  mg./lOO 
cc.  The  maximal  urea  clearance  was  22  and 
25  per  cent  of  normal  on  two  successive  hours, 
and  the  creatinine  clearance  31  cc./min.  The 
phenolsulfonephthalein  test  showed  an  excre- 
tion of  22  per  cent  in  two  hours.  Culture  of 
the  urine  yielded  a growth  of  nonhemolytic 
streptococci.  Blood  nonprotein  nitrogen  was 
53,  creatinine  3.2,  proteins  and  chlorides  normal. 

This  patient  had  first  been  studied  in  the 
hospital  in  1932  at  the  age  of  17.  At  that  time 
the  urea  clearance  test  was  60  per  cent  of  nor- 
mal, and  the  phthalein  excretion  55  per  cent  in 
two  hours.  Blood  pressure  was  then  108/68. 
The  urine  at  that  time  yielded  B.  coli  communis 
on  culture,  showed  a trace  of  albumin,  and  there 
were  seen  6-8  leukocytes  per  h.p.f.  in  an  un- 
centrifuged specimen. 

Cystoscopy  was  performed  at  that  time  by 
Dr.  W.  W.  Scott,  who  noted  inflammation  and 
congestion  in  the  region  about  the  trigone  and 
vesical  orifice.  No  obstruction  of  the  ureters 
was  found.  Pyelograms  were  not  entirely 
satisfactory,  but  no  evidence  of  hydronephrosis 
was  obtained,  and  the  pelves  appeared  to  be 
somewhat  distorted. 

The  patient  was  followed  at  frequent  intervals 
in  the  urologic  clinic  from  1932  to  1939.  At 
various  times  B.  coli  communis  was  isolated  on 
culture,  but  on  one  occasion  the  urine  yielded 
Staphylococcus  albus  in  abundance,  and  on 
another  a nonhemolytic  streptococcus.  Various 
agents  were  employed  for  combating  the  urinary 
infection:  mandelic  acid,  hexamethylene  amine 
and  ammonium  chloride,  high  acid  ash  diet, 
sulfanilamide,  and  during  the  period  of  staphy- 
lococcic infection  neoarsphenamine  was  used. 
In  each  instance  the  clearing  of  the  urine  was 
temporary,  no  means  having  been  found  to 
prevent  recurring  attacks. 

In  February,  1938,  the  first  note  of  elevation 
of  blood  pressure  was  made.  At  that  time  it 
was  recorded  as  150/96.  The  heart  was  only 
slightly  enlarged.  The  phthalein  excretion  in 
two  hours  was  42  per  cent.  The  urine,  at  the 
time,  was  free  from  pus  or  albumin. 

In  the  period  from  February,  1938,  to  March, 
1939,  the  hypertensive  phenomena  increased 
markedly,  renal  function  diminished,  and  mild 
uremic  symptoms  occurred.  In  spite  of  warn- 
ings as  to  danger  of  pregnancy  the  patient 
married. 

Case  3. — A.  A.,  a married  woman  aged  37, 
was  admitted  to  the  Strong  Memorial  Hospi- 
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tal  November  4,  1936,  and  died  December 
21,  1936.  On  entry  she  was  found  to  have  pro- 
nounced hypertension  210/118,  severe  anemia, 
cardiac  enlargement,  gallop  rhythm,  congestion 
of  the  lung  bases,  and  moderate  edema.  The 
electrocardiogram  showed  left  axis  deviation  and 
changes  indicative  of  myocardial  damage.  The 
urine  was  of  low  specific  gravity,  alkaline, 
showed  a trace  of  albumin,  no  sugar.  The 
sediment  showed  large  numbers  of  leukocytes  and 
both  bacilli  and  cocci  in  pairs  and  chains.  The 
degree  of  uremia  was  shown  by  the  finding  of 
marked  elevation  of  the  nonprotein  nitrogen, 
162  mg.,  urea  126  mg.,  creatinine  19  mg./ 100 
cc.  Phthalein  excretion  was  negligible.  The 
patient  complained  of  colicky  pain  in  the  left 
flank,  radiating  toward  the  pubis. 

On  cystoscopic  examination,  performed  by 
Dr.  Jarman,  the  bladder  showed  marked  evidence 
of  infection,  with  edema  in  the  trigone  and  about 
the  ureteral  orifices.  No  obstruction  was  en- 
countered on  the  right  side.  On  catheterizing 
the  left  kidney  no  drainage  occurred.  A pyelo- 
gram  of  the  left  kidney  was  obtained  which  is 
shown  in  Fig.  4,  indicating  the  presence  of  a 
hydronephrosis  and  hydroureter  with  obstruc- 
tion near  the  ureterovesical  junction. 

Culture  of  the  bladder  urine  yielded  a growth 
of  a nonhemolytic  streptococcus. 

Efforts  at  treatment  failed  and  the  patient 
died  on  December  21,  1936.  Autopsy  revealed 
a chronic  pyelonephritis  and  pyonephrosis. 

From  the  history  the  urinary  infection  began 
twenty  years  before  the  terminal  illness,  having 
occurred  following  a railroad  accident  in  which 
she  suffered  compound  fractures  of  both  legs. 
Two  years  later  she  had  a normal  pregnancy, 
with  no  signs  of  “toxemia.” 

The  duration  of  the  elevated  blood  pressure 
may  be  inferred  from  the  fact  that  she  was  in 
hospital  with  severe  “asthma”  nine  years  before 
her  death,  and  the  story  from  then  on  was  one 
of  repeated  attacks  of  asthma  and  evidence  of 
urinary  infection.  Five  months  before  her 
death  she  had  an  attack  of  pneumonia,  and  the 
uremic  symptoms  developed  with  increasing 
severity  following  this  illness. 

Case  4. — H.  D.,  a married  woman  aged  29, 
was  admitted  to  the  Strong  Memorial  Hospital 
in  November,  1934,  acutely  ill,  with  pain  in  the 
epigastrium  and  vomiting.  She  was  thought  at 
first  to  have  an  acute  cholecystitis,  but  later 
the  finding  of  marked  costovertebral  tenderness, 
with  pus  and  blood  in  the  urine,  elevation  of 
blood  pressure  165/110,  retinal  exudates,  and 
edema  of  the  disks,  pointed  toward  an  acute 
pyelonephritis.  Culture  of  the  urine  yielded  a 
growth  of  bacillus  aerogenes.  The  nonprotein 


Fig.  4.  Unilateral  pyelogram  of  Case  3, 
showing  hydronephrosis  and  hydroureter  with 
obstruction  near  the  ureterovesical  junction. 

nitrogen  of  the  blood  was  66  mg.  per  cent.  The 
urea  clearance  was  10  per  cent  of  normal. 
There  was  leukocytosis  and  moderate  anemia. 
After  symptomatic  treatment  the  patient  went 
home  without  having  had  urologic  study. 

She  was  re-admitted  one  month  later  with 
pronounced  hypertension,  B.P.  220/135.  The 
blood  nonprotein  nitrogen  was  87  mg.  per  cent. 
The  patient  was  transferred  to  the  Monroe 
County  Hospital,  where  she  remained  for  some 
months.  She  was  re-admitted  to  the  Strong 
Memorial  Hospital  a third  time  nine  months 
after  the  second  admission,  this  time  in  coma. 
Spinal  puncture  yielded  bloody  fluid.  The 
blood  pressure  was  greatly  elevated,  the  non- 
protein nitrogen  was  189  mg.  per  cent.  Death 
occurred  shortly.  An  autopsy  revealed  acute 
and  chronic  pyelonephritis,  cerebral  hemorrhage, 
organizing  pneumonia,  pulmonary  edema  and 
congestion,  cardiac  hypertrophy,  acute  endo- 
carditis of  mitral  and  aortic  valves,  chronic 
cholecystitis,  chronic  pancreatitis,  fat  necrosis, 
healed. 

The  history  is  rather  vague  as  to  the  exact 
onset  of  the  trouble.  The  first  urinary  infection 
was  said  to  have  occurred  following  an  abortion, 
date  not  given.  In  1930,  four  years  before  her 
death,  she  was  pregnant  and  was  found  to  have 
hypertension  and  kidney  trouble.  She  was 
under  treatment  following  the  birth  of  her  child 
in  the  urologic  clinic  of  another  hospital. 
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The  4 cases  briefly  described  above  are 
typical  examples  of  a common  type  of 
chronic  recurring  infection  of  the  urinary 
tract,  which  may  terminate  in  renal 
insufficiency  and  hypertension.  The  iso- 
lated episodes  of  urinary  infection  are 
apt  not  to  be  regarded  seriously  when 
the  patient  is  seen  in  the  early  stages  of 
the  malady,  and  the  tendency  has  been  to 
consider  them  as  infections  of  the  urinary 
passages  rather  than  of  the  kidneys 
themselves.  Now  that  it  is  more  clearly 
understood  that  they  represent  a slowly 
developing  chronic  interstitial  nephritis, 
there  can  no  longer  be  any  excuse  for 
failure  to  make  a vigorous  attempt  to 
terminate  the  infection  and  to  bring  the 
process  to  a halt  if  possible. 

Case  2 illustrates  the  fact  to  which 
Peters3  has  called  attention,  that  women 
who  have  had  such  urinary  infections  may 
suffer  from  the  hypertensive  phenomena 
of  late  pregnancy,  which  we  speak  of  as 
“toxemias.”  In  such  cases  the  infectious 
process  may  have  been  quite  latent  or 
inactive  until  pregnancy  occurred.  Then 
one  may  witness  either  an  exacerbation  of 
pyelitis,  or  simply  albuminuria,  edema, 
and  hypertension,  and  sometimes  eclamp- 
sia. The  exact  reason  why  this  occurs 
cannot  be  stated  with  certainty.  It  is 
possible  that  the  “physiologic  hydro- 
nephrosis” which  begins  early  in  preg- 
nancy may  cause  the  formation  of  the 
renal  pressor  substance  of  which  mention 
has  been  made,  and  it  is  not  unlikely 
that  this  substance  is  formed  in  greater 
amounts  in  kidneys  which  have  been  the 
seat  of  a pyelonephritis.  If  this  proves 
to  be  true,  then  one  may  expect  to  find 
hypertension  developing  in  nonpregnant 
women  who  have  had  “pyelitis”  if  sub- 
sequently some  form  of  urinary  obstruc- 
tion occurs.  The  case  abstract  which 
follows  bears  upon  this  point. 

Case  5. — S.  H.,  a married  woman  aged  57, 
was  seen  in  consultation  January  11,  1939. 
She  complained  of  shortness  of  breath  and  retro- 
manubrial  pain  on  effort.  The  chief  findings  on 
examination  were  marked  hypertension,  B.P. 
200/100;  retinal  arteriosclerosis  of  the  hyper- 
tensive type;  enlargement  of  the  heart,  systolic 
bruits  at  the  mitral  and  at  the  aortic  areas,  the 


latter  being  rough  and  faintly  heard  in  the  right 
carotid  artery;  and  electrocardiographic  evidence 
of  left  axis  deviation,  depression  of  the  ST  seg- 
ments in  leads  I and  II,  and  elevation  in  lead  III. 

The  urine  was  found  to  be  free  from  albumin 
or  sugar,  it  was  clear,  slightly  alkaline,  of  low 
specific  gravity.  The  sediment  did  not  reveal 
any  excess  of  formed  elements.  The  kidneys 
were  not  palpable,  and  there  was  no  costoverte- 
bral tenderness.  The  history  recorded  the  fact 
that  the  patient  had  suffered  from  a severe 
“pyelitis”  13  years  before,  and  that  she  had  been 
treated  after  cystoscopy  by  a urologist.  Oc- 
casionally she  had  slight  recurrence  of  frequency 
and  burning  of  urination,  but  she  regarded  these 
as  trivial. 

On  the  basis  of  this  history  it  was  decided  to 
have  a cystoscopy  performed  by  Dr.  W.  W. 
Scott,  and  this  was  done.  The  urethra  was 
found  to  be  the  seat  of  a stricture,  the  bladder 
was  found  to  be  hypertrophied  and  trabecu- 
lated.  Retrograde pyelograms  were  made.  These 
did  not  reveal  appreciable  hydronephrosis. 
However,  the  urethra  was  dilated,  and  the 
patient  returned  to  the  care  of  her  family 
physician. 

Reports  from  her  physician  show  that  her 
blood  pressure  has  been  much  lower,  the  highest 
pressure  recorded  being  160/90  during  the  three- 
month  period  following  this  dilatation.  The 
cardiac  symptoms  were  greatly  relieved  by  the 
lowering  of  the  blood  pressure. 

This  case  is  complicated  by  one  fact.  The 
pyelograms  showed  a dense  shadow  of  irregular 
outline  just  above  the  left  kidney,  which  was 
somewhat  displaced  downward.  This  was  re- 
garded as  a tumor  of  the  adrenal.  The  patient 
refused  to  have  the  mass  explored  surgically. 
The  fact  remains,  however,  that  the  fall  in 
blood  pressure  followed  the  urethral  dilatation. 

Following  this  experience  it  was  de- 
cided to  carry  out  urologic  studies,  when- 
ever possible,  of  patients  with  the  so- 
called  essential  hypertension,  that  is, 
hypertension  occurring  in  patients  with 
normal  urine  and  with  good  renal  func- 
tion. 

Case  6. — H.  C.,  a married  woman  aged  51, 
was  admitted  to  the  hospital  in  an  attack  of 
hypertensive  encephalopathy  on  March  14,  1939. 
The  patient  had  been  under  the  care  of  a physi- 
cian in  Dayton,  Ohio,  for  several  years  for  high 
blood  pressure.  While  visiting  in  Rochester 
she  suffered  severe  headaches  and  on  the  day  of 
admission  had  fallen  unconscious  while  in  the 
bathroom.  She  was  conscious  on  admission. 
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Fig.  5.  Retrograde  pyelograms  of  Case  6, 
showing  bilateral  hydronephrosis  and  ptosis  of 
kidneys. 

Her  blood  pressure  was  200/120.  She  was 
lethargic,  speech  was  thick,  tongue  protruded 
slightly  to  the  right,  the  neck  was  slightly  stiff. 
Apart  from  this  there  were  no  striking  neurologic 
abnormalities.  The  retinas  did  not  show  marked 
evidence  of  hypertensive  changes  and  the  disks 
were  normal.  The  heart  was  somewhat  en- 
larged. There  was  no  orthopnea,  no  pul- 
monary congestion.  There  was  slight  pretibial 
edema. 

The  urine  was  slightly  turbid,  acid,  sp.  gr. 
1.030,  albumin  trace,  sugar  none,  and  the  sedi- 
ment showed  both  granular  and  hyaline  casts, 
1-2  leukocytes  per  h.p.f.,  and  no  red  cells.  The 
nonprotein  nitrogen  was  33  mg.  The  CO2  com- 
bining power  was  normal.  The  urine  was  sterile 
on  culture. 

On  March  16  the  patient  was  better.  The 
blood  pressure  had  fallen  to  140/95.  The  phthal- 
ein  excretion  was  35  per  cent  the  first  half  hour 
and  15  per  cent  the  second. 

The  patient  had  a history  of  urinary  infection 
fifteen  years  before.  This  was  characterized  by 
heavy  albuminuria,  edema,  and  foul-smelling 
turbid  urine,  the  attack  lasting  for  five  weeks. 
Since  then  there  have  been  frequent  episodes  of 
burning  and  frequency  of  urination.  In  1934 
her  blood  pressure  was  160/90. 

In  view  of  this  history,  a cystoscopic  ex- 
amination was  made  by  Dr.  W.  W.  Scott.  This 
revealed  polyps  at  the  vesical  neck.  The  urine 


Fig.  6.  Pyelograms  of  Case  7,  malignant 
hypertension,  showing  bilateral  hydronephrosis 
due  to  urethral  stricture  and  ptosis  of  kid- 
neys. 

from  both  sides  was  normal  and  the  function 
good.  The  retrograde  pyelograms  showed  ptosis 
of  both  kidneys  and  a moderate  degree  of  hydro- 
nephrosis (Fig.  5). 

Following  this  procedure  the  patient’s  condi- 
tion was  improved,  at  least  temporarily,  but 
sufficient  time  has  not  elapsed  to  determine  the 
full  extent  and  duration  of  improvement.  Since 
ptosis  and  ureteral  kinking  may  be  an  important 
factor  a ptosis  belt  with  kidney  pads  was  pre- 
scribed. 

Case  7. — R.  S.,  a married  woman  aged  48, 
was  admitted  to  the  Strong  Memorial  Hospital 
for  the  second  time  on  April  10,  1939,  complain- 
ing of  severe  headaches,  blurring  of  vision,  and 
substernal  pains  radiating  into  the  left  arm.  On 
examination  the  blood  pressure  was  found  to  be 
240/148.  The  retinas  showed  edema  of  the 
disks,  cotton  wool  exudates,  and  hemorrhages, 
with  narrow  arteries  and  engorged  veins.  The 
heart  was  greatly  enlarged.  There  was  a gallop 
rhythm,  a soft  apical  systolic  murmur,  and  ac- 
centuated aortic  second  sound.  There  were  no 
evidences  of  congestive  failure.  The  kidneys 
were  not  palpable  or  tender.  A urethral 
caruncle  was  seen  at  the  meatus. 

The  urine  showed  moderate  albuminuria,  no 
sugar,  acid  reaction,  and  low  specific  gravity. 
The  sediment  showed  4 leukocytes  per  h.p.f.  in 
an  uncentrifuged  specimen,  no  r.b.c.,  and  rare 
hyaline  casts.  Urine  culture  was  sterile.  The 
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phthalein  test  was  55  per  cent  in  two  hours, 
but  only  15  per  cent  was  excreted  in  the  first 
half  hour.  The  urea  clearance  test  was  88  per 
cent,  and  the  creatinine  clearance  80  cc./min. 
The  nonprotein  nitrogen  of  the  blood  was  41 
mg.  The  electrocardiogram  showed  abnormal 
ventricular  complexes,  and  inversion  of  T waves 
in  leads  I and  II.  X-rays  of  the  skull  showed  no 
abnormalities.  A diagnosis  of  malignant  hyper- 
tension was  made. 

The  history  recorded  known  elevations  of 
blood  pressure  for  twelve  years,  with  anginal 
symptoms  for  six  years.  On  previous  admission 
in  1933  the  blood  pressure  was  found  to  be 
140/90,  though  it  had  been  observed  by  her 
family  physician  to  have  been  much  higher  at 
times.  The  retinas  on  that  admission  showed 
very  moderate  hypertensive  changes  of  the 
vessels,  normal  disks,  no  exudates  or  hemor- 
rhages. The  urine  showed  only  a few  leuko- 
cytes, 8-12  per  h.p.f.,  with  no  albumin  or  sugar. 
Renal  function  was  good  then  as  now.  There 
were  no  urinary  symptoms  except  nocturia.  The 
patient  had  never  known  of  any  renal  disease 
and  had  had  no  toxic  pregnancies. 

A cystoscopy  was  performed  by  Dr.  W.  W. 
Scott  on  April  19,  1939.  He  noted  the  urethral 
caruncle.  The  urethra  was  very  tight.  The 
bladder  did  not  show  much  evidence  of  hyper- 
trophy or  trabeculation,  but  the  pyelograms, 
shown  in  Fig.  6,  revealed  evidence  of  dilatation 
of  the  pelves  and  blunting  of  the  calyces  of 
moderate  degree,  and  in  addition  there  was  con- 
siderable ptosis  and  kinking  of  the  ureters.  The 
urethral  stricture  was  well  dilated.  On  the 
third  day  after  this  procedure  the  blood  pressure 
had  fallen  to  180/130,  as  compared  with  240/148 
on  admission.  The  patient  felt  better  and  was 
free  from  headaches  and  anginal  symptoms. 
A belt  was  given  for  the  renal  ptosis,  and  she 
was  discharged  to  her  physician. 

It  is,  of  course,  too  soon  to  form  judgment  of 
the  therapeutic  value  of  the  urethral  dilatation 
and  correction  of  ptosis.  The  report  of  this 
case  is  given  as  another  example  of  the  occur- 
rence of  urinary  obstruction  without  symptoms 
and  with  good  renal  function  in  a patient  who 
had  presumably  suffered  from  a so-called  essential 
hypertension. 

The  last  3 cases  indicate  that  one  must 
revise  the  current  conception  of  * ‘essen- 
tial” hypertension,  which  is  that  it  is  of 
nonrenal  origin.  Recently,  attention  has 
been  drawn  to  narrowing  of  the  renal 
arteries  by  atheroma  as  a cause  of  hyper- 
tension, resembling  the  experimental  hy- 


pertension of  Goldblatt,  by  Williams 
and  Harrison,6  Rosenberg,  Keith,  and 
Wagener,7  and  Freeman  and  Hartley.8 
The  cases  reported  here  point  to  urinary 
obstruction  in  the  urethra  or  ureter, 
either  by  stricture  or  by  kinking  from 
ptosis.  In  Cases  5 and  6,  both  patients 
were  known  to  have  had  previous  urinary 
infection,  but  this  was  not  active  at  the 
time  of  investigation.  In  these  cases  the 
hydronephrosis  may  have  produced  exag- 
gerated effects,  just  as  the  hydronephrosis 
of  pregnancy  does.  In  Case  7 no  other 
factor  than  urinary  obstruction  is  known 
to  exist,  since  there  is  no  evidence  of 
infection.  One  must  consider  the  pos- 
sibility that  the  kinking  of  the  ureter  in 
ptosis  of  the  kidney  may  also  affect  the 
circulation  through  the  renal  artery. 

Such  cases  as  those  recorded  here  show 
the  importance  of  making  a urologic 
study  of  cases  of  “essential  hyperten- 
sion,” even  though  no  evidence  of  urinary 
infection  is  present  at  the  time.  In  the 
presence  of  mild  obstructive  lesions  the 
urine  may  be  quite  normal  and  the 
function  well  maintained,  though  one  may 
expect  low  specific  gravity  and  possibly 
a lower- than-normal  phthalein  output  in 
the  first  half  hour,  even  though  the  total 
excretion  is  good. 

In  treatment  of  these  conditions  one 
must  attempt  to  relieve  strictures  by 
dilatation,  and  to  try  to  correct  ptosis 
and  kinking  of  the  ureters.  In  cases  of 
not  too  long-standing  hypertension  these 
measures  offer  hope  of  relief,  provided 
arteriosclerosis  is  not  too  far  advanced. 
While  it  is  not  likely  that  arterio- 
sclerosis is  the  initial  cause  of  the  hyper- 
tension, one  may  strongly  suspect  that 
when  long-standing  hypertension  pro- 
duces arteriosclerosis,  renal  ischemia 
will  become  more  marked,  and  its  oc- 
currence would  probably  aggravate  the 
existing  condition  and  establish  a vicious 
circle.  This  offers  a plausible  hypothesis 
for  the  terminal  malignancy  of  many  long- 
standing and  previously  benign  eleva- 
tions of  blood  pressure. 

In  prophylaxis  the  indications  are 
clear.  All  instances  of  infection  of  the 
urinary  tract  are  to  be  regarded  as  po- 
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tentially  serious,  no  matter  how  trivial 
they  may  seem  at  the  time.  Fortu- 
nately, the  chemotherapy  of  these  condi- 
tions has  been  vastly  improved  in  recent 
years,  particularly  referring  to  the  use  of 
mandelic  acid  and  sulfanilamide,  and  the 
appropriate  control  of  urinary  reaction. 
Some  of  the  older  agents  are  still  deserv- 
ing of  occasional  use : such  are  hexa- 
methylene  amine,  neutral  acroflavine, 
and  neoarsphenamine.  One  learns  that 
the  strains  of  organisms  in  the  urine 
differ  among  themselves  in  the  way  in 
which  they  respond  to  these  agents,  and 
several  may  have  to  be  tried  before  the 
optimal  one  is  found.  In  a given  case 
different  organisms  may  be  found  from 
time  to  time. 

Apart  from  chemotherapy  attention 
should  be  paid  to  focal  infection,  to  diet, 
and  to  obstruction.  Focal  infections 
may  be  the  portals  of  entry  of  the  organ- 
isms which  appear  in  the  urine,  and  their 
eradication  from  tonsils,  sinuses,  teeth, 
and  gallbladders  should  not  be  over- 
looked. Diet  may  have  a great  effect 
on  urinary  infection  and  calculus  forma- 
tion. Particularly  important  is  its  ade- 
quacy in  vitamin  A.  It  is  well  to  see 
that  the  supply  of  this  vitamin  is  ade- 
quate, and  that  the  other  essential  fac- 
tors are  not  lacking.  All  cases  of 
urinary  infection  deserve  urologic  study. 

Summary  and  Conclusions 

1.  Cases  are  described  illustrative  of 
the  importance  and  seriousness,  in  view 
of  the  sequellae,  of  what  may  appear  to 
be  mild  or  trivial  urinary  infections. 
Cumulative  insults  over  a period  of  years 
will  frequently  result  in  hypertension 
and  ultimately  in  renal  insufficiency. 

2.  The  disastrous  effects  of  pregnancy 
in  such  infections  and  their  relation  to 
the  toxemias  of  pregnancy  are  strikingly 
illustrated  in  1 case. 

3.  Hypertension  may  be  the  result  of 
asymptomatic  obstructive  lesions  of  the 
urinary  tract,  even  when  the  urine  and 
renal  function  are  normal.  Cases  are 
cited  to  show  the  importance  of  making 
pyelographic  studies  in  patients  with  so- 
called  “essential’ ' hypertension. 


4.  Treatment  of  even  the  mildest 
forms  of  urinary  infection  demands  the 
most  careful  general  study  of  the  patient. 
Chemotherapy  may  be  immediately  suc- 
cessful in  clearing  up  infection,  but  this 
is  not  enough.  Focal  infection  must  be 
sought  for  and  eradicated  when  found. 
Attention  must  be  given  to  the  diet, 
which  must  be  adequate  in  vitamin  con- 
tent, particularly  with  reference  to  vita- 
min A,  and  adapted  to  maintain  the  ap- 
propriate reaction  of  the  urine.  These 
factors  influence  both  the  susceptibility 
to  infection  and  to  stone  formation. 
Finally,  obstructive  lesions  of  the  urinary 
tract  must  be  discovered  and  corrected. 

References 

1.  Wilson,  J.  R.,  and  Schloss,  O.  M.:  Am.  J.  Dis. 

Child.  33:  227  (1929). 

2.  Longcope,  W.  T.:  Ann.  Int.  Med.  11:  149  (1937). 

3.  Zimmerman,  H.  M.,  and  Peters,  J.  P. : J.  Clin. 

Investigation  16:  397  (1937). 

4.  Goldblatt,  H.:  Ann.  Int.  Med.  11:  69  (1937). 

5.  Butler,  A.  M.:  J.  Clin.  Investigation  16:  889 

(1937). 

6.  Williams,  R.  H.,  and  Harrison,  T.  R.:  Am.  Heart 
J.  14:  645  (1937). 

7.  Rosenberg,  E.  F.,  Keith,  N.  M.,  and  Wagener, 
H.  P.:  Arch.  Int.  Med.  62:  461  (1938). 

8.  Freeman,  G.,  and  Hartley,  G.:  J.A.M.A.  Ill: 

1159  (1938). 

Discussion 

Dr.  David  M.  Kydd,  Cooper stown,  New  York — 
During  the  last  several  years  there  has  been  a 
renaissance  of  interest  in  hypertension  and 
nephritis.  Following  the  publication  of  the 
initial  attempts  at  surgical  intervention  in  the 
therapeusis  of  hypertension  there  has  been  a 
tremendous  surge  of  investigative  work.  An 
evaluation  of  this  mass  of  material  leads  to 
quite  indefinite  results  because  the  attempt  is 
being  made  to  correct  damage  already  done. 

Dr.  McCann’s  contentions  may  easily  be 
amplified.  For  example,  Shaffer  and  Remsen 
report  that  of  20  cases  of  “chronic  interstitial 
nephritis”  only  5 had  nephritis  from  some  other 
cause  than  chronic  pyelonephritis.  Butler  re- 
cently cited  2 cases  of  unilateral  pyelonephritis 
with  hypertension  whose  blood  pressure  became 
normal  after  nephrectomy.  Peters  states  that 
at  least  27  per  cent  of  the  toxemias  of  preg- 
nancy that  he  has  studied  have  some  evidence  of 
urinary  infection.  These  examples  from  three 
different  fields  of  medicine  illustrate  the  impor- 
tance of  the  subject. 

The  chronicity  of  pyelitis  and  pyelonephritis 
should  be  emphasized.  These  patients  must  be 
carefully  observed  for  very  long  periods  of  time 
even  after  adequate  chemotherapy.  As  Dr. 
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McCann  has  pointed  out,  the  cause  of  the  infec- 
tion must  be  found  and  corrected  if  feasible. 
No  patient  who  has  had  a urinary  infection 
should  be  discharged  without  definite  evidence 
that  the  infection  has  permanently  disappeared. 

Pregnancy  is  to  a certain  extent  a controllable 
factor.  To  allow  a pregnancy  to  proceed  in  the 
face  of  a urinary  infection  or  proceeding  “tox- 
emia” is  to  court  disaster  unless  the  situation 
receives  extraordinarily  careful  and  repeated 
evaluation,  as  evidence  of  irreparable  damage 
may  appear  with  explosive  suddenness. 

The  fact  that  hypertension  at  its  inception  is 
remediable  providing  its  cause  can  be  eliminated 
should  be  emphasized.  Further  and  repeated 
insults  cause  irreversible  changes. 

Hypertension  and  renal  insufficiency  are 
symptom  complexes.  Therefore,  they  prob- 
ably have  many  causes.  Nevertheless,  the  im- 
portance of  the  material  presented  by  Dr. 
McCann  cannot  be  too  strongly  stated. 

Dr.  Nathaniel  Kutzman,  Buffalo,  New  York — 
In  view  of  the  high  incidence  of  hypertension  and 
urinary  tract  infection  in  diabetes,  we  felt  that 
a study  of  this  group  would  be  of  value.  Fifty 
female  diabetics  between  the  ages  of  40  and  70, 
who  were  admitted  to  Dr.  Bowen’s  clinic  and 
to  the  wards  of  the  Buffalo  General  Hospital 
were  investigated.  They  were  taken  con- 
secutively. Most  of  them  were  ambulatory 
patients  and  had  no  urologic  complaints.  The 
results  of  this  study  are  as  follows : 

Lower  Urinary  Tract 

I.  Cases  studied — 50 

II.  No  urinary  pathology — 4 cases 

III.  Lower  urinary  tract  involvement  alone — 

14  cases 

IV.  Lower  urinary  tract  involvement  in  all 

cases 

A.  Chronic  cystitis — 32  cases 

B.  Cystoceles — 32  cases 

C.  Stricture  of  urethra — 18  cases 

Cystoceles 


1. 

Cystocele 

Stricture  of  urethra 
Residual  urine 

7 cases 

2. 

Cystocele 

Stricture  of  urethra 
No  residual  urine 

8 cases 

3. 

Cystocele 

No  stricture 
Residual  urine 

8 cases 

4. 

Cystocele 

No  stricture 
No  residual  urine 

9 cases 

Relationship  to  Hypertension 

I.  Lower  urinary  tract  involvement  alone 
Normal  blood  pressure — 5 cases 
Hypertension — 9 cases 
II.  Upper  urinary  tract  involvement 


1.  No  impairment  of  kidney  function 

from  either  side  was  found  in  32 
cases 

Normal  blood  pressure — 14  cases 
Hypertension — 18  cases 

2.  (a)  Leukocytes  and  bacteria  from 

both  kidneys  with  impairment  of 
function  (true  bilateral  pyelone- 
phritis)— all  3 cases 
Normal  blood  pressure — 0 cases 
Hypertension — 3 cases 
(b)  No  leukocytes,  no  bacteria,  im- 
paired function  both  sides 
(True  medical  nephritis) — 2 cases 
Normal  blood  pressure— -0  cases 
Hypertension — 2 cases 

3.  Leukocytes,  bacteria,  impairment 

of  function  one  kidney — 11  cases 
Normal  blood  pressure — 3 cases 
Hypertension — 8 cases 

4.  Leukocytes,  bacteria  from  both  kid- 

neys, normal  function — 4 cases 
Normal  blood  pressure — 1 case  (few 
leukocytes  with  pure  culture  of 
anaerobic  streptococci  of  both 
kidneys  and  bladder) 
Hypertension — 3 cases 

5.  Impairment  of  kidney  function 

either  unilateral  or  bilateral — 17 
cases 

Normal  blood  pressure — 4 cases 
Hypertension — 13  cases 
Unable  to  obtain  divided  func- 
tion— 1 case 

6.  All  cases  but  2 who  had  impaired 

kidney  function  had  either  a 
hydronephrosis  or  leukocytes  and 
bacteria  coming  from  one  or  both 
kidneys 

7.  Three  cases  had  unilateral  hydro- 

nephrosis with  normal  function 
Infecting  organisms  found  were 
predominantly, 

(1)  Colon  bacilli 

(2)  Enterococcus  or  Streptococ- 

cus faecalis 

(3)  Bacillus  aerogenes 

(4)  Streptococcus  hemolyticus 

We  find  that  there  is  evidence  that  infection 
and  impairment  of  the  urinary  tract  does  occur 
quite  frequently  in  the  diabetic,  perhaps  to  a 
greater  degree  than  in  a similar  group  of  women 
who  are  not  diabetic.  We  feel  that  many  of 
these  patients  who  have  a lower  urinary  tract 
involvement  alone,  potentially  have  the  makings 
of  upper  urinary  tract  disease,  especially  those 
having  stricture  of  the  urethra,  cystitis,  and 
residual  urine.  Back  pressure  with  infection 
will  undoubtedly  involve  the  upper  urinary 
tract.  We  have  noted  the  high  incidence  of 
hypertension  in  bilateral  infection  of  the  kid- 
neys with  diminished  function  (true  bilateral 
pyelonephritis).  In  unilateral  infected  kidneys 
with  diminished  function  there  is  also  a tendency 
toward  hypertension  (unilateral  pyelonephritis). 
Infections  and  stasis  play  important  roles  in 
diminishing  kidney  function  and  hypertension. 
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Nephritis  in  childhood  presents  many 
interesting  phases.  There  are  many 
clinical,  pathologic,  and  physiologic  ques- 
tions which  must  be  solved.  But  para- 
mount in  importance  to  the  active  clini- 
cian and  the  patient  is  the  question  of  the 
future  course  of  the  disease. 

The  prognosis  in  nephritis  has  inter- 
ested us  for  many  years.  The  recent 
advances  in  pathology,  chemistry,  and 
physiology  have  led  to  a better  classifica- 
tion and  broader  understanding  of  nephri- 
tis. Our  conception  of  the  course  of  the 
disease  has  therefore  improved.  We  have 
made  a clinical  study  of  all  cases  of 
nephritis  and  nephrosis  admitted  to  the 
Pediatric  Service  of  the  Mount  Sinai 
Hospital  from  1911  to  1937.  Twenty- 
five  additional  cases  seen  in  the  private 
practice  of  one  of  us  are  also  included. 

Material  and  Method 

In  1925  a well-organized  and  inde- 
pendent follow-up  clinic  was  established 
at  the  Mount  Sinai  Hospital.  Since  that 
time  all  patients  with  nephritis  and 
nephrosis  who  were  discharged  from  the 
hospital  were  referred  to  this  clinic.  Pa- 
tients were  seen  at  least  twice  a year,  and 
more  often  when  necessary.  Delinquent 
patients  were  contacted  and  urged  to 
come.  If  no  response  was  obtained, 
they  were  visited  by  a social  service 
worker.  Prior  to  1925  the  Pediatric 
Service  had  its  own  follow-up  clinic 
where  these  patients  were  seen  at  regular 
intervals. 

In  all,  394  patients  with  nephritis 
comprised  the  material  of  this  study. 
We  were  able  to  follow  227  patients 
(57.6  per  cent)  after  their  discharge  from 
the  hospital.  In  a city  as  large  as  New 
York,  this  loss  of  material  is  to  be  ex- 


pected since  people  change  their  residence 
very  frequently. 

Classification 

It  seems  logical  to  us  to  divide  these 
cases  which  we  have  followed  into  four 
clinical  groups.  This,  of  course,  ex- 
cludes: (1)  the  acute  infection  of  the  kid- 
ney, secondary  to  bacteremia  of  various 
kinds;  (2)  the  lesion  of  the  kidney  asso- 
ciated with  the  acute  and  chronic  cases 
of  pyelitis ; (3)  the  kidney  lesions  second- 
ary to  developmental  defects,  to  con- 
genital deformity  of  the  kidney,  and  to 
obstructive  lesions  in  the  urinary  tract; 
(4)  the  occasional  malignant  hyper- 
tension nephritis  in  the  young  due  to  any 
of  the  above  underlying  conditions. 

These  above-mentioned  clinical  groups 
are  made  with  the  definite  understanding 
that  we  are  really  unable  to  make  patho- 
logic diagnoses  of  kidney  lesions  at  the 
bedside  and  that  the  diagnosis  is  actually 
a clinical  one.  They  include:  (1)  acute 
nephritis;  (2)  chronic  nephritis  of  the 
nonprogressive  type;  (3)  chronic  ne- 
phritis of  the  clinical  progressive  type; 
(4)  nephrosis. 

These  four  major  designations  of 
Bright’s  disease  in  children  are  well 
understood  and  accepted  by  all  pediatri- 
cians. The  clinical  and  diagnostic  cri- 
teria are  quite  uniform  and  are  as  follows. 

Acute  Nephritis. — Usually  follows  or  is 
concomitant  with  an  infection.  It  is 
characterized  by  hematuria  and  albumi- 
nuria of  short  duration,  usually  not  over 
six  months,  rarely  a year  or  more. 
Edema  of  mild  degree  at  the  onset  may 
or  may  not  be  present.  Occasionally 
albuminuria  and  edema  alone  are  present. 
Hypertension  and  convulsions  are  present 
in  some  cases  at  the  onset  of  the  disease. 
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TABLE  1. — Statistical  Summary  of  Principal  Contributions  to  Prognosis  in  Nephritis 


Acute  Nephritis 

Chronic  Nephritis 

Nephrosis 
Mortality  Recovery 

Number 

Developed 

of 

Years 

Mortality 

Chronic 

Cases  Mortality 

(Per- 

(Per- 

Author 

Cases 

Followed  (Percentage) 

Nephritis 

(Percentage) 

Cases 

centage) 

centage) 

Lyttle  and  Rosenberg 

74 

1-5 

5.4 

15.5 

Addis  and  Snoke 

178* 

21 

54%  f 

Blackfan 

24 

12.5 

Clausen 

102 

18.6 

23$  43.5 

11 

63.6 

36.4 

Patterson  and  Wylie 

27 

3.7 

Davison  and  Salinger 

20  30 

Aldrich 

129 

5-10 

6.2 

0.8 

24  54.2 

7 

35 

40 

Levy 

120 

1 

8.3 

10 

Tallerman 

29 

1H 

6.9 

16 

* All  cases. 

t Active  cases  of  nephritis. 
t Tubular  nephritis. 


Chronic  Nephritis  of  the  Clinically  Non- 
progressive Type . — A patient  was  not 
considered  cured  of  his  acute  nephritis 
when  there  was  persistent  albuminuria, 
hematuria,  or  casts  for  more  than  six 
months.  Chronic  clinically  nonprogres- 
sive nephritis  was  diagnosed  if  the  child 
remained  in  status  quo  with  perhaps 
occasional  albuminuria,  at  times  increased 
blood  pressure,  or,  in  response  to  an  in- 
fection, increased  albuminuria.  Perhaps 
nephropathia  according  to  Aschoff  would 
be  the  word  applied  to  this  condition. 
Just  what  the  pathology  of  the  kidney 

is,  is  not  known,  for  the  children  do  not 
die  of  this  type  of  nephritis.  Whether 
it  makes  for  adult  nephritis  is  also  not 
known.  Most  frequently  we  believe  that 
the  nephritis  is  cured,  but  a long  enough 
follow-up  in  cases  of  childhood  nephritis 
has  not  been  completed  thus  far. 

Chronic  Nephritis  of  the  Clinically  Pro- 
gressive Type. — Commonly  called  chronic 
progressive  nephritis  of  childhood  goes 
on  rather  rapidly  to  progressive  anemia, 
azotemia,  hypertension,  and  death.  There 
may  or  may  not  be  edema  in  these  cases. 
Retention  of  nitrogen  or  other  functional 
deficiencies  may  appear  very  soon.  At 
least  one  year  passes  before  we  make  up 
our  minds  whether  or  not  to  make  this 
diagnosis  definite.  This  is  not  the  place 
to  discuss  why  one  case  progresses  and  the 
other  does  not.  Perhaps  infectious  foci 
have  something  to  do  with  it.  Perhaps 
the  characteristics  of  the  mesenchyme  one 
is  born  with  has  something  to  do  with 

it. 

The  criteria  for  the  diagnosis  of  lipoid 
nephrosis  have  been  described  in  two 


previous  communications  by  Schwarz  and 
Kohn. 

There  were  few  cases  that  were  difficult 
to  classify  after  twelve  months  of  observa- 
tion. It  was  easy  to  say  that  the  patient 
was  suffering  from  chronic  clinically 
progressive  nephritis.  However,  it  was 
often  difficult  to  diagnose  chronic 
clinically  nonprogressive  nephritis  or  the 
gradual  recovery  of  the  nephritis. 

Literature 

There  are  many  reports  of  follow-up 
studies  in  nephritis  varying  from  one-  to 
ten-year  periods.  We  have  statistically 
summarized  the  most  important  contri- 
butions (Table  1). 

There  are  two  schools  of  thought  rela- 
tive to  the  ultimate  outcome  of  acute 
nephritis.  The  first  group  believes  that 
the  disease  is  self-limited  and  distinct 
from  chronic  nephritis,  rarely,  if  ever, 
passing  into  the  latter.  This  school 
is  headed  by  Aldrich  and  Lyttle.  On  the 
other  hand,  the  second  group,  headed  by 
Addis  and  Snoke,  believe  that  a great 
many  cases  of  acute  nephritis  become 
chronic.  These  latter  workers  consider 
acute  glomerular  nephritis  as  an  initial 
or  intermediate  manifestation,  and 
chronic  nephritis  as  a terminal  mani- 
festation of  the  same  disease.  Addis  and 
Snoke  have  pointed  out  the  presence  of 
pathologic  urinary  sediment  findings  by 
means  of  the  Addis  count  in  patients  who 
are  otherwise  well  following  acute  ne- 
phritis. Evidently  there  is  disagreement 
on  this  point.  Aldrich  carefully  did  Addis 
counts  on  25  patients  representing  a cross 
section  of  250  recovered  cases  of  acute 
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nephritis.  The  sediment  in  24  of  these 
25  cases  was  within  the  normal  range. 
The  remaining  case  showed  a pathologic 
sediment  and  on  reinvestigation  was 
shown  to  have  a complicating  hydro- 
nephrosis. 

Personally,  we  have  taken  a midway 
position.  There  is  no  doubt  that  a cer- 
tain number  of  acute  nephritis  cases  re- 
cover completely  and  show  no  renal  in- 
volvement even  during  subsequent  severe 
infections.  However,  we  do  see  a cer- 
tain number  of  patients  who  show  al- 
buminuria and  casts  during  a subsequent 
infection.  In  these  patients  we  have 
wondered  if  the  nephritis  was  again 
manifesting  itself.  We  have  therefore 
added  what  we  call  the  illness  test  which 
we  believe  is  important  clinically.  By 
the  illness  test  we  mean  how  well  the 
kidney  withstands  infection  after  ap- 
parent recovery  from  acute  nephritis. 

We  also  feel  that  clinically  there  are 
two  distinct  types  of  chronic  nephritis. 
One  type  is  a nonprogressive  disease 
which  is  not  disabling.  The  other  type 
is  progressive  and  often  rapidly  fatal. 
Much  longer  periods  of  observation  are 
necessary  to  establish  the  relationship 
of  the  nephritis  of  adult  life  to  an  attack 
in  childhood.  It  is  notoriously  difficult 
to  obtain  a history  of  acute  nephritis  in 
childhood  from  an  adult  40  to  60  years 
old. 

The  mortality  in  chronic  progressive 
nephritis  is  very  high  and  if  these  patients 
are  followed  for  a long  period  of  time  an 
increasing  number  die  within  several 
years. 

The  reports  about  nephrosis  are  difficult 
to  classify  because  of  the  early  confusion 
in  terminology,  and  the  error  in  diagnos- 
ing a case  of  chronic  nephritis  with  edema 
as  lipoid  nephrosis.  Most  studies  in 
lipoid  nephrosis  show  a 50  per  cent 
mortality. 

Results 

Acute  Nephritis. — In  all  244  cases  were 
seen.  Of  these  only  1 patient  had  two 
attacks  which  were  separated  by  a period 
of  two  years.  The  ratio  of  male  to  fe- 
male was  2 to  1.  Fifteen  cases  gave  a 


TABLE  2. — Table  Showing  Age  Incidence  and 
Mortality  by  Age  of  Acute  Nephritis  Cases 


Age 

Total 

Patients 

(Years) 

Patients 

Ceased 

Under  1 

5 

3 

1 

8 

1 

2 

23 

3 

30 

4 

27 

3 

5 

28 

1 

6 

20 

1 

7 

25 

8 

21 

1 

9 

14 

10 

17 

11 

13 

2 

12 

9 

1 

13 

2 

14 

1 

15 

1 

Total 

244 

13 

history  of  scarlet  fever  before  the  onset 
of  the  nephritis.  One  case  followed 
varicella,  and  1 case  followed  an  extensive 
burn.  In  the  remaining  cases  there  was 
either  a history  of  preceding  respiratory 
infection  or  no  history  of  any  infection. 

Thirteen  patients  died  (5.3  per  cent). 
All  of  these  children  died  soon  after  the 
onset  of  their  nephritis.  It  is  interesting 
to  note  that  4 of  the  13  fatal  cases  were 
one  year  old  or  under  (Table  2).  In  9 of 
the  fatal  cases  there  was  some  compli- 
cating factor,  the  nephritis  alone  not 
necessarily  being  the  determining  factor. 

We  were  able  to  follow  120  of  the  230 
living  patients  after  their  discharge  from 
the  hospital.  The  period  of  follow-up 
varied  from  one  to  sixteen  years  with  an 
average  of  about  four  to  five  years  per 
patient  (Table  3). 

At  their  last  examination  101  patients 
were  completely  recovered  and  showed 
no  signs  of  any  nephritic  process  as  judged 
by  general  examination,  urinalysis,  and 
blood  pressure.  The  remaining  19  cases 
had  to  be  divided  into  three  groups.  In 
the  first  group  of  7 cases  definite  chronic 
progressive  nephritis  was  present  within 
three  years.  In  the  second  group  of  7 
additional  cases  there  was  elevated  blood 
pressure  and  some  urinary  abnormality. 
These  children  show  evidence  of  renal  im- 
pairment but  cannot  as  yet  be  classified  as 
definite  progressive  chronic  nephritis. 
This  second  group  has  been  observed 
from  one  to  seven  years  and  the  children 
have  remained  in  relatively  good  condi- 
tion. In  the  third  group  of  5 cases  there 
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TABLE  3. — Follow-Up  of  120  Acutb  Nephritis  Patients 


Probably 

Developed 

Developed 

Nonprog. 

Years 

Total 

Chronic 

Chronic 

Followed 

Cases 

Well 

Nephritis 

Nephritis 

Probably  Well 

l 

27 

20 

4 

2 

1 

2 

20 

17 

1 

1 

1 

3 

18 

15 

2 

1 

4 

17 

15 

1 

1 

5 

7 

6 

1 

6 

8 

6 

1 

1 

7 

3 

3 

8 

3 

2 

1 

One  case  re-admitted 

9 

4 

4 

two  attacks 

10 

4 

4 

11 

3 

3 

12 

4 

4 

13 

1 

1 

16 

1 

1 

Total 

120 

101 

7 

7 

5 

TABLE  4. — Table  Showing  Results  of  Follow-Up 
of  62  Patients  with  Chronic  Glomerular  Nephritis 


Years 

Active 

Nephritis 

Followed 

Ceased 

Nephritis 

Inactive 

1 

30 

8 

3 

2 

4 

2 

3 

1 

5 

1 

4 

1 

1 

5 

1 

6 

1 

8 

2 

9 

1 

10 

1 

Total 

37 

21 

4 

is  occasional  albuminuria  only.  We  do 
not  know  if  these  children  have  non- 
progressive nephritis.  They  seem  well, 
but  we  would  prefer  to  observe  them 
further  and  perhaps  reinvestigate  them 
before  classifying  them  definitely. 

We  may  therefore  conclude  that  of 
this  group  of  acute  nephritis,  5 per  cent 
died  during  the  initial  manifestation  of 
their  disease.  Of  those  surviving,  84.1  per 
cent  seemed  to  have  recovered  com- 
pletely and  showed  no  renal  impairment 
after  a fairly  long  follow-up.  Another 
4.2  per  cent  have  still  to  be  observed 
before  being  classified  as  recovered.  The 
remaining  11.7  per  cent  showed  definite 
renal  impairment.  Half  may  be  defi- 
nitely diagnosed  as  chronic  progressive 
nephritis  and  the  other  half  may  also  fall 
into  this  group. 

What  are  some  of  the  characteristics  of 
those  children  who  have  developed 
chronic  progressive  nephritis?  The  uri- 
nary changes  persist.  Hypertension  may 
or  may  not  develop  and  occasional  edema 
may  be  present.  Nitrogen  retention  is 
not  prominent.  The  child’s  appetite 


and  general  condition  is  not  satisfactory. 
There  is  loss  of  weight,  edema  develops, 
and  the  patient’s  turgor  and  color  are 
poor.  Usually  progressive  azotemia  with 
or  without  hypertension  ends  the  picture. 

We  cannot  be  certain  that  all  the 
patients  with  acute  nephritis  did  not 
have  some  previous  kidney  disease.  It 
is  possible,  therefore,  that  these  cases 
which  develop  into  chronic  nephritis  were 
in  reality  an  acute  exacerbation  of  the 
latter  disease  when  first  seen.  A definite 
opinion  on  this  point  is  not  possible. 
One  must  stress  the  point,  however,  that 
at  the  onset  the  cases  that  progress  are 
indistinguishable  from  the  ordinary  run 
of  acute  nephritis. 

Chronic  Nephritis. — Under  acute  ne- 
phritis we  have  discussed  a group  of  pa- 
tients who  have  developed  chronic  ne- 
phritis of  a progressive  or  nonprogressive 
type.  Another  group  of  115  patients  on 
their  first  admission  to  the  hospital  were 
considered  to  have  chronic  nephritis. 
We  were  able  to  follow  only  54  per  cent 
of  our  cases  after  discharge. 

Of  the  62  patients  followed,  37  have 
ceased  (59.7  per  cent).  The  duration  of 
the  disease  in  30  of  these  children  was 
less  than  one  year  (81  per  cent).  The 
remaining  25  children  were  still  living 
from  one  to  ten  years  after  their  initial 
attack  (Table  4).  Of  the  latter  group 
only  5 children  have  lived  longer  than 
five  years,  and  all  have  an  active  ne- 
phritic process.  We  have  3 recent  cases 
which  have  improved  after  one  year,  so 
that  we  have  to  classify  them  as  inactive 
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or  nonprogressive  at  present.  There  is  1 
additional  ease  followed  for  three  years, 
which  has  showed  no  evidence  of  ne- 
phritis for  the  past  two  years,  as  judged 
by  general  examination,  urinalysis,  and 
blood  pressure.  We  might  say  this  is  the 
rare  case  which  after  a year  of  illness  may 
recover  entirely. 

Obviously  chronic  nephritis  is  a grave 
illness.  Over  50  per  cent  of  the  children 
afflicted  with  this  disease  die  within  one 
year  of  the  onset  of  the  illness.  Very 
few  (8  per  cent)  live  more  than  five  years. 
Extremely  few  show  any  evidence  of  ar- 
rest of  the  disease  process.  When  re- 
covery does  take  place  it  usually  occurs 
in  the  first  year  of  illness. 

Lipoid  Nephrosis. — Since  1922  we  have 
had  35  cases  of  lipoid  nephrosis.  A 
complete  review  of  most  of  these  cases  has 
been  presented  by  Schwarz  and  Kohn. 
To  date  17  cases  have  ceased,  15  within 
one  year  of  the  onset  of  the  disease.  We 
had  5 postmortem  examinations  and  these 
have  confirmed  our  diagnosis. 

Of  the  18  living  patients,  9 remained 
well  from  one  to  eleven  years.  There  are 
2 additional  children  who  occasionally 
have  some  albuminuria  and  formed 
elements,  but  no  edema.  Three  other 
children  have  gross  albuminuria  and 
periods  of  edema.  One  child  followed  for 
eleven  years  has  been  well  and  showed  no 
abnormalities  for  years.  At  present  she 
is  approaching  puberty  and  has  some 
albuminuria  and  elevated  blood  pressure. 
It  is  difficult  to  decide  whether  or  not  this 
child  is  developing  chronic  nephritis. 

We  feel  that  lipoid  nephrosis  is  a dis- 
tinct disease.  It  has  a mortality  of 
about  50  per  cent.  A large  number  of 
the  remaining  50  per  cent  recover  from 
this  disease  within  three  to  five  years  of 
its  onset.  Just  what  will  happen  to  this 
group  of  presumably  well  children  when 
they  reach  maturity,  we  cannot  tell  except 
by  further  observation. 

Comment 

We  feel  definitely  that  a great  many 
cases  of  acute  nephritis  usually  recover 
enough  for  perfect  well-being  and  normal 
growth  at  development.  With  regard  to 


TABLE  5. — Table  Showing  Follow-Up  Study  of 
35  Cases  of  Lipoid  Nephrosis 


Years 

Followed  Ceased  Well 


1 

2 

3 

4 

5 


15  1 

1 1 

1 

1* 


Nephrosis 

Active  Inactive  Not 
Nephrosis  (?Well)  Followed 
2 3 

1 

1 


7 

8 
9 

10 

11 

12 


2 

1 

1 

1 

1 


It 


Total  17  9 4 


1 

2 3 


* Cholesterol  still  high. 

t Developing  Chronic  Nephritis  (?). 

complete  cure  of  the  kidney  from  a 
pathologic  point  of  view,  we  hesitate  to 
make  a definite  statement.  Further  fol- 
low-up and  study  of  this  group  of  pa- 
tients into  adult  life  are  necessary  to  de- 
cide this  important  problem. 

We  also  feel  that  there  is  a progressive 
type  and  nonprogressive  type  of  chronic 
nephritis.  The  former  is  a rapidly  fatal 
disease.  The  latter  is  compatible  with 
general  well-being  for  a long  time. 

Conclusions 

1.  A clinical  study  of  388  nephritis 
cases  covering  a twenty-five-year  period 
is  presented.  Almost  60  per  cent  of 
these  patients  were  followed  after  dis- 
charge from  the  hospital. 

2.  The  cases  fall  into  four  clinical 
groups:  (1)  acute  nephritis ; (2)  chronic 
nephritis — clinically  nonprogressive  type ; 
(3)  chronic  nephritis— clinically  pro- 
gressive type;  (4)  lipoid  nephrosis. 

3.  The  immediate  mortality  in  acute 
nephritis  is  5 per  cent.  Eighty-five  per 
cent  seem  to  recover  and  remain  free  of 
nephritis  as  evidenced  by  general  exami- 
nation, urinalysis,  and  blood  pressure;  10 
per  cent  develop  chronic  nephritis,  either 
progressive  or  nonprogressive  clinically. 

4.  Patients  admitted  with  a diagnosis 
of  chronic  nephritis  have  a mortality  of 
over  50  per  cent  in  the  first  year  of  ill- 
ness. Only  8 per  cent  of  our  patients  of 
this  group  have  lived  longer  than  five 
years.  Only  isolated  cases  show  an 
arrest  of  the  disease. 
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5.  In  our  series  of  lipoid  nephrosis  the 
mortality  was  50  per  cent  in  the  first 
year.  Nine  of  the  remaining  patients 
recovered  after  several  years  of  illness. 
The  disease  is  distinct  from  chronic 
nephritis. 
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THE  UNITED  STATES  PHARMACOPCEIAL  CONVENTION 


This  is  the  second  call  for  the  Decennial  Meet- 
ing of  the  Convention  for  the  Revision  of  the 
Pharmacopoeia  of  the  United  States  of  America, 
to  be  held  at  Washington,  D.  C.,  beginning  May 
14,  1940. 

In  compliance  with  the  provisions  of  the  Con- 
stitution and  Bylaws  of  the  United  States 
Pharmacopceial  Convention,  I hereby  issue  this 
second  call  to  the  several  bodies  entitled  under 
the  Constitution  to  representation  therein  to 
appoint  three  delegates  and  three  alternates  to 
the  Decennial  Meeting  of  the  Convention  for  the 
Revision  of  the  Pharmacopoeia  of  the  United 


States  of  America,  which  is  to  meet  in  Washing- 
ton, D.  C.,  on  May  14,  1940. 

Walter  A.  Bastedo,  M.D.,  President, 
United  States  Pharmacopceial  Convention 
NOTICE — In  order  that  the  records  may  be 
brought  up-to-date  and  checked,  that  card  files 
may  be  prepared,  and  that  the  other  functions 
of  the  Committee  on  Credentials  may  be  per- 
formed, it  is  desirable  that  the  credentials  of  all 
delegates  appointed  to  attend  this  decennial 
meeting  shall  be  in  the  hands  of  the  Secretary, 
Mr.  L.  E.  Warren,  2 Raymond  St.,  Chevy  Chase, 
Maryland,  not  later  than  March  15,  1940. 


AMERICAN  BOARD  OF  INTERNAL  MEDICINE,  INC. 


The  American  Board  of  Internal  Medicine  will 
conduct  oral  examinations  just  previous  to  the 
meeting  of  the  American  College  of  Physicians 
in  Cleveland  and  just  in  advance  of  the  meeting 
of  the  American  Medical  Association  in  New 
York  City. 

Applicants  who  have  successfully  passed  the 
written  examination  and  plan  to  take  the  oral 
examination  in  1940,  should  advise  the  office  of 


the  Secretary  at  least  six  weeks  in  advance  of 
the  date  of  the  examination  they  desire  to  take. 

The  next  written  examination  for  1940  will  be 
given  on  October  21.  Applications  for  this 
examination  must  be  filed  in  the  Secretary’s 
office  by  September  1. 

Application  forms  may  be  obtained  from  Dr. 
William  S.  Middleton,  Secretary-Treasurer, 
1301  University  Avenue,  Madison,  Wisconsin. 


WHERE  WE  ARE  HEADED  FOR 

One  out  of  every  22  children  born  today  will 
become  a patient  in  a mental  hospital,  according 
to  present  authoritative  data.  According  to  the 
same  data,  1,000,000  children  now  in  public 
schools  will  suffer  a mental  breakdown  some 
time  in  their  lives,  unless  something  is  done 
about  it.  This  was  stated  in  a recent  lecture  by 
Dr.  Walter  L.  Treadway,  chief  medical  officer  of 
the  U.  S.  Public  Health  Service  and  lecturer  in 
psychiatry  in  the  University  of  California  Medi- 
cal School,  as  reported  in  California  and  Western 
Medicine. 

The  number  of  mental  cases  per  one  hundred 
thousand  population  is  now  more  than  four 
times  what  it  was  eighty  years  ago.  It  is  now 
necessary  to  spend  more  than  $200,000,000  an- 
nually for  mental  patients  who  require  segrega- 
tion. 

Regarding  the  treatment  of  mental  ailments, 


Doctor  Treadway  said,  “If  physicians  of  today 
and  tomorrow  are  to  fulfill  their  responsibility, 
then  it  is  necessary  that  they  take  cognizance  of 
the  forces  at  work  in  their  community  as  they 
affect  their  patients.  Mass  study  of  such  forces, 
however,  is  a function  peculiar  to  the  discipline  of 
epidemiology  and  sociology. 

“The  recognition,  care,  and  treatment  of  men- 
tal illness  implies  a knowledge  of  these  condi- 
tions. While  it  is  true  that  no  state  legislature 
has  kept  pace  with  the  needs  of  the  mentally  ill, 
nevertheless  in  those  states  where  mental  health 
administration  is  directed  by  medically  trained 
persons,  the  facilities  and  public  policies  affecting 
the  mentally  ill  are  far  ahead  of  those  jurisdic- 
tions where  hospital  facilities  alone  represent  the 
assumed  total  of  a community’s  obligation  and 
responsibility  toward  mental  disease  and  dis- 
order.’’ 


FRIEDREICH’S  ATAXIA 

ASSOCIATED  WITH  DIABETES  MELLITIS 


N.  S.  Schlezinger,  M.D.,  Philadelphia,  and  Kurt  Goldstein,  M.D., 
New  York  City 

( From  the  Neurophysiological  Laboratory,  Montefiore  Hospital,  New  York  City ) 


The  neurologic  disorder  known  as 
Friedreich’s  ataxia  is  generally  con- 
sidered to  be  a heredodegenerative  disease 
of  the  central  nervous  system.  Although 
it  is  doubtful  whether  a definite  and  rigid 
distinction  between  the  spinal  (Fried- 
reich)1 and  the  cerebellar  (Marie)2  forms 
of  hereditary  ataxia  is  justifiable,  the 
cases  that  we  are  about  to  describe  would, 
in  such  a classification,  be  grouped  as 
instances  of  Friedreich’s  disease.  The 
consensus  favors  the  origin  of  this  neuro- 
logic disorder,  wholly  or  chiefly,  on  the 
basis  of  an  anomaly  or  predisposition  of 
the  central  nervous  system,  but  the  exact 
manner  whereby  it  has  been  propagated 
has  not  as  yet  been  clearly  determined. 
The  course  of  the  disease  is  progressive 
and  no  effective  therapy  is  available. 

Although  the  introduction  of  insulin  as 
a specific  and  effective  mode  of  therapy 
in  diabetes  has  resulted  in  a radically 
altered  prognosis,  the  etiology  and  path- 
ology of  this  endocrine  disorder,  in  many 
respects,  have  remained  enigmatic. 
Therefore,  when  one  finds  linked  together 
two  conditions  such  as  Friedreich’s  ataxia 
and  diabetes  mellitus,  a careful  study  of 
the  individual  cases  is  indicated  with  the 
hope  of  possibly  discovering  some  un- 
known factors  which  may  lead  to  a better 
understanding  of  either  one  or  both  of 
these  conditions. 

The  subject  of  “neural  and  extra- 
neural  anomalies’’  occurring  in  Fried- 
reich’s ataxia  has  been  reviewed  in  detail 
by  Alpers  and  Waggoner.3  However, 
they  made  no  mention  of  the  rare  oc- 
currence of  diabetes  mellitus  as  an  as- 
sociated disorder.  A survey  of  the 
literature  reveals  that  there  have  been  18 
cases  described  in  which  such  an  associa- 
tion has  been  observed  We  are  able  to 


add  2 cases  to  this  series  making  a total 
of  20  cases  (Table  1). 

Case  Reports 

Case  1. — M.  D.,  female,  aged  13,  born  in 
U.  S.  A.,  was  first  admitted  to  Montefiore  Hos- 
pital on  August  28,  1930,  with  history  of  un- 
steadiness in  walking  since  6 years  of  age ; neuro- 
logic picture  characteristic  of  Friedreich’s  ataxia 
and  associated  with  evidence  of  status  dysraphi- 
cus  and  polyglandular  endocrine  dysfunction; 
gradual  progression  of  neurologic  symptoms  with 
development  of  diabetes  mellitus  at  15  years  of 
age. 

Chief  complaint  was  the  inability  to  walk 
straight.  Family  history  revealed  that  her 
parents  were  second  cousins  and  that  in  Russia 
there  existed  a family  group  resulting  from  a 
marriage  between  the  father’s  brother  and 
mother’s  sister.  (Efforts  to  communicate  with 
this  collateral  branch  of  the  family  have  been 
unsuccessful.)  Patient  was  the  youngest  of  5 
siblings.  One  brother  had  infantile  paralysis  in 
childhood.  One  sister  (Case  2)  had  an  illness 
similar  to  that  of  the  patient. 

Birth  and  early  development  of  patient  seem 
to  have  been  essentially  normal.  Illnesses 
during  infancy  consisted  of  measles  at  4 years 
and  diphtheria  at  5 years.  A tonsillectomy  was 
performed  at  6 years  of  age.  School  attendance 
started  at  51/ 2 years  of  age  and  excellent  progress 
was  made  by  the  patient.  Onset  of  the  present 
illness  occurred  between  5 and  6 years  of  age 
during  convalescence  from  diphtheria,  when  it 
was  noticed  by  other  people  that  the  patient 
was  unsteady  in  walking  and  had  slight  difficulty 
in  using  her  hands.  These  symptoms  gradually 
became  more  marked  and  at  8 years  of  age 
various  hospital  clinics  were  visited.  Diagnosis 
at  that  time  was  “St.  Vitus’  Dance”  but  treat- 
ment was  ineffective.  At  10  years  of  age  patient 
was  admitted  to  the  Neurological  Institute 
where  a diagnosis  Friedreich’s  ataxia  was 
made.  Psychometric  examinations  revealed  an 
I.Q.  of  114.  Laboratory  studies  were  negative. 
Subsequently,  treatment  consisted  largely  of 
physiotherapy  but  symptoms  progressed,  es- 
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pecially  the  unsteadiness  in  walking,  so  that 
patient  often  tripped  while  walking.  There 
was  history  of  occasional  urinary  incontinence 
when  laughing.  Menstruation  started  at  HV2 
years  of  age  and  was  regular  in  all  respects. 

Physical  Examination. — Patient  appeared  to 
be  a well-nourished,  well-developed,  cheerful, 
intelligent  girl  who  was  ambulatory  and  co- 
operated well  during  examination.  There  was  a 
slight  kyphoscoliosis  of  the  thoracic  spine. 
Feet  showed  pes  cavus  with  talipes  equinovarus 
bilaterally  and  spontaneous  extension  of  the 
great  toes.  The  metacarpophalangeal  joint  of 
the  left  fourth  digit  was  markedly  depressed. 
Heart,  lungs,  and  abdomen  were  grossly  normal. 
Blood  pressure  was  80/55. 

Neurologic  Examination. — Gait:  broad  based 

and  ataxic.  Slight  incoordination  in  finger  to 
nose  test,  marked  incoordination  in  heel  to  knee 
test  noted  bilaterally  but  more  so  on  the  left. 

Rebound  phenomenon  present  in  all  ex- 
tremities. There  was  definite  paresis  of  lower 
extremities.  Pseudoathetotic  movements  of  fin- 
gers and  an  intention  tremor  of  hands  and  head 
were  elicited.  There  was  tendon  areflexia  in  all 
extremities.  Abdominal  reflexes  were  present 
and  active.  Babinski  and  Chaddock  signs  noted 
bilaterally.  Disturbances  in  sensation  consisted 
of : loss  of  position  sense  in  the  toes,  pallhypes- 
thesia  in  the  lower  extremities,  and  an  irregular 
distribution  of  hypesthesia  for  superficial  modali- 
ties. Cranial  nerve  functions  were  normal  with 
no  evidence  of  dysarthria  or  nystagmus. 

Laboratory  Data. — Urinalysis  and  blood  count 
normal.  Spinal  fluid  clear  and  colorless  with 
negative  Pandy  and  a total  protein  of  40.2  mg. 
Blood  and  spinal  fluid  serology  was  negative  for 
evidence  of  syphilis.  Roentgenography  of  hands 
showed  the  left  fourth  metacarpal  to  be  about 
half  the  length  of  that  on  the  right  and  a similar 
but  less  marked  shortening  of  the  left  third 
metacarpal  bone  was  noted. 

Course. — During  initial  period  of  hospitaliza- 
tion there  was  no  noticeable  change  in  patient’s 
condition.  She  was  discharged  on  January  13, 
1931,  as  unimproved.  During  the  interval  at 
home  there  was  a gradual  progression  of  neuro- 
logic signs  accompanied  by  occasional  sudden 
exacerbations  lasting  one  or  two  days  when  the 
patient  would  feel  much  weaker  and  be  unable  to 
walk.  After  April,  1932,  it  was  noted  that  pa- 
tient was  unable  to  walk  without  support  be- 
cause of  the  marked  ataxia  and  weakness  of  the 
legs. 

In  August,  1932,  there  appeared  polydipsia, 
polyphagia,  and  polyuria.  These  symptoms 
rapidly  increased  in  intensity  and  were  accom- 
panied by  a gradual  loss  of  weight.  A diagnosis 


of  diabetes  mellitus  was  made  shortly  before 
re-admission  on  N ovember  5, 1 932 . Examination 
showed  some  fullness  of  neck  suggestive  of  an 
enlarged  thyroid  gland,  a seborrheic  dermatitis, 
and  an  increased  intensity  of  ataxia.  Other 
signs  were  same  as  noted  previously.  Labora- 
tory studies  revealed:  glycosuria  of  1 to  3 per 
cent;  fasting  blood  sugar  of  182  and  blood  urea 
nitrogen  of  13.7  mg.;  B.M.R.  of  —31  per  cent; 
normal  gastric  analysis.  During  second  period 
of  hospitalization  constipation  was  a constant 
feature  and  was  associated  with  occasional  acute 
episodes  of  abdominal  pain  and  vomiting  sug- 
gestive of  appendicitis.  There  was  considerable 
fluctuation  in  the  degree  of  hyperglycemia  but  at 
time  of  discharge  on  July  1,  1933,  stabilization 
was  accomplished  on  the  basis  of  a diabetic  diet 
(C  125,  P 75,  F 125)  plus  insulin  (UX  and  UV). 
Amenorrhea  for  a period  of  three  months  oc- 
curred during  her  stay  in  the  hospital  and  re- 
curred immediately  after  discharge,  persisting 
for  three  years  until  July,  1936.  During  interval 
preceding  her  third  admission  increased  general 
weakness  and  ataxia  were  noted.  In  addition 
there  appeared  to  be  a gradual  diminution  in  the 
size  of  the  muscles  of  the  arm  and  the  inner  por- 
tion of  both  thighs.  Blurring  of  vision  was  noted 
at  times. 

Patient  was  re-admitted  to  the  Montefiore 
Hospital  on  December  26,  1934,  and  hospitaliza- 
tion has  been  continuous  ever  since.  Physical 
examinations  during  this  time  have  shown,  be- 
sides signs  previously  observed,  an  asymmetry  in 
the  size  of  the  breasts  and  an  infantile  uterus. 
Neurologic  examinations  have  shown  increasing 
ataxia,  weakness,  and  dorsal  column  sensory 
disturbances  in  the  legs.  The  appearance  of  the 
fundi  has  been  considered  suggestive  of  temporal 
pallor.  Laboratory  studies  have  revealed : sugar 
tolerance  186  (fasting),  302  (one-half  hr.),  352 
(one  hr.),  348  (two  hr.),  270  (three  hr.),  238 
(four  hr.) ; blood  cholesterol  200  mg.  and 
cholesterol  esters  168  mg. ; B.M.R.  —27  per  cent. 
X-ray  of  skull  showed  sella  turcica  to  be  normal 
in  size  with  no  other  pathologic  changes  ob- 
servable. X-ray  of  the  gastrointestinal  tract 
showed  delayed  gastric  emptying.  During  her 
present  period  of  hospitalization  patient  has  had 
recurrent  episodes  characterized  by  colicy  ab- 
dominal pain,  abdominal  distention,  nausea, 
and  marked  constipation.  Patient  has  also 
occasionally  complained  of  headache  with 
transient  blurring  of  vision.  In  November, 
1935,  she  complained  of  a dull  pain  over  the 
distribution  of  the  lower  two  branches  of  the 
left  trigeminal  nerve  which  subsided  after  several 
days  and  was  not  accompanied  by  objective 
sensory  disturbances  on  the  face.  Reappearance 


TABLE  1. — Series  of  Cases  Having  Friedreich’s  Ataxia  Associated  with  Diabetes  Mellitus — 20  Cases 


Author 

1 Rossi20  (1893) 


Onset 
Age  of 

at  Dia- 

Sex  Ataxia  betes  Result 
F 18?  Death 


Neuropathology 
Typical  myelopathy;  cir- 
cumscribed sclerosis  in 
medulla;  scattered 
areas  of  degeneration 
subcortically  including 


Burr37  (1894) 

F 

10 

16? 

25? 

Death 

Typical 

Best33  (1899) 

F 

7 

14 

Death  in 

brain 

given 

Mingazzini  and 

M 

10 

17 

coma 
Death  in 

Typical 

Perusini17 

(1904) 


myelopathy; 


myelopathy; 
slight  rarifaction  of 
periventricular  fibrous 
network  in  medulla; 
in  mesencephalon 

“found  nothing  note- 
worthy” 


Meltzer31 

(1908) 

M 

26 

27 

Death 

Typical 

brain 

given 

myelopathy; 
pathology  not 
(Schloss11) 

Frey27  (1912) 

F 

7 

22 

Death 

F 

5 

34 

Death  in 
coma 

Typical 

brain 

given 

myelopathy; 
pathology  not 

Kalinowsky39 

(1929) 

Mollaret19 

(1929) 

M 

F 

14  31 

31 

Death  at 
31  years 
of  age 
Living  at 
33  years 

Typical 

brain 

given 

myelopathy; 
pathology  not 

of  age 


11 

Schloss11  (1932) 

F* 

12 

M* 

13 

Wichtl18  (1933) 

M 

(also  Basch40) 


14 

Curtius,  Schoen- 
berg, and 

Stoerring12 
(1935) 

F* 

15 

F* 

16 

Lunedei  and 

Liesch10(1935) 

F* 

17 

F* 

18 

M* 

19  Schlezinger  and  F* 
Goldstein 


20  F* 


21 

26 

Living  at 
27  years 
of  age 

15 

Living  at 
24  years 
of  age 

5 

8 

Death  in 
coma  at 
12  years 
of  age 

7 

12 

Living  at 
20  years 
of  age 

16 

22 

Living 

14 

14 

Death  at 
17  years 
of  age 

15 

35 

Death  at 
36  years 
of  age 

17 

38 

Living  at 
41  years 
of  age 

6 

15 

Living  at 
21  years 
of  age 

15 

21 

Living  at 
28  years 
of  age 

Typical  myelopathy; 
marked  degenerative 
change  in  dorsal  vagus 
nucleus  and  in  dentate 
nuclei;  basal  ganglia 
and  tuber  cinereum 
negative 


Typical  myelopathy 


Remarks 

Friedreich’s  ataxia  in  both 
cases  existed  long  before 
onset  of  diabetes 


A brother  also  had  Fried- 
reich’s ataxia 

Acute  onset  of  diabetes  two 
weeks  before  death;  ther- 
apy ineffective 

A sister  also  had  Friedreich’s 
ataxia,  was  physically  un- 
derdeveloped and  showed 
menstrual  irregularities 


Diabetes  temporarily  con- 
trolled by  an  almost  com- 
plete carbohydrate-free 
diet;  pancreas  showed  al- 
most complete  absence  of 
islet  tissue 

Terminal  inanition  with  tachy- 
cardia and  arrythmia 
Had  irregular  menses  and  an 
infantile  uterus.  Two 
brothers  and  one  sister  also 
had  Friedreich’s  ataxia 
Two  brothers  and  one  sister 
also  had  Friedreich’s  ataxia 

Single  episode  of  severe  dia- 
betes with  coma  and  fol- 
lowed by  subsidence  ulti- 
mately requiring  no  spe- 
cific therapy 

Had  diet  plus  insulin  therapy 
but  diabetes  difficult  to 
control  at  times 
Showed  slight  glycosuria  after 
test  with  high  carbohy- 
drate diet;  no  progression 
of  diabetic  symptoms 
Diabetes  required  progres- 
sively increasing  insulin 
dosage;  epileptic  seizures 
noted  at  9 years  of  age 


Had  irregular  menses;  dia- 
betes controlled  by  diet 
and  progressively  increas- 
ing insulin  dosage 
Diabetes  controlled  by  diet 
plus  insulin;  had  epileptic 
seizures 

Had  Simmond’s  disease  and 
“cardiorespiratory  syn- 
drome” 

Diabetes  treated  by  diet; 
had  amenorrhea  and  “car- 
diorespiratory syndrome” 
Diabetes  controlled  by  diet 
plus  insulin  therapy;  early 
in  course  of  illness  showed 
positive  blood  Wassermann 
and  reaction  which  became 
negative  after  specific  ar- 
senic therapy;  had  “car- 
diorespiratory syndrome” 
Diet  plus  insulin  therapy  but 
diabetes  difficult  to  control 
at  times;  has  evidence  of 
multiple  endocrine  hypo- 
function 

Diet  plus  insulin  therapy  but 
diabetes  difficult  to  control 
at  times;  has  physical 
underdevelopment,  infan- 
tile uterus,  and  irregular 
menses 
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of  menstruation  in  July,  1936,  was  marked  by  a 
shortening  of  interval  to  three  weeks,  by  menor- 
rhagia, and  by  dysmenorrhea  in  the  form  of 
sharp,  stabbing  pelvic  pains  for  one  week  pre- 
ceding menstrual  periods.  Fluctuations  in  the 
degree  of  hyperglycemia  have  occurred  suddenly 
and  resultant  difficulty  in  controlling  diabetes 
has  been  experienced.  Recently  it  has  been 
possible  to  stabilize  patient  on  basis  of  diet 
(C  130,  P 80,  F 100)  plus  insulin  (UXX  and 
UXV).  At  present  neurologic  picture  is  es- 
sentially that  of  a far  advanced  case  of  Fried- 
reich’s ataxia  with  exaggeration  of  neurologic 
signs  already  noted. 

Case  2. — R.  D.,  female,  aged  22,  born  in 
England,  first  admitted  to  the  Montefiore 
Hospital  on  June  18,  1932,  with  history  of 
difficulty  in  walking  which  appeared  with 
menarche  at  15  years  of  age;  developed  diabetes 
mellitus  at  21  years  of  age;  neurologic  picture 
characteristic  of  Friedreich’s  ataxia  and  as- 
sociated with  evidence  of  polyglandular  endocrine 
dysfunction;  gradual  progression  of  neurologic 
symptoms. 

Complaints  were  difficulty  in  walking  for  six 
years  and  diabetes  for  nine  months.  Family 
history  is  same  as  that  described  for  her  sister 
(Case  1).  Birth  and  early  development  were 
apparently  uneventful.  Illnesses  during  in- 
fancy and  childhood  consisted  of:  incision  of  an 
infected  birthmark  in  left  axilla  at  3 months, 
measles  at  6 years,  pertussis  at  10  years.  A 
tonsillectomy  was  performed  at  10  years  of  age. 
School  attendance  started  at  6 years  of  age  and 
normal  progress  was  made  ending  with  gradua- 
tion from  high  school  at  18  years  of  age.  Except 
for  occasional  cramplike  pains  in  the  muscles  of 
her  legs  patient  was  in  good  physical  health 
previous  to  the  onset  of  her  present  illness.  She 
is  said  to  have  always  been  “nervous”  and  emo- 
tionally unstable  with  irritability  and  violent 
temper  as  especially  prominent  features  of  her 
personality. 

Onset  of  the  present  illness  occurred  at  15 
years  of  age  and  was  temporarily  associated  with 
the  onset  of  menstruation.  Difficulty  in  walking 
downstairs  was  first  noted  and  was  ascribed  to 
stiffness  of  the  knees  and  inaccurate  measuring 
of  steps.  At  17  years  of  age  difficulty  in  running 
was  noted  and  was  due  to  stiffness  of  legs  to- 
gether with  a tendency  to  stumble.  At  18  years 
of  age,  while  employed  as  a stenographer,  pa- 
tient began  to  experience  difficulty  in  walking 
due  to  poor  balance  and  lack  of  proper  muscle 
control.  She  was  able  to  continue  her  routine 
activities  until  October,  1929,  when  she  was 
accidentally  struck  by  an  automobile.  Al- 
though unconscious  for  one  hour,  examination 


showed  no  fractures  and  except  for  “mental 
shock”  no  untoward  reaction  was  noted.  Dif- 
ficulty in  walking  gradually  became  more 
marked.  There  also  appeared  to  be  some  un- 
steadiness in  holding  objects  in  hands.  In 
September,  1930,  when  she  was  20  years  of  age, 
patient  was  examined  in  this  hospital  and  sig- 
nificant findings  at  that  time  were:  general 

physical  underdevelopment,  ataxic  gait,  Fried- 
reich’s feet,  impaired  position  sense  in  feet, 
Babinski  sign  bilaterally.  A diagnosis  of 
Friedreich’s  ataxia  was  made.  During  the  year 
previous  to  admission  a change  in  patient’s 
personality  was  noted  in  the  form  of  exaggerated 
shyness  and  reserve,  self-consciousness  and  fear 
of  being  observed.  She  restricted  her  activities 
because  of  a fear  of  falling  and  when  walking 
outside  the  home  had  to  be  assisted.  Pares- 
thesia in  the  left  forearm  described  as  “pins  and 
needles”  occurred  intermittently. 

In  September,  1931,  shortly  before  developing 
a hordeolum,  patient  noticed  increased  thirst 
and  polyuria.  Urinalysis  revealed  glycosuria 
and  a diagnosis  of  diabetes  mellitus  was  made. 
Therapy  at  first  consisted  of  diet  plus  insulin  but 
latter  was  stopped  in  March,  1932.  Polyuria 
soon  recurred  and  symptoms  of  marked  acidosis 
rapidly  appeared.  At  this  time  patient  was 
admitted  to  another  hospital;  remained  there 
for  two  weeks;  was  discharged  with  diabetes 
controlled  by  means  of  diet  plus  20  units  insulin 
daily.  Menses  of  patient  were  always  regular 
until  acidosis  occurred  but  then  amenorrhea  ap- 
peared. 

Physical  Examination. — Patient  was  a well- 
nourished  but  underdeveloped  female  of  uni- 
formly small  stature  who  appeared  to  be  several 
years  less  than  her  chronologic  age.  There 
seemed  to  be  a slight  fullness  of  the  neck  but  the 
thyroid  was  not  palpably  enlarged.  Skeletal 
changes  consisted  of  a slight  lumbar  scoliosis 
and  a pes  cavus  with  talipes  equinovarus  bi- 
laterally. There  was  cutis  marmoratus  of  both 
lower  extremities  and  coolness  of  feet.  Heart, 
lungs,  and  abdomen  showed  no  gross  abnormali- 
ties. Gynecologic  study  revealed  an  infantile 
uterus  and  a nonspecific  vaginitis.  Blood 
pressure  was  120/80. 

Neurologic  Examination. — Gait  was  markedly 
ataxic  and  patient  had  great  difficulty  in  walking 
without  support.  There  was  marked  inco- 
ordination in  movements  of  all  extremities. 
Rebound  phenomenon  and  dysdiadokokinesis 
were  present.  Pseudoathetosis  of  fingers  was 
noted.  Tendon  areflexia  was  noted  in  all  ex- 
tremities. Abdominal  reflexes  were  present  but 
diminished.  Babinski  and  Chaddock  signs  were 
elicited  bilaterally.  Pallhypesthesia  and  im- 
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pairment  of  position  sense  were  noted  in  the 
distal  portions  of  both  lower  extremities,  more 
so  on  the  left.  Speech  of  patient  was  nasal  in 
character  and  suggestively  scanning.  A ticlike 
retraction  of  the  left  angle  of  the  mouth  was 
present  intermittently.  Cranial  nerve  functions 
otherwise  were  normal. 

Laboratory  Data. — Urinalysis  showed  a vari- 
able degree  of  glycosuria.  Blood  count  was 
normal.  Fasting  blood  sugar  was  181  mg.  and 
urea  nitrogen  10.5  mg.  Spinal  fluid  was  clear 
and  colorless  with  normal  manometric  curve, 
negative  Pandy,  and  total  protein  of  20.1  mg. 
Blood  and  spinal  fluid  serology  was  negative  for 
evidence  of  syphilis.  B.M.R.  was -f-3.  Psycho- 
metric examination  revealed  I.Q.  of  93. 

Course. — During  initial  period  of  hospitaliza- 
tion considerable  difficulty  was  encountered  in 
controlling  patient’s  hyperglycemia.  Diet  and 
insulin  were  varied  but  stabilization  could  only 
be  temporarily  achieved.  Frequently  fractional 
urine  specimens  would  show  glycosuria  which 
would  persist  in  spite  of  increased  dosage  of 
insulin  and  would  be  associated  with  attacks  of 
hypoglycemia.  Rapid  fluctuations  in  the  blood 
sugar  level  occurred  at  times.  Neurologic 
examination  in  June,  1933,  showed  exaggeration 
of  signs  previously  noted.  Patient  also  experi- 
enced paresthesia  in  left  arm  at  irregular  inter- 
vals. On  several  occasions  she  complained  of 
blurred  vision  which  was  transient  in  character. 
Period  of  amenorrhea  present  before  admission 
was  terminated  by  onset  of  menstruation  a few 
days  after  admission.  In  September,  1934,  an 
acute  illness  developed  in  the  form  of  right 
pleurisy  with  effusion.  This  illness  was  afebrile 
and  at  the  end  of  a month  effusion  had  dis- 
appeared. Sputum  examination  and  guinea 
pig  inoculation  of  pleural  fluid  were  negative  for 
evidence  of  tuberculosis  as  was  also  x-ray  of 
lungs.  On  November  10,  1934,  patient  was 
discharged;  condition  unimproved. 

During  the  interval  of  a year  at  home  patient 
became  progressively  weaker  and  ultimately 
was  unable  to  walk  without  support.  When 
attempting  to  walk  she  often  fell  and  suffered 
many  bruises.  Paresthesia  in  the  form  of  ting- 
ling sensations  in  the  left  hand  radiating  up  to 
the  elbow  recurred  intermittently,  was  usually 
noted  at  night,  and  seemed  to  subside  after  in- 
creases in  dosage  of  insulin.  When  re-admitted 
on  November  10,  1935,  physical  examination 
revealed  same  features  noted  on  previous  ad- 
mission. Significant  neurologic  findings  were: 
inability  to  walk  without  support,  marked 
ataxia  in  all  extremities;  dysdiadokokinesis  and 
rebound  phenomenon;  nasal,  slightly  dyssyner- 
gic  speech;  ataxic,  intention  tremors  of  head, 


tongue,  and  face;  abdominal  reflexes  normally 
active;  deep  areflexia  except  for  diminished  jaw 
jerk;  bilateral  Babinski  and  Chaddock  signs; 
generalized  hypotonicity  and  motor  weakness, 
more  so  in  lower  extremities;  pallanesthesia  in 
both  legs  and  loss  of  position  sense  in  the  feet; 
slight  uniform  pallor  of  optic  disks  with  slight 
uniform  constriction  of  peripheral  visual  fields 
but  with  normal  visual  acuity.  There  was  no 
gross  evidence  of  intellectual  impairment  but 
pathologic  sensitivity  was  noted.  There  was  a 
history  of  occasional  difficulty  in  starting  act  of 
urination  and  a history  of  chronic  constipation. 
Noteworthy  laboratory  findings  during  second 
period  of  hospitalization  were:  fasting  blood 

sugar  of  170  mg.;  cholesterol  248  mg.  and 
cholesterol  esters  126  mg.;  negative  x-rays  of 
skull  and  chest.  While  hospitalized,  amenor- 
rhea recurred  at  irregular  intervals  and  per- 
sisted for  periods  as  long  as  six  months.  On 
one  occasion  patient  suddenly  developed  nausea, 
right-sided  abdominal  pain,  and  leukocytosis 
which  subsided  after  a few  days.  Despite  fluc- 
tuations in  level  of  hyperglycemia  and  occa- 
sional hypoglycemic  reactions  a fairly  satis- 
factory stabilization  was  achieved  by  means  of 
diet  (C  130,  P 80,  F 100)  plus  insulin  (UXV 
and  UX).  She  was  discharged  on  August  28, 
1937;  condition  unimproved.  Since  then  ex- 
amination at  regular  intervals  in  O.P.D.  has 
shown  no  significant  change  in  her  condition. 

Comment 

The  anamnestic  data  in  these  cases 
reveals  that  the  onset  of  the  neurologic 
disorder  occurred  following  diphtheria  in 
Case  1 and  at  the  time  of  puberty  in 
Case  2.  There  have  been  described  in 
Friedreich’s  ataxia  what  appear  to  be 
precipitating  etiologic  factors  such  as 
acute  infections,4  trauma,5  puberty,6  etc. 
These  factors  may  account  for  the  fact 
that  cases  such  as  ours  do  not  conform 
with  the  observation  of  “homochronicity” 
emphasized  by  Hanhart.7  ' The  genetic 
data  in  these  cases  show  the  existence  of 
parental  consanguinity  and  this  may  be 
regarded  as  favoring  the  development  of 
heredodegenerative  disease.  It  is  un- 
fortunate that  a duplicate  collateral 
branch  of  this  family  is  inaccessible  for 
investigation. 

The  characteristic  semiology  of  Fried- 
reich’s ataxia  is  well  demonstrated  in 
both  cases  and  needs  no  emphasis 
However,  the  existence  of  certain  unusual 
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neurologic  phenomena  may  be  pointed 
out.  Optic  atrophy  is  present  in  both 
cases  and  has  been  recorded  by  other 
authors.8  The  episodic  occurrence  of 
facial  paresthesia  in  Case  1 may  be  due 
to  a lesion  affecting  the  nucleus  of  the 
trigeminal  nerve  such  as  has  been  ob- 
served by  Spiller.9 

Extraneural  anomalies  are  more  com- 
mon than  generally  considered  and  are 
deserving  of  the  attention  that  has  been 
given  to  them.3  Multiple  malformations 
are  seen  in  our  Case  1 in  the  form  of 
breast  asymmetry,  muscle  atrophy,  and 
metacarpal  abbreviation.  Described  as 
anomalies  in  cases  of  Friedreich’s  ataxia 
have  been  a variety  of  manifestations  of 
endocrine  imbalance.  In  our  cases  there 
is  evidence  of  endocrine  dysfunction  in 
the  form  of  immature  body  development 
in  Case  2,  markedly  lowered  basal  meta- 
bolic rate  in  Case  1,  infantile  uterus  and 
periods  of  amenorrhea  in  both  cases.  In 
addition,  a striking  feature  in  both  cases 
is  the  apparently  specific  limited  con- 
currence of  diabetes  mellitus  with  Fried- 
reich’s ataxia,  and  this  constitutes  the 
problem  toward  which  most  of  our  atten- 
tion will  be  directed. 

Discussion 

A review  of  all  the  cases  in  which 
Friedreich’s  ataxia  has  been  associated 
with  diabetes  mellitus  reveals  certain 
noteworthy  features  (Table  1).  Familial 
incidence  is  shown  strikingly  in  the  cases 
reported  by  Lunedei  and  Liesch10  and 
exists  in  our  cases.  It  is  important  to 
note  that  in  some  families  more  than  one 
member  has  been  affected  by  Fried- 
reich’s ataxia  without  necessarily  having 
had  diabetes  but  that  the  latter,  when 
present,  has  always  been  associated  with 
the  former.  There  are  13  females  and  6 
males  in  this  series  with  the  sex  unde- 
termined in  1 case.  The  number  of 
cases  is  too  small  for  this  differential  sex 
incidence  to  be  considered  of  definite 
significance  but  it  may  be  contrasted 
with  the  supposedly  higher  incidence  of 
Friedreich’s  ataxia  in  males.  In  all  but 
2 cases  the  onset  of  the  neurologic  dis- 
order occurred  during  the  first  two  dec- 


ades of  life.  The  onset  of  diabetes 
varied  between  8 and  38  years  of  age  and 
was  antedated  in  all  cases  by  the  onset  of 
Friedreich’s  ataxia,  usually  by  an  interval 
of  many  years.  The  onset  of  diabetes 
was  relatively  acute  in  most  cases  and  the 
condition  was  usually  too  severe  to  be 
controlled  by  diet  therapy  alone.  Until 
the  introduction  of  insulin  therapy  death 
in  most  instances  was  due  to  diabetic 
coma.  By  means  of  diet  plus  insulin 
therapy  it  has  been  possible  to  control  the 
diabetes  and  thus  prolong  life  in  these 
cases.  Lability  of  the  glycemic  level  and 
sudden  alterations  in  insulin  sensitivity 
were  noticeable  in  our  cases  and  caused 
difficulty  in  the  maintenance  of  adequate 
therapy.  Similar  difficulty  was  noted  by 
Schloss11  in  one  of  his  cases. 

As  shown  by  our  survey  of  the  litera- 
ture, the  unusual  combination  of  Fried- 
reich’s ataxia  and  diabetes  mellitus  seems 
to  have  occurred  more  frequently  than  at 
first  suspected.  Various  explanations 
that  might  be  offered  for  the  concurrence 
of  these  two  diseases  are:  coincidence, 
hereditary  predisposition,  chromosome 
linkage,  diabetogenic  myelopathy,  neuro- 
genic diabetes.  The  incidence,  as  has 
been  pointed  out  by  Schloss11  and  by 
Curtius,  Stoerring,  and  Schoenberg,12  is 
greater  than  can  be  explained  on  the 
basis  of  coincidence.  Besides,  the 
familial  occurrence  of  this  specific  com- 
bination is  such  as  to  preclude  any 
possibility  of  coincidence 

Hereditary  predisposition  and  chromo- 
some linkage  may  be  considered  together 
as  hypotheses  which,  although  differing 
in  point  of  emphasis,  can  be  used  to  ex- 
plain the  familial  incidence  of  this  com- 
bination without  the  necessity  of  directly 
linking  the  two  conditions  to  each  other 
in  a pathogenic  manner.  Such  a point 
of  view  is  supported  by  the  occurrence  of 
many  extraneural  anomalies  in  cases  of 
Friedreich’s  ataxia  which  can  only  be 
explained  on  the  basis  of  defects  in 
various  body  systems  other  than  the 
central  nervous  system.  The  idea  of 
genetically  correlated  defects  has  been 
emphasized  by  Curtius,  Stoerring,  and 
Schoenberg12  who  refer  to  their  cases  as 
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“Friedreich’s  ataxia  and  status  dysraphi- 
cus.” 

The  concept  of  diabetogenic  mye- 
lopathy is  entertained  on  the  basis  of  a 
comparison  with  dorsolateral  sclerosis  of 
the  spinal  cord  which  occurs  in  associa- 
tion with  pernicious  anemia.  However, 
this  hypothesis  is  a very  unlikely  one. 
It  is  opposed  by  the  fact  that  the  associa- 
tion of  Friedreich’s  ataxia  with  diabetes 
mellitus  is  rare  and  by  the  fact  that  in  all 
cases  where  this  association  has  occurred 
the  onset  of  the  former  disease  has  ante- 
dated the  latter,  usually  by  a period  of 
years. 

Neurogenic  diabetes  has  been  an  es- 
tablished fact  since  the  celebrated  experi- 
mental observation  of  Claude  Bernard. 
Until  recently,  however,  there  has  been 
little  progress  made  toward  a better 
understanding  of  the  mechanism  in- 
volved. There  has  been  a gradually 
increasing  recognition  that  the  hypo- 
thalamus* is  the  site  of  important  supra- 
segmental  centers  of  the  vegetative 
nervous  system.13  Certain  experimental 
observations14'15  have  revealed  the  ex- 
istence of  a neural  center  in  the  hypo- 
thalamus which  influences  carbohydrate 
metabolism.  Vonderahe,16  on  the  basis 
of  a pathologic  study  of  clinical  cases  with 
diabetes  mellitus,  has  constructed  dia- 
grammatically  a neural  reflex  pattern 
which  he  believes  may  be  utilized  as  an 
anatomic  basis  for  the  hypothesis  of 
neurogenic  diabetes. 

Examination  of  the  case  reports  in  this 
series  from  the  standpoint  of  data  relevant 
to  the  concept  of  neurogenic  diabetes  dis- 
closes a relative  dearth  of  significant 
material.  In  many  of  the  cases  the 
existence  of  diabetes  was  barely  men- 
tioned and  received  little  attention  clini- 
cally or  pathologically.  It  is  particularly 
unfortunate  that  in  those  cases  where 
autopsies  were  performed  neuropathologic 
examination  was  largely  limited  to  the 
spinal  cord.  In  only  2 cases17,18  was 
there  specific  mention  of  a microscopic 
study  of  the  hypothalamus  and  in  both 
the  findings  were  interpreted  as  being 
normal.  Clinically  there  were  a number 
of  instances  in  which  circulatory  and 


respiratory  disturbances  occurred.11 
These  changes  usually  have  been  ascribed 
to  involvement  of  vegetative  centers  in 
the  medulla.19  In  3 cases17,18,20  there 
were  noted  degenerative  changes  in  the 
medulla  which  affected  the  vagal  nuclei 
and  adjacent  neural  tracts.  It  is  not 
possible  on  the  basis  of  these  observations 
to  either  prove  or  disprove  the  hypothesis 
of  neurogenic  diabetes.  One  should  be 
especially  guarded  in  any  attempt  to 
exclude  the  hypothalamus  from  further 
consideration  since  it  appears  that  the 
paraventricular  and  other  hypothalamic 
nuclei  have  not  been  subjected  as  yet  to 
the  detailed  histopathologic  study  which 
should  be  considered  mandatory  in  all 
such  cases. 

The  not  infrequent  occurrence  of  hyper- 
glycemia in  cases  of  acromegaly21  and  of 
Cushing’s  syndrome22  would  appear  to  be 
clinical  examples  of  diabetes  mellitus 
associated  with  hyperpituitarism  and 
therefore  in  accordance  with  the  experi- 
mental observations  of  Houssay  and 
Biasotti.23  On  the  other  hand,  it  must 
be  realized  that  there  have  been  reports  of 
clinical  cases  in  which  diabetes  mellitus 
has  been  found  to  be  associated  with  hypo- 
pituitarism.24,25 Gibson  and  Fowler26 
state  that  their  clinical  findings  do  not 
agree  with  the  experimental  findings. 
Evidence  of  endocrine  dysfunction  not 
uncommonly  has  been  recorded  as  oc- 
curring in  association  with  Friedreich’s 
ataxia  and  has  manifested  itself  in  such 
forms  as  infantilism,27  myxedema,28  geni- 
tal hypoplasia,29  etc.30  Data  of  this 
character  seems  to  show  that  endocrine 
disorders  occurring  in  patients  with 
Friedreich’s  ataxia  are  almost  always  due 
to  hypofunction  of  one  or  more  of  the 
glands  of  internal  secretion  and  this  is 
well  demonstrated  in  our  cases  (vide 
supra).  In  view  of  such  observations, 
it  would  appear  that  the  diabetes  occur- 
ring in  cases  of  Friedreich’s  ataxia  is  best 
explained  on  the  basis  of  hypofunction 
of  the  islets  of  Langerhans  either  pri- 
marily or  secondarily  produced.  It  is 
interesting  to  note  that  in  only  ,1  case31 
in  this  series  was  the  pancreas  found  to 
show  histopathologic  evidence  of  disease. 
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A similar  scarcity  of  pathologic  evidence 
of  pancreatic  disease  in  cases  of  acro- 
megaly and  pituitary  basophilism  with 
diabetes  has  been  pointed  out  by  Cush- 
ing.32 

The  hypophysis  has  been  shown  to  have 
an  important  influence  on  many  endocrine 
glands  through  the  action  of  its  tropic 
hormones.  Therefore,  the  polyglandular 
hypof unction  noted  in  cases  of  Fried- 
reich’s ataxia  may  be  a result  of  a primary 
hypof  unction  of  the  hypophysis.  Favor- 
ing the  inclusion  of  diabetes  mellitus  in 
such  a general  hypothesis  would  be  the 
evidence  presented  by  Anselmino,  Herold, 
and  Hoffmann33  for  the  existence  of  a 
pancreatropic  hormone.  In  this  con- 
nection it  may  be  well  to  point  out  that 
Houssay34  has  emphasized  the  extra- 
pancreatic  nature  of  the  “diabetogenic” 
action  of  the  hypophysis.  The  close  re- 
lationship that  exists  between  the  hy- 
pophysis and  the  hypothalamus  has  been 
recognized  for  many  years  and  has  been  the 
subject  of  considerable  speculation  by  en- 
docrinologists and  neurologists.  The  pres- 
ence of  intimate  anatomic-physiologic  con- 
nections between  these  two  structures 
has  been  well  established.  The  hypo- 
physeoportal  vascular  system  was  de- 
scribed by  Popa  and  Fielding35  and  the 
neural  connections  via  the  infundibular 
stalk  have  been  re-emphasized  by  Pines.36 
Increasingly  significant  roles  have  come 
to  be  ascribed  to  both  the  hypophysis  and 
the  hypothalamus  as  the  respectively 
dominant  endocrine  and  neural  structures 
which  are  concerned  in  controlling  the 
visceral  functions  of  the  body.  It  is  not 
surprising  that  the  conception  of  a neuro- 
endocrine system  has  been  evolved  in 
which  the  hypophysiohypothalamic  re- 
gion is  assigned  the  dominant  role. 

Our  personal  observations  as  well  as  a 
review  of  those  in  the  literature  do  not 
permit  us  to  arrive  at  any  definite  con- 
clusion regarding  the  pathogenesis  of  the 
diabetes  mellitus  which  we  have  shown  to 
be  a rare  but  definitely  noncoincidental 
occurrence  in  Friedreich’s  ataxia  We 
believe  that  cases  such  as  the  ones  de- 
scribed in  this  article  do  serve  as  a basis 
for  hesitation  before  accepting  the  “dia- 


betogenic” action  of  the  hypophysis  as  an 
explanation  for  the  origin  of  the  clinical 
entity,  diabetes  mellitus.  These  cases 
also  serve  to  direct  our  attention  to  those 
portions  of  the  central  nervous  system 
which  regulate  certain  functions  of  the 
autonomic  nervous  system  and  to  re- 
examine the  evidence  which  may  support 
the  hypothesis  of  a reciprocally  inter- 
acting neuroendocrine  mechanism.  It  is 
hoped  that  our  report  may  be  of  some 
interest,  more  especially  to  those  who  are 
engaged  in  the  investigation  of  the  neuro- 
genic aspect  of  diabetes  mellitus. 

Summary  and  Conclusions 

There  are  described  the  clinical  records 
of  two  sisters  who  have  developed  di- 
abetes mellitus  during  the  course  of  a 
specific  neurologic  disorder,  Friedreich’s 
ataxia.  Besides  various  extraneural 
anomalies  these  patients  show  evidence 
of  endocrine  dysfunction  in  the  form  of 
hypopituitarism,  hypothyroidism,  and 
hypogonadism. 

A review  of  the  literature  discloses  that 
the  unusual  concurrence  of  diabetes 
mellitus  and  Friedreich’s  ataxia  has  been 
reported  previously  in  no  less  than  18 
cases.  Familial  incidence  has  been  noted 
four  times  affecting  a total  of  9 cases  and, 
without  exception,  diabetes  has  been 
present  only  in  siblings  affected  by  Fried- 
reich’s ataxia  while  the  reverse  has  not 
been  true.  In  all  instances  the  onset  of 
the  neurologic  disorder  antedates  the 
onset  of  diabetes,  usually  by  a period  of 
many  years. 

Various  pathogenic  hypotheses  for  this 
disease  combination  are  considered. 
Hereditary  predisposition  and  neurogenic 
diabetes  are  thought  to  be  the  more 
likely  hypotheses.  They  are  discussed 
as  to  their  relative  merits  and  their  cor- 
relation with  clinicopathologic  and  ex- 
perimental data.  It  is  felt  that  these 
cases  serve  as  a warning  against  hasty 
acceptance  of  the  pathogenic  concept  for 
diabetes  mellitus  which  is  based  on  the 
“diabetogenic”  action  of  the  hypophysis. 

This  investigation  seems  to  indicate 
that  the  extent  of  involvement  of  the 
central  nervous  system  in  Friedreich’s 
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ataxia  is  considerably  greater  than  ordi- 
narily considered.  The  importance  of 
making  complete  neuropathologic  ex- 
aminations in  this  neurologic  disorder  is 
emphasized. 

Since  Friedreich’s  ataxia  constitutes  a 
clinicopathologic  entity  while  in  diabetes 
mellitus  a definitive  pathology  as  yet  has 
not  been  discovered,  it  would  appear  that 
a careful  study  of  cases  such  as  the  ones 
described  herein  may  aid  in  elucidating 
the  pathogenesis  of  diabetes  mellitus. 
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IS  THIS  SELFISHNESS? 

“I  am  not  an  oldster,  but  I recall  the  days  of 
Lydia  Pinkham,  electric  belts,  the  traveling  ad- 
vertising quack,  and  the  Indian  medicine  show. 
I recall  the  time  when  the  existence  of  most 
medical  journals  depended  on  the  advertising  of 
worthless  proprietary  preparations  and  appa- 
ratus. I remember  the  slander  suits  brought 
against  the  officers  of  the  Association  because  of 
its  campaign  against  quackery  and  dishonest 
advertising,  and  the  alarm  felt  a quarter  of  a 
century  ago  because  of  the  plague  of  cult  prac- 
titioners seeking  a short  cut  to  care  for  the  sick. 
In  defense  of  scientific  medicine,  we  were  then, 
as  now,  accused  of  being  a high-handed  monop- 
oly. I recall  the  efforts  required  to  develop 


and  perfect  our  public  health  service  and  our 
laws  relating  to  license  for  the  practice  of  medi- 
cine. There  was  determined  opposition  at  every 
turn. 

“Is  all  this  the  story  of  a group  indifferent  to 
human  need?  Is  this  a story  of  selfishness? 
Were  these  benefits  for  the  physician?  Or  has 
there  been  enacted  the  drama  of  an  idealistic 
profession  fighting  to  wipe  out  the  diseases  which 
furnish  it  a livelihood,  battling  to  protect  its 
people  against  fraud  and  striving  at  all  times  to 
defend  the  advancement  of  science,  and  honesty 
in  its  application?” — Rock  Sleyster,  M.D.,  Presi- 
dent of  the  A.M.A.,  addressing  the  New  Hampshire 
Medical  Society 


TO  CURE  EVERYBODY  BY  LOTTERY 
A constitutional  amendment  authorizing  a 
state  lottery  to  finance  a long-range  health  pro- 
gram and  provide  for  the  free  distribution  of 
medicines  was  proposed  in  the  legislature  at 
Albany  on  January  17.  The  proposal  was 


dropped  into  the  assembly  bill  hopper  by  Assem- 
blyman Aaron  Goldstein,  Brooklyn  democrat. 

Along  with  this  proposal  Goldstein  reintro- 
duced his  bill  that  was  killed  in  the  1939  session, 
to  set  up  a system  of  free  medicine. 


MECHANICAL  OBSTRUCTIONS  OF  THE  SMALL  INTESTINE 


William  F.  MacFee,  M.D.,  New  York  City 

( From  the  Department  of  Surgery , New  York  Hospital  and  Cornell  Medical  College,  and  the  Surgical 
Services  of  St.  Luke's  Hospital,  New  York  City ) 


Since  obstructions  of  the  small  in- 
testine can  occur  in  so  many  ways 
and  under  such  a variety  of  circum- 
stances, it  is  obviously  necessary  to 
specify  the  types  which  are  to  be  con- 
sidered. The  present  discussion,  based 
in  part  upon  a review  of  328  cases,  is 
limited  to  obstructions  of  the  small  in- 
testine produced  by  conditions  that 
mechanically  interfere  with  the  passage 
of  its  contents.  Complete  and  incom- 
plete simple  obstructions  and  those  as- 
sociated with  strangulation  are  included. 
Obstructions  primarily  caused  by  para- 
lytic conditions,  mesenteric  thrombosis, 
and  regional  enteritis  are  omitted.  By 
such  restriction  it  is  believed  that  con- 
fusion will  be  avoided. 

Etiology 

The  causes  of  simple  mechanical  ob- 
struction may,  for  convenience,  be  divided 
into  conditions  that  act  within  the  lumen 
of  the  bowel  and  those  that  obstruct  from 
without. 

Obstructions  from  within  the  bowel  are 
relatively  few.  Occasionally  a large  gall- 
stone finds  its  way  into  the  duodenum  by 
erosion  and  lodges  in  the  small  intestine. 
Fruit  skins,  bran,  and  other  bulky  sub- 
stances occasionally  become  impacted  in 
the  terminal  ileum1*2  or  the  lumen  may  be 
occluded  at  any  point  by  a primary 
tumor. 

Mechanical  obstructions  due  to  con- 
ditions outside  the  intestinal  lumen  are 
far  more  common.  They  are  most  fre- 
quently caused  by  adhesions  resulting 
from  an  operation  or  an  inflammatory 
process.  Such  adhesions  produce  ob- 
struction by  sharply  angulating  the 
bowel,  by  constricting  it,  or  by  forming  a 
loop  through  which  a coil  of  intestine 
passes  and  becomes  engaged. 

Obstruction  due  to  angulation  or  con- 


striction is  the  simplest  type  and  pro- 
duces anatomic  and  physiologic  changes 
of  the  least  immediate  gravity.  The 
first  result  of  such  an  obstruction  is  an 
arrest  of  intestinal  contents  with  gradual 
distention  of  the  bowel. 

Pathologic  Anatomy  and  Physiology 

Local. — If  a simple  obstruction  is  not 
relieved,  changes  of  a serious  nature  set 
in.  There  is  a gradual  accumulation  of 
fecal  matter,  fluid,  and  gas  proximal  to 
the  obstruction.  Because  of  internal 
pressure  the  intestinal  wall  becomes 
stretched  and  thin,  and  the  small  col- 
lapsible veins  and  capillaries  are  com- 
pressed. There  is  a transudation  of 
fluid  elements  from  the  blood  vessels 
into  the  bowel  wall,  into  the  lumen  of  the 
bowel,  and  into  the  peritoneal  cavity. 
The  results  are  an  edema  and  increased 
friability  of  the  wall,  an  increase  in  the 
intralumenal  fluid,  and  an  accumulation 
of  free  fluid  in  the  peritoneal  cavity. 
Bacteria  within  the  lumen  multiply 
rapidly  and  toxic  agents  are  elaborated. 
Distention  gradually  progresses  until  the 
nutrition  of  the  intestinal  wall  is  com- 
promised; bacteria  may  pass  through 
into  the  peritoneal  cavity  without  actual 
perforation,  or  direct  contamination  may 
occur  through  gangrenous  openings. 

If  an  obstruction  is  complicated  by 
strangulation,  the  changes  described 
above  go  on  much  more  rapidly  in  the 
strangulated  loop  than  in  the  intestine 
proximal  to  it.  The  proximal  segment 
of  intestine  is  merely  obstructed  and  its 
blood  supply  is  not  immediately  com- 
promised. The  strangulated  segment,  on 
the  other  hand,  suffers  an  immediate  re- 
striction of  its  circulation.  Interference 
with  the  venous  return  leads  to  extensive 
interstitial  hemorrhages  (Fig.  1),  and 
degenerative  changes  tend  to  occur 
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much  earlier  than  in  simple  obstruction. 

Among  the  first  physiologic  effects  of 
obstruction  are  intermittent,  painful  in- 
testinal contractions  soon  followed  by 
vomiting.  The  intestinal  contents  below 
the  obstruction  are  likely  to  be  evacuated 
per  rectum  and  after  this  no  further  pass- 
age of  feces  occurs.  When  the  obstruc- 
tion is  complete  gas  does  not  escape.  If 
the  obstruction  is  not  relieved,  pain  will 
continue  as  long  as  there  is  sufficient 
intestinal  tone  to  produce  peristalsis, 
and  vomiting  usually  persists  until  the 
patient  succumbs. 

General. — The  general  manifestations 
of  simple  obstruction  are  related  chiefly 
to  the  effects  of  dehydration  and  in- 
toxication. In  strangulation  the  extrava- 
sation of  blood  into  the  bowel  may  be 
a matter  of  importance  if  the  segment  is 
long.3 

Under  normal  conditions  the  secretions 
of  the  stomach  and  upper  intestinal  tract, 
gastric,  pancreatic  and  enteric  juices, 
and  bile  range  from  2,000  cc.  to  10,000 
cc.  per  day.4,5  The  greater  part  of  this 
total,  consisting  chiefly  of  water  and  in- 
organic salts,  is  normally  reabsorbed  from 
the  lower  small  intestine  and  colon  and 
again  takes  part  in  the  metabolic  proc- 
esses of  the  body.  However,  if  an  ob- 
struction exists,  the  fluid  which  would 
ordinarily  be  reabsorbed  is  vomited  and 
so  lost  to  the  body  economy.  Depletion 
proceeds  at  a rapid  rate  and  the  con- 
dition is  further  aggravated  by  inability 
of  the  patient  to  retain  water  or  other 
fluids  taken  by  mouth.  The  unchecked 
loss  of  water  eventually  leads  to  inter- 
ference with  urine  excretion,  with  heat 
regulation,  with  the  maintenance  of 
normal  blood  volume,  and  with  virtually 
all  metabolic  processes  of  the  body. 

The  toxemia  encountered  in  obstruc- 
tion is  associated  more  closely  with 
strangulation  than  with  simple  obstruc- 
tion. From  the  experimental  work  of 
numerous  investigators  it  has  been  es- 
tablished that  toxic  materials  are  elabo- 
rated in  a strangulated  loop  of  intestine. 
The  nature  of  the  toxic  agents  and  the 
mode  of  their  absorption  are  not  definitely 
known. 


Substances  which  have  been  considered 
responsible6-14  are  the  various  ptomaines, 
proteose,  heteroproteose,  toxic  amines, 
and  more  recently,  potassium.  Hista- 
mine has  been  demonstrated  in  the 
transudate  from  strangulated  loops15*16 
but  not  in  amounts  sufficient  to  produce 
directly  the  profound  depressor  effects 
commonly  observed  in  strangulation. 
The  suggestion  has  been  made  that 
histamine  and  other  poisons  of  acute 
obstruction  give  rise  to  harmful  effects 
in  an  indirect  manner.17  Their  stimulat- 
ing action  on  gastric  secretions  has  been 
demonstrated18*19  and  any  increase  in  the 
output  of  gastrointestinal  secretions 
would  necessarily  lead  to  a greater  loss  of 
body  fluids  and  electrolytes  through 
vomiting. 

Whatever  the  substance  or  substances 
may  be,  they  have  a depressor  effect 
generally  comparable  to  that  of  histamine 
and  produce  a shocklike  state.  Their 
activity  is  most  strikingly  demonstrated 
after  the  release  of  a long  strangulated 
loop.  The  rather  sudden  return  of  cir- 
culation washes  the  accumulated  toxic 
materials  into  the  general  circulation  with 
depressing  effects.20  In  obstruction  with 
longstanding  strangulation,  three  factors 
are  at  work,  dehydration,  toxic  sub- 
stances, and  hemorrhage,  all  of  which 
tend  to  reduce  the  volume  of  blood  in 
circulation  and  thereby  produce  a state 
which  is  comparable  to  secondary  surgi- 
cal shock. 

Symptoms  and  Signs 

The  symptoms  of  obstruction — cramp- 
like abdominal  pain,  nausea,  vomiting, 
and  inability  to  pass  feces  or  gas,  are  too 
well  known  to  warrant  extended  dis- 
cussion. 

The  signs  of  obstruction — distention 
with  tympany,  visible  peristalsis,  bor- 
borygmus  which  is  synchronous  with  in- 
testinal cramps,  vomiting,  and  later  the 
signs  of  dehydration  and  shock — are  like- 
wise well  known  and  when  present  the 
diagnosis  ordinarily  offers  no  great  dif- 
ficulty. The  laboratory  findings  often 
fail  to  help  and  may  be  confusing.  A 
roentgenogram  of  the  abdomen,  however, 


426 


WILLIAM  F.  Mac  FEE 


|N.  Y.  State  J.  M. 


Fig.  1.  Low  and  high  power  photomicrographs  showing  extravasation  of  blood  in  strangulated 

intestine. 
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is  often  a valuable  aid21  since  it  reveals 
the  distribution  of  distended  coils  of  in- 
testine and  frequently  indicates  the 
approximate  location  of  the  obstruction. 
It  is  particularly  valuable  in  demon- 
strating whether  the  obstruction  is  in  the 
large  or  the  small  bowel.22  Distention  of 
the  colon  with  gas  indicates  that  the  lesion 
is  in  the  colon,  whereas  a collapsed  colon 
with  distended  loops  of  small  intestine 
indicates  an  obstruction  above  the  level 
of  the  ileocecal  valve.  Differentiation 
between  lesions  of  the  large  and  small 
intestines  is  a matter  of  considerable  im- 
portance in  planning  treatment. 

Differential  Diagnosis 

If  the  classic  symptoms  and  signs  of 
obstruction  are  present  and  there  is  an 
abdominal  scar  or  an  irreducible  hernia, 
the  diagnosis  is  relatively  easy.  Diag- 
nostic errors  in  the  presence  of  typical 
symptoms,  however,  are  occasionally 
made;  such  errors  are  usually  due  to 
co-existing  disorders  which  mask  or  con- 
fuse the  picture,  or  to  an  inexplicable 
lapse  of  human  judgment.  There  are, 
however,  certain  conditions  under  which 
the  diagnosis  or  exclusion  of  obstruction 
may  be  difficult. 

A common  circumstance  in  which 
diagnosis  may  be  troublesome  is  in  the 
persistence  of  distention  and  vomiting 
after  an  abdominal  operation.  A con- 
tinuation of  these  symptoms  beyond  the 
usual  period  suggests  the  possibility  of 
peritonitis,  obstruction,  a functional  dis- 
turbance, or  a combination  of  such  con- 
ditions. In  the  case  of  peritonitis  such 
basic  signs  as  temperature,  pulse,  respi- 
rations, and  leukocyte  count  tend  toward 
a higher  level  than  in  simple  obstruction. 
Temperature  and  leukocyte  count  are 
often  high  in  strangulated  obstructions,23 
but  early  postoperative  obstructions  are 
not  often  associated  with  strangulation.24 
The  pain  in  peritonitis  shows  less  tend- 
ency to  be  cramplike  and  is  not  so  regu- 
larly associated  with  borborygmus.  The 
obstipation  in  peritonitis  is  not  complete 
and  enemas  will  ordinarily  yield  some 
feces  and  gas.  In  diffuse  peritonitis  an 
x-ray  examination  of  the  abdomen  shows 


a more  or  less  uniform  distention  of  the 
whole  intestine  including  the  colon.  In 
obstruction,  the  intestine  distal  to  the 
point  of  occlusion  is  collapsed. 

Lesions  or  operations  affecting  the  kid- 
ney or  ureter  sometimes  give  rise  to  ab- 
dominal pain  and  distention  of  marked 
severity  and  duration.  Other  conditions 
which  may  present  confusing  symptoms 
are  acute  hemorrhagic  pancreatitis,  gall- 
stone colic,  lead  colic,  tabetic  crisis, 
perforated  peptic  ulcer,  acute  appendi- 
citis, allergic  conditions  affecting  the 
intestinal  tract,  and  diaphragmatic  pleu- 
risy. A discussion  of  the  differentiation 
of  all  these  conditions  obviously  cannot 
be  undertaken. 

Treatment 

The  ideal  treatment  of  intestinal  ob- 
struction is  surgical  removal  of  the  cause 
provided  the  condition  of  the  patient  and 
his  surroundings  permit  such  an  under- 
taking. Poor  condition  of  the  patient  or 
lack  of  proper  equipment  and  personnel 
may  force  delay.  Under  such  circum- 
stances restorative  measures  should  be 
applied  until  operation  becomes  possible. 

Nonsurgical  Treatment 

1 . Parenteral  fluids. 

2.  Gastrointestinal  drainage  by  duo- 
denal tube. 

3.  Enemas. 

Parenteral  Fluids. — The  fluid  to  be 
employed  intravenously  or  by  hypo- 
dermoclysis  is  physiologic  salt  solution  in 
large  amounts.  For  the  average  adult 
not  less  than  2,000  cc.  of  normal  saline 
should  be  given  intravenously  at  the  out- 
set, and  this  should  be  supplemented  until 
the  total  amount  given  in  twenty-four 
hours  is  not  less  than  50  cc.  per  kilogram 
of  body  weight,  ordinarily  about  3,500  cc. 
The  quantity  suggested  will  not  do  more 
than  fulfil  normal  water  requirements25 
and  should  be  regarded  as  the  basic  dose. 
In  obstruction  of  several  hours’  duration 
there  is  an  important  depletion  of  body 
fluids,  mainly  through  vomiting,  and  to 
compensate  for  this  loss  an  equivalent 
amount  of  salt  solution  should  be  added 
to  the  basic  dose. 
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In  prolonged  vomiting,  especially  in 
high  obstruction,  there  is  a loss  of  sodium 
base  and  chloride  in  addition  to  the  loss  of 
water.  Investigations26-31  have  shown 
that  sodium  and  chloride  ions,  particu- 
larly the  sodium  ions,  are  intimately  con- 
cerned in  the  ability  of  the  body  to  retain 
water  and,  by  corollary,  a normal  blood 
volume.  The  beneficial  effects  of  the 
administration  of  large  amounts  of  sodium 
chloride  solution  in  intestinal  obstruction 
were  reported  in  191232  and  have  been 
confirmed  in  subsequent  studies.33-36 
A physiologically  normal  solution  should 
be  used.  Higher  concentrations  tend  to 
extract  water  from  tissues  which  are  al- 
ready depleted,  and  the  temporary  hy- 
dremia may  lead  to  an  actual  loss  of  water 
through  kidney  excretion.  The  same 
may  be  said  of  hypertonic  glucose.  In 
isotonic  solution,  5 per  cent,  glucose  is 
valuable,  partly  on  account  of  its  own 
nutritive  value  but  mainly  because  it 
aids  in  the  metabolism  of  body  fat. 
The  average  tolerance  for  glucose  given 
intravenously  is  said  to  be  0.85  Gm.  per 
kilogram  of  body  weight  per  hour.37 

The  transfusion  of  blood  is  indicated  in 
simple  obstruction  of  long  duration  and  in 
strangulation.  In  simple  obstruction 
blood  plasma  is  lost  by  transudation,  and 
in  strangulation  there  is  sometimes  a 
considerable  loss  of  red  cells  as  well  as 
plasma. 

Gastrointestinal  Drainage. — Drainage  of 
the  regurgitated  fluid  which  collects  in 
the  stomach  and  upper  intestinal  tract  is 
made  relatively  easy  by  means  of  the 
gastric  catheter,38  introduced  preferably 
by  way  of  the  nostril.  The  beneficial 
effects  are  due  to  relief  of  distention  with 
improvement  of  intestinal  circulation,  to 
the  rest  which  it  affords  the  patient,  and 
possibly  to  the  removal  of  some  toxic 
agent  contained  in  the  regurgitated  in- 
testinal fluid.39’14 

Drainage  through  the  tube  may  be  ac- 
complished by  intermittent  aspiration 
and  lavage  or  by  continuous  suction.40 
In  either  case  it  is  important  to  attend  to 
replacement  of  fluid  and  electrolytes  by 
the  parenteral  administration  of  normal 
saline.41 


The  Miller-Abbott  tube  is  an  admirable 
device  for  gastrointestinal  drainage.42-44 
With  this  tube  it  is  often  possible  to  drain 
completely  and  continuously  the  segment 
of  intestine  lying  proximal  to  the  point  of 
obstruction  and  immediate  operation  is 
made  unnecessary.  It  often  requires 
considerable  patience  and  skill  to  secure 
passage  of  the  tube  beyond  the  pylorus, 
and  when  efforts  are  not  successful  within 
a reasonable  time  operation  should  be 
undertaken  without  further  delay. 

Enemas. — In  the  attempt  to  relieve 
obstruction  by  nonsurgical  means  the 
enema  has  been  resorted  to  more  con- 
sistently than  any  other  procedure.  In 
mechanical  obstruction,  however,  it  is 
doubtful  whether  the  enema  has  any  real 
value  beyond  helping  to  establish  the 
diagnosis.  It  is  not  likely  that  it  can  do 
more  than  empty  the  bowel  below  the  site 
of  obstruction  and  stimulate  peristalsis. 
Peristalsis  is  usually  active  without 
artificial  stimulation  and  excessive  mo- 
tility may  constitute  a danger.  Pro- 
tracted attempts  to  relieve  obstruction 
by  means  of  enemas  have  undoubtedly 
contributed  materially  to  the  high  mor- 
tality in  this  disease. 

Surgical  Treatment 

The  effective  relief  of  obstruction  de- 
pends ultimately  upon  a direct  removal  of 
the  cause.  Conditions  being  favorable, 
operation  should  be  undertaken  at  the 
earliest  possible  moment.  If,  however, 
the  patient  gives  evidence  of  marked 
dehydration  and  is  in  a shocklike  state, 
he  should  have  a period  of  gastrointesti- 
nal drainage  and  fluid  replacement  before 
operation  is  undertaken. 

Incision. — If  there  is  no  definite  in- 
dication as  to  the  location  of  obstruction, 
a right  rectus  incision  made  near  the  mid- 
line  will  frequently  prove  satisfactory. 
The  majority  of  obstructions  of  the  small 
intestine  are  in  the  distal  portion  of  the 
ileum. 

Procedure. — An  immediate  inspection 
of  the  ileocecal  region  will  often  lead  to 
discovery  of  the  obstruction.  If  col- 
lapsed, the  terminal  ileum  sometimes  can 
be  followed  retrogradely  to  the  obstruct- 


March  15,  1940] 


OBSTRUCTIONS  OF  THE  SMALL  INTESTINE 


429 


ing  lesion.  Adhesions  frequently  make 
this  approach  impracticable  and  it  be- 
comes necessary  to  seek  the  point  of  ob- 
struction by  following  the  distended  in- 
testine from  above  downward.  The  ob- 
structing mechanism  is  usually  single, 
and  the  division  of  adhesions  which  have 
no  part  in  the  obstruction  is  useless  and 
may  well  lead  to  disastrous  perforations 
of  the  friable  gut. 

Viability  of  Strangulated  Loop. — When 
strangulation  complicates  obstruction  the 
best  indications  of  viability  of  the 
strangulated  loop  are  preservation  of  the 
glistening  appearance  of  the  serous  sur- 
face, definite  improvement  in  color  upon 
release,  return  of  lifelike  consistency  as 
contrasted  with  the  flaccidity  of  necrotic 
gut,  and  peristalsis  or  other  evidence  of 
contractility  when  warm  salt  solution  is 
applied.  If  there  is  doubt,  it  is,  perhaps, 
safer  to  resect  the  strangulated  loop.45 
When  the  loop  is  definitely  gangrenous, 
the  necrotic  portion  is  resected  with  a 
good  margin  and  continuity  is  restored 
by  anastomosis.  In  desperate  cases  the 
loop  may  be  exteriorized  with  an  enter- 
ostomy tube  placed  in  its  proximal  limb. 

Enterostomy 

1.  As  a Primary  Procedure. — For  sev- 
eral years  the  impression  has  been  wide- 
spread that  the  safest  operation  in  acute 
obstruction  is  an  enterostomy,  with  little 
or  no  attempt  to  determine  the  cause  of 
obstruction.  If  by  chance  a strangula- 
tion is  present,  the  result  of  simple  en- 
terostomy will  be  almost  inevitably  fatal. 
An  enterostomy  performed  above  the 
level  of  a strangulation  does  little  to  re- 
lieve the  strangulated  loop  which  goes  on 
to  gangrene  and  perforation.  An  en- 
terostomy may  be  done  in  such  a case 
without  discovering  that  strangulation 
exists  (Fig.  2).  The  distended  bowel 
above  the  site  of  strangulation  presents 
all  the  characteristics  of  a simple  ob- 
struction. Strangulation  should  always 
be  suspected  if  there  is  bloody  fluid  in 
the  peritoneal  cavity. 

The  safety  of  simple  enterostomy  as  a 
surgical  measure  has  also  been  wrongly 
emphasized.  Local  or  general  peritoni- 


tis, wound  infection,  failure  to  relieve 
obstruction,  and  digestion  of  the  ab- 
dominal wall  are  not  at  all  uncommon 
complications  of  this  procedure.  If  the 
enterostomy  is  placed  high,  in  the  upper 
jejunum  for  example,  there  is  often  leak- 
age about  the  tube  with  digestion  of  the 
surrounding  abdominal  wall.  The  open- 
ing becomes  progressively  larger  and 
quantities  of  water  and  chemical  sub- 
stances essential  to  survival  of  the  patient 
are  lost.  These  can  be  restored  only  in 
part  by  artificial  means  and  unless  the 
loss  can  be  checked  a fatal  outcome  is 
likely.  The  deleterious  effects  of  high 
intestinal  fistulas  have  been  amply  dem- 
onstrated experimentally46-50  and  are 
well  known  clinically. 

2.  As  a Secondary  Procedure. — After 
the  cause  of  a simple  obstruction  has  been 
found  and  the  condition  rectified,  nothing 
more,  as  a rule,  should  be  done.  There 
is  no  logical  reason  why  the  addition  of 
an  enterostomy  should  improve  matters. 
When  released  from  the  obstructing 
mechanism  the  bowel  can  evacuate  its 
contents  into  the  segment  lying  distal  to 
the  point  of  occlusion  quite  as  readily  as 
through  an  enterostomy  tube,  and  there 
is  no  evidence  that  toxic  contents  are 
absorbed  from  normal  mucosa.51*52’33 
From  statistical  studies  it  appears  that 
enterostomy  after  the  obstruction  has 
been  relieved  not  only  is  useless  but 
actually  increases  the  mortality.53-56*14 

Postoperative  Complications 

In  the  simple  cases  of  short  duration 
the  postoperative  complications  are  likely 
to  be  few  and  of  a kind  that  might  follow 
any  operation.  If  the  obstruction  has 
been  of  long  duration  additional  dangers 
present  themselves : 

1.  Because  of  the  great  loss  of  fluid 
and  toxemia,  particularly  if  there  has 
been  strangulation,  the  patient  may  pass 
into  a shocklike  state  and  succumb  even 
though  relief  of  the  obstruction  has  been 
perfectly  executed. 

2.  Another  grave  complication  is  peri- 
tonitis which  may  develop  with  or  with- 
out intestinal  necrosis,  or  from  injury  to 
the  intestine  during  operation. 
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3.  In  cases  with  marked  obesity, 
multiple  adhesions,  great  distention,  or 
other  surgical  handicaps  there  is  the  pos- 
sibility of  failure  to  identify  the  cause  of 
obstruction.  A hidden  band  or  a strangu- 
lated loop  may  have  been  overlooked. 

4.  Occasionally,  when  the  bowel  has 
been  distended  or  strangulated  for  a long 
time  there  is  a delay  in  recovery  of  tone, 
and  paralytic  ileus  may  supersede  a 
mechanical  ileus. 

5.  Complications  such  as  heart  failure 
and  urinary  suppression  are  most  often 
due  to  no  basic  fault  of  the  organs  con- 
cerned but  are  manifestations  of  a lack  of 
sufficient  fluid  to  provide  blood  volume 
and  urinary  output. 

Postoperative  Treatment 

1.  First  of  all  the  patient’s  stomach 
should  be  emptied  immediately  after 
operation  to  prevent  the  aspiration  of 
vomitus  during  the  period  of  uncon- 
sciousness. 

2.  Gastroduodenal  drainage  should 
be  continued  until  it  is  evident  from  the 
character  of  the  fluid  obtained,  from  the 
disappearance  of  distention,  and  from 
the  evacuation  per  rectum  of  feces  or  gas 
that  normal  intestinal  activity  has  re- 
turned. 

3.  Continuation  of  intravenous  saline 
therapy  is  most  important.  Fluid  should 
be  given  in  amounts  sufficient  to  maintain 
a water  balance  with  enough  glucose 
added  to  prevent  ketosis.  There  need 
be  no  immediate  anxiety  concerning  food. 

4.  Repeated  enemas  and  drugs  in- 
tended to  promote  peristalsis  are  usually 
uncalled  for.  As  a rule  the  decompressed 
intestine  quickly  recovers  tone  and  re- 
gains its  normal  motility.  Until  the 
intestine  is  capable  of  response,  purga- 
tives can  do  no  good  and  they  may  be 
harmful.  The  effects  of  morphine  on  the 
small  intestine  are  not  completely  es- 
tablished57*88 but  there  appears  to  be  no 
definite  contraindication  to  its  use  for 
relief  of  pain. 

5.  Fluid  by  mouth  should  be  re- 
stricted to  water  until  it  becomes  evident 
that  nourishing  fluids  will  be  tolerated. 

6.  Treatment  of  organic  postoperative 


Fig  2.  Sketch  indicating  the  futility  of 
enterostomy  above  an  undiscovered  strangula- 
tion. An  opening  in  the  obstructed  proximal 
intestine  does  not  relieve  the  strangulated  loop. 

complications  will  be  indicated  by  the 
nature  of  the  disorder.  It  should  be  re- 
membered that  the  majority  of  cardiac 
and  urinary  disturbances  are  the  result  of 
fluid  deficiency,  and  stimulating  drugs 
are  not  indicated. 

Mortality 

In  the  present  study  special  attention 
was  given  to  mortality  in  relation  to  type 
and  cause  of  obstruction.  There  was 
also  an  attempt  to  correlate  mortality 
with  the  operative  procedure.  The  kind 
of  obstruction,  the  type  of  operation,  and 
the  associated  mortality  are  indicated  in 
the  tables. 

The  total  number  of  deaths  in  the  328 
cases  of  partial  and  complete  obstruction 
was  80,  or  24.4  per  cent.  The  number  of 
cases  of  complete  simple  obstruction  was 
108,  with  37  deaths,  a mortality  of  34 
per  cent  (Table  1).  Complete  obstruc- 
tion associated  with  strangulation  was 
present  in  106  cases,  with  34  deaths,  a 
mortality  of  32  per  cent  (Table  2).  The 
incomplete  or  partial  obstructions  num- 
bered 114,  with  9 deaths,  a mortality  of 
8 per  cent  (Table  3). 
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The  mortality  associated  with  the 
various  operative  procedures  is  also 
shown  in  the  tables.  It  will  be  observed 
in  general  that  release  of  the  obstruction 
by  the  simplest  means  gave  the  lowest 
mortality.  In  the  214  complete  obstruc- 
tions, simple  and  strangulated  (Tables  1 
and  2),  the  general  mortality  was  33.2  per 
cent;  this  includes  those  who  had  only 
an  exploration  and  those  who  died  with- 
out operation.  In  150  cases  of  the  two 
groups  the  cause  of  obstruction  was 
surgically  removed  without  the  addition  of 
enterostomy;  the  mortality  in  this  series 
was  19,  or  12.7  per  cent.  In  26  cases  of 
the  same  groups  the  cause  of  obstruction 
was  surgically  removed  with  the  addition 
of  enterostomy ; the  mortality  following 
the  double  procedure  was  16,  or  61.5  per 
cent.  The  causes  of  death  following  a 
enterostomy  were:  peritonitis  or  wound  g 

infection,  10  cases;  secondary  shock,  3 « 

cases;  cardiac  failure  (auricular  fibrilla-  « 

tion),  1 case;  death  on  the  operating  ° 

table,  1 case;  obstruction  not  relieved,  £ 

1 case.  w 

It  may  be  taken  for  granted  that  the  26  S 
cases  subjected  to  enterostomy  were  re-  sj 
garded  as  the  more  serious  ones  but  the  Q 
reason  for  enterostomy  was  not  often 
clear.  Presumably  it  was  considered  a w 
safety  measure.  « 

Enterostomy  alone  in  15  cases  of  com-  S 
plete  simple  obstruction  showed  a mor- 
tality of  53  per  cent.  In  5 cases  of  com- 
plete obstruction  due  to  strangulation 
enterostomy  alone  yielded  a mortality  of 
100  per  cent. 

Causes  of  Death 

A review  of  the  80  deaths  occurring  in 
the  entire  series  revealed  the  following 
causes : 

Metastatic  carcinoma:  15  cases.  Al- 
though not  all  obstructions  and  not  all 
deaths  in  this  group  were  directly  due  to 
carcinoma,  it  seems  fair  to  group  them  to- 
gether. 

General  peritonitis:  13  cases.  In  8 of 
these  enterostomy  had  been  performed 
either  alone  or  as  a part  of  the  procedure; 
in  1 case  a resection  had  been  done;  in 
1 case  there  had  been  an  accidental  rup- 
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TABLE  2. — Complete  Obstruction  with  Strangulation 
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ture  of  the  intestine;  and  in  3 there  had 
been  no  operation,  or  merely  an  explora- 
tion. 

Persistence  of  obstruction:  12  cases. 

In  5 of  these  enterostomy  had  been  per- 
formed above  the  site  of  a strangula- 
tion; in  another  case  ineffective  lysis  of 
adhesions  had  been  done;  in  1 of  simple 
obstruction  enterostomy  was  done ; in  4 no 
operation  or  merely  an  exploration  had 
been  done.  The  futility  of  simple  en- 
terostomy in  the  presence  of  strangula- 
tion has  been  indicated  (Fig.  2 and 
Table  2). 

Intoxication,  dehydration,  or  shock: 
10  cases. 

Cardiac  decompensation:  7 cases. 

Local  peritonitis  or  wound  infection: 
6 cases.  In  2 of  these  enterostomy  alone 
had  been  performed  and  in  the  remaining 
4 it  was  a part  of  the  procedure. 

Pneumonia:  3 cases. 

Pulmonary  embolus:  1 case. 

Inhalation  of  vomitus  while  still  under 
anesthesia:  1 case. 

Death  on  table  from  spinal  anesthesia: 
1 case. 

Death  on  table  from  shock : lease. 

Paralytic  ileus  following  release  of 
mechanical  obstruction:  1 case. 

Suppression  of  urine:  1 case. 

Cause  of  death  not  definitely  de- 
termined: 8 cases. 

General  Prognosis 

The  prognosis  is  largely  an  individual 
matter  and  depends  much  upon  the  dura- 
tion and  nature  of  the  obstruction.  It 
depends  no  less  upon  rational  therapy. 
Liberal  use  of  parenteral  fluids  and  gastro- 
intestinal drainage  will  increase  the 
salvage  of  life  in  late  cases. 

The  age  of  the  patient  is  also  a matter 
of  importance.  The  mortality  is  gener- 
ally higher  in  the  first  years  of  life  and  in 
the  years  past  middle  life.89'60  Survival, 
however,  depends  less  upon  age  than  upon 
conditions  more  intimately  associated 
with  the  obstruction.  Rational  treat- 
ment should  never  be  withheld  because 
the  patient  happens  to  be  old. 


The  prognosis  with  respect  to  future 
attacks  can  hardly  be  estimated.  In  this 
series,  however,  6.7  per  cent  of  the  pa- 
tients had  had  one  or  more  previous 
operations  for  obstruction.  It  appears, 
therefore,  that  the  probability  of  ob- 
struction is  much  greater  in  those  who 
have  had  previous  attacks. 

Summary 

In  this  series  the  most  common  etio- 
logic  factor  in  the  production  of  simple 
mechanical  obstruction,  both  complete 
and  incomplete,  was  old  postoperative 
adhesions.  They  accounted  for  56  per 
cent  of  the  complete  obstructions  and  49 
per  cent  of  the  incomplete  obstructions. 
The  factor  of  next  greatest  importance 
in  simple  obstruction  was  the  formation 
of  adhesions  during  the  course  of  con- 
valescence from  another  operation. 
Eighteen,  or  17  per  cent,  of  the  complete 
simple  obstructions  and  15,  or  13  per 
cent,  of  the  incomplete  obstructions  were 
caused  in  this  way. 

Adhesions  without  a history  of  pre- 
vious operation  were  responsible  for 
partial  or  complete  simple  obstruction  in 
only  8 of  214  cases,  3.7  per  cent. 

In  the  complete  obstructions  with 
strangulation,  old  postoperative  adhesions 
were  responsible  for  14  of  106  cases,  or  13 
per  cent.  There  was  no  case  of  strangu- 
lation from  recent  postoperative  ad- 
hesions. The  majority  of  the  strangu- 
lated obstructions,  63  per  cent,  were 
caused  by  hernias. 

Conclusions 

The  treatment  of  intestinal  obstruction 
consists  primarily  in  operative  attack 
upon  the  obstructing  lesion.  Gastro- 
intestinal drainage  by  means  of  a suitable 
catheter  and  the  parenteral  administra- 
tion of  large  amounts  of  fluid  are  valu- 
able preoperative  and  postoperative  ad- 
juncts. 

Enterostomy  after  an  obstruction  has 
been  relieved  is  uncalled  for  and  actually 
appears  to  increase  the  mortality.  Its 
use  should  be  reserved  for  those  cases  in 
which  the  condition  of  the  patient  does 
not  permit  a more  extended  procedure. 
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MYSTERY  OF  THE  VACANT  CHAIRS 
“I  cannot  understand  why  so  few  men  attend 
their  county  and  state  medical  society  meetings. 
It  is  not  because  they  are  so  busy,  as  the  busiest 
physicians  are  always  found  where  there  is  a 
chance  to  learn.  After  years  of  observation  I 
have  reached  the  conclusion  that  there  are  three 
kinds  of  physicians  who  don’t  attend  meetings — 
(1)  the  person  who  has  not  the  ability  to  plan  his 
work  so  that  he  can  have  an  evening  for  recrea- 
tion at  the  meeting;  (2)  the  man  who  thinks  he 
knows  it  all,  has  not  read  a new  book  since  leav- 
ing school,  and  has  no  time  for  reading  the 
Journal  or  other  publications;  and  (3)  the  man 
who  is  afraid  he  might  lose  a patient  should  he 


leave  his  office.  These  three  types  form  the 
fault-finding  group ; they  complain,  but  will  not 
come  to  the  meetings  and  put  their  shoulders  to 
the  wheel,  clarify  their  visions,  help  remove  the 
faults  they  see,  and  become  what  is  most  needed 
by  the  society  and  always  welcomed  by  its 
officers — workers  instead  of  drones  or  com- 
plainers. 

“Yes,  the  opportunity  for  the  present-day 
physician  to  be  an  up-to-date  physician  is  right 
at  his  door,  and  I am  not  only  sorry  for  those 
who  are  missing  these  opportunities,  but  for 
their  patients.” — John  A.  Hawkins,  M.D.,  Pitts- 
burgh Medical  Bulletin 


Four  outbreaks  of  food  poisoning  have  been 
traced  to  one  bakery  in  Troy,  New  York,  in  the 
past  four  years,  according  to  the  State  Depart- 
ment of  Health,  all  due  to  chocolate  eclairs,  straw- 


berry cream  pie,  and  coconut  cream  pie.  The 
latest  was  in  November.  Newspaper  and  radio 
warnings  against  eating  cream-filled  pastries 
made  by  this  bakery  have  been  issued. 


TRAUMA  IN  RELATION  TO  PULMONARY  TUBERCULOSIS 


Charles  Edward  Hamilton,  M.D.,  Brooklyn,  New  York 
( Director , Tuberculosis  Division,  Kings  County  Hospital ) 


Our  present  concept  of  the  evolution 
of  pulmonary  tuberculosis  holds 
that  we  are  dealing  with  a disease  that 
commences  with  a primary  infection 
stage,  occurring  in  most  instances  in 
the  lungs  although  it  may  arise  in  the  in- 
testines, skin,  tonsils,  or  elsewhere  in  the 
body,  enters  a second  stage  of  generaliza- 
tion through  the  blood  stream,  and  finally 
a tertiary  stage  of  localization  in  the  lungs, 
or  phthisis. 

Once  the  infection  occurs  within  the 
body  its  future  course  is  subject  to  many 
variations.  It  may  heal  completely; 
remain  latent  and  dormant  for  years, 
spread  slowly  and  progressively  or  rap- 
idly and  in  fulminating  fashion;  or  have 
longer  or  shorter  periods  of  arrest  of  the 
process  followed  by  exacerbations  of 
renewed  activity,  pursuing  in  this  manner 
a period  extending  from  a few  weeks  to 
many  years  before  terminating  in  the 
death  of  the  patient. 

The  factors  of  inherited  resistance, 
allergy,  and  immunity  all  exert  a de- 
termining influence  on  this  course  of  the 
disease,  but  they,  too,  are  variable  factors, 
being  at  one  time  at  a high  level  of  pro- 
tective efficiency  and  later  at  a very  low 
level  or  wholly  unprotective.  At  present 
these  factors  are  imponderables;  we 
cannot  measure  their  protective  value  or, 
with  allergy,  their  potentially  destructive 
value. 

However,  we  feel  that  there  are  certain 
known  conditions  that  influence  these 
states  for  better  or  worse,  thereby  de- 
termining the  course  that  the  disease 
will  follow.  Among  these  conditions  may 
be  mentioned  the  race,  sex,  and  age  of 
the  patient;  his  social  and  economic 
status;  lack  of  rest  and  fatigue;  enfeeble- 
ment  of  the  body  from  exposure  or  sick- 
ness ; excessive  physical  or  mental  strain ; 


and  trauma.  No  one  of  these  conditions 
is  the  cause  of  pulmonary  tuberculosis, 
but  through  disturbing  the  bodily  de- 
fenses they  exert  an  influence  to  reactivate 
an  existing  lesion.  So,  as  a foundation 
for  our  consideration  of  the  subject  of 
trauma  in  relation  to  pulmonary  tubercu- 
losis we  must  predicate  that  trauma  can- 
not cause  tuberculosis.  Tubercle  bacillus 
infection  of  the  lung  must  be  present  to 
cause  the  disease.  Trauma,  along  with 
other  factors,  may  then  influence  the 
course  that  the  disease  follows. 

Active  pulmonary  tuberculosis  arising 
directly  from  a primary  tuberculous  in- 
fection induced  by  trauma  is  extremely 
rare.  The  Jewish  ritual  of  circumcision 
performed  by  a tuberculous  rabbi  would 
be  an  illustration  of  such  a possibility, 
and  such  cases  have  been  reported. 
However,  this  is  followed  by  generalized 
miliary  tuberculosis,  not  pulmonary 
tuberculosis  per  se.  It  is  conceivable 
that  a sharp  instrument,  contaminated 
with  tubercle  bacilli,  penetrating  the 
chest  wall  and  perforating  the  lung  might 
cause  a primary  infection  of  the  lung. 
Such  an  occurrence  would  be  most  ex- 
ceptional. 

Our  interest,  therefore,  is  restricted  to 
the  potentiality  of  active  tuberculous 
disease  resulting  from  trauma-affecting 
foci  existing  in  the  lungs  at  the  time  of 
traumatization. 

It  is  generally  felt  more  difficult  to 
judge  the  role  of  trauma  in  pulmonary 
tuberculosis  than  in  tuberculous  in- 
volvement of  any  other  system  of  the 
body,  and  the  literature  abounds  with 
contradictory  statements  and  opinions 
of  experts  in  this  work.  We  must  appre- 
ciate that  the  expert’s  opinion  is  often 
only  presumptive,  based  on  his  experi- 
ence and  judgment,  and  sometimes  merely 
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possible  in  the  individual  case.  Schu- 
lerth1  states:  “In  speaking  of  the  course 
and  aggravation  of  any  case  of  pulmonary 
tuberculosis,  outside  influences  should 
never  be  held  responsible,  but  the  force 
of  the  existing  disease  itself  must  be 
considered.  One  can  hardly  fix  the  blame 
on  any  one  factor.” 

Sante2  states:  “Surely  we  must  admit 
that  trauma  certainly  does  not  play  more 
than  a very  minor  part  in  the  devel- 
opment of  pulmonary  tuberculosis. 
Trauma,  alone,  as  an  etiologic  factor  in 
its  development  is  highly  speculative, 
though  it  is  logical  to  suppose  that 
trauma  severe  enough  to  cause  actual 
injury  to  the  lung  might  disturb  the 
bodily  defenses  against  a pre-existing 
tuberculous  lesion  by  removing  the  fibrous 
tissue  barrier  and  permitting  advance- 
ment of  the  disease.” 

Amberson3  states : “Knowing  as  we  do 
that  the  course  of  pulmonary  tubercu- 
losis is  subject  to  many  deviations,  it 
often  becomes  an  exacting  task  to  dis- 
tinguish the  developments  which  are 
due  to  trauma  from  those  which  merely 
follow  trauma.  In  some  instances  the 
question  is  a matter  of  judgment,  which 
varies  with  the  experience  and  concep- 
tions of  the  clinician,  but  in  a majority 
of  cases  it  is  possible  to  obtain  objective 
evidence  which  is  of  definite  and  decisive 
value.” 

f Howes4  states:  “The  causes  of  relapse 
in  pulmonary  tuberculosis  are  numerous 
including  the  effects  of  accidents  and 
injuries.” 

Krause5  says:  “It  is  generally  con- 

ceded that  trauma  sets  up  active  pul- 
monary and  regional  lymph-node  tubercu- 
losis as  well  as  pleuritis  and  several  other 
major  diseases,  whose  causation  is  pri- 
marily conditioned  by  the  presence  in 
the  lungs  of  tuberculous  foci,  active  and 
appreciated  or  inactive  and  unsuspected, 
at  the  time  of  trauma.  This  is  the 
common  and  ordinary  way  that  pul- 
monary tuberculosis  is  affected  by  trauma. 
It  presupposes  that  tubercle  of  the  lungs 
exists  before  and  at  the  time  of  trau- 
matization; and  that  if  it  has  never 
before  been  clinically  manifest  or  active, 


trauma  induces  activity ; or  that  if 
mildly  active,  its  existence  may  not  have 
been  suspected  by  patient  or  physician 
until  some  trauma  brings  active  tubercu- 
losis plainly  to  the  foreground ; or  that  if 
active  in  the  past,  the  disease  is  in  a state 
of  clinical  arrest  at  the  time  of  trauma 
v which  again  reactivates  it.” 

'^Granting  the  difficulty  of  passing 
judgment  on  the  effect  of  trauma  in  the 
individual  case,  I cannot  but  feel  its 
causal  relationship  in  many  cases  of 
tuberculous  reactivation  or  extension. 
Our  aim  must  be  to  try  to  estimate  this 
relationship  in  terms  of  known  fact  and 
not  theoretic  hypothesis. 

The  potentialities  of  trauma  may  be 
direct  or  indirect.  That  is  to  say,  we 
may  have  an  injury  to  the  chest  wall 
followed  immediately  or  after  a varying 
interval  of  time  by  pulmonary  tubercu- 
losis, or  we  may  have  an  injury  to  some 
other  part  of  the  body,  not  involving  the 
chest,  followed  by  prolonged  debilitating 
illness  lowering  the  patient’s  resistance 
and  reactivating  a quiescent  or  undetected 
tuberculous  focus  into  clinically  active 
disease  abruptly  or  gradually.  The 
abrupt  manifestation  of  tuberculosis  fol- 
lowing trauma  is  heralded  by  hemoptysis 
or  spontaneous  pneumothorax  due  to  the 
mechanical  effect  of  the  trauma.  Un- 
questionably, the  majority  of  cases  of 
pulmonary  tuberculosis  develop  activity 
despite  any  trauma,  and  most  hemoptyses 
and  spontaneous  pneumothoraces  occur 
when  the  patient  is  relatively  quiet. 
When  these  developments  occur  shortly 
following  trauma,  one  can  scarcely  dis- 
pute the  causal  relationship,  especially 
when  manifest  tuberculosis  is  found 
within  the  lungs  and  with  our  knowledge 
of  how  soft  and  friable  such  diseased 
tissue  is  compared  with  healthy  lung 
^tissue. 

Greater  difficulty  is  encountered  when 
the  onset  following  trauma  is  more 
gradual  and  ushered  in  with  constitutional 
symptoms,  i.e.,  malaise,  fatigue,  fever, 
loss  of  weight,  etc. 

Trauma  as  it  affects  the  lungs  may 
result  from:  (1)  penetrating  wounds  of 

the  thorax;  (2)  blows  on  the  chest  or 
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crushing  or  squeezing  injuries;  (3)  frac- 
tures of  the  bony  thoracic  cage;  (4) 
sudden  changes  of  atmospheric  pressure 
or  weather;  (5)  inhalation  or  aspiration 
of  foreign  matter. 

Penetrating  wounds  of  the  chest  are 
rarely  followed  by  pulmonary  tuberculo- 
sis. Frischluer6  studied  6,000  tubercu- 
lous soldiers  among  whom  there  was  only 
0.77  per  cent  reactivation  of  the  tubercu- 
losis by  gunshot  wounds  of  the  chest. 
Letzerer6  believes  the  reactivation  de- 
pends upon  whether  the  bullet  penetrates 
the  tuberculous  focus  or  not,  obviously  a 
chance  occurrence. 

The  most  common  type  of  trauma  in- 
ducing reactivation  of  pulmonary  tuber- 
culosis is  that  caused  by  blows  to  the 
chest  or  crushing  or  squeezing  injuries 
with  fracture  of  the  bones  of  the  thorax. 
The  force  of  the  blow  undoubtedly  is  a 
determining  influence  on  the  subsequent 
result,  as  is  the  question  of  where  the 
blow  strikes.  It  is  hard  to  conceive  of  a 
blow  on  the  left  lower  chest  adversely 
affecting  a right  upper-lobe  lesion.  Yet 
both  of  these  influences  present  imponder- 
able aspects  and  are  subject  to  varied 
interpretation. 

The  late  Dr.  Herman  Biggs  felt  that 
percussion  of  the  chest  could  traumatize 
the  tuberculous  lung.  Many  of  us  feel 
that  the  physical  examination  of  the 
lungs  with  deep  breathing  and  cough  is 
not  a beneficial  influence  on  tuberculous 
lungs.  Yet,  a tunnel  worker,  a former 
tuberculous  patient  with  a thoracoplasty 
on  one  side,  in  a mishap  with  compressed 
air  was  blown  forcibly,  landed  with  his 
opposite  side  against  a heavy  beam 
fracturing  four  ribs,  but  suffered  no 
subsequent  activation  of  his  tuberculosis. 

The  character  of  the  disease  process  in 
the  lung  must  also  be  considered  in  its 
relationship  to  trauma.  The  soft  caseat- 
ing  or  cavitating  lesions,  or  the  fresh 
inflammatory  lesions  which  are  progres- 
sive or  on  the  verge  of  progression,  are 
more  susceptible  to  the  adverse  influence 
of  trauma  than  the  latent  calcified  or 
fibrotic  lesions. 

The  influence  of  sudden  changes  in 
atmospheric  pressure  or  inclemency  of 


the  weather  is  illustrated  in  the  following 
cases.  A diver  whose  breather  line  is 
blocked  is  rapidly  hauled  up  and  resusci- 
tated. Shortly  thereafter  he  has  a 
hemoptysis.  The  following  week  he  com- 
plains of  languor  and  malaise  with  slight 
fever  and  cough  ensuing.  Six  weeks 
after  his  accident  x-ray  reveals  tubercu- 
losis of  his  right  lung.  Or  the  fireman, 
fighting  a bad  fire  on  a cold  winter  day, 
is  thoroughly  drenched  with  water  and 
frozen  completely  so  that  later  he  has  to 
be  thawed  out.  This  is  followed  by  a 
“cold”  with  subsequent  malaise  and 
fatigue.  Three  months  after  this  episode 
it  is  diagnosed  as  a case  of  pulmonary 
tuberculosis. 

The  inhalation  or  aspiration  of  foreign 
matter  into  the  lungs  as  a factor  in  caus- 
ing tuberculosis  is  well  known  to  all  and 
well  illustrated  by  the  silicotuberculosis 
of  stone  cutters.  Less  understood  as  a 
harmful  influence  is  the  inhalation  of 
various  gases.  These  undoubtedly  cause 
edema  and  congestion  of  the  bronchial 
mucosa  and  alveolar  cells,  giving  rise  to 
bronchitis  and  bronchopneumonia.  With 
subsequent  lowering  of  the  patient’s  re- 
sistance it  is  possible  that  tuberculosis 
may  develop.  There  is  no  agreement  on 
this  point,  however.  Hager6  states  that 
during  the  War  tuberculosis  was  far  less 
frequent  than  a form  of  chronic  bronchitis 
as  a consequence  of  gas  attacks.  Experi- 
mental work  on  rabbits  exposed  to  various 
gases  seems  to  indicate  that  the  exposed 
animals  are  more  resistant  to  tuberculosis 
than  the  unexposed  animals.  Von  Stein- 
meyer6  found  in  2,284  cases  of  pulmonary 
tuberculosis  in  war  veterans  that  4.9  per 
cent  had  suffered  gas  poisoning.  Gen- 
erally, it  is  estimated  that  2-3  per  cent 
of  those  exposed  to  gas  in  the  War  de- 
veloped tuberculosis  later.  Weinart  and 
Minkowski6  feel  that  carbon  monoxide 
has  more  of  a predisposing  influence  on 
the  development  of  tuberculosis  than 
other  gases. 

Another  question  involved  in  this 
problem  is:  How  much  time  can  elapse 
following  trauma  before  its  effect  on  the 
lungs  manifests  itself?  This,  too,  is  a 
perplexing  problem  to  ponder. 
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After  the  World  War,  disability  was 
allowed  ex-service  men  for  tuberculosis  if 
it  developed  six  months  after  discharge 
from  the  service.  This  time  was  gradually 
extended  until  it  finally  applied  to  cases 
developing  tuberculosis  eight  or  nine 
years  after  discharge  from  the  service, 
thus  showing  the  difficulty  the  service 
doctors  had  meeting  this  problem.  Orn- 
stein  and  Ulmar7  feel  that  the  disease 
must  become  manifest  within  two  weeks 
following  trauma  to  prove  causative 
relationship.  Lewy8  states  that  the  time 
lapsing  between  trauma  and  the  develop- 
ment of  tuberculosis  must  not  exceed  six 
months.  Mayer9  states  that  it  may  take 
months  for  tuberculosis  to  become  mani- 
fest following  trauma.  Hager6  states  the 
usual  interval  is  six  months  with  a maxi- 
mum period  of  twelve  months.  Krause6 
states  “that  with  increasing  experience, 
the  open  mind  is  bound  to  become  more 
and  more  convinced  that,  as  regards  the 
possibilities  of  etiological  factors  in  tuber- 
culosis, there  is  no  time  element  that  can 
be  fixed.  A man  may  suffer  an  injury  at 
almost  any  place  in  the  body  upon  which 
some  pulmonary  disease  may  assert  itself 
coincidentally  or  within  a few  days  after- 
ward or  perhaps  not  until  weeks,  months, 
or  even  years  following  the  injury.” 
This  will  serve  to  show  the  wide  variation 
of  opinion  on  this  question.  I am  in- 
clined to  feel  that  the  development  of 
tuberculosis  later  than  two  years  follow- 
ing trauma  would  be  open  to  a degree  of 
skepticism. 

Are  there  any  protective  measures  that 
can  be  instituted  against  this  hazard? 
Unfortunately,  we  can  find  but  little  help 
in  this  direction  although  we  are  not 
utterly  helpless.  An  immediate  roent- 
genogram of  the  chest  of  any  person 
sustaining  a chest  injury  would  be  highly 
desirable.  If  negative  for  disease,  it  will 
show  the  character  and  progress  of  any 
subsequent  disease  following  trauma, 
enabling  us  to  estimate  the  influence  of 
this  factor.  Of  course,  we  all  must 
realize  that  a negative  roentgenogram 
does  not  completely  exclude  the  presence 
of  disease.  Studies  have  shown  that  1 
in  every  6 persons  dying  of  ailments  other 


than  tuberculosis  have  caseating  tuber- 
culous foci  in  the  lungs,  and  of  these  cases 
only  about  40  per  cent  were  detected  by 
roentgen  examination. 

Should  the  roentgenogram  reveal  dis- 
ease when  taken,  its  course  can  be  fol- 
lowed, subsequently,  by  serial  pictures  to 
determine  any  change  in  the  lesion  and 
whether  it  was  a normal  progress  of  the 
lesion  as  expected  or  one  aggravated  by 
the  trauma.  In  cases  of  injury  without 
chest  involvement  but  where  a long 
period  of  convalescence  is  anticipated  or 
debilitating  complications  ensue,  take  a 
prophylactic  roentgenogram  of  the  chest 
for  future  reference  if  needed. 

See  that  adequate  and  skilled  care  is 
given  to  every  injured  individual  to 
minimize  complications  and  prevent  pro- 
longed debilitating  convalescence. 

Think  carefully  of  the  problem  of 
inhalation  anesthesias  in  patients  severely 
shocked  after  trauma. 

Finally,  consider  the  state  of  health  of 
the  patient  at  the  time  of  trauma.  Was 
he  undernourished,  suffering  with  dia- 
betes, syphilis,  arteriosclerosis,  etc.,  at 
the  time  of  injury — debilitating  ail- 
ments rendering  any  trauma  an  extra 
health  hazard?  Had  he  recently  re- 
covered from  any  infectious  disease  or 
operation?  Was  he  overfatigued,  under 
the  influence  of  alcohol?  Answering  these 
questions  will  aid  greatly  in  judging  the 
influence  of  trauma  in  the  individual  case. 

Concluding,  I should  say  that  many  of 
these  cases  present  most  difficult  and 
almost  insoluble  problems  which  we 
must  judge  in  the  light  of  our  experience 
with  and  conception  of  the  disease.  Our 
opinion  many  times  is  only  presumptive, 
sometimes  only  probable,  again  merely 
possible. 

Each  case  must  be  judged  individually 
from  the  standpoint  of:  (1)  the  degree  of 
trauma  sustained  and  its  known  variable 
effect  on  different  individuals;  (2)  the 
presence  or  absence  of  manifest  tubercu- 
lous disease  at  the  time  of  injury,  its 
character,  extent,  and  subsequent  course ; 
(3)  the  time  interval  lapsing  between 
trauma  and  onset  of  tuberculosis;  (4) 
the  state  of  health  of  the  individual 
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directly  prior  to  the  injury;  (5)  the 
known  course  of  pulmonary  tuberculosis. 

1189  Dean  Street 
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PRE-BUGGY  MEDICINE— THE  HORSEBACK  DOCTOR 


I have  a personal  knowledge  of  rural  medicine 
extending  beyond  seventy  years.  At  first,  my 
father’s  only  means  of  transportation  was  horse- 
back, for  a horse  was  quicker  than  a wagon  and 
could  go  any  place  a man  could  go,  and  the  horse 
rarely  mired  down. 

There  was  a bond  in  those  days  between  the 
patient  and  doctor  that  had  a definite  effect  on 
the  outcome  of  the  case.  One  of  the  family  went 
on  horseback  to  fetch  the  doctor.  The  case  was 
usually  serious,  for  there  was  no  telephone  to  call 
the  doctor  out  of  bed  to  see  someone  who  was 
more  worried  than  ill.  Galloping  hoofs  and  the 
snorting  of  a hard-running  horse  usually  wakened 
the  doctor  before  the  call  came:  “Ho,  Doc! 

Ho,  Doc!  Hello,  hello!”  This  was  followed  by 
pounding  on  the  door  of  the  white  house  located 
on  the  corner  opposite  the  store  in  Union  Village. 
If  it  was  winter,  Dad  crawled  out  of  the  warm 
feather  bed  and,  without  waiting  to  put  on  shoes, 
crossed  the  cold  hall,  and  opened  the  east  door. 
“Ma’s  going  to  have  a baby.  Doc,”  was  usually 
the  message.  Sometimes  it  was  “the  baby’s  got 
the  croup”  or  “Grandpap’s  taken  bad.”  No 
matter  what  the  call.  Dad  went.  To  fetch  a 
doctor  meant  to  go  after  him  and  bring  him  back. 
It  was  usually  a serious  case  and  Dad  stayed  as 
long  as  he  was  needed,  perhaps  all  night.  A close 
bond  existed  between  doctor  and  patient  under 
such  conditions  and  the  faith  in  the  country 
doctor  came  somehow  very  near  to  faith  in  God. 
They  might  pray  for  God  to  save  the  baby,  but  it 
was  from  the  doctor  that  the  miracle  was  ex- 
pected and  often  came. 


A daytime  call  often  lasted  into  the  night.  I 
have  heard  my  English  mother  get  up  and  go  to 
the  kitchen  when  she  heard  horse’s  hoofs  in  the 
barnyard.  She  opened  the  drafts  to  the  stove, 
and  rattled  the  lids  as  she  tried  to  get  the  fire 
roaring  to  make  Dad  something  hot  to  drink  and 
thaw  him  out.  I have  seen  her  help  him  out  of 
his  overcoat  and  stand  it  behind  thfe  stove — the 
coat  so  frozen  that  it  would  stand  by  itself  until 
the  warmth  of  the  stove  melted  it  into  a crumpled 
heap  of  steaming  wool  which  could  then  be  hung 
up  to  dry.  Dad  always  looked  after  his  horse 
before  he  took  care  of  himself,  for  it  was  on  the 
horse  that  he  depended  for  his  transportation. 

An  unbelievable  change  has  come  to  the  prac- 
tice of  medicine  since  my  father  saddled  his 
horse  and  flung  the  saddle  bags  on  behind  him 
and  made  his  lone  way  to  his  patient.  The 
doctor  of  today  still  has  a black  bag  in  which  are 
a few  emergency  medicines,  but  in  it  also  are  the 
stethoscope,  the  sphygmomanometer,  the  oto- 
scope, the  ophthalmoscope,  and  other  things 
used  as  aids  in  arriving  at  a diagnosis.  Where 
my  father  practiced  alone,  the  modern  doctor  of 
today  knows  that  he  has  the  city  hospital  with 
all  its  equipment  at  his  call  if  he  needs  it,  but  the 
place  of  the  general  practitioner  in  the  small  city 
or  rural  community  is  still  as  important  as  ever 
because  it  is  upon  him  that  the  responsibility 
falls  for  the  proper  diagnosis  and  treatment,  or 
for  referring  to  others  for  treatment,  the  persons 
who  are  sick  in  his  locality. — 0.  A.  Province, 
M.D.,  in  the  Journal  of  the  Indiana  State  Medical 
Association 


A BACK-ACTION  CURE  FOR  STOMACHACHE 


The  Attorney-General  of  Minnesota,  Mr.  J.  A. 
A.  Burnquist,  in  a recent  address  before  the 
Minnesota  State  Medical  Association,  told  of  a 
clever  reply  of  a doctor  on  the  witness  stand  in 
St.  Paul  some  years  ago.  The  Attorney-General 
first  remarked  that  the  manner  in*which  some  of 
our  people  can  be  deceived  through  quacks  and 
swindlers  of  every  kind  and  description  is  re- 
markable. It  is  claimed  that  it  costs  this  coun- 
try through  the  expense  of  all  of  its  law  enforcing 
agencies  and  the  loss  of  property  and  life  through 
fraud  and  crime  approximately  $15,000,000,000 
annually. 

In  speaking  of  the  pretenders  to  medical 
skill,  he  remembered  an  incident  in  an  action 
against  one  of  them  tried  some  years  ago  in  the 
court  house  in  the  city  of  St.  Paul.  The  de- 
fendant, who  had  become  widely  known  as  a 


healer  and  who  resided  at  Somerset,  Wisconsin, 
had  been  sued  in  Ramsey  County  for  $25,000 
by  one  of  his  patients  because  of  an  infection 
resulting  from  the  application  of  a plaster  to  his 
back,  the  only  remedy  that  the  alleged  doctor 
ever  applied.  The  health  commissioner  of  St. 
Paul  was  on  the  witness  stand.  He  was  asked 
by  the  attorney  for  the  plaintiff  the  following 
question:  “Suppose,”  he  said  “a  man  has 

stomach  trouble  and  he  consults  the  defendant, 
who  applies  to  his  back  a plaster  consisting  of 
turpentine,  aloes,  and  other  ingredients.  Is  that 
of  any  benefit  to  the  stomach?”  The  doctor  on 
the  witness  stand  delayed  his  answer  momen- 
tarily and  then  said,  “Yes,  I think  it  would  be  of 
some  benefit.  The  patient’s  back  would  pain 
him  so  much  that  he  would  forget  all  about  his 
stomach.” 


A NUTRITIONAL  STUDY 

Analysis  of  100  Medical  Admissions  to  St.  Luke’s  Hospital 

James  Ralph  Scott,  M.D.,  F.A.C.P.,  and  Margaret  McAllister  Janeway,  M.D., 
New  York  City 

( From  Medical  Division  A,  St.  Luke's  Hospital ) 


The  purpose  of  this  investigation  was  to 
determine  the  extent  to  which  nutri- 
tional deficiency  exists  in  the  ward  and 
clinic  admissions  of  St.  Luke’s  Hospital. 
The  intention  was  not  to  make  an  ex- 
haustive nutritional  study  of  all  patients, 
but  rather  to  examine  a cross  section  for 
evidence  of  deficiency  in  certain  nutri- 
tional elements. 

The  selection  of  individuals  for  study 
was  limited  to  100  cases  admitted  to  the 
wards  and  clinic  after  the  investigation 
was  begun.  This  eliminated  any  basis  of 
selection  other  than  chance.  That  it  was 
fairly  representative  of  medical  admis- 
sions is  evident  from  the  list  of  diagnoses 
shown  in  Table  1. 

The  nutritional  elements  investigated 
were  vitamins  A and  C,  iron,  and  calories. 

Methods  and  Criteria 

Vitamin  A . — There  has  been  a tendency 
in  recent  literature  to  denounce  the 
usefulness  of  the  biophotometer  as  a 
means  of  detecting  vitamin  A deficiency. 
We  are  convinced  by  our  experience  that 
the  biophotometer  in  the  hands  of  an 
experienced  technician  is  a useful  means 
of  measuring  the  presence  and  degree  of 
vitamin  A deficiency. 

If  we  accept  the  premise  that  light 
adaptation  is  dependent  on  the  regenera- 
tion of  visual  purple  in  the  retina  and 
that  this  is  dependent  on  the  amount  of 
available  vitamin  A,  we  must  conclude 
that  any  means  of  measuring  light  adapta- 
tion is  an  indirect  way  of  measuring  the 
vitamin  A stores  of  the  body.  The 
Frober-Faybor  biophotometer  is  one  de- 
vice for  measuring  light  adaptation.  The 
technic  of  operation  of  this  instrument  is 
available.  For  lack  of  space  it  will  not  be 
described  here. 


In  our  experience  the  Frober-Faybor 
biophotometer  will  detect  vitamin  A 
deficiency.  Our  one  criticism  of  its 
efficacy  is  that  it  may  be  too  sensitive. 
That,  however,  is  erring  in  the  safe 
direction,  for,  thus,  cases  of  subclinical 
avitaminosis  A are  not  neglected. 

It  cannot  be  denied  that  there  are 
certain  subjective  elements  in  biophoto- 
metric determinations  that  might  affect 
its  accuracy.  But  that  is  true  of  many 
methods  of  clinical  investigation.  In 
our  experience  there  is  a greater  consist- 
ency between  the  initial  and  subsequent 
biophotometric  readings  than  exists,  for 
example,  in  similar  determinations  of  the 
basal  metabolic  rate. 

Several  months  were  devoted  to  per- 
fecting a technic  for  biophotometric  read- 
ings before  the  final  method  was  evolved 
which  was  employed  in  the  present  series 
of  cases.  The  most  helpful  single  modi- 
fication was  the  employment  of  two  suc- 
cessive readings  on  each  examination. 
In  the  hands  of  an  experienced  technician, 
these  two  readings  are  practically  identi- 
cal and  remain  consistently  so  in  the 
initial  examination  and  in  subsequent 
examinations. 

An  obvious  source  of  error  is  an  actual 
dimness  of  vision  which  might  occur,  for 
example,  in  cataract.  In  these  instances 
the  biophotometer  would  indicate  a 
deficiency  in  vitamin  A even  though  the 
patient  were  not  deficient,  for  the  test  de- 
pends upon  the  ability  to  see  a dim  light. 
To  avoid  this  error  all  patients  showing  a 
deficiency  by  the  biophotometer,  were 
tested  for  vision.  If  the  vision  was  found 
to  be  below  20/30,  they  were  excluded 
from  this  series.  Patients  were  regarded 
as  deficient  in  vitamin  A if  their  biopho- 
tometric reading  was  0.840  M.V.C.  or 
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TABLE  1. — Diagnosis  of  100  Admissions  to  St.  Luke’s 
Hospital 


4 Secondary  anemia 

5 Asthma 
5 Arthritis 

2 Arthritis — rheumatoid 
1 Banti’s  disease 

1 Biliary  cirrhosis 

2 Bronchiectasis 

2 Bronchopneumonia 
1 Catarrhal  jaundice 
1 Cirrhosis  of  the  liver 
1 Coryza 

1 Cerebrospinal  lues 
1 Carcinoma  of  the  stomach 

1 Cerebral  neoplasm 

2 Colitis 

7 Diffuse  toxic  goiter 
7 Duodenal  ulcer 
2 Diabetes  mellitus 
1 Diabetes  mellitus  & pul- 
monary tbc. 

1 Emphysema 
1 Erythema  multiforme 
1 For  diagnosis 

1 Fever  of  unknown  origin 

2 Gastric  ulcer 

3 General  arteriosclerosis 
2 Toxic  nodular  goiter 

2 Gingivitis 


1 Glandular  dyscrasia 

1 Headache 

2 Hematoma 

1 Hemorrhoids 

2 Hypertension 
1 Hypotension 
6 Malnutrition 

1 Acute  nephritis 
1 Glomerular  nephritis 

1 Osteoarthritis 

2 Pernicious  anemia 
1 Pneumonia 

1 Pulmonary  hemorrhage 
1 Pain,  nausea  & vomiting 
1 Pemphigus 
1 Peripheral  neuritis 
1 Pellagra 
1 Pulmonary  tbc. 

1 Psychoneurosis 

3 Acute  rheumatic  fever 
1 Rheumatic  endocarditis 
1 Renal  tumor 

1 Thyroid  enlargement 
(simple) 

1 Chronic  tonsillitis 
1 Ulcer  of  the  foot — chronic 

4 Ulcerative  colitis 

1 Ulcers  of  the  mouth 


over  on  the  Frober-Faybor  biophotometer. 

Vitamin  C. — Vitamin  C determinations 
were  done  on  citrated  blood  taken  before 
breakfast.  The  blood  was  examined  by 
the  method  described  by  Farmer  and 
Abt.  In  most  instances  the  analysis  was 
done  at  once.  If  a delay  was  unavoidable 
between  the  time  of  the  collection  of  the 
blood  and  its  examination,  five  drops  of 
potassium  cyanide,  10  per  cent  solution, 
were  added  to  the  specimen  to  prevent 
the  oxidation  of  vitamin  C.  These 


termined  by  the  usual  actuarial  tables. 
If  the  weight  was  less  than  the  “ideal,” 
the  patient  was  regarded  as  deficient  in 
calories.  No  attempt  is  made  in  the 
charts  to  record  the  degree  of  deficiency. 
It  is  admitted  that  the  usual  actuarial 


specimens  were  examined  within  the  next  tables  are  based  on  “average”  weights  of 
twelve  hours.  normal  individuals  and  make  no  allow- 


Patients  were  regarded  as  deficient  in 
vitamin  C if  the  fasting  blood  cevitamic 
acid  determination  was  0.70  mg.  per  cent 
or  less. 

Iron. — The  percentage  (or  grams)  of 
hemoglobin  in  the  blood  was  adopted  as 
the  index  of  iron  deficiency.  The  hemo- 
globin reading  is  an  accurate  index  of 
iron  deficiency  with  the  possible  excep- 
tion of  cases  of  Addison’s  (pernicious) 
anemia.  In  this  series  there  were  2 cases 
of  pernicious  anemia.  Patients  were 
regarded  as  deficient  in  iron  if  the  hemo- 
globin determination  was  70  per  cent 
(10.2  grams)  or  less.  Hemoglobin  de- 
terminations were  done  with  the  Sahli 
Hemoglobinometer. 

Calories. — Caloric  deficiency  was  meas- 
ured by  comparing  the  patient’s  actual 
weight  with  his  ideal  weight,  as  de- 


ance for  differences  in  body  build.  For 
the  thin-skeletoned,  tall  individual,  the 
figures  in  the  tables  are  high,  and  for  the 
thick-skeletoned,  stocky  individual,  they 
are  low.  Nevertheless,  for  a sufficiently 
large  group  of  individuals  these  two  types 
check  each  other,  and  a trend  in  a group 
toward  overweight  or  underweight  can  be 
detected. 

Analysis  of  Findings 

The  results  of  the  investigation  of  the 
four  nutritional  elements  are  shown  in 
Chart  1.  One  hundred  individuals  were 
examined,  35  men  and  65  women. 
Seventy-six  were  ward  patients  and  24 
were  clinic  patients. 

Their  ages  varied  from  10  to  80  years. 
Fifty-four  different  medical  conditions 
were  encountered. 
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TABLE  2. — An  Analysis  of  the  Regular  Ward  Diet 
at  St.  Luke’s  Hospital 


Carbohydrate 

Protein 

Fat 

Calories 

Ward  Diet 

255  Gm. 

73  Gm. 

88  Gm. 

2,100 

Optimal  Standard 
for 

Normal  Adult 

Calcium 

1.21  Gm. 

0.68  Gm. 

Phosphorus 

1.43  Gm. 

1.32  Gm. 

Iron 

0.0149  Gm. 

0.015  Gm. 

Vitamin  A 

4,850  I.U. 

3,000-6,000  I.U. 

Vitamin  Bi 

314  I.U. 

200-400  I.U. 

Vitamin  C 

996  I.U. 

300-1,500  I.U. 

Vitamin  D 

73  I.U. 

700-800  I.U 

Vitamin  G 

750  S.U. 

600  S.U. 

75  per  cent  of  the  patients  were  deficient  in 
calories. 

46  per  cent  of  the  patients  were  deficient  in 
vitamin  A. 

33  per  cent  of  the  patients  were  deficient  in 
vitamin  C. 

23  per  cent  of  the  patients  were  deficient  in 
iron. 

Contrary  to  our  expectations,  no  corre- 
lation could  be  demonstrated  between  the 
diagnosis  and  the  degree  or  character  of 
the  deficiency  except  where  an  obvious 
relation  existed,  such  as  iron  deficiency 
in  anemia,  etc.  In  other  words,  the 
nutritional  deficiencies  of  this  group  are 
probably  a reflection  of  their  economic 
status  and  their  nutritional  habits  as 
much  as  the  condition  for  which  they 
sought  admission.  Whether  due  to  any 
one  or  all  of  these  causes,  a nutritional 
deficiency  is  demonstrated.  It  should 
receive  appropriate  treatment.  Treat- 
ment of  the  nutritional  deficiency  should 
accompany  and  supplement  the  treat- 
ment of  the  specific  ailment  which 
brings  the  patient  to  the  hospital. 

Discussion 

It  follows  from  the  above  findings  that 
a fortification  of  the  regular  ward  diets 
by  the  addition  of  certain  vitamins  must 
be  considered.  This  is  now  being  done  at 
St.  Luke’s,  even  though  the  regular  ward 
diets  contain  an  adequate  amount  of  the 
“protective”  substances  (with  the  ex- 
ception of  vitamin  D). 

An  analysis  of  the  regular  ward  diet  for 
adults  at  St.  Luke’s  Hospital,  based  on 
the  average  daily  consumption  over  a 
period  of  two  weeks  is  shown  in  Table  2. 


The  regular  ward  diets  are  designed  to 
supply  the  accepted  adequate  amounts 
of  minerals  and  vitamins  for  an  adult,  at 
bed  rest,  without  disturbed  metabolism. 
It  will  be  noted  that  an  adequate  amount 
of  the  “protective”  substances  (for  adults) 
is  provided  by  our  regular  ward  diet  with 
the  single  exception  of  vitamin  D.  The 
deficiency  in  vitamin  D is  easily  overcome 
by  the  addition  of  viosterol.  The  salt 
content  (Na  Cl)  of  this  diet  averages 
7 grams  daily.  With  salt  used  from  the 
tray,  the  daily  intake  would  probably  be 
increased  to  10  grams.  The  ash  of  the 
diet  is  sufficiently  alkaline  to  necessitate 
adjustments  to  produce  a lowered  pH 
on  the  urologic  wards. 

It  must  be  emphasized  that  the  “ade- 
quate protective  amount”  of  essential 
nutritional  substances,  particularly  the 
vitamins,  means  the  quantity  of  these 
substances  necessary  to  protect  against 
manifest  signs  of  the  corresponding 
nutritional  deficiencies.  In  other  words, 
it  means  the  quantity  necessary  for 
prevention  of  these  deficiency  states. 
For  the  treatment  of  deficiency  states, 
however,  it  is  generally  acknowledged 
that  dosages  varying  from  three  times  to 
ten  times  the  protective  amount  of  these 
substances  are  necessary  to  restore  the 
patient  to  normal.  A considerable  num- 
ber of  the  patients  included  in  this  study 
proved  to  be  deficient  in  one  or  more  of 
the  four  nutritional  elements  included 
in  the  investigation.  They  should  receive 
the  corresponding  substances,  especially 
the  vitamins,  in  quantities  in  excess  of  the 
adequate  “protective”  dosage. 

It  has  been  found  by  most  students  of 
nutrition  that  where  a deficiency  in  one 
essential  nutritional  element  exists,  other 
nutritional  deficiencies  are  present.  In 
other  words,  multiple  deficiency  is  the 
rule  rather  than  the  exception.  There- 
fore, in  order  to  be  on  the  safe  side,  all 
protective  substances  should  be  added  to 
the  diets  of  these  patients.  This  is 
particularly  true  for  the  vitamins,  for,  as 
yet,  no  simple  clinical  test  for  deficiency 
is  available  for  the  vitamins  except  for 
vitamin  A and  vitamin  C.  Where  it  is 
impossible  to  make  vitamin  studies  on 
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every  patient,  it  is  advisable  to  give  added 
concentrates  to  all  patients,  for,  as  shown 
in  this  study,  1 out  of  2 are  deficient  in 
vitamin  A,  and  1 out  of  3 are  deficient  in 
vitamin  C. 

To  meet  this  need  for  additional  vita- 
mins, a “vitamin  cocktail”  has  been 
devised.  This  consists  of : 

2 level  tablespoonfuls  of  brewers’  yeast 
powder 

5 drops  of  haliver  oil  and  viosterol 

y2  glass  of  grapefruit  juice 

A sweetening  syrup  adds  to  the  palata- 
bility  of  this  drink. 

These  substances  are  thoroughly  mixed 
in  a Waring  mixer  and  served  iced  three 
times  daily,  usually  after  meals.  The 
approximate  value  of  this  “cocktail”  in 
vitamins  is  given  in  Table  3. 

Since  this  “cocktail”  is  given  three 
times  daily,  the  amount  of  vitamins  given 
to  the  patient  per  day  by  this  means  is: 

Bi  750  I.U.  (International  Units) 

B2  1,260  S.U.  (Sherman  Units) 

A 25,500  I.U. 

D 5,100  I.U. 

C 1,320  I.U. 

We  are  assured  by  our  pharmacist  that 
the  cost  of  three  cocktails  does  not  exceed 
five  cents  per  day  per  patient. 

In  addition  to  the  vitamins  A,  D,  and 
C,  this  “cocktail”  provides  the  whole  B 
complex  which  is  known  to  be  superior  to 
the  sum  of  its  known  purified  components 
(thiamin,  riboflavin,  and  nicotinic  acid). 
This  is  the  prophylactic  medication  now 
employed  on  Medical  Division  A for  all 
chronic  illnesses  and  the  convalescent 
stage  of  acute  illnesses.  Iron,  of  course, 
is  given  when  the  hemoglobin  and  red 
cell  determination  indicates  a need  for  it. 
For  the  acute  specific  vitamin  deficiencies, 
thiamin  chloride,  cevitamic  acid,  or  liver 
are  given  parenterally  as  indicated,  in 
addition  to  the  “cocktail,”  and  additional 


TABLE  3. — Analysis  of  the  Vitamin  Cocktail 

2 Level  tablespoonfuls  of  brewers' 

yeast  (5  Gm.)  Bi  250  I.U. 

B2  420  S.U. 

5 Drops  of  haliver  oil  and  viosterol 

(3  minims)  A 8,500  I.U. 

D 1,700  I.U. 

l/t  Glass  of  grapefruit  juice  (4  oz.)  C 440  I.U. 


nicotinic  acid  or  riboflavin  is  given  by 
mouth.  When  the  signs  and  symptoms 
of  acute  deficiency  disappear,  parenteral 
therapy  is  discontinued  and  all  of  the 
vitamins  are  given  by  mouth. 

Summary 

1.  An  investigation  of  100  medical 
admissions  to  St.  Luke’s  Hospital  was 
made  to  determine  the  extent  to  which 
nutritional  deficiency  exists  among  the 
ward  and  clinic  patients. 

2.  The  nutritional  elements  investi- 
gated were:  vitamins  A and  C,  iron,  and 
calories. 

3.  Methods  and  criteria  are  discussed. 

4.  Analysis  of  findings  show  that: 
76  per  cent  of  the  patients  were  deficient 
in  calories;  46  per  cent  of  the  patients 
were  deficient  in  vitamin  A;  33  per  cent 
of  the  patients  were  deficient  in  vitamin 
C;  23  per  cent  of  the  patients  were  de- 
ficient in  iron. 

5.  The  method  employed  at  St.  Luke’s 
Hospital  for  fortification  of  the  regular 
ward  diets  with  the  essential  food  acces- 
sories is  discussed  in  detail. 


We  are  indebted  to  Miss  Mary  R. 
Curfman,  director  of  dietitions  of  St. 
Luke’s  Hospital,  for  the  analysis  of  the 
regular  ward  diet  composing  Table  2. 

We  are  indebted  to  our  technicians, 
Miss  Emily  Cross,  Mrs.  Edward  Herbert, 
Jr.,  and  Mrs.  Hugh  Martin,  for  their 
painstaking  care  and  skill  in  securing  the 
vitamin  A determinations. 

960  Park  Avenue 
140  East  54th  Street 


An  interesting  feature  of  a recent  broadcast  on 
cancer  sponsored  by  the  New  York  Academy  of 
Medicine  was  the  testimony  of  a physician  and 
a businessman,  both  of  whom  had  been  cured  of 
cancer. 


“The  best  use  to  which  man  can  put  his 
predatory  instincts  is  the  ruthless  pursuit  of 
hidden  disease.  The  hunting  in  the  field  of 
tuberculosis  is  unusually  good.” — Nat.  Tubercu- 
losis Assn. 


APPLICATIONS  OF  ELECTROENCEPHALOGRAPHY 
IN  THE  PRACTICE  OF  MEDICINE 


Hans  Strauss,  M.D.,  New  York  City 

( From  the  Department  of  Psychiatry,  New  York  State  Psychiatric  Institute  and  Hospital, 

New  York  City) 


IN  1929  Hans  Berger2  reported  the  possi- 
bility of  recording  from  the  scalp 
electrical  potentials  originating  from  the 
human  brain . The  resulting  records  have 
been  called  the  electroencephalogram 
(EEG).  Since  Adrian,1  in  1934,  con- 
firmed Berger’s  discovery  and,  by  virtue 
of  his  authority,  relieved  the  initial  skep- 
tical attitude,  research  in  this  field  has 
been  taken  up  on  a large  scale,  especially 
in  this  country.  The  progress  that  has 
been  made  has  brought  electroencepha- 
lography into  the  realm  of  practical  appli- 
cability in  medicine.  For  this  reason  the 
practicing  physician  should  be  familiar 
with  this  technic  and  procedure  and 
should  know  in  what  cases  it  can  be  of 
diagnostic  value.  It  is  the  aim  of  this 
paper  to  give  this  information. 

The  Technic 

The  recording  apparatus  consists  es- 
sentially of  three  parts:  the  electrodes, 
the  amplifiers,  and  the  writing  system. 
The  electrodes  most  commonly  used  are 
small  solder  buttons  in  which  the  lead 
wires  are  imbedded.  The  electrodes  have 
a depression  on  one  side  which  is  filled 
with  electrode  paste  to  guarantee  a good 
contact  with  the  scalp.  The  electrodes 
are  fastened  to  the  scalp  by  collodion. 
They  are  small  enough  so  that  the  hair 
does  not  have  to  be  shaved  or  cut.  After 
recording,  the  collodion  holding  the  elec- 
trodes is  removed  with  acetone  leaving 
no  residue.  The  number  and  placement 
of  electrodes  used  depend  on  the  specific 
diagnostic  problem  to  be  solved  by  the 
recording.  Since  it  is  necessary  to  obtain 
comparable  records  from  each  hemi- 
sphere in  determining  bilateral  differences, 
the  symmetrical  placing  of  electrodes  on 
both  sides  should  be  used  for  this  purpose. 
The  amplifiers  are  of  special  construction 


and  serve  the  purpose  of  amplifying  the 
low-voltage  currents  obtained  from  the 
scalp  to  a voltage  high  enough  to  activate 
the  writing  system.*  The  writing  system 
most  commonly  used  is  an  ink  writer  the 
construction  of  which  is  similar  to  that  of 
a loud  speaker,  the  main  difference  being 
that  a pen  is  attached  to  the  coil  and  that 
it  is  especially  adapted  to  the  wave  fre- 
quencies originating  from  the  brain.  It  is 
important  to  have  several,  at  least  two, 
well-matched  recording  systems  at  one’s 
disposal.  This  makes  it  possible  to  re- 
cord simultaneously  from  various  parts  of 
the  brain  and  compare  exactly  the  differ- 
ence in  their  electrical  activity.  A very 
important  accessory  part  of  the  equip- 
ment is  a shielded  room  or  bag  which  is 
necessary  to  keep  out  of  the  amplifying 
system  electrical  potentials  originating 
outside  the  patient.  As  the  amplifica- 
tion is  very  high  and  the  currents  ob- 
tained from  the  brain  are  of  very  low 
voltage  the  entrance  of  even  very  low- 
voltage  currents  emitted  by  the  light  lines 
or  other  electrical  structures  would  cause 
serious  distortions  of  the  record.  During 
the  recording  standard  conditions  have 
to  be  maintained.  The  patient  lies  re- 
laxed with  the  eyes  closed  in  a dark  and 
semi-soundproof  room.  A trained  ob- 
server, usually  a nurse,  is  present  in  this 
room  during  the  recording  in  order  to  ob- 
serve the  patient  and  to  signal  movement 
or  other  incidents  that  might  influence  the 
record. 

Normal  and  Abnormal  Electro- 
encephalogram11 

The  potentials  originating  from  the 
brain  are  of  very  low  voltage  ranging  in 

* The  inserted  records  were  taken  with  a resistance  ca- 
pacity coupled  push-pull  amplifier  constructed  by  Mr. 
W.  E.  Rahm,  Jr. 
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normal  cases  between  5 and  100  micro- 
volts (1  microvolt  = 1/1,000,000  volt). 
Such  potentials  appear  with  various  fre- 
quencies. Two  frequency  bands  are  of 
special  importance:  (1)  the  alpha  waves 
(curves  1 and  2)  which  consist,  in  adults, 
of  frequencies  of  8-12  cycles  per  second; 
(2)  the  beta  waves  (curve  2)  consisting 
of  frequencies  ranging  from  17-30  cycles 
per  second. 

The  appearance  of  serial  frequencies 
of  6 cycles  and  less  per  second  (so-called 
delta  waves)  in  adults  is  definitely  ab- 
normal— also  is  the  presence  of  differ- 
ences in  amplitude  and  distribution  of 
frequencies  between  symmetrical  leads 
from  both  sides  of  the  head  (curve  3). 
These  two  symptoms  (abnormally  slow 
potentials  and  bilateral  difference)  are  the 
most  important  guides  in  the  diagnosis 
of  abnormal  conditions. 

Epilepsy  and  Related  Disorders 

The  most  impressive  abnormal  electro- 
encephalographic  pattern  is  that  of  the 
petit  mal  seizure.7  It  shows  a regular  al- 
ternation between  a sharp  spike  and  a 
slow  wave  with  a frequency  of  the  pattern 
of  3 or  close  to  3 per  second  (curve  4). 
The  knowledge  of  this  pattern  is  of  great 
value  in  the  diagnosis  of  many  cases  in 
which  the  question  of  petit  mal  arises,  but 
abnormal  potentials  are  also  found  in 
many  epileptics  between  the  seizures. 
They  appear  as  series  of  slow  waves  at  a 
frequency  of  from  3-6  per  second.7’8  The 
finding  of  such  potentials  is,  of  course,  of 
great  importance  in  separating  hysterical 
or  other  conditions  from  epilepsy.  An 
improvement  of  the  epileptic  condition 
during  treatment  is  often  accompanied 
by  an  improvement  in  the  EEG.13’15’17 
Electroencephalographic  control  is,  there- 
fore, very  useful  in  adjusting  the  treat- 
ment in  such  epileptics  who  have  only 
rare  seizures.  Without  the  assistance  of 
the  EEG  we  can  obtain  a judgment  upon 
the  result  of  the  treatment  only  by  wait- 
ing for  the  next  seizure.  With  the  EEG 
we  are  able  to  check  the  result  of  the 
treatment  continuously  and  to  adjust  it 
to  the  needs  of  the  patient  without  losing 
time. 
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Fig.  1.  Electroencephalographic  records 
(curves  1-4).  The  vertical  lines  correspond  to 
the  indicated  number  of  microvolts.  (1)  Alpha 
activity  disappearing  at  * indicating  the  begin- 
ning of  optic  stimulation.  (2)  Alpha  activity 
and  burst  of  beta  activity.  (3)  Bilateral  differ- 
ence between  right  (top)  and  left  (bottom)  hemi- 
sphere in  right-sided  porencephaly.  (4)  Petit 
mal  seizure. 

In  the  field  of  epilepsy  the  EEG  is  also 
helpful  in  determining  the  primary  focus 
of  the  convulsions.9’10*12  This  is  done  by 
determining  from  which  part  of  the  cor- 
tex abnormal  potentials  appear  at  the 
beginning  of  the  seizure,  and  in  which 
part  of  the  brain  they  appear  most  fre- 
quently and  show  the  highest  amplitude 
between  seizures.  In  this  way  the  locali- 
zation of  the  place  for  a possible  surgical 
treatment  can  be  obtained. 

Abnormally  slow  potentials  as  found 
in  epileptics  between  seizures  can  also  be 
observed  in  a number  of  relatives  of  some 
epileptics.19  Studies  of  this  sort  are  as 
yet  incomplete  but  are  being  continued 
to  discover  their  significance  for  the  he- 
redity of  epilepsy  and  for  eugenic  meas- 
ures. The  same  slow  potentials  can  also 
be  found  in  a group  of  difficult  children14-18 
showing  behavior  disorders  of  the  conduct 
type  with  severe  irritability  and  insta- 
bility. Since  a group  of  these  “epilep- 
toid”  children  showing  a definite  electro- 
encephalographic pattern  reacts  favorably 
to  treatment  with  benzedrine  sulfate  while 
similar  cases  with  a different  EEG  do 
not,5  the  EEG  is  of  value  in  determining 
the  therapy  in  these  cases. 

Organic  Pathology  of  the  Brain 

The  EEG  helps  not  only  in  making  the 
diagnosis  of  organic  pathology  but  also  in 
localizing  it.4,20’21  Thus  we  were  able  to 
diagnose  an  underlying  organic  pathology 
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in  a group  of  children  with  behavior  dis- 
orders. They  did  not  show  any  neuro- 
logic symptoms,  hence  the  diagnosis  was 
possible  only  through  the  use  of  electro- 
encephalography or  pneumoencephalog- 
raphy.18 In  accident  cases  the  EEG  can 
be  used  to  determine  the  presence  and  to 
follow  the  course  of  an  organic  damage. 
This  seems  of  high  importance  for  the 
legal  aspect  of  many  of  these  cases,  but 
the  most  important  and  most  complicated 
task  of  practical  electroencephalography 
is  the  diagnosis  and  localization  of  brain 
tumors.  In  this  work  particularly  it  is 
necessary  to  have  long  experience  in 
reading  and  evaluating  the  records  so  that 
correct  interpretations  may  be  made. 
In  this  difficult  field  electroencephalog- 
raphy is  making  steady  progress. 

Other  Applications 

It  is  a well-known  fact  that  the  alpha 
activity  recorded  from  the  occiput  disap- 
pears or  at  least  becomes  greatly  reduced 
when  the  eye  is  stimulated  by  light  (curve 
l).3  This  enables  us  to  diagnose  whether 
a patient  is  blind  or  not.  The  definitely 
abnormal  pattern  of  the  EEG  in  sleep  and 
intoxications  with  various  anesthetics 
makes  it  possible  to  differentiate  between 
sleep,  intoxications,  and  states  of  stupor, 
e.g.,  hysterical  or  catatonic  stupor. 

There  is  no  doubt  that  many  other 
practical  applications  of  electroencepha- 


lography will  be  developed.  This  is  es- 
pecially true  since  this  method  can  be 
easily  applied,  causes  the  patient  no  dis- 
comfort, and  places  him  in  no  danger. 

But  in  spite  of  all  its  advantages,  elec- 
troencephalography like  every  other  di- 
agnostic aid  should  only  be  used  to  make 
a diagnosis  in  combination  with  all  the 
other  available  methods.  If  this  is  done 
electroencephalography  will  be  a useful 
aid  in  our  endeavors  to  help  the  patient. 
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FIVE  “DON’TS”  FOR  MOTOR  ACCIDENTS 

Sharply  critical  of  what  he  termed  Rochester’s 
“complacency  in  tolerating  needless  loss  of  life, 
physical  suffering,  and  destruction  of  property” 
in  traffic  accidents,  Dr.  Harold  H.  Baker,  chair- 
man of  the  newly  created  public  safety  committee 
of  the  Monroe  County  Medical  Society,  calls  for 
a revolution  in  public  attitude. 

“We  are  not  having  the  reduction  of  accidents 
in  this  district  to  which  we  are  entitled,”  Dr. 
Baker  declared  in  a Medical  Society  broadcast. 
“In  the  Rochester  area  in  1939  there  were  more 
killed  and  more  injured  than  in  1938.  There 
should  have  been  a reduction  instead  of  an 
increase.” 

Dr.  Baker  also  warned  persons  at  accident 
scenes  not  to  move  injured  persons  except  under 
instruction  of  a physician  or  other  competently 
trained  persons.  He  listed  the  following  five 
rules  to  be  observed  at  accident  scenes: 


“Don’t  allow  an  injured  person  to  be  pulled 
out  from  under  an  automobile.  Always  lift  the 
object  from  the  body. 

“Don’t  straighten  limbs  which  are  bent  at 
queer  angles,  and  don’t  pull  a protruding  bone 
back  into  the  flesh. 

“If  the  injured  person  can  move  his  arms  but 
not  his  legs,  his  back  may  be  broken.  Don’t  move 
him.  Particularly,  if  lying  face  down,  don’t 
turn  him  over.  Await  the  ambulance. 

“Don’t  fail  to  await  the  arrival  of  instructed 
persons  in  a first-aid  station,  police  car,  or  ambu- 
lance, and  on  their  arrival  don’t  fail  to  co- 
operate. 

“Don’t  fail  to  realize  that  more  damage  may 
be  done  by  conscientious,  well-meaning,  unneces- 
sary assistance  than  by  keeping  hands  off.  If 
you  do  not  know  what  you  are  doing,  do  noth- 
ing.” 
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The  Legislature,  because  of  illness  among  its 
leaders,  may  not  be  able  to  adjourn  as  early 
as  there  were  hopes  that  it  would,  but,  never- 
theless, it  is  exceedingly  important  that  each 
reader  of  the  Bulletin  take  up  immediately  with 
his  Assemblymen  and  Senators  the  enactment  of 
the  following  two  bills:  Senate  Int.  508,  Print 
519 — Desmond;  Assembly  Int.  695,  Print 

706 — Vincent,  relative  to  the  practice  of  radi- 
ology; and  Senate  Int.  927,  Print  1053 — Page; 
Assembly  Int.  1399 — Milmoe,  relative  to  the 
endorsement  by  the  Board  of  Regents  of  medical 
licenses  granted  in  other  states  or  countries. 
These  two  important  bills  can  be  passed  this 
year  if  every  one  of  our  readers  does  his  share. 
Please  do  not  think  that  there  is  no  necessity 
for  your  attending  to  this  matter  because  you 
think  all  the  other  persons  will  do  it.  Rather 
look  at  it  this  way — since  none  of  the  others 
is  likely  to  remember  to  discuss  the  matter  with 
his  legislators,  it  is  exceedingly  essential  that 
you  do  so. 

Inquiry  among  the  legislators  in  previous 
winters  has  shown  us  that  very  few  doctors  take 
these  requests  of  ours  seriously.  As  a result, 
when  something  undesirable  happens,  the  doctors 
charge  the  legislators  with  being  political  or 
neglectful  of  the  physicians’  interest,  when  the 
truth  of  the  matter  is  that  none  of  their  physi- 
cians has  taken  a sufficient  interest  in  the 
matter  to  advise  them  of  his  wishes.  Mr. 
Vincent  yesterday  showed  me  the  correspondence 
he  has  had  thus  far  on  his  radiology  bill.  I was 
amazed;  there  were  but  twelve  letters  from 
physicians  urging  its  enactment  and  a majority 
of  these  came  from  New  York  City,  and  one 
letter  in  opposition.  I hope  that  within  the 
next  week  he  and  members  of  the  Education 
Committee  will  receive  a hundred  letters  urging 
its  enactment. 

New  Bills  Introduced 

Senate  Int.  1095 — Buckley,  repeals  provision 
relating  to  nurses’  registry  and  provides  for 
licensing  nursing  bureaus  in  cities,  upon  pay- 
ment of  fee  of  $25  to  mayor  or  commissioner  of 
licenses;  surety  bond  of  $1,000  to  be  filed  and 
records  of  applicants  and  employments  to  be 
kept  open  for  inspection;  false  advertising  is 
prohibited.  Referred  to  the  General  Laws 
Committee. 

Senate  Int.  1100 — Janes;  Assembly  Int. 

1339 — Wadsworth,  provides  for  physical  repair 
of  handicapped  adult  unemployed  persons  by 
city  and  county  assistance  districts  with  partial 
reimbursement  by  state;  judge  of  district  to 
pass  upon  applications  that  require  approval 
of  State  Social  Welfare  Department  through  an 
advisory  council  of  eight  which  is  here  created 
to  supervise  the  administration;  makes  other 
provisions.  Referred  to  the  health  committees. 

COMMENT:  Assemblyman  Wadsworth 

introduced  a similar  bill  last  year,  which  some 
of  you  will  recall.  During  the  summer  he  had 


several  conferences  on  the  matter  and  this  new 
draft  is  a result  of  those  conferences.  If  you 
would  like  to  read  the  bill,  we  shall  be  glad  to 
send  you  a copy  on  receipt  of  your  request. 

Senate  Int.  1158 — Mahoney;  Assembly  Int. 
1420 — Mailler,  makes  internship  of  not  less 
than  twelve  months  in  hospital  in  this  country 
or  Canada  a condition  prerequisite  to  receiving 
license  to  practice  medicine.  Referred  to  the 
education  committees. 

COMMENT : This  bill  is  a result  of  the 
request  of  our  House  of  Delegates  that  a year’s 
internship  be  added  to  the  medical  course.  The 
bill  requires  that  a medical  student  take  his 
examination  after  completion  of  the  one  year’s 
internship.  Some  have  suggested  that  the 
student  should  be  permitted  to  take  his  exami- 
nation under  the  State  Board  of  Medical  Exam- 
iners at  the  completion  of  the  four  years’  work, 
and  if  he  successfully  passes  the  examination, 
his  license  could  be  granted  him  after  completion 
of  the  year’s  hospital  work.  If  the  student 
elects  to  do  his  internship  in  a hospital  far  away 
from  New  York  State,  it  will  not  only  be  in- 
convenient but  expensive  for  him  to  return  to 
the  state  at  the  end  of  the  year  in  order  to  take 
his  licensing  examination.  There  is  also  a 
question  as  to  whether  the  student  will  be  as 
well  prepared  to  take  his  examination  after 
spending  a year  as  an  intern. 

Assembly  Int.  1363 — Ryan,  prescribes  the 
percentages  of  alcohol  required  to  be  found  upon 
chemical  analysis  in  the  body  of  a person  charged 
with  operating  a motor  vehicle  while  intoxicated 
as  presumptive  evidence  that  defendant  was 
or  was  not  intoxicated.  Referred  to  the  J udiciary 
Committee. 

COMMENT:  The  percentages  are  as  follows: 
The  presence  of  fifteen  hundredths  of  1 per  cent 
or  more  of  alcohol  in  the  blood,  urine,  or  breath 
shall  be  presumptive  evidence  of  intoxication; 
while  the  presence  of  five  hundredths  of  1 
per  cent  or  more  but  less  than  fifteen  hundredths 
shall  be  relevant  evidence  of  intoxication;  and 
the  presence  of  less  than  five  hundredths  of 
1 per  cent  shall  be  presumptive  evidence  that 
the  defendant  was  not  intoxicated. 

Assembly  Int.  1373 — L.  Bennett,  requires 
physicians  to  report  cases  of  infantile  paralysis 
to  local  health  officer  or  to  state  department; 
creates  in  State  Health  Department  a division 
to  investigate  cause,  mortality  rate,  prevention 
and  cure  of  infantile  paralysis  and  allied  diseases 
and  appropriates  $35,000.  Referred  to  the  Ways 
and  Means  Committee. 

COMMENT : The  State  Department  of 

Health  is  carrying  on,  under  the  present  setup, 
all  of  the  work  that  is  outlined  in  this  bill. 

Assembly  Int.  1399 — Milmoe,  relative  to  the 
endorsement  by  the  Board  of  Regents  of  medical 
licenses  granted  in  other  states  or  countries. 

COMMENT:  Same  as  Senate  Int.  927 — 

Page,  reported  in  Bulletin  No.  5. 
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Assembly  Int.  1477 — Fogarty,  provides  that 
employees  mentally  disabled  as  result  of  accident 
arising  out  of  employment  shall  be  entitled  to 
receive  medical  care  and  maintenance  in  public 
hospital  or  institution  at  expense  of  employer 
and  without  deductions  from  compensation 
payable  to  him.  Referred  to  the  Labor  Com- 
mittee. 


Action  on  Bills 

S.  Int.  97 — Graves 


S.  Int.  310 — Hast- 
ings 


Manufacture 
and  sale  of 
adulterated 
foods 

Deaf  children 
reports. 
New  York 
City 


S.  Int.  314— Con- 
don 


S.  Int.  709— Con- 
don 


A.  Int.  195— Vin- 
cent 


W orkmen’s 
compensa- 
tion, physi- 
cians’ re- 
ports 

Workmen’s 
compensa- 
tion, vol- 
unteer fire- 
men 

Criminal 
code,  drug 
violations 


Passed  Sen- 
ate; third 
reading  in 
Assembly 
Passed  Sen- 
ate; in  As- 
s e m b 1 y 
Health 
Com. 
Reported 


Reported 


To  Governor 


Hearings 

Feb.  20  Bills  relating  to  Joint  hearing  be- 
sale  of  fireworks  fore  codes  com- 
mittees 


Congressional  Bills 

Senate  3230,  by  Mr.  Wagner,  to  promote  the 
national  health  and  welfare  through  appro- 
priation of  funds  for  the  construction  of  hos- 
pitals. Mr.  Lee,  of  California,  has  introduced 
the  same  bill  in  the  House  of  Representatives, 
where  it  is  known  as  H.R.  8240.  This  bill  was 
drafted  to  incorporate  the  suggestions  contained 
in  the  message  the  President  submitted  to 
Congress  on  January  23. 

Senator  Mead,  in  Senate  3246,  has  incorpo- 
rated the  objectives  of  the  President’s  message 
in  a little  different  way.  His  bill  has  been 
introduced  in  the  House  of  Representatives  by 
Mr.  Schulte,  of  Indiana,  and  is  known  as  H.R. 
8288. 

Both  of  these  bills  and  the  President’s  message 
you  will  find  in  the  February  10  issue  of  the 
J.A.M.A.,  pages  494,  495,  and  496.  They  should 
be  carefully  studied. 

John  L.  Bauer 
Leo  F.  Simpson 
Walter  W.  Mott 

Committee  on  Legislation 
Joseph  S.  Lawrence 

Executive  Officer 
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Bills  Introduced 


Senate  Int.  1284 — Joseph,  provides  compen- 
sation for  mentally  disabled  employees. 
Referred  to  the  Labor  Committee. 

COMMENT:  Same  as  Assembly  Int.  1477 — 
Fogarty,  reported  in  Bulletin  No.  6. 

Senate  Int.  1289 — Condon,  defines  practice 
of  radiology  as  practice  by  person  examining 
human  body  by  use  of  x-rays  or  by  means  of 
fluoroscopic  exhibition  or  by  shadows  registered 
with  photographic  material;  certain  persons 
and  corporations  are  excepted  from  requirements 
of  the  bill.  Referred  to  the  Education  Com- 
mittee. 

COMMENT:  This  bill  is  identical  with  the 
original  Desmond-Vincent  bill  except  that  there 
is  added  to  section  3,  page  2,  the  following: 
“Provided,  however,  that  such  prohibition  shall 
not  apply  to  any  person,  firm’  or  corporation 
which  shall  have  been  continuously  and  actively 
engaged  in  the  practice  of  radiology  for  at  least 
one  year  prior  to  July  1,  1940.” 

Assembly  Int.  1491 — Boccia,  limits  to  eight 
hours  a day  and  forty-eight  hours  a week,  the 
hours  of  labor  of  graduate  and  practical  nurses 
in  hospitals  in  New  York  City;  excepts  ad- 
ministrative officials  and  members  of  religious 
orders  acting  without  pay.  Referred  to  the 
Labor  Committee. 

Assembly  Int.  1643 — Jarema,  repeals  pro- 
vision which  gives  hospitals  a lien  for  persons 
injured  as  result  of  negligence.  Referred  to  the 
Judiciary  Committee. 


Assembly  Int.  1661 — Armstrong,  requires  a 
physician  treating  an  injured  employee  entitled 
to  workmen’s  compensation  award,  to  furnish 
employer  and  industrial  commissioner,  within 
fifteen  instead  of  twenty  days  after  preliminary 
notice,  a more  complete  report  and  subsequent 
thereto  progress  reports  bi-weekly  or  at  less 
frequent  intervals  as  requested ; authorizes 
board  where  employer  fails  to  secure  compensa- 
tion, to  make  award  for  medical  services  to 
physician  or  hospital.  Referred  to  the  Labor 
Committee. 


Action  on  Bills 


Nurse  prefer-  Reported 
ence,  military 
service 

Sale  of  narcotic  Third  reading 
drugs 

Workmen’s  Passed  Sen. ; 
compensation,  in  Assembly 

physicians’  Labor  Com. 

reports 

Practice  of  radi-  Amended 
ology 

This  bill  has  been  amended  by  changing  the 
definition  of  radiology  in  the  following  manner. 
The  part  enclosed  in  brackets  is  to  be  dropped 
from  the  definition: 

“7-a.  Radiology  means  that  method  of 
medical  practice  in  which  demonstration  and 
examination  of  the  normal  and  abnormal  struc- 
tures, parts  or  functions  of  the  human  body  are 
made  by  use  of  x-rays,  and  any  person  who 


S.  Int.  10— 
Williamson 

S.  Int.  240- 
Young 
S.  Int.  314— 
Condon 


S.  Int.  508— 
Desmond 
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“ [(a)  makes  or  offers  to  make  for  a considera- 
tion a demonstration  or  examination  of  a human 
being  or  a part  or  parts  of  a human  body  by 
means  of  fluoroscopic  exhibition  or  by  the 
shadow  or  shadows  registered  with  photo- 
graphic materials  and  the  use  of  x-rays,  except 
a person  employed  by  and  acting  for  and  under 
the  supervision  and  authority  of  another  person 
who  is  duly  qualified  under  the  provisions  of 
this  article;  or] 

“(b)  holds  himself  out  to  diagnose  or  able  to 
make  or  makes  any  interpretation  or  explanation 
by  word  of  mouth,  writing  or  otherwise  of  the 
meaning  of  a fluoroscopic  or  registered  shadow 
or  shadows  of  any  part  of  the  human  body  made 
by  use  of  x-rays,  shall  be  deemed  to  be  engaged 
in  the  practice  of  radiology  within  the  meaning 
of  this  article.” 


S.  Int.  599— 

Workmen’s 

To  Governor 

Condon 

compensation, 

physicians’ 

fees 

S.  Int.  709— 

Workmen’s 

Third  reading 

Condon 

compensation, 
volunteer  fire- 
men 

S.  Int.  856- 
Graves 

Sale  of  ice  cream 

Third  reading 

A.  Int.  195 — 

Criminal  Code, 

Recalled  from 

Vincent 

drug  violations 

Governor 

A.  Int.  477— 

Sale  of  narcotic 

Reported 

Vincent 

drugs 

A.  Int.  695— 

Practice  of  radi- 

Amended t o 

Vincent 

ology 

agree  with 

S.  Int.  508 


The  following  bills  were  acted  upon  by  the 
Legislative  Committee  this  week: 

Approved 

S.  Int.  927 — Page  Endorsement  by  Board 

A.  Int.  1399 — Milmoe  of  Regents  of  medical 

licenses  granted  in 
other  states  or  coun- 
tries 

S.  Int.  1158 — Mahoney  Medical  licenses,  intern- 
A.  Int.  1420 — Mailler  ship 

The  House  of  Delegates,  by  resolution,  has 
approved  an  amendment  to  the  law  which  will 
require  that  students  complete  a year’s  intern- 
ship in  an  approved  hospital  before  they  are 
granted  a license  to  practice.  This  bill  carries 
that  provision,  but  several  questions  have  arisen 
as  to  whether  or  not  this  is  the  exact  wording 
that  such  a law  should  have.  A great  many 
objections  have  already  been  filed  to  the  pro- 
vision that  the  student  will  not  be  permitted  to 
take  his  examinations  until  after  he  has  com- 
pleted the  year’s  internship.  The  committee  is 
inclined  to  agree  with  those  who  feel  that  the 


student  should  have  an  opportunity  to  take  his 
examinations  under  the  examining  board  at  the 
termination  of  the  four-year  medical  course, 
but  that  he  should  be  given  no  license  to  practice 
until  he  has  satisfactorily  completed  his  year’s 
internship.  This  recommendation  will  be  made 
to  the  introducers  of  the  bill. 


Opposed 

S.  Int.  968 — Phelps  XT  ^ 

A.  Int.  1219-Wagner  Nurse  Practlce 
The  committee  opposed  this  bill  because  it 
provides  that  the  nurse  examining  board  shall 
have  added  to  its  personnel  representatives  of 
two  labor  unions.  The  committee  thinks  that 
the  examination  of  nurses  is  purely  an  educa- 
tional matter  and  the  personnel  of  the  board 
should  be  selected  with  that  point  in  view. 


A.  Int.  1181 — Goldstein 
S.  Int.  1100 — Janes 
A.  Int.  1339— Wads- 
worth 


“Open”  hospitals 

Physical  repair  of  adult 
unemployed  persons 


The  Committee  is  sympathetic  with  the 
objective  of  this  bill  but  hesitates  to  endorse  it 
because  it  considers  that  the  persons  whom  it 
is  intended  to  benefit  can  secure  immediate 
surgical  assistance  at  present  if  it  is  made  clear 
to  the  operating  surgeon  that  the  patient  has 
limited  funds  but,  depending  upon  the  success  of 
the  operation,  will  have  steady  employment 
offered  him  and  that  an  effort  will  be  made  to 
pay  the  surgeon  after  employment  is  resumed. 
The  committee  is  of  a further  opinion  that 
serious  abuses  are  certain  to  arise  in  its  ad- 
ministration. 

A.  Int.  1363 — Ryan  Motor  vehicle  operators, 

presumptive  evidence 
of  intoxication 

The  committee  disapproved  this  bill  because 
of  the  difficulty  there  is  in  determining  what 
percentage  of  alcohol  in  the  blood  may  be  said 
to  indicate  drunkenness  in  any  particular 
individual.  The  bill  arbitrarily  states  that  the 
presence  of  a certain  amount  shall  not  be  con- 
sidered evidence  of  drunkenness. 

A.  Int.  1373 — L.  Bennett  Infantile  paralysis, 

reporting 

The  committee  considers  the  provisions  of 
this  bill  unnecessary  inasmuch  as  already  all 
of  this  work  is  being  satisfactorily  done  by  the 
Department  of  Health. 

John  L.  Bauer 
Leo  F.  Simpson 
Walter  W.  Mott 

Committee  on  Legislation 
Joseph  S.  Lawrence 

Executive  Officer 


The  Division  of  Laboratories  of  the  Depart- 
ment of  Hospitals  has  inaugurated  a series  of 
clinical-pathological  conferences  to  be  held  on 
the  fourth  Tuesday  of  each  month  in  the  amphi- 
theatre of  the  C & D Building  of  Bellevue 
Hospital,  from  3:30  to  4:30  p.m. 

Antemortem  and  postmortem  records  of  cases 
of  the  many  institutions  under  the  supervision 


of  the  Department  of  Hospitals  will  be  presented. 
Dr.  Douglas  Symmers,  General  Director  of 
Laboratories,  will  act  as  chairman.  These  con- 
ferences will  make  available  to  all  members  of 
the  medical  profession  and  medical  students,  the 
pathologic  specimens  gathered  from  the  various 
municipal  institutions.  The  first  conference 
will  be  held  on  March  26,  1940. 


Medical  News 


American  Red  Cross 


A t the  request  of  the  Surgeon  General  of  the 
Army  and  in  compliance  with  its  policy  of 
cooperation  with  both  the  Army  and  Navy,  the 
American  Red  Cross,  as  an  expansion  of  its 
peace-time  service  for  the  military  forces,  has 
undertaken  the  enrollment  of  various  types  of 
medical  technologists  who  are  willing  to  serve  in 
the  medical  departments  of  the  Army  and  Navy 
if  and  when  their  services  are  required  at  the 
time  of  a national  emergency. 

Persons  with  the  following  qualifications  will 
be  enrolled: 

Chemical  Laboratory  Technicians  (male) 
Dental  Hygienists  (male  and  female) 

Dental  Mechanics  (male) 

Dietitians  (male  and  female) 

Laboratory  Technicians  (male  and  female) 
Meat  and  Dairy  Hygienists  (Inspectors) 
(male) 

* Nurses  (male) 

Occupational  Therapy  Aides  (male  and  fe- 
male) 

Orthopedic  Mechanics  (male) 

Pharmacists  (male  and  female) 

Physical  Therapy  Technicians  (Aides)  (male 
and  female) 

Statistical  Clerks  (male  and  female) 

X-Ray  Technicians  (male  and  female) 

General  qualifications  for  enrollment  are  as 
follows:  (1)  citizens  of  the  United  States;  (2) 

ages  21- 45  years  (Army)  ; 18-35  (Navy — men 

only) ; (3)  physically  qualified — applicants  must 
pass  a satisfactory  physical  examination,  accord- 
ing to  standards  set  respectively  by  the  Army 
and  Navy  medical  departments;  (4)  women 


applicants  must  be  unmarried;  (5)  all  applicants 
must  express  a willingness  to  serve  as  a technolo- 
gist in  time  of  a national  emergency. 

Male  technologists  will  be  eligible  for  enlist- 
ment in  the  Army  as  noncommissioned  officers 
in  the  grades  of  sergeant,  staff  sergeant,  or  tech- 
nical sergeant.  Women  technologists  and  men 
who  do  not  qualify  physically  will  be  eligible  for 
employment  by  the  Army  as  civilians. 

For  the  Navy,  male  technologists  will  be  eli- 
gible for  enlistment  in  the  Naval  Reserve  as  petty 
officers — Pharmacist’s  Mates  3d,  2nd,  and  1st 
Class  and  Chief  Pharmacist’s  Mate  (acting  ap- 
pointment). Women  technologists  are  not  eli- 
gible for  service  in  the  Navy  under  present  plans. 

The  Medical  Department  of  the  Army  will 
require  a considerable  number  of  technologists  in 
each  of  the  above-named  groups.  The  Navy 
Medical  Department  requirements  will  be  similar 
except  for  dietitians,  occupational  therapy  aides, 
orthopedic  mechanics  and  dairy  and  food  hygien- 
ists (inspectors)  who  will  not  be  needed.  Not- 
withstanding the  maintenance  of  this  enrollment, 
the  Navy  also  desires  peace-time  enlistment  in 
the  United  States  Naval  Reserve,  and  male  tech- 
nologists who  wish  to  enlist  in  the  Naval  Reserve 
are  urged  to  communicate  direct  with  the  com- 
mandant of  the  naval  district  in  which  they  re- 
side. The  address  of  their  commandant  will  be 
furnished  upon  request. 

Technologists  who  qualify  according  to  these 
general  standards  and  who  are  willing  to  enroll 
for  service  as  outlined  above  should  communi- 
cate with  the  American  National  Red  Cross, 
Washington,  D.  C. 


County  News 


Albany  County 

Albany  Town  Meeting  met  in  the  state  college 
for  teachers  on  February  21  to  consider  “The 
Mutual  Responsibilities  of  Medicine  and  Govern- 
ment to  American  Health.” 

The  speakers  were  Dr.  Terry  M.  Townsend 
of  New  York  City,  president  of  the  State 
Medical  Society,  and  Dr.  Hugh  Cabot  of  Boston, 
medical  author  and  former  member  of  the  staff 
of  Mayo  Clinic. 

Chemung  County 

The  Chemung  County  Medical  Society  met 
on  February  6 at  the  St.  Joseph  Hospital,  in 
conjunction  with  the  hospital  staff. 

City  Manager  Klebes,  of  Elmira,  appeared 
and  asked  for  opinions  on  the  conviction  of 
people  under  the  influence  of  alcohol  while 
driving.  Many  members  expressed  opinions, 
and  the  city  manager  thanked  them  for  their  aid. 

Mr.  Shepherd  and  Mr.  Seymour  of  the  Blue 
Cross  Insurance  Plan  appeared,  and  indicated 
that  in  Chemung  County  the  receipts  from 

* This  group  will  not  be  members  of  the  Army  or  Navy 
Nurse  Corps  which  under  basic  law  are  limited  to  females, 
but  will  be  used  as  technologists  for  service  auxilliary 
thereto. 


the  insurance  plan  were  equal  to  or  less  than  the 
disbursements  to  the  hospitals.  They  suggested 
that  the  members  of  the  society,  whenever 
possible,  discourage  persons  from  going  to  the 
hospital  for  minor  illnesses. 

Dr.  J.  M.  Swan  appeared  before  the  society 
and  spoke  on  the  work  of  the  National  Society 
for  the  Control  of  Cancer.  He  urged  the  society 
to  appoint  a cancer  committee  to  work  with  the 
National  Society.  On  the  motion  of  Dr.  Booth, 
seconded  by  Dr.  Burke,  Jr.,  it  was  decided 
that  the  Committee  Minora  be  empowered  to 
nominate  a county  cancer  committee.  The 
motion  was  carried. 

Dr.  Tillou  reported  for  the  Committee  on 
Medical  Economics  and  Public  Relations  on  the 
practices  carried  on  by  the  district  welfare 
officers,  where  hospitalization  was  refused,  and 
patients  transferred  from  their  private  physi- 
cians to  one  designated  by  the  welfare  officers. 
Dr.  Tillou  then  moved  that  the  Committee  on 
Medical  Economics  and  Public  Relations  be 
empowered  by  the  society  to  contact  the  county 
welfare  commissioner,  and  express  the  dis- 
satisfaction of  the  society  with  the  present 
situation.  The  motion  was  seconded  and 
carried. 
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Dr.  Larkin,  reporting  for  the  Compensation 
Committee,  gave  the  rating  of  the  new  members 
and  asked  that  the  society  authorize  the  Com- 
pensation Committee  to  buy  twenty  thousand 
C-4  and  C-104  compensation  blanks.  This  was 
authorized  by  a motion  of  Dr.  Burke,  Sr.,  and 
carried. 

Dr.  Burke,  Sr.,  reporting  for  the  Ways  and 
Means  Committee,  moved  that  the  report  of 
this  committee  be  accepted  by  the  society. 
The  motion  was  seconded  by  Dr.  Lewis  and 
carried. — Reported  by  F.  S.  Hassett,  M.D.,  Acting 
Secretary 

Clinton  County 

The  Clinton  County  Medical  Society  is 
cooperating  with  the  Clinton  County  Home 
Bureau  to  bring  the  topic  of  cancer  control  to 
the  attention  of  the  public. 

During  February,  each  home  bureau  unit 
had  as  its  guest  speaker  a physician  to  discuss 
the  subject  of  “Cancer  Control.” 

Fourteen  addresses  were  given  at  meetings 
in  various  parts  of  the  county  in  February. 

Dutchess  County 

Dr.  Louis  Hurxthal,  chief  of  the  Lahey  Clinic, 
Boston,  and  an  authority  on  endocrinology, 
addressed  the  monthly  meeting  of  the  Dutchess 
County  Medical  Society  at  the  Amrita  Club  in 
Poughkeepsie  on  February  14.  Motion  pictures 
were  shown  to  illustrate  various  points. 

Dr.  Arthur  F.  Hoag,  a physician  at  Millerton 
for  sixty  years,  died  on  February  18,  at  the  age 
of  eighty-three.  He  was  town  health  officer 
for  thirty  years. 

Genesee  County 

Participation  in  the  Western  New  York 
Medical  Plan,  Inc.,  affording  medical  and 
surgical  care  in  a manner  similar  to  that  of 
group  hospital  insurance,  was  voted  by  the 
Genesse  County  Medical  Society  at  a meeting 
on  February  8 at  the  Hotel  Richmond,  in 
Batavia.  Fifteen  physicians  attending  the  meet- 
ing gave  the  new  system  unanimous  endorse- 
ment. 

The  society  nominated  D.  W.  Tomlinson, 
of  Batavia,  and  Seely  F.  Pratt,  of  Le  Roy,  as 
their  choices  for  lay  members  of  the  area  board 
of  directors.  Dr.  G.  Henry  Knoll,  of  Le  Roy, 
is  the  organization’s  medical  nominee. 

Greene  County 

At  a special  meeting  of  the  Greene  County 
Medical  Society  held  at  the  Memorial  Hospital 
at  Catskill  recently,  a majority  of  the  members 
voted  in  favor  of  petitioning  the  Board  of 
Supervisors  for  an  appropriation  to  pay  the 
salaries  and  expenses  of  county  health  nurses. 

A committee  composed  of  Dr.  Mahlon  H. 
Atkinson  and  Dr.  William  A.  Petry,  both  of 
Catskill,  and  Dr.  Norman  S.  Cooper,  of  Athens, 
was  appointed  to  attend  a meeting  of  the  super- 
visors and  discuss  the  matter  with  the  board. 

Kings  County 

The  scientific  program  of  the  Medical  Society 
of  the  County  of  Kings  on  February  20  included 
these  features:  Address:  “Who  Shall  Lead  the 
Leaders?”  Dr.  Terry  M.  Townsend,  president. 
Medical  Society  of  the  State  of  New  York. 


Address:  “Surgical  Management  of  Diseases 

of  the  Biliary  Tract,”  Dr.  Richard  B.  Cattell, 
Lahey  Clinic,  Boston. 

The  program  of  Friday  afternoon  lectures  for 
March  in  the  MacNaughton  auditorium  is  as 
follows:  March  1 — “Infections  of  the  Hand, 

Diagnosis  and  Modern  Treatment,”  Dr.  Robert 
F.  Barber;  March  8 — “Diagnosis  and  Treat- 
ment of  Tumors  of  the  Breast,”  Dr.  John  F. 
Erdmann;  March  15 — “Differential  Diagnosis 
and  Treatment  of  the  Anemias,”  Dr.  Paul 
Reznikoff;  March  22 — (No  Lecture — Good 
Friday);  March  29 — “Early  Recognition  and 
Management  of  Mental  Disorders,”  Dr.  Irving 
Sands. 

A new  drug,  sulfathiazole,  may  soon  take  the 
place  of  sulfapyridine  in  the  treatment  of  pneu- 
monia, according  to  Dr.  Charles  F.  Pabst, 
chairman  of  the  Press  Reference  Committee 
of  the  Kings  County  Medical  Society,  as  quoted 
in  the  Brooklyn  Eagle. 

A small  group  of  physicians  have  been  con- 
ducting experiments  for  the  past  six  months 
with  the  new  drug,  like  sulfapyridine,  a deriva- 
tive of  sulfanilamide,  he  said.  Very  little  of 
this  drug  is  available  at  present  and  it  will  not 
be  available  for  general  use  until  released  by  the 
Food  and  Drug  Administration. 

The  advantage  of  the  new  drug  over  sulfa- 
pyridine in  the  treatment  of  pneumonia,  if 
the  experiments  prove  it  to  be  completely 
valuable  and  safe,  is  that  it  would  prove  less 
toxic  than  sulfapyridine.  A search  for  a drug 
that  would  eliminate  to  a greater  degree  the 
toxic  effects  sometimes  accompanying  sulfa- 
pyridine, such  as  nausea,  vomiting,  and  skin 
rashes,  has  been  going  on  for  some  time. 

Early  reports  on  sulfathiazole  are  very  promis- 
ing, Dr.  Pabst  pointed  out.  They  also  indicate 
that  it  may  be  highly  effective  in  combating  the 
staphylococcus,  one  of  the  common  germs  like 
streptococcus,  which  causes  infections.  Sulfa- 
pyridine and  sulfanilamide,  although  valuable 
in  the  treatment  of  streptococcic  infections  and 
pneumococcic  infections,  have  not  been  found 
effective  against  staphylococcus. 

At  the  same  time  research  into  new  methods 
of  administration  of  sulfapyridine  in  pneumonia 
cases  so  as  to  eliminate  the  toxic  effects  has 
been  going  on,  Dr.  Pabst  said,  citing  a report 
by  Dr.  Maurice  J.  Dattelbaum,  president-elect 
of  the  society  and  a member  of  the  staff  of  Beth- 
E1  Hospital,  in  which  he  says  he  found  that  the 
nausea  and  vomiting  so  often  accompanying 
the  use  of  sulfapyridine  can  be  avoided  by 
administering  the  drug  rectally.  This  does  not 
interfere  with  the  beneficial  action  of  the  drug 
and  is  particularly  useful  in  the  treatment  of 
children,  it  was  said. 

Dr.  William  S.  Collens,  a member  of  the 
press  committee  and  a member  of  the  staff  of 
the  Israel-Zion  Hospital,  has  reported  promising 
results  following  the  use  of  sulfapyridine  locally 
in  certain  types  of  gangrene.  Sprinkled  in 
powder  form  directly  on  the  infection,  it  has  in 
some  cases  halted  the  spread  of  the  gangrene 
and  has  reduced  accompanying  infections. 

The  Ocean  Medical  Society  met  on  February 
19  at  the  Savoy  Gardens  and  heard  a paper  on 
“Endocrinological  Consideration  of  the  Meno- 
pause,” by  Dr.  Raphael  Kurzrok,  Manhattan. 
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Discussion:  Dr.  E.  D.  Resnik,  Dr.  L.  Kurzrok, 
and  Dr.  C.  H.  Birnberg. 

The  Academy  of  Pediatrics  heard  this  pro- 
gram on  February  28:  “Studies  on  Hypo- 

thyroidism in  Childhood,”  by  Dr.  Lawson 
Wilkins,  Baltimore;  “The  Management  of 
Endocrine  Disturbances  During  Adolescence,” 
by  Dr.  Bruce  Webster,  Manhattan. 

The  East  New  York  Medical  Society  met 
at  the  Temple  Auditorium  on  March  4.  A paper 
was  presented  on  “Experiences  in  the  Treatment 
of  Subacute  Bacterial  Endocarditis,”  by  Dr. 
Saul  R.  Kelson. 

The  Ridgeboro  Medical  Society  will  hold  its 
annual  dinner  and  dance  on  March  23  at  the 
Murray  Hill  Hotel. 

Montgomery  County 

Dr.  Charles  L.  Buxton,  attending  physician 
at  the  Sloane  Hospital  for  Women,  New  York 
City,  addressed  the  Montgomery  County 
Medical  Society  on  February  13  on  the  topic 
“Indications  for  Endocrine  Therapy,”  with 
special  reference  to  the  female  sex  hormones 
and  the  dangers  of  indiscriminate  use  of  these 
preparations.- — Reported  by  Roger  Conant,  M.D., 
Secretary 

New  York  County 

The  meeting  of  the  Medical  Society  of  the 
County  of  New  York  on  February  26  had  as 
its  program  a symposium  on  sulfanilamide  and 
sulfapyridine  as  follows:  (1)  “Chemotherapy 

in  Meningitis,”  by  Dr.  Josephine  B.  Neal; 
(2)  “The  Use  of  Sulfapyridine  in  the  Treatment 
of  Pneumococcus  Pneumonia,”  by  Dr.  Joseph 
J.  Bunim,  by  invitation;  (3)  Discussion: 
Urology — Dr.  Arthur  H.  Milbert;  Obstetrics 
and  Gynecology — Dr.  William  E.  Studdiford; 
Dermatology — Dr.  Howard  Fox;  Surgery — Dr. 
Russel  H.  Patterson;  Otolaryngology — Dr. 
Frank  C.  Carr;  Ophthalmology — Dr.  David 
H.  Webster;  Pediatrics — Dr.  Bela  Schick. 

A field  hospital  of  eighty  beds  for  Finland  is 
being  organized  here  with  Dr.  Dwight  B.  Fish- 
wick,  of  Bellevue  Hospital,  in  charge.  He 
will  have  the  services  of  four  American  doctors 
and  twelve  nurses,  already  recruited,  using  six 
ambulances.  Funds  are  being  raised  in  the 
United  States  for  a continuous  supply  of  dress- 
ings, instruments,  and  other  equipment.  Dr. 
Carnes  Weeks,  of  the  faculty  of  the  College  of 
Physicians  and  Surgeons,  acts  as  medical  adviser 
of  the  movement. 

A proposed  experiment  is  being  considered 
for  the  medical  care  of  the  poor  in  a low-cost 
housing  development  in  the  Corlears  Hook 
section.  Details  are  given  in  the  New  York 
Medical  Week  for  February  17. 

Niagara  County 

The  Medical  Society  of  the  County  of  Niagara, 
meeting  at  the  Niagara  Club  on  February  13, 
deferred  action  on  a proposal  to  establish  a 
medical  indemnity  insurance  plan  in  the  county 
after  the  members  had  expressed  a desire  to 
observe  results  of  the  plan  in  other  parts  of  the 
state.  The  one  hundred  doctors  present  voted 
to  defer  final  decision  on  the  plan  for  one  year. 


Speakers  at  the  meeting  were  Dr.  James  P. 
Cole  and  Dr.  J.  Edwin  Alford,  Buffalo  specialists. 
Dr.  Cole’s  subject  was  “Low  Back  Pain,”  and 
Dr.  Alford  reviewed  a paper  on  “The  Surgical 
Treatment  of  Carcinoma  of  the  Rectum  and 
Colon.” 

Oneida  County 

The  Medical  Society  of  the  County  of  Oneida 
is  inaugurating  a new  phase  of  medication  by 
giving  radio  broadcasts  on  health.  The  Feb- 
ruary program  was  as  follows:  February  5 — 
Dr.  T.  Wood  Clarke — “A  Century  and  a Half”; 
February  12 — Dr.  Richard  H.  Hutchings — 
“Nervous  Prostration”;  February  19 — Dr. 
Karl  W.  Gruppe — “The  Common  Cold”;  Feb- 
ruary 26 — Dr.  Martin  J.  A’Hearn — “Pneu- 
monia.” 

The  annual  election  of  officers  took  place  at 
the  monthly  meeting  of  the  Utica  Academy  of 
Medicine,  Hotel  Utica,  January  18.  Dr.  W. 
W.  Wright,  superintendent  of  Marcy  State 
Hospital,  was  elected  president.  The  other 
officers  are:  Dr.  C.  H.  Baldwin,  vice-president; 
Dr.  A.  R.  Hatfield,  secretary;  Dr.  H.  D.  Park- 
hurst,  treasurer;  trustees,  Dr.  J.  L.  Golly  and 
Dr.  J.  W.  W.  Dimon. 

At  the  meeting  of  the  Utica  Academy  of 
Medicine  on  February  15,  Dr.  Jesse  G.  M. 
Bullowa  spoke  on  pneumonia,  with  discus- 
sion opened  by  Dr.  David  Kidd.  Dr.  T. 
Douglas  Kendrick  spoke  on  “Current  Diabetic 
Trends.” 

Orange  County 

Dr.  Terry  M.  Townsend,  president  of  the 
Medical  Society  of  the  State  of  New  York, 
exposed  the  fallacies  of  the  Wagner  Bill  on 
February  13  before  Orange  County  doctors  and 
the  Twentieth  Century  Club  at  Newburgh,  and 
Dr.  Frederic  E.  Elliott  described  the  plan  of  the 
Medical  Expense  Indemnity  Fund. 

Queens  County 

On  February  15  a “Symposium  on  Vitamins” 
featured  the  scientific  session  of  the  Rockaway 
Medical  Society.  The  session  was  held  at  the 
Lawrence  Village  Park  clubhouse. 

Speakers  included  Dr.  Selig  Hecht,  Dr. 
Irving  S.  Wright,  Dr.  Benjamin  Kramer,  and 
Dr.  Herbert  Pollack.  Dr.  Everitt  C.  Jessup, 
of  Roslyn,  opened  the  discussion. 

Rensselaer  County 

A silent  motion  picture  in  three  reels  on  the 
science  and  art  of  obstetrics,  was  shown  at  the 
February  meeting  of  the  Rensselaer  County 
Medical  Society  at  the  health  center  in  Troy. 

The  film  was  prepared  by  Dr.  Joseph  B. 
DeLee,  chief  of  staff  of  the  Lying-In  Hospital, 
Chicago,  and  founder  of  the  Chicago  Maternity 
Health  Center. 

Steuben  County 

Dr.  John  W.  Keeler,  practicing  physician 
since  1908  and  for  many  years  health  officer  of 
the  town  of  Urbana  and  village  of  Hammonds- 
port,  died  suddenly  at  his  home  in  the  village 
on  February  8. 


Medicolegal 


Disciplinary  Proceedings — Effect 
of  Pardon 

A few  months  ago  the  highest  court  of  one  of 
the  southern  states  handed  down  a decision 
in  which  an  unusual  point  was  involved  in  con- 
nection with  the  disciplining  of  a physician.* 

It  appears  that  one  P.  was,  prior  to  November, 
1929,  a regularly  licensed  practicing  physician. 
He  was  at  that  time  convicted  in  the  appropriate 
court  of  perjury,  possession  of  stolen  goods,  and 
grand  larceny,  and  sentenced  to  a five-year  term 
of  imprisonment  in  the  state  penitentiary. 
Later,  in  March,  1933,  the  State  Board  of  Par- 
dons granted  him  a full  and  complete  pardon  of 
the  said  offenses. 

After  the  effective  date  of  the  said  full  and 
absolute  pardon  the  Board  of  Medical  Examiners 
instituted  proceedings  before  it  in  order  to  “re- 
voke, suspend,  or  annul”  the  license  to  practice 
medicine  which  P.  had  possessed.  The  ground  of 
the  disciplinary  proceedings  was  specified  by  the 
Board  of  Medical  Examiners  as  that  he  had  been 
convicted  of  a felony  by  a court  of  competent 
jurisdiction. 

P.  thereupon  petitioned  the  Supreme  Court 
(the  highest  court  of  the  state)  for  a writ  of  pro- 
hibition to  prevent  the  Board  of  Medical  Ex- 
aminers from  going  ahead  with  the  disciplinary 
proceedings.  The  contention  of  the  petitioner 
was  that  the  pardon  granted  in  1933  amounted  to 
a full  and  complete  defense  to  the  proceedings 
before  the  Board  of  Medical  Examiners,  and  was 
of  such  legal  effect  as  to  deprive  that  board  of  all 
jurisdiction  to  hear  and  determine  the  case. 
The  response  of  the  Board  of  Medical  Examiners 
was  by  way  of  so-called  demurrer,  admitting  as 
true  the  facts  of  the  petition  but  denying  that 
the  petition  set  forth  a cause  of  action.  In 
substance  the  board  asserted  that  the  pardon  did 
not  operate  to  prevent  it  from  proceeding  with 
disciplinary  action  against  P. 

The  argument  before  the  court  on  behalf  of  P. 
made  the  claim  that  as  the  pardon  was  full  and 
complete,  P.  stood  before  the  board  as  though  the 
crimes  had  never  been  committed.  The  court 
adopted  a different  view  of  the  situation.  While 
a pardon  may  restore  one  to  civil  rights  it  does 
not  wipe  out  all  the  consequences  of  the  acts  of 
the  pardoned  person.  The  court  quoted  the 
following  in  its  opinion  as  a statement  of  the 
effect  of  a full  and  absolute  pardon : 

“When  a full  and  absolute  pardon  is  granted, 
it  exempts  the  individual  upon  which  it  is  be- 
stowed from  the  punishment  which  the  law  in- 
flicts for  the  crime  which  he  has  committed. 
The  crime  is  forgiven  and  remitted,  and  the 
individual  is  relieved  from  all  of  its  legal  conse- 
quences. The  effect  of  a full  pardon  is  to  make 
the  offender  a new  man.  While  a pardon  has 
generally  been  regarded  as  blotting  out  the  exist- 
ence of  guilt,  so  that  in  the  eye  of  the  law  the 
offender  is  as  innocent  as  if  he  had  never  com- 
mitted the  offense,  it  does  not  so  operate  for  all 
purposes  and  as  the  very  essence  of  a pardon  is 
forgiveness  or  remission  of  penalty,  a pardon 

• Page  v.  Watson,  192  Southern  205. 


implies  guilt ; it  does  not  obliterate  the  fact  of  the 
commission  of  the  crime  and  the  conviction  there- 
of ; it  does  not  wash  out  the  moral  stain,  as  has 
been  tersely  said;  it  involves  forgiveness  and 
not  forgetfulness.” 

The  court  sustained  the  demurrer  and  held 
that  the  pardon  was  no  defense  to  the  proceedings 
before  the  Board  of  Medical  Examiners,  saying 
in  the  course  of  its  operation: 

“It  cannot  be  contended  here  that  the  Legis- 
lature had  not  the  power  to  require,  as  a condi- 
tion to  the  right  to  practice  medicine,  that  the 
practitioner  shall  not  only  be  learned  in  the  pro- 
fession but  have  in  addition  thereto  the  qualifi- 
cations of  honor  and  good  moral  character.  It 
cannot  be  overlooked  that  the  health  of  a citizen 
is  his  greatest  asset.  It  was  the  will  and  desire 
of  the  Legislature  that  the  life,  limb  and  health  of 
its  citizens  should  not  be  intrusted  to  quacks, 
adventurers  and  to  those  of  questioned  integrity. 
The  doors  of  our  homes  should  not  be  opened  to 
receive  men  who  hold  themselves  as  qualified 
medical  practitioners  when  in  truth  and  in  fact 
they  have  been  convicted  of  crime  and  this  fact 
alone  throws  much  light  upon  the  question  of 
character.  It  is  not,  as  a rule,  the  good  people 
who  commit  crime.  The  Legislature  enacted 
that  a practitioner  of  medicine  who  had  been 
convicted  of  a felony  in  the  courts  may  have  his 
license  revoked  or  annulled.  The  adjudication 
of  his  guilt  of  a felony  thereby  violating  the 
criminal  laws,  rendered  the  medical  practitioner 
a man  of  such  character  as  to  render  it  unsafe  to 
trust  the  lives  and  health  of  the  citizens  to  his 
professional  care.” 

It  should  be  noted  that  the  court  merely  ruled 
that  disciplinary  proceedings  could  go  forward 
before  the  Board  of  Medical  Examiners  but  ex- 
pressed no  opinion  as  to  the  legal  sufficiency  of 
such  proceedings. 

X-Ray  Treatment  of  Malignancy 

A woman  whose  condition  had  been  diagnosed 
as  carcinoma  of  the  colon  was  referred  to  a 
physician  specializing  in  radiology  for  deep  x-ray 
therapy.  He  administered  to  her  six  x-ray 
treatments  covering  a period  of  a month.  She 
received  1 ,400  r units  to  the  front  of  the  abdomen 
and  the  same  amount  to  the  back  over  the 
course  of  the  entire  treatments.  Upon  the  com- 
pletion of  the  treatments  the  patient’s  condition 
was  satisfactory  and  she  showed  no  signs  of  any 
superficial  burns.  About  ten  days  later  the 
patient  returned  to  the  physician’s  office  com- 
plaining of  burns  and  upon  examination  he  found 
the  skin  of  the  lower  abdomen  reddened  and  peel- 
ing to  the  extent  of  a mild  second-degree  burn. 
He  advised  her  with  respect  to  the  care  of  the 
condition  and  in  about  two  weeks  time  the  skin 
had  entirely  healed. 

A subsequent  checkup  with  the  referring 
physician  showed  that  the  x-ray  treatments  had 
been  successful  in  retarding  the  progress  of  the 
intestinal  ailment. 

A malpractice  action  was  instituted  against  the 
radiologist  in  which  the  charge  was  made  that  the 
x-ray  treatments  were  negligently  rendered  so  as 


453 


454 


MEDICOLEGAL 


[N.  Y.  State  J.  M. 


to  cause  serious  bums  to  be  sustained  by  the 
plaintiff. 

Shortly  before  the  case  was  to  be  reached  for 
trial  plaintiff’s  attorney  obtained  an  order  re- 
quiring the  defendant  to  be  examined  before 
trial.  Upon  the  examination  before  trial  appar- 
ently he  learned  for  the  first  time  the  serious 
nature  of  the  condition  which  the  defendant  had 
undertaken  to  treat  with  x-ray  and  also  learned 
for  the  first  time  that  the  reaction  which  the 
patient  developed  was  not  unusual  considering 
the  type  of  treatment  which  was  rendered.  He 
thereupon  discontinued  the  malpractice  action. 

Fistula  Following  Delivery 

A woman  thirty-four  years  of  age  consulted  a 
physician  specializing  in  surgery  and  ob- 
stetrics at  a time  when  she  was  in  her  seventh 
month  of  pregnancy.  She  was  complaining  of 
pains  in  the  back  and  pains  on  urination,  but 
examination  revealed  that  she  was  in  satisfactory 
condition.  He  advised  with  respect  to  her  diet 
and  general  activities. 


The  doctor  then  went  away  on  vacation,  and 
when  he  returned,  the  first  time  he  saw  her  he 
was  called  to  her  home.  He  found  her  in  labor 
with  the  cervix  almost  fully  dilated.  The  head 
was  very  high  at  the  time  and  there  was  slight 
edema  of  the  genitalia.  He  administered  ether, 
tried  to  dilate  the  cervix  and  deliver  the  child  by 
means  of  the  high  forceps  method.  He  found 
the  head  too  high  and  delivery  impossible.  He, 
thereupon,  referred  the  case  to  a hospital  where 
she  went  under  the  care  of  other  physicians.  It 
seems  the  next  day  the  patient  was  delivered  by 
law  forceps  of  a stillborn  child.  The  first  physi- 
cian while  he  watched  the  delivery  took  no  part 
in  it.  Subsequent  to  discharge  from  the  hospital 
patient  developed  a vesicovaginal  fistula. 

A malpractice  action  was  instituted  against  the 
physician  charging  him  with  responsibility  for 
the  course  of  suffering  which  the  patient  went 
through.  Plaintiff’s  attorney,  however,  failed  to 
put  the  case  on  the  calendar  for  trial,  and  after 
some  time  elapsed  a motion  to  dismiss  the  action 
for  lack  of  prosecution  resulted  in  an  order  dis- 
missing the  summons  and  complaint. 


FINNISH  RELIEF  FUND 

The  Finnish  Relief  Fund,  Inc.,  is  sponsored  by 
Mr.  Herbert  Hoover.  It  is  approved  by  the 
Finnish  Minister  in  Washington,  D.  C.,  His  Ex- 
cellency Hjalmar  Procope.  It  has  the  main  pur- 
pose of  accepting  for  the  Finnish  people  and 
transmitting  to  Finland  any  funds  contributed 
for  this  great  cause  by  the  American  people. 

Contributions,  unless  specifically  intended  to 
be  used  for  war  material,  will  be  used  for  food 
and  clothing  for  the  Finnish  civilian  population, 
many  of  whom  are  suddenly  made  homeless  by 
having  their  houses  irreparably  demolished  by 
the  incendiary  bombs  from  Russian  aeroplanes. 

Members  of  the  American  Medical  Association 
are  the  only  doctors  who  will  be  asked  to  con- 
tribute through  this  Fund.  It  is  hoped  the  pro- 
fession will  respond  as  generously  as  possible.  It 
is  further  hoped  that  every  doctor  will  make  some 
contribution,  and  no  matter  how  small  it  may 
be,  it  will  be  gratefully  accepted.  We  believe  the 
profession  should  have  100  per  cent  of  its  mem- 
bers become  contributors  to  this  most  worthy 
cause. 


No  money  is  deducted  for  expenses  from  any 
contribution  made  through  this  Fund,  and  every 
dollar  donated  arrives  in  Finland  worth  one 
hundred  cents.  No  salaries  are  paid  and  no 
financial  remunerations  are  made  to  officers  on 
duty  with  the  Finnish  Relief  Fund.  Expert 
auditors  make  a daily  checkup  of  the  donations 
acquired  and  chart  the  results. 

The  National  Chairman  of  the  Medical  Divi- 
sion of  the  Professional  Groups  of  the  Finnish 
Relief  Fund,  Inc.,  is  Dr.  John  Frederick  Erdmann, 
of  New  York.  A director  (chairman)  for  the 
Medical  Division  has  been  or  will  be  appointed 
from  each  state  who  will  try  to  get  in  touch  with 
every  member  of  the  American  Medical  Associa- 
tion of  that  state  by  such  method  as  he  deems 
best.  The  Executive  Director  of  the  Medical 
Division  is  Dr.  Kerwin  W.  Kinard  who  has 
offices  at  Fund  Headquarters. 

All  checks  should  be  made  payable  to  the  Fin- 
nish Relief  Fund,  Inc.,  and  sent  to  the  Medical 
Division  of  the  Finnish  Relief  Fund,  Inc.,  420 
Lexington  Avenue,  New  York,  N.  Y. 


Deaths  of  New  York  State  Physicians 


Name 

Age 

Medical  School 

Date  of  Death 

Residence 

Elizabeth  N.  Amstein 

37 

P.  & S.  N.  Y. 

February  23 

Manhattan 

George  Ball 

53 

L.  I.  C.  Hosp. 

February  17 

Brooklyn 

Leon  Bowman 

66 

P.  &'S.  N.  Y. 

February  11 

Manhattan 

Bruce  F.  Daniels 

32 

Boston  Univ. 

February  13 

McGraw 

George  M.  Fisher 

71 

Albany 

February  25 

Utica 

George  W.  Greene 

77 

N.  Y.  Univ. 

February  14 

Auburn 

Arthur  F.  Hoag 

81 

P.  & S.  N.  Y. 

February  18 

Millerton 

Elmer  W.  Powers 

69 

Vermont 

February  13 

Westfield 

William  C.  Roser 

— 

L.  I.  C.  Hosp. 

February  15 

Boonville 

Edward  K.  Ross 

— 

P.  & S.  N.  Y. 

February  21 

Manhattan 

Woman’s  Auxiliary 

To  the  Medical  Society  of  the  State  of  New  York 


The  second  meeting  of  the  executive  board  of 
the  New  York  State  Woman’s  Auxiliary  was 
held  February  7 and  8 at  Albany,  New  York. 
The  Albany  County  Auxiliary  entertained  the 
guests  with  a cocktail  party  Wednesday  evening, 
and  the  executive  board  and  guests  for  the  meet- 
ing were  later  entertained  at  dinner  by  the  presi- 
dent, Mrs.  G.  Scott  Towne.  After  dinner  there 
was  informal  discussion  of  some  later  auxiliary 
plans. 

On  February  8 the  board  members  convened 
at  the  De  Witt  Clinton  Hotel  for  the  business 
session.  Mrs.  Towne,  president  of  the  State 
Auxiliary,  presided.  Thirty-eight  members  an- 
swered to  roll  call.  Reports  of  officers,  commit- 
tee chairmen,  and  county  presidents  were  inter- 
esting and  informative,  proving  there  is  great 
interest  in  the  many  activities  of  the  Auxiliary. 

Since  assisting  the  Physicians’  Home  finan- 
cially is  a project  of  the  State  Auxiliary  for  this 
year,  Mrs.  John  L.  Bauer  gave  some  interesting 
information  about  the  Home.  It  is  to  be  hoped 
that  each  county  auxiliary  will  assist  in  this  most 
worthy  cause.  Mrs.  George  Green  has  taken 
charge  of  the  sale  of  a beautiful  piece  of  needle- 
point donated  by  Mrs.  Louis  Van  Kleek  and 
Mrs.  Edwin  Griffin.  The  sale  will  take  place  at 
the  State  Convention  in  May  in  New  York  City 
and  the  proceeds  will  be  donated  to  the  Physi- 
cians’ Home. 

It  was  suggested  that  a pin  be  presented  to 
each  retiring  president  of  the  State  Auxiliary  as 
a token  of  the  esteem  of  the  members.  Mrs. 
Edwin  Griffin  was  appointed  to  submit  plans  for 
such  a gift  at  the  next  meeting. 

Suggested  revisions  in  the  constitution  were 
read  by  Mrs.  Francis  Irving,  chairman  of  revi- 


sions committee.  A copy  will  be  sent  to  each 
county  auxiliary.  These  revisions  will  be  voted 
upon  at  the  convention  in  May. 

Convention  chairman,  Mrs.  Louis  Lally,  re- 
ported that  arrangements  were  almost  completed 
for  the  convention  of  the  State  Auxiliary  in  May. 
Since  each  county  auxiliary  should  be  well  in- 
formed on  matters  of  legislation  a request  was 
made  that  copies  of  the  report  of  Mrs.  Albert 
Vander  Veer,  chairman  of  legislation,  be  sent  to 
each  auxiliary  president.  Organization  chair- 
man, Mrs.  Thomas  Bullard,  reported  one  new 
county  auxiliary  since  the  October  meeting  with 
the  promise  of  seven  more  counties  to  be  organ- 
ized by  May.  The  report  of  each  chairman  of 
standing  committee  gave  evidence  of  much  time 
spent  in  performing  the  duties  peculiar  to  her 
office. 

New  York  State  Auxiliary  will  be  official 
hostess  to  the  A.M.A.  Auxiliary  at  the  convention 
in  June  to  be  held  at  the  Hotel  Pennsylvania  in 
New  York  City.  Mrs.  Carlton  Potter,  who  has 
made  arrangements  for  convention  meetings, 
stated  that  the  A.M.A.  convention  was  last  held 
in  New  York  in  1917. 

Mrs.  Towne  expressed  appreciation  for  the 
cooperation  of  each  member  of  the  executive 
board.  She  feels  that  a feeling  of  friendship  has 
been  promoted  by  the  many  contacts  made  dur- 
ing the  meetings  and  this  alone  might  be  sufficient 
reason  for  the  existence  of  the  Auxiliary.  The 
history  of  the  Auxiliary  from  1922  to  1940  is  to 
be  published. 

Interesting  reports  of  the  activities  of  twenty 
of  the  county  auxiliaries  concluded  the  meeting. 
The  next  meeting  of  the  executive  board  will  be 
held  in  New  York  City  in  May. 


County  News 

Cayuga 


Albany 

At  the  regular  meeting  of  the  Albany  County 
Auxiliary  with  Mrs.  J.  J.  Clemmer,  the  president, 
presiding,  Dr.  Joseph  Lawrence  spoke  on  the 
Wagner  Health  Bill. 

The  auxiliary  entertained  the  executive  board 
of  the  State  Auxiliary  on  February  7 at  a cocktail 
party. 

Broome 

The  Broome  County  Auxiliary  had  as  guest 
speaker  at  their  recent  meeting  Dr.  Edward 
Jones  whose  subject  was  “New  Treatment  of 
Pneumonia.”  A report  was  given  concerning 
legislation  in  regard  to  socialization  of  medicine. 

The  auxiliary  has  sponsored  an  essay  contest 
in  the  Binghamton  schools  and  will  continue  it 
through  the  other  schools  of  the  county.  Two 
Junior  High  School  students  were  present  at  the 
meeting  to  read  prize  essays.  Besides  prizes, 
subscriptions  to  Hygeia  were  given  to  the  schools 
of  the  winners. 

Broome  County  Auxiliary  has  voted  to  take 
charge  of  the  work  of  the  Field  Army  for  Cancer 
Control  in  the  community. 


Mrs.  George  Sincerbeaux  presided  at  the 
regular  February  meeting  of  the  Cayuga  County 
Auxiliary  held  at  Auburn  City  Hospital.  The 
revised  constitution  was  read  and  accepted.  The 
auxiliary  voted  to  assist  in  raising  funds  for  the 
Physicians’  Home. 

The  auxiliary  assisted  the  Medical  Society 
with  a card  party  held  at  the  Cayuga  Museum  of 
History  and  Art.  The  proceeds  from  the  party- 
will  be  used  to  purchase  cases  to  house  the  Medi- 
cal Historical  Exhibit  which  is  to  be  permanently 
located  at  the  museum. 

Columbia 

A meeting  of  unusual  interest  was  the  recent 
one  of  Columbia  County  Auxiliary  held  at  Cavell 
House,  the  Nurses’  Home  of  the  Hudson  City 
Hospital.  Mrs.  William  Collins,  the  president, 
presided.  During  the  business  meeting  it  was 
voted  to  send  ten  dollars  to  the  Physicians’ 
Home.  Dr.  James  Boland,  acting  health  com- 
missioner of  Columbia  County,  sent  an  invitation 
to  the  auxiliary  to  attend  a meeting  in  recognition 
of  Social  Hygiene  week.  At  the  conclusion  of 
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the  business  meeting  the  guest  speaker,  Mrs. 
Albert  Vander  Veer,  state  chairman  of  legis- 
lature, presented  the  content  of  many  bills 
affecting  medical  practice.  At  the  close  of  Mrs. 
Vander  Veer’s  talk  a social  hour  was  enjoyed. 

Fulton 

At  the  recent  monthly  meeting  of  the  Fulton 
County  Auxiliary  held  at  the  Johnstown  Hotel, 
Dr.  Joseph  Lawrence  was  the  guest  speaker. 
His  topic  was  “Why  an  Auxiliary?”  At  the 
close  of  his  talk  Dr.  Lawrence  held  an  open  forum 
and  answered  many  questions  concerning  the 
purpose  and  formation  of  an  organization  of  this 
type.  After  a brief  business  session  a social 
time  was  enjoyed. 

Jefferson 

The  Jefferson  County  Auxiliary  has  been 
hearing  about  some  of  the  social  work  done  in  its 
own  county.  At  a dinner  meeting  at  the  Black 
River  Valley  Club,  Miss  Angie  Kellogg,  Jefferson 
County  agent  for  dependent  and  delinquent 
children,  spoke  about  her  work  in  the  community. 
At  the  February  meeting  Miss  Nellie  Horton, 
executive  secretary  of  the  Jefferson  County 
Association  for  the  blind,  spoke  of  her  work. 

Nassau 

At  the  regular  meeting  of  the  Nassau  County 
Auxiliary,  Mrs.  Luther  Kice,  the  president,  intro- 
duced the  guest  speaker.  Miss  Nina  Ridenour, 
member  of  the  New  York  State  Committee  on 
Mental  Hygiene.  Miss  Ridenour  urged  the 
interest  of  her  audience  in  a preventive  rather 
than  a curative  campaign.  The  auxiliary  plans  to 
conduct  a mental  hygiene  institute  in  March. 
Three  new  members  were  welcomed.  A social 
hour  followed  the  meeting. 

New  York 

Books  on  the  needlepoint,  to  be  drawn  May  7 
at  the  State  Convention,  were  sent  to  County 
Program  Chairmen  February  8.  As  this  project 
is  under  the  sponsorship  of  the  program  chairmen 
for  this  year,  all  are  urged  to  give  the  books 
their  prompt  attention.  Please  save  these  direc- 
tions as  regards  remittance  for  the  same.  No 
stubs  will  be  counted  in  the  drawing  unless  paid 
for  at  that  time. 

Stubs,  books  sold,  and  unsold  portions  thereof 
are  to  be  brought  to  the  Convention  by  the  dele- 
gates together  with  the  money  thus  raised. 
Checks  are  to  be  made  out  to:  Mrs.  Carlton 
Potter,  state  treasurer.  One  check  will  then  be 
drawn  and  paid  to  the  Physicians’  Home  for 
which  the  funds  are  thus  being  raised.  Dona- 
tions being  sent  for  the  Home  should  be  for- 
warded to  Mrs.  Potter  at  425  Waverly  Ave., 
Syracuse,  New  York,  giving  the  name  of  the 


county  so  donating.  County  program  chairmen 
are  urged  to  see  that  funds  are  collected  and 
turned  over  to  the  delegates  before  they  leave  for 
the  Convention,  as  well  as  the  stubs,  etc.,  as 
above  outlined. — Mrs.  G.  A.  Green,  State  Pro- 
gram Chairman 

Rockland 

The  New  York  State  Reconstruction  Home 
was  the  meeting  place  for  the  Rockland  County 
Auxiliary  last  month.  The  Home  is  located  at 
West  Haverstraw.  The  members  of  the  aux- 
iliary were  welcomed  by  the  superintendent  of 
the  Home,  John  B.  Kelly.  Miss  Whitten,  prin- 
cipal of  the  school,  spoke  of  the  work  done  in  the 
school.  The  home  is  for  crippled  children  and 
has  with  its  physiotherapy  department  and  its 
school  the  most  complete  setup  of  its  kind 
probably  in  the  world.  It  is  the  only  institution, 
primarily  a hospital,  which  also  offers  a curricu- 
lum carrying  through  from  nursery  school 
through  high  school  and  postgraduate  work. 

After  the  meeting  the  women  visited  the 
physiotherapy  department  and  the  classrooms 
and  were  then  entertained  at  tea  by  the  teachers 
of  the  school. 

Saratoga 

The  Saratoga  County  Auxiliary  elected  the 
following  officers  for  their  new  term : president, 

Mrs.  T.  C.  Bullard;  vice-president,  Mrs.  James 
Roohan;  treasurer,  Mrs.  Arthur  Leonard; 
secretary,  Mrs.  George  Wilson;  recording  secre- 
tary, Mrs.  Edward  Callahan ; twelve  acting  com- 
mittee chairmen. 

Schenectady 

The  regular  meeting  of  the  Schenectady 
County  Auxiliary  was  held  in  the  Doctors’ 
Library  at  the  Ellis  Hospital  with  Mrs.  William 
Mallia,  the  president,  presiding.  The  guest 
speaker  of  the  afternoon  was  Mrs.  William  Jame- 
son, who  with  her  husband,  Dr.  Jameson,  re- 
cently returned  from  Ceylon.  Mrs.  Jameson 
spoke  of  her  life  in  Ceylon.  A social  hour  fol- 
lowed the  meeting. 

State  News 

Convention  Publicity  Bulletin  No.  1. — The  18th 
Annual  Convention  of  the  Woman’s  Auxiliary  to 
the  American  Medical  Association  will  be  held  in 
New  York  City,  June  10-14,  1940,  with  head- 
quarters in  the  Hotel  Pennsylvania.  In  view  of 
the  fact  that  the  second  edition  of  the  World’s 
Fair  will  accelerate  advance  hotel  reservations, 
it  is  urged  that  reservations  be  made  immediately 
through  the  Housing  Bureau  which  has  been  set 
up  by  the  American  Medical  Association,  namely 
Dr.  Peter  Irving,  Room  1036,  233  Broadway, 
New  York  City. 


So  many  physicians  are  writing  best-sellers, 
said  Denney  Kenney,  that  the  nurse  now  greets 
you  in  the  waiting  room  with,  “Sorry,  but  the 
doctor  can’t  see  you  this  month ; he’s  on  his  next 
novel.” — Philadelphia  Inquirer 


Patient:  “Whose  statue  is  that  in  front  of  the 

hospital?” 

Nurse:  “That’s  no  statue;  that's  a WPA 

worker.” — Bulletin  of  the  Bur  combe  County 
(N.  C.)  Medical  Society 


Books 

Books  for  review  should  be  sent  to  the  Book  Review  Department  at  1313  Bedford  Avenue, 
Brooklyn,  N.  Y.  Acknowledgment  of  receipt  will  be  made  in  these  columns  and  deemed  sufficient 
notification.  Selection  for  review  will  be  based  on  merit  and  the  interest  to  our  readers. 


RECEIVED 


The  New  International  Clinics.  Original 
Contributions:  Clinics;  and  Evaluated  Reviews 
of  Current  Advances  in  the  Medical  Arts. 
Edited  by  George  M.  Piersol,  M.D.  Volume 
IV,  New  Series  Two.  Octavo  of  339  pages, 
illustrated.  Philadelphia,  J.  B.  Lippincott  Co., 

1939.  Cloth,  $3.00. 

The  Hospital  Care  of  Neurosurgical  Patients. 

By  Wallace  B.  Hamby,  M.D.  Octavo  of  118 
pages,  illustrated.  Springfield,  Charles  C. 
Thomas,  1940.  Cloth,  $2.00. 

A Mirror  for  Surgeons.  Selected  Readings  in 
Surgery.  By  Sir  D’Arcy  Power,  K.B.E., 
F.R.C.S.  Octavo  of  230  pages.  Boston,  Little 
Brown  & Co.,  1939.  Cloth,  $2.00. 

A Manual  for  Diabetic  Patients.  By  W.  D. 
Sansum,  M.D.,  Alfred  E.  Koehler,  Ph.D.,  and 
Ruth  Bowden,  B.S.  Octavo  of  227  pages,  illus- 
trated. New  York,  Macmillan  Co.,  1939. 
Cloth,  $3.25. 

Proctoscopic  Examination  and  Diagnosis  and 
Treatment  of  Diarrheas.  By  M.  H.  Streicher, 
M.D.  Octavo  of  149  pages,  illustrated.  Spring- 
field,  Charles  C.  Thomas,  1940.  Cloth,  $3.00. 

Roentgen  Technique.  By  Clyde  McNeill, 
M.D.  Octavo  of  315  pages,  illustrated.  Spring- 
field,  Charles  C.  Thomas,  1939.  Cloth,  $5.00. 

Medical  Climatology.  Climatic  and  Weather 
Influences  in  Health  and  Disease.  By  Clarence 
A.  Mills,  M.D.  Octavo  of  296  pages,  illustrated. 
Springfield,  Charles  C.  Thomas,  1939.  Cloth, 
$4.50. 

Cancer  of  the  Colon  and  Rectum.  Its 

Diagnosis  and  Treatment.  By  Fred  W.  Rankin, 
M.D.,  and  A.  Stephens  Graham,  M.D.  Quarto 
of  358  pages,  illustrated.  Springfield,  Charles  C. 
Thomas,  1939.  Cloth,  $5.50. 

Handbook  of  Skin  Diseases.  By  Leon  H. 
Warren,  M.D.  Duodecimo  of  321  pages.  New 
York,  Paul  B.  Hoeber,  Inc.,  1940.  Cloth, 
$3.50. 

Unto  the  Fourth  Generation.  Gonorrhea  and 
Syphilis.  What  the  Layman  Should  Know. 
By  Irving  Simons,  M.D.  Octavo  of  243  pages, 
illustrated.  New  York,  E.  P.  Dutton  & Co., 

1940.  Cloth,  $2.50. 

An  Introduction  to  Gastro-Enterology.  Being 
the  Third  Edition  of  the  Mechanics  of  the  Diges- 
tive Tract  by  Walter  C.  Alvarez.  Quarto  of  778 
pages,  illustrated.  New  York,  Paul  B.  Hoeber, 
Inc.,  1940.  Cloth,  $10. 

Medicolegal  and  Industrial  Toxicology,  Crimi- 
nal Investigation,  Occupational  Diseases.  By 
Henry  J.  Eilmann,  Ph.D.  Duodecimo  of  324 
pages.  Philadelphia,  Blakiston  Co.,  1940. 
Cloth,  $3.00. 

Cardiovascular-Renal  Disease.  A Clinico- 
pathologic  Correlation  Study  Emphasizing  the 


Importance  of  Ophthalmoscopy.  By  Lawrence 
W.  Smith,  M.D.,  Edward  Weiss,  M.D.,  and 
others.  Quarto  of  227  pages,  illustrated.  New 
York,  D.  Appleton- Century  Co.,  1940.  Cloth, 
$4.50. 

A Textbook  of  Laboratory  Diagnosis.  With 
Clinical  Applications  for  Practitioners  and 
Students.  By  Edwin  E.  Osgood,  M.D.  Third 
edition.  Octavo  of  676  pages,  illustrated. 
Philadelphia,  Blakiston  Co.,  1940.  Cloth,  $6.00. 

Surgical  Diagnosis.  By  Stephen  Power,  M.S. 
Octavo  of  228  pages,  illustrated.  Baltimore, 
Williams  & Wilkins  Co.,  1939.  Cloth,  $4.50. 

Fundamentals  of  Biochemistry  in  Relation  to 
Human  Physiology.  By  T.  R.  Parsons,  M.A. 
Sixth  edition.  Duodecimo  of  461  pages,  illus- 
trated. Baltimore,  William  Wood  & Co.,  1939. 
Cloth,  $3.00. 

Demonstrations  of  Physical  Signs  in  Clinical 
Surgery.  By  Hamilton  Bailey,  F.R.C.S,  Sev- 
enth edition.  Octavo  of  310  pages,  illustrated. 
Baltimore,  Williams  & Wilkins  Co.,  1940. 
Cloth,  $6.50. 

Standard  Methods  of  the  Division  of  Labora- 
tories and  Research  of  the  New  York  State 
Department  of  Health.  By  Augustus  B.  Wads- 
worth, M.D.  Second  edition.  Octavo  of  681 
pages,  illustrated.  Baltimore,  Williams  & Wil- 
kins Co.,  1939.  Cloth,  $7.50. 

Massage  and  Remedial  Exercises  in  Medical 
and  Surgical  Conditions.  By  Noel  M.  Tidy. 
Fourth  edition.  Octavo  of  458  pages,  illus- 
trated. Baltimore,  Williams  & Wilkins  Co., 
1939.  Cloth,  $5.25. 

Recent  Advances  in  Neurology.  By  W. 
Russell  Brain,  D.M.  Fourth  edition.  Octavo 
of  364  pages,  illustrated.  Philadelphia,  Blakis- 
ton Co.,  1940.  Cloth,  $5.00. 

The  Therapeutics  of  Internal  Diseases. 

Edited  by  George  Blumer,  M.D.  Volume  I. 
Quarto  of  872  pages,  illustrated.  Volume  II 
Quarto  of  1042  pages,  illustrated.  New  York, 
D.  Appleton- Century  Co.,  1940.  Cloth  $10  per 
volume. 

Argyria.  The  Pharmacology  of  Silver.  By 
William  R.  Hill,  M.D.,  and  Donald  M.  Pills- 
bury,  M.D.  Octavo  of  172  pages.  Baltimore, 
Williams  & Wilkins  Co.,  1939.  Cloth,  $2.50. 

The  Interrelationship  of  Mind  and  Body. 

Volume  XIX  of  a Series  of  Research  Publica- 
tions of  the  Association  for  Research  in  Nervous 
and  Mental  Disease.  Octavo  of  381  pages. 
Baltimore,  Williams  & Wilkins  Co.,  1939. 
Cloth,  $6.00. 

Sexual  Pathology.  A Study  of  Derange- 
ments of  the  Sexual  Instinct.  By  Magnus 
Hirschfeld,  M.D.  Octavo  of  368  pages.  New 
York,  Emerson  Books,  Inc.,  1940.  Cloth,  $2.95. 
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On  Oxidation,  Fermentation,  Vitamins, 
Health,  and  Disease.  By  Albert  V.  Szent- 
Gyorgyi,  M.D.  (Abraham  Flexner  Lectures 
Series  Number  Six.)  Octavo  of  109  pages. 
Baltimore,  Williams  & Wilkins  Co.,  1939. 
Cloth,  $2.00. 

Medical  Care.  Number  4 of  Volume  VI  of 
“Law  and  Contemporary  Problems.”  Quarto. 
Durham,  Duke  University  Press,  1939.  Paper, 
$.75. 

Modern  Medicine  in  the  United  States.  Past 
Achievements  and  Solution  of  Present  Day 
Problems.  By  S.  Adolphus  Knopf,  M.D. 
Octavo  of  40  pages.  New  York,  The  author, 
1939.  Paper. 

Fundus  Atlas.  Stereoscopic  Photographs  of 
the  Fundus  Oculi.  By  Louis  Bothman,  M.D., 


and  Reuel  W.  Bennett.  Octavo  of  50  pages, 
illustrated.  Chicago,  Year  Book  Publishers, 
Inc.,  1939.  $17. 

Manual  of  Fractures,  Dislocations,  and  Epi- 
physeal Separations.  By  Harry  C.  W.  S.  de  Brun, 
M.D.  Octavo  of  457  pages,  illustrated.  Chicago, 
Year  Book  Publishers,  1939.  Cloth,  $3.00. 

Nomenclature  and  Criteria  for  Diagnosis  of 
Diseases  of  the  Heart.  By  the  Criteria  Com- 
mittee of  the  New  York  Heart  Association. 
Fourth  edition.  Octavo  of  282  pages,  illus- 
trated. New  York,  New  York  Heart  Associa- 
tion, 1939.  Cloth. 

Handbook  of  Orthopaedic  Surgery.  By  Al- 
fred R.  Shands,  Jr.,  M.D.  Second  edition. 
Octavo  of  567  pages,  illustrated.  St.  Louis, 
C.  V.  Mosby  Co.,  1940.  Cloth,  $4.25. 


REVIEWED 


The  Clinical  Diagnosis  of  Swellings.  By  C. 
E.  Corrigan,  M.D.  Octavo  of  313  pages,  il- 
lustrated. Baltimore,  Williams  & Wilkins  Co., 
1939.  Cloth,  $4.00. 

This  book  covers  the  important  topics  of 
general  diagnosis  of  swellings.  By  means  of 
clinical  methods  and  physical  signs  the  investi- 
gation is  simplified  in  the  diagnosis  of  tumors, 
cysts,  ulcers,  enlarged  lymph  glands,  and  swell- 
ings of  the  neck,  breast,  abdomen,  joints,  and 
inguinoscrotal  regions.  Clinical  methods  of  in- 
spection and  palpation,  which  facilitate  the  inter- 
pretation of  the  pathologic  process  and  aid  in 
the  differential  diagnosis  of  swellings,  are  used 
to  the  exclusion  of  laboratory  procedures  to 
clarify  the  basic  anatomic  structural  changes. 
The  line  drawings  aid  materially  in  correlating 
the  clinical  findings  with  the  anatomic  and 
pathologic  processes  caused  by  swellings.  The 
book  is  well  written  and  compact.  It  is  recom- 
mended both  to  the  clinician  and  to  the  surgeon 
as  a convenient  source  of  information  for  the 
differential  diagnosis  of  regional  swellings,  diag- 
nosis by  clinical  examination,  and  evaluation  of 
physical  signs. 

Irwin  E.  Siris 

Moral  Problems  of  Mental  Defect.  By  J.  S. 
Cammack,  S.J.  Octavo  of  200  pages.  New 
York,  Benziger  Brothers,  1939.  Cloth,  $2.25. 

The  subject  matter  of  this  book  deals  with 
various  aspects  of  moral  responsibility,  a sub- 
ject that  in  many  of  our  courts  has  been  the 
cause  of  prolonged  medicolegal  debates.  The 
author  first  states  the  problem,  offering  some 
criticisms  of  the  average  book  on  the  subject  for 
not  supporting  statements  with  reliable  research 
data.  “The  purpose  of  this  thesis  is  to  offer 
some  material  to  remedy  the  deficiencies  by 
collecting  the  facts  ascertained  by  the  best 
modern  investigations  of  the  subject  of  heredity, 
moral  imbecility,  and  moral  defect.”  While 
heredity  is  undoubtedly  a potent  factor,  he 
draws  attention  to  the  difficulty  of  measuring 
the  extent  of  its  influence  and  separating  the 
effect  from  that  of  environment. 

Respecting  moral  imbecility  the  author  says, 
“I  have  not  been  able  to  find,  either  in  books  or 
in  practice,  a case  of  one  who  is  defective  mor- 
ally, that  is,  one  sound  in  intellect  who  cannot 
form  correct  moral  judgments ,” 


The  history  of  the  development  of  the  defi- 
nition of  moral  defect  seems  to  lead  away  from 
the  notion  that  the  moral  imbecile  is  innately 
defective  in  morals  and  does  not  “support  the 
view  that  a person  can  be  sound  in  intellect  and 
yet  have  no  conscience.” 

Referring  to  the  psychologic  interpretation  of 
moral  defect,  the  author  seems  inclined  to  dis- 
card the  tenets  of  the  psychoanalytic  schools 
in  preference  for  a theory  (Burt)  of  “tempera- 
mental defect”  and  “temperamental  insta- 
bility.” The  former  refers  to  persons  who, 
without  being  intellectually  defective,  exhibit 
from  birth  or  an  early  age  a permanent  emotional 
instability.  The  latter  refers  to  less  severe 
cases.  The  book  should  stimulate  much  thought 
and  should  be  a helpful  addition  to  any  library. 

A.  E.  Soper 

Sir  Thomas  Roddick.  His  Work  in  Medicine 
and  Public  Life.  By  H.  E.  MacDermot,  M.D. 
Octavo  of  160  pages,  illustrated.  New  York, 
Macmillan  Co.,  1938.  Cloth,  $2.00. 

Dealing  as  it  does  with  the  life  and  achieve- 
ments of  Sir  Thomas  Roddick,  an  outstanding 
Canadian  surgeon,  this  volume  will  find  a ready 
audience  among  all  Americans  interested  in 
Canada  and  things  Canadian.  Dr.  MacDermot 
has  told  this  story  in  a clear  and  sympathetic 
manner,  and  as  a student  of  Canadian  medical 
history  he  is  qualified  for  the  task  he  has  set 
himself.  His  book  is  worth  reading. 

George  Rosen 

Cancer  Handbook  of  the  Tumor  Clinic  of  Stan- 
ford University  School  of  Medicine.  Edited  by 
Eric  Liljencrantz,  M.D.  Quarto  of  114  pages, 
illustrated.  Stanford  University,  Stanford  Uni- 
versity Press,  1939.  Cloth,  $3.00. 

This  book  is  recommended  as  a necessary 
addend  to  the  library  of  every  practicing  physi- 
cian. 

In  spite  of  its  brevity  and  outline  form,  it  is 
remarkably  complete.  It  clearly  portrays  the 
clinical  picture  of  all  forms  of  cancer,  and  stresses 
the  essential  differential  diagnosis. 

The  treatment  of  cancer  of  various  organs, 
surgery,  irradiation  or  both,  is  so  clearly  stated 
that  it  leaves  no  doubt  in  the  mind  of  the  reader 
as  to  which  method  should  be  adapted. 

Harry  Mandelbaum 
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Editorial 


Plain  Speaking 

A lot  of  people,  including  minority  groups  within  the  profession, 
have  claimed  to  represent  the  “average  physician.”  Now  the  pro- 
fession has  spoken  unmistakably  for  itself  in  Modern  Medicine's  poll. 
The  results  of  this  referendum  establish  beyond  argument  that  an 
overwhelming  majority  of  the  nation’s  medical  men  favor  the 
A.M.A.  program  and  oppose  federalized  medicine. 

The  returns  appear  even  more  conclusive  when  one  examines  the 
methods  employed  by  Modern  Medicine  to  obtain  an  honest  and 
accurate  cross  section  of  professional  opinion.  The  20,215  ballots 
cast  were  far  more  than  the  number  required  for  a Gallup  poll. 
They  have  been  analyzed  on  the  basis  of  every  factor  which  might 
conceivably  influence  medical  views;  e.g.,  geographic  location,  in- 
come, nature  of  practice,  length  of  time  in  practice,  and  membership 
in  the  A.M.A.  Viewed  from  whatever  angle,  however,  they  point 
to  one  conclusion:  the  great  majority  of  American  physicians  be- 
lieve federalized  medicine  will  result  in  a deterioration  of  professional 
service  and  will  therefore  refuse  to  “cooperate  with  a federally .... 
controlled  program  tending  toward  drastic  curtailment  of.  . . . 
private  practice . ...” 

The  referendum  asks  four  questions:  (1)  Do  you  approve  the 

platform  of  the  American  Medical  Association?  (2)  Specifically,  do 
you  favor  local  responsibility.  . . .for  the  expenditure  of  public 
funds  allotted  to  provide  medical  care  for  people  who  need  it  and 
can’t  afford  it?  (3)  Would  you  cooperate  with  a federally  adminis- 
tered and  controlled  legislative  program  tending  toward  drastic  cur- 
tailment of  the  private  practice  of  medicine?  (4)  Do  you  think 
such  a program  would  result  in  a deterioration  of  the  quality  of 
medical  service  available  to  most  people  in  the  United  States? 

The  unanimity  of  professional  opinion  on  every  one  of  these  ques- 
tions is  impressive,  to  say  the  least.  Eighty-five  per  cent  of  the 
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nation’s  physicians,  including  nonmembers  of  the  A.M.A.,  approve 
the  latter’s  platform.  Eighty-eight  per  cent  favor  local  respon- 
sibility for  medical  care  and  believe  federal  control  would  result  in 
inferior  service.  Eighty-five  per  cent  would  refuse  to  cooperate 
with  a federal  program  threatening  the  continued  existence  of  pri- 
vate practice. 

The  strength  of  medical  conviction  on  these  issues  is  further 
shown  by  the  fact  that  virtually  the  same  percentages  hold  true  for 
all  groups  within  the  profession,  regardless  of  the  basis  of  differentia- 
tion. To  take  just  one  question  as  an  example,  91  per  cent  of  the 
country  doctors  and  85  per  cent  of  the  successful  metropolitan  spe- 
cialists say  that  they  would  refuse  to  implement  a plan  for  federalized 
medicine.  The  same  stand  is  taken  by  81  per  cent  of  the  physicians 
in  practice  less  than  five  years  and  88  per  cent  of  those  in  practice 
over  20,  by  83  per  cent  of  those  earning  less  than  $4,000  a year  and 
87  per  cent  of  those  earning  more,  by  86  per  cent  of  the  members 
and  78  per  cent  of  the  nonmembers  of  the  A.M.A. 

New  York  State,  with  3,369  ballots,  shows  the  greatest  divergence 
from  the  general  average.  Thus  its  77  per  cent  vote  in  favor  of  the 
A.M.A.  program  compares  with  a national  average  of  85  per  cent; 
its  83  per  cent  endorsement  of  local  responsibility  with  88  per  cent 
for  the  country  as  a whole.  Only  76  per  cent  of  New  York  State 
voters  believe  federal  control  would  cause  a deterioration  of  medical 
service  as  compared  to  88  per  cent  for  the  nation,  and  only  74  per 
cent  (as  compared  to  the  general  average  of  85  per  cent)  would  refuse 
to  participate  in  a federalized  medical  system.  This  divergence  is 
largely  due  to  the  fact  that  New  York  State’s  returns  are  heavily 
colored  by  New  York  City,  where  sentiment  for  state  medicine  has 
always  been  stronger  than  elsewhere. 

Nevertheless,  the  preponderance  of  sentiment  against  federal  con- 
trol of  medical  care  is  strong  and  unmistakable  even  in  New  York 
City.  It  should  warn  state  and  national  legislators  against  the 
enactment  of  medical  legislation  which  would  not  command  pro- 
fessional support. 


A Tribute  to  Perseverance 

The  success  of  the  intensive  educational  campaign  for  routine 
diphtheria  immunization  of  children  is  amazingly  evident  in  the 
comparison  of  the  statistics  published  by  the  New  York  City  De- 
partment of  Health  for  the  years  1910-1919,  and  for  the  year  1939. 1 
In  the  former  years,  the  average  number  of  cases  per  year  was  14,282, 
with  1,290  deaths,  whereas  in  1939,  the  total  cases  numbered  564 
with  22  deaths.  This  enviable  record,  however,  has  another  side 
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to  it  in  that  it  has  caused  many  parents  to  become  less  concerned 
about  the  menace  of  diphtheria  to  their  children.  Unless  constantly 
prodded,  many  would  neglect  immunization  and  the  earlier  preva- 
lence of  this  disease  would  again  assume  alarming  proportions. 

Improvement  in  immunization  procedures  has  progressed  from 
the  early  use  of  toxin  antitoxin  administered  for  three  doses  at 
weekly  intervals  to  three  doses  of  diphtheria  toxoid  given  a month 
apart.  It  is  suggested  that  children  be  immunized  at  nine  months 
of  age  and  again  given  a single  injection  of  toxoid  before  entering 
school.  It  has  been  the  experience  in  large  health  centers  that  the 
alum  precipitated  toxoid  causes  more  annoying  local  reactions  than 
does  the  plain  toxoid.  The  recommended  dosage  for  the  latter  is 
y2  cc.  for  the  first  injection,  followed  by  two  of  1 cc.  each  in  children 
under  six  years. 

It  is  to  the  credit  of  the  practitioner  in  private  practice  that  a 
large  share  of  this  educational  work  in  this  field  of  preventive  medi- 
cine has  been  carried  out  by  him.  However,  neither  he  nor  the 
health  authorities  can  afford  to  lessen  their  efforts  because  of  this 
brilliant  achievement.  To  do  so  would  be  to  invite  the  return  of 
diphtheria  in  epidemic  form. 

Why  the  Rush? 

The  advocates  of  compulsory  health  insurance  are  trying  to  se- 
cure legislative  support  before  voluntary  indemnity  plans  have  had 
a chance  to  prove  their  worth.  In  Washington  Senator  Arthur 
Capper  is  sponsoring  a measure  drafted  by  the  American  Association 
for  Social  Security.  Companion  legislation  has  been  introduced  at 
Albany  by  State  Senator  Daniel  Gutman  and  Assemblymen  Wagner 
and  Boccia. 

Apparently  these  friends  of  state  medicine  are  afraid  to  give  the 
public  an  opportunity  to  see  how  effective  self-help  can  be.  Other- 
wise they  would  not  ignore  the  recent  report  of  the  State  Insurance 
Department.  Commenting  on  the  nonprofit  hospital  service  and 
medical  indemnity  corporations  now  operating  in  the  state,  Super- 
intendent Pink  urged,  “These  corporations  are  at  least  worthy  of 
experimentation  before  resorting  to  compulsory  health  insurance  or 

state  medicine Voluntary  action  on  the  part  of  the  people 

should  be  encouraged  as  much  as  possible  and ....  state  aid  should 
supplement  self-help  rather  than ...  supplant  it.  ” 

The  haste  with  which  the  advocates  of  obligatory  insurance  are 
seeking  to  entrench  their  system  before  “self-help,”  in  the  form  of 
voluntary  medical  expense  indemnity  insurance,  has  had  a chance 
to  work,  is  understandable  from  the  point  of  view  of  political  ex- 
pediency. If  voluntary  insurance  proves  satisfactory,  there  will  be 
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no  need  for  compulsory.  If  there  is  no  compulsory  state  insurance, 
a lot  of  political  hangers-on  will  lose  a glorious  opportunity  to  batten 
at  the  public  expense. 

The  demand  for  compulsory  sickness  insurance  is  not  a spon- 
taneous, popular  response  to  a pressing  need  but  the  artificial  crea- 
tion of  a hungry  political  bureaucracy.  As  Senator  Burke  of  Ne- 
braska told  the  Chicago  Medical  Society  last  December,  “It  has 
long  been  recognized  that  one  of  the  greatest  evils  of  a government 
bureaucracy  is  its  tendency  to  perpetuate  and  expand  its  power.” 

Senator  Burke  said  further:  “It  is  not  strange  that  the  American 
Medical  Association  has  objected  to  health  insurance  with  its  regi- 
mentation of  the  medical  profession  to  provide  treatment  in  whole- 
sale quantities ....  The  doctors  are  well  aware  that  the  treatment 
thus  given  in  European  countries  that  have  health  insurance  is 
vastly  inferior  to  that  under  our  system  of  private  practice;  that 
the  availability  of  health  insurance  in  those  countries  has  encour- 
aged idleness  of  workers  with  minor  ailments ; that ....  instead  of 
improving  the  health  of  the  people  as  a whole,  the  opposite  has  been 
true;  and  that  far  greater  progress  has  been  made  in  the  United 
States  without  any  system  of  subsidized  medicine ....  Unless  the 
American  form  of  government  is  to  be  gradually  broken  down,  the 
United  States  should  not  tolerate  a socialization  of  medicine.  . . . ” 

There  are  strong  medical,  economic,  political,  and  psychologic 
arguments  against  compulsory  sickness  insurance.  More  impor- 
tant, it  stands  condemned  by  experience.  Physicians  should  bring 
every  ounce  of  their  professional  and  political  influence  to  bear  in 
the  fight  against  this  destructive  system. 


Current  Comment 


“Doctors  are  short-lived.  Their  aver- 
age expectancy  of  life  is  the  lowest  of  the 
professional  groups.  They  are  valuable 
men  in  every  community.  We  are  not 
sure  there  is  anything  we  can  do  about 
this  but  recognize  it — and  appreciate  it. 
If  socialized  medicine  and  surgery  be- 
comes the  rule,  as  some  reformers  would 
have  it,  we  then  would  appreciate  the 
family  doctor.” — From  the  Lapeer 

County  (Mich.)  Press  a short  time  ago. 

“During  the  past  several  years,  prin- 
cipally because  of  the  depression  and 
fomented  by  a group  of  political  and  social 
leaders,  there  has  been  going  on  a so- 
called  social  and  economic  change.  In 


this  picture  health  plays  an  important 
part  and  the  promise  of  free  medical  care 
to  the  individual,  who  should  realize  that 
nothing  in  reality  is  free,  by  those  foster- 
ing the  so-called  social  security  programs, 
gains  many  adherents  for  socialized  medi- 
cine. The  fact  that  our  health  records  are 
better  than  ever  in  spite  of  the  depression 
. . . does  not  seem  to  mean  anything  to  our 
agitators  for  socialization  of  medicine.  . . . 

“To  the  people  as  a whole,  medicine 
and  health  are  just  a part  of  a large  eco- 
nomic and  social  wheel.  We  must  so  fit 
ourselves  in  the  order  of  their  lives  as  to 
regain  their  confidence  and  respect.  We 
must  show  them  that  their  interests  are 
our  interests  and  not  in  any  selfish  man- 
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ner.  While  our  antagonists  have  been 
active  for  years,  we  have  been  so  wrapped 
up  in  our  individual  problems  that  we 
were  either  blind  or  too  self-satisfied  to 
notice  what  was  happening  about  us.” — 
Excerpts  from  the  report  of  the  retiring 
president  of  the  Erie  County  Medical 
Society,  Dr.  Carlton  E.  Wertz,  quoted  in 
that  society’s  Bulletin  for  January. 

“A  real  or  fancied  crisis  threatens  and 
unless  the  profession  realizes  its  own  dan- 
ger and  voluntarily  makes  such  changes  in 
medical  practice  and  procedure  as  seems 
more  in  accordance  with  present-day  con- 
cepts, government  agencies  will  inter- 
fere.”— Dr.  John  Finney,  professor  emeri- 
tus of  surgery  at  Johns  Hopkins  made 
this  crisp  statement  of  fact  in  the  foreword 
of  Dr.  Bertram  M.  Bernheim’s  book, 
Medicine  at  the  Crossroads. 

“In  many  countries  the  introduction  of 
socialized  medicine  has  been  the  fore- 
runner of  religious  intolerance,  the  sup- 
pression of  free  speech  and  the  press,  and 
the  further  development  of  centralized 
governments. 

‘‘While  our  physicians  and  the  church 
and  community  hospitals  are  develop- 
ing methods  and  facilities  to  provide  good 
medical  care  for  those  unable  to  pay  and 
for  those  in  low-income  groups,  the 
government  is  still  collecting  hidden 
taxes  on  the  toast  they  eat,  the  braces 
they  wear,  and  the  medicine  needed  for 
their  recovery.  . . . 

‘‘The  science  of  health  is  far  in  advance 
of  the  science  of  government,  but  medicine 
and  government  are  not  incompatible  if 
used  in  the  right  proportions.” — Dr. 
Charles  H.  Henninger,  quoted  in  the  St. 
Louis  County  Medical  Society  Bulletin 
for  January  19,  1940. 

“The  organized  medical  profession  was 
confronted  with  the  task  of  providing  .... 
people  with  medical  care  dispensed  ac- 
cording to  the  democratic  principle  of 
equal  rights  for  all.  At  the  same  time,  it 
was  confronted  with  the  militant  advo- 


cacy, by  various  political  and  social  wel- 
fare leaders,  of  federal  control  of  medical 
care  ....  the  government  was  urged  by 
these  self-appointed  leaders  to  perform  a 
similar  function  (similar  to  wartime  con- 
trol of  industry)  with  regard  to  institu- 
tions which  have  to  do  with  the  public 
health. 

“The  medical  profession  recognized  this 
challenge  to  our  democratic  institutions. 
It  reiterated  again  and  again  the  desir- 
ability of  maintaining  a democratic  sys- 
tem of  medical  care.  . . . Furthermore,  it 
recognized  the  value  of  community  re- 
sponsibility and  management,  factors  in 
successful  management  of  institutions, 
neglected  until  recently  in  the  business 
world.  All  of  these  principles,  indispen- 
sable in  a democratic  system  of  medical 
care,  were  finally  incorporated  into  a plat- 
form for  the  formation  of  a national 
health  program. 

“.  . . . However,  we  are  living  today  in  a 
war  of  ideas.  This  war,  which  is  being 
carried  on  in  the  press  and  over  the  radio, 
may  be  as  destructive  of  individual  rights, 
of  existing  institutions,  as  a war  involving 
armaments.  In  this  respect,  the  destiny 
of  the  organization  of  medicine  is  linked 
with  the  destiny  of  every  other  organiza- 
tion.”— Mrs.  R.  E.  Mosiman,  chairman, 
Public  Relations  Committee  of  the  Wo- 
man’s Auxiliary  to  the  A.M.A.,  in  the 
January  Bulletin  of  that  organization. 

“The  medical  profession  is  not  a trade 
union  and  is  not  especially  concerned  with 
the  hours  or  place  of  work.  It  does  not 
build  trusts  or  monopolies,  excludes  no 
qualified  competitors  and  does  not  retain 
any  worth-while  discoveries  for  its  own 
profit.  It  does  not  specifically  engage  in 
political  activities  and  calls  no  strikes. 
It  answers  calls  from  the  storm  and  wind- 
swept country,  the  streets  of  the  village, 
the  boulevards  of  the  city,  and  the  desolate 
fields  of  battle.  It  demands  that  each 
physician  meet  the  standards  which  equip 
him  to  render  good  medical  care.” — R.  B. 
Poling,  M.D.,  president  of  the  Mahoning 
County  Medical  Society,  in  the  February 
issue  of  that  society’s  Bidletin. 
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Drawings  or  graphs  should  not  be  larger  than 
12  X 16  inches,  and  must  be  made  with  jet  black 
India  ink  on  white  paper  or  tracing  cloth.  Do 
not  use  typewriter  for  lettering.  The  smallest 
lettering  on  8 X 10  inch  copy  should  be  no  less 
than  34  inch  high.  Cross  section  paper  (white 
with  black  lines)  may  be  used,  but  should  not 
have  more  than  4 lines  per  inch.  If  finer  ruled 
paper  is  used,  the  major  division  lines  should  be 
drawn  in  with  black  ink,  omitting  the  finer 
divisions.  In  the  case  of  finely  ruled  paper,  only 
blue-lined  paper  can  be  accepted.  Lettering 
and  all  markings  must  be  large  enough  to  be 
readable  after  reduction.  Mail  rolled  or  flat, 
never  fold.  Photographs  should  be  very  distinct 
and  show  clear  black  and  white  contrasts.  They 
must  be  on  glossy  white  paper.  Avoid  round 
and  oval  photographs. 

Whenever  possible  “crop”  photographs,  i.e., 
mark  portion  that  can  be  excluded  when  repro- 
duced. Crop  marks  should  be  on  margin  of 
photographs.  Do  not  run  pencil  lines  through 
photographs. 

It  is  important  to  mark  the  top  of  the  illus- 
tration on  the  back,  also  its  number  as  referred 
to  in  the  text,  thus.  Fig.  1,  2,  and  the  name  and 
address  of  the  author. 

Legends  should  be  typewritten  on  one  sheet  of 
paper  and  attached  to  the  illustrations. 
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The  purpose  of  this  paper  is  to  evaluate 
the  knowledge  gained  by  the  physician 
in  private  practice  by  a positive  tubercu- 
lin test.  It  is  my  feeling  that  the  test  is  of 
sufficient  value  to  warrant  its  routine  use 
by  physicians  whose  work  is  among 
children.  This  is  done  in  hospitals  and 
clinics  but  is  not,  as  a rule,  practiced  in 
offices.  Its  value  is  not  only  to  determine 
whether  the  patient,  himself,  has  primary 
tuberculosis  but,  perhaps  even  more  im- 
portant, to  show  that  there  is,  or  has  been, 
in  contact  with  this  child  someone  who  has 
the  reinfection  type  of  tuberculosis.  It 
becomes  the  duty  of  the  physician  to 
locate  that  individual.  By  so  doing,  we 
make  ourselves  and  our  offices  a clinical 
center  for  public  health  as  far  as  tubercu- 
losis is  concerned. 

Pathogenesis  of  Primary  Tuberculosis 

A positive  tuberculin  test  means  the 
presence  of  primary  tuberculosis;  this 
and  nothing  else.  Primary  tuberculosis 
is  the  type  of  infection  that  predominates 
in  childhood.  It  by  no  means  is  confined 
to  children,  however.  It  is  clear  that  if 
only  15  per  cent  of  the  children  at  the 
beginning  of  adolescence  possess  positive 
tuberculin  reactions  and  in  adult  life 
30  per  cent  of  the  people  possess  a positive 
test,  one-half  of  them  contracted  primary 
tuberculosis  during  adult  life. 

The  pathogenesis  of  primary  tubercu- 
losis is  well  described  by  Wallgren.1  He 
states  that  the  tubercle  bacillus  in  almost 
every  case  enters  the  body  through  the 
respiratory  tract  and  lodges  in  an  alveolus. 
One  or  more  alveoli  may  be  affected  de- 
pending on  the  number  of  bacilli  inhaled. 
From  this  original  focus  the  organisms 
travel  along  the  lymphatics  to  the  tracheal 
nodes,  from  which  in  turn  they  are  car- 
ried by  the  lymphatic  ducts  eventually 


into  the  subclavian  vein.  It  is  probably 
true  that  in  every  case  there  is  a bacil- 
lemia,  and  this  accounts  for  lesions  of  the 
primary  complex  being  set  up  in  other 
parts  of  the  body.  Such  secondary  foci 
are  most  commonly  found  in  the  glands 
but  may  be  in  the  pleura,  the  central 
nervous  system,  or  the  joints.  This  all 
may,  and  most  frequently  does,  take 
place  before  the  onset  of  the  positive 
intracutaneous  test. 

As  evidence  of  this  early  dissemina- 
tion of  the  tubercle  bacillus,  Wallgren1 
reports  that  he  has  been  able  to  demon- 
strate virulent  tubercle  bacilli  in  the 
gastric  lavage  of  a child  a week  before  the 
appearance  of  a positive  tuberculin  reac- 
tion. The  primary  foci  in  the  lung  or  in 
the  gland  are  surrounded  by  a wall  of 
lymphocytes.  In  the  center  of  this  area 
caseation  occurs.  When  the  incubation 
period  is  over  and  the  child  is  rendered 
allergic  as  shown  by  the  presence  of  a 
positive  skin  reaction,  then  “a  rather 
sudden  and  violent  inflammatory  reac- 
tion around  the  tuberculous  focus  takes 
place.  This  perifocal  reaction  ....  con- 
sists of  hyperemia  with  desquamation  of 
alveolar  cells,  lymphocytic  infiltration, 
and  edema  ....  This  same  reaction  is 
produced  in  the  lymphatic  glands,  which 
increase  rapidly  in  size.  At  this  stage  of 
tuberculosis  there  is  consequently  often 
an  extensive  pulmonary  lesion  in  the 
center  of  which  lies  a usually  small 
caseous  focus.”  The  pathologic  processes 
may  completely  resolve  or  may  leave 
strands  of  fibrosis,  or  they  may  calcify 
and  the  calcified  area  inclose  bacilli.  If 
this  enclosure  is  broken  down  by  some 
means,  then  again  we  get  a dissemination 
of  the  bacilli,  now  in  a sensitized  host, 
and  reinfection  type  of  tuberculosis 
occurs. 
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Primary  tuberculosis  is  probably  one  of 
the  best  examples  of  allergy.  The  original 
deposition  of  the  bacillus  within  the 
alveolus  is  frequently  accompanied  by 
areas  of  edema  within  the  pulmonary  or 
glandular  tissue.  This  is  undoubtedly 
evidence  of  allergy.  The  tuberculin 
reaction  itself  is  also  evidence  of  allergy. 
More  recently  this  has  been  demonstrated 
by  Sabin.2  The  reaction  of  the  body  is 
changed  by  the  advent  of  allergy,  for 
without  allergy  the  disease  is  innocuous; 
in  the  presence  of  allergy  it  produces 
clinical  tuberculosis.  Erythema  nodosum 
is  an  evidence  of  allergy.  This  has  been 
shown  by  the  work  of  Wallgren,3  Ern- 
berg,4  and  Dickey.5  Phlyctenular  con- 
junctivitis has  been  shown  by  Goldstein6 
and  Burgin7  to  be  an  evidence  of  sensi- 
tivity to  tubercle  protein.  While  both  of 
the  latter  conditions  may  rarely  occur  in 
diseases  other  than  tuberculosis,  when 
they  do  occur  as  a part  of  the  tuberculous 
infection  they  are  signs  of  allergy. 
Occasionally,  primary  infection  is  associ- 
ated with  joint  swellings,  and  as  WaJl- 
gren3  has  pointed  out,  this  is  an  allergic 
response  to  tubercle  protein. 

Primary  tuberculosis  is  never  a local- 
ized disease.  The  onset  of  the  infection 
is  associated  with  tubercle  dissemination. 
We  cannot  speak  correctly  of  tuberculous 
adenitis  or  tuberculous  meningitis  or  even 
of  bone  tuberculosis.  These  are  a part  of 
a general  infection  which  was  originally 
pulmonary.  Friedman,8  Poulson,9  and 
others  have  been  able  to  demonstrate 
bacilli  in  the  lavage  of  children  who  have 
no  evidence  of  tuberculous  infection  save 
the  allergic  response.  Wallgren3  has 
found  bacilli  in  children  who  have  no 
evidence  of  tuberculosis  except  a positive 
tuberculin  and  Erythema  nodosum.  Poul- 
son9 reports  that  at  the  Finzen  Institute 
one-third  of  the  cases  of  bone  tuberculosis 
had  tubercle  bacilli  in  their  gastric  lavage. 

The  Symptoms  of  Primary 
Tuberculosis 

In  general,  it  is  true  that  there  are  no 
symptoms  of  any  toxic  nature  at  the  onset 
of  primary  tuberculosis.  Wallgren1  ob- 
served 100  cases  that  developed  a posi- 


tive tuberculin  under  his  observation. 
All  of  them  had  a mild  fever.  This 
observation  is  corroborated  by  Martin.10 
She,  however,  states  that  when  the  pul- 
monary infiltration  is  very  large,  then 
the  fever  is  higher  and  lasts  longer,  but 
at  no  time,  even  with  huge  pulmonary 
involvements,  are  the  children  toxic. 
This  is  in  contradistinction  to  pulmonary 
infiltrates  of  known  nontuberculous  ori- 
gin. These  observations  are  corroborated 
by  Dickey,11  Dunham,12  and  Reichle.13 
The  fever  may  last  for  only  a few  days  to 
a number  of  weeks,  generally  dependent 
upon  the  amount  of  pulmonary  involve- 
ment. 

The  Signs  of  Primary  Tuberculosis 

Smith14  made  a study  of  the  white  blood 
cells  in  children  with  primary  tubercu- 
losis. His  conclusion  was  that  in  some 
cases  a slight  lymphocytic  increase  oc- 
curred, but  he  did  not  feel  that  it  was 
diagnostic. 

Friedman,8  Wallgren,1  and  others  have 
made  note  of  the  fact  that  the  sedimenta- 
tion rate  was  prolonged  during  the  febrile 
stage  of  primary  tuberculosis. 

Bumbalo15  has  noted  that  the  vitamin 
C excretion  is  low  in  primary  tuberculosis. 

The  foremost  sign,  however,  of  primary 
tuberculosis  is  obtained  by  the  roentgen 
ray.  The  presence  of  calcification  in  the 
lung  or  glands  is  almost  always  diagnostic 
of  the  primary  complex.  Consolidation 
in  the  lung  demonstrated  by  the  roentgen 
ray  in  a child  with  a positive  tuberculin 
test  is  highly  suggestive  of  primary 
tuberculosis  if  the  infiltration  persists 
with  little  or  no  toxicity  and  only  slight 
fever.  This  point  is  illustrated  by  many 
examples  by  Martin10  and  Taylor.16 

The  Trend  of  Incidence  of  Primary 
Tuberculosis 

In  1935  it  was  shown  that  in  Rochester, 
New  York,  the  incidence  of  primary 
tuberculosis  had  decreased  62  per  cent  in 
the  preceding  ten  years.17  In  that  re- 
port reference  was  made  to  a number  of 
surveys  that  had  been  made  elsewhere. 
It  was  pointed  out  that  these  surveys 
demonstrated,  though  not  specifically 
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made  for  that  purpose,  a decrease  nearly 
approximating  that  found  in  Rochester. 

Present  Incidence  of  Primary 
Tuberculosis 

Obviously,  the  significance  of  a test  for 
a disease  depends  to  some  extent  upon  the 
incidence  of  the  disease.  In  a report 
published  in  1937  by  the  National  Associ- 
ation of  School  Physicians,18  a summary 
was  made  of  the  childhood  tuberculosis 
surveys  that  had  been  made  in  the 
United  States  up  to  that  time.  In  general, 
the  conclusion  was  that  the  number  of 
children  infected  was  between  15  and  25 
per  cent.  Some  areas  were  more  affected 
than  others.  The  highest  incidence  of  all 
was  reported  in  Philadelphia19  where  in 
some  districts  it  was  as  high  as  72.6  per 
cent.  In  the  state  of  North  Carolina 
and  some  of  the  midwestern  states  it  was 
below  10  per  cent. 

There  have  been  some  surveys  among 
young  adults.  In  1937,  Long20  reported 
a survey  in  which  he  showed  that  in 
colleges  in  the  midwest  the  incidence  of 
positive  tuberculin  tests  was  approxi- 
mately 20  per  cent,  in  the  east  approxi- 
mately 50  per  cent,  and  in  the  far  west 
approximately  40  per  cent. 

The  Cause  of  the  Decline  of  Primary 
Tuberculosis 

1.  Eradication  of  Bovine  Tuberculosis. 
— Twenty  years  ago  the  number  of  cattle 
infected  in  this  country  was  approxi- 
mately 15  per  cent.21  In  1937,  the 
National  Livestock  Exchange22  published 
a map  showing  the  incidence  of  bovine 
tuberculosis  among  the  herds  in  the 
several  counties  and  states  in  the  United 
States.  In  only  five  states  was  the 
percentage  higher  than  3 per  cent.  In 
the  remaining  it  was  around  1 per  cent 
or  less.  In  many  counties  no  tubercu- 
losis at  all  was  found  in  the  cattle. 

2.  Growth  of  Sanatoriums. — While  the 
main  object  of  sanatoriums  is  to  treat 
tuberculosis,  from  the  point  of  view  of  the 
community  its  chief  value  is  that  it 
isolates  individuals  who  otherwise  would 
be  spreading  the  disease. 

3 Education  of  the  Public  by  Private 


Physicians. — People  are  being  educated 
by  means  of  magazine  articles,  talks  by 
physicians  interested  in  tuberculosis,  and 
by  conversations  with  physicians  who 
realize  its  definite  contagious  nature  and 
who  give  instruction  in  the  technic  of 
avoiding  infection. 

4.  The  Surveys  in  Schools. — These  are 
influential  because  they  inform  parents 
about  tuberculosis.  They  often  uncover 
otherwise  unknown  spreaders  of  the 
disease.  They  also  give  the  older  chil- 
dren the  knowledge  of  the  value  of  a 
periodic  roentgen-ray  examination. 

5.  Less  Crowded  Living  Conditions. — 
Since  the  advent  of  the  automobile  more 
people  now  live  in  outlying  districts 
where  they  are  more  widely  separated, 
and  so  tuberculosis  is  not  scattered  so 
much  as  it  would  be  where  people  are 
crowded  together  in  smaller  quarters. 

6.  Natural  Immunity. — Immunity  to 
tuberculosis  is  not  inheritable,  and  yet 
Miller23  points  out  there  may  be  a capac- 
ity to  develop  resistance  to  tuberculosis 
which  is  inheritable.  We  know  that  there 
are  always  a certain  percentage  of  people 
who  are  exposed  to  tuberculosis  and  do 
not  get  it.  In  the  course  of  generations 
this  percentage  increases. 

The  Virulence  of  the  Tubercle  Bacillus 

In  1937  Rosenberg24  stated  that  he 
felt  there  might  be  a variability  in  the 
virulence  of  the  tubercle  bacillus  and  that 
at  the  present  time  the  lower  death  rate  is 
due  to  the  fact  that  the  organism  is  in  a 
lower  phase.  With  this,  others  are  in 
agreement.  He  pointed  out  that  measles, 
whooping  cough,  and  scarlet  fever  in  a 
similar  fashion  have  an  increasingly  lower 
mortality  rate.  There  is  a difference, 
however,  between  what  is  going  on  in 
tuberculosis  and  what  is  going  on  in 
measles,  scarlet  fever,  and  whooping 
cough,  for  there  are  just  as  many  people 
infected  and  sick  with  these  diseases  as 
always.25  The  mortality  only  has  gone 
down.  In  tuberculosis  the  incidence, 
morbidity,  and  mortality  are  all  going 
down  at  the  same  time.  This  phenomenon 
is  illustrated  by  the  figures  presented  for 
Rochester  during  the  years  1925  to  1934. 17 
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This  observation  was  also  corroborated 
by  the  work  of  Harrington26  in  Minne- 
sota where  he  found  in  1937  that  during 
the  preceding  ten  years  there  was  a drop 
of  approximately  70  per  cent  in  primary 
tuberculosis.  During  the  same  period, 
Boynton27  noticed  a drop  of  72  per  cent  in 
the  mortality  from  tuberculosis.  In  1937 
Frost28  stated  that  the  curve  showing 
childhood  incidence  and  the  curve  show- 
ing mortality  from  tuberculosis  were  the 
same.  Potter29  in  1937  stated  that  the 
curves  of  mortality  and  morbidity  were 
going  down  at  the  same  rate.  The  con- 
clusion we  can  draw  from  these  several 
comments  is  that  the  number  of  people 
who  are  infected  with  tuberculosis,  the 
number  of  people  who  are  sick  with 
tuberculosis,  and  the  number  of  people 
who  die  from  tuberculosis  are  diminish- 
ing at  the  same  rate.  This  is  not  true  of 
the  other  diseases  which  we  have  men- 
tioned which  are  common  to  childhood. 
In  1938  Drolet30  published  the  startling 
fact  that  relative  mortality  from  tubercu- 
losis was  going  down  but  little.  In  spite 
of  modern  treatment  of  tuberculosis,  the 
death  rate  in  the  sanatoriums  of  the 
United  States  was  actually  slightly  in- 
creasing. In  1925  the  death  rate  was  20 
per  cent;  in  1931,  23  per  cent;  and  in 
1934,  24  per  cent.  There  must  be  in- 
volved in  these  statistics  factors  other 
than  those  that  appear  at  a superficial 
glance,  but  it  certainly  would  not  leave 
one  with  the  conclusion  that  the  virulence 
of  the  tubercle  bacillus  is  decreasing.  I 
think  we  can  conclude  with  Frost28  that 
the  specific  properties  of  the  tubercle 
bacillus  have  not  changed  appreciably  in 
modern  times. 

The  Significance  of  a Positive 
Tuberculin 

The  first  significance  of  a positive 
tuberculin  reaction  is  to  the  patient  him- 
self. Myers31  gives  some  interesting  data. 
He  reports  on  a large  group  of  children 
whose  average  age  was  8 years  and  who 
had  positive  skin  tests.  These  children 
were  followed  for  fourteen  years.  A simi- 
lar group  who  at  the  onset  did  not 
have  positive  tuberculin  tests  were  also 


followed  as  a control.  At  the  end  of  the 
period  there  was  eight  times  as  much 
clinical  tuberculosis  in  the  group  with 
positive  tests  as  in  the  group  with  nega- 
tive tests.  In  another  communication, 
Myers32  states  that  in  a group  of  children 
very  carefully  studied,  it  was  shown  that 
those  who  have  evidence  of  calcium  de- 
posits in  the  lung  parenchyma,  the  lung 
hilum,  or  both  are  five  times  more  likely 
to  fall  ill  from  clinical  disease  during  the 
teen-age  period  than  those  children  who 
react  positively  to  the  test  and  have  no 
roentgen-ray  manifestations  at  the  time. 
In  a study  published  in  1939  by  Ch’iu,33 
he  reports  446  children  whose  average  age 
was  7 years  when  they  were  first  known  to 
have  a positive  tuberculin.  This  group 
was  well  controlled  and  was  followed  for 
ten  years.  At  the  end  of  this  period  15 
per  cent  had  clinical  tuberculosis,  and  of 
the  controls  only  1.7  per  cent  had  clinical 
disease.  The  ratio  of  the  mortality  was 
even  more  striking  which  was  38  to  1 for 
the  positive  reactors.  Opie34  states  that 
75  per  cent  of  the  children  in  the  teen 
ages  who  develop  tuberculosis  are  re- 
cruited from  the  ranks  of  those  who  de- 
veloped their  positive  tuberculin  in  early 
childhood. 

Of  equal  significance  in  finding  a posi- 
tive tuberculin  test  is  its  community 
interest.  Each  case  of  tuberculosis  pre- 
vented represents  a saving  of  $4,000, 
which  is  an  estimation  published  in  a re- 
port from  the  State  Board  of  Health.35 
There  is  no  estimate  of  the  amount  of  sick- 
ness and  death  which  is  prevented  by 
finding  the  person  who  is  spreading 
tuberculosis.  In  a case  where  a positive 
tuberculin  exists  in  a child,  both  parents 
and  siblings  should  have  tuberculin  tests. 
The  maid,  the  nurse,  the  cook,  or  any 
other  person  who  is  intimate  with  the 
child  should  have  a skin  test.  If  it  is 
positive,  they  should  have  a roentgen  and 
physical  examination.  Any  physician 
who  has  practiced  very  long  has  seen  cases 
of  primary  tuberculosis  which  have  been 
caused  by  contact  with  a maid  or  a nurse 
who  possessed  the  reinfection  type  of  the 
disease.  We  should  be  as  earnest  or  per- 
haps more  earnest  in  finding  the  adult 
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case  of  tuberculosis  as  we  are  in  finding 
the  child  who  has  been  infected. 

There  are  factors  that  are  involved  in 
finding  a positive  test  other  than  diag- 
nosis. One  of  these  is  the  size  of  the 
reaction.  Lincoln36  says  that  it  was  her 
observation  that  there  is  no  significance 
in  the  size  of  the  tuberculin  test  as  far  as 
it  relates  to  the  size  of  the  tuberculous 
lesion,  the  activity  of  the  disease,  or  its 
general  prognosis.  Boyd37  disputes  this. 
He  found  in  the  schools  in  Vancouver  that 
those  children  who  gave  the  highest 
allergic  response  were  in  general  those 
children  in  closest  contact  with  tubercu- 
losis at  home.  Among  those  children 
who  gave  only  a slight  response  it  was 
almost  invariably  impossible  to  find  the 
source  of  contact.  In  general,  however, 
workers  agree  with  Lincoln’s  conclu- 
sion. 

There  has  been,  until  recently,  a uni- 
versal feeling  that  the  presence  of  a 
positive  tuberculin  connotes  immunity  to 
tuberculosis  of  the  reinfection  type. 
This  belief  is  still  widely  held.  However, 
I think  it  is  fair  to  say  that  almost  any 
physician  whose  chief  interest  is  in  tuber- 
culosis considers  a positive  tuberculin 
under  the  ninth  or  tenth  year  as  a liabil- 
ity. 

Hill38  goes  further  than  this  and  states: 
“A  positive  tuberculin  test  in  a child  can 
no  longer  be  held  as  an  advantage;  as 
an  indicator  of  immunity.  Nor  can  it 
be  held  a liability  to  reach  adult  age  with 
a negative  tuberculin. ’ ’ Chadwick39  says : 
“There  is  without  doubt  a small  immunity 
conferred  by  an  infection  with  the  tubercle 
bacillus,  provided  it  is  not  excessive,  and 
the  child  has  an  average  amount  of  re- 
sistance. However,  it  is  important  to 
remember  that  this  immunity  cannot  be 
depended  upon  to  prevent  disease.” 

Significant  Factors  in  the  Development 
of  the  Reinfection  Type  of  Tuberculosis 

Probably  the  greatest  factor  in  the 
onset  of  the  reinfection  type  of  tubercu- 
losis is  continuity  of  contact.  Opie34 
states  that  children  who  have  primary 
tuberculosis  and  then  are  exposed  con- 
tinuously have  five  times  the  chance  of 


developing  reinfection  tuberculosis  than 
those  whose  contact  is  broken.  Debre40 
analyzed  171  infants  who  had  a positive 
tuberculin  test  and  were  separated  from 
the  source  of  contact.  In  four  years, 
7.6  per  cent  of  these  children  had  died  of 
tuberculosis.  Sixty-six  children  were 
infected  and  continued  to  live  in  the 
same  environment,  and  in  four  years  82 
per  cent  of  them  had  died  of  tuberculosis. 
So  important  is  it  that  a person  who  has 
primary  tuberculosis  be  kept  away  from 
the  bacillus  that  Weintraub41  has  said 
that  the  whole  problem  of  childhood 
tuberculosis  is  removing  children  from 
their  contacts. 

Age  is  a factor.  The  acute  reinfection 
type  of  tuberculosis  develops  from  the 
primary  infection  most  often  in  the  first 
two  years  of  life.  It  is  then  that  tubercu- 
lous meningitis  and  miliary  tuberculosis 
are  most  common.  Wallgren1  and  Nobe- 
court42  have  also  pointed  out  that  this 
type  of  acute  reinfection  tuberculosis 
develops  within  a few  months  after  the 
onset  of  allergy.  The  onset  of  the  re- 
infection type  of  tuberculosis  is  influenced 
for  some  reason  by  the  development  of 
maturity.  Above  the  age  of  15  the 
mortality  from  the  reinfection  type  begins 
to  mount.  Why  this  should  occur  is  not 
entirely  clear. 

Certain  nontuberculous  diseases  seem 
to  light  up  primary  tuberculosis  and 
induce  the  reinfection  type.  This  is 
true  of  measles.  In  a recent  article 
written  by  Kohn,43  he  comes  to  the  con- 
clusion, after  studying  children  with 
primary  tuberculosis  who  had  had  an 
attack  of  measles,  that  that  disease 
would  in  some  cases  induce  the  onset 
of  the  reinfection  type  of  tuberculo- 
sis. 

Wallgren1  modifies  this  somewhat  by 
stating  that  there  is  no  danger  from 
measles  providing  the  primary  infection 
is  not  a fresh  one.  In  going  back  and 
analyzing  Kohn’s  figures  in  the  light  of 
this  observation,  it  is  also  true  in  his 
series. 

Finally,  as  Miller23  points  out,  fatigue 
may  determine  whether  or  not  the  re- 
infection type  develops  upon  the  primary 
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infection.  This  is  especially  true  in 
young  adults. 

Treatment  of  Primary  Tuberculosis 

When  the  child  has  enlarged  noncalci- 
fied  hilus  glands  or  where  there  are  pul- 
monary infiltrations,  whether  there  are 
symptoms  or  not,  such  a child  should 
be  given  complete  bed  rest.  He  should 
stay  at  rest  until  the  glandular  swelling 
has  become  calcified  and  the  pulmonary 
infiltration  is  completely  resolved.  He 
should  be  given  milk  in  abundance, 
theoretically  important  because  of  the 
calcium  intake.  He  should  be  given  cod- 
liver  oil,  for  it  aids  in  the  deposition  of 
calcium.  He  should  be  given  orange 
juice — important  for  its  vitamin  C con- 
tent. He  should  be  given  periodic 
roentgen-ray  examinations,  at  least  an- 
nually until  the  onset  of  puberty  and 
oftener  at  that  time  if  so  indicated.  Let 
it  be  emphasized  that  the  most  important 
form  of  treatment  is  to  separate  the 
child  from  the  source  of  contact.  Every- 
thing else  is  secondary  to  this. 

Conclusions 

1.  The  children’s  physician  should 
routinely  perform  tuberculin  tests.  He 
should  be  a center  of  influence  in  the 
antituberculosis  program. 

2.  A positive  tuberculin  in  a child 
signifies  the  presence  of  primary  tubercu- 
losis. Because  it  is  from  such  children 
that  clinical  tuberculosis  is  chiefly  re- 
cruited, these  children  should  be  watched 
carefully  during  childhood,  but  more 
especially  during  the  teen  ages.  It  is  at 
this  time  that  reinfection  type  of  tubercu- 
losis becomes  a factor. 

3.  The  decline  in  tuberculosis  is  not 
due  to  loss  of  virulence  in  the  organism. 
The  chief  factor  in  its  decline  is  probably 
the  isolation  of  those  who  are  contagious. 

4.  The  presence  of  a positive  tubercu- 
lin test  in  a child  means  the  presence  of 
some  immunity,  but  this  immunity  is  not 
enough  to  prevent  disease  in  later  life. 

5.  The  goal  of  every  physician  in- 
terested in  the  tuberculosis  problem  in 
children  should  be  to  prevent  primary 
infection. 
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Discussion 

Dr.  Fairfax  Hall,  New  Rochelle,  New  York — 
I am  sure  all  of  us  agree  heartily  with  everything 
Dr.  Beaven  has  brought  out  in  his  paper.  It 
should  leave  us  with  a slogan  for  every  child 
with  a positive  tuberculin  reaction  of  “Find  the 
Source  and  Break  the  Contact.”  Also  it  should 
encourage  us  to  do  tuberculin  tests  as  routinely 
as  Schick  tests  and  at  more  frequent  intervals. 

One  of  the  reasons  tuberculin  testing  has  not 
been  done  more  often  in  pediatric  practice  is  be- 
cause it  has  meant  one  more  painful  procedure 
which  a pediatrician  has  to  live  down  in  order  to 
keep  on  friendly  terms  with  a child  and  the 
family. 

The  patch  test  of  Vollmer  is  a method  which 
eliminates  all  discomfort  from  tuberculin  testing. 
It  is  sufficiently  accurate  to  be  of  value  and  so 
easy  to  do  that  it  can  be  used  routinely  on  every 
child  and  repeated  frequently.  Because  of 
having  found  1 case  in  which  the  patch  test 
was  negative  and  the  intradermic  test  positive, 
I am  inclined  to  check  up  a negative  patch  test 
with  a Mantoux  test  if  there  is  any  suspicion 
that  the  former  may  be  wrong.  The  patch  test 
appears  to  be  slightly  less  sensitive  than  a 1 to 
1,000  intradermic  test  and  distinctly  less  so  than 
1 to  100  or  1 mg. 

A practical  point  to  be  considered  in  purchas- 
ing a supply  of  patch  tests  is  to  buy  in  lots  of 
one  hundred  and  not  of  ten.  At  the  current 
price  it  is  about  one-third  as  expensive  per  test 
when  bought  in  the  larger  quantity. 

I would  like  to  recommend  for  intradermic  use 
a most  convenient  and  inexpensive  preparation. 
It  is  the  one  which  is  prepared  and  sold  by  the 
New  York  City  Department  of  Health  Labora- 
tories. This  was  ingeniously  thought  out  by 
Dr.  Charles  Hendee  Smith. 

There  is  much  more  that  can  be  said  with 
regard  to  tuberculin  testing  which  perhaps  Dr. 
Beaven  will  care  to  go  into.  One  thing  I would 
like  to  hear  him  discuss  is  the  use  of  P.P.D. 
tuberculin,  also  how  long  it  is  advisable  to  keep 
solutions  of  old  tuberculin  after  they  have  been 
made  up  in  dilutions  of  1 to  1,000  or  1 to  100. 
I believe  that  such  dilutions  when  kept  in  a 
refrigerator  are  good  for  a long  time.  (Use  after 
seven  years  was  reported  with  little  loss  of 
strength.) 

A second  reason  tuberculin  tests  have  not  been 
made  more  frequently  on  children  has  been  the 
question,  “What  are  we  going  to  do  about  it  if  it 
is  positive?”  We  already  try  to  keep  our  pa- 
tients in  a state  of  health  calculated  to  produce 
maximum  resistance  against  the  progress  of  in- 
fection. Dr.  Beaven  has  given  us  one  answer  to 
this,  which  is,  the  benefit  to  the  child  and  to  the 


community  by  finding  the  source  from  which  the 
child  has  acquired  the  tuberculous  infection. 

I should  like  to  go  even  further  than  Dr.  Bea- 
ven by  recommending  prevention  or  postpone- 
ment of  a positive  tuberculin  reaction,  by  avoid- 
ing the  primary  tuberculous  infection  of  a child. 
There  is  a development,  of  importance  in  pre- 
ventive pediatrics,  designed  to  achieve  this  ideal 
by  keeping  tuberculous  adults  out  of  the  nursery 
and  out  of  the  schools. 

The  American  Academy  of  Pediatrics  is  back 
of  a program  to  educate  doctors,  the  public,  and 
school  boards  concerning  the  value  and  necessity 
for  periodic  medical  examinations  of  all  persons 
who  are  in  close  association  with  children.  This 
applies  to  parents  and  relatives,  to  schoolteachers, 
and  especially  to  nursemaids  and  housekeepers 
who  take  care  of  children.  These  examinations 
must  exclude  the  existence  of  tuberculosis  by 
tuberculin  tests  and  x-rays.  Every  pediatrician 
would  do  well  to  recommend  to  the  families  in 
which  he  looks  after  the  children,  that  all  domes- 
tic workers  who  are  in  contact  with  children  must 
furnish  a health  certificate.  This  certificate  or 
“health  reference”  should  be  the  result  of  having 
undergone  an  examination  that  has  definitely 
ruled  out  pulmonary  tuberculosis  which  is  open 
or  may  become  so. 

There  are  now  committees,  in  forty  states, 
consisting  of  pediatricians  who  are  members  of 
the  Academy.  Arrangements  are  being  made 
by  them  throughout  the  country  so  that  exami- 
nations may  be  obtained  at  moderate  cost  for 
servants,  schoolteachers,  and  parents.  Every 
pediatrician  should  set  the  example  by  having 
such  an  examination  himself. 

Dr.  H.  F.  Rowley,  Rochester,  New  York — For 
many  years  as  an  intern  and  resident  on  pediat- 
ric services  I was  impressed,  as  all  of  you  have 
been,  with  those  hopeless  cases  of  the  reinfection 
type  of  tuberculosis  occurring  in  babies  and 
children  apparently  in  perfect  health.  Feeling 
convinced  that  such  cases  could  and  should  be 
prevented,  I have,  since  entering  private  prac- 
tice, made  a routine  procedure  of  doing  my 
first  tuberculin  test  at  the  age  of  three  months, 
then  repeating  the  test  each  year  thereafter  at 
the  time  of  the  yearly  medical  check-up. 

Because  advanced  tuberculosis  or  the  reinfec- 
tion type  of  tuberculosis  in  children  is  simply  an 
indication  of  an  earlier  infection,  I feel  we  are 
confronted  with  the  necessity  of  recognizing  the 
disease  at  its  very  earliest  stage,  then  determining 
the  source  of  the  infection,  disposing  of  the  source 
by  isolation,  and  following  our  positive  tuberculin 
cases  carefully  and  intelligently  throughout  the 
following  years.  The  fact  that  the  tuberculin 
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test  is  so  fundamental  in  recognizing  the  early 
invasion  period  in  infants  and  children  as  well 
as  adults  makes  it  an  inexpensive,  easy,  and 
necessary  means  for  detection,  investigation,  and 
prevention  of  the  reinfection  type  of  tuberculosis. 

There  are  three  definite  sections  of  our  popula- 
tion benefited  by  detecting  the  early  cases  of 
tuberculosis:  viz.,  the  patient,  the  family,  and 
the  community,  as  has  been  emphasized  by  Dr. 
Beaven.  The  main  responsibility  to  each  of 
these  groups  is  to  determine  the  source  of  the 
infection  and,  by  means  of  isolation  and  sana- 
torium treatment,  prevent  its  spread  to  other 
members  of  the  family  and  community.  In 
infancy  and  childhood  there  is  little  or  no  eco- 
nomic problem  other  than  the  routine  medical 
supervision.  However,  in  the  positive  tubercu- 
lin group  and  those  with  the  reinfection  type  of 
tuberculosis  as  found  in  high-school  and  college 
students  we  are  confronted  with  the  medical, 
economic,  social,  and  psychologic  factors.  At 
this  particular  period  it  is  our  duty  to  prevent  the 
young  adult  from  excesses  which  might  jeopar- 
dize his  future  health. 

The  finding  of  positive  tuberculin  tests  on 
children  in  any  family  may  be  the  means  of 
detecting  cases  of  active  tuberculosis  at  a very 
early  period,  thereby  preventing  the  economic 
disaster  and  social  stigmata  to  the  family  asso- 
ciated with  hospitalization  of  one  or  more  mem- 
bers because  of  the  reinfection  type  of  tubercu- 
losis. 

In  spite  of  the  very  small  percentage  of  posi- 
tive tuberculin  infants  and  children  in  my  group 
of  769  tuberculin  tests,  I am  still  convinced  that 
it  is  a worth-while  routine  procedure  in  our  office 


practice.  We  cannot  evaluate  from  a statistical 
point  of  view  the  quality  of  preventive  medicine 
practiced  until  we  have  discovered  tuberculosis 
where  it  has  never  been  suspected. 

In  this  group  there  are  15  positive  tuberculin 
cases.  At  least  one  tuberculin  test  was  done  on 
each  of  769  infants  and  children.  In  less  than 
half  of  the  1,500  cases  no  tuberculin  was  done 
mainly  because  patients  were  seen  only  once 
and  in  many  cases  they  returned  to  their  family 
physician  for  future  care.  One  hundred  and 
forty- three  children  had  a second  tuberculin; 
74  had  a third;  49  had  a fourth;  18  had  a fifth; 
and  6 had  a sixth.  Some  of  these  tests  were 
repeated  each  year,  and  others  at  longer  intervals 
depending  upon  the  time  the  patients  re- 
turned. 

It  is  interesting  to  note  that,  in  a few  cases, 
intelligent  parents  refused  permission  for  the 
tuberculin  test.  In  the  group  of  15  positive 
tuberculin  cases  only  3 gave  a family  history  of 
the  disease ; 4 cases  showed  positive  tuberculosis 
by  x-ray  as  shown  by  calcification.  In  2 cases 
the  tuberculin  was  repeated  on  four  different 
occasions  at  yearly  intervals  showing  a positive 
reaction  each  time.  In  1 case  the  tuberculin  was 
negative,  then  positive,  then  negative  again  on 
two  successive  occasions.  Another  baby,  born 
to  a mother  with  inactive  tuberculosis,  had  a 
negative  tuberculin  test  at  birth,  a second  nega- 
tive test  at  three  months,  and  a very  positive 
test  at  the  age  of  six  months.  Both  mother 
and  baby  are  at  the  present  time  under  sana- 
torium treatment.  In  another  child,  aged  71/2 
years,  whose  mother  had  active  tuberculosis,  we 
found  only  a suspicious  chest  plate. 


AMERICAN  BOARD  OF  OBSTETRICS  AND  GYNECOLOGY  EXAMINATIONS 


The  general  oral  and  pathologic  examinations 
(Part  II)  for  all  candidates  (Groups  A and  B) 
will  be  conducted  by  the  entire  Board  at  the 
Atlantic  City  Hospital,  Atlantic  City,  New 
Jersey,  from  Friday,  June  7,  through  Monday, 
June  10,  1940,  prior  to  the  opening  of  the  annual 
meeting  of  the  American  Medical  Association 
in  New  York  City  on  Wednesday,  June  12, 
1940.  Candidates  are  requested  to  note  that 
the  dates  of  the  examinations  have  been  ad- 
vanced one  day  from  those  previously  announced. 

Application  for  admission  to  Group  A,  Part 
II,  examinations  must  be  on  file  in  the  Secre- 


tary’s Office  not  later  than  March  15,  1940. 
Formal  notice  of  the  time  and  place  of  these 
examinations  will  be  sent  each  candidate  several 
weeks  in  advance  of  the  examination  dates. 
Candidates  for  re-examination  in  Part  II  must 
make  written  application  to  the  Secretary’s 
Office  before  April  15. 

The  annual  dinner  of  the  Board  will  be  held  in 
New  York  City  on  Wednesday  evening,  June  12, 
1940,  at  the  Hotel  McAlpin.  For  further 
information  and  application  blanks,  address  Dr. 
Paul  Titus,  Secretary,  1015  Highland  Building, 
Pittsburgh  (6),  Pennsylvania. 


Unappeased  hunger,  says  a Chicago  physiolo- 
gist, is  a significant  factor  in  dangerous  driving. 
Not  to  mention  a satisfied  thirst. — Des  Moines 
Register 


Some  pay  their  dues  when  due. 
Some  when  overdue, 

Some  never  do. 

How  do  you  do? — The  Rainbow 


DIET  AND  DEFICIENCY  DISEASE  IN  CLINICAL  MEDICINE 


Thomas  T.  Mackie,  M.D.,  New  York  City 
( From  the  Gray  Service,  Roosevelt  Hospital) 


Deficiency  disease  may  be  defined 
as  a morbid  condition  resulting 
from  deprivation  of  certain  specific  sub- 
stances essential  for  normal  physiologic 
function  and  for  normal  anatomic  struc- 
ture. These  essential  substances  fall  into 
three  classes:  the  amino  acids  of  biologi- 
cally complete  protein,  mineral  salts,  and 
vitamins.  It  is  possible  that  certain 
specific  fatty  acids  should  likewise  be 
included  within  this  group.  Thus,  rickets, 
iron -deficiency  anemia  or  chlorosis, 
scurvy,  pellagra,  and  beriberi,  may  be 
cited  as  familiar  illustrations  which  have 
attained  the  dignity  of  specific  nomen- 
clature. Clinical  and  experimental  work, 
however,  are  rapidly  broadening  the 
perspective  of  this  problem.  Certain 
signs  and  syndromes  are  being  recognized 
as  the  effects  of  less  well-known  depriva- 
tion. Moreover,  the  concept  of  deficiency 
disease  itself  is  changing.  Originally  con- 
ceived as  the  expression  of  improper  diet, 
it  is  now  known  to  result  as  well  from  de- 
fective absorption  occurring  in  certain 
diseases  of  the  gastrointestinal  tract  and 
from  primary  physiologic  failure  as  in  the 
loss  of  gastric  intrinsic  factor  in  pernicious 
anemia.  Deficiency  disease  is  therefore 
further  qualified  by  the  terms  primary, 
indicating  origin  from  a defective  diet, 
or  secondary  or  conditioned,  indicating  a 
fundamental  physiologic  failure. 

It  is  manifestly  impossible  to  consider 
the  entire  field  of  deficiency  disease  in 
this  discussion.  Therefore,  it  will  be 
limited  principally  to  a consideration  of 
the  primary  and  secondary  vitamin  de- 
ficiencies in  relation  to  the  practice  of 
medicine.  The  vitamins  thus  far  shown 
to  be  necessary  in  human  nutrition  are 
A,  thiamin,  riboflavin,  nicotinic  acid,  B6, 
C,  D,  and  K. 


Although  present  concepts  of  the  path- 
ology of  the  avitaminoses  are  largely 
based  upon  studies  of  experimental  ani- 
mals, certain  of  the  morbid  changes  have 
been  observed  in  man.1  Clinical  studies 
likewise  demonstrate  that  avitaminosis 
is  accompanied  by  anatomic  change  and 
by  perversion  or  loss  of  function  of  cer- 
tain tissues. 

Vitamin  A appears  to  be  formed  in  the 
liver  from  alpha,  beta,  and  gamma  caro- 
tene and  cryptoxanthin  contained  in  the 
normal  dietary.  Lesser  grades  of  de- 
ficiency of  this  substance  have  been  shown 
to  produce  nyctalopia  or  night  blindness, 
progressing  to  xerophthalmia  in  the  pres- 
ence of  extreme  deprivation.  Likewise, 
certain  types  of  hyperkeratosis  of  the 
skin  occur  which  appear  to  depend  upon 
lack  of  this  vitamin.  In  experimental 
animals  the  pathology  of  avitaminosis 
A is  well  established.  The  essential  func- 
tion of  vitamin  A is  maintenance  of 
specialized  epithelial  surfaces.  Depriva- 
tion produces  epithelial  deterioration  fol- 
lowed by  metaplasia  affecting  the  cornea, 
the  respiratory  and  gastrointestinal 
mucosa,  and  the  skin.  Atrophy  occurs  in 
the  growing  long  bones  with  cessation  of 
growth.  Differentiation  of  cartilage 
ceases,  osteoid  tissue  is  scanty,  and  both 
cartilage  and  bone  become  densely  calci- 
fied. Atrophy  and  metaplasia  of  the 
enamel  organ  of  the  teeth  occur. 

Vitamin  B,  originally  believed  to  be  a 
relatively  simple  substance,  has  been 
shown  to  comprise  at  least  four  specific 
fractions  that  are  essential  for  normal 
human  nutrition:  thiamin,  riboflavin, 

nicotinic  acid  (amide),  and  B6. 

Thiamin,  vitamin  Bi  or  the  antineuritic 
vitamin,  is  intimately  associated  with  the 
disease  beriberi  and  with  certain  forms 
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of  peripheral  neuritis.  The  clinical  syn- 
drome of  thiamin  deficiency  is  character- 
ized by  anorexia,  fatigue,  neurologic  and 
circulatory  phenomena.2,3  Reflex  and 
sensory  changes  occur  predominantly  in 
the  lower  extremities,  and  in  the  gastro- 
intestinal tract,  achlorhydria,  hypomotil- 
ity,  and  atony.  The  lesions  resulting  from 
deprivation  of  this  substance  are  some- 
what uncertain.  Patchy  myelin  degenera- 
tion in  peripheral  nerves,  degeneration 
of  Auerbach’s  plexuses,  and  focal  de- 
generative lesions  in  the  cerebrum  and 
pons  have  been  attributed  to  deficiency 
of  this  substance. 

The  status  of  riboflavin  in  human  nutri- 
tion is  less  well  defined  at  present.  It 
appears  to  be  of  use  in  the  treatment  of 
certain  of  the  phenomena  of  pellagra  al- 
though this  is  not  fully  established. 
Sebrell  and  Butler,4  however,  have  re- 
ported the  experimental  production  of 
cheilosis  in  man,  maceration  and  Assuring 
at  the  angles  of  the  mouth,  which  re- 
sponded to  the  exhibition  of  synthetic 
crystalline  riboflavin. 

Nicotinic  acid  (amide)  originally  found 
to  be  curative  for  experimental  “black- 
tongue”  in  dogs5  was  then  found  to  be 
specific  for  endemic  pellagra.6,7,8  In 
appropriate  dosage  it  causes  the  gastro- 
intestinal and  dermal  lesions  to  disappear. 
There  is  return  to  normal  of  the  porphyrin 
and  porphyrin-like  pigment  excretion  in 
the  urine  and  profound  improvement  in 
the  mental  symptoms  of  the  disease. 

Vitamin  B6,  first  shown  to  be  an  im- 
portant nutritional  factor  for  young  rats 
and  puppies,  may  have  a definite  place 
in  the  therapy  of  pellagra  particularly  for 
the  relief  of  certain  muscular  and  neuro- 
logic symptoms.9  While  its  physiologic 
action  and  the  pathologic  effects  of  de- 
privation still  remain  to  be  proved,  it 
has  been  suggested  that  its  function  is 
related  to  the  utilization  of  unsaturated 
fatty  acids.10 

Scurvy,  long  recognized  as  a dietary 
deficiency  disease,  is  the  clinical  expres- 
sion of  vitamin  C (ascorbic  acid)  depriva- 
tion. The  essential  pathologic  lesion  of 
this  deficiency  is  the  inability  of  support- 
ing tissue  to  produce  and  maintain 


normal  intercellular  substances.  Char- 
acteristically this  results  in  weakening  of 
blood-vessel  walls,  increased  capillary 
fragility,  and  hemorrhage.  In  the  experi- 
mental animal,  deficient  supply  of  this 
vitamin  likewise  is  accompanied  by  defi- 
nite abnormalities  of  tooth  formation. 
Odontoblasts  are  replaced  by  osteoblasts 
with  production  of  bone  instead  of  den- 
tine, and  there  is  fibroid  degeneration  of 
the  dental  pulp. 

Vitamin  D occurs  naturally  in  two 
forms  one  of  which  is  identical  with  the 
vitamin  D produced  by  the  irradiation  of 
ergosterol.  It  is  intimately  related  to  the 
absorption  and  utilization  of  calcium  and 
phosphorus.  Insufficient  supply  during 
the  growth  period  results  in  rickets.  In 
addition  to  the  characteristic  bone  lesions, 
dental  defects  occur  in  the  experimental 
animal  maintained  on  a rachitic  diet. 
The  teeth  erupt  late,  and  are  irregularly 
set,  the  enamel  is  of  poor  quality,  and 
the  jaw  bone  is  spongy.  There  is  clinical 
evidence  that  vitamin  D also  plays  an  im- 
portant role  in  tooth  formation  and  the 
maintenance  of  normal  tooth  structure  in 
man. 

A second  antihemorrhagic  factor,  vita- 
min K,  is  now  recognized.  It  is  an  oil- 
soluble  substance  requiring  the  presence 
of  bile  salts  for  absorption  from  the  in- 
testine. It  functions  to  maintain  normal 
plasma  prothrombin  concentrations  and 
normal  clotting  time.  Clinically  impor- 
tant deficiencies  of  this  vitamin  are  par- 
ticularly prone  to  occur  in  the  presence 
of  jaundice. 

It  is  evident  even  from  such  a superficial 
scrutiny  of  the  physiologic  and  pathologic 
effects  of  vitamin  deprivation  that  de- 
ficiencies of  these  substances  may  con- 
tribute importantly  to  human  disease  and 
chronic  states  of  ill  health.  How  com- 
monly do  such  deficiencies  occur?  Al- 
though no  specific  answer  can  be  given 
as  yet,  there  is  a growing  suspicion  that 
the  average  American  dietary  is  more  de- 
fective than  is  commonly  believed.  It  is 
said11  that  the  average  protein  intake 
has  decreased  from  100  grams  to  from 
50  to  60  grams  per  diem  in  a generation. 
Approximately  one-fifth  of  the  present 
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caloric  value  of  the  diet  is  derived  from 
sugar  and  four-fifths  from  foods  that  have 
lost  much  of  their  vitamin  potency  and 
ash  content  in  various  refining  processes. 
It  is  not  generally  appreciated  that  oleo- 
margarines prepared  from  animal  fats 
contain  no  vitamin  A since  the  Bureau 
of  Animal  Industry  prohibits  the  addition 
of  this  substance. 

Nutrition  surveys,  although  indicating 
that  defective  diets  are  not  uncommon  in 
certain  groups  of  the  population,  do  not 
attribute  great  importance  to  these  de- 
ficiencies. Thus,  Stiebling12  in  an  analysis 
of  workers  dietaries  found  significant 
deficiencies  only  in  the  lowest  income 
group.  A recent  report  of  the  Council 
on  Pharmacy  and  Chemistry  and  the 
Council  on  Foods  of  the  American 
Medical  Association13  states:  “ . . . . with 
the  exception  of  pellagra  and  a possible 
vitamin  Bi  deficiency  there  is  no  evidence 
of  a noteworthy  prevalence  in  this 
country  of  conditions  in  adults  that  might 
properly  be  ascribed  to  a lack  of  one  or 
more  vitamins.”  However,  they  further 
state  that  the  optimal  diet  should  con- 
tain more  vitamins  A,  B,  C,  and  in  certain 
parts  of  the  country  more  riboflavin  and 
more  nicotinic  acid.  It  seems  probable 
that  vitamin  D should  be  included  in  this 
list  especially  during  the  winter  months 
and  for  urban  dwellers  who  have  limited 
exposure  to  active  sunlight. 

It  is  important  to  point  out  certain 
sources  of  error  in  the  evaluation  of 
dietary  adequacy  even  for  the  healthy 
individual.  The  actual  requirements  for 
the  specific  vitamins  are  unknown.  The 
recommended  amounts  are  the  assumed 
minima  plus  an  addition  to  provide  a 
factor  of  safety.14  The  requirements  of 
the  growing  child  undoubtedly  are  higher 
than  those  of  the  adult,  and  pregnancy 
likewise  creates  an  increased  demand. 
Furthermore,  evaluations  of  diet  are 
computed  on  the  basis  of  the  average 
values  of  the  raw  untreated  foods  and 
not  of  the  “as-served”  foods.  The  results 
obtained  do  not  reflect  loss  of  potency 
due  to  unfavorable  storage  conditions  or 
improper  methods  of  preparation.  Thus, 
storage  of  orange  juice  overnight  at  ice- 


box temperature  results  in  large  reduction 
of  the  vitamin  C content.  Cooking  with 
soda  produces  significant  loss  of  thiamin, 
and  rapidly  destroys  vitamin  C.  Home- 
canned  or  dried  fruits  and  vegetables 
contain  little  or  none  of  this  vitamin. 
Furthermore,  boiling  of  vegetables  ex- 
tracts considerable  amounts  of  the  water- 
soluble  vitamins  that  are  lost  if  the  water 
is  discarded. 

However,  we  are  primarily  concerned 
with  the  incidence  and  possible  signifi- 
cance of  vitamin  deficiencies  in  medical 
practice.  Clinical  data  indicate  that 
these  are  not  uncommon.  So-called  sub- 
clinical  deficiencies  are  considered  to  give 
rise  frequently  to  a syndrome  resembling 
neurasthenia. 15  This  is  characterized  by 
a variety  of  vague  complaints  including 
anorexia,  weight  loss,  asthenia,  indiges- 
tion and  dyspepsia,  constipation  or  at- 
tacks of  diarrhea,  paresthesias,  nervous- 
ness, apprehension,  depression,  insomnia, 
and  irritability.  Likewise,  there  is  evi- 
dence that  a variety  of  neurologic  syn- 
dromes are  accompanied  by  lesions  similar 
in  character,  often  widespread,  that  are 
attributable  to  defective  dietary.  A 
recent  reviewer16  has  said:  “The  lesions 
of  the  nervous  system  which  are  common 
in  beriberi,  pellagra,  Korsakoff’s  syn- 
drome, and  pernicious  anemia,  as  well 
as  those  found  in  many  cases  of  combined 
degeneration  of  the  cord,  in  Landry’s 
paralysis,  and  in  polyneuritis  associated 
with  a great  variety  of  morbid  conditions, 
are  traceable  to  deficiency  of  diet  or  to 
conditions  that  interfere  with  utilization 
of  factors  contained  in  food  which  has 
been  ingested.”  And  further,  “Neuro- 
logic lesions  caused  essentially  by  de- 
ficiency are  usually  traceable  to  lack  of 
a part  or  parts  of  the  vitamin  B complex 
or  of  something  contained  in  liver.”  In 
the  light  of  present  knowledge  these  sub- 
stances include  thiamin,  nicotinic  acid, 
riboflavin,  and  vitamin  B6. 

Clinical  studies  have  yielded  informa- 
tion that  permits  the  tabulation  of  cer- 
tain physical  signs  and  symptoms  that 
should  lead  one  to  suspect  the  presence 
of  a deficiency  state. 

In  addition  to  night  blindness,  insuffi- 
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TABLE  1. — Vitamin  Sources 


Vitamin 

Daily 

Requirement 

Best  Sources 

Destroyed  By 

A 

3,000  units? 

Carotene,  milk,  butter,  eggs,  colored 

Fermentation,  oxida- 

Thiamin Bi 

1-2  mg.  ? 

vegetables 

Brewer’s  yeast,  wheat  germ,  rice 

tion 

Heat  and  alkali,  loss 

Riboflavin 

400-600  units? 

polishings,  spinach,  carrots,  to- 
matoes, lettuce 

Liver,  egg  yolks,  milk,  yeast,  wheat 

by  soaking 

Ultraviolet  irradiation 

Nicotinic  acid 

? 

germ,  kale,  spinach 
Milk,  lean  meats,  liver,  yeast,  spin- 

relatively stable 
Stable 

Be 

? 

ach,  other  green  vegetables 
? 

? 

C 

40  mg.? 

Citrus  fruits,  fresh  vegetables, 

Cooking  with  alkali 

(ascorbic  acid) 

60  cc.  orange 

canned  or  frozen  vegetables 

D 

juice 

135-1,200  units? 

Fish-liver  oils,  oysters,  irradiated 

K 

p 

milk  135  units,  metabolized  milk 
400  units 

Kale,  spinach,  tomatoes 

cient  supplies  of  vitamin  A are  believed  to 
produce  patches  of  cornified  epithelium 
in  the  canthi  of  the  eyes,  Bitot’s  spots, 
corneal  pigmentation,  dryness  and  scali- 
ness of  the  skin,  loss  of  hair,  and  follicular 
hyperkeratosis  of  the  skin  over  the  thighs 
and  forearms.  Thiamin  deficiency  early 
is  accompanied  by  anorexia  and  pares- 
thesias. Calf  muscle  tenderness  and 
plantar  hyperesthesia  develop.  Vibra- 
tory sensation  is  diminished  or  lost  over 
the  toes.  After  a period  of  hyper-reflexia, 
the  Achilles  and  subsequently  the  patellar 
reflexes  disappear.  Acute  glossitis  and 
the  symmetrically  disposed  dermatitis  of 
pellagra  are  well-proved  effects  of  de- 
privation of  nicotinic  acid  and  possibly 
other  substances  contained  in  crude  liver 
extract.  Maceration  and  cracking  of  the 
skin  at  the  corners  of  the  mouth  have  been 
ascribed  to  riboflavin  deficiency,  and 
likewise  to  lack  of  B6.17  The  signs  of 
vitamin  D deficiency  in  the  growing 
child  are  well  known  in  the  form  of  rickets. 
The  effects  of  prolonged  lack  of  this  sub- 
stance in  the  adult  are  less  well  defined. 
It  is  probable,  however,  that  certain 
types  of  osteoporosis  result,  at  least  in 
part,  from  insufficient  vitamin  D.  Lack 
of  the  recently  described  antihemorrhagic 
substance,  vitamin  K,  may  produce  a 
clinical  picture  indistinguishable  from 
scurvy  in  the  jaundiced  and  occasionally 
in  the  nonjaundiced  patient. 

However,  neither  dietary  analyses  nor 
the  details  of  the  individual  clinical  pic- 
tures can  supply  more  than  suspicion  of 
the  possibility  of  deficiency  disease  ex- 
cept when  the  latter  is  far  advanced. 
Research  in  the  field  of  vitamin  chemistry 


is  yielding  analytical  methods  suitable 
for  clinical  purposes.  Technics  for  quanti- 
tative vitamin  determinations  on  blood 
and  urine  are  being  developed.  Certain 
of  these  are  now  at  least  relatively  satis- 
factory, notably  those  for  ascorbic  acid,18 
carotene,  the  provitamin  A and  vitamin 
A,19  and  vitamin  K.20 

Application  of  these  methods  to  clinical 
medicine  is  yielding  information  which 
indicates  a far  higher  incidence  of  states 
of  vitamin  deficiency  than  has  hitherto 
been  suspected.  Marked  deficits  of  vita- 
min C occur  in  a variety  of  conditions 
including  pneumonia,21-22  tuberculosis,23 
rheumatic  fever,24  rheumatoid  arthritis,25 
whooping  cough,26  diphtheria,27  and  gas- 
tric and  duodenal  ulcer.28*29  Our  own 
studies30  of  gastric  and  duodenal  ulcer 
have  revealed  consistently  low  levels  of 
plasma  vitamin  C and  values  for  vitamin 
A below  those  observed  in  normal  controls. 
Surgical  cases  during  the  postoperative 
period  commonly  show  a significant  fall 
of  plasma  vitamin  C not  infrequently  into 
the  scorbutic  zone.31  Many  cases  of 
chronic  ulcerative  colitis  that  we  have 
studied  likewise  have  had  low  vitamin  A 
and  C values,  and  we  have  encountered 
significant  vitamin  K deficiency  unac- 
companied by  jaundice.32 

How  do  these  deficiencies  arise?  In 
certain  instances  they  are  undoubtedly 
secondary  depending  upon  defective  ab- 
sorption and  utilization  or  excessive  loss. 
More  commonly  they  are  primary,  re- 
sulting from  improper  dietary.  As  pre- 
viously stated,  the  diet  of  the  average 
individual  is  at  least  suboptimal  in  its 
content  of  vitamin  A,  B (thiamin),  C, 
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TABLE  2. — Effects  of  Vitamin  Deprivation 


Vitamin 

Essential  Pathology 

Disturbed  Physiology 

Signs  and  Symptoms 

A 

Epithelial  metaplasia,  ces- 
sation of  bone  growth 

Night  blindness,  mucosal 
and  skin  dysfunction 

Nyctalopia,  dry  scaly  skin, 
follicular  hyperkeratosis, 
Bitot’s  spots,  melanotic 

Thiamin  Bi 

Myelin  degeneration,  de- 
generation Auerbach’s 
plexuses 

Peripheral  neuritis  ach- 
lorhydria, gastrointes- 
tinal atony,  circulatory 
disturbance 

corneal  pigmentation 
Anorexia,  fatigue,  paresthesia 
— pain,  hyperflexia,  muscle 
tenderness 

Riboflavin 

? 

Disturbed  cellular  oxida- 
tion 

Cheilosis 

Nicotinic  acid 

Dermatitis,  enteritis 

Diarrhea,  dermatitis, 
mental  changes 

Inflamed  tongue,  symmetric 
dermatitis,  psychosis 
Nervousness,  insomnia,  in- 
stability, abdominal  pain, 
weakness 

B6 

? 

Utilization  of  unsaturated 
fatty  acids? 

C 

(ascorbic  acid) 

Alteration  of  intercellular 
substances,  dental  de- 
fects 

Cessation  of  bone  growth, 
defective  tooth  forma- 
tion 

Increased  capillary  fragil- 
ity 

Hemorrhage 

D 

K 

Disturbed  Ca  & P me- 
tabolism 

Reduction  of  plasma  pro- 
thrombin, prolonged 
clotting  time 

Rickets,  dental  defects 
Hemorrhage 

and  probably  D.  Furthermore,  diseases 
characterized  by  infection,  fever,  and 
elevation  of  metabolism,  increased  excre- 
tion, defective  absorption,  and  the  possi- 
bility of  incomplete  utilization  inevitably 
raise  the  requirements  above  those  of  the 
normal  healthy  individual. 

It  is  questionable  whether  or  not  even 
the  average  general  hospital  diet  is 
satisfactory  from  the  standpoint  of  this 
aspect  of  nutrition.  It  is  important  to 
remember  that  a diet  defective  in  one  re- 
spect is  almost  certainly  defective  in 
others.  In  support  of  this  we  have  found 
that  the  plasma  vitamin  A and  C levels 
of  miscellaneous  medical  ward  patients 
range  at  lower  levels  than  in  healthy 
controls.33  Certain  of  the  commonly 
used  special  diets  are  obviously  open  to 
suspicion  and  criticism.  Peptic  ulcer 
and  ulcerative  colitis,  conditions  fre- 
quently complicated  by  hemorrhage,  are 
commonly  treated  by  diets  demonstrably 
deficient  in  their  vitamin  C content. 
Postoperative  diets  are  subject  to  the 
same  criticism.  Many  cases  of  cardiac 
disease  are  restricted  to  most  inadequate 
regimens,  notably  the  Karell  diet.  Simi- 
larly, patients  with  fever  and  toxemia 
are  limited  to  dietaries  that  are  incom- 
plete with  regard  to  their  vitamin  content 
and  do  not  compensate  for  the  increased 
physiologic  demands. 

What  is  the  clinical  significance  of 
these  deficiencies?  Present  knowledge 
does  not  permit  a complete  answer. 


Distinction  must  be  made  between  de- 
ficiency states  obviously  not  uncommon 
and  frank  deficiency  disease,  in  the  form 
of  well-established  clinical  entities,  which 
is  uncommon.  It  is  axiomatic  that  de- 
ficiency states  rarely,  if  ever,  occur 
singly  in  man.  And  there  is  a valid 
corollary.  Absence  of  the  specific  clinical 
syndromes  characteristic  of  advanced 
deficiency  disease  does  not  warrant  the 
assumption  that  significant  deficiencies 
are  absent.  It  is  not  permissible  to  con- 
clude that  insufficient  vitamin  intake  of 
itself  is  a primary  etiologic  factor  in  the 
many  conditions  in  which  these  deficien- 
cies have  been  observed.  However,  the 
known  physiologic  function  of  the  vita- 
mins and  the  structural  changes  produced 
by  deprivation  warrant  the  conclusion 
that  these  deficits  may  contribute  di- 
rectly to  the  disease  process  and  to  certain 
of  its  phenomena.  Furthermore,  it  is 
not  unreasonable  to  assume  that  an  ideal 
nutritional  regimen  enables  a patient 
more  effectively  to  combat  disease  than 
one  which  is  deficient.  In  certain  in- 
stances recognition  and  appropriate  treat- 
ment of  vitamin  deficiencies  constitute 
a vitally  important  part  of  successful 
management.  This  is  illustrated  by  the 
following  cases. 

Case  Reports 

Case  1.  Ulcerative  colitis;  defective  thera- 
peutic diet;  vitamin  A,  C,  and  K deficiency. — 
A thirty-year-old  Italian-American  housewife 
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was  admitted  to  the  outpatient  department  on 
December  2,  1938.  She  gave  a four-year  history 
of  chronic  ulcerative  colitis.  An  acute  recurrence 
began  five  weeks  prior  to  admission.  At  this 
time  she  had  been  instructed  to  limit  her  diet 
to  farinaceous  foods  and  boiled  meats,  without 
fruits,  fruit  juices,  or  vegetables.  The  diarrhea 
increased  and  was  accompanied  by  profuse  rectal 
bleeding. 

The  past  history  was  unimportant  apart  from 
occasional  bleeding  from  the  gums  and  cutaneous 
ecchymoses  following  slight  trauma. 

Physical  examination  showed  a poorly 
nourished,  pale,  nonjaundiced,  chronically  sick 
woman.  The  tongue  was  normal  and  the  teeth 
and  gums  in  good  condition.  No  abnormalities 
of  the  skin  were  noted  and  the  heart,  lungs,  and 
abdomen  were  negative.  Proctoscopic  examina- 
tion revealed  a characteristic  picture.  The 
mucosa  was  swollen,  acutely  inflamed,  granular 
in  appearance,  and  oozed  blood  freely. 

At  the  initial  determination  the  fasting  plasma 
vitamin  C was  0.2  mg.  per  100  cc.  well  within 
the  zone  of  scurvy,  and  the  vitamin  A was  like- 
wise very  low,  1.1  Lovibond  blue  unit  equiva- 
lents. She  was  referred  to  the  dietitian  who  in- 
structed her  concerning  an  adequate  diet  con- 
taining ample  sources  of  vitamin  C.  Two  weeks 
later  she  was  admitted  to  the  hospital  because 
of  increasing  weakness,  continued  blood  loss, 
and  two  small  hematemeses.  The  blood  vita- 
min C at  this  time  was  within  the  normal  range, 
1.1  mg.  per  100  cc.  but  the  prothrombin  time 
was  forty-seven  seconds,  indicating  a vitamin  K 
deficiency.  Treatment  limited  to  diet  alone  was 
effective.  Rise  of  the  blood  cevitamic  acid  and 
fall  of  prothrombin  time  to  normal  closely 
coincided  with  cessation  of  bleeding.  Subse- 
quently, addition  of  vitamin  A in  the  form  of 
oleum  percomorphum  was  followed  by  progres- 
sive rise  of  the  blood  A values. 

Comment.  This  patient  had  been  unwisely 
instructed  to  follow  a diet  grossly  deficient  in 
vitamins  C and  K,  and  probably  lacking  as  well 
in  thiamin,  A,  and  D.  Although  the  classical 
clinical  picture  of  scurvy  was  absent  and  she 
did  not  present  the  physical  signs  of  vitamin  A 
deficiency,  she  was  markedly  deficient  in  both. 
Lack  of  vitamin  K also  probably  contributed  to 
the  bleeding.  Response  to  dietary  management 
alone  and  the  sustained  rise  of  the  vitamin  A 
values  after  the  addition  of  oleum  percomorphum 
indicate  that  this  mixed  deficiency  state  was 
primary  in  character  resulting  from  adherence 
to  a grossly  deficient  diet. 

Case  2.  Idiopathic  steatorrhea,  chronic  pel- 
lagra, psychosis;  defective  diet;  nicotinic  acid, 
vitamin  A,  and  thiamin  deficiency. — An  eighteen- 


year-old  Jewish  school  boy  was  first  seen  in  May, 
1939.  The  patient  was  completely  uncoopera- 
tive though  docile,  in  a markedly  negative  state, 
and  disoriented  in  time  and  place.  The  history, 
obtained  from  his  mother,  was  one  of  long  stand- 
ing diarrhea  considered  and  treated  as  “colitis” 
by  a variety  of  medications,  by  diets,  and  by 
psychiatric  measures.  There  had  been  arrest  of 
growth  and  progressive  mental  deterioration. 
He  had  recently  been  in  an  institution  for  mental 
cases. 

Physical  examination  revealed  an  under- 
developed adolescent  male.  The  skin  over  the 
distal  portion  and  alae  of  the  nose  presented  an 
extreme  hyperkeratosis  giving  it  the  appearance 
and  texture  of  rough  sandpaper.  There  was  a 
suspicion  of  a butterfly  dermatitis  over  both 
malar  regions  and  a suggestion  of  a Casal’s 
necklace.  The  skin  over  the  dorsum  of  the  hands 
presented  the  characteristic  lesions  of  low-grade 
chronic  pellagra.  The  pupils  were  equal  and 
active.  Teeth  and  gums  were  excellent.  The 
tongue  showed  slight  smooth  atrophy  and  some 
enlargement  of  the  fungiform  papillae.  There 
was  no  inflammation.  The  heart,  lungs,  and 
abdomen  were  negative.  Repeated  proctoscopic 
examination  revealed  no  evidence  of  organic 
disease.  The  deep  reflexes  were  reduced  over  the 
lower  extremities. 

Urinalysis  and  blood  count  showed  nothing 
of  note.  Fractional  gastric  analysis  gave  a 
normal  acid  curve.  The  blood  calcium  was  9.5 
mg.  per  100  cc.  and  the  phosphorus  4.4.  Stool 
examination  demonstrated  a large  excess  of  fats 
and  fatty  acids.  There  was  no  gross  or  occult 
blood.  Barium  enema  showed  marked  redun- 
dancy and  atonicityof  the  colon  without  evidence 
of  organic  abnormality.  Vitamin  assay  showed 
the  blood  A to  be  1.8  Lovibond  blue  unit  equiva- 
lents, a slightly  low  value,  and  the  blood  C 1.0 
mg.  per  100  cc.,  in  the  normal  zone. 

On  admission  to  the  hospital  a psychiatric 
consultant  reported  as  follows:  “This  patient 
presents  a picture  of  marked  mental  confusion. 
There  is  no  spontaneous  speech.  He  answers 
questions  briefly  when  spoken  to,  but  often  hesi- 
tates as  if  searching  for  the  right  word.  He  will 
frequently  correct  himself — ‘I’m  seventeen  now. 
I’ll  be  twenty-one  my  next  birthday.  No,  that 
can’t  be  right.  Yes,  I guess  it  is — I’ll  be  twenty- 

one.’ — ‘I’m  in  the hospital,  no  I guess  I 

mean  the hospital.’  There  are  no  indica- 

tions of  hallucinations  or  delusional  trends.” 

He  was  placed  on  a high  protein,  high  vitamin 
diet  with  daily  intramuscular  liver  extract, 
nicotinic  acid  250  and  later  500  mg.  each  day, 
12  grams  of  brewer’s  yeast  powder  in  tomato 
juice,  thiamin  chloride  20  mg.  parenterally  each 
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day,  and  a daily  dosage  of  39,000  units  of  vitamin 
A in  the  form  of  oleum  percomorphum. 

Marked  improvement  occurred  almost  im- 
mediately. At  the  end  of  two  weeks  this  was 
striking.  The  negativism  was  almost  gone; 
he  was  much  more  oriented  and  was  taking  an 
interest  in  his  environment.  The  lesions  of  the 
face  and  nose  had  cleared  entirely,  the  neck  al- 
most entirely,  and  the  hands  much  improved. 
Satisfactory  progress  has  continued  although 
there  is  a residual  and  probably  a permanent 
mental  defect. 

Comment.  This  case  therefore  presents  the 
picture  of  chronic  pellagra  with  mental  changes, 
vitamin  A and  thiamin  deficiency.  The  idio- 
pathic steatorrhea  undoubtedly  contributed  to 
the  deficiency  as  did  unwise  dietary  manage- 
ment. Failure  to  recognize  the  phenomena  of 
subacute  pellagra  is  undoubtedly  responsible  for 
the  marked  mental  changes  and  for  the  residuum 
which  are  probably  permanent.  The  immediate 
improvement  of  the  skin  lesions  and  psychotic 
phenomena  to  intensive  nicotinic  acid  therapy  is 
characteristic.  The  sluggish  deep  reflexes,  an- 
orexia which  was  an  early  problem,  and  the  di- 
lated atonic  colon,  all  point  to  thiamin  deficiency. 
It  is  of  interest  that  at  subsequent  x-ray  examina- 
tion both  the  atoiiicity  and  filling  capacity  of 
the  colon  were  much  diminished. 

Case  3.  Ulcerative  colitis;  scurvy;  pellagra; 
macrocytic  anemia ; hypoproteinemia. — A thirty- 
six-year-old  married  Jewish  woman  was  first 
seen  in  consultation  in  January,  1936.  Ap- 
pendectomy and  bilateral  oophorectomy  had 
been  performed  in  1929.  Shortly  thereafter  she 
began  to  have  intermittent  attacks  of  painless 
watery  diarrhea  following  periods  of  nervousness 
or  emotional  tension.  In  1932  the  intestinal 
symptoms  became  chronic  and  the  stools  oc- 
casionally contained  blood  and  mucus.  Her 
course  thereafter  was  progressively  downhill 
with  increasingly  severe  attacks. 

When  first  seen  she  presented  the  picture  of 
advanced  ulcerative  colitis,  toxemia,  inanition, 
and  anemia.  There  was  remittent  fever  and 
profuse  painful  diarrhea,  and  the  stools  contained 
considerable  amounts  of  blood  and  mucus. 
X-ray  examination  revealed  a proximal  type  of 
ulcerative  colitis  and  the  small  intestine  changes 
that  are  associated  with  deficiency  disease.33 

Throughout  the  next  three  weeks  her  intake 
of  foods  containing  vitamin  C was  very  low.  At 
the  end  of  this  period  a series  of  massive  hemor- 
rhages from  the  colon  occurred  and  she  was 
hospitalized  under  our  observation.  On  admis- 
sion she  was  in  serious  condition.  There  were 
marked  emaciation,  dehydration,  and  severe 
anemia.  The  skin  was  harsh  and  dry  and  the 


tongue  beefy  red.  Petechiae  were  present  in  the 
conjunctivas.  The  abdomen  was  distended, 
tense,  and  tender  to  light  palpation  and  percus- 
sion. Although  impeding  perforation  was 
feared,  a surgical  consultant  considered  her  con- 
dition too  precarious  to  warrant  operation.  Im- 
mediate treatment  consisted  of  fluids  by  vein 
and  two  transfusions. 

The  continued  rectal  bleeding,  the  conjunctival 
petechiae,  and  the  certainty  of  inadequate  vita- 
min C intake  during  the  three  weeks  previous 
strongly  suggested  the  possibility  of  scurvy. 
Although  cevitamic  acid  determination  could  not 
be  done,  she  was  given  250  mg.  of  ascorbic  acid 
intravenously  for  five  days.  At  the  end  of  this 
period  bleeding  ceased  critically  and  recurred 
only  intermittently  and  in  insignificant  amounts. 
Her  condition  was  improved  although  there  was 
extensive  edema  of  the  lower  extremities  and 
over  the  sacrum.  The  tongue  was  definitely  less 
inflamed. 

On  admission  she  was  placed  on  a high  protein 
diet  without  milk  supplemented  by  added  cal- 
cium and  rich  vitamin  sources.  A marked 
anorexia,  however,  could  not  be  overcome.  Apart 
from  500  cc.  of  fruit  juices,  the  caloric  value  and 
specific  food  factor  content  of  the  diet  could  not 
be  maintained  at  proper  levels. 

At  the  beginning  of  the  third  week  the  situa- 
tion was  further  complicated  by  the  develop- 
ment of  persistent  and  increasing  nausea.  In 
the  course  of  the  next  few  days  a marked  change 
occurred.  The  hemoglobin  and  erythrocytic 
count  had  fallen  to  the  admission  levels.  Edema 
was  increased  and  there  was  free  fluid  in  the 
peritoneal  cavity.  The  anterior  third  of  the 
tongue  was  fiery  red,  painful,  and  showed  swollen 
papillae.  There  were  serpiginous  ulcers  ovei 
the  mid  portion  with  smooth  shiny  bases  where 
the  papillae  had  sloughed.  In  other  areas  there 
were  patches  of  grayish  adherent  membrane.  A 
reddish  dry  eczematoid  rash  was  symmetrically 
disposed  over  the  lower  third  of  the  anterior 
aspect  of  the  thighs,  the  anterior  surface  of  the 
knees,  and  the  lower  part  of  legs.  The  stained 
blood  film  revealed  definite  macrocytosis  and 
the  color  index  was  above  unity. 

Gavage  feedings  containing  12  grams  of  vegex 
per  day  were  started  and  continued  for  a week 
and  5 cc.  of  solution  of  liver  extract  was  given 
intramuscularly  each  day.  These  were  quite 
painful  because  of  the  extreme  emaciation,  and 
in  view  of  marked  and  abrupt  improvement  they 
were  discontinued  after  three  days.  At  the  end 
of  the  week  of  gavage  feeding  nausea  had  ceased 
and  appetite  improved  to  such  an  extent  that 
further  forced  feeding  was  unnecessary.  Reduced 
iron  0.18  gram  was  given  daily  and  continuously. 
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At  the  beginning  of  the  fifth  week  the  tongue 
again  became  inflamed.  The  anemia  was  still 
macrocytic  in  type  and  the  stained  blood  film 
contained  numerous  megaloblasts.  In  other  re- 
spects there  was  definite  improvement  and  no 
change  of  therapy  was  made  at  this  time.  The 
anemia  remained  macrocytic  despite  progressive 
rise  of  the  hemoglobin  and  erythrocytic  count. 
Consequently,  beginning  in  the  eighth  week  5 
cc.  of  liver  extract  was  given  intramuscularly 
every  other  day  for  seven  doses.  The  anemia 
and  macrocytosis  responded  promptly  and 
permanently.  Convalescence  from  this  point 
was  uneventful. 

Comment.  This  patient  therefore  presented 
the  clinical  phenomena  of  acute  scurvy,  acute  pel- 
lagra, hypoproteinemia,  and  a severe  macrocytic 
anemia  developing  as  complications  of  a recur- 
rent attack  of  ulcerative  colitis.  The  scurvy  was 
undoubtedly  conditioned  by  the  period  of 
markedly  deficient  diet.  In  the  light  of  the  pres- 
ent knowledge,  a thiamin  deficiency  probably 
contributed  to  the  severe  anorexia  and  this  in 
turn  to  inadequate  food  intake  and  the  other 
deficiency  disease  phenomena. 

Case  4.  Chronic  enteritis;  beriberi;  vitamin 
K deficiency;  tetany. — A forty-one-year-old 
white  American  woman  was  admitted  on  April 
16,  1939.  In  1936  she  had  developed  a remittent 
watery  diarrhea  unaccompanied  by  cramps  or 
tenesmus.  The  stools  did  not  contain  blood  or 
mucus.  In  1937  appendectomy  and  panhys- 
terectomy were  performed.  Because  of  an  at- 
tack of  hematuria  she  was  hospitalized  in 
February,  1938.  No  pathology  of  the  urinary 
tract  was  demonstrated.  She  was  told  that  her 
blood-clotting  mechanism  was  abnormal  and 
was  given  three  transfusions.  Two  months  later 
she  was  again  hospitalized  because  of  neuritis 
of  the  left  leg.  During  this  admission  a prolonged 
epistaxis  occurred  and  later  a left  femoral 
phlebitis.  Diarrhea  recurred  and  her  weight 
dropped  to  78  pounds.  Subsequently  blood  ap- 
peared in  the  stools  and  she  began  to  bleed  from 
the  gums. 

In  February,  1939,  on  admission  to  another 
hospital  a prolonged  prothrombin  time  was 
found.  She  was  treated  by  Klotogen  and  bilron. 
In  the  course  of  this  admission  an  attack  of 
acute  tetany  occurred,  and  later  severe  peripheral 
neuritis  with  wrist  drop,  weakness  of  the  muscles 
of  the  neck,  and  difficulty  of  deglutition. 

She  was  transferred  to  the  Gray  Service  of  the 
Roosevelt  Hospital  on  April  16,  1939.  She  was 
greatly  emaciated  weighing  only  73  x/a  pounds. 
The  skin  was  dry,  scaly,  and  presented  a diffuse 
muddy  brown  pigmentation.  A reddish  indu- 
rated eruption  with  scattered  purulent  vesicles 


was  present  over  the  malar  regions  and  along 
the  edges  of  the  lids  of  both  eyes.  The  angles 
of  the  mouth  were  fissured.  The  abdomen  was 
distended  and  superficial  veins  somewhat  dilated. 
The  liver  and  spleen  could  not  be  felt.  The  calf 
muscles  of  both  legs  were  tender  on  pressure. 
The  patellar  and  Achilles  reflexes  were  absent. 
There  was  no  jaundice.  Gastrointestinal  x-ray 
examination  revealed  an  extensive  sclerosing 
type  of  enteritis  of  the  small  intestine  and  a 
dilated  atonic  colon. 

On  admission  the  blood  vitamin  A was  low, 
1.0  Lovibond  blue  unit  equivalents,  the  cevitamic 
acid  0.2  mg.  per  100  cc.,  and  the  prothrombin 
time  fifty-one  seconds.  The  icterus  index  was 
3.5. 

She  was  given  a general  high  caloric  diet 
supplemented  by  large  dosages  of  vitamins  A,  C, 
D,  thiamin  chloride,  and  brewer’s  yeast.  Diar- 
rhea was  controlled  by  codeine  and  paregoric. 

Sustained  rise  of  the  blood  vitamin  C occurred 
immediately,  the  prothrombin  time  fell,  appetite 
improved,  and  weight  gain  occurred.  The 
prothrombin  time,  however,  did  not  reach  the 
normal  level,  but  fluctuated,  at  times  being 
markedly  abnormal.  Vitamin  K concentrate 
without  bile  salts  was  given  throughout.  No 
bleeding  occurred.  She  was  discharged  at  her 
own  insistence  on  June  3. 

Two  weeks  later  it  seemed  advisable  to  sup- 
plement her  therapeutic  regimen  by  intra- 
muscular liver  extract.  This  was  followed  in  a 
few  hours  by  swelling,  pain,  tenderness,  indura- 
tion, and  subsequent  appearance  of  ecchymosis 
of  the  right  gluteal  region  where  the  injection 
had  been  given.  Shortly  thereafter,  bleeding 
from  the  gums  began,  and  a few  days  later  a 
large  intestinal  hemorrhage  occurred  accom- 
panied by  increasing  pallor  and  weakness. 

On  readmission  to  the  hospital  she  was  pale 
and  anxious.  There  was  continuous  oozing  of 
blood  from  a small  lesion  on  the  face.  There 
were  scattered  cutaneous  ecchymoses  and  a 
large  ecchymosis  of  the  right  gluteal  region  and 
thigh. 

The  hemoglobin  was  58  per  cent  (Sahli),  the 
erythrocytes  2,600,000,  and  the  platelets  230,000. 
The  blood  vitamin  C was  1.1  mg.  per  100  cc., 
but  the  prothrombin  was  too  reduced  in  amount 
to  be  demonstrable. 

She  was  given  a transfusion  immediately  and 
put  on  a daily  dosage  of  synthetic  vitamin  K 
equivalent  to  6,000  units  together  with  0.7 
gram  of  dehydrocholic  acid  in  divided  dosage. 
The  prothrombin  time  immediately  fell  to  normal 
levels.  No  further  bleeding  has  occurred.  It 
has,  however,  been  necessary  to  continue  the 
daily  dosage  of  vitamin  K and  bile  salts.  Im- 


April  1,  1940] 


DIET  AND  DEFICIENCY  DISEASE 


483 


provement  has  been  progressive  with  clearing  of 
the  skin,  healing  of  the  fissures  at  the  corners  of 
the  mouth,  gain  of  thirty-five  pounds  in  weight, 
cessation  of  diarrhea,  and  marked  increase  of 
strength. 

Discussion 

This  patient  represents  a secondary  or 
conditioned  mixed  deficiency  state  un- 
doubtedly resulting  from  defective  ab- 
sorption from  the  diseased  small  intestine. 
This  defect  appears  to  be  of  such  magni- 
tude that  diet  alone  is  incapable  of  main- 
taining a satisfactory  nutritional  status. 
She  presented  definite  deficiencies  of 
vitamin  A,  thiamin,  C,  and  K.  The 
hemorrhagic  diathesis  was  due  to  vitamin 
K deficiency  occurring  without  jaundice 
or  evidence  of  hepatic  disease. 

The  treatment  of  vitamin  deficiency 
states  must  be  considered  from  two  points 
of  view.  It  is  believed  that  many  indi- 
viduals obtain  suboptimal  amounts  of 
certain  vitamins.  It  is  recognized  that 
disease  in  addition  to  its  other  effects 
raises  the  requirements.  These  factors 
together  with  our  own  observations  lead 
us  to  believe  that  more  attention  should 
be  paid  to  diet  and  that  larger  amounts  of 
the  vitamin-rich  foods  should  be  included 
in  the  dietary  of  sick  people.  Particularly 
is  this  true  of  some  of  the  restricted 
therapeutic  diets. 

When,  however,  deficiencies  are  clini- 
cally recognizable  more  intensive  therapy 
is  imperative.  This  is  especially  true 
since  deficiency  states  are  often  accom- 
panied by  anorexia  that  may  be  extreme. 
Purified  preparations  or  highly  potent 
concentrates  of  the  vitamins  known  to  be 
important  in  human  nutrition  are  now 
available  and  the  therapeutic  dosage  is 
sufficiently  well  established  for  clinical 
purposes. 

Summary  and  Conclusions 

Although  primary  dietary  deficiency 
disease  is  uncommon,  a considerable  pro- 
portion of  the  population  is  probably 
obtaining  suboptimal  amounts  of  certain 
of  the  important  vitamins.  This  renders 
them  more  susceptible  to  the  develop- 
ment of  relative  deficiency  states  in  the 


TABLE  3. — Vitamin  Therapeutic  Dosage 


A 

Thiamin 

35,000-50,000  units 

Per  day  P.O. 

chloride 

20—30  mg. 

Per  day  parenteral 

Riboflavin 

5 mg. 

Per  day  P.O. 

Nicotinic  acid 

200-300  mg. 

Per  day  P.O. 

1.5  mg.  per  kilo. 

Per  day  parenteral 

b6 

50  mg. 

Per  day  P.O. 

C 

500-1,000  mg. 

Per  day  P.O.  and 
parenteral 

D 

1,200—60,000  units 

Per  day  P.O. 

K 

2,000  units  plus  0.7 
dehydrochloric 
acid 

Per  day  P.O. 

presence  of  the  increased  demands  as- 
sociated with  disease.  Although  methods 
of  investigation  are  insufficient  as  yet  to 
explore  the  whole  field  of  possibilities, 
it  is  evident  that  certain  vitamin  de- 
ficiencies occur  frequently  and  in  a variety 
of  conditions.  These  may  contribute 
importantly  to  the  disease  process.  Data 
already  available  demonstrate  that  sub- 
clinical  vitamin  deficiency  states  are 
common  in  the  population  of  a general 
hospital  and  indicate  the  need  for  re- 
vision of  many  therapeutic  diets  and 
consideration  of  supplemental  vitamin 
administration. 

16  East  90th  Street 
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“IT  HAS  NEVER  FAILED  THE  PEOPLE. 

“I  am  proud  of  medical  men  who  are  caring  for 
the  great  masses  of  our  people.  I am  proud  of 
the  record  they  have  made.  I am  proud  of  men 
who  are  traveling  lonely  country  roads  at  night, 
men  w'ho  are  bringing  babies  into  the  world  at 
daybreak;  men  who  are  taking  the  responsi- 
bility of  human  life  in  the  operating  room ; men 
who  are  saving  sick  children;  men  who  are  easing 
the  pain  of  the  aged;  men  who  are  friends, 
counselors,  and  fathers  to  their  people.  These 
are  the  men  who  go  to  make  up  the  American 
Medical  Association. 

“Faithfully  attended,  the  meetings  of  this 
association  are  given  over  to  a serious  study  for 
improving  service  to  the  sick;  hours  and  wages 
have  never  been  subjects  for  discussion.  Its  re- 
sources are  spent  on  educational  endeavors,  in 
order  that  its  members  may  better  serve.  Its 
publications  are  devoted  to  the  science  of  medi- 
cine, in  order  that  all  that  is  new  may  be  brought 
to  the  bedsides  of  the  sick,  even  in  the  most 
remote  districts.  I challenge  anyone  to  find  in 
the  pages  of  these  publications  anything  that 
reflects  in  any  way  a selfish  interest. 

“The  discoveries  of  the  medical  profession  are 
given  freely  and  promptly  to  humanity  without 
individual  profit.  Its  services  are  given  within 
the  means  of  the  receiver  to  pay.  Its  charities 
are  unequaled  in  the  history  of  the  world.  Its 
advancement  in  self-improvement  has  never 
been  rivaled.  Expectancy  of  life  has  been 
doubled,  and  the  world  has  been  made  a better, 
safer,  and  happier  place  in  which  to  live  a life 
lengthened  through  its  efforts.  Fraud  and 
quackery  have  been  exposed  and  legislation  pro- 
tective to  the  people  has  been  enacted.  Educa- 
tion has  been  advanced  and  hospital  standards 
elevated.  The  people  have  been  taught  how  to 


IT  WILL  NOT  FAIL  THEM  NOW” 
avoid  illness,  and  research  has  been  encouraged 
and  financed.  The  highest  standard  of  ethics  of 
any  profession  or  trade  the  world  has  ever  known 
has  been  required  of  the  members  of  the  Ameri- 
can Medical  Association.  This  is  the  organiza- 
tion of  which  I am  proud ; yet  this  is  the  organ- 
ization which  has  been  accused  of  being  back- 
ward, conservative,  selfish,  and  indifferent  to 
human  needs. 

“American  medicine  has  never  stood  still. 
We  are  deeply  conscious  of  improvements  to  be 
made  in  the  distribution  of  medical  care.  We 
believe  that  no  plan  can  be  successful  without  the 
whole-hearted  cooperation  of  the  medical  profes- 
sion, and  that  the  Government,  if  sincere,  will 
recognize  that  fact.  We  have  recognized  one, 
and  only  one,  great  responsibility — that  to  the 
people  of  our  country.  We  have  offered  our 
hearty  cooperation  in  perfecting  our  services  to 
them.  We  will,  however,  not  be  a party  to  any 
plan  which  lowers  the  quality  of  medical  service 
to  even  the  poorest  family. 

“In  peace  or  in  war,  the  medical  profession  has 
never  failed  the  people  of  this  country.  It  will 
not  fail  them  now.  Their  needs  are  our  needs, 
and  they  will  be  met  as  they  have  always  been 
met  by  those  who  through  daily  contact  with  the 
sick  know  these  needs  better  than  any  other. 
Our  record  is  an  open  book,  and  we  invite  full 
comparison  of  our  unselfish  and  efficient  public 
service  with  that  of  any  other  agency. 

“American  medicine  stands  united,  proud  of 
its  record,  loyal  to  its  ideals  and  dedicated  to 
those  policies  and  principles  which  are  necessary 
to  ensure  to  the  people  of  this  great  country  the 
highest  standards  of  medical  service.” — Rock 
Sleyster,  M.D.,  President  of  the  A.M.A.,  address- 
ing the  New  Hampshire  Medical  Society 


ACCURACY  OF  MEDICAL  NEWS  INCREASING 


“Only  those  closely  associated  with  modern 
trends  in  publication  are  familiar  with  the  vast 
improvement  that  has  been  taking  place  relative 
to  the  publication  of  news  of  scientific  advances,” 
the  Journal  of  the  American  Medical  Association 
for  January  20  declares.  “A  bulletin  recently 
issued  by  the  United  Press  to  its  bureau  manag- 
ers and  division  managers  is  worthy  of  quota- 
tion. It  reads : 

“ ‘It  seems  advisable  to  restate  our  traditional 
policy  concerning  handling  stories  of  “cures”  or 
other  medical  developments. 


“ ‘This  policy,  which  dates  back  more  than 
twenty  years,  is  never  to  call  anything  a cure, 
or  in  fact  give  any  publicity  to  any  remedy  of 
any  description,  without  a thorough  investiga- 
tion. 

“ ‘This  rule  is  now  being  strengthened  by  the 
following : 

“ ‘Under  no  circumstances  put  any  story  on 
the  leased  wire  about  a remedy.  If  the  bureau 
manager  is  convinced  that  the  story  has  merit, 
he  should  overhead  it  to  New  York  for  investiga- 
tion and  consideration  there.’  ” 


BRONCHIAL  ASTHMA 

A New  Use  for  an  Old  Remedy 

George  S.  King,  M.D.,  Bay  Shore,  New  York 


The  etiology  and  pathology  of  bron- 
chial asthma  are  so  well  known  that 
a discussion  of  these  factors  would  simply 
be  a repetition  of  the  results  of  the  ob- 
servations of  other  and  better  informed 
sources. 

Careful  research  often  reveals  the 
causative  factor  entering  into  the  in- 
dividual complaint,  and  the  elimination 
of  the  source  of  irritation  prevents  recur- 
rence of  attacks. 

The  symptoms  of  asthmatic  attacks  are 
too  well  known  to  the  medical  profession 
to  be  described  in  this  article.  There  are 
probably  very  few  diseases  in  the  whole 
category  of  medical  problems  that  are  at 
the  same  time  as  easy  and  as  hard  to 
diagnose.  The  typical  asthmatic  attack 
could  be  diagnosed  by  any  layman,  while 
some  asthmatic  cases  require  infinite 
study  and  observation  to  establish  clearly 
a diagnosis. 

We  are  simply  presupposing  that  the 
doctor  is  confronted  with  a well-known 
and  well-diagnosed  case  of  asthma  for  the 
relief  of  which  his  services  are  required. 
Up  until  thirty-five  years  ago  the  medical 
profession  depended  for  the  relief  of 
asthma  upon  several  empirical  but  more 
or  less  well-founded  remedies;  morphine 
and  opium  derivatives  were  the  sheet 
anchors,  supplemented  mainly  by  such 
remedies  as  iodide  of  potash,  the  iodides, 
derivatives  of  cannabis  indica,  lobelia, 
belladonna,  and  hyoscyamus.  These 
remedies  were  usually  used  for,  and  did 
accomplish,  relief  in  most  cases  of  asthma. 
With  the  advent  of  the  discovery  of 
adrenalin,  the  asthma  picture  assumed  a 
much  more  cheerful  outlook.  The  spec- 
tacular and  almost  instantaneous  relief 
obtained  by  the  use  of  hypodermic  in- 
jections of  adrenalin  constituted  one  of 
the  great  milestones  in  the  progress  of 
medicine.  Later  the  physicians’  arma- 
mentarium was  augmented  by  the  addi- 


tion of  ephedrin,  and  the  combination  of 
ephedrin  with  barbiturates.  Ephedrin 
seemed  to  offer  a particularly  promising 
step  forward  in  that  its  action  was  more 
prolonged  than  that  of  adrenalin,  while 
the  barbiturates  reduced  the  neurotic 
element  by  their  sedative  action.  Both 
adrenalin  and  ephedrin  possess  in  addi- 
tion to  their  ameliorative  qualities  dis- 
tinctly limited  and  dangerous  proper- 
ties, particularly  in  those  cases  of  asthma 
associated  with  severe  cardiac  involve- 
ment or  with  extremely  high  blood  pres- 
sure. 

We  are  all  too  familiar  with  the  pal- 
pitations, tachycardias,  and  threatened 
cardiac  failure  associated  occasionally 
with  our  well-directed  and  truly  scientific 
administration  of  ephedrin  and  adrenalin. 
Any  remedy  that  can  relieve  asthmatic 
attacks  without  the  danger  and  discom- 
fort that  sometimes  accompany  these 
remedies  should  be  welcomed  not  only 
by  the  patient  but  by  the  medical  pro- 
fession. 

By  a more  or  less  curious  coincidence 
based  upon  an  allergic  etiology,  eczema 
and  asthma  are  sometimes  very  closely 
allied  and  sometimes  the  treatment  is  so 
parallel  as  to  assume  a direct  similarity. 

Several  years  ago  in  treating  many 
severe  eczemas,  while  endeavoring  to 
find  out  its  predisposing  cause,  I was  fre- 
quently called  upon  to  relieve  the  immedi- 
ate symptoms  of  severe  intense  nervous 
irritability  such  as  intolerable  itching  and 
loss  of  sleep  from  the  pain  and  burning 
of  this  ailment.  Frequently  I employed 
intravenous  injections  of  strontium  bro- 
mide using  a solution  of  15  gr.  per  ten 
cubic  centimeters. 

It  occurred  to  me  that  perhaps  the  same 
line  of  treatment  would  be  of  benefit  in 
asthma,  which  is,  as  I have  stated,  some- 
times an  allied  condition.  I cautiously 
began  the  administration  of  intravenous 


486 


GEORGE  S.  KING 


[N.  Y.  State  J.  M. 


solution  of  strontium  bromide  to  many 
of  my  asthmatic  patients  who  had  not 
responded  to  the  classical  treatment  of 
adrenalin,  ephedrin,  barbiturates,  and 
opium  derivatives  administered  for  im- 
mediate relief.  This  I did  while  working 
out  their  individual  allergies  and  causa- 
tive factors.  The  results  of  these  experi- 
mentations, if  you  wish  to  call  them  such, 
were  most  gratifying  and  in  many  in- 
stances positively  amazing.  Patients 
upon  whom  adrenalin,  ephedrin,  and  mor- 
phine had  been  used  for  a long  period  of 
time  had  become  so  inured  and  tolerant 
of  these  drugs  that  they  failed  to  obtain 
relief,  but  upon  receiving  an  intravenous 
injection  of  strontium  bromide  they  would 
experience  immediate  relief  with  no  un- 
toward results  if  the  drug  was  admin- 
istered very  slowly.  The  administration 
strontium  bromide  by  the  intravenous 
route  is  generally  accompanied  by  more 
or  less  systemic  reaction  in  the  form  of  a 
diffused  feeling  of  warmth  or  heat,  the 
same  as  that  experienced  in  the  ad- 
ministration of  calcium  gluconate.  This 
slight  discomforting  condition,  however, 
is  practically  nullified  if  the  solution  is 
injected  very  slowly.  It  has  been  my 
frequent  experience  that,  before  the 
entire  10  cc.  of  the  solution  was  injected, 
the  patient  had  complete  relief  of  all 
symptoms.  This  relief  is  never  accom- 
panied by  that  feeling  of  discomfiture, 
palpitation,  or  tachycardia  so  frequently 
experienced  by  those  who  do  not  tolerate 
adrenalin  or  ephedrin  particularly  well. 
As  a matter  of  fact  following  the  intra- 
venous injection  of  strontium  bromide 
the  patient  experiences  a marked  relief 
from  all  asthmatic  symptoms.  The  seda- 
tive effects  of  the  bromide  so  admin- 
istered is  much  more  prolonged  than  the 
relief  experienced  from  the  other  drugs 
mentioned.  It  is  not  an  unusual  experi- 
ence to  have  the  patient,  immediately 
upon  being  relieved  of  his  asthmatic 
symptoms,  indulge  in  a quiet  and  re- 
freshing period  of  relaxation  often  ac- 
companied by  sleep  due  to  the  well-known 
and  specific  action  of  the  strontium  bro- 
mide upon  the  cerebral  and  peripheral 
nervous  system. 


In  cases  which  do  not  respond  immedi- 
ately to  the  first  injection,  a second  or 
even  third  injection  may  be  given  with- 
out reference  to  time,  as  the  strontium 
bromide  solution  is  practically  nontoxic 
and,  unless  administered  in  large  doses 
and  over  a prolonged  period  of  time,  has 
no  untoward  action  except  in  rare  in- 
stances where  the  patient  has  a decided 
bromide  intolerance.  I have  never  seen 
any  anaphylactic  reaction  due  to  the 
administration-of  this  drug  intravenously. 
I have  several  patients  who  have  a bro- 
mide allergy  who  immediately  react  to 
the  slightest  amount  of  bromide  ad- 
ministered by  mouth,  but  I have  never  ob- 
served any  ill  effects  other  than  the  local 
or  skin  manifestations  due  to  bromide 
intolerance.  It  has  been  my  observation 
that  many  asthmatic  patients  receiving 
intravenous  injections  of  strontium  bro- 
mide experience  prompt  relief  that  is 
much  longer  in  its  action  than  that  of 
adrenalin  or  ephedrin  except  when  these 
drugs  are  administered  in  combination 
with  morphine.  There  are  certain  pa- 
tients who  are  extremely  intolerant  of 
morphine  or  any  opium  derivatives.  The 
same  careful  observation  of  the  jillergic 
idiosyncrasy  of  the  patient  should  be 
observed  in  the  administration  of  stron- 
tium bromide  intravenously  as  would  be 
observed  in  the  intravenous  injection  of 
any  solution  foreign  to  the  metabolism. 

In  my  opinion  the  intravenous  injec- 
tion of  strontium  bromide  is  of  particu- 
lar value  in  cardiac  asthma  or  in  persons 
suffering  with  asthma  who  have  a de- 
cided neurotic  condition  or  who  have  a 
marked  arteriosclerosis  and  hypertension. 
The  bromides  in  these  conditions  have 
always  constituted  one  of  our  very  best 
remedies  and  have  established  themselves, 
on  account  of  their  sedative  and  relaxing 
properties,  as  one  of  our  most  reliable 
remedies  for  the  amelioration  of  the  ner- 
vous symptoms  and  the  reduction  of 
blood  pressure  in  hypertensive  cases. 

I have  diligently  searched  through  the 
literature  pertaining  to  the  treatment  of 
acute  asthma  and  have  failed  to  note  any 
reference  to  this  form  of  treatment.  I am, 
therefore,  presenting  the  results  of  my  in- 
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dividual  experience,  both  in  private  and 
hospital  practice,  hoping  that  it  may  con- 
tribute something  toward  the  relief  of 
this  perplexing  condition. 

I do  not  offer  this  treatment  as  a cure- 
all  or  as  a positive  relief  for  every  case, 
but  I do  think  that  it  should  be  given  a 
larger  clinical  application  by  other  men 


to  determine  if  they  obtain  the  same 
results  as  I do. 

I am  thoroughly  convinced  that  this 
remedy  has  a unique  value.  It  is  non- 
toxic, noncumulative,  a direct  sedative 
upon  the  nervous  and  reflex  system,  and 
in  my  practice  has  proved  to  be  one  of  our 
most  valuable  antiasthmatic  remedies. 


STIMULATING  SUGGESTIONS 

Dr.  William  T.  Berry,  the  new  president  of 
the  Medical  Society  of  the  County  of  Queens, 
made  some  interesting  suggestions  in  his  inau- 
gural address  on  January  30.  “Last  year,”  he 
said,  “the  Medical  Staff  of  the  Queens  General 
Hospital  presented  a wonderful  program  at  one 
of  our  meetings,  and  they  are  willing  to  repeat, 
which  brings  to  my  mind  the  idea  that  there  is 
no  reason  why  all  the  various  hospitals  in  our 
County  should  not  each  have  a special  night  for 
presentation  of  a program. 

“In  the  last  few  years,  as  times  have  become 
rather  lean  financially,  we  have  diverted  our 
proclivities  to  increasing  our  income  by,  perhaps 
if  I may  say  so,  offering  greater  competition  to 
our  brother  practitioners,  and  during  all  this 
time  we  have  neglected  to  explore  new  fields 
which  are  full  of  remunerations.  Queens  County 
ranks  in  the  upper  ten  cities  of  the  United 
States  industrially.  There  are  over  1,800  manu- 
facturers in  its  confines,  and  for  a great  number 
of  these  industries  there  are  monthly  journals 
in  which  is  stressed  an  entity  called  Industrial 
Medicine. 

“The  employer  is  becoming  more  and  more 
conscious  of  the  need  of  having  healthy  em- 
ployees and  of  preventing  his  employees  from 
suffering  from  occupational  diseases,  and,  in 
addition,  he  is  becoming  social-minded  and 
wants  his  faithful  employees  to  get  a proper 
break  both  industrially  and  privately;  thus 


bringing  up  a new  subject  for  our  Society  to 
consider. 

“I  advocate  the  formation  of  a new  section 
in  our  Society,  to  be  called  the  Section  of  Indus- 
trial Medicine.  This  Section  should  study  in- 
dustrial diseases  and  hazards  and  should  work 
out  plans  for  medical  supervision  of  a factory 
of  from  ten  to  ten  thousand  employees.  The 
industries  of  our  County  should  be  apprised  of 
the  fact  that  we  can  take  care  of  their  wants 
scientifically  and  by  so  doing  create  many 
remunerative  positions  for  our  members.  All 
that  is  needed  to  form  this  Section  is  a petition 
signed  by  fifteen  members  and  approval  of  the 
Comitia  Minora 

“The  numerous  plans  for  rendering  medical 
care  which  have  been  and  are  being  proposed 
throughout  our  country  should  be  very  carefully 
studied  before  being  recommended  to  any 
Medical  Society  for  adoption.  At  the  present 
time  our  Society  has  under  study  a type  of  volun- 
tary insurance  for  medical  care  of  those  who  are 
able  to  pay,  but  like  many  similar  plans,  does 
not  have  any  provision  for  those  who  are  medi- 
cally indigent,  which  has  been  the  chief  argument 
for  those  agitators  who  are  constantly  harping 
for  Socialized  Medicine.  I would  ask  that  all 
of  us,  not  only  our  committee,  try  to  solve  that 
problem.  Its  answer  must  be  found  or  we  are 
going  to  have  to  accept  the  solution  the  afore- 
mentioned agitators  have  for  it.” 


THE  CENSUS  AND  THE  DOCTOR 

The  approaching  1940  Decennial  Census 
promises  the  “most  exhaustive  assemblage  of 
facts  ever  compiled  on  the  population,  resources, 
business  and  occupational  activities  of  the 
United  States.” 

For  the  sixteenth  time  the  statistical  record  of 
this  country  is  to  be  brought  up  to  date.  In  the 
vast  array  of  figures  which  will  be  assembled 
none  are  more  important  than  those  which  relate 
to  health.  It  is  through  the  census  that  the 
actual  progress  of  medical  science  is  measured. 
The  cold  facts  are  to  be  found  in  the  vital  statis- 
tics assembled  from  this  source.  It  is  by  such 
means  that  we  know  that  704,600  persons  will 
not  die  this  year  of  tuberculosis,  typhoid,  small- 
pox, scarlet  fever,  diphtheria,  pneumonia,  in- 
fluenza, erysipelas,  malaria,  bronchitis,  diar- 
rhea, enteritis,  cirrhosis  of  the  liver,  childbirth, 
congenital  malformation,  childhood  diseases,  or 
nephritis  who  would  have  died  from  them  had 
not  the  health  conditions  of  1900  been  improved. 
By  such  means  we  recognize  what  appears  to 
be  the  increasing  deadliness  of  cancer,  cerebral 


hemorrhage,  heart  disease,  diabetes,  appendicitis, 
suicide,  homicide,  and  automobile  accidents. 
The  census  figures  bear  not  only  on  matters  of 
life  and  death.  They  afford  information  of 
great  usefulness  on  the  health  of  the  nation,  and 
the  economic  and  social  factors  which  are  affect- 
ing it.  In  the  census  as  nowhere  else  are  re- 
flected such  great  changes  as  the  slowing  up  of 
the  growth  of  population,  the  reduction  of  the 
youth  to  old  age  rates,  the  decrease  in  the  city 
birth  rate  to  the  rural  birth  ratio,  the  higher 
death  rate  of  the  cities  to  the  death  rate  of  the 
rural  areas,  the  fluctuation  in  the  urban  to  rural 
population  ratio  which  occurs  with  fluctuation 
in  prosperity,  and  the  spectacular  growth  of 
large  cities  at  the  expense  of  the  farms,  with 
attendant  health  problems. 

All  intelligent  and  patriotic  citizens  should 
exert  themselves  in  the  interest  of  this  most 
important  statistical  undertaking,  the  16th  De- 
cennial Census.  Physicians  especially,  re- 
marks the  Virginia  Medical  Monthly,  should  be 
interested  in  its  success. 


SULFAPYRIDINE  IN  THE  TREATMENT  OF  PNEUMONIA 


Russell  L.  Cecil,  M.D.,  Edgar  A.  Lawrence,  M.D.,  and  Edward  Tolstoi,  M.D., 
New  York  City 


IN  A recently  published  study  of  pneu- 
monia in  private  practice  as  observed 
in  New  York  City,  Cecil  and  Lawrence1 
found  the  death  rate  was  surprisingly 
high.  In  421  patients  with  pneumococ- 
cic  pneumonia  who  received  no  serum  the 
death  rate  was  30.1  per  cent,  a figure 
little  if  any  below  the  standard  death 
rate  for  pneumonia  in  large  city  hos- 
pitals. In  107  patients  with  pneumococ- 
cic  pneumonia  (types  I to  XIX)  who  re- 
ceived antipneumococcus  serum,  the 
death  rate  was  20.5  per  cent.  In  a group 
of  consultation  patients  who  received 
serum  the  death  rate  was  even  higher. 
A number  of  factors,  such  as  the  severity 
of  the  cases  selected  for  serum,  delay  in 
administering  serum,  and  inadequate 
dosage,  were  stated  as  probably  respon- 
sible for  the  comparatively  high  fatality 
rate  obtained  in  the  serum-treated  cases. 

During  the  winter  of  1938-1939  the 
writers  have  had  an  opportunity  to  treat 
106  cases  of  pneumonia  with  sulfa- 
pyridine.  This  material,  too,  has  been 
observed  mostly  in  private  practice.  It 
occurred  to  the  writers  that  it  would  be 
interesting  to  compare  the  results  ob- 
tained in  the  cases  treated  with  sulfa- 
pyridine  with  those  obtained  in  the  pre- 
vious series  that  had  all  been  treated 
with  serum.  Altogether  78  cases  were  seen 
by  the  writers  either  as  private  or  con- 
sultation patients.  The  remaining  28 
patients  were  studied  in  the  wards  of  the 
Beekman  Street  Hospital.*  Ninety-five 
cases  presented  the  physical  signs  of 
lobar  pneumonia.  In  11  cases  physical 
examination  revealed  either  small  patches 
of  consolidation  or  perhaps  nothing  more 
definite  than  dullness  and  rales  over  the 
affected  lobe.  In  38  cases  the  clinical 
diagnosis  was  confirmed  by  x-ray.  In 

* We  wish  to  thank  Dr.  D.  Senzer  of  the  Beekman 
Street  Hospital,  who  observed  the  cases  from  that  in- 
sfitutipn. 


this  study  we  have  included  only  those 
cases  in  which  a definite  bacteriologic 
diagnosis  was  obtained. 

Of  106  cases  observed  100  were  pneu- 
mococcic  infections  and  were  distributed 
as  in  Table  1. 

The  average  age  in  the  100  pneumococ- 
cic  infections  was  42.9  years.  Seven  of 
the  patients  were  under  10  years  of  age. 
Twenty-one  were  over  60.  Fifty-six 
were  men  or  boys,  and  44  were  women  or 
girls. 

The  nonpneumococcic  cases  treated 
with  sulfapyridine  are  shown  in  Table  2. 

Eight  cases  out  of  the  100  pneumococcic 
infections  showed  more  than  one  type  of 
pneumococcus  in  their  sputums.  How- 
ever, because  of  numerical  preponderance 
it  was  possible  in  every  case  to  be  fairly 
confident  as  to  which  was  the  actual 
infectious  agent.  One  case  was  classified 
as  type  XV  pneumonia,  though  the  spu- 
tum showed,  in  addition  to  pneumococci, 
large  numbers  of  hemolytic  streptococci. 

One  or  more  blood  cultures  were  made 
on  90  of  the  100  pneumococcic  infections. 
In  only  6 patients  were  positive  cultures 
obtained:  2 type  II  pneumonia,  3 type 

III,  and  1 type  VIII. 

Sulfapyridine  Therapy 

Sulfapyridine  was  administered  by 
mouth  in  tablet  form  to  every  patient  in- 
cluded in  the  series.  In  4 cases,  however, 
the  unpleasant  gastrointestinal  symp- 
toms excited  by  the  drug  were  so  marked 
that  treatment  by  mouth  was  discon- 
tinued and  the  drug  was  given  in  con- 
centrated aqueous  suspension  by  rectum. 

Dosage. — In  administration  of  sulfa- 
pyridine we  have  followed  closely  the 
original  recommendations  of  Evans  and 
Gaisford.2  The  great  majority  of  pa- 
tients received  an  initial  dose  of  2 grams 
by  mouth . Four  hours  later  they  received 
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TABLE  1. — Incidence  and  Death  Rate  of  Pneumo- 
coccic  Pneumonia  Treated  with  Sulfapyridine 


Types 

Number 
of  Cases 

Number 
of  Deaths 

I 

10 

0 

II 

6 

1 

III 

37 

4 

V 

7 

0 

VII 

3 

0 

VIII 

8 

0 

Other  types  to 

XXXII 

26 

1 (type  XIX) 

Above  type 

XXXII 

3 

0 

Total 

100 

6 

Note. — Sixteen  of  these  cases  received  type  specific 
antipneumococcus  serum  in  addition  to  sulfapyridine: 
type  I,  3 cases;  type  III,  7 cases;  type  V,  2 cases; 
type  VII,  1 case;  type  VIII,  2 cases;  type  XIX,  1 case. 

1 gram  and  thereafter  1 gram  every  four 
hours  until  the  temperature  returned  to 
normal.  If  the  patient  showed  no  toxic 
symptoms  this  dosage  was  continued  for 
twenty-four  to  forty-eight  hours  after  the 
temperature  reached  normal.  When  toxic 
symptoms  developed,  the  dosage  was 
often  reduced  to  0.5  gram  every  four 
hours.  In  some  cases  the  dose  was  split 
and  instead  of  1 gram  every  four  hours, 
0.5  gram  was  given  every  two  hours. 
In  most  instances  the  tablets  were  first 
mashed  in  a mortar  and  then  suspended 
in  some  fluid  medium  such  as  water,  milk, 
tea,  coffee,  or  cocoa. 

We  wish  to  lay  special  emphasis  upon 
the  total  dosage  of  sulfapyridine  employed 
in  this  group  of  cases.  In  the  series  of 
78  private  patients  the  average  dose  of 
sulfapyridine  was  only  16.4  grams.  In 
the  Beekman  Street  Hospital  series  the 
average  dose  was  30.9  grams,  almost 
twice  that  for  the  private  series.  For 
the  whole  series  of  100  cases  of  pneumo- 
coccic  pneumonia,  the  average  dose  was 
20.5  grams  for  each  patient.  This  dos- 
age is  less  than  that  employed  by  Evans 
and  Gaisford2  and  considerably  smaller 
than  that  now  being  used  in  many  hos- 
pitals. 

Blood  Level  of  Sulfapyridine —The 
determinations  of  free  sulfapyridine  in 
the  blood  were  made  by  the  modified 
Marshall3  method.  In  18  cases,  in  each 
of  which  one  to  four  blood  determinations 
were  made,  the  average  sulfapyridine 
level  was  4.6  mg.  per  hundred  cubic 
centimeters  of  blood.  The  maximum 
reading  was  10.4  mg.  and  the  minimum 
reading  2.5  mg.  In  this  rather  limited 


TABLE  2. — Pneumonia  Caused  by  Organisms  Other 


Than  Pneumococcus 

Treated  with 

Sulfapyridine 

Organism 

Number 
of  Cases 

Number 
of  Deaths 

Staph,  aureus 

2 

2 

H.  influenzae 

1 

1 

Str.  hemolyticus 

2 

0 

B.  Friedlander 

1 

1 

Total 

6 

4 

series  of  determinations  the  highest  blood 
levels  were  noted  in  elderly  patients. 
For  example,  the  highest  level  was  ob- 
served in  a patient  of  71,  and  the  next 
two  highest  levels  in  patients  past  70. 

The  dosage  of  sulfapyridine  adminis- 
tered appeared  to  have  no  very  close 
relationship  to  the  amount  of  free  sulfa- 
pyridine in  the  blood.  For  example,  a 
patient  with  type  III  pneumonia  received 
a total  dosage  of  only  10.5  grams  over  a 
period  of  three  days.  The  sulfapyridine 
levels  were:  first  day,  9 mg.  per  hun- 

dred cubic  centimeters;  second  day,  10.4 
mg. ; third  day,  8 mg. 

The  Clinical  Effect  of  Sulfapyridine. — 
This  effect  in  pneumococcic  pneumonia 
has,  in  our  experience,  been  very  striking. 
The  regularity  with  which  the  tempera- 
ture, pulse,  and  respiration  drop  to  nor- 
mal within  a comparatively  short  time 
after  the  administration  of  the  drug  is 
truly  amazing.  In  80  cases  that  ter- 
minated by  crisis  after  sulfapyridine 
was  started,  the  average  time  that 
elapsed  from  the  initiation  of  chemother- 
apy to  the  completion  of  crisis  was 
twenty-four  hours  and  six  minutes.  In  the 
same  group  of  80  cases  of  pneumococcic 
pneumonia  it  required  an  average  of 
only  6.3  grams  of  sulfapyridine  to  induce 
normal  temperature.  Though  the  Beek- 
man Street  Hospital  patients  received 
an  average  total  dosage  almost  double 
that  of  the  private  case,  the  average 
amount  of  the  drug  necessary  to  induce 
crisis  was  almost  the  same  for  both 
series:  7.9  grams  for  the  Beekman 

Street  series  and  6.3  grams  for  the  private 
case  series. 

Toxic  Effects. — No  serious  toxic  ef- 
fects were  observed  in  any  of  the  cases 
treated  in  this  series.  As  noted  by 
previous  writers,  nausea  is  the  common- 
est untoward  effect  and  may  be  quite 


490 


CECIL,  LAWRENCE,  AND  TOLSTOI 


[N.  Y.  State  J.  M, 


distressing.  In  the  present  series  nausea 
was  observed  in  51  per  cent  of  the  cases 
and  was  accompanied  by  vomiting  in 
31  per  cent.  In  many  cases,  however, 
the  vomiting  became  less  as  the  patient 
developed  a tolerance  for  the  drug. 
There  has  been  considerable  debate  as 
to  whether  the  nausea  induced  by  sulfa- 
pyridine  is  of  local  or  central  origin. 
The  present  trend,  however,  is  strongly 
toward  the  view  that  the  drug  induces 
these  symptoms  by  reason  of  its  effect 
on  the  central  nervous  system.  Cer- 
tainly in  our  experience  the  nausea  has 
not  been  relieved  by  the  administration 
of  sodium  bicarbonate  or  other  gastric 
sedatives.  Phenobarbital,  however,  in 
half-grain  doses  administered  every  four 
hours  with  the  sulfapyridine,  seems  to 
be  helpful  in  some  cases. 

Two  patients  developed  a rather  rapidly 
progressive  anemia  but  not  severe  enough 
to  necessitate  transfusions.  A mild  ery- 
thematous rash  was  observed  in  3 cases. 

We  were  particularly  interested  in  the 
toxic  effects  of  sulfapyridine  on  the  kid- 
neys. Three  patients  developed  hema- 
turia, and  in  1 of  these  cases  sulfapyri- 
dine therapy  appeared  to  have  been  re- 
sponsible for  the  development  of  a renal 
calculus  (reported  by  Lawrence4). 

Complications 

The  incidence  of  complications  in  this 
series  of  cases  was  remarkably  low.  They 
may  be  summarized  as  follows:  empy- 

ema, 2 cases,  types  I and  II,  1 each; 
otitis  media,  3 cases,  types  V,  VIII,  and 
XXII,  1 each;  pleural  effusion,  1 case, 
type  V ; abscess  of  lung,  1 case,  type  III. 

Relapses  were  noted  in  10  cases,  7 of 
these  being  type  III  pneumonia.  In 
nearly  every  case  the  relapse  appeared  to 
be  definitely  related  to  premature  ces- 
sation of  sulfapyridine  therapy,  and 
usually  the  recrudescence  was  quickly 
controlled  by  resuming  sulfapyridine 
treatment. 

Deaths 

In  the  pneumococcic  series  of  100  cases 
there  were  6 deaths  (Table  1).  Four  of 
these  were  in  the  type  III  group.  One 


type  II  died,  and  the  sixth  death  was  in 
a case  of  type  XIX  pneumonia.  Pro- 
tocols of  the  fatal  cases  follow : 

Case  Reports 

Case  1. — Woman,  aged  25,  had  type  II 
pneumonia  of  the  right  and  left  lower  lobes. 
Sulfapyridine  was  started  on  the  second  day  of 
disease  with  the  total  dosage  24  grams.  Crisis 
occurred  in  twenty-four  hours.  Then  the  tem- 
perature gradually  rose  again  with  development 
of  a terminal  empyema.  Aspiration  revealed 
type  II  empyema.  Death  occurred  on  the 
eleventh  day. 

Case  2. — Man,  aged  54,  had  type  III  pneu- 
monia. Sulfapyridine  was  started  on  the  third 
day  of  disease.  There  were  frank  signs,  left 
lower  lobe.  He  responded  temporarily  to 
sulfapyridine,  but  his  temperature  began  to 
spike  and  sputum  became  purulent  and  foul 
smelling.  An  operation  for  lung  abscess  was 
performed  on  the  twentieth  day  of  the  disease. 
He  died  several  days  later. 

Case  3. — Woman,  aged  40,  had  type  III 
pneumonia.  A blood  culture  on  the  third  day 
showed  innumerable  colonies  of  Pneumococcus 
type  III ; 100,000  units  of  type  III  rabbit  serum 

were  administered  on  the  third  day,  with  no  ef- 
fect. Sulfapyridine  was  started  on  the  sixth 
day,  with  no  effect,  and  she  died  on  the  ninth 
day. 

Case  4. — Man,  aged  54,  had  Pneumococcus 
type  III.  Sulfapyridine  was  started  on  the 
second  day  of  the  disease.  Blood  level  of  sulfa- 
pyridine was  7.6  mg.  on  fourth  day;  total  dos- 
age was  20  grams.  There  was  no  clinical  effect. 

Case  5. — Woman,  aged  68,  had  type  III 
pneumonia.  Blood  culture  was  sterile.  Sulfa- 
pyridine was  started  on  the  second  day  and  the 
patient  also  received  200,000  units  of  type  III 
rabbit  serum.  The  total  sulfapyridine  dosage 
was  24  grams.  On  the  fourth  day  the  patient 
developed  symptoms  of  coronary  thrombosis. 
Death  occurred  on  the  seventh  day. 

Case  6. — Man,  aged  60,  had  type  XIX 
pneumonia;  160,000  units  of  Pneumococcus 
type  XIX  rabbit  serum  were  administered  on  the 
second  day  of  disease.  Sulfapyridine  was 
started  on  the  fourth  day;  total  dosage  was  only 
3 grams.  Death  resulted  apparently  from  sud- 
den cardiac  failure  on  fifth  day  of  the  disease. 

Comment 

A review  of  these  fatal  cases  will  show 
that  4 of  the  6 cases  were  over  50  years 
of  age.  This  is  not  an  adequate  explana- 
tion of  why  they  died,  nor  can  it  be 
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claimed  that  the  drug  was  not  started 
sufficiently  early  in  the  disease,  except 
in  Case  3 and  possibly  in  Case  6.  A 
satisfactory  explanation  of  why  the  drug 
failed  is  perhaps  to  be  found  in  the 
peculiar  resistance  which  some  strains 
of  pneumococci  show  to  the  action  of 
the  drug.  That  this  can  sometimes 
happen  has  recently  been  shown  by 
Maclean,  Rogers,  and  Fleming.5 

Serum  Therapy 

Sixteen  of  the  100  pneumococcic  cases 
received  antipneumococcus  serum,  in 
addition  to  sulfapyridine.  With  one 
exception,  the  dosage  varied  from  100,- 
000  to  200,000  units.  All  16  of  these 
cases  were  severe  infections,  and  3 of 
the  16  died. 


TABLE  3. — Fatality  Rates  for  Patients  Who 
Received  Both  Serum  and  Sulfapyridine 


Number 

Number 

Type 

of  Cases 

of  Deaths 

I 

3 

0 

III 

7 

2 

V 

2 

0 

VII 

1 

0 

VIII 

2 

0 

1 

1 

Total 

16 

3 

Other  Forms  of  Pneumonia  Treated 
with  Sulfapyridine 

In  addition  to  100  cases  of  pneumococ- 
cic pneumonia  that  were  treated  with 
sulfapyridine,  brief  mention  should  be 
made  of  6 cases  due  to  other  types  of 
microorganisms.  Four  of  the  6 patients 
died  (see  Table  2).  There  was  no 
evidence  that  sulfapyridine  was  of  any 
benefit  in  the  Staphylococcus  aureus  or 
Hemophillus  influenzae  pneumonia.  The 
1 case  in  our  series  caused  by  the  B.  Fried- 
lander  also  died  in  spite  of  sulfapyridine. 
The  2 cases  of  streptococcus  hemolyticus 
pneumonia  both  recovered,  thus  support- 
ing the  opinion  already  expressed  by 
others  that  sulfapyridine  is  just  as  ef- 
fective as  sulfanilamide  in  the  treatment 
of  streptococcus  hemolyticus  infections. 

Discussion 

The  most  interesting  fact  brought  out 
by  this  study  has  been  the  striking  reduc- 
tion in  fatality  rate  obtained  with  sulfa- 


pyridine in  72  cases  of  pneumococ- 
cic pneumonia  from  private  practice. 
Whereas  in  our  previous  study  107 
cases  of  pneumococcic  pneumonia  that 
received  type-specific  serum  had  a fatal- 
ity rate  of  20.5  per  cent,  the  present 
series  of  72  private  cases  that  received 
sulfapyridine  had  a fatality  rate  of 
only  6 per  cent.  It  has  been  argued 
that  the  winter  of  1938-1939  has  been 
characterized  by  mild  pneumonia.  It 
is  true  that  the  incidence  of  type  I and 
type  II  pneumonia  was  low  during  that 
time  and  that  there  was  a corresponding 
increase  in  the  higher  types  of  pneu- 
monia that  usually  run  a mild  course. 
It  is  also  true  that  only  6 of  our  100  cases 
of  pneumococcic  pneumonia  developed 
bacteremia.  However,  any  decrease  in 
the  incidence  of  type  I and  type  II 
pneumonia  in  the  present  series  was 
compensated  for  by  the  high  incidence 
of  the  severe  type  III  infections.  The 
low  incidence  of  bacteremia  can  probably 
be  explained  by  the  prompt  administra- 
tion of  sulfapyridine  which  induced 
crisis  before  there  was  time  for  bacter- 
emia to  develop. 

The  results  obtained  in  the  total  100 
cases  of  pneumococcic  pneumonia  treated 
with  sulfapyridine  agree  closely  with 
figures  from  other  clinics.  As  a matter 
of  interest  and  in  order  to  check  our  fig- 
ures with  those  reported  by  others,  we 
have  compiled  from  various  American 
authors  956  cases  of  pneumococcic  pneu- 
monia of  various  types  all  of  which  have 
been  treated  with  sulfapyridine  (without 
serum).  These  figures  are  shown  in 
Table  4.  The  fatality  rate  for  the  entire 
group  of  956  cases  treated  with  sulfa- 
pyridine is  7.1  per  cent,  just  slightly 
higher  than  the  figure  obtained  in  our 
own  series.  Attention  is  called  par- 
ticularly to  the  type  III  group  consisting 
of  182  cases  treated  with  sulfapyridine 
alone  with  a fatality  rate  of  only  12 
per  cent!  The  results  in  the  type  I and 
type  II  series  are  equally  startling. 

In  Table  5,  96  bacteremic  cases  of 
pneumococcic  pneumonia  have  been  col- 
lected from  the  American  literature. 
In  these  96  cases  treated  with  sulfapyri- 


492 


CECIL,  LAWRENCE,  AND  TOLSTOI 


[N.  Y.  State  J.  M. 


TABLE  4. — Incidence  and  Death  Rate  of  Pneumo- 
coccic  Pneumonia  Treated  with  Sulfapyridine 
956  Cases  Collected  from  North  American  Literature6  ~16 


Type 

Number 
of  Cases 

Number 
of  Deaths 

I 

214 

11 

II 

58 

4 

III 

182 

22 

IV 

50 

5 

V 

62 

3 

VI 

21 

0 

VII 

62 

2 

VIII 

66 

2 

IX 

6 

0 

X 

2 

0 

XI 

6 

0 

XII 

14 

0 

XIII 

6 

2 

XIV 

38 

1 

XV 

7 

1 

XVI 

8 

1 

XVII 

6 

0 

XVIII 

16 

0 

XIX 

20 

1 

XX 

12 

1 

XXI 

2 

0 

XXII 

7 

1 

XXIII 

12 

2 

XXIV 

3 

0 

XXV 

5 

1 

XXVII 

4 

0 

XXVIII 

3 

1 

XXIX 

5 

0 

XXX 

1 

0 

XXXI 

1 

0 

XXXII 

4 

0 

Other  types 

53 

7 

Total 

956 

68  (7.1%) 

dine  the  fatality  rate  was  25  per  cent, 
about  one- third  of  the  rate  for  the  cases 
that  have  received  no  specific  therapy. 

Sulfapyridine  seems  to  be  effective  in  all 
types  of  pneumonia.  One  is  tempted  to 
add  that  it  is  particularly  effective  in 
pneumococcic  type  III  infections.  Cer- 
tainly for  the  first  time  in  the  history  of 
this  very  severe  form  of  pneumonia,  we 
have  at  our  command  an  agent  that  has  a 
remarkable  effect  on  the  clinical  course 
of  the  disease  as  well  as  on  the  fatality  rate. 

The  incidence  of  toxic  reactions  to 
sulfapyridine  therapy  appears  to  be  pro- 
portional to  the  total  dosage  employed. 
This  applies  not  only  to  the  milder  reac- 
tions, such  as  nausea  and  vomiting,  but 
to  the  more  severe  ones  as  well.  Every 
patient  who  receives  sulfapyridine  should 
have  his  urine  tested  daily  for  blood  and 
other  signs  of  renal  irritation.  A daily 
blood  count  is  also  advisable  to  guard 
against  acute  hemolytic  anemia  and 
agranulocytosis.  Some  writers  are  of 
the  opinion  that  every  patient  who  re- 
ceives sulfapyridine  should  be  under 
hospital  care. 

In  patients  who  do  not  respond 
promptly  to  treatment,  the  blood  should 


TABLE  5. — Incidence  and  Death  Rate  in  Bac- 
teremic  Pneumococcic  Pneumonia  Treated  with 
Sulfapyridine 

96  Cases  Collected  from  the  North  American  Litera- 
ture6-16 


Number 

Number 

Type 

of  Cases 

of  Deaths 

I 

43 

6 

II 

9 

1 

III 

11 

3 

IV 

4 

3 

V 

10 

3 

VII 

1 

0 

VIII 

5 

1 

Other  types  to 

XXXII 

13 

7 

Total 

96 

24  (25%) 

be  quantitatively  tested  for  free  sulfapyri- 
dine preferably  by  the  modified  Marshall3 
method.  Five  to  10  mg.  per  hundred 
cubic  centimeters  is  considered  the  opti- 
mal concentration.  If  the  blood  con- 
centration is  low  and  the  patient  has  not 
responded  to  the  drug,  larger  doses  should 
be  administered.  In  some  clinics  pa- 
tients who  cannot  take  sulfapyridine  by 
mouth  or  who  cannot  absorb  enough  for 
adequate  blood  concentration  are  being 
treated  intravenously  with  the  soluble 
sodium  sulfapyridine.  However,  this 
drug,  because  of  its  marked  alkalinity, 
may  produce  sloughing  if  any  of  the  solu- 
tion escapes  into  the  subcutaneous  tissue. 
For  this  reason  it  must  be  administered 
with  great  caution. 

Physicians  are  very  frequently  con- 
fronted with  the  question  whether,  in  a 
given  case  of  pneumonia,  they  should  give 
serum  or  sulfapyridine  or  both  agents. 
At  the  present  time  we  have  our  choice  of 
two  specific  weapons  for  the  treatment  of 
pneumococcic  infections.  As  reported 
by  most  observers,  the  fatality  rates  are 
lower  with  sulfapyridine  than  with  specific 
serum.  However,  the  published  results 
with  rabbit  serum  as  reported  by  Hors- 
fall17 and  by  Loughlin,  Bennett,  and 
Spitz18  certainly  approximate  closely  the 
best  results  obtained  with  sulfapyridine. 
More  recently  Bullowa19  reported  a 
series  of  controlled  cases  in  which  the 
lowest  mortality  rate  occurred  in  cases 
treated  early  with  sulfapyridine  plus 
serum.  The  death  rate  for  64  serum- 
treated  cases  was  12.5  per  cent;  for  69 
sulfapyridine- treated  cases,  10.2  per  cent; 
and  for  50  cases  treated  with  serum  plus 
sulfapyridine,  8.0  per  cent. 
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Perhaps  the  safest  course  for  the  general 
practitioner  to  pursue  would  be  as  follows: 

As  soon  as  the  clinical  diagnosis  has 
been  established,  a specimen  of  sputum 
and  a blood  culture  are  sent  to  the  labora- 
tory. The  patient  is  then  started  on  the 
following  regimen:  sulfapyridine,  2 grams 
by  mouth;  four  hours  later  the  2-gram 
dose  is  repeated.  In  the  present  study, 
the  second  dose  consisted  usually  of  only 
1 gram,  but  in  order  to  obtain  a high 
blood  concentration  at  the  earliest  mo- 
ment, 2 grams  is  probably  preferable. 
Four  horns  later  1 gram  of  sulfapyridine 
is  administered,  and  thereafter  1 gram  is 
given  every  four  hours  until  the  tempera- 
ture reaches  normal  or  until  the  drug  is 
found  to  be  ineffectual.  Evans  and 
Gaisford2  recommend  a limit  of  25  grams, 
but  at  Bellevue  Hospital  the  rule  has  been 
to  stop  the  treatment  after  a total  dosage 
of  16  grams  unless  there  are  orders  to  the 
contrary. 

As  soon  as  the  sputum  type  is  reported, 
a decision  must  be  reached  as  to  whether 
or  not  specific  serum  should  be  given  in 
addition  to  the  sulfapyridine.  Some 
prefer  to  wait  until  after  sulfapyridine 
has  been  given  an  eighteen-  to  twenty- 
four-hour  trial.  Then  if  the  temperature 
is  normal  or  almost  normal,  serum  is 
withheld.  On  the  other  hand,  if  the 
drug  appears  to  be  ineffective  or  patient 
is  showing  marked  symptoms  of  intoxica- 
tion from  the  drug,  serum  should  be  ad- 
ministered. It  is  generally  felt  that 
serum  is  more  effective  when  given  early 
in  the  disease  and  that  it  has  very  little 
effect  if  given  after  the  fourth  or  fifth  day. 
Sulfapyridine,  on  the  other  hand,  appears 
to  affect  the  pneumococcus  at  any  time 
in  the  course  of  the  disease. 

The  contraindications  for  continued 
sulfapyridine  therapy  are:  (1)  marked 

nausea  and  vomiting;  (2)  erythematous 
drug  rash;  (3)  hematuria  and  abdominal 
pain;  (4)  leukopenia;  (5)  rapidly  pro- 
gressive anemia;  (6)  jaundice;  (7)  pneu- 
monia developing  after  an  abdominal 
operation  where  vomiting  might  cause 
serious  trouble. 

The  contraindications  for  serum  would 
be:  (1)  cases  of  pneumococcic  pneumonia 


where  type  cannot  be  determined;  (2) 
history  of  recent  administration  of  serum ; 
(3)  severe  asthmatics;  (4)  strongly  posi- 
tive skin  or  eye  test;  (5)  severe  shock 
reaction  following  first  injection  of  serum. 

The  indications  for  the  administration 
of  both  sulfapyridine  and  serum  would 
be:  (1)  rapidly  spreading  infection  of 

known  type  with  toxic  manifestations; 
(2)  bacteremic  cases;  (3)  pneumonia 
in  pregnant  women.  Administration  of 
serum  in  conjunction  with  sulfapyridine 
usually  means  that  less  of  both  agents 
will  be  required  than  would  be  if  either 
were  used  alone. 

The  outstanding  advantages  of  sulfa- 
pyridine over  serum  are:  (1)  its  cheap- 
ness; (2)  the  simplicity  of  administra- 
tion; (3)  its  value  in  all  types  of  pneu- 
mococcic pneumonia.  This  is  very  im- 
portant when  for  any  reason  the  type 
cannot  be  determined. 

There  are  certain  precautions  which 
must  be  taken  in  the  administration  of 
sulfapyridine:  (1)  daily  examination  of 
urine  for  blood;  (2)  daily  complete  blood 
counts;  (3)  careful  observation  of  the 
patient  for  jaundice,  blood  dyscrasias, 
and  drug  rashes. 

The  time  is  not  ripe  for  final  deter- 
mination of  the  relative  merits  of  sulfa- 
pyridine and  serum.  Extensive  research 
is  under  way  and  eventually  a correct 
answer  will  be  available.  In  the  mean- 
while the  rules  laid  down  above  would 
seem  to  be  rational  and  to  give  the  pneu- 
monia patient  the  benefit  of  the  doubt  in 
those  instances  where  any  doubt  exists  as 
to  the  preferable  mode  of  procedure. 

Conclusions 

1 . One  hundred  cases  of  pneumococcic 
pneumonia  treated  with  sulfapyridine  are 
reported.  Sixteen  of  the  cases  received 
specific  serum  as  well. 

2.  The  case  fatality  rate  for  the  100 
cases  was  6 per  cent.  In  the  16  severely 
ill  patients  who  received  both  sulfa- 
pyridine and  serum,  the  fatality  rate  was- 
18.7  per  cent.  With  the  exception  of 
nausea  and  vomiting,  no  severe  reactions 
were  encountered  in  the  series. 

3.  The  relative  merits  of  sulfapyridine 


494 


CECIL,  LAWRENCE,  AND  TOLSTOI  [N.  Y.  State  J.  M. 


and  serum  are  discussed  together  with 
indications  and  contraindications  for  these 
agents. 
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War  Department 
Office  of  The  Surgeon  General 
Washington 

To  the  Editor: 

There  has  been  an  increase  in  the  strength 
and  in  the  activity  of  the  United  States  Army 
with  a corresponding  increase  in  the  responsi- 
bilities of  its  medical  components.  To  augment 
the  medical  services  necessitated  thereby,  officers 
of  the  Medical  Corps  Reserve  are  being  placed 
throughout  the  medical  organization  of  the  Army. 

The  number  of  inquiries  reaching  this  office 
would  seem  to  indicate  that  more  information 
on  the  subject  would  be  appreciated  by  the  medi- 
cal profession.  With  a view  to  disseminating 
such  information,  a brief  resume  of  the  situation 
is  enclosed.  If  you  would  publish  in  substance 
the  accompanying  item,  you  would  do  a favor 
for  this  office  and  any  interested  physician. 

James  E.  Baylis,  Colonel, 
March  6,  1940  Medical  Corps,  Executive  Officer 

Army  Experience  for  Physicians 

An  interesting  medical  corollary  to  the  aug- 
mentation of  the  United  States  Army  during 
1940  and  1941  and  to  the  planned  large  scale 
Army  maneuvers  during  the  spring  and  summer 
of  1940  is  the  broad  medicomilitary  experience 
that  a great  number  of  civilian  physicians  will 
receive.  Medical  reserve  officers  are  being  used 
to  augment  the  entire  Army  Medical  Service, 
which  includes  everything  from  small  unit  in- 
stallations to  large  station  hospitals,  general 
hospitals,  and  hospitals  designed  primarily  for 
the  treatment  of  specific  types  of  cases. 

Physicians  under  thirty-five  years  of  age  who 
are  desirous  of  obtaining  extended  active  duty 
with  the  Army  but  who  do  not  hold  reserve  com- 
missions are  being  offered  appointments  in  the 
Medical  Corps  Reserve  in  the  grade  of  first 
lieutenant,  in  order  to  permit  them  to  be  placed 
on  such  duty.  Captains  and  lieutenants  are  at 
present  being  offered  excellent  assignments 
throughout  the  continental  United  States,  and 
it  is  hoped  that  authority  will  be  granted  to 
'actually  permit  some  officers  to  go  to  Hawaii 
and  Panama.  In  addition  to  having  a new  and 
very  busy  experience  in  the  practice  of  medicine, 
the  average  officer  finds  the  pay  and  allowances 
attractive.  The  pay  and  allowances  for  a mar- 
ried first  lieutenant  amount  to  approximately 


$263  a month;  for  a single  first  lieutenant  to 
approximately  $225  a month;  for  a married 
captain  to  approximately  $316  a month;  and 
for  a single  captain  to  approximately  $278  a 
month.  In  most  cases  the  above  pay  and  allow- 
ances would  apply  inasmuch  as  government 
quarters  are  not  usually  available  for  officers  on 
extended  active  duty.  In  the  few  instances 
where  government  quarters  are  available,  the 
amounts  would  be  $40,  $60,  $60,  and  $80  less 
per  month,  respectively.  In  addition,  the  officer 
is  reimbursed  for  mileage  traveled  from  his 
home  to  his  station,  and  upon  completion  of  his 
tour  of  duty  is  reimbursed  similarly  for  the  travel 
to  his  home. 

Application  for  one  year  of  active  duty  or  for 
appointment  in  the  Medical  Corps  Reserve  with 
a view  to  obtaining  one  year  of  active  duty  with 
the  Army  should  be  requested  at  once  by  a let- 
ter addressed  to  the  commanding  general  of 
the  corps  area*  wherein  the  physician  per- 
manently resides.  In  addition,  the  application 
should  contain  concise  information  regarding 
permanent  address,  temporary  address,  number 
of  dependents,  earliest  date  available  for  active 
duty,  and  that  internship  has  been  (or  will  be) 
completed;  and  it  should  be  accompanied  by  a 
report  of  physical  examination  recorded  on  the 
Army  Form  W.D.  A.G.O.  63,  which  may  be 
obtained  from  any  Army  station.  From  the 
group  of  reserve  officers  placed  on  extended 
active  duty  since  August,  1939,  over  25  per  cent 
of  those  within  the  age  requirements  of  thirty-two 
years  of  age  or  less  for  commission  in  the  Regular 
Army  Medical  Corps  found  military  service 
sufficiently  to  their  liking  to  cause  them  to  take 
entrance  examinations  for  the  regular  Army. 

* First  Corps  Area  (Me.,  N.  H.,  Vt.,  Mass.,  R.  I., 
Conn.)  Army  Base,  Boston,  9. 

Second  Corps  Area  (N.  Y.,  N.  J.,  Del.)  Governors 
Island,  New  York. 

Third  Corps  Area  (Pa.,  Md.,  Va.,  D.  C.)  Post 
Office  and  Court  House,  Baltimore. 

Fourth  Corps  Area  (N.  C.,  S.  C.,  Ga.,  Fla.,  Ala., 
Tenn.,  Miss.,  La.)  Post  Office  Bldg.  Atlanta,  Ga. 

Fifth  Corps  Area  (Ohio,  W.  Va.,  Ind.,  Ky.)  Fort 
Hayes,  Columbus,  O. 

Sixth  Corps  Area  (111.,  Mich.,  Wis.)  Post  Office 
Bldg.,  Chicago. 

Seventh  Corps  Area  (Mo.,  Kans.,  Ark.,  Ia.,  Neb.. 
Minn  , N.  D.,  S.  D.)  New  Federal  Bldg.,  Omaha. 

Eighth  Corps  Area  (Tex.,  Okla.,  Colo,  N.  M.,  Ariz.) 
Fort  Sam  Houston,  San  Antonio,  Tex. 

Ninth  Corps  Area  (Wash.,  Ore.,  Ida.,  Mont.,  Wyo., 
Utah,  Nev.,  Calif.)  Presidio  of  San  Francisco, 
San  Francisco. 


UROLOGIC  COMPLICATIONS  IN  GYNECOLOGY 


Arthur  J.  Murphy,  M.D.,  F.A.C.S.,  New 
( From  the  Clinic  of  the  Woman’s  Hospital ) 

Some  of  the  most  troublesome  com- 
plications that  the  gynecologist  has 
to  treat  are  those  that  involve  the  urinary 
tract.  Their  treatment  often  lies  within 
the  province  of  the  urologist,  but  those 
complications  that  arise  in  the  midst  of 
an  operation,  when  the  aid  of  a urologist 
cannot  be  obtained,  must  be  treated  by 
the  gynecologist.  It  is  to  his  advantage 
to  be  able  to  treat  intelligently  these 
operative  complications,  also  acute  post- 
operative renal  infection,  the  commonest 
of  all  urologic  complications  in  gynecol- 
ogy* 

Acute  Postoperative  Renal  Infections 

Laws  states:  “More  than  30  per  cent  of 
patients  who  come  to  a gynecologic  hos- 
pital complain  of  urinary  symptoms.”  It 
is  not  surprising,  therefore,  that  so  many 
of  these  patients  develop  postoperative 
renal  infections.  Six  years  ago,  because 
of  the  frequency  of  this  complication,  the 
writer  made  a study  of  acute  postopera- 
tive renal  infections  at  the  Woman’s  Hos- 
pital. 

Etiology 

In  our  series  this  complication  occurred 
252  (2.5  per  cent)  times  in  11,160  opera- 
tions. Why  is  renal  infection  so  com- 
mon following  gynecologic  operations? 
As  stated  above,  some  of  these  patients 
have  urinary  pathology  from  infections  in 
childhood  or  during  pregnancy  and  many 
of  the  gynecologic  lesions  for  which  they 
are  operated  predispose  to  infections  of 
the  urinary  tract.  It  was  demonstrated 
by  Brettauer  and  Rubin  that  prolapse  of 
the  uterus  causes  dilatation  and  distor- 
tion of  the  ureters  and  misplacement  of 
the  bladder.  We  have  many  examples  of 
similar  lesions  produced  by  large  myo- 
mata, ovarian  cysts,  and  pelvic  inflamma- 
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tory  masses.  Operative  trauma  is  another 
frequent  cause  of  renal  infection.  Ex- 
tensive vaginal  plastics  and  laparotomies 
for  complicated  tumors  almost  always 
traumatize  the  bladder  or  ureters.  In 
some  instances  this  injury  may  be  slight 
but  enough  to  produce  edematous  ob- 
struction in  the  ureters,  or  it  may  be  more 
marked  but  still  pass  undetected  and 
only  be  demonstrated  when  cystoscopy  is 
done  to  determine  the  cause  of  the  renal 
infection  that  usually  follows. 

Results  with  Former  Treatment 

Acute  renal  infection  may  subside 
spontaneously  or  prove  rebellious  to  any 
type  of  treatment.  In  this  group  of 
cases  the  average  duration  of  the  infec- 
tion was  fifteen  days  but  76  cases  (30  per 
cent)  persisted  more  than  fifteen  days; 
15  cases  (5.9  per  cent)  continued  more 
than  forty  days  and  in  1 case  the  infection 
endured  for  170  days.  The  more  severe 
infections  were  treated  by  the  urologic 
staff  under  the  direction  of  Dr.  Henry  G. 
Bugbee.  Nevertheless,  some  of  these 
infections  were  most  difficult  to  manage 
and  had  a grave  influence  on  the  physical 
status  of  these  patients.  Some  of  the 
patients  developed  other  complications 
as  a result  of  their  urinary  infections. 
Many  had  infected  wounds  that  healed 
slowly  and  13  per  cent  of  these  severe 
cases  required  blood  transfusions  to  com- 
bat the  anemia  caused  by  the  urinary  in- 
fection. 

Seventeen  patients  (6.7  per  cent)  re- 
quired ureteral  catheter  drainage  from 
two  to  forty  days.  The  average  dura- 
tion of  this  drainage  was  thirteen  days. 
The  necessity  for  such  drainage  attests  to 
the  severity  of  some  of  these  infections. 

In  the  entire  group  an  average  of  thirty 
days’  hospitalization  was  required,  but 
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Acute  Postoperative  Pyelonephritis 


Incidence 

Average  duration  of  infections 

Ureteral  catheter  drainage 

Blood  transfusions 

Average  number  of  days  in  hospital 

Operative  treatment 


Mortality 


1921-1933 
11,160  Operations 
Old  Method  of  Treatment 
252  cases — 2.5  per  cent 

15  days — 30  per  cent  over  15  days — 5.9  per  cent 
over  40  days  (1  case,  170  days) 

17  cases — 6.7  per  cent — average  number  of  days 
13 

13  per  cent  of  severe  cases 
31  days — 5.9  per  cent  over  40  days 
1 nephrostomy  for  pyonephrosis 
1 nephrectomy  for  obstructing  calculous  pyo- 
nephrosis 

3 patients  died — 1.1  per  cent.  The  2 patients 
operated  upon  died  and  the  third  died  from  bi- 
lateral renal  abscesses 


1938 

855  Operations 
New  Method  of  Treatment 
19  cases — 2.2  per  cent 
8 days  (1  case,  26  days) 

None 

None 
18  days 
None 


None 


some  (8.7  per  cent)  of  these  patients  had 
to  remain  in  the  hospital  for  several 
weeks  and  some  for  several  months. 

Three  of  these  patients  died : 1 died  of 

embolism  following  a nephrostomy  for 
pyonephrosis,  1 died  of  a prolonged  infec- 
tion in  whom  nephrectomy  for  obstruct- 
ing calculus  pyonephrosis  was  necessary, 
and  1 died  of  multiple  renal  abscesses 
following  a protracted  urinary  infection. 

From  this  study  the  frequency  and 
seriousness  of  acute  postoperative  renal 
infections  are  emphasized.  These  in- 
fections may  be  resistant  to  treatment  and 
persist  for  many  days,  detract  from  an 
otherwise  successful  operation,  interfere 
seriously  with  the  patient’s  postoperative 
recovery,  require  long  hospitalization  in 
some  cases,  and  occasionally  prove  fatal. 

New  Method  of  Treatment 

Since  the  above  study  was  made  a com- 
plete innovation  in  the  treatment  of  renal 
infections  has  taken  place.  Brasch,  of 
the  Mayo  Clinic,  states:  “During  the  past 
three  years  revolutionary  changes  have 
taken  place  in  the  treatment  of  infections 
of  the  urinary  tract.”  What  effect  has 
the  development  of  mandelic  acid  and 
sulfanilamide  had  on  renal  infection? 
A comparison  of  the  results  of  the  previ- 
ous study  with  our  results  this  past  year 
in  the  treatment  of  renal  infections  should 
show  the  progress  brought  about  by  the 
use  of  these  newer  chemotherapeutic 
drugs. 

Results  with  Newer  Treatment 

During  the  past  year  we  had  19  (2.2 
per  cent)  acute  postoperative  renal  infec- 
tions in  855  operations.  All  of  these  cases 


were  treated  with  either  mandelic  acid  or 
sulfanilamide.  These  drugs  have  resulted 
in  only  a slight  diminution  in  the  fre- 
quency of  renal  infection.  This  can  be 
explained  by  the  fact  that  we  are  doing 
twice  as  many  operations  for  urinary  in- 
continence, which  requires  catheter  drain- 
age, and  complete  hysterectomies  as  we 
were  when  the  previous  study  was  made. 
It  has  been  our  experience  that  renal  in- 
fections are  prone  to  follow  both  of  these 
operations  so  that  in  reality  these  drugs 
have  decreased  the  frequency  of  renal 
infections  even  though  it  is  not  demon- 
strated by  the  statistics.  With  the  hope 
of  reducing  still  further  our  renal  infec- 
tions, we  have  recently  used,  as  suggested 
by  Brasch,  small  doses  of  sulfanilamide 
postoperatively  in  those  patients  who 
have  indwelling  catheters  or  require  inter- 
mittent catheterization.  It  should  also 
be  used  in  those  whose  postoperative 
urinalysis  shows  pus  or  organisms  and  in 
those  patients  who  might  develop  renal 
infection  because  of  the  gynecologic 
pathology  found  or  because  of  the  nature 
of  their  operation. 

Another  very  valuable  use  for  these 
drugs  is  in  the  elimination  of  pus  and 
organisms  from  the  urine  of  our  post- 
operative patients  even  though  they 
have  no  other  evidence  of  renal  infec- 
tion. This  might  prevent  the  all  too 
frequent  development  of  an  acute  renal 
infection  after  the  patient  leaves  the  hos- 
pital and  might  eliminate  the  urinary 
symptoms,  complained  of  by  many  of  our 
patients  when  they  are  seen  in  the  follow- 
up clinic. 

During  the  past  year  the  use  of  these 
new  drugs  has  decreased  the  average 
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18  Ureteral  Injuries 


Operations 

1  supravaginal  hysterectomy 

1 supravaginal  hysterectomy  for 
large  intraligamentous  myoma 


5 complete  hysterectomy 
1 supravaginal  hysterectomy 
1 vaginal  hysterectomy 
1 Latzko  cesarean 
1 low-flap  cesarean 


5 complete  hysterectomy 
2 supravaginal  hysterectomy 


2  Ureteroabdominal  Fistulas 

Urinary  leakage  from  abdominal 
wound  in  twenty-four  hours 
Urinary  leakage  from  abdominal 
wound  fourth  day  postoperative 

9 Ureterovaginal  Fistulas 
Pathology 
3 large  myomata 
2 cystadenocarcinoma  ovary 
1 large  bilateral  ovarian  cyst 

1 second-degree  prolapse 

2 abnormal  pregnancies 


7 Cases  Ureterorrhaphy 
1 myoma  and  intraligamentous  ovar- 
ian cyst 

1 large  bilateral  dermoid  cyst 
1 large  intraligamentous  cervical 
myoma 

1 carcinoma  cervix 
3 myomata  uteri 


Treatment  and  Results 
Healed  in  seven  days  following  passage 
of  ureteral  catheter 
Nephrectomy  at  end  of  six  weeks 


1 healed  following  passage  of  ureteral 
catheter 

3  ureter  transplanted  into  bladder — 
good  results 
3 nephrectomy 

1 destruction  of  kidney  by  fistula — 
completed  by  x-ray  therapy 
1 did  not  return  for  further  treatment 


End-to-end  anastomosis  in  2 cases — 1 
died  on  fifth  postoperative  day  of 
peritonitis — the  other  had  a good 
functional  result  but  ureteral  cathe- 
ter was  obstructed  at  8 cm. 

Ureteroureteral  anastomosis  in  5 cases 
— all  had  good  results 


duration  of  our  urinary  infections  from 
fifteen  to  eight  days.  There  was  only  1 
case  in  this  series  that  continued  for 
twenty-six  days,  whereas  in  the  previous 
series  5.9  per  cent  persisted  for  more 
than  forty  days  and  the  longest  case  for 
170  days. 

None  of  the  patients  in  the  recent  series 
required  ureteral  catheter  drainage  as 
compared  with  6.7  per  cent  in  the  previous 
group.  None  required  blood  transfusions, 
whereas  it  was  necessary  in  13  per  cent  of 
the  serious  cases  in  the  other  group. 
There  were  no  deaths  in  this  series  while 
3 died  in  the  previous  group. 

Such  a comparative  study  demon- 
strates the  effectiveness  of  mandelic  acid 
and  sulfanilamide  in  the  treatment  of 
renal  infection.  It  is  true  that  the  latter 
series  is  too  small  to  draw  any  permanent 
conclusions,  but  it  does  serve  as  an  index 
of  what  we  can  expect  in  the  future  from 
the  intelligent  use  of  these  new  drugs. 
They  decrease  the  incidence  and  shorten 
the  duration  of  renal  infections,  eliminate 
the  necessity  for  ureteral  catheter  drain- 
age in  most  instances,  diminish  operative 
interference,  and  simplify  the  manage- 
ment of  these  infections  by  the  gynecolo- 
gist. 

Ureteral  Injury 

Ureteral  injury  is  one  of  the  most  seri- 
ous urologic  complications  in  gynecology. 
During  the  past  ten  years  we  have  treated 


18  ureteral  injuries,  16  of  which  occurred 
at  the  Woman’s  Hospital.  The  pathol- 
ogy encountered,  the  type  of  operation, 
and  the  treatment  of  these  injuries  fol- 
low: 

Ureteroabdominal  Fistulas. — There  were 
2 ureteroabdominal  fistulas.  One  followed 
a supravaginal  hysterectomy  for  a large 
myoma.  Twenty-four  hours  postopera- 
tively  there  was  urinary  drainage  from 
the  abdominal  wound.  The  next  day  a 
ureteral  catheter  was  successfully  passed 
up  the  ureter  and  in  seven  days  the 
fistula  had  closed  spontaneously.  The 
other  fistula  followed  a supravaginal 
hysterectomy  for  a large  intraligamentous 
myoma.  Urinary  drainage  from  the  ab- 
dominal wound  started  on  the  fourth  post- 
operative day.  This  fistula  failed  to  close 
in  six  weeks  and  nephrectomy  was  per- 
formed. 

Ureterovaginal  Fistulas. — There  were  9 
such  fistulas  and  they  resulted  from  the 
following  operations:  complete  hyster- 

ectomy, 5 ; supravaginal  hysterectomy,  1 ; 
vaginal  hysterectomy,  1;  Latzko  cesar- 
ean, 1 ; low-flap  cesarean  with  supra- 
vaginal hysterectomy,  1.  In  these  cases 
the  following  pathology  was  encountered : 
large  myomata  in  3 cases;  cystadenocar- 
cinoma of  the  ovary  in  2 cases;  large  bi- 
lateral ovarian  cyst  in  1 case;  second-de- 
gree prolapse,  1 case;  and  2 abnormal 
pregnancies.  These  fistulas  were  treated 
as  follows : 1 healed  spontaneously  follow- 
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Fig.  2B.  Cervical  myoma  size  of  fetal  head 
which  completely  filled  true  pelvis.  Right  ureter 
divided  diming  removal  of  tumor. 


the  ureter.  One  patient  died  of  peritoni- 
tis on  the  fifth  postoperative  day.  The 
other  had  a satisfactory  functional  result 
but  there  was  an  obstruction  to  the 
passage  of  a ureteral  catheter  8 cm.  from 
the  bladder.  In  the  remaining  5 patients 
the  upper  end  of  the  ureter  was  inserted 
into  the  lower  end.  All  of  these  patients 
survived  and  had  an  excellent  operative 
and  functional  result. 


Fig.  2A.  Right  pyeloureterogram  taken  four 
months  later  showing  perfectly  normal  ureter 
and  kidney.  Excellent  result  from  end-in-end 
ureteral  anastomosis. 

ing  the  passage  of  a ureteral  catheter; 
in  3 cases  the  ureter  was  transplanted 
into  the  bladder  with  good  results;  3 
cases  required  nephrectomy;  in  1 case 
the  fistula  produced  considerable  destruc- 
tion of  the  kidney  and  urinary  leakage 
stopped  following  radiation  of  the  kidney; 
and  1 case  did  not  return  for  further  treat- 
ment. 

Ureterorrhaphy. — In  7 patients  the 
ureter  was  divided,  immediately  recog- 
nized, and  ureterorrhaphy  performed. 
In  these  cases  the  following  pathology  was 
encountered:  myoma  and  intraligamen- 
tous ovarian  cyst,  1 case;  large  bilateral 
dermoid  cysts,  1 case;  large  intraliga- 
mentous cervical  myoma,  1 case;  carci- 
noma cervix,  1 case;  and  myomata  uteri, 
3 cases.  Of  the  7 cases,  5 had  complete 
hysterectomy  and  2 supravaginal  hyster- 
ectomy. These  injuries  were  treated  in 
2 cases  by  an  end-to-end  anastomosis  of 


Discussion  of  Treatment 

When  the  diagnosis  of.  ureteroabdomi- 
nal  fistula  is  established,  an  attempt 
should  be  made  to  pass  a ureteral  catheter 
by  the  obstruction  in  the  ureter,  because 
if  this  maneuver  is  successful  the  fistula 
will  probably  heal  without  further  treat- 
ment. If  the  passage  of  the  catheter  is 
unsuccessful  the  fistula  should  be  treated 
expectantly  for  at  least  six  weeks  during 
which  time  it  may  heal  spontaneously. 
If  it  does  not  heal,  another  laparotomy 
with  reimplantation  of  the  ureter  into  the 
bladder  is  the  procedure  of  choice.  If 
this  operation  is  not  possible,  then 
nephrectomy  would  be  necessary. 

A similar  plan  should  be  followed  in  the 
treatment  of  ureterovaginal  fistulas.  If 
the  attempt  to  catheterize  the  injured 
ureter  is  unsuccessful,  they  should  also 
be  treated  expectantly  for  at  least  six 
weeks  before  operative  intervention  is 
indicated.  In  this  series  ureteral  reim- 
plantation into  the  bladder,  which  is  the 
ideal  treatment,  was  successful  in  all  3 
cases.  Nephrectomy  was  necessary  in  2 
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patients  whose  original  operations  were 
for  carcinoma  of  the  ovary  and  in  a third 
patient  who  was  too  hazardous  a risk  for 
another  laparotomy. 

Occasionally,  end-to-end  anastomosis 
of  the  ureter  over  an  indwelling  ureteral 
catheter  or  accompanied  by  nephrostomy 
will  be  the  operation  of  choice  in  repairing 
a divided  ureter.  In  our  own  hands  this 
operation  was  not  satisfactory.  One 
patient  died  and  the  other  had  an  obstruc- 
tion to  the  passage  of  a ureteral  catheter 
although  the  ureter  functioned  well.  In 
our  opinion  the  danger  of  leakage  and 
separation  of  the  anastomosis  is  too 
great. 

The  most  satisfactory  ureterorrhaphy, 
in  our  hands,  has  been  ureteroureteral 
anastomosis  with  insertion  of  the  upper 
end  of  the  ureter  into  the  lower  end. 
Technically  it  is  not  difficult,  because  the 
ureter  is  frequently  dilated  or  can  be 
easily  dilated  by  bougies.  This  type  of 
anastomosis  is  watertight,  gives  a good 
functional  result,  and  is  safe.  An  in- 
dwelling ureteral  catheter  should  always 
be  inserted  into  the  ureter  before  the 
anastomosis  is  begun  so  as  to  provide 
adequate  renal  drainage  and  prevent  the 
formation  of  a hydroureter  that  might 
interfere  with  the  healing  of  the  ureteral 
ends.  This  catheter  is  allowed  to  remain 
in  the  ureter  for  several  days  and  then  is 
removed  through  a cystoscope.  But  often 
it  will  be  expelled  spontaneously  from  the 
bladder. 

If  the  divided  ends  of  the  ureter  are  too 
widely  separated  to  be  anastomosed, 
vesical  implantation  of  the  upper  end 
should  be  done.  If  this  is  not  possible,  it 
may  be  necessary  to  ligate  both  ends  of 
the  ureter  with  resultant  destruction  of 
the  kidney  on  that  side. 

In  operations  for  large  pelvic  tumors, 
especially  those  that  are  intraligamentous, 
and  in  complete  hysterectomy  one  must 
ever  keep  in  mind  the  possibility  of 
ureteral  injury.  Following  these  opera- 
tions the  pelvis  should  be  carefully  in- 
spected for  signs  of  such  injury.  The 
fact  that  3 of  the  11  patients  who  had 
ureteral  fistulas  required  a second  opera- 
tion for  reimplantation  of  the  ureter  into 


Fig.  3.  Pyeloureterogram  four 
months  postoperative  showing  nor- 
mal right  ureter  and  kidney  follow- 
ing end-in-end  ureteral  anastomosis 
without  indwelling  ureteral  catheter. 

the  bladder  and  that  nephrectomy  was 
necessary  in  4 patients  is  sufficient  evi- 
dence of  the  seriousness  of  this  complica- 
tion. 
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Fig.  4.  One  year  postoperative  show- 
ing practically  normal  renal  pelvis  and 
ureter  following  ureteral  anastomosis. 


Bilateral  Ureteral  Occlusion 

According  to  Bland,  this  is  one  of  the 
most  serious  accidents  in  pelvic  surgery, 
with  a mortality  of  33  per  cent.  During 
the  past  ten  years  our  experience  with 


Fig.  5.  Dark  area  in  pelvis  from  ex- 
travasation of  pyelographic  solution 
through  traumatic  opening  in  ureter. 

this  complication  has  been  limited  to  1 
case  and  this  patient  died  on  the  seventh 
postoperative  day  of  uremia  following  a 
unilateral  nephrostomy  performed  forty- 
eight  hours  after  operation.  When  this 
complication  is  suspected  the  diagnosis 
should  be  immediately  confirmed  by 
cystoscopic  study.  The  question  then 
arises  as  to  the  method  of  treatment. 
Should  the  abdomen  be  reopened  or  is 
nephrostomy  indicated?  Leon  Herman 
reports  a mortality  of  50  per  cent  in  10 
patients  who  were  treated  by  bilateral 
nephrostomy  and  a mortality  of  only  25 
per  cent  in  8 patients  who  were  treated  by 
deligation.  In  his  series  all  of  the  patients 
who  recovered  following  deligation  were 
permanently  cured,  whereas  those  who 
were  treated  by  nephrostomy  required 
another  laparotomy  for  ureteral  anasto- 
mosis or  vesical  implantation.  On  the 
other  hand,  Feiner  reports  a mortality  of 
100  per  cent  with  2 cases  in  which  he  did 
intra-abdominal  deligations.  Neither 
method  of  treatment  is  applicable  in  all 
cases  and  each  case  should  be  studied  in* 
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18  Vesicovaginal  Fistulas 


Operations 

11  complete  hysterectomy 
3 incontinence  of  urine 
1 cesarean  with  complete  hysterectomy 
1 high  frequency  amputation  of  cervix 
1 vaginal  hysterectomy 
1 extensive  plastic  for  prolapse 


Results 

14  fistulas — each  one  closed  by  one  operation 
2 fistulas — each  required  two  operations 

1 required  three  operations — patient  died  of  coronary  embolism  following 
third  operation 

1 patient  did  not  return  for  further  treatment 


dividually.  If  the  patient’s  condition  is 
satisfactory,  abdominal  deligation  should 
be  elected,  whereas  nephrostomy,  prefer- 
ably bilateral,  would  be  indicated  if  it 
were  too  hazardous  to  reopen  the  abdo- 
men. 

Vesicovaginal  Fistula 

Another  very  important  and  unfortu- 
nate complication  in  gynecology  is  blad- 
der injury  with  the  formation  of  vesico- 
vaginal fistula.  During  the  past  nine 
years  we  have  treated  18  vesicovaginal 
fistulas.  Eleven  followed  complete  hys- 
terectomy, 6 at  the  Woman’s  Hospital 
and  5 in  other  institutions.  The  writer 
previously  pointed  out  the  danger  of 
ureteral  injury  in  complete  hysterectomy, 
but  the  danger  of  ^bladder  injury  in  this 
operation  is  equally  as  great  if  not  more 
so.  There  is  also  considerable  chance  of 
vesicovaginal  fistula  in  extensive  opera- 
tions for  urinary  incontinence,  for  of  the 
remaining  7 fistulas  in  this  series,  3 fol- 
lowed operations  for  incontinence  of 
urine.  The  other  4 fistulas  resulted  from 
cesarean  with  complete  hysterectomy, 
high  frequency  amputation  of  the  cervix, 
vaginal  hysterectomy,  and  an  extensive 
plastic  operation  for  prolapse. 

Fourteen  of  these  fistulas  were  each 
successfully  closed  by  one  operation. 
Two  operations  were  necessary  in  2 cases 
and  1 patient  died  of  coronary  embolism 
following  the  third  operation  for  the  cure 
of  her  fistula. 

Discussion 

For  many  years  there  has  been  little 
change  in  our  operative  technic  for  vesico- 
vaginal fistulas.  We  do  believe,  however, 
that  all  of  these  patients  should  have  an 
intravenous  urographic  study  to  elimi- 
nate pathology  in  the  upper  urinary  tract. 
Cystoscopic  observation  of  the  bladder  to 
locate  the  fistulous  opening  in  relation  to 


the  ureteral  orifices  is  also  helpful  in 
planning  the  operation.  On  several  oc- 
casions it  has  been  advantageous  to  have 
ureteral  catheters  inserted  preoperatively 
to  prevent  occlusion  or  obstruction  of 
the  ureter  by  sutures.  When  the  fistula 
is  small  the  passage  of  a ureteral  catheter 
through  the  fistula  into  the  vagina  may 
aid  in  locating  it.  Those  small  fistulous 
tracts  near  the  vesical  neck  can  often  be 
easily  located  after  methylene  blue  is  in- 
jected into  the  bladder. 

In  this  series  most  of  the  fistulas  that 
followed  complete  hysterectomy  were 
the  result  of  bladder  qecrosis.  Some  of 
these  fistulous  openings  are  small  with 
scant  urinary  leakage  which  appears  late 
after  operation  and  for  that  reason  they 
may  be  overlooked.  They  are  usually 
located  in  the  vaginal  vault  and  can  be 
easily  demonstrated  with  the  patient  in 
the  knee-chest  position.  Because  the 
cervix  has  been  removed  and  because  of 
their  inaccessibility  they  are  often  difficult 
to  close.  On  the  contrary,  those  fistulas 
that  follow  operations  for  incontinence 
are  very  accessible,  but  because  of  loss  of 
tissue  from  the  previous  operation  and 
often  destruction  of  part  of  the  vesical 
sphincter  they  may  be  difficult  to  close 
and  still  give  good  bladder  control. 
Sometimes  it  is  wise  to  operate  on  such 
cases  in  two  stages,  one  to  close  the  fistula 
and  later  an  operation  to  give  bladder 
control. 

There  is  always  danger  of  bladder  in- 
jury in  any  pelvic  operation,  especially  in 
operations  for  incontinence  of  urine  and 
complete  hysterectomy.  In  treating  this 
complication  one  should  always  take  ad- 
vantage of  the  knowledge  gained  by  a 
thorough  urologic  study.  Every  pre- 
caution should  be  taken  to  avoid  bladder 
injury  because  a vesicovaginal  fistula  is 
a distressing  complication  to  both  the 
patient  and  surgeon. 
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Fig.  6.  Plate  reversed.  Flat  plate  of 
abdomen  twenty-four  hours  postoperative. 
Removal  of  intraligamentous  tumor  with  di- 
vision of  right  ureter.  Ureteral  catheter 
placed  in  ureter  for  drainage  during  end-in- 
end  ureteral  anastomosis. 

Summary 

A comparative  study  of  acute  post- 
operative pyelonephritis  at  the  Woman’s 
Hospital  from  1921  to  1933  with  the  older 
methods  of  treatment  and  this  past  year 
with  the  use  of  mandelic  acid  and  sulfa- 
nilamide is  presented. 


Fig.  7.  Intravenous  urogram  one 
week  postoperative  showing  excellent 
function  of  both  kidneys  and  no  dilata- 
tion of  right  ureter  following  end-in-end 
anastomosis  with  indwelling  ureteral 
catheter. 

Using  this  study  as  an  index  it  is  hoped 
that  the  proper  use  of  these  two  com- 
pounds will  decrease  the  incidence, 
shorten  the  duration,  and  diminish  the 
seriousness  of  this  important  complica- 
tion. 

Also  submitted  is  a study  of  18  ureteral 
injuries  in  which  is  pointed  out  the  types 
of  operations  from  which  they  resulted, 
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the  pathology  encountered  at  operation, 
and  our  ideas  as  to  the  treatment  of  this 
complication. 

A study  of  the  cause  and  results  of  18 
vesicovaginal  fistulas  is  presented  with 
suggestions  as  to  treatment. 
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Discussion 

Dr.  William  A.  Milner,  Albany,  New  York — 
I wish  to  congratulate  Dr.  Murphy  on  his  most 
excellent  paper  and  his  fine  statistical  study 
which  should  be  very  valuable  to  everyone  con- 
cerned with  this  problem. 

My  experience  with  urologic  complications  in 
gynecology  following  surgery  in  the  City  of 
Albany  has  been  somewhat  limited  for  the  reason 
that  urologic  complications  of  any  major  conse- 
quence in  that  department  are  very  unusual.  I 
believe  this  is  due  to  the  fact  that  Dr.  Sampson 
has  been  responsible  for  placing  more  well- 
trained  gynecologists  in  the  field  than  any  city 
of  its  size  oi  perhaps  many  a great  deal  larger. 

Hydronephrosis  associated  with  injury  to  the 
lower  ureter  at  surgery  is  not  uncommon.  In 
these  cases,  it  is  well  not  to  ligate  the  ureter 


before  cutting  it  as  is  the  usual  custom  in 
nephrectomy. 

We  have  had  1 case  in  which  this  was  done, 
resulting  in  a pocket  in  the  ureteral  stump  that 
gave  rise  to  chills,  fever,  and  signs  of  an  accu- 
mulation of  pus. 

In  cases  in  which  the  obstruction  is  in  the 
ureters,  we  would  expect  much  more  pathology 
in  the  upper  urinary  tract  because  we  do  not 
have  the  urinary  bladder  to  take  up  the  back 
pressure  such  as  it  does  so  admirably  in  vesical 
neck  obstruction. 

Cases  of  fibroid  tumor  may  simulate  prostatic 
hypertrophy  in  their  signs  and  symptoms.  Care- 
ful study  of  the  vesical  neck  in  these  cases  will 
reveal  a ball  valve  action  assumed  by  these 
tumors. 

Prolapse  of  the  uterus  gives  an  almost  identical 
picture  of  long-standing  vesical  neck  obstruction 
with  its  attendant  hydronephrosis  and  hydro- 
ureter. 

Lastly,  I would  like  to  mention  just  a word 
about  one  of  the  newer  medications  we  have  used 
in  urinary  tract  infections.  Disulfanilamide  has 
been  the  most  effective  drug  we  have  ever  used 
in  combating  these  infections.  It  has  been  used 
in  B.  coli,  B.  proteus.  Staphylococcus  albus  and 
aureus,  Streptococcus  hemolyticus. 

Over  90  per  cent  of  the  colon  group  were  cured 
usually  within  a period  of  one  week.  Many  of 
the  staphylococcic  infections  clear  up  as  easily 
as  the  colon  group  but  the  percentage  of  cures  is 
not  quite  so  high,  and  some  cases  are  not  affected 
at  all.  We  have  used  the  drug  in  doses  of  30  gr. 
daily  as  a maximum. 

Toxic  symptoms  are  not  as  pronounced  as 
with  sulfanilamide.  Multiple  neuritis  has  oc- 
curred in  5 of  about  300  cases  but  I believe  can 
be  avoided  by  proper  dosage  and  controlling  the 
patient  more  closely. 


A DISTINGUISHED  SERVICE  AWARD 
Dr.  James  Gray  Carr,  M.D.,  F.A.C.P.,  of 
Chicago,  Secretary  and  Professor  of  Medicine, 
Northwestern  University  School  of  Medicine, 
was  awarded  the  Mississippi  Valley  Medical 
Society’s  Distinguished  Service  Award  for  1939 
at  the  recent  annual  meeting  of  the  Society 
held  at  Burlington,  Iowa.  Dr.  Carr  was  pre- 
sented with  the  gold  medal  award  and  a cer- 


tificate by  the  president  of  the  Society,  Dr.  M. 
Pinson  Neal,  Professor  of  Pathology,  University 
of  Missouri  School  of  Medicine,  at  the  annual 
banquet  on  September  28. 

The  award  is  given  annually  to  an  active 
member  of  the  Society  for  “unusual  and 
distinguished  service  to  the  medical  profes- 
sion.” 


Patient:  “Don’t  you  think,  doctor,  it  would 
be  a good  idea  if  I were  to  go  to  some  place 
where  the  climate  is  warmer?” 

Doctor:  “Good  heavens,  no.  That  is  just 

what  I am  trying  to  prevent  ''^—Medical  Record 


“Did  the  patent  medicine  you  purchased  cure 
your  aunt?” 

“Mercy,  no.  On  reading  the  circular  wrapped 
around  the  bottle  she  got  two  more  diseases.” — 
Medical  Record 


SPONTANEOUS  PNEUMOTHORAX 

Industrial  Experience  with  25  Cases 

John  L.  Norris,  M.D.,  Rochester,  New  York 

(From  the  Medical  Department  of  the  Eastman  Kodak  Company) 


IN  spite  of  several  conclusive  articles 
during  recent  years  indicating  that 
spontaneous  pneumothorax  occurring  in 
active,  symptom-free  people  is  benign 
and  rarely  associated  with  tuberculosis, 
it  is  our  impression  from  recent  literature 
that  there  still  exists  considerable  con- 
fusion about  this  not  uncommon  condi- 
tion. For  this  reason  it  seems  fitting  to 
add  our  experience  at  Kodak  Park  during 
the  last  six  years  to  the  already  impres- 
sive body  of  published  data  on  this  sub- 
ject and  to  add  our  support  to  the  idea 
that  the  condition  be  called  ‘‘benign 
spontaneous  pneumothorax”  to  distin- 
guish it  from  the  spontaneous  pneumo- 
thorax occurring  as  a complication  in 
other  serious  pulmonary  diseases. 

The  following  case  reports  will  illus- 
trate the  various  modes  of  onset;  the 
course  in  all  is  striking  in  its  uniformity. 

Case  Reports 

Case  1. — K.  R.,  aged  32,  while  resting  at  home 
in  the  evening  following  an  average  day  of  light 
work,  was  taken  with  a sudden,  excruciating 
pain  across  the  upper  abdomen,  dyspnea,  nausea. 
The  pain  gradually  shifted  to  the  right  upper 
abdomen  so  that  by  the  time  his  physician  ar- 
rived, the  clinical  appearance  was  that  of  an 
acute  cholelithiasis.  The  patient  was  hospi- 
talized and  because  the  pain  persisted,  surgical 
intervention  was  seriously  considered.  A chest 
radiograph,  fortunately,  was  taken.  A large 
right  pneumothorax  was  demonstrated.  The 
patient  returned  home  after  a few  days  and  to 
work  after  a completely  uneventful  six-week 
convalescence.  There  have  been  three  recur- 
rences all  less  severe  than  the  first,  the  x-rays 
demonstrating  a large  bulla  in  these  recurrences. 

Case  2. — J.  J.,  aged  35,  while  bending  over  to 
pick  up  a piece  of  paper  from  the  floor,  was 
seized  with  a sudden,  very  severe  pain  in  the 
lumbar  region  of  the  back,  so  severe  that  he 


"couldn’t  get  his  breath.”  He  was  brought  to 
the  medical  department  by  car,  and  in  the  few 
minutes  that  elapsed  between  the  onset  and  our 
examination,  the  pain  had  shifted  to  the  right 
side,  just  at  the  costal  margin.  Physical  exami- 
nation, aside  from  his  dyspnea  and  acute  dis- 
comfort, was  of  little  help.  Fluoroscopy  of  the 
chest  showed  the  mediastinum  to  be  in  normal 
position;  the  heart  was  rapid  and  normal  in  size 
and  shape;  and  there  was  a suggestion  of  de- 
creased lung  density  at  the  right  apex,  but  no 
definite  lung  border  could  be  made  out.  Radio- 
graphs taken  an  hour  or  so  later  revealed  a mas- 
sive right  pneumothorax.  Clinical  course  was 
afebrile  and  completely  uneventful.  The  time 
lost  was  three  weeks. 

Case  3. — D.  F.,  aged  25  years,  while  sitting 
at  his  desk,  was  seized  with  sudden  severe  pain 
through  his  right  chest  and  with  dyspnea.  He 
walked  with  assistance  to  the  medical  depart- 
ment where  fluoroscopic  examination  showed  the 
right  lung  to  be  almost  completely  collapsed, 
but  without  displacement  of  the  mediastinum. 
After  a two-week  rest  in  bed  he  returned  to  work. 

Our  experience  during  the  last  six 
years  is  summarized  on  the  basis  of  age, 
sex,  frequency  of  recurrence,  weight,  lost 
time,  other  pulmonary  pathology,  charac- 
ter of  onset,  and  length  of  follow-up  period. 

We  have  found  no  pneumothorax  in 
applicants  for  employment,  indicating 
that  in  our  experience  at  least  it  is  not 
symptom-free.  Other  observers  have  dis- 
covered it  without  symptoms  in  routine 
chest  radiographs,  hence  the  name  it 
bears  in  France,  “pneumothorax  des 
consents.”  We  shall  not  discuss  here  the 
historical  development  of  our  present 
concepts  of  the  etiology  of  this  condition. 
We  can  only  say  that  the  most  widely  ac- 
cepted concept  is  that  it  is  caused  by  the 
rupture  of  a subpleural  vesicle  due  to: 
(1)  a congenital  cyst;  (2)  a valvular 
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CHART  1 


Age 

Lost 

Time 

Weight 

Recurrence 

Demonstrable 

Pathology 

Type  of  Onset 

Follow-Up 

Elapsed 

Time 

20 

25 

None 
7 days 

OK 

-37  lbs. 

None 

None 

None 

None 

Acute — light  work 

12  yrs. 
2 yrs. 

25 

25 

4 wks. 
2 wks. 

Normal 
-31  lbs. 

None 

None 

None 

Acute — sitting  at  desk 

10  mo. 

22 

4 wks. 

+ 20  lbs. 

None 

None 

Acute 

5 yrs. 

8 yrs. 

21 

2 wks. 

-30  lbs. 

None 

Hilus  thickened. 

5 neg.  x-rays 

5 yrs. 

25 

3 wks. 

- 15  lbs. 

3 

Oblit.  CPL 
Left  apex  thick- 
ened 

Hilus  thickened 
None 

Acute — light  work 

2 neg.  x-rays 

1 yr. 

26 

20 

2V2  wks. 
3 wks. 

- 13  lbs. 
-20  lbs. 

None 

Acute — light  work 
Acute  with  preceding 
cough 

Acute — light  work 
“Gas  pains” 

2 yrs. 

6 mo. 
4 yrs. 

24 

3 wks. 

-10  lbs. 

None 

Hilus  thickened 

6 yrs. 

6 yrs. 

27 

4 wks. 

-12  lbs. 

None 

Hilus  thickened 

2 yrs. 

4 yrs. 

21* 

8 wks. 

- 17  lbs. 

None 

Hilus  thickened 

Acute — light  work 

2 yrs. 

4 yrs. 

27 

3 wks. 

Normal 

None 

Hilus  thickened 

Walking — to  work — 

5 yrs. 

6 yrs. 

35** 

3 wks. 

Normal 

2 

Hilus  thickened 

acute 

Lumbar  pain  follow- 
ing cough 
Acute — light  work 

6 mo. 

6 mo. 

37 

I1/*  wks. 

Normal 

None 

Silicosis 

5 yrs. 

5 yrs. 

21 

3 wks. 

Normal 

None 

Left  apex  thick- 
ened 

None 

Following  cough 

6 yrs. 

6 yrs. 

19 

20 

None 
2 wks. 

Normal 
- 15  lbs. 

None 

Riding  to  work 
“Flopping  in  chest” 

2V2  yrs. 
8 mo. 

21/2  yrs. 

31 

3 wks. 

-24  lbs. 

2 

None 

Flopping 

2 yrs. 

2 yrs. 

32  f 

6 wks. 

-20  lbs. 

3 

Bullae 

Severe  RUQ  pain — 

3 yrs. 

3 yrs. 

24 

2 mo. 

-10  lbs. 

None 

None 

abdominal  emer- 
gency 

Walking  to  work 

1 yr. 

1 yr. 

30 

5 mo. 

- 16  lbs. 

None 

Hilus  thickened 

5 yrs. 

5 yrs. 

32 

5 days 

-20  lbs. 

None 

Left  apex  ? Tbc. 

Acute — moderate  lift- 

IV2  yrs. 

5 yrs. 

25ft 

6 wks. 

-36  lbs. 

None 

None 

mg 

Acute — sitting  at  desk 

5 mo. 

5 mo. 

23 

3 wks. 

Normal 

None 

None 

Acute — y a wni  ng 

1 mo. 

1 mo. 

* A younger  sister  was  examined  for  employment  two  months  ago  and  apical  active  tbc.  was  found.  Other  ex- 
posure outside  the  family  was  demonstrated. 

**  K.  R.  First  case  discussed, 
t F.  J.  Second  case  discussed. 

ft  D.  F.  Third  case  discussed. 

Since  the  time  that  our  original  figures  were  submitted  there  have  been  no  recurrences  in  this  group  and  no  evidence 
of  acid-fast  infection  in  any  member  of  this  group. 

emphysematous  bleb ; (3)  a valvular  scar 
vesicle.  Each  of  these  conditions  has 
been  found  at  postmortem  in  cases  of 
this  sort.  It  is  seldom  if  ever  associated 
with  a general  increase  of  intrapulmonary 
pressure.  It  is  almost  never  found  in 
emphysema.  The  vesicle  is  a localized 
affair  produced  by  progressively  increas- 
ing the  pressure  in  an  alveolus  by  a val- 
vular structure  at  its  outlet  into  the  bron- 
chiole until  rupture  of  the  visceral  pleura 
occurs.  With  the  ensuing  collapse  of  the 
lung,  the  alveolus  probably  becomes  ob- 
literated by  scar  tissue,  thus  explaining 
the  infrequency  of  recurrences. 

The  accepted  classification  of  the  cases 
is  self-explanatory : (a)  partial;  (b)  total; 

(c)  tension — in  which,  through  an  ex- 
tensive and  continuous  valvular  action, 
the  intrapleural  pressure  is  increased  so 
that  the  mediastinum  is  markedly  dis- 
placed, thereby  causing  circulatory  em- 
barrassment— this,  of  course  necessitates 
prompt  action  to  relieve  pressure,  and 
the  results  of  treatment  are  dramatic: 

(d)  recurrent,  (e)  bilateral. 


Summary 

The  25  cases  reported  here  illustrate 
the  following  points : 

1.  Spontaneous  pneumothorax  usually 
occurs  in:  (a)  young  (19-35  years); 

(b)  underweight  (two-thirds  of  this  group 
was  underweight  from  10  to  37  pounds); 

(c)  males  (in  the  ratio  24.1). 

2.  It  should  be  suspected  in  any  acute 
pain  in  the  chest,  upper  abdomen,  or 
back.  The  acute  onset  at  times  may 
suggest  an  acute  cholelithiasis,  a renal 
calculus,  angina  pectoris,  or  perforation 
of  a peptic  ulcer. 

3.  It  is  seldom  associated  with  any 
unusual  physical  exertion,  but  in  our  ex- 
perience it  is  never  symptom-free  as  we 
have  never  found  it  in  a pre-employment 
examination. 

4.  Diagnosis  may  be  made  by  physical 
signs,  but  this  condition  can  be  ruled  out 
only  by  superlative  radiographs  taken  in 
forced  expiration  as  this  in  our  experience 
is  the  only  way  in  which  small  collections 
of  air  can  be  demonstrated.  Fluoroscopy 
is  of  little  use  except  in  marked  cases. 
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5.  Usually  it  requires  no  treatment 
beyond  bed  rest.  Occasionally  in  the 
“ball  valve”  or  tension  type,  it  is  neces- 
sary to  remove  some  air  by  paracentesis. 

6.  Tuberculosis  should  be  suspected 

but  is  only  rarely  associated  with  this 
condition.  Even  in  the  presence  of  radio- 
graphs indicating  healed  tuberculosis 
foci,  long  periods  of  hospitalization  are 
an  unnecessary  hardship  for  the  patient. 
Tuberculin  reactions  are  very  useful. 
Tuberculin  tests  made  with  0.1  cc.  of 
Viooo  O.T.,  May  1 to  5,  on  15  of  the  above 
cases  (the  rest  have  either  left  town  or 
are  no  longer  employed)  gave  the  follow- 
ing results:  No  reaction,  7 cases;  mild 

reaction,  6 cases  (3-5  cm.  erythema  at 


forty-eight  hours) ; positive,  2 cases  (5-8 
cm.  erythema  with  induration  at  forty- 
eight  to  seventy- two  hours). 

7.  Loss  of  time  ranged  from  none  to 
five  months,  the  longest  disability  being 
in  a patient  with  a suspicious  apical 
scar — five  years  ago.  Average  lost  time 
3.84  weeks. 
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THE  BACH  CHROMOSOMES 

Because  there  were  forty-nine  good  musicians, 
twenty  of  them  noted,  in  seven  generations  of  the 
Bach  family  it  has  been  very  generally  con- 
sidered to  be,  as  one  writer  states,  “the  most 
remarkable  instance  of  hereditary  genius  in  all 
history.”  It  certainly  looks  like  it,  says  Dr. 
Gilbert  Cottam  in  Minnesota  Medicine , but  one 
can’t  help  but  wonder  if  environment  did  not 
play  an  important  part  in  the  production  of 
this  remarkable  situation. 

They  lived  in  an  atmosphere  of  music,  for 
Thuringia,  where  they  were  born  and  lived 
from  generation  to  generation,  was  traditionally 
musical,  and  close  by,  in  Saxony,  was  the  most 
famous  organ  building  district  in  the  world. 
Then,  from  old  Veit  Bach,  the  baker  who  only 
played  the  zither  in  his  spare  time  and  died  in 
1619,  down  to  the  last  Bach  of  any  musical 
consequence,  in  a period  of  two  hundred  and 
fifty  years,  they  lived  in  their  own  family  at- 
mosphere of  music,  teaching  their  younger 


brothers  and  sisters,  their  children  and  their 
children’s  children. 

In  this  firmament  of  musical  talent  appeared 
a star  of  the  first  magnitude,  the  great  Johann 
Sebastian  Bach.  In  his  period  all  musical  in- 
struments were  still  very  primitive,  as  compared 
with  those  of  today,  and  it  is  difficult  to  under- 
stand how  he,  thus  handicapped,  could  produce 
music  which  today  stands  unmatched,  at  the 
very  top.  His  preludes  and  fugues  for  the  organ 
call  for  all  the  resources  of  the  modern  instru- 
ment and  only  a few  performers  can  really  play 
them.  He  was  the  father  of  twenty  children, 
only  two  of  whom  became  well  known  in  music. 
In  another  hundred  years  the  strain  died  out. 

The  question  of  environment  is  interesting  in 
connection  with  this  unique  group  of  talented 
people  and  its  single  genius,  but  again  we  are 
puzzled  when  we  think  of  the  many  others  whose 
genius  survived  the  most  uncompromising  ob- 
stacles. Perhaps  it  is  the  chromosomes. 


LINIMENTS  DO  NOT  HEAL 

Liniments  have  few,  if  any,  healing  qualities 
when  applied  to  sprains,  although  they  may 
relieve  the  pain,  the  January  issue  of  Hygeia, 
The  Health  Magazine  states.  The  best  treat- 
ment for  sprains  is  complete  rest  for  the  injured 
part. 

Liniments  are  not  as  important  in  medical 
practice  as  they  formerly  were.  They  are  still 
used  frequently,  however,  for  sore  and  stiff 
muscles  and  stiff  joints,  but  the  main  benefit  is 
due  to  the  rubbing.  Their  effect  is  due  prin- 
cipally to  their  tendency  to  evaporate  quickly, 
which  causes  cooling,  moderate  irritation,  and 
excess  of  blood. 


NEW  KIND  OF  QUILTING  PARTY 

The  little  town  of  Arnold,  Nebraska,  honored 
two  physicians  who  had  practiced  there  many 
years  in  a novel  manner,  as  reported  in  their 
state  medipal  journal.  Through  efforts  of  mem- 
bers of  the  Ladies’  Aid  Society  of  the  Baptist 
Church,  two  quilts  were  made,  upon  each  of 
which  were  embroidered  the  names  of  300  people, 
present  or  former  residents  of  the  community, 
and  at  whose  births  either  Dr.  Burnham  or  Dr. 
Dunn  was  the  attending  physician. 

These  quilts  were  presented  to  Dr.  Burnham 
and  Dr.  Dunn  on  January  18,  in  the  social 
rooms  of  the  Baptist  Church,  to  which  everyone 
in  town  was  invited. 


INSTITUTIONAL  CONVALESCENT  CARE  FOR 
SURGICAL  PATIENTS 


I.  S.  Ravdin,  M.D.,*  Philadelphia 

( Harrison  Professor  of  Surgery  and  the  Director  of  the  Harrison  Department  of  Surgical  Research  School 

of  Medicine,  University  of  Pennsylvania) 


The  relatively  recent  intelligent  in- 
terest of  surgeons  in  the  question  of 
convalescent  care  has  come  about,  we 
believe,  because  of  a fundamental  change 
in  the  practice  of  surgery.  In  the  past 
the  majority  of  surgeons  considered  con- 
valescent care  as  a means  to  free  hospital 
beds  for  acutely  ill  patients.  Rapid 
turnover  meant  a relative  increase  in  bed 
capacity.  At  a time  when  the  operation 
was  considered  the  major  part  of  surgical 
therapeusis,  available  hospital  beds  were 
of  the  greatest  concern  to  the  surgeon, 
since  these  meant  a greater  number  of 
operations.  When,  however,  surgeons 
began  to  realize  that  further  reduction 
in  morbidity  and  mortality  could  be  ac- 
complished only  by  a more  carefully 
planned  period  of  preoperative  treatment 
and  by  exacting  individual  postoperative 
care,  interest  in  the  patient  as  an  entity 
increased.  All  patients  were  not  pre- 
pared alike  prior  to  operation  and  all 
were  not  taken  care  of  by  a standardized 
regimen  after  operation.1  “That  patient 
with  the  gastric  ulcer”  became  “John 
Jones,  who  has  a gastric  ulcer.”  Each 
patient,  both  before  and  after  operation, 
became  an  individual  problem  and  this 
provided  a closer  relationship  between  the 
surgeon  and  his  associates  and  the 
patient. 

The  development  of  the  follow-up 
clinic  brought  an  even  clearer  realization 
that  many  of  the  patients  discharged 
from  our  surgical  wards  required  some- 
thing more  than  they  were  receiving  and 
that  a regulated  period  of  transitional 

* I wish  to  thank  Miss  Ruth  J.  Peterson,  who  has  been 
the  medical  social  worker  on  my  service  in  the  Hospital 
of  the  University  of  Pennsylvania  for  several  years,  for 
her  help.  Much  that  I have  learned  about  medical 
social  work  and  the  responsibilities  of  the  surgeon  for 
convalescent  care  I owe  her. 


care  was  necessary  if  they  were  to  be 
restored  fully  and  rapidly  to  health  and 
economic  stability. 

To  the  hospital  administrator,  con- 
valescent care  was  frequently  purely  an 
economic  measure.  It  freed  the  hospital 
of  the  patients  who  no  longer  needed 
specialized  surgical  and  nursing  care  and 
thus  reduced  costs.  The  patients  were 
not  ready  to  return  home  but  rapid  turn- 
over of  beds  meant  that  the  hospital 
might  be  of  greater  service  to  the  com- 
munity. Such  a program  required  the 
transfer  of  these  partially  recovered 
patients  to  some  institution  providing 
convalescent  care. 

The  past  emphasis  on  the  economic 
values  of  convalescent  care  naturally 
had  as  its  outcome  a lack  of  intelligent 
interest  in  the  planning  of  the  institutions 
for  convalescence,  and  there  are  few 
quantitative  studies  available  from  which 
we  may  draw  exact  information  as  to  the 
value  of  such  care  and  the  type  of  or- 
ganization best  suited  to  provide  transi- 
tional medical  and  surgical  treatment. 
It  is  to  be  hoped  that  this  conference  may 
bring  forward  for  discussion  the  require- 
ments from  the  medical  and  surgical 
points  of  view  and  point  out  the  value  of 
carefully  controlled  studies  during  the 
convalescent  period.  We  shall  confine 
our  remarks  to  the  medical  and  social 
aspects  of  convalescent  care  as  we  have 
seen  them  on  the  surgical  service  of  the 
Hospital  of  the  University  of  Pennsyl- 
vania. 

There  comes  a time  in  the  recovery 
from  many  operations  when  active  sur- 
gical and  nursing  care  are  no  longer 
required  but  when  it  is  still  not  possible 
to  consider  that  the  surgical  episode  has 
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come  to  an  end.  The  operation  and  the 
period  of  hospitalization  must  be  looked 
upon  as  only  a part  of  the  treatment 
necessary  for  the  restoration  of  health. 
As  Dr.  Corwin  has  said:  “The  after- 

math  of  a period  of  hospitalization  is  too 
often  accompanied  by  moods  of  depres- 
sion or  of  self-importance  which  are 
best  combated  by  a change  of  environ- 
ment and  an  application  of  recreational 
therapy,  involving  intercourse  with  others 
who  are  similarly  in  need  of  reparative 
and  harmonizing  guidance  and  stimula- 
tion. . .”2  The  current  practice  of 

affording  the  very  best  of  therapeutic 
management  during  the  acute  phase  of 
surgical  illness  and  of  adopting  a laissez- 
faire  attitude  during  the  period  of  final 
rehabilitation  is  one  of  the  anachronisms 
in  the  management  of  the  majority  of 
our  patients  who  have  had  ward  hospital 
care. 

The  patient  who,  only  a few  days  pre- 
viously, has  had  a thyroidectomy  for 
hyperthyroidism  may  at  the  time  of 
discharge  have  a normal  basal  metabolic 
rate  and  a normal  pulse  rate,  but  he  or 
she  has  had  a long  period  of  undernutri- 
tion and  has  been  left  with  a hyperir- 
ri table  nervous  system,  a heart  sorely 
taxed  by  overwork,  and  perhaps  muscular 
and  vascular  changes.  Can  those  hy- 
perthyroid patients,  who  frequently  have 
required  or  should  have  had  the  assist- 
ance of  a trained  social  worker  in  working 
out  their  social  and  economic  problems 
prior  to  hospitalization  and  operation, 
return  to  the  environment  from  which 
they  come?  It  is  our  opinion  that  they 
cannot.  Even  those  patients  who  do 
not  belong  to  what  we  call  the  “charity 
group”  have  done  better  when  for  a period 
of  from  two  to  six  weeks  following  dis- 
charge from  the  hospital  they  have  been 
provided  with  special  care,  removed  from 
the  pressure  of  everyday  life.  Although 
we  have  no  significant  data  to  prove 
the  point,  we  are  of  the  opinion  that 
planned  convalescent  care  at  such  a 
period  reduces  the  incidence  of  persist- 
ence or  recurrence  of  symptoms.  The 
profound  psychosomatic  readjustment 
that  these  patients  must  frequently  make 


can  rarely  be  made  in  the  same  environ- 
ment in  which  they  lived  during  the 
progress  of  the  disorder. 

Many  of  these  patients  have  lost  from 
25  to  35  per  cent  of  their  normal  body 
weight.  To  send  them  to  a home  in 
which  undernutrition  is  a chronic  family 
state  is  to  invite  trouble,  for  as  Weiss 
and  Wilkins3  have  shown,  malnutrition 
may  be  a precipitating  factor  in  the  onset 
of  the  disease.  A vitamin  B complex 
deficiency  mimics  in  many  ways  the 
symptoms  of  hyperthyroidism  so  that 
even  though  the  major  portion  of  the 
hyperfunctioning  gland  has  been  removed 
certain  of  the  cardinal  features  of  hyper- 
thyroidism will  persist  as  a part  of  the 
nutritional  deficiency  if  this  is  not  cor- 
rected.4 

The  patient  who,  only  a few  weeks 
previously,  has  been  subjected  to  a par- 
tial gastrectomy  for  gastric  or  duodenal 
ulcer  may,  at  the  time  of  discharge  from 
active  surgical  care,  have  been  freed  from 
pain,  heartburn,  indigestion,  and  vomit- 
ing. But  he  is  not  yet  well,  for  he  must 
continue  on  some  type  of  diet,  eat  at 
frequent  intervals,  and  forego  smoking 
if  the  incidence  of  marginal  or  jejunal 
ulcer  is  to  be  reduced  to  the  minimum. 
Can  such  a program  be  successfully  ini- 
tiated in  the  homes  from  which  the 
majority  of  our  ward  patients  come? 
Many  of  those  suffering  from  gastric  and 
duodenal  ulcer  have  had  nutritional 
deficits  for  a long  time  prior  to  opera- 
tion. 

There  is  a growing  evidence  of  the 
fact  that  gastric  and  duodenal  ulcer  may 
be,  from  their  inception,  a visceral 
manifestation  of  a nutritional  disturb- 
ance. If,  then,  recurrence  is  to  be 
avoided,  the  patient  must  be  returned  to 
his  environment  without  any  evidence 
of  a nutritional  deficit. 

The  patients  recovering  from  radical 
resection  of  the  breast  for  cancer  may 
not  require  special  diet  but  they  require 
a considerable  period  for  the  psychologic 
adjustment  that  is  necessary  following 
what  they  consider  a mutilating  opera- 
tion. Where  can  this  adjustment  be 
made  more  promptly  than  among  a group 
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recovering  from  a variety  of  illnesses 
who  look  forward  to  a fuller  life? 

The  patient  with  a fracture,  especially 
of  the  lower  extremity,  requires  consider- 
able care  even  after  union  has  taken 
place.  Massage,  baking,  diathermy,  and 
planned  exercises  are  important  in  the 
postsurgical  care  of  patients  who  have 
had  a fracture  of  one  or  more  of  the 
major  long  bones.  They  may  no  longer 
require  hospital  care,  but  if  they  are  to 
be  restored  to  economic  security  they 
require  institutional  care.  It  is  a rare 
occurrence  when  these  patients  can  be 
brought  to  the  hospital  for  daily  treat- 
ment, especially  when  every  wage  earner 
in  the  household  is  attempting  to  keep 
his  or  her  job. 

Convalescent  care  for  orthopedic  pa- 
tients is  of  the  greatest  importance.  In 
the  Children’s  Seashore  House  at  Atlantic 
City  we  have  had  a splendid  place  to 
send  our  children,  but  there  is  not  avail- 
able in  the  Philadelphia  area  an  institu- 
tion to  which  we  can  send  adult  ortho- 
pedic patients.  Many  of  these  patients 
require  months  of  supervised  care,  but 
few  of  them  require  hospitalization.  The 
value  of  supervised  convalescent  care 
during  periods  when  hospitalization  is 
not  required  is  of  the  greatest  impor- 
tance. The  value  of  this  type  of  co- 
ordinated effort  could  readily  be  demon- 
strated in  any  orthopedic  clinic. 

Operations  for  rectocele  and  cystocele 
are  among  the  commonest  done  in  every 
gynecologic  service.  These  lesions  are 
in  reality  a form  of  herniation.  When 
the  general  surgeon  repairs  an  inguinal 
or  incisional  hernia  he  advises  a period 
of  from  two  to  four  months  during  which 
no  heavy  lifting  must  be  performed. 
Yet  every  day,  women  are  being  dis- 
charged from  our  hospitals  and  permitted 
to  go  to  homes  where  from  the  start 
they  must  do  work  which  vitiates  the 
chances  of  a successful  outcome  of  the 
operation. 

The  majority  of  patients  approached 
by  us  in  regard  to  convalescent  care 
know  very  little  about  the  convalescent 
homes  in  our  community.  As  a rule, 
they  have  little  idea  of  their  function  in 


expediting  recovery.  To  many  of  them 
the  mere  name  “convalescent  home” 
implies  an  extension  of  “charity”  which 
many  are  loathe  to  accept.  Help  on 
the  basis  of  health  is  easier  to  accept  than 
help  on  the  basis  of  economic  need.  One 
patient  who  at  first  refused  convalescent 
care  said  she  associated  the  word  “home” 
with  an  institution  such  as  an  “orphans’ 
home.”  Others  have  refused  convales- 
cent care  because  they  have  been  told 
that  the  patients  talked  about  nothing 
but  their  health,  their  operations,  and 
their  domestic  and  economic  problems. 
The  wise  use  of  occupational  therapy 
and  supervised  recreation  is  found  in  too 
few  of  our  so-called  convalescent  homes. 
If  convalescent  care  is  to  be  productive 
of  its  best  results,  these  problems  must 
be  intelligently  met. 

A greater  and  more  frequent  objection 
is  that  by  going  to  a convalescent  home 
they  are  going  too  far  away  from  their 
doctors  and  their  families.  In  the  effort 
to  place  our  convalescent  homes  in  the 
most  favorable  locations  we  have  too 
frequently  made  the  patients  inacces- 
sible, not  only  to  those  who  have  been 
responsible  for  their  surgical  care  but 
to  members  of  their  families  from  whom 
they  do  not  wish  to  be  completely 
separated. 

It  is  a relatively  simple  matter  to  give 
the  patient  a clear  description  of  what  a 
period  of  convalescent  care  may  mean  to 
one  recovering  from  a surgical  operation. 
Even  when  convinced  that  a period  of 
transitional  care,  devoid  of  anxiety  and 
the  pressures  of  everyday  life,  is  of  im- 
portance, many  patients  still  complain 
that  convalescent  care  means  a continua- 
tion of  institutional  life  of  which  they 
have  had  enough.  The  practice  in  the 
past  of  housing  all  patients  in  one  or  two 
large  buildings  has  tended  to  continue 
the  general  idea  of  institutional  care, 
while  the  cottage  system,  which,  we 
believe,  should  be  extended,  tends  to 
create  a different  attitude  in  the  patients 
and  aids  in  making  them  assume  minor 
responsibilities  at  an  earlier  period  in 
their  convalescence.  Florence  Night- 
ingale expressed  this  well  in  her  Notes 
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on  Hospitals 6:  “The  first  necessity  of 

a convalescent  hospital  is  that  it  should 
not  be  like  a hospital  at  all,  and  the  very 
best  kind  of  convalescent  hospital  would 
be  a string  of  cottages.  The  reasons  for 
this  are:  (1)  To  get  rid  of  the  idea  of 

being  in  a hospital  altogether  from  the 
minds  of  the  inmates,  and  to  substitute 
for  it  that  of  home,  and  (2)  to  secure  a 
more  free  and  bracing  atmosphere  than 
can  ever  be  secured  in  any  building 
containing  a larger  number  of  in- 
mates.” 

When  attempts  are  made  to  interpret 
convalescent  care  as  an  extension  of 
surgical  care,  we  too  frequently  are  con- 
fronted by  the  patient’s  statement  that 
new  doctors  will  not  be  familiar  with  his 
condition.  There  is  much  to  be  said  for 
this  point  of  view.  During  the  period 
of  recovery  from  the  operation  the  patient 
has  learned  to  depend  upon  the  surgeon, 
his  assistants,  and  the  house  staff.  If 
the  illness  has  been  a serious  one,  the 
patient  frequently  believes  that  he  must 
not  be  too  far  removed  from  the  surgeons 
who  have  taken  care  of  him.  The 
humanizing  influence  in  surgery  may 
here  have  its  drawbacks.  But  would  it 
not  be  better  if  the  convalescent  home 
were  not  twenty  to  thirty  miles  from  the 
hospital  but  close  enough  so  that  twice 
or  three  times  a week  some  member  of 
the  staff  that  has  taken  care  of  the 
patients  in  the  hospital  could  visit  them? 
A desire  to  return  home  too  frequently 
causes  the  patient  to  refuse  further  hos- 
pitalization under  any  name. 

Convalescent  facilities  are  not  always 
available  and  are  often  totally  lacking 
for  certain  groups,  such  as  the  Negro. 
It  is  sometimes  necessary  to  arrange 
makeshift  care  in  the  patient’s  home. 
This  is  particularly  true  of  the  adult 
Negro.  In  Philadelphia  there  are  no 
convalescent  homes  for  the  adult  Negro 
male  and  only  one  small  home  in  a 
crowded  section  of  the  city  for  the  care  of 
Negro  women.  This  is  appalling  when 
one  realizes  that  1 1 per  cent  of  the 
population  of  the  city  of  Philadelphia  is 
made  up  of  Negroes  and  that  many  of 
these  come  from  the  slum  areas  with  the 


greatest  overcrowding  and  the  poorest 
housing. 

Another  group  of  patients  who  could 
profit  from  convalescent  care  is  excluded 
from  existing  convalescent  hospitals  on 
the  basis  of  diagnosis.  The  neurosurgical 
patient  who  is  learning  again  to  walk  and 
talk  and  to  take  care  of  himself  is  re- 
jected. This  is  true  partly  because  he 
is  sometimes  depressing  for  others  to  see, 
but  largely  because  the  convalescent 
hospitals  are  so  understaffed  that  they 
are  unable  to  give  the  individual  care 
that  these  patients  frequently  require. 
Only  private  nursing  homes  are  available, 
and  few  patients  can  afford  to  pay  $15 
to  $20  per  week,  the  minimum  necessary 
for  this  care.  The  surgical  patient  who 
has  tuberculosis,  other  than  the  pulmo- 
nary type,  is  always  rejected  by  the  con- 
valescent hospital  and  inevitably  must 
return  to  a home  that  all  too  frequently 
is  poorly  equipped  to  give  him  any  of  the 
protective  care  he  requires. 

Some  thought  should  be  given  to  the 
handicap  a patient  on  relief  has  in  facing 
a surgical  episode.  As  yet  no  extensive 
use  is  made  of  convalescent  homes  for 
“building  up”  the  patient  prior  to  opera- 
tion. The  cost  of  the  depression  in  terms 
of  lowered  resistance  to  disease  can  pos- 
sibly be  guessed  at.  It  seems  valid  to 
make  a greater  use  of  convalescent 
homes  for  the  purpose  of  preparing  the 
patient  mentally  and  physically  for  the 
ordeal  of  surgery  whenever  possible.  A 
splendid  example  of  this  use  of  preopera- 
tive care  occurred  recently  in  our  hos- 
pital. B.  S.,  a white  girl,  aged  12,  has 
been  under  the  supervision  of  the  hos- 
pital for  several  years  with  a diagnosis  of 
bronchiectasis.  The  family  has  been 
on  relief  for  a number  of  years.  At  no 
time  during  the  last  few  years  has  this 
family  had  sufficient  food  and  clothing 
to  protect  normal  health.  The  special 
care  that  the  girl  needed  was  impossible 
for  the  family  to  manage.  Early  this 
spring,  B.  S.  was  sent  to  the  Children’s 
Seashore  House  for  preoperative  building 
up.  She  remained  there  four  months, 
gained  20  pounds,  and  was  admitted  to 
the  hospital  ward  in  such  excellent 
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physical  shape  that  it  was  a real  question 
whether  or  not  to  do  a lobectomy.  In 
view  of  the  history  of  the  disease  and  the 
child's  excellent  physical  condition  to 
withstand  such  an  operation  at  this  time, 
a lobectomy  was  done,  and  the  patient 
is  now  making  a rapid  recovery. 

Many  of  the  factors  contributing  to 
surgical  morbidity  and  mortality  could 
be  eliminated  by  improving  the  nutrition 
of  patients  who  are  to  have  elective 
operations  prior  to  their  admission  to  the 
hospital.  The  disruption  of  abdominal 
wounds  may  be  due  to  a vitamin  C 
deficiency  or  to  hypoproteinemia.6  The 
hemorrhagic  tendency  of  patients  with 
serious  liver  disease  is  due  to  a vitamin 
K deficiency  conditioned  by  an  absence 
of  bile  salt  in  the  intestine.7  These  and 
many  other  conditions  could  be  corrected 
by  intelligent  preoperative  care.  Would 
it  not  in  many  instances  be  better  to 
carry  out  this  preoperative  program 
among  patients  convalescing  from  the 
very  operations  to  which  # the  patients 
who  are  being  prepared  will  have  to  be 
subjected?  The  psychologic  effects  of 
this  can  hardly  be  measured  now. 

At  certain  times  of  the  year,  care  in  a 
convalescent  home  in  most  communities 
is  not  possible  for  many  patients  because 
of  long  waiting  lists.  This  is  particularly 
true  during  the  months  of  July  and  Au- 
gust when  the  convalescent  home  is  also 
frequently  used  as  a vacation  home. 
This  is  unfortunate  in  view  of  the  fact 
that  many  patients  needing  the  specific 
services  of  a convalescent  home  are 
unable  to  have  this  care  during  the  sum- 
mer season.  The  recent  study  of  con- 
valescent homes  in  the  Philadelphia  area 
under  the  auspices  of  the  Council  of  Social 
Agencies  discloses  the  provocative  in- 
formation that  during  the  months  of 
March  and  April,  when  hospital  wards 
are  filled  to  capacity,  the  convalescent 
homes  are  less  busy  than  at  other  times 
of  the  year.8  The  wide  differences  in 
the  type  and  quality  of  services  offered 
by  convalescent  homes  limits  the  number 
available  for  surgical  patients.  One  home 
may  not  be  equipped  to  do  dressings, 
several  have  no  elevators,  and  a few 


require  the  patients  to  do  all  their  own 
laundry  and  help  with  the  housework. 

For  a few  patients,  good  care  at  home 
is  possible  where  the  economic  level  is 
not  below  a healthful  standard.  For  the 
majority  of  our  surgical  ward  patients 
good  convalescent  care  at  home  is  not 
possible.  We  have  conservatively  es- 
timated that  25  per  cent  of  the  patients 
discharged  from  our  general  surgical 
service  are  in  real  need  of  transitional 
care  while  approximately  38  per  cent 
would  be  better  off  could  they  obtain  it. 
These  requirements  cannot  be  met  in  a 
community  which  now  has  available 
but  360  beds  for  adult  convalescent  care 
for  all  purposes.  During  the  fiscal  year 
1938  more  than  15  per  cent  of  the  sur- 
gical ward  patients  were  on  relief.  As 
you  know,  the  relief  standard  is  not  a 
standard  to  maintain  health  but  is  little 
more  than  a subsistence  level.  To  return 
patients  to  a home  where  the  only  income 
is  a small  relief  allowance  is  to  know  that 
complete  recovery  is  retarded  by  eco- 
nomic vicissitudes. 

It  is  a matter  of  great  concern  to  the 
surgeon  who  believes  that  surgery  is  an 
art  and  not  a craft  that  the  results  of  his 
work  should  permanently  benefit  his 
patients.  To  discharge  a patient  alive 
after  a serious  surgical  lesion  has  been 
removed  is  only  a small  satisfaction.  To 
see  the  patient  six  months  or  a year  later 
in  the  follow-up  clinic  restored  to  health 
is  the  real  reward.  This  entails  in  every 
instance  proper  care  after  leaving  the 
hospital  and  it  is  for  this  reason  that 
surgeons  must  lend  their  interest  and 
support  to  the  establishment  and  main- 
tenance of  adequate  convalescent  in- 
stitutions. 

The  convalescent  institution  that  will 
serve  the  needs  of  the  surgical  patient 
should  provide,  on  occasion,  special  nu- 
tritional care  prior  to  operation  and  care 
between  stage  operations  where  the 
period  between  operations  exceeds  one 
month  and  where  it  is  felt  that  convales- 
cent care  offers  more  than  hospital 
care.  In  addition,  the  convalescent  home 
should  provide  for  minor  dressings, 
physical  and  occupational  therapy.  It 
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should  be  so  situated  as  to  offer  the  ad- 
vantages of  the  open  country  but  should 
not  be  so  far  away  that  members  of  the 
staff  responsible  for  the  original  care  of 
the  patient  cannot  visit  the  institution 
at  regular  intervals.  If  these  provisions 
are  met  there  will  result  a greater  in- 
crease in  our  interest  in  these  institutions, 
and  they  will  be  of  wider  usefulness  to  the 
patient  and  the  hospital. 
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Public  Health  News 

Antipneumococcus  Serums  of  All  Types  for 
Positive  Blood  Culture  Cases 

Antipneumococcus  serums  have  been  available  for  types  I,  II,  IV* 
L V,  VII,  VIII,  XIV.  As  an  additional  service,  effective  immedi- 
ately, antipneumococcus  serums,  rabbit,  will  be  supplied  on  request 
for  the  treatment  of  cases  with  positive  blood  cultures  of  the  remain- 
ing types.*  These  serums  will  be  available  for  immediate  distribu- 
tion from  the  Central  Laboratory  in  Albany,  and  the  Branch  Labora- 
tory, 339  East  25th  Street,  New  York  City.  Requests  should  be 
telephoned  or  telegraphed  and  should  state  the  type  and  that  the 
serum  is  for  a case  from  which  a positive  blood  culture  has  been  ob- 
tained. 

In  connection  with  its  study  of  pneumococci,  the  Division  of 
Laboratories  and  Research  will  greatly  appreciate  receiving  trans- 
plants of  strains  isolated  from  blood  cultures  from  patients  for  whom 
serum  of  any  type  is  furnished. 

Further  information  relating  to  antipneumococcus  serum  may  be 
obtained  from  custodians  of  supply  stations,  district  state  health 
officers,  or  the  central  laboratory  and  its  branch. 


* Except  for  types  XXVI  and  XXX  which  are  considered  closely  related  to  or  identical 
with  types  VI  and  XV,  respectively. 


CONVALESCENT  CARE— A PERPETUAL  CHALLENGE 


E.  H.  L.  Corwin,  New  York  City 

( Executive  Secretary  of  the  Committee  on  Public  Health  Relations  of  The  New  York  Academy  of  Medicine ) 


IN  a world  as  animated  and  as  “spasmo- 
genic” as  the  present  there  is  need  of 
mental  poultices  to  preserve  our  endo- 
crine balance. 

In  a civilization  unfolding  as  rapidly 
and  exhaustively  as  ours  in  which  sets 
of  the  Encyclopedia  Brittanica  are  given 
away  with  ginger  ale;  in  a world  in  which 
medical  and  other  textbooks  and  dic- 
tionaries and  cyclopedias  become  ob- 
solete within  a year  or  less,  we  need  strong 
tethers  or  anchors  to  hold  onto  to  save  us 
from  being  drowned  in  the  swirling  whirl- 
pools of  ever  accelerating  change.  Un- 
fortunately, there  are  but  few  such  towers 
of  strength  left,  and  among  these  for- 
tresses of  imperturbability,  these  bulwarks 
of  inaction,  these  oases  of  placidity  and 
immobility  is  the  institution  of  convales- 
cent care.  Of  all  living  and  striving  things 
in  this  highly  dynamic,  inter-related, 
robust  existence  of  ours,  it  has  remained 
almost  completely  static  and  isolated 
and  anemic. 

The  prescientific  doctor  was  its  father 
and  old-fashioned  charity  its  mother. 

As  medicine  entered  the  realm  of  science, 
in  the  flush  of  its  new  enthusiasm  it  for- 
got this  child  altogether,  and  the  good 
old  dame  charity  became  “social  welfare” 
and  traipsed  and  gyrated  alongside  the 
scientific  and  haughty  medical  diagnosti- 
cian. This  sad  story  of  parental  neglect 
deserves  an  investigation  by  the  Court  of 
Domestic  Relations.  The  medical  pro- 
fession during  the  period  of  its  therapeu- 
tic nihilism  has  paid  little  attention  to  the 
care  of  the  convalescent;  the  doctors 
were  chasing  the  scientific  rainbow;  and, 
with  the  aid  of  all  kinds  of  chemists  and 
biochemists,  physicists  and  biophysicists, 
biologists,  bacteriologists,  mycologists, 
zoologists,  physiologists,  psychologists, 
and  what  not,  they  piled  up  test  upon 
test,  measuring  device  upon  measuring 
device,  until  they  became  almost  dizzy 
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with  them.  They  are  just  beginning  to 
realize  that  during  their  scientific  ex- 
plorations they  have  neglected  some  of 
their  immediate  responsibilities. 

Convalescent  care  is  the  unfinished 
business  of  medicine.  Unless  the  medical 
profession  will  look  upon  it  in  that  light, 
it  will  continue  to  remain  the  “third 
estate”  among  the  institutions  for  the 
care  of  the  sick — a reproach  and  a con- 
tinuous challenge. 

The  doctors,  however,  are  not  the  sole 
offenders.  How  about  the  philanthro- 
pists, the  social  workers,  the  “philan- 
thropoids,”  the  trustees  and  administra- 
tors of  hospitals  and  of  convalescent 
homes,  the  official  health  and  social  wel- 
fare authorities?  Haven’t  they  likewise 
overlooked  an  important  community 
responsibility  and  haven’t  they  failed  to 
provide  adequately  for  a recognized 
sociomedical  need? 

Negligible  as  is  the  medical  literature 
on  convalescence,  it  assumes  Gargantuan 
proportions  when  compared  with  the 
socioeconomic  and  administrative  writ- 
ings on  the  subject.  The  latter  practi- 
cally do  not  exist  at  all. 

We  have  a few  medical  studies  of  the 
essence  and  value  of  convalescent  care 
for  different  types  of  patients  under  dif- 
ferent conditions,  but  none  on  the  ad- 
ministrative side.  The  standards  formu- 
lated fifteen  years  ago  by  the  Committee 
on  Public  Health  Relations  of  The  New 
York  Academy  of  Medicine,  which,  by 
the  way,  are  the  first  in  the  annals  of 
medicine,  have  never  been  tested  out. 
No  attempt  has  been  made  in  this  direc- 
tion either  by  the  convalescent  institu- 
tions themselves  or  by  state  or  voluntary 
welfare  agencies.  No  one  has  seemed  to 
care. 

Only  here  and  there  has  an  attempt 
been  made  to  determine  the  extent  of 
the  need  for  institutional  convalescent 
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care.  Years  ago  Dr.  Brush  of  the  Burke 
Foundation  proposed  a pragmatic  gauge 
that  was  followed  by  many  for  a number 
of  years.  A more  scientific  approach  was 
developed  by  Miss  Waters  while  she  was 
still  at  Baltimore,  and  recently  Miss 
Gardiner  endeavored  to  measure  the 
need  in  Philadelphia  on  the  basis  of  the 
sampling  method.  We  know  that  the 
demand  is  elastic  depending  on  many 
factors:  the  awareness  of  the  physicians, 
the  keenness  of  the  social  workers,  the 
season  of  the  year,  the  reputation  of 'the 
homes  themselves,  the  methods  of  admis- 
sion, and  many  other  conditions. 

In  spite  of  the  fact  that  one-half  of 
the  convalescent  home  facilities  in  the 
United  States  is  available  for  New  York 
City  residents,  less  than  6 per  cent  of  our 
hospital  ward  patients  gain  admission  to 
these  homes.  And  yet,  paradoxically 
enough,  the  utilization  of  the  convales- 
cent homes  taken  as  a whole  does  not 
exceed  three-fourths  of  their  capacity. 
The  special  institutions  are  fully  utilized, 
but  the  general  care  homes  are  far  from 
being  so.  On  the  face  of  it,  it  indicates 
that  “something  is  rotten  in  the  State  of 
Denmark.”  It  reveals  a lack  of  com- 
munity organization  and  the  unpopu- 
larity of  many  of  the  homes.  It  also  re- 
flects the  difficulties  encountered  by  many 
types  of  patients  in  gaining  admission. 
The  homes  are  very  “choosy”  and  main- 
tain a negative  social  attitude — they  will 
admit  only  those  patients  who  are  certain 
not  to  be  a nuisance,  who  are  not  difficult 
to  handle,  who  do  not  require  special 
diets,  or  dressings,  or  other  services. 
With  several  notable  exceptions,  the 
convalescent  homes  seem  to  have  pro- 
ceeded along  the  line  of  least  resistance — 
to  admit  only  patients  who  require  the 
least  care  and  whose  maintenance  is  the 
least  expensive. 

It  is  the  convenience  of  the  homes  that 
counts  and  not  the  needs  of  the  patients. 
Of  what  value  are  enlightening  medical 
discussions  and  social-work  efforts  if 
there  should  be  no  disposition  on  the  part 
of  the  trustees  and  managers  of  the  con- 
valescent care  institutions  to  meet  recog- 
nized community  needs? 


In  a heterogenous  society  such  as  ours, 
there  are  many  additional  complicating 
factors  on  which  I shall  not  dwell  today 
and  which  require  a commonly  arrived 
at  point  of  view  and  a social,  not  an  in- 
dividualistic, policy. 

Institutional  convalescent  care  is  a 
recognized  complement  to  hospital  care 
under  existing  conditions  of  our  modern 
city  life.  It  is  because  of  this  recognition 
that  we  have  58  convalescent  homes  with 
a bed  capacity  of  4,040  serving  the  people 
of  New  York  City.  All  of  them,  as  well 
as  the  Speedwell  units  which  provide  fos- 
ter homes  for  children,  are  maintained  by 
voluntary  effort.  Aside  from  a day  camp 
for  convalescent  patients  opened  on  July 
10  of  last  year,  our  municipality  does  not 
maintain  a single  convalescent  institu- 
tion. It  contributes,  however,  about 
$350,000  annually  toward  the  mainte- 
nance of  needy  patients.  By  insisting 
that  certain  minimum  requirements  be 
met  by  the  convalescent  homes  before 
they  can  qualify  for  the  city  subsidies, 
the  City  Department  of  Hospitals  has 
helped  to  raise  the  standards  of  convales- 
cent care  and  has  set  a precedent  to  be 
followed  by  the  several  community  agen- 
cies which  annually  raise  funds  for  wel- 
fare work.  One  rule  insisted  upon  by  the 
New  York  City  authorities  calls  atten- 
tion to  a characteristic  example  of v the 
existing  lack  of  coordination  between  the 
hospitals  and  the  convalescent  homes. 
The  city  will  not  pay  for  a patient  unless 
he  is  admitted  to  a convalescent  home 
within  ten  days  after  his  discharge  from 
the  hospital.  Let  us  pause  a minute  to 
consider  the  situation  as  revealed  by  this 
rule.  Why  is  a patient  sent  to  a convales- 
cent home?  Presumably  because  he  is 
still  feeble  and  needs  further  care  which 
he  cannot  obtain  in  his  squalid  tenement 
home.  The  woman  discharged  from  the 
hospital  after  a severe  abdominal  opera- 
tion may  be  living  on  the  fourth  floor  of 
a noisy  walk-up  and  on  her  return  home 
she  may  be  met  by  responsibilities  of  the 
household  altogether  too  strenuous  for 
her  present  condition  and  yet,  although 
our  institutional  convalescent  facilities 
are  not  fully  utilized  during  many  months 
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of  the  year,  she  often  cannot  obtain  ad- 
mission immediately  upon  discharge  from 
the  hospital.  The  patients  are  altogether 
too  often  required  to  trot  around  to  the 
various  admission  offices  to  be  medically 
examined  and  “welfarely”  investigated 
before  they  can  be  admitted.  This  is  an 
indictment  both  of  our  convalescent 
home  authorities  and  of  our  medical 
social-service  workers  as  well  as  of  our 
so-called  coordinating  agencies.  There  is 
an  imperative  need  for  the  synchroniza- 
tion of  the  discharge  of  the  patient  from 
the  hospital  with  his  admission  to  a con- 
valescent home.  There  are  numerous 
rules  and  regulations,  some  on  the  part  of 
our  relief  authorities,  some  on  the  part 
of  the  city  hospital  authorities,  and  some 
on  the  part  of  the  homes  themselves, which 
stand  in  the  way  of  achieving  such  syn- 
chronization. Small  wonder  that  the 
convalescent  homes  are  not  fully  utilized 
in  the  face  of  an  enormous  demand  for 
their  services! 

It  has  been  well  said  that  “a  place  is 
not  a convalescent  home  simply  because 
it  is  in  the  country.”  The  community 
must  realize  that  patients  recovering 
from  certain  types  of  illnesses  require 
special  care.  A mere  rest  home  is  not 
enough  for  a great  many  of  them.  A 
better  understanding  of  the  term  “con- 
valescence” is,  therefore,  of  practical 
moment,  as  it  bears  on  the  selection  of 
patients  for  convalescent  care.  The  lack 
of  a precise  meaning  of  the  term  may  have 
contributed  to  the  existing  confusion. 

The  Medical  Round  Table  of  the  Con- 
ference on  Convalescent  Care  held  re- 
cently at  The  New  York  Academy  of 
Medicine  found  itself  unable  to  come  to 
any  agreement  as  to  the  exact  definition 
of  convalescence,  except  to  stress  the 
need  of  a broad  and  pliable  concept  of  it. 
The  convalescent  state  following  one  type 
of  disease  is  different  from  the  convales- 
cent state  following  another  type  of 
disease  both  as  to  the  period  required  for 
the  recuperative  forces  to  assert  them- 
selves and  as  to  the  type  of  care  necessary. 
In  his  masterful  paper  at  the  recent 
Convalescent  Care  Conference  at  The 
New  York  Academy  of  Medicine,  Dr. 


O.  H.  Perry  Pepper  stressed  the  point 
that  “not  until  we  learn  to  recognize,  in 
each  type  of  convalescent,  the  actual 
abnormalities  which  persist  from  the  pre- 
ceding disorder  and  which  differentiate 
that  individual  in  convalescence  from  the 
same  organism  in  health,  can  we  properly 
meet  the  various  therapeutic  indications 
in  each  instance.”  This  opinion  needs 
emphasis  because  of  the  prevailing  er- 
roneous idea  that  everyone’s  convales- 
cence is  alike  and  that  all  that  is  needed 
for  a convalescent  home  is  a country 
boardinghouse  where  people  can  go  for 
shorter  or  longer  periods  of  rest  without 
any  particular  medical  care  or  oversight. 

The  present-day  idea  of  convalescent 
care  is  that  of  a creative  dynamic  force, 
applied  to  persons  recovering  from  either 
acute  diseases,  or  operations,  or  from  the 
exacerbations  of  chronic  maladies,  a 
force  which  brings  into  play  all  the  re- 
sources of  mind  and  body,  of  medicine 
and  psychology,  to  offset  the  baneful 
somatic  and  mental  effects  of  illness.  It 
comprises  play  as  well  as  rest;  it  invokes 
religious  emotion  and  an  appeal  to  reason  ; 
it  calls  for  the  exercise  of  mind  as  well  as 
muscle;  it  furnishes  comforts  and  stimu- 
lates purposeful  effort;  it  provides  dress- 
ings for  surgical  wounds  and  instills  sound 
health  habits ; it  aids  the  natural  recuper- 
ative processes  and  develops  social  disci- 
pline ; it  expedites  recovery  and  strength- 
ens character.  Its  aim  is  restoration  of 
the  adult  to  a state  of  health,  mental 
poise,  and  usefulness  and  of  the  child  to 
the  usual  activities  of  childhood.  Con- 
valescent care  saves,  or  should  save,  the 
patients  the  anguish  of  relapse  and  of  a 
repeated  malady;  it  saves,  or  should 
save,  the  communities  the  cost  of  pre- 
ventable illness. 

When  properly  conceived  and  managed, 
convalescent  care  is  an  important  com- 
munity health  asset  which  should  not  be 
limited  to  the  indigent  or  the  near  indi- 
gent alone.  The  clerk,  the  stenographer, 
the  nurse,  the  teacher,  the  musician,  the 
artist,  the  litterateur,  constitute  the  for- 
gotten legion  of  our  times  when  provisions 
for  social  welfare  are  considered.  For 
New  York  City  there  is  but  one  home  for 
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the  large  group  of  cultivated  and  genteel 
people  of  moderate  income.  By  charging 
rates  compatible  with  the  earnings  of 
these  people,  it  may  be  possible  to  main- 
tain convalescent  retreats  on  a pretty 
nearly  self-supporting  basis,  while  the 
homes  for  the  wage-earning  groups  must 
depend,  like  hospitals,  on  charitable 
endowments  or  tax  subsidies  or  both. 

It  is  not  my  purpose  to  dwell  on  the 
economic  and  financial  problems  of  the 
convalescent  care  situation.  They  have 
figured  altogether  too  prominently  in  all 
our  discussions  of  the  subject.  I wish  to 
point  out,  however,  the  folly  of  the  pres- 
ent policy  of  some  community  chests  to 
allocate  funds  for  convalescent  care  to 
social  service  departments  of  hospitals 
instead  of  to  the  convalescent  homes 
themselves.  This  method  of  fund  allot- 
ment is  all  wrong  in  principle  and  in  its 
application.  It  makes  it  possible  for 
hospitals  having  larger  funds  at  their  dis- 
posal to  purchase  convalescent  care  for 
their  patients  irrespective  of  the  needs  of 
patients  of  other  hospitals  whose  social 
service  departments  do  not  have  as  large 
sums  at  their  command.  Sound  social 
policy  demands  that  placement  in  con- 
valescent homes  should  be  based  on  the 
needs  of  the  individual  patient,  irrespec- 
tive of  the  hospital  in  which  he  happens 
to  be  treated  during  his  illness. 

While  I am  in  the  realm  of  finance,  I 
should  like  to  emphasize  the  desirability, 
although  I know  that  it  may  not  be  pos- 
sible of  realization  at  the  present  time,  of 
adding  to  the  policies  of  the  hospital 
prepayment  plans  a provision  for  con- 
valescent care.  To  accomplish  this  it 
may  be  necessary  to  charge  a slightly 
higher  premium  and  make  it  a four-cent 
instead  of  a three-cent-a-day  scheme  for 
those  who  care  to  choose  the  more  com- 
plete coverage.  In  Great  Britain  pro- 
vision for  convalescent  care  is  a recog- 
nized feature  of  many  of  the  contributory 
schemes.  Such  a provision  may  give  the 
necessary  impetus  for  the  establishment 
of  convalescent  care  institutions  for  the 
so-called  white-collar  class. 

It  is  surprising  that  none  of  the  legis- 
latures, vying  as  they  do  with  one  another 


in  bringing  the  Eldorado  down  to  earth 
by  means  of  all  kinds  of  tax  devices, 
“ham  and  eggs”  and  what  not,  have  not 
thought  of  amending  our  Workmen’s 
Compensation  Laws  to  provide  convales- 
cent care  for  those  who  come  under  the 
provisions  of  these  acts.  It  would  seem 
reasonable  to  do  this  and  thereby  reduce 
the  average  length  of  stay  in  the  hospital, 
at  the  same  time  assuring  the  injured  a 
better  health  deal  than  some  of  the  fan- 
tastic schemes  which  are  being  proposed 
for  the  benefit  of  the  wage  earners. 

Contemplating  the  convalescent  homes 
of  the  future,  I can’t  help  but  think  that 
with  modern  change-about-face  from  the 
traditional  fresh-air  therapeutic  views,  as 
witnessed  in  the  tuberculosis  and  other 
cognate  domains,  it  is  feasible  that  the 
convalescent  homes  of  tomorrow  may  be 
built  in  locations  more  accessible  than  are 
the  majority  of  convalescent  homes  of 
today;  they  may  perhaps  be  fitted  within 
the  building  compounds  of  our  large 
hospitals.  The  only  good  thing  I can 
say  for  such  a tendency,  should  it  de- 
velop, is  the  proximity  to  medical  talent 
which  it  would  entail.  It  is  possible  that 
this  proximity  will  make  for  an  intensifi- 
cation of  interest  in  convalescence  on  the 
part  of  physicians,  with  the  resulting 
recognition  of  convalescent  homes  as 
institutions  of  value  for  scientific  inves- 
tigations of  disease  in  its  involutional 
processes  and  for  the  teaching  and  train- 
ing of  young  physicians.  In  a report 
made  recently  to  the  Board  of  Governors 
of  the  Institute  of  Medicine  of  Chicago 
by  a special  committee  headed  by  Dr. 
M.  C.  Gilbert,  such  a possibility  is  en- 
visaged.1 We  may  yet  have  centers  for 
research  in  convalescence  where  thorough- 
going studies  in  the  physiology,  morphol- 
ogy, biochemistry,  and  psychology  of  the 
convalescent  state  at  various  age  levels 
may  be  carried  on. 

The  following  suggestions  which  grew 
out  of  the  Convalescent  Care  Conference 
in  New  York  last  November  are  perhaps 
of  particular  practical  value.2 

1 Proceedings  of  the  Institute  of  Medicine  of  Chicago. 
Volume  12,  No.  13,  April  15,  1939. 

2 The  Proceedings  of  the  Conference  will  be  published 
in  book  form  in  the  near  future. 
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1.  The  unmet  convalescent  needs,  and 
these  are  numerous,  should  be  considered 
by  a planning  board  on  which  representa- 
tives of  the  convalescent  homes,  the 
medical  profession,  and  the  social  service 
agencies  should  serve.  The  provision  of 
convalescent  care  is  a community  re- 
sponsibility and  should  be  met  on  a com- 
munity rather  than  on  an  individual  basis. 

2.  With  aid  of  community  funds 
demonstrations  should  be  set  up  in  several 
of  the  convalescent  homes  of  various 
types  in  order  to  determine  the  mode  of 
operation  which  would  be  most  conducive 
to  bring  about  desired  results,  and  what 
that  would  mean  in  terms  of  cost. 

3.  Either  an  official  agency  or  a self- 
appointed  body  should  review  annually 
the  work  of  the  various  institutions  for 
the  purpose  of  pointing  out  the  ways  and 
means  of  bolstering  up  the  standards  of 
performance. 

4.  Every  institution  should  have  a 
resident  medical  officer  whose  selection 
should  be  based  not  only  on  his  medical 
training  but  on  his  understanding  of  the 
psychic  and  emotional  problems  of  con- 
valescent patients  and  his  interest  in  the 
patient  as  a human  being,  and  each  insti- 
tution should  employ  a dietitian  to  be 
responsible  for  a basic  diet  which  would 
be  adequate  in  all  essential  elements  and 
to  provide  for  the  types  of  special  dietar- 
ies recommended  for  various  nutritive 
deficiencies.  Small  institutions  should 
either  merge  or  provide  these  essential 
services  in  some  cooperative  way.  Pa- 
tients convalescing  from  disturbances 
which  are  frequently  accompanied  by 
temporary  psychic  imbalance,  such  as 
those  recovering  from  thyroidectomies, 
operable  carcinomas,  or  peptic  ulcers, 
should  be  sent  to  institutions  which  have 
adequate  personnel. 

5.  An  adequate  medical  resume  should 
accompany  the  patient  in  his  passage 
from  the  hospital  to  the  convalescent 
home.  It  should  objectively  describe  all 
of  the  patient’s  deficiencies  upon  dis- 
charge from  the  hospital  and  should  in- 
clude a social  service  report  on  the  perti- 
nent environmental  and  psychosomatic 
factors*  This  r£sum£  should  be  kept  dur- 


ing the  patient’s  stay  in  the  home  and 
upon  his  discharge  it  should  be  sent  back 
to  the  hospital  from  which  he  was  re- 
ferred. It  is  thought  that  such  a re- 
quirement on  the  part  of  convalescent 
institutions  might  afford  proper  guidance 
to  the  convalescent  home  authorities 
and  have  a favorable  effect  on  the  quality 
of  the  records  kept  in  the  referring  hospi- 
tal. When  a hospital  owns  a convalescent 
home,  it  may  be  desirable  for  a complete 
hospital  record  to  accompany  the  patient 
upon  admission  to  the  home. 

6.  While  it  is  unnecessary  for  the 
convalescent  institution  to  duplicate  the 
services  which  are  provided  by  the  social 
service  department  of  the  hospital,  some 
cooperative  arrangement  should  be  made 
whereby  the  convalescent  home  might 
inform  the  hospital  social  service  depart- 
ment of  personal  and  environmental 
conditions  that  have  been  discovered 
during  the  patient’s  stay  in  the  home. 
There  is  need  of  an  educational  follow-up 
policy  on  the  part  of  the  social  service 
departments  of  the  hospitals  whereby  the 
patients  and  their  relatives  would  be 
instructed  in  their  own  homes  as  to  the 
best  care  that  can  be  provided  with  the 
facilities  at  hand. 

7.  The  rules  of  admission  to  all  insti- 
tutions should  be  so  ordered  as  to  pre- 
clude the  necessity  for  a hiatus  between 
the  hospital  and  the  convalescent  home. 

8.  All  policies  which  tend  to  fix  the 
duration  of  convalescent  stay  should  be 
abandoned  in  favor  of  more  flexible  rules 
which  permit  the  variation  of  this  period 
to  accord  with  the  time  necessary  for 
complete  optimum  restoration. 

9.  While  the  establishment  of 
some  definite  relationship  between  those 
charged  with  the  medical  care  of  the  pa- 
tient in  the  hospital  and  in  the  convales- 
cent home  is  recognized  as  frequently  de- 
sirable, this  relationship  would  be  better 
worked  out  by  actual  experiment  rather 
than  by  arm-chair  pronouncements. 

10.  In  order  to  keep  the  authorities 
of  the  convalescent  homes  in  touch  with 
the  advances  in  the  field  of  convalescent 
care,  a central  committee  of  physicians 
and  others  should  be  created  to  review 
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current  progress  in  this  field.  This  com- 
mittee should  sponsor  an  annual  confer- 
ence at  which  representatives  of  the  in- 
stitutions might  present  the  problems 
which  confront  them. 

11.  Special  institutions  are  needed 
for  the  care  of  certain  types  of  convales- 
cents. 

12.  Ordinary  facilities  of  the  convales- 
cent home  are  unsuitable  for  the  care  of 
patients  recovering  from  psychiatric  con- 
ditions. Such  care  should  be  provided  in 
a modified  type  of  hospital.  Convales- 
cent facilities  should,  however,  be  pro- 
vided neurologic  patients  for  whom  there 
is  reasonable  assurance  of  improvement. 
At  the  present  time  there  are  practically 
no  facilities  for  posthospital  care  of 
patients  who  have  had  operations  for 
brain  tumor  and  for  whom  a certain 
amount  of  improvement  is  to  be  expected. 
Several  conditions  in  the  dismal  realm  of 
neurology  which  were  considered  hopeless 
a few  years  ago  are  now  said  to  be  bene- 
fited or  cured  if  given  .proper  care  over 
extended  periods  of  time.  Among  these 
are  deficiency  states,  such  as  subacute 
combined  sclerosis,  pellagra,  and  some 
forms  of  neuritis;  other  remediable  con- 
ditions include  chorea,  myasthenia  gravis, 
and  some  muscular  atrophies.  Convales- 
cent institutions  for  neurologic  patients 
should  be  rather  more  elaborate  with  re- 
gard to  equipment  and  personnel  than  is 
necessary  in  general  homes.  Equipment 
for  hydrotherapy  and  physical  therapy 
should  be  provided,  and  a great  deal  of 
emphasis  should  be  laid  on  recreational 
and  occupational  therapy  as  well  as  on 
the  selection  of  the  proper  type  of  physical 
therapeutist  and  occupational  therapeu- 
tist. 


13.  In  the  case  of  orthopedic  patients 
the  concept  of  convalescence  should  ex- 
tend beyond  the  patient’s  stay  in  a con- 
valescent home.  A physical  handicap 
may  make  it  necessary  for  the  patient  to 
find  a new  outlet  for  his  economic  useful- 
ness. A complete  orthopedic  convales- 
cent program  should,  therefore,  include 
training  to  fit  the  patient  into  a new  oc- 
cupational pattern.  Vocational  training 
is  hardly  possible  in  a convalescent  insti- 
tution unless  it  is  of  a specialized  type. 

14.  Home  rather  than  institutional 
convalescence  should  be  provided  for  the 
woman  who  has  had  a baby.  Visiting 
practical  nurses  and  housekeeping  aides 
may  be  the  solution  of  the  problem. 

15.  Children  under  four  years  of  age 
should  not  be  placed  in  convalescent 
homes.  For  them  foster  home  care  is 
preferable. 

16.  Convalescent  care  should  have  a 
preventive  as  well  as  a recuperative  as- 
pect. A preventorium  is  as  important  as 
a sanatorium.  A blood  transfusion  may 
be  as  important  before  an  operation  as  it 
is  after,  and  at  times  even  more  so.  A 
period  of  upbuilding  in  a convalescent 
home  prior  to  an  operation  may  be  an 
important  factor  in  the  outcome  of  the 
operation. 

I shall  not  go  on  burdening  you  with 
details.  We  know  we  have  a big  unsolved 
problem  before  us,  and  we  must  muster 
every  device  of  strategy  and  organization 
to  put  convalescent  care  “on  the  map”  so 
to  speak.  It  is  a community  responsibil- 
ity in  which  all  are  equally  concerned, 
but  it  seems  to  me  that  it  is  up  to  the 
social  work  agencies  and  to  the  medical 
profession  in  particular  to  provide  the 
impetus  and  guide  the  direction. 


THE  BRASS  TACKS 

A spinster  social  worker  called  on  a negress  who 
had  a family  of  eleven  or  twelve  children  and  was 
expecting  another.  Of  course  she  had  a very 
difficult  time  feeding  and  clothing  her  brood  and 
the  social  worker  was  moved  to  say, 

“Mandy,  what  you  need  is  birth  control.” 

“Oh,  no,  Miss  Smith,”  Mandy  replied,  “that’s 
all  right  for  you,  but  I’se  married.” — Illinois 
M.J. 


METABOLISM— ENDOCRINE  GLANDS 
An  important  address  on  “Recent  Research  on 
the  Control  of  Metabolism  by  the  Endocrine 
Glands”  was  delivered  on  February  7 before  the 
Greater  New  York  Dietetic  Association  at  the 
New  York  Academy  of  Medicine  by  Dr.  Cyril 
Norman  Hugh  Long,  Sterling  Professor  of  Physi- 
ological Chemistry  of  Yale  University.  It 
will  appear  in  an  early  issue  of  the  Journal  oj  the 
American  Dietetic  Association j 


CLINICAL  ASPECTS  OF  SYPHILIS  CONTROL 


W.  A.  Brumfield,  Jr.,  M.D.,  Albany,  New  York 

(Director,  Division  of  Syphilis  Control,  New  York  State  Department  of  Health ) 


IN  A broad  sense  the  clinical  aspects  of 
syphilis  control  relate  to  nearly  every 
phase  of  the  problem  inasmuch  as  con- 
trol of  the  disease  depends  upon  early 
diagnosis  and  treatment  of  cases.  I shall 
not  attempt  to  discuss  the  entire  subject. 
My  remarks  will  be  limited  to  certain 
problems  that  to  my  mind  are  of  greatest 
importance  in  New  York  State,  namely, 
the  provisions  for  clinical  facilities  and 
the  interpretations  of  public  health  of- 
ficials and  of  the  practicing  medical 
profession  as  to  what  constitutes  ade- 
quate treatment. 

The  diagnosis  of  syphilis  is  essentially 
a laboratory  problem.  The  manifesta- 
tions of  syphilis  may  simulate  many 
other  conditions  so  that  diagnoses  based 
on  clinical  observations  alone  may  be 
erroneous.  Through  the  Division  of 
Laboratories  and  Research  of  the  State 
Department  of  Health  and  a system  of 
approved  laboratories,  facilities  for  dark- 
field  examinations  and  serologic  tests  are 
provided  throughout  the  state,  so  that 
laboratory  confirmation  is  readily  avail- 
able. There  are,  however,  certain  areas 
in  which  specimens  must  be  sent  long 
distances  for  examination.  There  is  a 
definite  need  for  improving  the  situation 
in  these  communities. 

Provisions  for  the  treatment  of  syphilis 
cases  present  a more  difficult  problem. 
It  is  essential  to  the  success  of  the 
program  that  treatment  facilities  be  avail- 
able in  every  locality.  Whereas  labora- 
tory specimens  may  be  sent  away  for 
examination,  facilities  for  treatment  must 
be  convenient  to  the  patients.  Since 
the  majority  of  cases  occur  in  the  lower 
income  group,  it  is  necessary  that  treat- 
ment be  provided  largely  at  public 
expense.  In  the  development  of  these 


facilities  each  community  must  be  con- 
sidered individually  with  the  view  of 
giving  the  best  service  possible  at  a 
minimum  cost. 

The  establishment  of  clinics  has  been 
found  more  satisfactory  in  larger  com- 
munities. Because  of  the  greater  inci- 
dence of  syphilis  in  these  areas  with  a cor- 
respondingly larger  number  of  patients 
who  must  be  cared  for,  it  is  impossible 
with  the  funds  available  to  provide  treat- 
ment by  other  means.  It  is  important, 
however,  that  these  clinics  be  so  organized 
and  managed  that  the  rights  of  practicing 
physicians  are  not  infringed  upon.  Care 
must  be  exercised  in  the  acceptance  of 
clinic  patients.  Clinics  should  accept 
any  patient  for  diagnosis  and  emergency 
treatment,  any  patient  referred  by  a pri- 
vate practitioner  whether  for  consultation 
as  to  diagnostic  or  therapeutic  problems 
or  transferred  for  treatment,  and  all 
patients  unable  to  pay  for  care  at  the 
hands  of  private  physicians.  If  these 
rules  are  adhered  to,  there  should  be  no 
conflict  between  the  clinic  and  private 
practice.  Patients  who  can  pay  will 
usually  seek  private  care  rather  than 
submit  to  the  inconvenience,  delay,  and 
possible  publicity  of  clinic  attendance. 
It  must  be  remembered,  however,  that 
antisyphilitic  treatment  is  expensive  and 
that  many  persons  who  can  pay  a physi- 
cian for  an  occasional  office  visit  cannot 
pay  for  weekly  treatments  over  a year  or 
more.  In  judging  whether  or  not  a 
patient  is  eligible  for  clinic  care,  this 
fact  must  be  borne  in  mind. 

Syphilis  clinics  should  meet  high  stand- 
ards with  respect  to  quarters,  diagnostic 
and  treatment  equipment,  and  personnel, 
both  medical  and  nursing. 

Clinics  must  be  established  from  the 
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point  of  view  of  permanency.  Although 
a vacant  room  in  a fire  station  or  the  city 
hall  may  be  suitable  for  immunization 
or  other  clinics  to  which  the  patient  may 
make  occasional  visits,  makeshift  quarters 
have  no  place  in  the  treatment  of  syphilis 
in  which  patients  must  make  regular 
weekly  visits  over  long  periods  of  time. 
Adequate  comfortable  waiting  rooms  and 
sufficient  examining  and  treatment  rooms 
to  provide  prompt  service  and  relative 
privacy  are  necessary.  Rooms  should 
be  light,  airy,  and  attractive.  If  pos- 
sible, the  clinic  should  be  located  on  the 
first  floor. 

Clinic  equipment  need  not  be  elaborate. 
Examining  and  treatment  tables,  a sphyg- 
momanometer, stethoscope,  ophthalmo- 
scope, vaginal  speculum,  spinal  puncture 
needles,  syringes  and  needles  for  intra- 
venous and  intramuscular  injections, 
sterilizers,  and  necessary  reagents  for  ex- 
amination of  the  urine  constitute  the  es- 
sential equipment.  Ready  access  to  a 
dark-field  microscope  should  be  had, 
although  this  instrument  need  not  be  in 
the  clinic  itself.  Arrangements  should 
be  made  for  the  performance  of  special 
examinations  at  other  clinics  or  hospitals 
or  by  competent  specialists. 

The  clinic  personnel  should  be  com- 
petent, genuinely  interested  in  their  work, 
and  sympathetic  to  patients.  Clinicians 
must  be  well  versed  in  syphilology  and 
technically  competent  to  perform  the 
necessary  diagnostic  and  treatment  pro- 
cedures with  a minimum  of  discomfort 
to  patients.  It  is  important  that  pa- 
tients be  considered  as  individuals  and 
not  as  “cases  of  syphilis.”  Each  patient 
should  have  a complete  physical  exami- 
nation prior  to  the  institution  of  treat- 
ment, and  the  physician  should  be  on  the 
alert  to  observe  and  record  the  progress  of 
the  patient  including  changes  in  physical 
status,  response  to  therapy,  and  treatment 
reactions,  and  should  be  capable  of  alter- 
ing treatment  accordingly. 

Nursing  personnel  must  be  capable  of 
making  the  necessary  preparations  for 
the  clinic  sessions  and  assisting  the  physi- 
cians so  that  the  work  may  be  carried  out 
without  confusion.  They  should  be  fa- 


miliar with  the  drugs  used  and  should 
understand  their  preparation  and  admin- 
istration. Under  no  circumstances,  how- 
ever, should  a nurse  administer  any 
drug  except  upon  direct  order  of  the 
doctor.  She  should  assist  and  not  sup- 
plant the  clinician. 

Clinic  personnel  should  know  their 
patients  in  order  to  overcome  situations 
that  may  lead  to  delinquency.  It  is 
well  to  know  something  of  their  work, 
their  home  environment,  and  mental 
makeup  in  order  to  anticipate  difficulties 
that  may  arise  and  correct  them  before 
they  occur.  Antisyphilitic  treatment 
promptly  relieves  the  symptoms  and 
signs  of  the  disease,  and  it  is  difficult 
for  most  patients  to  understand  the  neces- 
sity for  more  or  less  painful  injections 
after  they  become  symptom-free,  par- 
ticularly if  clinic  attendance  is  incon- 
venient. A pleasant,  cooperative  attitude 
on  the  part  of  clinic  personnel  will  do 
much  to  prevent  lapses  from  treatment. 
The  prevention  of  delinquency  is  cer- 
tainly far  more  satisfactory  and  less 
expensive  than  follow-up  visits. 

In  spite  of  the  efforts  to  prevent  it, 
however,  lapses  will  occur,  and,  there- 
fore, each  clinic  must  provide  for  the 
investigation  of  these  individuals  and 
their  return  for  further  care. 

It  is  doubtful  that  syphilis  clinics  are 
practical  in  rural  areas  in  which  patients 
are  widely  scattered.  Patients  in  smaller 
communities  hesitate  to  visit  clinics  for 
fear  of  publicity.  In  addition,  trans- 
portation difficulties  and  loss  of  time 
because  of  distances  to  be  traveled  pre- 
vent patients  from  taking  advantage  of 
clinic  facilities.  As  a result  the  number 
of  patients  who  can  be  served  by  the  rural 
clinic  will  be  small  and,  therefore,  the 
cost  per  treatment  high.  Delinquency 
will  be  frequent  because  of  inconvenience 
to  patients,  necessitating  greater  ex- 
penditures for  case  investigation. 

In  view  of  these  facts  it  is  believed 
that  treatment  can  be  provided  more 
efficiently  and  economically  in  rural 
areas  by  practicing  physicians  who  are 
paid  on  a fee  basis.  There  are  three 
methods  by  which  this  may  be  accom- 
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plished  in  New  York  State:  first,  pro- 

visions whereby  the  local  health  officer 
treats  patients  who  are  unable  to  pay, 
the  expense  being  borne  by  the  local 
board  of  health;  second,  provisions 
whereby  treatment  may  be  given  by  a 
practicing  physician  upon  authorization 
of  the  local  welfare  officer,  the  expense 
being  met  by  the  local  welfare  district, 
with  state  aid ; and  third,  provisions 
whereby  a county  board  of  supervisors 
may  appropriate  funds  for  the  treatment 
of  patients  by  private  physicians  on  a 
fee  basis,  in  which  event,  the  county  is 
eligible  for  state  aid.  It  will  be  observed 
that  under  the  first  two  provisions  there 
is  a dual  responsibility  of  boards  of  health 
and  welfare  officials.  This  has,  unfor- 
tunately, led  to  differences  of  opinion  as 
to  the  division  of  responsibility,  and,  in 
certain  instances  at  least,  has  made  it 
difficult  or  impossible  for  patients  to 
obtain  authorization  of  treatment  from 
either.  There  is  a real  need  for  close 
cooperation  of  the  officials  concerned  and 
a clear  definition  as  to  the  duties  of  each. 
Perhaps  this  could  be  settled  by  making 
boards  of  health  responsible  for  the  care 
of  potentially  infectious  cases  with  the 
understanding  that  late  cases  would  be 
treated  at  the  expense  of  the  welfare  de- 
partment. An  alternative  is  the  state- 
9 aid-to-county  plan  whereby  all  classes 
of  patients  would  be  treated  alike.  Re- 
gardless of  the  method,  it  is  important 
that  steps  be  taken  to  see  that  adequate 
care  is  given. 

The  syphilitic  patient  presents  two 
important  problems.  He  is  suffering 
from  an  infectious  disease  that  may  be 
transmitted  to  others,  and  at  the  same 
time  one  that  may  result  in  serious 
manifestations  in  himself.  Both  prob- 
lems have  a single  solution — adequate 
antisyphilitic  treatment.  When  viewed 
from  the  standpoint  of  the  public  health, 
this  term  has  a different  meaning  than 
when  considered  from  the  standpoint  of 
the  individual  patient. 

The  health  officer  is  interested  in 
syphilis  primarily  as  it  relates  to  the 
population  at  large  and  is  concerned  with 
individual  patients  only  to  the  extent 


to  which  they  may  affect  the  masses. 
His  duties  are  to  prevent  the  spread  of 
the  disease  through  control  of  infectious- 
ness and  to  prevent  its  late  manifestations 
in  the  large  number  of  infected  persons. 
Because  of  the  enormity  of  the  problem 
it  is  impossible  for  the  health  officer  to 
extend  his  activities  to  every  case.  It 
is  necessary,  therefore,  for  him  to  limit 
his  program  to  those  classes  of  patients 
in  which  the  most  good  can  be  accom- 
plished with  the  facilities  at  his  disposal. 
Since  infectiousness  is  more  or  less  con- 
fined to  the  first  few  years  of  the  disease, 
except  for  prenatal  transmission  and  since 
treatment  of  these  cases  will  not  only 
render  them  noninfectious  but  will  also 
arrest  the  disease,  these  are  the  patients 
who  should  receive  first  attention.  For 
administrative  purposes  the  New  York 
State  Department  of  Health  defines 
“potentially  infectious”  syphilis  as  fol- 
lows: 

(a)  All  untreated  cases  of  syphilis, 
irrespective  of  the  presence  or 
absence  of  visible  lesions  if 

(1)  of  either  sex,  and  the  infection 
is  of  two  years  or  less  duration, 
regardless  of  the  patient’s  age,  and 

(2)  females  within  the  child-bearing 
age  regardless  of  a longer  dura- 
tion of  infection,  until  the  meno- 
pause has  been  reached. 

(b)  All  treated  cases,  if  in  either  of 
the  above  categories  and  given 
less  than  the  equivalent  of  twenty 
injections  each  of  an  arsphen- 
amine  and  of  a heavy  metal  within 
a period  of  two  years. 

It  is  recognized  that  infectiousness  may 
extend  far  beyond  the  two-year  period 
and  that  these  minimum  treatment  re- 
quirements will  not  take  care  of  all 
patients.  The  great  majority  of  patients, 
however,  are  rendered  noninfectious  after 
two  years  of  time  or  by  twenty  injections 
each  of  an  arsphenamine  and  a heavy 
metal  compound,  and  it  is  reasonable  to 
believe  that  if  this  amount  of  treatment 
can  be  given  to  all  potentially  infectious 
cases  a decrease  in  incidence  will  result. 
This  amount  of  treatment  will  perma- 
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nently  arrest  the  disease  in  most  cases. 
The  health  official  has  fulfilled  his  ob- 
ligations when  these  requirements  have 
been  met. 

The  management  of  syphilis  among 
women  of  child-bearing  age  deserves 
special  mention.  It  has  been  stated  that 
the  enactment  of  a law  requiring  serologic 
tests  for  syphilis  in  pregnancy  obviates 
the  necessity  for  their  follow-up,  since 
the  discovery  of  the  disease  in  pregnancy 
and  subsequent  treatment  during  this 
period  will  prevent  congenital  syphilis. 
If  it  were  possible  to  see  that  all  women 
seek  prenatal  advice  early,  this  proposal 
would  be  sound.  At  present,  however, 
such  a plan  is  not  practicable.  Reports 
of  serologic  examinations  on  birth  cer- 
tificates received  during  January  and 
February,  1939,  indicate  that  only  25 
per  cent  of  prenatal  examinations  were 
made  prior  to  the  fifth  month.  Under 
these  circumstances,  it  is  possible  to  give 
adequate  treatment  during  pregnancy 
to  only  one-fourth  of  the  infected  women. 
As  I see  it,  the  prenatal  examination  law 
is  of  greatest  importance  because  it 
will  lead  to  the  discovery  of  syphilis  in 
women  who  will  be  treated  after  the  ter- 
mination of  their  pregnancies  to  prevent 
congenital  syphilis  in  possible  subsequent 
offspring. 

Whereas  the  health  officer  is  primarily 
concerned  with  the  masses,  the  individual 
patient  is  of  greater  interest  to  the 
practicing  physician,  and  his  responsi- 
bilities with  respect  to  his  patient  extend 
far  beyond  those  of  the  health  official. 
Adequate  antisyphilitic  treatment,  in- 
sofar as  the  attending  physician  is  con- 
cerned, should  be  nothing  short  of  the 
amount  to  cure  the  patient,  if  possible, 
or  to  permanently  arrest  the  disease, 
and  he  cannot  apply  percentage  proba- 
bilities to  the  patient  at  hand.  Twenty 
injections  each  of  arsphenamine  and 
bismuth  are  not  enough.  For  the  early 
case,  treatment  must  be  given  for  at 
least  a year,  and  usually  longer,  prefer- 
ably for  a full  year  after  the  serologic 
test  has  become  negative.  Under  no  cir- 
cumstances should  treatment  be  discon- 
tinued until  an  examination  of  the  spinal 


fluid  has  been  made.  Treatment  of  com- 
plicated cases  may  have  to  be  given  over 
a period  of  years,  and  all  patients  should 
be  kept  under  observation  for  life.  Nor 
can  the  practitioner  limit  his  attention  to 
any  given  class  of  patients.  Each  pa- 
tient in  whom  a diagnosis  of  syphilis 
is  made,  whether  congenital  or  acquired, 
early  or  late,  presents  a problem  for  the 
attending  physician  to  solve.  The  case 
must  be  considered  on  its  own  merits. 

Syphilis  control,  based  on  the  diagnosis 
and  treatment  of  the  disease,  obviously 
requires  the  close  cooperation  of  the 
practicing  physician  and  the  public 
health  official.  It  is  necessary  that  each 
understand  the  responsibilities  of  the 
other  and  that  they  work  together  so 
that  all  cases  receive  sufficient  treatment 
to  control  infectiousness  and  to  prevent 
late  manifestations  of  the  disease  with 
resultant  social  and  economic  loss. 

Discussion 

Dr.  Ralph  Muckenfuss,  New  York  City — 

I should  like  to  call  attention  to  the  statement 
of  Dr.  Brumfield  that — “The  diagnosis  of 
syphilis  is  essentially  a laboratory  problem.” 
This  is  subject  to  several  interpretations  and  is 
likely  to  lead  to  controversy  unless  elaborated 
and  the  meaning  of  his  next  sentence  made  more 
clear.  This  sentence  is:  “The  manifestations 

of  syphilis  may  simulate  almost  any  condition 
so  that  diagnoses  based  on  clinical  observations' 
alone  may  be  erroneous.”  This  sentence,  to 
my  mind,  is  of  paramount  importance  in  showing 
the  function  of  the  laboratory — not  the  diagnosis, 
but  as  an  aid  in  diagnosis,  an  aid  that  is  intended 
to  supplement  and  assist  in  the  explanation  of 
clinical  observations. 

Unless  this  function  is  made  clear,  there  is 
danger  that  the  laboratory  may  tend  to  supplant 
the  physician  in  the  diagnosis  of  syphilis,  and 
this  could  certainly  never  be  intended  by  any 
competent  laboratory  director. 

The  value  of  the  laboratory  in  assisting  the 
physician  will  be  determined  by  two  factors: 
the  accuracy  or  specificity,  and  the  sensitivity  of 
the  test  employed.  To  attain  the  maximum  of 
sensitivity  without  introducing  false  reactions 
is  difficult  and  requires  constant  alertness, 
attention  to  all  technical  details,  and  continuous 
research  into  methods  of  improving  the  test. 

The  number  of  different  serologic  tests  and 
the  infinite  variations  in  recognized  tests  show 
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that  laboratory  workers  are  aware  of  the  short 
comings  of  available  methods  and  are  constantly 
striving  to  improve  them. 

In  this  respect,  New  York  State  is  peculiarly 
fortunate.  The  State  Division  of  Laboratories 
and  Research  has,  over  a period  of  many  years, 
constantly  improved  the  reliability  of  serologic 
examinations  for  syphilis.  The  latest  develop- 
ment, quantitative  complement-fixation,  has  the 
scientific  advantage  of  giving  extremely  ac- 
curate and  delicate  measurements  of  the  reacting 
power  of  serum.  Although  requiring  the  re- 
adjustment to  a new  method  of  reporting,  this 
should  be  no  more  difficult  for  the  physician 
than  changing  the  recording  of  temperatures 
from  a Fahrenheit  to  a Centigrade  scale.  Ac- 
curate quantitation  offers  the  possibility  of  ad- 
vantages making  this  mental  readjustment 
worth  while.  The  ultimate  value  to  the  clinician 
can  only  be  determined  with  the  passage  of 
years. 

The  function  of  the  Public  Health  Laboratory 
in  raising  the  standards  of  efficiency  of  clinical 
laboratories  in  the  area  served  is  coming  to  be 
recognized  more  and  more  as  an  important  duty. 
Although  the  details  of  methods  have  varied, 
the  demand  that  such  control  be  assumed  by 
states  and  larger  municipalities  is  growing 
rapidly.  The  careful  administration  of  what- 
ever method  may  be  chosen  cannot  but  be 
beneficial  to  the  physician  who  must  diagnose 
and  treat  syphilis. 

In  conclusion,  I wish  to  re-emphasize  the 
role  of  the  laboratory  as  an  aid  to  the  clinician 
in  the  diagnosis  and  treatment  of  syphilis. 

Dr.  Theodore  Rosenthal,  New  York  City — 
The  title  of  Dr.  Brumfield’s  paper  is  a most 
appropriate  one,  as  it  indicates  that,  in  fact, 
the  principal  factor  in  syphilis  control  is  the 
medical  one.  Consideration  of  this  takes  us 
back  to  the  medical  school  where  the  student 
should  be  taught  not  only  the  medical  aspects  of 
syphilis,  but  also  its  public  health  aspects. 

When  the  student  completes  his  medical 
course  and  as  a young  practitioner  leaves  his 
hospital  internship  to  begin  practice,  he  should 
be  acquainted  with  his  duties,  responsibilities, 
and  obligations  to  the  public  health  authority 
in  connection  with  his  handling  of  patients  with 
one  of  several  communicable  diseases  in  which 
the  community  has  a real  interest. 

In  connection  with  the  laboratory  diagnosis  of 
syphilis,  it  is  interesting  to  mention  Colonel 
Harrison’s  experiences,  as  related  in  a recent 


issue  of  the  Journal  of  the  American  Medical 
Association,  in  which  he  found  viable  spirochetes 
in  capillary  tubes  containing  chancre  fluid  after 
seventy-five  or  eighty  days. 

In  New  York  City  the  standards  of  economic 
eligibility  agreed  to  by  the  five  county  medical 
societies  are  used  in  health  department  clinics. 
As  a matter  of  fact,  it  is  our  aim  to  distribute  the 
burden  of  patients  to  the  physicians  in  the  com- 
munity by  referring  patients  to  doctors’  offices 
rather  than  increase  the  case  loads  of  individual 
clinics. 

The  selection  of  proper  medical  and  nursing 
personnel  is,  of  course,  most  important.  Physi- 
cians in  charge  of  venereal  disease  clinics  should 
be  not  only  professionally  competent,  but  should 
have  administrative  and  executive  ability  in 
order  to  discharge  their  duties  properly.  Physi- 
cians only  administer  antisyphilitic  drugs  and 
take  blood  for  serologic  examination  in  the 
clinics  operated  by  the  New  York  City  Depart- 
ment of  Health. 

The  importance  of  a friendly  and  pleasant 
attitude  by  clinic  personnel  cannot  be  over- 
emphasized; as  Moore  has  said — “a  smile  in 
the  clinic  is  worth  two  follow-up  workers.” 

The  necessity  of  familiarity  with  the  standards 
of  infectiousness  and  “potential  infectious 
syphilis  cases”  has  been  emphasized  by  the 
administration  of  the  premarital  and  prenatal 
examination  laws.  The  standards  in  New  York 
City  are  the  same  as  those  of  the  State  Health 
Department. 

In  conclusion,  the  reciprocal  relationship  of 
the  various  factors  in  any  syphilis  control  setup 
can  be  briefly  summarized  as  follows : 

The  responsibility  of  the  patient  is  to  submit 
to  treatment  by  a physician;  to  conduct  himself 
so  as  not  to  cause  spread  of  the  disease;  to  con- 
tinue under  treatment  until  discharged  by  the 
physician,  etc. 

Duties  of  physician:  to  report  to  the  health 
department  persons  infected  with  syphilis  and 
gonorrhea;  to  instruct  patient;  to  give  patient 
optimum  number  of  treatments;  to  promptly 
report  lapsed  patients. 

Duties  of  health  authority:  to  protect  the 

confidential  nature  of  all  reports  and  records; 
to  enforce  provisions  of  the  sanitary  code  deal- 
ing with  examination  of  persons  infected  with 
venereal  disease;  to  require  hospitalization  for 
infectious  cases  where  sanitary  code  regulations 
are  not  complied  with;  to  supply  free  drugs  to 
physicians,  postgraduate  instruction  and  con- 
sultation service  to  practicing  physicians. 


“Whisky  has  saved  the  lives  of  many  new-  “What  makes  the  cop  so  fat?” 

born  babes,”  says  a country  doctor.  Only  very  “Probably  too  much  traffic  jam.” — Christian 
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SUBACUTE  BACTERIAL  ENDOCARDITIS  CASE 

New  Method  of  Treatment 


Kurt  Lippmann,  M.D.,  New  York  City 


IN  the  treatment  of  subacute  bacterial 
endocarditis  sulfanilamide  and  its 
derivatives  have  not  been  found  as 
effective  as  could  be  expected  after  the 
striking  results  obtained  in  hemolytic 
streptococcic  infections.  Capps1  doubts 
the  value  of  chemotherapy  in  the  treat- 
ment of  the  ordinary  septic  case  with  high 
fever  and  numerous  embolic  phenomena. 

Most  of  the  recovered  cases  reported 
in  the  literature  fail  to  present  sufficient 
evidence  to  be  regarded  as  the  usual  type 
of  subacute  bacterial  endocarditis  in  the 
active  stage.  Spontaneous  recovery  has 
been  observed  by  Libman2  in  3 per  cent 
of  his  cases.  Capps1  reported  11  cases 
of  complete  recovery,  but  as  he  has  seen 
no  instance  of  recovery  since  1924  he 
believes  that  all  these  recovered  cases 
represent  the  percentage  of  milder  cases 
always  found  during  an  epidemic  wave. 
In  his  opinion  such  an  epidemic  wave 
occurred  in  the  years  before  1924,  reach- 
ing its  peak  in  that  year.  Kissling3  re- 
ported only  1 case  of  recovery  out  of  43 
studied. 

In  a symposium  on  therapeutic  meas- 
ures in  endocarditis  lenta  arranged  in 
1935  by  the  editors  of  Medizinische  Klinik 4 
a number  of  outstanding  German  physi- 
cians stated  that  of  all  cases  observed 
(about  200)  none  recovered  and  the 
mortality  in  this  disease  was  estimated 
as  100  per  cent. 

Claims  of  a successful  treatment  of 
subacute  bacterial  endocarditis  are  re- 
markably rare  and  not  very  impressive. 

Kollargol,  gentian  violet,  and  arsphen- 
amine  have  been  used  but  are  of  doubtful 
value.  Blood  transfusions  with  the  blood 
of  the  donors  immunized  with  the  patient’s 
organism  hardly  proved  successful5;  vac- 
cine therapy  was  disappointing.  Capps1 
achieved  favorable  results  by  employing 
sodium  cacodylate  intravenously. 

The  era  of  sulfanilamide  therapy  raised 


new  hopes  for  obtaining  an  effective 
remedy  against  subacute  bacterial  endo- 
carditis. Manson  Bahr6  reported  2 cases 
that  recovered  completely  after  intra- 
venous injections  of  prontosil.  Impres- 
sive as  this  report  appears,  especially  the 
remarkable  suddenness  of  recovery  closely 
following  the  prontosil  injections,  none 
of  his  cases  could  be  considered  as  the 
usual  type  of  the  disease.  In  Novem- 
ber, 1938,  Major  and  Leger7  in  administer- 
ing prontosil  intravenously  described 
sudden  improvement  of  a case  which 
evidently  had  all  the  symptoms  of  the 
usual  type.  Unfortunately,  the  patient 
died  very  soon  afterward  of  cardiac 
failure.  Kelson  and  White8  recently 
reported  striking  results  in  using  a com- 
bination of  sulfapyridine  and  heparin. 
Considering  the  fact  that  as  a rule  the 
streptococci  lie  near  the  periphery  of  the 
vegetation,  the  authors  in  their  new 
method  of  treatment  directed  their  efforts 
toward  the  vegetations  and  the  embolic 
phenomena  of  the  disease.  The  anticoagu- 
lant was  used  by  them  in  an  attempt  to 
prevent  further  thrombotic  deposition 
on  the  surface  and  to  prevent  embolism 
from  freeing  of  fresh  thrombus;  with  the 
help  of  heparin  they  believe  they  are 
able  to  check  also  the  growth  of  the 
vegetations  themselves. 

Before  discussing  the  method  used  in 
the  writer’s  case  some  facts  about  the 
etiology  and  pathogenesis  of  the  disease 
may  be  recalled  and  the  fate  of  the  organ- 
ism in  the  blood  considered. 

Streptococcus  viridans  and  anhemo- 
lyticus  represent  the  causative  bacteria 
in  about  95  per  cent;  in  most  cases 
Str.  viridans  is  the  guilty  organism.  The 
so-called  focal  infections  play  an  impor- 
tant role  in  the  origin  of  the  disease. 
Schottmiiller9’10  stated  that  the  enormous 
bactericidal  forces  of  the  human  blood 
are  responsible  for  the  low  degree  of 
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virulence  of  Str.  viridans.  Laboratory 
tests  have  shown  that  the  blood  is  able  to 
kill  an  enormous  quantity  of  bacteria 
within  a few  hours.  Embolism  plays  a 
secondary  role  as  the  cause  of  death. 
“The  cause  of  death  is  generally  ex- 
haustion; myocardial  failure  when  pres- 
ent is  due  to  the  general  weakness  of  the 
toxemia  and  anemia.”  (Libman  and 
Friedberg.11) 

Considering  that  in  the  fight  against 
the  disease  the  phagocytes  are  of  great- 
est importance  in  controlling  the  infec- 
tion, all  efforts  should  be  directed  toward 
the  reticulo-endothelial  system  in  stimu- 
lating the  production  of  phagocytes. 
Both  the  bacteriostatic  power  of  sulfa- 
nilamide or  its  derivatives  and  the 
additional  action  of  such  an  agent  to  in- 
crease the  number  of  phagocytes  may 
prove  a powerful  medication  in  the  treat- 
ment of  subacute  bacterial  endocarditis. 
This  agent  should  also  support  or  carry 
forward  the  limited  effect  of  sulfanil- 
amide on  the  production  of  antibodies, 
counteract  the  toxic  effect  on  the  general 
condition  of  the  patient,  and  check  any 
possible  leukopenia;  on  the  other  hand 
the  drug  should  control  the  symptoms  of 
secondary  anemia  which  always  follows 
the  usual  type  of  the  disease. 

Sulfanilamide  inhibits  the  growth  of 
the  organism  but  only  in  the  presence  of 
white  blood  corpuscles,  including  poly- 
morphs.12 Although  the  drug  itself  has 
no  stimulating  effect  on  the  phagocytes, 
it  alters  the  bacteria  in  some  way, 
rendering  them  more  easily  phagocyt- 
ized.13  Osgood14  demonstrated  that  sulfa- 
nilamide itself  does  not  kill  the  bacteria 
but  that  it  in  some  way  facilitates  the 
action  of  small  amounts  of  specific  anti- 
bodies on  the  organism,  effecting  the 
production  of  toxines.  In  meningococcic 
septicemia15  and  in  pneumonia  the  use  of 
both  the  drug  and  specific  serums  gave 
better  results  than  sulfanilamide  alone. 

Without  the  knowledge  of  a previous 
report  on  the  use  of  arsenicals  in  the 
treatment  of  the  disease16  this  writer  in 
his  case  applied  a new  method  in  using 
both  the  actions  of  sulfanilamide  and 
derivatives  and  an  arsenical  compound — 


1 per  cent  solution  of  ammonium  hepten- 
chlorarsonate.  * 

Arsenical  compounds  (excluding  the 
arsphenamine  group)  have  always  been 
useful  in  the  treatment  of  the  anemias, 
in  chlorosis,  malnutrition,  localized  tuber- 
culosis, and  also  in  the  treatment  of 
leukemia  and  related  diseases.  Recent 
investigations1’17  revealed  that  the  ar- 
senicals represent  a powerful  stimulant 
on  the  reticulo-endothelial  system.  Un- 
fortunately, most  of  the  products  (sodium 
cacodylate)  are  unreliable  because  of  the 
firm  combination  in  which  the  arsenic  is 
held  and  the  small  and  variable  amounts 
of  the  active  constituents  that  are 
liberated. 

In  his  case  of  subacute  bacterial  endo- 
carditis as  evidenced  by  high  fever,  posi- 
tive blood  culture,  embolic  closure  of 
several  arteries,  petechia,  spleen  enlarge- 
ment, Osier  node,  and  the  physical  signs 
of  a valvular  lesion,  this  writer  achieved 
remarkable  success  following  closely  the 
sulfanilamide  and  arsenical  treatment. 

Case  Report 

I.  M.,  a white  man,  aged  53,  had  a rheumatic 
history — rheumatic  heart  (insufficiency) — and  a 
tonsillectomy  in  November,  1938. 

On  April  20,  1939,  he  started  with  headaches 
and  fatigue,  fullness  after  meals,  loss  of  appetite, 
and  constipation,  but  moderate  temperature. 

On  April  29  he  experienced  shaking  chills 
lasting  fifteen  minutes  and  his  temperature  was 
103  F. 

On  May  3 the  patient  was  first  examined  by 
the  writer;  at  that  time  he  complained  of  head- 
aches and  fainting  spells,  abdominal  pressure, 
a drawing  pain  of  the  extremities,  and  a loss  of 
appetite.  His  temperature  varied  between  103 
and  104  F.;  pulse  was  120  and  blood  pressure 
100/90;  tongue  was  dry  and  coated  and  acute 
pharyngitis  was  present.  There  was  a slight 
systolic  murmur  at  the  apex  of  the  heart.  The 
lungs  were  clear  and  resonant.  The  spleen  was 
not  palpable  and  the  abdomen  was  distended  and 
sensitive  to  pressure.  Blood  sedimentation  rate 
(Fig.  1)  was  18  mm.  in  twenty  minutes  (Linzen- 
meier  method) ; w.b.c.  11,000. 

During  the  following  days  the  patient  showed 
symptoms  of  pleuritis  sicca  of  the  left  side. 

Examination  on  May  19  found  him  in  fair 
condition  with  normal  temperature.  Sedimen- 
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FIG.  1 


Date 
May  3 

May  8 
May  19 

May  29 

H.B. 

R.B.C. 

W.B.C. 

11,000 

9.000 

8.000 

12,000 

Sed.  Rate 
18  mm.  in 
20  min.* 

18  mm.  in 
40  min. 
18  mm.  in 
18  min. 

May  30 

60% 

3,900,000 

16,000 

May  31 
June  2 

13  Gm.** 

4,320,000 

8,200 

65  mm.*** 
in  45  min. 

June  3 

12  Gm. 

4,160,000 

7,500 

June  7 

11.6  Gm. 

4,160,000 

13,000 

June  24 

55% 

3,300,000 

5,000 

July  7 

65% 

3,800,000 

6,000 

Aug.  4 

75% 

4,300,000 

7,300 

Sept.  9 
Sept.  27 

75% 

4,050,000 

7,200 

18  mm.  in 
100  min. 

* Normal  = 18  mm.  in  100  min.  or  longer. 

**  15.5  Gm.  = 100%. 

***  Normal  = 8.  mm.  in  45  min. 

tation  rate  (Fig.  1)  was  18  mm.  in  forty  minutes; 
w.b.c.  8,000.  Fluoroscopic  examination  showed 
the  heart  not  enlarged  and  the  lungs  clear. 

Against  advice  the  patient  left  for  the  country 
for  a rest. 

On  May  28  the  writer  was  called  again. 
Patient  complained  of  general  weakness  and 
severe  pain  in  the  left  calf,  which  made  walking 
impossible.  This  pain  had  developed  during 
his  stay  in  the  country  and  was  first  noticed  on 
May  22.  He  had  experienced  shaking  chills  on 
May  24.  Examination  revealed:  temperature 
105  F. ; pulse  120,  of  poor  quality.  There  was 
loud  and  rough  systolic  murmur  at  the  apex  and 
over  the  mitral  valve.  Spleen  was  not  pal- 
pable; no  petechia  and  no  Osier  nodes.  The 
left  leg  was  very  sensitive  in  the  region  of  the 
arteria  tibialis  posterior,  three  fingers  below  the 
knee  joint  (embolus).  W.b.c.  was  16,000  and 
the  sedimentation  rate  (Fig.  1)  was  18  mm.  in 
eighteen  minutes. 

On  May  30  he  had  another  attack  of  chills. 

Patient  was  hospitalized  (Hospital  for  Joint 
Diseases)  on  May  3 1 . The  temperature  dropped 
to  102  F.  the  first  day  and  remained  low  the 
following  days.  On  June  2 shaking  chills  oc- 
curred again.  On  June  4 embolic  closure  of  the 
right  arteria  peronea  was  noted  (Fig.  2).  Blood 
culture:  Streptococcus  veridans — colonies  too 

numerous  to  count;  w.b.c.  ranged  between 
8,200  and  13,800;  r.b.c.  4,160,000;  lymphocytes 
23  per  cent ; nonsegment-neutrophiles  5 per  cent ; 
sedimentation  rate  (Fig.  1)  18  mm.  in  sixty-five 
minutes. 

In  the  course  of  the  disease,  being  treated  at 
his  home  with  sulfanilamide,  neo-prontosil,  and 
sulfapyridine,  the  patient  showed  the  following 


Non- 

Seg-  segment  Blood 


ment 

Lymph  Neutro. 

Eo. 

Mono. 

Cultures 

78%  • 

28% 

1% 

3% 

78% 

75% 

28% 

20% 

4% 

5% 

Streptococcus  viri- 
dans.  (Colonies: 
too  numerous  to 
count.) 

59% 

70% 

70% 

69% 

47% 

59% 

32% 

23% 

27% 

29% 

49% 

37% 

3% 

5% 

1% 

1% 

1% 

3% 

2% 

?! 

3% 

1% 

2% 

Culture  sterile  after 
eight  days  incu- 
bation 


additional  symptoms:  clubbing,  petechiae,  en- 

largement of  the  spleen,  embolic  closure  of  the 
right  arteria  radialis.  Red  blood  corpuscles 
had  occasionally  been  found  in  the  urine.  The 
number  of  r.b.c.  dropped  to  3,200,000  and  the 
number  of  w.b.c.  dropped  to  5,000;  hemoglobin 
was  58  per  cent  (June  28).  One  Osier  node  was 
observed  on  the  pad  of  the  left  middle  finger 
( J une  11).  On  June  20  patient  became  extremely 
ill;  a grayish  yellow  complexion  with  sunken 
pinched  features  and  a dry  brownish  tongue 
made  him  appear  to  be  failing  rapidly. 

On  June  28  the  picture  suddenly  changed. 
After  ammonium  heptenchlorarsonate  had  been 
employed  a remarkable  improvement  took  place 
and  continued  with  subsequent  injections.  The 
temperature  fell  below  100  F.  within  a few  days, 
the  tongue  cleaned,  the  cardiac  murmur  softened, 
and  the  entire  expression  of  the  patient’s  face 
brightened.  He  felt  like  a “new  man.”  No 
further  embolic  phenomena  were  noticed.  The 
number  of  the  r.b.c.  increased  to  4,300,000  and 
the  hemoglobin  to  75  per  cent;  the  number  of 
w.b.c.  increased  from  5,000  to  6,000  and  finally 
reached  7,300.  A lymphocytosis  of  49  per  cent 
was  present.  The  enlargement  of  the  spleen 
disappeared.  The  appetite  became  excellent 
and  the  patient  expressed  the  desire  to  go  back  to 
business. 

One  month  after  the  commencement  of  the 
treatment,  patient  was  allowed  to  sit  up  in  bed, 
two  months  later  he  was  able  to  walk  about  like 
a normal  individual,  and  ten  weeks  later  (since 
the  middle  of  August)  he  was  out  in  the  streets 
enjoying  the  fresh  air.  Since  the  end  of  August 
the  patient  has  attended  to  his  business,  spend- 
ing more  than  five  hours  at  his  office  without 
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feeling  any  ill  effects.  Blood  culture  findings  on 
September  27  were:  culture  sterile  after  eight 
days’  incubation  at  37.5  C. ; temperature  98.6  F. 
rectal.  On  October  9 the  sedimentation  rate 
(Fig.  1)  was  18  mm.  in  one  hundred  minutes. 

The  treatment  consisting  of  sulfanilamide  and 
derivatives  and  injections  of  1 per  cent  solution 
of  ammonium  heptenchlorarsonate  was  carried 
out  as  follows: 

On  June  7 and  8 a small  dose  of  sulfanilamide 
(30  grains  in  twenty-four  hours)  was  given  at 
three-hour  intervals.  On  June  10,  11,  and  12, 
the  patient  received  60,  75,  90  grains,  respec- 
tively. For  the  following  days  the  drug  was  dis- 
continued and  neo-prontosil  was  given  by  mouth. 
On  June  15,  16,  and  17,  the  patient  took  90,  80, 
90  grains  of  the  drug,  respectively.  Because  of  a 
new  severe  attack  requiring  the  use  of  hypnotics 
neo-prontosil  was  discontinued.  From  June  21 
until  June  23,  40  grains  of  sulfapyridine  were 
given.  Because  of  nausea  and  of  leukopenia 
(5,000  w.b.c. — Fig.  1)  the  drug  had  to  be  dis- 
continued and  from  June  24  until  June  27  no 
medication  was  given. 

On  June  28  the  first  series  of  daily  injections 
of  1 cc.  of  1 per  cent  solution  of  ammonium 
heptenchlorarsonate  was  started  in  continuance 
of  which  the  improvement  of  the  general  condi- 
tion became  more  and  more  apparent.  On 
July  7 the  patient  received  the  last  intramuscular 
injection  of  the  first  series.  After  an  interval 
of  four  days  a second  series  began;  2 cc.  of  1 
per  cent  solution  of  ammonium  heptenchlor- 
arsonate were  given  approximately  every  other 
day.  On  August  4 the  patient  received  the  last 
injection.  Altogether  585  grains  equal  to  32 


grams  of  sulfanilamide  and  derivatives  and  30  cc. 
of  the  arsenical  drug  were  administered. 

Hematologic  and  laboratory  findings  are  pre- 
sented in  Fig.  1.  The  results  of  sedimentation 
rates  and  blood  cultures,  the  drop  of  the  number 
of  w.b.c.  to  5,000  under  sulfanilamide  therapy, 
the  appearance  of  a lymphocytosis  of  49  per  cent 
with  an  increase  of  the  rate  of  the  w.b.c.,  and  the 
improvement  of  the  anemic  condition  under  the 
arsenical  treatment  are  interesting  facts. 

The  fever  was  mainly  of  intermittent  character 
(Fig.  2).  Shaking  chills  occurred  on  April  29, 
May  30,  June  2,  and  frequently  on  June  18  and 
June  19.  Embolic  phenomena  were  noticed  on 
May  22  (left  calf),  June  4 (right  arteria  peronea), 
June  18  (embolic  closure  of  the  right  arteria 
radialis),  June  19  (petechiae  of  conjunctiva  of 
the  right  eye). 

Summary  and  Conclusion 

In  this  case  of  subacute  bacterial  endo- 
carditis of  usual  severity  with  numerous 
embolic  phenomena,  a sudden  remark- 
able recovery  was  observed  closely  follow- 
ing the  administration  of  sulfanilamide 
and  the  arsenical  compound.  Under 
sulfanilamide  treatment  of  short  duration 
no  improvement  of  the  condition  was 
noticed.  Recovery  began  after  the  fourth 
or  fifth  injection  of  1 per  cent  solution 
ammonium  heptenchlorarsonate.  The 
arsenical  drug  had  an  excellent  effect  on 
the  general  condition  and  appetite  of  the 
patient  and  increased  hemoglobin,  the 
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number  of  the  r.b.e.  and  of  the  w.b.c. 
(phagocytes). 

Besides  its  bacteriostatic  and  toxines 
neutralizing  effect,  the  mode  of  action  of 
sulfanilamide  in  this  case  may  be  in- 
terpreted as  preparatory  to  the  action  of 
the  arsenical  drug  in  altering  the  bacteria, 
thus  making  them  more  easily  phago- 
cytized. 

The  arsenical  treatment  should  be  con- 
tinued for  a longer  period  of  time  or  re- 
peated in  short  intervals.  During  re- 
covery blood  cultures  should  be  taken 
weekly  or  at  least  twice  a month.  Posi- 
tive blood  cultures  or  the  recurrence  of 
clinical  symptoms  indicate  immediate  ad- 
ministration of  sulfanilamide  or  its  de- 
rivatives, followed  by  the  arsenical  drug. 

Confident  of  his  good  physical  condition 
the  patient  in  this  case  refused  further  ob- 
servation and  treatment. 

It  is  too  soon  to  consider  this  case  as 
completely  recovered — yet  the  fact  of  the 


sudden  improvement  of  a severe  case  of 
subacute  bacterial  endocarditis  may 
justify  an  early  report. 

2138  Wallace  Avenue 
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AMERICAN  HEART  ASSOCIATION 

The  Sixteenth  Scientific  Sessions  of  the 
American  Heart  Association  will  be  held  at  the 
Hotel  Roosevelt,  New  York  City.  The  general 
cardiac  program  will  be  given  on  Friday,  June  7, 
and  the  program  of  the  Section  for  the  Study 
of  the  Peripheral  Circulation  on  Saturday, 
June  8. 


DON’T  VERGE 

In  these  days  of  change  and  uncertainty,  re- 
marks the  Ohio  State  Medical  Journal,  the  county 
medical  society  which  does  not  have  an  alert 
committee,  possessed  of  intestinal  fortitude, 
representing  the  society  on  questions  of  public 
relations,  might  just  as  well  admit  that  it’s  verg- 
ing on  a state  of  coma. 


AMERICAN  STUDENT  HEALTH  ASSOCIATION  MEETING— NEW  YORK  STATE 
SECTION 


This  annual  meeting  will  be  held  at  New  York 
State  College  for  Teachers,  Albany,  May  11, 
1940,  at  10:00  a.m. 

All  college  physicians,  nurses,  physical  educa- 
tion teachers,  guidance  and  health  personnel  are 
cordially  invited  to  be  present  and  to  partici- 
pate in  the  group  discussions  following  each  topic. 

The  program  centers  around  the  following 
phases  of  Health  and  Physical  Education  for 
college  students. 

1.  Five-year  study  of  tuberculosis  control 
in  State  Teacher  Educating  Institutions. 


2.  Social  Hygiene. 

3.  Recent  policies  of  the  American  Student 
Health  Association. 

4.  Guidance. 

5.  Coordination  of  Health  Service  and  Physi- 
cal Education. 

6.  Function  of  College  Hygiene  in  Student 
Living. 

Lillian  DeArmit,  M.D.,  President 
Adrien  G.  Gould,  M.D.,  Vice-President 
Jane  N.  Baldwin,  M.D.,  Secretary-Treasurer 


TUBERCULOSIS— EARLY  DIAGNOSIS  CAMPAIGN 

“The  X-ray  Reveals  Tuberculosis  Before  campaign  carried  on  annually  by  the  more  than 
Symptoms  Appear”  is  the  slogan  for  this  year’s  2,000  tuberculosis  associations  throughout  the 
Early  Diagnosis  Campaign — an  educational  country  during  April. 


TREATMENT  OF  CORPOREAL  CARCINOMA 
WITH  RADIUM 

Hyman  Strauss,  M.D.,  Brooklyn,  New  York 


Carcinoma  of  the  fundus  uteri,  in  our 
experience,  seems  to  be  increasing 
in  frequency.  Can  this  be  due  to  the 
increasing  interest  in  cancer  in  general 
as  well  as  in  radiation  therapy? 

In  the  past,  surgeons  seem  to  have 
relied  upon  surgery  exclusively.  The 
gynecologists  have  usually  combined  ra- 
diation with  surgery  either  pre-  or  post- 
operatively.  ‘In  patients  with  far-ad- 
vanced lesions,  radiation  therapy  was  the 
sole  remaining  modality  in  our  arma- 
mentarium. Because  of  our  increasing 
knowledge  of  the  efficacy  of  radiation 
therapy,  its  use  is  gradually  being  ex- 
tended to  those  cases  that  are  classed 
as  poor  surgical  risks  (e.g.,  patients  with 
cardiac  disease,  nephritis,  diabetes,  hemi- 
plegia, senile  arteriosclerosis,  marked 
obesity,  etc.).  Is  it  a mere  coincidence 
that  we  have  never  observed  a fundal 
carcinoma  in  a thin  individual?  More- 
over, at  the  present  time,  there  is  an 
increase  in  the  use  of  radium  therapy 
even  in  good  surgical  risks.  Since  the 
incidence  of  inoperable  carcinoma  of  the 
corpus  has  increased,  it  has  become 
imperative  for  us  to  find  a satisfactory 
form  of  radiation  treatment  for  this  large 
group  of  patients. 

Healy,  in  an  address  before  the  Ameri- 
can Gynecological  Society  in  1933,  said, 
“Adenocarcinoma  of  the  corpus  is  going 
out  of  the  hysterectomy  class  into  the 
radiation  class.”  Judging  from  the  litera- 
ture, this  opinion  is  shared  by  men  of 
considerable  experience,  Burn  am,  Neill, 
Cutler,  Schmitz,  Heyman,  Arneson, 
Greenhill,  and  others.  However,  before 
radiation  can  replace  surgery,  leading 
clinics  must  show  by  statistics  a sig- 
nificantly higher  percentage  of  five-  and 
ten-year  salvages  than  has  been  obtained 
by  surgery.  For  these  reports  to  be  of 


any  value,  cases  must  be  tabulated  both 
as  to  their  clinical  extent  and  pathologic 
groupings.  It  is  unfair  to  place  all 
carcinomas  in  a single  group  and  to  ex- 
pect the  radiation  results  in  Group  4 to 
compare  favorably  with  the  surgical 
results  in  Group  1. 

We  feel  that,  in  those  cases  of  uterine 
carcinoma  designated  by  the  pathologist 
as  Grades  1 and  2,  radiation  is  as  effec- 
tive as  surgery  without  its  immediate 
mortality.  When  the  pathologic  process 
is  limited  to  the  endometrium  the  modal- 
ity employed  matters  very  little,  but  when 
the  process  has  advanced  beyond  the 
muscular  barrier  much  better  results 
follow  conservative  treatment.  In  Grades 
3 and  4,  radiation  alone  seems  to 
be  superior  to  surgery.  In  uteri  with 
distended  and  distorted  cavities  caused 
by  either  intramural  or  submucous  fi- 
broids, polypi,  or  bulky  everting  neo- 
plasms, surgery,  wherever  feasible,  is 
advisable  but  should  be  preceded  by 
radiation.  This  conclusion  is  based  on 
past  experience  when  a single  intrauterine 
tandem  was  applied.  Our  more  recent 
cases  with  multiple  radium  applicators 
within  the  corpus  are  giving  better  im- 
mediate results  and  promise  still  better 
results  for  the  future. 

Radium  applied  at  the  time  of  curet- 
tage holds  in  check  all  cancer  cells  within 
the  irradiated  area  including  any  viable 
cells  that  may  have  been  liberated.  High 
voltage  x-ray  therapy  has  a similar  but 
less  potent  effect.  Of  course,  we  are 
anxious  to  use  that  modality  which  in  the 
long  run  will  prove  to  be  best  for  the 
patient.  We  respectfully  leave  to  those 
who  have  greater  clinical  facilities  the 
statistical  survey  proving  the  superiority 
of  one  modality  to  that  of  another. 

Adequate  dosage  and  proper  distribu- 
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tion  of  radium  constitute  essential  pre- 
requisites for  the  radiation  treatment  of 
fundal  malignancies.  It  is  probable  that 
heretofore  the  lack  of  proper  applicators 
may  have  retarded  the  more  frequent 
use  of  radium  in  uterine  neoplasms. 
We  realize  that  no  prearranged  mechani- 
cal applicator  will  suit  all  patients, 
nor  do  we  advocate  that  the  patient  be 
made  to  fit  the  applicator.  For  these 
reasons  we  are  presenting  several  types 
of  intrauterine  radium  containers. 

To  the  roentgen  therapeutist,  we  leave 
the  details  and  factors  of  external  radia- 
tion because  it  is  beyond  the  scope  of  this 
paper. 

In  the  treatment  of  fundal  carcinoma 
our  aim  is  to  destroy  the  tumor  com- 
pletely, sterilize  its  bed,  and  seal  the 
adjacent  lymphatics.  This  necessitates 
the  use  of  sufficient  radiation  properly 
distributed  throughout  the  uterus.  One 
should  know  the  size  and  shape  of  the 
cavity  and  be  aware  of  the  presence  of 
fibroids  or  polypi  before  attempting  to 
treat  a particular  patient.  Knowledge 
of  the  exact  location  of  the  lesion  is  a 
sine  qua  non  for  successful  therapy.  One 
should  know,  as  far  as  it  is  possible  to 
determine,  the  extent  of  the  growth,  the 
degree  of  uterine  mobility,  and  the  pres- 
ence or  absence  of  parame trial  invasion. 
Such  information  may  be  ascertained  by 
an  abdominal  and  rectal  examination, 
probing  the  uterus  with  a graduated 
sound,  measuring  the  in  ter  cornual  dis- 
tance by  the  Schmitz  Uterometer  and 
by  curettage.  At  present,  hysteroscopic 
examination  is  not  satisfactory.  Hyster- 
ography  by  methods  used  up  until  now 
is  contraindicated.  Sampson  in  1934 
most  ably  pointed  out  the  limitations 
of  intracavitary  radium  application.* 

Since  no  claim  to  priority  is  made  in 
applying  multiple-area  intrauterine  ra- 
dium, an  exhaustive  search  for  the  pio- 
neers who  developed  this  technic  was  not 
attempted.  We  gladly  pay  intellectual 
tribute  to  our  contemporaries  and  prede- 
cessors whose  work  has  influenced  ours. 

Hey  man,  at  the  Radium-hemmet,  in- 

*  Through  the  courtesy  of  Dr.  Sampson,  lantern  slides 
of  hysterograms  illustrating  these  difficulties  were  pre- 
sented at  the  reading  of  this  paper  at  the  Annual  Meeting 


troduces  a large  number  of  separate 
capsules  within  the  uterus.  This  method, 
when  finally  developed,  may  be  satis- 
factory if  the  time  factor  is  sufficiently 
short,  thus  decreasing  the  possibility  of 
motion. 

Stacy,  Bowing,  and  Fricke,  at  the 
Mayo  Clinic,  have  been  using  an  intra- 
uterine tandem  applied  at  various  levels, 
instead  of  several  capsules  simultaneously. 

The  late  John  O.  Polak,  of  Brooklyn, 
used  radium  capsules  within  a “T  shaped” 
gallbladder  drainage  tube  to  irradiate 
fundal  lesions. 

In  1930  William  L.  Brown,  of  Chicago, 
described  a multiple-area  intrauterine 
radium  applicator  in  the  shape  of  a 
rosette  with  three  capsules,  each  of  which 
is  attached  to  the  end  of  a flexible  sound. 
They  are  held  together  by  a sheath  that 
fastens  over  their  distal  portions.  The 
protruding  springs  are  graduated  so  that 
their  levels  can  be  varied  and  noted. 
This  applicator  is  flexible  and  adjustable 
so  that  the  dose  may  be  varied  for  differ- 
ent areas,  thus  reducing  local  tissue  in- 
jury and  destruction  at  any  single  point. 
When  the  cavity  is  asymmetrical,  Brown’s 
applicator  is  more  suitable  because  it 
radiates  a broader  field.  Its  limitation 
lies  in  the  fact  that  the  source  of  radiation 
from  the  central  capsule  comes  from  the 
tip  rather  than  the  side  of  the  applicator. 

In  1931  Diehl  described  the  Heidel- 
berg radium  applicator  for  the  fundus. 
This  is  a rosette  similar  in  construction 
to  Brown’s  applicator  but  less  adaptable. 

In  1933  Elizabeth  Hurdon  of  the  Marie 
Curie  Hospital,  of  London,  described  a 
method  of  placing  a small  radium  capsule 
in  each  cornua  by  means  of  flexible 
wires  along  the  side  of  a central  tandem. 
This  applicator  has  no  obvious  advantage 
over  those  that  preceded  it. 

At  the  1935  session  of  the  American 
Radium  Society,  Henry  Schmitz  pre- 
sented his  “Y  shaped”  intrauterine  ra- 
dium applicator.  It  was  this  careful 
and  thorough  radiologic  presentation  that 
inspired  us  to  undertake  the  present 
study.  For  details  concerning  the  meas- 
urements of  the  cavity  and  walls  of  the 
uterus,  equal  intensity  curves,  and  other 
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pertinent  factors,  one  must  consult  his 
original  article.  The  lateral  uterine  walls 
are  adequately  radiated,  as  is  the  fundus 
if  the  intercornual  distance  is  no  greater 
than  is  indicated  by  his  equal  intensity 
curves.  However,  if  this  distance  is 
increased  it  becomes  obvious  that  addi- 
tional radium  sources  should  be  added. 
If  the  fundus  contains  a submucous 
fibroid,  a polypus,  or  bulky  carcinoma, 
the  therapeutic  procedure  must  be  modi- 
fied. For  the  true  “Y  shaped”  or  pseudo- 
bicomuate  uterine  cavity,  we  feel  that 
Schmitz’s  applicator  is  by  far  the  most 
satisfactory. 

A homogeneous  distribution  of  radium 
is  important  if  the  periphery  of  the  uterus 
is  to  receive  adequate  radiation.  To  say 
that  the  greater  the  proximity  of  the 
radiating  source  to  the  lesion,  the  greater 
the  chance  of  cure,  is  axiomatic.  Radia- 
tion curability  implies  that  the  entire 
lesion  and  involved  lymphatic  and  vascu- 
lar channels  must  be  within  reach  of  a 
cancericidal  dose  of  radium  and  that  the 
most  remote  areas  of  the  neoplasm  re- 
ceive a dose  that  is  adequate  to  destroy 
the  most  radioresistant  portion  of  the 
lesion.  The  maximum  dose  of  the  intra- 
uterine radium  is  limited  by  the  sensi- 
tivity of  the  intestinal  mucosa  rather 
than  the  lesion  itself — personal  com- 
munication of  Dr.  James  Albert  Cors- 
caden.  Until  our  pathologic  confreres 
can  assure  us  that  the  area  examined 
under  the  microscope  is  typical  of  the 
lesion  as  a whole,  we  must  accept  with 
caution  their  histologic  grouping  and 
treat  the  lesion  as  radioresistant.  In 
our  present  state  of  uncertainty  as  to  the 
fallibility  of  histologic  interpretation, 
we  dare  not  gamble  with  human  life  by 
relying  upon  the  differential  radiation 
response  based  upon  microscopic  study  of 
a minute  and  perhaps  heterogenous  area 
of  the  neoplasm.  MacCarthy  believes 
“that  all  cancers,  regardless  of  micro- 
scopic grade  or  theoretic  sensitivity, 
should  be  treated  as  radically  as  possible 
since  we  do  not  know  enough  about 
either  to  do  otherwise.”  If  tumor  frag- 
ments are  present  in  either  the  distant 
lymphatic  or  blood  channels,  the  tubal 


lumina,  on  the  ovarian  surface  or  in  the 
medulla,  or  in  adjacent  tissues,  all  that 
can  be  reasonably  expected  is  palliation, 
and  radiation  therapy  is  the  modality  of 
choice.  The  slogan,  “eternal  vigilance  is 
the  price  of  freedom”  (we  mean  freedom 
from  recurrence),  is  most  appropriate  in 
cancer  of  the  corpus.  Curettage  upon  the 
slightest  spotting  subsequent  to  radiation 
therapy  will  help  rule  out  residual  activity 
or  recurrence.  If  postradiation  hysterec- 
tomy is  performed  and  serial  sections  are 
negative  for  malignancy,  what  more  con- 
clusive histologic  evidence  can  one  want 
of  the  efficacy  of  radiation  therapy?  Of 
course,  the  ultimate  test  is  a five-  or 
ten-year  survival  free  from  residue  or 
recurrence  or  an  autopsy  revealing  no 
malignancy. 

Satisfactory  results  cannot  be  ex- 
pected from  mere  chance  applications  of 
radium.  The  applicators  must  be  made 
to  comply  with  the  patient’s  require- 
ments, i.e.,  every  case  must  be  indi- 
vidualized. It  is  difficult  to  conceive 
that  sufficient  and  satisfactory  radium 
dosage  could  be  obtained  from  the  tip  of 
a single  tandem  or  a capsule  placed  in  the 
uterine  cavity  (Fig.  1).  To  obtain  maxi- 
mum efficiency,  the  side  rather  than  the 
end  of  the  applicator  should  be  in  prox- 
imity to  the  lesion.  For  the  true  pyri- 
form or  triangular  cavity,  a transverse 
fundal  radium  capsule  is  advisable.  With 
this  problem  in  mind  we  have  endeavored 
to  make  a mechanical  applicator  that 
would  enable  us  to  radiate  the  lesion  with 
the  axis  of  the  applicator  parallel  to  the 
lesion  rather  than  perpendicular  to  it. 

In  order  to  apply  radium  more  uni- 
formly throughout  the  corpus,  we  em- 
ployed several  technics  with  varying 
success.  First,  we  used  a single  woven 
silk  catheter  with  a string  attached  to  the 
tip,  arranged  so  as  to  enable  external 
manipulations  to  form  an  intrauterine 
loop. 

Second,  we  tried  three  woven  silk 
Gaillard  sounds  fastened  to  each  other 
at  their  tips.  Both  of  these  were  dis- 
carded because  control  in  manipulation 
was  inadequate.  Third,  we  fastened  two 
catheters  at  right  angles  making  a more 
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Fig.  1.  Triangular  radium  applicators — closed. 


Fig.  2.  Triangular  radium  applicators — half 
open. 


flexible  device,  hoping  for  greater  ease 
in  manipulation.  This  was  likewise  dis- 
carded when  we  had  difficulties  in  placing 
and  maintaining  them  in  the  desired 
position  within  the  uterus. 

Since  we  encountered  all  of  these  diffi- 
culties, our  problem  was  to  develop  an 
applicator  which  could  be  controlled  with 
ease,  applied  to  the  area  desired,  suffi- 
ciently rigid  to  remain  in  situ , and  flexible 
enough  to  apply  to  various  types  of 
uterine  cavities.  We  finally  devised  me- 
chanical applicators  consisting  of  three 
capsules  so  arranged  that  they  can  be 
inserted  into  the  uterus  through  an 
orifice  of  minimum  diameter  and  then 
opened  to  the  desired  size  when  inside  the 
cavity.  One  is  operated  on  the  principle 
of  the  screw  (Figs.  1,  2,  3),  while  the  other 
applicator  works  on  the  principle  of 
direct  pressure.  Equal  intensity  curves 
of  these  triangular  applicators  are  shown 
in  Figs.  4 and  5. 


Fig.  3.  Triangular  radium  applicators — wide 
open. 

In  distorted  and  distended  uterine 
cavities,  in  addition  to  the  aforementioned 
applicators,  we  also  use  capsules  hinged 
to  graduated  rods  of  varying  flexibility 
which  enable  us  to  reach  inaccessible 
areas.  We  also  had  made  up  an  adaptor 
fixed  to  a graduated  rod  to  hold  the 
usual  Gauss  end,  thus  enabling  us  to 
attach  a variety  of  applicators  without 
incurring  unnecessary  duplication  of  cap- 
sules. 

In  those  cases  where  we  follow  the 
method  of  Heyman  of  using  many  intra- 
uterine capsules,  it  has  been  found  to  be 
of  decided  advantage  to  use  wires  to 
facilitate  introduction  (in  addition  to  the 
threads).  In  order  to  maintain  the 
wires  and  their  respective  capsules  in 


Fig.  4.  Isodose  curves. 
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Fig.  5.  Radium  radiographs. 


situ,  we  have  been  using  handles  similar 
to  but  more  adaptable  than  those  of 
Brown. 

Conclusions 

1 . Corpus  cancer  requires  the  greatest 
individualization  of  therapy. 

2.  There  is  still  a field  for  surgery  in 
the  treatment  of  fundal  carcinoma. 

3.  In  poor  surgical  risks,  multiple- 
area  irradiation  by  a variety  of  appli- 
cators gives  better  immediate  results  and 
promises  even  greater  success  in  the 
future. 

4.  Radium  technic  has  its  limitations, 
as  noted  above.  Any  of  those  applicators 
or  combinations  of  them  may  be  used  if 
applied  properly. 

5.  Inaccessible  lesions,  heretofore 
treated  surgically  of  necessity,  may  now, 
as  a result  of  the  improved  technic  and 
the  more  adaptable  applicators,  be  ir- 
radiated with  more  satisfactory  results. 

6.  The  triangular  applicators  have  the 
added  advantage  of  more  uniform  radia- 

When  this  paper  was  given  lantern  slides,  belonging 
to  Dr.  Milton  Friedman,  illustrating  an  intrauterine 
radium  applicator  of  his  own  design,  were  shown. 


tion,  ease  of  application,  adaptability, 
and  external  control. 


We  are  indebted  to  Dr.  Leda  J.  Stacy 
for  her  advice  and  encouragement;  also 
to  Miss  Edith  Quimby  and  Mr.  Irving 
Blatz,  physicists. 

We  presented  our  applicators  not  as  a 
perfect  instrument,  but  with  the  hope 
that  it  may  stimulate  others  to  greater 
achievements. 

755  Ocean  Avenue 

Discussion 

Dr.  Nelson  B.  Sackett,  New  York  City — In 
his  interesting  historical  review  of  the  methods 
of  treatment  of  fundus  carcinoma,  the  author  has 
wisely  warned  us  not  to  rely  too  much  on  im- 
mediate results.  It  is  to  be  hoped  that  the 
value  of  the  ingenious  mechanical  methods 
demonstrated  by  Dr.  Strauss  will  be  checked  by 
reports  of  five-year  results  from  his  clinic  and 
others.  While  there  can  be  no  denial  of  the 
advantage  of  the  radioactive  source  lying  parallel 
to  the  fundus  in  cancer  of  that  region,  we  should 
beware  of  the  greater  danger  of  damage  to  the 
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adjacent  intestine.  In  recent  months,  3 cases 
have  been  operated  upon  at  the  Woman’s 
Hospital  for  intestinal  obstruction  following 
radiation  with  radium  and  x-rays  for  uterine 
cancer  and  nonmalignant  productive  inflamma- 
tion and  stricture  found  in  the  rectosigmoid 
region  opposite  the  uterine  corpus.  Although 
knee-chest  or  prone  positions  and  frequent 
change  of  position  during  radium  treatment  de- 
crease exposure  of  the  bowel,  this  advantage  ap- 
plies less  to  the  more  fixed  pelvic  colon.  It  is 
true  that  our  tandem  treatment  gives  the  canceri- 
cidal  dose  of  7-15  T.E.D.  only  in  a narrow 
elliptical  zone  around  interocervical  axis. 

In  spite  of  the  more  thorough  irradiation  en- 
visaged by  Dr.  Strauss  we  do  not  feel  that  it  can 
ever  wholly  replace  surgery  in  adenocarcinoma 
of  the  corpus  uteri.  The  slide  shows  that  of  123 
cases  observed  at  the  Woman’s  Hospital,  9 of 
which  were  too  hopeless  for  treatment,  54  women 
survived  for  five  years,  giving  an  absolute  rate 
of  43.9  per  cent  and  relative  rate  of  47.4  per  cent 
regardless  of  histologic  type  and  method  of 
therapy.  Of  the  64  cases  treated  by  radiation 
alone  only  23  or  35.9  per  cent  lived  five  years, 
and  8 of  the  23  developed  or  died  from  the 
cancer  after  living  five  years.  When  the  cases 
are  grouped  according  to  therapy  employed  we 
find  the  relative  five-year  cure  rates  as  follows: 
35.9  per  cent  for  the  64  cases  treated  by  radiation 
alone,  50.0  per  cent  of  the  28  by  surgery  alone, 


and  17  out  of  22  or  77  per  cent  by  combined 
radiation  plus  surgery. 

In  adenoma  malignum  Groups  1 and  2,  radia- 
tion alone  gave  us  35.7  per  cent  relative  cures 
compared  with  75  per  cent  by  surgery  alone  and 
71.4  per  cent  by  combined  therapy. 

In  adenocarcinoma  Group  3,  radiation  alone 
gave  33.3  per  cent,  surgery  alone  27.3  per  cent, 
and  combined  therapy  85.7  per  cent  of  five-year 
survivals. 

Of  4 adenocarcinomas  Group  4,  the  2 radium 
cases  and  1 surgical  case  rapidly  succumbed 
while  1 case  treated  by  radiation  plus  hysterec- 
tomy is  living  at  ten  years.  Our  preference  at 
present  is  therefore  to  perform  diagnostic  curet- 
tage and  insertion  of  radium  at  the  first  ad- 
mission, giving  2,400  to  3,600  mg.  hr.;  and  to 
perform  panhysterectomy  in  all  technically  and 
medically  operable  cases  about  six  weeks  later. 
Roentgen  therapy  is  added  wherever  possible. 

The  above  remarks  in  no  way  weaken  the 
value  of  the  speaker’s  search  for  and  contribution 
to  the  more  uniform  and  thorough  irradiation 
of  uterine  cancers.  With  operation  contrain- 
dicated by  old  age  and  medical  infirmities  in 
nearly  one-third  of  the  cases  and  by  widespread 
or  inoperable  growths  in  many  others,  radium  and 
x-ray  offer  the  only  hope  for  these  women.  Like- 
wise our  own  experience  indicates  that  even  the 
superiority  of  surgery  in  operable  cases  is 
heightened  by  adjuvant  radium  and  x-radiations. 


HOLLYWOOD  GOING  MEDICAL 

A press  dispatch  from  Hollywood  says: 
“Give  an  actor  the  role  of  a doctor  and  his 
dramatic  future  is  secure.  Stage  fame  may 
come  from  playing  Hamlet  or  Pagliacci,  but 
success  in  pictures  frequently  is  the  result  of 
playing  the  part  of  a doctor.” 

Edward  G.  Robinson,  for  example,  takes  a 
sharp  turn  in  his  career  when  he  plays  Dr.  Paul 
Ehrlich,  the  man  who  discovered  salvarsan,  in 
Warner  Brothers’  “The  Life  of  Dr.  Ehrlich.” 
Although  not  actually  a doctor  role,  “The 
Story  of  Louis  Pasteur”  for  Paul  Muni  meant 
that  he  was  reaching  one  of  the  pinnacles  of 
filmdom.  Muni  did  medical  research  in  that 
picture,  in  which  he  played  the  famous  French 
scientist. 

Lionel  Barrymore  has  made  himself  even  more 
famous  with  his  portrayal  of  Dr.  Gillespie  in  the 
“Kildare”  series.  And  Edward  Ellis  was  hailed 
by  critics  and  public  alike  after  he  appeared  as 
a country  doctor  in  “A  Man  to  Remember.” 
And  consider  the  stature  of  Robert  Donat  as 
the  young  doctor  in  “The  Citadel,”  or  the 
eminence  to  which  Jean  Hersholt  rose  as  Dr. 


Luke  in  the  Dionne  quintuplet  series,  an  emi- 
nence he  still  holds  in  his  current  Dr.  Christian 
films. 

Ronald  Colman  solidified  his  position  in  pic- 
tures through  his  portrayal  of  the  Dr.  Arrow- 
smith  in  Sinclair  Lewis’  story,  “Arrowsmith.” 
One  of  Warner  Baxter’s  greatest  performances 
was  in  the  role  of  the  celebrated  Dr.  Mudd  in 
“Prisoner  of  Shark  Island.” 

Medicine  has  been  kind  to  newcomers  as  well 
as  oldtimers.  Robert  Taylor  was  first  observed 
when  he  played  a bit  part  in  “Society  Doctor,” 
and  he  won  stardom  for  his  role  of  a doctor  in 
“Magnificent  Obsession.” 

In  addition  to  Barrymore,  Lew  Ayres  has  re- 
established himself  on  the  screen  because  of  his 
work  as  Dr.  Kildare  in  the  series  of  that  name. 
Gary  Cooper  was  a doctor  in  “The  Real  Glory”; 
Clark  Gable  gave  a hit  performance  as  a medico 
in  “Men  in  White,”  and  Thomas  Mitchell  won 
critical  acclaim  for  his  drunken  doctor  in  ‘ ‘Stage- 
coach.” 

Perhaps  this  way  to  stardom  should  be  called 
the  medical  road  to  fame. 


Special  Article 

Tragedy  and  Comedy 

(In  one  act.  “Wagnerian”) 

G.  P.  Bergmann,  M.D.,  Mattituck,  New  York 


Scene  I. 

Scene:  Bedroom  in  an  average  home  in  the 

country  in  the  still  hours  after  midnight. 
Mr.  and  Mrs.  Citizen  are  conversing.  Mrs. 
Citizen  is  in  bed  and  is  suffering  with  inter- 
mittent pains.  Mr.  Citizen  is  up  and 
dressed  and  poking  at  the  stove. 

Mrs.  Citizen:  “I  wish  they  would  hurry. 

These  pains  are  pretty  bad.” 

Mr.  Citizen:  “Now  don’t  worry,  Martha,  Dr. 

Black  will  soon  be  here  and  he  is  coming  as 
fast  as  Mr.  Government  and  the  others  are 
bringing  him.” 

Mrs.  Citizen:  “I  wish  Dr.  White  were  taking 

care  of  me  again.  I can’t  help  feeling  a bit 
scared.  I don’t  know  much  about  Dr. 
Black  except  that  Mr.  Government  says 
he’s  O.K.” 

Mr.  Citizen:  “Don’t  worry,  all  doctors  are 

alike,  and  just  think,  we  won’t  have  to  pay 
this  doctor.  Mr.  Government’s  got  that  all 
fixed  up.” 

Mrs.  Citizen:  “Yes,  I know,  but  just  the  same 

I wish  Dr.  White  were  coming.  Remember, 
with  John  I had  a bad  hemorrhage?  He 
seemed  to  know  just  what  to  do.  Remem- 
ber?” 

Mr.  Citizen:  “Remember?  Whew,  I’ll  never 

forget.  It  makes  me  cold  all  over  to  think 
of  it.  Old  Doc  White  certainly  saved  you 
that  time  and  I almost  dropped  dead  when 
he  said  his  bill  would  be  $30  for  the  whole 
job.  Why  I thought  controlling  that  hemor- 
rhage was  worth  a hundred  to  say  nothing 
of  all  the  care  before  and  after  John  came. 
And  then  that  turning  around  inside  busi- 
ness he  did  when  Mary  was  born.  She  got 
‘crosswise,’  I believe  he  said.  Yes,  I kindo’ 
wish  old  Doc  White  were  ....  Listen!  is 
that  a car  I hear?” 

Mrs.  Citizen  (Having  a bad  pain):  “I-don’t- 

hear-any-any thing.”  (She  relaxes  and  con- 
tinues.) “Yes,  poor  Dr.  White.  God  rest 
his  soul.  He  didn’t  live  long  after  Mr. 
Government  took  over  control  of  doctors 
and  their  work.  It  musto’  broken  his 
heart.  I know  one  day  he  said  he  couldn’t 
practice  medicine  anymore  the  way  it  should 
be  practiced.  He  said  that  Mr.  Government 
meant  well  but  that  after  all  was  said  and 
done  nobody  knew  how  to  take  care  of  sick 
folks  except  a doctor.  He  said,  too,  that 
what  he  and  other  folks  thought  was  going 
to  be  help  had  turned  out  to  be  interference 
and  that  he  didn’t  know  whether  he  felt 
sorrier  for  sick  folks,  for  Mr.  Government, 
or  for  himself.  Nothing  just  seemed  to 
work  out  right.” 

Mr.  Citizen:  “Funny,  it  ought  to  work  out  all 

right.  After  all  a doctor  is  a doctor  and  he 


should  have  it  much  easier  now.  They  say 
that  Mr.  Government  just  goes  every  place 
with  him  and  helps  and  sees  that  he  does  his 
job  right.  And  often  they  are  accompanied 
by  Professor  Bureaucrat  and  Mr.  Indictment 
and  if  necessary  they  call  on  those  famous 
Court  Brothers.  And  they,  you  know, 
have  been  in  business  a long  time  although  I 
just  read  in  the  paper  that  several  of  them 
had  died  because  of  overwork.  But  Mr. 
Government  has  put  in  some  of  his  own 
cousins  so  it  ought  to  be  all  right.  Still  it 
doesn’t  seem  like  all  that’s  necessary.  Why, 
old  Doc  White  used  to  ...  . Listen!  a car  is 
coming!” 

(He  goes  to  the  window.) 

“That’s  funny,  Martha,  it  looks  more  like 
a bus  than  a car  and  there ’re  several  people 
in  it — looks  like  a dozen  or  so.  And  they’re 
coming  in.” 

(He  starts  for  the  door  but  Mrs.  Citizen 
with  tight  lips  grasps  his  hand  and  he 
stays.) 

The  door  is  unceremoniously  opened  and  a 
very  large  and  powerful  looking  personage 
announces:  “Howdy  folks,  I am  Mr. 

Government  and  I have  come  to  help  you. 
I take  it  you  are  case  No.  563,129?  Dr. 
Black  is  under  restraint  in  the  vehicle  out- 
side. He  differed  with  me  on  the  handling 
of  your  case  on  the  way  over  so  Mr.  Indict- 
ment and  several  of  the  Court  Brothers  have 
taken  him  in  hand  and  by  now  he  is  properly 
chastised.  Now  let  me  see. . . (starts  to  enter 
when  a small  figure  struggling  and  panting 
emerges  from  the  darkness  and  shouts) 
“No  you  don’t,  Mr.  Government.  Not 
beyond  the  threshold  of  the  sickroom.  I 
didn’t  mind  you  escorting  me  over  and  listen- 
ing to  your  silly  nonsense  on  how  to  deliver 
this  baby,  but  this  is  my  work  now.  Stay 
back!  Moreover,  don’t  you  remember  when 
I took  this  job  you  promised  that . . . ?” 

Mr.  Government:  (interrupting)  “Tut,  Tut, 

Mr.  Black.  That  was  way  over  a year  ago. 
Why  since  that  time,  as  my  bookeeper  Mr. 
Statistics  tells  me,  there  have  been  over 
500,000  cases  so  you  see  I’ve  had  plenty 
of  experience.” 

Dr.  Black:  “Not  over  the  threshold,  you  can’t 

go  in  there . . . not  over  the  threshold!” 
(They  struggle.  Professor  Bureaucrat,  Mr. 
Indictment,  Mr.  Statistics,  and  the  Court 
Brothers  appear.  They  lend  Mr.  Government 
assistance  and  soon  Dr.  Black  is  choked  into 
insensible  submission.) 

At  this  point  there  is  a cry  from  the  bed  and 
Mrs.  Citizen  is  in  evident  distress.  Mr.  Citizen 
points  to  her  and  is  the  picture  of  fear  and  help- 
lessness. 
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Mr.  Government,  Professor  Bureaucrat,  Mr. 
Statistics,  Mr.  Indictment,  and  the  Court 
Brothers  go  into  a huddle  about  the  bed  and  Mr. 
Government  remarks: 

“Now  Gentlemen,  have  no  concern.  Ac- 
cording to  records  compiled  by  the  doctors 
for  over  fifty  years  75  per  cent  of  these 
cases  are  entirely  normal.  You  see  the 
chances  are  very  favorable  and  I read 
somewhere  in  the  doctor  books  that  meddle- 
some interference  was  bad  practice  in  ob- 
stetrics. So  you  see  all  we  need  to  do  is  do 
nothing  and  everything  will  be  all  right.” 
The  other  gentlemen  nod  in  silent  agreement. 
They  wait.  Mr.  Citizen  paces  restlessly  about 
glancing  alternately  at  his  suffering  wife  and  at 
the  assembled  group.  Dr.  Black  is  in  a chair 
still  unconscious. 

Several  hours  pass.  . . . 

Scene  II. 

Mrs.  Citizen’s  cries  have  weakened,  she  is 
deathly  pale,  and  is  bleeding  seriously.  Mr. 
Citizen  is  frantic  and  his  face  is  almost  as  white 
as  that  of  his  wife.  He  remonstrates  with  the 
groups  about  the  bed  but  they  do  not  even  ap- 
pear to  be  aware  of  his  existence.  Dr.  Black 
has  momentarily  roused,  he  recognizes  the  case 
as  one  of  placenta  praevia,  he  attempts  to  col- 
lect his  faculties  further,  but  he  has  been  so 
weakened  by  his  struggles  that  he  again  lapses 
into  unconsciousness. 

The  groups  of  gentlemen  are  aware  that  some- 
thing is  amiss  but  their  countenances  are  serene 
and  they  converse  loudly  with  one  another. 

Mr.  Statistics:  “There  are  4,500,000  red  blood 

cells  in  a cc.  of  blood  in  a female  of  the 
human  species.” 

Professor  Bureaucrat:  “Indeed?  Do  you  know 

that  since  the  people  have  had  no  doctor’s 
bills  to  pay  and  since  taxes  have  increased 
so  wonderfully  my  departments  have  cer- 
tainly fluorished?  At  the  present  time  there 
are  at  least  three  clerks  to  each  doctor  and 
we  hope  to  make  for  better  efficiency  by 
increasing  this  number  to  six.  A further 
increase  of  taxes  will  create  a much  better 
feeling  among  our  employees  as  salaries 
can  again  be  raised.” 

Mr.  Government:  “Pardon  me,  gentlemen,  but 

apparently  there  is  a slight  hemorrhage 
here.  You  recall  perhaps  that  ‘pump- 
priming’ treatment  I discovered  some  time 
ago.  So  far  it  has  worked  very  well  and  we 


still  have  almost  10  billions  to  go  before  we 
hit  that  50  billion  mark.  If  there  were  a 
little  more  blood  available  . . . (and  he 
glances  at  Mr.  Citizen).  By  the  way, 
Mr.  Statistics,  how  many  red  cells  in  the 
male  as  compared  with  the  female?” 

Mr.  Statistics:  “There  are  5,000,000  red  blood 

cells  in  a cc.  of  blood  in  a male  as  compared 
with  4,500,000  in  a female.” 

Mr.  Government:  “Aha!  I suspected  that. 

Hoarding!  And  think  of  the  economic 
waste.  Just  think,  we  can  with  perfect 
safety  lose  practically  all  the  blood  of 
case  No.  563,129.  We  then  can  take  her 
husband’s  blood  and  for  each  cc.  we  trans- 
fer we  shall  have  a pure  profit  of  some 
500,000  cells. 

(Turning  to  the  Court  Brothers)  That 
wouldn’t  go  against  your  constitution; 
would  it,  gentlemen?” 

Mr.  Citizen,  crazed,  rushes  from  the  room  and 
cries : 

“Dr.  White,  Oh!  Dr.  White,  help  us!  Where 
are  you,  Dr.  White?” 

Scene  III. 

The  next  morning. 

Dr.  Black  feebly  stirs,  opens  his  eyes,  and 
staggers  to  his  feet.  A large  official  envelope 
falls  from  his  lap.  The  room  is  deserted.  He 
picks  up  the  envelope,  notes  that  it  is  addressed 
to  him,  tears  it  open  and  reads  to  himself  as 
follows : 

Dr.  U.  R.  Black 
Sir: 

Enclosed  please  find  death  certificate  blanks 
which  you  will  complete  in  quadruplicate  in 
re  case  No.  563,129.  Kindly  send  one  copy 
immediately  to  Professor  Bureaucrat,  one  to 
Mr.  Statistics,  one  to  the  Court  Brothers, 
and  one  to  me.  It  is  imperative  that  our  rec- 
ords be  adequate. 

Do  not  forget  to  place  stamps  on  envelopes. 
Stamps  can  still  be  procured  at  5 cents  each. 

Signed, 

Mr.  Government 

P.S.  Mr.  Citizen,  of  course,  must  make  the 
usual  arrangements  with  a mortician  at  his 
own  expense.  We  expect,  however,  that  after 
the  first  of  next  year  we  may  be  able  to  render 
this  service,  like  medical  service,  entirely  free 
of  charge  to  all  our  people. 

Mr.  Government 


The  New  York  Polyclinic  Medical  School 
and  Hospital  announces  a special  lecture  by  Dr. 
Russell  L.  Cecil,  professor  of  internal  medicine, 
on  Wednesday,  April  10,  at  2:30  p.m.  on  “Pneu- 
monia— The  Clinical  Status  of  Classification 
and  Types.  Modern  Methods  of  Diagnosis. 
Rabbit  Serum  Versus  Horse  Serum.  Discussion 


of  Sulfapyridine  and  the  Newer  Sulfonamide 
Derivatives.” 

They  also  announce  the  establishment  of  a 
special  clinic  for  the  hard  of  hearing.  New 
patients  are  received  on  Tuesday  and  Thursday 
at  2:00  p.m.  The  clinic  is  under  the  direction  of 
Dr.  Samuel  J.  Kopetzky. 


“I  used  to  wonder  why  people  should  be  so 
fond  of  the  company  of  their  physician  ’til  I 
recollected  that  he  is  the  only  person  with  whom 
one  dares  to  talk  continually  of  oneself,  without 
interruption,  contradiction  or  censure,  ” — Hannah 
More 


The  president  of  the  Ladies  Auxiliary  of  the 
County  Medical  Society  announced  a “White 
Elephant”  party.  Each  lady  was  to  bring  some- 
thing that  she  had  no  use  for  but  did  not  want 
to  throw  away.  Ten  members  brought  their 
husbands. — Medical  World 


CURRENT  LECTURE  COURSES 


A course  of  lectures  on  hemorrhage  has  been 
arranged  by  Dr.  A.  F.  R.  Andresen,  of  Brooklyn, 
(from  the  Department  of  Medicine,  Long  Island 
College  of  Medicine)  for  the  Sullivan  County 
Medical  Society.  These  are  held  on  Wednesdays 
at  8:00  p.m. 

March  20  (Lenape  Hotel,  Liberty),  “Gastro- 
intestinal Hemorrhage,”  Dr.  A.  F.  R.  Andresen, 
F.A.C.P.,  Professor  of  Clinical  Medicine,  88 
Sixth  Avenue,  Brooklyn;  March  27  (Monticello 
Hospital,  Monticello),  “Uterine  Hemorrhage,” 
Dr.  Vincent  P.  Mazzola,  Instructor  of  Obstetrics 
and  Gynecology,  133  Clinton  Street,  Brooklyn; 
April  3 (Workmen’s  Circle  San.,  Liberty),  “Pul- 
monary Hemorrhage,”  Dr.  Richard  H.  Bennett, 
Clinical  Professor  of  Medicine,  52  Remsen  Street, 
Brooklyn;  April  10  (Woodbourne  Institute, 
Woodbourne),  “Hemorrhages  of  Pregnancy,” 
Dr.  Mervyn  V.  Armstrong,  F.A.C.S.,  Asst. 
Clinical  Prof.  Obstetrics  & Gynecology,  85  Pierre- 
pont  Street,  Brooklyn;  April  17  (home  of  Dr. 
Golembe,  Liberty),  “Hematuria,”  Dr.  Fedor  L. 
Senger,  F.A.C.S.,  Professor  of  Clinical  Urology, 
142  Joralemon  Street,  Brooklyn. 

Dr.  Andresen  has  also  arranged  lectures  on 
hemorrhage  for  the  Tioga  County  Medical 
Society.  These  are  held  alternately  at  the  Green 
Lantern  Inn,  Owego  and  the  Jenkins  Inn, 
Waverly,  at  6:30  p.m. 

March  20,  “Pulmonary  Hemorrhage,”  Dr. 
Richard  H.  Bennett,  Clinical  Professor  of  Medi- 
cine, 52  Remsen  St.,  Brooklyn;  March  27, 
“Gastrointestinal  Hemorrhage,”  Dr.  A.  F.  R. 
Andresen,  F.A.C.P.,  Professor  of  Clinical  Medi- 
cine, 88  Sixth  Ave.,  Brooklyn;  April  3,  “Hemor- 


rhages of  Pregnancy,”  Dr.  Mervyn  V.  Arm- 
strong, F.A.C.S.,  Asst.  Clinical  Prof,  of  Obstetrics 
and  Gynecology,  85  Pierrepont  St.,  Brooklyn; 
April  10,  “Hematuria,”  Dr.  Fedor  L.  Senger, 
F.A.C.S.,  Professor  of  Clinical  Urology,  142 
Joralemon  St.,  Brooklyn;  April  17,  “Uterine 
Hemorrhage,”  Dr.  Vincent  P.  Mazzola,  Instruc- 
tor of  Obstetrics  and  Gynecology,  133  Clinton 
Street,  Brooklyn. 

The  Fulton  County  Medical  Society,  Glovers- 
ville,  New  York,  announces  a course  of  lectures 
on  heart  disease  to  be  given  Fridays  at  9:00  p.m. 
These  were  arranged  by  the  late  Dr.  John 
Wyckoff  and  revised  by  Dr.  C.  E.  de  la  Chapelle. 

March  29,  “Cardiac  Structure  and  Its  Dis- 
orders,” by  Dr.  Irving  Graef,  Associate  Professor 
of  Pathology,  140  East  81st  Street,  New  York 
City;  April  5,  “Cardiac  Functions  and  Their 
Disorders,”  Dr.  Charles  E.  Kossmann,  Instructor 
in  Medicine,  140  East  54th  Street,  New  York 
City;  April  12,  “Rheumatic  Fever  and  Rheu- 
matic Heart  Disease,”  Dr.  Currier  McEwen, 
Dean  and  Associate  Professor  of  Medicine, 
477  First  Avenue,  New  York  City;  April  19,” 
“Hypertension  and  Hypertensive  Heart  Disease,” 
Dr.  William  Goldring,  Associate  Professor  of 
Medicine,  1088  Park  Avenue,  New  York  City; 
April  26,  “Syphilitic  and  Arteriosclerotic  Heart 
Disease,”  Dr.  C.  E.  de  la  Chapelle,  Professor  of 
Clinical  Medicine,  140  East  54th  Street,  New 
York  City. 

All  lecturers  are  members  of  the  staff  of  Belle- 
vue Hospital  and  of  the  faculty  of  New  York 
University  College  of  Medicine. 


HEALTH  AT  THE  NEW  YORK  FAIR  IN  1940 


The  announcement  that  the  Medicine  and 
Public  Health  Building  at  the  New  York  World’s 
Fair  will  re-open  for  the  1940  seasoft  on  May  11 
under  the  direction  of  the  American  Museum  of 
Health  is  gratifying,  observes  the  J.A.M.A. 
Undertaken  last  year  as  an  idealistic  experiment, 
the  medical  and  public  health  exhibits  at  the 
New  York  World’s  Fair  enter  the  new  season 
with  a background  of  proved  success. 

More  than  7,500,000  visitors  were  clocked  in  a 
daily  check  on  attendance.  This  breaks  the 
record  in  the  field  previously  held  by  the  Inter- 
national Hygiene  Exposition  in  Dresden  in  1911 
with  5,500,000.  Every  third  World’s  Fair  visitor 
came  to  see  these  exhibits,  demonstrating  the 
intense  interest  of  people  in  their  health  even  in 
competition  with  extravagant  presentations  of 
industrial  enterprises. 

In  assuming  direction  of  the  medical  and  public 
health  exhibits,  the  American  Museum  of  Health 
will  maintain  the  same  policy  that  guided  the 
planning  of  the  exhibits  last  season.  With  the 
backing  and  cooperation  of  the  medical  profes- 
sion, each  exhibit  will  present  with  scientific 
accuracy  the  important  fundamentals  and  note- 
worthy developments  in  medical  science.  There 
will  be  no  exploitation  of  commercial  products 
or  organizations.  The  ethical  pharmaceutical 
houses  and  noncommercial  organizations  which 


participated  in  the  1939  exhibit  have  expressed 
their  willingness  to  continue  their  exhibits  under 
this  policy,  which  brought  them  so  much  public 
good-will. 

More  than  $1,250,000  was  expended  in  the 
presentation  last  year.  Although  it  was  designed 
primarily  for  the  general  public,  professional 
visitors  last  year  found  many  points  of  interest. 
Among  them  were  such  exhibits  as  those  on 
allergy,  the  pneumonia  exhibit  demonstrating 
serum  therapy  and  sulfapyridine,  the  scientific 
exhibit  of  the  Rockefeller  Institute  on  the  newest 
discoveries  in  the  virus  field,  the  famous  Carrel- 
Lindbergh  method  of  maintaining  life  in  entire 
organs  when  outside  the  body,  and  the  introduc- 
tion to  such  new  diseases  as  equine  encephalomye- 
litis. 

Of  interest  to  the  general  public,  professional 
visitors,  and  especially  medical  students  was  the 
effective  exhibit  on  medical  education,  sponsored 
by  the  American  Medical  Association.  One  of 
the  best  attended  exhibits  in  the  Hall  of  Medical 
Science,  this  exhibit  presented  a concise  yet  com- 
prehensive picture  of  the  varied  elements  in  a 
medical  education  and  the  high  standards  in 
medical  training  prevalent  in  this  country.  The 
Association  was  responsible  also  for  another 
popular  feature:  the  decorative  and  educational 
murals  on  the  main  aisle  in  this  hall. 
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Report  of  the  President 


To  the  House  of  Delegates;  Gentlemen: 

When  one  has  lived  in  a house  for  a time,  every 
room,  window,  corridor,  and  closet  becomes  well 
known.  Inasmuch  as  I have  been  a resident  of 
the  official  family  of  our  State  Society  for  some 
time,  I presume  to  set  forth  for  your  considera- 
tion these  observations  and  recommendations. 

Toll  of  Death.  Our  toll  of  death  has  been 
heavy  in  the  last  year.  In  the  death  of  Dr. 
James  H.  Borrell,  president-elect,  we  lost  an 
executive  of  ability  and  capacity.  He  had  been 
well  trained  for  his  responsibilities  and  pos- 
sessed a clear  insight  into  the  problems  confront- 
ing organized  medicine  in  the  state.  In  the 
death  of  our  two  past-presidents.  Dr.  James  E. 
Sadlier  and  Dr.  George  M.  Fisher,  the  former 
the  chairman  of  the  Board  of  Trustees,  we  are 
deprived  of  their  sage  advice  and  sound  wisdom. 
These  men,  whose  intellects  and  energies  were 
always  at  the  command  of  our  State  Society 
activities,  will  not  be  easily  replaced. 

Cooperation.  I express  my  thanks  and  ap- 
preciation for  the  whole-hearted  support  of  the 
Council,  officers,  and  personnel  of  the  adminis- 
trative staff.  Their  unswerving  loyalty  and  un- 
tiring efforts  toward  the  attainment  of  our  pur- 
poses are  most  praiseworthy. 

Journal  and  Directory.  The  tremendous  im- 
provement in  the  Journal  and  Directory  is 
outstanding.  We  look  for  and  expect  improve- 
ment, but  this  has  been  accomplished  in  a very 
short  time.  It  has  been  done  only  by  careful 
planning  and  a devoted  application  to  details. 
Merit  in  printed  matter  does  not  “just  happen.” 
Elsewhere  will  be  found  the  details  of  the  cost 
of  these  publications.  Costs  are  lower  for 
quality  than  at  any  time  in  the  history  of  our 
Society. 

Publicity.  During  the  past  year  much  prog- 
ress has  been  made  in  acquainting  the  public 
with  medicine’s  views  and  aims.  The  director 
of  the  Public  Relations  Bureau,  because  of  his 
wide  knowledge  of  the  methods  of  the  press, 
has  been  able  to  present,  as  news  to  the  public, 
facts  that  otherwise  would  have  been  unknown 
and  unthought  of  by  the  reading  masses.  In- 
creasing use  of  the  facilities  of  the  Bureau  has 
been  made  by  the  members  of  the  Society.  The 
formative  and  developmental  stage  of  this 
pioneer  work  is  past,  and  it  now  begins  to  func- 
tion at  a high  level  of  accomplishment. 

Woman’s  Auxiliary.  The  greatest  values 
of  the  Woman’s  Auxiliary  to  organized  medicine 
remain  to  be  developed.  I am  much  impressed 
with  the  enthusiasm  and  activities  of  those 


auxiliaries  that  have  been  already  formed  and 
are  functioning.  I recommend  that  help  be 
given  to  extend  the  organization  into  counties 
where  it  is  not  yet  operating. 

Medical  Expense  Indemnity  Insurance.  In 
the  endeavor  to  provide  medical  care  of  high 
quality  to  the  lower  income  group,  medical 
expense  indemnity  insurance  has  been  set  up  in 
accordance  with  the  principles  outlined  by  the 
American  Medical  Association  and  this  House 
of  Delegates.  As  is  true  in  all  other  forms  of 
insurance,  the  payment  of  a yearly  premium 
into  a common  fund  forms  a buffer  or  shock- 
absorber  against  the  sudden  financial  calamities 
of  sickness.  We  have  been  slow  in  getting  our 
machinery  into  motion  due  to  the  importance 
of  perfecting  workable  plans.  At  last  some  of 
the  groups  are  ready  to  function  and  we  may 
look  forward  to  the  establishment  of  a service 
which  will  remove  a large  part  of  the  dissatis- 
faction caused  by  the  inability  of  people  to  pay 
for  catastrophic  illness. 

I recommend  that  such  committees  be  ap- 
pointed by  the  president  as  may  be  necessary  to 
assist  and  advise  our  membership  in  forming 
insurance  groups  throughout  the  state. 

Medical  Relief  of  the  Indigent.  The  plans 
and  proposals  to  indemnify  physicians  for  serv- 
ices to  indigents  have  moved  at  a snail’s  pace. 
It  is  apparent  that  the  need  of  officials  to  make  a 
favorable  financial  showing  together  with  the 
irritating  clerical  details  required  of  the  physi- 
cian have  produced  a lukewarm  attitude  on  our 
part.  In  these  times  of  near  tax  revolt  I am 
skeptical  as  to  any  substantial  amount  of  money 
being  allocated  for  professional  fees,  despite 
the  good  intention  of  both  the  government 
officials  and  the  physicians  of  the  state  to  co- 
operate. Is  it  the  fault  of  neither  officials  nor 
physicians  but  of  the  essential  fallacy  of  pater- 
nalism? 

Preventive  Medicine.  Medicine  must  not 
lose  sight  of  the  need  for  further  development  of 
its  offices  in  the  prevention  of  disease.  This 
part  of  our  work  is  clearly  educational.  It  calls 
for  encouragement  of  the  activities  of  our  mem- 
bers who  feel  that  the  physician’s  influence  should 
extend  beyond  the  consultation  room,  the  sick- 
room, and  the  hospital,  into  the  club,  the  school, 
and  the  public  platform. 

Policies,  Procedures,  and  Administration. 
I heartily  recommend  that  the  House  give  its 
attention  to  the  limitation  of  activities  and  the 
boundaries  of  function  of  our  structural  bodies. 
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Prior  to  the  adoption  of  our  recently  amended 
Constitution  and  Bylaws,  various  committees 
overlapped  in  their  work,  delegated  to  them- 
selves problems  and  solutions,  and  in  many 
ways  duplicated  efforts.  Our  present  structure 
indicates  that  it  is  the  intent  of  the  body  to 
function  under  a tripartite  government  by  the 
House  of  Delegates,  the  Council,  and  the  Trus- 
tees. 

I recommend  that  steps  be  taken  to  clarify 
the  following  concepts  regarding  structure  and 
function : 

1.  The  House  of  Delegates  should  determine 
policies  but  not  specify  the  methods  by  which 
these  policies  shall  be  effected. 

2.  The  Council  should  administer  these  poli- 
cies and  outline  methods  after  mature  study  of 
the  problems  involved. 

3.  The  trustees  should  conserve  the  finances 
of  the  Society. 

4.  The  executives,  in  accordance  with  in- 
struction from  the  Council,  should  proceed 


with  executive  management  of  the  institution. 

There  is  ever  present  the  possibility  that  the 
Board  of  Trustees,  vested  essentially  with  a 
financial  responsibility  may,  in  their  zeal  to  be 
faithful  to  the  trust  reposed  in  them,  defeat  the 
will  of  the  House  of  Delegates  and  the  Council 
by  nonappropriation  of  funds,  a privilege  that 
reposes  in  the  Trustees  as  constituted.  This  is 
less  likely  to  happen  when  the  requests  placed 
before  them  are  maturely  thought  out  and  clearly 
presented. 

Conclusion.  My  final  words  are  those  of 
thanks  and  appreciation  for  the  opportunity  I 
have  had  to  serve  you.  The  district  and  county 
societies  and  other  various  organizations  before 
whom  I have  had  the  honor  of  appearing  in  my 
official  capacity  have  been  courteous,  cordial, 
and  hospitable.  To  each  of  them  I extend  my 
thanks. 

Respectfully  submitted, 

Terry  M.  Townsend,  M.D.,  President 
March  9,  1940 


Report  of  the  Secretary 


To  the  House  of  Delegates;  Gentlemen: 

In  this  interesting  administrative  year  the 
work  of  the  Society  has  gone  steadily  on  in  the 
usual  established  fashion  with  certain  aspects  de- 
serving your  special  attention. 

Membership. — Elected  in  1939  were  1,108  new 
members.  The  net  increase  as  shown  in  the 
second  table  below  was  608 : 

Membership — December  31, 


1938 15,726 

New  Members — 1939 1,108 

Reinstated  Members — 1939. . 204  17,038 


Deaths 212 

Resignations 136  348 


16,690 

Dropped  for  nonpayment  of 
dues — December  31,  1939.  342 


16,348 

Elected  and  reinstated  after 
October  1,  1939,  and  dues 
credited  to  1940 437 


16,785 

Honor  counties  include  Allegany,  Cayuga, 
Chemung,  Chenango,  Clinton,  Delaware,  Essex, 
Genesee,  Greene,  Jefferson,  Lewis,  Montgomery, 
Ontario,  Orange,  Orleans,  Otsego,  Rockland, 
Tioga,  Tompkins,  and  Washington. 

Comparative  totals  in  the  period  of  continued 
rapid  increase  that  began  in  1935  follow : 


1934 

13,172 

1935 

14,064 

1936 

14,662 

1937 

15,529 

1938 

16,177 

1939 

16,785 

Biographical  Register  of  Physicians. — The 
secretarial  duty  of  keeping  up  to  date  the  bio- 
graphical record  of  all  physicians,  members,  and 


nonmembers  registered  to  practice  in  New  York 
State  this  year  reached  proportions  that  have 
called  for  the  addition  of  first  one  and  now  a sec- 
ond to  that  unit  of  the  clerical  force. 

The  professional  data  secured  reveal  certain 
facts  that  arrest  attention.  The  relative  propor- 
tions of  graduates  of  in-the-state  medical  schools, 
colleges  in  other  states,  and  foreign  schools  show 
a definite  trend  of  the  two  latter  groups  to  grow 
faster.  In  part,  of  course,  this  must  be  due  to 
the  large  numbers  exiled  from  abroad,  with  New 
York  as  the  port  of  entry. 

As  was  shown  by  Dr.  Joseph  S.  Lawrence1  in 
his  sixty-year  analysis  of  physicians  compared 
with  population  in  the  state,  the  increase  of  physi- 
cians has  been  so  great  of  recent  years  that  the 
ratio  stood  at  576  per  doctor.  This  seems  to 
raise,  possibly,  questions  as  to  what  the  “satura- 
tion” point  may  be  and  what  could  be  done  about 
it  if  that  point  be  passed. 

Principles  of  Professional  Conduct  to  New 
Licensees  in  New  York  State. — In  accord  with 
your  instruction,  letters  have  been  sent  to  new 
licensees  with  copies  of  the  Principles  of  Profes- 
sional Conduct  pamphlet  and  lists  of  the  county 
medical  society  secretaries.  The  letter  follows: 

“We  have  been  informed  that  you  have  re- 
cently secured  a license  to  practice  medicine  in 
the  State  of  New  York.  I am  taking  the  occa- 
sion to  write  to  advise  you  that,  if  you  should 
register  your  license  to  practice  medicine  with 
some  one  of  the  County  Clerks  in  the  state,  you 
would  then  become  eligible  to  apply  for  member- 
ship in  one  of  the  sixty-one  county  medical 
societies. 

“Election  to  membership  in  a county  medical 
.society  automatically  brings  membership  in  the 
Medical  Society  of  the  State  of  New  York  and  in 
the  American  Medical  Association.  The  mem- 
bership of  this  State  Medical  Society  is — . 

“Under  instructions  from  the  House  of  Dele- 
gates of  the  Medical  Society  of  the  State  of  New 

1 “A  Study  of  the  Distribution  of  Physicians  in  New 
State”:  N.  Y.  State  J.  Med.  39:  199  (Feb.  1)  1939. 
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York,  I am  enclosing  herewith  a copy  of  the 
Principles  of  Professional  Conduct  which  govern 
the  professional  behavior  of  all  members  of  this 
Society. 

‘ ‘ I enclose  also  a list  of  the  names  and  addresses 
of  the  secretaries  of  all  component  county 
medical  societies.” 

The  first  mailing  of  250  occurred  on  receipt  in 
June,  1939,  of  the  list  from  the  late  Dr.  Harold 
Rypins.  Following  his  death  there  was  a delay 
until  February,  1940,  when  1,100  names  were 
received.  Necessarily,  some  of  these  had  already 
been  elected  to  membership  through  the  county 
societies,  and  steps  were  taken  to  check  in  order 
to  make  sure  that  they  received  copies  of  the 
pamphlet. 

In  this  connection,  it  is  your  Secretary’s  inten- 
tion, subject  to  your  approval,  to  send  to  each 
new  member  a letter  of  welcome  into  the  Society. 

In  the  end,  it  would  become  routine  that  each 
new  licensee  receive  notice  of  his  eligibility  for 
membership — when  his  license  is  registered — with 
a copy  of  the  principles,  or  a letter  of  welcome 
with  a copy  of  the  principles  if  he  has  already 
become  a member. 

Directory  Data. — From  the  biographical  regis- 
ter the  various  designations  are  drawn  and  from 
time  to  time  decisions  have  to  be  made  about 
inclusion  of  new  facts.  This  year  the  idea  has 
been  advanced  of  indicating  the  internship  record 
of  each  physician  listed.  The  practice  for  a long 
time  has  been  to  show  this  by  indirection — only 
by  membership  in  hospital  alumni  associations. 
Necessarily  that  is  quite  incomplete.  It  has 
seemed  to  your  Secretary  that  full,  accurate,  and 
properly  checked  information  would  be  of  value 
to  all  readers  of  the  book.  Necessarily,  such  a 
change  in  method  would  entail  more  work  and 
probably  some  added  expense  of  compilation. 
On  the  other  hand,  intern  experience  is  of  prime 
importance  to  the  physician’s  development;  and 
the  hospitals  have  been  arranging  and  enlarging 
intern  services  with  an  eye  to  the  future. 

New  York  Office. — As  reported  by  the  Council, 
the  move  to  292  Madison  Avenue  will  take  place 
on  or  about  April  15,  1940.  This  will  allow  a 
most  desirable  arrangement  on  one  floor  of  the 
different  business  activities  previously  separated. 

The  layout  may  be  described  as  based  on  the 
mechanical  work  for  all  departments  with  ad- 
dressograph,  stencil  files,  and  mimeograph. 
Journal  wrappers,  all  material  from  the  Public 
Relations  Bureau,  from  the  Workmen’s  Compen- 
sation Bureau,  from  the  Council,  and  general  cor- 
respondence, together,  are  now  so  large  as  to 
keep  this  mill  going  at  full  speed.  Easy  access 
can  be  had  from  all  quarters  in  the  future. 

The  executive  department  is  housed  in  three 
corner  rooms  which  can  each  month  be  turned 
into  a Council  meeting  room  by  rolling  back 
‘ ‘ accordion  ’ ’ walls . F or  smaller  meetings , two  of 
these  rooms  can  be  used  together.  In  this  way 
space  is  economically  usable.  Journal  compila- 
tion and  business,  biographical  register  work  and 
files,  Directory  compilation,  membership  roster, 
and  stenography  have  been  provided  for  in  con- 
venient fashion.  For  Workmen’s  Compensa- 
tion, the  director’s  office  will  be  useful  for  the 
many  small  conferences  needed  to  adjust  situa- 
tions for  physicians  that  arise  in  the  course  of 
their  work  in  that  field  of  practice.  It  is  your 
General  Manager’s  confident  expectation  that 


this  change  will  save  time  and  labor  and  make 
possible  expeditious  response  to  all  calls. 

Council  Bulletins. — In  accord  with  your  in- 
structions Bulletins  of  Council  Proceedings  have 
gone  to  county  societies  after  Council  meetings. 
These  have  contained  the  significant  actions 
omitting  the  routine  details.  Comments  will 
be  welcome  as  an  aid  to  making  the  bulletins  as 
useful  as  possible. 

Coordination  of  Activities. — It  is  with  satisfac- 
tion that  your  General  Manager  expresses  his  con- 
viction that  the  present  Council  and  Council 
Committee  machinery  was  wisely  devised . 1 1 has 
now  been  in  operation  for  its  first  three  years — 
the  period  for  which  each  of  its  three  classes  of 
councilors  are  elected.  With  a normal  change  in 
personnel  its  members  have  been  at  the  helm 
long  enough  to  have  become  fully  versed  in  the 
duties  of  the  body.  The  result  has  been  an  ad- 
mirably quick  and  sound  succession  of  decisions 
on  many  subjects  that  require  fine  judgment  as 
well  as  complete  knowledge.  I offer  to  that 
body,  with  great  personal  pleasure,  my  secre- 
tarial congratulations. 

The  committees  of  the  Council  to  whom  were 
assigned  particular  duties  have  fulfilled  their 
obligations  with  commendable  speed  and  no 
duplication  of  effort;  and  many  of  the  matters 
studied  and  followed  up  this  year  have  been  of 
more  than  ordinary  import  to  health. 

Particularly  intriguing  has  been  the  picture 
that  has  been  drawn  of  the  possible  stabilizing 
of  the  practice  of  medicine  in  such  a way  that  a 
person  can  retain  his  own  doctor  throughout  life. 

Beginning  with  the  indigent,  and  to  these  can 
be  added  the  near  indigent,  the  medical-relief  ar- 
rangements proposed  by  the  Society  give  these 
their  chosen  physicians  who  they  know  will  be 
suitably  recompensed.  A higher  economic  level 
having  been  attained,  individuals  with  their 
doctors  can  march  in  column  of  twos  into  the 
new  hospital  and  medical  indemnity  insurance. 

It  has  been  a privilege  to  aid  the  committees 
charged  with  postgraduate  education,  public 
health  matters,  malpractice  insurance,  and  the 
annual  meeting  program.  They  have  continued 
their  work  as  before  and  expanded  it  where 
needed.  The  importance  of  the  work  of  the 
Compensation  Bureau  and  diligence  of  its  direc- 
tor, Dr.  Kaliski,  deserve  comment.  As  shown 
in  the  Council  Report  the  total  financial  value  of 
this  work  to  the  physicians  qualified  is  very  large 
in  actual  dollars. 

To  the  Publication  Committee  I want  to  ex- 
tend my  sincere  thanks  for  its  great  help  in  advis- 
ing as  to  management  of  the  Journal  from  liter- 
ary and  business  angles. 

I also  wish  to  record  my  compliments  to  the 
Bureau  of  Public  Relations  and  its  director,  Mr. 
Dwight  Anderson,  for  its  valuable  work  during  a 
trying  year.  It  has  been  my  privilege  to  see  the 
medical  publicity  in  the  making;  and  the  job 
has  grown  larger  and  more  needed. 

I cannot  close  this  report  without  registering 
my  thanks  to  the  clerical  staff  for  its  loyal  and 
unfailingly  devoted  efforts  under  the  efficient 
supervision  of  Miss  Dougherty.  It  has  been  a 
year  of  unusual  demands  on  time  and  speed  and 
these  have  been  met  cheerfully,  and  effectually. 

Respectfully  submitted, 

Peter  Irving,  M.D.,  Secretary 

March  18,  1940 
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Report  of  the  Council 


To  the  House  of  Delegates;  Gentlemen: 

Your  Council  has  the  honor  to  report  on  its 
executive  and  administrative  management  of  the 
affairs  of  the  Society  during  the  period  following 
your  last  meeting  on  April  24-25,  1939.  The 
various  matters  before  it  are  here  presented  in 
five  successive  chapters. 

Part  I 


Postgraduate  Medical  Education 

The  personnel  of  the  Committee  on  Public 
Health  and  Education  this  year  remained  the 
same : 

Thomas  P.  Farmer,  M.D.,  Chairman,  Syracuse 


George  Baehr,  M.D New  York 

Oliver  W.  H.  Mitchell,  M.D Syracuse 


The  following  report  covers  the  educational 
part  of  its  duties. 

Postgraduate  Courses. — The  interest  mani- 
fested by  county  medical  societies  in  the  weekly 
postgraduate  lectures  not  only  has  been  main- 
tained but  is  constantly  increasing.  The 
following  courses  were  given  between  July  1 and 
December  1: 


Delaware 

Cortland 

Jefferson 

Monroe 

Montgomery 

Rockland 

St.  Lawrence 

Saratoga 

Schoharie 

Schoharie 


Pediatrics 
General  Medicine 
Heart  Disease 
General  Medicine 
Neurology 
Orthopedic  Surgery 
Heart  Disease 
Heart  Disease 
Neurology 
Pediatrics 


The  following  counties  have  applied  for  courses 
to  be  given  before  July  1,  1940: 


Clinton 

Franklin 

Fulton 

Jefferson 

Montgomery 

St.  Lawrence 

Sullivan 

Tioga 


General  Medicine 
General  Medicine 
Heart  Disease 


Hemorrhage 

Hemorrhage 


Because  of  the  limited  appropriation  made  to 
the  Committee  for  its  work,  it  is  questionable 
whether  any  more  courses  can  be  given  during 
the  current  year,  although  it  is  more  than  prob- 
able that  the  Committee  will  have  requests  from 
other  county  societies  for  such  courses.  It  is 
even  doubtful  that  some  of  the  above-mentioned 
courses  can  be  financed  out  of  the  appropriation. 
The  reports  from  county  societies  indicate  that 
the  lectures  in  all  the  courses  were  very  well 
given.  The  outlines  of  some  of  the  courses  have 
been  dropped  from  the  Committee’s  list,  others 
have  been  revised,  and  new  courses  have  been 
added.  A new  course  on  neurology  was  given  to 
two  county  societies.  Outlines  of  each  lecture 
were  furnished  to  the  physicians  attending  and 
practical  laboratory  demonstrations  were  made 
available.  No  matter  how  much  the  Committee 
may  desire  to  extend  or  expand  its  work  in 
postgraduate  education,  there  is  no  doubt  at 
the  present  time  but  that  the  weekly  lectures  in 
the  county  appeal  to  physicians  more  than  any 
other  type  of  instruction. 


Institute  on  Nutrition  and  Diet. — As  mentioned 
in  the  report  to  the  last  House  of  Delegates,  an 
Institute  on  Nutrition  and  Diet,  open  to  all 
physicians  in  sessions,  was  held  on  the  following 
dates:  October  18  and  25,  November  1 and  8. 
Although  it  was  originally  planned  to  charge  a 
registration  fee  of  $10  for  the  full  course,  the  regis- 
tration fee  was  omitted  because  the  State  De- 
partment of  Health  took  a decided  interest  in 
this  venture  and  offered  to  subsidize  part  of  the 
expenses.  While  the  attendance  was  not  so 
large  as  it  should  have  been,  nevertheless  it  was 
very  satisfactory,  particularly  from  the  stand- 
point of  the  type  of  physicians  who  attended. 
The  number  who  applied  for  admittance  to  this 
course  was  201.  The  number  who  attended  at 
least  one  day  of  the  Institute  was  177.  The 
total  number  who  attended  all  the  sessions  was 
38.  Because  of  the  widespread  interest  in  this 
Institute,  especially  among  those  who  were  not 
physicians,  applications  were  received  from  other 
than  physicians  and  requests  for  information  con- 
cerning it  were  received  from  Philadelphia,  Cleve- 
land, Montreal,  and  the  Hawaiian  Islands.  The 
total  number  of  applications  from  physicians 
was  131.  The  total  number  of  physicians  who 
attended  at  least  one  day  of  the  Institute  was 
108  and  the  total  number  of  physicians  who  at- 
tended all  the  sessions  was  23.  Those  others 
attending  the  Institute  were  mostly  dietitians, 
teachers  of  dietetics,  public  health  nurses, 
nutritionists,  and  persons  doing  research  con- 
nected with  dietetics  and  nutrition. 

The  difficulty  in  the  selection  of  speakers  was 
a greater  task  than  was  at  first  realized.  Six 
talks  were  given  each  day,  three  by  physicians 
and  three  by  nutritionists  or  dietitians.  The 
State  Department  of  Health  and  the  State 
Medical  Society  paid  vouchers  for  traveling 
expenses  and  honorarium  fees  to  the  extent  of 
$988.85.  Of  this  amount,  the  State  Department 
of  Health  paid  $593.80,  and  the  State  Medical 
Society  paid  $395.05. 

This  does  not  represent  the  entire  cost  of  the 
Institute,  as  the  work  of  organization  was  fi- 
nanced entirely  by  the  State  Medical  Society 
and  as  there  was  no  charge  made  for  the  use  of 
the  auditorium  and  the  services  connected 
with  it  at  the  Medical  College  of  Syracuse 
University.  The  Dean  of  that  College  felt  that 
the  College  desired  to  make  this  contribution  as 
part  of  its  interest  and  activity  in  this  form  of 
education. 

. From  the  experience  with  this  Institute,  much 
has  been  learned.  Physicians,  at  least  in  New 
York  State,  are  not  willing  to  pay  registration 
fees  for  postgraduate  courses,  nor  are  they  ready 
to  travel  long  distances  on  four  separate  days. 
It  is  the  belief  of  the  Committee,  however,  that 
there  is  a growing  tendency  for  physicians,  and 
especially  the  younger  men,  to  desire  post- 
graduate work  of  a higher  plane,  along  the 
lines  of  a seminar.  While  the  Committee 
would  not  favor  repeating  this  experiment  next 
year,  it  does  feel  that  the  enthusiasm  with  which 
this  Institute  was  received  would  warrant 
another  attempt  being  made  within  the  near 
future. 

In  connection  with  this  Institute,  a radio  talk 
by  one  of  the  speakers  was  given  from  radio 
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station  WSYU  in  Syracuse,  late  in  the  afternoon 
on  each  day  of  the  Institute.  The  Institute  was 
opened  by  the  Dean  of  the  Medical  College  of 
Syracuse  University,  Dr.  Herman  G.  Weiskotten. 
Among  others  who  acted  in  this  capacity  on 
other  occasions  during-  the  Institute  were  the 
president  and  secretary  of  the  State  Medical 
Society,  a representative  from  the  State  Depart- 
ment of  Health,  members  of  the  faculty  of  the 
Medical  College  of  Syracuse  University,  and 
presidents  of  the  local  medical  societies  in 
Syracuse. 

Many  gratifying  letters  have  been  received  by 
the  Committee  from  those  attending  the  In- 
stitute, as  well  as  some  of  the  speakers  and  from 
persons  outside  the  state,  who  were  furnished 
complete  copies  of  the  outlines  of  the  talks 
when  they  were  unable  to  come  to  the  Institute 
itself.  One  of  the  attractive  features  of  the  In- 
stitute was  the  fact  that  mimeographed  outlines 
of  each  talk,  prepared  by  the  speaker,  were  placed 
in  the  hands  of  those  attending  the  lectures, 
before  the  lectures  were  given.  These  outlines 
provided  a permanent  record  of  the  content  of 
each  talk,  and  aided  in  bringing  out  questions 
during  the  discussion  period.  Several  requests 
were  received  by  the  Committee  that  the  lectures 
be  published,  but,  as  this  seemed  to  be  too 
much  of  a financial  involvement,  this  request 
was  not  acceded  to.  However,  a complete  set 
of  outlines  was  sent,  without  charge,  to  those 
who  had  requested  publication  of  the  lectures. 
The  editors  of  the  State  Journal  were  very 
kind  in  carrying  several  announcements  of  the 
Institute  and  Mr.  Anderson  was  very  diligent  in 
looking  after  all  matters  of  publicity  of  which  the 
Institute  received  a great  deal. 

Pneumonia  Control. — Because  of  the  recent 
introduction  of  the  newer  drugs  in  the  treatment 
of  pneumonia,  the  Committee,  as  well  as  the 
Advisory  Committee  on  Pneumonia  Control  to 
the  State  Department  of  Health,  felt  that  the 
State  Medical  Society  should  repeat  the  work 
done  two  years  ago  in  furnishing  programs  on 
pneumonia  free  of  charge  to  county  medical 
societies.  The  Committee  had  some  doubts  as 
to  whether  this  subject  would  appeal  to  county 
medical  societies  after  it  had  been  covered  so 
well  and  so  recently,  but  the  reaction  of  the 
county  medical  societies  in  asking  for  such 
programs  has  proved  that,  without  doubt, 
physicians  would  not  only  greatly  welcome  such 
programs  but  honestly  desire  them.  As  a result, 
such  programs  have  been  given,  or  will  be  given 
in  thirteen  counties  this  year,  and  it  is  quite 
probable  that  more  county  societies  will  request 
these  lectures  before  July  1.  In  arranging 
these  programs  for  county  medical  societies,  the 
State  Department  of  Health  has  paid  honorarium 
fees  to  the  speakers  and  the  State  Medical  Society 
has  paid  their  expenses. 

Expenses. — The  attention  of  the  House  of 
Delegates  should  be  drawn  to  the  fact  that  as 
compared  with  many  other  states,  several  of 
which  are  much  smaller  in  population,  the 
amount  of  money  paid  for  postgraduate  medical 
education  in  New  York  State  is  considerably 
lower  than  in  these  other  states,  despite  the  fact 
that  the  program  for  this  work  is  considerably 
broader  in  New  York  State.  This  probably  is 
explained  mostly  by  the  fact  that  a great  deal  of 
the  work  in  New  York  State  is  of  a voluntary 
type  and,  despite  this  fact,  is  done  by  men  of 


high  caliber  who  would  prefer  to  do  much  of  this 
work  without  remuneration  than  to  charge  what 
their  services  would  rightly  be  worth.  Con- 
siderable care  about  arranging  the  location  of  the 
lectures  and  having  nearby  counties  have  the 
same  course  on  the  same  day  has  done  much  to 
reduce  the  expenses.  Also  the  work  done  by 
county  societies  and  academies  of  medicine  in 
the  larger  centers  of  the  state  has  filled  a need 
that  is  necessary  in  other  states  but  not  in  New 
York.  In  these  other  states  mentioned,  con- 
siderable of  the  expense  has  been  paid  by  volun- 
tary organizations,  but  even  then,  the  con- 
tributions by  some  of  these  state  societies  with 
a much  smaller  membership  have  been  greater 
than  the  appropriation  made  for  this  purpose 
in  New  York  State. 

Public  Health  Matters 

School  Health  Program. — As  directed  by  the 
House  of  Delegates,  the  Council  Committee  on 
Public  Health  and  Education  has  made  a study 
of  the  entire  school  health  program.  The  Com- 
mittee had  inquired  into  this  matter  to  a slight 
extent  at  the  Council  meeting  held  before  the 
last  meeting  of  the  House  of  Delegates  and  was 
directed  by  the  House  to  continue  this  study, 
with  the  privilege  of  asking  other  persons  con- 
nected with  either  governmental  agencies  or 
private  organizations  to  join  with  it  in  this 
study.  The  Committee  has  held  two  meetings 
given  over  entirely  to  this  study.  The  first 
one  was  held  at  the  Grand  Union  Hotel  in 
Saratoga  Springs,  on  Tuesday,  June  27  at  4:30 
p.m.  The  meeting  was  held  at  this  time  so  that 
it  would  concur  with  the  annual  meeting  of  the 
New  York  State  Association  of  School  Physicians. 
At  that  meeting,  thirty-one  persons  were  present. 
This  group  included  representatives  of  the 
Council  Committee  on  Public  Health  and 
Education,  the  State  Department  of  Health, 
the  State  Department  of  Education,  the  State 
Medical  Society,  the  New  York  Academy  of 
Medicine,  the  New  York  State  Association  of 
School  Physicians,  the  American  Academy  of 
Pediatrics,  the  Westchester  County  Medical 
Society,  and  a large  number  of  individuals  each 
representing  various  groups.  Because  of  the 
complexity  of  the  study,  it  was  suggested  that 
some  representative  from  each  of  the  various 
groups  present  its  opinions  on  the  subject,  and, 
after  the  larger  groups  were  covered,  any  others 
who  wished  to  speak  might  do  so.  It  was  re- 
quested that  each  person  speaking  send  to  the 
chairman  an  abstract  of  his  statement,  and  all 
the  others  present,  regardless  of  whether  they 
spoke  or  not,  were  invited  to  do  the  same. 

As  a result,  a large  number  of  opinions  were 
received  from  individuals  and  one  from  a com- 
mittee of  the  New  York  State  Association  of 
School  Physicians.  While  these  statements 
voiced  many  opinions,  nevertheless  they  were 
helpful  in  indicating  the  general  feeling  of  the 
entire  group.  Mimeographed  copies  of  these 
statements  were  sent  to  all  who  had  been  invited 
to  this  meeting,  whether  they  had  been  present 
or  not,  as  well  as  to  other  persons  with  whom 
some  communication  had  been  held  concerning 
the  matter. 

The  committee  held  a second  meeting  on  Feb- 
ruary 17,  1940,  at  10:00  a.m.,  at  the  Hotel 
Roosevelt  in  New  York  City,  to  which  the 
entire  group  invited  to  the  first  meeting  was 


544 


ANNUAL  REPORTS 


[N.  Y.  State  J.  M. 


again  invited.  Twenty-one  were  present  at 
t his  meeting.  The  matters  that  seemed  the  most 
pertinent  in  the  statements  received  greater 
consideration.  This  group  decided  that  its  aims 
should  be  to  provide  the  best  type  of  health  serv- 
ice possible  for  all  school  children,  whether  at- 
tending public  or  private  schools,  in  order  to 
impress  on  the  child  what  should  comprise  good 
medical  care,  and  that  the  advice  given  to  chil- 
dren should  be  based  only  on  complete  and  care- 
ful examination.  1 1 was  suggested  that  the  person 
in  charge  of  determining  these  affairs  should  be 
a pediatrician,  but  this  was  later  amended  to 
read  a man  qualified  to  give  good  pediatric  care. 

This  was  not  intended  to  mean  that  the  Com- 
mittee favors  inspection  rather  than  examination 
of  children.  The  general  consensus  of  opinion 
of  the  group  was  that  the  grouping  of  school 
physicians  and  the  physical  educators  into  one 
body  was  detrimental  to  the  school  health  work 
and  that  this  had  become  more  so  as  greater 
emphasis  had  been  laid  upon  physical  education 
during  the  past  few  years.  The  group  felt  that 
there  was  a place  for  the  physical  educators  and 
also  for  the  school  physicians,  but  the  difference 
in  their  responsibilities  and  duties  should  be 
made  more  distinct.  It  was  the  general  feeling 
that  work  that  was  distinctly  of  a medical 
nature  should  be  under  the  direction  of  a physi- 
cian who  should  be  responsible  to  the  executive 
administrator  or  school  boards,  and  not  to  them 
through  an  intermediary  person  who  was  not  a 
physician. 

On  the  other  hand,  the  group  felt  that  matters 
that  were  of  an  educational  nature  should  be  in 
the  hands  of  those  who  were  trained  to  be 
teachers.  It  was  the  consensus  of  opinion  of  the 
group  that  if  this  matter  were  properly  solved 
and  a capable  individual  placed  in  charge  of  the 
work,  many  of  the  other  problems  connected  with 
the  school  health  work  could  be  more  readily 
solved  by  executive  action  rather  than  by  change 
of  the  laws.  The  Committee  felt  that  the  matter 
of  setting  up  standards  for  qualifications  of  school 
physicians,  in  the  questions  of  salaries,  etc., 
should  be  delayed  until  this  vital  question  had 
been  settled. 

The  committee  therefore  recommends  that  a 
change  be  made  in  the  organization  of  the  present 
Division  of  Health  and  Physical  Education, 
preferably  that  the  present  bureau  of  health 
service  be  transferred  to  the  State  Department 
of  Health,  but  that  if  this  is  not  possible,  such  a 
division  be  organized  in  the  State  Department  of 
Education,  and  that  to  it  be  assigned  all  medical 
problems;  while  the  teaching  of  health,  including 
physical  education,  be  left,  as  at  present,  in  the 
Division  of  Physical  Education  of  the  State  De- 
partment of  Education,  so  that  the  teaching  of 
health  would  be  in  the  Department  of  Education, 
as  heretofore,  while  the  supplying  of  health 
service  would  be  either  in  the  State  Department 
of  Health  or  in  a separate  division  headed  by  a 
medical  man.  Because  of  their  official  positions, 
Dr.  Maxwell  and  Dr.  Mosher  of  the  State  De- 
partment of  Education  were  excused  from  voting 
on  any  of  the  issues  brought  up. 

Public  Health  Laboratories. — A memorial  re- 
garding the  more  effective  use  of  laboratories  in 
the  control  of  communicable  diseases  was  re- 
ceived at  the  Council  meeting  of  the  State  So- 
ciety, on  May  11,  1939,  and  was  referred  to  the 
Council  Committee  on  Public  Health  and 


Education  for  further  study.  It  was  the  opinion 
of  the  Council  of  the  New  York  State  Association 
of  Public  Health  Laboratories  that  (1)  laboratory 
facilities  of  high  quality  are  available  to  nearly 
all  the  physicians  of  New  York  State,  and  (2) 
a large  number  of  physicians  (approximately  30 
per  cent  of  those  in  practice  in  the  state)  make 
entirely  inadequate  use  of  the  laboratory  facilities 
that  are  readily  available  for  the  diagnosis  and 
control  of  communicable  disease.  It  was  par- 
ticularly noted  that  many  patients  with  syphilis 
were  still  admitted  to  institutions  without  having 
a complement  fixation  test,  and  a high  percentage 
of  patients  with  pulmonary  tuberculosis  when 
first  diagnosed  were  found  to  be  “far  advanced” 
or  “moderately  advanced”  without  a sputum 
examination  having  been  made.  It  was  further 
claimed  that  many  patients  with  pneumonia 
had  neither  an  examination  to  determine  the 
type  of  pneumococcus  present  or  a blood  culture 
made.  In  view  of  the  tremendous  expansion 
of  tests  made  in  public  health  laboratories  and 
the  demand  for  larger  budgetary  appropriations, 
and  also  because  of  the  tremendous  amount  of 
educational  work  that  had  been  done  with  the 
profession  regarding  the  need  of  bacteriological 
examinations  in  pneumonia,  syphilis,  and  tuber- 
culosis, it  seemed  hard  to  believe  these  con- 
tentions. The  Chairman  of  the  Council  Com- 
mittee on  Public  Health  and  Education  was  in- 
vited to  confer  with  the  Council  of  the  New 
York  State  Association  of  Public  Health  Labora- 
tories regarding  this  matter.  Before  doing  so, 
he  talked  with  various  persons  whose  opinion 
would  be  considered  authoritative  on  this  matter, 
and  it  was  the  feeling  of  all  concerned  that  the 
Association  of  Public  Health  Laboratories,  par- 
ticularly Dr.  Mackenzie  and  Dr.  Wright,  had 
become  very  much  excited  over  this  condition. 
Both  of  these  physicians  wished  the  State 
Medical  Society  to  take  drastic  action  against 
physicians  who  were  lax  in  making  adequate  use 
of  the  laboratory.  The  Chairman  of  the  Com- 
mittee felt  that  such  action  was  unwise,  and  cer- 
tainly until  more  adequate  figures  were  obtained 
concerning  the  matter.  In  place  of  publishing 
the  memorial  in  the  State  Journal  it  was  ar- 
ranged that: 

1.  A report  from  the  Council  Committee  on 
Public  Health  and  Education  regarding 
inadequate  use  of  available  laboratory 
facilities  by  physicians  be  published  in  the 
State  Journal  of  Medicine. 

2.  That  public  health  committees  of  the 
various  county  medical  societies  be  re- 
quested to  study  the  matter  locally  in 
their  counties.  In  this  study  the  coopera- 
tion of  the  director  of  the  county  public 
health  laboratory  to  be  solicited. 

3.  That  county  medical  societies  be  requested 
to  include  on  their  scientific  programs  one 
talk  each  year  dealing  with  the  work  of  the 
laboratory. 

4.  That  a further  and  more  reliable  statistical 
study  of  the  facts  be  made  as  to  how 
many  physicians  fail  to  use  the  laboratory. 

5.  That  an  effort  be  made  on  the  part  of  the 
New  York  State  Association  of  Public 
Health  Laboratories  to  see  that  the  direc- 
tors of  county  laboratories  utilize  effi- 
ciently their  opportunities  for  overcoming 
this  problem. 

The  most  amicable  relationships  exist  between 
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the  Division  of  Laboratories  and  Research  of  the 
State  Department  of  Health  and  the  State 
Medical  Society,  and  it  is  trusted  that  no  ex- 
traneous subject  will  cause  a rupture  in  this 
harmonious  situation. 

Ophthalmologic  Problems. — At  request  of  the 
Committee  the  Council  appointed  an  Advisory 
Committee  on  ophthalmologic  problems  which 
will  be  available  for  advice  in  handling  matters 
dealing  with  education  and  public  health  work  in 
the  field  of  ophthalmology. 

Conrad  Berens,  M.D.,  Chairman.  . .New  York 


H.  W.  Cowper,  M.D Buffalo 

Thomas  H.  Johnson,  M.D New  York 

Searle  B.  Marlow,  M.D Syracuse 

Albert  C.  Snell,  M.D Rochester 


Cancer. — The  Committee  on  Public  Health  and 
Education  has  cooperated  with  the  State  De- 
partment of  Health  in  organizing  the  new  Divi- 
sion on  Cancer  in  that  department.  It  has  been 
of  assistance  in  advising  and  approving  of  the 
various  forms  to  be  used  in  that  division. 

4-H  Clubs. — The  Committee  has  continued  to 
offer  its  services  to  the  4-H  Clubs,  particularly 
with  the  work  of  examining  these  children. 

Other  Matters 

The  management  of  the  State  Journal  has 
very  kindly  arranged  for  all  public  health  notes 
appearing  in  the  Journal  to  be  submitted 
through  the  Council  Committee  on  Public 
Health  and  Education.  From  time  to  time  an 
article  prepared  by  a member  of  the  Committee 
will  appear  in  this  space  so  provided. 

During  the  past  year,  two  private  practitioners 
offered  a private  postgraduate  course  on  Needle 
Surgery  to  be  given  in  Syracuse  and  in  New  York 
City.  This  information  was  transmitted  to  of- 
ficers of  the  New  York  County  Medical  Society. 

At  the  present  time,  the  New  York  State 
Temporary  Legislative  Commission  to  Formu- 
late a Long  Range  State  Health  Program  is 
formulating  legislation  that  it  is  important  that 
the  physicians  of  the  state  understand  clearly. 
This  includes  legislation  to  demand  the  comple- 
tion of  one  year's  internship  in  fully  approved 
hospitals  before  being  given  a degree  or  a license 
to  practice.  Another  demands  that  all  hospitals 
have  at  least  one  intern  or  resident  physician 
present  at  all  times,  on  their  staff.  Another  bill 
that  has  been  proposed  has  to  do  with  the  licens- 
ing of  specialists.  Many  of  these  bills  have  a 
noble  purpose  but  they  are  proposed  by  persons 
who  are  not  well  informed  on  the  subject,  and 
these  bills  may  cause  more  harm  than  good. 

Maternal  Welfare 

The  Special  Committee  on  Maternal  Welfare 
appointed  by  the  House  to  report  back  through 
the  Council  consists  of: 

Charles  A.  Gordon,  M.D.,  Chairman 


Brooklyn 

James  K.  Quigley,  M.D Rochester 

Ferdinand  J.  Schoeneck,  M.D Syracuse 


The  Committee  report  made  in  February  was 
accepted  by  the  Council.  The  report,  including 
certain  recommendations  adopted,  follows: 
“State  health  departments  in  every  state 
have  departments  of  maternal  health  and  are 
actively  engaged  in  this  work.  Forty-two,  or 
85  per  cent,  of  the  state  medical  societies  have 
committees  on  maternal  welfare.  The  Medical 


Society  of  the  State  of  New  York  is  doing  but 
little  in  this  field,  as  the  most  substantial  work 
is  being  done  independently  by  county  so- 
cieties, particularly  in  Erie,  Kings,  Monroe, 
New  York,  and  Onondaga,  and  in  Bronx, 
Queens,  and  Westchester.  In  all,  thirty- 
three  to  thirty-six  county  societies  have  com- 
mittees on  maternal  welfare,  but  this  Com- 
mittee is  not  aware  of  their  activities  as  all 
county  society  committees  operate  without 
the  sponsorship  or  guidance  of  the  State 
Medical  Society. 

“That  there  is  need  of  a comprehensive 
program  for  the  entire  state  is  clear  from 
State  Department  of  Health  reports,  which 
show  mortality  rates  higher  in  many  com- 
munities than  they  need  be.  Even  in  those 
cities  and  counties  that  have  shown  startling 
reductions  in  the  maternal  mortality  rate, 
effort  must  be  continuous  so  that  gains  may 
be  maintained. 

“Throughout  the  country,  the  most  progress 
has  been  made  where  close  cooperation  exists 
between  public  health  officials  and  state 
medical  societies.” 

The  following  are  the  recommendations 

adopted : 

1.  “That  it  be  permitted  to  set  up  an  Advisory 
Committee  on  Maternal  Welfare,  and  an  Ad- 
visory Committee  on  Fetal  and  Neonatal 
Mortality. 

“These  advisory  committees  should  consist 
of  eight  to  fourteen  members,  obstetricians 
and  pediatricians  of  high  standing,  distributed 
as  of  district  branches  or  geographically  to 
the  best  advantage  so  that  they  may  cooperate 
with  us  in  proper  organization  of  the  state. 

“These  committees  should  meet  once  with 
the  Committee  on  Maternal  Welfare  at  the 
State  Society  meeting,  and  then  carry  our 
message  and  program  to  the  counties  for 
which  they  are  responsible.  This  decentraliza- 
tion should  get  the  results  we  desire.  This 
Committee  will  be  glad  to  assist  the  president 
in  the  appointment  of  advisory  committees.” 

2.  That  it  be  given  space  in  the  New  York  State 
Journal  of  Medicine  for  publication  of  ma- 
terial for  the  general  practitioner  under  the 
heading  of  Maternal  Welfare. 

3.  “That  funds  be  set  aside  for  the  use  of  this 
Committee  in  setting  up  an  exhibit  at  the 
State  Society  meeting  and  the  A.M.A.  meet- 
ing. A sum  of  $200  is  estimated  as  the  ap- 
proximate amount  necessary. 

4.  “That,  if  practicable.  Dr.  Farmer’s  com- 
mittee and  this  Committee  cooperate  in  the 
matter  of  postgraduate  lectures  in  obstetrics.” 


Part  II 

Medical  Relief 

Through  its  Council  Committee  on  Public 
Relations  and  Economics: 

Augustus  J.  Hambrook,  M.D.,  Chairman 


Troy 

Herbert  H.  Bauckus,  M.D Buffalo 

Louis  H.  Bauer,  M.D Hempstead 

James  M.  Flynn,  M.D Rochester 


a steady  drive  has  been  made  to  accomplish 
reforms  in  the  field  of  medical  care  of  the  indigent 
and  near  indigent.  Dr.  Lawrence  and  Dr. 
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Irving  have  taken  part,  ex-officio,  in  conferences 
with  the  State  Department  of  Social  Welfare. 
The  following  Journal  notice,  which  appeared 
in  the  March  1 issue,  briefly  outlines  the  status 
of  this  matter  as  of  February,  1940: 

Medical  Relief  in  New  York  State 

On  February  8,  1940,  the  Council  of  the  Medical  So- 
ciety of  the  State  of  New  York  received  the  following  re- 
port and  directed  that  it  be  published.  Attention  of 
county  medical  society  secretaries  and  presidents  is 
respectfully  called  to  the  request  for  local  reports  on 
medical  relief.  These  reports  are  to  be  sent  to  Dr. 
Augustus  J.  Hambrook,  40  State  Street,  Troy,  the  chair- 
man of  the  Council  Committee  on  Public  Relations  and 
Economics.  The  report  follows: 

“The  Committee  on  Public  Relations  and  Economics 
regrets  that  it  has  to  report  disappointment  in  the  prog- 
ress of  its  efforts  to  improve  the  status  of  medical  relief 
in  this  state.  To  the  last  House  of  Delegates,  the  com- 
mittee reported  that  it  had  recommended  to  the  State 
Department  of  Social  Welfare  a new  setup  for  the  local 
welfare  machinery.  A professional  advisory  committee 
was  suggested  for  each  county,  the  medical  members  of 
such  committees  to  be  appointed  by  the  county  welfare 
officer  from  a list  submitted  by  the  county  medical  so- 
ciety. Other  members  such  as  dentists  and  druggists 
were  to  be  selected  by  their  county  organizations.  It 
was  held  that  all  decisions  be  vested  in  this  committee 
instead  of  being  referred  to  the  medical  social  worker. 
It  was  determined  that  there  were  thirty  situations  which 
commonly  arise  in  the  administration  of  medical  relief 
which  could  be  decided  locally  and  thereby  obviate  need- 
less and  unnecessary  delays.  Up  to  a few  months  ago 
this  plan  seemed  to  have  the  approval  of  the  state  de- 
partment. 

“Included  in  the  program  was  a revised  fee  schedule 
based  on  the  Workmen’s  Compensation  Fee  Schedule,  but 
with  a reduction.  It  was  recognized  that  the  Work- 
men’s Compensation  Fee  Schedule  was  the  lowest  which 
would  permit  the  doctor  to  do  satisfactory  work  and  still 
realize  a profit  for  his  services.  Welfare  fees,  however, 
are  paid  out  of  current  tax  funds  instead  of  from  indus- 
trial profits  as  in  the  case  of  Workmen’s  Compensation. 
It  was  felt  that  the  doctor  accepting  these  slightly  lower 
fees  could  accept  this  schedule  as  his  share  of  the  com- 
munity burden  in  the  care  of  the  indigent.  The  Welfare 
Manual  now  in  force,  after  long  discussions  with  repre- 
sentatives of  the  State  Department  of  Social  Welfare, 
was  revised  with  apparent  satisfaction  on  both  sides. 

“No  definite  action  was  taken  by  the  department  after 
several  months  of  waiting.  Finally,  the  commissioner 
called  on  November  28,  1939,  a meeting  in  Albany  with 
a large  number  of  local  welfare  officers  in  attendance 
from  different  parts  of  the  state.  The  committee  at- 
tended this  meeting,  and  the  program  as  previously 
suggested,  after  two  years  of  work,  was  discussed  in 
general  and  in  detail.  The  Social  Welfare  Department 
later  advised  the  committee  that  the  local  welfare  officers 
were  not  in  favor  of  adopting  the  proposals  of  the  society. 

“The  committee  deems  it  wise  that  each  county  wel- 
fare officer  be  approached  by  representatives  of  the  county 
medical  societies  in  the  effort  to  secure  first-hand  in- 
formation as  to  the  attitude  of  each  welfare  officer  on 
the  recommendation  of  the  Medical  Society  of  the  State 
of  New  York  for  reorganization  and  supervision  of  medical 
relief  in  each  county  with  report  to  the  state  society  com- 
mittee as  soon  as  possible.  The  general  situation  exist- 
ing at  the  moment  is  considered  by  this  committee  to  be 
intolerable.” 

The  essential  features  of  the  State  Society’s  proposi- 
tion, as  presented  to  the  House  of  Delegates  on  April  24, 
1939,  are  as  follows:  (1)  establishment  of  professional 


advisory  committees  in  local  welfare  districts ; (2)  revision 
of  fee  schedules  now  in  force;  (3)  reduction  in  the  amount 
of  red  tape  to  the  minimum  needed  for  quick  and  accu- 
rate management  of  medical  relief  and  the  payment  of 
fees;  and  (4)  retention  without  exception  by  the  indi- 
gent of  the  physician  or  physicians  of  their  own  choice. 

The  Committee  on  Public  Relations  on  March 
1,  1940,  had  a conference  with  representatives  of 
the  Committee  of  the  local  welfare  officers  and 
of  the  State  Department  of  Social  Welfare.  It 
heard  expressed  one  point  of  view  with  which  it 
fully  agreed — that  the  emphasis  should  rest  on 
local  handling  in  the  light  of  local  conditions. 
The  present  methods  have  been  far  from  satis- 
factory in  part  because  there  has  been  too  much 
centralization  of  authority,  and  as  a result  de- 
layed and  arbitrary  decisions.  A central  au- 
thority cannot,  under  existing  circumstances, 
decide  a local  problem.  Annoying  red  tape  and 
delay  have  kept  many  doctors  from  performing 
any  service  under  the  provisions  of  the  welfare 
laws. 

In  the  matter  of  professional  advisory  com- 
mittees recruited  by  local  welfare  officers  with 
the  help  of  the  county  medical  societies,  the 
committee  representing  the  local  welfare  officers 
appears  to  hold  back.  They  have  evidently 
spent  much  time  and  thought  on  “medical  direc- 
tors” to  be  appointed  by  the  welfare  officers. 
As  was  stated  to  the  House  in  1939,  our  Com- 
mittee looked  upon  medical  directors  as  a 
valuable  adjunct  if  selected  according  to  care- 
fully drawn  qualifications.  It  at  no  time  con- 
sidered them  as  an  alternative  to  professional 
advisory  committees. 

The  Council  will  continue  to  press  ahead  on 
the  lines  stated  last  year.  In  the  center  of  the 
picture  stands  the  relief  person’s  own  chosen 
doctor  who  should  be  paid  from  tax  funds,  local 
and  state,  on  a proper  financial  basis. 

Medical  Expense  Indemnity  Insurance 

Last  fall  the  sixth  district  branch  at  its  annual 
meeting  memorialized  the  Council  recommending 
that  a committee  be  appointed  to  aid  in  the  crea- 
tion and  launching  of  nonprofit  companies  under 
the  State  Insurance  Law  now  well  known  as 
Article  IX-C.  This  matter  had  been  in  the 
hands  of  the  Committee  on  Public  Relations  and 
Economics,  but  it  was  considered  wise  by  all  to 
appoint  a subcommittee  of  three  to  take  over 
this  as  its  single  duty  and  to  report  through 
Dr.  Hambrook’s  committee.  The  personnel  of 
that  subcommittee  on  Medical  Expense  Insurance 
is: 

Herbert  H.  Bauckus,  M.D.,  Chairman 

Buffalo 

Walter  T.  Dannreuther,  M.D New  York 

William  Hale,  M.D Utica 

Its  report  follows: 

“The  Annual  Report  of  the  Council  to  the 
Medical  Society  of  the  State  of  New  York  for 
1938-1939  contains  a discussion  of  the  subject 
‘Nonprofit  Medical  Expense  Indemnity  In- 
surance.’ There  is  reference  to  the  declara- 
tion of  the  Special  Session  of  the  House  of 
Delegates  of  the  American  Medical  Associa- 
tion in  favor  of  voluntary  cash  indemnity 
insurance  and  against  compulsory  health  in- 
surance. In  full  accord  with  the  policies 
adopted  by  the  Special  Session,  the  Council 
formally  approved  the  principle  of  nonprofit 
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cash  indemnity  medical  insurance.  It  in- 
structed its  Committee  on  Legislation  ‘to 
support  legislation  for  amendment  of  the  in- 
surance laws  which  would  permit  nonprofit 
medical  insurance.’ 

“With  this  cooperation  and  support,  a 
bill  introduced  at  the  request  of  the  State 
Department  of  Insurance  became  a law.  It 
amended  Article  IX-C,  effecting  an  enabling 
act  which  would  permit  the  setting  up  of  non- 
profit organizations  and  which  would  prevent 
a single  such  corporation  from  writing  insur- 
ance for  both  hospital  care  and  medical  care. 
The  Council  expressed  the  wish  that  nonprofit 
insurance  agencies  supplying  cash  indemnity 
for  medical  expense  should  cover  medical  care 
in  the  home,  in  the  physician’s  office,  and  in 
the  hospital.  Thus  did  the  American  Medical 
Association  and  the  Medical  Society  of  the 
State  of  New  York  take  part  in  the  creation 
of  nonprofit  Voluntary  Medical  Expense  In- 
demnity Insurance.  Physician  and  layman 
may  now  view  such  insurance  as  having  in 
principle  the  full  approval  and  support  of 
organized  medicine. 

“Subsequently  the  1939  House  of  Delegates 
of  the  Medical  Society  of  the  State  of  New 
York  adopted  the  following: 

Tentative  Basis  and  Suggestions  for 
Medical  Indemnity  Expense  Insurance 

“1.  It  must  be  nonprofit. 

“2.  It  should  involve  cash  indemnity  and 
not  medical  service. 

“3.  Patients  must  have  absolute  freedom 
of  choice  in  selecting  a duly  qualified  physician 
from  all  those  qualified  to  practice  and  willing 
to  give  service  within  the  locality  covered  by 
the  operation  of  the  company. 

“4.  No  third  party  may  be  permitted  to 
come  between  the  patient  and  his  physician 
in  any  medical  relation.  The  method  of 
providing  service  must  retain  a permanent 
confidential  relation  between  patient  and  the 
physician. 

“5.  The  fees  should  not  be  below  those  of 
the  workmen’s  compensation  schedule;  but 
there  must  be  no  interference  with  higher  fees 
being  charged  to  the  higher  income  group. 

“6.  All  features  of  medical  service  must  be 
under  the  control  of  the  medical  profession, 
such  control  to  be  exercised  by  or  under  the 
direction  of  the  Medical  Society  of  the  State  of 
New  York  or  one  of  its  component  county  so- 
cieties. 

“7.  The  eventual  aim  of  any  plan  should 
be  to  cover  medical  care  in  the  office,  home, 
and  hospital. 

“The  Council  further  directed  its  Committee 
on  Public  Relations  and  Economics  to  study 
this  subject  and  it  gave  its  approval  to  the 
appointment  by  the  president  of  a special 
subcommittee  to  assist  and  advise  with  county 
medical  societies  who  may  wish  to  effect 
creation  of  nonprofit  organizations  for  medical 
expense  indemnity  insurance  under  Article 
IX-C  of  the  amended  Insurance  Law  of  the 
state.  Notification  of  this  action  was  promptly 
made  to  each  county  society.  To  each  county 
society  secretary  was  mailed  a sample  pam- 
phlet or  prospectus  believed  to  present  a prac- 


tical outline  for  organization.  The  Committee 
realized  that  a lack  of  suitable  statistics  based 
on  experience  greatly  increased  the  many 
problems  of  organization  and  attempted  to 
provide  to  interested  groups  such  information 
ag  became  advisable.  However,  it  governed 
its  conduct  in  accordance  with  the  wisdom  of 
Article  III  of  the  Platform  of  the  American 
Medical  Association,  viz.,  ‘The  principle  that 
the  care  of  the  public  health  and  the  provision 
of  medical  service  to  the  sick  is  primarily  a 
local  responsibility.’ 

“It  may  be  pointed  out  that  Article  IX-C  of 
the  State  Insurance  Law  recognizes  this  prin- 
ciple as  it  restricts  the  size  of  the  district  in 
which  a corporation  organized  to  carry  on 
medical  expense  indemnity  insurance  may 
operate.  It  also  mandates  that  all  duly  li- 
censed physicians  in  the  district  may  become 
members  of  the  corporation. 

“The  organizers  of  a proposed  medical  ex- 
pense indemnity  corporation  prepare  a certifi- 
cate of  incorporation  in  which  is  stated  the 
name  of  the  corporation,  its  purposes,  bylaws, 
contracts  and  agreements,  and  names  of  the 
members  of  its  board  of  trustees.  All  such  data 
must  conform  to  the  requirements  and  man- 
dates of  the  membership  corporation  law  and 
Article  IX-C  of  the  Insurance  Law.  The 
first  requisite  following  is  approval  of  the 
incorporation  by  the  Department  of  Social 
Welfare  of  the  State  of  New  York.  After  this 
endorsement,  the  superintendent  of  insurance 
of  the  state,  after  study  and  investigation 
leading  to  favorable  decision,  issues  a ‘Certifi- 
cate of  Consent  to  Filing’  under  the  provisions 
of  the  membership  Corporation  Law  and 
Article  IX-C.  The  corporation,  after  making 
application  on  a form  setting  forth  certain  re- 
quired provisions,  next  obtains  from  the 
superintendent  of  insurance  a permit  to  solicit 
subscribers.  This  is  followed  by  application  to 
the  superintendent  of  insurance  for  a license 
to  do  business.  This  application  makes  cer- 
tain detailed  statements  covering  the  subject 
of  financial  responsibility  and  after  examina- 
tion and  investigation  the  superintendent 
issues  the  license  to  do  business  unless  ‘he 
determines  the  issuance  of  such  license  is  con- 
trary to  the  interest  of  the  people.’ 

“Those  dealing  with  the  State  Board  of 
Social  Welfare  and  the  State  Insurance  De- 
partment on  the  subject  of  organizing  medical 
indemnity  insurance  corporations  uniformly 
report  a most  helpful  and  courteous  attitude 
on  the  part  of  these  agencies  of  our  state. 

“The  bylaws  of  a typical  plan  state  its  pri- 
mary fundamental  purpose  is  to  provide  ade- 
quate medical  care  for  the  low-income  group  in 
our  population.  The  prospective  patient  bud- 
gets for  contingent  illness  by  small  prepayment 
installments.  Most  of  these  patients  pay  by 
means  of  a group  employment  payroll  deduc- 
tion. It  has  been  found  that  it  is  of  advantage 
to  the  employer  and  to  the  indemnity  corpora- 
tion if  there  is  a single  payroll  deduction  taking 
care  of  both  medical  indemnity  and  hospital 
service  costs  where  the  subscriber  carries  both 
forms  of  insurance.  It  is  also  advantageous  to 
make  use  of  the  same  sales  service,  accounting 
equipment,  and  business  personnel,  but  neither 
corporation  may  issue  a combined  contract 
covering  both  hospital  and  medical  care.  The 
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majority  of  the  directors  or  trustees  of  the  plans 
are  physicians — in  one  plan  there  are  sixteen 
physicians  and  nine  laymen.  Lay  study  and 
discussion  are  encouraged.  Some  plans  make 
no  income  limit  restrictions- — one  plan  now 
operating  has  a provision  in  the  subscriber’s 
contract  specifying  that  benefits  apply  only  to 
individuals  with  an  annual  income  not  exceed- 
ing SI, 800,  to  a husband  and  wife  with  com- 
bined income  not  exceeding  $2,500,  to  a family 
of  parents  and  children  with  aggregate  incomes 
not  exceeding  $3,000.  The  superintendent  of 
insurance  has  not  agreed  to  a lowering  of  the 
income  limits  below  those  outlined  in  the  fore- 
going schedule.  The  subject  will  require 
further  observation  and  study. 

“A  sample  premium  rate  may  be  represented 
as  follows: 

“1.  Subscribers  only — $18  annually  with 
indemnification  for  cost  of  medical  care  up  to 
$200. 

“2.  Subscriber  and  one  family  member — 
$27  for  $300  indemnity  limit. 

“3.  Subscriber  and  family  (including  all 
unmarried  children  under  age  of  19)  $36  for 
$400  limit.  Contracts  are  for  one  year  and  are 
renewable  in  all  classes. 

“Contracts  issued  to  subscribers  vary  but  in 
general  they  deny  issuance  to  individuals  hav- 
ing certain  specified  diseases  prior  to  applica- 
tion, exclude  workmen’s  compensation  cases, 
obstetrical  service  during  first  year  of  contract, 
and  certain  other  insurability  restrictions. 
Contracts  call  for  subscriber  payment  for  first 
part  of  services  in  order  to  guard  against  un- 
reasonable usage.  Experience  will  give  more 
needed  light  on  the  advantage,  necessity,  and 
method  of  this  deduction  feature. 

“The  subscriber  patient  is  protected  by  the 
careful  supervision  of  the  State  Insurance  De- 
partment and  by  a contract  giving  said  sub- 
scriber free  choice  of  physician,  providing  for 
the  highest  type  of  medical  care.  The  patient’s 
contract  is  quite  informative. 

“The  subscribing  physician  signs  with  the 
medical  indemnity  corporation  a contract 
outlining  in  various  details  his  agreement  to 
furnish  medical  and  surgical  care  to  the  sub- 
scriber patient.  The  physician  is  paid  directly 
by  the  corporation  and  on  a pro-rata  unit 
basis. 

“It  will  be  observed  that  it  has  required  con- 
siderable time  and  study  before  medical  in- 
demnity insurance  corporations  could  actually 
engage  in  this  new  business.  This  is  greatly  a 
credit  to  the  supporters  and  organizers  of  such 
plans  and  reflects  the  sincerity  of  the  medical 
profession  in  this  venture  for  the  public 
good. 

“Details  of  organization  and  conduct  of  busi- 
ness will  necessarily  vary  according  to  the 
wishes  of  the  local  sponsors.  We  must  expect 
to  change  and  to  improve  as  we  increase  our 
practical  knowledge.  This  is  a difficult  and 
exacting  piece  of  work.  Let  no  one  mistake 
this.  There  is  a deep  human  responsibility 
involved.  Successful  accomplishment  will  re- 
quire frank  analysis,  determined  laborious 
energy  and  honest  courage. 

“Following  the  experience  thus  soon  to  be 
gained,  the  Medical  Society  of  the  State  of 
New  York  may  well  give  further  thought  to 
encouraging  a more  active  professional  partici- 


pation in  the  field  of  nonprofit  medical  expense 
insurance.’’ 

Crippled  Children  Problems 

Complaints  from  members  about  the  fees 
allowed  by  the  courts  under  the  Crippled  Child- 
ren’s Act  have  been  considered  again  this  year  by 
Dr.  Hambrook’s  committee.  The  fees  set  in  the 
unofficial  fee  schedule  are  apparently  unsatis- 
factory, particularly  for  long  continued  post- 
operative treatment,  and  certain  new  surgical 
procedures  are  not  included. 

That  schedule  was  formulated  over  ten  years 
ago  by  the  then  standing  Committee  on  Public 
Relations.  It  was  intended  as  a guide  rather  than 
a fee  regulation.  It  was  never  adopted  by  the 
House  of  Delegates  but  has  served  as  a guide  to 
the  state  departments  in  giving  approval  for 
state  aid  under  the  provisions  of  this  law. 

State  Department  of  Civil  Service 

The  Council  early  in  the  year  was  requested  to 
assist  the  State  Department  of  Civil  Service  in 
developing  standard  specifications  for  each  class 
of  position  of  a medical  nature.  The  duties  of  the 
classification  board  is  to  develop  standards  both 
as  to  basic  form  and  pattern.  The  cooperation 
and  advice  of  the  medical  profession  were  there- 
fore asked.  To  both  Dr.  Hambrook’s  and  Dr. 
Farmer’s  committees  was  assigned  the  study  of 
various  classifications  in  the  medical  group.  This 
matter  takes  in  all  departments  such  as  health, 
compensation,  mental  hygiene,  and  other  depart- 
ments of  the  state  having  medical  members  on  its 
quota  of  employees.  Subcommittees  were  ap- 
pointed to  make  an  intelligent  study  and  experts 
outside  the  membership  of  the  committees  were 
added.  This  study  has  not  been  completed  at 
the  present  time,  but  detailed  reports  to  the 
State  Department  of  Civil  Service  will  be  ready 
before  long. 

New  York  State  Public  High 
School  Athletic  Association 

The  members  of  the  Committee  on  Public 
Relations  and  Economics  have  conferred  on 
several  occasions  with  Mr.  F.  R.  Wegner,  secre- 
tary-treasurer of  the  Athletic  Association,  re- 
garding fees  paid  for  accidents  during  athletics. 
The  fund  is  a plan  to  protect  boys  and  girls 
engaging  in  athletics  and  receiving  injuries  in 
games  and  practices.  In  its  seven  years  of  ex- 
perience all  claims  have  been  paid  according  to 
the  established  schedule.  It  is  felt  that  a wider 
coverage  and  a more  active  participation  of  school 
authorities  in  this  fund  might  increase  the  effec- 
tiveness of  benefits  derived. 

Automobile  Accidents  and  Physical 
Examination  of  Motor  Vehicle  Drivers 

Dr.  Hambrook’s  Committee  on  Public  Rela- 
tions and  Economics  reported  as  follows: 

“An  invitation  was  extended  some  time  ago 
by  the  State  Bureau  of  Motor  Vehicles  to  dis- 
cuss the  great  number  of  deaths  and  serious 
accidents  each  year  caused  by  drivers  handi- 
capped by  some  disease  or  physical  condition. 
This  is  a big  problem.  Some  3,600,000  driver 
licenses  are  issued  each  year.  A very  cursory 
physical  examination  is  required.  A classifica- 
tion of  physical  condition  sufficient  for  ex- 
clusion was  suggested,  and,  after  study  of  a 
statistical  review  made  by  the  Bureau  over 
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several  years,  the  committee  gave  serious 
thought  to  this  study  of  traffic  accidents  and 
deaths  and  has  submitted  a tentative  list  of 
recommendations  to  the  Bureau  of  Motor 
Vehicles  as  approved  by  the  Council,  as 
follows: 

All  persons  applying  for  an  operator’s  license 
or  renewal  of  such  license  must  sign  a certificate 
as  to  whether  or  not  they  are  suffering  from,  or 
have  ever  suffered  from,  any  of  the  following : 

1.  Insanity. 

2.  Epilepsy. 

3.  Coronary  thrombosis  or  angina  pectoris. 

4.  Diabetes. 

5.  Hypertension  (high  blood  pressure). 

6.  Nephritis  (Bright’s  disease). 

7.  Drug  habit. 

8.  Physical  deformities  or  loss  of  an  extremity 
or  part  of  an  extremity. 

Any  person  who  answers  in  the  affirmative  to  any 
of  the  above  must  furnish  a physician’s  certificate 
that  his  disability  is  now  cured  or  arrested  or  that 
he  is  under  constant  medical  supervision  and  is 
physically  competent  to  drive  a car  with  the  fol- 
lowing additional  provisos : 

In  the  case  of  (1)  ( Insanity ) he  must  furnish  a 
certificate  from  a recognized  state  or  private  men- 
tal institution  that  he  is  mentally  competent  to 
drive  a car. 

In  the  case  of  (2)  ( Epilepsy ) no  licenses  are  to 
be  issued. 

In  the  case  of  (3)  ( Coronary  thrombosis)  no 
person  will  be  permitted  to  drive  a car  for  at 
least  6 months  after  an  attack  and  then  only  if 
certified  by  a cardiologist  that  he  is  physically 
competent  to  drive. 

In  the  case  of  (4)  {Diabetes)  he  must  furnish  a 
certificate  that  he  is  under  constant  medical 
supervision. 

In  the  case  of  (5  and  6)  {Hypertension  and 
nephritis),  he  must  furnish  a certificate  that  he 
has  no  signs  of  uremia  and  that  his  diastolic  pres- 
sure is  not  persistently  over  125  mm. 

In  the  case  of  (7)  {Drug  habit),  no  licenses  are 
to  be  issued. 

In  the  case  of  (8)  {Physical  deformities , etc.), 
such  persons  must  demonstrate  to  the  satisfac- 
tion of  the  Bureau  of  Motor  Vehicles  that  they 
are  not  incapacitated  from  driving  under  such 
restriction  as  to  types  of  car  or  special  appliances 
as  may  be  approved  by  the  Bureau  of  Motor 
Vehicles. 

All  persons  over  seventy  must  be  re-examined 
as  to  driving  ability  before  the  license  is  reissued. 

In  addition,  any  person  who  has  been  involved 
in  an  accident  resulting  in  serious  physical  in- 
jury or  death  of  any  person  shall  not  be  permitted 
to  drive  until  he  has  been  physically  examined 
and  certified  as  physically  competent  to  drive. 
If  he  is  involved  in  a second  such  accident,  a 
certificate  from  a competent  psychiatrist  will  be 
required  in  addition.” 

M.D.  License  Plates 

The  State  Bureau  of  Motor  Vehicles  has  con- 
tinued to  give  to  any  physician  in  the  state,  a 
special  M.D.  license  plate,  and  this  year  such 
applications  were  made  at  the  motor  bureau  in 
the  county  or  city  where  the  doctor  resides.  The 
usual  application  was  required,  and  in  addition  a 
prescription  blank  or  letterhead  of  the  doctor  to 
complete  identification.  The  special  plate  has 
been  accepted  by  a majority  of  the  physicians, 


and  it  is  hoped  that  this  special  and  signal  honor 
will  obviate  many  troubles  of  the  past  and  will 
accord  the  doctor,  not  special  privileges,  but 
rather  less  inconvenience  in  his  professional  work. 

Saratoga  Springs  Commission 

Members  of  the  Committee  on  Public  Relations 
and  Economics  have  been  asked  to  act  as  an  ad- 
visory body  to  promote  a better  understanding 
of  the  value  of  mineral  waters  as  an  aid  in  the 
treatment  of  certain  physical  conditions.  As  an 
evidence  of  their  desire  to  cooperate  with  the 
members  of  the  medical  profession,  The  Saratoga 
Springs  Authority  has  formed  a Medical  Attend- 
ing Staff  made  up  of  physicians  in  practice  in 
Saratoga  Springs  and  nearby  communities. 

Farm  Security  Administration 

During  last  summer,  the  Farm  Security  Ad- 
ministration, through  its  representative,  Dr. 
R.  C.  Williams,  sought  the  State  Society’s  ap- 
proval for  it  to  contact  the  county  societies  in 
the  effort  to  devise  plans  for  medical  care  of 
borrowers  of  the  Farm  Security  Administration. 
Dr.  Townsend,  Dr.  Irving,  Dr.  Hambrook,  and 
Dr.  Louis  H.  Bauer  had  met  with  Dr.  Williams, 
and  the  situation  had  been  analyzed  for  the 
committees  on  Public  Relations  and  Economics 
and  Public  Health  and  Education,  which  met 
Dr.  Williams  and  other  workers  of  the  Farm 
Security  Administration  on  September  9,  1939. 

As  a result,  Dr.  Hambrook’s  committee  re- 
corded its  opinion  in  the  following  words: 

“The  Committee  approved  in  principle,  for 
action  by  the  Council,  the  request  of  the  Farm 
Security  Administration  that  its  representatives 
be  granted  permission  to  contact  the  County 
Medical  Societies  with  respect  to  medical  care 
for  the  families  of  borrowers  from  the  Farm 
Security  Administration,  with  the  understanding 
that  the  State  Society  will  have  told  the  county 
societies  that  it  has  no  objection  to  their  under- 
taking this  activity  if  they  see  fit.” 

The  Council  adopted  this  as  its  policy  and  so 
advised  the  county  societies. 

It  was  clearly  understood  that  in  order  to  be- 
come a client  of  the  Farm  Security  Administra- 
tion a family  must  meet  the  following  require- 
ments : 

1.  Must  be  unable  to  obtain  credit  from  any 
other  source. 

2.  Must  be  recommended  by  local  county 
rehabilitation  committee,  usually  five  persons, 
composed  of  one  or  more  successful  farmers, 
farm  women,  and  business  or  professional  mem- 
bers of  the  community. 

3.  Must  be  located  on  or  be  able  to  obtain 
farm  land. 

4.  Must  have  the  stamina  and  determination 
that  would  indicate  a desire  for  rehabilitation. 

5.  Must  be  physically  able  to  do  farm 
work. 

It  was  also  understood  that  the  patients  choose 
their  own  physicians;  that  no  osteopaths  or 
chiropractors  come  into  the  picture;  that  the 
county  society  chooses  a trustee  as  a disburse- 
ment officer  of  the  medical  funds ; that  the  county 
society  alone  passes  on  the  bills;  and  that  the 
Farm  Security  Administrators  have  nothing  to 
say  about  treatment. 

Sterilization  for  Expediency  in  Relief  Cases 

A request  was  received  from  a member  as  to 
the  legality  and  ethical  medical  bearings  of 
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sterilization  operations  on  welfare  clients  who 
have  large  families. 

It  was  understood  that  this  is  being  done  in 
certain  localities  in  the  state  with  the  written 
consent  from  husband  and  wife  and  upon  the 
advice  and  with  the  consent  of  county  officials. 

The  Council  received  from  the  legal  counsel 
the  following  brief  on  the  subject  of  liability  of 
physicians  for  sterilization  of  patients  both  from 
the  standpoint  of  the  civil  and  criminal  law : 

“It  is  impossible  for  me  to  give  any  authorita- 
tive opinion  with  respect  to  the  matters  embraced 
in  this  question  since,  so  far  as  my  research  has 
led  me,  I do  not  find  that  the  question  has  ever 
been  decided  by  the  courts  of  this  state.  How 
the  courts  would  pass  on  such  a question  if  it 
were  squarely  raised  is  largely  speculative,  and 
it  is  impossible  to  say  just  how  they  would  rule. 

“The  subject  of  liability  of  physicians  for 
sterilization  of  patients  has  been  treated  in  a very 
interesting  article  published  in  the  American 
Bar  Association  Journal  under  date  of  March, 
1930.  You  will  find  in  this  article  that  the  sub- 
ject matter  has  been  thoroughly  treated,  both 
from  the  standpoint  of  the  civil  and  the  criminal 
law. 

“In  the  State  of  New  York  I do  not  find  any 
statute  expressly  forbidding  the  operation  in 
question.  There  was  passed  in  1912  in  this 
state  a statute  which  became  Article  19  of  the 
Public  Health  Law,  Sections  350  to  353.  This 
statute  provided  for  the  sterilization  of  the  feeble- 
minded, the  epileptic  and  other  defective  inmates 
in  state  hospitals  for  the  insane,  state  prisons, 
reformatories  and  charitable  and  penal  institu- 
tions in  the  state.  Section  353  of  that  Article 
provided  as  follows: 

“ * Unauthorized  and  illegal  operations . Ex- 
cept as  authorized  by  this  act,  every  person 
who  shall  perform,  encourage,  assist  in  or  other- 
wise permit  the  performance  of  the  operation 
for  the  purpose  of  destroying  the  power  to 
procreate  the  human  species  or  any  person  who 
shall  knowingly  permit  such  operation  to  be 
performed  upon  such  person  unless  the  same 
shall  be  a medical  necessity,  shall  be  guilty  of 
a misdemeanor.’ 

“The  constitutionality  of  the  provisions  for 
sterilization  was  challenged,  and  it  was  held  un- 
constitutional by  the  courts  and  the  entire  Article 
was  subsequently  repealed  including  Section  353 
above  quoted. 

“Section  1400  of  the  Penal  Law  contains  this 
provision : 

“ ‘Maiming  defined;  punishment.  A person 
who  wilfully,  with  intent  to  commit  felony,  or 
to  injure,  disfigure  or  disable,  inflicts  upon  the 
person  of  another  an  injury  which: 

1.  Seriously  disfigures  his  person  by  any 
mutilation  thereof ; or, 

2.  Destroys  or  disables  any  member  or 
organ  of  his  body;  or, 

3.  Seriously  diminishes  his  physical  vigor 
by  the  injury  of  any  member  or 
organ, 

is  guilty  of  maiming,  and  is  punishable  by 
imprisonment  for  a term  not  exceeding  fifteen 
years.  The  infliction  of  the  injury  is  presump- 
tive evidence  of  the  intent.’ 

“Whether  a prosecution  would  lie  under  this 
statute  is  not  free  from  doubt.  In  the  article 
enclosed,  upon  this  point  the  authors  say: 

“ ‘If  the  consent  of  the  person  were  given, 


it  is  probable  under  present  day  statutes  that 
there  would  be  no  liability  for  mayhem,  for 
consent  given  would  usually  warrant  the  con- 
clusion that  malice,  a necessary  element  of  the 
crime,  was  not  present  in  the  mind  of  the  phy- 
sician. This  would  not  necessarily  follow, 
however,  for  malice  on  the  part  of  the  operator 
may  exist  concurrently  with  consent  on  the 
part  of  the  patient.’ 

“From  the  standpoint  of  criminal  responsi- 
bility of  a physician,  I believe  that  if  a thera- 
peutic reason  exists  and  the  consent  of  both 
husband  and  wife  is  obtained,  in  all  probability 
the  physician  would  not  be  criminally  respon- 
sible. However,  with  no  authority  or  prece- 
dent to  guide  us,  no  definite  opinion  can  be  ex- 
pressed upon  this  point.  It  is  easy  to  see  that 
such  operation  might  be  accompanied  by  some 
danger  to  the  physician;  for  example,  should 
the  patient  die  in  the  course  of  the  operation, 
there  might  be  some  charge  of  a criminal  nature 
made  against  the  doctor.  There  is  also  the  dan- 
ger that  where  the  physician  obtains  a written 
consent  from  both  husband  and  wife,  they  may 
repudiate  such  consent  claiming  that  they  did 
not  understand  the  nature  of  the  operation 
and  that  they  were  simply  told  by  the  physician 
to  sign  a piece  of  paper.  Frequently  in  my 
experience  in  the  defense  of  malpractice  cases 
against  physicians,  the  plaintiff  has  attempted 
to  repudiate  a written  consent  to  an  operation. 

“As  to  civil  responsibility,  I believe  that  if 
the  written  consent  of  the  husband  and  wife 
is  obtained  and  the  operation  is  properly  per- 
formed, no  civil  responsibility  would  rest  upon 
the  physician,  although  there  is  no  adjudicated 
case  in  this  State  upon  that  point.” 

The  Council,  after  full  discussion  of  all  bear- 
ings, recorded  the  opinion  that  to  resort  to  such  a 
procedure  without  a therapeutic  reason,  which 
cannot  be  stretched  to  include  economics,  is 
unethical  and  unwarranted. 


Part  III 

Workmen’s  Compensation 

Through  its  Committee  on  Workmen’s  Com- 
pensation, the  Council  has  been  able  to  look  out 
for  the  interests  of  the  physicians  of  the  state  by 
advising  on  revisions  of  the  laws,  by  aiding 
the  county  bureaus  over  the  state,  and  helping 
with  arbitrations  and  adjustments  of  other  situ- 
ations. The  personnel  of  the  Committee  is: 

Harry  Aranow,  M.D.,  Chairman. ...  New  York 

Joseph  C.  O’Gorman,  M.D Buffalo 

David  J.  Kaliski,  M.D.,  Director. . . .New  York 

Number  of  Physicians. — A total  of  17,470 
licensed  physicians  were  qualified  by  the  various 
county  society  boards  up  to  February  1,  1940.* 
Conferences,  Meetings,  Etc. — The  Committee 
and  the  Director  of  Workmen’s  Compensation 
have  participated  in  numerous  meetings,  con- 
ferences, and  hearings  before  the  Department  of 
Labor,  the  Industrial  Commissioner,  the  Indus- 
trial Board,  and  the  Industrial  Council,  etc.* 
Arbitrations. — During  the  year  1939  sixty- 


* Wherever  an  asterisk  appears  in  Part  III,  matter  has 
been  omitted  for  brevity.  A full  report  may  be  ob- 
tained. 
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seven  arbitration  meetings  were  held,  fifty-nine 
in  the  metropolitan  area,  and  eight  in  upstate 
areas.  * 

The  above  represented  '858  physicians’  bills; 
awards  were  made  in  767  and  no  awards  in  91 
instances.  Three  hundred  and  thirty-three  were 
settled  before  arbitration  for  bills  amounting  to 
$28,933.11  in  which  the  amount  in  dispute  was 
$21,784.50. 

In  many  instances  arbitration  could  be  avoided 
and  prompt  settlement  of  a physician’s  bill 
facilitated  if  the  following  suggestions  should  be 
followed  by  practicing  physicians  and  specialists. 

The  48-hour  Report  (C-104)  and  the  20-day 
Report  (C-4)  and  all  specialist’s  consultation 
reports  should  be  promptly  sent  to  the  insurance 
carrier,  as  well  as  to  the  Department  of  Labor.  * 

Under  the  rules  and  regulations  of  the  Depart- 
ment of  Labor  all  specialists  and  consultants 
must  submit  a report  of  their  findings  to  the 
Industrial  Commissioner,  the  employer  or  car- 
rier, and  to  the  attending  physician.  In  failing 
to  send  a copy  to  the  insurance  carrier,  the  latter 
may  not  be  apprised  of  the  fact  that  consultation 
was  held  and  may,  when  the  case  is  reported,  call 
in  a consultant  of  its  own,  thus  increasing  un- 
necessarily costs  of  insurance.  As  the  result  of 
consultation  the  attending  physician  may  follow 
a plan  of  treatment  to  which  the  carrier  after 
its  medical  inspection  may  object.* 

Where  a case  has  been  previously  treated  by 
another  physician  for  the  same  injury,  the  suc- 
ceeding physician  should  always  promptly  com- 
municate with  the  first  physician,  preferably  by 
phone  and  also  by  letter,  in  order  to  obtain  a 
complete  record  of  the  case  including  all  reports 
of  diagnostic  procedures  regardless  of  the  lapse 
of  time  between  the  treatments  of  the  two  physi- 
cians. This  will  avoid  in  many  instances  dupli- 
cation of  laboratory  and  x-ray  service.  Where  a 
considerable  lapse  of  time  has  occurred  since  the 
last  treatment  of  the  first  physician,  it  would  be 
advisable  for  a physician  to  communicate  with 
the  insurance  carrier  in  order  to  determine 
whether  the  case  has  been  closed  and  to  ascer- 
tain the  compensable  status  of  the  case.  Bills 
have  been  objected  to  a number  of  times,  es- 
pecially where  long  continued  treatment  was 
necessary,  because  the  physician  failed  to  call 
in  a specialist  or  better  qualified  physician  to 
cope  with  a complicated  or  obstinate  medical 
situation.  In  other  words,  carriers  have  fre- 
quently objected  to  paying  for  long  continued 
treatment  where,  in  the  opinion  of  their  medical 
examiner,  a general  practitioner  should  have 
called  in  a specialist  to  treat  the  case.  Many 
times  physicians,  giving  practically  only  physical 
therapy  treatments,  have  failed  to  ask  for  author- 
ization where  such  treatment  exceeded  the  cost 
of  $25.  Authorization  should  be  requested  for 
such  treatment  when  the  total  number  of  visits 
approach  the  sum  of  $25.  Authorization  is  not 
required  in  an  emergency  or  may  not  be  unduly 
withheld  by  the  carrier  or  employer  so  as  to 
jeopardize  the  welfare  of  the  patient.  Where  a 
claimant  informs  a doctor  that  the  Labor  De- 
partment or  insurance  carrier  has  advised  the 
claimant  to  return  to  the  doctor  for  further 
treatment,  the  doctor  should  check  up  to  de- 
termine the  accuracy  of  the  claimant’s  statement. 
Where  a physician  is  unfamiliar  with  the  mini- 
mum medical  fee  schedule  his  bill  is  often  re- 
jected by  the  carrier  or  employer.  If  a physician 


is  in  doubt  before  rendering  a bill,  he  should  con- 
fer with  the  compensation  committee  or  board  of 
his  society  for  advice.  It  should  be  borne  in 
mind  that  authorization  should  be  obtained  for 
a fee  in  excess  of  the  schedule,  but  in  any  event 
it  might  be  advisable  for  a physician  supplying 
unusual  or  extended  medical  care  to  apprise  the 
carrier  or  employer  of  the  procedures  being 
carried  out.  Progress  reports  every  three  or  four 
weeks  in  long  continued  cases  often  result  in 
prompt  payment  of  bills;  where  failure  to  so 
inform  the  carrier  of  the  progress  of  the  case  may 
ultimately  result  in  objection  to  the  bill. 

Payment  of  Doctors'  Bills  in  Compensation 
Cases  Where  the  Period  of  Disability  Is  Less  Than 
Seven  Days. — For  a number  of  years,  the  various 
county  society  compensation  boards  have  re- 
ceived complaints  from  physicians  who  have  been 
unable  to  collect  bills  for  medical  services  ren- 
dered in  bona  fide  compensation  cases  where  the 
claimant  lost  no  time  from  work  or  less  than  the 
usual  waiting  period  of  seven  days.  In  some  of 
these  cases  no  files  are  made  up  in  the  Depart- 
ment of  Labor.  In  others,  although  a file  is 
made  up  and  a hearing  posted,  the  injured  em- 
ployee may  not  appear  at  the  hearing  because  he 
is  not  interested  or  not  entitled  to  compensation 
for  lost  time  and  the  appearance  at  the  Depart- 
ment of  Labor  entails  a loss  of  one-half  or  one 
day’s  work  for  which  he  is  not  usually  reimbursed 
by  his  employer.  Due  to  the  nonappearance  the 
case  is  often  closed  without  determination  of 
causal  relationship  and  in  some  instances  as 
would  appear  from  the  complaints  received,  the 
employer  or  carrier  fails  to  pay  the  doctor’s  bill. 

This  matter  has  been  the  subject  of  discussion 
with  the  Industrial  Council  for  a number  of  years 
in  an  effort  to  remedy  this  situation.  The  In- 
dustrial Commissioner  called  a hearing  on  De- 
cember 19,  1939,  at  which  time  this  matter  was 
thoroughly  discussed,  and  at  the  suggestion  of 
the  presiding  officer,  Deputy  Industrial  Com- 
missioner Michael  J.  Murphy,  the  matter  was 
referred  to  a joint  committee  of  the  Compensa- 
tion Insurance  Rating  Board  and  the  State  Medi- 
cal Society.  This  conference  was  held  on  Janu- 
ary 30,  1940.* 

The  discussion  before  the  committee  de- 
veloped that  most  of  these  cases  fall  into  two 
groups,  namely,  bona  fide  compensation  cases 
on  which  there  is  no  dispute  and,  secondly,  cases 
in  which  a controversial  issue  is  present. 

With  respect  to  the  first  group,  the  opinion  of 
the  committee  of  the  insurance  carriers  was 
that,  if  the  carrier  sends  the  Department  a C-6 
form  (notice  to  the  Industrial  Commissioner 
that  the  payment  of  compensation  has  begun 
without  awaiting  award  of  the  Industrial  Board), 
or  the  C-7A  form  (report  to  the  Industrial  Com- 
missioner of  the  reason  payment  for  compensa- 
tion has  not  begun),  the  doctor’s  bill  should  be 
paid.  But  if  the  carrier  or  employer  sends  the 
Department  of  Labor  a C-7  form  (which  indi- 
cates to  the  Industrial  Commissioner  that  the 
claim  will  be  controverted),  there  is  no  obliga- 
tion upon  the  carrier  to  pay  the  attending  physi- 
cian’s bill  until  the  controversy  has  been  settled. 
It  is  in  just  this  type  of  case,  where  there  is  a 
controversy  but  where  the  claimant  has  not  lost 
more  than  seven  days,  that  the  carrier  refuses  to 
pay  the  doctor’s  bill  until  the  claimant  can  be 
made  to  appear  before  a referee.  While  it  was 
the  opinion  of  the  Conference  Committee  that 
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medical  bills  should  be  honored  by  the  carriers 
in  all  cases  in  which  disability  does  not  exceed 
seven  days,  provided  there  has  been  submitted 
to  the  Department  the  C-6  form  or  C-7A  form, 
the  Conference  Committee  agreed  to  carry  this 
matter  on  its  agenda  for  further  discussion.* 
Industrial  Dermatitis. — Of  all  cases  of  indus- 
trial illness  the  industrial  dermatoses  represent 
by  far  one  of  the  most  prolific  of  occupational 
diseases.  It  is  estimated  that  about  two  thou- 
sand claims  for  dermatitis  are  filed  with  the  State 
Insurance  Fund  alone  each  year. 

Since  the  very  inception  of  the  law  in  1935 
including  industrial  dermatoses  under  compen- 
sable illness,  there  has  been  general  dissatisfaction 
among  physicians  with  the  way  in  which  the  law 
has  operated  insofar  as  the  medical  examination 
of  this  type  of  case  is  concerned.  Cognizance 
was  taken  of  this  situation  at  a meeting  of  the 
Section  on  Dermatology  and  Syphilology  of  the 
Medical  Society  of  the  State  of  New  York  at  the 
annual  meeting  held  in  1936.  The  matter  was 
at  that  time  referred  to  this  Bureau  for  considera- 
tion. A special  committee  of  eminent  dermatolo- 
gists was  appointed  with  the  consent  of  the 
Council.  * 

The  whole  question  was  again  thrown  into  a 
conference  held  by  the  Medical  Conference 
Committee  of  the  Compensation  Insurance 
Rating  Board  on  January  30,  1940. 

The  Conference  was  greatly  impressed  by  the 
plea  of  the  Director  of  Workmen’s  Compensa- 
tion and  agreed  that  this  subject  should  be 
placed  on  a special  calendar  for  future  considera- 
tion by  a group  of  specialists  representing  both 
the  insurance  carriers  and  the  State  Medical 
Society.  It  is  hoped  that  in  the  course  of  the 
year  sufficient  progress  may  be  made  to  warrant 
making  recommendations  to  the  Industrial 
Commissioner  and  to  the  Industrial  Council 
looking  toward  a solution  of  this  vexing  problem. 

The  Question  of  the  Necessity  of  Further  Treat- 
ment.— One  of  the  most  vexatious  problems  that 
has  arisen  since  the  amendment  of  the  Work- 
men’s Compensation  Law  in  1935,  giving  the 
injured  workman  the  right  to  choose  his  own 
physician  and  the  insurance  carrier  or  employer 
the  right  to  make  a medical  inspection  or  ex- 
amination of  a patient  under  medical  treatment, 
has  been  the  attitude  of  certain  insurance  car- 
riers in  regard  to  the  continued  treatment  of 
subacute  or  chronic  cases.  * Your  Director  has 
for  a number  of  years  been  attempting  to  induce 
the  Industrial  Council  of  the  Department  of 
Labor  to  set  up  a standard  procedure  governing 
this  situation  and,  finally,  at  long  last  on  January 
8,  1940,  the  full  Industrial  Council  passed  the 
following  rules  and  regulations,  which  must  be 
carried  out  by  employers  and  insurance  carriers 
if  after  a medical  examination  by  their  doctor 
it  is  their  opinion  that  further  treatment  is  not 
necessary  or  advisable: 

1.  The  employer  or  insurance  carrier  must 
exercise  their  right  to  have  a medical  examina- 
tion made  of  a compensation  claimant  by  their 
medical  examiner,  on  which  a direction  to  the 
attending  physician  to  stop  treatment  must  be 
based. 

2.  A request  forwarded  to  the  attending 
physician  to  stop  treatment  must  be  accom- 
panied by  a report  of  the  medical  examiner 
employed  by  the  employer  or  insurance  car- 
rier setting  forth  the  physical  findings. 


3.  If  the  attending  physician  does  not 
agree  with  the  findings  of  the  medical  ex- 
aminer, he  must  arrange  to  confer  with  the 
medical  examiner  for  the  purpose  of  reaching 
an  understanding. 

4.  If  the  attending  physician  and  the 
medical  examiner  are  unable  to  agree,  a joint 
examination  of  the  claimant  should  be  ar 
ranged  for  the  purpose  of  comparing  the 
findings  of  both  the  attending  physician  and 
the  medical  examiner. 

5.  If  an  agreement  cannot  be  reached  on 
the  joint  examination,  arrangements  should 
then  be  made  to  refer  the  claimant  to  a 
mutually  agreeable  consultant. 

6.  When  a difference  of  opinion  still  exists 
in  such  cases  where  the  above  procedure  is 
followed,  such  cases  shall  be  referred  to  the 
Department  of  Labor  for  medical  examina- 
tion or  for  a hearing  at  which  the  attending 
physician  or  the  consultant  shall  be  sub- 
poenaed to  appear  by  the  Department  of 
Labor. 

It  should  be  made  clear  since  the  injured 
workman  is  the  primary  object  of  the  Work- 
men’s Compensation  Law',  that  in  any  case  even 
though  there  is  an  agreement  between  the  in- 
surance carrier  and  the  doctor  that  no  further 
treatment  is  necessary,  the  injured  workman 
has  the  right  to  demand  medical  care  and  such 
right  must  be  respected.  In  the  event  that  both 
attending  physician  and  insurance  carrier’s 
physician  or  the  consultant  agree  to  the  dis- 
continuation of  treatment,  the  claimant  has  the 
right  to  a hearing  before  the  Department  of 
Labor  in  the  final  adjudication  of  this  important 
matter.* 

Amendments  to  Section  13  of  the  Workmen's 
Compensation  Law  Proposed  by  the  Department 
of  Labor. — Your  Committee  on  Workmen’s 
Compensation  favors  a suggestion  to  amend 
Section  13-f(2)  of  the  Workmen’s  Compensation 
Law  to  transfer  the  power  to  fix  fees  for  the  at- 
tendance of  physicians  at  hearings  from  the 
Industrial  Commissioner  to  the  Industrial 
Board.*  This  change  will  facilitate  the  admin- 
istration of  this  section  of  the  law. 

The  Industrial  Commissioner  proposed  a 
change  in  the  law  to  require  physicians  to  file 
the  C-4  report  within  fifteen  days  after  the  first 
report,  rather  than  twenty  days,  as  is  the  law  at 
present.  Insurance  carriers  are  obliged  to  com- 
mence compensation  payments  within  eighteen 
days.  In  most  instances  a physician’s  C-4 
report  is  absolutely  necessary  to  enable  the  em- 
ployer or  carrier  to  determine  the  degree  of 
disability  of  the  claimant.  The  fact  that 
physicians  are  now  required  to  file  a C-4  report 
within  twenty  days,  together  with  the  un- 
fortunate experience  that  many  physicians  are 
very  tardy  in  filing  their  reports,  has  worked  to 
great  disadvantage  of  the  injured  employee  who 
is  often  entirely  dependent  on  his  compensation 
payment  in  lieu  of  wages.  Your  Committee  felt 
that  it  should  assist  in  the  effort  of  the  Industrial 
Commissioner  to  speed  up  compensation  pay- 
ments by  endorsing  a change  in  the  law  requiring 
the  C-4  reports  to  be  filed  within  fifteen  days 
after  the  C-104  report  with  the  recommenda- 
tion that  it  would  not  be  necessary  for  the 
physician  to  verify  the  C-4  report.* 

The  Department  of  Labor  proposes  an  amend- 
ment to  the  Workmen’s  Compensation  Law  to 
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require  a brief  progress  report  at  stated  inter- 
vals, say  three  or  four  weeks,  in  any  case  where 
medical  treatment  continues  beyond  the  twenty- 
day  period.* 

Jurisdiction  of  the  Industrial  Board  Over 
Medical  and  Hospital  Bills. — Under  the  old  law, 
the  Industrial  Board  had  the  right  to  intervene 
and  determine  the  fair  value  of  medical  and 
hospital  bills.  Under  the  new  law  with  the 
adoption  of  a minimum-fee  schedule  and  the 
arbitration  proceeding  for  the  determination  of 
the  fairness  of  medical  and  hospital  bills,  the 
right  of  the  Industrial  Board  under  the  law  was 
abrogated. 

There  now  seems  to  be  a need  for  a change  in 
the  law  to  give  the  Industrial  Board  jurisdiction 
over  medical  and  hospital  bills  in  cases  where  the 
employer  is  not  covered  by  compensation  in- 
surance or  is  not  a self-insurer.  A similar 
proposal  was  made  last  year  but  the  bill  intro- 
duced did  not  come  out  of  committee.  Your 
Committee  endorses  the  bill  again  this  year.  * 

Your  Committee  also  favors  a change  in  the 
law  to  permit  the  granting  of  an  appeal  under 
Section  13-c  from  the  decision  of  the  county 
medical  society  or  board  denying  an  application 
for  a medical  bureau  or  laboratory  license.  A 
similar  bill  was  introduced  last  year  and  although 
endorsed  by  the  Medical  Society  failed  to  come 
out  of  committee.* 

Qualification  of  Physicians  by  County  Medical 
Society  Compensation  Committees. — One  of  the 
most  important  functions  devolving  upon  the 
county  medical  societies  is  the  authorization  of 
physicians  to  practice  under  the  Workmen’s 
Compensation  Law.  Under  Section  13-b  of 
Chapter  258  of  the  law,  the  Industrial  Commis- 
sioner is  empowered  to  license  physicians  to 
render  medical  care  to  injured  workmen.  Not 
only  is  the  medical  society  or  its  board  or  com- 
mittee empowered  to  recommend  to  the  Com- 
missioner that  a physician  be  authorized  to 
render  medical  care,  but  it  is  the  duty  of  the 
society  to  specify  the  character  of  medical  care 
that  the  applicant  is  qualified  and  authorized  to 
render  under  the  Workmen’s  Compensation 
Law.  The  Medical  Society  is  also  required  to 
change  the  rating  of  the  physician  from  time  to 
time  if  he  submits  evidence  of  additional  quali- 
fications. Up  to  the  present  time  the  Medical 
Society  of  the  State  of  New  York,  through  its 
component  county  societies  and  their  compensa- 
tion boards  or  committees,  has  licensed  17,470 
physicians  in  accordance  with  a series  of  symbols 
adopted  in  1935  to  indicate  graphically  the 
physician’s  qualifications.  As  the  result  of  the 
experience  gained  in  this  work,  the  Council  Com- 
mittee has  evolved  a series  of  standard  qualifica- 
tions. These  standards  conform  to  the  principle 
of  the  Workmen’s  Compensation  Law  that  a 
physician  be  authorized  to  render  such  medical 
care  as  he  is  professionally  qualified  to  render 
and  at  the  same  time  are  in  conformity  with 
accepted  professional  and  ethical  standards 
adopted  by  various  national  boards  for  the 
granting  of  specialist’s  diplomas.  These  standards 
are  flexible  enough  to  enable  a county  medical 
society  to  qualify  physicians  within  its  jurisdic- 
tion, taking  into  consideration  the  standards  and 
customs  of  medical  practice  and  specialism  that 
prevail  in  the  particular  community.  While  a 
certificate  of  a national  qualifying  specialty 
board  is  not  prerequisite  for  authorization  as  a 


specialist,  the  committees  may  and  usually  do 
demand  the  equivalent  in  education,  training, 
and  experience. 

Your  Committee  has  recommended  to  the 
county  medical  societies  that  wherever  possible 
advisory  qualifying  committees  be  set  up  in  the 
various  specialties  to  pass  upon  the  applications 
of  physicians  desiring  specialist  rating.  It  was 
also  recommended  in  the  smaller  county  medical 
societies,  where  a sufficient  number  of  specialists 
is  not  available  to  set  up  special  qualifying  com- 
mittees, that  the  Workmen’s  Compensation 
Committee  of  the  County  Medical  Society  be 
so  constituted  as  to  have  in  its  membership,  or 
acting  in  an  advisory  capacity,  physicians  who 
are  familiar  with  the  qualification  of  specialists. 
Your  committee  has  further  recommended  and 
again  emphasizes,  the  importance  of  giving 
every  physician  who  applies  for  a specialist’s 
rating  or  for  a change  in  rating  an  opportunity  to 
appear  before  the  Compensation  Board  or  Com- 
mittee and  plead  his  case  in  person,  especially  if 
his  application  does  not  bear  sufficient  evidence 
of  training  and  experience  to  warrant  the  Com- 
mittee in  acting  favorably  without  such  appear- 
ance. 

In  the  field  of  radiology  and  radiation  therapy 
the  committee  has,  with  the  approval  of  the 
Council,  set  up  a state-wide  examining  com- 
mittee to  which  applicants  for  radiology  or  radia- 
tion therapy  rating  can  be  referred  for  examina- 
tion if  in  the  opinion  of  the  local  county  society 
compensation  committee  the  candidate,  although 
giving  evidence  of  some  experience,  does  not  con- 
form to  the  full  standards  for  qualification. 
This  Committee  has  operated  for  nearly  two  years 
and  has  held  thirteen  sessions.  Forty-three 
physicians  have  been  examined;  nineteen  were 
recommended  for  authorization  and  twenty- 
four  were  denied  a rating. 

In  the  field  of  surgery,  where  it  has  occasion- 
ally been  difficult  to  verify  a physician’s  cre- 
dentials or  to  evaluate  properly  his  qualifications, 
some  of  the  boards,  especially  in  the  large  cities, 
have  appointed  committees  of  surgeons  to  wit- 
ness personally  major  operative  procedures  in  an 
effort  to  determine  the  technical  ability  of  an 
applicant.  All  of  these  procedures  are  within 
the  rights  and  scope  of  the  Workmen’s  Com- 
pensation Committees.  Under  the  law  it  is 
the  responsibility  of  the  medical  society  to  pro- 
tect the  interests  of  the  injured  workmen  by 
maintaining  high  standards  and  assuring  com- 
petent medical  care.  It  has  been  the  aim  of 
the  Committee  to  simplify  as  much  as  possible 
the  symbols  or  ratings  granted  to  physicians. 
Under  the  Workmen’s  Compensation  Law  a 
general  practitioner  may  function  as  he  does  in 
general  practice  with  the  exception  that  he  is 
required  and  must  agree  to  limit  his  professional 
activities  to  such  medical  care  as  his  experience 
and  training  qualify  him  to  render.  It  is,  of 
course,  the  function  of  the  medical  society,  as 
stated  above,  to  specify  the  character  of  the 
medical  care  that  the  applicant  physician  is 
qualified  and  authorized  to  render.  The  stand- 
ards set  up  by  the  medical  society  are  such  as  to 
enable  a general  practitioner  to  render  minor 
surgical  care  and  such  other  medical  care  as  is 
customarily  rendered  by  a practitioner  in  ac- 
cordance with  the  type  of  practice  prevailing  in 
the  community  in  which  the  physician  practices. 
For  the  best  interests  of  the  profession,  ^s  well 
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as  of  the  injured  workmen,  it  has  been  decreed 
that  a general  practitioner  shall  not  perform 
major  surgical  procedures  or  give  specialistic 
treatment  unless  he  has  been  authorized  to  do  so 
by  the  compensation  committee  of  his  county 
medical  society. 

It  has  been  necessary,  particularly  in  rural 
communities  to  enlarge  the  scope  of  certain 
practitioners  who,  although  possessing  special 
qualifications  over  and  above  those  possessed 
by  the  average  physician  in  the  community,  do 
not  fully  limit  their  practice  to  the  field  in  which 
they  are  specially  qualified.  There  are  many 
reaons  why  well-qualified  physicians  do  not 
limit  their  practice  to  a specialty  in  such  com- 
munities. Where  such  physicians  are  desig- 
nated as  especially  qualified  in  accordance  with 
the  standards  set  up  by  the  county  society  and 
where  such  physicians  are  customarily  looked 
upon  as  consultants  in  these  areas,  they  may  so 
serve  under  the  Workmen’s  Compensation  Law. 
It  would  be  desirable,  of  course,  so  to  order  and 
arrange  practice  that  these  well-qualified  men 
could  devote  themselves  exclusively  to  their 
specialties,  but  for  many  reasons  this  is  im- 
possible at  the  present  time. 

The  Committee  recommends  that  as  far  as 
possible  general  practitioners  be  limited  to  the 
symbol  “X,”  being  granted  other  symbols  only 
where  in  the  opinion  of  the  county  medical  so- 
ciety board  they  possess  definite  special  quali- 
fications in  accordance  with  the  accepted 
standards.  The  question  has  arisen  as  to 
whether  or  not  a physician  may,  either  as  a 
practitioner  or  as  a specialist,  be  granted  more 
than  one  symbol  indicating  special  qualifications 
in  more  than  one  field  of  practice.  Your  Com- 
mittee has  always  held  that  special  circumstances 
warrant  the  granting  of  multiple  symbols  if  the 
specialties  are  closely  related.  WTiile  in  the 
large  cities  a specialist,  for  example,  may  con- 
fine himself  to  the  practice  of  ophthalmology, 
in  most  of  the  smaller  communities  this  specialty 
is  combined  with  the  related  fields  of  otology  and 
laryngology;  so  too,  with  surgery  and  ortho- 
pedic surgery  or  gynecology.  In  some  com- 
munities general  surgeons  are  in  charge  of 
orthopedics  and  even  gynecology  or  urology  in 
accredited  hospitals,  while  in  the  larger  cities 
specialism  is  often  strictly  limited  to  one  particu- 
lar branch  of  medicine. 

Without  going  into  too  great  detail,  it  may  be 
said  that  where  specialties  are  closely  related 
and  where  the  physician  is  known  to  be  or  can 
give  proof  that  he  is  qualified  in  closely  related 
specialties,  he  may  receive  the  proper  multiple 
designations.  On  the  other  hand,  where  special- 
ties are  not  related,  special  multiple  symbols 
should  not  be  given.  It  is  generally  conceded 
that  a physician  should  not  be  granted  numer- 
ous specialty  ratings  indicating  generally  a lack 
of  expertness  in  any  one  specialty. 

Your  Director  has  generally  held  that  where  a 
physician  in  a rural  community  acts  as  a con- 
sultant and  is  so  recognized  by  the  compensa- 
tion committee  of  his  local  county  medical  so- 
ciety and  where  he  performs  the  specialistic 
service  under  the  Workmen’s  Compensation 
Law,  he  should  receive  a specialist  fee  for  all 
special  services  performed  by  him . The  question 
has  frequently  arisen  whether  a specialist  who 
treats  a condition  not  falling  within  his  specialty 
should  be  paid  in  accordance  with  the  fees 


allotted  to  specialists.  It  has  been  generally 
held  that  where  a specialist  treats  a condition, 
even  though  a minor  one  that  properly  falls 
within  his  specialty,  he  should  be  paid  a special- 
ist’s fee,  but,  if  the  condition  treated  does  not 
properly  fall  within  the  specialty  or  require 
specialistic  treatment,  he  should  be  paid  only 
a practitioner’s  fee.  It  is  generally  accepted  in 
large  communities,  where  an  adequate  number  of 
specialists  is  available,  that  consultations  and 
referred  cases  shall  be  seen  only  by  properly 
designated  specialists. 

There  has  been  ample  experience  during  the 
last  five  years  to  warrant  a strict  interpretation 
of  this  rule  requiring  physicians  to  refer  cases 
requiring  specialistic  care  only  to  physicians  with 
an  “S”  rating.  Many  of  the  questions  arising 
under  the  Workmen’s  Compensation  Law  both 
as  to  treatment  and  the  question  of  causal  re- 
lationship require  the  attention  and  judgment  of 
a physician  of  ample  experience.  The  standards 
are  so  designed  as  to  exclude  a physician  of  in- 
adequate education,  training,  and  experience 
from  becoming  designated  as  a specialist  in  any 
given  field  of  practice.  This  is  in  the  interest  of 
proper  medical  care,  the  safeguarding  of  claim- 
ant’s rights  to  compensation,  and  the  protection 
of  the  medical  profession. 

The  importance  of  properly  qualifying  physi- 
cians, and  in  particular  specialists,  under  the 
Workmen’s  Compensation  Law  becomes  more 
evident  when  one  considers  the  question  of 
medical  testimony  in  Workmen’s  Compensation 
cases. 

The  medical  profession  has  been  accused  of 
extending  the  scope  of  compensation  because  of 
false,  prejudiced,  or  ignorant  opinions  before 
Workmen’s  Compensation  Board  or  the  courts.1 
It  is  stated  that  medical  testimony  is  often 
unreliable  because  of  the  medical  witness  him- 
self. If  this  be  true  then  it  is  the  responsibility 
of  our  qualifying  committees  to  demand  a high 
standard  for  physicians  desiring  to  be  qualified 
under  our  State  Workmen’s  Compensation  Law. 
Both  professional  and  ethical  standards  must  be 
sufficiently  high  to  approximate  the  ideal,  i.e., 
a physician  thoroughly  familiar  with  industrial 
injuries  and  occupational  disease  by  reason  of 
education  and  practical  experience.  The  honest, 
conscientious  physician  wrill  not  hesitate  to  ex- 
press a doubt  if  his  own  knowledge  and  ex- 
perience do  not  warrant  a positive  statement. 
Neither  selection  by  the  employee  or  the  em- 
ployer should  condition  the  doctor’s  mind  in 
regard  to  the  all-important  question  of  causal 
relationship.  Ignorance  is  less  damaging  than 
expert  knowledge  when  the  latter  is  prostituted 
by  financial  considerations  as  a result  of  the 
physician’s  employment  by  one  or  other  party. 
Unquestionably  the  medical  profession  of  this 
state  is  now  charged  with  the  responsibility  of 
providing  the  highest  type  of  medical  care  for 
injured  workers.  In  addition  there  is  the  added 
responsibility  of  guarding  the  granting  of 
specialists’  ratings  to  those  who  when  called 
upon,  either  by  employee  or  the  employer  or 
insurance  carrier,  to  testify  before  the  hearing 
boards,  do  so  with  a background  of  sound 
knowledge  and  ample  experience  as  well  as  an 
appreciation  of  the  ethical  and  moral  importance 
of  their  testimony. 

1 E.  Ransom  Koontz:  J.A.M.A.  114:  563  (Feb.  17) 
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Podiatrists  and  Optometrists. — Under  date  of 
June  5,  1939,  a memorandum  was  received  from 
the  Compensation  Medical  Registrar  in  regard 
to  the  question : 

“Whether  the  Industrial  Board  of  the  Depart- 
ment of  Labor  would  honor  and  recognize  the 
services  rendered  by  a podiatrist,  chiropodist, 
optometrist,  etc.,  to  an  injured  employee  in  a 
workmen’s  compensation  case  within  the 
scope  of  such  person’s  specialized  training  and 
qualifications.  ” * 

Your  Director  under  date  of  June  17  wrote  an 
opinion  averring  that  the  amended  Workmen’s 
Compensation  Law  specifically  excluded  from 
the  rendering  of  medical  care  all  persons  but 
licensed  physicians  who  have  been  qualified  by 
their  medical  societies  and  licensed  by  the  In- 
dustrial Commissioner.  The  only  exceptions 
provided  in  the  law  come  under  Section  13-b(l) 
(c).* 

Under  date  of  October  19,  1939,  your  Director 
was  informed  that  the  Industrial  Board  had  re- 
vised its  opinion  and  the  following  resolution  was 
adopted : — 

“Resolved,  that  the  Industrial  Board  is  of  the 
opinion  that  only  a physician  authorized 
under  the  provisions  of  Section  13-b  of  the 
Workmen’s  Compensation  Law  may  render 
medical  treatment  to  a claimant  in  a compen- 
sation case  and  that  a podiatrist,  chiropodist, 
optometrist,  or  any  person  not  in  the  category 
of  such  authorized  physician  who  treats  a 
claimant  in  a compensation  case  cannot  under 
the  Workmen’s  Compensation  Law  enforce 
the  payment  of  a bill  for  services  rendered  to 
a claimant ; and  the  testimony  of  such 
unauthorized  person  would  only  be  competent 
in  regard  to  services  actually  rendered  by  him 
under  the  active  and  personal  supervision  of 
an  authorized  physician.’’* 

X-Rays. — For  some  time  insurance  carriers 
have  been  pressing  for  a revision  of  the  fee 
schedule  for  x-ray  examination.  The  carriers 
in  many  instances  were  attempting  to  apply 
Rule  12  of  the  Fee  Schedule  which  refers  to 
multiple  surgical  injuries  and  to  x-ray  examina- 
tions. Your  Director  protested  to  the  carriers 
when  instances  of  deduction  on  multiple  x-ray 
examinations  were  brought  to  his  attention  and 
finally  obtained  a ruling  from  the  Industrial 
Council  which  indicates  that  Rule  12  does  not 
apply  to  x-ray  or  pathologic  examinations. 
This  revision  of  the  rule  will  appear  in  a revised 
edition  of  the  Fee  Schedule  which  will  shortly 
appear  in  print.* 

A tentative  proposal  was  made  as  the  result 
of  a meeting  between  the  representatives  of  the 
State  Medical  Society  and  of  the  Insurance 
Carriers  Organization,  at  which  time  roentgen- 
ologists representing  both  the  Medical  Society 
and  the  insurance  carriers  were  present.  This 
suggests  a compromise  on  the  following  basis. 

The  insurance  carriers’  representatives  made 
two  proposals  on  May  1,  1939: 

I.  For  contiguous,  comparative  (specifically 
authorized)  and  remote  parts : 

(a)  For  two  parts  the  fee  shall  be  the 
greater  fee  for  any  part  plus  one-half 
of  the  fee  for  the  lesser. 

(b)  For  three  or  more  parts  the  fee  shall 
be  the  greatest  fee  for  any  part  plus 
two- thirds  of  the  fees  for  the  re- 
maining parts. 


II.  1.  For  two  contiguous  parts  the  fee 
shall  be  the  greater  fee  plus  50  per 
cent  of  the  remaining  fee. 

2.  For  two  remote  parts  the  fee  shall  be 
the  greater  fee  plus  70  per  cent  of  the 
remaining  fee. 

3.  For  three  or  more  parts,  whether 
contiguous  or  remote,  the  fee  shall  be 
the  greatest  fee  plus  70  per  cent  of  the 
total  of  the  remaining  fees. 

The  second  proposal  met  with  a certain  amount 
of  favor  as  evidenced  by  the  reports  received 
from  the  various  county  societies  that  answered 
our  request  for  information.  In  view  of  the 
fact,  however,  that  the  insurance  carriers  de- 
sired to  have  this  multiple  fee  applied  to  all 
categories  of  physicians  making  x-ray  examina- 
tions and  would  not  permit  a removal  of  the  5 
per  cent  discount  clause  for  the  payment  of  x- 
ray  bills  within  thirty  days,  the  negotiations 
ended  abruptly.  It  was  felt  that  the  fees  now 
paid  to  general  practitioners  and  specialists  other 
than  roentgenologists  are  already  so  low  that  a 
reduction  would  represent  a loss  on  the  part  of 
these  practitioners.  Furthermore,  it  was  felt 
that,  if  a discount  were  given  for  multiple  x-ray 
examinations,  the  saving  to  the  insurance  car- 
riers would  be  considerable  and  they  on  their 
part  should  agree  to  remove  the  5 per  cent  dis- 
count allowed  for  payment  within  thirty  days, 
just  as  they  have  already  agreed  with  the  hos- 
pitals not  to  deduct  this  5 per  cent  discount 
from  bills  for  x-ray  services  rendered  by  salaried 
roentgenologists  in  hospitals.* 

Ex- Medical  Policies. — For  a number  of  years 
there  has  been  a growing  suspicion  that  the  basic 
right  of  the  injured  employee  to  choose  his  own 
doctor  to  treat  him  for  injury  or  illness  sustained 
under  the  provisions  of  the  Workmen’s  Com- 
pensation Law  has  been,  to  a large  degree, 
nullified  by  the  type  of  insurance  carried  by  the 
employer.  Under  the  terms  of  the  so-called  ex- 
medical policies,  the  employer  is  covered  only  for 
the  cost  of  compensation  for  time  lost  and  dis- 
ability while  the  employer  undertakes  to  pro- 
vide medical  care  either  through  the  creation  of 
an  employer’s  medical  bureau  or  by  employing 
a physician  to  provide  medical  care. 

Certain  hospitals  have  found  it  convenient 
and  economical  to  insure  themselves  under  this 
type  of  policy,  depending  upon  their  unpaid  or 
salaried  medical  staffs  to  render  medical  care, 
usually  without  extra  compensation.  In  the 
case  of  employers  who  have  this  type  of  policy 
there  is  unquestionably  a certain  amount  of 
pressure  brought  to  bear  on  the  injured  employee 
to  utilize  the  services  of  physicians  provided  by 
the  employer.  In  many  instances  employees 
are  actually  afraid,  because  of  the  fear  of  losing 
their  positions  or  jobs,  to  select  their  own  physi- 
cian. In  a few  instances  where  the  employer 
may  not  have  intended  to  dismiss  the  employee 
if  he  had  selected  his  own  doctor,  the  fact  that 
the  majority  of  the  employees  were  treated  by  a 
doctor  of  the  employer’s  choice  gave  some  em- 
ployees the  impression  that,  if  they  did  exercise 
their  right  to  free  choice,  they  might  lose  their 
positions. 

Furthermore,  certain  groups  of  employers 
within  a given  industry  utilize  the  services  of  so- 
called  “service  organizations,”  or  business  agents 
to  arrange  for  medical  care  and  carry  out  the  de- 
tails of  supervising  medical  care  and  paying  the 
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doctor’s  bills.  In  other  instances  physicians  or 
laymen  contract  to  render  medical  service  on  a 
flat  fee  or  percentage  of  pay  roll  basis.  Numer- 
ous complaints  have  been  received  that  these 
organizations  are  actually  directing  injured  em- 
ployees to  preferred  doctors,  thereby  nullifying 
the  patient’s  right  of  free  choice.  When  the 
medical  provisions  of  the  Workmen’s  Compensa- 
tion Law  were  amended  in  1935  it  was  felt  that 
the  free-choice  provision  would  not  only  enable 
the  injured  workman  to  get  better  medical  care 
through  the  free  choice  of  his  own  physician  and 
the  bringing  into  the  fold  of  numerous  well- 
qualified  doctors  and  specialists  but  would  do 
away  with  the  pernicious  practice  of  having 
medical  testimony  in  the  hands  of  a physician 
in  the  employ  of  or  obligated  to  the  employer  or 
insurance  carrier. 

If  the  ex-medical  policy  is,  as  seems  to  be  the 
growing  belief,  nullifying  these  salutary  pro- 
visions of  the  law,  it  is  time  that  an  inquiry  be 
made  into  the  whole  question  of  ex-medical 
coverage  with  a view  of  determining  whether 
indeed  such  coverage  nullifies  the  patient’s 
statutory  rights  of  free  choice.  Certainly  the 
conditions  under  which  ex-medical  policies  are 
given  should  be  gone  into  fully,  since  it  is  the 
belief  of  many  that  these  policies  are  issued 
promiscuously  without  due  consideration  of  the 
financial  responsibilities  of  the  employer  and  his 
bona  fides  in  obtaining  such  coverage.  Many 
physicians  complain  that  it  is  only  with  great 
difficulty  that  they  are  able  to  collect  bills  for 
medical  services  rendered  to  the  holders  of  this 
type  of  policy.  Investigation  should  also  be 
made  of  the  many  manufacturers  agencies, 
service  groups,  etc.,  that  serve  as  intermediaries 
between  insurance  carriers,  employers,  and 
physicians  and  that  in  effect  have  the  same 
deleterious  effects  upon  the  free-choice  principle. 

Recently  complaints  have  come  from  physi- 
cians to  the  effect  that  certain  union  representa- 
tives have  been  intervening  to  direct  injured 
workmen,  members  of  certain  unions,  from 
physicians  of  their  own  choice  to  physicians 
selected  by  or  in  the  good  graces  of  such  union 
representative.  While  there  has  been  no  op- 
portunity of  verifying  these  complaints,  the 
Committee  is  of  opinion  that  this  practice  should 
be  investigated  with  a view  of  determining 
whether  or  not  it  is  interfering  with  the  rights 
of  the  injured  employee  to  select  his  own  doctor. 

Employers’  Medical  Bureaus. — Under  the 
provisions  of  the  Workmen’s  Compensation  Law 
an  employer  may  obtain  a license  to  establish  a 
medical  bureau  if  the  frequency  of  accidents  in 
the  plant  or  the  hazards  of  employment  war- 
rant the  establishment  of  such  medical  bureau. 
A medical  bureau  license  permits  an  employer 
to  provide  continued  medical  care  to  injured 
employees  after  the  emergency  treatment.  It  is 
not  the  purpose  of  the  law  to  permit  the  establish- 
ment of  medical  bureaus  to  enable  an  employer 
to  practice  medicine  by  the  engagement  of  a 
1 icensed  physician  on  a salary  basis . The  medical 
bureau  shall,  and  must,  serve  a useful  purpose  in 
giving  prompt  medical  care  where  such  care  is 
not  ordinarily  promptly  available  in  the  vicinity 
of  the  plant.  It  is  obviously  necessary  where 
plants  are  established  in  outlying  or  isolated 
areas  and  where  physicians  and  hospitals  arc 
not  readily  available.  The  employers’  medical 
bureaus  should  not  serve  the  selfish  interests  of 


an  employer  alone  and  enable  him  thereby  to 
subvert  the  free-choice  principle  of  the  law. 
While  the  employer’s  medical  bureau  may  not 
deny  an  injured  workman  free  choice  of  physi- 
cian, unless  the  licensing  of  such  bureau  is 
properly  supervised  and  controlled,  in  effect  it 
serves  as  a means  of  permitting  an  employer  to 
practice  medicine.* 

The  whole  question  of  employers’  medical 
bureaus  needs  further  consideration  and  in- 
vestigation as  the  result  of  our  experience  during 
the  past  five  years.  As  no  such  bureau  can  be 
licensed  without  the  approval  of  the  county 
society  compensation  board,  the  county  society 
committee  should  inquire  very  carefully  into 
the  necessity  for  the  bureau  license,  and  if  a 
license  is  issued,  should  arrange  to  inspect  the 
bureau  from  time  to  time  to  determine  the 
needs  for  its  continued  existence,  as  well  as  the 
way  in  which  the  rules  and  regulations  govern- 
ing such  bureaus  are  being  carried  out.  Further- 
more, any  complaints  received  from  physicians 
in  the  community  that  patients  are  being  de- 
prived of  their  right  of  free  choice  should  be 
promptly  reported  to  this  Bureau  for  investiga- 
tion. 

First-Aid  Bureaus. — The  Workmen’s  Com- 
pensation Law  makes  no  provision  for  the  opera- 
tion of  first-aid  stations  or  bureaus  by  employers. 
It  is  generally  agreed  that  an  employer  may 
establish  a first-aid  station  to  give  emergency 
attention  to  injured  workers.  If  continued 
medical  care  is  required,  however,  a medical 
bureau  license  is  necessary.  At  the  present 
time  there  is  no  supervision  over  first-aid  sta- 
tions. So  far  as  is  known  there  are  no  rules  and 
regulations  governing  either  the  equipment  or 
personnel  of  first-aid  stations.  In  some  in- 
stances laymen  are  in  charge  of  these  first-aid 
stations  either  with  or  without  medical  super- 
vision or  the  assistance  of  trained  nursing  per- 
sonnel. Apparently  there  has  been  no  attempt 
on  the  part  of  any  public  agencies  to  regulate 
first-aid  stations.  If  only  for  the  purpose  of 
seeing  that  medical  care  is  properly  provided  by 
trained  and  licensed  personnel  and  determining 
whether  these  bureaus  are  not  providing  medical 
care  beyond  the  initial  emergency  treatment, 
provision  should  be  made  to  license  all  first-aid 
stations. 

Self-Insurers. — Under  Section  50  of  the  law 
the  Industrial  Commissioner  may,  if  an  em- 
ployer furnishes  satisfactory  proof  of  his  financial 
reliability,  permit  him  to  cover  his  own  risk.* 

From  time  to  time  complaints  have  been  re- 
ceived alleging  failure  on  the  part  of  self-insurers 
to  pay  bills  for  medical  services.  In  some  in- 
stances it  has  been  necessary  to  resort  to  the 
civil  courts  to  effect  payment.  Often  self- 
insurers  fail  to  object  to  medical  bills  and  then 
ignore  them.  They  seldom  resort  to  arbitration. 
Occasionally  they  are  arbitrary  and  unco- 
operative, ignoring  friendly  approaches  to  adjust 
or  settle  matters  in  dispute.  It  is  unfortunate 
that  the  same  degree  of  cooperation  existing  be- 
tween the  medical  profession  and  the  insurance 
carriers  cannot  be  established  with  certain  self- 
insurers.  Instances  of  failure  of  self-insurers  to 
comply  with  the  law  or  to  pay  medical  bills 
promptly  should  be  sent  to  the  Bureau. 

County  Society  Compensation  Committees. — 
During  the  year  your  Director  has  appeared  by 
invitation  before  the  workmen’s  compensation 
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committees,  or  at  compensation  meetings  held 
by  the  various  county  medical  societies  through- 
out the  state  to  discuss  either  with  members  of 
the  committee  or  with  membership  of  the 
society  questions  of  interest  affecting  the  Work- 
men’s Compensation  Law.  During  the  past 
year  he  has  visited  once  or  more  often  thirteen 
cities  throughout  the  state. 

It  would  be  desirable  to  knit  together  more 
closely  the  sixty-four  county  society  compensa- 
tion boards  with  the  Compensation  Bureau  of 
the  State  Society  as  a pivotal  point.  It  is 
apparent  that  the  smaller  county  societies  are 
not  in  a position  to  provide  additional  personnel 
to  carry  out  the  main  provisions  of  the  Work- 
men’s Compensation  Law.  However,  both  the 
committees  and  the  doctors  in  these  counties 
occasionally  find  themselves  perplexed  when 
confronted  with  unusual  circumstances,  and  a 
closer  organic  connection  with  the  State  Society 
Bureau  would  be  beneficial  to  the  membership 
generally.  The  Bureau  is  prepared  to  assist  in 
the  collection  of  bills  and  the  straightening  out  of 
disputes  and  difficulties  that  arise  from  time  to 
time  with  either  the  Department  of  Labor,  the 
insurance  carriers,  self-insurers,  or  other  in- 
terested parties. 

In  the  qualification  of  physicians,  the  Bureau 
is  prepared  not  only  to  assist  in  the  carrying  out 
of  the  provisions  of  the  law,  but  also  in  repre- 
senting the  county  societies  in  the  event  that  an 
appeal  by  a physician  is  made  to  the  Industrial 
Council  against  the  action  taken  by  a county 
society  board.  Questions  involving  interpreta- 
tion of  the  fee  schedule  frequently  arise  that  may 
require  the  help  of  the  Bureau.  Generally 
speaking,  the  Department  of  Labor,  the  numer- 
ous insurance  carriers,  and  the  self-insurers  pre- 
fer to  deal  with  the  Bureau  in  questions  involv- 
ing the  interpretation  of  the  law,  of  the  rules  and 
regulations  governing  the  law  as  adopted  by  the 
Department  of  Labor,  and  of  the  Fee  Schedule. 
It  is  hoped  that  through  closer  cooperation  be- 
tween the  various  county  society  committees  and 
our  Bureau  of  Compensation  there  may  be  a 
more  uniform  carrying  out  of  the  provisions  of 
the  law  to  the  end  that  administration  of  the  law 
will  be  facilitated.  It  would  be  desirable  if,  in 
addition  to  the  annual  conference  of  compensa- 
tion committee  chairmen  which  is  usually  held  at 
the  time  of  the  Annual  Meeting,  at  least  one 
other  general  meeting  might  be  held  for  a dis- 
cussion of  problems  of  mutual  interest.  This 
might  be  arranged  at  the  time  of  the  annual 
meeting  of  the  secretaries  or  of  the  legislative 
chairmen  in  Albany.  It  is  the  purpose  of  the 
Compensation  Bureau  of  the  Medical  Society  of 
the  State  of  New  York  to  lessen  the  burden  of 
the  local  county  medical  society  so  far  as  work- 
men’s compensation  is  concerned,  as  well  as  to 
integrate  the  work  of  these  groups  scattered 
throughout  the  state  to  the  end  that  the  Work- 
men’s Compensation  Law  may  function  as 
smoothly  as  possible.* 

The  chief  reasons  for  inclusion  of  physical 
therapy  in  the  above  statute  was  to  put  a curb  on 
a procedure  that,  at  the  time  the  law  was 
amended,  was  rapidly  falling  into  disrepute  be- 
cause of  its  promiscuous  and  protracted  use. 
It  was  generally  felt  in  the  profession  at  that 
time  that  something  should  be  done  to  control 
the  use  of  physical  therapy  especially  because 
under  the  free-choice  principle  the  carrier  or 


employer  was  no  longer  able  to  select  the  doctor 
and  control  his  activities.  There  is  no  ques- 
tion, however,  that  in  qualified  hands  physical 
therapy  is  now  recognized  as  a useful  form  of 
medical  treatment  in  many  types  of  industrial 
injury,  not  only  in  restoring  the  patient  to  his 
occupation  more  quickly  than  if  proper  modali- 
ties were  not  utilized  but  also  in  abolishing  pain 
and  making  the  injured  patient  more  comfort- 
able. On  the  other  hand,  there  is  no  question 
that  physical  therapy  treatment  is  occasionally 
rendered  for  longer  periods  of  time  than  indi- 
cated. Therefore  authorization  when  the  physi- 
cian has  reached  the  $25  limit  gives  an  opportu- 
nity to  the  employer  or  carrier  to  have  a medical 
examination  made  of  the  case  and  determine  for 
himself  the  need  and  advisability  of  continuing 
treatment.  For  a long  time  physicians  through- 
out the  state  have  been  urged  to  cooperate  in  re- 
questing authorization,  not  only  to  cover  the 
medical  aspects  above  discussed  but  also  to  pro- 
tect the  physician  who  employs  continued 
physical  therapy  treatments  legitimately  and  in 
the  light  of  proper  indications.  It  has  been 
attempted  to  convince  insurance  carriers  that 
there  are  in  this  state  a considerable  number  of 
qualified  experts  in  physical  therapy  whose 
services  could  be  utilized  in  a consultative  man- 
ner in  difficult  or  protracted  cases,  not  only  to 
point  out  the  indications  for  treatment  but  to 
determine  the  best  form  of  physical  therapy  to 
be  given  and  also  to  carry  out  treatment  in 
difficult  and  unusual  cases.  So  far  these  efforts 
have  met  with  little  success.  * 

Five  Per  Cent  Deductions. — The  Industrial 
Commissioner  has  not  as  yet  seen  fit  to  remove 
the  5 per  cent  amount  allowed  on  medical  bills 
of  $15  or  over  or  to  put  a penalty  on  employers 
or  carriers  who  fail  to  pay  their  bills  within  a 
reasonable  period  of  time.  Repeated  protests 
have  been  voiced  against  the  5 per  cent  deduc- 
tion, especially  in  the  absence  of  a penalty  for 
failure  to  pay  on  time.  We  do  so  again.  We 
need  not  reiterate  our  reasons  for  the  protest  at 
this  time.  There  is  no  provision  under  the 
present  law  for  forcing  an  employer  or  insurance 
carrier  to  pay  a bill,  even  though  not  protested 
within  thirty  days.  The  only  recourse  a physi- 
cian has  for  the  payment  of  the  bill  not  protested 
and  not  paid  is  civil  action.  Fortunately  most 
insurance  carriers  pay  bills  promptly. 

In  the  case  of  the  self-insurer,  it  has  been 
necessary  during  the  course  of  the  year  to  bring 
to  the  attention  of  the  Industrial  Commissioner 
instances  where  large  self-insurers  are  extremely 
dilatory  in  the  payment  of  bills.  Under  the  law 
an  employer  is  given  the  privilege  of  self-insur- 
ance if  he  can  submit  evidence  of  financial  re- 
sponsibility. Failure  to  pay  bills  is  one  evidence 
of  irresponsibility  and  cognizance  of  this  should 
be  taken  by  the  Department  of  Labor.  Physi- 
cians are  urged  to  bring  instances  of  failure  of 
self-insurers  to  pay  their  bills  promptly  to  the 
attention  of  this  Bureau. 

Proration  of  Medical  Bills  and  Concurrent 
Fees. — Under  the  rules  and  regulations  promul- 
gated by  the  Industrial  Council  governing  the 
Fee  Schedule,  Rule  11  refers  to  concurrent  fees 
and  states  that  concurrent  fees  with  two  or  more 
physicians  for  an  identical  period  of  care  and 
treatment  will  not  be  allowed  except  when 
warranted  by  complication  or  noted  need  for 
assistance;  when  all  the  required  care  and 
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treatment  reasonably  falls  within  the  range  of 
qualifications  of  one  physician,  no  other  shall 
claim  a fee.  Only  one  physician  shall  be  in 
charge  of  the  case.  The  fees  for  assistance  and 
consultations  must  be  justified.  Instances  have 
been  brought  to  our  attention  during  the  past 
year  of  surgeons  operating  on  patients  and  re- 
ferring the  patient  back  to  the  referring  physi- 
cian before  the  expiration  of  the  period  of  treat- 
ment, mentioned  in  the  Fee  Schedule,  that  the 
surgeon  or  operator  was  required  to  provide.  In 
such  instances  the  surgeon  rendered  a fee  below 
the  fee  mentioned  in  the  Fee  Schedule  and  the 
practitioner  rendered  a bill  for  the  balance. 
This  is  a practice  that  cannot  be  condoned  and 
has  met  with  the  disapproval  of  the  Medical 
Society  and  the  Department  of  Labor.  In  most 
instances  it  is  a thinly  disguised  method  of  re- 
bating or  fee  splitting. 

There  may  be  unusual  circumstances  that 
would  warrant  a surgeon  turning  back  a case  to 
the  family  physician  for  continued  medical  care 
within  the  scheduled  period  of  time  if  the  latter 
were  qualified  to  continue  the  treatment  of  the 
case.  For  example,  in  a rural  community  an 
operation  for  hernia  may  be  performed  by  a 
surgeon  in  a hospital  in  a town  distant  from  the 
patient’s  home.  It  would  obviously  be  both 
unreasonable  and  uneconomic  either  to  keep  the 
patient  in  the  hospital  for  the  whole  scheduled 
period  of  eight  weeks,  or  to  have  him  return  for 
repeated  examinations  to  the  surgeon  living  at  a 
distant  point.  In  such  instances  it  would  be 
legitimate  and  ethical  for  the  operating  surgeon 
to  refer  the  patient  back  to  the  attending  physi- 
cian or  to  any  qualified  surgeon  for  observation 
as  long  as  necessary.  These  conditions  do  not 
exist  in  the  metropolitan  area  or  in  other  large 
cities  throughout  the  state,  unless  the  patient  by 
chance  is  referred  to  a surgeon  or  specialist  in  a 
large  community  and  returned  to  his  home  at  a 
distant  point.  It  is  therefore  suggested  to  the 
county  medical  societies  that  in  all  cases  of  this 
type,  where  a surgeon  finds  it  necessary  to  refer 
a patient  back  to  either  the  family  physician  or 
to  another  surgeon,  that  each  submit  for  the 
approval  of  the  county  society  a bill  covering  the 
service  rendered,  the  total  of  the  bills  to  be  repre- 
sented by  the  fee  in  the  schedule  for  the  period 
outlined,  unless  a fee  in  excess  of  the  minimum  is 
agreed  upon  in  advance.  It  should  be  borne  in 
mind  that  under  the  Workmen’s  Compensation 
Law  a qualified  physician  who  undertakes  the 
treatment  of  a case  is  expected,  unless  complica- 
tions arise,  to  give  all  the  necessary  treatment 
during  the  period  of  care  required  under  the 
schedule.  This  does  not  imply  that  if  complica- 
tions arise  a consultant  may  not  be  called  in  and 
paid  in  accordance  with  the  Fee  Schedule  for 
the  service  rendered  by  him.  Nor  is  the  amount 
paid  to  the  consultant  for  the  complicating  con- 
dition to  be  deducted  from  the  fee  payable  to 
the  attending  physician.  The  question  has  often 
arisen  as  to  the  proration  of  a bill  of  a surgeon 
who  in  an  ordinary  case  transfers  the  patient  to, 
let  us  say,  a physical  therapeutist  for  physical 
therapy  within  the  scheduled  period  of  time.  It 
has  generally  been  ruled  that  the  surgeon  shall 
give  all  the  required  treatment  for  the  restora- 
tion of  the  patient  to  full  functioning  within  the 
scheduled  period.  If  there  be  need  for  special 
physical  therapy  at  the  hands  of  any  practi- 
tioner, authorization  for  this  as  an  additional  fee 


should  be  obtained  from  the  employer  or  carrier. 
It  can  often  be  shown  that  expert  physical 
therapy,  even  in  an  ordinary  case,  will  some- 
times restore  a patient  to  full  functioning  more 
quickly  than  if  the  patient  received  the  care  of 
the  attending  physician  or  surgeon  alone. 
Authorization  for  such  additional  treatment 
should  be  obtained  in  view  of  the  fact  that  in 
most  instances  the  fee  will  be  in  excess  of  $25. 

Settlement  of  Bills. — The  Bureau  has  received 
in  the  course  of  the  past  year  numerous  requests 
from  physicians  throughout  the  state,  usually 
on  the  recommendation  of  their  county  medical 
society  officers  or  members  of  their  workmen’s 
compensation  committees,  for  the  help  of  the 
Bureau  in  settling  disputes  over  bills.  It  is  ex- 
tremely important  to  the  best  interests  of  the 
medical  profession  that  this  Bureau  should 
lend  its  best  help  in  adjusting  disputes  over  bills. 
Arbitration  sessions  in  the  outlying  parts  of  the 
state  are  not  held  frequently.  In  almost  every 
instance  your  Director  has  been  able  to  bring 
about  payment  of  the  doctor’s  bill  in  full,  or  to 
effect  a satisfactory  settlement  without  arbitra- 
tion.* 

The  State  Society  Bureau  serves  as  the  focal 
contact  point  of  the  medical  profession  for  all 
groups  and  agencies,  governmental  and  private, 
and  other  interested  parties.  Certain  duties 
and  responsibilities  are  placed  upon  the  medical 
profession  by  the  statutory  provisions  of  the 
amended  Workmen’s  Compensation  Law.  The 
Workmen’s  Compensation  Bureau  serves  to 
assist  in  carrying  these  out  either  directly  or 
through  the  local  workmen’s  compensation  com- 
mittees of  the  sixty-four  individual  county 
societies.  The  degree  of  success  with  which 
the  amended  law  has  been  carried  out  by  so 
large  a group  of  individual  committees  can  in  a 
large  measure  be  attributed  to  the  State  Society 
Bureau  which  has  served  to  coordinate  and 
harmonize  the  action  of  these  numerous  groups 
according  to  a uniform  pattern  so  far  as  is  pos- 
sible. 

Needless  to  say  your  Bureau  and  your  Com- 
mittee have  during  the  past  year  been  consulted 
on  numerous  occasions  by  representatives  of 
insurance  carriers’  organizations  and  individual 
insurance  carriers,  by  employers,  by  other  pro- 
fessional organizations,  and  by  attorneys  de- 
siring to  obtain  the  cooperation  or  help  of  the 
medical  profession  in  matters  pertaining  to  the 
Workmen’s  Compensation  Law.  This  help  has 
been  given  freely  in  all  instances.  It  is  hoped 
that  during  the  coming  year  it  may  be  possible 
to  establish  closer  relationships  with  labor 
union  representatives  and  with  self-insurers  per- 
haps through  the  establishment  in  the  latter 
instance  of  a cooperative  organization  of  self- 
insurers. 

Matters  Under  Consideration  and  Study  at 
This  Time. 

1.  Investigation  and  study  of  medical 
bureaus  along  route  of  Delaware  Aqueduct. 

2.  Revised  edition  of  the  Fee  Schedule. 

3.  Payment  of  physicians’  bills  in  no  lost- 
time cases;  or  where  claimant  is  not  en- 
titled to  compensation  indemnity  but 
where  no  file  of  case  is  made  up  by  De- 
partment of  Labor;  or  where  case  is  con- 
troverted and  claimant  fails  to  appear  at 
hearing. 
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4.  Ex-medical  policies. 

5.  Self-insurers  and  nonpayment  of  medical 
bills. 

6.  Industrial  dermatoses. 

7.  Interposition  of  “service  organizations” 
between  physician  and  insurance  carrier. 

8.  Suitable  progress  report. 

9.  Provision  to  enforce  payment  of  medical 
bills  without  court  action. 


Part  IV 

Legislation 

The  Council  Committee  on  Legislation  consists 
of: 

John  L.  Bauer,  M.D.,  Chairman Brooklyn 

Walter  W.  Mott,  M.D White  Plains 

Leo  F.  Simpson,  M.D Rochester 

It  has  submitted  the  following  preliminary 
report  to  be  followed  by  a supplementary  report 
to  be  prepared  just  before  your  meeting: 

Early  in  the  fall,  the  Committee  on  Legisla- 
tion held  a meeting  to  organize  and  to  outline 
a program  of  activities.  The  agenda  was  care- 
fully prepared  by  Dr.  Joseph  S.  Lawrence,  the 
executive  officer.  He  emphasized  the  need  of 
securing  promptly  the  names  of  the  chairmen 
and  other  members  of  the  legislative  commit- 
tees of  the  various  county  societies.  His  first 
approach  was  through  the  presidents  of  the 
county  societies  and  about  50  per  cent  of  the 
presidents  graciously  and  promptly  responded. 
In  some  instances  three  or  four  requests  were 
sent.  The  list  was  not  completed  until  after 
the  opening  of  the  legislative  session  in  January. 
Dr.  Lawrence  was  persistent.  He  wrote  to  the 
chairmen  of  the  preceding  year,  when  no  re- 
sponse was  received  from  the  presidents. 

Probably,  no  committee  of  the  county  society 
is  charged  with  more  important  duties  than  the 
Legislative  Committee.  Legislation  may  and 
often  does  concern  the  physician  very  vitally. 
It  would  seem  that  a wise  and  early  choice  of 
those  who  will  serve  faithfully  and  a prompt 
notification  to  our  Executive  Officer  as  to  the 
personnel  of  the  committee,  should  be  of  primary 
importance.  At  the  time  of  this  writing,  I am 
informed  that  thirty-two  chairmen  have  not 
responded  in  any  way  to  the  six  bulletins  and 
forty-nine  bills  which  have  been  sent  to  them. 
It  is  true  eleven  of  these  thirty -two  chairmen  did 
attend  the  conference  of  the  county  chairmen. 

Nine  of  the  thirty-two  counties  have  been 
heard  from,  not  through  the  chairmen,  but 
through  other  members  of  the  committees. 

Fourteen  of  the  sixty-one  county  societies  have 
not  responded  in  any  way.  They  have  probably 
discussed  the  bills  with  their  legislators,  but  we 
should  be  happy  to  learn  of  their  actions  and 
support. 

Our  Executive  Officer  has  issued  from  Albany 
ten  bulletins  so  far  [March  18,  1940],  with  a 
short  description  of  the  bills  in  which  we  are 
interested — and  just  as  soon  as  humanly  possible 
after  their  introduction  in  the  legislature — and 
also  in  regard  to  several  bills  before  Congress. 
These  bulletins  have  gone  to  the  members  of 
every  county  society  legislative  committee,  to 
the  chairmen  of  the  legislative  committees  of 
the  woman’s  auxiliaries,  to  the  Council,  to  many 


other  doctors,  and  to  some  prominent  lay  people, 
who  are  interested  in  our  legislative  program, 
making  a total  of  450  names  on  our  mailing  list. 

An  innovation  has  been  a blank  sheet  ac- 
companying the  bulletin,  with  the  numbers  of 
the  bills  and  space  for  comments,  so  that  we 
could  use  the  sheets  in  checking  up  on  the  re- 
actions of  the  committee  men  to  the  bills  and 
their  instructions.  The  receivers  are  also  kept 
informed  as  to  the  action  on  the  bills  by  the  legis- 
lature. 

The  White  Book,  a publication  prepared  by  the 
legislature  each  year  and  giving  a list  of  the 
legislators,  their  committee  assignments,  and 
the  officers  of  the  legislature,  has  been  furnished 
to  each  chairman. 

The  annual  conference  of  the  county  society 
legislative  chairmen  was  held  in  Albany  on  Feb- 
ruary 7.  Thirty  county  societies  and  six  woman’s 
auxiliaries  were  represented.  This  conference 
considered  carefully  each  bill  already  reported 
through  the  bulletins,  and  definite  action  on  each 
bill  was  taken  by  vote. 

It  is  always  very  educational  to  learn  of  the 
different  points  of  view  of  the  members  of  the 
conference.  Discussion  of  the  merits  of  the  bills 
was  occasionally  animated.  The  chairmen,  who 
were  unable  to  be  present,  missed  a very  instruc- 
tive session. 

So  far  this  year,  the  list  of  bills  has  not  been 
quite  so  large  as  in  other  years.  Highly  contro- 
versial legislation  is  not  acceptable — a short 
session  is  desired. 

The  Mahoney-Mailler  bill  which  adds  a year 
of  internship  to  the  medical  course  was  prepared 
and  introduced  at  the  suggestion  of  the  State 
Society,  on  the  instruction  of  the  last  House  of 
Delegates. 

The  Desmond  Radiology  bill  which  we  have 
pledged  ourselves  to  support  has  been  amended. 
The  radiologists  want  us  to  back  it  in  its  amended 
form  and  we  shall. 

Another  bill  introduced  at  the  suggestion  of 
the  Department  of  Education  revises  the  manner 
in  which  licenses  to  practice  medicine  presented 
by  physicians  from  other  states  or  countries  shall 
receive  endorsement.  This  has  just  been  en- 
dorsed by  the  Board  of  Regents. 

The  optical  dispensing  bill  has  been  reintro- 
duced. Again,  Mr.  Peterson  has  introduced  the 
chiropractic  bill  and  there  are  also  other  bills, 
which  we  have  vigorously  opposed  in  preceding 
years. 

We  are  receiving  support  and  cooperation 
from  the  officers  and  Council,  some  of  whom 
have  attended  our  meetings.  However,  25  per 
cent  of  the  Council  members  have  to  date  failed 
to  reply  with  any  comment  or  suggestion. 

Our  president,  Dr.  Terry  M.  Townsend,  has 
proved  of  great  assistance  and  has  attended  the 
meetings.  Dr.  Peter  Irving  and  Mr.  Dwight 
Anderson  have  given  loyal  support.  Dr.  Joseph 
S.  Lawrence  supplies  the  ignition  and  fuel — and 
credit  even  for  this  report  is  due  him.  We 
ask  the  hearty  cooperation  of  every  county 
society. 

Our  Executive  Officer  writes  that  twenty-one 
county  societies  whose  chairmen  have  neither 
attended  the  conference  nor  responded  to  any 
of  our  communications  are  represented  by 
twenty-six  assemblymen;  and  the  fourteen 
county  societies,  from  which  we  have  had  no 
response,  either  from  members  of  the  committee 
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or  from  any  person,  are  represented  by  fifteen 
assemblymen. 

Lastly,  there  is  seemingly  some  indifference 
on  the  part  of  many  county  chairmen.  This  is 
a serious  matter,  and  should  receive  careful 
consideration  from  the  delegates.  Realizing 
that  the  labors  of  the  Legislative  Committee, 
more  than  any  other  activity  of  the  Society, 
affect  intimately  every  member  of  this  Society, 
whether  he  be  general  practitioner  or  specialist, 
it  behooves  all  of  us  to  support  loyally  and  gener- 
ously this  work. 

The  Executive  Officer  today  receives  the  same 
allowance  to  carry  on  the  work  as  he  did  ten 
years  ago.  Let  us  increase  his  funds  propor- 
tionately to  the  enlarged  scope. 

Publications 

It  is  now  possible  to  report  on  the  experience, 
literary  and  financial  of  the  calendar  year  1939 
in  production  of  the  New  York  State  Journal  of 
Medicine  from  the  New  York  office.  On  the 
Directory,  the  report  can  cover  at  the  time  of 
writing,  March  18,  1940,  only  on  the  editorial 
aspects  other  than  the  costs.  The  financial  fea- 
tures will  certainly  be  available  at  the  time  of 
your  meeting  and  probably  before  May  6. 

Journal.- — Apparently  the  members  like  the 
Journal  in  its  new  dress  since  the  flow  of  original 
articles  has  steadily  increased.  In  1939  there 
were  published  246  scientific  articles — a total  of 
1443  pages. 

Every  effort  has  been  made  to  keep  the  in- 
dividual articles  down  to  a length  which  will  re- 
tain the  interest  of  the  reader.  The  Editorial 
Committee  has  expressed  itself  as  favoring  an 
outside  limit  of  ten  pages  of  the  Journal  in  its 
present  typographical  format  for  these  articles. 

Many  tables  are  thought  undesirable  and  the 
committee  urges  authors  to  put  these  as  much 
as  possible  in  words.  A table  thrown  on  a screen 
as  an  aid  to  the  reading  of  a paper  makes  the 
spoken  word  more  vivid  and  graphic,  but  in  the 
printed  page  it  falls  short  of  this  purpose,  the 
committee  holds. 

Illustrations,  on  the  contrary,  are  very  valu- 
able, though  they  constitute  a real  financial 
problem.  The  practice  of  asking  the  author  to 
accept  the  surplus  over  a basic  figure  of  fifteen 
dollars  has  been  followed.  This  allows  for  four 
or  five  cuts  depending  on  their  size  and  need  for 
retouching. 

Financially,  the  final  figures  show  an  expendi- 
ture which  is,  as  expected,  considerably  higher 
than  in  the  five  years  preceding — but  definitely 
lower  than  it  was  feared.  The  total  was  $24,- 
542.18,  or  $1.47  per  member  (using  the  average 
figure  for  membership— 16,594). 

It  has  been  possible  to  work  out  savings  by 
several  different  ways,  some  of  which  were  ap- 
plied in  1939,  but  others  began  with  1940. 
These  will  bring  the  cost  in  1940  down  quite 
materially  below  the  above  figures  assuming  that 
the  income  remains  the  same.  Those  in  charge 
look  forward  to  a gradual  increase  on  that  side 
of  the  books.  The  opinion  has  been  expressed 
in  several  quarters,  both  inside  the  Society  and 
in  the  publishing  and  advertising  world,  that  the 
New  York  State  Journal  of  Medicine,  which  is 
second  only  in  circulation  as  a general  medical 
journal  to  the  Journal  of  the  American  Medical 
Association,  might  even  be  expected  to  support 


itself  in  time.  Whether  this  is  a sound  forecast 
or  not,  the  Council  is  bending  every  effort  toward 
that  goal. 

Directory. — The  delay  of  two  years  imposed 
twice  as  heavy  a task  of  compilation,  and  for 
that  reason  appearance  of  the  1939-1940  edition 
was  delayed  beyond  the  first  of  the  year — the 
goal  that  had  been  set.  Many  more  changes  in 
details  listed  under  physicians’  names  had  to  be 
made. 

The  cost  remains  to  be  reported,  though  it 
can  be  said  now  (March  18,  1940)  that  the  ad- 
vertising totals  are  much  above  those  of  the  years 
preceding  1935. 

The  format  has  been  changed  in  several  ways 
that  were  thought  desirable.  The  type  was 
chosen  with  a view  to  quick  readability.  It 
was  found  possible  to  omit  punctuation  between 
abbreviations  without  confusion,  but  with  space 
saving.  In  addition  to  the  Table  of  Contents, 
a page  entitled  “How  To  Use”  is  included,  and  a 
fuller  “Glossary”  of  abbreviations.  An  alpha- 
betic index  of  hospitals  appears  in  front.  Where 
possible,  the  hospital  staffs  follow  the  larger  cities 
immediately — and  in  more  readable  type  and 
format.  An  abstract  of  pharmaceuticals  ap- 
proved by  the  Council  on  Pharmacy  and  Chem- 
istry of  the  American  Medical  Association  was 
drawn  up  from  the  book  New  and  Non-Official 
Remedies.  This,  it  is  hoped,  will  be  of  use  for 
reference  to  physicians.  Last,  but  not  least,  the 
towns  in  the  state  appear — for  the  first  time — in 
strict  alphabetic  order. 

The  Council  has  carefully  considered  the  two 
instructions  of  the  1939  House  that  the  Directory 
be  published  every  two  years  with  a supplement 
in  between.  It  has  heard  comment  that  a supple- 
ment is  undesirable  for  two  reasons.  First,  it 
would  make  necessary  a look  in  both  the  Direc- 
tory and  the  supplement  in  order  to  make  certain 
that  the  data  about  any  physician  is  up  to  date 
and  correct.  Also  the  supplement,  expensive 
to  compile  and  print,  could  have  no  income  from 
advertisements . 

The  Council  has  formed  no  opinion  on  the 
merits  of  publishing  a full  Directory  every  year 
as  compared  to  every  second  year.  Arguments 
have  been  advanced  for  each ; but  it  is  necessary 
to  have  in  mind  particularly  the  final  total  net 
cost  of  the  present  edition. 

Medical  Publicity 

This  year  has  witnessed  increased  activity  of 
the  Public  Relations  Bureau  due  to  agitation  for 
the  passage  of  the  Wagner  National  Health  Bill 
and  pressure  for  other  collectivist  legislation  to 
extend  the  control  of  government  into  the  prac- 
tice of  medicine. 

The  president  of  the  Society,  Dr.  Terry  M. 
Townsend,  took  occasion,  at  district  branch 
meetings,  to  emphasize  the  need  for  resisting  this 
tendency.  Releases  to  the  daily  press  were  dis- 
patched concerning  his  remarks  at  each  of  these 
meetings.  In  addition,  425  weekly  newspapers 
of  the  state  were  provided  with  a column  of 
ready-to-print  plate  matter  concerning  these 
meetings. 

Press  clippings  show  an  increased  use  of  our 
material  by  newspapers  in  the  state.  Some  of  the 
material  has  been  telegraphed  by  press  services 
throughout  the  nation,  as  responses  in  corre- 
spondence from  many  parts  of  the  country  indi- 
cate. Releases  were  sent  the  press  concerning 
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talks  made  by  Dr.  Townsend  before  the  Congress 
of  Physical  Therapists,  National  Gastroentero- 
logical Association,  Daughters  of  the  American 
Revolution,  New  York  City;  Drug,  Chemical 
and  Allied  Trades  Section  of  the  New  York 
Board  of  Trade,  Skytop,  Pa. ; the  Railroad 
Y.M.C.A.  at  Albany,  and  special  appearances 
which  he  made  on  programs  of  the  following 
county  medical  societies:  Bronx,  Erie,  Kings, 
Monroe,  and  Queens,  New  York;  and  Essex 
County  Medical  Society,  New  Jersey. 

The  press  was  informed  of  the  postgraduate 
courses  conducted  by  the  Council  Committee 
on  Public  Health  and  Education  in  Delaware, 
Schoharie,  Montgomery,  and  Monroe  counties, 
and  the  Institute  on  Diet  and  Nutrition  at  Syra- 
cuse. Four  general  releases  were  issued  including 
an  announcement  by  Dr.  Irving  relating  to  medi- 
cal indemnity  insurance,  and  other  releases  con- 
taining excerpts  from  editorials  appearing  in  the 
New  York  State  Journal  of  Medicine. 

Two  talks  made  in  connection  with  our  meet- 
ings have  been  published  in  Vital  Speeches  of  the 
Day  and  reprints  distributed  to  our  mailing  list 
as  follows:  “The  Quality  of  Medicine,”  by  Dr. 
Nathan  B.  Van  Etten,  at  the  Seventh  District 
Branch  meeting  at  Canandaigua,  of  which  13,400 
copies  were  distributed;  and  “The  Doctor  Looks 
at  the  Citizen,”  by  Dr.  Terry  M.  Townsend,  the 
same  number  of  which  were  distributed.  An- 
other talk  made  by  Dr.  Townsend  before  the 
New  York  State  Society  of  Pathologists,  Albany, 
New  York,  was  reprinted  and  supplied  to  that 
organization  at  their  request,  for  mailing  by 
them  to  their  membership.  “Dubious  Dollars,” 
a talk  made  by  Dr.  Townsend  before  the  Bronx 
County  Medical  Society  was  reprinted  from  the 
New  York  State  Journal  of  Medicine. 

Three  Speaker’s  Service  bulletins  have  been 
issued  during  the  year:  No.  28,  Effective  Public 
Speaking;  No.  29,  Pneumonia;  and  No.  30, 
The  Band  Begins  to  Play.  The  California  Medi- 
cal Association  purchased  200  copies  of  Bulletin 
No.  28  to  assist  them  in  their  work  of  combating 
compulsory  health  insurance.  Two  additional 
bulletins  are  planned  for  issuance  before  the 
meeting  of  the  House  of  Delegates. 

The  director  of  the  Public  Relations  Bureau, 
Mr.  Dwight  Anderson,  attended  the  meeting  of 
secretaries  and  editors  at  Chicago  in  November, 
the  district  branch  meetings,  the  secretaries 
conference,  and  the  conference  of  legislative 
chairmen.  He  addressed  meetings  of  the  Wom- 
an’s Auxiliaries  at  Albany  and  Troy,  and  talked 
to  students  of  the  School  of  Journalism  of  New 
York  University  on  “Public  Relations  for  Pro- 
fessional Groups.”  He  supplied  the  article  for 
Collier’s  National  Year  Book  for  1940  on  the  sub- 
ject of  socialized  medicine. 

The  booklet,  What  It  Means  to  Be  a Doctor, 
by  Mr.  Anderson,  was  offered  generally  for  pur- 
chase through  the  mails  to  libraries,  physicians 
prominent  in  organized  medicine,  social  workers, 
and  others  throughout  the  country,  circularizing 
work  beginning  in  October.  By  March  1 re- 
ceipts has  repaid  the  cost  of  printing,  leaving 
a surplus  of  $164.11.  The  total  copies  sold 
numbered  6,263,  as  of  this  date,  leaving  on  hand 
nearly  5,000  copies. 

The  revised  pamphlet,  On  the  Witness  Stand, 
by  J.  Weston  Walch  continues  in  demand  with 
county  and  state  medical  societies  from  coast 
to  coast.  Copies  of  this  document  are  supplied 


free  in  small  quantities  to  members  of  the  so- 
ciety, but  a charge  to  cover  cost  is  made  for  large 
quantities.  In  all,  since  publication  in  January, 
1939,  41,058  copies  have  been  sold,  receipts 
amounting  to  $1,899.80.  This  publication  shows 
a temporary  deficit  in  relation  to  cost  of  publica- 
tion of  $676.63,  on  March  1,  1940,  with  approxi- 
mately 44,000  copies  in  stock  for  disposition. 


Part  V 

Malpractice  Group  Plan  Insurance 

The  Council  has  received  the  following  report 
from  its  Committee  on  Malpractice  Defense  and 
Insurance: 

Clarence  G.  Bandler,  M.D., 


Chairman New  York 

Murray  M.  Gardner,  M.D Watertown 

Andrew  Sloan,  M.D Utica 

Peter  Irving,  M.D.,  ex-officio New  York 

George  W.  Kosmak,  M.D., 
ex-officio New  York 


A preliminary  forecast  of  the  cost  of  operating 
the  Group  Malpractice  Insurance  Plan  for  the 
four  years  ending  December  31,  1939,  was  ob- 
tained and  studied.  Some  increase  in  the  cost  of 
suits  and  claims  disposed  of  occurred,  but  there 
is  no  indication  that  any  changes  in  rates  will 
be  necessary.  The  final  tabulation  of  costs  can- 
not be  completed  until  early  in  March,  but  the 
estimates  were  carefully  drawn  off  and  there  is 
no  reason  to  believe  that  the  final  figures  will 
differ  very  much  from  the  forecast. 

The  Committee  is  more  than  ever  convinced 
that  the  new  accounting  system  which  was  put 
into  effect  on  January  1,  1936,  is  a long  step  for- 
ward in  the  efficient  operation  of  the  Group 
Plan.  It  is  so  complete  in  carded  and  indexed 
details  that  it  is  now  possible  to  study  the  loss 
experience  in  any  classification,  geographic  or 
medical.  As  a result  the  Committee  can  report 
that  the  State  Medical  Society  now  has  the  most 
complete  tabulation  of  malpractice  loss  cost  that 
has  ever  been  compiled.  Predicated  upon  this 
data,  rates  can  be  promulgated  more  accurately 
than  ever  before.  The  importance  of  this  fact  is 
apparent  when  it  is  remembered  that  the  Group 
Plan  is  operated  at  cost  plus  a small  fixed  profit 
guaranteed  to  the  carrier.  Thus  the  Society  is 
now  assured  that  its  rates  will  include  no  loading 
to  provide  profits  beyond  the  reserves  required 
by  law  and  the  agreed  carrying  charge. 

The  Committee  feels  that  it  cannot  over- 
emphasize the  importance  of  constructive  co- 
operation of  all  members.  Unwarranted  or 
thoughtless  criticism  of  the  work  of  other  mem- 
bers must  be  avoided.  The  fullest  cooperation 
and  assistance  should  be  given  wholeheartedly 
to  members  in  our  separate  communities  wrong- 
fully accused  of  malpractice  and  to  the  legal 
counsel  upon  whom  rests  the  burden  of  their  de- 
fense. Solidly  united  action  to  meet  the  attacks 
of  unjust  claimants  in  every  locality  is  the  only 
method  by  which  unscrupulous  claims  can  be 
discouraged.  Although  very  few  suits  are  won 
by  plaintiffs,  it  must  be  kept  in  mind  that  it 
frequently  costs  as  much  or  more  to  win  actions 
against  members  than  it  would  have  cost  to 
compromise  and  settle  them  in  the  beginning. 
But  it  is  only  by  defending  and  winning  unjust 
malpractice  actions  that  the  good  reputation  and 
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standing  of  unfortunate  members  can  be  upheld 
in  their  communities.  Therefore,  members  will 
serve  the  best  interests  of  the  profession  as  a 
whole  as  well  as  help  reduce  the  cost  of  their 
individual  protection  by  using  all  honorable 
means  to  discourage  ill  founded  and  unjust  ac- 
tions against  other  members. 

Raising  rates  to  meet  rising  costs  is  not  a 
constructive  method  of  solving  the  problems  of 
a self-insuring  group,  although  such  action  must 
be  taken  when  and  if  necessary.  A better  solu- 
tion for  all  concerned  is  united  action  that  will 
reduce  costs.  In  some  cases  it  may  be  necessary 
to  require  surcharges  for  certain  groups  whose 
loss  experience  proves  to  be  an  unequal  burden 
upon  the  cost  of  the  Group  Plan  as  a whole.  For 
example — the  Committee  notes  an  increase  in 
the  number  and  cost  of  suits  resulting  from  the 
use  of  diathermy  and  plastic  surgery  and  these 
classes  will  be  studied  carefully  during  the  year 
to  determine  if  a surcharge  is  necessary  to  cover 
the  additional  cost  of  these  specialties. 

As  predicted  in  our  report  of  last  year  a sub- 
stantial number  of  suits  were  instituted  against 
uninsured  members.  In  the  ordinary  course  of 
events  some  of  these  suits  will  be  lost  or  settled 
out  of  court  and  the  payments,  whatever  they 
may  be,  will  have  to  be  borne  by  the  individuals 
concerned.  In  contemplating  the  situation  of 
these  members,  as  well  as  those  who  year  after 
year  find  themselves  in  the  situation  of  having 
to  face  malpractice  suits  without  adequate  in- 
surance protection,  the  Committee  desires  to  re- 
new its  recommendation  that  the  Council  use  its 
best  efforts  to  bring  forcefully  to  the  attention 
of  uninsured  members  the  fact  that  for  only 
$28  they  can  secure  a minimum  policy  and  assure 
themselves  of  protection  up  to  $5,000. 

Although  several  competing  companies  have 
continued  their  efforts  to  draw  members  away 
from  the  Group  Plan,  the  number  of  members 
insured  during  the  year  increased  nearly  400. 
About  50  per  cent  of  the  entire  membership  is 
now  covered  by  the  Group  Plan.  In  the  mem- 
bership list,  however,  there  are  a considerable 
number  of  doctors  who  are  retired,  living  outside 
the  state,  or  who  are  engaged  in  institutional, 
corporate,  or  research  work  and  have  no  mal- 
practice exposure.  Thus  the  percentage  of  those 
in  medical  practice  with  its  corresponding  mal- 
practice exposure  who  are  now  insured  under 
the  Group  Plan  is  well  over  50  per  cent. 

In  all  of  its  study,  the  Committee  has  had  the 
able  assistance  of  the  legal  and  insurance  repre- 
sentatives of  the  Society  and  the  full  cooperation 
of  the  officers  of  the  Yorkshire  Indemnity  Com- 
pany. With  respect  to  the  latter,  the  Committee 
has  had  ample  cause  to  feel  confidence  in  their 
understanding  of  our  problems  and  the  integrity 
of  their  efforts  in  helping  to  solve  them. 

Centralization  of  Offices 

At  your  last  meeting  in  1939  you  discussed  the 
question  of  moving  the  New  York  offices  from 
103rd  Street  to  a location  near  the  Grand  Central 
Station.  No  definite  action  was  taken  until  the 
matter  assumed  added  importance  toward  the 
end  of  the  year  when  the  Council  was  compelled 
to  direct  a move. 

This  decision  rested  upon  several  grounds, 
the  most  pressing  of  which  was  financial.  It  had 
become  necessary  for  the  New  York  Academy 
of  Medicine  to  raise  the  rate  charged  for  main- 


tenance with  the  beginning  of  1940,  with  further 
advances  in  the  succeeding  two  years. 

Suitable  quarters  were  found  at  292  Madison 
Avenue,  at  41st  Street,  within  two  short  blocks 
of  the  Grand  Central  Station.  The  whole 
twenty-first  floor  was  rented  at  the  satisfactory 
rate  of  $1.75  per  square  foot.  This  will  give  a 
total  only  slightly  above  the  present  outlay  and 
well  below  the  final  total  set  for  the  present 
quarters. 

This  arrangement  has  several  real  advantages. 
The  different  units  now  housed  on  three  different 
floors  will  be  collected  on  a single  floor  thus  pro- 
moting efficiency  and  saving  time.  It  will  also 
make  for  the  greater  convenience  of  officials  and 
committees  who  come  from  outside  the  Borough 
of  Manhattan.  Not  only  will  the  new  office  be 
easy  of  access,  but  there  will  be  a definite  though 
not  large  saving  in  travel  expense. 

The  lease  is  for  ten  years,  and  the  owner  will 
finance  the  rather  expensive  partitioning.  Now, 
at  the  time  of  writing  (March  18,  1940),  it  seems 
probable  that  the  actual  move  can  take  place 
on  April  15,  1940,  or  possibly  a few  days  before 
that  date. 

Annual  Meeting  Arrangements 

The  Council  decided  to  discontinue  the  prac- 
tice of  mailing  the  booklet  program  to  the  entire 
membership.  Instead  there  will  be  presented 
copies  to  those  who  actually  attend  the  meeting. 

The  reason  for  this  action  was  the  mounting 
cost  of  printing  and  postage,  dependent  on  the 
growing  total  which  has  now  reached  16,785.  Of 
these  not  more  than  5,000  at  the  most  appear 
at  the  meeting  and  the  other  12,000  copies  fail 
of  any  purpose. 

The  full  program  including  the  scientific  pa- 
pers, the  scientific  exhibits,  the  Woman’s 
Auxiliary  events,  and  the  technical  exhibits  has 
reached  every  member  in  this — the  convention 
number  of  the  Journal. 

Dues  Year  and  Fiscal  Year 

For  a number  of  years  the  dues  year  of  the 
State  Society  has  been  the  calendar  year.  The 
fiscal  year,  on  the  contrary,  has  been  from  July 
1 of  one  year  to  June  30  of  the  succeeding 
year. 

Originally,  the  State  Society  had  its  Annual 
Meeting  in  January.  As  a natural  result  the 
dues  year  and  the  fiscal  year  coincided  with  the 
administrative  year. 

When  the  Annual  Meeting  was  pushed  forward 
to  May  (April  or  June  occasionally),  the  fiscal 
year  changed  to  fit  the  administrative  year. 
Evidently  it  seemed  to  those  in  charge  wise  to 
set  up  budgets  on  the  induction  into  office  of 
each  new  administration. 

Of  recent  years,  the  difference  in  time  of  the 
start  of  the  fiscal  and  dues  years  has  seemed  un- 
fortunate to  those  in  charge  of  finances.  In  1939 
the  House  of  Delegates  adopted  revisions  of 
Bylaws  to  change  the  dues  year  to  fit  the  present 
fiscal  year,  this  to  go  into  full  effect  on  July  1, 
1940,  with  a special  arrangement  for  payment  of 
six  months’  dues  only  for  the  first  half  of  1940. 

Following  this  action  the  county  societies  in 
the  fall  of  1939  began  to  doubt  the  wisdom  of 
this  change.  Criticism  from  several  has  come  to 
the  Council.  The  Kings  County  Society  with 
2,787  members  explained  its  protest  in  the  fol- 
lowing language : 
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“Some  of  the  disadvantages  of  this  change  in 
dues  year  are : 

“1.  That  July  1 is  a bad  time  of  year  to 
send  and  collect  dues  bills.  Objection  is  that 
summer  is  no  time  to  collect  money.  Members 
and  their  families  are  planning  vacations  with 
the  added  expenditure  this  requires;  practice 
is  diminished  with  the  resultant  decrease  in 
income.  Collections  during  the  summer 
months  are  also  very  poor.  There  are  no 
county  society  meetings  and  members  are  not 
county  medical  society  minded.  At  present, 
80  per  cent  of  the  dues  of  our  members  are 
collected  by  June  1.  This  is  also  the  experience 
of  other  county  medical  societies.  This  will 
not  be  the  case  if  dues  bills  are  sent  July  1. 
If  we  are  compelled  to  conform  to  the  amended 
Bylaws,  we  estimate  that  there  will  be  a de- 
crease in  State  Society  income  of  from  $3,000 
to  $5,000  from  our  society  alone  in  loss  of 
members. 

“2.  That  it  is  most  inadvisable  at  this  time 
because  of  the  ‘jittery’  and  unstable  conditions 
generally  and  those  relating  more  particularly 
to  the  medical  profession. 

“3 . It  would  create  difficulties  in  the  matter 
of  reinstatement  of  members  dropped  for  non- 
payment or  suspended.  It  is  a simple  matter 
to  adjust  account  books  but  it  is  not  simple 
to  adjust  human  beings.  The  present  basis 
of  collecting  dues  has  been  in  effect  for  more 
than  a quarter  of  a century.  Members  have 
been  accustomed  to  the  date  their  dues  are 
due,  when  they  go  in  arrear,  and  when  they 
are  dropped.  It  is  not  an  easy  matter  to  re- 
educate 16,000  members  after  reaching  the 
present  successful  situation. 

“4.  Under  the  old  Bylaws,  dues  and  as- 
sessments of  new  members  elected  after 
November  1 were  credited  for  the  next  calendar 
year.  Crediting  new  members  elected  after 
May  1 is  no  inducement  to  stimulate  physi- 
cians to  join,  as  it  comes  at  a time  of  year  when 
meetings  are  about  over  until  fall.  It  does  not 
have  the  same  appeal  as  the  old  allowance 
which  came  in  the  midst  of  an  active  period. 

“5.  That  there  will  be  general  rebellion 
and  protest  against  the  payment  of  one  and 
one-half  years  dues  in  1940  which  will  be  re- 
quired in  conformance  with  this  amendment. 

“6.  In  our  Society,  as  in  the  case  of  other 
societies  with  large  membership,  the  actual 
work  connected  with  sending  bills  and  making 
collections  would  come  at  the  vacation  period 
requiring  additional  personnel  and  extra  ex- 
pense. 

“Believing  that  both  county  and  state  societies 
will  suffer  seriously  financially  if  the  change  in 
dues  year  is  not  kept  on  the  old  basis,  the  special 
committee  appointed  by  the  president  of  the 
Medical  Soqiety  of  the  County  of  Kings  unani- 
mously voted  to  memorialize  the  Council  of  the 
Medical  Society  of  the  State  to  take  such  action 
as  may  be  required  to  postpone  putting  into 
operation  the  change  in  dues  year  and  the  other 
provisions  relating  thereto  as  amended  in 
Chapter  I,  Section  2 of  the  Bylaws,  pending 
reconsideration  of  this  matter  at  the  next  meeting 
of  the  House  of  Delegates.” 

The  Council  was  informed  at  its  September 
14,  1939,  meeting  that  twenty-five  secretaries 


at  the  Conference  of  County  Secretaries  the  day 
before  had  heard  adverse  reactions  while  only 
five  had  heard  no  adverse  comment. 

The  Council  passed  the  following  resolution: 

Whereas,  The  Council  of  the  Medical 
Society  of  the  State  of  New  York  believes  that 
it  is  impossible  to  enforce  the  recent  amend- 
ment to  the  Constitution,  and 

Whereas,  This  opinion  is  based  upon  vari- 
ous written  protests  from  the  larger  County 
Societies  and  oral  protests  registered  by  the 
Secretaries  of  other  County  Societies  meeting 
at  the  Secretaries’  Conference,  therefore  be  it 
Resolved,  That  the  Council  state  that  it  has 
no  authority  or  power  to  act  in  this  situation, 
but  that  nevertheless  the  Council  leaves  to 
each  county  society  for  its  own  consideration 
the  decision  as  to  the  most  practical  manner 
of  collecting  dues  pending  reconsideration  by 
the  House  of  Delegates  of  the  amended  Bylaw, 
Chapter  I,  Section  2. 

Legal  Counsel  had  given  an  opinion  that  while 
the  new  provision  was  mandatory  as  to  State 
Society  assessments  it  was  not  mandatory  for 
county  society  dues. 

The  Council  transmitted  this  resolution  and 
this  opinion  to  the  component  county  societies. 
So  far  as  it  knows  they  have  not  changed  their 
dues  years — and  the  Council  has  not  pressed 
them. 

County  Society  Transfers 

Transfers  from  one  county  society  to  another 
are  at  times  asked  by  members  early  in  the  calen- 
dar year,  and  the  question  came  to  the  Council 
as  to  the  possibility  under  the  Bylaws  of  the 
State  Society  of  payment  of  county  society  dues 
to  the  receiving  society.  The  Council,  in  reply, 
pointed  out  that  the  State  Society  Bylaws  calls 
for  a certificate  from  the  transferring  society 
which  shall  state  “as  to  good  standing.”  This 
term  the  Bylaws  define  as  “A  member  is  in  good 
standing  when  his  dues  to  his  county  society  and 
the  assessment  of  the  State  Society  have  been 
paid  when  they  are  due  and  payable.” 

The  Council  advised  the  county  societies  that 
it  had  gone  on  record  “That  when  a member  re- 
quests a transfer,  the  secretary  and  president  of 
the  original  county  society  should  not  sign  the 
transfer  until  that  member  has  paid  his  county 
dues  and  state  assessment  for  the  current  dues 
year.” 

Contract  Practice 

Pursuant  to  your  action  on  April  24,  1939, 
suggestion  was  duly  made  to  the  county  societies 
that  they  set  up  committees  to  confer  with 
members  contemplating  professional  contract 
service.  The  Westchester  County  Medical 
Society  carried  this  out  by  sending  to  its  mem- 
bers its  official  resolution,  adopted  April  19, 
1938,  and  it  is  here  reproduced  as  an  excellent 
example : 

Whereas,  There  is  evidently  a trend  toward 
the  employment  of  physicians  on  contract  by 
various  organizations  and  agencies;  and 
Whereas,  Certain  types  of  contract  prac- 
tice now  in  effect  or  proposed  are  clearly  in- 
imical to  the  best  interests  of  the  patient,  the 
public,  and  the  medical  profession;  and 

Whereas,  The  American  Medical  Associa- 
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tion  at  its  annual  meeting  in  Atlantic  City,  in 
June,  1937,  recognized  the  importance  of  this 
matter  and  amplified  the  Principles  of  Medical 
Ethics  pertaining  to  contract  practice;  Now, 
therefore,  be  it 

Resolved,  That  the  Medical  Society  of  the 
County  of  Westchester  hereby  affirms  the 
provisions  of  Sections  2,  3,  and  5 of  Article  6 
of  Chapter  III  of  the  Principles  of  Medical 
Ethics  of  the  American  Medical  Association 
relating  to  contract  practice  and  calls  the  atten- 
tion of  all  its  members  to  these  provisions; 
and  be  it  further 

Resolved,  That  henceforth  members  of  the 
society  shall  be  expected  to  submit  any  con- 
templated contracts,  either  verbal  or  written, 
involving  delivery  of  their  professional  services 
before  they  are  executed,  to  the  Comitia 
Minora  for  its  approval,  and  be  it  further 

Resolved,  That  refusal  on  the  part  of  a 
member  to  submit  such  a contract  to  the 
society  for  approval  by  the  Comitia  Minora, 
or  should  a member  enter  into  a contract  ad- 
judged to  be  unethical  under  the  Principles 
of  Medical  Ethics  hereinbefore  referred  to, 
such  act  shall  be  deemed  to  be  and  be  un- 
ethical conduct  on  the  part  of  such  member 
and  he  shall  be  subject  to  the  disciplinary 
measures  prescribed  therefore;  and  be  it 
further 

Resolved,  That  any  contract  now  held  by  a 
member  of  the  Medical  Society  of  the  County 
of  Westchester  shall  be  submitted  to  the 
Comitia  Minora,  upon  request,  for  inspection 
and  information  only;  failure  on  the  part  of 
such  a member  to  submit  such  a contract  after 
request  is  made  therefor,  shall  be  deemed  to 
be  and  be  unethical  conduct  and  such  member 
shall  be  subject  to  the  disciplinary  measures 
prescribed  therefor. 

Conditions  of  Medical  Practice.  Sec.  2. — 
It  is  unprofessional  for  a physician  to  dispose 
of  his  services  under  conditions  that  make  it 
impossible  to  render  adequate  service  to  his 
patient  or  which  interfere  with  reasonable 
competition  among  the  physicians  of  a com- 
munity. To  do  this  is  detrimental  to  the  public 
and  to  the  individual  physician,  and  lowers 
the  dignity  of  the  profession. 

Contract  Practice.  Sec.  3. — By  the  term 
“contract  practice”  as  applied  to  medicine  is 
meant  the  carrying  out  of  an  agreement  be- 
tween a physician  or  a group  of  physicians,  as 
principals  or  agents,  and  a corporation, 
organization,  political  subdivision  or  indi- 
vidual, to  furnish  partial  or  full  medical 
services  to  a group  or  class  of  individuals  on 
the  basis  of  a fee  schedule,  or  for  a salary,  or  a 
fixed  rate  per  capita. 

Contract  practice  per  se  is  not  unethical. 
However,  certain  features  or  conditions,  if 
present,  make  a contract  unethical,  among 
which  are:  (1)  When  there  is  solicitation  of 

patients,  directly  or  indirectly.  (2)  When 
there  is  underbidding  to  secure  the  contract. 
(3)  When  the  compensation  is  inadequate  to 
secure  good  medical  service.  (4)  When  there 
is  interference  with  reasonable  competition  in 
a community.  (5)  When  free  choice  of  a 
physician  is  prevented.  (6)  When  the  condi- 
tions of  employment  make  it  impossible  to 
render  adequate  service  to  the  patients.  (7) 


When  the  contract  because  of  any  of  its  pro- 
visions or  practical  results  is  contrary  to  sound 
public  policy.  The  phrase  of  “free  choice  of 
physician,”  as  applied  to  contract  practice,  is 
defined  to  mean  that  degree  of  freedom  in 
choosing  a physician  which  can  be  exercised 
under  usual  conditions  of  employment  between 
patient  and  physician  when  no  third  party 
has  a valid  interest  or  intervenes.  The  inter- 
jection of  a third  party  who  has  a valid  interest 
or  who  intervenes  does  not  per  se  cause  a con- 
tract to  be  unethical.  A “valid  interest”  is 
one  where,  by  law  or  necessity,  a third  party 
is  legally  responsible  either  for  cost  of  care  or 
for  indemnity.  “Intervention* ’ is  the  voluntary 
assumption  of  partial  or  full  financial  re- 
sponsibility for  medical  care.  Intervention 
shall  not  proscribe  endeavor  by  component  or 
constituent  medical  societies  to  maintain  high 
quality  of  service  rendered  by  members  serv- 
ing under  approved  sickness  service  agree- 
ments between  such  societies  and  govern- 
mental boards  or  bureaus  and  approved  by 
the  respective  societies. 

Each  contract  should  be  considered  on  its 
own  merits  and  in  the  light  of  surrounding  con- 
ditions. Judgment  should  not  be  obscured 
by  immediate,  temporary,  or  local  results. 
The  decision  as  to  its  ethical  or  unethical  na- 
ture must  be  based  on  the  ultimate  effect  for 
good  or  ill  on  the  people  as  a whole. 

Direct  Profit  to  Lay  Groups.  Sec.  5. — It  is 
unprofessional  for  a physician  to  dispose  of  his 
professional  attainments  to  any  lay  body, 
organization,  group,  or  individual,  by  whatever 
name  called,  or  however  organized,  under 
terms  of  conditions  which  permit  a direct 
profit  from  the  fees,  salary,  or  compensation 
received  to  accrue  to  the  lay  body  or  in- 
dividual employing  him.  Such  procedure  is 
beneath  the  dignity  of  professional  practice, 
is  unfair  competition  with  the  profession  at 
large,  is  harmful  alike  to  the  profession  of 
medicine  and  the  welfare  of  the  people,  and  is 
against  sound  public  policy. 

Eichacker  vs.  New  York  Telephone  Company 

Dr.  Henry  C.  Eichacker  of  Queens  County, 
while  maintaining  an  office  in  his  home,  was 
charged  and  had  paid  for  his  telephone  at  busi- 
ness rates  which  are  much  higher  than  residence 
rates.  He  later  sued  the  New  York  Telephone 
Company  for  return  of  the  difference  between 
the  two  rates.  The  Court  ordered  the  Telephone 
Company  to  make  this  return,  and  the  Telephone 
Company  then  appealed  this  decision. 

Dr.  Eichacker  had  borne  the  expense  of  the 
suit  up  to  that  point,  and  then  asked  assistance 
of  the  State  Society  through  the  Queens  County 
Medical  Society  for  the  appeal.  He,  and  the 
Queens  County  Society  both  considered  the 
matter  of  moment  not  to  physicians  only  in 
that  locality  but  elsewhere  in  the  state  and  pos- 
sibly throughout  the  country.  They  also  antici- 
pate that  there  might  be  not  just  one  appeal 
but  a series;  possibly  going  up  to  the  Supreme 
Court  with  mounting  costs. 

The  Council  first  authorized  the  Legal  Coun- 
sel, Mr.  Lorenz  J.  Brosnan  to  act  as  amicus 
curiae  at  the  appeal.  Later,  on  request,  it 
granted  permission  to  Mr.  Brosnan  to  take  over 
the  case  for  Dr.  Eichacker  if  this  course  should 
be  agreeable  to  Dr.  Eichacker  and  his  attorney. 
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The  Council  also  approved  of  that  attorney 
acting  as  an  associate  to  Mr.  Brosnan.  It  was 
understood  that  no  legal  fees  were  to  be  paid  by 
the  State  Society. 

District  Branches 

From  the  executive  officer,  Dr.  Joseph  S. 
Lawrence,  the  Council  has  received  the  follow- 
ing report  about  the  district  branches  and 
transmits  it  to  you  for  such  action  as  seems 
wise: 

“In  June,  after  adjournment  of  the  Legisla- 
ture, I sat  with  the  executive  committee  of  each 
district  branch,  except  the  first,  for  the  purpose 
of  selecting  the  date  and  place  for  its  next  an- 
nual meeting  and  to  outline  a rough  draft  of  the 
program.  The  president  of  the  First  District 
Branch  called  his  conference  in  April,  and  owing 
to  my  engagements  with  the  Legislature  at  that 
time,  I could  not  attend,  but  later  in  the  summer  I 
assisted  him  with  the  details  of  his  program.  The 
presidents  of  these  component  county  societies 
were  invited  to  sit  with  the  executive  committee 
in  each  district  to  assist  with  suggestions  for  the 
program  and  to  report  and  discuss  with  the 
president  of  the  district  branch  such  of  their 
activities  as  they  preferred  to  speak  of.  This 
gives  the  district  branch  president  an  oppor- 
tunity to  familiarize  himself  with  the  county 
society  affairs  of  his  district.  At  the  same  time 
it  affords  an  opportunity  to  the  county  society 
presidents  to  compare  their  activities  with  those 
of  their  neighbors.  These  conferences  are  very 
valuable,  I have  been  told  by  many  county  soci- 
ety presidents.” 

Most  of  the  branches  have  allowed  their  con- 
stitutions and  bylaws  to  sink  into  innocuous 
desuetude  and  it  might  be  well  for  them  to  be 
revived,  especially  since  there  might  result  a 
more  certain  representation  from  each  county 
through  the  election  of  delegates. 

While  the  gross  attendance  at  the  district 
branch  meetings  approximates  that  of  the  an- 
nual meeting  of  the  State  Society,  and  probably 
50  per  cent  of  those  who  register  at  one  do  not 
register  at  the  other,  nevertheless,  there  are 
annually  some  counties  from  which  no  physicians 
register  at  any  of  the  district  branch  meetings. 
It  is  probably  also  true  that  not  all  counties  are 
represented  at  each  annual  meeting  of  the  State 
Society. 

The  Fourth  District  Branch  has  for  years 
carried  its  meeting  through  from  noon  of  one 
day  to  noon  of  the  next  and  taken  the  evening 
for  a banquet  and  addresses  by  invited  guests. 
Last  year  the  Third  District  Branch  tried  the 
plan  but  with  doubtful  success. 

It  seems  that  in  some  of  these  districts  a more 
extended  scientific  meeting  might  be  warranted. 
Other  scientific  conferences  that  are  held  during 
the  summer  are  the  Health  Officers’  Conference 
at  Saratoga  Springs,  the  Keuka  Conference  on 
Lake  Keuka  (a  two-day  meeeting),  and  the  Tri- 
State  Conference  at  Jamestown.  Several  county 
societies  or  combinations  hold  summer  meetings, 
but  usually  the  scientific  program  is  limited. 
Among  these  is  the  tri-county  meeting  including 
Genesee,  Livingston,  and  Wyoming  counties. 
Westchester  and  Nassau  counties,  and  Tomp- 
kins and  Cortland  counties,  have  had  joint  sum- 
mer meetings,  and  several  other  counties  have 
summer  outings  of  their  own  which  are  usually 
very  well  attended  * 


Delegates,  Representatives,  and  Nominations 

Other  State  Societies. — Delegates  to  the  annual 
meetings  of  three  state  medical  societies  were  ap- 
pointed, in  exchange : 


Vermont Leo  F.  Schiff,  M.D.,  Platts- 

burgh 

Connecticut Chas.  Gordon  Heyd,  M.D., 

New  York,  Nathan  B. 
Van  Etten,  M.D.,  New 
York 

New  Jersey Terry  M.  Townsend,  M.D., 

New  York,  Frederic  E. 
Elliott,  M.D.,  Brooklyn 


United  States  Pharmacopceial  Convention,  Inc. — 
To  this  convention  scheduled  to  be  held  in  Wash- 
ington, D.  C.,  on  May  14,  1940,  there  were  ap- 
pointed by  the  president  with  the  approval  of  the 
Council  these  three : 


William  A.  Groat,  M.D Syracuse 

Samuel  W.  S.  Toms,  M.D Nyack 

Albert  F.  R.  Andresen,  M.D Brooklyn 


American  Society  for  the  Control  of  Cancer — 
Women's  Field  Army. — To  succeed  Dr.  James  E. 
Sadlier  to  serve  on  the  Advisory  Board  Dr. 
William  A.  Groat  was  chosen. 

New  York  State  Board  of  Examiners  of  Nurses — 
Nurse  Advisory  Council. — Dr.  Aloney  L.  Rust, 
of  Malone,  was  nominated  to  succeed  Dr.  Paul 
G.  Taddiken  on  the  Advisory  Council  with  Dr. 
Peter  Irving  as  alternate. 

Dr.  George  R.  Critchlow,  of  Buffalo,  was  nomi- 
nated to  succeed  himself  on  the  Advisory  Council 
for  the  term  beginning  January  1,  1940,  with 
Dr.  Clayton  W.  Greene  as  alternate. 

New  York  State  Grievance  Committee. — Dr. 
Orrin  S.  Wightman  was  nominated  to  succeed 
himself  when  his  term  expires  on  December  31, 
1939. 

Physicians’  Home,  Inc. 

In  accord  with  your  action  of  1939,  the  Council 
duly  submitted  twenty  names  as  nominees  for 
the  Board  of  Directors  of  the  Physicians’  Home. 
From  this  list,  that  board  elected  twelve. 

Through  its  president,  Dr.  Chas.  Gordon  Heyd, 
there  came  to  the  Council  a request  that  the  reso- 
lution following  be  presented  to  the  House: 

Whereas,  The  Physician’s  Home,  founded 
in  1918,  is  financially  solvent  and  a going  con- 
cern under  the  direct  control  of  a Board  of 
Directors  selected  from  nominees  made  by  the 
Council  of  the  Medical  Society  of  the  State 
of  New  York,  and 

Whereas,  The  purpose  of  the  Home  is  to 
provide  home  and  sustenance  for  physicians, 
residents  of  the  State  of  New  York  and  having 
been  members  of  the  Medical  Society  of  the 
State  of  New  York,  and 

Whereas,  The  housing,  maintenance  and 
care  of  these  aged  individuals  is  the  responsi- 
bility of  the  medical  profession, 

Be  It  Resolved  That,  Permission  be 
hereby  given  by  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  for 
the  treasurer  of  the  society  to  memorialize  the 
various  component  county  medical  societies 
to  place  upon  their  annual  statements  of  dues 
a line,  as  follows: 

“For  Physicians’  Home  (voluntary)  $1.00.” 
Furthermore,  it  may  be  suggested  that  a 
50  per  cent  response  from  this  appeal  would 
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give  to  the  Physicians’  Home  sufficient  finances 
to  take  additional  guests  under  their  care. 
The  Council  recommends  its  adoption. 

Revision  of  Principles  of  Professional  Conduct 

The  Council  wishes  to  transmit  a report  from 
the  Special  Committee  on  Revision  of  Principles 
of  Professional  Conduct  consisting  of: 

Orrin  Sage  Wightman,  M.D., 


Chairman New  Y ork 

Otto  A.  Faust,  M.D Albany 

Leo  F.  Simpson,  M.D Rochester 

Albert  A.  Gartner,  M.D Buffalo 

Harry  E.  Wheelock,  M.D Fredonia 


This  report  is  to  the  effect  that  that  committee 
deems  it  wise  to  study  that  subject  for  another 
year  before  making  definite  recommendations. 

Election  of  Trustee 

To  fill  the  vacancy  on  the  Board  of  Trustees 
created  by  the  death  of  Dr.  James  E.  Sadlier, 
the  Council,  at  its  meeting  on  November  9,  1939, 
unanimously  elected  Dr.  Thomas  M.  Brennan, 
of  Brooklyn. 

Memorials 

Death  struck  three  of  the  official  family  of  the 
Society,  and  your  Council  has  spread  on  the 
record  the  following  memorials: 

DR.  JAMES  H.  BORRELL 

The  Medical  Society  of  the  State  of  New  York 
has  suffered  an  unusually  tragic  loss  in  the  death 
of  its  president-elect,  Dr.  James  H.  Borrell, 
on  September  28,  1939.  Dr.  Borrell  was  born 
in  Buffalo  in  1890  and  graduated  from  the  School 
of  Medicine  of  the  University  of  Buffalo  in 
1914.  He  continued  his  studies  by  a three- 
year  residency  in  the  Edward  J.  Meyer  Memorial 
Hospital  of  Buffalo  and  followed  this  with  a 
course  in  urology  at  the  Post-Graduate  Hospital 
of  New  York  City.  In  his  specialty  Dr.  Borrell 
rose  to  the  heights  of  leadership  and  became  a 
member  of  the  American  Urological  Association, 
a Fellow  of  the  American  College  of  Surgeons, 
and  a diplomate  of  the  American  Board  of 
Urology. 

Along  with  his  steady  advance  in  the  private 
practice  of  medicine,  Dr.  Borrell  contributed 
greatly  to  humanity  by  devoting  a natural  ap- 
titude and  much  sacrifice  of  time  and  thought 
to  the  needs  of  organized  medicine.  He  was 
for  years,  representing  Erie  County,  a member 
of  the  house  of  delegates  of  the  State  Society. 
In  1936  he  was  elected  second  vice-president, 
and  in  1937  he  was  chosen  delegate  to  the  Ameri- 
can Medical  Association.  In  1938  he  became 
a member  of  the  Council  of  the  State  Medical 
Society  and  was  selected  chairman  of  the  Com- 
mittee on  Legislation.  At  the  Annual  Meeting 
in  1939,  the  Society  recognized  and  honored  him 
by  elevating  him  to  the  office  of  president- 
elect. 

His  love  and  consideration  for  others,  his 
fairness,  and  his  frank  fearlessness  to  defend  the 
cause  of  justice  are  a revered  memory  to  his  col- 
leagues and  will  be  an  inspiration  to  young 
physicians  for  many  years  to  come. 

Be  it  resolved  that  the  Council  of  the  Medical 
Society  of  the  State  of  New  York  adopt  these 
statements  as  an  appropriate  and  permanent 


record  of  the  death  of  its  late  president-elect, 
Dr.  James  H.  Borrell. 

DR.  JAMES  E.  SADLIER 

Dr.  James  E.  Sadlier,  past-president  of  the 
Medical  Society  of  the  State  of  New  York,  was, 
at  the  time  of  his  death,  chairman  of  its  Board  of 
Trustees,  having  been  a member  of  that  Board 
continuously  since  1935.  Previously  he  had  been 
chairman  of  the  Public  Relations  Committee 
from  1928  to  1935,  and  as  such  was  actively  en- 
gaged in  the  formulation  of  guiding  principles 
for  the  acceptance  of  the  responsibilities  of 
organized  medicine  for  the  public  good.  He 
was  the  enunciator  of  principles  of  social  and 
economic  justice  which  are  secure  in  medical 
precept  forever.  During  the  period  of  his 
executive  connections  with  the  Medical  Society 
of  the  State  of  New  York  (1926  to  1939),  as 
president-elect,  president,  and  past-president, 
things  were  designed  that  have  become  essential 
machinery  for  the  influential  operation  of  the 
State  Society  in  relation  to  public  affairs,  and 
for  a beginning  of  a new  epoch  in  the  practice 
of  medicine  and  the  social  sciences.  This  par- 
ticularly important  period  in  his  career  was 
the  most  rapidly  changing  one  of  all  time  in 
medicine  and  in  public  health  administration. 
That  he  lived  effectively  the  while  with  sim- 
plicity and  honesty,  saying  and  doing  things 
with  clarity,  thoughtfulness,  and  tranquility  is 
his  unique  contribution  to  medicine  as  an  au- 
thoritative agency. 

Dr.  Sadlier  was  never  a time-server,  never 
did  he  seek  the  limelight.  He  was  an  unostenta- 
tious doer  of  good.  The  bright  light,  however, 
shone  on  him  to  illumine  his  very  worth.  As 
a busy,  successful  surgeon  and  hospital  organizer 
he  sought  fulfillment  of  his  obligations  not  only 
to  his  family  and  his  profession,  but  also  to  the 
civic  affairs  and  to  the  religious  life  of  his  home 
town.  He  built  for  the  community,  he  worked 
for  it,  and  he  brilliantly  served  it.  He  was  a 
forceful,  charitable,  and  lovable  friend  to  all 
men. 

We  hear  at  times  some  elder  practitioner  of 
medicine  spoken  of  as  “a  doctor  of  the  old 
school.”  It  is  a term  of  endearment  and  re- 
spect. It  grows  out  of  an  association  with  a 
pleasing  character  through  many  years.  Dr. 
Sadlier,  however,  was  not  a doctor  of  the  old 
school.  To  be  sure,  he  had  the  courtliness,  the 
courteousness,  and  the  charm  of  bygone  days. 
Nevertheless,  he  was  a doctor  of  a new  school. 
He  was  of  that  school  that  sees  vividly  and 
analyzes  keenly  the  more  recent  things  that 
have  glorified,  advantaged,  puzzled,  or  troubled 
medicine  as  the  circumstance  may  be.  A warm, 
colorful  personality,  his  equanimity,  his  freedom 
from  rancor  in  debate,  and  his  generosity  made 
him  a much  sought  councilor.  He  did  not 
raise  a voice  in  idle  controversy,  let  petulance 
mar  argument,  or  anger  rob  understanding. 

His  own  standards  for  charity  through  right- 
eousness, for  human  kindliness,  and  for  gentle 
sincerity  fix  in  him  the  attributes  of  a great  phy- 
sician and  a noble  friend. 

DR.  GEORGE  M.  FISHER 

Dr.  George  M.  Fisher,  of  Utica,  served  the 
Medical  Society  of  the  State  of  New  York  con- 
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tinuously  in  various  capacities  from  1917  until 
his  death,  February  25,  1940.  He  was  a member 
of  the  Committee  on  Public  Relations,  which  he 
created  during  his  presidency,  and  the  Committee 
on  Scientific  Work,  and  twice  on  the  Committee 
of  Arrangements  for  Annual  Meetings.  He  was 
a delegate  from  his  county  to  the  State  Society 
House  for  many  years,  becoming  vice-speaker  of 
the  House  from  1922  to  1926.  He  was  elected  a 
member  of  the  House  of  Delegates  of  the  American 
Medical  Association  in  1923  representing  this 
state  continuously  and  faithfully  until  the  end. 
He  was  president  of  the  Medical  Society  of  the 
State  of  New  York  in  1926-1927. 

Dr.  Fisher  has  been  a leader  in  movements  to 
combat  cancer  and  tuberculosis.  He  was  chair- 
man of  the  Oneida  County  Medical  Society’s 
committee  on  cancer  control  which  a year  ago 
launched  an  extensive  educational  campaign. 

During  his  presidency  of  the  State  Society  he 
was  instrumental  in  formulating  a plan  for  co- 
operation between  the  medical  profession  and 
voluntary  health  agencies  throughout  the  State. 
This  plan  served  as  a model  for  the  proper  de- 
velopment of  public  health  work  at  this  time, 


not  only  in  this  state,  but  elsewhere.  It  provided 
that  voluntary  health  agencies  should  have  the 
cooperation  of  county  medical  societies  through 
substantial  representation  upon  the  agency 
boards.  This  principle  was  approved  by  the 
Medical  Society  of  the  State  of  New  York,  and 
the  State  Charities  Aid  Association,  and  had  a 
wholesome  effect. 

Dr.  Fisher  was  active  in  political,  fraternal, 
and  medical  fields,  being  one  of  Central  New 
York’s  best  known  physicians.  He  specialized 
in  dermatology  and  was  particularly  interested 
in  the  control  of  syphilis  as  a public  health  meas- 
ure through  medical  and  lay  effort,  and  was  an 
early  organizer  in  the  development  now  so  wide- 
spread. 

In  the  death  of  Dr.  Fisher,  this  State  Medical 
Society  has  suffered  grievous  loss.  He  was  a sturdy 
worker  and  loyal  friend.  His  wisdom  and 
judgment,  always  available  right  up  to  the  time 
of  his  death,  were  exceptionally  sound  and  fre- 
quently sought. 

Respectfully  submitted, 

Peter  Irving,  M.D.,  Secretary 

March  18,  1940 


Report  of  the  Treasurer 


To  the  House  of  Delegates;  Gentlemen: 

The  following  pages  contain  a summary  and  ab- 
stract of  the  official  auditors’  report  for  the  calen- 
dar year  1939.  As  on  previous  occasions  your 
Treasurer  proposes  to  supplement  this  formal 
statement  by  an  analysis  of  our  Society’s  finan- 
cial status  at  the  next  meeting  of  the  House  of 
Delegates,  with  certain  comments  and  sugges- 
tions for  consideration  by  its  members. 


Your  Treasurer  desires  to  record  at  this  time, 
however,  his  appreciation  of  the  aid  and  assist- 
ance rendered  by  the  General  Manager  and  the 
office  staff  in  the  conduct  of  the  financial  affairs 
of  the  Society. 

Respectfully  submitted, 

George  W.  Kosmak,  M.D.,  Treasurer 
March  9,  1940 
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Auditors’ 

We  have  examined  the  balance  sheet  of 
Medical  Society  of  the  State  of  New  York  as  of 
December  31,  1939,  and  the  statements  of  fund 
additions  and  deductions  and  capital  for  the 
year  then  ended,  have  reviewed  the  system  of 
internal  control  and  the  accounting  procedures 
of  the  Society,  and  without  making  a detailed 
audit  of  the  transactions,  have  examined  or 
tested  accounting  records  of  the  Society  and 
other  supporting  evidence,  by  methods  and  to 
the  extent  we  deemed  appropriate. 

In  our  opinion,  the  accompanying  balance 


Statement 

sheet  and  related  statements  of  fund  additions 
and  deductions  and  capital  present  fairly  the 
position  of  Medical  Society  of  the  State  of  New 
York  at  December  31,  1939,  and  the  results  of 
its  operations  for  the  year,  in  conformity  with 
generally  accepted  accounting  principles  applied 
on  a basis  consistent  with  that  of  the  preceding 
year. 

Wolf  and  Company 
Certified  Public  Accountants 
Dated  at  New  York,  New  York 
February  16,  1940 


Balance  Sheet — December  31,  1939 


Current  Assets — General  Fund — General 

Cash  on  hand  and  in  banks 

Securities — at  quoted  market  value — 

Stocks 

Bonds  & Mortgages 

Accrued  interest  on  bonds 

Recouping  Fund 

Cash  in  bank 

Securities — at  quoted  market  value — 

Bonds 

Accrued  interest 

Publications  Account 

Cash  on  hand  and  in  bank 

Accounts  Receivable,  less  Reserve. . . . 
Inventory — print  paper 


Assets 


$144,838.12 

76,661.85 

1,703.56 

$ 70,703.02 
223,203.53 

$293,906.55 

$ 1,198.06 
13,107.91 

$ 12,922.50 
185.41 

14,305.97 

$ 6,861.61 
6,598.03 

$ 2,511.54 
4,086.49 

13,459.64 

Total  Current  Assets  in  General  Funds $321,672.16 

Prepaid  Values  and  Deferred  Charges 

General  Fund — Annual  Meeting,  1940 $ 224.21 

Directory  expenses 19,895.78 

Publications  Division — Revolving  Funds — incomplete 1,078.76 


Total  Prepaid  Values  and  Deferred  Charges  in  General  Fund 21,198.75 

Fixed  Assets — Furniture  and  Fixtures — at  memorandum  value 

General  Fund $ 1.00 

Publications  Division 1.00  2.00 


Inter-Society  Account — Contra 

Due  Publications  Division  from  General  Division  of  General  Fund 


19,992.10 


Total  Assets  and  Inter-Society  Account — General  Fund 


$362,865.01 


Trust  Funds — Assets 
Lucien  Howe  Prize  Fund 

Cash  in  banks 

Bonds — at  quoted  market  value. 
Accrued  interest 

Merritt  H.  Cash  Prize  Fund 

Cash  in  banks 

Bonds — at  quoted  market  value. 
Accrued  interest 

A.  Walter  Suiter  Lectureship  Fund 

Cash  in  banks 

Bonds — at  quoted  market  value. 
Accrued  interest 


$ 1,480.81 

$ 2,307.50 

12.92  2,320.4 2 


$ 

765.62 

$ 

1,085.00 

5.84 

1,090.84 

$ 

461.81 

$ 

1,360.00 

8.33 

1,368.33 

$ 3,801.23 


1,856.46 


1,830.14 


7,487.83 


Total  Assets  and  Inter-Society  Account — All  Funds 


$370,352.84 
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Liabilities  and  Capital 


Current  Liabilities — General  Fund — General 
Accounts  Payable — 

Federal  unemployment  tax $ 701.70 

Associated  Hospital  Service .90  $ 702.60 


Publications  Account 
Accounts  Payable- 

Trade 

Commissions .... 
Social  taxes 


$ 8,488.47 
326.05 

161.60  8,976.12 


Total  Current  Liabilities  of  General  Fund 


Deferred  Income 

General  Fund — General 

Members’  dues — 1940 $ 2,620.00 

Directory  Income  for  1940  received  in  advance 17,611.25  $ 20,231.25 


Publications  Division — 

Advance  subscriptions  to  Journal 666.14 


Total  Deferred  Income  of  General  Fund 


Inter-Society  Account — Contra 

Due  Publications  Division  from  General  Division  of  General  Fund 
Total  Liabilities — General  Fund 


Capital  Accounts 

General  Division  of  General  Fund $273,101.59 

Recouping  Fund 14,305.97 

Publications  Division 24,889.24 


Total  Capital — General  Fund 

Total  Liabilities,  Inter-Society  Account  and  Fund  Capital  Accounts  of  General  Fund. 


Capital  Accounts — Trust  Funds 

Lucien  Howe  Prize  Fund $ 3,801.23 

Merritt  H.  Cash  Prize  Fund 1,856.46 

A.  Walter  Suiter  Lectureship  Fund 1,830.14 


Total  Liabilities,  Inter-Society  Account  and  Capital — All  Funds 


$ 9,678.72 


20,897.39 

19,992.10 
$ 50,568.21 


312,296.80 

$362,865.01 


7,487.83 

$370,352.84 
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Statement  of  Fund  Additions  and  Deductions  for  Twelve  Months  Ended  December  31,  1939 


General  Fund — General  Division — Additions 

Annual  dues  received $162,006.00 

Dividends  received 5,175.75 

Bank  interest,  savings  accounts 345.82 

Bond  interest 5,437.44 

Gain  from  sale  of  bonds 3,039.97 

Adjustment  1938  Federal  Unemployment  Tax 100.00  $176,104.98 


General  Fund — General  Division — Deductions 
Office  Expenses 

Rent $ 2,600.01 

Telephone 48 1 . 53 

Postage 951.30 

Stationery  and  printing 1,288.27 

Auditing 250.00 

Custodian  fees — securities 477. 1 0 

Sundry 1,771.95 

Insurance  and  bonding 113.25 

Taxes — Federal  Old  Age  Benefit  and  New  York  State 

Unemployment  Insurance 1,913.18 


vSctlctX*10S 

General  $21,621.44  less  $5,691.49,  amount  transferred 

to  Directory  Expense  1940  and  deferred 15,929.95 

Emeritus  Office  Manager 3,000.00 

Secretary-Manager 12,000.00 


Traveling 

A.M.A.  Delegates $ 1,434.65 

Council 2,298 . 6 5 

General 43.67 

President 1,646.31 

Secretary-Manager 816.55 

Executive  Officer — Legislative  Bureau 1,218.54 

T rustees 638 .42 

Board  of  Censors 123.65 

Delegates,  New  Jersey  Convention 24.90 


Committees  of  the  Council — Expenses 

Travel $ 2,336.78 

Other  expenses 979.08 

$ 3,315.86 

Public  Health  and  Education 

Clerical  salary $ 1,560.00 

Travel  and  other  expenses 1,851.04 

$~3,411.04 

Legal  Counsel 

Retainer $ 12,000.00 

Expenses 452.29 


Workmen’s  Compensation  Bureau 

Salap^ — Director $ 5,000.00 

Clerical  salaries  and  other  expenses 3,731.21 


Legislative  Bureau 

Salary — Executive  Officer $ 10,000.00 

Salary — clerical 2 , 500 . 00 

Other  expenses 5,659.65 


District  Branches 

Annual  Meeting  expense $ 8,453.36 

Less  income  received 8,155.61 


Conference  of  County  Secretaries 

Stenotypist — Council  Meetings 

Donation  to  Publications  Division — contra 

Members’  Dues — Income,  transferred  to  Publications  Division 


Decrease  in  quoted  market  value  of  securities $ 3,125.50 

Decrease  in  accrued  interest  on  bonds 666.10 


$ 9,846.59 


30,929.95 


8,245.34 


6,726.90 


12,452.29 


8,731.21 


18,159.65 
$ 95,091.93 
$ 1,507.32 


297.75 
655.64 
550.00 
$ 98,102.64 
35,000.00 
20,250.63 

3,791.60 


157,144.87 


Excess  of  Income  over  Expenses — General  Division  of  General  Fund 


$ 18,960.11 
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Statement  of  Fund  Additions  and  Deductions — Continued 


(General  Fund — Continued) 

Recouping  Fund — Additions 

Bond  interest . . $ 608.33 

Bank  interest 6.70 

Gain  on  sale  of  bond 166.64 

Increase  in  quoted  market  value  of  bonds 140.00 


Recouping  Fund — Deduction 

Decrease  in  accrued  interest  on  bonds 


Net  Addition — Recouping  Fund 

Public  Relations  Bureau — Additions 

Sale  of  pamphlets,  etc $ 170.59 

Services  of  Director  sold 125.00 


Public  Relations  Bureau — Deductions 

Salaries,  extra  help $ 930.25 

Social  taxes 40.00 

Stationery,  printing,  mimeographing 1,214.79 

Telephone  and  telegraph 318.38 

Press  clippings  and  radio  reports 262.47 

Travel  and  entertaining 464.24 

Subscriptions  to  periodicals 253.21 

Office  supplies  and  expense 969.00 

Printing 1,562.64 

Postage 2,495.03 


Net  Excess  Expense  over  Income — Public  Relations  Bureau 
Publications  Division — Additions 

Donation  from  General  Fund — contra 


Adjustment,  1938  account 

J ournal — Additions 

Advertising $ 50,278.11 

Circulation — members,  contra 20,250.63 

Sundry 926.63 

Sale  of  pamphlets 4,619.66 


$ 921.67 

12.50 


% 295.59 


8,510.01 


$ 35,000.00 
119.54 


76,075.03 


J ournal — Deductions 

Salaries — Office — both  Journal  and  Bureau 
Salaries — Editorial 


$ 11,989.50 

9,142.50  $ 21,132.00 


Publication  cost 

Mailing,  postage  and  express 


Agency  commission $ 2,204.75 

Solicitors’  commission 5,340.00 


S 38,934.11 
6,618.80 

7,544.75 


Discounts  allowed 1,758.52 

Cost  of  reprints 3,632.82 

Wrappers  and  make-up  forms 1,578.34 

Rent — including  activities  of  both  Journal  and  Bureau..  1,079.98 

Cuts,  mats,  etc 1,408.36 

Stationery  and  printing 282.28 

Telephone  and  telegraph 275.74 

Postage 298.35 

Provision  for  bad  debts 535.18 

Office  supplies  and  expense 918.77 

Press  clippings  and  radio  reports 313.42 

Travel  and  entertaining 165.16 

Social  taxes — Federal  Old  Age  Benefit  and  Unemployment 

Insurance 819.79 

Auditing 675.00  66,839.37 


Excess  Income  over  Expense — Journal 

Summary : 


General  Fund — Net  Income  over  Expense $ 18,960.11 

Recouping  Fund — Net  Income  over  Expense 909.17 

Journal — Net  Income  over  Expense 23,223.20 


S 43,092.48 


Deduct  Public  Relations  Bureau  Net  Expense  over  Income $ 8,214.42 


Excess  of  Income  over  Expenses  General  Fund 


$ 909.17 


$ 8,214.42 


$111,194.57 


87,971.37 
$ 23,223.20 


$ 34,878.06 
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Statement  of  Fund  Additions  and  Deductions — Continued 


Trust  Funds 

Lucien  Howe  Prize  Fund — Additions 

Bond  interest 

Bank  interest 

Gain  from  sale  of  bond 

Lucien  Howe  Prize  Fund — Deductions 

Decrease  in  quoted  market  value  of  bonds .... 
Decrease  in  accrued  interest  on  bonds 

Merritt  H.  Cash  Prize  Fund — Additions 

Bond  interest 

Bank  interest 

Gain  from  sale  of  bond 

Increase  in  quoted  market  value  of  bonds. 

Merritt  H.  Cash  Prize  Fund — Deduction 

Decrease  in  accrued  interest  on  bonds 

A.  Walter  Suiter  Lectureship  Fund — Additions 

Gift  from  Estate  of  A.  Walter  Suiter 

Bond  interest 

Bank  interest 

Increase  in  accrued  interest  on  bonds 

A.  Walter  Suiter  Lectureship  Fund — Deductions 
Decrease  in  quoted  market  value  of  bonds .... 
Loss  on  sale  of  bond 


$ 110.88 

22.26 

11.93  $ 145.07 


$ 124.14 

1.51  125.65  $ 19.42 


$ 43.39 

9.36 
11.92 

25.86  $ 90.53 


1.52  89.01 


$ 2,502.43 
67.51 
7.08 

5.62  $ 2,582.64 


$ 720.00 

32.50  752.50  1,830.14 


Net  Addition  to  Trust  Funds $ 1,938.57 

Summary : 

Excess  of  Income  over  Expenses — General  Fund $ 34,878.06 

Excess  of  Income  over  Expenses — Trust  Funds 1,938.57 


Grand  Total 


$ 36,816.63 


Report  of  the  Board  of  Trustees 


To  the  House  of  Delegates;  Gentlemen: 

It  becomes  a very  pleasant  duty  to  be  able  to 
report  again  that  the  financial  structure  of  our 
Society  has  withstood  the  buffetings  of  the  past 
few  years  surprisingly  well.  In  fact,  a careful 
check-up  of  our  holdings,  by  experts,  has  fur- 
nished the  information  that  we  stand  very  high 
in  the  rating  of  similar  organizations. 

Naturally,  this  state  of  affairs  is  very  gratifying 
to  all  of  us  but  it  would  not  have  been  possible 
without  the  heartiest  cooperation  of  all  those 
concerned  with  carrying  on  the  various  Society 
activities,  from  the  planning  of  a budget  to  its 
final  distribution. 

We  have  again  lived  within  our  income  from 
dues  but  it  has  been  a close  squeak.  The  amount 
of  leeway  between  a carefully  planned  budget 
and  our  income  from  dues  is  not  very  great,  es- 
pecially when  the  income  from  dues  doesn’t  quite 
come  up  to  the  estimate  and  some  groups  find 
they  have  underestimated  their  financial  needs. 

Under  such  circumstances  it  occasionally  be- 
comes the  very  disagreeable  duty  of  the  Board  of 
Trustees  to  modify  or  turn  down  an  appeal  for 
additional  funds  in  order  not  to  overdraw  our 
account,  but  the  disappointed  ones  have  never 
sulked  and  somehow  the  work  has  gone  on. 

These  problems  are  difficult  but  the  Invest- 
ment Fund  is  the  headache — it  is  never  static. 

At  nearly  every  meeting  of  the  Board  consider- 
able time  is  devoted  to  studying  our  list  of  hold- 


ings and  trying  to  decide  what  to  do  with  certain 
items.  We  have  been  very  fortunate  in  securing 
the  assistance  of  certain  bank  officials  but  we  are 
convinced  that  there  must  be  a better  method 
and  would  therefore  recommend  to  the  House  of 
Delegates  that  the  Board  of  Trustees  be  em- 
powered to  make  other  arrangements  for  the  care 
of  our  Investment  Fund  if  careful  study  by  the 
Board  shows  it  to  be  practicable. 

The  Society  is  to  be  congratulated  upon  the 
recent  leasing  of  the  entire  twenty-first  floor  at 
292  Madison  Avenue  for  the  centralization  of  all 
Society  activities.  The  location  is  central,  the 
floor  is  well  lighted,  clean,  and  quiet. 

The  Treasurer  has  devised  a system  of  book- 
keeping to  fit  in  with  the  new  scheme  of  things 
so  that  it  will  be  possible  to  find  the  true  financial 
status  of  any  department  at  a moment’s  notice 
and  therefore  the  work  of  the  auditors  will  be 
much  simplified  and  their  report  will  be  much 
more  comprehensive  and  instructive  because  all 
facts  regarding  each  transaction  will  be  available. 

The  Board  wishes  to  thank  Dr.  Irving  and  his 
corps  of  assistants  for  their  untiring  help. 

Respectfully  submitted, 

Harry  R.  Trick,  M.D.,  Chairman 
James  F.  Rooney,  M.D. 

George  W.  Cottis,  M.D. 

William  H.  Ross,  M.D. 

Thomas  M.  Brennan,  M.D. 
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Report  of  the  Board  of  Censors 

T o the  House  of  Delegates;  Gentlemen: 


An  appeal  by  a member  of  one  of  the  compo- 
nent county  medical  societies  from  a decision  of 
that  county  society  was  heard  on  December  14, 
1939. 

This  member  had  in  1939  preferred  charges 
against  a fellow  member  for  violation  of  Section 
15  of  the  Principles  of  Professional  Conduct, 
which  reads: 

“When  a physician  has  been  called  as  a 
consultant  none  but  the  rarest  and  most  ex- 
ceptional circumstances  would  justify  the 
consultant  in  taking  charge  of  the  case;  he 
must  not  do  so  merely  on  the  solicitation  of 
the  patient  or  friends.” 

The  county  society  had  on  trial  acquitted  the 
defendant.  The  plaintiff  appealed  from  this 
decision. 


The  Board,  after  review  of  the  evidence,  re- 
versed the  decision  of  the  county  society,  finding 
the  defendant  guilty  as  originally  charged.  The 
parties  to  the  action  were  duly  notified  in  writ- 
ing by  the  secretary. 

The  Board  of  Censors  of  the  Medical  Society 
of  the  State  of  New  York,  in  handing  down  its 
opinion  that  the  infraction  of  Section  15  was 
cause  for  discipline  by  censure,  recommended 
strongly  that  the  governing  committee  of  the 
county  society  apply  the  discipline  in  closed 
session  without  publication  of  the  names  of  the 
two  members  involved.  The  Board  directed 
that  this  report  be  framed  in  similar  fashion. 

Respectfully  submitted, 

Peter  Irving,  M.D.,  Secretary 


Report  of  the  Counsel 

To  the  House  of  Delegates;  Gentlemen: 


Your  Counsel  herewith  submits  his  report  of 
the  activities  of  the  Legal  Department  of  the 
Medical  Society  of  the  State  of  New  York  for  the 
period  from  February  1,  1939,  to  and  including 
January  31,  1940. 

Within  the  fair  and  reasonable  confines  of  a 
report  nothing  but  the  barest  outline  of  the  work 
done  in  our  department  can  be  given.  We  can 
only  state  conclusions  and  these  cannot  give  any 
adequate  picture  of  the  work  done  or  the  re 
sponsibility  assumed  by  our  department. 

In  the  field  of  litigation  alone  we  were  able 
(despite  the  addition  to  177  new  cases)  to  reduce 
the  pending  cases  from  441  to  420,  a drop  of  21 
cases. 

As  in  other  years  we  again  record  our  appre- 
ciation for  the  assistance  and  cooperation  fur- 
nished by  your  officers  and  your  committee- 
men. It  has  been  a pleasure  to  work  with  them. 

In  making  his  report,  your  Counsel  adheres 
to  the  convenient  category  employed  in  previous 
years  whereby  his  activities  have  been  divided 
into  three  main  divisions:  (a)  the  actual  han- 

dling of  malpractice  actions  before  courts  and 
juries  and  in  the  appellate  tribunals;  (b)  counsel 
work  with  officers,  committees,  and  individual 
members  of  the  Society;  and  (c)  legislative  ad- 
vice and  activities. 

Litigation.  We  have  repeatedly  pointed  out 
to  the  members  the  danger  done  by  careless, 
hasty,  and  unjustified  criticism  by  one  physician 
of  the  work  of  another.  We  do  so  again  this 
year.  Although  not  always  susceptible  of  proof, 
it  is  the  fact  that  many  malpractice  actions  are 
commenced  by  such  remarks.  It  is  true  that  in 
most  instances  the  criticizing  doctor  does  not 
intend  that  the  patient  commence  a malpractice 
action  based  on  the  remark,  but  it  is  equally 
true  that  in  these  times  not  much  is  needed  to 
plant  in  the  mind  of  a patient  the  seed  of  litiga- 
tion against  another  physician. 

It  is  not  necessary  to  call  to  the  attention  of 
those  who  have  been  members  of  your  State 
Society  for  some  time  the  ever  present  hazard 
of  a malpractice  action  to  the  practicing  physi- 
cian. It  may  be  pertinent,  however,  to  bring 
home  to  the  younger  men  or  those  who  have 
just  joined  the  Society,  this  most  important  fact. 


It  is  in  recognition  of  this  fact  that  for  the 
past  eighteen  years  the  members  of  your  Society 
have  had  an  opportunity  through  the  operation 
of  your  Group  Plan  to  protect  themselves  ade- 
quately against  this  hazard.  Through  a union 
of  defense  and  indemnity  the  successful  operation 
of  the  Group  Plan  is  a matter  of  record.  Indeed 
it  may  be  truthfully  said  that  it  is  the  envy  of 
medical  societies  all  over  the  country. 

We  note  a gain  of  1 per  cent  in  the  insured 
members  of  your  Society.  While  this  is,  of 
course,  encouraging,  we  feel  that  the  Group 
Plan  should  have  within  its  ranks  many  more 
members  of  your  Society.  It  is  one  of  the  most 
important  activities  of  your  Society  and  it  de- 
serves the  loyal  support  of  every  member.  We 
have  never  failed  to  hear  a genuine  regret  voiced 
by  an  uninsured  member,  who  has  been  sued, 
over  his  failure  to  take  advantage  of  your  Group 
Plan. 

Special  mention  should  be  made  at  this  point 
of  the  fine  spirit  displayed  by  everyone  con- 
nected with  the  Yorkshire  Indemnity  Company, 
the  carrier  under  your  Group  Plan.  Entering 
their  fifth  year  as  the  carrier  under  your  Group 
Plan,  they  have  lived  up  to  not  only  the  letter 
and  the  spirit  of  all  of  their  obligations  to  your 
Society  and  its  members,  but  also  they  have 
proved  to  be  genuinely  and  vitally  interested  in 
assisting  us  in  every  way  to  make  the  Group 
Plan  successful.  Appreciation  is  here  recorded 
of  the  cooperation  furnished  by  Mr.  Horace 
Crowell,  Jr.,  claim  agent  of  the  Yorkshire  In- 
demnity Company  with  whom  your  Counsel  and 
office  staff  are  in  almost  daily  conference  and 
consultation. 

Mention  should  also  be  made  of  the  splendid 
work  of  your  Insurance  Committee  headed  by 
Dr.  Clarence  G.  Bandler,  and  Mr.  Harry  F. 
Wanvig,  your  authorized  insurance  indemnity 
representative.  With  these  gentlemen  your 
Counsel  has  conferred  on  a number  of  occasions 
during  the  reporting  period. 

Under  this  heading  also  recognition  should  be 
accorded  to  my  associates,  Mr.  William  F. 
Martin  and  Mr.  Thomas  H.  Clearwater,  the 
attorney  for  the  Society.  Not  only  in  the  pres- 
ent reporting  period  but  for  many  years  they 
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TABLE  1. — Comparison  of  the  Number  of  Suits  Instituted  and  Disposed  of  in  1938-1939  and  1939-1940 


Instituted  Disposed  of 

1938-1939  1939-1940  1938-1939  1939-1940 

(12  months)  (12  months)  (12  months)  (12  months) 


1.  Fractures,  etc 

2.  Obstetrics,  etc 

3.  Amputations 

4.  Burns,  x-rays,  etc 

5.  Operations:  abdominal,  eye,  tonsil,  ear,  etc. 

6.  Needles  breaking 

7.  Infections 

8.  Eye  infections 

9.  Diagnosis 

10.  Lunacy  commitments 

11.  U nclassified — medical 

Totals 


22 

16 

19 

14 

13 

11 

20 

15 

3 

3 

3 

1 

22 

19 

33 

32 

41 

49 

52 

52 

2 

2 

2 

3 

12 

16 

19 

10 

5 

4 

4 

2 

17 

24 

24 

22 

1 

2 

2 

3 

39 

24 

51 

37 

177 

170 

229 

191 

Actions  for  death . 
Infants’  actions.  . 

Totals 


Settled 

Judgment  for  defendant: 
Judgment  for  plaintiff.  . . 

Totals 


Further  Comparisons 


How  Disposed  of 


dismissed,  discontinued,  or  abated 


17 

15 

26 

22 

23 

16 

27 

20 

40 

31 

53 

42 

55 

50 

168 

138 

6 

3 

229 

191 

Appeals:  Judgments  for  defendant 
Judgments  for  plaintiff.  . 

Pending  on  January  31,  1939 

Pending  on  January  31,  1940 


Further  Comparisons 


441 

420 


have  both  done  magnificent  work.  Mr.  Mar- 
tin’s reputation  in  the  defense  of  malpractice 
actions  is  well  and  favorably  known  throughout 
the  whole  state.  In  the  twelve  years  that  he 
has  been  engaged  in  this  work  he  has  come  to 
grips  in  a practical  way  with  every  sort  of  a 
medicolegal  problem.  His  experiences  in  this 
field  have  won  for  him  expressions  of  the  highest 
approval  from  judges,  lawyers,  and  doctors  in 
all  parts  of  the  state,  not  only  for  his  exceptional 
ability  as  an  advocate  but  for  his  fine  personal 
qualities  as  well. 

I cannot  commend  too  highly  the  splendid 
work  of  Mr.  Clearwater,  who  for  many  years 
has  had  close  contact  with  the  members  of  your 
Society  and  with  its  officers  and  committeemen. 
Mr.  Clearwater  is  a gentleman  of  exceptional 
ability  and  character  and  your  Counsel  feels 
fortunate  indeed  to  have  the  benefit  of  his  serv- 
ices as  one  of  his  associates. 

We  cannot  leave  this  subject  without  paying 
tribute  to  the  splendid  spirit  of  industry,  loyalty, 
and  devotion  manifested  by  your  Counsel’s  en- 
tire staff,  both  legal  and  clerical. 

With  this  preliminary  statement  we  note  that 
there  were  commenced  in  the  present  reporting 
period  170  cases  as  against  177  last  year.  These 
figures,  of  course,  do  not  include  a number  of 
claims  outstanding  in  which  suit  may  ultimately 
be  brought.  Of  equal  importance  with  the 
actual  work  of  litigation  is  the  preventative 
work  done  by  your  Counsel  and  his  office  staff. 
Throughout  the  year  we  are  in  consultation 
with  many  claimants  and  their  attorneys  and 
frequently  we  have  been  successful  in  demon- 
strating to  them  in  fact  and  in  law  that  no  valid 
claim  exists.  Thus  the  claims  never  reach  a 
suit  stage. 

Table  1 shows  that  during  the  present  report- 
ing period  we  disposed  of  191  cases  as  against 
229  disposed  of  during  the  previous  reporting 
period;  50  of  these  cases  were  settled,  and  of 


the  balance  138  cases  were  successfully  termi- 
nated in  favor  of  the  physicians ; 3 cases  resulted 
in  judgment  in  favor  of  the  plaintiff  as  opposed 
to  6 verdicts  for  the  plaintiff  in  the  prior  report- 
ing period.  In  the  cases  in  the  appellate  courts 
we  were  successful  in  three  instances. 

We  note  from  Table  1 that  there  were  pending 
as  of  January  31,  1940,  420  cases  as  against  441 
cases  pending  January  31,  1939. 

Table  2 gives  a comparison  of  the  number  of 
members  insured  in  1937,  1938,  1939,  and  1940, 
the  number  of  members  in  the  county  societies, 
and  the  percentage  of  insured  members  in  the 
county  societies  and  in  the  entire  State  Society. 

Counsel  Work.  During  the  period  of  this 
report  your  Counsel  prepared  for  the  Society’s 
Journal  articles  in  the  nature  of  editorial 
comment.  These  articles  have  included  the 
following: 

Malpractice — Failure  of  Proof  in  Fracture 
Case;  Physicians  and  Surgeons — Fee  for  Pro- 
fessional Services;  An  Unlicensed  Practitioner 
of  Medicine  on  Trial  for  Manslaughter;  Licens- 
ing of  Foreign  Physicians;  A Physician’s  Fee; 
Malpractice — Expert  Testimony  Required ; 

Malpractice — Bad  Result  Not  Proof  of  Negli- 
gence; Advertising  by  Professional  Men;  Death 
Action — Measure  of  Damages;  Insurance — 
Permanent  Disability;  Malpractice — Plaintiff’s 
Burden  of  Proof ; Two  Interesting  Wills. 

Your  Counsel  has  also  digested  case  reports 
upon  malpractice  actions  which  were  felt  to  be 
of  special  interest  to  the  members  of  the  pro- 
fession. These  have  been  published  in  the 
State  Journal.  The  case  reports  which  were 
published  during  the  previous  year  were  as 
follows : 

Removal  of  Superfluous  Hairs;  Treatment  of 
Potts’  Fracture;  Treatment  of  Obesity;  Treat- 
ment of  Injury  to  Hand;  Claimed  Burn  Follow- 
ing Treatment  of  Acne;  Claim  of  Malpractice 
in  an  Obstetric  Case;  Anesthesia  Death;  Case 
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TABLE  2. — Comparison  of  the  Number  of  Members  Insured  in  1937,  1938,  1939,  and  1940  and  the  Number 
of  Members  in  the  County  Societies  and  the  Percentage  of  Insured  Members* 


1937 

1938 

1939 

1940 

A 

B 

C 

A 

B 

C 

A 

B 

C 

A 

B 

C 

Albany 

276 

155 

56 

285 

159 

56 

298 

166 

56 

301 

182 

60 

Allegany 

34 

12 

32 

31 

12 

40 

33 

12 

36 

38 

14 

37 

Bronx 

1,151 

478 

42 

1,238 

500 

40 

1,324 

503 

37 

1,364 

512 

38 

Broome 

183 

98 

54 

191 

100 

52 

219 

98 

45 

194 

101 

52 

Cattaraugus 

58 

30 

52 

59 

29 

49 

63 

29 

46 

62 

33 

53 

Cayuga 

61 

43 

70 

61 

44 

72 

63 

45 

71 

70 

46 

66 

Chautauqua 

94 

56 

60 

96 

57 

60 

103 

56 

54 

101 

57 

56 

Chemung 

70 

48 

61 

74 

43 

58 

83 

50 

60 

86 

52 

60 

Chenango 

32 

17 

53 

32 

17 

53 

37 

20 

54 

35 

19 

54 

Clinton 

29 

19 

66 

35 

24 

69 

37 

22 

60 

40 

26 

65 

Columbia 

38 

9 

24 

36 

9 

25 

38 

8 

21 

41 

10 

24 

Cortland 

32 

14 

44 

29 

16 

55 

28 

12 

43 

29 

11 

38 

Delaware 

31 

14 

45 

30 

16 

53 

28 

17 

61 

30 

16 

53 

Dutchess 

162 

24 

15 

172 

25 

15 

174 

30 

17 

183 

36 

20 

Erie 

840 

309 

37 

857 

298 

35 

894 

305 

34 

895 

328 

37 

Essex 

29 

13 

45 

28 

13 

46 

29 

13 

45 

26 

15 

58 

Franklin 

52 

25 

48 

53 

24 

45 

60 

21 

35 

63 

29 

46 

Fulton 

49 

27 

55 

52 

29 

56 

54 

34 

63 

55 

32 

58 

Genesee 

29 

14 

48 

34 

17 

50 

35 

20 

57 

37 

21 

57 

Greene 

31 

21 

68 

33 

21 

64 

34 

19 

56 

34 

20 

59 

Herkimer 

46 

29 

63 

41 

32 

80 

52 

33 

63 

52 

35 

67 

Jefferson 

88 

47 

53 

94 

55 

58 

94 

47 

50 

92 

50 

54 

Kings 

2,452 

1,142 

47 

2,674 

1,169 

43 

2,814 

1,160 

41 

2,867 

1,184 

41 

Lewis 

16 

9 

56 

15 

10 

67 

16 

8 

50 

14 

7 

50 

Livingston 

45 

15 

33 

46 

15 

33 

47 

12 

26 

48 

14 

29 

Madison 

39 

20 

51 

39 

17  ' 

43 

41 

17 

41 

43 

21 

49 

Monroe 

471 

255 

54 

473 

255 

54 

506 

257 

51 

521 

263 

50 

Montgomery 

52 

11 

21 

55 

13 

24 

57 

12 

21 

60 

13 

22 

Nassau 

299 

185 

62 

348 

205 

59 

378 

218 

58 

404 

236 

58 

New  York 

4,411 

2,334 

53 

4,716 

2,479 

54 

4,980 

2,467 

50 

5,103 

2,535 

50 

Niagara 

121 

60 

50 

124 

58 

47 

134 

59 

44 

136 

64 

47 

Oneida 

216 

106 

49 

211 

107 

51 

232 

105 

45 

240 

115 

51 

Onondaga 

348 

201 

58 

365 

209 

57 

383 

209 

55 

402 

220 

55 

Ontario 

82 

39 

48 

86 

41 

48 

89 

39 

44 

81 

37 

46 

Orange 

141 

95 

67 

155 

100 

65 

149 

95 

64 

163 

99 

61 

Orleans 

18 

6 

33 

21 

6 

29 

22 

5 

23 

24 

8 

33 

Oswego 

53 

34 

64 

49 

33 

67 

56 

36 

64 

52 

32 

62 

Otsego 

53 

26 

49 

53 

30 

57 

63 

27 

43 

64 

35 

55 

Putnam 

14 

7 

50 

15 

6 

40 

15 

6 

40 

16 

5 

31 

Queens 

739 

391 

53 

839 

401 

48 

901 

425 

46 

990 

463 

47 

Rensselaer 

108 

54 

50 

119 

55 

46 

129 

59 

46 

132 

67 

51 

Richmond 

114 

44 

39 

122 

46 

38 

132 

47 

36 

134 

52 

39 

Rockland 

71 

35 

49 

77 

34 

44 

83 

33 

40 

91 

36 

40 

St.  Lawrence 

69 

24 

35 

67 

28 

42 

73 

27 

37 

75 

29 

39 

Saratoga 

60 

35 

58 

65 

39 

60 

71 

38 

53 

70 

36 

51 

Schenectady 

131 

80 

61 

137 

84 

61 

145 

87 

60 

151 

82 

54 

Schoharie 

19 

12 

63 

18 

13 

72 

19 

14 

74 

21 

16 

76 

Schuyler 

10 

4 

40 

10 

2 

20 

12 

2 

17 

12 

2 

17 

Seneca 

27 

12 

44 

29 

12 

41 

31 

12 

39 

28 

12 

43 

Steuben 

68 

44 

65 

74 

46 

62 

81 

48 

59 

81 

47 

58 

Suffolk 

180 

99 

55 

203 

103 

51 

223 

109 

49 

227 

114 

50 

Sullivan 

46 

28 

61 

48 

31 

67 

47 

26 

55 

54 

24 

44 

Tioga 

27 

11 

41 

28 

12 

43 

30 

12 

40 

32 

13 

41 

Tompkins 

63 

36 

57 

64 

33 

52 

70 

36 

51 

73 

34 

47 

Ulster 

76 

29 

38 

81 

27 

33 

79 

25 

32 

80 

28 

35 

Warren 

60 

26 

43 

58 

27 

47 

63 

27 

43 

64 

28 

44 

Washington 

37 

13 

35 

40 

15 

38 

41 

15 

37 

40 

15 

38 

Wayne 

25 

45 

56 

24 

43 

57 

24 

42 

63 

28 

44 

Westchester 

584 

336 

58 

608 

365 

60 

640 

370 

58 

683 

392 

57 

Wyoming 

35 

10 

39 

30 

12 

40 

32 

14 

44 

32 

14 

44 

Yates 

21 

17 

81 

20 

17 

85 

22 

14 

64 

24 

16 

67 

14,856 

7,412 

50 

15,799 

7,719 

49 

16,743 

7,756 

46 

17,224 

8,081 

47 

* A — number  of  members  in  county  society;  B — number  of  members  insured;  C — percentage  insured. 


Ignited  by  Cautery;  Operation  upon  Breasts; 
Expert  Testimony — Osteopathic  Physician  as 
Witness;  Claimed  Injury  to  Eyes;  Burn  Sus- 
tained During  Operation;  Absence  of  Physician 
at  Beginning  of  Delivery;  Alleged  Improper 
Administration  of  Barbiturates;  Retained  Sec- 
undines. 

It  is  pleasing  for  your  Counsel  to  learn  from 
the  members  of  your  Society  throughout  the 
state  that  they  enjoy  reading  these  reports  and 
articles  and  that  they  find  them  to  be  interesting 
and  instructive. 

In  addition  to  his  other  duties  your  Counsel 
receives  frequent  requests  for  opinions,  orally 
and  in  writing,  on  various  topics.  Some  of  the 
matters  upon  which  advice  has  been  given 
(in  writing)  are  the  following : 

1.  Inquiry  from  a physician  specializing  in 


pathology  as  to  (1)  legal  responsibility  for 
negligence  of  technicians  subordinate  to  him 
in  connection  with  work  at  a private  labora- 
tory, (2)  his  liability  for  his  personal  negligence 
in  making  a diagnosis,  (3)  the  liability  of  a 
city  hospital  for  the  pathologist’s  personal 
negligence,  and  (4)  the  liability  of  an  indi- 
vidual employing  him  as  director  of  a private 
pathology  laboratory. 

2.  Request  by  a physician,  a member  of 
the  board  of  directors  of  a hospital,  for  in- 
formation with  respect  to  legal  responsibility  of 
the  hospital  for  malpractice  committed  within 
the  hospital,  with  particular  reference  to  the 
hospital’s  liability  for  permitting  a physician 
with  limited  surgical  experience  to  operate. 

3.  Inquiry  from  the  secretary  of  a county 
medical  society  as  to  the  propriety  of  staff 
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physicians  of  a state  hospital  for  the  insane 
engaging  in  private  practice. 

4.  Inquiry  from  a physician  as  to  (1)  fire 
laws  with  respect  to  the  preservation  and 
filing  of  x-ray  films  in  hospitals  and  private 
offices  and  (2)  as  to  legal  requirements  with 
respect  to  the  use  of  safety  x-ray  films. 

5.  Request  from  a physician  associated  as 
superintendent  with  a state  hospital  for  the 
care  of  tubercular  patients  concerning  his 
official  responsibility  and  the  responsibility  of 
the  state  in  actions  for  malpractice. 

6.  Inquiry  from  a physician  as  to  the  ethi- 
cal situation  involved  in  fixing  his  fee  for 
expert  testimony  in  connection  with  a per- 
sonal injury  action  instituted  by  a pa- 
tient. 

7.  Inquiry  from  a physician  who  had  at- 
tended a woman  during  her  delivery  as  to  the 
advisability  of  informing  the  patient’s  husband 
of  the  happening  of  an  accident  of  which 
the  patient  was  not  aware,  during  the  course 
of  the  delivery,  involving  possible  injury  to 
the  newborn  child. 

8.  Request  for  advice  from  a plastic  sur- 
geon as  to  the  proper  method  of  obtaining 
consents  from  patients  for  exhibition  of  lantern 
slides  and  motion  pictures  showing  before  and 
after  likenesses  of  patients  and  also  pictures 
of  the  operations  performed. 

9.  Request  from  several  different  physi- 
cians for  forms  of  operative  consents  to  be 
signed  by  a patient  prior  to  the  performance 
of  a plastic  surgery  operation  in  order  to  at- 
tempt to  prevent  an  action  based  upon  alleged 
breach  of  contract  or  guarantee. 

10.  Inquiry  from  a physician  who  had  ob- 
tained from  a female  patient  a history  of 
having  acquired  a venereal  disease  prior  to 
marriage  as  to  the  extent  to  which  he  was 
properly  entitled  to  testify  as  a witness  in  a 
suit  for  divorce  brought  by  the  husband  on  the 
grounds  that  she  had  married  him  concealing 
from  him  her  knowledge  of  the  venereal  disease. 

11.  Inquiry  from  a physician  associated 
with  a hospital  as  a member  of  the  attending 
staff  as  to  his  liability  and  the  hospital’s  lia- 
bility for  the  negligent  acts  of  an  intern  in 
treating  a patient  on  his  service. 

12.  Inquiry  from  the  secretary  of  a county 
medical  society  as  to  the  rights  of  a physician 
executing  a birth  certificate  of  a child  known 
by  him  to  be  illegitimate. 

13.  Request  from  a physician  employed  by 
a railroad  and  other  corporations  to  make 
physical  examinations  of  applicants  for  em- 
ployment as  to  his  rights  to  reveal  the  results 
of  Wassermann  tests. 

14.  Inquiry  from  a physician  as  to  the 
legal  rights  of  a patient  to  bring  suit  against 
a druggist  and  himself  resulting  from  the 
improper  compounding  of  a prescription 
issued  by  the  physician. 

15.  Inquiry  from  a physician  as  to  the 
scope  of  a consent  to  a postmortem  examina- 
tion of  a body. 

16.  Request  from  secretary  of  a county 
medical  society  for  advice  as  to  the  extent  to 
which  a patient  is  entitled  to  require  a physi- 
cian to  detail  specifically  a bill  for  professional 
services. 

17.  Inquiry  from  a physician  concerning 
the  ownership  of  x-rays. 


18.  Inquiry  from  a physician  as  to  whether 
he  could  be  held  liable  in  a malpractice  action 
or  an  action  based  upon  breach  of  contract 
for  his  acts  in  assisting  a surgeon  in  performing 
an  operation  upon  the  latter’s  private  patient 
without  fee. 

19.  Inquiry  from  a county  medical  society 
as  to  the  method  by  which  such  society  is 
entitled  to  incorporate  under  the  Membership 
Corporation  Law. 

20.  Inquiry  as  to  the  legal  consequences  of 
various  methods  of  labeling  drug  containers. 

21.  Inquiry  as  to  statute  relating  to  the 
responsibility  of  municipalities  for  the  mal- 
practice of  physicians. 

22.  Inquiry  as  to  whether  it  is  legal  for  a 
county  medical  society  to  make  full  citizen- 
ship a requirement  for  membership. 

23.  Inquiry  from  a physician  engaged  as 
director  of  a philanthropic  hospital  as  to  the 
liability  in  malpractice  actions  of  said  institu- 
tion, as  to  the  liability  of  a resident  physician 
for  his  individual  malpractice,  and  the  lia- 
bility of  members  of  the  board  of  directors  for 
acts  of  the  employees  of  the  institution. 

24.  Inquiry  from  an  officer  of  a county 
medical  society  as  to  the  interpretation  of  the 
new  provisions  of  the  insurance  law  covering 
medical  expense  indemnity  insurance. 

25.  Inquiry  from  physician  as  to  the 
extent  to  which  the  county  welfare  commis- 
sioner is  empowered  to  make  rules  and  regula- 
tions with  respect  to  the  rendering  of  medical 
care  to  welfare  patients. 

26.  Request  from  a physician,  superin- 
tendent of  a hospital,  for  a form  of  waiver  to 
be  signed  by  patients  prior  to  the  administra- 
tion of  x-ray  treatment  to  avoid  damage  suits 
arising  out  of  possible  injuries  resulting  from 
said  x-ray  treatment. 

27.  Inquiry  as  to  the  right  and  duty  to 
operate  upon  a pregnant  woman  who  has  died 
in  an  attempt  to  save  the  life  of  her  unborn 
child. 

28.  Inquiry  from  a physician  as  to  the 
legal  effects  of  associating  and  practicing  with 
an  unlicensed  refugee  physician. 

29.  Inquiry  from  a physician  as  to  the 
right  of  a patient  involved  in  an  action  for 
personal  injuries  to  require  the  physician  to 
change  certain  details  of  the  physician’s 
record  of  the  care  he  rendered  to  the  patient. 

30.  Inquiry  from  the  secretary  of  a county 
medical  society  as  to  whether  membership  in 
the  Medical  Society  of  the  State  of  New  York 
is  a necessary  qualification  for  a medical 
appointment  under  the  Civil  Service  Law. 

31.  Inquiry  as  to  the  extent  to  which  a 
physician  has  the  right  to  furnish  information 
to  a representative  of  an  insurance  company 
concerning  the  condition  of  a patient  treated 
by  him. 

32.  Inquiries  from  county  medical  socie- 
ties concerning  the  interpretation  of  the 
phrase,  “moral  turpitude,’’  in  connection 
with  disciplinary  action  against  a member. 

33.  Inquiry  from  a physician  as  to  the 
right  of  a physician  to  disclose  confidential 
information  in  connection  with  the  care  of 
welfare  cases. 

34.  Inquiry  from  a county  medical  society 
as  to  the  legality  and  propriety  of  said  society 
in  entering  into  an  arrangement  with  the 
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(county  welfare  officer  to  furnish  medical  care 
to  relief  patients  at  a flat  rate  for  each  person 
on  relief,  regardless  of  the  amount  of  medical 
services  required  by  each  such  individual. 

35.  Inquiry  from  a physician  as  to  whether 
it  is  legal  and  ethical  for  physicians  to  practice 
their  profession  as  co-partners. 

36.  Inquiry  from  an  official  for  advice 
with  respect  to  a situation  in  which  it  was 
claimed  that  a hospital  advertised  and  held 
itself  out  as  engaged  in  the  actual  practice 
of  medicine. 

37.  Inquiry  from  a county  medical  society 
as  to  the  power  of  the  administrative  authority 
of  a hospital  to  make  and  enforce  regulations 
covering  conduct  of  physicians  on  its  staff. 
Other  Counsel  Activities.  Your  Counsel  act- 
ing with  the  Committee  on  Bylaws  examined 
various  proposed  amendments  to  the  Constitu- 
tion and  Bylaws  of  the  State  Society  and  of  a 
number  of  component  county  societies,  and  has 
rendered  advice  and  made  suggestions  in  con- 
nection therewith. 

Your  Counsel  has  been  in  conference  and  con- 
sultation with  Dr.  Harry  Aranow  and  Dr.  David 
Kaliski  in  connection  with  the  operation  of  the 
Workmen’s  Compensation  Law. 

Mr.  Clearwater,  the  attorney  for  the  Society, 
has  been  in  consultation  with  the  Joint  Com- 
mittee on  Medical  Jurisprudence  to  cooperate 
with  the  Special  Committee  of  the  Bar  Associa- 
tion, and  has  attended  a number  of  meetings  of 
the  Bar  Association  in  connection  therewith. 

Your  Counsel  was  a member  of  the  committee 
appointed  by  the  president  to  review  the  sug- 
gested change  in  office  space,  and  made  certain 
recommendations  in  connection  with  the  lease 
that  was  finally  entered  into  by  the  Society  for 
the  space  at  292  Madison  Avenue  in  the  City  of 
New  York. 

Your  Counsel  also  drew  the  contract  of  Dr. 
Joseph  Lawrence,  the  executive  officer  of  the 


Society.  He  also  advised  on  the  advertising 
matter  between  the  Society  and  Mr.  Kent  Lighty. 

Your  Counsel  attended  and  participated  in 
two  hearings  of  the  Board  of  Censors  in  which 
appeals  from  disciplinary  measures  of  two  com- 
ponent county  societies  were  heard  and  deter- 
mined. 

Your  Counsel  has  given  legal  advice  at  various 
times  to  various  committeemen  of  the  State 
Society. 

In  addition  to  the  above  your  Counsel  is  con- 
stantly in  communication  with  Dr.  Peter  Irving, 
secretary  and  general  manager  of  the  Medical 
Society  of  the  State  of  New  York,  with  regard 
to  many  legal  questions  which  arise  almost  daily 
in  connection  with  his  work. 

Also  it  should  be  noted  that  daily  telephone 
calls  from  members  of  the  Society  come  to  your 
Counsel  and  his  office  staff,  which  require  advice 
and  assistance  on  various  problems  in  connection 
with  the  members’  practice.  Many  of  these 
telephone  inquiries  present  emergency  situations 
that  cannot  be  handled  by  correspondence. 

Legislative  Advice  and  Activities.  At  the 
writing  of  this  report  the  legislature  has  been  in 
session  only  about  a month. 

Your  Counsel’s  associate,  Mr.  Clearwater,  at- 
tended the  annual  conference  of  county  society 
legislative  chairmen  held  at  Albany,  and  your 
Counsel  has  examined  and  given  advice  with 
respect  to  some  bills  which  have  thus  far  been 
introduced  affecting  the  medical  profession. 

Conclusion.  To  the  many  members  of  your 
Society  who  have  assisted  us  in  the  defense  of 
malpractice  actions  in  court  and  in  consultation, 
we  record  our  grateful  thanks  and  deep  appre- 
ciation. Without  this  assistance  so  generously 
given  we  could  not  have  obtained  the  results 
shown  in  this  report. 

Respectfully  submitted, 
Lorenz  J.  Brosnan,  Counsel 


Amendments  to  Constitution  and  Bylaws 


To  the  House  of  Delegates;  Gentlemen: 

At  your  last  meeting  there  were  considered 
two  separate  amendments  to  the  Constitution 
and  Bylaws  which  were  placed  on  the  table  for 
action  at  the  1940  session.  These  will  not  go  to 
reference  committees  but  to  you  as  a whole. 
It  is  earnestly  requested  that  each  and  every 
member  digest  these  in  advance  and  be  prepared 
for  discussion.  Under  the  present  bylaws  “the 
affirmative  vote  of  two-thirds  of  the  House  of 
Delegates  present  and  voting  shall  be  necessary 
for  adoption.” 

The  first  of  these  amendments  is  directed  to- 
ward the  cooperation  of  county  and  state  socie- 
ties in  various  matters  of  organization  policy. 

The  second  is  directed  toward  a return  from 
the  present  structural  fifteen-man  administrative 
setup  of  council  with  its  own  small  committees 
to  the  former  machinery  of  council  and  standing 
committees.  The  various  articles  and  bylaws 
proposed  are  printed  on  this  and  following  pages 

James  M.  Flynn,  M.D.,  Speaker 
Peter  Irving,  M.D.,  Secretary 


First  Amendment 
Bylaws 

Chapter  XV — Component  County  Medical 

Societies 

Amend  by  adding  a new  Section  7 to  read : 

“The  component  County  Medical  Societies 
their  officers  or  committeemen,  shall  not  initi- 
ate or  participate  in  any  activities,  outside  of 
the  structure  of  the  Medical  Society  of  the 
State  of  New  York,  which  are  contrary  to  the 
policies  of  the  Medical  Society  of  the  State  of 
New  York,  as  expressed  by  the  actions  or  in 
resolutions  of  the  House  of  Delegates  or  its 
authorized  representative  bodies.  N o member 
shall  in  any  public  paper,  discussion,  or  hear- 
ing hold  himself  by  direct  statement  or  im- 
plication as  representing  the  Medical  Society 
of  the  State  of  New  York,  or  any  component 
County  Medical  Society,  unless  he  shall  actu- 
ally have  been  so  authorized  by  such  Society, 
or  a legally  constituted  representative  board 
or  committee  of  same  having  the  power  to 
confer  such  authority.” 
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Second  Amendment 
Constitution 
Article  IV — Council 

That  Article  IV  be  deleted  and  the  following 
substituted : 

“The  Council  shall  be  composed  of  (a)  officers 
of  the  Society;  (b)  chairmen  of  the  standing 
Committees;  (c)  the  retiring  President  for  a 
term  of  one  year  after  his  term  of  office  ex- 
pires.” 

Article  V — Officers 

That  Article  V be  amended  by  adding  after  the 
word  “Delegates,”  “five  Trustees  and  one  Coun- 
cilor from  each  District  Branch,  who  shall  be  the 
President  thereof”;  and  that  the  last  sentence  of 
the  present  Article  V be  deleted  and  the  following 
substituted  therefor: 

“The  officers  shall  take  office  at  the  termina- 
tion of  the  annual  meeting  at  which  they  were 
elected  with  the  exception  of  the  Councilors 
elected  by  the  District  Branches,  who  shall 
take  office  at  the  termination  of  the  next  an- 
nual meeting  of  the  State  Society.” 

That  the  Bylaws  of  the  Medical  Society  of  the 
State  of  New  York  be  amended  to  read  as  follows : 

Bylaws 

Chapter  II — Section  I 

That  Section  1 (c)  be  amended  by  deleting  the 
first  sentence,  to  wit:  “the  Presidents  of  the 
District  Branches  sitting  as  District  Delegates” 
and  adding  a new  subparagraph  “(d)  the  chair- 
men of  Standing  Committees.”  Section  1 will 
then  read  as  follows : 

Sec.  1.  The  House  of  Delegates  shall  be 
composed  of  (a)  Delegates  elected  by  the  com- 
ponent County  Medical  Societies ; (b)  Officers 
of  the  Society  and  other  members  of  the  Coun- 
cil and  of  the  Board  of  Trustees;  (c)  Past- 
Presidents  of  the  Society  shall  be  life  members 
of  the  House  of  Delegates;  and  (d)  the  chair- 
men of  Standing  Committees.  Each  com- 
ponent County  Society  shall  be  entitled  to 
elect  as  many  delegates  as  there  shall  be  State 
Assembly  Districts  in  such  County  at  the  time 
of  the  election,  but  each  component  County 
Medical  Society  shall  be  entitled  to  elect  at 
least  one  delegate.  A component  Society  rep- 
resenting by  its  name  more  than  one  County 
shall  be  entitled  to  as  many  delegates  as  there 
are  Assembly  Districts  in  the  Counties  named 
in  the  title  of  such  Society. 

That  Section  8 be  amended  by  changing  item  12 
to  read  “Reports  of  the  Councilors,”  item  13  to 
read  “Reports  of  the  Standing  Committees,” 
and  renumbering  the  balance  of  the  section. 
Section  8 will  then  read  as  follows: 

Sec.  8.  The  following  shall  be  the  order  of 
business  at  sessions  of  the  House  of  Delegates: 

1.  Calling  the  meeting  to  order. 

2.  Report  of  Reference  Committee  on 

Credentials. 

3.  Roll  call  by  the  Secretary. 

4.  Reading  the  minutes  of  the  previous 

meeting. 

5.  Report  of  the  President. 

6.  Address  by  the  President-Elect. 

7.  Report  of  the  Board  of  Censors. 


8.  Report  of  the  Council. 

9.  Report  of  the  Secretary. 

10.  Report  of  the  Treasurer. 

11.  Report  of  the  Board  of  Trustees. 

12.  Reports  of  the  Councilors. 

13.  Reports  of  the  Standing  Committees. 

14.  Reports  of  the  Special  Committees. 

15.  Reports  of  Reference  Committees. 

16.  Unfinished  business. 

17.  New  business. 

18.  Adjournment. 

Chapter  III 

That  Chapter  III,  Section  1 be  amended  by 
deleting  the  following  words  in  the  first  sentence, 
“members  of  the  Council”  and  substituting 
therefor,  “chairmen  of  Standing  Committees.” 
Section  1 will  then  read  as  follows : 

Sec.  1.  The  Officers,  chairmen  of  Standing 
Committees,  and  the  Board  of  Trustees  of 
the  Society,  and  the  Delegates  to  the  American 
Medical  Association  shall  be  elected  as  the 
first  business  of  the  second  day’s  session  of  the 
annual  meeting  of  the  House  of  Delegates. 
No  member  of  the  Society  who  is  in  arrears  for 
county  dues  or  State  Society  per  capita  assess- 
ment shall  be  eligible  for  any  office  or  entitled 
to  vote  for  any  officer,  member  of  the  Council, 
trustee,  or  delegate. 

That  Section  2 be  amended  by  adding  after  the 
words  “Vice-Speaker  of  the  House  of  Delegates” 
the  words  “chairmen  of  Standing  Committees” 
and  that  the  last  paragraph  of  said  Section  2, 
beginning  with  the  words  “Three  members”  and 
ending  with  the  words  “unexpired  term”  be 
deleted.  Section  2 will  then  read  as  follows : 

Sec.  2.  The  President,  the  President-Elect, 
who  shall  serve  as  first  Vice-President,  the 
second  Vice-President,  the  Secretary,  the  As- 
sistant Secretary,  the  Treasurer,  the  Assistant 
Treasurer,  the  Speaker  and  the  Vice-Speaker 
of  the  House  of  Delegates,  and  chairmen  of 
Standing  Committees  shall  be  elected  for  one 
year  or  until  their  successors  have  been  duly 
chosen. 

That  Section  4 be  amended  by  deleting  the 
following  words  in  the  first  sentence,  “other 
members  of  the  Council”  and  the  following  sub- 
stituted therefor,  “chairmen  of  Standing  Com- 
mittees.” Section  4 will  then  read  as  follows: 
Sec.  4.  The  first  order  of  business  on  the 
second  day  of  the  session  of  the  House  of  Dele- 
gates of  each  annual  meeting  shall  be  the  nomi- 
nations for  officers  of  the  Society  and  chair- 
men of  Standing  Committees,  a member  of  the 
Board  of  Trustees,  delegates  to  the  American 
Medical  Association,  and  the  appointment  of 
a sufficient  number  of  tellers  by  the  Speaker. 
After  all  nominations  have  been  made  the 
Secretary  shall  cause  to  be  displayed  in  full 
sight  of  the  delegates  a list  of  nominees  for 
each  office  arranged  in  alphabetical  order,  and 
shall  also  cause  to  be  distributed  a sufficient 
number  of  blank  ballots  for  the  use  of  the 
House  of  Delegates.  These  ballots  shall  have 
printed  or  stamped  thereon  the  appropriate 
headings  for  each  office  with  spaces  thereunder 
in  which  may  be  written  the  name  of  the 
candidate  or  candidates  to  be  voted  for. 

Chapter  IV — Council 

That  the  present  Chapter  IV  be  deleted  and  the 
following  substituted  therefor: 
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Chapter  IV 
Council 

Sec.  1.  The  Council  shall  meet  at  the  close 
of  the  annual  meeting  of  the  House  of  Dele- 
gates. The  members  of  the  Council  shall 
hold  office  until  their  successors  are  duly  elected 
and  qualified. 

Sec.  2.  It  shall  meet  twice  a year,  the  time 
and  place  to  be  selected  by  the  President,  and 
it  shall  meet  at  other  times  upon  the  request 
in  writing  of  five  members  of  the  Council,  or 
upon  the  call  of  the  President. 

Sec.  3.  A quorum  shall  consist  of  eleven 
members. 

Sec.  4.  The  council  shall  be  the  executive 
and  administrative  body  of  the  Society  and 
shall  control  all  arrangements  for  the  annual 
meeting;  shall  elect  an  Executive  Committee 
of  the  Council  to  carry  on  during  the  interim 
between  the  regular  meetings  of  the  Council 
the  affairs  and  the  business  of  the  Society.  Its 
action  shall  be  governed  by  the  Constitution 
and  Bylaws  of  the  Society  and  the  rules  and 
regulations  of  the  House  of  Delegates.  It 
shall  have  power  to  employ  legal  counsel. 

Sec.  5.  The  Council  shall  take  such  action 
as  is  necessary  to  carry  out  the  Constitution 
and  Bylaws  and  to  give  full  effect  to  any  reso- 
lution or  vote  for  the  House  of  Delegates. 
It  shall  also  have  power  to  legislate  as  a House 
of  Delegates,  when  the  latter  is  not  in  session, 
on  all  matters  consistent  with  the  Constitu- 
tion and  Bylaws.  Such  legislative  action  of 
the  Council  shall  not  become  effective  or  bind- 
ing on  the  Society  until  approved  by  a major- 
ity of  a referendum  vote  of  the  House  of 
Delegates;  provided  a majority  of  the  House 
of  Delegates  vote  thereon  within  fifteen  days 
after  the  mailing  of  the  question  submitted 
for  referendum.  The  Secretary  shall  send  the 
question  for  referendum  vote  to  all  the  mem- 
bers of  the  House  of  Delegates. 

The  Council  shall  have  power  to  fill  any 
vacancies  which  may  occur  in  any  elective 
office  not  otherwise  provided  for,  until  the 
next  annual  meeting  of  the  House  of  Dele- 
gates. 

Sec.  6.  The  following  shall  be  the  order  of 
business  at  meetings  of  the  Council : 

1.  Calling  the  meeting  to  order. 

2.  Roll  call  by  the  Secretary. 

3.  Reading  of  minutes. 

4.  Communications. 

5.  Reports  of  chairmen  of  standing  and 

special  committees. 

6.  Unfinished  business. 

7.  New  business. 

Chapter  V — Executive  Committee 

That  a new  chapter  reading  as  follows  be  in- 
serted to  follow  the  present  Chapter  IV  to  be- 
come “Chapter  V”  entitled  “Executive  Com- 
mittee.” 

Chapter  V 
Executive  Committee 

Sec.  1.  At  its  first  regular  meeting  the 
Council  shall  choose  by  a majority  vote  five 
members  of  the  Council,  three  of  whom  shall 
be  Councilors,  who  together  with  the  President, 
the  President-Elect,  the  Secretary,  the  Treas- 
urer and  the  immediate  Past-President  shall 
constitute  the  Executive  Committee.  Candi- 


dates for  election  to  the  Executive  Committee 
shall  be  nominated  by  the  President,  but  other 
candidates  may  be  nominated  by  any  member 
of  the  Council.  The  Executive  Committee 
shall  hold  office  until  the  following  annual 
meeting  of  the  Council  or  until  their  successors 
shall  be  duly  chosen.  The  Executive  Com- 
mittee shall,  when  elected,  organize  immedi- 
ately under  the  chairmanship  of  the  President 
of  the  Society  and  proceed  to  elect  a Vice- 
Chairman.  The  Executive  Committee  shall 
hold  regular  meetings  at  times  and  places  that 
shall  be  fixed  by  the  Chairman,  and  any  two 
members  of  the  Executive  Committee  may 
require  the  Chairman  thereof  to  call  a meeting 
for  such  time  and  place  as  shall  be  designated 
by  them  in  writing,  of  which  the  members 
shall  have  at  least  two  days’  notice.  Five 
members  shall  constitute  a quorum.  It  shall 
prepare  a budget  to  be  acted  upon  by  the 
Board  of  Trustees. 

Sec.  2.  The  following  shall  be  the  order  of 
business  at  meetings  of  the  Executive  Com- 
mittee: 

1.  Calling  the  meeting  to  order. 

2.  RoU  call. 

3.  Reading  of  minutes. 

4.  Communications. 

5.  Reports  of  committees. 

6.  Unfinished  business. 

7.  New  business. 

Sec.  3.  The  Executive  Committee  shall 
superintend  all  publications  of  the  Society  and 
their  distribution  and  shall  have  authority  to 
appoint  a Publication  Committee,  and  Editor 
and  such  assistants  as  it  may  deem  necessary 
and  provide  for  the  publication  of  official 
pronouncements  of  component  county  socie- 
ties when  requested  by  said  society.  The 
Standing  and  Special  Committees  of  the  So- 
ciety shall  report  to  the  Executive  Committee 
and  shall  be  subject  to  the  jurisdiction  of  the 
Council  or  the  Executive  Committee  when  the 
House  of  Delegates  is  not  in  session.  No 
Standing  or  Special  Committee  shall  inaugu- 
rate or  initiate  any  policy  or  commit  the 
Society  to  any  policy  unless  the  same  has  been 
expressly  approved  by  the  House  of  Delegates, 
and/or  the  Council  and/or  the  Executive 
Committee.  The  Executive  Committee  shall 
have  such  other  powers  and  duties  as  may  be 
delegated  to  it  from  time  to  time  by  the 
Council.  It  shall  act  as  adviser  to  the  legal 
counsel  of  the  Society  in  suits  brought  against 
members  of  the  Society  for  alleged  malprac- 
tice. It  shall,  with  the  aid  of  the  legal  counsel, 
examine  the  Constitution  and  Bylaws  of  com- 
ponent County  Societies  and  District  Branches 
and  all  amendments  thereto  which  may  be  sub- 
mitted to  the  Council  for  approval,  and  shall 
report  to  the  Council  its  approval  or  disap- 
proval thereof.  The  Chairman  of  the  Execu- 
tive Committee  may  order,  or  any  two  mem- 
bers of  the  Committee  may  require  the  Chair- 
man to  order,  a referendum  vote  of  the  Council 
on  any  question  that  may  come  before  the 
Executive  Committee  and  members  of  the 
Council  may  vote  thereon  by  mail,  telegram, 
or  telephone.  The  poll  on  the  question  so 
submitted  shall  be  closed  at  the  expiration  of 
one  week  after  the  mailing  of  the  question 
and  if  the  members  of  the  Council  voting  shall 


580 


ANNUAL  REPORTS 


[N.  Y.  State  J.  M. 


comprise  a majority  of  all  the  members  of  the 
Council,  a majority  of  such  vote  shall  deter- 
mine the  question  and  be  binding  upon  the 
Council  and  the  Executive  Committee. 

Sec.  4.  In  case  of  any  vacancy  in  the 
Executive  Committee  through  death,  resigna- 
tion, disqualification,  or  other  cause,  the 
Chairman  shall  appoint  a successor  to  fill 
such  vacancy  until  the  next  meeting  of  the 
Council. 

Sec.  5.  The  Executive  Committee  shall 
have  charge  of  the  administrative  and  busi- 
ness affairs  of  the  Society  while  the  Council  is 
not  in  session;  and  may  adopt  rules  and 
regulations  in  conformity  with  the  Constitu- 
tion and  Bylaws  of  the  Society  or  to  the  rules, 
regulations,  or  orders  of  the  House  of  Dele- 
gates or  of  the  Council. 

Other  Changes 

That  the  present  Chapter  V (Board  of 
Trustees)  be  renumbered  to  become  Chapter  VI. 

That  the  present  Chapter  VI  (Censors) 
become  Chapter  IX. 

That  the  present  Chapter  VII  be  deleted  and 
the  following  substituted  therefor : 

Chapter  VII 
Duties  of  Officers 

Sec.  1.  The  President  shall  preside  at  all 
meetings  of  the  Society,  the  Council,  and  the 
Censors.  He  shall  be  Chairman  of  the  Execu- 
tive Committee.  He  shall  be  ex-officio  mem- 
ber of  the  Board  of  Trustees  and  of  all  com- 
mittees. He  shall  appoint  all  committees  not 
otherwise  provided  for.  He  shall  deliver  an 
address  at  the  annual  meeting  of  the  Society. 
He  shall  perform  such  other  duties  as  the 
House  of  Delegates  or  the  Council  shall  re- 
quire. He  shall  not  accept  any  civic  or  public 
duties  without  the  advice  and  consent  of  the 
Council. 

Sec.  2.  The  ranking  Vice-President  in  the 
absence  of  the  President  shall  perform  the 
duties  of  such  officer.  In  the  event  of  the 
President’s  death,  resignation,  removal,  in- 
capacity, or  refusal  to  act,  the  ranking  Vice- 
President  shall  succeed  him. 

Sec.  3.  The  President-Elect  shall  perform 
no  specific  duties  other  than  those  of  a member 
of  the  Council  and  the  Executive  Committee. 
He  shall  not  accept  any  civic  or  public  duties 
without  the  advice  and  consent  of  the  Council. 

Sec.  4.  The  Speaker  shall  preside  at  all 
meetings  of  the  House  of  Delegates.  He  shall 
appoint  all  parliamentary  committees  serving 
during  the  meeting  of  the  House  of  Dele- 
gates. 

Sec.  5.  The  Vice-Speaker  shall  perform  the 
duties  of  the  Speaker  when  requested  by  the 
Speaker  to  do  so,  or  in  case  of  the  absence, 
death,  resignation,  or  refusal  of  the  Speaker  to 
act. 

Sec.  6.  The  Secretary  shall  attend  all  meet- 
ings of  the  Society,  the  House  of  Delegates,  the 
Council,  Board  of  Trustees,  the  Executive 
Committee  of  the  Council,  and  the  Censors, 
and  shall  keep  minutes  of  their  respective  pro- 
ceedings in  separate  records.  He  shall  be  re- 
sponsible for  and  have  general  charge  of  the 
Society's  offices  and  the  employees  therein. 
He  shall  be  the  custodian  of  the  seal  of  the 


Society,  and  of  all  books  of  records  and  papers 
belonging  to  the  Society,  except  such  as  prop- 
erly belong  to  the  Treasurer,  and  shall  keep  an 
account  of,  and  promptly  turn  over  to  the 
Treasurer,  all  funds  of  the  Society  which  come 
into  his  hands.  He  shall  provide  for  the  regis- 
tration of  the  members  at  all  sessions  of  the 
Society.  With  the  aid  and  cooperation  of  the 
secretaries  of  the  county  societies,  he  shall 
keep  a proper  register  of  all  the  registered 
physicians  of  the  State  by  counties.  He  shall 
aid  the  Councilors  in  the  organization  and 
improvement  of  the  county  societies  and  the 
extension  of  the  power  and  influence  of  the 
Society.  He  shall  conduct  the  official  corre- 
spondence, notifying  members  of  meetings, 
officers  of  their  election,  and  committees  of 
their  appointment  and  duties.  He  shall  affix 
the  seal  of  the  Society  to  all  credentials  issued 
to  members  of  the  Society  elected  by  the  House 
of  Delegates  and  to  such  other  papers  and 
documents  as  may  require  the  same.  He  shall 
make  an  annual  report  to  the  House  of  Dele- 
gates and  also  the  reports  of  the  Council  and 
the  Board  of  Censors.  He  shall  supply  each 
county  society  with  the  necessary  blanks  for 
making  their  annual  reports  to  this  Society. 
Acting  in  cooperation  with  the  Committee  on 
Scientific  Work  he  shall  prepare  and  issue  all 
programs.  He  shall  be  ex-officio  a member  of 
all  standing  committees.  He  shall  record  the 
name  and  date  of  admission  of  each  member 
of  the  Society. 

Sec.  7.  The  Assistant  Secretary  shall  aid 
the  Secretary  in  the  work  of  his  office  and  in  the 
absence  or  disability  of  the  latter,  he  shall  per- 
form the  duties  of  the  office  until  the  Secretary 
resumes  the  work,  or  in  case  of  a vacancy 
until  a successor  shall  be  elected.  He  shall 
be  entitled  to  all  the  rights  and  privileges  of 
the  office  while  acting  as  Secretary. 

Sec.  8.  The  Treasurer  shall  keep  accurate 
books  of  accounts  of  all  moneys  of  the  Society 
which  he  may  receive,  and  shall  disburse  the 
same  when  duly  authorized  by  the  Board  of 
Trustees;  but  all  checks  drawn  by  the  Treas- 
urer upon  the  funds  of  the  Society  shall  be 
countersigned  by  the  Secretary  of  the  Society. 
He  shall  collect,  on  or  before  the  first  day  of 
June  in  each  year,  from  the  Treasurer  of  each 
component  county  society  the  State  per  capita 
assessment.  He  shall,  at  the  expense  of  the 
Society,  give  a bond  for  the  faithful  perform- 
ance of  his  duties,  which  shall  be  approved  by 
the  Board  of  Trustees  as  to  amount,  form,  and 
surety.  He  shall  make  an  annual  report  to 
the  House  of  Delegates  and,  whenever  re- 
quested, to  the  Board  of  Trustees. 

Sec.  9.  The  Assistant  Treasurer  shall  aid 
the  Treasurer  in  the  work  of  his  office,  and 
in  the  absence  or  disability  of  the  latter,  he 
shall  perform  the  duties  of  the  office  until  the 
Treasurer  resumes  the  work,  or  in  case  of  a 
vacancy  until  a successor  shall  be  elected. 
He  shall,  at  the  expense  of  the  Society,  give  a 
bond  for  the  faithful  performance  of  his  duties, 
which  shall  be  approved  by  the  Board  of 
Trustees  as  to  the  amount,  form,  and  surety. 
He  shall  be  entitled  to  all  the  rights  and  privi- 
leges of  the  office  while  acting  as  Treasurer. 

Sec.  10.  Each  District  Councilor  shall  visit 
the  counties  of  his  district  at  least  once  a year 
and  make  a careful  inquiry  of  the  condition  of 
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the  profession  in  each  county  in  his  district  and 
shall  report  thereon  to  the  House  of  Dele- 
gates. 

That  a new  chapter  to  be  entitled  “Chapter 
VIII”  be  interpolated  between  the  present  Chap- 
ter VII  and  Chapter  IX  and  to  read  as  follows : 

Chapter  VIII 

Committees 

Sec.  1.  The  Committees  shall  be  classified 
as  Standing,  Reference,  and  Special  Com- 
mittees. Standing  and  Special  Committees 
shall  report  to  the  Council  and/or  the  Execu- 
tive Committee  and/or  the  House  of  Dele- 
gates. 

Committee  on  Scientific  Work. 

Committee  on  Legislation. 

Committee  on  Public  Health  and  Medical 
Education. 

Committee  on  Economics  and  Public  Rela- 
tions. 

Committee  on  Arrangements. 

Sec.  2.  The  Committee  on  Scientific  Work 
shall  consist  of  the  Chairman,  a member  to  be 
nominated  by  the  President  of  the  Society  and 
elected  by  the  Council,  and  the  Chairmen  of 
the  different  sections.  It  shall  hold  meetings 
and  prepare  the  necessary  programs  for  the 
annual  meeting  of  the  Society  and  for  such 
other  special  meetings  as  may  be  designated 
by  the  House  of  Delegates.  It  shall  forward 
programs  in  ample  time  for  publication,  and 
not  later  than  thirty  days  before  the  annual 
session  shall  send  a completed  program  to  the 
Secretary  for  the  printing  of  the  final  program. 

Sec.  3.  The  Committee  on  Legislation  shall 
consist  of  five  members  including  the  Chairman. 
It  shall  be  the  representative  of  the  Society 
on  all  matters  of  medical  legislation  and  shall 
have  charge  of  all  hearings  before  the  Commit- 
tees of  the  Legislature.  The  component  county 
societies  and  their  committees  on  legislation 
shall  cooperate  with  this  Committee  and  act 
in  harmony  with  it  on  all  such  matters.  It 
shall  keep  in  touch  with  professional  and  public 
opinion  on  matters  relating  to  medical  legisla- 
tion. It  shall  represent  the  Society  in  pro- 
curing the  enactment  of  the  medical  laws  of 
the  State,  in  the  interest  of  public  health  and 
of  scientific  medicine  as  will  best  secure  and 
promote  the  welfare  of  the  whole  people.  It 
shall  take  all  legal  and  honorable  means  of 
opposing  and  preventing  all  vicious  legisla- 
tion detrimental  to  the  best  interests  of  the 
profession  and  the  welfare  of  the  public. 

Sec.  4.  The  Committee  on  Public  Health 
and  Medical  Education  shall  consist  of  five 
members  including  the  Chairman.  It  shall 
be  the  function  of  this  Committee  to  investi- 
gate, study,  and  report  to  the  House  of  Dele- 
gates on  matters  of  public  health,  preventive 
medicine,  and  medical  education.  It  shall 
gather  facts  regarding  the  activities  of  health 
organizations,  both  official  and  nonofficial,  and 
report  to  the  House  of  Delegates  regarding 
the  same  when  it  so  deems  necessary.  It  shall 
be  the  duty  of  this  Committee  to  advise  the 
House  of  Delegates  as  to  plans  for  postgraduate 
education  for  the  general  profession  and  shall 
be  in  charge  of  carrying  out  such  plans  as  are 
approved  by  the  House  of  Delegates.  It  shall 
cooperate  with  similar  committees  of  com- 


ponent county  societies  in  carrying  out 
recommendations  of  the  House  of  Delegates 
dealing  with  public  health  and  medical  educa- 
tion. 

Sec.  5.  The  Committee  on  Economics  and 
Public  Relations  shall  consist  of  five  members, 
including  the  Chairman.  The  function  of  this 
Committee  shall  be  to  conduct  investigations, 
to  gather  facts,  to  make  studies  or  surveys  on 
the  general  subject  of  the  relationship  of  the 
physician  individually  and  collectively  with 
the  public.  It  shall  receive  matters  of  general 
public  information  and  study  them  both  in 
regard  to  their  effect  upon  the  practice  of 
medicine  in  private  or  institutional  work.  It 
shall  concern  itself  with  the  financial  aspects 
of  the  practice  of  medicine,  throughout  the 
State  of  New  York,  especially  insofar  as  it 
affects  the  efficiency  of  medical  service  to  the 
public.  It  shall  concern  itself  with  all  eco- 
nomic phases  regarding  the  practice  of  medicine 
in  hospitals,  private  or  public  clinics,  com- 
mercial organizations,  and  other  institutions 
established  for  diagnosis  and  treatment. 

Sec.  6.  The  Committee  on  Arrangements 
shall  consist  of  nine  members,  including  the 
Chairman.  It  shall  provide  suitable  accom- 
modations for  the  meeting  places  of  the  So- 
ciety, the  House  of  Delegates,  and  the  Sec- 
tions and  shall  make  all  necessary  arrange- 
ments for  these  meetings.  The  Chairman  of 
the  Committee  shall  send  an  outline  of  the 
arrangements  to  the  Secretary  for  publication 
in  the  program,  and  shall  make  such  announce- 
ments during  the  session  as  occasion  may  re- 
quire. 

Sec.  7.  The  Chairman  of  all  Standing  Com- 
mittees shall  be  elected  by  the  House  of  Dele- 
gates unless  otherwise  provided  for  in  the  By- 
laws. The  remaining  members  shall  be  elected 
by  the  Council. 

Reference  Committees 

Sec.  8.  At  least  one  month  before  the 
meeting  of  the  House  of  Delegates  the  Speaker 
shall  appoint  such  Reference  Committees  as 
he  shall  deem  expedient  for  the  purposes  of 
the  meeting.  Immediately  after  the  organiza- 
tion of  the  House  of  Delegates  he  shall  for- 
mally announce  the  appointments  to  the  Com- 
mittees. Only  members  of  the  House  of 
Delegates  are  eligible  for  appointment  on  the 
Reference  Committees.  Such  Committees 
shall  consist  of  five  members,  three  members 
constituting  a quorum,  and  shall  serve  during 
the  meeting  at  which  they  are  appointed. 

Sec.  9.  Reports  of  Officers  and  Standing 
Committees  shall  be  printed  at  least  one  month 
before  the  meeting  of  the  House  of  Delegates 
and  sent  to  the  members  of  the  Reference  Com- 
mittee appointed  according  to  Section  9,  for 
their  preliminary  consideration.  All  recom- 
mendations, resolutions,  measures,  and  propo- 
sitions presented  to  the  House  of  Delegates 
and  which  have  been  duly  seconded  shall  be 
referred  by  the  Speaker  to  the  appropriate 
Reference  Committee. 

Sec.  10.  Each  Reference  Committee  shall, 
as  soon  as  possible,  take  up  and  consider  such 
business  as  may  have  been  referred  to  it  and 
shall  report  when  called  upon  to  do  so. 
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Special  Committees 

Sec.  11.  Special  Committees  may  be 
created  by  the  House  of  Delegates  to  perform 
the  special  functions  for  which  they  are  created. 
They  shall  be  appointed  by  the  officer  pre- 
siding over  the  meeting  at  which  the  committee 
is  authorized,  if  such  committee  is  to  conclude 
its  work  during  said  meeting  of  the  House  of 
Delegates.  The  President  shall  appoint  all 
other  committees  unless  otherwise  ordered  by 
the  House  of  Delegates. 

Sec.  12.  A Special  Committee  on  Prize 
Essays  consisting  of  three  members,  including 
the  Chairman,  shall  be  appointed  by  the  Presi- 
dent. Its  duty  shall  be  to  receive  all  essays 
offered  in  competition  for  prizes  which  may  be 
offered  by  this  Society.  The  Committee  shall 
make  all  necessary  rules  and  regulations  for  the 
award  of  prizes  subject  to  the  terms  of  the 
deeds  of  gift,  and  shall  report  the  result  at  the 
next  annual  meeting  of  the  House  of  Dele- 
gates. They  shall  give  notice  through  the 
Society’s  publication  or  by  other  methods 
within  thirty  days  after  their  appointment,  of 
the  amount  of  the  prize  and  when  the  essays 
shall  be  submitted  to  the  Committee. 

Sec.  13.  Any  member  of  the  Society  shall 
be  eligible  to  serve  on  Standing  or  Special 
Committees.  All  members  of  committees,  who 
are  not  members  of  the  House  of  Delegates, 
shall  have  the  right  to  present  their  reports  in 
person  to  the  House  of  Delegates  and  to  par- 
ticipate in  the  debate  thereon,  but  shall  not 
have  the  right  to  vote. 

Sec.  14.  Completion  of  Work.  In  all 


cases  where  certain  work  is  being  performed  or 
problems  studied  by  Standing  or  Special  Com- 
mittees, such  work  or  study  shall  not  be  con- 
sidered finished  when  the  tenure  of  office  of 
such  Committee  ends  but  shall  be  continued 
by  the  succeeding  Committee. 

That  the  present  Chapter  VIII  (Direction 
of  Activities)  to  become  Chapter  XII. 

That  the  present  Chapter  IX  (Meetings)  be 
renumbered  and  become  Chapter  X. 

That  the  present  Chapter  X (Expenses)  be 
renumbered  and  become  Chapter  XI. 

That  the  present  Chapter  XIII  remain  the 
same. 

That  Chapter  XIV  be  amended  to  read  as 
follows : 

Chapter  XIV 
District  Branches 

Sec.  1.  Each  District  Branch  shall  elect  a 
President  for  two  years  who  shall  be  the 
Councilor  for  that  Branch. 

Sec.  2.  Each  District  Branch  shall  elect 
such  officers  as  are  provided  for  in  its  Bylaws 
who  shall  attend  the  business  meetings  of  the 
Branch. 

That  the  present  Chapter  XV,  Chapter  XVI, 
Chapter  XVII,  and  Chapter  XVIII  remain  the 
same. 

These  amendmentstotheBylawswill  take  effect 
at  the  termination  of  the  Annual  Meeting  of 
the  Medical  Society  of  the  State  of  New  York 
in  1940. 

March  15,  1940. 


Report  of  the  First  District  Branch 


To  the  House  of  Delegates;  Gentlemen: 

The  annual  meeting  of  the  First  District 
Branch  was  held  in  New  York  City  on  October 
11,  1939,  and  following  the  custom  of  the  past 
few  years,  the  program  embraced  demonstra- 
tions, lectures,  and  clinics  in  practically  every 
branch  of  medicine  and  surgery. 

Presbyterian  Hospital  Medical  Center  very 
kindly  acted  as  host  for  the  meeting. 

I wish  to  take  this  opportunity  to  express  my 
appreciation  to  Dr.  Allen  O.  Whipple,  Dr.  W. 
W.  Palmer,  and  the  director  and  associates  in 
the  various  departments  of  the  hospital  for  then- 
efforts  in  arranging  a most  interesting  and  educa- 


tional day  of  postgraduate  instruction  for  our 
members.  Even  the  catering  department  took 
part,  giving  us  a most  appetizing  lunch- 
eon. 

The  attendance  was  the  best  we  have  had  for 
several  years,  a total  of  379  being  registered. 
This  I interpret  as  an  expression  of  approval  for 
this  type  of  meeting. 

As  there  was  no  election  this  year,  no  business 
meeting  was  held. 

Respectfully  submitted, 

Theodore  West,  M.D.,  President 
October  20,  1939 


Report  of  the  Second  District  Branch 

To  the  House  of  Delegates;  Gentlemen: 


The  annual  meeting  of  the  Second  District 
Branch  was  held  at  the  Garden  City  Hotel, 
Garden  City,  Long  Island,  on  November  16, 
1939.  The  scientific  program  was  devoted  to  the 
chest. 

In  the  morning  there  was  a symposium  on 
neoplasms  of  the  chest  under  the  chairmanship 
of  Dr.  Henry  M.  Moses.  The  following  papers 
were  given. 

1.  “Diagnosis  by  Laryngobronchoscopy,” 
by  Dr.  Matthew  G.  Golden. 

2.  “X-Ray  Diagnosis  and  Therapy,”  by  Dr. 
Irving  S.  Startz. 

3.  “Differential  Diagnosis  Between  Lung 
Tumors  and  Chronic  Inflammatory  Disease  of 


the  Lungs,”  by  Dr.  Carl  H.  Greene  and  Dr. 
Raphael  A.  Bendove. 

4.  “Latency  in  Bronchogenic  Carcinoma,” 
by  Dr.  Alfred  Angrist. 

5.  “Surgical  Treatment  of  Bronchiectasis,” 
by  Dr.  William  H.  Field. 

The  afternoon  program  was  devoted  to  tuber- 
culosis. The  symposium  was  under  the  chair- 
manship of  Dr.  Charles  E.  Hamilton.  The 
following  papers  were  presented. 

1.  “Early  Clinical  Diagnosis,”  by  Dr.  Foster 
Murray,  with  discussion  by  Dr.  Abraham  Braun- 
stein. 

2.  “Correlation  of  Roentgen  Ray  with 
Clinical  Findings,”  by  Dr.  Abraham  H.  Levy, 
with  discussion  by  Dr.  Willard  J.  Davies- 
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3.  “Medical  Management  Including  Sana- 
torium Care,”  by  Dr.  James  C.  Walsh,  with 
discussion  by  Dr.  Edwin  P.  Kolb. 

4.  Surgical  Methods  in  Tuberculosis,  (a) 
“The  Use  of  Phrenic  Nerve  Operations,”  by  Dr. 
Edwin  J.  Grace,  (b)  “The  Use  of  Pneumolysis,” 
by  Dr.  Peter  Amazon,  (c)  “Thoracoplasty  and 
Its  Modifications,”  by  Dr.  Carl  A.  Hettesheimer. 
Discussion  was  by  Dr.  John  E.  Jennings. 

There  was  an  all-day  exhibit  on  the  pathology 
and  roentgenography  of  tuberculosis  and  neo- 
plasms of  the  chest  under  the  chairmanship  of 
Dr.  Theodore  J.  Curphey.  Pathologists  and 
roentgenologists  of  the  various  hospitals  in  the 
four  counties  participated  in  the  exhibit,  and  our 
thanks  are  due  to  them  and  to  the  physicians 
who  presented  papers. 

Between  the  morning  and  afternoon  sessions 
a luncheon  was  held  which  was  attended  by  176 
physicians  and  members  of  the  women’s  auxil- 
iaries of  the  four  county  societies  composing  the 
branch.  Dr.  Terry  M.  Townsend,  president  of 
the  State  Society,  addressed  the  gathering.  In 
the  afternoon,  the  members  of  the  auxiliaries 
held  a meeting  which  was  addressed  by  Dr. 


Joseph  S.  Lawrence,  executive  officer  of  the 
Medical  Society  of  the  State  of  New  York. 

There  were  170  physicians  registered  at  the 
two  symposiums  and  104  members  of  the  auxil- 
iaries attended  the  joint  meeting  held  by  the 
ladies. 

Besides  Dr.  Townsend,  other  officers  of  the 
State  Society  who  honored  us  by  their  presence 
were  Dr.  Peter  Irving,  secretary  and  general 
manager,  and  Dr.  Joseph  S.  Lawrence,  executive 
officer. 

The  attendance  was  one  of  the  best  of  any 
meeting  of  the  branch  and  testified  to  the  im- 
portance of  the  branch  in  the  professional  life 
of  the  four  counties  of  Long  Island. 

Thanks  are  also  due  to  Dr.  Lawrence,  who 
handled  the  registration,  to  Dr.  Thomson,  who 
handled  all  the  business  details,  and  to  Mrs. 
Luther  H.  Kice,  who  arranged  the  auxiliary 
meeting  which  added  so  much  to  the  success  of 
the  day. 

Respectfully  submitted, 

Louis  H.  Bauer,  M.D.,  President 
February  26,  1940 


Report  of  the  Third  District  Branch 


To  the  House  of  Delegates;  Gentlemen: 

The  officers  of  the  Third  District  Branch  of 
the  Medical  Society  of  the  State  of  New  York 
and  the  presidents  of  the  component  county 
medical  societies  met  at  the  DeWitt  Clinton 
Hotel,  Albany,  on  May  22,  1939,  to  arrange  for 
the  annual  meeting  of  the  Third  District  Branch. 
The  meeting  was  well  attended. 

The  thirty-third  annual  meeting  of  the  Third 
District  Branch  was  held  at  Liberty,  Sullivan 
County,  on  September  22  and  23,  1939.  The 
scientific  session  was  spread  over  the  afternoon 
of  September  22  and  the  morning  of  September 
23 ; in  fact  the  later  session  ran  over  until  2 : 00 
p.m.  because  of  the  interest  of  those  present.  A 


total  of  seven  pertinent  subjects  were  presented 
by  outstanding  speakers.  During  the  evening 
of  the  first  day,  an  informal  dinner  and  dance 
were  held.  At  the  dinner,  Dr.  Terry  M.  Town- 
send, president  of  the  Medical  Society  of  the 
State  of  New  York,  gave  a very  timely  address 
devoted  to  the  question  of  regimentation  of 
physicians.  A total  of  fifty-nine  persons  were 
registered  at  the  various  sessions;  most  of  these 
were  from  the  southern  part  of  the  District,  how- 
ever. 

Respectfully  submitted, 

Arthur  M.  Dickinson,  M.D.,  President 
October  28,  1939 


Report  of  the  Fourth  District  Branch 


To  the  House  of  Delegates;  Gentlemen: 

The  thirty-third  annual  meeting  of  the  Fourth 
District  Branch  of  the  Medical  Society  of  the 
State  of  New  York  was  held  at  Ogdensburg 
on  September  19  and  20,  1939. 

In  spite  of  the  fact  that  this  district  covers  a 
large  area  extending  along  the  northern  boundary 
of  the  state  and  some  members  have  to  come  a 
distance  of  two  or  three  hundred  miles  to  be 
present,  our  attendance  was  very  gratify- 
ing. 

The  meeting  opened  with  a scientific  session 
held  in  the  auditorium  of  the  Nurses’  Home,  A. 
Barton  Hepburn  Hospital,  at  2:00  p.m.,  Septem- 
ber 19.  At  this  session  a skin  clinic  was  held, 
conducted  by  Dr.  John  R.  Schermerhorn,  of 
Schenectady.  Interesting  cases  were  presented 
for  diagnosis  and  treatment  for  the  same  out- 
lined. 

A paper  on  “Breech  Delivery,”  illustrated  by 
colored  movies,  was  given  by  Dr.  Newell  W. 
Philpott,  of  Montreal,  attending  obstetrician. 
Royal  Victoria  Hospital.  This  was  freely  dis- 
cussed by  members  present. 

A third  paper  on  “Head  Injuries”  followed, 
given  by  Dr.  Arthur  R.  Elvidge,  of  Montreal, 
McGill  University. 


In  the  evening,  members  present  were  the 
guests  of  the  St.  Lawrence  County  Medical 
Society  at  a dinner  held  at  the  Seymour  House, 
Ogdensburg,  at  which  dinner  Dr.  Grant  C. 
Madill  presided  as  toastmaster.  Addresses  were 
given  by  Dr.  Peter  Irving,  secretary,  Dr.  Joseph 

S.  Lawrence,  executive  secretary,  and  Dr.  Terry 
M.  Townsend,  president  of  the  Medical  Society 
of  the  State  of  New  York. 

These  addresses  were  followed  by  an  illustrated 
lecture  on  “Greek  Health  Resorts  in  500  b.c.,” 
by  Dr.  Emerson  Crosby  Kelly,  of  Albany. 

The  scientific  session  was  resumed  at  10:00 
a.m.,  September  20.  A paper  on  “Carcinoma  of 
the  Colon”  was  presented  by  Dr.  Grant  C.  Ma- 
dill, of  Ogdensburg,  chief  surgeon,  A.  Barton 
Hepburn  Hospital.  This  was  followed  by  a 
paper  on  “Physician’s  Responsibility  in  Child 
Behavior  Problems,”  by  Dr.  Marvin  Israel, 
of  Buffalo,  assistant  pediatrician,  Children’s 
Hospital. 

After  an  interesting  discussion  of  the  two 
papers  the  annual  meeting  adjourned. 

Respectfully  submitted, 

S.  C.  Clemans,  M.D.,  President 
October  31,  1939 
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Report  of  the  Fifth  District  Branch 


To  the  House  of  Delegates;  Gentlemen: 

The  thirty-third  annual  meeting  of  the  Fifth 
District  Branch  of  the  Medical  Society  of  the 
State  of  New  York  was  held  on  Tuesday,  Sep- 
tember 26,  1939,  at  the  Y.M.C.A.  in  Oswego. 
The  meeting  was  called  to  order  by  the  president, 
Dr.  Charles  A.  Earl,  at  10:30  a.m.,  many  of  the 
members  driving  through  rain  and  snow  to  get 
to  the  meeting.  The  morning  program  was  as 
follows:  “Individualization  of  the  Patient  for 
Gallbladder  Surgery,”  by  Dr.  Sherman  M. 
Burns,  Oswego;  “Anesthesia  in  Minor  Surgery” 
(motion  pictures),  by  Dr.  Leon  E.  Sutton, 
Syracuse;  “Smallpox  and  Vaccination,”  by  Dr. 
A.  Clement  Silverman,  Syracuse;  “The  Use  and 
Abuse  of  Digitalis,”  by  Dr.  Edward  C.  Reifen- 
stein,  Syracuse. 

Because  of  the  absence  of  Dr.  Edgar  O. 
Boggs,  Dr.  Frederick  S.  Wetherell,  of  Syracuse, 
opened  the  discussion  of  Dr.  Burns’s  paper.  Dr. 
Sutton’s  paper  was  discussed  by  Dr.  Murray  M. 
Gardner  and  Dr.  Wetherell,  both  of  whom  em- 
phasized points  made  by  the  speaker.  Because 
of  the  shortness  of  time,  discussion  of  Dr.  Silver- 
man’s paper  by  Dr.  J.  Frederick  Rommel  was 
omitted.  The  discussion  of  Dr.  Reifenstein’s 
paper  was  opened  by  Dr.  Lee  S.  Preston. 

At  the  conclusion  of  the  morning  session  the 
president  appointed  the  following  nominating 
committee:  Dr.  A.  B.  Santry,  of  Little  Falls, 
chairman;  Dr.  Hyzer  W.  Jones,  of  Utica;  and 
Dr.  Leroy  Hollis,  of  Lacona. 

Luncheon  was  served  at  the  Pontiac  Hotel 
after  which  a telegram  was  read  from  Dr.  Wil- 
liam A.  Groat,  regretting  his  absence  because  of 
illness.  Dr.  O.  W.  H.  Mitchell  spoke  for  Dr. 
Thomas  P.  Farmer,  of  the  Education  Committee 
of  the  State  Society,  outlining  a course  in  die- 
tetics soon  to  be  given  for  the  District  in  Syra- 
cuse. Dr.  Joseph  S.  Lawrence  emphasized  the 
need  of  cooperation  between  the  component 
societies.  Dr.  Terry  M.  Townsend,  president 
of  the  Medical  Society  of  the  State  of  New  York, 
spoke  briefly  on  the  subject  of  regimentation 
of  the  physician. 

The  following  papers  were  presented  in  the 
afternoon  session:  “Practical  Endocrinology,” 
by  Dr.  Samuel  H.  Geist,  clinical  professor  of 
gynecology,  Columbia  University,  College  of 
Physicians  and  Surgeons,  New  York  City; 
“Surgery  of  the  Gallbladder,”  by  Dr.  John  F. 
Erdmann,  Postgraduate  Hospital,  New  York 
City. 

The  discussion  of  Dr.  Geist’s  paper  was  opened 
by  Dr.  Nathan  P.  Sears,  of  Syracuse.  Dr. 


Hyzer  W.  Jones,  of  Utica,  opened  the  discussion 
of  Dr.  Erdmann’s  paper.  Dr.  Sabin  moved  a 
rising  vote  of  thanks  for  the  speakers. 

Under  the  heading  of  new  business,  because  of 
the  lateness  of  the  hour,  the  reading  of  the  min- 
utes of  the  previous  meeting  and  the  meeting  of 
executive  committee  was  omitted.  Dr.  Louis 
C.  Kress,  director  of  the  Cancer  Division  of  the 
State  Department  of  Health,  spoke  briefly  re- 
garding cancer  clinics  in  each  hospital  to  be  con- 
ducted by  hospital  staffs  with  assistance,  when 
desired,  and  consultation  from  the  State  Insti- 
tute of  Malignancy.  He  stressed  the  idea  of 
keeping  the  patient  at  home  under  the  care  of 
his  family  doctor,  and  he  also  urged  the  use  of 
the  card  for  reporting  clinical  cases  to  the  health 
office.  This  movement  is  backed  by  the  State 
Society,  and  Dr.  Kress  asked  for  the  cooperation 
of  all  physicians  in  sending  in  these  reports. 

The  nominating  committee  offered  the  fol- 
lowing slate  of  officers:  president,  Dr.  Fred  C. 
Sabin;  first  vice-president,  Dr.  Edward  C.  Reif- 
enstein;  second  vice-president,  Dr.  William 
Hale;  secretary,  Dr.  Sherman  M.  Burns;  treas- 
urer, Dr.  Edgar  O.  Boggs.  It  was  moved  and 
seconded  that  the  slate  as  suggested  by  the 
nominating  committee  be  accepted.  With  this 
motion  carried,  these  officers  were  declared 
elected.  The  meeting  adjourned  at  5:00  p.m. 

Special  entertainment  was  arranged  by  the 
Woman’s  Auxiliary  of  the  Oswego  County  Medi- 
cal Society  for  wives  of  physicians  attending  the 
Fifth  District  meeting.  Registration  took  place 
at  the  Pontiac  Hotel  in  the  morning  with  Mrs. 
J.  B.  Ringland  and  Mrs.  K.  Wood  Jarvis  in 
charge  and  other  members  of  the  auxiliary  acting 
as  reception  committee. 

A tour  of  the  city  in  Gould’s  bus,  with  visits 
to  Fort  Ontario,  the  normal  school,  and  other 
points  of  interest,  preceded  luncheon  at  the  Elks’ 
Club  at  one  o’clock.  A visit  to  the  Oswego 
Candy  Works  followed,  and  later  tea  was  served 
in  the  Pontiac  rotunda  from  4:00  to  6:00  p.m. 
with  Mrs.  Grover  C.  Elder,  hostess.  Lee  Spring- 
all’s  string  trio  rendered  a musical  program  dur- 
ing the  social  period. 

The  committee  in  charge  of  arrangements  for 
the  program  consisted  of  Mrs.  Ringland,  Mrs. 
Jarvis,  Mrs.  Elder,  Mrs.  D.  D.  O’Brien,  Mrs. 
J.  T.  Dwyer,  and  Mrs.  George  Marsden.  Ap- 
proximately forty  women  were  present. 

Respectfully  submitted, 

Charles  A.  Earl,  M.D.,  President 
February,  1940 


Report  of  the  Sixth  District  Branch 

To  the  House  of  Delegates;  Gentlemen: 


The  thirty-third  annual  meeting  of  the  Sixth 
District  Branch  of  the  Medical  Society  of  the 
State  of  New  York  was  held  Thursday,  Septem- 
ber 21,  1939,  at  Hotel  Arlington,  Binghamton. 

The  meeting  was  called  to  order  at  10:35 
a.m.,  the  president,  Dr.  Reeve  B.  Howland,  pre- 
siding. 

A nominating  committee  was  appointed  by 
the  chair:  Dr.  LaRue  Colegrove,  Dr.  John 
Wattenberg,  and  Dr.  Guy  Carpenter. 

The  first  paper  was  presented  by  Dr.  Marjorie 


F.  Murray  of  Cooperstown,  pediatrician-in- 
chief,  Mary  Imogene  Bassett  Hospital.  Health 
records  of  590  rural  school  children  were 
reviewed.  Abnormalities  of  teeth  and  tonsils 
were  consistently  high,  while  nutritional,  ortho- 
pedic, and  cardiac  abnormalities  recorded  varied 
greatly  in  frequency  from  school  to  school.  Few 
new  defects  were  found  after  the  first  few  grades. 
The  value  of  such  routine  examinations  is  ques- 
tionable. The  discussion  was  opened  by  Dr. 
Herbert  W.  Fudge,  F.A.C.S.,  of  Elmira. 
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The  next  paper  was  given  by  Dr.  Carl  Eggers, 
F.A.C.S.,  clinical  professor  of  surgery.  New  York 
University  College  of  Medicine,  Post  Graduate 
Medical  School,  and  Columbia  University,  New 
York  City,  a very  able  and  interesting  presenta- 
tion of  Carcinoma  of  the  Esophagus,  Stomach, 
Colon,  and  Rectum.  Emphasis  was  laid  on  early 
diagnosis  of  these  conditions;  the  importance  of 
pre-  and  postoperative  treatment  was  stressed. 
The  present-day  operative  approach  and  the 
division  of  the  operations  into  stages  was  de- 
scribed. The  subject  was  illustrated  with  lantern 
slides. 

Adjournment  for  lunch  followed  this  paper. 

The  nominating  committee  reported  immedi- 
ately after  lunch:  president,  Dr.  George  M. 
McKenzie,  Cooperstown;  first  vice-president, 
Dr.  Norman  S.  Moore,  Ithaca;  second  vice- 
president,  Dr.  Charles  S.  Pope,  Binghamton; 
secretary,  Dr.  Hubert  B.  Marvin,  Binghamton; 
treasurer.  Dr.  William  A.  Moulton,  Candor. 

Motion  made,  seconded,  and  carried  that  the 
report  of  the  nominating  committee  be  accepted 
and  the  candidates  be  declared  elected. 

Three  of  our  guests  spoke  during  the  luncheon 
hour:  Dr.  Terry  M.  Townsend,  of  New  York, 
president  of  the  Medical  Society  of  the  State  of 
New  York;  Dr.  Peter  Irving,  of  New  York, 
secretary  and  general  manager ; and  Dr.  Thomas 
P.  Farmer,  of  Syracuse,  chairman  of  the  Public 
Health  and  Education  Committee. 

Dr.  Edward  C.  Reifenstein,  professor  of 
medicine,  Syracuse  University,  presented  a very 
comprehensive  paper  on  “Digitalis,  Its  Use  and 
Abuse.”  Discussion  was  opened  by  Dr.  R.  L. 
Hamilton,  of  Binghamton. 

Dr.  George  C.  Vogt  presented  the  following 
resolution : 

“Whereas:  The  subject  of  medical  indem- 


nity insurance  has  been  and  is  being  discussed 
and  is  being  seriously  considered  for  adoption 
by  many  county  medical  societies  throughout 
the  State,  and 

“Whereas:  The  public  is  beginning  to  express 
its  demand  for  such  service,  and 

“Whereas:  The  Sixth  District  Branch  and 
its  component  medical  societies  believe  that  the 
State  Medical  Society  should  be  the  source  of 
information  for  study,  planning,  and  coordination 
on  medical  insurance  in  the  State,  Therefore 

“Be  It  Resolved:  That  the  Sixth  District 
Branch  and  its  component  medical  societies 
petition  the  Council  of  the  Medical  Society  of 
the  State  of  New  York  that  at  its  next  meeting 
it  create  a body  or  committee  to  advise  and  aid 
county  medical  societies  or  group  or  groups 
sponsored  by  them,  on  all  aspects  of  the  study, 
formation,  and  execution  of  plans  on  the  subject 
of  medical  indemnity  insurance.” 

“Moved  that  this  resolution  be  accepted 
placed  on  file,  and  a copy  be  sent  to  the  State 
Society.”  The  resolution  was  seconded  and 
carried. 

Dr.  Frederick  M.  Miller,  Sr.,  of  Utica,  has  been 
working  on  a plan  for  medical  indemnity  insur- 
ance. He  came  and  presented  this  plan  to  the 
society. 

Dr.  Louis  C.  Kress,  of  Buffalo,  chairman  of 
the  New  York  State  Cancer  Committee,  gave  a 
short  talk  on  the  matter  of  reporting  cases  of 
cancer  according  to  the  new  law. 

Dr.  H.  I.  Johnson  moved  that  a vote  of  thanks 
be  given  Dr.  Miller  for  his  trip  to  Binghamton 
and  the  subject  matter  presented,  and  the  meet- 
ing adjourned. 

Respectfully  submitted, 

Reeve  B.  Howland,  M.D.,  President 
February  19,  1940 


Report  of  the  Seventh  District  Branch 


To  the  House  of  Delegates;  Gentlemen: 

Since  the  activities  of  the  officers  and  the  mem- 
bers of  the  district  branches  are  almost  entirely 
confined  to  one  meeting  a year,  this  report  neces- 
sarily concerns  the  annual  meeting.  The  Medi- 
cal Staff  of  United  States  Veterans’  Hospital 
at  Canandaigua  was  host,  and  the  meeting  was 
held  on  Thursday,  September  28,  1939,  in  the 
hospital  auditorium. 

A meeting  of  district  officers  and  presidents 
of  component  medical  societies  was  held  about 
three  months  in  advance  of  the  meeting  to  make 
preliminary  plans.  A poll  of  county  representa- 
tives indicated  that  most  doctors  prefer  illus- 
trated or  animated  presentations  of  medical  sub- 
jects. They  do  not  care  for  long,  exhaustive 
addresses,  and  the  subjects  presented  must  be 
timely  and  authoritative.  The  committee 
believed  that,  regardless  of  the  time  of  the  meet- 
ing or  the  physical  beauty  of  the  surroundings, 
more  doctors  are  attracted  by  a good  program 
than  anything  else.  The  announcement  of  a 
meeting  must  be  made  in  an  attractive  form  so 
that  when  received  in  the  mail  the  very  first 
impression  must  make  the  doctor  feel  that  he 
wants  to  attend  the  meeting.  The  announce- 
ment should  be  in  such  a form  that  it  will  not  be 
lost  among  other  pieces  of  mail.  Preceding  the 
time  for  the  meeting,  perhaps  three  or  four  weeks 
in  advance  ■,  every  newspaper  in  the  district  was 


furnished  with  releases  announcing  the  time  and 
place  and  highlights  of  the  program.  It  is  a 
difficult  matter  to  influence  even  25  per  cent  of 
the  members  and  this  can  be  done  only  by  means 
of  thorough  advertising  and  personal  work  on  the 
part  of  the  committee. 

The  presidents  of  the  eight  county  societies  in 
the  district  were  asked  to  accept  a quota  of  25 
per  cent  of  their  active  membership,  and  most 
of  them  made  good.  There  was  a total  attend- 
ance of  177.  Ontario  County,  located  in  the 
center  of  the  district,  showed  an  attendance  of 
51  members,  which  is  about  80  per  cent  of  the 
membership.  Monroe  County,  with  an  attend- 
ance of  43,  was  in  second  place. 

It  is  believed  that  this  large  attendance  was 
attracted  by  the  following  program  which  was 
carried  out  exactly  as  announced.  We  had  the 
advantage  of  a splendid  auditorium  and  the  use 
of  modern  equipment  for  full  size,  commercial 
motion  pictures  and  an  adequate  loud  speaker 
system,  making  it  easy  for  everyone  to  see  and 
hear.  Since  the  motion  pictures  were  first  on 
the  program,  it  was  possible  to  start  promptly 
at  10:00  a.m.,  and  it  was  known  exactly  how 
much  time  the  motion  pictures  would  require. 
The  following  list  of  medical  subjects  was  pre- 
sented: “One  Against  the  World”  (Dr.  Mac- 
Dowell,  who  performed  the  first  major  operation 
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and  gave  the  world  the  science  of  surgery) ; 
“The  Story  of  Dr.  Jenner”  (England’s  country 
doctor,  who  discovered  vaccination  against 
smallpox);  “That  Mothers  Might  Live”  (Sem- 
melweiss,  who  brought  modern  sanitation  to 
childbirth) . 

At  11:00  the  president-elect  of  the  American 
Medical  Association,  Dr.  Nathan  B.  Van  Etten, 
gave  a twenty-minute  address  on  “The  Quality 
of  Medicine.”  This  was  followed  by  an  address 
by  Dr.  Edward  S.  Godfrey,  Jr.,  New  York 
State  Commissioner  of  Health,  on  the  subject, 
“The  Confluence  of  Clinical  Medicine  and  Public 
Health.”  “Political  Medicine”  was  the  subject 
of  Dr.  Terry  M.  Townsend’s  address  at  11:40. 
The  morning  session  closed  with  a short  business 
session  for  election  of  officers.  The  following  list 
of  officers  for  two  years  was  chosen:  president, 
Dr.  Frederick  W.  Lester,  Seneca  Falls;  first 
vice-president.  Dr.  Benjamin  J.  Slater,  Roches- 
ter; second  vice-president,  Dr.  Homer  J. 
Knickerbocker,  Geneva;  secretary,  Dr.  John  J. 
Finigan,  Rochester;  treasurer,  Dr.  Howard  S. 
Brasted,  Hornell. 

An  opportunity  was  given  between  12  and  1 
p.m.,  for  a visit  to  the  beautiful  Sonnenberg 
Gardens,  part  of  the  hospital  campus.  Dinner 
in  the  main  dining  room  of  the  hospital  at  one 
o’clock  was  followed  by  the  introduction  of 
guests  and  the  taking  of  a group  photograph. 

In  the  afternoon,  those  in  attendance  divided 
themselves  into  five  groups,  having  selected  a 
group  which  interested  them  most  for  the  follow- 


ing programs:  (1)  Surgical  Emergencies — first 
aid  methods;  splinting  of  fractures;  transporta- 
tion of  persons  injured  in  highway  accidents; 
hunting  accidents;  burns;  demonstration  of 
blood  transfusion  apparatus,  etc.;  suggestions 
for  prevention  of  accidents.  Narrator:  Dr. 
Donald  J.  Tillou,  Elmira.  (2)  Care  of  Premature 
Infants.  Narrator:  Dr.  Burtis  B.  Breese,  Jr., 
Rochester,  assisted  by  Dr.  Philip  M.  Standish, 
Canandaigua,  and  Sarah  Wheeler,  R.N.,  Roches- 
ter General  Hospital.  (3)  Peripheral  Vascular 
Diseases — demonstration  and  animated  exhibit. 
Narrator:  Dr.  Herman  E.  Pearse,  Rochester, 
assisted  by  Dr.  James  M.  Flynn,  Dr.  Charles 
Gibbs,  Dr.  Charles  Lakeman,  all  of  Rochester. 
(4)  Physiotherapy — demonstration  of  apparatus 
and  presentation  of  cases  to  illustrate  results. 
Narrator:  Dr.  Louis  Lopez,  Veterans’  Hospital 
Staff,  assisted  by  Mr.  Peter  Montville  and  Mr. 
Jack  Blaustein,  aides.  (5)  Occupational  Ther- 
apy— results  in  reconstruction  and  re-education 
with  demonstration  of  apparatus  used.  Narra- 
tor: Dr.  Raymond  Wafer,  Veterans’  Hospital 
Staff,  assisted  by  Mr.  Horace  Funk,  Miss  Jane 
Leary,  and  Mr.  Beverly  Miangolarra,  aides. 

Judging  from  the  many  favorable  comments 
heard,  it  is  believed  that  this  form  of  program  was 
appreciated  and  was  well  worth  the  effort  ex- 
pended by  the  committee  and  those  responsible 
for  the  program. 

Respectfully  submitted, 

Alfred  W.  Armstrong,  M.D.,  President 
January  11,  1940 


Report  of  the  Eighth  District  Branch 


To  the  House  of  Delegates;  Gentlemen: 

The  principal  activity  of  the  Eighth  District 
Medical  Society  of  the  State  of  New  York  was 
as  usual  its  annual  scientific  session,  which  was 
held  in  Batavia,  October  5,  1939.  All  of  the 
essayists  have  had  unusual  experience  in  their 
respective  fields,  thus  assuring  a very  interesting 
and  instructive  program.  The  scientific  program 
was  as  follows:  “Trauma  and  Low  Back  Pain,” 
by  Dr.  Grover  C.  Penberthy,  Detroit,  Michigan; 
“Hematuria:  Its  Clinical  Significance,”  by  Dr. 
George  F.  Cahill,  New  York  City;  “The  Prob- 
lem of  Rheumatic  Infection  in  Childhood,”  by 
Dr.  Albert  D.  Kaiser,  Rochester;  “Roentgen- 
ology as  an  Aid  in  the  Diagnosis  of  Heart  Dis- 
ease,” by  Dr.  Merrill  C.  Sosman,  Boston,  Massa- 
chusetts. Round  Table:  “The  Diagnosis  and 
Therapy  of  the  Frequent  Gastrointestinal 
Lesions  Met  with  in  General  Practice,”  by  Dr. 
Abraham  H.  Aaron,  Buffalo,  chairman.  The 
following  men  discussed  questions  submitted: 
Dr.  Francis  D.  Leopold,  Dr.  Walter  L.  Mache- 
mer.  Dr.  J.  Sutton  Regan,  Dr.  Edward  C. 
Koenig,  Dr.  Stuart  L.  Vaughan,  all  of  Buf- 
falo. 

Following  the  luncheon  Dr.  Terry  M.  Town- 


send, of  New  York,  president  of  the  State  Medi- 
cal Society,  addressed  the  meeting. 

Other  state  officers  included  Dr.  Peter  Irving, 
secretary,  and  Dr.  Joseph  S.  Lawrence,  executive 
secretary. 

There  was  considerable  discussion  at  the  meet- 
ing regarding  the  Western  New  York  Medical 
Indemnity  Plan,  and  nominations  were  made  for 
directors-at-large . 

One  hundred  and  sixty-two  members  and 
guests  were  present. 

There  were  two  conferences  of  officers  of  the 
Eighth  District  during  the  year,  and  attention  was 
given  by  the  officers  of  the  district  to  the  forma- 
tion of  the  Western  New  York  Medical  Indem- 
nity Plan.  Without  a district  organization  the 
formation  of  such  a plan  would  have  been  de- 
cidedly handicapped  in  western  New  York, 
inasmuch  as  the  district  has  afforded  means  of 
cooperation  throughout  the  various  counties 
which  expect  to  participate  in  the  inauguration 
of  the  Medical  Indemnity  Plan  for  medical  care. 
Respectfully  submitted, 

L.  L.  Klostermyer,  M.D.,  President 
February  9,  1940 


House  of  Delegates 
Reference  Committees 


The  Speaker,  Dr.  James  M.  Flynn,  announces 
appointment  of  the  reference  committees 
for  the  meeting,  May  6,  1940,  which  are  as  fol- 
lows. 

Report  of: 

Credentials 

Peter  Irving,  Chairman,  New  York 
Edward  C.  Podvin,  Bronx 
Moses  H.  Krakow,  Bronx 
Bernard  S.  Strait,  Yates 
Ralph  Sheldon,  Wayne 

President 

Arthur  F.  Heyl,  Chairman,  Westchester 
Floyd  J.  Atwell,  Otsego 
Stephen  H.  Curtis,  Rensselaer 
Howard  Fox,  New  York 
Robert  F.  Barber,  Kings 

Council — Part  I 
Introduction 
Maternal  Welfare 
Postgraduate  Medical  Education 
Public  Health  and  Other  Matters 
Leo  F.  Schiff,  Chairman,  Clinton 
Robert  Brittain,  Delaware 
Morris  Maslon,  Warren 
David  E.  Overton,  Nassau 
Louis  A.  Friedman,  Bronx 

Council — Part  II 

Civil  Service  Qualifications 
Crippled  Children’s  Act 
License  Plates,  “M.D.” 

Medical  Expense  Indemnity  Insurance 
Medical  Relief 
Motor  Vehicle  Drivers 
New  York  State  Public  High  School  Ath- 
letic Association 
Saratoga  Springs  Commission 
Sterilization  for  Expediency  in  Relief  Cases 
U.  S.  Farm  Security  Administration 
Leo  F.  Simpson,  Chairman,  Monroe 
E.  Christopher  Wood,  Westchester 
Andrew  Sloan,  Oneida 
Harvey  P.  Hoffman,  Erie 
John  B.  D’Albora,  Kings 

Council — Part  III 

Workmen’s  Compensation 
James  R.  Reuling,  Jr.,  Chairman,  Queens 
Harry  C.  Guess,  Erie 
William  A.  MacVay,  Monroe 
Arthur  S.  Driscoll,  Richmond 
Homer  J.  Knickerbocker,  Ontario 

Council — Part  IV 
Legislation 
Publications 
Medical  Publicity 

Floyd  S.  Winslow,  Chairman,  Monroe 
Charles  C.  Trembley,  Franklin 
Moses  A.  Stivers,  Orange 
Alec  N.  Thomson,  Kings 
C.  Knight  Deyo,  Dutchess 


Council — Part  V 

Annual  Meeting  Arrangements 
Contract  Practice 

Delegates,  Representatives  and  Nominations 

District  Branches 

Dues  Year  and  Fiscal  Year 

Eichacker  v.  New  York  Telephone  Co. 

Malpractice  Group  Plan  Insurance 

Membership — County  Society  Transfers 

Memorials 

Offices,  Centralization  of 
Paternity  Tests 
Physicians’  Home,  Inc. 

Revision  of  Principles  of  Professional  Con- 
duct 

Trustees,  Board  of — Election  of  Trustee 

Samuel  B.  Burk,  Chairman,  New  York 
Warren  Wooden,  Monroe 
Thurber  LeWin,  Erie 
John  D.  Carroll,  Rensselaer 
Thomas  A.  McGoldrick,  Kings 

Secretary,  Censors,  and  District  Branches 
Louis  A.  Van  Kleeck,  Chairman,  Nassau 
Denver  M.  Vickers,  Washington 
William  A.  Moulton,  Tioga 
Frederic  W.  Holcomb,  Ulster 
W.  Grant  Cooper,  St.  Lawrence 

Treasurer  and  Trustees 
Peter  J.  Di  Natale,  Chairman,  Genesee 
John  J.  Rooney,  Monroe 
William  Klein,  Bronx 
Joseph  Wrana,  Queens 
Horace  M.  Hicks,  Montgomery 

Legal  Counsel 

Moses  Keschner,  Chairman,  New  York 
W.  Guernsey  Frey,  Jr.,  Queens 
Albert  G.  Swift,  Onondaga 
Merwin  E.  Marsland,  Westchester 
John  T.  Donovan,  Erie 

New  Business  A 

Edward  R.  Cunniffe,  Chairman,  Bronx 
Edgar  Bieber,  Chautauqua 
Alfred  M.  Heilman,  New  York 
William  Hale,  Oneida 
David  W.  Beard,  Schoharie 

New  Business  B 

Norman  S.  Moore,  Chairman,  Tompkins 
Charles  A.  Anderson,  Kings 
Albert  A.  Gartner,  Erie 
Clarence  V.  Costello,  Monroe 
Leon  M.  Kysor,  Steuben 

New  Business  C 

John  J.  Masterson,  Chairman,  Kings 
J.  Lewis  Amster,  Bronx 
Carlton  E.  Wertz,  Erie 
G.  Scott  Towne,  Saratoga 
Stanley  E.  Alderson,  Albany 
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Medical  Society  of  the  State  of  New  York 

Annual  Meeting,  May  6,  7,  8,  9,  1940 
The  Waldorf-Astoria,  New  York  City 
All  meetings  will  be  by  Daylight  Saving  Time 


House  of  Delegates 

The  regular  Annual  Meeting  of  the 
House  of  Delegates  of  the  Medical  Soci- 
ety of  the  State  of  New  York  will  be 
called  to  order  at  10:00  a.m.  on  Monday, 
May  6,  1940,  in  the  Ballroom  of  The 
Waldorf-Astoria. 

James  M.  Flynn,  M.D.,  Speaker 
Peter  Irving,  M.D.,  Secretary 

Annual  Meeting 

The  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York  will  be 
held  on  Tuesday,  May  7,  1940,  at  7:00 
p.m.,  in  the  Ballroom  of  The  Waldorf- 
Astoria. 

Terry  M.  Townsend,  M.D.,  President 
Peter  Irving,  M.D.,  Secretary 

Registration 

Registration  will  be  held  in  the  hotel 
for  delegates  on  Monday,  May  6,  after 
9:00  a.m.;  for  members  on  Monday, 
Tuesday,  Wednesday,  and  Thursday, 
May  6,  7,  8,  and  9,  from  9 : 00  a.m.  to  6 : 00 

P.M. 

Exhibits 

Scientific  and  Technical  exhibits  will 
be  located  in  the  hotel. 

Scientific  Motion  Pictures  will  be 
shown  in  the  Empire  Room  each  after- 
noon. 

Scientific  Sessions 

General  Sessions  on  Tuesday  and 
Thursday  afternoons.  Section  and  Ses- 
sion meetings  on  Monday  afternoon, 
Tuesday  morning,  Wednesday  morning 
and  afternoon,  and  Thursday  morning, 
will  be  held  in  the  hotel.  (See  page  591.) 

134th  Annual  Meeting 

The  Waldorf-Astoria,  Ballroom — 

Tuesday,  May  7,  7:00  p.m. 

Calling  the  Society  to  order  by  the 
President,  Terry  M.  Townsend,  M.D. 

Reading  of  the  minutes  of  the  133rd 
Annual  Meeting  by  the  Secretary,  Peter 
Irving,  M.D. 


The  Annual  Banquet 

The  Annual  Banquet  will  be  held  in 
the  Ballroom  of  The  Waldorf-Astoria  on 
Tuesday,  May  7,  at  7:00  p.m.  The 
guest  speakers  will  be  announced  later. 

Requests  for  tickets  and  reservations 
should  be  sent  to  Chas.  Gordon  Heyd, 
M.D.,  chairman,  Banquet  Committee, 
292  Madison  Avenue,  New  York  City, 
or  telephone,  Atwater  9-7630.  Tickets 
will  be  $5.00. 

Public  Meeting,  Wednesday  Evening, 
May  8 

In  the  Ballroom  will  be  held  a meeting 
for  the  public  at  8:30  p.m.  on  Wednes- 
day, May  8,  1940.  Cards  of  invitation 
(without  cost)  can  be  secured  in  advance 
by  writing  to  Francis  N.  Kimball,  M.D., 
chairman,  Public  Meeting  Committee, 
292  Madison  Avenue,  New  York  City, 
Telephone,  Atwater  9-7630,  or  they  can 
be  obtained  at  the  Registration  Desk  in 
the  hotel. 

The  Woman’s  Auxiliary 

The  headquarters  will  be  in  the  Car- 
penter Suite,  and  the  ladies  are  asked  to 
register  at  the  Registration  Desk  in  the 
Silver  Corridor  after  9 : 00  a.m.,  Monday, 
May  6,  1940. 

Monday  will  be  given  over  to  meetings 
of  the  Executive  Board  and  of  the  House 
of  Delegates  of  the  Auxiliary  (Jansen 
Suite) . 

Dinner  will  be  at  7 : 00  p.m.  on  Monday 
in  Le  Perroquet  Suite.  Tickets  for  auxil- 
iary members,  all  doctors’  wives,  and  lay 
friends  must  be  secured  at  the  Registra- 
tion Desk  before  4:00  p.m.,  Monday. 

Tea  will  be  at  3:00  p.m.  on  Tuesday, 
May  7,  in  Le  Perroquet  Suite.  Tickets 
must  be  secured  before  noon  on  Tuesday 
at  the  Registration  Desk  in  the  Silver 
Corridor. 

A hobby  show  will  begin  on  Monday 
and  continue  through  Wednesday. 
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The  Woman’s  Auxiliary 

To  the  Medical  Society  of  the  State  of  New  York 


Headquarters — Carpenter  Suite,  The  Waldorf-Astoria,  New  York  City 

Officers 

President,  Mrs.  G.  Scott  Towne,  Saratoga  Springs 
President-elect , Mrs.  Luther  H.  Kice,  Garden  City 
First  vice-president,  Mrs.  John  J.  Buettner,  Syracuse 
Second  vice-president,  Mrs.  Robert  L.  Crockett,  Oneida 
Treasurer,  Mrs.  Carlton  F.  Potter,  Syracuse 
Recording  secretary,  Mrs.  J.  Emerson  Noll,  Port  Jervis 
Corresponding  secretary,  Mrs.  James  H.  Donnelly,  Troy 


Convention  Committee  Chairmen 


General,  Mrs.  Louis  M.  Lally 
Dinner,  Mrs.  Louis  A.  Van  Kleeek 
Tea,  Mrs.  John  W.  Mahoney.  (All  county 
presidents  will  be  hostesses.) 

Entertainment,  Mrs.  Edwin  A.  Griffin 
Hobby  Show,  Mrs.  Carl  Welge 
Flowers,  Mrs.  William  Lavelle 
Hospitality,  Mrs.  Arthur  C.  Martin 


Headquarters,  Mrs.  Meyerson  Coe 
House  of  Delegates,  Mrs.  William  Burke 
Information,  Mrs.  Morris  W.  Henry 
Resolutions,  Mrs.  John  J.  Buettner 
Printing,  Mrs.  Spencer  Caldwell 
Publicity,  Mrs.  Milton  B.  Bergmann 
General  Registration,  Mrs.  P.  A.  William 
Delegates,  Mrs.  Hugh  Henry 


Doctors’  wives  will  please  register  at  Registration  Desk,  Silver  Corridor. 
All  doctors’  wives,  whether  members  of  a woman’s  auxiliary  to  a 
county  medical  society  or  not,  are  cordially  invited  to  participate  in  all 
parts  of  the  program. 


Monday,  May  6,  1940 


Tuesday,  May  7 


9:00  a.m.  Registration  of  delegates,  Silver 
Corridor 


9:00  A.M.-  Registration  continued  — Silver 
5:00  p.m.  Corridor 


9:00  a.m.— 
5:00  p.m. 


9:00  a.m.— 
4:00  p.m. 


9:00  a.m.— 
4:00  p.m. 

9:30  a.m. 

10:00  a.m. 


10:00  a.m.— 
10:00  P.M. 

2:00  p.m. 


General  registration  for  all  doctors’ 
wives,  daily  throughout  the 
convention,  Silver  Corridor 

Registration  for  Auxiliary  dinner 
(7:00  p.m.) , Registration  Desk, 
Silver  Corridor 

Registration  for  Auxiliary  tea 
(Tuesday,  3:00- p.m.),  Registra- 
tion Desk,  Silver  Corridor 

Executive  Board  Meeting — Jansen 
Suite 

House  of  Delegates  Meeting — 
Jansen  Suite 

Hobby  Show — Carpenter  Suite 

House  of  Delegates  Meeting  (con- 
tinuation)—Jansen  Suite 

Address  by  Dr.  Louis  A.  Van 
Kleeek 


10:00  a.m.—  Hobby  Show — Carpenter  Suite 
10:00  p.m. 

10:00  a.m.  Postconvention — Executive  Board 

Meeting — Jansen  Suite 

3:00  p.m.  Tea,  Le  Perroquet  Suite  (secure 
tickets  at  Registration  Desk, 
Silver  Corridor,  before  noon) 
Entertainment  following  tea — 
Mrs.  Walter  Kove,  pianist  and 
Mrs.  G.  P.  Bergmann,  soloist 

7:00  p.m.  Dinner  of  the  Medical  Society  of 
the  State  of  New  York,  Grand 
Ballroom 


Wednesday,  May  8 

9:00  a.m.-  Registration  continued  — Silver 
5:00  p.m.  Corridor 


7:00  p.m.  Dinner  for  Auxiliary  members,  all 
doctors’  wives  and  lay  friends — 
Le  Perroquet  Suite  (secure 
tickets  before  4:00  p.m.  at 
Registration  Desk) 

Guest  speaker — Mrs.  Rollo  K. 
Packard,  president,  Woman’s 
Auxiliary  to  the  American 
Medical  Association 
Entertainment  (following  dinner) 
— Raymond  Heatherton,  radio 
artist 


10:00  a.m.—  Hobby  Show — Carpenter  Suite 
10:00  p.m. 

11:00  a.m.  Inspection  tour  of  the  Waldorf 
Astoria  Hotel — conducted  by 
the  management 


Thursday,  May  9 

10:00  a.m.—  Call  for  hobbies 
12  NOON 
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Women’s  Medical  Society 
of  New  York  State 


The  thirty-fourth  Annual  Meeting  will  be  held 
on  May  6 with  headquarters  at  the  Waldorf- 
Astoria  Hotel.  Women  physicians  are  asked  to 
register  beginning  at  9:30a.m.  The  program  is 
as  follows : 

9:30  Business  Session 
12:30  to  1:30  Luncheon 
2:00  to  4:30  Scientific  Program 
The  Stimulation  of  Height  in  Short  Children. 
A Preliminary  Report  by  Dr.  Josephine  Kenyon. 

Treatment  of  Heart  Failure  by  Dr.  Connie 
Guion.  Discussion  by  Dr.  Ada  Chree  Reid. 

Diagnosis  and  Treatment  of  Bronchial  Asthma 
by  Dr.  Florence  Sammis.  Discussion  by  Dr. 


Theresa  Scanlan  and  Dr.  Leone  Neumann  Cla- 
man. 

Diagnosis  and  Treatment  of  Chronic  Arthritis 
by  Dr.  Marian  Tyndall.  Discussion  by  Dr. 
Madge  C.  L.  McGuinness. 

The  president’s  tea  will  take  place  at  the 
Cosmopolitan  Club,  122  East  66th  Street,  from 
4:00  to  6:00  p.m.  on  Sunday,  May  5. 

All  members  are  urged  to  attend  the  banquet 
on  Tuesday  evening,  May  7,  at  the  Waldorf- 
Astoria  Hotel. 

Alice  Stone  Woolley,  M.D.,  President 
Isabel  M.  Scharnagel,  M.D.  Secretary 


Officers  of  the  Women’s  Medical  Society 


Honorary  Presidents 

Mary  T.  Greene,  M.D. 

Helene  J.  C.  Kuhlmann,  M.D. 

Rosalie  Slaughter  Morton,  M.D. 
Marion  Craig  Potter,  M.D. 

President 

Alice  Stone  Woolley,  M.D. 

29  S.  Hamilton  St.,  Poughkeepsie 

Vice-Presidents 

Marguerite  P.  McCarthy,  M.D. 

102  Caroline  Ave.,  Solvay 
Mary  E.  Potter,  M.D. 

305  S.  Washington  Ave.,  Brooklyn 
Lillian  A.  Treat,  M.D. 

51  Franklin  St.,  Auburn 

Treasurer 

Alta  Sager  Green,  M.D. 

30  S.  Cayuga  St.,  Williamsville 

Secretary 

Isabel  M.  Scharnagel,  M.D. 

155  E.  73rd  St.,  New  York  City 

Councillors 
1st  District  Branch 

Isabel  Knowlton,  M.D. 

80  Irving  Place,  New  York  City 

2nd  District  Branch 

Cora  M.  Ballard,  M.D. 

95  Brooklyn  Ave.,  Brooklyn 

3rd  District  Branch 

Isabelle  F.  Borden,  M.D. 

State  Education  Dept.,  Albany 


4th  District  Branch 

Annetta  E.  Barber,  M.D. 

8 Notre  Dame  St.,  Glens  Falls 

5th  District  Branch 

Clara  H.  Pierce,  M.D. 

127  Harding  Place,  Syracuse 

6th  District  Branch 

Anna  M.  Stuart,  M.D. 

656  Park  PI.,  Elmira 

7th  District  Branch 

M.  Louise  Hurrell,  M.D. 

277  Alexander  St.,  Rochester 

8th  District  Branch 

Katherine  F.  Carnivale,  M.D. 

454  Porter  Ave.,  Buffalo 

Honorary  Councillors 

Helene  J.  C.  Kuhlmann,  M.D. 
Marion  Craig  Potter,  M.D. 

Maud  J.  Frye,  M.D. 

Emily  Dunning  Barringer,  M.D. 
Lois  L.  Gannet,  M.D. 

Esther  Parker,  M.D. 

Mary  Dunning  Rose,  M.D. 

Ethel  Doty  Brown,  M.D. 

Rosalie  Slaughter  Morton,  M.D. 
Anna  H.  Voorhis,  M.D. 

Daisy  M.  O.  Robinson,  M.D. 
Louise  Beamis-Hood,  M.D. 

Marion  S.  Morse,  M.D. 
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Clara  H.  Pierce,  M.D. 

Elise  S.  L’Esperance,  M.D. 

Madge  C.  L.  McGuinness,  M.D. 
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Honorary  Members 

Maude  E.  Abbott,  M.D.,  Montreal, 
Canada 

Catherine  Macfarlane,  M.D.,  Phila- 
delphia, Pa. 

Kate  B.  Karpeles,  M.D.,  Washington, 
D.  C. 

Mrs.  Margaret  H.  Rockhill,  Cincin- 
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CHAIRMEN  OF  COMMITTEES 
Scientific  Program 

Theresa  Scanlan,  M.D. 

133  E.  58th  St.,  New  York  City 

Legislative 

Louise  Beamis-Hood,  M.D. 

153  Bidwell  Parkway,  Buffalo 

Medical  Education 

Mary  T.  Greene,  M.D. 

Castile,  N.  Y. 

Public  Health 

Sophie  Rabinoff,  M.D. 

130  W.  86th  St.,  New  York  City 

Public  Relations 

Mary  J.  Kazmierczak,  M.D. 

957  Sycamore  St.,  Buffalo 

Membership 
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30  E.  40th  St.,  New  York  City 

Resolutions 

Anna  Samuelson,  M.D. 

1111  Park  Ave.,  New  York  City 

Publicity 

Anna  Kleegman  Daniels,  M.D. 

150  Riverside  Drive,  New  York 
City 


Scientific  Program 

Albert  F.  R.  Andresen,  M.D.,  Chairman,  Brooklyn,  and  Chairmen  of 
Sections  and  Sessions 


GENERAL  SESSIONS 

The  presentations  at  these  Sessions  will  consist  of  one-half  hour  lectures 
by  prominent  guests  of  the  Society.  There  will  be  no  discussion. 

The  meetings  will  start  promptly  at  the  hour  specified.  Members  are 
requested  to  be  in  their  seats  at  least  five  minutes  in  advance  of  the 
meeting  time. 


Tuesday,  May  7 — 2:00  P.M. 

The  Waldorf-Astoria,  Ballroom 

Army  and  Navy  Program 

With  the  world  a great  military  camp,  the  medical  problems  of  warfare  are  of  great 
interest  and  importance.  In  addition  to  this,  many  of  the  problems  studied  by  our 
Army  and  Navy  medical  departments  are  of  practical  importance  in  civilian  practice. 
The  speakers  in  this  symposium  are  all  experts  in  their  line  and  will  attempt  to  show 
the  application  of  their  researches  to  everyday  medical  practice. 


1.  General  Medical  Problems  in  Aviation 

Capt.  Harry  G.  Armstrong,  M.D.,  Medical 
Corps,  U.  S.  Army,  Dayton,  Ohio 

2.  Problems  of  Diving  and  Submarines 

Capt.  Lucius  W.  Johnson,  D.D.S.,  M.D., 
F.A.C.S.,  Medical  Corps,  U.  S.  Navy, 
Washington,  D.  C. 


3.  Medical  Problems  of  Future  Chemical  War- 
fare 

Lt.  Col.  William  D.  Fleming,  M.D.,  Medi- 
cal Corps,  U.  S Army,  Washington,  D.  C 

4.  Noise  in  Relation  to  Hearing  and  Efficiency 

Lt.  Albert  R.  Behnke,  Jr.,  M.D.,  Medical 
Corps,  U.  S.  Navy,  Washington,  D.  C. 


Thursday,  May  9 — 2:00  P.M. 

The  Waldorf-Astoria,  Ballroom 


Early  Recognition  of  Serious  Lesions  in  Special  Fields  of  Medicine 

It  is  a common  complaint  of  the  specialist  that  too  often  serious  conditions  coming 
within  the  scope  of  his  work  are  overlooked  by  the  family  medical  attendant  and  when 
referred  to  him  have  reached  a stage  of  development  where  cure  may  be  impossible  and 
even  palliation  extremely  difficult.  The  speakers  on  this  program  are  all  specialists 
who  have  given  this  problem  careful  study  and  who  will  present  in  a clear,  concise  way 
suggestions  for  the  early  recognition  of  serious  conditions  in  their  respective  fields. 


1.  Early  Recognition  of  Serious  Lesions  of  Eye 

Francis  H.  Adler,  M.D.,  Professor  of 
Ophthalmology,  University  of  Pennsyl- 
vania School  of  Medicine,  Philadelphia, 
Pennsylvania 

2.  Early  Recognition  of  Serious  Lesions  of  Nose, 
Throat,  and  Ear 

George  Morrison  Coates,  M.D.,  Professor 
of  Otorhinology,  University  of  Pennsyl- 
vania School  of  Medicine,  Philadelphia. 

3.  Early  Recognition  of  Serious  Gynecological 
Lesions 

James  Raglan  Miller,  M.D.,  Obstetrician 


and  Gynecologist,  Hartford  Hospital, 
Hartford,  Connecticut 

4.  Early  Recognition  of  Serious  Urological 
Lesions  (The  A.  Walter  Suiter  Lecture- 
ship) 

Hugh  H.  Young,  M.D.,  The  Johns  Hopkins 
Hospital,  Baltimore 

(This  will  be  the  second  lecture  to  be  delivered 
under  this  lectureship  fund  set  up  for  the  Medi- 
cal Society  of  the  State  of  New  York  by  the  will 
of  the  late  Dr.  A.  Walter  Suiter  of  Herkimer, 
President  of  the  Society  in  1892.) 


THE  SECTIONS 

All  papers  read  before  the  Society  by  members  become  the  property  of 
the  Society.  The  original  copy  of  each  paper  shall  be  left  with  the  secre- 
tary of  the  section. 

Discussers  should  have  their  remarks  typed  in  a form  suitable  for  pub- 
lication and  should  hand  them  to  the  secretary. 
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Time  limits:  twenty  minutes  for  each  paper,  five  minutes  for  individual 
discussion. 

Section  meetings  shall  begin  promptly  at  the  hour  specified. 


SECTION  ON  DERMATOLOGY  AND  SYPHILOLOGY 


Chairman Frank  C.  Combes,  M.D.,  New  York 

Secretary Rudolph  Ruedemann,  Jr.,  M.D.,  Albany 


Tuesday,  May  7 — 10:00  A.M. 

The  Waldorf-Astoria,  Assembly  Rooms  N,  P,  R 

1.  Roentgen-Ray  Therapy  of  Plantar  Warts  George  C.  Andrews,  M.D.,  New  York 


Andrew  H.  Montgomery,  M.D.,  New  York 
Royal  M.  Montgomery,  M.D.,  New  York 

Discussion:  John  G.  Copeland,  M.D., 

Albany 

2.  Hereditary  Trophoedema  (Milroy-Meige) 

David  Bloom,  M.D.,  New  York 

3.  Nutritional  Disturbances  in  Relation  to  Skin 
Diseases 


A.  Brooks  Abshier,  M.D.,  New  York 
Discussion:  Albert  R.  McFarland,  M.D., 
Rochester 


4.  The  Present  Status  of  Granuloma  Inguinale 
Harry  C.  Saunders,  M.D.,  New  York 
Orlando  Canizares,  M.D.,  New  York 
Discussion:  William  Leifer,  M.D.,  Buffalo 


Wednesday,  May  8 — 2:00  P.M. 

The  Waldorf-Astoria,  Assembly  Rooms  N,  P,  R 

Executive  Session — The  first  order  of  business,  election  of  officers.  “To  participate 
in  the  election  of  any  Section,  a member  must  be  registered  with  such  Section  and  must 
have  recorded  his  name  and  address  in  the  Section  registry.”  Bylaws,  Chapter  XIII, 
Section  3. 


1.  The  Prescription  for  the  Skin 

Herman  Goodman,  M.D.,  New  York 

Discussion:  Herbert  H.  Bauckus,  M.D., 

Buffalo 

2.  Eruptions  of  Pregnancy 

Maurice  J.  Costello,  M.D.,  New  York 

Discussion:  Mark  Heiman,  M.D.,  Syra- 
cuse 


3.  Syphilis  in  the  Pregnant  Woman — Its  Diag- 
nosis and  Treatment 

Mortimer  D.  Speiser,  M.D.,  New  York 
Discussion:  William  A.  Brumfield,  Jr., 

M.D.,  Albany 

4.  Tonsillitis  in  Secondary  Syphilis 

Evan  W.  Thomas,  M.D.,  New  York 
David  H.  Goldstein,  M.D.,  New  York 
Discussion:  Leon  Griggs,  M.D.,  Syracuse 


SECTION  ON  GASTROENTEROLOGY  AND  PROCTOLOGY 


Chairman .' Harry  C.  Guess,  M.D.,  Buffalo 

Vice-Chairman John  L.  Kantor,  M.D.,  New  York 

Secretary A.  W.  Martin  Marino,  M.D.,  Brooklyn 


Wednesday,  May  8 — 10:00  A.M. 

The  Waldorf-Astoria,  Empire  Room 

Round  Table 


A series  of  questions  on  subjects  in  the  field 
of  proctology  submitted  in  writing  in  advance 
or  during  the  meeting  will  be  discussed  by  the 
members  of  a round  table  group  as  follows: 

1.  From  the  Standpoint  of  Proctology 

Frank  C.  Yeomans,  M.D.,  New  York 

2.  From  the  Standpoint  of  Proctology  and 
Radium  Therapy 

George  E.  Binkley,  M.D.,  New  York 


3.  From  the  Standpoint  of  Pathology 
James  Ewing,  M.D.,  New  York 


4.  From  the  Standpoint  of  Radiology 

A.  L.  Loomis  Bell,  M.D.,  Brooklyn 


5.  From  the  Standpoint  of  Gastroenterology 

Albert  F.  R.  Andresen,  M.D.,  Brook- 
lyn 
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Thursday,  May  9 — 10:00  A.M. 

The  Waldorf-Astoria,  Empire  Room 

Executive  Session — The  first  order  of  business,  election  of  officers.  “To  participate 
in  the  election  of  any  Section,  a member  must  be  registered  with  such  Section  and  must 
have  recorded  his  name  and  address  in  the  Section  registry.”  Bylaws,  Chapter  XIII, 
Section  3. 


1.  Vitamin  K Deficiency  in  the  Absence  of 
Jaundice 

Thomas  T.  Mackie,  M.D.,  New  York 
Ruth  Bach,  M.A.,  New  York  (By  invita- 
tion) 

Discussion:  Cornelius  P.  Rhoads,  M.D.,  and 
William  De  Witt  Andrus,  M.D.,  New  York 

2.  The  Clinical  Application  of  Secretin  in  the 
Study  of  Pancreatic  Function 

Joseph  S.  Diamond,  M.D.,  New  York 
Sigmund  A.  Siegel,  M.D.,  New  York 
Samuel  Myerson,  M.D.,  New  York 
Discussion:  John  L.  Kantor,  M.D.,  and 

Henry  Doubilet,  M.D.,  New  York 


3.  Ulcerative  Colitis — Its  Management  and  the 
Indications  for  Surgical  Treatment 

Frank  H.  Lahey,  M.D.,  Boston  (By  invi- 
tation) 

Discussion:  John  H.  Garlock,  M.D.,  and 

Henry  W.  Cave,  M.D.,  New  York 

4.  The  Management  of  Gross  Hemorrhage 
in  Peptic  Ulcer — A Report  of  168  Cases 

Harry  L.  Segal,  M.D.,  Rochester 
W.  J.  Merle  Scott,  M.D.,  Rochester 
Roland  S.  Stevens,  M.D.,  Chicago  (By 
invitation) 

Discussion:  Stockton  Kimball,  M.D.,  Buf- 
falo; and  John  B.  D’Albora,  M.D.,  Brooklyn 


SECTION  ON  INDUSTRIAL  MEDICINE  AND  SURGERY 


Chairman Irving  Gray,  M.D.,  Brooklyn 

Secretary John  J.  Wittmer,  M.D.,  Brooklyn 


Wednesday,  May  8 — 9:15  A.M. 

The  Waldorf-Astoria,  Assembly  Rooms  N,  P,  R 


1.  Syphilis  in  Industry 

Earl  D.  Osborne,  M.D.,  Buffalo 

Discussion:  Theodore  Rosenthal,  M.D., 

New  York;  and  George  H.  Gehrmann,  M.D., 
Wilmington,  Delaware  (By  invitation) 

2.  Medical  Examination  of  the  Prospective 
Worker 

J.  C.  Zillhardt,  M.D.,  Binghamton 


Discussion:  Niel  E.  Eckelberry,  M.D.,  and 
Michael  Lake,  M.D.,  New  York 

3.  A Program  for  Detection  of  Possible  Toxic 
Responses  to  a Varied  Organic  Chemical 
Exposure 

James  H.  Sterner,  M.D.,  Rochester 
Discussion:  Leonard  Greenburg,  M.D., 

New  York;  and  May  R.  Mayers,  M.D., 
New  York  (By  invitation) 


Thursday,  May  9 — 9:15  A.M. 

The  Waldorf-Astoria,  Assembly  Rooms  N,  P,  R 

Executive  Session — The  first  order  of  business,  election  of  officers.  “To  participate 
in  the  election  of  any  Section,  a member  must  be  registered  with  such  Section  and  must 
have  recorded  his  name  and  address  in  the  Section  registry.”  Bylaws,  Chapter  XIII, 
Section  3. 

1.  Treatment  of  Infections  Following  Trauma- 
tism 

Frederick  S.  Wetherell,  M.D.,  Syracuse 
Discussion:  John  H.  Garlock,  M.D.,  and 

H.  Van  Ness  Spaulding,  M.D.,  New  York 

2.  Office  Treatment  in  Traumatic  Surgery 

Howard  L.  Prince,  M.D.,  Rochester 

SECTION  ON  MEDICINE 


Chairman Frederic  C.  Conway,  M.D.,  Albany 

Secretary Louis  F.  Bishop,  Jr.,  M.D.,  New  York 


Discussion:  Ralph  F.  Harloe,  M.D.,  Brook- 
lyn, and  James  M.  Hitzrot,  M.D.,  New  York 

3.  The  Rehabilitation  of  the  Injured 

Henry  H.  Kessler,  M.D.,  Newark,  New 
Jersey  (By  invitation) 

Discussion:  Willis  W.  Lasher,  M.D.,  and 

John  J.  Moorhead,  M.D.,  New  York 


Wednesday,  May  8 — 2:00  P.M. 

The  Waldorf-Astoria,  Grand  Ballroom 
Symposium 

Chronic  Diseases  with  Special  Reference  to  Diagnosis  and  Treatment 
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1. 

2. 

3. 


1. 


2. 


1. 

2. 


3. 


1. 


2. 


1. 


Cerebral  Disease 

Wardner  D.  Ayer,  M.D.,  Syracuse 
Progress  in  Ophthalmology 

Arthur  J.  Bedell,  M.D.,  Albany 
The  Diagnosis  and  Treatment  of  Chronic 
Heart  Diseases 

Clarence  E.  de  la  Chappelle,  M.D.,  New 
York 


4.  Symptoms  Following  Cholecystectomy 

R.  Franklin  Carter,  M.D.,  New  York 

5.  Common  Chronic  Non-Tuberculous  Renal 
Infections — Their  Significance  and  Treat- 
ment 

Winfield  W.  Scott,  M.D.,  Rochester 


Thursday,  May  9 — 10:00  A.M. 

The  Waldorf-Astoria,  Assembly  Rooms  J,  K,  L,  M 
Executive  Session — The  first  order  of  business,  election  of  officers.  “To  participate 
in  the  election  of  any  Section,  a member  must  be  registered  with  such  Section  and  must 
have  recorded  his  name  and  address  in  the  Section  registry.”  Bylaws,  Chapter  XIII, 


Section  3. 

The  Nerve  Pathways  and  Clinical  Features 
of  Shoulder  Pain  in  Relation  to  Angina  Pec- 
toris 

Heymen  R.  Miller,  M.D.,  New  York 
Discussion:  Tracy  J.  Putnam,  M.D.,  New 

York  (By  invitation),  and  Tasker  Howard, 
M.D.,  Brooklyn 

The  Clinical  Interpretation  of  Blood  Stream 
Infections 


Chester  S.  Keefer,  M.D.,  Boston,  Massa- 
chusetts (By  invitation) 

Discussion:  Ward  J.  MacNeal,  M.D.,  and 
Frank  L.  Meleney,  M.D.,  New  York 

3.  Heparin 

Charles  H.  Best,  M.D.,  Toronto,  Canada 
(By  invitation) 

Discussion:  Frederic  W.  Bancroft,  M.D., 

and  Paul  Reznikoff,  M.D.,  New  York 


SECTION  ON  NEUROLOGY  AND  PSYCHIATRY 


Chairman Henry  W.  Miller,  M.D.,  Brewster 

Secretary Wallace  B.  Hamby,  M.D.,  Buffalo 


Tuesday,  May  7 — 10:00  A.M. 

The  Waldorf-Astoria,  Assembly  Rooms  J,  K,  L,  M 


A New  Angle  on  Trigeminal  Neuralgia 
Henry  Ward  Williams,  M.D.,  Rochester 

Neurosurgical  Approach  to  the  Problem  of 
Epilepsy 

John  E.  Scarff,  M.D.,  New  York 

The  Incipient  Psychoses  and  the  General 
Practitioner 


B.  Liber,  M.D.,  New  York 
Discussion:  Bernard  Glueck,  M.D.,  New 

York 

4.  Enormous  Myelomeningocele  with  Fatal 
Leakage 

Arthur  D.  Ecker,  M.D.,  Syracuse 
J.  Howard  Ferguson,  M.D.,  Syracuse 


Wednesday,  May  8 — 2:00  P.M. 

The  Waldorf-Astoria,  Assembly  Rooms  J,  K,  L,  M 
Executive  Session — The  first  order  of  business,  election  of  officers.  “To  participate 
in  the  election  of  any  Section,  a member  must  be  registered  with  such  Section  and  must 
have  recorded  his  name  and  address  in  the  Section  registry.”  Bylaws,  Chapter  XIII, 
Section  3. 


Comparing  the  Effects  of  Rabellon  and  3. 
Bellabulgara  in  the  Treatment  of  Chronic 
Encephalitis 

Josephine  B.  Neal,  M.D.,  New  York 
Stanley  M.  Dillenberg,  M.D.,  New  York 
Ambulatory  Insulin  Treatment  in  Mental 
Disorders 

Phillip  Polatin,  M.D.,  New  York 


Clinical  and  Diagnostic  Application  of  Elec- 
troencephalography 

Hans  Strauss,  M.D.,  New  York 

The  Operation  of  Genetic  Factors  in  Various 
Mental  Disorders 

Franz  J.  Kallmann,  M.D.,  New  York 


SECTION  ON  OBSTETRICS  AND  GYNECOLOGY 


Chairman Edward  P.  McDonald,  M.D.,  Albany 

Secretary Francis  R.  Irving,  M.D.,  Syracuse 


Wednesday,  May  8— 

The  Waldorf-Astoria, 

The  Management  of  Pelvic  Tuberculosis  2. 

Edwin  M.  Jameson,  M.D.,  Saranac  Lake 

Discussion:  James  A.  Corscaden,  M.D., 

New  York 


-9:45  A.M. 

Sert  Room 

Urinary  Tract  Injury  During  Panhysterec- 
tomy— A Postoperative  Study 

Arthur  J.  Wallingford,  M.D.,  Albany 
Discussion:  Arthur  J.  Murphy,  M.D.,  New 
York 
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3.  Present  Status  of  Sex  Hormone  Therapy  in 
Obstetrics  and  Gynecology 

Raphael  Kurzrok,  M.D.,  New  York 
Discussion:  Charles  H.  Bimberg,  M.D., 

Brooklyn,  and  Edwin  G.  Langrock,  M.D., 
New  York 


4.  The  Occiput  Posterior  Position  and  the 
Modified  Scanzoni  Maneuver 

Raymond  J.  Pieri,  M.D.,  Syracuse 

Discussion:  Joseph  O’C.  Kiernan,  M.D., 

Albany,  and  Milton  G.  Potter,  M.D.,  Buffalo 


Thursday,  May  9 — 9:45  A.M. 

The  Waldorf-Astoria,  Sert  Room 

Executive  Session — The  first  order  of  business,  election  of  officers.  “To  participate 
in  the  election  of  any  Section,  a member  must  be  registered  with  such  Section  and  must 
have  recorded  his  name  and  address  in  the  Section  registry.”  Bylaws,  Chapter  XIII, 
Section  3. 


1.  Clinical  Features  of  Endometriosis 

Lyle  A.  Sutton,  M.D.,  Albany 
Discussion:  Ralph  A.  Hurd,  M.D.,  New 

York 

2.  Conservative  Surgery  in  the  Treatment  of 
Recurrent  Salpingitis 

Henry  C.  Falk,  M.D.,  New  York 
Discussion:  Frederick  C.  Holden,  M.D., 

New  York 


3.  Sarcoma  of  the  Uterus 

Frank  R.  Smith,  M.D.,  New  York 
Discussion:  James  Ewing,  M.D.,  New  York 

4.  The  Hazards  Associated  with  Pregnancy  and 
Labor  in  the  Grande  Multipara 

Nicholson  J.  Eastman,  M.D.,  Baltimore 
(By  invitation) 

Discussion:  Albert  H.  Aldridge,  M.D., 

New  York 


SECTION  ON  OPHTHALMOLOGY  AND  OTOLARYNGOLOGY 


Chairman Chester  C.  Cott,  M.D.,  Buffalo 

Secretary Searle  B.  Marlow,  M.D.,  Syracuse 


Tuesday,  May  7—9:00  A.M. 

The  Waldorf-Astoria,  Le  Perroquet  Suite 


Instruction  Hour:  Angioscotometry 
John  N.  Evans,  M.D.,  Brooklyn 

1.  The  Rationale  of  the  Treatment  of  Glaucoma 
from  the  Viewpoint  of  Pathology 

Theodore  L.  Terry,  M.D.,  Boston,  Massa- 
chusetts (By  invitation) 


2.  The  Treatment  of  Uveitis 

John  F.  Gipner,  M.D.,  Rochester 

3.  Undulant  Fever  and  the  Eye — An  Adven 
ture  in  Angioscotometry 

Leonard  W.  Jones,  M.D.,  Rochester 


Joint  Round  Table  Discussion  with  Section  on  Pediatrics 
11:00  a.m..  The  Waldorf-Astoria,  Sert  Room 


The  Section  is  invited  to  attend  the  Round  Table  on  “Diagnosis  and  Treatment  of 
Upper  Respiratory  Infections  in  Childhood”  included  in  the  program  of  the  Section  on 
Pediatrics. 


Wednesday,  May  8 — 2:00  P.M. 

The  Waldorf-Astoria,  Le  Perroquet  Suite 

Executive  Session — The  first  order  of  business,  election  of  officers.  “To  participate 
in  the  election  of  any  Section,  a member  must  be  registered  with  such  Section  and  must 
have  recorded  his  name  and  address  in  the  Section  registry.”  Bylaws,  Chapter  XIII, 
Section  3. 


1.  The  Postconcussional  Syndrome 

Mortimer  G.  Brown,  M.D.,  Syracuse 

2.  The  Treatment  and  Results  of  Tuberculosis 
of  the  Trachea  and  Bronchi 

John  D.  Keman,  M.D.,  New  York 


3.  The  Management  of  Clinical  Problems  In- 
volving the  Larynx  in  Infancy  and  Childhood 

Clyde  A.  Heatly,  M.D.,  Rochester 

4.  Biochemistry  in  Otolaryngology 

D’Arcy  McGregor,  M.D.,  Buffalo 


SECTION  ON  ORTHOPEDIC  SURGERY 


Chairman Joseph  B.  L’Episcopo,  M.D.,  Brooklyn 

Secretary. Frank  N.  Potts,  M.D.,  Buffalo 


Tuesday,  May  7 — 10:00  A.M. 
The  Waldorf-Astoria,  Jansen  Suite 
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Symposium 

Fractures  Involving  Joints 


1.  Fractures  Around  the  Knee  Joint 

Charles  M.  Allaben,  M.D.,  Binghamton 

2.  Fractures  Involving  the  Shoulder  Joint 

Edward  T.  Wentworth,  M.D.,  Rochester 

3.  Fractures  About  the  Elbow  Joint 

Richard  S.  Farr,  M.D.,  Syracuse 


4.  Fractures  About  the  Ankle  Joint 

Benjamin  E.  Obletz,  M.D.,  Buffalo 

Discussion  on  Symposium:  Philip  D.  Wil- 
son, M.D.,  New  York,  and  R.  D.  Severance, 
M.D.,  Syracuse 


Wednesday,  May  8 — 2:00  P.M. 

The  Waldorf-Astoria,  Jansen  Suite 

Executive  Session — The  first  order  of  business,  election  of  officers.  “To  participate 
in  the  election  of  any  Section,  a member  must  be  registered  with  such  Section  and  must 


have  recorded  his  name  and  address  in  the 
Section  3. 

1.  Recorded  Muscle  Function — Relationship  to 
the  Treatment  of  Abnormal  Function  of  the 
Feet 

R.  Plato  Schwartz,  M.D.,  Rochester 
Arthur  L.  Heath,  B.S.,  Rochester  (By  in- 
vitation) 

2.  End  Results  of  Elbow  Resection 

B.  Franklin  Buzby,  M.D.,  Camden,  New 
Jersey  (By  invitation) 


Section  registry.”  Bylaws,  Chapter  XIII, 

3.  Congenital  Malformation  of  the  Scapula 

Alan  De  Forest  Smith,  M.D.,  New  York 
Discussion:  William  H.  Von  Lackum,  M.D., 
New  York 

4.  Reconstruction  of  the  Tendon  Sheath  by 
Means  of  Celloidin  Tube  Implantation 

Leo  Mayer,  M.D.,  New  York 
Nicholas  S.  Ransohoff,  M.D.,  New  York 
Discussion:  John  H.  Garlock,  M.D.,  and 

Henry  H.  M.  Lyle,  M.D.,  New  York 


SECTION  ON  PATHOLOGY  AND  CLINICAL  PATHOLOGY 


Chairman Walter  S.  Thomas,  M.D.,  Rochester 

Vice-Chairman Ward  J.  MacNeal,  M.D.,  New  York 

Secretary M.  J.  Fein,  M.D.,  Brooklyn 


Wednesday,  May  8—10:00  A.M. 

The  Waldorf-Astoria,  Blue  Room 


1.  Contralateral  Adrenal  Atrophy  Associated 
with  Cortical  Adrenal  Neoplasms 

Tobias  Weinberg,  M.D.,  New  York  (By 
invitation) 

Discussion:  George  F.  Cahill,  M.D.,  and 

Solomon  Silver,  M.D.,  New  York 

2.  Tumors  of  the  Islets  of  Lange  rhans  with 
Hyperinsulinism 

Virginia  Kneeland  Frantz,  M.D.,  New 
York 

Discussion:  Maurice  N.  Richter,  M.D.,  and 
Paul  Klemperer,  M.D.,  New  York 


3.  The  Behavior  of  Tumors  in  Tissue  Culture 
at  Twenty-four  Hours 

Edwin  J.  Grace,  M.D.,  Brooklyn 
Discussion:  Robert  Chambers,  Ph.D.,  New 
York  (By  invitation) 

4.  Technic  of  the  Medicolegal  Autopsy 

Harrison  S.  Martland,  M.D.,  Newark, 

New  Jersey  (By  invitation) 

Discussion:  Thomas  A.  Gonzales,  M.D., 

New  York;  and  Alexander  O.  Gettler,  Ph.D., 
New  York  (By  invitation) 


Thursday,  May  9 — 10:00  A.M. 

The  Waldorf-Astoria,  Blue  Room 

Executive  Session — The  first  order  of  business,  election  of  officers.  “To  participate 
in  the  election  of  any  Section,  a member  must  be  registered  with  such  Section  and  must 


have  recorded  his  name  and  address  in  thi 
Section  3. 

1.  Composition  of  Blood  Serum  in  Clinical  and 
Experimental  Injuries  of  the  Liver 

Aaron  Bodansky,  Ph.D.,  New  York  (By 
invitation) 

Discussion:  Alexander  B.  Gutman,  M.D., 

New  York 

2.  Renal  Function  Tests 

Donald  D.  Van  Slyke,  Ph.D.,  New  York 
(By  invitation) 


Section  registry.”  Bylaws,  Chapter  XIII, 


Discussion:  Ralph  G.  Stillman,  M.D.,  New 
York 

3.  The  Administration  of  Sulfapyridine  and  Its 
Congeners  in  Pneumonias 

Jesse  G.  M.  Bullowa,  M.D.,  New  York 
Arnold  Davidson,  M.D.,  New  York  (By 
invitation) 

Herman  Reatish,  B.S.,  New  York  (By  in- 
vitation) 
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Discussion:  Wheelan  D.  Sutliff,  M.D.,  New 
York,  and  Edward  C.  Reifenstein,  M.D., 
Syracuse 

4.  A Study  of  Primary  Staphylococcic  Pneu- 


monias Occurring  at  the  Rochester  General 
Hospital 

Istvan  A.  Gaspar,  M.D.,  Rochester 
Discussion:  Russell  L.  Cecil,  M.D.,  and 

Ward  J.  MacNeal,  M.D.,  New  York 


SECTION  ON  PEDIATRICS 


Chairman Douglas  P.  Arnold,  M.D.,  Buffalo 

Vice-Chairman Norman  L.  Hawkins,  M.D.,  Watertown 

Secretary Leslie  O.  Ashton,  M.D.,  New  York 


Tuesday,  May  7 — 10:00  A.M. 
The  Waldorf-Astoria,  Sert  Room 


1.  Pancreatic  Steatorrhea  and  Celiac  Disease 
Dorothy  H.  Andersen,  M.D.,  New  York 
Discussion:  Oscar  M.  Schloss,  M.D.,  New 
York 


2.  Virus  Diseases  in  Childhood 

F.  Howell  Wright,  M.D.,  New  York  (By 
invitation) 

Discussion:  Josephine  B.  Neal,  M.D.,  New 
York 


Joint  Round  Table  Discussion  with  Section  on  Ophthalmology  and  Otolaryngology 

Diagnosis  and  Treatment  of  Upper  Respiratory  Infections  in  Childhood 

Pediatricians  and  otolaryngologists  probably  collaborate  more  frequently  than  any 
other  specialists.  There  are  many  controversial  points  on  diagnosis  and  treatment  of 
the  above  conditions;  therefore,  honest  differences  of  opinion  can  occur.  This  Round 
Table  is  included  to  endeavor  to  crystallize  our  thoughts  and  actions  for  our  mutual 
benefit  and  for  the  good  of  our  patients. 

1.  Nose,  Throat,  Sinus,  Colds,  and  Ton- 
sils 

Albert  D.  Kaiser,  M.D.,  Rochester 
Robert  L.  Moorhead,  M.D.,  Brook- 
lyn 


2.  Ear  and  Mastoid 

William  J.  Orr,  M.D.,  Buffalo 
Isadore  Friesner,  M.D.,  New  York 
Members  are  invited  to  submit  in  writing  to 
the  Chairman  of  the  Section  questions  for  dis- 
cussion on  the  subject  of  this  Round  Table. 


Wednesday,  May  8 — 2:00  P.M. 

The  Waldorf-Astoria,  Sert  Room 

Executive  Session — The  first  order  of  business,  election  of  officers.  “To  participate 
in  the  election  of  any  Section,  a member  must  be  registered  with  such  Section  and  must 
have  recorded  his  name  and  address  in  the  Section  registry.”  Bylaws,  Chapter  XIII, 
Section  3. 


1.  What  the  Pediatrician  Should  Know  About 
Surgical  Genitourinary  Conditions 

Meredith  F.  Campbell,  M.D.,  New  York 
Discussion:  James  R.  Wilson,  M.D.,  Syra- 
cuse 

2.  Problems  of  Puberty  in  Boys 

Bruce  Webster,  M.D.,  New  York 
Discussion:  William  A.  Schonfeld,  M.D., 

New  York,  and  A.  Wilmot  Jacobsen,  M.D., 
Buffalo 


3.  Problems  of  Puberty  in  Girls 

Louis  A.  Siegel,  M.D.,  Buffalo 
Discussion:  Brewster  C.  Doust,  M.D.,  Syra- 
cuse 

4.  Tetanus — Its  Prevention  and  Treatment 

Joseph  K.  Calvin,  M.D.,  Chicago  (By  in- 
vitation) 

Discussion:  Francis  J.  Gustina,  M.D., 

Buffalo 


SECTION  ON  PUBLIC  HEALTH,  HYGIENE  AND  SANITATION 


Chairman Margaret  W.  Barnard,  M.D.,  New  York 

Vice-Chairman Ray  D.  Champlin,  M.D.,  Oneonta 

Secretary Frank  E.  Coughlin,  M.D.,  Albany 


Wednesday,  May  8 — 10:00  A.M. 

The  Waldorf-Astoria,  Le  Perroquet  Suite 

Symposium 

Participation  in  the  Public  Health  Program 

1.  Public  Health  Personnel  2.  The  Medical  Profession 

V.  A.  Van  Volkenburgh,  M.D.,  Albany  Alec  N.  Thomson,  M.D.,  Brooklyn 
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Discussion:  Joseph  P.  Garen,  M.D.,  Saranac 
Lake,  and  Frederick  S.  Wetherell,  M.D., 
Syracuse 

3.  The  Citizen 

Kenneth  D.  Widdemer,  New  York  (By 
invitation) 


Discussion:  Leverett  D.  Bristol,  M.D., 

New  York 

4.  The  School  Physician 

George  M.  Wheatly,  M.D.,  Astoria 
Discussion:  Cyrus  H.  Maxwell,  Jr.,  M.D., 

Albany;  and  Don  W.  Gudakunst,  M.D., 
New  York  (By  invitation) 


Thursday,  May  9 — 10:00  A.M. 

The  Waldorf-Astoria,  Le  Perroquet  Suite 

Executive  Session — The  first  order  of  business,  election  of  officers.  “To  participate 
in  the  election  of  any  Section,  a member  must  be  registered  with  such  Section  and  must 
have  recorded  his  name  and  address  in  the  Section  registry.”  Bylaws,  Chapter  XIII, 
Section  3. 


1.  An  Outbreak  of  Typhoid  Fever  Associated 
with  Trailer  Camps 

Paul  A.  Lembcke,  M.D.,  Rochester 

2 Tuberculosis  in  Young  Women 

Robert  E.  Plunkett,  M.D.,  Albany 
Discussion:  Herbert  R.  Edwards,  M.D., 

and  James  Burns  Amberson,  Jr.,  M.D., 
New  York 


3.  Pneumonia  and  Sulfapyridine 

Maxwell  Finland,  M.D.,  Boston,  Massa- 
chusetts (By  invitation) 

Discussion:  Edward  S.  Rogers,  M.D., 

Albany,  and  Richard  H.  Bennett,  M.D., 
Brooklyn 

4.  Epidemic  Hazards  in  War 

Frank  G.  Boudreau,  M.D.,  New  York  (By 
invitation) 


SECTION  ON  RADIOLOGY 


Chairman Henry  K.  Taylor,  M.D.,  New  York 

Vice-Chairman Martin  T.  Powers,  M.D.,  Utica 

Secretary Chester  O.  Davison,  M.D.,  Poughkeepsie 


Monday,  May  6—2:00  P.M. 

The  Waldorf-Astoria,  Empire  Room 


Address:  The  Practice  of  Radiology 

Henry  K.  Taylor,  M.D.,  New  York 

1.  Fluorography — Its  Technic  and  Application 

I.  Seth  Hirsch,  M.D.,  New  York 
Discussion:  Herbert  R.  Edwards,  M.D., 

New  York 

2.  Contrast  Cine  roentgenography  of  the  Circu- 
latory Organs 


William  H.  Stewart,  M.D.,  New  York 
Herbert  C.  Maier,  M.D.,  New  York 
Discussion:  Marcy  L.  Sussman,  M.D.,  New 
York 

3.  The  Use  of  X-Ray  in  the  Management  of 
Certain  Surgical  Problems  of  the  Vascular 
System 

Arthur  H.  Blakemore,  M.D.,  New  York 
Discussion:  Paul  C.  Swenson,  M.D.,  New 

York 


Tuesday,  May  7 — 10:00  A.M. 

The  Waldorf-Astoria,  Empire  Room 

Executive  Session — The  first  order  of  business,  election  of  officers.  “To  participate 
in  the  election  of  any  Section,  a member  must  be  registered  with  such  Section  and  must 
have  recorded  his  name  and  address  in  the  Section  registry.”  Bylaws,  Chapter  XIII, 
Section  3. 


Round  Table 

The  Present  Status  of  Therapy  in  Neoplastic  Diseases — An  Attack  upon 
Undifferentiated  Cell  Activity  from  the  Physical  Standpoint 


1.  Clinical  and  Physical  Aspects  of  Refrigera- 
tion 

Temple  S.  Fay,  M.D.,  Philadelphia,  Penn- 
sylvania (By  invitation) 

2.  Pathologic  Aspects  of  Refrigeration 

Lawrence  W.  Smith,  M.D.,  Philadelphia, 
Pennsylvania  (By  invitation) 


Discussion:  Ross  Golden,  M.D.,  Fred  W. 

Stewart,  M.D.,  Lloyd  F.  Craver,  M.D., 
George  T.  Pack,  M.D.,  William  Harris, 
M.D.,  New  York;  and  Mrs.  Edith  H. 
Quimby,  New  York  (By  invitation) 

Members  are  invited  to  submit  in  writing  to 
the  chairman  of  the  section  questions  for  dis- 
cussion on  the  subject  of  this  Round  Table. 
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SECTION  ON  SURGERY 

Chairman Frederick  S.  Wetherell,  M.D.,  Syracuse 

Secretary Roderick  V.  Grace,  M.D.,  New  York 


Wednesday,  May  8 — 10:00  A.M. 

The  Waldorf-Astoria,  Ballroom 
Panel  Discussion 

Surgical  Diseases  of  Gall  Bladder  and  Biliary  Ducts 


Henry  W.  Cave,  M.D.,  New  York 
William  DeWitt  Andrus,  M.D.,  New  York 
Edward  R.  Cunniffe,  M.D.,  New  York 
Chas.  Gordon  Heyd,  M.D.,  New  York 
C.  Stuart  Welch,  M.D.,  Albany 

Members  are  invited  to  submit  in  writing  to 
the  chairman  of  the  section  questions  for  discus- 
sion on  the  subject  of  this  panel  discussion. 


X-Ray  Treatment  of  Inoperable  Abdominal 
Malignancy — Is  It  of  Value?  A Comparative 
Study 

Joe  Vincent  Meigs,  M.D.,  Boston,  Massa- 
chusetts (By  invitation) 

Discussion:  Donald  S.  Childs,  M.D.,  Syracuse, 
and  Louis  C.  Kress,  M.D.,  Buffalo 


Thursday,  May  9 — 10:00  A.M. 

The  Waldorf-Astoria,  Ballroom 

Executive  Session — The  first  order  of  business,  election  of  officers.  “To  participate 
in  the  election  of  any  Section,  a member  must  be  registered  with  such  Section  and  must 
have  recorded  his  name  and  address  in  the  Section  registry.”  Bylaws,  Chapter  XIII, 
Section  3. 


1.  Experiences  of  the  Thyroid  Clinic  of  a 
General  Hospital 

William  Crawford  White,  M.D.,  New  York 
Discussion:  Alfred  H.  Noehren,  M.D., 

Buffalo 

2.  Results  After  Ileocolostomy  with  Exclusion 
for  Nonspecific  Ileitis 


Ralph  Colp,  M.D.,  New  York 
Discussion:  Thomas  H.  Russell,  M.D., 

New  York 

3.  Diagnostic  and  Therapeutic  Uses  of  the 
Miller-Abbott  Tube  in  Surgery 

Octa  C.  Leigh,  M.D.,  Fall  River,  Massa- 
chusetts (By  invitation) 


SECTION  ON  UROLOGY 


Chairman John  E.  Heslin,  M.D.,  Albany 

Vice-Chairman Leo  E.  Gibson,  M.D.,  Syracuse 

Secretary Roy  B.  Henline,  M.D.,  New  York 


Wednesday,  May  8 — 10:00  A.M. 

The  Waldorf-Astoria,  Jansen  Suite 

Perirenal  and  Subphrenic  Infections  Discussion:  Leo  E.  Gibson,  M.D.,  Syracuse, 

John  H.  Powers,  M.D.,  Cooperstown  and  Lisle  B.  Kingery,  M.D.,  New  York 

Symposium 

Carcinoma  of  the  Genitourinary  Tract 


1.  Radiation  Therapy  in  Bladder  Tumors 

Archie  L.  Dean,  Jr.,  M.D.,  New  York 

2.  Refrigeration  Treatment  of  Tumors  of  the 
Genitourinary  Tract 

Augustus  McCravey,  M.D.,  Philadelphia, 
Pennsylvania  (By  invitation) 


3.  Surgical  Treatment  of  Carcinoma  of  the 
Bladder 

James  T.  Priestley,  M.D.,  Rochester, 
Minnesota  (By  invitation) 

Discussion  on  Symposium:  Abraham  Hy- 

man, M.D.,  New  York;  Judson  B.  Gilbert, 
M.D.,  Schenectady;  and  William  R.  Delzell, 
M.D.,  New  York 


Thursday,  May  9 — 10:00  A.M. 

The  Waldorf-Astoria,  Jansen  Suite 

Executive  Session — The  first  order  of  business,  election  of  officers.  “To  participate 
in  the  election  of  any  Section,  a member  must  be  registered  with  such  Section  and  must 
have  recorded  his  name  and  address  in  the  Section  registry.”  Bylaws,  Chapter  XIII, 
Section  3. 

1.  Papillary  Carcinoma  in  a Horseshoe  Kidney  Robert  S.  Hotchkiss,  M.D.,  New  York 

John  S.  Fitzgerald,  M.D.,  Utica  Discussion:  John  B.  Horner,  M.D.,  Albany, 

2.  Sterility  in  the  Male  and  William  J.  Kennedy,  M.D.,  Gloversville 
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Symposium 

Urologic  Disease  and  Hypertension 


1.  Relation  of  Kidney  to  Blood  Pressure 

Herman  O.  Mosenthal,  M.D.,  New  York 

2.  A Urologic  Study  of  Diabetic  Women — A 
Report  on  the  Associated  Findings  of  Hyper- 
tension 


Ernest  M.  Watson,  M.D.,  Buffalo 
Nathaniel  Kutzman,  M.D.,  Buffalo 
Discussion  on  Symposium:  William  C. 

Eikner,  M.D.,  Clifton  Springs 


SESSIONS 

Session  meetings  shall  begin  promptly  at  the  hour  specified. 

SESSION  ON  PHYSICAL  THERAPY 


Chairman Madge  C.  L.  McGuinness,  M.D.,  New  York 

Secretary Harold  J.  Harris,  M.D.,  Westport 


Wednesday,  May  8 — 10:00  A.M. 

The  Waldorf-Astoria,  Assembly  Rooms  J,  K,  L,  M 

Address:  The  Role  of  Physical  Therapy  in  the  Madge  C.  L.  McGuinness,  M.D., 

Early  Treatment  of  the  Injured  New  York 

Workman 


Round  Table 

Preparing  the  Disabled  Worker  for  Re-employment 


1.  Early  Use  of  Physical  Therapy  in  Injury  to 
Minimize  the  Need  for  Rehabilitation 
Measures 

Clay  Ray  Murray,  M.D.,  New  York 

2.  Rehabilitation  from  the  Standpoint  of  the 
Carrier 

Mark  Butler,  M.D.,  Syracuse 

3.  Rehabilitation  and  Workmen’s  Compensa- 
tion 

Verne  A.  Zimmer,  Washington,  D.  C.  (By 
invitation) 


4.  Ways  and  Means  of  Clearing  Chronic  Cases 
Frederic  G.  Elton,  New  York  (By  invita- 
tion) 

Discussion:  Robert  H.  Kennedy,  M.D., 

New  York;  Harry  Heimann,  M.D.,  New 
York  (By  invitation);  Herman  Cowan, 
M.D.,  New  York,  and  George  G.  Martin, 
M.D.,  Buffalo 

Members  are  invited  to  submit  in  writing  to 
the  chairman  of  the  section  questions  for  discus- 
sion on  the  subject  of  this  Round  Table. 


SESSION  ON  REGIONAL  AND  GENERAL  ANESTHESIA 


Chairman S.  LeRoy  Sahler,  M.D.,  Rochester 

Vice-Chairman T.  Drysdale  Buchanan,  M.D.,  New  York 

Secretary Frederick  A.  D.  Alexander,  M.D.,  Albany 


Tuesday,  May  7 — 10:00  A.M. 
The  Waldorf-Astoria,  Blue  Room 
Panel  Discussion 
Modern  Anesthetic  Problems 


An  excellent  panel  has  been  secured  to  conduct 
the  discussion  of  modem  anesthetic  problems 
from  the  point  of  view  of  the  anesthetist  and  of 
the  surgeon.  The  panel  includes  outstanding 
representatives  of  the  several  surgical  specialties 
and  a physiologist  well  known  for  his  interest  in 
the  fundamental  problems  of  the  use  of  depres- 
sant drugs. 

The  subjects  to  be  considered  will  include, 
among  others:  the  present  status  of  cyclopro- 
pane anesthesia;  anesthetic  agents  and  technics 
for  chest  surgery  and  for  brain  surgery;  choice 
of  agents  and  methods  for  obstetrical  anesthesia 
and  analgesia;  postoperative  pulmonary  com- 


plications and  their  management;  protection 
against  fire  and  explosion  in  the  operating  room ; 
and  the  importance  of  anoxia  during  anesthesia. 
These  subjects,  in  the  form  of  specific  questions, 
will  be  assigned  to  particular  members  of  the 
panel  for  five-minute  discussions.  The  Secretary 
invites  any  member  of  the  Society  to  submit 
questions  in  writing  before  the  meeting.  In 
addition,  written  questions  will  be  accepted 
during  the  course  of  the  discussion  and  at  the 
close  of  the  panel  discussion  there  will  be  a 
brief  period  for  questions  from  the  floor. 

The  panel  will  consist  of  the  following  mem- 
bers: 
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Frederic  W.  Bancroft,  M.D.,  Attending  Sur- 
geon, City  Hospital,  New  York 

Frank  B.  Berry,  M.D.,  Attending  Surgeon, 
Bellevue  Hospital,  New  York 

Henry  K.  Beecher,  M.D.,  Director  of  Anes- 
thesia, Massachusetts  General  Hospital,  Bos- 
ton (By  invitation) 

Frederick  W.  Geib,  M.D.,  Attending  Neuro- 
Surgeon,  Rochester  General  Hospital,  Roches- 
ter 


Harold  E.  Himwich,  M.D.,  Professor  of 
Physiology,  Albany  Medical  College,  Albany 
Milton  C.  Peterson,  M.D.,  Attending  Anes- 
thetist, New  York  Post-Graduate  Medical 
School  and  Hospital,  New  York 
Raymond  J.  Pieri,  M.D.,  Attending  Obstetri- 
cian, Syracuse  Memorial  Hospital,  Syracuse 
S.  LeRoy  Sahler,  M.D.,  Chief  Anesthetist, 
Rochester  General  Hospital,  Rochester 
George  H.  van  Gilluwe,  M.D.,  Attending 
Anesthetist,  Metropolitan  Hospital,  New  York 


Scientific  Exhibits 

The  Waldorf-Astoria,  May  6,  7,  8,  9,  1940 

William  A.  Krieger,  M.D.,  Chairman , Poughkeepsie;  Byron  E.  Farwell,  M.D.,  New 
York;  and  Secretaries  of  Sections  and  Sessions 


1 

C.  R.  Straatsma,  M.D. 

New  York  Post  Graduate  Hospital 
New  York 

Plastic  Surgery:  Exhibit  will  consist  of 

photographs  and  casts  depicting  various  types 
of  plastic  procedures  and  their  end  results. 

2 

Jacques  W.  Maliniac,  M.D. 

Department  of  Plastic  Surgery 
Sydenham  Hospital 
New  York 

Plastic  and  Reparative  Surgery  of  Post- 
Traumatic  Disfigurements  : Exhibit  of  charts, 
diagrams,  photographs,  and  casts  illustrating 
technical  procedures  and  end  results  in  the 
repair  of  early  and  late  soft  tissue  injuries  and 
facial  bone  fractures.  Special  emphasis  is 
placed  on  preventive  measures  in  the  treatment 
of  these  injuries.  Following  deformities  to  be 
discussed:  lacerations  and  burn  scars;  early 

and  late  nasal,  jaw,  and  paraorbital  fractures; 
post-traumatic  disfigurement  of  eyelids,  lips, 
and  ears. 

3 

Albert  A.  Cinelli,  M.D. 

Manhattan  Eye,  Ear  and  Throat  Hospital 
New  York 

Plastic  Surgery  of  Ear,  Nose  and  Throat: 
Detailed  colored  illustrations  demonstrating  the 
technic  of  the  various  rhino,  oro,  oto,  pharyngo, 
and  laryngo  plastics. 

4 

Samuel  L.  Scher,  M.D. 

New  York  Polyclinic  Medical  School  and  Hos- 
pital 

New  York 

General  Plastic  Surgery:  Will  depict  all 
types  of  plastic  surgery,  such  as  skin  grafts  for 
bums  of  face;  pedicle  flap  for  absence  of  ear; 
nose  and  chin  plastics;  mamoplastic  operation; 
skin  grafts  for  birthmarks  of  face ; eyelid  plastic ; 
protruding  ears,  etc. 


5 

Gustave  Aufricht,  M.D. 

New  York  Post  Graduate  Medical  School  and 
Hospital 
New  York 

Plastic  and  Reconstructive  Surgery  : 
Photographs,  transparencies,  moulages,  and  dia- 
grams showing  a variety  of  cases  and  operative 
procedures  in  the  field  of  plastic  and  reconstruc- 
tive surgery. 

6 

Robert  M.  Crist,  M.D. 

Division  of  Cancer  Control 
State  Department  of  Health 
Albany 

The  Activities  of  the  Division  of  Cancer 
Control,  New  York  State  Department  of 
Health  : An  illuminated  map  showing  the 

locations  of  tumor  clinics  already  established  and 
those  under  consideration:  the  amount  of  deep 
therapy  apparatus  and  amount  of  radium  avail- 
able in  New  York  State.  Also  a panel  showing 
duplicates  of  cancer  reporting  cards  with  reasons 
for  making  such  reports  and  a panel  showing  aims 
and  purposes  of  the  Division. 

7 

Edward  S.  Godfrey,  Jr.,  M.D. 

Louis  C.  Kress,  M.D. 

State  Department  of  Health 
Albany 

Division  of  Cancer  Control:  It  will  por- 

tray by  exhibits,  the  aims  and  workings  of  the 
new  Division  of  Cancer  Control. 

8 

Maxwell  Maltz,  M.D. 

Beth  David  Hospital 
New  York 

Reconstructive  Surgery,  New  Method  of 
Skin  Grafting.  Repair  of  Deformities: 
Repair  of  deformities  of  face  and  body  including 
a new  method  of  skin  grafting. 
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9 

Mortimer  M.  Kopp,  M.D. 

Lutheran  Hospital 
Brooklyn 

Rhinoplastic  Surgery:  Stereoscopic  views 
of  all  forms  of  rhinoplastic  surgery.  Moulages 
demonstrating  subcutaneous  structures  and  sur- 
gical operations.  Graphic  drawings  illustrating 
the  above. 

10 

Morton  I.  Berson,  M.D. 

Broad  Street  Hospital,  Pan  American  Clinic 
New  York 

Plastic  and  Reconstructive  Surgery: 
Colored  photographic  transparencies  of  surgical 
procedures  for  (1)  Free  skin  grafts  for  naevus 
of  face.  (2)  Mammoplasty.  (3)  Corrections  of 
various  nasal,  facial,  and  other  disfigurements. 
Moulages  showing  patients  before  and  after 
corrections. 

11 

Arthur  M.  Master,  M.D. 

with  the  collaboration  of 
D.  A.  Grisham,  M.D. 

Simon  Dack,  M.D. 

Harry  L.  Jaffe,  M.D. 

Mount  Sinai  Hospital 
New  York 

The  Fluoroscopic  Diagnosis  of  Coronary 
Occlusion:  Abnormalities  in  left  ventricular 

contraction  can  be  observed  fluoroscopically  in  a 
majority  of  cases  following  coronary  occlusion. 
The  different  types  of  abnormal  pulsations  are 
illustrated  by  tracings,  made  directly  from  the 
fluoroscopic  screen  by  motion  pictures  of  the 
fluoroscopy  and  by  roentgenograms.  It  is 
shown  that  fluoroscopic  examination  is  a useful 
adjunct  in  the  study  of  patients  with  coronary 
disease. 

12 

Tibor  de  Cholnoky,  M.D. 

Skin  and  Cancer  Unit,  Post  Graduate  Hospital, 
Columbia  University 
New  York 

Surgical  Treatment  of  Advanced  Cancer  : 
Transparencies  describing  indications,  advan- 
tages, and  results  of  methods  employed.  Eight 
years  follow  up. 

13 

Samuel  L.  Siegler,  M.D. 

Unity  Hospital 
Brooklyn 

Human  Sterility — (1)  Its  Causes,  Investi- 
gations, and  Treatment;  (2)  Related  Studies 
in  Experimental  Ovulation  : This  exhibit 

includes  charts  showing  the  interrelation  of  the 
various  endocrine  glands  to  the  gonads.  Etiol- 
ogy and  diagnostic  methods  in  the  investigation 
of  the  male  and  female  factors  in  human  sterility. 
In  the  female,  the  endocrines  and  their  relation 
to  the  tubal,  ovulatory,  nidatory,  and  cervical 
factors  are  shown  in  color  transparencies.  In 
the  male,  charts  and  transparencies  show  the 
investigation  into  the  endocrine  factors  and  their 
effect  on  the  sperm,  A separate  chart  deals 


with  therapy  only.  A resume  of  cases  and  per- 
centages completes  the  first  part.  The  second 
part  shows  the  latest  information  of  follicular 
development  and  corpora  lutea  chronology. 
Artificial  ovulation  in  the  rabbit,  monkey,  and 
the  human  with  the  Hormone  of  Pregnant  Mare’s 
Serum.  Endometrial  biopsy  studies  and  the 
endocrine  and  physical  relationships  of  the  men- 
strual cycle.  Chart  showing  the  clinical  appli- 
cation of  the  Hormone  of  Pregnant  Mare’s 
Serum. 

14 

Thomas  J.  O’Kane,  M.D. 

Frederick  W.  Williams,  M.D. 

Morrisania  City  Hospital 
New  York 

Traumatic  Surgery  and  Diabetes:  Role 

of  general  trauma  in  causing  diabetic  complica- 
tions, also  the  trauma  incident  to  therapeutic 
measures,  thermal,  chemical,  mechanical,  and 
surgical.  Principles  of  surgical  treatment  and 
healing  in  the  presence  of  diabetes.  Medico- 
legal aspect  of  traumatic  injury  and  industrial 
surgery  in  the  diabetic.  Photographic  illustra- 
tions of  the  causes,  lesions,  and  results  with 
charts,  case  histories,  and  summaries. 

15 

Leo  Wilson,  M.D. 

Raphael  Kurzrok,  M.D. 

Sloane  Hospital  for  Women 
College  of  Physicians  and  Surgeons,  Columbia 
University 
New  York 

Contractions  of  the  Human  Uterus: 
Photographs  of  the  uterine  contractions  recorded 
in  the  normal  menstrual  cycle,  dysmenorrhea, 
oligomenorrhea,  amenorrhea,  and  the  anovula- 
tory cycle  by  the  intrauterine  balloon  method. 
The  effect  of  female  and  male  sex  hormones  on 
contractility  is  shown.  Uterine  contractions  in 
pregnancy,  labor,  and  the  puerperium  recorded 
by  an  abdominal  tambour.  Relation  of  men- 
strual contractions  to  pregnancy  and  labor. 

16 

Medical  Society  of  the  County  of  Queens 

New  York 

Summary  of  Chest  X-Ray  Studies  Made  at 
the  1939  World’s  Fair  : Statistics  of  the  survey 
and  exhibit  of  interesting  chest  x-rays  taken  on 
apparently  well  individuals,  together  with  photo- 
graphs of  gross  and  micropathology  collected  by 
Scientific  Exhibit  Committee  of  the  Medical 
Society  of  the  County  of  Queens,  not  associated 
with  World’s  Fair  visitors. 

17 

Otho  C.  Hudson,  M.D. 

William  P.  Bartels,  M.D. 

Percival  A.  Robin,  M.D. 

Nassau  Hospital 
Mineola 

Difficulties  in  Roentgenographic  Diag- 
nosis of  Acute  from  Old  Fractures  of  the 
Body  of  the  Vertebrae:  A series  of  trans- 

lights showing  the  deformities  of  bodies  of  the 
vertebrae,  some  of  which  are  old,  some  recent 
and  other*  recent  but  having  the  appearance  of 
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having  old,  pre-existing  lesions.  A therapeutic 
reduction  is  made  to  determine  the  old  from  the 
recent  injuries. 

18 

Harry  D.  Vickers,  M.D. 

Little  Falls  Hospital 
Little  Falls 

Poliomyelitis  and  Hypertension:  A high 

incidence  of  hypertension  in  young  adults  found 
after  poliomyelitis.  Data  in  chart  and  graph 
form  on  blood  pressures  of  cases  studied  (about 
600  to  this  date).  A paralysis  of  depressor 
nerves  suggested  as  possible  etiology. 

19 

Moses  Einhom,  M.D. 

Bronx  Hospital 
New  York 

(1)  A New  Procto-Sigmoidoscope  ; (2)  New 
Cardiospasm  Dilator  Apparatus;  (3)  Nasal 
and  Oral  Bucketless  Simultaneous  Gastro- 
duodenal Aspirator:  A review  of  the  Ameri- 
can contribution  to  the  development  of  these 
instruments. 

20 

Abner  I.  Weisman,  M.D. 

Jewish  Memorial  Hospital 
New  York 

Recent  Advances  in  the  Study  of  Sperma- 
tozoa: This  exhibit  will  consist  of  demonstra- 
tions of  recent  findings  in  the  field  of  spermatozoa 
in  morphology,  motility,  resistance,  endurance, 
semen  analysis,  etc. 

21 

James  Finlay  Hart,  M.D. 

James  R.  Lisa,  M.D. 

C.  A.  Vicens,  M.D. 

City  Hospital 
New  York 

Hypoglycemia:  Diagrammatic  charts  de- 

scribing the  occurrence,  etiology,  diagnosis,  con- 
tributory factors,  and  treatment  of  hypoglycemia 
obtained  in  part  from  the  statistics  and  case 
histories  of  the  New  York  City  Hospital  and  in 
part  from  literature. 

22 

Sidney  W.  Gross,  M.D. 

Mount  Sinai  Hospital 
New  York 

Cerebral  Arteriography  Using  an  Or- 
ganic Iodide  : X-ray  films  showing  the  cerebral 
circulation  in  normal  and  abnormal  states 
visualized  by  means  of  injecting  75  per  cent 
Diodrast  into  the  common  carotid  artery. 

23 

Henry  K.  Taylor,  M.D. 

Welfare  Hospital 
New  York 

Body  Section  Roentgenography:  The  ex- 
hibit illustrates  x-ray  sections  of  the  skull  as  a 
whole,  petrous  pyramids,  larynx,  chest,  and  spine. 
The  skull  sections  are  normal.  The  larynx,  chest, 
and  spine  illustrate  many  lesions  as  found  in  the 
tuberculous. 


24 

Arthur  Alexander  Knapp,  M.D. 

New  York  Eye  and  Ear  Infirmary 
New  York 

Vitamin  D Complex  in  Keratoconus:  A 

drawing  and  microphotographs  will  demonstrate 
the  etiology  and  pathology  of  conical  cornea. 
Results  of  treatment  will  be  shown  by  display  of 
approximately  65  plaster  of  paris  casts  of  eyes 
with  keratoconus.  Every  cone  will  be  accu- 
rately measured.  Improvement  following  ther- 
apy can  be  seen. 

25 

David  E.  Ehrlich,  M.D. 

New  York  Cancer  Institute 
Department  of  Hospitals 
New  York 

Pendant  Mastography:  A new  method  of 
x-raying  breasts  has  been  in  use  for  three  years. 
Over  200  cases  have  been  examined.  The  ex- 
hibit illustrates  the  method  and  shows  x-rays  of 
cases,  among  which  are  cysts,  benign  and  malig- 
nant tumors,  and  inflammations. 

26 

Albert  F.  Goodwin,  M.D. 

Eugene  Littauer  Memorial  Laboratory 
Nathan  Littauer  Hospital 
Gloversville 

Photographic  Haemocytometry:  Series  of 
photomicrographs,  photographic  halos,  perma- 
nent record  prints,  stained  and  unstained  blood 
smears  of  comparative,  normal,  macrocytic, 
normocytic,  and  microtic  anemias.  The  un- 
stained blood  smears  are  arranged  for  visual  ob- 
servation of  the  halo.  Those  desirous  of  a per- 
manent record  of  their  interesting  blood  smears 
may  secure  them  on  request. 

27 

David  Adlersberg,  M.D. 

Irving  Rapfogel,  M.D. 

Ernst  Hammerschlag,  M.D. 

Nutrition  Clinic,  Mount  Sinai  Hospital 
New  York 

Obesity  and  Malnutrition:  Presentation 

of  graphs,  tables,  and  photographs  demonstrating 
the  various  types  of  exogenous  and  especially 
endogenous  obesity,  changes  of  metabolism, 
classification  of  cases,  problems  and  results  of 
treatment,  endocrine  causes  of  malnutrition, 
malnutrition  due  to  deficiency,  diagnostic  pro- 
cedures and  classification,  nutritional  problems, 
results  of  treatment. 

28 

John  P.  Stump,  M.D. 

Miles  C.  Krepela,  M.D. 

Stanley  F.  Stockhammer,  M.D. 

Gouvemeur  Hospital 
New  York 

Maintaining  Reduction  in  Oblique  Frac- 
ture of  the  Long  Bones:  A simple  method  of 
maintaining  reduction  in  oblique  and  badly  com- 
minuted fractures  of  long  bones  is  portrayed. 
The  method  consists  of  the  use  of  a single 
Kirschner  wire  above  and  below  the  fracture, 
holding  the  wires  in  place  with  small  tautening 
bolts  and  plaster  of  paris  casts. 
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29 

Dante  P.  Dapolonia,  M.D. 

Stanley  F.  Stockhammer,  M.D. 

Ralph  B.  Elias,  M.D. 

Gouverneur  Hospital 
New  York 

Russell  Traction  Treatment  of  Frac- 
tures : Photographs  of  various  fractured  femurs 
before  and  following  use  of  Russell  traction  and 
end  results. 

30 

Carl  A.  Peterson,  M.D. 

Walter  D.  Ludlum,  Jr.,  M.D. 

Miles  C.  Krepela,  M.D. 

Gouverneur  Hospital 
New  York 

Mortality  in  Head  Injuries:  Charts  pre- 
senting statistics  of  140  consecutive  cases  of  head 
injuries  with  descriptive  outlines,  drawings,  and 
x-ray  reproductions. 

31 

Walter  D.  Ludlum,  Jr.,  M.D. 

Ralph  B.  Elias,  M.D. 

Abraham  Katz,  M.D. 

Gouverneur  Hospital 
New  York 

Closed  Reduction  of  Fractures:  Charts, 
reproductions  of  x-rays,  reduction  and  main- 
tenance materials  illustrating  methods  used  in 
1,600  consecutive  fractures. 

32 

Miles  C.  Krepela,  M.D. 

Abraham  Katz,  M.D. 

Gouverneur  Hospital 
New  York 

Use  of  Traction  in  Fractures  of  the 
Humerus:  X-rays  and  diagrams  illustrating 

types  of  traction  at  various  fracture  levels. 

33 

Lauritz  S.  Ylvisaker,  M.  D. 

Henry  B.  Kirkland,  M.D. 

Prudential  Insurance  Company 

Newark,  New  Jersey 

Tuberculosis  and  Employment:  X-rays 

illustrating  plan  of  an  active  chest  service  for  the 
purpose  of  controlling  and  eliminating  tubercu- 
losis among  employees  of  a large  business  organi- 
zation. Stress  is  laid  on  early  diagnosis  by  pre- 
employment and  voluntary  periodic  examina- 
tions, study  of  contact  cases,  and  observation  of 
individuals  developing  symptoms  suggestive  of 
pulmonary  disease.  A rehabilitation  program  is 
emphasized,  including  sanatorium  treatment, 
part-time  work  during  postconvalescent  period, 
and  close  supervision  to  determine  work  capacity, 
prevent  recurrence,  and  protect  others.  Results 
of  a six-year  experience  with  the  plan  are  pre- 
sented. 

34 

William  G.  Exton,  M.D. 

Anton  R.  Rose,  Ph.D. 

The  Prudential  Laboratory  and  Longevity 
Service 

The  Prudential  Insurance  Company 

Newark,  New  Jersey 


One  Hour  Renal  Calculation  Test:  Ex- 
hibit describes  a simple  and  convenient  test,  of 
renal  function  and  organic  states,  by  wall  charts 
which  explain  certain  relations  of  nephrone  to 
urinalysis,  and  sample  of  urine  to  nephron 
mechanics  on  which  the  test  is  based.  Data 
illustrating  results  are  also  shown  with  demon- 
strations of  short  simple  method  for  determining 
albumin  and  globulin  in  blood  and  urine  and 
counting  the  formed  elements  in  urine. 

35 

New  York  State  Medical  Library 

State  Education  Department 
Albany 

New  York  State  Medical  Library:  Pos- 
ters, books,  and  journals.  A representative  of 
the  library  will  be  present  to  answer  all  ques- 
tions concerning  the  services  of  the  library. 

36 

Joseph  J.  Berkowitz,  M.D. 

Flower  and  Fifth  Avenue  Hospital 
New  York 

Sterility  and  Infertility.  Its  Manage- 
ment in  General  Practice  : Charts,  drawings, 
salpingograms,  instruments,  and  specimens  illus- 
trating the  examination  and  treatment  of  the 
male  and  of  the  female  in  the  management  of  the 
childless  couple. 

37 

Richard  Grimes,  M.D. 

Alfred  Angrist,  M.D. 

Queens  General  Hospital 
Office  of  the  Chief  Medical  Examiner 
New  York 

Demonstration  of  Forms  of  Intracranial 
Hemorrhage:  Sixty  mounted  large  Koda- 

chrome  natural  colored  transparency  photo- 
graphs of  the  varying  types  of  traumatic  and 
medical  hemorrhages  found  intracranially  in  the 
routine  autopsy  material,  covering  approxi- 
mately 800  cases  during  the  year,  with  clinical 
correlation. 

38 

Alfred  Angrist,  M.D. 

Alfred  Schwarz,  M.D. 

Jewish  Memorial  Hospital 
New  York 

Survey  and  Evaluation  of  Pregnancy 
Tests:  Charts  analyzing  principles  involved  in 
presentation  of  all  tests  for  pregnancy,  including 
recent  Hogben  test  with  demonstration. 

39 

Milton  S.  Lloyd,  M.D. 

Flower  and  Fifth  Avenue  Hospital 
New  York 

Cancer  of  the  Bronchus.  Endoscopic 
Findings  in  Relation  to  Physical  and  X-Ray 
Signs:  Color  drawings  of  bronchoscopic  views 
in  typical  cases  with  characteristic  resultant 
physical  signs.  Color  drawings  and  chest  x-rays 
of  characteristic  cases  prepared  as  lantern  slides 
and  exhibited  in  a special  viewing  box. 
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40 

Benjamin  Jablons,  M.D. 

J.  L.  Miller,  M.D. 

C.  L.  Royster,  M.D. 

First  Medical  Division,  City  Hospital 
New  York 

Effect  of  Physical  Measures  on  Circula- 
tion in  Peripheral  Vascular  Disease  : Effect 
of  physical  measures  on  peripheral  circulation  in 
normals  and  in  peripheral  disease,  as  shown  by 
changes  in  surface  and  muscle  temperatures, 
oscillometrograms,  and  arteriographs.  Rehabili- 
tation studies  in  Thromboangitis  Obliterans  and 
Peripheral  Arteriosclerosis. 

41 

William  A.  Schonfeld,  M.D. 

Endocrine  Clinic,  Neurological  Institute 
Columbia-Presbyterian  Medical  Center 
New  York 

Management  of  Male  Puberty:  (A)  On 

the  basis  of  measurements  of  the  Genitalia 
(specially  devised  gages  used)  and  the  evalua- 
tion of  the  2°  sex  characteristics  of  1,500  normal 
boys  from  1 day  to  21  years  of  age,  the  range  of 
normal  was  determined.  (B)  A large  series  of 
Pseudo-Froehlich  Syndromes  was  followed  for 
3 to  6 years  with  photographs  and  measurements 
until  the  advent  of  puberty  using  Time- Diet  and 
Thyroid.  (C)  Differential  diagnosis  of  above 
cases  of  the  Froehlich  Syndrome  and  Eunuchoid- 
ism (25  cases)  with  appropriate  treatment  and 
results  using  Hormone  Therapy. 

42 

Abraham  Kaplan,  M.D. 

Mount  Sinai  Hospital 
New  York 

Head  Injuries:  Charts  and  case  studies  of 
head  injuries  seen  at  the  leading  hospitals  in  New 
York  City.  X-ray  films  and  air  studies  of  cere- 
bral injuries.  Photographs  of  specimens. 

43 

Philip  D.  Allen,  M.D. 

New  York  and  Brooklyn  Regional  Fracture 
Committee 
New  York 

The  New  York  and  Brooklyn  Regional 
Fracture  Committee:  Posters  demonstrating 
how  to  transport  a patient  with  a suspected 
fracture  of  the  spine.  Also  posters  emphasizing 
the  value  of  accurate  follow-up  systems  in  all 
hospitals  treating  fractures. 

44 

Samuel  S.  Rosenfeld,  M.D. 

Bernard  Lapan,  M.D. 

H.  Barron,  M.S. 

Jewish  Memorial  Hospital 
New  York 

Studies  in  Habitual  Abortion:  Mounted 
specimens  and  microphotographs  demonstrating 
effects  of  blood  serums  from  normal  females  and 
cases  of  habitual  abortion,  and  conclusions  per- 
missible to  date  on  the  basis  of  such  studies  with 
particular  reference  to  the  application  of  such 
findings  in  therapy. 


45 

Arthur  J.  Barsky,  M.D. 

Beth  Israel  Hospital 
New  York 

Plastic  Reparative  Surgery:  A photo- 

graphic and  diagrammatic  demonstration  of  the 
various  surgical  procedures  utilized  in  the  res- 
toration of  defects,  congenital  and  acquired. 

46 

A.  Benson  Cannon,  M.D. 

Hazel  Bishop,  A.B. 

Vanderbilt  Clinic 
New  York 

Skin  Lesions  Frequently  Found  in  Gen- 
eral Practice:  Colored  lantern  slide  demon- 

strations with  brief  history  of  cases. 

47 

Henry  W.  Louria,  M.D. 

Jewish  Hospital 
Brooklyn 

The  Surgical  Treatment  of  Goiter: 
Drawings  showing  the  steps  of  the  operation. 
Pathologic  specimens.  Microscopic  drawings. 
Charts  indicating  the  mortality,  morbidity,  and 
end  results. 

48 

Alexander  S.  Wiener,  M.D. 

Office  of  the  Chief  Medical  Examiner 
New  York 

Medicolegal  Applications  of  Blood  Group- 
ing: Exhibit  explains  the  applications  of  blood 
grouping  in  disputed  parentage  and  for  the 
individual  identification  of  blood  stains. 

49 

Herbert  R.  Edwards,  M.D. 

New  York  City  Department  of  Health 
New  York 

X-Ray  Surveys  of  Apparently  Healthy 
Individuals — A Lesson  in  Film  Filing: 
(A)  Charts  giving  the  findings  in  over  200,000 
apparently  healthy  adults  x-rayed  in  routine 
surveys  in  New  York  City  since  1938.  These 
groups  include  high-school  pupils,  college  stu- 
dents, applicants  for  Civil  Service  positions, 
members  of  labor  unions,  individuals  on  home 
relief,  prisoners,  and  transients  and  homeless 
men.  Transparencies  illustrating  the  types  and 
course  of  tuberculous  lesions  found  and  interest- 
ing nontuberculous  conditions.  (B)  Chart  com- 
paring filing  of  x-ray  film  in  the  conventional 
three-drawer  cabinet,  open  shelving,  and  by 
photography  on  35  mm.  film,  showing  the  saving 
of  98  per  cent  of  the  filing  space  by  the  new 
microfilm  method. 

50 

Augustus  J.  Hambrook,  M.D. 

Subcommittee  on  Deaf  and  Hard  of  Hearing 
Medical  Society  of  the  State  of  New  York 
Troy 

New  York  State  Commission  to  Examine, 
Report  upon  and  Recommend  Measures  to 
Improve  Facilities  for  Care  of  Hard  of 
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Hearing  and  Deaf  Children  and  Adults: 
An  exhibit  to  portray  services,  in  the  State  of 
New  York,  available  to  the  hard  of  hearing  and 
deaf  for  the  conservation  of  hearing. 

51 

New  York  State  Commission  for  the  Blind 

Prevention  of  Blindness  Service 
New  York 

Prevention  of  Blindness  Exhibit:  Series 
of  posters. 

52 

Registry  of  Medical  Technologists 

American  Society  of  Clinical  Pathologists 
Denver,  Colorado 

Registry  of  Medical  Technologists  of 
the  American  Society  of  Clinical  Patholo- 
gists : Exhibit  of  charts  teaching  the  importance 
of  employment  by  hospitals  and  physicians  of 
properly  trained  registered  technologists.  Charts 
giving  data  regarding  approved  training  schools. 
Descriptive  literature.  Blank  forms. 

53 

Theodore  Rosenthal,  M.D. 

Bureau  of  Social  Hygiene 
New  York  City  Department  of  Health 
New  York 

Syphilis  Control  in  New  York  City:  The 
exhibit  depicts  the  services  rendered  to  the 
physician  in  practice,  by  the  Bureau  of  Social 
Hygiene  of  the  New  York  City  Department  of 
Health.  Diagnostic  and  other  facilities  are  ex- 
tended to  the  practitioner  to  aid  him  to  get 
and  retain  patients  with  syphilis  and  gonor- 
rhea. 

54 

Joseph  Safian,  M.D. 

Beth  David  Hospital 
New  York 

Traumatic  Surgery  of  the  Face:  An  illu- 
minated case  of  transparent  colored  film  showing 
various  facial  injuries  and  their  surgical  correc- 
tion. 


55 

Raphael  Schillinger,  M.D. 

Lutheran  Hospital 
Brooklyn 

Diagnosis  of  Paranasal  Sinusitis:  This 

exhibit  demonstrates  a method  for  determining 
the  anatomic  state  of  the  sinuses  and  the  func- 
tional activity  of  their  mucosal  lining.  The 
method  is  termed  “An  Opaque  Survey.”  It 
employs  serial  radiography  with  a contrast 
medium  for  the  visualization  of  ventilation, 
drainage,  and  pathologic  lesions  in  the  sinuses. 
Characteristic  filling  and  emptying  data  for 
clinical  entities  are  shown. 

56 

John  B.  Schwedel,  M.D. 

Equitable  Life  Assurance  Society 
Montefiore  Hospital 
New  York 

Fixed  Points  in  Cardiac  Fluoroscopy: 
Radiographs,  diagrams,  and  descriptive  matter 
showing  how  to  recognize  and  evaluate  anatomic 
landmarks  within  and  about  the  heart  to 
properly  evaluate  the  size  of  the  individual  heart 
chambers.  A few  anatomic  specimens  will  be  dis- 
played. 

57 

Section  on  Industrial  Medicine  and  Surgery 

Medical  Society  of  the  State  of  New  York 

Section  on  Industrial  Medicine  and  Sur- 
gery: Various  charts  and  photographs  in  con- 
nection with  the  talks  to  be  given  during  the 
sessions  of  the  Section  on  Industrial  Medicine 
and  Surgery  of  the  Medical  Society  of  the  State 
of  New  York. 

58 

Special  Committee  on  Maternal  Welfare 
Medical  Society  of  the  State  of  New  York 

Charles  A.  Gordon,  M.D.,  Brooklyn 
James  K.  Quigley,  M.D.,  Rochester 
Ferdinand  J.  Schoeneck,  M.D.,  Syracuse 

Special  Committee  on  Maternal  Welfare: 
An  exhibit  designed  to  show  graphically  how  the 
problems  of  maternal  welfare  are  being  solved  in 
the  various  counties  in  New  York  State. 


Scientific  Motion  Picture  Exhibits 

These  films  will  be  shown  each  afternoon  in  the  Empire  Room  at  The  Waldorf-Astoria 


Technical  Exhibits 

The  Waldorf-Astoria,  May  6,  7,  8,  9,  1940 
A.  L.  Loomis  Bell,  M.D.,  Director  . . . Brooklyn 


One  of  the  most  interesting  features  of  this  year’s  meeting  at  The  Waldorf-Astoria 
will  be  the  array  of  selected  technical  exhibits.  A number  of  our  exhibitors  are 
planning  to  show  new  equipment  here  for  the  first  time  before  any  medical  group, 
and  an  even  larger  number  of  new  medical  preparations  will  be  on  display. 

For  instance,  an  exhibit  of  general  as  well  as  professional  interest  will  describe  a 
very  recent  development  in  the  distribution  of  milk  in  fiber  containers,  which  is 
thought  to  be  an  important  contribution  to  the  protection  of  public  health.  Use  of 
these  containers  is  largely  confined  to  the  City  of  New  York,  but  will  be  introduced 
rapidly  elsewhere  and  may  soon  displace  the  refillable  glass  bottle.  Your  patients 
will  be  interested  in  this  too. 

Below  are  brief  descriptions  of  many  of  the  exhibits  you  will  find  on  the  ballroom 
floor  at  The  Waldorf-Astoria.  They  are  selected  displays,  for  there  have  been  elimi- 
nated many  unrelated  to  medicine  which  were  present  at  the  last  New  York  City 
meeting.  Every  booth  has  something  for  you  this  year.  Remember,  to  inspect 
each  one  will  be  advantageous  to  you  personally,  and  at  the  same  time  represents  a 
courtesy  call  members  of  the  Society  owe  to  an  invited  guest. 


Abbott  Laboratories  (Booth  64).  Here  a hearty 
welcome  awaits  you  and  a cordial  invitation  to 
drop  in  and  discuss  the  newer  preparations  is 
extended  to  you.  Abbott-Trained  Representa- 
tives in  attendance  are  well  qualified  to  answer 
any  questions  you  may  have  regarding  any 
products  shown  in  this  comprehensive  display. 

American  Can  Company  (Booth  11)  cordially 
invites  all  registrants  at  the  convention  to  call 
at  the  display  where  information  will  be  avail- 
able concerning  those  aspects  of  commercially 
canned  foods  which  are  of  greatest  interest  to 
the  medical  profession.  Literature  on  the  health 
aspects  of  the  American  Can  Company’s  new, 
single-service  Paper  Milk  Container  will  also  be 
available. 

American  Cystoscope  Makers,  Inc.  (Booths  33 
and  34).  A cordial  invitation  is  extended  to  all 
to  visit  their  exhibit  to  inspect  the  first  woven 
ureteral  catheters  manufactured  in  America. 
Nylon,  a sensational  new  duPont  product  was 
selected  as  it  possesses  ideal  characteristics  for 
catheter  manufacture.  It  is  nonabsorbent  and 
chemically  inert.  The  A.C.M.I.  X-Ray  and 
Non  X-Ray  Woven  Catheters  may  be  boiled  re- 
peatedly without  harm.  No  known  sterilizing 
agent  affects  them  adversely.  Examine  them  at 
their  display. 

American  Hospital  Supply 
Corporation  (Booth  40).  You 
have  heard  about  Baxter 
Transfuso  Vacs  and  Plasma 
Vacs  which  are  revolutionizing 
blood  transfusions  and  blood 
banking.  See  them  demon- 
strated in  their  display.  Ex- 


amine the  Vasoscillator  for  the  conservative 
treatment  of  peripheral  vascular  disease.  Among 
other  interesting  American  specialties  is  the 
Dickson  Paraffin  Bath,  designed  for  adequate, 
accurately  controlled  heat  therapy  with  melted 
paraffin. 

The  Arlington  Chemical  Company  (Booth  87) 
invites  you  to  inspect  their  line  of  Proteins  and 
Pollens  for  diagnosis  and  desensitization  of  al- 
lergic conditions.  Also  their  new  product — 
Aminoids.  Aminoids  represents  a combination 
of  amino  acids  and  has  proved  of  therapeutic 
value  in  malnutrition,  underweight  and  loss  of 
appetite.  Dr.  J.  H.  Frazer,  in  charge  of  the  ex- 
hibit, will  be  happy  to  answer  inquiries  regarding 
this  new  product  and  inquiries  relative  to  hay 
fever,  asthma,  etc. 

W.  A.  Baiun  Co.,  Inc.  (Booth  65)  will  display 
their  latest  contribution  to  efficient  blood- 
pressure  taking,  the  Standby  Model  Bauman- 
ometer.  This  new  model  is  the  result  of  the  vast 
experience  gained  in  a quarter  of  a century  of 
manufacturing  blood-pressure  apparatus  ex- 
clusively. In  addition  to  the  Standby  Model, 
the  W.  A.  Baum  exhibit  includes  the  Kompak 
Model,  Smallest,  Lightest,  Handiest;  the  300 
Model,  ideal  for  the  office  desk;  and  the  Wall 
Model  which  may  be  conveniently  mounted  on 
the  wall  of  the  office  or  examining  room. 


J.  Beeber  Co.  (Booths  17,  18  & 19).  Be  sure  to 
visit  the  exhibit  and  see  the  latest  Mattern  X- 
Ray  Unit.  There  will  also  be  a complete  line 
of  the  latest  Diagnostic  Apparatus  from  E-K-G’s 
to  elaborate  office  furniture  and  many  other  new 
items. 
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The  Borden  Company  (Booth  4). 
Full  information  on  Biolac,  the  new 
liquid  modified  milk  for  infants,  will 
be  available  at  their  exhibit.  Also  on 
display  will  be  other  Borden  products 
for  infant  feeding,  notably  Klim, 
Dryco,  Special  Dryco,  Beta  Lactose, 
Merrell-Soule  Products,  and  Borden’s 
Irradiated  Evaporated  Milks. 


Burroughs  Wellcome  & Co.  (U.  S.  A.),  Inc. 

(Booths  71  and  72)  presents  a representative 
group  of  fine  chemicals  and  pharmaceutical 
preparations,  together  with  new  and  important 
therapeutic  agents  of  special  interest  to  the 
medical  profession. 


Cambridge  Instrument  Company,  Inc.  (Booths 
73  & 74)  is  showing  its  Cambridge-Hindle  Elec- 
trocardiographs and  Stethographs — with  par- 
ticular emphasis  on  its  “Simpli-Trol”  Portable 
Electrocardiograph.  This  little  portable  op- 
erates from  the  electrical  supply  and  it  has  an 
independent  time  marker.  The  “Simpli-Trol” 
weighs  only  thirty  pounds. 


Cameron  Surgical  Specialty  Company  (Booth  37). 
See  the  new  Cameron  made  Schindler  Flexible 
Gastroscope,  the  Color-Flash  Clinical  Camera, 
the  Projectoray  and  the  latest  Cameron-Lempert 
Headlite  demonstrated  at  their  exhibit.  The 
Cameron  Surgical  Specialty  Company  of  Chi- 
cago has  its  local  Sales  and  Service  Office  at  250 
West  57th  Street,  New  York  City.  Latest 
developments  in  electrically  lighted  Diagnostic 
and  Operating  instruments  for  all  parts  of  the 
body  will  be  shown.  Of  special  interest  will  be 
the  new  inexpensive  office  model  Radio  Knife, 
Combination  Spark-Gap  & Tube  Electro- 
Surgical  Unit,  and  other  electro-surgical  units  for 
cutting,  coagulating,  desiccation  and  figura- 
tion in  all  sizes  from  the  office  model  up  to  the 
hospital  unit  with  sufficient  power  for  major 
surgery  and  transurethral  prostatic  resec- 
tions. 


Curvlite  Products,  Inc.  (Booth  44).  Curvlite, 
the  patented  original  cold  light  boilable  plastic 
instruments,  has  been  accepted  for  use  in  many 
hospitals  and  by  leading  surgeons  and  practi- 
tioners. Acknowledged  an  outstanding  achieve- 
ment in  modern  science,  Curvlite  instruments 
illuminate  operative  or  diagnostic  areas  with  cold, 
intense  light  that  passes  directly  through  the 
instruments  into  the  operative  or  diagnostic 
field,  providing  unobstructed  light  for  all  types 
of  surgery. 


Davies,  Rose  & Company,  Limited,  Boston,  Mass. 
(Booth  76)  hope  that  you  will  visit  their  head- 
quarters. The  preparations  that  this  firm  is  ex- 
hibiting have  a world-wide  reputation.  Physio- 
logical or  chemical  tests  are  made  to  assure 
their  standardization.  Clinical  experience 
vouches  for  their  dependability.  Messrs.  H.  V. 
Orne  and  F.  L.  Moulton  will  be  at  the  booth  to 
welcome  you. 


R.  B.  Davis  Company  (Booth  94). 

Enjoy  a drink  of  delicious  Cocomalt 
at  their  exhibit.  Cocomalt  is  re- 
freshing, nourishing  and  of  the  high- 
est quality.  It  has  a rich  content  of 
Vitamins  A,  Bi  and  D,  Calcium  and 
Phosphorus  to  aid  in  the  develop- 
ment of  strong  bones  and  sound 
teeth;  Iron  for  blood;  Protein  for  strength  and 
muscle;  Carbohydrate  for  energy. 

The  Denver  Chemical  Mfg.  Co.  (Booth  79). 

Devereux  Schools,  Inc.  (Booth  85).  The  Dev- 
ereux  exhibit  enables  visiting  physicians  to  be- 
come acquainted  with  the  facilities  available  for 
children  of  varying  ages,  who  find  it  difficult  to 
make  an  adequate  social  and  scholastic  adjust- 
ment in  regular  public  or  private  schools.  Repre- 
sentatives at  the  booth  will  gladly  inform  you  of 
the  Schools’  psychiatric  and  psychological  work. 
The  Schools  cooperate  with  referring  physicians 
by  sending  reports  directly  to  them  for  their 
interpretation  to  the  parents.  This  service  is 
furnished  by  the  schools  for  the  physician. 

The  DeVilbiss  Company  (Booth  35).  The  com- 
plete DeVilbiss  line  of  medicinal  atomizers  will 
be  on  display.  Specially  featured  in  the  exhibit 
will  be  illustrations  showing  the  superior  cover- 
age afforded  by  the  atomizer  in  the  application 
of  solutions  to  the  nose  and  throat.  These  illus- 
trations are  based  on  x-ray  research.  Copies  of 
the  illustrations  for  reference  may  be  secured  from 
Mr.  F.  L.  Graham,  DeVilbiss  representative  in 
charge  of  the  display. 

Doak  Company,  Inc.  (Booth  78).  Physicians 
interested  in  unusual  preparations  for  the  treat- 
ment of  skin  diseases  should  visit  this  exhibit. 
Colloidal  Sulfur,  the  original  preparation  as  ad- 
vocated for  the  treatment  of  arthritis  in  many 
American  Publications  is  also  shown  at  this 
booth.  Reprints  obtainable. 

E & J Company  of  New  York  (Booth  99)  will 
show  the  latest  development  in  automatic,  me- 
chanical respiration,  inhalation  and  aspiration, 
all  combined  in  a single  apparatus.  Look  for  the 
Breathing  Doll,  and  ask  for  recent  reprints 
from  the  literature.  Other  items  on  display  will 
include  the  Cooley  Compress  and  the  Harger 
Chemical  Breath  Test. 


H.  G.  Fischer  & Co.  (Booth  69)  are  displaying 
their  1940  models  of  x-ray  and  short  wave  ap- 
paratus which  are  so  distinctive  that  every  phy- 
sician should  consider  inspection  a convention 
obligation.  The  complete  H.  G.  Fischer  &'  Co. 
line  includes  shockproof  x-ray  apparatus,  short 
wave  units,  combination  cabinets,  galvanic  and 
wave  generators,  ultra  violet  and  infra-red  lamps 
and  many  other  units,  accessories,  and  supplies. 
Physicians  attending  the  convention  are  invited 
to  ask  for  demonstrations  of  apparatus  in  which 
they  are  interested  and  to  consult  with  Fischer 
representatives  regarding  technics  made  available 
by  Fischer  apparatus. 
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C.  B.  Fleet  Co.,  Inc.  (Booth  107).  Phospho- 
Soda  (Fleet)  a saline  laxative  has  been  presented 
to  the  Medical  Profession  for  over  fifty  years. 
This  eliminant  is  suggested  where  a rapid  non- 
griping action  is  desired.  It  is  recommended  in 
gall  bladder  disorders.  The  Profession  is  cordi- 
ally invited  to  visit  the  exhibit  of  C.  B.  Fleet  Co. 

The  Foregger  Co.,  Inc.  (Booth  22)  will  have 
resuscitation  and  anesthesia  apparatus  including 
the  new  O.F.  type  anesthesia  apparatus  on  dis- 
play. The  latter  will  include  a new  design, 
specially  suited  to  those  requiring  small,  com- 
pact, and  inexpensive  apparatus.  Improved 
oxygen  equipment,  including  widely  known 
Bullowa  Inhaler  for  nasal  administration  and  a 
newly  designed  Oxygen  Humidifying  outfit,  will 
also  be  shown. 


Gerber  Products  Company  (Booth 
77)  will  display  ten  new  foods 
which  have  just  been  added  to  the 
Gerber  Foods.  Copies  of  | both 
the  professional  literature  and  the 
booklets  for  mothers  are  there  for 
your  examination  and  will  be  sent 
to  you  on  request. 


J.  E.  Hanger,  Inc.  (Booth  55) 
will  display  new  type  duralu- 
min metal  limbs  showing  vari- 
ous stages  of  construction. 

Demonstration  by  limb  wearer 
of  the  patented  hip  control  leg 
with  adjustable  friction  knee 
joint  and  automatic  locking 
and  unlocking  of  knee  at  each 
step.  Simplicity  of  design,  natural  appearance, 
and  lightness  in  weight  will  be  featured. 


Harold  Surgical  Corp.  (Booth  58).  Trained 
technicians  will  be  available  at  the  display  to 
give  you  full  information  on  all  aspects  pertain- 
ing to  electrocardiography  and  other  types  of 
electro  diagnostic  and  therapeutic  equipment. 
They  will  feature  the  Beck-Lee  Electrocardio- 
graph and  other  physiotherapy  equipment  in- 
cluding short-wave  apparatus  and  quartz  lamps. 

H.  J.  Heinz  Co.  (Booth  23).  Physicians  inter- 
ested in  prescribing  for  feeding — especially  of 
infants,  older  children,  or  adults  requiring  soft 
diets — will  be  interested  in  the  new  Heinz  ex- 
hibit where  Strained  and  Junior  Foods  are  at- 
tractively displayed.  The  Heinz  representative 
in  attendance  will  be  happy  to  supply  information 
on  these  foods. 

Paul  B.  Hoeber,  Inc.  (Booth  15) 
will  display  for  the  first  time 
Treatment  of  Cancer  and  Allied 
Diseases  in  3 volumes  by  147 
international  authorities,  edited 
by  Doctors  Pack  and  Living- 
ston. Among  the  other  new 
Hoeber  books  shown  will  be  Al- 
varez’ An  Introduction  to  Gastro- Enter ology, 
Reynolds’  Physiology  of  the  Uterus  and  Warren’s 
Handbook  of  Skin  Diseases. 


Holland-Rantos  Company,  Inc.  (Booth  53). 
Physicians  interested  in  gynecological  specialties 
should  be  sure  to  visit  the  exhibit  of  the  Holland- 
Rantos  Company.  On  display  will  be  their 
various  vaginal  diaphragms,  the  Koromex,  the 
H-R  Mensinga,  and  the  H-R  Matrisalus.  Cin- 
quarsen,  the  treatment  of  Trichomonas  Vaginalis 
Vaginitis  will  also  be  demonstrated,  as  well  as 
the  new  Hollandex  textile  line  of  garments  and 
bedding. 

Horlick’s  Malted  Milk  Corporation  (Booth  54). 
Nourishing,  digestible,  appetizing — these  are  the 
three  outstanding  qualities  for  which  Horlick’s 
is  famous,  whether  in  powder  or  tablet  form. 
Visit  the  exhibit.  You  will  be  interested  in  the 
many  uses  from  infant  feeding  to  old  age.  Note 
especially  the  convenience  of  the  tablets  in  ulcer 
diets. 

Hospital  Liquids,  Incorporated 

(Booth  70).  Manufacturers  of 
Ampules,  Vials,  Biologicals  and 
Intravenous  Solutions  in  Filtrair 
Dispensers  will  display  their  prod- 
ucts, with  competent  and  qualified 
representatives  in  attendance  to 
explain  the  advantages  of  Intravenous  Solutions 
in  Filtrair  Dispensers  and  the  new  Transfusion 
Haem-o-Vac  Blood  Transfusion  Set  in  connec- 
tion with  Haem-o-Vac  containers  and  Filtrair 
dispensers. 

Jones  Metabolism  Equipment  Co.  (Booths  26 
and  27),  invites  you  to  see  the  original  waterless 
metabolism  apparatus.  The  exclusive  features 
of  the  Jones  include  a double  slope  tracing  which 
eliminates  the  possibility  of  technical  errors;  a 
simplified  and  accurate  slide  rule  for  calculations, 
and  the  life-time  guarantee  of  accuracy  greater 
than  99  per  cent.  The  20  years  of  experience  of 
the  Jones  Metabolism  Equipment  Company 
have  made  it  possible  for  them  to  produce  a 
foolproof,  simple,  and  accurate  machine. 


“The  Junket  Folks,”  Chr.  Hansen’s  Labora- 
tory, Inc.,  Little  Falls,  N.  Y.  (Booth  7)  will  have 
a graduate  dietitian  in  attendance  at  exhibit. 
Free  servings  of  rennet  custards  made  with 
“Junket”  Rennet  Powder  and  “Junket”  Rennet 
Tablets.  Authoritative  literature  describes  the 
action  of  the  rennet  enzyme  on  milk  and  the 
place  of  rennet-custards  in  the  diets  of  convales- 
cents, . postoperative  cases,  invalids,  infants, 
children,  etc.  Display  of  “Junket”  Brand  Food 
Products. 


Kalak  Water  Co.  of  New  York,  Inc.  (Booth  90). 
At  the  display  you  will  find  Kalak,  the  crystal 
clear,  sparkling,  alkaline  mineral  water  that  has 
been  the  first  choice  of  the  doctor  for  over  a 
quarter  of  a century.  Drop  around  and  discover 
how  pleasant  tasting  and  refreshing  Kalak  is 
when  served  properly  chilled.  Don’t  get  con- 
fused— there  are  no  sulfates  in  Kalak ; it  is  not  a 
laxative.  It  is  acid-neutralizing  and  mildly 
diuretic. 


Kemp  Sun-Rayed  Co.  (Booth  82). 
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Lederle  Laboratories,  Inc.  (Booth  5)  will  feature 
their  Pollen  Extracts  for  Hay  Fever.  Other 
products  to  be  displayed  are  the  recently  an- 
nounced Bellabulgara  for  the  treatment  of  post- 
encephalitis ; Parkinsonism  and  other  syndromes 
of  chronic  encephalitis;  the  two  outstanding 
Lederle  vitamin  products:  Vi-Delta  (Vitamins 
A and  B)  and  Vitamin  B Complex,  as  well  as 
their  standard  products  for  pneumonia,  allergy 
and  contagious  diseases.  A staff  attendant  will 
be  in  charge. 

Lepel  High  Frequency  Laboratories,  Inc.  (Booth 
51)  present  their  latest  short  wave  apparatus 
of  both  tube  and  spark  gap  operated  types,  all 
of  which  were  designed  by  E.  V.  Lepel  whose 
name  has  been  foremost  in  high  frequency  circles 
for  over  30  years.  Lepel  ultra  violet  lamps  and 
low  voltage  equipment,  Dierker  colonic  appara- 
tus, and  various  accessories  are  also  on  display. 


Lister  Bros.  Inc.  (Booth  108). 

The  Maltine  Company  (Booth  96)  will  feature 
Maltine  With  Cod  Liver  Oil,  prescribed  with 
confidence  by  physicians  for  sixty-five  years. 
This  Council  Accepted  product,  advertised  to 
physicians  only,  is  known  for  its  unvarying  high 
quality  and  for  its  natural  vitamin  content. 
Of  especial  interest  is  the  recent  25  per  cent  re- 
duction in  its  cost. 

McIntosh  Electrical  Corporation  (Booth  16). 
Old  customers  and  friends  of  the  McIntosh  Elec- 
trical Corporation  will  find  a welcome  at  their 
exhibit.  The  No.  8870  Brevatherm;  the  new  De 
Luxe  Model  Brevatherm  with  grid  control; 
McIntosh  Polysine  Generator;  Biolite  infra-red 
lamps;  and  accessories  will  be  displayed.  Mr. 
K.  A.  Love,  New  York  State  Sales  Manager,  will 
preside. 


Libby,  McNeill  & Libby  (Booth  10)  will  feature  a 
novel  presentation  of  the  story  of  Libby’s  speci- 
ally Homogenized  Baby  Foods  and  Libby’s 
Homogenized  Evaporated  Milk.  A marionette 
stage  occupies  a prominent  position  in  the  booth. 
The  action  of  the  puppets  is  synchronized  with 
a sound  slide  film  so  that  the  story  is  both  pic- 
torial and  verbal.  Doctors  hear  the  story  by 
listening  in  at  handily  placed  cradle  telephones. 
This  presentation  is  supplemented  by  illuminated 
photomicrographs  and  displays  of  the  Libby 
products  which  are  being  so  widely  used  in  infant 
feeding. 

The  Liebel-Flarsheim  Co. 

(Booth  43).  You  are  invited 
to  inspect  the  complete  line  of 
electro-medical  and  electro- 
surgical  apparatus,  including 
the  well-known  Liebel-Flar- 
sheim Short  Wave  Generators,  the  famous  Bovie 
Electro-Surgical  Units,  the  Hypertherm  Fever 
Cabinet  and  Raysun  Therapeutic  Lamp.  Be 
sure  to  see  this  apparatus  and  have  it  demon- 
strated to  you  at  their  exhibit. 

Eli  Lilly  and  Company  (Booth  95)  produced  the 
first  commercial  preparation  of  Insulin,  contrib- 
uted to  development  of  liver  therapy  and  has 
been  responsible  for  many  other  therapeutic  ad- 
vancements. Information  concerning  all  Lilly 
products  will  be  available  at  the  Lilly  exhibit 
where  ‘Merthiolate’  (Sodium  Ethyl  Mercuri 
Thiosalicylate,  Lilly),  'Sodium  Amytal’  (Sodium 
Iso-amyl  Ethyl  Barbiturate,  Lilly),  and  other 
important  products  will  be  featured. 

J.  B.  Lippincott  Company  (Booth  A).  Among  the 
interesting  Lippincott  publications  on  display 
will  be  Kugelmass’ : Newer  Nutrition  in  Pediatric 
Practice,  and  Becker  and  Obermayer’s:  Modern 
Dermatology  and  Syphilology.  Of  similar  impor- 
tance is  Functional  Disorders  of  the  Foot  by  Dick- 
son and  Diveley  which  has  gone  into  a second 
printing  within  five  months  of  publication. 
Other  interesting  works  include  Thorek’s:  Mod- 
ern Surgical  Technic,  Rigler’s:  Outline  of  Roent- 
gen Diagnosis,  Barborka’s:  Treatment  by  Diet, 
and  many  others. 


T.  H.  McKenna,  Inc.  (Booth  68)  will  have  on  dis- 
play a representative  selection  of  the  more  im- 
portant books  of  all  publishers.  Here  you  may 
examine  all  of  the  more  important  recent  books 
on  each  subject  and  compare  their  relative  merits. 
This  gives  you  an  opportunity  to  do  all  of  your 
book  shopping  at  one  place  and  under  impartial 
surroundings. 

Mead  Johnson  & Company  (Booths  41  & 42) 
will  exhibit  several  new  products  in  addition  to 
Dextri-Maltose,  Pablum,  and  Oleum  Perco- 
morphum.  They  will  also  have  on  display 
various  examples  of  the  slogan  “Servamus  Fi- 
dem” — We  Are  Keeping  the  Faith. 

Medical  Film  Guild  (Booths  20  & 21),  Producers 
and  Distributors  of  Medical  Films  that  Teach. 
This  year  this  organization  is  stressing  its  service 
to  program  committees  in  regional  medical 
societies  interested  in  exhibiting  medical  motion 
picture  films.  Interesting  clinical,  diagnostic, 
and  surgical  films,  many  in  color  and  sound,  may 
be  previewed  here  for  your  next  season’s  meet- 
ings. Your  photographic  problems  whether  the 
production  of  a teaching  film,  selection  of  a 
camera,  or  design  of  a photographic  unit  will  be 
answered  by  this  group  of  photographic  special- 
ists. The  Medical  Film  Guild  operates  a camera 
shop  to  complete  its  service  to  the  medical  pro- 
fession. 

Melrose  Hospital  Uniform  Company  (Booth  109) 
extends  a cordial  invitation  to  all  members  of  the 
New  York  State  Medical  Association  to  visit 
their  exhibit  where  they  will  display  a wide  selec- 
tion of  new  styles  in  uniforms,  coats,  gowns, 
and  other  apparel  worn  by  physicians  as  well 
as  specialties  used  by  the  hospitals.  Become 
acquainted  with  Melrose  merchandise.  You 
will  take  Pride  In  Possession. 

Mutual  Pharmacal  Company,  Inc.  (Booth  29) 
will  exhibit  products  of  their  laboratory  at  their 
display  during  the  May  meeting  of  the  Medical 
Society  of  New  York.  Physicians  are  cordially 
invited  to  visit  the  booth.  Samples  and  litera- 
ture on  items  of  present  day  interest  will  be  dis- 
tributed. 
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Nestle’s  Milk  Products,  Inc.  (Booth  30)  extends 
a cordial  invitation  to  all  physicians  interested 
in  infant  feeding  to  visit  their  exhibit.  Lactogen, 
which  for  more  than  fifteen  years  has  given  suc- 
cessful results  in  infant  feeding,  is  featured  in  this 
attractive  display. 


The  New  York  Medical  Exchange  (Booth  38  in 
the  Jade  Room).  Speaking  of  Service — The 
New  York  Medical  Exchange  is  ready  to  help 
you  with  any  of  your  personnel  problems. 
Whether  you  are  seeking  the  services  of  a phy- 
sician, a nurse,  technician,  or  secretary,  or  an 
opportunity  for  yourself,  Patricia  Edgerly,  the 
Director,  will  help  you. 


Paine  Hall  School 

(Booth  66).  Doctors 
Attending  Convention! 

A Medical  Secretary 
will  be  at  your  service 
during  your  entire  stay  by  courtesy  of  Paine 
Hall.  At  the  exhibit  personable  and  efficient 
students  who  are  trained  in  Laboratory  Tech- 
nique, Office  and  Secretarial  duties,  will  prove 
the  indispensability  of  our  Medical  Assistants 
to  every  Physician. 


Parke,  Davis  & Company  (Booths  2 and  3)  will 
feature  in  their  exhibit  the  sex  hormones,  Thee- 
lin  and  Theelol;  antisyphilitic  agents,  such  as 
Mapharsen  and  Thio-Bismol;  posterior  lobe 
preparations,  including  Pituitrin,  Pitocin,  and 
Pitressin;  and  various  standardized  biological 
products. 


Pediforme  Shoe  Company, 

Inc.  (Booth  56).  Pedi- 
forme Shoe  Company  of- 
ficials will  demonstrate 
prescription  features  of 
preventive, protective,  and 
corrective  footwear  con- 
struction for  a variety  of 
foot  and  body  motor  prob- 
lems. Appointments  will 
be  made  for  educational 
cooperation  with  the  pro- 
fession at  colleges,  hospitals,  and  other  medical 
institutions. 

Petrolagar  Laboratories,  Inc.  (Booth  89)  offers, 
in  addition  to  samples  of  the  Five  Types  of 
Petrolagar,  an  interesting  selection  of  descrip- 
tive literature  and  anatomical  charts.  Ask  one 
of  the  Petrolagar  representatives  to  show  you  the 
new  Habit  Time  booklet.  It’s  a welcome  aid  for 
teaching  bowel  regularity  to  your  patients. 


Philip  Morris  & Co.,  Ltd.,  Inc.  (Booth  14)  will 
demonstrate  the  method  by  which  it  was  found 
that  Philip  Morris  Cigarettes,  in  which  diethylene 
glycol  is  used  as  the  hygroscopic  agent,  are  less 
irritating  than  other  cigarettes.  Their  repre- 
sentative will  be  happy  to  discuss  researches  on 
this  subject,  and  problems  oa  the  physiological 
effects  of  smoking, 


E.  W.  Pike  & Company  (Booth  57)  will  exhibit 
the  “Flash-O-Lens”  an  illuminated  magnifier; 
also  their  line  of  low-powered  microscopes. 
They  are  ideal  for  the  quick  and  accurate  in- 
spection of  skin,  scalp,  wounds,  etc. 

The  Prometheus  Elec.  Corp.  (Booth  48)  will 
exhibit  a complete  line  of  sterilizing  equipment, 
operating  lights  and  infra-red  lamps.  There  are 
many  new  improved  models  demonstrated  for 
both  the  physicians  and  the  institutions. 

Radium  Chemical  Company,  Inc.  (Booth  32) 
cordially  invites  physicians  to  visit  their  exhibit 
of  instruments  for  the  handling  and  application 
of  radium  and  radon,  including  some  attractive 
new  features  that  will  be  explained.  Representa- 
tives in  attendance  will  be  prepared  to  discuss 
with  physicians  their  radium  and  radon  require- 
ments, and  to  outline  a leasing  service  whereby 
physicians  may  obtain  continuous  possession  of 
any  desired  quantity  of  radium  at  a nominal 
monthly  fee  with  no  capital  investment  involved. 

The  Radium  Emanation  Corporation  (Booth  91) 
will  exhibit  a wide  variety  of  instruments  and 
applicators  used  in  modern  radium  therapy, 
including  permanent  and  removable  composite, 
leakproof  Radon  Seeds.  The  advantages  of 
these  seeds  will  be  demonstrated  by  magnified 
sections  showing  their  constructions  in  detail. 

Ralston  Purina  Company,  Inc. 

(Booth  31)  cordially  invites  physi- 
cians to  register  at  their  exhibit 
for:  Obesity  Diets  giving  wide 

selection  of  easily  prepared  foods 
for  the  Low  Calorie  diet.  Allergy 
Diets  showing  wheat,  egg,  and 
milk-free  food  lists  and  special 
recipes.  Literature  on  Ralston 
Wheat  Cereal  and  its  place  in  the  dietary. 

Rotophone  Corporation  (Booth  39). 

Sanborn  Company  (Booth  86)  will  feature  ap- 
paratus for  the  simultaneous  registration  of 
heart  sounds  and  electrocardiogram  (the  Stetho- 
Cardiette).  Also  on  display,  will  be  the  Cardio- 
scope,  for  visual  electrocardiography;  the 
Cardiette,  pioneer  portable  electrocardiograph; 
and  the  1940  Sanborn  Waterless,  featuring  many 
outstanding  advantages  in  modern  metabolism 
testing. 

Saratoga  Springs  Authority  (Booth  47).  New 
York  State-owned  Saratoga  Spa  again  will 
serve  to  delegates  Geyser,  the  famous  naturally 
carbonated,  naturally  alkaline  water  of  the  Spa. 
Literature  descriptive  of  the  Spa  and  its  wide 
range  of  therapies,  as  well  as  of  the  other  me- 
dicinal waters  bottled  by  the  State,  will  be  avail- 
able at  their  exhibit. 


Schering  Corporation  (Booth  52).  Their  repre- 
sentatives will  be  pleased  to  discuss  latest  de- 
velopments in  hormone  therapy.  New  products 
on  display  will  be  Cortate  ( deoxycorticosterone 
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acetate),  Anteron  (gonadotropic  hormone  from 
mares’  serum),  Pranturon  (gonadotropic  hor- 
mone from  pregnancy  urine),  Pranone  (orally 
effective  progestin)  as  well  as  the  other  well- 
known  Schering  preparations — Progynon-B,  Pro- 
gynon-DH,  Proluton,  Oreton,  and  Neo-Iopax. 

J.  Sklar  Manufacturing  Co.  (Booth  62).  The 
Sklar  exhibit  will  feature  new  suction  and  pres- 
sure apparatus,  including  the  Improved  Tompkins 
Portable  Rotary  Compressor,  the  DeLux  Tomp- 
kins, the  new  Imperatori  Apparatus  for  ear,  nose 
and  throat  work,  Ralks’  Ideal  Unit  and  Moorhead 
Unit  for  office  and  clinic,  and  the  new,  improved, 
heavy  duty  hospital  model  of  the  Bellevue  Suc- 
tion and  Pressure  Unit.  In  addition,  there  will 
be  displayed  a complete  line  of  Sklar’s  American 
Made  Stainless  Steel  Surgical  Instruments. 

Smith,  Kline  & French  Laboratories  (Booths  83 
and  84),  believing  that  many  physicians  dislike 
efforts  to  make  them  register,  have  arranged 
their  booths  for  self-service.  Up-to-date  in- 
formation about  Benzedrine  Inhaler,  Benzedrine 
Sulfate,  Benzedrine  Solution,  Pentnucleotide, 
Peosol  Tablets  and  Elixir,  Oxo-ate  “B,”  Eskay’s 
Neuro  Phosphates  and  “Paredrine  Hydrobromide 
With  Boric  Acid  Ophthalmic”  may  be  obtained 
in  convenient  envelopes  from  literature  dispen- 
sers. If  additional  data  is  desired,  the  representa- 
tive will  be  glad  to  answer  any  questions. 

Robert  M.  Snively  Company  (Booth  67)  presents 
the  modern  Miller  Hernia  Supports,  an  advance 
in  the  development  of  an  entirely  different 
method  of  the  retention  of  hernia  in  nonopera- 
tive, preoperative  and  postoperative  treatment. 
These  appliances  differ  in  form,  material,  and 
comfort.  A booklet  “Hernia”  published  for 
physicians  may  be  had  free  at  the  booth. 

E.  R.  Squibb  & Sons  (Booth  88)  cordially  invite 
physicians  attending  the  Medical  Society  of  the 
State  of  New  York  to  visit  the  Squibb  Exhibit. 
The  complete  line  of  Squibb  Vitamin,  Glandular, 
Arsenical  and  Biological  Products  and  Special- 
ties, as  well  as  a number  of  interesting  new  items 
will  be  featured.  Well-informed  Squibb  repre- 
sentatives will  be  on  hand  to  welcome  you  and  to 
furnish  any  information  desired  on  the  products 
displayed. 

R.  J.  Strasenburgh  Company  (Booth  63)  has 
been  purveyors  of  fine  pharmaceuticals  to  the 
Medical  Profession  for  fifty-four  years.  Unusual 
specialties  are  indigenous  to  their  Research 
Laboratories.  Visit  their  booth  and  investigate 
Maxitate  (Mannitol  Hexanitrate),  the  prolonged 
vasodilator  for  Essential  Hypertension. 

Mr.  Charles  C.  Thomas  (Booth  1)  will  display, 
among  others,  the  following  new  books:  Mc- 
Lellan’s  Neurogenic  Bladder;  Barnes’s  Electro- 
cardiographic Patterns;  Pancoast,  Pendergrass, 
and  Schaeffer’s  The  Head  and  Neck  in  Roentgen 
Diagnosis;  Roesler’s  Atlas  of  Cardioroentgen- 
ology;  Sulzberger’s  Dermatologic  Allergy;  Joa- 
chim’s Practical  Bedside  Diagnosis  and  Treat- 
ment; Steindler’s  Orthopedic  Operations;  Rankin 


and  Graham’s  Cancer  of  the  Colon  and  Rectum; 
McNeill’s  Roentgen  Technique;  Collens  and 
Wilensky’s  Peripheral  Vascular  Diseases;  Wie- 
ner’s Blood  Groups  and  Blood  Transfusion,  2nd 
Edition;  Hamby’s  Hospital  Care  of  Neurosur- 
gical Patients;  Hamblen’s  Endocrine  Gyne- 
cology. 

George  Tiemann  & Co.  (Booth  61). 

U.  M.  A.,  Inc.  (Booth  36)  show  the  new  improved 
Collwil  Intermittent  Venous  Occlusion  Apparatus 
at  the  sensationally  reduced  price  of  $148  com- 
plete with  two  cuffs.  This  is  the  original  ap- 
paratus devised  by  Drs.  Collens  and  Wilensky. 
At  this  price  you  cannot  afford  to  be  without  it. 
U.  M.  A.  is  introducing  at  this  meeting  the 
“Collens  Sphygmo-Oscillometer” — an  invaluable 
diagnostic  instrument  which  combined  a sphyg- 
momanometer with  an  oscillometer.  This  unit 
sells  for  $29.50  and  is  wholly  manufactured  in  the 
United  States. 

U.  S.  Vitamin  Corporation  (Booth  9).  Vitamins 
Alone  Are  Not  Enough.  Adequate  mineral 
intake  is  often  necessary  for  proper  vitamin  utili- 
zation. Recent  literature,  available  upon  re- 
quest, substantiates  this.  The  U.  S.  Vitamin 
Corporation  has  long  pioneered  the  interrela- 
tionships of  vitamins  with  minerals  through 
Vi-Syneral,  the  original  vitamin-mineral  con- 
centrate containing  Vitamins  A,  Bi,  B2,  (G),  C, 
D,  E,  and  other  B Complex  factors,  fortified  with 
calcium,  phosphorus,  iron,  copper,  manganese, 
magnesium,  iodine,  and  zinc  in  Funk-Dubin 
balances. 


Vegex  Inc.  (Booth  60).  The  results  of  two  years 
animal  feedings  with  thiamin,  riboflavin,  nico- 
tinic acid  and  B6  singly  and  together  in  a vitamin 
B complex  free  ration,  without,  with  and  with- 
out the  full  vitamin  B complex  will  be  shown. 
The  results  from  some  sixty-one  reports  from 
medical  research,  together  with  biological  feed- 
ing tests  will  show  how  Vegex  contributes  to  the 
raising  of  the  red  blood  cell  count  and  hemo- 
globin percentage.  Simple  ways  of  serving 
Vegex  will  be  demonstrated. 

Myron  L.  Walker  Co.,  Inc.  (Booth  49)  is  featur- 
ing Copperin — the  Wisconsin  licensed  copper- 
iron  tonic  used  in  the  treatment  of  secondary 
anemias.  Also  on  display  will  be  Solution 
Thiamin  (Walker),  an  aqueous  solution  of  Thia- 
min supplying  100  International  units  Vitamin 
Bi  per  drop.  Other  products  displayed  will  be 
Vitiliver,  Mineralized  Vitamin  Tablets  and  Di- 
Calcium  Phosphate  with  Vitamins  B-C-D. 

The  Wander  Company  (Booth  B). 

White  Laboratories,  Inc.  (Booth  75)  will  present 
for  your  consideration  White’s  Cod  Liver  Oil. 
Here  you  may  obtain  complete  information  con- 
cerning the  entire  field  of  cod  liver  oil  concentra- 
tion, with  clinical  data  substantiating  the  efficacy 
of  White’s  Liquid,  Tablet  and  Capsule  Concen- 
trates. 
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White  Sulphur  Company  of 
Sharon  Springs,  N.  Y.,  Inc. 

(Booth  28).  Sharon  Springs, 

N.  Y.,  is  famous  for  hydro- 
therapeutic  treatments  such  as 
Sulphur  and  Nauheim  baths, 
steam  massages  and  Fango 
mud  packs  for  the  relief  of  pain 
from  arthritis,  rheumatism  and 
associated  ailments.  Sharon  Springs  waters  are 
"beneficial,  curative,  healing,”  according  to  N.  Y. 
State  Mineral  Waters  Commission. 

The  Williams  & Wilkins  Co.  (Booth  80)  are  ex- 
hibiting the  important  new  books,  and  all 
physicians  will  be  repaid  by  visiting  their  dis- 
play and  examining  them.  This  firm  is  combined 
with  the  old  New  York  house  of  William  Wood 
& Company.  The  striking  feature  will  be  the 
new  three  volume  set,  Barr — Modern  Medical 
Therapy  in  General  Practice,  with  105  expert 
therapists  contributing. 

Winthrop  Chemical  Company,  Inc.  (Booths  24 
and  25)  extends  a cordial  invitation  to  every 
member  of  the  Medical  Society  of  the  State  of 
New  York  to  visit  their  display,  where  repre- 
sentatives will  gladly  discuss  the  latest  prepara- 


tions made  available  by  this  firm.  Available 
to  you  are  valuable  booklets  dealing  with  anes- 
thetics, hypnotics,  sedatives,  antisyphilitics, 
diagnostics,  diuretics,  vasodilators,  vitamins, 
anti-allergies,  and  others. 

Worcester  Salt  Company  (Booth  97)  will  include 
in  the  exhibit  Worcester  Iodized  Salt  which  sup- 
plies iodine  deficiency  in  the  diet  and  keeps  the 
thyroid  in  positive  iodine  balance.  A free  run- 
ning salt  for  all  cooking  and  table  purposes.  Also 
on  display  will  be  Worcester  Salt  Toothpaste 
which  contains  specially  powdered  salt  of  very 
high  purity  with  milk  of  magnesia  and  precipi- 
tated calcium  carbonate.  The  salt  mildly  stimu- 
lates the  gums  helping  keep  them  firm.  Taste  is 
refreshing. 

John  Wyeth  & Brother,  Inc.  (Booths  92  and  93) 
cordially  invite  you  to  visit  the  exhibit,  where  the 
following  specialties  will  be  displayed : Amphojel, 
Wyeth’s  Alumina  Gel,  for  the  treatment  of  peptic 
ulcer  and  hyperacidity;  Alulotion,  Ammoniated 
Mercury  with  Kaolin  for  the  treatment  of  Im- 
petigo; Bepron,  Wyeth’s  Beef,  Liver  and  Iron 
for  nutritional  anemia;  Kaomagma,  for  the 
management  of  diarrhea  and  colitis;  Bewon 
Elixir,  palatable  appetite  stimulant  and  vehicle. 


Woman’s  Auxiliary 

To  the  Medical  Society  of  the  State  of  New  York 


The  Woman’s  Auxiliary  to  the  American 
Medical  Association  will  hold  its  18th 
Annual  Convention  at  the  Hotel  Pennsylvania, 
New  York  City,  from  June  10  to  14,  1940. 

Is  Your  Reservation  In?  We  are  sure  you  will 

County 

Cayuga  County 

Mrs.  G.  C.  Sincerbeaux,  president,  presided 
at  the  recent  meeting  of  the  Cayuga  County 
Auxiliary  meeting  when  delegates  were  elected 
to  the  State  Convention  to  be  held  in  May. 
Mrs.  Stephen  Carpenski  was  unanimously  elected 
as  delegate,  Mrs.  Bernard  Cullen,  alternate. 

Before  the  revised  constitution  was  adopted 
it  was  decided  that  the  Auxiliary  year  be  changed 
to  extend  from  May  1 to  April  30. 

Valentines  were  sent  to  the  children  of  the 
Conyalescent  Home — a special  auxiliary  project. 

Kings  County 

The  Kings  County  Auxiliary  met  in  February 
with  Mrs.  Milton  Bergmann  presiding.  Guests 
were  Dr.  Nagla  Loofy,  chairman  of  the  advisory 
committee,  and  Dr.  Charles  McCarty.  Dr. 
McCarty  spoke  on  cancer  clinics.  Mrs.  Joseph 
Daverson  discussed  the  radiology  bill.  Later 
the  members  viewed  an  exhibit  of  early  Ameri- 
can homes  in  the  Brooklyn  Museum. 

Early  in  March  the  Kings  County  Auxiliary 
celebrated  its  fifth  anniversary  with  a luncheon 
at  The  Waldorf-Astoria. 

Nassau  County 

At  a recent  monthly  meeting,  the  Nassau 
County  Auxiliary  had  as  their  guest  speaker  Dr. 
C.  Milton  Meeks,  medical  director  of  the  Nassau 
department  of  public  welfare. 

As  its  contribution  to  the  public  health  educa- 
tion of  the  county,  the  Nassau  County  Auxiliary 
sponsored  a Mental  Hygiene  Institute  on  March 
27  at  Adelphi  College,  Garden  City.  An  inter- 
esting program  was  presented.  Speakers  at  the 


want  to  stay  at  the  headquarters,  Hotel  Pennsyl- 
vania. In  order  to  get  a reservation,  mail  your 
request  today  to  Dr.  Peter  Irving,  Housing 
Bureau,  Room  1036,  233  Broadway,  New  York 
City. 

News 

afternoon  session  were  Mrs.  Sidonie  Gruenberg, 
director  of  the  Child  Study  Association  of 
America,  and  Dr.  Caroline  B.  Zachry,  Progres- 
sive Education  Association.  Colonel  H.  Ed- 
mund Bullis,  executive  officer  of  the  National 
Committee  for  Mental  Hygiene,  was  chairman 
of  the  evening  session  and  gave  a summary  of 
the  afternoon  session.  Specialists  in  various 
fields  spoke:  education,  Mr.  A.  T.  Stanforth, 

principal  of  Seawanhauka  High  School;  courts, 
Judge  Johnson  of  Mineola;  medical  profession, 
Dr.  Everett  Jessop,  chairman,  public  health  of 
Nassau  County;  public  welfare,  Dr.  C.  Milton 
Meeks;  present  facilities,  Dr.  Patricia  Steen, 
psychiatrist  at  Kings  Park  Hospital. 

Oneida  County 

For  their  February  meeting  the  Oneida  County 
Auxiliary  enjoyed  a social  gathering  at  lunch- 
eon. While  a young  auxiliary  the  membership  is 
growing. 

At  the  March  meeting  Mrs.  William  Wright, 
the  president,  presided  at  the  Munson- Williams- 
Proctor  Institute.  Arthur  Derbyshire,  direc- 
tor of  Community  Arts  in  the  institute,  explained 
the  functioning  of  the  institute.  The  guest 
speaker  was  Ivar  Ringdahl,  who  spoke  on  Fin- 
land. Discussion  followed  the  address. 

Onondaga  County 

At  the  February  meeting  of  the  Onondaga 
Auxiliary,  Mr.  Crandall  Melvin  spoke  on  “The 
Formation  of  the  Iroquois  Confederacy  in 
Onondaga  County.” 

At  the  March  meeting,  the  auxiliary  had  as 
an  honor  guest  Mrs.  Towne,  state  president. 


It  will  soon  be  time  for  our  State  Convention! 

The  chairmen  of  standing  committees  have 
worked  hard  and  faithfully  this  past  year  to 
help  you  by  giving  suggestions  as  how  best  to 
carry  on  the  work  in  your  respective  counties. 

These  suggestions,  augmented  by  the  ideas  of 
the  various  county  chairmen  who  know  what 
problems  need  special  consideration  in  their  own 
counties,  have  tended  to  the  progress  that  has 
been  made  this  year. 

By  attending  the  State  Convention  you  can 
hear  for  yourselves  the  reports  of  the  work  that 
has  been  accomplished  by  the  county  auxiliaries; 
you  can  become  acquainted  with  the  other 
auxiliary  members  and,  through  the  interchang- 
ing of  ideas  with  them,  your  interest  will  be 
stimulated,  thereby  making  you  a more  valuable 
member  of  your  own  county  auxiliary. 


Each  and  every  member  must  contribute  some- 
thing of  her  time  and  effort  if  we  are  to  progress, 
and  if  we  are  to  fight  against  state  medicine  we 
must  have  knowledge,  for  with  it  comes  power. 

Mrs.  Packard,  our  national  president,  has 
honored  us  by  accepting  our  invitation  to  at- 
tend the  May  6 session.  She  will  tell  us  some- 
thing of  the  national  work,  which  I am  sure  will 
be  a treat  for  us  all. 

Mrs.  Louis  M.  Lally  and  her  co-chairmen  have 
planned  a splendid  program,  both  educational 
dan  social.  [See  page  589.] 

Won’t  you  please  begin  now  to  make  your  plans 
to  attend  this  most  interesting  and  friendly 
gathering  of  doctors’  wives,  so  that  you  too  may 
contribute  your  mite  to  this  most  important 
work? 

Mary  T.  Towne,  President 
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Editorial 


Tricks  of  the  Trade 

At  this  writing  the  Goldstein  health  insurance  bill  appears 
doomed.  Barred  from  the  front  entrance,  health  insurance  is  now 
trying  to  slip  in  through  the  back  door,  concealed  in  an  amendment 
to  the  State  Unemployment  Insurance  Law  sponsored  by  Assembly- 
man  Goldberg. 

The  proposed  addition  to  the  Unemployment  Insurance  Act 
would  convert  the  latter  into  a health  insurance  measure  by  authoriz- 
ing benefits  for  sickness  in  specified  circumstances.  By  this  tricky 
device  the  principle  of  health  insurance,  after  rejection  on  its  merits 
in  the  Legislature,  would  be  sneaked  into  the  statutes  in  the  guise 
of  expanded  unemployment  benefits. 

This  is  not  the  first  time  the  friends  of  state  medicine  have  em- 
ployed devious  routes  to  attain  goals  denied  them  in  honest  combat. 
Sectarian  healing  cults  use  the  same  tactics.  Chiropractors, 
naturopaths,  physical  therapy  technicians,  and  others  have  re- 
peatedly tried  to  tack  sly  amendments  on  to  the  Medical  Practice 
Act  to  enable  them  to  “muscle  in”  on  the  lawful  practice  of  medicine. 

The  antitrust  suit  against  the  A.M.A.  is  the  most  glaring  example 
in  recent  years  of  legal  acrobatics  to  accomplish  legislative  purposes. 
As  the  Indianapolis  Star  has  observed:  “The  feeling  persists  that 

the  Department  of  Justice  crusade  against  the  national  medical 
organization  may  have  been  prompted  less  by  alleged  restraint  of 
‘trade’  than  for  the  purpose  of  destroying  the  ....  independence  of 
the  medical  profession.”  Congress  did  not  grant  the  Administra- 
tion statutory  power  to  control  medical  practice,  so  Mr.  Thurman 
Arnold  conceived  the  bright  idea  of  applying  the  shackles  via  the 
Sherman  Antitrust  Act — a law  never  intended  to  apply  to  medical 
practice. 

There  are  apparently  more  ways  than  one  of  effecting  legislative 
aims  and  the  enemies  of  the  existing  system  of  medical  practice 
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know  all  the  tricks  of  the  trade.  It  is  to  be  hoped  that  neither  the 
State  Legislature  nor  Congress  will  fall  for  backhanded  attempts  to 
put  over  revolutionary  medical  principles  found  unacceptable  when 
presented  in  their  true  guise. 


Better  Industrial  Health 

In  a progress  report  to  the  Legislature,  Commissioner  Frieda  S. 
Miller  paints  an  encouraging  picture  of  industrial  safety.  As  a 
result  of  medical  and  chemical  surveys  and  engineering  control 
measures  by  industrial  hygienists  in  the  State  Department  of 
Labor,  300,000  workers  in  dangerous  trades  are  enjoying  far 
greater  health  safeguards  than  in  the  past. 

Three  and  a half  years  ago  the  Legislature  made  a five-year  grant 
of  $50,000  annually  to  study  and  control  silicosis  and  other  occupa- 
tional diseases.  In  the  time  since,  nearly  60,000  medical  examina- 
tions, chemical  analyses,  and  engineering  determinations  have  been 
made.  As  a result,  according  to  Commissioner  Miller,  silicosis  can 
be  prevented  to  a considerable  extent,  if  not  cured. 

Although  much  has  been  learned  about  the  control  of  dust  dis- 
eases, only  the  surface  of  effective  industrial  hygiene  has  been 
scratched.  This  is  an  almost  unlimited  field  for  health  improve- 
ment. Every  new  industry  brings  new  problems  with  the  use  of  new 
chemicals,  new  machines,  and  new  processes.  The  prevention  and 
treatment  of  resultant  injuries  and  diseases  are  public  health  prob- 
lems of  the  first  magnitude. 

That  these  problems  can  be  solved  without  enormous  expendi- 
tures of  tax  money  is  shown  by  the  improvements  effected  since 
the  legislative  grant  of  $50,000  a year.  It  is,  of  course,  difficult 
with  the  available  personnel  to  enforce  all  the  recommendations 
made  for  industrial  safety.  However,  the  department  has  enlisted 
the  support  of  employers  by  a policy  of  collaboration  rather  than 
coercion.  According  to  Miss  Miller,  its  industrial  hygienists 
do  not  seek  to  prohibit  the  use  of  necessary  materials  but  “to  con- 
trol their  hazards  practically  and  economically ’ Their  experience 
has  been  that  most  substances  in  common  use  can  be  employed  with 
safety,  provided  proper  ventilation  is  maintained  and  unnecessary 
air  contamination  avoided. 

“As  dust  control  procedures  are  developed  for  ...  . various  indus- 
tries, they  are  written  into  industrial  codes ” Labor  is  cer- 

tainly entitled  to  this  protection  against  preventable  hazards. 
Those  who  profess  to  be  interested  in  workers’  health  would  do 
better  to  insist  on  strict  enforcement  of  these  hygienic  precautions 
than  to  seek  the  dubious  benefits  of  compulsory  sickness  insurance. 


April  15,  1940] 


EDITORIAL 


617 


Medical  Equipment  and  Radio  Communication 

It  is  common  knowledge  that  machines  for  medical  and  surgical 
diathermy,  the  administration  of  short  waves,  and  some  types  of 
roentgenologic  outfits  produce  an  interference  with  radio  communi- 
cation when  they  are  in  operation.  This  at  times  has  proved  so 
serious  as  to  invoke  police  power  to  halt  the  use  of  the  interfering 
equipment.  While  now  such  exercise  of  police  authority  is  subject 
to  review  by  the  courts,  the  extent  of  the  complaints  against  such 
interference  by  medical  equipment,  particularly  in  the  adminis- 
tration of  police  work,  may  soon  lead  the  Federal  Communications 
Commission  to  seek  legislation  authorizing  the  correction  of  any 
condition  that  interferes  with  interstate  communication.1 

While  the  problem  is  an  acute  one,  Williams  wisely  cautions  that 
“the  whole  subject  requires  study  before  mandatory  legislation  is 
passed.”  Engineers,  of  course,  must  be  the  ones  to  whom  the  solu- 
tion will  be  entrusted,  but  physicians,  whose  need  for  these  modali- 
ties in  the  treatment  of  patients  is  unquestioned,  should  also  have  a 
voice  in  the  shaping  of  a remedial  statute.  Every  hospital  and 
practically  every  physician  in  private  practice  has  one  or  more  of 
these  offending  machines,  which  would  have  to  be  scrapped,  if,  to 
make  an  assumption,  a definite  frequency  band  were  to  be  arbi- 
trarily assigned  for  medical  purposes.  Furthermore,  new  equipment 
built  to  meet  such  regulation  would  necessitate  crystal  control  to 
assure  the  assigned  frequency  and  devices  to  suppress  harmonics 
that  would  make  the  cost  to  the  doctor  twice  what  it  now  is.  Shield- 
ing the  room  in  which  radiating  equipment  is  used  has  proved 
satisfactory  to  a degree,  even  in  the  reception  of  television,  but 
those  who  would  undertake  such  a procedure  must  realize  that 
many  problems  relative  to  electromagnetic  shielding  are  as  yet 
unsolved  by  the  engineering  profession. 

Medical  men  are  in  hearty  accord  that  the  disturbance  to  com- 
munication must  be  eliminated  as  a safeguard  to  public  welfare. 
They  feel,  however,  that  a method  should  be  devised  that  will 
provide  for  the  continuance  of  medical  radiation  without  making 
the  hospitals  and  the  doctors  bear  the  brunt  of  the  cost.  If  the 
Federal  Communications  Commission  recommends  any  change  in 
the  frequencies  now  employed  by  medicine,  it  should  follow  the  ex- 
ample of  the  utility  companies  in  our  nation.  Whenever  these 
companies  felt  that  there  was  an  urgent  need  for  a change  in  serv- 
ice so  that  the  public  in  general  might  benefit  therefrom,  they  them- 
selves shouldered  the  burden,  and  the  individual  lost  nothing  in 
service  or  dollars. 


Williams,  H.  B.:  Bull.  Am.  Coll.  Surgeons  25:  74  (April)  1940. 
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Carbon  Monoxide  Hazard  in  Aviation 

Aviation  has  created  many  new  problems  for  medicine.  In  its 
embryonic  stages,  physicians  were  called  upon  to  determine  the 
ability  of  a prospective  pilot  to  give  normal  responses  to  the  visual, 
vestibular,  and  auditory  tests.  As  the  need  for  commercial  flying 
increased,  the  standard  for  a commercial  pilot  likewise  increased 
to  the  point  where  an  acceptable  candidate  had  to  meet  the  acme  of 
physical  and  mental  perfection.  A hazard  to  flying  was  thus  re- 
duced. The  continued  though  occasional  mishaps  in  commercial 
aviation  called  for  additional  safeguards  and  they  were  met  by 
perfections  in  the  construction  of  vehicles  and  precision  instruments 
for  transportation  by  air.  Trivial  though  they  were  to  the  early 
development  of  practical  aeronautics,  the  part  played  subsequently 
by  the  studies  conducted  by  biochemists  interested  in  this  field  has 
given  aviation  a further  safeguard  for  commercial  transportation. 

During  a flight,  the  carbon  monoxide  of  the  exhaled  air  of  passen- 
gers may  assume  toxic  proportions.  For  instance,  at  10,000  feet 
altitude,  a concentration  of  0.01  per  cent  of  carbon  monoxide  will 
reduce  the  capacity  of  hemoglobin  to  carry  oxygen  by  10.5  per  cent. 
This  would  produce  a state  of  anoxemia,  which  at  sea  level  would  not 
occur.  Thus,  what  would  be  innocuous  at  sea  level,  may  become 
extremely  dangerous  at  even  the  moderate  altitude  of  10,000  feet. 
Not  only  is  arterial  oxygen  saturation  reduced  but  the  dissociation 
of  oxyhemoglobin  in  the  tissues  may  be  hindered — thus  bringing 
about  the  phenomena  of  anoxemia.  The  higher  the  altitude, 
the  less  the  tolerance  to  these  two  factors  that  inhibit  normal  ex- 
pansion of  commercial  flying.  According  to  Heim,1  therefore, 
not  even  a trace  of  carbon  monoxide  is  to  be  tolerated  in  any  com- 
partment of  an  airplane  even  at  so-called  moderate  altitudes  if  the 
health  of  the  passengers  and  effectiveness  of  the  pilots  is  to  be  sus- 
tained. The  air  lines  have  been  the  first  to  appreciate  this  contribu- 
tion of  medicine  to  their  problem  of  providing  safe  transporta- 
tion, and  even  a scant  perusal  of  their  advances  affords  sufficient 
testimonial  to  our  efforts. 

i Heim,  J.  W.:  J.  Aviation  Med.  10:  211  (1939). 


Current  Comment 


“We  all  know  of  the  intensive  campaign 
of  propaganda  against  American  medi- 
cine. It  has  been  tremendous  and  some- 
what successful.  Radio,  newspapers, 
magazines,  the  postal  service,  in  fact 
every  conceivable  means  has  been  used  to 
inform  and  often  to  misinform — the  be- 
lieving public.  In  a nutshell,  the  Ameri- 


can people — our  patients — have  been  led 
to  believe  that  to  pay  for  medical  care 
would  mean  a great  financial  burden  for 
the  majority  of  the  populace — and  also  to 
believe  that  doctors  are  opposed  to  plans 
to  improve  medical  care  and  to  make  it 
more  available  to  the  indigent.  We  know 
the  unfairness  and  the  untruth  of  this. 
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Do  not  patients  know  it?  Does  the  pub- 
lic know  the  truth?  They  do  not.” 
A sad  commentary  on  the  situation, 
found  in  a recent  issue  of  the  Bulletin  of 
the  Orleans  Parish  Medical  Society. 

“Some  months  ago  an  eminent  physi- 
cian made  the  suggestion  that  good  food 
and  proper  housing  for  the  ‘one-third  of 
a nation’  who  are  in  need  should  take 
precedence  over  all  other  necessities,  in- 
cluding medical  care.  Promptly  the 
medical  profession  was  charged  with  being 
opposed  to  progress  and  endeavoring  to 
divert  public  attention  from  the  need  for 
medical  services. 

“Far  from  being  unsympathetic  with  the 
underprivileged  of  our  population,  the 
medical  profession  feels  deeply  for  it. 
However,  physicians  are  realistic,  recog- 
nizing that  necessities  of  life  must  be 
provided  in  a common  sense  manner.  . . . 
The  people  of  this  country  can  be  assured 
that  so  far  as  the  medical  profession  is 
concerned  it  will  see  to  it  that  the  health 
needs  of  all  the  people  are  cared  for.  How- 
ever, as  has  been  pointed  out,  the  essen- 
tials of  good  health  are  not  limited  to 
medical  care  but  require  decent  living 


conditions.” — From  the  Medical  Annals 
of  the  District  of  Columbia. 


“But  in  spite  of  all  lacks  and  unfavor- 
able comparisons  the  U.  S.  is  the  greatest 
nation  on  earth.  And  its  actual  great- 
ness rests  not  on  any  single  asset,  but  on  a 
combination : a vast  land  area ; a great, 

resourceful  population  of  diverse  origins 
and  talents;  an  agriculture  of  such  rich- 
ness that  it  embarrasses;  a universal 
industry  of  cosmic  dimensions,  an  enor- 
mous treasury  of  resources — all  inte- 
grated under  a form  of  government  that 
has  stimulated  their  optimum  develop- 
ment. . . . 

“And  it  is  significant  that  all  the  serious 
problems  that  now  confront  the  U.  S.  are 
problems  of  abundance  not  poverty. 
They  are  problems  of  maintaining  a 
high  standard  of  living,  of  an  overwhelm- 
ing desire  to  keep  democracy  and  make  it 
work.  . . . The  fact  is  that  the  U.  S.  is 
faced  with  problems  different  from  those 
in  almost  any  other  country  in  the  world, 
and  these  problems  have  their  origins  in 
the  colossal  achievements  of  the  U.  S.” — 
Some  statements  to  be  borne  in  mind, 
from  the  pages  of  Fortune  recently. 


MEMBERS,  ATTENTION 

1.  The  Hotel  Waldorf-Astoria,  New  York,  has  special  room  rates  for 
those  attending  the  Annual  Meeting.  Make  your  reservations  at 
once.  The  rates  will  hold  for  the  ensuing  week-end.  Write  us, 
or  address  the  hotel. 

2.  The  Annual  Banquet  this  year  will  have  some  unusual  features, 
and  to  maintain  the  element  of  surprise,  little  will  be  said  before- 
hand. The  Doctors’  Orchestral  Society  of  New  York — allied 
medical  groups — short,  entertaining  addresses — in  addition  to 
meeting  with  friends  and  associates  will  make  the  event  memor- 
able. Try  to  attend.  Write  now  for  tickets.  The  seating  is 
limited  by  the  capacity  of  the  hall.  First  come,  first  served. 

Write  to  Dr.  Chas.  Gordon  Heyd 

Chairman,  Banquet  Committee 
292  Madison  Avenue,  New  York  City 
(The  new  address  of  the  State  Society) 
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SUPPLEMENT— COUNCIL  REPORT 


[N.  Y.  Slate  J.  M. 


Supplementary  Report  of  Council — Part  III 
Workmen’s  Compensation 


Payment  of  Medical  Bills. — Section  13-g  indi- 
cates that  unless  an  employer  or  insurance 
carrier  objects  to  a doctor’s  bill  for  medical 
services  rendered  under  the  Workmen’s  Com- 
pensation Law  within  thirty  days  and  demands 
arbitration  of  the  fairness  of  the  amount  claimed 
by  the  physician,  the  bill  shall  be  deemed  to  be 
the  fair  value  of  the  services  rendered  by  the 
physician.  There  is  no  provision  in  the  Com- 
pensation Law  to  enforce  the  payment  of  such 
a bill,  if  the  carrier  does  not  object  to  it.  The 
physician’s  only  resort  is  to  civil  action.  Your 
bureau  has  had  innumerable  requests  in  the  past 
year  from  physicians  all  over  the  state  to  inter- 
vene with  employers  and  insurance  carriers  to 
obtain  payment  of  bills  to  which  no  objection 
was  made  within  the  thirty-day  period,  or  at 
any  time.  It  is  suggested  that  the  law  be  re- 
vised so  as  to  give  to  the  Industrial  Commissioner 
or  the  Industrial  Board  the  right  to  enforce 
payment  of  such  bills  against  employers  or  in- 
surance carriers. 

Arbitration. — Section  2 of  section  13-g  should 
also  be  amended  to  include  a provision  for  the 
arbitration  of  all  disputes  arising  under  the  pro- 
visions of  section  13.  For  example,  at  the 
present  time  if  a physician  does  not  submit  his 
reports  on  time,  it  is  common  for  insurance 
carriers  to  object  to  such  bill  and  to  refuse  to 
arbitrate  same  under  the  provisions  of  section 
13-a-4.  This  makes  it  necessary  for  the  phy- 
sician involved  to  apply  to  the  Industrial  Board 
for  an  excuse.  The  Industrial  Board  is  not  in  a 
position  to  give  and  does  not  give  prompt  con- 
sideration to  the  factors  involved.  Objection 
by  insurance  carriers  should  not  be  based  upon 
mere  technical  grounds.  The  employer  or 
carrier  should  be  forced  to  prove  that  the  failure 
of  the  physician  to  comply  with  section  13-a-4 
prejudiced  him  and  resulted  in  serious  incon- 
venience to  the  claimant  and  the  proper  ad- 
ministration of  the  Workmen’s  Compensation 
Law.  All  these  factors  could  more  readily  be 
ascertained  and  evaluated  under  the  present 
arbitration  procedure. 

It  is  believed  that  the  Department  of  Labor 
should  be  called  upon  to  give  consideration  to 
these  matters  with  a view  of  making  the  neces- 
sary changes  in  the  law.  Section  13-a-5  of  the 
law  states  that  no  claim  for  specialist’s  consulta- 
tion, surgical  operations,  or  physical  therapy 
procedures  costing  more  than  twenty-five  dollars 
shall  be  valid  and  enforceable  unless  these 
special  services  shall  have  been  authorized  by 
the  employer,  or  by  the  commissioner,  or  unless 
such  authorization  shall  have  been  unreasonably 
withheld,  or  unless  such  special  services  are  re- 
quired in  emergency.  One  of  the  serious 
difficulties  encountered  under  the  present  law  is 
the  obtaining  of  authorization  from  an  insurance 
carrier  or  employer  for  surgical  operations  in 
excess  of  $25.  The  physician  requesting  authori- 
zation is  usually  told  by  the  carrier  or  employer 
that  under  the  law  the  patient  has  the  right  to 
choose  his  own  physician  and  the  physician 
should  proceed  without  specific  authorization. 
If  he  is  pressed  for  specific  authorization  under 
section  13-a-5,  the  carrier  frequently  refuses  or 


inordinately  delays  giving  authorization  es- 
pecially in  a case  that  has  been  under  treatment 
for  some  time  or  one  that  is  being  controverted, 
for  one  reason  or  another,  before  the  Department 
of  Labor.  Usually  the  physician  in  a case  that 
requires  operation,  even  though  a real  emergency 
may  not  exist,  is  willing  to  take  his  chance  in 
collecting  his  bill,  knowing  full  well  in  advance 
that  in  most  instances  the  carrier  will  object  to 
his  bill  when  rendered  because  no  specific 
authorization  was  given  and  force  him  to  arbitra- 
tion, even  if  the  case  is  subsequently  declared 
compensable. 

The  chief  difficulty  arises  because  in  most  of 
these  instances  the  hospital  is  not  willing  to 
admit  a patient  without  authorization.  As  there 
are  ample  provisions  in  the  law  to  safeguard  the 
employer  and  insurance  carrier  when  a bill  for 
medical  services  is  rendered,  it  is  felt  that  this 
provision  of  the  law  should  be  changed  to  remove 
the  necessity  for  authorization  for  surgical 
services  costing  more  than  $25,  and  require  the 
attending  physician  to  go  on  record,  except  in 
emergency  cases,  as  to  the  medical  conditions 
present  and  requiring  operation  by  submitting 
immediately  a special  report  to  the  Department 
of  Labor  and  the  employer  or  carrier.  There 
might  also  be  a provision  entitling  the  employer 
or  carrier  to  object  to  the  operative  procedure 
contemplated  within  a stipulated  period  of  time. 
This  might  necessitate  a review  of  such  disputed 
cases  by  the  Department  of  Labor. 

This  section,  13-a-5,  states  that  the  Industrial 
Commissioner  may  validate  claims  for  special 
consultant’s,  surgical  operations,  or  physical 
therapy  procedures  costing  more  than  $25. 
So  far  as  is  known  we  have  never  been  able  to 
obtain  authorization  from  the  Industrial  Com- 
missioner for  authorization  in  any  disputed  case, 
no  matter  what  the  merits  of  the  case. 

Our  intervention  has  been  sought  frequently 
by  representatives  of  the  Department  of  Labor 
in  controverted  cases  where  the  employer  or 
carrier  has  definitely  objected  to  operations, 
which  in  the  opinion  of  the  attending  physician 
were  necessary  for  the  claimant’s  welfare  in 
order  that  these  claimants  may  receive  proper 
medical  care. 

We  have  in  most  instances  been  able  to  induce 
the  attending  physician  to  render  the  proper 
medical  care  despite  the  risk  involved  of  not 
collecting  his  bill  in  such  controverted  case 
should  the  case  subsequently  on  hearing  be  de- 
clared noncompensable. 

In  most  of  these  instances,  however,  we  have 
had  great  difficulty  in  having  a hospital  take  a 
chance,  although  the  representative  of  the 
Department  of  Labor  has  frequently  felt  that 
the  interests  of  the  claimant  demanded  medical 
care.  To  the  best  of  our  knowledge  and  belief 
authorization  has  never  come  from  the  Industrial 
Commissioner  or  her  representative. 

If  the  above  restrictions  cannot  be  removed 
some  provision  should  be  made  whereby  the 
Industrial  Commissioner  should  intervene  and 
on  proper  proof  of  the  necessity  of  medical  care 
give  authorization  for  same,  regardless  of  the 
outcome  of  the  subsequent  hearing. 


ROENTGEN-RAY  THERAPY  OF  SKIN  CANCER  OVERLYING 
CARTILAGE  AND  BONE 


Andrew  H.  Dowdy,  M.D.,  Rochester,  New  York 

( From  the  Division  of  Radiology,  Department  of  Medicine  of  the  University  of  Rochester,  School  of 
Medicine  and  Dentistry,  and  the  Strong  Memorial  Hospital,  Rochester) 


The  treatment  of  skin  cancer  overly- 
ing cartilage  and  bone,  particularly 
where  the  cartilage  has  been  invaded  by 
the  neoplastic  process,  presents  a problem 
of  vital  interest  to  both  the  surgeon  and 
the  radiologist. 

Despite  the  fact  that  cancer  of  the 
skin  occurs  most  frequently  on  exposed 
areas,  namely,  the  face  and  hands,  and 
that  it  is  readily  accessible  to  observation 
by  both  the  patient  and  the  physician, 
large  numbers  of  cases  are  seen  that  have 
neglected  to  seek  treatment  until  the 
disease  is  in  an  advanced  stage.  Further- 
more, many  have  been  undertreated  by 
the  attending  physician.  Early  cases,  if 
properly  attacked  by  either  surgery  or 
radiation,  should  result  in  cures  in  a very 
high  percentage  of  cases.  Complete  sur- 
gical excision  is  usually  a satisfactory 
procedure  but  seldom  results  in  the  best 
cosmetic  effect.  Oftentimes,  a complete 
surgical  extirpation  of  necessity  must  re- 
sult in  the  loss  of  some  prominent  feature 
of  the  face,  such  as  the  ala  of  the  nose  or 
a portion  or  all  of  one  ear.  Adequate 
roentgen-ray  or  radium  therapy  has  long 
been  established  as  an  efficacious  method 
of  handling  skin  cancer  when  it  does  not 
involve  the  cartilage.  Recent  reports  by 
Merritt  and  Rathbone1  and  by  other 
clinics8,9  would  seem  to  indicate  that, 
even  though  the  underlying  cartilage  is 
directly  involved  by  the  neoplastic  proc- 
ess, the  disease  may  be  completely 
eradicated  with  adequate  roentgen-ray 
therapy.  The  method  of  treatment  today 
varies  with  the  various  clinics  or  individu- 
als handling  this  type  of  lesion.  It  has 
been  the  prevailing  opinion  among  sur- 
geons that  radiation  therapy  cannot  be 
successfully  carried  out  on  a lesion  that 


overlies  cartilage,  especially  when  the 
cartilage  has  been  invaded.  Successful 
roentgen-ray  therapy  of  such  conditions 
is  not  even  accepted  by  all  radiologists. 
When  roentgen-ray  therapy  is  used, 
there  is  a diversity  of  opinion  among 
radiologists  as  to  the  type  of  radiation 
indicated. 

Some  advocate,  in  general,  the  use  of 
low- voltage  unfiltered  roentgen  rays.4,5,6 
Others1,3,7,8,9  recommend  the  use  of 
highly  filtered  radiation  in  selected  cases. 
A number  are  rather  pessimistic  about  the 
outcome  when  cartilage  and  bone  are  in- 
volved by  the  neoplastic  process4,6. 
Pfahler  and  Vastine  recommended  the 
use  of  electrocoagulation  previous  to  ir- 
radiation.3-9 There  is  general  agreement 
that  infected  cases  or  recurrent  cases 
offer,  in  general,  a poor  prognosis.  Dosage 
systems  usually  vary  over  wide  ex- 
tremes. However,  massive  fractional 
dosage  has  been  used  with  good  results. 
Others  obtained  good  results  by  the  use 
of  the  simple  fractional  method.1,7,8 

In  general,  adequate  irradiation  ther- 
apy not  only  results  in  the  complete 
eradication  of  the  disease  but  produces  a 
better  cosmetic  result  than  can  be  offered 
by  surgical  removal.  Most  workers  in 
this  field  agree  that  inadequate  irradiation 
or  inadequate  surgery  renders  subsequent 
treatment,  by  whatever  method  selected, 
more  difficult  and  the  prognosis  doubtful. 

It  is  difficult  to  determine  the  number 
of  existing  cases  of  cancer  of  the  skin.  In 
19342  there  were  3,315  deaths  caused  from 
skin  cancer  out  of  a total  of  134,428  can- 
cer deaths  in  the  registration  area  of  the 
United  States.  It  has  been  estimated, 
however,  that  in  a given  area  during  a 
given  period  the  total  number  of  cancer 
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cases  is  about  three  times  the  total 
number  of  cancer  deaths.2  This  is  not 
an  insignificant  number  of  cases.  It 
seems  pertinent,  therefore,  to  discuss 
the  proper  handling  of  cases  of  skin 
malignancy  involving  cartilage  or  im- 
mediately overlying  cartilage  or  bone, 
since  it  is  my  feeling  that,  in  general,  a 
good  result  may  be  obtained  by  irradia- 
tion and  that,  in  the  main,  the  problem 
is  one  of  adequate  dosage  adjusted  to  the 
individual  needs  of  the  case.  From  the 
experience  with  the  cases  to  be  reported 
here,  the  use  of  highly  filtered  radiation 
presents  no  inherent  difficulties  and  has 
been  followed  by  good  cosmetic  effects. 

A preliminary  attempt  (with  Ter  Louw 
and  Du  Pont,  to  be  reported  elsewhere) 
was  made  in  1937  to  demonstrate  a bio- 
logic difference  in  the  effect  of  200  kv. 
highly  filtered  radiation  and  50  kv.  un- 
filtered radiation.  Two  litter-mate  white 
rabbits  were  given  identical  daily  frac- 
tional dosage  over  a small  area  in  the 
middle  of  each  ear  (the  left  being  used 
for  the  longer  wavelengths,  the  right  for 
the  shorter  wavelengths).  The  dosage 
totaled  8,100  r over  a period  of  thirty-four 
days.  The  reactions  were  almost  identi- 
cal at  first,  but  a year  later  the  cartilage 
sloughed  under  the  site  receiving  the  long 
wavelengths.  In  view  of  the  tremendous 
biologic  variations  noted  in  similar  irradia- 
tion experiments  in  this  laboratory,  it 
is  unwise  to  draw  any  conclusions  from 
this  limited  number  of  observations  until 
it  has  been  verified  by  additional  work. 
The  experiment  is  being  continued  and 
will  be  reported  in  detail  at  a later  date. 

It  seems,  however,  that  so  far  this  ex- 
periment would  indicate  that  like  quanti- 
ties of  irradiation  (as  measured  in  air) 
generated  at  voltages  of  50  kv.  p.  and  200 
kv.  p.  do  not  give  the  same  biologic  re- 
sults in  the  ears  of  two  rabbits.  Whether 
or  not  this  can  all  be  explained  on  the 
basis  of  absorption  we  are  unable  to  state. 
A similar  rabbit’s  ear,  measuring  1 mm. 
in  thickness,  was  found  to  have  removed 
17  per  cent  of  the  primary  beam  generated 
at  50  kv.  p.  and  no  filter,  whereas  it  ab- 
sorbed only  3.2  per  cent  of  the  primary 
beam  generated  at  200  kv.  p.,  2 mm.  of 


copper  plus  1 mm.  aluminum.  This 
measurement,  however,  does  not  give  us 
any  indication  as  to  the  amount  of  actual 
total  energy  absorbed.  Further  discus- 
sion of  this  problem  is  beyond  the  scope 
of  this  paper. 

Material 

In  the  past  eighteen  months  in  the 
Division  of  Radiology,  13  selected  cases 
have  been  treated  exclusively  by  highly 
filtered  roentgen  rays  for  skin  cancer 
overlying  cartilage  or  bone.  Six  cases 
had  carcinoma  of  the  skin  of  the  nose 
either  overlying  the  alar  cartilage  or  the 
nasal  bone,  and  seven  cases  had  carcinoma 
of  the  external  ear. 

It  should  be  noted  that  not  all  cases  of 
cancer  of  the  skin  in  this  clinic  were 
treated  by  high  filtration  and  that  the  re- 
ported cases  represent  a selected  group. 
The  other  cases  were  treated  by  the  con- 
ventional roentgen-ray  method  or  with 
radium  or  with  a combination  of  the  two. 
A summary  of  the  13  cases  comprised  in 
this  report  is  shown  in  Table  1. 

Technic 

No  originality  is  claimed  in  the  presen- 
tation of  the  type  of  therapy  used  in  this 
series  of  cases.  We  simply  wish  to  re- 
emphasize to  the  general  practitioner,  the 
surgeon,  and  the  radiologist,  that  this 
method  of  treatment1  seems  a safe  and 
practical  method  of  procedure.  The  im- 
mediate results  have  been  all  that  could 
be  expected. 

The  following  technical  factors  were 
used:  200  kv.  p.,  25  ma.,  40  cm.  skin 
target  distance,  2 mm.  of  copper  plus  1 
mm.  aluminum  filtration,  or  its  equiva- 
lent Thoraeus  filter.  These  factors  give 
an  effective  wavelength  of  0.133  A and  a 
half-value  layer  of  1.6  mm.  of  copper. 
The  treatments  were  given  daily,  five  or 
six  times  a week  depending  upon  whether 
or  not  the  patients  were  hospitalized  or 
ambulatory. 

The  average  daily  dose  was  300  r 
measured  in  air,  and  a small  localizing 
cone  that  was  sufficiently  large  to  include 
1/2  to  1 cm.  of  the  normal  tissue  sur- 
rounding the  neoplasm  was  used.  Wher- 
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TABLE  1. — A Summary  of  the  Cases  Treated  with  200  Kv.  P.  and  2 Mm.  of  Copper  Plus  1 Mm.  Aluminum  or 

Its  Equivalent  Thoraeus  Filter 


Name 

Sex 

Age 

Biopsy 

Duration 

Before 

Treatment 

Location 

Size, 

Diameter 

Dose 

Measured 
in  Air 

Duration  Since 
Treatment 

1. 

G.  S. 

M 

83 

Yes 
Sq.  cell 

3 months 

Rt.  ear 

3 

cm. 

5,700  r 
30  dys. 

1 

year,  6 months 

2. 

E.  G. 

M 

52 

Yes 
Sq.  cell 

2 weeks 

Tragus,  If,  ear 

1 

cm. 

5,400  r 
23  dys. 

1 

year,  2 months 

3. 

N.  F. 

M 

41 

Yes 
Sq.  cell 

? 

Lf.  ear 

1 

cm. 

5,700  r 
25  dys. 

10  months 

4. 

F.  T. 

M 

75 

Yes 
Sq.  cell 

8 months 

Lf.  ear 

2.5 

cm. 

5,100  r 
23  dys. 

6 months 

5. 

E.  P. 

M 

53 

No 

? Sq.  cell 

2 years 

Lf.  ear 

1.0  X 0.9  cm. 

5,900  r 
28  dys. 

10  months 

6. 

G.  R. 

M 

68 

Yes 
Sq.  cell 

5-6  years 

Rt.  ear 

3 

cm. 

5,700  r 
26  dys. 

8 months 

7. 

J.  Me. 

M 

84 

No 

? Sq.  cell 

2 years 

Lf.  ear 

3.5  X 4 

cm. 

3,600  r 
16  dys. 

2 months 

8. 

G.  C. 

M 

76 

Yes 
Sq.  cell 

6 weeks 

Rt.  ala  nasa 

1 X 1.5 

cm. 

4,800  r 
23  dys. 

1 

year 

9. 

C.  P. 

F 

57 

Yes 
Sq.  cell 

1 month 

Rt.  nasolabial 
fold 

1.5 

cm. 

6,000  r 
23  dys. 

1 

year,  5 months 

10. 

H.  M. 

M 

72 

Yes 

Basal  cell 

1 year 

Lf.  side,  nose 

1 

cm. 

5,700  r 
26  dys. 

9 months 

11. 

12. 

W.  M. 
P.  L. 

M 

F 

71 

45 

Yes 

Basal  cell 
Yes 

Basal  cell 

2 months 
5 years 

Lf.  side,  nose 

Lf.  nasolabial 
fold 

1 X 1 

cm. 

4,200  r 

21  dys. 
5,700  r 

22  dys. 

1 

4 months 
year,  7 months 

13. 

A.  H. 

F 

75 

Yes 

Basal  cell 

2—3  months 

Lf.  side,  nose 

1.5  X 1 

cm. 

6,000  r 
22  dys. 

1 

year,  3 months 

ever  possible,  the  underlying  structures 
were  protected  with  heavy  lead  rubber. 
For  instance,  in  the  treatment  of  car- 
cinoma of  the  ala  of  the  nose  a heavy 
piece  of  lead  rubber  was  cut  and  fitted  as 
accurately  as  possible  into  the  external 
naris  on  the  involved  side  in  order  to  pro- 
tect the  nasal  septum.  If  the  treatment 
area  extended  down  over  the  upper  lip, 
a similar  piece  of  heavy  lead  rubber  was 
cut  to  fit  beneath  the  lip  to  protect  the 
underlying  gingival  margin.  In  cases  of 
carcinoma  of  the  external  ear,  small  cir- 
cular areas  of  lead  rubber  were  cut  and 
fitted  into  the  external  auditory  canal. 
A second  piece  of  heavy  lead  rubber  was 
cut  to  fit  as  accurately  as  possible  around 
the  base  of  the  ear,  thus  protecting  the 
mastoid  process  and  the  squamous  por- 
tion of  the  temporal  bone.  We  have 
found  that  this  added  time  and  care  in 
protection  is  important  for  the  preven- 
tion of  unnecessary  irradiation  of  the 
surrounding  normal  structures  and  obvi- 
ously for  the  increased  comfort  of  the 
patient. 

The  total  dosage  varied  from  3,600  r 
to  6,000  r depending  upon  the  size  of  the 
area.  Throughout  the  entire  course  of 
the  treatment,  the  skin  reaction,  as  well 
as  the  regression  of  the  tumor,  was 
carefully  observed.  In  practically  all 
cases,  treatment  was  carried  to  the  begin- 


ning of  moist  vesiculation  of  the  surround- 
ing normal  skin.  No  attempt  has  been 
made  to  determine  the  relative  differ- 
ence in  sensitivity  between  the  basal  cell 
carcinoma  and  the  squamous  cell  car- 
cinoma. It  has  been  our  experience,  as  it 
has  been  with  numerous  others,  that 
basal  cell  carcinoma  of  the  skin  fre- 
quently requires  as  much  or  even  more 
radiation  than  do  some  squamous  cell 
carcinomas. 

Marked  secondary  infection  has  so  far 
been  no  contraindication  to  this  type  of 
therapy.  A number  of  our  cases,  par- 
ticularly those  involving  the  ear,  have 
had  a very  marked  degree  of  secondary 
infection  at  the  onset  of  treatment.  This 
rapidly  subsided  during  treatment,  and 
long  before  the  treatment  was  completed 
the  area  was  free  from  any  obvious  in- 
fection and  also  free  from  the  foul  odor 
which  usually  accompanies  these  grossly 
infected  lesions.  We  wish  to  point  out, 
however,  that  an  infection  subsequent  to 
the  completion  of  the  treatment,  par- 
ticularly in  the  cases  in  which  cartilage 
has  actually  been  invaded  by  the  neo- 
plasm, is  a serious  handicap  and  greatly 
prolongs  the  period  of  healing.  This  will 
be  illustrated  by  1 of  our  cases.  As  a 
rule,  however,  healing  is  prompt,  and 
complete  epithelization  of  the  treated 
area  and  tumor  bed  usually  results  in 
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three  to  six  weeks  time,  leaving  a soft 
pliable  scar  that  in  many  instances 
escapes  detection  except  by  the  closest 
scrutiny.  The  postirradiation  care  we 
feel  is  most  important.  More  intelligent 
patients  show  satisfactory  progress  if  the 
treated  area  is  bathed  twice  daily  with 
a sterile  2 per  cent  soda  bicarbonate  solu- 
tion or  with  physiologic  saline  and  hy- 
drogen peroxide  half  and  half.  These 
areas  should  be  gently  bathed  and  not 
rubbed.  The  slightest  amount  of  trauma 
may  delay  the  epithelization,  as  the  young 
epithelial  cells  are  extremely  fragile  during 
the  period  of  healing.  After  the  area  has 
been  thoroughly  cleaned  by  gentle  spong- 
ing, it  should  be  dried  and  covered  with  a 
sterile  white  vaseline  dressing.  In  the 
event  that  itching  and  burning  have  been 
a prominent  symptom,  vaseline  may  be 
mixed  with  1 per  cent  nupercainal  oint- 
ment half  and  half.  Any  scab  formation 
should  be  carefully  observed  and  com- 
pletely removed  if  there  is  any  underlying 
infection.  In  the  less  intelligent  clinic 
patients  it  may  be  necessary  to  have  these 
patients  return  for  dressings  as  often  as 
two  to  three  times  weekly. 

Case  Reports 

The  following  4 case  histories  give  in  some 
detail  the  procedure  and  the  results  in  various 
types  of  complications. 

Case  1. — C.  P.,  a 57-year-old  white  female, 
noted  a small  growth  to  the  right  of  the  nose  of 
one-month  duration  that  had  grown  very 
rapidly  in  size  but  otherwise  had  caused  no 
symptoms.  Examination  revealed  a spherical, 
marble-like  tumor  measuring  approximately  2 
cm.  in  diameter  at  the  base  just  to  the  right  of 
the  nasolabial  fold.  It  was  quite  firm  to  palpa- 
tion, red,  and  indurated  at  its  base.  There  was 
no  ulceration.  Biopsy  revealed  a squamous  cell 
carcinoma.  This  patient  received  6,000  r over  a 
period  of  twenty-three  days.  The  irradiation 
area  measured  3.5  cm.  in  diameter  and  extended 
well  beyond  the  area  of  infiltration  at  the  base 
of  the  lesion.  The  full-sized  portal  was  used  un- 
til a total  of  5,100  r had  been  given.  The  portal 
was  then  reduced  in  size  to  2.2.  cm.  in  diameter 
and  another  900  r given  for  a total  of  6,000  r. 
Forty-seven  days  following  the  treatment  the 
lesion  had  almost  entirely  healed,  and  one  month 
later  the  lesion  was  entirely  healed  with  excellent 
cosmetic  results.  This  lesion  has  now  remained 


healed  for  one  year  and  five  months,  and  ob- 
servation of  the  area  reveals  only  a very  small 
pliable  scar.  It  is  only  with  difficulty  that  one  is 
able  to  distinguish  the  site  of  the  original  lesion. 
There  is  no  evidence  of  atrophy. 

Case  2. — P.  L.,  a 45-year-old  white  female, 
presented  herself  on  July  7,  1937,  with  the  follow- 
ing history.  She  first  noted  a small  pimple  on 
the  upper  lip  just  under  the  left  ala  nasa  five 
years  before,  at  which  time  it  was  cauterized  by 
her  physician.  In  the  next  five  years  it  recurred 
three  times  following  cautery,  and  on  the  fourth 
recurrence  roentgen-ray  therapy  was  given. 
Following  this  it  again  recurred,  and  one  year 
previous  to  admission  was  excised,  at  which  time 
histologic  sections  revealed  it  to  be  a basal  cell 
carcinoma.  Examination  at  the  time  of  ad- 
mission revealed  an  induration  extending  through 
the  full  thickness  of  the  lip  to  the  left  of  the  mid- 
line just  beneath  the  ala  nasa.  The  center  of  the 
mass  appeared  to  be  cystic,  for  from  this  region 
there  exuded  a clear  fluid.  The  cartilage  of  the 
ala  did  not  appear  to  be  involved.  In  view  of 
the  repeated  recurrences  and  multiple  treatment, 
the  patient  was  advised  to  have  a wide  surgical 
removal  with  subsequent  plastic  repair,  but  she 
elected  to  try  radiation  therapy  in  preference  to 
this.  She  was  given  a total  of  5,700  r in  twenty- 
two  days  with  the  afore-mentioned  technic.  The 
area  treated  measured  2.8  cm.  in  diameter  and 
extended  well  out  beyond  the  area  of  involve- 
ment. Twenty-eight  days  following  completion 
of  treatment  the  lesion  was  entirely  healed  with 
the  exception  of  a very  small  area  in  the  left 
nasolabial  fold.  One  month  later  the  lesion  was 
entirely  healed,  and  there  was  an  excellent  cos- 
metic result.  There  was  some  thickening  in  the 
region  of  the  scar  from  the  previous  excision  and 
at  the  site  of  the  recurrent  lesion.  The  skin  was 
of  good  quality  and  of  normal  color  with  the  ex- 
ception of  a slight  brown  pigmentation  about  the 
periphery  of  the  irradiated  field.  The  lesion  has 
remained  healed  now  for  one  year  and  seven 
months.  There  is  no  evidence  of  atrophy  and 
no  appreciable  scar. 

Case  3. — J.  C.,  a 76-year-old  Italian  male, 
presented  himself  with  the  complaint  of  a nodule 
on  the  right  ala  nasa.  He  had  first  noted  it  three 
weeks  previously.  It  had  not  ulcerated.  The 
lesion  was  thought  to  be  benign,  and  on  January 
28,  1938,  it  was  surgically  removed  under  local 
anesthesia.  Histologic  section  of  the  specimen 
revealed  a squamous  cell  carcinoma.  The  pa- 
tient was  discharged,  but  he  returned  to  the 
Tumor  Clinic  six  days  later,  at  which  time  it 
was  noted  that  the  wound  was  not  healing  well 
and  that  there  was  an  area  of  sloughing.  He  re- 
turned on  February  14,  1938,  at  which  time  the 
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lesion  had  remained  unhealed  and  there  was  an 
area  of  induration  about  the  site  of  the  lesion. 
Definite  evidence  of  recurrence  was  present. 
Over  a period  of  twenty-five  days  he  was  given 
4,800  r,  the  size  of  the  area  treated  being  3.5  cm. 
in  diameter.  This  included  all  of  the  alar  carti- 
lage on  the  right  side  and  extended  out  on  the 
soft  tissue  of  the  lip  and  cheek.  Five  weeks 
following  the  treatment  the  area  was  well  healed 
and  has  remained  well  now  for  one  year.  This 
case  is  interesting  in  that  squamous  cell  carci- 
noma was  excised  surgically  followed  by  rapid 
recurrence  which  was  subsequently  treated 
satisfactorily  with  high-voltage,  highly  filtered 
roentgen  rays.  The  site  was  unfavorable  in  that 
it  was  directly  overlying  the  alar  cartilage  and 
was  treated  in  the  presence  of  an  open  wound 
(postoperative). 

Case  4. — J.  S.,  an  83-year-old  Italian  male 
whose  history  was  difficult  to  obtain,  had  a 
principal  complaint  of  an  infected,  discharging 
ulcer  of  the  right  ear  of  three  months’  duration. 
Examination  revealed  a large  infected  crater, 
3 cm.  in  diameter,  involving  the  middle  portion 
of  the  external  ear.  The  borders  were  raised  and 
indurated,  and  the  ulcerative  crater  was  filled 
with  a foul-smelling  purulent  discharge.  Biopsy 
revealed  this  to  be  a squamous  cell  carcinoma  in- 
volving the  right  ear.  The  underlying  cartilage 
of  the  ear  was  also  eroded  and  invaded.  An 
area  4 cm.  in  diameter  was  treated  and  5,700  r 
were  given  over  a period  of  thirty  days.  During 
the  treatment  the  infection  cleared  rapidly.  We 
had  planned  to  give  the  treatment  over  a period 
of  approximately-  twenty  days;  however,  due 
to  the  uncooperativeness  of  the  patient,  several 
days  were  missed  during  the  schedule  of  the  treat- 
ment. At  the  height  of  the  patient’s  reaction, 
he  complained  of  considerable  pain  in  the  right 
ear,  and  a nose  and  throat  consultation  revealed 
marked  myringitis  as  a result  of  treatment.  Con- 
siderable difficulty  was  had  in  the  healing  of  this 
lesion  following  treatment  owing  to  the  patient’s 
age  and  uncleanly  habits  (plus  the  language 
difficulty).  The  area  would  almost  heal  and 
then  become  reinfected  and  break  down.  The 
patient  was  finally  admitted  to  the  hospital  on 
June  11,  1938,  which  was  approximately  nine 
months  following  the  completion  of  treatment, 
at  which  time  a member  of  the  department  of 
surgery  cleaned  off  the  necrotic  infected  cartilage 
down  to  a freely,  bleeding  base.  The  lesion  again 
healed  for  a time  and  then  became  reinfected 
and  again  broke  down  and  looked  as  bad  as  at 
any  previous  time  following  the  completion  of 
treatment.  The  lesion  was  then  dressed  in  the 
Tumor  Clinic  every  other  day  until  the  infection 
completely  subsided.  The  area  remained  free  of 


infection  and  showed  continued,  progressive 
healing.  On  November  15,  1938,  the  ear  was 
completely  healed,  fourteen  months  following 
the  completion  of  therapy.  The  ear  now  remains 
healed  one  year  and  six  months  since  the  com- 
pletion of  treatment.  This  case  represents  1 of 
the  most  difficult  that  we  have  had  in  this  series. 
It  emphasizes  the  point,  previously  brought  out 
in  this  paper,  that  the  treated  areas  must  be 
kept  free  from  infection  during  the  period  of 
healing.  Healing  at  all  times  progressed  satis- 
factorily and  normally  in  this  case  until  it  be- 
came infected,  and  with  each  subsequent  infec- 
tion there  was  a breaking  down  and  superficial 
sloughing  of  the  cartilage.  We  have  had  only  1 
other  case  in  the  region  of  the  ear  that  presented 
such  difficulties  and  that  was  in  an  individual 
who  had  chronic  eczema  involving  not  only  his 
entire  ear  but  both  hands  as  well. 

Summary  and  Conclusions 

While  this  series  of  13  cases  of  skin 
cancer  near  the  nose  and  ear  is  a small  one, 
the  results  are  uniformly  consistent.  The 
underlying  cartilage  and  bone  have 
seemed  to  escape  damage  since  there  have 
been  no  changes  noted  in  cases  with  at 
least  one  year  of  follow-up.  In  spite  of 
the  heavy  dosage,  the  skin  has  healed, 
replacing  the  neoplastic  tissue  without 
obvious  atrophy.  The  resulting  scar 
was  soft  and  pliable.  Where  the  cartilage 
was  not  actually  invaded  by  the  neo- 
plastic tissue,  the  subsequent  scarring 
was  difficult  to  detect. 

The  dosage  in  each  case  was  continued 
up  to  the  beginning  of  vesiculation  and 
then  terminated.  The  total  varied  from 
3,600  r to  6,000  r using  200  kv.  and  heavy 
filtration.  Infection  already  present  at 
the  start  of  treatment  is  no  handicap, 
for  it  is  controlled  and  eliminated  by  the 
course  of  treatment.  Absence  of  trauma 
and  infection  after  the  treatment  is  fin- 
ished is  of  vital  importance  to  a rapid  and 
satisfactory  healing. 

I wish  to  express  my  appreciation  to 
Dr.  Stafford  L.  Warren  for  his  encourage- 
ment and  very  helpful  suggestions 
throughout  his  study  and  to  Dr.  Samuel 
Stabins  and  Dr.  G.  Burroughs  Mider  for 
their  cooperation  in  referring  a number 
of  these  cases  from  the  Tumor  Clinic. 
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Discussion 

Dr.  Walter  L.  Mattick,  Buffalo,  New  York — 
Dr.  Dowdy  has  given  us  an  excellent  presenta- 
tion of  an  interesting  yet  controversial  subject. 
It  is  well  known  that  the  heavily  filtered  rays 
are  less  irritating  and  less  absorbable,  also  that, 
with  the  small  fields  used,  the  tissue  scatter 
will  be  one-tenth  or  less  than  that  obtained  from 
large  fields,  hence  dosage  three  to  four  times  the 
size  used  for  larger  fields  will  be  perfectly  safe. 
This  explains  the  seemingly  high  doses  mentioned 
in  this  paper.  The  careful  protection  of  sur- 
rounding tissues  and  the  meticulous  aftercare 
as  practiced  by  the  author  render  such  dosage 
doubly  safe. 

While  admitting  this  thesis  in  theory,  many 
like  ourselves  at  the  Institute  find  it  impractical, 
due  to  the  fact  that  few  patients  can  be  per- 
suaded to  spend  twenty-five  to  thirty  days 
treating  what  to  them  may  seem  like  an  insig- 
nificant skin  lesion  despite  our  protestations  to 
the  contrary.  As  a consequence,  on  the  basis  of 


past  experience  with  many  methods  and  ex- 
pediency in  handling  a great  number  of  patients, 
we  have  developed  a plan  of  treatment  similar 
to  that  used  in  many  other  tumor  clinics.  With 
the  use  of  several  available  modalities  of  radia- 
tion we  suggest: 

1.  For  accessible  surface  lesions  of  the  type 
under  discussion,  massive  doses  of  unfiltered 
140  kv.  p.  x-ray  (1,500  to  2,500  r),  radon  bomb, 

0. 1  mm.  copper  for  15  to  16  me.  hr.,  or  radium 
placques  for  equivalent  dosage.  For  eye  lesions 
we  protect  the  eye  with  a gold  cup  placed  under 
the  lids  after  cocainization. 

2 . For  inaccessible  intercavitary  involvement , 

1. e.,  anterior  nares,  external  ear  canal,  etc.,  we 
recommend  fractioned,  protracted  200  kv.  p. 
x-ray  at  0.16  A to  0.11  A eff.  or  gamma-ray 
therapy  over  eight  to  fourteen  days,  supple- 
mented in  selected  cases  by  radon  gold  implants 
or  heavily  filtered  radium  tubes  in  or  against 
the  lesion. 

3.  For  recurrent,  refractory,  painful  slough- 
ing lesions  we  find  endothermic  removal  and 
coagulation  often  curative  or  at  least  palliative 
where  the  above  has  failed.  The  use  of  10  per 
cent  aqueous  solution  of  urea  or  a 20  per  cent 
urea  ointment  has  been  of  great  assistance  in 
addition  to  the  suggestions  of  Dr.  Dowdy  in 
promoting  healing  and  combating  infection  in 
these  cases. 

In  closing  I again  express  my  deep  apprecia- 
tion for  being  privileged  to  discuss  such  an 
excellent  paper  and  suggest  that  he  continue  his 
pursuits  in  this  interesting  field  in  quest  of  an 
ultimate  decision  as  to  the  solution  of  manage- 
ment of  these  cases. 
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OTOGENOUS  PARIETAL  CEREBRAL  ABSCESS  DUE  TO 
PNEUMOCOCCUS  TYPE  III 

Recovery  After  Drainage,  Specific  Antiserum,  and  Sulfanilamide: 

Report  of  a Case 

Wallace  B.  Hamby,  M.D.,  DeWitt  H.  Sherman,  M.D.,f 

Clayton  W.  Greene,  M.D.,  and  Ernest  Witebsky,  M.D.,  Buffalo,  New  York 


( From  the  Buffalo  General  Hospital,  Buffalo ) 

Solitary  otogenous  abscess  of  the 
parietal  lobe  is  rarely  encountered 
clinically,  and  in  autopsy  series  it  con- 
stitutes less  than  10  per  cent  of  the  ab- 
scesses of  the  brain.  Courville  and  Neil- 
sen* *  in  1935  and  1936  made  the  first 
careful  study  of  this  particular  type  of 
abscess  and  no  attempt  is  made  here  to 
analyze  the  cases  reported  in  the  litera- 
ture. Apart  from  the  rarity  of  otogenous 
abscess  in  this  region,  the  case  to  be  re- 
ported presents  several  other  noteworthy 
characteristics.  The  clinical  symptoms 
allowed  the  lesion  to  be  localized,  though 
ventriculography  was  used  to  verify  the 
localization.  The  causative  organism  was 
the  Pneumococcus  type  III,  the  same 
strain  having  been  isolated  previously 
from  the  ear  of  the  opposite  side.  The 
patient  recovered  after  surgical  drainage 
of  the  abscess  and  with  the  aid  of  sulfa- 
nilamide and  a specific  antiserum.  The 
recovery  was  complicated  by  cerebral 
herniation  of  large  size  that  finally  sub- 
sided without  fragmentation  but  prob- 
ably contributed  to  the  residual  symp- 
toms. 

Case  Report 

“Recurring  left  otitis  media  in  a girl  of  8 years, 
subsequent  jacksonian  seizures  of  the  left  face 
and  arm,  finally  left  hemiparesis  and  loss  of  two- 
point  discrimination  in  the  hand.  Extirpation 
of  a large  left  parietal  abscess  due  to  Pneumo- 
coccus type  III;  treatment  with  specific  anti- 
serum and  sulfanilamide ; cerebral  herniation ; 
recovery  with  residual  signs.” 


t Died  February  1,  1940. 

* Courville,  C.  B.,  and  Neilsen,  J.  M.:  Arch.  Surg.  30: 

930  (June)  1935;  idem.:  Bull.  Los  Angeles  Neurol.  Soc. 
1:  65  (June)  1936. 


E.  A.  J.,  a pale,  underweight  girl,  aged  8,  was 
admitted  to  the  Buffalo  General  Hospital  on 
January  7,  1938,  complaining  of  severe  right 
frontal  headache  and  left  hemiparesis. 

In  February,  1937,  the  patient  developed 
otitis  media,  and  paracentesis  of  the  left  drum 
was  necessary.  The  left  mastoid  area  was 
sensitive  for  a week,  but  the  tenderness  subsided 
and  she  had  a fairly  good  summer,  though  she 
complained  of  occasional  mild  transient  pain  in 
each  ear  during  that  time.  On  October  19,  1937, 
the  child  again  developed  pain  in  the  left  ear. 
A paracentesis  was  done  but  no  discharge  re- 
sulted. She  subsequently  developed  an  almond- 
sized swelling  over  the  left  mastoid  process,  and 
on  October  27  this  was  drained  by  Dr.  John  F. 
Fairbairn.  Pus  was  found  external  to  the  perios- 
teum ; the  bone  was  inspected  and  was  found  to 
be  normal.  Furunculosis  was  present  in  the 
external  auditory  canal.  A culture  of  the  pus 
revealed  Pneumococcus  type  III.  The  child 
had  been  given  liberal  doses  of  sulfanilamide 
and  the  wound  was  healing  slowly. 

On  November  7 the  patient  experienced  sev- 
eral convulsive  seizures  starting  in  the  left  side 
of  the  face  and  spreading  to  the  hand.  These 
seemed  to  be  both  motor  and  sensory  in  char- 
acter, and  on  at  least  one  occasion  the  seizure 
became  generalized  without  loss  of  consciousness. 
On  December  6 she  again  developed  severe  pain 
in  the  left  ear  with  a mild  amount  in  the  right. 
The  right  drum  appeared  normal;  the  left  was 
gray  and  abnormal  in  appearance.  After  irriga- 
tion overnight  the  left  drum  opened  spon- 
taneously. During  the  rest  of  the  month  the 
child  did  not  eat  well,  vomited  frequently,  and 
had  occasional  “tremors”  in  the  left  side  of  the 
face  and  the  left  arm.  After  October  9 she 
complained  of  occasional  “flashes”  of  pain  in  the 
forehead,  and  after  December  15  this  gradually 
became  more  severe,  finally  being  more  pro- 
nounced on  the  right  side. 

On  January  1,  1938,  she  was  found  to  be  in  a 
state  of  acidosis.  Following  treatment  she  im- 
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proved,  but  on  January  4,  1938,  she  vomited 
again  and  suffered  severe  right  frontal  head- 
ache. . No  neurologic  abnormality  was  noted. 
A blood  count  revealed  3,700,000  r.b.c.  with 
65  per  cent  hemoglobin  and  14,000  leukocytes,  of 
which  69  per  cent  were  polymorphonuclear  and 
28  per  cent  were  lymphocytes.  On  January  6 
the  headache  became  so  severe  that  codeine  was 
required  for  relief,  and  neurologic  signs  appeared. 
She  was  examined  by  Dr.  E.  A.  Sharp,  who  found 
her  to  have  left  hemiparesis  that  was  most 
marked  in  the  arm,  next  in  the  lower  face,  and 
least  in  the  leg.  There  was  ataxia  of  the  left 
arm  and  leg.  The  tendon  reflexes  were  exagger- 
ated on  the  left,  the  left  abdominal  reflex  was 
absent,  and  ankle  clonus  and  Babinski’s  sign 
were  present  on  the  left.  On  January  7 the  left 
hemiparesis  was  practically  complete  and  she  was 
admitted  to  the  hospital. 

The  child  was  surprisingly  alert  and  pre- 
cocious in  her  answers.  The  right  frontal 
eminence  was  tender  to  pressure  without  tym- 
pany to  percussion.  The  neck  was  flaccid. 
The  eye  movements  were  normal  without  nystag- 
mus. The  pupils  were  round  and  equal  and 
reacted  normally.  Ophthalmoscopic  examination 
revealed  the  right  disk  to  be  elevated,  its  edges 
blurred  and  the  veins  engorged.  A flame- 
shaped hemorrhage  was  present  just  off  the  lower 
temporal  quadrant.  The  left  disk  showed  no 
elevation;  the  edges  were  blurred  and  the  veins 
moderately  engorged.  On  voluntary  stimula- 
tion paresis  of  the  lower  portion  of  the  left  side 
of  the  face  was  evident ; the  other  cranial  nerves 
responded  normally  to  testing.  The  left  arm 
was  paretic,  especially  in  gripping,  with  ataxia 
of  the  other  joint  movements.  Tests  of  sensation 
in  the  arm  revealed  complete  loss  of  two-point 
discrimination  with  preservation  of  pain  and 
touch  perception.  No  evidence  of  astereognosis 
could  be  elicited.  The  left  abdominal  reflexes 
were  absent  while  those  on  the  right  were  pre- 
served. The  deep  reflexes  were  moderately 
diminished  on  the  left  side,  and  clonus  was  per- 
sistent in  the  left  ankle  and  transient  in  the 
right.  Babinski’s  sign  was  present  bilaterally, 
being  more  pronounced  on  the  left  than  on  the 
right.  The  pulse  rate  was  120  per  minute. 

Clear  colorless  fluid  was  obtained  by  lumbar 
puncture  under  pressure  fluctuating  between 
450  and  550  mm.  of  water.  The  slow  removal 
of  8 cc.  of  fluid  reduced  the  pressure  to  300 
(Ayala  quotient:  4.8).  The  fluid  contained  12 
cells  per  cubic  millimeter,  2 plus  globulin  (Pandy), 
and  1 plus  albumin  reaction.  Copper  reduction 
was  prompt. 

The  diagnosis  was  made  of  a left  frontoparietal 
space-filling  lesion,  probably  a cerebral  abscess. 


On  the  evening  of  January  7,  100  cc.  of  50  per 
cent  sucrose  solution  was  given  intravenously, 
and  ventriculography  was  done  during  which 
there  occurred  a generalized  convulsive  seizure 
with  extensor  rigidity.  The  resulting  roent- 
genograms showed  both  lateral  ventricles  to  be 
displaced  into  the  left  side  of  the  skull,  the  body 
of  the  right  lateral  ventricle  being  depressed 
markedly  and  the  third  ventricle  being  tilted 
sharply  to  the  left. 

Operation. — A right  parietal  osteoplastic  flap 
was  turned  down  by  Dr.  Wilder  Penfield  and 
Dr.  Hamby,  anesthesia  being  obtained  by  tri- 
bromethanol  in  amylene  hydrate.  The  dura 
protruded,  was  not  extremely  tense,  and  was 
attached  to  the  cortex  in  the  region  of  the  lower 
end  of  the  postcentral  gyrus  above  the  sylvian 
fissure.  The  convolutions  were  widened  and 
flattened  and  in  several  places  white  perivascular 
exudate  streaked  the  cortical  veins.  At  the 
site  of  dural  attachment  the  ovoid  surface  of  a 
lesion  was  exposed,  its  surface  area  being  about 
20  by  25  mm.  This  was  removed  en  masse,  but 
a small  loculation  opened,  liberating  creamy 
white  pus.  The  abscess  wall  was  removed 
completely,  leaving  a crater  approximately  5 
cm.  in  diameter.  The  crater  was  packed  with 
iodoform  gauze,  the  bone  flap  was  sacrificed,  and 
the  scalp  was  closed  with  adequate  drainage. 
Bacteriologic  examination  of  the  contents  of  the 
abscess  revealed  the  presence  of  numerous  en- 
capsulated gram-positive  cocci  in  diplo-form  and 
in  short  chains.  When  inoculated  into  broth, 
sufficient  growth  was  obtained  after  six  hours 
and  revealed  Pneumococcus  type  III.  Spinal 
fluids  taken  on  several  occasions  proved  to  be 
sterile. 

Progress. — The  profusely  draining  wound  was 
dressed  daily  and  the  gauze  packing  was  gradu- 
ally removed.  On  January  9,  3.0  Gm.  of  sulfa- 
nilamide in  divided  doses  was  given  the  pa- 
tient by  mouth.  On  the  following  day,  1.8 
Gm.  was  given  and  this  was  continued  daily  for 
seven  days,  after  which  the  dose  was  gradually 
reduced  until  it  was  discontinued  on  February 
2,  1938.  A total  of  23.4  Gm.  was  administered 
by  mouth. 

On  January  11,  1938,  Pneumococcus  type  III 
rabbit  serum  was  obtained.  Ten  cc.  of  this  in 
40  cc.  of  saline  was  given  intravenously  twice 
daily  for  five  days,  a total  of  100  cc.  being  em- 
ployed. No  untoward  reactions  occurred. 

On  January  18  the  tension  of  the  flap  was 
increased  and  the  spinal  fluid  pressure  meas- 
ured 210  mm.  of  water;  a cerebral  hernia  ap- 
peared at  the  site  of  the  anterior  scalp  incision. 
The  paresis  of  the  face  began  to  clear  up,  but  the 
arm  and  leg  remained  paretic  and  anesthetic. 
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The  cerebral  hernia  gradually  increased  to  tre- 
mendous size  (Fig.  1)  in  spite  of  vigorous  meas- 
ures employed  to  reduce  the  intracranial  pres- 
sure. Cultures  were  taken  from  the  surface  of 
the  hernia  on  January  22  (about  two  weeks 
after  operation)  and  revealed  again  the  presence 
of  Pneumococcus  type  III.  Cultures  taken 
February  5 (about  four  weeks  after  operation) 
revealed  again  the  presence  of  Pneumococcus 
type  III  in  addition  to  Staphylococcus  aureus 
hemolyticus.  On  February  23  no  pneumococci 
could  be  isolated  from  a smear  taken  from  the 
hernia;  a few  staphylococci  were  found.  The 
hernia  gradually  became  smaller,  the  wound 
healed,  and  the  patient  was  discharged  from 
the  hospital  on  May  5,  1938. 

The  arm  remains  spastic  with  forced  grasping 
and  poor  extensor  function  of  the  fingers.  Move- 
ments at  the  shoulder  and  elbow  joint  have  im- 
proved, but  wrist  and  hand  motion  remains 
minimal,  voluntary  grasping  being  much  better 
than  extension.  Practically  complete  anes- 
thesia of  the  hand  is  present,  the  sensation  of  the 
arm  being  almost  normal.  The  leg  remains 
somewhat  spastic  but  the  clonus  has  disappeared. 
The  patient  walks  several  blocks  daily  with- 
out assistance  and  the  gait  is  steadily  improv- 
ing. 

Specific  Therapy 

In  order  to  avoid  possible  spreading  of 
the  pneumococeic  infection  to  the  me- 
ninges, a combined  treatment  of  Pneu- 
mococcus type  III  rabbit  serum  and 
sulfanilamide  was  initiated.  Serum  was 
obtained  through  the  courtesy  of  Dr. 
Augustus  B.  Wadsworth,  director  of 
laboratories  of  the  New  York  State 
Department  of  Health,  Albany,  New 
York.  It  is  amazing  to  note  that  Pneu- 
mococcus type  III  was  present  on  the 
surface  of  the  brain  even  four  weeks  after 
the  operation  was  done  without  ap- 
parently causing  meningitis.  Though  it 
is  known  that  Pneumococcus  type  III 
antiserum,  even  rabbit  serum,  is  not  very 
successful  in  the  treatment  of  disease,  it 
is  certainly  possible  that  the  lack  of 
spreading  may  be  attributed  to  the  com- 
bined specific  treatment  with  antiserum 
and  sulfanilamide. 

Comment 

To  us,  this  case  appears  unique  in 
several  particulars.  Solitary  abscess  of 


Fig.  1.  View  of  cerebral  hernia  eighteen  days 
after  operation. 


the  parietal  lobe  following  otitis  media  is 
rare,  Courville  and  Neilsen  having  found 
only  26  cases  reported  in  the  literature  in 
1936.  Most  otogenous  abscesses  occur 
in  the  temporal  lobe,  often  extending  into 
the  frontal  lobe  and  rarely  extending  up- 
ward into  the  parietal  lobe. 

Symptomatology  of  Parietal  Abscesses. — 
In  summarizing  the  cases  of  otogenous 
parietal  abscess  found  in  the  literature. 
Courville  and  Neilsen  state:  “No  doubt 

many  such  lesions  have  been  considered  as 
abscesses  of  unknown  origin.  The  occur- 
rence of  jacksonian  seizures  followed  by 
hemiplegia,  sensory  disturbance,  sensory 
aphasia  (if  the  major  hemisphere  is 
affected),  progressively  increasing  intra- 
cranial pressure,  and  pleocytosis  in  the 
presence  of  otitis  media,  particularly  in 
a young  individual,  should  lead  one  to 
suspect  the  presence  of  a parietal  ab- 
scess.” 

In  the  case  presented  here  the  syndrome 
postulated  by  Courville  and  Neilsen  was 
present.  The  abscess  was  contralateral 
to  the  frank  otitis  media,  but  probably  a 
subclinical  form  of  otitis  was  present  in 
the  ipsilateral  ear.  The  minor  (right) 
hemisphere  was  affected  in  this  case, 
hence  no  speech  disorders  developed.  The 
sensory  changes  consisted  only  of  loss  of 
two-point  discrimination.  Mild  pleocy- 
tosis (12  cells  in  the  spinal  fluid)  was  pres- 
ent, but  the  abscess  was  well  encap- 
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sulated  and  was  approximately  of  eight 
weeks’  duration. 

Route  of  Injection. — Courville  and  Neil- 
sen  analyzed  the  routes  of  infection  that 
could  give  rise  to  parietal  lobe  abscesses. 
They  found  that  such  a lesion  might 
be  one  of  two  or  more  abscesses  in  either 
or  both  cerebral  hemispheres,  suggesting 
a route  of  infection  via  the  vascular  sys- 
tem. The  occurrence  of  associated 
thromboses  of  the  lateral  sinus  and  of  the 
connecting  veins  indicated  to  them  that 
the  infection  goes  by  way  of  the  venous 
system  rather  than  the  arterial.  In 
one  of  their  cases  the  origin  of  the  infec- 
tion was  a subclinical  form  of  otitis  of  the 
same  side,  recognized  only  by  culture  at 
the  postmortem  examination.  The  fam- 
ily of  the  patient  insisted  that  she  never 
had  complained  of  suggestive  symp- 
toms. 

In  our  case  the  patient  had  suffered 
frank  otitis  of  the  opposite  ear  but  had 
complained  of  pain  occasionally  in  the 
ear  on  the  side  of  the  abscess.  Because 
no  evidence  of  metastatic  infection  ap- 
peared, one  is  led  to  the  conclusion  that 
the  ipsilateral  ear  infection  was  the  point 
of  origin  of  this  abscess,  since  an  ex- 
tremely circuitous  route  must  be  pos- 
tulated for  an  infection  to  extend  to  the 
parietal  area  from  the  contralateral  ear. 
The  probable  course  of  infection  in  this 
case  then  was  from  the  right  ear  along 
the  communicating  veins  to  the  cortex. 
The  fact  that  the  dura  was  adherent  to 
the  cortex  at  the  surface  of  the  abscess 
and  that  the  neighboring  cortical  veins 
showed  exudate  along  their  walls  lends 
support  to  this  view. 

Summary 

Solitary  parietal  otogenous  abscesses 
are  rarely  encountered  clinically  or  at 
postmortem  examination,  although  they 
probably  are  more  frequent  than  is  real- 
ized. 

A case  is  reported  of  a right  parietal 
abscess,  probably  originating  from  sub- 
clinical  otitis  media  of  the  right  ear,  the 
route  of  infection  being  via  the  communi- 
cating veins  to  the  parietal  cortex.  The 
abscess  was  excised.  The  abscess  was 


caused  by  Pneumococcus  type  III.  The 
presence  of  the  organism  was  demon- 
strated on  the  cerebral  hernia  two  weeks 
following  operation  and  again  in  four 
weeks. 

Sulfanilamide,  as  well  as  Pneumococ- 
cus type  III  rabbit  serum,  was  admin- 
istered. Although  the  therapeutic  action 
of  the  type  III  antiserum  is  of  question- 
able value,  the  possibility  exists  that,  in 
this  case,  the  spread  of  infection  toward 
the  meninges  was  prevented  by  the  com- 
bination of  specific  antiserum  and  sulfa- 
nilamide. The  symptomatology  in  the 
case  agreed  with  the  syndrome  outlined 
by  Courville  and  Neilsen. 

Discussion 

Dr.  W.  P.  Van  Wagenen,  Rochester,  New 
York — I think  that  Dr.  Hamby  deserves  a great 
deal  of  credit  for  obtaining  as  nice  a result  as 
has  been  demonstrated  here.  I do  not  know  of 
anything  that  takes  the  patience  and  skill  and 
tries  the  endurance  of  a surgeon  any  more  than 
a large  fungus  cerebri  associated  with  a brain 
abscess. 

I am  not  certain  whether  or  not  the  actual 
mode  of  spread  of  infection  from  the  middle  ear 
to  the  parietal  lobe  is  the  same  as  has  been  out- 
lined. It  hardly  seems  from  this  case  that  the 
point  has  been  proved.  However,  it  is  im- 
material. I would  be  more  inclined  to  think 
that  this  particular  abscess  arose  by  way  of 
blood-stream  infection,  than  otherwise. 

The  important  point  in  this  presentation  seems 
to  me  to  be  the  good  result  obtained  with  the 
use  of  sulfanilamide.  From  all  the  information 
that  I can  obtain,  abscesses  in  general — whether 
in  liver,  spleen,  kidney,  or  brain — are  less  walled 
off  following  the  use  of  sulfanilamide  than  other- 
wise. If  this  is  true,  it  will  materially  change 
some  of  our  modes  of  treating  abscesses,  par- 
ticularly in  the  parietal  region.  The  chances 
are  that  more  and  more  abscesses  will  be  treated, 
in  this  region,  by  tapping  or  by  drainage  with 
a small  split  in  the  dura  and  a small  rubber  tube 
in  the  abscess  cavity.  There  is  nothing  more 
disastrous  to  function  than  to  open  the  dura 
widely  over  a zone  of  cerebritis  in  which  there 
may  be  an  abscess  of  varying  size. 

The  use  of  sulfanilamide  will  undoubtedly 
help  a great  deal  in  the  prevention  of  meningitis 
and  in  the  resolution  of  infection.  There  will 
always  be  a certain  number  of  them,  however, 
that  will  require  surgical  drainage  of  necrotic, 
broken-down  material. 


ALLERGIC  TREATMENT  OF  CHRONIC  SINUS  CONDITIONS 

Report  of  50  Cases 

Maurice  Vaisberg,  New  York  City 


In  recent  years  the  role  of  an  allergic 
state  as  the  underlying  fundamental 
etiology  of  many  sinus  and  nasal  condi- 
tions has  been  brought  more  and  more  to 
the  attention  of  both  the  medical  pro- 
fession and  laity.  Following  the  ex- 
haustive and  basic  work  of  Hansel  and 
others,  otolaryngologists  and  allergists 
have  carried  on  a diversified  clinical  and 
laboratory  investigation  in  ascertaining 
the  role  of  allergy  in  these  conditions. 
The  words  “conditions”  and  “affections” 
are  used  advisedly,  because  we  are 
probably  dealing  with  a basic  state  rather 
than  “infection,”  “catarrh,”  “rhinitis,” 
or  “sinusitis,”  which  are  but  secondary 
manifestations  of  the  basic  allergic  state. 

Herewith  are  presented  the  results 
(covering  a period  of  three  years)  in  a 
series  of  50  cases  of  such  chronic  condi- 
tions in  which  the  allergic  treatment  was 
both  successful  and  unsuccessful.  Every 
effort  was  made  in  the  unsuccessful  cases 
to  ascertain  the  reasons  for  failure. 
Most  of  the  cases  have  been  evaluated 
properly  in  accordance  with  concepts 
developed  during  the  course  of  the  in- 
vestigation. 

A complete  medical  history  was  taken 
of  each  patient.  Following  this  the  eyes 
(pupils,  movements,  muscle  imbalance, 
fundi),  ears,  nose  (nasopharyngoscopy 
and  anterior  rhinoscopy),  mouth,  throat, 
and  larynx  were  examined.  In  certain 
cases  a further  complete  medical  examina- 
tion was  performed  by  an  internist.  A 
neurologic  examination  was  given  where 
indicated.  In  this  office  the  following 
laboratory  procedures  were  performed 
in  every  case,  viz.:  blood  pressure,  nasal 
smears,  blood  differential,  blood  Wasser- 
mann  (and  later  also  Laughlen’s  test), 
urine,  and  in  most  of  the  later ‘cases  the 
Oelgoetz  test  for  serum  amylase.  If 
there  were  any  other  dischargings  of 
infected  areas  (as  ears),  smears,  cultures, 


and  indicated  autogenous  vaccines  were 
made. 

Each  of  the  patients  was  then  tested 
intracutaneously  with  as  many  allergens 
as  were  available  in  the  office.  Readings 
were  made  in  twenty  minutes  and  again 
in  forty-five  minutes  and  delayed  reac- 
tions were  read  twenty-four  hours  later. 
From  0.01  cc.  to  0.02  cc.  was  injected  at 
each  site.  In  the  early  cases  the  volar 
surface  of  the  forearms  was  used,  but 
later  the  back  was  used  exclusively.  As 
many  tests  as  possible  were  done  at  one 
time — as  high  as  ninety  tests  were  done 
at  the  same  sitting.  In  only  a few  in- 
stances was  there  any  severe  reaction. 

At  first  an  allergic  history  was  taken, 
but  later  this  was  found  unnecessary  ex- 
cept in  a rare  case  where  the  successful 
outcome  was  delayed.  However,  a brief 
allergic  interrogation  was  usually  made, 
especially  with  regard  to  inhalants  and 
fumes.  After  the  tests  were  made  the 
patient  was  given  a rigid  basic  diet  con- 
sisting only  of  those  foods  to  which 
actual  test  showed  no  skin  sensitivity. 
That  is,  if  a food  had  not  actually  been 
tested,  it  was  not  given.  The  basic  or 
fundamental  diet  given  consisted  only  of 
those  foods  that  showed  a negative  reac- 
tion when  tested.  Any  reaction  greater 
than  the  control  caused  exclusion  of  that 
food  from  the  diet.  All  allergens  not 
tested  were  automatically  excluded  from 
the  diet.  Avoidance  of  positive  in- 
halants, cosmetics,  and  alcohol  was  ad- 
vised, and  the  proper  allergic-proof  en- 
casings  were  prescribed  where  necessary. 

In  two  weeks  the  patient  reported  back 
and  then  reported  each  two  weeks  for  a 
month.  If  improved,  three  months  were 
allowed  to  elapse  on  a gradually  in- 
creasing diet  in  which  one  extra  food  was 
eaten  daily  (in  addition  to  the  basic  diet) 
for  two  weeks.  If  no  symptoms  de- 
veloped this  particular  food  became  part 
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of  the  basic  diet.  The  foods  first  added 
were  those  that  showed  the  least  skin 
reaction,  and  as  time  went  on  foods 
showing  greater  and  greater  skin  sen- 
sitivity were  added.  If  symptoms  de- 
veloped during  the  two  weeks  in  which  a 
single  added  food  was  taken,  then  that 
food  was  considered  a clinical  reactor  and 
was  eliminated  permanently  from  the 
diet.  Under  “Comments”  this  aspect  is 
discussed  further. 

In  addition  to  the  major  symptom  or 
symptoms,  each  patient  presented  certain 
other  minor  symptoms  which  varied 
greatly  among  the  various  patients. 
Frequently,  at  the  first  visit  these 
minor  symptoms  appeared  to  be  totally 
unrelated  to  the  main  symptoms.  It 
was  only  when  the  major  manifestations 
were  relieved  by  the  strict  allergic  regimen 
that  the  relationship  of  allergy  to  the 
wide  variety  of  minor  and  apparently  un- 
related symptoms  became  manifest  by 
the  disappearance  of  these  minor  com- 
plaints. 

Many  of  these  patients  had  had  con- 
siderable previous  treatment  ranging 
(in  the  nasal  cases)  from  the  conventional 
sprays,  drops,  tampons,  and  irrigations 
to  coagulations,  adenotonsillectomy,  and 
major  operative  surgery,  and  (in  the 
nasal-asthma  cases)  from  iodine  drops, 
epinephrine  injections,  and  desultory 
scratch  testing  to  complete  disappoint- 
ment (usually  with  advice  as  to  change  of 
climate) . 

The  study  of  these  cases  has  led  to  the 
following  statistical  evaluations.  (Note: 
Since  50  cases  are  presented,  the  per- 
centages are  easy  to  arrive  at.  They  are 
determined  by  multiplying  the  figure 
given  by  two.) 

1.  A tabulation  of  chief  complaints  and 
symptoms  by  cases: 


Symptoms 

Males 

Females 

a. 

Stuffed  nose, 

postnasal  drip, 

24 

17 

rhinorrhea, 

sneezing 

b. 

Headache 

13 

14 

c. 

Combined  headaches 

and  nasal  symptoms 

(a  and  b) 

10 

12 

d. 

Frequent  head  colds 

5 

6 

2.  The  youngest  male  was  iy2  years  and  the 
oldest  was  57.  The  youngest  female  was  7 


years  and  the  oldest  58. 

No.  of 

No/ of 

Age 

Males 

Females 

0-10 

4 

1 

11-20 

3 

2 

21-30 

5 

6 

31-40 

6 

7 

41-50 

5 

3 

51-60 

3 

5 

Total 

26 

24 

3.  Sixteen  cases  presented  blood  eosinophilia. 

An  eosinophile  count  of  5 per  cent  and  over  was 
considered  an  eosinophilia. 

4.  Forty-three  cases  had  eosinophiles  in  their 
nasal  smears. 

5.  Twenty-eight  cases  gave  a positive  his- 
tory of  familial  atopy. 

6.  Other  minor  symptoms  that  cleared  under 
allergic  regimen  and  so  could  be  attributed  to 


the  allergic  constitution  were: 

Symptoms  Cases 

Lassitude  25 

Gastrointestinal  upsets  14 

Cough  11 

Irritability  and  nervousness  7 

Asthma  7 

Joint  and  muscle  pains  6 

Constipation  5 

Anosmia  4 

Hordeolea  2 

Tinnitus  2 

Arrested  development  2 

Eczema  1 

Hypertension  1 

Anorexia  1 


7.  Previous  operative  procedures  without 

relief  were  as  follows : Nine  adenotonsillec- 

tomies;  8 cases  had  had  one  or  more  nasal  and 
sinus  operations. 

8.  Eleven  patients  needed  subsequent  treat- 
ment: 5 — ragweed  and  grass  injections  for 

seasonal  hay  fever;  3 — dust  and  feather  injec- 
tions because  of  professional  and  business  con- 
tact; 1 — a deviating  asthma  patient  required 
close  observation;  1 — required  sulfanilamide  to 
clear  a persistent  antrum  infection;  1 — required 
submucous  resection  and  tonsillectomy.  One 
of  the  above  required  nasal  ionization  without 
relief. 

9.  The  following  is  a tabulation  of  cases 
listing  the  frequency  of  occurrence  of  visible 
pathologic  changes  in  the  nose. 
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Number  of 
Cases 

a.  Posterior  tips  of  turbinates 


pale  and  moderately  to 

hugely  swollen  35 

b.  Purulent  discharge  16 

c.  Hypertrophied  nasal  lining  5 

d.  Mulberry  posterior  tips  of 

inferior  turbinates  4 

e.  Polyps  1 

f.  Polypoid  changes  1 


(The  anterior  rhinoscopic  appearances  are  omit- 
ted because  generally  there  were  no  characteristic 
changes  noted  anteriorly.  The  mucosa  here 
varied  from  the  normal  pink  to  moderate  red  or 
pale  boggy  appearance  in  different  patients  and 
at  different  times  in  the  same  patient.  This 
applies  to  the  mucosa  before  treatment.  How- 
ever, after  treatment,  in  the  relieved  cases,  the 
mucosa  never  exhibited  any  bogginess  and  the 
nasal  passages  were  completely  clear.) 

10.  Results  were  as  follows : 

Complete  relief  36  72%  1 82%  helped  con- 
Marked  relief  5 10%  J siderably 

Moderate  relief  1 2% 

Failures  8 16% 

Five  failures  were  all  due  to  an  absolute  lack  of 
cooperation  on  the  part  of  the  patient.  Three 
failures  were  due  to  the  financial  and  other  in- 
abilities of  the  patients  to  help  themselves  in 
carrying  out  the  regimen. 

11.  There  follows  a tabulation  of  cases  ob- 
taining relief  through  predominance  of  the  listed 
modes  of  therapy  (after  observation  for  one  to 
three  years) . 


Food  avoidance  26 

Inhalant  avoidance  5 

Combined  food  and  inhalant  avoidance  10 
Dust  injections  3 

Feather  injections  2 

Pollen  injections  6 


In  this  study  nasopharyngoscopic  ex- 
amination was  carried  out  on  practically 
every  case.  The  most  striking  finding 
was  a swelling  of  posterior  tips  of  the 
inferior  and  middle  turbinates.  This 
varied  from  a pale  moderate  to  a huge 
pale  smooth  swelling  occluding  the  choa- 
nae.  In  a few  cases  polyp-like  masses 
hung  down  from  the  posterior  tips  of  the 
inferior  turbinates.  These  shrunk  some- 
what on  the  application  of  ephedrine. 

These  swellings  were  always  pale  in 
contrast  to  the  red  swellings  seen  in 


acute  and  subacute  infections.  In  acute 
infections  there  was  an  angry  red  look 
and  tenacious  mucus  was  present.  In 
subsiding  acute  or  subacute  instances, 
the  markings  of  the  capillaries  could  be 
seen  through  a light  red  mucosa.  These 
acute  and  subacute  observations  were 
made  in  cases  other  than  those  presented 
in  this  series. 

In  the  more  chronic  cases,  areas  of 
permanent  hyperplasia  resembling  small 
knobs  were  present  on  the  posterior  tips 
and  occasionally  in  the  area  of  the  lateral 
nasal  wall  exactly  between  the  posterior 
tips. 

The  edematous  swellings  responded  in  vary- 
ing degrees  to  2 per  cent  solution  of  ephedrine  or 
1 :1000  epinephrine.  After  sufficient  application, 
most  of  the  posterior  tip  swellings  (except  per- 
manent hyperplasias)  subsided. 

Comments 

In  the  entire  series  only  1 patient  had 
syphilis. 

A very  remarkable  finding  was  that 
if  the  patients  adhered  rigidly  to  the 
diet,  they  experienced  definite  relief  in 
about  two  weeks.  Then,  after  another 
two  weeks  of  increasing  help,  some  of 
them  (especially  the  patients  suffering 
with  asthma)  would  start  deviating,  and 
there  would  be  a return  of  the  symptoms. 
This  peculiar  psychologic  quirk  was 
quickly  recognized  and  potential  stray- 
ers  were  appropriately  warned  at  the  right 
time. 

In  some  of  the  patients  the  allergic 
balance  was  favorably  “set”  after  a 
period  of  adherence  of  about  six  months. 
By  this  is  meant  that  foods  that  had 
caused  symptoms  previously  could,  at 
this  time,  be  taken  with  impunity.  This, 
however,  did  not  apply  to  all  of  the  pa- 
tients. In  most  of  the  cases  the  diet  was 
increased  gradually  (one  food  every  two 
weeks)  until  a clinical  reactor  was  found. 
The  foods  added  first  were  those  that 
showed  the  least  skin  reaction.  Foods 
showing  larger  reactions  were  added 
later.  Generally,  it  was  found  that  a 
delayed  reaction  had  more  clinical  sig- 
nificance than  a nondelayed  one  of  equal 
magnitude  on  the  original  “wheal”  test- 
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ing.  In  many  cases  it  was  found  that 
there  was  no  apparent  relationship  be- 
tween a substance  that  reacted  strongly 
to  skin  test  and  its  clinical  significance. 
For  example,  a marked  skin  reactor 
could  be  eaten  without  the  appearance 
of  any  symptoms.  On  the  other  hand, 
some  foods  showing  a minimal  skin  reac- 
tion were  strong  clinical  incitants.  This 
relationship  was  well  brought  out  by  the 
procedure  of  adding  only  one  food  (eaten 
daily)  every  two  weeks.  However,  it 
was  extremely  rare  for  a substance  that 
showed  a completely  negative  reaction 
to  be  clinically  responsible  for  symptoms. 
The  inference  is  that  a skin  reaction,  no 
matter  how  slight,  may  be  of  the  utmost 
clinical  significance.  However,  the  sta- 
tistics and  observations  involving  the 
actual  tests  and  their  clinical  significance 
will  be  the  subject  of  another  paper.  In 
one  single  patient  the  allergic  balance 
appeared  to  have  been  favorably  “set” 
by  an  appendectomy. 

After  a patient  had  built  up  a large 
basic  diet  and  then  deviated  by  eating 
one  or  more  of  the  definitely  offending 
foods,  symptoms  would  invariably  occur 
within  a very  short  period  ranging  from 
twenty  minutes  to  two  days.  The  mere 
discontinuance  of  such  an  offender  or 
offenders  (that  is,  the  resumption  of  the 
previous  basic  diet)  would  insure  a cessa- 
tion of  the  symptoms  within  a period  of  a 
day. 

Several  of  the  patients  developed  an 
intensification  of  symptoms  within  a few 
hours  after  skin  testing.  It  must  be 
remembered  that  all  of  the  antigens  were 
tested  at  one  sitting  and  so  such  a reac- 
tion was  considered  of  good  diagnostic 
and  prognostic  value.  It  meant  that 
the  patient  was  most  likely  allergic  and 
that  the  foods  and  inhalants  tested  were 
probably  causing  his  symptoms. 

Individual  cases  showed  unusual  find- 
ings: 

1.  This  patient  showed  definitely  that 
his  large  aural  polyp  was  on  a concomitant 
allergic  basis. 

2.  In  this  case,  there  remained  a re- 
sistant streptococcic  infection  of  one 
antrum  which  required  the  use  of  sulfa- 


nilamide to  eradicate.  Perhaps  here 
there  was  bony  involvement. 

3.  This  patient  started  with  a blood 
pressure  of  200/105  and  dropped  to 
175/90. 

4.  Though  this  patient  obtained  a 
measure  of  relief  he  did  not  obtain  com- 
plete cure.  We  must  consider  that  the 
changes  in  his  nasal  and  sinus  linings  had 
gone  on  for  forty  years.  Hence,  one  can 
expect  a lesser  degree  of  relief  in  cases 
of  extremely  long  standing. 

In  a great  many  cases  on  testing  the 
urine  with  Benedict’s  solution,  a whitish 
flocculation  occurred  on  boiling.  This 
appeared  as  a semigelatinous  mass  in  the 
clear  blue  reagent.  This  was  never  ob- 
served on  testing  the  urines  of  several 
hundred  nonallergic  patients  In  this 
entire  series  the  urine  was  negative  tor 
sugar  and  albumin. 

In  only  1 of  the  cases  presented  was 
there  any  hypertension.  The  general 
tendency  seems  to  be  toward  hypoten- 
sion. 

The  findings  and  observations  pre- 
sented here  are  generally  in  agreement 
with  those  of  various  other  workers. 

1.  Mullin1  found  allergy  to  be  in- 
volved in  34  per  cent  of  cases  of  chronic 
sinus  disease.  In  this  series  the  incidence 
was  100  per  cent. 

2.  Jay2  and  Coie  and  Jiminez3  believe 
that  the  mucosa  need  not  be  pale  and 
boggy  to  denote  allergy.  In  the  present 
study  this  observation  was  found  to  be 
true  anteriorly,  but  the  nasopharyngo- 
scope  practically  always  showed  pallor 
and  bogginess  posteriorly,  especially  the 
posterior  tips  of  the  turbinates. 

3.  Clarke4  emphasized  the  need  for 
repeated  nasal  smears  to  demonstrate 
eosinophiles.  This  was  confirmed  re- 
peatedly in  this  series. 

4.  De  Stio5  expressed  very  aptly  the 
concept  advanced  in  this  presentation 
that  “chronic  hyperplastic  sinusitis  is 
fundamentally  due  to  a diminished  re- 
sistance to  bacterial  infection  as  a re- 
sult of  the  presence  of  an  allergic  reac- 
tion in  the  mucosa  of  the  patient.” 

5.  Slack6  advises  thorough  study  be- 
fore sinus  operation.  However,  in  any 
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event,  it  is  better  to  do  allergic  tests 
first,  even  if  one  is  not  absolutely  sure  of 
its  presence,  than  to  subject  the  patient 
to  an  operation. 

6.  The  conclusions  reached  here  agree 
with  McLaurin7  that  “irrespective  of 
the  type  of  surgery  employed  one  cannot 
expect  permanent  benefit  unless  the  essen- 
tial allergic  tendency  is  studied  and 
treated.” 

7.  The  work  of  Hansel8  is  given 
ample  confirmation  in  this  study  by  the 
occurrence  of  other  allergic  manifesta- 
tions in  the  nasal  allergic.  As  the  study 
progressed  the  truth  of  his  statement  that 
“the  diagnosis  of  nasal  allergy  is  good 
presumptive  evidence  that  these  other 
manifestations  are  of  an  allergic  nature” 
became  more  evident. 

8.  Accord  is  shown  with  Clarke  and 
Rogers9  concerning  the  superiority  of  the 
intradermal  test  over  the  scratch  test. 
Their  suspicion  of  painless  abscesses  of 
the  teeth  was  confirmed  in  2 cases  (not 
in  this  series)  of  dermatitis,  resembling 
urticaria.  In  both  of  these  the  usual 
testing  was  of  no  avail.  It  was  only  after 
the  removal  of  an  apparently  externally 
innocent  tooth  that  the  condition  cleared 
in  each  case.  A contrast  of  results  of 
nasal  cases  may  be  of  interest. 


Clarke  and 

This 

Rogers 

Series 

Complete  relief 

23% 

72% 

Marked  relief 

56% 

10% 

Cases  helped 

79% 

82% 

Perhaps  the  difference  in  the  “com- 
plete relief”  figures  can  be  due  to  the 
fact  that  this  study  was  made  in  a small- 
town practice  (Patchogue,  New  York) 
where  control  and  daily  contact  with  the 
cases  are  much  easier. 

Semenov,10  in  a most  interesting  and 
fundamental  study  of  the  histopathology 
of  chronic  sinusitis,  concludes  that:  (1) 

Manifest  allergic  sinusitis  occurs  in  17 
per  cent;  (2)  the  allergic  membrane  is 
prone  to  infection  and  resistant  to  treat- 
ment; (3)  hyperplastic  sinusitis,  especi- 
ally the  bilateral  type,  is  allergic  in  70  per 
cent  of  the  cases.  His  findings  thus 
serve  to  corroborate  the  clinical  findings 


and  results  in  this  series  of  cases  and  also 
help  to  confirm  the  concept  advanced 
here,  viz.,  that  most  cases  of  chronic 
sinus  affections  are  basically  allergic  in 
nature  with  or  without  superimposed 
infection. 

The  associated  allergic  symptoms  are 
of  interest.  These  include  in  order  of 
frequency:  lassitude,  gastrointestinal  up- 
sets, cough,  asthma,  irritability  and  ner- 
vousness, joint  and  muscle  pains,  con- 
stipation, anosmia,  tinnitus,  hordeolea, 
arrested  development,  anorexia,  eczema, 
and  hypertension.  There  is  good  reason 
to  believe  that  these  may  exist  by  them- 
selves, each  as  the  major  symptom,  with- 
out the  presence  of  a manifest  allergy. 
Such  patients  may  be  treated  for  a long 
time  without  any  help  until  the  allergic 
etiology  is  brought  to  the  fore  and  proper 
treatment  instituted.  Most  gratifying 
in  the  patients  studied  here  was  the  dis- 
appearance of  these  associated  allergic 
symptoms  with  the  relief  of  the  major 
nasal  complaint. 

Conclusions 

In  every  case  of  chronic  nasal  and  sinus 
affection  there  is  need  for  a thorough  and 
systematic  local  and  (indicated)  general 
study.  Cases  that  have  received  no 
previous  therapy  (and  there  are  very 
few  of  those)  might  be  given  the  benefit 
of  any  of  the  standard  medical  proced- 
ures such  as  shrinkage.  In  this  connec- 
tion, nasal  ephedrine  in  the  Proetz  posi- 
tion is  the  most  effective  and  the  least 
harmful.  The  ephedrine  may  be  used 
as  drops  at  home  or  as  displacements  in 
the  office.  Usually  one  will  find  either 
temporary  palliation  or  no  relief. 

The  important  procedure  in  all  of  these 
cases  is  the  detection  of  an  underlying 
allergy,  its  investigation,  and  its  rigid 
therapy.  Even  if  no  evidence  of  allergy  is 
present,  it  is  far  better  to  treat  the  patient 
allergically  than  to  perform  any  nasal 
operative  procedure,  no  matter  how 
minor.  The  maxim  should  be,  “In 
chronic  nasal  and  sinus  affections  think  of 
allergy  first  and  operation  last.” 

A further  word  of  caution  is  necessary. 
It  is  not  advisable  to  subject  any  patient 
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to  the  allergic  tests  and  rigid  regimen 
unless  the  suffering  of  the  patient  more 
than  compensates  for  the  apparent  an- 
noyance and  sacrifice  of  following  a strict 
allergic  routine.  For  example,  a slight 
nasal  stuffiness  and/or  a slight  postnasal 
drip  is  usually  much  less  trouble  to  a 
patient  than  the  indicated  regimen,  no 
matter  how  enthusiastic  a patient  may  be 
before  taking  the  tests.  Hence,  it  be- 
hooves the  physician  to  make  a judicious 
selection  of  the  “ sufficient”  or  “adequate” 
sufferers  on  whom  to  apply  the  procedure. 
An  attempt  to  apply  it  to  all  cases  no 
matter  how  trivial  will  serve  to  bring 
the  method  rapidly  into  disrepute. 

From  the  results  of  these  cases  it  ap- 
pears reasonable  to  follow  this  routine : 

1.  One  should  obtain  complete  aller- 
gic control.  This  will  usually  be  most 
gratifying  and  sufficient. 

2.  If  insufficient,  one  should  estab- 
lish immunologic  control  if  necessary. 
This  involves  either  directed  chemo- 


therapy (for  hemolytic  streptococcus) 
or  autogenous  toxoid-filtrate.  This,  com- 
bined with  most  judicious  (and  very 
minor)  operative  procedures  will  prob- 
ably clear  up  99  per  cent  of  the  cases. 

3.  A major  nasal  and  sinus  surgical 
procedure,  including  submucous  resec- 
tion, should  be  tried  only  as  a last  resort. 
When  and  if  this  is  done,  the  patient  will 
then  be  under  the  best  possible  allergic 
and  immunologic  control. 

152  West  58th  Street 
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MEDICAL  SAGA  OF  THE  AIR 

For  a brief  period  a new  headline  vied  with  the 
war  news  for  the  front  page  of  Australian  news- 
papers, reports  a letter  from  Australia  to  the 
J.A.M.A.  A “flying  doctor”  and  his  pilot  were 
reported  missing  somewhere  in  central  Australia. 

Three  days  after  they  had  set  out  from  Clon- 
curry the  plane  was  located,  and  the  doctor  and 
his  pilot  have  now  been  rescued  by  a land  party. 
That  a flying  doctor’s  plane  has  been  forced  down 
somewhere  in  uninhabited  countryside  is  noth- 
ing new  to  these  men  whose  “practices”  are 
lonely  Spinifex  desert  and  rocky  ranges.  In 
eleven  years  of  service,  Australia  has  come  to 
take  the  saga  of  the  flying  doctors  somewhat  for 
granted. 

Today  more  than  1,000,000  square  miles  and 
more  than  3,000  people  are  served  by  the  six 
medical  men  whose  wings  carry  them  on  a four- 
hundred-mile  radius  from  Port  Hedland,  Clon- 
curry,  Broken  Hill,  Kalgoorlie,  Wyndham,  and 
Alice  Springs.  Last  year,  and  the  Alice  Springs 
station  was  then  barely  established,  the  flying 
doctors  flew  nearly  100,000  miles.  From  the  six 
hundred  pedal  wireless  stations  scattered  through 
lonely  Australian  outposts  and  the  receiving 
sets  at  the  bases  came  37,554  calls  for  help  for 
medical  advice.  Dr.  Alberry,  flying  doctor  of 
the  Cloncurry  base,  who  was  reported  missing 
last  week,  has  himself  circled  the  earth  six  times 


in  mileage  on  his  flights  to  aid  outback  people. 

To  land  where  there  is  no  landing  ground;  to 
risk  his  life  to  reach  a patient;  to  go  where  no 
white  man  has  gone  before,  is  nothing  new  to  the 
doctors  of  the  flying  medical  service. 

That  is  the  flying  doctor’s  job.  So  are  all  the 
other  hazards  that  come  his  way. 

There  have  been  times  when  the  wing  of  a 
plane  has  formed  the  roof  of  their  surgery ; when 
forced  down  in  unknown  territory,  one  or  other 
had  to  use  all  his  skill  to  save  his  own  life  and  the 
life  of  his  pilot  until  help  came.  It  has  taken 
eleven  years  to  complete  the  structure  that  an 
Australian  inland  mission  padre  dreamt  of  in 
Cloncurry  in  1928,  and  “Flynn  of  the  Island,” 
now  moderator  general  of  the  Presbyterian 
church  in  Australia,  has  lived  to  see  his  dream 
come  true. 

The  cost  of  maintenance  of  the  six  bases  alone 
is  more  than  £25,000  a year.  Of  this  the  com- 
monwealth and  stage  governments  contribute 
£9,000.  The  rest  comes  from  trusts  and  private 
donations.  Last  year  the  flying  doctor  service 
became  the  Australian  Aerial  Medical  Service. 
Thanks  to  the  flying  doctor  and  his  plane,  much 
of  the  loneliness,  much  of  the  terror  has  gone  from 
Australia’s  outback  today.  They  are  covering 
the  open  spaces  of  the  land  with  a mantle  of 
medical  safety. 


TERATOMA  OF  TESTIS  WITH  NEGATIVE 
ASCHHEIM-ZONDEK  TEST 

Report  of  a Case 

Meyer  M.  Melicow,  M.D.,  New  York  City 

( From  the  Squier  Urological  Clinic,  Columbia  University,  College  of  Physicians  and  Surgeons) 


Neoplasms  of  the  testis,  while  un- 
common, are  important  because 
the  majority  are  capable  of  rapidly  de- 
stroying an  otherwise  healthy  individual 
in  the  prime  of  life.  Insidious  in  onset, 
they  may  grow  to  luxuriant  proportions 
and,  with  astounding  speed,  form  huge 
metastases  in  neighboring  glands  or 
distant  organs.  In  some  cases,  neither 
extensive  surgery  nor  intensive  radio- 
therapy is  of  avail.  Tumors  of  the  testis 
are  interesting  further  because  they 
present  a kaleidoscopic  pathologic  pic- 
ture. The  majority,  supposedly  arising 
from  aberrant  totipotent  germ  cells, 
tend  to  form  one  or  more  embryonal 
layers,  any  one  of  which  may  overgrow 
and  compress  the  atrophic  remains  of  the 
testis.  They  are  the  highly  explosive 
embryonal  teratomas  or  carcinomas,  and 
can  spread  via  the  lymphatics  or  blood 
stream.  Slight  differentiation  rarely  oc- 
curs, resulting  in  the  relatively  static 
yet  potentially  dangerous  adult  terato- 
mas. 

The  seminomas  of  Chevassu  constitute 
another  group  of  tumors,  and  are  of  equal 
incidence  and  almost  equal  virulence  as 
the  embryonal  teratomas.  They  have, 
however,  a constant  gross  and  micro- 
scopic picture  that  differs  from  the  latter. 
Chevassu  was  of  the  opinion  that  the 
seminomas  arose  from  adult  seminal  cells. 
Sections  from  these  tumors  show  a uni- 
form array  of  large  polygonal  cells,  with 
large  nuclei  and  definite  nucleoli.  Re- 
cently, the  noncommittal  term  “large- 
celled  carcinoma”  has  been  proposed  in 
place  of  “seminoma.” 

The  problem  of  neoplasm  of  the  testis 
is  one  of  early  diagnosis,  as  only  then  can 
surgery  and  radiotherapy  offer  any  hope 
of  cure.  Education  of  the  layman  to  the 
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realization  that  a growing,  painless, 
intrascrotal  lump  may  be  more  serious 
than  a painful  one,  will  hasten  his  seek- 
ing relief  before  it  is  too  late.  Any  pre- 
operative test  that  can  aid  in  the  differ- 
ential diagnosis  is  a further  step,  for  it  is 
well  known  that  early  tumors  of  the 
testis  may  clinically  resemble  tubercu- 
lous, nonspecific,  gonorrheal  epididymo- 
orchitis ; gumma  of  testis ; and  hydrocele. 
[It  was  this  which  the  application  of  the 
Aschheim-Zondek  test  gave  promise  of 
accomplishment.] 

Aschheim  and  Zondek,  having  found 
that  the  urine  from  a pregnant  female 
contained  a substance  capable  of  stimu- 
lating the  growth  of  the  gonads  of  im- 
mature virgin  female  mice,  recognized 
the  similarity  of  this  action  to  the  hor- 
monal effects  emanating  from  the  pitui- 
tary gland.  Thus  they  noted  that  the 
young  follicles  swelled  (reaction  1) ; 
some  became  hemorrhagic,  producing 
“blood  points”  (reaction  2);  and  oc- 
casionally, luteinization  occurred  (reac- 
tion 3).  They  termed  the  follicle- 
ripening principle  prolan  A and  the 
luteinizing  one,  prolan  B.  It  is  now 
generally  accepted  that  the  origin  of 
these  principles  lies  in  the  trophoblastic 
cells  (Novak27). 

Extending  their  observations,  Asch- 
heim and  Zondek  demonstrated  that 
other  rapidly  growing  masses  containing 
embryonal  tissue,  such  as  chorionepitheli- 
omas  and  teratomas  of  the  testis  and 
ovary,  gave  a similar  reaction.  They 
pointed  out  that  urine  of  healthy  indi- 
viduals and  of  those  with  nonmalignant 
diseases  of  the  testis  (gonorrhea,  tubercu- 
losis, syphilis,  hydrocele)  gave  no  re- 
sponse. Here,  therefore,  was  the  first 
biologic  test  for  cancer  of  a specific  type 
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Fig.  1.  High-power  magnification  showing 
highly  active  carcinomatous  tissue  surrounding 
a relatively  benign  area  of  cartilage. 


and,  as  such,  was  of  profound  importance. 
Subsequent  studies  further  revealed  that, 
in  cases  of  carcinoma  of  the  testis,  the 
degree  of  malignancy  tended  to  go  hand 
in  hand  with  the  amount  of  gonadotropic 
substance  present  in  the  urine.  A posi- 
tive test,  obtained  with  either  a very 
small  amount  of  urine  or  with  diluted 
urine,  usually  accompanied  a highly 
active  malignancy.  On  the  other  hand, 
with  slow-growing  malignancies,  there 
was,  as  a rule,  a small  amount  of  the 
active  principle  in  the  urine,  and  the  test 
tended  to  be  negative.  In  order  to  ob- 
tain a more  potent  content,  it  became 
necessary  to  concentrate  the  urine,  and 
thus  the  quantitative  method  developed. 

High  concentrations,  however,  yielded 
positive  reactions  not  only  in  the  em- 
bryonal testicular  tumors  but  also  in 
seminomas  and,  at  times,  even  in  hydro- 
cele or  tuberculosis  of  the  testis.  Some 
confusion,  therefore,  arose  regarding  the 
specificity  of  this  test  in  lesions  of  the 
testis.  Zondek  reported  a positive  reac- 
tion in  a patient  with  tuberculosis  of  the 
testis  and  epididymis,  and  quoted  Bruhl 
as  having  found  a positive  reaction  three 
times  in  6 cases  of  tuberculous  epididy- 
mitis or  epididymo-orchitis.  Ferguson, 
in  concentrating  the  urine,  obtained 


both  a follicular  and  lutein  reaction  in 
mouse  ovaries  in  cases  of  seminoma. 
Owen  and  Cutler  found  the  gonadotropic 
substance  in  the  urine  of  13  men,  some 
of  whom  were  normal  and  some  who  had 
benign  tumors  of  the  testis.  The  amounts 
(50  mouse  units  per  liter)  were  small  when 
compared  with  the  huge  concentration 
that  patients  with  embryonal  carcinomas 
of  the  testis  yielded  (the  average  being 
below  2,000  mouse  units  per  liter  and  the 
highest  being  50,000  mouse  units  per 
liter) . 

Hinman  reported  a patient  with  metas- 
tases  from  a chorionepithelioma,  who  had 
more  than  1,000,000  mouse  units  per 
liter  in  the  urine.  In  such  instances, 
even  a diluted  urine  ought  to  show  a 
positive  reaction.  On  the  other  hand, 
cases  have  been  described  where  the 
clinical  observations  and  subsequent 
events  pointed  to  a highly  malignant 
testicular  neoplasm,  yet  a negative  test 
was  obtained.  Hinman  reported  such 
a patient  in  whom  an  embryonal  car- 
cinoma of  the  testis  was  found,  yet  the 
urine  failed  to  show  any  hormone  on 
five  separate  tests.  He  did  not  state 
whether  the  urine  had  been  concentrated 
but  the  report  indicates  that  there  may 
be  instances  with  a negative  yield  where 
a positive  one  is  expected. 

Upon  concentration  of  the  urine,  a 
positive  reaction  may  be  obtained  in 
conditions  other  than  a neoplasm  of  the 
testis.  Castration,  either  by  surgery  or 
x-ray,  may  cause  a false  positive  re- 
sponse5 (Zondek) ; prolan  A may  be 
present,  but  prolan  B is  absent.  The 
compensatory  pituitary  hyperfunction  ac- 
companying the  induced  deficiency  may 
lead  to  the  excretion  of  sufficient  gon- 
adotropic substance  to  yield  a positive 
reaction.  Other  rapidly  proliferating 
tumors,  such  as  myoma,  carcinoma,  and 
genital  hyperplasia,  may  give  false  posi- 
tive pregnancy  tests  (Ehrhardt).  Owen 
and  Cutler5  further  state  that  cerebral 
tumors  and  acromegalia,  elevated  intra- 
cranial pressure,  and  hyperthyroidism 
may  give  positive  tests. 

In  conclusion,  therefore,  it  appears 
that,  while  the  embryonal  teratoid  tes- 
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ticular  tumors,  rich  in  trophoblastic  tissue, 
tend  to  give  a strongly  positive  Asch- 
heim-Zondek  test  (even  when  the  urine  is 
diluted  and  certainly  when  it  is  concen- 
trated), there  may  occur,  however  rarely, 
malignant  testicular  tumors,  with  prob- 
ably very  little  trophoblastic  tissue, 
that  may  give  a doubtful  or  even  negative 
reaction  unless  the  urine  is  concentrated 
and  certainly  if  it  is  diluted.  Further- 
more, there  are  lesions  in  the  testis  other 
than  neoplastic  that,  under  certain  condi- 
tions, may  give  a positive  reaction;  and 
still  furthermore,  there  are  extratesticular 
states  that  may  rarely  give  a positive 
test. 

The  situation  is  further  complicated 
by  the  following  factors  that,  unless 
attended  to,  may  give  false  observations 
in  the  performance  of  this  test.  The 
urine  must  be  fresh  and  preferably  that 
obtained  in  the  morning,  as  it  contains 
more  of  the  hormone  than  even  a twenty- 
four  hour  output  sample.  Decomposition 
of  the  urine,  according  to  Owen  and  Cut- 
ler, does  not  seem  to  affect  the  hormone 
materially,  but  such  urine  may  be  toxic 
to  laboratory  animals.  Ferguson,  how- 
ever, is  of  the  opinion  that  many  nega- 
tive reactions  result  from  fermentation 
of  the  urine  which  rapidly  destroys  the 
hormone. 

To  summarize,  the  noting  of  a positive 
reaction,  when  the  Aschheim-Zondek 
test  is  performed  in  the  routine  manner, 
helps  to  confirm  a clinical  diagnosis  of 
tumor  of  the  testis;  but  a negative  re- 
port, even  with  a concentrated  specimen, 
must  not,  in  the  present  state  of  our 
knowledge,  influence  our  mode  of  action 
to  the  same  degree.  Many  of  the  factors 
involved  in  the  manifestation  of  the 
phenomenon  are  still  obscure,  and  there- 
fore, undue  reliance  on  a test  that  is  not 
generally  standardized  or  thoroughly 
understood  has  its  dangers. 

Case  Report 

Case  1. — M.  S.,  aged  43,  a painter,  married, 
was  admitted  to  the  Squier  Urological  Clinic  on 
September  5,  1935,  with  a history  of  swelling  in 
the  left  side  of  the  scrotum  of  long  duration. 
It  was  first  noted  in  infancy,  and  for  many  years 
he  wore  a truss.  About  a year  ago  the  swelling 


Fig.  2.  Roentgenogram  of  the  chest  showing 
multiple  and  varying  sized  round  and  outlined 
shadows  throughout  both  lung  fields,  typical  of 
blood-borne  pulmonary  metastases.j 

increased  in  size,  and  he  was  told  at  a hospital, 
following  a negative  Aschheim-Zondek  test,  that 
the  left  testis  was  inflamed.  Local  diathermy 
treatments  and  a suspensory  gave  no  relief,  the 
swelling  steadily  increasing  in  size. 

When  first  seen,  the  general  examination  was 
negative  except  for  an  old  appendectomy  scar. 
In  the  left  side  of  the  scrotum  there  was  a firm 
mass  that  extended  well  up  in  the  inguinal  canal, 
was  not  tender,  and  did  not  transilluminate. 
The  prostate  was  congested  and  moderately  ten- 
der. The  urine  was  acid;  the  specific  gravity 
was  1.032;  there  was  a very  faint  trace  of  albu- 
min and  no  glucose.  The  microscopic  examina- 
tion showed  occasional  red  blood  cells.  The 
Aschheim-Zondek  test  was  negative. 

The  patient  was  operated  upon  on  September 
9 and  a left  orchidectomy  and  herniotomy  was 
performed  by  Dr.  George  W.  Fish.  The  scrotal 
mass  was  quite  firm  and  was  found  to  impinge 
upon  the  dilated  left  internal  inguinal  ring. 
The  tumor  was  extruded  through  the  incision  by 
pressure  from  below,  and  the  adherent  peri- 
toneum then  was  stripped  from  its  upper  border. 
The  cord  was  freed,  clamped,  and  cut,  and  the 
testis  was  removed  retrograde.  The  freed  peri- 
toneum or  potential  hernial  sac  was  closed  with  a 
purse-string  catgut  suture,  and  muscle  repair  was 
done  in  the  usual  manner. 

Pathologic  Report 

Gross. — Tumor  of  the  testis,  weighing  205 
grams  and  measuring  5 by  4 by  3 cm. 

On  section,  several  types  of  tissue  in  various 
stages  of  degeneration  were  seen.  The  tumor 
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contained  necrotic  areas  as  well  as  some  firm 
pearly  tissue.  A portion  of  the  cord  and  epididy- 
mis and  the  wall  of  a large  hydrocele  of  the  tunica 
vaginalis  were  included. 

Microscopic  (Fig.  1). — Malignancy  of  the 
testis,  characterized  by  intertwining  masses  of 
irregular  deep-staining  cells. 

In  places  the  syncytium  resembled  embryonal 
tissue  lying  in  a stroma  of  mucin.  Here  the 
cells  were  very  large  and  had  enormous  oval  to 
triangular  hyperchromatic  nuclei.  Mitoses  were 
common.  Some  groups  of  cells  were  separated 
from  one  another  by  dense  connective  tissue  sep- 
tumS.  In  other  regions  they  were  arranged  in 
pseudogland  fashion,  disporting  themselves  ir- 
regularly in  a loosely  bound  field  of  fibrous  ele- 
ments, areolar  tissue,  and  lymphocytic  and 
round  cell  infiltrations.  In  one  section,  in  a 
field  of  necrosis  and  hemorrhage,  there  were  a 
number  of  islands  of  cartilage.  These  were  the 
relatively  benign-looking  elements  in  an  other- 
wise frankly  active  carcinoma.  In  one  of  the 
islands  a suggestion  of  calcification  was  noted. 
Sections  through  the  epididymis  showed  it  to  be 
free  of  cancer,  but  the  malignant  cells  were  close 
to  it. 

Diagnosis. — Carcinoma  of  testis  with  evidence 
of  an  embryonal  tendency  and  teratomatous 
origin. 

The  patient  made  an  uneventful  postoperative 
recovery.  Aschheim-Zondek  tests,  done  on  the 
seventh  and  fourteenth  days  postoperatively, 
were  reported  negative.  He  was  referred  to  the 
clinic  for  follow-up  and  radiotherapy.  On  Octo- 
ber 28,  because  of  a cough,  a roentgenogram 
of  the  chest  (Fig.  2)  was  taken  that  indicated 
that  “the  lungs  were  filled  with  multiple  and 
varying  sized  round  and  discreetly  outlined 
shadows  throughout  both  lung  fields.  These 
were  typical  of  those  seen  with  the  blood-borne 
type  of  pulmonary  metastases.” 

The  patient  died  on  November  30,  following  a 
severe  pulmonary  hemorrhage. 

Comment 

1.  The  history  suggests  that  the 
patient  had  a congenital  hernia  and  a 
partially  descended  testis.  The  latter 
may  have  been  the  seat  of  an  adult  type 
of  teratoma  for  many  years  that  more 
recently  had  undergone  a change  to  the 
highly  malignant  embryonal  type  of 
carcinoma. 


2.  The  repeatedly  negative  Aschheim- 
Zondek  tests  in  two  hospitals  are  per- 
plexing in  view  of  the  reputedly  intense 
gonadotropic  activity  associated  with 
this  type  of  cancer. 

3.  The  tendency  for  undescended 
testis  to  undergo  neoplastic  change  should 
have  served  as  a warning,  and,  in  spite  of 
the  apparent  absence  of  the  gonado- 
tropic principle  in  the  urine,  the  patient 
should  have  had  a further  work-up. 

4.  The  case  emphasizes  the  danger 
through  loss  of  time  and  injudicious 
treatment  if  a test  that  is  neither  generally 
standardized  nor  thoroughly  understood 
determines  one’s  therapeutic  procedure. 

911  Park  Avenue 
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PROBLEMS  AND  RESULTS  RELATED  TO  THE  CARE  OF 
THE  PREMATURE  INFANT 

Julius  H.  Hess,  M.D.,  Chicago 


I wish  to  express  my  thanks  for  the 
opportunity  of  talking  to  the  members 
of  the  Medical  Society  of  the  State  of 
New  York  on  the  subject  of  “The  Pre- 
mature Infant — Their  Care  and  Future.” 
All  matters  pertaining  to  the  care  of  small 
infants  have  interested  me  greatly  during 
the  past  quarter  of  a century.  The 
results  which  we  have  experienced  in  the 
care  of  the  premature  infant  have  been 
the  source  of  a great  deal  of  satisfaction. 
I am  sure  that  a review  of  the  mortality 
and  morbidity  rates  among  the  newborn 
in  New  York  and  Illinois  cannot  help 
but  convince  us  that  we  are  making  con- 
siderable progress  in  lowering  both  mor- 
bidity and  mortality  rates  among  pre- 
maturely born  infants  but  even  more 
striking  progress  in  the  case  of  all  new- 
born infants  during  the  past  five  years. 

In  Chicago  we  have  attempted  to  apply 
the  institutional  procedures  of  Sarah 
Morris  Hospital  to  a city-wide  program 
for  the  care  of  prematurely  born  infants. 
It  is  my  belief  that  the  routine  practiced 
has  not  alone  lowered  the  death  rate 
among  premature  infants  but  it  has  also 
been  a great  factor  in  focusing  attention 
on  the  natal  and  neonatal  periods  with  re- 
sulting lowered  mortality  in  Illinois  and 
Chicago  among  all  newborn  infants 
(Table  1).  The  statistics  for  New  York 
State  and  the  City  of  Syracuse  for  the 
years  1935  to  1938  are  noted  in  Tables  2 
and  3. 

While  a very  satisfactory  improvement 
has  been  noted  in  the  lowering  of  infant 
mortality  in  your  state  and  my  own,  more 
especially  in  the  last  three  years,  there  is 
still  room  for  improvement.  The  results 
noted  in  the  past  few  years  are  attribut- 
able to  a closer  understanding  and  co- 
operation between  the  practicing  phy- 
sicians and  the  public  health  officials. 


In  Illinois  this  is  true  to  a remarkable 
degree.  As  stated,  there  has  been  a 
steady  decline  in  the  total  deaths  during 
the  first  year  of  life.  On  the  whole,  how- 
ever, there  has  been  little  decrease  in  the 
death  rate  in  the  first  month  of  life,  which 
accounts  for  nearly  half  of  the  total  loss  of 
life  in  the  first  year.  The  situation  per- 
taining to  the  first  day  and  first  week  after 
birth  have,  until  recently,  shown  only  a 
minimum  decrease  in  the  mortality  rate. 
More  than  one-half  of  the  deaths  of  the 
first  month  are  in  the  premature  infants. 
We  may  therefore  state  that  the  field  in 
which  the  least  has  been  accomplished  is 
in  the  saving  of  infant  lives  in  the  first 
days  and  months  and  in  those  cases  with 
associated  pathology  during  pregnancy 
and  abnormal  labor. 

In  both  states  our  attention  for  the 
past  several  years  has  been  focused  on 
the  decreased  birth  rate.  Illinois  in  1925 
with  its  19  plus  birth  rate  per  1,000 
population  decreased  to  an  average  of 
approximately  14  during  the  six  years 
preceding  1938.  In  1938  it  rose  to  15.4 
per  1,000  population,  the  highest  since 
1931. 

This  decreased  birth  rate  is  of  great 
importance  to  our  respective  states  but 
of  special  interest  to  obstetricians  and 
pediatricians,  and  we  might  even  convey 
to  our  clientele  that  we  could  use  more 
business. 

New  York’s  lessened  mortality  rate 
from  an  average  of  49.1  per  1,000  live 
births  for  the  years  1933  to  1936,  in- 
clusive, to  45.1  for  1937  and  40.7  for 
1938  certainly  are  most  gratifying  to  the 
state  and  the  medical  profession. 

While  showing  progress  in  the  lowering 
of  mortality  even  in  the  first  month  of 
life  as  seen  in  New  York  from  30.5  per 
1,000  live  births  in  the  years  1933  to 
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TABLE  1 


Birth  Rate 

per  1,000  Population  Infant  Mortality  Under  1 Year,  per  1,000  Live  Births 


Illinois 

Chicago 

State 

1922 

19.8 

76 

1925 

19.1 

72.5 

1930 

20.5 

17.2 

56 

1935 

14.3 

13.8 

46 

1936 

14.29 

13.4 

46.7 

1937 

14.6 

13.8 

43 

1938 

15.4 

41.2 

Outstanding  Facts 

1.  Rapid  decline  in  birth  rate  in  both  states — 1930  to 
date. 


2.  Striking  decline  in  mortality  under  1 year — 1930 
to  date. 


TABLE  2. — New  York  State — Births,  Stillbirths, 
and  Infant  Mortality 


Rate 


1938 

1937 

1933-1937 

Births 

14.0 

13.8 

14.0 

Stillbirths 

30.8 

31.2 

33.8 

Infant  mortality 

40.7 

45.1 

49.1 

Under  1 month 

27.0 

28.2 

30.5 

1 month-1  year 

13.7 

16.8 

18.6 

TABLE  3. — City  of  Syracuse,  1938 


Neonatal  Mortality  (Under  One  Month)  Among  In- 
fants Born  According  to  Month  of  Gestation 


Month  of  Gestation 

Births 

Deaths 

Under 

One 

Month 

Rate  per 
1,000  Births 

Total 

3,884 

103 

26.5 

Premature 

(5.38  per  cent) 

209 

56 

267.9 

5 months 

9 

9 

1,000.0 

6 months 

19 

16 

842.1 

7 months 

61 

21 

344.3 

8 months 

119 

10 

84.0 

Full  term 

3,675 

47 

12.8 

1936,  inclusive,  to  27  in  1938,  these 
figures  do  not  meet  with  our  highest  ex- 
pectations, and  all  forces  are  now  con- 
centrating on  the  first  month,  week,  and 
day  of  the  neonatal  period.  Therein  lies 
a great  hope  for  further  reduction  in  the 
mortality  rate  among  newborn  infants. 
We  must  concentrate  on  the  prevention 
or  delay  of  premature  labor,  whenever 
this  can  possibly  be  accomplished  without 
danger  to  the  mother,  and  on  meeting 
the  special  needs  of  the  premature  infant 
after  it  is  born. 

In  Table  3 presenting  the  1938  mor- 
tality rate  in  Syracuse,  we  note  that,  of 
3,884  births,  209  or  5.38  per  cent  were 
classed  as  premature  infants  and  that  the 
mortality  in  the  first  month  of  their  lives 
was  103,  or  at  the  rate  of  267.9  per  one 
thousand,  while  among  the  full-term 
infants  it  was  only  12.8  per  one  thousand 
or  a total  of  47  infants.  Translating  this 


-Illinois 

- Iliin 

ois v 

Rural 

Chicago 

White 

Negro 

68 

75 

127 

70.8 

70 

123 

59 

53.4 

54 

90 

50 

40.1 

45 

70 

52.2 

38.5 

46.7 

37.8 

45.7 

33.7 

3.  Early  higher  mortality  in  cities. 

4.  Since  1930  higher  mortality  in  rural  areas. 

5.  Chicago  lowered  rate  since  starting  city-wide  plan 
in  1935. 

into  the  percentage  of  all  deaths  among 
infants  in  their  first  month,  54.3  per  cent 
were  due  to  prematurity. 

Even  more  striking  is  the  fact  that 
only  10  of  these  deaths  were  infants  born 
in  their  eighth  month  of  gestation.  In 
this  group  of  prematures  the  mortality 
rate  was  84  per  1,000  live  births  as  against 
344  in  the  7-month  infants  and  842.1  in 
the  6-month  group.  None  survived  in 
the  group  with  a shorter  period  of  gesta- 
tion. These  figures  correspond  closely 
with  our  Sarah  Morris  Hospital  age  and 
weight  groups  as  seen  in  Table  4. 

Another  gratifying  result  is  the  de- 
creasing stillbirth  rates  in  recent  years  in 
both  states,  and  the  rates  are  shown  to  be 
even  more  striking  in  Syracuse  and 
Chicago. 


Stillbirth  Rates  per  1,000  Births 


1938 

1937 

1933-1936 

New  York  State 

30.8 

31.2 

33.8 

Illinois 

26.5 

26.6 

41.2 

Syracuse 

23.4 

27.0 

30.5 

Chicago 

25.9 

27.2 

28.5 

The  smaller  number  of  infant  deaths 
should  therefore  exclude  the  thought 
that  there  might  be  a tendency  to  classify 
as  stillbirths  infants  born  alive  but  dying 
shortly  after  birth. 

The  Premature  Station  at  Sarah  Morris 
Hospital,  established  in  1922,  was  the 
first  of  its  kind  in  Chicago  that  was  willing 
to  receive  premature  infants  born  in 
other  hospitals  and  in  homes.  The  de- 
mand for  such  a station  is  evident,  as 
shown  by  the  gradual  increase  in  the 
number  of  patients  admitted — from  19  in 
the  first  year  of  operation  to  392  in  1939 
with  a total  of  3,540  up  to  January  1, 
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1940.  As  early  as  1934  the  station  be- 
came overtaxed  and  provision  was  made 
for  the  opening  of  a station  at  Cook 
County  Hospital  to  care  for  infants  not 
only  born  in  the  hospital  but  of  patients 
received  from  other  sources.  The  Cook 
County  Hospital  station  for  premature 
infants  admitted  253  infants  in  1934, 
286  in  1935,  255  in  1936,  343  in  1937, 
426  in  1938,  and  441  in  1939.  At  Cook 
County  Hospital  all  patients  are  treated 
free  of  charge,  and  at  Sarah  Morris 
Hospital  approximately  75  per  cent  re- 
ceive free  or  very  low-cost  service.  At 
Cook  County  Hospital  between  85  and 
90  per  cent  are  born  in  that  hospital, 
while  of  those  treated  in  Sarah  Morris 
Hospital  only  about  20  per  cent  are  born 
in  Michael  Reese  Hospital. 

Infant  death  rates  in  many  large  cities 
have  remained  at  much  the  same  per- 
centages with  relation  to  the  total  births 
during  the  five  years  preceding  1935. 
In  Chicago,  the  deaths  per  thousand  live 
births  (under  1 year  of  age)  were:  1930, 


53.4; 

1931, 

56.4; 

1932, 

48.2; 

1933, 

48.8; 

1934, 

47.7; 

1935, 

40.1; 

1936, 

38.5; 

1937, 

37.8; 

and  1938,  33 

.7.  A 

study  of  the  reported  causes  of  death  led 
to  the  belief  that  efforts  to  reduce  the 
death  rates  further  must  be  directed 
toward  conditions  associated  particularly 
with  early  infancy,  such  as  maternal  ill- 
ness, birth  injuries,  and  premature 
birth. 

The  Chicago  City-Wide  Plan  for  the 
Care  of  Premature  Infants 

With  all  these  facts  in  mind  and  be- 
lieving that  deaths  from  prematurity 
might  be  lowered  by  well-organized 
effort,  the  Board  of  Health  of  Chicago 
initiated  the  Chicago-wide  plan  for  the 
reduction  of  deaths  associated  with  and 
due  to  prematurity. 

A reduction  in  morbidity  and  mortality 
rates  among  prematurely  born  infants 
seemingly  offered  a promising  field  for 
lowering  the  death  rate  among  newborn 
infants.  It  was  felt  that,  if  the  same 
principles  established  in  conducting  the 
premature  station  at  Sarah  Morris  Hos- 
pital could  be  applied  in  a Chicago-wide 


program,  many  premature  infants  now 
lost  might  be  saved. 

The  Sarah  Morris  Station  offers:  (1) 
ambulance  service  by  the  hospital;  (2) 
premature  ward  care,  with  special  equip- 
ment for  oxygen  therapy  and  other  types 
of  emergency  therapy;  (3)  nursing  serv- 
ice by  a trained  personnel;  (4)  breast 
milk  obtained  from  wet  nurses  and 
visiting  mothers ; (5)  field  nursing  service 
for  instruction  of  the  mothers,  special 
attention  being  given  to  the  promotion 
of  breast-milk  secretion — breast  milk  in 
the  home  reduces  the  number  of  hospital 
days;  (6)  a supply  of  a simple  type  of 
heated  bed,  loaned  for  the  use  of  gradu- 
ates in  the  home — special  value  in  re- 
ducing the  number  of  returned  cases  due 
to  acute  illnesses  after  discharge;  (7)  an 
outpatient  clinic  maintained  for  in- 
struction of  mothers  and  the  care  and 
supervision  of  graduates  not  having 
private  physicians. 

This  program  was  an  attempt  to  apply 
institutional  procedures  already  found 
successful  in  a hospital  expanded  to  meet 
the  demands  of  a large  metropolitan 
community.  The  city-wide  plan  for  Chi- 
cago was  started  in  March,  1935. 

State  and  Other  City-Wide  Programs 

Twelve  of  the  forty-eight  states  as  well 
as  the  District  of  Columbia  and  the 
Territory  of  Hawaii  have  some  plan 
contemplated  or  already  in  operation  for 
improving  the  care  of  premature  infants. 
The  most  complete  plan  is  that  now  being 
carried  on  by  Massachusetts. 

During  1937  the  Commonwealth  of 
Massachusetts  initiated  its  state-wide 
program  on  the  care  of  premature  in- 
fants, its  objective  being  the  reduction  of 
the  premature  death  rate  and  improve- 
ment of  standards  for  the  care  of  pre- 
mature infants.  They  provide  trans- 
portation through  the  local  boards  of 
health  to  nearby  hospitals  adequately 
equipped  to  care  for  infants  weighing  5 
pounds  or  less  who  cannot  adequately  be 
cared  for  in  their  homes.  Hospital 
maintenance  is  provided  free  for  indigents 
by  the  local  boards  of  public  welfare. 

In  Massachusetts  about  three-fourths 
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of  all  births  occur  in  hospitals.  The 
hospital-center  part  of  the  program  is 
state  wide  outside  of  Boston.  Forty- 
eight  centers  have  been  established.  The 
hospitals  are  selected  with  a view  toward 
strategic  location  and  the  grade  of  service 
given. 

The  nursery  supervisors  of  the  hospitals 
that  have  been  accepted  as  premature 
centers  are  given  a two -week  course  at 
the  Boston  Lying-In  Hospital.  The  De- 
partment of  Public  Health  pays  the 
tuition  of  the  nurse  and  also  her  traveling 
and  living  expenses  during  this  course. 
A consultant  nurse  from  the  Department 
of  Public  Health  is  available  for  con- 
sultation services  to  nursery  supervisors 
in  the  hospital  centers. 

The  New  York  State  Department  of 
Health  is  also  inaugurating  a state-wide 
program.  Special  centers  have  been  in 
operation  in  Albany  and  Syracuse  since 
the  first  part  of  1938.  Schenectady, 
Utica,  Troy,  and  other  cities  have 
followed  a similar  program.  In  other 
areas  portable  heated  beds  have  been 
made  available  for  loan  purposes  for  in- 
fants cared  for  in  the  home  in  rural  dis- 
tricts. Transportation  is  provided  for 
taking  the  infants  to  nearby  hospitals. 

Dr.  Edward  S.  Godfrey,  commissioner 
of  the  New  York  State  Department  of 
Health,  in  answer  to  my  recent  inquiry  as 
to  the  present  status  of  their  state-wide 
program,  writes  as  follows : 

“The  problem  of  prematurity  is  con- 
sidered part  of  the  general  aim  to  focus 
attention,  effort,  and  study  toward  the 
reduction  of  neonatal  mortality  and  the 
loss  by  stillbirths. 

“The  philosophy  of  your  New  York 
State  Department  of  Health  is  that  pre- 
maturity is  an  effect  or  expression  of  the 
larger  problem,  rather  than  a cause  in 
itself;  and  that  cause  must  be  sought  in 
the  mothers  or  perhaps  more  correctly  in 
the  parents.  In  other  words,  the  pro- 
gram for  the  premature  infant  is  ad- 
mittedly palliative,  in  this  broader  sense. 

“New  York’s  attack  at  present  is 
directed  toward  the  urban  centers , in 
which  most  of  the  premature  births  occur, 
or  are  received,  in  the  hospitals. 


“The  premature  may  receive  expert 
care  in  the  hospital,  but  on  discharge  of 
the  mother  needs  equally  intelligent 
public  health  nursing  supervision  in  the 
home.  It  may  not  be  possible  for  the 
premature  born  in  the  home  to  be  trans- 
ferred to  hospital  because  of  economic 
status  of  family,  distance,  extreme 
weather  conditions,  etc.  New  York  has 
planned,  therefore,  to  afford,  each  year, 
opportunities  for  special  training  to  a 
limited  number  of  nurses,  sending  them 
in  pairs,  from  the  same  locality  to  train- 
ing centers. 

“(1)  A registered  graduate  nurse  from  a 
representative  hospital  staff,  who  is  in  a 
teaching  position,  or  who  will  be  allowed 
to  teach  what  she  has  learned  to  other 
staff  nurses  on  her  return;  the  other, 
similarly  qualified,  from  (2)  the  local 
public  health  agency.  There  is  thus 
created  an  interlocking  interest  and  co- 
ordination. 

“Portable  heated  beds  have  been  made 
available  in  rural  communities  in  New 
York  for  loan  purposes  to  local  physicians, 
either  to  transport  infant  to  hospital,  or 
to  lend  to  the  family  where  the  premature 
is  cared  for  at  home ; they  have  also  been 
placed  in  a few  small  hospitals  of  limited 
resources  and  facilities.” 

New  Jersey,  Iowa,  Minnesota,  Indiana, 
Tennessee,  West  Virginia,  Colorado,  Ne- 
braska, Wyoming,  South  Dakota,  and 
Hawaii  either  are  or  soon  will  be  in  a 
position  to  provide  a simple  type  of 
heated  bed  and  special  booklets  on  the 
care  of  the  premature  infant  as  requested 
by  attending  physicians. 

At  the  annual  meeting  of  the  American 
Academy  of  Pediatrics  held  in  New  York 
City  on  May  19,  1935,  the  following  reso- 
lution was  passed  in  an  attempt  to  define 
prematurity : 

“For  statistical  purposes  and  com- 
parison of  results  of  care,  a uniform 
standard  for  diagnosis  of  prematurity  is 
important.” 

“A  premature  infant  is  one  who  weighs 
2,500  Gm.  or  less  at  birth  (not  at  ad- 
mission) regardless  of  the  period  of 
gestation.” 

“All  liveborn  premature  infants  should 
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be  included,  evidence  of  life  being  heart 
beating  or  breathing.” 

Therefore,  premature  infants  may  be 
classified  for  practical  clinical  purposes 
to  include  any  infant,  whether  a single  or 
multiple  birth,  born  prematurely,  at 
term  or  even  past  term,  whose  weight  at 
birth  is  below  2,500  grams  (5V2  pounds). 
The  inference  is  that  the  infant  is  not 
completely  prepared  for  full,  normal, 
independent  extrauterine  life.  There 
may  be,  however,  only  a relative  body 
weakness  in  the  absence  of  inherited 
constitutional  debility  and  malforma- 
tions. Full  consideration  must  be  given 
in  the  case  of  each  individual  infant  to  the 
precipitating  causes  in  the  parents  and 
the  infant  which  might  have  led  to  pre- 
mature delivery  or  pathologic  intra- 
uterine development. 

It  is  well  known  that  the  younger  and 
smaller  the  fetus  when  leaving  the  uterus 
the  greater  are  the  difficulties  to  be  over- 
come in  carrying  out  required  body  func- 
tions necessary  to  life  and,  therefore,  the 
consequent  lower  vitality. 

A second  resolution  passed  at  the 
same  meeting  of  the  American  Academy 
of  Pediatrics  meeting  expressed  the  de- 
sirability of  registering  mortality  in  the 
following  manner : 

“1.  In  weight  groups,  number  of 
cases  should  be  studied  in  five  weight 
groups:  (1)  Under  1,000  Gm.;  (2)  1,000- 
1,250  Gm.;  (3)  1,251-1,500  Gm.;  (4) 
1,501-2,000  Gm.;  (5)  2,001-2,500  Gm. 

“2.  Age  at  time  of  death  of  various 
weight  groups. 

”3.  Age  at  time  of  admission  of  in- 
fants received  from  other  hospitals  and 
homes.” 

Benefit  to  the  Infant  of  a Prolonged 
Gestation. — Clifford  has  estimated  the 
expected  intrauterine  weight  gains  per 
week  to  be:  fifth  lunar  month,  120-150 
Gm. ; seventh  lunar  month,  180-240 
Gm. ; ninth  lunar  month,  300-360  Gm. 

The  value  of  continuing  intrauterine 
life  as  long  as  possible  is  well  evidenced 
by  the  mortality  rate  based  on  weights 
taken  from  the  records  at  the  Sarah 
Morris  Station. 


Mortality  Rates  Based  on  Weight 


Survival 

Percentage 

Less  than  750  Gm. 

4.35 

750-1,000  Gm. 

17.12 

1,001-1,250  Gm. 

40.  7 

1,251-1,500  Gm. 

53.  8 

1,500-2,500  Gm. 

76.  9 

2,000-2,500  Gm. 

87.  8 

It  can  be  easily  realized,  therefore,  that 
two  to  four  weeks  of  prolonged  intra- 
uterine life  is  of  great  importance  in  re- 
ducing the  mortality.  It  is  also  to  be 
remembered  that  the  younger  the  fetus 
the  graver  the  danger  of  intracranial 
hemorrhage. 

Obstetrical  Analgesia. — Any  analgesic 
given  to  the  mother  affects  the  baby  to 
some  degree.  Irving  in  a study  of  500 
consecutive  deliveries  where  no  anes- 
thesia was  used,  found  only  10  per  cent 
of  the  babies  required  resuscitation.  In 
a series  receiving  scopolamine-morphine, 
he  found  60  per  cent  had  to  be  resusci- 
tated, and  in  a group  in  which  pheno- 
barbital  was  administered,  40  per  cent 
required  resuscitation.  These  figures  re- 
fer to  a study  of  deliveries  of  full-term 
infants.  One  can  easily  realize  the  in- 
creasing danger  from  various  analgesics 
given  in  excess  to  the  mother  in  the  case 
of  the  prematurely  born  infant. 

Immediately  after  respiration  has  been 
initiated  in  the  infant  suffering  with  ex- 
treme narcosis,  oxygen  or  oxygen-carbon 
dioxide  therapy  should  be  instituted. 

Provision  for  the  Premature  Delivery. — 
In  case  of  expected  premature  labor  im- 
mediate preparation  should  be  made  for 
the  reception  of  the  infant  into  a proper 
environment.  The  preparation  should 
not  be  delayed  until  labor  has  begun, 
otherwise  many  premature  infants  will  be 
lost.  If  the  proper  facilities  cannot  be 
furnished  in  the  home,  the  mother  should 
be  persuaded  to  enter  a hospital  before 
confinement. 

Avoidance  of  mechanical  trauma  in- 
cident to  delivery,  chilling  of  the  infant, 
and  exposure  to  infection  are  important 
factors  in  reducing  mortality. 

Methods  of  Resuscitation. — The  possi- 
bility of  asphyxiation  of  the  premature 
infant  must  be  borne  in  mind  throughout 
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the  entire  labor.  Any  accumulation  of 
secretions  or  aspirated  material  should 
be  removed  by  inverting  the  child  and 
gently  wiping  the  mucus  from  the  throat 
or  by  aspiration  of  the  pharynx  by  means 
of  a catheter,  and  in  the  more  extreme 
cases,  by  extremely  careful  use  of  a 
tracheal  catheter.  In  the  more  extreme 
degrees  of  asphyxia  a warm  bath  and  the 
institution  of  artificial  respiration  by 
regular  and  very  gentle  compression  of 
the  chest  followed  by  the  administration 
of  oxygen  may  become  necessary.  Swing- 
ing and  other  forceful  methods  of  in- 
ducing artificial  respiration  must  never 
be  practiced. 

The  irritation  of  the  catheter  in  the 
pharynx  will  frequently  reflexively  stimu- 
late respiration.  If  the  infant  appears  to 
be  recovering  spontaneously,  it  should  be 
left  alone. 

Administration  of  oxygen,  about  120 
bubbles  per  minute,  may  be  of  value  if 
administered  through  a catheter  inserted 
in  the  nose  or  mouth  or  through  a prop- 
erly constructed  mask.  If  an  oxygen 
chamber  is  available,  the  child  should  be 
placed  in  an  oxygen-air  mixture  of  40-50 
per  cent  oxygen. 

All  premature  infants,  whether  or  not 
showing  signs  of  asphyxiation  at  birth, 
should  be  carefully  watched  for  cyanotic 
attacks  during  the  first  days  of  life,  as 
such  attacks  may  develop  suddenly  and 
without  warning.  They  may  be  due  to 
a defective  pulmonary  circulation,  a 
congenital  atelectasis,  or  intracranial 
hemorrhage.  At  other  times  they  are 
precipitated  by  intra-abdominal  disten- 
tion interfering  with  cardiac  or  respira- 
tory action.  Oxygen  therapy  offers  the 
best  single  method  of  resuscitation. 

In  closing,  I believe  it  can  safely  be  said 
that  the  interest  stimulated  in  meeting 
the  requirements  of  the  premature  infant 
has  had  a far-reaching  effect  in  improving 
the  technic  employed  in  the  care  of  new- 
born infants  as  a whole. 

Chicago  mortality  and  morbidity  rates 
following  in  the  wake  of  the  institution 
of  our  city-wide  program  for  the  care  of 
the  premature  infant  may  be  offered  as 
evidence.  104  South  Michigan  Ave. 


Discussion 

Dr.  Douglas  P.  Arnold,  Buffalo,  New  York— 
Dr.  Julius  Hess  continues  to  preach  to  us  about 
his  “City- Wide  Plan”  in  hopes  it  will  stimulate 
us  to  endeavor  to  emulate  his  wonderful  work 
which  has  resulted  in  the  saving  of  many  pre- 
matures’ lives  and  in  reducing  the  general  in- 
fant mortality  rate.  A “City- Wide  Plan”  it 
must  be;  the  general  public,  the  health  authori- 
ties, the  general  practitioner,  the  obstetrician, 
and  the  pediatrician  must  become  premature 
conscious.  The  whole  group  must  realize  that 
the  properly  equipped  hospital  is  the  best  place 
for  these  small  babies.  They  must  be  properly 
sent  and  early,  or  valuable  time  is  lost.  The 
obstetrician  must  endeavor  to  keep  these  babies 
in  the  uterus  as  long  as  possible,  realizing  that 
the  smaller  the  child  the  less  its  chance  to  sur- 
vive. He  must  endeavor  to  hand  them  over 
unharmed  (i.e.,  no  cerebral  injury).  This  is  no 
easy  task  because  of  the  friability  of  the  pre- 
mature. However,  we  have  our  pattern.  What 
are  we  going  to  do  about  it? 

Here  are  reports  of  two  hospitals  in  Buffalo 
which  I think  would  rate  high  on  the  “scoring 
sheet.”  However,  Buffalo  still  needs  to  become 
“Premature  Conscious.”  If  this  were  not  so 
we  would  have  more  premature  patients  sent  to 
the  Children’s  Hospital. 

1.  Prematures,  The  Millard  Fillmore  Hos- 
pital, Buffalo,  New  York. — For  the  last  two 
years  223,  average  weight  3 pounds  3 ounces 
(all  born  in  the  hospital):  41  died  giving  a mor- 
tality rate  of  18.4;  28  died  within  twenty-four 
hours — if  deducted,  would  give  a rate  of  5.8; 
24  died  in  twelve  hours  or  less;  12  died  in  two 
hours  or  less;  5 died  in  one  hour  or  less. 

Included  were  6 cases  which  were  impossible 
to  save:  (1)  massive  cerebral  hemorrhage; 

(2)  congenital  hole  in  stomach;  (3)  ruptured 
uterus,  child  in  abdomen;  (4)  spina  bifida; 
(5)  imperforate  anus;  (6)  acrania. 

2.  Prematures,  Buffalo  Children’s  Hospital, 
Buffalo,  New  York. — For  the  last  year  33, 
average  weight  3 pounds  4 ounces  (born  out- 
side hospital) : 1 1 died  giving  a mortality  rate 
of  33.3*;  6 died  within  twenty-four  hours — if 
deducted,  would  give  a rate  of  15.1;  5 died  in 
twelve  hours  or  less ; 2 died  in  two  hours  or  less ; 
1 died  in  one  hour  or  less. 

I thoroughly  believe  in  breast  milk  for  the 
premature.  The  Ingleside  Home  of  Buffalo  has 
a milk  depot.  Any  extra  milk  is  frozen  by  the 
Borden  method  and  can  be  kept  indefinitely. 

When  breast  milk  cannot  be  obtained,  I am 
in  the  habit  of  using  protein  milk  or  olac.  Food 
is  only  valuable  when  it  is  gotten  into  the  child’s 
stomach;  aspiration  does  great  harm.  This  can 


* The  rate  at  the  Children’s  Hospital  reported  by 
Dr.  Orr  at  the  1936  A.M.A.  meeting  was  69  per  cent. 
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often  be  avoided  by  proper  tube  feeding;  but  as 
Dr.  Hess  has  told  us,  this  is  only  one  of  the  many 
requisites  in  taking  care  of  the  premature  and 
the  newborn  baby. 

Dr.  Burtis  B.  Breese,  Jr.,  Rochester,  New 
York — If  imitation  is  the  sincerest  form  of 
flattery,  Dr.  Hess  should  be  flattered,  for  his 
work  in  Chicago  has  been  imitated  extensively 
all  over  the  country. 

To  me  the  real  problem  of  the  care  of  pre- 
maturity lies  in  the  care  of  these  infants  in  small 
communities  or  small  institutions.  As  Dr.  Hess 
has  shown  you,  about  5 per  cent  of  all  infants 
born  are  premature.  This  means  that  small  in- 
stitutions, such  as  a hospital  that  has  100 
deliveries  a year,  will  have  only  5 premature 
infants  to  care  for  in  the  course  of  a year. 
Special  nurseries  or  special  personnel  are  out  of 
the  question  economically. 

Without  doubt,  the  most  important  feature 
of  the  care  of  premature  infants  is  the  nurses 
that  care  for  these  babies.  In  smaller  com- 
munities these  nurses,  in  order  to  have  sufficient 
clinical  material,  must  go  to  the  recognized  cen- 
ters where  they  can  get  this  special  type  of 
training  and  enough  babies  to  care  for.  At 
present  two  Rochester  nurses  are  at  the  Sarah 


Morris  Station  in  Chicago,  getting  just  this 
training.  We  hope  that  they  will  come  back  to 
teach  what  they  have  learned. 

But  such  trained  personnel  is  expensive  to 
small  hospitals  or  to  individuals  and  economi- 
cally out  of  the  question.  Incubators,  although 
relatively  inexpensive,  must  be  available. 

The  cost  of  personnel,  hospitalization,  and 
equipment  for  the  care  of  these  infants  must  be 
borne  by  someone,  and  at  present,  although  I 
hate  to  admit  it,  the  state  seems  to  be  that  some- 
one, as  has  been  done  in  Massachusetts. 

One  other  thing.  It  has  been  said  that  many 
premature  infants  could  be  saved  by  keeping 
them  in  utero  longer.  However,  if  one  looks  over 
the  records  of  mothers  who  have  been  induced 
and  have  had  premature  infants,  one  is  impressed 
by  the  fact  that  in  the  vast  majority  the  ob- 
stetrician had  no  other  choice  and  that  further 
prolongation  of  pregnancy  seemed  out  of  the 
question  either  for  the  sake  of  the  mother  or  the 
child.  The  risk  of  toxemia,  for  example,  to 
mother  and  child  often  makes  induction  manda- 
tory. 

I am  afraid,  that  with  moderately  good  ob- 
stetrics, the  improvement  in  premature  mortality 
figures  will  still  depend  on  what  we  do  after 
rather  than  before  the  child’s  birth. 


INCREASED  FACILITIES  FOR  BLOOD  CULTURES  IN  PNEUMONIA 


In  the  management  of  cases  of  pneumonia, 
cultural  examination  of  the  blood  is  of  great 
importance.  Isolation  of  the  incitant  is  of  dis- 
tinct value  in  prognosis  and  as  an  index  to  the 
course  of  treatment  to  be  followed.  The  findings 
may  also  be  particularly  helpful  when  more  than 
one  type  of  pneumococcus  is  found  in  the  sputum. 

Nearly  all  of  the  laboratories  approved  for 
pneumococcic  type  differentiation  are  prepared 
to  furnish  physicians  with  satisfactory  blood 
culture  outfits.  In  order  to  establish  a similar 
service  in  districts  where  this  facility  could 
otherwise  not  be  provided,  the  Divisionof  Labora- 
tories and  Research  of  the  State  Department 
of  Health,  as  a part  of  the  pneumonia  control 
program,  has  placed  blood  culture  outfits  in 
supply  stations  designated  to  distribute  anti- 
pneumococcic  serums,  says  Health  News.  The 
outfit  can  thus  be  obtained  by  the  physician  as 
readily  as  the  therapeutic  serum. 


The  outfit  consists  of  a 4-ounce  prescription 
bottle  containing  beef-infusion  broth  with  0.12 
per  cent  agar  and  1 per  cent  dextrose,  and  fitted 
with  a rubber  stopper  that  can  be  pierced  by  the 
venipuncture  needle.  The  stopper  is  covered 
with  cellophane.  The  surface  of  the  rubber 
stopper  under  this  is  sterile.  When  the  blood  has 
been  collected,  the  cellophane  cover  is  removed 
and  the  blood  introduced.  It  is  then  mixed  with 
the  medium  by  tipping  the  bottle.  No  mailing 
case  is  provided,  since  the  mailing  of  the  outfits 
after  the  blood  has  been  added  is  inadvis- 
able. 

It  is  expected  that  the  blood  culture  will  be 
taken  to  a local  approved  laboratory  as  promptly 
as  possible.  The  bottle  fits  conveniently  into 
the  upper  vest  pocket  where  the  warmth  of  the 
body  may  preserve  the  viability  of  the  micro- 
organisms on  the  trip  to  the  laboratory  during 
cold  weather. 


A TECHNICIAN’S  PRAYER 
O Lord,  lend  sharpness  to  my  eyes 
That  with  the  aid  of  stains  and  dyes 
And  microscope’s  enlarging  sight, 

The  little  things  may  come  to  light — 

The  little  things  like  germs  and  spores 
That  make  for  spots  and  growths  and  sores, 


Like  cocci,  fungi  parasitic 
That  once  defied  the  analytic — 

That  I may  speak  and  say  “ ’Tis  this,” 

Lest  doctors  diagnose  amiss 

That  pain  may  be  relieved  through  me 

The  tiny  things,  Lord,  let  me  see. 

— Composed  hy  Fr.  Donald  Miller  and  forwarded 
to  the  J.A.M.A.  hy  H.  0.  G.,  Wisconsin 


SYPHILITIC  AORTIC  DISEASE 

An  Analysis  of  508  Cases 


Abel  Levitt,  M.D.,  F.A.C.P.,  and  Dexter  S.  Levy,  M.D.,  Buffalo 
( From  the  Medical  Service,  Buffalo  City  Hospital,  and  Department  of  Medicine,  University  of  Buffalo) 


This  communication  is  a review  of 
508  cases  of  syphilitic  aortic  disease 
observed  in  the  wards  of  the  Buffalo 
City  Hospital  over  a period  of  twelve 
years.  During  this  period  143,534  cases 
were  admitted  to  the  wards,  of  which 
9,129  were  suffering  from  cardiac  disease. 
Of  this  total  508  were  cases  of  vascular 
syphilis,  giving  a relative  percentage  of 
5.56  of  the  total  cardiac  cases.  We  have 
not  included  here  cases  of  vascular 
syphilis  that  were  not  at  some  time 
studied  on  the  wards. 

Criteria  for  Diagnosis* 

The  diagnosis  of  syphilitic  aortic  dis- 
ease in  our  study  was  made  upon  the 
basis  of  the  following  features:  (1)  en- 
largement of  the  aortic  arch  to  percussion 
or  by  radiographic  study,  using  as  a 
maximum  normal  5.5  cm.;  (2)  accentua- 
tion of  the  second  aortic  sound,  with  or 
without  an  aortic  systolic  bruit;  (3) 
aortic  insufficiency  with  a high  pulse 
pressure;  (4)  aneurysmal  changes;  (5) 
cardiac  symptoms  including  substernal 
pain  and  paroxysmal  dyspnea. 

Patients  with  positive  serology  and  in- 
creased retromanubrial  dullness  were 
considered  as  syphilitic  aortitis.  In 
many  instances  it  was  possible  to  confirm 
the  latter  by  fluoroscopy  or  x-ray  studies. 
In  this  group  there  were  187  cases  of  the 
total  number  studied. 

There  were  70  cases  with  enlargement 
of  the  aortic  arch  associated  with  accentu- 
ation of  the  aortic  second  sound.  These, 
in  the  absence  of  rheumatic  mitral  dis- 
ease, were  considered  as  definitely  syphi- 
litic. 

Aortic  insufficiency  was  observed  in  a 
group  of  155  cases.  One  hundred  and 

* The  above,  except  aortic  insufficiency,  in  the  pres- 
ence of  positive  serology  or  history  of  antisyphilitic 
therapy. 


thirty-two  of  these  presented  the  char- 
acteristic features  of  high  pulse  pressure, 
water-hammer  pulse,  capillary  pulse, 
and  in  many  instances  Duroziez’s  sign. 
The  systolic  blood  pressure  varied  greatly 
in  this  group,  the  majority  being  below 
160  mm.  of  mercury.  This  is  consistent 
with  the  usual  low  blood  pressure  as- 
sociated with  the  disease. 

Aneurysm  of  the  aorta  was  diagnosed 
in  94  cases  and  these  were  confirmed 
radiographically  or  by  autopsy. 


Sex,  Age,  and  Racial  Incidence 

The  cooperative  clinic  reports  syphilitic 
disease  of  the  aorta  three  times  more 
common  in  the  male  than  in  the  female. 
It  occurs  most  often  between  the  ages  of 
35  and  50  years,  thus  placinjg  the  greatest 
number  of  cases  midway  between  the 
ages  usually  seen  in  those  of  rheumatic 
and  arteriosclerotic  heart  disease.  From 
the  following  table  it  can  be  seen  that 
407  or  80.1  per  cent  of  our  series  were 
males,  and  101  or  19.9  per  cent  were 
females,  giving  figures  in  accord  with 
those  of  the  cooperative  group,  since  we 
have  observed  a four  to  one  ratio. 


Number 

of  Cases  Males  Females 

508  407—80 . 1 % 101—19 . 9% 


Subdivision  of  this  total  number  into 
the  various  stages  of  syphilitic  heart 
disease  gives  similar  findings: 


Disease 
Aortitis 
Aortic  insuf- 
ficiency 
Aneurysm 


Male 

Female 

Per  Cent 

Cases 

Cases 

Ratio 

202 

55 

72.8:27.2 

127 

30 

80:20 

81 

13 

86.7:13.3 

The  age  incidence  of  syphilitic  heart 
disease  as  reported  in  the  literature  occurs 
most  frequently  between  35  and  55 
years.  In  a report  by  R.  W.  Scott2  the 
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Fig.  1.  Mitral  orifice  showing  fusion  and 
thickening  of  the  chordae  tendinae  and  scar 
deforming  of  the  cusps,  with  several  minute 
wartlike  vegetations. 


youngest  was  34  and  oldest  64.  The 
youngest  case  in  our  records  occurred  in 
a white  male  of  21  years  who  was  diag- 
nosed clinically  as  having  congenital 
syphilis  and  on  postmortem  examination 
was  found  to  have  cardiovascular  in- 
volvement. Our  findings  are  in  accord 
with  those  of  other  observers,  since  301 
or  78.8  per  cent  of  the  total  number  oc- 
curred between  31  and  60  years  of  age. 


Age  Incidence 

Number 
of  Cases 

Percentage 

20-30 

34 

6.7 

31-40 

95 

18.7 

41-50 

171 

33.6 

51-60 

135 

26.5 

61-70 

61 

12.1 

71-80 

10 

1.9 

81-90 

2 

0.4 

The  majority  of  patients  admitted  to 
the  wards  are  white,  but  we  do  have  a 
fair  percentage  of  colored  patients.  The 
racial  distribution  of  syphilitic  disease  is 
included  in  the  following  tabular  outline : 


Race 

Distri- 

bution 

Aortitis 

Aortic 

Insuf- 

ficiency 

Aneu- 

rysm 

Total 

White 

193 

110 

73 

376 

Negro 

58 

43 

19 

120 

Indian 

3 

1 

2 

6 

Chinese 

3 

3 

0 

6 

Fig.  2.  Aortic  orifice  exhibiting  the  basic 
scar  thickening,  with  vegetations  and  an  irregu- 
lar perforation.  The  mesial  mitral  leaflet  be- 
low to  right.  Characteristic  wrinkling  of  syphi- 
litic mesoaortitis  about  the  coronary  orifice. 


Interval  Between  Primary  Lesion  and 
Syphilitic  Vascular  Involvement 

Since  vascular  disease  is  considered  as 
a tertiary  manifestation  of  syphilis,  it  is 
of  interest  to  note  that  the  majority  of 
cases  develop  involvement  of  the  aorta, 
with  recognizable  clinical  manifestations 
within  ten  to  twenty  years  after  the  onset 
of  the  primary  lesion.  However,  many 
times  the  primary  lesion  is  either  for- 
gotten or  ignored,  and  it  is  only  possible 


for  us  to  report  this  interval  on  a portion 
of  our  cases. 

Interval  Number 

in  Years 

of  Cases 

Percentage 

0-1 

2 

2.1 

2-5 

11 

7.2 

6-10 

24 

15.6 

11-20 

47 

30.6 

21-30 

46 

30.3 

31-40 

22 

15.5 

In  a report 

by  Cole 

and  Ulliston1 

aneurysm  developed  in  1.2  per  cent  of  all 
persons  with  syphilis  admitted  to  the 
cooperative  clinics,  and  in  50  per  cent 
this  occurred  between  fifteen  to  twenty- 
five  years  after  the  primary  infection. 
In  the  94  cases,  observed  in  our  group, 
that  presented  either  clinical  evidence  or 
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aneurym  revealed  by  necropsy,  only  29 
gave  a history  of  a primary  lesion,  and 
we  found  65.5  per  cent  occurring  between 
the  reported  age  intervals. 


Interval  in  Years 
Between  Primary  Number 
and  Aneurysm  of  Cases  Percentage 


1-10  4 13.9 

11-20  9 31 

21-30  10  34.5 

31-40  5 17 

41-50  1 3.4 


were  obtained  in  38  instances.  Other 
syphilitic  manifestations  observed  in  this 
series  of  cardiovascular  syphilis  and  as 
recorded  at  necropsy  were: 

Cases 


Gumma  of  the  liver  io 

Syphilitic  hepatitis  Q 

Nodular  ulcerative  syphilis  III  of  skin  14 

Optic  atrophy  4 

Gumma  of  the  hip  1 

Syphilitic  pharyngitis  1 

Gumma  tongue  1 

Gumma  spinal  cord  1 


Clinical  Features 

Cardiovascular  syphilis,  uncompli- 
cated, is  frequently  overlooked  in  its 
early  stages  due  undoubtedly  to  the  long 
silent  period  of  the  disease.  The  com- 
monest symptoms  complained  of  in  the 
group  studied  were:  (1)  dyspnea,  ob- 

served in  242  cases;  (2)  substernal  pain, 
complained  of  in  117  cases  and  observed 
equally  as  often  in  the  early  as  in  the  late 
cases;  (3)  cough,  present  in  62  cases  and 
dry  and  hacking  in  type;  (4)  congestive 
failure,  with  all  its  manifestations,  present 
in  140  cases. 

Physical  signs  of  aortitis,  including  en- 
largement, by  clinical  and  fluoroscopic 
methods,  as  well  as  roughening  of  the 
aortic  second  sound,  have  already  been 
referred  to.  There  were  155  cases  of 
aortic  insufficiency  of  which  132  showed 
the  typical  features  and  complications  of 
this  disease,  whereas  23  showed  only  the 
cardiac  murmurs  alone.  Aneurysm,  as 
already  stated,  was  found  in  94  cases  and 
the  observations  revealed  the  location  as 
follows : 


Ascending  aorta  63 

Descending  aorta  4 

Transverse  21 

Abdominal  aorta  6 


The  complement  fixation  reaction  as 
representative  of  the  presence  of  syphi- 
litic infection  was  reported  in  463  cases, 
being  positive  in  399  of  these.  Reports 
were  inadequate  in  45  cases. 

Concomitant  central  nervous  system 
involvement  was  present  in  141  cases. 
This  was  diagnosed  clinically  by  pupil- 
lary, tendon,  and  reflex  arc  reactions. 
Of  this  number  43  had  lumbar  puncture 
in  which  positive  spinal  Wassermann  tests 


Recorded  Amount  of  Antisyphilitic 
Treatment 

We  have  attempted  to  ascertain  the 
amount  of  antisyphilitic  therapy  that 
patients  had  had  prior  to  our  diagnosis  of 
vascular  syphilis.  This  was  extremely 
difficult,  since  many  of  these  were  un- 
aware of  the  presence  of  the  disease  until 
the  appearance  of  cardiac  complaints 
and  the  diagnosis  established.  In  the 
series  studied  only  237  cases  gave  a 
history  of  having  had  some  form  of 
therapy,  whereas  241  gave  a history  of  no 
treatment. 

At  the  Buffalo  City  Hospital  the  ac- 
cepted amount  of  treatment  considered 
as  adequate  includes  thirty-two  intra- 
venous injections  of  an  arsenical  and 
sixty  intramuscular  injections  of  some 
heavy  metal.  On  this  basis  only  147 
cases  of  the  group  studied  could  be  con- 
sidered as  adequately  treated.  It  has 
been  our  practice  to  treat  cases  with 
moderate  aortitis  by  the  injection  of  small 
doses  of  the  heavy  metals  in  association 
with  other  forms  of  symptomatic  therapy 
when  indicated.  In  the  presence  of 
aortic  insufficiency  associated  with  fail- 
ure, antisyphilitic  treatment,  in  our 
experience,  has  been  of  little  value.  In 
the  same  condition  we  have  found  the 
response  to  digitalis  less  valuable  than 
in  other  forms  of  heart  disease.  Ar- 
rhythmia, especially  fibrillation,  was  ab- 
sent in  syphilitic  aortic  disease,  unless 
associated  with  arteriosclerotic  heart  dis- 
ease, a feature  that  was  present  in  31 
cases.  We  have  found  that  rest,  seda- 
tives, and  mercurial  diuretics  are  more 
effective  in  the  management  of  failure 
than  digitalis,  and  in  most  instances, 
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once  failure  was  established,  the  duration 
of  life  was  less  than  two  years. 

Mortality 

The  mortality  of  cardiovascular  syphi- 
lis in  the  stage  of  decompensation  is  high, 
while  in  the  uncomplicated  aortitis,  the 
prognosis  must  also  be  guarded.  In 
aortic  insufficiency  and  in  aneurysm  our 
mortality  figures  are  shown  in  the  table 
below. 


Living 

Aortitis 

183 

Percentage 

74.5 

Dead 

74 

28.5 

Living 

Aortic  Insufficiency 
75 

47.7 

Dead 

82 

52.3 

Living 

Aneurysm 

37 

39.2 

Dead 

57 

60.8 

Living 

Total  Mortality 
295 

58.07 

Dead 

213 

41.93 

The  following  is  a clinical 

and  patho- 

logic  report  of  an  unusual  case  of  mixed 
heart  disease. 

Case  Report 

Case  number  89447,  a married  colored  male, 
aged  42,  was  first  associated  with  the  hospital 
in  1931,  at  which  time  a requested  x-ray  examina- 
tion of  his  heart  and  lungs  was  negative.  Noth- 
ing further  was  heard  of  this  patient  until  June, 
1937,  when  he  was  admitted  to  the  medical 
service.  His  history  at  this  time  was  that  he  had 
developed  an  upper  respiratory  tract  infection  a 
month  previously,  from  which  recovery  was  not 
complete,  and  that  he  had  been  left  with  a 
residual  dyspnea,  most  marked  upon  exertion. 
There  was  also  a constant  palpitation  of  the 
heart  and  a burning  precordial  sensation.  For  a 
week  prior  to  admission  a profound  orthopnea 
developed  which  resulted  in  his  awakening  three 
or  four  times  nightly.  His  past  history  revealed 
that  at  15  years  of  age  he  had  acquired  a chancre 
for  which  he  was  not  treated.  He  had  had 
gonorrhea  and  malaria  at  25  years  of  age  and, 
previous  to  that,  the  usual  childhood  diseases 
of  chicken  pox,  mumps,  measles,  and  pertussis 
(no  history  of  rheumatic  infections).  The  family 
history  was  that  his  wife  had  had  one  miscar- 
riage, one  stillbirth,  and  two  living  normal  chil- 
dren. Examination  of  the  patient  revealed  a 
well-nourished  and  well-developed  colored  male. 


Pupils  were  equal,  regular,  and  active  to  light. 
Nose  and  throat  were  negative;  neck  vessels 
were  engorged  and  visibly  pulsating;  lungs 
showed  basal  congestion.  The  heart  was  en- 
larged in  all  diameters,  regular  in  rate  90  to  110; 
a to-and-fro  murmur  was  heard  over  the  aortic 
and  mitral  valve  areas,  with  a gallop  rhythm  in 
the  mitral  region.  Blood  pressure  130/40;  the 
pulse  was  of  the  water-hammer  type,  and  femoral 
Duroziez’s  sign  was  present.  The  liver  was  en- 
larged to  palpation,  and  the  extremities  were 
•edematous.  Reflexes  were  essentially  within 
normal  limits.  Laboratory  studies,  blood  chem- 
istry, urinalysis,  and  blood  count  were  normal. 
Wassermann  and  Kahn  tests  were  strongly  posi- 
tive. Electrocardiogram  showed  a left  ven- 
tricular preponderance.  Under  rest,  digitalis, 
sedatives,  and  intramuscular  bismuth  injections, 
the  patient  improved  and  left  the  hospital  three 
weeks  after  admission.  He  remained  home  for 
three  weeks  when  he  was  again  admitted  to  the 
hospital  complaining  of  marked  dyspnea  especi- 
ally at  night,  dull  precordial  pain,  and  swelling 
of  the  feet  and  ankles.  The  observations  at  this 
time  revealed  considerable  pulmonary  and 
hepatic  congestion.  The  heart  was  considerably 
enlarged  and  double  murmurs  were  heard  over 
the  aortic  and  mitral  regions  as  before.  The 
heart  rate  was  regular  and  blood  pressure  120/60. 
The  laboratory  tests  were  as  in  the  first  admis- 
sion and  the  temperature  was  normal.  Patient 
did  not  respond  to  treatment  and  expired  within 
eighteen  days. 

Clinical  impressions  were : aortitis  syphilitica, 
with  aortic  insufficiency ; myocardial  hyper- 
trophy and  dilatation;  congestive  heart  failure. 

Autopsy  Report  by  Dr.  William  F.  Jacobs 

Chest : The  right  pleural  space  contained 
1,000  cc.  and  the  left  pleural  space  about  700  cc. 
of  a pinkish -yellow  serous  fluid.  The  lungs  were 
collapsed  only  partially.  Crepitus  was  present 
throughout.  The  mucous  membranes  of  the 
tracheobronchial  tree  were  pinkish  in  color, 
while  in  the  smaller  bronchi  there  was  a small 
quantity  of  blood-stained  serous  fluid.  There 
was  exudation  of  a frothy  hemorrhagically 
colored  fluid  from  the  cut  surface  on  compression 
of  the  lungs.  The  tracheobronchial  lymph  nodes 
showed  anthracotic  pigment. 

Heart : The  pericardium  appeared  normal  and 
contained  a small  quantity  of  pericardial  fluid. 
The  heart  was  greatly  increased  in  size  and  its 
surface  color  was  of  a pale  reddish  brown.  On 
opening  into  the  heart  the  left  ventricular  wall 
measured  from  10-23  mm.  in  thickness,  the  right 
from  4-6  mm.  in  thickness.  The  mitral  valve 
orifice  measured  9 cm.  in  circumference.  The 
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valve  was  thickened  and  showed  numerous  ver- 
ruca-like vegetations  along  the  free  edge  of  the 
valve.  These  vegetations  extended  up  on  the 
surface  of  the  valve  and  onto  the  mural  endo- 
cardium, also  on  the  chordae  tendineae  and  under 
surface  of  the  leaflets  onto  the  endocardium  of 
the  mitral  valves  and  cusps.  The  aortic  valve 
orifice  measured  8 cm.  in  circumference.  The 
valve  leaflets  presented  many  vegetations,  par- 
ticularly on  the  ventricular  surface  of  the  valve. 
Two  of  the  cusps  showed  a complete  perfora- 
tion. The  tricuspid  valve  measured  9.5  cm.  in 
circumference.  The  coronary  arteries  showed 
nothing  remarkable. 

The  aorta:  In  the  aorta  close  to  the  valves 
there  were  several  1-cm.  plaques  that  showed 
longitudinal  wrinkling  as  in  syphilitic  lesions. 
On  the  intimal  surface  of  the  ascending  portion 
of  the  aorta  were  small,  soft,  yellow  plaques  of 
atherosclerosis.  Several  centimeters  above  the 
aortic  cusps  was  a small  aneurysmal  dilatation 
that  admitted  the  tip  of  the  little  finger. 

The  liver  and  spleen  were  both  increased  in 
size.  The  spleen  showed  grossly  an  increased 
amount  of  fibrous  tissue  and  several  healed  and 
one  healing  depressed  areas  on  the  inferolateral 
border. 

The  kidneys  were  smaller  than  normal  and 
the  capsules  stripped,  easily  carrying  small  por- 
tions of  the  cortical  tissue  with  it.  The  surface 
of  both  kidneys  showed  several  pea-  to  bean- 
sized depressed  areas,  which,  on  section,  showed 
a scar  of  fibrous  tissue. 


The  sections  of  the  heart  muscle  exhibited 
thickening  sclerosis  of  the  branches  of  the  coro- 
nary, the  outline  being  indicated  by  scattered 
small  round  cells  in  the  walls.  Patches  of  hyalin- 
ized  sclerosis  around  some  of  the  larger  vessels 
were  the  only  suggestive  relic  of  the  Aschoff’s 
nodule.  The  section  through  the  valves  revealed 
the  diffuse  hyalinized  fibrosis,  devoid  of  vas- 
cularity with  patches  of  disintegration,  granular 
debris,  but  no  leukocytes  or  other  signs  of  active 
inflammatory  reaction. 

All  other  tissue  sections  from  the  various  or- 
gans revealed  the  characteristic  picture  of  chronic 
congestion. 

Anatomical  diagnosis  was:  old  mitral  rheu- 
matic endocarditis;  aortic  endocarditis;  syphi- 
litic mesoaortitis  with  aneurysm ; cardiac  hyper- 
trophy and  dilatation;  multiple  healed  infarcts 
in  spleen  and  kidneys;  chronic  passive  conges- 
tion of  liver  and  spleen. 

Summary 

We  have  reviewed  a series  of  508  cases 
of  syphilitic  aortic  disease  and  presented 
an  unusual  case  of  mixed  heart  dis- 
ease. 
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RAVINGS  OF  AN  IMPATIENT  PATIENT 
When  your  arches  are  flat  and  your  legs  are  weak 
And  your  pipes  are  so  sore  you  can  hardly  speak, 
Though  you’ve  tried  all  the  tonics  that  could  be 
bought. 

And  have  gargled  the  stuff  that  the  neighbors 
brought. 

When  the  hundred  and  sixty  that  was  your 
weight 

Has  dwindled  to  something  like  ninety-eight 
Till  the  meat  on  your  skeleton  scarce  would  feed 
A microbe’s  family  that  were  in  need. 

Tho’  you’ve  swallowed  the  pills  to  make  you  fat 
Filled  with  vitamins  this  and  vitamins  that 
When  the  daily  dozen  has  failed  to  score 
Tho’  each  morning  you  worked  on  the  bedroom 
floor. 

When  your  headache  is  worse  than  it’s  even  been 
And  your  “schnozzle”  won’t  breathe — either 
out  or  in 

When  your  tummy  burns  like  a ball  of  fire, 
And  your  old  “ticker”  squeaks  like  a punctured 
tire. 

When  you’ve  aches  and  pains  from  stem  to  stern 
And  your  bunions  hurt  and  your  tonsils  burn 


When  your  brain  won’t  think  and  your  breath 
comes  fast 

And  you  figure  your  time  has  come  at  last. 

When  you’ve  taken  your  pills,  pink,  white  and 
brown 

And  your  blood  pressure  won’t  stay  up  or  down 
When  they’ve  given  you  hot  shots  in  your  wing 
That  the  specialist  said  was  the  proper  thing. 

When  the  “medics”  have  tried  out  all  they  know 
And  have  told  you  that  you  don’t  have  a show 
When  your  friends  have  wished  you  a fond  fare- 
well 

And  your  enemies  hope  you  will  go  to  H — 

When  you’ve  borrowed  the  money  your  friends 
have  lent 

Which  the  M.D’s.  have  taken  with  good  intent 
But  have  failed  to  “deliver  the  goods”  to  date 
And  you  feel  yourself  slipping  and  cannot  wait. 

You  have  tried  and  tried  and  now  at  last 
You  know  you  have  gotten  no  better  fast! 

I ask  your  advice  (if  advice  is  free) 

Just  what  would  you  do,  if  you  were  me? 

— Relayed  by  E.  C.  E.,  California , to  the  J.A.M.A. 


AMATEUR  MEDICAL  CINEMATOGRAPHY 


Boardman  M.  Bos  worth,  M.D.,  New  York  City 


For  those  medical  practitioners  who 
are  interested  in  amateur  photogra- 
phy the  taking  of  motion  pictures  offers 
a practically  unlimited  field  for  diversion 
and  profit.  Motion  pictures  cannot  be 
excelled  in  clarity,  brevity,  and  interest 
as  a medium  for  the  presentation  of 
medical  subjects  at  scientific  gatherings 
and  for  the  instruction  of  interns,  medical 
students,  and  nurses. 

It  is  the  purpose  of  this  article  to  en- 
courage the  taking  of  medical  motion 
pictures  by  pointing  out  some  of  the  more 
common  photographic  pitfalls  encoun- 
tered by  the  amateur  and  the  means  by 
which  they  may  easily  be  avoided. 

1.  Subject  Matter 

Be  on  the  lookout  for  the  vivid  and  un- 
usual. Select  cases  that  can  be  followed 
through  (Fig.  1),  showing  stages  of  prog- 
ress and  end  result.  Include  x-rays 
wherever  possible.  A few  simple  dia- 
grams will  often  add  immeasurably  to  the 
clarity  of  a film.  It  is  interesting  to  work 
out  a motion  picture  of  a special  opera- 
tion or  procedure  or  to  show  the  co- 
ordinating activities  of  the  different  de- 
partments of  a clinic.1  In  all  such  work 
it  is  best  to  spend  more  time  planning 
than  taking  the  picture. 

Provide  a contrasting  background  for 
the  subject  so  as  to  set  it  out.  This  is 
just  as  important  in  color  as  in  black-and- 
white  photography.  Especial  attention 
should  be  given  to  action.  This  is  a 
prime  requisite  if  loss  of  interest  is  to  be 
avoided.  No  matter  what  the  particular 
lesion  may  be,  interest  in  it  will  be  en- 
hanced by  motion  of  one  kind  or  another. 
For  example,  in  filming  an  extensive 
burn,  instead  of  taking  a straight  picture 
of  the  wound,  have  the  part  slowly  turned 
to  bring  the  lesion  into  full  view. 


Grateful  acknowledgment  is  made  to  Dr.  Olive  S. 
Bosworth  for  the  drawings  which  form  a part  of  this 
paper. 


It  is  well  also  to  plan  a considerable 
variety  in  subject  matter.  Change  fre- 
quently from  full-length  or  half-figure  to 
close-up,  and  even  in  close-ups  there  is 
ample  room  for  variation.  A change,  for 
instance,  from  4 feet  to  18  inches  in 
camera-subject  distance  produces  a more 
marked  effect  on  the  screen  than  one 
would  anticipate.  It  may  be  accom- 
plished without  disturbing  camera  or 
lights  by  means  of  one  or  more  telephoto 
lenses.  Similarly,  much  can  be  added 
to  the  interest  of  the  most  routine  picture 
by  the  careful  selection  of  unusual  angles 
from  which  to  film  the  subject  and  by 
shifting  occasionally  from  one  vantage 
point  to  another. 

2.  Length 

As  a rule,  a major  surgical  procedure 
will  require  from  200  to  300  feet  of  film. 
This  means  a projection  time  of  eight  to 
twelve  minutes.  If  the  picture  is  longer 
than  this,  it  will  generally  be  found  that 

(1)  too  much  film  has  been  devoted  to 
repetitious  actions  such  as  suturing, 

(2)  the  explanatory  titles  are  too  frequent 
and  verbose,  or  (3)  the  operator  has  been 
unduly  slow  in  his  work — any  one  of 
which  faults  will  detract  greatly  from  the 
finished  picture.  The  usual  story  can  be 
told  well  inside  of  fifteen  minutes.  More 
than  that  tends  to  tire  a professional 
audience;  less  than  that  will  usually  win 
hearty  approval. 

Individual  sequences  are  subject  to 
even  stricter  limitation.  Rare  indeed 
are  the  “shots”  of  less  than  five  feet  of 
film  that  are  not  merely  an  aggravation 
when  viewed  on  the  screen.  Eight  to 
ten  feet  is  the  average  necessary  for  a 
satisfactory  picture;  more  than  fifteen 
feet  is  apt  to  prove  tedious. 

3.  Titles 

Brevity,  conciseness,  and  clarity  should 
be  stressed.  There  are  many  technically 
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Fig.  la.  C.  W.  Severe  comminution  of 
humerus  with  nerves  and  blood  vessels  intact. 


Fig.  lb.  X-ray  of  humerus,  on  admission. 

perfect  films  that  have  fallen  flat  because 
of  faulty  titles  and  subheads.  These 
faults  may  be  few  but  they  loom  large  on 
the  screen.  The  fewer  titles  one  is 
forced  to  read  the  better;  the  picture  in 
the  main  should  tell  its  own  story — if  it 
doesn’t,  titles  won’t  help.  It  is  tiresome 
to  sit  and  read  through  line  after  line  of 
involved  description,  which  could  be 
grasped  so  much  more  easily,  quickly, 


Fig.  lc.  Present  result,  three  years  later, 
following  unsuccessful  attempt  at  bone  trans- 
plant from  tibia.  Flail  arm  but  useful  hand. 


and  vividly  from  the  moving  picture 
itself. 

Make  the  titles  interesting  as  well  as 
brief.  This  calls  for  much  careful 
thought.  Say  something  in  an  unusual 
way  and  you  will  catch  the  attention  of 
the  audience.  The  amateur  ambitious 
enough  to  make  his  own  titles  will  find 
the  homemade  device  (Fig.  2)  simple  and 
efficient. 

At  one  end  of  a 2V2-foot  board  a 
camera  bracket  is  mounted.  This  can 
be  a simple  metal  plate,  with  a hole  in  its 
center  for  camera  screw,  supported  be- 
tween two  wooden  blocks.  At  the  far 
end  of  the  board  a screen  is  erected  con- 
sisting of  the  ordinary  black  felt-covered 
board  with  interchangeable  white  cellu- 
loid letters  and  figures,  used  by  small 
restaurants  for  displaying  menus.  These 
letters,  s/a  of  an  inch  high  for  capitals 
and  y2  inch  size  for  small  letters,  make  a 
very  effective  title  when  photographed, 
at  the  distance  mentioned  above,  on  a 
screen  measuring  7V2  by  lO1/^  inches. 
A single  photoflood  bulb  in  reflector 
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mounted  behind  and  above  the  camera 
furnishes  good  illumination  with  a stop 
of  F 2.8,  using  ordinary  panchromatic 
film. 

The  camera  will  have  to  be  adjusted 
accurately  to  the  screen  by  a process  of 
trial  and  error,  taking  a few  “frames”  of  a 
white  paper,  ruled  with  heavy  black 
lines  at  right  angles  to  each  other, 
fastened  temporarily  to  the  screen.  When 
the  proper  position  of  the  camera  is 
finally  determined,  it  may  be  made 
permanent  by  fastening  any  convenient 
form  of  “guide-stop”  to  the  camera 
mount,  so  that  the  camera  will  bear  the 
same  relation  to  the  screen  each  time  it  is 
mounted. 

For  typewritten  titles  of  course  a 
shorter  board  is  required.  However, 
the  same  board  may  be  modified  by  the 
erection  of  a smaller  removable  screen  at 
a shorter  distance. 

4.  Lighting 

Flat  illumination  usually  is  essential, 
particularly  for  color  photography.2  But 
there  are  times  when  it  is  ineffective; 
as,  for  instance,  when  strong  shadows 
should  be  enhanced  to  make  motion  more 
startling  (Fig.  3).  Here  the  accepted 
type  of  illumination  would  have  pro- 
duced a flat  and  insipid  picture.  By 
strongly  oblique  lighting,  the  ridges 
formed  by  the  gut  moving  beneath  the 
tense  abdominal  wall  were  thrown  into 
marked  accentuation. 

Usually,  however,  one  seeks  to  dis- 
courage strong  shadows.  This  is  done 
by  superimposing  light  on  the  subject 
from  two  widely  separated  angles  and 
oftentimes  from  above  as  well.  If  an 
overhead  light  be  employed  as  an  ac- 
cessory, it  need  not  be  counted  in  estimat- 
ing the  required  exposure  as  it  has  little 
actinic  value. 

5.  Equipment 

While  a camera  and  a few  lights  are  the 
only  essentials,  a tripod,  range  finder,  and 
good  exposure  meter  will  be  found  useful 
adjuncts. 

Modern  amateur  cinema  cameras  use 
either  eight-  or  sixteen-millimeter  film. 


The  eight-millimeter  camera  will  give  as 
satisfactory  results  as  the  sixteen.  But 
the  latter  is  preferable  when  exhibition  to 
large  groups  is  contemplated,  as  the 
greater  projection  distance  increases  the 
screen  magnification. 

The  lens  is  far  more  important  than 
the  camera.  While  the  standard  F 3.5 
lens  gives  slightly  superior  results  where 
the  light  is  ample,  a lens  of  wider  aperture 
(F  1.9  or  F 1.5)  is  better  when  pictures  are 
taken  under  difficult  light  conditions, 
as  in  the  operating  room.  A one-inch 
(25-mm.)  lens  should  be  supplemented 
with  one  or  more  longer  focus  lenses  to 
permit  close  action  shots  without  chang- 
ing the  photographic  setup. 

An  ordinary  number  1 photoflood  bulb 
is  the  most  convenient  lighting  unit. 
Six  of  these  bulbs,  mounted  in  a couple  of 
reflectors,  provide  adequate  illumination 
for  color  pictures.2  Each  bulb  is  rated 
750  watts  and  has  a two-hour  life. 

For  convenience  in  filming  operative 
pictures  at  fairly  close  range  without  a 
tripod,  a simple  light  bracket  for  direct 
attachment  to  the  camera  can  easily  be 
made  by  anyone  handy  with  tools.3 
This  device  obviates  the  use  of  tripod  for 
either  camera  or  lights  as  the  lights  are 
held  with  the  camera  by  the  photog- 
rapher. But  it  cannot  be  used  for  color 
work  unless  extra  photofloods  are  added. 
For  color  film,  larger  reflectors,  more 
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Fig.  3.  Intestinal  obstruction,  showing  marked  peristalsis. 


Lever  clamp  for  adjusting  lens  iris. 
Fig.  4a.  Front  view. 


Fig.  4b.  Side  view. 
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lights,  and  a tripod  support  are  advised.2 

Unless  the  camera  used  is  equipped 
with  a reflex  focusing  device,  anyone 
who  plans  to  film  many  operations 
should  have  a range  finder,  which  works 
on  the  principle  of  parallax,  to  determine 
camera-subject  distance  quickly  and  ac- 
curately. A photoelectric  eye  exposure 
meter,  such  as  the  Weston,  is  also  a 
worth-while  investment,  especially  in 
color  photography  where  accurate  ex- 
posure is  essential. 

6.  Special  Effects 

Fade-in  and  fade-out  effects  and  dis- 
solves can  be  obtained  with  even  the 
least  expensive  camera  by  a little  extra 
effort  on  the  part  of  the  photographer. 
Most  operative  pictures  require  a rather 
large  lens  aperture.  By  starting  with  the 
iris  closed  and  gradually  opening  it  to 
the  correct  stop  over  the  first  foot  of  film, 
a good  fade-in  may  be  secured.  For  a 
fade-out  the  process  is  reversed.  For 
convenience  in  moving  the  iris,  a small 
metal  lever  can  be  attached  by  circular 
collar  clamp  to  a lens  with  adjustable 
iris ; a right-angled  strip  of  metal  screwed 
to  the  front  of  the  camera  will  auto- 
matically stop  the  lever  when  the  pre- 
determined aperture  is  reached  (Fig.  4). 

On  the  standard  camera,  dissolves  are 
an  arduous  undertaking  and  hardly 
worth  the  effort,  yet  they  can  be  taken. 
Where  a dissolve  is  planned,  a fade-out 
is  secured;  film  footage  is  noted  and  the 
remainder  of  the  film  run  through  with 
lens  covered;  film  is  then  rewound  (a 
projector  in  a dark  closet  will  do  it 
nicely);  after  the  film  is  replaced  in  the 
camera,  it  is  run  through  (with  lens 
covered)  to  the  beginning  of  the  fade- 
out;  a fade-in  is  now  made  over  the 


fade-out  and  the  dissolve  is  complete. 
Dissolves  must  be  planned  in  advance 
and  the  film  marked  when  first  loaded  so 
that  it  can  be  reloaded  at  exactly  the  same 
frame.  On  the  more  expensive  modern 
cameras,  of  course,  these  effects  are 
quickly  and  simply  secured  while  the 
picture  is  being  taken,  through  an  extra 
shutter  and  a re-wind  device. 

If  a thin  plate  of  finely-ground  glass  be 
substituted  for  the  homemade  title  screen 
already  described,  at  two  and  a half  feet, 
it  is  possible  to  take  good  duplications  of 
your  own  motion  pictures  (or  “stills”) 
by  projecting  the  pictures  toward  the 
camera,  the  ground  glass  intervening,  in 
a darkened  room.  The  projected  picture 
should,  of  course,  first  be  focused  on  the 
ground-glass  screen.  It  must  be  re- 
membered, however,  that  the  duplicated 
picture  will  be  in  reverse  when  finally 
seen  on  the  screen. 

Conclusion 

Regardless  of  the  effort  spent  in  taking 
the  picture,  final  results  will  depend  on 
the  most  important  work  of  all — that  of 
cutting  and  editing.  The  film  must  be 
critically  analyzed,  bit  by  bit,  and  all 
redundant,  repetitious,  and  extraneous 
sequences  ruthlessly  clipped.  Vital  por- 
tions poorly  photographed  must  be  re- 
taken. The  amateur’s  capacity  for  self- 
criticism  in  the  cutting  process  will 
determine,  to  a large  extent,  his  success 
or  failure  as  a medical  photographer. 

1045  Park  Ave. 
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A MORNING  THOUGHT 

When  one’s  all  right,  he’s  prone  to  spite 
The  doctor’s  peaceful  mission; 

But  when  he’s  sick,  it’s  loud  and  quick 
He  bawls  for  a physician. — Eugene  Field 


HARP  AND  CROWN  WILL  BE  HIS 

A Denver  druggist  distributes  handbills  ex- 
tolling the  doctor’s  prescription  as  “A  Sacred 
Document”  and  discouraging  “counter-pre- 
scribing.” 


CHANGING  FACTORS  IN  DIPHTHERIA  IMMUNITY 

Its  Production  and  Duration 


E.  L.  Stebbins,  M.D.,  H.  S.  Ingraham,  M.D.,  and  H.  L.  Chant,  M.D.,  Albany,  N.  Y. 
(New  York  State  Department  of  Health) 


Community  protection  against  diph- 
theria has  been  and  still  is  an  im- 
portant activity  of  the  official  health 
agencies,  and  protection  of  the  individual 
child  has  become  a routine  procedure  in 
good  medical  practice.  Attempts  have 
been  made  to  provide  this  protection  by 
the  artificial  immunization  of  a sufficiently 
large  fraction  of  the  population,  especially 
of  the  age  group  of  greatest  natural 
susceptibility,  to  prevent  the  occurrence 
of  the  disease  in  epidemic  proportions. 

As  shown  in  Fig.  1,  prior  to  the  general 
application  of  the  process  of  artificial 
immunization  in  New  York  State,  there 
was  a gradual  but  consistent  decrease  in 
mortality  from  diphtheria,  indicating  a 
definite  downward  trend  unrelated  inso- 
far as  is  known  to  other  than  natural 
processes.  The  use  of  antitoxin  in  the 
treatment  of  diphtheria  which  became 
general  in  this  state  between  1910  and 
1920  is  not  obviously  reflected  in  diph- 
theria mortality  as  shown  in  Fig.  1.  A 
marked  acceleration  in  the  decrease  in 
mortality  may  be  noted  at  a point  coin- 
cident with  the  artificial  immunization 
of  an  increased  proportion  of  individuals 
in  the  age  group  of  highest  mortality. 

Fig.  2 shows  by  years  the  proportion 
of  the  population  of  the  state  under  5 
years  of  age  known  to  have  been  given  im- 
munizing treatment.  The  acceleration 
in  the  decrease  in  mortality  from  diph- 
theria coincides  roughly  with  the  increase 
in  proportion  of  the  population  of  the 
state  under  5 years  of  age  known  to  have 
been  given  artificial  immunizing  treat- 
ment. That  some  factor  tending  to  lower 
mortality  from  diphtheria  has  been  in 
operation  at  least  since  1900  seems  ob- 
vious, but  it  seems  probable  that  arti- 


ficial immunization  is  responsible  for  the 
acceleration  in  this  decrease  in  recent 
years. 

During  the  period  in  which  artificial 
immunization  has  been  practiced  gen- 
erally in  New  York  State,  three  different 
immunizing  agents  have  been  used  ex- 
tensively. As  shown  in  Fig.  3,  only  toxin 
antitoxin  was  distributed  by  the  Division 
of  Laboratories  and  Research  of  the 
New  York  State  Department  of  Health 
from  1917  until  1931.  From  1931  to 
1934  fluid  toxoid  was  used  increasingly 
and  almost  completely  replaced  toxin 
antitoxin  by  1934.  Beginning  in  1935, 
alum  precipitated  toxoid  was  distributed, 
and  since  1936  a large  proportion  of  all 
immunizing  treatments  have  been  with 
this  agent. 

It  is  believed  that  in  New  York  State 
the  distribution  of  the  various  immunizing 
agents  by  the  Division  of  Laboratories 
and  Research  is  a reasonably  accurate 
index  of  the  proportion  of  immunizing 
treatments  given  with  the  various  agents. 
Relatively  few  immunizing  treatments 
are  given  other  than  with  products 
supplied  by  the  New  York  State  Depart- 
ment of  Health. 

The  comparative  efficacy  of  the  differ- 
ent agents  is  of  interest  to  the  public 
health  administrator  and  to  the  prac- 
ticing physician  alike.  The  duration  of 
the  immunity  produced  by  artificial 
stimulation  is  also  of  importance.  The 
immediate  efficacy  of  a diphtheria  im- 
munizing agent  may  be  measured  roughly 
in  terms  of  circulating  antitoxin  by  means 
of  the  Schick  test  a short  time  after  the 
immunizing  treatment  has  been  com- 
pleted. The  duration  of  this  type  of  im- 
munity may  be  similarly  measured  by 
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Chart  1.  Recorded  diphtheria  mortality  rates  per  100,000  population,  Buffalo,  New  York 

1881-1938. 


testing  at  varying  intervals  following 
the  immunizing  treatment. 

The  immunity  status  of  a group  of  in- 
dividuals as  measured  by  a Schick  test 
survey,  however,  represents  the  result 
of  the  combined  effects  of  artificial  and 
natural  immunizing  processes.  The  fac- 
tor of  the  natural  immunizing  processes 
may  be  reasonably  assumed  to  be  constant 
in  a circumscribed  homogeneous  group  of 
individuals  at  a given  time,  and  differences 
observed  in  the  immunity  of  individuals 
treated  with  different  immunizing  agents 
may  be  attributed  to  differences  in  the 
efficacy  of  the  immunizing  agent,  but,  as 
will  be  shown  later,  natural  immuniza- 
tion may  differ  at  different  times. 

Table  1 shows  the  results  of  Schick 
tests  in  groups  of  individuals  in  two  New 
York  State  cities  in  1938.  It  was  pos- 
sible to  verify  the  history  of  immuniza- 
tion, the  immunizing  agent  used,  and 
the  time  interval  since  the  immunizing 
treatment.  It  may  be  noted  that  in  both 
surveys  differences  in  the  proportion  of 


individuals  rendered  Schick  negative  by 
the  different  immunizing  agents  were 
observed  and  that  these  differences  were 
similar  in  the  two  areas  studied.  The 
proportion  of  individuals  showing  a nega- 
tive Schick  reaction  following  toxin  an- 
titoxin and  alum  precipitated  toxoid  is 
not  materially  different,  but  the  percent- 
age of  negative  Schick  reactions  follow- 
ing treatment  with  fluid  toxoid  is  dis- 
tinctly lower  than  following  either  of  the 
other  immunizing  agents. 

The  mean  age  of  the  group  who  have 
been  treated  with  toxin  antitoxin  was 
approximately  seven  years  greater  than 
that  of  the  group  given  alum  precipitated 
toxoid  and  five  years  greater  than  that 
of  the  individuals  given  fluid  toxoid. 
It  seems  probable,  therefore,  that  natu- 
ral immunizing  processes  would  have 
had  a greater  effect  in  the  group  given 
toxin  antitoxin  than  either  of  the  other 
groups.  Moreover,  as  will  be  shown 
later,  there  is  evidence  that  natural  stimu- 
lation of  immunity  in  at  least  one  of 
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FIGURE  I 


TABLE  1. — Schick  Test  Study 

Kingston,  New  York,  March-April,  1938;  Binghamton,  New  York,  March-September,  1938 
Schick  Test  Reactions  Among  Individuals  Previously  Immunized  According  to  Immunizing  Agent  Given 


Immunizing  Agent  and  Time 
Interval  Since  Treatment 
Toxin  antitoxin  (10  years  and  over) 
Toxin  antitoxin  (less  than  10  years) 
Toxoid  (2-5  years) 

Alum  precipitated  toxoid  (0-4  years) 


Schick  Test  Results < Schick  Test  Results 

Kingston  study  Binghamton  study  Two  studies  combined 


Negative  Negative  Negative 


Number 

Per- 

Number 

Per- 

Number 

Per- 

tested 

No. 

centage 

tested 

No. 

centage 

tested 

No. 

centage 

503 

459 

91.3 

188 

173 

92.0 

691 

632 

91.5 

598 

563 

94.1 

1,060 

925 

87.3 

1,658 

1,488 

89.7 

124 

72 

58.1 

1,040 

743 

71.4 

1,164 

815 

70.0 

142 

97 

68.3 

660 

594 

90.0 

802 

691 

86.2 

these  areas  was  in  all  probability  less 
during  the  period  in  which  fluid  toxoid 
and  alum  precipitated  toxoid  were  used. 
These  surveys  would  seem  to  indicate 
that  the  immunizing  effect  of  fluid  toxoid 
as  measured  by  the  Schick  test  was  dis- 
tinctly less  than  that  of  alum  precipi- 
tated toxoid.  There  was  very  probably  a 
greater  natural  stimulation  of  immunity 
during  the  period  in  which  toxin  anti- 
toxin was  given  than  during  the  period 
when  the  other  two  immunizing  agents 
were  used,  and  this  factor  makes  com- 
parisons with  that  group  of  questionable 
validity. 


The  ultimate  test  of  any  immunizing 
agent  is  its  efficacy  in  the  prevention  of 
the  disease  for  which  it  is  specific.  Since 
1927  in  upstate  New  York,  exclusive  of 
Buffalo,  Rochester,  and  Syracuse,  insofar 
as  possible,  all  cases  reported  as  oc- 
curring in  persons  previously  immunized 
have  been  investigated,  and  an  attempt 
made  to  verify  the  history  of  a previous 
immunizing  treatment  and  to  verify  the 
diagnosis  of  diphtheria.  Table  2 shows 
the  number  of  reported  cases  of  diphtheria 
in  persons  previously  “immunized”  ac- 
cording to  the  agent  employed.  It  is, 
of  course,  obvious  that  the  considerably 
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FIGURE  n 

•PROPORTION  of  POPULATION  IN  NEW  YORK  STATE  UNDER  5 YEARS 
OF  AGE  KNOWN  TO  HAVE  BEEN  GIVEN  A COMPLETE  SERIES 
OF  IMMUNIZING  TREATMENTS 
•*1924  - 1937 
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greater  number  of  cases  of  diphtheria  in 
individuals  treated  with  toxin  antitoxin 
is  due  in  a large  measure  to  the  greater 
number  of  individuals  having  been  given 
this  agent,  the  greater  period  of  ex- 
posure to  possible  infection,  and  the 
presumably  greater  risk  of  infection  due 
to  a higher  incidence  of  diphtheria  dur- 
ing the  earlier  period  in  which  toxin  anti- 
toxin was  the  only  immunizing  agent 
used.  Table  3 shows  the  reported  cases 
of  diphtheria  among  individuals  with  a 
verified  history  of  immunization,  with 
the  various  immunizing  agents  for  four- 
year  periods  following  the  immunizing 
treatment. 

In  order  to  compare  the  incidence  of 
the  disease  in  the  different  groups  unin- 
fluenced by  the  differences  in  period  of 
possible  exposure,  attack  rates  are  shown 
according  to  the  person-years  of  exposure 
in  the  different  groups.  The  differences 
in  attack  rates  are  not  necessarily  in- 
dicative of  the  efficacy  of  the  different 
agents,  however,  due  to  the  definitely 
greater  risk  of  infection  during  the  earlier 
periods. 

The  development  of  immunity  in  the 
absence  of  a history  of  clinical  diphtheria 
or  artificial  immunizing  treatment  ob- 
viously occurs,  and  natural  immunization, 
presumably  the  result  of  subclinical  in- 
fection or  infestation  with  the  specific 
organisms,  has  repeatedly  been  shown  to 
result  in  an  increased  proportion  of  im- 
mune individuals  with  increasing  age. 
The  rate  of  increase  and  the  proportion 
of  immunes  varies  in  different  population 
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Distribution  of  Various  Diphtheria  Immunizing  Agents 

by  the  Division  of  Laboratories  and  Research 

( In  terms  of  Complete  Treatments) 

= NEW  YORK  STATE  1917-1938 
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TABLE  2. — Reported  Diphtheria  Cases  Among  In- 
dividuals with  a Verified  History  of  Immunization 
According  to  Immunizing  Agent  Given 
New  York  State,  Exclusive  of  New  York  City,  Buffalo, 
Rochester,  Syracuse,  and  Institutions,  1927-1938 


Total 

Cases 

of 


Diph- 

All 

Diphtheria  Cases 

theria 

Cases 

Previously  “Immunized” 

Among 

of 

Toxin 

Alum 

Immunized  Diph- 

anti- 

Fluid 

ppt. 

Popula- 

theria 

Year 

toxin 

toxoid 

toxoid 

tion 

Reported 

1927 

93 

93 

2,563 

1928 

127 

127 

1,830 

1929 

114 

114 

1,398 

1930 

101 

101 

l.ors 

1931 

104 

104 

788 

1932 

55 

5 

60 

434 

1933 

66 

8 

74 

459 

1934 

51 

12 

53 

327 

1935 

52 

18 

1 

71 

334 

1936 

22 

24 

4 

50 

263 

1937 

15 

9 

9 

33 

157 

1938 

9 

10 

12 

31 

103 

Total 

799 

86 

26 

911 

9,674 

Estimated 

total  im- 

munized 

individ- 

uals at 

risk 

829,900 

207,400 

157,500 

1,194,800 

groups  and  is  apparently  dependent  upon 
the  prevalence  of  the  infectious  agent, 
either  in  the  form  of  clinical  disease  or 
healthy  carrier  infection,  and  upon  the 
opportunities  for  dissemination  of  both 
types  of  infection.  The  rapidity  of  the 
increase  in  the  proportion  of  immunes  in 
the  population  with  increasing  age  is 
greater  in  urban  areas  than  in  rural  areas. 

It  has  been  clearly  shown  that  carriers 
of  virulent  diphtheria  bacilli  are  fre- 
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TABLE  3. — Reported  Diphtheria  Cases  Among  In- 
dividuals with  a Verified  History  of  Immunization 
According  to  Immunizing  Agent  Given  and  Time 
Interval  Since  Immunization 
New  York  State,  Exclusive  of  New  York  City,  Buffalo, 
Rochester,  Syracuse,  and  Institutions 


Diphtheria  Cases 
Previously  “Immunized” 

Time  Interval 

Toxin 

anti- 

Fluid 

Alum 

ppt. 

Between  Immunization 

toxin 

toxoid 

toxoid 

and  Date  of 

(1927- 

(1932- 

(1935- 

Onset  of  Diphtheria 

1930) 

1935) 

1938) 

Under  1 year 

215 

18 

8 

1-2  years 

113 

17 

8 

2-3  years 

51 

6 

9 

3-4  years 

26 

1 

1 

Total 

405 

42 

26 

Estimated  total  immunized 
individuals  at  risk  in  per- 
son exposure  years 

1,884,400 

386,100 

367,200 

Attack  rate  per  100,000 
person  exposure  years 

21.5 

10.9 

7.1 

TABLE  4. — Diphtheria  Carrier  Surveys 


Toxigenic 


C.  Diph- 

C. 

Diph- 

Number 

theriae 

theriae 

of 

Isolated 

Isolated 

Persons 

Num- 

Per- 

Num 

- Per- 

Examined 

ber 

centage 

ber 

centage 

Kingston  Jan.- 

May,  1938 
Kingston  Nov.- 

1,481 

15 

1.0 

1 

0.068 

Dee.,  1938 

1,742 

26 

1.5 

0 

Total  Kingston, 

1938 

3,223 

41 

1.3 

1 

0.031 

Ossining  Jan.- 

Feb.,  1939 

1,091 

9 

0.8 

3 

0.275 

quently  found  among  persons  in  contact 
with  clinical  cases  of  diphtheria  and  also 
that  the  prevalence  of  carriers  in  the 
general  population  varies  widely  in  dif- 
ferent areas  and  at  different  times  in  the 
same  area.  A definite  seasonal  variation 
in  the  prevalence  of  carriers  has  been 
observed.  It  has  been  assumed  that 
natural  immunization  results  largely  from 
subclinical  infection  with  C.  diphtheriae 
resulting  from  contact  with  carriers. 

With  the  marked  decrease  in  diphtheria 
morbidity,  it  might  be  expected  that 
carriers  of  the  organisms  would  be  less 
prevalent  with  a resultant  decrease  in 
natural  stimulation  of  immunity.  Diph- 
theria carrier  surveys,  differing  somewhat 
in  their  history  of  diphtheria  prevalence, 
have  been  carried  out  in  two  areas. 
Diphtheria  has  become  an  extremely  rare 
disease  in  the  City  of  Kingston  in  recent 
years.  The  average  annual  number  of 
cases  in  Kingston  for  the  period  1918  to 
1922  was  60  cases;  for  the  period  1923 
to  1927,  14  cases;  and  for  the  period 


1928  to  1932,  3 cases.  No  cases  of  diph- 
theria occurred  in  the  City  of  Kingston 
from  1933  to  1937.  As  shown  in  Table 
4,  of  3,223  persons  in  the  age  group  5-14 
years  cultured  in  1938,  41  or  1.3  per  cent 
were  found  to  be  carriers  of  morphologi- 
cally and  culturally  characteristic  C. 
diphtheriae.  Only  one  was  found  to 
be  a carrier  of  virulent  organisms,  a car- 
rier rate  for  toxigenic  organisms  of  0.031 
per  cent. 

The  incidence  of  clinical  diphtheria  in 
the  City  of  Ossining  showed  a similar  re- 
duction until  September,  1938,  when  a 
small  outbreak  of  diphtheria  occurred. 
The  carrier  survey  made  in  January  and 
February,  1939,  in  Ossining  revealed  a 
prevalence  of  morphologically  and  cul- 
turally characteristic  C.  diphtheriae  not 
significantly  different  from  that  observed 
in  Kingston.  This  survey,  however, 
showed  a significantly  higher  incidence 
of  virulent  organisms,  indicating  a greater 
prevalence  of  virulent  C.  diphtheriae  as- 
sociated with  increased  prevalence  of 
clinical  diphtheria. 

That  the  prevalence  of  carriers  of  viru- 
lent organisms  in  a community  associated 
with  a relatively  high  incidence  of  clinical 
diphtheria  might  result  in  an  increased 
natural  stimulation  to  immunity  has 
been  suggested.  A measure  of  the  rapid- 
ity of  natural  immunization  of  individuals 
under  exposure  in  groups  in  which  clinical 
diphtheria  occurred  with  varying  fre- 
quency is  of  interest.  A Schick  test 
survey  was  made  in  Kingston  in  1922  at 
a time  when  clinical  diphtheria  was 
prevalent  and  had  been  prevalent  for  a 
period  of  years,  but  prior  to  artificial 
immunization  against  diphtheria.  A 
similar  survey  of  individuals  giving  no 
history  of  artificial  immunization  was 
made  in  the  same  city  in  1938.  Table  5 
shows  the  results  of  these  two  surveys 
according  to  age  groups.  It  may  be 
noted  that  while  the  proportion  of  the 
entire  group  tested  in  the  two  surveys 
found  to  be  Schick  negative  was  not 
different,  the  proportion  of  individuals  in 
the  younger  age  groups  showing  im- 
munity as  measured  by  the  Schick  test 
is  significantly  higher  in  1922  than  in 
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1938,  indicating  a more  rapid  process  of 
natural  immunization  in  1922. 

Summary  and  Conclusions 

An  analysis  of  reported  mortality 
from  diphtheria  in  New  York  State  from 
1898  to  1937  seems  to  indicate  that  some 
factor  tending  to  reduce  mortality  has 
been  in  operation  at  least  since  1900,  but 
that  the  rapid  acceleration  in  the  de- 
crease in  mortality  in  recent  years  co- 
incides with  the  increase  in  artificial  im- 
munization. 

An  attempt  was  made  to  measure  the 
comparative  efficacy  of  the  three  different 
immunizing  agents  used  extensively  in 
the  state  in  terms  of  immunity  as  meas- 
ured by  Schick  test  surveys  and  by  the 
incidence  of  clinical  diphtheria  among 
the  groups  of  individuals  given  immuniz- 
ing treatments  with  the  different  agents. 
The  gross  results  of  treatment  with  the 
different  agents,  measured  by  Schick  test 
surveys  in  two  cities  in  1938,  seem  to  indi- 
cate no  difference  in  the  efficacy  of  toxin 
antitoxin  and  alum  precipitated  toxoid 
but  significantly  inferior  results  following 
fluid  toxoid. 

The  incidence  of  clinical  diphtheria  in 
groups  of  individuals  having  been  im- 
munized with  the  different  agents  was 
compared,  but  due  to  the  probable 
differences  in  risk  of  exposure  in  the 
periods  in  which  the  different  agents 
were  used,  conclusions  as  to  the  efficacy 
of  the  different  agents  drawn  from 
these  data  would  be  of  questionable  va- 
lidity. 

Observations  as  to  the  prevalence  of 
diphtheria  carriers  in  two  cities,  Kingston 
and  Ossining  in  which  the  incidence  of 
clinical  diphtheria  has  been  extremely 
low  for  several  years,  were  presented. 
These  surveys  showed  a distinctly  lower 
prevalence  of  both  avirulent  and  virulent 
carriers  than  has  been  reported  from  car- 
rier surveys  in  areas  in  which  clinical 
diphtheria  was  more  prevalent.  More- 
over, in  Ossining  a slight  but  significant 
increase  in  clinical  diphtheria  occurred 
immediately  preceding  the  survey  in  that 
city,  and  while  the  prevalence  of  carriers 
of  C.  diphtheriae  was  not  increased, 


TABLE  5. — Rapidity  of  Natural  Immunization  As 
Shown  by  Schick  Test  Survey  of  Children  Giving 
No  History  of  Artificial  Immunization,  Kingston, 
New  York,  1922  and  1938 


1922  Survey 


1938  Survey 


Num- 

Negative 

Num- 

Negative 

ber 

Num- 

Per- 

ber 

Num 

- Per- 

Age Group 

tested 

ber 

centage 

tested 

ber 

centage 

0-4  years 

60 

22 

36.7 

15 

0 

0 

5-9  years 

254 

78 

30.7 

198 

35 

17.7 

10—14  years 
15  years  and 

165 

56 

33.9 

266 

118 

44.4 

over 

22 

10 

45.5 

109 

58 

53.2 

Total 

501 

166 

33.1 

588 

211 

35.9 

the  prevalence  of  toxigenic  organisms  was 
higher  than  in  Kingston  where  clinical 
infection  continued  at  an  extremely  low 
level.  These  findings  suggest  a direct 
relationship  between  the  prevalence  of 
clinical  infection  and  the  prevalence  of 
carriers  of  virulent  organisms. 

In  view  of  the  present  markedly  de- 
creased prevalence  of  carriers  of  toxigenic 
C.  diphtheriae  in  Kingston,  the  rapidity 
of  natural  immunization  might  be  ex- 
pected to  be  less  than  at  a time  when 
clinical  infection  occurred  more  fre- 
quently, and  therefore  in  all  probability 
the  prevalence  of  carriers  of  virulent 
organisms  was  greater. 

The  proportion  of  Schick-negative  reac- 
tors in  the  age  groups  observed  in  the  sur- 
vey in  Kingston  in  1922  compared  with 
the  findings  among  persons  not  artificially 
immunized  who  were  tested  in  the  1938 
survey,  while  showing  no  difference  in 
the  proportion  of  Schick-negative  indi- 
viduals of  all  ages,  did  show  a significantly 
lower  proportion  of  negative  reactors 
in  children  under  10  years  of  age  in 
1938. 

These  findings  lend  support  to  the 
theory  that  with  the  decreasing  incidence 
of  clinical  infection  and  the  associated 
decrease  in  the  prevalence  of  carriers  of 
toxigenic  C.  diphtheriae,  natural  immuni- 
zation is  materially  reduced. 

The  observations  presented  here  have  been  made  by 
a large  group  of  health  officers  and  practicing  physicians. 
To  all  of  these  the  authors  are  indebted,  but  especially 
to  Dr.  Chalmer  J.  Longstreet  and  his  staff  for  the  Schick 
test  survey  in  Binghamton  and  to  Dr.  Edward  A.  Lane 
of  the  Westchester  County  Department  of  Health  for  the 
culturing  in  the  Ossining  carrier  survey.  The  authors 
are  also  indebted  to  Mr.  Morton  Robins  for  the  tabulation 
of  the  data  and  for  the  preparation  of  the  tables  and 
graphs. 

The  carrier  surveys  in  Kingston  and  Ossining  were  part 
of  a general  study  of  administrative  practice  in  diphtheria 
control  sponsored  and  supported  by  the  Committee  on 
Administrative  Practice  of  the  American  Public  Health 
Association. 
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Discussion 

Dr.  Haven  Emerson,  New  York  City — This 
is  the  kind  of  exact  analytic  study  on  which 
modern  administrative  medicine  is  based. 

We  are  now  warned  that  the  less  prevalent 
diphtheria  is,  the  larger  the  percentage  of  per- 
sons in  the  community  who  will  be  found  to  be 
susceptible,  and  also  that  we  cannot  count  on 
the  activation  of  immunity  by  subclinical  ex- 
posure or  infection  as  we  could  when  diphtheria 
was  a fairly  common  annual  occurrence  in  most 
urban  communities. 

Not  only  must  we  readjust  our  immunization 
practice  to  the  altered  incidence  of  virulent 
carriers  in  the  community,  but  we  must  be 
more  precise  in  our  knowledge  of  the  develop- 
ment, height,  duration,  and  rate  of  decline  of 
immunity  among  children  artificially  and  ac- 
tively immunized. 

For  this,  titration  studies  must  be  relied  upon 
rather  than  Schick  testing.  Within  the  next 
two  years  the  American  Public  Heath  Association 
should  be  in  a position  to  express  with  reliability 
the  relative  worth  of  various  procedures  and 
materials  for  immunization  based  on  the  studies 
of  Bunney  and  Volk  in  Saginaw  County,  Michi- 
gan, where  toxin  titration  at  six-month  intervals 
for  two  years  on  each  of  2,000  children  has  been 
carried  out  among  those  inoculated  one  or  more 
times  with  fluid  toxoid  and  alum  precipitated 
toxoid. 

Dr.  Stebbins’  observations  and  conclusions 
appear  to  be  in  close  agreement  with  the  pro- 
visional results  of  the  studies  carried  out  else- 
where in  states  and  city  populations  in  Ohio, 
Alabama,  Virginia,  and  Maryland. 

It  would  appear  from  the  last  paragraph  of 
Dr.  Stebbins’  conclusions  that  we  must  now  con- 
sider seriously  the  necessity  of  giving  a single 
follow-up  inoculation,  on  entrance  to  school, 
to  children  first  immunized  at  or  about  9 months 
of  age,  particularly  where  the  child  has  grown 
up  in  a community  in  which  diphtheria  has  been 
rare  or  absent  during  its  preschool  years. 

Questions  which  have  not  yet  been  answered 
by  convincing  and  corroborated  evidence  are: 

1.  What  antigenic  agent  will  give  the  earliest 
effective  increase  in  homologous  antitoxin  at 
the  age  of  greatest  susceptibility,  i.e.,  from  9 
months  to  5 years  of  age,  and  by  what  number 
and  interval  of  dosage? 

2.  At  what  period  after  the  first  inoculation 
or  the  series  of  inoculations  will  the  maximum 
antitoxic  titer  be  found? 

3.  At  what  rate  and  to  what  degree  after 
maximum  level  of  antitoxin  titer  does  this 
titer  fall  over  a period  of  months  or  years  until 


it  reaches  too  low  a level  to  be  effective  and  if 
it  ever  falls  so  far? 

4.  By  what  material  and  dose  can  the  develop- 
ment of  an  active  immunity  be  stimulated  in  a 
child  who  has  not  sustained  its  original  artificial 
immunity  as  a result  of  its  first  dose  or  series 
of  doses  some  years  before? 

Dr.  Archibald  S.  Dean,  Buffalo,  New  York — 
Dr.  Stebbins  has  presented  much  valuable  data 
regarding  diphtheria  immunity.  I shall  deal 
particularly  with  only  two  of  his  topics:  (1)  the 
factor  necessary  to  produce  a significant  decline 
below  the  trend  in  diphtheria  mortality,  and 
(2)  the  relative  value  of  different  immunizing 
agents.  A chart  that  I have  prepared  of  diph- 
theria mortality  rates  in  Buffalo  from  1881 
through  1938  shows  that  a significant  decline 
below  the  downward  trend  occurred  first  in  1934 
and  continued  thereafter.  Buffalo,  with  one- 
tenth  the  population  of  upstate  New  York,  had 
from  1930  through  1933  one-third  of  all  the 
diphtheria  deaths  or  an  average  of  30  resident 
deaths  per  year.  From  1934  through  1938,  how- 
ever, Buffalo  had  only  three  resident  diphtheria 
deaths  per  year,  or  a rate  approximately  equal 
to  that  of  upstate  New  York.  The  immuniza- 
tion of  over  70  per  cent  of  the  children  aged  5 to 
9 years  did  not  diminish  the  diphtheria  mortality 
rate  significantly.  The  sudden  change  in  diph- 
theria mortality  in  Buffalo  was  immediately 
preceded  by  the  first  house-to-house  canvass  of 
the  city  to  secure  the  immunization  of  children 
under  5 years  of  age.  The  canvass  made  in 
1933  by  50  W.P.A.  nurses  assigned  to  the 
Visiting  Nursing  Association  raised  the  percent- 
age of  children  under  5 years  of  age  who  had  re- 
ceived a diphtheria  immunizing  agent  from  an 
average  of  less  than  28  per  cent  for  the  preceding 
four  years  to  39  per  cent.  Visitation  of  homes 
of  newly  born  babies  subsequently  maintained 
the  percentage  at  approximately  38.  Support 
is  thus  given  to  Dr.  Godfrey’s  statement  in  the 
American  Journal  of  Public  Health  for  March, 
1932,  that  the  immunization  of  30  per  cent  or 
more  of  the  under-5  age  group,  in  addition  to 
more  than  50  per  cent  of  children  5-9,  has  in 
several  instances  produced  an  immediate  and 
striking  decline  in  the  diphtheria  rate  of  the 
community  as  a whole. 

Dr.  Stebbins  showed  that  in  1938  alum  pre- 
cipitated toxoid  accounted  for  75  per  cent  of  the 
material  distributed  by  the  Division  of  Labo- 
ratories and  Research  of  the  New  York  State 
Department  of  Health  for  immunization  against 
diphtheria  in  terms  of  complete  treatments. 
In  Buffalo  in  1938  only  51  per  cent  of  material 
distributed  was  alum  precipitated  toxoid  and 
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in  the  first  quarter  of  1939  only  26  per  cent. 
There  was  also  a decrease  in  the  use  of  alum 
precipitated  toxoid  in  upstate  New  York  for  the 
first  quarter  of  1939  to  65  per  cent.  The  decline 
in  the  use  of  alum  precipitated  toxoid  followed 
the  publication  of  the  January,  1938,  “Report 
of  the  Committee  on  Immunization  Procedures 
of  the  American  Academy  of  Pediatrics”  that 
“One  dose  of  alum  precipitated  toxoid  does 
not  immunize  an  individual  as  was  originally 
thought.” 

Reports  favorable  to  alum  precipitated  toxoid 
have  been  made  since  the  publication  of  the 
conclusion  of  the  American  Academy  of  Pedi- 
atrics; Dean  and  Hyman  in  the  American 
Journal  of  Public  Health  for  October,  1938, 
concluded,  as  the  result  of  experience  in  Chau- 
tauqua County,  New  York,  that  even  in  an 
area  where  diphtheria  is  not  endemic  a single 
dose  of  1 cc.  of  alum  precipitated  toxoid  will  give 
immunity  to  diphtheria,  as  determined  by  the 
Schick  test,  to  approximately  89  per  cent  of 
persons  for  at  least  twenty-eight  months  follow- 


HAVE YOU? 

Have  you  done  your  bit  to  put  through  the 
profession’s  legislative  program  at  Albany?  asks 
the  New  York  Medical  Week.  If  not,  you  will 
have  no  one  but  yourself  to  blame  if  hostile 
legislation  is  enacted  and  desired  measures  fail  to 
pass. 

The  legislative  committees  of  the  state  and 
county  medical  societies  are  constantly  on  the 
job.  They  are  heard  respectfully  at  Albany — 
but  their  voice  must  be  reinforced  by  the  rank 
and  file  of  the  profession  to  carry  complete 
authority. 

When  election  day  comes  it  is  the  individual 
voter  who  casts  the  ballot.  The  voice  of  the  indi- 
viduals who  make  up  an  organization  therefore 
counts  more  heavily  in  controversial  issues  than 
the  voice  of  the  organization  itself. 

Take  the  pending  chiropractic  bill  as  an  ex- 
ample. Organized  medicine  is  opposed  to  the 
Peterson  measure.  The  chiropractors’  organiza- 
tion is  backing  it.  If  thousands  of  chiropractors 
write  in  support  of  this  measure  and  only  a dozen 
physicians  bother  to  say  anything  against  it, 
legislators  conclude  that  the  average  medical 
man  is  indifferent  to  the  outcome,  regardless  of 
organized  medicine’s  opposition. 

There  are  three  measures  under  consideration 
at  the  present  time  in  which  the  medical  profes- 
sion is  interested.  The  Peterson  chiropractic  bill 
virtually  abolishes  thepresent  educational  require- 
ments for  healing.  It  should  be  decisively 
crushed.  The  Desmond-Vincent  radiology  bill 
and  the  Page-Milmoe  licensing  bill  strengthen 
educational  requirements  and  should  be  passed. 

In  each  case  the  desired  result  can  be  achieved 
if  every  physician  does  his  part.  Telephone,  tele- 
graph, or  write  to  your  legislative  representatives 
about  these  measures  now. 


ing  injection,  and  that  from  the  public  health 
point  of  view  the  continued  use  of  one  dose 
of  alum  precipitated  toxoid  seems  justifiable. 
Volk  and  Bunney  in  the  American  Journal  of 
Public  Health  for  March,  1939,  reported  the 
results  of  studies  carried  out  under  a grant  from 
the  American  Public  Health  Association  and  the 
United  States  Public  Health  Service.  Titration 
of  blood  for  diphtheria  antitoxin  was  used  in 
place  of  the  Schick  test  to  determine  the  com- 
parative values  of  fluid  and  of  alum  precipitated 
toxoid.  The  study  showed  the  antitoxin  re 
sponse  of  children  to  several  diphtheria  immuni- 
zation procedures  to  be  in  increasing  order  of 
response  as  follows:  one  dose  fluid  toxoid,  two 
doses  of  fluid  toxoid  at  three-week  intervals, 
one  dose  of  alum  precipitated  toxoid,  three 
doses  of  fluid  toxoid  at  three-week  intervals,  and 
two  doses  of  alum  precipitated  toxoid  at  three- 
week  intervals.  These  findings  corroborate 
those  of  Dr.  Stebbins  that  fluid  toxoid  is  sig- 
nificantly inferior  to  alum  precipitated 
toxoid . 


TYPHOID  CARRIER  101  YEARS  OLD 

A woman  101  years  old  has  been  found  re- 
cently to  be  a typhoid  carrier,  reports  Westches- 
ter’s Health.  This  woman  who  was  a resident  of 
the  county  health  district  had  typhoid  fe^er 
eighty  years  ago,  before  she  came  to  this  coun- 
try. 

The  fact  that  she  was  a carrier  was  brought  to 
light  by  the  occurrence  of  2 cases  of  typhoid 
fever  in  her  family.  One  of  her  great-grand- 
children had  typhoid  fever  in  1938,  and  a second 
great-grandchild  had  the  disease  in  1939.  It  is 
believed  that  the  carrier  was  responsible  for 
these  2 cases,  and,  although  satisfactory  informa- 
tion is  lacking  on  this  point,  it  is  believed  that  she 
may  have  caused  other  illnesses  among  her  rela- 
tives and  her  associates. 

Each  time  a typhoid  fever  case  is  reported, 
every  effort  is  made  to  find  the  source  of  infec- 
tion, and  by  means  of  the  most  intensive  kind  of 
public  health  detective  work,  the  guilty  indivi- 
dual is  often  discovered.  In  this  instance  sus- 
picion was  directed  to  the  woman  101  years  old 
because  two  young  children  in  the  same  house- 
hold with  her  who  could  not  have  had  an  op- 
portunity to  contract  typhoid  fever  elsewhere 
became  ill  with  the  disease.  The  carrier  some- 
times prepared  meals  for  the  children. 

The  discovery  of  this  carrier  adds  one  more  to 
the  list  of  known  typhoid  fever  carriers  in  the 
Westchester  County  Health  District.  There 
are  now  twenty  such  carriers  who  are  under  con- 
stant supervision  by  the  department  of  health 
and  who  are  visited  at  least  once  every  three 
months.  These  people  must  refrain  from  handl- 
ing food  or  milk  and  must  not  even  prepare 
food  for  members  of  their  own  households.  They 
receive  continuous  instructions  as  to  how  to  pre- 
vent giving  the  disease  to  others 


TOXEMIA  OF  PREGNANCY 

Endocrine  Basis  with  a Classification  of  Hypertension 


Jefferson  J.  Vorzimer,  M.D.,  Emanuel  M.  Rappaport,  M.D.,  and 
Edwin  G.  Langrock,  M.D.,  New  York  City 

( From,  the  Jewish  Maternity  Division  of  Beth  Israel  Hospital ) 


IN  May,  1937,  a study  of  120  cases  of 
toxemia  of  pregnancy  was  presented1 
that  seemed  to  indicate  that,  in  a large 
majority  of  cases,  this  condition  develops 
in  women  who  present  detectable  evi- 
dence of  endocrine  dysfunction.  Clini- 
cally, the  evidences  noted  were  obesity, 
abnormal  hair  distribution,  acromegaloid 
features,  and  abnormal  stature.  Many 
of  these  patients  also  had  a low  basal 
metabolic  rate  and  a low  plasma  protein 
level.  Furthermore,  there  was  an  un- 
usually high  incidence  of  male  and  primi- 
tive pelvic  types  with  corresponding 
diminution  of  the  number  of  true  gyne- 
coid  pelves. 

Our  conclusions  as  a result  of  these 
observations  were:  (a)  Toxemia  of  preg- 
nancy is  a disturbance  evolving  in  women 
with  a pre-existing  constitutional  ab- 
normality of  the  endocrine  glands,  (b) 
If  all  women  presenting  endocrine  stigmas 
were  segregated,  the  great  majority  of 
cases  of  toxemia  of  pregnancy  would 
arise  in  this  selected  group. 

If  the  last  conclusion  were  found  to  be 
true,  we  felt  that  it  would  add  weight  to 
our  views  as  to  the  endocrine  pathogenesis 
of  this  disease  and  would  afford  an  ex- 
cellent group  for  observation  of  its  incep- 
tion and  course. 

In  an  attempt  to  corroborate  these 
conclusions,  a special  antepartum  endo- 
crine and  toxemia  clinic  was  established 
in  January,  1937.  The  members  of  the 
regular  obstetrical  antepartum  clinic  were 
requested  to  refer  the  following  patients 
to  this  special  clinic:,  (a)  women  reveal- 
ing detectable  evidences  of  endocrine 
dysfunction  (see  criteria  above)  without 
evidence  of  toxemia  of  pregnancy;  (b) 
patients  having  hypertension  (with  or 
without  albuminuria)  on  admission  to  the 


antepartum  clinic,  and  those  who  de- 
velop it  after  admission;  (c)  those  pa- 
tients having  a history  of  hypertension, 
kidney  disease,  or  previous  toxemia  of 
pregnancy. 

Our  primary  criterion  for  the  diagnosis 
of  toxemia  of  pregnancy  was  the  develop- 
ment in  the  later  months  of  pregnancy  of 
abnormally  high  blood  pressure  in  women 
who  had  no  history  or  other  evidence  of 
preceding  renal  or  hypertensive  disease. 
Albuminuria  and  edema  are  present  in 
the  majority  of  these  cases.  In  order  to 
deal  with  a criterion  of  the  disease  that  is 
universally  accepted,  cases  in  which  hy- 
pertension is  absent  and  the  disorder  is 
manifested  solely  by  edema  and  albumi- 
nuria have  been  omitted. 

Since  the  establishment  of  this  clinic, 
185  cases  have  been  referred  for  special 
study.  The  results  of  the  observations  on 
these  patients  are  presented  under  the 
following  headings : 

(1)  Evidence  to  corroborate  the  find- 
ings of  endocrine  stigmas  in  patients  de- 
veloping toxemia  of  pregnancy. 

(2)  Value  of  the  antepartum  endocrine 
clinic. 

1.  Evidence  to  Corroborate  the 
Findings  of  Endocrine  Stigmas  in 
Patients  Developing  Toxemia  of 
Pregnancy 

Of  185  patients  referred  to  this  special 
clinic,  148  had  or  subsequently  developed 
toxemia  of  pregnancy.  In  no  case  was 
there  evidence  of  renal  insufficiency,  con- 
centration power  of  the  kidneys  being 
1,020  or  more.  It  will  be  noted  that  in  all 
respects  this  series  closely  approximates 
the  one  previously  presented, 1 both  show- 
ing marked  deviation  from  the  normal. 
It  is  striking  that  the  addition  of  the  pres- 
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TABLE  1. — Comparison  of  Present  and  Previous  Toxemia  Series  Reported  and  Combined  Series  with  the 

Normal  Series 


Present  Toxemia 

Toxemia  Series 

Combined 

Normal 

Series 

Reported 

Series 

Series 

(148  Cases) 

(120  Cases) 

(268  Cases) 

(100  Cases) 

Per  cent  endocrine  stigmas  (2  or  more) 

90 

98 

92.5 

15 

Average  prepregnancy  weight 

147  lb. 

148  lb. 

147.5  lb. 

126.2  lb. 

Per  cent  abnormal  hair  distribution 

61.7 

74 

67.8 

9 

Average  weight/height  ratio 

2.39 

2.5 

2.44 

2.08 

Per  cent  enlarged  features 

54.5 

(82  cases) 

55 

54.75 

5 

(350  cases) 

Per  cent  true  female  pelvis 

8.5 

(70  cases) 

7.2 

(35  cases) 

7.8 

(105  cases) 

45. 12 

Basal  metabolism  plus  10  or  below 

65.6 

68 

66.8 

ent  series  caused  little  change  in  the 
statistical  comparisons.  The  evidence 
here  presented  adds  further  support  to 
the  theory  that  toxemia  of  pregnancy  is  a 
condition  that  develops  in  patients  with 
a pre-existing  constitutional  abnormality 
of  the  endocrine  glands. 

2.  Value  of  the  Antepartum 
Endocrine  Clinic 

Eighty-five  patients  had  been  referred 
to  the  antepartum  endocrine  clinic  be- 
cause of  the  presence  of  endocrine  stigmas 
only.  In  no  case  was  there  any  evidence 
of  toxemia  of  pregnancy.  Each  case  was 
seen  every  one  to  two  weeks,  at  which 
times  blood  pressure  and  urinary  ex- 
aminations were  recorded.  Of  these  85 
patients,  48  or  56.7  per  cent  developed 
signs  of  toxemia  of  pregnancy.  The 
interval  between  their  initial  visit  to  our 
clinic  and  the  development  of  toxemia 
varied  from  two  days  to  five  months,  with 
an  average  of  seven  and  three-tenths 
weeks. 

The  records  of  these  48  patients  who 
developed  toxemia  under  our  observation 
are  listed  in  Table  2. 

Comment 

The  first  34  cases  presented  in  Table  2 
developed,  under  observation,  moderate 
to  severe  toxemia  of  pregnancy.  Cases  1 
and  30  were  severe  with  convulsions.  In 
each  instance  the  past  history  was  nega- 
tive for  renal  or  hypertensive  disease. 
Nine  cases  had  had  previous  toxemia  of 
pregnancy.  All  of  these  patients  had 
normal  blood  pressures  until  the  later 
months  of  pregnancy  when  marked  hyper- 
tension with  diastolic  blood  pressure  of 
100  or  more  developed.  In  24  cases, 
albuminuria  and  edema  were  associated 


findings.  In  9 cases,  albuminuria  was 
absent,  and  in  only  1 was  edema  absent. 
As  has  been  stated,  it  is  our  feeling  that 
although  albuminuria  and  edema  are 
commonly  found  associated  with  hyper- 
tension these  may  be  absent  in  some  cases. 
Case  33,  which  is  typical  of  this  group,  is 
presented  in  Fig.  1. 

The  last  14  cases  presented  in  Table  2 
developed  mild  but,  what  we  feel  to  be, 
definite  toxemia  of  pregnancy.  The 
systolic  and  diastolic  blood  pressures  in 
all  these  cases  had  risen  above  the 
normal  limits  of  140  mm.  Hg  systolic  and 
90  mm.  Hg  diastolic.  Of  greater  im- 
portance is  the  actual  rise  in  these  cases 
such  as  that  seen  in  Case  35,  where  the 
normal  blood  pressure  was  102/70  and 
rose  to  140/100  with  the  development  of 
toxemia  of  pregnancy.  In  this  case, 
following  delivery,  there  was  a significant 
return  of  the  blood  pressure  to  normal 
(105/65).  Eight  of  these  14  cases  de- 
veloped associated  albuminuria  and 
edema,  3 albuminuria  only,  and  3 others, 
edema  only.  Case  44,  as  presented  in 
Fig.  2,  is  typical  of  this  group. 

Only  37  patients  with  endocrine  stigmas 
failed  to  develop  hypertension,  although 
several  manifested  marked  disturbance 
of  water  metabolism.  One  hundred  pa- 
tients who  had  already  developed  signs 
of  toxemia  of  pregnancy  were  referred  to 
the  special  clinic.  These  cases  are  not 
discussed  in  detail,  but  upon  examination 
of  their  records  we  found  that,  had  our 
criteria  for  reference  been  more  carefully 
adhered  to,  80  of  these  would  have  been 
referred  before  the  initiation  of  the  dis- 
ease. Many  of  these  patients  had  reg- 
istered late  in  pregnancy  and  had  al- 
ready developed  hypertension ; others 
should  have  been  referred. 
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TABLE  2 


Normal 

Toxemia 

Post- 

Age 

Para  Gravida 

Previous 

History 

Blood 

Pressure 

Level 

Interval 

Blood 

Albu-  Pressure 

minuria  Edema  Level 

partum 

Blood 

Pressure 

1. 

29 

I 

II 

Negative 

90/60 

2 weeks 

+ 

+ 

190/112 

140/86 

2. 

38 

III 

V 

Negative 

136/80 

3 weeks 

+ 

+ 

150/100 

120/72 

3. 

27 

0 

I 

Negative 

112/60 

8 weeks 

+ 

+ 

150/106 

130/70 

4. 

29 

0 

II 

Previous  ectopic 

120/80 

11  weeks 

+ 

+ 

150/100 

126/86 

5. 

23 

0 

I 

Negative 

138/78 

3 weeks 

0 

+ 

150/100 

124/80 

6. 

18 

0 

I 

Negative 

128/80 

5 weeks 

0 

+ 

180/100 

120/88 

7. 

22 

I 

II 

Alb.  last  preg. 

120/62 

8 weeks 

0 

+ 

160/110 

122/82 

8. 

33 

IV 

V 

Negative 

126/74 

5 weeks 

+ 

+ 

154/106 

126/78 

9. 

23 

I 

III 

Tox.  last  preg. 

126/80 

3 weeks 

+ 

+ 

150/100 

126/84 

10. 

29 

II 

III 

Tox.  last  preg. 

90/54 

11  weeks 

+ 

+ 

150/112 

106/72 

11. 

26 

I 

II 

Hyp.  last  preg. 

118/84 

13  weeks 

+ 

+ 

150/104 

130/88 

12. 

28 

0 

I 

Negative 

130/78 

6 days 

0 

+ 

158/100 

112/72 

13. 

30 

II 

III 

Eclamp.  last  preg. 

100/50 

12  weeks 

+ 

+ 

174/120 

120/60 

14. 

27 

0 

III 

Eclamp.  1st  preg. 

132/80 

11  weeks 

+ 

+ 

155/100 

130/80 

15. 

23 

0 

1 

Negative 

130/76 

2 weeks 

+ 

+ 

160/100 

110/68 

16. 

22 

0 

I 

Negative 

128/84 

1 week 

+ 

+ 

170/102 

114/80 

17. 

20 

0 

I 

Negative 

110/70 

2 weeks 

0 

+ 

160/120 

124/86 

18. 

32 

I 

II 

Negative 

112/76 

10  days 

+ 

+■ 

158/110 

130/100 

19. 

28 

0 

I 

Negative 

128/82 

3 weeks 

+ 

+ 

170/160 

134/84 

20. 

33 

III 

V 

Tox.  12  yr.  ago 

120/80 

20  weeks 

0 

+ 

210/130 

140/84 

21. 

25 

0 

II 

16  wk.  ab.  1 yr.  ago 

110/78 

3 weeks 

0 

+ 

140/110 

138/100 

22. 

21 

0 

I 

Negative 

140/80 

2 days 

0 

+ 

158/100 

126/72 

23. 

28 

I 

II 

Tox.  pr.  6 yr.  ago 

128/84 

8 weeks 

+ 

+ 

156/100 

124/78 

24. 

35 

II 

III 

Negative 

122/72 

13  weeks 

0 

0 

160/110 

130/80 

25. 

22 

T 

II 

Negative 

120/80 

10  weeks 

+ 

+ 

164/110 

148/68 

26. 

25 

III 

IV 

Negative 

108/74 

1 day 

+ 

+ 

178/116 

120/88 

27. 

32 

I 

II 

Tox.  pr.  2 yr.  ago 

126/76 

3 days 

+ 

+ 

220/110 

124/80 

28. 

29 

I 

III 

Negative 

140/80 

10  weeks 

+ 

+ 

150/100 

120/80 

29. 

34 

0 

I 

Negative 

120/80 

4 weeks 

+ 

+ 

250/120 

115/70 

30. 

39 

VI 

VII 

Tox.  pr.  5 yr.  ago 

132/80 

14  weeks 

+ 

+ 

170/110 

130/86 

31. 

30 

I 

II 

Negative 

130/80 

1 week 

0 

+ 

160/110 

120/70 

32. 

21 

0 

I 

Negative 

120/70 

2 weeks 

+ 

+ 

170/130 

136/92 

33. 

25 

0 

I 

Negative 

128/78 

8 weeks 

+ 

+ 

214/106 

94/60 

34. 

21 

0 

I 

Negative 

110/60 

10  weeks 

+ 

+ 

150/100 

140/88 

35. 

20 

0 

I 

Negative 

102/70 

2 weeks 

+ 

0 

140/100 

105/65 

36. 

23 

0 

II 

1 early  mis. 

120/75 

12  weeks 

+ 

+ 

148/100 

140/94 

37. 

30 

0 

I 

Negative 

110/72 

4 weeks 

+ 

+ 

140/95 

106/70 

38. 

20 

0 

I 

Negative 

132/80 

9 weeks 

+ 

0 

150/98 

125/80 

39. 

35 

I 

V 

4 spont.  mis. 

124/76 

3 weeks 

+ 

0 

154/92 

136/84 

40. 

35 

II 

III 

Negative 

126/74 

5 weeks 

+ 

+ 

142/94 

140/82 

41. 

22 

0 

I 

Negative 

132/70 

2 weeks 

+ 

+ 

170/96 

120/85 

42. 

23 

0 

I 

Negative 

120/80 

11  weeks 

+ 

+ 

150/94 

128/72 

43. 

30 

II 

III 

Negative 

132/84 

10  weeks 

+ 

+ 

152/90 

120/80 

44. 

21 

0 

I 

Negative 

116/68 

16  weeks 

0 

+ 

150/95 

124/92 

45. 

18 

0 

I 

Negative 

100/70 

3 weeks 

0 

+ 

140/96 

104/64 

46. 

27 

II 

III 

Tox.  preg.  twice 

120/80 

15  weeks 

0 

+ 

148/94 

120/80 

47. 

31 

II 

V 

Negative 

130/80 

22  weeks 

+ 

+ 

164/94 

120/80 

48. 

21 

I 

II 

Negative 

140/70 

10  weeks 

+ 

+ 

146/92 

122/78 

We 

feel 

that 

the 

value  of  the  ante-  of 

women 

presenting 

endocrine 

stigmas 

partum  endocrine  clinic  is  well  established 
by  the  above  observations.  As  a result  of 
this  clinic  we  were  afforded  the  opportu- 
nity of  observing  48  patients  before, 
during,  and  after  the  development  of 
toxemia  of  pregnancy.  This  number  will 
be  greater  in  the  future  when  the  purposes 
of  such  a clinic  are  better  understood. 
These  observations  indicate  that  if  all 
women  with  endocrine  stigmas  are  segre- 
gated and  carefully  watched,  one  would 
have  a practical  means  for  observing  the 
inception  of  the  vast  majority  of  cases  of 
toxemia  of  pregnancy.  Of  268  cases  of 
toxemia  of  pregnancy  observed  at  the 
Jewish  Maternity  Hospital,  only  20  cases 
revealed  no  clinical  evidence  of  endocrine 
dysfunction  and  therefore  were  not  ob- 
served in  our  special  clinic.  The  fact  that 
the  great  majority  of  cases  of  toxemia  of 
pregnancy  do  arise  in  the  selected  group 


adds  weight  to  our  views  as  to  the  endo- 
crine pathogenesis  of  this  disease. 

Discussion  and  Presentation  of 
Classification 

We  are  all  concerned  with  the  ultimate 
determination  of  the  exact  nature  of  this 
disease.  The  evidence  presented  seems  to 
indicate  its  basic  cause,  and  reveals  a 
valuable  practical  means  in  the  form  of 
the  antepartum  endocrine  clinic  for 
determining  the  precise  nature  of  the 
endocrine  disturbance  that  produces  toxe- 
mia of  pregnancy.  Hormonal  studies 
may  now  be  done  on  selected  cases  limited 
to  that  group  in  which  toxemia  is  most 
likely  to  occur.  Such  studies  may  eventu- 
ally lead  to  the  discovery  of  its  exact 
cause. 

To  determine  the  nature  of  any  dis- 
ease we  must  study  it  in  its  purest  form 
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Fig.  1.  Primipara,  aged  25,  admitted  to 
special  antepartum  clinic  because  of  endocrine 
dysfunction.  Observed  eight  weeks  without 
toxemia  of  pregnancy.  Developed  hyperten- 
sion, albuminuria,  and  edema  and  delivered 
of  a three- week  premature  5-lb.  living  baby. 

In  order  to  do  so  in  toxemia  of  pregnancy 
we  must  be  careful  in  diagnosis  and  must 
exclude  all  other  causes  of  a somewhat 
similar  clinical  picture  during  pregnancy. 
If  one  includes  in  the  category  of  pure 
toxemia  of  pregnancy  cases  of  essential 
hypertension,  nephritis,  and  pyelitis,  such 
a study  would  lead  to  many  misconcep- 
tions and  only  hinder  progress  in  the 
determination  of  the  cause  of  true  toxemia 
of  pregnancy.  Such  a situation  exists  at 
the  present  time,  and  we  feel  that  this 
can  only  be  corrected  by  the  use  of  a 
classification  that,  if  more  universally 
accepted,  will  tend  to  place  each  cause  of 
what  is  commonly  known  as  hypertension 
in  pregnancy  in  its  proper  place.  The 
following  classification  has  been  used  at 
the  Jewish  Maternity  Hospital  since  1934, 
and  a few  other  institutions  use  similar 
ones.  It  is  presented  in  an  effort  to  in- 
duce all  institutions  to  use  this  type  of 
classification  so  that  there  will  be  a more 
universal  understanding  of  what  is  im- 
plied by  the  term  toxemia  of  pregnancy. 

Classification — Hypertension  in  Preg- 
nancy: (1)  true  toxemia  of  pregnancy; 
(2)  essential  hypertension ; (3)  glomerulo- 
nephritis; and  (4)  pyelonephritis. 

1.  True  Toxemia  of  Pregnancy. — That 
the  development  in  pregnancy  of  ab- 
normally high  blood  pressure,  in  women 
in  whom  there  was  no  history  or  other 
evidence  of  preceding  renal  or  hyperten- 
sive disease,  constitutes  the  condition 
known  as  toxemia  of  pregnancy  is  univer- 
sally accepted.  That  such  a disturbance 
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Fig.  2.  Primipara,  aged  21,  admitted  to 
special  antepartum  clinic  because  of  clinical 
evidence  of  endocrine  dysfunction.  Observed 
sixteen  weeks  before  development  of  hyperten- 
sion and  marked  edema.  Delivered  spontane- 
ously at  term.  Note  gain  of  76  lb. 

related  directly  to  pregnancy  occurs  in  the 
absence  of  renal  and  hypertensive  dis- 
ease cannot  be  denied.  It  is  true  that 
hypertension,  albuminuria,  edema,  eye- 
ground  changes  and  convulsions,  etc.,  in 
pregnancy  can  occur  due  to  other  causes, 
such  as  essential  hypertension,  nephritis, 
and  pyelonephritis.  In  the  large  majority 
of  instances  of  hypertension  in  pregnancy, 
however,  evidence  or  history  of  these 
diseases  are  not  found.  Care  must  be 
used  to  exclude  such  cases  from  the  cate- 
gory of  toxemia  of  pregnancy  for  the  pres- 
ent time  if  we  desire  to  progress  in  the 
investigation  of  the  nature  of  this  condi- 
tion. 

In  order  to  clearly  define  the  meaning 
of  true  toxemia  of  pregnancy,  many  terms 
used  at  the  present  time  must  be  set 
aside.  In  view  of  the  fact  that  in  the  de- 
velopment and  course  of  this  disease  im- 
pairment of  renal  functions  does  not  ap- 
pear, the  term  “low  reserve  kidney” 
should  not  be  used.  It  tends  to  direct 
undue  attention  to  the  kidney  and  implies 
that  which  is  apparently  not  true — renal 
insufficiency.  Its  use,  as  well  as  all 
theories  regarding  impairment  of  renal 
function  as  a factor  in  the  pathogenesis  of 
toxemia  of  pregnancy , should  be  discarded. 
It  is  the  experience  of  most  maternity 
services  that  patients  with  pre-eclampsia 
rarely  develop  convulsions  if  their  pre- 
natal care  has  been  adequate.  In  fact,  no 
patient  with  pre-eclampsia  at  the  Jewish 
Maternity  Division  of  Beth  Israel  Hos- 
pital has  ever  developed  convulsions  in 


670 


VORZIMER,  RAPPAPORT,  AND  LANGROCK 


[N.  Y.  State  J.  M. 


the  past  six  years.  Although  both  pre- 
eclampsia and  eclampsia  differ  in  their 
clinical  courses,  it  has  been  our  feeling 
that,  basically,  they  both  occur  in  pa- 
tients having  manifestations  of  a disturb- 
ance of  the  endocrine  glands.  For  these 
reasons,  we  include  all  cases  of  toxemia 
under  one  large  heading — True  Toxemia 
of  Pregnancy.  The  clinical  picture,  that 
of  the  development  in  the  later  months 
of  pregnancy  of  hypertension  of  over  140 
mm.  Hg  systolic  and  90  mm.  Hg  dia- 
stolic with  or  without  albuminuria  and 
edema,  is  well  known.  There  is  no  im- 
pairment of  renal  function  and  in  no  case 
is  there  any  history  of  renal  or  hyper- 
tensive disease.  Despite  the  severity  of 
the  toxemia,  surprisingly  few  patients 
complain  of  the  textbook  symptoms,  such 
as  spots  before  the  eyes,  headaches,  and 
dizziness.  This  point  should  be  kept  in 
mind,  for  the  absence  of  these  symptoms 
should  not  mitigate  against  the  diagnosis 
of  toxemia  of  pregnancy.  With  proper 
antenatal  care,  the  prognosis  in  those 
cases  with  mild  hypertension,  for  the 
immediate  future,  is  good.  With  limita- 
tion of  fluids  and  salts,  sedation,  and  care 
of  body  metabolism  when  indicated,  al- 
most all  of  these  patients  can  be  delivered 
at  term,  without  incident,  of  a normal 
child.  In  those  cases  where  the  hyper- 
tension is  marked,  control  by  medical 
means  may  be  difficult,  and  as  a result, 
termination  of  the  pregnancy  must  be  re- 
sorted to  in  order  to  avoid  definite  injury 
to  the  mother,  particularly  injury  to  the 
cardiovascular  system,  and  to  prevent 
fetal  death.  There  is  a small  group  of 
cases  of  toxemia  of  pregnancy,  commonly 
called  eclampsia.  The  clinical  course  is 
well  known,  short  in  duration,  and  exactly 
like  that  of  hypertensive  encephal- 
opathy. There  may  or  may  not  be  al- 
buminuria or  edema,  but  more  commonly 
these  are  associated  observations.  There 
never  is  nitrogen  retention  except  that 
due  to  excessive  vomiting  or  that  which 
appears  in  the  agonal  state.  It  must 
again  be  emphasized  that  even  in  the 
presence  of  convulsive  seizures  there  is 
still  no  evidence  of  impairment  of  renal 
function.  The  future  prognosis  of  cases 


of  toxemia  of  pregnancy  has  been  ably 
investigated  by  Herrick  and  Tillman,3 
whose  observations  seem  to  indicate  that 
a large  majority  of  patients  having  this 
disease  develop  permanent  hypertension 
no  matter  how  mild  the  condition. 

2.  Essential  Hypertension. — The  his- 
tory or  evidences  of  previous  hyperten- 
sion and  the  absence  of  a history  or  evi- 
dences of  renal  disease  are  the  criteria  for 
the  diagnosis  of  essential  hypertension  in 
pregnancy.  The  hypertension  is  usually 
manifest  early  in  pregnancy  and  is  often 
merely  a continuation  of  previously 
known  hypertension.  The  occurrence  of 
hypertension  of  this  type  is  in  no  way 
related  to  the  specific  pregnancy  in  which 
it  occurs,  i.e.,  the  pregnancy  is  not  a 
precipitating  factor  as  it  is  in  true  toxe- 
mia. The  differential  diagnosis  between 
this  condition  and  true  toxemia  of  preg- 
nancy is  often  difficult,  as  frequently 
the  existence  of  hypertension  is  unknown 
to  the  patient,  and  the  blood  pressure  may 
have  been  taken  infrequently  or  not  at 
all.  Besides  this  factor  there  is  no  evi- 
dence of  renal  insufficiency  in  either  state. 
These  two  conditions  may  be  closely  re- 
lated, as  they  occur  in  individuals  who 
seem  to  be  prone,  constitutionally,  to  the 
development  of  hypertension.  There  are 
adherents  to  the  theory  of  endocrine  dys- 
function as  the  causative  factor  in  both. 
From  a research  standpoint  it  seems  wise 
to  exclude  all  cases  where  there  is  doubt 
as  to  the  existence  of  previous  hyperten- 
sive disease  from  the  class  of  true  toxemia 
of  pregnancy.  From  a therapeutic  stand- 
point, however,  the  care  is  similar,  and  the 
rules  governing  cases  of  toxemia  of  preg- 
nancy can  be  applied  to  cases  of  essential 
hypertension.  If  the  blood  pressure  can 
be  controlled  at  its  original  level  and  al- 
buminuria and  progressive  eyeground 
changes  do  not  appear,  the  patient  may  be 
able  to  go  through  an  uneventful  preg- 
nancy. As  to  future  prognosis,  more  in- 
vestigation has  to  be  done  to  prove  that 
with  such  care  no  further  damage  is  done 
to  the  cardiovascular  system.  With 
the  appearance  of  albuminuria,  increas- 
ing blood  pressure,  or  eyeground  changes, 
i.e.,  superimposed  toxemia  of  pregnancy, 
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it  is  the  practice  at  the  Jewish  Maternity 
Division  of  Beth  Israel  Hospital  to  termi- 
nate the  pregnancy  for  the  protection  of 
the  mother.  The  occurrence  of  preg- 
nancy in  patients  having  essential  hyper- 
tension is  not  common,  as  is  to  be  ex- 
pected, because  this  condition  is  not 
common  in  the  child-bearing  period  ex- 
cept in  patients  having  had  toxemia  of 
pregnancy. 

3.  Glomerulonephritis. — In  the  past 
when  the  terms  kidney  of-  pregnancy  and 
nephritic  toxemia  were  in  general  use, 
this  complication  was  thought  to  be  much 
more  common  than  it  actually  is.  Of  late, 
as  a result  of  the  more  accurate  studies 
and  understanding  of  renal  function,  we 
have  come  to  the  realization  that  the 
above  terms  are  misleading  and  that 
glomerulonephritis,  both  in  the  acute  and 
chronic  form,  is  rarely  a cause  of  hyper- 
tension in  pregnancy.  Only  4 cases  of 
proved  glomerulonephritis  in  approxi- 
mately 5,000  have  been  observed  at  the. 
Jewish  Maternity  Division  of  Beth  Israel 
Hospital  during  the  past  five  years.  The 
differential  diagnosis  of  this  condition 
usually  presents  no  difficulty.  Evidence 
of  renal  insufficiency  as  revealed  by  de- 
ficient concentrating  power,  low  urea 
clearance,  nitrogen  retention,  the  pres- 
ence of  a history  of  glomerulonephritis, 
and  the  presence  of  hematuria,  all  defi- 
nitely aid  in  establishing  a case  as  that 
of  glomerulonephritis  complicating  preg- 
nancy. Of  prime  importance  is  the  reali- 
zation that  in  true  toxemia  of  pregnancy, 
impairment  of  renal  function  does  not 
appear  during  pregnancy.  It  may  appear 
but  rarely,  after  many  years,  only  as  a 
result  of  the  long  standing  hypertension 
which  develops  in  many  patients  having 
had  toxemia  of  pregnancy.  The  differen- 
tiation of  uremic  convulsions  from  those 
that  occur  in  severe  toxemia  of  pregnancy 
offers  no  difficulty.  The  prognosis  and 
treatment  of  this  condition  differ  greatly 
from  that  of  toxemia  of  pregnancy.  The 
prognosis  is  extremely  bad ; early  empty- 
ing of  the  uterus  and  increased  renal  dam- 
age is  the  rule.  As  a result,  the  accepted 
therapy  is  termination  of  pregnancy  as 
soon  as  this  diagnosis  is  established. 


4.  Pyelonephritis. — Peters4  has  de- 
scribed a cause  of  hypertension  in  preg- 
nancy to  which  insufficient  attention  has 
been  paid.  Of  320  patients  with  hyper- 
tension in  pregnancy  observed  by  him,  41 
had  a definite  history  or  evidences  of 
pyelitis  or  pyelonephritis.  This  is  not 
surprising  in  the  light  of  the  recent  paper 
written  by  Weiss5  in  which  he  advised  the 
addition  of  pyelonephritis  to  the  classi- 
fication of  Bright’s  disease.  Thus,  as 
glomerulonephritis  is  occasionally  the 
cause  of  hypertension  in  pregnancy,  so 
pyelonephritis  may  similarly  be  the  cause 
of  rise  in  blood  pressure,  albuminuria, 
and  edema  in  pregnancy.  This  clinical 
picture,  however,  is  not  to  be  considered 
as  true  toxemia  of  pregnancy  any  more 
than  that  caused  by  glomerulonephritis. 
The  definition  of  toxemia  of  pregnancy 
states  that  it  occurs  in  women  in  whom 
there  is  no  history  or  other  evidences  of 
preceding  renal  or  hypertensive  disease. 
The  prognosis  and  treatment  of  cases  of 
pyelonephritis  complicating  pregnancy  is 
exactly  the  same  as  in  the  cases  of  glo- 
merulonephritis causing  hypertension  in 
pregnancy.  These  facts  seem  to  indicate 
definitely  that  pyelonephritic  hyperten- 
sion in  pregnancy  is  in  no  way  similar  to 
that  of  hypertension  that  occurs  in  cases 
of  uncomplicated  toxemia. 

At  the  present  time  the  only  designa- 
tion that  we  can  assign  to  patients  who 
develop  hypertension  with  or  without 
albuminuria  and  edema  in  pregnancy  and 
in  whom  there  is  no  history  or  evidence  of 
the  diseases  that  can  cause  hypertension 
and  albuminuria  outside  of  pregnancy  is 
that  of  true  toxemia  of  pregnancy.  That 
such  a condition  exists  is  definitely  ac- 
cepted by  all.  If  we  are  to  study  this 
condition  in  an  effort  to  establish  one  of 
the  many  theories  as  to  its  cause,  as  a fact, 
we  must  deal  with  it  in  its  purest  form. 
We  can  accept  cases  of  hypertension  in 
pregnancy  as  true  toxemia  only  if  there  is 
no  complicating  factor  present  that  can 
cause  such  a condition  in  the  absence  of 
pregnancy.  It  may  well  be  that  at  some 
later  date  pyelitis,  pyelonephritis,  and 
essential  hypertension  may  be  proved  to 
be  causes  of  a form  of  toxemia  of  preg- 
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nancy.  These  conditions  are  found  in 
only  the  minority  of  cases  of  hypertension 
in  pregnancy.  The  large  majority  (over 
80  per  cent)  of  cases  of  hypertension  in 
pregnancy  develop  in  the  absence  of 
any  history  or  evidences  of  hypertensive 
or  renal  disease.  Peters4  states  that  13 
per  cent  of  his  cases  had  pyelitis  or  pye- 
lonephritis. What  of  the  other  87  per 
cent,  the  majority  or  all  of  whom  may 
have  revealed  no  evidence  of  this  or  any 
other  condition  that  might  cause  hyper- 
tension? Many  men  persist  in  basing 
their  discussions  of  the  nature  of  toxemia 
of  pregnancy  on  cases  that  represent  the 
minority  of  conditions  found  associated 
with  hypertension  in  pregnancy,  i.e., 
pyelitis,  glomerulonephritis,  and  essential 
hypertension.  This  will  only  hinder  prog- 
ress in  the  determination  of  the  nature 
of  true  toxemia  of  pregnancy  as  defined 
in  this  paper.  If  this  is  stopped,  as  it 
may  be  by  the  use  of  the  above  classifica- 
tion, there  will  no  longer  be  found  the 
glaring  error  of  including  cases  in  which 
the  pathologic  report  reveals  glomerulo- 
nephritis or  renal  infection  in  papers 
written  on  the  nature  of  toxemia  of 
pregnancy.  The  determination  of  the 
exact  nature  of  this  condition  is  of  ex- 
treme importance  from  a prophylactic 
and  therapeutic  standpoint.  In  those 
cases  where  permanent  damage  already 
exists,  as  shown  by  evidence  of  renal  or 
hypertensive  disease,  we  know  that  little 
can  be  done  to  prevent  the  occurrence  of 
hypertension  in  the  later  months  of  preg- 


nancy. On  the  other  hand,  if  we  de- 
termine the  cause  of  true  toxemia  of 
pregnancy,  we  may  be  able  to  prevent 
the  occurrence  of  the  large  majority  of 
cases  of  hypertension  in  pregnancy.  It 
is  hoped  that  the  classification  presented 
in  this  paper  will  at  least  create  a clearer 
approach  to  the  problems  with  which  we 
are  faced  in  the  field  of  hypertension  in 
pregnancy,  particularly  those  dealing 
with  true  toxemia  of  pregnancy. 

Conclusions 

1.  Evidence  is  presented  to  corrobo- 
rate the  observations  of  endocrine  stigmas 
in  patients  developing  toxemia  of  preg- 
nancy. 

2.  The  value  of  the  antepartum  endo- 
crine clinic  is  established.  This  clinic 
affords  a practical  means  for  observing 
the  inception  and  course  of  the  vast 
majority  of  cases  of  toxemia  of  pregnancy 
and  is  an  excellent  source  of  material 
for  clinical  and  laboratory  investigation  of 
the  nature  of  toxemia  of  pregnancy. 

3.  A classification  of  hypertension  in 
pregnancy  is  presented  which,  if  more 
universally  used,  will  create  a clearer 
and  more  definite  understanding  among 
the  workers  in  this  field  as  to  what  is 
meant  by  the  term  toxemia  of  pregnancy. 
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THE  DOCTORS’  ORCHESTRAL  SOCIETY  OF  NEW  YORK 


The  Doctors’  Orchestral  Society  of  New  York 
will  hold  its  second  annual  concert  on  Friday 
evening,  May  10,  1940,  at  Town  Hall,  New 
York  City.  This  event  will  round  out  the  week 
of  medical  activities  of  the  annual  convention 
of  the  State  of  New  York  Medical  Society  to  be 
held  at  the  Waldorf-Astoria.  This  promises  to 
be  an  outstanding  affair  judging  from  the  pro- 
gram of  the  evening.  The  orchestra  was  organ- 
ized a few  years  ago  and  consists  of  physicians 
and  dentists,  of  New  York  City  and  its  sur- 
roundings, active  in  music  as  a hobby.  It  has 
stimulated  the  return  to  musical  activity  of  a 
number  of  colleagues  who,  through  lack  of 
opportunity,  had  abandoned  the  instruments 
that  they  had  enjoyed  playing  in  music  groups 
in  high  school  and  college.  The  orchestra  has 
grown  to  its  present  status  of  a complete  sym- 
phonic outfit  under  the  conductorship  of  Mr. 


Ignatz  Waghalter,  former  conductor  of  the 
Charlottenburg  Opera  House  in  Berlin.  The 
musical  press  comments  on  its  premiere  last 
spring  at  the  Town  Hall  were  most  favorable, 
and  the  orchestra,  surprising  its  audience,  ac- 
quitted itself  with  unexpected  success.  It  is 
now  considered  to  be  one  of  the  best  amateur 
music  groups  in  the  City  of  New  York.  The 
program  will  include  symphonic  works  by 
Goldmark,  Wagner,  and  Tschaikowsky.  The 
soloist  of  the  evening  will  be  Dr.  Leopold  Glu- 
shak,  who  will  sing  the  principal  tenor  arias  from 
Wagner’s  operas,  Lohengrin  and  Die  Meister- 
singer,  and  will  be  accompanied  by  the  orchestra. 
Part  of  the  proceeds  will  be  donated  to  the 
Physicians’  Home.  A sell-out  is  almost  assured. 
Those  interested  in  attending  this  unusual  event 
should  apply  for  tickets  immediately  to  Dr.  W. 
Spielberg,  235  East  22nd  Street,  New  York  City. 
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Public  Health  News 

Antipneumococcus  Serums  of  All  Types  for 
Positive  Blood  Culture  Cases 

Antipneumococcus  serums  have  been  available  for  types  I,  II,  IV, 
L V,  VII,  VIII,  XIV.  As  an  additional  service,  effective  immedi- 
ately, antipneumococcus  serums,  rabbit,  will  be  supplied  on  request 
for  the  treatment  of  cases  with  positive  blood  cultures  of  the  remain- 
ing types.*  These  serums  will  be  available  for  immediate  distribu- 
tion from  the  Central  Laboratory  in  Albany,  and  the  Branch  Labora- 
tory, 339  East  25th  Street,  New  York  City.  Requests  should  be 
telephoned  or  telegraphed  and  should  state  the  type  and  that  the 
serum  is  for  a case  from  which  a positive  blood  culture  has  been  ob- 
tained. 

In  connection  with  its  study  of  pneumococci,  the  Division  of 
Laboratories  and  Research  will  greatly  appreciate  receiving  trans- 
plants of  strains  isolated  from  blood  cultures  from  patients  for  whom 
serum  of  any  type  is  furnished. 

Further  information  relating  to  antipneumococcus  serum  may  be 
obtained  from  custodians  of  supply  stations,  district  state  health 
officers,  or  the  central  laboratory  and  its  branch. 

* Except  for  types  XXVI  and  XXX  which  are  considered  closely  related  to  or  identical 
with  types  VI  and  XV,  respectively. 
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Legislative  News 

Bulletin  No.  12 

C April  2, 1940 ) 


The  Legislature  finally  adjourned  at  12:30 
Sunday  morning  after  having  stopped  the 
clocks  at  two  o’clock  Saturday  afternoon. 

Except  for  our  disappointment  in  being  unable 
to  move  the  radiology  bill  out  of  committee,  our 
fortune  with  the  Legislature  has  been  very  satis- 
factory. Three  of  the  bills  that  we  favored  have 
already  been  signed  by  the  Governor  and  one 
which  we  followed,  but  took  no  definite  position 
upon,  has  been  vetoed.  The  following  twenty- 
one  bills  were  passed  by  both  houses  and  await 
the  Governor’s  action : 

Senate  Int.  18 — Warner  (Assembly  Int.  77 — 
Hollowell),  makes  provision  prohibiting  alcoholic 
beverage  sales  to  children  apply  to  children  under 
18  years  of  age  instead  of  16. 

Senate  Int.  97 — Mrs.  Graves  (Assembly  Int. 
79 — Allen) , prohibits  generally  the  manufacture, 
sale,  or  serving  of  adulterated  or  misbranded 
foods. 

Senate  Int.  115 — Wicks,  creates  board  in  the 
State  Education  Department  for  licensing  and 
regulating  practice  of  optical  dispensing,  and 
appropriates  $10,000. 

Senate  Int.  134 — Warner  (Assembly  Int.  152 — 
Milmoe),  regulates  sale,  distribution,  and  posses- 
sion of  fireworks  by  local  authorities,  permits  be- 
ing restricted  to  public  display;  effective  August 
1,  1940. 

Senate  Int.  199 — Desmond,  creates  a commis- 
sion to  study  problem  of  trichinosis  and  other 
diseases  contracted  from  infected  meat,  cooperat- 
ing with  State  Health  and  Agriculture  and  Mar- 
kets departments,  and  appropriating  $5,000. 

Senate  Int.  310 — Hastings  (Assembly  Int. 
322 — C.  D.  Williams),  requires  every  physician, 
nurse,  parent,  or  guardian  to  report  to  State 
Health  Commissioner,  age  and  residence  of  minor 
under  six  years  who  is  totally  deaf  or  whose  hear- 
ing is  impaired,  in  New  York  City,  for  adequate 
care  and  treatment  by  appropriate  welfare  or 
other  agency. 

Senate  Int.  927 — Page  (Assembly  Int.  1399 — 
Milmoe),  provides  that  applicants  for  medical 
licenses  who  meet  requirements  as  to  preliminary 
and  professional  education  with  evidence  of  suc- 
cessful practice  or  professional  experience,  and 
with  evidence  satisfactory  to  State  Education 
Commissioner  that  they  have  been  duly  licensed 
in  another  state  or  territory  of  U.  S.,  may  receive 
licenses  without  further  examination. 

Senate  Int.  1685 — Mahoney  (Assembly  Int. 
2158 — Todd),  permits  practice  of  medicine  in  a 
hospital,  by  physicians  and  interns  on  hospital 
staffs,  who  have  completed  not  less  than  four 
satisfactory  courses  of  at  least  eight  months  each 
in  medical  schools  in  this  country  or  Canada,  or 
in  a foreign  country,  or  have  received  a doctor’s 
degree  from  such  schools  having  a standard  not 
lower  than  that  prescribed  for  medical  schools  in 
this  state;  also  relates  to  medical  students  per- 
forming clinical  clerkship. 

Senate  Int.  1697 — Desmond,  prohibits  sale,  as 
well  as  the  dispensing,  of  a drug  for  treating 
venereal  diseases,  except  on  prescription  of  a 
physician;  also  prohibits  indirect  reference  to 


such  diseases,  in  advertisements,  by  use  of  words 
or  phrases  intended  to  convey  idea  that  such 
diseases  are  referred  to. 

Senate  Int.  1799 — Hampton  (Assembly  Int. 
2175 — Piper),  authorizes  State  Insurance  Super- 
intendent to  issue  permit  for  organization  and 
license  to  membership  corporations  under  super- 
vision of  New  York  State  Public  High  School 
Athletic  Association  for  furnishing  medical  and 
dental  expense  indemnity  to  students  injured  in 
or  during  preparation  for  athletic  games,  sports 
or  contests,  and  any  other  accidents  which 
Superintendent  thinks  should  be  included. 

Senate  Int.  1833 — Hastings  (Assembly  Int. 
2345 — C.  D.  Williams),  continues  temporary 
state  commission  for  improving  conditions  for 
care  of  hard  of  hearing  and  deaf  children  until 
March  15,  1941. 

Assembly  Int.  150 — Goldstein,  provides  that 
injured  person  or  legal  representative,  in  case  of 
death  resulting  from  injuries,  shall  be  permitted  to 
examine  hospital  records  relative  to  treatment 
and  care. 

Assembly  Int.  195 — Vincent,  makes  provision 
relating  to  offenses  not  bailable  by  inferior  courts 
apply  to  any  violation  of  Public  Health  Law 
relating  to  narcotic  drugs,  which  is  defined  as  a 
misdemeanor  under  Section  1751-a,  Penal  Law. 

Assembly  Int.  878 — Todd,  provides  that  after 
July  1,  1941,  instead  of  1940,  it  shall  be  unlawful 
to  practice  nursing  without  being  duly  licensed 
and  registered,  and  relates  to  residence  and 
citizenship  requirements  for  practical  nurses. 

Assembly  Int.  1420 — Mailler  (Senate  Int.  1158 
— Mahoney),  makes  internship  of  not  less  than 
twelve  months  in  a hospital  in  this  country  or 
Canada  a condition  prerequisite  to  receiving  li- 
cense to  practice  medicine. 

Assembly  Int.  1661 — Armstrong,  Workmen’s 
Compensation  Law,  physicians’  progress  reports. 

Assembly  Int.  1806 — Wagner  (Senate  Int. 
1451 — Mahoney),  provides  that  determination 
as  to  medical  care  necessary  for  any  person  apply- 
ing to  public  welfare  officials  shall  be  made  with 
the  advice  of  a physician,  whose  opinion  is  also 
required  for  transferring  patients  to  another 
hospital. 

Assembly  Int.  1856 — Ehrlich  (Senate  Int. 
1520 — Swartz),  requires  temporary  state  com- 
mission appointed  to  investigate  health  of  in- 
habitants of  the  state  to  investigate  subject  of 
care  and  hospitalization  of  persons  suffering 
from  tuberculosis  and  of  state  financial  aid  for 
hospitals  and  means  to  provide  equality  of  oppor- 
tunity for  scientific  care  and  treatment  of  tuber- 
culosis, as  well  as  for  its  prevention. 

Assembly  Int.  2022 — Armstrong,  repeals  the 
provision  that  prohibits  sale  of  hypodermic 
syringes  and  needles  without  written  order  of  a 
licensed  physician  or  veterinarian. 

Assembly  Int.  2146 — Mailler,  extends  to 
April  15,  1941,  time  when  State  Commission  to 
Formulate  a Long  Range  Health  Program  may 
make  its  final  report,  and  appropriates  $45,000. 

Assembly  Int.  2281 — Wilson  (Senate  Int. 
1702 — Schwartzwald ; Assembly  Int.  2171 — * 
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Wagner),  provides  that  exposure  to  hazards  of 
harmful  dust  for  sixty-day  period  after  Septem- 
ber 1,  1935,  shall  be  presumed  to  be  an  injurious 
exposure  for  purposes  of  workmen’s  compensa- 
tion. 

We  are  now  informed  that  the  Regents  con- 
sidered the  Mahoney  physiotherapy  bill  at  their 
regular  meeting  on  March  15  and  voted  to  dis- 
approve it.  Unfortunately,  their  action  was 
not  communicated  to  the  Legislature  until  after 
the  Senate  had  voted  and  our  special  bulletin 
mailed.  The  companion  bill,  as  we  had  reported 
earlier,  was  killed  in  the  Assembly  committee  and 
automatically  that  action  applied  to  the  Senate 
bill  when  it  reached  the  Assembly. 

Some  may  have  read  an  editorial  in  the  New 
York  Times  entitled  “Back-Door  Health  Insur- 
ance,” referring  to  a bill  introduced  by  Assembly- 
man  Goldberg  which  provides  that  cash  benefits 
should  be  paid  to  a person  registered  for  employ- 
ment but  unemployed  because  of  illness.  It  re- 
quires some  familiarity  with  the  European  health 


insurance  plans  or  with  the  health  insurance  bills 
introduced  in  the  Legislature  this  year  to  under- 
stand the  force  of  the  argument  in  the  editorial. 
Our  unemployment  insurance  scheme  provides 
that  cash  payments  shall  be  made  to  unemployed 
persons;  but  when  Mr.  Goldberg  specified  that  if 
unemployment  was  due  to  sickness,  the  benefits 
should  be  paid  as  well,  he  was  incorporating  one 
of  the  provisions  of  those  health  insurance 
schemes  that  provide  for  the  payment  of  cash 
benefits.  The  bill  is  now  with  the  Governor 
awaiting  his  action. 

A complete  report  of  the  final  status  of  each 
bill  that  we  followed  during  the  session  was  pre- 
pared and  was  mailed  on  April  8. 

John  L.  Bauer 
Leo  F.  Simpson 
Walter  W.  Mott 

Committee  on  Legislation 

Joseph  S.  Lawrence 

Executive  Officer 


“ALCOHOLICS  ANONYMOUS” 

That  is  the  name  of  an  organization  that  had 
its  start  in  New  York  City  five  years  ago  and  now 
has  members  in  most  of  the  large  cities,  accord- 
ing to  an  article  in  the  Illinois  Medical  Journal. 
It  is  “of  great  interest  to  the  medical  profes- 
sion,” for  “every  physician,  has  been  confronted 
with  the  problems  of  the  incurable  alcoholic.” 
The  new  organization  is  composed  of  former 
alcoholics,  who  know  how  to  approach  the  drunk- 
ard. 

The  chronic  alcoholic  resents  the  efforts  made 
by  his  relatives  and  friends  to  help  him.  He 
feels  they  do  not  understand  him  or  his  prob- 
lem. But  when  he  talks  to  people  who  them- 
selves have  been  drunkards  he  realizes  that  these 
people  do  understand,  for  they  have  had  the  same 
personal  experiences. 

Many  of  the  members  have  fine  intellects  and 
have  held  positions  of  great  responsibility  which 
they  are  regaining. 

The  growth  of  Alcoholics  Anonymous  and  its 
influence  on  the  fraternity  of  chronic  drinkers 
have  been  achieved  almost  entirely  through  per- 


sonal contact  and  through  the  family  physi- 
cian. 

When  a drinker  recognizes  the  failure  of  his 
own  systems  for  stopping  drink  and  admits  his 
need  for  help,  then  and  then  only  can  he  be 
helped  by  the  fellowship  of  other  members  of 
the  group. 

When  he  is  ready  the  new  member  goes  out 
with  other  members  in  occasional  “missionary” 
work.  Each  member  feels  in  duty  bound  to  go 
to  the  aid  of  another  unfortunate. 

No  sacrifice  is  too  great.  No  pay  is  accepted 
or  wanted.  In  trying  to  save  others  the  alcoholic 
saves  himself. 

The  principles  of  Alcoholics  Anonymous  do 
not  conflict  in  any  way  with  religious  sects  or 
creeds.  The  organization  is  not  in  any  sense  a 
“racket.” 

There  are  no  officers,  no  dues,  and  no  costs 
whatever.  The  only  requirements  for  admission 
to  Alcoholics  Anonymous  are  a sincere  desire 
to  get  rid  of  the  alcoholic  habit  and  willingness 
to  help  others  so  addicted. 


TO  REPORT  DEAF  CHILDREN 

Every  child  under  six  years  of  age  who  is 
totally  deaf  or  whose  hearing  is  impaired  must  be 
reported  to  the  State  Commissioner  of  Health, 
we  are  reminded  by  Health  News.  Reports  are 
to  be  sent  to  Division  of  Maternity,  Infancy,  and 
Child  Hygiene,  attention  Dr.  Marion  F.  Loew. 

This  reminder  is  occasioned  by  the  fact  that  the 
department  is  being  notified  of  comparatively 
few  such  cases  and  that  reports  are  sent  through 
a variety  of  channels.  In  view  of  the  apparent 
confusion  as  to  what  cases  are  reportable  and  to 
whom,  it  is  believed  advisable  to  review  the 
pertinent  provisions  of  the  Public  Health  Law. 

Section  320-a  requires  every  attending  or  con- 
sulting physician,  nurse,  parent,  or  guardian, 


having  charge  of  any  minor  under  six  years  of 
age  who  is  totally  deaf  or  whose  hearing  is  im- 
paired, to  report  at  once  the  name,  age,  and  resi- 
dence of  the  child  to  the  State  Commissioner  of 
Health  and  to  furnish  such  additional  informa- 
tion as  the  commissioner  shall  require.  Since 
homes  for  the  deaf  are  reducing  the  age  limit  for 
admission  from  six  to  three  years,  it  is  more  ur- 
gent than  ever  that  such  children  be  discovered 
and  reported  at  as  early  an  age  as  possible.  The 
Division  of  Maternity,  Infancy,  and  Child 
Hygiene  has  certain  funds  available  for  the  oto- 
logic examination  of  those  children  who,  be- 
cause of  inability  to  pay,  have  been  unable  to 
procure  such  an  examination. 


Medical  News 


Reunion — Class  of  1890,  Bellevue  Hospital  Medical  College 


Fifteen  members  of  the  class  of  1890,  Belle- 
vue Hospital  Medical  College,  met  in  New 
York  City  on  March  9 to  celebrate  the  fiftieth  an- 
niversary of  their  graduation,  which  was  also  the 
fiftieth  anniversary  of  their  beginning  the  prac- 
tice of  medicine.  Fifty  years  ago  there  were  no 
laws  requiring  state  medical  examinations  addi- 
tional to  finishing  the  prescribed  course  of  study 
at  medical  school. 

This  was  the  twenty-fifth  consecutive  class 
reunion,  which  has  been  held  as  an  anniversary 
dinner  meeting  each  year  in  the  same  room  of 
the  same  hotel — the  Yacht  Room  of  the  Hotel 
Astor.  The  class  originally  numbered  144,  of 
whom  thirty -five  are  living.  All  are  over  seventy 
years  and  with  a few  exceptions  are  still  practic- 
ing their  profession.  These  men  have  seen 
develop,  in  their  lifetime,  the  whole  of  the  science 
of  bacteriology,  the  theory  of  the  control  of 
communicable  diseases,  and  the  art  of  antisepsis. 
They  have  witnessed  the  development  of  the  x- 
ray  and  radium  treatment,  the  electrocardio- 
graph, and  the  discovery  of  vitamins  and  blood 
chemistry.  Pasteur,  Lister,  Koch,  and  Roent- 
gen, who  revolutionized  medicine,  were  their 
contemporaries. 

As  invited  guests  on  this  occasion  were  present 
two  physicians  who  were  members  of  the  faculty 
of  the  medical  school  in  1890  as  instructors  in 


the  Department  of  Anatomy:  Dr.  John  F. 

Erdmann  and  Dr.  Henry  M.  Silver,  of  New  York 
City.  Other  invited  guests  present  included: 
Dr.  Currier  McEwen,  dean  of  New  York  Uni- 
versity College  of  Medicine,  which  has  absorbed 
the  old  Bellevue  Hospital  Medical  College, 
Miss  Gloria  Hollister,  Dr.  Edward  R.  Cun- 
niff  e,  Dr.  Hugh  Cox,  and  Mr.  Dwight  Ander- 
son. 

The  presiding  officer  was  Dr.  Nathan  B.  Van 
Etten,  of  New  York  City,  who  is  president-elect 
of  the  American  Medical  Association,  taking 
office  as  the  president  at  the  next  annual  meeting 
in  New  York  in  June.  Other  members  of  the 
class  present  at  the  reunion  were:  Charles  W. 

Banks,  East  Orange,  New  Jersey;  Oswald  O. 
Cooper,  Hinton,  West  Virginia;  Joseph  M. 
Douthett,  Pittsburgh,  Pennsylvania;  George  W. 
Gaines,  Tallulah,  Louisiana;  Joseph  F.  Gillespie, 
Greencastle,  Indiana;  Clarence  S.  Kurtz,  Mal- 
vern, Pennsylvania;  Charles  A.  Luce,  Amity- 
ville,  New  York;  Frank  H.  Munkwitz,  Mil- 
waukee, Wisconsin;  Erasmus  A.  Pond,  Brooklyn, 
New  York;  John  H.  Pratt,  Manchester,  New 
York;  Claudius  J.  Riddick,  Suffolk,  Virginia; 
William  H.  Steers,  Brooklyn,  New  York; 
Samuel  G.  Tracy,  New  York  City;  John  E. 
Virden,  New  York  City;  Frank  L.  Wakefield, 
Heyworth,  Illinois. 


County  News 


Albany  County 

“The  Management  of  Sterility  by  the  General 
Practitioner”  was  the  title  of  the  talk  given  at 
the  March  meeting  of  the  Medical  Society  of  the 
County  of  Albany,  by  Dr.  Samuel  R.  Meaker, 
F.A.C.S.,  M.R.C.S.,  F.C.O.G.  (Eng.),  professor 
of  Gynecology  at  Boston  University  School  of 
Medicine. 

On  February  28  the  Society  listened  to  an 
address  by  Dr.  Burrill  B.  Crohn,  associate  in 
medicine,  Mt.  Sinai  Hospital,  New  York,  asso- 
ciate in  medicine,  Columbia  University,  New 
York  (College  of  Physicians  and  Surgeons) 
former  president,  American  Gastro-Enterological 
Association,  on  “Peptic  Ulcer.” 

Broome  County 

Dr.  Morris  Fishbein,  editor  of  the  J.A.M.A., 
dedicated  the  new  $500,000  addition  to  the 
Binghamton  City  Hospital  on  April  4. 

The  Broome  County  Medical  Society  honored 
him  at  a reception  at  5:00  p.m.  the  same  after- 
noon. 

At  6:30  the  staff  and  board  of  managers  of  the 
city  hospital  entertained  Dr.  Fishbein  with  a 
dinner  at  the  hospital. 

He  also  delivered  a public  lecture  in  Central 
High  School  at  8:00  p.m. 

Erie  County 

On  Saturday,  April  20,  the  Sixth  Annual 
Clinical  Day  of  the  Alumni  Association,  School 
of  Medicine,  University  of  Buffalo,  to  which  all 


physicians  are  cordially  invited,  will  be  held  at 
the  Statler  Hotel,  Buffalo. 

The  speakers  and  subjects  are  as  follow:  Dr. 
Newton  D.  Smith,  Mayo  Clinic — “The  General 
Practitioner’s  Anorectal  Problems”;  Dr.  James 
G.  Carr,  Northwestern  University— “Obscure 
Fever”;  Dr.  Albert  M.  Snell,  Mayo  Clinic — 
“Some  Problems  Presented  by  the  Jaundiced 
Patient”;  Dr.  Henry  M.  Thomas,  Jr.,  Johns 
Hopkins — “Hypertension:  The  Modern  Con- 

ception of  Its  Causes  and  the  Results  of  Medical 
and  Surgical  Treatment”;  Dr.  Temple  Fay, 
Temple  University — “Observations  on  Human 
Refrigeration.” 

The  Buffalo  Academy  of  Medicine,  Section  of 
Surgery,  listened  to  an  address  on  March  6 on 
“Indications  and  Types  of  Surgical  Procedures  in 
Patients  Suffering  from  Duodenal  Ulcers,”  by 
Dr.  Roscoe  R.  Graham,  of  Toronto.  Discussion 
was  opened  by:  Dr.  Donald  Guthrie,  Sayre,  Pa. ; 

Dr.  Grover  Penberthy,  Detroit;  Dr.  Marshall 
Clinton,  Buffalo;  Dr.  Herbert  A.  Smith,  Buffalo. 

The  Section  of  Medicine,  on  March  13,  held  a 
symposium  on  “Pneumonia  in  Children.” 

The  Women  Physicians’  League,  of  Buffalo, 
held  a joint  dinner  meeting  with  the  Counselors 
and  Women  Dentists  at  The  Park  Lane  on  Febru- 
ary 29. 

Dr.  Henry  Clark  Buswell,  of  Buffalo,  who  died 
of  pneumonia  on  March  4 at  the  age  of  seventy- 
eight  at  the  Strong  Memorial  Hospital  in  Roches- 
ter, had  practiced  medicine  fifty-two  years.  A 
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Buffalo  newspaper  reported  that  Sir  William 
Osier,  while  regius  professor  of  medicine  at 
Oxford  University,  told  Dr.  William  H.  Hodge, 
of  Niagara  Falls,  that  he  knew  of  no  physician 
whom  he  considered  superior  to  Dr.  Buswell 
'‘either  in  ability  or  sound  judgment.” 

Kings  County 

The  first  Annual  Spring  Festival  of  the  Com- 
mittee on  Social  Activities  of  the  Medical  Society 
of  the  County  of  Kings  and  the  Academy  of 
Medicine  of  Brooklyn  will  be  held  on  the  week  of 
May  13  to  18,  consisting  of  a Hobby  Show  and 
Sports  Tournaments,  and  ending  with  the 
fourth  concert  of  the  Doctors  Musical  Society  of 
Brooklyn,  Saturday,  May  18,  8:45  p.m.,  at  the 
Brooklyn  Academy  of  Music.  (Tickets  for  con- 
cert are  $0.50,  $1.00,  and  $1.50,  and  the  proceeds 
go  to  Kings  County  Medical  Loan  and  Relief 
Fund.) 

Livingston  County 

Dr.  Nathaniel  Jones,  of  Rochester,  was  the 
guest  speaker  at  a meeting  of  the  Livingston 
County  Medical  Society  at  Sonyea  on  Feb.  20. 
His  subject  was  ‘‘Fever  Therapy.” 

Monroe  Comity 

‘‘Facts  About  Your  Heart”  was  the  subject  of 
free  public  lectures  at  the  Rochester  Academy  of 
Medicine  Auditorium,  on  February  25,  by  Drs. 
Morris  E.  Missal,  John  J.  Finigan,  and  Clarence 
P.  Thomas. 

Exhibits  and  motion  pictures  also  were  on  the 
program,  sponsored  by  the  Academy,  the 
Medical  Society  of  the  County  of  Monroe,  and 
the  University  of  Rochester  School  of  Medicine. 

Nassau  County 

Advances  made  in  the  past  seven  years  were 
discussed  by  Dr.  Robert  T.  Frank,  of  Columbia 
University  and  Mount  Sinai  Hospital,  who  spoke 
on  ‘‘Endocrinology  in  the  Female”  at  the  meet- 
ing of  the  Nassau  County  Medical  Society  at  the 
Cathedral  House,  Garden  City,  on  February  27. 

Dr.  Frank  spoke  before  the  society  seven  years 
ago  on  the  same  topic  and  returned  to  tell  of  the 
advances  made  since  that  time. 

New  York  County 

A scientific  session  of  the  Committee  on  Car- 
diac Clinics  of  the  New  York  Heart  Association 
was  held  on  February  27  at  the  New  York 
Academy  of  Medicine.  The  meeting  was  de- 
voted to  the  presentation  of  original  investiga- 
tions that  have  been  conducted  in  the  affiliated 
cardiac  clinics  of  the  association.  Dr.  Edwin  P. 
Maynard,  Jr.,  presided. 

The  East  Side  Clinical  Society  met  at  the 
Beth  Israel  Hospital  Auditorium  on  March  12 
and  listened  to  the  following  program:  (1)  “An 

Unusual  Reaction  to  Sulfapyridine,”  by  Dr.  A. 
Allen  Goldbloom;  (2)  “A  Case  of  Celiac  Dis- 
ease,” by  Dr.  Samuel  Gross;  (3)  “Primary  Tor- 
sion of  Omentum,”  by  Dr.  Edward  K.  Barsky; 
(4)  “Erythroblastosis  Foetalis  in  Identical 
Twins,”  by  Dr.  Lawrence  M.  Shapiro;  (5) 
“Bronchopleural  Fistula,”  by  Dr.  Morris  Beyer. 
There  was  a general  discussion. 

The  New  York  Surgical  Society  met  at  the 
Academy  of  Medicine  on  March  13.  Topic  and 
speaker:  “Surgical  Treatment  of  Hyperten- 


sion,” Dr.  Alfred  W.  Adson,  Rochester, 
Minn. 

The  Eastern  Medical  Society  met  on  March  13 
at  the  Squibb  Auditorium.  The  program  was: 
(I)  Executive  Session.  (II)  Scientific  Session: 
(1)  Case  Report — Profound  Anemia  Due  to 
Ulcerated  Internal  Hemorrhoids,  by  Dr.  Joseph 
F.  Saphir.  (Ill)  Addresses:  (1)  “Clinical, 

Bacteriologic,  and  Therapeutic  Interpretations  of 
Arthritis,”  by  Dr.  Currier  McEwen,  dean  of 
New  York  University  College  of  Medicine;  (2) 
“Roentgenologic  Diagnosis  of  Arthritis,”  by  Dr. 
Maurice  Pomeranz,  roentgenologist,  Hospital  for 
Joint  Diseases.  (IV)  Discussion:  Drs.  Ralph 

H.  Boots,  Russell  L.  Cecil,  Edgar  D.  Oppen- 
heimer,  David  Sashin. 

These  papers  were  presented  before  the 
American-Hungarian  Medical  Association  at 
Squibb  Hall  on  March  11:  (1)  “The  Climacteric 

and  Its  Management”:  (a)  In  the  Female,  by 

Dr.  Emery  Wahl;  (b)  In  the  Male,  by  Dr.  Paul 
Hoch;  discussed  by  Dr.  E.  Gladstone.  (2) 
“Acute  Abdomen  in  Childhood”:  (a)  From  the 

Medical  Aspect,  by  Dr.  Camille  Keresturi;  (b) 
From  the  Surgical  Aspect,  by  Dr.  Imre  Braun; 
discussed  by  Drs.  Victor  G.  Hentz  and  M.  Ma- 
her-Schoenberger . 

An  address  was  given  before  the  Society  of 
Medical  Jurisprudence  on  March  11,  at  the  New 
York  Academy  of  Medicine,  on  “An  American 
Health  Program”  by  Dr.  Nathan  B.  Van  Etten, 
president-elect,  American  Medical  Association. 

Dr.  Charles  Gordon  Heyd  spoke  at  the  Man- 
hattan General  Hospital  on  March  11  on  “Surgi- 
cal Indications  of  Duodenal  and  Gastric  Ulcers.” 

The  program  of  the  Rudolf  Virchow  Medical 
Society  of  the  City  of  New  York,  at  the  New 
York  Academy  of  Medicine  on  March  4,  included 
these  features:  “New  Investigations  on  the 

Digitalis — and  the  Strophanthin — Problem  and 
Their  Practical  Application”  (in  German),  by 
Dr.  Ernst  P.  Pick;  “Angina  Pectoris — Medical 
and  Surgical  Treatment  Based  on  the  Innervation 
of  the  Heart”  (in  German),  by  Dr.  Hyman  R. 
Miller. 

The  dinner  of  the  Medico-Military  Sympo- 
sium, planned  for  March  5,  at  Town  Hall  Club, 
was  held,  instead,  at  the  more  convenient  date  of 
Saturday,  April  6. 

Three  organizations  held  a joint  annual  meet- 
ing, March  5,  at  Hotel  Pennsylvania.  That  of 
the  Tuberculosis  Sanitarium  Conference  of 
Metropolitan  New  York  opened  at  9:30  a.m., 
with  Dr.  William  J.  Ryan,  chairman,  presiding; 
that  of  the  New  York  Tuberculosis  and  Health 
Association,  at  a 12:30  p.m.  luncheon  meeting, 
with  Dr.  I.  Ogden  Woodruff,  president,  presiding; 
that  of  the  New  York  Heart  Association,  at  3:00 
p.m.,  with  Dr.  Ernst  P.  Boas,  chairman,  presid- 
ing. 

These  scientific  addresses  were  presented 
before  the  Harlem  Medical  Association  on 
March  6 at  Squibb  Hall:  (1)  “Treatment  of 

Disease,”  by  Dr.  George  J.  Heuer,  professor  of 
surgery,  Cornell  Medical  School,  and  surgeon-in- 
chief, New  York  Hospital.  Discussed  by  Dr.  A. 
A.  Berg,  consulting  surgeon,  Mount  Sinai  Hos- 
pital, and  by  Dr.  Henry  Wisdom  Cave,  attending 
surgeon,  Roosevelt  Hospital.  (2)  “The  Medical 
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Department  of  the  New  York  World’s  Fair  1939,” 
by  Dr.  J.  P.  Hoguet,  director.  (3)  “Medullary 
and  Cortical  Tumors  of  the  Adrenal  Gland,” 
with  case  studies  and  lantern  slide  demonstration, 
by  Dr.  Joseph  T.  Travers,  director  of  Depart- 
ment of  X-Ray,  Jewish  Memorial  Hospital.  Dis- 
cussed by  Dr.  H.  Wesson. 

The  program  of  the  New  York  Endocrinologi- 
cal Society  at  the  New  York  Academy  of  Medi- 
cine on  February  28  was  as  follows:  Case  Pres- 
entations: (1)  “Addison’s  Disease  in  the 

Aged,”  by  Drs.  Bernard  Seligman  and  H.  Man- 
delbaum.  (2)  “Clinical  Application  of  Calcium 
Metabolism”  (review  with  lantern  slides),  by 
Dr.  Isaac  Apperman,  United  States  Marine 
Hospital.  (3)  “The  Roentgenogram  in  Some 
Endocrine  Disturbances”  by  Dr.  Maurice  M. 
Pomeranz. 

A symposium  on  neurosurgery  was  presented 
at  the  meeting  of  the  New  York  Surgical  Society 
at  the  New  York  Academy  of  Medicine  on  Febru- 
ary 28.  The  papers  were : (1)  “The  Treatment 

of  Subdural  Hematoma  on  the  Basis  of  Experi- 
ence with  130  Cases,”  by  Dr.  E.  Jefferson  Brow- 
der; (2)  “End  Results  of  Frontal  Lobectomy  in 
the  Treatment  of  Gliomas  of  the  Brain”  by  Dr. 
Byron  Stookey,  and  Drs.  John  Scarff  and  Mi- 
chael Teitelbaum,  by  invitation;  (3)  “Surgery 
of  the  Sympathetic  Nervous  System  for  Vascular 
Spasm  in  the  Upper  Extremities,”  by  Dr.  Beverly 
C.  Smith.  Cases  illustrating  papers  were  shown 
by  Drs.  Beverly  C.  Smith  and  Byron  Stookey. 

The  New  York  Society  for  Medical  History  is 
the  latest  newcomer  to  join  the  organizations  of 
the  metropolis,  its  initial  meeting  having  been 
held  February  16  in  the  Erdmann  Auditorium  of 
the  Post-Graduate  Hospital.  The  secretary  is 
Dr.  Edward  F.  Hartung,  the  society  being  a con- 
stituent of  the  American  Association  of  the 
History  of  Medicine. 

The  Comitia  Minora  desires  the  members  to 
know  that  a panel  is  being  formed  of  physicians 
willing  to  examine  domestics  at  a substandard 
fee.  Physicians  willing  to  undertake  this  work 
will  please  communicate  with  the  secretary, 
where  all  necessary  data  are  available. 

The  Committee  on  Infant  Mortality  of  the 
Medical  Society  of  the  County  of  New  York 
earnestly  requests  the  cooperation  of  all  physi- 
cians caring  for  obstetrical  cases  in  procuring 
autopsies  on  all  stillbirths  and  neonatal  deaths. 
The  work  of  this  committee  will  be  greatly  sim- 
plified and  the  statistics  collected  will  be  of 
scientific  value  only  if  a large  percentage  of  these 
cases  is  subjected  to  postmortem  examination. — 
Locke  L.  Mackenzie,  M.D.,  Chairman 

The  American  Physicians’  Art  Association  will 
hold  its  third  annual  exhibition,  June  10-15,  in 
Hotel  Belmont-Plaza,  Manhattan.  Dr.  Abr.  L. 
Wolbarst,  114  East  61st  Street,  is  chairman  of 
the  committee  on  arrangements. 

The  recently  organized  New  York  Society  of 
Oral  Diagnoses,  formed  of  physicians  and  den- 
tists, met  on  February  27  at  Hotel  Pennsylvania. 
Preceded  by  a dinner,  the  program  included  an 
address  by  S.  Knops  on  “The  Tongue  in  Oral 
Diagnosis.” 

The  Contin  Society,  the  honorary  scholastic 
society  of  the  New  York  Medical  College  and 


Flower-Fifth  Avenue  hospitals,  held  its  annual 
induction  dinner  on  March  1 at  the  Hotel 
Empire  in  New  York  City. 

Oneida  County 

More  than  two  hundred  physicians  of  Oneida 
County  have  signed  agreements  to  participate  in 
Medical  and  Surgical  Care,  Inc.,  which  was  li- 
censed by  the  state  on  March  1.  It  will  serve 
twelve  counties  in  central  and  northern  New 
York. 

A kidney  inflammation,  believed  to  be  aggra- 
vated by  the  exertion  of  getting  his  car  out  of  a 
snowbank  while  enroute  to  Miami  for  a vacation, 
resulted  in  the  death  of  Dr.  George  M.  Fisher, 
seventy-one,  of  Utica,  prominent  skin  specialist 
and  public  health  leader,  on  February  25. 

Dr.  Fisher  was  a past-president  of  the  State 
Medical  Society  and  had  been  a leader  in  move- 
ments to  combat  cancer  and  tuberculosis. 

He  was  chairman  of  the  Oneida  County 
Medical  Society’s  committee  on  cancer  control 
which  a year  ago  launched  an  extensive  educa- 
tional campaign.  For  the  last  nine  years  he  had 
headed  the  Oneida  County  Council  on  Tubercu- 
losis and  Public  Health. 

Dr.  Fisher  once  was  president  of  the  Oneida 
County  Medical  Society  and  long  had  been 
chairman  of  its  board  of  censors.  He  became 
president  of  the  State  Medical  Society  in  1926 
and  inaugurated  the  public  relations  policy  that 
is  followed  today. 

Onondaga  County 

Despite  the  fact  that  there  is  much  room  for 
improvement  in  natal  care,  mothers  in  the 
United  States  have  the  lowest  birth  mortality 
rate  in  the  world.  Dr.  Edward  Waters  of  Mar- 
garet Hague  Hospital,  Jersey  City,  declared  in  a 
talk  at  the  first  joint  meeting  of  the  Syracuse 
Obstetrical  Society  and  the  Onondaga  County 
Medical  Society  at  the  Syracuse  University 
College  of  Medicine  on  March  5. 

Dr.  Waters  made  two  other  addresses  during 
the  day.  He  spoke  in  the  afternoon  at  the  col- 
lege to  the  obstetrical  society  and  then  was  honor 
guest  of  the  societies  at  a dinner  in  the  University 
Club. 

“Lower  mortality,”  Dr.  Waters  told  the  physi- 
cians, “depends  to  a great  extent  upon  more  con- 
servative operative  obstetrics.” 

Upon  the  women  themselves,  he  said,  there 
also  rests  a responsibility,  and  that  is  “for  each 
to  be  certain  that  she  puts  herself  under  compe- 
tent medical  supervision,  in  order  to  minimize 
the  resulting  complications  of  delivery,  with  their 
toll  of  trauma,  infection,  and  death.” 

Queens  County 

Two  papers  on  pneumonia  featured  the  meet- 
ing of  the  Medical  Society  of  the  County  of 
Queens  on  February  27.  They  were:  “The 

Appropriate  Remedies  in  the  Treatment  of  the 
Pneumonias,”  by  Dr.  Jesse  G.  M.  Bullowa, 
physician,  Mt.  Sinai,  Harlem,  and  Willard  Parker 
hospitals;  “New  York  City’s  Pneumonia  Mor- 
tality and  the  Significance  of  Chemotherapy  for 
Pneumonia  Control,”  by  Dr.  Wheelan  D.  Sutliff, 
assistant  director,  Pneumonia  Control  Division, 
Department  of  Health. 

These  Friday  afternoon  talks  were  given: 
March  1 — “Cerebral  Vascular  Disorders,”  by 
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Dr.  Irving  J.  Sands,  neurologist,  Neurological 
Institute,  Jewish  and  Coney  Island  hospitals; 
March  15 — “Types  of  Obesity  and  Their  Treat- 
ment,” by  Dr.  John  McDowell  McKinney, 
neurologist,  St.  Luke’s  Hospital  and  Neurological 
Institute. 

The  appointment  of  an  advisory  medical  com- 
mittee of  seven,  representing  the  Medical  Society 
of  the  County  of  Queens  and  the  Queensboro 
Tuberculosis  and  Health  Association,  to  guide 
the  latter  in  matters  of  medical  policy,  has  been 
announced  by  Dr.  James  R.  Reuling,  Jr.,  presi- 
dent of  the  Queensboro  association. 

Members  of  the  committee  are:  Dr.  John  J. 

Sheehy,  Hollis;  Dr.  Lawrence  Waterhouse, 
Jamaica;  and  Dr.  Jacob  Werne,  Jamaica,  chair- 
men respectively  of  the  medical  economics,  pub- 
lic relations,  and  public  health  committees  of  the 
Medical  Society;  Dr.  Harry  H.  Epstein,  Ja- 
maica, and  Dr.  Abraham  Braunstein,  Long 
Island  City,  clinicians  of  the  association;  Dr. 
Herbert  R.  Edwards,  of  Jackson  Heights,  direc- 
tor of  the  Bureau  of  Tuberculosis  of  the  New 
York  City  Department  of  Health  and  member 
of  the  association’s  council;  and  Dr.  Reuling, 
Bayside,  member  ex-officio,  and  chief  of  medical 
division  No.  4 of  Queens  General  Hospital. 

St.  Lawrence  County 

Members  of  the  Ogdensburg  Medical  Society 
met  at  St.  John’s  Hospital  on  March  6 to  discuss 
the  proposed  medical  insurance  plan.  Officials 
of  the  plan  outlined  details.  The  plan  has  been 
taken  under  advisement  by  the  St.  Lawrence 
County  Medical  Society  and  formal  action  is 
planned  later. 

Schenectady  County 

Dr.  Louis  C.  Kress,  director  of  the  Division  of 
Cancer  Control  of  the  New  York  State  Depart- 
ment of  Health,  spoke  before  the  Schenectady 
County  Medical  Society  in  the  auditorium  of 
Ellis  Hospital  on  March  5 on  “Organization, 
Operation,  and  Personal  Experiences  Concerning 
a Tumor  Clinic.”  Dr.  Kress  also  explained  to 
the  society  the  new  law  forcing  doctors  to  report 
every  cancer  case  to  health  authorities.  It  is 
hoped,  he  said,  by  this  means  to  compile  signifi- 
cant statistics  which  will  be  of  help  in  the  future. 

Seneca  County 

Dr.  Carroll  B.  Bacon,  one  of  the  oldest  prac- 
ticing physicians  in  Seneca  County,  dean  of  the 
Waterloo  Medical  Board  and  member  of  staff  of 
the  Waterloo  Memorial  Hospital,  died  on  Febru- 
ary 24  at  his  residence,  following  an  illness  of 
several  weeks.  He  was  seventy-one  years  old 
and  had  practiced  medicine  since  1896. 

He  had  served  continuously  as  a health  officer 
of  Waterloo  village  since  1900.  He  was  elected 
coroner  ip  1916,  being  re-elected  for  consecutive 
terms  since  that  time.  He  had  served  as  physi- 
cian to  the  town  and  county  poor  and  for  several 
years  was  jail  physician. 

He  was  treasurer  of  the  Seneca  County  Medi- 
cal Society  in  1903,  continuing  as  such  until  its 
reorganization  in  1906,  when  he  was  advanced  to 
secretary.  In  1915  he  was  elected  its  president. 

Tioga  County 

“The  Science  and  Art  of  Obstetrics”  was  the 
program  subject  for  a meeting  - of  the  Tioga 


County  Medical  Society,  at  Jenkins  Inn,  Wa- 
verly,  on  March  5. 

“Eclampsia,”  a silent  motion  picture  film  in 
three  reels,  prepared  by  Dr.  Joseph  B.  DeLee, 
chief  of  staff  of  the  Lying-In  Hospital  in  Chicago, 
was  shown. 

Dr.  Eugene  E.  Bauer,  veteran  health  officer  of 
the  village  and  town  of  Oswego  and  a practicing 
physician  and  surgeon  there  for  forty-two  years, 
died  suddenly  of  a heart  attack  at  his  home,  on 
Sunday  morning,  February  25.  He  would  have 
been  seventy  on  March  1. 

Tompkins  County 

At  the  March  meeting  of  the  Tompkins  County 
Medical  Society,  held  March  11  at  Cornell  Uni- 
versity, over  one  hundred  were  present  to  hear 
Dr.  Norman  Plummer,  of  New  York,  talk  on  the 
newer  developments  of  treatment  of  pneumo- 
nia. 

Dr.  Plummer  presented  a moving  picture  of 
pneumonia  cases  from  their  entrance  into  the 
hospital  to  their  discharge,  with  the  various 
types  of  bed  and  laboratory  technic.  After  the 
movie,  he  spoke  of  the  newer  types  of  treatment 
in  a most  instructive  and  interesting  manner. 

Dr.  Harry  A.  Britton,  of  Ithaca,  was  elected  to 
membership  in  the  Society. 

Westchester  County 

The  topic  of  the  meeting  of  the  Medical  So- 
ciety of  the  County  of  Westchester  on  March  19 
was:  “The  Surgical  Treatment  of  Coronary 

Disease”  (illustrated  with  colored  motion  pic- 
tures and  lantern  slides) — (1)  Operative  Treat- 
ment, by  Dr.  Samuel  A.  Thompson,  New  York 
City;  (2)  Medical  Management,  by  Dr.  Milton 
J.  Raisbeck,  New  York  City. 

The  New  Rochelle  Medical  Society  held  a 
regular  meeting  on  February  12.  Mr.  H.  D. 
Margulies,  a member  of  the  New  York  Bar, 
spoke  on  “Workmen’s  Compensation.” 

The  Yonkers  Academy  of  Medicine  held  a 
stated  meeting  on  February  21  at  the  Hudson 
River  Country  Club. 

The  guest  speaker  was  Dr.  Albert  H.  Aldridge, 
of  New  York  City,  whose  topic  was  “Sterility: 
Its  Diagnosis  and  Treatment.” 

At  a regular  meeting  of  the  Mount  Vernon 
Medical  Society  on  February  8,  Dr.  William  A. 
Zavod,  of  Mount  Vernon,  director  of  the  Chest 
Clinic  at  Mount  Vernon  and  New  Rochelle  hos- 
pitals, spoke  on  “Hemoptysis,  Differential  Diag- 
nosis and  Treatment.” 

At  a regular  meeting  of  the  White  Plains 
Medical  Society  on  January  30,  Dr.  G.  H.  V. 
Hunter  was  elected  president  for  the  coming  year, 
Dr.  James  R.  Montgomery  was  elected  vice- 
president,  and  Dr.  Harry  Klapper  was  re-elected 
secretary  and  treasurer.  Following  the  business 
meeting,  Mr.  W.  H.  Robinson  presented  an  illus- 
trated lecture  on  “The  Great  Pyramid  of 
Gizeh.” 

A meeting  of  the  Westchester  Society  for  Gas- 
troenterology was  held  at  Grasslands  Hospital, 
Wednesday  evening,  March  27.  Dr.  Edward  C. 
Benedict  of  the  Massachusetts  General  Hospital, 
Boston,  spoke  on  “Gastroscopy  and  Anterior 
Peritonoscopy.” 
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Ledyard  Fellowship  Awards  Announced  by  the  New  York  Hospital 


First  awards  under  the  Lewis  Cass  Ledyard, 
Jr.,  Fellowship,  “for  original  medical  re- 
search of  high  order,”  have  been  made  to  Dr. 
Willis  Fiske  Evans,  of  Richmond,  Virginia,  and 
Dr.  Charles  O.  Warren,  Jr.,  of  Boston,  it  was 
announced  today  by  Henry  S.  Sturgis,  treasurer 
of  the  New  York  Hospital. 

The  fellowship  was  established  last  year  by 
Mrs.  Ruth  E.  Ledyard  in  memory  of  her  hus- 
band, a governor  of  the  hospital.  Inasmuch  as 
no  appointment  was  made  at  that  time,  the 
present  awards  are  for  both  1939  and  1940. 

Dr.  Evans,  whose  fellowship  provides  for  a 
study  of  the  peripheral  blood  flow,  attended 
Randolph  Macon  College  and  the  Medical 
College  of  Virginia.  He  was  an  instructor  in 
pathology  at  the  University  of  Virginia  Medical 


School,  and  currently  is  conducting  research 
in  cardiology  at  Cornell  Medical  College. 

Dr.  Warren,  who  will  continue  research  under 
the  award  in  the  physiology  of  the  bone  marrow, 
attended  Cornell  University  and  Medical  College, 
and  received  a doctorate  of  philosophy  at  New 
York  University.  He  is  an  instructor  in  physi- 
ology at  Cornell  Medical  College  and  is  a 
recipient  of  a grant  in  aid  of  research  from  the 
Committee  on  Scientific  Research  of  the  Ameri- 
can Medical  Association. 

Under  the  terms  of  the  annual  award,  ap- 
proximately $4,000  will  be  provided  for  the  re- 
search of  each  fellow  chosen  from  applicants  in 
all  parts  of  the  country.  The  fund  was  estab- 
lished to  aid  research  “in  the  fields  of  medicine 
and  surgery  or  any  closely  related  field.” 


AMERICAN  LARYNGOLOGICAL,  RHINOLOGICAL,  AND  OTOLOGICAL  SOCIETY 


The  Annual  Meeting  of  the  Society  will  be 
held  at  the  Waldorf-Astoria  in  New  York  City 
on  June  6,  7,  and  8,  1940. 

Laryngological  Association  May  27,  28, 

Otological  Society  May  30,  31 

American  Board  June  3,  4,  6 

Broncho-Esophagological  Society  June  5 

Triological  Society  June  6,  7,  8 

American  Medical  Association  June  10-14 


This  year  all  the  national  otolaryngologic 
societies  will  meet  in  or  near  New  York  City  on 
consecutive  dates.  The  schedule  is  as  follows: 
29  Westchester  Country  Club,  Rye,  N.  Y. 
Westchester  Country  Club,  Rye,  N.  Y. 
New  York  City 
New  York  City 
New  York  City 
New  York  City 


As  usual,  only  morning  sessions  will  be  held.  Dr.  Hurd  has  arranged  a scientific  program 
This  will  give  the  Fellows  an  opportunity  to  visit  with  some  decidedly  controversial  papers,  and  he 

hospitals  and  clinics,  as  well  as  the  World’s  Fair  hopes  that  the  discussion  will  be  free,  concise, 

and  other  attractions  New  York  City  offers.  and  to  the  point. 


Deaths  of  New  York  State  Physicians 


Name 

Age 

Medical  School 

Date  of  Death 

Residence 

Thomas  M.  Acken 

72 

N.  Y.  Univ. 

December 

11 

Manhattan 

Carroll  B.  Bacon 

71 

Jefferson 

February 

24 

Waterloo 

Eugene  E.  Bauer 

69 

Buffalo 

February 

25 

Owego 

T.  Drysdale  Buchanan 

64 

N.  Y.  Horn. 

March 

21 

Manhattan 

Henry  C.  Buswell 

78 

Niagara 

March 

4 

Buffalo 

Harriet  Doane 

66 

Syracuse 

March 

11 

Pulaski 

Thomas  J.  Dowd 

58 

Albany 

February 

19 

Ticonderoga 

James  T.  Flanagan 

57 

Johns  Hopkins 

February 

28 

Brooklyn 

Albert  C.  Geyser 

75 

Bell. 

March 

5 

Huntington 

Benjamin  A.  Gipple 

74 

Buffalo 

December 

30 

Alden 

Homer  J.  Grant 

71 

Albany 

March 

16 

Buffalo 

Lewis  Greenberg 

52 

Univ.  & Bell. 

March 

10 

Manhattan 

Benjamin  L.  Grodnitzky 

66 

Kiev,  Russia 
Paris,  France 

February 

24 

Saratoga  Springs 

William  G.  Hoyt 

83 

P.  & S.  N.  Y. 

February 

29 

Mount  Tremper 

John  W.  Keeler,  Jr. 

59 

Maryland 

In  February 

Hammondsport 

Arthur  F.  Kraetzer 

48 

Cornell 

March 

4 

Manhattan 

Raphael  F.  Medrick 

71 

Pennsylvania 

March 

21 

Port  Jervis 

Ralph  W.  Nutter 

47 

Univ.  Vt. 

February 

26 

Manhattan 

Austen  F.  Riggs 

63 

P.  & S.  N.  Y. 

March 

5 

Manhattan 

Dudley  Roberts 

66 

P.  & S.  N.  Y. 

March 

8 

Manhattan 

Edwin  L.  Rose 

73 

P.  & S.  N.  Y. 

March 

17 

Manhattan 

Jacob  L.  Rubinstein 

56 

Maryland 

February 

27 

Bronx 

Charles  Stover 

89 

Pennsylvania 

April 

9 

Amsterdam 

Edmund  C.  Van  Dusen 

80 

N.  Y.  Univ. 

March 

19 

Athens 

Olive  W.  Wheaton 

43 

Cornell 

March 

2 

Huntington 

Medicolegal 

Lorenz  J.  Brosnan,  Esq. 

Counsel,  Medical  Society  of  the  State  of  New  York 


Negligence— Injuries  to  Nursing  Infant 

An  unusual  case  was  tried  a short  time  ago 
k in  the  Supreme  Court  in  this  State  and  dis- 
posed of  with  a decision  which  should  be  of  in- 
terest to  physicians.  * 

The  action  was  brought  on  behalf  of  an  infant 
plaintiff  to  recover  damages  for  alleged  personal 
injuries  sustained  by  the  infant  and  for  expenses 
incurred  by  his  father  as  a result  of  an  alleged 
poisoning  through  the  ingestion  of  lead  during 
the  early  months  of  his  life.  The  child  was 
breast  fed,  and  ten  days  following  birth,  when 
the  mother  and  infant  returned  home,  the  mother 
found  that  her  breasts  were  sore  and  purchased 
through  her  husband  a pair  of  metallic  nipple 
shields,  which  were  marketed  by  the  defendant. 
The  shields  were  manufactured  for  the  defendant 
by  the  C-Fruit  Jar  Company.  They  were  put 
up  by  it  in  unsealed  boxes  with  a circular  de- 
scriptive of  the  product  that  referred  to  its  history 
and  development,  asserted  as  going  back  to  a 
paper  by  one,  Dr.  Wansbrough,  published  in  the 
Lancet  as  early  as  1842.  The  directions  included 
in  the  circular  stated  in  part  as  follows : 

“For  the  prevention  and  cure  of  sore  nipples 
these  shields  should  be  applied  as  soon  after 
delivery  as  possible,  and  in  using  them  the  only 
attention  required  is  to  wipe  the  nipple  previously 
to  nursing  and  apply  the  shield  again  imme- 
diately afterwards.  They  are  in  no  way  likely  to 
he  injurious  to  the  infant .” 

The  mother  according  to  her  testimony  wore 
the  nipple  shields  in  accordance  with  the  direc- 
tions. The  shields  were  described  as  being  of 
pure  metallic  lead,  shaped  somewhat  like  a 
small  sombrero  hat  with  the  base  somewhat 
slightly  larger  than  a silver  dollar.  In  some  six 
months  following  birth,  the  infant  showed  signs 
of  illness. 

The  mother  testified  to  having  worn  the 
shields  steadily  except  during  certain  periods 
prior  to  which  she  claims  to  have  properly 
cleansed  her  breasts  with  boric  acid  solution. 

The  child  became  violently  ill  and  was  re- 
moved to  a hospital  where  his  condition  was 
diagnosed  as  lead  poisoning.  Plaintiff  con- 
tended that  the  child  had  ingested  lead  from  the 
mother’s  breasts,  in  spite  of  her  cleansing  process, 
which  had  been  deposited  in  the  fissures  of  the 
said  breasts,  that  the  nipple  shields  were  in- 
herently dangerous  and  were  marketed  without 
proper  warning  or  instructions. 

The  Trial  Justice,  before  whom  the  case  was 
tried,  granted  judgment  in  favor  of  the  de- 
fendant dismissing  the  case  on  the  merits  after 
hearing  the  testimony,  and  handed  down  a well- 
written  opinion  saying  in  part : 

“No  one  will  gainsay  the  claim  that  if  a prod- 
uct is  inherently  dangerous  or  is  known  to  con- 
tain hidden  danger  that  a relative  duty  rests  on 

* Cleary  v.  Maris  Co.,  103  New  York  Law  Journal, 
1065. 


the  manufacturer  or  the  one  marketing  such 
products  as  his  own  to  give  fair  warning  or  in- 
structions to  the  using  public.  From  the  evi- 
dence in  this  case  it  appears  that  many  thousands 
of  these  appliances  have  been  sold  and  used  both 
in  England  and  in  the  United  States  for  a period 
of  more  than  ninety  years.  In  all  of  that  period 
only  once,  so  far  as  the  evidence  discloses,  did 
any  member  of  the  medical  profession  question 
their  safety  or  efficiency  for  the  use  for  which 
they  were  intended.  That  occasion  was  in  the 
course  of  a paper  published  in  the  Journal  of  the 
American  Medical  Association,  May  15,  1926, 
and  the  first  of  the  2 cases  there  referred  to 
must  be  conceded  to  be  of  no  value,  since  the 
cited  history  of  the  case  indicates  that  ‘The  first 
mother  was  negligent  in  washing  her  nipples.’ 
The  second  case  referred  to  is  one  based,  of 
course,  on  hearsay,  there  being  no  direct  evidence 
before  this  court  with  reference  to  its  authentic- 
ity. In  the  opening  sentence  of  this  medical 
article  the  authors  say:  ‘Lead  poisoning  in 

nursing  infants  is  extremely  rare One 

cannot  be  certain  that  the  nursing  infants  may 
not  also  have  sucked  lead  from  the  skin  or  hair 
of  the  mothers,  or  carried  it  to  their  mouths  on 
their  hands.’ 

“Further,  they  observe  that  ‘we  have  not  found 
the  use  of  lead  nipple  shields  by  nursing  mothers 
previously  demonstrated  as  a source  of  lead 
poisoning  in  infancy.’ 

“Other  medical  authorities  referred  to  in  this 
article  call  attention  to  cases  of  lead  poisoning 
due  to  the  use  of  nursing  bottles  that  had  had 
lead  incorporated  into  the  glass;  of  nursing 
bottle  stoppers,  both  of  metallic  lead  and  of 
lead-containing  rubber  and  from  lead  frames  in 
which  nursing  bottles  were  held ; of  lead  powders 
used  by  mothers  as  cosmetics,  and  inhalation  of 
lead  dust,  lead  paint  from  a doll,  and  clothing 
material  impregnated  with  lead.  These  are 
given  as  sources  of  lead  poisoning  in  infants  of 
nursing  age. 

“Say  the  authors,  ‘Personal  communication 
with  obstetricians  in  New  York  testifies  that 
the  lead  nipple  shield  is  a commonly  employed 
therapeutic  measure  in  both  dispensary  and 
private  practice.  The  duration  of  the  use  of 
the  shields  is  usually  less  than  one  month,  and  a 
careful  washing  of  the  nipples  previous  to  each 
nursing  is  advised.  Under  such  conditions 
there  has  been  apparently  no  intoxication  in  the 
nurselings.’ 

“And  so  we  have  a situation  of  this  manufac- 
turer and  marketer  supplying  vast  quantities  of 
these  shields  with  no  knowledge  that  they  were 
in  any  sense  dangerous.” 

The  Court  also  said,  with  reference  to  the  pos- 
sibility that  the  infant  was  idiosyncratic  or  hy- 
persensitive to  lead,  the  following : 

“It  is  a matter  of  common  knowledge  that 
many  persons  are  allergic  to  conditions  which  do 
not  affect  the  normal  individual.  Cases  so 


681 


682 


MEDICOLEGAL 


IN.  Y.  State  J.  M. 


holding  are  legion  with  reference  to  wearing 
apparel,  cathartics,  face  powders,  and  sedatives. 
In  this  state  it  has  been  held  that  ‘A  preparation 
is  not  deleterious  to  human  health  in  the  ordi- 
nary acceptation  of  that  term  simply  because  one 
person  in  a multitude  of  those  using  it  happens 
to  meet  with  ill  effects  from  taking  it.’  How 
from  the  evidence  before  this  court  can  it  be  de- 
termined whether  or  not  this  infant  was  the  sub- 
ject of  a peculiar  hypersensitivity  to  the  almost 
insignificant  lead  deposits  (if  there  were  any) 
upon  the  mother’s  breasts?  It  is  the  plaintiff 
upon  whom  rests  the  burden  of  proving  this 
case  by  a fair  preponderance  of  the  evidence. 
Prior  to  the  time  that  this  infant  became  ill 
there  was  no  way  of  determining  whether  the 
infant  would,  by  some  idiosyncratic  reaction, 
respond  to  the  infinitesimal  quantities  of  lead 
which  it  is  claimed  were  ingested  with  each  feed- 
ing and  extending  over  this  six  or  seven  months’ 
period.” 

The  Court  also  said  in  its  opinion : 

“The  mother’s  testimony  of  her  strict  adher- 
ence to  instructions  is  received  with  great  cau- 
tion, for  it  undoubtedly  is  tainted  not  only  by 
her  interest  in  the  infant,  but  in  defense  of  her 
own  conduct.  This  infant  was  kept  in  a painted 
crib.  Sucking  the  sides  of  the  crib  or  rubbing 
its  gums  thereon  might  well  again  be  a competent 
producing  cause  of  lead  ingestion,  and  in  spite 
of  the  mother’s  denial  there  still  remains  the 
probability  that  the  infant  was  permitted  to  use 
these  shields,  while  worn  by  the  mother,  as  paci- 
fiers are  frequently  used.” 


Plastic  Surgery  of  the  Face 

A woman  about  fifty  years  of  age,  desiring 
the  performance  of  plastic  surgery  to  im- 
prove the  appearance  of  her  face,  consulted  a 
physician  who  in  his  practice  did  a considerable 
amount  of  plastic  surgery. 

It  seems  that  sometime  before  some  other 
surgeon  had  performed  a face  lifting  operation 
with  the  unsatisfactory  results  of  scars  in  the  re- 
gion of  the  ears  and  under  the  chin.  Over  a 
period  of  about  a year,  four  operations  were  per- 


formed by  the  doctor.  The  first  of  said  opera- 
tions included  the  excision  of  an  elliptical  piece 
of  skin  across  the  chin,  removing  the  old  scar 
and  the  removal  of  the  scar  tissue  near  the  ears. 
Although  the  patient  was  somewhat  uncoopera- 
tive following  the  operation,  interfered  with  the 
bandages,  and  applied  substances  to  the  region 
of  the  sutures,  the  use  of  which  he  disapproved, 
a good  result  seemed  to  follow. 

Some  four  months  after  the  said  operation 
another  was  performed  for  the  purpose  of  elimi- 
nating a sagging  condition  under  the  eyelids. 
The  doctor  found  after  this  operation  that  the 
sagging  was  not  completely  corrected,  due  to 
lack  of  elasticity  of  the  skin.  When  this  condi- 
tion manifested  itself,  he  learned  for  the  first 
time  that  the  patient  had,  on  certain  occasions 
prior  to  his  being  consulted,  undergone  so- 
called  peeling  treatments  for  the  purpose  of 
correcting  the  sagging  under  the  eyes. 

A third  operation  was  for  the  purpose  of  re- 
moving a certain  scar  in  the  area  of  the  left 
temple.  A fourth  operation  was  for  the  purpose 
of  attempting  by  a graft  procedure  to  lift  the 
sagging  eyelid. 

At  the  conclusion  of  the  various  operations 
the  patient’s  condition  and  appearance  seemed 
to  have  been  vastly  improved  and  the  patient 
appeared  to  be  satisfied,  but  she  requested  the 
doctor  to  perform  additional  surgery  in  a fur- 
ther attempt  to  restore  her  beauty.  The  phy- 
sician refused  to  agree  to  operate  further,  and 
later  a malpractice  action  was  instituted  against 
the  physician. 

Upon  trial  of  the  action  before  the  court  and 
a jury,  the  claim  of  malpractice  that  was  pressed 
was  that,  in  performing  the  operation  to  over- 
come the  sagging  below  the  eyes,  the  defendant 
had  failed  to  follow  proper  practice. 

The  doctor  denied  any  departure  from  proper 
practice  and  emphasized  the  fact  that  the  same 
condition  had  been  previously  treated  by  peel- 
ing, which  accounted  for  the  difficulty  encount- 
ered. 

The  issues  were  submitted  to  the  jury  and  a 
verdict  rendered  in  favor  of  the  defendant, 
thereby  exonerating  him  of  all  charges  of  mal- 
practice. 
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Hospital  News 


For  Medical-School  Supervision  of 
Interns 

A warning  that  the  period  of  internship  served 
by  graduates  of  medical  schools  must  be 
brought  under  the  joint  supervision  of  medical 
schools  and  hospitals  if  enough  physicians  are  to 
be  trained  to  meet  American  medical  standards  is 
voiced  by  Dr.  Willard  C.  Rappleye,  dean  of  the 
College  of  Physicians  and  Surgeons,  Columbia 
University,  in  a report  made  public. 

The  present  practice  of  leaving  internships  to 
the  sole  supervision  of  hospitals,  some  of  which 
are  not  suited  to  provide  adequate  practical 
educational  background  for  the  country’s  future 
general  practitioners  and  specialists,  is  “the  most 
defective  segment  in  modern  medical  education,” 
Dr.  Rappleye  says. 

He  advocates  a plan  whereby  medical  schools, 
state  licensing  boards,  and  hospitals  able  to  pro- 
vide adequate  educational  experience  in  the  in- 
ternship would  cooperate  toward  “the  integra- 
tion of  the  medical  school  and  hospital  phases  of 
the  basic  preparation”  for  medical  practice. 
This  can  be  carried  out,  he  says,  if  the  medical 
schools  in  each  section  of  the  country  are  grouped 
into  regional  committees  to  evaluate  the  intern- 
ships of  their  respective  areas  on  the  basis  of 
actual  first-hand  study  and  knowledge  of  the 
hospitals  of  their  respective  areas. 

Changes  Required 

Such  a plan,  he  states,  should  result  in  sig- 
nificant changes  in  school  as  well  as  hospital 
procedures  and  should  be  kept  flexible  to  meet 
variations  in  the  facilities  and  instructional  per- 
sonnel of  individual  hospitals. 

“As  a part  of  this  undertaking,”  Dean  Rap- 
pleye suggests,  “the  state  boards  of  medical  ex- 
aminers should  be  requested  to  require  an  intern- 
ship under  educational  supervision  as  a pre- 
requisite for  admission  to  the  licensing  examina- 
tion, such  a requirement  to  become  effective  at 
a date  in  the  future  mutually  agreed  upon  by  the 
schools  and  boards. 

“The  intern  period,”  Dr.  Rappleye  writes, 
“should  be  focused  on  the  completion  of  the 
major  clinical  clerkships  of  the  medical  course 
and  form  the  basic  preparation  to  begin  general 
practice,  leaving  training  in  the  specialties  to 
the  graduate  field.  An  internship  can  be  satis- 
factory only  when  the  staff  is  competent  to  pro- 
vide instruction  and  take  the  responsibility  by 
means  of  a director  of  educational  activities  or  a 
strong  committee  of  the  staff  for  making  such 
training  effective. 

“This  copception  of  the  internship  and  its 
articulation  with  the  undergraduate  course  will 
require  extensive  modification  of  existing  ar- 
rangements in  many  hospitals,  including  a con- 
siderable number  of  teaching  institutions  and  the 
affiliation  with  medical  schools  of  those  hos- 
pitals which  can  provide  satisfactory  training 
but  which  are  not  now  closely  associated.  The 
plan  would  require  the  cooperation  of  those  state 
medical  boards  which  have  established  rigid 
regulations  of  the  intern  period  and  have  pre- 
scribed numerous  requirements  which  tend  to 


impede  the  efforts  to  make  the  internship  a true 
educational  experience. 

“The  intern  period  should  be  focused  on  the 
principles  of  internal  medicine,  pediatrics,  and 
nonoperative  surgery. 

“Satisfactory  plans  of  graduate  teaching  can 
be  carried  out,  however,  only  in  those  institu- 
tions in  which  the  hospital  services  are  properly 
organized,  the  staff  competent  to  provide  real 
instruction  and  willing  to  organize  themselves 
and  take  the  responsibility  for  teaching,  and  in 
which  the  hospital  administration  encourages 
instruction.  The  program  should  include  close 
cooperation  of  the  hospitals  and  medical  schools 
to  provide  preparation  in  the  medical  sciences 
related  to  the  specialties,  as  well  as  adequate 
supervised  clinical  training.” 

Hospitals  Prepare  for  Respiratory 
Epidemic 

Declaring  that  a wave  of  respiratory  infec- 
tions “of  huge  proportions”  is  moving  toward 
New  York  City  from  southern  states,  Dr.  S.  S. 
Goldwater,  hospital  commissioner,  has  appealed 
to  the  city’s  private  hospitals  to  aid  in  relieving 
overcrowding  in  the  twenty-six  city  hospitals. 

As  proof  that  the  city  hospitals  are  taxed  well 
beyond  their  bed  capacity,  Dr.  Goldwater  said 
that  census  showed  1,500  patients  above  maxi- 
mum bed  capacity.  Normally  the  hospitals 
have  about  18,000  patients,  but  now  have  20,340. 
Though  accident  cases  have  been  numerous,  Dr. 
Goldwater  said  most  of  the  overflow  was  caused 
by  diseases  of  the  respiratory  tract.  The  influx 
of  cases  shows  many  patients  suffering  from 
grippe,  heavy  laryngitis,  influenza,  and  similar 
respiratory  diseases. 

“Serious  as  these  conditions  are,”  Dr.  Gold- 
water  said,  “there  is  a prospect  that  additional 
demands  may  be  made  upon  the  hospitals  during 
the  coming  weeks,  for  reports  from  the  southern 
states  indicate  that  a wave  of  respiratory  infec- 
tions of  huge  proportions  is  gradually  moving 
toward  New  York  City  from  the  south.” 

Within  a few  hours  after  the  receipt  of  Dr. 
Goldwater’s  appeal  the  executive  committee  of 
the  Greater  New  York  Hospital  Association  met, 
and  after  a hurried  survey  of  available  beds, 
ward  space,  and  other  facilities,  sent  a reassur- 
ing message  to  the  commissioner  of  hospitals. 

“I  am  very  happy  to  tell  you,”  John  Mc- 
Cormack, president  of  the  association,  wrote  to 
Dr.  Goldwater,  “that  all  of  such  hospitals  (repre- 
sented at  the  meeting)  and  also  all  of  the  mem- 
bers of  our  executive  committee  were  unanimous 
in  authorizing  me  to  reply  immediately  in  their 
behalf  to  say  that  they  would  by  all  means  in 
their  power  endeavor  to  meet  the  emergency 
which  you  describe.” 

“Still  others,”  the  letter  added,  “have  offered 
to  defer  the  admission  of  cases  which  were  not  of 
an  emergency  character  in  order  to  meet  the 
special  demand  to  which  your  letter  refers.  Some 
others  stated  that  they  would  take  other  steps  in 
order  to  be  able  to  accept  during  this  temporary 
crisis  additional  numbers  of  city  cases.” 
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Mr.  McCormack  pointed  out  that  the  emer- 
gency program  contemplated  by  the  voluntary 
hospitals  would  impose  a “heavy  additional  finan- 
cial burden  upon  them,”  since  the  city  pays  only 
$3  a day  for  the  care  of  its  patients  in  private 
institutions,  approximately  one-half  the  cost. 

“Nevertheless,”  Mr.  McCormack  wrote,  “we 
will  try  to  meet  this  acute  demand  regardless  of 
financial  sacrifice.  As  a whole,  our  voluntary 
hospital  system  has  the  bed  capacity  to  render 
greater  assistance  to  the  city  as  its  partner  in 
caring  for  the  indigent  sick,  but  how  long  we  can 
continue  to  carry  the  present  heavy  financial 
burden  without  further  cooperation  from  the 
city,  we  do  not  know,  and  can  only  assure  you 
that  we  will  do  our  best.” 

City  Controller  Joseph  D.  McGoldrick  states 
that  he  will  ask  the  Board  of  Estimate  to  in- 
crease the  rate  paid  to  private  hospitals  for  city 
patients  to  $4.25  a day. 

Latest  Wrinkle — a “Parentorium” 

Anew  spring  term  for  the  Mothers’  Round 
Table  opened  last  month,  the  fifth  year  in  a 
novel  experiment  carried  on  at  the  National 
Hospital  for  Speech  Disorders  in  New  York  City. 
Since  the  group  was  organized  for  mothers  of 
child  clinic  patients,  waiting  rooms  at  the  hos- 
pital are  sparsely  occupied;  and  the  progress  of 
the  children  under  treatment  has  been  notably 
advanced. 

The  idea  of  putting  to  useful  advantage  the 
hours  that  parents  must  spend  waiting  until  their 
children  are  returned  to  them  from  the  medical 
social  clinic  originated  with  Dr.  James  Sonnett 
Greene,  director  of  the  institution  at  61  Irving 
Place.  It  worried  him  that  so  much  time  was 
necessarily  wasted  by  parents  who  passed  the 
hours  in  reading  or  napping,  and  in  various  de- 
grees of  nervousness  or  irritation. 

Since  the  “parentorium”  was  opened  five  years 
ago  its  results  have  been  far  reaching,  he  said,  in 
coordinating  the  hospital’s  work  with  the  pa- 
tient’s home  environment. 

Mrs.  Angie  Graham  Kimberland,  psychiatric 
social  worker,  was  placed  in  charge  of  organizing 
classes  for  the  mothers  where  they  are  given 
instruction  in  child  psychology  and  in  meeting 
maladjustment  problems  at  the  basis  of  many 
speech  difficulties  such  as  stuttering  and  stam- 
mering. 

During  the  two  hours  that  the  children  spend 
at  the  clinic  or  its  kindergarten  their  mothers  at- 
tend meetings  of  their  Round  Table  club.  Officers 
are  elected  annually  and  the  sessions  are  con- 
ducted according  to  parliamentary  rules.  Mrs. 
Kimberland  is  their  mentor  in  a series  of  lectures 
on  the  broad  field  of  personal  adjustment  in  ner- 
vous disorders. 

After  the  talk,  members  carry  on  discussions 
of  their  individual  problems  and  with  her  counsel 
attain  a measure  of  understanding  which  forms 
one  of  the  best  allies  for  the  clinic  doctors. 

Development  of  personal  interests  is  en- 
couraged by  excursions  to  art  exhibits  and  com- 
mercial institutions,  which  Mrs.  Kimberland  ar- 
ranges at  frequent  intervals  during  the  term. 

“Since  we  have  taken  on  these  mothers  of  our 
clinic  children  as  patients  and  taught  them  a 
child’s  needs  at  home,  our  progress  in  thera- 
peutics has  been  tremendous,”  Dr.  Greene  said. 
“We  have  succeeded  in  interesting  the  parents 


through  increasing  their  understanding  of  the 
maladjustments  which  cause  speech  defects. 

“Before  the  parentorium  was  opened  we  fre- 
quently found  that  the  progress  noted  in  the 
clinic  was  counteracted  by  home  environment, 
where  the  child  spends  the  major  part  of  his 
time.  By  including  mothers  in  the  treatment 
we  have  been  able  to  remove  much  of  the  home 
pressure.” 

Newsy  Notes 

To  meet  the  urgent  need  for  additional  semi- 
private care  facilities,  Rochester’s  seven  major 
hospitals  will  make  fifty  to  seventy  more  beds 
available  as  soon  as  possible. 

This  decision  of  hospital  directors  was  an- 
nounced following  a conference  with  representa- 
tives of  the  Rochester  Hospital  Service  Corpora- 
tion. 

Increased  use  of  hospital  facilities  under  hos- 
pitalization insurance  has  brought  growing  de- 
mand for  private  and  semiprivate  beds,  with  cor- 
responding decrease  in  the  use  of  ward  service 
accommodations,  it  was  explained. 

The  Rochester  Hospital  Service  Corporation 
was  forced  recently  to  invoke  for  the  first  time  a 
clause  providing  that  if  hospital  room  is  not 
available  it  would  defray  cost  of  home  care. 

Some  hospitals  plan  to  divide  present  ward 
areas  into  semiprivate  rooms  through  use  of 
permanent  partitions.  Others  will  convert  rooms 
now  used  for  other  purposes,  it  is  expected. 
General  Hospital  advised  that  it  would  convert 
an  entire  floor  now  used  for  ward  service  to  semi- 
private accommodations. 

The  proposal  to  find  additional  semiprivate 
beds  is  only  an  approach  to  a long-range  problem, 
hospital  heads  said. 

A boy  scout  troop  is  being  organized  in  the 
Crippled  Children’s  School  of  the  Meyer  Me- 
morial Hospital  in  Buffalo  under  the  sponsorship 
of  the  women’s  auxiliary  headed  by  Mrs.  Thomas 
B.  Lockwood. 

Dr.  Walter  S.  Goodale,  hospital  superintend- 
ent, announces  that  the  troop  will  be  one  of  the 
few  of  its  kind  in  the  country  and  is  one  of  the 
outstanding  achievements  of  the  program  of  the 
women’s  auxiliary  since  it  was  organized  last 
year. 

The  Hospital  for  the  Ruptured  and  Crippled, 
321  East  Forty-second  Street,  and  St.  John’s 
Guild,  1 East  Forty-second  Street,  New  York 
City,  have  agreed  to  the  joint  operation  of  the 
Seaside  Hospital,  New  Dorp,  Staten  Island,  a 
children’s  institution,  on  a year-round  basis, 
the  Hospital  Council  of  Greater  New  York  an- 
nounces. The  Staten  Island  Hospital  has  been 
operated  in  the  past  by  the  Guild  alone  for  three 
months  each  summer. 


Dr.  S.  S.  Goldwater,  hospital  commissioner, 
has  requested  a $4,320,319  increase  in  his  budget 
estimated  to  $32,763,330  for  the  next  fiscal  year. 

Dr.  Goldwater  said  new  and  expanded  facilities 
to  be  put  in  use  during  the  fiscal  year  included 
the  Triboro  Hospital  for  Tuberculosis  in  Queens, 
the  Consolidated  Dispensary  for  the  Welfare 
Island  institutions,  new  wards  and  a new  nurses’ 
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home  at  Neponsit  Beach  Hospital  in  Queens, 
and  chronic  disease  laboratories  at  Welfare 
Hospital. 

He  asked  an  increase  in  the  number  of  nurses 
and  about  $150,000  for  payments  to  some  dis- 
pensary physicians  at  the  rate  of  $5.00  a clinic 
session.  With  a bed  capacity  of  20,000  in  thirty 
institutions.  Dr.  Goldwater  said  the  actual  bed 
occupancy  often  exceeded  the  capacity. 

As  result  of  a revival  of  a proposal  that  the  city 
discontinue  the  Utica  General  Hospital,  as  a 
means  of  reducing  city  expenses,  a study  of  costs 
of  caring  for  the  indigent  sick  in  other  cities  of 
the  state  is  being  made. 

The  proposal  to  have  the  city-operated  hos- 
pital discontinued  as  a place  for  caring  for  those 
unable  to  finance  hospitalization  has  been  before 
various  city  administrations  periodically  for 
about  twenty  years  and  is  being  revived  by  the 
Civic  Affairs  Committee  as  one  of  several  plans 
worthy  of  investigation  in  the  search  for  means 
for  reducing  the  costs  of  the  local  govern- 
ment. 


Local  newspapers  report  that  the  plan  to 
close  the  Hospital  for  Communicable  Diseases  in 
Yonkers  as  an  economy  measure  has  been  shelved 
for  the  present. 

Binghamton  City  Hospital,  with  9,842  patients 
and  expenses  of  $557,303.40,  ended  1939  with  a 
cash  balance  of  $25,417.54,  the  board  of  managers 
informed  the  City  in  its  annual  report. 


Improvements 

The  Francis  Coe  Pratt  Memorial  Clinic  for  the 
creatment  of  cancer,  certain  types  of  infections, 
and  benign  tumors,  opened  on  February  12  at 
Ellis  Hospital,  Schenectady. 

The  clinic  is  a free  institution  to  which  the  at- 
tending physician  may  bring  his  patient  for 
diagnosis  by  a group  of  specialists.  Other 
specialists  will  be  appointed  to  the  clinic  as 
needed. 


Albany  County  administration  leaders  are 
considering  construction  of  a county  hospital  to 
care  for  welfare  patients. 

The  project  is  partly  contingent  on  the  hos- 
pitalization program  of  President  Roosevelt,  now 
before  Congress.  Should  the  Roosevelt  plan  of 
federal  financing  of  local  municipal  hospitals  be 
enacted,  it  was  said,  Albany  would  seek  an  allot- 
ment of  the  appropriation  for  a county  hospital. 

Oneida  County  Hospital  contemplates  adding 
an  annex  to  the  nurses’  home. 


The  new  Rome  Hospital  will  be  ready  for  oc- 
cupancy early  in  April. 


Installation  of  the  new  radiographic  unit  at 
Nathan  Littauer  Hospital  at  Gloversville  at  a 
cost  of  approximately  $12,000,  which  gives  the 
institution  x-ray  equipment  as  modern  as  any 
to  be  found  in  New  York  State,  has  been  com- 
pleted and  the  equipment  is  now  in  use. 

A $1,000,000  hospital  for  mental  cases  will  be 
built  in  Queens  this  spring,  it  was  revealed  when 
the  City  Planning  Commission  approved  map 
changes  to  allow  the  hospital  to  use  a fifty-two 
acre  plot  bounded  by  Motor  Parkway,  the 
Nassau  County  line,  76th  Avenue,  and  263rd 
Street,  Little  Neck. 

Three  major  buildings  and  a series  of  small 
cottages  in  which  patients  will  be  housed  will  be 
erected  on  the  site  by  the  Association  of  Hillside 
Hospital,  it  was  learned. 

The  hospital  is  now  located  in  Hastings-on- 
Hudson,  according  to  Borough  President  Harvey, 
who  submitted  the  request  for  the  map  change. 

Dr.  Israel  Strauss,  director  of  the  hospital, 
said  the  hospital  is  twelve  years  old  and  cares 
for  mild  neurosis  cases. 

Neponsit  Hospital  for  children  will  be  en- 
larged from  one  hundred  twenty  beds  to  two 
hundred.  The  hospital  also  has  a new  power 
plant,  laundry,  and  workers’  dormitory,  and  the 
new  nurses’  home  is  near  completion. 


A NEW  MOTION  PICTURE  ON  TUBERCULOSIS 


To  the  1,500,000  Spanish  people  in  the  United 
States,  the  National  Tuberculosis  Association 
has  dedicated  its  new  sound  motion  picture 
“Cloud  in  the  Sky.” 

The  story  opens  with  a lively  fiesta  but  its 
gay  tempo  suddenly  changes  to  one  of  sadness 
when  the  mother  of  a family  dies  from  tuber- 
culosis. A year  later,  the  eldest  daughter,  who 
is  now  responsible  for  the  household  including  a 
brother  and  sister,  develops  the  same  symptoms 
that  marked  her  mother’s  illness.  Through  the 
offices  of  the  wise  padre,  the  father  is  persuaded 
to  take  his  daughter  to  a physician  who  discovers 
on  x-ray  examination  a shadow  like  a “cloud  in 
the  sky”  in  the  giri’s  lungs.  Arrangements  are 
made  for  her  admission  to  a tuberculosis  sana- 
torium, where  she  receives  care  and  treatment 


which  result  in  her  complete  recovery.  The 
measures  taken  to  safeguard  the  younger  mem- 
bers of  the  family,  including  careful  instruction  of 
the  father,  who  in  turn  becomes  a missionary  for 
tuberculosis  prevention  among  his  friends,  are 
woven  ingeniously  into  the  plot.  The  picture  is 
universal  in  its  appeal. 

The  State  Department  of  Health  has  added  the 
English  version  of  this  sound  film,  in  the  16-mm. 
width,  to  its  stock  of  health  motion  pictures  and 
is  prepared  to  lend  it,  subject  to  the  usual  condi- 
tions, for  group  showings  in  the  upstate  area,  we 
are  told  in  Health  News.  The  running  time  is 
about  eighteen  minutes.  Requests  should  be 
addressed  to  the  Supervisor  of  Visual  Instruc- 
tion, State  Department  of  Health,  Albany,  New 
York. 


Maternal  Welfare 

The  Maternal  Welfare  Committee  of  the  Medical  Society  of  the  State  of  New  York 
introduces  a new  section  in  this  issue  of  the  Journal.  The  Maternal  Welfare  Committee 
will  devote  this  section  to  obstetric  problems  as  they  pertain  to  the  work  of  the  general  practi- 
tioner of  medicine. — Editor. 


A general  review  of  obstetric  literature 
shows  that  a majority  of  the  articles 
therein  deal  with  highly  specialized  phases  of  ob- 
stetrics and  that  they  are  of  little  or  no  interest 
to  the  man  who  is  primarily  concerned  with  the 
handling  of  the  type  of  maternity  work  usually 
encountered  in  general  practice.  The  commit- 
tee will  present  a series  of  comprehensive  articles 
which  should  be  of  such  practical  value. 

A few  of  the  titles  follow : 

Diagnosis  of  Early  Pregnancy ; Routine 
Prenatal  Visits;  Diet  in  Pregnancy;  Early  Recog- 
nition of  Toxemias;  When  Should  Therapeutic 
Abortion  be  Considered?;  How  Far  Should  the 
General  Practitioner  Go  with  Relief  Measures 
During  Labor?;  Danger  Signs  During  Labor; 
In  What  Type  of  Cases  Should  Cesarean  Section 
be  Considered?;  What  About  the  Patient  Who 
Has  Been  in  Labor  Twenty-Four  Hours?;  Post- 
partum Examination  and  the  Treatment  of 
Postpartum  Pathologic  Conditions. 

These  subjects  are  listed  for  the  purpose  of 
determining  whether  they  will  be  of  interest  to 
the  majority  of  practitioners.  The  committee 
requests  physicians  who  are  sufficiently  inter- 
ested in  the  presentation  of  such  a series  of  ar- 
ticles to  communicate  with  the  Maternal  Wel- 
fare Committee  and  make  requests  for  other 
subjects. 

It  is  the  opinion  of  the  Maternal  Welfare 
Committee  that  one  of  the  most  valuable 
methods  of  promoting  postgraduate  obstetric 
education  lies  in  the  careful  study  of  individual 
maternal  mortalities.  Several  of  the  county 
medical  societies  have  undertaken  the  analysis 
of  all  maternal  mortalities  occurring  in  their 


communities.  Each  case  is  presented  anony- 
mously. Neither  patient,  hospital,  nor  attend- 
ing physician  is  identified.  The  case  is  then  dis- 
cussed with  the  specific  idea  of  bringing  out 
points  in  diagnosis  or  treatment  that  might  be  of 
value  in  similar  cases  encountered  in  the  future. 

It  is  the  hope  of  the  committee  that  all  county 
societies  in  the  state  will  eventually  sponsor  such 
an  analysis  group.  A demonstration  of  its 
functioning  will  be  presented  at  the  May,  1940, 
meeting  of  the  Medical  Society  of  the  State  of 
New  York. 

Most  component  county  societies  of  the  State 
Society  have  maternal  welfare  committees; 
a few  do  not.  It  is  recommended  that  all 
societies  form  a maternal  welfare  committee. 
It  is  further  suggested  that  each  have  a repre- 
sentative present  at  the  demonstration  session 
showing  the  functioning  of  the  maternal  mor- 
tality analysis  group  mentioned  above. 

The  Maternal  Welfare  Committee  will  present 
an  exhibit  on  Maternal  Welfare  at  the  next 
meeting  of  the  Medical  Society  of  the  State  of 
New  York. 


The  inauguration  of  the  section  of  Maternal 
Welfare  affords  the  Maternal  Welfare  Com- 
mittee the  opportunity  of  soliciting  suggestions 
from  the  individual  members  of  the  State 
Society.  Kindly  address  communications  to: 

Charles  A.  Gordon,  M.D.,  Chairman 

James  K.  Quigley,  M.D. 

Ferdinand  J.  Schoeneck,  M.D. 


The  University  of  Buffalo  Medical  Alumni 
Association  will  hold  its  Sixth  Annual  Spring 
Clinical  Day  on  Saturday,  April  20,  1940,  at  the 
Hotel  Statler,  Buffalo,  New  York.  Following 
are  the  speakers:  “The  General  Practitioner’s 

Anorectal  Problems,”  Newton  D.  Smith,  M.D., 
Section  of  Proctology,  Mayo  Clinic,  Rochester, 
Minnesota ; * ‘ Diagnosis  and  Treatment  of  F evers 
of  Obscure  Origin,”  James  G.  Carr,  M.D.,  asso- 
ciate professor  of  medicine  Northwestern  Uni- 
versity, Chicago;  “Hypertension:  The  Mod- 

ern Conception  of  Its  Causes  and  the  Results 
of  Medical  and  Surgical  Treatment,”  Henry  M. 


Thomas,  Jr.,  M.D.,  associate  professor  of  medi- 
cine, Johns  Hopkins  Medical  School,  Baltimore; 
“Some  Problems  Presented  by  the  Jaundiced 
Patient,”  Albert  M.  Snell,  M.D.,  Section  of 
Medicine,  Mayo  Clinic,  Rochester,  Minnesota; 
“Observations  on  Human  Refrigeration,” 
Temple  Fay,  M.D.,  professor  of  neurology  and 
neurosurgery,  Temple  University,  Philadel- 
phia. 

On  Saturday  evening,  April  20,  1940,  there 
will  be  reunions  of  the  classes  of  1880,  1885, 
1890,  1895,  1900,  1905.  1910,  1915,  1920,  1925, 
1930,  and  1935. 


ROUND-TABLE— KINGS  COUNTY  MEDICAL  SOCIETY 


The  Kings  County  Medical  Society  announces 
a round-table  discussion  on  “Gonorrhea  in  Men, 
Women,  and  Children,”  for  physicians-in- 
practice,  medical  students,  and  public  health 
workers.  Meetings  are  scheduled  for  Saturdays, 
April  20,  April  27,  May  4,  and  May  11,  at  the 


society’s  headquarters,  1313  Bedford  Ave., 
Brooklyn,  from  11  a.m.  to  12  noon.  Invited 
specialists  will  lead  the  discussions.  For  further 
information  and  detailed  program  write  to 
Dr.  Charles  McCarty,  at  the  offices  of  the  Kings 
County  Medical  Society. 
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Books 

Books  for  review  should  be  sent  to  the  Book  Review  Department  at  1313  Bedford  Avenue, 
Brooklyn,  N.  Y.  Acknowledgment  of  receipt  will  be  made  in  these  columns  and  deemed  sufficient 
notification.  Selection  for  review  will  be  based  on  merit  and  the  interest  to  our  readers. 


BOOKS  RECEIVED 


Sex  and  Life.  Forty  Years  of  Biological  and 
Medical  Experiments.  By  Eugen  Steinach, 
M.D.  Octavo  of  252  pages,  illustrated.  New 
York,  The  Viking  Press,  1940.  Cloth,  $3.75. 

Modern  Urology  for  Nurses.  By  Sheila  M. 
Dwyer,  R.N.,  and  George  W.  Fish,  M.D.  Oc- 
tavo of  290  pages,  illustrated.  Philadelphia, 
Lea  & Febiger,  1940.  Cloth,  $3.25. 

Injection  Treatment  of  Hernia,  Hydrocele, 
Ganglion,  Hemorrhoids,  Prostate  Gland,  Angi- 
oma, Varicocele,  Varicose  Veins,  Bursae,  and 
Joints.  By  Penn  Riddle,  M.D.  Quarto  of  290 
pages,  illustrated.  Philadelphia,  W.  B.  Saun- 
ders Co.,  1940.  Cloth,  $5.50. 

Diseases  of  the  Gallbladder  and  Bile  Ducts. 
By  Waltman  Walters,  M.D.,  and  Albert  M. 
Snell,  M.D.  Octavo  of  645  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Co.,  1940.  Cloth, 
$10. 

Manual  of  Cardiology.  Clinical  Methods  and 
Case  Histories  as  Problems  for  Study.  By  Wil- 
liam D.  Reid,  M.D.  Octavo  of  364  pages. 
New  York,  Oxford  University  Press,  1940. 
Cloth,  $3.50. 

Clinical  Toxicology.  By  Clinton  H.  Thienes, 
M.D.  Octavo  of  309  pages,  illustrated.  Phila- 
delphia, Lea  & Febiger,  1940.  Cloth,  $3.50. 

The  Diagnosis  and  Treatment  of  Diseases  of 
the  Esophagus.  By  Porter  P.  Vinson,  M.D. 
Octavo  of  224  pages,  illustrated.  Springfield, 
Charles  C.  Thomas,  1940.  Cloth,  $4.00. 

Protozoology.  By  Richard  R.  Kudo,  D.Sc. 
Second  edition.  Enlarged  and  completely  re- 
written edition  of  “Handbook  of  Protozoology.” 
Octavo  of  689  pages,  illustrated.  Springfield, 
Charles  C.  Thomas,  1939.  Cloth,  $6.50. 

Shock.  Blood  Studies  as  a Guide  to  Therapy. 
By  John  Scudder,  M.D.  Quarto  of  315  pages, 
illustrated.  Philadelphia,  J.  B.  Lippincott  Co., 
1940.  Cloth,  $5.50. 

Pneumoconiosis  (Silicosis).  The  Story  of 
Dusty  Lungs.  A Preliminary  Report  by  Lewis 
G.  Cole,  M.D.,  and  William  G.  Cole,  M.D. 
Quarto.  Illustrated.  New  York,  The  Authors, 
1940.  Cloth,  $1.00. 

Combined  Textbook  of  Obstetrics  and  Gyne- 
cology. For  Students  and  Medical  Practitioners. 
Revised  and  rewritten  by  J.  M.  Munro  Kerr, 
M.D.  Third  edition.  Quarto  of  1,192  pages, 
illustrated.  Baltimore,  Williams  & Wilkins  Co., 
1939.  Cloth,  $12. 

Illustrations  of  Bandaging  and  First-Aid. 

Compiled  by  Lois  Oakes,  D.N.  Octavo  of  248 
pages,  illustrated.  Baltimore,  Williams  & Wil- 
kins Co.,  1940.  Cloth,  $2.00. 

Savill’s  System  of  Clinical  Medicine.  Dealing 
with  the  Diagnosis,  Prognosis,  and  Treatment  of 
Disease  for  Students  and  Practitioners.  Edited 
by  Agnes  Savill,  M.D.,  and  E.  C.  Warner,  M.D. 
Eleventh  edition.  Octavo  of  1,141  pages,  illus- 
trated. Baltimore,  William  Wood  & Co.,  1939. 
Cloth,  $9.00. 


Sexual  Disorders  in  the  Male.  By  Kenneth 
Walker,  F.R.C.S.,  and  Eric  B.  Strauss,  D.M. 
Octavo  of  248  pages,  illustrated.  Baltimore, 
Williams  & Wilkins  Co.,  1939.  Cloth,  $3.00. 

Illustrations  of  Surgical  Treatment.  Instru- 
ments and  Appliances.  By  Eric  L.  Farquharson, 
M.D.  Quarto  of  338  pages,  illustrated.  Balti- 
more, Williams  & Wilkins  Co.,  1939.  Cloth, 
$6.50. 

Injuries  of  the  Skull,  Brain  and  Spinal  Cord. 

Neuro-Psychiatric,  Surgical,  and  Medico-Legal 
Aspects.  Edited  by  Samuel  Brock.  Octavo  of 
632  pages,  illustrated.  Baltimore,  Williams  & 
Wilkins  Co.,  1940.  Cloth,  $7.00. 

Heil  Hunger!  Health  Under  Hitler.  By  Dr. 
Martin  Gumpert.  Translated  from  the  German 
by  Maurice  Samuel.  Octavo  of  128  pages. 
New  York,  Alliance  Book  Corp.,  1940.  Cloth, 
$1.75. 

Good  Health  and  Bad  Medicine.  A Family 
Medical  Guide.  By  Harold  Aaron,  M.D.  Oc- 
tavo of  328  pages.  New  York,  Robert  M.  Mc- 
Bride & Co.,  1940.  Cloth,  $3.00. 

Accepted  Foods  and  Their  Nutritional  Signifi- 
cance. Containing  Descriptions  of  the  Products 
Which  Stand  Accepted  by  the  Council  on  Foods 
of  the  American  Medical  Association.  Octavo  of 
492  pages.  Chicago,  American  Medical  Associa- 
tion, 1939.  Cloth,  $2.00. 

Reports  on  Medical  Progress  as  Published  in 
the  “New  England  Journal  of  Medicine.” 
Compiled  and  edited  by  Robert  N.  Nye,  M.D. 
Octavo  of  562  pages.  Boston,  Little,  Brown  & 
Co.,  1940.  Cloth,  $5.00. 

Trapping  the  Common  Cold.  By  George  S. 
Foster,  M.D.  Duodecimo  of  125  pages.  New 
York,  Fleming  H.  Revell  Co.,  1940.  Cloth, 
$1.25. 

Tuberculosis  and  National  Health.  By  H. 

Hyslop  Thomson,  M.D.  Octavo  of  259  pages. 
London,  Methuen  & Co.  Ltd.,  1939.  Cloth, 
10/6. 

Disorders  of  the  Blood.  Diagnosis,  Pathol- 
ogy, Treatment  and  Technique.  By  Lionel  E. 
H.  Whitby,  M.D.,  and  C.  J.  C.  Britton,  M.D. 
Third  edition.  Octavo  of  603  pages,  illustrated. 
Philadelphia,  Blakiston  Co.,  1939.  Cloth,  $7.50. 

Manual  of  Dermatology.  By  Carroll  S. 
Wright,  M.D.  Octavo  of  376  pages,  illustrated. 
Philadelphia,  Blakiston  Co.,  1940.  Cloth,  $4.00. 

The  Management  of  Obstetric  Difficulties. 
By  Paul  Titus,  M.D.  Second  edition.  Octavo 
of  968  pages,  illustrated.  St.  Louis,  C.  V.  Mosby 
Co.,  1940.  Cloth,  $10. 

The  New  International  Clinics.  Original  Con- 
tributions: Clinics;  and  Evaluated  Reviews  of 

Current  Advances  in  the  Medical  Arts.  Edited 
by  George  M.  Piersol,  M.D.  Volume  I,  New 
Series  Three.  Octavo  of  319  pages,  illustrated. 
Philadelphia  J.  B.  Lippincott  Co.,  1940.  Cloth, 
$3.00* 

687 


688 


BOOKS 


[N.  Y.  State  J.  M. 


REVIEWED 


Principles  of  Chemistry.  An  Introductory 
Textbook  of  Inorganic,  Organic,  and  Physio- 
logical Chemistry  for  Nurses  and  Students  of 
Home  Economics  and  Applied  Chemistry,  with 
Laboratory  Experiments.  By  Joseph  H.  Roe, 
Ph.D.  Fifth  edition.  Octavo  of  503  pages, 
illustrated.  St.  Louis,  C.  V.  Mosby  Co.,  1939. 
Cloth,  $3.00. 

In  this  edition  the  author  presents  a well- 
rounded  and  detailed  book  in  a very  elementary 
fashion,  intended  originally  for  a course  in  chem- 
istry for  nurses.  The  first  part  of  the  book  is 
devoted  to  principles  of  biochemistry  and  me- 
tabolism. There  are  chapters  on  hydrogen, 
oxygen,  water,  and  the  structure  of  matter. 

Principles  of  physical  chemistry  are  presented 
in  other  chapters  devoted  to  the  subjects  of  solu- 
tions, ionization,  acids,  bases,  oxidation,  and 
reduction.  There  are  still  other  chapters  which 
present,  in  simple  style,  the  more  important  as- 
pects of  organic  chemistry.  The  last  part  of  the 
book  contains  numerous  chapters  on  laboratory 
experiments. 

The  author  has  thus  incorporated  in  one  small 
volume  an  elementary  presentation  of  biochemis- 
try, physical  chemistry,  organic  chemistry,  and 
the  physiology  of  metabolism. 

William  S.  Collens 

The  New  International  Clinics.  Original 
Contributions:  Clinics:  and  Evaluated  Re- 

views of  Current  Advances  in  the  Medical  Arts. 
Edited  by  George  M.  Piersol,  M.D.  Volume 
1,  New  Series  Two.  Octavo  of  312  pages,  illus- 
trated. Philadelphia,  J.  B.  Lippincott  Co., 
1939.  Cloth,  $3.00. 

This  volume  upholds  the  standard  set  in  pre- 
vious issues  of  the  new  clinics.  Many  topics 
are  presented;  gastric  and  duodenal  conditions, 
electrocardiography,  ventricular  fibrillation,  sud- 
den death  in  heart  disease,  chronic  burcellosis, 
diabetes  mellitus  are  carefully  discussed.  In 
the  clinicopathologic  conferences,  the  subject 
of  lymphosarcoma  is  discussed.  This  volume  is 
valuable  because  of  the  variety  and  quality  of 
the  subjects  presented. 

Henry  M.  Moses 

Preclinical  Medicine.  Preclinical  States  and 
Prevention  of  Disease.  By  Malford  W.  Thewlis, 
M.D.  Octavo  of  223  pages.  Baltimore,  Wil- 
liams & Wilkins  Co.,  1939.  Cloth,  $3.00. 

The  title  is  defined  by  the  author  as  “that 
branch  of  medicine  which  ascertains  disease 
conditions  which  are  likely  to  occur,  such  as 
peptic  ulcer,  osteoarthritis,  and  especially  the 
degenerative  diseases.  Its  purpose  is  to  detect 
disease  tendencies  before  they  reach  even  the 
incipient  or  symptom  stage.” 

The  term  “soil”  is  used  by  the  author  to  de- 
scribe the  sum  of  the  physical  peculiarities  of  the 
patient  together  with  tendencies  to  some  par- 
ticular type  of  disease,  and  many  patients  are 
said  to  pass  through  a “conditioning  period” 
during  which  the  “soil”  is  being  prepared  for 
the  development  of  a definite  disease.  The 
patient  is  studied  during  this  period,  and  the 
means  of  doing  this  are  described.  Infectious 
and  noninfectious  diseases  are  studied  from  the 


point  of  view  as  noted,  although,  as  the  author 
states,  it  is  not  possible  to  avoid  some  discussion 
of  clinical  medicine.  Each  chapter  has  an  ex- 
tensive bibliography. 

This  seems  to  be  the  first  book  concentrating 
upon  this  important  field.  Unfortunately,  very 
little  is  known  about  the  origin  and  early  diag- 
nosis of  many  diseases  especially  the  cardio- 
vascular, renal,  and  most  chronic  diseases.  The 
author  has  soundly  reviewed  our  present  knowl- 
edge of  the  predisease  state  in  a detailed  and 
careful  study. 

William  E.  McCollom 

Sex  and  Internal  Secretions.  A Survey  of  Re- 
cent Research.  Second  edition,  edited  by  Edgar 
Allen.  Octavo  of  1346  pages,  illustrated.  Balti- 
more, Williams  & Wilkins  Co.,  1939.  Cloth, 
$12. 

The  first  edition  of  this  work  appeared  in  1932 ; 
it  was  universally  hailed  as  an  outstanding 
achievement  in  the  field  of  endocrinology.  The 
past  seven  years,  however,  have  contributed  so 
much  new  material  that  a revision  of  the  book 
seemed  to  be  imperative.  The  present  second 
edition  is  considerably  improved  due  to  better 
coordination  of  some  of  the  overlapping  chapters 
and  by  the  addition  of  several  excellent  new 
chapters. 

Section  “A”  on  the  biological  basis  of  sex,  in- 
cluding a thorough  survey  of  the  complex  em- 
bryologic  phenomena,  is  particularly  valuable 
for  those  who  are  not  sufficiently  well  grounded  in 
the  genetic  aspects  of  these  problems.  Section 
“B”  deals  with  the  physiology  of  the  sex  organs 
and  includes  the  especially  authoritative  chapter 
on  the  endocrine  function  of  the  ovaries  written 
by  Allen,  Hisaw,  and  Gardner.  Section  “C” 
deals  with  the  biochemical  aspects  of  sex  hor- 
mones and  is  a welcome  review  of  this  important 
subject  which  somewhat  exceeds  the  scope  of 
the  limited  chemical  knowledge  of  the  average 
physician.  Section  “D”  is  devoted  to  dis- 
cussion of  the  pituitary  and  its  relation  to  the 
reproductive  system.  The  various  chapters  are 
written  by  such  authorities  as  P.  E.  Smith, 
O.  Riddle,  and  others  whose  research  constitutes 
the  basis  of  our  knowledge  on  this  subject.  The 
last  section  deals  with  additional  factors  in  sex 
functions,  including  an  important  chapter  on 
vitamins  and,  as  a conclusion,  J.  P.  Pratt’s 
considerably  enlarged  chapter  on  the  clinical  re- 
lationship between  glandular  function  and 
manifestations  in  the  sex  sphere  of  man. 

The  second  edition  of  Sex  and  Internal  Secre- 
tions is  a book  that  no  research  worker  in  the 
field  can  miss  and  that  every  physician  should 
consult  to  obtain  authoritative  information  on 
the  problems  of  sex. 

Max  A.  Goldzieher 

Medical  Leaves,  1939.  A Symposium  on 
Jewish  Medical  Problems.  Dr.  Abraham 
Levinson,  Editor-in-Chief.  Quarto  of  196  pages. 
Chicago,  Medical  Leaves,  Inc.,  1939.  Cloth. 

This  volume  is  the  1939  issue  of  a publication 
devoted  to  historical  and  contemporary  aspects 
of  Jewish  medical  problems.  It  contains  inter- 
esting and  valuable  studies  on  Jewish  medical 
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activity  in  Egypt  and  early  Jewish  physicians 
in  America.  Among  contemporary  problems, 
the  survey  of  the  status  of  Jewish  medical  stu- 
dents in  America  and  the  problem  of  the  medical 
refugee  in  the  United  States  are  most  timely 
topics. 

George  Rosen 

The  Morphology  of  the  Brachial  Plexus.  With 
a Note  on  the  Pectoral  Muscle  and  Its  Tendon 
Twist.  By  Wilfred  Harris,  M.D.  Quarto  of 
117  pages,  illustrated.  New  York,  Oxford  Uni- 
versity Press,  1939.  Cloth,  $8.00. 

The  monograph  is  based  upon  dissections  of 
the  brachial  plexus  in  158  cases:  in  30  humans, 
6 anthropoid  apes  and  37  monkeys,  and  85  other 
animals  and  birds,  including  fishes,  from  the 
Amphibia  and  reptiles  to  Primates. 

The  author  describes  the  different  types  of 
brachial  plexus  patterns  in  the  various  forms  of 
life  mentioned  and  gives  a summary  of  the 
brachial  plexus  in  man.  There  is  also  a chapter 
on  the  pectoral  muscle  and  its  nerve  supply. 

This  book  is  a highly  technical  exposition  of  a 
subject  that  should  appeal  to  the  anatomist  and 
to  all  others  who  have  a special  interest  in 
anatomy. 

Irving  J.  Sands 

Community  Health  Organization.  A Manual 
of  Administration  and  Procedure  Primarily  for 
Urban  Areas.  Edited  by  Ira  V.  Hiscock. 
Third  edition.  Octavo  of  318  pages.  New  York, 
The  Commonwealth  Fund,  1939.  Cloth,  $2.50. 

This  book  is  intended  primarily  for  the  health 
worker’s  library,  but  several  chapters  have  a 
direct  interest  for  the  practitioner  of  medicine. 
The  physician  should  play  a very  important 
part  in  the  community  health  program  and  in- 
formation such  as  this  volume  contains  will  be 
helpful  to  him. 

In  the  control  of  tuberculosis,  syphilis,  gonor- 
rhea, and  communicable  diseases  generally,  a 
knowledge  of  the  procedures  applied  by  the 
health  departments  and  why  they  are  necessary 
will  make  the  physician  more  willing  to  cooperate. 

The  maternal,  child,  and  school  health  pro- 
grams are  described  briefly  and  show  the  extent 
to  which  government  has  gone  in  this  field  of 
health  service. 

A chapter  on  newer  health  problems  includes 
topics  such  as  nutrition,  mental  hygiene,  cancer 
control,  and  heart  disease.  The  description  of 
progress  made  in  these  particular  fields  from  the 
community  standpoint  should  cause  the  physi- 
cian to  reflect  on  his  part  during  the  coming  years 
in  the  campaign  for  health  preservation. 

Alfred  E.  Shipley 

The  Circulation  of  the  Brain  and  Spinal  Cord. 

A Symposium  on  Blood  Supply.  Volume  18 
of  a Series  of  Research  Publications  of  the  As- 
sociation for  Research  in  Nervous  and  Mental 
Diseases.  Octavo  of  790  pages,  illustrated. 
Baltimore,  Williams  & Wilkins  Co.,  1938. 
Cloth,  $10. 

For  all  around  value  this  publication  of  the 
Association  for  Research  in  Nervous  and  Mental 
Disease,  ranks  as  one  of  the  best  of  the  eighteen 
volumes  comprising  the  series.  The  editorial 
board  is  to  be  congratulated  on  the  subject  se- 
lected and  the  general  excellence  of  the  papers 


included.  With  the  exception  that  little  men- 
tion is  made  of  the  clinicopathologic  results  of 
occlusion  of  the  cerebral  veins,  practically  every 
phase  of  the  cerebral  circulation  is  covered. 

The  book  is  divided  into  three  sections:  the 
first  dealing  with  anatomy  and  physiology,  the 
second  with  pathology,  and  the  third  with 
clinical  contributions.  The  final  chapter  con- 
tains summary  and  comments  and  imparts  a 
pleasing  cohesiveness  to  the  whole  work.  In 
the  750  pages  are  listed  17  tables  and  288  illus- 
trations, indicating  the  care  taken  to  clarify 
the  material  presented. 

The  reviewer  is  impressed  by  this  volume  that 
represents  the  most  recent  opinions  on  the  sub- 
ject of  cerebral  circulation.  It  is  an  able  “re- 
statement of  the  current  conception  of  the 
truth.” 

H.  R.  Merwarth 

Symptoms  and  Signs  in  Clinical  Medicine. 

An  Introduction  to  Medical  Diagnosis.  By  E. 
Noble  Chamberlain,  M.D.  Second  edition. 
Octavo  of  435  pages,  illustrated.  Baltimore, 
William  Wood  & Company,  1938.  Cloth,  $8.00. 

This  admirable  book  is  a model  of  what  a 
treatise  on  physical  diagnosis  should  be.  It  is 
well  suited  for  use  by  the  student  but  can  be 
read  with  profit  by  any  physician.  The  text 
is  well  arranged,  it  is  complete  without  ver- 
bosity, and  the  illustrations  are  excellent  and 
intelligently  selected. 

One  especially  noteworthy  feature  of  this 
text  is  a section  of  over  one  hundred  pages  on 
examination  of  the  nervous  system.  Dr.  Nor- 
man Capon  contributes  a good  chapter  on  pedi- 
atric examination.  There  are  brief  but  useful 
chapters  on  clinical  pathology  and  instrumental 
investigations  such  as  paracentesis,  lipiodol  in- 
jection, lumbar  puncture,  etc.  The  author 
should  have  mentioned  the  use  of  lipiodol 
bronchography  without  laryngeal  catheteriza- 
tion or  bronchoscopy  by  one  of  the  direct  in- 
halation methods  extensively  used  in  this  coun- 
try. The  principal  change  in  this  revision 
has  been  the  assembling  in  the  last  two  chapters 
of  all  laboratory  and  scientific  sections  instead  of 
including  this  material  in  the  other  text  matter. 

Milton  Plotz 

Menstrual  Disorders.  Pathology,  Diagnosis 
and  Treatment.  By  C.  Frederic  Fluhmann, 
M.D.  Octavo  of  329  pages,  illustrated.  Phila- 
delphia, W.  B.  Saunders  Co.,  1939.  Cloth,  $5.00. 

This  book  on  disorders  of  menstruation  is  full 
of  helpful  information.  The  author  attempts  to 
set  forth  present  ideas  of  the  physiology  of  the 
menstrual  cycle  and  various  disorders  that  may 
occur  under  influence  of  disease.  He  places 
special  emphasis  on  the  important  endocrine 
factors,  but  views  the  whole  subject  as  a general 
problem  facing  the  practitioner. 

Information  of  interest  and  value  is  found  all 
through  the  book,  but  the  parts  on  sex  hormones, 
and  on  the  endocrine  control  of  menstruation  are 
especially  helpful.  One  section  takes  up  the 
treatment  of  pathologic  uterine  hemorrhage,  and 
the  final  chapter  considers  the  menopause  in  all 
its  intricate  phases. 

Practitioners  and  specialists  will  be  well  repaid 
by  a careful  study  of  this  interesting  book. 

William  Sidney  Smith 
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Manual  of  Toxicology.  By  Forrest  R.  Davi- 
son, M.B.  Duodecimo  of  241  pages.  New  York, 
Paul  B.  Hoeber,  Inc.,  1939.  Cloth,  $2.50. 

This  small  book  might  properly  be  called 
‘‘Manual  of  Clinical  Toxicology”  for  it  limits 
itself  to  the  clinical  aspects  of  poisoning,  omitting 
the  action  and  effects  of  drugs  and  poisons  on 
animals.  This  fact  makes  the  book  desirable 
for  the  busy  practitioner  and  hospital  physician 
who  may  want  the  salient  points  in  a given  case 
of  suspected  drug  poisoning.  This  manual 
should  be  at  the  elbow  of  any  physician  who 
prescribes  drugs,  so  that  he  may  bear  in  mind  at 
all  times  the  hazards  that  lurk  in  the  use  of  our 
best  remedies. 

Charles  Solomon 

The  Canned  Food  Reference  Manual.  Oc- 
tavo of  242  pages,  illustrated.  New  York, 
American  Can  Co.,  1939.  Cloth. 

The  story  leading  up  to  this  publication  recently 
compiled  by  the  Nutrition  Laboratory,  Research 
Department  of  the  American  Can  Company,  is 
an  intensely  interesting  one.  It  was  brought 
about  through  the  realization  that  not  only  must 
reliable  information  on  canned  foods  be  made 
available  to  laymen  but— equally  important — 
more  technical  information  on  this  great  class  of 
foods  should  be  provided  for  those  professions 
which  deal  intimately  with  canned  foods. 

Fever  and  Psychoses.  A Study  of  the  Litera- 
ture and  Current  Opinion  on  the  Effects  of  Fever 
on  Certain  Psychoses  and  Epilepsy.  By  Gladys 
C.  Terry.  Octavo  of  167  pages.  New  York, 
Paul  B.  Hoeber,  Inc.,  1939.  Cloth,  $3.00. 

The  book  is  an  effort  to  report  and  evaluate  the 
effect  of  intercurrent  natural  fevers  on  the  func- 
tional psychoses  and  epilepsy.  The  author  cites 
446  case  reports  from  the  literature,  314  of  which 
were  functional  psychoses  and  132  of  epilepsy. 
The  unpublished  observations  of  301  investi- 
gators and  clinicians  in  current  psychiatry  are 
given  respecting  the  effect  on  the  affective  and 
schizophrenic  psychoses  and  epilepsy.  The 
author  reviews  the  clinical  use  of  artificially 
induced  fevers  and  discusses  their  therapeutic 
implications.  The  last  paragraph  may  be  quoted 
as  a conclusion.  “The  wide  divergence  of  ex- 
pressed opinions  is  evidence  in  itself  to  the  fact 
that  the  subject  of  febrile  influences  on  the  so- 
called  functional  psychoses  is  essentially  a matter 
of  speculation,  largely  determined  by  background 
and  bias.  Until  studies  definitely  establish 
basic  facts,  obviously  therapeutic  implications 
are  incapable  of  leading  us  to  very  helpful  con- 
clusions.” 

This  book  represents  an  immense  amount  of 
work,  and  the  author  deserves  credit.  It  sets  us 
right  concerning  a matter  about  which,  in  the 
minds  of  some,  there  might  be  some  misconcep- 
tion. 

A.  E.  Soper 

Relation  of  Trauma  to  New  Growths.  Med- 
ico-Legal Aspects.  By  R.  J.  Behan,  M.D. 
Octavo  of  425  pages.  Baltimore,  Williams  & 
Wilkins  Co.,  1939,  Cloth,  $5.00. 

This  work,  by  the  author  of  another  recently 
published  book  on  cancer,  is  a complete  and 


scholarly  study  of  the  medicolegal  aspects  of  the 
relationship  of  trauma  and  malignancy.  Dr. 
Behan  gives  adequate  space  to  those  opposed  to 
the  acceptance  of  the  opinion  that  a causal  rela- 
tionship has  been  proved.  At  times,  these  op- 
posing quotations  and  references  interfere  with 
the  smoothness  of  the  debate. 

The  subject  is  treated  historically  and  ac- 
cording to  single,  multiple,  and  chronic  trauma, 
and  following  chemical  and  other  forms  of  irrita- 
tion. According  to  Ewing,  who  is  classed  as  a 
‘‘leader  among  the  antagonists  of  a single  trauma 
as  the  causative  factor  in  the  production  of  can- 
cer,” ‘‘traumas  reveal  more  malignant  tumors 
than  they  cause.”  It  is  unfortunate  that,  at 
present,  clinicians  and  pathologists  seem  to  be 
on  the  opposite  sides  of  the  fence  on  the  question. 
The  author  seems  to  have  thrown  the  weight  of 
his  extensive  and  critical  experience  on  the  side 
of  the  ‘‘pros”  but  concedes  the  necessity  of  con- 
tinued and  intensive  study  of  the  problem.  The 
question  of  the  causal  relationship  of  trauma  and 
malignancy  has  become  increasingly  important 
and  pertinent  since  the  establishing  of  the  princi- 
ple of  industrial  compensation.  Many  cases  are 
cited  in  which  this  relationship  has  been  accepted 
in  courts  of  law,  in  spite  of  contrary  opinions  by 
expert  and  other  witnesses.  This  book,  there- 
fore, will  be  of  value  to  the  clinician,  the  expert, 
the  lawyer,  and  to  those  who  have  to  preside  at 
trials  in  which  this  question  is  raised. 

J.  Raphael 

The  Diabetic  Life.  Its  Control  by  Diet  and 
Insulin.  A Concise  Practical  Manual  for 
Practitioners  and  Patients.  By  R.  D.  Lawrence, 
M.D.  Eleventh  edition.  Octavo  of  246  pages. 
Philadelphia,  P.  Blakiston’s  Son  & Co.,  1939. 
Cloth,  $3.00. 

The  facts,  that  this  small  manual  has  gone  into 
its  eleventh  edition  since  1925  and  has  been 
translated  into  French,  Spanish,  Dutch,  and 
Italian,  speak  for  themselves  in  evaluating  the 
work.  The  clinical  picture  of  diabetes  is  well 
presented  by  a series  of  short  chapters.  The 
“Line-ration”  diet  scheme,  a unit  diet  system,  is 
described.  The  method  is  fairly  flexible  but  has 
the  disadvantage  of  calling  for  the  weighing  of 
foods,  one  more  needless  and  burdensome  pro- 
cedure for  the  diabetic.  With  the  modern 
tendency  of  higher  carbohydrate  diets,  so  com- 
monly in  vogue,  “decimal-point”  exactness  of 
food  portions  is  as  useless  as  it  may  be  meticu- 
lous. It  has  done  more  to  discourage  the  dia- 
betic patient  from  following  prescribed  diet  than 
any  other  single  factor.  Common  measures  will 
accomplish  far  better  adherence  to  diet. 

The  author  has  suggested  that  when  insulin 
stings  on  administration  it  may  be  mixed  with 
sodium  bicarbonate  solution  to  neutralize  the 
acidity.  In  the  reviewer’s  opinion,  this  is  not 
good  advice.  The  Toronto  insulin  committee 
has  prescribed  definite  hydrogen-ion  concentra- 
tion in  the  production  of  insulin,  since  variation 
in  this  direction  influences  the  absorption  of  the 
product  on  injection.  "Acidity”  is  one  of  the 
most  pertinent  factors  in  the  slower  absorption  of 
protamine  insulin. 

In  spite  of  these  relatively  minor  points,  the 
book  is  an  excellent  one  and  is  to  be  recom- 
mended. 

G.  E.  Anderson 
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Iodine  Metabolism  and  Thyroid  Function. 
By  A.  W.  Elmer,  M.D.  Octavo  of  605  pages. 
New  York,  Oxford  University  Press,  1938. 
Cloth,  $10. 

Recent  advances  in  microchemical  methods  of 
the  determination  of  iodine  content  in  body 
fluids  have  enhanced  our  knowledge  of  iodine 
metabolism  in  health  and  disease.  There  is  no 
doubt,  that  without  the  knowledge  of  iodine 
metabolism,  our  understanding  of  the  function 
of  the  thyroid  gland  under  physiologic  and 
pathologic  conditions  would  be  very  limited. 
Dr.  A.  W.  Elmer  has  contributed  valuable  re- 
search in  this  field. 

This  book  deals  with  iodine  as  an  essential  con- 
stituent of  the  hormone  of  the  thyroid  gland  and 
as  an  ion  in  body  fluids  and  tissues.  In  the  chap- 
ters on  physiology  and  pathology  of  iodine 
metabolism,  the  results  of  investigations  which 
merit  recognition  have  been  included,  as  well  as 
the  results  (both  published  and  unpublished)  of 
the  author  and  his  associates. 

The  reviewer  recommends  this  well-written 
book  to  the  clinician  and  the  laboratory  worker 
because  of  the  clarity  with  which  the  subject  is 
treated.  The  clinician  will  be  interested  in  the 
chapter  on  the  differential  diagnosis  of  the  func- 
tional condition  of  the  thyroid  gland  by  means  of 
iodine  tests. 

S.  J.  Cohen 

Clinical  Biochemistry.  By  Abraham  Can- 
tarow,  M.D.,  and  Max  Trumper,  Ph.D.  Second 
edition.  Octavo  of  666  pages.  Philadelphia, 
W.  B.  Saunders  Co.,  1939.  Cloth,  $6.00. 

This  book  contains  an  excellent  presentation  of 
recent  biochemical  findings  and  concepts  that  are 
important  in  clinical  medicine.  The  authors 
have  arranged  their  material  in  textbook  fashion. 
They  discuss  each  problem  in  a clear  and  simpli- 
fied manner  and  avoid  controversial  biochemical 
theories  which  might  confuse  the  clinician.  It  is 
in  this  respect  that  the  book  successfully  bridges 
the  gap  between  textbooks  of  physiologic  chemis- 
try, which  tend  to  be  theoretical,  and  textbooks 
of  laboratory  medicine,  which  usually  do  not 
contain  adequate  biochemical  background.  For 
those  who  want  a reference  manual  concerning 
research  in  clinical  chemistry  this  book  will  not  be 
sufficiently  complete.  Also,  it  does  not  attempt 
to  give  specific  details  concerning  chemical 
methods  that  are  used  in  various  clinical  tests. 
It  presents  to  the  physician,  in  excellent  fashion, 
a discussion  of  the  significant  biochemical  studies 
which  have  practical  applications. 

M.  B.  Handelsman 

Clinical  Studies  in  Psychopathology.  A Con- 
tribution to  the  Aetiology  of  Neurotic  Illness. 
By  Henry  V.  Dicks,  M.D.  Octavo  of  248  pages. 
Baltimore,  William  Wood  & Co.,  1939.  Cloth, 
$4.75. 

This  book  covers  a psychoanalytic  study  of  the 
neuroses.  The  author  cites  numerous  cases  from 
his  personal  experience  to  illustrate  his  interpre- 
tations. He  makes  it  quite  clear  that  he  is  not  a 
dyed-in-the-wool  freudian,  but  prefers  to  study 
the  material  elicited  from  his  patients  with  a free- 
dom to  go  as  he  pleases.  He  states  in  the  preface 
that  he  has  based  his  interpretations  upon  the 
principles  of  various  schools  of  psychopathology 


and  that  he  does  not  claim  to  be  original.  His 
analytic  discussions  cover  cases  that  we  rarely 
see  in  institution  practice.  They  include  such 
neurotic  manifestations  as  phobias  and  obses- 
sional states  and  sexual  dysfunction.  Material 
elicited  from  cases  cited  gives  the  reader  an  illu- 
minating view  into  some  of  the  underlying  psy- 
chologic processes  of  mental  abnormalities. 

A.  E.  Soper 

Practice  of  Allergy.  By  Warren  T.  Vaughan, 
M.D.  Quarto  of  1082  pages,  illustrated.  St. 
Louis,  C.  V.  Mosby  Co.,  1939.  Cloth,  $11.50. 

In  this  work  the  author  wisely  departs  from  his 
previous  practice  of  writing  books  designed  for 
both  the  physician  and  the  patient.  This  large 
volume  of  more  than  one  thousand  pages  is  pre- 
pared primarily  for  the  practitioner  and  student 
and  is  a marked  improvement  upon  its  prede- 
cessors. 

The  book  is  divided  into  sixteen  parts,  com- 
prising, in  all,  eighty  chapters.  Almost  every 
phase  of  the  subject  of  allergy  is  covered.  Al- 
though theoretical  aspects  of  the  subject  are  dis- 
cussed, the  practical  considerations  are  stressed 
Throughout  the  volume  several  hundreds  of 
illustrations,  charts,  history  forms,  and  tables  aid 
the  physician  in  the  management  of  his  cases. 

The  author  presents  fully  the  newer  aspects  of 
allergy.  At  times,  however,  he  gives  diagnostic 
and  therapeutic  procedures  which  are  still  in  the 
experimental  stage  and  are  of  doubtful  value,  far 
more  space  than  they  deserve.  The  sections  on 
diagnostic  methods,  food  allergies,  and  pollens 
are  particularly  well  done.  The  subjects  of 
fungi,  bacterial,  contact  allergy,  and  physical 
allergy  are  given  due  consideration. 

The  author  has  thoroughly  reviewed  the  recent 
literature  on  practically  every  phase  of  allergy, 
and  the  bibliography  is  therefore  a large  one. 
For  a book  of  this  size,  however,  the  index  is  rela- 
tively small  and  hardly  adequate. 

This  volume  is  undoubtedly  one  of  the  most 
complete  of  the  recent  textbooks  on  allergy  and 
is  to  be  recommended  to  the  student  and  practi- 
tioner as  a valuable  aid  to  their  approach  of  the 
subject. 

Matthew  Walzer 


Diseases  of  the  Skin.  By  Richard  L.  Sutton, 
M.D.,  and  Richard  L.  Sutton,  Jr.,  M.D.  Teinth 
edition.  Quarto  of  1,549  pages,  illustrated.  St. 
Louis,  C.  V.  Mosby  Co.,  1939.  Cloth  $15. 

In  the  preface  to  this  edition  the  authors  state 
that  “few  branches  of  medicine  have  made  such 
progress  in  the  past  four  years  as  has  derma- 
tology.” To  paraphrase  this,  we  would  say  that 
probably  never  has  any  textbook,  and  surely  no 
dermatological  textbook,  made  such  progress  as 
has  this  one. 

It  would  be  impossible  to  tell  how  completely 
this  book  has  been  renovated.  It  is  no  more  like 
its  former  self  than  Ringling  Brothers  circus  at 
Madison  Square  Garden  is  like  the  old  three- 
ring  circus  in  the  sticks,  and  we  have  always  con- 
sidered it  a good  book.  Now  it  has  undoubt- 
edly assumed  first  place,  and  is  to  dermatology 
what  the  unabridged  dictionary  is  to  the  English 
language. 

We  have  read  many  parts  of  it  quite  thor- 
oughly and  marvelled  at  its  comprehensiveness. 
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We  have  tried  to  find  unusual  variations  of  dis- 
ease undescribed  but  have  failed.  We  have  dis- 
covered references  to  literature  so  recent  that  we 
have  wondered  how  they  could  have  been  in- 
cluded except  in  an  addenda. 

The  photographic  illustrations  are  unusually 
profuse  and  of  excellent  character.  Classifica- 
tions of  diseases  have  been  brought  up  to  the 
minute.  There  are  charts  of  dosage  and  tech- 
nic of  application  of  radium  more  complete 
than  have  ever  been  offered  in  a dermatologic 
text. 

Without  further  comment  let  us  say  it  is  the 
finest  dermatologic  book  we  have  ever  reviewed 
and  should  be  on  the  “must”  list  for  every  der- 
matologist. 

E.  Almore  Gauvain 


Textbook  of  Nervous  Diseases.  By  Robert 
Bing.  Fifth  edition.  Quarto  of  838  pages, 
illustrated.  St.  Louis,  C.  V.  Mosby  Co.,  1939. 
Cloth,  $10. 

Dr.  Bing  and  his  books  are  well  known  to  the 
average  American  neurologist.  The  present 
volume  is  an  American  adaptation  of  Bing’s 
Lehr  buck  der  Nervenkrankheiten.  It  contains  the 
results  of  many  years’  experience  of  one  of  the 
world’s  foremost  teachers  in  neurology  and  has 
been  edited  by  a young  and  enthusiastic  Ameri- 
can neurologist.  It  is  extensively  revised  in 
many  places  and  is  suited  for  teaching  students 
in  medical  schools.  The  average  physician  may 
well  use  it  as  a reference  text,  and  the  neurologist 
will  find  it  a convenient  reference  work.  The 
subject  is  covered  in  thirty  chapters  to  each  of 
which  there  is  added  a list  of  references  to  the 
most  original  and  comprehensive  contributions 
to  the  subject  under  discussion.  The  psycho- 
neuroses and  the  endocrine  glands  and  their 
disorders  receive  adequate  consideration  by  the 
author.  It  is  a good  book,  and  one  that  will 
receive  a warm  welcome  by  the  progressive 
physician. 

Irving  J.  Sands 

Experimental  Pharmacology  and  Materia 
Medica.  By  Dennis  E.  Jackson,  M.D.  Second 
edition.  Octavo  of  906  pages,  illustrated.  St. 
Louis,  C.  V.  Mosby  Co.,  1939.  Cloth,  $10. 

This  splendid  work  has  been  out  of  print  for 
twenty  years.  Those  of  us  fortunate  enough  to 
have  the  first  edition  welcome  the  second. 
Teachers  of  experimental  pharmacology  in  our 
medical  schools  will  find  this  book  indispensable 
as  a reference.  In  most  of  our  colleges,  students 
are  given  mimeographed  outlines  of  the  course 
which  take  the  place  of  a textbook. 

Practicing  physicians  who  are  careful  in  their 
choice  of  drugs  might  do  well  to  have  a copy  of 
this  book  available.  It  will  reacquaint  them 
with  the  methods  of  experimental  pharmacology 
used  to  determine  the  action  and  effects  of  drugs. 
A better  knowledge  of  such  procedures  would 
make  the  practitioner  more  critical  of  the  claims 
made  for  drugs  recommended  for  the  treatment 
of  disease. 

The  section  on  prescription  writing  could  have 
been  made  more  practical  by  the  selection  of 
more  extemporaneous  prescriptions  rather  than 
those  that  come  already  prepared. 

Charles  Solomon 


Eye,  Ear,  Nose  and  Throat  Manual  for  Nurses. 

By  Roy  H.  Parkinson,  M.D.  Fourth  edition. 
Octavo  of  243  pages,  illustrated.  St.  Louis,  C V 
Mosby  Co.,  1939.  Cloth,  $2.25. 

The  contents  of  this  fourth  edition  have  been 
somewhat  enlarged  in  order  to  include  more 
recent  developments  in  this  field.  The  illus- 
trations, taken  from  photographs  and  schematic 
drawings,  are  clear  and  instructive.  The  sub- 
ject material  is  recent  and  accurate.  The 
chapter  on  Problems  Met  by  the  Public  Health 
Nurse  is  comprehensive  and  essential  to  nurses 
in  all  fields.  The  book  is  written  in  standard 
textbook  style  with  a quiz  at  the  end  of  each 
chapter.  Altogether,  it  is  a useful  book  for  any 
nurse  to  possess,  whether  for  study  or  reference. 

Thomas  B.  Wood 

Bergey’s  Manual  of  Determinative  Bacteriol- 
ogy. A Key  for  the  Identification  of  Organisms 
of  the  Class  Schizomycetes.  By  David  H. 
Bergey,  Robert  S.  Breed,  E.  G.  D.  Murray,  and 
A.  Parker  Hitchens.  Fifth  edition.  Octavo  of 
1 ,032  pages.  Baltimore,  Williams  & Wilkins  Co. , 
1939.  Cloth,  $10. 

This  is  the  latest  edition  of  the  one  volume 
absolutely  essential  to  the  bacteriologist  in  any 
field.  It  is  the  ultimate  standard  for  classifica- 
tion and  the  only  modern  reference  work  of  its 
scope.  This  revision  has  almost  doubled  its 
size  since  the  1934  publication,  the  changes  and 
amplifications  characterizing  the  most  signal 
advances  of  any  previous  edition.  There  are 
now  descriptions  of  1,335  species  and  references 
to  over  five  thousand  origins.  New  generic 
names,  newly  recognized  families  and  an  order, 
new  rearrangements,  all  reflect  the  interested 
capability  of  the  new  board  of  editor-trustees 
made  necessary  by  Professor  Bergey’s  death. 
To  his  vision  and  industry  in  development  of 
systematic  bacteriology  this  volume  is  indeed  a 
tribute. 

Irving  M.  Derby 

Surgical  Anatomy.  By  C.  Latimer  Callander, 
M.D.  Second  edition,  entirely  reset.  Quarto  of 
858  pages,  illustrated.  Philadelphia,  W.  B. 
Saunders  Co.,  1939.  Cloth,  $10. 

The  second  edition  of  this  work,  first  brought 
out  in  1933,  has  been  completely  reset  and  con- 
tains 254  fewer  pages  than  the  previous  edition. 
The  illustrations  have  also  been  decreased  by  461. 
These  changes  have  in  no  way  affected  the  value 
of  the  book.  The  new  edition  contains  much 
rewritten  matter  and  includes  more  text  and 
illustrations  on  the  sympathetic  nervous  system, 
particularly  ganglionectomy  and  presacral  nerve. 
Although  the  number  of  illustrations  is  less 
there  have  been  added  at  least  one  hundred  new, 
and,  in  most  instances,  original  figures.  All  of 
these  serve  to  bring  the  volume  up  to  date  and 
represent  a lot  of  work  which  should  rank  this 
book  one  of  the  best  on  the  subject.  If  surgical 
anatomy  is  taught  in  the  last  two  years  of  the 
medical  course  it  should  be  an  excellent  text- 
book, but  we  believe,  it  contains  too  much  sur- 
gery for  the  freshman  or  sophomore  student  to 
appreciate  at  that  period  of  his  medical  course. 

We  recommend  this  book  most  highly  for  both 
the  young  and  the  older  surgeon. 

Herbert  T.  Wiklb 
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Inflated  Statistics 

In  his  latest  book,  Freedom  and  Culture , Dr.  John  Dewey  com- 
ments on  the  failure  of  sociologists  to  apply  scientific  methods  to  the 
statement  and  solution  of  their  problems.  “Judged  by  the  meth- 
ods of  the  natural  sciences,’ ’ he  observes,  “the  procedure  in  the 
social  field  has  been  prescientific  and  antiscientific.”  This  is  no- 
where more  true  than  in  the  approach  of  lay  welfare  workers  to  the 
distributive  problems  of  medical  care. 

The  advocates  of  the  Wagner  National  Health  Bill,  for  example, 
rest  their  case  on  the  dark  picture  of  the  country’s  health  supposed 
to  have  been  revealed  by  the  National  Health  Survey.  Without  the 
“facts”  adduced  in  this  survey  there  would  be  no  justification  for  the 
ambiguous  and  expensive  Wagner  bill.  Yet  it  has  repeatedly  been 
pointed  out  that  the  methods  employed  in  this  survey  were  faulty, 
the  investigating  personnel  unskilled,  and  the  resulting  information 
inaccurate  and  unreliable. 

Here  is  a typical  picture  of  lay  welfare  workers  clinging  to  a par- 
ticular remedy  although  the  conditions  it  is  supposed  to  cure  have 
been  proved  to  be  nonexistent  or  present  in  a much  slighter  degree. 

Another  example  is  the  campaign  against  venereal  disease.  No 
one  will  question  the  necessity  or  benefits  of  such  a drive.  Yet  here 
again  the  unreliability  of  social  statisticians  is  evident. 

The  American  Social  Hygiene  Association  has  scared  up  large 
appropriations  against  venereal  disease  by  a “survey”  showing  one 
person  in  every  twenty,  viz.,  5 per  cent  of  the  population,  infected 
with  syphilis.  Yet,  as  Dr.  S.  Adolphus  Knopf  recently  pointed  out, 
serologic  tests  in  New  York  City  show  a syphilis  rate  of  P/4  per  cent 
and  the  United  States  Public  Health  Service  estimates  the  rate  for 
the  entire  country  to  be  about  1 per  cent.  Premarital  tests  per- 
formed in  New  York  City  under  the  new  state  law  have  been  l3/ 5 per 
cent  positive.  This  is  less  than  a third  of  the  5 per  cent  incidence 
alleged  by  the  American  Social  Hygiene  Association. 

Apparently  the  venereal  disease  survey  of  the  American  Social 
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Hygiene  Association  has  much  in  common  with  the  National  Health 
Survey  on  which  the  Wagner  bill  is  based.  In  both,  the  underlying 
idea  is  to  “magnify  the  urgency  of  the  problem’ ’ in  order  to  frighten 
the  public  into  a desired  course  of  action. 

The  New  York  Times  asks  some  pertinent  questions  about  the 
current  penchant  for  statistical  inflation.  “In  the  final  account 
does  it  get  us  on  faster  to  paint  an  economic  system  in  the  darkest 
colors,  to  exaggerate  the  number  and  plight  of  its  victims,  to  mini- 
mize its  achievements  ? it  may  be  that  people  get  frightened  into 

a certain  course  of  action.  But  in  the  longer  test  of  time  is  man  to 
shape  his  destiny  by  fear  or  by  realities?”  These  questions  are 
directly  applicable  to  the  campaign  for  state  medicine  and  the 
“inflated  figures”  of  untreated  sickness  on  which  it  rests. 

The  Legislative  Record 

For  the  most  part  the  1940  Legislature  displayed  courage  and 
discrimination  in  its  treatment  of  medical  legislation.  In  the  face 
of  strong  sectarian  pressure  it  defeated  both  the  chiropractic  and 
physiotherapy  bills.  It  passed  the  Mahoney-Mailler  Act  making  a 
year’s  internship  obligatory  in  this  state.  It  also  enacted  two 
measures,  endorsed  by  the  profession,  permitting  qualified  prac- 
titioners from  outside  the  state  to  be  licensed  without  examination 
and  authorizing  graduates  of  acceptable  schools  elsewhere  to  prac- 
tice in  hospitals  here.  This  legislation  is  designed  to  bar  physicians 
from  sections  with  less  stringent  educational  requirements  from 
internships  and  practice  in  New  York  State.  It  is  hoped  the 
Governor  will  take  favorable  action  on  it. 

Two  apparent  concessions  to  antimedical  groups  seem  to  have 
been  the  result  of  misunderstanding.  Both  failed  to  bear  fruit. 
One — the  passage  of  the  Mahoney  physiotherapy  bill  in  the  Senate — 
was  nullified  by  defeat  of  the  companion  Assembly  measure.  There 
is  little  doubt  that  this  bill  succeeded  in  obtaining  Senate  support 
because  it  was  reported  to  have  the  backing  of  the  State  Department 
of  Education.  Following  a state-wide  outburst  of  indignation  over 
the  department’s  alleged  endorsement  of  a measure  inimical  to  the 
Medical  Practice  Act,  the  Commissioner  of  Education  and  his  col- 
leagues repudiated  the  Mahoney-Goldberg  bill.  Meantime  the 
good  sense  of  the  Assembly  Rules  Committee  had  already  killed  it. 
Defeat  of  the  deserving  radiology  bill  in  committee  appears  to  have 
been  due,  at  least  in  part,  to  confusion  over  its  relationship  to  the 
physiotherapy  measure. 

Passage  of  another  Goldberg  bill,  insinuating  a health  insurance 
feature  into  the  State  Unemployment  Insurance  Act,  seems  to  be 
another  case  of  failure  to  recognize  the  full  implications  of  a measure. 
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The  Legislature  had  previously  rejected  compulsory  health  insur- 
ance. It  is  unlikely  that  it  would  have  passed  the  Goldberg  bill 
had  it  realized  that  this  also  is  compulsory  health  insurance  under 
an  incognito. 

Apparently  the  friends  of  obligatory  prepayment  have  doubts  as 
to  its  acceptability  to  the  American  public.  Otherwise  they  would 
not  try  to  bring  it  in  as  a legislative  stowaway. 

In  any  event,  the  Goldberg  bill  went  before  the  Governor  for 
final  decision.  Governor  Lehman  has  vetoed  the  bill,  and  the 
question  is  settled  for  this  year.  If  this  state  ever  adopts  obliga- 
tory prepayment  for  sickness,  it  should  do  so  directly  and  with 
a full  realization  of  what  it  is  undertaking. 

The  B2  Complex 

In  the  field  of  the  vitamins,  the  B2  complex  remains  an  outstand- 
ing challenge  to  scientists.  The  fact  that  the  term  “complex”  still 
is  applied  to  the  B group  is  sufficient  evidence  that  its  complexities 
have  not  as  yet  been  clarified.  Nevertheless,  in  the  routine  practice 
of  medicine,  it  generally  is  not  realized  that  the  ramifications  of  this 
group  of  vitamins  are  so  widespread  in  their  effects  on  human  me- 
tabolism that  only  the  surface  has  been  scratched ; and  it  is  all  too 
frequent  that  vitamin  B therapy  is  prescribed  with  no  regard  to  the 
action  of  its  various  components.  This  is  largely  the  result  of  the 
grouping  of  the  B factors  under  the  term  “vitamin  B,”  even  though 
there  is  no  chemical  relationship  among  them  and  their  physiologic 
actions  are  different.  Quoting  Dameshek  and  Myerson1  “the  situa- 
tion in  regard  to  recognition  and  purification  of  the  various  factors 
of  the  B2  complex  shows  such  rapid  change  that  a publication  of 
even  a year  ago  is  now  outdated.” 

Bi,  or  thiamin  chloride,  has  been  isolated  in  pure  form  and  its 
antiberiberi  effect  definitely  established.  Riboflavin,  or  lacto- 
flavin,  commonly  known  as  vitamin  B2,  has  been  chemically  identified 
and  constitutes  an  important  component  in  the  oxygen  reduction 
mechanism  of  the  body  cells.  Its  deficiency  in  the  body  may  result 
in  an  erosion  of  the  mucous  membrane  and  a cracking  of  the  squa- 
mous epithelium  at  the  corners  of  the  mouth,2  and  in  experimental 
animals  its  deficiency  will  cause  growth  disturbances,  yellow  liver, 
and  cataract.  Deficiency  of  the  nicotinic  acid  in  this  B group  has 
been  established  as  the  main  cause  of  pellagra,3  and  its  chemical 
formula  is  also  established.  But  of  the  other  factors  in  the  complex, 
B3,  B4,  B5,  and  B6  identified  by  Gy  orgy, 4 and  the  filtrate  and  W 

1 Dameshek,  W.,  and  Myerson,  P.  G.:  Am.  J.  M.  Sc.  199:  518  (Apr.)  1940. 

2 Sebrell,  W.  H.,  and  Butler,  R.  E.:  Pub.  Health  Rep.  53:  2282  (1938). 

s Spies,  T.  D.:  Lancet  1:  252  (1938). 

4 Gyorgy,  P. : Nature  133:  498  (1934). 
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factors,  but  little  is  known.  Besides  these,  others  that  may  or  may 
not  have  a vitamin  activity,  factors  such  as  choline  and  the  gray-hair 
preventive  factor  of  Lunde  and  Kringstad  are  as  yet  undetermined 
in  regard  to  their  need  and  their  therapeutic  value. 

For  the  clinician,  therefore,  it  would  seem  that,  for  the  present  at 
least,  treatment  of  vitamin  B deficiencies  would  be  best  carried  out 
by  giving  the  patient  the  entire  B complex,  instead  of  only  the 
known  factors  whose  potency  has  more  or  less  been  determined. 
These  latter  can  be  added  in  the  required  amounts. 

Sulfonamide  Symposiums;  Their  Importance 

The  extent  to  which  data  have  accumulated  concerning  the 
effects  of  the  sulfonamide  compounds  is  so  considerable  that  it  is 
almost  impossible  for  any  one  physician  to  acquaint  himself  min- 
utely with  the  numerous  publications  on  the  subject.  So  many 
branches  of  medicine  are  involved  in  this  form  of  chemotherapy  that 
articles  are  found  concerning  their  therapeutic  and  toxic  effects  in 
virtually  every  issue  of  every  medical  periodical  in  all  general  and 
special  fields.  Obviously  to  read  all  these  is  not  possible,  except  for 
one  who  can  spend  his  entire  time  in  a well-stocked  library.  There- 
fore the  symposiums  that  county  and  other  local  medical  societies 
conduct  on  this  subject  are  becoming  increasingly  important  to  the 
practitioner,  for  here  he  can  obtain,  in  one  evening,  a mature  digest  of 
the  progress  in  this  relatively  new  phase  of  chemotherapy. 

For  instance,  at  the  annual  meeting  of  the  New  York  Academy  of 
Medicine  in  January,  1940,  the  addresses  of  Blake,  of  Plummer,  and 
of  Tillet1  afforded  the  audience  a well-edited  resume  of  the  status, 
to  date,  of  the  sulfonamides.  All  left  the  meeting  with  problems 
solved,  hearsay  refuted  or  substantiated,  and  new  (to  the  hearer) 
observations  destined  to  serve  them  in  the  everyday  practice  of 
medicine.  To  take  only  one  point  as  an  example,  while  all  knew 
that  it  is  inadvisable  to  combine  the  sulfonamides  with  other  drugs, 
how  many  were  aware  that  Adriani2  showed  that  barbiturates  ad- 
ministered to  animals  who  had  had  sulfonamide  died  whereas  the 
controls  did  not?  The  clinical  significance  of  this  is  readily  appar- 
ent; many  patients  require  surgery  after  a course  of  sulfanilamide 
therapy,  and  the  “routine”  preparation  for  operation  may  call  for 
the  administration  of  amytal,  nembutal,  or  some  other  like  product. 
“Furthermore,  an  amount  of  barbiturates  which  induced  only  sub- 
anesthetic states  in  normal  rats,  caused  deep  anesthesia  and,  in  some 
instances,  death  in  animals  receiving  sulfanilamide.  The  implica- 
tions of  these  findings  concerning  the  selection  of  the  type  of  anes- 
thetic in  surgical  patients  receiving  sulfanilamide  is  obvious.” 

1 Papers  of  Blake,  F.  G.,  Plummer,  N.,  and  Tillet,  W.  S. : Bull.  New  York  Acad.  Med.  16:  No.  4 

(Apr.)  1940. 

2 Adriani,  J.:  J.  Lab.  & Clin.  Med.  24:  1066  (1939). 


May  1,  1940] 


CURRENT  COMMENT 


Tillet  also  calls  attention  to  Glaubach’s3  observations  that  the 
anesthetic  effects  of  papaverine  are  so  augmented  by  sulfapyridine 
that  a dose  which  ordinarily  would  produce  a transient  narcotic 
effect  will  result  in  deep  narcosis,  and  sometimes  death. 

Thus  the  “town  hall”  medical  society,  in  affording  the  practitioner 
ready  access  to  the  world’s  literature  on  every  aspect  of  medicine  in 
its  successive  meetings  throughout  the  year,  has  done  yeoman’s  work 
in  the  advance  of  the  public  health.  As  far  as  the  sulfonamide  de- 
rivatives are  concerned,  may  we  modestly  suggest  that  each  county 
society  for  the  present  devote  at  least  one  program  a year  to  record 
the  merits  and  demerits  of  this  precocious  infant  of  pharmacology. 

3 Glaubach,  S. : Proc.  Soc.  Exper.  Biol.  & Med.  42:  325  (1939). 
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“There  are  many  who  believe  that 
the  question  which  history  presents  to 
us  is  the  question  whether  our  existing 
economic  system  can  be  changed  over 
into  a workable  and  socially  effective 
system  without  authoritarian  forms  of 
government.” — Archibald  MacLeish,  li- 
brarian of  Congress,  writing  in  Life. 

“These  millions  of  unemployed  men 
and  women  are  ready  subjects  to  the  wiles 
of  the  demagogues  who  actually  desire  to 
undermine  and  destroy  our  democratic 
institutions.  No  better  national  defense 
can  be  built  than  one  that  encompasses 
the  re-employment  of  the  ten  million  un- 
employed.”— Philip  Murray,  chairman, 
Steel  Workers  Organization  Committee, 
in  a radio  address  on  “Unemployment, 
the  Root  of  America’s  Economic 
Ills.” 

“Through  propaganda,  socialized  medi- 
cine, particularly  in  the  form  of  federal- 
ized medicine,  has  been  made  to  appear  a 
likely  political  issue  in  the  United  States. 
Your  overwhelming  rejection  of  it.  . . . 
should  have  the  effect  of  making  socialized 
medicine  a dead  political  issue.  When 
....  you  vote  refusal  to  cooperate  with  a 
federally  controlled  and  administered  pro- 
gram of  socialized  medicine,  that  program 
becomes  on  the  face  of  it  impossible.  So 


long  as  you  do  not  break  ranks,  no  na- 
tional legislation  tending  toward  the 
drastic  curtailment  of  the  private  practice 
of  medicine  has  a chance  of  being  spon- 
sored— much  less  being  passed — by  re- 
sponsible political  leaders.” — This  is  the 
undeniable  situation,  according  to  the 
editors  of  Modern  Medicine  in  the  March 
issue  of  that  publication. 


“Like  many  glittering  theories  that 
have  from  time  to  time  gripped  public 
imagination,  socialized  medicine  is  im- 
practical in  the  United  States.  The  rea- 
son is  quite  simple.  Doctors,  convinced 
that  it  would  be  inimical  to  public  health, 

will  not  cooperate It  is  but  ignoring 

realities  to  believe  the  best  possible  spread 
of  adequate  medical  attention  has  been 
obtained.  Leaders  in  the  medical  pro- 
fession recognize  this  themselves  and  are 
working  to  remedy  conditions.  Nothing 
could  be  more  reasonable  than  to  assume 
they  are  most  able  to  meet  and  solve  this 
problem.  Certainly  it  would  be  a gross 
mistake  to  permit  government  interven- 
tion that  would  hobble  the  profession, 
destroy  its  initiative,  merchandise  its 
humanitarian  service,  and  lower  stand- 
ards of  health  ministration.  More  than 
that,  socialized  medicine  can’t  work  be- 
cause doctors  will  not  tolerate  it.” — From 
the  St.  Louis  Globe-Democrat  recently 
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Headquarters 

THE  WALDORF-ASTORIA 

Park  Avenue  at  50th  Street 
New  York  City 


Throughout  the  meeting  May  6-9,  1940,  the  Waldorf-Astoria  will 
house  all  the  meetings. 

Members  planning  to  attend  the  annual  meeting  are  particularly  urged 
to  make  their  stay  at  this,  the  headquarters  hotel,  thus  to  make  all  the 
sessions  carry  through  more  promptly  and  smoothly.  In  this  way,  also, 
the  registrants  will  save  themselves  valuable  time  between  sessions. 

The  Waldorf-Astoria  has  set  a special  rate  for  its  rooms  for  all  registrants 
concerned  with  the  meeting,  the  members  and  their  families,  and  the  ex- 
hibitors. 

Single  rooms  with  bath  can  be  rented  at  $6.00  to  $8.00,  double  rooms 
with  bath  at  $9.00  to  $11.  The  Hotel  has  agreed  to  carry  these  rates  over 
for  those  who  wish  to  continue  their  stay  after  the  close  of  the  meeting. 

On  Sunday  evening,  the  “official  family”  of  the  Society  will  attend  a 
“Get  Together”  dinner  on  invitation  of  the  Committee  on  Arrangements. 

The  House  of  Delegates  will  be  in  session  in  the  Ballroom  from  Monday 
morning  at  10:00  through  the  afternoon  and  evening  and  Tuesday  morning. 

General  Sessions  will  be  held  on  Tuesday  and  Thursday  afternoons  in  the 
Ballroom. 

Section  and  Session  meetings  will  begin  Tuesday  morning  with  second 
sessions  Wednesday  afternoon.  The  meetings  beginning  Wednesday 
morning  carry  on  through  Thursday  morning.  All  the  rooms  will  be  in  use, 
most  of  them  on  the  fourth  floor,  with  the  Empire  and  Sert  rooms  on  the 
Park  Avenue  ground  floor  and  the  Ballroom  on  the  third  floor. 

The  Women's  Auxiliary  to  the  State  Society  will  hold  its  meetings  on  the 
fourth  floor  on  Monday,  Tuesday,  and  Wednesday. 

The  Women's  Medical  Society  of  the  State  of  New  York  will  also  have  its 
Annual  Convention  in  the  Waldorf  in  the  Perroquet  Suite  on  Monday. 

Those  in  charge  of  the  meeting  earnestly  request  all  who  attend,  mem- 
bers and  guests,  to  REGISTER  in  the  Silver  Corridor  when  they  first 
enter.  Badges  this  year  will  be  required  for  admission  to  all  sessions. 
There  is  no  charge  for  registration. 

Hotel  reservations  should  be  made  at  once,  by  mail,  directly  to: 

Mr.  Joseph  Bolling,  Office  Manager 
Hotel  Waldorf-Astoria 
Park  Avenue  at  50th  Street 
New  York  City 


CESAREAN  SECTION 


A Ten-Year  Study  Conducted  in  Rochester  and  Monroe  County  by  the  Committee 
on  Maternal  Welfare  of  the  Medical  Society  of  the  County  of  Monroe 

James  K.  Quigley,  M.D.,  F.A.C.S.,  Rochester,  New  York 


The  operation  of  cesarean  section  has 
been  criticized  in  many  maternal 
mortality  surveys  for  two  reasons : first, 
that  too  many  sections  were  being  done, 
in  other  words  the  indications  in  many 
cases  were  unwarranted;  and  second, 
that  the  mortality  rates  in  area  studies 
were  unnecessarily  high.  It  seemed, 
therefore,  that  it  might  not  only  be  of 
interest  but  also  of  value  to  find  what  the 
situation  is  locally  and  to  compare  it  with 
similar  studies  elsewhere,  and  it  seemed 
fitting  that  this  study  should  be  made  by 
a group  interested  in  maternal  welfare. 
The  material  here  presented  includes  all 
cesarean  sections  performed  in  all  the 
hospitals  of  the  city  and  the  county  in- 
firmary for  ten  years  and  was  conducted 
by  the  Committee  on  Maternal  Welfare 
of  the  County  of  Monroe. 

Incidence 

The  proportions  of  operations  to  total 
deliveries  in  seven  hospitals  varied  from  1 
in  29  to  1 in  94  (the  average  for  all  hos- 
pitals was  1 in  40,  or  2.48  per  cent).  A 
fairer  consideration  of  proportion,  how- 
ever, would  be  the  number  of  operations 
to  all  births  in  the  county,  which  was  1 in 
68  or  1.46  per  cent.  In  the  Cleveland 
area  the  hospital  incidence  was  1 to  44, 
of  total  births  1 to  90;  in  the  Detroit 
study  the  hospital  incidence  was  1 to  73, 
of  total  births  1 to  167 ; and  in  the  Phila- 
delphia study  the  hospital  incidence  was  1 
to  41,  of  total  births  1 to  61.  It  will  be 
noted  from  this  that  the  proportion  of 
cesarean  sections  done  upon  hospital 
patients  is  about  the  same  for  Cleveland, 
Philadelphia,  and  Rochester. 

There  is  a tremendous  increase  over  the 
frequency  of  abdominal  delivery  done 
twenty-five  years  ago.  However,  I think 


TABLE  1. — Statistics  on  Cesarean  Section — 
Rochester  and  Monroe  County 


Hospital 

Total 

Deliveries 

No. 

Cesareans 

Incidence 

A 

7,554 

140 

1 in  55  or  1.86% 

B 

3,135 

81 

1 in  37  or  2.58% 

C 

5,930 

116 

1 in  51  or  1.90% 

D 

4,752 

116 

1 in  40  or  2.44% 

E 

10,610 

358 

1 in  29  or  3.30% 

F 

4,745 

117 

lin  40  or  2.46% 

G 

849 

9 

1 in  94  or  1.06% 

Total 

37,575 

937 

1 in  40  or  2.48% 

Total  births 
in  county 

63,960 

937 

1 in  68  or  1.46% 

Cleveland 

Detroit 

Philadelphia 

Hospital 
Incidence 
1 to  44 
1 to  73 
1 to  41 

Proportion  to 
Total  Births 
1 to  90 
1 to  167 
1 to  61 

it  is  generally  agreed  that  the  broadening 
of  the  indications  for  this  operation  from 
the  sole  indication  of  markedly  contracted 
pelvis  is  justified,  although  any  study  of 
the  indications  as  given  in  the  records 
would  lead  one  to  the  conclusion  that 
many  of  the  reasons  are  quite  far  drawn 
and  that  the  list  of  indications  today  is  too 
long. 

Indications 

Contracted  pelvis  of  all  forms  was  the 
indication  offered  in  four-ninths  of  the 
cases;  this  diagnosis  or  indication  was 
not  always  substantiated  by  a perusal  of 
the  pelvic  measurements,  however.  In 
many  of  the  records  where  contracted 
pelvis  was  given  as  the  indication,  very 
meager  pelvimetric  findings  were  re- 
corded. The  estimated  diagonal  con- 
jugate was  often  conspicuous  by  its  ab- 
sence. 

Previous  cesarean  section  as  an  indica- 
tion means  that  this  is  the  sole  reason  for 
operating  and  that  the  reason  for  the 
previous  section  or  sections  did  not  obtain 
at  the  time  of  the  operation  under  discus- 
sion such  as  contracted  pelvis;  over  10  per 
cent  of  the  total  number  were  operated  on 
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TABLE  2. — Indications  for  Operations — Seven  Hospitals — Ten  Years 


Contracted  pelvis,  all  forms 
Previous  cesarean  section 
Placenta  previa 
Ablatio  placentae 
Eclampsia 

Pre-eclamptic  and  nephritic  toxemia 

Fibromyoma  of  uterus 

Cardiac  disease 

Pulmonary  tuberculosis 

Chronic  nephritis 

Pyelitis 

Elderly  primiparity 
Disproportion 

After  repair  pelvic  floor  following  dystocia  with  previous  labors 
and  stillbirths 
After  amputation  cervix 
Stenosis  of  cervix 
Carcinoma  of  cervix 
Cervical  dystocia 
Trial  labor 
Uterine  inertia 
Contraction  ring  dystocia 
Double  uterus 

Atresia  or  stenosis  of  vagina 
Fractured  pelvis 
“Demand  of  patient” 

Malpresentation,  breech,  face,  transverse,  brow 

Unclassified 

Miscellaneous 


A 

B 

c 

D 

E 

F 

G 

Total 

64 

38 

32 

49 

168 

61 

2 

414 

13 

14 

8 

14 

41 

6 

1 

97 

13 

13 

2 

10 

21 

11 

1 

71 

8 

2 

6 

8 

9 

7 

2 

42 

0 

2 

0 

1 

3 

2 

0 

8 

0 

0 

10 

4 

21 

1 

0 

36 

5 

2 

7 

2 

9 

0 

1 

26 

5 

1 

15 

4 

14 

3 

0 

42 

0 

1 

17 

3 

12 

1 

2 

36 

3 

0 

0 

0 

5 

0 

0 

8 

0 

1 

1 

0 

0 

0 

0 

2 

2 

0 

4 

0 

8 

7 

0 

21 

4 

3 

2 

0 

15 

5 

0 

29 

0 

5 

0 

0 

2 

9 

0 

16 

0 

2 

2 

0 

2 

0 

0 

6 

0 

0 

0 

0 

2 

0 

0 

2 

0 

0 

0 

0 

1 

0 

0 

1 

0 

0 

2 

5 

0 

0 

0 

7 

4 

0 

6 

0 

0 

0 

0 

4 

0 

1 

3 

0 

0 

0 

0 

4 

0 

0 

0 

0 

3 

0 

0 

3 

0 

0 

0 

0 

2 

0 

0 

2 

1 

0 

0 

0 

1 

0 

0 

2 

0 

0 

0 

2 

1 

0 

0 

3 

2 

0 

0 

6 

0 

0 

0 

2 

5 

1 

1 

0 

1 

1 

0 

9 

6 

0 

0 

12 

2 

0 

c 

20 

5 

0 

4 

2 

10 

3 

0 

24 

TABLE  3. — Type  of  Operation — Rochester  and 
Monroe  County 


Classical 

Cesarean 

Laparo- 
trachelotomy 
or  Low 

Porro’s 

Post- 

Hospital 

Section 

Cervical 

Operation 

mortem 

A 

132 

7 

1 

0 

B 

65 

14 

1 

1 

C 

88 

14 

14 

0 

D 

107 

6 

3 

1 

E 

209 

147 

2 

0 

F 

112 

4 

1 

0 

G 

4 

4 

1 

0 

— 

— 

— 

— 

Total 

717  or 

196  or 

23  or 

2 

76.5% 

20.9% 

2.4% 

Elective  done  before  the  onset  of  labor — 588. 

In  labor  done  often  after  trial  labor — 349. 

The  average  length  of  these  labors  was  21  hours.  The 
longest  labors  in  the  seven  hospitals  were  72,  106,  85,  168, 
96,  and  96  hours,  respectively. 


solely  for  this  reason,  and  this  is  too  high. 
The  hemorrhagic  states,  ablatio,  and 
placenta  previa  accounted  for  another 
10  per  cent. 

Fortunately,  there  were  only  8 cases  of 
eclampsia  delivered  by  cesarean  section, 
for  this  is  not  an  approved  method  of 
handling  this  disease,  although  some 
cases  of  pre-eclamptic  toxemia,  such  as  in 
the  elderly  primipara,  are  best  delivered 
by  this  operation. 

Observations  by  Dr.  Lloyd  have  shown 
that  during  labor  there  is  a marked  in- 
crease in  intrathoracic  pressure;  this  may 
explain  why  cases  of  pulmonary  tubercu- 
losis that  have  done  well  during  preg- 
nancy pursue  a downward  course  after 
delivery,  and  that  delivery  by  elective 
cesarean  section  may  obviate  this.  There 


were  36  cases  of  tuberculosis  so  treated  in 
this  series;  many  of  these  were  sterilized 
at  the  time  of  section.  The  pregnant 
woman  with  decompensated  heart  disease 
is  often  best  delivered  by  cesarean  section 
under  local  anesthetic. 

Included  in  the  group  of  “all  other 
indications”  were  obstructive  causes  other 
than  pelvic  deformity  such  as  fibroids, 
ovarian  cysts  blocking  the  pelvis,  carci- 
noma of  the  cervix,  and  stenosis  of  the 
cervix  following  amputation. 

Indications  given  by  operators  that 
might  tend  to  support  the  contention  that 
this  operation  is  performed  too  often 
were : demand  of  the  patient,  rigidity  of 

the  cervix,  uterine  inertia,  and  arrested 
labor.  All  of  these  conditions  are  ordi- 
narily handled  without  resort  to  ab- 
dominal delivery. 

Type  of  Operation. — Seven  hundred 
and  seventeen  were  of  the  so-called  clas- 
sic type  with  no  attempt  to  extraperitone- 
alize  the  uterine  incision  (76.5  per  cent). 
One  hundred  and  ninety-six  were  laparo- 
trachelotomies — the  low  cervical  opera- 
tion with  either  single  or  double  overlap 
of  the  peritoneum  over  the  uterine  incision 
(20.9  per  cent).  In  only  one  hospital  (E) 
was  this  operation  preferred  in  a signifi- 
cant proportion  of  the  cases.  In  this 
institution  147  or  41  per  cent  of  the  total 
sections  done  were  laparotraehelotomies. 
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This  total  of  147  in  hospital  E represented 
75  per  cent  of  all  the  low  cervical  sections 
done  in  all  the  hospitals.  There  were  23 
sections  followed  by  hysterectomy,  the 
Porro  operation  (2.4  per  cent). 

TABLE  4. — Maternal  Morbidity 


Included  in  this  survey  were  264  opera- 
tions done  in  the  private  patient  depart- 
ment of  one  hospital  with  1 death  and 
that  from  pulmonary  embolus  on  the 
thirteenth  day  postpartum — a mortality 
rate  of  0.37  per  cent. 


Hospital 

No.  of  Cases 

Rate 

(Percentage) 

A 

50 

35 

B 

41 

50 

C 

45 

38 

D 

58 

54 

E 

124 

34 

F 

42 

35 

G 

4 

44 

Total 

364 

38 

The  index  used  is  that  of  the  American  Committee  on 
Maternal  Welfare,  viz.:  a temperature  of  100.2  F.  on 

two  successive  days  not  including  the  day  of  operation. 


A general  morbidity  rate  of  38  per  cent 
under  the  index  followed  is  not  high; 
while  it  may,  and  often  does,  mean  uterine 
infection,  it  does  not  necessarily  signify 
pelvic  sepsis;  it  includes  many  extra- 
pelvic  causes  such  as  breast  engorgement, 
urinary  infection,  etc.  While,  as  will  be 
shown  later,  the  mortality  rate  for  the 
entire  series  is  low  all  things  considered, 
nevertheless  many  of  these  patients  had 
stormy  postoperative  courses. 

TABLE  5. — Maternal  Mortality 


Rate 


Hospitals 

Cesareans 

Deaths 

(Percentage) 

A 

140 

3 

2 1 

B 

81 

6 

7 A 

C 

116 

3 

2.5 

D 

116 

6 

5.1 

E 

358 

4 

1.1 

F 

117 

5 

4.2 

G 

9 

1 

11.0 

Total 

937 

28 

2.9 

TABLE  6. — Comparison  with  Similar  Surveys 


City 

No. 

Cesareans 

Deaths 

Rate 

(Percentage) 

Cleveland 

1,047 

75 

7.15 

Brooklyn 

1,805 

128 

7.0 

Los  Angeles  (small 
hospitals  omitted) 

1,550 

73 

5 . 1 

Philadelphia 

573 

39 

6.8 

Detroit — 1925 

154 

20 

13.0 

Detroit — 1930 

203 

9 

4.43 

Rochester 

937 

28 

2.9 

While  a gross  mortality  rate  of  2.9  per 
cent  for  937  cesarean  sections  done  in 
seven  hospitals,  large  and  small,  is  low  as 
compared  with  the  results  in  other  cities, 
nevertheless  our  analysis  of  the  28  deaths 
shows  that  it  might  have  been  even  lower. 


TABLE  7. — Mortality  of  Types  of  Operation 


No. 

Rate 

Type  of  Operation 

Cases 

Deaths 

(Percentage) 

Classic 

718 

24 

3.34 

Laparotrachelotomy 

196 

2 

1.02 

Porro 

23 

2 

8.69 

Comparison 

with  Similar  Surveys 

Philadelphia 

Classic 

458 

31 

6.7 

Laparotrachelotomy 

103 

4 

3.8 

Porro 

10 

4 

40.0 

Detroit,  1930 

Classic 

105 

8 

7.61 

Laparotrachelotomy 

87 

0 

0 

Porro 

11 

1 

9.0 

Cleveland 

Classic 

827 

63 

7 . 6 

Laparotrachelotomy 

108 

3 

2.8 

Collected  series 

Classic 

2,242 

159 

7.0 

Laparotrachelotomy 

1,287 

26 

2.02 

TABLE  8. 

— Causes  of  Death 

Peritonitis 
Pulmonary  embolus 
Abruptio  placentae 
Heart  disease 
Eclampsia 

Pre  eclamptic  toxemia 
Thrombosis  iliac  vein 
.Spinal  anesthesia 
Hemorrhage  and  shock 
Carcinoma 
Lobar  pneumonia 
Bronchopneumonia 
Chronic  nephritis 


7 deaths  or  25%  of  total 
5 deaths  or  17%  of  total 
3 deaths  or  10%  of  total 
3 deaths  or  10%  of  total 
2 deaths  or  7 % of  total 
1 death  or  3%  of  total 
1 death  or  3%  of  total 
1 death  or  3%  of  total 
1 death  or  3%  of  total 
1 death  or  3%  of  total 
1 death  or  3%  of  total 
1 death  or  3%  of  total 
1 death  or  3%  of  total 


One  cannot  escape  the  conviction  that 
the  mortality  rate  for  the  low  cervical 
cesarean  section  or  laparotrachelotomy  is 
one-half  or  even  less  than  one-half  that  of 
the  classic  operation — it  must,  therefore, 
be  safer  and  should  be  more  generally 
adopted.  In  addition  to  many  other  ad- 
vantages there  is  notably  less  liability 
for  rupture  of  the  uterus  in  subsequent 
pregnancies. 

In  connection  with  this  I wish  to  quote 
first  from  Skeel  and  Jordan,  of  Cleveland : 
“In  our  series  the  low  or  cervical  opera- 
tion gives  a definitely  lower  mortality 
rate  than  does  the  classic.  We  advise  its 
use  in  all  potentially  infected  cases.  In 
those  with  definite  sepsis  the  Porro  should 
be  considered.”  Secondly,  I quote  from 
Seeley,  of  Detroit:  “The  low  cervical 

cesarean  section  should  replace  the  classic 
as  the  operation  of  choice  in  the  majority 
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TABLE  9. — Fatalities 


Hours 

in  Vaginal  Mem- 

Type  of  Operation  Indication  Labor  Exam,  branes  Cause  of  Death 


1. 

Classic 

Abruptio 

None 

None 

Intact 

Shock  and  hemorrhage 

2. 

Classic 

Heart  disease 

None 

None 

Intact 

Heart  disease 

3. 

Classic 

Contracted  pelvis 

14 

None 

Intact 

Lobar  pneumonia 

4. 

Classic 

Uterine  dystocia 

19 

None 

15  hours 

General  peritonitis — 8th  day 

5. 

Classic 

Previous  stillbirth 

6 

None 

Intact 

General  peritonitis — 6th  day 

6. 

Classic 

Abruptio 

None 

None 

Intact 

Postpartum  hem. — 3 hours 

7. 

Classic 

Heart  disease 

None 

None 

Intact 

Spinal  anes.  cesarean  done  post- 

mortem 

8. 

Classic 

Placenta  previa 

None 

None 

Intact 

Pulmonary  embolus — 8th  day 

9. 

Classic 

Placenta  previa 

None 

None 

Intact 

General  peritonitis 

10. 

Classic 

Toxemia  preg. 

None 

None 

Intact 

Pulmonary  embolus — 38th  day 

11. 

Classic 

Toxemia  and  heart  disease  None 

None 

Intact 

Pulmonary  embolus — 2nd  day 

12. 

Classic 

Heart  disease 

None 

None 

Intact 

Cardiac  death — 36th  day 

13. 

Classic 

Abruptio 

22 

1 

? 

Shock  and  hemorrhage — 5 hours 

14. 

Classic 

Contracted  pelvis 

14 

None 

I ntact 

Thrombosis  iliac  vein — 16th  day 

15. 

Classic 

Placenta  previa 

None 

None 

Intact 

General  peritonitis — 5th  day 

16. 

Classic 

Stenosis  cervix 

36 

4 

Intact 

Toxemia  pregnancy 

17. 

Classic 

Pre-eclamptic  toxemia 

None 

None 

Intact 

Eclampsia — 16  hours 

18. 

Classic 

Breech  elderly  Pr. 

16 

None 

34  hours 

General  peritonitis — 6th  day 

19. 

Porro 

Cervical  stenosis 

1 

1 

33  hours 

Hemorrhage — 3 hours 

20. 

Classic 

Previous  cesarean 

None 

None 

Intact 

Bowel  adherent  from  previous  sec- 

tion, torn — peritonitis 

21. 

Laparotrachelotomy 

Contracted  pelvis 

53 

None 

Intact 

General  peritonitis 

22. 

Laparotrachel  otomy 

Funnel  pelvis 

12 

None 

Intact 

Pulmonary  embolus — 13th  day 

23. 

Classic 

Maternal  exhaustion 

28 

None 

Intact 

Carcinoma — 66th  day 

24. 

Porro 

Abruptio  and  toxemia 

None 

None 

Intact 

Eclampsia — 7th  day 

25. 

Classic 

Abruptio  and  toxemia 

None 

None 

Intact 

Chronic  glomerulonephritis — 13th 

26. 

Classic 

Contracted  pelvis 

36 

3 

36  hours 

Peritonitis — 11th  day 

27. 

Classic 

Heart  disease 

None 

None 

Intact 

Cardiac  death — 8 hours 

28. 

Classic 

Abruptio  and  toxemia 

None 

None 

Intact 

Bronchopneumonia — 4th  day 

TABLE  10. — Analysis  of 

the  Deaths  from  General  Peritonitis 

Hours  in 

Private 

Indication 

Vag.  Exam. 

Membranes 

Labor 

Type  of  Operation  or  Ward 

4. 

Uterine  dystocia 

None 

15  hours 

19 

Classic  Private 

5. 

Previous  stillbirth 

None 

Intact 

6 

Classic  Private 

9. 

Placenta  previa 

None 

Intact 

None 

Classic  Private 

15. 

Placenta  previa 

None 

Intact 

None 

Classic  Private 

18. 

Breech  elderly  Pr. 

None 

34  hours 

16 

Classic  Private 

20. 

Previous  cesarean 

None 

Intact 

None 

Classic  Ward 

21. 

Contracted  pelvis 

None 

Intact 

53 

Laparotrachelotomy  Ward 

(Many  per  rectum) 

26. 

Contracted  pelvis 

3 

36  hours 

36 

Classic  Ward 

TABLE  11. — Mortality  of  Various  Conditions  Treated  by  Cesarean  Section 


Condition 

No.  of 
Cesareans 

Deaths 

Abruptio 

42 

6 

Placenta  previa 

71 

3 

Eclampsia 

8 

1 

Heart  disease 

42 

3 

Toxemia  of  pregnancy 

36 

3 

Pulmonary  tuberculosis 

36 

0 

Contracted  pelvis 

414 

5 

Monroe 
Co.  and 

—Percentage— 

Los 

Rochester 

Phila. 

Brooklyn 

Angeles 

Cleveland 

Rate 

Rate 

Rate 

Rate 

Rate 

14.3 

15.7 

0 

8 

3 

4.2 

7.1 

7 

6 

5 

12.5 

7.1 

35.7 

26 

28 

20 

8.3 

0 

1.26 

10.3 

6.6 

6 

4.5 

Three  abruptio  cases  died  of  hemorrhage  and  shock:  1 of  eclampsia — 7th  day;  1 of  glomerulonephritis — 13th  day; 
1 of  bronchopneumonia — 4th  day. 

Placenta  previa — 1 of  pulmonary  embolus — 8th  day;  2 of  general  peritonitis. 


of  cases — yet  it  should  be  remembered 
that  it  should  not  compete  with  the  Porro 
operation  or  with  craniotomy.” 

Three  factors  affecting  the  prognosis 
in  cesarean  section  done  upon  women  in 
labor  are:  (1)  length  of  labor;  (2) 

vaginal  examination,  if  any,  and  number; 
and  (3)  whether  membranes  were  rup- 
tured, and  if  so,  how  long  prior  to  section. 

Length  of  Labor. — Three  hundred  and 
forty-nine  cases  were  in  labor  for  an  aver- 


age period  of  twenty-one  hours  with  12 
deaths — a mortality  rate  of  3.4  per  cent. 
Five  hundred  and  eighty-eight  cases  were 
elective  operations  done  before  the  onset 
of  labor  with  16  deaths — a mortality  rate 
of  2.7  per  cent. 

Ruptured  Membranes. — In  155  cases  the 
membranes  were  ruptured.  The  average 
time  elapsing  between  the  rupture  and  the 
operation  was  seventeen  and  seven-tenths 
hours.  There  were  4 deaths  in  this  group 
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or  2.6  per  cent  mortality.  The  time 
elapsing  between  rupture  and  operation 
in  2 of  the  4 cases  was  between  thirty  and 
forty  hours,  in  the  other  2 about  fifteen 
hours 

Vaginal  Examination. — In  156  cases 
vaginal  examinations  were  made  before 
the  patient  was  operated  upon.  Death 
occurred  in  4 of  these  cases  giving  a mor- 
tality rate  of  2.5  per  cent.  Other  vaginal 
manipulation  occurred  in  4 of  these  cases, 
such  as  attempted  forceps  delivery  and 
packing  the  vagina  in  1 case  of  placenta 
previa. 

There  were  8 deaths  from  spreading 
peritonitis;  in  only  1 had  any  vaginal  ex- 
aminations been  made.  Five  had  been  in 
labor  for  periods  varying  from  six  to  fifty- 
three  hours,  and  in  3 the  membranes  had 
ruptured  fifteen,  thirty-four,  and  thirty- 
six  hours  before  the  operation. 

TABLE  12. — Fetal  Mortality 


Stillbirths 

Those  unpreventable: 

Abruptio  placentae  in  mother  26 

Monster  1 

Placenta  previa  6 

Cerebral  hemorrhage  3 

Atelectasis  1 

Maternal  cardiac  1 

Unknown  5 


43 


Neonatal  Deaths 

Those  unpreventable: 

Monster  8 

Mongolian  idiocy  1 

Hydrocephalus  1 

Congenital  absence  of  esophagus  1 

Congenital  heart  1 

Prematurity  12 

Maternal  toxemia  3 

Atelectasis  2 

Asphyxia  2 

Pneumonia  4 

Cerebral  hemorrhage  2 

Thymus  2 

Icterus  2 

Toxemia  mother  2 

Scattering  and  unknown  7 


50 

Gross  fetal  mortality  rate  is  9.9  per  cent. 

Deducting  unpreventables  (39)  the  rate  is  5.7  per  cent. 

Conclusions 

1.  The  frequency  to  which  cesarean 
section  is  resorted  in  this  community  is 
about  that  of  other  cities  reporting. 
There  is  not  a marked  variation  between 
the  seven  hospitals  here  investigated. 

2.  The  indications  for  operation  as 
given  were  many.  Some,  as  contracted 
pelvis,  were  not  substantiated  by  the 
physical  examination.  Some  other  indi- 


cations were  quite  tenuous,  such  as  “desire 
of  patient,”  uterine  inertia,  etc.,  and  did 
not  demand  operation. 

3.  The  maternal  mortality  varied 
markedly  in  the  seven  hospitals  from  1.1 
per  cent  to  11  per  cent.  The  rate  of  2.9 
per  cent  for  all  the  hospitals  is  far  below 
that  of  other  studies  made  on  a city-wide 
basis.  The  maternal  morbidity  rate  is 
not  high.  The  death  rate  for  the  low 
cervical  cesarean  section  is  much  less  than 
that  for  the  classic  operation.  This  coin- 
cides with  many  other  surveys  and  would 
indicate  that  this  technic  should  be  em- 
ployed for  all  cases  in  labor  but  that  it 
does  not  compete  with  the  Porro  section 
or  craniotomy  in  cases  that  are  infected. 

4.  Cesarean  section  is  often  performed 
in  the  interest  of  the  child.  In  consider- 
ing this  as  an  indication,  the  general  infant 
mortality  rate  of  the  operation  should  be 
taken  into  account,  for  a gross  rate  of 
approximately  10  per  cent  or  even  a cor- 
rected rate  of  5.7  per  cent  is  not  to  be  dis- 
missed lightly. 

26  South  Goodman  Street 

Discussion 

Dr.  Edward  P.  McDonald,  Albany,  New 
York — The  paper  by  Dr.  James  K.  Quigley  de- 
serves careful  study  and  merits  definite  con- 
sideration of  obstetricians  and  gynecologists 
alike.  It  is  an  added  plea  for  conservatism  with 
regard  to  cesarean  section.  It  is  timely  and 
comes  to  us  during  a sort  of  transitional  period 
when  the  tendency  is  to  broaden  the  indications 
for  surgical  delivery  by  the  abdominal  route — 
not  always  based  on  good  judgment  certainly, 
but  too  often  based  upon  “excuses”  rather  than 
upon  true  indications  for  the  procedure. 

I am  firmly  convinced  that  many  patients, 
subjected  to  cesarean  section  today,  would  be  far 
better  off  and  more  wisely  handled  by  conserva- 
tive obstetric  measures.  If  cesarean  section 
carried  with  it  a negligible  mortality,  if  it  were 
not  followed  only  too  frequently  by  immediate 
and  remote  complications,  if  a section  decided 
upon  by  one  whose  judgment  is  poor  did  not 
place  the  patient  in  a position  for  almost  certain 
cesarean  section  with  subsequent  pregnancies, 
the  problem  would  not  be  so  serious. 

I know  of  no  way  to  lessen  the  great  number 
of  needless  cesarean  sections,  except  by  intelli- 
gent supervision  on  the  part  of  obstetricians 
heading  hospital  departments  and  the  drastic 
enforcement  of  regulations  set  up  by  such  de- 
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partments.  With  this  very  thought  in  mind,  the 
Albany  Hospital  recently  adopted  a ruling  in  its 
Department  of  Obstetrics  and  Gynecology  mak- 
ing it  impossible  for  any  cesarean  section  to  be 
performed  in  that  institution  without  the  attend- 
ing physician  first  having  obtained  competent 
obstetric  or  gynecologic  consultation. 

Improved  technic  and  better  training  on  the 
part  of  specialists  has  definitely  lowered  the 
operative  mortality  of  cesarean  section.  It  is 
not,  however,  low  enough  to  be  done  promiscu- 
ously, with  any  excuse  offered  as  the  reason. 
There  are  true  and  specific  indications  for  cesar- 
ean section — let  us  abide  by  them ! 

I am  interested  in  the  apparent  swing  toward 
the  low-flap  operation  and  its  relatively  lower 
mortality  than  that  in  the  classic  procedure,  de- 
spite the  fact  that  the  former  is  used  by  many 
only  in  cases  of  potential  infection.  It  would 
seem  that  if  it  is  a safer  procedure  in  the  possibly 
infected  case,  it  most  certainly  should  be  a safer 
procedure  in  the  clean,  elective  case.  I question 
if  the  reason  for  the  continued  popularity  of  the 
classic  operation  is  not  found  in  the  fact  that  it  is 
easier  to  perform  and  requires  less  knowledge  of 
pelvic  anatomy  and  less  operative  skill. 

It  is  interesting  to  note  that  in  Dr.  Quigley’s 
hospital  “E”  41  per  cent  of  the  total  sections 
were  laparotrachelotomies  with  a maternal  mor- 
tality of  1.1  per  cent — the  lowest  in  any  of  the 
seven  hospitals  he  studied.  Frankly,  the  tend- 


ency in  Albany  is  and  has  been  toward  the 
classic  procedure.  I am  convinced,  however, 
that  this  attitude  will  soon  change  in  the  face  of 
the  increasing  statistics  that  show  a lower  mor- 
tality, less  chance  of  postoperative  complica- 
tions, and  a better  scar  in  a safer  portion  of  the 
uterus,  as  offered  by  the  low-flap  operation. 

The  incidence  of  cesarean  section  in  Monroe 
County  (1  in  40)  is  not  relatively  high  when 
compared  with  many  other  cities.  For  example, 
a maternity  hospital  in  New  York  City  reports 
1 in  36,  a Boston  hospital  1 in  12,  and  a Buffalo 
hospital  1 in  14. 

In  the  Albany  Hospital,  over  a period  of  ten 
years,  from  1929  to  1938,  inclusive,  there  were 
7,228  deliveries,  158  cesarean  sections  with  an 
incident  of  2.18  per  cent.  There  were  4 deaths 
following  cesarean  section,  giving  an  operative 
mortality  of  2.53  per  cent.  One  of  the  4 cases 
that  ended  fatally  was  a young  woman  who  sus- 
tained a fractured  skull  in  an  accident,  and  upon 
whom  a cesarean  was  done  at  the  time  of  her 
death.  Living  twins  were  delivered. 

Our  future  procedures  will  and  must  be  guided 
by  such  excellent  studies  as  the  one  Dr.  Quigley 
undertook  and  presented  to  us.  He  might  well 
be  proud  of  his  co-workers  and  their  operative 
mortality  of  2.9  per  cent.  It  speaks  well  for 
their  judgment  and  operative  ability  and  proves 
that  conservatism  still  reigns  in  Monroe  County. 
And,  as  always,  it  pays  good  dividends. 


ILLEGAL  PRACTICE 

Two  years  ago,  in  order  to  cope  more  effec- 
tively with  the  numerous  complaints  received  by 
the  New  York  County  Medical  Society  almost 
daily,  the  Special  Committee  on  Illegal  Practice 
of  Medicine  was  brought  into  being.  They  have 
done,  in  spite  of  handicaps,  an  excellent  and  con- 
structive piece  of  work,  we  are  told  in  a report 
published  in  the  New  York  Medical  Week.  This 
new  committee  has  been  more  realistic  than  most 
new  committees  of  its  kind.  They  recognize  the 
hopelessness  of  obtaining  strict  enforcement  of 
the  law  with  the  present  inadequate  legal  facili- 
ties. They  appreciate  that  neither  the  county 
society  nor  the  parent  organization,  the  State 
Society,  has  the  money  or  resources  to  investigate 
the  vast  number  of  alleged  violations  of  the 
Medical  Practice  Act.  All  they  can  do  is  to  refer 
the  matter  to  the  Grievance  Committee  of  the 
Board  of  Regents  of  the  State  of  New  York. 
From  a realistic  standpoint  there  are  charlatans 
and  other  quacks  in  the  city  who  have  repeatedly 
been  convicted  of  practicing  medicine  without  a 
license  but  are  still  in  business.  They  pay  their 
fines  and  return  to  work.  Repeated  convictions 
fail  to  deter  this  group.  Rigid  legislation  is  sorely 
needed  to  rid  the  city  and  state  of  unqualified, 
unlicensed  practitioners. 


The  committee  has  enumerated  12  flagrant 
forms  of  outlaw  practice  which  should  be  curbed. 

1 . Diagnosis,  treatment,  prescribing,  and  dis- 
pensing by  druggists  and  clerks. 

2.  The  illegal  practice  of  medicine  by  chiro- 
practors, chiropodists,  and  podiatrists. 

3.  The  illegal  practice  of  medicine  by  foreign 
groups,  such  as  “Chinese  healers,”  “Polish  bar- 
bers,” etc. 

4.  The  practice  of  dermatology  in  beauty 
parlors. 

5.  The  practice  of  physical  therapy  in  bath- 
ing establishments  without  medical  supervision. 

6.  The  diagnosis  of  disease  by  physical  thera- 
peutists. 

7.  Corporate  medicine  as  practiced  by  utility 
groups  and  department  stores. 

8.  The  treatment  of  diseases  of  the  eye  by 
opticians. 

9.  Prescribing  and  diagnosing  by  psycholo- 
gists and  lay  psychoanalysts. 

10.  Diagnosis  and  treatment  by  naturopaths 
and  food  faddists. 

11.  The  practice  of  medicine  by  reducing 
groups  and  clinics. 

12.  The  performance  of  eye  examinations  by 
motor  vehicle  inspectors. 


THE  ROLE  OF  INFECTION  IN  SUDDEN  DEATH 


James  R.  Lisa,  M.D.,  and  James  Finlay  Hart,  M.D.,  New  York  City 

( From  the  Pathological  Laboratory  and  First  Medical  Division,  Service  of  Dr.  John  Carroll,  City 
Hospital,  Welfare  Island,  Department  of  Hospitals,  New  York  City) 


We  have  become  increasingly  im- 
pressed in  the  last  few  years  with 
the  role  of  infection  in  the  etiology  of 
sudden  death.  Studies  of  the  clinico- 
pathologic  material  at  the  New  York  City 
Hospital,  Welfare  Island,  during  the 
past  twelve  years  reveal  a surprisingly 
large  number  of  sudden  fatalities  that  can 
be  proved  anatomically  to  be  the  result 
of  an  infectious  process.  It  has  been  the 
teaching  over  a long  period  that  arterio- 
sclerosis is  the  dominating  factor  in  such 
accidents,  and  the  medical  profession  has 
generally  accepted  this  in  to  to.  Our  ex- 
perience, however,  leads  us  to  believe 
that  this  is  in  error  and  that  only  a small 
percentage  can  be  attributed  to  sclerotic 
changes  per  se. 

Lisa1  in  1939  reported  a survey  of  40 
cases  of  sudden  cardiac  deaths  that  came 
to  autopsy.  He  was  able  to  show  that, 
in  his  series,  the  chief  etiologic  factor  pro- 
ducing cardiac  changes  was  infection, 
whereas  arteriosclerosis  occurred  as  a 
main  factor  in  a comparatively  small 
number  of  cases.  He  stated  that  14  of 
these  were  found  to  have  infection  in  the 
myocardium,  12  exhibited  toxic  changes 
in  the  muscle,  and  there  was  presump- 
tive evidence  of  a toxic  factor  producing 
myocardial  changes  in  6 others.  Hence, 
32  out  of  40  or  80  per  cent  gave  positive  or 
suggestive  evidence  of  the  presence  of 
infection  in  the  lesion  accountable  for 
death.  Acute  endocarditis  was  found  five 
times,  acute  rheumatic  myocarditis  four 
times,  acquired  syphilis  twice.  Two 
cases  of  combined  syphilis  and  hyper- 
tension with  a superimposed  acute  infec- 
tious endocarditis  and  1 case  of  acute 
coronary  insufficiency  with  bacterial  em- 
boli were  found.  In  several  instances 
more  than  one  infectious  factor  was  pres- 
ent in  the  same  heart. 

In  the  12  cases  that  gave  evidence  of 


toxic  degeneration  there  were  no  bac- 
teria found  in  the  heart.  The  respira- 
tory tract  was  by  far  the  most  common 
site  for  the  infection  in  these  cases. 
There  were  upper  respiratory  infections 
but  they  were  mostly  in  children.  In 
adults  the  lower  respiratory  area  was  the 
most  frequently  involved.  Acute  and 
chronic  respiratory  infections  were  pres- 
ent, and  in  the  cases  that  showed  the 
chronic  condition  most  of  the  pathology 
was  found  in  the  lower  lobes  and  was  of 
the  chronic  tubular  bronchiectatic  type. 
Another  important  focus  of  infection  was 
the  G.  U.  tract  with  the  syndrome  called 
obstruction-infection  by  the  G.  U.  sur- 
geons. This  was  particularly  noticeable 
in  the  male  and  to  all  intents  and  pur- 
poses could  be  considered  a chronic  pelvic 
cellulitis. 

Lisa  and  Hart,2  in  a larger  group  con- 
taining in  addition  noncardiac  deaths, 
were  likewise  impressed  with  the  impor- 
tance of  infection.  They  were  able  to 
show  infection  a direct  cause  in  3 of  the 
21  noncardiac  cases,  a reasonably  certain 
reason  in  2 more,  and  an  accepted  remote 
cause  in  another.  The  positive  group 
consisted  of  a Torula  meningo -encephali- 
tis, a massive  tuberculous  hemorrhage, 
and  a ruptured  aneurysm.  The  next 
group  was  made  up  of  2 cases  of  spontane- 
ous rupture  of  the  aorta,  1 associated  with 
an  acute  myocarditis  and  the  other  with 
a septicopyemia.  Although  this  condi- 
tion is  usually  considered  a toxic  lesion, 
the  findings  in  these  2 cases  suggested 
the  possibility  of  an  infectious  rather 
than  a toxic  etiology  even  though  bac- 
teria cptild  not  be  demonstrated  at  the 
poinf'of  rupture. 

In  this  report  we  are  adding  to  our 
series  47  cases  of  sudden  death  that  came 
to  autopsy.  These  deaths  occurred  in 
the  wards  of  the  New  York  City  Hos- 
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pital,  Welfare  Island,  between  July  1, 
1936,  and  July  1,  1939. 

As  was  noted  previously,  the  great 
majority  of  deaths  were  of  a vascular 
nature.  If  one  wishes  to  classify  pul- 
monary embolism  as  vascular,  the  per- 
centage would  be  raised  to  over  90  as  we 
had  6 sudden  deaths  of  that  nature  during 
the  period. 

There  were  34  that  could  be  attributed 
to  cardiac  lesions.  Infectious  myocardi- 
tis was  found  6 times,  toxic  myocarditis  15 
times,  coronary  thrombosis  4 times,  and 
fatty  myocarditis  once.  There  were  8 
cases  that  were  considered  cardiac,  al- 
though the  anatomic  changes  were  not 
pronounced  enough  to  account  for  death. 

In  the  noncardiac  group  there  were  6 
cases  due  to  pulmonary  embolism,  2 to 
aneurysms,  2 to  the  genitourinary  system, 
and  1 each  to  arteritis,  cerebral  hemor- 
rhage, and  gastric  ulcer. 

In  the  47  cases  infection  was  found  7 
times.  There  were  6 in  the  cardiac  divi- 
sion, all  affecting  the  myocardium,  and 
one  in  the  noncardiac  section  consisting 
of  an  infectious  aneurysm  in  a chronic 
gastric  ulcer.  There  was,  therefore, 
about  14  per  cent  that  exhibited  positive 
evidence  of  infection  in  the  lesion. 
There  were  15  cases  or  over  31  per  cent 
that  showed  toxic  reactions  of  the  myo- 
cardium. Hence,  together,  45  per  cent, 
or  almost  one-half  of  the  47,  showed  the 
effects  of  infection. 

The  infectious  myocarditides  were  asso- 
ciated with  septicemia  in  1 case,  with 
acute  endocarditis  in  2 cases,  with  peri- 
carditis secondary  to  pulmonary  abscess 
in  1 case,  and  in  1 case  each  they  were 
rheumatic  and  tuberculous  in  nature. 

We  were  able  to  place  15  cases  in  the 
toxic  myocarditis  division.  In  these 
instances  there  was  associated  infection 
in  other  organs.  Bronchopneumonia  oc- 
curred in  5 cases  and  chronic  bronchitis 
in  2.  In  1,  chronic  tuberculosis  was 
found  and  in  another  an  acute  prostatic 
abscess.  One  was  associated  with  a 
cellulitis  of  the  abdominal  wall  following 
a cholecystotomy  complicated  with  a 
bronchopneumonia.  One  case  had  an 
acute  pyelonephritis  with  a stenotic 


aortic  lesion  caused  by  rheumatic  heart 
disease.  One  case  had  an  infected  stump 
from  an  amputation  and  a chronic  sup- 
purative bronchiolitis  and  bronchiectasis, 
while  another  was  a combined  infection 
of  nasal  diphtheria  and  a streptococcic 
tracheobronchitis.  Finally,  there  were  2 
cases  with  no  demonstrable  infectious 
basis. 

In  these  cases  of  infectious  and  toxic 
myocarditis,  the  main  gross  findings  in 
the  heart  were  dilatation  of  the  chambers, 
a poor  color  of  the  myocardium,  and  a 
soft  consistence.  In  some  of  the  hearts 
in  which  the  histology  proved  the  pres- 
ence of  miliary  infarctions,  the  myo- 
cardium was  flecked  with  light  gray  and 
fawn-colored  areas. 

We  found  the  condition  of  the  myo- 
cardial fibers  to  be  the  most  important 
feature  in  the  histologic  examinations  of 
the  heart.  The  lesion  is  an  acute  paren- 
chymal myocardial  degeneration  and,  as 
has  been  pointed  out  in  a previous  com- 
munication,3 is  the  most  reliable  histo- 
logic criterion  of  clinical  symptomatology. 
The  degree  of  damage  varied  somewhat 
from  case  to  case  but  was  always  widely 
distributed,  particularly  throughout  the 
ventricles  and  especially  the  left  one. 
The  parenchymal  change  was  found  in 
the  cardiac  deaths  regardless  of  the 
etiologic  factor  that  may  have  been 
present. 

In  the  noncardiac  group  it  was  much 
harder  to  prove  the  presence  of  infection. 
The  only  1 of  this  group  we  were  able  to 
show  infectious  was  the  gastric  case. 
This  was  an  exsanguinating  hemorrhage 
from  the  rupture  of  a vessel  in  the  base 
of  a chronic  gastric  ulcer.  The  his- 
tology revealed  an  infectious  aneurysm 
of  the  artery  with  chain  cocci. 

Arteriosclerosis  played  a part  in  some 
of  our  group  of  47  cases,  but  all  in  all  it 
was  decidedly  less  prominent  than  that 
of  infection.  In  the  6 cases  of  infectious 
myocarditis  only  1 or  16  per  cent  showed 
any  sclerotic  changes.  This  patient  had  a 
rheumatic  heart  with  aortic  stenosis  and 
coronary  sclerosis.  In  the  group  of 
toxic  myocarditis  that  contained  15 
cases,  7 or  almost  one-half  were  free  from 
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I arteriosclerotic  invasion.  Those  that 
were  involved  consisted  of  4 cases  of 
coronary  arteriosclerosis  and  miliary 
infarctions,  1 of  which  has  added  hyper- 
i tension,  2 cases  of  coronary  arterio- 
sclerosis, 1 with  thrombosis,  and  1 case  of 
i rheumatic  aortic  stenosis  with  coronary 
; arteriosclerosis  and  miliary  infarctions. 

However,  arteriosclerosis  seemed  to  have 
some  effect  on  making  the  myocardium 
susceptible  to  the  toxins  of  infection. 
In  the  cases  where  acute  miliary  infarc- 
tion was  found,  a severe  degree  of  arterio- 
sclerosis of  the  coronary  arteries  was 
present. 

It  is  well  to  note  that  there  are  two 
conditions  that  might  simulate  arterio- 
sclerosis in  that  they  result  in  interfer- 
ence with  the  coronary  blood  supply. 
They  are  the  stenotic  aortic  lesion  due, 
in  our  series,  to  rheumatic  heart  disease, 
and  the  syphilitic  regurgitant  lesion  of 
the  aortic  valve  usually  associated  with 
atresia  or  stenosis  of  the  coronary  mouths. 

Summary  and  Conclusions 

At  total  of  117  cases  of  sudden  death 
that  came  to  autopsy  at  the  New  York 
City  Hospital  has  been  studied.  Of 


these  83  or  71  per  cent  were  due  to  car 
diac  causes.  Infectious  myocarditis  was 
present  in  20  cases  while  toxic  myocardi- 
tis was  found  in  39.  All  told,  59  of  the  83 
cardiac  cases  were  associated  with  infec- 
tion. In  the  noncardiac  group  the  infec- 
tion was  hard  to  prove.  There  were  7 
that  could  be  shown  to  be  infectious  or 
intimately  related  to  some  infection. 
This  gives  us  66  cases,  or  about  56  per 
cent  of  the  total,  in  which  infection  was 
responsible  in  whole  or  in  part  for  the 
fatality. 

Arteriosclerosis  played  a less  impor- 
tant role  in  our  series.  We  found  that 
29  deaths  could  be  definitely  attributed  to 
such  changes  and  this  represented  about 
25  per  cent  or  less  than  one-half  the  num- 
ber of  deaths  that  proved  to  be  the  re- 
sult of  infection. 

Hence,  from  the  evidence  at  hand  we 
are  led  to  believe  that  infection  is  a more 
frequent  cause  of  sudden  death  than 
arteriosclerosis. 
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BEST  ATTACK  ON  THE  MALPRACTICE  PROBLEM 


“Talk  is  not  cheap;  but  silence  is  golden.” 

An  unusual  increase  in  the  number  of  suits 
against  physicians  for  alleged  malpractice  ought 
to  serve  as  a warning  to  physicians  that  the  old 
proverb  quoted  above  is  just  as  true  today  as  the 
day  it  was  uttered,  declares  the  Ohio  State 
Medical  Journal. 

Lightning  strikes  but  little  faster  than  an 
epidemic  of  malpractice  suits.  The  question  is 
one  which  every  physician  must  keep  foremost 
in  his  mind.  There  are  a number  of  points  which 
deserve  his  serious  consideration. 

If  proper  preventive  measures  are  used,  there 
would  be  few  if  any  malpractice  suits.  If  every 
physician  would  exercise  due  caution  and  good 
judgment,  keep  adequate  and  accurate  records, 
and  learn  that  a wagging  tongue  may  get  him 
and  others  into  trouble,  there  would  be  no  mal- 
practice problem. 

Foolish  is  the  physician  who  fails  to  protect 
himself  with  professional  liability  insurance, 
written  by  a reputable  insurance  company. 


In  times  of  uncertainty  when  some  persons 
have  their  hands  out  for  “easy”  money  and  juries 
are  swayed  by  emotionalism,  not  by  facts  or  law, 
the  physician  who  takes  the  attitude  “it  can’t 
happen  to  me”  is  short-sighted,  to  say  the  least. 

When  professional  liability  insurance  com- 
panies increase  their  premiums  and  decrease 
their  coverage  after  analyzing  the  actuarial 
tables  and  current  experience,  the  physician  had 
better  spend  more  time  trying  to  discover  and 
correct  the  causes;  less  time  cussing  the  insur- 
ance companies.  To  put  it  another  way: 
Greater  care  and  caution  on  the  part  of  a greater 
number  of  physicians  will  curtail  the  number  of 
malpractice  suits.  Decrease  in  the  number  of 
suits  will  enable  insurance  companies  to  reduce 
premiums;  expand  coverage.  Lower  premium 
rates  and  greater  protection  without  additional 
cost  will  mean  money  in  the  pocket  for  the 
physician. 

“An  ounce  of  prevention  is  worth  a pound  of 
cure.” 


The  number  of  male  patients  who  consult  of  women  physicians  who  attended  a luncheon 
women  physicians  has  increased  appreciably  held  as  part  of  the  mid-year  meeting  of  the  Wo- 
in  the  last  few  years,  it  was  revealed  in  a survey  men’s  Medical  Society  of  New  York  State. 


A PRELIMINARY  REPORT  ON  ACTIVATED  ERGOSTEROL* 

A Form  of  High-Dosage  Vitamin  D in  the  Treatment  of  Chronic  Arthritis 

R.  Garfield  Snyder,  M.D.,  F.A.C.P.,  and  Willard  H.  Squires,  M.D.,  F.A.C.P., 
New  York  City 

( From  the  Arthritis  Clinic , Hospital  for  the  Relief  of  the  Ruptured  and  Crippled) 


Our  interest  in  activated  ergosterol 
for  the  treatment  of  chronic  arthritis 
was  stimulated  almost  four  years  ago 
by  the  recommendation  of  Dr.  Kristian 
Hansson,  chief  of  the  Physio-Therapy 
Department  at  Cornell  Medical  Center, 
and  also  of  the  Physio-Therapy  Depart- 
ment at  our  hospital.  He  had  had 
occasion  to  observe  beneficial  results  in  a 
few  private  cases  and  was  offered  a 
supply  of  the  material  by  the  manufac- 
turers for  experimental  purposes  in  his 
clinic.  Dr.  Hansson  was  gracious  enough 
to  suggest  that  our  clinic  was  probably 
better  organized  for  this  particular  pur- 
pose than  his  own  and  suggested  that  the 
therapeutic  trial  of  this  type  of  vitamin 
D be  carried  out  in  the  Arthritis  Clinic 
at  the  Hospital  for  the  Ruptured  and 
Crippled.  As  we  had  had  no  previous 
experience  with  massive  doses  of  vitamin 
D and  as  the  expense  entailed  at  that 
time  to  purchase  the  material  was  more 
than  either  the  hospital  or  the  clinic 
patients  could  afford,  we  were  very  glad 
to  accept  the  offer.  At  the  beginning  of 
the  experiment  we  were  extremely  skepti- 
cal of  the  value  of  high-dosage  vitamin 
D therapy  in  the  treatment  of  arthritis, 
in  spite  of  the  excellent  results  that  had 
already  been  published  by  Reed  and  his 
associates  in  Chicago. 

However,  after  the  first  two  years,  our 
opinion  changed  considerably  in  favor  of 
this  form  of  treatment. 

The  group  of  refractory  cases  that 
were  finally  selected  for  this  study  con- 
sisted of  8 cases  of  the  typical  rheumatoid 
type,  8 cases  of  hypertrophic  type,  and 
7 cases  of  mixed  or  borderline  nature. 

* “Ertron,”  a high  potency  vitamin  D preparation 
produced  by  the  Whittier  Process  (activation  of  heat- 
vaporized  ergosterol  by  electrical  energy)  in  the  form  of 
a dry  gelatin  capsule  containing  50,000  U.  S.  P.  units 
of  vitamin  D.  The  necessary  supply  of  this  preparation 
was  furnished  by  the  Nutrition  Research  Laboratories, 
Inc.,  Chicago,  Illinois. 


Mode  of  Administration 

We  have  been  using  activated  ergosterol 
in  our  clinic  over  a period  of  four  years. 
During  the  first  two  years,  we  were  very 
cautious  in  the  matter  of  dosage  because 
of  the  alleged  toxicity  of  vitamin  D in 
massive  doses.  We  started  our  experi- 
ment by  giving  only  50,000  U.  S.  P. 
units  a day.  This  dosage  was  gradually 
increased.  We  finally  came  to  the  con- 
clusion that  it  was  fairly  safe  to  start 
with  a dose  of  150,000  U.  S.  P.  units  a 
day.  As  a result  of  this  preliminary  two- 
year  study,  we  had  not  been  able  to 
arrive  at  any  definite  conclusions  as  to 
the  value  of  activated  ergosterol  in  the 
treatment  of  arthritis.  We  had  a few 
successful  cases  and  many  failures,  but 
one  thing  that  we  did  determine  to  our 
own  satisfaction  was  the  fact  that,  in 
doses  up  to  150,000  U.  S.  P.  units  a day, 
toxic  reactions  did  not  occur. 

At  this  time  we  decided  that  the  system 
of  having  several  internists  carry  out 
simultaneous  investigations  was  not  suc- 
cessful and  that  the  only  way  to  get 
reliable  data  would  be  to  place  the  in- 
vestigation in  the  hands  of  one  well- 
qualified  physician,  whose  sole  duty 
would  be  to  administer  the  vitamin  D 
and  make  accurate  notes  as  to  the  results 
obtained.  During  the  past  two  years, 
we  have  increased  our  dosage  from  100,- 
000  U.  S.  P.  units  to  a general  average  of 
300,000  U.  S.  P.  units  a day.  In  some 
instances  we  have  gone  as  high  as  500,000 
and  600,000  U.  S.  P.  units. 

In  most  of  our  cases  this  average  dose 
of  300,000  U.  S.  P.  units  was  maintained 
throughout  the  entire  period  of  treatment. 
Little  if  any  need  was  observed  for  in- 
creasing the  dosage  to  the  extremely 
high  levels  reported  by  some  other 
workers,1,5,6’9’10’15  but  in  no  case  in  our 
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series  did  any  of  the  patients  fail  to 
tolerate  a minimum  dosage  of  150,000 
U.  S.  P.  units  a day.  The  only  precaution 
taken  in  the  limited  number  of  cases  re- 
porting slight  disturbances  was  the  tempo- 
rary cessation  of  medication  for  one  or 
two  weeks  with  subsequent  reduction  of 
the  daily  dosage  to  the  previously  indi- 
cated limit  of  tolerance. 

The  adjunctive  measures  prescribed 
throughout  the  course  of  treatment  were 
confined  to  adequate  rest,  attention  to 
diet,  and  proper  elimination  and  physical 
therapy  where  indicated. 

Symptoms  of  Toxicity 
As  will  be  seen  from  the  resume  of  our 
cases,  symptoms  of  toxicity  were  limited 
to  slight  nausea,  heartburn,  and  head- 
ache. Violent  symptoms  such  as  vomit- 
ing, diarrhea,  anorexia,  polydipsia,  and 
profuse  swelling  reported  by  other 
workers4, 8,9,10,11  were  definitely  not  en- 
countered by  us.  Our  observations  in 
this  respect  are  particularly  in  sharp 
conflict  with  the  statement  of  Abrams 
and  Bauer11  that  “because  severe  toxic 
symptoms  or  hypercalcemia  were  en- 
countered in  all  but  three  patients 
whenever  the  daily  dose  exceeded  200,000 
U.  S.  P.  units,  we  did  not  feel  justified 
in  employing  larger  doses.” 

On  the  contrary,  from  our  experience 
to  date,  we  are  inclined  to  agree  with 
Steck,7  Steinberg,12  and  Reed,  Struck, 
and  Steck16  that  the  hazards  of  toxicity 
in  high-dosage  vitamin  D therapy  have 
been  greatly  exaggerated.  In  our  opinion, 
many  of  the  so-called  “symptoms”  at- 
tributed to  vitamin  D therapy  might  be 
appreciably  discounted  on  closer  scrutiny 
of  the  individual  case.  It  seems  unreason- 
able to  label  arbitrarily  as  “toxic”  any 
mild  degree  of  nausea  or  indigestion  that, 
at  least  in  our  experience,  was  found  to 
be  easily  controlled  by  the  simple  ex- 
pedient of  reducing  the  dosage  to  the 
patient’s  previously  determined  limit 
of  tolerance.  In  this  connection,  we  may 
well  quote  Reed,  Struck,  and  Steck16  to 
the  effect  that  “while  toxicity  of  vitamin 
D in  the  treatment  of  arthritis  is  no  more 
hazardous  than  with  other  drugs,  it  must 


be  administered  with  care  and,  like  any 
other  drug,  may  not  be  tolerated  by 
certain  patients.  The  initial  dose  should, 
therefore,  be  small,  and  if  symptoms  of 
intolerance  are  manifested,  it  should  be 
immediately  discontinued.  The  patient 
should  be  instructed  to  be  on  guard  for 
symptoms  of  nausea  and  increased  fre- 
quency of  urination — the  early  symptoms 
of  intolerance.  If  the  medication  is  dis- 
continued when  early  signs  of  toxicity  are 
manifested,  the  patients  suffer  no  ill 
effects,  and  the  treatment  is  resumed 
within  ten  days  or  two  weeks,  starting 
with  a minimal  dose.” 

The  absence  of  significant  alterations  in 
the  serum  calcium  and  phosphorus  levels 
in  our  group  of  cases  would  appear  to 
uphold  the  contention  of  many  investi- 
gators into  this  phase  of  the  vitamin  D 
problem — that  chronic  arthritis  is  basi- 
cally not  a calcium  and  phosphorus  de- 
ficiency disease.  Curiously,  in  a few  cases 
where  the  blood  calcium  levels  were  above 
the  normal  range,  a clinical  improvement 
appeared  more  marked  than  in  some  cases 
showing  a more  normal  calcium  level. 

Furthermore,  in  the  light  of  the  un- 
favorable results  of  other  workers4,8,9,11,12 
contrasted  with  our  own  successful  ex- 
perience to  date,  the  question  of  the  rela- 
tive degree  of  toxicity  of  the  various 
vitamin  D preparations  employed  in  the 
treatment  of  chronic  arthritis  assumes  a 
great  importance  in  the  final  determina- 
tion of  the  value  of  high-dosage  vitamin 
D therapy. 

While  the  artificial  vitamin  D,  as  a 
rule,  is  obtained  from  ergosterol,  the 
natural  source  of  vitamin  D is  obtained 
from  fish.  Bills17  states  that,  in  the 
artificial  preparation  of  vitamin  D,  the 
properties  of  vitamin  D are  exhibited  by 
at  least  ten  different  sterol  derivatives. 
Five  of  these  are  well  understood  chemi- 
cally and  five  are  distinguished  by  frag- 
mentary chemical  and  physiologic  differ- 
ences. There  are  three  products  on  the 
market  at  the  present  time  that  are  of 
practical  interest  to  the  clinician.  Two 
of  these  vitamin  D products  (viosterol 
and  Drisdol)  are  prepared  according  to 
the  Wisconsin  Alumni  Foundation  pat- 
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ent.  They  are  made  as  the  result  of  the 
ultraviolet  irradiation  of  ergosterol,  and 
it  should  be  emphasized  that  they  were 
never  intended  for  the  treatment  of 
arthritis  or  for  anything  except  prophy- 
laxis in  the  treatment  of  rickets. 

As  the  original  technic  of  irradiation  of 
ergosterol  for  these  products  was  not  de- 
signed to  obtain  a product  intended  for 
massive  dosage,  the  Wisconsin  Alumni 
Foundation,  as  well  as  the  Council  on 
Chemistry  and  Pharmacy  of  the  American 
Medical  Association,  insists  that  at  the 
present  time  massive  doses  of  these 
products,  such  as  viosterol  and  Drisdol, 
should  not  be  used  in  the  treatment  of 
arthritis  because  of  the  previously  re- 
ported toxic  effects. 

While  Drisdol  and  viosterol  are  pre- 
pared by  ultraviolet  irradiation  of  ergos- 
terol with  the  subsequent  extraction  of 
vitamin  D by  means  of  alcohol,  activated 
ergosterol  is  prepared  by  the  Whittier 
method  and  is  entirely  different.  In 
this  method,  the  ergosterol  is  brought  to 
a boiling  point  and  the  vapor  is  subjected 
to  the  activating  influence  of  an  electric 
current.  This  vapor  is  subsequently  con- 
ducted off  and  crystallized  and  eventually 
is  prepared  for  clinical  use  in  a dry,  gelatin 
capsule,  containing  50,000  U.  S.  P.  units 
of  vitamin  D.  It  is  important  at  this 
point  to  emphasize  the  manufacturer’s 
claim  that,  by  the  Whittier  method 
only  from  2,000,000  to  3,000,000  U.  S.  P. 
units  of  vitamin  D per  gram  can  be  ob- 
tained from  one  batch  of  ergosterol  that 
will  prove  nontoxic  if  used  in  massive 
doses  for  the  treatment  of  arthritis.  On 
the  other  hand,  it  is  possible  to  obtain, 
by  the  ultraviolet  method,  from  12,000,- 
000  to  18,000,000  units  per  gram  ap- 
parently free  from  toxic  effects  when  used 
in  small  doses  for  the  treatment  of 
rickets,  but  when  an  attempt  has  been 
made  to  use  this  product  in  the  massive 
doses  necessary  to  treat  arthritis,  toxic 
symptoms  are  reported  to  have  occurred. 

It  is  possible  that  these  reported  toxic 
symptoms  may  be  due,  as  Bills17  sug- 
gests, to  slight  errors  of  overirradiation  of 
ergosterol  by  the  ultraviolet  method. 
In  1928  he  pointed  out  that  the  toxic 
manifestations  that  had  resulted  up  to 
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that  time,  following  massive  doses  of 
vitamin  D,  were  not  due  to  the  vitamin 
D per  se,  but  in  all  probability  were 
attributable  to  a toxic  side  product  called 
toxisterol.  It  has  been  well  established 
that  the  ultraviolet  irradiation  of  sterols, 
up  to  a certain  point,  will  produce  a non- 
toxic product  called  calciferal  (vitamin 
D2),  but  that  ultraviolet  irradiation  be- 
yond that  point  will  produce  toxisterol, 
most  likely  the  cause  of  the  toxic  symp- 
toms. 

Therefore,  the  question  arises  as  to 
whether  the  toxic  manifestations  re- 
ported by  various  other  workers,  who 
used  products  produced  by  the  ultra- 
violet method  of  irradiation  up  to  this 
time,  might  not  be  attributable  to  the 
small  trace  of  toxisterol  in  the  product. 

The  writers  have  endeavored  to  obtain, 
from  some  of  the  leading  pharmaceutical 
firms  manufacturing  concentrated  vita- 
min D preparations,  information  that 
might  clarify  this  very  important  factor 
of  toxicity.  While  these  manufacturers 
all  claim  they  believe  that  their  respec- 
tive preparations  are  entirely  free  of 
toxic  elements,  their  claims  are  based 
largely  on  the  fact  that  in  relatively 
small  doses,  their  products  do  not  produce 
toxic  reactions  in  rickets.  The  manu- 
facturers of  activated  ergosterol  claim 
that  the  vitamin  D obtained  by  the 
Whittier  process  is  safe  to  employ  in 
massive  doses  in  the  treatment  of  ar- 
thritis because,  so  far  as  they  have  been 
able  to  find  out  up  to  the  present,  it 
does  not  contain  any  toxic  side  products. 

Observation  During  Course  of 
Treatment 

Indications  of  the  beneficial  effects  of 
activated  ergosterol  therapy  in  the  ma- 
jority of  our  cases  were  observed  within 
varying  periods  of  time,  but  the  im- 
portant point  to  emphasize  is  that  the 
effects  do  not  appear  quickly.  In  a few 
cases  the  improvement  was  obvious 
within  a month  or  six  weeks,  continuing 
at  a reasonably  steady  rate  of  progress 
with  no  relapses.  In  the  larger  propor- 
tion of  cases,  however,  obvious  benefit 
from  the  medication  was  more  delayed, 


little  change  being  detected  until  after 
three  months  or  more  had  elapsed. 
Some  patients  reported  relapses  when 
the  medication  was  discontinued  or  inter- 
rupted for  short  periods.  In  two  of  these 
cases,  it  was  found  that  the  relapses 
could  have  been  caused  by  other  factors 
occurring  simultaneously  with  the  inter- 
ruption of  the  medication.  In  general, 
beneficial  effects  from  the  drug  were  ob- 
served to  be  somewhat  slow  in  onset,  but 
these  beneficial  effects  were,  as  a rule, 
steadily  favorable  and  sustained  once 
improvement  had  begun. 

Subjectively , improvement  was  charac- 
terized by  a generally  improved  systemic 
condition,  increased  muscular  tone,  and 
less  fatigue,  pain,  and  stiffness.  In- 
creasing ability  to  accomplish  household 
and  occupational  activities  that  were 
previously  impossible  was  reported  by 
many  patients. 

Objectively , less  swelling  and  increase 
in  weight,  functional  activity,  and  joint 
mobility  were  observed  in  the  majority 
of  cases.  Had  we  anticipated  anything 
approaching  the  degree  of  marked  clinical 
improvement  actually  obtained,  pro- 
vision would  have  been  made  at  the  start 
of  our  study  to  support  our  findings  more 
convincingly  by  means  of  motion  pic- 
tures, and  periodic  determinations  would 
have  been  made  with  specially  designed 
calipers,  muscle  tone  instruments,  and 
the  ergograph. 

Careful  scrutiny  of  laboratory  data 
reflected  changes  of  little  significance 
that  could  be  directly  attributed  to  the 
action  of  the  medication.  With  regard 
to  sedimentation  rates,  which  in  our 
opinion  do  not  provide  necessarily  re- 
liable guides  for  evaluating  all  types  of 
arthritis  cases,  the  variations  were  not 
found  to  have  any  definite  relationship 
to  the  degree  of  improvement  noted. 

Periodic  and  final  x-ray  examinations 
of  involved  joints  produced  very  few 
indications  of  changes  in  bone  or  soft 
tissue  structure. 

Appraisal  of  Results 

The  appraisal  of  the  degrees  of  im- . 
provement  indicated  in  column  15  of 
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SNYDER  AND  SQUIRES 


[N.  Y.  State  J.  M. 


Table  1 represents,  in  the  case  of  each 
patient,  a consensus  of  the  considered 
judgment  of  the  attending  physician  in 
charge  of  the  study,  the  orthopedic 
surgeon,  chief  of  clinic,  and  such  intern- 
ists who  were  called  in  consultation. 
Employing  the  criteria  that  we  found 
very  satisfactory  in  evaluating  the  results 
of  a study  on  a group  of  resistant  cases, 
receiving  gold  salts  therapy  over  a 
period  of  two  years, 18  we  found  that,  under 
treatment  with  activated  ergosterol  over 
a period  of  two  years,  5 patients  or  21  per 
cent  of  the  group  showed  excellent  im- 
provement; 9 patients  or  39  per  cent 
showed  good  improvement ; 7 patients  or 
31  per  cent  showed  fair  improvement; 
and  in  2 patients  or  9 per  cent  there  was 
no  change. 

A careful  analysis  of  these  results  re- 
veals no  significant  differences  in  the 
effectiveness  of  activated  ergosterol  ther- 
apy in  the  three  types  of  arthritis  in- 
cluded in  the  group  in  this  report. 

Comment 

The  numerous  conflicting  reports  of 
previous  workers  employing  high-dosage 
vitamin  D therapy  in  arthritis  obviously 
led  the  Council  on  Pharmacy  and  Chemis- 
try of  the  American  Medical  Association19 
to  conclude  that  “clinical  evidence  does 
not  warrant  the  claim  that  massive  doses 
of  vitamin  D are  of  benefit  in  chronic 
arthritis,  in  allergic  disorders,  or  in 
psoriasis.”  However,  the  council  stated 
that  it  believed  further  studies  should  be 
conducted , but  because  of  possible  toxic 
effects  of  large  doses  of  vitamin  D,  such 
studies  should  be  made  only  in  clinics 
where  close  supervision  is  possible.  Previ- 
ously20 the  council  had  pointed  out  that 
satisfactory  evidence  must  be  produced 
to  show  that  sufficient  controls  have  been 
employed  and  that  follow-up  periods  of 
sufficient  length  to  rule  out  spontaneous 
remissions  have  been  observed.  The 
council  also  stated  that  adequate  defini- 
tion should  be  made  of  the  type  of  case  in 
which  preparations  can  be  used  with 
fair  expectation  of  benefit,  as  well  as  the 
chief  contraindications  and  best  form  and 
route  for  use. 


As  will  be  seen  from  the  following  out- 
line of  procedure,  every  effort  was  made 
to  adhere  as  rigidly  as  possible  to  these 
requirements  in  conducting  our  study. 

Before  instituting  treatment,  all  pa- 
tients were  informed  of  the  research 
nature  of  the  study  and  impressed  with 
the  need  for  complete  cooperation  and 
regularity  of  clinic  visits.  In  the  final 
appraisal  of  results,  the  unusually  co- 
operative attitude  of  the  majority  of  our 
patients  undoubtedly  contributed  ma- 
terially to  the  excellence  of  the  results 
obtained. 

While  in  the  first  two  years  of  our 
study,  the  work  was  carried  out  by  four 
internists,  the  last  two-year  study  was 
carried  on  continuously  by  a single 
internist  (W.  H.  S.).  We  believe  that  a 
closer  relationship  between  clinic  and 
patient,  as  well  as  more  effective  super- 
vision of  each  patient’s  course  of  treat- 
ment, will  result  under  such  an  arrange- 
ment. 

Immediately  preceding  institution  of 
the  new  therapy,  all  patients  were  sub- 
jected to  the  following  routine : (a)  com- 
plete laboratory  examination,  with  par- 
ticular attention  to  sedimentation  rate, 
N.P.N.,  sugar,  uric  acid,  calcium, 
phosphorus,  bleeding  and  clotting  times, 
and  Wassermann  determinations;  (b) 
urinalysis ; (c)  blood  pressure  and  weight 
determinations;  (d)  x-rays  and  photo- 
graphs of  involved  joints  and  areas; 
(e)  examination  by  orthopedic  surgeon  for 
accurate  determination  of  joint  limitation. 

Throughout  the  course  of  treatment, 
weekly  or  at  least  semimonthly  observa- 
tions were  made.  Subjective  changes  as 
reported  by  the  patients,  i.e.,  increased 
or  decreased  pain,  stiffness,  functional 
activity,  appetite,  gastrointestinal  symp- 
toms, and  general  condition  were  care- 
fully recorded  on  the  patient’s  chart. 
From  the  objective  standpoint,  evidences 
of  change  in  body  weight,  swelling,  and 
joint  involvement  were  likewise  recorded 
by  the  attending  physician. 

Blood  chemistry  and  x-ray  examina- 
tions were  made  at  intervals  and  re- 
corded for  study  and  comparison  with 
earlier  observations. 
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TABLE  3. — Comparative  Laboratory  and  Weight  Determinations  on  Group  op  Severe  Chronic  Arthritis 
Cases  Treated  with  Activated  Ergosterol  ("Ertron”) — A Form  of  High-Dosage  Vitamin  D 


Blood  Calcium 

Blood  Phosphorus 

Sedimentation  Rate 
(Mm.  per  1 Hr.) 

Weight 

Degree  of 

N<r 

Before 

After 

Before 

After 

Before 

After 

Before 

After 

Clinical 

Improvement 

i 

9.8 

9.6 

3.25 

2.91 

20 

15 

136 

147 

Good 

2 

11.5 

12.2 

4.1 

2.8 

78 

55 

109 

101 

Good 

3 

10.2 

9.9 

2.85 

3.25 

95 

23 

216 

201 

Excellent 

4 

10 

11.1 

3.35 

2.8 

42 

3 

154 

173 

Excellent 

5 

8.5 

3.63 

10 

5 

160 

167 

Slight 

6 

8.8 

11 

4 

3.29 

36 

36 

174 

178 

Slight 

7 

10 

16.1 

3.75 

2.8 

22 

12 

181 

172 

Slight 

8 

9.7 

8.8 

3.1 

2.56 

19 

36 

116 

135 

Excellent 

9 

10.4 

2.86 

24 

13 

92 

105 

Excellent 

10 

10.6 

11 

2.85 

2.45 

6 

30 

120 

127 

Slight 

11 

10.2 

10 

2.72 

2.18 

25 

15 

147 

144 

Good 

12 

10 

3.6 

76 

87 

117 

124 

Slight 

13 

13.2 

3.25 

85 

100 

105 

104 

Good 

14 

10.7 

16.3 

3.1 

2.45 

25 

110 

94 

101 

Good 

15 

11.5 

3.85 

19 

29 

43 

49 

Excellent 

16 

9.6 

2.84 

12 

17 

135 

141 

Good 

17 

10 

12.0 

2.7 

2.73 

21 

18 

133 

138 

Good 

18 

11.5 

11.1 

3.37 

2.27 

77 

43 

158 

167 

Good 

19 

10.8 

11.5 

2.4 

2.68 

30 

30 

156 

153 

None 

20 

8 

10.9 

2.75 

2.8 

29 

24 

121 

127 

Good 

21 

9.8 

10.9 

2.45 

2.72 

22 

4 

181 

180 

None 

22 

9.2 

10.4 

3.9 

3.09 

14 

44 

114 

119 

Slight 

23 

14.5 

2.68 

83 

105 

115 

117 

Slight 

Note — Initial  blood  calcium  and  phosphorus  determinations  in  Cases  5,  9,  13,  15,  16,  and  23  made  but  inadvertently 
not  recorded.  Missing  determinations  in  Case  12  not  taken. 


Any  subjective,  objective,  laboratory, 
or  x-ray  changes  of  especial  interest  or 
significance  were  brought  to  the  attention 
of  the  chief  of  clinic  and,  when  necessary, 
discussed  with  the  orthopedic  surgeon 
and  other  internists  attached  to  the 
clinic. 

Immediately  prior  to  the  preparation  of 
this  preliminary  report,  blood  examina- 
tions, x-rays,  and  photographs  were 
ordered  for  final  comparison.  Patients 
were  than  interviewed  and  examined  by 
the  chief  of  clinic,  orthopedic  surgeon, 
and  other  internists  for  individual  and 
combined  appraisal  of  results. 

With  further  reference  to  the  nature  of 
the  clinical  evidence  submitted  in  studies 
purporting  to  evaluate  the  efficacy  of 
any  new  form  of  treatment,  we  believe 
two  factors  merit  special  discussion. 

In  the  first  place,  considerable  differ- 
ence of  opinion  prevails  as  to  just  what 
comprises  “sufficient  controls”  in  the 
management  of  a clinical  study  of  any 
new  form  of  treatment  for  arthritis. 
One  school  leans  to  the  theory  that  a 
simultaneous  study  of  parallel  groups — 
one  with  and  one  without  test  treatment 
— with  evaluation  of  results  based  on  an 
analysis  of  the  data  obtained  from  such 
treated  and  nontreated  groups  provides 
an  adequate  control.  The  writers  do  not 
concur  in  this  opinion  but  believe  that 


truer  evaluation  can  be  made  of  the  re- 
sults obtained  if  the  study  is  based  on  the 
selection  of  a group  of  cases  of  reasonably 
long  duration  that  have  previously  proved 
to  be  resistant  to  most  of  the  various 
accepted  forms  of  therapy.  The  selec- 
tion not  only  assures  more  direct  com- 
parison of  results  before  and  after  institu- 
tion of  therapy  but  also  provides  a strong 
argument  to  the  often-heard  claim — -in 
the  event  of  a successful  result — that 
any  other  form  of  therapy  might  have 
been  equally  effective.  Furthermore,  we 
believe  that  if  any  new  form  of  therapy 
should  prove  more  efficacious  in  such 
long  standing  cases,  it  might  be  reason- 
able to  expect  at  least  an  equal  if  not 
better  degree  of  cure  or  improvement  by 
its  application  in  less  severe  cases  of 
shorter  duration. 

Accordingly,  with  but  few  exceptions, 
all  the  cases  selected  for  our  study  had 
been  under  treatment  and  observation  at 
our  clinic  for  two  years  or  more.  The 
decision  to  confine  our  study  to  this  type 
of  case,  added  to  the  fact  that  only 
patients  who  had  been  uninterruptedly  on 
treatment  for  at  least  four  months  have 
been  included,  naturally  limited  the  total 
number  of  cases  upon  which  we  have  to 
report  at  this  time.  Nevertheless,  our 
total  of  23  cases  is  slightly  larger  than  the 
number  of  patients  reported  by  other 
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workers,  such  as  Bauer,  who  based  his 
report  on  19  cases,  and  we  feel  that  a 
report  on  23  refractory  cases  is  sufficient 
for  the  purposes  of  a preliminary  re- 
port. 

In  the  second  place,  unlike  other 
chronic  diseases,  particularly  tubercu- 
losis and  cancer,  no  universally  accept- 
able follow-up  period  has  ever  been 
established  for  judging  the  permanency 
or  extent  of  cures  in  arthritis.  There  is 
no  doubt  that  if  such  period  could  be 
determined  to  the  satisfaction  of  all, 
much  of  the  present  uncertainty  and 
division  of  opinion  as  to  the  relative 
merits  of  many  forms  of  therapy  would 
be  eliminated.  In  our  opinion,  a five- 
year  follow-up  period,  particularly  if  the 
report  is  based  on  cases  previously  severe 
and  of  at  least  two  years’  duration, 
should  suffice  to  enable  us  to  judge  the 
degree  of  cure  effected  and  rule  out  the 
possibility  of  spontaneous  remissions. 
We  have  made  it  standard  practice  in  our 
clinic  to  follow  up  cases  for  this  period  of 
time  before  making  final  evaluation  of 
end  results.  Therefore,  we  wish  to  point 
out  that  since  this  preliminary  report 
covers  only  the  last  two  years  of  our  work, 
it  should  not  be  interpreted  as  a final 
evaluation  of  our  observations  with 
respect  to  the  permanent  value  of  acti- 
vated ergosterol  therapy  in  the  treatment 
of  arthritis. 

For  the  time  being,  however,  the  un- 
deniable clinical  improvement  observed 
in  some  of  these  refractory  cases  and  the 
almost  total  lack  of  toxicity  resulting 
from  this  form  of  therapy  in  our  patients 
have  served  to  dispel  our  original  skepti- 
cism regarding  both  the  toxicity  of  the 
product  and  the  therapeutic  value.  In 
our  opinion,  it  compares  favorably  with, 
and  probably  will  prove  in  the  future  to 
be  better  than,  most  other  presently 
accepted  forms  of  therapy.  Certainly 
further  intensive  study  appears  to  be 
warranted,  not  only  with  respect  to  this 
particular  form  of  high-dosage  vitamin 
D but  also  with  respect  to  the  many 
presently  clouded  phases  of  general 
vitamin  D therapy  in  arthritis. 

In  submitting  this  preliminary  re- 


port, we  admit  that  it  is  almost  in  direct 
contradiction  to  that  of  Bauer  and  his 
co-workers  published  in  1938,  entitled 
"The  Treatment  of  Rheumatoid  Arthritis 
with  Large  Doses  of  Vitamin  D.”  It 
should  be  pointed  out,  however,  that 
they  also  only  used  one  form  of  vitamin 
D,  a concentrated  form  prepared  by  the 
ultraviolet  method.  The  title  of  the 
report  is  somewhat  misleading,  as  it  gives 
the  impression  that  the  condemnation  of 
the  use  of  vitamin  D is  comprehensive 
and  includes  all  forms. 

It  must  be  admitted  that  our  pre- 
liminary report  is  lacking  in  comparative 
studies  as  to  the  relative  toxicity  and 
efficiency  of  the  various  types  of  arti- 
ficially prepared  vitamin  D as  well  as  the 
effectiveness  and  relative  degree  of  toxic- 
ity of  massive  doses  of  natural  vitamin 
D.  At  present  we  do  not  know  whether 
the  beneficial  results  we  have  obtained 
are  of  a temporary  or  permanent  nature. 
However,  we  plan  to  continue  our  study 
on  a much  larger  scale  for  a period  of  two 
years.  At  the  end  of  this  time,  we  hope  to 
be  able  to  publish  a final  report  that  will 
be  much  more  comprehensive,  and  per- 
haps we  shall  be  able  to  answer  some  of 
the  present  perplexing  questions  as  to  the 
relative  degree  of  toxicity  to  be  expected 
and  the  relative  therapeutic  value  of 
massive  doses  of  vitamin  D in  the  treat- 
ment of  arthritis. 

Summary  and  Conclusions 

1.  In  this  preliminary  report  we  have 
presented  the  results  of  a rigidly  super- 
vised two-year  study  on  a group  of  23 
cases  of  severe  chronic  arthritis  which, 
after  observation  for  an  average  period 
of  two  years  during  which  time  the 
patients  proved  to  be  resistant  to  most  of 
the  various  other  forms  of  therapy  em- 
ployed in  our  clinic,  were  treated  with 
activated  ergosterol  prepared  by  the 
Whittier  method,  a form  of  high-dosage 
vitamin  D. 

2.  These  results  indicated  that  the 
administration  of  this  drug  has  benefited 
the  great  majority  of  these  patients  in 
varying  degrees.  In  a relatively  high 
percentage  of  cases  the  degree  of  clinical 
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improvement  has  been  marked  and 
sustained. 

3.  No  serious  toxic  manifestations 
were  encountered.  From  our  own  ex- 
perience with  the  particular  agent  used, 
it  would  appear  either  (a)  that  the 
dangers  of  toxicity  connected  with  high- 
dosage  vitamin  D therapy  have  been  in 
general  greatly  exaggerated,  or  (b)  that  the 
selection  of  the  high-dosage  vitamin  D 
agent  used  in  the  treatment  of  chronic 
arthritis  probably  had  an  important 
bearing  on  the  degrees  of  toxicity  en- 
countered. 

4.  Laboratory  results  and  x-ray  find- 
ings disclosed  no  clear  correlation  with 
the  degrees  of  subjective  and  objective 
improvement  observed. 

5.  The  results  of  this  preliminary 
study  are  sufficiently  favorable  to  warrant 
further  intensive  study  of  the  particular 
form  of  high-dosage  vitamin  D agent 
used,  as  well  as  the  broader  problem  of 
vitamin  D in  general  in  the  treatment  of 
arthritis.  It  is  appreciated  that,  al- 
though the  results  look  promising  at 
present,  a thoroughly  intensive  study, 
carried  out  by  several  well-organized 
clinics  over  a three-  or  four-year  period, 
may  eventually  prove  necessary  in  order 


to  obtain  a truer  evaluation  of  this  form 
of  therapy. 

133  East  58th  Street 
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BEHIND  THE  NEWS 

Newspapers  in  favor  of  state  medicine  or 
partial  to  a nice  juicy  scandal  like  to  play  up 
stories  of  medical  neglect.  Only  rarely  does  the 
truth  behind  these  stories  get  as  much  promi- 
nence as  the  original  report. 

Some  time  ago  a resident  of  Bergen  County, 
New  Jersey,  notes  the  New  York  Medical  Week, 
wrote  to  Mrs.  Roosevelt  that  he  was  without 
medical  care  and  in  dire  need  of  help.  The  First 
Lady,  with  her  usual  good  sense,  turned  the  letter 
over  to  the  Surgeon  General  for  investigation. 
It  thereupon  developed  that  the  complainant 
had  been  under  constant  medical  observation 
almost  to  the  time  he  approached  Mrs.  Roosevelt 
and  that  he  had  stopped  treatment  on  his  own 
initiative.  To  our  knowledge  no  newspaper  has 
ever  said  a word  about  the  number  of  false  cases, 
like  this  one,  on  the  basis  of  which  a picture  of 
widespread  medical  need  is  painted. 

Only  recently  Philadelphia  dailies  expressed 
great  indignation  over  the  death  of  an  infant 
who,  they  said,  had  been  refused  professional 
attention.  Investigation  revealed  that  although 
the  child  appeared  ill  early  in  the  morning  the 
parents  waited  until  evening  before  seeking  medi- 
cal aid.  The  doctor  whom  they  called  already 


had  2 emergency  cases  on  hand  and  urged  that  a 
neighborhood  physician  be  summoned.  The 
people  failed  to  follow  his  advice  and  made  no 
further  effort  to  get  help.  The  child  died  that 
same  night. 

Obviously  this  is  a case  of  lay  ignorance  rather 
than  medical  neglect.  There  are  eighty-eight 
hospitals  in  Philadelphia  and  4,221  practitioners, 
yet  the  parents  abandoned  the  search  for  medical 
assistance  when  the  first  physician  they  tried  was 
unable  to  come.  The  Philadelphia  papers  which 
shed  inky  tears  over  this  admittedly  sad  incident 
made  no  mention  of  the  emergencies  on  which 
this  man  was  engaged  but  depicted  him  as  a mon- 
ster of  cruelty. 

In  any  city  with  thousands  of  medical  men 
there  may  be  a few  who  are  too  lazy  or  callous  to 
leave  their  homes  at  inconvenient  hours.  They 
are  an  almost  imperceptible  minority,  however, 
and  their  defection  need  not  condemn  anyone  to 
go  without  necessary  care.  There  are  always 
other  physicians — and  ambulance  service  in 
acute  emergencies.  The  trouble  in  these  cases 
does  not  lie  in  a shortage  of  medical  facilities 
but  in  the  fact  that  many  persons  don ’t  know  how 
to  go  about  utilizing  them. 


CLINICAL  REPORT  ON  EYE  LESIONS  DUE  TO  NASAL 
SINUS  INFECTION 

Frank  Barber,  M.D.,  and  Joseph  J.  McNamara,  M.D.J  Rochester,  New  York 


The  diagnosis  of  iritis,  cyclitis,  uveitis, 
or  retrobulbar  neuritis  should  offer 
no  difficulty  to  the  ophthalmologist  who 
has  had  adequate  training.  The  diffi- 
culty is  in  locating  the  etiology  of  the 
various  conditions.  In  syphilitic  and 
diabetic  patients  the  diagnosis  is  easily 
made  by  standard  laboratory  methods. 
Tuberculosis  offers  more  difficulty. 

The  cases  we  are  presenting  were 
selected  from  a group,  the  majority  of 
whom  were  suffering  with  chronic  involve- 
ment of  the  uveal  tract  or  repeated  at- 
tacks of  inflammation  over  periods  of  one 
to  seven  years.  For  this  report,  cases 
that  have  been  observed  over  a long 
enough  period  since  operation  to  justify 
procedures  taken  were  selected. 

Aeration  and  ventilation  of  nasal 
sinuses  have  been  performed  in  patients 
showing  severe  eye  disease  with  no  other 
demonstrable  foci  of  infection,  and  where 
there  is  definite  history  of  nasal  sinus 
disease  such  as  postnasal  dropping,  re- 
peated colds,  or  a history  of  a severe 
upper  respiratory  infection  antedating 
the  onset  of  eye  trouble  by  a few  weeks. 
Many  patients  had  been  under  prolonged 
treatment,  suffered  severe  discomfort, 
and  felt  that  they  might  go  blind. 

Case  Reports 

Case  1. — C.  Y.,  woman,  aged  66,  housewife, 
was  first  seen  November  19,  1926.  Six  months 
previously  the  patient  had  developed  iritis  in 
right  eye.  Since  then  at  periods  of  twelve  days 
she  had  had  acute  recurrences  in  her  right  eye. 
Examination  showed  that  the  patient  had  com- 
plete artificial  dentures,  and  her  jaws  were  ap- 
parently clear.  Local  application  to  the  nose 
gave  relief,  but  she  still  had  recurrences  every 
twelfth  day.  She  was  referred  to  Dr.  McNamara 
on  November  19,  1926.  A nasal  operation  was 
performed  on  January  6,  1927,  after  which  the 

t Died  October,  1939. 


patient  had  one  attack,  again  on  the  twelfth  day. 
She  was  free  from  attacks  for  two  years,  then  de- 
veloped one  attack  following  an  acute  cold.  The 
patient  was  last  seen  December  28,  1936,  having 
had  no  attacks  since  1928. 

The  nasal  history  in  this  case  was  indefinite 
except  for  occasional  acute  colds.  Teeth  and 
tonsils  had  been  taken  out;  examination  dis- 
closed a dry  nose  anteriorly,  high  deviation  of 
septum  to  right.  The  right  posterior  lateral 
pharyngeal  band  was  slightly  prominent.  Pos- 
terior rhinoscopy  showed  no  thickening  of  pos- 
terior tip  of  middle  turbinate.  There  was  no 
pus  present.  After  repeated  examinations  and 
conservative  treatment,  on  January  6,  1927, 
submucous  resection,  middle  turbinate  resection, 
and  curettement  of  right  anterior  and  posterior 
ethmoidal  cells  were  done.  Membrane  was  thick- 
ened, and  there  was  a small  amount  of  polypoid 
tissue  but  no  frank  pus.  The  patient  returned 
July  3,  1928,  following  an  acute  cold.  She  had 
several  conservative  treatments  with  prompt 
improvement  in  eye  condition. 

Case  2. — N.  G.  W.,  woman,  aged  64,  housewife, 
was  first  seen  March  16,  1929.  For  the  past 
seven  years  she  had  had  many  attacks  of  iritis 
in  both  eyes.  At  this  time  the  pupils  were  very 
much  bound  down  and  vision  was:  right, 
3/200;  left,  3/200.  A physical  examination  re- 
vealed no  other  etiologic  factors,  and  a nasal 
operation  was  performed.  After  recovery  from 
the  operation  the  patient  had  no  more  attacks  of 
iritis  but  did  not  regain  her  vision  because  of 
secondary  cataracts.  On  April  30,  1932,  the 
right  eye  was  operated  on  for  cataract,  and  on 
July  19,  1932,  her  vision  was  20/50  with  cata- 
ract glasses.  Examination  on  October  24,  1932, 
showed  the  vision  to  be  20/30,  and  she  was  able 
to  read  No.  4 near- vision  type. 

The  nasal  history  was  one  of  repeated  head 
colds,  postnasal  discharge,  and  clearing  of 
throat  in  morning.  The  patient’s  teeth  and 
tonsils  had  both  been  removed.  The  septum 
was  thickened  and  the  left  middle  turbinate 
showed  polypoid  degeneration  anteriorly.  There 
were  also  prominent  lateral  pharyngeal  bands. 
An  operation  was  performed  April  24,  1929. 
The  middle  turbinate  was  resected,  the  anterior 
and  posterior  ethmoid  cells  were  exenterated, 
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and  the  anterior  wall  of  left  sphenoid  was  re- 
sected. 

Case  3. — J.  F.  M.,  man,  aged  54,  was  seen 
May  16,  1922,  with  a severe  iridocyclitis  in  the 
right  eye.  The  patient  was  suffering  with  a 
general  arthritis  and  could  just  get  about  with  a 
cane  and  crutch.  Seven  years  ago  he  had  had 
trouble  in  the  left  eye,  and  the  eye  had  been 
enucleated  for  secondary  glaucoma.  The  pa- 
tient improved  slightly  under  atropine,  potas- 
sium iodide,  and  soda  and  boric  solution  in  his 
nose.  On  June  5 a recurrence  showed  the  eye  to 
be  very  painful,  and  after  a general  physical  ex- 
amination the  patient  was  referred  to  Dr.  J.  R. 
Honiss  for  treatment.  Dr.  Honiss’s  report 
showed  a polypoid  condition  of  the  ethmoid  and 
inflammation  of  the  sphenoids.  There  were 
several  carious  teeth.  Dr.  Honiss’s  notes  on  the 
operation  were  as  follows:  “June  8.  When 

operated  on,  the  anterior  wall  of  the  sphenoid 
was  removed.  There  was  pulsation  of  a purulent 
secretion.  The  secretion  could  be  pulled  out  in 
strings  over  a foot  long,  it  was  so  tenacious.  It 
looked  like  Streptococcus  mucosus  discharge  one 
sees  in  ears  at  times.  No  pathologic  examina- 
tion was  made.  All  secretion  was  wiped  away, 
the  nares  packed  with  gauze.  One  week  later 
the  patient  could  walk  without  assistance.  In 
three  months  time  the  patient  could  attend  to 
duties  as  janitor.”  Note  made  from  examina- 
tion on  June  23:  The  eye  was  clear,  with  the 
vitreous  clearing  up.  Notes  were  made  on  the 
following  dates:  July  10,  1922,  vision  20/40; 
October  21,  1922,  vision  20/20;  November  21, 
1922,  slight  irritation  in  eye.  The  case  was  re- 
ferred back  to  Dr.  Honiss  for  further  care.  In 
1925  patient  had  another  slight  attack  of  iritis 
which  cleared  up  under  nasal  treatment.  The 
patient  was  last  seen  January  26,  1926,  and  he 
had  been  free  from  trouble  for  about  a year. 
This  patient  went  along  without  further  trouble 
until  his  death  in  1932. 

Case  4. — J.  W.  R.,  man,  aged  66,  street  car 
motorman,  was  seen  April  24,  1925,  in  consulta- 
tion with  Dr.  Snell.  History:  In  1919  Dr.  Snell 
saw  this  patient  who  was  suffering  with  recurrent 
iritis  in  the  left  eye.  Under  Dr.  Snell’s  care,  the 
patient  had  a rise  of  tension  each  time  mydriatics 
were  instilled  into  his  eye.  December,  1919, 
Dr.  Snell  did  an  Elliott  trephine  operation  on  the 
left  eye.  Since  that  time,  the  left  eye  had  been 
quiet.  In  1920  the  right  eye  became  inflamed 
but  cleared  up  under  atropine.  In  March,  1925, 
the  right  eye  developed  iritis,  and  again  when- 
ever mydriatics  were  used,  the  tension  went  up. 
Examination  showed  iritis,  cyclitis,  and  uveitis  of 
a low  grade.  Tension  of  the  right  eye  was  32 
(Schiotz).  He  was  given  sodium  salicylate,  2 


grams  intravenously  every  other  day.  While  on 
the  sodium  salicylate  injections,  the  eye  appar- 
ently improved,  but  the  tension  went  up  with 
mydriatics — 30  to  35  mm.  The  patient  stated 
that  when  he  arose  in  the  morning,  the  vision  was 
clear,  but  became  markedly  blurred  after  an  hour 
or  two.  This  blur  lasted  until  about  noon  and 
then  cleared  up.  This  symptom  is  suggestive  of 
nasal  sinus  retention,  and  patient  was  referred  to 
Dr.  McNamara  for  examination.  Under  nasal 
treatment,  the  tension  did  not  go  up  after  mydri- 
atics. Nasal  operation  was  performed  on  the 
right  side  of  the  nose  and  later  on  the  left  side. 
After  operation  on  the  left  side,  the  left  eye  be- 
came acutely  inflamed,  and  a hemorrhage  devel- 
oped in  the  anterior  chamber  with  no  rise  in  ten- 
sion. Hemorrhage  cleared  up  in  four  or  five  days. 

On  May  13,  1925,  the  nasal  history  was  nega- 
tive except  for  postnasal  catarrh.  Examination 
showed  the  septum  thickened,  the  middle  turbi- 
nates in  contact  with  lateral  nasal  wall,  and  the 
nasal  mucous  membrane  inflamed.  On  July  30, 
1925,  the  right  middle  turbinate  was  resected, 
and  the  anterior  and  posterior  ethmoidal  cells 
were  exenterated.  The  membrane  was  found  to 
be  slightly  thickened.  The  operation  was  re- 
peated on  the  left  side  two  weeks  later,  with  prac- 
tically the  same  findings. 

Case  5. — Sr.  L.,  woman,  aged  42,  was  seen 
September  24,  1935.  One  year  previously  the 
patient  had  trouble  in  the  left  eye  and  was 
treated  in  the  hospital  for  seven  weeks.  Nine 
months  later  she  had  a serious  throat  infection 
and  in  two  weeks  the  left  eye  became  inflamed. 
The  tonsils  had  been  removed  seven  years  before 
and  the  teeth  extracted  a year  later.  She  had 
been  anemic.  The  left  eye  showed  uveitis  and 
iridocyclitis,  with  many  posterior  mutton-fat  pre- 
cipitates. The  patient  had  been  thoroughly  ex- 
amined and  no  foci  of  infection  found.  She  was 
referred  to  Dr.  McNamara.  He  reported  ob- 
struction of  the  ethmoids  with  probable  infection 
of  the  antrum  on  the  left  side.  X-rays  showed 
some  cloudiness  of  the  frontal  ethmoid  and  a 
large  domelike  cyst  arising  from  the  floor  of  the 
left  antrum.  The  patient  was  hospitalized  and 
the  antrum  operated  upon.  An  encapsulated 
abscess  was  discovered  on  the  floor  of  the  left 
antrum,  which  showed  a hemolytic  streptococcus 
as  the  predominating  organism.  This  patient 
had  a rather  protracted  and  stormy  hospitaliza- 
tion. The  eye  improved  for  a time,  but  later  de- 
veloped secondary  glaucoma  and  was  enucleated. 
At  the  present  time,  the  patient’s  right  eye  be- 
haves reasonably  well  except  after  an  acute  nasal 
infection  when  a good  deal  of  blurring  takes  place, 
and  there  has  been  slight  edema  of  the  nerve 
head  at  times. 
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September  24,  1935,  the  nose  and  throat  ex- 
amination showed:  nose  red,  with  dry  mucous 

membrane;  no  free  pus;  and  high,  thickened 
septum.  The  antrum  lavage  was  negative. 
There  was  extreme  mental  depression,  also 
marked  frontal  headache.  On  December  5, 

1935,  the  Caldwell-Luc.  operation  was  per- 
formed, with  complete  removal  of  membrane. 
An  encapsulated  abscess  was  found  on  the  floor 
of  the  left  antrum.  The  general  mental  and 
physical  condition  improved,  and  on  June  16, 

1936,  a submucous  resection,  curettement  of 
anterior  and  posterior  cells,  was  done.  No 
changes  were  noted  in  sphenoid  mucous  mem- 
brane. 

Case  6. — E.  R.,  woman,  aged  21,  was  seen 
December  2,  1928.  The  diagnosis  was : retinitis 
proliferans.  Three  years  previously  the  patient 
noted  spots  in  front  of  the  right  eye,  and  the 
vision  gradually  failed.  Last  August  the  left 
eye  became  involved.  The  patient  had  frequent 
nose  bleeds  and  complained  constantly  of  a pain 
at  the  root  of  the  nose.  The  examination  showed : 
in  the  right  eye,  hand  movements  only  were 
visible;  left  eye,  20/200.  Ophthalmoscopic  ex- 
amination showed  well-developed  retinitis  pro- 
liferans in  both  eyes.  December  14,  vision  was 
7/200  in  left  eye;  February  4,  vision  20/200. 
May  26,  1930,  vision  on  right  was  much  clearer, 
and  with  corrections  she  had  5/100  vision  on  the 
right  and  20/200  on  the  left.  This  patient  is 
still  able  to  play  cards,  enjoy  movies,  and  goes 
about  by  herself,  and  the  condition  has  remained 
stationary  for  the  last  seven  years. 

There  was  a history  of  repeated  colds  and  post- 
nasal discharge  and  several  attacks  of  tonsillitis. 
The  nasal  examination  showed  high,  thickened 
septum  and  both  middle  turbinates  in  contact 
with  nasal  wall.  There  was  no  pus  present. 
The  posterior  tips  of  the  middle  turbinates  were 
slightly  thickened.  The  tonsils  were  large  and 
cryptic.  On  December  6,  1928,  a submucous 
resection  and  a bilateral  exenteration  qf the  an- 
terior and  posterior  ethmoidal  cells  was  per- 
formed. Some  polyposis  was  present.  The 
sphenoids  were  explored,  and  the  anterior  walls 
were  taken  down.  A tonsillectomy  was  done 
three  weeks  later. 

Case  7. — J.  J.  L.,  man,  aged  43,  was  seen  Janu- 
ary 23,  1931.  Five  days  before,  the  patient 
noticed  spots  in  front  of  his  right  eye.  Examina- 
tion showed : the  patient  had  a right  convergent 
squint,  with  a large  central  scotoma  in  the  right 
eye.  The  left  eye  showed  20/20  vision.  The 
retinal  appearance  apparently  was  normal  in 
both  eyes.  The  general  physical  examination 
was  negative  with  Wassermann  negative.  The 
patient  was  referred  to  a rhinologist  who  found 


an  infected  antrum  on  the  right  side,  which  was 
operated  on.  The  scotoma  cleared  up,  but  the 
vision  did  not  return  to  normal,  probably  due  to 
the  fact  that  the  right  eye  was  an  amblyopic  eye. 

Case  8. — S.  E.  W.,  woman,  aged  47,  was  seen 
February  9,  1928.  The  patient’s  general  health 
had  not  been  good.  Her  eyes  had  been  bother- 
ing her  for  seven  or  eight  months.  She  com- 
plained of  black  spots  in  front  of  both  eyes,  and 
for  the  past  six  weeks  had  been  unable  to  read  at 
all.  Infected  tonsils  had  been  removed  and 
patient  had  been  hospitalized  and  studied  in  two 
different  hospitals.  In  one  hospital  the  diagno- 
sis was  neurosis.  The  examination  showed : 
vision,  right  eye,  8/200;  left  eye,  no  vision. 
There  seemed  to  be  a normal  peripheral  field  in 
the  right  eye  and  slight  constriction  of  the 
peripheral  field  in  the  left  eye,  with  a large  cen- 
tral scotoma  in  each  eye.  As  all  examinations  in 
the  hospitals  showed  negative  findings,  the  pa- 
tient was  referred  to  a rhinologist  who  performed 
an  operation.  The  day  following  the  operation, 
the  patient  lost  the  peripheral  field  in  both  eyes. 
Total  blindness  existed  for  about  five  or  six  days, 
then  the  vision  began  to  return.  On  March  6, 
1928,  with  correction,  the  patient  read  20/30 
in  the  right  eye  and  20/70  in  the  left  eye  and  was 
able  to  read  large  reading  type.  May  8,  1928,  the 
vision  was  20/30  in  each  eye.  August  6,  1928, 
corrected  vision  was  20/10  in  the  right  eye  and 
20/20  in  the  left  eye,  with  reading  correction 
No.  6 on  the  near  point  card  with  each  eye. 

The  nasal  history  was  indefinite  with  the  ex- 
ception of  postnasal  drip  and  intermittent  at- 
tacks of  dull  headache,  lasting  several  days  at  a 
time  and  more  marked  on  the  left  side.  Ex- 
amination showed  hypertrophy  of  both  middle 
turbinates,  no  pus  seen.  February  14,  1928,  a 
resection  of  the  middle  turbinates  and  curette- 
ment of  the  anterior  and  posterior  ethmoidal 
cells  was  performed.  The  left  sphenoid  was 
explored.  The  mucous  membrane  appeared  to 
be  slightly  thickened  and  the  anterior  wall  was 
taken  down. 

Case  9. — H.  T.  D.,  man,  aged  23,  was  seen 
March  1,  1928.  Two  days  before,  the  patient 
was  struck  over  the  left  eye  by  a piece  of  wood. 
The  pupil  was  dilated  and  fixed  but  with  no 
fundus  changes.  There  was  slight  edema  of  the 
nerve  on  the  left  side.  The  patient  had  only 
light  perception.  Four  days  later,  vision  was 
20/50.  March  13,  the  patient  returned  with 
vision  again  gone  in  left  eye  and  an  acute  upper 
respiratory  infection.  He  was  referred  to  the 
hospital  for  observation  and  examination.  The 
physical  examination  was  negative  except  for 
nasal  findings. 

On  March  13,  1928,  there  was  the  nasal  history 


May  1,  1940] 


EYE  LESIONS— NASAL  SINUS  INFECTION 


723 


of  recent  severe  coryza.  Examination  showed 
marked  hyperemia  and  swelling  of  the  nasal 
mucous  membrane  throughout.  The  septum 
was  thickened,  with  marked  high  obstructive  de- 
viation to  right.  The  tonsils  had  been  removed. 
An  acute  pharyngitis  was  present.  Headache  was 
marked  throughout  left  side  of  head.  The  pa- 
tient was  referred  to  the  hospital  where,  after 
energetic  conservative  treatment,  the  acute 
conditions  quieted  down  to  a point  where  it  was 
considered  safe  to  institute  operative  procedures. 
March  26,  1928,  a submucous  resection  and 
curettement  of  anterior  and  posterior  ethmoidal 
cells  was  performed.  Sphenoid  was  inspected 
and  no  pathology  found.  On  April  10  the  eye 
condition  was  20/70  vision  in  the  left  eye,  and  on 
April  17  vision  had  returned  to  20/20. 

Case  10. — D.  M.,  man,  aged  20,  was  seen 
January  5,  1929.  On  December  27  the  patient 
slipped  and  fell,  striking  the  right  eye  on  a grease 
cup.  The  vision  was  lost,  but  gradually  returned. 
The  examination  showed  no  exophthalmus,  the 
right  conjunctiva  showed  some  slight  hemorrhage, 
and  there  was  some  swelling  of  the  right  cheek 
below  the  eye.  Vision  in  the  right  eye  was  6/200, 
left  20/30.  On  January  14  there  was  some  slight 
exudate  in  the  macula  of  the  right  eye,  with 
vision  8/200.  On  January  17  vision  was  20/200. 
He  was  referred  for  nasal  examination,  and  the 
rhinologist  reported  some  trouble  in  the  nose. 
On  January  10  one  tooth  was  removed,  with  no 
improvement  in  the  eye.  On  January  29,  1929, 
vision  in  the  right  eye  was  20/100,  and  on  Febru- 
ary 5,  vision  was  20/70.  On  April  10,  a sub- 
mucous resection  was  done,  also  a curettement  of 
ethmoidal  cells  and  sphenoid  sinus  was  per- 
formed. On  May  4 the  corrected  vision  was 
20/25,  showing  an  improvement. 

Comment 

The  decision  to  advise  a radical  nasal 
operation  in  these  cases  involved  a re- 
sponsibility. It  was  made  only  after 
conservative  treatment  of  the  nose  failed 
to  improve  the  eye  condition,  also,  only 
after  a thorough  general  physical  ex- 
amination by  an  internist  ruled  out  all 
other  possible  foci  of  infection.  . 

We  have  demonstrated  to  our  satis- 
faction that  there  is  a type  of  nasal  sinus 
infection  that  causes  eye  complications  of 
a severe  nature.  This  sinus  infection  is 
not  accompanied  by  purulent  secretion. 

Discussion 

Dr.  Conrad  Berens,  New  York  City — It  is  a 
privilege  to  be  permitted  to  discuss  this  excellent 


paper  on  a subject  of  the  greatest  importance  not 
only  for  ophthalmic  therapeutics  but  also  for 
the  prevention  of  blindness,  72  per  cent  of  which 
in  the  United  States  is  caused  by  chronic  disease. 
It  would  be  impossible  to  summarize,  even 
briefly,  the  many  cases  that  apparently  have 
been  improved  by  sinus  surgery  either  alone  or 
usually  in  combination  with  general  medical 
treatment,  especially  autogenous  bacterial  anti- 
gens. 

Surgery  in  some  cases  is  imperative,  but  I 
always  prefer  to  see  what  results  can  be  ob- 
tained by  thorough  medical  and  nasal  treat- 
ment combined  with  immunology.  These  pa- 
tients should  be  studied  for  allergy  to  allergens 
other  than  bacteria.  However,  to  me  the  im- 
portance of  the  bacterial  findings  is  increasing  as 
our  methods  of  bacteriologic  diagnosis  become 
perfected.  Furthermore,  as  our  knowledge  of 
the  viruses  increases,  we  have  another  important 
approach  to  this  perplexing  problem  pertaining 
to  chronic  inflammation  of  the  uveal  tract.  We 
are  now  able  to  make  studies  of  the  nasal  secre- 
tions for  the  influenza  virus  but  so  far  have 
found  no  virus  in  relation  to  chronic  recurring 
uveal  lesions. 

The  essayists  have  wisely  stressed  the  im- 
portance of  a carefully  taken  history  that  should 
begin  with  childhood.  In  my  experience  most 
of  the  inflammations  of  the  uveal  tract  are  not 
caused  by  tuberculosis,  and  I go  even  further  in 
believing  that  tuberculous  lesions  of  the  uveal 
tract  are  rare  in  private  practice  in  New  York 
City. 

While  I agree  that  a positive  Wassermann  re- 
action is  valuable  for  diagnostic  purposes,  natu- 
rally a positive  reaction  does  not  necessarily  mean 
that  the  eye  lesion  is  syphilitic.  I have  had 
several  patients  who,  in  spite  of  treatment  of  the 
syphilitic  infection,  also  required  treatment  of 
their  sinus  infections.  In  several  cases  in  which 
I was  not  sure  of  the  etiologic  diagnosis,  the  lesion 
later  was  apparently  proved  to  be  gonorrheal. 
We  should  always  be  on  guard  for  the  presence 
of  other  chronic  infections,  e.g.,  undulant  fever 
[Green,  J. : Tr.  Am.  Ophth.  Soc.  36:  104 

(1938)]  or  the  so-called  focal  infections. 

In  the  production  of  lesions  of  the  uveal 
tract  much  stress  has  been  placed  on  strepto- 
cocci, and  our  experimental  work  [Berens,  C.f 
Angevine,  D.  M.,  Guy,  L.,  and  Rothbard,  S.: 
Am.  J.  Ophth.  21:  1315  (1938)]  seems  to 

demonstrate  the  importance  of  streptococci. 
In  our  most  recent  work,  which  is  as  yet  un- 
published, the  importance  of  mildly  pathogenic 
types  of  streptococci  in  the  production  of  serious 
experimental  lesions  apparently  is  shown. 

We  have  pointed  out  elsewhere  [Berens,  C., 
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Nilson,  E.  L.,  and  Chapman,  G.  H.:  Am.  J. 
Ophth.  19:  1060  (1936)]  that  experimental 

lesions  of  the  uveal  tract  may  be  caused  by 
several  types  of  bacteria  often  found  in  cultures 
made  from  suspected  foci  of  infection.  Some 
of  our  most  serious  eye  lesions  have  been  associ- 
ated with  observations  of  colon  bacilli  in  the 
upper  respiratory  tract  and  we  are  now  making 
a more  complete  study  of  the  subject.  One 
patient  (Miss  C.  C.,  aged  35,  first  seen  on 
September  21,  1936)  had  iritis  in  the  right  eye 
with  secondary  glaucoma  and  infection  of  the 
right  ethmoid.  Aerogenes  and  negative  strepto- 
cocci were  found  in  the  nose.  In  the  throat, 
there  were  toxic  and  negative  streptococci.  A 
small  portion  of  the  left  middle  turbinate  was  re- 
moved. This  patient  was  apparently  improved 
by  aerogenes  vaccine,  for  she  has  had  no  further 
attacks  of  iritis. 

One  patient  (Mr.  H.  B.,  aged  40 +,  first  seen 
April  21,  1938)  was  told  that  his  right  eye  would 
never  regain  the  vision  it  had  lost.  At  the  time 
of  the  first  examination  vision  was  20/40  but 
the  central  interstitial  corneal  opacities  un- 
expectedly cleared  after  autogenous  antigens 
(Staphylococcus  aureus  and  B.  coli)  were  given 
and  the  sinuses  were  treated.  After  a year’s 
treatment  of  the  sinus  condition,  progressive 
mild  inflammation  with  infiltration  of  the  sub- 
stantia propria  developed  in  the  periphery  of  the 
cornea  of  the  right  eye.  Bilateral  ethmoidec- 
tomy  and  sphenoidectomy  combined  with 
opening  of  the  left  antrum  has  so  far  quieted  the 
condition.  Cultures  showed  colon  bacilli  in 
the  ethmoids. 

The  more  one  studies  the  staphylococcus  the 
more  one  is  convinced  that  this  organism  also 
is  an  important  factor  in  eye  lesions  involving  the 
uveal  tract.  We  have  been  interested  in  de- 
veloping in  vitro  tests  [Chapman,  G.  H.,  Berens, 
C.,  Nilson,  E.  L.,  and  Curcio,  L.  G. : J.  Bact. 

35:  311  (1938)]  for  determining  the  toxicity  of 

staphylococci  and  other  organisms  and  have 
applied  these  tests  to  the  study  of  the  staphylo- 
coccus in  the  nose  and  conjunctiva  in  patients 
with  eye  lesions.  In  a small  series  of  eye  and 
nasal  cultures,  we  found  staphylococci  of  similar 
toxicity  in  both  eye  and  nose  in  about  50  per 
cent  of  the  cases.  In  another  25  per  cent  the 
same  organisms  were  found  in  both,  those  in  the 
nose  being  more  toxic. 

One  patient  (Mrs.  W.  M.,  aged  42,  first  seen 
August  9,  1922)  with  bilateral  chronic  irido- 
cyclitis and  secondary  glaucoma,  who  had  been 
treated  by  ophthalmologists  in  several  countries, 
apparently  was  benefited  by  a bacteriophage 
made  from  the  staphylococci  obtained  from  nasal 
cultures  and  by  opening  all  her  sinuses.  In  each 


sinus  that  was  opened,  Staph,  aureus  in  pure 
culture  was  found.  The  eyes  finally  quieted 
completely,  and  vision  was  retained. 

Another  patient  (Dr.  A.  R.  M.f  aged  59,  first 
seen  November  5,  1926)  developed  inflammation 
in  his  right  eye  following  a cold  contracted  two 
weeks  after  cataract  extraction.  His  symptoms, 
which  persisted  for  one  year,  were  pain,  tearing, 
marked  photophobia,  and  keratitis  with  vascu- 
larization of  the  iris  and  cornea.  Enucleation 
was  advised  by  two  ophthalmologists.  After 
most  conceivable  treatments  were  used  an 
ethmoid  cell  was  opened  and  a pure  culture  of 
Staph,  aureus  was  obtained.  Following  this 
operation,  the  eye  quieted,  and  he  was  relieved 
of  his  sensitiveness  to  all  mydriatics  and  cyclo- 
plegics.  A year  later  iridocapsulotomy  was  per- 
formed and  vision  was  restored  from  hand  move- 
ments to  20/70. 

Another  patient  (Mr.  D.  S.  McN.,  aged  26, 
first  seen  in  1932),  who  was  sensitive  to  all  the 
mydriatics  and  miotics,  had  pansinusitis,  bi- 
lateral chronic  iridocyclitis,  and  central  chorio- 
retinitis. His  eyes  were  better  for  a year  while 
autogenous  streptococcic  toxic  antigen  was  being 
administered.  However,  he  developed  recur- 
rences two  months  after  this  antigen  was  dis- 
continued. He  was  seen  by  Dr.  Wilmer,  who 
considered  it  a tuberculous  lesion,  and  the  last 
report  indicated  that  he  was  doing  well  on  tuber- 
culin treatment. 

This  case  is  reported  in  contrast  to  another 
patient  (J.  P.,  aged  15,  first  seen  April  20,  1933) 
whom  we  suspected  of  having  chronic  sinusitis 
because  of  the  appearance  of  the  right  side  of  his 
nose.  He  had  been  treated  for  two  years  with 
tuberculin  and  taken  to  a southern  climate  be- 
cause of  tuberculosis.  But  after  giving  him  an 
autogenous  streptococcic  vaccine  that  was  not 
a particularly  virulent  organism,  he  went  back 
to  school  in  the  north.  The  boy’s  vision,  which 
had  been  10/200  for  many  months,  gradually  re- 
turned to  20/50.  The  chorioretinitis  slowly 
quieted  at  the  same  time  as  the  appearance  of  the 
nasal  membranes  improved.  No  operation  was 
performed  on  his  nose  or  sinuses,  although  a 
septum  operation  was  advised. 

We  have  recently  seen  two  patients  with 
parenchymatous  keratitis  that  reduced  the 
vision  to  20/100  in  one  patient  and  to  hand 
movements  in  the  other  with  beginning  involve- 
ment of  the  cornea  of  the  other  eye  in  both 
patients.  Chronic  infection  of  the  antrums  was 
found  in  both  cases  on  the  side  of  the  serious 
involvement  of  the  cornea.  Chronic  hyper- 
plastic ethmoiditis  was  also  diagnosed  on  both 
sides. 

One  of  these  patients  (Mrs.  C.  M.,  aged  21, 
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first  seen  on  March  1,  1939)  had  light  perception 
in  the  right  eye  caused  by  parenchymatous 
keratitis  and  beginning  uveitis  in  the  left  eye. 
The  uveitis  began  to  clear  in  the  left  eye  as  soon 
as  the  sinuses  were  operated  upon.  Cultures 
from  the  right  nostril  and  the  left  nasal  passages 
showed  the  presence  of  many  hemolytic  Staph, 
aureus  which  * were  toxic  according  to  all  in 
vitro  tests.  A culture  from  the  nasopharynx 
also  showed  a moderate  number  of  toxic  hemo- 
lytic Staph,  aureus  as  well  as  a few  highly  toxic 
streptococci. 

We  see  a number  of  patients,  particularly 
after  ethmoidectomy,  who  develop  inflammation 
when  some  of  the  ethmoid  cells  become  blocked 
and  who  improve  with  drainage  of  these  cells, 
even  one  or  two  exceedingly  small  cells.  This 
possibly  points  to  the  fact,  which  we  have  noted 
experimentally,  that  sensitization  is  important 
in  the  production  of  ocular  disease  because  ex- 
perimental lesions  develop  more  consistently  in 
sensitized  animals. 

Many  of  our  patients  have  improved  both  with 
and  without  operation  for  retrobulbar  neuritis. 
In  our  experience  only  one  patient  (Mrs.  J.  W. 
M.,  aged  41,  first  seen  January  17,  1927)  who 
was  advised  to  have  a nasal  operation  because  of 
retrobulbar  neuritis,  possibly  lost  reading  vision. 
Her  general  physician  told  her  never  to  have 
sinus  surgery,  and  she  was  taken  to  Florida. 
She  failed  to  regain  her  central  vision  in  the 
affected  eye. 

I also  believe  that  patients  who  have  inflamma- 
tory chronic  congestive  glaucoma  should  be  care- 
fully studied  for  chronic  upper  respiratory  in- 
fection. We  have  had  several  cases  in  which 
repeated  eye  operations  were  unavailing  and 
relief  was  obtained  after  opening  the  sinuses. 

One  patient  (Mrs.  R.  M.,  aged  27,  first  seen 
April  4,  1930)  had  ten  major  operations  for 
glaucoma  as  well  as  two  paracenteses  and  two 
aspirations,  which  did  not  control  the  tension. 
We  finally  persuaded  one  of  our  colleagues,  much 
against  his  will,  to  open  her  sinuses.  An  ad- 
vanced stage  of  chronic  inflammation  of  both 
ethmoids  was  found. 

This  particular  subject  of  chronic,  so-called 
focal,  infection  has  occupied  so  much  of  my 
thought  for  so  long  that  my  opinion  is  probably 
biased  when  I say  that  it  is  the  most  important 
problem  in  the  prevention  of  blindness  in  the 
adult  population  at  the  present  time. 

However,  I am  sure  that  we  are  deeply  in- 
debted to  Dr.  Barber  and  Dr.  McNamara  for 
giving  us  the  benefit  of  their  rich  experience 

Dr.  Mortimer  G.  Brown,  Syracuse,  New  York — 
There  are  at  least  two  very  good  reasons  why  a 


paper  on  the  subject  of  the  accessory  sinuses  and 
the  eye  is  timely  and  interesting. 

It  is  timely  because  there  is  relatively  little  on 
the  subject  in  rhinologic  literature;  most  of  the 
contributions  are  to  be  found  in  ophthalmologic 
writings,  principally  because  the  oculist  takes  the 
responsibility  of  his  patient’s  vision  more  seri- 
ously than  the  rhinologist,  who  in  these  cases, 
acts  more  as  a technician  than  a surgeon  follow- 
ing his  own  judgment.  The  subject  is  interesting 
because  it  always  provokes  discussion. 

This  particular  presentation  is  worthy  of  our 
consideration  for  several  reasons: 

First,  the  authors  have  presented  their  cases 
in  a modest  and  sincere  manner,  with  no  claim 
to  priority  or  indication  that  their  request  for 
surgical  intervention  has  been  urged — both  of 
which  are  commendable  and  refreshing. 

Second,  they  emphasize  that  the  presence  of 
frank  pus  in  paranasal  sinus  conditions  is  not 
necessarily  a requisite  to  the  diagnosis  of  sinus 
pathology — congestion  within  these  cavities  is 
unquestionably  of  greater  significance  than  an 
area  of  inflammation  normally  ridding  itself  of 
secretions.  In  many  eye  conditions  it  is  the  con- 
cealed or  latent  type  of  infection  that  is  the  more 
serious. 

Third,  if  this  case  report  can  be  considered  a 
criterion  as  to  the  frequency  of  eye  conditions 
requiring  more  or  less  radical  nasal  surgery,  it  is 
evident  that  the  average  rhinologist  may  be  ex- 
pected to  be  called  into  the  case  only  occasionally, 
and  then  merely  with  the  hope  that  his  ministra- 
tions may  be  of  some  benefit.  This  relieves  the 
nervous  tension  of  the  nose  and  throat  surgeon 
who  is  in  the  habit  of  attacking  foci  of  infections 
upon  the  assurance  of  the  internist  that  removal 
of  such  foci  is  all  that  is  necessary  to  cure  the 
patient  who  never  has  been  and  never  will  be 
free  from  various  vague  complaints. 

That  certain  eye  diseases  are  apparently  cured, 
or  at  least  improved  by  free  drainage  and  aera- 
tion of  the  accessory  sinuses,  is  indisputable. 
The  results  obtained  by  the  authors  in  their  cases 
offer  no  controversy.  Both  the  ophthalmologists 
and  rhinologists  responsible  for  this  series  of  cases 
are  to  be  congratulated — for  working  together, 
they  have  preserved  that  special  sense  most 
cherished  by  all.  Even  a relatively  small  series 
of  this  class  of  cases  operated  on  without  disturb- 
ing complications  justifies  commendation. 

However,  if  we  were  to  aver  that  a majority  of 
the  three  conditions  affecting  the  uveal  tract 
would  respond  to  nonsurgical  or  conservative 
treatment  and  that  radical  procedures  are  med- 
dlesome surgery,  then  controversy  and  sharp 
debate  is  engendered! 

The  essayists  do  not  state  the  nature  of  the 
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conservative  care  applied  in  their  cases.  If  con- 
servatism means  the  application  of  the  argyrol 
pack  and  the  prescribing  of  any  one  of  the  fifty- 
seven  varieties  of  the  overheralded  nose  drops, 
then  I agree  that  no  improvement  need  be  ex- 
pected. To  me,  conservative  treatment  in- 
cludes any  simple  method  aimed  to  establish 
normal  function  of  the  nasal  passages  in  order  to 
relieve  sinus  block,  such  as  a careful  correction 
of  septal  obstruction  or  the  judicious  removal  of 
turbinal  hypertrophy,  together  with  certain 
approved  methods  of  reducing  tissue  congestion. 
This  may  be  medication  applied  as  near  as  pos- 
sible to  the  natural  sinus  ostiums  or  any  of  those 
therapeutic  measures  coming  under  the  classi- 
fication of  heat  treatment:  diathermy,  the 

"short  wave,”  ionization,  the  therapeutic  lamp, 
or  just  the  use  of  medicated  vapors  and  hot  wet 
packs. 

Curettage  of  the  ethmoid  cells  and  sphenoid 
sinus  without  a very  definite  indication  I prefer 
to  leave  to  the  daring  statistician  or  the  man 
who  thus  far  has  been  favored  by  good 
fortune. 

Some  of  you  may  recall  a statement  by  Dr. 


W.  L.  Benedict  that,  "improvement  in  optic 
neuritis  following  sinus  surgery  may  be  due  to 
hyperemia  resulting  from  the  packing  and  reac- 
tion of  the  operation,  or  inoculation  by  absorp- 
tion of  blood,  rather  than  to  the  operation  per  se ; 
and  that,  by  packing  the  nose  once  or  twice  daily 
with  epinephrine  and  cocaine,  allowing  these 
packs  to  remain  in  place  for  3 hours,  hyperemia 
can  be  induced  for  a longer  time  and  is  as  effec- 
tive as  operation  on  the  sinuses.” 

Quite  likely  Dr.  Benedict  leans  too  far  to  the 
left,  but  somewhere  between  the  nihilist  in  sinus 
surgery  and  the  vampire  type  of  operator  who 
exhibits  more  technical  dexterity  than  surgical 
judgment,  there  falls  the  vast  majority  of  rhinolo- 
gists  whose  experience  has  taught  them  that  the 
sphenoethmoidal  region  occasionally  requires 
radical  surgery  but  should  be  approached  with 
real  caution. 

Again,  may  I congratulate  Drs.  Barber  and 
McNamara  upon  their  work  and  its  presentation. 

To  the  enthusiast  in  accessory  sinus  surgery, 
young  or  mature,  the  aphorism  of  Jackson  is 
ever  apropos — "Before  undertaking  any  sur- 
gery, be  sure  you  are  right,  but  not  too  sure.” 


SURGEON’S  SECRETARY 
I’m  not  the  one  who  does  the  deed; 
Nor  kin  to  that  sadistic  breed; 

I do  not  like  to  watch  men  bleed. 

But  I must  earn  my  clothes  and  feed. 

I fix  the  words  he  cannot  spell ; 

Of  ether  I abhor  the  smell ; 

I watch  his  patients  go  through  hell ; 

I hear  their  secrets  and  don’t  tell. 

I send  them  bills  that  cause  dismay, 
And  then  I hound  them  ’till  they  pay ; 
I keep  them  waiting  half  the  day, 
Then  ask  them  “How  are  you  today?” 


I’m  well  informed  about  the  rain 
Or  sun,  and  what’s  occurred  in  Spain; 

I tell  them  there  will  be  no  pain, 

And  when  can  they  come  in  again? 

His  penmanship  has  ruined  my  sight; 

His  instruments  blanch  me  with  fright; 

I pound  out  letters  half  the  night 

And  hope  I’m  spelling  ‘hemorrhage’  right. 

Sometimes  I get  it  in  the  neck, 

And  then  I think  I’m  through,  by  heck. 

But  Wednesdays  I make  out  my  check, 

And  that  restores  my  self-respect. 

— E.  W.  J Massachusetts,  in  the  J.A.M.A. 


DOMESTICS’  EXAMINATION  IS  NEGLECTED 


"Existing  health  regulations  in  most  com- 
munities still  neglect  in  large  measure  the  safe- 
guards for  the  health  of  children  in  regulating 
and  demanding  physical  and  laboratory  exami- 
nations of  domestics  associated  with  children 
or  engaged  in  the  handling  of  foodstuffs,”  the 
Journal  of  the  American  Medical  Association  for 
January  27  declares. 

“Recently  there  has  been  renewed  interest  in 
the  public  health  aspects  of  domestic  service 
and  in  attempts  to  minimize  the  health  hazards 
incident  to  domestic  employment  by  periodic 
examinations,”  the  Journal  states.  "Addi- 
tional emphasis  is  given  to  this  problem  by  the 


recent  report  from  the  director  of  public  health, 
San  Francisco,  of  four  domestics  revealed  to  be 
typhoid  carriers  in  1939.  In  each  instance  the 
carrier  was  identified  after  the  development  of 
typhoid  in  the  family  or,  in  one  instance,  in  the 
cafeteria  in  which  the  domestic  was  employed. 
None  of  these  four  carriers  ever  gave  a history 
of  having  had  the  disease.  Such  circumstances 
merely  serve  to  re-emphasize  facts  already  well 
known;  namely,  that  only  healthy  adults 
should  be  in  contact  with  children  or  for  that 
matter  with  other  adults.” 

The  suggestion  has  also  been  made  that  the 
families  be  examined,  to  protect  the  domestics. 


DERMATITIS  NODULARIS  NECROTICA 

Report  of  Three  Cases 

Eugene  Traugott  Bernstein,  M.D.,  New  York  City 
{Attending  Dermatologist,  Beth  David  Hospital) 


The  purpose  of  this  report  is  to  indicate 
the  importance  of  recognizing  derma- 
titis nodularis  necrotica  as  a distinct  skin 
eruption  when  it  is  seen  in  general  prac- 
tice. It  may  be  difficult  to  establish  a 
diagnosis  due  to  protean  manifestations 
masquerading  as  a number  of  dermatoses 
extending  from  a simple  acneform  erup- 
tion to  a necrotic  type  of  tuberculosis. 

Dermatitis  nodularis  necrotica  was 
first  described  by  Werther.1  In  reporting 
a fatal  case  of  this  disease  in  1936, 
Duemling2  noted  that  up  to  that  time 
only  31  cases  had  been  recorded. 

Clinically,  dermatitis  nodularis  ne- 
crotica may  be  recurrent  and  polymor- 
phous ; and  it  may  or  may  not  be  accom- 
panied by  constitutional  disturbances. 
Gougerot3  properly  emphasizes  the  vary- 
ing degrees  and  transitional  forms  to  be 
found.  In  the  mildest  cases  there  will  be 
seen  nonnecrotic  nodules,  erythematous 
papules,  and  some  purpuric  elements,  but 
the  severe  cases  present  large  nodules 
which  may  ulcerate  and  become  necrotic. 

The  multiform  nature  of  the  disorder, 
which  tends  to  occur  in  crops,  is  indicated 
by  the  individual  lesions  which  include 
vesicles,  macules,  papules,  papulonecrotic 
lesions,  ulcers,  nodules,  plaques  and  their 
sequelae,  hemorrhagic  and  ulcerative 
lesions.  The  resultant  scars  may  be 
atrophic  or  hypertrophic. 

The  sites  of  predilection  of  the  lesions 
are  the  back,  the  extensor  surfaces  of  the 
hands  and  feet,  the  knees  and  elbows, 
the  palms  and  soles.  Hemorrhagic  pap- 
ules and  petechiae  select  the  extremities, 
especially  the  hands  and  feet  where  they 
may  involute  leaving  no  trace. 

Etiology 

The  etiology  of  dermatitis  nodularis 
necrotica  is  still  in  dispute.  Duemling 


observed  that  the  majority  of  the  31 
cases  he  collected  showed  evidence  of 
tuberculosis.  Nine,  however,  were  defi- 
nitely nontuberculous.  The  latter  were 
regarded  as  septic  or  embolic.  It  was  in 
this  group  that  he  placed  his  own  case 
which  had  come  to  autopsy.  Eichen- 
laub’s4  case  was  similarly  nontuberculous. 
Fischl5  was  contrary  minded,  for  in  his 
analysis  he  insisted  that  all  cases  reported 
up  to  1931  were  really  papulonecrotic 
tuberculids.  He  concluded  that  all  cases 
called  dermatitis  nodularis  necrotica  were 
actually  papulonecrotic  tuberculids  and 
should  be  classified  in  the  latter  group 
despite  negative  histopathologic  findings. 
Poor6  recommended  the  term  “tubercu- 
losis nodosa  hemorrhagica”  which  would 
thus  differentiate  the  lesions  from  papulo- 
necrotic tuberculid  while  emphasizing 
the  hemorrhagic  features  as  well  as  the 
reputed  tuberculous  origin. 

Gougerot3  and  his  associates  believed 
that  numerous  organisms,  notably  the 
tubercle  bacillus,  the  pyogenic  cocci, 
Hansen’s  bacillus,  various  fungi,  and 
spirochetes  may  cause  variable  skin  dis- 
orders. Conversely,  in  dermatitis  nodu- 
laris necrotica  he  maintains  the  etiologic 
agent  may  be  the  tubercle  bacillus,  the 
streptococcus  or  the  staphylococcus.  Hal- 
lopeau,7  Du  Castel,8  Balzer,  and  Milian 
considered  their  moderately  severe  cases 
to  be  of  tuberculous  origin.  Finally, 
Duemling  observed:  “Dermatitis  nodu- 
laris necrotica  may  be  regarded  as  a septic 
form  of  erythema  multiforme,  caused  in 
some  cases  by  the  tubercle  bacillus  and 
in  others  by  septicopyogenic  organisms.” 

Histopathology 

Duemling,2  in  the  report  of  his  fatal 
case,  stated  that  the  nodular  lesions  pre- 
sented the  picture  of  a massive  infiltrate 
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Fig.  1.  Case  E.  D.  Shows  multiform  and 
transitional  lesions:  nodules,  vesicles,  crusts, 

punched-out  ulcers,  and  the  terminal  atrophic 
scar. 

extending  from  the  papillary  bodies  to  the 
coil  glands.  Considerable  hemorrhage 
was  scattered  throughout,  especially  be- 
neath the  flattened  papillae.  The  cells 
of  the  infiltrate  were  mainly  polymor- 
phonuclear leukocytes.  In  addition,  vas- 
cular dilatation  and  perivascular  infiltra- 
tion were  present.  From  a histopatho- 
logic point  of  view,  he  regarded  this 
picture  as  that  of  an  acute  purulent  in- 
fection involving  the  corium  and  cutis. 
The  superficial  lesions  evolved  more 
rapidly  and  healed  by  desiccation  and 
exfoliation.  The  nodular  lesions  evolved 
more  slowly,  though  they  developed  into 
ulcers  which  healed  with  scar  formation. 
A septic  or  embolic  process  was  considered 
by  him  to  account  for  these  changes. 

Two  other  histopathologic  reports  may 
be  repeated  here  with  benefit  since  they 
clearly  elucidate  the  microscopic  features 
usually  found  in  this  disorder.  Werther’s 
case  exhibited  endarteritis  with  acute 
inflammatory  changes  in  the  cutis  which 
were  accompanied  by  hemorrhage,  abscess 
formation,  and  necrosis  on  and  about 
the  sweat  glands.  These  were  interpreted 
as  being  due  to  hemorrhagic  infarcts  with 
embolic  plugging  of  the  end-arteries.  The 
section  in  Klingmuller’s9  case  manifested 
perivascular  infiltration  particularly  in 
the  subpapillary  layer  (polvmorphonu- 
clears) ; there  was  infiltration  and  miliary 
abscesses  in  the  epidermis  while  both  the 
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cutis  and  papillae  contained  hemor- 
rhages. 

In  my  cases  the  histologic  examination 
revealed  a milder  grade  of  inflammation 
with  moderately  dilated  blood  vessels  in 
the  cutis.  There  was  a concomitant 
round  cell  accumulation,  subepidermic 
edema  and  acanthotic  changes  in  the 
epidermis.  None  of  these  3 cases  showed 
indications  of  severe  sepsis. 

Differential  Diagnosis 

This  disorder  is  most  frequently  con- 
fused with  papulonecrotic  tuberculid. 
Fischl  and  others  consider  it  to  be 
identical  with  the  latter.  Poor’s  case 
was  regarded  as  a dermatitis  nodularis 
necrotica,  but  he  stated  that  in  certain 
phases  it  reminded  one  of  lupus  pernio, 
multiple  benign  sarcoid,  angiokeratoma, 
purpura  nodosa,  and  papulonecrotic  tu- 
berculid. Andrews10  lists  another  group, 
including  ioderma,  leukemia  cutis,  papu- 
lonecrotic tuberculid,  and  erythema 
multiforme.  It  is  apparent  that  a definite 
diagnosis  may  be  impossible  without  a 
histopathologic  study  of  a biopsy. 

In  reviewing  my  series  of  cases,  I note 
that  I have  had  to  consider  the  following 
clinical  diagnoses  as  well:  parapsoriasis, 
pyoderma,  erythema  induratum,  and 
drug  eruption.  This  wide  variety  of 
differential  diagnoses  indicates  the  transi- 
tional character  of  the  lesions  under  dis- 
cussion. It  is  not  unlikely  that  the  list 
will  grow  with  further  reports.  Thus,  in 
Fink’s  case,  neurotic  excoriation  was 
borne  in  mind  by  some  of  the  discussers. 

Fortunately,  the  prognosis  of  dermatitis 
nodularis  necrotica  is  good  except  in  the 
very  severe  type  which  shows  signs  of 
sepsis.  At  present  the  treatment  is 
entirely  symptomatic  in  this  self-limited 
disorder,  though  it  should  be  remembered 
that  many  consider  injections  of  arsenic 
almost  a specific  in  those  cases  which 
are  regarded  to  be  of  tuberculous  origin, 
e.g.,  Werther,  Gougerot. 

Case  Reports 

Case  1. — E.  D.,  female,  aged  59,  presented  her- 
self on  March  9,  1939,  with  a generalized  erup- 
tion of  one-week  duration,  though  it  had  been 
present  over  the  backs  of  the  legs  for  four  weeks 
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Fig.  2.  Case  A.  G.  Medium  power.  Vas- 
cular dilatation  with  small  round  cell  infiltration 
and  subepidermic  interstitial  edema  are  clearly 
shown.  This  picture  of  an  early  inflammatory 
process  surrounding  the  blood  vessels  must  be 
taken  in  conjunction  with  the  clinical  picture  if 
a diagnosis  is  to  be  established  at  this  stage. 

The  individual  lesions  were  more  sparsely  scat- 
tered over  the  body  than  over  the  lower  extremi- 
ties. The  lesions  were  discrete,  fairly  sharply 
marginated,  and  consisted  of  transitional  forms 
starting  with  superficial  nodules,  extending  to 
erythematous  papules,  many  of  which  appeared 
with  superficial  punched-out  ulcers.  The  ter- 
minal results  were  faintly  pigmented  varioliform 
scars. 

There  were  no  concomitant  symptoms  of  note. 

The  differential  diagnosis  included:  (1) 

dermatitis  nodularis  necrotica,  (2)  papulonecrotic 
tuberculid,  (3)  parapsoriasis. 

On  April  5 and  10,  specimens  for  biopsy  were 
taken  from  the  left  leg. 

Dr.  D.  L.  Satenstein  and  Dr.  Wilbert  Sachs 
submitted  the  following  histopathologic  report: 

“Microscopic  Diagnosis:  Early  state  of  derma- 
titis necroticans  (Duemling). 

“Throughout  the  mid  and  upper  cutis  the 
vessels  are  dilated  and  the  walls  somewhat 
thickened.  About  these  is  a moderate  small 
round  and  wandering  connective  tissue  infiltrate. 


Fig.  3.  Case  A.  G.  Low  power.  “Vessels 
of  the  mid  and  upper  cutis  are  moderately  di- 
lated and  about  them  is  a moderate  small  round 
cell  infiltration.”  Note  appreciable  sub- 
epidermic  interstitial  edema.  Irregular  acantho- 
sis in  epidermis  which  also  shows  a necrotic 
area. 

In  the  upper  cutis,  there  is  a marked  interstitial 
edema  and  in  a few  areas  in  the  subepidermic 
region  there  appears  to  be  some  necrosis.  The 
epidermis  is  somewhat  acanthotic,  but  other- 
wise shows  no  important  change.” 

Wassermann  reaction  was  negative.  Pirquet 
and  Mantoux  tests:  0.1  cc.  of  tuberculin  in 
dilution  1:1000 — negative;  0.1  cc.  of  tuberculin 
in  dilution  1:100000 — positive;  0.1  cc.  of  tu- 
berculin in  dilution  1:1000000 — slightly  posi- 
tive. 

Other  laboratory  tests  were  negative. 

Case  2. — A.  G.,  female,  aged  28,  was  seen  on 
obstetrical  service  of  Beth  David  Hospital. 

The  areas  essentially  involved  were  the  antero- 
lateral aspects  of  the  upper  and  lower  extremities. 

The  individual  lesions  were  both  papular  and 
depressed  and  exhibited  all  transitional  forms 
from  nodules  to  excoriations  and  collarette  forms. 
As  in  Case  1,  the  end  results  were  varioliform 
scars.  During  the  phase  of  resolution  the  lesions 
had  a sepia-brown  color. 

In  this  instance  there  was  little  or  no  itching 
though  the  patient  was  tempted  to  “pick”  at 
the  individual  lesions. 

The  differential  diagnosis  included:  (1)  para- 
psoriasis, (2)  neurotic  excoriations,  (3)  papulo- 
necrotic tuberculid,  (4)  dermatitis  nodularis 
necrotica.  The  last  was  accepted  as  a tentative 
diagnosis. 
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Fig.  4.  Case  L.  R.  Shows  necrotic,  ul- 
cerated, confluent  nodules  on  leg.  Note  sur- 
rounding induration  and  erythema. 


A specimen  for  biopsy  was  removed  on  May  2, 
1939.  Dr  D.  L.  Satenstein  and  Dr.  Wilbert 
Sachs  submitted  the  following  histopathologic 
report : 

“Microscopic  Diagnosis:  Early  dermatitis 

necroticans. 

“The  vessels  of  the  mid  and  upper  cutis  are 
moderately  dilated  and  about  them  there  is  a 
moderate  small  round  cell  infiltration.  In  the 
subepidermic  region  there  is  considerable  inter- 
stitial edema.  The  epidermis  is  irregularly 
acanthotic  and  at  one  point,  there  is  a necrotic 
area.  Otherwise  there  are  no  important 
changes.” 

As  in  the  first  case,  this  patient  had  a positive 
tuberculin  reaction  to  0.1  cc  in  dilution  100,000, 
and  0.1  cc.  in  dilution  were  1,000,000. 

Wassermann  reaction  was  negative. 

Other  laboratory  tests  were  negative. 

Case  3. — L.  R.,  female,  aged  33,  was  a patient 
in  Beth  David  Hospital  from  May  29,  1939  to 
June  24,  1939 

Family  History:  Mother  had  died  of  “dropsy” 
and  the  father  of  typhoid.  Four  brothers  and 
three  sisters  were  living  and  well. 

Personal  History:  During  childhood,  patient 
had  had  diphtheria,  pertussis,  and  chicken  pox 
As  far  back  as  she  could  remember  she  had  suf- 
fered with  constipation  for  which  she  took  laxa- 
tives habitually.  In  1937  she  observed  pus  and 
blood  coming  from  the  anus.  At  Bellevue  Hos- 
pital this  was  attributed  to  a fistula-in-ano 
which  was  treated  operatively.  Though  the 
hemorrhage  ceased,  the  discharge  of  “pus”  con- 
tinued, and  she  returned  to  the  Bellevue  clinic 
where  she  received  “injections”  for  six  months. 
The  nature  of  this  medication  has  not  been  de- 


termined. In  the  fifth  month  of  her  treatment 
at  the  clinic,  she  began  to  develop  “boils”  on 
her  back  and  legs.  The  back  lesions  would  last 
from  2 to  3 days,  but  those  on  the  legs  remained 
for  intervals  from  one  to  six  months.  This  his- 
tory of  recurring  lesions  has  persisted  to  the 
present;  the  “pus”  per  anus  also  continues. 

The  patient  complained  of  tiredness,  sleepless- 
ness, and  “nervousness.”  Her  menses  recur 
every  two  or  three  weeks  and  last  for  two  or 
three  days.  There  has  been  no  sweating,  notable 
loss  of  weight,  or  pyrexia.  Since  May,  1939, 
transitory  joint  swellings  have  occurred. 

Radioscopy,  fluoroscopy,  and  electrocardiog- 
raphy confirmed  the  presence  of  a dextrocardia 
in  this  patient. 

Laboratory  Data : r.b.c.  was  3,530,000;  w.b.c. 
was  4,200.  Routine  urinalysis  was  essentially 
negative.  Wassermann  reaction  was  negative. 
However,  increasing  concentrations  of  tuberculin 
up  to  dilution  of  1 : 1000  were  all  negative. 

Cutaneous  Examination:  the  areas  involved 
were  both  lower  extremities  and  the  back.  These 
areas  showed  numerous  furuncles  in  all  stages  of 
development,  as  well  as  flat  pyodermic  lesions 
which  were  nonelevated.  On  the  lateral  aspect 
of  the  left  leg,  about  five  inches  above  the  mal- 
leolus, were  several  dime-sized  ulcers  which 
later  fused.  They  had  sharp  irregular  edges  with 
tender  erythematous  bases.  Sticking,  needle- 
like pains  were  present  in  this  lesion.  A scar  of 
a previous  lesion  was  present  about  three  inches 
above  the  latter.  During  her  stay  in  the  hospital 
a papulopustular  lesion  developed  over  the  back. 
This  was  a periodic  occurrence  which  would 
persist  for  about  two  weeks  with  subsequent 
resolution.  Later  discrete  ulcerative  lesions  ap- 
peared over  the  lateral  surfaces  of  the  legs  and 
calves. 

Digital  examination  of  the  rectoanal  area  re- 
vealed a vertical  induration  along  the  anterior 
wall  of  the  anal  canal.  Visual  inspection  of  this 
area  revealed  the  presence  of  an  erythematous 
fissure,  covered  with  a mucopurulent  discharge. 

The  differential  dermatologic  diagnosis  in- 
cluded: (1)  dermatitis  nodularis  necrotica,  (2) 
pyoderma,  (3)  erythema  induratum,  (4)  drug 
eruption. 

A specimen  for  biopsy  was  removed  from  the 
leg  and  the  histopathologic  report  was  submitted 
by  Dr.  D.  L.  Satenstein  and  Dr.  Wilbert  Sachs. 

“Microscopic  Diagnosis:  Perivasculitis  with 
hyaline  degeneration  and  tuberculoid  tissue. 

“The  vessels  of  the  entire  cutis  are  dilated 
and  about  them  is  a marked  cellular  infiltrate. 
The  lining  of  the  vessels  are  swollen  and  the 
walls  edematous,  and  in  places  there  is  breaking 
up  of  the  wall.  In  the  center  of  the  section  is  a 
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marked  cellular  infiltrate  composed  of  small 
round  cells,  wandering  connective  tissue  cells, 
histiocytes,  and  giant  cells.  There  is  some  necro- 
sis present  in  this  zone.  There  is  hyaline  de- 
generation of  the  collagen  fibers  within  this  area. 
There  are  no  true  tubercles.  The  epidermis  is 
irregularly  acanthotic  but  shows  no  important 
changes.” 

The  microscopic  diagnosis  in  this  case  differs 
from  that  of  the  first  two.  Though  all  3 cases 
were  examined  by  the  same  pathologists  the 
microscopic  findings  appear  essentially  similar 
to  me  and  correspond  with  the  histopathologic 
findings  of  dermatitis  nodularis  necrotica.  I 
am  accordingly  prompted  to  include  the  last 
case  in  this  series. 

Comments 

The  term  “dermatitis  nodularis  ne- 
crotica” is  purely  descriptive  and  gives 
no  indication  regarding  the  etiology  of 
this  disorder.  The  literature  exhibits 
ample  testimony  of  the  reluctance  with 
which  it  has  been  linked  with  tuberculosis 
even  though  numerous  cases  in  which  it 
has  been  found  coincident  with  tubercu- 
losis have  been  reported.  Some  like 
Fischl  have  held  a brief  for  its  identity 
with  papulonecrotic  tuberculid;  others, 
like  Werther,  thought  it  belonged  in  a 
special  category  quite  independent  of  all 
others.  Latterly,  Duemling  has  seen  fit 
to  divide  this  disorder  into  two  groups. 
In  the  first,  tuberculosis  can  be  reliably 
considered  as  an  etiologic  factor,  and,  in 
the  second  group,  tuberculosis  can  be  ex- 
cluded. This  does  not  assist  us  once 
tuberculosis  can  be  excluded.  As  usual, 
the  pyogenic  series  of  organisms  have 
been  called  upon  to  explain  this  second 
group  without  any  evidence  to  support 
the  theory  except  a few  isolated  cultures. 
It  is  questionable  whether  these  pyogenic 
organisms  have  a significance  other  than 
that  of  secondary  invaders  in  areas  of 
lowered  resistance.  I am  inclined  to  re- 
gard these  theories  concerning  the  etiol- 
ogy of  dermatitis  nodularis  necrotica  as 
purely  speculative. 

In  1933,  Gougerot  and  his  co-workers 
reported  a series  of  cases  belonging  to  the 
nodular  dermatitides.  Their  observations 
tend  to  break  down  the  rigid  classification 
which  has  been  attempted  for  this  group 


of  disorders.  As  already  emphasized, 
they  consider  dermatitis  nodularis  necrot- 
ica as  a syndrome  with  diverse  etiologic 
factors.  As  an  arbitrary  group,  it  may  be 
inserted  between  such  groups  as  derma- 
titis nodularis  nonnecrotica,  examples  of 
which  may  be  found  in  indeterminate 
chronic  septicemias,  and  those  nodular 
dermatitides  in  which  the  lesions  always 
become  necrotic;  the  latter  may  be  il- 
lustrated in  the  escharotic  tuberculids. 

From  a clinical  point  of  view  there  is 
some  justification  in  preserving  this  classi- 
fication especially  when  the  pathogen  can- 
not be  determined,  not  only  because  of 
the  interest  which  is  shown  in  the  mech- 
anism which  produces  this  lesion,  but 
also  because  of  the  favorable  prognosis 
which  it  entails.  As  soon  as  a definite 
etiology  can  be  established  a more  precise 
nomenclature  is  inevitable. 

All  these  dermatoses,  whether  or  not 
they  are  polymorphous,  manifest  the 
nodule  as  a lesion  common  to  all. 

It  may  be,  as  Gougerot  insists,  that  a 
microbic  embolus  is  responsible  for  the 
nodule  when  it  is  arrested  in  the  mid  or 
deep  cutis;  or  it  may  cause  an  erythema- 
tous papular  plaque  when  the  superficial 
skin  is  involved.  Local  anaphylactic  re- 
actions may  explain  the  modus  operandi 
of  the  lesion.  In  a sense,  therefore,  these 
nodular  dermatitides  do  belong  to  a 
pathogenic  group,  that  of  the  “allergic” 
dermatoses. 

Bearing  this  concept  in  mind,  a prog- 
nostic element  is  deduced  which,  in  some 
respects,  appears  paradoxical.  The  de- 
fensive reaction  is  directly  related  to  the 
intensity  of  the  cutaneous  reaction.  It 
is  more  favorable  when  the  lesions  are 
more  numerous  and  the  reactions  more 
intense  in  the  skin. 

However,  all  these  theories  and  con- 
jectures lack  conclusive  confirmation 
despite  the  fact  that  they  are  seductive. 
To  my  mind  this  lack  of  confirmation 
presents  us  with  an  etiology  which  is  as 
yet  undetermined.  The  disorder  might 
very  well  be  a metabolic  disturbance  with 
skin  manifestations.  The  paucity  of 
reported  and  studied  cases  will  not 
simplify  the  problem  of  elucidating  these 
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questions.  It  is  conceivable  that  pyogenic 
organisms  found  in  the  reported  cases 
are  merely  secondary  invaders  in  areas 
of  lowered  resistance  as  they  frequently 
are  in  agranulocytosis,  diabetes,  and  the 
whole  gamut  of  metabolic  disorders. 

Summary  and  Conclusions 

1.  The  incident  bf  dermatitis  nodu- 
laris necrotica  is  rather  frequent,  but  is 
seldom  diagnosed  as  such;  therefore, 
less  than  50  cases  have  been  recorded  to 
date. 

2.  The  clinical  signs,  symptoms,  and 
theories  concerning  etiology,  histopath- 
ology,  differential  diagnosis,  prognosis, 
and  treatment  are  discussed. 

3.  Three  case  reports  with  histo- 
pathology  are  described. 


4.  An  analysis  of  the  theories  per- 
taining to  etiology  leads  me  to  believe 
that  the  causative  agents  are  still  un- 
known. 

100  Central  Park  South 
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AMERICAN  WOMEN  ARE  GETTING  THINNER 


For  many  years  the  public  has  been  steadily 
bombarded  with  propaganda  concerning  the 
perils  of  obesity.  Much  of  it  is  based  on  sound 
statistical  evidence  of  the  shorter  longevity  and 
greater  liability  to  certain  types  of  disease 
shown  by  overweight  people. 

The  inevitable  result  is  now  evident  in  the 
figures  of  average  weights  of  women  insured  in 
the  Ordinary  Department  of  the  Metropolitan 
Life  Insurance  Company.  As  reported  in  the 
J.A.M.A.,  the  tabulation  of  the  average  weights 
at  various  heights  according  to  age  in  1922-1923 
as  compared  to  those  in  1932-1934  showed  that 
in  all  but  a few  instances  there  has  been  a de- 
cline in  the  average  weight  for  each  height  at 


every  age.  The  extent  of  the  declines  is  not 
large  and  is  usually  from  3 to  5 pounds. 

It  is  perhaps  surprising,  however,  that  the 
declines  are  fairly  uniform  for  the  various  ages 
and  have  been  as  great  for  older  as  for  younger 
women.  It  would  be  rash,  however,  to  ascribe 
the  general  decline  in  the  average  weights  of 
women  exclusively  to  the  influence  of  health 
education,  and  fashion,  since  modifications  in 
eating  habits  represented  by  a gradual  change 
from  the  emphasis  on  quantitative  caloric  needs 
to  the  present  consideration  of  qualitative  needs, 
which  stresses  the  value  of  so-called  protective 
foods,  has  also  occurred  in  an  apparently  quite 
independent  manner. 
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BENIGN  INTRAVENTRICULAR  TUMORS  OF  THE  BRAIN 

Report  of  Three  Cases* 


Eldridge  Campbell,  Jr.,  M.D.,  and  Robert  Whitfield,  M.D.,  Albany,  New  York 
{From  the  Department  of  Surgery  of  the  Albany  Medical  College,  Union  University ) 


The  purpose  of  this  paper  is  to  call 
attention  to  a small  but  fascinating 
group  of  brain  tumors  growing  within  the 
ventricular  system.  Many  of  these 
growths  are  benign,1’2  and  since  it  is 
now  possible  to  remove  most  of  them 
surgically,  their  diagnosis  is  of  con- 
siderable importance.  As  a general  rule, 
the  earlier  and  principal  manifestations 
of  such  growths  are  those  of  increased 
intracranial  pressure,  consequent  to  the 
blocking  of  a ventricle.  Not  infrequently 
this  is  intermittent,  at  least  at  first,  and 
indeed  has  been  known  to  remain  so  for 
years.3  When  obstruction  becomes  com- 
plete, the  familiar  manifestations  of  ele- 
vated pressure  (such  as  headaches,  nausea, 
vomiting,  choked  disk,  etc.)  become 
evident.  Localizing  signs  due  to  pressure 
upon  contiguous  structures  may  appear 
earlier  with  fourth  ventrical  tumors  than 
in  those  involving  the  lateral  or  even  the 
third. 

Rather  than  attempt  generalizations 
concerning  tumors  of  the  ventricular 
system  as  a whole,  the  individual  com- 
partments will  be  considered  separately. 

Tumors  of  the  Lateral  Ventricles 

If  one  excludes  invasive  gliomas  that 
bulge  into  the  ventricles  and  malignancies 
of  the  choroid  plexus,  there  remains  a 
small  group  of  circumscribed  tumors  that 
arise  from  the  choroid  plexus  and  from 
the  walls  of  the  ventricle.  Papillomas  of 
the  choroid  plexus,4  fibrous  tumors  of 
the  choroid  plexus  and  tela,  many  of 
which  Cushing  and  Eisenhardt5  have 
shown  to  be  meningiomas  “without  dural 
attachments,”  and  ependymal  tumors6 
have  been  most  frequently  encountered. 
If  and  when  they  grow  to  sufficient  size 
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to  obstruct  the  ventricle  or  to  compress 
adjacent  structures,  symptoms  appear. 
Cushing  and  Eisenhardt,  in  summarizing 
the  clinical  behavior  of  meningiomas  of 
the  superior  tela,  call  attention  to  a 
“fairly  characteristic  syndrome”  as  fol- 
lows: “(1)  pressure  symptoms  with 

headaches  tending  to  be  ipsilateral ; 
(2)  a contralateral  homonymous  hemi- 
anopia  often  bisecting  the  macula;  (3) 
a contralateral  sensory  motor  hemiparesis 
more  marked  in  the  sensory  sphere, 
associated  in  a few  cases  with  trigeminal 
numbness;  (4)  symptoms  suggesting 
cerebellar  involvement  in  more  than  half 
the  cases;  and  (5)  almost  invariably 
paralexia,  increased  by  operation  when 
the  tumor,  as  it  commonly  does,  occupies 
the  left  hemisphere.” 

The  following  case  may  illustrate  the 
clinical  behavior  of  these  tumors. 

Case  Report 

Case  1 . Meningioma  arising  from  the  choroid 
plexus  of  the  right  lateral  ventricle. — J.  M.,  a 36- 
year-old,  white,  married  housewife,  entered  the 
Albany  Hospital,  October  14,  1937,  at  the  sug- 
gestion of  Dr.  E.  W.  Beard,  Cobleskill,  New  York, 
because  of  severe  headaches  and  of  amenorrhea 
which  had  followed  the  birth  of  her  fourth  child, 
twenty-one  months  before.  During  this  time 
she  had  become  increasingly  nervous  and  irri- 
able.  Following  an  excruciating  headache  ten 
weeks  before  admission,  she  had  become  stupor- 
ous, had  vomited,  and  had  remained  in  bed  for 
thirty-six  hours.  Thereafter,  she  was  again 
able  to  perform  her  household  tasks,  but  it  was 
noted  that  she  would  repeatedly  ask  foolish 
questions  and  appeared  to  be  losing  her  memory. 
One  week  before  admission  she  complained  of 
failing  vision.  Two  days  prior  to  entering  the 
hospital  another  severe  headache  occurred,  ac- 
companied by  nausea  and  vomiting.  During 
these  last  two  days  she  staggered  when  attempt- 
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Fig.  1.  Case  1.  Visual  fields  showing  left  homonymous  hemianopia. 


ing  to  walk  and  at  times  complained  of  numbness 
in  the  right  side  of  the  face. 

Family  and  past  histories  were  noncontribu- 
tory. 

Physical  examination  showed  a poorly  nour- 
ished, confused  woman,  who  complained  of 
frontal  headache.  The  skull  exhibited  no  tender- 
ness or  exostoses.  The  teeth  were  carious.  The 
heart  and  lungs  showed  no  abnormalities.  The 
abdomen,  pelvis,  and  extremities  appeared  to  be 
normal. 

Neurologic  examination  disclosed  bilateral 
papilledema,  more  marked  on  the  left.  The 
visual  acuity  was  20/20  in  each  eye  but  there  was 
a left  homonymous  hemianopia  (Fig.  1),  with 
preservation  of  the  macular  areas.  Slight  weak- 
ness of  the  left  internal  rectus  muscle  was  noted. 
No  trigeminal  anesthesia  could  be  demonstrated 
but  the  jaw  deviated  somewhat  to  the  left. 
There  was  a moderate  facial  weakness  on  the 
right,  seemingly  of  the  central  type.  Slight  dimi- 
nution of  hearing  was  found  bilaterally,  with 
some  loss  of  high  tones  in  the  left  ear.  No  other 
abnormalities  of  the  cranial  nerves  were  demon- 
strable. She  was  disoriented  for  time,  place,  and 
person;  no  astereognosis  was  present.  The 
speech  was  somewhat  halting.  Some  clumsi- 
ness was  noted  in  the  left  hand  and  foot  in  alter- 
nating movements.  Dysmetria  was  observed 
in  both  finger-to-nose  tests.  The  deep  reflexes 
were  slightly  more  active  on  the  right  than  on  the 
left.  She  walked  on  a wide  base  and  showed 


some  difficulty  in  controlling  the  left  leg.  The 
Romberg  was  negative.  She  was  right-handed. 

Laboratory  Studies. — The  red  blood  count  was 
4,500,000  with  88  per  cent  hemoglobin.  The 
white  blood  count  was  11,300  with  71  per  cent 
polymorphonuclear  leukocytes.  The  blood  sugar 
was  95  mg.  per  hundred  cubic  centimeters,  and 
the  N.P.N.,  37  mg.  The  blood  Wassermann  and 
Kahn  tests  were  negative.  X-ray  examination 
of  the  skull  (Fig.  2)  showed  enlargement  of  the 
sella  turcica  with  atrophy  of  the  posterior  clinoid 
processes  and  of  the  floor  of  the  sella. 

Operation. — October  15,  1937.  Posterior  tre- 
phine openings  were  made  under  local  anesthesia. 
When  ventriculography  was  being  attempted, 
the  needle  inserted  in  the  right  ventricle  en- 
countered a hard  mass  at  approximately  5 cm. 
depth,  just  posterior  to  which  5 cc.  of  xantho- 
chromic fluid  were  obtained.  A right  occipital 
craniotomy  was  immediately  performed  and  a 
160-Gm.  meningioma  arising  from  the  right 
choroid  plexus  (Figs.  3 and  4)  was  completely 
removed.  For  several  weeks  after  operation  the 
patient  was  irrational  and  ran  an  unexplained 
fever;  these  symptoms  gradually  subsided. 
At  the  time  of  discharge  on  December  4,  she 
was  more  alert  and  rational,  and  the  optic  disks 
were  flat.  The  visual  acuity  was  20/20 — 4 
O.U.,  with  persistent  left  homonymous  hemi- 
anopia. There  was  very  slight  right  facial  weak- 
ness, a little  weakness  of  the  left  arm,  and  some 
astereognosis  in  the  left  hand. 
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Fig.  2.  Case  1.  Lateral  x-ray  of  skull,  showing 
atrophy  of  posterior  clinoid  processes. 


Fig.  3.  Case  1.  Diagrammatic  drawing  of 
tumor  in  situ  as  seen  at  operation.  The  stippled 
lines  indicate  the  area  of  cortex  resected.  Note 
that  the  ventricle  is  dilated  throughout. 


Fig.  4.  Case  1.  Photomicrograph  of  tumor 
showing  whorls  of  fibrous  tissue. 


Fig.  5.  Case  1.  X-ray  of  skull  taken  ap- 
proximately one  year  after  operation.  The 
large  cluster  of  silver  clips  is  upon  the  choroid 
plexus.  Note  the  recalcification  of  the  posterior 
clinoid  processes. 


Fig.  6.  Case  1.  Photograph  of  patient,  one 
year  and  a half  after  her  operation. 


During  the  past  eighteen  months  she  has  had 
two  petit  mal  attacks.  At  a recent  routine 
check-up  she  appeared  healthy  and  happy  and 
had  no  complaints  (Figs.  5 and  6).  Aside  from 


the  hemianopia,  no  neurologic  defects  were  de- 
monstrable. She  has  been  doing  her  household 
work  regularly,  and  the  family  state  that  her 
personality  and  mentality  seem  “natural.” 
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Comment 

As  in  this  instance,  the  predominant 
symptoms  of  tumors  of  the  lateral 
ventricles  are  those  of  increased  intra- 
cranial pressure.  Headache,  nausea, 
vomiting,  vertigo,  and  papilledema  are 
common.  The  neurologic  manifestations 
have  otherwise  been  inconstant,  and  save 
for  the  meningiomas  of  the  superior  tela 
referred  to  above,  a definite  clinical 
syndrome  has  not  been  established.  In 
certain  instances,  hemiplegia  and  hemi- 
anesthesia and  homonymous  hemianopia 
have  occurred.  Convulsions  of  various 
types  have  been  recorded.  Loss  of  hear- 
ing for  high  tones  was  present  in  4 of 
Dandy’s  patients  (Cases  5,  6,  12,  and  13). 
The  symptoms,  particularly  headache, 
may  be  rather  sharply  intermittent  in 
character.  However,  these  features  are 
almost  equally  characteristic  of  other 
tumors  growing  in  the  same  neighborhood 
but  outside  the  ventricles.  Even  if  one 
suspects  the  presence  of  an  intraven- 
tricular tumor,  ventriculography  is 
usually  indicated  unless  the  localiza- 
tion is  perfectly  obvious.  The  danger  of 
a misplaced  operative  approach  is  tre- 
mendous, while  that  of  a properly  done 
air  injection  is  relatively  slight.  When 
performed  carefully  and  the  air  released 
as  soon  as  the  x-rays  have  been  taken, 
and  providing  the  operation  is  carried  out 
without  delay,  the  procedure  involves 
very  little  risk. 

Technic 

Once  the  exact  position  of  the  tumor 
is  known,  a moderate  sized  bone  flap 
will  usually  suffice.  After  inspection  and, 
if  necessary,  biopsy  through  a cortical 
incision,  a small  area  of  overlying  brain 
is  usually  resected  before  enucleation  of 
the  tumor  is  attempted.  Some  authorities 
have  advocated  simple  incision  and  re- 
traction of  the  cortex  rather  than  ex- 
cision or  “uncapping”  the  tumor.  The 
latter  method  (incision  and  retraction), 
however,  does  not  give  as  satisfactory  an 
exposure,  particularly  if  bleeding  is  en- 
countered, nor  does  it  entirely  obviate 
injury  to  the  adjacent  brain.  Firm,  pro- 
longed retraction  of  the  incised  surfaces  of 


the  brain  results  in  no  little  edema  and 
petechial  hemorrhage.  In  the  case  just 
reported,  I do  not  believe  that  I could 
have  controlled  the  bleeding  had  not  the 
tumor  previously  been  uncapped.  Of 
course,  if  the  growth  lies  in  that  part  of 
the  ventricle  beneath  the  motor  cortex, 
the  approach  must  be  made  from  in  front 
or  behind  this  region  in  order  to  minimize 
its  injury.  Needless  to  say,  complete 
hemostasis  is  an  absolute  essential. 

Tumors  of  the  Third  Ventricle 

Within  this  most  inaccessible  of  the 
brain  cavities,  a number  of  circum- 
scribed and  curable  tumors  have  been 
found.  Prior  to  ventriculography,  their 
demonstration  had  largely  been  at  ne- 
cropsy. By  air  injection  Dandy  has  dis- 
covered a number  of  such  tumors,  the 
majority  of  which  he  has  successfully 
removed,  and  other  surgeons  have  re- 
ported similar  experiences.  If  the  tumor 
lies  anteriorly,  the  ventricle  may  be 
approached  via  the  frontal  lobe  and  the 
foramen  of  Monro ; if  posteriorly,  it 
may  be  approached  by  retracting  the 
parietal  lobe  and  then  splitting  the  over- 
lying  splenium  of  the  corpus  callosum. 
Some  surgeons  prefer  to  resect  the 
occipital  lobe  and  make  the  attack 
through  the  medial  wall  of  the  ventricle. 

If  the  pineal  gland  is  excluded,  the 
majority  of  benign  growths  appar- 
ently arise  from  the  ependyma  or  the 
choroid  plexus.  A singularly  interesting 
group  of  neoplasms,  the  “colloid  cysts” 
occur  only  in  the  anterior  portion  of  the 
ventricle.  Although  they  are  attached 
to  the  choroid  plexus,  their  ultimate 
origin  is  not  certainly  known.  Suffice  it 
to  say  here,  that  they  can  be  completely 
removed  and  will  not  recur. 

Such  tumors  ultimately  produce  ven- 
tricular blockage  with  hydrocephalus 
and  the  usual  evidences  of  increased 
intracranial  pressure.  Certain  tumors 
grow  very  slowly  and  for  many  years 
produce  only  intermittent  or  “ball- valve” 
obstruction.  Colloid  cysts  may  behave 
in  this  manner.  Sharply  defined  attacks 
of  headache,  nausea,  vomiting,  and  other 
manifestations  of  increased  pressure  may 
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occur  over  a long  period  of  years.  In 
the  intervals  between  attacks  the  patient 
may  both  look  and  feel  perfectly  well. 
Indeed,  rather  advanced  dilatation  of 
both  lateral  ventricles  accompanied  by 
mental  deterioration  has  occasionally 
developed  in  the  absence  of  choked 
disks.3  As  in  the  case  of  tumors  within 
other  ventricles,  this  intermittency  is 
neither  diagnostic  nor  uniform.  Tumors 
outside  the  ventricular  system  may,  for 
some  time,  also  manifest  themselves  only 
upon  isolated  and  irregular  occasions. 

No  sharp-cut  clinical  syndrome  exists. 
Either  unilateral  or  bilateral  motor  and 
sensory  symptoms  may  appear;  extra- 
ocular palsies,  papilledema,  somnolence, 
and  mental  changes  are  common,  but 
again  neither  constant  nor  diagnostic. 
Occasionally,  ordinary  x-rays  disclose 
calcification  within  the  tumor.  On  the 
other  hand,  the  occurrence  of  ataxia,  a 
positive  Romberg,  staggering  gait,  and 
nystagmus  may  strongly  suggest  a tumor 
in  the  posterior  fossa.  Without  ven- 
triculography, therefore,  the  surgeon 
might  easily  be  led  into  a mistaken  cere- 
bellar exploration. 

The  following  case  illustrates  some  of 
the  problems  and  vicissitudes  involved  in 
the  surgery  of  the  third  ventricle. 

Case  Report 

Case  2.  Colloid  cyst  of  the  third  ventricle — 
complete  removal — recovery. — L.  R.,  a 28-year- 
old,  white  housewife  was  referred  by  Dr.  Aird 
Boswell,  of  Troy,  on  September  29,  1938,  com- 
plaining of  increasingly  severe  headaches  of 
three  years’  duration. 

The  pain  had  been  predominantly  bifrontal  and 
suboccipital  and  was  intensified  by  coughing  or 
straining  or  by  sudden  change  in  posture,  par- 
ticularly by  bending  forward.  For  at  least  two 
years  she  had  had,  intermittently,  a feeling  of 
numbness  in  the  right  side  of  the  face.  Tinnitus 
in  the  left  ear  had  occasionally  been  noted.  Tu 
recent  months  the  gait  had  become  unsteady, 
and  stooping  had  been  accompanied  by  vertigo. 
During  the  same  time  vision  had  decreased  until 
only  headlines  could  be  read,  and  her  memory  had 
become  poor.  She  commented  that  during  some 
of  the  bouts  of  headache,  which  often  lasted 
many  hours,  she  had  a feeling  of  hunger  but 
could  not  eat  because  of  the  pain.  During  the 
previous  year  her  weight  had  decreased  from  159 


Fig.  7.  Case  2.  Ventriculogram  showing 
symmetrically  dilated  lateral  ventricles  but  no 
air  in  the  third  ventricle. 


Fig.  8.  Case  2.  Photomicrograph  of  colloid 
cyst.  For  histologic  study  of  this  tumor,  see 
“Goblet  Cells  in  a Colloid  Cyst  of  the  Third 
Ventricle,”  Campbell,  E.,  and  Schwind,  J.  L.: 
Yale  J.  Biol.  & Med.  11:  501  (May)  1939. 

to  136  pounds.  More  recently  the  attacks  of 
facial  numbness  had  largely  shifted  to  the  left 
side.  Nausea  and  vomiting  had  accompanied 
the  headaches  for  the  previous  week. 

Family  and  past  histories  were  not  remarkable. 

Physical  examination  disclosed  a well  nour- 
ished, white  woman  whose  head,  ears,  nose,  and 
throat  showed  no  abnormalities.  The  general 
physical  examination  revealed  nothing  unusual. 

The  positive  neurologic  observations  consisted 
of:  bilateral  papilledema,  a slight  diminution  of 
the  right  corneal  reflex,  and  at  times  a positive 
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Fig.  9.  Case  2.  Photograph  of  patient  at  time 
of  discharge  from  the  hospital. 


Romberg.  The  gait  was  somewhat  unsteady; 
she  walked  upon  a wide  base  and  had  a tendency 
to  veer  to  the  left.  X-rays  of  the  skull  showed 
convolutional  atrophy  throughout  the  frontal  and 
parietal  region  with  thinning  of  the  floor  of  the 
sella  turcica  and  atrophy  of  the  posterior  clinoid 
processes.  The  sella  was  slightly  enlarged. 
The  usual  laboratory  examinations  of  the  blood 
and  urine  disclosed  no  irregularities.  The  blood 
Wassermann  examination  was  negative.  The 
tumor  was  thought  most  likely  to  be  cerebellar, 
but  fortunately  there  was  some  doubt  in  our 
minds,  and  an  air  injection  was  decided  upon. 

When  ventriculography  was  performed,  the 
fluid  was  found  to  be  under  greatly  increased 
pressure.  Both  lateral  ventricles  were  tremen- 
dously dilated,  but  no  air  had  entered  the  third 
ventricle  (Fig.  7).  This  was  interpreted  to  mean 
that  a tumor  was  present  within  the  third  ven- 
tricle anteriorly  and  had  blocked  both  foramina 
of  Monro,  the  lateral  ventricles  being  in  com- 
munication through  an  adventitious  opening  in 
the  septum  pellucidum. 

Immediately  after  the  ventriculogram,  a right 
frontal  craniotomy  was  performed  under  avertin- 
ether  anesthesia.  A window  of  the  right  frontal 
cortex  was  resected,  opening  into  the  lateral 


ventricle.  The  slate  blue  wall  of  a third  ventricle 
tumor  was  seen  bulging  into  the  foramen  of 
Monro.  The  latter  was  then  enlarged  slightly 
anteriorly.  The  neoplasm  proved  to  be  a 
typical  colloid  cyst  (Fig.  8),  filled  with  mucoid 
material  and  adherent  to  the  choroid  plexus  in 
the  anterior  part  of  the  third  ventricle.  Three 
distinct  blood  vessels  were  seen  coursing  from 
the  plexus  to  the  tumor.  After  these  had  been 
clipped  and  cut,  the  collapsed  cyst  came  away 
freely. 

Her  convalescence  was  both  prolonged  and 
stormy.  At  a final  exploration  of  the  wound,  a 
hemorrhage  was  found  within  the  right  frontal 
lobe  and  in  the  columns  of  the  fornix.  The  right 
foramen  of  Monro  was  discovered  to  be  sealed 
shut  by  adhesions.  Since  the  septum  pellu- 
cidum was  widely  open  anteriorly,  the  left  fora- 
men of  Monro  could  in  addition  be  investigated 
and  was  also  found  to  be  closed.  No  intra- 
foraminal  clot  was  visible.  When  the  foramina 
were  reopened,  clear  fluid  came  up  from  the 
third  ventricle.  From  that  time  on  she  made 
progress  (Fig.  9),  and  is  now,  some  five  months 
later,  up  and  about.  Her  memory  for  recent 
events  is  poor,  and  she  still  tires  easily. 

Tumors  of  the  Fourth  Ventricle 

Tumors  strictly  confined  to  this  ventri- 
cle are  not  common,  whereas  cerebellar 
gliomas,  such  as  the  medulloblastomas 
and  astrocystomas,  that  bulge  into  it  are 
frequently  encountered.8  Of  the  former 
group,  ependymomas,  blood  vessel 
tumors,9  and  papillomas  of  the  choroid 
plexus4’10  are  the  more  usual.  Owing  to 
their  strategic  situation,  the  outflow  of 
cerebrospinal  fluid  is  readily  impeded, 
and  thus  pressure  symptoms  may  occur 
while  the  tumor  is  still  small.  The 
neurologic  symptoms  are  customarily 
those  of  most  hindbrain  new  growths. 
Some  observers  have  drawn  attention  to 
the  sharp  intermittency  of  symptoms 
that  may  characterize  the  early  develop 
ment  of  these  tumors.  Oppenheim,  many 
years  ago,  pointed  out  the  striking  vertigo 
that  sometimes  accompanies  change  of 
position.  Possibly  in  this  group,  ven- 
triculography is  less  often  required,  for 
the  evidence  of  increased  pressure  associ- 
ated with  neurologic  signs  relating  to  the 
cerebellum  or  medulla  will  lead  to  an 
exploration  of  the  posterior  fossa.  As 
a matter  of  practice,  however,  unless  the 
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signs  of  a tumor  in  this  region  are  un- 
equivocal, it  is  wise  to  inject  air,  for 
here,  as  elsewhere,  a misdirected  crani- 
otomy would  be  catastrophic.  In  the 
following  case,  a hemangioblastoma  was 
removed  from  the  fourth  ventricle  and 
the  patient  has  made  a complete  re- 
covery. 

Case  Report 

Case  3.  Hemangioblastoma  of  the  fourth  ven- 
tricle.— H.  R.,  a 16-year-old,  white  boy,  was  re- 
ferred by  Dr.  Kalman  Rosenblatt  to  the  Albany 
Hospital  on  May  26,  1938,  complaining  of 
severe  headache  and  of  instability  of  gait  of  two 
weeks’  duration. 

He  had  been  in  good  health  until  one  year  be- 
fore admission,  at  which  time  frontal  headaches 
began  to  appear  approximately  twice  per  month. 
Two  weeks  prior  to  admission,  these  pains  had 
become  more  frequent  and  severe  until  they  were 
practically  constant  and  extended  to  the  right 
temporal  region.  During  the  entire  year  he  had 
vomited  nearly  every  morning  without  preced- 
ing nausea.  There  had  been  no  blurring  of 
vision;  no  diplopia;  no  deafness,  tinnitus,  or 
vertigo;  no  motor  weakness  or  convulsions  or 
any  sensory  disturbance.  There  had  been  no 
poly  dysplasia  or  polyuria. 

The  family  history  was  irrelevant.  The  past 
history  was  interesting  in  that  two  years  before 
he  had  had  morning  nausea  and  vomiting  for  two 
months,  for  which  an  appendectomy  had  been 
performed. 

Physical  examination  on  admission  disclosed 
a well-developed,  well-nourished  boy  who  was 
not  acutely  ill.  The  skull,  ears,  nose,  mouth, 
and  throat  appeared  to  be  normal.  The  general 
physical  examination  revealed  no  abnormali- 
ties. 

On  neurologic  examination  he  was  found  to 
walk  on  a wide  base,  to  hold  his  head  to  the  right, 
and  to  sway  to  the  right  side.  The  Romberg 
was  positive.  He  was  unable  to  stand  on  one 
foot  alone,  being  particularly  unsteady  on  the 
right.  There  was  bilateral  papilledema  with 
hemorrhages.  The  pupils  reacted  to  light,  both 
directly  and  consensually.  Both  external  recti 
were  weak.  There  was  slight  right-sided  facial 
weakness.  The  cranial  nerves  were  otherwise 
normal.  Some  ataxia  and  dysmetria  were  ob- 
served in  the  right  finger-to-nose  test.  There 
was  no  adiadokokinesis  but  the  patient  over- 
pronated  bilaterally.  The  deep  reflexes  were 
brisk  and  equal  except  for  the  ankle  jerk,  which 
was  more  active  on  the  left.  The  abdominal 
and  cremasteric  responses  were  equally  active. 


Fig.  10.  Case  3.  Drawing  of  angioma  as  seen 
at  operation. 


Fig.  11.  Case  3.  Photograph  of  tumor  after 
removal.  Observe  the  smooth  wall  and  the 
silver  clip  on  the  large,  vein  at  the  left  lower 
corner. 

Laboratory  Studies. — The  hemoglobin  was 
100  per  cent  (Sahli)  and  the  white  blood  count 
was  10,850  with  a normal  pattern.  The  urine 
contained  a small  amount  of  albumin  on  two 
occasions  but  was  otherwise  not  unusual.  The 
blood  Wassermann  and  Kahn  tests  were  nega- 
tive. The  blood  N.P.N.  was  40  mg.  per  hun- 
dred cubic  centimeters. 

The  patient  was  examined  by  Dr.  LaSalle 
Archambault  whose  observations  agreed  with 
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Fig.  13.  Case  3.  Photograph  of  patient  one 
month  after  operation. 


those  recorded  above  and  whose  diagnosis  was 
midline  cerebellar  tumor. 

On  May  31,  1938,  cerebellar  exploration  was 
carried  out,  a hemangioblastoma  was  found  with- 
in the  fourth  ventricle  and  was  totally  removed 


(Figs.  10,  11,  and  12).  The  postoperative 
course  was  relatively  uneventful  and  the  neuro- 
logic recovery  has  been  complete.  At  the  pres- 
ent time  (Fig.  13),  one  year  after  the  operation, 
he  is  in  splendid  condition,  going  to  school  and 
engaging  in  the  usual  athletic  activities. 

Pathologic  examination  disclosed  a soft,  red- 
dish, globular-shaped  tumor  weighing  approxi- 
mately 8 Gm.  The  capsule  was  smooth  and 
glistening.  The  cut  surface  was  for  the  most 
part  finely  granular  and  of  a yellowish-red  hue. 
A number  of  smooth-lined  spaces  suggesting 
blood  vessels  were  visible.  The  capsule  was 
thin  but  well  defined  and  appeared  to  be  every- 
where intact.  Histologically,  the  tissue  was 
typically  a hemangioblastoma. 

Summary 

Attention  has  been  called  to  a group  of 
tumors  arising  and  for  the  most  part 
lying  within  the  ventricles  of  the  brain. 
Many  are  circumscribed  lesions,  lending 
themselves  to  surgery.  While  the  diag- 
nosis is  customarily  made  on  the  basis  of 
the  history  and  the  neurologic  examina- 
tion, precise  localization  usually  requires 
ventriculography.  An  exact  knowledge 
of  the  tumor’s  situation  is  particularly 
desirable  in  the  instances  of  the  third  and 
lateral  ventricles,  since  correctly  placed 
deep  incisions  through  the  brain  are  re- 
quired for  exposure  and  enucleation. 
While  this  topographical  classification  of 
tumors  includes  several  pathologic  varie- 
ties, the  surgical  end  results  are  on  the 
whole  quite  good. 
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MILK 

The  Role  of  Medical  Milk  Commissions  in  Developing 
Standards  for  Milk  Production 


Edward  S.  Rimer,  M.D.,  New  York  City 


There  seems  to  be  some  misunder- 
standing as  to  what  the  terms  used  in 
grading  milk  actually  mean.  The  des- 
ignation Grade  A milk  implies  that  it  is 
the  best  milk  obtainable.  Some  people, 
including  not  a few  doctors,  believe  that 
the  only  difference  between  Grade  A and 
Certified  is  some  special  processing  of  the 
latter  for  infant  feeding.  I should  like  to 
touch  upon  these  misconceptions  in  dis- 
cussing some  of  the  functions  and  achieve- 
ments of  the  Medical  Milk  Commission, 
and  compare  Certified  with  Grade  A and 
Grade  B milk. 

In  no  field  has  the  progress  in  medicine 
been  more  marked  during  the  past  half 
century  than  in  the  prevention  of  disease 
in  children.  In  1888,  so-called  cholera 
infantum  stood  high  in  the  list  of  diseases 
causing  infant  deaths.  Dr.  Henry  L. 
Coit,  of  Newark,  New  Jersey,  believed 
that  one  reason  for  this  was  impure  milk. 
He  consulted  with  Dr.  T.  Mitchell  Pruden 
regarding  the  bacteriology  of  milk.  The 
latter  turned  over  that  work  to  Dr.  Row- 
land G.  Freeman.  He  continued  these 
studies  for  a number  of  years  and  devised 
the  plate  method  of  counting  bacteria 
that  is  still  the  standard.  Dr.  Coit  laid 
down  sixty- three  rules  for  securing  a clean, 
pure,  safe,  and  wholesome  milk  supply 
that  physicians  could  use  in  infant  feed- 
ing. To  carry  these  ideas  into  effect,  he 
finally,  in  1893,  organized  a committee  of 
physicians  to  act  as  an  advisory  body, 
which  has  since  become  known  as  the 
Medical  Milk  Commission  of  Essex 
County,  New  Jersey.  A contract  was 
made  with  a dairyman,  Stephen  Francisco. 
The  milk  produced  by  these  rules  was 
called  “Certified  Milk.”  The  essence  of 
this  idea  was  that  it  is  more  logical  and 
safer  to  attempt  to  produce  pure  milk  and 


keep  it  clean  than  to  attempt  to  render 
dirty  milk  safe. 

Loyalty  and  idealism  played  a part  in 
the  crusade.  On  the  milk  commission  as 
secretary  under  Dr.  Coit  was  the  late  Dr. 
Floy  McEwen.  He  was  so  crippled  by 
arthritis  that  he  had  his  son  and  daughter 
make  reports  to  him  at  the  dairy  while  he, 
unable  to  get  about,  sat  in  his  automobile. 
He  was  determined  that  Dr.  Coit’s  meas- 
ures should  be  carried  out.  He  remained 
secretary  for  many  years  and  refused  to 
assume  the  chairmanship  on  Dr.  Coit’s 
death,  though  most  of  the  executive  direc- 
tion of  the  commission  was  in  his  hands. 
Throughout  all  these  years,  the  ideal  and 
guiding  principle  of  the  milk  commission 
has  been  to  see  that  a pure,  safe  milk  is 
provided  for  babies  and  invalids. 

The  Milk  Commission  of  the  Medical 
Society  of  the  County  of  New  York  was 
the  second  such  commission  to  be  organ- 
ized. This  was  in  1901.  It  is  thirty-nine 
years  old. 

No  account  of  the  work  of  the  New 
York  County  Milk  Commission  can  be 
complete  without  some  mention  of  the 
founders.  Dr.  Henry  D.  Chapin  was  the 
first  chairman  and  was  succeeded  by  Dr. 
Edward  K.  Dunham,  who  held  this  office 
until  1917.  Dr.  Rowland  G.  Freeman, 
who  was  secretary  from  the  beginning, 
1901,  until  he  succeeded  Dr.  Dunham  as 
chairman,  still  holds  that  position.  Dr. 
Freeman  has  served  the  society  in  the 
milk  commission  for  thirty-nine  years. 
Dr.  Walter  Lester  Carr  followed  Dr.  Free- 
man as  secretary  and  holds  that  office  as 
well  as  taking  an  active  interest  in  the 
Association  of  Milk  Commissions.  The 
late  Dr.  William  H.  Park  also  was  one  of 
the  founders  and  continued  active  in  the 
councils  of  the  milk  commission. 
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Other  medical  societies  throughout  the 
country  formed  medical  milk  commissions 
until  they  now  number  eighty-one.  The 
local  commissions  were  formed  into  the 
American  Association  of  Medical  Milk 
Commissions  in  1907.  While  each  organi- 
zation formulated  its  own  methods  and 
standards,  they  showed  a remarkable 
similarity  in  fundamental  requirements. 
The  object  of  the  association  was  the  ex- 
tension of  uniform  methods  and  standards 
for  the  production  of  Certified  Milk  and 
to  spread  the  movement  throughout  the 
United  States.  Four  standing  committees 
developed  a scientific  plan  providing  for 
medical  examination  of  employees,  chemi- 
cal standard,  and  veterinary  inspection 
and  protection  against  tuberculosis.  The 
plan  was  adopted  by  the  association  and 
in  1909  was  published  in  the  form  of  “A 
Manual  of  the  Working  Methods  and 
Standards  for  the  Use  of  the  Medical 
Milk  Commission.”  On  these  committees 
an  illustrious  group  of  physicians  served 
for  many  years  without  pay. 

The  manual  is  revised  from  year  to  year 
to  keep  in  accord  with  advancing  scientific 
knowledge. 

Certified  Milk  has  attained  leadership 
in  the  dairy  industry.  Even  though  the 
quantity  produced  is  comparatively  small, 
it  is  recognized  very  generally  as  the  high- 
est grade  of  milk  obtainable.  Many  cities 
and  states  require  by  law  that  Certified 
Milk  shall  be  produced  according  to  the 
methods  and  standards  of  the  Associa- 
tion Manual.1  These  regulations  cover: 
(1)  supervision  and  reports;  (2)  purity 
and  cleanliness;  (3)  pasteurization;  (4) 
bacteriologic  methods  and  standards; 
(5)  physical  and  chemical  methods  and 
standards;  (6)  certified  cream ; (7)  special 
certified  milks,  vitamin  D,  and  soft  curd. 
A Certified  Milk  producer  may  be  sus- 
pended at  any  time  by  either  the  local 
commission  or  the  council  of  the  associa- 
tion. Reports  of  the  work  of  local  com- 
missions to  the  association  are  submitted 
periodically,  and  any  outbreak  or  epi- 
demic of  milk-borne  diseases  must  be  im- 
mediately reported.  Special  certified 
milks  must  meet  the  standards  of  Certi- 
fied Milk.  Vitamin  D milk  must  have  a 


minimum  potency  of  430  U.  S.  P.  units 
per  quart.  Soft  curd  milk  tested  by  the 
Hill  or  equivalent  methods  must  have  a 
curd  tension  below  30  Gm.  Advertising 
is  subject  to  the  approval  of  the  council. 

In  general,  the  standard  of  production 
and  the  supervision  over  Certified  Milk  is 
much  more  extensive  and  careful  than 
that  of  any  other  milk.  This  includes  not 
only  more  frequent  and  thorough  tests  of 
the  cows  and  their  milk  but  also  extends 
to  the  important  watch  kept  over  the 
health  of  the  dairy  employees  to  guard 
against  contamination  of  the  milk  with 
pathogenic  bacteria. 

Dr.  Freeman2  makes  the  following  com- 
ment on  the  New  York  Milk  Commission : 

“The  plan  devised  by  Dr.  Coit  was 
followed  in  New  York  by  the  employment 
of  salaried  experts  to  carry  out  the  super- 
vision of  the  dairies.  These  were:  an 
inspector,  a physician,  a veterinarian,  a 
chemist,  and  a bacteriologist.  The  duty 
of  the  inspector  was  to  visit  the  farms  at 
regular  intervals  and  supervise  the  sani- 
tary condition  of  the  farm.  The  physician 
was  in  charge  of  the  health  of  the  men 
handling  the  milk.  It  was  his  especial 
duty  to  see  that  no  communicable  disease 
was  present  among  the  help.  He  also 
visited  the  farm  at  regular  intervals  and  in 
addition,  it  was  the  duty  of  the  farmer  to 
notify  him  immediately  if  any  employee 
appeared  sick.  The  veterinarian  was  in 
charge  of  the  health  of  the  cows.  The 
chemist  reported  on  the  chemical  analysis 
of  the  milk.  The  bacteriologist  tested  the 
milk  for  bacteria.” 

The  commission  was  organized  on  that 
plan,  but  many  modifications  have  taken 
place.  The  chief  inspector  is  a veteri- 
narian, a graduate  of  Cornell  University, 
who  has  specialized  in  dairying.  He  visits 
the  farms,  examines  the  cows,  the  sanitary 
condition  of  the  premises,  and  the  reports 
of  the  local  physician,  and  sends  in  a 
written  report.  A second  inspector  makes 
regular  visits  to  the  farms  and  reports  on 
the  chemical  and  bacteriologic  examina- 
tions of  all  the  milk  that  is  certified  and  on 
the  dairy  conditions  noted.  A physician 
visits  the  farm  weekly,  more  often  when 
necessary  on  account  of  illness  among  em- 
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ployees  or  their  families.  All  cases  of 
illness  are  immediately  isolated.  All  new 
employees  must  have  a complete  examina- 
tion before  going  to  work.  This  includes 
a careful  history,  a Widal  test,  cultures  of 
feces  for  organisms  of  typhoid,  para- 
typhoid, and  dysentery,  nose  and  throat 
cultures  for  the  organisms  of  diphtheria, 
septic  sore  throat,  and  scarlet  fever.  A 
positive  finding  in  any  one  of  these  tests 
excludes  the  applicant  (whether  carrier  or 
suffering  from  the  disease)  from  employ- 
ment. The  feces  examination  is  repeated 
in  one  or  two  months.  If  accepted,  the 
applicant  is  vaccinated  unless  there  is 
evidence  of  a recent  successful  vaccina- 
tion. These  examinations  are  repeated 
annually.  The  families  of  employees  are 
also  under  the  care  of  the  physician.  All 
laboratory  tests  are  made  in  laboratories 
approved  by  the  commission. 

The  veterinarian  in  direct  charge  is 
usually  one  living  in  the  neighborhood  of 
the  farm.  He  is  in  charge  of  the  health 
of  the  cows.  Before  a farm  is  accepted  for 
certification,  he  must  exclude  as  far  as 
possible  all  disease  from  the  herd,  es- 
pecially tuberculosis,  contagious  abortion, 
and  mastitis.  Each  animal  of  the  herd  is 
given  a tuberculin  test,  and  if  either  a 
positive  or  a suspicious  reaction  is  ob- 
tained, the  animal  is  removed  from  the 
herd.  All  additions  to  the  herd  are  tested 
before  admission  unless  obtained  from  a 
fully  accredited  herd.  Tuberculin  tests 
are  repeated  every  six  months.  Reactors 
are  immediately  removed  and  their  stalls 
disinfected.  For  contagious  abortion  a 
blood  test  is  used,  and  reactors  are  im- 
mediately removed  from  the  herd.  Re- 
actors to  either  the  tuberculin  or  abortus 
tests  are  becoming  exceedingly  rare.  In 
10,779  tuberculin  tests  there  were  29  re- 
actors. In  13  reactors,  no  tuberculous 
lesion  could  be  found  at  autopsy.  In 
33,838  tests  for  abortus  only  253  reactors 
were  found,  one  for  each  350  cows  tested 
(0.28  per  cent).  While  no  figures  are 
available  for  milk  not  certified,  it  is  esti- 
mated that  15  to  20  per  cent  of  cows  are 
infected  with  contagious  abortion. 

Mastitis  is  detected  by  observation  of 
the  character  of  the  milk  and  by  bac- 


teriologic  examination.  Cows  showing 
any  abnormality  of  any  quarter  of  the 
udder  are  removed  from  the  herd.  They 
are  not  readmitted  until  proved  free  from 
disease. 

The  milk  commission,  appointed  by  the 
president  of  the  Medical  Society  of  the 
County  of  New  York,  is  composed  of 
physicians  interested  in  pure,  safe  milk, 
including  experts  in  bacteriology  and 
vitamin  investigation,  all  serving,  of 
course,  without  pay  and  with  no  pecuni- 
ary interest  in  the  dairy  farms. 

An  important  result  of  all  this  wide- 
spread interest  and  study  has  been  the 
stimulation  of  a demand  for  cleaner  milk, 
and,  as  a result,  in  these  last  four  decades 
the  mortality  from  diarrheal  diseases 
among  infants  has  decreased  to  such  an 
extent  that  one  now  rarely  sees  such  cases 
in  private  practice  and  not  many  in  the 
infant  wards.  Infant  mortality  due  to 
diarrheal  diseases  has  been  reduced  from 
a rate  of  45  per  1,000  in  1900  to  3.1  in 
1939.  In  1900,  20  per  cent  of  infant  mor- 
tality was  due  to  diarrhea. 

Sherman,  McCollom,  et  al.,  maintain 
that  milk  should  be  the  basis  of  diet  at  all 
ages.  Since  milk  is  one  of  the  most  im- 
portant foods  for  children,  it  is  essential 
that  it  be  reasonable  in  price  and  safe. 
Credit  should  be  given  dairymen  and 
farmers  whose  loyal  cooperation  has  made 
possible  this  great  progress — supplying 
clean,  wholesome  milk  at  moderate  cost. 

The  expensive  modern  buildings  and 
equipment  are  of  no  avail  without  con- 
scientious and  unremitting  attention  to 
every  detail.  The  farmer  must  observe 
the  scientific  and  scrupulous  care  of  the 
laboratory  worker.  One  grain  of  stable 
dirt  has  been  found  to  contain  32,840,000 
bacteria.  Certified  Milk  must  not  show  a 
count  of  more  than  10,000  bacteria  per 
cubic  centimeter.  It  usually  shows  much 
less. 

Milk  is  not  constant  in  food  value.  The 
fat  percentage  is  dependent  on  the  breed 
but  may  be  increased  by  the  ration  fed  the 
cows.  The  mineral  constituents,  protein, 
and  milk  sugars  increase  in  proportion  so 
that  the  total  caloric  value  can  be  raised 
from  620  to  670  per  quart.  The  vitamin 
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content  of  milk  is  subject  to  variations 
also.  Vitamins  A,  B,  G,  C,  and  D are 
present  in  cow’s  milk.  A and  C vitamins 
are  increased  about  50  per  cent  in  milk 
from  pasture-fed  cows  as  compared  to 
average  fed  cows.  The  amount  of  caro- 
tene in  the  feed  of  the  cow  influences  the 
amount  of  color,  carotene,  hence  the  total 
amount  of  vitamin  A in  the  milk.  A 
scientifically  balanced  ration  fed  to  the 
cows  maintains  Certified  Milk  at  about 
the  optimum  nutritive  level  both  winter 
and  summer.  Vitamin  A is  especially 
high. 

Vitamin  D in  ordinary  milk  is  low. 
Certified  Milk  with  vitamin  D increased 
by  feeding  the  cow  six  to  seven  ounces 
daily  of  irradiated  yeast  is  under  super- 
vision and  is  regularly  analyzed  in  the 
laboratory  employed  by  the  milk  com- 
mission. 

It  is  evident  that  specially  constructed 
buildings  and  equipment,  selected  high- 
test  cows,  special  food,  expert  supervision 
and  care,  all  add  to  the  cost  of  producing 
and  marketing  milk.  For  this  reason,  it  is 
necessary  to  charge  about  3 cents  more 
per  quart  than  for  Grade  A.  The  cost  of 
certification  is  defrayed  by  the  farms, 
based  on  the  amount  of  milk  sold  as  certi- 
fied. Fees  are  paid  to  the  county  medical 
society.  This  is  a voluntary  arrangement, 
made  between  the  farmers  and  the  milk 
commission. 

There  are  only  eleven  farms  supplying 
Certified  Milk  to  New  York  City,  hence 
exacting  supervision  is  not  a difficult  prob- 
lem. About  60,000  farms  contribute  to 
the  metropolitan  supply  of  Grades  A and 
B milk.  Great  strides  have  been  made  in 
safeguarding  this  enormous  quantity  of 
milk  by  the  producers  under  the  super- 
vision of  federal,  state,  and  city  agencies. 
It  would  seem  obvious  that  the  standards 
and  methods  for  producing  this  milk  can- 
not be  enforced  so  well  as  the  higher  stand- 
ards for  Certified  Milk.  While  the  milk 
commission  is  only  concerned  with  the 
standards  maintained  for  Certified  Milk, 
yet  a comparison  with  the  standards  set 
up  by  the  New  York  City  Health  De- 
partment for  Grade  A and  Grade  B milk 
might  be  interesting. 


Milk  inspection  in  New  York  City  be 
gan  in  1873.  Pasteurized  milk  has  been 
sold  since  1893,  when  Nathan  Straus 
established  the  first  of  his  famous  milk 
stations.  The  first  grading  of  milk  was 
under  the  administration  of  Commissioner 
of  Health,  Ernst  J.  Lederle,  and  it  was 
then  divided  into  four  classes,  Certified, 
Grades  A,  B,  and  C.  In  1914  the  pasteuri- 
zation of  all  milk  except  Certified  Milk 
was  ordered  by  the  commissioner  of 
health.  Three  grades  of  milk  only  were 
sanctioned  by  the  Sanitary  Code  (New 
York  City  Health  Department)  in  1938  as 
Certified  Milk,  Grade  A,  and  Grade  B. 

Bacterial  counts  of  milk  are  an  indica- 
tion of  its  sanitary  quality,  though  high 
counts  do  not  necessarily  indicate  danger- 
ous or  pathogenic  bacteria.  In  1901,  New 
York  milk  was  found  by  Park  to  contain 
6,000,000  bacteria  per  cubic  centimeter. 
In  1906  Washington  milk  was  found  by 
Rosenau  to  contain  23,000,000  bacteria 
per  cubic  centimeter.  In  1895,  milk  in 
St.  Petersburg,  Russia,  showed  115,300,- 
000  per  cubic  centimeter.  Under  present 
sanitary  conditions,  the  bacterial  counts 
are  far  better  in  all  grades  of  milk  than 
the  maximum  allowed. 

In  recent  reports  of  260  specimens  of 
Certified  Milk,  152  had  counts  under  1,000. 
Only  59  had  more  than  2,000  and  only 
9 more  than  5,000  bacteria  per  cubic 
centimeter.  Certified  Milk  may  be  pas- 
teurized. Unless  otherwise  indicated,  it 
contains  approximately  4 per  cent  butter 
fat  (average  4.2  per  cent).  It  must  be 
delivered  to  the  customer  within  thirty 
hours  of  milking  and  must  be  kept  at  a 
low  temperature — under  50  F.  This  low 
temperature  inhibits  the  growth  of  bac- 
teria in  milk.  Certified  Milk  is  usually 
sold  raw.  No  other  milk  is  permitted  to 
be  sold  raw. 

Grade  A*  milk  must  be  pasteurized.  It 
must  contain  3 per  cent  butter  fat  and 
must  be  delivered  to  the  customer  within 
thirty-six  hours  after  pasteurization — 
about  forty-eight  hours  to  sixty  hours 
after  milking.  The  milk  must  be  cooled 
to  a temperature  not  more  than  50  F. 

* Premiums  paid  for  Grade  A milk  are  on  the  basis  of 
low  counts. 


May  1,  1940] 


MILK  STANDARDS 


745 


TABLE  1. — Bacterial  Counts  of  Different  Grades  of  Raw  and  Pasteurized  Milk 


Bacteria 

Limits  Legal 

Averages  in 

Number  of 

per  Cubic 

In  country 

In  city 

Actual  Counts 

Specimens 

Centimeter 

Raw 

Past. 

Raw 

Past. 

Raw 

Past. 

Raw  Past. 

Certified 

10,000 

500a 

4,183c 

42c 

1,511  114 

Grade  A 

100,000 

30,000& 

200,000 

30,000 

59,600d 

815d 

1,010  300 

Grade  B 

300,000 

50,000 

750,000 

50,000 

264,325<i 

7376 d 

1,246  320 

a Pasteurization  all  done  in  country. 
b Pasteurization  mostly  done  in  city. 

r All  counts  April  1,  1939,  to  April  1,  1940,  by  Milk  Commission  Laboratory. 

d Counts  (spotted  through  supply)  three  summer  months,  three  winter  months,  1937-1938  by  special  committee.3 


immediately  after  milking.  Grade  B 
must  be  cooled  to  60  F.,  must  be  pasteur- 
ized, must  contain  3 per  cent  butter  fat, 
and  must  be  delivered  within  fifty-four 
hours  after  pasteurization. 

The  percentage  of  fat  in  Grade  A milk 
was  from  V*  to  1 per  cent  higher  than 
Grade  B milk.  Dr.  W.  H.  Park3  concludes 
in  comparing  Grade  A and  Grade  B milk 
that  Grade  A milk  came  from  herds  more 
carefully  tested  and  supervised,  produced 
in  more  sanitary  barns  with  superior 
methods  and  equipment,  and  delivered 
earlier,  and  that  the  knowledge  of  the 
majority  of  the  farmers  producing  Grade 
A milk  regarding  the  importance  of  scien- 
tific cleanliness  was  above  that  of  the 
majority  of  the  producers  of  Grade  B 
milk. 

Because  lactic  acid  bacteria  are  de- 
stroyed by  pasteurization  this  process  pre- 
vents souring  of  milk.  Bacteria,  good  and 
bad,  develop  very  rapidly  in  milk,  a good 
culture  medium,  when  milk  stands  at 
room  temperature.  Pasteurization  de- 
stroys an  excellent  index  of  staleness  and 
bacterial  multiplication.  For  this  reason, 
raw  milk  possesses  a natural  indicator  of 
freshness,  available  in  Certified  Milk. 
Sour  Certified  Milk  is  practically  never 
found  in  its  daily  use  provided  the  milk 
has  been  kept  properly  refrigerated.  Milk 
should  be  kept  cold  from  dairy  to  con- 
sumer to  safeguard  against  spoiling.  Raw 
Certified  Milk  can  safely  be  kept  in  the 
ordinary  house  refrigerator  for  five  or  six 
days  and  still  be  quite  palatable.  In  my 
experience,  Grade  A and  Grade  B milk  are 
not  palatable  after  forty-eight  hours. 

Summary 

Certified  Milk  stands  highest  of  all 
milks  in  vitamin  and  nutritional  values 
and  is  cleanest,  purest,  freshest,  and  most 


palatable.  It  keeps  best  and  is  the  only 
milk  with  production  standards  suffi- 
ciently high  so  it  is  considered  officially 
safe  to  drink  raw.  With  such  standing, 
physicians  can  recommend  it  with  the 
confidence  that  Certified  Milk  not  only 
will  be  beneficial  but  will  be  enjoyed  by 
those  drinking  it. 

The  milk  commissions  throughout  the 
country  have  indirectly  been  instrumental 
in  raising  the  standards  of  milk  produc- 
tion. This  has  been  brought  about  by 
demonstrating : 

1.  That  certain  diseases,  not  only  of 
infants  but  of  adults,  may  be  milk-borne — 
as  a rule  through  contamination. 

2.  That  milk  can  be  produced  in  such 
a manner  as  to  eliminate  this  danger. 

3.  That  Certified  Milk  is  an  achieve- 
ment which  undoubtedly  saved  the  lives 
of  many  infants  who  might  have  died  as  a 
result  of  being  fed  infected  milk  before 
present  standards  were  developed. 

4.  That  dairymen  will  cooperate  fully 
in  an  arrangement  such  as  that  existing 
between  milk  commissions  and  milk  pro- 
ducers. 

5.  That  the  public  is  willing  to  pay 
more  for  the  highest  standard  in  milk 
production. 

6.  Finally,  that  voluntary  and  un- 
paid groups  of  doctors  with  an  ideal  have 
guided  this  work  for  the  past  half  century. 
They  have  succeeded  in  establishing 
standards  of  milk  production  where  prac- 
tically none  existed  before.  This  has  been 
done  without  compulsion,  legal  enact- 
ments, or  resort  to  the  courts. 
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TOXIC  MANIFESTATIONS  OF  SULFAPYRIDINE 
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With  the  introduction  of  sulfanil- 
amide into  the  science  of  chemo- 
therapy and  its  wide  clinical  success,  a 
host  of  related  benzene  compounds  were 
tried  to  determine  their  effectiveness 
against  certain  infections.  Since  Whitby1 
first  demonstrated  that  sulfapyridine 
(2  - para  - aminobenzenesulfonamido- 
pyridine)  had  a specific  action  against  the 
pneumococcus  and  Evans  and  Gaisford2 
reported  its  value  in  the  treatment  of 
lobar  pneumonia  in  human  beings,  this 
drug  has  found  wide  usage.  In  a brief 
period,  the  entire  outlook  in  the  treat- 
ment of  pneumonia  has  been  changed. 

The  primary  consideration  in  the 
evaluation  of  any  new  drug  is  its  toxicity 
when  used  clinically.  Wien3  soon  showed 
by  studies  in  the  lower  animals  that  this 
new  drug  had  toxic  potentialities.  How- 
ever, his  conclusions  that  the  drug  was 
about  one-fourth  as  toxic  as  sulfanil- 
amide and,  unlike  sulfanilamide,  did  not 
cause  reduction  in  the  number  of  leuko- 
cytes or  erythrocytes  in  the  circulating 
blood  have  since  been  refuted  by  Long,4 
who  maintains  that  the  toxic  manifesta- 
tions of  sulfapyridine  therapy  are  essen- 
tially those  witnessed  in  the  usage  of 
sulfanilamide,  with  the  possible  excep- 
tion of  acidosis,  which  has  not  yet  been 
reported.  Lloyd,  Erskine,  and  John- 
son5 believe  that,  clinically,  the  toxic 
results  are  comparable  to  those  of  sulfa- 
nilamide given  in  equal  amounts  but 
that  lower  doses  of  sulfapyridine  are 
effective.  Occasional  cases  of  granulo- 
cytopenia, hemolytic  anemia,  azotemia, 
and  hematuria  have  been  encountered. 
It  is  agreed,  however,  that  the  toxic  reac- 
tions that  appear  in  the  course  of  treat- 
ment with  sulfapyridine  seem  to  occur 
on  the  basis  of  a peculiar  idiosyncrasy. 
With  serious  toxic  effects  unpredict- 
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The  sulfapyridine  used  was  Dagenan. 


able  in  their  occurrence,  a special  study 
was  made  of  the  toxic  manifestations  of 
sulfapyridine  in  100  consecutive  patients 
treated  with  this  drug.  All  symptoms 
and  signs  referable  to  toxicity  were  care- 
fully recorded.  It  was  soon  noted  that 
approximately  one-half  of  the  adults  and 
one-fifth  of  the  children  showed  some 
toxic  side  reactions. 

Gastric  Irritability 

Clinically,  the  most  commonly  en- 
countered symptom  was  nausea  and 
vomiting  (about  25  per  cent  of  the  pa- 
tients). These  manifestations  of  gastric 
irritability  appeared  most  frequently 
within  the  first  twenty-four  hours  of 
treatment.  In  15  cases  the  vomiting 
was  so  severe  that  it  was  necessary  to 
stop  treatment  altogether.  In  10  cases 
the  nausea  and  vomiting  was  such  a 
source  of  distress  to  the  patients  that  they 
refused  to  take  the  drug  in  its  original 
form.  None  of  these  patients  died,  how- 
ever. 

There  appeared  to  be  no  particular 
correlation  between  the  occurrence  of 
gastric  distress  and  the  amount  of  sulfa- 
pyridine administered.  In  one  instance 
it  was  found  necessary  to  discontinue 
the  treatment  after  only  5 Gm.  of  the 
drug,  whereas  over  95  Gm.  was  admin- 
istered to  1 patient  with  a type  VII 
pneumococcic  pneumonia  complicated  by 
a meningitis  without  any  toxic  reaction. 
Whitby  was  of  the  belief  that  these 
untoward  reactions  were  probably  caused 
by  direct  action  on  the  mucosa  of  the 
stomach.  However,  Marshall  and  Long6 
observed  that  nausea  and  vomiting  still 
occurred  when  the  drug  was  administered 
intravenously  in  the  soluble  sodium  form, 
giving  us  reason  to  believe  that  these 
side  reactions  were  of  central  origin. 

Various  means  were  suggested  to  over- 
come these  troublesome  symptoms.  At 
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first,  the  low  solubility  of  the  drug  might 
have  precluded  the  possibility  of  ade- 
quate parenteral  administration.  How- 
ever, we  have  resorted  to  various  meas- 
ures such  as:  giving  small  amounts  of 

sodium  bicarbonate  after  sulf apyridine ; 
mixing  the  drug  in  powdered  form  with 
water,  fruit  juices,  or  milk ; omitting  one 
or  two  of  the  “divided”  doses;  adminis- 
tering sodium  phenobarbital  and  chloral 
hydrate;  or,  finally,  giving  sodium  chlo- 
ride and  dextrose  intravenously  to  mini- 
mize the  nausea  and  vomiting  and  at  the 
same  time  restore  the  normal  fluid  and 
electrolytic  balance.  In  several  cases 
the  drug  was  given  in  powdered  form  dis- 
solved in  milk  per  rectum.  We  have 
had  varied  success  with  each  of  these 
procedures.  Whitehead  and  Carter7  re- 
lieved gastric  distress  by  putting  the 
patients  under  oxygen  tents  a half  hour 
before  sulfapyridine  was  administered 
and  keeping  them  there  for  the  same 
length  of  time  after  the  medication. 
McGinty,  Lewis,  and  Holtzclaw8  re- 
ported the  use  of  nicotinic  acid  to  amelio- 
rate the  unpleasant  symptoms  that  so 
frequently  accompany  sulfanilamide  ther- 
apy. We  have  used  nicotinic  acid  as  an 
adjunct  to  the  administration  of  sulfa- 
pyridine instead  of  bicarbonate  of  soda, 
with  some  success. 

Cerebral  Complications 

Disturbances  of  the  central  nervous 
system  have  often  been  reported  as  symp- 
toms of  sulfapyridine  toxicity.  Such  re- 
actions were  observed  in  7 per  cent  of  the 
cases  in  this  series.  These  varied  from 
mild  personality  changes  such  as  light- 
headedness, irritability,  depression,  con- 
fusion, and  lethargy  to  the  more  serious 
toxic  psychoses  of  such  severity  as  to 
render  the  patients  irrational,  disoriented, 
and  some  so  maniacal  as  to  justify  full 
restraints.  These  mental  disturbances 
usually  appeared  after  comparatively 
small  doses  of  the  drug.  A history  of 
chronic  alcoholism  was  obtained  in  four  of 
these  patients.  In  several  of  the  patients 
it  was  difficult  to  determine  whether  the 
sulfapyridine  or  the  underlying  disease 
was  responsible  for  the  delirium.  This 


was  especially  troublesome  in  the  treat- 
ment of  cases  of  lobar  pneumonia.  It 
was  our  observation  that  mental  dis- 
turbances appeared  more  frequently  with 
sulfapyridine  than  with  serum  therapy. 
In  the  treatment  of  the  pneumonias,  the 
children  appeared  to  tolerate  the  com- 
bination of  hyperpyrexia  and  sulfapyri- 
dine better  than  the  older  patients  under 
study. 

Hematuria 

The  appearance  of  hematuria  as  a seri- 
ous toxic  manifestation  in  the  administra- 
tion of  sulfapyridine  has  been  observed 
in  man  as  well  as  in  the  lower  animals. 
Antopol  and  Robinson,9  in  the  course  of 
an  investigation  of  the  pharmacology  of 
sulfapyridine  in  laboratory  animals,  ob- 
served the  formation  of  uroliths  in  the 
urinary  tracts  of  rats,  monkeys,  and  rab- 
bits. Gross,  Cooper,  and  Lewis10  and 
Toomey11  have  reported  similar  findings 
in  animals.  Lawrence12  noted  a human 
case  of  right  lower  quadrant  pain  and 
hematuria  due  to  stone  formation  after 
sulfapyridine  therapy.  Southworth  and 
Cooke13  reported  3 cases  of  hematuria, 
1 with  visible  blood  and  2 also  associated 
with  severe  abdominal  pain  of  uretero- 
renal  origin  and  nitrogen  retention  due  to 
renal  insufficiency.  We  have  observed 
hematuria  without  abdominal  pain  or 
azotemia  in  4 per  cent  of  the  patients 
treated  with  sulfapyridine.  In  1 case, 
moreover,  the  urine  was  visibly  bloody, 
and  we  were  fortunate  enough  to  have  the 
opportunity  to  study  the  innumerable 
crystals  of  acetylsulfapyridine  which  ap- 
peared in  several  specimens. 

The  following  case  illustrates  the  de- 
velopment of  hematuria  as  a symptom  of 
toxicity  in  treatment  with  sulfapyridine. 

Case  Report 

Case  1. — H.  T.,  a white  American  housewife, 
aged  26,  was  admitted  to  the  Newark  City  Hos- 
pital on  May  19,  1939,  because  of  the  sudden 
onset  of  chills,  pleural  pain,  and  cough  with  the 
production  of  a rusty  sputum  five  days  pre- 
viously. She  gave  no  significant  family  history. 
Physical  examination  revealed  an  acutely  ill, 
pregnant  female  with  signs  of  lobar  consolidation 
and  pleural  effusion  below  it.  The  abdomen  was 
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enlarged  to  the  size  of  a five-month  gestation. 
The  temperature  on  admission  was  101.6  F.,  the 
pulse  rate  110  per  minute,  and  the  respirations 
24  per  minute.  X-ray  examination  confirmed 
the  presence  of  a resolving  lobar  consolidation  of 
the  right  lower  lobe  with  a moderate  amount  of 
fluid  at  the  right  base.  A type  XIX  pneumococ- 
cic  organism  was  isolated  by  the  mouse  inocula- 
tion technic.  A blood  culture  failed  to  reveal 
the  presence  of  any  organisms.  Urinalysis  per- 
formed on  admission  showed  a specific  gravity  of 
1,015,  albumin  of  1 plus,  an  acid  reaction  to 
litmus,  and  an  occasional  pus  cell,  but  no  red 
blood  cells  per  high  power  field.  There  was  no 
previous  history  of  genitourinary  disease.  A 
blood  pressure  reading  obtained  soon  after  ad- 
mission was  128  mm.  systolic  and  74  mm.  dias- 
tolic. 

After  a few  days  failure  to  improve  with  ordi- 
nary supportive  therapy,  the  patient  was  started 
on  sulfapyridine.  Thirty  gr.  were  given  orally 
for  the  first  dose,  and  subsequently  15  gr.  every 
four  hours.  On  the  third  day  of  such  therapy, 
the  patient  complained  of  loss  of  appetite  and 
nausea  and  proceeded  to  have  several  emeses. 
On  the  following  day,  after  a total  of  22  Gm.  of 
the  drug  had  been  administered,  her  urine  was 
observed  to  be  grossly  bloody.  The  drug  was 
stopped  immediately  and  intravenous  fluids  were 
administered.  The  free  sulfapyridine  in  the 
blood  at  that  time  was  4.23  mg.  per  hundred 
cubic  centimeters,  and  the  urine  contained  51.46 
mg.  per  hundred  cubic  centimeters. 

The  patient  presented  no  complaints  of  pain. 
A vaginal  examination  revealed  no  evidence  of 
pelvic  pathology  or  bleeding.  Several  cathe- 
terized  specimens  were  obtained  and  examina- 
tions of  these  revealed  a trace  of  albumin  and 
innumerable  red  blood  cells.  No  casts  were  dis- 
cerned, but  numerous  crystals  were  present  in 
each  field.  These  crystals  appeared  as  colorless, 
thin  rhomboid  plates  with  sharp  edges,  usually 
single  but  tending  to  adhere  together  and  over- 
lapping each  other  in  occasional  shingle-like  for- 
mation. They  were  identified  as  acetylsulfapyri- 
dine  crystals  similar  to  those  described  as  forming 
concretions  in  the  urinary  tracts  of  animals. 
There  was  no  elevation  in  temperature.  Cysto- 
scopic  examinations,  intravenous  pyelograms, 
and  flat  plates  of  the  abdomen  revealed  a mild 
bilateral  hydronephrosis  but  no  evidence  of  any 
calculi.  The  blood  nonprotein  nitrogen  proved 
to  be  13  mg.  per  hundred  cubic  centimeters. 
The  urinary  output  was  essentially  normal. 
After  five  days  of  forced  intravenous  therapy  the 
urine  was  gradually  cleared  of  red  blood  cells. 

Soon  thereafter,  the  right  side  of  the  chest 
was  tapped  and  a seropurulent  fluid  was  with- 


drawn from  which  a pure  culture  of  Staphylococ- 
cus aureus  was  obtained.  However,  repeated 
tappings  and  irrigations  with  antiseptics  failed 
to  produce  any  improvement,  and  on  June  15, 
a thoracotomy  with  rib  resection  and  drainage 
of  the  empyema  cavity  was  performed.  The  pa- 
tient thereupon  improved  gradually  until  her 
release  on  July  7,  1939. 

The  mechanism  of  the  production  of 
hematuria  is  associated  with  the  forma- 
tion of  concretions  of  acetylsulfapyridine 
in  the  urinary  tract.  Stewart,  Rourke, 
and  Allen14  showed  that  sulfanilamide  was 
recoverable  up  to  97  per  cent  in  the  urine, 
making  the  kidney  the  sole  exit  of  the 
drug  from  the  body.  They  also  demon- 
strated that  the  excreted  sulfanilamide 
could  precipitate  in  the  urine  at  room 
temperature  and  might  form  stones  in 
the  urinary  tract.  Antopol  and  Robin- 
son and  others  have  demonstrated  the 
presence  of  concentrations  in  the  urinary 
tracts  of  laboratory  animals  that  had  been 
fed  sulfapyridine  and  also  showed  that 
these  uroliths  were  made  up  of  crystals 
of  acetylsulfapyridine.  Southworth  and 
Cooke  discovered  crystals  in  the  urinary 
sediment  in  1 of  the  3 cases  of  hematuria 
described  by  them.  We  were  able  to 
demonstrate  that  the  crystals  found  in 
the  urine  of  the  case  reported  would  pre- 
cipitate at  room  temperature.  The  irri- 
tation of  the  mucosa  of  the  urinary  tract 
by  those  sharply  spiculated  acetylsulfa- 
pyridine plates  presumably  caused  hema- 
turia without  producing  abdominal  pain 
or  obstruction  to  the  flow  of  urine. 

The  factor  of  stasis  in  the  urinary  tract 
also  appears  to  be  an  important  element 
in  the  formation  of  urinary  concre- 
tions. Toomey  reported  that  he  was 
able,  by  the  feeding  of  sulfapyridine, 
to  produce  uroliths  in  Macacus  rhesus 
monkeys  whose  bladders  had  previously 
been  paralyzed.  In  the  case  that  we 
studied,  stasis  of  urine  in  the  upper 
ureter  and  kidney  pelvis,  as  shown  by 
the  appearance  of  a mild  bilateral  hy- 
dronephrosis that  seems  to  be  physiologic 
in  pregnancy,  was  undoubtedly  an  im- 
portant factor  in  the  production  of  the 
concretions  that  precipitated  the  gross 
hematuria. 
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It  is  possible  that  a large  number  of  pa- 
tients treated  with  sulfapyridine  would  de- 
velop hematuria  with  the  same  frequency 
as  laboratory  animals  do  were  it  not  for 
the  fact  that  the  ureteropelvic  tracts  of 
humans  are  considerably  larger  than 
those  of  animals  and  consequently  make  it 
possible  for  the  crystals  of  acetylsulfa- 
pyridine  to  be  washed  out  before  having 
had  the  opportunity  to  precipitate.  The 
treatment,  therefore,  of  hematuria  asso- 
ciated with  the  use  of  sulfapyridine  de- 
mands the  immediate  discontinuation  of 
the  drug  and  the  administration  of  large 
quantities  of  fluids. 

Cutaneous  Lesions 

Dermatitis  medicamentosa,  a simple 
maculopapular  rash,  has  been  reported 
as  appearing  in  about  6 per  cent  of  pa- 
tients receiving  sulfanilamide.  Flippin15 
in  a series  of  100  cases  reported  1 case  of 
cutaneous  eruption  following  sulfapyri- 
dine therapy.  We  observed  2 patients 
who  developed  cutaneous  lesions  during 
the  course  of  treatment  with  sulfapyri- 
dine. The  cutaneous  eruptions  were 
morbilliform  in  type,  apparently  similar 
in  all  cases,  resembling  a confluent 
measles  at  times  and  involving  any  part 
or  the  entire  body.  The  rashes  usually 
appeared  during  the  first  few  daysJ  of 
treatment  and  disappeared  within  forty- 
eight  hours  after  the  drug  had  been  dis- 
continued. In  each  instance  the  medica- 
tion was  stopped  immediately  after  the 
rash  appeared  for  fear  of  the  progression 
of  the  eruption  into  an  exfoliative  derma- 
titis. 

Hallam16  reported  a case  of  sensitiza- 
tion of  the  skin  to  the  effects  of  actinic 
light  by  use  of  sulfapyridine,  the  patient 
suffering  extensive  second-degree  burns 
when  given  a single  exposure  to  ultra- 
violet light  after  having  been  given  treat- 
ment with  M & B 693  (sulfapyridine) 
previous  to  the  exposure.  It  seems  that 
these  cutaneous  eruptions,  like  many 
other  symptoms  of  sulfapyridine  toxicity 
are  not  the  results  of  overdosage  of  the 
drug  or  high  blood  concentrations  but 
appear  on  the  basis  of  some  peculiar, 
as  yet  not  understood,  idiosyncrasy. 


Cyanosis 

The  appearance  of  cyanosis  in  patients 
receiving  sulfanilamide  has  been  a fairly 
common  occurrence.  Reports  have  esti- 
mated it  as  occurring  in  from  50  to  90 
per  cent  of  the  cases  in  which  the  drug  was 
used.  Cyanosis  has  been  attributed  to 
one  of  three  substances  in  the  blood: 
methemoglobin,  sulfhemoglobin,  or  some 
as  yet  unrecognized  pigment  in  the  blood. 
Evans  and  Gaisford2  found,  in  treating 
pneumonia  with  sulfapyridine,  that  cy- 
anosis occurred  in  25  per  cent  of  their 
patients. 

Others  have  reported  rather  severe 
cyanosis  in  about  10  per  cent  of  patients 
treated  with  sulfapyridine.  More  recent 
reports  have  indicated  that  cyanosis  has 
not  been  encountered  with  such  fre- 
quency and,  when  present,  has  not  been 
marked.  We  have  observed  cyanosis 
in  only  1 per  cent  of  our  cases.  This 
discrepancy  appears  to  be  due  to  the 
difficulty  in  estimating  whether  the 
cyanosis  is  attributable  to  the  drug  or  is 
associated  with  the  pneumonia,  the  prob- 
lem being  even  more  acute  because  of  the 
almost  exclusive  use  of  sulfapyridine  to 
treat  the  pneumonias. 

Anemia  and  Granulocytopenia 

Anemia,  both  acute  and  chronic,  and 
agranulocytosis  have  been  produced  by 
the  administration  of  sulfanilamide.  Both 
of  these  serious  complications  have  also 
been  observed  when  sulfapyridine  has 
been  used.  Dr.  Cohn  McLeod  of  the 
Hospital  of  the  Rockefeller  Institute 
has  observed  2 cases  of  acute  hemolytic 
anemia  in  which  sulfapyridine  was  being 
administered  at  the  time  these  blood  dis- 
orders appeared.  Johnston,17  Flippin,15 
and  Long4  have  reported  the  occurrence 
of  agranulocytosis  in  addition.  Rosen- 
thal and  Vogel18  recently  observed  3 
cases  of  granulocytopenia  in  children 
who  had  been  treated  with  sulfapyri- 
dine. 

We  have  not  as  yet  observed  any  gross 
blood  dyscrasias  in  our  cases.  However, 
in  the  majority  of  cases  the  white  blood 
count  tended  to  fall  during  the  first 
thirty-vSix  to  forty-eight  hours  coincident 
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TABLE  1. — Summary  of  100  Cases  Treated  with 

SULFAPYRIDINE 


Condition 

Number 

Lobar  pneumonia 

61 

Bronchopneumonia 

29 

Pulmonary  tuberculosis 

4 

Acute  mastoiditis 

2 

Streptococcic  pneumonia 

2 

Rheumatoid  arthritis 

1 

Pneumococcic  meningitis 

1 

Total 

100 

with  the  usual  drop  in  temperature  en- 
countered in  the  treatment  of  infectious 
diseases. 

The  red  blood  count  and  hemoglobin 
slowly  fell  in  a number  of  cases  but  in  no 
one  instance  sufficient  to  cause  any 
alarm  or  discontinuance  of  the  drug. 
The  dangers,  however,  of  an  acute  hemo- 
lytic anemia  or  a granulocytopenia  re- 
main and  make  it  necessary  for  careful 
and  frequent  studies  of  the  blood  of 
every  patient  treated  with  sulfapyri- 
dine. 

Other  Toxic  Manifestations 

Jaundice,  diarrhea,  lethargy,  and  ab- 
dominal pain  have  been  observed  in  3 
per  cent  of  the  cases.  Fever  due  to  the 
drug  has  been  reported  by  several  ob- 
servers. Abrupt  and  violent  febrile  re- 
sponses did  not  appear  in  any  of  the  pa- 
tients studied.  It  is  a difficult  problem, 
however,  to  recognize  drug  fevers  in  pa- 
tients suffering  from  such  a febrile  disease 
as  pneumonia. 

Vertigo,  headache,  tingling  of  the  ex- 
tremities, and  dyspnea  have  been  en- 
countered by  several  investigators. 
Acidosis,  however,  a common  toxic  reac- 
tion in  the  course  of  sulfanilamide  therapy, 
has  not  as  yet  been  reported  in  the 
literature  for  sulfapyridine. 

Summary 

1 . This  report  was  based  on  the  re- 
sults of  a study  of  the  signs  and  symptoms 
of  toxicity  encountered  in  the  course  of 
treating  100  cases  of  pneumonia  and  other 
infections  with  sulfapyridine. 

2.  Nausea  and  vomiting,  appearing 
in  25  per  cent  of  the  patients  treated, 
were  the  most  commonly  encountered 
toxic  manifestations.  There  appeared 


TABLE  2. — Toxic  Reactions  in  the  100  Cases 


Average 

Average 

Total 

, Blood 

Amount 

Concentration 

of  Drug 

During 

Num- 

Administered 

Reaction, 

ber 

Before 

in  Mg. 

of 

Reaction, 

per 

Reaction 

Cases 

in  Grams 

100  Cc. 

Nausea 

25 

10.9 

4.96 

Vomiting 

23 

Mild 

8 

11.9 

4.21 

Severe 

15 

10.1 

4.92 

Psychic  disturb- 

ances 

7 

13.3 

4.63 

Hematuria 

4 

13.6 

4.69 

Dermatitis 

2 

19.4 

4.42 

Jaundice 

1 

15.0 

2.42 

Cyanosis 

1 

11.0 

5.16 

Abdominal  pain 

1 

22.1 

3.61 

Anorexia 

1 

5.1 

3.02 

to  be  no  apparent  correlation  between 
the  development  of  gastric  irritability 
and  the  amount  of  the  drug  adminis- 
tered. 

3.  Disturbances  of  the  central  ner- 
vous system  were  noted  in  7 per  cent  of 
the  patients  and  varied  from  mild  per- 
sonality changes  to  the  more  serious 
psychoses. 

4.  Four  cases  of  hematuria  appeared 
to  complicate  the  use  of  sulfapyridine. 
This  serious  toxic  disturbance  is  appar- 
ently caused  by  the  irritating  effect  of 
the  sharp  acetylsulfapyridine  crystals  that 
precipitate  in  the  urine.  A case  is  re- 
ported illustrating  this  toxic  manifesta- 
tion. Stasis  appears  to  be  an  impor- 
tant predisposing  factor  in  the  production 
of  hematuria  with  sulfapyridine. 

5.  Dermatitis  and  jaundice  were  the 
other  serious  symptoms  of  toxicity 
noted. 

6.  Milder  symptoms  such  as  diar- 
rhea, lethargy,  abdominal  pain,  cyanosis, 
and  dyspnea  were  also  encountered. 

7.  Drug  fever,  vertigo,  headache,  tin- 
gling of  the  extremities,  acute  hemolytic 
anemia,  and  granulocytopenia  have  been 
reported  in  the  literature  but  were  not 
observed  in  our  series. 

8.  With  this  recognition  of  the  na- 
ture of  the  toxic  manifestations  of  sulfa- 
pyridine, constant  observation  of  each 
patient  under  treatment  will  allow  earlier 
detection  of  the  symptoms  of  toxicity 
while  they  are  still  amenable  to  appro- 
priate countermeasures  and  will  permit 
this  valuable  drug  to  be  used  with  a satis- 
factory margin  of  safety. 
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FOR  A “SECRETARY  OF  HEALTH”  IN  THE  CABINET 


The  establishment  of  a federal  department  of 
health,  to  be  headed  by  a scientifically  trained 
health  expert,  rather  than  a politician,  with  the 
rank  of  a Cabinet  member,  was  urged  by  Dr. 
Nathan  B.  Van  Etten,  president-elect  of  the 
American  Medical  Association,  in  an  address  on 
“An  American  Health  Program”  before  the 
Society  of  Medical  Jurisprudence  at  the  New 
York  Academy  of  Medicine,  2 East  103rd 
Street,  on  March  11. 

Dr.  Van  Etten  approved  President  Roose- 
velt’s proposal  for  the  construction  of  fifty  100- 
bed  hospitals  in  localities  throughout  the 
country  where  hospital  facilities  are  lack- 
ing. 

Dr.  Van  Etten  described  as  “probably  the  most 
serious  problem  facing  the  country  today”  the 
alarming  number  of  insane  patients  in  the 
nation’s  hospitals. 

“Forty-seven  per  cent  of  all  the  patients  in 
our  hospitals  today,”  said  Dr.  Van  Etten,  “are 
there  because  of  insanity.  Venereal  disease  is 
largely  a contributory,  cause  of  this.  It  is  one 
of  the  most  serious  problems  confronting  our 
people.  To  deal  with  this  matter  may  require 
a change  of  scientific  attitude,  with  stress  laid 
on  preventive  medical  study  instead  of  the  pres- 
ent curative  character  of  medicine.  Eugenics 
may  play  an  important  part,  and  several  genera- 
tions of  careful  mating  may  exert  a strong  in- 
fluence in  cleaning  our  institutions  of  their 
feeble-minded.” 

Dr.  Van  Etten  declared  that  “the  speed  of  our 
modern  life  is  destroying  the  stability  of  our 


young  people.”  “They  stay  out  at  parties  too 
late,”  he  said.  “They  don’t  get  enough  sleep. 
They  get  tired  out  with  their  social  exercises. 
The  night  life  is  a serious  problem.  Effective 
remedies  might  involve  a reorganization  of 
society.” 

“If  local  health  departments  have  proved  their 
value,”  Dr.  Van  Etten  added,”  if  state  health 
departments  have  become  indispensable,  why 
has  a national  health  department  been  so  long 
postponed?  Coordination  of  all  federal  health 
agencies,  except  those  of  the  Army  and  Navy, 
seems  a logical  thing  to  do.  The  health  of  our 
people  should  be  the  honest  concern  of  our 
Chief  Executive,  and  the  health  authority  should 
be  a member  of  his  Cabinet. 

“I  would  like  to  see  a new  national  depart- 
ment, to  be  known  as  the  Department  of  Health, 
headed  by  a secretary  who  must  have  had  a 
medical  education  and  be  licensed  to  practice 
medicine.  I would  like  this  department  to  in- 
clude the  following  bureaus:  public  health,  in- 
fancy, and  maternal  welfare  transferred  from 
the  Labor  Department,  rehabilitation  of  vet- 
erans, research,  licensure,  care  of  indigents,  and 
other  divisions  to  care  for  all  other  health  re- 
sponsibilities, fusing  all  departments  into  one 
less  expensive  to  operate  and  eliminating  the 
confusion  of  overlapping  and  duplication.  I 
believe  the  President  should  have  the  benefit 
of  scientific  advice  in  health  and  hygiene  within 
his  official  family.  Defense  against  disease  is 
quite  as  important  as  defense  against  the  ideas 
and  domination  of  foreign  enemies.” 


DOCTORS  WERE  NOT  FOR  SALE 

Word  comes  from  New  Zealand,  as  quoted  in 
the  Illinois  Medical  Journal,  that  practically  all 
of  the  thousand  physicians  there  have  refused 
to  accept  a $7,500  yearly  income  guaranteed 
by  the  New  Zealand  government,  on  the  under- 
standing that  these  physicians  will  become  cogs 
in  a socialized  medicine  system.  This  sum,  it 
appears,  is  more  than  the  average  New  Zealand 
physician  has  ever  earned  or  ever  expects  to. 

This  news  from  another  part  of  the  world  may 
help  to  change  an  apparent  conviction  on  the 
part  of  a good  many  Americans  that  the  opposi- 
tion by  our  doctors  to  compulsory  sickness  in- 


surance and  other  medical  affairs  in  this  country 
is  based  on  an  entirely  mercenary  condition. 

As  a matter  of  fact,  doctors  are  the  same  the 
world  over.  Whether  in  America  or  in  New 
Zealand  they  spend  hours  away  from  their  pay- 
ing practice,  giving  their  services  to  the  poor; 
they  oppose  socialized  medicine  as  something 
that  would  hurt  patients,  the  public,  and  them- 
selves. Heretofore  they  have  only  been  privi- 
leged to  shrug  when  their  motives  were  chal- 
lenged. Now,  by  the  action  of  these  New  Zea- 
land physicians,  the  profession  has  been  put  to 
the  test. 


Medical  News 


County  News 


Albany  County 

The  Albany  County  Medical  Society  heard 
a lecture  on  March  27  in  the  auditorium  of 
Albany  Pharmacy  College  by  Dr.  Samuel  R. 
Meaker,  professor  of  gynecology,  Boston  Uni- 
versity School  of  Medicine. 

Dr.  Meaker  discussed  discoveries  made  during 
two  decades  of  research  into  the  diagnosis  and 
treatment  of  human  sterility. 

Dr.  Philip  L.  Forster,  president  of  the  society, 
was  chairman  and  Dr.  Lyle  A.  Sutton,  of  Albany, 
formerly  of  Prattsville,  Greene  County,  led  the 
discussion. 

The  June  meeting  will  be  devoted  to  scientific 
addresses  by  members  of  the  society. 

Bronx  County 

The  Bronx  County  Medical  Society  met  at 
Burnside  Manor  on  March  20  and  listened  to 
this  program  on  Recent  Advances  in  our  Knowl- 
edge of  Filtrable  Virus  Diseases:  (a)  Experimen- 
tal Observations;  (b)  Clinical  Considerations,  by 
Dr.  Thomas  Francis,  Jr.;  (c)  Therapeutic 
Measures;  (d)  Discussion,  by  Dr.  Ralph  S. 
Muckenfuss. 

A series  of  obstetric  conferences,  being  held 
in  the  auditorium  of  Fordham  Hospital  on  the 
third  Thursday  of  each  month  at  4 p.m.,  are 
being  conducted  by  the  Maternal  Welfare  Com- 
mittee of  the  Bronx  Obstetrical  and  Gynecologi- 
cal Society  as  part  of  the  program  of  the  Public 
Health  Committee  of  the  Bronx  County  Medical 
Society. 

At  these  conferences,  maternal  deaths  occur- 
ring in  Bronx  County  are  fully  discussed  from 
the  point  of  view  of  prenatal  care,  conduct  of 
labor,  complicating  factors,  and  cause  or  causes 
of  death.  Errors  of  omission  and  commission 
in  their  relationship  to  errors  in  judgment  and 
technic  are  discussed  in  their  application  to  the 
particular  case. 

On  Saturday,  May  4,  Morrisania  Hospital 
staff  will  hold  a dinner  in  honor  of  its  five  out- 
standing members,  Dr.  Nathan  B.  Van  Etten, 
president-elect  of  the  American  Medical  As- 
sociation, Dr.  Terry  M.  Townsend,  president 
of  the  New  York  State  Medical  Society,  Dr. 
George  E.  Milani,  president  of  the  Bronx 
County  Medical  Society,  Dr.  William  L.  Bollens, 
president  of  the  Bronx  County  Dental  Society, 
and  Dr.  Harry  Aranow,  member  of  Council,  New 
York  State  Medical  Society. 

The  Bronx  Otolaryngological  Society,  Inc., 
met  on  March  26  in  the  Concourse  Plaza  Hotel 
at  9:00  p.m.  The  program  was:  Atypical 

Mastoiditis,  Extradural  Abscess — Report  of  a 
Case,  by  Dr.  Isidore  Berger,  and  discussion  by 
Dr.  Ira  S.  Witchell. 

The  Bronx  Gynecological  and  Obstetrical 
Society  met  at  the  Concourse  Plaza  Hotel  on 
March  25,  and  heard  a paper  on  “Uretheral 
and  Vesical  Fistulas”  by  Dr.  Henry  Dawson 
Furniss. 

The  North  Bronx  Medical  Society  met  on 
April  4,  at  Elsmere  Hall,  and  heard  this  program: 


(A)  Case  Presentation — New  Method  of  Dreyfus 
Le  Foyer  Two  Stage  Lobectomy,  with  Case 
Report,  by  Dr.  A.  N.  Gorelik.  (B)  Papers — 
(1)  Newer  Aspects  of  Allergy:  Diagnosis  and 
Treatment,  by  Dr.  Will  C.  Spain,  with  discussion 
by  Dr.  Charles  A.  Spiwacke  and  Dr.  A.  A. 
Goodman;  (2)  Diagnosis  and  Management  of 
Eczematous  and  Atopic  Dermatoses  in  General 
Practice,  by  Dr.  Marion  B.  Sulzberger,  with 
discussion  by  Dr.  Samuel  Feldman  and  Dr.  A. 
Rosenberg,  Sr.  (C)  General  Discussion. 

Broome  County 

The  Broome  County  Medical  Society  listened 
to  a paper  on  “Hypertension,  its  Clinical 
Significance  and  Treatment,”  by  Henry  M. 
Thomas,  Jr.,  at  a joint  meeting  at  the  Wilson 
Memorial  Hospital  on  March  19. 

Chautauqua  County 

Dr.  Paul  W.  Beaven,  of  Rochester,  specialist 
in  children’s  diseases,  was  the  speaker  at  the 
meeting  of  the  Chautauqua  County  Medical 
Society  on  March  20  at  White  Inn,  Fredonia. 
His  subject  was  “Abdominal  Pains  in  Children.” 
A general  discussion  followed.  About  forty 
members  and  guests  attended,  with  Dr.  Harry  E. 
Wheelock,  president,  presiding. 

Chenango  County 

The  Chenango  County  Medical  Society  has 
appointed  a committee  to  call  on  the  board  of 
supervisors  at  the  next  meeting  to  present  again 
the  request  of  the  physicians  for  mileage  fees 
in  making  certain  indigent  calls.  The  present 
fee  is  $2.00,  which  the  physicians  agree  is  reason- 
able in  local  cases,  but  they  feel  that  mileage  fees 
should  be  paid,  in  addition,  for  calls  that  require 
long  distance  travel,  sometimes  10,  15,  or  even 
25  miles.  They  ask  for  25  cents  a mile  one  way. 
This  fee  was  granted  by  the  supervisors  in  De- 
cember but  the  vote  was  rescinded  when  Com- 
missioner Woodruff  reported  that  the  approved 
budget  provided  no  funds  for  the  payment. 

Delaware  County 

Complete  revision  of  fee  schedules  for  all  re- 
lief work  done  by  county  physicians  is  under 
consideration  following  a meeting  of  the  Dela- 
ware County  Medical  Society  in  Walton,  on 
March  19. 

Pointing  out  the  difficulty  in  the  matter  of 
ascertaining  proper  fees  for  relief  work,  Dr. 
Thomas  C.  Monaco,  of  Walton,  society  president, 
said  that  tentative  recommendations  would  be 
presented  to  the  committee  on  medical  economy 
for  discussion.  When  approved  by  the  society, 
plans  will  be  presented  to  the  county  welfare 
officers  association  and  the  final  analysis  will  be 
relayed  to  the  county  board  of  supervisors. 

Sometime  this  spring  or  summer,  it  is  re- 
ported, the  Delaware  County  Medical  Society 
will  participate  in  a reception  in  honor  of  Dr. 
Robert  Brittain,  of  Downsville,  to  mark  his 
fifty  years  as  practitioner  in  the  Downsville 
area. 
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Dr.  Brittain’s  grandfather.it  is  understood,  was 
the  first  doctor  to  be  licensed  by  the  Delaware 
County  Medical  Society,  the  county  societies 
at  that  time  doing  the  licensing. 

The  occasion,  it  is  said,  will  be  somewhat  like 
the  gathering  which  honored  Dr.  Leonard 
Wakeman,  of  Andes,  last  year  and  like  the  big 
party  given  for  Dr.  John  A.  Miller,  of  Roscoe, 
to  mark  his  half  century  of  medical  practice. 

Dutchess  County 

A three-reel  movie  entitled  "Eclampsia” 
was  shown  at  the  regular  meeting  of  the  Dutchess 
County  Medical  Society  held  at  the  Amrita 
Club  in  Poughkeepsie  on  March  13.  Dr. 
Joseph  DeLee,  chief  of  staff  of  the  Lying-In 
Hospital,  Chicago,  exhibited  the  pictures,  which 
have  been  approved  by  the  American  College  of 
Surgeons.  The  film  illustrated  a talk  on  "The 
Science  and  Art  of  Obstetrics.” 

The  seventy  members  present  passed  upon 
the  proposed  revision  of  bylaws,  which  will 
bring  them  up  to  date,  according  to  Dr.  H.  P. 
Carpenter,  secretary  and  treasurer  of  the  society. 
Before  they  can  go  into  effect,  however,  they 
must  be  approved  at  the  annual  meeting  of  the 
Medical  Society  of  the  State  of  New  York. 

Erie  County 

Although  dissatisfied  with  many  of  the  plan’s 
features,  the  Medical  Society  of  the  County  of 
Erie  on  March  18  approved  a six-month  trial 
period  for  the  medical  welfare  plan  of  the  State 
Department  of  Welfare  for  Erie  County  solely 
in  the  hope  that  it  may  provide  a base  for  a 
"more  equitable”  arrangement  after  that  time, 
according  to  the  Buffalo  Evening  News. 

The  average  allotment  of  $3.83  per  relief 
family  for  home  calls  during  the  year  was  as- 
sailed as  "ridiculously  inadequate”  and  a "joke,” 
but  the  plan  finally  was  approved  by  a 2-to-l 
vote  after  a lengthy  meeting  in  the  Hotel  Statler. 
The  dissenting  members  argued  that  the  sug- 
gested rate  of  $3.83  is  inadequate  when  compared 
with  approximately  $17  that  the  county  now 
pays  for  the  same  service. 

Under  the  plan,  based  on  one-half  of  the  case- 
load of  20,000  families,  the  county  and  state 
would  allow  $38,300  for  home  calls  made  on  a 
fee  system.  The  $3.83  per  family  allowance 
was  arrived  at,  it  was  said,  by  a study  of  similar 
costs  in  N^ew  York  City. 

In  addition  to  the  $38,300  for  home  calls,  the 
plan  also  calls  for  the  hiring  of  eight  salaried 
physicians  at  $1,200  annually,  four  pharmacists 
at  $1,400,  provides  $6,400  for  drugs  and  medicines 
and  allows  $22,200  for  an  administrative  staff, 
making  a total  of  $82,600.  The  state  would 
reimburse  the  county  40  per  cent  of  this. 

It  was  emphasized  that  a deciding  factor  in 
the  society’s  acceptance  of  the  plan  was  the 
recognition  by  the  State  Department  of  Welfare 
of  the  principle  "that  the  indigent  patient  has 
the  right  to  be  cared  for  in  the  home  by  a physi- 
cian of  his  own  choice.” 

Dr.  Harvey  P.  Hoffman  was  elected  the  first 
president  of  the  Western  New  York  Medical 
Plan,  Inc.,  on  March  26  at  a meeting  of  the  board 
of  trustees  in  the  Hotel  Statler,  as  reported  in 
Buffalo  newspapers.  He  had  served  as  tempo- 
rary chairman  during  the  period  of  the  plan’s 
formation. 


Other  officers  elected  are:  vice-president,  Dr. 
L.  L.  Klostermyer,  Warsaw;  secretary,  Dr. 
Harold  F.  Brown,  and  treasurer,  Merrill  E. 
Skinner.  Members  of  the  executive  committee, 
besides  Dr.  Hoffman,  Dr.  Brown,  and  Mr. 
Skinner,  who  are  serving  ex-officio,  are:  Dr. 

Carlton  E.  Wertz,  Dr.  Walter  L.  Machemer, 
Assemblyman  R.  Foster  Piper,  and  Dr.  J.  Louis 
Preston,  of  Salamanca. 

Dr.  George  R.  Critchlow,  medical  director  of 
the  Western  New  York  Medical  Indemnity  Plan, 
reported  that  509  physicians  thus  far  have  signed 
contracts  to  practice  under  the  plan.  A total  of 
245  persons  have  been  enrolled. 

He  announced  the  election  of  these- persons  to 
the  board  of  trustees:  Dr.  A.  H.  Aaron,  Dr. 
Guess,  Dr.  O’Gorman,  Dr.  Louise  W.  Beamis- 
Hood,  Dr.  Harold  F.  Brown,  Dr.  Julius  Y.  Cohen, 
Dr.  Harvey  P.  Hoffman,  Dr.  Walter  L.  Mache- 
mer, Dr.  Carlton  E.  Wertz,  Dr.  Manford  K. 
Hardy,  of  Rushford. 

Dr.  J.  Louis  Preston,  Salamanca;  Dr.  G. 
Henry  Knoll,  Le  Roy;  Dr.  John  S.  Roche, 
Medina;  Dr.  George  S.  Baker,  Castile;  Allan 
Williams,  Olean;  George  Bowen,  Medina; 
Seeley  Pratt,  Le  Roy;  Herbert  Reed,  Albion; 
Daniel  Tomlinson,  Batavia;  Walter  J.  Brun- 
mark,  Buffalo;  Assemblyman  R.  Foster  Piper, 
Hamburg,  and  Joseph  A.  Wechter  and  D. 
Rumsey  Wheeler,  both  of  Buffalo. 

Other  speakers  at  the  meeting  included  Dr. 
Harvey  P.  Hoffman,  president  of  the  Western 
New  York  Medical  Indemnity  Plan,  and  Carl 
A.  Metzger,  executive  director  of  the  Western 
New  York  Hospital  Service  Corporation.  Dr. 
Herbert  E.  Wells  presided. 

Franklin  County 

The  spring  meeting  of  the  Franklin  County 
Medical  Society  was  held  on  April  3,  with  a 
luncheon  at  1 o’clock  at  the  Franklin  Hotel. 

The  scientific  session  was  at  2 o’clock  in  the 
nurses  classroom  at  the  Alice  Hyde  Hospital. 
The  speaker  was  Dr.  Douglas  Taylor,  of  Mon- 
treal, whose  subject  was  "Arthritis  and  Rheuma- 
tism, Their  Diagnosis  and  Treatment.” 

Dr.  Warriner  W.  Woodruff  was  elected  presi- 
dent of  the  Saranac  Lake  Medical  Society  at 
their  annual  meeting  and  election  of  officers  in 
the  John  Black  Room  at  the  Saranac  Laboratory, 
on  March  27. 

Other  members  elected  were  Dr.  Arthur 
Vorwald,  vice-president,  and  Dr.  LeRoy  H. 
Wardner,  secretary  and  treasurer. 

The  guest  speaker  at  the  dinner  was  Dr.  Ezra 
Bridge,  of  Iola  Sanatorium  at  Rochester,  who 
gave  a talk  on  "Pulmonary  Case  Hunting  with 
Photographic  Roentgenography.” 

Fulton  County 

A special  course  of  five  lectures  on  heart 
disease,  held  at  the  Eccentric  Club,  was  arranged 
for  the  members  of  the  Fulton  County  Medical 
Society,  each  Friday  evening,  beginning  March 
29  through  April  26.  The  speakers  were  five 
doctors  from  the  New  York  University  College 
of  Medicine. 

The  course  was  held  under  sponsorship  of  the 
Council  Committee  on  Public  Health 'and  Edu- 
cation of  the  Medical  Society  of  the.  State  of 
New  York.  Dr.  John  Wyckoff  and  Dr.  C.  E.  de 
la  Chapelle  were  in  charge  of  arrangements. 
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Jefferson  County 

The  Jefferson  County  Medical  Society  met  on 
March  14  at  the  Black  River  Valley  Club.  A 
paper  on  “The  Mismanagement  of  Common 
Obstetrical  and  Gynecological  Problems”  was 
given  by  Dr.  Robert  N.  Ritchie,  associate  pro- 
fessor of  obstetrics  and  gynecology,  University 
of  Rochester,  New  York.  At  5 p.m.  a tumor 
conference  was  held  at  Mercy  Hospital. 

Kings  County 

Mutual  problems  confronting  the  medical  and 
dental  professions  were  discussed  on  March  19 
as  more  than  three  hundred  members  of  the 
Kings  County  Medical  Society  and  the  Second 
District  Dental  Society  of  the  State  of  New  York 
gathered  at  their  first  joint  meeting  since  1930. 

The  session,  held  in  the  medical  group’s  quar- 
ters, 1313  Bedford  Ave.,  also  featured  the  award- 
ing of  two  prizes  of  $25  each  offered  by  Dr. 
Daniel  A.  McAteer,  president  of  the  medical 
society,  and  Dr.  Philip  I.  Nash,  former  president, 
for  papers  on  medical  subjects. 

The  scientific  program  was  as  follows:  “Den- 
tal Problems  as  They  Affect  the  Physician,”  by 
Dr.  Gustaf  B.  Johnson;  “Medical  Problems  in 
Dentistry,”  by  Dr.  Albert  F.  R.  Andresen;  “Sur- 
gical Aspects  of  Diseases  of  Oral  Origin,”  by 
Dr.  Walter  A.  Coakley ; “Dental  Diagnostic  Prob- 
lems,” by  Dr.  Charles  A.  Wilkie. 

Dr.  McAteer’s  prize  went  to  Dr.  Barnett  A. 
Greene,  anesthetist  at  the  Brooklyn  Cancer 
Institute,  for  an  article  on  “Intravenous  Anes- 
thesia and  Analgesia,”  and  Dr.  Nash’s  award 
was  given  to  Dr.  G.  P.  Shafiroff,  assisting  visiting 
surgeon  at  Caledonian  Hospital,  for  his  paper, 
“A  Chemical  Study  of  the  Human  Thyroid 
Gland.” 

The  Friday  afternoon  lectures  in  April  at  the 
MacNaughton  Auditorium  were:  April  5 — 

“Treatment  of  Varicose  Veins,”  by  Dr.  William 
M.  Cooper;  April  12 — “Diagnosis  and  Treat- 
ment of  Low  Back  Pain,”  by  Dr.  Donald  E. 
McKenna;  April  19 — “Practical  Therapeutics,” 
by  Dr.  Harold  T.  Hyman;  April  26 — “Diag- 
nosis and  Therapeutic  Aspects  of  Common  Foot 
Disorders,”  by  Dr.  Reuben  H.  Gross. 

Monroe  County 

Rochester’s  mortality  rate  for  mothers  at  the 
time  of  childbirth  is  now  the  lowest  of  any  city 
in  the  country,  Dr.  James  K.  Quigley,  obstetri- 
cian, told  a meeting  of  the  Public  Health  Com- 
mittee of  the  county  medical  society,  March  12. 

For  the  last  six  months  the  death  rate  for 
mothers  at  childbirth  has  been  1.9  per  1,000  as 
compared  to  2.9  the  previous  six  months  and 
4.1  in  1933,  he  said. 

Dr.  Quigley,  chairman  of  the  Maternal  Wel- 
fare Committee  for  the  medical  group  for  the  last 
10  years,  accounted  for  the  low  rate  by  declaring 
91  per  cent  of  the  births  in  Rochester  in  the  last 
six  months  occurred  in  hospitals. 

The  scientific  session  of  the  Monroe  County 
Medical  Society  on  March  19,  in  charge  of  the 
Public  Health  Committee,  of  which  Dr.  Ben- 
jamin J.  Slater  is  chairman,  brought  an  address 
by  Dr.  Wilson  G.  Smillie,  Cornell  Medical  Col- 
lege, on  “Trends  in  Public  Health.”  Discussion 
was  led  by  Dr.  Oliver  H.  Mitchell,  Syracuse 
University  Medical  School. 


Dr.  Morris  Fishbein,  editor  of  the  Journal  of 
the  American  Medical  Association , outlined 
“Medicine’s  Contribution  to  Civilization”  in  the 
Rochester  Academy  of  Medicine  at  4 p.m., 
Sunday,  March  31.  The  meeting  was  open  to 
the  public  as  well  as  the  museum  with  its  ex- 
hibits on  heart  diseases  and  maternal  mortality. 
Stethoscopes,  electrocardiograph  machines,  and 
other  devices  were  displayed. 

Sponsors  of  the  exhibit  and  lecture  were  the 
Monroe  County  Medical  Society,  Academy  of 
Medicine,  and  University  of  Rochester  Medical 
School.  Dr.  Sol  Davidson  headed  the  com- 
mittee in  charge. 

Nassau  County 

Emotional  conflict,  as  an  important,  newly 
discovered  contributing  cause  in  arthritis,  was 
disclosed  by  Dr.  Loring  T.  Swaim,  of  Boston,  in 
a paper  read  before  the  Nassau  County  Medical 
Society  at  the  Cathedral  House,  Garden  City, 
on  March  26. 

Pointing  out  that  there  are  now  6,850,000 
sufferers  from  the  disease  in  the  United  States  and 
that  each  requires  at  least  one  person  to  care 
for  him  because  most  of  the  treatment  takes  place 
in  the  home,  Dr.  Swaim  estimated  that  92,000,- 
000  working  days  are  lost  annually  by  persons 
suffering  with  arthritis. 

The  emotional  conflict  cause,  he  said,  has  been 
revealed  as  a result  of  concentrated  study  by 
medical  authorities,  who  have  found  that  marital, 
financial,  and  other  difficulties,  as  well  as  anger 
and  fear,  intensify  the  ravages  of  arthritis. 

Women  are  five  times  as  susceptible  to  the 
disease  as  men,  the  disease  being  most  likely  to 
occur  between  the  ages  of  twenty  and  forty. 

Nassau  county  will  be  used  as  a testing  ground 
in  a scientific  survey  of  infant  and  maternal  hy- 
giene, which  may  take  as  long  as  two  years,  it 
was  revealed  at  the  session  of  the  county  society. 

The  survey,  sponsored  by  the  state  and  county 
health  departments,  will  have  the  full  coopera- 
tion of  the  medical  society  which,  for  the  past 
several  years,  has  been  doing  similar  work  as  a 
major  part  of  its  program. 

The  plan,  which  originated  in  the  state  health 
department,  was  outlined  by  Dr.  Eugene  Calvelli, 
of  Port  Washington,  president  of  the  society,  in 
the  report  of  the  executive  committee.  The 
doctors  endorsed  the  plan  and  voted  their  co- 
operation in  resolutions  passed  at  the  session. 

The  medical  society’s  part  of  the  survey  will 
be  conducted  under  the  guidance  of  the  maternal 
welfare  subcommittee  of  the  society’s  public 
health  committee.  Dr.  George  B.  Granger,  of 
Rockville  Centre,  chairman  of  the  maternal 
welfare  unit,  was  empowered  to  appoint  a com- 
mittee to  represent  the  society  in  the  coopera 
tive  research. 

New  York  County 

The  topics  and  speakers  at  the  monthly  meet 
ing  of  the  Medical  Society  of  the  County  of  New 
York  on  March  25  were  as  follows:  (1)  “The 
Fluoroscopic  Diagnosis  of  Coronary  Artery  Oc- 
clusion,” by  Dr.  Arthur  M.  Master,  discussion 
by  Dr.  Robert  H.  Halsey;  (2)  “The  Milk  Com- 
mission of  the  Medical  Society  of  the  County  of 
New  York,”  by  Dr.  Edward  S.  Rimer. 

The  dates  of  the  next  Graduate  Fortnight  of 
the  New  York  Academy  of  Medicine  will  be 
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October  14-25,  1940,  and  the  subject,  “Medical 
and  Surgical  Aspects  of  Infections.” 

The  French  Medical  Society  of  New  York  is 
being  formed,  its  chief  object  to  promote  the 
union  and  friendly  intercourse  among  French- 
speaking  physicians,  regardless  of  nationality. 
Those  interested  in  joining  this  new  medical 
group  will  kindly  communicate,  between  6 and 
7 p.m.,  with  Dr.  Marcel  Pahmer,  574  West 
End  Avenue,  New  York  City. 

On  Satiuday  evening,  April  20,  the  combined 
New  York  and  Brooklyn-Long  Island  chapters 
of  the  Pan-American  Medical  Association  held 
a supper-dance  at  the  Hotel  Pierre,  Fifth  Avenue 
and  61st  Street,  New  York  City. 

On  July  1 Dr.  Haven  Emerson,  former  city 
health  commissioner,  will  retire  as  director  of 
De  Lamar  Institute  of  Public  Health  at  Colum- 
bia University  and  be  succeeded  by  Dr.  Harry 
Stoll  Mustard,  at  present,  professor  of  preventive 
medicine  in  the  New  York  University  College  of 
Medicine.  Dr.  Emerson  is  professor  of  public 
health  practice,  the  position  also  to  be  taken  over 
by  the  new  incumbent. 

The  drive  for  reduced  infant  and  maternal 
deaths,  credited  with  giving  the  city  currently 
the  lowest  recorded  mortality  rates,  is  in  serious 
danger  of  being  halted  by  lack  of  funds. 

From  $6,000  to  $7,800  a year  is  needed  to 
carry  on  the  work,  Dr.  Locke  L.  Mackenzie, 
chairman  of  the  New  York  County  Medical 
Society’s  special  committee  on  infant  mortality, 
explains,  but  no  source  can  be  found. 

In  past  years  the  money  needed  for  the  drive 
was  supplied  by  grants  from  the  Commonwealth 
Fund  and  surplus  Social  Security  moneys  in 
the  state’s  treasury.  Both  of  these  sources  have 
run  dry. 

Dr.  Thomas  Drysdale  Buchanan,  dean  of 
New  York  anesthetists  and  the  oldest  practicing 
physician  in  the  city  to  devote  his  time  solely  to 
anesthesia,  died  at  his  home,  2345  Broadway, 
after  a heart  attack,  at  the  age  of  sixty-four. 

Since  the  turn  of  the  century  Dr.  Buchanan 
had  been  in  the  forefront  of  American  anesthesi- 
ology. In  1903  he  introduced  into  this  country 
from  England  the  “midget  cylinders”  that  made 
possible  portable  anesthetic  equipment,  and  he 
had  served  as  chief  anesthetist  or  consulting 
anesthetist  to  many  of  the  leading  hospitals  in 
the  city. 

During  the  World  War  he  was  in  charge  of 
anesthesia  for  the  United  States  Army  with  head- 
quarters in  Washington  and  was  anesthetist 
for  both  the  Department  of  Charities  and  the 
Department  of  Correction  of  New  York.  His 
most  recent  activity  in  his  field  was  the  founding 
in  1937  of  the  American  Society  of  Anesthetists, 
Inc.,  and  he  had  been  president  of  the  American 
Board  of  Anesthesiology  since  its  organization 
the  same  year. 

Niagara  County 

Dr.  C.  Arthur  Elden,  of  the  University  of 
Rochester  faculty  and  Strong  Memorial  Hospital, 
Rochester,  was  the  principal  speaker  at  a meeting 
of  the  Medical  Society  of  the  County  of  Niagara 
at  the  Tuscarora  Club,  Lockport,  on  March  12. 
Dr.  Elden,  associate  professor  of  obstetrics  and 
gynecology  at  the  University  of  Rochester, 


discussed  “Endocrine  Preparations.”  In  addi- 
tion, a technicolor  and  sound  film  entitled 
“Gonadogen”  was  presented  through  the  courtesy 
of  the  Upjohn  Company. 

The  Niagara  County  Medical  society  will  de- 
lay, for  a year  at  least,  the  adoption  of  a group 
medical  plan  offered  by  the  Western  New  York 
Plan,  Inc.,  and  in  the  meantime  will  endeavor  to 
work  out  an  insurance  plan  which  will  meet  the 
needs  of  those  in  low  income  groups  as  well  as 
those  of  higher  income,  it  is  announced  by  Dr. 
Forrest  W.  Barry,  Lockport,  secretary. 

“The  Medical  Society  of  New  York  State  has 
endorsed  the  principle  of  voluntary  insurance 
against  medical  and  surgical  costs,”  Dr.  Barry 
said.  “The  Medical  Society  of  Niagara  County 
has  endorsed  this  principle  and  has  had  a com- 
mittee working  for  the  last  year  considering  the 
feasibility  of  some  plan  to  protect  sick  persons 
against  medical  costs. 

“A  plan  was  offered  to  the  Niagara  Medical 
Society,  by  the  Western  New  York  Insurance 
plan  but,  after  some  discussion  by  the  society,  it 
was  thought  that  the  plan  offered  did  not  go  far 
enough  as  it  did  not  provide  for  the  case  of  the 
great  number  of  persons  in  the  low  income  groups. 
Hence  our  decision  to  study  the  plan  further.” 

Oneida  County 

Medical  and  Surgical  Care,  Inc.,  which  will 
serve  twelve  counties  in  central  and  northern 
New  York  State,  with  headquarters  in  Oneida 
County,  has  begun  operation. 

Two  plans  are  available  at  two  prices  and  in 
each  instance  maximum  benefits  during  a con- 
tract year  may  amount  to  as  much  as  $225. 

Under  Plan  1,  subscribers  may  have  the 
physician  in  the  home,  office,  or  hospital.  Bene- 
fits include  twelve  maternity  postnatal  calls, 
necessary  prenatal  care  and  delivery  of  baby, 
also  care  of  the  newborn  baby  for  twelve  days; 
one-half  the  cost  of  thirty  physical  therapy 
treatments;  no  limit  of  anesthesia,  $50  of  x-ray 
diagnosis  for  each  enrolled  person;  $50  of  x-ray 
therapy  and  radium  treatments  for  each  person 
enrolled;  $35  of  laboratory  examinations  in 
office  or  hospital  for  each  person  enrolled;  one- 
half  of  the  cost  of  tests  for  treatments  for  allergy 
and  surgery  up  to  $225. 

Under  Plan  2,  subscribers  may  receive  medical 
and  surgical  care  in  the  hospital.  Benefits  in- 
clude twelve  maternity  postnatal  calls,  necessary 
prenatal  care  and  delivery  of  baby,  also  care 
of  newborn  baby  for  twelve  days;  $25  of  anes- 
thesia services  for  each  one  enrolled;  $40  of 
physicians’  calls  in  an  approved  hospital  for 
medical  illness  for  each  one  enrolled,  in  addition 
to  maternity  and  surgery  after-care ; $20  of 

physicians’  calls  in  home  or  office  when  neces- 
sary within  thirty  days  after  discharge  from  hos- 
pital; $25  of  x-ray  services  and  radium  treat- 
ments; $25  of  laboratory  examinations  in  hos- 
pital; and  surgery  up  to  $225. 

The  cost  under  Plan  2 is  80  cents  a month  for 
the  gainfully  employed  subscriber,  75  cents  for 
the  spouse  and  each  dependent  between  the 
ages  of  sixteen  and  eighteen,  and  60  cents  for 
all  the  children  of  the  subscriber  under  sixteen 
years,  regardless  of  number. 

The  cost  under  Plan  1 is  $1.40  per  month  for 
the  gainfully  employed  person,  $1.15  for  the 
spouse  and  each  dependent  between  the  ages  of 
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sixteen  and  eighteen  years,  and  75  cents  for  all 
the  children  of  the  subscriber  under  sixteen  years, 
regardless  of  number. 

Officers  of  Medical  and  Surgical  Care,  Inc., 
are:  president,  Dr.  F.  M.  Miller,  Jr.;  first  vice- 
president,  Dr.  H.  N.  Squier;  second  vice-presi- 
dent, Dr.  J.  F.  Kelley;  treasurer,  Charles  W. 
Hall ; and  secretary,  Walter  F.  Roberts. 

The  board  of  directors  is  composed  of  Edward 
C.  Cluney,  Nicholas  E.  Devereux,  Albert  O. 
Foster,  Dr.  Arthur  R.  Grant,  Dr.  William  Hale, 
J.  David  Hogue,  Dr.  Hyzer  Jones,  Dr.  J.  B. 
Lawler,  Dr.  Dan  Mellen,  Rome,  Dr.  F.  M.  Miller, 
F.  E.  Richmond,  Rome,  Dr.  Robert  Warner, 
and  Michael  Yust. 

Onondaga  County 

Speaking  on  “Recent  Advances  in  Pediatrics,” 
Dr.  Charles  A.  Weymuller,  of  Brooklyn,  presented 
the  principal  address  at  the  dinner  meeting  of  the 
Onondaga  County  Medical  Society  in  the  Uni- 
versity Club  of  Syracuse  on  April  2.  Dr.  Wey- 
muller, chief  of  the  department  of  pediatrics  at 
the  Long  Island  College  Hospital  and  professor 
of  pediatrics  at  the  medical  school  of  Long  Island 
College,  was  introduced  by  Dr.  Brewster  C. 
Doust,  president  of  the  society  and  toastmaster. 

Ontario  County 

Dr.  Hubbard  K.  Meyers  entertained  the 
Canandaigua  Medical  Society  on  March  14  in  the 
Canandaigua  Hotel.  Dinner  was  followed  by 
the  business  meeting  and  a paper  by  the  presi- 
dent, Dr.  Philip  M.  Standish,  on  “Eczema  in 
Children.” 

Oswego  County 

Dentistry  was  described  as  an  integral  part 
of  the  medical  profession  in  a talk  given  by  Dr 
H.  M.  Wallace,  president  of  the  Oswego  County 
Medical  Society,  before  members  of  the  Oswego 
Dental  Society  at  a dinner  meeting  at  Hotel 
Pontiac  on  March  11. 

The  affair,  similar  to  celebrations  being  held 
all  over  the  country,  marked  the  centennial 
anniversary  of  dentistry  in  America.  Dr. 
Howard  Crandall  presided  in  the  absence  of  the 
president,  Dr.  Charles  E.  Halsey. 

Otsego  County 

The  March  meeting  of  the  Otsego  County 
Medical  Society  was  held  at  the  Cooper  Inn, 
Cooperstown,  on  March  13. 

At  the  scientific  session  Dr.  William  A.  Milner, 
urologist,  Albany  City  Hospital,  spoke  on  trans- 
urethral prostatic  resection,  report  of  600  cases. 

Queens  County 

Doctors  should  take  an  active  interest  in  local 
government  and  party  politics  to  work  for  the 
betterment  of  health  in  their  communities,  urged 
Dr.  Nathan  B.  Van  Etten,  president-elect  of 
the  American  Medical  Assn.,  on  April  3,  in  a 
speech  before  the  Queens  Council  for  Social 
Welfare  in  Forest  Hills. 

Speaking  under  auspices  of  the  Queens  County 
Medical  Society  and  its  auxiliary,  Dr.  Van 
Etten  stressed  the  need  for  active  participation 
by  physicians  in  governmental  planning  and  ad- 
ministration. He  also  described  the  founding 
of  the  first  American  hospital  by  Benjamin 
Franklin  in  Philadelphia  in  1752  and  traced  the 
history  of  American  medicine. 


He  was  introduced  by  Dr.  William  T.  Berry, 
of  Long  Island  City,  president  of  the  Queens 
society.  Dr.  Berry  also  presented  Dr.  Leverett 
D.  Bristol,  health  director  of  the  American 
Telegraph  and  Telephone  Company,  who  spoke 
on  the  responsibility  of  the  citizen  in  health  pro- 
grams. 

The  Queens  County  Bar  Association  met 
jointly  with  the  Medical  Society  of  the  County  of 
Queens  in  a program  on  Forensic  Medicine, 
Tuesday  evening,  March  26,  at  the  Society’s 
building  in  Forest  Hills.  The  program  follows: 
“The  Doctor  and  The  Lawyer,”  by  The  Honor- 
able Robert  F.  Wagner,  Jr.,  Senator,  State  of 
New  York;  “The  Relation  of  the  Medical  Ex- 
aminer’s Office  to  the  Public,  the  Law,  and  Medi- 
cine,” by  Dr.  Thomas  A.  Gonzales,  chief  medical 
examiner  of  the  City  of  New  York;  “The  Role 
of  the  Physician  in  the  Prevention  of  Crime,”  by 
Charles  P.  Sullivan,  Esq.,  district  attorney, 
Queens  County;  remarks  by  Ben  Weichselbaum, 
Esq.,  president,  Queens  County  Bar  Association; 
Harry  I.  Huber,  Esq.,  counsel  to  Medical  Society 
of  the  County  of  Queens,  Inc.,  and  Dr.  William 
T.  Berry,  president,  Medical  Society  of  the 
County  of  Queens,  Inc. 

The  Queens  County  Medical  Society  held  its 
annual  “beefsteak  and  dance,”  Saturday, 
March  30,  9 p.m.  at  the  society’s  building. 

Rensselaer  County 

Dr.  Howard  Moloy,  chief  roentgenologist  at 
the  Sloane  Hospital  and  Columbia-Presbyterian 
Medical  Center  in  New  York  City,  was  the  guest 
speaker  at  the  meeting  of  the  Rensselaer  County 
Medical  Society  in  the  Health  Center,  Troy,  on 
March  12. 

Dr.  Moloy  spoke  on  “Pelvic  Abnormalities  and 
Their  Obstetric  Significance.” 

Taking  part  in  the  discussion  after  his  address 
were  Dr.  Thomas  O.  Gamble  and  Dr.  I.  J. 
Murnane,  of  Albany,  Dr.  William  M.  Mallia,  of 
Schenectady,  and  Dr.  Charles  R.  Lewis  and  Dr. 
Orville  L.  Henderson,  of  Troy.  Presiding  at  the 
meeting  was  Dr.  Charles  W.  Hamm,  president. 

Richmond  County 

Talks  by  two  Manhattan  physicians  featured 
a meeting  of  the  Richmond  County  Medical 
Society  on  March  13  in  the  Richmond  Health 
Center,  Stuyvesant  Place,  St.  George.  Dr.  H.  A. 
Cochrane  presided. 

Dr.  Katherine  G.  Dodge,  chief  of  the  children’s 
cardiac  clinic  at  Bellevue  Hospital,  spoke  on 
“Diagnosis  and  Treatment  of  Early  Rheumatic 
Fever  in  Children.”  The  topic  of  the  other 
speaker,  Dr.  Paul  Kurt  Sauer,  was  “Remarks  on 
Cry  motherapy . ’ ’ 

Schenectady  County 

Members  of  the  Schenectady  County  Medical 
Society  met  on  April  2 in  the  auditorium  of  the 
Ellis  Hospital  Nurses’  Home  to  hear  addresses 
by  two  New  York  City  physicians  on  coronary 
diseases.  Dr.  Samuel  A.  Thompson  spoke  on 
“The  Surgical  Treatment  of  Coronary  Artery 
Disease  with  Special  Reference  to  Cardioperi- 
eardiopexy”  and  Dr.  Milton  J.  Raisdeck  on 
“The  Selection  and  Postoperative  Management 
of  Patients  in  the  Surgical  Treatment  of  Coro- 
nary Disease.”  Colored  motion  pictures  and 
slides  were  used  to  illustrate  the  addresses. 
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Representatives  of  the  medical  profession  and 
the  state  legislature  agreed  that  New  York  State 
should  assume  increasing  responsibility  for  the 
support  of  public  health  and  medical  care  of 
“medically  indigent”  persons,  in  their  discussion 
before  the  forty-second  Empire  State  Town 
Meeting  at  Union  College,  Schenectady,  on 
March  10. 

Dr.  James  F.  Rooney,  of  Albany,  past-presi- 
dent of  the  Medical  Society  of  the  State  of  New 
York,  however,  emphasized  that  “there  has 
never  been  adduced  any  evidence  that  any  revo- 
lutionary change  in  the  present  practice  of  medi- 
cine is  either  needed  or  desirable.  No  scheme 
can  ever  be  effective  that  makes  essential  changes 
in  the  personal  relation  of  physician  and  patient 
or  sacrifices  the  patient’s  freedom  of  choice  of 
a physician.” 

Assemblyman  Lee  B.  Mailer,  of  Cornwall, 
chairman  of  the  joint  legislative  commission 
which  was  given  $40,000  to  investigate  and 
formulate  a long-range  health  program  for  the 
state,  asserted  that  he  agreed  no  plan  should 
be  adopted  that  would  sacrifice  the  freedom  of 
choice  of  a physician  in  “small  communities,” 
but  said  that  he  favored  the  assignment  of 
physicians  to  areas  of  population  in  such  great 
metropolitan  centers  as  New  York  City  where 
the  personal  relationship  between  doctors  and 
patients  is  not  as  close  as  upstate. 

Dr.  Rooney  objected  to  this  on  the  ground 
that  “a  human  being  is  the  same  in  New  York 
City  as  in  Essex  county  or  other  sparsely  settled 
region.  A patient  is  a person  with  a soul  as 
well  as  a receptacle  for  chemical  treatments.” 

Both  speakers  led  the  discussion  on  what 
should  be  the  long  range  health  program  for  the 
state.  Both  agreed  that  compulsory  insurance 
was  not  satisfactory,  but  both  agreed  that  a 
system  of  voluntary  medical  insurance  similar 
to  the  “hospitalization”  plan  would  be  helpful 
to  those  in  the  middle  classes  who  cannot  afford 
satisfactory  medical  treatment. 

Steuben  County 

Papers  on  gallbladder  and  biliary  tract 
diseases,  and  a moving  picture  on  eclampsia 
were  program  features  for  the  meeting  of  the 
Steuben  County  Medical  Society  at  the  Baron 
Steuben  Hotel,  in  Corning,  on  March  14. 

The  speakers  were  Dr.  Frank  Meyers,  of 
Buffalo,  and  Dr.  J.  Sutton  Regan,  who  discussed 
diagnosis  and  treatment  of  gallbladder  and  biliary 
tract  disease  from  the  medical  and  surgical  stand- 
point, respectively. 

Suffolk  County 

Dr.  Hugh  Halsey,  who  died  in  Montclair,  New 
Jersey,  on  March  21,  at  the  age  of  seventy-six, 
practiced  medicine  in  Southampton  for  over 
forty  years.  He  was  founder  and  a former 
president  of  the  Associated  Physicians  of  Long 
Island. 

Tioga  County 

A special  course  of  lectures  on  “Hemorrhage” 
was  arranged  in  March  and  April  for  the  Tioga 
County  Medical  Society  by  Dr.  A.  F.  R. 
Andresen,  of  Brooklyn  from  the  Department  of 
Medicine,  Long  Island  College  of  Medicine. 


Washington  County 

The  Medical  Society  of  Washington  County 
held  its  Spring  meeting  at  the  Hudson  Falls 
Court  House  on  April  2,  with  Dr.  Vernon  K. 
Irvine,  president,  presiding. 

Dr.  F.  Leslie  Sullivan,  of  Scotia,  president  of 
the  Schenectady  Medical  Society  and  proctologist 
at  the  Schenectady  City  Hospital,  spoke. 

J.  J.  Cronin,  of  Glens  Falls,  gave  “The  History 
and  Development  of  Social  Security.” 

Dr.  Mott,  of  Washington,  D.  C.,  spoke  on 
Consideration  of  the  Report  of  the  Special  Com- 
mittee on  the  Farm  Security  Program  in  Wash- 
ington County. 

Wayne  County 

The  April  meeting  of  the  Wayne  County  Med- 
ical Society  was  held  on  April  2 at  the  Wayne 
Hotel  in  Lyons.  The  scientific  program  in- 
cluded a paper  on  “Management  of  Bleeding 
Ulcers,”  by  Dr.  Harry  Segal,  assistant  professor 
of  medicine  at  the  Rochester  School  of  Medicine. 

Westchester  County 

The  Westchester  County  Medical  Society  is  on 
record  demanding  freedom  of  patients  on  relief 
rolls  to  choose  their  own  physician  for  medical 
care.  Action  was  recorded  by  unanimous  vote 
in  executive  session  at  the  society’s  monthly  meet- 
ing at  the  New  York  Hospital,  Westchester 
Division,  on  March  19. 

The  resolution  stated  that  “the  right  of  any 
individual  to  choose  his  own  physician  has  been 
accepted  by  custom”  and  is  “on  a parity  with 
the  right  of  the  individual  to  freedom  of  speech, 
freedom  of  the  press  and  peaceable  assembly.” 
It  pointed  out  that  the  Workmen’s  Compensa- 
tion Law  guarantees  this  right  to  injured  work- 
men and  argued  that  failure  of  the  Legislature 
to  incorporate  a similar  guarantee  in  the  Public 
Welfare  Law  discriminates  unjustly  against 
other  individuals  equally  in  need  of  medical 
care  of  a like  quality  merely  because  they  suffer 
from  the  fortuitous  circumstance  of  illness 
rather  than  injury,”  and  accordingly,  that  the 
Public  Welfare  Law  “is  in  practice  unjust,  dis- 
criminatory, and  in  violation  of  the  spirit  and 
intent  of  the  Constitution  of  the  State  of  New 
York,  being  a violation  of  the  civil  liberties  of 
residents  of  the  State  and  a menace  to  the 
proper  and  free  science,  art,  and  practice  of 
medicine  within  the  State.”  The  State  Medical 
Society  was  urged  to  take  steps  to  bring  about 
an  amendment  to  the  Public  Welfare  Law  ac- 
cordingly. 

A number  of  welfare  officers  and  representa- 
tives of  the  county  medical  society  have  de- 
veloped a cooperative  program  of  medical  welfare 
administration  for  Westchester,  and  it  was  an- 
nounced that  more  than  300  physicians  have 
signified  their  desire  to  serve  under  this  plan, 
shortly  to  be  put  into  effect  in  several  welfare 
jurisdictions  in  the  county.  The  plan  guar- 
antees freedom  of  choice  of  physician  and  assures 
close  professional  supervision  of  the  character 
and  quality  of  services  delivered. 

The  speakers  of  the  evening  were  Dr.  Samuel 
A.  Thompson  and  Dr.  Milton  J.  Raisbeck,  both 
of  the  staff  of  Flower-Fifth  Avenue  Hospital  in 
New  York  City,  who  presented  papers  describ- 
ing a new  operation  used  in  treating  certain 
types  of  heart  disease. 


Workmen’s  Compensation 


We  have  been  informed  by  the  Secretary  of 
the  Compensation  Insurance  Rating  Board 
that  the  resolution  adopted  on  January  30, 
1940,  by  the  Compensation  Insurance  Rating 
Board  on  the  payment  of  doctors’  bills  in  com- 
pensation cases,  where  the  period  of  disability 
is  less  than  seven  days,  has  been  ratified  by  the 
Medical  and  Claims  Committee  of  the  Com- 
pensation Insurance  Rating  Board  at  a meeting 
held  on  March  14,  1940. 

The  resolution  is  as  follows: 

Resolved:  That  it  is  the  sense  of  the 

Medical  and  Claims  Committee  that  medical 
bills  should  be  honored  by  the  carriers  in  all 
cases  in  which  disability  does  not  exceed 
seven  days  provided  there  has  been  submitted 
to  the  Department  by  the  Carrier  Form  C-6 


(notice  to  the  Industrial  Commissioner  that 
the  payment  of  compensation  has  begun 
without  awaiting  award  of  Industrial  Board) 
or  Form  C-7-A  (report  to  the  Industrial 
Commissioner  of  reason  payment  of  compen- 
sation has  not  begun)  and  provided  such 
conform  to  all  provisions  of  law  as  to  reason- 
ableness, timeliness  of  reports  and  otherwise, 
and  further  that  all  carriers  be  notified  to 
this  effect. 

In  other  words,  only  medical  bills  in  cases 
in  which  a C-7  is  filed,  indicating  controversy 
to  be  determined  at  a hearing  before  the  referee 
of  the  Department  of  Labor  or  the  Industrial 
Board,  will  be  held  up  pending  determination  of 
accident  or  causal  relationship. 

David  J.  Kaliski,  M.D.,  Director 


“BOOTLEG  CHIROPRACTORS’’ 

Chiropractors  appeared  before  the  Virginia 
Legislature  in  force  at  a recent  hearing  of  a bill 
designed  to  establish  an  independent  board  in 
the  state.  The  occasion  was  remarkable,  re- 
lates the  Virginia  Medical  Monthly,  not  only 
for  the  fact  that  the  bill  was  actually  reported 
out  of  the  committee — only  heroic  effort  on  the 
part  of  the  society’s  Legislative  Committee  se- 
cured its  recommittal — but  for  the  fact  that  no 
less  than  seventy  chiropractors  are  said  to  have 
openly  boasted  before  the  law  makers  of  il- 
legally practicing  their  profession  in  Virginia. 

This  mass  confession  suggests  that  the  only 
final  and  effective  method  of  eliminating  this  cult 
from  the  state  is  a more  vigorous  prosecution  in 
the  courts  of  all  future  offenders.  Should  the 
law  be  strengthened  to  include  severer  penalties 
for  its  infraction  and  should  each  local  infraction 
of  the  law  be  summarily  dealt  with,  the  people 
of  Virginia  would  be  quickly  rid  of  a cult  whose 
existence  within  the  state  presents  a hazard  to 
health  hitherto  only  vaguely  appreciated. 


INDUSTRIAL  PHYSICIANS  TO  CONVENE 

The  twenty-fifth  annual  meeting  of  The 
American  Association  of  Industrial  Physicians 
and  Surgeons,  together  with  the  first  annual 
meeting  of  The  American  Industrial  Hygiene 
Association,  will  be  held  at  Hotel  Pennsylvania, 
New  York  City,  June  4,  5,  6,  and  7,  1940.  This 
will  be  a four-day  convention  intensively  devoted 
to  the  problems  of  industrial  health  in  all  of 
their  various  medical,  technical,  and  hygienic 
phases,  with  particular  stress  on  prevention  and 
control  of  occupational  hazards.  Important 
programs  have  been  prepared,  and  technical  and 
scientific  exhibits  will  be  a feature  of  the  con- 
vention. 

The  dinner  on  Thursday  evening,  June  6, 
will  be  the  occasion  of  the  presentation 
of  the  Wm.  S.  Knudsen  award  for  the  year 
1939-1940.  The  medical  profession  is  not  only 
invited  but  urged  to  attend  these  gatherings  as 
they  will  be  of  unusual  interest  and  value  to  all 
practitioners  interested  in  industrial  injuries  and 
illnesses. 


Deaths  of  New  York  State  Physicians 


Name 

Age 

Medical  School 

Date  of  Death 

Residence 

Peter  C.  Blasi 

66 

Rome 

April  3 

Mount  Vernon 

Nelson  Borst 

82 

P.  & S.  N.  Y. 

March  28 

Poughkeepsie 

John  N.  Boyce 

66 

P.  & S.  N.  Y.  • 

March  29 

Poughkeepsie 

Bruce  L.  D.  Cook 

65 

Buffalo 

March  18 

Buffalo 

Thomas  P.  Farmer 

57 

Syracuse 

April  12 

Syracuse 

Herbert  R.  Flint 

86 

Buffalo 

March  28 

Homell 

Samuel  Frank 

62 

L.  I.  C.  Hosp. 

April  5 

Brooklyn 

J.  Loyd  Golly 

53 

Syracuse 

March  17 

Rome 

David  B.  Hirschfeld 

60 

Cornell 

April  8 

Manhattan 

Joseph  Montandon 

73 

Naples 

March  14 

Newburgh 

Joshua  Rosett 

64 

Maryland 

April  4 

Manhattan 

Bond  Stow 

74 

Northwestern 

March  28 

Crestwood 

Frederick  N.  Whitehome 

67 

P.  & S.  N.  Y. 

April  6 

Manhattan 
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The  Woman’s  Auxiliary 

To  the  Medical  Society  of  the  State  of  New  York 


“ i last  reminder  to  make  your  reservation 
for  the  eighteenth  annual  convention  of 
the  Woman’s  Auxiliary  to  the  American  Medical 
Association  to  be  held  at  the  Hotel  Pennsylvania, 


New  York  City,  June  10  to  14,  1940.  New  York 
has  much  to  offer  aside  from  the  convention, 
and  we  are  sure  you  will  not  want  to  miss  the 
opportunity  of  visiting  New  York  this  year.” 


County  News 


Broome  County 

Despite  flood  conditions  which  made  travel 
precarious,  a large  group  of  the  Broome  County 
Auxiliary  members  met  at  the  Ideal  Hospital 
Nurses’  Home  for  the  April  meeting.  Dr. 
Robert  Plunkett,  of  the  State  Tuberculosis 
Organization,  was  the  guest  speaker  and 
explained  the  aims  and  methods  of  the  state  in 
the  fight  against  tuberculosis. 

The  auxiliary  will  participate  in  the  Hobby 
Show  at  the  State  Convention  in  May.  The 
work  of  the  Women’s  Field  Army  for  the  Control 
of  Cancer  is  to  be  done  by  the  auxiliary. 

The  May  meeting  will  be  a social  affair  with 
dinner  at  the  Binghamton  Club.  All  the  doctors 
and  their  wives  will  be  entertained.  Dr.  Fisher 
will  give  an  address  after  dinner. 

Columbia  County 

The  1940  meetings  of  the  Columbia  County 
Auxiliary  have  been  interesting  and  well  at- 
tended. In  January  Mrs.  Albert  Van  der  Veer, 
state  chairman  of  the  Legislative  Committee, 
was  the  guest  speaker  and  brought  information 
regarding  medical  legislation.  At  the  February 
luncheon  meeting  the  guest  speaker  was  Dr. 
Marion  F.  Lowe,  of  Albany,  assistant  director 
of  Maternity,  Infant,  and  Child  Hygiene  of 
New  York  State  Department  of  Health.  Each 
member  of  the  auxiliary  was  permitted  to  bring 
two  guests  to  the  meeting.  Guests  were  also 
invited  to  the  March  meeting  to  hear  Mrs. 
Howard  Rainey  review  several  new  books. 

Cayuga  County 

At  the  recent  meeting  of  the  Woman’s  Aux- 
iliary to  the  Cayuga  County  Medical  Society, 
Mrs.  D.  J.  Sands  presided  in  the  absence  of  the 
president,  Mrs.  G.  C.  Sincerbeaux.  Contribu- 
tions were  again  made  for  the  Physicians’  Home. 
The  guest  speaker  was  Miss  Ann  Dyer,  executive 
secretary  of  the  American  Red  Cross  in  Cayuga 
County.  Miss  Dyer  gave  a brief  history  of  the 
Red  Cross  and  then  told  of  the  work  done  in 
Cayuga  County.  The  special  work  for  this 
winter  has  been  the  making  of  seven  thousand 
garments,  knitted  and  cloth,  for  the  war  refugees 
of  Europe.  Auxiliary  members  have  offered 
their  services  to  the  Red  Cross  whenever 
needed. 

Fulton  County 

The  Fulton  County  Auxiliary  held  the  March 
meeting  at  “212  House”  with  Mrs.  Robert 
Kayne  presiding.  The  guest  speaker  was  Mrs. 
Albert  Van  der  Veer,  who  explained  the  bills 
relative  to  medicine  now  before  the  State  Legis- 
lature. 


Nassau  County 

For  its  first  effort  toward  public  education  in 
mental  hygiene,  the  Woman’s  Auxiliary  to  the 
Nassau  County  Medical  Society  sponsored  the 
first  Mental  Hygiene  Institute  held  in  Nassau 
County  on  March  27.  Preparatory  to  the 
institute  and  to  assist  in  publicizing  it,  the 
auxiliary  members  entertained  friends  at  a series 
of  teas  explaining  the  purpose  and  importance 
of  the  institute. 

The  April  meeting  of  the  auxiliary  was  held 
at  Cathedral  House,  Garden  City,  with  Mrs. 
Kice,  the  president,  presiding.  Dr.  Milton 
Meeks,  medical  director  of  the  department  of 
public  welfare  and  a member  of  the  newly 
formed  Nassau  County  Mental  Hygiene  Com- 
mittee, was  the  guest  speaker. 

Oneida  County 

At  their  recent  meeting  the  Oneida  County 
Auxiliary  had  as  the  guest  speaker  Dr.  T.  Wood 
Clarke,  whose  topic  was  “Medicine  Fifty  Years 
Ago  and  Now.”  The  next  meeting  is  to  be  held 
after  the  State  Convention  in  May  at  which  time 
there  will  be  election  of  officers. 

The  special  project  of  the  auxiliary  is  Red 
Cross  work  for  Finnish  relief. 

Onondaga  County 

The  March  meeting  of  the  Onondaga  County 
Auxiliary  was  held  at  the  home  of  Mrs.  Brooks 
McCuen.  At  this  meeting  Mrs.  G.  Scott  Towne 
was  the  guest.  Mrs.  Towne,  state  president, 
gave  an  interesting  talk  on  “The  Doctor’s  Wife.” 
A musical  program  included  vocal  and  piano 
selections.  During  her  stay  in  Syracuse,  Mrs. 
Towne  was  honored  at  a number  of  social 
events. 

The  April  meeting  was  held  at  the  home  of 
Mrs.  John  Buettner.  The  auxiliary  sponsored 
a card  party  held  at  the  roof  garden  of  the 
Onondaga  Hotel,  April  17,  for  the  benefit  of  the 
Physicians’  Home. 

Orange  County 

The  April  meeting  of  the  Orange  County 
Auxiliary  was  held  at  the  home  of  Mrs.  H.  H. 
Snyder,  Newburgh,  with  Mrs.  W.  H.  Snyder 
as  assisting  hostess.  Mrs.  L.  T.  Seward,  presi- 
dent, presided.  Dr.  Theodore  Newmann,  chair- 
man of  the  Advisory  Council,  was  present,  and 
plans  were  made  for  the  second  Health  Forum 
to  be  held  this  spring  and  open  to  the  public. 

Miss  Helen  Watkins,  chairman  of  Orange 
County  Public  Health  Committee,  showed 
several  sound  films  owned  by  the  committee. 
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Queens  County 

The  Queens  County  Auxiliary  had  the  honor 
of  being  hostess  to  the  state  president,  Mrs.  G. 
Scott  Towne,  at  a meeting  in  January.  Mrs. 
Towne  discussed  the  general  work  of  medical 
society  auxiliaries.  At  the  same  meeting  Mrs. 
Carlton  Potter,  chairman  of  auxiliary  arrange- 
ments for  the  A.M.A.  Convention  in  June,  told 
of  plans  made  for  the  auxiliary  participation. 
Mrs.  John  L.  Bauer  spoke  on  “The  Physicians’ 
Home.”  During  her  visit,  Mrs.  Towne  was 
entertained  at  tea  and  dinner  by  members  of 
the  auxiliary. 

A successful  bridge-tea  was  held  during 
February.  At  the  February  meeting  the  mem- 
bers were  entertained  by  a monologist.  Six 
new  members  were  welcomed  at  this  meeting. 
Mrs.  Raymond  Murphy,  president  of  the  auxil- 
iary, Mrs.  James  Dobbins,  and  Mrs.  Daniel 
Swan  attended  the  meeting  of  the  state  auxiliary 
executive  board. 

Supreme  Court  Justice  Peter  M.  Daly  was 
the  guest  speaker  at  the  March  meeting.  Mrs. 
Harold  Foster  was  chosen  chairman  of  hobbies 
for  the  state  convention  in  May.  Plans  were 
made  for  an  “Information  Please”  program  at 
the  May  meeting. 

Rensselaer  County 

The  Woman’s  Auxiliary  to  the  Rensselaer 
County  Medical  Society  held  the  March  meeting 
at  the  Troy  Hospital.  The  guest  speaker  was 
Eric  Gibberd,  who  had  as  his  topic  “Developing 
Community  Personality.”  The  meeting  was 
in  the  form  of  an  “Information  Please”  quiz  on 
health  subjects. 

Mrs.  Stephen  Curtis,  president,  conducted  the 
business  meeting  and  appointed  chairmen  of 
standing  committees.  These  are:  Mrs.  Arthur 
Benson,  legislation;  Mrs.  Oney  Smith,  press  and 
publicity;  Mrs.  Peter  Harvie,  program;  Mrs. 
Helmer  Howd,  membership;  Mrs.  Victor 
Jacobsen,  health  and  public  relations;  Mrs. 
J.  A.  Zeph,  Hygeia;  Mrs.  Charles  E.  Bessey, 
hospitality;  Mrs.  C.  L.  Gifford,  finance;  Mrs. 
W.  W.  St.  John,  special  correspondence.  Dr. 


Stephen  Curtis,  Dr.  J.  J.  Rainey,  Dr.  Peter 
Harvie,  Dr.  Eugene  Connally,  and  Dr.  George 
Hoffeld  were  named  advisory  councilors. 

At  the  April  meeting  Mr.  Dwight  Anderson 
was  the  guest  speaker  and  had  for  his  topic 
“Socialized  Medicine.”  Mr.  Anderson  is  di- 
rector of  public  relations  for  the  New  York 
State  Medical  Society. 

Mrs.  Curtis,  president,  announced  that  Mrs. 
N.  F.  Brignola  had  been  appointed  chairman  of 
the  hobby  show  for  the  State  Convention  in 
May.  The  auxiliary  plans  to  hold  a dinner- 
dance  at  the  Troy  Country  Club  in  May.  Mrs. 
James  Donnelly  appealed  to  the  auxiliary  for 
cooperation  in  the  Community  Chest  drive. 

Rockland  County 

The  April  meeting  of  the  Rockland  County 
Auxiliary  was  held  at  the  Colonial  House  in 
Nanuet.  Dr.  Robert  Felter  was  the  guest 
speaker  and  spoke  on  the  changes  in  medical 
practice.  His  talk  was  composed  of  a series  of 
sketches  recalling  incidents  in  his  career  as 
teacher  and  doctor  from  the  horse  and  buggy 
days  to  the  present. 

Mrs.  Dingman,  president,  presided.  Mrs. 
George  Richards  was  appointed  hobby  show 
chairman  for  the  State  Convention.  Mrs.  S. 
W.  S.  Toms,  state  public  relations  chairman, 
has  been  invited  to  assist  at  the  state  auxiliary 
luncheon  in  May.  Election  and  installation  of 
officers  will  take  place  at  the  next  meeting  in 
May. 

Schenectady  County 

The  Schenectady  County  Auxiliary  met  in 
March  with  Mrs.  Albert  Van  der  Veer  as  guest 
speaker.  Mrs.  Van  der  Veer  spoke  on  “Medical 
Legislation.”  Delegates  were  elected  to  attend 
the  State  Convention  in  May  as  follows:  Mrs. 
William  Mallia,  Mrs.  Herman  Galster,  Mrs. 
Albert  Green,  Mrs.  Leslie  Sullivan,  Mrs.  Joseph 
Cornell,  and  Mrs.  Arthur  Congdon.  Alternates 
are  Mrs.  James  Dunn,  Mrs.  Charles  Woodall, 
Mrs.  C.  F.  Rourk.  and  Mrs.  Edwin  Stanton. 


Letter  from  the  President 


Dear  Auxiliary  Members: 

The  advent  of  the  1940  Convention  on  May  6 
sees  also  the  exit  of  the  present  Executive  Board. 

On  behalf  of  that  board,  I thank  you  all  for 
the  fine  spirit  of  cooperation  and  interest  that 
you  have  shown  in  the  work  of  the  auxiliary  this 
past  year. 

However  hard  the  various  officers  and  chair- 
men might  have  worked,  however  great  their 
interest,  it  would  have  proved  of  little  avail  if 
they  had  not  had  the  auxiliary  members  working 
hand  in  hand  with  them. 

Whatever  good  has  been  accomplished  has 
come  about  through  the  combined  efforts  of  the 
executive  board  and  the  auxiliary  as  a whole. 

We  believe  that  we  have  progressed  this  year; 


Our  number  has  increased,  our  work  along  health 
lines  has  been  outstanding,  our  cooperation  with 
the  State  Medical  Society  Legislative  Chairman 
has  been  productive  of  good  results,  our  philan- 
thropies have  been  many  and  varied,  and  our 
programs  have  been  most  interesting. 

It  has  been  a real  pleasure  to  serve  you  this 
past  year,  and  if  we  have  contributed  ever  so 
little  to  the  progress  of  our  organization,  we  are 
thankful. 

For  our  successors  we  ask  the  same  hearty 
cooperation,  encouragement,  and  friendliness 
that  we  have  enjoyed  at  your  hands. 

Sincerely  yours, 

Mary  T.  Towne 


Books 

Books  for  review  should  be  sent  to  the  Book  Review  Department  at  1313  Bedford  Avenue, 
Brooklyn,  N.  Y.  Acknowledgment  of  receipt  will  be  made  in  these  columns  and  deemed  sufficient 
notification.  Selection  for  review  will  be  based  on  merit  and  the  interest  to  our  readers. 


RECEIVED 


Personal  and  Community  Health.  By  C.  E. 

Turner,  Dr.P.H.  Fifth  edition.  Octavo  of  652 
pages.  St.  Louis,  C.  V.  Mosby  Co.,  1939. 
Cloth,  $3.00. 

This  is  the  fifth  edition  of  a book  intended  for 
health  instruction  at  the  university  level.  The 
author  has  devoted  many  years  to  teaching 
biology  and  hygiene,  and  the  popularity  of  this 
volume  is  attested  by  the  number  of  editions 
published. 

The  chapters  devoted  to  personal  health 
include  the  various  physiologic  topics  familiar  to 
all  physicians.  Community  health  considers 
subjects  on  mass  hygiene  such  as  food  control, 
sewage  disposal,  water  supply,  and  the  like. 
The  control  of  communicable  diseases  is  pre- 
sented in  a verbatim  copy  of  the  Report  of  the 
Committee  of  the  American  Public  Health  Asso- 
ciation on  this  subject;  nothing  better  than  this 
report  could  be  given  to  the  lay  public. 

Alfred  E.  Shipley 

Otolaryngology  in  General  Practice.  By 

Lyman  G.  Richards,  M.D.  Octavo  of  352 
pages,  illustrated.  New  York,  Macmillan  Co., 
1939.  Cloth,  $6.00. 

Dr.  Richards’  book  is  not  written  for  the 
specialist  nor  is  it  a book  that  students  perfecting 
themselves  in  the  technics  of  the  specialty  may 
profitably  use  as  a guide  toward  improving  them- 
selves and  preparing  themselves  to  enter  into  the 
specialty  of  otolaryngology.  It  is  a book  that 
should  be  in  the  handy  reference  library  of 
every  practitioner  of  medicine,  where  it  will 
serve  as  a guide  to  him  in  recognizing  abnormal 
conditions  in  the  nose,  the  throat,  and  the  ear, 
with  which  he  is  confronted  in  his  everyday 
routine  practice.  Its  careful  perusal  by  the  gen- 
eral practitioner  will  familiarize  him  with  the 
lesions  which  he  is  the  first  to  see,  instruct 
him  in  the  implications  they  hold,  and  point  the 
way  to  therapy,  both  medical  and  surgical. 
It  will  give  him  a speaking  knowledge  of  these 
various  lesions  to  enable  him  to  consult  intelli- 
gently with  the  specialist  and  expert  when  he 
needs  help  and  advice  in  the  management  of  his 
case. 

The  book  is  splendidly  illustrated.  The  text 
is  clear  and  concise.  There  is  a delightful  ab- 
sence of  literary  padding  so  common  in  specialty 
books,  and  because  of  the  competence  and  ex- 
perience of  its  author,  the  statements  made  are 
authoritative.  This  book  should  be  on  the 
“must”  list  of  all  interns  on  hospital  staffs. 
Its  educational  value  for  these  is  not  the  least  of 
its  merits. 

The  book  definitely  accomplishes  the  purpose 
for  which  it  was  written — namely,  to  “serve  the 
general  practitioner  as  a guide  in  distinguishing 
between  those  cases  which  he  is  qualified  to  treat 
and  those  which  undeniably  belong  in  the  special- 
ists’ field.” 


Intracranial  Tumors  of  Infancy  and  Child- 
hood. By  Percival  Bailey,  Douglas  N.  Bu- 
chanan, and  Paul  C.  Bucey.  Octavo  of  598 
pages,  illustrated.  Chicago,  University  of  Chi- 
cago Press,  1939.  Cloth,  $5.00. 

The  authors  have  utilized  an  unselected  series 
of  consecutive  cases  of  brain  tumor  in  infancy 
and  childhood  verified  by  histologic  analysis  or 
necropsy.  Intracranial  tumors  in  infancy  and 
childhood  are  predominantly  subtentorial  in 
location  and  gliomas  in  type.  After  the  age  of 
16,  childhood  tumors  rapidly  decrease  because 
the  tumors  common  to  children  fall  off,  and 
adult  types  like  neurinomas  and  meningiomas 
have  not  begun  to  appear. 

The  various  chapters  in  the  book  discuss 
tumors  from  the  point  of  view  of  location  and 
type.  It  is  worth  mentioning  the  benign  gliomas 
of  the  cerebellum,  the  astrocytomas,  because 
they  are  the  most  frequent  tumors  of  childhood 
and  the  most  favorably  located  for  surgery. 
Cushing  reported  an  operative  mortality  of  2.9 
per  cent  in  the  last  29  cases. 

Following  the  specific  discussion  of  tumors, 
the  authors  take  up  the  general  pathology  and 
symptomology.  Vomiting  occurred  in  84  per 
cent  of  the  cases,  headache  in  70  per  cent;  other 
common  symptoms  were  diplopia  and  failing 
vision.  The  major  findings  were  papilledema 
and  optic  atrophy,  paralysis  of  the  external 
rectus  muscle,  and  increase  in  the  size  of  the 
head  and  separation  of  the  sutures. 

This  book  is  extremely  valuable  to  the  pedia- 
trician and  also  to  the  general  practitioner  of 
medicine.  The  reviewer  particularly  recom- 
mends the  book  because  each  individual  case  is 
completely  discussed. 

Stanley  S.  Lamm 

A Treatise  on  the  Surgical  Technique  of 
Otorhinolaryngology.  By  Georges  Portmann 
Translated  by  Pierre  Viole,  M.D.  Quarto  of 
675  pages,  illustrated.  Baltimore,  William 
Wood  & Co.,  1939.  Cloth,  $12.50. 

This  volume,  dealing  with  the  operative  sur- 
gery of  the  ear,  nose,  and  throat,  covers  most  of 
the  surgical  procedures  in  this  field.  The  book 
is  attractive  because  of  its  many  large  illustra- 
tions, at  least  ten  of  which  are  superfluous  be- 
cause they  teach  nothing.  The  student  and 
practitioner  are  not  interested  in  pictures  of  a 
surgeon  in  his  operating  gown,  an  operating 
table,  or  a surgeon  standing  at  the  bedside  of  a 
patient. 

In  his  attempt  to  be  thorough  the  author  has 
included  procedures  that  are  not  done  in  this 
country.  Although  much  can  be  learned  from 
this  well-written  and  nicely  illustrated  treatise, 
it  is  unfortunate  that  its  contents  do  not  con- 
form more  closely  to  the  established  practices 
and  technics  of  the  American  otolaryngolo- 
gist. 


Samuel  J.  Kopetzky 
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An  Introduction  to  Sociology  and  Social 
Problems.  A Textbook  for  Nurses.  By  Deborah 
M.  Jensen,  R.N.  Octavo  of  341  pages.  St. 
Louis,  C.  V.  Mosby  Co.,  1939.  Cloth,  $2.75. 

Miss  Jensen  has  written  this  book  for  the  use  of 
schools  of  nursing  as  a text  and  reference  on  soci- 
ology and  social  problems.  In  the  introduction 
she  points  out  that  she  is  aware  of  the  crowded 
curriculum  and  the  limited  time  for  study  in 
nursing  schools,  and  with  this  in  mind  she  selects 
from  these  two  subjects  the  points  which  she 
feels  are  of  special  significance  to  nurses. 

The  book  is  well  written,  and  the  material 
selected  shows  that  the  author  has  a keen  under- 
standing of  what  nurses  need  to  know  about 
sociology  and  social  problems.  She  divides  her 
book  into  two  sections.  In  the  first  section  she 
presents  certain  aspects  of  sociology.  She 
writes:  “It  is  of  great  importance  that  nurses 

become  intelligent  students  of  society  and  that 
they  may  be  equipped  to  consider  social  issues 
more  rationally  and  from  the  point  of  view  of 
the  good  of  society  as  a whole  and  of  the  indi- 
vidual.” The  list  of  what  the  nurse  should  know 
about  her  community  and  the  aids  she  gives  in 
helping  a nurse  to  understand  the  family  should 
prove  helpful  to  every  nurse  and  especially  to  the 
nurse  working  outside  of  the  hospital.  In  the 
second  section  she  gives  the  nurse  a good  founda- 
tion in  understanding  social  problems.  Part  I, 
“The  Individual’s  Reactions  to  Illness,”  should 
be  a “must”  on  every  nurse’s  reading  list. 

She  selects  excellent  quotations  from  leaders 
in  both  these  fields  to  illustrate  her  points,  and 
at  the  end  of  each  chapter  there  is  a list  of  addi- 
tional reference  reading  for  the  student  and  for 
the  teacher.  The  quotations  and  exercises  at 
the  end  of  the  chapters  are  well  thought  out, 
and  should  stimulate  the  reader  not  only  to  seek 
further  knowledge  in  these  two  subjects  but  to 
become  better  acquainted  with  the  problems  her 
patients  are  facing  and  with  the  social  problems 
in  the  community  in  which  she  is  working. 

However,  it  is  to  be  regretted  that  Miss  Jen- 
sen, with  her  rich  background  as  consultant 
and  teacher,  has  not  taken  more  practical  illus- 
trations from  her  own  experience. 

Ruth  G.  Pearl 

Varicose  Veins.  By  Alton  Ochsner,  M.D., 
and  Howard  Mahorner,  M.D.,  Quarto  of  147 
pages,  illustrated.  St.  Louis,  C.  V.  Mosby  Co., 
1939.  Cloth,  $3.00. 

The  puzzling  problem  of  varicose  veins  and 
their  treatment  is  considered  by  the  authors  in  a 
clear,  concise  monograph  of  some  140-odd  pages. 
The  authors  cover  completely  the  routine  chap- 
ters on  pathology,  physiology,  anatomy,  etc., 
and  give  their  views  in  reference  to  the  ideal 
treatment.  The  subject  matter  is  well  ar- 
ranged, well  illustrated,  and  well  presented.  It 
will  serve  as  an  authentic  guide  to  students  of  the 
problem,  who  will  use  it,  we  trust,  in  connec- 
tion with  extensive  practical  experience. 

Robert  F.  Barber 

Diseases  of  the  Nose  and  Throat.  By  Charles 
J.  Imperatori,  M.D.,  and  Herman  J.  Burman, 
M.D.  Second  edition.  Octavo  of  726  pages,  il- 
lustrated. Philadelphia,  J.  B.  Lippincott  Co., 
1939.  Cloth,  $7.00. 


The  second  edition  of  this  textbook  should  be 
received  with  even  more  enthusiasm  than  its 
predecessor.  As  in  the  first  edition,  the  text 
reflects  the  senior  author’s  many  years  of  ex- 
perience and  his  efficient  manner  of  handling  his 
subject. 

Because  of  its  completeness,  it  is  a fine  source 
of  ready  reference.  To  make  special  mention  of 
any  chapters  would  be  unfair  to  the  work  as  a 
whole,  since  many  of  them  are  unusual.  Both  the 
excellent  writing  and  the  high  standard  of  this 
book  are  unquestionable. 

Mervin  C.  Myerson 

Manual  of  the  Diseases  of  the  Eye  for  Students 
and  General  Practitioners.  By  Charles  H.  May, 
M.D.  Sixteenth  edition.  Duodecimo  of  515 
pages,  illustrated.  Baltimore,  William  Wood  & 
Co.,  1939.  Cloth,  $4.00. 

In  this  sixteenth  edition  of  a book,  which  was 
first  published  in  1900,  the  author,  assisted  by 
his  associate,  Dr.  Charles  A.  Perera,  again  brings 
the  work  up  to  date.  In  spite  of  additions  in 
material  and  a greater  number  of  colored  plates 
the  size  of  the  volume  remains  about  as  it  has 
always  been.  This  has  been  accomplished  by  re- 
vamping several  of  the  chapters,  so  that  the  work 
continues  to  be  a model  of  concise  information 
smoothly  written  and  full  of  “meat,”  never 
merely  wordy. 

As  stated  in  the  preface  to  the  first  edition  the 
book  is  still  offered  as  supplying  a foundation  for 
student  and  general  practitioner,  to  which  fur- 
ther knowledge  may  later  be  added.  That  it 
has  achieved  this  purpose  to  the  satisfaction  of 
many  is  attested  by  the  numerous  editions,  re- 
printings, and  translations  it  has  witnessed  in 
its  thirty-nine  years  of  life. 

In  addition  to  its  lucid  text,  the  multiplicity  of 
illustrations  and  its  thirty-one  colored  plates 
give  it  the  added  value  of  an  atlas.  Since  one 
picture  is  worth  hundreds  of  words  this  expands 
its  scope  to  a high  degree.  The  new  and  modern- 
ized edition  should  continue  to  enjoy  a high 
place  in  the  education  of  those  readers  to  whom 
it  is  dedicated. 

It  is  now  being  translated  into  Urdu  by  the 
Osmania  University,  Hyderabad,  India.  This 
represents  the  tenth  foreign  language  edi- 
tion. 

E.  Clifford  Place 

Anemia  in  Practice.  Pernicious  Anemia.  By 
William  P.  Murphy,  M.D.  Octavo  of  344  pages, 
illustrated.  Philadelphia,  W.  B.  Saunders  Co., 
1939.  Cloth,  $5.00. 

From  Boston,  the  cradle  of  hematology,  there 
comes  another  outstanding  book  on  the  anemias, 
this  one  by  Murphy,  co-winner  of  the  Nobel 
Prize  some  years  ago.  About  one-fifth  of  the 
volume  is  devoted  to  a brief  discussion  of  hypo- 
chromic and  normocytic  anemias,  the  remainder 
naturally  enough  to  pernicious  anemia  and 
laboratory  methods. 

If  one  is  looking  for  the  best  and  soundest  in- 
formation up  to  the  present  time,  if  one  is  seek- 
ing a truly  honest  and  critical  approach  to  the 
theoretical  and  practical  aspects  of  the  diagnosis 
and  treatment  of  anemia,  this  brief  volume  easily 
fulfils  all  requirements. 


Andrew  M.  Babey 
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Editorial 


A Good  Veto 

Governor  Lehman’s  veto  of  the  Goldberg  bill  acknowledges  the 
enormous  difference  between  compulsory  health  insurance  and  un- 
employment insurance.  The  latter  exists  to  alleviate  the  economic 
distress  enforced  idleness  imposes  on  persons  able  to  work.  Its  ad- 
ministration is  totally  unrelated  to  the  administration  of  sick  bene- 
fits. As  Governor  Lehman  explained  in  his  veto  message:  “The 
control  and  investigation  of  claims  for  such  benefits  would  require 
differently  trained  personnel.  The  whole  organizational  structure 
of  the  Division  of  Placement  and  Unemployment  Insurance  would 
have  to  be  changed . . . .” 

Organized  medicine  has  frequently  pointed  out  that  obligatory 
prepayment  for  sickness  is  far  more  complicated  than  any  other 
form  of  social  insurance.  It  is  simple  to  establish  such  clear-cut 
facts  as  unemployment  and  old  age.  Determination  of  the  exist- 
ence and  severity  of  an  alleged  illness  is  a far  more  difficult  thing. 
Certainly  it  is  no  task  for  lay  administrators  without  medical  knowl- 
edge or  experience. 

Governor  Lehman  expresses  the  considered  point  of  view  of  both 
friends  and  enemies  of  compulsory  health  insurance  when  he  ob- 
serves that  it  “ . . . .should  not  be  injected  in  haphazard  fashion  into 
the  unemployment  insurance  system  which  was  created  for  an  en- 
tirely different  purpose.”  The  issue  of  compulsory  health  insur- 
ance is  an  extremely  important  one,  with  ramifications  extending  to 
the  nation’s  political  structure  as  well  as  health.  It  should  not  be 
decided  without  thorough  investigation  and  thoughtful  considera- 
tion. 

An  attempt,  like  the  Goldberg  bill’s,  to  foist  health  insurance 
upon  this  state  by  subterfuge,  implies  doubt  in  the  minds  of  its 
sponsors  as  to  the  merits  or  acceptability  of  the  system  they  urge. 
Governor  Lehman  has  done  well  to  refuse  to  be  party  to  such  a 
move. 
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Fact  vs.  Propaganda 

At  the  present  time  there  are  at  least  three  measures  pending  in 
the  Senate  Committee  on  Labor  and  Education  which  would  impose 
an  enormous  financial  burden  on  the  nation  without  producing 
commensurate  benefits  in  health.  In  fact  they  would  probably 
make  matters  worse.  All  three — the  Wagner  National  Health  Bill, 
the  Lodge  Health  Bill,  and  the  Capper  National  Health  Insurance 
Bill — appeal  for  support  on  the  basis  of  the  deplorable  conditions  al- 
leged to  have  been  uncovered  by  the  Administration’s  National 
Health  Survey. 

Congress  should  read  the  Industrial  Bulletin  for  April  6 before  per- 
mitting itself  to  be  frightened  into  voting  millions  for  these  dubious 
health  schemes.  The  State  Labor  Department’s  report  on  the 
prevalence  of  syphilis  in  industry  illustrates  the  difference  between 
surveys  designed  to  obtain  facts  and  surveys  intended  for  propa- 
ganda purposes.  Investigation  of  four  industries  reveals  “a  far 
lower  percentage  of  syphilitic  workers ....  than  is  commonly  sup- 
posed,” according  to  Commissioner  Frieda  S.  Miller.  In  contrast 
to  the  10  per  cent  usually  assumed  to  be  infected  in  any  unselected 
group,  only  1 per  cent  of  approximately  700  workers  gave  evidence 
of  disease.  This  is  considerably  less  than  the  5 per  cent  incidence 
alleged  by  the  American  Social  Hygiene  Association.  It  bears  out 
Dr.  S.  Adolphus  Knopf’s  charge  that  the  statistics  published  by 
certain  organizations  are  inaccurate  and  present  a false  picture. 

No  one  will  begrudge  the  money  spent  to  combat  venereal  dis- 
ease in  recent  years.  Nevertheless  we  may  question  whether  it  is 
wise  to  base  health  measures  on  fear  fostered  by  exaggerated  mor- 
bidity figures.  If  the  reform-by-fear  movement  persists,  govern- 
ment effort  will  be  directed  not  where  it  is  needed  most  but  toward 
the  biggest  scares.  Whoever  can  paint  the  most  terrifying  picture 
will  get  the  biggest  appropriations. 

There  is  no  doubt  that  this  is  the  method  employed  by  advocates 
of  state-managed  medicine.  The  National  Health  Survey  is  unre- 
liable as  a source  of  authentic  information.  Its  sponsors  have 
never  refuted  the  criticisms  directed  against  it.  It  is  primarily  an 
instrument  of  propaganda,  designed  to  frighten  the  public  into  ac- 
cepting a costly,  politically  controlled  system  of  medical  care. 

Congress  is  less  likely  to  be  fooled  by  the  phony  facts  therein  if  it 
compares  the  demonstrated  rate  of  syphilitic  infection,  as  revealed 
in  the  State  Labor  Department’s  studies,  with  the  far  higher  figures 
adduced  by  interested  propagandists.  This  discrepancy  corrobo- 
rates organized  medicine’s  charge  that  many  of  the  so-called  surveys 
which  are  used  to  discredit  the  existing  system  of  medical  care  are 
either  “rigged”  or  conducted  with  a disregard  of  scientific  methods. 
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A Poser  for  Pediatricians 

There  is  a considerable  amount  of  speculation  among  pediatricians 
concerning  the  manner  in  which  convalescent  serum  and  parental 
blood  can  be  employed  to  the  best  advantage.  Of  course,  their 
early  use  in  instances  of  known  contacts  will  most  frequently  avoid 
contagion  in  susceptible  individuals.  To  cite  but  one  instance,  in 
Kutscher’s1  report  of  the  prevention  of  a mumps  epidemic  in  a boys’ 
camp,  wherein  51  children  were  exposed  to  a case  of  mumps,  the 
convalescent  serum  obtained  from  those  who  had  had  the  disease, 
even  as  far  back  as  ten  years  previously,  succeeded  in  obviating  the 
spread  to  all  but  one.  Other  reports  in  the  literature  testify  to  the 
adequacy  of  these  measures  in  the  prevention  of  measles  and 
scarlatina. 

The  speculation  that  we  allude  to  is  whether  or  not  to  employ  con- 
valescent serums  and  parental  blood  as  routine  measures  for  all 
children  admitted  to  a hospital  ward.  At  present,  despite  the  pre- 
cautions taken  in  all  hospitals  to  examine  for  contagious  disease 
prior  to  admission  and  then  to  place  the  child  in  isolation  for  at 
least  forty-eight  horns,  the  exanthems  crop  up  in  every  pediatric 
service  all  too  often.  Such  occurrences  usually  call  for  quarantine 
and  a curtailment  of  hospital  service  for  new  applicants,  besides 
exposing  the  incumbents  to  an  additional  infection.  Whatever  is 
being  done  now — physical  examination,  cultures  of  the  nose  and 
throat,  and  finally  isolation  when  once  admitted — has  not  been  suf- 
ficient to  protect  the  hospital  and  its  in-patient  children  against 
these  episodes. 

It  is  definitely  established  that  a transient,  passive  immunity 
against  these  diseases  can  be  conferred  on  a child  by  the  injection  of 
either  convalescent  serum  or  blood  taken  from  one  of  its  parents. 
Might  it  not  be  feasible  to  incorporate  this  procedure  in  the  system 
of  prophylaxis  commonly  in  use  in  the  admission  of  patients  to  the 
children’s  wards?  It  is  conceivable  that  by  this  means  not  only 
may  unsuspected  cases  of  contagion  be  aborted  but  susceptibles  may 
be  immunized  for  the  period  of  their  stay  in  the  hospital.  If  this 
conjecture  can  be  proved  factual,  an  impressive  saving  in  health  and 
administrative  expense  will  follow.  It  is  a thought  well  worth  the 
serious  consideration  of  pediatricians  and  epidemiologists. 

Crymotherapy 

The  use  of  physical  agents  in  the  treatment  of  malignant  growths 
dates  to  the  discovery  of  radium  and  the  roentgen  ray.  After 
nearly  two  decades  of  carefully  controlled  experimentation  and  ob- 


1 Kutscher,  G.  W.:  J.  Pediat.  16:  166  (Feb.)  1940. 
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servations,  these  two  finally  were  deemed  effective  in  the  control  of 
cancer.  Now  a third  has  been  added  in  the  form  of  crymotherapy, 
more  commonly  known  as  human  refrigeration.  It  has  been  widely 
commented  upon  in  the  lay  press  but  the  wording  of  some  of  the 
articles  which  have  appeared  may  have  given  the  impression  that  a 
“cancer  cure”  has  been  discovered. 

This  is  far  from  the  fact  and  no  one  is  more  emphatic  about  it 
than  Fay1  who  investigated  the  effect  of  refrigeration  on  cancer  for 
eight  years.  Thus  far  he  states  that  the  only  conclusions  he  can 
draw  from  the  work  are  that  this  form  of  treatment  gives  prompt  re- 
lief of  pain  and  removes  the  necessity  of  administering  narcotics. 
There  is  no  evidence  as  yet  at  hand  to  indicate  that  refrigeration  is 
curative. 

There  are  many  problems  which  this  work  will  present.  One  of 
them  is  how  to  obtain  a low  enough  temperature  in  the  growth  with- 
out producing  damage  in  the  other  organs  of  the  body.  It  is  known 
that  a temperature  of  60  F.  will  result  in  a progressive  destruction 
of  some  types  of  tumors.  The  lowest,  however,  that  the  body  as  a 
whole  can  possibly  stand  for  any  length  of  time  is  somewhere  be- 
tween 70  F.  and  75  F.  Whether  the  present  regimen  of  three  to 
six  periods  of  refrigeration  lasting  in  duration  from  three  to  four 
days  each  will  be  changed,  remains  for  the  future  research  in  this 
field  to  answer. 

Physicians  are  bound  to  be  queried  by  their  patients  concerning 
this  new  therapy  for  cancer  and  they  must  be  prepared  to  give  in- 
formation that  will  set  aright  the  garbled  or  misleading  accounts 
which  they  may  have  read  or  been  told  about.  The  work  is  too  im- 
portant to  be  spoiled  by  undue  publicity  before  much  more  is 
learned  about  it. 

1 Fay,  T.:  Quart.  Review  (Jan.)  1940. 
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“The  physician  who  wants  his  son  to 
succeed  him  is  faced  with  the  expense  of  a 
very  expensive  education  over  a ten-year 
period  following  high- school  graduation. 
At  some  time  during  this  period  the  hand- 
writing on  the  wall  indicates  that  the 
practice  of  medicine  will  be  socialized. 
Thus,  the  reward  for  the  father’s  financial 
burden  and  the  son’s  long  years  of  study 
will  be  the  privilege  of  a political  job, 
subject  to  political  dictation,  and  with 
paltry  remuneration. 

“Not  a very  pretty  picture,  is  it?  How 


many  physician-fathers  will  want  it  for 
their  sons?  It  is  true  that  a physician’s 
greatest  reward  is  the  privilege  of  service 
and  many  hardy  souls  will  move  heaven 
and  earth  to  secure  this  privilege  regard- 
less of  its  discouraging  outlook,  but  many 
others  who  might  have  become  great 
healers  will  be  frightened  off.  There  is  an 
old  bromide  that  it  is  darkest  before  the 
dawn.  Let  us  pray  that  dawn  is  about  to 
break.” — F.  C.  S.,  writing  on  “What  Shall 
We  Do  for  Our  Sons?”  in  the  April  issue  of 
The  Medical  World. 


Dr.  Charles  Stover 


Dr.  Charles  Stover,  past-president  of  the  Medical  Society  of  the  State  of  New 
York,  died  at  his  home  in  Amsterdam,  New  York,  April  9,  1940.  In  his  death 
the  medical  profession  has  lost  one  of  the  most  outstanding  of  members,  the  city  of 
Amsterdam  a loyal,  civic-minded,  and  progressive  citizen,  and  his  friends  and  associates 
a kindly,  lovable,  and  humane  man.  Dr.  Stover  was  born  at  Cobleskill,  New  York, 
February  28,  1851.  He  was  the  son  of  a minister,  prepared  for  college  at  Seneca  Falls 
Academy,  and  after  one  year  at  the  Albany  Medical  College  entered  the  University  of 
Pennsylvania  and  was  graduated  with  the  class  of  1880.  He  began  the  practice  of 
medicine  the  same  year  in  Amsterdam  and  continued  until  his  death.  Never  a robust 
man,  he  conserved  his  strength  for  the  large  and  dependent  practice  he  commanded. 
His  habits  were  very  regular,  but  he  was  always  ready  to  answer  the  call  of  the  sick. 

His  life  was  one  of  intense  activity  in  his  chosen  profession.  Careful,  painstaking, 
very  discreet,  and  deliberate,  his  art  and  skill  were  so  blended  with  a systematized  science 
that  they  became  working  rules  which,  to  his  collective  clientele,  yielded  most  satis- 
factory results.  In  his  civic  relations,  his  long  career  was  marked  by  many  incidents 
showing  his  public  spirit  and  love  for  his  city  and  county.  The  Chamber  of  Commerce, 
Montgomery  Sanatorium,  County  Historical  Society,  Amsterdam  Board  of  Trade,  to 
say  nothing  of  his  sincere  interest  in  tuberculosis  and  health  activities  and  the  Amster- 
dam Hospital,  all  had  the  benefit  of  his  advice,  his  wise  counsel,  and  active  cooperation 
during  his  long  and  fruitful  life. 

Dr.  Stover  was  always  a physician  and  good  citizen  but  above  all  a gentleman  and 
loyal  friend.  He  had  his  standards  for  charity,  sincerity,  and  human  kindliness,  and 
always  lived  up  to  these  established  standards.  He  continued  his  interest  in  the  State 
Medical  Society  throughout  the  years,  and  his  gentle,  kindly  smile  and  ready  handclasp 
will  be  a sincere  loss  to  many  friends  who  mourn  his  death. 
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Dr.  Thomas  P.  Farmer 


Dr.  Thomas  P.  Farmer  served  the  Medical  Society  of  the  State  of  New  York  in 
many  capacities  from  1927  until  his  death  on  April  12,  1940. 

He  was  a delegate  from  the  Onondaga  County  Medical  Society  to  the  State  Society 
from  1927  to  1931.  He  was  chairman  of  the  Committee  on  Public  Health  and  Medical 
Education  of  the  Medical  Society  of  the  State  of  New  York  continuously  from  1927. 
He  was  a member  of  the  Council  of  the  Medical  Society  of  the  State  of  New  York  for  the 
same  length  of  time.  He  served  as  a delegate  to  the  American  Medical  Association 
from  1933.  In  1937  he  was  chairman  of  the  Section  on  Public  Health  and  Sanitation 
and  he  served  on  a Special  Committee  to  confer  with  the  State  Hospital  Association. 

To  the  medical  societies,  as  to  each  of  the  varied  activities  to  which  he  devoted  his 
time,  he  gave  intelligent  interest  bom  of  natural  talent,  preparation,  and  experience. 
Educated  in  the  schools  of  Syracuse  he  entered  Syracuse  University  and  was  graduated 
from  the  College  of  Medicine  in  1906.  After  serving  internship  and  residency  at  St. 
Mary’s  Hospital,  Brooklyn,  and  as  junior  attending  physician  at  the  Hudson  River 
State  Hospital  at  Poughkeepsie,  he  returned  to  Syracuse  where  he  began  private  prac- 
tice specializing  in  gynecology.  Early  in  his  medical  career  he  became  interested  in 
radium  for  treatment  of  malignancy  and  he  worked  selflessly  for  the  control  of  cancer. 

His  alma  mater  gave  him  appointments  as  instructor,  assistant  professor,  associate 
professor,  and  professor  of  clinical  gynecology. 

He  served  on  the  staffs  of  St.  Joseph’s  Syracuse  Memorial,  University,  and  Syracuse 
Psychopathic  hospitals  and  the  Syracuse  Free  Dispensary. 

His  numerous  publications  have  dealt  largely  with  radium  therapy  and  public  health. 
From  1922  to  1926  he  was  Commissioner  of  Health  of  the  City  of  Syracuse. 

During  the  World  War  he  was  a member  of  the  District  Examining  Board. 

He  had  been  president  of  the  Onondaga  County  Medical  Society,  of  the  Syracuse 
Academy  of  Medicine,  the  staffs  of  Syracuse  Memorial  and  St.  Joseph’s  hospitals,  and 
of  the  Alumni  Association  of  the  College  of  Medicine  of  Syracuse  University.  He  was 
instrumental  in  developing  the  pneumonia  control  program  in  New  York  State  and  was 
a member  of  the  Advisory  Committee  on  Pneumonia  Control  of  the  State  Department 
of  Health.  He  gave  much  attention  to  the  cancer  control  program  of  New  York  State 
and  was  a member  of  the  Advisory  Committee  on  Cancer  Control  of  the  State  Depart- 
ment of  Health.  He  was  a director  of  the  New  York  State  Committee  of  the  American 
Society  for  the  Control  of  Cancer. 

Always  deeply  interested  in  postgraduate  medical  education  his  leadership  was  widely 
recognized.  He  was  vice-chairman  of  the  Associated  Postgraduate  Committee.  He  also 
was  on  the  State  Legislative  Commission  to  formulate  a long  range  health  program. 

In  recognition  of  his  long  devotion  to  public  health  he  was  chosen  by  Mayor  La 
Guardia  in  1935  to  represent  the  Medical  Society  of  the  State  of  New  York  in  a study  of 
Scandinavian  and  British  methods  for  the  control  of  syphilis  and  gonorrhea. 

In  1939  he  became  chairman  of  the  Syracuse  Housing  Authority,  having  long  served  on 
that  commission.  He  attended  the  dedication  of  “Pioneer  Homes”  in  January,  1940. 

He  was  vice-president  of  the  Onondaga  Health  Association,  a member  of  Catholic 
Charities,  Inc.,  of  the  Advisory  Board  of  Catholic  Welfare  Syracuse  Diocese,  and  a 
director  of  St.  Thomas  More  Foundation  at  Syracuse  University. 

The  many  qualities  which  made  a fine  character,  a good  citizen,  and  a fearless  yet 
tactful  leader  were  possessed  and  developed  by  Tom  Farmer.  A selflessness  that  was 
both  inspiration  and  fulfillment  won  him  countless  friends.  From  his  home,  his  city, 
his  university,  his  state,  his  country,  his  influence  radiated.  Not  least  among  his  virtues 
was  his  haste  to  be  kind.  To  the  affairs  of  everyday  life  he  demonstrated  in  practical 
application  his  awareness  of  the  Divine  upon  this  earth. 

His  contributions  to  science  were  worthy,  his  services  to  medical  societies,  official, 
and  voluntary  health  agencies  and  civic  enterprises  were  amazing.  To  his  friends,  his 
patients,  and  intimates  the  memory  of  Dr.  Thomas  P.  Farmer  will  ever  be  sacred. 
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The  wide  occurrence  of  gallbladder  dis- 
ease in  people  of  middle  age  is  under- 
stood by  all  physicians.  It  is  an  every- 
day problem.  Autopsy  observations 
make  it  appear  to  be  one  of  the  most 
frequent  disorders.  Hektoen  and  Ries- 
man  found  stones  in  25  per  cent  of  ca- 
davers coming  to  autopsy  after  the  six- 
teenth year.  Mentzer  in  633  consecutive 
necropsies  at  the  Mayo  Clinic  found 
21.67  per  cent  of  adults  had  stones. 
Crump  in  1,000  routine  consecutive  post- 
mortem examinations  found  stones  in 
32.5  per  cent.  The  fact  that  these 
people  with  gallbladder  dysfunction  are 
in  the  most  useful  period  of  life  when  the 
disability  manifests  itself  challenges  us 
to  evolve  the  most  effective  and  safest 
treatment  for  these  disorders.  The 
medical  and  surgical  treatment  has  been 
far  from  satisfactory,  and  recent  dis- 
coveries that  throw  some  light  on  the 
situation  are  of  commanding  interest. 

This  article  is  concerned  with  the  in- 
cidence, diagnostic  features,  and  treat- 
ment of  stones  in  the  common  and  hepatic 
ducts,  for  there  is  a gradual  realization 
that  the  explanation  of  the  poor  results 
is  to  be  found  there — in  overlooked  stones 
that  remain  to  cause  recurrent  symptoms 
after  the  gallbladder  has  been  removed. 
In  a smaller  degree,  duct  stones  have 
remained  to  cause  symptoms  even  after 
the  ducts  have  been  explored  and  drained 
in  addition  to  cholecystectomy.  Jung 
found  16.4  per  cent  of  stones  left  post- 
operatively  in  his  necropsy  material. 
Bernhard,  reporting  results  of  750 
choledochostomies  followed  at  Giessen 
Clinic,  found  “at  least  5 per  cent  of 
stones  overlooked  in  the  choledochus.” 
Wm.  Mayo  stated:  “In  nearly  l/z  of 

the  deaths  following  operation  for  com- 
mon duct  stones  in  our  series,  post- 
mortem revealed  that  all  stones  had  not 
been  removed.”  Crump  found  calculi 
in  the  ducts  in  24  per  cent  of  all  gall- 


bladder disease  with  stones  in  1,000 
consecutive  necropsies.  These  were  lo- 
cated in  the  hepatic  ducts  in  28  per  cent 
of  the  cases,  common  duct  30  per  cent, 
papilla  of  Vater  60  per  cent,  and  cystic 
duct  48.7  per  cent.  The  presence  of 
multiple  stones,  of  course,  explains  the 
totality  of  the  above  percentages. 

The  operative  recovery  of  stones  re- 
ported does  not  approach  the  autopsy 
incidence  even  where  the  ducts  are  ex- 
plored most  frequently.  Lahey  reports 
18.9  per  cent  recovered  duct  stones  in 
gallbladder  operations  of  1935,  when  44 
per  cent  of  ducts  were  explored,  and 
21  per  cent  in  1932-1933  and  1930-1931. 
These  are  the  highest  percentages  from 
this  clinic’s  statistics  for  the  years  1910 
to  1935  and  the  highest  recoveries  re- 
ported in  the  literature.  Allen  reports 
14  per  cent  in  1934  and  14.6  per  cent  in 
1933  in  biliary  tract  operations  at  the 
Massachusetts  General  Hospital.  Judd 
and  Marshall  recovered  duct  stones  in 
13.2  per  cent  of  all  biliary  tract  opera- 
tions in  the  statistics  reported  in  1931. 
The  wide  disparity  between  stones  dis- 
covered surgically  and  the  24  per  cent 
incidence  of  a large  series  of  consecutive 
autopsies  would  appear  to  show  a failure 
of  treatment  in  even  the  best  clinics  in 
the  recent  past.  However,  the  fact  that 
bile  ducts  frequently  harbor  stones  and 
must  be  explored  in  about  half  the 
operations  on  the  biliary  tract  is  being 
realized  more  and  more. 

The  signs  and  symptoms  of  duct  stones 
most  commonly  found  are  pain,  jaundice, 
persisting  or  recurrent  symptoms  after 
biliary  surgery,  chills  and  fever  following 
upper  abdominal  pain,  severe  nausea 
and  vomiting  accompanied  by  typical 
pain.  The  operative  findings  of  first, 
palpable  stone;  second,  dilated  common 
duct;  third,  dilated  cystic  duct;  fourth, 
small  stones  in  gallbladder;  fifth,  con- 
tracted gallbladder;  sixth,  gallbladder 
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without  stones;  seventh,  thickened  head 
of  pancreas;  and  eighth,  cholangitis  are 
also  signs  of  duct  stones. 

Considering  first  the  preoperative 
symptoms  and  signs,  we  find  colicky 
pain  as  the  most  common.  Judd  re- 
ports its  presence  in  80  per  cent  of  the 
histories  of  1,608  patients.  Lahey  also 
reports  80  per  cent  right  upper  quadrant 
pain  in  a series  of  221  cases.  The  pain 
is  severe  and  usually  requires  morphine 
for  relief.  It  is  intermittent  and  may  be 
epigastric  instead  of  in  the  right  upper 
quadrant  and  may  be  dull,  boring,  or 
described  as  an  ache  rather  than  the  usual 
colic.  It  is  often  referred  to  the  back 
but  not  necessarily  so.  There  is  some 
tendency  for  it  to  be  nocturnal  in  people 
who  eat  their  main  meal  in  the  evening. 
In  about  20  per  cent,  pain  is  absent  en- 
tirely. 

Jaundice  is  present  in  61  per  cent 
(Lahey)  to  73.4  per  cent  (Judd)  of  ex- 
aminations or  histories.  It  is  of  a fluctu- 
ating depth  and  less  intense  than  the 
steadily  deepening  jaundice  of  malignant 
or  cicatricial  obstruction,  which,  with- 
out fluctuation,  in  degree  eventuates  in 
a deeply  bronzed  or  greenish  color. 
However,  obstructive  jaundice  cases  come 
to  operation  earlier  than  they  formerly 
did,  and  the  fact  that  the  jaundice  is  not 
observed  in  as  leisurely  a manner  has 
resulted  in  the  pleasing  discovery  of  a 
large  duct  stone  in  some  of  the  cases  of 
deep  jaundice  and  has  enabled  the 
surgeon  to  bring  about  a cure  through  its 
removal.  Liver  damage  accompanies 
these  cases  and  makes  waiting  hazardous, 
and  the  tendency  to  operate  and  explore 
as  soon  as  the  patient  can  be  made  ready 
has  become  the  usual  procedure.  The 
jaundice  of  cholangitis  is  about  midway 
between  the  fluctuating  color  caused  by 
a duct  stone  and  the  persistent  deepen- 
ing type  in  malignancy  of  pancreas  or 
papilla. 

Laboratory  studies  are  of  some  value, 
particularly  in  ascertaining  whether  jaun- 
dice is  obstructive  or  hemolytic  in  type, 
but  they  cannot  be  more  than  suggestive 
or  confirmatory  in  the  differential  diag- 
nosis of  obstruction.  It  is  important  to 


know  whether  or  not  any  bile  is  entering 
the  duodenum,  and  duodenal  drainage 
with  a nasal  tube  tells  us  that.  The 
microscopic  examination  of  bile  recovered 
may  show  calcium-bilirubin  or  cholesterol 
crystals,  which  are  strong  evidences  of 
duct  calculi.  Wilkinson  has  stated  that 
duodenal  drainage  offers  the  only  avail- 
able method  of  establishing  a diagnosis 
in  cases  where  the  gallbladder  has  been 
previously  removed.  However  valuable 
the  sign  of  jaundice  may  be,  it  is  actually 
a somewhat  late  observation  and  its  pres- 
ence testifies  to  a degree  of  liver  damage 
and  disordered  blood-coagulation  mecha- 
nism. These  factors  are  bound  to  be 
reflected  in  the  surgical  mortality  rate. 

As  a subdivision  under  jaundice,  a 
sign  that  has  been  fairly  frequent  in  our 
experience  and  when  present  becomes 
almost  pathognomonic  for  duct  calculus 
should  be  described.  It  has  not  been 
mentioned  in  the  literature,  although  it 
seems  unbelievable  that  it  has  not  been 
observed  by  others.  It  is  the  transient 
appearance  of  bile  in  the  urine  without 
visible  jaundice.  The  urine  is  orange  or 
coffee  colored  and  gives  the  usual  evidence 
of  bile  pigment  when  shaken  into  a foam. 
This  sign  is  apt  to  be  present  in  one 
voiding  and  absent  in  the  next,  or  it  may 
persist  for  several  hours.  It  precedes 
clinical  jaundice  by  days  or  weeks  and 
for  that  reason  is  valuable  in  enabling  one 
to  make  a diagnosis  before  liver  damage 
occurs.  It  must  be  sought  for  routinely 
in  all  cases  of  upper  abdominal  discom- 
fort, and  patients  must  be  instructed  to 
look  for  it  and,  if  found,  collect  a speci- 
men of  the  suspected  urine  for  examina- 
tion. Sometimes  it  is  made  evident  to 
the  patient  by  a urine  stain  on  the  under- 
wear. The  value  of  this  sign  lies  in  the 
fact  that  it  is  earlier  than  jaundice  and 
also  more  specific.  A fairly  large  amount 
of  bile  absorption  must  occur  before 
jaundice  is  apparent,  whereas  a short 
blockade  of  the  common  duct  by  a stone, 
which  shifts  its  position  perhaps  and 
by  so  doing  completely  blocks  the  duct, 
is  immediately  followed  by  distention  of 
the  biliary  tree  with  absorption  of  pig- 
ment by  the  liver  parenchyma  and  from 
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the  liver  by  the  blood  serum,  which  car- 
ries it  to  the  kidneys  for  elimination. 
This  occurs  in  a matter  of  an  hour  or  two, 
during  which  time  the  patient  is  ex- 
periencing the  other  symptoms  of  com- 
mon duct  obstruction : pain,  nausea,  and 
vomiting  in  greater  or  less  degree.  The 
whole  process  may  abruptly  cease  by  the 
moving  of  the  stone  or  a slight  turning 
of  it  that  enables  the  bile  to  pass  again 
and  escape  from  the  papilla  into  the  duo- 
denum. Perhaps  these  movements  are 
initiated  by  peristalsis  and  antiperistalsis 
in  the  gastrointestinal  tract.  If  the 
duration  of  blockade  is  short,  the  reverse 
process  soon  begins  to  rid  the  serum  of 
bile  pigments,  and  visible  jaundice  does 
not  occur  in  conjunctiva  or  skin.  It  is 
the  same  process  that,  with  a larger 
stone  more  completely  held  by  the  duct, 
continues  until  the  usual  fluctuating 
jaundice  of  stone  obstruction  eventuates. 
It  seems  probable  that  small  stones  or 
crystals  originating  in  the  gallbladder 
or  hepatic  ducts  float  about  in  the  com- 
mon duct  bile  with  a gradual  accretion  of 
new  crystals  adding  to  their  volume. 
When  a size  sufficient  to  block  the  biliary 
current  has  been  reached,  the  above 
sequence  takes  place.  The  stones  re- 
covered from  the  ducts  in  such  cases 
have  invariably  been  small  and  soft, 
which  makes  one  feel  that  they  are  of 
fairly  recent  construction.  The  follow- 
ing extracts  from  case  records  illustrate 
this  sign. 

Case  Reports 

Case  1. — S.  P.,  September  21,  1938,  woman, 
aged  69,  had  a history  of  right  upper  quadrant 
pain  and  tenderness  at  intervals  for  a year  that 
was  usually  accompanied  by  nausea  and  vomit- 
ing. There  was  no  history  of  jaundice.  The 
present  attack  began  thirty-six  hours  before  ad- 
mission, with  pain,  nausea,  and  vomiting. 
Coffee-colored  urine  was  passed  on  two  suc- 
cessive voidings  with  attack.  The  third  voiding 
had  a normal  appearance  and  remained  so.  On 
admission  the  sclera  was  slightly  icteric. 

On  first  day  after  admission,  urine  con- 
tained bile.  Icterus  index  was  8.  Second  day : 
jaundice  of  sclera  and  skin  noted ; feces  contained 
bile.  Fourth  day:  jaundice  deeper,  clay- 

colored  stools,  pain  subsiding.  Fifth  day: 


enema  returned  with  dark  blood  and  bile. 
Sixth  day:  jaundice  disappearing;  no  pain; 

progress  note  states:  “believe  patient  has 

passed  common  duct  stone  spontaneously.” 
Feces  was  not  examined.  Convalescence  was 
uneventful.  Discharged  11th  day  (10/2/38). 

She  was  readmitted  November  12,  1938. 
Health  good  with  no  attack  from  discharge  date 
to  November  1 1 , 1938.  While  patient  was  teach- 
ing, sudden  epigastric  pain  occurred  lasting  a 
few  moments  and  subsiding.  There  was  pro- 
fuse perspiration  and  weakness  followed.  In  a 
half  hour  patient  resumed  teaching  without 
further  symptoms.  Urine  appeared  normal. 
On  day  of  admission  there  was  a similar  attack 
of  epigastric  pain  with  nausea  and  vomiting 
which  lasted  about  ten  minutes.  Patient  then 
felt  well  for  about  three  hours  after  which  an 
attack  recurred  lasting  only  a few  minutes. 
Physician  sent  patient  to  hospital.  There  was 
no  jaundice  and  sclera  was  clear.  On  admission 
voided  orange-red  urine.  On  following  day 
icterus  index  was  12.5.  Several  attacks  of  pain, 
nausea,  and  vomiting  occurred  during  next  two 
days.  There  was  no  jaundice.  Operation  was 
performed  fourth  day.  Gallbladder  was  ad- 
herent to  duodenum  and  was  filled  with  small 
faceted  stones.  Common  duct  was  enlarged  and 
contained  seven  small  soft  stones  and  debris. 
Convalescence  was  uneventful. 

Case  2. — M.  R.,  May  28,  1935,  married  female, 
aged  67.  Current  complaint  was  soreness  in 
right  upper  quadrant  referred  to  right  and  left 
angles  of  scapula  which  had  begun  two  days 
before.  There  was  no  colic.  Dark  urine  was 
noted  day  before  admission — succeeding  light. 
Not  jaundiced  and  sclera  was  clear.  On  ad- 
mission right  upper  quadrant  was  tender  with 
no  pain.  The  sclera  was  subicteric  but  not 
jaundiced.  Icterus,  index  8.  Urine  was  dark 
and  contained  bile.  On  the  second  day  jaundice 
was  noted,  and  the  stools  were  clay  colored. 
These  remained  more  or  less  jaundiced  with 
urine  amber  to  orange.  There  was  some  clay- 
and  some  bile-colored  feces.  She  was  operated 
upon  on  the  eighth  day.  Gallbladder  was  large 
and  fatty  and  contained  no  stones.  Common 
duct  was  enlarged,  containing  many  large  and 
small  soft  stones.  Hepatic  ducts  contained 
several  small  soft  stones. 

Case  3. — W.  B.,  January  3,  1932,  male,  aged 
56.  Had  a history  of  flatulence  and  upper 
abdominal  distress  at  intervals  for  about  a year. 
Symptoms  occurred  usually  in  the  evening  or 
after  retiring  and  consisted  of  a “heavy  feeling” 
in  the  epigastrium,  not  referred,  and  some  nausea. 
Pain  was  denied.  On  one  occasion  the  attack 
was  terminated  by  induced  vomiting.  Current 
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complaint  was  aching  in  epigastrium  with 
nausea  and  vomiting,  with  the  onset  about  four 
hours  after  the  evening  meal,  and  was  more 
severe  than  any  previous  one.  Physician  saw 
patient  about  an  hour  later.  While  there,  patient 
voided  orange  urine  (which  was  saved)  con- 
taining bile.  Morphine  sulfate  (x/4  gr.)  was 
given  hypodermically  and  glyceryl  trinitrate 
(1/100  gr.)  under  the  tongue.  The  following 
day  the  patient  felt  well.  No  jaundice  was  vis- 
ible. Urine  contained  no  bile.  He  refused  fur- 
ther attention  and  went  back  to  business. 

Four  months  later  the  attack  recurred.  He 
had  epigastric  aching,  not  referred,  accompanied 
by  nausea  and  vomiting.  He  entered  hospital 
where  sclera  became  icteric,  urine  dark,  and 
stools  clay  colored.  Exploration  of  common 
duct  revealed  four  small  soft  stones;  gall- 
bladder contained  many  small  stones. 

It  seems  obvious,  therefore,  that  an 
earlier  sign  than  jaundice  should  be 
valuable  to  the  surgeon  in  enabling  him 
to  make  an  earlier  diagnosis  and  to 
remove  the  obstructing  calculus  before 
serious  injury  to  the  liver  has  occurred. 
When  early  treatment  is  possible,  the 
mortality  rate  may  be  expected  to  de- 
cline, and  residual  liver  damage  will  be 
reduced  to  a minimum.  Furthermore, 
a larger  number  of  common  duct  stones 
that  have  previously  been  overlooked 
should  be  discovered.  In  the  light  of 
our  experience  with  the  above  group,  it  is 
interesting  to  consider  the  large  per- 
centage of  duct  stones  that  have  been 
recovered  in  cases  where  the  history  is 
negative  for  jaundice  and  in  clinics  where 
explorations  have  been  routinely  done. 
It  would  seem  likely  that  many  of  these 
cases  never  jaundiced  should  have  pre- 
sented this  sign.  This  sequence  can 
conceivably  be  produced  only  by  small 
stones,  mucous  plugs  or  blood  clots,  or 
small  parasites.  A fragment  of  neo- 
plasm would  probably  be  overshadowed 
by  its  parent  growth  pressure  on  the  duct 
or  liver  radicles.  In  the  diagnosis  of 
duct  stones,  we  have  come  to  rely  upon 
it  and  have  not  failed  to  recover  stones 
in  any  instance  where  it  appeared. 

Persistent  or  recurring  symptoms  after 
gallbladder  surgery  suggest  overlooked 
duct  stones.  This  is  true  even  where 
ducts  have  been  explored  at  the  original 


operation,  for  there  is  no  guarantee  at 
present  that  no  stone  remains.  Where 
cholecystectomy  or  cholecystostomy 
alone  was  the  initial  procedure,  the 
persisting  symptoms,  especially  when 
jaundice  is  one  of  them,  make  duct  ob- 
struction from  stone,  angulation,  or 
edema  and  inflammation  about  the  ter- 
minal portion  most  likely.  Cholangiog- 
raphy should  help  us  to  avoid  this 
situation  where  the  duct  has  been  ex- 
plored. Enough  cases  have  been  reported 
by  Best  and  others  to  make  it  seem  prob- 
able that  small  stones  frequently  lurk 
in  the  intrahepatic  ducts  where  they 
cannot  be  reached  by  our  present  tech- 
nic, and  later  these  stones  are  washed 
down  into  the  larger  ducts  by  the  current 
of  bile. 

Chills  and  fever  are  present  in  a fair 
number  of  common  duct  stones.  Judd 
reports  37  per  cent  in  his  series.  Zol- 
linger reports  15  per  cent  incidence  in 
100  cases.  Lahey  had  only  4.2  per  cent 
occurrence.  This  is  a symptom  as- 
sociated with  long-standing  disease  of 
the  ducts  and  seldom  occurs  where  ex- 
plorations are  done  frequently.  Lahey 
says:  “One  can,  we  believe,  properly 

assume  that  a considerable  number  of 
patients  in  whom  unsuspected  stones 
were  removed  from  the  common  duct  at 
the  time  of  cholecystectomy  could  have 
been  saved  from  the  dangers  and  difficul- 
ties associated  with  later  deep  jaundice 
and  associated  cholangitis.” 

Nausea  and  spontaneous  vomiting 
occur  often  in  common  duct  stones. 
When  associated  with  upper  abdominal 
colic,  it  is  suggestive  of  duct  distention. 
Zollinger  found  that  a collapsible  balloon 
inserted  in  the  common  duct  under  light 
anesthesia  and  inflated  later  would  cause 
nausea  and  vomiting,  whereas  distention 
of  the  gallbladder  did  not.  Frequently, 
it  is  an  early  symptom  although  it  also 
appears  when  the  ducts  are  inflamed  or 
when  the  duodenum  is  irritated.  He 
found  an  incidence  of  89  per  cent  in- 
voluntary vomiting  in  common  duct 
stones  in  100  cases  of  the  Peter  Bent 
Brigham  Hospital.  However,  it  was 
present  in  85  per  cent  of  acute  chole- 
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cystitis  and  was  believed  to  be  due  to 
cystic  duct  obstruction  commonly  ac- 
companying it. 

In  addition  to  the  preoperative  signs 
and  symptoms,  certain  findings  at  opera- 
tion suggest  the  presence  of  duct  calculi. 
Of  course,  a palpable  stone  or  stones  in 
the  duct  necessitates  exploration.  Pal- 
pation is  valuable  if  the  findings  are 
positive,  but  it  is  well  known  that  stones 
in  the  pancreatic  portion  of  the  duct  are 
often  impossible  to  feel,  particularly 
when  the  pancreas  is  indurated.  The 
best  method  of  palpation  is  done  from  the 
left  side  of  the  patient  with  the  operator 
facing  the  head  of  the  table.  The  left 
hand  is  inserted  with  the  fingers  beneath 
the  hepaticoduodenal  fold  and  the  thumb 
on  top  of  it.  By  slipping  the  thumb  over 
the  course  of  the  duct,  the  structure  can 
be  followed  to  the  pancreas.  However,  if 
the  findings  are  negative  but  the  cystic 
duct  is  dilated,  the  supposition  is  that  it 
dilated  because  of  the  presence  or  pas- 
sage of  a stone  or  from  back  pressure  in 
the  system  above  the  sphincter  of  Oddi. 
On  the  other  hand,  a fibrosed  contracted 
duct  is  the  result  of  old  inflammatory 
changes  usually  associated  with  the 
formation  and  passage  of  calculi. 

A dilated  common  duct  makes  explora- 
tion mandatory. ' In  cases  not  previously 
operated  upon,  the  dilation  is  caused  by 
a stone  in  the  terminal  portion,  or  by  in- 
flammatory or  neoplastic  change  in  the 
head  of  the  pancreas,  or  rarely  by  a 
spasm  of  the  sphincter  or  carcinoma 
originating  in  the  duct  itself.  In  second- 
ary operations,  inflammatory  reaction  or 
scar  tissue  may  angulate  the  duct  and 
cause  it  to  dilate. 

The  presence  of  small  stones  in  the  gall- 
bladder arouses  suspicion  of  duct  stones 
because  of  the  greater  ease  with  which 
they  may  be  extruded.  Also  the  con- 
comitant formation  in  the  ducts  appears 
to  be  possible. 

A small  contracted  gallbladder  with 
or  without  stones  suggests  the  necessity 
of  duct  exploration.  It  is  the  evidence  of 
an  old  process  which  is  apt  to  extend  to 
the  ducts  as  time  passes.  The  contracted 
miniature  is  the  end  result  of  an  organ 


once  large  and  infected,  with  small 
stones  probably  expressed  into  the  ducts 
or  more  often  remaining  in  its  quiet 
interior. 

The  presence  of  an  indurated  pancreas 
that  has  not  the  hardness  of  a neoplasm 
brings  up  the  question  of  a stone  at  the 
ampulla  with  biliary  reflux  into  the 
pancreatic  duct.  This  necessitates  ex- 
ploration. 

Cholangitis  with  an  irregular  thicken- 
ing of  the  duct  demands  a search  and 
a cleaning  of  the  duct  of  stones  and 
debris.  In  advanced  cases  the  contrac- 
tures may  make  probing  hazardous  or 
impossible,  and  the  judgment  of  the 
surgeon  may  be  taxed  to  the  utmost  to 
decide  whether  retrograde  dilation  should 
be  done  or  an  anastomosing  operation  at- 
tempted. 

Finally,  if  the  bile,  aspirated  with 
syringe  from  the  common  duct,  is  cloudy 
and  contains  flocculent  material,  the  duct 
should  be  explored. 

The  treatment  of  common  duct  stones 
is  entirely  surgical,  and  operation  is  best 
done  as  soon  as  a diagnosis  is  made  and 
a brief  period  of  supportive  therapy  has 
been  completed.  This  is  much  less  ex- 
tensive if  no  jaundice  is  present  than 
would  be  required  in  a case  that  is  frankly 
jaundiced,  and  it  can  usually  be  finished 
in  two  or  three  days.  Our  usual  pro- 
cedure is  to  have  the  patient  placed  on  a 
high  carbohydrate  diet  with  plentiful 
fluids,  and  one  or  two  intravenous 
clyses  of  1,000  cc.  of  5 per  cent  glucose 
are  given  daily.  In  many,  a tonic  dose 
of  digitalis  may  be  of  value  and  certainly 
does  no  harm  during  the  preoperative 
period.  During  this  interval,  kidney 
function  should  be  estimated,  and  blood 
studies  should  be  done  including  pro- 
thrombin level  and  bleeding  and  coagula- 
tion time,  especially  in  those  patients  who 
are  jaundiced  or  have  an  increase  in  the 
icterus  index.  Vitamin  K (administered 
by  duodenal  tube  because  of  its  nauseat- 
ing character)  and  transfusions  will 
bring  the  clotting  process  within  safe 
limits  in  these  people  and  will  eliminate 
the  hazards  of  prothrombin  deficiencies. 
One  definite  rule  for  postponement  has 
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been  the  presence  of  respiratory  infection 
of  even  moderate  acuteness.  The  great 
tendency  for  shallow  respiration  in  people 
with  upper  abdominal  incisions  seems  to 
invite  respiratory  infections,  and  a large 
incidence  of  right  lower  lobe  lesions 
complicates  operative  measures  on  the 
biliary  tract.  Coughing  postoperatively 
is  extremely  uncomfortable  and  is  apt  to 
favor  the  incisional  hernia  occurring  so 
frequently  in  right  upper  quadrant  in- 
cisions. 

The  anesthetic  we  use  may  be  spinal 
or  nitrous-oxide-ether.  We  do  not  use 
avertin  because  of  the  hazard  to  a 
damaged  liver.  Spinal  gives  a complete 
relaxation  which  is  pleasing  to  work 
under,  and  we  use  it  especially  where  the 
patient  has  a thick  abdominal  wall  or  is 
heavily  muscled.  Nitrous  oxide  ether  is 
used  in  50  per  cent  of  the  cases  and  has 
been  entirely  satisfactory.  The  depres- 
sion and  liver  insult  of  a prolonged  deep 
ether  anesthesia  should  be  avoided. 

The  high  right  rectus  incision  gives 
good  exposure  of  the  gallbladder  and 
common  duct.  It  must  be  long  and  is 
made  about  1 cm.  laterally  to  the  mid- 
line.  The  rectus  sheath  is  opened  and 
the  muscle  split,  avoiding  as  far  as  pos- 
sible the  tendency  to  cleavage  in  a plane 
too  lateral  so  that  the  nerve  supply  will 
not  be  greatly  impaired.  The  muscle 
is  retracted  somewhat,  and  the  trans- 
versus  fibers  and  peritoneum  are  opened 
in  the  same  plane,  the  incision  being  ex- 
tended as  far  as  necessary. 

The  gallbladder  is  now  identified  and 
palpated,  and  the  liver,  pancreas,  duo- 
denum, and  stomach  examined.  The 
gallbladder  is  grasped  with  a Kelly 
clamp,  and  a hand  is  passed  over  the 
dome  of  the  liver  admitting  some  air  and 
making  mobilization  easier.  Careful  trac- 
tion on  the  gallbladder  now  brings  it 
closer  to  the  incision  and  adhesions  to 
the  duodenum  are  dissected  away.  The 
intestine  is  displaced  to  the  left  with  one 
or  two  large  packs  and  a broad  Deaver 
retractor  placed  to  hold  it  there.  A 
second  Kelly  is  placed  farther  along  the 
fundus  and  traction  causes  the  cystic 
duct  and  the  hepaticoduodenal  fold  to 


stand  out  prominently.  The  gallbladder 
is  now  carefully  palpated  and  examined, 
and  if  it  is  too  tense  to  stand  traction 
safely,  it  may  be  aspirated  at  this  time. 
While  maintaining  some  traction  on  the 
lower  clamp  with  the  left  hand,  the  fatty 
and  areolar  tissue  about  the  cystic  and 
common  duct  is  bluntly  dissected  with 
hemostat  and  gauze  until  the  ducts  can 
be  well  visualized.  At  this  point,  the 
operator  may  change  to  the  left  side  of 
the  table  to  palpate  the  common  duct 
between  the  fingers  and  thumb  of  the 
left  hand.  It  is  unnecessary  to  say  that 
the  relationship  of  common  duct,  portal 
vein,  and  hepatic  artery  is  sometimes 
anomalous  and  that  any  blind  incision 
or  clamping  in  this  area  may  be  disastrous. 
The  cystic  and  common  ducts  must  be 
plainly  seen  and  their  relationship  iden- 
tified. Usually  some  fine  blood  vessels 
are  torn  in  the  areolar  tissue  of  the 
hepaticoduodenal  fold  while  acquiring 
exposure  of  the  common  duct,  and  they 
require  ligation  to  avoid  persistent  oozing. 
A Luer  syringe  with  a “20’ ’ gage  needle 
is  now  introduced,  and  the  common  duct 
is  aspirated.  Deaver  and  Lahey  have 
called  attention  to  the  necessity  of  needle 
aspiration  in  every  case  in  order  to  avoid 
the  tragedy  of  incising  an  overlying 
portal  vein,  which  occasionally  is  found 
in  front  instead  of  behind  the  duct. 
Also  the  information  gained  by  holding 
the  bile-filled  syringe  to  the  light  is  very 
helpful  in  deciding  whether  or  not  the 
duct  should  be  incised.  When  stones 
are  present  the  bile  shows  flakes  and 
cloudy  material,  which  are  normally 
absent.  If  it  is  decided  not  to  explore  the 
duct,  the  needle  hole  will  close  with  very 
little  leakage. 

If  the  duct  is  to  be  explored,  it  is  now 
grasped  with  two  Allison  forceps,  and  a 
longitudinal  incision  1 cm.  in  length  is 
made  with  a sharp  bistoury.  It  is  well 
to  make  this  at  least  slightly  distal  to 
the  junction  with  the  cystic  duct  for  con- 
venience in  exploring  the  ampulla  of 
Vater.  A suction  tip  removes  the  bile 
as  it  escapes  from  the  incision,  and  duct 
forceps  are  carefully  introduced  first 
toward  the  ampulla.  If  an  obstruction 
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is  reached,  the  greatest  care  should  be 
exercised  in  attempting  to  get  by  it,  for 
a false  passage  may  be  made  if  any  force 
is  used.  When  stones  are  felt,  the  forcep 
is  partly  closed  and  withdrawn.  Scoops 
may  then  be  introduced,  and  if  the 
operator  returns  to  the  left  side  of  the 
table,  the  scoop  can  be  manipulated  with 
the  right  hand,  while  the  left,  with  finger 
below  and  thumb  above  the  duct,  guides 
it  and  milks  the  stone  into  the  concavity 
of  the  instrument.  Sometimes  a curved 
Kelly  clamp  follows  the  course  of  the  duct 
more  easily  than  any  other  instrument 
and  is  extremely  useful  for  bringing  forth 
small  stones.  When  the  distal  portion 
of  the  duct  appears  to  be  clean,  the 
hepatic  ducts  are  explored  in  the  same 
manner.  A catheter  is  now  attached  to 
a 20-cc.  syringe,  filled  with  sterile  water, 
and  introduced  first  distally  about  an 
inch  and  the  duct  washed  out.  Sometimes 
fragmented  stones  and  gravel  appear  at 
the  incision  with  the  returned  washings, 
suggesting  that  the  duct  is  still  obstructed 
and  making  further  instrumentation  ad- 
visable. When  the  water  injected  dis- 
appears into  the  duodenum,  the  duct  is 
considered  clear,  and  the  catheter  may 
be  withdrawn  and  reintroduced  proxi- 
mally  and  the  hepatic  ducts  flushed.  The 
sphincter  of  Oddi  is  now  dilated  with 
graduated  Bakes  dilators.  This  is  a 
most  important  maneuver,  because  it 
makes  it  possible  for  an  overlooked  stone 
(or  stones  that  may  subsequently  wash 
down  from  the  intrahepatic  ducts)  to 
be  passed  into  the  duodenum.  There 
is  a characteristic  sensation  felt  when 
the  olive-shaped  dilator  slips  through  the 
sphincter.  It  jumps  forward  as  the  tip 
slides  through  the  papilla  into  the 
duodenum.  Then  the  dilator  is  gently 
withdrawn  and  a larger  size  substituted. 
This  is  repeated  until  the  sphincter  has 
been  dilated  to  duct  size  (about  10  mm.). 
The  dilatation  should  be  done  with  the 
possibility  in  mind  of  making  a false 
passage,  as  Allen  has  pointed  out.  If 
obstruction  fails  to  give  way  to  gentle 
pressure  of  the  instrument,  it  is  safer  to 
open  the  duodenum  and  perform  retro- 
grade dilation.  Lahey  has  reported  2 


cases  of  fatal  gas  Bacillus  cholangitis 
following  sphincter  dilation,  and  it  is 
understandable  that  many  view  this 
procedure  with  some  misgiving.  How- 
ever, as  no  other  cases  have  been  reported, 
it  may  be  assumed  that  ascending  infec- 
tion is  of  infrequent  occurrence.  It  is 
also  believed  that  reflux  of  duodenal  con- 
tents through  the  stretched  orifice  is 
rare,  occurring  only  when  there  is  some 
duodenal  obstruction  causing  antiperistal- 
sis. These  objections  are  outweighed  by 
the  ever-present  possibility  of  leaving  a 
stone  behind  to  cause  recurrent  symp- 
toms. Crump’s  necropsy  findings  of  28 
per  cent  hepatic  duct  location  in  stone 
cases  must  be  remembered.  There  is  no 
way,  at  present,  to  avoid  an  occasional 
instance  of  this,  and  therefore  it  seems 
most  important  to  leave  a means  of  exit 
into  the  duodenum.  Best  has  reported 
a case  with  negative  cholangiogram  at 
six  days  but  with  persistent  sinus-drain- 
ing bile.  Ten  weeks  later  a second  cho- 
langiogram showed  two  stones  in  the 
common  duct.  After  two  months  of 
nonoperative  management,  a cholangio- 
gram showed  the  absence  of  stones,  and 
the  T tube  was  removed  and  uneventful 
convalescence  ensued.  It  seems  prob- 
able that  undiscovered  stones  come  prin- 
cipally from  two  areas:  the  pancreatic 
portion  and  the  hepatic  ducts.  The 
latter  apparently  are  washed  down  into 
the  common  duct  when  the  bile  current 
is  re-established  after  the  common  duct 
has  been  cleaned  of  impediment.  As 
has  been  repeatedly  stated,  the  stone  in 
the  pancreatic  portion  is  frequently  over- 
looked. The  inflammatory  reaction  about 
it  may  cause  the  surgeon  who  palpates  it 
to  believe  he  is  dealing  with  a malig- 
nancy. Even  when  the  duct  is  carefully 
probed  and  scooped,  flushed  out,  and 
suction  used,  a stone  may  be  passed  by 
unnoted.  With  the  sphincter  dilated,  it 
is  probable  that  the  exceedingly  danger- 
ous and  difficult  secondary  operation 
may  be  avoided  and  the  stone  passed  by 
nonoperative  measures. 

A T tube  with  the  short  arms  cut  to 
P/2  cm.  can  now  be  inserted  in  the 
duct  without  difficulty.  It  seems  un- 
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necessary  to  have  the  arms  longer  than 
that,  as  it  will  remain  in  situ  indefinitely 
with  reasonable  care  in  avoiding  traction 
on  the  long  arm.  It  certainly  is  more 
securely  placed  than  a catheter  and  is  no 
more  difficult  to  insert.  It  has  the  ad- 
vantage of  not  obstructing  the  duct 
lumen  when  the  long  arm  is  clamped  to 
force  the  bile  into  the  duodenum.  It  is 
held  in  place  by  a fine  chromic  inter- 
rupted suture  through  the  incised  edges  of 
the  duct  on  either  side  of  the  long  arm. 
A suture  or  two  is  used  to  draw  the  areolar 
tissue  of  the  hepaticoduodenal  fold  over 
the  exposed  portion  of  the  duct. 

The  gallbladder  is  now  removed  from 
below  upward,  leaving  enough  of  the 
peritoneal  coat  to  cover  the  raw  liver 
area  when  approximated  with  a running 
stitch.  The  gallbladder  is  emptied  and 
drained  in  cases  where  an  anastomosis 
between  gallbladder  and  stomach  or 
duodenum  is  indicated  or  where  the 
patient’s  condition  or  age  makes  further 
operative  procedure  hazardous.  In  such 
cases,  the  immediate  goal  has  been 
achieved  by  removing  the  duct  obstruc- 
tion; cholecystectomy  may  be  deferred 
until  the  patient’s  condition  permits. 
In  very  elderly  people,  the  life  expect- 
ancy may  be  too  short  for  the  formation 
of  added  stones.  A very  small  catheter 
will  be  satisfactory  for  drainage  of  the 
gallbladder,  and  it  could  probably  be 
dispensed  with  and  the  opening  closed 
tight  when  a drain  is  already  in  the  com- 
mon duct.  The  gallbladder  catheter 
drains  scarcely  at  all  and,  aside  from  the 
decompressing  effect,  seems  to  be  quite 
superfluous.  A cigarette  drain  is  placed 
in  the  foramen  of  Winslow  and  a stab 
wound  made  laterally  beneath  the  twelfth 
rib  through  which  the  drains  emerge. 
The  omentum  is  placed  over  the  duo- 
denum, and  the  incision  is  closed. 

The  T tube  usually  drains  freely  for 
the  first  three  to  five  days,  the  period  of 
swelling  of  the  duct  due  to  trauma  of 
exploration.  At  the  end  of  this  time  the 
swelling  and  edema  recede  and  allow  a 
large  portion  of  bile  to  pass  directly 
through  the  short  arms  and  into  the 
duodenum.  This  is  highly  desirable,  and 


its  early  occurrence  promises  a short  and 
satisfactory  convalescence.  About  the 
ninth  day  the  cigarette  drain  is  removed, 
and  the  T tube  is  clamped  periodically  to 
test  the  patency  of  the  common  duct.  A 
moderate  discomfort  when  the  duct  is 
first  distended  need  not  cause  alarm,  but 
if  persistent  pain  occurs  after  a day  or 
two,  cholangiogram  should  be  done. 
Twenty  cc.  of  48  per  cent  hippuran  solu- 
tion as  described  by  Best  is  injected 
through  the  long  arm,  and  an  x-ray  of 
the  biliary  tract  is  taken.  In  the  event 
of  obstruction  the  tree  pattern  becomes 
blunted,  and  little  or  no  hippuran  enters 
the  duodenum.  Overlooked  stones  usu- 
ally appear  as  gaps  in  the  course  of  the 
duct.  In  this  event  the  biliary  flush  as 
described  by  Best  is  instituted.  It 
consists  of  the  administration  of  3 to  5 
tablets  (33A  gr.)  of  dehydrocholic  acid 
every  four  hours  to  increase  the  secretory 
pressure  within  the  biliary  ducts.  These 
are  given  orally.  At  the  same  time  a 
three-day  regimen  is  begun.  On  the 
first  day  a 1/100  gr.  tablet  of  nitro- 
glycerin or  glyceryl  trinitrate  is  placed 
under  the  tongue  morning,  noon,  and 
night.  On  the  second  day  a hypodermic 
of  atropine  sulfate  (1/100  gr.)  is  sub- 
stituted for  the  nitrate  three  times.  On 
the  third  day  the  nitroglycerin  or 
glyceryl  trinitrate  is  repeated  as  on  the 
first  day.  The  common  duct  is  gently 
irrigated  once  daily  with  physiologic 
saline  solution  through  the  T tube,  and 
the  tube  is  allowed  to  drain  for  five 
minutes,  after  which  10  to  30  cc.  of  warm 
sterile  olive  oil  or  lipiodol  is  instilled. 
After  thirty  minutes  the  tube  is  clamped. 
Each  morning  the  patient  is  given  2 
dr.  of  magnesium  sulfate  solution  and 
each  evening  an  ounce  of  olive  oil  or  thick 
cream  by  mouth.  This  treatment  may  be 
repeated  after  a few  days  rest  period  if 
repeated  cholangiogram  still  shows  a 
stone. 

The  Pribram  operation  for  fractionat- 
ing the  remaining  stone  has  been  widely 
used,  and  many  successful  attempts  have 
been  reported  by  Walters,  Wesson,  et  al. 
In  this,  a 5 cc.  mixture  of  alcohol-ether 
(1  to  2 parts)  is  injected  through  the  tube 
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to  increase  the  intraductal  pressure,  frag- 
ment the  stone,  and  push  the  fragments 
through  the  sphincter.  It  cannot  be 
repeated  more  than  a few  times,  however, 
without  insult  to  the  liver  parenchyma 
with  accompanying  decrease  in  bile 
secretion.  Many  stones  have  a layer  of 
calcium  about  them  which  is  impervious 
to  ether,  and  in  these,  failure  will  re- 
sult. 

When  the  remaining  stone  lies  above 
the  T tube,  the  tube,  of  course,  must  be 
withdrawn  at  least  far  enough  to  remove 
the  short  arms  from  the  common  duct.  It 
is  well  to  delay  this  until  the  fistulous 
tract  has  been  well  established,  a matter 
of  about  two  weeks.  In  this  type  of 
case  the  Best  technic  appears  to  be  less 
irritating,  as  the  injection  of  alcohol- 
ether  mixture  is  not  without  distress  to 
the  patient  anyhow,  and  its  injection 
through  a fistulous  tract  becomes  es- 
pecially disagreeable. 

Fortunately,  this  distressing  situation 
is  rare.  In  the  vast  majority  of  cases, 
clamping  the  tube  causes  little  or  no  dis- 
comfort, and  it  is  gradually  clamped 
continuously.  About  the  twelfth  day 
the  tube  is  removed  with  a steady, 
gentle  pull,  which  causes  very  little  dis- 
comfort to  the  patient.  The  fistulous 
tract  closes  quickly  with  surprisingly 
scant  bile  drainage  on  the  dressings. 

Three  thousand  to  5,000  cc.  of  5 per 
cent  glucose  solution  is  given  every 
twenty-four  hours  intravenously  for  the 
first  few  days  following  operation.  Then 
fruit  juice  and  liquids  containing  sugar 
are  usually  tolerated  orally  in  quantities 
sufficient  to  replace  clyses.  Small  trans- 
fusions are  valuable  in  jaundiced  patients 
with  hemorrhagic  tendencies,  and  these 
supply  the  vitamin  K lack  which  Snell 
has  described.  The  patient’s  diet  is 
not  greatly  restricted  during  convales- 
cence. We  feel  that  cooked  fats  should  be 
restricted  and  gassy  foods  avoided.  But 
the  effect  of  cream,  butter,  and  salad  oils 
on  the  sphincter  of  Oddi  should  be  re- 
membered, and  liberal  amounts  will  be 
well  tolerated.  We  give  bile  salts  after 
meals  routinely  for  a month  or  two  until 
the  liver  function  has  been  resumed. 


The  convalescence  of  common  duct 
stone  cases  that  have  been  diagnosed 
before  jaundice  has  occurred  or  become 
marked  is  very  rapid.  The  absence  of 
hemorrhage  is  one  notable  feature  that 
can  be  attributed  to  earlier  diagnosis. 
The  liver  function  is  the  most  important 
consideration  in  the  mortality  of  this 
condition.  In  early  cases  it  is  still  good, 
and  after  the  obstruction  is  relieved, 
regeneration  of  function  occurs  immedi- 
ately. 

Summary 

Postmortem  statistics  show  the  pres- 
ence of  duct  stones  in  about  one-fourth 
of  the  cases  of  disease  of  the  biliary  sys- 
tem. The  incidence  of  recovered  stones 
from  the  bile  ducts  is  much  less  than  that, 
except  in  a few  clinics  where  explorations 
are  done  routinely  in  50  per  cent  of  cases. 
The  percentage  of  recovery  subtracted 
from  24  per  cent  (postmortem  incidence) 
indicates  a failure  in  treatment. 

The  indications  and  symptoms  of  duct 
stones  are  enumerated,  including  a sign 
not  mentioned  in  the  literature ; also 
the  operative  findings  that  are  commonly 
seen  when  calculi  are  present  in  the 
ducts  are  mentioned.  Diagnosis  before 
jaundice  becomes  marked  constitutes  a 
desirable  accomplishment  because  of  less- 
ened mortality  and  shorter  convales- 
cence. 

A technic  for  exploration  of  the  bile 
ducts  and  dilatation  of  the  papilla  of 
Vater  is  described.  Postoperative  cho- 
langiograms  should  be  done,  either  rou- 
tinely or  at  least  when  postoperative 
course  suggests  duct  obstruction.  The 
Best  and  Pribram  technics  for  managing 
remaining  duct  stones  are  outlined,  to- 
gether with  postoperative  care. 
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PNEUMONIA  ON  ITS  WAY  OUT 

Such  great  strides  have  been  made  in  the  con- 
trol of  pneumonia  mortality  through  the  use  of 
serums  and  of  drugs  like  sulfapyridine,  together 
with  the  education  of  the  public  to  the  dangers 
lurking  in  colds  and  various  respiratory  dis- 
orders, that  the  “pneumonia  season  has  lost 
much  of  its  dread,”  statisticians  of  the 
Metropolitan  Life  Insurance  Company  de- 
clare. 

The  pneumonia  mortality  experience  of  the 
insurance  company’s  industrial  policyholders  for 
the  year  from  September,  1928,  through  August, 
1929,  and  the  corresponding  period  in  1938  and 
1939  shows  the  death  rate  in  January — the 
pneumonia  “peak”  month — dropped  from  more 
than  400  per  100,000  in  1929  to  less  than  100 
per  100,000  in  January,  1939. 


In  each  of  the  other  months  of  the  “pneumonia 
season” — December,  February,  and  March — 
pneumonia  mortality  reached  such  low  levels, 
compared  with  the  corresponding  months  ten 
years  earlier,  that  its  seasonal  curve  is  now  com- 
paratively flat. 

“Certainly  the  experience  of  1938  and  1939 
augurs  well  for  the  future,”  the  statisticians 
say.  “We  have  good  reason  to  be  optimistic, 
in  the  light  of  the  new  methods  for  pneumonia 
treatment  now  being  rapidly  extended  to  all 
parts  of  the  country.  Just  a short  time  ago  serum 
therapy  was  used  in  only  a few  cities  and  states. 
But  now  the  advantages  of  serum  are  generally 
known  and  applied.  Perhaps  even  greater  suc- 
cesses may  be  expected  from  the  recent  advances 
made  in  chemotherapy.” 


A PRESIDENTIAL  CANDIDATE  AND  THE  MEDICAL  PROFESSION 


When  District  Attorney  Thomas  Dewey  of 
New  York  City  visited  Salt  Lake  City  recently 
in  his  swing  around  the  country  to  further  his 
presidential  nomination  aspirations,  the  com- 
mittee in  charge  of  his  stay  in  Salt  Lake  City 
was  kind  enough  to  arrange  an  interview  be- 
tween Mr.  Dewey  and  representatives  of  the 
Utah  State  Medical  Association.  The  represen- 
tatives of  this  association  took  the  opportunity 
to  quiz  Mr.  Dewey  somewhat  upon  his  attitude 
toward  the  Wagner  Health  Bill  and  some  pro- 
posed ideas  of  socialization  of  medical  practice, 
reports  the  Rocky  Mountain  Medical  Journal. 
It  adds:  While  the  association  does  not  wish  to 
quote  Mr  Dewey  directly,  it  feels  definitely  sure 


that  his  attitude  toward  the  medical  profession 
and  the  medical  profession’s  feeling  in  regard  to 
the  Wagner  Bill  as  it  now  stands  and  other  pro- 
posed methods  of  socializing  medical  practice 
was  eminently  satisfactory  to  the  representatives 
of  the  medical  association. 

It  is  the  intention  to  interview  other  presi- 
dential nomination  aspirants  who  visit  Utah  in 
a like  manner  for  two  reasons:  first,  to  ascertain 
where  the  aspirant  stands  on  governmental  inter- 
ference with  medical  practice;  and  second,  to 
impress  these  aspirants  that  the  medical  pro- 
fession is  taking  a very  vital  interest  in  this 
respect  in  the  coming  presidential  cam- 
paign. 


INFECTIONS  OF  THE  NECK 


Albert  G.  Swift,  M.D.,  Syracuse,  New  York 


To  introduce  this  subject  I deem  it 
appropriate  to  quote  some  pertinent 
statements  by  authors  from  whom  I have 
freely  borrowed  in  the  preparation  of  this 
paper. 

Mosher  said:  “Pus  in  the  neck  calls 

for  the  surgeon’s  best  judgment,  best  skill, 
and  often  all  his  courage.” 

Cutler  said:  “Such  cases  need  the  ad- 

vice and  care  of  the  senior  members  of 
hospital  staffs  and  should  not  be  delegated 
to  junior  assistants.” 

Barlow  said:  “Pus  within  the  neck 

calls  for  the  exercise  of  the  utmost  skill 
and  judgment  based  on  a sound  knowl- 
edge of  the  surgical  anatomy  of  the  part.” 
Carmody  said:  “Poultice  until  fluc- 

tuation occurs  and  you  will  incise  three 
days  postmortem.” 

To  which  I would  add  that  if  these  cases 
occurred  as  frequently  as  acute  appendi- 
citis we  would  all  be  able  to  recognize 
their  dangerous  aspects  and  apply  the 
proper  treatment  before  they  “got  out  of 
hand.” 

Barlow,  in  an  investigation  of  the  cervi- 
cal connective  tissue  made  dissections, 
serial  sections,  and  injections  after  the 
manner  of  Kanavel  and  Koch  in  their 
investigation  of  hand  infections,  and  be- 
sides confirming  the  statements  of  Mo- 
sher, Beck,  Ford,  and  others  about  the 
parotid,  submaxillary,  and  lateral  pharyn- 
geal spaces,  added  new  information  as  to 
the  probable  manner  of  the  development 
of  thrombophlebitis  of  the  internal  jugular 
veins. 

He  described  the  neck  as  consisting  of 
four  units:  (1)  the  vertebral,  including 

the  vertebrae  and  their  muscles;  (2)  the 
visceral  (including  thyroid,  larynx,  tra- 
chea and  esophagus  below  and  the  mouth 
and  pharynx  above);  (3)  great  vessels 
(carotid  and  jugular);  (4)  the  vaginal 
(trapezius  and  sternocleidomastoid  mus- 


cles and  the  strong  connective  tissue  be- 
tween them).  These  various  units  are 
individually  held  together  by  connective 
tissue  that  penetrates  between  the  com- 
ponent parts  and  are  collectively  held 
together  by  condensations  of  connective 
tissue  that  we  speak  of  familiarly  as  fascia, 
more  particularly  deep  fascia.  The  dif- 
ferent units  are  separated  from  each  other 
in  places  where  there  is  movement  be- 
tween units  by  areolar  connective  tissue 
and  in  places  where  there  is  relative  rest 
between  units  by  fatty  connective  tissue. 

It  is  in  these  particular  places  that  in- 
fection may  spread  or  localize,  and  it  is 
these  places  with  which  we  should  be 
familiar  in  order  to  treat  them  properly. 

Fat  deposits  are  found:  (a)  subcu- 

taneously; (b)  beneath  the  vaginal  unit; 
(c)  lateral  to  the  pharynx  (deep  to  the 
parotid  gland) ; (d)  around  submaxillary 
gland;  (e)  in  suprasternal  notch. 

Loose  areolar  tissue  is  found  between 
the  visceral  and  vertebral  units  and  be- 
tween the  visceral  and  vaginal  units  and 
permits  the  up-and-down  movement  of 
the  visceral  unit  through  a range  of  one- 
half  inch  that  occurs  between  it  and  the 
other  units  mentioned.  This  movement 
of  the  visceral  unit  is  brought  about  by 
the  suprahyoid  muscles  attached  above 
to  the  base  of  the  skull  through  the  styloid 
process  and  its  muscles  and  to  the  sternum 
and  scapula  below  by  the  infrahyoid 
muscles. 

The  great  vessel  unit  has  only  expansile 
motion  but  does  send  branches  to  the 
visceral  unit.  Since  the  latter  is  mobile, 
the  vessels  pursue  a tortuous  course  to 
reach’  it,  thereby  producing  a “slack”  be- 
tween the  two  physiologic  units. 

The  visceral  and  great  vessel  units  pass 
into  the  thorax  and  have  connective  tissue 
layers  between  them.  The  condensa- 
tions of  connective  tissue  are  of  particular 
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importance  since,  by  their  consistency, 
they  tend  to  localize  infection  in  spaces  or 
afford  planes  along  which  it  may  travel. 

The  vaginal  condensation  of  connective 
tissue,  which  is  commonly  known  as  the 
superficial  layer  of  deep  fascia,  surrounds 
the  neck  like  a tube  and  ensheaths  the 
trapezium  and  sternomastoid.  Below  the 
hyoid  and  medial  to  the  sternomastoid  it 
is  thin  and  separated  from  the  visceral 
unit  by  loose  areolar  tissue;  just  above 
the  sternum  it  splits  to  form  Burns’s 
space,  filled  with  fat.  It  is  firmly  at- 
tached to  the  hyoid  bone,  and  above  this 
it  passes  over  the  submaxillary  gland  to 
gain  attachment  to  the  lower  border  of 
the  mandible.  It  also  firmly  covers  the 
parotid  but  attaches  loosely  to  the  zygo- 
matic arch,  and  above  this  it  covers  the 
temporal  muscle  and  then  continues  up- 
ward and  adheres  to  the  temporal  ridge. 
It  also  passes  deep  to  the  parotid,  here 
forming  the  stylomandibular  ligament 
which  intervenes  between  the  parotid  and 
the  submaxillary  triangle,  and  then  as  a 
more  tenuous  layer  it  separates  the  paro- 
tid from  the  lateral  pharyngeal  space 
which  is  filled  with  fat. 

The  vertebral  unit  is  surrounded  by  a 
well-marked  condensation  that  pene- 
trates between  all  of  its  parts.  Postero- 
laterally  it  fuses  with  the  vaginal  conden- 
sation on  the  deep  surface  of  the  trapezium 
and  anteriorly  covers  the  scalenus  mus- 
cles and  brachial  plexus,  while  below  it 
fuses  with  a condensation  about  the  sub- 
clavian vessels  forming  a roof  over  the 
pleural  apex. 

Between  the  visceral  and  vertebral 
condensation  there  is  an  areolar  filled 
space  that  is  converted  into  a rectangular 
space  by  condensations  of  fascia  between 
the  two  units  that  are  placed  about  three- 
quarters  of  an  inch  from  the  midline  and 
extend  from  the  skull  to  the  thorax. 
This  space  (retrovisceral  or  pervertebral) 
is  constricted  at  the  hyoid  level  but  does 
reach  to  the  level  of  the  arch  of  the  aorta. 
In  it  retropharyngeal  infection  occurs. 
The  visceral  condensation  penetrates 
between  all  parts  of  its  unit  but  is  quite 
loose,  and  the  esophagus  can  easily  be 
separated  from  the  trachea  except  near 


the  thyroid  gland,  whose  surrounding 
fascia  is  strong. 

There  are  condensations  about  the  in- 
frahyoid muscles,  and  the  omohyoid,  as  it 
passes  laterally,  pulls  with  it  a definite 
triangular  condensation  between  which 
condensation  and  the  vaginal  unit  there 
is  an  areolar-filled  space,  limited  above  by 
the  omohyoid  and  below  by  the  origin  of 
the  infrahyoid  muscles  from  the  sternum 
and  the  condensation  about  the  sub- 
clavian vessels.  The  space  behind  this 
fan  of  muscles  and  condensation  passes 
down  to  the  pericardium  through  the 
mediastinum  in  front  of  the  viscera. 

The  upper  visceral  region  is  shut  off 
from  the  lower  lateral  visceral  region  by 
the  suprahyoid  muscles.  In  this  region 
are  found  the  submaxillary,  parotid,  and 
lateral  pharyngeal  spaces. 

The  lateral  pharyngeal  space  is  filled 
with  fat  and  deeply  placed,  being  covered 
laterally  by  the  parotid.  This  space  may 
be  considered  the  key  position  in  difficult 
upper  cervical  suppurations.  It  is  py- 
ramidal in  shape  with  the  base  nearly  one 
inch  square  at  the  base  of  the  skull  and 
the  apex  at  the  greater  cornu  of  the  hyoid, 
one  and  one-half  inches  below.  Laterally 
the  parotid  covers  it,  while  the  stylo- 
mandibular ligament,  derived  from  the 
parotid  fascia,  forms  part  of  the  boundary 
and  separates  the  parotid  from  the  sub- 
maxillary gland.  The  internal  pterygoid 
muscles  and  ascending  ramus  of  the  jaw 
are  also  part  of  the  lateral  wall  of  the 
space.  Between  this  wall  of  the  space 
and  pharyngeal  wall  a probe  could  easily 
be  pushed  into  the  submaxillary  triangle. 
Its  medial  wall  is  the  superior  constrictor 
of  the  pharynx  separating  the  space  from 
the  tonsil  and  the  cavity  of  the  pharynx. 
Posteriorly  the  space  is  firmly  shut  off 
from  the  jugular  vein  and  carotid  by  the 
styloid  apparatus,  more  particularly  the 
stylopharyngeus  muscle,  and  a very 
tough  condensation  of  connective  tissue 
called,  by  Zucker  Kandl,  the  stylopharyn- 
geal aponeurosis.  It  spreads  medially 
and  forward  from  the  styloid  and  stylo- 
pharyngeal muscle  to  the  lateral  pharyn- 
geal wall  and  is  a strong  barrier  between 
the  great  vessels  and  the  lateral  pharyn- 
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geal  space.  The  base  of  the  space  is 
formed  by  the  skull  and  the  eustachian 
tube,  and  at  the  apex  there  is  no  easy 
route  downward  into  the  neck. 

The  muscles  forming  the  floor  of  the 
submaxillary  triangle  belong  to  the  vis- 
ceral unit  and  have  fascial  covering;  the 
roof  is  formed  from  vaginal  condensation 
of  connective  tissue.  The  intervening 
space  is  filled  with  fat  containing  salivary 
gland  and  lymph  nodes.  The  gland  also 
has  its  own  dense  capsule  from  which  it  is 
not  easily  separated,  and  besides  this  it 
has  a fascial  sheath  from  which  it  can  be 
easily  shelled.  Thus  two  submaxillary 
spaces  exist,  one  immediately  around  the 
gland  and  the  other  outside  the  capsule. 
Therefore,  infection  in  the  jaw  or  lymph 
node  may  not  involve  the  salivary  gland 
itself,  and  the  latter  should  not  be  incised 
indiscriminately.  When  the  gland  turns 
round  the  posterior  border  of  the  mylo- 
hyoid it  juts  in  between  the  internal 
pterygoid  and  the  lateral  pharyngeal 
space,  thereby  making  a direct  route 
from  the  submaxillary  to  the  lateral 
pharyngeal  space. 

Condensations  about  all  the  cervical 
vessels  occur,  and  there  seems  to  be  a 
common  condensation  about  the  carotid 
and  jugular,  with  separate  compartments 
for  each,  but  more  loosely  adherent  to  the 
vein.  The  sheaths  of  the  lesser  vessels 
communicate  with  the  main  trunk  as  was 
proven  by  injection. 

Furthermore,  the  sheaths  do  not  com- 
municate with  the  lateral  pharyngeal 
space  as  was  contended  by  Beck.  Bar- 
low,  therefore,  believes  that  jugular  vein 
thrombosis  does  not  develop  by  direct 
transmission  from  the  lateral  pharyngeal 
space  to  the  vein. 

Barlow’s  serial  sections  of  full-time 
fetuses  further  proved  that  (1)  the  cervi- 
cal connective  tissue  is  a continuous  sys- 
tem having  (a)  condensations,  (b)  fatty 
and  (c)  areolar  spaces  (even  in  a three- 
month  fetus  this  differentiation  was  well 
seen);  (2)  that  there  is  a definite  lateral 
pharyngeal  space  with  the  boundaries 
already  mentioned  demonstrating  a rela- 
tionship to  the  last  molar  tooth,  ramus  of 
the  mandible,  the  digastric  muscle,  and 


the  retrovisceral  region ; (3)  that  the 

retrovisceral  space  reaches  from  the  base 
of  the  skull  nearly  to  the  diaphragm ; and 
(4)  that  the  submaxillary  gland  is  related 
to  the  pathway  from  the  submaxillary 
triangle  to  the  lateral  pharyngeal  space. 

By  his  injections,  Barlow  showed  that: 
The  fluid  spread  downward  in  the  retro- 
visceral space  without  much  difficulty  but 
was  obstructed  in  its  lateral  spread  to  the 
sub  vaginal  space.  It  did  not  pass  down- 
ward below  the  third  thoracic  vertebra. 
When  injected  under  considerable  pres- 
sure the  fluid  burst  laterally  into  the  sub- 
vaginal  space  and  backward  along  the 
course  of  the  intertransverse  branches  of 
the  vertebral  vessels.  It  could  not  be 
made  to  burst  into  the  lateral  pharyngeal 
space. 

When  the  lateral  pharyngeal  space  was 
injected  it  was  found  difficult  to  make  the 
fluid  burst  its  bounds  but  it  did  travel 
once  to  the  submaxillary  space  and  once 
into  the  parotid  gland.  When  the  space 
was  distended,  its  medial  wall  bulged  in- 
ward, carrying  tonsil  on  its  crest  and 
causing  swelling  of  the  face  by  displacing 
the  parotid  laterally.  Later  it  will  be 
seen  how  this  reproduces  the  objective 
signs  of  infection  in  this  space.  In  no  in- 
stance did  the  injected  fluid  penetrate  the 
stylopharyngeal  aponeurosis  which  pro- 
tected the  vessels  wedged  in  behind  it. 

Injections  of  the  submaxillary  space 
spread,  under  increased  pressure,  (1) 
round  the  posterior  border  of  the  stylo- 
hyoid to  the  floor  of  the  mouth  where  it 
produced  a large  bulge;  (2)  backward 
between  the  internal  pterygoid  and  lateral 
pharyngeal  wall  into  the  lateral  pharyn- 
geal space  from  which  it  did  not  escape; 
(3)  downward  and  backward  inside  the 
condensation  about  the  common  facial 
vein  or  its  tributaries  or  about  the  lingual 
vein  from  which  portion  it  entered  the 
internal  jugular  sheath  and  extended  up 
and  down  throughout  the  length  of  the 
neck  and  in  one  instance  burst  through 
the  latter  sheath  into  the  subvaginal 
space. 

The  jugular  sheath  was  easily  injected 
the  full  length  of  the  neck. 

The  parotid  space  was  injected  beneath 
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its  strong  superficial  sheath  (condensa- 
tion). The  gland  was  thoroughly  infil- 
trated, and  then  the  spread  went  upward 
toward  the  temporal  fossa.  With  in- 
creased pressure  it  passed  into  the  lateral 
pharyngeal  space  and  also  along  the 
sheaths  of  the  facial  and  superficial  tem- 
poral veins  toward  the  common  facial  and 
external  jugular  veins. 

Burns's  space  was  easily  outlined  by 
injection. 

The  subvaginal  space  filled  rapidly  and 
most  completely  beneath  the  sterno- 
mastoid  and  the  posterior  triangle.  The 
injected  fluid  did  not  pass  forward  into 
the  anterior  triangle  or  under  the  tra- 
pezium, nor  did  it  enter  the  retro  visceral 
or  previsceral  spaces  or  parotid,  sub- 
maxillary, or  lateral  pharyngeal  spaces, 
or  vascular  sheath. 

Injected  fluid  outlined  a space  in  front 
of  the  muscles  in  the  visceral  unit  that 
reached  from  the  hyoid  to  the  manubrium, 
and  in  the  space  behind  the  muscles  it 
extended  among  the  viscera  and  particu- 
larly around  the  trachea  nearly  to  the 
pericardium. 

Barlow  contends  that  jugular  thrombo- 
sis does  not  travel  directly  from  the 
lateral  pharyngeal  space  to  the  vein  but 
through  sheaths  of  its  tributaries,  and 
therefore  in  its  treatment,  not  only  the 
veins  leaving  an  infected  area  but  also 
their  sheaths  must  be  ligated. 

Coller  and  Ygksias  describe  two  spaces 
under  the  tongue,  viz.:  (1)  between  the 

mylohyoid  and  geniohyoid;  (2)  between 
the  geniohyoid  and  genioglossus  muscles. 
In  this  latter  space  Ludwig’s  angina  de- 
velops, from  which  it  spreads  to  other 
spaces. 

I recently  reviewed  49  histories  of  neck 
infections  seen  at  the  University  Hospital 
within  the  last  ten  years  and  treated  by 
several  different  men.  Cellulitis  of  the 
neck  was  the  most  common  diagnosis, 
and  Ludwig’s  angina  was  next  in  fre- 
quency. From  the  meager  description 
of  the  physical  signs  I must  infer  that 
some  of  the  latter  diagnoses  were  incor- 
rect, and  in  most  of  the  other  cases  there 
was  no  indication  of  which  of  the  impor- 
tant spaces  was  involved.  Therefore,  the 


conclusion  may  be  drawn  that  a knowl- 
edge of  these  spaces  is  not  general  and 
that  information  about  them  needs  to  be 
disseminated;  without  it  diagnosis  must 
be  incomplete  and  treatment  inadequate. 

In  other  cases  that  I reviewed,  I noted 
the  usual  etiologic  sources,  viz.:  infec- 
tions in  the  nose,  mouth,  throat,  sinuses, 
and  jaws,  also  infections  introduced  by 
trauma;  but  the  one  factor  that  most  im- 
pressed me  was  tooth  infection  and,  most 
emphatically,  tooth  extraction.  All  but 
one  of  the  fatal  cases  had  had  teeth  ex- 
tracted before  the  onset  of  the  neck  infec- 
tion, and  local  and  block  anesthesia  was 
done  in  all  these  cases.  Therefore,  tooth 
extraction  or  the  anesthesia  used  for  it 
carries  a distinct  hazard  for  the  patient. 
This,  of  course,  is  the  dentist’s  problem, 
and  in  a personal  communication,  Dr. 
Roth,  a dental  surgeon,  stressed  the  ad- 
visability of  watchful  waiting  before  ex- 
traction of  an  infected  tooth  to  permit 
nature  to  build  up  a protective  wall 
about  the  root  of  the  infected  tooth.  In 
the  meantime  he  advised  removing  fill- 
ings, if  present,  or  drilling  through  the 
tooth  into  the  socket  and  allowing  gas 
that  accumulates  there  to  escape.  He 
stated  also  that  in  his  opinion  an  osteo- 
myelitis in  the  jaw  is  not  produced  by  ex- 
traction but  that  the  infection  does  travel 
to  the  soft  parts  if  extraction  is  done  too 
early. 

The  symptoms  noted  in  these  cases  in- 
cluded: dysphagia,  dysphonia,  dyspnea, 

trismus,  hoarseness,  swelling,  tenderness, 
induration,  septic  fever,  chills,  opisthoto- 
nos, edema  of  the  glottis. 

Deserving  special  emphasis  are  trismus, 
hoarseness,  and  edema  of  the  glottis. 
The  third  may  be  suspected  if  hoarseness 
is  noted  and  should  if  possible  be  looked 
for  at  frequent  intervals  if  the  process  is 
extending.  Of  course,  if  trismus  is  pres- 
ent, it  cannot  be  found  because  of  the 
impossibility  of  examination,  and  under 
such  circumstances  hoarseness  should  be 
considered  presumptive  evidence  of  its 
presence.  Trismus  is  mentioned  by  Beck 
as  being  the  most  important  of  the  early 
signs  of  lateral  pharyngeal  space  infection 
if  some  of  the  other  causes  of  trismus  can 
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be  ruled  out.  This  symptom  is  associ- 
ated with  conditions  more  or  less  acute, 
viz.:  inflammation  in  the  floor  of  the 

mouth,  cheeks,  pharynx,  parotid  gland, 
external  auditory  canal,  osteomyelitis  of 
the  mandible,  fractures  and  tetanus;  but 
the  most  common  cause  of  trismus  is  an 
acute  infection  of  the  lower  third  molar, 
although  any  other  inflamed  tooth  in  the 
mouth  may  cause  it.  Therefore  it  is  but 
a part  of  the  picture  of  lateral  pharyngeal 
space  infection  and  when  present  serves 
to  direct  attention  to  that  space. 

As  was  suggested  by  the  injection  ex- 
periments and  borne  out  by  clinical  ex- 
perience, one  or  more  spaces  may  be  in- 
vaded by  an  infection  starting  in  any  one 
of  them,  and  such  progression  can  be 
noted  by  a constant  observation  of  the 
patient,  keeping  in  mind  such  possibilities. 

A review  of  the  objective  symptoms  in 
the  different  space  infections  seems  justi- 
fiable. 

Ludwig's  angina , better  described  as 
sublingual  space  infection,  shows  at  onset 
sublingual  swelling  with  a lifting  up  of  the 
tongue,  followed  by  swelling  below  the 
chin  with  induration  and  marked  tender- 
ness. The  spaces  involved  are  between 
the  genioglossus  and  the  geniohyoid  and 
mylohyoid  muscles  (Coller  and  Ygksias). 

Lateral  pharyngeal  space  infection  may 
occur  alone  (Ford)  and  is  infected  in  one- 
half  the  cases  of  upper  neck  infections. 
Its  objective  signs  are:  bulging  inward 
of  the  pharyngeal  wall  with  the  tonsil 
lying  on  top  of  the  bulge,  and  swelling 
over  the  parotid  and  below  the  angle  of 
the  jaw  with  local  tenderness  and  trismus. 

Infection  of  the  parotid  space  is  indicated 
by  swelling  anterior  and  below  the  auricle 
with  restricted  motion  of  the  jaw. 

The  submaxillary  space  when  infected 
causes  well-marked  swelling  and  indura- 
tion below  the  mandible,  with  edema  on 
the  side  of  the  face  as  the  swelling  below 
the  jaw  increases. 

In  the  present  review  no  cases  of  throm- 
bophlebitis of  the  internal  jugular  were 
encountered.  As  an  aid  to  diagnosis,  the 
local  signs  of  tenderness  along  the  course 
of  the  vein  are  not  dependable,  since  in- 
flamed lymph  glands  in  its  course  would 


cause  the  same  sign.  A septic  tempera- 
ture, with  or  without  chills,  should  lead 
to  a suspicion  of  it,  and  Shapiro  states 
that  two  chills  calls  for  exploration  of  the 
vein.  He  also  stated  that  6 out  of  7 such 
cases  died.  It  must  not  be  forgotten  that 
sepsis  may  be  present  without  any  objec- 
tive signs,  but  a blood  culture  may  assist 
in  the  diagnosis  of  phlebitis,  although  a 
negative  blood  does  not  rule  out  phlebitis 
(Beck) . 

Retropharyngeal  abscess  occurs  most 
often  in  young  children  and  is  suggested 
by  dyspnea  or  dysphagia  and  at  times  by 
opisthotonos.  The  swelling  can  be  seen 
and  felt  in  the  nasopharynx. 

Case  Reports 

Before  proceeding  to  describe  the  surgical  pro- 
cedures, I wish  to  report  the  following  cases : 

Cellulitis  of  the  Face — Osteomyelitis  of  the 
Mandible. — These  followed  extraction  of  a tooth 
(upper  third  molar)  on  February  26,  1937,  under 
local  anesthesia  (kind  not  mentioned).  Four 
days  later,  March  1,  she  was  admitted  to  the 
hospital  with  swelling  of  the  left  side  of  the  face 
and  neck  and  trismus. 

On  March  3 there  was  swelling  of  the  scalp 
and  behind  the  ear;  March  5,  swelling  of  the 
face,  tenseness,  and  inability  to  swallow.  On 
this  day  an  incision  was  made  over  the  parotid 
and  below  the  angle  of  the  jaw,  and  foul  pus  was 
evacuated;  March  7 — incision  made  anterior  to 
the  temporal  muscle,  evacuated  much  pus  from 
beneath  the  muscle;  March  24 — incision  made 
below  the  jaw  in  the  submaxillary  region  and 
probably  lateral  pharyngeal  space,  evacuated 
much  pus.  Later  operations  included  removal 
of  teeth  for  necrosis  of  the  mandible  and  removal 
of  sequestrums. 

The  patient  was  in  the  hospital  from  March  1 
to  October  12.  At  present  she  has  an  ankylosis 
of  the  jaw. 

Cellulitis  of  the  Neck  and  Face — Brain  Abscess 
{Left  Temporal ). — This  patient  was  admitted  to 
the  hospital  January  29,  1938,  and  died  February 
20,  1938.  On  January  15  she  had  two  teeth 
extracted  under  local  (block)  anesthesia,  and 
three  to  four  days  later  had  swelling  of  the  face. 
It  was  red  and  tender  on  entrance  to  the  hos- 
pital. Hot  packs  over  the  jaw  were  applied  be- 
fore entrance.  Patient  had  severe  pain. 

On  January  31  her  temperature  was  106  F. 
and  she  had  a chill;  February  1 there  was 
edema  of  the  scalp  and  neck  and  some  discharge 
from  the  mouth,  which  was  later  found  to  come 
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from  the  opening  in  the  gingivolabial  fold.  Her 
eyelids  were  swollen.  On  February  5 foul  pus 
was  drained  anterior  to  the  left  ear;  February  13 
more  swelling  was  noted  in  the  left  parotid  region 
and  in  the  left  submaxillary  region — incised  be- 
low the  jaw  and  much  pus  obtained;  February 
15,  stiff  neck;  February  19,  somnolent;  Febru- 
ary 20,  died. 

Autopsy:  brain  abscess,  abscess  in  pterygo- 
maxillary  fossa,  osteomyelitis  of  base  of  the  skull 
(sphenoid). 

Abscess  of  the  Face  and  Neck  {Died). — Onset 
June  19,  1938,  three  days  after  tooth  extraction 
under  local  anesthesia.  On  this  day  there  was 
marked  swelling  under  the  jaw  spreading  to  the 
right  side,  edema  under  the  tongue  reaching  to 
the  level  of  the  teeth,  dysphagia,  and  thick 
tenacious  mucus  from  the  mouth. 

Operation:  small  incision  below  the  jaw,  no 

pus. 

On  June  20  the  swelling  had  increased  tre- 
mendously (in  twenty-four  horn's),  more  in  the 
mouth  and  below  the  mandible,  right  and  left, 
also  over  the  parotid  with  pain  in  the  ear  and 
trismus. 

Operation:  incision  from  angle  of  jaw  to 
angle  of  jaw  below  the  mandible  (local).  Much 
pus  was  obtained. 

On  June  21  tracheotomy  was  performed  for 
dyspnea  and  husky  voice  (local) — extended  in- 
cision around  the  angle  of  the  jaw  and  bluntly 
opened  into  the  space  beneath  the  angle  (lateral 
pharyngeal  space),  getting  considerable  foul  pus. 
June  22:  incision  into  cheek  toward  the  right 
auricle — some  pus.  June  23:  ligation  of  the 
external  carotid  because  of  bleeding  from  the 
wound. 

From  then  until  July  9 there  seemed  to  be 
some  improvement,  but  there  was  drainage  into 
the  mouth.  On  July  9 she  had  chills  on  two 
occasions.  On  July  10  there  was  much  bleeding 
from  the  wound — died. 

Four  other  cases  have  died:  1 a Lud- 

wig’s angina  with  diabetes,  two  days  after 
entrance  to  the  hospital;  2 others  under 
general  anesthesia ; and  still  another  four 
days  after  a wound  in  the  neck  had  been 
sutured.  The  notes  were  of  little  value, 
and  presumably  it  was  a blood-stream 
infection. 

Treatment 

It  remains  then  to  describe  the  recom- 
mended procedures  and  also  the  anes- 
thetics to  be  used.  Any  suggestion  of  a 
narrowed  airway  should  rule  out  the  use 


of  general  anesthesia  until  a preliminary 
tracheotomy  has  been  done.  Two  cases 
in  this  series,  1 a case  of  my  own  that 
autopsy  proved  to  be  edema  of  the  glottis, 
died  shortly  after  a general  anesthesia  had 
been  started.  Since  that  experience  I 
have  used  local  anesthesia  intradermically 
for  the  skin  incision  and  the  superficial 
fascia,  and  even  though  it  produces  pain 
for  the  patient  I have  burrowed  into  the 
depths  with  a blunt  forceps  to  locate  and 
drain  the  pus  if  it  seemed  to  be  localized. 
Otherwise  I do  a preliminary  tracheotomy 
for  the  administration  of  the  general 
anesthesia,  using  ether  or  one  of  the  gases 
except  nitrous  oxide.  Proceed  deliber- 
ately into  the  depths,  ligating  vessels  as 
they  are  met,  and,  after  the  deep  fascia 
has  been  divided,  use  the  finger  or  blunt 
forceps  to  go  more  deeply. 

Ludwig's  angina  (sublingual  space  in- 
fection) is  opened  by  an  incision  in  the 
median  line  below  the  chin  or  through  a 
transverse  incision  in  the  same  area. 
After  incising  the  skin,  push  a blunt  for- 
ceps through  the  muscles  in  the  floor  of 
the  mouth  and  spread  wide  open. 

Submaxillary  space  is  opened  (Mosher) 
by  an  incision  a thumb’s  breadth  below 
the  border  of  the  jaw,  deepened  through 
the  roof  of  the  space  and  opened  more 
deeply  with  a blunt  forceps. 

The  lateral  pharyngeal  space  may  be 
opened  (Watson  and  Williams)  if  it  alone 
is  involved,  and  there  is  a definite  pointing 
by  an  incision  behind  the  posterior  ton- 
sillar pillar,  at  the  level  of  the  lower  pole 
of  the  tonsil.  Then  push  a blunt  curved 
forceps  outward  and  slightly  forward ; but 
they  add,  if  pus  is  not  obtained,  make  an 
external  incision. 

The  external  incision  recommended  by 
Mosher,  as  described  above,  may  have  a 
vertical  one  added  to  its  middle  extending 
downward,  and,  after  entering  the  sub- 
maxillary space,  lift  the  gland  out  of  its 
bed,  locate  the  tip  of  the  great  cornu  of 
the  hyoid,  and  enter  the  space  with  the 
finger  or  a blunt  forceps  pushed  forward, 
anterior  to  the  carotid  sheath. 

Coller  and  Ygksias  extend  the  incision 
backward  below  the  parotid  pole  which 
they  expose  and  lift  up.  By  dissecting 


May  15,  1940] 


INFECTIONS  OF  THE  NECK 


785 


anterior  to  the  carotid  vessels  enter  the 
space. 

Since  parotitis  is  responsible  for  some 
cases  of  lateral  pharyngeal  space  infection 
its  treatment  should  be  mentioned.  At 
the  onset  it  is  favorably  influenced  by 
radium  packs  or  x-rays  and  the  applica- 
tion of  moist  heat  in  the  interval.  If  it 
does  not  respond  in  two  days  (Blair)  or 
three  days  (Coller  and  Ygksias),  an  inci- 
sion should  be  made  2 cm.,  anterior  to  the 
auricle,  downward  to  behind  and  below 
the  angle  of  the  jaw  and  deep  to  below  the 
fascial  covering  of  the  gland.  Then  a 
blunt  forceps  should  be  bored  into  the 
gland  until  pus  is  found.  Chewing  gum 
and  dilating  the  duct  are  also  adjuvants  to 
other  treatment. 

Retropharyngeal  abscesses  can  usually 
be  opened  through  the  mouth,  but  if  there 
is  a swelling  under  or  behind  the  stemo- 
mastoid,  then  they  can  be  opened  by  in- 
cisions anterior  or  posterior  to  the  muscle. 

Thrombophlebitis  of  the  internal  jugu- 
lar, in  addition  to  ligation  of  the  vein  it- 
self and  removal  of  the  clot,  should  have 
its  tributaries  and  their  sheaths  ligated  as 
recommended  by  Barlow. 

Conclusions 

1.  Tooth  extractions  carry  a big  haz- 
ard to  the  patient. 

2.  Early  recognition  and  proper  treat- 
ment without  delay  will  avert  fatalities. 

3.  Local  anesthesia  is  preferred  in  all 
these  cases,  particularly  if  there  is  any 
edema  of  the  glottis.  If  a tracheotomy 
has  been  done,  then,  of  course,  a general 
anesthetic  may  be  used  through  the 
tracheotomy. 

Discussion 

Dr.  James  A.  Fisher,  Asbury  Park,  New  Jer- 
sey— It  is  a privilege  to  discuss  Dr.  Swift’s  paper, 
especially  when  the  subject  deals  with  one  of  such 
tremendous  importance.  Dr.  Swift  has  so 
thoroughly  reviewed  the  physical  and  surgical 
anatomy  that  I can  only  emphasize  with  some  of 
my  own  experiences  the  points  he  has  stressed. 

Since  Dr.  Harris  P.  Mosher  gave  his  presi- 
dential address  on  this  very  subject  before  the 
American  Academy  of  Ophthalmology  and  Oto- 
laryngology in  1929,  there  has  been  a very  defi- 
nite campaign  of  education  among  the  otolaryn- 


gologists of  this  country  on  neck  infections.  Dr. 
August  L.  Beck,  of  New  Rochelle,  presented  one 
of  the  very  best  analyses  of  the  subject  before  the 
same  body  in  1932. 

The  records  during  the  past  five  years  at  the 
Fitkin  Hospital,  Asbury  Park,  showed  34  cases 
of  deep  neck  or  fascial  plane  infections,  and  at 
the  Monmouth  Memorial  Hospital,  Long  Branch, 
New  Jersey,  21  cases.  Between  the  two  insti- 
tutions there  were  then  55  cases.  Twenty  (36 
per  cent)  were  of  submaxillary  fossa.  Six  (10  per 
cent)  were  parotid  fossa  infections.  Five  (9  per 
cent)  were  frank  pharyngomaxillary  fossa  infec- 
tions. Deep  cellulitis,  which  includes  infections 
in  the  visceral  or  vascular  fascial  sheaths,  ac- 
counted for  8 or  14  per  cent.  Those  classified  as 
submental  or  Ludwig’s  angina  were  10  in  number 
or  18  per  cent.  Deep  glands,  giving  the  severe 
symptoms  of  rapidly  spreading  fascial  infections, 
numbered  5 cases  or  9 per  cent,  and  1 (2  per  cent) 
suppurative  branchial  cyst,  wrongly  diagnosed  as 
cellulitis  preoperatively. 

In  this  series  there  was  1 death  from  infection 
in  the  pharyngomaxillary  fossa,  caused  by  spon- 
taneous rupture  into  the  lateral  pharyngeal  wall 
and  secondary  hemorrhage.  This  was  one  of  the 
most  tragic  experiences  of  my  medical  career. 
The  child,  who  was  the  daughter  of  a physician, 
had  had  a severe  upper  respiratory  infection. 
One  week  previous  to  death  I had  seen  the  child 
for  the  express  purpose  of  ruling  out  a suspected 
retropharyngeal  abscess.  There  was  general 
lymphoid  swelling  in  the  pharynx  but  no  bulging 
of  the  post  or  lateral  pharyngeal  wall  at  that 
time.  I did  not  see  the  child  again  until  the 
emergency  arose.  The  child’s  father  called  me 
on  the  phone  from  a neighboring  town  and  ex- 
plained that  there  had  been  a violent  hemorrhage 
but  all  bleeding  had  then  stopped.  I rushed  to 
his  home  and  found  the  child  quite  exsanguinated, 
and  there  was  such  a degree  of  trismus  present 
that  I was  unable  to  examine  the  child  without 
first  administering  a few  inhalations  of  anesthesia. 
With  a tonsil  suction  apparatus,  I cleansed  the 
nasopharynx  of  clots  and  located  on  the  left 
pharyngeal  wall  a rent  in  the  mucosa  that  would 
easily  admit  the  entrance  of  the  suction  tip.  No 
further  bleeding  could  be  forced  even  by  suction. 
I returned  to  my  office  and  was  told  that  the 
patient  was  on  the  way  to  the  hospital,  following 
a second  massive  hemorrhage.  Immediate  ar- 
rangements were  made  for  carotid  ligation,  but 
the  child  expired  as  she  was  brought  to  the  oper- 
ating room.  No  experience  has  ever  crushed  me 
as  this  one  did. 

A second  severe  hemorrhage  case  occurred  in 
one  of  the  submaxillary  infections.  Upon  open- 
ing the  capsule  of  the  submaxillary  gland,  there 
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TABLE  1. — Neck  Infections 

Fitkin  and  Monmouth  Hospitals 
1933-1938 


Staphylococcus 
Streptococcus  hemolyticus 
Streptococcus  nonhemolyticus 
Mixed 

Percentage 

43 

18 

29 

10 

TABLE  2.- 

—Neck  Infections 

Cases 

Percentage 

Submaxillary 

20 

36 

Parotid 

6 

10 

Pharyngomaxillary 

5 

9 

Deep  cellulitis 

8 

15 

Ludwig’s  angina 

10 

18 

Deep  glands 

5 

9 

Branchial  cyst 

1 

55 

2 

was  a profuse  hemorrhage  from  the  depths  that 
could  only  be  controlled  by  forcible  packing. 
The  patient  recovered. 

A different  type  of  infective  process  is  the 
virulent  case  that  lasts  but  a few  hours  after 
inception.  A school  teacher  first  seen  with  be- 
ginning edema  of  the  larynx  late  in  the  afternoon, 
two  days  after  the  start  of  an  attack  of  acute  sore 
throat,  required  a tracheotomy  the  same  evening. 
The  following  morning  the  process  had  extended 
until  her  throat  was  swollen  in  its  entire  circum- 
ference. The  patient  was  comatose,  temperature 
104  F.,  and  was  immediately  operated  on  with 
wide  dissection  of  all  fascial  planes,  which  were 
all  filled  with  edematous  fluid.  Culture  showed 
hemolytic  streptococcus  from  several  different 
locations  in  the  fascial  planes.  Patient  expired 
twenty-five  hours  from  my  first  visit. 

Just  to  cite  1 more  case  that  illustrates  so 
vividly  the  method  of  extension  without  throm- 
bosis or  blood-stream  infection.  An  elderly  man 


was  seen  in  consultation  in  his  home  with  an  ab- 
scess of  the  base  of  the  tongue  that  was  evacu- 
ated. Two  weeks  later  he  surprised  me  by  being 
admitted  on  my  service  in  the  Monmouth  Mem- 
orial Hospital.  His  entire  neck  was  greatly 
swollen  and  fluctuation  could  be  elicited  at  almost 
any  point  one  desired.  Because  of  the  wide  ex- 
tent of  involvement,  a large  exposure  was  made 
with  bilateral  Mosher  T flap  incisions.  There 
were  no  fascial  compartments  left  whatsoever. 
Practically  every  bit  of  connective  tissue  had 
been  digested  or  liquefied,  and  all  structures,  vis- 
ceral, vascular,  and  muscular,  were  skeletonized. 
Through-and-through  drainage  in  various  layers 
was  instituted,  and  the  old  gentleman  made  an 
uneventful  recovery. 

Infections  in  these  areas  demand  bold  surgery 
at  the  opportune  time.  I usually  employ  the 
Mosher  incisions,  but  when  one  feels  reasonably 
certain  that  a small  incision  will  surely  strike  the 
infection,  there  is  a safe  area  of  approach  that  is 
free  of  vital  structures.  This  was  demonstrated 
to  me  by  Dr.  Oscar  V.  Batson,  of  Philadelphia,  a 
few  years  ago.  It  is  located  directly  behind  and 
very  slightly  below  the  angle  of  the  mandible. 
Entering  here,  one  makes  an  incision  through  the 
fused  fascia  between  the  parotid  and  submaxil- 
lary glands.  Then  by  blunt  probing,  one  can 
gain  access  to  the  submaxillary,  the  parotid  be- 
neath the  mandible,  and  also  follow  up  inside  of 
the  internal  pterygoid  to  tap  the  pharyngomaxil- 
lary  fossa.  However,  in  this  approach  one  must 
absolutely  locate  the  angle  of  the  jaw  no  matter 
how  brawny  the  swelling  before  entering  deeper 
structures,  otherwise  the  free  exposure  is  essen- 
tial, first  locating  the  great  horn  of  the  hyoid  in 
relation  to  which  all  important  structures  deep  in 
the  neck  are  identified. 


SONNET  ON  THE  DEATH  OF  PAUL  EHRLICH,  DISCOVERER  OF  SALVARSAN 


O knight  of  silent  hour  and  silent  soul, 

Warrior  of  wonders,  steadfast,  patient,  bold, 
Bereft  of  life,  whose  secrets  were  thy  goal, 

Thy  hand  lies  helpless  and  thy  genius  cold ! 

Not  so  ! Thy  works  they  still  shall  play  the  role 
Of  saviour  calm  of  blasted  young  and  old, 

Where  guilt  or  innocence  from  pole  to  pole 
Their  aching  hearts  or  blinded  eyes  uphold. 


Thy  mortal  end  hath  chanced  upon  an  earth 
Beclouded,  grimy,  guilty  with  the  breath 
Of  blackest  war  that  spares  nor  man  nor  hearth; 
Thy  spirit  ne’er  shall  bear  the  badge  of  death. 
For  thou  has  saved,  and  not  destroyed  in  strife, 
And  thou  has  conquered  death,  and  given  life. 

— Jerome  Meyers,  M.D.,  District  Health  Officer, 
Mott  Haven  Health  Center 


THE  JEFFERSON  MEDICAL  COLLEGE 
During  the  convention  of  the  American 
Medical  Association  in  New  York  City,  June 
10  to  14,  1940,  the  Jefferson  Medical  College 
Alumni  Association  will  hold  its  Reunion  Ban- 
quet on  Wednesday,  June  12,  at  7:00  p.m.  at  the 
Murray  Hill  Hotel  on  Park  Avenue  at  Fortieth 
Street.  Tickets  are  $2.50  each. 


Requests  for  reservations  may  be  addressed 
to  me  at  that  hotel. 

But  if  you  neglect  to  make  reservations — come 
anyway. 

Thomas  F.  Duhigg,  Chairman 
Dinner  Committee 


CARCINOMA  OF  THE  BREAST 


Louis  C.  Kress,  M.D.,  F.A.C.S.,  Walter  T.  Murphy,  M.D.,  and 
Eugene  M.  Burke,  B.S.,  Buffalo,  New  York 

{From  the  State  Institute  for  the  Study  of  Malignant  Disease,  Buffalo ) 


Two  years  ago  at  the  meeting  of  the 
New  York  State  Medical  Society  an 
opportunity  was  afforded  the  authors  to 
present  a paper  on  cancer  of  the  breast, 
which  covered  diagnosis,  treatment,  and 
an  experience  of  two  years  with  preopera- 
tive radiation.  This  discourse  will  deal 
with  our  impressions  gained  over  a four- 
year  period  in  studying  129  patients  with 
cancer  of  the  breast  who  received  pre- 
operative radiation. 

Classification 

The  classification  of  breast  cases  advo- 
cated by  the  American  College  of  Sur- 
geons was  chosen  because  of  its  simplicity 
and  universal  use.  In  order  to  understand 
and  evaluate  what  is  to  follow,  the  classi- 
fication is  described  as  follows:  (A) 

Disease  in  breast  ax.  glds.  not  involved. 
(B)  Disease  in  breast  ax.  glds.  ? (C)  Dis- 

ease in  breast  ax.  involved.  (D)  Disease 
in  breast  supraclavic  glds.  involved.  (E) 
Remote  metastases — bone,  lung,  etc. 

This  grouping  is  clinical  but  can  be 
proved  following  surgery  and  by  means  of 
the  microscopic  examination  of  the  tissue 
obtained.  This  series  of  patients  con- 
sisted of  129  divided  into  the  different 
classifications  as  follows:  group  A — 57, 
B— 1,  C— 61,  D— 7,  E— 3.  Of  these  129 
patients  only  3 were  males,  all  of  whom 
fall  in  class  C.  Of  the  126  women,  9 were 
single  and  117  were  married.  In  this 
number  91  had  children  while  26  had  none. 
It  can  readily  be  seen  that  the  two  main 
groups  are  A and  C.  This  is  logical  be- 
cause seldom  is  surgery  attempted  in  the 
presence  of  nodal  involvement  of  the 
supraclavicular  region,  except  perhaps  for 
hygienic  purposes,  with  no  idea  of  cure, 
whereas,  when  the  disease  is  confined  to 
the  breast  or  if  only  the  axillary  nodes  are 


involved,  an  earnest  effort  is  made  to  ob- 
tain a cure.  It  has  been  our  experience 
that  at  times  nodes  are  palpated  in  the 
axilla  with  the  presence  of  a definite 
malignant  lesion  in  the  breast,  and,  clini- 
cally, it  is  difficult  or  impossible  to  tell 
whether  or  not  the  palpable  nodes  are  due 
to  hyperplasia  or  definite  metastatic  in- 
volvement. Therefore,  patients  with  pal- 
pable axillary  nodes  are  considered  oper- 
able risks,  but  in  most  clinics  the  true 
operable  carcinomas  of  the  breast  are 
those  that  are  confined  to  the  breast  alone. 
The  percentage  of  early  malignancy  of 
the  breast  has  been  increasing  within  the 
last  few  years,  evidently  as  the  result  of 
popular  education  concerning  cancer. 

Age 

A statistical  study  of  these  patients  has 
been  made,  and  many  interesting  and  en- 
lightening facts  have  been  ascertained. 
The  age  incidence,  as  shown  in  Table  1, 
indicates  that  none  of  the  patients  in  this 
series  was  under  30  years  of  age,  the  pre- 
dominance lying  between  40  and  70. 


TABLE  1 


Group 

Age 

Under 

30 

30-39  40-49 

50-59 

60-69  70-79 

Total 

A 

0 

7 

15 

15 

17 

3 

57 

B 

0 

0 

0 

0 

0 

1 

1 

C 

0 

11 

14 

18 

15 

3 

61 

D 

0 

3 

0 

0 

3 

1 

7 

E 

0 

0 

1 

1 

0 

1 

3 

All  groups 

0 

21 

30 

34 

35 

9 

129 

Location  of  Cancer  in  Breast 

An  effort  was  made  to  determine  the 
most  prevalent  location  of  the  tumors  in 
these  breasts.  In  all  groups  the  area  in 
both  breasts  most  frequently  involved  was 
the  upper  outer  quadrant.  In  group  A 
there  were  15  found  in  the  right  upper  outer 
quadrant,  5 in  the  right  upper  inner,  2 
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in  the  right  lower  outer,  and  1 in  the  right 
lower  inner.  In  the  left  breast  16  tumors 
were  found  in  the  upper  outer  quadrant,  6 
in  the  upper  inner,  3 in  the  lower  outer, 
and  3 in  the  lower  inner.  The  upper  half 
of  the  right  breast  was  involved  once  and 
in  the  left  breast  twice,  with  the  entire 
breast  being  involved  twice  in  the  right 
and  once  in  the  left.  In  group  B the  en- 
tire breast  was  involved,  there  being 
only  1 patient  in  this  group.  In  group  C, 
the  largest  group,  22  tumors  were  situated 
in  the  right  upper  outer  portion,  6 in  the 
upper  inner,  3 in  the  lower  outer  and  none 
in  the  lower  inner;  while  in  the  left  breast 
the  upper  outer  was  affected  in  18  in- 
stances, the  upper  inner  in  2,  the  lower 
outer  in  3,  and  the  lower  inner  in  1.  The 
upper  half  was  involved  in  1 case  and  the 
area  about  the  nipple  and  areola  in  1. 
The  entire  breast  was  involved  once  in  the 
right  and  3 times  in  the  left.  In  group  D 
the  7 patients  presented  their  malignan- 
cies as  follows : 2 in  the  right  upper  outer 
quadrant,  1 in  the  upper  inner,  1 in  the 
left  upper  outer,  and  1 in  the  left  lower 
outer  portions.  The  entire  breast  was  in- 
volved once  in  the  right  and  once  in  the 
left.  In  group  E the  lower  half  of  the 
right  breast  was  involved  once,  the  upper 
outer  once,  and  the  region  of  the  nipple 
once.  According  to  the  lymph  drainage 
it  would  appear  from  the  tables  below 
that  the  most  frequent  area  of  metastatic 
involvement  would  be  the  axilla.  That 
being  true,  our  efforts  in  preoperative 
x-ray  therapy  should  be  directed  to  the 
axilla,  and  the  same  principle  would  hold 
true  when  postoperative  x-ray  is  em- 
ployed. A more  composite  picture  of  all 
the  groups  discloses  the  fact  that  39 
tumors  were  found  in  the  right  upper  outer 
quadrant  and  35  in  the  left  in  the  corre- 
sponding area;  while  in  the  upper  inner 
quadrant  12  were  located  in  the  right  and 
8 in  the  left.  The  lower  outer  predomi- 
nated over  the  lower  inner,  the  former 
having  5 in  the  right  and  8 in  the  left. 
There  were  1 in  the  right  lower  inner  and 
4 in  the  left  lower  inner.  The  entire  right 
breast  was  involved  4 times  and  the  left  6. 
The  upper  half  was  affected  twice  in  both 
breasts  and  the  nipple  area  once  in  each 


breast;  while  the  lower  half  was  involved 
once  in  the  right  and  none  in  the  left. 
Practically  an  equal  distribution  of  malig- 
nancy is  shown  in  both  breasts,  but  it  is 
interesting  to  note  that  the  upper  outer 
quadrant  of  both  breasts  was  the  most 
common  site  of  the  original  tumor. 

First  Symptoms 

The  symptoms  of  cancer  of  the  breast 
are  varied,  but  the  early  signs  as  the  pa- 
tients described  them  in  their  histories 
are  worthy  of  mention.  A lump  in  the 
breast,  bleeding  from  the  nipple,  and  ul- 
ceration or  excoriation  of  the  nipple  or 
areola  are  the  early  symptoms  of  cancer 
of  the  breast.  Best  results  are  obtained 
when  patients  suffering  from  this  disease 
complain  of  one  of  these  three,  but  after 
they  notice  retraction  of  the  nipple  or 
skin  over  the  tumor,  nodules  in  the  axilla 
or  supraclavicular  or  metastasis  to  the 
spinal  column,  liver,  mediastinum,  or  lung, 
the  results  are  not  encouraging.  The  first 
symptoms  described  by  the  patients  are 
shown  in  Table  2. 


TABLE  2 


Symptom 

A 

B 

C 

D 

E 

Total 

Lump 

45 

1 

43 

6 

1 

96 

Pain 

4 

12 

2 

18 

Bleeding  from  nip- 

ple 

2 

1 

1 

4 

Retraction  from 

nipple 

1 

3 

4 

Itching  of  skin 

1 

1 

2 

Discoloration  of 

breast 

1 

1 

Pain  in  axilla 

1 

1 

Abscess 

1 

1 

Fullness  of  breast 

1 

1 

Scab  after  injury 

1 

1 

The  lump  in  the  breast  is  the  predomi- 
nating symptom,  pain  being  second. 
However,  the  presence  of  the  lump  as  the 
first  symptom  occurred  over  five  times 
more  frequently  than  did  pain.  It  can  be 
concluded  from  this  study  that  lumps  in 
the  breast  are  usually  the  first  symptom 
and  are  not  accompanied  by  pain.  This 
bears  out  the  contention  that  every  lump 
in  the  breast  should  be  considered  cancer 
until  proved  to  be  otherwise.  The  method 
of  determining  its  character  is  not  by  sight 
or  palpation  but  by  removal  and  examina- 
tion under  the  microscope.  The  place  to 
diagnose  a lump  in  the  breast  is  not  at  the 
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bedside  or  in  the  office  but  in  the  patho- 
logic laboratory.  No  physician  should 
wait  until  a patient  complains  of  pain 
following  the  appearance  of  a lump  before 
becoming  suspicious  of  cancer,  but  he 
should  think  of  malignancy  on  first  con- 
sultation. The  above  chart  also  reveals 
that  the  other  symptoms  of  which  patients 
complain  are  varied  and  not  as  constant  as 
the  lump  and  pain. 

The  charts  below  indicate  (1)  the  dis- 
covery of  malignancy  in  the  breast  by 
patient  or  physician  and  (2)  the  delay  on 
part  of  the  patient  from  the  discovery  of 
the  first  symptom  to  the  first  consulta- 
tion by  a physician. 


Group 

M.D. 

Patient 

A 

7 

50 

B 

0 

1 

C 

0 

61 

D 

1 

6 

E 

0 

3 

Total 

8 

121 

Average 

A — 1 day  to  6 years 

10.9  mo. 

B — 4 years 

48  mo. 

C — 1 day  to  5 years 

6.6  mo. 

D — 1 month  to  3 years 

8.1  mo. 

E — 4 months  to  3 years 

21.3  mo. 

Average  of  all  groups 

9.28  mo. 

Remedy  for  Delay 

People  do  not  visit  their  physicians  for 
a periodic  check-up  and  do  not  know  how 
to  palpate  their  own  breasts.  Thus,  most 
of  the  lumps  in  the  breast  are  discovered 
accidentally  by  the  patients  and  are  neces- 
sarily quite  large  to  attract  the  patient’s 
attention.  This  is  shown  emphatically 
in  this  series  wherein  only  8 tumors  out  of 
a total  of  129  were  discovered  by  a physi- 
cian. It  would  appear  from  the  foregoing 
that  there  is  a great  need  at  the  present 
time  to  conduct  suitable  education  among 
lay  people  by  making  them  familiar  with 
the  periodic  health  examination,  by  teach- 
ing them  to  palpate  their  own  breasts, 
and  by  urging  them  to  see  a doctor  im- 
mediately upon  discovery  of  a lump  in  the 
breast.  Some  means  must  be  found  to 
make  women  familiar  with  the  seriousness 
of  discovering  a lump  in  the  breast.  At 
the  present  time  the  best  method  at  our 
disposal  is  lay  education  in  the  medium  of 
popular  talks  before  small  groups,  articles 


in  popular  magazines,  radio  broadcasts, 
and  exhibits.  Although  these  projects 
have  been  very  effective,  there  is  still  a 
great  opportunity  for  the  medical  pro- 
fession to  be  of  great  service  to  humanity 
by  leading  or  participating  in  a concen- 
trated educational  program  concerning 
cancer  and  all  other  types  of  malignancy. 

Pathology 

All  of  the  tumors  in  this  series  were 
proved  malignant  either  by  aspiration 
biopsy,  careful  removal  of  a small  piece  of 
the  tumor,  or  operation.  It  has  been  the 
rule  not  to  institute  preoperative  radia- 
tion until  a definite  diagnosis  has  been 
made.  In  most  instances  biopsy  was  per- 
formed before  radiation,  but  in  a few  pa- 
tients a clinical  diagnosis  of  cancer  was 
made  and  a positive  section  was  obtained 
following  mastectomy.  Occasionally,  sec- 
tions were  obtained  from  the  glands  in  the 
axilla  but  this  was  not  done  as  a routine 
procedure.  Every  tumor  in  this  study  has 
been  proved  malignant  by  microscopic 
study,  and  no  cases  have  been  included 
that  were  considered  cancerous  from  only 
the  clinical  standpoint. 

In  this  series  a study  was  made  of  the 
biopsy  in  each  case  to  determine  the  pre- 
dominant cell  type.  After  radiation  the 
pathologic  sections  of  the  amputated 
breast  were  studied  to  determine  the  ef- 
fects of  radiation  on  the  tumor  cells  and 
on  the  breast  stroma.  On  the  basis  of 
histologic  observations  these  tumors  were 
classified  into  three  groups. 

The  first  group  is  composed  of  those 
tumors  in  which  the  malignant  epithelial 
cells  are  large  and  cuboidal  in  shape  and 
undifferentiated  in  type.  These  cells 
show  very  slight  variation  in  size,  shape, 
and  staining  property.  They  are  most 
characteristically  found  growing  either  in 
large  solid  masses  and  infiltrating  bands  or, 
when  undue  fibrosis  has  occurred,  com- 
pressed into  small  isolated  groups,  main- 
taining, as  a rule,  their  original  form. 
This  group  comprised  75  per  cent  of  the 
series  studied. 

Tumors  showing  a predominant  ability 
to  form  glands  are  placed  in  group  two. 
In  its  more  differentiated  form,  gland 
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formation  is  maintained,  but  in  its  more 
anaplastic  version,  the  growth  may  show 
solid  masses  of  tumor  cells  with  only  a few 
formed  glands.  Ten  per  cent  of  the 
tumors  in  this  series  fall  in  this  group. 

Group  three,  comprising  15  per  cent  of 
the  tumors  studied,  is  made  up  of  those 
neoplasms  in  which  the  epithelial  cell  is 
small  and  undifferentiated  in  type.  The 
cells  of  such  tumors  appear  to  be  little 
affected  by  radiation. 

The  changes  noted  in  tumor  cells  after 
irradiation  vary  considerably.  In  some 
breasts  slight,  if  any,  histologic  change  is 
found  in  the  tumor  cells  that  remain  as 
anaplastic  as  before  treatment.  This  is 
especially  true  of  the  tumors  in  group 
three.  In  the  majority  of  the  tumors  in 
groups  one  and  two,  however,  some 
changes  are  noted  in  the  malignant  cell. 
These  changes  consist  of  variation  in  size, 
shape,  and  staining  characteristics  of  the 
cells  and  their  nuclei,  keratinization  in  in- 
dividual cells,  karyorrhexis  with  vacuoli- 
zation and  degeneration  in  the  advanced 
stages.  Few  cells  are  seen  in  mitosis. 

The  breast  tissue  after  irradiation  shows 
an  increase  in  the  amount  and  density  of 
fibrous  connective  tissue  throughout; 
blood  vessel  walls  are  usually  thickened 
and  their  lumina  at  times  occluded,  while 
calcium  deposits  in  the  intima  and  me- 
diums are  of  frequent  occurrence. 

The  patients  in  whom  sterilization  of 
the  breast  tumor  was  accomplished  are 
found  in  the  main  to  be  those  with  neo- 
plasms of  the  large  cell  type.  Of  these 
sterilizations  86  per  cent  are  found  in  this 
histologic  group  (group  one),  while  the 
remaining  14  per  cent  are  noted  in  those 
patients  on  whom  a diagnosis  of  adeno- 
carcinoma had  originally  been  made  on 
the  biopsy  specimen. 

On  the  basis  of  the  total  number  of  pa- 
tients in  group  one,  36  per  cent  are  found 
to  have  no  tumor  cells  in  the  amputated 
breast,  while  the  adenocarcinomas  (group 
two)  show  23  per  cent  free  from  disease. 
No  sterilization  occurred  in  group  three. 

We  can  therefore  say  that  the  best  re- 
sults in  this  series  are  found  in  the  large 
cell  carcinoma  and  in  the  adenocarcinoma 
groups  and  that  the  small  cell  carcinoma 


group  has  the  highest  percentage  of  deaths 
and  shows  the  least  favorable  response  to 
radiation  therapy.  In  this  group  (group 
three)  the  patients  alive  and  well  since 
treatment  show  a maximum  time  of  two 
years  and  three  months. 

Radiation 

Both  preoperative  and  postoperative 
irradiation  have  been  employed  at  this 
institute.  The  action  of  x-rays  on  the 
cancer  is  no  more  important  than  the  ac- 
tion on  the  tumor  bed.  Hence,  the  technic 
must  be  one  of  deliberate  exactness,  both 
from  the  point  of  view  of  the  local  tumor 
and  the  patient  herself.  Such  general 
factors  as  age,  nourishment,  cardiovas- 
cular tone,  and  blood  picture  bear  great 
weight  in  the  outline  of  x-ray  treatment. 
It  is  known  that  a tumor  in  a well- 
nourished  bed  will  respond  more  favor- 
ably than  one  in  a poorly  nourished  bed — 
for  example,  scar  tissue. 

It  has  also  been  found  that  the  response 
to  irradiation  depends  not  so  much  upon 
the  quantity  of  x-ray  but  upon  the  method 
of  distribution  of  this  quantity.  This 
brings  us  to  the  problem  of  treatment  tech- 
nic. Since  it  is  imperative  that  the  can- 
cer cell  receives  a maximum  intensity 
while  the  normal  tissue  receives  a maxi- 
mum respect,  multiple  portals  of  entry  are 
used  when  feasible.  The  routine  treat- 
ment factors  are:  kilovolts,  200;  milli- 
amperes,  25;  filter — copper,  0.5,  alumi- 
num, 1.0;  half  value  layer,  0.9  copper; 
effective  wave  length,  0.16  A. 

Should  the  breast  be  large  enough  to 
cross  fire  tangentially,  both  medial  and 
lateral  ports  are  used.  If  this  is  not  pos- 
sible, an  anterior  port,  varying  with  the 
size  of  the  breast  itself,  is  used.  The  field 
sizes  vary  from  50  sq.  cm.  to  250  sq.  cm. 
The  skin  target  distance  is  25  cm.  to  50 
cm.,  according  to  the  thickness  of  the 
tissue  to  be  irradiated.  Separate  fields 
are  used  to  cover  the  axilla  and  subclavian 
and  supraclavicular  areas.  These  ports 
vary  from  80  sq.  cm.  to  200  sq.  cm.  at  50 
cm.  skin  target  distance.  Usually  two 
ports  are  treated  daily.  When  there  are 
as  many  as  four  or  five  ports,  a suitable 
cycle  is  employed — for  example,  a medial 
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breast  port  and  the  axilla  port  one  day 
and  the  next  day  the  lateral  breast  port 
and  supraclavicular  port. 

The  daily  increment  per  port  varies 
from  300  r to  400  r (tissue  scattering). 
The  breast  portals,  when  cross  fired  in 
cycle,  receive  a total  dose  of  4,500  r to 
5,500  r depending  upon  the  thickness  of 
the  tissue.  When  one  breast  port  is  used 
daily,  this  skin  receives  a total  of  from 
2,400  r to  3,200  r (tissue  scattering).  The 
total  skin  doses  to  the  axillary  and  supra- 
clavicular fields  vary  from  2,200  r to 
2,800  r (tissue  scattering).  It  has  been 
found  that  a marked  epidermite  appears 
in  the  fields  treated  about  the  twenty- 
fourth  to  twenty-seventh  day.  About  ten 
to  fourteen  days  later  epidermization  is 
quite  complete. 

Preoperative  irradiation  attempts  to 
diminish  the  virulence  or  sterilize  the  more 
radiosensitive  elements,  thus  making  the 
surgical  procedure  safer.  It  also  might 
change  an  inoperable  tumor  or  a tumor  of 
border-line  operability  into  an  operable 
one.  The  arguments  against  preopera- 
tive irradiation  include  the  possible  danger 
of  dissemination  during  the  waiting  period 
and  the  interference  with  postoperative 
healing. 

Postoperative  irradiation  is  used  only 
for  recurrences  or  in  those  cases  in  which 
complete  radical  mastectomy  was  not 
done.  It  is  felt  that  more  thorough  radia- 
tion given  to  definite  sites,  such  as  recur- 
rent nodules,  will  bring  about  much  better 
end  results  than  routine  prophylactic 
treatment  of  an  already  irradiated  skin. 

Results  of  Preoperative  Radiation 

Sterilization  of  the  primary  tumor  oc- 
curred in  18  patients  in  group  A.  Of  this 
number  both  the  breast  and  axillary  in- 
volvement were  sterilized  in  1 case,  and  in 
another  patient  the  axilla  was  sterilized 
but  not  the  breast.  In  group  C,  7 of  the 
tumors  were  sterilized,  thus  making  a 
total  of  19  per  cent  for  all  groups.  Sterili- 
zation means  that  no  demonstrable  cancer 
cells  were  found  in  the  breast  after  re- 
moval. This  fact  is  not  so  important, 
since  a surgeon  can  remove  the  primary 
growth  immediately  by  surgery.  Our  ef- 


forts in  preoperative  radiation  should  be 
directed  toward  the  axilla,  especially  in 
group  C although  the  desired  results  were 
not  obtained  in  this  series  of  patients. 
Preoperative  radiation  did  not  cause  the 
axillary  glands  to  disappear,  and  in  only 
19  per  cent  of  the  cases  did  the  primary 
growth  in  the  breast  disappear.  This 
would  lead  to  the  opinion  that  preopera- 
tive radiation  or  radiation  in  itself  cannot 
replace  accurate  and  careful  surgery  in 
dealing  with  carcinoma  of  the  breast.  The 
time  has  not  arrived  to  set  aside  surgery 
for  radiation  in  operable  carcinoma  of  the 
breast.  The  privilege  has  not  been  ac- 
corded our  group  to  use  voltage  higher 
than  200,000.  The  higher  voltage  and 
heavier  filtration  may  offer  more  than  the 
200, 000- volt  x-ray  machine,  but  the  pres- 
ent results  are  not  wholly  satisfactory. 

Surgery 

The  radical  amputation  according  to 
the  Willy-Meyer  method  was  used  in  most 
instances  but  occasionally  a simple  mas- 
tectomy was  performed.  In  group  A,  52 
out  of  57  had  radical  operations;  B,  1;  C, 
56  out  of  61;  D,  6 out  of  7;  and  E,  none. 
In  most  instances  the  reason  for  not  doing 
a radical  operation  was  that  it  was  per- 
formed to  eliminate  an  ulcerating,  infected 
lesion.  Perhaps  these  patients  should  not 
have  been  included  in  this  study  but  it 
was  deemed  best  in  order  that  proper 
evaluation  could  be  made  without  hand 
picking  these  cases  in  calculating  final  re- 
sults. 

Postoperative  Phenomena 

There  seems  to  be  a greater  tendency 
toward  obtaining  swollen  arms  following 
radical  mastectomy  when  preoperative 
radiation  is  practiced.  In  this  series  this 
occurred  in  7 patients  in  group  A and  9 
in  group  C,  making  a total  of  17  out  of  129 
or  13  per  cent.  The  treatment  for  this 
condition,  other  than  palliative,  sympto- 
matic measures,  has  not  been  devised. 
The  swelling  develops  at  various  periods 
of  time  following  amputation.  At  times  it 
causes  both  the  patient  and  surgeon  much 
concern,  because  there  is  no  specific  treat- 
ment that  will  give  results. 
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Delayed  union  is  another  distressing 
condition  accompanying  mastectomy  that 
has  been  preceded  by  irradiation.  In  this 
series  it  occurred  in  14  patients  in  group 
A and  in  16  in  group  C,  making  a total  of 
25  per  cent.  Considering  the  average 
time  of  healing  of  an  incision  as  two  weeks, 
some  of  these  patients  remained  unhealed 
from  six  to  sixty  weeks,  the  average  being 
thirteen  and  nine-tenths  weeks.  Delayed 
union  seemed  to  occur  in  those  patients  in 
which  a period  longer  than  eight  weeks 
had  elapsed  from  the  time  radiation  was 
finished  to  the  time  of  operation.  In  a few 
instances  this  occurred  within  the  eight- 
or  ten- week  period,  but  for  the  majority, 
delayed  union  resulted  when,  for  some 
reason  either  on  the  part  of  the  patient  or 
the  radiologic  department,  amputation 
was  deferred  longer  than  eight  weeks. 
The  treatment  for  delayed  union  and  the 
sloughing  areas  seems  to  be  trimming 
away  the  necrotic  tissue  and  then  apply- 
ing a combination  of  urea  and  allantoin. 
This  combination  has  given  the  best  re- 
sults in  our  hands.  The  delay  in  healing 
also  results  in  marked  edema  of  the  axilla 
but  seldom  interferes  seriously  with  the 
motion  of  the  arm. 

Time  Elapsed  Between  Radiation  and 
Surgery 

The  time  elapsed  in  this  series  is  well 
above  the  average  because  of  2 patients 
who  were  operated  on  208  and  128  weeks, 
respectively,  after  therapy.  Although 
they  had  amputations  for  hygienic  rea- 
sons, they  had  received  preoperative  radi- 
ation, and  we  thought  it  best  to  include 
them.  The  average  length  of  time  waited 
was  between  eight  and  twelve  weeks. 
From  our  experience  eight  weeks  is  the 
suitable  time  provided  the  skin  has  re- 
covered from  the  radiation  reaction  so 
that  healing  may  take  place.  In  many  in- 
stances large  amounts  of  radiation  were 
given  resulting  in  a severe  skin  reaction  so 
that  more  time  had  to  be  allowed. 

Complications 

Many  of  the  patients  had  complications 
associated  with  the  carcinoma  of  the 


breast.  Three  had  carcinoma  of  the  op- 
posite breast.  All  were  considered  dis- 
tinct primary  growths  and  not  metastases 
because  of  the  extended  time  before  the 
other  breast  was  affected.  Listed  among 
the  other  complications  are  carcinoma  of 
the  ovary,  nevus  cell  carcinoma  of  the 
upper  lip,  melanoma  of  the  arm,  epithe- 
lioma of  the  inner  canthus  of  the  eye, 
heart  disease,  pneumonia,  diabetes,  car- 
cinoma of  the  stomach,  epithelioma  of  the 
cervix,  and  hyperthyroidism. 

Metastases 

Metastases  occurred  in  38  per  cent  of 
all  cases,  the  chief  sites  being  the  lungs, 
axilla,  skin,  spine,  pelvis,  and  supra- 
clavicular region  as  follows:  lungs,  21; 
axilla,  16;  skin,  14;  spine  and  pelvis, 
12;  supraclavicular,  10;  liver,  4;  other 
breast,  4;  femur,  3;  ribs,  3;  scalp,  1; 
skull,  1 ; humerus,  1 ; umbilicus,  1 ; brain, 

1 ; adrenal  gland,  1 . 

Results 

Most  of  the  patients  in  this  series  have 
not  been  under  observation  long  enough  to 
evaluate  five-year  cures,  but  much  infor- 
mation that  may  now  be  applied  through- 
out the  required  length  of  time  has  been 


obtained  from  this  group.  The  following 
tables  give  the  results  to  date. 

Alive  and  Well 

No.  of 

0-1  1-2 

2-3  3-4 

4-5 

Cases  Group 

Year  Years 

Years  Years 

Years 

Total 

57  A 

7 22 

8 7 

2 

46 

1 B 

0 0 

0 0 

0 

0 

61  C 

3 10 

12  2 

1 

28 

7 D 

0 1 

0 0 

1 

2 

3 E 

0 0 

0 0 

0 

0 

Alive  with  Metastases 

No.  of 

0-1  1-2 

2-3  3—4 

4-5 

Cases  Group 

Year  Years 

Years  Years 

Years  ' 

Total 

57  A 

1 1 

1 0 

0 

3 

1 B 

0 0 

0 0 

0 

0 

61  C 

2 6 

5 3 

1 

17 

7 D 

0 0 

0 0 

0 

0 

3 E 

0 0 

0 0 

0 

0 

Results 

Alive  and 

Alive  with 

Group 

Well 

Metastases 

Dead 

A 

46 

3 

8 

B 

0 

0 

1 

C 

28 

17 

16 

D 

2 

0 

5 

E 

0 

0 

3 

Total 

76 

20 

33 
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Conclusions 

1.  None  of  patients  in  this  series  was 
under  30,  predominating  age  group  being 
40  to  70. 

2.  Occurrence  of  malignancy  equal  in 
both  breasts. 

3.  Most  common  site  of  cancer  is 
upper  outer  quadrant  of  breast. 

4.  Lump  was  principal  first  symp- 
tom, pain  being  next. 

5.  Most  lumps  were  discovered  by 
patient.  Physician  does  not  have  op- 
portunity to  detect  early  cancer  as  pa- 
tients do  not  have  periodic  health  exami- 
nations. 

6.  Delay  from  time  of  discovery  of 
first  symptom  to  first  medical  consulta- 
tion averaged  9.28  months. 

7.  Popular  cancer  education  is  the 
solution  for  the  delay  in  discovery  of  lump. 

8.  The  value  of  preoperative  radia- 
tion is  questionable.  It  cannot  replace 
surgery  to  date. 

9.  Nineteen  per  cent  primary  tumors 
are  rendered  sterile  by  preoperative  radia- 
tion. 

10.  Very  few  axillary  glands  are  steril- 
ized by  preoperative  radiation. 

1 1 . Swelling  of  arm  and  delayed  union 
are  encountered  more  often  when  pre- 
operative radiation  is  used. 

12.  The  most  suitable  interval  to 
elapse  between  radiation  and  surgery  is 
eight  weeks. 

13.  The  pathology  has  been  divided 
into  three  groups  known  as  the  large  cell, 
the  adenocarcinoma,  and  the  small  cell. 
The  large  cell  type  was  found  to  be  more 
sensitive  to  radiation,  the  small  cell  was 
the  least,  and  the  adenocarcinoma  lay  be- 
tween these  two  groups. 

Discussion 

Dr.  Samuel  George  Schenck,  Brooklyn, 
New  York— I have  a great  deal  of  interest  in  the 
presentation  of  Dr.  Kress  and  his  co-workers  and 
find  their  remarks  most  instructive  and  illu- 
minating. I was  pleased  to  note  that  the  authors 
placed  a good  deal  of  importance  on  a clinical 
classification  for  breast  cancer,  although  I take 
exception  to  the  classification  recommended  and 
sponsored  by  the  American  College  of  Surgeons. 
This  classification,  as  well  as  the  classification 
suggested  by  Dr.  Steinthal,  Dr.  Pfahler,  and  Dr. 


Portmann,  has  certain  pronounced  disadvan- 
tages, although  some  of  them  may  be  recom- 
mended for  their  brevity. 

I have  been  interested  in  a clinical  classifica- 
tion for  breast  cancer  for  several  years.  A 
classification  that  will  give  the  most  information, 
not  only  in  regard  to  the  clinical  status  of  the 
patient  but  also  in  directing  the  management  of 
the  case  and  in  evolving  a suitable  or  accurate 
prognosis  for  the  type  of  grouping,  is  most  serv- 
iceable. Such  prerequisites,  I believe,  are  to  be 
found  in  the  classification  about  to  be  presented 
a more  detailed  account  of  which  is  given  in  the 
April,  1939,  issue  of  Surgery.  All  breast  car- 
cinomas, when  first  seen  for  treatment,  may  be 
grouped  into  one  of  four  clinical  stages. 

In  stage  1,  we  deal  with  a small  primary  tumor, 
less  than  3 cm.  in  diameter,  freely  movable  in 
regard  to  the  skin  and  underlying  tissues  with 
no  palpable  evidence  of  disease  in  the  adjacent 
axilla,  supraclavicular  space,  contralateral  breast, 
and  lymph-draining  areas  or  distant  metastasis. 
These  are  the  so-called  early  cases,  and  unfortu- 
nately very  few  patients  present  themselves  for 
treatment  in  this  stage.  The  prognosis,  how- 
ever, is  excellent,  and  about  90  per  cent  are 
cured  with  radical  surgery  or  with  radical  radia- 
tion therapy  or  both. 

Stage  2,  however,  is  of  more  interest  because 
a greater  percentage  of  patients  comes  into  this 
category.  A patient  is  relegated  into  stage  2 
when  the  primary  growth  is  from  3 to  6 cm.  in 
diameter,  providing  the  tumor  is  not  firmly  ad- 
herent to  the  overlying  skin  or  to  the  underlying 
structures.  The  adjacent  axilla  may  show 
evidence  of  one  to  three  palpable  nodes  that 
measure  less  than  2 cm.  in  diameter  and  are 
freely  mobile.  The  supraclavicular  space  should 
be  cancer  free,  and  the  same  should  be  true  for 
the  contralateral  side  and  for  the  remaining 
systems  of  the  body.  Such  cases  have  a fair 
prognosis,  and  they  are  managed  by  intensive 
irradiation,  both  preoperative  and  postopera- 
tive, as  well  as  by  radical  surgery.  Fifty  to  60 
per  cent  show  a 5-year  survival  rate. 

In  stage  3,  into  which  a large  number  of  pa- 
tients also  falls,  we  are  dealing  with  a tumor  that 
is  larger  than  6 cm.  in  diameter,  or,  regardless  of 
its  size,  the  tumor  is  firmly  adherent  to  the  skin 
or  to  the  underlying  pectoral  muscle  and  fascia. 

If  the  tumor  is  ulcerated  or  the  breast  is  in- 
flamed (inflammatory  carcinoma),  the  case  is 
placed  in  stage  3.  Regardless  of  the  breast 
status  and  considering  only  the  adjacent  axilla, 
if  a node  is  larger  than  2 cm.  in  diameter,  the 
case  is  designated  as  stage  3.  If  there  are  more 
than  three  nodes  present  it  still  falls  into  the 
same  category.  Should  one  or  more  glands, 
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regardless  of  size  and  number,  be  firmly  fixed  in 
the  axilla,  such  a case  belongs  to  this  group. 
Should  a gland  be  ulcerated  in  the  axilla  or, 
regardless  of  the  nature  of  the  glands,  should  the 
upper  extremity  show  evidence  of  swelling  be- 
fore surgery  or  irradiation  has  been  instituted, 
such  a case  belongs  to  this  group.  In  addition, 
irrespective  of  the  observations  in  the  breast  and 
the  axilla,  if  one  definitely  palpates  a malignant 
node  in  the  supraclavicular  fossa,  such  a case 
belongs  to  stage  3.  If  there  is  a contralateral 
metastasis  either  in  the  opposite  breast,  axilla, 
or  supraclavicular  fossa,  the  case  is  categoried 
in  stage  3.  Should  there  be  evidence  of  metas- 
tasis to  the  chest,  mediastinum,  ribs,  or  any 
distant  focus  of  metastasis,  such  a patient  also 
belongs  to  this  group.  Therefore,  you  can  read- 
ily see  that  such  patients  may  be  considered  as 
late  cases  of  carcinoma.  The  prognosis  is  bad, 
and  only  5 to  10  per  cent  may  be  salvaged  after 
five  years.  Stage  3 is  a radiation  problem  and 
not  a problem  for  radical  surgery.  It  is  on  ac- 
count of  this  group  that  the  statistics  in  the 
medical  literature  are  so  confusing  to  one  who  is 
seeking  the  truth.  The  criteria  lor  curability 
and  inoperability  vary  so  markedly  at  surgical 
clinics  and  cancer  institutes  that  a clear-cut 
clinical  classification  that  presents  precise  quali- 
fications for  each  individual  group  is  important 
not  only  for  the  purpose  of  determining  the 
proper  course  to  pursue  in  managing  the  case 
and  in  evolving  a proper  prognosis,  but  also  for 
the  purpose  of  accumulating  statistics  that  would 
be  clear  cut,  understandable,  and  prove  of  in- 
finite value  in  evaluating  end  results. 

Stage  4 is  exclusively  reserved  for  patients 
who  first  present  themselves  to  us  after  radical 
surgery.  They  form  two  large  groups:  (A) 

with  no  evidence  of  recurrence  and  (B)  with  re- 
currence. The  prognosis  in  the  latter  is  natur- 
ally poor.  The  treatment  is  confined  purely  to 
irradiation  with  x-rays,  radium,  or  both,  with  or 
without  conservative  surgery.  Hence,  in  the 
first  two  stages  the  management  of  breast  cancer 
resolves  itself  to  radiation  and  surgery.  The 
prognosis  is  fair,  and  from  50  to  90  per  cent  may 
be  salvaged.  In  the  last  two  stages,  which  are 
purely  radiation  problems  and  are  definitely  late 
cases,  the  prognosis  is  poor,  and  usually  from 
none  to  10  or  15  per  cent  may  be  saved. 

From  the  same  classification  chart  one  can  now 
definitely  enumerate  the  factors  upon  which 
operability  and  inoperability  in  any  given  case 
depend.  Thus,  the  prerequisites  that  place  a 
case  in  stages  1 and  2 make  up  the  operative 
criteria,  and,  by  the  same  token,  the  factors 
enumerated  for  patients  designated  to  stages  3 
and  4 present  the  contraindications  to  radical 


surgical  procedures.  My  experience  with  this 
classification  extends  over  200  cases  in  which  this 
grouping  has  proved  most  serviceable. 

In  the  past  two  and  one-half  years  we  have 
given  preoperative  irradiation  in  more  than  60 
cases.  The  number  is  small,  which  we  feel  is 
due  to  the  fact  that  most  of  our  patients  present 
themselves  for  therapy  after  they  have  received 
radical  surgical  intervention  elsewhere.  We  feel, 
as  the  authors  do,  that  preoperative  irradiation 
tends  to  sterilize  the  tumor  and  the  axilla,  and 
we  have  shown  this  to  occur  in  about  20  per  cent 
of  our  cases.  Sterilization  of  the  tumor,  how- 
ever, does  not  occur  frequently  enough  to  give 
one  a sense  of  security  in  this  mode  of  treatment 
alone.  Nevertheless,  what  does  occur  frequently 
is  the  devitalization  of  the  tumor,  which  not  only 
stops  growing  but  also  recedes  in  size  very  notice- 
ably, but  yet  is  not  thoroughly  sterilized.  This 
is  more  apt  to  occur  in  the  primary  growth  than 
in  axillary  metastasis  and  should  not  give  the 
false  sense  of  security  that  the  patient  is  being 
cured.  That,  I feel,  is  the  danger  of  preopera- 
tive irradiation,  because,  to  the  uninitiated,  the 
shrinkage  of  the  growth  tends  to  postpone 
radical  surgical  intervention,  a danger  which 
cannot  be  overestimated  inasmuch  as  the  tumor 
is  only  sterilized  in  one-fifth  of  the  cases.  I 
have  seen  such  a false  sense  of  security  following 
preoperative  irradiation  indulged  in  by  the  pa- 
tient, her  family,  and  particularly  by  the  family 
practitioner.  Every  operable  case  should  have  a 
radical  mastectomy  not  later  than  eight  weeks 
following  the  completion  of  radical  irradiation, 
and  it  is  foolhardy  to  postpone  this  procedure  for 
more  than  two  or  three  months. 

Dr.  Kress  is  somewhat  annoyed  by  the  pro- 
nounced skin  reaction  which  sometimes  delays 
the  operation  for  many  months  in  certain  cases 
that  have  received  intensive  preoperative  irradia- 
tion and  that  may  prolong  the  healing  of  the 
wound.  These  results  may  be  obviated  by 
higher  filtration  (2  mm.  copper  instead  of  V2 
mm.  copper  as  employed  by  the  speaker)  and 
somewhat  smaller  total  doses.  However,  I 
supplement  the  preoperative  therapy  with  a 
thorough  course  of  irradiation  about  six  to  eight 
weeks  following  operation,  after  which  the  case  is 
completed  except  for  diligent  observation  and 
inspection  at  two-  to  four-week  intervals  for  the 
first  two  years,  monthly  intervals  until  the  fifth 
year,  and  then  semiannual  inspections  thereafter. 
We  are  of  the  opinion  that  by  such  regimen  the 
end  results  may  be  improved.  By  the  clinical 
grouping  of  patients  as  suggested,  final  statistics 
will  be  intelligible  and  a better  mutual  under- 
standing between  therapeutists,  surgeons,  and 
clinics  may  be  looked  for  in  the  future. 
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When  the  New  York  Diabetes  As- 
sociation was  founded  in  1935,  it  was 
decided  that  one  of  its  prime  objectives 
was  the  establishment  of  a summer  camp 
for  underprivileged  diabetic  children.  The 
start  was  made  in  1936  which  was  followed 
each  succeeding  summer  through  last 
year  when  the  fourth  session  ended  on 
August  31,  1939.  In  this  communication 
we  are  reporting  our  experiences  with  the 
camp  during  the  four  years. 

The  camp  has  been  supported  entirely 
by  voluntary  contributions.  The  funds 
available  in  1936  allowed  a total  of  32 
children  to  be  sent  to  the  country  for  a 
two-week  period,  groups  of  eight  being 
cared  for  at  a time.  In  1937  it  was  possible 
to  increase  the  number  to  40  with  10 
going  in  each  group.  In  1938  accommo- 
dations for  12  at  a time  could  be  made 
but  only  three  groups,  with  a total  of  36, 
were  able  to  go.  In  1939  finances  im- 
proved and  48  children  went  to  camp; 
first  the  12  young  girls,  then  the  12  young 
boys,  followed  by  the  12  older  girls  and 
in  turn  by  the  12  older  boys.  In  all,  155 
vacations  were  given  to  106  diabetic 
children,  35  coming  two  years,  10  coming 
three  years,  and  4 coming  four  years. 

The  camp  site  was  rented  each  year. 
The  first  and  second  camp  was  situated 
in  the  same  farm  house  at  Mountainville, 
New  York.  The  third  occupied  part  of  a 
health  farm  at  Kerhonkson,  New  York. 
In  1939,  the  fourth  year,  a nursery  school 
on  Lake  Lefferts,  near  Matawan,  New 
Jersey,  was  used. 

Selections  of  children  for  the  camp  were 
made  from  applications  filed  in  the 
diabetes  clinics  of  the  various  hospitals 
of  Greater  New  York  by  interested  dia- 
betic children.  There  were  a few  ac- 
ceptances from  private  physicians.  The 
clinics  and  the  private  physicians  guaran- 
teed the  applicants  as  suitable  for  camp. 
All  applicants  had  to  be  ambulatory  and 


with  no  history  of  recent  hospitalization. 
No  child  with  infectious  or  contagious 
disease  nor  one  who  was  a carrier  was 
considered.  Complicating  chronic  dis- 
eases, enuresis,  or  problem  children  were 
likewise  refused.  All  children  were 
checked  immediately  before  leaving  for 
camp  to  rule  out  any  recently  acquired 
infection. 

The  age  limit  varied  somewhat  in  the 
four  years.  In  1936  and  1937  children 
from  7 to  13  years  old  were  accepted, 
in  1938  older  cases  were  allowed,  the 
range  being  from  8 to  15,  while  in  1939,  7 
years  was  the  youngest  and  15  the  oldest. 

Altogether,  thirty-four  out  of  the 
seventy-five  Greater  New  York  diabetes 
clinics  sent  children  to  the  camp,  the 
greatest  representation  occurring  in  1939 
when  twenty-six  different  hospitals  were 
on  the  list.  As  might  be  expected,  Man- 
hattan and  Brooklyn  boroughs  had  the 
largest  quota.  There  were,  in  addition, 
12  children  who  came  from  private 
sources. 

Object  of  Camp 

The  object  of  the  camp  was  primarily 
recreational.  It  was  meant  to  serve  as  a 
two-week  fresh-air  excursion  for  the 
needy  diabetic  children  who  were  ex- 
cluded from  other  camps  because  of  their 
diabetes.  It  was  not  thought  that  the 
two-week  stay  would  be  long  enough  to 
be  of  any  assistance  in  regulating  the 
children.  We  took  into  consideration  the 
fact  that  they  came  from  many  different 
clinics  with  widely  different  diets  and 
insulin  doses,  that  most  of  them  had  been 
followed  for  a long  time  in  their  respective 
clinics  and  were  on  what  their  advisers 
thought  the  best  suited  regimens,  and 
that  they  were  expected  to  return  to 
the  care  of  their  own  clinics  after  the  two 
weeks.  Hence  the  use  of  standardized 
diets  with  the  necessary  insulin  readjust- 
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Fig.  1.  Older  girls,  10-15  years  of  age. 

ments  did  not  seem  feasible  under  the 
circumstances. 

We  adopted  the  policy  that  changes 
would  be  made  only  as  the  conditions 
demanded  them.  Those  that  had  shocks 
had  their  insulin  reduced,  those  that 
spilled  sugar  freely  had  their  insulin 
raised,  and  the  cases  that  were  complain- 
ing of  hunger  got  more  food. 

It  was  found,  however,  that  instructions 
in  urine  examinations,  insulin  injections, 
and  diet  estimations  could  be  conveni- 
ently carried  on.  The  results  were  very 
favorable.  Approximately  15  per  cent 
of  the  children  were  unable  on  arrival  to 
do  a qualitative  test  for  sugar  with 
Benedict’s  reagent.  These  were  given 
instructions  and  did  their  own  tests  be- 
fore the  first  week  was  past.  About  50 
per  cent  of  the  campers  on  arrival  could 
not  inject  their  insulin.  This  occurred 
almost  exclusively  in  the  younger  groups 
but  after  a few  days  of  instruction  every 
child  that  came  to  the  camp  was  able  to 
take  care  of  itself.  In  the  matter  of  teach- 
ing food  values  there  was  a marked  interest 
shown  by  the  children.  The  nurse 
dietitian  in  charge  of  the  first  camp  in- 
troduced lectures  on  foods  and  food 
values  and  got  such  a warm  response  from 
the  children  that  she  continued  it  the 
next  year.  She  felt  that  the  second-year 
campers  were  just  as  enthusiastic  as  the 
first.  In  the  third  and  fourth  years  the 
nurse  in  charge  likewise  found  the  children 
full  of  interest  in  the  lectures.  One  child 
who  had  been  living  for  a year  without  a 
single  change  in  her  diet  was  very  happy 
when  she  learned  how  to  make  substitu- 
tions. 

It  was  realized  at  the  start  that,  under 


Fig.  2.  Younger  boys,  8-12  years  of  age. 


the  circumstances  which  the  camp  had  to 
be  run,  research  facilities  were  limited. 
The  money  was  donated  for  the  purpose 
of  recreation  and  was  expected  to  be  spent 
for  the  same.  As  long  as  the  limited 
funds  created  a waiting  list,  it  was  felt 
only  essential  expenses  could  be  incurred. 
Furthermore,  the  fact  that  the  camp  site 
was  rented  each  year,  three  out  of  four 
times  in  different  locations,  made  a com- 
plete laboratory  impracticable.  It  was 
possible,  however,  to  obtain  a certain 
amount  of  statistical  data  of  interest  from 
the  charts.  We  have  collected  and  an- 
alyzed these  and  are  presenting  our  find- 
ings. 

Statistical  Analysis  of  Camp  Data 

Height. — The  physique  of  the  children 
on  arrival  was  very  satisfactory  for  those 
suffering  from  a chronic  wasting  disease. 
Using  the  Baldwin  and  Wood  tables  for 
height  in  101  of  the  cases  we  found  62 
normal,  21  above,  and  18  below. 

Weight. — The  initial  weight  showed 
normal  figures  for  77  of  the  155  campers. 
Thirty-nine  were  above  normal  and  39 
were  below.  After  the  two-week  period, 
61  showed  no  change,  62  had  gained,  and 
32  had  lost  weight.  The  greatest  in- 
dividual loss  was  found  to  be  four  pounds 
and  occurred  in  a child  who  was  over- 
weight. The  greatest  individual  gain  was 
seven  pounds  in  a boy  who  was  slightly 
underweight. 

Diets. — The  total  calories  of  the  diets 
brought  by  the  children  from  the  clinics 
they  attended  began  at  1,240  for  a 7x/2- 
year-old  boy.  One  diet  of  910  calories, 
given  to  a 9-year-old  girl  by  a private 
physician,  was  found  too  low  to  continue 
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at  the  camp.  After  three  days  the  child 
was  sent  home  for  hospitalization  because 
of  acetone  in  the  urine  and  a bad  balance. 
The  largest  was  2,750  for  a boy  of  15  who, 
incidentally,  was  the  tallest  and  heaviest 
guest  at  the  camp.  Thirty-eight  of  the 
149  diets  were  above  2,000  calories,  93 
were  between  1,500  and  2,000,  and  18  were 
below  1,500. 

The  total  calories  were  raised  in  41 
cases.  None  were  lowered.  The  smallest 
raise  was  forty  and  the  greatest  was  814 
calories.  There  were  two  groups  where 
the  raise  was  marked,  in  those  receiving 
less  than  1,500  and  in  the  older  boys. 

On  investigation  the  diets  on  arrival 
were  found  to  be  practically  all  in  the 
high  carbohydrate  class  with  values 
ranging  from  100  grams  in  a young  girl 
to  320  in  an  older  boy.  The  protein 
ranged  from  55  to  120  grams,  while  the 
fats  were  from  30  to  150.  The  carbo- 
hydrates were  raised  in  forty  children 
with  increases  from  10  to  60  grams.  The 
protein  and  fats  were  raised  in  a number 
of  cases. 

Insulin. — The  insulin  dosage  on  arrival 
also  showed  great  variation.  Regular, 
protamine  zinc,  insulin  (globin),  and 
crystalline  were  represented.  Forty-nine 
of  the  arrivals  were  on  regular  insulin 
alone:  30  in  1936,  10  in  1937,  4 in  1938, 
and  5 in  1939.  Fifty- two  were  on  pro- 
tamine zinc  insulin  alone:  none  in  1936, 
20  in  1937,  16  in  1938,  and  the  same  num- 
ber in  1939.  One  was  on  insulin  (globin) 
alone  with  none  on  crystalline  alone. 
Forty-eight  had  combined  regular  and 
protamine  zinc  insulins:  none  in  1936, 

10  in  1937,  13  in  1938,  and  25  in  1939. 
One  in  1938  had  regular  and  globin  in- 
sulins combined,  1 in  1939  had  protamine 
zinc  and  crystalline  insulins  combined, 
and  1 in  the  same  year  had  regular  and 
crystalline  insulins  together.  There  were 
2 children  in  1936  who  received  no  insulin. 

The  regular  insulin  was  given  to  5 
children  in  four  doses  in  1936.  There 
was  no  four-dose  case  in  any  of  the  other 
three  years.  In  1936,  10  children  were 
given  three  doses  a day;  in  1937,  4;  in 
1938,  none;  and  in  1939,  1.  Two  doses 
a day  were  given  to  24  cases:  14  in  1936; 


3 in  1937;  4 in  1938;  and  3 in  1939.  The 
largest  daily  dose  was  125  units  in  a girl 
of  9V2  years  in  1936,  and  the  largest  single 
dose  was  45  units  in  the  same  individual 
before  breakfast. 

The  protamine  zinc  insulin  was  used 
alone  52  times  in  single  doses.  The 
largest  dose,  80  units,  was  given  in  3 
different  instances:  1,  a female  11  years 
old,  in  1937;  1,  a female  14  years  old,  in 
1938;  and  the  third,  also  a female  14  years 
old,  who  came  to  the  1939  camp.  The 
average  of  the  52  cases  was  38  units. 

Insulin  (, globin ) was  used  once  alone 
and  was  given  in  a single  dose  of  30  units. 
Crystalline  insulin  was  not  used  alone  in 
any  case. 

Combinations  of  insulin  were  used  in 
52  cases.  The  first  year  this  occurred  was 
in  1937  when  10  out  of  40  or  25  per  cent 
combined  protamine  zinc  and  regular 
insulins.  In  1938  there  were  14  out  of  36 
or  39  per  cent  that  used  more  than  one 
type,  13  being  combinations  of  protamine 
zinc  insulin  and  regular  insulin,  while  one 
combined  insulin  (globin)  with  regular 
insulin.  In  1939  the  practice  became 
more  common  with  26  out  of  48  or  54  per 
cent  of  the  cases  using  a combination. 
In  this  year  crystalline  insulin  was  com- 
bined with  protamine  zinc  insulin  in  2 
cases:  1 male  13  years  old  taking  80  units 
of  protamine  zinc  insulin  and  116  units 
of  crystalline  zinc  insulin  in  four  doses. 

The  average  of  the  total  doses  of  pro- 
tamine zinc  insulin  and  regular  insulin 
in  1937  was  thirty-seven  units,  with  sixty- 
two  units  the  highest  in  1 case.  In  1938 
the  average  was  thirty-seven  units  with 
seventy  units  as  the  highest  individual 
daily  dose.  In  1939  there  was  a slight 
rise  to  forty-one  while  the  highest  in- 
dividual daily  dose  rose  to  80  units. 

Reasons  were  found  to  change  the  in- 
sulin dosage  in  119  of  the  155  cases.  Of 
these,  39  were  raised  and  80  were  lowered. 
In  1936,  1 was  raised  and  23  were  lowered; 
in  1937,  8 were  raised  and  22  lowered;  in 
1938,  8 were  raised  and  25  lowered;  and 
in  1939,  22  were  raised  and  14  lowered. 

Insulin  Reactions. — Reactions  occurred 
263  times,  5 being  reported  as  severe.  In 
1936  there  were  15;  in  1937,  24;  in  1938, 
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105;  and  in  1939,  119  and  with  4 of  these 
severe.  The  greatest  number  in  one  child 
occurred  in  a male  8 years  old  who  had 
14  during  his  two  weeks’  stay  in  1938. 
Every  one  of  the  shocks  was  readily  con- 
trolled by  orange  juice. 

Urinalyses. — In  the  four  years  there 
was  a total  of  8,170  tests  for  urinary  sugar. 
This  was  an  average  of  53  for  each  child. 
The  tests  were  made  at  6:30  a.m.,  9:30 
a.m.,  2:30  p.m.,  and  7:00  p.m.  There 
were  2,677  or  about  33  per  cent  that  gave 
a blue  reaction;  3,520  or  43  per  cent  were 
green;  784  or  10  per  cent  were  yellow; 
1,070  or  13  per  cent  were  orange;  and  the 
rest,  119,  or  1 per  cent  gave  a red  reaction. 

The  urine  was  tested  for  acetone  in  every 
specimen  in  1936.  After  that,  acetone 
tests  were  done  only  in  those  cases  show- 
ing yellow  or  worse.  There  were  98  tests 
in  1937  with  70  positive.  In  1938  there 
were  224  tests  with  30  positive.  In  1939 
there  were  428  tests  done  with  25  positive. 

There  were  3 irregularities  that  had 
considerable  effect  in  1939  on  raising  the 
number  of  high  sugar  content  urines. 
One  girl  confessed  after  the  first  few  days 
that  she  had  been  leaving  urine  out  of  the 
Benedict’s  when  making  her  tests  at 
home  for  some  time  so  her  mother  would 
be  satisfied.  It  took  several  days  to  get 
the  red  and  yellow  out  of  her  urine.  One 
of  the  older  boys  did  the  same  thing  at 
camp  a number  of  times  so  he  could  get 
more  to  eat.  Furthermore,  an  apple  tree 
on  the  grounds  with  apples  at  the  edible 
stage  was  known  to  be  responsible  for 
some  of  the  bad  tests  among  the  older 
boys.  In  all  fairness  to  the  campers,  we 
shall  never  again  camp  in  an  orchard. 

Complications. — There  were  a number 
of  complications  that  occurred  at  the 
camp  during  the  four  years  it  was  in 
operation.  One  case  of  homesickness,  one 
of  appendicitis,  one  catarrhal  jaundice, 
one  abscess  of  the  lower  leg,  and  one 
chronic  pretibial  ulcer.  There  were  no 
sore  throats  or  acute  infectious  diseases. 

Duration  of  Diabetes. — The  duration  of 
the  diabetes  was  noted  in  101  cases.  The 
most  recently  acquired  case  was  one  of 
three  months  while  the  longest  had  been 
present  for  over  nine  years.  There  were 


23  under  one  year  in  duration;  25  from 
one  to  two  years;  12  from  two  to  three 
years;  6 from  six  to  seven  years,  4 from 
seven  to  eight  years;  1 from  eight  to 
nine  years ; and  4 from  nine  to  ten  years. 

Age  at  Onset. — The  age  at  onset  varied 
from  less  than  1 year  to  14  years  of  age. 
The  greatest  number,  15,  began  their 
diabetes  at  8 years  of  age.  There  were  11 
that  began  at  9,  and  the  same  number  at 
10  years.  There  were  10  that  began  at  6 
years  of  age,  and  10  in  the  third  year.  At 
7 and  12  the  same  number,  9,  began  their 
sickness.  There  were  6 that  began  at  13; 
5 at  5;  4 at  11;  4 at  4;  4 at  2;  1 at  14; 
1 at  1 ; and  1 less  than  1 year  of  age  when 
the  diabetes  was  discovered. 

Summary 

Summarizing,  a summer  camp  for 
underprivileged  diabetic  children  has  been 
shown  to  be  a definite  need  in  New  York 
City.  Our  study  demonstrated  that  it  can 
be  a successful  undertaking  when  super- 
vised by  those  familiar  with  diabetic 
regimens.  The  camp  met  its  primary  pur- 
pose of  providing  a vacation  in  the 
country  for  a selected  group  of  under- 
privileged diabetic  children  in  Greater 
New  York.  That  it  was  a success  in  the 
opinion  of  the  children  is  proved  by  the 
fact  that  there  were  forty  applications  in 
1939  filed  by  former  campers. 

Notwithstanding  the  short  stay  of  the 
individual  camper,  additional  advantages 
were  noted.  The  general  condition  of  a 
large  proportion  of  the  children  was  im- 
proved and  a better  diabetic  balance  was 
obtained  in  over  two-thirds  of  them. 

Furthermore,  without  detracting  from 
the  recreational  status  of  the  camp,  in- 
struction in  urine  testing,  insulin  injec- 
tions, and  food  value  estimations  were 
given  so  that  every  child  on  leaving  was 
able  to  test  its  own  urine,  inject  its  own 
insulin,  and  make  simple  substitutions  in 
its  diet. 

From  our  collected  data  we  find  that 
the  height  and  weight  of  the  children  on 
arrival  at  camp  compared  favorably  with 
normal  standards.  Their  admission  diets 
expressed  the  general  trends  of  the  times 
— higher  calorie  and  higher  carbohydrate 
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content  becoming  more  evident  each  year. 
The  insulin  dosages  likewise  showed 
changes  parallel  to  the  newer  concepts  of 
insulin  administration.  First,  the  regular 
insulin  dosage  was  improved  by  less  fre- 
quent injections  and  better  distribu- 
tion. 

Later,  protamine  zinc  insulin  came  into 
use  with  still  fewer  injections;  and, 
finally,  crystalline  insulin  made  its  ap- 
pearance. 

It  was  also  noted  that  the  frequency  of 


glycosuria  increased  progressively  each 
year.  The  positive  acetone  tests,  how- 
ever, became  less  frequent  in  both  an 
actual  and  a relative  number.  These 
changes  were  concomitant  with  the  in- 
crease in  the  use  of  protamine  zinc  insulin 
and  the  increase  in  the  carbohydrate  con- 
tent of  the  diet. 

Finally,  in  conclusion,  this  study  con- 
vinces us  that  the  underprivileged  dia- 
betic child  attending  the  free  clinics  of 
Greater  New  York  is  well  treated. 


GINGERIZING  PUBLIC  HEALTH  STUFF 

“Go  Down,  Death!  A Story  of  Facts  and 
Figures,”  is  the  intriguing  title  of  the  annual 
report  of  the  health  officer  of  Mecosta  and 
Osceola  counties  in  Michigan.  Dr.  M.  C. 
Igloe,  of  Big  Rapids,  mimeographed  his  report, 
in  spiral  binding,  and  sent  a copy  for  review  to 
the  J.A.M.A.,  which  says  the  document  “is 
an  interesting  effort  to  do  for  the  health  officer’s 
annual  report  ....  what  Robert  Benchley  did 
for  the  “Treasurer’s  Report,  and  other  forms  of 
Community  Singing.”  The  reviewer  goes  on: 

Dr.  Igloe,  with  a sure  sense  of  what  will  make 
people  read  things  they  ought  to  read  but  usually 
will  not,  starts  out  with  a list  of  persons  impor- 
tant to  public  health  work  in  his  territory,  the 
state  of  Michigan,  and  the  nation.  Then  he 
proceeds  to  beguile  his  readers  with  titles  that 
tell  little  but  promise  much. 

“Robert  Manton  Makes  a Discovery”  is  the 
heading  of  Chapter  I,  dealing  with  the  discovery 
by  a citizen  that  a health  department  exists  in 
the  community  and  that  it  can  do  something 
about  typhoid. 

“They  Were  Once  Considered  Stupid”  intro- 
duces the  subject  of  health  examinations  of  school 
children  and  the  necessary  corrections,  ap- 
propriately assigned  to  the  family  doctor. 

“You’re  Twenty-Five  Years  Too  Late”  tells 
about  expectant  mothers  and  what  modern 
medicine,  with  the  cooperation  of  health  depart- 
ments, can  do  for  them. 

“Swell,  Then  I Don’t  Have  to  Marry  the 
Girl”  is  the  approach  to  the  syphilis  problem 
and  premarital  examination. 

“Thank  God  for  Lipstick”  tells  about  restau- 
rant sanitation,  dish  washing,  and  inspection. 


“Scarcely  Anybody  Ever  Died”  is  aimed  at 
the  arguments  of  the  old  timers  who  think  that 
public  health  work  is  an  unnecessary  frill  and  a 
needless  expense. 

“Trials  and  Tribulations”  is  a lament  about 
the  small  share  contributed  locally  for  local 
public  health  work  plus  some  timely  remarks 
on  the  obligations  of  health  departments  to  be 
as  local  as  possible  and  to  let  medical  treatment 
alone. 

“Haves  vs.  Have-Nots”  is  neither  political  nor 
economic  but  epidemiologic  and  serologic  treat- 
ing of  persons  with  communicable  diseases, 
carriers,  immunes,  contacts,  and  epidem- 
ics. 

“A  Collector  of  Garbage  Cans”  is  the  all-too- 
realistic  discussion  of  infected  mouths  and  de- 
caying teeth. 

“Go  Down,  Death,”  the  last  and  titular 
chapter,  named  from  a Negro  spiritual  quoted 
from  God's  Trombones  by  James  Weldon  Johnson 
(Viking  Press,  1927),  is  a summary  and  con- 
clusion, with  appropriate  references  to  two  health 
awards  earned  by  the  two-county  health  depart- 
ment in  the  rural  contests  by  the  Chamber  of 
Commerce  of  the  United  States. 

Practical  souls  who  must  have  their  statistics 
will  find  them  succinctly  and  graphically  pre- 
sented in  the  appendix,  where  the  casual  reader 
can  take  them  or  let  them  alone.  After  reading 
the  rest  of  the  report,  it  is  more  likely  that  he 
will  take  them.  This  is  a refreshing  and  in- 
teresting example  of  how  annual  reports, 
which  are  too  often  dull  and  dreary  obligations, 
can  actually  be  made  stimulating  and  enter- 
taining. 


WORLD’S  FAIR  VISIT  COSTS 

Physicians  coming  from  any  distance  to  visit 
New  York’s  1940  enlarged  World’s  Fair  are 
given  the  following  data  by  the  Official  Rooming 
Bureau : 

Hotels  of  the  city  can  care  for  about  80,000 
persons  at  prices  between  $1.50  and  $3.00  per 
day,  and  about  170,000  additional  visitors  be- 
tween $3.00  and  $5.00  per  day.  In  addition  are 
registered  and  inspected  private  homes  and  room- 


ing houses  which  will  accommodate  about  200,- 
000  persons  at  $1.00  and  $1.50  per  day  per  per- 
son. . . . Typical  budgets  for  visitors,  submitted 
by  the  bureau,  showed  one  person  can  spend  two 
days  at  the  Fair  and  one  night  in  New  York  for 
as  little  as  $4.70  including  room,  meals,  trans- 
portation and  admissions  to  the  Fair.  For  two 
persons  the  figure  is  $9.40,  and  for  two  adults 
and  a child,  $13.35. 


POSTCAVAL  URETER 


Francis  O.  Harbach,  M.D.,  Syracuse,  New  York 


It  is  evident,  after  an  extensive  survey 
of  the  literature,  that  postcaval  ureter 
is  an  extremely  rare  condition.  It  has 
long  been  known  to  anatomists  and 
embryologists.  According  to  McClure 
and  Huntington,1  it  is  a fairly  common 
finding  in  the  cat.  Hochstetter2  in 
1893  first  described  the  condition  in  man. 
Shih,3  in  1935,  reviewed  the  literature 
and  reported  an  additional  case.  In- 
cluding his  case,  there  was  a total  of  16 
cases  at  that  time.  Derbes  and  Dial4 
have  since  reported  2 cases,  and  Uebel- 
hor,5  Derbes  and  LaNasa,6  Wren,7  and 
May8  reported  1 each.  The  case  pre- 
sented here  brings  the  total  to  23  and  is 
the  ninth  to  be  found  at  operation . 

Case  Report 

E.  R.,  male,  aged  20,  was  admitted  to  the 
Syracuse  Memorial  Hospital,  December  13, 
1937,  complaining  of  pain  in  the  right  lower 
quadrant,  nausea,  but  no  vomiting,  day  fre- 
quency of  eight  or  nine  times  but  no  nocturia. 
He  voided  on  admission  and  the  urine  was  quite 
bloody.  This  was  the  first  such  attack.  The 
remainder  of  his  history  was  negative. 

The  physical  examination  was  not  of  any 
interest  except  for  the  abdominal  observations. 
There  was  marked  tenderness  in  the  lower  right 
quadrant  and  the  right  lumbar  region.  The 
muscles  were  spastic  but  there  was  no  rebound 
tenderness.  Neither  kidney  was  palpable.  The 
urine  showed  a few  white  cells,  hyaline  casts,  and 
a trace  of  albumin  in  addition  to  the  blood. 
The  blood  count  revealed  90  per  cent  hemo- 
globin, 5,400,000  red  cells,  15,700  white  cells  with 
81  per  cent  polymorphonuclears  and  19  mono- 
nuclears. The  temperature  was  100.4  F.  rectally. 

Cystoscopic  examination,  December  14,  re- 
vealed the  bladder  to  be  normal  except  for  slight 
congestion  about  the  right  ureteral  orifice. 
Indigo-carmine  appeared  from  the  left  ureteral 
orifice  in  four  minutes  in  a deep  blue  concentra- 
tion. There  was  no  appearance  from  the  right 
orifice  in  fifteen  minutes.  A No.  6 ureteral 
catheter  was  passed  up  the  right  ureter  for  a 
distance  of  20  cm.,  where  its  further  progress 


was  impeded.  A right  pyelo-ureterogram  was 
done.  The  x-rays  showed  a lack  of  filling  of  the 
pelvis  with  a marked  distortion  and  angulation 
of  the  ureter. 

The  young  man  left  the  hospital  to  spend  the 
Christmas  holidays  with  his  family.  He  re- 
turned January  10,  1938,  and  he  was  operated 
upon  January  12.  The  usual  incision  was  made 
in  the  right  kidney  region.  The  kidney  was 
firmly  bound  to  the  fatty  capsule  and  was  in  an 
advanced  stage  of  destruction.  It  was  mobilized 
with  difficulty.  The  ureter,  instead  of  coursing 
laterally  and  downward,  passed  medially  and 
beneath  the  inferior  vena  cava.  It  was  very 
much  dilated  as  was  the  pelvis.  The  ureter  was 
firmly  adherent  to  the  vein  and  in  its  course 
downward  was  closely  associated  with  the  vein 
and  aorta.  It  then  passed  over  the  vein  to  re- 
sume its  normal  course.  Because  of  the  severe 
kidney  damage  a nephrectomy  was  done.  The 
postoperative  course  was  uneventful,  and  he  was 
discharged  from  the  hospital  January  28,  1938, 
two  weeks  from  the  day  of  operation.  The 
pathologic  examination  of  the  specimen  revealed 
acute  and  chronic  pyelonephritis  with  marked 
hyalin  degeneration  of  the  tubular  epithelium, 
hydronephrosis,  and  hydroureter. 

Embryology 

The  anomaly  is  not  caused  by  any  mal- 
development  of  the  ureter  but  by  faulty 
development  of  the  inferior  vena  cava. 
For  a description  of  the  mechanism  I 
refer  you  to  articles  by  McClure,  Lewis, 
Gladstone,  and  Randall  and  Campbell. 
It  would  be  superfluous  to  repeat  here 
what  these  men  have  already  so  thor- 
oughly described.  The  anomaly  occurs 
in  four  different  forms. 

Type  I. — There  is  unilateral  persistence 
of  the  posterior  cardinal  vein  (observed 
only  on  the  right  side),  the  postrenal 
segment  of  this  vein  forming  the  post- 
cava.  The  great  majority  of  cases  fall 
in  this  group,  including  the  case  pre- 
sented here. 

Type  II. — Bilateral  persistence  of  the 
postcardinal  vein  (bilateral  retrocaval 
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ureter).  Gladstone’s9  case  belonged  in 
this  group. 

Type  III. — Unilateral  persistence  of 
the  right  posterior  cardinal  vein  together 
with  the  postrenal  portion  of  the  right 
supracardinal  giving  a double  vena  cava, 
both  on  the  right  side,  with  the  ureter 
passing  through  a ring  formed  by  these 
two  veins  and  their  anastomoses.  The 
cases  of  Wicks,10  Von  Gierke,11  and  Rot- 
ter12 belonged  to  this  group. 

Type  IV. — Unilateral  persistence  of 
the  right  posterior  cardinal  and  left 
supracardinal  veins  so  that  we  have  a 
particular  form  of  double  postcava,  one 
on  each  side  with  the  ureter  passing 
dorsally  to  the  right  vein.  Rotter  had  a 
case  belonging  to  this  type. 

Diagnosis 

No  case  reported  has  been  diagnosed 
preoperatively.  This  is  not  surprising 
in  view  of  the  fact  that  the  anomaly  is  so 
rare  that  we  do  not  sufficiently  consider  it 
as  the  possible  cause  of  the  ureteral  ob- 
struction present.  After  all,  the  symp- 
toms presented  and  the  x-ray  findings 
are  those  of  a ureteral  obstruction.  How- 
ever, the  x-ray  findings,  I believe,  might 
almost  be  considered  distinctive.  At 
least  the  position  of  the  ureter  is  so  differ- 
ent from  any  other  ureteral  obstruction 
that  we  should  at  least  suspect  the  possi- 
bility of  this  anomaly.  I am  in  agree- 
ment with  what  Shih  states:  “In  the 

case  reported,  while  the  correct  diag- 
nosis was  not  made  before  operation,  in 
retrospect  it  is  difficult  to  explain  the 
marked  angulation  of  the  ureter  on  the 
basis  of  one  of  the  usual  causes  of  ureteral 
kinking.  Winding  of  the  ureter  around 
the  inferior  vena  cava  should  be  borne 
in  mind  when  one  encounters  disloca- 
tion of  the  ureter  to  or  beyond  the  mid- 
line.”  Randall  and  Campbell13  state 
that  a highly  suggestive  sign,  which 
should  aid  in  the  preoperative  diagnosis 
of  this  condition,  is  the  peculiar  position 
that  the  ureteral  catheter  bears  to  the 
vertebral  column  when  lateral  roentgeno- 
grams are  taken.  The  ureter  hugs  the 
spine  rather  than  falling  away  from 
it. 


Derbes  and  Dial  say:  “We  are  aware  of 
no  way  by  which  a positive  preoperative 
diagnosis  can  be  made,  though  postcaval 
ureter  should  be  kept  in  mind  in  all  cases 
of  hydronephrosis  where  the  etiology  is 
obscure,  as  the  symptoms  and  sequelae 
plausibly  would  be  similar  to  ureteral 
obstruction  from  other  causes.  Since 
the  advent  and  wide  adoption  of  the 
posterior  approach  in  kidney  operations, 
the  surgeon  is  less  likely  to  observe  the 
course  taken  by  the  ureter.  Therefore, 
we  would  like  to  suggest  here  that,  if  the 
anterior-posterior  pyelogram  shows  the 
abdominal  portion  of  the  ureter  diverted 
toward  the  midline,  an  additional  film 
should  be  taken  in  the  lateral  position; 
then  if  the  ureter  is  shown  to  course 
anterior  to  the  shadow  of  the  bodies  of 
the  vertebrae,  we  believe  this  to  be 
suggestive  of  a postcaval  ureter,  es- 
pecially in  the  absence  of  obliteration  of 
one  or  more  calices,  hematuria,  and 
palpable  mass.  In  addition  an  examina- 
tion of  the  diagrams  of  the  previously 
reported  cases  shows  that  those  present- 
ing hydronephrosis  revealed  a typical 
falciform  curve  of  the  ureter  at  the  point 
it  encircled  the  vena  cava.” 

Treatment 

The  condition  must  be  recognized  early 
if  the  kidney  is  to  be  saved.  To  save  the 
kidney  the  ureter  must  be  severed,  disen- 
gaged from  the  vena  cava,  and  re- 
anastomosed. Kimbrough14  was  the  first 
to  attempt  and  accomplish  this  success- 
fully. More  recently  Uebelhor  and  May 
performed  the  same  sort  of  operation  and 
both  succeeded.  In  cases  where  this 
may  be  impractical,  a nephrectomy  must 
be  done. 

Summary 

An  additional  case  of  postcaval  ureter 
is  reported.  Twenty-two  cases  have 
been  reported  in  the  literature.  The 
case  presented  is  the  twenty- third.  Nine 
of  these  have  been  found  at  operation 
and  the  remainder  at  postmortem. 

The  preoperative  diagnosis  is  discussed 
and  the  treatment  outlined. 
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FRANCIS  O.  HARBACH 


PROSTITUTION  OF  SCIENTIFIC  SKILL 

The  miracles  of  science  are  not  always  used- 
for  the  benefit  of  humanity — sometimes  they 
merely  fatten  a profiteer’s  bank  account.  Thus 
the  Medical  Record  notes  that  recently  the  New 
Hampshire  (State)  Health  News  discussed  the 
“rich,  nutritive”  chocolate  drinks  that  have 
recently  become  so  highly  recommended  for 
children  by  those  who  manufacture  them.  In 
many  of  these  drinks  skimmed  milk  was  used. 
Why? 

The  makers’  replies  were  disingenuous.  It 
was  asserted  that  the  use  of  whole  milk  would 
make  the  drink  too  “rich,”  perhaps  indigestible. 
This  is  preposterous,  for  the  removal  of  1 or  2 
per  cent  of  readily  digestible  butterfat  from  milk 
could  accomplish  no  such  result,  especially  when 
it  was  replaced  with  chocolate  syrup.  But  it 
was  cheaper  to  use  the  syrup  and  sell  the  butter- 
fat  separately  for  profit! 

The  chocolate  syrup  used  constantly  tended 
to  make  the  drink  too  rich  and  sweet.  It  in- 
creased the  sugar  intake.  A vegetable  fat  de- 
ficient in  vitamin  A was  used  to  replace  vitamin- 
rich  butterfat.  In  some  cases  starch  and  tapioca 
were  actually  used  to  thicken  the  drink  and  give 
it  deceptive  body.  Furthermore,  the  theo- 
bromine in  chocolate  and  cocoa  is  now  rated 
twice  as  toxic  as  the  caffeine  in  coffee  and  should 
not  be  overfed  to  the  young. 

This  tends  to  explain  why  the  lag  between  the 
social  and  the  physical  and  biologic  sciences  is 


srthe  most  important  problem  confronting  the 
world  today.  The  progress  of  research  in  the 
laboratory  has  been  astonishing.  But  we  have 
no  scientifically  planned  way  of  putting  scientific 
knowledge  to  work  most  usefully.  Part  of  this 
stems  from  the  ivory-tower  otherworldliness  of 
the  typical  scientist  who  was  content  to  do  his 
work  and  let  any  who  desired  exploit  the  results. 
Examples  appear  daily. 

The  individuals  who  studied  the  intricacies  of 
the  so-called  vitamin  B complex  were  certainly 
serious  scientists.  But  the  individuals  who  threw 
a dash  of  vitamin  Bx  into  the  formula  of  a nation- 
ally known  female  remedy  for  no  reason  known 
to  rational  therapy  were  simply  after  profits. 

Certainly  the  laboratory  workers  who  made  the 
initial  studies  of  such  drugs  as  sulfanilamide  and 
its  derivatives,  or  of  cinchophen,  or  even  dinitro- 
phenol,  were  serious  and  possibly  humanitarian. 
But  those  who  have  exploited  these  drugs  in 
patent  medicine,  causing  health  injury  and 
death  of  their  victims,  were  simply  after  profit. 

One  way  of  looking  at  it,  then,  our  present 
society  tends  to  put  much  scientific  knowledge  to 
work  too  quickly  and  in  the  wrong  way.  It  is 
not  always  a lag  that  bothers  us.  It  is  much 
better  to  see  to  it  that  powerful  drugs  are  studied 
most  carefully  in  laboratory  and  clinic  and  proved 
harmless  under  ordinary  conditions,  than  to  have 
them  exploited  to  the  public  at  once  and  to  the 
great  detriment  of  the  users. 


A QUICK-FINGERED  “PILL  CLINIC” 

The  Westchester  Medical  Bulletin  under  the 
heading  “Speed  and  Efficiency  Noted  Under 
State  Medical  Plan,”  says: 

A taste  of  what  medical  care  may  become  under 
governmental  auspices  is  found  in  a dispatch  by 
the  International  News  Service  under  an  Albany 
date  line  on  January  20.  This  item,  published 
in  the  Journal  American,  relates  to  an  inspection 
report,  sharply  criticizing  the  existence  of  a 
“pill  clinic”  at  the  Rikers  Island  Penitentiary, 
issued  by  the  State  Commission  of  Correction. 

According  to  the  inspection  report  an  inspector 
for  the  commission  found  that  inmates  reporting 
to  sick-call  clinics  on  the  day  of  inspection, 
were  handled  at  a rate  of  four  or  five  a minute. 

“Prisoners  form  two  columns,”  the  report 
said,  “and  as  they  pass  a table  they  are  given  a 
prescription  blank  which  they  take  to  a physician 
who  sits  at  a table  near  the  entrance  to  the 
examination  room  of  the  clinic. 


“As  the  prisoners  pass  in,  they  tell  him  what 
their  ailment  appears  to  be  and  he,  without  any 
examination  whatever,  writes  a prescription, 
scribbling  it  so  quickly  that  the  nurse  who  hands 
out  the  pills  from  a tray  which  he  has  on  a table 
could  not  in  a number  of  instances  read  the 
prescription. 

“In  a few  instances,  where  the  inmate’s  com- 
plaints seem  to  warrant  further  examination,  the 
doctor  directed  an  examination  which  was  con- 
ducted by  another  physician  in  the  examination 
room. 

“After  the  close  of  the  clinic  it  was  found 
by  a count  of  the  prescriptions  handed  out  that 
one  hundred  twenty  men  had  passed  through 
within  an  hour.”  The  inspector  added  a cryptic 
comment  to  the  effect  that  “it  appears  that  such 
treatment  can  be  of  little  if  any  value,  as  it 
seems  incredible  that  any  physician  can  diagnose 
and  prescribe  at  that  rate.” 


THE  USE  OF  CALCIUM  CHLORIDE  IN  THE 
TREATMENT  OF  CHILLS 

Paul  B.  Beeson,  M.D.,  and  Charles  L.  Hoagland,  M.D.,  New  York  City 
( From  the  Hospital  of  The  Rockefeller  Institute  for  Medical  Research ) 


IN  a previous  communication1  it  was 
reported  that  the  intravenous  injec- 
tion of  calcium  chloride  solution  had 
been  found  to  bring  about  prompt  ter- 
mination of  a majority  of  chills  which  oc- 
curred after  the  administration  of  anti- 
pneumococcic  serum.  Additional  studies 
have  been  made  on  the  effect  of  this  agent, 
not  only  on  chills  following  serum  ad- 
ministration but  also  on  those  due  to 
other  causes,  namely,  malarial  chills, 
those  following  blood  transfusions,  and 
the  intravenous  injection  of  typhoid 
vaccine.  The  present  paper  deals  with 
the  results  that  have  been  obtained. 

The  preparation  of  calcium  chloride 
used  was  a 10  per  cent  aqueous  solution. 
The  usual  quantity  injected  was  10  cc. 
although  as  much  as  20  cc.  has  been 
given.  The  solution  should  be  injected 
very  slowly  as  it  has  been  found  that  if 
given  too  rapidly  the  chill  manifestations, 
although  initially  relieved,  may  recur. 

In  all  patients  treated  with  calcium, 
the  chills  at  the  time  of  treatment  were 
at  least  of  moderate  severity,  character- 
ized by  tremor  of  the  extremities,  general- 
ized spasticity  of  the  skeletal  muscles, 
cyanosis,  chattering  of  the  teeth,  and  a 
sensation  of  coldness.  In  the  cases  re- 
ported as  having  been  completely  re- 
lieved, the  effect,  indicated  by  relaxa- 
tion of  muscular  spasm,  cessation  of 
tremor,  and  disappearance  of  symptoms, 
usually  appeared  within  fifteen  seconds 
of  the  beginning  of  the  injection.  Pa- 
tients usually  volunteered  the  informa- 
tion that  they  felt  warm  and  comfort- 
able. 

Chills  Following  Administration  of  An- 
tipneumococcic  Serum. — Twenty-one  pa- 
tients with  lobar  pneumonia  have  been 
treated  with  calcium  chloride  during  chills 
occurring  after  serum  administration. 
In  13  cases  there  was  complete  relief. 


In  the  remaining  8 cases  there  was  in- 
complete or  no  relief. 

Chills  Occurring  in  Malaria. — Three 
patients  suffering  from  malaria  (induced 
in  the  treatment  of  neurosyphilis)  were 
available  for  study.  In  this  group  cal- 
cium chloride  was  administered  on  five 
occasions.  Immediate  relief  of  the  chill 
was  obtained  in  all  five  instances,  but  in 
two  instances  the  injection  caused  nausea 
and  had  to  be  discontinued,  after  which 
the  chill  recurred. 

Chill  Reactions  to  Blood  Transfusion. — 
Calcium  chloride  was  administered  dur- 
ing this  type  of  chill  on  two  occasions, 
both  in  the  same  patient.  In  one  in- 
stance there  was  immediate  termination 
of  the  chill,  while  in  the  second  there  was 
no  observable  effect.  No  explanation 
for  these  dissimilar  results  was  apparent. 

Chills  Following  Intravenous  Injection 
of  Typhoid  Vaccine. — Observations  were 
made  on  2 patients  who  were  given  ty- 
phoid vaccine  intravenously  in  the  treat- 
ment of  arthritis.  Calcium  chloride  was 
administered  during  seven  chills  occur- 
ring in  these  2 patients.  In  three  in- 
stances there  was  complete  relief,  in 
two  there  was  marked  diminution  in  the 
intensity  of  the  chills,  and  in  two  there 
was  no  apparent  effect. 

Effect  on  Body  Temperature. — Termina- 
tion of  the  chill  by  calcium  chloride  did 
not  appear  to  have  any  effect  on  the 
subsequent  elevation  of  body  tempera- 
ture. Continuous  records  of  the  rectal 
temperatures  of  patients  during  chills 
following  intravenous  injection  of  typhoid 
vaccine  were  obtained  by  means  of  an 
apparatus  designed  by  Dr.  J.  Murray 
Steele.2  A thermocouple  inserted  into 
the  rectum  is  connected  to  a galvanome- 
ter. A beam  of  light  is  deflected  by  the 
galvanometer  onto  a slowly  moving  strip 
of  photographic  film,  thus  providing  a 
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Fig.  1.  Course  of  the  rectal  temperature  follow- 
ing intravenous  injection  of  typhoid  vaccine. 


continuous  record  of  variations  in  the 
rectal  temperature.  Figs.  1 and  2 are 
diagrammatic  representations  of  two  such 
tracings.  In  both  cases  the  chill  occurred 
about  one  hour  and  fifteen  minutes  after 
the  intravenous  administration  of  ty- 
phoid vaccine.  It  will  be  noted  that  the 
rectal  temperature  began  to  rise  at 
about  the  time  of  onset  of  the  chill  and 
continued  to  rise  for  almost  one  hour 
after  the  chill  had  ceased.  No  calcium 
chloride  was  administered  during  the 
period  in  which  Fig.  1 was  made.  On  the 
other  hand  Fig.  2 illustrates  an  instance 
in  which  the  administration  of  calcium 
chloride  brought  about  prompt  relief  of 
the  chill.  As  in  the  other  cases  cited, 
irrespective  of  the  causative  factor,  there 
was  no  significant  difference  in  tempera- 
ture response  whether  the  chill  was  al- 
lowed to  run  its  natural  course  or  was 
aborted  by  the  administration  of  calcium 
chloride. 

Discussion 

Reports  of  toxic  effect  from  the  thera- 
peutic use  of  calcium  chloride  are  un- 
common. It  probably  should  not  be 
given  intravenously  to  patients  who  are 
receiving  digitalis  because  calcium  and 
digitalis  have  an  additive  effect.3’4,5 
Intravenous  injections  must  be  made  care- 
fully since  extravasation  of  calcium  chlo- 


°c. 


Fig.  2.  Course  of  the  rectal  temperature 
following  intravenous  injection  of  typhoid  vac- 
cine. The  chill  was  terminated  abruptly  by  in- 
jection of  calcium  chloride. 

ride  into  the  subcutaneous  tissues  may 
cause  necrosis.  The  only  untoward  effect 
encountered  during  these  studies  was  the 
occasional  occurrence  of  nausea,  which,  in 
3 cases  was  severe  enough  to  result  in 
vomiting.  The  sensation  of  nausea  usu- 
ally came  on  rather  suddenly  and  occurred 
most  frequently  in  the  malaria  patients, 
who  were  often  somewhat  nauseated  as  a 
consequence  of  the  malaria  itself.  The  re- 
sult to  be  obtained  in  individual  cases 
was  not  easily  predictable,  although  in 
general  the  beneficial  effect  of  calcium 
chloride  was  found  to  be  less  marked  on 
the  severe  chills  than  on  those  of  only 
moderate  severity. 

Summary 

Intravenous  injection  of  calcium  chlo- 
ride has  been  found  in  a majority  of  cases 
to  terminate  chills  due  to  various  causes. 
Relief  of  the  chill  appeared  to  have  no  ef- 
fect on  the  subsequent  elevation  of  the 
body  temperature. 
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The  pathogenesis  of  human  tubercu- 
losis is  difficult  to  elicit  because  it  is 
impossible  to  determine  (1)  the  date  of 
the  first  contact  with  the  tubercle  bacillus, 
(2)  the  quantity  of  bacilli  inhaled,  or  (3) 
the  constitution  (nature  of  the  soil)  of 
the  host.  Any  interpretation  of  the 
disease  depends  upon  studies  of  necrop- 
sies, which  in  large  part  represent  the  end 
stage  of  a disease  of  long  duration.  Cer- 
tain deductions  made  from  the  study  of 
such  material  have  come  to  be  accepted 
as  fact.  Calcified  parenchymal  foci  with 
similar  lesions  in  the  lymph  nodes  drain- 
ing the  area  are  now  considered  as  evi- 
dence of  first  infections  and  are  spoken 
of  as  “the  primary  complex  of  Ghon.” 
A firm,  well-circumscribed  lesion  without 
calcification  is  spoken  of  as  the  “pro- 
ductive type”  and  carries  with  it  the 
impression  that  the  whole  lesion  is  entirely 
the  result  of  the  reaction  of  the  local 
tissue.  If  the  lesion  is  not  circumscribed 
and  is  soft,  the  term  “exudative  type”  is 
used,  signifying  that  the  lesion  is,  in  large 
part,  produced  by  the  immigration  of 
inflammatory  exudate,  cells,  and  fluid 
from  the  circulating  blood.  The  macro- 
scopic appearance  of  the  pathology  in 
adult  lungs  presents  a picture  sufficiently 
different  from  that  in  children  so  that  an 
adult  or  reinfection  type  of  disease  has 
gained  acceptance.  With  the  introduc- 
tion of  the  term  “reinfection”  and  the 
knowledge  that  a “first”  infection  sensi- 
tizes the  individual  to  tuberculin,  the 
allergic  or  sensitized  state  has  come  to 
be  regarded  as  a prime  cause  for  the  differ- 
ence between  the  so-called  “childhood” 
and  “adult  type”  of  disease.  Another 


commonly  accepted  idea  is  that  cavita- 
tion of  a tuberculous  lesion  occurs  as  a 
result  of  reinfection  upon  an  allergic  soil. 

In  an  attempt  to  visualize  the  probable 
pathology  in  tuberculous  patients  most  of 
the  above  pathologic  concepts  have  been 
adopted  by  the  clinician.  This  is  es- 
pecially true  when  it  comes  to  an  inter- 
pretation of  the  pulmonary  shadows 
observed  in  roentgenograms,  for  roent- 
genologic findings  have  assumed  great 
importance  since  a considerable  number 
of  tuberculous  patients  fail  to  exhibit 
any  significant  physical  signs  or  clinical 
symptoms.  A perusal  of  the  literature 
on  the  clinical  aspects  of  tuberculosis 
readily  reveals  how  widely  accepted  are 
the  pathologic  concepts  noted  here. 

While  many  studies  have  been  con- 
ducted on  experimentally  infected  ani- 
mals of  different  types,  attention  has  not 
been  directed  to  the  pathogenesis  of  pul- 
monary tuberculosis  under  different  con- 
ditions. In  general,  the  researches  were 
undertaken  to  determine  the  patho- 
genicity of  the  tubercle  bacillus,  the  mode 
and  extent  of  spread  of  the  infection  from 
the  site  of  inoculation,  the  presence  of 
sensitization  and  the  effect  of  desensiti- 
zation, and  the  effect  of  vaccination  in 
relation  to  survival  time,  extent,  and 
bacillary  content  of  the  tuberculous 
lesions.  The  experimental  data  pre- 
sented in  this  paper  analyzes  the  condi- 
tions observed  in  the  lung  parenchyma 
of  rabbits  inoculated  intravenously  with 
tubercle  bacilli.  A comparative  study 
of  the  pathogenesis  of  primary  infection 
with  bacilli  of  high  and  low  pathogenicity 
and  of  reinfection  with  bacilli  of  high 
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pathogenicity  upon  a soil  sensitized  by 
a primary  infection  with  bacilli  of  low 
pathogenicity  is  reported. 

Three  groups  of  rabbits,  each  consisting 
of  20  animals  of  approximately  the  same 
age,  were  treated  as  follows:  Group  A — 
10  mg.  of  living  tubercle  bacilli  of  low 
pathogenicity  (BCG) ; Group  B — 0.05 
mg.  of  living  bacilli  of  high  pathogenicity 
(Bovine) ; Group  C — the  pulmonary 
tissue  had  been  sensitized  by  a single 
inoculation  of  10  mg.  of  bacilli  of  low 
pathogenicity  and  six  months  later  a 
reinfection  was  given  by  the  inoculation 
of  0.05  mg.  of  living  bacilli  of  high  patho- 
genicity. The  three  groups  were  all 
inoculated  on  the  same  date,  and,  at 
fairly  frequent  intervals  thereafter,  ani- 
mals were  killed  in  order  that  the  patho- 
genesis of  the  pulmonary  lesions  could  be 
determined.  The  groups  will  be  spoken 
of  as  A,  B,  or  C. 

In  A,  3 of  the  animals  died  from  acute 
nontuberculous  bronchopneumonia,  and 
the  remainder  showed  no  ill  effects  from 
their  inoculation.  In  B,  death  from  the 
tuberculous  infection  occurred  as  early 
as  the  fifth  week  and  all  of  the  animals 
were  dead  by  the  eighth  week.  In  C, 
the  first  tuberculous  death  was  at  four 
months  and  the  last  survivor  died  in 
seven  months.  One  animal  of  this  group 
died  from  spontaneous  pneumothorax. 
The  pathologic  observations  of  this  serial 
study  will  be  discussed  in  general  terms 
as  between  the  different  groups  instead 
of  attempting  to  give  a detailed  analysis 
of  the  individual  animals. 

Four  days  after  inoculation,  micro- 
scopic lesions  were  present  in  all  groups. 
The  largest  number  were  in  A,  a reflection 
of  the  greater  dosage.  The  individual 
foci  presented  a similar  picture  in  all 
groups — a small  irregular  area  of  damaged 
alveolar  walls  within  which  monocytes 
and  neutrophils  had  accumulated.  No 
tubercle  bacilli  could  be  demonstrated 
even  after  prolonged  search.  None  of 
the  lesions  presented  a histopathologic 
picture  that  would  suggest  that  they 
were  tuberculous  in  nature. 

At  two  weeks  small  lesions  could  be 
seen  on  macroscopic  examination  of  the 


lungs  in  each  group.  They  were  most 
numerous  in  A,  again  a reflection  of  the 
heavier  seeding  of  the  tissue.  Lesions 
were  fairly  evenly  distributed  in  all  parts 
of  the  parenchyma.  Microscopic  study 
showed  that  the  cellular  content,  largely 
monocytes,  was  much  the  same  in  A and 
C and  that  in  B,  neutrophils  were  more 
abundant  than  in  A and  C.  In  size  the 
foci  were  smallest  in  A.  Small  areas  of 
caseation  were  present  in  B and  C only. 
All  of  these  lesions  were,  in  effect,  small 
spots  of  pneumonia  in  that  the  alveoli 
adjacent  to  the  damaged  alveolar  walls 
contained  a considerable  number  of  the 
cells  of  inflammation.  The  increase  in 
size  of  the  lesions  appeared  to  be  due 
entirely  to  emigration  of  cells  from  the 
blood  stream,  as  no  evidence  of  hyper- 
plasia of  the  local  tissue  was  demon- 
strable. Bacilli  were  scarce  in  the  foci 
in  A,  demonstrable  only  in  the  small 
caseous  areas  in  C,  and  easily  found  not 
only  in  the  caseous  areas  but  in  other 
portions  of  the  lesions  in  B. 

At  one  month,  macroscopic  examination 
showed  the  tuberculous  lesions  smallest 
in  A,  largest  in  B,  and  intermediate  in 
size  in  C.  An  even  distribution  of  lesions 
within  the  lung  parenchyma  was  noted. 
Microscopic  examination  showed  that  the 
lesions  in  B and  C were  much  more 
spreading  in  type  than  in  A.  Large 
caseous  foci  and  numerous  ulcerative 
lesions  of  the  bronchial  tree  were  present 
in  B,  smaller  areas  of  caseation  and  no 
ulceration  in  C,  and  no  caseation  in  A. 
The  outstanding  difference  in  the  cellular 
content  of  the  lesions  was  the  greater 
number  of  neutrophils  in  B,  these  cells 
being  predominant  in  the  early  caseating 
and  ulcerating  foci.  Tubercle  bacilli 
were  easily  demonstrated  in  the  lesions 
of  all  groups  but  were  much  more  numer- 
ous and  widespread  in  B. 

Between  the  fifth  and  eighth  weeks 
all  of  the  animals  remaining  in  B died 
from  the  infection.  The  macroscopic 
and  microscopic  pathology  differed  from 
the  earlier  phases  only  in  that  a greater 
volume  of  the  lung  tissue  was  involved 
and  an  increase  in  the  amount  of  inflam- 
matory exudate  was  present.  In  no 
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instance  was  evidence  found  of  regression 
of  the  disease  or  of  a reparative  process 
of  a lesion.  Bacilli  in  large  numbers 
were  present  in  the  ulcerative  lesions  and 
in  the  inflammatory  exudate  within  the 
bronchi.  They  were  scarce  in  many  of 
the  old  caseous  foci. 

In  A the  volume  of  exudate  increased 
up  to  six  weeks  and  then  gradually  re- 
gressed so  that  by  the  end  of  the  seventh 
month  only  an  occasional  lesion  was  left. 
Textbook  tubercles  were  numerous  at 
two  months.  As  the  lesions  regressed 
more  and  more  toward  resolution  or  to- 
ward fibrosis,  the  lymphocyte  became 
the  dominant  cell  type.  An  occasional 
tubercle  with  a focus  of  caseation  was 
found  in  the  lesions  present  after  three 
months,  and  at  seven  months  an  occa- 
sional caseous  tubercle  showed  calcifica- 
tion. Tubercle  bacilli  were  easily  dem- 
onstrated in  the  majority  of  lesions  at 
six  weeks,  but  at  a later  date  they  could 
be  found  only  in  the  tubercles  with 
caseation.  The  calcified  tubercles  re- 
vealed no  bacilli. 

Group  C developed  a macroscopic 
pathology  quite  different  from  A and  B. 
As  time  elapsed  the  tuberculous  lesions 
regressed  to  invisibility  in  areas  of  con- 
siderable size  in  the  deeper  and  ventral 
lung  parenchyma.  On  the  other  hand 
lesions  progressed  even  to  cavitation  in 
the  dorsal  parenchyma,  especially  toward 
the  caudal  portion  of  the  lung,  and  pleural 
adhesions  over  these  latter  lesions  were 
common.  Microscopic  studies  of  numer- 
ous areas  of  the  lung  showed  a wide 
variety  of  lesions.  Textbook  tubercles, 
focal  accumulation  of  lymphocytes,  scars, 
and  an  occasional  calcified  caseous 
tubercle  were  observed  in  those  areas 
where  the  disease  had  regressed.  In 
these  areas  no  bacilli  could  be  demon- 
strated. The  progressive  lesions  in  the 
dorsal  and  caudal  portion  of  the  lung 
showed  large  areas  of  caseation  that  in 
small  portions  were  partly  calcified. 
Peripheral  to  the  caseation  was  a more  or 
less  successful  encapsulation  by  fibrosis 
with  a zone  of  monocytes,  lymphocytes, 
and  occasional  giant  cells  bordering  on 
the  caseous  material.  Partial  liquefaction 


of  the  caseous  material  was  evident  in 
places,  and  if  such  areas  connected  with 
a bronchus,  both  neutrophils  and  tubercle 
bacilli  were  abundant.  In  some  instances 
bronchial  discharge  of  the  softened  case- 
ous material  was  sufficiently  great  to 
warrant  the  designation  of  cavity  forma- 
tion. The  only  areas  in  any  of  these 
large  lesions  where  tubercle  bacilli  could 
be  readily  demonstrated  were  those  in 
connection  with  bronchi,  and  in  these 
places  large  numbers  of  organisms  were 
always  present. 

A survey  of  the  data  presented  above 
shows  that  we  have  observed  as  wide  a 
variety  of  lesions  in  this  experiment  as 
has  been  described  for  human  pulmonary 
tuberculosis:  “productive”  type,  “exuda- 
tive” type,  bronchiogenic  spreads,  cavi- 
tation, calcification,  fibrosis,  and  pleural 
adhesions.  Also  the  characteristics  of 
the  bacillus  (low  or  high  pathogenicity), 
the  amount  of  bacilli  used,  the  date  of 
the  infection,  the  approximate  age  of  the 
lesions,  and  the  nature  of  the  soil  (virgin 
or  sensitized)  are  all  known.  With  such 
data  at  hand  it  would  seem  reasonable 
that  a fairly  accurate  idea  of  the  patho- 
genesis of  the  disease  could  be  determined 
and  that  the  influence  of  a sensitized  tis- 
sue upon  a reinfection  could  be  evaluated. 

All  of  the  tuberculous  lesions  observed 
in  this  study  were  in  large  part  “exuda- 
tive” in  type.  That  is  the  neutrophils, 
monocytes,  lymphocytes,  and  fluid  were 
“exuded”  from  the  blood  stream  the 
same  as  in  any  inflammatory  process. 
The  only  evidence  that  the  local  lung 
parenchyma  participated  in  the  disease 
was  the  presence  of  damaged  alveolar 
walls  or  an  increase  of  fibroblastic  tissue 
in  the  repair  or  encapsulation  of  lesions. 
While  textbook  tubercles,  the  classic 
example  of  a “productive”  lesion,  were 
frequently  observed,  they  were  never 
seen  in  the  early  development  of  the 
disease.  Instead  they  represented  a 
reparative  or  healing  stage  of  a lesion. 
Such  tubercles  were  not  once  observed 
in  Group  B and  only  in  the  later  phases 
of  the  disease  in  Groups  A and  C. 

Tuberculous  foci  in  the  lung  paren- 
chyma were  all  areas  of  pneumonitis  in 
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that  they  consisted  of  a “core”  of 
damaged  alveolar  walls,  with  a spilling 
over  of  the  inflammatory  exudate  into 
the  adjacent  alveoli  as  its  volume  in- 
creased. A lesion  of  macroscopic  pro- 
portions, regardless  of  its  size,  texture,  or 
general  appearance,  represented  an  area 
of  lung  parenchyma,  the  alveolar  spaces 
of  which  were  more  or  less  gorged  with 
the  products  of  inflammation.  The 
caseous  areas  were  a combination  of  dead 
lung  parenchyma  and  dead  inflammatory 
exudate.  The  phenomenon  of  cavitation 
was  dependent  on  the  liquefaction  of  the 
caseous  debris  and  its  discharge  through 
the  bronchial  tree.  The  process  is  similar 
to  the  pathogenesis  of  a staphylococcic 
“boil,”  except  that  in  the  staphylococcic 
lesion  the  development  is  a matter  of 
days,  whereas  in  tuberculosis  it  is  a matter 
of  weeks  or  months.  This  difference 
would  seem  to  be  due  to  the  nature  of  the 
infectious  agent  and  to  the  type  of 
chemical  damage  it  causes  rather  than 
to  any  difference  in  the  cell  types  that 
participate  in  the  inflammatory  process. 

Calcification  appears  to  be  nature’s 
way  of  rendering  inocuous  certain  isolated 
caseous  areas.  Perhaps  because  of  the 
chemical  products  in  the  area,  the  debris 
is  more  easily  changed  to  hard  soap  than 
it  is  resorbed.  Calcification  was  ob- 
served in  both  primary  and  reinfection 
lesions,  and  it  is  quite  probable  that  this 
is  also  true  in  human  tuberculosis.  A 
calcified  residuum  of  a tuberculous  lesion 
indicates  only  that  the  host  had  con- 
siderable difficulty  in  defeating  the 
tubercle  bacillus. 

The  foregoing  discussion  brings  up  a 
consideration  of  the  significance  of  the 
primary  complex  of  Ghon.  The  data 
cited  above  proves  that  lesions  of  re- 
infection as  well  as  of  primary  infection 
may  regress  to  complete  resorption  or 
to  a residual  fibrous  scar.  It  is  well 
known  that  a considerable  proportion  of 
human  beings  who  are  tuberculin-sensi- 
tive reveal  no  evidence,  by  roentgeno- 
gram, of  a primary  complex.  While 
impossible  of  proof  from  human  material, 
our  experimental  data  would  seem  to 
suggest  that,  in  a large  number  of  persons, 


tuberculous  lesions,  whether  primary  or 
reinfection,  end  in  resorption  rather  than 
in  calcification.  When  the  primary  com- 
plex of  Ghon  is  demonstrable,  it  indicates 
that  the  individual  had  a difficult  task  in 
conquering  the  infection.  Probably  no 
other  significance  can  be  attached  to  it. 

From  the  histopathology  of  individual 
tuberculous  lesions  it  was  found  im- 
possible to  distinguish  between  Groups 
A,  B,  and  C during  the  first  week  or  ten 
days  after  their  inoculation.  As  further 
time  elapsed,  Group  A could  easily  be 
differentiated  from  the  other  groups  by 
the  macroscopic  appearance  of  the  lungs 
and  by  the  histopathology  and  bacillary 
content  of  the  lesions.  Group  B could 
be  distinguished  from  Group  C during 
the  first  month  by  the  larger  number  of 
tubercle  bacilli  in  the  lesions.  Later  the 
uniform  progression  of  the  lesions  and 
the  presence  of  large  caseous  foci  and 
areas  of  ulceration  into  the  bronchial  tree 
in  lesions  from  all  portions  of  the  lung 
parenchyma  also  became  distinctive  of 
Group  B. 

Group  C (reinfection)  suggested  a 
hybridization  of  A and  B.  Lesions  that 
were  indistinguishable  from  those  in  A 
and  others  that  were  indistinguishable 
from  those  in  B were  demonstrable. 
Correlation  of  the  macroscopic  and  micro- 
scopic pathology  demonstrated  that  no 
distinction  between  the  tuberculous  foci 
in  various  areas  of  the  lung  parenchyma 
could  be  made  during  the  first  month  of 
the  infection.  Later  foci  in  the  deeper 
and  more  ventral  portions  of  the  lung 
regressed  to  complete  resorption,  scar 
formation,  or  calcification,  while  lesions 
located  in  the  more  superficial  dorsal 
and  caudal  areas  progressed  even  to  cavi- 
tation. Such  lungs  have  a close  re- 
semblance to  the  so-called  adult  or  re- 
infection type  of  human  pulmonary 
tuberculosis,  with  the  exception  that  the 
progressive  lesions  tended  to  be  localized 
in  the  caudal  rather  than  the  cephalic 
part  of  the  lung  lobes. 

The  soil  was  conditioned  or  sensitized 
in  Group  C by  a liberal  seeding  of  the 
capillary  bed  of  the  pulmonary  paren- 
chyma by  the  intravenous  inoculation  of 
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a considerable  amount  of  living  tubercle 
bacilli  of  low  pathogenicity.  Later  this 
soil  was  similarly  reseeded  with  a much 
smaller  amount  of  living  bacilli  of  high 
pathogenicity.  Time  demonstrated  that 
the  fate  of  a tuberculous  lesion  depended, 
in  large  part,  upon  where  it  happened  to 
be  located  in  this  conditioned  or  sensi- 
tized soil.  When  tubercle  bacilli  of  high 
pathogenicity  can  be  successfully  com- 
bated in  some  area  of  a sensitized  organ, 
progressive  lesions  in  other  portions  of 
the  same  organ  would  indicate  that  the 
bacilli  thrive  in  spite  of,  rather  than  be- 
cause of,  the  conditioned  soil.  This  situa- 
tion would  seem  to  render  untenable  the 
concept  that  tuberculin  sensitization 
makes  a tissue  more  vulnerable  to  a 
tuberculous  infection.  In  other  experi- 
ments we  have  been  able  to  obtain  lungs 
indistinguishable  from  the  picture  pre- 
sented by  the  lungs  in  Group  C in  a 
primary  infection  of  long  duration.  In 
other  words,  if  a certain  balance  between 
the  resistance  of  the  host  and  the  patho- 
genicity and  dosage  of  the  bacillus  is 
obtained,  a type  of  pathology  that  is 
indistinguishable  from  that  of  a reinfec- 
tion can  be  produced  in  a primary  in- 
fection. The  concept  of  a reinfection 
type  of  tuberculosis  therefore  becomes 
meaningless. 

The  data  presented  here  demonstrates 
that  for  some  reason  the  higher  portions 
of  the  lung  parenchyma  in  the  rabbit  are 
more  vulnerable  to  tuberculous  infection 
than  are  the  inner  and  more  dependent 
areas.  Clinical  and  necropsy  studies  of 
human  beings  reveal  this  same  pecul- 
iarity, more  noticeable  perhaps  in  adults. 
If,  by  chance,  tubercle  bacilli  lodge  in 
the  upper  portions  of  the  parenchyma  of 
any  lobe  of  a lung,  the  stage  is  set  for  the 
possible  development  of  a chronically 
progressive  disease.  How  the  bacillus 
arrived  at  this  destination  would  seem 
to  be  of  little  importance.  No  part  of 
the  lung  parenchyma  is  capable  of  suc- 
cessfully combating  a massive  infection 
which  may  be  delivered  through  bronchio- 
genic  spreading  from  a cavitating  lesion. 
But  clinical  and  necropsy  studies  reveal 
a remarkable  ability  of  the  more  de- 


pendent portions  of  the  lung  parenchyma 
to  remain  free  from  disease  and  to  over- 
come a considerable  amount  of  infection. 
With  the  data  we  have  presented  as  a 
background  we  suggest  that  greater 
attention  be  directed  to  the  location  of 
tuberculous  lesions  in  the  lobes  of  the 
lungs.  Of  considerably  less  importance 
is  the  consideration  of  the  age  of  the 
infected  individual  and  whether  the  in- 
fection is  a first  or  a fiftieth  infection.  A 
sensitized  soil  is  in  all  probability  a friend 
rather  than  a foe  in  the  fight  against 
tuberculous  infection. 

Summary 

A comparative  study  of  the  patho- 
genesis of  experimentally  produced  pul- 
monary tuberculosis  in  the  rabbit  is  pre- 
sented wherein  a primary  infection  with 
bacilli  of  low  or  high  pathogenicity  or  a 
reinfection  with  bacilli  of  high  patho- 
genicity was  produced.  The  data  ob- 
tained from  this  study  is  considered  in 
relation  to  certain  concepts  of  the  patho- 
genesis of  human  pulmonary  tubercu- 
losis. The  following  concepts  are  pre- 
sented for  consideration: 

1.  All  tuberculous  lesions  of  the  pul- 
monary parenchyma  are  “exudative”  or 
inflammatory  in  type.  They  are  all  foci 
of  pneumonia — at  first  microscopic,  later 
macroscopic  in  size. 

2.  Calcification  may  occur  either  in 
primary  or  reinfection  lesions.  This 
phenomenon  occurs  in  the  late  reparative 
stages  of  a tuberculous  lesion  with  a 
walled-off  caseous  focus  and  is  a sign  of 
a hard- won  victory.  It  probably  has  no 
other  significance. 

3.  Both  primary  and  reinfection 
tuberculous  lesions  may  regress  to  com- 
plete resorption,  to  a fibrous  scar,  or  to 
calcification. 

4.  A sensitized  soil  is  a friend  rather 
than  a foe  in  the  fight  against  tuberculous 
infection.  Chronically  progressive  pul- 
monary tuberculosis  occurs  in  spite  of 
rather  than  because  of  sensitization  of  the 
tissue.  The  site  of  localization  of  tubercle 
bacilli  within  the  pulmonary  parenchyma 
appears  to  have  a direct  bearing  upon  the 
fate  of  the  infection. 


THE  TOXEMIAS  OF  PREGNANCY 


Maurice  B.  Strauss,  M.D.,  Boston 

( From  the  Thorndike  Memorial  Laboratory,  Second  and  Fourth  Medical  Services,  Harvard,  Boston  City 
Hospital,  and  the  Department  of  Medicine,  Harvard  Medical  School) 


The  term  “toxemia  of  pregnancy”  has 
served  for  generations  and  still  serves 
as  a diagnostic  waste  basket  to  cloak 
ignorance.  Medical  prepossession  with 
mysterious  and  unidentified  “toxins”  has 
prevented  intelligent  study  of  the  various 
disorders  combined  under  this  misnomer. 
However,  writers  have  wisely  refrained 
from  defining  what  toxemia  is.  To  each, 
the  word  carries  certain  connotations ; 
rarely  does  it  mean  quite  the  same  thing 
to  any  two.  The  late  John  Whitridge 
Williams1  pointed  out  years  ago  that 
totally  different  pathologic  conditions 
may  be  accompanied  by  identical  clinical 
manifestations  and,  further,  that  classi- 
fication could  not  be  based  upon  the  oc- 
currence of  urinary  abnormalities,  hyper- 
tension, coma,  or  convulsions.  Peters2 
and  others  more  recently  have  shown  that, 
at  necropsy,  patients  with  identical  clini- 
cal syndromes  may  show  widely  varying 
or  no  significant  pathologic  lesions.  There 
remains,  however,  one  simple  method  of 
dividing  this  heterogeneous  group  of 
“toxemic”  women  into  at  least  two  main 
classes,  and  that  is  by  studying  the  state 
of  affairs  antecedent  and  subsequent  to 
the  “toxemia.”  Such  study  reveals  the 
fact  that  about  80  per  cent  of  the  women 
designated  as  having  “toxemia”  actually 
have  chronic  vascular  or  renal  disease 
before  and  after  the  gravid  state,  and  an 
additional  5 per  cent  have  such  disease 
in  acute  form  (Table  1).  However,  the 
remaining  15  per  cent  of  such  women  have 
had  no  demonstrable  abnormality  before 
pregnancy  or  after  the  pregnancy  in 
which  abnormalities  called  “toxemia”  oc- 
curred. Further,  these  women  under 
proper  management  will  have  subsequent 
uneventful  pregnancies.  It  is  this  group 
for  which  the  designation  “water- 


retention  toxemia”  seems  to  be  appropri- 
ate. 

Clinical  Aspects 

The  clinical  picture  manifested  by 
these  women  is  characterized,  first,  by  the 
absence  of  apparent  abnormalities  before 
gestation  and  after  the  puerperium  and, 
second,  by  a fairly  typical  course.  In 
the  last  trimester  of  pregnancy  a rapid 
gain  in  weight,  generally  but  not  always 
manifest  as  edema,  is  followed  by  a rising 
blood  pressure,  albuminuria,  and  later 
symptoms  such  as  headache,  visual  dis- 
turbances, vertigo,  epigastric  pain,  con- 
vulsions, and  coma.  The  urine  is  gen- 
erally of  high  specific  gravity  and  does  not 
contain  red  blood  cells  or  white  blood 
cells  until  the  disorder  has  existed  for 
some  days  at  least.  The  nonprotein  nitro- 
gen and  the  icteric  index  are  always 
normal  or  lower  than  normal  until  the 
condition  is  far  advanced.  The  retinal 
arteries  never  show  the  changes  that  are 
observed  so  commonly  in  women  with 
chronic  vascular  or  renal  disease.  It  is  to 
be  emphasized  that  these  cases  comprise 
only  one-sixth  of  the  total  so-called  “toxe- 
mias,” and  that  the  typical  clinical  course 
is  not  necessarily  diagnostic.  Other  con- 
ditions may  simulate  it  closely. 

Water  Metabolism 

Formerly,  water  retention  in  pregnancy 
was  considered  of  “toxic”  origin;  later 
the  pituitary  antidiuretic  hormone  be- 
came the  culprit.  Now  the  fashion  is  to 
incriminate  other  newer  hormones.  Evi- 
dence for  these  indictments  or  for  changes 
in  the  upper  or  lower  urinary  tract  being 
primarily  responsible  is  lacking. 

Almost  half  a century  has  elapsed  since 
Starling3  first  postulated  the  mechanism 
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TABLE  1. — Approximate  Incidence  of  Various 
Disorders  in  Women  Admitted  as  “Toxemia”  of 
Pregnancy 


Percentage 


“Essential  hypertension”  60 

Chronic  nephritis  (including  glomerulonephritis, 
pyelonephritis,  and  polycystic  kidneys)  20 

Acute  nephritis  (usually  pyelonephritis)  5 

Water-retention  toxemia  15 


of  water  exchange  between  the  blood 
plasma  and  the  tissue  spaces.  He  indi- 
cated that  the  colloid  osmotic  pressure 
exerted  by  the  plasma  proteins  was  the 
force  that  prevented  the  intracapillary 
hydrostatic  pressure  from  filtering  water 
out  of  the  blood.  If  one  could  perfuse 
an  intact  human  being  with  a protein 
free  plasma  at  normal  intracapillary  pres- 
sure, it  would  require  approximately  10 
seconds  to  filter  out  the  entire  water  con- 
tent of  the  plasma  through  the  6,300 
square  meters  of  surface  presented  by  the 
capillaries  of  an  average  sized  man.  How- 
ever, the  problems  of  water  metabolism 
involve  many  other  factors.  At  any  level 
of  plasma  proteins,  the  administration  of  a 
few  grams  or  more  of  sodium  will  cause 
water  retention,  and  the  withdrawal  of 
sodium  from  the  diet  will  cause  water  to 
be  lost.  This  is  true  both  for  man  and 
laboratory  animals.  It  is  only  the  mag- 
nitude of  the  change  that  varies  inversely 
with  the  level  of  the  plasma  protein  os- 
motic pressure.  Furthermore  sodium, 
although  the  most  important  substance, 
is  but  one  of  the  electrolytes  involved  in 
water  exchange.  An  increased  potassium 
intake  favors  sodium  and  water  excretion, 
and  a low  potassium  intake  probably  fa- 
vors water  and  sodium  retention.  The 
administration  of  any  of  the  salts  that 
result  in  an  excess  of  negative  ions  in  the 
body,  such  as  ammonium  chloride  and 
nitrate,  calcium  chloride,  or  magnesium 
sulfate,  cause  sodium  and  water  to  be 
excreted. 

The  oral  administration,  in  a large 
quantity,  of  a freely  diffusible  organic 
solute  such  as  urea,  other  factors  being 
kept  constant,  will  result  in  a loss  of  water 
and  salt  as  well  as  the  intravenous  ad- 
ministration of  hypertonic  glucose  or  a 
nonmetabolizable  sugar  such  as  sucrose. 

A restricted  intake  of  water  tends  to 
cause  a loss  of  body  sodium  and  other 


salts  in  order  to  prevent  concentration  of 
the  electrolytes  in  the  body  fluids.  A 
great  increase  in  water  ingestion  without 
an  increase  in  electrolyte  intake  may  ac- 
tually flush  out  sufficient  salts  in  the  urine 
to  result  in  subsequent  depletion  of  the 
body  fluids  and  later  dehydration. 

Other  factors  being  kept  constant,  the 
loss  of  salt  and  water  in  increased  sweat- 
ing or  diarrhea  may  result  in  dehydra- 
tion. 

Anemia,  for  some  unknown  reason,  is 
conducive  to  water  retention  as  is  also 
increased  capillary  permeability  such  as  is 
encountered  in  acute  glomerulonephritis. 
Any  process  that  raises  the  intracapillary 
pressure,  such  as  congestive  heart  failure 
or  venous  obstruction,  favors  water  re- 
tention. Changes  in  the  dietary  constitu- 
ents, as  for  example  the  amount  of  carbo- 
hydrate ingested,  may  influence  water 
exchange.  Primary  renal  failure  is  but 
rarely  involved  in  the  causation  of  edema, 
which  most  generally  depends  on  “pre- 
renal  deviation.”  It  is  thus  apparent 
that  water  exchange  is  a complex  phe- 
nomenon dependent  on  many  factors,  any 
one  of  which  can  be  studied  provided  the 
remainder  are  kept  constant. 

In  the  nonpregnant  subject  or  animal, 
as  noted  above,  the  magnitude  of  the 
water  gain  or  loss,  following  an  alteration 
in  electrolyte  intake,  varies  inversely 
with  the  level  of  the  osmotic  pressure  ex- 
erted by  the  plasma  proteins,  the  albumin 
fraction  being  four  times  as  osmotically 
active  as  the  globulin  fraction.  The  deter- 
mination of  the  total  plasma  protein  is 
therefore  of  no  value  unless  the  separate 
fractions  are  measured.  Nor  are  these 
determinations  of  value  unless  done  by  an 
accurate  method  by  an  experienced  and 
competent  individual.  Ref ractome trie 
and  specific  gravity  determinations  are 
useless  as  a means  of  estimating  the  col- 
loid osmotic  pressure  of  the  plasma  pro- 
teins. 

Water  Metabolism  in  the  Last 
Trimester  of  Pregnancy 

The  following  observations  were  all 
made  in  the  last  trimester  of  gestation 
upon  women  who  were  in  the  hospital  but 
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Fig.  1.  The  percentage  of  body  weight  gain 
in  three  days  plotted  against  the  osmotic  pres- 
sure of  the  plasma  proteins  in  20  women,  in  the 
last  trimester  of  pregnancy,  who  received  6.3  Gm. 
of  sodium  daily  in  addition  to  that  taken  in  or 
on  their  food. 

not  confined  to  bed.  They  comprised 
both  normal  pregnant  women  and  those 
with  various  types  of  “toxemia.”  None 
had  acute  glomerulonephritis,  congestive 
heart  failure,  or  anemia.  No  observations 
were  begun  until  after  the  women  had 
stabilized  their  water  balances  over  a 
period  of  at  least  three  days  on  the  ward, 
during  which  time  salt  and  water  were 
allowed  freely  but  no  saline  cathartics  or 
bicarbonate  of  soda  were  given.  Twenty 
of  the  women  were  then  given  6.3  Gm.  of 
sodium  daily,  either  as  16  Gm.  of  sodium 
chloride  or  23  Gm.  of  sodium  bicarbonate, 
in  addition  to  the  salt  in  or  on  their 
food. 

Water  was  allowed  freely.  Each  of  these 
women  retained  water  as  illustrated  by 
their  weight  changes  that  are  plotted 
(Fig.  1)  against  their  respective  plasma 
protein  osmotic  pressures.  The  excellent 
linear  correlation  excludes  the  necessity 
of  involving  hormones,  hydronephroses, 
or  toxins  to  explain  why  some  women 
gained  10  or  more  pounds  and  others  but 
1 or  2.  The  limiting  factor  clearly  appears 
to  be  the  plasma  protein  osmotic  pres- 
sure. 

The  converse  of  these  observations 
was  then  carried  out.  Thirty-seven 
women  were  deprived  of  sodium.  This 
was  most  simply  accomplished  by  arrang- 
ing that  their  food  consisted  each  day  of 
only  1,500  cc.  of  skimmed  milk.  Water 
was  allowed  freely.  Fifteen  hundred  cc. 
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Fig.  2.  The  percentage  of  body  weight  loss  in 
five  days,  plotted  as  in  Fig.  1,  in  37  women,  in 
the  last  trimester  of  pregnancy,  who  received 
1,500  ce.  of  skimmed  milk  daily  but  no  other 
food.  Water  was  allowed  freely. 

of  skimmed  milk  contains  but  0.5  Gm.  of 
sodium  and  2.0  Gm.  each  of  potassium 
and  calcium.  Each  of  these  women  lost 
weight  as  a result  of  moderate  to  extreme 
water  diuresis.  At  most,  1 to  2 per  cent 
of  the  weight  loss  can  be  accounted  for  by 
an  insufficient  caloric  intake.  The  amount 
lost  in  five  days,  plotted  again  as  the  per- 
centage of  original  body  weight,  varied 
in  linear  correlation  inversely  with  the 
plasma  protein  osmotic  pressure  (Fig.  2). 
Those  women  who  had  visible  edema 
(about  half  of  the  group)  lost  all  trace  of 
this.  Again  there  is  no  need  of  invoking 
toxins,  hormones,  or  renal  disturbances  to 
explain  these  changes  in  water  metabo- 
lism. 

It  is  thus  apparent  that  in  these  cases 
of  both  normal  and  “toxemic”  pregnancy, 
in  the  absence  of  severe  anemia,  conges- 
tive heart  failure,  and  acute  glomerulo- 
nephritis, water  retention  depends  essenti- 
ally on  the  level  of  the  plasma  protein 
osmotic  pressure  and  the  electrolyte  in- 
take. These  observations  must  not  be 
construed  as  meaning  that  every  instance 
of  water  retention  in  pregnancy  is  due  to 
alterations  in  these  two  factors,  nor  must 
one  factor  be  considered  of  greater  ini 
portance  than  the  other.  However,  it 
may  be  stated  that  water  retention  hi 
pregnancy  does  not  differ  from  water  re- 
tention in  the  nonpregnant. 
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Fig.  3.  The  effect  of  sodium  administration 
in  a pregnant  woman  with  a plasma  protein 
osmotic  pressure  of  193  mm.  H20.  Note  the 
development  of  acute  arterial  hypertension  and 
pre-eclamptic  symptoms.  Generalized  edema 
appeared.  No  remission  occurred  during  three 
days  after  sodium  was  stopped.  The  adminis- 
tration of  16  Gm.  of  ammonium  chloride  daily 
resulted  in  prompt  diuresis  and  the  return  of 
the  arterial  blood  pressure  to  normal.  Symp- 
toms and  edema  disappeared.  Note  normal 
blood  pressure  after  the  puerperium. 

The  Effect  of  Changes  in  Water 
Balance  on  Blood  Pressure 

What  is  the  effect  of  changes  in  water 
balance  on  arterial  hypertension,  albumi- 
nuria, and  pre-eelamptie  symptoms  ? First 
there  were  studied  10  women,  in  the  last 
trimester  of  gestation,  who  had  normal 
plasma  proteins  and  either  normal  blood 
pressures  or  known  pre-existing  “essential 
hypertension . ’ ’ The  administration  of  the 
stated  amount  of  sodium  resulted  in  small 
increments  of  water  retention  but  was 
without  effect  on  the  arterial  blood  pres- 
sure, urine,  or  symptoms  if  any  existed. 

In  contrast  to  these  observations  those 
made  on  10  patients  with  low  plasma 
proteins  are  illustrated  by  a characteristic 
case  in  Fig.  3.  In  these  patients,  the  ad- 
ministration of  sodium  resulted  in  signifi- 
cant gains  in  weight;  the  occurrence  of 
obvious  edema,  hypertension,  and  in- 
creasing albuminuria;  and  in  three  in- 
stances such  pre-eclamptic  symptoms  as 
headache,  visual  disturbance,  vertigo,  and 
epigastric  pain.  Further,  when  retained 
water  could  be  eliminated,  all  these  mani- 
festations subsided. 

This  set  of  observations  represents,  as 
far  as  I am  aware,  the  first  successful 


of  water-retention  “toxemia”  of  pregnancy. 
Note  the  stationary  weight  and  blood  pressure 
during  the  control  period  before  the  milk  regimen 
was  commenced,  and  note  that  the  weight  re- 
mained reduced  and  the  blood  pressure  normal 
while  the  patient  received  a diet  containing  150 
Gm.  protein  and  essentially  no  salt;  postpartum 
the  blood  pressure  remained  normal.  Plasma 
protein  osmotic  pressure  was  175  mm.  H20. 

attempt  to  produce  “toxemia”  of  preg- 
nancy. However,  I am  sure  that  many 
obstetricians  can  recall  patients  whose 
acutely  developing  “toxemia”  followed  on 
a period  of  heartburn  (self-treated  with 
baking  soda)  or  after  a fine  shore  dinner 
rich  in  sodium  chloride.  I have  personally 
observed  1 1 patients  who  self-treated 
their  heartburn  with  bicarbonate  of  soda, 
citrocarbonate,  or  with  a patent  medicine 
rich  in  alkaline  salts,  only  to  develop 
edema,  hypertension,  albuminuria,  and, 
in  a few  instances,  convulsions.  In  1 
patient  no  other  treatment  than  the  omis- 
sion of  the  self-administered  soda  resulted 
in  complete  remission  of  all  signs  and 
symptoms. 

The  converse  of  these  observations  has 
also  been  carried  out.  Twenty-five 
women  in  the  last  trimester  of  pregnancy 
suffering  from  essential  hypertension  or 
chronic  nephritis  (including  1 case  of 
congenital  polycystic  kidneys)  have  been 
deprived  of  sodium  by  means  of  the 
skimmed  milk  regimen  noted  above.  No 
beneficial  results  were  observed. 

In  contrast  to  such  data  are  the  results 
obtained  in  a similar-sized  group  of  women 
with  acute  “toxemia”  conforming  to  the 
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clinical  and  laboratory  picture  noted 
earlier  under  the  heading,  “Clinical  As- 
pects.” These  women  all  had  lower 
plasma  proteins  than  normal  but  did  not 
have  extremely  low  levels.  The  data  for  1 
case  is  given  in  Fig.  4 and  is  characteristic 
for  this  group.  Diuresis  was  accompanied 
by  the  disappearance  of  edema  and  pre- 
eclamptic symptoms  and  the  return  of  the 
blood  pressure  to  the  normal  range.  All 
these  women  had  normal  blood  pressures 
and  negative  urinalyses  when  re-checked 
several  months  after  delivery. 

It  thus  appears  that  one  may  not  only 
produce  this  type  of  “toxemia”  by  ad- 
ministering sodium,  but  one  may  relieve 
it  by  eliminating  sodium  if  this  results  in 
a loss  of  retained  water.  However,  if  the 
plasma  protein  level  is  extremely  low, 
significant  diuresis  cannot  be  produced  in 
nonpregnant  subjects  by  such  a pro- 
cedure. This  is  likewise  true  in  preg- 
nancy. 

Furthermore,  one  may  have  additional 
complications.  One  patient,  a primipara, 
seemed  normal  on  her  first  three  visits  to 
the  prenatal  clinic.  Three  weeks  after 
the  last  visit  she  was  admitted  with 
edema,  hypertension,  and  albuminuria, 
having  gained  twelve  pounds  in  three 
weeks. 

It  is  of  interest,  that  the  urinary 
sediment  showed  many  white  blood  cells 
and  a few  red  blood  cells.  The  milk  regi- 
men and  complete  bed  rest  did  not  bene- 
fit her.  Induction  of  labor  was  advised 
but  refused.  Following  this  she  developed 
fever  and  later  slight  costovertebral  angle 
tenderness.  Pyelograms  were  made  (by 
Dr.  Benedict  F.  Boland)  that  showed 
marked  dilatation  of  the  right  ureter  and 
renal  pelvis.  Death  occurred  as  a result 
of  aspiration  of  stomach  contents  under 
anesthesia  at  parturition.  The  necropsy 
revealed  an  extensive  acute  right  pyelo- 
nephritis with  multiple  cortical  abscesses 
and  a normal  left  kidney.  Whether  this 
case  represents  (1)  water- retention  toxe- 
mia complicated  by  acute  pyelonephritis, 
(2)  acute  pyelonephritis  complicated  by 
water-retention  toxemia,  or  (3)  acute 
pyelonephritis  alone  cannot  be  stated 
definitely.  It  does,  however,  illustrate 


TABLE  2. — The  Effect  of  Protein  and  Sodium 
Control  on  the  Succeeding  Pregnancy  in  10  Women 
with  Water-Retention  Toxemia 


Succeeding  Pregnancy,* 
Pregnancy  with  Toxemia  No  Toxemia 


Plasma 

Plasma 

Maximum 

protein 

Maximum 

protein 

blood 

osmotic 

blood 

osmotic 

Num- 

pressure 

pressure 

pressure 

pressure 

ber 

mm.  Hg 

mm.  H2O 

mm.  Hg 

mm.  H2O 

Syst. 

Diast. 

Syst. 

Diast. 

1 

146 

110 

182 

120 

80 

248 

2 

172 

116 

180 

116 

84 

252 

3 

170 

110 

218 

130 

80 

235 

4** 

190 

145 

175 

130 

90 

241 

5** 

172 

112 

192 

124 

82 

242 

6 

170 

120 

130 

85 

242 

7 

206 

120 

126 

80 

219 

8** 

170 

100 

104 

60 

9** 

170 

115 

183 

130 

90 

215 

10 

162 

120 

120 

110 

70 

204 

* Patients  1 to  6 were  given  an  adequate  protein  intake 
without  salt  restriction;  patients  7 to  10  also  were  main- 
tained on  low  salt  diets. 

**  Fetal  death  occurred  in  Cases  4,  5,  8,  and  9 in  the 
“toxemic”  pregnancy.  There  was  no  fetal  mortality  in 
the  succeeding  pregnancy. 

In  the  “toxemic”  pregnancy  each  of  the  10  women  had 
albuminuria  and  pre-eclamptic  symptoms.  In  the  next 
pregnancy  the  patients  were  asymptomatic  and  did  not 
have  albuminuria. 

the  extreme  difficulty  of  differential  diag- 
nosis which  may  occur. 

The  Effect  of  Water-Retention 
“Toxemia”  on  Subsequent  Pregnancy 

Patients  with  chronic  vascular  or  renal 
disease  during  one  pregnancy  will  mani- 
fest these  disorders  not  only  after  parturi- 
tion but  also  in  the  next  pregnancy.  Pa- 
tients with  water-retention  “toxemia” 
are  prone  to  have  a recurrence  unless 
special  attention  is  paid  to  their  protein 
and  electrolyte  intake  in  the  next  preg- 
nancy. Ten  such  women  have  been 
followed  through  two  pregnancies.  They 
all  had  hypertension  in  the  pregnancy  for 
which  they  first  were  under  observation. 
Four  fetal  deaths  occurred.  In  the  next 
pregnancy  a high  protein  intake  was  com- 
menced early.  In  spite  of  this  an  ab- 
normal lowering  of  the  plasma  proteins 
occurred  in  three.  These  women  were 
then  maintained  on  a salt-free  regimen. 
None  of  the  10  developed  any  manifesta- 
tions of  toxemia.  Ten  healthy  babies 
were  delivered.  The  maximum  blood 
pressures  in  the  two  pregnancies  are  shown 
in  Table  2. 

It  thus  appears  that  water-retention 
toxemia  need  not  recur  in  subsequent 
pregnancies  if  adequate  attention  is  paid 
to  diet  and  electrolyte  intake. 
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Discussion 

Sixty-five  years  ago  Rosenstein  stated 
his  belief  that  eclampsia  resulted  from  the 
effusion  of  serum  out  of  a “too  watery” 
blood.  Many  methods  of  treatment  of 
“toxemia”  that  have  met  with  more  or 
less  success  have  knowingly  or  unknow- 
ingly been  measures  to  eliminate  water 
retention.  The  use  of  purgation  with 
magnesium  sulfate  to  rid  the  body  of 
“toxins”  is  a double  means  of  ridding  the 
body  of  water — first,  by  direct  loss  from 
the  bowel;  second,  by  the  acidifying 
diuretic  action  of  the  absorbed  sulfate 
ion.  The  adherents  of  the  belief  that 
“toxemia”  arose  from  hypocalcemia  have 
administered  calcium  chloride,  an  excel- 
lent acidifying  diuretic.  Fluid  restriction 
popularized  by  Arnold  and  Fay4  is  ob- 
viously aimed  at  the  loss  of  water.  An 
exceedingly  large  intake  of  water,  as 
noted  above,  may  lead  to  actual  diuresis 
above  the  amount  ingested.  Hypertonic 
glucose  solutions  given  intravenously  are 
dehydrating.  Starvation  results  in  a loss 
of  salt  and  water.  A high  protein  intake 
may  be  diuretic  because  of  the  increased 
urea  excretion.  If  the  high  protein  in- 
take is  achieved  by  a large  ingestion  of 
meat,  there  will  be  a relatively  high  potas- 
sium and  low  sodium  intake.  A milk 
regimen  achieves  similar  ends. 

Why,  then,  have  these  methods  failed 
to  meet  with  universal  success  in  the 
treatment  of  “toxemia?”  First  and  fore- 
most is  the  fact  that  85  per  cent  of  the 
cases  of  so-called  toxemia  are  unrelated 
to  water  retention.  This  fact  cannot  be 
stressed  too  strongly.  Second,  many 
cases  of  water-retention  toxemia  have 
plasma-protein  levels  so  low  that  no 
method  will  achieve  significant  water  loss. 
Third,  cases  of  water-retention  toxemia 
may  be  complicated  by  other  factors  as 
noted  above.  Fourth,  all  methods  of 
ridding  the  body  of  excess  water  are  not 
equally  successful  and  may  have  harmful 
side  effects.  Last,  since  the  aim  of  the 
obstetrician  has  not  been  clear,  he  has 
not  infrequently  employed  measures  that 
counteract  each  other.  The  most  common 
of  these  is  the  employment  of  a salt-free 
diet,  while  saline  solutions  are  being  given 


under  the  skin  or  intravenously,  or  bi- 
carbonate of  soda  by  mouth. 

Although  the  most  satisfactory  clinical 
measure  of  water  balance  is  the  weight 
curve,  it  is  to  be  remembered  that  all  un- 
due gains  in  weight  are  not  dependent 
upon  water.  I have  seen  2 patients  gain 
50  and  72  pounds,  respectively,  during 
pregnancy,  due  not  to  water  retention  but 
to  true  fat  accumulation.  A low  sodium 
regimen  was  obviously  ineffective  in  rid- 
ding the  body  of  excess  fat. 

The  doctrine  that  there  is  a critical 
level  of  the  plasma  proteins  below  which 
edema  occurs  was  a necessary  stage  in  the 
development  of  our  knowledge.  How- 
ever, we  have  seen  patients,  with  plasma 
proteins  far  below  this  level,  who  had  no 
edema  because  they  did  not  ingest  the 
necessary  salt  and  water  to  allow  the 
formation  of  edema.  On  the  contrary, 
other  patients,  because  of  a very  large 
intake  of  salt  and  water,  have  developed 
generalized  edema  with  plasma  proteins 
well  above  the  so-called  critical  level. 

Why  some  patients  may  have  rather 
marked  water  retention  without  arterial 
hypertension  is  unknown.  In  a number  of 
instances  marked  water  retention  has  been 
observed  for  a period  of  several  weeks 
before  arterial  hypertension  developed, 
and  in  others  parturition  has  supervened 
without  hypertension  ever  appearing. 
Whether  these  women  would  have  eventu- 
ally developed  hypertension  if  preg- 
nancy had  continued  longer  cannot  be 
said. 

Although  there  is  no  evidence  for  such  a 
belief,  it  is  possible  that  some  individual 
or  constitutional  susceptibility  to  hyper- 
tension is  necessary  in  order  that  water 
retention  may  produce  hypertension  dur- 
ing pregnancy. 

It  is  to  be  remembered  that  although  a 
low  sodium  regimen  may  free  the  patient 
of  retained  water,  result  in  a fall  of  arte- 
rial blood  pressure  to  normal,  and  cause 
headache,  drowsiness,  vertigo,  and  visual 
disturbances  to  disappear,  such  a regimen 
does  not  alter  the  fundamental  disturb- 
ance— hypoproteinemia.  These  patients 
remain  in  unstable  equilibrium  as  long  as 
the  plasma  colloid  osmotic  pressure  re- 
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mains  at  a level  at  which  it  is  constantly 
in  danger  of  being  overbalanced  by 
the  intracapillary  hydrostatic  pressure . 
“Cure”  is  not  effected  until  the  plasma 
proteins  have  returned  to  normal.  Since 
“toxemia”  occurs  late  in  pregnancy,  when 
fetal  demands  for  protein  are  large,  and 
since  hypoproteinemia  probably  signifies 
not  only  a low  plasma  protein  level  but 
also  a depletion  of  the  organism’s  reserve 
stores  of  protein,  one  must  not  expect  a 
rapid  increase  in  plasma  protein  values 
during  the  remainder  of  gestation  even 
with  intensive  protein  feeding. 

A question  that  inevitably  must  arise 
is  whether  nonpregnant  individuals  with 
similar  hypoproteinemic  edema  show  the 
same  phenomena  regarding  blood  pressure 
as  do  these  women.  It  is  true,  of  course, 
that  the  usual  type  of  nonpregnant  pa- 
tient, with  hypoproteinemia  and  seen  in 
American  hospitals,  suffers  from  cirrhosis, 
nephrosis,  anemia,  tuberculosis,  colitis, 
or  other  debilitating  disease  that  may  al- 
ter the  reactivity  of  his  vascular  sys- 
tem. 

However,  it  appears  probable  that  cer- 
tain peculiarities  of  the  pregnant  state 
itself  may  be  responsible  for  this  unusual 
behavior  of  the  vascular  system  to  water 
retention.  Some  of  the  known  physiologic 
alterations  that  are  present  in  pregnancy 
are  a 40  per  cent  increase  in  blood  volume, 
a 50  per  cent  increase  in  cardiac  output, 
a moderate  elevation  of  venous  pressure, 
and  probably  moderate  mechanical  pres- 
sure by  the  enlarged  uterus  on  the  ureters 
and  on  the  renal  veins.  Although  vari- 
ous tests  fail  to  reveal  any  consistent 
changes  in  renal  function  in  “toxemia”  of 
pregnancy,  the  fact  that  albuminuria  is 
generally  present  in  itself  indicates  that 
there  is  a disturbance  of  the  kidney  even 
though  histologic  examination  fails  to 
reveal  anything  more  than  cloudy  swell- 
ing. The  real  nature  of  this  disturbance 
and  its  possible  relationship  to  the  occur- 
rence of  hypertension  as  a result  of  water 
retention  are  unknown.  The  role  of 
hormonal  changes  in  pregnancy  is  so 
little  understood  that  discussion  is  hardly 
warranted.  It  is  possible  that  hormonal 
changes  make  the  pregnant  woman  un- 


usually susceptible  to  changes  in  water 
balance.  However,  no  one  has  yet  pro- 
duced toxemic  manifestations  by  adminis- 
tering hormones,  and  an  investigation5 
in  1938  indicated  that  restoration  of  hor- 
mone values  to  normal  failed  to  influence 
toxemic  manifestations. 

Since  hypoproteinemia  is  one  of  the 
more  important  factors  that  permits  the 
development  of  the  condition  of  water 
retention,  adequate  prenatal  care  must 
include  attention  to  the  prevention  of  this 
condition.  Although  disturbances  of  ab- 
sorption, assimilation,  manufacture,  and 
urinary  loss  of  protein  may  be  involved, 
it  appears  that  the  chief  cause  of  hypo- 
proteinemia in  pregnancy  lies  in  inade- 
quate dietary  intake  of  protein  of  good 
biologic  value,  especially  in  view  of  the 
increased  demands  for  protein  for  the 
developing  fetus  and  also  for  the  maternal 
organism.  It  is,  therefore,  of  paramount 
importance  that  the  diet  in  pregnancy 
contain  more,  not  less,  protein  than  is 
in  an  adequate  diet  for  nonpregnant 
subjects. 

It  is  likewise  important  that  the  preg- 
nant woman  avoid  an  excessive  intake  of 
sodium  salts  under  any  conditions,  and  if 
she  has  low  plasma  proteins,  actual 
sodium  restriction  must  be  employed. 
Anemia,  which  is  conducive  to  water  re- 
tention, is  to  be  avoided  by  proper  pro- 
phylactic measures.6 

Conclusions 

1.  The  term  “toxemia  of  pregnancy” 
is  a misnomer.  Approximately  85  per 
cent  of  patients  so  classified  actually  have 
primary  vascular  or  renal  disease.  In 
such  patients,  changes  in  water  balance 
do  not  affect  signs  or  symptoms. 

2.  A large  proportion  of  the  remaining 
15  per  cent  are  suffering  from  water  re- 
tention. This  may  be  due  primarily  to 
low  plasma  proteins,  to  excessive  sodium 
intake,  or,  in  many  instances,  to  both 
factors.  Measures  that  lead  to  further 
water  retention  increase  the  severity  of 
the  “toxemic”  manifestations,  whereas 
measures  that  result  in  the  loss  of  exces- 
sive retained  water  result  in  an  ameliora- 
tion of  these  manifestations. 
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3.  A low  sodium  intake  is  one  means 
of  eliminating  undue  water  retention. 

4.  The  development  of  water-reten- 
tion toxemia  may  be  prevented  by  main- 
taining the  pregnant  woman’s  plasma 
proteins  at  a normal  level  by  an  adequate 
diet  and  avoiding  excessive  sodium  inges- 
tion.* 

270  Commonwealth  Avenue 
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Discussion 

Dr.  Edward  C.  Hughes,  Syracuse,  New  York — 
The  toxemias  of  pregnancy,  causing  approxi- 
mately 25  per  cent  of  the  maternal  deaths  of  the 
country,  have  always  presented  a serious  problem 
to  the  doctor.  Many  theories  have  been  ad- 
vanced to  explain  these  conditions,  but  in  my 
mind  the  cause  still  remains  one  of  the  mysteries 
of  medicine.  The  fact  that  even  classification 
differs  with  the  personnel  of  the  various  clinics 
throughout  the  country  substantiates  the  feeling 
that  the  cause  is  still  unknown.  This  presenta- 
tion, although  an  excellent  piece  of  scientific 
work,  probably  describes  to  us  not  so  much  the 
cause  of  toxemias  as  the  result  of  some  intricate 
mechanism  yet  to  be  discovered.  Study  of  the 
toxemias  at  the  Syracuse  Memorial  Hospital  and 
in  the  clinics  associated  with  the  College  of 
Medicine  of  Syracuse  University  have  revealed 
the  uncertainty  of  these  conditions  as  to  etiology 
and  classification.  We  have  found  it  necessary 
to  establish  a toxic,  follow-up  clinic.,  so  that  in 
time  we  may  be  able  to  properly  pigeonhole 
these  cases. 

Our  classification  has  apparently  been  about 
the  same  as  that  given  by  Doctor  Strauss  in  his 
paper.  Analysis  of  our  records  have  shown  that 
about  45  per  cent  of  these  cases  have  been  classi- 
fied as  low  reserve  kidney ; 35  per  cent  as  chronic 
nephritis,  generally  of  the  arteriosclerotic  type; 
and  20  per  cent  as  the  true  toxemias  of  preg- 
nancy or  pre-eclampsia  and  eclampsia.  The 

* Detailed  descriptions  of  the  observations  noted  in 
this  paper  and  a more  complete  bibliography  can  be 
found  in  reference  7. 


group  of  cases  considered  as  low  reserve  kidney  is 
an  uncertain  and  questionable  one.  It  has  been 
necessary  to  study  these  individuals  in  our 
follow-up  clinic,  and  after  four  years  of  considera- 
tion, we  are  not  sure  yet  whether  they  are  going 
to  be  of  the  nephritic  or  the  true  toxemia  type. 
However,  we  are  inclined  to  believe  that  the 
majority  will  eventually  be  classified  as  the 
former. 

It  has  been  definitely  pointed  out,  particularly 
by  Stander,  that  pregnancy  puts  an  additional 
strain  on  the  already  damaged  kidney.  In  our 
follow-up  clinic,  we  have  noted  that  each  year 
some  of  our  nephritic  patients  died  a few  years 
after  childbirth,  generally  of  cerebral  accident, 
angina  pectoris,  or  kidney  disease.  Although 
too  short  a time  has  elapsed  since  the  beginning 
of  this  study,  we  feel  certain  that  approximately 
25  per  cent  of  these  unfortunate  women  will  die 
within  a period  of  ten  years.  This  brings  us  to 
a greater  realization  of  the  seriousness  of  kidney 
disease  associated  with  pregnancy. 

There  is  no  question  that  within  the  past  ten 
years  the  incidence  of  pre-eclampsia  and  eclamp- 
sia has  been  remarkably  reduced  through  the 
medium  of  good  prenatal  care.  In  order  further 
to  reduce  these  conditions,  careful  checking  of 
the  glandular  function  should  be  made  through- 
out pregnancy.  I am  convinced  that  a study 
of  the  basal  metabolism  during  the  early  part  of 
pregnancy  is  essential.  In  1934,  a study  of  1,250 
basal  metabolisms  during  pregnancy  revealed  a 
higher  incidence  of  early  as  well  as  late  toxemias 
in  the  hypothyroid  group.  A further  study  has 
impressed  upon  my  mind  the  importance  of  this 
procedure.  Recently,  Colvin  and  Bartholomew 
have  published  their  work  upon  hypothyroidism, 
correlated  with  cholesterol  and  placental  infarc- 
tion. 

It  is  felt  that  the  blood  sodium  is  important 
and  should  be  observed  during  the  early  as  well 
as  the  latter  part  of  pregnancy.  This  study  has 
been  made  both  on  whole  blood  and  blood  serum. 
Determinations  were  made  both  spectroscopi- 
cally and  by  a modification  of  the  Butler  and 
Tuttle  method.  Some  interesting  and  sur- 
prising results  were  found.  Determinations  of 
sodium  in  whole  blood  were  not  as  reliable  as 
those  done  in  a serum.  Inasmuch  as  practically 
all  of  the  sodium  is  carried  in  the  serum,  changes 
in  the  blood  volume  would  necessarily  distort  the 
amount  of  sodium  in  whole  blood.  The  level  of 
sodium  in  the  serum  of  normal  individuals  varied 
but  little  throughout  pregnancy  nor  from  normal 
in  nonpregnant  individuals.  The  level  was  most 
constant  at  an  average  of  329  mg.  per  hun- 
dred cubic  centimeters  of  serum  during  preg- 
nancy. 
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In  nonpregnant  individuals  the  amount  was 
330  mg.  The  levels  in  various  months  were  as 
follows : six  weeks,  327 ; two  months,  330 ; three 
months,  329;  four  months,  326;  five  months, 
327;  six  months,  328;  seven  months,  330;  eight 
months,  331;  nine  months,  323. 

During  the  early  months  of  pregnancy,  it  has 
been  felt  that  the  sodium  level  of  the  serum 
changes  with  development  of  early  toxemia. 
During  this  time  most  of  the  estimations  were 
made.  Definite  changes  were  noted  in  toxemias 
in  the  early  months  of  pregnancy.  Cases  that 
presented  nausea  alone  showed  an  average  so- 
dium of  315.6  mg.  per  hundred  cubic  centimeters 
of  serum.  Other  cases  presenting  nausea  and 
severe  vomiting  with  acidosis  showed  an  average 
sodium  of  302.1  mg.  of  serum.  In  those  indi- 
viduals where  the  level  of  sodium  did  not  elevate 
to  normal  during  the  remaining  months  of  preg- 
nancy, there  occurred  a greater  tendency  to 
late  toxemia.  In  the  late  toxemic  group,  cases 
of  pre-eclampsia  presented  the  following  values: 
average  serum  sodium,  304.4  mg. ; average 
serum  proteins,  5.7  mg. ; average  serum  albumin, 
3.9  mg.  per  hundred  cubic  centimeters  of 
serum. 

In  the  late  toxemic  group,  where  patients  had 
advanced  to  states  of  convulsion,  the  average 
levels  were:  serum  sodium,  295  mg.;  serum 

protein,  4.9  mg.;  serum  albumin,  2.6  mg.  per 
hundred  cubic  centimeters. 

Although  the  level  of  sodium  does  not  coincide 


with  the  ideas  of  Dr.  Strauss,  the  protein  level 
compares  favorably  with  those  reported  by  him. 
These  low  values  of  sodium  may  be  based  upon 
blood  and  tissue  fluid  dilution.  In  all  patients 
of  the  pre-eclamptic  and  eclamptic  group,  there 
was  the  usual  water  intoxication,  weight  change, 
and  eyeground  findings. 

A clinical  study  has  been  made  on  three  groups 
of  patients  as  to  the  incidence  of  late  toxemias 
and  are  herewith  presented.  In  a series  of 
554  private  cases,  basal  metabolisms  were  not 
done,  and  consequently  those  presenting  low 
rates  were  not  treated.  In  this  group  the  inci- 
dence of  the  late,  true  toxemia  patients  who 
needed  hospitalization  and  induction  of  labor 
was  5.9  per  cent.  In  a second  series,  consisting 
of  538  private  patients,  where  basal  metabolisms 
were  routinely  done  early  in  pregnancy  and 
throughout  the  remaining  months  and  where  all 
cases  with  low  rates  were  treated,  the  incidence 
was  2.5  per  cent.  In  a third  series  of  621  private 
patients,  basal  metabolisms  and  blood  sodium 
studies  were  done  throughout  pregnancy.  All 
patients  with  low  metabolic  rates  and  low  sodium 
levels  were  treated,  and  in  this  group,  the  inci- 
dence of  toxemia  was  1.6  per  cent.  No  explana- 
tion is  attempted  at  this  time  as  to  the  relation- 
ship of  these  conditions.  However,  it  is  felt 
that  the  pituitary,  thyroid,  and  perhaps  the 
adrenal  disturbances  and  relationship  may  some- 
day divulge  the  secret  of  the  etiology  of  preg- 
nancy. 


WHAT  BECOMES  OF  LEFT-OVER  MEDICINES? 


The  doctor  prescribes  a simple  medicine  for 
Mrs.  Smith’s  child.  Mrs.  Smith  thinks:  “Why 
spend  money  on  that  medicine?  I still  have 
some  of  it  left  in  my  family  medicine  chest.” 
She  opens  a small  bathroom  cabinet.  There  are 
bottles  of  all  sizes,  half  filled,  some  without  label, 
partly  used  bandages,  a fever  thermometer,  five 
bottles  of  mouthwash,  two  bottles  containing 
eyedrops,  a few  solitary  pills,  stale  salves  and 
ointments,  and  adhesive  tapes  of  various  sizes. 

Among  this  mess  Mrs.  Smith  looks  for  the  pre- 
scribed medicine.  At  last  she  finds  the  bottle 
she  has  been  looking  for  (brown — wasn’t  it?) 
and  asks  herself:  “I  wonder  whether  it  is  still 
good?”  At  last  caution  wins  over  economy. 
She  pours  the  medicine  away,  takes  her  prescrip- 
tion to  the  drug  store  and  has  the  medicine  made 
up  again. 

Fortunately,  observes  the  Medical  Record,  this 
procedure  is  more  frequent  than  the  opposite: 
that,  to  save  some  money,  some  old,  spoiled,  or 
unsuited  medicine  is  taken.  This  rule  cannot  be 
repeated  too  often  to  mothers  and  housewives: 
Clean  out  your  family  medicine  chests;  throw 
away  dirty  bandages;  empty  your  old  bottles; 
remove  what  you  can  no  longer  use.  True,  a 


well-closed  alcoholic  liquid  may  be  preserved  for 
years,  but  many  medicines  spoil  within  a short 
time. 

What  happens  generally  to  left-over  medicines? 
Only  a small  part  is  used,  and  people  cannot  make 
up  their  mind  to  throw  away  the  rest.  Some 
people  insist  on  giving  what  is  left  of  their  medi- 
cine to  somebody  else  as  soon  as  he  gets  sick. 
What  is  medicine  to  one  person,  may  be  poison 
to  another. 

Another  danger  in  saving  medicines  is  that 
labels  fall  off.  The  owners  of  medicines  know 
how  to  distinguish  them  by  the  shape  of  the 
bottle,  and  while  they  are  using  it,  they  do  not 
have  to  look  on  the  label  to  find  the  right  medi- 
cine. But  after  a long  period,  it  is  not  so  easy, 
and  serious  errors  may  be  the  result. 

In  many  cases,  it  is  a waste  of  space  and  effort 
to  save  old  medicines.  This  economy  is  advis- 
able, of  course,  for  chronic  diseases  where  the 
same  medicine  or  tablets  have  to  be  used  occa- 
sionally, but  not  for  medicines  that  had  been 
prescribed  for  a special  acute  illness.  They 
should  be  thrown  away  as  soon  as  the  illness  has 
been  cured  and  not  remain  a source  of  constant 
danger  from  a wrong  kind  of  economy. 


Case  Report 


MIGRATION  OF  A FOREIGN  BODY 
Report  of  One  Case 

Eliot  Duhan,  M.D.,  Richmond  Hill,  New  York 


The  medical  literature  has  some  cases  of  un- 
usual interest  describing  the  migration  of 
foreign  bodies  to  distant  points  of  the  anatomy 
presumably  along  fascial  planes.  Needles  have 
worked  their  way  to  the  heart  and  other  sites  re- 
mote from  their  point  of  entry.  The  case  that  is 
described  below  is  rare,  since  swallowed  objects 
usually  pass  along  the  intestinal  tract. 

Case  Report 

The  patient  is  an  intelligent  active  woman  of 
seventy  years.  While  eating  rice  pudding  on 
the  evening  of  May  8,  1938,  she  suddenly  felt 
a sharp  stick  in  the  right  side  of  her  throat. 
She  thought  that  she  had  swallowed  a needle. 
So  much  confusion  resulted  that  she  was  rushed 
to  a local  hospital. 

Here  a laryngoscopy  and  x-ray  revealed  noth- 
ing. (Re-examination  of  this  x-ray  shows  that 
it  was  taken  below  the  offending  object  and  hence 
failed  to  show  it.)  The  pain  however  continued 
on  the  right  side  and  after  three  days  shifted  to 
the  left  side.  Sixteen  days  after  the  accident 
a foreign  body  was  palpated  beneath  the 
skin. 


Fig.  1.  X-ray  showing  metallic  substance  at  the 
upper  level  of  the  hyoid  bone. 


A later  x-ray  (Fig.  1)  of  the  neck  “reveals  a 
slightly  bent  metallic  substance  about  1.3  cm. 
in  length  lying  with  its  upper  end  at  the  upper 
level  of  the  anterior  portion  of  the  hyoid  bone  and 
pointing  obliquely  downward  and  posteriorly 
with  one  end  just  under  the  skin.”  The  photo- 
graph (Fig.  2)  reveals  the  elevated  skin  in  the 
region  of  the  middle  third  of  the  sternocleido- 
mastoid muscle  at  its  anterior  border. 

This  object  was  recovered  under  local  anes- 
thesia. It  was  a wire  2.9  cm.  in  length,  moder- 
ately stiff  and  slightly  bent  in  its  center.  There 
was  no  associated  cellulitis  or  infection.  Re- 
covery was  complete. 
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Fig.  2.  Photograph  showing  the  elevated  skin 
at  the  border  of  the  sternocleidomastoid  muscle. 


Deaths  from  tuberculosis  can  be  reduced  50 
per  cent  by  health  supervision  of  industrial 
workers  in  occupations  predisposed  to  the  dis- 
ease, by  detection  of  incipient  cases,  and  by 


provision  of  adequate  medical  and  institutional 
care  in  the  early  stages  of  the  disease. — Hand- 
book Coop.  Health  Association,  Utah  W.P.A., 
1939 


819 


Maternal  Welfare 


This  is  the  first  of  a series  of  articles  to  he  published  under  the  section,  Maternal  Welfare, 
which  was  inaugurated  in  the  April  15  issue.  The  Maternal  Welfare  Committee  welcomes 
suggestions  for  this  department  from  the  individual  members  of  the  State  Society.  The 
members  of  this  committee  are  Charles  A.  Gordon,  M.D.,  chairman,  James  A.  Quigley, 
M.D.,  and  Ferdinand  J.  Schoeneck,  M.D. 


Early  Recognition  of  the  Toxemias  of  Pregnancy 


The  classical  signs  of  toxemia  of  pregnancy 
may  be  listed  as  follows:  hypertension,  al- 
buminuria, and  edema  often  associated  with  the 
subjective  symptoms  of  headache,  dizziness, 
spots  before  the  eyes,  and  epigastric  pain.  This 
syndrome  is  easily  recognized  by  any  senior 
medical  student;  but  the  practitioner  must  di- 
agnose toxemia  before  it  has  developed  if  he 
hopes  to  get  satisfactory  results  in  his  treatment. 
Certain  early  signs  are  significant. 

Case  Report 

Mrs.  H.  J.,  aged  26,  gravida  1.  Last  men- 
strual period  was  March  21,  1939;  due  on 
December  28,  1939.  She  was  seen  first  during 
the  third  month  of  pregnancy.  Family  and  per- 
sonal history  was  not  significant,  except  for  scar- 
let fever  and  jaundice  during  childhood.  Physi- 
cal examination  was  negative.  Normal  weight: 
135  pounds. 

This  patient  had  routine  prenatal  examinations 
every  two  weeks.  Pregnancy  was  uneventful 
until  four  and  one-half  months.  On  July  20  her 
weight  was  138 V2  pounds;  blood  pressure  was 
106/80,  pulse  80,  urine  negative.  On  August  2, 
she  weighed  143  V2  pounds.  Other  findings  were 
normal.  This  5-pound  gain  in  two  weeks  was 
considered  abnormal.  Patient  was  advised  to 
restrict  diet  and  activity.  Weekly  prenatal 
visits  were  now  advised.  From  August  2 to 
October  4,  the  patient  gained  9 pounds. 

During  the  ensuing  week  the  patient  gained 
63/4  pounds  and  when  seen  on  October  10  she 
presented  a picture  of  generalized  edema.  Al- 
though the  blood  pressure  and  urine  were  normal, 
a diagnosis  of  impending  toxemia  was  made. 
She  was  placed  in  bed,  the  diet  restricted  to  1,500 
cc.  of  fluids  (milk,  water,  fruit  and  vegetable 
juices),  one  helping  of  cooked  vegetable,  one 
helping  of  cereal,  and  three  crackers  in  twenty- 
four  hours.  Six  drachms  (24  Gm.)  of  magnesium 
sulfate  was  given  by  mouth.  The  patient  was 
also  given  dessicated  thyroid,  gr.  V2  (Gm. 
0.032)  three  times  a day,  because  of  dry  skin  and 
slow  pulse  rate  (B.M.R.  at  beginning  of  preg- 
nancy was  —4). 

Three  days  later,  October  13,  her  weight  was 
147l/2  pounds  (a  loss  of  IOV4  pounds).  Blood 
pressure  was  104/90. 

This  patient  was  seen  every  three  days  during 
the  remainder  of  pregnancy.  Activity  was 
markedly  restricted  and  diet  minutely  regulated. 
On  October  23,  her  weight  was  145V2  pounds  and 
blood  pressure  was  116/80;  faint  trace  of  al- 
bumin. On  December  26,  weight  was  156 
pounds  and  blood  pressure  was  110/80,  pulse  80, 
urine  negative.  On  December  31,  she  was  de- 


livered of  a normal  male  child  weighing  8 pounds, 
4 ounces.  Convalescence  was  uneventful. 

While  the  authenticity  of  a diagnosis  of  toxemia 
in  this  case  may  be  open  to  dispute,  it  is  a recog- 
nized fact  that  an  abnormal  increase  in  weight, 
over  a short  period  of  time,  may  be  the  first  sign 
of  an  impending  toxemia.  If  the  condition  is 
recognized  as  such  and  proper  treatment  insti- 
tuted, a severe  toxemia  may  be  avoided.  Such 
early  signs  can  be  recognized  only  if  the  patient 
is  seen  at  frequent  and  regular  intervals  through- 
out her  pregnancy. 

Mild  degrees  of  hypertension  may  likewise  be 
the  prodromal  signs  of  toxemia.  If  the  patient 
is  seen  often,  the  physician  can  obtain  a true 
idea  of  her  normal  blood  pressure.  Thus,  when 
an  individual  who  on  several  visits  has  an  aver- 
age blood  pressure  of  110/70,  presents  herself 
with  a pressure  of  130/80,  the  twenty-point  rise 
must  be  taken  as  significant  and  the  patient 
recognized  as  being  in  danger  of  developing  a 
true  toxemia.  Attention  should  also  be  given  to 
the  significance  of  a rise  in  diastolic  pressure, 
even  though  there  may  be  no  particular  change  in 
the  systolic  reading.  It  can  be  said,  arbitrarily, 
that  in  the  absence  of  other  signs  or  symptoms, 
systolic  readings  of  140  (or  over)  or  diastolic  pres- 
sures of  100  or  more,  must  be  considered  as 
danger  signs  and  recognized  as  possible  indices  of 
impending  toxemias. 

Albuminuria  may  be  significant,  especially  if 
associated  with  casts.  It  must  be  remembered 
that  the  leukorrheal  discharge  so  often  associated 
with  pregnancy  may  give  typical  albumin  re- 
actions. When  albuminuria  is  the  only  sign, 
the  patient  is  entitled  to  catheterization  under 
the  strictest  aseptic  conditions.  If  the  catheter- 
ized  specimen  shows  albumin  and/or  casts,  red 
blood  cells  and  white  cells,  toxemia  must  be  con- 
sidered. If  cystitis  and  pyelitis  can  be  ruled 
out,  the  patient  should  be  treated  for  tox- 
emia. 

The  physician  on  recognition  of  any  of  these 
early  signs  of  toxemia  must  consider  the  poten- 
tialities. In  general,  three  courses  are  open: 
(a)  the  patient  should  be  put  at  bed  rest,  a care- 
fully considered  diet  ordered,  and  indicated  medi- 
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cation  prescribed.  The  physician  must  then 
assume  the  responsibility  of  daily  checks  on  the 
patient  until  such  time  as  the  toxemia  is  under 
control.  The  patient  must  be  considered  as  a 
potential  candidate  for  a toxemia  during  the  re- 
mainder of  her  pregnancy,  (b)  The  patient  may 
be  hospitalized  and  the  case  worked  up  suffi- 
ciently to  establish  a diagnosis  which  will  indi- 
cate the  treatment  to  be  carried  out.  (c)  In 


event  the  physician  does  not  care  to  assume  the 
entire  responsibility  of  the  situation,  competent 
obstetrical  consultation  should  be  obtained. 

The  proper  attention  to  these  early  signs  of  im- 
pending toxemia  will  often  prevent  serious  conse- 
quences. It  is  only  by  such  early  recognition 
that  we  will  cut  down  to  an  irreducible  minimum 
the  incidence  of  maternal  mortalities  due  to 
toxemias. 


THE  HAND  OF  THE  SURGEON 

The  hand  that  guides  the  instrument  that  may 
mean  life  or  death  to  the  patient  has  naturally 
been  a subject  of  interest  to  those  engaged  in  the 
practice  of  surgery  from  ancient  times,  says  C. 
J.  S.  Thompson,  honorable  curator  of  the  His- 
torical Collection  at  the  Museum  of  the  Royal 
College  of  Sturgeons  of  England  {Lancet,  Feb.  10, 
1940,  quoted  in  the  Medical  Record ).  In  the 
Hippocratic  writings,  Mr.  Thompson  continues, 
we  have  the  first  allusion  to  the  hand  of  the  sur- 
geon, and  we  are  told  of  the  importance  the  an- 
cient Greeks  attached  to  the  instrument  being 
adapted  to  the  hand  of  the  operator  and  also  the 
means  he  should  use  to  acquire  dexterity  and 
elegant  manipulation.  Mr.  Thompson  says: 

"It  seems  a natural  conclusion  that  a hand 
that  is  to  carry  out  delicate  operations  should  be 
finely  formed,  with  long,  sensitive  and  flexible 
fingers,  but  this  conception  is  not  invariably  cor- 
rect. Close  observation  of  the  hands  of  many 
surgeons  famous  in  their  own  countries  as  opera- 
tors, while  attending  various  international 
gatherings,  brought  disillusionment.  The  ma- 
jority did  not  coincide  with  the  preconceived 
idea  of  what  a surgeon’s  hand  should  be. 

"Instead  of  sensitive  and  tapering  fingers  with 
a finely  formed  palm,  many  of  the  hands  were 
large  and  clumsy,  with  thick,  short  fingers  and 
spatulate  tips,  apparently  more  suitable  for 
stopping  the  strings  of  a violin  than  handling  a 
delicate  instrument.  The  late  Dr.  Harvey  Cush- 
ing some  years  ago  told  me  that  he  also  had  been 
struck  with  the  idea  of  making  a collection  of 
casts  of  surgeons’  hands  when  he  was  at  the  Peter 
Bent  Brigham  Hospital  in  Boston.  His  collec- 
tion, which  included  casts  of  the  hands  of  W.  W. 
Keen,  William  Mayo,  Putti,  Bastianelli,  G.  W. 
Crile,  and  W.  P.  Graves,  were  later  deposited  in 
the  Warren  Museum  at  the  Harvard  medical 
school. 

“I  was  led  to  the  idea  of  forming  such  a col- 


lection for  the  museum  of  the  Royal  College  of 
Surgeons  after  visiting  the  anatomical  section  of 
Edinburgh  University  many  years  ago,  when  I 
was  attracted  by  a hand,  carved  in  marble,  hold- 
ing a scalpel.  It  proved  to  be  the  hand  of  James 
Syme,  professor  of  surgery  at  Edinburgh  be- 
tween 1799  and  1876,  and  regarded  as  one  of  the 
boldest  and  most  successful  operators  of  his 
time.  One  of  Syme’s  most  ardent  disciples  was 
Joseph  Lister.  A study  of  Syme’s  hand  in 
marble  was  made  by  Brodie,  the  famous  Scottish 
sculptor.  A cast  was  made  for  Dr.  John  Brown, 
and  it  has  now  been  added  to  the  collection. 

“Another  important  addition  to  the  collection 
was  a radiogram  of  the  hand  of  Lord  Lister  made 
at  King’s  College  Hospital,  which  is  believed  to 
be  unique,  and  was  presented  by  Mr.  Cecil  P.  G. 
Wakeley,  F.R.C.S.  From  the  bony  structure  a 
good  idea  of  the  size  and  shape  of  his  hand  may 
be  formed.  Where  casts  were  unobtainable, 
photographs  have  been  substituted  when  pos- 
sible, and  among  these,  excellent  prints  have  been 
added  of  the  hands  of  Lord  Moynihan  and  Sir 
Mayo  Robson. 

"In  fulfilment  of  a promise  made  to  me  by 
Harvey  Cushing  shortly  before  his  death,  a cast 
of  his  hand  has  now  been  received  for  the  col- 
lection. It  is  a replica  in  bronze  of  the  one  he 
had  made  in  Boston  and  is  characteristic  of  the 
man.  The  fingers  are  small  and  short  with 
broad  tips  but  are  well  spaced,  and  it  is  interest- 
ing to  compare  it  with  the  hand  of  James  Syme. 
Syme’s  hand,  with  its  slender  tapering  fingers 
and  small  nails,  measures  nine  inches  in  length. 
The  index  finger  is  four  inches  long  and  the  palm 
is  three  and  one-quarter  inches  wide.  In  con- 
trast with  this,  the  length  of  Harvey  Cushing’s 
hand  is  seven  and  one-half  inches  only  and  the 
index  finger  three  and  three-quarter  inches  long, 
while  the  palm  measures  three  and  one-half 
inches  across.” 


THE  DOCTOR’S  "OFFICE  GIRL” 

I’m  just  the  doctor’s  “office  girl” — 

I dust  the  desk  and  such. 

Straighten  the  mail  and  tidy  the  room 
And  add  the  feminine  touch 
I’m  just  the  doctor’s  “office  girl” — 
Each  morn  I sort  the  mail, 

Unlock  the  door  and  wind  the  clock 

Like  our  maid  Abigail 

I’m  just  the  doctor’s  “office  girl” — 

I answer  every  call 

In  tones  all  sweet  and  sugary 

Yet  bacteriological 


I’m  just  the  doctor’s  “office  girl” — 

I smile  and  nod  all  day 

And  try  to  let  each  patient  take 

A cheery  thought  away 

I’m  just  the  doctor’s  “office  girl” — 

With  his  patients  all  around — 

Dear  Lord,  help  me  to  daily  keep 
MY  patience  safe  and  sound!! 

— {To  be  chanted — Andante  con  espressione.) 
Published  in  the  J.A.M.A.,  from  the  girl  {M.  L. 
J.,  Missouri) , who  married  the  doctor 
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Things  That  Are  Changeless  in  a World  of  Change 


«I  am  here  to  throw  down  the  gauntlet  and  to 
1 issue  the  challenge  that  those  things  which 
have  remained  unchanged  in  man  and  his  world 
are  of  greater  importance  than  those  which  have 
been  violently  altered,”  declared  Dr.  Terry  M. 
Townsend,  president  of  the  State  Medical  So- 
ciety, at  the  dinner  given  in  Canandaigua  on 
April  9 to  celebrate  the  fifty  years  of  membership 
of  Dr.  John  H.  Pratt,  of  Manchester,  in  the 
Ontario  County  Medical  Society.  Dr.  Town- 
send said,  in  part : 

‘‘One  of  your  members  has  been  a physician 
for  fifty  years — that  alone  is  worthy  of  remark. 
He  has  served  with  success  that  arouses  our  re- 
spect. He  has  taken  a leading  part  not  only  in 
medical  affairs  of  his  community  but  has  ex- 
tended his  leadership  into  the  business  of  living 
and  welfare  of  his  neighbors  and  they  like  him. 
These  things  add  grace  to  a life ; they  give  qual- 
ity to  a community.  It  is  fitting  that  the  county 
society  should  recognize  these  excellent  things  in 
one  of  its  own  membership,  and  it  reflexively 
honors  the  community  that  has  the  intelligence 
and  wisdom  and  the  desire  to  do  so. 

‘‘Those  organizations  of  men  that  honor  the 
achievements  of  the  past  also  grace  and  exalt  pres- 
ent excellence  and  lay  strong  foundations  for  a 
more  secure  and  glorious  future.  Aware  of  the 
strength  and  soundness  of  its  foundations,  so- 
ciety can  build  with  confidence  a structure  of 
greater  worth.  Future  generations  will  ob- 
serve, wonder,  and  exclaim  ‘behold,  the  building. 
For  it  was  good  and  what  manner  of  men  were 
these  that  did  great  works.’ 

‘‘What  manner  of  men,  indeed.  At  the  top  of 
this  list,  completing  his  fiftieth  year  in  medical 
practice  in  1904,  is  J.  Richmond  Pratt,  graduate 
of  Jefferson  College  in  1851,  who  in  that  very 
same  year  became  a member  of  the  Ontario 
Medical  Society.  He  served  as  president  of  the 
society  in  1882  and  died  at  the  cabalistic  age  of 
ninety-nine  years  and  nine  months.  And,  it  is 
his  son,  a lifelong  resident  of  Manchester,  of  On- 
tario County,  president  of  the  county  society  six 
years  after  his  graduation  from  Bellevue  Medi- 
cal College  in  1890,  whom  we  honor  today  for  the 
passage  of  his  first  fifty  years  of  medical  practice. 
There  is  a man  worth  looking  at,  worth  knowing, 
and  worth  studying.” 


Different  50  Years  Ago 

“Fifty  years  ago  when  this  man  burst  out  of 
medical  school  and  set  an  example  by  at  once 
joining  his  county  medical  society,  the  practice 
of  medicine  was,  in  some  of  its  aspects,  an  en- 
tirely different  thing  than  it  is  today — some 
think  so.  Others  think  that  the  world  of  fifty 
years  ago  was  entirely  different  in  important 
respects.  There  are  those  who  consider  the 
change  quite  revolutionary,  especially  the  younger 
among  us  who  never  knew  what  it  was  like,  and 
who  rely  upon  the  tales  of  their  seniors. 

“Persons  who  write  the  best  selling  books 
about  country  doctors  and  country  lawyers  seem 
to  agree,  but  my  opinion  differs  from  these 
deeply.  I believe  that  neither  men,  nor  the 
practice  of  medicine,  nor  yet  civilization  has 
changed  much  in  an  abiding  fundamental  way. 
I am  here  to  throw  down  the  gauntlet  and  to  is- 
sue the  challenge  that  those  things  which  have  re- 
mained unchanged  in  man  and  his  world  are  of 
greater  importance  than  those  which  have  been 
violently  altered. 

“We  can  look  back  fifty  years  or  one  hundred 
years  to  the  time  when  Dr.  Pratt’s  grandfather, 
Franklin  B.  Hahn,  was  about  to  become  secre- 
tary of  this  county  society,  and  find  certain 
things  that  are  unchanged  today.  These  things 
which  alter  most  rapidly  are  prized  on  this  ac- 
count by  those  to  whom  the  strange,  novel,  new 
are  especially  attractive.” 

Saw  Fads  Come  and  Go 

“But  these  are  composed  largely  of  error. 
Dr.  Pratt  with  his  fifty  years  of  experience  has 
seen  fifty  different  fads  come  and  go.  They 
were  based  upon  the  eager  guess  of  the  young 
physician.  These  brilliant  theories  rode  high, 
wide,  and  handsome,  but  fell  ignominiously  and 
now  lie  in  forgotten  neglect. 

“Such  a man  may  be  forgiven  if  he  views  each 
new  thing  in  medicine  with  a certain  academic 
reticence;  if  he  has  become  a trifle  slow  in  re- 
sponding to  the  latest  panacea ; if  he  regards  the 
ways  of  practice  which  have  given  comfort  and 
saved  lives  over  a half  century  with  high  regard ; 
if,  in  other  words,  he  is  conservative.  Honor 
him  for  it.  Emulate  him.  We  are  reminded  of 
the  immortal  Hippocrates,  ‘Above  all  things,  do 
no  harm.’  ” 


County  News 


Albany  County 

Dr.  Charles  F.  Branch,  professor  of  pathology 
at  Boston  University’s  School  of  Medicine, 
addressed  the  Albany  County  Medical  Society 
on  “Clinical  and  Pathological  Aspects  of  Chole- 
cystitis” at  a scientific  session  in  Albany  College 
of  Pharmacy  auditorium,  on  April  24. 

Bronx  County 

The  Bronx  County  Medical  Society  met  on 
April  17  at  Burnside  Manor  and  listened  to 
papers  on  “Voluntary  Health  Insurance”  by 


Dr.  Harry  Projector,  and  “Report  of  the  Tem- 
porary Commission  to  Formulate  a Long  Range 
Health  Program”  by  Dr.  George  Baehr. 

The  North  Bronx  Medical  Society  met  on 
May  2 at  Elsmere  Hall  and  heard  an  address  on 
“Missing  Persons”  by  Capt.  John  G.  Stein. 

The  Bronx  Gynecological  and  Obstetrical  So- 
ciety met  at  The  Concourse  Plaza  Hotel  on 
April  29.  The  program  was  as  follows:  Case 
Reports:  (1)  Postoperative  Vesicovaginal  Fis- 

tula, by  Dr.  Joseph  O.  Smigel;  (2)  Pyosalpinx 
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Following  Radiotherapy  for  Fibroid  Uterus,  by 
Dr.  William  Godsick;  (3)  Early  Epidermoid 
Carcinoma  in  a Cervical  Polyp,  by  Dr.  Meyer  J. 
Loscow.  Paper:  The  Bleeding  Factor  in 

Menstruation.  Report  of  Two  Cases,  by  Dr. 
Leo  Wilson. 

Broome  County 

The  Broome  County  Medical  Society  met  at 
the  Monday  Afternoon  Club  House,  in  Bingham- 
ton, on  April  9 and  heard  a talk  on  “The  Twilight 
of  the  Family  Physician,”  by  William  Alan 
Richardson,  managing  editor  of  Medical  Eco- 
nomics. 

Cattaraugus  County 

The  lowest  death  rate  ever  recorded  for  the 
county,  a further  drop  in  the  tuberculosis  death 
rate  to  17.8,  less  than  one-fourth  of  the  average 
before  the  county  inaugurated  an  intensive 
health  program,  only  two  cases  of  diphtheria 
during  the  year  and  no  deaths,  as  compared  with 
311  cases  and  15  deaths  in  1919,  are  shown  in  the 
annual  report  of  the  Cattaraugus  County 
Board  of  Health,  for  1939. 

In  transmitting  the  report  to  the  board  of 
supervisors,  John  Walrath,  of  Salamanca,  presi- 
dent of  the  county  board  of  health,  summarized 
the  year’s  record  as  follows: 

“The  year  1939  shows  the  lowest  death  rate 
ever  reported  for  this  county.  Decreases  oc- 
curred in  deaths  from  diseases  of  the  heart  and 
diabetes.  New  low  records  were  achieved  in 
pneumonia  and  tuberculosis. 

“The  program  for  maternal,  infant,  and  child 
health  developed  still  further.  Fewer  county 
babies  died  than  in  any  year  before ; the  drop  was 
ten  per  cent  below  the  previous  low  figure. 
Maternal  deaths  were  fewer.  Efforts  to  save 
premature  babies  were  more  and  more  successful. 
Obstetrical  consultants  were  furnished  for  ex- 
pectant mothers  when  complications  appeared. 
The  correction  of  defects  among  preschool  and 
younger  school  children  was  more  widespread. 
Support  for  this  program  came  from  federal, 
state,  and  county  budgets  and  from  the  Milbank 
Memorial  Fund.  A special  study  on  care  of 
mothers  in  pregnancy  was  completed  and  is  now 
being  tabulated. 

“The  position  of  the  county  in  its  work  for 
health  was  shown  when  we  received  first  prize  in 
the  northeastern  states  in  the  Rural  Health  Con- 
servation Contest,  conducted  under  the  auspices 
of  the  United  States  Chamber  of  Commerce  and 
the  American  Public  Health  Association.” 

Cayuga  County 

More  than  150  physicians  from  Auburn, 
Syracuse,  Seneca  Falls,  Geneva,  and  other  places 
in  central  New  York  attended  the  Cayuga 
County  Medical  Society  meeting  at  Auburn  on 
April  18.  Dr.  W.  A.  Tucker,  president  of  the  so- 
ciety, presided.  The  guest  speaker  was  Profes- 
sor Ruben,  of  Columbia  University.  A buffet 
luncheon  was  enjoyed. 

The  auxiliary  of  the  Medical  Society  also  met, 
at  the  City  Hospital,  for  a business  session.  Mrs. 
George  C.  Sincerbeaux,  president,  was  in  charge. 

Chemung  County 

Child  health  clinics  that  have  been  held 
monthly  in  various  communities  throughout  the 
county  are  being  curtailed  because  of  a reduction 


in  the  federal-state  funds  that  formerly  financed 
the  program. 

For  about  two  years  monthly  clinics  have  been 
held  in  Big  Flats,  Pine  City,  Wellsburg,  Che- 
mung, Horseheads,  Millport,  Elmira  Heights, 
Van  Etten,  and  Erin. 

Physicians  named  by  the  Chemung  County 
Medical  Society  conducted  the  clinics,  aided  by 
county  health  nurses.  The  expense  was  met 
with  funds  appropriated  by  the  Social  Security 
Administration  and  distributed  by  the  Division 
of  Maternity,  Infancy,  and  Child  Hygiene  of  the 
State  Department  of  Health. 

Under  a new  plan  the  federal-state  appropria- 
tion will  cover  only  a third  of  the  cost  and  the 
remaining  two-thirds  must  be  borne  by  the  re- 
spective towns. 

Dutchess  County 

Dr.  A.  Benson  Cannon,  chief  dermatologist  of 
Vanderbilt  clinic,  New  York  City,  spoke  on 
“The  Present  Day  Viewpoint  of  Skin  Diseases” 
at  a meeting  of  the  Dutchess  County  Medical 
Society  at  the  Amrita  Club  on  April  10.  He  il- 
lustrated his  lecture  with  colored  slides,  demon- 
strating various  phases  and  types  of  skin  irrita- 
tions. 

Dr.  Paul  Harrison,  of  Arabia,  also  talked  to 
the  group  of  seventy  doctors,  outlining  his  duties 
and  medical  problems  as  the  head  of  a missionary 
hospital  in  the  Near  East,  where  he  has  prac- 
ticed for  twenty-five  years. 

Erie  County 

Greater  dissemination  of  information  on  can- 
cer, with  emphasis  on  its  curability  in  the  early 
stage,  and  the  need  of  regular  “thoroughly 
complete”  physical  examinations  to  spot  any 
possible  symptom  was  urged  by  speakers  at  the 
annual  cancer-control  meeting  of  the  Medical 
Society  of  the  County  of  Erie  in  Hotel  Statler, 
on  April  15,  as  reported  in  the  Buffalo  Evening 
News. 

Dr.  John  M.  Swan,  of  Rochester,  executive 
secretary  of  the  New  York  State  Committee  of 
the  American  Society  for  the  Control  of  Cancer, 
reported  that  30  per  cent  of  the  deaths  in  the 
state  in  1938  were  caused  by  heart  disease  and 
only  13  per  cent  by  cancer. 

Listing  cancer  deaths  in  the  state  during  the 
last  five  years,  Dr.  A.  H.  Aaron  declared  that 
many  of  them  were  entirely  preventable  and 
urged  doctors  to  make  complete  examinations 
despite  the  reluctance  of  some  physicians  to  ex- 
amine thoroughly  an  apparently  healthy  person. 

In  a plea  for  greater  public  education  on  can- 
cer, Dr.  Aaron  cited  the  results  of  a recent  poll 
that  showed  that  an  insufficient  number  realize 
that  cancer  is  curable  in  its  early  stages,  and 
not  contagious,  or  understand  what  its  symptoms 
are. 

Dr.  Leon  H.  Smith,  chairman  of  the  society's 
cancer  committee,  presided. 

The  Section  of  Surgery  of  the  Buffalo  Academy 
of  Medicine  listened  to  a paper  on  “Infections 
of  the  Hand,”  by  Dr.  S.  L.  Koch,  of  Chicago, 
at  its  meeting  on  April  3.  On  April  10,  Dr.  F.  A. 
Evans,  of  Pittsburgh,  addressed  the  Section  of 
Medicine  on  “Obesity.”  On  April  17,  Dr.  C.  T. 
Beecham,  of  Philadelphia,  spoke  on  “Maternal 
Welfare”  to  the  Section  of  Obstetrics  and 
Gynecology,  and  on  April  24  the  Academy  held 
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an  Orthopedic  Forum,  with  an  interesting  pro- 
gram of  topics  and  speakers.  No  more  meetings 
of  the  Academy  will  be  held  until  fall. 

Fulton  County 

A meeting  of  the  Fulton  County  Medical 
Society  was  held  on  April  11  at  the  Hotel  Johns- 
town, featuring  a talk  by  Dr.  John  M.  Swan,  of 
Rochester,  cancer  specialist,  on  “Cancer  Control 
Problems  in  New  York  State.” 

Jefferson  County 

The  Medical  Society  of  Jefferson  County,  at 
its  meeting  on  April  11,  heard  an  address  by 
Dr.  John  C.  M.  Brust,  assistant  professor  of 
proctology,  Syracuse  University,  on  “Infections 
in  and  About  the  Rectum,  Their  Etiology,  Sig- 
nificance, Sequelae  and  Treatment.”  The  meet- 
ing was  preceded  by  a tumor  conference  at  Mercy 
Hospital. 

Four  lectures  on  physical  therapy  were  ar- 
ranged for  the  society  on  April  18  and  25,  May 
2 and  16. 

Kings  County 

The  Medical  Society  of  the  County  of  Kings, 
at  its  meeting  on  April  16,  listened  to  papers  on 
“Clinical  Studies  in  Primary  Malignancy  of  the 
Lung,”  by  Dr.  Richard  H.  Overholt;  and  on 
“Reconstruction  of  the  Arm  and  Hand,”  by  Dr. 
S.  Potter  Bartley. 

The  Friday  Afternoon  Lectures  on  May  3 and 
10  were  on  “Differential  Diagnosis  of  Neoplasm 
and  Primary  Vascular  Disease  of  the  Intracranial 
Cavity,”  by  Dr.  E.  Jefferson  Browder;  and  on 
“A  Full  Consideration  of  the  Method  of  Ex- 
amination for  Diagnosis  of  Urological  Conditions 
(to  Include  Points  on  Therapy),”  by  Dr.  Augus- 
tus Harris. 

The  first  annual  spring  festival  of  the  Medical 
vSociety  of  the  County  of  Kings  and  the  Academy 
of  Medicine  of  Brooklyn  occurs  on  May  13-18, 
with  tennis,  bowling,  hobby  show,  trapshooting, 
and  a concert. 

A course  of  lectures  on  gonorrhea  was  given  in 
the  section  room  of  the  Medical  Society  of  the 
County  of  Kings  on  four  Saturday  mornings, 
April  20  to  May  11. 

The  program  of  the  Ridge  Boro  Medical  So- 
ciety on  April  11  included  “Work  and  Functions 
of  the  Federal  Bureau  of  Investigation,  with 
Special  Regard  to  the  Medical  Aspect,”  Mr.  G. 
A.  Paulson,  Federal  Bureau  Investigation; 
moving  picture:  “You  Can’t  Get  Away  with  It.” 

The  Ocean  Medical  Society,  on  April  15, 
heard  a paper  on  “Sepsis — The  Consideration  of 
the  Etiology,  Pathology  and  Treatment,”  by  Dr. 
Meyer  A.  Rabinowitz. 

The  Academy  of  Pediatrics  listened  to  these 
addresses  at  its  meeting  on  April  24:  “Encepha- 
lomyelitis,” Dr.  W.  D.  Ludlum;  “Two  Cases  of 
Hemorrhagic  Encephalitis  Due  to  Arsphena 
mine,”  Dr.  C.  Friedman  and  Dr.  M.  Shinefeld; 
“Osteochondroses  Ischiopubica,”  Dr.  D.  M. 
Goldstein;  “Phenyl  Pyruvic  Oligophrenia,” 
Dr.  J.  Mehrling;  “Aleukemic  Myelosis,  with 
Widespread  Decalcifications,  Particularly  of  the 
Vertebral  Column,”  Dr.  Eisenberg;  “Effect  of 
Testosterone  Propionate  on  Epiphyseal  Closure,” 
Dr.  M.  B.  Gordon;  “Two  Cases  of  Staphylococ- 


cus Empyema  in  Infants,  with  Recovery,”  Dr. 
L.  Sternfeld. 

The  L.  I.  Radiological  Society  heard  an  address 
on  April  25  on  “The  Differentiation  of  Specific 
Diagnostic  Roentgen  Shadows  in  the  Bones,” 
by  Dr.  Albert  B.  Ferguson. 

The  East  New  York  Medical  Society  met  on 
May  6.  Its  program  was  a Symposium  on  Cry- 
motherapy  (So-called  Artificial  Hibernation)  by 
Dr.  John  C.  A.  Gerster  and  his  associates  of 
Lenox  Hill  Hospital. 

Although  the  curative  value  of  the  “frozen 
sleep”  method  of  treating  cancer  is  not  yet  es- 
tablished, the  treatment  has  proved  its  worth  in 
reducing  pain,  Dr.  John  C.  A.  Gerster,  chief  of 
crymotherapy  at  the  Lenox  Hill  Hospital,  Man- 
hattan, told  the  Williamsburg  Medical  Society  at 
a symposium  in  the  Jewish  Hospital,  St.  Marks’ 
and  Classon  avenues,  on  April  8. 

“Although  the  so-called  frozen  sleep  cannot  be 
regarded  at  present  as  a cure,”  Dr.  Gerster  said, 
“it  gives  such  marked  relief  from  pain  that  if 
it  did  nothing  else  it  would  still  be  valuable.” 

Others  who  spoke  on  “frozen  sleep”  were  Dr. 
W.  Laurence  Whittemore,  Dr.  Carl  A.  Reich, 
Dr.  Thomas  K.  Davis,  Dr.  Madge  C.  L.  Mc- 
Guinness,  Dr.  H.  R.  Kenyon,  Dr.  John  F.  Dixon, 
and  Dr.  Paul  Kurt  Sauer.  Dr.  Charles  Gold- 
man, president  of  the  society,  presided. 

Prominent  physicians  and  jurists  of  Brook- 
lyn, Queens,  and  Manhattan  attended  a dinner 
in  Essex  House,  Manhattan,  on  April  18,  in 
honor  of  the  completion  by  Dr.  George  Forbes, 
formerly  of  Astoria,  of  a half  century  in  medical 
practice.  Dr.  Forbes,  a pioneer  in  x-ray  work 
in  the  United  States,  was  presented  with  a ster- 
ling silver  tray  and  cocktail  glasses  by  Dr. 
Rudolph  Harriman,  chairman  of  the  testimonial . 

A surprise  was  the  appearance  at  the  dinner 
of  Ethel  Merman,  stage  and  screen  star,  who 
sang  several  songs.  Miss  Merman  was  one  of 
the  hundreds  of  babies  brought  into  the  world 
by  Dr.  Forbes. 

Livingston  County 

The  Livingston  County  Medical  Society  met 
April  24,  at  Dansville  General  Hospital.  The 
guest  speaker  was  Dr.  Walter  Callahan,  of 
Rochester.  His  topic  was  “Advances  in  Sur- 
gery.” 

Monroe  County 

Striking  a “profit”  balance  on  their  ledger 
sheets,  Rochester  State  Health  District  officials 
estimate  that  contagious  disease  control  meas- 
ures saved  3,673  lives  in  Monroe  County  last 
year. 

Using  the  1900  state  health  rate  of  18.1  per 

1.000  as  a yardstick,  Dr.  Paul  A.  Lembcke,  dis- 
trict  state  health  officer,  and  his  assistant.  Dr 
Ralph  M.  Vincent,  figure  that  8,350  deaths  would 
have  occurred  had  that  rate  prevailed.  But 
there  were  only  4,677  deaths  here. 

Other  comparisons  released  by  the  state  health 
officers  graphically  illustrate  the  progress  of 
life-saving  activities  during  the  past  four  decades. 

Had  the  1900  typhoid  fever  rate  of  26.7  per 

100.000  prevailed  in  Monroe  County,  123  deaths 
could  have  been  expected  during  1939  because 
of  that  disease.  But  there  actually  were  only 
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two  deaths  for  a rate  of  0.4,  compared  with  a 
slightly  lower  state  rate  of  0.3. 

If  the  1900  diphtheria  rates  had  held  true  last 
year,  209  deaths  could  have  been  expected,  for  a 
rate  of  45.4.  There  were  no  deaths  at  all  from 
diphtheria  in  1939. 

Tuberculosis,  Dr.  Vincent  estimated,  wrould 
have  claimed  858  lives  in  Monroe  County  last 
year,  had  the  rate  been  186.5,  the  same  as  in 
1900.  As  it  was,  only  121  died,  for  a rate  of 
26.1,  far  below  the  1939  state  rate  of  43.7,  which 
would  have  meant  200  deaths  in  Monroe  County. 

In  striking  their  "profit”  balance,  Doctors 
Lembcke  and  Vincent  point  out  that  the  saving 
in  the  numbers  of  serious  illnesses  and  deaths 
chiefly  affected  those  under  45  years  of  age. 
Gains  were  due  largely  to  the  decrease  in  the  dis- 
eases of  infancy  and  early  childhood,  as  well  as 
to  the  decline  of  tuberculosis,  diphtheria,  and 
typhoid  fever. 

Economically,  as  well  as  in  human  terms  of 
lessened  grief,  worry,  and  suffering,  the  savings 
resulting  from  better  control  measures,  better 
sanitation  and  purer  foods,  are  beyond  calcula- 
tion, the  officials  said. 

Montgomery  County 

The  Medical  Society  of  the  County  of  Mont- 
gomery adopted  the  following  memorial: 

Dr.  Charles  Stover,  who  died  at  his  home,  31 
Division  Street,  Amsterdam,  New  York,  on 
April  9,  1940,  was  in  his  ninetieth  year  of  age. 
With  his  death  again  passes  another  ex-president 
of  the  Medical  Society  of  the  State  of  New  York. 

Dr.  Stover  was  born  in  Dansville,  New  York, 
February  28,  1851.  His  premedical  education 
was  acquired  at  Seneca  Falls  Academy  and  Cor- 
nell University. 

He  was  graduated  from  the  Medical  College 
of  the  University  of  Pennsylvania  in  1880  and 
began  practicing  the  year  of  his  graduation  with 
the  late  Dr.  Win.  H.  Robb,  in  Amsterdam. 

This  alliance  continued  for  three  years  when  he 
continued  practice  by  himself. 

He  early  gained  an  excellent  and  enviable 
reputation  for  his  vigilant,  intelligent,  and  de- 
voted care  of  his  patients. 

Dr.  Stover  was  a bachelor  who  seemed  always 
to  have  had  a well-appointed  home  with  excel- 
lent caretakers;  during  the  last  few  years  his 
home  life  was  gladdened  and  animated  by  the 
presence  of  his  niece,  Mrs.  Walter  Donnan. 

This  monastic  form  of  life  suited  his  tempera- 
ment and  habits  very  well ; perhaps  his  most  dis- 
tinguishing characteristics  were  deliberation, 
order,  system,  method,  and  a regimen  which  in- 
cluded the  most  scrupulous  personal  appearance. 

Dr.  Stover’s  mind  was  elastic  and  readily  re- 
sponsive and  adjustable  to  meet  the  require- 
ments of  changing  conditions  of  practice,  but, 
with  great  moderation,  for  we  are  all  aware  of  the 
not  infrequent  announcement  of  the  discovery  of 
ways  and  means,  unknown  before,  to  remedy  or 
remove  this  or  that  morbidity  or  pathology, 
that  time  and  experience  prove  of  little  or  no 
value.  In  such  cases  the  one  who  subordinates 
moderation  to  enthusiastic  approval  has  much 
to  disavow  and  repudiate. 

When  we  consider  the  great  amount  of  work 
Dr.  Stover  was  able  to  accomplish,  we  should  also 
keep  in  mind  the  condition  of  ill  health  under 
which  he  almost  continually  worked.  During 


his  entire  life  he  struggled  against  the  weariness 
and  strain  of  abbreviated  health.  He  explained 
to  this  writer  that  as  early  as  his  eighth  year  he 
was  unable  to  run  with  other  children;  if  he  did 
he  invariably  expectorated  blood. 

The  late  Dr.  Edward  G.  Janeway  diagnosed 
his  left  lung  as  an  arrested  case  of  tuberculosis, 
fibrous  in  type.  It  remained,  however,  for  the 
x-ray  of  recent  years  to  strengthen  and  sustain 
this  remarkable  diagnosis  of  the  eighties. 

Injurious  and  debilitating  as  this  lung  condi- 
tion certainly  was,  it  was  complicated  with  other 
disabling  factors;  twice  he  suffered  from  typhoid 
fever  which  left  him  with  an  infected  gallbladder, 
The  x-ray,  when  it  could  do  so,  revealed  a collec- 
tion of  more  than  seven  concretions  in  that 
viscus.  Food  so  necessary  in  lung  infection  be- 
came his  “bete  noir”  in  gallbladder  infection. 

When  we  think  of  the  extreme  attention  paid 
to  athletics  in  American  educational  institutions, 
it  seems  a deviation  from  truth,  facts,  and  prac- 
tical experience  to  represent  muscular  strength 
as  an  indispensable  or  necessary  requisite  to 
health  and  success  in  life  as  compared  with  that 
indefinite  something  which  for  the  want  of  a name 
is  called  constitutional  strength  and  resistance. 

Dr.  Stover  was  an  excellent  citizen,  friend  of 
the  low  in  station,  highly  respected  by  all,  a tire- 
less worker  in  every  good  cause.  He  worked 
earnestly  in  developing  our  first  hospital  in  1888 
and  remained  a trustee  and  member  of  the  staff 
to  his  death.  He  was  also  a member  of  the 
staff  of  St.  Mary’s  Hospital  from  its  beginning. 

He  helped  organize  the  Amsterdam  Medical 
Society  and  was  one  of  its  early  presidents.  He 
also  was  ex-president  of  the  Medical  Society 
of  the  County  of  Montgomery,  at  one  time  secre- 
tary of  the  Board  of  Trustees  of  the  New  York 
State  Hospital  for  the  treatment  of  incipient 
pulmonary  tuberculosis  at  Ray  Brook,  New 
York,  and  an  examiner  for  same.  He  was  health 
officer  of  the  City  of  Amsterdam  from  1882  to 
1889  and  was  an  organizer  and  official  of  the 
Montgomery  Sanatorium  for  tuberculosis  in 
Montgomery  and  Fulton  counties. 

He  was  past-president  of  the  Amsterdam 
Chamber  of  Commerce,  and  during  the  World 
War  he  was  a member  of  the  Montgomery 
County  Draft  Board  and  also  one  of  the  organ- 
izers of  the  Tuberculosis  and  Public  Health  As- 
sociation of  Montgomery  County  of  which  he  was 
secretary  for  thirty-two  years.  It  is  not  possible 
to  more  than  mention  his  numerous  interests  in 
civic  and  professional  lines,  such  as  the  Histori- 
cal Society  of  Montgomery  County,  the  park 
development,  and  many  others. 

Men  who  write  biographic  sketches  of  departed 
friends  are  ill-fitted  for  the  task;  they  do  not 
measure  up  to  the  requirements;  their  feelings  are 
apt  to  override  sound  judgment;  and  they  omit 
that  which  is  important  and  necessary. 

He  had  few  if  any  illusions  work  gave  to  him 
life’s  greatest  satisfaction,  aud  his  work  was  to 
try  and  diminish  human  suffering.  There  was 
nothing  peevish,  bitter,  or  depressing,  nothing 
assumed  or  studied  in  his  social  or  professional 
relationship.  His  presence  in  any  circle  obtained 
the  most  respectful  hearing  and  consideration. 

Niagara  County 

More  than  one  hundred  physicians  and  lawyers 
attended  a joint  dinner  meeting  at  the  Hotel 
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Niagara  on  April  16  under  the  auspices  of 
the  Niagara  Falls  Academy  of  Medicine  and  the 
Niagara  Falls  Bar  Association.  Alger  A.  Wil- 
liams, Buffalo  attorney,  who  has  a large  practice 
involving  medical  testimony,  discussed  “Expert 
Medical  Testimony.”  Joint  presiding  officers 
were  William  L.  Hunt,  president  of  the  bar 
association,  and  Dr.  Frederick  A.  Lowe,  presi- 
dent of  the  medical  academy. 

Dr.  Donald  K.  Miller,  clinical  director  at  the 
Edward  J.  Meyer  Memorial  Hospital,  Buffalo, 
and  the  University  of  Buffalo  faculty,  spoke  at 
the  meeting  of  the  Niagara  County  Medical 
Society  on  April  9 on  “Recent  Advances  in 
Physiological  Chemistry  as  Related  to  Clinical 
Medicine.” 

Onondaga  County 

Dr.  Thomas  P.  Farmer,  distinguished  leader  in 
medicine  and  civic  service  in  Syracuse,  died  on 
April  12  at  the  age  of  57.  Dr.  Farmer  in  1919 
was  secretary  of  the  State  Society’s  section  of 
obstetrics  and  gynecology,  and  he  long  served 
as  chairman  of  the  Syracuse  district  of  the  Ameri- 
can Society  for  the  Control  of  Cancer.  The  dis- 
trict included  six  counties. 

For  years  Dr.  Farmer  was  chairman  of  the 
committee  on  public  health  and  medical  educa- 
tion of  the  Medical  Society  of  the  State  of  New 
York. 

He  had  won  wide  recognition  in  this  work  for 
the  State  Society  when,  in  1935,  he  was  selected 
by  the  society  as  a member  of  a commission  of 
four  to  go  to  Europe  to  study  methods  of  con- 
trol of  venereal  diseases. 

On  his  return  to  Syracuse,  Dr.  Farmer  immedi- 
ately became  an  outstanding  figure  in  a state- 
wide campaign  for  public  education  for  the  eradi- 
cation of  syphilis. 

In  his  work  for  cancer  control,  Dr.  Farmer  was 
a martyr.  The  research  to  which  he  gave  him- 
self courageously  and  wholeheartedly  required 
the  constant  working  with  and  handling  of 
radium. 

That  mysterious  and  powerful  element  gave 
Dr.  Farmer  numerous  severe  and  painful  burns. 
He  suffered  in  silent  patience,  and  no  one  but 
himself  ever  really  knew  the  agony  he  went 
through  in  his  sacrifice  of  self  for  science  and  to 
save  his  fellowman  from  pain. 

At  the  time  of  his  death  he  was  chairman  of 
the  Syracuse  Housing  Authority,  having  served 
as  a member  of  that  commission  from  its  incep- 
tion. 

Ontario  County 

Dr.  Harry  M.  Smith  read  a paper  on  “Ter- 
minal Ileitis”  at  the  meeting  of  Canandaigua 
Medical  Society  on  April  11  in  The  Canandaigua. 
Dr.  E.  C.  Merrill  was  host  at  dinner. 

There  was  a general  discussion  of  the  paper, 
with  Dr.  C.  Harvey  Jewett  and  Dr.  Carr  con- 
ducting a discussion  from  an  x-ray  and  patho- 
logic standpoint.  The  guest  of  Dr.  Smith,  Mr. 
Shaw,  a magician,  entertained  the  group.  Dr. 
Frederick  C.  McClellan  was  host  May  9,  when 
Dr.  Robert  M.  Ross  was  speaker. 

Oswego  County 

There  was  a meeting  of  the  Oswego  County 
Medical  Society  held  at  the  Hotel  Pontiac, 
March  28.  Preceding  the  meeting  dinner  was 
served  at  6:30  for  members  and  guests.  Guests 


included  the  Woman’s  Auxiliary  and  members 
of  the  dental  and  nursing  profession. 

Dr.  Louis  C.  Kress,  director  of  cancer  control, 
New  York  State  Department  of  Health,  was  the 
speaker.  Dr.  Grover  C.  Elder  is  chairman  of 
the  newly  organized  Cancer  Committee  of 
Oswego  County.  Others  on  the  committee  are: 
Dr.  Carl  Worboys,  Mexico;  Dr.  W.  S.  Merrill, 
Parish;  Dr.  F.  E.  MacCallum,  Pulaski;  A.  S.  Cin- 
cotta,  Fulton;  Dr.  G.  J.  Fatta,  Minetta;  E.  J. 
Dillen,  Phoenix;  and  Dr.  A.  J.  Hiltbrand,  repre- 
senting the  dental  fraternity. — Reported  by 
Francis  L.  Carroll,  M.D.,  Secretary. 

Queens  County 

Dr.  Robert  L.  Levy,  consulting  cardiologist  at 
the  French  Hospital  and  the  New  York  Infirmary 
for  Women  and  Children  and  an  assoicate  physi- 
cian at  Presbyterian  Hospital,  addressed  the 
Queens  County  Medical  Society  in  Forest  Hills 
on  April  19  on  “Diagnostic  Therapeutic  Aspects 
of  Cardiac  Pain.” 

The  Child  Welfare  Committee  of  the  Queens 
County  Medical  Society  and  the  Public  Health 
Committee  of  the  Woman’s  Auxiliary  recognized 
National  Health  Day  on  May  1,  in  the  form  of  a 
child  health  program. 

The  program  included  “Prenatal  Care,”  “Im- 
munization in  Childhood,”  “The  Common 
Gold,”  “Essentials  of  an  Adequate  Diet,” 
“Rheumatic  Fever,”  and  “Dental  Caries.” 

Dr.  Cary  Eggleston  spoke  at  the  Queens 
County  Society  Building  on  April  5 on  “Etiologi- 
cal Types  of  Heart  Disease,”  and  Dr.  Robert  L. 
Levy  on  April  19  on  “Cardiac  Pain.” 

Rensselaer  County 

Surgical  treatment  of  coronary  artery  disease 
was  discussed  by  two  prominent  New  York 
specialists  at  a meeting  of  the  Rensselaer  County 
Medical  Society  in  Troy  on  April  9. 

The  speakers  were  Dr.  Samuel  A.  Thompson, 
attending  thoracic  surgeon  at  the  Fifth  Avenue 
Hospital,  New  York,  and  Dr.  Milton  J.  Rais- 
beck,  attending  cardiologist  at  the  same  hos- 
pital. 

The  discussion  of  surgical  treatment  for  coron- 
ary cases  included  special  reference  to  cardioperi- 
cardiopexy,  with  illustrated  lantern  slides  and 
colored  motion  pictures.  A discussion  was  also 
conducted  on  “The  Selection  of  Cases  of  Coron- 
ary Artery  Disease  for  Surgical  Treatment.” 

St.  Lawrence  County 

Recent  developments  in  treatment  of  arthritis 
by  physical  therapy  were  discussed  by  Dr. 
Richard  Kovacs,  New  York  City,  at  a meeting  of 
the  St.  Lawrence  County  Medical  Society  at  St. 
John’s  Hospital  on  April  18.  Dr.  Kovacs  is  a 
member  of  the  staff  of  Polyclinic  Hospital. 

Members  of  the  society  decided  to  postpone 
action  on  a proposition  to  adopt  medical  in- 
demnity insurance  pending  further  study  of  the 
plan. 

Saratoga  County 

An  exceptionally  fine  series  of  x-ray  plates 
showing  follow-up  work  made  the  topic,  “Early 
Diagnosis  of  Tuberculosis,”  given  by  Dr.  William 
H.  Ordway  on  April  10  to  the  Saratoga  County 
Medical  Society  one  of  the  most  interesting 
and  informing  in  a series  of  meetings  at  the 
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Metropolitan  Life  Insurance  Sanatorium,  Mc- 
Gregor. Dr.  Ordway  was  assisted  by  his  staff 
at  the  Sanatorium. 

“Tuberculosis  in  Saratoga  County”  was  the 
topic  of  Dr.  G.  Scott  Towne,  surveying  the 
present  status  of  the  disease.  This  was  fol- 
lowed by  general  discussion  opened  by  Dr.  Leon 
Chadwick,  of  the  Homestead  Sanatorium. 

Suffolk  County 

The  second  quarterly  meeting  of  the  Suffolk 
County  Medical  Society  was  held  at  Friede’s 
Riverside  Inn  on  Wednesday  evening,  April  24, 
at  seven  o’clock.  Meeting  of  the  society  hereto- 
fore had  been  scheduled  for  11  o’clock  in  the 
morning,  but  members  agreed  that  the  evening 
meeting  and  dinner  would  be  better  attended. 

Sullivan  County 

A course  of  lectures  on  hemorrhage  was  ar- 
ranged for  the  Sullivan  County  Medical  Society 
in  March  and  April  by  Dr.  A.  F.  R.  Andresen 
from  the  Department  of  Medicine,  Long  Island 
College  of  Medicine,  under  the  sponsorship  of 
the  Council  Committee  on  Public  Health  and 
Education  of  the  Medical  Society  of  the  State  of 
New  York.  All  the  lecturers  were  from  the 
Long  Island  College  of  Medicine. 

Warren  County 

The  Warren  County  Medical  Society  con- 
ducted its  monthly  dinner  and  meeting  on  April 


4 at  The  Queensbury.  Dr.  Frank  R.  Ober,  pro- 
fessor of  orthopedic  surgery  at  Harvard  Medical 
School  and  the  University  of  Vermont  Medical 
School,  spoke  on  “Lame  Back.”  The  discussion 
was  led  by  Dr.  E.  B.  Probasco  and  Dr.  Leroy  J. 
Butler.  Thirty-two  members  attended  the  din- 
ner and  50  were  at  the  meeting. 

Westchester  County 

Descriptions  of  new  laboratory  and  radio- 
graphic  methods  featured  the  389th  meeting  of 
the  Mount  Vernon  Medical  Society  at  the  Knolls, 
on  April  11. 

Dr.  A.  A.  Eggston  talked  on  “Clinical  Sig- 
nificance of  the  Newer  Laboratory  Procedures,” 
while  Dr.  L.  B.  Groeschel  discussed  “Clinical 
Application  of  Radiographic  Procedures.”  Forty- 
two  members  attended  the  session,  which  was 
conducted  by  Dr.  Harold  M.  Herring,  presi- 
dent. 

Yates  County 

Dr.  Donald  J.  Tillou,  Elmira  surgeon,  ad- 
dressed a joint  meeting  of  the  Yates  County 
Medical  Society  and  the  staff  of  Soldiers  and 
Sailors  Memorial  Hospital,  on  April  8 in  the 
Wagner  Hotel  in  Penn  Yan  on  “Conditions  of 
the  Chest.” 

Dr.  Tillou  came  at  the  invitation  of  Dr.  Allen 
Holmes,  president  of  the  county  society,  who 
presided  over  the  dinner  gathering. 


Deaths  of  New  York  State  Physicians 


Name 

Age 

Medical  School 

Date  of  Death 

Residence 

Michael  G.  Caturani 

76 

Naples 

February  24 

Manhattan 

Joseph  A.  Cox 

60 

Albany 

April  23 

Albany 

Michael  J.  Foran 

66 

Buffalo 

April  5 

Ithaca 

George  F.  Gardner 

82 

Albany 

April  14 

Ellisburg 

Edward  Holtz 

37 

Univ.  & Bell 

February  21 

Manhattan 

Anselme  E.  Houle 

67 

Albany 

January  21 

Cohoes 

Nereus  C.  Kemp 

78 

Chicago  Med. 

January  18 

Scarborough 

Nathaniel  Love 

81 

N.  Y.  Univ. 

March  10 

Elmira 

Frederick  G.  Metzger 

57 

Buffalo 

April  9 

Carthage 

Addison  R.  Miller 

— 

Albany 

February  19 

Nassau 

Leo  V.  Rosenthal 

55 

Univ.  & Bell. 

January  13 

Mountain  Dale 

Wellington  M.  Ross 

62 

Buffalo 

January  11 

Buffalo 

Benjamin  H.  Searing 

61 

Cornell 

April  15 

Newburgh 

T.  Selden  Stewart 

88 

Michigan 

February  23 

Buffalo 

William  T.  Tanner 

— 

Buffalo 

December  4 

West  Danby 

William  C.  Wright 

/ 4 

Jefferson 

March  23 

Buffalo 

PHI  DELTA  EPSILON  BANQUET 

The  Phi  Delta  Epsilon  Medical  Fraternity 
announces  an  “A.M.A.”  informal  banquet  to  be 
held  in  the  Sert  Room  of  the  Waldorf-Astoria, 
Wednesday  evening,  June  12.  Several  hundred 


members  and  their  wives  will  attend.  A group 
of  life  members  will  be  awarded  twenty-five-year 
service  keys  and  scrolls.  Aaron  Brown,  39  W. 
55th  St.,  New  York,  is  in  charge  of  reservations. 


Hospital  News 


Publicity  as  a Duty  for  the  Hospital 

Publicizing  of  outstanding  work  of  saving 
human  life  and  lightening  human  misery  in 
hospitals  is  recommended  by  Carl  P.  Wright, 
superintendent  of  Syracuse  General  Hospital 
and  secretary  of  the  New  York  State  Hospital 
Association,  in  an  article  published  in  The  Digest, 
Syracuse  General  Hospital  publication,  in 
March. 

He  writes: 

“Recently  I had  the  pleasure  of  speaking  be- 
fore a group  of  insurance  executives  on  the  sub- 
ject of  Hospitals,’  and  the  information  which 
I was  able  to  give  this  group  was  so  gladly  re- 
ceived that  I have  come  to  the  conclusion  that 
we  in  the  hospital  field  are  too  prone  to  sur- 
round our  work  with  a degree  of  mystery  and 
that  we  should  publicize  both  the  amount  of 
and  the  splendid  work  which  is  being  accom- 
plished.” 

Public  Interested 

“Hospital  and  medical  care  is  a highly  spe- 
cialized business  and  we  who  are  intimately  con- 
cerned with  it  accept  the  work  and  results  as  a 
matter  of  course  without  fully  realizing  what  it 
means  to  the  general  public  and  how  interested 
they  would  be  if  they  knew  about  it. 

“For  instance,  the  general  public  does  not 
know  that  29,216  men,  women,  children,  and 
infants  received  care  in  the  five  approved  Syra- 
cuse general  hospitals  in  1939.  Assuming  Syra- 
cuse’s population  at  210,000,  that  means  that 
one  out  of  every  seven  received  some  hospital 
care  in  these  five  institutions  during  the  12 
months  of  last  year.  Thirty-three  hundred  and 
four  infants  were  born  in  these  hospitals,  15,133 
operations  were  performed,  1,068  deaths  oc- 
curred, and  194,875  laboratory  tests  were  made. 
A grand  total  of  320,208  patient-days’  care  re- 
sulted.” 

Public  Provides  Funds 

“Long  tradition  prohibits  the  mention  of  a 
physician  or  surgeon  in  the  publicizing  of  any 
achievement.  Behind  this  barrier  the  hospital 
executive  sits  complacently  and  assumes,  I don’t 
know  how,  that  the  public  will  in  some  way 
know  all  about  what  is  going  on  in  his  or  her  par- 
ticular institution.  When  some  public  appeal  is 
made  for  hospital  funds,  the  same  executive  is 
amazed  to  find  that,  in  reality,  the  public  knows 
very  little  about  the  institution.  It  is  only  when 
some  enterprising  news  reporter  gets  wind  of  a 
particular  story  which  he  thinks  is  of  public  in- 
terest and  descends  on  the  hospital  with  his 
photographer  that  we  realize  that  perhaps,  after 
all,  the  general  public  might  be  interested 

“It  is  my  carefully  considered  opinion  that 
we  must  be  much  more  cooperative  with  the  pub- 
lic press  and  must  develop  the  publicity  angle 
of  our  work.  If  we  preach,  as  we  do,  that  the 
public,  in  the  last  analysis,  owns  the  voluntary 
hospitals  of  this  city,  then  we  must  agree  that 
they  should  be  apprised  of  what  is  going  on  in 
their  institutions.” 


Friendly  Community  Spirit 

“One  cannot  help  but  notice  the  intimate  items 
in  the  country  newspaper.  Mrs.  Jones  has  just 
recovered  from  an  appendectomy,  the  Smiths 
have  just  had  a blessed  event,  little  Johnnie 
Jones  broke  his  leg  sliding  down  Squire  Per- 
kins’s big  hill,  etc.  The  reason  that  these  items 
are  published  is  because  the  friendly  nature  of 
the  inhabitants  demands  to  know  what  is  hap- 
pening to  their  neighbors.  It  all  helps  in  the 
development  of  the  friendly  community  spirit, 
which,  after  all,  is  the  real  life. 

“During  my  many  years  of  hospital  service 
I have  seen  patients  brought  into  the  hospital 
desperately  sick  or  injured,  and  I have  also  seen 
many  of  them  leave  recovered  and  ready  to 
again  take  their  place  in  the  community  life. 
Many  times  their  recovery  has  been  almost 
miraculous,  and  only  those  on  the  inside  know 
that  by  almost  superhuman  work  of  doctor  and 
nurse  has  this  been  accomplished.  Take,  for 
instance,  the  new  drug,  sulfanilamide,  the  fullest 
extent  of  whose  properties  has  not  as  yet  been 
developed.  Watching  its  effects  on  the  most 
seriously  ill  patient  within  an  almost  unbelievable 
brief  space  of  time,  one  may  be  forgiven  if  he 
commences  to  believe  in  miracles.  I wonder  if 
the  general  public  understands  the  remarkable 
progress  that  has  been  made  in  scientific  medi- 
cine and  hospitalization.  I again  wonder  if  it  is 
not  our  duty  to  tell  them  about  these  things.” 

Would  Better  Relations 

“The  newspapers  are  full  of  the  tragedies  of 
life:  the  war  in  Europe  and  Asia,  the  divorce  of 
this  one  and  that  one,  the  state  budget,  the 
every  things  which  crush  one  in  mind  and  heart. 
Why  not  talk  about  the  glad  things:  the  new 
babies  that  our  young  couples  have  just  wel- 
comed into  the  world,  the  joy  over  the  fact  that 
one  of  our  prominent  citizens  has  just  recovered 
from  a serious  illness  or  accident. 

“Why  not  publicize  the  further  fact  that  these 
happy  endings  occur  because  we  are  fortunate  in 
this  city  in  having  a fine  group  of  well-trained 
physicians,  surgeons,  obstetricians,  and  nurses 
and  five  of  the  best  hospitals  in  the  land?  It  is 
the  truth,  and  how  much  more  neighborly  our 
relations  would  be  if  we  were  to  share  our  joys 
and  knowledge  together.” 

The  General  Practitioner  in  the  Hospital 

The  general  practitioner,  too  often  bowed  out  of 
the  hospital  by  the  specialist,  deserves  better 
treatment,  in  the  opinion  of  Dr.  Morris  Fish 
bein,  editor  of  the  J.A.M.A.  He  should  have 
“a  voice  in  the  conduct  of  the  medical  affairs  of 
the  hospital  and  the  fullest  benefits  that  the 
hospital  can  confer  upon  those  included  as 
members  of  the  staff,”  declared  Dr.  Fishbein, 
addressing  a Methodist  Hospital  staff  meeting 
at  Indianapolis  on  January  19.  To  quote: 
“Today  the  hospital  acts  as  the  center  for  all 
the  medical  functions  including,  first,  care  of 
the  sick;  second,  teaching  of  doctors  and  nurses; 
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third,  education  of  the  community  in  the  pre- 
vention and  care  of  disease ; and  fourth,  investi- 
gation or  research.  Obviously  any  physician 
who  wishes  to  progress  in  his  work  or,  at  least,  to 
keep  abreast  of  scientific  advancement,  must 
have  association  with  such  an  institution. 

“There  are  both  open-staff  and  closed-staff 
hospitals.  Certainly  hospitals  devoted  almost 
wholly  to  teaching  and  research  and  which  care 
for  the  sick  primarily  in  relationship  to  teaching 
and  research  may  have  closed  staffs.  But  every 
other  hospital  must  fulfill  its  obligations  to  the 
community  by  making  its  facilities  fully  available 
to  qualified  men. 

“Unfortunately,  it  has  been  the  tendency, 
because  of  the  rise  of  specialization,  to  organize 
hospitals  according  to  the  specialties  and  to 
group  these  as  internal  medicine,  surgery,  ob- 
stetrics, leaving  the  general  practitioner  a pos- 
sibility of  affiliation  only  as  a member  of  the 
courtesy  staff  or  as  associate  in  some  group  to 
which  he  devotes  a little  more  attention. 

“The  injudiciousness  and  uneconomic  aspects 
of  this  attitude  should  be  apparent.  The  family 
doctor  thus  becomes  merely  a feeder  for  groups 
of  specialists  and  is  discouraged  from  following 
his  own  patients  outside  their  homes  and  beyond 
a certain  stage  in  the  evolution  of  disease.  He 
fails  to  receive  the  intimate  advantages  of  patho- 
logic conferences  and  the  teaching  functions  of 
the  hospital.  He  may  indeed  be  deterred  from 
referring  patients,  when  required,  to  the  special- 
ist because  of  the  fear  that  patients  may  there- 


after attempt  to  go  directly  to  the  specialists. 

“It  is  a wise  concept  that  would  make  the 
general  practitioner  an  integral  unit  in  the  or- 
ganization of  the  hospital  staff,  providing  in  this 
way  for  continuous  contact  and  follow-up  on  his 
patient,  for  conference  with  consultants,  and 
opportunity  for  graduate  education.  More  im- 
portant, however,  for  the  practitioner  is  main- 
tenance of  his  prestige  with  his  patients.  Pa- 
tients have  come  to  demand  affiliation  with  a 
recognized  hospital  as  a warranty  of  dependabil- 
ity in  a physician. 

“Today  in  the  United  States  there  are  some 
165,000  doctors  licensed  to  practice  medicine. 
Of  these  there  are  about  145,000  actually  in  prac- 
tice. More  than  116,000  are  members  of  the 
American  Medical  Association.  More  than  100,- 
000  are  associated  in  some  capacity  with  hos- 
pitals and  may  use  the  available  facilities.  But 
we  seek  for  them  more  than  just  the  opportunity 
to  send  in  a patient. 

“The  general  practitioners  constitute  at  least 
seventy  to  seventy-five  thousand  of  the  available 
practitioners  of  scientific  medicine.  We  seek  for 
them  a voice  in  the  conduct  of  the  medical  affairs 
of  the  hospital  and  the  fullest  benefits  that  the 
hospital  can  confer  upon  those  included  as  mem- 
bers of  the  staff.  With  such  recognition  the 
time  may  well  come  when  the  rewards  of  the 
general  practitioner,  in  satisfaction  of  a job  well 
done,  in  recognition  of  his  service,  may  help  to 
compensate  him  for  the  unending  hours  of  toil 
that  are  his  lot.” 


Newsy  Notes 


Growth  of  the  three-cents-a-day  hospital 
plan  of  the  Associated  Hospital  Service  of  New 
York  to  the  point  where  it  is  paying  about 
$8,000,000  yearly  for  the  hospital  care  of  sub- 
scribers is  cited  in  the  annual  financial  state- 
ment of  the  nonprofit  organization. 

The  statement  shows  assets  of  $4,198,220.26, 
and  as  of  December  31,  1939,  its  financial  condi- 
tion, determined  by  the  State  Department  of 
Insurance,  shows  a surplus  of  $1,651,249.71 
available  for  the  added  protection  of  subscribers. 

The  enrollment  of  more  than  1,350,000  sub- 
scribers now  covers  one  out  of  every  six  persons 
in  the  New  York  metropolitan  area,  the  report 
states,  enrollment  having  increased  more  than  a 
quarter  of  a million  during  1939. 

According  to  David  H.  McAlpin  Pyle,  chair- 
man of  the  board  of  directors,  the  service  has 
again  received  the  annual  certificate  of  approval 
awarded  by  the  American  Hospital  Association 
to  hospital  service  plans  that  show  evidence 
of  progress,  sound  administrative  policies  and 
procedures,  and  a financial  position  that  protects 
the  interests  of  subscribers. 

The  plan,  established  five,  years  ago  and  re- 
vised somewhat  in  the  past  year  in  the  form  of 
a contract  to  conform  with  actuarial  experience 
gained  since  then,  is  the  largest  of  sixty  such 
approved  group  hospitalization  services  in  the 
country. 


Nearly  40  per  cent  of  the  people  of  Rochester 
are  protected  by  hospital  service  contracts,  re- 
ports the  Rochester  Times- Union,  which  re- 


marks that  this  is  a tremendous  percentage  for 
any  type  of  voluntary  participation  in  any 
organization  or  undertaking. 

Rochester  leads  all  of  the  larger  plans  in  per- 
centage of  population  enrolled,  the  annual  report 
of  the  Rochester  Hospital  Service  Corporation 
shows. 

Administration  costs  have  been  kept  down, 
rates  rank  with  the  lowest  among  the  56  non- 
profit plans  in  this  country.  Coverage  is  also 
exceptionally  wide  in  proportion  to  rates. 

Benefits  have  been  increased  as  and  when  ex- 
perience showed  this  to  be  possible  without  im- 
pairing soundness,  now  assured  by  a reserve  of 
approximately  $250,000.  In  1938  for  example, 
full  coverage  was  extended  to  the  first  dependent. 

But  the  most  important  thing  for  subscribers 
and  for  the  whole  community,  believes  the 
Rochester  paper,  is  that  today  thousands  of 
persons  receive  hospital  care  who  might  other- 
wise be  without  it . 

That  shows  that  the  Rochester  Hospital  Serv- 
ice Corporation,  by  . its  plan  offering  a con- 
venient way  of  providing  against  sudden  need 
of  hospital  care,  is  making  a substantial  con- 
tribution to  raising  the  health  standards  of  the 
community. 


Supreme  Court  Justice  James  T.  Hallinan,  of 
Flushing,  presented  nine  Queens  hospitals  with 
oxygen  tents  at  a ceremony  in  the  Queens  Elks 
Club,  Elmhurst,  on  behalf  of  the  fraternal 
order’s  welfare  committee,  on  March  19. 

With  each  of  the  oxygen  tents,  which  cost 
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$500,  went  a $100  check  for  the  purchase  of 
oxygen.  Judge  Hallinan,  past  exalted  ruler  of 
the  Queens  lodge  and  former  national  leader  of 
the  Elks,  expressed  the  hope  that  the  first  to 
benefit  from  the  new  equipment  would  be  “pa- 
tients who  could  not  afford  to  pay.” 

The  nine  hospitals  that  received  the  gifts  were 
St.  John’s,  Long  Island  City;  Wyckoff  Heights, 
Ridgewood ; Flushing  Hospital,  Queens  General, 
Jamaica;  Jamaica  Hospital,  St.  Joseph’s,  Far 
Rockaway;  Rockaway  Beach  Hospital,  St. 
Anthony’s,  Woodhaven;  and  Mary  Immacu- 
late, Jamaica. 

Hospital  superintendents  of  Troy  and  vicinity 
met  for  a conference  on  March  7 at  the  Leonard 
Hospital  in  Troy.  Financial  problems  were  the 
topic  of  discussion. 


The  New  York  Orthopaedic  Dispensary  and 
Hospital  has  joined  the  progressive  institutions 
of  the  greater  city  by  installing  a physical 
therapy  department  with  Dr.  William  Benham 
Snow  as  consulting  director. 


Organization  of  a grievance  committee  among 
employees  of  the  Willard  State  Hospital  has  been 
announced  by  Dr.  John  H.  Travis,  superintend- 
ent. 

This  group  is  made  up  of  Miss  Esther  Carroll, 
supervisor;  Mrs.  Leona  Bell,  charge  nurse; 
Vergne  Trask,  supervisor;  Arthur  Woods,  su- 
pervisor; William  McAvinney,  storekeeper;  Paul 
Ryan,  accountant;  and  Joseph  Schramm,  chef. 


The  Bath  Memorial  Hospital  came  through 
the  year  1939  “in  the  black”  with  the  year’s 
receipts  exceeding  expenditures  by  $2,958.09, 
the  annual  report  reveals.  Expenditures  for  the 


year  included  $4,358.75  reduction  of  indebted- 
ness. 

The  report,  submitted  by  James  Faucett, 
hospital  business  manager  listed  receipts  of 
$77,509.15  and  expenditures  of  $74,551.06. 

Members  of  the  staff  of  Kingston  Avenue 
Hospital  of  the  Department  of  Hospitals, 
Brooklyn,  gave  a dinner  on  March  2 in  the 
New  York  Academy  of  Medicine  in  honor  of 
Dr.  Emily  Dunning  Barringer,  the  first  woman 
ambulance  surgeon  in  New  York  City,  who  is 
retiring  as  director  of  gynecology  after  twenty- 
one  years  of  service  to  the  hospital. 

A total  of  287,861  laboratory  tests  were  made 
at  Meyer  Memorial  Hospital,  Buffalo,  during  the 
last  year,  it  is  announced  by  Dr.  David  K. 
Miller,  head  of  the  hospital’s  research  division. 
Virtually  all  of  this  laboratory  work  was  done 
without  charge  to  the  patients. 

Laboratory  tests  for  syphilis  during  the  last 
year  totaled  52,542,  one  of  the  most  important 
phases  of  the  research  department’s  work. 

Making  an  average  of  2,500  exposures  a month 
and  taking  care  of  more  than  12,000  patients  a 
year,  the  x-ray  department  of  Meyer  Memorial 
Hospital  is  reported  doing  one  of  the  biggest  jobs 
of  its  kind  in  this  part  of  the  country. 

The  nurses’  home  at  the  Rome  Hospital  has 
been  discontinued  for  economy. 

Discontinuance  of  the  nurses'  home  makes  a 
total  of  three  buildings  which  will  be  abandoned 
with  the  opening  of  the  new  hospital.  The  other 
two  structures  are  the  old  Rome  Hospital  on  E. 
Garden  Street  and  Murphy  Memorial  Hospital 
on  W.  Embargo  Street. 

These  buildings,  it  is  believed,  will  revert  to  the 
board  of  managers  and  in  time  be  turned  over 
to  the  city. 


Improvements 


Through  the  combined  efforts  of  four  New 
York  City  departments,  Bellevue  Hospital 
will  soon  be  using  a new  grassed  area  of  124,000 
sq.  ft.  extending  from  Twenty-sixth  to  Thirtieth 
streets  along  the  East  River  front. 


Huntington  Hospital  inaugurated  a new  serv- 
ice on  March  12  when  a Tumor  Diagnostic 
Service  was  begun,  to  continue  bi-monthly 
thereafter. 

Dr.  Norman  Treves,  associated  with  Mem- 
orial Hospital,  New  York  City,  will  direct  this 


A.M.A.  MEETING 

During  the  week  of  June  10,  1940,  the  Ameri- 
can Medical  Association  will  hold  their  annual 
meeting  in  New  York  City. 

The  Medical  Society  of  the  County  of  New 
York  and  the  Medical  Society  of  the  State  of 
New  York  will  be  hosts  to  their  fellow  doctors 
from  all  parts  of  the  United  States. 

The  Local  Committee  on  Arrangements  urges 
you  to  register  as  a member  of  the  American 
Medical  Association  on  Monday,  June  10,  at  the 


service.  It  will  have  the  support  of  the  Suffolk 
County  Cancer  Committee. 

• • • 

An  x-ray  machine  has  been  presented  to  the 
Arnold  Gregory  Memorial  Hospital  at  Albion  by 
the  Sheret  Post,  American  Legion. 

A laboratory  is  being  added  to  the  Veterans 
Memorial  Hospital  at  Ellenville. 

The  Van  Duzee  Hospital  at  Gouvernour  is 
contemplating  enlargement. 


Registration  Booth  at  the  Grand  Central  Pal- 
ace. 

Every  member  of  the  American  Medical  Asso- 
ciation who  registers  will  receive  an  official  but- 
ton. By  means  of  this  badge  many  special 
privileges  are  made  available,  such  as  admission 
to  all  the  Sessions,  tickets  to  broadcasts,  theater 
tickets  at  reduced  rates,  lower  admission  rates  to 
the  World's  Fair,  and  admissions  to  some  of  the 
concessions  at  the  World’s  Fair. 


Medicolegal 

Lorenz  J.  Brosnan,  Esq. 

Counsel,  Medical  Society  of  the  State  of  New  York 


Physical  Examinations  in  Personal 
Injury  Actions 

The  Civil  Practice  Act  of  the  State  of  New 
York  specifically  provides,  in  Section  306, 
that  in  actions  brought  to  recover  damages  for 
personal  injuries,  where  the  defendant  is  ignorant 
of  the  nature  and  extent  of  the  injuries  alleged, 
the  plaintiff  may  be  required  to  submit  to  a 
physical  examination  by  a physician  or  surgeon 
appointed  by  the  Court.  The  Statute  specifies 
that  where  the  person  to  be  examined  is  a female, 
she  shall  be  entitled  to  have  the  examination 
made  in  the  presence  of  her  personal  physician. 

The  Statute,  however,  does  not  specifically 
enumerate  or  limit  the  type  of  physical  examina- 
tions to  which  a plaintiff  may  be  subjected,  other 
than  to  say  that  “such  examination  shall  be  had 
and  made  under  such  restrictions  and  directions 
as  to  the  Court  or  Judge  shall  seem  proper.”  A 
number  of  decisions  have  been  handed  down  by 
the  Court  interpreting  the  scope  of  the  remedy  so 
provided  by  the  Civil  Practice  Act. 

Very  recently,  in  an  action  to  recover  damages 
for  personal  injuries,  the  defendant  applied  to 
the  Court  for  an  order  directing  a female  plaintiff 
to  submit  to  a physical  examination  which 
would  include,  as  a part  thereof,  a cystoscopic 
examination.*  As  a part  of  the  application, 
defendant  submitted  the  affidavit  of  a medical 
expert  which  set  forth  that  the  said  physician 
had  never  known  of  a case  in  which,  from  a 
cystoscopic  examination,  there  had  “been  any 
very  harmful,  serious  or  fatal  results  nor.  . . a 
fatality  resulting  simply  from  a cystoscopic  ex- 
amination,” and  furthermore  that  such  examina- 
tion “cannot  be  compared.  ...  in  seriousness  with 
a major  operation.” 

The  motion  was  opposed  on  behalf  of  the  plain- 
tiff, and  the  papers  in  opposition  included  an 
affidavit  of  another  physician,  who,  on  the  con- 
trary, contended  that  a cystoscopic  examination 
was  “a  major  operation.  . . .most  painful,  and.  . . 
has  been  known  to  cause  death.”  The  Court  at 
Special  Term  denied  the  application  so  far  as  the 
same  included  a request  for  an  order  requiring  a 
cystoscopic  examination.  An  appeal  was  taken 
to  the  Appellate  Division  of  the  Supreme  Court 
for  the  Fourth  Judicial  Department,  and  that 
Court,  upon  the  record  before  it,  refused  to  inter- 


* Carrig  v.  Oakes,  259  App.  Div.  138. 


pret  the  Statute  so  as  to  permit  the  particular 
examination  sought.  In  so  ruling,  the  Court 
said,  in  the  course  of  its  opinion: 

“In  asking  for  a cystoscopic  examination  of 
plaintiff  the  appealing  defendants  are  asking  us 
to  go  much  further  than  our  courts  have  ever 
gone  in  subjecting  a party  to  physical  pain  and 
danger  to  health.” 

As  recently  as  1923,  the  Appellate  Courts  of 
this  State  had  refused  to  require  a plaintiff  to  sub- 
mit to  x-ray  photographs.  The  rule  so  adopted, 
however,  was  subsequently  modified,  it  appearing 
in  two  decisions  that  the  Appellate  Courts  were 
satisfied  that  the  science  of  taking  x-ray  pictures 
has  been  so  perfected  as  to  entirely  eliminate,  for 
all  practical  purposes,  danger  of  injury  incident 
to  the  taking  of  such  pictures.  * Apparently  the 
Courts  have  now  come  to  the  conclusion  that  the 
taking  of  x-rays  is  no  more  harmful  or  dangerous 
than  the  taking  of  ordinary  photographs. 

It  has  also  been  ruled  that  in  a proper  case,  the 
Statute  may  be  interpreted  to  permit  the  taking 
of  a sample  of  the  plaintiff’s  blood  for  the  purpose 
of  examination  and  analysis.** 

It  is  interesting  to  note  that  the  Court,  in  so 
deciding,  did  so  in  spite  of  contentions  that  infec- 
tion sometimes  is  caused  by  a needle  puncture 
such  as  is  required  to  draw  sufficient  blood  for  a 
blood  examination. 

In  an  action  to  recover  for  personal  injuries, 
where  plaintiff  contracted  a respiratory  disease  or 
poison,  the  question  arose  as  to  whether  a physi- 
cal examination  should  include  requiring  the 
plaintiff  to  submit  to  a breathing  test  referred  to 
as  the  “oxygen  dilution  method  of  Christie. ”t 
In  that  case  the  Court  denied  the  particular  ex- 
amination desired,  stating  as  its  reason  that  it 
was  not  convinced  by  the  record  that  the  test 
could  be  made  with  safety  to  the  plaintiff,  and 
that  it  was  not  in  a position  to  take  judicial  notice 
of  the  safety  of  the  test.  Likewise,  it  has  been 
held,  for  similar  reasons,  that  an  application  on 
behalf  of  the  defendant  to  require  a plaintiff  to 
submit  to  the  taking  of  a barium  meal  as  part  of  a 
physical  examination  should  be  denied. ft 

* Hollister  v.  Robertson,  208  App.  Div.  449.  Gilbert 
v.  Clar,  223  App.  Div.  200. 

**  Hayt  v.  Brewster,  Gordon  & Co.,  Inc.,  199  App.  Div. 
68. 

f Grill  v.  Mathieson  Alkali  Works,  Inc.,  243  App. 
Div.  853. 

tt  Bartolotta  v.  Delco  Appliance  Corporation,  254 
App.  Div.  809. 


AMERICAN  ASSOCIATION  OF  INDUSTRIAL  PHYSICIANS  AND  SURGEONS 

The  Association  will  hold  its  annual  conven-  sylvania  Hotel.  An  interesting  scientific  pro- 
tion  in  New  York  City  on  June  4,  5,  6,  and  7,  gram  is  being  arranged  and  extensive  plans  for 
1940,  and  will  have  its  headquarters  at  the  Penn-  entertaining  doctors  and  their  wives. 
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RECEIVED 


Cancer  in  Childhood  and  a Discussion  of  Cer- 
tain Benign  Tumors.  Edited  by  Harold  W. 
Dargeon,  M.D.  Quarto  of  114  pages,  illustrated. 
St.  Louis,  C.  V.  Mosby,  1940.  Cloth,  $3.00. 

Diverticula  and  Diverticulitis  of  the  Intestine. 
Their  pathology,  diagnosis,  and  treatment. 
By  Harold  C.  Edwards,  F.R.C.S.  Octavo  of  335 
pages,  illustrated.  Baltimore,  Williams  & Wil- 
kins Co.,  1939.  Cloth,  $8.00. 

Fractures  and  Other  Bone  and  Joint  Injuries. 
By  R.  Watson-Jones,  F.R.C.S.  Octavo  of  723 
pages,  illustrated.  Baltimore,  Williams  & Wil- 
kins Co.,  1940.  Cloth,  $13.50. 

A Textbook  of  Physiology.  By  William  D. 
Zoethout,  Ph.D.,  and  W.  W.  Tuttle,  Ph  D. 
Seventh  edition.  Octavo  of  743  pages,  illus- 
trated. St.  Louis,  C.  V.  Mosby  Co.,  1940. 
Cloth,  $4.50. 

The  Hypothalamus  and  Central  Levels  of 
Autonomic  Function.  Volume  XX  of.  Research 
Publications  of  Association  for  Research  in  Ner- 
vous and  Mental  Disease.  Proceedings  of  the 
Association  December  20  and  21,  1939.  Octavo 
of  980  pages,  illustrated.  Baltimore,  Williams 
& Wilkins  Co.,  1940.  Cloth,  $10. 

Tuberculosis  and  Social  Conditions  in  England 
with  Special  Reference  to  Young  Adults.  A 
Statistical  Study.  By  P.  D’Arcy  Hart  and  G. 
Payling  Wright.  Octavo  of  165  pages.  Lon- 
don, National  Association  for  the  Prevention  of 
Tuberculosis,  1939.  Paper,  3 shillings. 

Through  the  Years:  An  Autobiography.  By 

Nathan  S.  Jonas.  Octavo  of  365  pages.  New 
York,  Business  Bourse,  Publishers,  1940.  Paper, 
$3.00. 


Diabetes:  Practical  Suggestions  for  Doctor 
and  Patient.  By  Edward  L.  Bortz,  M.D.  Sec- 
ond edition.  Octavo  of  296  pages,  illustrated. 
Philadelphia,  F.  A.  Davis  Co,  1940.  Cloth, 
$2.50. 

Synopsis  of  Obstetrics.  By  Jennings  C. 
Litzenberg,  M.D.  Duodecimo  of  394  pages, 
illustrated.  St.  Louis,  C.  V.  Mosby  Co.,  1940. 
Cloth,  $4.50. 

Diagnosis  and  Treatment  of  Diseases  of  the 
Hair.  By  Lee  McCarthy,  M.D.  Octavo  of  671 
pages,  illustrated.  St.  Louis,  C.  V.  Mosby  Co., 
1940.  Cloth,  $9.50. 

Arthritis  and  Allied  Conditions.  By  Bernard 
I.  Comroe,  M.D.  Octavo  of  752  pages,  illus- 
trated. Philadelphia,  Lea  & Febiger,  1940. 
Cloth,  $8.50. 

Treatment  of  War  Wounds  and  Fractures. 

With  Special  Reference  to  the  Closed  Method  as 
Used  in  the  War  in  Spain.  By  J.  Trueta,  M.D. 
Duodecimo  of  146  pages,  illustrated.  New  York, 
Paul  B.  Hoeber,  Inc.,  1940.  Cloth,  $2.50. 

Chemotherapy  and  Serum  Therapy  of  Pneu- 
monia. By  Frederick  T.  Lord,  M.D.,  Elliott  S. 
Robinson,  M.D.  and  Roderick  Heffron,  M.D. 
Octavo  of  174  pages,  illustrated.  New  York, 
The  Commonwealth  Fund,  1940.  Cloth,  $1.00. 

Introduction  to  Medicine.  By  Don  C.  Sutton, 
M.D.  Octavo  of  642  pages,  illustrated.  St. 
Louis,  C.  V.  Mosby  Co.,  1940.  Cloth. 

Modem  Medical  Therapy  in  General  Practice. 
Edited  by  David  P.  Barr,  M.D.  Three  volumes. 
Quarto  of  3,661  pages,  illustrated.  Baltimore, 
Williams  & Wilkins  Co.,  1940.  Cloth,  $35  per 
set. 


REVIEWED 


Injuries  of  the  Skull,  Brain  and  Spinal  Cord. 

Neuro-Psychiatric,  Surgical,  and  Medico-Legal 
Aspects.  Edited  by  Samuel  Brock.  Octavo  of 
632  pages,  illustrated.  Baltimore,  Williams  & 
Wilkins  Co.,  1940.  Cloth,  $7.00. 

As  would  be  expected  from  the  names  of  the 
contributors  to  this  volume,  the  subject  is  cov- 
ered in  a thoroughly  authoritative  manner. 
There  is  of  necessity  some  overlap  and  repetition. 
Where  points  of  pathology  or  treatment  are 
debatable,  these  facts  are  brought  out  by  the 
authors.  The  lack  of  universal  agreement  on 
the  exact  connotation  of  concussion  is  reflected 
in  the  various  points  of  view  expressed.  The 
editor,  by  his  introduction  and  footnotes,  suc- 
ceeds in  making  the  volume  a harmonious  whole. 

The  chapters  on  the  relation  of  trauma  to  other 
diseases  of  the  brain  and  cord  are  in  line  with 
conservative  present-day  thoughts.  This  same 
conservative  point  of  view  is,  however,  exhibited 
by  each  author.  The  chapters  by  C.  P.  Sy- 
inonds  and  A.  R.  Elvidge  are  highlights  in  this 
collection  of  monographs  in  miniature,  all  of 
merit.  The  bibliographies  add  to  the  com- 


pleteness of  the  volume  and  enhance  its  value 
as  a text  or  reference  book. 

Ira  Cohen 

Obstetrical  Practice.  By  Alfred  C.  Beck, 
M.D.  Second  edition.  Quarto  of  858  pages, 
illustrated.  Baltimore,  Williams  & Wilkins  Co., 
1939.  Cloth,  $7.00. 

In  his  second  edition  of  Obstetrical  Practice 
Dr.  Beck  has  retained  all  of  the  excellent  features 
of  the  original  work,  and  has  added  much  new 
material,  especially  in  the  fields  of  embryology 
and  physiology.  The  role  played  by  various 
hormones  in  producing  changes  in  the  maternal 
organism  is  presented  in  a clear  and  understand- 
able manner.  The  chapters  on  abortion  and 
toxemia  of  pregnancy  have  been  elaborated,  and 
a new  chapter,  “Retained  and  Adherent  Pla- 
centa,” has  been  added.  In  several  instances  the 
same  material  is  found  repeated  in  different 
chapters  of  the  text.  This,  however,  may  have 
been  intentional,  for  it  is  certain  that  the  student 
gains  much  by  repetition.  This  book  is  most 
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term  “low  reserve  kidney”  carries  on.  The 
discussion  of  resuscitation  is  good,  yet  it  is  too 
bad  that  illustrations  of  rough  antiquated  meth- 
ods are  still  shown.  Bland  prefers  cesarean 
hysterectomy  to  the  extraperitoneal  operations, 
advocates  posterior  colpotomy  in  the  diagnosis 
of  ectopic,  and  believes  that  the  uterine  pack  is 
the  most  dependable  method  of  controlling  post- 
partum hemorrhage.  The  old  classification  of 
pelvic  anomalies  is  stressed,  and  x-ray  for  diag- 
nosis is  but  touched  upon.  One  wonders  why  it 
is  necessary  to  mention  in  a textbook  for  students 
that  Potter  had  delivered  20,000  babies  up  to 
1931.  The  book  is  profusely  and  well  illustrated, 
a beautiful  volume. 

Charles  A.  Gordon 

Cardiovascular  Diseases.  Their  Diagnosis 
and  Treatment.  By  David  Scherf,  M.D.,  and 
Linn  J.  Boyd,  M.D.  Octavo  of  458  pages.  St. 
Louis,  C.  V.  Mosby  Co.,  1939.  Cloth,  $6.25. 

This  interesting  volume  should  be  valuable  to 
American  readers  because  it  is  clearly  a portrayal 
of  the  Viennese  point  of  view  in  cardiology.  Its 
title  is  a little  misleading,  because  it  is  not  a sys- 
tematic treatise  on  the  diagnosis  and  treatment 
of  cardiovascular  diseases  but  rather  a series  of 
chapters  on  subjects  that  have  been  of  special 
interest  to  the  authors.  For  that  reason  the  ar- 
rangement of  the  material  follows  no  detectable 
system  and  reminds  one  of  the  confusing  presen- 
tation of  cardiovascular  disease  in  the  older 
American  textbooks.  This  is  unfortunate  for  the 
student  and  the  general  practitioner  to  whom  the 
book  is  addressed. 

The  presentation  of  the  subject  of  pulmonary 
embolism  is  timely  and  calls  attention  to  the  im- 
portance of  thrombosis  in  the  deep  veins  of  the 
legs  as  the  source  of  infarcts  in  the  lung  in  de- 
compensated patients.  It  is  the  reviewer’s 
opinion  that  the  authors  overemphasize  the  im- 
portance of  aortalgia  as  a syndrome  indicative  of 
syphilitic  aortitis.  Now  that  syphilitic  coronary 
osteal  stenosis  is  recognized,  the  validity  of 
aortalgia  as  a symptom  of  syphilitic  aortitis 
comes  into  question. 

Digitalis  therapy  is  presented  from  the  Euro- 
pean point  of  view,  and  the  administration  of 
this  drug  by  rectum  using  suppositories  or  tinc- 
ture of  digitalis  in  tap  water  is  given  as  the 
preferred  method.  The  description  of  the  use  of 
strophanthin  is  valuable  because  of  the  greater 
experience  of  continental  physicians  with  this 
drug. 

Edwin  P.  Maynard,  Jr. 

Sclerosing  Therapy.  The  Injection  Treatment 
of  Hernia,  Hydrocele,  Varicose  Veins  and 
Hemorrhoids.  Edited  by  Frank  C.  Yeomans, 
M.D.  Quarto  of  337  pages,  illustrated.  Balti- 
more, Williams  & Wilkins  Co.,  1939.  Cloth, 
$6.00. 

Recent  advances  in  the  use  of  sclerosing  ther- 
apy makes  a monograph  of  this  character  timely. 
The  book  is  divided  into  four  parts  consisting  of 
the  injection  treatment  of  hernia,  hydrocele, 
varicose  veins,  and  hemorrhoids.  Each  section 
is  written  by  a collaborator  experienced  in  his 
own  field. 

The  authors’  statement  that  sclerosing  therapy 
has  emerged  from  the  stage  of  experiment  and 
empiricism  to  be  established  now  on  a sound 


scientific  basis  cannot  be  quite  accepted  as  apply- 
ing to  the  injection  treatment  of  hernias.  It  is 
justifiably  stressed  by  the  contributor,  however, 
that  sclerosing  therapy  is  not  intended  to  sup- 
plant surgery  but  rather  to  complement  it. 

Each  condition  is  well  presented  and  contains 
a detailed  account  of  the  etiology,  anatomy, 
pathology,  clinical  picture,  selection  of  cases,  and 
technic  of  injection. 

The  material  is  profusely  illustrated  with  ex- 
cellent drawings  and  photographs.  A large 
variety  of  sclerosing  agents  is  presented  and 
evaluated.  Indications,  contraindications,  re- 
sults, and  legal  aspects  are  discussed. 

Anyone  interested  in  this  mode  of  therapy  will 
find  the  book  indispensable. 

William  S.  Collens 

Physiology  of  the  Uterus  with  Clinical  Correla- 
tions. By  Samuel  R.  M.  Reynolds,  M.A. 
Octavo  of  447  pages,  illustrated.  New  York, 
Paul  B.  Hoeber,  Inc.,  1939.  Cloth,  $7.50. 

The  investigation  and  knowledge  of  the 
physiology  of  the  uterus,  until  the  publication  of 
this  volume,  have  been  scattered  in  books, 
magazines,  and  brochures  in  several  branches  of 
medical  science;  and  for  those  interested  in  this 
subject  it  was  indeed  a task  to  wade  through  a 
mass  of  literature  for  the  facts  sought. 

Endocrinologists,  investigators  in  the  field  of 
reproduction,  and  clinicians  will  find  this  a valu- 
able work.  The  author  has  spent  many  years  in 
the  study  of  reproduction  and  in  animal  and  ex- 
perimental research,  and  so  his  opinions  and 
observations  are  to  be  reckoned  with  seriously, 
even  though  some  conclusions  may  be  at  variance 
with  other  investigators. 

The  material  is  divided  into  thirteen  chapters, 
and  the  field  covered  includes  uterine  motility 
in  animals  and  humans,  innervation  of  the  uterus, 
its  blood  and  lymph  supply,  intrauterine  fetal 
respiration,  uterine  metabolism,  and  a chapter 
on  the  physiologic  basis  of  the  treatment  of 
uterine  muscle  disturbances.  In  the  chapter  on 
the  hormone  therapy  of  uterine  muscle,  the 
author  attempts  to  correlate  the  physiologic 
observations  with  practical  clinical  experience  of 
various  gynecologists. 

The  author  not  only  gives  his  own  observations 
and  interpretations  but  also  encompasses  with 
fine  understanding  a summation  of  the  literature 
on  the  subject.  The  bibliography  of  this  litera- 
ture comprises  1,190  references,  in  itself  a task  of 
proportions  and  a valuable  adjunct  to  workers 
in  this  field. 

The  book  is  highly  recommended  not  only  to 
workers  in  the  fields  of*  reproductions  but  also  to 
those  obstetricians  and  gynecologists  who  want 
to  know  the  “why”  and  “wherefore”  of  their 
methods  and  therapeusis. 

Jacob  Halperin 

Recent  Advances  in  Haematology.  By  A. 

Piney,  M.D.  Fourth  edition.  Octavo  of  312 
pages,  illustrated.  Philadelphia,  P.  Blakiston’s 
Son  & Co.,  1939.  Cloth,  $5.00. 

This  book  hardly  needs  an  introduction,  since 
previous  editions  have  firmly  established  its  place 
in  the  field  of  hematology.  The  reviewer  has  only 
words  of  praise  for  it. 

In  a way,  the  title  Recent  Advances  in  Haema- 
tology is  misleading,  since  the  book  is  not  merely 
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a review  of  the  recent  literature  but  actually 
serves  as  an  excellent  textbook  of  hematology. 
The  presentation  is  simple  and  logical,  and  the 
material  is  presented  in  an  interesting  fashion. 
The  colored  plates  of  blood  cells  and  bone  marrow 
are  clear  and  instructive,  and  in  addition  there 
are  many  good  black-and-white  illustrations. 
The  illustrative  cases  cited  from  the  author’s 
experience  are  highly  instructive.  The  book 
should,  therefore,  serve  not  only  as  an  excellent 
introduction  to  the  subject  but  also  as  a valuable 
aid  to  specialists  in  the  field. 

A.  S.  Wiener 

The  Newer  Knowledge  of  Nutrition.  By  E. 

V.  McCollum,  Ph.D.,  Elsa  Orent-Keiles,  Sc.D., 
and  Harry  G.  Day,  Sc.D.  Fifth  edition. 
Octavo  of  701  pages,  illustrated.  New  York, 
The  Macmillan  Co.,  1939.  Cloth,  $4.50. 

In  a style  that  is  clear,  concise,  and  eminently 
readable,  the  authors  present  the  newer  knowl- 
edge of  nutrition.  Emphasizing  the  “newer,” 
they  have  completely  rewritten  the  text,  the 
last  edition  of  which  appeared  in  1929. 

The  book  deals  chapter  by  chapter  with  the 
various  nutrients.  It  gives  some  of  the  his- 
torical background  of  each,  but  limits  this  to 
only  the  information  essential  to  understand  the 
latest,  accepted  research  in  each  case.  Where  it 
is  necessary  to  explain  the  bases  for  conclusions, 
laboratory  methods  are  included.  However,  the 
greater  part  of  the  book  deals  with  the  conclu- 
sions of  the  latest  investigators  of  nutrition. 
The  references  are  carefully  selected  and  most 
complete. 

The  text  concludes  with  several  excellent  chap- 
ters on  some  of  the  outstanding  problems  of 
normal  nutrition,  such  as  appetite,  diet  in  rela- 
tion to  teeth,  diet  in  relation  to  healthful  lon- 
gevity, etc. 

Every  physician,  in  whatever  branch  of  medi- 
cine he  practices,  needs  information  on  the  newer 
knowledge  of  nutrition.  There  can  be  no 
sounder,  more  dependable,  more  complete,  or 
easily  readable  book  on  the  subject  than 
this. 

Ethel  Plotz  Berman 

Standard  Methods  of  the  Division  of  Labora- 
tories and  Research  of  the  New  York  State 
Department  of  Health.  By  Augustus  B.  Wads- 
worth, M.D.  Second  edition.  Octavo  of  681 
pages,  illustrated.  Baltimore,  Williams  & Wil- 
kins Co.,  1939.  Cloth,  $7.50. 

Since  the  publication  of  the  first  edition  of 
Standard  Methods  in  1927  so  many  advances 
have  been  made  in  the  work  of  public  health 
laboratories  that  the  second  edition  is  timely. 
This  work  deals  with  the  procedures  used  in  the 
Division  of  Laboratories  and  Research  of  the 
New  York  State  Department  of  Health.  The 
chief  functions  of  the  Division  of  Laboratories 
are  diagnosis  of  communicable  diseases  and  the 
preparation  of  antitoxins  and  serums.  Therefore 
this  book  will  be  most  useful  to  laboratories 
doing  similar  work.  However,  it  will  be  valu- 
able, also,  to  workers  in  all  clinical  labora- 
tories. 

The  methods  used  in  the  diagnostic  laboratory 
are  assembled  in  one  section  of  170  pages.  The 
technic  is  described  in  sufficient  detail  for  the 
trained  worker.  There  are  numerous  cross 


references  to  this  section  from  all  parts  of  the 
volume.  The  device  of  cross  reference  rather 
than  repetition  of  technical  details  has  saved 
space  and  made  possible  inclusion  of  new  matter 
within  a single  volume. 

One  of  the  most  important  additions  to  this 
edition  is  the  new  quantitative  complement- 
fixation  tests  for  syphilis,  tuberculosis,  and  gono- 
coccal infections.  These  tests  are  described  in 
minute  detail.  The  author  also  gives  a new 
technic  for  the  colloidal  gold  test  on  spinal  fluid 
and  new  methods  for  the  preparation  of  serums, 
antitoxins,  and  vaccines.  The  book  is  illus- 
trated with  photographs  of  apparatus  used  in  the 
laboratories. 

E.  B.  Smith 

Operative  Orthopedics.  By  Willis  C.  Camp- 
bell, M.D.  Quarto  of  1154  pages,  illustrated. 
St.  Louis,  C.  V.  Mosby  Co.,  1939.  Cloth,  $12.50. 

This  work  fills  a long-felt  want.  No  book  has 
appeared  on  this  same  subject  since  1925.  The 
author  brings  up  to  date  all  operative  procedures 
devised  by  many  authors  up  to  the  present  time. 
Many  of  the  procedures  included  are  reported 
without  editorial  comment. 

The  book  starts  by  giving  the  normal  physio- 
logic limits  of  the  various  major  joints  of  the 
extremity.  Then  follows  an  excellent  chapter  on 
physiology  and  pathology  of  bones  and  joints, 
including  the  chemistry  on  diseases  of  bone,  bone 
growth,  and  repair. 

The  various  operative  procedures  are  made 
very  clear  by  numerous  illustrations.  The  sub- 
ject is  covered  thoroughly.  The  value  of  the 
book  is  enhanced  by  a complete  bibliography  at 
the  end  of  each  chapter. 

No  orthopedic  surgeon  or  any  general  surgeon 
who  does  bone  surgery  should  be  without  this 
book. 

J.  B.  L’Episcopo 

Surgery  of. the  Eye.  By  Meyer  Wiener,  M.D., 
and  Bennett  Y.  Alvis,  M.D.  Octavo  of  445 
pages,  illustrated.  Philadelphia,  W.  B.  Saunders 
Co.,  1939.  Cloth,  $8.50. 

We  are  offered  here  a splendid  working  guide 
covering  the  whole  field  of  ophthalmic  surgery. 
As  the  authors  state  in  their  introduction:  “No 
attempt  is  made  to  make  it  a book  of  reference 
containing  every  known  method  or  suggestion 
....  that  single  method  (or  several  such)  has  been 
selected  by  the  authors  which  in  their  judgment 
will  serve  the  best  purpose  in  a given  condition.” 

The  first  five  brief  chapters  are  replete  with 
practical  points  of  general  technic,  in  preopera- 
tive preparation,  anesthesia,  and  postoperative 
care  of  the  patient.  Then  follows  in  an  orderly 
manner  a description  of  operations  that,  in  the 
hands  of  the  authors,  have  proved  to  be  the 
simplest  and  most  successful  methods  to  correct 
the  defect  or  disease  under  consideration. 

The  text  is  abundantly  and  splendidly  illus- 
trated with  drawings  by  Dr.  A.  J.  Hof sommer,  a 
graduate  of  Washington  University  Medical 
School.  The  free  use  of  good  illustrations  ob- 
viates the  need  of  minute  word  description  of  a 
given  technic,  which  so  often  can  be  more  con- 
fusing than  helpful. 

The  reviewer  has  no  hesitancy  in  recommend- 
ing this  work  as  an  excellent  operative  guide. 

Charles  A.  Hakgitt 
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Editorial 


Too  Many  Cooks 

A mandate  of  the  House  of  Delegates  at  its  one  hundred  thirty- 
fourth  session  created  a subcommittee  of  three  members  of  the 
Council  charged  with  the  sole  duty  to  consider  problems  of  “medical 
relief.”  This  action  may  well  have  far-reaching  consequences. 
A small  body  of  men  selected  for  their  background  of  knowledge  of 
the  intricacies  of  medical  welfare,  with  a sense  of  proportion  and  a 
judicious  admixture  of  good  humor,  should  be  able  to  progress 
rapidly. 

Too  many  cooks,  some  of  questionable  competence  in  the  field, 
have  stirred  the  medical  welfare  broth  for  too  long  a time.  Indica- 
tions of  spoilage  are  becoming  noticeable  even  to  the  hypocritical 
dependency.  It  has  no  choice,  unfortunately,  but  to  take  that 
which  is  provided  and  like  it. 

The  new  subcommittee  of  the  Council  starts  unhampered  by  any 
necessity  to  divide  its  attention.  Consideration  of  medical  welfare 
service  in  this  state  is  not  in  any  sense  a part-time  occupation. 
The  State  Department  of  Social  Welfare,  by  its  rules  and  regulations 
and  the  institution  of  welfare  itself,  which  is  a living  thing,  controls, 
influences,  and  molds  the  lives  of  a vast  multitude.  It  is  a subtle, 
conditioning  power  that  is  even  now  creating,  in  part,  the  state  of 
the  future.  The  first  great  wave  of  immigration  created  our  democ- 
racy through  revolution.  The  second,  in  the  nineteenth  century, 
laid  the  foundations  for  many  of  our  present  welfare  problems, 
particularly  in  the  industrial  areas.  It  is  to  be  devoutly  hoped  that 
the  solution  of  these  problems  will  not  proceed  by  further  erosion  of 
democratic  principles  of  government,  along  the  path  of  federalized 
control  or  of  compulsory  health  insurance. 

In  the  last  analysis,  it  is  the  physician  who  must  make  medical 
service  effective.  Let  that  be  understood  by  politicians  and  soci- 
ologists— and  civil  service  employees — alike.  This  fact  will  be  well 
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recognized  by  the  new  subcommittee  of  the  Council.  If  the  com- 
mittee, acting  on  such  practical  principles,  from  time  to  time  makes 
recommendations,  they  will  be  worth  very  careful  consideration  by 
the  entire  membership. 


More  Facts 

Following  closely  on  the  recent  poll  of  physicians  with  respect  to 
their  attitude  toward  federally  financed  and  controlled  schemes  for 
the  provision  of  medical  service,  the  action  of  the  District  of  Co- 
lumbia Medical  Society  on  April  3,  1940,  is  illuminating. 

A year  ago  the  society  organized  its  Mutual  Health  Service,  a plan 
permitting  subscribers  to  pay  their  physicians’  bills  in  advance. 
Subscribers  could  choose  from  among  some  six  hundred  physicians. 
The  plan  was  not  dissimilar  to  those  which  are  now  pending  or  in 
operation  in  the  State  of  New  York  under  the  name  of  medical  ex- 
pense indemnity  insurance.  Single  persons  with  incomes  up  to 
$2,000  and  those  joined  in  wedlock  and  with  incomes  up  to  $2,500  a 
year  were  to  have  been  eligible  for  the  privilege  of  paying  for  their 
illnesses  in  advance.  But — 

“The  best  laid  schemes  o’ mice  and  men 
“Gang  aft  agley; 

“And  leave  us  naught  but  grief  and  pain 
“For  promised  joy.’’ 

The  society  issued  a questionnaire  to  26,095  inhabitants  of 
Washington  to  ascertain  their  attitude  toward  prepaying  then- 
griefs  and  pains.  Two  thousand  two  hundred  nineteen  people  re- 
sponded or  8.5  plus  per  cent.  “Two  hundred  sixty-five  said  they 
were  eligible,*  940  were  eligible  but  not  interested,  536  were  not 
eligible  but  were  interested,  473  were  neither  eligible  nor  interested, 
and  5 were  undecided.” 

In  abandoning,  temporarily,  the  Mutual  Health  Service,  the 
Executive  Board  of  the  District  of  Columbia  Medical  Society  ob- 
served : 

“These  findings  would  seem  to  refute  the  recent  public  statements 
that  there  is  a great  demand  for  prepaid  medical  service.” 

And  that,  would  seem  to  be  that. 

Abuse  in  Practice  of  Radiology 

By  this  time,  it  is  general  knowledge  that  the  radiology  bill,  in 
which  our  Society  was  vitally  interested,  has  failed  of  passage  in  the 
Legislature.  To  a considerable  degree,  we  can  attribute  the  lack  of 
support  for  this  piece  of  legislation  to  the  lassitude  on  the  part  of 
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our  membership  in  giving  it  militant,  united  approval.  We  have 
been  loud  in  our  denunciation  of  many  flagrant  violations  of  our 
medical  practice  act,  but,  beyond  the  interest  of  the  radiologists 
themselves,  other  physicians  have  condoned  the  abuse  of  the  prac- 
tice of  this  branch  of  medicine. 

As  Taylor1  in  his  address  as  chairman  of  the  Section  on  Radiology 
of  our  State  Society  so  clearly  emphasized,  those  who  are  engaged  in 
the  practice  of  radiology  are  practicing  medicine.  An  x-ray  ex- 
amination, in  all  that  the  meaning  entails,  is  a diagnostic  procedure 
that  requires  the  skilled  training,  care,  and  knowledge  that  only  a 
licensed  physician  who  has  taken  considerable  postgraduate  instruc- 
tion is  capable  of  possessing.  The  profession  of  its  own  accord, 
without  any  regulatory  legislation,  has,  in  this  specialty  as  well  as 
in  the  others,  set  up  a qualifying  board  to  pass  upon  the  fitness  of 
doctors  who  hold  themselves  out  to  the  public  as  competent  in  the 
diagnostic  and  therapeutic  use  of  the  roentgen  rays.  That  un- 
licensed individuals  are  not  only  using  the  rays  without  supervision 
but  are  interpreting  films,  in  some  instances  with  the  knowledge 
and  tacit  approval  of  physicians,  is  a condition  known  to  exist. 
This  must  be  stopped. 

It  is  our  duty  to  make  clear  to  the  public  that  a roentgenogram  is 
not  a photograph  or  a picture  in  the  ordinary  sense  of  the  words. 
It  is  an  examination  that  only  a skilled  radiologist  can  utilize  for 
the  purposes  of  diagnosis.  Now  is  the  time  for  all  of  us  to  do  the 
necessary  preliminary  educational  work  and  not  to  wait  again  until 
remedial  legislation  is  introduced  only  to  die  in  committee  because 
of  inexcusable  disinterest.  Too  many  inroads  into  the  practice  of 
medicine  have  been  made  simply  because  we  were  insufficiently 
concerned  to  do  anything  at  the  time. 

1 Taylor,  H.  K.:  Chairman’s  Address,  Sect.  Radiol.,  Annual  Meeting,  New  York  State  Med.  Soc. 

May  6,  1940. 


Dedication  of  Osier  Memorial  to  be  Held  at  Blockley 

The  old  autopsy  house  where  Osier  worked  at  Blockley  has  been  restored  as  the 
Osier  Memorial  Building  and  will  be  dedicated  on  the  grounds  of  the  Philadelphia 
General  Hospital,  at  Curie  Avenue,  near  34th  and  Pine  streets,  Philadelphia,  at  2 p.m. 
on  June  8,  1940. 

Original  furnishings,  including  the  necropsy  table,  have  been  collected.  The  painting 
by  Dean  Cornwell,  N.A.,  of  New  York,  entitled  “Osier  at  old  Blockley,”  later  to  be 
hung  in  the  building,  will  be  on  exhibition  during  the  celebration. 

There  are  facilities  in  the  building  for  the  housing  and  preservation  of  relics  of  old 
Blockley  as  well  as  Osleriana.  The  Committee  would  welcome  any  additions  to  this 
collection. 

A cordial  invitation  is  extended  to  those  who  are  interested  and  especially  those  who 
are  planning  to  attend  the  American  Medical  Association  Convention  in  New  York  City, 
June  10  to  14. 
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Dr.  James  Murray  Flynn 

Dr.  James  Murray  Flynn,  of  Rochester,  was  graduated  from  the 
University  of  Buffalo,  School  of  Medicine,  in  1914.  He  interned  in 
1914  and  1915  at  the  General  Hospital  in  Rochester  after  which,  in 
1915,  he  became  assistant  roentgenologist  to  the  hospital,  in  which 
capacity  he  served  until  1922.  The  following  year  he  became  attend- 
ing roentgenologist,  a position  he  continued  to  hold  until  1927. 

Besides  his  duties  at  the  General  Hospital,  Dr.  Flynn  also  was 
roentgenologist  at  the  Park  Avenue  Hospital  from  1920  to  the  pres- 
ent date,  serving  in  the  same  capacity  at  the  Monroe  County  In- 
firmary from  1928  to  1931,  when  he  became  consulting  roentgen- 
ologist to  the  same  institution,  a position  he  still  holds. 

In  1918  he  served  as  roentgenologist  to  U.  S.  Base  Hospital  No.  19 
A.  E.  F.,  and  upon  his  return  was  appointed  roentgenologist  to  St. 
Mary’s  Hospital,  where  he  has  continued  to  serve  in  this  capacity  to 
the  present  date. 

Dr.  Flynn  became  a member  of  the  American  Roentgen  Ray 
Society  in  1919;  of  the  Rochester  Academy  of  Medicine  in  1920; 
of  the  Radiological  Society  of  North  America  in  1922;  of  the 
Rochester  Pathological  Society  in  1930;  a diplomate  of  the  Ameri- 
can Board  of  Radiology  in  1934;  a fellow  of  the  American  College 
of  Radiology  in  1938;  a member  of  the  British  X-Ray  Society  in 
1938;  a fellow  of  the  American  College  of  Physicians  in  1939; 
of  the  American  Radiological  Society  in  1940. 

Dr.  Flynn  was  elected  a member  of  the  Monroe  County  Medical 
Society  in  1914,  of  which  he  became  president  in  1922.  He  became 
a member  of  the  Executive  Committee  of  the  Council  of  the  Medical 
Society  of  the  State  of  New  York  in  1930.  As  president  of  the 
Seventh  District  Branch  of  the  State  Society  in  1932,  he  became  also 
a member  of  the  Board  of  Censors  in  the  same  year.  Dr.  Flynn  has 
held  numerous  offices  in  the  State  Society  such  as  secretary  of  the 
Section  on  Radiology  in  1934,  and  chairman  of  the  same  section  in 

1936.  He  was  vice-speaker  of  the  House  of  Delegates  in  1936, 

1937,  and  1938,  and  thereafter  served  the  Society  as  speaker  of  the 
House  in  1939  and  1940.  He  was  elected  president  of  the  State 
Society  at  the  meeting  of  May  7,  1940. 
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Medical  Society  Had  Three  Presidents 

For  the  first  time  in  the  134  years  of  its  existence  the  Medical  Society  of  the  State 
of  New  York  on  May  7 had  three  presidents.  They  are,  left  to  right:  Dr.  Samuel 
J.  Kopetzky,  Dr.  Terry  M.  Townsend,  and  Dr.  James  M.  Flynn. 

Dr.  Flynn  will  serve  the  Society  as  president  during  the  year  1940,  while  Dr.  Ko- 
petzky will  officiate  as  president-elect  during  the  same  period.  Dr.  Townsend  has  just 
finished  his  term  of  office,  and  under  his  able  leadership  it  may  be  said  that  the  Society 
has  achieved  a certain  elegance,  in  the  sense  that  elegance  is  achieved  through  a maxi- 
mum of  harmonious  integration  of  a number  of  interdependent  functions.  Dr.  Town- 
send has  labored  unceasingly  to  knit  the  many  professional  activities  of  the  Society 
into  an  efficient  and  an  effective  operating  unit.  He  has  presented  the  cause  for 
medicine  to  the  public  in  his  various  speeches  and  radio  addresses  at  a time  when  such 
a presentation  has  been  necessary  to  dispel  the  widespread  confusion  that  seems  to 
exist  concerning  the  economic  and  scientific  relations  of  the  profession  to  the  people. 
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May  6,  1940 

To  the  Editor: 

You  are  hereby  notified  for  the  benefit  of  the 
members  of  your  society  that  the  New  York  City 
Excise  Tax  on  Gross  Receipts  is  due  on  June  15, 
1940.  The  tax  is  imposed  for  the  privilege  of 
carrying  on  or  exercising  for  gain  or  profit  within 
the  City  of  New  York  any  trade,  business,  pro- 
fession,' vocation,  or  commercial  activity  during 
the  period  commencing  July  1,  1939,  and  ending 
June  30,  1940,  or  any  part  thereof.  Where  a 
person  subject  to  tax  was  engaged  as  described 
hereinabove  during  the  whole  of  the  calendar 
year  1939,  he  is  required  to  measure  the  tax  by 
the  gross  receipts  for  such  calendar  year. 

In  view  of  the  foregoing,  returns  are  to  be  filed 
by  physicians  on  Form  40B  and  the  gross  re- 
ceipts from  the  profession  or  vocation  engaged 
in  should  be  reported  as  Item  5 on  page  1 of  the 
return.  Profits  from  stock  and  bond  transac- 
tions, interest  received  on  bank  deposits,  notes, 
bonds,  loans,  etc.,  and  dividends  received  on 
stocks  of  domestic  and  foreign  corporations  need 
not  be  reported  when  the  receipts  therefrom 


constitute  transactions  of  a strictly  personal 
nature.  In  reporting  the  gross  receipts  no  deduc- 
tion may  be  taken  for  salaries  and  office  expenses. 
The  tax  is  to  be  computed  at  the  rate  of  one- 
tenth  of  one  per  cent. 

There  is  no  exemption  granted  under  the  cur- 
rent Gross  Receipts  Tax  Law.  However,  there 
is  no  tax  imposed  where  the  gross  receipts  from 
the  profession  or  vocation  engaged  in  do  not  ex- 
ceed $10,000  per  annum.  In  such  event  no  re- 
turn need  be  filed. 

Returns  must  be  filed  on  or  before  June  15, 
1940,  with  the  Bureau  of  City  Collections  in  the 
borough  in  which  the  taxpayer  maintains  his 
office.  A remittance  for  the  total  amount  of  tax 
due,  drawn  to  the  order  of  the  City  Collector, 
must  accompany  the  return  when  filed.  Tax 
blanks  will  be  mailed  to  all  taxpayers  who  have 
filed  returns  under  prior  laws. 

Further  information  may  be  obtained  from  the 
Emergency  Revenue  Division,  50  Lafayette 
Street,  Manhattan  (WOrth  2-4780). 

Samuel  Orr,  Special  Deputy  Comptroller 


AMBULATORY  INSULIN  TREATMENT  OF  MENTAL 
DISORDERS 


Phillip  Polatin,  M.D.,  Hyman  Spotnitz,  M.D.,  and  Benjamin  Wiesel,  M.D., 

New  York  City 

( From  the  Department  of  Psychiatry,  New  York  State  Psychiatric  Institute  and  Hospital,  New  York  City) 


Recently  the  authors1  reported  the 
beneficial  effects  of  intravenous  in- 
sulin in  the  treatment  of  mental  diseases. 
In  order  to  simplify  the  procedure,  the 
present  investigation  was  undertaken  to 
determine  whether  repeated  mild  hypo- 
glycemic shocks,  produced  by  insulin 
given  hypodermically,  might  be  beneficial 
to  patients  with  functional  and  organic 
mental  disorders. 

Suggestive  observations  that  such  ther- 
apy might  be  effective  had  already  been 
made.  In  1923  Cowie,  Parsons,  and 
Raphael2  noted  that  depressed  states  in 
diabetic  patients  frequently  cleared  dur- 
ing the  insulin  treatment  of  diabetes. 
Other  workers,  such  as  Targowla3  in  1926, 
Appel  and  Farr4  in  1929,  and  Kiippers  and 
Strehl5  in  1933,  have  called  attention  to 
the  fact  that  numerous  patients  with  men- 
tal symptoms,  associated  with  either  func- 
tional or  organic  .actors,  have  shown 
symptomatic  improvement  after  insulin 
was  injected  hypodermically.  In  gen- 
eral, reports  emphasize  the  transient 
character  of  the  improvement  and  the  in- 
crease in  the  physical  well-being  of  the 
patient. 

Only  two  months  ago  Bennett  and  Mil- 
ler6 reported  that  repeated  mild  hypo- 
glycemic shocks  are  of  considerable  value 
in  controlling  most  of  the  problems  of 
management  of  uncooperative  mental 
patients  in  a large  state  hospital.  They 
do  not  consider  this  therapy  as  being  cura- 
tive, although  many  favorable  remissions 
occurred.  As  far  as  it  has  been  possible 
to  determine,  however,  no  previous  report 
has  been  made  as  to  the  value  of  repeated 
mild  hypoglycemic  shocks  over  a pro- 
longed period  of  time  in  the  treatment  of 


patients  with  mental  disorders  of  both  the 
organic  and  functional  types. 

Types  of  Cases  Treated 

A group  of  unselected  cases  with  mental 
diseases  of  either  functional  or  organic 
type  have  been  treated  with  small  doses  of 
insulin  hypodermically.  These  patients, 
as  a group,  did  not  present  any  unusual 
problems  of  management  in  the  hospital. 
Four  patients,  however,  were  acutely  dis- 
turbed and  excited  when  treatment  was 
initiated.  The  others  were  readily  man- 
ageable. The  functional  group  included 
18  patients  with  either  schizophrenia, 
manic-depressive  psychosis,  or  psycho- 
neurosis. The  organic  group  consisted  of 
4 patients  with  (1)  definite  cerebral  lesions 
associated  with  hypertensive  cardiovascu- 
lar disease,  (2)  cerebral  arteriosclerosis, 
(3)  an  organic  syndrome  following  re- 
moval of  pineal  tumor,  and  (4)  a case  of 
organic  brain  disease  of  an  undetermined 
type. 

Technic 

In  general,  patients  received  one  hypo- 
dermic injection  of  insulin  daily  at  5:00 
a.m.,  and  then  at  8:00  a.m.  they  were 
given  the  usual  hospital  breakfast.  The 
initial  dose  was  5 units.  This  was  daily 
increased  by  5 units  until  the  patients 
manifested  a mild  hypoglycemic  shock, 
usually  characterized  by  weakness,  exces- 
sive perspiration,  and  some  drowsiness. 
Other  symptoms  associated  with  the 
shock,  such  as  myoclonic  movements, 
sensory  disturbances,  cardiac  arrhyth- 
mias, and  stuporous  states,  occurred  only 
occasionally  and  varied  from  patient 
to  patient.  Usually  the  hypoglycemic 
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symptoms  began  to  manifest  themselves 
about  two  hours  after  the  injection  and 
gradually  increased  in  severity.  Patients 
were  permitted  to  remain  in  a state  of 
hypoglycemia  for  from  fifteen  to  forty-five 
minutes,  depending  upon  the  intensity  of 
the  symptoms.  As  a general  rule  40 
units  of  insulin  daily  in  one  dose  was  suffi- 
cient to  produce  the  desired  effect.  Only 
on  rare  occasions  was  it  necessary  to  use 
more  than  40  units.  The  hypoglycemic 
state  was  usually  terminated  with  break- 
fast, given  about  three  to  four  hours  after 
the  injection  of  insulin.  During  hypo- 
glycemia the  patients  were  up  and  about, 
mingling  with  the  others  and  attending  to 
their  routine  ward  duties.  The  mild 
hypoglycemic  symptoms  did  not  prevent 
the  patients  from  feeding  themselves  at 
breakfast  without  any  assistance. 

On  rare  occasions  it  was  necessary  to 
increase  the  insulin  dosage  above  40  units 
in  order  to  produce  hypoglycemic  symp- 
toms. But  after  a few  weeks  the  patient’s 
sensitivity  increased  so  that  the  insulin 
dosage  could  be  decreased.  Those  pa- 
tients included  in  this  report  (Cases  7 and 
8,  Table  2),  to  whom  larger  doses  of 
insulin  were  given,  had  been  on  the  in- 
sulin coma  wards  where  they  were  ex- 
pected to  be  treated  by  the  Sakel  coma 
technic.  They  improved,  however,  with- 
out coma  and  might  just  as  well  have  been 
treated  with  the  ambulatory  technic  and  a 
smaller  insulin  dose.  On  infrequent  occa- 
sions a patient  developed  severe  hypo- 
glycemic reactions  that  had  to  be  termi- 
nated either  by  a glucose  solution  by 
mouth,  by  glucose  gavage,  or  glucose  in- 
travenously. If  desired,  the  severity  of 
the  hypoglycemic  symptoms  could  be 
controlled  by  increasing  or  decreasing  the 
time  interval  before  which  food  was  given 
to  the  patient. 

Patients  were  treated  daily  for  an  in- 
definite period  of  time  until  the  manifesta- 
tions of  the  mental  disease  had  subsided. 
In  some  cases  the  improvement  occurred 
in  a relatively  short  period  of  time.  In 
others,  the  remission  rate  was  slower,  and 
the  treatments  had  to  be  extended  over  a 
prolonged  period  in  order  to  maintain  the 
improvement. 


Effects  of  the  Ambulatory  Insulin 

Twenty-two  patients,  7 males  and  15 
females,  were  treated  over  a period  rang- 
ing from  one  week  to  eighteen  months. 
The  clinical  diagnoses  of  these  cases  are 
given  in  Table  1.  Some  of  these  patients 
had  received  previous  treatment.  The 
significant  data  pertaining  to  the  indi- 
vidual cases  are  recorded  in  Table  2. 


TABLE  1. — Distribution  of  Cases  According  to 
Diagnosis 


Diagnosis 

Schizophrenia 
Manic-depressive  psychosis 
Psychoneurosis 

Psychosis  with  organic  brain  disease 

Number  of  Cases 
11 
5 
2 
4 

Total 

22 

The  usual  symptoms  associated  with 
hypoglycemia  were  observed  during  the 
course  of  ambulatory  insulin  therapy. 
Excessive  perspiration,  vasomotor  altera- 
tions and  tachycardia,  giddiness,  weak- 
ness, and  drowsiness  were  noted. 

An  increase  in  emotional  instability 
was  also  observed.  Weeping  in  many  in- 
stances was  marked.  Anxiety  as  a symp- 
tom appeared  to  diminish.  In  general,  it 
was  evident  that  the  emotional  respon- 
siveness of  the  patients  was  enhanced 
and  that  they  were  frequently  made  more 
amenable  to  psychotherapy  and  nursing 
care. 

Transitory  alterations  in  the  mental 
status  of  the  patients  were  outstanding 
during  the  daily  treatment  period  and  in 
some  instances  continued  for  a few  hours 
thereafter.  Agitated  and  excited  patients 
were  quieted,  states  of  confusion  were 
cleared,  and  dullness  and  apathy  gave 
way  to  increased  alertness.  In  many 
cases  such  beneficial  changes  gradually 
persisted  over  longer  periods  of  time  fol- 
lowing the  treatment  period  until  definite 
improvement  in  clinical  behavior  was 
maintained. 

It  is  noteworthy  that  even  the  unim- 
proved patients  of  all  diagnostic  groups 
were  influenced  sufficiently  by  the  insulin 
treatment  so  that  nursing  and  feeding 
problems  were  simplified. 

Generally,  all  patients  gained  weight 
with  an  accompanying  increase  in  appe- 
tite. 
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TABLE  2. — Evaluation  of  Effects  of  Ambulatory  Insulin 


Number  Dura- 
of  tion 
Ambula-  of 
tory  Ambula- 

Hypo-  tory  Maxi- 

dermic  Insulin  Total  mum 


Pa- 

Duration 

of 

Previous 

Insulin 

Injec- 

tions 

Treat- 

ment 

Amount  Insulin 
Insulin  Dosage 

Clinical 

No. 

tient 

Age  Sex 

Diagnosis 

Illness 

Treatment 

(Weeks) 

(Units)  (Units) 

Response 

1 

A.  L. 

50 

F 

Psychosis  with  hyper- 
tensive cardiovas- 
cular disease — para- 
noid type 

i yr. 

3 mo. 

None 

48 

7 

1,145 

35 

Much  improved 

2 

H.  S. 

55 

M 

Paranoid  psychosis 
with  cerebral  ar- 
teriosclerosis, essen- 
tial hypertension 

2 wk. 

None 

63 

14 

1,185 

40 

Much  improved 

3 

A.  B. 

20 

M 

Psychosis  with  new 
growth  (pinealoma) 
postoperative 

6 yr. 

Operation 

for 

brain 

tumor 

94 

17 

1,270 

20 

Much  improved 

4 

M.  L. 

44 

F 

Psychosis  with  or- 
ganic brain  dis- 
ease, undetermined 
type 

1 yr. 
6 mo. 

None 

43 

6 

1,540 

40 

Transient  im- 

provement 
during  hypo- 
glycemia 

5 

S.  G. 

20 

F 

Propfschizophrenia 

1 mo. 

None 

74 

11 

3,194 

40 

Unimproved 

6 

R.  N. 

31 

F 

Schizophrenia,  cata. 
excit. 

11  days 

None 

39 

5 

1,480 

40 

Much  improved 

7 

J.  H. 

21 

F 

Schizophrenia,  cata- 
tonic 

Schizophrenia,  cata- 
tonic 

5 days 

None 

11 

2 

455 

75 

Much  improved 

8 

V.  C. 

24 

F 

4 mo. 

None 

25 

6 

2,610 

130 

Recovered 

9 

s.  Z. 

17 

M 

Schizophrenia,  hebe- 
phrenic 

Schizophrenia,  hebe- 
phrenic 

5 mo. 

None 

137 

28 

6,655 

65 

Much  improved 

10 

C.  B. 

25 

F 

3 wk. 

None 

37 

7 

850 

10 

Slightly  im- 
proved 

11 

B.  K. 

27 

F 

Schizophrenia,  hebe- 
phrenic 

10  yr. 

Insul it 
and  met 
razol 

i 451 

70 

20,000 

50 

Much  improved 

12 

L.  N. 

17 

M 

Schizophrenia,  mixed 

1 mo. 

None 

i 

2i, 

inter- 

mittent 

8, 

inter- 

mittent 

835 

80 

Unimproved 

13 

A.  H. 

29 

M 

Schizophrenia,  simple 

3 yr. 

Intra- 

venous 

insulin 

95 

20 

2,550 

40 

Slightly  im- 
proved 

14 

s.  W. 

31 

F 

Schizophrenia,  cata. 
excit. 

2 wk. 

None 

102 

10 

3,765 

40 

Much  improved 

15 

F.  T. 

26 

F 

Schizophrenia,  hebe- 
phrenic 

8 mo. 
15  days 

None 

57 

7 

2,075 

40 

Much  improved 

16 

R.  L. 

39 

M 

Manic  - depressive, 
depressed 

6 mo. 

None 

30 

6 

1,055 

55 

Slightly  im- 
proved 

17 

H.  O. 

28 

F 

Manic  - depressive, 
depressed 

3 mo. 

1 metra- 
zol  con- 
vulsion 

208 

34 

6,790 

45 

Slightly  im- 
proved 

18 

S.  B. 

30 

F 

Manic  - depressive, 
mixed,  agitated 

2 mo. 

None 

8 

1 

440 

90 

Unimproved 

19 

F.  R. 

17 

F 

Manic  - depressive, 
circular 

i 

l yr. 

1 mo. 

intermittent 

None 

69 

11 

2,390 

40 

Much  improved 

20 

L.  W. 

37 

F 

Manic  - depressive, 
hypomanic 

14  yr. 

intermittent 

None 

116 

17 

3,765 

40 

Much  improved 

21 

s.  C. 

24 

M 

Psychoneurosis,  mixed 

9 yr. 

None 

167 

30 

7,306 

60 

Slightly  im- 
proved 

22 

A.  O. 

58 

F 

Psychoneurosis,  mixed 

19  yr., 
intermittent 

None 

115 

23 

3,155 

50 

Much  improved 

As  a rule,  it  was  observed  that  patients 
became  more  sensitive  to  insulin  as  the 
number  of  treatments  increased.  At  first 
a patient  on  40  units  of  insulin  might  have 
few,  if  any,  symptoms.  After  a period  of 
several  weeks  marked  hypoglycemic 
symptoms  might  appear,  so  that  the  in- 
sulin dosage  was  decreased  or  food  was 
given  earlier. 

That  the  blood  sugar  levels  were  defi- 
nitely reduced  by  the  small  doses  of  in- 
sulin administered  can  readily  be  seen 
from  Table  3.  These  are  illustrative 
blood  sugar  values  obtained  from  several 


patients  about  two  hours  following  the 
injection  of  insulin. 

Several  remarkable  effects  of  the  hypo- 
glycemic state  on  organic  cases  were  ob- 
served. One  patient  (Case  4),  suspected 
of  early  Pick’s  disease  with  a clinical  syn- 
drome primarily  characterized  by  a gener- 
alized rigidity,  immobility,  mutism  and 
drooling,  would  repeatedly,  in  the  hypo- 
glycemic state,  cease  drooling,  become 
quite  relaxed,  spontaneous  in  activity, 
animated,  and  talkative.  At  the  close  of 
the  hypoglycemic  state  she  would  relapse 
to  her  previous  rigid  condition.  Another 
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TABLE  3. — Illustrative  Blood  Sugar  Values  Taken 
Two  Hours  After  Insulin  Injection 


Case  Number 

Insulin  Units 

Blood  Sugar 
(Mg.  per  100  cc.) 
(Folin-Wu  Technic) 

4 

40 

18 

5 

40 

27 

11 

45 

17 

19 

40 

36 

patient  (Case  2),  with  hypertensive  car- 
diovascular disease,  cerebral  thrombosis, 
and  right  hemiparesis,  would  be  agitated 
and  assaultive  and  would  mumble  inco- 
herently in  a foreign  tongue.  During  the 
hypoglycemic  state,  however,  he  became 
cooperative,  less  voluble,  and  more  alert, 
and  would  converse  readily  in  English. 
After  an  unusually  hearty  meal  he  would 
relapse  to  his  previous  psychotic  state. 
Gradually,  however,  he  showed  much  im- 
provement. 

Some  untoward  insulin  effects  were  ob- 
served. One  patient  (Case  12)  appeared 
to  become  extremely  agitated  during  the 
state  of  hypoglycemia  and  was  greatly 
disturbed  by  “red  spots”  before  his  eyes. 
He  seemed  to  improve  when  placed  on  a 
high  carbohydrate  intake. 

Another  patient  (Case  18)  became  ex- 
tremely agitated  during  the  hypoglycemic 
period.  Insulin  was  soon  discontinued, 
and  this  patient  subsequently  manifested 
a dramatic  recovery  on  metrazol  therapy. 

In  all,  22  patients  with  a variety  of  men- 
tal disorders  were  treated  with  ambula- 
tory insulin  therapy.  One  patient  recov- 
ered, 12  were  much  improved,  5 were 
slightly  improved,  and  4 remained  unim- 
proved by  the  insulin  treatment  itself. 
Those  considered  much  improved  were 
able,  despite  residual  symptoms,  to  adjust 
themselves  socially  at  a level  paralleling 
their  premorbid  behavior.  Those  in  the 
category  of  slightly  improved  showed  a 
definitely  increased  ability  to  adjust  them- 
selves to  the  hospital  routine  but  did  not 
reach  their  premorbid  behavior  level  be- 
cause of  residual  symptoms.  No  coma,  al- 
lergic manifestations,  convulsions,  or  ob- 
servable injuries  occurred  during  treat- 
ment. 

Comment 

Our  studies  were  primarily  directed  to 
determine  whether  mild  hypoglycemic 
shock  was  of  benefit  in  the  treatment  of 


patients  with  mental  disease.  It  was 
found  that  the  ambulatory  insulin  treat- 
ment here  outlined  produced  hypogly- 
cemic symptoms  fairly  regularly  and  that 
the  repeated  daily  shocks  were  of  in- 
creasing benefit.  In  81  per  cent  of  pa- 
tients treated  there  was  a definite  im- 
provement as  defined  above. 

This  method  of  treatment  had  numer- 
ous advantages  over  the  usual  Sakel  hypo- 
glycemic coma  technic.  It  did  not  re- 
quire any  special  ward  facilities  for  ther- 
apy. The  ambulatory  shock  was  easily 
terminated  by  the  usual  breakfast.  No 
detectable  injuries  were  observed.  A 
minimum  of  nursing  supervision  was 
necessary. 

There  appeared  to  be  a steadily  in- 
creasing sensitivity  to  insulin  during 
treatment.  Generally  it  was  found  that 
after  continued  therapy  the  patients 
would  show  more  severe  hypoglycemic 
symptoms  or  that  their  reactions  would 
occur  much  earlier  following  the  injection. 
On  the  other  hand,  the  rate  of  improve- 
ment with  this  type  of  therapy  appeared 
to  be  slower  than  that  observed  with  the 
Sakel  technic  or  with  the  intravenous 
method.  The  beneficial  effects  of  the 
mild  hypoglycemic  shocks  seemed  to  be 
slowly  cumulative.  The  first  effects  oc- 
curred in  the  general  physical  condition  of 
the  patients.  In  the  patients  as  a group, 
appetite  and  sleep  were  improved. 
Later,  the  patients  appeared  to  show  more 
favorable  affective  changes  and  to  be  in 
much  better  contact  with  the  environ- 
ment. Alterations  in  the  abnormal  men- 
tal content  were  last  to  be  effected.  In 
those  patients  with  a more  chronic  course, 
the  insulin  seemed  to  bring  the  patients 
into  better  rapport  with  the  physician. 
Then  active  psychotherapy  could  be  ap- 
plied favorably  to  influence  the  morbid 
mental  trend. 

It  is  felt,  therefore,  that  this  therapy 
must  be  extended  over  a period  of  many 
months.  Previous  investigators  have 
discontinued  treatment,  after  favorable 
effects  were  observed,  in  one  to  two 
months.  Our  observations  indicate,  how- 
ever, that  in  some  cases  of  dementia  prae- 
cox  treatment  is  necessary  over  an  indefi- 


June  1,  1940] 


INSULIN  TREATMENT— MENTAL  DISORDERS 


847 


nite  period  of  time  to  maintain  these  pa- 
tients on  some  level  of  social  adjustment. 
This  is  apparent  in  Case  11,  where  therapy 
extended  .over  a period  of  seventy  weeks 
and  is  still  being  continued.  An  impor- 
tant result  of  this  investigation  has  been  to 
emphasize  the  value  of  this  treatment 
over  a prolonged  period  of  time,  encom- 
passing many  months,  and  possibly  in  the 
severe,  deteriorating  forms  of  dementia 
praecox  for  the  remainder  of  the  patient’s 
life. 

The  fact  that  patients  with  organic 
psychoses  were  definitely  improved  ap- 
pears to  be  an  observation  of  special  sig- 
nificance. Probably  it  indicates  that 
insulin,  either  directly  or  indirectly,  has  a 
beneficial  effect  not  only  on  so-called 
functional  mental  disorders  but  also  upon 
the  mental  disturbances  associated  with 
pathologic  lesions  in  the  cerebrum.  Fur- 
thermore, the  fact  that  one  patient  (Case 
4)  showed  dramatic  but  transient  im- 
provements of  her  symptoms  during  the 
hypoglycemic  period  suggests  that  this 
form  of  therapy  warrants  further  investi- 
gation of  its  effects  upon  disorders  of  the 
central  nervous  system. 

Summary  and  Conclusions 

A group  of  unselected  cases  with  mental 
diseases  of  both  the  organic  and  functional 
type  have  been  treated  with  small  doses  of 
insulin,  hypodermically.  The  functional 
group  included  18  patients  with  either 
schizophrenia,  manic-depressive  psycho- 
sis, or  psychoneurosis.  The  organic 
group  consisted  of  4 patients  with  definite 
cerebral  lesions  associated  with  hyper- 
tensive cardiovascular  disease,  cerebral 
arteriosclerosis,  an  organic  syndrome  fol- 
lowing removal  of  pineal  tumor,  and  a 
case  of  organic  brain  disease  of  an  unde- 
termined type. 

The  treatment  consisted  essentially  of 
daily  hypodermic  injections  of  small  doses 
of  insulin  three  to  four  hours  before  break- 
fast. Generally  not  more  than  40  units 
in  a single  dose  was  necessary  to  produce 
the  desired  effect. 

These  studies  indicate  that  mild  hypo- 
glycemic shocks  are  of  considerable  value 
in  the  treatment  of  mental  disorders.  In 


81  per  cent  of  the  patients  so  treated  there 
was  definite  improvement.  The  bene- 
ficial effects  are  slowly  cumulative.  It 
was  also  observed  that  in  some  cases  of 
dementia  praecox  this  therapy  is  necessary 
over  an  indefinite  period  of  time  in  order 
to  maintain  such  patients  on  some  level  of 
social  adjustment.  Special  significance  is 
attached  to  the  fact  that  patients  with 
organic  mental  disorders  manifested  un- 
usual improvement.  This  form  of  ther- 
apy warrants  further  investigation  as  to 
its  effects  upon  disorders  of  the  central 
nervous  system. 
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Discussion 

Dr.  Karl  M.  Bowman,  New  York  City — This 
is  a paper  that  deals  with  a modified  type  of 
insulin  treatment  not  only  for  cases  of  schizo- 
phrenia but  also  for  manic-depressive  psychoses 
and  organic  brain  disease.  The  authors  feel  that 
by  giving  small  doses  of  insulin  several  hours 
before  breakfast  and  producing  mild  hypogly- 
cemic shock  they  are  able  to  produce  improve- 
ment in  a very  high  percentage  of  cases.  It 
might  be  pointed  out  that  when  insulin  was  first 
introduced,  attempts  were  made  to  use  it  in 
psychiatry.  There  were  several  reports  of  defi- 
nite benefit  to  depressed  patients  who  were  not 
eating  well  and  who  were  undernourished. 
Insulin  was  thought  of  purely  as  an  aid  in  the 
nutrition  of  the  individual,  and  it  was  felt  that 
any  mental  improvement  arose  on  that  basis. 

It  is  also  of  interest  that  Sakel  first  used  insulin 
for  the  treatment  of  morphine  addicts.  He 
claimed  that  insulin  had  a quieting  effect  on 
these  patients  and  thought  that  it  was  due  to 
alterations  in  the  sympathetic  nervous  system 
produced  by  the  insulin.  From  that,  Sakel 
started  giving  insulin  to  excited  and  disturbed 
psychotic  patients.  Occasional  cases  went  into 
hypoglycemic  shock.  Sakel  and  a number  of 
other  writers  noted  that  these  patients  seemed  to 
be  improved.  The  other  writers,  however,  did 
not  pursue  the  matter  further,  while  Sakel  did 
and  developed  his  special  technic  of  insulin 
treatment  in  schizophrenia.  As  a result  of  the 
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attention  that  Sakel’s  method  has  received, 
these  other  observations  have  been  forgotten. 
One  is  interested,  therefore,  in  seeing  these  early 
methods  revived  and  certain  alterations  made 
that  will  form  a new  method  of  treatment.  I am 
convinced  that  insulin  does  have  a quieting  effect 
on  many  excited  and  disturbed  patients,  al- 
though I do  not  believe  that  the  manner  in  which 
it  works  is  understood.  As  to  whether  there  is 
any  one  best  technic  for  using  it  is  questionable. 
The  authors,  themselves,  point  out  that  certain 
cases  were  made  worse  by  the  injections.  Sakel, 
although  holding  to  a very  rigid  technic  when 
he  first  came  to  this  country  nearly  four  years  ago, 
has  constantly  modified  his  procedure  and  has 
come  to  emphasize  more  and  more  the  necessity 
of  individual  variations  in  the  technic  of  the 
treatment. 

The  important  contribution  of  the  paper  just 
read  appears  to  be  the  development  of  a rather 
specific  technic  that  enormously  simplifies  the 
problem  of  insulin  treatment.  Everyone  who  has 
worked  with  it  knows  that  one  physician  can 
manage  only  about  twelve  cases  at  a time  using 
Sakel’s  technic,  and  the  full  services  of  two  nurses 
are  required  during  a part  of  this  time.  Under 
this  new  method  it  would  seem  possible  to  treat 
rather  large  numbers  of  cases  with  very  little 
additional  work  on  the  part  of  doctors  and  nurses 
and  with  relatively  little  danger.  The  one 
drawback  appears  to  be  the  longer  period  of  time 
required  for  the  treatment.  The  use  of  the  mild 
hypoglycemic  shocks  in  all  types  of  psychoses 
raises  the  very  fundamental  problem  as  to  the 


matter  of  the  physiologic  disorder  that  produces 
mental  symptoms.  It  is  possible  that  the  nutri- 
tion of  the  brain  is  definitely  affected  in  a favor- 
able manner  by  the  use  of  insulin,  although  it 
appears  that  the  immediate  temporary  effect  is 
to  interfere  with  normal  metabolism  of  the  brain. 
The  work  of  the  authors,  therefore,  suggests 
that  there  is  a specific  beneficial  effect  of  insulin, 
and  they  have  worked  out  a new  modification  of 
technic  for  its  administration  which  has  a defi- 
nite place  in  our  armamentarium.  The  number 
of  cases  of  the  various  types  of  psychoses  is  too 
small  for  statistical  conclusions  but  is  sufficiently 
optimistic  as  to  render  further  studies  of  this 
sort  desirable.  Their  work  is,  I think,  a definite 
contribution  to  this  field. 

Dr.  Phillip  Polatin,  New  York  City — We  wish 
to  thank  Dr.  Bowman  for  so  clearly  indicating  in 
his  discussion  the  essential  value  of  this  type  of 
therapy.  He  has  developed,  from  the  stand- 
point of  his  comprehensive  experience,  several  of 
the  ideas  that  occurred  to  us  as  a result  of  our 
work.  As  Dr.  Bowman  stated,  the  mechanism 
of  insulin  action  is  not  precisely  understood  at 
the  present  time.  The  treatment  we  have  used 
can  be  highly  individualized. 

Two  of  the  advantages  of  this  technic  are  its 
simplicity  and  the  fact  that  it  can  be  applied  to 
a large  number  of  patients  without  changing  the 
hospital  routine.  Nurses  become  quite  readily 
trained  to  recognize  the  symptoms  desired. 

We  hope  in  the  near  future  to  utilize  this  mode 
of  therapy  on  a larger  scale. 


REUNIONS— A.M.A.  CONVENTION 

The  Committee  on  University  Dinners  wishes 
to  announce  that  the  following  organizations  have 
made  definite  arrangements  for  reunions  during 
the  coming  session  of  the  American  Medical 
Association  at  the  Waldorf-Astoria  in  New 
York: 


Johns  Hopkins 
Nu  Sigma  Nu 
N.  Y.  Post-Graduate 
Harvard  Medical 
University  of  Minnesota 
College  of  Physicians  & 
Surgeons,  Columbia 
Univ. 

Northwestern  University 


Dinner 

Lunch 

Lunch 

Dinner 

Dinner 

Dinner 

Lunch 

Dinner 


June  12 
June  12 
June  12 
June  12 
June  12 

June  12 
June  13 

June  12 


Phi  Beta  Pi  and 

Alpha  Upsilon  Omega  Joint  lunch  June  12 

A.  K.  K.  Lunch  June  12 

Phi  Chi  Lunch  June  13 

Kings  County  Dinner  June  15 

Members  of  these  organizations  are  asked  to 
register  at  the  Committee’s  booth  on  the  third 
floor  of  Grand  Central  Palace  as  soon  as  possible 
after  arriving  in  New  York,  whether  or  not  they 
attend  the  reunion. 

Other  alumni  groups  and  medical  fraternities 
should  communicate  with  the  chairman  of  this 
committee,  Dr.  Norman  E.  Titus,  730  Fifth 
Avenue,  New  York.  Dr.  Titus  will  cooperate  in 
arranging  the  details  of  reunions. 


The  practice  of  medicine,  that  is  helping  others,  be  affected  thereby  in  a personal  way.  He 

does  something  to  the  individual  himself.  A should  become  a better  man  and  a better  doc- 

man  can’t  work  a lifetime  helping  people  and  not  tor. — William  D.  Johnson,  M.D. 


ACUTE  PUTRID  ABSCESS  OF  THE  LUNG— 

A SURGICAL  DISEASE 

Harold  Neuhof,  M.D.,  and  Arthur  S.  W.  Touroff,  M.D.,  New  York  City 
( From  Mt.  Sinai  Hospital ) 


A surgical  disease  may  be  broadly  de- 
fined as  one  in  which  operative  treat- 
ment yields  a higher  proportion  of  satis- 
factory results  than  other  forms  of  ther- 
apy. The  term  “surgical  disease”  does 
not  mean  that  surgery  is  to  be  used  im- 
mediately or  that  it  is  the  only  form  of 
treatment  to  be  employed.  For  example, 
in  acute  appendicitis — a classic  surgical 
disease — there  are  some  situations  in 
which  immediate  operation  is  not  indi- 
cated and  others  in  which  subsidence  oc- 
curs without  operation.  Such  considera- 
tions, however,  do  not  negate  the  validity 
of  the  concept  of  acute  appendicitis  as  a 
surgical  disease. 

Almost  all  contributions  of  surgeons 
and  internists  to  the  subject  of  acute  pul- 
monary abscess  advocate  conservative 
therapy,  operative  treatment  usually  be- 
ing reserved  for  the  subacute  and  chronic 
stages  of  the  disease.  Two  arguments 
that  generally  have  been  advanced  against 
surgery  in  the  acute  stage  are  the  fre- 
quency of  spontaneous  cure  (or  cure  by 
conservative  methods)  and  the  danger  of 
inducing  a spread  of  gangrene  by  early  in- 
cision of  infiltrated  “pneumonic”  lung. 
Thus,  at  the  present  time,  acute  putrid 
abscess  of  the  lung  is  not  generally  re- 
garded as  a surgical  disease. 

The  purpose  of  the  present  contribution 
is  to  set  forth  the  reasons  that  have  led 
us  to  the  opposite  point  of  view,  namely, 
that  acute  putrid  abscess  of  the  lung  is  in 
fact  a surgical  disease.  It  is  our  conten- 
tion that  operative  treatment  in  the  acute 
phase  is  a logical,  safe,  and  effective  form 
of  therapy  if  (1)  the  course  of  the  disease 
is  severe,  (2)  the  patient’s  life  appears  to 
be  in  jeopardy,  or  (3)  subsidence  of  infec- 
tion does  not  occur  within  a reasonable 
period  of  time. 


By  an  “acute  abscess”  we  mean  one  in 
which  the  symptoms  are  of  less  than  six 
weeks’  duration.  This  rather  arbitrary 
time  limit  was  set  because,  toward  the 
end  of  the  first  six  weeks  of  illness,  we 
noted  the  development  of  certain  com- 
plicating pathologic  features  that  often 
rendered  the  disease  more  serious  and  the 
results  of  treatment  less  satisfactory. 

As  was  pointed  out  in  previous  com- 
munications,1’2*3'4*5 an  uncomplicated 
acute  putrid  abscess  of  the  lung,  such  as 
usually  is  encountered  before  the  end  of 
the  six-week  period,  is  a solitary,  mono- 
locular,  soft-walled  lesion  situated  super- 
ficially within  a pulmonary  lobe.  The 
shell  of  lung  over  the  abscess  is  thin,  com- 
pressed, and  essentially  avascular.  Local- 
ized adhesions  are  always  present.  They 
invariably  agglutinate  the  surface  of  the 
lung  (overlying  the  abscess)  to  adjacent 
structures,  usually  the  thoracic  parietes. 
Occasionally,  however,  because  of  the 
situation  of  the  abscess,  adhesions  unite 
the  involved  area  of  the  lung  to  an  adja- 
cent lobe,  to  the  mediastinum,  or  to  the 
diaphragm.  In  most  instances,  the  sur- 
rounding pneumonitis  is  of  limited  extent. 
The  bronchial  tree,  except  in  the  immedi- 
ate area,  is  little  affected.  By  way  of  con- 
trast, a chronic  abscess  is  stiff- walled, 
usually  multilocular,  and  often  associated 
with  extensive  surrounding  pulmonary  in- 
filtration, induration,  and  fibrosis.  Multi- 
ple lesions  in  the  same  lobe,  other  lobes, 
and  in  the  opposite  lung  are  not  infre- 
quently present.  Secondary  bronchiecta- 
sis is  common. 

The  foregoing  features,  observed  at 
operation  as  well  as  at  autopsy,  explain 
the  difference  in  the  clinical  manifesta- 
tions, roentgen  features,  and  general  prog- 
nosis of  acute  as  compared  with  chronic 
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pulmonary  abscess.  They  also  explain 
why  nonoperative  methods  usually  fail  to 
cure  chronic  abscess.  Finally,  they  indi- 
cate why  the  surgical  treatment  of  chronic 
abscess,  as  reported  by  all  observers,  often 
involves  extensive  or  multiple  drainage 
operations  or  extirpations,  with  attendant 
morbidity,  mortality,  and  high  incidence 
of  unsatisfactory  results.  Thus,  the  fail- 
ure of  surgical  and  nonsurgical  therapy  to 
produce  brilliant  results  in  chronic  pul- 
monary abscess  appears  to  be  ascribable 
primarily  to  the  nature  and  extent  of  the 
pathologic  changes  in  the  lung  rather  than 
to  the  actual  method  of  treatment  em- 
ployed. Accordingly,  it  is  logical  to  be- 
lieve that  the  best  results,  under  any  type 
of  therapy,  will  be  obtained  when  treat- 
ment is  applied  before  the  lesion  has  be- 
come chronic.  It  therefore  follows  that 
any  form  of  treatment  that  proves  in- 
effectual in  the  acute  phase  should  be  dis- 
continued before  the  subacute  phase  is 
reached. 

Many  papers  have  been  written  con- 
cerning the  results  of  the  conservative 
treatment  of  pulmonary  abscess.  Al- 
though all  observers  agree  that  cures  un- 
der conservative  therapy  are  much  more 
common  in  acute  than  in  chronic  pul- 
monary abscess,  considerable  disagree- 
ment exists  in  regard  to  the  actual  inci- 
dence of  such  cures  in  the  acute  phase. 
Concerning  the  latter,  the  reported  inci- 
dence of  cures  ranges  from  30  to  as  high  as 
90  per  cent.  This  discrepancy  perhaps  is 
based  primarily  upon  the  interpretation 
of  the  term  “cure.”  Our  criteria  of  cure 
are  strict  and  consist  of  both  freedom 
from  symptoms  and  disappearance  of 
cavity  and  pulmonary  infiltration  in  the 
roentgenogram.  Bronchoscopy,  if  per- 
formed, must  be  negative.  The  signifi- 
cance of  the  disappearance  of  pulmonary 
infiltration  is  best  illustrated  by  cases  of 
confirmed  chronic  pulmonary  abscess 
that  came  under  observation  with  a his- 
tory of  having  previously  been  “cured” 
in  the  acute  phase.  In  all  such  cases,  the 
telltale  evidence  of  pulmonary  infiltration 
was  to  be  seen  in  the  roentgen  films  when- 
ever such  films,  taken  at  the  time  of 
“cure,”  were  available  for  inspection. 


The  frequent  occurrence  of  subacute  and 
chronic  abscess  offers  incontrovertible 
evidence  that,  in  the  acute  stage,  cures 
following  conservative  treatment  are  not 
as  common  as  has  often  been  reported. 
If  the  subacute  and  chronic  cases  that 
come  under  observation  represent  only  a 
small  proportion  of  the  total  number  of 
cases  of  pulmonary  abscess,  the  vast  pre- 
ponderance of  cases  having  subsided  pre- 
viously in  the  acute  phase  under  conserva- 
tive therapy,  then  abscess  of  the  lung 
must  be  an  infinitely  more  common  dis- 
ease than  hitherto  has  been  suspected. 

The  frequency  of  subacute  and  chronic 
pulmonary  abscess  and  the  universally 
conceded  high  incidence  of  unsatisfactory 
results  of  treatment  in  these  later  stages 
of  the  disease  led  us  to  conclude  that  it 
was  essential  to  make  every  effort  to  cure 
patients  during  the  acute  phase.  Further- 
more, it  appeared  proper,  if  conservative 
methods  failed  during  the  acute  phase,  to 
consider  direct  surgical  evacuation  of  the 
lesion  before  it  tended  to  become  chronic. 
In  any  event,  there  was  one  type  of  case 
in  which  the  application  of  surgical  drain- 
age seemed  particularly  logical,  namely, 
the  hyperacute  or  fulminating  type.  Here, 
symptoms  are  severe,  pulmonary  excava- 
tion is  rapid  and  extensive,  and  the  clini- 
cal course  usually  is  rapidly  downhill. 
Our  early  experience  with  the  operative 
treatment  of  acute  pulmonary  abscess 
was  confined  to  such  cases  as  well  as  to 
those  in  which  the  lesion  was  complicated 
by  spontaneous  perforation  into  the 
pleura.  In  both  groups,  operation,  which 
appeared  imperative  as  a life-saving  meas- 
ure, not  only  accomplished  its  immediate 
purpose  but  also  was  followed  by  satisfac- 
tory results. 

These  unexpected  results  in  particu- 
larly severe  cases  led  us  to  consider  the  ad- 
visability of  operating  upon  patients  suf- 
fering from  less  severe  forms  of  acute 
putrid  pulmonary  abscess,  for  it  was 
logical  to  assume  that  at  least  equally 
satisfactory  results  could  be  anticipated 
in  the  latter.  The  general  condition  of 
many  of  these  patients  was  fair  or  good. 
Thus,  we  were  faced  with  the  problem  of 
whether  or  not  to  attempt  to  terminate 
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by  surgery  an  infection  that,  after  a period 
of  observation,  either  showed  no  tendency 
to  subside  spontaneously  or  appeared  to 
be  progressing  unsatisfactorily.  We  also 
bore  in  mind  the  not  infrequent  occur- 
rence of  complications  during  the  acute 
phase,  such  as  hemorrhage,  sepsis,  and 
spillover  gangrenous  bronchopneumonia. 

Before  considering  operative  treatment 
in  relatively  mild  cases  and  thus  placing 
all  cases  of  acute  putrid  pulmonary  ab- 
scess at  least  potentially  in  the  surgical 
category,  it  was  essential  to  determine 
whether  it  was  safer  to  operate  or  not  to 
operate  when  doubt  existed  as  to  the  like- 
lihood of  spontaneous  recovery.  For  if 
the  morbidity  and  mortality  of  operation 
were  higher  than  the  morbidity  and  mor- 
tality of  nonoperative  therapy,  surgical 
treatment  would  have  been  entirely  illogi- 
cal. However,  if,  as  in  acute  uncompli- 
cated appendicitis,  operation  were  safe 
and  the  results  of  operation  satisfactory, 
it  would  appear  wiser  to  operate,  perhaps 
at  times  unnecessarily,  than  to  expose  the 
patient  to  the  immediate  or  ultimate 
dangers  of  the  disease.  Keeping  an  open 
mind  in  regard  to  this  problem  but  at  the 
same  time  encouraged  by  the  very  satis- 
factory results  that  had  been  achieved  in 
operating  upon  the  severe  forms  of  the 
disease  described  above,  we  broadened 
the  indications  for  operation.  As  excellent 
results  and  low  mortality  continued,  the 
operative  indications  were  broadened  still 
further.  At  the  present  time  we  operate 
upon  the  following  types  of  cases  of  acute 
putrid  abscess:  (1)  those  in  which  the 

lesion  is  large  (2  inches  or  more  in  diam- 
eter) regardless  of  an  apparently  satis- 
factory clinical  course ; (2)  those  in  which 
x-ray  examination  reveals  extensive 
pleural  reaction  suggesting  impending 
perforation  of  the  pulmonary  lesion  into 
the  pleura;  (3)  those  in  which  there  is 
clinical  and  roentgenographic  evidence  of 
interference  with  adequate  spontaneous 
drainage  via  the  bronchial  tree;  and  (4) 
those  in  which  cure,  by  the  strict  criteria 
previously  described,  has  not  taken  place 
or  is  not  well  under  way  by  the  end  of  the 
six- week  period. 

It  is  to  be  emphasized  that  operation 


ordinarily  was  not  performed  in  the  acute 
cases  that  were  progressing  satisfactorily. 
On  the  other  hand,  it  may  be  assumed 
that  a certain  number  of  operative  cases 
might  have  recovered  spontaneously  if 
we  had  been  willing  to  temporize  in  doubt- 
ful cases. 

The  results  of  the  operative  technic 
that  we  advocate  have  already  been  de- 
scribed.1’2'3’4 To  date  we  have  oper- 
ated upon  104  cases  of  acute  putrid  ab- 
scess of  the  lung.  There  were  4 deaths,  3 
already  reported  in  detail.  Cure,  by  the 
strict  criteria  that  we  have  indicated,  was 
achieved  in  most  of  the  cases,  the  longest 
follow-up  being  fifteen  years.*  Since 
these  104  cases  comprise  the  only  large  re- 
ported series  of  acute  pulmonary  abscess 
treated  by  operation,  there  has  been  no 
opportunity  to  compare  the  results  with 
those  obtained  by  others.  However,  by 
themselves,  they  offer  convincing  evi- 
dence not  only  of  the  feasibility  of  opera- 
tion in  the  acute  phase  of  pulmonary  ab- 
scess, but  also  of  its  safety  and  efficacy. 

We  realize  that  the  concept  of  acute 
pulmonary  abscess  as  a surgical  disease 
differs  radically  from  that  which  has  been 
held  up  to  the  present,  and  therefore  this 
new  concept  may  not  be  generally  ac- 
ceptable. Nevertheless,  it  should  appeal 
to  those  who  have  had  a large  experience 
with  pulmonary  abscess  and  as  a result 
are  aware  of  the  dangers  and  uncertainties 
of  the  acute  phase  and  the  problems  pre- 
sented by  cases  that  are  chronic  or  are 
progressing  toward  chronicity.  It  is  our 
belief  that,  if  the  principles  that  we  have 
outlined  are  observed,  the  results  in  acute 
abscess  will  prove  as  satisfactory  in  the 
experience  of  others  as  in  our  own  and 
that  the  menace  of  subacute  and  chronic 
abscess  will  disappear. 
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THE  USE  OF  TUBED  PEDICLE  FLAPS  FOR  THE  STUDY 
OF  WOUND  HEALING  IN  HUMAN  SKIN* 

Leon  E.  Sutton,  M.D.,  F.A.C.S.,  Syracuse,  New  York 

( From  the  Division  of  Plastic  Surgery,  University  Hospital,  and  Syracuse  University  College  of  Medicine) 


The  purpose  of  this  paper  is  to  present 
a method  for  the  study  of  the  healing 
of  wounds  and  free  grafts  in  human  skin. 
A review  of  the  literature  reveals  the  fact 
that  most  of  the  observations  on  wound 
healing  have  been  based  upon  animal  ex- 
periments or  clinical  studies.  Appar- 
ently no  practical  means  of  obtaining 
microscopic  sections  of  wounds  in  human 
skin  at  stated  intervals  has  been  reported. 
The  difficulties  involved  in  removing  sec- 
tions of  human  skin  wounds  at  intervals 
of  twelve  to  twenty-four  hours  are  obvi- 
ous. The  method  to  be  described  de- 
pends upon  the  fact  that  a section  of  skin 
adjacent  to  the  attachment  of  a tubed 
pedicle  flap  is  sometimes  discarded  when 
the  defect  left  by  cutting  the  pedicle  is 
closed.  A preliminary  report  on  the 
microscopic  study  of  wound  healing  in 
human  skin  is  included. 

When  a tubed  pedicle  flap  (Fig.  1)  is 
constructed,  an  interval  of  two  to  three 
weeks  is  usually  allowed  for  healing  of  the 
tube  and  development  of  its  blood  supply 
before  shifting  the  first  end.  A similar 
interval  is  necessary  before  the  second  end 
can  be  detached.  When  either  end  of 
such  a tube  is  cut  through  and  implanted 
elsewhere,  a defect  is  left  where  the  tube 
was  removed.  In  order  to  obtain  a 
smooth  closure  of  these  defects  it  is  usu- 
ally necessary  to  excise  the  excess  skin 
around  them.  These  portions  of  excess 
skin,  usually  triangular  in  shape  and  meas- 
uring about  2 inches  on  the  long  sides, 
are  ordinarily  discarded.  It  is  these  tri- 
angular areas  of  skin  which  may  be  util- 
ized for  this  study  (Fig.  2). 

The  experimental  wounds  may  be  made, 

* Aided  by  a grant  from  the  Hendricks  Fund  for 
Medical  Research. 


under  local  anesthesia,  any  time  after  con- 
struction of  the  tube.  If  desired,  the  first 
wounds  of  the  series  may  be  made  at  the 
time  the  tube  is  formed.  Similar  wounds 
are  made  at  regular  intervals,  but  none  are 
removed  until  the  tube  is  detached  at  the 
end  of  the  three- week  period.  At  that 
time  the  triangular  area  of  skin  containing 
all  the  experimental  wounds  is  excised  with 
some  subcutaneous  fat.  Each  wound 
is  immediately  cut  out  as  a separate  block, 
using  a razor  blade  held  in  a clamp,  and 
dropped  into  a labeled  bottle  of  fixing 
fluid.  The  first  wound  of  the  series  is 
then  nearly  three  weeks  old  and  the  last 
twelve  or  twenty-four  hours  old. 

Healing  of  Incised  Wounds 

Incised  wounds  studied  by  this  method 
may  be  either  sutured  or  unsutured. 
The  wound  gaps  will  be  narrower  and 
more  uniform  in  width  if  the  wounds  are 
sutured.  The  efficiency  of  different  su- 
ture materials  and  the  reaction  of  the  tis- 
sues to  them  may  be  studied.  The  effect 
of  various  methods  of  inserting  sutures 
may  also  be  observed.  The  importance 
of  accurate  approximation  of  the  epi- 
thelial edges  and  avoidance  of  inversion 
may  be  seen.  The  effect  of  dead  space, 
infection,  and  necrotic  tissue  on  wound 
healing,  all  of  which  have  been  observed 
clinically  and  in  animal  experiments,  can 
be  studied  here  in  human  skin  wounds, 
under  controlled  conditions.  Since  both 
skin  and  subcutaneous  tissue  are  included 
in  the  blocks,  various  phases  of  fibrous  as 
well  as  epithelial  healing  may  be  observed. 

Healing  of  Circular  Wounds 

Instead  of  making  incisions,  circular 
wounds  may  be  made  by  removing  sec- 
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Fig.  1.  Migrating  abdominal  tube  for  relief  of 
neck  contracture  before  starting  wound  study. 


tions  of  skin  with  a skin  punch  (Fig.  9). 
This  will  give  a series  of  oval  wounds  of 
different  duration  and  all  of  the  same  orig- 
inal size.  The  diameter  of  the  punch  se- 
lected will  depend  upon  the  number  of  ex- 
perimental wounds  desired  and  the  objec- 
tive of  the  study  to  be  made.  In  ab- 
dominal skin,  a punch  8 mm.  in  diameter 
makes  a wound  that  requires  about  three 
weeks  for  complete  healing  under  a dress- 
ing of  boric  acid  ointment  changed  daily. 
About  six  such  sections  may  be  made  in 
the  area  ordinarily  available.  If  control 
wounds  are  desired,  they  are  made  at  the 
opposite  end  of  the  tube  with  the  same 
punch  and  same  time  intervals.  These 
oval  wounds  heal  by  granulation  and  epi- 
thelization  rather  than  by  “first  inten- 
tion” and  permit  observation  of  the  heal- 
ing process  over  a longer  period.  Most  of 
the  incised  wounds  in  the  abdominal  skin 
of  the  young  individuals  in  this  series 


Fig.  2.  Three  pairs  of  sutured  incised  wounds 
at  twenty-four,  forty-eight,  and  seventy-two 
hours.  Ready  to  detach  tube  and  excise 
marked-out  area  containing  the  wounds. 


Fig.  3.  Incised  wound  in  skin  of  anterior  thigh 
at  twelve  hours.  (X165) 


were  completely  covered  with  epithelium 
in  ninety-six  hours. 

Healing  of  Free  Skin  Grafts 

The  healing  of  free  skin  grafts  may  be 
studied  by  removing  circular  sections  of 
skin,  as  described  above,  and  grafting  the 
defects  with  skin  of  the  desired  thickness. 
The  time  available  should  be  adequate  for 
studying  the  circulation  in  such  grafts  but 
will  not  suffice  for  the  observation  of  nerve 
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regeneration.  The  grafts  may  be  placed 
immediately  on  the  fat  base,  or  time  may 
be  allowed  for  the  formation  of  granula- 
tions before  grafting.  The  effect  of  vari- 
ous methods  of  fixing  the  grafts  on  the  de- 
fects may  be  seen  and  different  types  of 
dressings,  pressure,  etc.,  may  be  tried. 

Stimulation  of  Wound  Healing 

In  a search  of  the  literature  for  the  last 
twenty  years  the  author  counted  166  dif- 
ferent agents  suggested  for  the  stimula- 
tion of  wound  healing.  The  evidence 
offered  in  these  instances  is  chiefly  in  the 
form  of  animal  experiments  or  measure- 
ments of  healing  wounds  in  humans.  The 
disadvantages  of  such  observations  with- 
out proper  controls  in  the  human  cases  are 
apparent.  It  is  therefore  suggested  that 
the  method  described  here  be  applied  to 
the  evaluation  of  such  agents,  using,  for 
the  purpose,  wounds  made  with  the  skin 
punch.  The  control  wounds  are  made  at 
the  first  end  of  the  tube.  These  wounds 
are  excised  and  fixed  before  the  treated 
wounds  at  the  other  end  of  the  tube  are 
made.  This  eliminates  the  possibility 
that  the  control  wounds  might  be  affected 
by  the  agents  being  investigated. 

Observations  on  Epithelial  Healing  in 
Incised  Wounds 

A study  of  eight  series  of  sections  of  in- 
cised wounds  in  human  skin  obtained  by 
this  method  seems  to  confirm  the  observa- 
tions of  Arey,2  Hartwell,  3and  others — that 
movement  of  pre-existing  cells  is  an  essen- 
tial factor  in  epithelization.  Under  the 
conditions  of  these  experiments  the  latent 
period  of  five  or  six  days,  described  by 
Carrel,1  seems  to  be  absent.  The  twelve- 
hour  sections  (Fig.  3)  show  slight  but 
definite  activity.  In  most  of  the  sections 
of  unsutured  wounds  studied,  the  defect 
is  covered  in  ninety-six  hours.  Mitoses 
are  infrequent  both  in  the  adjacent  intact 
epithelium  and  in  the  epithelial  tongues 
stretching  out  to  cover  the  defects.  In 
general,  the  larger  the  defect  the  slower 
the  rate  of  epithelial  advance.  The  pres- 
ence of  necrotic  cells  also  delays  healing. 
Good  approximation  and  minimal  tissue 
damage  are  essential  to  rapid  and  con- 


tinuous movement  of  cells  over  the  defect. 
Ameboid  movement  of  pre-existing  epi- 
thelial cells  seems  to  be  the  chief  factor  in 
bridging  the  gap  in  the  epithelium.  This 
is  supported  by  the  relative  scarcity  of 
mitotic  figures,  the  direction  of  the  long 
axes  of  the  cells  in  the  epithelial  tongues 
(parallel  to  the  surface),  and  the  tendency 
of  the  cytoplasm  of  the  foremost  cells  to 
stretch  out  in  advance  of  the  nucleus. 

The  environment  of  the  advancing  cells 
also  appears  to  determine  the  rate  of 
progress.  A moist  medium  and  a suitable 
base  seem  to  be  essential.  Where  the  epi- 
thelial tongue  is  covered  with  a dry  crust, 
the  more  superficial  cells  show  evidence 
of  eornification  and  necrosis,  and  advance 
is  inhibited  (Fig.  6B).  Progress  over  fat 
globules  is  slower  than  over  vascular  con- 
nective tissue  or  new  granulations.  Op- 
timum advance  of  epithelium  is  seen  in 
those  sections  where  there  is  no  infection, 
and  a narrow  epithelial  gap  is  filled  with 
fibrillar  fibrin  overlying  a base  of  rather 
vascular  connective  tissue  or  new  granula- 
tions (Fig.  8). 

Contraction  does  not  appear  to  play  an 
important  part  in  the  closure  of  these  in- 
cised wounds.  Carrel1  believes  contrac- 
tion is  the  most  important  factor  in  re- 
ducing the  area  of  an  open  wound  greater 
than  10  mm.  Burrows4  found  that  loose 
skin  closes  by  contraction  to  the  limit  of 
elasticity  or  until  the  skin  is  fixed  by  con- 
nective tissue  overgrowth  in  the  gap.  In 
more  firmly  anchored  skin  he  found  mi- 
gration of  epithelial  cells  prompt  and 
early  shrinkage  meager. 

The  Mechanism  of  Epithelial  Healing 

Until  recently  we  were  taught  that  a 
gap  in  the  epithelium  was  closed  by  forma- 
tion of  new  cells  originating  by  mitosis, 
chiefly  from  the  basal  cell  layer.  It  now 
seems  to  be  fairly  well  established  that 
mitosis  plays  a minor  part  in  the  healing 
of  epithelium,  that  it  occurs  secondarily  to 
cellular  movement,  and  late  rather  than 
early  in  the  healing  process.  MacCal- 
lum5  says:  “Apparently  many  of  them 
move  out  to  spread  over  the  uncovered 
area  before  any  division  occurs,  because 
the  karyokinetic  figures  are  found  a short 
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Fig.  4.  Incised  wound  in  abdominal  skin  at 
twenty-four  hours.  ( X 105) 


distance  back  of  the  edge,  and  especially 
in  the  lower  layer  of  cells.  These  less 
modified  cells  seem  to  take  a greater  part 
in  the  new  formation  than  those  which 
have  progressed  toward  keratinization 
and  have  therefore  lost,  to  some  extent 
or  completely,  their  power  of  division. 
It  is  generally  stated  that  direct  or  ami- 
totic division  plays  a great  part  in  this 
new  formation  of  epithelium,  but  this 
statement  receives  very  little  support 
from  the  direct  observation  of  growing 
epithelium  in  vitro.” 

That  the  epithelial  cell  is  potentially  a 
motile  cell  and  may  under  certain  condi- 
tions show  pseudopodiums  is  evident  from 
studies  in  vitro  * The  form  of  cells  in  cul- 
tures depends  on  the  type  of  base.  In 
fluid  mediums  they  tend  to  be  spherical. 
On  a fiber  they  are  stretched  out  and 
closely  applied  to  the  fiber,  while  on  a flat 
surface  they  are  round  with  round  nuclei. 
Burrows,4  discussing  the  relation  of  tissue 
culture  to  surgical  pathology,  describes 
the  “sliding  of  wound  edges  toward  each 
other  by  ameboid  movement  of  the  cells.  ’ ’ 
Wolfer7  mentions  the  differentiation  of 
epithelial  cells  at  the  margins  of  a wound 
and  the  movement  of  these  cells  to  cover 


Fig.  5.  Incised  wound  in  abdominal  skin  at 
thirty-six  hours.  (X105) 


Fig.  6A.  Wound  at  forty-eight  hours.  Long 
epithelial  tongue  at  left  beneath  dry  crust. 
(X65) 


the  defect.  He  states  that  there  is  little 
or  no  increase  in  mitosis  during  this 
stage — “Due  to  some  stimulation,  the 
modified  epithelial  cells  at  the  margins  be- 
gin to  move  out  in  a centripetal  manner, 
cells  often  advancing  in  pairs,  in  some  in- 
stances with  pseudopodal  prolongations.” 
It  should  be  remembered  that  there  are 
several  factors  that  may  influence  the 
number  of  mitotic  figures  found  in  epi- 
thelium. Thuringer8  observed  that  the 
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Fig.  6B.  Higher  magnification  of  epithelial 
tongue  seen  in  Fig.  6 A.  Necrotic  epithelial 
cells  beneath  dry  crust.  (X180) 


Fig.  7.  Epithelial  gap  nearly  closed  at  seventy- 
two  hours  in  unsutured  wound.  (X65) 

younger  the  individual  and  the  more  rapid 
the  growth  the  more  mitotic  figures  one 


Fig.  8.  Sutured  wound  at  seventy- two  horns. 
Gap  completely  closed.  (X100) 


Fig.  9.  Left  edge  of  an  8 mm.  circular 
wound  at  five  days.  Type  of  wound  used  for 
study  of  skin  grafts  and  effects  of  wound  heal- 
ing agents.  (X100) 

may  expect  to  find.  He  also  found  that 
the  ratio  of  resting  cells  to  mitosis  in- 
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creases  with  delay  in  fixation.  It  is 
known  that  mitoses  are  more  numerous  in 
areas  of  skin  subject  to  exposure  and  that 
mitoses  tend  to  occur  in  “waves. ” One 
might  find  ten  to  fourteen  mitotic  figures 
in  one  high-power  field  and  none  in  the 
next.  With  these  points  in  mind,  young 
subjects  were  selected  for  this  experiment. 
Because  of  the  fixation  factor  and  its 
relation  to  mitosis,  only  a few  seconds 
were  allowed  to  intervene  between  re- 
moving the  blocks  and  placing  them  in  the 
fixing  fluid.  Serial  sections  were  studied 
in  the  search  for  mitoses. 

The  first  to  suggest  that  ameboid  move- 
ment plays  a part  in  epithelization  were 
Klebs,9  in  1875,  and  Peters,10  1885. 
Loeb,11  1898  and  1920,  also  holds  this 
view.  Werner,12  1902,  observed  the  move- 
ment of  epithelium  over  mammalian 
wound  surfaces  and  noted  that  mitoses 
were  not  increased  during  the  early  stages 
and  did  not  occur  in  the  cells  of  the  border 
zone.  More  recent  evidence  in  favor  of 
this  concept  of  wound  healing  has  been 
offered  by  Hartwell,3  in  1929,  Arey,2  1932, 
and  Herrick,13  in  1932.  Arey,14  1936, 
says:  “Mitosis  is  not  a feature  of  the 
early  stages  and  in  small  wounds  may  not 
show  any  increase  until  epithelization  is 
complete.  In  such  instances  the  mitotic 
region  may  be  quite  outside  the  repair 
area,  and  this  activity  can  then  be  inter- 
preted as  compensatory  and,  for  the  pur- 
pose of  restoring  cells,  lost  to  the  wound 
by  migration.  If  the  lesion  be  small 
enough  and  the  supply  of  cells  large 
enough,  the  mitotic  phase  may  never  be- 
come detectable  as  such.  In  wounds 
so  large  that  the  adjoining  epithelium  can- 
not supply  sufficient  cells  within  a com- 
paratively short  time,  cellular  prolifera- 
tion then  enters  before  epithelization  is 
complete,  and  cell  movement  and  cell  pro- 
liferation go  on  simultaneously.” 

Hartwell3  studied  89  surgical  wounds  in 
all  stages  of  healing.  He  found  mitosis 
occurring  secondarily  to  cellular  move- 
ment and  late  in  the  process.  He  feels 
that  the  causes  of  delayed  epithelial  heal- 
ing are  the  unsuitable  wound  surface 
and  rapid  comification  of  the  membrane 
cells  due  to  unfavorable  environment. 


Summary 

A method  of  obtaining  material  for  the 
microscopic  study  of  the  healing  process 
in  human  skin  is  presented.  For  this  pur- 
pose a triangular  area  of  skin  adjacent  to 
the  attachment  of  a tubed  pedicle  flap  is 
utilized.  This  portion  of  skin  is  often 
excised  and  discarded  when  the  tube  is 
detached  and  the  defect  closed.  Either 
incised  or  circular  wounds  are  made  ac- 
cording to  the  type  of  study  intended. 

The  healing  of  free  skin  grafts  may  be 
observed  and  agents  suggested  for  the 
stimulation  of  wound  healing  evaluated. 
One  end  of  the  tube  may  be  used  for  con- 
trol wounds. 

Eight  series  of  wounds  have  been  ob- 
tained by  this  method  to  date,  with  ex- 
cellent cooperation  from  patients  and  very 
little  added  discomfort.  There  have 
been  no  infections  and  no  other  complica- 
tions. It  is,  of  course,  important  to 
avoid  infection  and  protect  the  operative 
result.  For  this  reason  it  is  suggested 
that  only  those  experienced  in  plastic  sur- 
gery use  this  method  of  research.  Re- 
leases should  be  obtained  from  responsible 
parties  before  proceeding. 

Study  of  the  incised  wounds  in  this 
small  series  seems  to  confirm  previous  ob- 
servations that  movement  of  pre-existing 
cells  is  the  most  important  single  factor  in 
epithelization;  that  mitosis  is  negligible 
in  the  smaller  wounds;  and  that  good 
approximation  of  the  wound,  elimination 
of  dead  space,  freedom  from  infection  and 
necrotic  tissue,  a moist  environment,  and 
a base  of  vascular  connective  tissue  or 
new  granulations  are  all  essential  to  rapid 
healing  of  epithelium. 
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Discussion 

Dr.  Gustave  Aufricht,  New  York  City — Experi- 
mental studies  of  wound  healing  in  animals  and 
in  vitro  are  valuable  from  a general  biologic  point 
of  view;  however,  the  histologic  difference  be- 
tween the  skin  of  laboratory  animals  and  that  of 
the  human  skin  make  experiments  on  human 
skin  preferable.  Though  such  experiments  have 
been  performed  in  the  past,  Dr.  Sutton’s  sugges- 
tion of  a method  of  studying  wound  healing  on 
the  human  skin,  under  systematically  controlled 
conditions,  opens  up  new  vistas  for  experimenta- 
tion. 

The  adjacent  skin  at  the  pedicle  of  a tube  flap 
provides  ideal  and  often  available  material  for  ex- 
perimentation without  undue  harm  and  discom- 
fort to  the  patient.  Further  investigations  are 
indeed  necessary  in  the  important  subject  of 
wound  healing,  which  was  so  well  characterized 
by  Sir  Astley  Cooper  as  “the  foundation  of  sur- 
gical science.” 

Although  since  the  advent  of  the  microscope 
endless  literature  has  been  published  on  the  sub- 
ject, there  is  still  much  controversy  on  the  mech- 
anism of  wound  healing.  As  Harvey,  for  in- 
stance, states:  “The  question  as  to  whether  the 
proliferation  of  fibroblasts  takes  place  from  the 
pre-existing  fibrous  tissue  or  from  a ‘fill’  of  undif- 
ferentiated monocytes,  or  both,  is  still  unde- 
cided.” 

For  centuries  surgeons  have  variously  inter- 
preted the  changes  in  wounds  as  due  either  en- 
tirely to  the  healing  power  of  nature  or  partly  to 
their  own  ingenious  interference.  Characteris- 
tic of  the  latter  attitude  is  Dr.  Sutton’s  collection 
from  the  literature  of  166  stimulating  agents  for 
wound  healing. 

Surgically  united  wound  surfaces  first  adhere 
by  a thin  fibrin  layer.  Not  less  than  four  days 
are  necessary  for  fibrous  healing  to  begin  and 
about  twelve  days  for  it  to  be  completed.  This 
time  element  is  important  in  connection  with  the 
surgical  aspect,  which  I shall  discuss  later.  Epi- 
thelial healing,  which  occurs  through  ameboid 
migration  of  cells  and  not  through  mitosis,  is 
complete  about  the  fifth  day.  The  rapidity  of 
this  process  is  in  harmony  with  Dr.  Sutton’s  ob- 
servations that  epithelial  activity  is  already  in 
progress  after  twelve  hours. 

Biologic  phenomena  in  wound  healing  and  in 
transplantation  are  similar.  Every  wound  in 
which  two  wound  surfaces  are  expected  to  unite 
represents  a condition  identical  with  transplanta- 
tion. If  we  reflect  that  no  two  separated  cells 
are  likely  to  regain  their  former  opposition  after 


an  incision,  then  we  may  also  regard  the  incised 
wound  as  a form  of  transplantation.  Observing 
the  same  rules  in  the  treatment  of  surgical 
wounds  as  in  transplantations,  healing  and  scar 
formation  under  average  conditions  will  be  opti- 
mum without  the  need  for  stimulating  agents. 

Dr.  Sutton  has  dealt  so  ably  with  the  histologic 
aspects  of  wound  healing  that  there  is  nothing 
further  for  me  to  add.  Therefore  I shall  content 
myself  with  a few  remarks  on  the  clinical  signifi- 
cance of  these  histologic  changes. 

I should  next  like  to  enumerate  a few  of  the 
cardinal  rules  for  transplantation  that  are  applic- 
able to  the  treatment  of  surgical  wounds.  A 
razor-sharp  scalpel  should  be  used  for  the  incision 
to  cause  least  direct  injury  to  cells.  Tissues 
should  be  handled  gently,  preferably  with  skin 
hooks  instead  of  forceps.  A blood  clot  is  a dead 
foreign  body  that  delays  fibroplasia  until  it  is  ab- 
sorbed. It  is  also  a potential  hotbed  of  infection. 
Therefore  thorough  hemostasis  is  essential. 
Ligatures  act  as  foreign  bodies  and  also  devitalize 
tissues  by  strangulation.  Magnus  has  shown 
that  the  capillaries  become  empty  after  injury 
and  contract  and  retract  within  the  tissues. 
Mechanical  irritation,  especially  pressure,  in- 
creases the  degree  of  contracture.  These  experi- 
mental observations  have  been  clinically  con- 
firmed and  amplified — for  larger  vessels  also  con- 
tract and  retract  under  pressure  with  hot  moist 
sponges,  thus  making  extensive  ligation  super- 
fluous. 

No  surgeon  would  consider  applying  alcoholic 
antiseptic  tinctures  to  the  wound  surface  of  a 
skin  graft.  Just  as  little  is  their  use  advisable  in 
surgical  wounds. 

I should  like  to  add  a few  remarks  about  the 
suturing  technic.  Closely  placed,  fine,  inter- 
rupted silk  sutures  should  be  used  to  unite  the 
skin.  The  skin  is  undermined  to  an  appropriate 
distance  to  relieve  tension.  The  undermining, 
apart  from  relieving  tension,  provides  a broad 
anchoring  surface  parallel  with  the  skin.  If  little 
tension  should  persist,  the  dermis  is  approxi- 
mated separately  with  buried  white  silk  sutures. 
The  tissues  around  such  a buried  suture,  in  one 
of  my  cases,  excised  after  one  year,  gave  the  fol- 
lowing microscopic  picture : Circumscribed  areas 
of  granulation  tissue  contain,  in  their  center, 
foreign  bodies,  surrounded  by  fibroblasts,  round 
cells,  and  occasional  multinucleated  giant 
cells. 

The  surface  sutures  must  include  the  dermis 
for  a proper  hold.  The  epidermis  alone  cannot 
resist  the  suturing  thread,  not  only  because  of  its 
thinness  but  also  because  of  mobilization  of  its 
cells  in  the  process  of  healing.  The  dermis,  on 
the  other  hand,  is  tough  and  resistant  and  under- 
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goes  no  histologic  changes  during  healing  (Hart- 
well). 

When  is  a wound  sufficiently  healed  so  that  the 
sutures  may  be  removed?  As  mentioned  in  the 
beginning,  the  exudative  or  latent  stage  of  heal- 
ing, during  which  the  wound  edges  are  united  by 
fibrin  alone,  lasts  as  long  as  four  days.  During 
this  period  the  manipulation  with  scissors  and 
forceps,  involved  in  removing  sutures,  is  suffi- 
cient to  separate  the  wound  edges.  Blood  enters 
the  gaping  wound  and  frustrates  the  attempted 
fine  scar  formation.  I am  accustomed  to  leave 
my  sutures  five  to  six  days  and  often  ten  and 
twelve  days.  A tightly  placed  suture  does  all  its 
damage  in  twenty-four  to  forty-eight  hours.  If 


no  damage  occurs  within  this  time,  no  further 
cutting  into  the  tissues  may  be  expected. 

In  conclusion,  I wish  to  mention  that  where 
excision  and  not  incision  is  required,  as  for  in- 
stance in  removing  unsightly  scars,  I use  oblique, 
divergent  incisions  instead  of  vertical  incisions 
through  the  thickness  of  the  skin.  The  resulting 
width  of  the  oblique  wound  surfaces  produces 
a larger  contact  for  healing.  In  addition,  when 
the  dermis  is  united,  the  opposing  epidermal 
tongues  are  automatically  pressed  together  and 
will  protrude  above  the  skin  level  without  ever- 
sion. After  healing,  the  elevated  epidermal  edge 
retracts  to  normal  level  with  the  formation  of  a 
fine  scar. 


NO  SURE  PREVENTION  OR  TREATMENT  FOR  POISON  IVY 


There  is  no  certain  immunity  to  ivy  poisoning, 
no  certain  treatment,  and  no  certain  preventive 
measures  aside  from  the  sometimes  difficult  pro- 
cedure of  staying  completely  away  from  the 
plant,  Elizabeth  Chavannes,  Madison,  Wiscon- 
sin, states  in  the  May  issue  of  Hygeia,  The 
Health  Magazine. 

Even  the  person  who  recognizes  the  plant,  she 
points  out,  must  be  constantly  on  his  guard  lest 
he  come  in  contact  with  it  in  some  unusual  man- 
ner. The  poison  may  be  inhaled  in  ash  particles 
from  fires,  or  it  may  be  transmitted  by  means  of 
clothing  that  contacted  the  plant  without  the 
wearer’s  knowledge. 

The  change  of  seasons  has  no  effect  on  the  na- 
ture of  the  poison,  and  in  the  winter  a bare  stalk 
surmounted  by  a cluster  of  yellowish  white 
berries  is  just  as  dangerous  as  the  three  leaflets 
which  betray  the  presence  of  poison  ivy  in  the 
summer.  The  poison  pervades  the  roots  and 
stem  as  well  as  the  leaves  and  flowers.  Because 
of  the  wide  distribution  of  the  plant,  one  should 
learn  to  suspect  every  fence  corner,  woods,  and 
thicket  of  harboring  it  in  some  form. 

“If  outdoor  work  in  the  vicinity  of  poison  ivy 


is  absolutely  necessary,  dress  for  protection,” 
Miss  Chavannes  advises.  “Wear  boots  into 
which  overalls  or  slacks  can  be  tucked,  roll  down 
shirt  sleeves,  fasten  collars,  wear  gloves;  but  do 
not  nullify  all  those  precautions  by  wiping  your 
sweaty  face  with  the  sleeve  or  glove.  What  good 
is  caution  outdoors,  if  the  clothing  is  carelessly 
removed  and  hands  are  allowed  to  go  un- 
washed?” 

Thorough  washing  with  plenty  of  soap  after 
possible  exposure  will  do  much  to  prevent  poi- 
soning. Because  ivy  poisoning  is  actually  a 
chemical  burn,  its  treatment  should  be  similar  to 
that  of  other  burns  when  a rash  does  develop. 
One  general  rule  is  to  apply  plenty  of  warm,  moist 
compresses  and  to  avoid  the  use  of  oils  and 
greases,  if  blisters  have  formed.  Medical  aid  is 
advisable  if  the  rash  is  widespread  or  infected. 

As  for  immunity,  it  is  purely  relative,  the  au- 
thor says.  Too  many  people  who  have  counted 
on  natural  immunity  have  found  themselves 
poisoned  when  they  failed  to  take  proper  pre- 
cautions. There  has  been  some  success  in  ac- 
quiring immunity  by  the  administration  of  a 
toxic  agent,  but  this  varies  with  the  individual. 


CONTROL  OF  VENEREAL  DISEASES  IN  FRANCE 


War  conditions  have  obliged  governments  to 
reinforce  prophylactic  measures  against  venereal 
diseases.  On  the  advice  of  the  recently  created 
Haut  comite  de  la  population  and  of  different 
other  agencies  engaged  in  sanitation  and  moral 
conditions,  the  French  government  has  passed 
some  new  regulations,  several  of  which  had  been 
previously  proposed  but  had  evoked  popular  dis- 
satisfaction as  infringing  on  the  liberty  of  the 
individual.  According  to  these  new  measures,  as 
reported  by  the  Paris  correspondent  of  the 
J.A.M.A.,  the  physician  must  point  out  to  the 
patient  the  dangers  involved  and  the  transmissi- 
bility  of  the  disease.  Moreover,  he  must  report 
every  case  to  the  health  authorities.  Informa- 
tion given  is  of  a confidential  character.  Sus- 


pected individuals  are  required,  if  requested,  to 
exhibit  a medical  certificate  made  out  by  an  ap- 
proved physician  indicating  that  the  bearer  is 
free  from  the  disease.  The  law  can  compel  in- 
fected persons  to  be  treated  and  to  submit  to 
serologic  supervision.  A training  course  in 
syphilology  is  required  of  medical  students. 
Restaurant  keepers,  hairdressers,  wine  mer- 
chants, and  others  are  required  to  employ  effec- 
tive sterilization  of  equipment  and  tableware. 
Drugs  sold  for  the  treatment  of  venereal  diseases 
must  conform  to  approved  standards.  The 
effectiveness  of  the  new  measures  will  depend 
principally  on  the  degree  of  control  exercised  by 
those  to  whom  venereal  control  has  been  en- 
trusted. 


PULMONARY  APICAL  TUMEFACTION  SIMULATING  BURSITIS 

Necessity  for  Routine  Chest  Examination  in  Patients  with  Shoulder  Pain 

Louis  Nathanson,  M.D.,  Brooklyn,  New  York 


It  is  well  known  that  shoulder  pain  may 
be  due  to  local  disturbances  or  re- 
ferred from  a lesion  elsewhere  in  the 
body.  It  is  also  a somewhat  common- 
place procedure  to  look  elsewhere  such 
as  the  cervicodorsal  spine,  cardiovascular, 
mediastinal,  and  pulmonary  structures 
when  a local  shoulder  lesion  is  not 
demonstrable.  In  some  clinics,  routine 
roentgenoscopic  examinations  of  the  chest 
are  done  in  every  case  of  shoulder  pain. 
It  is  because  this  latter  practice  has  been 
followed  that  the  underlying  lesion  was 
determined  in  the  3 patients  herein  de- 
scribed, even  though  sufficient  change 
was  apparently  present  locally  to  account 
for  the  symptomatology. 

Case  Reports 

Case  1. — N.  S.,  a white  male,  aged  62,  was 
first  seen  on  May  26,  1936.  At  that  time,  he 
complained  of  pain  in  the  right  shoulder  region 
of  four  months’  duration.  There  was  no  history 
of  trauma  or  of  infection  either  locally  or  sys- 
tematically preceding  the  onset  of  the  shoulder 
pain.  The  pain  was  more  or  less  constant, 
sharp,  and  radiating  down  the  outer  aspect  of  the 
right  arm  as  far  as  the  insertion  of  the  deltoid 
and  to  the  upper  part  of  the  lateral  wall  of  the 
right  side  of  the  thorax.  The  pain  was  not 
relieved  by  infrared  radiation  or  by  dia- 
thermy. 

The  patient  was  a well-developed,  well- 
nourished  male;  there  were  no  gross  malforma- 
tions or  deformities.  The  heart  and  lungs  were 
essentially  negative  to  percussion  and  to  auscul- 
tation. Except  for  the  observations  in  the  re- 
gion of  the  right  shoulder,  the  physical  examina- 
tion was  essentially  negative.  There  was  no 
atrophy  of  the  tissues  about  the  right  shoulder 
girdle.  There  was  some  thickening  of  the  tis- 
sues over  the  region  of  the  greater  tuberosity  of 
the  right  humerus,  with  tenderness  to  deep 
palpation.  No  limitation  of  motion  of  the 
right  shoulder  or  weakness  of  the  right  upper 
extremity  were  noted. 

Roentgenographic  examination  of  the  right 
shoulder  taken  elsewhere  on  May  26,  1936,  re- 


vealed a calcific  deposit  overlying  the  greater 
tuberosity  of  the  right  humerus  (Fig.  1). 

The  patient  was  given  a series  of  infrared  and 
diathermy  treatments  to  the  right  shoulder 
region  without  relief  of  the  pain.  On  July  14, 
1936,  under  local  novocain  anesthesia  in  the 
region  of  the  calcific  deposit,  an  attempt  was 
made  to  aspirate  the  mass.  It  was  punctured 
many  times  in  a fanwise  fashion,  but  nothing 
could  be  aspirated.  On  withdrawing  the  needle, 
it  was  noted  that  the  lumen  was  filled  with  an 
amorphous,  calcified  material.  Following  this, 
the  patient  was  again  given  diathermy  to  the 
shoulder,  supplemented  by  iron  cacodylate 
intravenously.  Slight  relief  was  obtained  for 
about  a week,  but  gradually  the  pain  returned 
and  became  so  severe  that  the  patient  could  not 
lie  on  the  affected  side.  On  September  22, 
1936,  a second  aspiration  was  performed  with  the 
same  result  of  aspiration  but  without  relief  of  the 
pain.  At  the  time  of  the  aspiration,  it  was  noted 
that  the  patient  held  the  arm  almost  fixed  against 
the  side  of  the  body  and  that  abduction  of  the 
arm  was  limited.  On  October  14,  1936,  the 
patient  was  operated  upon  for  a subdeltoid  bur- 
sitis. A one-inch  incision  was  made  in  the 
deltoid  muscle,  the  fibers  were  separated,  and  the 
subdeltoid  bursa  was  exposed.  The  bursa  was 
opened,  and  within  the  tendon  of  the  supra- 
spinatus  a whitish  area  was  found.  The  tendon 
was  incised  in  the  line  of  its  fibers,  and  the 
whitish  mass,  composed  of  amorphous  and 
calcified  material,  was  curetted  (Fig.  2).  Fol- 
lowing the  operation,  the  right  shoulder  was 
maintained  in  abduction  and  external  rota- 
tion with  some  relief  of  the  pain.  The  patient 
continued  to  improve  for  a while  during  his  stay 
in  a warmer  climate.  However,  during  the 
latter  part  of  his  sojourn  the  pain  returned  and 
was  more  severe  than  ever  before.  The  original 
x-ray  films,  taken  elsewhere,  were  reviewed  at 
this  time,  and  an  apical  lesion  recognized  (Fig. 
1).  Further  roentgen  studies,  made  to  include 
the  chest,  corroborated  this  observation  (Fig.  3). 

The  pain  now  radiated  down  the  inner  aspect 
of  the  arm  and  forearm  as  far  as  the  wrist.  He 
began  to  lose  weight  and  strength,  and  on  March 
19,  1937,  it  was  noted  that  a Horner’s  syndrome 
and  atrophy  of  the  muscles  of  the  hypothenar 
eminence  were  present.  Roentgen  therapy  was 
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Fig.  1.  Case  1.  Note  the  flat  calcified  de- 
posit in  the  subacromial  region.  The  adjacent 
apex  shows  a dense  opacity.  See  Fig.  3,  which 
proved  to  be  an  apical  tumor. 


Fig.  3.  Case  1.  Tumefaction  of  the  right 
upper  lobe.  Symptoms  and  signs  of  sympathetic 
and  brachial  plexus  involvement  now  present. 


Fig.  2.  Case  1.  Study  made  after  the  re- 
moval of  the  bursa.  Note  the  tumefaction  in 
the  adjacent  apex.  This  and  Fig.  1 were  made 
elsewhere  for  the  shoulder  region  and  inciden- 
tally included  the  apex.  Diagnosis  of  apical  tu- 
mefaction was  made  on  reviewing  these  studies. 


instituted  and  massive  doses  of  radiation  were 
applied  directly  to  the  apex  anteriorly  and 
posteriorly,  with  temporary  alleviation  of  symp- 
toms and  control  of  the  growth.  The  tumor 
then  began  to  increase  in  size  and  extended  to 
the  mediastinum,  and  the  pain  became  in- 
creasingly severe.  It  was  barely  relieved  by 
large  doses  of  opiates.  Before  death,  he  pre- 
sented a picture  of  extreme  cachexia  with  a 
superimposed  pericardial  effusion  (Fig.  4). 


Fig.  4.  Case  1.  Tumefaction  has  ex- 
tended and  there  is  evidence  of  pericardial  ef- 
fusion. 

The  patient  became  comatose  and  died  on  July 
22,  1937. 

Case  2. — A white  male,  aged  71,  was  referred 
for  roentgen  examination  of  the  shoulder  and 
cervical  spine  because  of  severe  pain  in  the  left 
shoulder.  The  pain  had  been  present  for  several 
months  and  was  localized  at  first  to  the  tip  of  the 
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Fig.  5.  Case  2.  There  is  a small  calcified 
deposit  adjacent  to  the  lower  surface  of  the 
greater  tuberosity  that  was  considered  for  a time 
the  cause  of  symptoms. 

shoulder  and  to  a lesser  degree  to  the  surrounding 
shoulder  girdle.  Roentgen  examination  (Fig.  5) 
revealed  a calcified  deposit  below  the  level  of  the 
greater  tubercle  and  hypertrophic  changes  in- 
volving the  sixth  and  seventh  cervical  vertebrae. 
The  interspace  between  these  vertebrae  was 
narrowed  (Fig.  6).  Examination  of  the  chest 
(Fig.  7)  revealed  an  opacity  occupying  the  en- 
tire left  supraclavicular  region  and  considerable 
decalcification  of  the  articulating  portion  of  the 
third  rib. 

Soon  after  these  observations  were  reported 
to  the  referring  physician,  follow-up  clinical 
examinations  began  to  disclose  symptoms  and 
physical  findings  characteristic  of  brachial  plexus 
and  sympathetic  nerve  involvement.  The  pa- 
tient lost  weight  rapidly  and  the  apical  lesion 
spread  in  a manner  characteristic  of  a pulmo- 
nary apical  neoplasm. 

Case  3. — White  male,  aged  60,  gave  a history 
of  persistent  pain  in  the  right  shoulder  for  the 
past  six  months.  Previous  studies  were  made 
elsewhere  of  the  shoulder  alone  and  showed  the 
presence  of  a calcified  bursitis  for  which  he  was 
treated  without  appreciable  benefit.  The  pain 
increased  in  severity  and  he  now  showed  a lack 
of  perspiration  on  the  side  of  the  face  and  a sug- 
gestive Horner’s  syndrome  on  the  side  of  shoulder 
pain.  Pursuing  a routine  examination,  both 
the  shoulder  (Fig.  8)  and  chest  were  studied, 


Fig.  6.  Case  2.  Evidence  of  hypertrophic 
changes  involving  the  sixth  and  seventh  cervical 
vertebrae,  also  considered  sufficient  to  cause 
symptoms  of  shoulder  pain. 


Fig.  7.  Case  2.  Tumefaction  of  left  apex. 
Note  erosion  of  third  rib.  The  tumefaction  was 
the  true  cause  of  symptoms. 
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Fig.  8.  Case  3.  Note  the  flat  calcified  sub- 
acromial deposit  that  was  considered  the  cause 
of  shoulder  pain.  Note  also  the  apical  tumefac- 
tion and  the  erosion  of  the  third  rib. 

and  a flat  calcified  deposit  was  found  in  the 
subacromial  region  very  similar  to  that  in  Case  1 , 
characteristic  of  a so-called  calcified  bursitis. 
Study  of  the  chest  (Fig.  9)  showed  an  extensive 
dense  opaque  lesion  involving  the  mesial  portion 
of  the  right  upper  lobe  extending  into  the  apex. 
The  articulating  portion  of  the  third  rib  was 
eroded.  The  pulmonary  lesion  progressed  rapidly 
showing  the  classical  symptoms  of  tumefaction  of 
the  upper  lobe. 

Cases  1 and  2 were  referred  by  ortho- 
pedic surgeons  who  considered  the 
shoulder  pain  characteristic  of  bursitis, 
and  roentgen  studies  apparently  corrob- 
orated this  clinical  impression.  On  the 
basis  of  these  observations  in  Case  1, 
several  surgical  procedures  were  done  to 
remove  the  bursa.  Although  the  bursa 
was  finally  removed,  the  pain  persisted, 
and  a review  of  the  films  made  else- 
where (Fig.  3)  disclosed  the  apical  lesion. 
In  Case  2 the  patient  had  shoulder  pain 
which  both  the  general  practitioner  and 
orthopedist  felt  was  produced  by  either 
local  shoulder  or  spine  pathology,  and 
again  roentgen  studies  served  to  cor- 
roborate their  impressions  (Figs.  5 and  6). 
Routine  study  of  the  chest  disclosed 
(Fig.  7)  the  true  cause  of  the  symptoms. 
In  the  third  instance,  shoulder  pain  was 
the  only  symptom  for  six  months  before 
suggestive  evidence  of  sympathetic  nerve 
involvement  manifested  itself.  The  re- 
ferring physician  in  this  instance  had 
reviewed  the  previous  2 cases  and  was  on 


Fig.  9.  Case  3.  Note  the  tumefaction  of  the 
right  upper  lobe  and  apex.  This  tumefaction 
proved  to  be  the  true  cause  of  shoulder  pain. 

the  lookout  for  a similar  one.  As  a result 
he  requested  chest  studies  in  addition  to 
the  routine  shoulder  examination,  and, 
as  mentioned  in  the  case  report,  the  ex- 
amination disclosed  a bursa  that  could 
easily  have  been  considered  the  cause  of 
the  patient’s  symptoms.  But  again  the 
underlying  pathology  was  an  apical 
tumor  of  the  lung. 

As  the  pulmonary  pathology  in  all  3 
instances  progressed,  other  symptoms 
produced  by  pressure  of  the  apical  tume- 
faction on  contiguous  structures  pre- 
sented themselves.  By  pressure  on  the 
brachial  plexus  and  ribs,  the  growth  pro- 
duced pain,  tenderness,  and  hyperesthesia 
about  the  shoulder  and  axillary  regions 
as  well  as  at  other  sites  of  distribution  of 
the  nerve  fibers  impinged  upon . Atrophy 
of  the  muscles  of  the  arm  and  hand  were 
late  manifestations  of  brachial  plexus  in- 
volvement. A Horner’s  syndrome  de- 
veloped in  all  3 instances  as  the  lesion 
progressed  due  to  sympathetic  nerve 
involvement,  and  in  one  patient  a com- 
plete absence  of  perspiration  developed 
on  the  affected  side.  In  2 instances  ero- 
sion of  the  ribs  could  be  demonstrated  as 
the  tumor  expanded.  In  the  later  stages, 
general  systemic  evidence  of  malignancy 
were  present. 
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The  necessity  of  routine  fluoroscopic 
and,  where  indicated,  more  detailed 
roentgenographic  examination  of  the  chest 
is  essential  in  a patient  with  persistent 
shoulder  pain.  This  examination  should 
be  carried  out  even  though  apparently 
sufficient  local  pathology  is  found  to 
account  for  the  symptoms.  The  lesion 
was  overlooked  in  the  first  instance  where 
the  examination  was  first  made  by  one 
unfamiliar  with  chest  pathology  and 
unaware  of  this  possibility.  Familiarity 
with  chest  examinations  and  the  ability 
to  interpret  chest  pathology  are  essential. 

The  presence  of  calcified  deposits  in  the 
shoulder  region,  particularly  in  elderly 
individuals,  is  not  an  uncommon  finding 
in  our  experience  and  does  not  necessarily 
produce  symptoms.  Only  when  acutely 
inflamed  is  the  lesion  painful.  The 
presence  of  hypertrophic  changes  about 
vertebrae  particularly  in  elderly  people 
are  as  a rule  of  no  clinical  significance  and 
do  not  cause  symptoms.  They  should 
be  considered  age  changes  and  no  more. 
Yet,  on  finding  changes  of  this  type  about 
vertebrae,  many  consider  them  the  cause 
of  pain  and  omit  further  examination. 
Case  2 is  a case  in  point.  The  final 
stage  in  these  3 instances  was  consistent 
with  the  symptomatology  of  superior 
sulcus  tumors  first  described  by  Pancoast. 
However,  in  the  absence  of  autopsy  and 
histologic  examination,  only  the  diagno- 
sis of  neoplasm  in  the  upper  lobe  was 
justifiable. 


In  the  late  stages  of  apical  and  medias- 
tinal lesions,  symptoms  and  signs  other 
than  shoulder  pain  are  present,  and  our 
attention  is  immediately  directed  to 
other  areas  aside  from  the  shoulder  girdle. 
However,  where  the  symptoms  are  con- 
fined entirely  to  the  shoulder  and  par- 
ticularly where  pathology  is  found  locally, 
one,  as  a rule,  does  not  think  of  other 
possible  causes.  It  is  only  by  adopting 
a routine  procedure  of  at  least  fluoro- 
scoping  the  chest  of  every  individual  with 
shoulder  pain,  particularly  elderly  people, 
that  lesions  of  the  type  reported  will  be 
recognized.  Any  suspicious  lesion  visual- 
ized fluoroscopically  should  be  carefully 
studied  by  more  detailed  roentgeno- 
graphic examinations. 

Conclusions 

The  necessity  for  routine  chest  ex- 
aminations in  patients  with  shoulder 
pain  is  pointed  out  where  apparently  suf- 
ficient local  pathology  is  found  to  account 
for  the  symptoms.  Three  cases  are 
reported  showing  calcification  about  the 
shoulder  with  neoplasm  of  the  lung.  A 
calcified  bursa  or  peritendinous  calcifi- 
cation is  not  infrequently  asymptomatic. 
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AMERICAN  ASSOCIATION  FOR  THE  ADVANCEMENT  OF  ORAL  DIAGNOSIS 


The  annual  meeting  of  the  American  Associa- 
tion for  the  Advancement  of  Oral  Diagnosis  will 
be  held  on  October  17  and  18,  1940,  at  the 
Academy  of  Medicine  Building,  2 East  103rd 
Street,  New  York  City. 

This  meeting  will  come  the  end  of  the  first 
week  of  the  Graduate  Fortnight  of  the  Academy; 
both  physicians  and  dentists  of  the  organized 
medical  and  dental  professions  throughout  the 
Western  Hemisphere  who  are  members  in  good 
standing  in  their  respective  organizations  in  the 


countries  in  which  they  practice  are  eligible  for 
membership  in  the  Association;  the  constitution 
provides  for  the  organizing  of  regional  divisions 
by  members  of  both  professions  who  have  such 
standing  and  are  members;  said  divisions  are 
components  of  the  American  Association  for  the 
Advancement  of  Oral  Diagnosis. 

For  further  information  and  membership 
blanks  address  Dr.  H.  Justin  Ross,  Executive 
Office,  515  Madison  Avenue,  New  York 
City. 


SCHOOL  AND  PUBLIC  HEALTH  WORKERS  TO  MEET 


The  Annual  Conference  of  Health  Officers  and 
Public  Health  Nurses  of  the  state  will  be  con- 
ducted at  Saratoga  Springs,  June  25-27,  in- 
clusive, with  headquarters  in  the  Grand  Union 
Hotel,  according  to  ail  announcement  by  the 


State  Department  of  Health.  The  sixth  annual 
meeting  of  the  New  York  State  Association  of 
School  Physicians  will  take  place  in  conjunction 
with  the  conference  on  Monday,  June  24,  in  the 
hotel. 


MODERN  CONCEPTS  OF  MENTAL  ILLNESSES 


George  S.  Sprague,  M.D.,  White  Plains,  New  York 
( From  the  New  York  Hospital,  Westchester  Division,  White  Plains) 


IN  reviewing  the  subject  of  some  of  the 
concepts  of  mental  disorders  there  is  a 
strong  temptation  to  look  back  and  to 
contrast  the  present  situation  in  psychia- 
try with  the  old  order  which  has  changed 
so  rapidly  and  so  significantly  within  the 
past  fifty  years.  Instead,  this  paper  will 
discuss  the  present  situation,  outlining 
some  of  the  facts  and  the  relationships  of 
modern  psychiatry  and  stressing  particu- 
larly some  of  the  ways  in  which  it  has 
changed  or  has  widened  its  scope  from 
that  of  even  two  generations  ago. 

It  may  be  confessed  at  the  outset  that 
developments  have  been  so  rapid  and  so 
widespread  that  the  psychiatrist  himself 
is  often  bewildered  as  to  where  the  bound- 
aries of  his  field  now  are  and  equally  so  as 
to  where  they  may  be  tomorrow.  We  now 
view,  as  of  psychiatric  nature  many  prob- 
lems that  were  not  granted  that  designa- 
tion at  the  beginning  of  the  century. 
Evaluations  and  attitudes  that  then 
seemed  comfortably  settled  have  been 
abandoned  or  have  had  their  faces  lifted 
so  that  their  old  friends  would  hardly 
recognize  them. 

Even  the  definition  of  mental  illness 
must  now  be  restated  in  accord  with  mod- 
ern trends  of  thought.  Formerly  it  re- 
ferred to  the  more  outspoken  psychoses, 
and  its  occurrence  meant  placement  in  a 
so-called  “asylum.”  Today  we  are  in- 
clined to  regard  as  indications  of  a mental 
illness  those  bodily,  psychologic,  and  emo- 
tional factors  that,  over  a period  of  time, 
impair  one’s  customary  capacities  for  liv- 
ing his  life  as  efficiently  and  as  comfort- 
ably as  before.  It  is  obvious  that  such  an 
enlarged  definition  includes  greatly  in- 
creased numbers  of  individuals  and  that 
it  increases  many  fold  the  types  of  prob- 
lems with  which  psychiatry  now  concerns 
itself.  Thus,  for  example,  where  we  once 
dealt  with  the  rages  of  epileptic  furor,  we 
may  now  study  and  treat  the  individual 


whose  lack  of  emotional  control  merely  in- 
terferes with  his  steady  holding  of  jobs. 
Or  where  once  paranoid  delusions  took  a 
patient  to  a hospital,  office  practice  now 
deals  with  an  individual  because  he  com- 
plains of  being  too  sensitive  to  get  along 
comfortably. 

Likewise,  the  very  purpose  of  psychia- 
try has  become  different  and  more  in- 
clusive. It  was  once  a question  of  proper 
segregation  and  humane  management  of 
the  insane.  Today  psychiatry,  while  still 
serving  this  important  function,  has 
added  many  other  objectives.  They  may 
all  be  included  in  two  general  points  of 
view:  the  one,  with  regard  to  the  person 
himself;  the  other,  from  the  standpoint 
of  the  social  group  of  which  he  is  a mem- 
ber. Accordingly,  we  may  speak  of  a 
personal  psychiatry  and  of  a social  psy- 
chiatry. Actually,  of  course,  their  pur- 
poses and  results  merge,  but  they  accent 
different  details  of  the  total  interrelating 
situations.  Thus  a man  may  be  admitted 
to  a hospital  to  help  him  overcome  an 
excited,  destructive  psychotic  condition  so 
that  he  may  return  to  his  normal  activities 
of  life.  But  at  the  same  time  his  hospi- 
talization contributes  to  the  maintenance 
of  the  general  social  equanimity  and  the 
preservation  of  the  social  order  which 
represents  our  culture. 

In  psychiatry  as  in  medicine  generally, 
prophylactic  treatment  has  been  attain- 
ing ever  greater  importance.  We  have 
learned  much  about  the  reactions  of  a 
human  being  to  the  strains,  the  opportuni- 
ties, and  the  gratifications  inherent  in  the 
life  of  today.  Studies,  both  theoretical 
and  clinical,  have  greatly  enlarged  our 
understandings  of  both  quantitative  and 
qualitative  human  reactions.  With  this 
vastly  more  humanized  approach  to  liv- 
ing as  a phenomenon  in  its  own  right,  ex- 
perience has  accumulated  to  indicate  how 
and  where  difficulties  of  adaptation  are 


866 


GEORGE  S.  SPRAGUE 


[N.  Y.  State  J.  M. 


likely  to  occur.  This  is  true  of  environ- 
ments and  of  occupations  as  well  as  of  per- 
sonality developments  and  the  evolutions 
of  instinct  life.  Accordingly,  we  now  have 
preschools,  vocational  guidance  with  its 
aptitude  tests,  and  various  other  or- 
ganized efforts  to  avoid  or  to  lessen 
psychotic  breaks  or  such  lesser  malad- 
justments as  may  be  prevented  by  a wise 
forethought. 

Another  of  the  concepts  concerning 
mental  disease  that  has  significantly 
changed  in  recent  years  is  concerned  with 
the  relationship  of  the  psychiatric  physi- 
cian to  his  colleagues  in  the  treatment  of 
his  psychiatric  patients.  Once  the  psy- 
chiatrist was  practically  isolated  and 
hardly  kept  in  touch  with  the  work  of  his 
confreres.  How  different  things  are  at 
present  when  he  calls  upon  the  consultant 
advice  and  treatment  of  the  internist,  the 
surgeon,  the  aurist,  the  pediatrician,  the 
gynecologist,  or  in  fact  on  any  or  all  of  his 
colleagues  who  can  contribute  to  the  im- 
proving of  the  patient’s  total  health  as- 
sets. Nowadays  we  feel  that  a correct 
treatment  of  the  psychiatric  patient  can- 
not depend  alone  on  a careful  synthesis, 
unless  an  effective  analysis  of  the  various 
part  functions  finds  them  capable  of  group 
functioning.  Obvious  though  it  seems,  it 
was  not  formerly  recognized  that  a pa- 
tient’s so-called  “neurotic”  concern  about 
his  lungs  could  not  be  properly  treated  if 
he  had  an  actual  asthmatic  condition. 
Psychiatrists  are  learning  to  call  with  in- 
creasing frequency  for  other  medical  help 
as  a necessary  factor  in  re-establishing 
more  healthy  psychiatric  balances  in  their 
patients. 

In  the  reverse  direction  there  is  an 
equally  significant  modification  of  the  old 
conceptions  regarding  mental  disease. 
You  are  being  addressed  by  a psychiatrist, 
the  implication  being  that  the  medical 
specialists  and  general  medical  practi- 
tioners now  feel  that  psychiatry  has  some- 
thing to  offer  them,  even  in  their  treat- 
ment of  cases  not  predominantly  of  a 
psychiatric  nature.  One  has  only  to  think 
of  the  careful  psychiatric  estimate  that 
is  now  so  frequently  called  for  by  the 
surgeon  who  proposes  to  operate  for  the 


relief  of  toxic  thyroid  symptoms,  or  of  the 
delirious  symptoms  that  in  the  course  of 
some  febrile  illness  may  cause  concern 
lest  they  presage  some  ominous  psychotic 
complication. 

With  one  medical  specialty — neurology 
— psychiatry  has  the  most  intimate  con- 
nection of  all.  The  mind  and  its  function- 
ing can  exist  only  in  and  through  the  pres- 
ence and  the  preservation  of  a fairly  intact 
anatomy  and  physiology  of  the  central 
nervous  system.  Probably  psychiatry 
and  neurology  are  not  only  twin  brothers 
but  Siamese  twins,  impossible  to  detach 
from  one  another  without  doing  serious 
damage  to  each.  Yet  the  worker  in  each 
field  can,  to  a certain  degree,  follow  the 
accent  of  his  own  specialty.  The  close 
interrelationship  of  the  two  is  evidenced 
in  the  large  number  of  medical  schools 
that  now  combine  the  professorships  of 
neurology  and  psychiatry  in  a single  chair. 
Mention  may  be  made  here  of  the  epoch- 
making  contributions  of  two  great  men, 
Sir  Charles  Sherrington  and  Ivan  Pavlov, 
whose  studies  of  integrative  action  and  of 
reflex  conditioning  have  been  invaluable 
alike  to  neurology  and  psychiatry.  We 
are  still,  perhaps,  a long  way  from  know- 
ing the  neurologic  facts  of  a wish  or  in 
what  way  there  is  a neurologic  difference 
in  our  memory  of  lines  from  Goethe  and 
of  lines  from  Longfellow,  but  we  are  more 
convinced  than  ever  of  the  importance  of 
such  differences  for  ultimate  understand- 
ing. Perhaps  the  further  developments  of 
electroencephalography  will  add  to  the 
illumination  of  these  vitally  interesting 
questions. 

Many  of  the  recent  trends  of  psychiatry 
are  included  and  implied  in  the  term  that 
we  so  often  see  used  nowadays:  that  of 
“psychobiology.”  We  owe  the  word  to 
Adolf  Meyer  who  perhaps  more  than  any- 
one else  has  developed  the  present  broad- 
ened basis  for  psychiatric  understanding. 
This  conception  refers  to  a fundamentally 
simple  fact,  namely,  that  man  functions 
as  a life  process  in  which  his  total  self  in- 
teracts in  what  ways  are  possible  to  it  with 
the  environment  that  surrounds  him. 
Whatever  he  does,  thinks,  or  feels  is  an 
expression  of  his  being  a living  creature 
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and  also  of  his  responsive  reaction  to  the 
world  in  which  he  lives.  This  view  has 
simplified  our  psychiatric  conceptions  to  a 
marked  degree.  It  has  done  much  to  take 
the  sense  of  mystery  away  from  mental 
illness. 

The  concept  of  psychobiology  leads  us 
to  think  of  a stage,  the  setting  in  actual 
life,  upon  which  is  being  enacted  an  ever 
changing  interplay  between  two  forces. 
There  are,  on  the  one  hand,  the  pressures 
and  limitations  of  external  reality  includ- 
ing social  restrictions  and  expectations, 
and,  on  the  other  hand,  there  are  the  in- 
stinctual forces  of  the  individual.  With 
our  increasing  respect  for  the  laws  of 
cause  and  effect  we  have  come  to  feel  that 
it  should  be  possible  to  develop  an  increas- 
ingly clear  understanding  of  human  be- 
havior and  motivations  through  studying 
the  individual’s  life  facts  and  experiences. 
Whereas  Krepelin  saw  these  facts  as  oc- 
currences that  could  be  listed,  we  now 
think  of  them  as  indicators  of  the  forces 
of  human  strivings  and  urges  for  ac- 
complishment. Just  as,  with  the  develop- 
ment of  calculus,  mathematics  began  to 
deal  with  modes  of  change,  so  psychiatry 
has  become  less  interested  in  static  phe- 
nomena of  mere  “existence”  and  corre- 
spondingly more  concerned  with  the  dy- 
namic phenomena  of  “becoming”  or  of 
“striving.” 

We  are  now  ready  to  consider  the  con- 
cept of  functional  illness  about  which  so 
much  debate  has  taken  place  since  the  be- 
ginning of  the  century.  Psychiatry  tends 
increasingly  to  concern  itself  with  human 
life  and  the  living  of  it.  Life  is  not  static. 
When  we  cease  to  change,  we  die.  There- 
fore the  organic  structure  of  an  individual 
is,  in  itself,  not  so  important  to  us  as  is  the 
use  one  can  make  of  it.  Although  most  of 
us  have  the  proper  number  of  fingers  and 
thumbs,  there  is  but  one  Paderewski. 
Mere  structure— that  is,  the  organic  en- 
dowment of  an  individual — only  gives  one 
certain  potentialities  and  certain  limita- 
tions. Thus,  our  organic  equipment  with 
eyes  in  the  front  of  our  heads,  while  it 
does  give  us  the  capacity  for  vision,  also 
precludes  the  possibility  of  seeing  what  is 
directly  back  of  us.  It  does  not,  however, 


determine  what  use  we  shall  make  of  our 
eyesight  in  the  directions  in  which  our 
eyes  do  point.  It  is  a conception  of  mod- 
ern psychiatry  that  whatever  use,  in 
actual  behavior,  is  made  of  our  various 
human  capacities  will  be  determined  by 
the  expressive  force  of  the  instinct  drives 
and  that  these  latter  will  of  necessity  take 
a form  that  is  forced  upon  them  by  the 
limiting  facts  of  external  reality.  To 
make  a simple  illustration,  if  one  has  the 
urge  to  walk  straight  ahead,  he  can  pro- 
ceed until  some  obstacle  such  as  a build- 
ing or  a precipice  confronts  him.  The 
hungry  man  is  driven  by  his  appetite  to 
eat  ravenously,  but,  if  he  has  only  a 
single  biscuit,  he  will  then  stop  eating 
even  while  the  urge  to  eat  still  continues. 
In  other  words,  the  drives  of  human  con- 
duct may  be  regarded  as  forces  that  will 
produce  certain  types  of  results  within 
whatever  modifications  and  restrictive 
limits  the  real  world  imposes. 

Some  of  these  restrictions  are  tangible 
and  external,  such  as  the  steel  safe,  which 
prevents  a burglar  from  taking  its  con- 
tents. Others  are  external  but  less  im- 
mediately tangible,  as,  for  example,  the 
impending  arrest,  court  action,  and  prison 
if  he  robs  the  safe.  But  still  other  deter- 
rents are  internal  to  ourselves,  and  here 
again  some  are  tangible  while  others  are 
not.  If  one  suffers  a severe  osteomyelitis 
of  the  ankle,  he  may  not  be  able  to  walk 
to  the  safe  to  steal  its  contents.  We  have 
here  another  illustration  of  the  relation- 
ship of  organic  impairment  to  functional 
activity  in  which  the  totally  integrated 
behavior  of  a mail  becomes  altered  by  a 
physical  disease  of  one  part  of  him — his 
ankle.  The  surgeon  who  operates  and 
cures  the  ankle  is  not  only  removing  a 
local  infection,  an  organic  defect,  but  at 
the  same  time  he  is  changing  the  patient’s 
balance  of  self-expressive  capacity.  When 
cured,  the  patient  may  once  more  rob  the 
bank,  or  kick  the  cat,  or  run  for  his  train. 
Psychiatry  sees  then,  in  the  facts  of  a per- 
son’s environment  and  in  his  physical 
physiologic  equipment,  the  inventory,  as 
it  were,  of  his  possibilities  of  behavior. 
This  is  not  so  different  from  the  way 
an  obstetrician  will  measure  a pelvis  and 
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determine  whether  spontaneous  delivery 
can  occur. 

Function  should  not  be  considered  as 
the  possible  behavior  compatible  with  the 
existing  organic  structure  but  rather  as 
the  actual  responsive  and  self-expressive 
changes  that  do  occur.  What  does  it  mat- 
ter that  a man  has  the  proper  muscles, 
bones,  and  joints  to  do  paperhanging, 
while  he  is  actually  working  as  an  ac- 
countant? The  facial  musculature  may  be 
able  to  produce  a smile  when  actually  one 
is  not  smiling.  The  psychiatrist  is  not  so 
much  concerned  with  his  patients’  func- 
tional potentialities  as  he  is  with  the 
patterns  of  function  that  his  patient  ac- 
tually makes  use  of.  Therefore,  he  sees 
such  organic  physiologic-pathologic  prob- 
lems, as  brain  tumor,  leg  amputation,  or 
cardiorenal  disease,  chiefly  from  the 
standpoint  of  the  real  limitations  in  the 
number  of  functional  patterns  that  they 
incapacitate. 

This  may  sound  somewhat  involved  but 
it  means  simply  that  psychiatry  grows 
more  dynamically  minded  and  hence  does 
not  regard  organic  facts  of  structures  or 
diseases  primarily  as  ends  in  themselves. 
Rather  they  are  evaluated  as  being  neces- 
sary accompaniments  and  essential  me- 
chanics for  the  carrying  on  of  human  life 
activities. 

We  can  detect  in  the  above  statements 
an  implication  that  the  organic  facts  of 
anatomy,  physiology,  health,  and  disease 
can  all  be  thought  of  as  component  parts 
of  the  problems  of  function.  Let  us  hasten 
to  add  the  obvious  truism  that  all  function 
must  be  expressed  in  and  through  actual 
material  structures.  Our  imaginations  re- 
bel at  the  notion  of  the  Cheshire  cat’s  grin 
existing  with  no  physical  attachment. 
Bleuler  has  been  one  of  the  leading  advo- 
cates of  the  needlessness — even  the  im- 
possibility— of  attempting  to  separate  our 
notions  of  body  and  of  mind.  He  insists, 
and  we  may  well  agree  with  him,  that 
central  nervous  system  activity  and  men- 
tal behavior  are  practically  inseparable 
and  that  theoretically  they  constitute  but 
different  phraseologies  or  aspects  of  the 
same  phenomena. 

Such  work  as  the  classic  studies  of  Can- 
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non  on  the  relations  of  the  mental  and 
bodily  states  has  broadened  our  concep- 
tions of  an  intimate  relationship  between 
the  psychologic-emotional  and  the  ana- 
tomic-physiologic aspects  of  man.  The 
endocrinologists  have  made  great  ad- 
vances in  working  out  these  relationships. 
More  and  more  we  find  it  necessary  to 
take  into  account  the  effects  of  the  mind 
upon  the  body  and  the  repercussions  and 
counterinfluences  of  the  bodily  processes 
upon  the  mind.  It  seems  no  longer 
possible  to  draw  any  but  an  artificial  line 
of  distinction  between  these  elements  in 
any  given  situation.  Take,  for  example, 
the  following  familiar  illustration : A 

man’s  house  burns  (fact  of  external 
reality) ; he  becomes  depressed  (mental- 
emotional  state) ; intestinal  motility  and 
secretion  of  bodily  glands  diminish  (physi- 
ologic response) ; appetite  wanes  (instinct 
modification);  weight  is  lost,  and  sleep 
grows  poor  with  resulting  fatigue  (somatic 
response);  disinterest  and  depression  in- 
crease. 

Here  we  see  such  closely  related  evi- 
dences of  physical  and  emotional  and  psy- 
chologic interaction  that  it  would  hardly 
be  possible  to  consider  any  one  phase  to 
the  exclusion  of  the  others.  Some  of  them 
would  be  called  organic;  some  of  them 
seem  to  be  “functional.”  But  the  impor- 
tant point  is  that  all  of  them  are  the  activi- 
ties of  a living  person  who  is  responding 
in  these  various  ways,  plus  numerous 
others  not  enumerated  above,  to  the  par- 
ticular facts  of  his  life  situation  that  con- 
front him  at  that  time.  Can  we  not  say 
then  that  the  old  attempt  to  differentiate 
the  functional  and  the  organic  was  an  in- 
appropriate and  deceptively  artificial  ef- 
fort? 

Reference  should  now  be  made  to  a very 
important  development  in  the  thought 
and  the  psychiatric  understanding  of  the 
last  few  decades.  It  is  especially  fitting 
that  we  consider,  at  this  point,  the  doc- 
trines of  the  psychoanalytic  approach  to 
the  study  of  behavior,  when  the  close  in- 
terconnections of  functional  and  organic 
elements  have  just  been  reviewed.  Not 
many  of  those  without  psychoanalytic 
study  and  training  know  that  the  tenets 
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of  psychoanalytic  theory  are  not  only  com- 
patible with  a strictly  organic  background 
but  actually  presuppose  it.  From  the  be- 
ginning, Freud  and  his  followers  have  em- 
phasized that  their  descriptions  refer  to 
the  psychic  phases  of  phenomena  deeply 
grounded  in  the  facts  of  endocrinology, 
physiology,  or  organic  pathology.  Thus, 
we  read  in  the  standard  psychoanalytic 
works  such  statements  as:  “It  is  impossi- 
ble to  ignore  the  soma  in  any  considera- 
tion of  conversion  symptoms”;  or  again: 
“The  libido  itself  is  naturally  thought  of 
as  a correlate  of  hormonal  substances.” 

Even  its  proponents  have  recognized 
that  psychoanalysis  as  a therapeutic 
method  has  a very  limited  field  of  useful- 
ness. Among  psychiatrists  there  is,  by 
this  time  however,  a widening  acceptance 
of  the  usefulness  of  the  psychoanalytic 
principles  for  discovering  the  “how”  and 
the  “why”  of  large  parts  of  human  con- 
duct and  of  the  aberrations  of  this  conduct 
in  mental  disease.  There  can  be  no 
doubting  that  the  interpretative  tenets  of 
psychoanalysis  have  been  of  enormous 
effect  in  changing  the  points  of  view  of 
psychiatry  in  the  last  thirty  years.  It 
must  also  be  admitted  that  the  change 
has  been  of  benefit.  Even  though,  as  was 
the  case  with  some  of  the  older  theories  of 
chemistry,  it  is  found  necessary  from  time 
to  time  to  revise  certain  of  its  concepts, 
nevertheless  we  have  obtained,  through 
its  application,  a more  penetrating  com- 
prehension of  human  behavior. 

The  elements  of  the  psychoanalytic 
conceptions  are  relatively  simple  and 
easily  understood.  They  embody  the 
psychologic  facts  of  the  formations  of 
mental  concepts  and  of  the  associational 
linkages  that  may  or  may  not  be  formed 
between  them.  Study  of  an  individual 
patient  may  show  that  there  is  some  fre- 
quent difficulty  in  his  combining  certain 
conceptual  notions  that  he  should  be  able 
to  combine  in  order  to  adapt  himself  effi- 
ciently to  his  living  conditions.  For  ex- 
ample, when  he  thought  of  “home,”  he 
might  regularly  be  unable  to  associate 
with  this  concept  the  notion  of  his  home 
address.  For  such  a symptom,  explana- 
tion would  be  offered  that  the  mental 


operation  of  associating  concepts  is  facili- 
tated or  inhibited,  depending  upon 
whether  the  elements  concerned  have  a 
pleasant  or  an  unpleasant  or  a com- 
fortable or  a painful  emotional  feeling 
tone  connected  with  them. 

Upon  studying  in  careful  detail  the 
mental  and  conceptual  life  of  a person, 
it  is  possible  to  discover  various  types  of 
blockings  to  his  easy  formation  of  associa- 
tions between  certain  of  his  mental  images 
or  ideas.  But  the  fact  is  that  our  adapta- 
tions to  life,  to  reality,  and  indeed  to  our 
own  thoughts  themselves  are  made  possi- 
ble only  by  combining  the  various  mental 
items  that  are  relevant  to  the  particular 
issue.  Accordingly,  whatever  impairs  the 
capacity  for  making  associations  will 
make  it  more  probable  that  the  resulting 
judgments,  lines  of  reasoning,  attitudes, 
or  decisions  may  be  inaccurate,  incom- 
plete, or,  in  extreme  cases,  nonapplicable 
to  the  real  situation. 

Seen  from  this  point  of  view,  the  illness 
of  a psychoneurotic  person  may  be  en- 
visaged as  comprising  a group  of  incom- 
plete or  inaccurate  reactions  to  reality. 
They  are  incomplete  because,  due  to  the 
individual’s  emotional  discomfitures  re- 
garding certain  matters,  he  is  unable  to 
combine  enough  of  the  relevant  mental 
material  to  come  to  efficient  conclusions. 
If  one  merely  did  not  see  what  he  was 
striving  for  in  life  because  he  was  not 
introspective  enough  to  look,  he  might 
nevertheless  proceed  uninterruptedly  in 
his  quest  toward  his  goals.  But  the  per- 
son who  is  actively  prevented  by  inhibi- 
tions from  recognizing  clearly  what  goes 
on  in  his  own  mind  has  an  added  handicap 
during  his  strivings  that  may  be  repeat- 
edly interrupted  as  he  works  toward  his 
objectives. 

Reference  was  made  above  to  the  con- 
straint produced  by  disagreeable  or  pain- 
ful emotional  states.  In  the  developments 
of  a civilization  and  culture  so  compli- 
cated and  so  idealized  as  ours,  it  not  infre- 
quently happens  that  our  learned  atti- 
tudes must  be  trained  in  direct  conflict 
with  the  fundamental  instinctive  drives 
that  were  present  earlier.  Sooner  or  later 
then,  it  inevitably  results  that  there  are 
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numerous  details  of  action  and  of  thought 
about  which  we  have  oppositely  directed 
emotional  attitudes.  As  experience  ri- 
pens, we  have  to  learn  to  ignore  an  inac- 
ceptable  urge  and  to  stress  the  contrarily 
directed  motivation  because  it  is  more 
compatible  with  the  demands  of  life. 
This  process  of  ignoring,  if  it  is  in  the 
mental  field,  consists  of  more  or  less  suc- 
cessfully inhibiting  the  formation  of  as- 
sociations between  the  undesired  ma- 
terial and  the  rest  of  the  mental  content. 
Simple  as  this  is,  it  constitutes,  neverthe- 
less, the  freudian  notion  of  the  “un- 
conscious” which  has  caused  so  much  dis- 
cussion in  recent  years. 

Another  great  impetus  to  the  broaden- 
ing and  deepening  of  psychiatric  interest 
and  to  the  employment  of  a psychiatric 
approach  to  the  problems  of  mankind  has 
been  the  rise  of  the  mental  hygiene  move- 
ment. Although  the  first  committee  for 
mental  hygiene  was  founded  as  recently 
as  1908,  there  are  already  organized 
branches  in  fifty-seven  nations,  and  the 
effect  of  its  activities  in  enriching  the  con- 
ceptions of  mental  illness  are  incalculable. 

Mental  hygiene  was  necessary  to  teach 
psychiatrists  as  well  as  the  lay  public  a 
more  sympathetic  and  more  flexible  atti- 
tude toward  mental  difficulties.  It  has 
injected  a more  scientific  approach  to  the 
subject  than  has  any  other  one  movement. 
One  of  its  earliest  objectives  was  to  im- 
prove conditions  for  patients  under  treat- 
ment in  mental  hospitals.  With  our  pres- 
ent-day conceptions  of  standards  for  care 
of  the  mentally  sick,  it  is  appalling  to 
realize  what  different  conditions  sur- 
rounded the  psychotic  in  earlier  days. 
The  insane,  the  defective  delinquent,  the 
nonpsychotic  senile,  and  the  indigent  poor 
of  all  ages  were  apt  to  be  huddled  together 
in  one  group.  The  actual  medical  care  of 
the  psychotic  was  often  practically  non- 
existent. As  the  mental  hygiene  surveys 
and  studies  have  gone  forward,  a truly  re- 
markable improvement  in  every  aspect  of 
these  circumstances  has  been  brought 
about.  As  examples,  there  may  be  men- 
tioned not  only  the  segregation  of 
epileptics,  feebleminded,  and  psychotics 
in  separate  institutions  but  also  the 


equally  significant  education  of  the  pub- 
lic mind  to  understand  that  such  changes 
are  important  and  necessary. 

Indeed  the  educational  activities  in- 
volved in  the  mental  hygiene  conception 
constitute  one  of  its  largest  fields  of  in- 
fluence. A result  has  been  an  ever  widen- 
ing understanding  by  the  general  public 
of  the  facts  of  mental  disease,  its  causes, 
its  course,  its  treatment,  and  its  outcomes. 
Despite  the  tragic  inculcation  of  doubts 
that  is  created  by  the  occasional  sensa- 
tional newspaper  attack  upon  our  mental 
institutions,  mental  disorders  nowadays 
are  steadily  approaching,  in  the  public 
mind,  their  rightful  place  along  with  the 
other  maladies  to  which  mankind  is  heir. 
That  stigma,  which  rather  understandably 
was  attached  to  psychoses  when  they  were 
believed  due  to  demoniac  possession,  is  de- 
creasing because,  from  many  avenues  of 
dissemination,  relatives  are  learning  to 
recognize  their  patient’s  trouble  as  having 
adequate  causes  and  as  developing  by  in- 
creasingly comprehensible  steps. 

Studies  of  the  actual  needs  of  mental 
patients  have  resulted  in  a great  variety 
of  improved  regimens.  Insufficient 
amounts  of  nursing  care  have  been 
greatly  remedied  because  it  has  been 
recognized  that  the  nursing  function  is 
an  active  factor  contributing  toward 
restored  health.  Proper  methods  of  em- 
ploying patients  with  occupational  ther- 
apy,  gymnastic  activities,  and  graduated 
exercise  have  come  to  be  recognized  as 
essential  components  of  treatment.  The 
benefits  to  be  derived  by  the  use  of 
properly  prescribed  forms  of  hydro- 
therapy are  now  generally  admitted. 

We  may  regard  it  as  a change  of  marked 
significance  that  psychiatry  today  pays  so 
much  attention  to  the  individual  personal 
relationships  between  the  patient  and  his 
nurse  or  physician.  We  hear  increasing 
use  of  the  term  “relationship  therapy.” 
By  this  is  meant  the  attempt  to  make  use 
of  human  relationships  from  such  a level 
of  understanding  that  they  will  yield  in- 
formation about  the  patient’s  problems 
and  may  also  be  helpful  in  aiding  him  to 
improve  his  adaptation.  Nowadays  one 
gives  consideration  to  the  personality  type 
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of  a mental  patient  in  deciding  between 
two  or  more  available  nurses  to  be  as- 
signed to  his  care.  Or  again  the  psychia- 
trist in  charge  of  the  case  may  be  substi- 
tuted by  another  member  of  the  staff  in 
order  to  secure  a different  sort  of  inter- 
personal relationship. 

Even  yet  there  is,  curiously  enough, 
very  little  uniform  agreement  or  clear-cut 
recognition  as  to  the  actual  machinery  of 
psychic  therapy.  The  psychiatric  inter- 
view is,  however,  being  subjected  to  scien- 
tific scrutiny  so  that  it  is  possible  to  make 
a more  objective  description  of  some  of 
the  roles  played  by  the  psychiatrist.  This 
means  that  he  is  becoming  more  able  to 
employ  a scientific  self-consciousness  with 
which  to  study,  check,  and  improve  the 
methods  he  uses  in  the  therapeutic  inter- 
view. 

It  is  no  longer  regarded  as  sufficient  for 
the  psychiatrist  “just  to  talk”  with  his 
mental  patient  or  to  use  the  one-time  em- 
pirical and  intuitive  method  of  approach 
in  his  psychotherapy.  Accordingly  the 
writer  has  proposed  that  selective  use  be 
made  of  one  or  another  of  various  possible 
roles  on  the  occasion  of  each  psychiatric 
interview,  the  selection  to  be  based  in 
part  on  the  patient’s  condition  at  the  mo- 
ment and  in  part  on  the  therapeutic  pur- 
pose of  the  physician.  As  examples  of 
these  various  therapeutic  roles  the  follow- 
ing may  be  listed : The  physician  may  re- 
main quite  passive  being  merely  an  in- 
terested listener ; sometimes  he  may  allow 
himself  to  be  used  as  a target  at  which  the 
patient’s  pouring-out  of  his  mental  con- 
tents may  lead  to  improved  understand- 
ing of  the  problems;  or  again,  he  may 
have  to  be  an  explainer,  a lecturer  or  a 
pointer,  a comforter  or  a desensitizer; 
then  there  are  other  roles  in  which  the 
physician  adopts  a more  vigorous  author- 
ity as  when  he  takes  the  part  of  a negotia- 
tor, a philosopher,  or  a manager. 

While  these  roles  suggest  that  the  psy- 
chiatrist is  employing  a participative 
method  of  therapy,  the  last-named  role, 
that  of  manager,  indicates  another  phase 
of  treatment — a perpetrative  therapy  in 
which  the  physician  does  things  to  his  pa- 
tient. As  an  example  of  this  method,  you 


know  of  the  most  recently  suggested  treat- 
ment of  dementia  praecox  with  hypo- 
glycemic shock  therapy  and  with  convul- 
sive therapy  with  camphor  or  metrazol. 
The  conservative  psychiatric  opinion  at 
present  favors  more  investigation  of  the 
results  of  insulin  and  metrazol  treatment 
before  casting  a final  verdict,  but  it  is 
generally  acknowledged  to  be  the  most 
important  suggestion  that  has  come  for- 
ward in  many  years  for  treatment  of  the 
largest  group  of  mental  disease  we  have. 
Thus  far,  an  insufficient  time  has  elapsed 
to  allow  observation  of  what  could  be 
called  end  results  of  this  therapy. 

One  radical  change  in  our  attitudes  is 
worthy  of  an  especial  emphasis.  In  their 
feeling  of  helplessness  to  deal  with  the 
acute  or  violent  symptoms  of  mental  dis- 
ease our  predecessors  found  the  use  of  me- 
chanical restraint  not  only  reassuring  but 
as  they  thought  “quite  necessary.”  The 
restraint  sheet,  the  strait  jacket — even 
the  use  of  handcuffs  and  shackles — are  un- 
fortunately not  yet  completely  aban- 
doned. But  especially  in  the  more  pro- 
gressive states,  such  as  Massachusetts  and 
New  York,  their  use  has  been  vigorously 
limited  by  the  Department  of  Mental 
Hygiene.  In  this  state  no  form  of  re- 
straint is  now  permitted  in  a licensed 
mental  institution  except  a camisole  or  a 
restraining  sheet.  It  cannot  be  applied 
except  upon  the  written  order  of  a licensed 
physician  that  states  the  date,  the  pa- 
tient’s name,  and  explicitly  the  reason  for 
its  use.  Even  then  it  cannot  be  continued 
for  more  than  two  hours  consecutively. 
The  same  rigid  restrictions  apply  to  the 
seclusion  of  a mental  patient  by  placing 
him  alone  in  a room  from  which  he  can- 
not make  his  exit  by  his  own  efforts.  As 
an  additional  safeguard,  each  hospital 
must  keep  a special  record  book  in  which 
is  entered,  in  all  the  details  mentioned 
above,  every  individual  instance  of  appli- 
cation of  restraint  or  seclusion.  The  book 
must  always  be  available  and  up  to  the 
minute  for  inspection  by  a representative 
of  the  Department  of  Mental  Hygiene. 

In  our  own  hospital,  mechanical  re- 
straint and  seclusion  were  entirely  aban- 
doned years  ago,  and  I can  tell  you  from 
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personal  experience,  corroborating  the 
general  observation  in  other  progressive 
hospitals,  that  it  is  actually  easier,  safer, 
and  simpler  to  manage  even  the  acutely 
disturbed  patient  without  those  means 
that  used  to  be  regarded  as  utterly  and  ob- 
viously indispensable.  One  patient  dur- 
ing years  of  seclusion  had  reacted  much 
like  a ferocious  gorilla,  but  when  seclusion 
was  abandoned,  he  promptly  became  a 
sluggishly  happy,  thoroughly  inoffensive 
patient. 

But  psychiatry  is  no  longer  practiced 
only  within  the  walls  of  state  hospitals. 
Hospital  outpatient  clinics  and  follow-up 
clinics  have  significantly  lessened  the 
number  of  patients  who  must  remain  or 
even  be  admitted  to  institutions.  And, 
as  less  severe  and  less  advanced  problems 
are  recognized  as  needing  treatment, 
office  practice  has  become  a significant 
realm  of  psychiatric  therapy.  Indeed  as 
psychiatry  has  developed  its  clinical  un- 
derstanding, its  therapeutic  skills,  and  its 
modification  of  the  public  attitudes 
toward  the  mentally  ill,  it  has  grown  more 
feasible  to  manage  even  fairly  ill  patients 
while  they  reside  in  the  community. 

All  this  emphasis  on  the  human,  per- 
sonal, individual  aspects  of  mental  disease 
has  led  to  a further  development.  It  is 
recognized  that  each  mental  illness  may 
be  considered  as  a resultant  pattern 
toward  which  a large  number  of  factors 
acting  over  a period  of  time  have  con- 
tributed. An  early  development  natu- 
rally consisted  of  studies  into  “precipitat- 
ing” etiologic  factors  of  mental  disease. 
A natural  outgrowth  of  such  study 
brought  us  to  the  consideration  of  some- 
what earlier-acting  influences  that  could 
be  seen  as  “predisposing”  factors  con- 
ducive to  the  problems  even  when  they 
did  not  seem  immediately  causative. 
Hence,  as  with  tuberculosis  work,  there 
has  been  an  increasing  tendency  to  feel 
that  it  is  not  enough  to  deal  with  a mental 
illness  only  after  it  has  become  estab- 
lished. This  is  another  of  the  results  of 
the  mental  hygiene  and  the  psycho- 
analytic movements.  A practical  attempt 
at  therapy  for  mental  disorders  is  now  re- 
garded as  including  the  study  and  analy- 


sis of  etiologies,  with  the  purpose  of  using 
prophylaxis  as  the  best  means  of  treat- 
ment. 

There  has  resulted  a significant  change 
in  the  philosophy  of  our  approach  to  the 
problems  of  mental  ills.  Investigations 
have  been  carried  forward  in  every  avenue 
of  human  development  with  a view  to  de- 
termining its  psychiatric  potentialities. 
Thus,  school  curriculums  have  been 
modified  in  order  better  to  meet  the  needs 
of  a greater  number  of  personal  variations 
in  the  student  body.  Industrial  psychia- 
trists have  tried  to  determine  the  proba- 
bilities of  comfortable  and  efficient  adap- 
tation of  prospective  workers  so  as  to  re- 
duce the  level  of  social  and  personal  dis 
content  and  economic  inefficiency.  Vo- 
cational guidance  bureaus  are  learning 
how  to  aid  individuals  in  fitting  them- 
selves more  effectively  into  the  world’s 
work. 

But  even  here  the  interest  in  studying 
the  earlier  circumstances  leading  to  men- 
tal disease  has  not  been  satisfied,  and  in- 
stitutions have  been  established  looking 
toward  the  creation  of  better  rounded, 
sturdier,  and  more  flexible  personalities — 
personalities  that  will  not  succumb  so 
readily  when  subjected  to  the  stresses  of 
adult  living.  Our  courts  have  realized  in- 
creasingly that  the  so-called  “juvenile  of- 
fender” should  be  dealt  with  as  a “juve- 
nile delinquent.”  Since  the  inauguration 
by  Judge  Ben  Lindsay  of  the  juvenile 
court  system,  emphasis  has  been  focused 
as  never  before  upon  the  causes  of  delin- 
quency. This  movement  has  led  to  the 
present-day  child  guidance  clinics  of 
which  there  are  now  257  in  effective  opera- 
tion throughout  the  country. 

It  is  obvious  that  such  effort  at  correc- 
tion of  undesirable  traits  is  a more  effec- 
tive, a simpler,  and  a far  less  costly  pro- 
cedure than  is  the  effort  to  deal  with  the 
problems  of  mental  disease  or  criminal  be- 
havior later  in  an  individual’s  life.  The 
money  spent  in  keeping  a criminal  in  a 
penitentiary  through  a twenty-year  sen- 
tence might  well  have  given  him  social  and 
personal  stabilization  through  child  guid- 
ance clinic  treatment  during  his  earlier 
life  and  with  a significant  saving  of  time, 
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money,  and  effort.  This  is  easy  to  recog- 
nize, but  what  was  not  recognized  for  a 
long  time  is  the  equally  obvious  fact  that 
juvenile  delinquency  and  criminal  or  anti- 
social conduct  are  actually  themselves 
forms  of  mental  illness.  All  of  them  are 
behavior  anomalies,  inacceptable  to  the 
social  group  to  which  they  are  dangerous 
or  disturbing,  and  all  of  them  are  attempts 
by  the  individual  at  a self -gratification  or 
self-expression  which  might  be  obtained 
in  more  efficient  and  appropriate  ways  if 
properly  guided. 

The  growing  understanding  of  this  fact 
has  created  a noteworthy  modification  of 
the  legal  conceptions  of  mental  disease. 
It  has  become  increasingly  evident  that 
our  laws,  as  printed  in  the  statute  books, 
do  not  accurately  represent  the  present 
attitudes  toward  these  matters.  At  the 
moment,  however,  neither  psychiatrist 
nor  jurist  is  able  to  formulate  completely 
satisfying  statements  of  the  situation. 
Here  especially  we  are  in  a state  of  transi- 
tion in  which  the  need  is  more  apparent 
than  is  the  remedy.  We  can  ask  but  we 
cannot  with  any  assurance  answer  such 
questions  as  the  following:  What  differ- 
ence exists  between  the  antisocial  be- 
havior of  the  known  psychotic  person  and 
the  so-called  “criminal?”  What  are  the 
purposes  and  what  are  the  results  of 
punishment?  What  are  the  limits  of  re- 
sponsibility and  irresponsibility?  Even 
from  the  asking  of  such  questions  we  may 
see  a trend  of  changed  modern  concep- 
tions. There  is  more  than  humor  in  the 
newspaper  picture  of  a small  boy  being 
dragged  off  to  the  woodshed  by  an  angry 
father  because  he  has  just  enabled  the 
family  cat  to  eat  the  goldfish  out  of  the 
bowl,  this  boy  remarking  hopefully: 
“Don’t  whip  me,  Pop!  I’m  insane!” 

With  such  a number  of  alterations  in 
the  conceptions  and  attitudes  concerning 
mental  disease,  it  was  inevitable  that  sig- 
nificant changes  should  take  place  in  the 
way  psychiatry  was  taught  to  the  medical 
student  and  to  the  nurse  in  training.  Not 
only  has  such  change  occurred  but  in  ad- 
dition teaching  has  come  to  include  psy- 
chiatry in  the  curriculum  for  other  than 
medical  students  and  nurses.  When  the 


relationship  of  psychiatry  to  various  other 
types  of  human  approach  was  better 
realized,  it  was  natural  that  courses  con- 
cerning mental  disease  and  behavior  prob- 
lems should  be  added  to  the  curriculum  of 
the  law  school.  Conceptions  of  mental 
disease  have  been  such  important  addi- 
tions to  the  training  of  social  workers 
that  special  courses  are  given  to  develop 
the  so-called  psychiatric  social  worker, 
while  even  the  pupil  nurse  is  given  a more 
careful  grounding  in  psychopathology 
than  was  available  in  the  best  medical 
schools  of  the  land  two  generations  ago. 
Whereas  an  entire  course  in  psychiatry 
might  then  consist  of  six  or  eight  hours  in 
which  a few  “crazy  people”  were  briefly 
shown,  medical  schools  now  devote  in- 
creasing numbers  of  hours  in  the  last  three 
years  to  a combination  of  lecture  material 
with  actual  ward  and  clinic  work  with 
psychiatric  patients. 

The  present  trend  in  the  teaching  of 
psychiatry  stresses  it  as  being  a coloring 
and  an  attitude  for  every  physician  to  ap- 
ply to  all  of  his  patients.  You  do  not 
need  to  be  told,  for  it  is  your  everyday  ex- 
perience, how  large  are  the  numbers  of  in- 
dividuals, seeking  other  types  of  treat- 
ment, who  are  found  to  have  significant 
need  for  mental  adjustments.  A certain 
amount  of  this  should  be  done  and  fortu- 
nately is  being  accomplished  by  the  gen- 
eral practitioner  or  by  the  nonpsychiatric 
specialist,  for  it  is  he  to  whom  the  patient 
usually  comes  first  for  help.  And  he  it  is 
who  usually  must  decide  whether  the 
situation  demands  that  somatic  treatment 
remain  primary  or  whether  the  psychi- 
atric maladjustment  has  attained  prepon- 
derating importance.  This  is  as  it  should 
be.  Just  as  medicine  works  toward  an 
ideal  state  of  affairs  in  which  there  would 
need  to  be  no  physicians,  so  psychiatry 
strives  in  such  a direction  that,  if  it  could 
be  realized,  the  need  for  psychiatrists 
would  vanish. 

The  foregoing  discussion  of  some  of  the 
modern  aspects,  trends,  and  developments 
in  the  field  of  psychiatry  has  shown  that 
it  touches  every  human  activity  from  the 
cradle  to  the  grave.  Perhaps  a fitting 
close  would  be  a summarization  of  the 
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issues  concerning  psychiatry  today.  In 
the  absence  of  any  such  outline  known  to 
me,  I suggest  that  we  think  of  psychiatric 
activities  as  covering  eight  fields  or  areas. 
These  are  the  problems : intellectual  levels 
and  their  adjustments;  school  adjust- 
ments; special  mental  capacities,  in- 
terests, and  disabilities;  emotional  and 
personality  adjustments;  objectives, 
ideals,  beliefs,  and  unenlightenment;  so- 
cial and  recreational  adjustments;  psy- 


choses ; and  physical  adjustments  insofar 
as  they  relate  directly  to  mental  problems. 
Such  an  enumeration  of  the  fields  of  in- 
terest to  psychiatry  illustrates  not  only 
the  broadening  scope  of  psychiatry  itself 
but  also  the  establishing  of  integral 
affiliations  and  of  close  working  relation- 
ships of  the  psychiatrist  with  a large 
group  of  fellow  workers  who  likewise  are 
interested  in  human  welfare,  efficiency, 
and  happiness. 


BEFUDDLED  LEGISLATION 

“A  lot  of  befuddled  legislation  is  being  pre- 
sented for  passage  in  Congress  and  in  our  state 
legislatures  these  days.  All  of  it  is  based  on  the 
premises  that  the  cost  of  medical  care  is  too  high 
in  America  and  that  medical  care  is  inadequate. 

“I  challenge  both  premises. 

“Americans  are  the  healthiest  people  ever  seen 
any  time,  anywhere.  Their  health  depends  upon 
healthy  minds  and  souls  as  much  as  upon  healthy 
bodies. 

“You  cannot  go  out  and  buy  five  dollars’  worth 
of  health.  And  by  the  same  token,  you  cannot 
purchase  health  by  immense  appropriations  of 
money  if,  at  the  same  time,  you  take  away  the 
dignity  and  rights  of  the  human  being. 

“A  series  of  bills  was  introduced  in  the  Wis- 
consin legislature  a few  years  ago  which  would 
have  fastened  compulsory  sickness  insurance, 
worse  than  anything  in  Europe,  on  the  state  of 
Wisconsin.  They  said  there  was  an  acute  need 
for  such  legislation;  but  apparently  the  acute 
need  was  really  for  the  doctors  and  the  dentists 
to  put  a little  emotionalism  into  the  presenta- 
tion of  their  own  objectives — because  we  stopped 
the  Beimiller  bills  by  only  six  votes! 

“As  a result  of  that  vote,  however,  we  made  an 
extensive  study  of  medical  care  in  Wisconsin, 
and  we  sent  Mr.  Crownhart  to  Europe  to  investi- 
gate the  European  systems  after  which  Beimiller 
had  patterned  his  legislation.  We  found  that 
the  Irish  and  the  Germans  in  Milwaukee  are  far 
healthier  than  the  Irish  in  Ireland  or  the  Germans 
in  Germany. 


“Nothing  in  Europe  could  compare  with  our 
system  of  medical  care  in  Milwaukee,  Wisconsin, 
or  in  any  other  center  of  the  United  States. 

“Since  1929,  we  have  had  bankruptcy  in  gov- 
ernment in  the  United  States,  and  yet  there  are 
people  who  would  crowd  our  bankrupt  govern- 
ment into  the  administration  of  medical  care 
to  the  sick. 

“In  America  we  have  a Constitution  and  a 
Bill  of  Rights.  We  determine  our  course  by 
mutual  cooperation,  not  by  paranoid  dictator- 
ships. We  should  understand  what  a sickness 
tax  will  and  will  not  mean.  In  the  first  place,  it 
will  mean  graft  because  a sickness  tax  is  too  big 
a bait  for  any  politician.  In  the  second  place, 
it  will  not  mean  better  health.  If  it  did  mean 
that,  there  would  be  better  health  in  Europe  than 
there  is  today. 

“In  any  case,  health  is  not  an  end  in  itself,  it  is 
a means  to  an  end.  The  purpose  of  medicine  is 
not  to  generate  healthy  brutes  but  to  aid  in  the 
generation  of  healthy,  well-balanced  human  be- 
ings, and  the  souls  of  human  beings  are  more  im- 
portant than  their  bodies!  Never  should  we 
forget  that  many  magnificently  healthy  people 
have  crippled  bodies.  Many  who  have  con- 
tributed most  to  our  welfare  have  suffered  from 
incurable  ailments. 

“To  make  people  believe  that  you  can  buy 
health  over  the  counter — so  much  health  for  so 
much  money — is  to  put  false  ideas  into  their 
heads.” — Dr.  Eben  J.  Carey,  dean  of  medicine  at 
Marquette  University 


NEW  EYES  FOR  THE  NEEDY 

In  response  to  an  inquiry,  the  Executive 
Officer  of  the  Medical  Society  of  New  Jersey 
has  received  a most  interesting  letter  from  Mrs. 
Julia  Lawrence  Terry,  of  Short  Hills,  New  Jersey, 
who  is  pleased  to  be  called  “The  spectacle 
woman,”  although  she  calls  her  work  “New 
Eyes  for  the  Needy.” 

Mrs.  Terry  writes:  “I  was  working  as  a volun- 
teer in  Red  Cross  relief  in  New  York  City  in 
1932-1933,  when  I discovered  the  appalling  need 
for  spectacles  among  the  very  poor.  Ever  since 
that  time  I have  collected  old  discarded  spec- 
tacles. All  the  old  age  lenses  that  are  in  good 
condition  are  sorted  by  a volunteer  optician, 
fitted  into  tortoise-shell  frames,  and  sent  to 
needy  persons,  or  new  lenses  are  supplied.  Each 


applicant  must  send  or  bring  a prescription  from 
an  eye  doctor. 

“This  work  is  maintained  from  the  proceeds 
of  the  sale  of  old  gold  from  the  spectacles  that 
are  donated,  a dealer  paying  a special  price  for 
the  recovered  gold.  The  work  is  maintained  by 
receipts  from  this  source,  and  there  are  no  over- 
head charges.  I have  received  over  five  thou- 
sand gold  frames  from  all  over  the  United  States. 

“I  plan  to  establish  branches  for  this  service 
and  will  be  pleased  to  mail  a description  of  the 
plan  to  every  inquirer.  * 

This  is  a worthy  cause  for  the  Woman’s  Aux- 
iliary of  the  Medical  Society  of  New  Jersey  to 
sponsor,  suggests  the  editor  of  the  state  medical 
journal. 


INFECTED  RENAL  CYST 


Bernard  Davidson,  M.D.,  Brooklyn,  New  York 
( Attending  Urologist,  Beth  Moses  Hospital) 


The  “solitary”  or  serous  cyst  of  the 
kidney,  considered  clinically  a rarity 
before  the  advent  of  urologic  investiga- 
tion, is  found  quite  commonly  at 
autopsy.1  With  the  introduction  of  the 
x-ray,  cystoscopy,  pyelography,  and  ex- 
cretory urography,  these  serous  cysts  are 
frequently  discovered  in  the  living  and 
are  occasionally  diagnosed  preoperatively, 
though  often  mistaken  for  true  tumors  of 
the  kidney.  About  315  cases  have  been 
reported  in  the  literature.2 

While  it  has  been  estimated  that  the 
kidneys  of  which  these  cysts  are  part  have 
associated  pathology  in  35  per  cent  of 
cases,  the  solitary  cyst  itself  is  only  rarely 
the  seat  of  disease. 

There  may  be  hemorrhage  into  the  cyst 
in  which  case  it  becomes  a “hemorrhagic” 
cyst.  But  there  is  considerable  divergent 
opinion  on  this  point,  some  observers3  be- 
lieving the  “hemorrhagic  cyst”  to  be  a 
distinct  entity. 

Among  other  diseases  to  which  renal 
cysts  may  be  subject  the  following  have 
been  reported:  rupture  of  cyst,4  calci- 

fied cyst,5  2 cases  of  cysts  associated  with 
calculi,6*7  tuberculosis  in  a multilocular 
cyst,8  hypernephroma  and  carcinoma  in 
wall  of  cyst.9  Hydatid  cysts  of  the  kid- 
ney have  a different  etiology  and  path- 
ology than  the  serous  cysts. 

If  the  almost  obsolete  procedure  of 
puncturing  a cyst  is  carried  out,  infection 
and  suppuration  may  occur  in  the  cyst. 
Spontaneous  infection,  on  the  other  hand, 
is  quite  rare  and  I have  been  able  to  find 
only  5 cases  reported  in  the  literature. 
No  reference  to  this  condition  has  been 
found  in  any  of  the  several  standard  text- 
books of  urology  consulted.  Braasch, 10  in 
discussing  Quinby  and  Bright’s  paper  on 
solitary  renal  cysts,11  states  that  second- 
ary infection  of  the  cyst  is  occasionally 
observed,  with  resulting  fever  and  pain. 
H.  B.  Sweetser12  reported,  in  1929,  a case 


of  large  infected  cyst  of  the  upper  pole  of 
kidney,  and  he  gives  a reference  to  an- 
other infected  cyst  reported  by  Patel  and 
Mallet-Guy13  in  April,  1925.  Two  cases 
of  suppuration  in  large  renal  cysts  are  re- 
ported by  J.  Cibert14  in  1937,  who  gives  a 
reference  to  a case  reported  by  Botta 
Micca15  in  November,  1930.  Four  of 
these  cases  of  suppuration  occurred  in 
adult  females  and  one  in  a male.  The  case 
to  be  reported  below  occurred  in  an  adult 
female.  This  case  is  unique  in  the  fact 
that  the  kidney  was  the  seat  not  only  of 
an  infected  cyst  located  in  the  midportion 
but  also  contained  a serous  cyst  at  the 
upper  pole.  It  resembles  the  case  re- 
ported by  Barney16  in  which  there  was  a 
hemorrhagic  cyst  at  the  lower  pole  and  a 
simple  serous  cyst  at  the  upper  pole  of 
the  kidney. 

There  were  great  difficulties  in  arriving 
at  a diagnosis  in  our  case  but  by  waiting 
and  recystoscoping  the  patient  an  almost 
correct  opinion  was  ventured  preopera- 
tively. 

Case  Report 

R.  S.,  female,  married,  age  40  years,  housewife, 
was  admitted  to  the  Gynecological  Service  of 
Beth  Moses  Hospital  on  December  13,  1937,  com- 
plaining of  pain  in  the  back  and  in  the  right  lower 
abdomen.  Her  menstrual  cycle  was  normal,  her 
last  period  being  on  November  24,  1937,  and 
lasted  only  one  day  instead  of  the  usual  two  days. 
For  the  past  two  weeks  patient  had  been  com- 
plaining of  pain  in  the  right  lumbar  region  and 
abdomen  which  had  become  more  severe  in  the 
last  twenty-four  hours,  there  was  slight  nausea 
but  no  vomiting.  Bowels  moved  with  enemas — no 
urinary  symptoms.  She  also  had  a mild  upper 
respiratory  infection  at  the  time  of  admission. 
Three  years  previously  she  had  a laparotomy  and 
right  salpingectomy  performed  for  ruptured  tubal 
pregnancy.  She  made  a good  recovery  in  about 
two  weeks  without  any  morbidity.  Urine  exami- 
nation at  that  time  was  entirely  negative. 

Examination  of  the  abdomen  revealed  a well- 
healed,  low  midline  incision;  abdomen  was 
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slightly  distended.  There  was  marked  tender- 
ness in  right  lower  quadrant;  there  was  no 
spasticity  or  rigidity.  Left  side  of  abdomen  was 
soft.  No  abdominal  masses  were  palpable.  Vagi- 
nal examination  was  essentially  negative. 

Temperature  on  admission  was  99.6  F.,  pulse 
88  per  minute.  Urine  was  clear  and  contained  no 
albumin  or  sugar  and  was  negative  microscopi- 
cally. Blood  count  showed  w.b.c.  13,800,  poly- 
morphonuclears  76  per  cent,  lymphocytes  24  per 
cent.  Blood  pressure  was  138/96.  Sedimenta- 
tion time  at  18  mm.,  one  hour  and  a half.  Fried- 
man test  for  pregnancy  was  negative. 

An  interstitial  pregnancy  was  at  first  suspected 
but  ruled  out ; a partial  intestinal  obstruction  due 
to  postoperative  adhesions  was  also  considered 
but  ruled  out.  Ureteral  calculus  was  considered 
and  a urologic  consultation  was  requested.  I saw 
the  case  and  made  a notation  that  patient’s 
symptoms  may  very  well  be  explained  on  the 
basis  of  a right  renal  colic  and  suggested  a cystos- 
copy. Simple  x-ray  of  the  genito-urinary  tract 
showed  marked  gaseous  distention  interfering 
with  the  visualization  of  the  kidneys;  no  calculi 
were  noted.  A routine  cystoscopy  and  pyelog- 
raphy was  done  the  next  morning. 

The  bladder  urine  was  clear;  mucosa  showed 
generalized  congestion;  ureteral  orifices  were  in 
normal  position  and  appeared  normal.  Right 
ureter  was  easily  catheterized  but  an  apparent 
obstruction  was  met  about  20  cm.  up;  no  secre- 
tion was  obtained  from  this  side  even  after  irriga- 
tion. Left  ureter  was  catheterized  to  pelvis  of 
kidney,  no  obstruction  met  with,  and  clear  urine 
in  drops  obtained. 

Five  cc.  of  indigo-carmine  were  injected  intra- 
venously: return  in  good  concentration  (4+) 
from  the  left  side,  first  appearance  in  two  and 
one-half  minutes.  There  was  no  excretion  of 
the  dye  from  the  right  side. 

Radiographic  examination  with  the  opaque 
catheters  in  situ  revealed  the  following : 

Right  ureteral  catheter  reached  to  level  of 
lower  border  of  the  fourth  lumbar  vertebra ; that 
on  the  left  to  the  lower  border  of  the  eleventh 
rib.  The  left  kidney  appeared  to  be  well  out- 
lined, was  normal  in  size  and  position,  and  no 
adventitious  shadows  were  noted.  The  right  kid- 
ney was  not  well  defined. 

Six  cc.  of  15  per  cent  of  hippuran  were  injected 
into  the  right  ureter  and  the  resulting  pyelogram 
was  abnormal;  the  pelvis  appeared  somewhat 
quadrilateral  in  shape  with  absence  of  calices; 
the  upper  ureter  was  not  well  outlined  but  ap- 
peared faintly  curved  and  seemed  to  lie  close  to 
the  spine.  (Fig.  1.) 

An  additional  4 cc.  of  the  opaque  medium  were 
injected  into  the  right  catheter  and  the  pyelo- 


gram now  appeared  “lemon-shaped,”  seeming  to 
overlie  the  previous  shadow;  the  ureteropelvic 
junction  was  dilated  and  the  portion  of  ureter 
just  below  this  seemed  irregular  and  canalized. 
The  rest  of  the  ureter  appeared  normal.  (Fig.  2.) 

As  the  patient  did  not  complain  of  any  dis- 
comfort, an  additional  2 cc.  of  the  opaque  me- 
dium were  injected  into  the  right  catheter  and  the 
pyelogram  still  had  the  same  “lemon-shaped”  ap- 
pearance, pointed  at  each  end,  and  no  calices; 
the  upper  ureter  was  very  irregularly  dilated  and 
appeared  frayed  and  segmented.  (Fig.  3.) 

Four  cc.  of  the  15  per  cent  hippuran  were  in- 
jected into  the  left  ureter  and  the  resulting 
pyelogram  was  bifid  with  an  elongated  upper 
calyx  and  some  blunting  of  the  calices. 
(Fig.  3.) 

The  next  day  the  patient  complained  of  severe 
pain  in  the  right  lumbar  region  and  that  she  could 
not  void.  The  abdomen  was  soft,  however,  and 
the  bowels  moved  with  an  enema.  She  was 
catheterized  and  no  urine  was  found  in  the 
bladder.  It  was  evident  that  the  patient  was 
suffering  from  a postcystoscopic  anuria.  She 
was  given  1,000  cc.  of  5 per  cent  glucose  intra- 
venously and  a few  hours  later  she  began  to  void 
hemorrhagic  urine.  The  temperature  rose  to 
103.8  F.  Extravasation  of  urine  from  the  right 
upper  ureter  was  suspected.  The  pain  gradually 
subsided;  there  was  no  spasticity  or  rigidity,  the 
abdomen  remaining  soft.  There  was  no  vomiting 
and  the  bowels  continued  to  move  daily  with 
enemas.  The  patient  took  large  quantities  of 
fluids  by  mouth  and  excreted  from  40  ounces  to 
60  ounces  of  fairly  clear  urine  per  day,  the  amount 
increasing  from  day  to  day.  The  temperature 
was  remittent  and  gradually  fell  to  lower  levels, 
reaching  101  F.  in  about  a week.  The  blood 
count  on  December  19,  1937,  was  w.b.c.  9,000, 
polymorphonuclears  84  per  cent,  monocytes  16 
per  cent.  An  indefinite  mass  was  now  palpable  in 
the  right  abdomen,  which  was  only  slightly  ten- 
der. There  was  no  redness,  swelling,  or  bulging 
in  the  right  lumbar  region. 

The  pyelograms  could  not  be  interpreted,  al- 
though the  picture  of  the  upper  ureter  suggested 
an  extravasation;  but  there  may  be  a better  ex- 
planation which  I shall  discuss  later.  The  patient 
was  kept  under  observation  and  she  seemed  to 
improve  daily.  At  the  end  of  a week  she  com- 
plained only  of  slight  discomfort  in  the  right 
lumbar  region.  The  temperature  was  only 
slightly  elevated  and  hovered  around  100  F. 
during  the  next  week. 

On  December  28,  two  weeks  after  the  cystos- 
copy, intravenous  urography  was  done  using  25 
cc.  of  hippuran.  The  urograms  showed  that  the 
left  kidney  was  functioning  well  and  the  pelvis 
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Fig.  1.  Rectangular-shaped  right  pyelogram 
with  absence  of  calices  after  injection  of  6 cc.  of 
hippuran. 

had  the  same  appearance  as  the  retrograde 
pyelogram. 

On  the  right  side  a fair  urogram  was  obtained 
after  forty-five  minutes.  This  differed  very  much 
from  the  retrograde  pyelogram.  Three  calices 
were  outlined  and  seemed  to  be  drooping;  the 
middle  and  lower  calyx  appeared  elongated  and 
blunted ; the  upper  ureter  appeared  to  be  dilated ; 
the  pelvis  appeared  smaller  than  the  calices.  A 
globular  shadow  was  seen  in  contact  with  the  con- 
vex border  of  the  kidney. 

As  the  excretory  urography  showed  that  the 
right  kidney  had  some  function,  patient  was  again 
cautiously  examined  with  a cystoscope,  December 
30.  Bladder  urine  was  hazy.  Generalized  con- 
gestion of  bladder  mucosa  was  noted.  Right 
ureter  orifice  was  catheterized  to  pelvis  of  kidney 
for  28  cm.  without  meeting  any  obstruction; 
there  was  a free  flow  of  hazy  urine.  Left  ureter 
was  catheterized  to  pelvis  of  kidney,  30  cm.  up; 
free  flow  of  clear  urine. 

Indigo-carmine  intravenously  showed  that  the 
dye  appeared  from  the  right  kidney  in  five 
minutes  in  1+  concentration;  from  the  left  kid- 
ney the  dye  appeared  in  five  minutes  in  much 
higher  concentration,  3+. 

Examination  of  the  cystoscopic  urine  speci- 
ijieps  showed  that  the  bladder  urine  contained 


Fig.  2.  “Lemon-shaped”  pyelogram  after  in- 
jecting an  additional  4 cc.  of  opaque  medium; 
upper  ureter  appears  dilated  and  canalized. 

moderate  number  of  w.b.c.,  free  and  clumped. 
Right  kidney  specimen  showed  occasional  pus 
cast;  moderate  w.b.c.,  free  and  clumped; 
occasional  r.b.c.  Left  kidney  specimen  showed 
occasional  w.b.c.  and  r.b.c.  and  epithelial  cells. 
Smears  from  the  sediment  of  left  kidney  and 
bladder  urines  showed  no  bacteria  and  from  the 
right  kidney  gram-positive  cocci  in  groups. 
Cultures  from  the  bladder  and  right  kidney 
showed  Staphylococcus  albus;  no  growth  from 
the  left  kidney  after  seventy-two  hours. 

Fearing  a reaction,  no  pyelography  was  done  at 
this  time  but  a radiograph  with  the  opaque 
catheters  in  situ  was  taken. 

This  was  interpreted  as  showing  that  the  right 
kidney  was  small  and  seemed  to  be  pushed 
medially  toward  the  spine ; the  kidney  appeared 
to  be  surrounded  by  another  larger  rounded 
shadow  which  seemed  to  extend  beyond  the  con- 
vex border  and  below  the  lower  pole.  I thought 
that  this  might  be  an  encapsulated  exudate. 
Against  this  diagnosis  was  the  absence  of  tem- 
perature, which  was  now  below  100  F.;  only 
slight  tenderness,  but  no  bulging  or  redness  in  the 
flank. 

The  patient  continued  to  improve.  On  Janu- 
ary 3,  1938,  there  was  very  little  tenderness  in 
the  right  flank;  temperature  was  normal;  the 
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Fig.  3.  Pyelogram  after  injecting  an  ad- 
ditional 2 cc.  of  the  opaque  medium;  upper 
ureter  appears  frayed  and  segmented. 

blood  count  was  normal  (w.b.c.  6,100,  poly- 
morphonuclears  68  per  cent ; lymphocytes  32  per 
cent).  Sedimentation  test : 20  mm.  in  one  hour. 

As  the  patient  appeared  quite  well  and  no 
definite  diagnosis  had  been  made,  I determined  to 
do  another  cystoscopy  and  right  pyelography. 
This  was  done  on  January  5,  1938,  about  three 
weeks  after  the  original  cystoscopy.  The  right 
ureter  was  easily  catheterized — no  obstruction 
met  with;  clear  urine  in  drops  was  obtained. 
Urine  showed  only  an  occasional  r.b.c.  and  on 
culture  Staphylococcus  albus.  Left  ureter  was 
not  catheterized.  Excretion  of  the  indigo-carmine 
appeared  in  four  minutes  in  fair  concentration 
(2+)  from  the  right  side;  there  was  good  excre- 
tion of  dye  from  the  left  side  as  seen  through 
the  cystoscope,  the  dye  appearing  in  four  minutes. 

Right  pyelography  was  done,  injecting  6 cc.  of 
15  per  cent  hippuran  into  the  catheter  (Fig.  4). 
This  pelvis  appeared  to  be  lying  close  to  the  spine, 
was  long  and  narrow,  with  a quadrilateral-shaped 
upper  calyx  and  a small  minor  calyx  lying  over 
the  middle  of  the  twelfth  rib;  the  upper  ureter 
was  concave  and  seemed  to  fuse  with  the  long 
narrow  pelvis;  ureter  was  intact  along  its  entire 
course.  There  was  the  same  broad  shadow  in 
the  right  kidney  area  with  a well-defined  lower 


Fig.  4.  Right  retrograde  pyelogram  showing 
compressed,  flattened  pelvis;  wide  shadow  in 
right  kidney  area . (Three  weeks  after  Figs . 1-3 . ) 

border  and  a globular  shadow  seemingly  in  con- 
tact with  the  convex  border. 

This  pyelogram  differing  from  the  first  one 
showed  definitely  that  the  pelvis  was  compressed 
by  some  mass  and  seemed  to  meet  the  urographic 
criteria  for  cyst  as  defined  by  Braasch10:  (a) 

abbreviation  of  the  adjacent  calices,  (b)  compres- 
sion and  flattening  of  the  adjacent  portion  of  the 
renal  pelvis,  (c)  change  in  position  and  axis  of  the 
kidney. 

But  I obtained  a similar  compressed,  flattened 
pyelogram  a few  years  ago  in  a case  of  encapsu- 
lated abscess  of  the  lower  pole  of  the  kidney.17 
(Fig.  5.) 

Neoplasm  was  ruled  out.  It  was  thought  that 
the  compression  was  caused  either  by  an  en- 
capsulated exudate  or  a renal  cyst  at  the  lower 
pole  of  the  kidney.  Exudate  was  ruled  out  for 
the  reasons  stated  above,  i.e.,  absence  of  fever, 
normal  blood  count,  normal  sedimentation  time, 
etc.  I felt  quite  convinced  now  that  the  patient 
had  a renal  cyst. 

Operation  was  decided  upon  and  performed  on 
January  7,  1938,  under  cyclopropane  anesthesia. 
The  right  kidney  was  approached  retroperi- 
toneally  through  the  usual  oblique  lumbar  inci- 
sion. No  exudate  was  found  in  the  perineph- 
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Fig.  5.  Compressed,  flattened  pyelogram  in  a 
case  of  abscess  of  lower  pole  of  kidney.  [Uro- 
logic  and  Cutaneous  Review  40:  261  (1936).] 

rium.  The  lower  pole  of  the  kidney  was 
partially  mobilized  and  a fluctuant,  cystic  mass, 
whitish  in  color,  size  of  small  orange,  was  seen ; it 
was  thought  that  it  might  be  an  encapsulated 
abscess  of  the  lower  pole.  The  wound  was 
packed  off  and  the  mass  aspirated;  purulent 
fluid  was  withdrawn  with  a syringe;  a suction 
needle  was  then  introduced  and  about  7 ounces  of 
purulent  fluid,  odorless,  containing  necrotic  ma- 
terial, was  removed.  The  sac  was  incised  and  a 
cup-shaped  cavity  which  did  not  communicate 
with  the  pelvis  was  left  in  the  midportion  of  the 
kidney;  it  was  evident  that  we  had  incised  an 
infected  cyst.  Further  digital  exploration  re- 
vealed that  there  was  another  fluctuating  mass  at 
the  upper  pole.  The  pedicle  was  very  short  and 
it  was  with  difficulty  that  the  kidney  was  mobil- 
ized and  brought  into  the  wound;  in  doing  so  it 
came  away  from  the  pedicle;  there  was  surpris- 
ingly little  bleeding;  clamps  were  put  on  the 
stump  of  the  pedicle;  the  ureter  was  freed, 
clamped,  tied,  and  cut,  and  the  kidney  removed. 
The  pedicle  was  not  tied  but  the  clamps  were 
left  in  situ.  Wound  was  packed  with  gauze,  and 
a rubber  glove  was  put  between  the  peritoneum 
and  the  packing.  Wound  closed;  drains  and 
clamps  came  out  at  upper  angle  of  wound.  Ex- 
amination of  the  kidney  specimen  showed  that 
the  kidney  contained  an  infected  cyst  at  the  mid- 


Fig.  6.  X-ray  of  right  kidney  just  after  re- 
moval. Infected  cyst  partly  filled  out  with 
gauze  at  midportion  and  serous  cyst  at  upper 
pole.  Pelvis  injected  under  pressure  with  12 
per  cent  Sodium  Iodide. 

portion  and  also  a serous  cyst  at  the  upper  pole. 
(Fig.  6.) 

Patient  was  given  300  cc.  of  citrated  blood. 
She  made  a good  postoperative  recovery, 
voiding  good  quantities  of  urine.  There  was  a 
rise  in  temperature  during  the  first  few  days,  no 
bleeding  from  the  wound ; clamps  were  removed 
on  the  fourth  day  and  all  the  packing  and  glove 
drain  were  out  by  the  eighth  day.  Wound 
healed  by  primary  union;  moderate  amount  of 
discharge  from  upper  angle  of  wound. 

The  patient  was  kept  in  bed  for  three  weeks. 
The  remaining  left  kidney  functioned  well,  the 
urinary  output  averaging  more  than  50  ounces 
per  day  and  the  blood  urea  N.  was  11.5.  She 
was  discharged  from  the  hospital  on  February  2, 
1938,  about  three  and  one-half  weeks  after  her 
operation. 

Pathologic  Report  (Dr.  A.  Kantrowitz, 
Laboratory  No.  7366) 

Gross. — Specimen  consists  of  a right  kidney,  14 
by  7.5  by  6 cm.  The  anterior  kidney  surface  is 
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smooth.  A few  small  punctate  hemorrhages  are 
noted  when  the  kidney  capsule  is  stripped.  The 
kidney  capsule  strips  with  ease.  The  posterior 
surface  contains  two  cystic  masses  intimately 
connected  with  the  kidney,  one  at  the  upper  pole, 
the  other  in  the  midportion.  The  upper  pole 
cystic  mass  contains  110  cc.  of  clear,  straw- 
colored  fluid.  The  wall  is  translucent.  The 
midbody  cyst  contains  a very  much  thickened 
wall  showing  an  opaque  appearance.  The  puru- 
lent contents  had  been  removed  at  operation 
prior  to  the  receipt  of  the  organ  by  the  labora- 
tory. Grayish  exudate  is  noted  on  the  interior 
surface  of  the  cyst.  The  midbody  cyst,  on  cross 
section,  is  found  to  present  a considerably  thick- 
ened wall,  measuring  up  to  0.5  cm.  in  areas. 
The  wall  presents  a hemorrhagic  appearance. 
The  upper  pole  cyst  presents  a smooth  wall, 
measuring  less  than  0.1  cm.  The  pelvis  is  some- 
what dilated  in  its  upper  portion.  A few  small 
submucosal  hemorrhages  are  scattered  through- 
out the  pelvis.  There  is  no  communication  be- 
tween the  pelvis  and  calices  and  either  of  the 
cysts. 

Microscopic. — The  cyst  wall  shows  hyaline  and 
loose  connective  tissue.  Both  show  many  mono- 
nuclear cell  collections.  In  the  thick-walled  cyst 
there  are  granulation  tissue  and  necrotic  masses 
adherent  to  the  eroded  lining.  Exudate  with 
polynuclear  leukocytes  is  also  noted.  Bacterial 
stains  reveal  the  presence  of  gram-positive  cocci 
in  clusters  in  the  exudate. 

The  kidney  cortex  and  medulla  show  consider- 
able scarring  with  collections  of  mononuclear 
cells.  Atrophy  of  the  tubules  and  hyalinization 
of  the  glomeruli  are  frequently  noted. 

Comment 

This  case  presents  many  puzzling  fea- 
tures that  are  difficult  to  explain.  What 
brought  on  the  pain  in  the  right  abdomen 
that  caused  the  patient  to  seek  medical 
advice?  These  cysts  must  have  existed 
for  a long  time  without  any  symptoms. 
Quinby  and  Bright11  have  shown,  in  an 
analysis  of  32  reported  cases  of  solitary 
cyst  at  the  upper  pole,  that  over  half  of 
these  cases  had  pain  in  the  right  upper 
quadrant  of  the  abdomen,  but  the  cause 
of  the  pain  is  not  explained. 

It  is  reasonable  to  assume  that  this 
patient’s  initial  symptoms  were  caused 
by  some  bleeding  in  the  cyst  located  at  the 
midportion  of  the  kidney  which  later  be- 
came infected.  The  route  of  infection  is 
not  clear.  It  might  have  been  metastatic, 
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as  the  patient  had  a slight  upper  respira- 
tory infection.  On  the  other  hand  the 
cyst  might  have  become  infected  by  ex- 
tension from  the  kidney ; the  Staphylococ- 
cus albus  was  found  at  one  time  in  the 
urine  from  the  right  kidney  and  the  same 
organism  was  found  in  the  wall  of  the  cyst. 

That  there  was  no  direct  communica- 
tion between  the  pelvis  and  the  infected 
cyst  is  shown  also  by  the  fact  that  the 
urine  from  the  right  kidney  at  the  last 
cystoscopy  was  clear  and  the  cyst  con- 
tents were  found  at  operation  to  be  puru- 
lent. 

It  is  difficult  to  correlate  the  first  pyelo- 
ureterograms  with  the  urograms  obtained 
later.  Herbst  and  Vynalek18  have  called 
attention  to  the  pyelographic  and  other 
urographic  changes  produced  by  the 
“solitary”  cyst.  They  describe  a case  of 
renal  cyst  in  which  the  pelvis  was  oval 
shaped  and  all  calices  were  obliterated. 
They  stress  the  presence  of  the  shadow  of 
the  cyst  which  should  be  looked  for  in 
the  urogram.  The  globular  shadow  was 
present  in  our  case  in  all  the  later  films. 

The  peculiar  appearance  of  the  upper 
ureter  (Figs.  2 and  3)  might  be  explained 
as  a submucosal  rupture  with  periureteral 
extravasation.  If  the  theory  of  pyelo- 
lymphatic  ingression  expounded  by  P.  A. 
Narath19  in  the  report  of  his  case  of  ex- 
trarenal  extravasation  is  accepted,  then 
the  segmented  appearance  of  the  upper 
ureter,  strongly  resembling  his  case,  might 
be  explained  as  a lymphatic  backflow. 

Bilateral  pyelography  done  routinely 
has  its  dangers.  It  was  a grave  technical 
error  to  inject  both  kidneys  when  only 
one  was  functioning.  The  result  was  a 
dangerous  reaction  with  a temporary 
anuria  and  high  fever. 

The  laboratory  findings  were  quite  con- 
fusing. Just  previous  to  operation  the 
blood  count  was  normal  and  the  sedi- 
mentation test  normal ; there  was  only  a 
slight  rise  in  temperature. 

These  normal  findings  in  the  presence 
of  suppuration  might  now  be  explained 
on  the  theory  that  the  infection  in  the  cyst 
being  well  walled  off,  there  was  little 
toxic  absorption  into  the  general  circula- 
tion. 
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EFFECTIVE  STERILIZATION  OF  EATING  UTENSILS 


The  extent  to  which  disease  germs  are  dis- 
seminated in  public  eating  and  drinking  places, 
such  as  restaurants,  lunch  rooms,  and  beverage 
“parlors,”  is  a matter  of  public  concern,  notes 
the  J.A.M.A.  Numerous  organisms,  such  as 
hemolytic  streptococci,  pneumococci,  and  diph- 
theria bacilli,  have  been  discovered  on  tableware 
and  hand-washed  dishes.  A recent  report1  con- 
firms the  value  of  chlorine  as  a sterilizing  agent. 

A bacteriologic  survey  was  made  in  the  town 
of  Peterboro,  Ontario,  of  eighteen,  mostly  small, 
public  places  in  which  food  or  beverages  were 
dispensed.  All  but  three  had  double  metal  sinks. 
All  used  towels  for  drying  purposes.  Bacterio- 
logic specimens  were  obtained  by  rubbing  sterile 
swabs  at  least  three  times  over  the  entire  area 
of  spoons,  forks,  and  tumblers  that  would  come 
in  contact  with  the  user’s  mouth. 

These  specimens  were  taken  after  the  noon  or 
evening  “rush”  period  after  the  utensils  had  been 
washed  and  made  ready  for  use.  Samples  of 
wash  and  rinse  water  were  taken  by  means  of 
sterile  pipets  and  placed  in  sterile  vials.  The 
temperature  of  the  wash  water  varied  from  95  to 
140  F.,  that  of  the  rinse  water  from  48  to  150  F. 

On  the  assumption  that  a plate  count  of  100  is 
a reasonable  maximum  to  be  set  for  eating  uten- 
sils, laboratory  examinations  showed  that  more 
than  half  of  the  restaurants  were  not  properly 
sterilizing  the  utensils  or  satisfactorily  cleaning 
them  before  sterilization.  They  disclosed  the 

1 MacPherson,  R.  M.:  Canad.  Pub.  Health  J.  31: 
79  (Feb.)  1940. 


presence  of  colon  bacilli,  diphtheroids,  and  strep- 
tococci in  90  per  cent  of  the  specimens.  The 
total  number  of  organisms  ranged  from  ten  to 
35,000.  The  total  number  of  bacteria  in  wash 
water  was  between  100  and  400,000,  while  that 
of  rinse  water  was  from  two  to  47,000. 

A follow-up  survey  was  made  several  months 
later  after  a chlorine  concentration  of  one  hun- 
dred parts  per  million  had  been  proposed,  double 
sinks  installed  where  previously  lacking,  proper 
instructions  given,  and  periodic  checks  made  to 
determine  whether  the  chlorine  used  in  the  rinse 
water  was  of  sufficient  strength. 

The  results  were  highly  gratifying.  After 
sterilization  with  chlorine  solution  the  bacterial 
count  per  utensil  was  found,  in  all  but  one  case, 
to  be  below  one  hundred  and  in  many  instances 
organisms,  such  as  colon  bacilli,  were  not  de- 
tected either  on  utensils  or  in  specimens  of  the 
rinsing  water.  Only  four  specimens  of  wash 
water  and  one  of  rinse  water  exceeded  one  thou- 
sand bacilli.  Since  the  temperature  range  of  the 
wash  water  and  the  rinse  water  was  the  same  as 
in  the  preliminary  survey,  the  whole  credit  for 
sterilization  is  given  to  chlorine,  a simple  and 
inexpensive  sterilizing  agent. 

The  report  emphasizes  that  two  sinks  are  es- 
sential for  prophylaxis,  that  drying  by  hand 
towels  has  no  place  in  any  system  of  dishwashing 
in  public  places,  and  that  the  mere  dipping  of 
unwashed  glasses  in  a chlorine  solution  without 
previous  cleaning  is  insufficient,  though  fre- 
quently done  in  beverage  rooms. 
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AMERICAN  FIELD  SERVICE  IN  FRANCE 


Stephen  Galatti,  National  Executive  Chairman 
120  Broadway,  New  York,  N.  Y. 

COrtlandt  7-9024-25 

Dr.  Peter  Irving 

Medical  Society  of  the  State  of  New  York  , 
292  Madison  Avenue 
New  York 

Dear  Dr.  Irving, 

We  should  like  very  much  to  obtain  the 
interest  and  support  of  the  Medical  Society  of 
the  State  of  New  York  in  the  work  which  we 
are  undertaking  once  more  in  France  for  the 
relief  of  the  sick  and  wounded. 

During  the  last  war,  our  ambulances  carried 
more  than  half  a million  wounded  from  the  front 
lines  to  the  dressing  stations,  and  we  are  prepar- 


ing to  duplicate  this  alleviation  of  suffering 
wherever  and  whatever  the  need  may  be. 

We  are  registered  with  the  Department  of 
State  to  raise  funds  for  this  purpose,  our  regis- 
tration number  being  94. 

I hope  very  much  that  you  may  bring  this 
to  the  consideration  of  your  Society.  In  the 
meantime,  if  there  is  any  further  information 
you  would  like  to  have,  I shall  be  only  too  ready 
to  supply  it. 

Very  sincerely  yours, 

Stephen  Galatti 

April  30,  1940 

The  above  will  be  considered  by  the  Council 
at  its  meeting  on  Friday,  June  14,  1940 — Peter 
Irving,  Secretary 


RAPID  METHOD  FOR  CHECKING  POSITION  OF  THE  TUBE 
DURING  GASTRIC  GAVAGE 

Emanuel  Messinger,  M.D.,  Brooklyn,  New  York 


IN  carrying  out  the  procedure  of 
gastric  gavage  during  Sakel’ s insulin 
treatment  of  schizophrenia,  it  is  impera- 
tive for  the  physician  to  be  absolutely 
certain  that  the  end  of  the  gavage  tube 
is  in  the  stomach  before  administering 
any  sugar.  Sakel  has  adequately  em- 
phasized the  dangers  of  asphyxia  and 
aspiration  pneumonia  whenever  proper 
precautions  are  neglected.  He  has  wisely 
insisted  that  the  only  sure  test  of  the 
intragastric  position  of  the  tube  is  the 
obtaining  by  suction  of  a secretion  that 
will  turn  blue  litmus  red. 

Sakel  has  introduced  and  popularized 
the  use  of  glass  genitourinary  aspirating 
syringes  for  making  this  “acid”  test. 
In  the  great  majority  of  cases  this 
method  of  obtaining  gastric  juice  is  en- 
tirely satisfactory.  However,  in  any 
large  group  of  cases  one  invariably  en- 
counters a few  in  whom  the  obtaining  of 
gastric  juice  by  this  method  is  inordi- 
nately difficult  and  tedious.  Such  pa- 
tients either  do  not  secrete  the  usual 
increased  amount  of  gastric  juice,  or  their 
stomachs  are  unusually  dry  because 
they  do  not  take  any  fluids  except  as  are 
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Influence  of  Heterophile  Antigen  in  Nervous  and  Mental 
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Long  Island,  New  York. 

Published  with  the  permission  of  the  Medical  Director, 
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for  the  opinions  expressed  or  conclusions  drawn. 


given  them  by  forced  tube  feedings.  In 
working  with  such  cases,  one  may  have 
to  try  aspirating  for  fifteen  minutes  or 
longer  at  various  levels,  without  obtain- 
ing the  desired  “acid”  evidence  that  one 
is  actually  in  the  stomach.  The  dis- 
advantages of  such  a delay  when  one  is 
anxious  to  terminate  that  particular 
hypoglycemic  coma  in  a hurry,  or  when 
at  the  same  time  one  is  concerned  about 
numerous  other  patients  who  may  re- 
quire emergency  attention,  are  too 
obvious  to  need  elaboration.  In  the 
hypoglycemic  treatment  unit  at  the  U.  S. 
Veterans  Facility,  Northport,  New  York, 
we  have  evolved  the  following  tech- 
nic which  obviates  these  difficul- 
ties. 

A No.  7 French  (or  larger)  semistiff 
fabric  ureteral  catheter  is  prepared  by 
rolling  a piece  of  blue  litmus  paper  snugly 
around  its  tip  and  securing  the  same 
firmly  with  a thin  strip  of  adhesive 
plaster.  The  catheter  is  then  threaded, 
in  obturator  fashion,  through  the  length 
of  the  ordinary  No.  20  French  rubber 
gavage  tube.  The  catheter  should  be 
about  two  inches  longer  than  the  gavage 
tube.  The  latter  with  its  “catheter- 
obturator”  inside  of  it  is  then  passed  in 
the  usual  manner  into  the  stomach. 
When  we  feel  reasonably  certain  that  we 
have  passed  the  cardiac  sphincter,  the 
catheter  is  pushed  in  an  additional  inch 
or  two  so  that  the  litmus-bearing  tip  will 
project  beyond  the  end  of  the  gavage 
tube  for  a corresponding  distance.  The 
'catheter  is  then  rotated  once  or  twice 
so  that  the  litmus  will  come  in  contact 
with  the  gastric  mucosa.  The  catheter 
is  then  withdrawn  and  the  litmus-bearing 
tip  inspected.  If  the  confirmatory  acid 
reaction  is  evident,  we  then  inject  some 
air  with  the  G.  U.  syringe  to  assure  our- 
selves again  that  no  obstruction  is  present, 
and  then  proceed  immediately  with  the 
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gavage.  The  diagram  will  clarify  these 
directions. 

It  may  be  noted  that  the  use  of  such  a 
semistiff  obturator  enables  one  to  con- 
tinue to  use  gavage  tubes  which  other- 
wise would  have  become  too  soft  to  be 
serviceable. 

Of  course  any  type  of  flexible  bougie 
of  the  proper  diameter  and  length  may 


OBSTETRICS  OF  FORMER  DAYS 

Dr.  Frank  T.  Woodbury,  of  Wakefield,  Mass., 
writes  an  interesting  account,  in  the  New  Eng- 
land Journal  of  Medicine,  of  the  practice  of  ob- 
stetrics forty  years  ago  among  the  immigrant 
working  people  who  came  to  his  town. 

There  was  no  birth  control,  no  race  suicide,  he 
says.  Among  certain  groups  was  a belief, 
brought  from  the  home  country,  that  if  a woman 
did  hard  physical  labor  during  her  pregnancy,  and 
particularly  during  the  first  stage  of  labor,  the 
second  stage  would  be  easier  and  shorter.  And 
perhaps  they  were  right. 

May  I cite  a case  in  point.  Labor  began  while 
the  woman  was  digging  potatoes  in  a nearby 
field.  When  she  could  remain  on  her  feet  no 
longer  she  was  carried  to  the  house  and  placed 
in  bed,  just  as  she  had  been  picked  up.  As 
usual,  no  physician  had  been  engaged,  but  one 
was  hastily  summoned.  He  arrived  barely  in 
time  to  witness  the  birth.  “Recovery  was  un- 
eventful.” 

Similar  incidents  with  minor  variations  could 
be  cited  by  the  score,  and  all  without  casualties 
to  mother  or  child. 

What  did  it  mean?  It  had  led  to  natural  se- 
lection of  child-bearing  women  for  generations  in 
the  home  country — Mother  Nature  can  do  a 
pretty  good  job  if  she  does  not  have  too  much 
assistance  or  interference. 

Furthermore,  it  resulted  in  large  families  to 


be  used  as  an  obturator.  We  used  a 
No.  7 ureteral  catheter  merely  because 
we  had  it  on  hand,  and  it  served  the 
purpose  admirably. 

We  trust  other  workers  in  this  field 
may  find  this  hint  useful  in  eliminating 
the  nerve-wracking  chore  of  trying  to 
aspirate  gastric  juice  from  a practically 
dry  stomach.  105  East  29th  Street 


those  best  able  to  produce  them.  I regret  to  add 
that  the  mothers  of  the  next  generations  have 
not  been  so  spontaneous  or  so  productive,  with 
seemingly  far  less  resistance. 

Those  early  immigrants  called  physicians  only 
because  they  had  been  told  that  it  was  “the  law” 
in  this  country.  Only  neighbors’  wives  attended 
the  births  “at  home,”  but  if  a woman  survived 
her  first  childbirth  there  was  seldom  any  trouble 
in  succeeding  births.  The  death  rate  among 
primiparas  was  not  known,  as  they  were  recorded 
only  by  the  parish  priest  who  attended  the 
funeral.  The  living  births  were  recorded  at 
christenings,  but  the  stillbirths  were  not  reported 
at  all,  and  the  causes  of  death  were  recorded  only 
when  the  priest  made  the  diagnosis  and  saw 
fit. 

As  there  are  but  a few  of  us  left  who  were  active 
among  those  people  in  that  period,  I have  felt 
that  the  history  of  that  ten  or  fifteen  years  should 
be  recorded. 

Being  a young  man,  recently  out  of  college,  I 
was  able  to  learn  and  speak  the  necessary  part  of 
their  language  and  so  was  much  in  demand. 
Incidentally,  I was  delighted  to  get  ten  dollars  and 
satisfied  with  five  dollars  and  often  received  only 
the  twenty-five  cents  for  the  birth  return — per- 
haps it  was  all  the  service  was  worth  in  compari- 
son with  the  time  and  care  of  the  modern  ob- 
stetric case. 


SULFANILAMIDE  AND  SULFAPYRIDINE  SALE  LIMIT 


The  State  Board  of  Pharmacy  announces  the 
promulgation  of  a new  rule  which  restricts  the 
retail  sale  of  sulfanilamide  and  sulfapyridine.  It 
provides : 

“No  preparation  of  sulfanilamide  or  sulfa- 
pyridine, their  derivatives,  or  mixtures  contain- 
ing sulfanilamide  or  sulfapyridine  shall  be  sold 
at  retail  for  human  consumption  except  upon 
the  written  prescription  of  a physician.  The 
prescription  shall  remain  on  file  in  the  pharmacy 
where  compounded.  Such  prescription  shall  not 
be  refilled  if  it  bears  indication  by  the  physician 
that  it  is  not  to  be  refilled.” 


Physicians  are  charged  with  the  responsibility 
of  specifying  on  the  prescription  whether  it  is 
refillable  in  order  to  control  continued  self- 
medication. 

This  is  the  second  rule  which  the  board  has 
established  in  the  interests  of  protecting  the 
public  health  against  the  potential  danger  oc- 
casioned by  widespread  self-treatment  with 
drugs.  The  first,  published  in  the  January  22, 
1940,  issue  of  Health  News,  places  similar  re- 
strictions on  the  retail  sale  of  hypnotic  or 
somnifacient  drugs. — Health  News,  March  18, 
1940 


Physicians  in  practice  in  New  York  City  are 
invited  to  register  for  practical  clinical  courses  of 
observation  in  venereal  diseases,  to  be  given 
under  the  auspices  of  the  Bureau  of  Social  Hy- 
giene of  the  New  York  City  Health  Depart- 
ment. Sessions  will  start  on  June  10  in  the 
central  clinic  of  the  Health  Department  Build- 
ing, 125  Worth  Street. 

Six  sessions  will  be  devoted  to  syphilis  and  six 
sessions  to  gonorrhea.  Each  series  of  six  meet- 
ings will  be  limited  to  six  physicians  The 


syphilis  clinics  will  be  held  three  mornings  a 
week  and  the  gonorrhea  clinics  three  afternoons 
a week,  on  Monday,  Wednesday,  and  Fri- 
day. 

Emphasis  will  be  placed  exclusively  on  prac- 
tical clinical  matters;  there  will  be  no  lectures; 
no  certificates  will  be  awarded.  The  sole  pur- 
pose of  these  sessions  is  to  give  the  physician  in 
practice  an  opportunity  for  first-hand  knowledge 
of  modern  diagnosis  and  treatment  of  venereal 
diseases. 


A NEW  SKIN  THERMOMETER 

Saul  S.  Samuels,  M.D.,  New  York  City 


There  are  times  when  an  accurate  and 
reliable  skin  thermometer  is  required 
in  the  study  of  peripheral  vascular  dis- 
eases. Heretofore  there  have  been  two 
main  types  available.  A mercury  ther- 
mometer with  a flattened  bulb  has  proved 
to  be  unsatisfactory  because  the  glass  of 
the  bulb  is  so  delicate  that  it  flexes  with 
variations  in  pressure  of  the  thermometer 
upon  the  skin.  In  other  words,  a slight 
increase  of  pressure  causes  an  artificial 
rise  in  the  mercury  column  and  vice 
versa.  The  other  available  type  of  ther- 
mometer is  the  electrical  apparatus  based 
upon  the  use  of  a thermocouple.  The 
objection  to  this  type  is  the  necessity  of 
complicated  calculation  entailed  in  each 
temperature  determination. 

The  Dermalor  is  an  entirely  new  ap- 
paratus which  has  the  advantage  of  sim- 
plicity of  operation  and  of  direct  tem- 
perature reading  both  in  Fahrenheit  and 
centigrade.  The  operation  of  this  in- 
strument is  on  the  principle  of  the 


Fig.  1.  Simplified  scale. 


Wheatstone  bridge  and  is  calibrated  to 
read  directly,  in  degrees,  the  variation 
and  resistance  of  the  applicator  due  to 
temperature  changes.  The  percentage 
of  accuracy  of  this  instrument  is  2 per 
cent  over  the  entire  scale.  In  the  op- 
eration of  the  instrument,  the  first  step 
is  to  test  the  strength  of  the  small  battery 
which  is  part  of  the  apparatus.  This  is 
done  by  turning  a snap  switch  to  the 
proper  stop  and  turning  the  small  rheo- 
stat further  in  order  to  obtain  the  proper 
reading.  In  other  words,  this  maneuver 
serves  as  a check  on  the  strength  of  the 
battery.  After  the  battery  is  tested,  the 
switch  is  turned  to  the  next  button,  and 
the  uncovered  applicator  is  applied  to  that 
portion  of  the  skin  from  which  a reading 
is  desired.  The  needle  will  register  the 
temperature,  in  either  Fahrenheit  or  centi- 
grade, directly  on  the  scale. 

For  quick  and  accurate  temperature  de- 
terminations this  apparatus  has  proved 
to  be  entirely  satisfactory. 


Fig.  2.  Diagram  of  electrical  construction  of 
apparatus. 


Fig.  3.  Method  of  applying  applicator  to  skin. 


STIFF  COMPETITION 

Several  years  ago  Mr.  Schneider  and  Duncan 
G.  Smith  were  partners  in  a confectionery  store 
on  Broadway,  but  later  the  dead  man  opened 


his  own  business  on  Main  Street. — Seen  by  H.  D 
in  the  Irvington  ( New  York)  Gazette  and  pub 
lished  in  J.A.M.A. 
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LET  US  WASSERMANNIZE  THE  EXPECTANT  FATHER 

Melvyn  Berlind,  M.D.,  C.M..  Brooklyn,  New  York 


IT  has  become  legally  compulsory  for 
the  physician  in  New  York  State  (as 
well  as  in  twenty-five  other  states  by  the 
enactment  of  similar  laws)  to  take  a 
Wassermann  test  on  the  expectant 
mother.  The  law,  incidentally,  states 
that  the  Wassermann  test  (or  any  other 
test  for  syphilis,  such  as  the  Kahn,  Sachs- 
Georgi,  Meinicke,  etc.)  is  to  be  taken  not 
necessarily  at  the  first  examination  of  the 
patient  but  at  the  first  complete  examina- 
tion. This  is  a mistake,  because  a not  in- 
considerable percentage  of  patients,  espe- 
cially in  clinics,  are  seen  once  or  twice 
prenatally  and  not  again  until  labor  sets 
in.  Thus,  a positive  Wassermann,  late 
in  pregnancy,  precludes  sufficiently  inten- 
sive treatment.  The  law  should  state 
definitely  that  the  blood  test  must  be 
taken  at  the  first  examination. 

Another  bill,  contributing  to  the  elimi- 
nation of  this  dreaded  scourge,  is  the  Pre- 
Nuptial  Syphilis  Law,  requiring  blood 
tests  to  be  taken  of  the  bride  and  groom 
before  marriage  and  a marriage  license 
to  be  granted  only  to  those  who  are  free 
of  syphilis. 

The  passage  of  these  laws  shows  the 
sanity  and  farsightedness  of  our  legisla- 
ture and  promises  to  a considerable  extent 
to  be  an  important  factor  in  the  even- 
tual disappearance  of  congenital  syph- 
ilis. 

Excellent  as  these  two  laws  might  be, 
they  do  not  go  far  enough.  As  is  well 


known,  a negative  Wassermann  test  dur- 
ing pregnancy  does  not  rule  out  syphilis, 
in  fact  it  is  more  apt  to  occur  in  the  preg- 
nant woman  with  syphilis  than  in  others. 
Thus,  a syphilitic  child  may  be  delivered 
from  an  apparently  healthy  woman  with 
a negative  Wassermann.  It  has  been 
suggested  by  Engman  that  in  these  cases 
the  woman  is  a spirochete  carrier  and  is 
the  victim  of  an  attenuated  syphilitic  in- 
fection as  the  result  of  fairly  extensive 
though  not  sufficient  treatment  of  the 
husband. 

During  recent  months  there  has  come 
to  my  attention  the  delivery  of  3 defi- 
nitely syphilitic  children  from  mothers 
with  negative  Wassermanns.  All  3 hus- 
bands gave  positive  blood  tests,  but  these 
tests  were  made  subsequent  to  the  de- 
livery of  the  syphilitic  infants. 

It  is  with  these  cases  in  mind,  and  there 
must  be  many  more,  that  the  author 
makes  a plea  to  the  medical  profession 
to  take  a routine  Wassermann  test  on  the 
expectant  father.  Should  the  mother  be 
negative  and  the  father  positive,  routine 
antisyphilitic  treatment  must  be  given 
to  the  mother  to  assure  a healthy  child. 
Often,  after  one  or  two  provocative  in- 
jections of  neosalvarsan,  the  test  becomes 
positive.  It  is  only  in  this  way  that  we 
will  be  able  to  eliminate  syphilitic  child- 
ren from  being  born  to  women  with  nega- 
tive blood  tests. 

55  Eastern  Parkway 


AMERICAN  LARYNGOLOGICAL,  RHINOLOGICAL  AND  OTOLOGICAL  SOCIETY,  INC. 

The  Forty-Sixth  Annual  Meeting  of  the  York  City  at  the  Waldorf-Astoria  Hotel  on 
American  Laryngological,  Rhinological  and  June  6,  7,  8,  1940.  An  interesting  program  will 

Otological  Society,  Inc.,  will  be  held  in  New  be  presented. 


AMERICAN  HEART  ASSOCIATION 

The  Sixteenth  Scientific  Sessions  of  the  New  ^York  City  at  the  Hotel  Roosevelt  on 
American  Heart  Association  will  be  held  in  June  7 and  8,  1940. 
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Special  Article 


A METHOD  OF  STUDYING  INFANT  MORTALITY 

Locke  L.  Mackenzie,  M.D.,  New  York  City 

{From  the  Work  of  the  Special  Committee  on  Infant  Mortality  of  the  Medical  Society  of  the  County  of 

New  York) 


During  recent  years  great  emphasis 
has  been  placed  both  in  medical 
and  lay  circles  on  maternal  and  infant 
mortality,  and  it  has  rightly  been  felt 
that  here  lies  a wide  field  for  preventive 
work.  The  Medical  Society  of  the 
County  of  New  York  created  a Special 
Committee  to  consider  problems  of  in- 
fant mortality.  As  the  work  of  this 
committee  has  progressed,  a large  num- 
ber of  problems  have  been  met  and  solved, 
and  in  view  of  the  value  to  others,  the 
method  of  study  is  presented  herewith 
in  the  hope  that  other  communities 
might  be  aided  in  similar  projects.  The 
scope  of  this  work  in  a large  city  such  as 
New  York  City  probably  embraces  most 
of  the  difficulties  that  would  be  found  in 
other  localities. 

As  the  Special  Committee  on  Infant 
Mortality  evolved  originally  from  a 
Maternal  Welfare  Committee,  its  mem- 
bers were  in  large  measure  obstetricians. 

In  fact,  the  aim  of  its  work  was  to  at- 
tempt to  clarify  the  causes — and,  there- 
fore, reduce  the  incidence— of  babies 
dying  as  a result  of  obstetrical  procedures. 

A very  large  percentage  of  all  babies  dy- 
ing in  the  first  year  of  life  die  before  they 
are  ten  days  old.  Most  of  those  dying 
at  a later  date  die  from  nonobstetrieal 
causes — acute  infections,  accidents,  or 
malnutrition.  Prematurity  alone  remains 
as  a material  factor  in  the  later  neonatal 
deaths,  and  even  here  the  majority  die 
within  a few  days  of  birth. 

Preliminary  to  any  such  work,  certain 
groundwork  must  be  laid.  It  is  well  that 
a study  of  this  type  be  conducted  under 
the  aegis  of  organized  medicine,  because, 
in  dealing  with  official  departments,  hos- 
pitals, and  physicians,  a committee  or- 
ganized with  the  official  approval  of  the 
county  society  will  have  less  trouble  in 
functioning  and  in  obtaining  cooperation. 

It  is  most  important  that  the  help  of 
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the  Health  Department  be  enlisted,  in 
order  to  obtain  the  names  of  the  babies 
who  die,  as  well  as  the  place  , and  time  of 
death.  In  a large  city  the  Bureau  of 
Vital  Statistics  handles  such  data,  while 
in  smaller  communities  no  such  separate 
division  may  exist.  In  New  York  City 
we  have  been  especially  fortunate  be- 
cause our  Department  of  Health  has 
not  only  done  all  that  we  have  asked  but 
has  taken  an  active  interest  in  the  work, 
furthering  it  to  the  extent  of  providing 
material,  statistical  data,  and  actual 
participation  by  its  personnel. 

In  communities  where  municipal  hos- 
pitals exist  or  where  hospitals  are  under 
the  direction  of  a department  of  hospitals, 
numerous  questions  arise  necessitating 
the  cooperation  of  this  organization. 
Permission  must  be  granted  for  the  use  of 
the  hospital  records  for  scientific  study. 
Autopsy  permits  on  unclaimed  babies 
and  the  facilitation  of  autopsies  on  babies 
to  be  disposed  of  by  the  city  are  only  a few 
of  the  many  questions  encountered.  In 
New  York  we  have  received  the  enthu- 
siastic help  of  this  department. 

After  official  approval  has  been  ob- 
tained, it  is  imperative  to  discuss  the 
problem  with  the  directors  of  the  various 
obstetrical  services  in  the  area  where  the 
survey  is  to  be  conducted.  In  this  man- 
ner many  excellent  suggestions  are  re- 
ceived which  make  unnecessary  a great 
deal  of  revision.  The  method  used  in 
our  study  was  to  list  all  hospitals  doing 
obstetrical  work  and,  after  acquainting 
the  chiefs  of  service  with  the  intended 
study,  to  ask  each  of  them  to  appoint  a 
so-called  “hospital  representative.”  It 
was  found  best  to  ask  that  this  repre- 
sentative be  one  of  the  junior  members  of 
the  attending  staff,  rather  than  an  intern 
or  record-room  clerk.  The  latter  lacks  a 
medical  background,  while  the  former 
rotates  frequently  on  and  off  service. 
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It  may  be  said  that  no  difficulty  has  been 
found  in  obtaining  the  cooperation  of  the 
obstetrical  services. 

Finally,  some  means  of  secretarial 
service  must  be  provided.  An  enormous 
amount  of  checking  and  rechecking 
must  be  done  to  assure  worth-while  re- 
sults. Generally  there  is  little  money 
available  from  the  county  society,  and 
one  must  turn  to  private  sources  for 
finances.  In  New  York  the  Maternity 
Center  Association  has  felt  that  such  a 
study  falls  into  line  with  its  field  and  has 
assigned  us  help  from  its  offices.  This 
has  solved  our  secretarial  problem.  In  a 
smaller  community  such  work  might  well 
be  done  by  volunteer  workers. 

It  must  now  be  determined  just  what 
is  to  be  studied.  After  extended  con- 
sideration it  was  decided  to  include  both 
stillborn  infants  and  neonatal  deaths. 
In  other  cities  these  two  classes  of  mor- 
talities have  been  studied  by  separate 
committees.  The  definition  of  a still- 
born infant  differs  greatly  in  various 
localities.  In  New  York  City  if  a baby 
dies  which  has  made  any  attempt  to 
breathe,  or  to  move,  or  in  which  the  heart 
beats,  this  is  considered  a neonatal  death, 
and  both  a birth  and  death  certificate 
must  be  filed  regardless  of  the  term  of 
gestation.  The  committee  did  not  wish 
to  study  infants  in  which  there  was  very 
little  chance  of  survival,  and  certain 
limitations  were  set  up.  These  were  the 
term  of  gestation  in  weeks  and  the  weight. 
In  some  cases  the  former  is  not  known. 
In  brief,  if  the  term  of  gestation  is  twenty- 
eight  completed  weeks,  we  accept  the  case 
for  study.  If  such  term  is  not  stated 
and  the  baby  weighs  1,000  grams  or  more, 
it  is  included.  It  is  realized  that  some 
babies  not  fulfilling  these  qualifications 
might  fall  properly  into  the  scope  of  the 
study,  but  they  are  few  in  number. 
When  no  data  are  available  concerning 
either  the  baby  or  its  mother  the  case  is 
excluded;  such  are  the  abandoned 
babies  and  cases  of  homicide  in  which 
babies  are  found  without  any  identifica- 
tion. Judged  by  the  standards  enumer- 
ated, we  have  in  New  York  County 
from  110  to  120  cases  each  month.  Only 
those  babies  dying  within  the  first  ten 
days  of  life  are  considered  in  the  neonatal 
death  group. 

For  the  actual  collection  of  statistics  a 
questionnaire  has  been  worked  out  (Fig. 


1).  It  consists  of  two  pages  and  is  de- 
signed to  be  filled  out  as  mechanically  as 
possible.  Whenever  possible,  checking  or 
circling  has  been  employed.  In  other 
instances,  opinions  are  requested,  and 
space  is  left  for  details.  At  the  left 
margin  is  a box  for  coding.  Much  assist- 
ance in  the  preparation  of  the  question- 
naire has  been  obtained  from  the  work  of 
the  various  groups  in  Chicago,  Philadel- 
phia, and  elsewhere.  The  form  is  di- 
vided into  five  general  subheads:  the 

past  medical  and  obstetrical  history  of  the 
mother;  the  results  of  previous  pregnan- 
cies ; the  history  of  the  present  pregnancy ; 
the  present  delivery;  and  the  condition 
and  care  of  the  infant.  Under  these 
headings  are  questions  designed  to  give 
all  the  essential  information  that  will  help 
in  evaluating  the  mortality.  With  the 
aid  of  statisticians  from  the  Health  De- 
partment, the  questionnaire  has  been 
prepared  for  accurate  statistical  studies, 
as  all  variations  of  information — or  the 
lack  of  it — are  provided  for.  The  final 
form  has  been  evolved  after  many  changes 
and  after  having  been  in  use  for  over  a 
year.  At  present,  no  further  changes 
are  contemplated.  It  is  suggested  that  in 
any  similar  study  a limited  number  of 
questionnaires  be  provided,  as  each 
locality  may  well  have  its  own  problems 
necessitating  modifications  later  on. 

The  chief  objection  to  be  found  to  this 
type  of  questionnaire  is  that  it  is  labori- 
ous to  fill  out.  It  may,  of  course,  be 
shortened,  but  by  doing  so  essential  in- 
formation will  be  lost.  Practically,  most 
such  objections  are  voiced  at  the  begin- 
ning of  the  study.  It  soon  becomes  an 
accustomed  duty,  and  physicians  realize 
the  importance  of  their  cooperation. 
If  the  information  is  requested  shortly 
after  the  death  occurs  when  the  facts  are 
fresh  in  the  attendant’s  mind,  much  less 
difficulty  is  encountered.  By  having  all 
information  from  the  birth  and  death 
certificates  included  by  the  secretarial 
staff  before  the  questionnaire  is  sent  to 
the  attending  physician  or  hospital,  the 
work  of  the  latter  is  greatly  simplified. 
In  New  York  City  a confidential  certifi- 
cate— on  the  back  of  the  regular  certi- 
ficate— is  a legal  requirement  of  the 
Board  of  Health,  and  information  is  al- 
lowed our  committee  from  this  source. 

Once  provisions  have  been  set  up  to 
carry  on  the  study,  its  actual  working 
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FIG.  1.  THE  MEDICAL  SOCIETY  OF  THE  COUNTY  OF  NEW  YORK,  BOROUGH  OF 
MANHATTAN,  COMMITTEE  ON  INFANT  MORTALITY,  Room  506,  654  Madison  Avenue, 

New  York  City 

This  questionnaire  does  not  require  the  repetition  of  information  already  submitted  on  birth,  stillbirth,  and 
death  certificates. 

Back  of  form  may  be  used  for  any  additional  remarks  and  summary  of  case,  if  desired. 

1.  (a)  Year  of  death (b)  Certificate  numbers:  Stillbirth  certificate  no 

Birth  certificate  no Death  certificate  no 

2.  If  death  in  hospital,  circle  whether:  private  patient;  general  service  patient. 

2a.  Was  consultation  held? Previous  to  delivery? After  delivery? 

3-6  PAST  MEDICAL  AND  OBSTETRICAL  HISTORY  OF  MOTHER: 

3.  Circle  whether  mother  has  had:  frequent  sore  throat;  tonsillitis;  tuberculosis;  rheumatic 
heart  disease;  rheumatic  fever;  nephritis;  hypertension;  scarlet  fever;  none  of  the  above; 
unknown  or  not  stated. 

4.  Circle  whether  mother  has  had:  abdominal  operation;  pelvic  operation;  none;  unknown  or 
not  stated. 


5.  Circle  whether  mother  has : diabetes;  hyperthyroidism;  hypothyroidism;  any  other  endocrine 
or  metabolic  abnormality ; none;  unknown  or  not  stated. 

6.  (OMIT  IF  PRIMIGRAVIDA)  Circle  whether  mother  has  had  PREVIOUS  history  of: 
toxemia;  placenta  previa;  premature  separation  of  placenta;  Cesarean  section;  forceps  de- 
livery; breech  extraction;  difficult  delivery;  none;  unknown  or  not  stated. 


7-10  RESULTS  OF  PREVIOUS  PREGNANCIES 


7. 

Total  previous  pregnancies. . . 

8. 

Previous  born  dead,  total. . . . 
(a)  under  28  wks ; 

; (b)  28-37  wks 

; (c) 

38  wks.  and  over. 

9. 

Previous  born  alive,  total. . . . 
(a)  under  28  wks ; 

; (b)  28-37  wks 

; (c) 

38  wks.  and  over. 

10.  Previous  born  alive,  died  during  1st  10  days 

(a)  under  28  wks ; (b)  28-37  wks ; (c)  38  wks.  and  over 

(Enter  “unk”  in  each  space  for  which  information  is  unknown) 


11-18  HISTORY  OF  PRESENT  PREGNANCY 

11.  In  what  month  of  pregnancy  was  patient  first  seen? 

12.  Circle  grade  of  prenatal  care  in  accordance  with  standards  outlined  below:  Grade  A;  Grade  B- 
None;  Unknown. 

Grade  A — Prenatal  care  of  Grade  A shall  include  the  following: 

(1)  A careful  history  (6)  Visits  to  a physician  at  least  once  a month 

(2)  A complete  physical  examination  until  the  sixth  month,  then  oftener  as 

(3)  Pelvic  measurements  indicated,  with  blood  pressure,  urinalysis, 

(4)  Serological  test  for  syphilis,  with  treat-  and  body  weight  at  every  visit,  and  ab- 

ment  if  positive  dominal  examinations  during  the  last  2 

(5)  Instruction  in  the  hygiene  of  pregnancy  months  at  least. 

Grade  B — Some  prenatal  care  but  not  up  to  the  standard  of  Grade  A in  one  or  more  respects. 

13.  Circle  whether  any  of  the  following  complications  were  present: 

(a)  Hyperemesis;  (b)  Convulsions;  (c)  Fibroids  or  other  genital  organ  tumors; 

(d)  Albuminuria;  began  at  what  month? 

(e)  Hypertension;  began  at  what  month? Highest  blood  pressure . 

(f)  Antepartum  bleeding;  in  what  trimester? From  what  cause? 

(g)  None  of  the  above;  (h)  Unknown  or  not  stated. 

14.  Did  mother  have  any  other  acute  or  chronic  intercurrent  illness  or  accident? 

If  so,  specify 

15.  If  any  evidence  of  syphilis, state  kind  of  treatment  given,  when  started,  and  whether  continuous: 


16.  Was  pelvis  X-rayed? Was  pelvis  ample? Type: 

17.  If  not  X-rayed,  was  pelvis  clinically  ample  for  this  infant? 


18.  Was  an  external  version  done  at  any  time? 


If  so,  at  what  month? 
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l<>-32  PRESENT  DELIVERY 

19.  Circle  whether  membranes  ruptured  artificially;  spontaneously. 

20.  Time  of  rupture : Hours  prior  to  the  onset  of  labor ; Hours  prior  to  actual 

delivery 

21.  What  was  the  duration  of  the  2nd  stage  of  labor? 

21a.  State  presentation  and  position: 

22.  Was  an  oxytoxic  administered  before  baby  was  born? If  so,  specify  substance, 

dosage,  and  times  of  administration: 


22a.  Was  such  oxytoxic  a contributory  factor  in  causing  infant  death,  in  attendant’s  opinion? 

23.  Was  an  analgesic  used? If  so,  specify  dosage,  times  of  administration  and 

method  of  administration : 


23a.  Was  such  analgesic  a contributory  factor  in  causing  infant  death,  in  attendant’s  opinion? 

24.  Was  an  anaesthetic  used? If  so,  specify  dosage,  times  of  administration  and 

method  of  administration : 


24a.  Was  such  anaesthetic  a contributory  factor  in  causing  infant  death,  in  attendant’s  opinion? 

25.  At  what  intervals  during  the  2nd  stage  of  labor  was  the  fetal  heart  observed? 

26.  If  forceps  were  applied,  was  traction  hard? How  many  applications? 

27.  Was  more  than  one  type  of  operation  attempted? If  so,  specify 


28.  Circle  whether  abnormal  bleeding  in  1st  or  2nd  stage  from:  placental  site;  cervix;  vagina; 
external  genitalia;  none;  unknown  or  not  stated. 

29.  Were  there  any  abnormalities  of  placenta,  cord,  or  liquor  amnii? If  so,  describe.  . . . 


30.  Were  there  any  intrapartum  evidences  of  infection? If  so,  specify 

31.  Did  mother  run  a septic  course? 32.  Did  mother  survive? 

33—43  CONDITION  AND  CARE  OF  INFANT 

33.  If  born  elsewhere  and  brought  to  hospital,  age  on  admission Weight 

Condition  on  admission : 

34.  Were  any  birth  injuries  noted  at  time  of  delivery? At  any  later  time? 

If  so,  describe 

35.  Were  any  congenital  defects  noted  at  time  of  delivery? At  any  later  time? 

If  so,  describe 

36.  Was  there  asphyxia? Was  the  baby  aspirated? 

37.  Were  any  drugs  employed  for  resuscitation? If  so,  specify  drug  and  how  ad- 
ministered  


38.  Was  any  special  care  provided? If  so,  specify 


39.  Circle  whether  feedings  were : breast  milk  alone;  formula  alone ; breast  milk  with  supplemen- 
tary formula. 

40.  What  were  the  clinical  causes  of  death? 


41.  Circle  whether : no  autopsy;  gross  autopsy  only;  gross  and  microscopic  autopsy. 

42.  Who  performed  autopsy? 

43.  What  were  the  pathological  diagnoses? 


FILLED  OUT  BY 
CODED  BY 


DATE 

DATE 
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modus  operandi  is  almost  automatic. 
The  method  used  is  as  follows:  every 

week  the  Department  of  Health,  by 
means  of  its  statistical  analyzing  ma- 
chines, strikes  off  a list  of  those  cases 
coming  within  the  confines  of  our  study. 
The  original  certificates — stillbirth,  or 
birth  and  death  as  the  case  may  be — are 
pulled  out  and  photostated.  These 
photostats  are  then  sent  to  the  Maternity 
Center  Association.  Here  a file  is  kept 
noting  that  the  death  has  occurred.  A 
questionnaire  is  now  sent  to  the  hospital 
representative  with  a small  attached  card 
giving  the  name,  address,  and  date  of  the 
mortality,  along  with  a self-addressed  and 
stamped  envelope.  If  the  death  occurs 
in  a home,  then  the  letter  is  mailed  to  the 
attending  physician’s  office.  A notation 
in  the  files  shows  that  the  questionnaire 
has  been  sent.  At  first  the  photostated 
certificates  were  included  with  the  ques- 
tionnaire, but,  as  the  return  was  not  one 
hundred  per  cent,  this  practice  was  dis- 
continued and  they  are  now  kept  on  file. 
In  the  hospitals  the  representative  is  re- 
sponsible for  the  filling  out  of  the  re- 
quested information ; actually,  such  duty 
is  usually  delegated  to  the  resident  ob- 
stetrician or  the  obstetrical  intern. 

The  information  is  now  sent  back  to  the 
Maternity  Center  Association  where  a 
notation  in  the  file  indicates  its  return. 
The  members  of  the  committee  receive  the 
filled  out  questionnaires,  taking  turns 
for  a month  at  a time.  Unusual  cases  or 
instances  illustrating  subjects  under  dis- 
cussion are  held  out  for  further  confer- 
ence. 

The  questionnaires  are  eventually  re- 
turned to  the  Health  Department.  Here 
one  of  the  committee  members  codes  the 
answers.  In  order  to  make  the  coding 
uniform,  all  questions  calling  for  a con- 
clusion are  coded  only  by  one  individual 
who  does  this  work  permanently.  Ques- 
tions that  can  be  coded  automatically  are 
handled  by  nonmedical  assistants.  A 
word  is  in  order  about  the  code  itself. 
It  was  necessary  to  adjust  it  to  a card 
that  could  be  punched.  While  no  very 
great  difficulty  was  encountered  in  cod- 
ing the  answers  to  the  clinical  questions, 
it  proved  very  troublesome  to  code  all  the 
possible  causes  of  death,  especially  as 
multiple  causes  are  frequent.  After  a 
great  deal  of  work  it  was  found  possible  to 
code  all  possible  causes  of  death  to  in- 


clude six  different  diagnoses.  To  return 
to  the  procedure,  after  the  questionnaire 
has  been  coded,  cards  are  punched  in 
duplicate  by  operators.  The  cards  are 
now  kept  on  file  by  the  Health  Depart- 
ment. 

Probably  the  most  important  reason 
for  such  a study  as  this  is  an  educational 
one.  In  order  to  promote  this  phase, 
each  month  a meeting  of  the  Mortality 
Analysis  Group  is  held  at  the  county 
society’s  rooms.  Here  the  committee 
meets  with  the  hospital  representatives 
and  guests  in  order  to  discuss  the  mor- 
talities. These  gatherings  are  open  to  all 
members  of  the  society  who  may  be  inter- 
ested in  attending.  In  a city  such  as 
New  York  it  would  obviously  be  impos- 
sible to  take  up  each  case  in  detail,  so 
various  types  of  meetings  have  been  con- 
ducted. At  some,  interesting  cases  are 
brought  up  by  the  member  of  the  com- 
mittee who  has  reviewed  the  mortalities 
for  the  month.  Again,  the  hospital  rep- 
resentatives— more  familiar  with  the  de- 
tails— discuss  the  case.  At  times,  a 
meeting  has  been  devoted  to  one  type  of 
infant  mortality — asphyxia,  cerebral 
hemorrhage,  prematurity,  etc.  Of  late 
we  have  invited  a speaker  to  discuss  some 
particular  phase  of  the  subject  in  which 
he  has  been  interested,  and  we  have 
illustrated  his  talk  with  the  discussion  of 
actual  cases  occurring  during  the  month. 
The  individual  preference  of  the  group 
as  well  as  the  size  of  the  material  at 
hand  will,  in  large  measure,  determine 
what  method  is  best  to  employ.  The  at- 
tendance at  these  analysis  meetings  has 
grown  as  time  goes  on,  and  it  is  the  feeling 
of  the  members  that  they  receive  valu- 
able information  from  them.  Discussion 
is  free  and  often  will  center  on  some  con- 
troversial subject  such  as  analgesia, 
oxy toxics,  anesthesia,  etc.  At  no  time  is 
the  name  of  the  hospital,  patient,  or 
doctor  mentioned.  The  attending  physi- 
cian is  notified  in  advance  that  his  case 
will  be  discussed,  and  he  is  urged  to  be 
present.  In  general,  men  seem  to  wel- 
come the  opportunity  and  frequently 
identify  themselves  with  the  case.  Un- 
like some  of  the  work  that  has  been  done 
elsewhere,  no  vote  on  preventability  is 
taken,  as  it  is  felt  that  this  is  extremely 
difficult  to  allocate  and  is  of  secondary 
importance  to  the  educational  fea- 
tures. 
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The  eventual  importance  of  the  type 
of  statistics  gathered  by  this  method  of 
study  can  hardly  be  overemphasized. 
Here  are  available  complete  correlations 
between  almost  any  phase  of  the  maternal 
history  and  fetal  mortality.  By  the  use 
of  the  statistical  analyzing  machines  ex- 
tremely complex  situations  may  be  clari- 
fied. To  give  but  a few  examples : It  is 

possible  to  study  the  influence  of  external 
version  in  the  eighth  month,  on  possible 
separation  of  the  placenta  or  asphyxia  due 
to  strangulation  by  the  cord;  one  may 
evaluate  clinical  versus  x-ray  pelvimetry 
in  its  relation  to  dystocia;  or  it  is  possible 
to  contrast  the  different  grades  of  prenatal 
care  and  prematurity.  The  combina- 
tions and  possibilities  of  study  are  almost 
limitless.  The  questionnaire  may  be 
used  equally  well  as  a control  on  a group 
of  infants  who  do  not  die,  and  we  may 


be  able  to  judge  the  effect,  for  instance, 
of  various  analgesics  or  oxytoxics  on  fetal 
mortality.  Such  control  series  have  been 
collected  in  this  study. 

As  the  statistics  are  gathered  it  is 
hoped  to  present  a series  of  studies 
along  various  lines  that  may  result  in 
clarifying  the  major  causes  of  infant  mor- 
tality. If  this  can  be  done,  suggestions 
to  reduce  the  mortality  rate  will  surely 
follow.  It  is  greatly  to  be  hoped  that 
this  type  of  study  will  be  started  in  as 
many  localities  as  possible.  The  method 
used  in  New  York  County  is  but  one  of 
many,  and  it  has  been  detailed  in  the 
hope  both  that  it  may  spare  other  groups 
starting  such  surveys  some  of  the  dif- 
ficulties of  organization,  and  also  that  it 
may  provide  one  way  of  obtaining  in- 
formation of  the  greatest  value  to  pre- 
ventive medicine. 


A WELL-DESERVED  BOUQUET 

The  presidency  of  the  modern,  hyperactive 
state  medical  society  long  since  has  ceased  to  be 
just  an  honor  ; it  has  come  to  be  a job  and  a man- 
sized  job  at  that. 

The  demands  made  on  the  time  of  that  offi- 
cial are  ever  increasing  and  we  often  wonder,  says 
the  Journal  of  the  Indiana  State  Medical  Associa- 
tion, just  how  one  manages  to  give  the  time  re- 
quired. For  a good  many  years  past  the  “head 
man”  in  our  own  association  has  done  a good  job 
of  it;  he  has  traveled  over  the  state,  as  well  as 
into  other  states;  he  has  been  a student  of  medi- 
cal conditions,  locally  and  nationally.  This  also 
is  true  of  the  heads  of  many  sister  associations. 

Without  seeming  to  be  “choosy,”  we  cannot 
refrain  from  a comment  on  the  work  of  Terry  M 
Townsend,  a New  Albany  boy  who  formerly 
served  as  the  head  of  the  Medical  Society  of  the 
State  of  New  York.  He  traveled  extensively 
about  the  state,  addressing  both  medical  and  lay 
audiences,  and  his  talks  were  so  well  regarded  by 
the  Public  Relations  Bureau  of  that  society  that 


they  were  printed  in  the  weekly  bulletin  of  that 
committee. 

Dr.  Townsend  is  an  able  speaker  and  has  a 
wide  knowledge  of  medical  problems.  One  of 
his  greatest  admirers  is  our  own  Dr.  William 
Niles  Wishard,  whom  we  reverently  term  “The 
Grand  Old  Man  of  Indiana  Medicine.”  Dr. 
Wishard  refers  to  Dr.  Townsend  as  “one  of  my 
boys,”  and  being  one  of  Doctor  Wishard’s  “boys” 
means  a lot  to  those  of  us  who  have  acquired  the 
title.  (Just  how  we  acquired  the  title  we  do  not 
know,  but  we  have  been  thus  classed  for  a good 
many  years.) 

Dr.  Townsend  located  in  New  York  soon  after 
his  graduation  in  medicine,  being  associated  with 
the  late  Dr.  Valentine,  a urologist  of  much  note 
in  those  days.  Later,  he  came  west  to  spend  a 
year  with  Dr.  Wishard,  as  a student  and  assist- 
ant. In  1934,  on  the  occasion  of  the  dinner  ten- 
dered Dr.  Wishard,  feting  his  sixtieth  year  as  a 
physician,  Dr.  Townsend  was  one  of  the  principal 
speakers. 


MEDICAL  LIBRARY  ASSOCIATION 

The  forty-second  annual  meeting  of  the 
Medical  Library  Association  will  be  held  at  the 
University  of  Oregon  Medical  School,  Portland, 
June  25-27,  under  the  presidency  of  Col.  Harold 
W.  Jones  of  the  Army  Medical  Library,  Wash- 
ington, D.  C.  Hotel  headquarters  will  be  at 
the  Heathman.  The  program  will  include  talks 
on  the  literature  of  epidemiology  of  plague, 
tularemia,  and  Rocky  Mountain  spotted  fever; 
a symposium  on  investigations  in  local  medical 
history,  and  problems  in  bibliography  based  on 
a study  of  terminology  in  the  field  of  nutrition. 


OPPORTUNITY  LOST 

There  is  too  great  a tendency  to  observe  the 
early  lesion  in  tuberculosis  until  progression  has 
actually  occurred,  in  which  case  the  maximum 
opportunity  for  cure  is  lost.  The  purpose  of 
treatment  is  not  only  to  arrest  the  peripheral 
extension  of  the  lesion,  but  also  to  arrest  the 
process  of  central  caseation.  Otherwise,  even 
though  temporary  arrest  may  occur  later,  the 
central  caseous  residue  constitutes  a menace  in 
future  years. — J.  Burns  Amberson,  Jr.,  M.D., 
American  Student  Health  Association,  December, 
1939 


Workmen’s  Compensation 

The  following  amendments  to  the  Workmen’s  Compensation  Law  have  been  made 
by  action  of  the  recent  Legislature.  Physicians  are  requested  to  familiarize  them- 
selves with  these  changes  and  to  note  the  date  on  which  they  go  into  effect. 

C-4  and  Progress  Reports 

Subdivision  4 of  Section  13-a  has  been  amended  so  that  it  will  be  necessary  after  July 
1,  1940,  for  physicians  to  file  their  C-4  reports  within  fifteen  (15)  days  after  the  prelimi- 
nary C-104  report,  instead  of  within  twenty  (20)  days  as  heretofore.  The  same  bill 
requires  a physician,  if  requested,  to  submit  progress  reports  at  intervals  of  not  less  than 
three  (3)  weeks  apart,  or  at  less  frequent  intervals  if  requested,  on  forms  to  be  prescribed 
by  the  Industrial  Commissioner.  Request  for  progress  reports  must  be  made  in  writing 
to  the  attending  physician  by  the  Industrial  Commissioner,  the  Industrial  Board,  the  em- 
ployer, or  the  insurance  carrier. 

Payment  in  No-Insurance  Cases 

After  July  1,  1940,  the  Industrial  Board  is  given  the  power  to  make  an  award  for  the 
value  of  medical  services  or  treatment  rendered  to  injured  employees  in  claims  where 
the  employer  has  failed  to  take  out  compensation  insurance.  This  applies  of  course  to 
all  employers  who  are  not  self-insurers.  The  fees  shall  be  in  accordance  with  the  schedule 
of  fees  and  charges  prepared  and  established  under  the  present  Workmen’s  Compensa- 
tion Law.  The  award  shall  be  made  to  the  physician  or  hospital  entitled  thereto,  and 
a default  in  the  payment  of  such  award  may  be  enforced  in  a manner  provided  for  the 
enforcement  of  compensation  awards  as  set  forth  in  Section  26.  (A  certified  copy  of  the 
decision  of  the  Board,  filed  with  the  county  clerk  of  the  county  in  which  the  injury  oc- 
curred or  in  which  the  employer  has  his  principal  place  of  business,  may  be  entered  in 
the  Supreme  Court  and  is  equivalent  to  a judgment  of  the  Court.)  In  the  making  of 
awards  by  the  Industrial  Board  in  noninsured  cases,  the  claim  of  the  physician  or  hos- 
pital for  medical  or  surgical  service  or  treatment  shall  be  subordinate  to  the  claim  of  the 
claimant  or  his  beneficiaries — that  is,  compensation  for  time  lost. 

Another  change  in  the  law,  which  goes  into  effect  on  July  1,  1940,  is  that  transferring 
the  power  to  fix  the  fee  for  a physician’s  attendance  at  a hearing  to  the  Industrial 
Board.  Heretofore,  the  power  to  fix  the  fee  was  in  the  hands  of  the  Industrial  Com- 
missioner. As  soon  as  the  Board  assumes  this  function,  rules  and  regulations  will  be 
set  up  by  the  Industrial  Board  and  will  take  the  place  of  Rule  21. 

David  J.  Kaliski,  M.D.,  Director 
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Instructions  to  Prenatal  Patients 


It  must  be  recognized  that  the  prenatal  patient, 
in  seeking  care,  presents  her  physician  with 
the  responsibility  of  giving  her  specific  instruc- 
tions as  to  her  conduct  during  pregnancy.  Indi- 
vidual physicians  will  naturally  vary  to  a certain 
degree  in  their  instructions.  However,  there  are 
certain  basic  principles  that  should  be  covered. 

Prenatal  Visits 

Patients  should  be  given  definite  appointments 
for  prenatal  visits  and  instructed  to  bring  a speci- 
men of  urine  at  each  visit.  A sample  of  a 24- 
hour  specimen  is  preferred  during  the  last  tri- 
mester. 

Activity 

Exercise  is  important  to  the  prenatal  patient. 
She  should  be  instructed  to  walk  at  least  one  mile 
per  day,  providing  she  does  not  become  fatigued. 
She  should  be  warned  against  too  much  “shop- 
ping.” Strenuous  exercise  should  be  forbidden, 
especially  the  more  active  sports,  such  as  tennis, 
golf,  skating,  skiing,  swimming,  horseback  riding, 
bowling,  and  the  like.  She  should  be  warned 
that  many  abortions  occur  at  the  time  that  would 
correspond  to  menstrual  periods.  These  inter- 
vals should  be  determined  and  the  patient  in- 
structed to  be  especially  careful  not  to  be  over- 
active  at  that  time.  Traveling  should  be  re- 
stricted— in  general  fifty-mile  automobile  trips 
per  day  should  be  the  maximum.  It  is  best  that 
patients  do  not  drive  during  the  last  trimester. 

Sufficient  rest  is  necessary.  A definite  time  for 
retiring  is  important  so  that  patients  may  rest 
nine  or  ten  hours  each  night.  A rest  period  of 
one  hour  in  the  early  afternoon  is  also  desirable. 
Social  life  should  be  reasonably  restricted. 

Coitus  is  preferably  restricted  during  the  first 
trimester,  permissible  during  the  middle  tri- 
mester, excepting  intervals  that  would  corre- 
spond to  the  menstrual  periods,  and  absolutely 
forbidden  during  the  last  trimester.  Tub  baths 
should  be  eliminated  during  the  last  trimester. 
No  douches  should  be  taken  unless  directed  by 
the  physician. 

Clothing 

Flat-heeled  shoes  should  be  recommended — 
the  ordinary  “Cuban”  heel  is  suggested.  Round 
garters  are  to  be  avoided.  Maternity  corsets  are 
a matter  of  individual  preference,  but  the  physi- 
cian should  have  the  direction  of  the  type  of  ab- 
dominal support  worn.  Clothing  in  general 


should  be  comfortable,  the  shoulders  should  pri- 
marily provide  support,  and  warning  should  be 
given  against  attempting  to  conceal  the  abdom- 
inal protuberance  by  tight  garments. 

Nicotine  and  Alcohol 

It  must  be  recognized  that  modern  living 
necessitates  specific  instructions  about  smoking 
and  drinking.  Nicotine  and  alcohol  are  trans- 
mitted to  the  fetal  circulation.  Smoking  is  per- 
haps best  eliminated.  There  is  more  or  less 
general  agreement  that  more  than  four  cigarettes 
per  day  may  be  harmful.  It  should  be  remem- 
bered that  beverages  high  in  caffeine  content 
may  produce  damaging  effects. 

Mental  Attitude 

Patients  should  be  informed  that  pregnancy 
and  labor  are  natural  processes  and  carry  a mini- 
mum risk  providing  the  expectant  mother  is  will- 
ing to  govern  her  mode  of  living  by  necessary  re- 
strictions requisite  to  proper  prenatal  care.  It 
should  be  recognized  that  the  emotions  may  be 
exaggerated  during  pregnancy  and  proper  at- 
tention given  to  this  fact.  It  is  important,  es- 
pecially with  primiparae,  to  mention  the  ab- 
surdities of  “old  wives  tales”  as  well  as  the  con- 
versational indiscretions  concerning  pregnancy 
which  are  so  often  the  subject  of  discussion 
around  the  bridge  table  or  over  the  back  fence. 
If  there  are  any  questions  concerning  pregnancy, 
they  should  be  answered  by  the  physician. 

Onset  of  Labor 

Patients  should  be  informed  as  to  the  manner 
of  the  onset  of  labor.  Primiparae  should  receive 
special  attention  and  be  informed  as  to  the  char- 
acter of  the  onset  of  pains,  significance  of  “show,” 
and  the  possibility  of  premature  rupture  of  mem 
branes. 

Availability  of  Physician 

The  patient  should  be  informed  as  to  how  the 
physician  may  be  reached  at  all  times.  She 
should  be  encouraged  to  consult  the  physician 
concerning  any  problem  that  pertains  to  her 
pregnancy.  When  patients  are  to  be  hospital- 
ized, proper  instructions  about  this  phase  should 
be  given. 

Significant  Signs  and  Symptoms 

A list  of  significant  signs  and  symptoms  should 
be  given  to  the  patient  with  instructions  to  call 
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the  physician  if  they  occur.  Such  signs  should 
include  vaginal  bleeding,  persistent  headaches, 
edema  of  face  and  extremities,  and  diminution  of 
urinary  output.  This  list  should  cover  the  ordi- 
nary complications  of  pregnancy. 

Diet  and  Therapy 

These  subjects  will  be  covered  in  a separate 
article. 


Instructions 

It  is  most  important  that  the  patient’s  instruc- 
tions be  presented  in  written  or  printed  form, 
otherwise  important  details  are  sure  to  be  neg- 
lected or  forgotten.  A printed  list  of  instruc- 
tions is  a constant  reminder  to  the  patient. 

Physicians  can  expect  proper  cooperation  from 
the  prenatal  patient  only  if  they  assume  absolute 
control  of  the  conduct  of  the  patient  during  preg- 
nancy. We  must  be  definite  with  instructions . 
Assumption  has  caused  many  serious  errors. 


THE  FAMILY  DOCTOR’S  PLACE  SECURE 
“I  take  off  my  hat  to  the  good  general  practi- 
tioner,” said  a famous  specialist  the  other  day. 
Dr.  Terry  M.  Townsend,  well-known  urologist 
and  president,  at  that  time,  of  the  State  Medical 
Society,  was  addressing  the  Kiwanis  Club,  New 
York  City,  on  April  17  on  the  subject,  “Who  is 
Your  Doctor?”  In  the  various  branches  of 
medicine,”  he  said,  “first  comes  the  general 
practitioner,”  and  “nine  times  out  of  ten  he  is 
the  man  you  want.”  Dr.  Townsend  continued: 
“We  are  told  that  he  is  losing  ground,  that  he 
was  all  right  for  the  horse  and  buggy  days,  but 
that  now  everybody  ought  to  have  a specialist. 
Now  I can  speak  on  this  subject  with  some  right 
to  be  believed,  for  I am  a specialist  myself. 
But  I take  off  my  hat  to  the  good  general  practi- 
tioner. Upon  him,  I truly  believe,  depends  the 
health  of  the  race.  At  least  85  per  cent  of  the  ills 
of  the  sick  do  not  call  for  any  skill  not  possessed 
by  his  well-rounded  experience.  He  is  thinking 
in  terms  of  all  parts  of  the  body,  of  the  patient 
as  a unit,  not  as  an  envelope  in  which  are  housed 
the  various  organs  which  pertain  to  his  particu- 
lar specialty.  When  a specialist  is  called,  the 
proper  place  for  him  is  as  adviser  and  assistant  to 
the  general  practitioner . The  specialist  gives  the 
general  practitioner  the  benefit  of  special  knowl- 
edge and  skill  in  instances  where  either  diagnosis 
is  not  fully  determined  or  method  of  treatment  is 
in  doubt.  As  a rule,  it  is  not  to  the  advantage 
of  the  patient  that  the  specialist  should  replace 
the  private  practitioner  in  the  management  of  a 
case,  for  the  specialist’s  knowledge  of  the  pa- 
tient, the  history  of  the  ailment,  the  entire  back- 
ground of  the  family  problem,  is  too  little  wholly 
to  supplant  the  physician  in  charge.  Of  course, 
if  surgery  is  needed,  the  surgeon  performs  the 
operation,  and  is  responsible  for  the  after-care, 
but  as  to  whether  an  operation  is  required  at  all 
and  when  it  should  be  done,  the  family  doctor’s 
verdict,  with  the  advice  of  the  specialist,  is  of 
the  highest  value.  There  are,  of  course,  various 
degrees  of  participation  in  a case  by  the  specialist, 
but  this  should  be  decided  by  the  family  doctor, 
not  by  the  patient. 

“Too  often,  in  this  age  of  specialization,  the 
patient  takes  a short  cut  direct  to  the  specialist, 
thinking  he  is  saving  time  and  money.  Here, 
indeed,  ‘a  little  knowledge  is  a dangerous  thing.’ 
For,  in  effect,  when  the  patient  decides  what 


kind  of  specialist  to  select,  he  is  diagnosing  his 
own  case,  which  it  is  impossible  for  him  to  do. 
Even  if  he  is  a physician  himself,  he  cannot  safely 
diagnose  his  own  case,  and  invariably  when  ill, 
doctors  place  themselves  in  the  hands  of  another 
physician. 

“I  wish  to  emphasize  again  that  you  will  be 
better  off  if  you  do  not  consult  the  specialist 
directly,  but  go  first  to  your  family  doctor. 
Perhaps  I would  do  well  at  this  point  to  amplify 
the  matter  in  greater  detail.  As  I have  said 
before,  if  there  are  no  complications,  doubts,  or 
findings  that  require  skills  not  possessed  by  the 
general  practitioner,  a specialist  is  not  needed  at 
all.  Suppose  that  a patient,  with  a limited 
knowledge  of  the  practice  of  medicine,  but  know- 
ing there  are  such  men  as  specialists,  decides,  for 
example,  to  consult  what  is  known  as  a gastro- 
enterologist because  he  feels  uncomfortable  in 
the  region  of  his  stomach.  The  man  he  picks 
will  be  one  who  specializes  in  diseases  of  the 
intestinal  tract.  But  the  patient  is  not  as  smart 
as  he  thinks  he  is.  A pain  in  the  region  of  the 
stomach  may  mean  appendicitis  or  even  heart 
trouble,  and  have  nothing  whatever  to  do  with 
the  stomach.  When  the  patient  makes  his  selec- 
tion of  a specialist,  he  is,  in  fact,  trying  to  prac- 
tice medicine  on  himself  and  diagnosing  his  own 
case.  Now  even  if  he  were  a doctor,  he  would  be 
foolish  to  try  to  diagnose  his  own  case,  and  not 
being  a doctor,  he  is  doubly  foolish.  For  just  as 
the  specialist  has  a greater  knowledge  and  ex- 
perience in  his  specialty,  when  the  case  falls  within 
that  specialty,  so  he  is  probably  less  familiar  with 
general  diagnosis  which  is  the  province,  the 
specialty,  if  I may  use  the  term,  of  the  general 
practitioner.  So  we  see  examples  of  people 
going  from  one  kind  of  specialist  to  another,  in  a 
fruitless  effort  to  diagnose  their  own  cases. 
And  they  complain  about  the  high  cost  of  medical 
care.  If  they  had  gone  to  a general  practitioner 
in  the  beginning,  the  nature  of  the  disease  might 
have  been  learned  at  once,  and  the  problem 
solved  at  little  trouble  and  expense.  If  this  were 
not  possible,  such  a patient  would  be  referred 
directly  to  the  kind  of  specialist  needed,  and  a 
selection  when  made  by  the  family  doctor  would 
be  more  likely  to  result  in  getting  a good  man 
than  a choice  made  by  the  patient  who  can  do 
little  more  than  guess  at  the  specialist’s  ability.” 


Medical  News 


Pneumonia  Deaths  Increase 


A decline  in  the  infant  mortality  rate  and  an 
increase  in  the  number  of  deaths  from 
pneumonia  were  the  outstanding  features  of  the 
vital  statistics  for  New  York  City  during  the 
week  ending  Saturday,  May  11,  according  to 
Registrar  of  Records  Thomas  J.  Duffield,  in  his 
weekly  report  to  Health  Commissioner  John  L. 
Rice. 

“The  infant  death  rate,”  says  the  report, 
“which  (after  being  far  below  the  average  for  the 
first  three  months  of  the  year)  rose  to  above  40 
in  the  first  week  of  April  and  remained  above  the 
rate,  dropped  to  36.0  per  thousand  five  births. 
This  is  slightly  below  the  expected  value.  Drops 
of  9 each  in  the  infant  deaths  ascribed  to  pneu- 
monia and  charged  to  prematurity  were  respon- 


sible for  the  decline  from  the  rate  of  the  previous 
week. 

“The  general  death  rate  for  the  week  was  10.7 
per  thousand  of  population;  1,574  deaths  were 
reported.  This  rate  is  one-tenth  of  a point 
higher  than  that  of  the  preceding  week  and  one- 
half  a point  above  the  expected  value  for  the 
week.  It  is  the  same,  however,  as  the  rate  for 
the  corresponding  week  of  1939. 

“One  of  the  factors  in  the  rise  of  the  general 
death  rate  was  an  increase  of  15  in  the  number  of 
deaths  from  pneumonia.  Although  the  number 
of  new  cases  of  pneumonia  has  been  decreasing 
during  the  past  two  weeks,  deaths  in  the  week 
just  closed  numbered  84,  as  compared  with  69 
in  the  previous  week.” 


Meeting  of  the  New  York  City  Board  of  Health 


Three  important  matters  engaged  the  atten- 
tion of  the  New  York  City  Board  of  Health 
at  their  regular  meeting  on  May  14 — namely,  a 
decision  on  the  requirements  for  milk  sold  in 
New  York  City,  the  approval  of  “ high-tempera  - 
ture,  short-time”  pasteurization  of  milk,  and  the 
adoption  of  an  entirely  new  revision  of  those 
sections  of  the  Sanitary  Code  dealing  with  the 
sale  and  distribution  of  drugs,  devices,  and  cos- 
metics. 

The  Board  reached  agreement  on  the  require- 
ments for  milk,  and  the  provisions  of  the  Sanitary 
Code  are  to  be  amended  to  provide  the  following : 
All  milk  shall  be  designated  “Approved  Milk”; 
the  bacteria  count  of  the  milk  as  delivered  to  the 
consumer  shall  not  exceed  30,000  per  cc. ; butter- 
fat  content  not  less  than  3.3  per  cent ; total  solids 
not  less  than  11.5  per  cent;  standardization  of 
milk  not  authorized ; age  limit  between  pasteuri- 
zation and  sale  to  the  consumer  forty-eight  hours ; 
tuberculin  testing  of  all  cows  required.  An  im- 
provement in  the  cap  of  the  container  is  re- 
quired. Such  cap  or  closure  must  satisfactorily 
protect  the  milk  from  contamination,  must  com- 
pletely and  effectively  cover  the  pouring  Up  of 
the  bottle  or  single  service  container,  and  must 
be  of  such  type  that  its  removal  and  replace- 
ment is  capable  of  being  readily  detected. 

The  Board  of  Health  agreed  that  milk  with  a 
distinctly  higher  butterfat  content  should  be 
recognized,  provided  the  butterfat  is  at  least 
4.2  per  cent.  Milk  dealers  desiring  to  sell  such 
milk  will  be  permitted  to  show  this  butterfat 
content  on  the  bottle  cap. 

The  entire  bottle  cap  is  to  be  reserved  for  the 
printed  information  required  by  the  Department 
of  Health  Regulations,  and  no  trade  name  or 
other  insignia  will  be  permitted  thereon.  Simi- 
larly in  the  case  of  single  service  paper  containers 
a space  shall  be  reserved  for  such  required  printed 
information. 

The  Board  of  Health  will  not  concern  itself 
with  trade  names,  etc.,  and  such  may  be  used  in 
advertising  and  elsewhere  on  the  bottle  or  con- 
tainer provided  they  are  not  false  or  misleading. 


Commenting  on  the  Board’s  decision,  Health 
Commissioner  Rice  said,  “I  can  assure  the  public 
that  all  milk  that  meets  these  new  standards  will 
be  safe  and  wholesome  and  may  confidently  be 
used  for  infant  feeding.  I can  see  no  reason  why 
these  new  requirements,  which  are  now  being  met 
by  actual  performance,  should  increase  the  price 
of  milk  to  the  consumer.” 

For  several  years  the  Department  has  studied 
the  “high-temperature,  short-time”  pasteuriza- 
tion for  milk.  Careful  consideration  has  been 
given  to  the  process  as  well  as  to  the  automatic 
apparatus  proposed  for  such  purpose.  The  De- 
partment is  satisfied  that  this  method  with  the 
improved  equipment  has  now  reached  the  point 
where  its  use  should  be  allowed  in  New  York  City. 
The  Board  of  Health  has  accordingly  approved 
this  new  pasteurization  process  which  calls  for 
the  heating  of  milk  to  a temperature  of  160  F. 
for  15  seconds. 

The  third  important  item  on  which  the  Board 
took  definite  action  was  the  adoption  of  an  en- 
tirely new  revision  of  those  sections  of  the  Sani- 
tary Code  that  deal  with  the  sale  and  distribu- 
tion of  drugs,  devices,  and  cosmetics.  This  ac- 
tion was  taken  after  long  consideration  and  study 
by  the  Department  of  Health  and  numerous 
conferences  and  consultations  with  the  trade  and 
others  interested  and  concerned. 

The  revised  sections  now  adopted  represent  a 
marked  advance  for  the  protection  of  the  public 
and  have  been  drafted  to  conform  to  the  provi- 
sions of  the  new  Federal  Food  and  Drug  Act 
and  the  similar  law  recently  enacted  by  the  State 
Legislature.  Certain  specified  drugs  may  be 
sold  only  on  a physician’s  prescription;  the 
presence  of  certain  active  drugs  in  others  must 
be  clearly  indicated  on  the  label;  if  certain 
habit -forming  drugs  are  present,  the  preparation 
must  bear  a warning  to  that  effect;  there  are 
strict  provisions  against  false  and  misleading 
labeling  and  extravagant  claims;  the  publica- 
tion of  false  advertisements  is  prohibited. 

The  revised  drug,  devices,  and  cosmetic  sec- 
tions become  effective  July  1,  1940. 
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County  News 


Bronx  County 

With  cooperation  from  the  Bronx  County 
Medical  Society,  the  Bronx  Tuberculosis  and 
Health  Committee,  and  the  Cancer  Committee, 
Tremont  Health  Center  arranged  a series  of 
lectures,  film  showings,  and  exhibits  for  Man- 
hattan College,  242nd  Street  and  Broadway,  for 
the  week  of  April  22  to  27. 

Dr.  Louis  A.  Friedman,  district  health  officer, 
spoke  on  “The  Facilities  and  Functions  of  the 
Department  of  Health”;  Dr.  Charles  Helman 
on  “Nutrition  in  Relation  to  Health”;  Dr. 
George  Schwartz  on  “Heart  and  Circulation”; 
Dr.  Clinton  Martin  on  “Social  Hygiene”; 
Dr.  Irving  Cheifetz  on  “Tuberculosis”;  and  Dr. 
George  T.  Pack  on  “Cancer.” 

Cattaraugus  County 

A testimonial  dinner  for  Dr.  John  H.  Korns, 
of  Olean,  who  has  been  superintendent  of  Rocky 
Crest  Sanatorium  and  director  of  tuberculosis 
work  in  Cattaraugus  County  and  who  has  ac- 
cepted a similar  position  in  Westchester  County, 
and  for  Mrs.  Korns,  was  attended  by  more  than 
two  hundred  friends  at  the  Bartlett  Country 
Club  in  Olean  on  April  30. 

Many  were  the  tributes  to  Dr.  Korns  for  his 
record  in  the  fight  against  tuberculosis  in  Cat- 
taraugus County,  coming  not  only  from  local 
officials  but  from  state  and  national  dignitaries 
as  well.  Letters  were  received  and  read  by  Dr. 
H.  R.  O’Brien,  county  commissioner  of  health, 
from  Dr.  Thomas  Parran,  Jr.,  surgeon  general 
of  the  United  States  Public  Health  Service; 
Dr.  E.  S.  Godfrey,  Jr.,  New  York  State  Com- 
missioner of  Health;  Dr.  Robert  Plunkett, 
superintendent  of  sanatoriums  in  the  state; 
Dr.  Kendall  Emerson  of  the  National  Tuber- 
culosis Association;  Dr.  R.  M.  Atwater  of  the 
American  Public  Health  Association  and  former 
Cattaraugus  County  Health  Commissioner; 
Homer  Folks  of  the  State  Charities  Aid  Associa- 
tion; and  Frank  G.  Boudreau,  director  of  the 
Milbank  Memorial  Fund. 

Dr.  T.  J.  Holmlund,  president  of  the  Catta- 
raugus County  Medical  Society,  presented  Dr. 
and  Mrs.  Korns  with  a sterling  silver  bowl,  the 
gift  of  friends  throughout  the  county. 

Chautauqua  County 

The  Jamestown  Medical  Society  held  a din- 
ner meeting  on  April  25  at  the  Hotel  Jamestown, 
Dr.  Henry  G.  Morris  presiding.  Dr.  Carl 
Wiggers,  professor  of  psychology  at  Western 
Reserve  University,  Cleveland,  spoke  on  “Psy- 
chology, Its  Advancement  and  Its  Application 
to  the  Practice  of  Medicine.”  Dr.  F.  R. 
Weedon,  new  director  of  laboratories,  was  intro- 
duced as  a new  member.  He  spoke  at  the  meet- 
ing on  May  30. 

Clinton  County 

Clinton  County  physicians  are  reported  up  in 
arms  against  a recent  action  taken  by  the  Board 
of  Supervisors  to  curtail  medical  relief  costs. 
The  doctors  claim  that  they  are  already  giving 
their  services  in  relief  cases  for  fees  scaled  down 
to  less  than  half  of  normal  fees.  The  latest  move 
of  the  supervisors  will  not  only  reduce  the  fees 
still  further  but  may  actually  increase  the  amount 
of  work  the  doctors  are  called  upon  to  do  with- 


out giving  them  any  compensation  for  the  in- 
crease. 

A special  meeting  of  the  Clinton  County 
Medical  Society  was  held  in  Plattsburg  on  April 
22.  The  situation  was  discussed  at  length,  and 
a committee  was  appointed  to  meet  with  the 
supervisors  and  attempt  to  make  other  arrange- 
ments. 

A spokesman  for  the  medical  society  said: 
“While  we  physicians,  as  taxpayers  and  public 
spirited  citizens,  sympathize  with  the  efforts  of 
the  Board  of  Supervisors  to  reduce  welfare  costs, 
we  should  not  be  asked  to  carry  the  whole  burden 
of  this  effort.  We  have  always  cooperated  with 
the  county,  as  shown  by  our  willingness  to  ac- 
cept greatly  reduced  fees  for  the  work  done  for 
welfare  patients.  We  consider  that  in  accepting 
these  reduced  fees  we  are  actually  giving  part  of 
our  services  free.  Now  we  are  being  called  upon 
to  give  still  more,  yet  see  no  great  effort  being 
made  to  curtail  expense  in  other  directions; 
certainly  no  other  individual  or  group  is  being 
asked  to  make  the  sacrifice  that  is  demanded  of 
us.  We  hope  to  be  able  to  adjust  the  matter 
satisfactorily  with  the  Board  of  Supervisors  but 
are  prepared  to  go  further  if  necessary  to  protect 
our  rights.” 

Delaware  County 

Dr.  Robert  Brittain,  of  Downsville,  who  has 
been  practicing  medicine  for  fifty  years  and  a 
goodly  part  of  it  in  the  Downsville  area,  was 
given  a reception  on  Tuesday,  May  21,  by  the 
Delaware  County  Medical  Society.  The  dinner 
was  served  at  6:30  p.m.,  to  the  doctors  in  at- 
tendance, after  which  they  repaired  to  the 
Opera  House,  where  a large  gathering  of  friends 
were  assembled  and  where  the  toasts  and  talks 
were  given  from  the  stage. 

Dr.  Brittain  comes  from  a line  of  physicians. 
His  great  grandfather  was  among  the  first  to  be 
given  a diploma  in  this  state.  His  grandfather 
and  uncle  were  railroad  surgeons  on  the  Erie  for 
years,  having  charge  of  the  surgical  work  be- 
tween Port  Jervis  and  Susquehanna  on  the 
Delaware  Division,  and  residing  at  Cochecton, 
Sullivan  County.  Dr.  Brittain  did  much  to 
eliminate  typhoid  fever  in  the  town  of  Col- 
chester by  sanitary  means  and  to  eradicate 
diphtheria  by  immunization. 

Dutchess  County 

The  Dutchess  County  Medical  Society,  at  a 
regular  meeting  on  May  1 in  Poughkeepsie  at 
the  Amrita  Club,  heard  a discussion  about 
“Proptose  Eye  as  a Diagnostic  Problem,”  by 
Dr.  Ralph  I.  Lloyd,  consulting  ophthalmologist 
of  Brooklyn. 

Jefferson  County 

The  Jefferson  County  Medical  Society  held 
its  regular  monthly  meeting  at  the  Black  River 
Valley  Club  on  May  2.  The  speaker  was  Dr. 
Richard  Kovacs,  who  discussed  galvanic  and  low 
frequency  currents,  electrodiagnosis,  and  physi- 
cal therapy  in  gynecology. 

Kings  County 

The  annual  outing  of  the  North  Brooklyn 
Medical  Society  will  be  held  on  June  13  at  the 
Brookfield  Country  Club. 
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Dr.  Henry  H.  Morton,  of  Brooklyn,  widely 
known  authority  on  venereal  diseases  and  pro- 
fessor emeritus  of  genitourinary  ailments  at 
Long  Island  College  Hospital,  died  at  the  age  of 
80  in  Gulfport,  Florida,  on  May  3. 

Dr.  Morton  wrote  Genito-  Urinary  Diseases 
and  Syphilis  in  1902,  a textbook  that  subse- 
quently was  revised  through  six  editions.  He 
was  sent  to  Austria  in  1925,  when  physicians 
there  originated  a method  of  treating  paresis 
patients  by  infecting  them  with  malaria.  When 
he  returned  he  encountered  considerable  diffi- 
culty in  starting  the  treatment,  as  malaria  was 
practically  unknown  in  New  York  City. 

Monroe  County 

Dr.  William  F.  Clark,  honor  graduate  of  the 
University  of  Rochester  Medical  School,  re- 
ceived the  Bausch  & Lomb  award  at  the  annual 
meeting  of  the  Rochester  Academy  of  Medicine 
on  May  1. 

A council  of  judges  of  the  academy  makes  the 
award  each  year  to  a graduate  honor  student  for 
the  best  thesis  for  the  advancement  of  medical 
progress. 

Dr.  Clark,  now  associated  with  the  Geisinger 
Memorial  Hospital  at  Danville,  Pennsylvania, 
will  join  the  staff  of  the  University  of  Rochester 
Medical  School  on  July  1 in  the  department  of 
pathology. 

Dr.  Albert  D.  Kaiser,  president  of  the  Monroe 
County  Medical  Society,  was  the  guest  speaker 
at  a luncheon  meeting  of  the  Monroe  County 
Health  Group,  at  the  Roxbury  Inn  on  May  2. 

Dr.  Kaiser  spoke  on  “Children  in  a Democ- 
racy.” 

Nassau  County 

The  Nassau  County  Medical  Society  met  at 
the  Cathedral  House  on  April  30.  Dr.  Norman 
Plummer,  of  the  New  York  and  Manhattan 
state  hospitals,  discussed,  “Pneumonia,  Diag- 
nosis and  Treatment,”  illustrated  with  motion 
pictures. 

The  society  held  its  annual  meeting  and  elec- 
tion of  officers  on  May  28. 

A special  committee  of  the  Nassau  Medical 
Society  will  cooperate  with  parent-teacher  as- 
sociations in  the  improved  summer  round-up 
program  of  preschool  children,  according  to  the 
Nassau  Medical  News. 

“The  national  program,”  states  the  News, 
“is  now  based  upon  an  appeal  to  parents  to  take 
the  preschool  child  to  the  family  physician  who 
will  not  merely  discover  physical  defects  but 
also  assist  in  securing  their  correction. 

“In  Nassau  County  there  are  several  parent- 
teacher  associations  experimenting  with  this 
new  system.  The  medical  society  is  cooperating 
through  a special  committee  recently  created  for 
the  purpose  and  is  pleased  to  offer  its  services  to 
any  group  that  wishes  to  undertake  the  work.” 

The  Medical  News  explains  the  new  plan  as 
follows : 

“The  parent  is  provided  with  a copy  of  the 
official  school  examination  form  which  she  takes 
to  her  own  physician  with  the  child  to  be  ex- 
amined. When  this  form  is  filled  out  and  signed 
by  the  examining  physician,  it  becomes  part  of 
the  official  school  health  record  of  the  child  and 
makes  it  unnecessary  for  the  school  medical 
inspector  to  examine  him  when  school  opens. 


“This  makes  available  more  of  the  doctor’s 
time  for  the  examination  of  those  children  who 
have  not  been  reached  in  the  round-up  and  re- 
sults in  a better  examination  for  that  group  as 
well  as  for  those  whose  parents  have  cooperated. 

“The  summer  round-up  committee  of  the 
medical  society  will  be  pleased  to  assist  local 
parent-teacher  associations  in  the  preparation 
of  publicity  material  or  in  securing  the  coopera- 
tion of  local  physicians  and  has  available  a 
limited  supply  of  examination  blanks  especially 
arranged  for  the  convenience  of  the  doctors  who 
make  the  examinations.” 

New  York  County 

More  than  half  the  applicants  for  membership, 
at  a recent  meeting  of  the  Medical  Society  of  the 
County  of  New  York,  were  graduates  of  foreign 
universities,  more  especially  of  Germany  and 
Austria,  notes  a correspondent  of  the  New  York 
Medical  Week,  and  he  observes: 

“Those  familiar  with  the  history  of  our  medical 
profession  in  New  York  will  recall  the  unusual 
influx  of  fugitive  physicians  after  the  1848 
rapidly  suppressed  semirevolution  in  Prussia. 
They  may  also  recall  the  extensive  immigration 
of  German  physicians  after  the  Franco-German 
war  in  1870.  At  that  time  the  German  physicians 
were  loathe  to  join  American  medical  societies. 
Imbued  as  they  were  with  an  inflated  superiority 
complex,  they  built  up  German-speaking  medical 
societies,  which  formed  the  “fifth  column”  for 
dissemination  of  so-called  German  culture, 
propagated  by  German  officialdom. 

“Things  have  changed.  Today  the  foreign 
physicians  fully  realize  that  American  medicine 
has  made  great  strides  and  is  equal,  if  not  by  far 
more  scientific,  than  medicine  of  Europe.  They 
join  the  society  to  learn  many  things  neglected 
in  German  universities.  They  join  to  become 
assimilated  with  the  progressive  medical  men  of 
the  United  States.” 

The  New  York  Surgical  Society  met  on  May  8 
at  the  New  York  Academy  of  Medicine,  with 
this  program : 

(1)  Gangrene  of  the  Face  in  an  Infant — 
Plastic  Repair  and  Contracture  of  the  Neck  from 
Burns — Plastic  Repair  by  Dr.  Fenwick  Beekman. 

(2)  Colectomy  for  Ulcerative  Colitis  with 
Restoration  by  Ileosigmoidostomy ; Devine  Pro- 
cedure for  Treatment  of  Surgical  Lesions  of  the 
Left  Colon — 2 Cases;  Primary  Resection  of 
Sigmoid  for  Advanced  Carcinoma;  Primary 
Posterior  Resection  of  Rectosigmoid  for  Adenoma 
with  End-to-End  Restoration  by  Dr.  John  H. 
Morris. 

(3)  Successful  Suture  of  Stab  Wounds  of  the 
Heart — 2 Cases  by  Dr.  Joseph  B.  Stenbuck. 

(4)  Adrenal  Cortical  Carcinoma  with  Hir- 
sutism and  Obesity  by  Dr.  Morris  K.  Smith. 

(5)  Cases  illustrating  the  paper  of  the  evening 
by  Dr.  Grant  Pennoyer. 

The  paper  of  the  evening  was  “Peripheral 
Arterial  Disease,”  by  Dr.  Grant  Pennoyer. 

The  second  annual  concert  of  the  Doctors’  Or- 
chestral Society  of  New  York,  again  with  Ignatz 
Waghalter  as  conductor,  at  Town  Hall,  Friday 
evening,  May  10,  gave  this  interesting  program : 
The  Fifth  Symphony  by  Tschaikowsky,  a Czech 
number  by  Smetana,  Wagner’s  “Tristan  and 
Isolde,”  Goldmark’s  “Sakundala”  overture.  The 
soloist  was  the  well-known  tenor,  Dr.  Leopold 
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Glushak,  in  excerpts  from  Wagner’s  “Meister- 
singer”  and  “Lohengrin,”  also  from  Mozart’s 
“Don  Giovanni.” 

The  New  York  Society  for  Thoracic  Surgery, 
at  its  meeting  on  May  10  at  the  New  York 
Academy  of  Medicine,  listened  to  the  following 
papers:  (1)  Modifications  of  the  Monaldi  In- 
strument and  Technique  by  Dr.  Louis  R. 
Davidson;  (2)  Cysts  of  the  Lung  by  Dr.  Richard 
H.  Dieffenbach  and  Dr.  Henry  A.  Brodkin; 
(3)  Surgical  Ligation  of  Patent  Ductus  Arteriosus 
by  Dr.  George  H.  Humphreys;  (4)  Two  Cases 
Simulating  Coronary  Artery  Aneurysm — Dif- 
ferential Diagnosis  with  Intravenous  Diodrast 
by  Dr.  Samuel  A.  Thompson;  (5)  Subtotal 
Pneumonectomy  for  Bronchiectasis  by  Dr. 
Charles  W.  Lester;  (6)  Posterior  Mediastinal 
Neurofibroma  of  Intraspinal  Origin  by  Dr. 
Arthur  S.  Touroff. 

A combined  meeting  of  the  New  York  Neuro- 
logical Society  and  the  Section  of  Neurology  and 
Psychiatry  of  the  Academy  was  held  on  May  7. 
The  papers  of  the  evening  were:  (1)  Periodic 
Dullness  As  an  Epileptic  Equivalent  by  Dr. 
H.  H.  Merritt  (Boston)  and  Dr.  Tracy  J. 
Putnam — discussion  by  Dr.  Richard  M.  Brick- 
ner;  (2)  Electroencephalographic  Localization 
of  Focal  Cerebral  Lesions  by  Dr.  Herbert 
Jasper  (Montreal) — discussion  by  Dr.  Leo  M. 
Davidoff ; and  (3)  The  Repetitive  Core  of 
Neurosis  by  Dr.  Lawrence  S.  Kubie — discussion 
by  Dr.  Bertram  D.  Lewin. 

The  program  of  the  Russian  Medical  Society  of 
New  York,  on  April  29,  at  Squibb  Hall  was  as 
follows:  “Radiotherapy  of  Cancer  and  Non- 
Malignant  Diseases” — (a)  Clinical  Aspects  by 
Dr.  Albert  Kean,  by  invitation;  (b)  Pathological 
Aspects  by  Dr.  Angelo  Sala,  by  invitation. 
There  was  a general  discussion. 

The  Harlem  Medical  Association  met  at 
Squibb  Hall  on  May  1 and  listened  to  the  follow- 
ing addresses: 

(1)  Haematuria:  (a)  Its  Causes;  (b)  Diag- 
nosis; (c)  Treatment,  by  Dr.  Thomas  J.  Kir- 
win,  attending  surgeon,  James  Buchanan  Brady 
Urological  Foundation,  New  York  Hospital,  and 
New  York  City  Hospital. 

(2)  Plastic  Surgery:  Cases  for  Clinical  Pres- 
entation: (a)  Mishandled  Bust  Cases;  (b) 

Properly  Handled  Bust  Cases;  (c)  Mishandled 
Rhinoplasty;  (d)  Mishandled  Nasal  Reconstruc- 
tion, by  Dr.  Keith  Kahn,  plastic  surgeon, 
Lutheran  Hospital,  New  York  City,  and  consult- 
ing plastic  surgeon,  Northern  Westchester 
Hospital,  Mount  Kisco,  New  York. 

(3)  Complete  Avulsion  of  Skin  and  Sub- 
cutaneous Tissue  of  the  Foot;  Compound  Frac- 
ture of  All  Toes;  Plastic  Operations,  by  Dr. 
Herbert  E.  Stein,  associate  surgeon,  Hospital 
for  Joint  Diseases,  New  York  City. 

Onondaga  County 

Dr.  Frederick  S.  Wetherell  addressed  the 
Onondaga  County  Medical  Society  at  its  meeting 
on  April  30  at  the  College  of  Medicine  on 
“Nodular  (Adenomatous)  Goiter.” 

Orange  County 

The  second  annual  Health  Institute  of  Orange 
County,  under  the  auspices  of  the  Medical  So- 
ciety of  the  County  of  Orange  and  its  woman’s 


auxiliary,  was  held  in  the  Goshen  Theatre  on 
May  2. 

The  program  consisted  of  three  educational 
talks  by  Orange  County  physicians,  on  current 
medical  subjects,  and  a motion  picture. 

Queens  County 

These  addresses  featured  the  program  of  the 
Medical  Society  of  the  County  of  Queens  at  its 
meeting  on  April  30:  “Frozen  Sleep  Therapy  in 
Cancer,”  by  Dr.  John  C.  A.  Gerster,  surgeon, 
Lenox  Hill  Hospital,  and  surgeon,  Skinand  Cancer 
Unit — P.G. ; “Malignancy  of  the  Large  Bowel 
and  Rectum,”  by  Dr.  Chas.  Gordon  Heyd, 
surgeon,  Post-Graduate  Hospital,  and  consult- 
ant, Woman’s  Hospital. 

The  Friday  afternoon  talks  on  May  3 and  17, 
respectively,  were  as  follows: 

“Why  Women  Live  Through  Childbirth.” 
(Talk  divided  into  two  parts;  the  second  part 
devoted  to  a discussion  of  the  ordinary  clinical 
problems  affecting  the  obstetrician),  by  Dr. 
Edward  A.  Schumann,  professor  of  obstetrics, 
University  of  Pennsylvania  Medical  College. 

“Carcinoma  of  the  Rectum  and  Colon,”  by 
Dr.  Frank  C.  Yeomans,  surgeon,  Polyclinic; 
consultant  proctologist,  Cancer  Institute;  as- 
sociate surgeon,  New  York  Hospital.  Dr. 
Yeomans’  talk  included:  occurrence;  physical 
and  instrumental  examination;  differential  diag- 
nosis; laboratory  aids;  treatment — irradiation, 
electrosurgery,  crymotherapy  (artificial  hiber- 
nation), and  surgery;  operability;  choice  of 
operation — one-stage  and  two-stage  procedures. 

Dr.  Alfred  Calvelli,  of  Inwood,  has  been  elected 
president  of  the  Rockaway  Medical  Society  for 
the  ensuing  year.  Other  officers  elected  were: 
Dr.  Herbert  Gordon,  of  Far  Rockaway,  vice- 
president;  Dr.  Irving  G.  Frohman,  Rockaway 
Beach,  treasurer;  Dr.  Griswold  D.  Nammack, 
Far  Rockaway,  secretary. 

The  election  was  held  at  a dinner  meeting  at 
the  Lawrence  Village  Park  Clubhouse. 

Richmond  County 

A forum  on  medical  jurisprudence,  the  first  of 
its  kind  in  years,  sponsored  by  the  Richmond 
County  Bar  Association  and  the  Richmond 
County  Medical  Society,  was  held  on  May  2 at 
the  Meurot  Club,  St.  George. 

The  forum  preceded  by  an  informal  dinner, 
had  as  principal  speaker  Dr.  George  I.  Swetlow, 
professor  of  medical  jurisprudence  at  Brooklyn 
College.  Prominent  in  the  field  of  neurology 
and  psychiatry,  Dr.  Swetlow  spoke  on  “Hysteria 
and  Malingering.” 

St.  Lawrence  County 

Dr.  Samuel  W.  Close,  Gouverneur,  was  guest 
of  honor  at  the  meeting  of  the  St.  Lawrence 
County  Medical  Society  at  Canton,  on  May  3, 
at  which  the  county’s  physicians  went  on  record, 
with  only  two  dissenting  votes,  in  favor  of  the 
“Utica  Insurance  Medical  Plan.”  Dr.  Close 
celebrated  his  83rd  birthday  May  3,  as  well  as 
the  anniversary  of  entering  practice  in  St. 
Lawrence  County  fifty-five  years  ago. 

Dr.  Robert  J.  Reynolds,  of  Potsdam,  secre- 
tary of  the  society,  submitted  the  resolution 
favoring  the  “Utica  Plan”  which  will  provide 
medical  care  in  return  for  annual  charge  of 
$16.80  for  the  heads  of  families,  $13.80  for  wives 
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and  for  dependents  between  the  ages  of  16  and 
18,  and  $8.40  for  each  child  under  that  age. 

Persons  subscribing  to  the  plan  will  have  the 
choice  of  calling  any  physician  who  is  a member. 
The  first  two  calls  of  any  one  illness  must  be 
paid  by  the  patient  and  the  plan  goes  into  effect 
on  calls  that  follow. 

Physicians  operating  on  a rate  scale  similar 
to  that  of  Canton  will  benefit  to  some  extent  for 
their  calls,  as  the  plan  provides  for  $2.00  for 
office  calls  and  $3.00  for  outside  calls.  At 
present,  Canton  physicians  charge  $1.00  for 
office  calls  and  $2.00  for  outside  calls. 

Dr.  Richard  Kovacs,  of  New  York  City,  was 
the  guest  speaker  at  the  meeting,  his  subject 
being  “Electrodiagnosis.”  He  illustrated  his 
lecture  with  pictures  of  the  uses  of  various  ap- 
paratus now  being  developed. 

A luncheon  opened  the  meeting  at  1 p.m. 
Dr.  David  Mills,  Gouverneur,  president  of  the 
society,  presided. 


Suffolk  County 

The  Suffolk  County  Medical  Society  met  at 
Smithtown  on  April  24  and,  without  a single 
dissenting  voice,  voted  to  uphold  the  ordinance 
of  the  Suffolk  County  Health  Department  regard- 
ing compulsory  pasteurization  of  milk.  The 
ordinance  adopted  by  the  Board  of  Health  on 
October  18,  1939,  reads  “Be  it  resolved  that  on 
and  after  July  1,  1940,  all  milk  sold  or  offered  for 
sale  in  Suffolk  County,  except  certified  milk,  shall 
be  pasteurized.”  Discussion  of  the  measure  be- 
fore voting  brought  out  the  fact  that  the  sale  of 
raw  milk  is  not  banned  by  the  present  ordinance 
provided  the  milk  is  produced  in  conformity  with 
the  standards  of  cleanliness  and  sanitary  re- 
quirements set  forth  by  the  State  Department  of 
Health  for  certified  milk.  The  purpose  of  the 
resolution  is  to  prevent  a recurrence  of  epidemics 
of  milkborne  diseases  such  as  have  occurred  in 
the  past. 


Deaths  of  New  York  State  Physicians 


Name 

Age 

Medical  School 

Date  of  Death 

Residence 

John  R.  Brownell 

63 

Chicago  Horn. 

April 

10 

Perry 

Ernest  M.  Clerihew 

72 

Queens  Canada 

April 

25 

Manhattan 

John  Cotton 

90 

Harvard 

April 

27 

Burnt  Hills 

Calvin  B.  Coulter 

51 

P.  & S.  N.  Y. 

May 

9 

Manhasset 

Walter  T.  Diver 

56 

Albany 

April 

8 

Troy 

Elmer  E.  Eddy 

76 

Buffalo 

March  14 

Redwood 

Roland  R.  Johnson 

58 

L.  I.  C.  Hosp. 

April 

29 

Brooklyn 

Thomas  D.  Macdonald 

59 

P.  & S.  Balt. 

April 

25 

Central  Valley 

Henry  M.  Mills 

70 

L.  I.  C.  Hosp. 

April 

26 

Brooklyn 

Henry  H.  Morton 

78 

L.  I.  C.  Hosp. 

May 

3 

Brooklyn 

Fernando  Roys 

94 

Northwestern 

April 

26 

Syracuse 

Walter  J.  Smith 

57 

Albany 

April 

25 

Brooklyn 

ROCHESTER  STARTED  SOMETHING 

Volunteer  blood  donor  organizations,  with  a 
total  membership  close  to  98,000,  now  serve 
fifty-six  communities  throughout  the  country  as 
the  result  of  the  influence  of  an  organization  that 
began  in  Rochester,  New  York,  only  three  years 
ago,  Arthur  John  Collinson,  Rochester,  points 
out  in  the  March  issue  of  Hygeia,  The  Health 
Magazine. 

Known  as  the  Legion  of  Blood  Donors,  the 
Rochester  association  up  to  January,  1940,  had 
contributed  more  than  970  transfusions,  given 
without  pay  from  anonymous  donors.  The  Le- 
gion owes  much  of  its  effectiveness  to  the  simple 
way  in  which  it  is  run  and  the  speed  with  which 
requests  for  blood  are  answered.  Volunteers 
get  in  touch  with  the  Times -Union  newspaper, 
which  cooperated  with  a radio  broadcaster  in 
founding  the  organization.  Arrangements  are 
made  to  have  the  volunteers’  blood  typed  into 
one  of  the  four  classifications  at  a local  hospital. 
With  ovei  1,200  names  on  file,  the  Legion  loses 
little  time  in  finding  a proper  donor.  Often  a 
general  appeal  is  made  in  a radio  announcement. 

Radio  stations  have  cooperated  in  sponsoring 
the  plan  in  other  cities. 


OPTOMETRY  NOT  ENOUGH 

School  physicians  and  nurses  discover  many 
cases  of  defective  vision  and  advise  the  parents 
to  take  the  children  to  a physician  for  diagnosis 
and  treatment.  This  advice  is  important,  ob- 
serves the  Journal  of  the  Medical  Society  of 
New  Jersey,  because  many  cases  of  defective 
vision  are  caused  by  pathologic  changes  in  the 
eye  itself,  or  some  disturbance  elsewhere  in  the 
body — conditions  which  an  optometrist  is  in 
capable  of  diagnosing  or  treating.  The  physician 
is  the  proper  one  to  decide  whether  an  individual 
case  needs  the  services  of  a specialist  and  what 
kind  of  specialist. 

Furthermore,  in  many  cases  of  refractive  error, 
especially  in  young  children,  no  one  can  make 
accurate  examination  without  the  aid  of  a cyclo- 
pegic  (“drops”),  a procedure  which  optometrists 
cannot  legally  employ. 

Since  an  accurate  diagnosis  is  a necessary  pre- 
liminary to  any  treatment,  the  school  nurse  is 
legally  required  to  advise  the  parents  of  a child 
to  have  a diagnosis  made  by  a licensed  physician 
for  only  he  is  empowered  to  make  a pathologic 
diagnosis  and  to  prescribe  drugs  and  operations 
for  relief. 


Hospital  News 


“Flying  Squad”  Cuts  Maternal 
Mortality 

AN  “obstetrical  flying  squad,”  composed  of  a 
nurse,  a doctor,  and  an  ambulance  driver,  is 
a recent  and  already  successful  means  of  reduc- 
ing maternal  mortality  in  Erie  County. 

Equipped  with  heart  stimulants  and  blood 
transfusion  apparatus,  the  three-person  unit 
stands  ready  night  and  day  to  answer  any  physi- 
cian’s call  from  any  part  of  Erie  County. 

The  plan,  dubbed  “maternity  emergency”  by 
nurses  and  interns,  has  been  in  operation  six 
months,  officials  of  Millard  Fillmore  Hospital,  its 
sponsor,  announce. 

“The  lives  of  at  least  three  mothers  have  been 
saved  by  the  squad,”  Dr.  Milton  G.  Potter,  chief 
of  the  hospital’s  obstetric  staff,  said. 

Home  Births  Still  Lead 

“While  the  number  of  obstetrical  cases  in 
hospitals  is  increasing,”  he  explained,  ‘‘the  ma- 
jority of  babies  still  are  born  at  home. 

“This  normally  is  safe  because  of  efficient  dis- 
trict nurses  and  improved  sanitary  conditions.” 

But,  occasionally,  serious  complications  arise — 
spontaneous  hemorrhage  or  shock. 

“It  is  now  generally  felt  by  the  medical  pro- 
fession that  while  it  is  desirable  to  move  a 
shocked  hemorrhaging  patient  to  the  hospital  as 
soon  as  possible,  much  harm  and  additional 
shock  can  be  brought  about  by  transferring  the 
patient  by  ambulance  too  soon,”  Dr.  Potter 
added.  This  is  where  the  “squad”  comes  in. 

Necessary  heart  stimulants,  medications  for 
shock  treatment,  ordinary  “hot- water”  bottles 
make  up  part  of  the  equipment. 

Can  Give  Transfusion 

In  addition,  the  ‘ ‘squad”  car  carries  apparatus 
for  the  immediate  transfusion  of  type  IV  blood, 
obtained  from  the  hospital’s  “blood  bank”  and 
which  can  be  given  to  anyone,  while  blood  of 
potential  donors  related  to  the  patient  is  typed 
for  future  use. 

“The  average  call  so  far  has  been  less  than  12 
miles,  briefer  than  two  hours,  but  they’re  all 
dramatic,”  said  Dr.  Norman  J.  Foit,  resident 
physician  whose  first  duty  is  to  assign  the  first 
nurse  available  to  “squad”  duty  with  him. 

“One  call  took  us  to  a hospital  45  miles  away,” 
he  related.  “An  immediate  transfusion  was  im- 
perative and  the  hospital  had  no  equipment  and 
they  called  us.  . . . The  nurses  like  it.  In  fact 
they  ask  for  the  job,”  he  added. 


Consolidation  of  New  York  City 
Medical  Services 

Consolidation  of  virtually  every  city  medical 
service  into  a new  department  of  medical 
care  is  urged  by  Dr.  S.  S.  Goldwater,  hospital 
commissioner,  in  a report  to  Mayor  La  Guardia 
outhmng  the  problems  confronting  his  depart- 

Despite  a great  deal  of  new  construction,  Dr 
Goldwater  said,  the  city  hospitals  were  now  over- 
crowded as  they  never  had  been.  He  reported 

lubhWo'f0'1"11^  ‘he  “ty’s  population  was 
fwb  V fr.Ce  care  m C1‘y  institutions,  adding 
that  the  patient-census  continued  at  a high 
figure  because  of  the  general  economic  condition 
m the  city  Although  his  department  had  tried 
to  curtail  the  number  of  patients  by  inquiring 
closely  into  their  eligibility  for  city  care,  Dr 
Goldwater  said  that  investigation  had  disclosed 
rion?m°r  PerCentage  of  ^proper  applica- 
nt*1 the  resources  of  private  hospitals  dwind- 
le Dr.  Goldwater  said  the  city  could  not  expect 
the  same  amount  of  supplementary  hospitaliza- 
tion from  these  institutions  that  was  given  for- 
merly. In  the  current  budget  the  request  of  Con- 
troller Joseph  D.  McGoldrick  for  increased  city 
compensation  to  private  hospitals  for  the  care  of 
city  cases  was  denied. 

More  New  Hospitals  Needed 

Dr.  Goldwater  said  all  branches  of  the  citv’s 
organized  medical  service  could  be  consolidated 
into  a new  department,  with  the  exception  of 
medical  acuvities  under  the  supervision  of  the 
Health  Department.  His  suggestion,  if  adopted 
would  coordinate  the  work  of  physicians  and 
nurses  m a large  number  of  city  departments 
Although  he  was  asked  last  year  to  limit  his 

rh?f*wnnn  mnPfal  ?utlay  bud«:et  to  not  more 

than  $20,000,000  for  the  next  six  years,  Dr.  Gold- 

water  said  that  he  could  not  conscientiously  ob- 
serve the  limit.  Instead,  he  said,  he  submitted  a 
list  of  hospital  projects  running  to  $100,000  000 
m the  conviction  that  it  was  his  duty  to  outline 
an  adequate  program  of  future  hospitalization. 

He  pointed  out  that  about  two-thirds  of  the 
physicians  in  his  department  served  without  pav 
a condition  not  paralleled  in  any  other  city  de- 
partment. Dr.  Goldwater  declared  that  the  de- 
partment s freedom  from  political  influence  was 
known  throughout  the  country.  He  said  it 
would  continue  to  make  the  best  possible  use  of 
its  resources  in  meeting  its  problems 


Newsy  Notes 


The  Medical  Staff  of  Morrisania  Hospital 
honored  at  a testimonial  dinner  on  May  4 at  the 
Hotel  Biltmore  five  staff  members  who  had  been 
elevated  to  national,  state,  and  county  offices. 

These  were:  Dr.  William  L.  Bollens,  attending 
dental  surgeon  at  the  hospital  and  president  of 
Bronx  County  Dental  Society;  Dr.  Terry  M. 
Townsend,  director  of  urology  at  the  hospital  and 
past-president  of  New  York  State  Medical 


?v  Nat5.an,B/  Van  Etten,  president  of 
2*^*1  s m^1^1  board  and  President-elect 
ArrferiPan  Medical  Association ; Dr.  George 
E.  Milam,  director  of  surgery  at  the  hospital  and 
president  of  the  Bronx  County  Medical  Society  • 
aad  Dr-  Harry  Aranow,  director  of  obstetrics 

a£  5e  h^SpJ^ali  and.  a member  of  the  Council 
of  the  Medical  Society  of  the  State  of  New 
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Bequests  of  over  $665,000  to  28  public  welfare 
institutions  are  contained  in  the  recently  filed 
will  of  the  late  Mrs.  Marie  S.  Engert-Colman  of 
Brooklyn.  Among  these  beneficiaries  are  St. 
Mary’s  Hospital,  receiving  $50,000;  Long  Island 
College,  St.  Peter’s,  Wyckoff  Heights,  St.  Cath- 
erine’s, Brooklyn,  Mary  Immaculate,  and  St. 
Vincent’s  hospitals,  $30,000  each. 


The  Charity  Eye,  Ear  and  Throat  Hospital 
of  Erie  County  celebrated  its  fiftieth  anniversary 
in  April. 


Corning  Hospital  has  opened  a tumor  clinic, 
with  Dr.  Rudolph  J.  Shafer,  director  of  county 
laboratories,  as  chief. 


James  J.  Lyons,  Borough  president  of  the 
Bronx,  in  a letter  to  Mayor  F.  H.  La  Guardia, 
has  suggested  the  establishment  of  a “hospital 
sweepstakes”  in  connection  with  horse  races  con- 
ducted on  tracks  within  the  City  of  New  York. 


The  Lying-In  Hospital,  the  obstetric  and 
gynecologic  division  of  the  New  York  Hospital, 
announces  in  its  fourteenth  annual  report  that 
the  maternal  mortality  rate  during  the  last  year 
shows  a continued  decline,  with  a ratio  of  0.669 
for  1,000  patients. 

The  gross  maternal  mortality  for  4,019  dis- 
charges in  maternity  cases  was  0.497  for  1,000 
discharges,  with  two  maternal  deaths  reported. 
Since  some  of  the  patients  had  more  than  one 
admission  during  the  period  of  gestation,  the 
corrected  rate  was  0.669  for  1,000  patients,  it  was 
reported  by  Dr.  Hendricus  J.  Stander,  obstetri- 
cian and  gynecologist-in-chief. 

The  maternal  mortality  rate  in  the  hospital 
from  Sept.  1,  1932,  to  Dec.  31,  1939,  was  1.87  a 
thousand  for  29,840  patients  discharged,  the 
report  added. 


Plans  are  being  made  by  the  management  of 
the  Clifton  Springs  Sanitarium  for  the  celebra- 
tion of  the  institution’s  ninetieth  birthday,  on 
Sept.  13. 


The  Community  Hospital,  formerly  at  Ghent, 
has  removed  to  Chatham. 


Schenectady  City  Hospital  is  starting  court 
actions  to  collect  overdue  accounts. 


A general  transfusion  service  financed  by  an 
initial  grant  of  $5,000  from  the  Francis  Hendricks 
endowment  for  medical  research  is  to  be  estab- 
lished in  the  Syracuse  medical  center  July  1, 
under  the  direction  of  Dr.  John  B.  Alsever. 

Dr.  Herman  G.  Weiskotten,  dean  of  the  College 
of  Medicine,  Syracuse  University,  said  the  serv- 
ice would  be  administered  by  the  college’s  de- 
partment of  clinical  pathology,  of  which  Dr. 
William  A.  Groat  is  head. 

The  new  unit  will  be  operated  on  a twenty-four- 


hour  basis,  and  Dr.  Alsever  will  be  assisted  by  a 
full-time  resident  physician  and  a full-time  speci- 
ally trained  technician. 


Administration  and  operation  of  the  Syracuse 
City  Hospital  is  praised  highly  in  a report  from 
the  State  Department  of  Social  Welfare  received 
by  Dr.  H.  Burton  Doust,  health  commissioner, 
and  Mrs.  Genevieve  N.  Clifford,  superintendent 
of  the  hospital. 

A letter  from  Arthur  H.  Hoddick,  director  of 
the  state  bureau  of  welfare  institutions  and 
agencies,  received  by  Mrs.  Clifford  and  Dr. 
Doust,  it  was  stated:  “We  congratulate  you  on 
the  excellent  management  of  your  fine  institu- 
tion.” 


At  the  quarterly  meeting  of  the  Board  of 
Directors  of  Group  Hospital  Service,  Inc.,  held 
April  25  in  Syracuse,  President  Albert  M.  Le- 
Messurier  reported  that  17,787  hospital  claims 
totaling  $905,828.77  had  been  paid  from  January 
1,  1936,  to  March  31,  1940.  He  further  stated 
that  there  was  a net  increase  of  approximately 
2,600  in  membership  census  during  the  first 
quarter  of  1940  and,  as  of  March  31,  95,092 
people  in  Central  New  York  are  covered  by  serv- 
ice contracts  with  the  Blue  Cross  Plan. 

Improvements 

Enlargement  and  modernization  of  the  Am- 
sterdam City  Hospital  was  approved  at  an  en- 
thusiastic dinner  meeting  on  April  23.  The 
project  entails  the  expenditure  of  $115,000,  to  be 
secured  through  public  subscriptions. 


The  Astoria  Kiwanis  Club  has  presented  a 
baby  incubator  to  St.  John’s  Hospital. 

“The  slogan  of  this  club,”  said  Dr.  George  P. 
Palmer,  first  deputy  commissioner  of  health,  at 
a dedication  affair  at  Steinway  Lodge,  “should 
be  ‘Bring  Them  Back  Alive.’  ” 


The  board  of  visitors  of  the  Binghamton 
State  Hospital  recommends  construction  of 
additional  facilities  for  patients  and  medical 
staff  members  and  announces  curtailment  of 
some  activities  to  meet  a cut  in  the  budget  for 
the  current  fiscal  year. 

The  board,  in  its  annual  report,  urges  erection 
of  a new  infirmary  for  hospital  patients  and  em- 
ployees, expansion  of  the  storehouse,  and  in- 
stallation of  a pasteurizing  plant. 

The  board  cites  difficulty  in  obtaining  enough 
young  physicians  to  join  the  medical  and  psy- 
chiatric staff  because  of  lack  of  “proper  hous- 
ing” for  staff  members. 

“Many  of  our  married  physicians  are  obliged 
to  live  in  quarters  in  buildings  occupied  by 
patients,”  the  report  said.  “Funds  should  be 
provided  as  soon  as  possible  for  the  erection  of  a 
four-family  staff  house  to  properly  house  the 
members  of  our  medical  staff.” 


A new  outpatient  building  at  Kings  County 
Hospital,  costing  $789,700  and  five  stories  high, 
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will  be  built  soon.  The  Board  of  Estimate 
adopted  a resolution  providing  for  the  issuance 
of  serial  bonds  and  tax  notes  to  cover  the  cost 
and  approved  plans  for  the  construction  on 
April  18. 


A modern  x-ray  equipment  with  fluoroscopic 
attachments  is  to  be  secured  by  the  Canastota 
Memorial  Hospital. 


Col.  Arthur  H.  Carter,  chairman  of  the  build- 
ing committee  of  the  Greenwich  Hospital,  an- 
nounces that  the  Board  of  Directors  has  ap- 
proved final  plans  of  the  proposed  new  five- 
story  hospital  building,  alterations  of  the  present 
hospital  building  into  a nurses’  and  employees’ 
home,  and  a new  heating  plant. 

The  new  hospital  building  will  provide  for 
170  beds  and  30  bassinets,  and  six  rooms  for 
interns.  The  building  will  also  include  new 
kitchen  department,  dining  rooms,  x-ray  de- 
partment, laboratory,  general  offices,  and  operat- 
ing department.  The  new  laundry  will  be  in- 
cluded in  the  power  plant  building.  The  present 
hospital  accommodates  115  beds  and  20  bas- 
sinets. 

The  new  building  is  so  designed  that  it  can  be 
enlarged  to  provide  up  to  300  beds  without  en- 
largement of  the  space  now  allotted  to  the  serv- 
ice departments.  The  new  building  will  be 
located  to  the  south  of  the  west  wing  of  the  pres- 
ent hospital. 


The  new  Nassau  Hospital  building  at  Mineola 
is  nearing  completion.  With  the  135  beds  in  the 
new  building,  and  maternity  and  private  pavil- 
ions, the  hospital  will  have  a total  capacity  of 
227  beds.  In  the  maternity  building  there  will 
be  27  beds  and  30  bassinets.  In  the  private 
pavilion,  65  patients  may  be  accommodated. 
This  will  include  27  beds  for  children. 


Work  on  a new  building,  which  will  provide 
supplementary  space  for  the  treatment  of  women 
patients  at  the  New  York  Hospital,  Westchester 
Division,  will  begin  soon,  it  is  announced  by  the 
hospital  board  of  governors. 


St.  Luke’s  Hospital,  New  York  City,  has  opened 
a new  semi-private  service  for  children  on  the 
fourth  floor  of  the  Plant  pavilion.  Recent  dona- 
tions and  legacies  include  $10,000  from  an 
anonymous  friend  for  an  endowment  fund  for 
special  nursing;  $2,000  from  various  friends  to 
remodel  the  orthopedic  ward;  $2,000  from  an 
anonymous  donor  for  the  ear,  nose,  and  throat 
department;  $7,500  from  the  estate  of  Andrew 
Purdy  to  endow  a ward  bed;  the  same  amount 
from  the  Louise  Baier  estate  for  a like  purpose; 
$9,000  from  the  Henrietta  T.  Jones  estate  to 
endow  care  of  sick  nurses;  $6,614.60  for  general 
purposes  from  various  churches  and  friends; 
$2,000  for  dental  clinic  equipment  from  one  of 
the  board  of  managers;  $718.68  for  Christmas 
from  various  donors;  $902.03  from  seven  friends 
for  various  purposes;  $263.53  for  orthopedic 
work,  from  Infantile  Paralysis  Foundation; 


$50  for  convalescent  hospital  purposes,  by  an 
employee. 


The  Niagara  Falls  Memorial  Hospital  has 
installed  an  x-ray  department  at  a cost  of  $23,000, 
the  gift  of  Charles  J.  Holland-Moritz,  a former 
local  resident. 

Hepburn  Memorial  Hospital,  at  Ogdensburg,  is 
spending  $40,000  for  equipment  and  improve- 
ments for  its  x-ray  department,  designed  to 
make  it  the  most  complete  of  any  hospital  in 
northern  New  York. 

A 250,000-volt  General  Electric  x-ray  therapy 
machine  for  cancer  treatment  is  included  in  the 
equipment  being  installed,  as  well  as  portable 
x-ray  equipment  for  use  at  the  bedside  of  pa- 
tients. 

The  department  will  occupy  eleven  rooms  in 
the  basement  and  ground  floor  of  the  west  wing 
of  the  hospital.  Walls,  floors,  and  doors  of 
treatment  rooms  will  be  insulated  with  lead  sheet- 
ing. 

Dr.  Arthur  A.  Hobbs,  Jr.,  will  be  director  of  the 
department. 

Completely  renovated,  the  three-story  build- 
ing on  Bay  Avenue  and  Newins  Street,  Patchogue, 
formerly  known  as  the  Community  Hospital, 
will  be  opened  as  the  Patchogue  General 
Hospital. 

The  new  hospital,  which  will  have  25  beds,  will 
be  operated  by  Mrs.  Georgina  Burkhardt,  a reg- 
istered nurse.  The  hospital  will  be  governed 
by  a board  of  physicians  from  Patchogue  and 
vicinity. 

A drive  to  raise  $150,000  to  build  and  equip  a 
new  Eastern  Putnam  Hospital  is  on. 

A committee  of  one  hundred  is  sponsoring  the 
move  to  give  the  county  better  hospital  service. 
The  proposed  new  building  will  have  50  beds. 

The  new  hospital  will  be  fully  equipped  with 
complete  x-ray  laboratory,  pathologic  laboratory, 
operating  rooms,  major  and  minor,  and  delivery 
room.  It  is  to  have  private  rooms,  semi-private 
rooms,  ward  rooms,  and  8 bassinets. 


Backed  by  Hospital  Commissioner  S.  S.  Gold- 
water’s  promise  of  cooperation,  the  Queens 
Southside  Allied  Association  will  seek  the  sup- 
port of  all  affiliate  groups  in  a campaign  for  a 
city  hospital  in  South  Queens. 


Plans  for  the  construction  of  an  addition  to  the 
Syracuse  General  Hospital,  modernization  of  the 
present  building,  and  construction  of  a home  for 
nurses  are  now  being  made  by  the  executive 
board. 

The  board  is  considering  a campaign  for  a 
$500,000  fund  to  pay  the  cost  of  construction 
and  to  retire  the  institution’s  capital  debt. 

The  campaign  will  be  opened  in  1941  and  con- 
struction started  at  the  same  time,  if  business 
conditions  permit. 

The  proposed  addition  to  the  hospital  building 
would  provide  room  for  60  beds,  while  the  nurses’ 
home  would  have  accommodations  for  75. 


Medicolegal 


Alleged  Erroneous  Diagnosis  of 
Tuberculosis 

A man,  aged  45,  consulted  a physician  engaged 
in  general  practice,  complaining  of  pain 
for  a period  of  about  a year  in  his  lower  right 
chest  which  he  stated  had  been  becoming  more 
acute  for  a period  of  two  weeks.  He  had  no 
history  of  expectoration  of  blood,  complained  of 
some  coughing  which  he  attributed  to  cigarette 
smoking.  Loss  of  weight  was  claimed.  Ex- 
amination indicated  a condition  of  pleurisy,  and 
because  of  the  long  duration  of  the  complaint  of 
pain,  x-rays  were  advised. 

He  was  referred  to  a radiologist  for  the  purpose 
of  having  x-rays  taken,  and  a report  was  received 
by  the  first  physician  suspicious  of  tuberculosis. 
He  advised  patient  to  have  a complete  blood 
count,  Wassermann,  urine,  and  sputum  tests 
made,  and  when,  a few  days  later,  the  patient  re- 
turned to  the  physician  for  the  purpose  of  com- 
mencing the  series  of  tests,  he  told  the  physician 
that  he  had  coughed  up  blood  that  morning  and 
the  previous  morning.  The  patient  was  advised 
to  enter  a sanatorium  for  observation. 

The  patient  did  enter  a sanatorium  under  the 
care  of  other  doctors,  and  after  undergoing  a 
period  of  observation,  his  condition  was  finally 
diagnosed  as  nontuberculous. 

Subsequently,  he  instituted  a malpractice 
action  against  the  general  practitioner  charging 
him  with  negligently  having  advised  him  to 
undergo  hospitalization  when  in  fact  he  was  not 
suffering  from  tuberculosis.  He  included  in  the 
allegations  of  his  complaint  that  by  reason  of  the 
erroneous  diagnosis,  he  was  discharged  from  his 
employment. 

When  the  case  came  on  for  trial,  plaintiff  was 
unable  to  establish  by  competent  medical  testi- 
mony that  the  defendant  had  been  guilty  of  mal- 
practice in  his  handling  of  the  case,  and  the  com- 
plaint was  therefore  dismissed  at  the  close  of  the 
testimony  adduced  on  behalf  of  the  plaintiff. 


Complications  Following  Appendectomy 

A middle-aged  man  consulted  a physician  who 
devoted  his  practice  to  general  surgery  with 
respect  to  complaints  of  pain  and  tenderness  upon 
pressure  in  the  lower  right  quadrant  of  his  abdo- 
men. After  several  examinations,  he  was  ad- 
vised that  he  was  suffering  from  an  acute  ex- 
acerbation of  chronic  appendicitis  and  an  opera- 
tion was  advised.  The  appendix  was  found  to  be 
retrocecal  and  adherent.  The  operation  was 
completed  without  any  untoward  occurrence. 

Two  days  following  the  operation,  however, 
the  patient  developed  a condition  of  acute  bron- 
chitis for  which  he  received  care.  His  recovery 
was  complicated  by  a cough,  causing  the  external 
portion  of  the  wound  to  open.  A number  of  days 
later  a condition  of  phlebitis  developed,  further 
complicating  the  case.  The  patient  remained  in 
the  hospital  for  five  weeks  following  the  opera- 
tion. At  that  time,  his  condition  was  satisfac- 
tory, but  he  still  required  further  care  with  re- 
spect to  the  phlebitis.  For  said  condition,  he 
was  referred  to  a specialist. 

The  surgeon  instituted  an  action  in  the  Munici- 
pal Court  to  recover  his  unpaid  fee  and  in  said 
case  the  patient  interposed  an  answer  that  the 
services  were  worthless,  and  that  the  doctor  had 
committed  malpractice  in  treating  him.  The 
patient  also  brought  an  action  in  the  Supreme 
Court  based  upon  alleged  malpractice  claiming  in 
general  terms  improper  treatment  throughout 
the  period  of  care  rendered  by  the  doctor. 

The  doctor’s  action  to  recover  his  fee  came  on 
for  trial  first.  The  patient  failed  to  produce  any 
competent  testimony  to  the  effect  that  any  of 
the  medical  or  surgical  care  which  he  had  re- 
ceived was  other  than  proper.  Said  trial  re- 
sulted in  a verdict  in  favor  of  the  doctor  for  the 
amount  of  his  bill,  whereupon  the  attorney  for 
the  patient  discontinued  the  Supreme  Court  mal- 
practice action,  thereby  terminating  the  entire 
matter  successfully  in  favor  of  the  doctor. 


NU  SIGMA  NU  MEDICAL  FRATERNITY 
Nu  Sigma  Nu  Medical  Fraternity  luncheon, 
Wednesday,  June  12,  12:30  p.m.  at  the  Yale 
Club,  50  Vanderbilt  Avenue  at  Forty-Fourth 
Street.  Tickets  may  be  obtained  at  the  Nu 
Sigma  Nu  booth  in  the  General  Social  Head- 
quarters on  the  third  floor  of  Grand  Central 
Palace  during  the  A.M.A.  Convention  or 


by  writing  or  telephoning  (REgent  4-6264) 
Dr.  Arthur  F.  Warren,  667  Madison  Avenue, 
New  York  City.  There  will  be  two  short  talks: 
“Changing  Medicine,”  by  Dr.  Francis  Carter 
Wood,  New  York;  and  “The  Fraternity,”  by 
Dr.  Stuart  Graves,  Tuscaloosa,  Alabama,  execu- 
tive secretary  of  Nu  Sigma  Nu. 


j/'ERRATUM  ( . t 0 fe  ' 

Our  attention  has  been  called  to  an  error  that 
appeared  in  the  Annual  Meeting  announcement 
of  Scientific  Exhibits.  The  title  of  Exhibit  No. 
59  should  have  read  as  follows  : 

John  B.  Schwedel,  M.D. 

Montefiore  Hospital 
and 

Harry  E.  Ungerleider,  M.D. 

Equitable  Life  Assurance  Society 
“Aids  in  Cardiac  Fluoroscopy” 
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The  Woman’s  Auxiliary 

To  the  Medical  Society  of  the  State  of  New  York 


Pleasant  are  the  memories  of  the  three 
hundred  women  who  attended  the  Fifth 
Annual  Convention  of  The  Woman’s  Auxiliary 
to  the  Medical  Society  of  the  State  of  New  York 
which  assembled  at  the  Waldorf-Astoria  from 
May  6 to  10.  The  success  of  the  meeting  was 
evidenced  by  the  interest  of  the  mem- 
bers. 

Business  sessions  were  held  throughout  Mon- 
day. At  these  the  serious-minded  assembled 
delegates  were  afforded  opportunities  to  take 
part  in  an  official  capacity  directing  into  proper 
channels  the  aims  and  functions  of  the  auxiliary. 
Mrs.  G.  Scott  Towne,  to  whom  we  owe  our  ap- 
preciation for  the  skillful,  untiring,  and  conscien- 
tious manner  in  which  she  served  as  president  for 
the  past  year,  conducted  this  phase  of  the  con- 
vention. Chairmen  of  standing  committees  and 
twenty-three  county  presidents  informed  the 
delegation  of  the  work  done  in  their  respective 
departments  and  counties.  During  this  session 
Dr.  Terry  M.  Townsend,  president  of  the 
Medical  Society,  brought  greetings  from  his 
organization.  Dr.  Louis  A.  Van  Kleeck  of 
Nassau  County  cheerfully  gave  his  time  in  an 
address.  He  remarked  that  the  auxiliary  had 
become  a potent  factor  in  the  medical  profes- 
sion; first,  by  bringing  the  families  of  doctors 
together  and  secondly  by  bringing  the  doctor 
closer  to  the  public  through  contacts  made  by 
auxiliary  members  with  lay  organizations. 
President 

Mrs.  Luther  H.  Kice 
95  Brook  Street 
Garden  City,  N.  Y. 

President-elect 
Mrs.  George  B.  Adams 
141  Genesee  Street 
Auburn,  N.  Y. 

First  Vice-President 
Mrs.  Henry  J.  Noerling 
Valatie,  N.  Y. 

Second  Vice-President 
Mrs.  H.  L.  Gokey 
Alexandria  Bay,  N.  Y. 


Here  is  where  the  lighter  side  of  this  meeting 
comes  to  the  front.  No  efforts  were  spared  by 
Mrs.  L.  M.  Lally  and  her  committee  in  arranging 
the  annual  banquet,  musicale,  afternoon  tea, 
and  tour  of  the  Waldorf-Astoria.  It  seems  ap- 
propriate to  mention  the  pleasure  afforded  to 
everyone  who  was  able  to  browse  about  an 
unusual  collection  of  hobbies.  The  dolls  ex- 
hibited were  exceptionally  unique.  Our  hats 
are  off  to  all  the  ladies  of  Kings,  Queens,  and 
Nassau  counties.  Accept  this  open  expression 
of  gratitude  from  each  and  every  member  of  our 
entire  organization.  It  was  a grand  job! 

We  must  not  forget  to  mention  that  we  were 
fortunate  in  having  Mrs.  Rollo  K.  Packard,  of 
Chicago,  National  Auxiliary  president,  attend 
this  convention.  She  was  most  interested  in  our 
activities  and  her  words  of  counsel  at  our  ban- 
quet still  remain  in  our  minds.  She  made  us  feel 
that  we  have  a year  before  us  in  which  we  must 
strive  and  work  to  mobilize  American  Medicine, 
making  the  nation  feel  the  importance  of  the 
American  Doctor. 

Equal  to  fulfilling  this  task  is  Mrs.  Luther  H. 
Kice,  of  Nassau,  our  new  president.  We  have  full 
confidence  in  her  and  we  pledge  to  her  our  utmost 
assistance. 

May  this  year  be  a successful  one  and  God 
speed. 

Officers  elected  for  the  year  1940  to  1941 
follow. 

Recording  Secretary 

Mrs.  J.  Emmerson  Noll 
19  Elizabeth  Street 
Port  Jervis,  N.  Y. 

Corresponding  Secretary 

Mrs.  Louis  M.  Lally 
27  Verbena  Avenue 
Floral  Park,  N.  Y. 

Treasurer 

Mrs.  Carlton  Potter 
425  Waverly  Avenue 
Syracuse,  N.  Y. 


One  Year 

Mrs.  Francis  R.  Irving 
119  Wendell  Terrace 
Syracuse,  N.  Y. 

Mrs.  Herman  W.  Galster 
341  Mohawk  Avenue 
Scotia,  N.  Y. 

Three  Years 


Directors 

Two  Years 

Mrs.  Daniel  J.  Swan 
141-54  Northern  Boulevard 
Flushing,  L.  I.,  N.  Y. 

Mrs.  Edwin  A.  Griffin 
311  Garfield  Place 
Brooklyn,  N.  Y. 


Mrs.  John  L.  Bauer 
984  Bushwick  Avenue 
Brooklyn,  N.  Y. 


Mrs.  G.  Scott  Towne 
150  Phila  Street 
Saratoga  Springs,  N.  Y. 


Archives 


Chairman  of  the  Standing  Committees 

Convention 


Mrs.  Wm.  J.  La  veil 
3052  Crescent  Street 
Long  Island  City,  N.  Y. 


Mrs.  Carlton  E.  Wertz 
91  Parker  Avenue 
Buffalo,  N.  Y. 
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Finance 

Mrs.  Louis  A.  Van  Kleeck 
29-30  Northern  Boulevard 
Manhasset,  N.  Y. 

Organization 
Mrs.  R.  F.  Johnson 
22  Swift  Street 
Auburn,  N.  Y. 

Press  and  Publicity 
Mrs.  F.  Leslie  Sullivan 
16  Sunnyside  Road 
Scotia,  N.  Y. 

Program 

Mrs.  Albert  M.  Bell 
Sea  Cliff  Avenue 
Sea  Cliff,  N.  Y. 

Historian 
Mrs.  Otto  Pfaff 
224  Lenox  Avenue 
Oneida,  N.  Y. 

Fourteen  Delegates  and  fourteen  Alternates 
convention  to  be  held  in  June,  1942. 


Hygeia 

Mrs.  Joseph  P.  Dasko 
1835  Fifth  Avenue 
Troy,  N.  Y. 

Legislation 

Mrs.  Albert  Vander  Veer,  IT 
12  Harris  Avenue 
Albany,  N.  Y. 

Public  Relations 
Mrs.  S.  W.  S.  Toms 
120  South  Broadway 
Nyack,  N.  Y. 

Parliamentarian 
Mrs.  John  Robertson 
82  Main  Street 
Binghamton,  N.  Y. 

Printing  and  Supplies 
Mrs.  Stanley  Jones 
Mattituck,  L.  I.,  N.  Y. 
elected  to  the  American  Medical  Association 


National  Woman’s  Auxiliary  Convention 


National  Woman’s  Auxiliary  Convention  at 
New  York  City  from  June  10  to  14.  Headquar- 
ters— Hotel  Pennsylvania. 

Do  make  this  a must  go  on  your  calendar  of 
events.  Mrs.  Carlton  Potter,  as  general  chair- 
man, and  a committee  of  twenty-six  hard-work- 
ing women  with  co-chairmen  and  assistants  are 
virtually  working  day  and  night  to  make  this 
an  outstanding  meeting.  Come  and  show  the 
National  Organization  that  New  York  State  is 
on  the  map.  Events  will  include  banquets 


and  luncheons  with  surprise  events,  sight-seeing 
trip  tickets,  a special  presentation  of  “Beauty  in 
the  Making,”  scenic  air  flights  over  New  York 
City,  and  instructive  tours  of  all  descriptions. 
Well-known  personages  of  the  medical  profession 
will  take  part  in  our  meetings.  Auxiliary  mem- 
bers, guests,  and  visiting  doctors'  wives  are 
cordially  invited  to  attend.  Make  reservations 
to  Dr.  Peter  Irving 

292  Madison  Avenue 
New  York,  New  York 


Mrs.  Carlton  F.  Potter 


Mrs  John  L.  Bauer 
Mrs.  Francis  R.  Irving 
Mrs.  Luther  H.  Kice 
Mrs.  Daniel  J.  Swan 
Mrs.  G.  Scott  Towne 


Convention  Committees 
General  Chairman 

425  Waverly  Avenue,  Syracuse 
Advisory  Committee 

984  Bushwick  Avenue,  Brooklyn 
119  Wendell  Terrace,  Syracuse 
95  Brook  Street,  Garden  City 
141-54  Northern  Boulevard,  Flushing 
150  Phila  Street,  Saratoga  Springs 


Committee 
Acknowledgments 
Cred.  & Regis. 

Dinner  (Annual — Thur.) 

Dinner  (Monday) 

Entertainment 

Favors 

Flower 

Headquarters 

Hosp.  & Inform. 

Hotels 

Junior  Ushers 
Lunch  (Tuesday) 

Lunch  (Annual — Wed.) 
Music 

National  Exhibits 

Printing 

Publicity 

Supplies 

Tea 

Tickets 

Transportation 


Committee  Chairmen 
Chairman 

Mrs.  Miller  A.  Sanders 
Mrs.  J.  Emerson  Noll 
Mrs.  Byron  St.  John 
Advisory  Committee 
Mrs.  Michael  M.  Schultz 
Mrs.  Brooks  W.  McCuen 
Mrs.  Robert  F.  Barber 
Mrs.  Edwin  A.  Griffin 
Mrs.  Albert  M.  Bell 
Mrs.  George  H.  Smith 
Mrs.  Nathaniel  H.  Robin 
Mrs.  Raymond  L.  H.  Murphy 
Mrs.  Frederic  E.  Elliott 
Mrs.  Edgar  M.  Neptune 
Mrs.  Ily  R.  Beir 
Mrs.  Thomas  E.  Bullard 
Mrs.  Harry  P.  Mencken 
Mrs.  Louis  M.  Lally 
Advisory  Committee 
Mrs.  Louis  A.  Van  Kleeck 
Mrs.  Paul  Shuey 


Address 

109-14  Ascan  Avenue,  Forest  Hills 
19  Elizabeth  Street,  Port  Jervis 
Beacon  Hill,  Port  Washington 

89-36  190th  Street,  Hollis 

109  Hampshire  Road,  Syracuse 
1257  Dean  Street,  Brooklyn 
311  Garfield  Place,  Brooklyn 
373  Sea  Cliff  Avenue,  Sea  Cliff 
161  Hancock  Street,  Brooklyn 
106  Hilton  Avenue,  Hempstead 
147-44  Jasmine  Avenue,  Flushing 
122  76th  Street,  Brooklyn 
243  Shotwell  Park,  Syracuse 
3900  Atlantic  Avenue,  Atlantic  City 
Church  Street,  Schuylerville 
35-40  165th  Street,  Flushing 

27  Verbena  Avenue,  Floral  Park 

29-30  Northern  Boulevard,  Manhasset 
33-15  80th  Street,  Jackson  Heights 


Books 


Books  for  review  should  be  sent  to  the  Book  Review  Department  at  1313  Bedford  Avenue, 
Brooklyn,  N.  Y.  Acknowledgment  of  receipt  will  be  made  in  these  columns  and  deemed  sufficient 
notification.  Selection  for  review  will  be  based  on  merit  and  the  interest  to  our  readers. 

RECEIVED 


New  Facts  on  Mental  Disorders.  Study  of 
89,190  Cases.  By  Neil  A.  Dayton,  M.D.  Oc- 
tavo of  486  pages,  illustrated.  Springfield, 
Charles  C.  Thomas,  1940.  Cloth,  $4.50. 

The  Newer  Nutrition  in  Pediatric  Practice. 
By  I.  Newton  Kugelmass,  M.D.  Octavo  of  1,155 
pages,  illustrated.  Philadelphia,  J.  B.  Lippin- 
cott  Co.,  1940.  Cloth,  $10. 

Clinical  Roentgenology  of  the  Alimentary 
Tract.  By  Jacob  Buckstein,  M.D.  Quarto  of 
652  pages,  illustrated.  Philadelphia,  W.  B. 
Saunders  Co.,  1940.  Cloth,  $10. 

Elmer  and  Rose  Physical  Diagnosis.  Revised 
by  Harry  Walker,  M.D.  Eighth  edition. 
Octavo  of  792  pages,  illustrated.  St.  Louis,  C. 
V.  Mosby  Co.,  1940.  Cloth,  $8.75. 

Dermatologic  Allergy.  An  Introduction  in  the 
Form  of  a Series  of  Lectures.  By  Marion  B. 
Sulzberger,  M.D.  Octavo  of  540  pages,  illus- 
trated. Springfield,  Charles  C.  Thomas,  1940. 
Cloth,  $8.50. 


Essentials  of  the  Diagnostic  Examination. 

By  John  B.  Youmans,  M.D.  Duodecimo  of  417 
pages,  illustrated.  New  York,  The  Common- 
wealth Fund,  1940.  Cloth,  $3.00. 

Practical  Bedside  Diagnosis  and  Treatment. 

By  Henry  Joachim,  M.D.  Quarto  of  828  pages. 
Springfield,  Charles  C.  Thomas,  1940.  Cloth, 
$7.50. 

The  Detection  and  Identification  of  War 
Gases.  Notes  for  the  Use  of  Gas  Identification 
Officers.  First  edition.  Octavo  of  53  pages. 
New  York,  Chemical  Publishing  Co.,  1940. 
Cloth,  $1.50. 

Compendium  of  Regional  Diagnosis  in  Lesions 
of  the  Brain  and  Spinal  Cord.  A Concise  Intro- 
duction to  the  Principles  of  Localization  of  Dis- 
eases and  Injuries  of  the  Nervous  System.  By 
Robert  Bing.  Translated  and  edited  by  Webb 
Haymaker.  Eleventh  edition.  Quarto  of  292 
pages,  illustrated.  St.  Louis,  C.  V.  Mosby  Co., 
1940.  Cloth,  $5.00. 


REVIEWED 


A Textbook  of  Laboratory  Diagnosis.  With 
Clinical  Applications  for  Practitioners  and 
Students.  By  Edwin  E.  Osgood,  M.D.  Third 
edition.  Octavo  of  676  pages,  illustrated. 
Philadelphia,  Blakiston  Co.,  1940.  Cloth,  $6.00. 

The  third  edition  of  Osgood’s  Laboratory 
Diagnosis  differs  but  little  from  the  previous 
editions  in  the  form  and  general  arrangement  of 
the  subject  matter. 

This  book  is  divided  into  two  parts.  The 
first  part  treats  the  general  subject  matter  by 
systems  while  the  second  part  concerns  itself 
with  a detailed  exposition  of  the  more  important 
and  useful  laboratory  tests.  Each  chapter  is 
complete  in  itself.  Each  system  under  con- 
sideration is  introduced  by  a brief  summary  of 
its  anatomy,  biochemistry,  physiology,  and 
pathology.  This  is  followed  by  a discussion  of 
certain  procedures  commonly  employed  in 
eliciting  departures  from  the  normal.  An  at- 
tempt is  made,  where  possible,  to  correlate 
these  with  the  clinical  symptomatology.  There 
is  also  an  index  by  diseases  of  important  diagnos- 
tic measures. 

The  tables  and  plates  are  excellent.  No  exten- 
sive theoretical  discussions  are  given  since  that  is 
beyond  the  scope  of  a work  of  this  kind.  Suf- 
ficient discussions,  however,  are  given  to  make 
this  an  excellent  and  most  valuable  book  for  both 
students  and  practitioners  as  a brief  reference 
book  of  laboratory  tests,  their  significance  and 
applicability  to  particular  organ  systems  in 
disease.  The  bibliography  is  quite  extensive 
and  the  author’s  index  at  the  end  of  the  book 
makes  it  easy  to  locate  particular  references 
readily. 

David  M.  Grayzel 

Fundus  Atlas.  Stereoscopic  Photographs  of 
the  Fundus  Oculi.  By  Louis  Bothman,  M.D., 


and  Reuel  W.  Bennett.  Octavo  of  50  pages, 
illustrated.  Chicago,  Year  Book  Publishers, 
Inc.,  1939.  $17. 

The  reviewer  has  always  considered  that 
atlases  have  very  little  place  in  the  literature  of 
ophthalmology,  because  the  so-called  classical 
pictures  of  disease  are  so  varied  in  that  field 
as  to  make  the  necessary  number  of  illustrations 
impossible.  It  is  also  essential  that  one  have  a 
three-dimensional  idea  of  the  subject,  and  that 
one  study  a three-dimensional  picture  for  inter- 
pretation. A drawing  or  photograph  may  be 
able  to  supply  the  general  impression  of  the 
condition  under  study  but  certainly  refinements 
in  diagnosis  cannot  be  taught  by  this  means, 
except  in  a very  restricted  sense.  Although  the 
fundus  photography  of  the  atlas  is  helpful  in  this 
sense,  and  though  the  pictures  give  a general 
impression  of  depth,  still  such  useful  details 
as  the  central  vessel  light  streak  and  character- 
istic features  of  various  types  of  exudate  are  lost. 
Fundus  photography  has  a recording  means  in 
certain  conditions  only.  This  atlas  is  helpful 
as  a basis  for  general  review  for  the  student  in 
conjunction  with  study  of  clinical  material. 

John  N.  Evans 

Sterility  and  Impaired  Fertility.  Pathogene- 
sis, Diagnosis  and  Treatment.  By  Cedric  Lane- 
Roberts,  F.R.C.S.,  Albert  Sharman,  M.D., 
Kenneth  Walker,  F.R.C.S.,  and  B.  P.  Wiesner, 
Ph.D.  Octavo  of  419  pages,  illustrated.  New 
York,  Paul  B.  Hoeber,  Inc.,  1939.  Cloth, 
$5.50. 

Although  sterility  and  infertility  are  as  old 
as  the  human  race  itself,  it  is  only  in  the  last 
few  years  that  outstanding  progress  has  been 
made  in  its  causative  investigation  and  treat- 
ment. This  new  and  comprehensive  book  on 
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the  subject  is  a valuable  guide  not  only  to  the 
gynecologist  and  urologist,  but  also  to  the  gen- 
eral practitioner  whom  the  sterile  couple  first 
consult  for  their  infertility.  The  authors  are 
unanimous  in  emphasizing  the  absolute  neces- 
sity of  teamwork  by  the  several  specialists, 
since  such  work  alone  will  assure  correct  diagno- 
sis and  appropriate  treatment. 

The  chapters  include  a general  survey  with  a 
clear  description  of  modern  methods  of  investi- 
gation of  both  the  male  and  female  factors  of 
sterility.  The  authors  emphasize  semen  ex- 
amination as  an  important  factor  of  the  male 
investigation,  and  discuss  comprehensively  up- 
to-date  methods  of  analysis.  They  deal  fully 
with  sterility  in  the  female,  and  describe  the 
causative  factors  of  infertility,  endometrial 
biopsy  study,  vaginal  smears  and  titrations  of 
the  gonadotropic  and  ovarian  hormones,  and 
other  interpretations.  The  conservative  evalua- 
tion of  the  endocrine  therapy  for  male  and  fe- 
male infertility  is  to  be  commended. 

The  point  of  view  of  the  authors  is  best 
brought  out  in  the  preface  by  Lord  Horder. 
The  scope  of  the  book  is  mainly  clinical,  but 
its  emphasis  throughout  is  on  diagnosis  and 
treatment,  and  should  prove  of  value  to  those 
who  are  interested  in  this  complex  problem, 
particularly  as  the  combined  points  of  view  em- 
phasize the  importance  of  investigating  the 
couple  as  an  entity  and  not  as  individual  prob- 
lems. 

Samuel  L.  Siegler 

Chronic  Arthritis.  By  Robert  T.  Monroe, 
M.D.  (Reprinted  from  Oxford  Loose-Leaf 
Medicine.)  Edited  by  Henry  A.  Christian,  M.D. 
Octavo  of  84  pages.  New  York,  Oxford  Uni- 
versity Press,  1939.  Cloth,  $2.00. 

The  author  introduces  the  subject  of  chronic 
arthritis  with  a careful  review  of  the  anatomy 
and  physiology  of  joints. 

“Of  the  intra-articular  tissues  synovia  can 
react  to  any  agent  only  by  inflammation  and 
cartilage  only  by  degeneration.”  His  choice  of 
classification  is  based  on  these  facts.  He  gives  an 
excellent  pathologic,  clinical,  and  differential 
description  of  chronic  arthritis  under  three  divi- 
sions: (1)  atrophic  type,  (2)  hypertrophic  type, 
and  (3)  periarticular  type.  Dr.  Monroe  finds  no 
advantage  in  regrouping  the  cases  in  which 
hypertrophic  changes  occur  in  the  atrophic  type 
or  where  inflammation  alters  the  hypertrophic 
joints. 

The  major  portion  of  the  monograph  is  de- 
voted to  detailed  description  of  each  type,  and 
follows  with  specific  suggestions  for  treatment. 
Of  special  value  to  the  general  practitioner  is  to 
point  out  the  dangers  and  fallacies  of  many  of 
the  too  frequently  used  therapeutic  procedures 
both  physical  and  chemical. 

Illustrations  are  omitted  without  comment, 
perhaps  wisely,  to  make  this  monograph  avail- 
able at  the  moderate  price  of  $2.00.  This  en- 
courages wider  distribution  to  the  family  doctor 
for  whom  it  is  primarily  intended. 

This  monograph  is  well  recommended. 

Paul  C.  Eschweiler 

Health  Officers’  Manual.  General  Informa- 
tion Regarding  the  Administrative  and  Techni- 
cal Problems  of  the  Health  Officer.  By  J.  C. 
Geiger,  M.D.  Duodecimo  of  148  pages,  illus- 


trated. Philadelphia,  W.  B.  Saunders  Co.,  1939 
Cloth,  $1.50. 

Drawing  upon  a wealth  of  personal  experience 
and  a fund  of  sound  common  sense,  Dr.  Geiger 
has  written  this  small  manual  on  public  health 
practice.  He  discusses,  in  simple  straightforward 
manner,  various  problems  that  currently  present 
themselves  to  the  health  officer,  whether  he 
serves  a large  or  small  unit  of  population.  This 
book  should  serve  as  a useful  addition  to  the 
library  of  the  student  of  public  health  adminis- 
tration. 

F.  L.  Moore 

The  Medical  Staff  in  the  Hospital.  By  Thomas 
R.  Ponton,  M.D.  Octavo  of  288  pages,  illus- 
trated. Chicago,  Physicians’  Record  Co.,  1939 
Cloth,  $2.50. 

This  book  is  an  authoritative  text  expounding 
the  requirements  of  the  governing  body  and  the 
medical  staff  in  the  hospital.  Dr.  Ponton  has 
had  wide  experience  in  hospital  work,  and  his 
book  is  valuable  because  of  his  extraordinary 
opportunity  for  close  study  of  staff  problems. 

In  this  volume  the  duties  of  the  governing 
body  and  the  medical  staff  are  clearly  defined 
and  explained.  The  bases  for  the  selection  and 
appointment  of  the  medical  staff  are  stated 
clearly  and  concisely.  Its  organization  and  such 
important  phases  as  personnel  of  staff,  honorary, 
consultant,  active,  associate  and  courtesy  are 
discussed  in  detail.  The  type  and  quality  of 
meetings  are  discussed,  and  the  importance  of 
modern  medical  records  is  emphasized.  An  en- 
tire chapter  is  devoted  to  consideration  of  prob- 
lems pertaining  to  resident  medical  staff,  and 
many  helpful  and  valuable  facts  are  presented. 

The  book  reads  easily,  the  material  is  well  pre- 
sented, and  the  text  is  recommended  for  reading 
to  anyone  interested  in  hospital  medical  prob- 
lems. 

Eugene  R.  Marzullo 

The  Surgery  of  Injury  and  Plastic  Repair. 

By  Samuel  Fomon,  M.D.  Quarto  of  1,409  pages, 
illustrated.  Baltimore,  Williams  & Wilkins  Co., 
1939.  Cloth,  $15. 

In  the  reviewer’s  opinion  this  is  the  best  book 
on  plastic  repair  that  has  been  published  to  date. 
Thirteen  hundred  and  ninety  pages  chock  full  of 
restorative  material  that  is  modern  and  clearly 
presented.  At  the  end  of  each  chapter  a wealth 
of  bibliographic  material  is  found.  The  author 
has  given  several  of  the  accepted  surgical  pro- 
cedures for  each  restorative  problem,  a policy 
that  is  lacking  in  most  books  of  this  type.  It 
covers  restorative  procedures  for  defects  about 
the  head  and  neck,  and  the  writer  promises  to 
issue  a second  volume  covering  the  trunk  and 
extremities  at  a subsequent  date.  The  first  519 
pages  contain  a multitude  of  subjects  pertaining 
to  surgical  details,  and  these  pages  alone  are 
worthy  of  any  surgeon’s  interest.  The  chapter 
on  burns  is  modern  and  complete.  The  section 
on  the  nose  is  so  thorough  that  it  should  satisfy 
any  surgeon  interested  in  nasal  plastic  repair. 
Sections  on  plastic  repair  of  the  eyelids,  maxillo- 
facial region,  lip,  cleft  lip,  cleft  palate,  and  mandi- 
ble are  fully  covered  in  the  modern  concepts  of 
surgical  repair — a tremendous  task  well  done. 

Gerald  R.  O’Brien 
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The  Neurogenic  Bladder.  By  Frederick  C. 
McLellan,  M.D.  Octavo  of  197  pages,  illus- 
trated. Springfield,  Charles  C.  Thomas,  1939. 
Cloth,  $4.00. 

The  reviewer  feels  that  this  particular  book 
represents  an  unusually  clear  analysis  of  this  very 
difficult  problem.  Every  attempt  has  been 
made  by  the  author,  through  the  liberal  use  of 
charts  and  illustrations,  to  make  the  reading 
matter  as  understandable  as  possible. 

A quotation  from  the  author’s  own  preface 
provides  an  excellent  description  of  the  book  as  a 
whole.  “This  volume  is  intended  to  give  the 
student  or  diagnostician  a working  knowledge  of 
the  value  of  cystometry  in  the  differential  diag- 
nosis between  neurogenic  and  non-neurogenic 
disease  of  the  bladder  and  to  better  understand 
the  behavior  of  the  bladder  resulting  from  disease 
of  special  location  in  the  central  nervous  sys- 
tem. . .” 

The  above  work  has  been  performed  on  the 
basis  of  five  hundred  systemetric  studies  both  in 
neurogenic  and  non-neurogenic  disease  of  the 
bladder,  and  about  two  hundred  of  the  former 
group  have  been  carefully  analyzed. 

Harold  R.  Merwarth 


The  Management  of  Obstetric  Difficulties. 

By  Paul  Titus,  M.D.  Second  edition.  Octavo 
of  968  pages,  illustrated.  St.  Louis,  C.  V.  Mosby 
Co.,  1940.  Cloth,  $10. 

It  is  too  bad  that  an  important  and  excellent 
book  like  this,  published  in  1940,  should  contain 
in  the  introduction  a statement  that  twelve 
thousand  women  die  annually  in  the  United 
States  from  puerperal  causes  and  that  the  ma- 
ternal mortality  rate  has  been  only  slightly  re- 
duced in  the  last  ten  years  and  is  now  6.5  per  one 
thousand  births.  As  a matter  of  fact  the  Bureau 
of  the  Census  figures  for  1937  published  in  1939 
showed  a rate  of  4.9,  14  per  cent  better  than  1936 
(5.7).  Figures  for  1938  show  a rate  of  4.3  and 
less  than  ten  thousand  deaths,  the  lowest  rate 
ever  recorded  in  this  country.  Titus,  of  course, 
could  not  have  seen  these  figures,  yet  published 
provisional  statistics  indicated  a 10  per  cent 
reduction  for  1938. 

Much  more  comprehensive  and  larger  than  its 
predecessor,  it  approaches  the  textbook  in  scope. 
The  chapter  on  the  treatment  of  sterility  is 
excellent.  In  describing  the  stereoscopic  x-ray 
method  of  Caldwell  and  Moloy  and  the  x-ray 
pelvimetry  of  Thoms,  Titus  states  that  the  sim- 
pler method  of  Thoms  seems  preferable.  With 
this  the  reviewer  heartily  agrees.  Both  methods 
are  well  described.  Hebeosteotomy  or  pubiotomy 
is  fully  described  and  approved.  The  popular 
transverse  lower  segment  cesarean  is  not  shown, 
nor  is  the  Waters’  operation  which  has  so  much 
merit  that  it  may  largely  displace  the  trans- 
peritoneal  operation  as  well  as  the  Latzko.  The 
operative  procedures  are  clearly  described  and 
well  illustrated.  A very  valuable  book  for  the 
advanced  student. 

Charles  A.  Gordon 


Shock.  Blood  Studies  as  a Guide  to  Therapy. 
By  John  Scudder,  M.D.  Quarto  of  315  pages, 
illustrated.  Philadelphia,  J.  B.  Lippincott  Co., 
1940.  Cloth,  $5.50. 


Since  the  latter  part  of  the  last  century  a 
wealth  of  publications  has  appeared  concerning 
the  chemistry,  physics,  and  physical  chemistry  of 
the  blood  and  tissue  fluids.  From  these  publica- 
tions the  author  of  this  monograph  has  compiled 
an  extensive  bibliography  and  made  use  of  a 
definite  part  of  these  articles  for  diagnostic  and 
therapeutic  purposes.  He  recognized  the  im- 
portance of  the  changes  of  the  potassium  con- 
centration in  the  body,  and  on  this  subject  he 
conducted  laboratory  research  and  clinical  in- 
vestigations and,  as  a result,  notes  that  the 
changes  of  the  potassium  concentration  go  hand 
in  hand  with  changes  in  hematocrit,  plasma  pro- 
teins, and  specific  gravity  of  the  blood.  These 
changes  are  shown  in  numerous  charts,  tables, 
and  abstracts  of  case  histories,  which  will  be  of 
welcome  aid  to  those  who  intend  to  conduct 
researches  in  this  field. 

Edward  Singer 


Gynecology,  Medical  and  Surgical.  By  P. 
Brooke  Bland,  M.D.  Third  edition.  Quarto  of 
843  pages,  illustrated.  Philadelphia,  F.  A. 
Davis  Co.,  1939.  Cloth,  $8.00. 

The  new  third  edition  of  this  excellent  text- 
book is  of  the  same  high  standard  as  the  preced- 
ing editions.  It  thoroughly  covers  gynecology 
in  all  of  its  medical  and  surgical  phases  and 
clearly  illustrates  and  describes  most  of  the  com- 
mon gynecologic  operations. 

To  meet  the  ever  changing  concepts  of  the 
subject  the  author  has  revised  much  of  the  text. 
He  describes  and  illustrates  the  anatomy  and 
physiology  of  the  female  sex  organs  in  excellent 
detail.  In  his  clear  discussion  of  endometriosis 
he  gives  the  latest  ideas  relative  to  the  condition. 
The  chapter  on  endocrinology  is  particularly 
worthy  of  note. 

The  reader  is  told  frankly  that  in  many  in- 
stances endocrine  therapy  is  of  great  therapeutic 
value,  but  in  others  its  usefulness  is  open  to 
question.  The  newer  concepts  of  x-ray  and 
radium  therapy  are  discussed  in  an  exceptionally 
well-written  chapter. 

The  volume  is  complete  and  concise.  It  is  an 
excellent  text  for  students  and  a valuable  refer- 
ence book  for  practitioners. 

Wm.  Sidney  Smith 


Cancer  of  the  Larynx.  By  Chevalier  Jackson, 
M.D.,  and  Chevalier  L.  Jackson,  M.D.  Octavo 
of  309  pages,  illustrated.  Philadelphia,  W.  B. 
Saunders  Co.,  1939.  Cloth,  $8.00. 

The  book  is  a most  complete  review  of  the 
subject  based  on  an  enormous  clinical  experience. 
It  describes  in  great  detail  both  the  diagnosis  and 
treatment,  stressing  particularly  the  importance 
of  early  diagnosis  and  the  selection  of  appropriate 
measures.  Numerous  illustrations  as  well  as 
five  color  plates  add  greatly  to  a clear  under- 
standing of  the  text,  and  a section  is  added  deal- 
ing with  the  historical  aspects  of  various  forms  of 
treatment.  The  book  is  very  complete  and 
should  be  read  by  all  in  any  way  interested  in  the 
subject. 


R.  L.  Moorhead 
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Editorial 


Politics?  or  Action? 

Are  we  a nation  of  cake-eaters?  Or  merely  dream  mongers? 
Physicians,  especially  the  psychiatrists  among  us,  might  be  able  to 
supply  the  answer.  Answer  there  must  be.  For  we  face  a gravely 
critical  period  in  the  history  of  the  country,  a time  when  decisions 
of  profound  importance  must  be  made. 

These,  however,  must  be  followed  by  action  of  a sort  to  affect 
radically  the  lives  and  habits,  the  concepts  and  beliefs  of  the  whole 
population.  In  recent  years  the  national  mind  has  been  focussed  on 
“social  objectives.”  Political  ambitions  and  lusory  legislation  have 
played  with  the  hopes  of  the  Dependency  that  the  ultimate  objectives 
of  democracy  were  in  process  of  attainment. 

Now  we  face  the  grim  and  unsocial  objectives  of  adequate  prepara- 
tion for  defense  too  long  delayed.  The  umbrella  of  our  domestic 
policy  of  appeasement  will  not  suffice  to  protect  our  institutions  from 
the  steel  rain  which  threatens  them,  nor  from  the  rust  and  corrosion 
from  which  they  are  now  partly  crippled.  This  time,  the  threat  is 
here , to  our  soil,  to  the  politician  in  Washington  as  well  as  in  Albany 
or  any  other  seat  of  government.  This  time,  nobody  escapes,  be  he 
Republican,  Democrat,  WPA  worker,  millionaire,  physician,  or 
pretzel  bender.  Modern  war  is  as  unsocial  as  that. 

How  far  can  we  carry  our  contemplated  unsocial  activities  without 
“any  retreat  from  any  of  our  social  objectives  ....”?*  “New  forces,” 
says  Mr.  Roosevelt,  “are  being  unleashed,  deliberately  planned 
propagandas  to  divide  and  weaken  us  in  the  face  of  danger.  . . .” 
These  forces  he  calls  “undiluted  poison,”  as  undoubtedly  they  are. 
But  where  are  they  being  unleashed?  Are  any  of  these  undiluted 
poisons  encapsulated  in  the  legislation  purporting  to  advance  us  to- 
ward certain  ‘ ‘social  objectives’  ’ ? Physicians  are  in  contact  with  the 
results  of  much  of  it.  Let  them  think  about  it,  and  think  fast.  Their 

* Fireside  Chat  of  President  Roosevelt,  May  26,  1940. 
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national  association  is  under  criminal  indictment,  their  public  prac- 
tice of  medicine  is  controlled  and  regulated,  hopelessly  enchained  in 
a net  of  rules  and  regulations  having  the  force  and  effect  of  law. 
Their  private  practices  are  all  but  undermined.  Why  does  this 
moment  of  unsocial  preparation  find  us  so  far  ‘ ‘socialized’  ’ ? Did  not 
the  President  say  “Our  moral,  our  mental  defenses  must  be  raised  as 
never  before  against  those  who  would  cast  a smoke  screen  across  our 
vision”?  The  medical  profession  has  done  its  best  in  the  past  to 
raise  the  screen,  with  results  as  above  noted,  and  will  continue  its 
efforts  unabated,  as  here  requested. 

As  a first  step  in  this  direction  let  us  ask  frankly : Will  the  medical 

profession  be  the  political  football  of  our  defense  preparations,  or, 
for  example,  may  we  expect  action  upon  our  recommendations 
for  revision  of  the  medical  welfare  muddle?  Compulsory  health 
insurance? 


Causes  of  Mortality 

It  is  a trifle  ironic  that  we  can  report  for  the  United  States  in  1939 
a new  record  for  low  mortality  from  disease;1  that  “the  year  did 
establish  a new  ‘best’  record  among  an  important  cross  section  of  the 
population — the  more  than  17,000,000  wage  earners  and  their  de- 
pendents who  are  industrial  policy  holders.  . . . Particularly  encour- 
aging,” saysth e Bulletin,  “.  . . . were  the  continued  improvement  in 
infant  and  maternal  mortality  as  well  as  from  tuberculosis  and 
pneumonia.  It  is  assured  that  new  low  rates  were  reached  for  all 
these  causes  of  death  in  1939.” 

In  Europe,  during  the  same  year,  exponents  of  “Man’s  inhumanity 
to  man”  were  plotting  and  accomplishing  the  death  and  destruction 
of  countless  thousands,  scattering  and  dispersing  countless  other 
thousands  “ill  fed,  ill  clothed,  ill  housed”  to  the  ends  of  the  earth. 
And  now,  in  1940,  every  resource  of  modern  technology  is  being 
utilized  to  continue  the  work  on  an  ever  grander  scale  of  butchery, 
until  the  continents  of  Europe  and  Asia  shall  become  one  seething 
slaughterhouse,  conducted  by  maniacs. 

Perhaps,  if  the  figures  were  known,  this  system  of  reducing  mor- 
tality from  disease  by  killing  people  with  bombs  and  guns,  especially 
the  young  ones,  is  effective.  Infant  mortality  can  certainly  be  re- 
duced by  blowing  the  expectant  mothers  to  atoms  before  the  infants 
are  born.  And  the  diseases  of  childhood  can  be  avoided  altogether 
by  destroying  the  children  before  they  have  contracted  them. 
Young  adults  and  the  aged  can  be  similarly  helped. 

To  our  American  way  of  thinking  the  system  seems  a little  harsh. 
We  admit  the  desirability  of  exterminating  the  diseases,  but  main- 
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tain  that  the  “horse  and  buggy”  method  of  private  practice  by  well- 
qualified  physicians,  together  with  efficient  public  health  depart- 
ments can  accomplish  the  same  ends,  perhaps  less  spectacularly,  but 
in  the  long  run  more  efficiently.  What  do  you  think? 


Workers’  Health  Hazards 

The  report  of  the  Commissioner  of  Labor  to  the  Legislature  in 
March,  1940,  reveals  the  progress  which  has  been  made  in  the  detec- 
tion and  control  of  silicosis  and  other  occupational  diseases  in  the 
three  and  one-half  years  from  July  1,  1936.  The  Legislature  then 
appropriated  the  sum  of  $50,000  a year  for  five  years  to  the  New 
York  State  Labor  Department.  The  funds  were  allocated  to  the 
Division  of  Industrial  Hygiene. 

Procedures  were  devised  to  include  medical  examinations  of 
workers,  chemical  analyses  of  rock  and  other  substances  to  deter- 
mine the  amount  of  hazard-producing  material,  together  with 
methods  of  control.  As  a result,  the  Commissioner  reports  that 
“the  health  of  nearly  300,000  workers  in  dangerous  trades  in  New 
York  is  safer  than  it  was  three  and  one-half  years  ago.  Industrial 
hygiene  doctors  have  conducted  37,850  medical  examinations,  in- 
cluding x-rays,  medical,  occupational  and  physical  tests,  blood  and 
other  analyses,  and  skin  patch  tests.  There  have  been  17,229 
chemical  analyses  and  determinations  of  samples  of  air,  rock,  blood, 
lung  tissue,  and  other  substances. 

“During  the  three-and-one-half-year  period,  4,808  plans  for  venti- 
lating systems  and  other  methods  of  controlling  dusts  and  fumes 
have  been  examined  by  industrial  hygiene  engineers.  These  plans 
involve  23,446  machines  and  protect  39,317  workers.  Specifications 
have  been  developed  for  wet  and  dry  drills  and  exhaust  equipment  to 
be  used  in  rock-drilling  operations.  This  equipment  had  to  be 
tested  preliminary  to  official  approval.” 

Something  has  been  learned  about  the  control  of  hazards  generated 
with  the  speed  of  invention,  the  development  of  new  industries,  new 
chemicals,  new  processes  which  bring  in  their  wake  new  poisons  and 
new  uses  for  old  ones.  A ventilation  laboratory  has  been  especially 
designed  and  equipped,  by  the  use  of  which  the  industrial  hygienists 
may  assist  an  employer  to  devise  exactly  the  ventilating  system  for 
his  particular  plant. 

Dusts,  sometimes  called  “noninjurious,”  such  as  wood,  cement, 
talc,  and  wool  have  been  to  date  insufficiently  studied;  too  few  data 
exist  to  warrant  any  such  assumption.  Further,  the  increasing  use 
of  solvents  for  nitrocellulose,  as  degreasing  agents,  as  thinner s in 
lacquers,  are  creating  unexpected  problems.  It  has  been  found 
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that  these  solvents  may  attack  the  body  fats  of  workers,  particularly 
the  fats  of  the  nervous  system,  to  mention  but  one  instance. 

The  work  of  the  Division  of  Industrial  Hygiene  deserves  the 
wholehearted  support  of  the  medical  profession.  Inevitably,  the 
anticipated  speed-up  of  manufacture,  related  to  the  defense  pro- 
gram, new  products  and  processes,  the  increased  employment  of 
new  workers  unused  to  the  hazards  of  industry,  will  create  extra- 
ordinary problems.  These  developments  will  necessitate  new 
safety  codes,  more  intensive  study  of  industrial  poisons,  and  above 
all  an  increased  program  of  education  in  safety. 

Medical  Preparedness 

The  state  of  Europe  has  forcibly  reminded  us  of  the  readjustments 
necessary  to  adapt  a large  civilian  population  to  the  economy  of 
war.  The  medical  profession,  in  time  of  war,  has  thrust  upon  it 
suddenly,  problems  which  do  not  ordinarily  exist,  and  it,  too,  must 
readjust  itself  to  meet  them.  War  medicine  and  war  surgery  re- 
quire special  organization ; centers  for  research  must  be  established 
so  that  the  biology,  pathology,  and  treatment  of  war  wounds  and 
other  conditions  can  be  studied.  The  war  in  Spain  has  given  us 
many  basic  ideas  concerning  prophylactic  excision,  preoperative 
transportation,  and  immobilization  by  means  of  plaster  casts  for  all 
wounds  of  the  extremities.1 

Then,  too,  the  manner  in  which  war  is  waged  today  has  so  far  been 
vastly  different  from  the  World  War.  This  difference  raises  the 
question  whether  the  means  for  administering  medical  care  and 
evacuation  to  the  rear,  which  were  in  use  twenty  years  ago,  will 
suffice  in  this  newer  method  of  warfare.  In  the  realization  that  our 
country  must  now  embark  upon  a vast  program  to  prepare  our- 
selves, the  medical  aspects  of  war  assume  an  important  place  in  the 
minds  of  civilian  physicians  who,  in  an  emergency,  will  be  called 
upon  to  bear  the  brunt  of  the  work,  under  the  supervision  of  trained 
army  and  navy  medical  personnel.  It  would  seem  in  order,  there- 
fore, that  some  means  be  made  available  to  keep  doctors  informed  of 
current  war  medicine  as  part  of  the  preparedness  program,  and  that 
it  be  done  as  soon  as  possible. 

1 Jeanneney,  G.:  Gaz.  d.  hop.  113:  177  (March  6)  1940. 

Current  Comment 

“As  a matter  of  fact,  there  is  not  a do  not  make  five,  and  it  is  very  important 
particle  of  difference  between  true  propa-  that  the  fact  should  be  grasped.” — Nicho- 
ganda  and  education.  Education  is  propa-  las  Murray  Butler,  speaking  on  “The  Real 
ganda.  If  you  learn  the  multiplication  Issue”  at  the  annual  meeting  of  The  Pil- 
table,  it  is  propaganda  that  two  and  two  grims  on  January  24,  1940. 


GLOBIN  INSULIN 

A Clinical  Study 

George  B.  Andrews,  M.D!,  and  William  A.  Groat,  M.D.,  Syracuse,  New  York, 
with  the  assistance  of  Alice  V.  Wood,  B.S.,  and  Meredith  L.  Jones,  B.S. 

( From,  the  Medical  Department,  Metabolic  Service,  and  Hazard  Memorial  Laboratory,  Syracuse 

Memorial  Hospital ) 


We  have  had  globin  insulin  for  inves- 
tigational use  to  study  its  effect  on 
human  diabetes  mellitus.*  Globins  are 
histons  quite  similar  to  protamines  except 
that  they  have  a larger  number  of  amino 
acids  in  the  molecule.  The  globin  used  in 
our  insulin  product  is  said  to  be  obtained 
from  beef.  The  best  known  of  the  glo- 
bins is,  of  course,  hemoglobin.  The  prepa- 
ration of  globin  insulin  used  in  our  work 
was  a clear,  slightly  yellowish  fluid,  which 
is  said  to  contain  3.8  mg.  of  globin  and  0.3 
mg.  of  zinc  per  hundred  units  of  insulin.1 
The  insulin  concentration  was  80  units 
per  cubic  centimeter,  pH  of  4.0.  Due  to 
the  high  concentration  of  insulin  units,  a 
tuberculin  syringe  was  used  to  measure 
the  dose.  This  study  comprises  cases  in 
comparison  with  the  modified  insulins, 
protamine  zinc  and  crystalline  zinc,  of 
approved  character. 

Bauman1  has  reported  a study  of  25 
cases.  Reiner,  Searle,  and  Lang2  re- 
ported a series  of  studies  upon  animals. 
In  general,  our  observations  are  similar 
to  those  of  Bauman.  To  test  the  ef- 
ficiency of  a new  insulin,  it  seemed  to 
us  to  be  advantageous  to  make  our  blood 
sugar  determinations  two  hours  after 
each  of  the  three  meals.  We  planned  in 
that  way  to  catch  the  peak  of  blood  sugar 
rise  rather  than  the  low  point.  In 
this  study,  two  sets  of  blood  sugars  of 
three  determinations  each  were  taken 
during  the  control  or  observation  period 
while  the  patient  was  taking  his  former 
dose  of  insulin.  When  clearly  on  globin 
insulin  for  at  least  two  days,  three  deter- 
minations each  were  similarly  carried  out. 
The  method  used  for  collecting  and  proc- 

*  Through  the  courtesy  of  The  Experimental  Research 
Laboratories  of  Burroughs  Wellcome  & Co.,  who  furnished 
the  globin  insulin. 


essing  venous  blood  is  a sound,  simple 
microchemical  one,  which  will  be  reported 
separately.  All  determinations  have 
been  in  duplicate  with  frequent  careful 
titers  and  checks  of  the  solutions,  all  by 
standard  methods. 

A summary  of  the  detailed  study  of  10 
representative  cases  is  given.  Table  1 
indicates  the  type  of  insulin  with  blood 
sugar  curves  and  urine  findings  on  a par- 
ticular day  during  the  control  period ; 
Table  2 the  same  while  receiving  globin 
insulin;  Table  3 the  distribution  of  car- 
bohydrate according  to  the  three  or  four 
feedings  that  were  used  and  to  the  par- 
ticular insulin  the  patient  was  taking  the 
day  he  was  fed  this  amount  of  carbohy- 
drate. The  first  half  shows  the  control 
period  with  supplementary  feeding  at 
10 :00  p.m.  During  the  period  the  patient 
was  on  globin  insulin,  the  carbohydrate 
in  the  various  meals  was  reapportioned 
from  time  to  time  to  get  what  seemed  to 
be  the  best  control  with  a single  dose  of 
globin  insulin  given  before  breakfast,  the 
total  carbohydrate  in  twenty-four  hours 
remaining  constant.  It  was  usually 
found  in  giving  this  single  dose  of  insulin 
before  breakfast  that  a good  proportion 
of  the  total  carbohydrate  should  be 
given  at  the  noon  meal.  A light  feeding 
at  4 : 00  p.m.  for  the  active  individual  seems 
to  be  the  rule. 

We  have  noticed  that  when  shock  ap- 
peared it  was  mild  and  occurred  usually 
about  4:00  p.m.  A sense  of  weakness  and 
chilliness  was  the  usual  complaint,  rarely 
with  other  symptoms  of  hyperinsulinism 
such  as  hunger,  palpitation,  sweating,  etc. 
In  these  few  instances  the  chilliness  did 
not  seem  to  leave  for  an  hour  after 
other  symptoms  had  disappeared. 


914 


A NDREWS  A ND  GROA  T 


[N.  Y.  State  J.  M. 


TABLE  1. — Control  Series  with  Protamine  Zinc  and  Crystalline  Zinc  Insulin 


No.  - — Blood  Sugar  (Two  Hours  After  Meal)—.  , Urine  Glucose  and  Acetone- 


Break- 


1. 

Insulin 
80  p.z.* 

fast 

270 

2. 

44  p.z. 

152 

3. 

50  p.z. 

288 

4. 

30  p.z. 

174 

5. 

64-0-50 

178 

6. 

c.z.** 
40  p.z. 

140 

7. 

36-36-36 

400 

8. 

c.z. 
36  p.z. 

197 

9. 

16-0-16 

105 

10. 

c.z. 

80  p.z. 

154 

Average 

205.8 

Lunch 

Dinner 

7 A.M.— 
12  M. 

12  M.- 
5 P.M. 

244 

134 

4 -0 

5 -0 

158 

160 

2 -0 

1 -0 

135 

148 

5 -0 

5 -0 

184 

225 

0 -0 

0 -0 

137 

67 

0 -0 

277 

313 

0 -0 

4 -0 

208 

124 

5 -? 

5 -? 

189 

182 

1 -0 

2 -0 

132 

102 

2 -0 

2 -0 

159 

178 

2 -0 

2 -0 

182.3 

163.3 

2+-0 

2+-0 

5-9 

9 P.M.— 

P.M. 

7 A.M. 

Age 

Sex 

0 -0 

? -0 

36 

F 

2 -0 

1 -0 

52 

M 

? -0 

? -0 

28 

F 

0 -0 

0 -0 

57 

F 

0 -0 

0 -0 

18 

M 

5 -0 

5 -1 

44 

F 

3 -0 

1 -0 

40 

M 

3 -0 

38 

M 

1 -0 

0 -0 

38 

F 

2 -0 
1+-0 

oo 

+ 

oo 

58 

M 

* Protamine  zinc. 
**  Crystalline  zinc. 


TABLE  2. — Globin  Insulin 


No.  ✓ Blood  Sugar  (Two  Hours  After  Meal) . , Urine  Glucose  and  Acetone 


Insulin 

Breakfast 

Lunch 

Dinner 

7 A.M.— 
12  M. 

12  M.- 
5 P.M. 

5-9 

P.M. 

9 P.M.— 
7 A.M. 

1. 

76 

173 

75* 

225 

5 -0 

? -0 

5 -0 

5 -0 

2. 

40 

144 

123 

152 

? -0 

? -0 

1 -0 

2 -0 

3. 

44 

84 

62* 

88 

0 -0 

0 -0 

0 -0 

0 -0 

4. 

20 

201 

202 

209 

? -0 

0 -0 

? -0 

0 -0 

5. 

70 

180 

102 

158 

0 -0 

0 -0 

? -0 

0 -0 

6. 

40 

217 

267 

253 

0 -0 

4 -0 

2 -0 

1 -0 

7. 

80 

48 

71 

200 

0 -0 

0 -0 

3 -0 

2 -0 

8. 

30 

147 

150 

166 

1 -0 

0 -0 

1 -0 

? -0 

9. 

24 

112 

128 

106 

4 -0 

0 -0 

1 -0 

0 -0 

10. 

78 

187 

150 

159 

1 -0 

1 -0 

1 -0 

1 -0 

Average 

149.3 

133.0 

171.6 

1+-0 

0+-0 

1+-0 

l+-0 

* Mild  insulin  shock  in  midafternoon. 


TABLE  3. — Carbohydrate  in  Grams 


✓ — Control  Period  on  Protamine  Zinc  or  Crystal — - 

line  Zinc  Insulin  , Globin  Period 

Extra 


Pro- 

Break- 

Din- 

Late 

In- 

Break- 

feed- 

tein 

Fat 

Date 

Insulin 

fast 

Lunch 

ner 

supper 

Date 

sulin 

fast 

Lunch 

ing 

Supper 

1. 

80 

90 

2/  9/40 

80  p.z.* 

50 

60 

80 

30 

2/26/40 

76 

35 

80 

20 1 

75 

2. 

80 

100 

2/12/40 

44  p.z. 

50 

60 

90 

12 

2/20/40 

40 

50 

60 

90 

3. 

80 

100 

3/  1/40 

50  p.z. 

40 

60 

80 

20 

3/14/40 

44 

60 

80 

40 

4. 

60 

70 

1/18/40 

30  p.z. 

30 

40 

50 

30 

1/31/40 

20 

30 

70 

50 

5. 

80 

70 

4/16/40 

64-0-50 

40 

40 

60 

10 

4/24/40 

70 

40 

90 

20 1 

70 

6. 

70 

135 

2/29/40 

40  p.z. 

20 

50 

50 

30 

3/  4/40 

40 

35 

50 

65 

7. 

70 

80 

3/  4/40 

36-36-36 

50 

70 

70 

20 

3/14/40 

80 

35 

60 

30S 

85 

8. 

100 

100 

1/25/40 

C.Z. 

36  p.z. 

60 

80 

100 

12 

1/31/40 

30 

60 

80 

100 

9. 

70 

60 

3/  8/40 

16-0-16 

40 

50 

60 

3/12/40 

24 

40 

50 

60 

10. 

80 

150 

2/  7/40 

C.Z. 

80  p.z. 

40 

50 

70 

40 

2/26/40 

78 

30 

90 

20t 

60 

* Protamine  zinc. 

**  Crystalline  zinc, 
t Four  p.m.  feeding. 
8 Late  supper. 


The  following  are  the  condensed  his- 
tories of  10  representative  cases. 

Case  Reports 

Case  1. — Woman,  aged  36,  had  suffered  with 
diabetes  for  twenty-one  years.  At  an  earlier 
admittance  to  the  Syracuse  Memorial  Hospital  in 
1931,  she  was  taking  regular  insulin  30-20-30. 
In  1937  she  was  shifted  to  protamine  zinc  insulin, 
taking  about  70  to  80  units  daily.  Due  to  a 
digestive  upset  she  had  a severe  protamine  zinc 
insulin  shock,  recovering,  however,  in  a few 


hours.  The  patient  was  not  so  cooperative  as 
one  would  like  in  the  matter  of  her  diet  but  at  one 
time  was  taking  90  units  of  protamine  zinc 
daily  with  fairly  good  control.  In  the  last  two 
months  she  has  been  shifted  to  globin  insulin,  76 
units  daily  before  breakfast,  and  has  gained  10 
pounds  in  weight  and  is  feeling  much  better. 
She  is  also  cooperating  better  on  her  diet.  Since 
taking  globin  insulin,  she  has  had  a few  mild 
insulin  shocks  usually  in  the  late  afternoon. 

Case  2. — Man,  aged  52,  entered  the  Syracuse 
Memorial  Hospital  for  acute  iridocyclitis.  His 
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blood  pressure  was  134/72.  Routine  urinalysis 
revealed  a large  amount  of  sugar.  He  was  put  on 
a dietary  of  carbohydrate  190,  protein  80,  and 
fat  100.  He  was  stabilized  on  44  units  of  prota- 
mine zinc  insulin  and  then  shifted  to  40  units  of 
globin  insulin  without  incident. 

Case  3. — Woman,  aged  28,  had  been  a moder- 
ately severe  diabetic  four  years.  Now  she  is 
able  to  carry  on  active  professional  nursing. 
She  responds  much  better  to  globin  insulin  than 
she  did  to  protamine  zinc  insulin,  40  units  of 
globin  insulin  being  more  effective  than  50 
units  of  protamine  zinc  insulin. 

Case  4. — Woman,  aged  56,  was  admitted 
January  6,  1940,  for  shortness  of  breath  and 
swelling  of  the  ankles.  She  had  cardiovascular 
disease  as  a complication,  blood  pressure  of 
250/120.  Her  blood  sugar  on  admission  was  360 
mg.  She  was  fairly  well  stabilized  on  30  units 
of  protamine  zinc  insulin.  Her  dietary  was 
carbohydrate  150,  protein  60,  and  fat  70.  Car- 
bohydrate was  divided  as  follows : 30  for  break- 

fast, 50  for  lunch,  50  for  supper,  and  30  for  late 
supper.  She  was  stabilized  on  this  dietary  with 
20  units  of  globin  insulin. 

Case  5. — Boy,  aged  18,  was  admitted  to  the 
Syracuse  Memorial  Hospital  on  September  7, 
1939,  in  diabetic  coma.  During  the  past  year 
he  had  complained  of  weakness  and  had  lost 
fifteen  pounds  in  weight.  For  two  years  he  had 
had  increased  hunger  and  thirst  and  swelling  of 
feet  and  ankles  for  past  six  months.  The  day 
before  he  was  admitted  he  vomited  several  times 
and  had  shortness  of  breath.  Father’s  brother 
had  diabetes  and  the  patient  had  a nephew  who 
died  at  one  and  one-half  years  with  diabetes. 
Blood  sugar  on  admission  was  454  mg.  Urine 
showed  sugar  5 and  acetone  3 plus.  With 
customary  intensive  treatment  with  regular 
insulin,  clyses,  and  infusions,  he  was  discharged 
September  21,  1939,  weighing  144  pounds  and 
taking  60  units  of  protamine  zinc  insulin.  He 
complained  of  tingling  and  pain  in  his  feet  at  this 
time  but  refused  to  remain  longer  in  the  hos- 
pital. He  was  readmitted  November  15,  1939, 
for  further  observation.  There  were  symptoms 
that  suggested  peripheral  nerve  involvement. 
He  had  reduced  vibratory  sense  and  diminished 
tendon  reflexes  in  the  legs.  He  was  seen  by  a 
neurologist  who  stated  that  he  had  a peripheral 
rather  than  cord  involvement.  Large  doses  of 
vitamin  B combinations  did  not  produce  any 
immediate  effect.  In  outpatient  clinic  he  did  not 
seem  to  do  well  on  protamine  zinc  insulin  and  so 
was  shifted  to  crystalline  zinc  insulin  which  was 
gradually  increased  to  64  units  before  breakfast 
and  40  units  before  supper,  a high  total  of  104 
units  of  crystalline  zinc  insulin  daily.  He  got 


along  very  nicely  on  this  with  dietary  carbo- 
hydrate 150,  protein  80,  and  fat  90.  His  carbo- 
hydrate distribution  as  an  outpatient  was  40 
grams  at  breakfast,  40  grams  at  lunch,  60  grams 
at  the  evening  meal,  and  a late  feeding  of  10 
grams.  He  was  admitted  again  April  15, 1940,  for 
observation.  At  this  time  his  reflexes  were  nor- 
mal and  his  vibratory  sense  was  practically  nor- 
mal. Dietary  changed  to  carbohydrate  200,  with 
the  same  daily  total  amount  (104  units)  of  crystal- 
line zinc  insulin.  After  two  days  he  was  changed 
to  globin  insulin,  60  units  before  breakfast.  Two 
days  later  he  was  given  70  units  of  globin  insulin, 
and  it  can  be  seen  from  Table  3 that  his  blood 
sugar  was  practically  normal  on  this  dose.  His 
weight  April  24,  1940,  was  161  pounds  and 
patient  was  well  controlled  on  one  dose  of  70 
units  of  globin  insulin. 

Case  6. — Woman,  aged  43,  was  admitted  to  the 
hospital  on  February  25,  1940.  Seen  first  De- 
cember 10,  1935,  by  reference  of  Dr.  Hoople. 
She  had  been  referred  to  him  because  of  difficulty 
in  breathing  and  the  possibility  of  chronic  sup- 
purative maxillary  sinusitis.  This  proved  not  to 
be  true,  but  he  noted  that  there  seemed  to  be  some 
decided  metabolic  disturbance.  The  patient 
in  the  hospital  was  found  propped  up,  decidedly 
air  hungry  with  cherry  red  face  and  lips.  She 
had  had  good  appetite  without  nausea  and  vomit- 
ing but  had  lost  weight.  While  seemingly  clear, 
she  was  noticeably  psychoneurotic,  very  ap- 
prehensive, and  a difficult  problem  for  the  nurses. 
Large  amounts  of  sugar  and  acetone  were  found 
in  the  mine,  high  blood  sugar,  etc.,  and  she  re- 
quired large  doses  of  regular  insulin  for  several 
days  with  marked  personality  changes  to  nor- 
malcy. As  a diabetic  she  was  quite  unstable 
and  later  was  put  on  40  units  protamine  zinc 
insulin  but  remained  unstable,  showing  large 
amounts  of  sugar  at  times  and  having  frequent 
prolonged  shocks  in  the  early  morning  hours. 
Because  of  this  sugar  shock  sequence  she  re- 
entered February  25,  1940,  although  apparently 
in  good  condition  otherwise.  Following  the 
usual  procedure  she  left  the  hospital  on  40  units 
of  globin  insulin  and  is  maintained  without 
shocks  and  mostly  sugar  free. 

Case  7. — Man,  aged  40,  was  admitted  June 
26,  1932,  for  diabetes,  with  increasing  thirst, 
frequency  of  urination  for  two  months,  weak- 
ness, and  weight  loss.  Two  years  ago  he 
weighed  190  pounds  and  on  admission  135 
pounds.  On  his  first  admission  he  was  dis- 
charged, taking  16  units  of  insulin.  Patient 
was  in  and  out  of  the  hospital  for  several  years. 
He  was  readmitted  in  1936.  At  that  time  he  had 
a keratitis.  There  was  complaint  of  gastric 
distress,  but  x-ray  examination  and  test  meals 


916 


ANDREWS  AND  GROAT 


[N.  Y.  State  J.  M. 


showed  nothing  helpful.  He  was  in  the  hos- 
pital many  weeks  and  was  difficult  to  stabilize 
taking  60  units  of  protamine  zinc  and  20  units  of 
crystalline  zinc  before  breakfast.  On  his  latest 
admission  he  was  given  divided  doses  of  crystal- 
line zinc  insulin,  36-36-36,  without  satisfactory 
control.  He  was  put  on  a dietary  of  carbo- 
hydrate 210,  protein  70,  and  fat  80  and  then 
shifted  to  80  units  of  globin  insulin.  For  the 
last  two  months  he  had  been  very  well  controlled 
and  has  kept  his  weight  at  155  pounds. 

Case  8. — Man,  aged  38,  was  admitted  for 
circumcision.  Routine  urinalysis  showed  4 
sugar,  no  acetone.  Blood  sugar  was  247  (be- 
fore breakfast).  Stabilized  on  36  units  of  pro- 
tamine zinc  insulin  on  a dietary  of  carbohydrate 
240,  protein  100,  and  fat  100.  He  was  dis- 
charged on  30  units  of  globin  insulin  and  is  well 
controlled  at  present. 

Case  9. — Woman,  aged  38,  was  admitted 
March  23,  1940,  on  gynecologic  service  for 
perineal  repair.  She  was  found  to  have  diabetes. 
She  was  spilling  a large  amount  of  sugar  and 
had  a fasting  blood  sugar  of  182  mg.  It  was 
decided  to  omit  any  operative  work  as  Ascheim- 
Zondek  test  showed  pregnancy,  and  she  was  put 
on  a dietary  of  carbohydrate  150,  protein  70, 
and  fat  60.  She  was  given  crystalline  zinc 
insulin,  16  units  in  the  morning  and  16  at  night. 
Carbohydrate  was  divided  40-50-60.  She  was 
then  changed  to  24  units  of  globin  insulin  and 
was  discharged  March  18,  1940,  well  controlled. 

Case  10. — Man,  aged  58,  was  admitted  Janu- 
ary 27,  1940.  He  had  had  tarry  stools  for  two 
days  and  a history  of  diabetes  of  twelve  years’ 
duration.  Careful  study  revealed  no  gastro- 
intestinal pathology.  His  condition  improved 
when  the  diabetes  was  brought  under  control. 
He  was  stabilized  first  on  80  units  of  protamine 
zinc  insulin  and  was  given  a dietary  of  carbo- 
hydrate 200,  protein  80,  and  fat  150.  High  fat 
was  due  to  milk  and  cream  between  meals,  the 
patient  being  on  a modified  Sippy  diet.  This 
patient  was  a difficult  case,  but  with  a very  large 
carbohydrate  feeding  at  noon,  he  left  the  hospital 
under  excellent  control  on  78  units  of  globin 
insulin. 

Discussion 

We  have  been  able  to  make  the  follow- 
ing observations.  (1)  The  daily  total 
units  of  globin  insulin  necessary  for  con- 
trol seems  to  be  less  than  the  daily  total 
units  of  protamine  zinc  insulin  previously 
used.  (2)  Patients  were  well  controlled 
by  diet  and  a single  daily  dose  of  globin 
insulin  even  when  it  had  not  been  ac- 


complished in  severe  cases  of  diabetes  by 
crystalline  zinc  or  protamine  zinc  insulin. 
(3)  None  had  nocturnal  hypoglycemic 
reactions  except  in  one  instance,  when 
we  used  a dose  of  globin  insulin  before 
the  evening  meal.  On  discontinuing  this 
second  dose  of  globin  insulin,  the  reac- 
tion at  11:00  p.m.  was  avoided.  (4)  In 
shifting  from  protamine  zinc  to  globin  in- 
sulin in  2 instances  we  had  slight  insulin 
shocks  on  the  morning  the  change  was 
made,  indicating  the  frequently  observed 
fact  that  protamine  zinc  insulin  is  effective 
beyond  twenty-four  hours.  In  changing 
from  protamine  zinc  to  globin  insulin, 
we  found  that  the  day  the  change  is  made 
it  seems  best  to  give  half  as  much  globin 
insulin  as  had  formerly  been  given  of 
protamine  zinc  insulin.  The  next  day 
one  can  increase  the  dose  of  globin  in- 
sulin to  about  three-quarters  of  the  pre- 
viously given  dose  of  protamine  zinc 
insulin.  This  dose  will  often  be  found 
sufficient  to  maintain  satisfactory  control. 
(5)  A patient  newly  on  globin  insulin 
should  be  closely  watched  since  the  daily 
total  dosage  should  likely  be  reduced 
until  a stable  adjustment  is  reached. 
It  is  not,  however,  truly  cumulative  in 
action.  (6)  When  using  protamine  zinc 
insulin,  we  have  customarily  given  a total 
carbohydrate,  usually  150  to  200  grams  or 
more,  depending  on  the  weight  of  the 
patient,  divided  as  follows:  2/io  for 

breakfast,  Viofor  lunch,  4/i0  for  the  even- 
ing meal,  and  Vio  for  late  feeding.3  How- 
ever, in  the  use  of  globin  insulin,  in  our 
experience  it  is  best  to  give  the  larger 
amount  of  carbohydrate  at  the  noon  meal 
if  the  insulin  is  administered  before 
breakfast.  Dividing  the  total  carbo- 
hydrate into  tenths,  we  would  be  likely 
to  give  2/io  for  breakfast,  4/io  for  noon 
meal,  1/iq  for  four  o’clock  lunch,  and  3/io 
for  the  evening  meal.  The  protein  and 
fat  may  be  reasonably  divided  to  suit 
individual  custom.  In  our  experience, 
judging  from  blood  sugar  curves,  the 
timing  of  the  occasional  mild  insulin 
shocks,  and  the  occurrence  of  sugar  in  the 
divided  urine  specimens  done  daily, 
patients  tend  to  get  the  maximum  effect 
of  globin  insulin  in  about  eight  hours. 
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The  effect  of  the  globin  insulin  appears 
to  last  about  fifteen  hours.  In  3 of  our 
severer  cases  (patients  taking  at  least 
80  to  90  units  of  insulin  often  without 
good  control),  we  were  able  to  establish  a 
much  more  successful  control  with  globin 
insulin  than  with  protamine  zinc  or  crys- 
talline zinc  insulin,  with  satisfactory 
weight  adjustments  when  required. 

From  this  brief  experience  we  feel  that 
globin  insulin  has  a distinct  advantage 
over  crystalline  zinc  or  protamine  zinc 
insulin,  particularly  in  the  severer  types  of 
diabetes. 

Stimulated  by  the  researches  of  Hous- 
say,  a great  deal  of  fundamental  informa- 
tion has  been  accumulated  on  the  inter- 
relations of  ductless  glands  and  their 
relation  to  diabetes.4,5  The  production 
by  Young  of  permanent  diabetes  in 
animals  with  pituitary  extract  injections 
ranks  with  the  work  of  Minkowski. 


However,  the  application  of  animal  ex- 
periments to  human  diabetes  is  still  to  be 
worked  out,  and  we  are  confronted  by  the 
problem  of  making  the  best  use  of  well- 
established  methods  of  treatment.  For 
the  average  physician  the  treatment  is 
still  educational,  teaching  the  patient 
how  to  regulate  and  measure  his  diet, 
advising  him  in  detail  about  his  insulin, 
and  regulating  his  work  and  his  play  so 
that  in  spite  of  his  defect  he  may  be 
assured  a useful  and  happy  life. 
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MANAGEMENT  OF  VARICOSE  VEINS  IN 
PRIVATE  PRACTICE 


I.  A.  Brunstein,  M.D.,  New  York  City 

(. Acting  Chief,  Varicose  Vein  Clinic,  Stuyvesant  Polyclinic;  Assistant  Physician,  Peripheral  Vascular 

Clinic,  Gouverneur  Hospital ) 


Since  the  general  practitioner  is  the 
first  to  see  the  patient,  it  is  important 
that  he  be  proficient  in  the  correction  of 
varicose  veins,  for  upon  his  skill  and  ex- 
perience the  patient’s  health  depends. 
Treatment  of  varicose  veins  is  simple  and 
effective  and  hence  may  unhesitatingly  be 
advised  in  the  early  stages,  so  as  to  avoid 
disabling  complications  such  as  varicose 
eczema,  ulcer,  phlebitis,  and  embolism. 
Instead  of  waiting  until  the  patient  pre- 
sents himself  for  treatment  of  his  vari- 
cosities only,  prophylactic  treatment 
should  be  encouraged  if  these  are  ob- 
served during  a routine  examination. 
Though  the  treatment  is  quite  popular, 
many  patients  still  believe  their  condition 
permanent  and  are  surprised  to  learn  that 
their  varicose  veins  can  be  corrected. 

Every  patient  undergoing  treatment  for 
an  associated  disease  should  be  examined 
for  the  presence  of  varicosities,  and  if 
these  are  found,  no  matter  how  slight, 
their  correction  should  be  suggested.  It 
is  gratifying  both  to  patient  and  physician 
to  observe  varicosities  resembling  a small 
bunch  of  grapes  or  plums  slowly  disap- 
pear after  the  use  of  the  proper  amount  of 
sclerosing  solution  and  compression  and 
to  note  the  disappearance  of  a long  stand- 
ing varicose  eczema  with  its  distressing 
pruritus  or  the  healing  of  an  old  varicose 
ulcer  after  obliteration  of  the  offending 
veins.  A patient  of  mine  with  dermatitis 
hemostatica  and  chronic  psoriasis  of  the 
lower  extremities,  confirmed  by  biopsy  at 
a large  skin  clinic,  was  treated  locally  for 
this  skin  lesion  without  any  improvement 
until  the  underlying  varicosities  were  ob- 
literated. 

Every  practitioner  capable  of  giving  an 
intravenous  injection  is  able  to  inject 
varicose  veins.  However,  one  rule  of 
safety  must  be  observed:  first,  ascertain 


that  there  are  no  contraindications  to  ob- 
literation of  the  varices,  and,  second, 
start  slowly  and  with  caution. 

Preventive  Treatment 

Until  recently,  treatment  was  sug- 
gested only  when  the  patient  complained 
of  pruritus,  burning,  aching,  fatigue, 
heaviness,  and  edema  of  the  extremities 
and  when  the  varicosities  were  of  suffi- 
cient size  and  number  to  warrant  the  use 
of  sclerosing  solutions.  Today,  my  opin- 
ion is  that  the  correction  of  varicosities  is 
justified  even  when  there  are  no  subjec- 
tive symptoms.  After  treatment,  these 
patients  state  that  their  legs  feel  lighter, 
that  they  can  walk  farther  without  undue 
fatigue,  and  are  rather  surprised  not  to 
have  noticed  their  previous  discomforts. 
Treatment  of  the  varicosities  should, 
therefore,  not  be  postponed  until  there  is 
manifest  disturbance  or  actual  disability 
but  should  be  undertaken  as  a prophylac- 
tic measure. 

Recurrences  Following  Injection 
Treatment 

When  suggesting  injection  therapy,  the 
patient  should  be  advised  of  the  possi- 
bility of  recurrences  and  the  importance 
of  periodic  re-examinations.  The  need  of 
correction  of  new  varicosities  as  soon  as 
they  appear  should  be  stressed  so  that  the 
previous  abnormal  state  is  not  reached. 

If  ligation  is  indicated,  the  patient 
should  be  advised  that  the  combined 
treatment  of  ligation  of  the  great  saphe- 
nous vein  and  the  injection  of  the  varicosi- 
ties will  minimize  the  possibility  of  re- 
currences. It  is  well  known  that,  even 
with  this  combined  procedure,  recurrences 
from  collateral  channels  of  the  superficial 
systems  of  veins  may  develop.  With  this 
treatment  the  incidence  of  recurrences  has 
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been  reduced  from  about  60  to  about  15 
per  cent,  and  when  recurrences  do  take 
place,  they  are  usually  delayed  and  the 
varicosities  less  numerous.  It  is  apparent 
from  the  reports  of  various  authorities 
that  the  advantages  of  the  combined 
ligation  and  injection  of  the  saphenous 
vein  have  now  been  generally  ac- 
cepted. 

Assurance  should  be  given  to  the  pa- 
tient that  the  operation  is  a simple  pro- 
cedure and  that  the  number  of  subsequent 
injections  necessary  for  complete  oblitera- 
tion is  often  less  than  one-half  the  number 
of  injections  required  in  similar  cases 
without  ligation.  Quite  frequently  the 
patient  will  refuse  the  ligation  but  will 
submit  to  injections  only.  In  such  in- 
stances, treatment  should  not  be  with- 
held. The  patient,  having  been  con- 
vinced of  the  advantage  of  treatment, 
may  later  accept  ligation  to  ensure  more 
permanent  results.  Thus  one  avoids  dis- 
crediting the  merit  of  this  treatment 
and  retains  the  confidence  of  the  pa- 
tient. 

Indications  and  Contraindications  to 
Active  Treatment 

After  a detailed  history,  minutely  in- 
vestigating the  complaint  of  the  patient 
with  special  reference  to  postoperative  or 
postpartum  phlebitis,  such  as  phlegmasia 
alba  dolens,  a general  physical  examina- 
tion and  urinalysis  should  be  made.  In 
advanced  age,  senility,  or  in  the  presence 
of  debilitating  conditions  with  short  life 
expectancy,  a conservative  treatment 
should  be  employed.  Associated  condi- 
tions, such  as  uncontrolled  diabetes,  car- 
diac failure,  severe  anemia,  exophthalmic 
goiter,  should  be  corrected  before  treat- 
ment is  begun.  Other  conditions,  such  as 
the  menopausal  syndrome,  prostatitis,  or 
skin  conditions,  can  be  treated  simul- 
taneously. Pregnancy  does  not  contra- 
indicate active  treatment,  but  delay  is 
preferable,  as  treatment  may  not  prevent 
recurrences  even  before  parturition. 
Moreover,  in  the  majority  of  pregnant 
women,  varicosities  diminish  to  such  a 
degree  that  little,  if  any,  active  treatment 
is  required.  When  injection  treatment  of 


varicose  veins  during  pregnancy  is  under- 
taken, it  should  be  limited  to  the  larger 
abnormal  veins  which  cause  pain,  discom- 
fort, or  appear  to  be  on  the  point  of  rup- 
turing. 

In  deciding  upon  the  advisability  of 
treatment  the  physician  should  rule  out 
local  circulatory  disturbances  and  the 
presence  of  other  conditions  that  would 
contraindicate  treatment.  Obstruction  to 
venous  flow,  such  as  the  presence  of  a pel- 
vic tumor,  should  be  looked  for.  Ad- 
vanced arterial  deficiency,  either  arterio- 
sclerosis or  thromboangitis  obliterans, 
would  contraindicate  the  use  of  sclerosing 
solutions. 

A history  of  intermittent  claudication 
should  make  one  suspect  the  presence  of 
peripheral  arterial  disease.  To  confirm 
it,  the  presence  of  plantar  blanching  on 
elevation,  rubor  on  dependency,  dimin- 
ished temperature,  and  the  patency  of  the 
dorsalis  pedis  and  posterior  tibial  arteries 
should  be  looked  for.  Oscillometric  re- 
cordings help  to  indicate  the  state  of  pa- 
tency of  the  entire  vascular  bed.  In 
doubtful  cases  of  patients  past  middle 
age,  a consultation  is  advisable  before 
sclerosing  the  veins. 

The  presence  of  phlebitis  in  the  deep 
veins  is  an  absolute  contraindication  to 
injection  treatments,  as  the  resulting  ob- 
struction of  the  deep  venous  flow  gener- 
ally produces  a compensatory  dilatation 
of  the  superficial  venous  system.  The 
obstruction  will  usually  disappear  in  six 
to  eighteen  months,  after  which  period 
careful  treatment  of  the  varicosities  may 
be  instituted.  It  is,  therefore,  of  greatest 
importance  to  determine  the  patency  of 
the  deep  venous  system. 

As  a matter  of  short  review  it  may  be 
stated  that  the  greater  volume  of  the 
blood  from  the  lower  extremity  returns  by 
way  of  the  deep  veins.  It  is  from  the  su- 
perficial veins  of  the  leg  that  varicosities 
develop,  especially  from  the  internal  or 
long,  external  or  short  saphenous  veins 
and  their  tributaries,  and  from  the  super- 
ficial veins  of  the  anterior,  posterior,  and 
mesial  surfaces  of  the  leg  and  thigh. 
Numerous  tributaries,  normally  not  no- 
ticeable, may  develop  into  medium-  or 
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large-sized  varicosities.  There  are  fre- 
quent varicose  anastomoses  between  the 
external  and  internal  saphenous  system. 
The  communicating  veins  are  short  ves- 
sels, connecting  the  deep  and  superficial 
venous  systems.  Normally,  the  flow  of 
blood  is  directed  from  the  superficial 
veins  to  the  deep  system  of  veins. 

Tests  to  Evaluate  the  Circulation  in  the 
Venous  System  of  the  Lower  Extremity 
Affected  by  Varicosities 

There  are  various  tests  to  determine  the 
state  of  venous  circulation  in  the  lower  ex- 
tremities. Of  these,  Perthes’,  Brodie- 
Trendelenburg’s,  and  the  recent  com- 
parative tourniquet  test  of  Mahorner 
and  Ochsner1  are  the  most  widely  em- 
ployed. 

Perthes’  Test 

The  Perthes  test  to  establish  the  pa- 
tency of  the  deep  venous  system  consists 
of  applying  a tourniquet  to  the  patient’s 
thigh  tightly  enough  to  compress  the  in- 
ternal saphenous  vein.  The  patient  then 
walks  rapidly,  and  if  the  varicosities  di- 
minish, the  communicating  and  deep 
veins  are  known  to  be  open.  However,  if 
the  deep  venous  system  is  obstructed,  the 
superficial  veins  will  become  more  promi- 
nent, and  the  patient  will  complain  of 
distress  in  the  extremity.  Another  test  is 
to  bandage  the  leg  from  ankle  to  knee 
joint  with  an  Esmarch  rubber  bandage 
and  then  have  the  patient  walk  for  two 
hours.  If  no  discomfort  is  felt,  the  deep 
veins  are  open.  However,  should  ob- 
struction be  present  in  the  deep  system, 
discomfort  and  pain  proportionate  to  the 
degree  of  obstruction  will  appear.  If  the 
occlusion  is  complete,  the  patient  will  be 
able  to  wear  the  bandage  for  a short 
period  of  time  only. 


Trendelenburg’s  Test 

The  Brodie-Trendelenburg  test  deter- 
mines the  competency  of  the  valves  of  the 
saphenous  and  communicating  veins. 
With  the  patient  in  the  recumbent  posi- 
tion, the  leg  is  elevated  until  the  veins  are 
emptied,  and  a tourniquet  is  applied  near 
the  fossa  ovale.  The  patient  then  as- 
sumes a standing  position,  and  the  tourni- 
quet is  rapidly  released.  If  the  veins  dis- 
tend immediately  from  above,  it  indicates 
retrograde  flow  of  blood  in  the  great 
saphenous  vein  and  incompetency  of  its 
valves.  This  is  the  positive  Trendelen- 
burg test,  and  there  is  little  danger  of  em- 
boli from  injecting  such  a vein. 

The  same  test  may  be  used  to  deter- 
mine the  competency  of  the  communicat- 
ing veins.  If  the  tourniquet  is  applied  as 
before  and  the  patient  then  assumes  a 
standing  position,  it  requires  thirty-five 
or  more  seconds  for  the  varicosities  to  dis- 
tend. The  blood  has  passed  through  the 
normal  channels  of  the  capillaries,  and 
the  valves  of  the  communicating  veins 
are  competent.  Should  the  varices  fill  in 
less  than  thirty-five  seconds,  it  indicates 
that  blood,  unable  to  return  to  the  great 
saphenous  vein  because  of  the  tourniquet, 
has  returned,  totally  or  in  part,  by  way  of 
the  communicating  veins  with  incompe- 
tent valves.  Accurate  information  as  to 
the  competency  of  the  valves  in  the  com- 
municating veins  is  necessary  to  insure 
good  results. 

Mahorner-Ochsner  Comparative 
Tourniquet  Test 

The  comparative  tourniquet  test  de- 
vised by  Mahorner  and  Ochsner1  is  more 
reliable  for  the  determination  of  the  cir- 
culation in  varicose  veins.  For  this  test, 
the  patient  walks  to  and  fro  in  front  of  the 


FIGS.  1A-1D  (OPPOSITE  PAGE). 

Figs.  1A  and  IB.  Front  and  back  view — before  treatment.  Extensive  varicosities  on  the  left 
leg  with  incompetency  of  the  valves  both  in  the  communicating  and  great  saphenous  system.  Some 
medium-sized  varices  on  the  right  leg.  1C.  Combined  Mahorner-Ochsner  and  Cooper2  test.  The 
persistence  of  prominent  varicosities  between  the  two  tourniquets  locates  the  area  of  retrograde  flow 
from  the  deep  to  the  superficial  system.  Note  disappearance  of  the  varices  below  the  distal  tourni- 
quet. ID.  After  treatment.  Twelve  injections  resulted  in  obliteration  of  all  the  varicosities. 
Adequate  compression  and  support  helped  to  minimize  swelling  and  pain  and  keep  the  patient  am- 
bulatory throughout  treatment. 


922 


I.  A.  B RUN  STEIN 


[N.  Y.  State  J.  M. 


observer  with  the  lower  extremities  fully 
exposed  and  illuminated  by  light  coming 
from  behind  the  observer.  Even  without 
a tourniquet,  the  varicosities  become  less 
prominent  when  the  patient  is  walking, 
as  the  muscles  exert  a pumping  action  on 
the  deep  veins,  thereby  aiding  the  empty- 
ing of  the  superficial  veins.  A tourniquet 
is  then  applied  around  the  upper  third  of 
the  thigh,  tightly  enough  to  obstruct  the 
return  venous  flow  in  the  superficial  sys- 
tem of  veins  including  the  great  saphenous 
vein.  The  patient  again  walks  at  the 
same  speed.  The  physician  compares  the 
prominence  of  the  varicosities  before  and 
after  the  application  of  the  tourniquet. 
The  same  procedure  is  employed,  apply- 
ing the  tourniquet  around  the  middle 
third,  and  then  around  the  lower  third  of 
the  thigh. 

The  interpretation  is  as  follows:  If  a 
maximum  diminution  in  size  of  the  vari- 
cosities occurs  when  the  tourniquet  is 
around  the  upper  end  of  the  internal 
saphenous  vein  and  if  there  is  no  further 
improvement  when  the  tourniquet  is 
around  the  middle  or  lower  third  of  the 
thigh,  the  valves  of  the  communicating 
veins  are  competent,  and  the  only  source 
for  retrograde  flow  is  through  the  main 
opening  of  the  internal  saphenous  vein 
into  the  femoral  vein.  In  this  case,  high 
ligation  alone  is  sufficient.  If  there  is  ad- 
ditional improvement,  manifested  by  less 
prominence,  with  the  tourniquet  around 
the  middle  third  of  the  thigh  and  still 
greater  improvement  with  the  tourniquet 
around  the  lower  third,  it  indicates  that 
the  tourniquet  is  below  the  lower  com- 
municating veins  with  incompetent  valves. 
In  this  instance,  high  ligation  alone  will  be 
insufficient,  and  ligation,  to  be  effective, 
should  be  below  the  communicating  veins 
with  incompetent  valves.  Therefore  high 
and  low  ligation  is  indicated  to  reduce  the 
incidence  of  recurrence.  There  never  is 
less  prominence  of  the  lower  varicosities 
with  the  tourniquet  around  the  upper  end 
of  the  internal  saphenous  than  when  the 
tourniquet  is  around  the  middle  or  lower 
third  of  the  thigh.  The  interpretation 
of  the  Mahorner-Ochsner  tests  depends 
upon  the  degree  of  prominence  of  only 


those  varicose  veins  that  are  below  the 
level  of  the  tourniquet.  (Figs.  1A-1D.) 

Sclerosing  Solution  and  Amount  of 
Solution  to  Be  Used 

The  question  most  frequently  asked  is : 
“What  is  the  best  sclerosing  agent?” 
This  is  to  be  expected,  in  view  of  the 
great  number  of  solutions.  Moreover, 
every  manufacturer  extols  the  superiority 
of  his  product.  Any  solution  that  has  no 
general  toxic  reaction  and  produces  effec- 
tive thrombosis  by  destroying  the  intima 
on  contact  is  a good  solution.  Phenol, 
bichloride  of  mercury,  Preg’s  iodine  solu- 
tion, and  mercuric  iodide  have  long  ago 
been  eliminated  as  injection  agents  be- 
cause of  their  dangerous  reactions. 

A question  less  frequently  heard  but  of 
greater  importance  is:  “How  much  of  the 
sclerosing  solution  should  be  used?” 
Especially  for  the  first  few  injections, 
safety  lies  in  the  proper  dosage.  Experi- 
ence has  taught  us  to  start  with  a very 
small  initial  dose  of  0.5  to  1 cc.  of  inver- 
tose  60  to  75  per  cent  or  0.1  to  0.25  cc.  of 
sodium  morrhuate  5 per  cent,  gradually 
increasing  the  amount  in  proportion  to 
the  reaction  to  the  previous  injection  and 
later  regulating  the  dosage  to  the  size  of 
the  varicosity  to  be  injected.  It  is 
neither  necessary  nor  desirable  to  obtain 
occlusion  with  the  first  two  or  three  in- 
jections. Slow  procedure  is  advisable  to 
avoid  unnecessary  pain  and  alarm,  and  the 
physician  is  not  annoyed  by  night  tele- 
phone consultations.  Too  often  patients 
are  heard  to  complain  of  having  been  bed- 
ridden for  days  and  even  weeks  after  the 
initial  injection.  These  patients  will  dis- 
suade their  friends  from  such  a “danger- 
ous experience”  and  bring  a fairly  safe 
method  of  treatment  into  disrepute.  One 
such  experience  was  that  of  a young  phy- 
sician who,  following  the  package  litera- 
ture suggestions,  used  2 cc.  of  quinine  and 
urethane  as  an  initial  dose.  As  a result, 
the  patient  suffered  massive  occlusion  of  all 
the  superficial  varicosities  and  a swollen 
leg,  and  the  physician  made  numerous 
visits  to  the  bedside  of  the  patient,  with 
nothing  more  to  offer  for  relief  than  a 
prayer  for  speedy  recovery. 
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Quinine  is  a strong  irritant  and  there- 
fore is  unsuitable  for  initial  injections.  It 
may  be  employed  only  when  the  use  of 
weaker  irritants,  such  as  sodium  chloride 
20  per  cent  or  sodium  morrhuate  5 per 
cent,  has  failed  to  produce  the  desired  re- 
sults. Starting  with  a small  dose  of  a 
weak  irritant  solution  is  important,  be- 
cause a large  percentage  of  patients  with 
varicosed  extremities,  as  noted  by  Biegel- 
eisen,3  have  infected  veins.  The  infection 
may  be  latent,  chronic,  or  sub-acute,  and 
the  use  of  a large  initial  amount  of  scleros- 
ing solution  may  result  in  massive  occlu- 
sion of  the  varicosities  with  a severe  de- 
gree of  local  and  general  discomfort. 

Injection  Treatment  in  the  Presence 
of  Phlebitis 

Phlebitis  or  thrombophlebitis  in  vari- 
cose veins  is  evidenced  by  pain,  tender- 
ness, swelling,  and  slight  induration. 
Thrombosis  may  precede  or  follow  phlebi- 
tis. At  times  there  is  increased  surface 
temperature,  and  in  severe  cases  fever  and 
redness  are  present.  It  has  been  observed 
by  many  that  upon  subsidence  of  an 
acute  process  of  thrombophlebitis  there  is 
improvement  in  the  condition  of  the  vari- 
cosities, probably  due  to  a state  of  im- 
munity acquired  by  the  patient.  This 
immunity  can  be  produced  by  injection  of 
small  repeated  doses  of  weaker  irritants, 
thus  causing  a mild  acute  thrombophle- 
bitis in  patients  with  latent  throm- 
bophlebitis. The  inflammatory  reaction 
to  the  irritant  in  the  phlebitic  vein  is  often 
delayed  for  five  or  more  days  and  may 
occur  in  distant,  noninjected  varicosities 
or  along  the  course  of  the  injected  vein. 
Therefore  the  presence  of  latent  or  sub- 
acute phlebitis  is  no  longer  a contraindi- 
cation to  injections  if  such  treatment  is 
carried  out  slowly  and  carefully.  The 
initial  injection  will  produce  a mild 
phlebitic  reaction,  but  as  one  proceeds 
with  increasing  doses,  the  reaction  will  be 
similar  to  that  in  the  nonphlebitic  vari- 
cosities. Thereafter  one  may  employ 
gradually  increasing  amounts  of  stronger 
irritants. 

In  case  of  extensive  acute  phlebitis  it  is 
advisable  to  delay  treatment  until  the 


process  becomes  quiescent.  When  there 
is  a history  of  postoperative  or  post- 
partum phlebitis  (phlegmasia  alba  dolens) 
of  one  extremity,  I begin  by  injecting  the 
varicosities  of  the  nonaffected  leg,  using 
mild  irritants  for  the  initial  injection,  and 
only  after  some  lapse  of  time  is  the 
affected  leg  treated.  It  has  been  my  ex- 
perience that  varicosities  in  a previously 
involved  extremity  will  react  favorably 
to  much  smaller  amounts  of  the  sclerosing 
agent  than  the  varicosities  of  similar  size 
in  the  nonaffected  leg.  It  may  be  a safer 
procedure  first  to  inject  varicosities  of  the 
leg  before  sclerosing  those  situated  on  the 
thighs.  In  case  there  is  a thrombophle- 
bitic  reaction,  spread  of  emboli  into 
upper  structures  is  less  likely  to  occur. 
After  obliteration  has  safely  begun,  the 
amount  of  sclerosing  solution  to  be  used 
depends  upon  the  size  of  the  varicosity. 

Allergic  Reactions 

The  possibility  of  an  allergic  reaction 
should  be  borne  in  mind,  and  a change  to 
a different  solution  should  be  made  at  the 
first  sign  of  sensitivity.  Small  initial 
doses  help  to  avoid  severe  allergic  reac- 
tions. A variety  of  such  reactions  follow- 
ing the  use  of  sclerosing  solutions  has  been 
described  by  various  authors.  The  reac- 
tion, as  shown  by  Smith,4  may  produce 
an  erythema  of  the  extremity  or  of  the 
entire  body  and  may  persist  over  a period 
of  time.  Severe  allergic  reactions  are 
probably  caused  by  a marked  idiosyn- 
crasy to  the  sclerosing  solution,  and  col- 
lapse may  be  due  to  the  sudden  entrance 
of  the  solution  into  the  general  circula- 
tion. Some  shock  generally  accompanies 
the  injection  in  allergic  patients,  varying 
in  degree  from  a mild  fainting  spell  to  a 
deep  surgical  shock.  Recovery  usually 
follows  rapidly.  When  surgical  shock 
occurs,  the  systolic  blood  pressure  drops, 
and  the  pulse  is  barely  perceptible  and  at 
times  even  imperceptible.  Recovery  usu- 
ally follows  rapidly. 

When  injection  treatment  has  been  in- 
terrupted for  a period  of  several  weeks  or 
is  undertaken  for  the  correction  of  recur- 
rences, a new  sclerosing  agent  should  be 
employed,  as  sensitivity  to  the  former 
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drug  may  have  developed  during  the  in- 
terval. If  the  use  of  the  previously  em- 
ployed agent  seems  preferable,  the  same 
small  initial  doses  must  be  used. 

Pulmonary  infarction,  mentioned  in  the 
literature  as  another  complication,  may 
occur  from  the  fifth  to  the  twentieth  day 
after  the  injection.  The  symptoms 
depend  upon  the  size  and  location  of  the 
infarct. 

Technic  of  Injections 

For  the  injection  of  smaller  varicosities, 
I prefer  to  have  the  patient  stand  so  the 
varices  become  more  prominent.  In 
medium-sized  varicosities,  the  sitting  pos- 
ture is  preferable,  unless  the  site  of  the 
varicosity  does  not  permit  this,  for  in  the 
sitting  posture  the  prominence  of  the 
varicosity  will  be  diminished  and  a less 
protruding  thrombus  will  result.  Large- 
sized varices  are  best  injected  with  the 
patient  lying  down.  A tourniquet  is  ap- 
plied above  the  varicosity,  the  needle  is 
inserted,  the  tourniquet  is  removed,  and 
the  injection  is  made  into  a collapsed  vein. 
Quite  often  the  use  of  the  tourniquet  may 
not  be  necessary.  After  the  varix  has 
been  injected,  a gauze  pad  is  applied  with 
sufficient  pressure  to  bring  the  varicosity 
to  the  level  of  the  surrounding  tissues.  A 
flat  pad  is  preferable  to  a cotton  ball  or 
gauze  sponge,  as  it  will  insure  smoother 
compression. 

At  times  it  may  be  advisable  to  use 
light  pressure  with  the  finger  tips  upon 
the  varicosity  during  the  injection  to 
avoid  the  formation  of  a large  protruding 
thrombus.  A number  25  or  26  gauge 
needle  about  three-quarters  of  an  inch 
long  with  short  bevel  is  best  suited  for  the 
average-sized  varicosity.  Longer  needles 
may  be  necessary  for  the  injection  of  the 
great  saphenous  vein.  It  will  be  found 
advantageous  to  use  separate  needles  for 
the  aspiration  of  the  solution  and  for  the 
injection  itself.  This  will  avoid  possible 
contact  dermatitis  in  individuals  who  may 
be  sensitive  to  the  solution  employed,  and 
at  the  same  time  the  sharpness  of  the 
needle  point  is  not  impaired. 

When  there  is  no  obstructing  factor 
such  as  induration  or  eczema,  I prefer  to 


make  the  puncture  about  one-third  of  an 
inch  from  the  varicosity.  The  entry  into 
the  lumen  of  the  vessel  will  be  felt  when 
the  resistance  of  the  vessel  wall  is  over- 
come. This  technical  procedure  mini- 
mizes the  possibility  of  any  extravasated 
sclerosing  solution  reaching  the  skin  sur- 
face. I have  employed  this  technic  dur- 
ing the  past  four  years,  and  I have  en- 
countered no  case  of  slough  at  the  site  of 
injection,  although  others  who  inject  di- 
rectly over  the  varicosity  have  stated  that 
slough  formation  is  also  a very  rare  occur- 
rence. However,  I consider  the  former 
technic  invaluable  when  injecting  ex- 
tremely superficial,  partially  intracutane- 
ous  varicose  veins.  These  are  of  a deep 
blue  color,  covered  only  by  a thin  layer 
of  skin.  It  is  advisable  to  introduce  the 
needle  parallel  to  the  longer  axis  of  the 
varicosity,  as  this  makes  transfixion  of 
the  vein  less  probable.  Dislodging  of  the 
needle  can  be  avoided  by  firm  but  gentle 
pressure  of  the  fingers  supporting  the 
syringe  on  the  extremity. 

Extravasation,  periphlebitis,  and  slough 
can  be  prevented  by  starting  the  injection 
in  health  tissue,  avoiding  puncture  of  a 
pigmented,  indurated,  or  eczematous  area. 
The  injection  of  smaller  isolated  varices, 
loosely  attached  to  the  perivenous  tissues, 
is  facilitated  by  fixing  the  vessel  with  pres- 
sure or  traction  on  the  overlying  tissues. 

Retrograde  flow  of  blood  is  to  be  con- 
sidered when  injecting  varicose  veins.  At 
times,  the  reaction  will  occur  at  a lower 
level  of  the  injection,  and  a protruding 
thrombus  may  result.  It  is  therefore  bet- 
ter to  begin  with  the  injection  of  the  lower 
varicosities  or  the  lower  segment  of  a 
varicosity.  After  having  established  the 
tolerance  of  the  patient  to  the  sclerosing 
solution,  I do  not  hesitate  to  make  mul- 
tiple injections  at  one  sitting  if  the  nerv- 
ous temperament  of  the  patient  does  not 
contraindicate  it.  A diagrammatical 
drawing  of  the  injected  veins  with  re- 
marks as  to  the  date  of  injection,  dosage, 
reaction,  discoloration,  etc.,  will  be  of 
great  help  and  will  save  considerable  time 
(Fig.  2). 

One  should  watch  for  skin  sensitivity  to 
adhesive  tape.  The  patient  should  be  in- 
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Fig.  2.  Diagrammatic  chart  for  the  purpose  of  record.  N.R. — no  reaction,  W.R. — weak  re- 
action, S.R. — strong  reaction  V.S.R. — very  strong  reaction,  D — discoloration. 


structed  to  remove  the  strapping  as  soon 
as  he  feels  intense  burning  or  if  a skin 
eruption  develops.  Should  a mild  sensi- 
tivity to  adhesive  plaster  be  present,  I 
generally  insert  gauze  strips  between  the 
adhesive  and  the  skin,  leaving  only  about 
one  inch  at  both  ends  of  the  adhesive 
fastened  to  the  skin.  In  cases  of  absolute 
intolerance,  one  must  resort  to  the  use  of 
bandages  to  secure  the  compressing  pad. 
Following  the  injection  of  larger  varicosi- 
ties, it  is  advisable  to  have  the  patient 
wear  a supporting  bandage  during  treat- 
ment. 

Returning  to  the  question  of  the  choice 
of  sclerosing  agents,  I have  found  that 


sodium  morrhuate  5 per  cent  is  most 
widely  used  in  the  majority  of  the  clinics. 
Sodium  chloride  20  per  cent  is  used  in  one 
of  the  oldest  clinics  in  the  country,  with 
quinine  urethane  as  the  second  choice  for 
smaller  varicosities.  Where  sodium  mor- 
rhuate is  used  as  the  solution  of  choice, 
treatment  is  immediately  stopped  at  the 
first  sign  of  sensitization  and  another  solu- 
tion substituted.  Sodium  morrhuate  can 
be  given  in  amounts  of  5 cc.  or  more  when 
there  is  no  sign  of  sensitivity  on  the  part 
of  the  patient.  In  some  cases  this  amount 
may  fail  to  produce  obliteration  in  a larger 
varicosity,  while  a second  attempt  with 
the  same  dosage  or  an  additional  1 cc. 
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may  be  successful,  perhaps  as  a result  of 
the  previous  irritant  action  upon  the  in- 
tima  of  the  varicosity.  Slow  injection  of 
the  sclerosing  solution  is  helpful  in  the 
obliteration  of  larger  varicosities.  Rest 
for  10  minutes  in  the  office,  following  in- 
jection of  a larger  varicosity,  may  help  to 
localize  the  sclerosing  solution. 

Quinine  urethane,  a stronger  irritant, 
can  also  be  used  in  larger  amounts  after 
one  has  carefully  determined  the  toler- 
ance of  the  patient  to  this  drug.  For 
smaller  intracutaneous  varicosities,  it  is 
best  first  to  try  2 cc.  invertose  60  to  70 
per  cent.  This  is  often  the  safest  method 
for  obliterating  so-called  “spiderweb”  for- 
mations. The  viscosity  of  the  solution 
can  be  diminished  by  heating  the  ampule 
or  vial  before  use.  A characteristic 
blanching  that  spreads  along  a wide  net 
of  these  veins  can  be  observed  when  1 or 
2 cc.  of  this  solution  is  injected. 

In  their  latest  book,  Mahorner  and 
Ochsner5  mention  the  use  of  sodium  gyno- 
cardate  5 per  cent  as  an  efficient  sclerosing 
agent,  especially  for  the  larger  varicosities 
or  large  blood  lakes.  Sodium  morrhuate 
is  their  second  choice,  with  quinine  ure- 
thane or  quinine  and  urea  hydrochloride 
occasionally  used,  especially  when  treat- 
ing small  intracutaneous  or  superficial 
veins. 

Monoethanolamine  oleate,  which  has  a 
fairly  wide  safety  margin,  may  also  be 
used  in  larger  quantities.  Although  other 
workers  have  reported  allergic  reactions, 
I have  not  as  yet  encountered  any. 

The  quantity  of  sclerosing  solution  for 
each  injection  depends  entirely  upon  the 
response  of  the  patient  to  the  same  or  to 
a different  solution  employed  at  the  last 
injection.  However,  even  a carefully 
measured  dose  may  sometimes  produce  a 
severe  reaction  with  extensive  occlusion 
and  pain.  It  may,  therefore,  prove  to  be 
of  some  value,  in  certain  instances,  to 
caution  the  patient  about  the  possibility 
of  such  an  occurrence.  For  intense  pain, 
cold  applications  should  be  applied.  The 
patient  need  not  interrupt  his  work  even 
if  a marked  reaction  from  the  injection 
occurs.  Adequate  support  will  minimize 
swelling  and  pain. 


Discoloration  Following  Thrombosis 

Discoloration  often  occurs  after  throm- 
bosis of  the  varicosities.  I have  observed 
that  this  may  be  lessened  in  the  same 
patient  by  changing  the  solution.  Un- 
avoidable discoloration  frequently  occurs 
after  the  injection  of  a varicosity  and,  for 
cosmetic  reasons,  is  objectionable  to  most 
women.  Having  observed  that  discolora- 
tion is  only  slightly  visible  after  treating 
patients  with  sun-tanned  extremities,  I 
have  succeeded  in  eliminating  this  deter- 
rent to  treatment  by  exposing  the  ex- 
tremities to  artificial  sun-ray  irradia- 
tion. 

Technic  of  Ligation 

Ligation  of  the  saphenous  vein  is  best 
done  in  a hospital  because  of  the  avail- 
ability of  the  operating  room  facilities 
and  the  necessary  assistance.  The  opera- 
tion is  painless  and  is  done  under  local 
anesthesia.  Administration  of  a sedative 
to  patients  of  nervous  temperament  is 
advisable.  Palpation  of  the  femoral  ar- 
tery in  determining  the  location  of  the 
fossa  ovale  is  helpful.  McPheeters’  per- 
cussion test  also  is  used  for  locating  the 
femoral  saphenous  junction.  The  in- 
cision need  not  be  longer  than  three 
inches.  Most  workers  prefer  an  incision 
parallel  to  Poupart’s  ligament.  Ochsner, 
however,  thinks  that  the  longitudinal  in- 
cision gives  a better  exposition  of  the 
tributary  veins  at  the  upper  end  of  the 
saphenous  vein.  The  vein  is  doubly 
ligated,  and  about  2 cm.  of  the  interven- 
ing vein  is  resected.  Transfixion  of  the 
vein  stumps  is  done  by  many  workers  and 
omitted  by  others.  Most  workers  con- 
sider ligation  and  transection  of  the  tribu- 
taries of  greatest  importance  to  minimize 
the  possibility  of  recurrences.  The  most 
constant  tributaries  are  the  external 
pudendal,  the  external  superficial  iliac, 
and  the  superficial  inferior  epigastric. 
From  3 to  5 cc.  of  the  sclerosing  solution 
is  injected  into  the  distal  segment  of  the 
transected  vein.  The  patient  is  permitted 
to  go  home  an  hour  after  the  operation 
and  is  advised  to  be  ambulatory.  An  elas- 
tic bandage  is  applied  to  give  support. 
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Care  of  Varicose  Ulcers 

In  the  presence  of  varicose  ulcers  be- 
fore the  injection  of  veins  is  begun,  any 
existing  infection  should  be  cleared  up  by 
rest  in  bed,  elevation  of  the  extremity, 
and  the  application  of  hot  hypertonic 
solution  packs.  Mahorner  and  Ochsner 
advocate  small  doses  of  sulfanilamide  to 
control  infection  in  long  standing  ulcers. 
Krieg6  uses  vitamin  Bi  for  the  control  of 
pain.  Ten  mg.  doses  are  given  three  times 
daily  to  obtain  early  saturation,  and 
thereafter  half  this  amount  is  prescribed. 
As  an  efficacious  dressing,  Mahorner  uses 
gauze  that  is  impregnated  in  white  vase- 
line containing  xeroform  5 per  cent.  A 
rubber  sponge  or  the  Unna  paste  boote 
for  compression  will  control  stasis  and 
pain.  In  office  practice,  medicopaste  or 
cruricast  bandages,  an  elastoplast,  or  nu- 
merous other  similar  products  will  answer 
the  purpose  of  compression.  Where  there 
are  ulcers  of  long  standing  with  consider- 
able scarring,  Owens7  excises  the  scar 
tissue  and  then  applies  skin  grafts. 

General  ability  to  recognize  derma- 
tologic lesions  will  aid  materially  in  treat- 
ing varicose  veins  and  their  accompanying 
skin  complications.  Quite  frequently  it  is 
the  deficient  circulation  of  the  extremity 
that  prolongs  the  duration  of  a co-existing 
skin  lesion.  Tar  products  will  be  found 
beneficial  in  the  treatment  of  varicose 
eczemas.  The  use  of  x-ray  therapy  in 
small  amounts  (about  2 skin  units  total) 
will  also  help  to  obtain  satisfactory  re- 
sults. 

The  frequent  association  of  fallen 


arches  and  neglected  varicose  vein  con- 
ditions is  not  a mere  coincidence.  The 
care  and  correction  of  associated  foot  de- 
formities is  important  in  the  treatment 
of  varicose  veins. 

Conclusion 

Varicose  veins  are  seen  frequently,  and 
the  general  practitioner  should  attempt  to 
discover  the  early  cases  and  treat  them 
prophylactically  long  before  they  cause 
disability  and  complications.  Authors 
vary  as  to  the  incidence  of  varicose  veins, 
but  a survey  of  crowded  beaches  will  con- 
vince anyone  of  the  prevalence  of  this 
condition. 

In  order  to  detect  early  varicosities,  it 
is  best  to  examine  the  patient  while  he 
stands  on  a chair  or  table,  since  in  this 
elevated  position  the  small  varicosities  are 
more  easily  visible. 

Patients  rarely  request  treatment  of 
early  varicosities,  for  many  of  them  are 
unaware  of  having  them,  but  they  appre- 
ciate the  suggested  obliteration  while 
under  treatment  for  other  conditions. 
Careful  treatment  will  result  in  physio- 
logic and  cosmetic  improvement,  thereby 
gaining  for  the  physician  the  patient’s 
confidence. 
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INCREASE  IN  BIRTH  CONTROL  CENTERS 
Medically  directed  birth  control  centers  in 
New  York  State  have  increased  from  seventy  to 
eighty-one  in  the  past  year,  it  was  reported  on 
May  8 at  a meeting  and  reception  for  physicians 
from  various  parts  of  New  York  State,  in  the 
Hotel  Barclay,  New  York  City.  The  arrange- 
ments were  made  by  the  Medical  Advisory  Board 
of  the  New  York  State  Birth  Control  Federation. 
Guest  speakers  were  Richard  N.  Pierson,  M.D., 
president  of  the  Birth  Control  Federation  of 
America,  who  discussed  “The  National  Birth 
Control  Program,”  and  Harvey  B.  Matthews, 
M.D.,  clinical  professor  of  Obstetrics  and  Gyne- 
cology, Long  Island  College  of  Medicine,  Brook- 
lyn, who  spoke  on  “Birth  Control — A Challenge 


to  the  Doctor.”  James  A.  Corscaden,  M.D., 
Chairman  of  the  Medical  Advisory  Board,  pre- 
sided. A medical  film,  “The  Biology  of  Con- 
ception,” was  shown. 

“There  are  now  centers  in  twenty-six  counties 
in  the  State  of  New  York,  where  the  under- 
privileged mother  may  seek  medical  advice  on 
family  planning,”  according  to  Thomas  J.  Parks, 
medical  director  of  the  Federation.  “New  cen- 
ters were  opened  in  Auburn,  Batavia,  Bangall, 
Jamestown,  Ontario  County,  Red  Hook,  Staten 
Island,  Troy,  Watertown,  and  Yonkers  in  the 
past  year.  Over  five  hundred  physicians  are 
cooperating  in  the  birth  control  program  for  our 
state.” 


THE  PRACTICAL  VALUE  OF  ENDOMETRIAL  BIOPSIES 


Daniel  R.  Mishell,  M.D.,  Newark,  New  Jersey,  and  Leon  Motyloff,  M.D., 
New  York  City 

( From  the  Clinic  of  the  Woman’s  Hospital,  New  York  City ) 


During  the  past  decade  rapid  strides 
have  been  made  in  the  field  of  endo- 
crinology, especially  in  relation  to  gyneco- 
logic problems.  Much  interest  has  been 
directed  to  the  endometrium,  for  it  is  be- 
lieved that  this  tissue  accurately  reflects 
the  hormonal  activity  of  the  ovary. 
Since  the  outstanding  work  of  Hitschman 
and  Adler,1  who,  in  1908,  first  described 
the  cyclic  changes  of  the  endometrium, 
many  other  workers  have  correlated  the 
histologic  picture  with  hormonal  func- 
tion. Herrel  and  Broders,2  Sturgis  and 
Meigs,3  Campbell,  Lendrum,  and  Sevring- 
haus,4  in  recent  publications,  have  empha- 
sized the  fact  that  the  endometrium  of  the 
normal  menstruating  woman  undergoes 
definite  changes  of  proliferation  and  secre- 
tion. These  changes  operate  in  a regular 
balanced  cycle  and  are  under  the  direct 
influence  of  the  two  ovarian  hormones, 
estrone  and  progesterone. 

During  the  past  three  years  we  have 
had  the  opportunity  to  study  about  five 
hundred  endometrial  sections  that  were 
obtained  by  means  of  the  suction  curet. 
Various  types  of  both  punch  and  suction 
curets  have  been  devised  for  biopsy  pur- 
poses. We  have  used  the  Novak  suction 
curet  in  most  of  our  cases  and  found  it 
to  be  satisfactory.  The  technic,  a simple 
clinical  procedure,  is  briefly  described  as 
follows. 

With  the  patient  in  lithotomy  posi- 
tion and  the  cervix  well  cleaned  and 
painted  with  iodine,  the  anterior  lip  is 
grasped  with  a short  tenaculum.  A 
sound  is  now  introduced  to  determine  the 
depth  and  direction  of  the  uterine  cavity. 
Immediately  following  the  withdrawal  of 
the  sound,  the  suction  curet  is  intro- 
duced gently  until  the  upper  portion  of 
the  cavity  has  been  reached.  Then  the 


distal  end  of  the  cannula  is  connected  to 
an  ordinary  10-cc.  glass  syringe  by  means 
of  two  small  pieces  of  rubber  tubing  and  a 
glass  connecting  rod.  Several  sweeping 
motions  downward  against  the  anterior, 
posterior,  and  lateral  walls  of  the  uterus 
are  carried  out;  at  the  same  time  the 
barrel  of  the  syringe  is  slowly  withdrawn 
by  an  assistant.  This  provides  a moder- 
ate degree  of  suction.  The  curet  is  now 
removed  from  the  uterus  and  the  contents 
forced  by  the  syringe  into  a small  bottle 
containing  70  per  cent  alcohol. 

Contraindications  to  this  procedure 
are  the  same  as  to  any  other  intrauterine 
manipulation — namely,  the  presence  of 
an  acute  infection  or  the  possibility  of  in- 
trauterine pregnancy.  We  have  never 
seen  any  complications  or  severe  reac- 
tions following  the  suction  biopsy.  Occa- 
sionally, a patient  may  complain  of 
cramplike  pain.  This  is  promptly  re- 
lieved by  rest  and  mild  sedation.  We 
have  never  hospitalized  a patient  in 
order  to  take  an  endometrial  biopsy 
and  wish  to  emphasize  that  it  is  simply 
an  office  or  outpatient  department 
procedure. 

The  clinician  and  the  pathologist 
should  correlate  their  work  to  interpret 
properly  the  endometrial  biopsy.  A care- 
ful history,  a thorough  physical  examina- 
tion, and  such  laboratory  tests  as  basal 
metabolic  reading,  complete  blood  count, 
glucose  tolerance  test,  Wassermann,  etc., 
should  all  be  utilized  in  conjunction  with 
the  endometrial  study.  Any  previous 
therapy  received  by  the  patient  must  be 
noted.  It  is  quite  important  to  record 
the  exact  time  the  biopsy  has  been  taken 
in  relation  to  the  menstrual  cycle.  In 
cases  of  prolonged  amenorrhea  it  is  ad- 
visable to  take  repeated  biopsies  at 
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Fig.  1.  Case  1.  Glands  in  state  of  im- 
pending and  beginning  secretion.  Nonfunction- 
ing glands  with  evidence  of  hyperplasia  on  the 
right  side  of  the  photomicrograph.  (Before 
therapy.) 

weekly  intervals  for  a period  of  four 
weeks.  In  cases  of  sterility  it  is  impor- 
tant to  take  the  endometrial  biopsy  during 
the  premenstrual  period.  A case  studied 
in  the  above  manner  is  now  ready  for  a 
tentative  diagnosis,  and  a plan  of  therapy 
is  outlined  after  all  observations  have 
been  considered.  It  has  been  our  policy 
never  to  institute  therapy  of  any  kind 
before  a complete  study  has  been  made. 

From  a histologic  point  of  view  we 
have  been  able  to  group  our  cases  into 
three  categories  according  to  the  degree 
of  functional  change.  The  first  group 
was  comprised  of  those  cases  that  showed 
a slight  degree  of  structural  change.  In- 
cluded in  this  classification  were  cases 
that  showed  attempts  at  proliferation 
and  secretion.  In  this  group,  we  found 
that  small  amounts  of  thyroid  extract 
were  efficacious  in  bringing  about  both  a 
clinical  and  histologic  cure.  The  second 
group  showed  evidence  of  more  profound 
structural  changes.  These  may  be  cyst 
formation  and  fibrosis  of  the  stroma.  In 
this  group  there  were  many  cases  of  genital 
hypoplasia  that  responded  to  substitu- 
tion therapy  in  addition  to  the  adminis- 
tration of  thyroid  extract.  In  these  cases 
we  made  an  effort  to  give  any  substitu- 
tive therapy  not  longer  than  six  to  eight 
weeks  without  checking  our  results  with 
subsequent  biopsies,  for  we  feel  that  sub- 
stitution therapy,  continued  over  a long 


Fig.  2.  Case  1.  Fully  developed  secretory 
phase  mild  edema  of  stroma.  (After  ther- 
apy.) 


period  of  time,  may  be  harmful  to  the  en- 
docrine system.  The  third  group  in- 
cluded those  cases  showing  complete 
lack  of  endometrial  response  to  the 
ovarian  hormones.  Marked  fibrosis  and 
atrophy  of  the  glandular  elements  were 
common  observations  in  this  group. 
Clinically,  we  have  found  that  these 
cases  do  not  respond  to  endocrine  therapy 
with  the  preparations  available  at  the 
present  time.  However,  we  have  ob- 
served some  striking  results  in  this  group 
following  the  application  of  x-ray  stimu- 
lation to  the  pituitary  and  ovaries. 

We  have  selected  the  following  cases 
from  our  series  in  order  to  illustrate  the 
value  of  the  endometrial  biopsy  as  a guide 
to  both  diagnosis  and  therapy.  These 
cases  are  among  the  common  type  seen 
both  in  the  clinic  and  in  everyday  prac- 
tice. 

Case  Report 

Case  1. — M.  H.,  aged  26,  had  a chief  com- 
plaint of  secondary  amenorrhea  and  obesity. 
This  patient  had  amenorrhea  for  seven  months 
prior  to  her  first  visit.  Menses  were  previously 
regular,  beginning  at  10  and  occurring  every 
twenty-eight  days  with  a duration  of  7 days. 
Her  weight  at  first  examination  208  pounds,  a 
gain  of  60  pounds  in  the  last  two  years.  Upon 
physical  examination  the  patient  presented 
generalized  obesity.  The  external  genitalia 
were  small,  the  cervix  showed  evidence  of  a 
superficial  erosion,  and  the  uterus  was  normal  in 
size.  No  adnexal  pathology  was  found.  The 
basal  metabolic  rate  was  —9  per  cent.  First 
endometrial  biopsy  (Fig.  1)  showed  evidence  of 
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Fig.  3.  Case  2.  Atrophy  of  endometrium 
with  cyst  formation  and  scant  proliferative 
activity  as  evidenced  from  the  central  group  of 
glands.  (Before  therapy.) 


Fig.  4.  Case  2.  Secretory  phase  (with  some- 
what irregular  arrangement  of  glands).  (After 
therapy.) 

mild  basal  glandular  hyperplasia  with  abortive 
attempts  at  secretion.  This  patient  was  given 
V*  grain  thyroid  extract  three  times  a day  and 
was  put  on  a low  caloric  diet.  Two  months 
after  therapy,  her  periods  were  resumed  and  be- 
came quite  regular.  A biopsy  taken  at  this 
time  (Fig.  2)  disclosed  a fully  developed  secre- 
tory phase.  She  lost  24  pounds  in  two  months. 
Her  periods  remained  regular  for  one  year,  until 
she  became  pregnant,  without  any  further 
therapy. 

Case  2. — A.  H.,  aged  18,  had  a chief  com- 
plaint of  secondary  amenorrhea  and  obesity. 
Periods  were  irregular  for  the  past  two  years, 
occurring  every  two  to  nine  months  with  a 
duration  of  five  days.  The  last  menstrual  period 
had  been  6 months  previously.  Menarche  began 
at  the  age  of  11.  Upon  physical  examination  the 
patient  weighed  161  pounds,  revealing  typical 
girdle  obesity.  The  external  genitalia  were 


Fig.  5.  Case  3.  Note  the  vacuolated  basal 
portions  of  the  cells  (glycogen  ring  formation) 
indicating  impending  secretion.  (Before  ther- 
apy.) 


Fig.  6.  Case  3.  Glands  in  state  of  early 
(arrested?)  proliferation.  (After  prolonged  en- 
docrine therapy.) 


small  and  the  cervix  infantile  and  eroded.  The 
uterus  was  small,  2 inches  by  sound.  The  basal 
metabolic  rate  was  —11  per  cent.  Endometrial 
biopsy  (Fig.  3)  revealed  cyst  formation  and  at- 
tempts at  proliferation,  with  no  evidence  of 
secretion.  Thyroid,  low  caloric  diet,  and  sub- 
stitution treatment  were  given  (estrone  and 
progesterone  by  injection).  Three  months  later 
the  patient  had  lost  26  pounds.  Her  periods 
became  regular,  and  the  uterus  measured  3 
inches  by  sound.  Endometrial  biopsy  taken 
recently  presented  a well-developed  secretory 
phase  (Fig.  4).  Therapy  was  tapered  off,  and 
the  patient  was  followed  for  a period  of  one  year. 
She  has  been  regular  every  month,  and  her  weight 
has  remained  between  130  to  135  pounds. 
At  the  present  time  she  comes  in  for  observation. 
No  therapy  of  any  kind  is  being  administered. 

Case  3. — M.  S.,  aged  25,  married  four  years, 
had  a chief  complaint  of  primary  sterility. 
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Menses  began  at  13  and  occurred  every  five  to 
six  weeks  with  a duration  of  four  to  five  days. 
For  the  past  three  years  there  were  prolonged 
periods  of  amenorrhea — six  to  twelve  weeks. 
Physical  examination  revealed  no  general  endo- 
crinopathy.  Infantile  uterus  measured  2 inches 
by  sound.  No  adnexal  pathology  was  found. 
The  sperm  count  of  her  husband  was  normal. 
Her  tubes  were  patent  by  insufflation.  The 
basal  metabolic  rate  was  —4  per  cent.  Endo- 


Fig.  7.  Case  3.  Glands  in  state  of  arrested 
early  proliferation  with  tendency  to  atrophy. 
(After  prolonged  endocrine  therapy.) 

metrial  biopsy  (Fig.  5)  showed  abortive  attempts 
of  proliferation  and  secretion — (Group  1,  ac- 
cording to  our  histologic  classification).  This 
patient  received  extensive  therapy  by  another 
physician  for  a period  of  one  year,  including  large 
doses  of  estrone,  wheat  germ  oil,  and  antuitrin  S. 
Biopsies  taken  a year  later  (Figs.  6 and  7) 
showed  evidence  of  a profound  functional  dis- 
turbance. These  biopsies  were  taken  two  weeks 
apart  in  the  premenstrual  stage  and  showed 
considerable  atrophy  with  slight  proliferative 
effect.  After  studying  these  latter  two  biopsies, 
the  patient  was  reclassified  as  Group  3.  She 
received  three  stimulative  doses  of  x-ray  to  the 


Fig.  8.  Case  3.  Endometrium  in  late  secretory 
phase.  (After  x-ray  therapy.) 


pituitary  and  ovaries  at  weekly  intervals.  A 
biopsy  taken  following  radiation  therapy  showed 
a well-developed  secretory  phase  (Fig.  9). 
Within  two  months  conception  took  place  and, 
at  the  time  of  this  report,  is  progressing  in  a 
normal  manner. 

Conclusions 

1.  The  histologic  character  of  the 
endometrium  is  an  important  guide  to 
both  normal  and  abnormal  ovarian  func- 
tion. 

2.  The  endometrial  biopsy  with  the 
suction  curet  is  a safe  and  simple  office 
procedure. 

3.  The  endometrial  biopsy  is  of  great 
practical  value  both  in  diagnosis  and  as  a 
guide  to  therapy. 
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EXHIBIT  AT  THE  ACADEMY  OF  MEDICINE  LIBRARY 


The  exhibit  cases  in  the  Library  of  the  New 
York  Academy  of  Medicine,  2 East  103rd  St., 
have  been  arranged  to  illustrate  selected  eponyms 
of  pharmacy  in  dermatology  and  syphilology. 
Pictures  of  and  books  by  men  who  have  phar- 
maceutic preparations  named  after  them  are 
displayed.  Some  of  the  better  known  are: 
Lassar,  Fowler,  Lister,  Burow,  Vleminckx,  and 
Ehrlich.  Metchnikoff,  Bacceli,  Althaus,  Dono- 
van, and  Lang  are  less  known  for  medicinals 
called  after  them.  A few  old-timers  such  as 


Startin,  von  Swieten,  and  Zittmann  have  been 
included  although  few  physicians  recall  their 
formulas. 

The  exhibit  has  been  arranged  by  the  staff  of 
the  Bureau  of  Social  Hygiene  of  the  Department 
of  Health  cooperating  with  the  Library  of  the 
Academy  of  Medicine,  under  the  direction  of  Dr. 
Herman  Goodman  and  Dr.  Archibald  Mallach. 
The  present  exhibit  will  remain  in  the  cases  until 
July  1.  It  is  open  to  the  public  on  week  days 
from  9 : 00  a.m.  to  5 : 00  p.m. 


SECTIONAL  RADIOGRAPHY  IN  THE  DIAGNOSIS  OF 
INTERESTING  THORACIC  PROBLEMS 

George  J.  Plehn,  M.D.,  and  Robert  B.  Hoenig,  M.D.,  New  York  City 

{From  the  Department  of  Roentgenology,  City  Hospital,  Welfare  Island ) 


Sectional  radiography  is  another  evi- 
dence of  the  close  cooperation  be- 
tween two  allied  sciences — namely,  engi- 
neering and  medicine — whereby  the  re- 
sult has  produced  an  advance  in  diagnosis 
and  has  added  another  method  to  our 
medical  armamentarium.  This  new 
method  of  radiography  utilizes  the  prin- 
ciple whereby  structures  in  a particular 
plane  of  the  body  are  brought  sharply 
into  focus,  while  structures  in  other 
planes  are  blurred  sufficiently  to  be  re- 
duced to  a ground-glass  background  and 
obliterated. 

Synonymous  terms  that  have  been  ap- 
plied to  this  x-ray  technic  are  “ stratigra- 
phy, ” “tomography,”  “body  section 
roentgenography,”  “piano  graphy,”  “x- 
ray  focusing  machine,”  and  “laminogra- 
phy.”  At  this  hospital,  we  prefer  to  use 
the  term  sectional  radiography. 

It  would  not  be  amiss  to  review  briefly 
the  historical  development  of  this  tech- 
nic in  order  to  acquaint  readers  with  the 
progress  of  this  method.  It  has  been 
developed  comparatively  recently  but  has 
by  no  means  reached  the  height  of  its  con- 
tributions to  medical  diagnosis.  It  was 
originally  described  by  Bocage1  in  1922. 
In  the  same  year,  Portes  and  Chausse2 
also  described  a similar  type  of  examina- 
tion. Ziedses  des  Plantes3  claims  he 
thought  of  this  type  of  examination  in 
1921  but  that  he  met  with  obstacles  that 
prevented  his  developing  it  until  1928- 
1931.  In  1931,  he  published  a compre- 
hensive description  of  his  apparatus  and 
work. 

In  addition  to  these  pioneers,  many 
other  physicians  and  physicists  have 
added  from  time  to  time  to  the  improve- 
ment of  the  apparatus  used. 

Sectional  radiography  is  of  definite  im- 
portance and  of  tremendous  value  in  at- 
taining a correct  diagnosis  in  selected 


cases.  It  adds  inestimable  information 
not  acquired  by  other  methods. 

The  apparatus  can  be  made  inexpen- 
sively. The  costly  finished  products  on 
the  market,  while  of  more  imposing  design 
and  material,  are  not  enhanced  from  a 
diagnostic  standpoint  in  proportion  to  the 
cost.  A home-made  apparatus  can  be 
built  for  less  than  $10.  In  fact,  at  our 
hospital  and  also  at  other  institutions,  a 
very  simple  mechanism  was  constructed, 
at  a cost  of  less  than  $5.00,  without  im- 
pairing the  diagnostic  value  of  this 
method,  as  we  shall  subsequently  show  by 
illustrative  cases. 

It  should  be  understood  that  this 
method  is  to  be  used  only  in  selected 
cases  where  other  methods  prove  of  no 
avail.  The  number  of  films  taken  for  any 
section  depends  entirely  upon  the  thick- 
ness of  the  section  in  question  and  of  the 
pathologic  process  present  that  is  to  be 
examined.  After  a certain  amount  of 
practice,  the  absolute  number  of  films 
necessary  can  be  estimated,  thereby 
decreasing  considerably  the  total  number 
of  films  used.  The  cost  of  the  films  is 
negligible  when  considering  the  informa- 
tion obtained. 

The  ordinary  roentgenograms  super- 
impose all  tissue  and  all  structures  on  a 
plate  in  one  plane.  The  detail  of  any 
given  area,  normal  or  pathologic,  would 
necessarily  be  obscured  by  shadows  of 
superimposed  adjacent  structures.  Even 
stereoscopic  study  does  not  solve  the 
problem  presented  in  many  cases.  Where 
information  concerning  the  interior  of  a 
structure  or  a large  shadow  is  desired, 
stereoscopic  study  falls  short.  It  is 
only  by  sectioning  such  a pathologic 
shadow  that  adequate  information  is  ob- 
tained. Only  by  this  method  can  this  be 
accomplished  radiographically.  Sectional 
radiographic  plates  can  be  obtained  at 
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any  known  depth  and  so  depict  more 
clearly  the  structures  at  that  level.  This 
means  that  obliterating  shadows  not  in 
that  section  can  be  completely  eliminated, 
and  the  area  of  pathology,  which  may  be 
partly  or  completely  obscured  by  such 
shadows  of  the  surrounding  structures, 
is  sharply  brought  into  focus  and  clearly 
visualized. 


X-ray  tube  and  film  move  in  opposite 
directions  as  indicated  by  arrows. 


Fig.  1.  Simplified  diagram  of  sectional  radio- 
graphic  apparatus. 

The  method  is  one  wherein  the  x-ray 
tube  and  film  are  moved  in  opposite 
directions  during  any  exposure.  All 
shadows  not  in  focus  for  a given  distance 
will  be  blurred  to  such  a degree  that  they 
become  reduced  to  a ground-glass  back- 
ground. By  modifying  the  ratio  of  the 
speed  and  the  distance  between  the  tube 
and  the  film,  you  may  obtain  sections 
through  a given  object  from  a fraction 
of  an  inch  to  an  inch  or  more.  The  plane 
that  will  be  in  focus  will  present  the 
shadows  sharply.  These  shadows  will  be 
superimposed  on  the  ground-glass  back- 
ground. The  factors  that  control  the 
depth  of  a section  can  be  altered  at  will. 

At  our  hospital,  a simple  home-made 
apparatus  is  used,  the  various  depths  be- 
ing determined  by  mathematical  calibra- 
tion. The  control  of  the  depth  sectioned 
was  determined  by  means  of  a paraffin 
block  with  lead  markers  at  half -inch 
spacing.  Fig.  1 illustrates  the  construc- 
tion and  operation  of  a very  simple  and 
inexpensive  apparatus. 


Fig.  2.  Shows  thoracoplasty  on  the  left  side 
without  any  definite  pathology  being  visible. 


Fig.  3.  Sectional  roentgenogram  shows  the 
large  cavity  in  the  collapsed  portion  of  the  left 
upper  lobe. 


As  the  x-ray  tube  is  pulled  by  the  sec- 
ond rope  (Fig.  1),  the  film  is  pulled  in  the 
opposite  direction.  The  distance  of  the 
x-ray  tube  from  the  film  can,  of  course, 
be  varied  at  will  and  is  an  important 
factor  in  regulating  the  depth  of  the  sec- 
tion to  be  cut.  The  relative  rates  of 
speed  of  the  tube  and  film  are  also  easily 


934 


PLEHN  AND  HOE  NIG 


[N.  Y.  State  J.  M. 


Fig.  4.  Shows  proliferative  productive  changes 
at  both  apices.  No  cavitation  is  visible. 


Fig.  6.  Shows  numerous  annular  thin  walled 
shadows  radiating  out  from  the  hilar  areas. 


Fig.  5.  Sectional  roentgenogram  shows  in  the 
right  apex  a large  cavity  with  many  other  smaller 
ones  in  the  adjacent  tissue. 


changed.  In  the  diagram,  attached  to 
the  film  through  a wooden  block  there  are 
five  “folds”  of  first  rope  which  divide  the 
force  of  the  pulling  activity  of  the  second 
rope  on  the  x-ray  tube.  By  varying  the 
number  of  “folds”  of  first  rope  but  keep- 


ing the  pull  of  the  second  rope  on  the  x- 
ray  tube  constant,  the  relative  rate  of 
speed  between  the  x-ray  tube  and  film 
can  be  varied. 

It  has  been  our  experience  that  the 
number  of  films  necessary  usually  number 
seven  or  eight  for  satisfactory  sectioning 
of  the  part  in  question.  Thinner  sec- 
tions can  be  obtained  whenever  it  is 
necessary  to  cut  through  a shadow  in 
order  to  study  more  clearly  its  composi- 
tion. Where  very  thin  sections  of  an 
area  are  desired  for  study,  some  investi- 
gators have  made  as  many  as  seven 
sections  to  the  inch  at  a given  level.4  To 
minimize  error,  the  paraffin  block  with 
the  lead  numerical  markers  are  included 
in  every  picture  so  that  there  will  be  no 
doubt  as  to  what  depth  or  level  the  sec- 
tional x-ray  was  made. 

The  practical  values  of  these  x-ray 
studies  are  numerous.  They  can  be 
used  in  visualizing  lesions,  anywhere 
in  the  body,  that,  because  of  size  or  loca- 
tion, are  not  clearly  detected  on  routine 
study. 

This  method  (1)  aids  in  localizing 
pathologic  lesions  and  foreign  bodies; 
(2)  gives  a detailed  structural  study  of 
pathologic  shadows;  (3)  visualizes  struc- 
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Fig.  7.  Sectional  roentgenogram  reveals  numer- 
ous cavities. 


tures,  such  as  bronchi,  at  particular 
levels  for  pathology  or  obstruction; 
(4)  aids  in  identifying  mediastinal  struc- 
tures; and  (5)  helps  visualize  bones  and 
joint  structures  that  are  difficult  to  see 
in  ordinary  roentgenograms,  such  as  the 
temporomandibular  joint,  sternoclavicu- 
lar joint,  and  seventh  cervical  and  first 
thoracic  vertebrae,  etc. 

It  is  with  the  hope  of  stimulating 
more  interest  in  the  use  of  sectional 
radiography  by  others  that  we  report 
the  following  cases.  These  illustrate 
problems  not  solved  by  the  usual  roent- 
genographic  methods. 

Case  Reports 

Case  1. — K.  S.,  white  male,  aged  51,  com- 
plained of  cough,  fever,  and  loss  of  weight  on 
admission.  He  was  a known  case  of  tuberculosis 
who  had  a left  thoracoplasty  with  partial  collapse 
of  the  left  upper  lobe.  He  also  had  a history  of 
carcinoma  of  the  tongue  treated  by  x-ray  during 
the  past  year.  The  sputum  was  negative  for 
tubercle  bacilli.  A routine  x-ray  of  the  chest 
failed  to  reveal  any  reason  for  the  patient’s 
symptoms  (Fig.  2). 

Problem — what  was  the  cause  of  this  man’s 
symptoms? 

Sectional  roentgenogram,  at  four  inches  from 
the  posterior  chest  wall,  revealed  a large  cavity 


Fig.  8.  Reveals  a shadow  radiating  out  from 
the  left  hilar  region. 


Fig.  9.  Sectional  roentgenogram  shows  a 
shadow  occluding  the  left  main  bronchus. 
Notice  how  the  bronchus  can  be  traced  along  its 
course  except  where  it  is  occluded. 

with  several  smaller  ones  in  the  adjacent  tissue 
in  the  collapsed  portion  of  the  left  upper  lobe 
just  above  the  left  main  bronchus  (Fig.  3). 

Diagnosis — tuberculosis  with  multiple  cavita- 
tion. 

Case  2. — T.  L.,  white  male,  aged  70,  was  ad- 
mitted in  an  extremely  emaciated  condition. 
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Fig.  10.  Shows  how  the  pathology  is  obscured 
by  thickened  pleura  and  contraction  of  the  right 
upper  lobe. 


There  were  no  symptoms  that  referred  to  any  or- 
ganic disease  except  the  debilitation  and  rales 
in  both  lungs.  A clinical  diagnosis  of  mal- 
nutrition and  bronchopneumonia  was  made. 
Sedimentation  time  was  fifty-five  minutes  for  18 
mm.  The  ordinary  x-ray  revealed  proliferative 
productive  changes  at  both  apices.  No  cavita- 
tion was  noted  (Fig.  4). 

Problem — did  this  man  have  an  active  tuber- 
culosis? 

Sectional  radiography,  at  three  inches  from  the 
posterior  chest  wall,  revealed  multiple  cavitation 
(Fig.  5). 

Case  3. — B.  H.,  negro  female,  aged  21,  entered 
the  hospital  with  symptoms  of  cough,  frequent 
colds,  expectoration,  and  dyspnea — all  of  many 
months’  duration.  The  ordinary  chest  x-ray 
showed  areas  of  infiltration  at  the  right  apex. 
Extending  from  the  hilar  region  radially  into  the 
lung  parenchyma  are  numerous,  annular,  thin 
walled  shadows  (Fig.  6).  The  search  for  acid- 
fast  bacilli  was  negative. 

Problem — was  this  old  acid-fast  process  asso- 
ciated with  cystic  lung  disease  or  were  these 
shadows  also  tubercular  cavities? 

Sectional  radiography,  at  three  inches  from 
the  posterior  chest  wall  revealed  numerous  cavi- 
ties with  thick  walls  communicating  with  the 
bronchi  (Fig.  7). 

Diagnosis — tuberculosis  with  multiple  cavita- 
tion. It  is  interesting  to  note  that  subsequently 
acid-fast  bacilli  were  found. 

Case  4. — W.  A.,  white  male,  aged  55,  had  a 
chief  complaint  of  chronic  cough  with  yellow- 


white  expectoration.  He  also  had  pain  in  the 
left  chest  and  a weight  loss  of  30  pounds  in  four 
months.  Examination  revealed  a diminution 
of  the  percussion  note  with  diminished  breath 
sounds.  A routine  x-ray  showed  a shadow  ex- 
tending out  from  the  left  hilar  region  (Fig.  8). 

Problem — was  this  a mediastinal  neoplasm  or 
hilar  tuberculosis? 


Fig.  11.  Sectional  roentgenogram  shows  the 
bronchi  of  the  right  upper  lobe  dividing  and  one 
of  the  bronchioles  entering  a large  cavity. 


At  three  inches  from  the  posterior  chest  wall, 
sectional  radiography  revealed  a shadow  occlud- 
ing and  surrounding  the  left  main  stem  bron- 
chus (Fig.  9).  It  was  diagnosed  as  a broncho- 
genic neoplasm  and  proved  to  be  so  at  autopsy. 

Case  5. — C.  C.,  negro  female,  aged  30,  who 
entered  the  hospital  with  tubo-ovarian  disease 
but  with  an  ordinary  roentgenogram,  was  found 
to  have  contraction  of  the  right  upper  lobe. 
The  parenchymal  pathology  was  obscured  by 
lung  contraction  and  pleural  thickening  (Fig.  10). 

Problem — was  this  shadow  tumor,  tuberculo- 
sis, or  chronic  suppurative  lung  disease? 

Sectional  roentgenogram,  at  three  inches  from 
the  posterior  chest  wall,  revealed  the  bronchi  of 
the  right  upper  lobe  being  cut  and  entering 
areas  of  multiple  cavitation.  There  was  con- 
traction of  the  right  upper  lobe  with  bronchiecta- 
sis, multiple  cavitation,  fibrosis,  and  pleural 
thickening  secondary  to  a chronic  suppurative 
process  (Fig.  11). 

Diagnosis — chronic  suppurative  disease  of  the 
lung. 

Case  6. — H.  D.,  white  male,  aged  35,  a known 
case  of  tuberculosis,  had  had  previous  pneumoly- 
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sis,  empyema,  thoracotomy,  and  phrenic  crush 
on  the  right.  A routine  x-ray  revealed  a mass, 
about  the  size  of  a robin’s  egg,  seen  in  the  left 
chest  (Fig.  12). 

Problem — what  was  the  structural  composi- 
tion of  this  mass?  In  view  of  the  localized  le- 
sion on  the  left  side,  does  cavitation  exist  there? 

Sectional  roentgenogram  revealed  a localized 


Fig.  12.  Shows  a shadow  in  the  middle  of  the 
lung  field  about  the  size  of  a robin’s  egg. 


encapsulated  area  of  tuberculosis  in  the  midst  of 
which  there  was  definite  cavitation  (Fig.  13). 

Diagnosis — tuberculous  granuloma. 

The  above  cases  are  illustrations  of  but 
a few  of  the  many  problems  presented 
that  were  unanswered  by  other  available 
diagnostic  methods  but  solved  by  this 
procedure.  The  apparatus,  because  of 
its  importance  in  solving  just  such  prob- 
lems as  presented  above  and  many 
others  too  numerous  to  present  at  this 


Fig.  13.  Sectional  roentgenogram  shows  the 
localized  area  of  tuberculosis  in  the  midst  of 
which  there  is  definite  cavitation. 


time,  should  be  part  of  the  routine  equip- 
ment of  any  general  x-ray  department. 
Certainly  the  cost  is  not  prohibitive. 
We  are  offering  the  above  cases  in  the 
hopes  that  many  more  roentgenologists 
will  avail  themselves  of  this  method  so 
that  its  utilization  may  advance  from 
this  initial  stage.  We  feel  that,  up  to  the 
present  time,  the  surface  has  been  barely 
scratched  with  regard  to  the  many  uses 
to  which  this  method  may  be  applied. 
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VACANT  INTERNSHIP 

The  Department  of  Hospitals  announces  sev- 
eral vacant  internships  at  Welfare  Hospital, which 
is  devoted  primarily  to  the  treatment  of  chronic 
diseases  and  which  is  affiliated  for  research  and 
teaching  purposes  with  both  the  College  of  Physi- 
cians and  Surgeons  of  Columbia  University  and 
with  New  York  University  College  of  Medicine. 

Welfare  Hospital,  with  a capacity  of  1,500  beds, 


is  the  latest  and  best-equipped  institution  in  the 
Department  of  Hospitals. 

Recent  graduates  seeking  experience  in  chronic 
disease,  which  in  the  opinion  of  authorities  is  of 
steadily  growing  importance  in  medical  practice, 
are  requested  to  apply  to  Dr.  C.  G.  Scherf,  medi- 
cal superintendent,  Welfare  Hospital,  Welfare 
Island,  New  York  City. 
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May  6 and  7,  1940 


The  134th  Annual  Meeting  of  the  House  of 
Delegates  of  the  Medical  Society  of  the 
State  of  New  York  was  held  at  the  Waldorf- 
Astoria,  New  York,  on  Monday,  May  6,  1940, 
at  10:15  a.m. 

Dr.  James  M.  Flynn,  Speaker;  Dr.  Louis  H. 
Bauer,  Vice-Speaker;  Dr.  Peter  Irving,  Secre- 
tary; Dr.  Edward  C.  Podvin,  Assistant  Secre- 
tary. 

Speaker  Flynn:  The  House  will  be  in  order. 

1.  Report  of  the  Reference  Committee  on 
Credentials 

Speaker  Flynn:  The  Chair  recognizes  Dr. 
Peter  Irving,  Chairman  of  the  Reference  Com- 
mittee on  Credentials. 

Secretary  Irving:  Mr.  Speaker,  there  are 
no  disputed  delegations,  and  all  who  have  been 
seated  are  entitled  to  vote. 

Speaker  Flynn  : The  Chair  now  declares  the 
134th  Session  of  the  House  of  Delegates  open  for 
the  transaction  of  business. 

Mr.  Secretary,  we  will  now  have  the  roll  call 
by  counties. 

2.  Roll  Call 

....  Secretary  Irving  called  the  roll  by  counties, 
and  stated:  “There  is  a quorum  present.” 

3.  In  Memoriam  of  Five  Departed  Members 

SECTIONS  9,  35 

Speaker  Flynn:  Will  the  members  of  the 
House  kindly  rise  in  memory  of  five  of  our 
members  who  have  passed  on  since  the  last 
session:  Dr.  James  H.  Borrell,  President-elect; 
Dr.  James  E.  Sadlier,  a member  of  the  Board  of 
Trustees  and  a Past-President;  Dr.  Charles 
Stover,  a Past-President;  Dr.  Thomas  P. 
Farmer,  Chairman  of  the  Council  Committee 
on  Public  Health  and  Education;  and  Dr. 
George  M.  Fisher,  a Past-President. 

....  The  members  rose  and  stood  for  a mo- 
ment in  silence  in  memory  of  these  departed 
members.  . . . 

4.  Approval  of  the  Minutes  of  the  1939  Session 

Speaker  Flynn:  The  first  order  of  business 
is  the  approval  of  the  minutes  of  the  1939  Session 
of  the  House. 

Secretary  Irving  : Mr.  Speaker,  I move  that 
the  reading  of  the  minutes  of  the  1939  Session 
of  the  House  be  dispensed  with  and  that  they  be 
approved  as  published  in  the  June  1 and  June  15 
issues  of  the  New  York  State  Journal  of  Medi- 
cine. 

Dr.  Arthur  J.  Bedell,  Albany:  I second  that 
motion. 

. . . .There  being  no  discussion,  the  motion 
was  put  to  a vote,  and  was  unanimously  car- 
ried. . . . 

5.  Address  by  Dr.  Nathan  B.  Van  Etten, 
President  of  the  American  Medical  Association 

Speaker  Flynn:  I would  like  to  have  Dr. 


Madill  and  Dr.  Ross  escort  Dr.  Van  Etten  to  the 
platform. 

(The  delegates  arose  and  applauded  as  Drs. 
Madill  and  Ross  escorted  Dr.  Van  Etten  to  the 
platform.) 

Speaker  Flynn:  Dr.  Van  Etten,  as  you  know, 
is  President  of  the  American  Medical  Association 
and  Past-President  of  our  Society. 

Dr.  Nathan  B.  Van  Etten:  Mr.  Speaker 
and  Members  of  the  House  of  Delegates,  it  is 
indeed  a privilege  to  be  permitted  to  be  here 
today,  after  having  served  for  so  very  many 
years  as  an  active  member  of  this  House  of 
Delegates. 

New  York  has  always  been  depended  upon 
for  intelligent  conservatism  as  well  as  for  all 
progressive  legislation. 

Last  year  at  St.  Louis  the  National  House 
adopted  basic  resolutions  upon  which  were  con- 
structed the  new  national  program  of  the  Ameri- 
can Medical  Association.  Every  word  of  that 
program  is  objective.  The  false  accusations 
that  the  American  Medical  Association  is  static 
and  reactionary  and  antisocial  are  sharply 
denied  in  the  letter  and  spirit  of  that  forward- 
looking  declaration. 

Two  thoughts  are  expressed  in  the  platform 
which  may  seem  sharply  contradictory:  One  is 
centralization  of  all  governmental  health  activi- 
ties in  one  new  National  Health  Department  and 
the  other  decentralization  of  all  other  health 
activities  into  local  units  of  administration. 

Coordination  of  governmental  health  activities 
is  simply  a practical  move  to  do  away  with  much 
overlapping  expense  and  reduction  of  duplicating 
machinery. 

Developing  local  health  units  may  be  a device 
to  find  sickness  where  it  is  and  treat  it  on  the 
spot,  shorten  governmental  procedures,  and 
keep  the  government  out  of  medical  practices. 

Wherever  local  problems  can  be  solved,  they 
lessen  the  mass  of  national  responsibility.  If  we 
settle  minor  problems,  we  shall  have  few  major 
problems. 

The  platform  deals  in  generalities.  Specific 
provisions  for  detailed  development  will  have  to 
be  studied  with  care  by  all  who  are  interested, 
such  as  the  professions  of  medicine,  public  health 
nursing,  and  welfare  organizations.  A great 
deal  of  laboratory  work  is  needed.  Suggestions 
might  well  be  made  by  legislative  bodies  such  as 
yours.  Although  the  program  evolved  from 
the  action  of  the  National  House  of  Delegates, 
perhaps  it  might  be  well  to  have  it  referred  to 
one  of  your  reference  committees  on  Public 
Relations  for  study  at  this  session  or  an  expres- 
sion of  opinion  by  your  delegates. 

Although  the  Wagner  Health  Bill  is  still 
resting  in  the  Committee  on  Education  in  the 
Senate,  where  it  is  supposed  to  be  undergoing 
revision,  it  is  not  likely  to  appear  at  this  session 
of  Congress.  In  fact,  Senator  Wagner  stated 
publicly  at  a meeting  in  New  York  on  March 
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28  that  revision  of  the  bill  was  proceeding  to 
harmonize  it  with  the  ideas  of  the  American 
Medical  Association.  Exactly  what  is  meant 
by  that  statement  is  not  known,  but  it  is  certain 
that  S-1620  has  been  sidetracked  to  allow  pre- 
cedence of  the  President’s  program  for  small 
hospitals. 

It  is  not  enough,  however,  to  merely  declare 
a set  of  proposals.  Something  must  be  done  to 
stimulate  action.  General  activity  to  stimulate 
legislation  forming  a National  Health  Depart- 
ment under  a Secretary  of  Health  must  proceed 
if  the  medical  profession  really  desires  it.  Local 
work  must  proceed  in  our  county  medical  so- 
cieties to  promote  local  action. 

It  would  be  ideal  if  all  county  societies  would 
start  a study  of  the  local  needs  for  medical 
service.  There  must  be  a wide  divergence  of 
local  conditions : the  character  of  terrain — hilly 
country — flat  country — good  or  bad  roads — 
bridges  over  rivers — general  accessibility  of 
doctors  and  hospitals.  Much  might  be  done  if 
there  were  enough  ambulance  service  at  strategic 
points.  I learned  very  early  in  my  career,  from 
my  father  who  was  a railroad  surgeon,  that 
patients  who  were  very  sick  could  endure  a good 
deal  of  transportation. 

When  Herman  Biggs  was  Health  Commis- 
sioner of  the  State  of  New  York,  he  advocated 
a system  of  cottage  hospitals  and  laboratories  to 
take  care  of  the  rural  problem  in  the  State  of 
New  York.  At  a hearing  before  Governor  Smith 
everybody  seemed  to  favor  the  project.  When 
the  Governor  said  he  would  like  to  hear  what 
some  country  doctor  thought  about  it,  finally, 
a doctor  from  Malone,  a town  in  the  northern 
part  of  the  Adirondacks,  arose  and  said,  “Well, 
Governor,  in  the  summer  time  the  Adirondack 
region  is  full  of  city  people,  and  there  are  plenty 
of  city  doctors  to  take  care  of  them;  but  in 
winter  very  few  people  are  there,  and  the  country 
doctors  and  country  towns  have  plenty  of  facili- 
ties. All  we  ask  you  to  do,  Governor,  is  to  keep 
the  roads  open.”  The  cottage  hospitals  were 
not  built.  Good  roads  in  the  State  of  New 
York  have  largely  eliminated  the  rural  problem. 
There  is  now  a doctor  in  New  York  State  within 
thirty  minutes  of  every  citizen. 

Every  county  society  should  be  interested  in 
sincerely  making  these  studies.  It  is  important 
to  know  whether  the  county  needs  hospitals, 
ambulances,  doctors,  nurses,  or  welfare  workers — 
whether  it  can  take  care  of  itself  or  needs  state 
or  national  financial  help. 

I presume  that  doctors  in  New  York  are  just 
as  much  or  as  little  concerned  in  general  health 
problems  and  are  just  as  generous  or  as  selfish 
as  doctors  in  other  parts  of  our  country.  I 
presume  that  in  each  of  your  counties  a few 
doctors  do  all  the  work  of  your  county  societies, 
and  the  others  are  perfectly  willing  to  let  them 
do  it.  Of  course  you  gentlemen  here  today  are 
the  workers  of  the  New  York  State  Medical 
Society.  I wonder  if  you  take  yourselves 
seriously  enough  to  carry  back  to  every  doctor 
in  your  counties  the  real  importance  for  the 
cooperation  of  every  one  of  them  if  we  are  to 
bring  American  medicine  to  its  rightful  place 
in  American  life. 

Every  doctor  in  New  York  should  be  a citizen 
in  every  sense  of  what  citizenship  means  or  im- 
plies. The  general  practitioner  must  be  re- 
vitalized into  active  leadership  of  all  political 


movements  concerned  with  the  moral,  mental, 
and  physical  welfare  of  every  citizen  of  this 
important  state. 

We  must  not  take  negative  positions  at  a time 
like  this  when  all  sorts  of  wild  theorists  are 
shouting  into  the  public  ear.  The  public  seems 
to  be  eager  for  health  education,  and  we  must 
give  it  to  them  honestly  and  freely  if  we  really 
want  America  to  be  a better  and  happier  place 
in  which  to  live.  (Applause) 

Speaker  Flynn:  Dr.  Van  Etten,  on  behalf 
of  the  members  of  the  House,  I wish  to  thank 
you  for  presenting  to  us  this  very  educational 
message. 

Mr.  Secretary,  will  you  kindly  read  the 
Reference  Committee  appointments. 

6.  Reference  Committees 

Secretary  Irving:  These  are  the  Reference 
Committee  appointments  after  certain  changes 
were  made  in  the  last  few  days: 

REFERENCE  COMMITTEE  ON  CREDENTIALS: 
Peter  Irving,  Chairman,  New  York 
Edward  C.  Podvin,  Bronx 
Moses  H.  Krakow,  Bronx 
Bernard  S.  Strait,  Yates 
Ralph  Sheldon,  Wayne 

REFERENCE  COMMITTEE  ON  REPORT  OF 
PRESIDENT: 

Arthur  F.  Heyl,  Chairman,  Westchester 
Floyd  J.  Atwell,  Otsego 
Stephen  H.  Curtis,  Rensselaer 
Howard  Fox,  New  York 
Robert  F.  Barber,  Kings 

REFERENCE  COMMITTEE  ON  REPORT  OF 
COUNCIL— PART  I: 

Introduction 

Maternal  Welfare  and  Supplementary  Report 
Postgraduate  Medical  Education 
Public  Health  and  Other  Matters 
Deaf  and  Hard  of  Hearing — Supplementary  Report 
Leo  F.  Schiff,  Chairman,  Clinton 
Robert  Brittain,  Delaware 
Morris  Maslon,  Warren 
David  E.  Overton,  Nassau 
Louis  A.  Friedman,  Bronx 
REFERENCE  COMMITTEE  ON  REPORT  OF 
COUNCIL— PART  II: 

Civil  Service  Qualifications 
Crippled  Children’s  Act 
License  Plates,  “M.D.” 

Medical  Expense  Indemnity  Insurance 
Medical  Relief 
Motor  Vehicle  Drivers 

New  York  State  Public  High  School  Athletic  Asso- 
ciation 

Saratoga  Springs  Commission 
Sterilization  for  Expediency  in  Relief  Cases 
United  States  Farm  Security  Administration 
Leo  F.  Simpson,  Chairman,  Monroe 
E.  Christopher  Wood,  Westchester 
Andrew  Sloan,  Oneida 
Harvey  P.  Hoffman,  Erie 
John  B.  D’Albora,  Kings 

REFERENCE  COMMITTEE  ON  REPORT  OF 
COUNCIL— PART  III: 

Workmen’s  Compensation 
James  R.  Reuling,  Jr.,  Chairman,  Queens 
Harry  C.  Guess,  Erie 
William  A.  MacVay,  Monroe 
Arthur  S.  Driscoll,  Richmond 
Melville  D.  Dickinson,  Jr.,  Ontario 
REFERENCE  COMMITTEE  ON  REPORT  OF 
COUNCIL— PART  IV: 

Legislation  and  Supplementary  Report 

Publications 

Medical  Publicity 

Floyd  S.  Winslow,  Chairman,  Monroe 
Charles  C.  Trembley,  Franklin 
Moses  A.  Stivers,  Orange 
Alec  N.  Thomson,  Kings 

S.  E.  Appel,  Dutchess  (replacing  C.  Knight  Deyo, 
Dutchess) 

REFERENCE  COMMITTEE  ON  REPORT  OF 
COUNCIL— PART  V: 

Annual  Meeting  Arrangements 
Contract  Practice 
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Delegates,  Representatives  and  Nominations,  and 
Supplementary  Report 
District  Branches 

Dues  Year  and  Fiscal  Year  and  Supplementary 
Report 

Eichacker  vs.  New  York  Telephone  Co. 
Malpractice  Group  Plan  Insurance 
Membership — County  Society  Transfers 
Memorial  and  Supplementary  Report 
Offices,  Centralization  of 
Paternity  Tests 
Physicians’  Home,  Inc. 

Revision  of  Principles  of  Professional  Conduct 
Trustees,  Board  of — Election  of  Trustee 
Finance  Committee — Supplementary  Report 
Samuel  B.  Burk,  Chairman,  New  York 
Warren  Wooden,  Monroe 
Thurber  LeWin,  Erie 
John  D.  Carroll,  Rensselaer 
Thomas  A.  McGoldrick,  Kings 
REFERENCE  COMMITTEE  ON  REPORTS  OF 
SECRETARY,  CENSORS,  AND  DISTRICT 
BRANCHES: 

Louis  A.  Van  Kleeck,  Chairman,  Nassau 
Denver  M.  Vickers,  Washington 
William  A.  Moulton,  Tioga 
Frederic  W.  Holcomb,  Ulster 
W.  Grant  Cooper,  St.  Lawrence 
REFERENCE  COMMITTEE  ON  REPORTS  AND 
SUPPLEMENTARY  REPORTS  OF  TREAS- 
URER AND  TRUSTEES: 

Peter  J.  DiNatale,  Chairman,  Genesee 
J.  P.  Henry,  Monroe  (replacing  John  J.  Rooney, 
Monroe) 

William  Klein,  Bronx 
Joseph  Wrana,  Queens 
Horace  M.  Hicks,  Montgomery 
REFERENCE  COMMITTEE  ON  REPORT  OF 
LEGAL  COUNSEL: 

Moses  Keschner,  Chairman,  New  York 
W.  Guernsey  Frey,  Jr.,  Queens 
Albert  G.  Swift,  Onondaga 
Merwin  E.  Marsland,  Westchester 
John  T.  Donovan,  Erie 
REFERENCE  COMMITTEE  ON  NEW 
BUSINESS  A: 

Edward  R.  Cunniffe,  Chairman,  Bronx 
Edgar  Bieber,  Chautauqua 
Alfred  M.  Heilman.  New  York 
William  Hale,  Oneida 
David  W.  Beard,  Schoharie 
REFERENCE  COMMITTEE  ON  NEW 
BUSINESS  B: 

Norman  S.  Moore,  Chairman,  Tompkins 
Irwin  Siris,  Kings 
Albert  A.  Gartner,  Erie 
Clarence  V.  Costello,  Monroe 
Leon  M.  Kysor,  Steuben 
REFERENCE  COMMITTEE  ON  NEW 
BUSINESS  C: 

John  J.  Masterson,  Chairman,  Kings 
J.  Lewis  Amster,  Bronx 
Carlton  E.  Wertz,  Erie 
G.  Scott  Towne,  Saratoga 
Stanley  E.  Alderson,  Albany 

I move  that  the  reports  of  the  officers  and 
committees  which  have  been  published  and  dis- 
tributed to  the  members  of  the  House  be  referred 
to  the  respective  reference  committees  without 
reading. 

Dr.  Clarence  G.  Bandler,  New  York:  I 
second  that  motion. 

....  There  being  no  discussion,  the  motion 
was  put  to  a vote,  and  was  unanimously  car- 
ried. . . . 

Speaker  Flynn:  The  Chair  wishes  to  an- 
nounce that  there  are  tables  on  the  first  balcony 
for  each  reference  committee,  and  each  table  is 
plainly  marked.  There  will  be  a stenographer 
in  attendance  to  type  the  four  copies  of  the  re- 
ports that  are  essential.  If  there  are — and 
there  must  be — members  here  who  are  interested 
in  particular  reports  and  specific  resolutions, 
I want  them  to  feel  free  to  go  to  the  appropriate 
reference  committees  and  have  their  say  on  them. 
We  are  going  to  try  to  do  things  a little  bit 
different  at  this  session.  We  will  take  a long 


recess  this  afternoon  to  enable  the  reference 
committees  to  carry  on  their  work  in  a better 
way  by  giving  them  a longer  time  to  study  the 
reports  and  resolutions  that  have  been  referred 
to  them.  These  reference  committees  can 
assemble  at  any  time  they  want  to  at  their  re- 
spective tables. 

Mr.  Secretary,  are  there  any  supplementary 
reports? 

Secretary  Irving  : There  is  one  to  come  from 
the  Treasurer,  which  I believe  he  would  prefer 
to  read  personally. 

7.  Supplementary  Report  of  the  Treasurer 

SECTIONS  53,  54 

Dr.  George  W.  Kosmak:  As  on  previous 
occasions,  I consider  it  desirable  to  present  to 
this  House  an  interpretation  and  elucidation  of 
the  Auditors'  Report  of  your  Society’s  financial 
affairs  for  the  year  1939.  My  supplementary 
report  is  therefore  more  or  less  of  a confidential 
report  to  the  membership,  which  need  not  be 
circulated  beyond  these  confines.  I do  not 
believe  it  would  be  desirable  to  have  some  of  the 
things  I want  to  present  to  you  broadcast  out- 
side of  our  own  circle,  but  they  are  matters  about 
which  you  as  delegates  of  the  constituent  county 
societies  should  be  fully  informed,  for  the  county 
society  members  are  essentially  the  taxpayers  of 
the  organization. 

The  financial  philosophy  underlying  an  organ- 
ized medical  group  such  as  ours  is  that  each  of 
us  shall  be  assessed  an  amount  of  dues  which 
will  meet  the  necessary  administrative  and  other 
expenses  provided  for  in  a prepared  budget.  As 
I insisted  in  previous  reports,  the  latter  must 
be  kept  within  the  income  derived  from  dues. 
It  does  not  mean,  however,  that  the  total  appro- 
priations must  necessarily  be  spent — a saving 
policy  is  always  desirable.  There  should  always 
be  a margin  between  budgetary  appropriations 
and  total  income  for  possible  additions  to  an 
investment  account.  I admit  that  the  existence 
of  the  latter  is  often  an  incentive  to  further 
spending;  nevertheless  this  is  a temptation 
which  must  be  checked  when  it  does  arise,  unless 
extraordinary  reasons  demand  a change  of 
policy.  We  have  been  fortunate  in  the  past  to 
accumulate  a modest  reserve,  but  no  satisfactory 
additions  can  be  recorded  in  recent  years.  In 
view  of  future  unsettled  conditions,  as  well  as 
for  other  reasons,  we  may  be  compelled  to  draw 
upon  these  savings  to  an  extent  which  now  we 
have  no  means  of  estimating.  Yet,  while  we 
can  save,  it  would  be  desirable  to  save  within 
reason. 

The  formal  report  on  the  Society’s  financial 
status  made  by  our  auditors,  including  the 
abridged  form  printed  in  the  Journal,  may  be 
impressive  in  a technical  sense  but  cannot  be 
regarded  as  understandable  by  the  average 
reader.  My  endeavor  will  be  to  explain  it ; 
whether  I succeed  will  be  left  to  your  decision. 

The  specific  items  in  the  Society’s  financial 
affairs  to  which  I would  call  attention  are  as 
follows:  (1)  assets  and  income,  (2)  adminis- 

trative costs,  (3)  scientific  activities,  (4)  publicity 
and  publications,  (5)  change  in  dues  years  and 
readjustment  of  calendar  and  fiscal  years. 

Preliminary  to  any  further  remarks,  it  is  to 
be  noted  that  my  statements  necessarily  are 
based  on  the  calendar  year  ending  December 
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31,  1939,  which  is  that  covered  by  the  auditors’ 
report  but  does  not  correspond  with  the  budget- 
ary allotments  for  the  administrative  year 
ending  June  30,  1940. 

1.  Assets  and  Income. — In  reviewing  the 
assets  of  the  Society,  reference  may  be  made  to 
a later  statement,  dated  April  6,  1940,  and  trans- 
mitted as  one  of  its  regular  functions  by  the 
financial  advisory  service  of  the  Chase  National 
Bank.  This  shows  an  approximate  market  value 
of  our  securities  as  of  that  date  of  $229,971, 
somewhat  less  than  on  the  date  of  the  auditors’ 
report  for  1939,  owing  to  depreciations  which 
may  or  may  not  be  recovered.  The  approximate 
annual  income  from  investments  is  slightly  over 
$9,000,  which  includes  that  from  various  special 
trust  funds.  Since  the  decision  made  by  the 
House  of  Delegates  to  purchase  equities  in  about 
equal  proportion  to  mortgage  bond  holdings, 
we  held  on  April  6,  about  42  per  cent  of  govern- 
ment and  other  bonds,  22  per  cent  of  preferred, 
and  35  per  cent  of  common  stocks.  Since  this 
last  report,  funds  obtained  from  “called”  bonds 
and  from  accumulations  of  interest  in  the  invest- 
ment account  were  used  to  purchase  an  addi- 
tional $15,000  of  United  States  Treasury  and 
municipal  bonds.  The  group  of  defaulted  bonds 
which  we  possess  are  still  being  held  for  possible 
advancement,  and,  as  a matter  of  fact,  their 
situation  has  improved  since  last  year.  The 
losses  incident  to  the  depressed  market  prices 
during  previous  years,  which  the  former  House 
of  Delegates  directed  to  be  made  up  by  a “re- 
couping fund”  of  approximately  $15,000,  have 
been  fully  met  by  purchases  of  additional  se- 
curities out  of  current  funds. 

The  depressed  character  and  uncertainty  of 
the  stock  market  demands  close  watch  and 
proper  distribution  of  our  security  holdings. 
Such  advice  has  been  ably  extended  by  the 
financial  service  contracted  for  and  supplied  by 
the  Investment  Department  of  the  Chase  Na- 
tional Bank.  It  is  given  without  prejudice 
along  safe  and  sound  lines  and  your  Treasurer 
can  see  no  reason  for  changing  our  present 
arrangements. 

Your  attention  is  drawn  to  the  very  important 
fact  that  the  funds  of  the  Society  must  be  con- 
served from  the  standpoint  of  safety  of  principal 
rather  than  of  interest  returns.  Therefore,  we 
have  disposed  of  all  speculative  issues  and  have 
retained  a certain  amount  of  cash  in  savings 
banks,  amounting  on  April  11  approximately  to 
$25,000. 

The  Society’s  income  from  dues  during  the 
year  1939  amounted  to  $162,006,  which,  ac- 
cording to  resolution,  must  serve  as  a basis  for 
the  budget.  The  activities  of  your  Society 
entailed  an  expenditure  of  $138,465.03  during 
1939,  leaving  a balance  over  income  of  $23,540.97. 
However,  note  must  be  taken  of  the  fact  that  the 
Directory  expenses  for  printing  and  distribution 
have  not  been  charged,  as  this  account  was  not 
yet  adjusted  at  the  date  of  the  auditors’  report 
and  must  be  entered  in  the  statement  for  1940, 
but  the  cost  to  the  Society  will  be  about  $23,000 
as  calculated  to  the  time  of  writing  this  report. 
And  there  are  other  expenditures  to  be  met, 
including  the  charges  for  moving  into  our  new 
quarters  and  the  necessary  furniture  and  equip- 
ment. I will  reserve  further  comment  except 
to  say  that  the  additional  outlays  probably  will 
wipe  out  practically  all  the  hoped  for  surplus. 


2.  Administrative  Costs. — Here  must  be 
included  salaries  of  officers  and  clerical  staff, 
rent,  expenditures  for  travel,  council  com- 
mittees, counsel,  bureaus,  and  district  branch 
meetings.  Grossly  itemized  these  are  as  fol- 
lows for  1939:  salaries,  $57,929.95;  rent  and 
office  expenses,  taxes,  etc.,  $9,846.59;  travel  for 
delegates,  officers,  council,  etc.,  $8,245.34; 
expense  of  council  committees,  $6,726.90; 
Workmen’s  Compensation  and  legislative 
bureaus,  $11,890.86  (excluding  salaries) ; district 
branches,  $1,507.32.  The  administrative  costs, 
omitting  certain  minor  items,  thus  amount  to 
$96,146.96 — well  over  one-half  of  our  income 
from  dues. 

3.  Scientific  Activities. — The  cost  of  these 
items  appear  minor  unless  we  designate  the 
Journal  as  one  of  them.  The  annual  meeting 
is  properly  scientific  but  pays  its  expenses.  The 
Committee  on  Public  Health  and  Education 
spent  $3,411.04  last  year.  This  total  is  not  an 
impressive  figure  as  such. 

4.  Publicity  and  Publications. — The  general 
outlays  for  these  activities  have  already  been 
noted.  Specifically,  the  net  cost  of  the  Public 
Relations  Bureau  was  $8,214.42  excluding 
salaries,  which  are  combined  with  those  of  the 
Journal.  The  income  from  the  latter  from 
advertising  and  other  sources  was  $55,824.40; 
the  costs  of  publication,  including  salaries, 
amounted  to  $87,971.37.  In  other  words,  the 
deficit  in  this  activity  was  $32,146.97.  The 
publications  account  required  an  outlay  of 
$40,361.39  or  about  one-quarter  of  the  Society’s 
income  from  dues,  although  it  must  be  recorded 
that  certain  definite  economies  have  been 
achieved  in  recent  months. 

5.  Readjustment  of  Dues  and  Fiscal  Years, 
with  Change  in  Date  of  State  Society  Assess- 
ment.— This  question  will  be  fully  discussed  in 
connection  with  a proposed  amendment  to 
Bylaws.  The  contemplated  change,  if  agreed 
to,  will  simplify  greatly  the  conduct  ofi  your 
Society’s  financial  affairs. 

The  foregoing  attempted  elucidation  of  the 
formal  and  complicated  auditors’  statement 
should  impress  the  House  of  Delegates  with  the 
extent  of  the  Society’s  financial  business,  in- 
volving the  expenditure  during  1939  of  about 
$140,000.  In  taking  over  the  publication  of  the 
Journal  as  well  as  the  Directory,  the  work  of  the 
New  York  office  and  its  force  has  been  largely 
expanded.  However  it  appears  to  your  Treas- 
urer that  the  financial  handling  of  the  Society’s 
business  is  much  confused  and  that  more  and 
competent  oversight  and  direction  is  essential. 
The  entire  system  of  accounting,  as  practiced 
in  recent  years,  is  complicated  and  involved, 
as  must  be  evident  from  the  present  auditors’ 
statement,  only  an  abstract  of  which  appears  in 
the  Journal.  Efforts  by  your  Treasurer  to 
simplify  the  bookkeeping  and  to  develop  a more 
satisfactory  posting  and  cost  system  have  been 
delayed  by  the  moving  to  our  new  quarters. 
We  do  not  have  the  ready  knowledge  at  hand  to 
know  day  by  day  where  we  stand  financially. 
Your  Treasurer  also  feels  that  a more  business- 
like and  effectual  conduct  of  the  Society’s  pub- 
lication and  publicity  activities  is  necessary. 
This  would  demand  a complete  change  in  the 
organization  of  the  Publication  Committee. 
The  latter,  in  my  belief,  is  unwieldy.  It  should 
be  made  up  of  fewer  men,  resident  in  this  city, 
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so  as  to  permit  of  regular  and  frequent  confer- 
ences for  the  discussion  and  handling  of  publica- 
tion matters.  Aside  from  a more  satisfactory 
editorial  conduct  of  the  Journal  and  Directory, 
this  arrangement  would  ensure  greater  economy 
and  efficiency.  Any  further  discussion  naturally 
is  not  appropriate  in  this  report  and  must  be 
taken  up  elsewhere. 

As  my  report  to  you  may  appear  rather  critical, 
you  will  ask,  quite  naturally,  what  constructive 
suggestions  have  I to  offer.  I will  venture 
several  recommendations  for  your  consideration, 
but  before  doing  so  I want  to  give  you  a few 
words  of  explanation  of  the  present  status  of  the 
Society’s  business  affairs.  We  have  grown  in 
numbers,  and  the  costs  of  administration  have 
risen  correspondingly.  We  must  pay  social 
security  and  unemployment  taxes  today,  which 
were  unknown  a few  years  ago.  The  publicity 
bureau  is  a recent  and,  I might  add,  it  was  at 
first  an  expensive  venture.  The  publication  by 
the  Society  of  the  Journal  and  Directory,  both 
on  a new  basis,  have  required  a great  deal  of 
money  to  launch  them  properly.  The  Work- 
men’s Compensation  Bureau  is  another  recent 
addition  to  our  activities.  We  have  added  a 
general  manager  and  a director  of  publicity  to 
our  official  family.  This  growth  in  our  activities 
has  been  sudden;  it  was  not  well  coordinated 
and  integration  between  the  various  units,  in 
my  opinion  and,  speaking  again  very  bluntly, 
is  largely  lacking  and  must  be  more  adequately 
developed.  We  are  in  reality  a big  business 
organization;  we  have  an  elaborate  machine 
which,  in  my  estimation,  does  not  function  as 
smoothly  as  it  could  and  should,  nor  as  eco- 
nomically. No  one  thing  is  going  to  clear  the 
situation;  we  must  have  a thorough  reorgani- 
zation in  order  to  secure  an  adequate  return  for 
our  investment.  I am  not  finding  fault  with 
those  appointed,  elected,  or  designated  to  fill 
their  respective  offices — invariably  they  have 
worked  hard  and  faithfully — but  a mechanism 
must  be  developed  to  make  their  efforts  more 
effective. 

Therefore,  in  conclusion,  I would  submit  for 
your  attention  the  following  recommendations: 

1.  Approval  of  the  proposed  amendment  to 
readjust  the  Society's  fiscal  year.  However,  in 
view  of  the  immediate  necessity  of  bringing  some 
order  out  of  the  present  chaos  of  the  Society’s 
financial  affairs,  your  Treasurer  further  recom- 
mends that,  pending  the  adoption  of  this  amend- 
ment, the  House  of  Delegates  by  formal  decree, 
order  the  new  dues  year  to  begin  January  1, 
1941,  that  the  new  fiscal  year  begin  January  1, 
1941,  and  the  present  budget  as  adopted  for  the 
period  from  July  1,  1940,  to  June  30,  1941,  be 
changed  so  as  to  cover  the  period  from  July  1, 
1940,  to  and  including  December  31,  1940. 

2.  A careful  study  of  the  business  setup  of  the 
New  York  office,  in  order  to  develop  a more 
adequate  system  of  accounting  and  bookkeeping, 
as  well  as  efficient  office  routine,  both  in  the 
general  and  the  publication  offices,  by  a special 
committee  of  five,  including  the  General 
Manager,  the  Director  of  Public  Relations,  the 
Treasurer,  the  Literary  Editor,  and  a member 
of  the  Board  of  Trustees — this  committee  to 
report  to  the  Council  at  the  October  meeting. 

3.  Vesting  the  responsibility  for  the  conduct  of 
the  Journal  and  Directory  production  in  a local 
committee  of  five  to  consist  of  the  General 


Manager,  Director  of  Bureau  of  Public  Rela- 
tions, Literary  Editor,  Treasurer  and  a member 
of  the  Board  of  Trustees.  This  publication 
committee  to  make  an  early  study  of  the  present 
publication  features  with  the  especial  purpose  of 
effecting  a more  economical  and  efficient  conduct 
of  these  activities  and  report  to  the  Council  as 
soon  as  possible. 

4.  Considering  the  appointment  of  a second 
assistant  treasurer,  who  shall  be  principal  book- 
keeper, adequately  bonded  and  duly  remun- 
erated, who  shall  have  no  voice  in  the  Council 
and  be  under  direct  supervision  and  orders  of 
the  Treasurer  or  Assistant  Treasurer  and,  sur- 
rounded with  proper  precautions,  shall  act  as 
disbursing  officer  of  all  rotating  funds  as  may  be 
necessary  for  the  conduct  of  the  Society’s  affairs, 
to  be  set  up  by  the  Board  of  Trustees  and  the 
Treasurer. 

In  presenting  the  foregoing  recommendations 
for  your  consideration,  I do  so  in  the  belief  that 
certain  changes  are  essential  in  the  administra- 
tion of  the  Society’s  functions.  My  suggestions, 
it  must  be  understood,  are  entirely  without  preju- 
dice to  the  very  sincere  efforts  of  those  en- 
trusted with  the  conduct  of  your  affairs.  As  I 
have  already  shown,  we  have  grown  much  in 
recent  years,  but  I feel  that  some  of  our  ventures 
have  not  developed  entirely  beyond  the  stage 
of  trial  and  experiment.  The  time  has  come, 
however,  for  a thorough  check-up  and  diagnostic 
study.  If  there  are  defects  and  shortcomings 
in  the  present  way  of  doing  things,  and  I believe 
there  are,  then  the  proper  remedies  must  be 
found  and  applied  in  order  that  a more  effective 
coordination  in  the  conduct  of  our  affairs  can 
be  developed.  Whether  my  recommendations 
will  secure  the  desired  ends  I do  not  know,  but 
I feel  that  they  should  be  given  some  considera- 
tion. 

Speaker  Flynn:  This  supplementary  report 
of  the  Treasurer  will  be  referred  jointly  to  the 
Reference  Committees  on  the  Reports  of  the 
Treasurer  and  Board  of  Trustees  and  on  Report 
of  the  Council — Part  IV,  which  has  to  do  with 
medical  publicity  and  publications,  Dr.  DiNatale 
being  the  Chairman  of  the  Reference  Committee 
on  the  Reports  of  the  Treasurer  and  Board  of 
Trustees,  and  Dr.  Winslow  being  the  Chairman 
of  the  Reference  Committee  on  Report  of  the 
Council — Part  IV. 

The  Chair  recognizes  Dr.  Trick,  Chairman  of 
the  Board  of  Trustees,  who  has  a supplementary 
report. 

8.  Supplementary  Report  of  Board  of  Trustees 

SECTION  54 

Your  Board  is  gratified  to  be  able  to  report, 
after  scrutiny  of  the  expenditures  of  the  first 
nine  months  of  the  fiscal  year  1939-1940,  to- 
gether with  an  estimate  for  the  remaining  three 
months,  that  the  total  outgo  will  be  well  within 
the  total  appropriation  of  $158,935.03.  Even 
after  counting  in  the  cost  of  expenses  of  moving 
(about  $3,500)  it  looks  as  if  there  would  be  a 
saving  of  at  least  ten  thousand  ($10,000)  dollars. 
This  is  approximately  7 per  cent  of  the  total 
budgeted  figure. 

Harry  R.  Trick,  M.D.,  Chairman;  James  F.  Rooney, 
M.D.;  George  W.  Cottis,  M.D.;  William  H. 
Ross,  M.D.;  Thomas  M.  Brennan,  M.D. 

Speaker  Flynn:  The  supplementary  report 
from  the  Board  of  Trustees  will  be  referred  to 
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the  Reference  Committee  on  Reports  of  the 
Treasurer  and  Board  of  Trustees,  of  which  Dr. 
DiNatale  is  Chairman. 

Dr.  Irving,  have  you  a supplementary  report 
of  the  Council? 

Secretary  Irving:  Yes,  there  is  a supple- 
mentary report,  which  has  been  mimeographed 
and  distributed  to  the  members  of  the  House 
here.  We  could  not  send  it  out  in  advance, 
but  everybody  has  it,  and  I think  it  could  well 
go  straight  to  the  Reference  Committee,  sir. 

Several  Voices:  We  have  not  a copy  of  that 
supplementary  report. 

Secretary  Irving:  There  are  extra  copies 
here,  which  you  may  have  if  you  will  come  up 
and  get  them. 

(Those  who  had  not  previously  received  a 
copy  came  up  to  the  platform  and  got  a copy.) 

9.  Supplementary  Report  of  Council 

The  Council  has  the  honor  to  submit  a Supple- 
mentary Report  on  certain  matters  that  have 
come  under  consideration  or  been  brought  to 
conclusion  since  the  regular  Annual  Report  was 
prepared  for  the  April  1,  1940,  issue  of  the  New 
York  State  Journal  of  Medicine.  The  following 
subjects  are  covered: 

Part  I.  Maternal  Welfare 

Deaf  and  Hard  of  Hearing 
Part  IV.  Legislation 

Part  V.  Finance  Committee 

Dues  Year  and  Fiscal  Year 

Delegates 

Memorials 

Part  I 

MATERNAL  WELFARE 
SECTION  55 

Following  the  publication  of  that  portion  of 
its  report,  the  Council  on  April  11  received 
a further  report  from  the  Subcommittee  on  Ma- 
ternal Welfare  and  took  action  thereon. 

In  accord  with  the  findings  of  the  committee, 
the  Council  directed  that,  for  the  purpose  of 
setting  up  advisory  committees — obstetrics  and 
pediatrics — the  counties  of  the  State  of  New 
York  be  grouped  in  twelve  (12)  different  regions 
as  follows: 

Region  1 — New  York,  Richmond,  Bronx 
Region  2 — Kings,  Queens,  Nassau,  Suffolk 
Region  3 — Westchester,  Rockland,  Dutchess, 
Putnam,  Orange 

Region  4 — Schenectady,  Fulton,  Montgom- 
ery, Schoharie,  Green,  Ulster 
Region  5 — Albany,  Washington,  Saratoga, 
Columbia,  Warren,  Rensselaer 
Region  6 — Clinton,  Essex,  Franklin,  St.  Law- 
rence 

Region  7 — Jefferson,  Lewis,  Herkimer, 
Hamilton 

Region  8 — Onondaga,  Oswego,  Oneida,  Madi- 
son, Cortland,  Cayuga 

Region  9 — Broome,  Tioga,  Chenango,  Ot- 
sego, Delaware,  Sullivan 
Region  10 — Monroe,  Orleans,  Wayne,  Livings- 
ton, Ontario,  Yates,  Seneca 
Region  11 — Chemung,  Schuyler,  Steuben, 
Tompkins,  Allegany 

Region  12 — Erie,  Niagara,  Chautauqua,  Cat- 
taraugus, Genesee,  Wyoming. 
The  Council  decided  that  there  be  appointed 
two  regional  consultants  in  each  of  these  areas, 


the  one  consultant  to  be  in  obstetrics  and  the 
other  in  pediatrics.  It  approved  the  com- 
mittee’s outlining  of  the  duties  of  these  regional 
consultants  as  follows: 

1.  Survey  of  maternity  facilities — 

2.  Stimulate  and  provide  county  societies 
with  maternal  and  child  health  program — 

3.  Provide  postgraduate  refresher  courses  so 
far  as  possible — 

4.  Distribution  of  literature  and  standards — 

5.  Accumulate  all  state  and  county  statistics 
applicable  to  the  problem  of  maternal  and 
child  welfare — 

6.  Plan  for  obstetric  conferences  in  each 
county  or  in  each  region — time,  place  and 
frequency  to  depend  upon  the  amount  and 
character  of  the  material.  Preventability, 
not  responsibility,  is  to  be  discussed,  and 
controllable  factors  discovered — 

7.  Study  neonatal  deaths,  stillbirths,  and 
particularly  the  problems  of  the  pre- 
mature infant. 

On  nomination  by  the  President,  there  were 
appointed  the  following  regional  consultants  in 
obstetrics : 


Region  1 — George  W.  Kosmak 
Region  2 — Harvey  B.  Matthews 
Region  3 — Julian  Hawthorne 
Region  4 — William  M.  Mallia 
Region  5 — Joseph  O’C.  Kiernan 
Region  6 — Elmer  Wessel 
Region  7 — James  L.  Crossley 
Region  8 — Edward  C.  Hughes 
Region  9 — Stuart  B.  Blakely 
Region  10 — Ward  L.  Ekas 
Region  11 — Reeve  B.  Howland 
Region  12 — Louis  A.  Siegel 


New  York 

Brooklyn 

Rye 

Schenectady 

Albany 

Plattsburg 

Watertown 

Syracuse 

Binghamton 

Rochester 

Elmira 

Buffalo 


The  committee  advised,  and  the  Council 
agreed,  that  it  would  be  well  to  await  the  more 
perfect  organization  of  the  obstetrics  side  of  the 
picture  before  the  regional  consultants  in  pedi- 
atrics should  be  added. 

Space  has  been  set  aside  for  a meeting  of  these 
consultants  with  the  Maternal  Welfare  Com- 
mittee at  The  Waldorf-Astoria  on  Monday,  May 
6,  1940,  at  2:00  p.m.  The  Council  also  author- 
ized an  exhibit  on  maternal  welfare  to  be  set  up 
at  the  Annual  Meeting. 


DEAF  AND  HARD  OF  HEARING 
SECTION  55 

Dr.  Hambrook,  Chairman  of  the  Deaf  and 
Hard  of  Hearing  Committee,  who  is  also  a 
member  of  the  Advisory  Legislative  Commission 
considering  this  subject,  recorded  disappoint- 
ment, which  was  shared  by  the  Council,  over  the 
failure  of  the  1940  Legislature  to  pass  a bill 
drafted  to  take  care  of  the  hard  of  hearing 
children.  This  bill  was  devised  to  provide  lip- 
reading  instruction  for  about  65,000  children  in 
the  State.  The  earlier  thought  that  a very 
large  budgetary  figure  was  needed  to  finance 
this  was  definitely  shown  to  be  incorrect.  The 
Commission  had  worked  the  matter  out  to  the 
final  point  where  it  was  clear  that  not  over 
$60,000  would  be  required. 

Dr.  Hambrook  had  been  unable  to  discover 
why  the  legislators  let  this  matter  drop.  It  is 
the  belief  of  the  Council  that  effort  should  be 
made  next  year  to  persuade  them  to  take  this 
forward  step  in  public  health. 
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Part  IV 

LEGISLATION 
SECTION  32 

The  Council  Committee  on  Legislation — Dr. 
John  L.  Bauer,  Chairman,  Dr.  Walter  W.  Mott, 
Dr.  Leo  F.  Simpson — has  turned  in  the  following 
final  report  covering  the  1940  session  of  the 
Legislature,  and  the  noting  of  the  bills  handed 
up  to  the  Governor  up  to  date: 

Of  the  many  bills  that  the  adjourned  Legisla- 
ture left  with  the  Governor  for  his  action,  we  list, 
first  of  all,  those  which  he  approved. 

Senate  Int.  10 — Williamson,  includes  female 
nurses  of  Army  and  Navy  Corps  with  veterans 
allowed  preference  in  civil  service  positions  as 
to  removal  or  transfer. 

Senate  Int.  18 — Warner;  Assembly  Int. 
77 — Hollowell,  prohibits  sale  of  alcoholic 
beverages  to  children  under  18  years  of  age. 

Senate  Int.  97 — Mrs.  Graves;  Assembly 
Int.  79 — Allen,  prohibits  the  manufacture, 
sale  or  serving  of  adulterated  or  misbranded 
foods.  By  this  bill  persons  or  corporations  are 
forbidden  to  manufacture  or  prepare  in  any 
way,  for  sale  or  transportation,  or  offer  to  sell, 
or  serve  in  a hotel  or  restaurant  or  eating 
house,  any  article  of  food  which  is  adulterated 
or  misbranded. 

Senate  Int.  108 — Young;  Assembly  Int. 
195 — Vincent,  amends  our  Criminal  Code  re- 
garding the  sale  and  possession  of  narcotic 
drugs  to  agree  with  the  Federal  Law  in  word- 
ing. 

Senate  Int.  134 — Warner;  Assembly  Int 
152 — Milmoe,  forbids  the  sale,  distribution 
and  possession  of  any  and  all  kinds  of  fireworks 
for  display  purposes  unless  permission  has 
been  got  from  the  proper  authority.  A viola- 
tion is  to  be  considered  a misdemeanor.  Ap- 
plications for  permits  must  be  filed  five  days 
in  advance  of  the  date  of  display.  An  ade- 
quate bond  shall  be  required  from  the  appli- 
cant except  where  the  applicant  is  a State  park 
or  a municipality.  The  following  exceptions 
are  made:  Articles  of  this  character  used  as 
signaling  devices  by  railroads  and  motor  ve- 
hicles, and  high  explosives  used  in  industry. 
The  sale  of  ammunition  is  not  prohibited. 
The  law  does  not  take  effect  until  August  1, 
1940. 

We  approved  this  bill  but  expressed  our- 
selves as  feeling  that  action  should  be  imme- 
diate so  that  many  might  be  saved  from 
injury  or  death  this  year. 

Senate  Int.  927 — Page;  Assembly  Int. 

1399 — Milmoe,  provides  for  endorsement  by 
Board  of  Regents  of  medical  licenses  granted 
in  other  states  or  countries.  The  effect  of 
this  amendment  will  be  to  discontinue  the 
practice  followed  for  a number  of  years  by  the 
Board  of  Regents  of  automatically  endorsing 
the  licenses  to  practice  presented  by  applicants 
from  certain  states  which  had  contracts  with 
New  York  State  to  grant  similar  endorsement 
to  applicants  with  licenses  from  New  York 
State.  Hereafter  the  Department  of  Educa- 
tion will  carefully  investigate  the  credentials 
submitted  by  applicants  from  all  other  states 
and  may  endorse  an  applicant’s  license  after 
being  satisfied  that  he  had  met  the  educa- 
tional requirements  of  New  York  State  and 
had  taken  and  passed  an  examination  com- 


parable to  the  one  required  in  New  York  State 
at  that  time  with  a rating  equivalent  to  that 
required  for  passing  the  New  York  State  exami- 
nation. It  was  found  that  in  some  instances 
the  contracts  for  reciprocity  were  held  with 
states  whose  requirements  were  no  longer 
the  equivalent  of  those  of  New  York 
State. 

Senate  Int.  1400 — Condon;  Assembly  Int. 
1661 — Armstrong,  amends  the  Workmen's  Com- 
pensation Law  by  shortening  from  twenty  to 
fifteen  days  the  period  in  which  the  physician 
is  required  to  make  the  first  C4  report  of  a pa- 
tient under  treatment,  and,  requiring  that  he 
submit  progress  reports,  if  requested  in  writing 
by  the  industrial  commissioner,  industrial 
board,  employer  or  insurance  carrier,  at  intervals 
of  not  less  than  three  weeks  or  at  less  frequent 
intervals  if  requested.  It  further  provides  that 
where  an  employer  has  failed  to  secure  com- 
pensation for  his  employees,  the  board  may 
make  an  award  to  the  physicians  or  hospitals  for 
the  services  rendered,  in  accordance  with  the 
compensation  schedule  of  fees. 

Senate  Int.  1451 — Mahoney;  Assembly 

Int.  1806 — Wagner,  amends  that  portion  of 
the  Welfare  Law  which  requires  that  the 
public  welfare  district  shall  be  responsible  for 
providing  necessary  medical  care  for  all  per- 
sons under  its  care  and  for  such  persons  other- 
wise able  to  maintain  themselves  who  are 
unable  to  secure  necessary  medical  care,  by 
adding  that  the  determination  as  to  the 
medical  care  necessary  for  any  person  shall 
be  made  with  the  advice  of  a physician.  The 
law  is  further  amended  by  deleting  the  follow- 
ing sentence,  “Acceptance  of  any  patient  as 
a public  charge  shall  be  in  the  discretion  of 
the  public  welfare  officer,”  and  also  by  re- 
quiring that  before  the  welfare  officer  transfers 
a patient  from  one  hospital  to  another  he  shall 
only  do  so  when,  in  the  opinion  of  a physician, 
the  condition  of  the  patient  permits. 

Senate  Int.  1697 — Desmond.  This  amend- 
ment to  the  Public  Health  Law  prohibits  drug 
stores  from  selling  drugs  or  refilling  prescrip- 
tions for  the  treatment  of  venereal  diseases, 
and  further  clarifies  prohibition  of  advertise- 
ments “relating  to  certain  diseases.” 

Senate  Int.  1702 — Schwartzwald ; Assembly 
Int.  2171 — Wagner;  Assembly  Int.  2881 — 
Wilson,  provides  that  exposure  to  hazards  of 
harmful  dust  for  a sixty-day  period  after 
September  1,  1935,  shall  be  presumed  to  be 
an  injurious  exposure  for  purposes  of  work- 
men's compensation;  sets  up  a committee  of 
expert  consultants  for  all  claims  on  account 
of  silicosis  or  other  dust  diseases,  findings  of 
the  committee  to  be  prima  facie  evidence  of 
fact ; increases  from  $3,000  to  $5,000  aggregate 
compensation  which  may  be  paid;  increases 
to  360  days  additional  period  of  medical 
treatment  or  hospitalization,  and  appropriates 
$25,000. 

Senate  Int.  1799 — Hampton;  Assembly 
Int.  2175 — Piper,  authorizes  organization  of 
medical  indemnity  corporations  for  furnishing 
medical  and  dental  expense  indemnity  to 
students  injured  during  athletics.  Insurance 
against  injuries  received  by  athletes  in  athletic 
contests  has  been  provided  by  voluntary 
nonprofit  organizations  in  the  State,  but  with- 
out legal  authority.  This  amendment  legal- 
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izes  them  and  places  them  under  the  super- 
vision of  the  Department  of  Insurance. 

Assembly  Int.  2022 — Armstrong,  permits 
the  sale  of  hypodermic  syringes  and  needles 
without  written  order  of  a physician.  The 
law  which  prohibited  the  sale  of  syringes  has 
not  been  enforced  and  authorities  have  ex- 
plained that  its  enforcement  was  almost  im- 
possible. The  Board  of  Pharmacy  proposes 
to  enact  a regulation  with  regard  to  the  sale 
of  syringes  which  will  be  equivalent  to  this 
law  which  has  been  repealed,  and  will  be  much 
more  easily  enforced. 

The  following  bills  the  Governor  has  vetoed : 

Senate  Int.  310 — Hastings;  Assembly  Int. 
322 — C.  D.  Williams,  requiring  the  reporting 
of  cases  of  deaf  and  hard-of-hearing  children 
in  New  York  City.  New  York  City  requested 
the  Governor’s  disapproval  of  this  bill  on  the 
ground  that  under  its  charter  of  “Home  Rule” 
it  has  sufficient  authority  to  undertake  this 
work  if  it  desires  to  do  so. 

Senate  Int.  1158 — Mahoney;  Assembly 
Int.  1420 — Mailler,  requires  one  year’s  intern- 
ship as  prerequisite  to  being  granted  a medical 
license.  In  vetoing  this  bill  the  Governor 
issued  the  following  statement: 

“This  bill  requires  an  internship  of  not  less 
than  twelve  months’  in  a hospital  in  this 
country  or  Canada,  approved  and  registered 
as  maintaining  at  that  time  a standard  satis- 
factory to  the  Commissioner  of  Education  and 
the  State  Board  of  Medical  Examiners,  before 
candidates  may  be  admitted  to  the  medical 
licensing  examination. 

“The  Board  of  Regents  does  not  approve 
the  bill  and  the  Department  of  Education 
has  written  to  me  in  opposition  to  it. 

“There  is  no  question  but  that  an  intern- 
ship is  a desirable  educational  experience  in 
preparing  for  the  practice  of  medicine.  At 
the  present  time  nearly  all  graduates  in 
medicine  take  one  or  two  years’  internship 
and  those  who  do  not  do  so  enter  laboratory 
work  or  scientific  pursuits  in  which  an  intern- 
ship would  have  relatively  little  practical 
significance. 

“The  bill  would  mandate  something  which 
is  already  being  done  voluntarily  and  would 
impose  a disproportionate  and  unnecessary 
expense  upon  the  State.  In  commenting 
upon  this  aspect  of  the  bill,  the  Department 
of  Education  points  out: 

“ ‘The  bill  places  upon  the  Commissioner 
of  Education  the  responsibility  for  the  ap- 
proval and  registration  of  hospitals  in  which 
medical  graduates  shall  serve  their  internships. 
If  this  responsibility  were  to  be  discharged 
in  any  but  a perfunctory  manner,  the  Depart- 
ment would  be  compelled  to  establish  stand- 
ards regarding  hospital  equipment,  personnel 
and  procedures,  and  to  inspect  not  only  every 
hospital  in  the  State  of  New  York  but  hospitals 
outside  the  State  throughout  the  United 
States  and  Canada  as  well.  It  may  be  urged 
that  the  list  of  approved  hospitals  of  the 
American  Medical  Association  might  be 
accepted  so  far  as  that  list  affects  out-of-State 
hospitals.  It  should  be  noted,  however,  that 
the  authorities  of  those  states  now  requiring 
an  internship  by  law  have  refused  to  accept 
as  their  own  the  list  of  the  American  Medical 
Association.  This  would  seem  to  indicate 


that  it  would  be  improper  for  New  York  to 
accept  the  Association  list  as  it  applies  to 
out-of-State  hospitals.  It  would,  therefore, 
be  necessary  to  include  in  the  program  of 
inspection  not  scores  but  hundreds  of  insti- 
tutions. 

“ ‘This  is  a task  for  the  accomplishment  of 
which  the  Education  Department  has  no 
present  staff.  In  fairness  to  the  institutions, 
inspections  could  not  properly  be  conducted 
by  uninformed  laymen.  The  services  of  pro- 
fessional people  would  be  indispensable.  . . . 
The  salaries  of  this  staff  together  with  the 
minimum  necessary  traveling  expenses  and 
other  inescapable  expenses  could  not  be 
less  than  $30,000  per  year.  This  is  a most 
conservative  estimate.  Since  the  bill  pro- 
vides no  appropriation  to  defray  the  cost  of 
its  administration,  an  appropriation  of  not 
less  than  the  amount  suggested  above  would 
be  necessary  before  the  Department  could 
begin  to  fulfill  its  duties  under  the  terms  of 
the  bill.’ 

“The  bill,  therefore,  not  only  makes  manda- 
tory a practice  which  by  voluntary  action  is 
already  well  nigh  universal,  but  it  imposes 
upon  a state  department  a responsibility  which 
would  be  expensive  to  fulfill  and  which,  when 
fulfilled,  would  not  materially  alter  the  existing 
situation.” 

“The  bill  is  disapproved.” 

Assembly  Int.  150 — Goldstein,  to  permit 
the  examination  of  hospital  records  by  injured 
person  or  his  legal  representative,  was  dis- 
approved. 

Federal  Legislation. — The  Wagner  National 
Health  Insurance  Bill — S.  1620,  has  apparently 
been  shelved  for  this  year. 

The  Wagner-George  National  Hospital  Bill — 
S.  3230,  is  however  receiving  much  attention 
and  a complete  report  of  hearings  given  this  bill 
was  printed  in  the  Journal  of  the  American 
Medical  Association  of  April  6,  1940. 

Senator  Taft  of  Ohio  has  introduced  an  amend- 
ment, really  a substitute,  which  incorporates 
many  of  the  important  suggestions  which  medical 
and  hospital  organizations  presented  at  the 
hearings.  Under  this  amendment  $10,000,000 
is  appropriated  for  each  of  five  years  beginning 
July  1,  1940,  to  provide  for  defraying  the  operat- 
ing cost  of  added  facilities,  training  and  instruc- 
tion of  personnel  which  will  be  required  in  con- 
nection with  the  hospitals.  Authorized  sums 
are  to  be  paid  to  the  states  which  have  submitted 
plans  approved  by  the  Surgeon  General.  The 
state  plans  are  to  provide: 

(1)  Financial  participation  by  the  state 
or  governmental  division  in  which  the  hospital 
is  located. 

(2)  Administration  of  the  plan  by  the  state 
health  agency. 

(3)  Methods  of  administration  include 
maintenance  of  personnel  standards  on  merit 
basis,  standards  for  institutional  manage- 
ment, and  remuneration  for  such  management, 
after  consultation  with  professional  advisory 
committee  created  by  the  state. 

(4)  Ownership  of  real  estate,  improvements, 
and  equipment  are  to  be  vested  in  the  state. 

(5)  A system  of  financial  support. 

(6)  Advisory  council  or  councils. 

(7)  For  the  payment  of  laborers  and  me- 
chanics in  the  construction  of  a hospital. 
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The  bill  provides  for  the  creation  of  the  Na- 
tional Advisory  Hospital  Council  to  consist  of 
the  Surgeon  General  as  chairman  and  eight 
members  appointed  by  the  Surgeon  General  with 
approval  of  the  Federal  Security  Administrator. 
The  duties  of  the  Council  are  to  advise  the 
Surgeon  General  with  regard  to: 

(1)  The  formulation  of  standards  which 
are  necessary  to  secure  the  construction  of 
proper  buildings  and  the  securing  of  proper 
equipment. 

(2)  Method  by  which  personnel  may  be 
trained . 

(3)  Standards  and  principles  to  be  con- 
sidered in  approving  any  state  plan.  Any 
state  or  governmental  subdivision  within  any 
state  may  submit  a plan. 

Whenever  the  Surgeon  General  finds  that 
there  is  failure  to  comply  with  any  requirement, 
he  shall  notify  such  state  agency  that  further 
payments  will  not  be  made  until  he  is  satisfied 
that  there  is  no  longer  any  such  failure  to  comply. 
The  term  “hospital”  includes  health,  diagnostic, 
and  treatment  centers,  the  equipment  thereof, 
and  facilities  relating  thereto. 

Congressman  Tolan  of  California  introduced 
a bill  H.R.8963,  which  would  authorize  chiro- 
practors to  treat  government  employees  under 
the  Government  Compensation  plan.  There 
is  apparently  much  opposition  to  this  bill  and 
from  sources  which  will  insure  that  the  opposi- 
tion will  be  well  considered. 

General. — During  the  last  year  we  have  made 
unusual  efforts  to  acquaint  some  members  in 
each  county  society  with  legislation  as  it  has 
been  proposed  at  Albany  and  in  Washington. 
We  have  sent  our  bulletins  not  only  to  the 
chairmen  of  the  county  committees,  but  also  to 
all  members  of  the  committees.  We  have 
invited  discussion  and  comments,  even  going  so 
far  as  to  enclose  with  the  bulletin  a blank  re- 
sponse sheet  on  which  were  listed  the  numbers 
of  the  bills  announced  in  the  bulletin.  By 
means  of  our  bulletins  we  have  reported,  step 
by  step,  the  progress  the  bills  made,  if  any. 
Our  object  in  issuing  the  bulletins  is  not  simply 
to  provide  information  but  principally  to  secure 
cooperation  from  the  county  committees,  and 
we  are  sorry  that  our  records  do  not  show  that 
our  efforts  met  with  deserved  success.  A bill 
in  which  we  were  most  vitally  interested,  namely 
the  Radiology  Bill,  depended  for  its  advance- 
ment upon  a widespread  demand  for  its  enact- 
ment. We  believe  that  the  physicians  in  every 
section  of  the  State  should  have  been  sufficiently 
interested  in  the  bill  to  ask  their  legislators  for 
its  support,  but  we  are  convinced  that  no  such 
widespread  demand  was  manifested.  In  the 
Assembly  the  bill  was  referred  by  the  Committee 
on  Education  to  the  Committee  on  Rules,  which 
held  it  without  action  until  the  close  of  the 
session.  In  the  Senate  the  bill  remained  in  the 
Committee  on  Education.  In  either  instance 
we  are  convinced  that  had  a majority  of  the 
members  of  those  committees  been  fully  per- 
suaded that  the  physicians  in  their  districts 
seriously  wanted  the  bill  enacted,  favorable 
action  would  have  been  taken. 

Our  report  would  not  be  complete  without  a 
hearty  expression  of  thanks  to  the  members  of 
the  state  and  county  woman’s  auxiliaries  for 
the  intelligent  interest  they  showed  in  legislative 
affairs.  The  State  Chairman  called  at  the 


Albany  office  repeatedly  to  get  a clear  idea  of 
the  bills  that  we  were  following,  in  order  that 
she  might  discuss  them  with  the  county  aux- 
iliaries that  she  was  invited  to  address  and  also 
to  discuss  them  before  a Woman’s  Forum  that 
is  held  weekly  in  the  Capitol  at  Albany.  Al- 
though this  year,  no  emergency  for  immediate 
action  arose,  as  occurred  last  year,  yet,  we  know 
that  they  made  a special  effort  to  arouse  interest 
in  the  Radiology  Bill.  Our  bulletin  was  regu- 
larly sent  to  the  chairmen  of  the  state  and  county 
committees.  A Senator  who  sponsored  an  unde- 
sirable bill,  related  that  he  had  been  taken  to 
task  by  two  members  of  the  auxiliary  of  his 
county  for  his  apparent  opposition  to  the  physi- 
cians. His  enthusiasm  for  the  bill  seemed  to 
wane  after  that  interview. 

We  have  not  failed  to  listen  to  advice  from 
the  Specialties  and  have  employed  their  argu- 
ments whenever  action  was  required. 

Success — and  there  has  been  a reasonable 
amount  of  success — resulted  not  only  from  the 
efforts  of  the  present  year,  but  more  from 
the  accumulated  efforts  of  past  years,  from  the 
good-will  which  has  been  built  up,  from  the 
increasing  confidence  in  our  Executive  Officer 
whom  the  legislators  meet  as  a friend  and  of 
whom  they  seek  advice,  knowing  that  he  has  a 
thorough  knowledge  of  the  wishes  of  the  pro- 
fession and  that  they,  the  legislators,  can  depend 
absolutely  upon  his  word.  Our  Committee  is 
certain  that  the  majority  of  physicians  are  be- 
coming better  acquainted  with  the  kindly  and 
earnest  consideration  and  real  efforts  of  the 
Governor  and  the  legislators  on  behalf  of  public 
health  and  medical  practice.  Each  county 
society  legislative  committee  should  not  fail  to 
avail  themselves  of  this  opportunity  of  informing 
their  legislators  of  our  gratitude. 

May  the  Legislative  Committee  make  a re- 
quest of  the  House  of  Delegates? 

Occasionally  a resolution  or  a motion,  manda- 
tory in  nature,  is  passed.  Possibly  the  resolu- 
tion has  been  introduced  too  late  to  be  sent  to  a 
Reference  Committee  for  thorough  study  of  the 
various  angles  of  the  problem  and  of  the  possible 
consequences;  or  has  been  passed  by  the  House 
of  Delegates  very  late  in  the  day,  either  not 
being  understood  or  the  delegates  too  tired  to 
care.  If  all  resolutions  pertaining  to  legislative 
matters  had  to  be  presented  on  the  day  before 
action  could  be  taken,  with  plenty  of  time  for 
full  consideration  by  a Reference  Committee 
and  if  possible,  not  mandatory  in  nature,  but 
requiring  the  Legislative  Committee  to  study  the 
problem,  and  to  make  full  report  to  the  Council 
for  its  approval,  some  difficult  and  embarrassing 
situations  might  be  avoided.  (The  Legislature 
meets  nine  or  ten  months  after  the  House  of 
Delegates.  Changed  conditions  may  make 
action  unnecessary  or  undesirable.) 

We  wish  to  acknowledge  the  loyal  assistance 
of  the  Council  and  of  the  county  legislative  chair- 
men and  the  valuable  help  from  other  members. 

Part  V 

FINANCE  COMMITTEE 
SECTION  35 

The  Council  has  found  it  useful  in  the  last 
two  years  to  enlarge  the  scope  of  what  used  to 
be  called  a “Budget  Committee.”  This  is  now 
named  “Finance  Committee,”  which  this  year 
was  composed  of: 
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Dr.  Edward  T.  Wentworth,  Chairman 

Dr.  Clarence  G.  Bandler 

Dr.  Thomas  P.  Farmer  ( deceased ) 

Dr.  George  W.  Kosmak,  T reasurer  (ex  officio) 
Dr.  Peter  Irving,  General  Manager  (ex  officio) 
Instead  of  merely  preparing  a budget  for  sub- 
mission in  June  to  the  Council  and  thence  to  the 
Trustees,  this  committee  has  been  directed  to 
continue  its  study  of  the  relative  financial  needs 
of  the  Society  throughout  the  year.  In  this  way 
the  Council  has  been  made  aware  at  all  times  of 
developing  needs  for  funds.  In  the  opinion  of 
the  Council,  this  is  a sounder  and  more  certain 
way  of  carrying  out  its  administrative  duties 
than  the  former  method. 

DUES  YEAR  AND  FISCAL  YEAR 
SECTION  35 

The  Council  has  considered  carefully  the 
questions  raised  during  the  year  as  to  the  wisdom 
of  the  amendments  placed  on  the  books  in  1939 
relative  to  the  change  of  the  Dues  Year.  The 
Council  is  of  the  opinion  that  it  would  be  well  to 
have  Fiscal,  Dues,  and  Calendar  years  coincide. 
It  has,  therefore,  drawn  up  the  following  amend- 
ments and  submits  them  herewith: 

Chapter  V. — Board  of  Trustees,  Section  2 — 
Change  last  sentence  by  deleting  words  “July 
1,”  and  “June  30  of  the  following  year,”  and 
inserting  the  words  “January  1”  and  “De- 
cember 31  of  each  calendar  year,”  making  it 
read: 

“The  fiscal  year  shall  begin  January  1 and 
end  December  31  of  each  calendar  year.” 
Chapter  I. — Membership,  Section  2. — Change 
(a),  last  sentence,  by  deleting  the  words  “July 
1 to  June  30  of  the  succeeding  year,”  and 
inserting  the  words  “January  1 to  December 
31  of  each  year,”  making  it  read: 

“The  dues  year  shall  coincide  with  the 
fiscal  year,  January  1 to  December  31  of 
each  year.” 

Chapter  I. — Section  2 — 

Change  (b),  first  sentence,  by  deleting  the 
words  “December  31,”  and  inserting  the  words 
“May  31,”  making  it  read: 

“A  member  whose  dues  and  assessments 
are  unpaid  after  May  31  of  any  current 
year  is  not  in  good  standing.” 

Change  (c)  by  deleting  the  words  “June  30,” 
and  inserting  the  words  “December  31,” 
making  it  read: 

“A  member  whose  dues  and  assessments 
are  unpaid  after  December  31  of  any  cur- 
rent year  shall  automatically  be  dropped 
from  the  rolls  of  membership  of  both  County 
and  State  Societies,  without  notice  to  such 
member  by.  ...” 

Delete  (d),  which  now  reads:  “The  change  of 
the  dues  year  shall  first  become  operative.  ...” 
Change  (e)  by  deleting  the  words  “May  1,” 
and  “ensuing  fiscal,”  and  inserting  the  words 
“November  1,”  and  “succeeding,”  making  it 
read: 

“Dues  and  State  assessment  of  a member 
elected  or  reinstated  after  November  1 shall 
be  credited  to  the  succeeding  year;  all 
rights  and  privileges  of  membership,  how- 
ever, dating  from  the  time  of  election.” 
DELEGATES 
SECTION  35 

Other  State  Societies. — As  delegates  to  the 
coming  Annual  Meetings  of  the  Connecticut  and 


New  Jersey  Medical  Societies  (May  22-23, 
1940,  and  June  6-8,  1940,  respectively)  the 
Council  appointed: 

The  incoming  President  of  the  Medical 
Society  of  the  State  of  New  York;  and 
Dr.  Peter  Irving,  Secretary. 

Eighth  American  Scientific  Congress. — From 
the  Honorable  Cordell  Hull,  Secretary  of  State, 
came  an  invitation  to  the  Council  for  the  mem- 
bers of  the  State  Society  to  become  participants 
in  the  Eighth  American  Scientific  Congress, 
to  be  held  in  Washington,  D.  C.,  May  10  to  18, 
under  the  auspices  of  the  Government  of  the 
United  States.  Also,  Mr.  Hull  invited  the  State 
Medical  Society  to  send  an  official  representative. 
On  nomination  by  the  President,  the  Council 
approved  the  appointment  of  Dr.  O.  W.  H. 
Mitchell,  of  Syracuse.  He  will  attend  certain 
Sections  devoted  to  medical  matters.  The 
following  is  a list  of  the  different  Sections  that 
are  planned: 

I.  Anthropological  Sciences 

II.  Biological  Sciences 

III.  Geological  Sciences 

IV.  Agriculture  & Conservation 

V.  Public  Health  and  Medicine 

VI.  Physical  & Chemical  Sciences 

VII.  Statistics 

VIII.  History  and  Geography 

IX.  International  Law,  Public  Law,  and 
Jurisprudence 

X.  Economics  and  Sociology 

XI.  Education 

MEMORIALS 
SECTIONS  3,  35 

Doctor  Charles  Stover,  Past-President  of  the 
Medical  Society  of  the  State  of  New  York,  died 
at  his  home  in  Amsterdam,  New  York,  April  9, 
1940.  In  his  death,  the  medical  profession  has 
lost  one  of  the  most  outstanding  of  members, 
the  city  of  Amsterdam  a loyal,  civic-minded, 
and  progressive  citizen,  and  his  friends  and 
associates  a kindly,  lovable,  and  humane  man. 
Dr.  Stover  was  born  at  Cobleskill,  New  York, 
February  28,  1851.  He  was  the  son  of  a minister, 
prepared  for  college  at  Seneca  Falls  Academy, 
and,  after  one  year  at  the  Albany  Medical 
College,  entered  the  University  of  Pennsylvania 
and  was  graduated  with  the  class  of  1880.  He 
began  the  practice  of  medicine  the  same  year 
in  Amsterdam  and  continued  until  his  death. 
Never  a robust  man,  he  conserved  his  strength 
for  the  large  and  dependent  practice  he  com- 
manded. His  habits  were  very  regular,  but  he 
was  always  ready  to  answer  the  call  of  the  sick. 

His  life  was  one  of  intense  activity  in  his 
chosen  profession.  Careful,  painstaking,  very 
discreet,  and  deliberate,  his  art  and  skill  were  so 
blended  with  a systematized  science  that  they 
became  working  rules  which  to  his  collective 
clientele,  yielded  most  satisfactory  results.  In 
his  civic  relations  his  long  career  is  marked  by 
many  incidents  showing  his  public  spirit  and  love 
for  his  city  and  country.  The  Chamber  of 
Commerce,  Montgomery  Sanatorium,  County 
Historical  Society,  Amsterdam  Board  of  Trade, 
to  say  nothing  of  his  sincere  interest  in  Tubercu- 
losis and  Health  activities  and  the  Amsterdam 
Hospital,  all  had  the  benefit  of  his  advice,  his 
wise  counsel  and  active  cooperation  during  his 
long  and  fruitful  life.  Doctor  Stover  was 
always  a physician  and  good  citizen,  but  above 
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all,  a gentleman  and  loyal  friend.  He  had  his 
standards  for  charity,  sincerity,  and  human 
kindliness,  and  always  lived  up  to  established 
standards.  He  continued  his  interest  in  the 
State  Medical  Society  throughout  the  years, 
and  his  gentle,  kindly  smile  and  ready  hand- 
clasp will  be  a sincere  loss  to  many  friends  who 
mourn  his  death. 

Augustus  J.  Hambrook,  M.D.;  Herbert  H. 
Bauckus,  M.D.;  Joseph  S.  Lawrence,  M.D. 

Doctor  Thomas  P.  Farmer  served  the  Medical 
Society  of  the  State  of  New  York  in  many  ca- 
pacities from  1927  until  his  death  on  April  12, 
1940. 

He  was  a delegate  from  the  Onondaga  County 
Medical  Society  to  the  State  Society  from  1927 
to  1931.  He  was  Chairman  of  the  Committee 
on  Public  Health  and  Medical  Education  of  the 
Medical  Society  of  the  State  of  New  York  con- 
tinuously from  1927.  He  was  a member  of  the 
Council  of  the  Medical  Society  of  the  Staf:e  of 
New  York  for  the  same  length  of  time.  He 
served  as  a delegate  to  the  American  Medical 
Association  from  1933.  In  1937  he  was  Chair- 
man of  the  Section  on  Public  Health,  Hygiene, 
and  Sanitation  and  in  the  same  year  was  ap- 
pointed a member  of  a Special  Committee  to 
confer  with  the  State  Hospital  Association. 

To  the  medical  societies,  as  to  each  of  the 
varied  activities  to  which  he  devoted  his  time, 
he  gave  intelligent  interest  born  of  natural 
talent,  preparation,  and  experience.  Educated  in 
the  schools  of  Syracuse  he  entered  Syracuse 
University  and  was  graduated  from  the  College 
of  Medicine  in  1906.  After  serving  internship 
and  residency  at  St.  Mary’s  Hospital,  Brooklyn, 
and  as  junior  attending  physician  at  the  Hudson 
River  State  Hospital  at  Poughkeepsie  he  re- 
turned to  Syracuse  where  he  began  private  prac- 
tice specializing  in  gynecology.  Early  in  his 
medical  career  he  became  interested  in  radium 
for  treatment  of  malignancy  and  worked  selflessly 
all  the  rest  of  his  life  for  the  control  of  cancer. 

His  Alma  Mater  gave  him  appointments  as 
Instructor,  Assistant  Professor,  Associate  Pro- 
fessor, and  Professor  of  Clinical  Gynecology. 
He  served  on  the  staffs  of  St.  Joseph’s,  Syracuse 
Memorial,  University,  and  Syracuse  Psycho- 
pathic hospitals  and  the  Syracuse  Free  Dis- 
pensary. 

To  scientific  medical  literature  his  numerous 
publications  have  dealt  largely  with  radium 
therapy  and  public  health. 

In  1922  he  became  Commissioner  of  Health 
of  the  City  of  Syracuse,  a position  which  he 
served  with  distinction  for  three  and  one-half 
years. 

During  the  World  War  he  was  a member  of 
the  District  Examining  Board. 

He  had  been  President  of  the  Onondaga 
County  Medical  Society,  of  the  Syracuse 
Academy  of  Medicine,  the  staffs  of  Syracuse 
Memorial  and  St.  Joseph’s  hospitals  and  of  the 
Alumni  Association  of  the  College  of  Medicine 
of  Syracuse  University.  He  was  instrumental 
in  developing  the  Pneumonia  Control  Program 
in  New  York  State  and  was  a member  of  the 
Advisory  Committee  on  Pneumonia  Control 
of  the  State  Department  of  Health.  He  gave 
much  attention  to  the  Cancer  Control  Program 
of  New  York  State  and  was  a member  of  the 
Advisory  Committee  on  Cancer  Control  of  the 
State  Department  of  Health.  He  was  a Di- 


rector of  the  New  York  State  Committee  of  the 
American  Society  for  the  Control  of  Cancer. 

Always  deeply  interested  in  postgraduate 
medical  education  his  leadership  was  widely 
recognized.  He  was  Vice-Chairman  of  the 
Associated  Post  Graduate  Committee,  a national 
organization.  Indicative  of  his  participation 
in  public  health  activities  was  his  appointment 
by  Governor  Lehman  as  a member  of  the  New 
York  State  Temporary  Legislative  Commission 
to  Formulate  a Long  Range  Health  Program. 

In  recognition  of  his  long  devotion  to  public 
health  he  was  chosen  by  Mayor  La  Guardia  in 
1935  to  represent  the  Medical  Society  of  the 
State  of  New  York  in  a study  of  methods  em- 
ployed in  the  Scandinavian  countries  and  Great 
Britain  for  the  control  of  syphilis  and  gonorrhea. 

In  1939  he  became  Chairman  of  the  Syracuse 
Housing  Authority,  having  served  on  that  com- 
mission since  its  inception.  He  attended  the 
dedication  of  “Pioneer  Homes”  in  January,  1940. 

He  was  Vice-President  of  the  Onondaga 
Health  Association,  a member  of  Catholic 
Charities,  Inc.,  of  the  Advisory  Board  of  Catholic 
Welfare  Syracuse  Diocese,  and  a Director  of  St. 
Thomas  Moore  Foundation  at  Syracuse  Uni- 
versity. 

The  many  qualities  which  made  a fine  char- 
acter, a good  citizen,  and  a fearless  yet  tactful 
leader  were  possessed  and  developed  by  Tom 
Farmer.  A selflessness  which  was  both  in- 
spiration and  fulfillment  won  him  countless 
friends.  From  his  home,  his  city,  his  Uni- 
versity, his  State,  his  Country,  his  influence 
radiated.  Not  least  among  his  virtues  was  his 
haste  to  be  kind.  To  the  affairs  of  everyday 
life  he  demonstrated  in  practical  application  his 
awareness  of  the  Divine  upon  this  earth. 

His  contributions  to  science  were  worthy,  his 
services  to  medical  societies,  official  and  volun- 
tary health  agencies  and  civic  enterprises  were 
amazing.  To  his  friends,  his  patients,  and 
intimates  the  memory  of  Dr.  Thomas  P.  Farmer 
will  ever  be  sacred. 

William  A.  Groat,  M.D.;  Oliver  W.  H.  Mitchell, 
M.D.;  Peter  Irving,  M.D. 

Speaker  Flynn  : This  supplementary  re- 
port of  the  Council  will  be  referred  to  Reference 
Committees  on  the  Report  of  the  Council — 
Parts  I,  IV,  and  V. 

Are  there  any  other  supplementary  reports? 

(There  was  no  response.) 

Speaker  Flynn:  Is  Dr.  Townsend  here? 

Dr.  William  H.  Ross:  Dr.  Townsend  is 
speaking  to  the  Woman’s  Auxiliary. 

Speaker  Flynn:  Thank  you!  The  Chair 
will  call  for  the  report  of  the  President  as  soon  as 
he  comes  in. 

10.  Introduction  of  Delegates  from  Other  State 
Medical  Societies 

Speaker  Flynn:  Are  there  any  delegates 
from  Connecticut,  New  Jersey,  or  Vermont 
present? 

Secretary  Irving:  There  are  delegates  ap- 
pointed from  all  three  of  those  state  societies  as 
follows : 

Connecticut: 

James  D.  Gold, 

Bridgeport 
Hugh  B.  Campbell, 

Norwich 
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New  Jersey: 

Watson  B.  Morris, 

Springfield 
Samuel  Alexander, 

Park  Ridge 

Vermont: 

Clarence  H.  Beecher, 

Burlington 

Dr.  James  D.  Gold:  I bring  you  greetings 
from  the  Connecticut  State  Medical  Society. 
We  consider  it  an  honor  and  a pleasure  to  be 
able  to  attend  this  meeting.  (Applause) 

Speaker  Flynn:  Any  other  delegates  here 
from  other  state  medical  societies? 

(There  was  no  response.) 

Speaker  Flynn:  They  will  probably  come 
in  later. 

The  floor  is  now  open  for  the  introduction  of 
resolutions. 

11.  American  Medical  Association — Medical 
Care  Investigation  and  Report  on  Needs 

SECTION  51 

Dr.  Walter  P.  Anderton,  New  York:  This 

is  a resolution  introduced  by  the  Medical  Society 
of  the  County  of  New  York: 

“Whereas,  it  is  claimed  that  there  are  many 
communities  throughout  the  United  States 
without  a sufficient  number  of  competent 
physicians  or  totally  lacking  the  services  of 
physicians;  and 

“Whereas,  there  is  now  an  overconcentration 
of  both  general  practitioners  and  specialists  in 
many  of  the  metropolitan  areas  throughout  the 
country;  and 

“Whereas,  it  would  be  desirable  for  this  avail- 
able group  of  physicians  to  be  afforded  an  op- 
portunity to  provide  medical  care  in  communi- 
ties lacking  a sufficient  number  of  physicians; 
therefore  be  it 

“ Resolved , that  the  delegates  of  the  Medical 
Society  of  the  State  of  New  York  to  the 
American  Medical  Association  be  instructed  to 
present  to  the  House  of  Delegates  of  the 
American  Medical  Association  at  its  next 
meeting  the  urgency  of  this  problem  and  re- 
quest an  investigation  and  report  by  its 
Council  on  Medical  Education  and  Hospitals 
and  the  Bureau  of  Medical  Economics  as  to 
the  extent  of  such  medical  need  throughout 
the  country  and  the  means  whereby  such 
physicians  can  be  made  available  if  and  where 
they  are  needed.” 

Speaker  Flynn:  This  will  be  referred  to 
Reference  Committee  on  New  Business  A,  of 
which  Dr.  Cunniffe  is  Chairman. 

12.  District  of  Columbia — United  States  Cir- 

cuit Court  of  Appeals’  Decision 

SECTION  40 

Dr.  Walter  P.  Anderton,  New  York:  I beg 
leave,  as  an  individual,  to  introduce  the  following 
resolution : 

“Whereas,  the  recent  decision  of  the  United 
States  Circuit  Court  of  Appeals  for  the  District 
of  Columbia  that  medicine  is  a trade  within  the 
meaning  of  the  Antimonopoly  Laws,  and  that 
the  American  Medical  Association,  its  com- 
ponent societies,  and  officers  may  constitute 
a monopoly  in  restraint  of  trade,  and  in  view 
of  the  danger  that  this  decision  may  be  up- 
held and  established  permanently  by  the 


United  States  Supreme  Court,  and  that  officers 
and  members  of  the  American  Medical  Associa- 
tion may  be  tried  and  sentenced  as  criminals 
under  such  a ruling;  be  it 
“ Resolved  by  this  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York 
“ 1 . That  this  Society  hereby  record  its  strong- 
est possible  protest  against  the  above- 
mentioned  decision  and  pledge  its  utmost 
support  to  the  American  Medical  As- 
sociation and  all  its  branches  and  officers, 
local,  state,  and  national,  because  we  be- 
lieve the  practice  of  medicine  and  surgery 
is  a learned  profession  and  not  a trade; 
“2.  That  we  endorse  the  platform  of  the 
American  Medical  Association  as  pub- 
lished weekly  in  the  Journal  of  the  Ameri- 
can Medical  Association;  and 
“3.  That  we  reaffirm  our  belief  in  the  prin- 
ciple that  the  patient  should  have  free- 
dom to  choose  his  physician  from  among 
those  licensed  to  practice  in  his  state, 
territory,  or  the  District  of  Columbia, 
unhampered  by  restrictive  combina- 
tions.” 

Speaker  Flynn:  This  will  be  referred  to  the 
Reference  Committee  on  New  Business  C,  of 
which  Dr.  Masterson  is  Chairman. 

13.  House  of  Delegates — Sessions, 
and  Amendment 

SECTION  50 

Secretary  Irving:  I have  a resolution,  sir, 
to  present: 

“Whereas,  in  recent  years  the  amount  of 
business  before  the  annual  meetings  of  the 
House  of  Delegates  has  steadily  increased ; and 
“Whereas,  this  cuts  down  the  amount  of  time 
that  reference  committees  can  take  to  prepare 
their  reports,  unless  they  are  absent  from  the 
meeting  of  the  House,  which  is  very  unde- 
sirable; and 

“Whereas,  there  are  disadvantages  in  con- 
tinuing the  Monday  session  throughout  the 
whole  day,  morning,  afternoon,  and  evening; 
therefore  be  it 

“ Resolved : That  the  Council  study  this 
matter  and  make  suggestion  to  the  1941  House 
of  Delegates  as  to  how  best  to  rearrange  its 
sessions;  and  be  it  further 
“ Resolved : That  the  House  entertain  the 
following  suggested  amendment  to  the  Bylaws: 
“Chapter  III,  Section  4,  the  first  sentence 
shall  be  altered  by  the  substitution  of  the 
words  ‘last  day’  for  the  words  ‘second  day’ 
making  the  first  sentence  of  Section  4 read : 
‘The  first  order  of  business  on  the  last  day  of 
the  session  of  the  House  of  Delegates  of 
each  annual  meeting  shall  be  the  nomination 
for  officers  of  the  Society  and  other  members 
of  the  Council,  a member  of  the  Board  of 
Trustees,  delegates  to  the  American  Medical 
Association,  and  the  appointment  of  a suffi- 
cient number  of  tellers  by  the  Speaker.’  ” 
Speaker  Flynn:  This  will  be  referred  to  the 
Reference  Committee  on  New  Business  A,  of 
which  Dr.  Cunniffe  is  the  Chairman. 

14.  House  of  Delegates — 1941  Session  and 
Sessions  Amendment 

SECTION  50 

Secretary  Irving:  I have  another  short 
resolution,  sir,  which  bears  on  that  one: 
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"Whereas,  there  will  come  before  the  House 
for  action  in  1941  an  amendment  relating  to 
change  of  sequence  of  its  Sessions;  and 
"Whereas,  it  would  seem  wise  to  have  the 
amendment,  if  passed,  go  into  operation  in 
1941;  therefore  be  it 

“ Resolved , that  this  suggested  amendment  be 
considered  as  the  first  order  of  business  on  the 
opening  session  after  the  resolution  period  is 
over.” 

Speaker  Flynn  : This  will  be  referred  to  the 
Reference  Committee  on  New  Business  A,  of 
which  Dr.  Cunniffe  is  the  Chairman. 

15.  Amendment — Membership  and  Dues 

SECTION  35 

Dr.  Thomas  B.  Wood,  Kings:  This  is  a 
resolution  from  the  Medical  Society  of  the  County 
of  Kings: 

"Amend  the  amendment  to  Chapter  I,  Section 
2 of  the  Bylaws  as  proposed  by  the  Council: 
“Change  (e)  by  deleting  the  word  ‘November’ 
and  inserting  the  word  ‘October,’  making  it 
read: 

" ‘Dues  and  State  assessment  of  a member 
elected  or  reinstated  after  October  1 shall  be 
credited  to  the  succeeding  year;  all  rights 
and  privileges  of  membership,  however, 
dating  from  the  time  of  election.’  ” 

I move  the  adoption. 

Speaker  Flynn:  That  is  out  of  order  for,  of 
course,  this  being  an  amendment  to  the  Bylaws, 
must  be  held  over  for  another  year  before  it  can 
be  acted  upon. 

Dr.  Wood:  It  can  only  be  acted  upon  next 
year? 

Speaker  Flynn:  Yes,  being  an  amendment 
to  the  Bylaws. 

Are  there  any  further  resolutions? 

16.  Welfare  Law — Proposed  Amendment  for 
Free  Choice  of  Physician  and  Place  of  Treatment 

SECTION  44 

Dr.  Laurance  D.  Red  way,  Westchester:  This 
is  a resolution  introduced  by  the  Medical  Society 
of  the  County  of  Westchester : 

"Whereas,  the  right  of  any  individual  to  choose 
his  own  physician  has  been  accepted  by  custom 
and  acknowledged  by  usage;  and 
“Whereas,  the  Public  Welfare  Law,  in  Article 
X,  Sections  83  and  84,  defines  the  responsi- 
bility of  the  public  welfare  district  for  the  pro- 
vision of  medical  care  without  specific  affirma- 
tion of  the  light  of  individuals  affected  to  a 
free  choice  of  physicians,  so  that  in  practice 
this  right  is  frequently  abridged,  disregarded 
or  nullified*;  and 

"Whereas,  the  Public  Welfare  Law,  Article 
XII,  Section  III,  states:  ‘The  religious  faith 
of  children  ....  shall  be  preserved  and  pro- 
tected’ ....  thereby  disclosing  the  intention  of 
the  Legislature  that,  with  respect  to  the  Public 
Welfare  Law  in  general,  the  civil  rights  of 
individuals  affected  shall  not  be  infringed ; and 
"Whereas,  in  other  legislation  affecting  the 

♦Consolidated  Laws  of  New  York,  Rules  of  Inter- 
pretation 1 — Intent.  “In  People  vs.  Howland  (1898) 
155  N.  Y.  270,  49  N.  E.  775,  41  L.  R.  A838,  affirming 
17  App.  Div.  165,  45  N.  Y.  S.  347,  the  court  said:  ‘When 
the  main  purpose  of  a statute,  or  of  part  of  a statute,  is 
to  evade  the  constitution  by  effecting  indirectly  that 
which  cannot  be  done  directly,  the  act  is  to  that  extent 
void,  because  it  violates  the  spirit  of  the  fundamental 
law 


public  practice  of  medicine,  viz.,  Chapter  258 
of  the  Laws  of  1935,  amending  the  Workmen’s 
Compensation  Law,  the  legislature  specifically 
recognized  the  right  of  an  individual  to  the 
free  choice  of  his  physician  as  in  Section  13-a, 
'Selection  of  authorized  physician  by  employee 
(1)  an  injured  employee  may,  when  care  is 
required,  select  to  treat  him  any  physician 
authorized  by  the  commissioner  to  render 
medical  care  under  this  chapter’ ; and 
‘ ‘Whereas,  this  specific  reservation  of  the  civil 
right  of  ‘an  injured  employee’  to  select  his  own 
physician  discriminates  unjustly,  unfavorably, 
injuriously  and  inequitably  against  other  indi- 
viduals equally  and  as  urgently  in  need  of 
medical  care  of  a like  standard  and  quality, 
merely  because  they  suffer  from  the  fortuitous 
circumstance  of  illness  rather  than  injury;  and 
"Whereas,  respecting  Chapter  X,  Sections  83 
and  84  of  the  Public  Welfare  Law,  ‘A  statute 
which  is  opposed  to  the  spirit,  intent  and  pur- 
pose of  the  constitution  is  as  much  within  the 
condemnation  of  the  organic  law  as  though  the 
intention  to  violate  the  constitution  were 
written  in  bold  characters  on  the  face  of  the 
statute  itself*;  and 

"Whereas,  Chapter  X,  Sections  83  and  84  of 
the  Public  Welfare  Law,  by  omission  of  the 
statement  of  the  right  of  the  individual  to  a 
free  choice  of  physician,  is  in  practice  unjust, 
discriminatory,  and  in  violation  of  the  spirit 
and  intent  of  the  Constitution  of  the  State  of 
New  York,  being  a violation  of  the  civil 
liberties  of  residents  of  the  State,  and  a 
menace  to  the  proper  and  free  science,  art  and 
practice  of  medicine  within  the  state;  there- 
fore be  it 

" Resolved , that  the  Medical  Society  of  the 
State  of  New  York  take  such  steps  and  adopt 
such  measures  as  may  be  necessary  and  proper 
to  the  end  that  appropriate  legislation  may  be 
obtained  amending  Sections  83  and  84  of 
Article  X of  the  Public  Welfare  Law  in  such 
a manner  and  to  such  an  extent  as  to  enable 
any  sick  person  entitled  to  receive  treatment 
under  said  section  to  select,  for  continuance  of 
any  medical  treatment  or  care  required,  any 
physician  duly  licensed  in  the  State  of  New 
York.  Such  care  may  be  given  in  the  person’s 
home  or  other  suitable  place.  When  such 
medical  service  is  rendered  in  hospitals  or 
dispensaries,  the  right  of  free  choice  of  physi- 
cian shall  be  exercised  by  the  sick  person  sub- 
ject to  the  rules  and  regulations  governing  the 
conduct  and  operation  of  such  hospitals  and 
dispensaries.” 

Speaker  Flynn  : This  resolution  will  be 
referred  to  Committee  on  New  Business  B,  the 
reference  committee  of  which  Dr.  Moore  is 
Chairman. 

17.  Address  by  the  President 

SECTION  39 

Speaker  Flynn:  The  Chair  recognizes  the 
President,  Dr.  Terry  Townsend.  I would  like 
to  have  Dr.  Bandler  and  Dr.  Kopetzky  escort 
the  President  to  the  platform. 

(The  delegates  rose  and  applauded  as  Drs. 
Bandler  and  Kopetzky  escorted  President 
Townsend  to  the  platform.) 

President  Townsend:  This  is  a blitzkrieg! 
(Laughter)  I had  no  idea  I was  supposed  to  get 
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up  here,  but  here  I am,  and  it  is  like  being  a 
figure  on  the  stage  where  you  are  the  only  actor, 
when  the  curtain  opens  up  and  there  you  stand, 
with  stage  fright,  so  you  don’t  say  much. 
(Laughter) 

I have  stage  fright.  I don’t  know  what  to  say 
except  to  assure  you  of  the  pleasure  of  seeing  this 
great  organization  progress  more  and  more, 
and  ever  more  solidly  and  more  solidly.  Each 
year  that  passes,  each  personality  that  is  in  this 
House  of  Delegates,  each  one  that  has  gone  be- 
fore, and  each  one  that  will  come,  as  they  pass 
through  this  route  they  leave  behind  them  the 
indelible  impression  of  their  personalities.  They 
leave  behind  them  a definite  portion  of  good. 
That  is  the  only  reason  that  we  have  gone  on  for 
134  years  and  are  still  successfully  progressing. 
Each  one  of  you  men  who  has  given  up  hours  of 
your  time  and  immeasurable  thought  to  the  good 
of  the  public,  as  expressed  through  the  actions 
of  this  body,  has  left  behind  him  a mound  of 
wealth,  which  has  now  increased  to  a very  con- 
siderable and  impenetrable  degree. 

I am  happy  to  have  been  associated  for  these 
years,  and  particularly  the  last  year,  with  a body 
of  this  type,  of  the  highest  mentality  in  the 
profession  in  our  State.  I,  personally,  thank 
you  for  all  the  aid  you  have  given  in  the 
various  projects  that  I have  tried  to  present, 
and  for  your  unswerving  fidelity,  not  for  me,  not 
particularly  for  the  office  which  I hold,  but  for 
the  general  good  of  the  general  mass.  I am  pro- 
foundly grateful  for  all  of  this  hard  work  upon 
your  part,  and  I am  most  delighted  to  have 
had  this  year  of  active  service  in  your  be- 
half. 

Thank  you!  (Applause) 

Speaker  Flynn:  The  Report  of  the  President 
is  referred  to  the  Reference  Committee  on  the 
Report  of  the  President,  of  which  Dr.  Heyl  is 
Chairman. 

Are  there  any  further  resolutions? 

18.  Amendment — Board  of  Censors 

Dr.  Peter  Murray,  New  York:  The  subject 
of  my  resolution  is  the  proposed  amendment  to 
Chapter  VI  of  Section  2 of  the  Bylaws  of  the 
Medical  Society  of  the  State  of  New  York : 

“Amend  Section  2 of  Chapter  VI  of  the  Bylaws 
of  the  Medical  Society  of  the  State  of  New 
York  by  repealing  and  deleting  therefrom  the 
second  sentence  of  said  section  beginning  with 
the  words  ‘any  member’  and  ending  with  the 
words  ‘Component  County  Society’  and  en- 
acting and  inserting  in  lieu  thereof,  as  the 
second  sentence  in  said  Section  2,  the  follow- 
ing: 

“ ‘Any  member  of  any  Component  Medical 
Society  who  shall  have  been  disciplined  or 
directed  to  suffer  discipline  in  any  degree  by 
any  final  decision  of  his  County  Medical 
Society  and  who  shall  have  exhausted  his  right 
of  appeal,  if  any,  with  any  such  County 
Medical  Society,  feeling  aggrieved  by  the 
decision  of  such  Society,  may  appeal  to  the 
Board  of  Censors  of  this  Society  from  the 
decision  of  such  Component  Medical  So- 
ciety by  filing  a notice  of  appeal  with  the 
Secretary  of  this  Society  and  with  the 
Secretary  of  such  Component  Medical  So- 
ciety within  three  months  after  such  final 
decision  by  such  Component  Medical  So- 
ciety: ” 


Speaker  Flynn:  According  to  the  Consti- 
tution and  Bylaws  this  will  remain  with  the 
Secretary  for  a year.  Is  it  a notice  really? 

Dr.  Murray:  Yes. 

Speaker  Flynn:  It  will  be  held  over  for  a 
year  and  acted  upon  by  the  next  House. 

Are  there  any  further  resolutions? 

19.  Hospital  Departments  and  Medical  Boards 
— Pathology,  Radiology,  Anesthesiology,  and 
Physical  Medicine 

SECTION  41 

Dr.  Irwin  E.  Siris,  Kings:  This  resolution 
is  being  introduced  on  behalf  of  the  Medical 
Society  of  the  County  of  Kings  for  Dr.  John  J. 
Masterson : 

“Whereas,  at  a regular  meeting  of  the  Kings 
County  Medical  Society  held  March  19,  1940, 
the  following  resolution  was  introduced  and 
passed  unanimously: 

“ ‘Be  It  Resolved,  that  in  order  to  better 
serve  the  hospitals  with  which  they  are  con- 
nected and  to  improve  that  service  by 
greater  cooperation  and  understanding,  the 
Joint  Council  of  Pathologists,  Radiologists, 
Anesthesiologists,  and  Physical  Therapy 
Physicians  recommends  that  all  Grade  A 
hospitals  shall  have  physicians,  especially 
trained  in  Pathology,  Radiology,  Anesthesi- 
ology, and  Physical  Medicine,  in  charge  of 
these  departments  and  that  the  Directors 
of  these  departments  shall  be  members  of 
their  respective  Medical  Boards,  with  the 
power  to  vote,’  and 

“Whereas,  at  the  same  meeting  of  the  Kings 
County  Medical  Society  their  delegates  to  the 
New  York  State  Medical  Society  were  in- 
structed to  present  and  support  the  above 
resolution;  therefore  be  it 
“ Resolved , that  the  House  of  Delegates  of  the 
New  York  Medical  Society  at  its  regular  ses- 
sion of  May  6,  1940,  does  hereby  approve  this 
resolution;  and  be  it  further 
“Resolved,  that  this  resolution  shall  be  pre- 
sented to  the  House  of  Delegates  of  the 
American  Medical  Association  at  its  next 
meeting  in  New  York  City,  June,  1940.” 

An  amendment  has  been  added  to  this  resolu- 
tion as  follows : 

“Be  It  Further  Resolved,  that  in  those  areas  of 
the  State  of  New  York  in  which  the  above 
specialties  are  not  represented  by  specialists, 
it  shall  be  permissible  for  physicians  trained 
in  these  specialties  to  represent  the  specialty 
on  their  respective  medical  boards.” 

Speaker  Flynn  : That  resolution  will  be 
referred  to  the  Reference  Committee  on  New 
Business  C. 

20.  Radio — State  Society  Broadcasts 

SECTION  42 

Dr.  B.  Wallace  Hamilton,  New  York: 
The  County  of  New  York  would  like  to  introduce 
this  resolution : 

“Whereas,  one  of  the  purposes  of  the  Medical 
Society  of  the  State  of  New  York  as  expressed 
in  its  constitution,  is  ‘to  enlighten  and  direct 
public  opinion  in  regard  to  the  problems  of 
medicine  and  health  for  the  best  interests  of 
the  people  of  the  State’ ; and 
“Whereas,  the  radio  is  one  of  the  most  service- 
able vehicles  for  communication  of  ideas  to  the 
public;  and 
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“Whereas,  the  use  of  this  implement  by  the 
State  Society  has  been  restricted  because  of 
lack  of  funds  to  operate  independently  of  an 
already  existing  agency;  now  therefore 
“The  Council  of  the  Society  is  hereby  memori- 
alized that  it  is  the  sense  of  this  body  that  the 
Public  Relations  Bureau  should  undertake  the 
use  of  radio  by  an  arrangement  on  its  own 
part  with  the  radio  stations,  and  that  the  Coun- 
cil is  hereby  memorialized  to  appropriate 
sums  of  money  sufficient  for  the  maintenance 
of  such  a project,  with  the  approval  of  the 
Trustees.” 

Speaker  Flynn:  This  resolution  is  referred 
to  the  Reference  Committee  on  New  Business  B, 
of  which  Dr.  Moore  is  Chairman. 

21.  House  of  Delegates — Actions  and  Annual 
Reports 

SECTION  43 

Dr.  G.  C.  Adie,  Westchester:  I wish  to  pre- 
sent a resolution  from  the  Medical  Society  of 
the  County  of  Westchester : 

“Whereas,  the  outcome  of  activities  initiated 
by  the  House  of  Delegates  is  of  importance  to 
the  members  of  the  House  and  to  the  entire 
Society  membership ; and 
“Whereas,  the  published  minutes  of  the 
House  of  Delegates  and  the  Annual  Reports 
of  the  Medical  Society  of  the  State  of  New 
York  constitute  a permanent  record  of  the 
Society’s  activities ; and 

“Whereas,  it  is  frequently  difficult  to  find  in 
the  Annual  Reports  the  action  taken  on  mat- 
ters referred  by  the  House  of  Delegates  in  the 
preceding  year,  thereby  impairing  the  value  of 
the  record;  be  it  therefore 
“ Resolved , that  the  Annual  Reports  of  the 
Medical  Society  of  the  State  of  New  York,  in 
matters  referred  to  the  Officers,  Trustees,  or 
Council  for  action  or  study  by  the  preceding 
House  of  Delegates  shall  include  a resume  of 
the  recommendations  and  resolutions  with  a 
definite  report  as  to  the  specific  action  taken 
in  each  instance.” 

Speaker  Flynn:  This  resolution  will  be  re- 
ferred to  Reference  Committee  on  New  Business 
B,  of  which  Dr.  Moore  is  Chairman. 

22.  Title  of  “Doctor” 

SECTION  49 

Dr.  George  Baehr,  New  York:  I wish  to 
introduce  this  resolution  on  behalf  of  Dr. 
Vincent  Fanoni,  of  New  York  City,  and  myself: 
“Whereas,  the  Education  Laws  of  the  State  of 
New  York  provide  for  the  granting  of  a doctor’s 
degree  in  podiatry  beginning  in  1943  to  those 
who  have  the  requisite  preliminary  education 
and  have  completed  a course  of  prescribed  in- 
struction of  three  years’  duration;  and 
“Whereas,  the  multiplication  of  doctor’s 
degrees  in  an  increasing  number  of  minor 
subdivisions  of  the  healing  arts  is  confusing 
the  public  in  regard  to  the  significance  of  the 
title  of  ‘doctor’;  be  it 

“Resolved,  that  the  House  of  Delegates  of 
the  Medical  Society  of  the  State  of  New  York 
instruct  the  officers  and  Council  of  the  Society 
to  use  their  efforts  for  repeal  or  amendment  of 
the  State  Education  Laws  in  regard  to  podiatry 
so  as  to  eliminate  the  title  of  ‘doctor’  for 
those  who  practice  chiropody;  and  be  it  fur- 
ther 


“ Resolved , that  the  officers  and  Council  of  the 
Society  petition  the  Governor,  the  Legislature, 
and  the  University  of  the  State  of  New  York  to 
the  end  that  the  title  of  ‘doctor’  be  reserved 
for  the  learned  professions.” 

Speaker  Flynn:  This  resolution  will  be  re- 
ferred to  the  Reference  Committee  on  New 
Business  A,  of  which  Dr.  Edward  Cunniffe  is 
Chairman. 

Are  there  any  further  resolutions? 

(There  was  no  response.) 

Speaker  Flynn:  Dr.  Podvin  will  read  a few 
communications  that  we  have  received. 

23.  Communication  from  His  Excellency, 

Governor  Herbert  H.  Lehman 

SECTION  87 

Assistant  Secretary  Podvin  : This  is  dated 
May  1,  1940.  and  is  addressed  to  Dr.  Terry 
Townsend,  President  of  the  Medical  Society  of 
the  State  of  New  York,  and  reads  as  follows: 
“My  dear  Dr.  Townsend: 

“I  understand  that  the  Medical  Society  of 
the  State  of  New  York  will  hold  its  annual 
meeting  next  Monday,  May  6.  May  I ask 
you  to  convey  my  hearty  greetings  and  good 
wishes  to  the  officers  and  members  of  the 
Society  and  their  guests. 

“I  need  not  assure  you,  I am  certain,  of  my 
continued  very  great  interest  in  everything 
that  relates  to  the  health  of  the  people  of  the 
State  of  New  York  and  to  the  medical  pro- 
fession of  the  State. 

“May  I also  take  this  opportunity  of 
thanking  your  organization  for  the  fine  co- 
operation which  I have  received  this  year, 
as  on  former  occasions,  in  connection  with 
the  legislation  that  was  passed  or  intro- 
duced at  the  last  session  of  the  Legislature. 
The  memoranda  which  I received  from  the 
Medical  Society  of  the  State  of  New  York 
and  many  of  the  county  societies  were  of 
very  great  assistance  to  me  in  the  considera- 
tion of  the  large  number  of  bills  affecting 
the  health  of  the  people  of  the  State  which 
came  before  me.  I greatly  appreciate  the 
cooperation  and  assistance  which  I have  re- 
ceived from  your  organization  and  the 
county  societies. 

“With  best  wishes,  I remain, 

“Very  sincerely  yours, 
(Signed)  Herbert  H.  Lehman” 

(Applause) 

24.  Communication  from  Women’s  Medical 

Society  of  New  York  State 

Assistant  Secretary  Podvin:  This  is  dated 
May  6,  1940,  and  is  addressed  to  the  House  of 
Delegates  of  the  Medical  Society  of  the  State 
of  New  York: 

“Gentlemen: 

“The  Women’s  Medical  Society  of  New 
York  State  in  Executive  Session  at  its  An- 
nual Meeting  at  the  Hotel  Waldorf-Astoria, 
Monday,  May  6,  1940,  has  passed  a resolu- 
tion to  ask  respectfully  that  you  appoint 
Dr.  Emily  Dunning  Barringer  a delegate 
from  New  York  County  to  be  a delegate  to 
go  forward  to  the  House  of  Delegates  of  the 
American  Medical  Association  at  its  coming 
meeting  in  June,  1940. 

1 ‘Respectfully  submitted, 

(Signed)  Isabel  M.  Scharnagel,  Secretary” 
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25.  The  American  Medical  Association  1943 

Meeting 

Secretary  Irving:  Mr.  Speaker  there  is 
a pair  of  telegrams  relating  to  the  same  sub- 
ject, one  from  the  Missouri  State  Medical  So- 
ciety and  the  other  from  the  St.  Louis  Medical 
Society.  In  both  the  President  asks  our  Society 
to  foster  through  our  delegates  the  choice  of 
St.  Louis  for  the  1943  American  Medical  As- 
sociation Convention. 

Speaker  Flynn  : Are  there  any  further  reso- 
lutions to  be  presented  at  this  time? 

(There  was  no  response.) 

(Speaker  Flynn  then  announced  the  time  when 
various  reference  committees  would  meet  with 
their  chairmen.) 

(Announcement  by  Dr.  Samuel  J.  Kopetzky 
regarding  the  annual  dinner.) 

Speaker  Flynn:  Since  there  are  no  further 
resolutions  to  be  introduced  at  this  time,  we 
will  recess  until  3:00  p.m.  Both  the  meetings 
this  afternoon  and  tonight  will  be  held  in  this 
room. 

(At  11:30  a.m.  a recess  was  taken.) 

Afternoon  Session 

Monday,  May  6,  1940 

The  session  convened  at  three  o’clock,  pur- 
suant to  recess. 

Speaker  Flynn:  The  House  will  be  in 
order. 

The  Chair  calls  for  further  resolutions. 

26.  Holding  Annual  Meetings  Permanently  in 

New  York  City 

SECTION  69 

Dr.  Deforest  W.  Buckmaster:  This  reso- 
lution is  presented  by  Dr.  Bieber  and  myself, 
the  delegates  from  Chautauqua  County: 

“1.  Whereas,  the  annual  meetings  of  the 
Medical  Society  of  the  State  of  New  York  are 
better  attended  in  New  York  City  than  else- 
where; and 

“2.  Whereas,  this  is  the  only  city  where  the 
receipts  pay  the  expenses  of  the  meeting;  and 
“3.  Whereas,  the  facilities  for  conducting 
the  meetings  are  superior  to  those  offered  by 
any  other  city;  and 

“4.  Whereas,  the  permanent  records  of  the 
Society  are  in  New  York  and  immediately 
available ; 

“Be  It  Resolved,  that  New  York  City  be  desig- 
nated as  the  location  for  the  annual  meeting 
of  the  Society  every  year.” 

Speaker  Flynn:  I will  refer  this  resolution 
to  Reference  Committee  on  New  Business  C, 
Dr.  Masterson,  of  Kings,  Chairman. 

27.  Amendment — Expenses  of  District  Branch 

Delegates 

Dr.  Theodore  West,  Westchester:  I wish  to 
introduce  the  following  resolution : 

“Whereas,  the  President  of  each  district 
branch  of  the  Medical  Society  of  the  State  of 
New  York  is  by  virtue  of  his  office  a delegate 
from  his  district  to  the  House  of  Delegates, 
and  is  therefore  required  to  attend  the  annual 
meeting  of  the  House  of  Delegates ; and 
“Whereas,  such  attendance  involves  certain 
financial  expenditures  not  provided  for  in  the 
present  Bylaws  and  must  therefore  be  paid 


from  the  personal  finances  of  the  District 
President;  therefore  be  it 
“ Resolved , that  Chapter  10,  Section  1 of  the 
Bylaws  be  amended  by  insertion  after  the 
fifth  sentence  the  following : 

“ ‘Presidents  of  the  District  Branches  sitting 
in  the  House  of  Delegates  shall  be  allowed 
necessary  expenses.’  ” 

Speaker  Flynn  : This,  of  course,  involves 
an  amendment  to  the  Bylaws,  and  will  be 
given  to  the  Secretary  to  be  held  over  for  a 
year,  before  action  can  be  taken  thereon. 

28.  Laboratory  Medicine — The  Practice  by 
Laymen 

SECTIONS  48,  63 

Dr.  Chas.  Gordon  Heyd,  New  York:  This  is 
a resolution  I have  been  asked  to  present : 

“Whereas,  the  following  resolution  has  been 
approved  by  the  Surgeon  General  of  the 
United  States  Public  Health  Service  and  also 
approved  by  the  American  Society  of  Clinical 
Pathologists;  therefore  be  it 
“Resolved,  that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  ex- 
tend its  good  offices  in  suppressing  the  practice 
of  laboratory  medicine  by  laymen  and  to  use 
its  strong  influence  toward  establishing  a 
proper  relationship  between  the  City  and 
State  Department  of  Health  Laboratories  and 
physicians  who  practice  pathology,  limiting 
the  work  of  the  State  and  City  Departments  of 
Health  to  communicable  diseases  and  the  care 
of  indigents.  Such  an  effort  on  the  part  of 
the  House  of  Delegates  of  the  State  of  New 
York  would  be  consistent  with  its  activities 
with  regard  to  the  practice  of  other  specialties 
in  medicine.  The  House  of  Delegates  sug- 
gest that  this  resolution  be  transmitted  to  the 
House  of  Delegates  of  the  American  Medical 
Association.” 

Speaker  Flynn:  This  resolution  will  be  re- 
ferred to  the  Reference  Committee  on  New 
Business  A,  of  which  Dr.  Cunniffe  is  Chairman. 

29.  American  Field  Service  in  France 
Secretary  Irving:  To  my  office  recently 
came  two  gentlemen  to  plead  with  the  State 
Society  for  assistance  to  the  American  Field 
Service,  as  I remember  the  name,  which  was  the 
voluntary  ambulance  service  started  before  the 
last  World  War.  That  organization  has  been 
continued  ever  since,  and  has  now  decided  that 
it  is  time  to  try  to  get  more  money  to  buy 
ambulances,  to  recruit  drivers,  and  to  offer  their 
services  to  the  French  Government. 

I have  not  any  formal  document  before  me, 
Mr.  Speaker,  but  I think  the  matter  could  well 
be  referred  to  the  Council  for  further  study,  un- 
less this  House  would  like  to  go  on  record  as 
favoring  such  a service.  It  has  the  approval  of 
Cordell  Hull’s  Department,  which  has  the  power 
to  sanction  such  efforts,  and  apparently  there 
is  nothing  against  it. 

Speaker  Flynn:  I will  refer  this  communica- 
tion to  the  Reference  Committee  on  New 
Business  B,  of  which  Dr.  Moore  is  Chairman,  and 
let  Dr.  Irving  go  over  it  with  them. 

30.  Annual  Meeting — 1941 

SECTION  52 

Dr.  Albert  A.  Gartner,  Erie:  At  a meeting 
of  the  Medical  Society  of  the  County  of  Erie 
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held  April  15,  1940,  the  following  resolution 
was  adopted : 

“Whereas,  the  1941  convention  of  the  Medi- 
cal Society  of  the  State  of  New  York  was 
originally  slated  to  be  held  in  Buffalo;  and 
“Whereas,  the  President-elect,  our  esteemed 
Dr.  James  H.  Borrell  has  since  been  called  to 
his  reward  by  the  All  Highest ; therefore  be  it 
“Resolved,  that  in  respectful  memory  and  in 
tribute  to  his  efforts  in  behalf  of  the  Medical 
Society  of  the  State  of  New  York  and  the 
Medical  Society  of  the  County  of  Erie,  the 
1941  convention  of  the  State  Society  be  held 
as  planned  in  the  City  of  Buffalo;  and  be  it 
further 

“Resolved,  that  we,  the  members  of  the 
Medical  Society  of  the  County  of  Erie  cordi- 
ally and  sincerely  invite  the  Medical  Society 
of  the  State  of  New  York  to  hold  the  1941 
convention  in  Buffalo  in  honor  of  our  departed 
colleague.  Dr.  James  H.  Borrell.” 

Speaker  Flynn:  I will  refer  this  resolution 
to  the  Reference  Committee  on  New  Business  A, 
of  which  Dr.  Cunniffe  is  Chairman. 

31.  Basic  Science  Law 

SECTION  68 

Dr.  Charles  Gullo,  Livingston:  At  one  of 
our  meetings  of  the  Livingston  County  Medical 
Society  the  following  resolution  was  passed: 
“Whereas,  the  State  of  New  York  has  no  law 
regulating  the  practice  of  the  healing  art,  ex- 
cept as  to  the  practice  of  medicine  and  den- 
tistry ; and 

“Whereas,  the  healing  art  should  be  practiced 
by  men  and  women  who  are  properly  qualified 
to  do  so;  and 

“Whereas,  the  healing  art  requires  a thorough 
knowledge  of  Physiology,  Chemistry,  Path- 
ology, Bacteriology,  and  Anatomy;  be  it 
“Resolved,  that  the  House  of  Delegates  of  the 
New  York  State  Medical  Society  approve  that 
its  President  have  introduced  to  the  State 
Legislature,  at  its  next  regular  session,  a bill 
to  be  known  as  the  BASIC  SCIENCE  LAW, 
and  which  shall  read  as  follows : 

“ ‘Title  and  Organization  of  Examining 
Board 

Board  of  Examiners  in  the  Basic  Sciences 
consisting  of  five  members  learned  in  the 
basic  sciences  appointed  by  the  Governor 
from  the  faculties  of  the  universities  and 
colleges  of  New  York  State  having  four- 
year  college  courses.  Not  more  than  two 
members  may  be  appointed  from  any  one 
school.  Terms  of  appointment  are  four 
years,  staggered. 

“ ‘ Preliminary  Qualifications  Required  of 
Applicants 

1.  Age  21. 

2.  Good  moral  character. 

3.  High  school  education  or  equivalent. 

4.  Citizenship. 

“ ‘Basic  Sciences  in  Which  Applicants  Are 
Examined 

Anatomy,  Physiology,  Chemistry,  Path- 
ology, Bacteriology. 

“ ‘Examinations:  Time,  Place,  Fee,  Grade 
Time  and  Place 

Discretionary  with  Board. 

Two  examinations  a year. 

Fee:  $25.00 

Grade:  75  per  cent  in  each  subject.  If 


less  in  one,  re-examination  in  that  sub- 
ject. If  less  in  two  or  more,  no  re-exami- 
nation unless  proof  is  submitted,  satis- 
factory to  the  Board,  of  additional  study 
in  the  basic  sciences. 

“ ‘Reciprocity  Arrangements 

Examination  may  be  waived  if  applicant 
has  passed  an  examination  in  the  basic 
sciences  in  another  state  before  a Board 
of  Examiners  in  the  Basic  Sciences,  if  (1) 
the  requirements  of  that  state  are  not  less 
than  those  in  New  York  State  for  the  is- 
suance of  basic  science  certificate  and  (2) 
if  that  state  grants  exemption  to  cer- 
tificants  of  New  York  State  Board  of 
Examiners  in  the  Basic  Sciences. 

“ ‘Fee:  $25.00 
“ ‘Act  Does  Not  Apply  to 

(1)  Christian  scientists,  dentists,  phar- 
macists, nurses,  optometrists,  chiropo- 
dists, dental  hygienists,  hydrotherapists, 
barbers,  and  cosmetologists,  practicing 
within  the  limits  of  their  respective  call- 
ings; 

(2)  Commissioned  surgeons  of  the 
United  States  army,  navy,  marine  or 
public  health  service,  in  the  usual  per- 
formance of  their  duties; 

(3)  Regularly  licensed  physicians  or  sur- 
geons from  outside  of  State  in  actual 
consultation  with  licensed  physicians  of 
New  York  State; 

(4)  Persons  giving  baths,  Swedish  move- 
ments, and  exercises; 

(5)  Retail  dealers  fitting  and  recom- 
mending arch  supports  or  orthopedic 
shoes ; 

“ ‘Persons  Licensed  to  Practice  the  Healing 
Art  in  New  York  State  at  the  Time  the  Act 
Becomes  Effective' 

“and  be  it  further 

“Resolved,  that  the  President  and  the  Council 
of  the  New  York  State  Medical  Society  be 
empowered  to  modify  or  add  any  provisions 
to  this  bill  that  they  may  find  necessary.” 
Speaker  Flynn:  That  resolution  will  be  re- 
ferred to  the  Reference  Committee  on  New 
Business  B,  of  which  Dr.  Norman  Moore  is 
Chairman. 

Are  there  any  further  resolutions  to  be  intro- 
duced at  this  time? 

(There  was  no  response.) 

32.  Report  of  Reference  Committee  on  Report 
of  Council — Part  IV 

Dr.  Floyd  S.  Winslow:  The  work  of  this 
Committee  has  been  threefold:  (a)  legislation; 
(b)  publication;  and  (c)  medical  publicity. 

LEGISLATION 
SECTION  9 

Your  Committee  strongly  commends  the  work 
of  the  Legislative  Committee  of  our  Society 
during  the  past  year.  It  has  served  the  Society 
intelligently,  faithfully,  and  without  remunera- 
tion. 

Your  Committee  approves  that  portion  of  the 
report  that  states  that  “no  committee  of  the 
county  is  charged  with  more  important  duties 
than  the  legislative  committee.”  Legislation 
concerns  the  physician  with  ever  increasing  im- 
portance, and  we  lend  our  approbation  to  the 
work  of  those  members  of  the  county  legislative 


956 


HOUSE  OF  DELEGATES 


[N.  Y.  State  J.  M. 


committees  who  have  upheld  the  work  of  the 
state  legislative  committee  and  the  executive 
officers,  by  their  active  participation  in  the  pro- 
gram of  the  Society.  Conversely,  we  deplore  the 
fact  that  32  chairmen  of  county  committees 
failed  to  respond  in  any  way  to  the  legislative 
bills  and  bulletins  forwarded  to  them,  and  that 
14  of  our  61  component  county  societies  failed  to 
respond  in  any  way  to  the  appeals  of  our  execu- 
tive officer  or  our  state  legislative  committees. 

The  success  of  future  legislative  programs  de- 
mands the  active  participation  of  every  county 
legislative  committee  in  the  future,  and  we  re- 
quest that  the  president  of  each  county  society 
sees  to  it  that  appointees  to  such  committees  be 
active,  earnest  members  of  the  Society. 

We  further  request  that  the  officers  of  each 
county  society  impress  upon  their  members  the 
necessity  of  active  participation  in  the  legislative 
program  of  the  Society. 

I move  the  adoption  of  this  part  of  the  Com- 
mittee’s report. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried  .... 

Dr.  Winslow:  Your  Committee  extends  its 
approval  to  the  distribution  of  legislative  bulle- 
tins by  the  executive  officer  of  our  Society  to 
various  interested  agencies.  Distribution  of  such 
bulletins  contributes  strongly  to  our  program. 
Your  Committee  emphasizes  that  on  matters  of 
legislation  it  is  well  that  medicine  should  take  a 
unanimous  stand.  However,  we  feel  that  each 
individual  and  each  county  society  should  be 
encouraged  to  furnish  his  and  its  viewpoint  to  the 
Legislative  Committee  as  a clearing  house  com- 
mittee. Your  committee  recommends  that  when 
action  is  taken  by  the  House  of  Delegates  on 
legislative  matters,  that  action  should  be  framed 
in  such  a way  as  to  give  the  Council  the  right  and 
privilege  of  modifying  all  such  action  during  the 
ensuing  session  of  the  legislature. 

I move  the  adoption  of  this  part  of  the  Com- 
mittee’s report. 

....  The  motion  was  seconded  .... 

Dr.  Arthur  J.  Bedell,  Albany:  I rise  to 
question  that  authority  unless  it  be  somewhat 
modified.  To  give  the  Council  blanket  power  to 
change  any  of  our  basic  resolutions  I think  is 
dangerous.  I believe  we  should  continue  to  have 
the  referendum  if  it  be  necessary,  but  certainly 
not  place  it  in  the  hands  of  a committee.  I 
speak  especially  now  of  your  basic  resolu- 
tions. 

Dr.  Winslow:  May  I speak  on  that  point? 

Vice-Speaker  Bauer:  Certainly! 

Dr.  Winslow:  The  necessity  for  this  action 
came  about  through  the  fact  that  occasionally  the 
House  of  Delegates  takes  a definite  action  on  a 
subject  as  long  as  nine  months  before  the 
Legislature  meets,  and  in  that  ensuing  period 
there  may  have  developed  such  changes  in  the 
situation  that  the  action  of  the  previous  meeting 
of  the  House  of  Delegates  is  entirely  out  of  line 
with  the  good  of  the  Society.  We,  therefore, 
have  suggested  this  change. 

Vice-Speaker  Bauer:  The  report  of  the 
Reference  Committee  is  before  you  for  adoption. 
Is  there  any  other  discussion? 

Dr.  Bedell:  May  I be  granted  the  privilege 
of  the  floor? 

Vice-Speaker  Bauer:  If  nobody  else  wishes 
to  speak  first,  Dr.  Bedell. 


Dr.  Bedell:  I still  feel  that  the  thought  of 
this  House  of  Delegates  could  easily  be  ascer- 
tained by  referendum  or  by  a special  session, 
fully  appreciating  the  cost  of  such,  but  when  we 
reach  vital  decisions  this  House  should  maintain 
its  own  prerogative  and  not  pass  it  to  a sub- 
committee. 

Vice-Speaker  Bauer:  Is  there  any  further 
discussion? 

(There  was  no  response.) 

Vice-Speaker  Bauer  : Are  you  ready  for  the 

question? 

....  The  question  was  called  for,  and  the 
motion  was  put  to  a vote  by  an  “aye”  and  “nay” 
vote,  and  as  the  Chair  was  in  doubt  he  called 
for  a rising  vote,  and  the  motion  was  lost  .... 

Dr.  Winslow:  Your  Committee  commends 
the  foresight  of  the  legislative  committee  in 
making  it  possible  that  certain  amendments 
were  necessary  to  the  federal  Wagner-George 
Hospital  Bill.  This  Committee  feels  that  the 
bill  was  so  worded  as  to  leave  loopholes  for  too 
great  federal  participation  in  the  active  manage- 
ment of  hospitals  by  local  committees. 

I move  the  adoption  of  that  portion  of  the 
Reference  Committee’s  report. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and 
was  unanimously  carried  .... 

PUBLICATIONS 
SECTION  80 

Dr.  Winslow:  The  experience  gained  during 
the  two  years  since  the  House  of  Delegates 
arranged  the  merger  of  the  Public  Relations 
Bureau  and  the  Publication  Department  has  con- 
vinced your  Committee  that  these  departments 
should  be  kept  separate. 

We  feel  that  the  Journal  is  on  a sound  basis 
and  the  method  of  production  and  the  setup  of 
its  staff  is  sound.  We  hope  for  an  increase  in 
income  from  advertising  which  alone  can  justify 
improvements  so  that  with  improvement  will  go 
a decrease  of  the  Journal  cost  per  member  until, 
if  possible,  the  Journal  carries  itself. 

I move  the  adoption  of  this  portion  of  the 
Reference  Committee’s  report. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried  .... 

Dr.  Winslow:  Your  Committee  has  re- 
ceived rough  figures  as  to  compilation,  printing, 
binding,  and  distribution  of  the  Directory.  While 
final  net  results  await  further  sales,  it  appears 
that  the  1939-1940  edition  will  have  cost  about 
as  much  per  member  as  in  previous  years.  This 
edition  appeared  March  1,  1940,  much  later 
than  had  been  hoped.  We  believe  the  Directory 
should  be  published  annually  rather  than  every 
second  year,  but  we  recommend  that  the  next 
edition  appear  December  1,  1941,  an  interval 
in  this  case  of  twenty  months. 

I move  the  adoption  of  this  portion  of  the 
Reference  Committee’s  report. 

....  The  motion  was  seconded  .... 

Vice-Speaker  Bauer:  That  portion  of  the 
Reference  Committee’s  report  is  before  you  for 
consideration.  Is  there  any  discussion?  The 
adoption  of  this  portion  of  the  Committee’s 
report  involves  a recommendation  from  the 
Reference  Committee  that  the  Directory  be 
printed  every  year,  but  that  the  next  issue  shall 
not  be  published  until  December,  1941. 
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Dr.  John  J.  Masterson,  Kings:  Does  this 
definitely  recommend  that  after  December, 
1941,  the  Directory  shall  be  published  annually? 

Vice-Speaker  Bauer:  Yes,  that  it  be  pub- 
lished annually  according  to  the  recommendation 
of  the  Reference  Committee. 

Dr.  Winslow:  Yes. 

....  There  being  no  further  discussion,  the 
motion  was  put  to  a vote,  and  was  unanimously 
carried  .... 

Dr.  Winslow:  This  committee  has  con- 
sidered further  the  instruction  of  the  House  of 
Delegates  in  1938  for  publication  of  interval 
Directory  supplements.  It  recommends  that  this 
method  be  abandoned.  This  edition  of  the 
Directory  appears  to  have  been  well  received, 
probably  because  of  certain  definite  improve- 
ments in  its  contents. 

I move  the  adoption  of  this  portion  of  the 
Reference  Committee’s  report. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried  .... 

MEDICAL  PUBLICITY 

Dr.  Winslow:  We  heartily  commend  the 
Council  for  its  wisdom  in  continuing  the  medical 
publicity  of  the  Society,  which  we  believe  to  be 
of  great  importance  in  the  program  of  the  prac- 
tice of  medicine,  and  to  the  fulfillment  of  the 
Society’s  main  purpose:  the  maintenance  and 
promotion  of  public  health. 

The  Society  faces  a double  duty,  that  of  help- 
ing the  practicing  physician  to  educate  himself, 
and  in  teaching  the  public  how  to  help  in  the 
activities  of  their  medical  advisers. 

For  the  furtherance  of  the  local  use  in  news- 
papers throughout  the  State  of  material  favorable 
to  the  medical  profession,  it  is  recommended  that 
county  medical  societies  appoint  one  member  to 
maintain  contacts  with  the  press  locally,  in  co- 
operation with  the  Public  Relations  Bureau  of 
the  State  Society.  This  is  believed  to  be  a more 
effectual  setup  than  the  supervision  of  such 
matters  by  a formal  committee  of  county  socie- 
ties. 

I move  the  adoption  of  this  portion  of  the 
Committee’s  report. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried  .... 

Dr.  Winslow:  This  completes  the  report  of 
your  Reference  Committee  on  the  Report  of 
the  Council — Part  IV,  and  I hereby  move  the 
adoption  of  the  report  as  a whole. 

....  The  motion  was  seconded  .... 

Vice-Speaker  Bauer:  The  motion  is  made 
and  seconded  to  adopt  the  report  as  a whole, 
with  the  exception  of  that  portion  which  has  al- 
ready been  rejected  by  the  House.  Is  there  any 
discussion? 

....  There  being  no  discussion,  the  motion 
was  put  to  a vote,  and  was  unanimously  car- 
ried .... 

Dr.  E.  C.  Podvin  : I have  several  resolutions. 
Would  it  now  be  in  order  to  introduce  them? 

Vice-Speaker  Bauer:  Yes. 

33.  Compulsory  Health  Insurance  for  People 
with  Annual  Incomes  Below  $1,500 

SECTION  71 

Dr.  Podvin,  Bronx:  This  is  the  first  resolu- 
tion from  Bronx  County: 


“Whereas,  many  residents  of  our  State  are 
unable  to  obtain  proper  medical  care  because 
of  financial  inability  to  compensate  therefor; 
be  it 

“ Resolved , that  the  New  York  State  Medical 
Society  go  on  record  as  favoring  the  principle 
of  compulsory  health  insurance  for  people 
whose  annual  income  is  below  the  $1,500  in- 
come level.’’ 

Vice-Speaker  Bauer:  That  first  resolution 
of  Bronx  County  will  be  referred  to  the  Com- 
mittee on  New  Business  C,  of  which  Dr.  John  J. 
Masterson  is  Chairman. 

34.  Medical  Relief — Proposed  Legislation 

SECTION  70 

Dr.  Podvin,  Bronx:  The  other  resolution 
reads : 

“Whereas,  there  are  groups  of  people  in  our 
State  who  by  reason  of  extreme  indigency  can- 
not come  within  the  provisions  of  any  form  of 
health  insurance  (compulsory  or  voluntary) 
and  therefore  constitute  a burden  upon  the 
medical  profession ; be  it 
“Resolved,  that  the  State  Society  Legislative 
Committee  be  instructed  to  prepare  and  intro- 
duce appropriate  legislation  for  an  adequate 
health  plan  to  care  for  this  group;  and  be  it 
further 

“Resolved,  that  this  legislation  include  pro- 
vision for  remunerating  the  participating 
doctors.” 

Vice-Speaker  Bauer:  This  will  be  referred 
to  the  Reference  Committee  on  New  Business  C, 
of  which  Dr.  Masterson  is  the  Chairman. 

Are  there  any  further  resolutions? 

(There  was  no  response.) 

Are  any  other  reference  committees  ready  to 
report? 

35.  Reference  Committee  on  Report  of 
Council — Part  V 

MALPRACTICE  GROUP  PLAN  INSURANCE 
SECTION  46 

Dr.  Samuel  B.  Burk:  Your  Reference  Com- 
mittee observes  the  activity  of  the  Committee 
on  Malpractice  Defense  and  Insurance  under  the 
chairmanship  of  Dr.  Clarence  G.  Bandler,  and 
recommends  your  approval  by  giving  this  Com- 
mittee your  wholehearted  support.  In  explana- 
tion this  Reference  Committee  commends  it 
highly  for  its  proved  zealous  efforts  in  keeping 
the  cost  at  its  present  low  rate,  fully  cognizant 
of  the  difficulties  in  attempting  to  forecast  the 
expected  number  of  suits  and  claims.  The  work 
in  classifying  the  medical-loss-experience  is  in- 
valuable as  a basis  for  a reclassification  of  rates 
now  that  the  very  desirable  five-year  loss  rates 
period  is  in  the  offing. 

Your  Reference  Committee  feels  that  it  can- 
not overemphasize  the  importance  of  construc- 
tive cooperation  of  all  members.  Unwarranted 
or  thoughtless  criticism  of  the  work  of  other 
members  must  be  avoided.  The  fullest  coopera- 
tion and  assistance  should  be  given  whole- 
heartedly to  members  in  our  separate  communi- 
ties wrongfully  accused  of  malpractice  and  to  the 
legal  counsel  upon  whom  rests  the  burden  of 
their  defenses.  Solid  united  action  to  meet  the 
attacks  of  unjust  claimants  in  every  locality  is 
the  only  method  by  which  unscrupulous  claims 
can  be  discouraged.  The  larger  the  number  of 
doctors  joining  this  group  the  lower  the  cost  per 
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member  naturally  follows.  The  relatively  low 
cost  of  malpractice  insurance  under  the  group 
plan  and  the  benefits  derived  therefrom  should 
be  brought  to  the  attention  of  the  whole  Society 
membership  by  periodic  publicity  in  the  local 
bulletins  and  publications  of  the  county  societies. 

I move  the  adoption  of  this  portion  of  the 
report. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried  .... 

CENTRALIZATION  OF  OFFICES 
Dr.  Burk:  In  view  of  the  reasons  given  by 
the  Council  (i.e.,  the  greater  convenience  of  a 
central  location,  suitable  quarters,  the  housing 
of  all  units  on  one  floor,  and  most  of  all  the 
financial  gain)  your  Committee  recommends  the 
approval  of  the  change  in  the  location  of  the 
Society’s  offices  in  the  vicinity  of  Grand  Central 
Station.  I so  move. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried  .... 

ANNUAL  MEETING  ARRANGEMENTS 
Dr.  Burk:  Your  Committee  reviewed  the 
reasons  for  the  discontinuance  of  the  practice  of 
mailing  the  booklet  programs  to  the  entire 
membership  and  recommends  your  approval. 

I so  move. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried  .... 

DUES  YEAR  AND  FISCAL  YEAR 
SECTION  9 

Dr.  Burk:  The  Committee  acted  on  the 
recommendation  of  the  Council  before  the 
Treasurer’s  supplementary  report  was  received 
by  it.  However,  as  this  action  was  in  line  with 
that  report,  I am  sure  it  will  be  properly  ad- 
justed when  the  report  of  the  other  Reference 
Committee  comes  in. 

After  a careful  study  of  the  problem  and  the 
resolution  of  the  Council  reading: 

“Whereas,  the  Council  of  the  Medical  So- 
ciety of  the  State  of  New  York  believes  that  it 
is  impossible  to  enforce  the  recent  amendment 
to  the  Constitution ; and 

“Whereas,  this  opinion  is  based  upon  various 
written  protests  from  the  larger  county  so- 
cieties and  oral  protests  registered  by  the  secre- 
taries of  other  county  societies  meeting  at  the 
Secretaries’  Conference;  therefore  be  it 
“ Resolved , that  the  Council  state  that  it  has  no 
authority  or  power  to  act  in  this  situation,  but 
that  nevertheless  the  Council  leaves  to  each 
county  society  for  its  own  consideration  the 
decision  as  to  the  most  practical  manner  of 
collection  of  dues  pending  reconsideration  by 
the  House  of  Delegates  of  the  amended  By- 
law, Chapter  1,  Section  2.” 

The  Committee  recommends  that  ways  and 
means  be  devised  by  the  Council  with  the  assist- 
ance of  the  Counsel  to  adjust  this  matter  until 
appropriate  action  is  taken  by  the  Society. 
In  this  connection,  the  Committee  takes  into 
consideration  the  proposed  amendments  sub- 
mitted by  the  Council  relating  to  changing  the 
fiscal  year  and  dues  year  to  correspond  to  the 
calendar  year. 

Chapter  V. — Board  of  Trustees,  Section  2. — 
Change  last  sentence  by  deleting  words 


“July  1,”  and  “June  30  of  the  following  year,” 
and  inserting  the  words  “January  1”  and 
“December  31  of  each  calendar  year”  making 
it  read: 

“The  fiscal  year  shall  begin  January  1 and 
end  December  31  of  each  calendar  year.” 
Chapter  I. — Membership,  Section  2. — Change 
(a),  last  sentence,  by  deleting  the  words 
“July  1 to  June  30  of  the  succeeding  year,” 
and  inserting  the  words  “January  1 to  De- 
cember 31  of  each  year,”  making  it  read: 

“The  dues  year  shall  coincide  with  the  fiscal 
year,  January  1 to  December  31  of  each 
year.” 

Chapter  I — Section  2. — Change  (b),  first 
sentence,  by  deleting  the  words  “December 
31,”  and  inserting  the  words  “May  31,” 
making  it  read  : 

“A  member  whose  dues  and  assessments  are 
unpaid  after  May  31  of  any  current  year  is 
not  in  good  standing.” 

Change  (c)  by  deleting  the  words  “June 
30,”  and  inserting  the  words  “December  31,” 
making  it  read : 

‘ ‘A  member  whose  dues  and  assessments  are 
unpaid  after  December  31  of  any  current 
year  shall  automatically  be  dropped  from 
the  rolls  of  membership  of  both  county  and 
state  societies,  without  notice  to  such 
member  by  . . . .” 

Delete  (d),  which  now  reads:  “The  change  of 
the  dues  year  shall  first  become,  operative  . . . .” 
Change  (e)  by  deleting  the  words  “May  1,” 
and  “Ensuing  fiscal”  and  inserting  the  words 
“November  1,”  and  “succeeding,”  making  it 
read: 

“Dues  and  State  assessment  of  a member 
elected  or  reinstated  after  November  1 
shall  be  credited  to  the  succeeding  year; 
all  rights  and  privileges  of  membership, 
however,  dating  from  the  time  of  election.” 
We  are  also  taking  into  consideration  the 
amendment  submitted  by  Kings  County  in 
making  that  recommendation. 

I move  that  this  part  of  the  report  be  adopted. 
....  The  motion  was  seconded  .... 
Vice-Speaker  Bauer:  This  portion  of  the 
report  is  before  you  for  adoption  It  will  be 
understood  that  this  does  not  amend  the  By- 
laws in  any  particular,  but  the  recommendation 
merely  carries  with  it  approval  of  the  Council’s 
action,  as  the  Bylaw  amendment  must  be  held 
over  for  a year  before  it  can  be  acted  upon  by  the 
House. 

....  There  being  no  discussion,  the  motion 
was  put  to  a vote,  and  was  unanimously  car- 
ried .... 

FINANCE  COMMITTEE 
SECTION  9 

Dr.  Burk:  Your  Committee  reviewed  the 
change  made  by  the  Council  in  changing  the 
“Budget  Committee”  to  a new  name  “Finance 
Committee”  which  this  year  was  composed  of 
Dr.  Edward  T.  Wentworth,  Chairman 
Dr.  Clarence  G.  Bandler 
Dr.  Thomas  P.  Farmer  ( deceased ) 

Dr.  George  W.  Kosmak,  Treasurer  (ex  officio') 
Dr.  Peter  Irving,  General  Manager  (ex  officio ) 
Instead  of  merely  preparing  a budget  for 
submission  in  June  to  the  Council  and  thence  to 
the  Trustees,  this  committee  has  been  directed 
to  continue  its  study  of  the  relative  financial 
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needs  of  the  Society  throughout  the  year.  In 
this  way  the  Council  has  been  made  aware  at 
all  times  of  developing  needs  for  funds.  In  the 
opinion  of  the  Council,  this  is  a sounder  and 
more  certain  way  of  carrying  out  its  administra- 
tive duties  than  the  former  method. 

The  approval  of  this  change  is  recommended. 
I so  move. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried  .... 

COUNTY  SOCIETY  TRANSFERS 

Your  Reference  Committee  appreciates  the 
economic  strain  associated  with  depriving  the 
receiving  Society  of  some  financial  gain  when  a 
member  is  transferred  from  one  county  medical 
society  to  another,  and  takes  into  consideration 
the  definition  of  counsel  of  a member  “in  good 
standing.”  It  recommends  that  this  ruling  be 
upheld. 

There  are  many  questions  involved  here  in 
the  financial  setup  of  the  different  societies,  and 
it  therefore  should  be  studied  by  the  incoming 
Council. 

I so  move. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  was  put  to  a vote,  and  was 
unanimously  carried  .... 

CONTRACT  PRACTICE  REVISION 
OF  PRINCIPLES  OF  PROFESSIONAL  CONDUCT 

Dr.  Burk:  In  view  of  the  request  of  the 
Special  Committee  on  Revision  of  Principles  of 
Professional  Conduct  for  more  time  to  study 
that  subject,  your  Reference  Committee  recom- 
mends that  the  Society  withhold  its  definition  of 
contract  practice  until  the  Special  Committee 
reports. 

I so  move. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried  .... 

EICHACKER  VS.  NEW  YORK  TELEPHONE 
COMPANY 

Dr.  Burk:  Because  of  the  widespread  im- 
portance of  this  matter  your  Committee  recom- 
mends the  approval  of  authorization  of  legal 
counsel,  Mr.  Lorenz  J.  Brosnan,  taking  over  the 
appeal  of  Dr.  Eichacker’s  case  if  this  course 
should  be  agreeable  to  Dr.  Eichacker  and  his 
attorney.  Furthermore,  it  was  understood  that 
if  Dr.  Eichacker’s  attorney  wants  to  act  as  an 
associate  to  Mr.  Brosnan  no  legal  fee  is  to  be 
paid  the  attorney  by  the  State  Society.  I so 
move. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried  .... 

DISTRICT  BRANCHES 

Dr.  Burk:  The  work  of  the  State  Executive 
Officer,  Dr.  Joseph  S.  Lawrence,  is  a com- 
mendable attempt  to  bring  about  a better  and 
closer  relationship  between  neighboring  county 
societies.  The  scientific  and  economic  potentiali- 
ties of  this  work  are  extremely  valuable. 

In  view  of  the  present  attacks  against  organized 
medicine  and  the  numerous  attempts  to  socialize 
the  profession,  every  possible  effort  must  be 
used  to  combat  such  activities.  The  district 
branch  meetings  could  further  the  work  of 
organized  medicine  not  only  with  the  public, 
but  with  members  of  the  profession  who  may  be 


too  often  poorly  informed  on  these  sub- 
jects. 

Your  Committee  is  informed  that  the  activities 
of  the  district  branches  at  present  consist  almost 
entirely  of  holding  an  annual  meeting  and  the 
report  of  this  event  is  prepared  and  submitted 
to  the  Secretary  of  the  State  Medical  Society 
by  the  presidents  of  the  district  branches.  The 
custom  of  having  each  county  society  elect 
delegates  to  district  branch  meetings  should  be 
revived.  With  the  above  preface  your  Com- 
mittee recommends  that  the  Council  appoint  a 
committee  to  draft  a brief  constitution  and 
set  of  bylaws  for  adoption  by  the  district 
branches  with  the  approval  of  these  district 
branches. 

The  Committee  recommends  your  approval, 
and  I so  move. 

....  The  motion  was  seconded  .... 

Dr.  Theodore  West,  Westchester:  I feel  that 
this  recommendation  on  the  part  of  the  Com- 
mittee has  a great  deal  more  valuable  potentiali- 
ties in  it  than  probably  most  of  the  men  realize. 
The  value  of  the  district  branch  has  become 
practically  nil  due  to  having  no  constitution,  no 
bylaws,  or  no  form  of  activity  that  could  really 
be  followed  or  that  could  direct  their  work. 

We,  in  the  First  District  Branch,  have  for  the 
last  two  or  three  years  tried  to  integrate  the 
work  of  the  various  counties  by  meetings  of 
representatives  of  the  various  counties  at  dif- 
ferent times  of  the  year.  It  has  brought  about  a 
great  deal  better  understanding  of  our  problems. 
Also  it  has  carried  back  to  the  various  counties 
the  different  problems  that  have  come  up  affect- 
ing the  economic  side  of  Medicine. 

I think  that  this  is  one  of  the  best  things  that 
could  be  proposed  in  regard  to  the  district 
branches,  and  will  make  the  district  branch  a 
really  valuable  part  of  the  state  organization. 

....  There  being  no  further  discussion,  the 
motion  was  put  to  a vote,  and  was  unanimously 
carried .... 

DELEGATES,  REPRESENTATIVES  AND 
NOMINATIONS 
SECTION  9 

Dr.  Burk:  The  Committee  recommends  the 
approval  of  the  following: 

Vermont  State  Society  Meeting 

Dr.  Leo  F.  Schiff,  Plattsburgh 
Connecticut  and  New  Jersey  State  Society  Meet- 
ings 

Incoming  President  of  the  Medical  Society 
of  the  State  of  New  York,  (Dr.  James  M. 
Flynn)  and 

Dr.  Peter  Irving,  Secretary 
Eighth  American  Scientific  Congress  to  be  held 
in  Washington,  D.  C.,  May  10  to  18,  1940, 
under  the  auspices  of  the  Government  of  the 
United  States: 

Dr.  O.  W.  H.  Mitchell,  Syracuse 
I so  move. 

....  The  motion  was  seconded,  put  to  a vote, 
and  was  unanimously  carried  .... 

PHYSICIANS’  HOME,  INC. 

Dr.  Burk:  I am  going  to  shorten  my  report 
somewhat  by  referring  the  delegates  to  page  27, 
{Annual  Reports’  Reprint)  which  contains  a de- 
tailed resolution  with  reference  to  the  subject 
matter,  and  I will  summarize  it  by  reading  the 
recommendation  of  your  Reference  Committee. 
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Your  Committee  feels  that  there  is  an  im- 
portant need  for  this  undertaking  and  deserves 
your  support.  Attention  is  directed  to  the 
fact  that  the  line  “For  Physicians’  Home 
(voluntary)  $1.00”  is  only  a modest  attempt  to 
obtain  a very  small  voluntary  contribution. 
We  recommend  your  approval  of  the  recommen- 
dation of  the  Council  to  grant  permission  to  add 
this  line  to  the  annual  statement  of  dues,  I so 
move. 

....  The  motion  was  seconded  .... 

Dr.  J.  Richard  Kevin,  Kings:  I cannot  re- 
sist this  opportunity  to  say  a word  about  this 
Home.  Together  with  Dr.  Morris  and  a few 
others  I was  one  of  the  organizers  of  this  Home. 
Under  the  presidency  of  Gordon  Heyd,  who  is 
present  here,  they  have  made  phenomenal  suc- 
cess and  have  progressed  rapidly.  We,  in  the 
earlier  hours,  wanted  the  American  Medical 
Association  to  take  it  over,  but  they  were  not 
inclined  to  think  that  doctors  could  be  in  such 
a desperate  plight,  so  thought  it  was  absolutely 
unnecessary;  however,  it  is  now  organized  for 
New  York  State,  and  I want  to  put  in  a word 
that  it  should  be  uppermost  in  the  mind  of 
every  doctor  in  this  state  to  support  this  organi- 
zation. (Applause) 

Dr.  Chas.  Gordon  Heyd,  New  York: 
Mr.  Speaker  and  Members  of  the  House,  may 
I take  a few  minutes  to  tell  you  what  the  Physi- 
cians’ Home  is? 

Shortly  after  the  War  one  of  the  most  dis- 
tinguished gynecologists  in  America  was  ab- 
solutely without  any  resources  whatever.  In 
the  extreme  maturity  of  his  life,  he  was  an  in- 
digent, and  there  flowed  from  this  very  pre- 
eminent example  a desire  on  the  part  of  numerous 
men.  Dr.  Kevin,  Dr.  Morris,  Dr.  Coleman,  Dr. 
Hallock,  Dr.  Einhom,  to  mention  a few,  to 
create  some  organization  that  would  secure  the 
maintenance  of  the  conditions  of  home  life  to 
such  men,  where  they  would  be  not  inmates 
but  guests  of  a physicians’  home. 

It  was  not  easy  to  get  money,  and  over  the 
years  we  have  carried  on  this  skeleton  organiza- 
tion so  that  today  the  Physicians’  Home  is 
solvent,  and  it  is  maintaining  at  its  expense 
four  very  distinguished  members  of  the  profes- 
sion under  a Miss  Conlon  in  a home  at  Stamford, 
Connecticut.  It  costs  our  organization  about 
$26  per  person  per  week. 

No  one  within  the  range  of  my  voice  can  say 
that  he  may  not  need  such  assistance.  Here  we 
have  a creation  of  doctors  for  the  purpose  of 
looking  after  doctors.  It  is  an  interesting  and 
rather  an  anomalous  situation  that  men  who 
ask  aid  from  us  have  been,  at  least  eighty  per 
cent  of  them,  of  the  most  superior  type  in  our 
profession,  and  in  their  declining  years  have  no 
one  to  look  out  for  them,  no  children,  no 
friends,  so  they  must  become  a public  charge. 

A few  years  ago  we  started  an  experiment  of 
having  a home  up  in  Oneida.  That  meant  or- 
ganization, meant  clerical  help,  but  in  a larger 
measure  it  took  these  men  away  from  their 
habitual  environment,  so  that  the  idea  of  a 
physicians’  home  has  been  disbanded  in  the 
minds  of  the  present  directorate.  If  and  when 
an  application  is  made  to  us,  we  investigate  it. 
If  there  are  people  who  can  support  the  ap- 
plicant, we  try  and  get  them  to  support  him, 
or  we  take  a certain  pro  rata  payment,  and  we 
try  to  place  our  guests — we  like  to  call  them  our 


guests — in  homelike  surroundings  in  or  about 
or  near  their  habitual  environment.  It  would  be 
very  cruel  to  take  a man  from  Erie  County  and 
put  him  in  Oneida,  or  a man  from  Long  Island 
and  put  him  up  in  Erie,  so  that  we  have  for  the 
future  the  idea  of  domiciling  our  guests  somewhat 
relatively  near  to  the  environment  in  which  they 
have  passed  their  lives  up  to  that  time. 

To  date  our  financial  resources  have  been  ob- 
tained by  voluntary  gifts  of  the  members  of  the 
profession.  Gifts  from  lay  people  are  few  and 
far  between.  The  Woman’s  Auxiliary  of  the 
State  of  New  York  have  taken  this  as  one  of  their 
major  projects,  and  eleven  county  divisions  of 
the  Woman’s  Auxiliary  sent  us  a check  a week 
ago  for  $500. 

If  one-half  of  the  membership  of  the  Medical 
Society  of  the  State  of  New  York  contributed 
$1  a year,  we  could  take  care  of  every  indigent 
doctor  who  may  apply  to  us  in  the  future  and 
who  has  at  one  time  been  a member  of  the  State 
Medical  Society.  We  will  not  take  people  out- 
side of  the  state,  although  I understand  that 
various  state  societies  throughout  the  South 
and  West  are  organizing  this  sort  of  a plan. 

Last  year  you  may  remember  that  you 
passed  a resolution  that  the  Board  of  Directors 
should  be  selected  from  a list  submitted  by  your 
Council,  so  that  the  men  who  run  this  organiza- 
tion are  actually  your  representatives. 

We  are  asking  for  the  privilege  of  simply 
stirring  the  memory  and  the  associations  of  the 
members  of  this  Society  to  make  a voluntary 
contribution  of  $1.00  when  they  receive  their 
annual  statement  of  dues. 

This  is  a splendid  thing,  and,  while  I have  ap- 
peared before  you  on  many,  many  occasions, 
none  is  quite  so  dear  and  near  to  me  as  this  proj- 
ect, and  I urge  you  to  vote  for  its  passage. 
(Applause) 

....  There  being  no  further  discussion,  the 
motion  was  put  to  a vote,  and  was  unanimously 
carried  .... 

ELECTION  OF  TRUSTEES 

Dr.  Burk:  Those  of  us  who  know  Dr. 
Thomas  N.  Brennan,  of  Kings  County,  as  a tire- 
less worker  for  the  State  Society  recommend  the 
approval  of  his  unanimous  election  to  take  the 
place  of  the  late  Dr.  James  E.  Sadlier.  I so 
move. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried  .... 

MEMORIALS 
SECTIONS  3,  9 

Dr.  Burk:  As  to  the  memorials  for: 

Dr.  James  H.  Borrell,  Past- President-elect, 
Dr.  James  E.  Sadlier,  Past- President, 

Dr.  George  M.  Fisher,  Past-President, 

Dr.  Charles  Stover,  Past- President, 

Dr.  Thomas  P.  Farmer,  Past-Chairman  of 
the  Council  Committee  on  Public  Health 
and  Education 

the  Committee  recommends  your  approval  of 
the  action  of  the  Council  in  spreading  suitable 
memorials  on  its  records  and  recommends  that 
a suitable  set  of  resolutions  prepared  by  past- 
presidents  or  other  members  of  the  Society  at 
the  direction  of  the  incoming  president  be  sent 
to  their  families.  I so  move. 

...  The  motion  was  seconded,  and  as  there 
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was  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried  .... 

Dr.  Burk:  Mr.  Vice-Speaker,  this  concludes 
the  report  of  the  Reference  Committee  on  the 
Report  of  the  Council,  Section  V,  and  I move  the 
adoption  of  the  report  of  the  Committee  as  a 
whole. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried  .... 

36.  Report  of  Reference  Committee  on  Report 
of  the  Secretary 

Dr.  Louis  A.  Van  Kleeck:  The  Reference 
Committee  on  Report  of  the  Secretary  wishes  to 
commend  the  Secretary  on  his  concise  yet  replete 
report,  and  at  the  same  time  your  Reference 
Committee  feels  that  the  Secretary  has  reflected 
only  a part  of  the  multitudinous  duties  and  de- 
tails which  are  incumbent  to  his  office. 

MEMBERSHIP 

We  note  that  1,108  new  members  were  elected 
in  1939,  and  with  profound  regret  the  loss  by 
death  of  212  members.  The  net  increase  was 
608. 

We  wish  to  call  special  attention  and  offer  to 
the  twenty  honor  county  societies  our  sincere 
congratulations. 

BIOGRAPHIC  REGISTER  OF  PHYSICIANS 

We  realize  the  ever  increasing  amount  of  work 
necessary  to  compile  the  biographic  record  of 
all  physicians,  members  and  nonmembers  regis- 
tered to  practice  in  New  York  State.  We,  there- 
fore, approve  of  the  increase  of  the  clerical  force 
and  feel  that  this  unit  should  be  increased  as  the 
necessity  requires. 

The  Committee  especially  notes  that  the  rela- 
tive proportion  of  graduates  from  medical  colleges 
in  other  states  and  foreign  schools  has  a definite 
trend  to  increase  faster  than  the  graduates  from 
the  schools  within  the  state.  As  Dr.  Joseph  S. 
Lawrence  has  shown  in  his  sixty-year  analysis, 
the  ratio  of  576  of  population  per  doctor  which 
may  indicate  that  a saturation  point  may  have 
been  reached  or  passed,  the  Committee  feels 
that  some  special  attention  or  future  study  should 
be  devoted  to  this  important  question. 

PRINCIPLES  OF  PROFESSIONAL  CONDUCT  TO 
NEW  LICENSEES  IN  NEW  YORK  STATE 

The  Committee  voices  its  approval  of  that 
action  of  the  Secretary  in  writing  the  letter  and 
sending  a copy  of  the  Principles  of  Professional 
Conduct  to  each  new  licensee  in  the  state. 

We  approve  of  the  Secretary’s  intention  to 
send  each  new  member  a letter  of  welcome  into 
the  Society. 

DIRECTORY  DATA 

The  Committee  recommends  the  approval  of 
indicating  the  internship  record  of  each  physi- 
cian listed  as  well  as  his  membership  in  hospital 
alumni  associations. 

I move  the  adoption  of  this  portion  of  the 
report. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  was  put  to  a vote,  and  was 
unanimously  carried  .... 

CENTRALIZATION  OF  OFFICES 

Dr.  Van  Kleeck:  The  Reference  Committee 
feels  that  the  decision  to  move  the  offices  to 
292  Madison  Avenue  has  proved  to  be  most 


logical  not  only  from  the  geographic  location  but 
also  from  the  convenience  and  concentration  of 
work  of  the  Council  as  well  as  the  editorial  work 
of  the  Journal  and  the  Directory  and  the  work 
of  the  various  committees. 

COUNCIL  BULLETINS 

The  sending  of  bulletins  of  the  Council  pro- 
ceedings to  the  component  county  societies  after 
council  meetings  should  tend  to  coordinate  and 
facilitate  the  work  of  the  State  Society  as  a whole 
as  well  as  bring  each  county  society  into  closer 
relation  with  the  State  Society. 

ADMINISTRATION,  POLICIES  AND 
PROCEDURES 

The  work  and  accomplishments  of  the  Council 
and  the  Council  committees  have  demonstrated 
beyond  doubt  the  efficiency  of  this  organization, 
and  the  Reference  Committee  can  only  join  with 
the  Secretary  its  congratulations. 

The  Reference  Committee  wishes  to  commend 
the  work  done  by  the  committees  of  the  Council 
and  voice  its  appreciation  for  its  contributions  to 
health  and  to  the  relationship  of  the  doctor  to 
his  patient. 

We  approve  and  commend  the  arrangements 
proposed  by  the  State  Society  whereby  the  in- 
digent and  the  near  indigent  may  obtain  medi- 
cal care  by  their  own  chosen  physicians  and  that 
these  physicians  will  be  suitably  recompensed. 
We  know  that  this  economic  phase  of  medicine 
has  received  most  careful  consideration  and 
great  progress  has  been  made  during  the  past 
year  and  that  greater  progress  will  be  made  as 
time  advances.  We  note  and  wish  to  commend 
the  Secretary  on  the  aid  he  has  given  to  com- 
mittees on  the  graduate  activities,  public  health 
matters,  malpractice  insurance,  and  the  pro 
gram  for  the  annual  meeting. 

We  wish  to  make  special  comment  on  the 
work  of  the  Compensation  Bureau  under  Dr. 
Kaliski  as  its  director,  and  feel  that  this  bureau 
has  had  a great  economic  value  to  the  physicians 
qualified  and  working  on  compensation  cases. 

As  the  Journal  has  advanced  so  favorably 
during  the  past  year  and  attained  such  a high 
position  in  medical  literature,  we  wish  to  con- 
gratulate the  Publication  Committee  as  well  as 
the  Secretary  for  the  discharge  of  this  most  im- 
portant duty. 

The  work  of  the  Bureau  of  Public  Relations 
under  the  able  Directorship  of  Mr.  Dwight 
Anderson  has  created  for  itself  an  invaluable 
position  in  the  program  of  organized  medicine 
and  we  feel  that  its  activities  should  be  fostered 
and  encouraged. 

We  wish  to  add  our  thanks  and  appreciation 
to  Miss  Dougherty  and  to  the  clerical  staff  for 
their  sincerity  and  the  efficient  manner  in  which 
they  have  discharged  their  duties  no  matter  how 
arduous  or  exacting  they  may  have  been  during 
the  past  year. 

I move  the  adoption  of  the  report  as  a 
whole. 

....  The  motion  was  seconded  .... 

Vice-Speaker  Bauer:  You  have  before  you 
the  recommendation  of  the  Reference  Commit- 
tee for  the  adoption  of  the  report  as  a whole. 
The  second  section  of  the  report  has  not  yet  been 
acted  on,  and  we  will  take  that  first. 

Dr.  Van  Kleeck:  I will  make  such  a mo- 
tion. 
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....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried  .... 

Dr.  Van  Kleeck:  Now  I renew  my  motion 
to  adopt  the  report  of  the  Reference  Committee 
as  a whole. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried  .... 

37.  Report  of  Reference  Committee  on  the 

Report  of  the  Board  of  Censors 

Dr.  Louis  A.  Van  Kleeck:  In  the  matter  of 
an  appeal  by  a member  of  one  of  the  component 
county  medical  societies  from  a decision  of  that 
County  Society  was  heard  on  December  14, 
1939. 

This  member  had  in  1939  preferred  charges 
against  a fellow-member  for  violation  of  Section 
15  of  the  Principles  of  Professional  Con- 
duct. 

The  County  Society  had  on  trial  acquitted  the 
defendant,  the  plaintiff  appealed  from  this  de- 
cision. 

As  the  Board  of  Censors  has  complied  with  all 
the  legal  rights  of  both  the  defendant  and  plain- 
tiff and  has  rendered  a fair  and  just  decision, 
the  Reference  Committee  therefore  approves 
and  commends  the  action  and  decision  of  the 
Board  of  Censors. 

I move  the  adoption  of  this  report. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried  .... 

38.  Report  of  Reference  Committee  on  Report 

of  District  Branches 

Dr.  Louis  A.  Van  Kleeck:  The  work  and 
meetings  of  each  district  branch  have  been  most 
ably  reported  by  the  respective  district  branch 
presidents.  The  Reference  Committee  regrets 
that  time  and  space  do  not  allow  the  considera- 
tion of  the  report  of  each  district  branch  presi- 
dent separately. 

The  regular  annual  meetings  have  had  an 
excellent  attendance;  however,  continued  pub- 
licity and  encouragement  should  be  given  the 
branches  to  induce  more  physicians  to  attend 
their  meetings. 

The  programs  have  been  of  high  scientific 
standard  and  well  diversified  and  have  furnished 
valuable  assistance  and  education  to  the  practic- 
ing physician  as  well  as  the  specialist. 

The  attendance  at  branch  meetings  affords  the 
members  of  the  State  Society  an  opportunity  to 
become  better  acquainted  with  the  State  officers 
as  well  as  their  own  professional  colleagues,  thus 
greatly  assisting  in  the  coordination  of  the 
interests  and  work  of  the  State  Society. 

We  wish  to  voice  our  appreciation  and  grati- 
tude to  all  who  have  so  willingly  participated  in 
the  program  of  each  meeting  and  also  to  the 
President  of  the  State  Society,  Dr.  Townsend, 
the  Secretary,  Dr.  Irving,  and  also  Dr.  Law- 
rence for  the  many  meetings  they  have  at- 
tended. 

To  each  district  branch  president  we  extend 
our  sincere  appreciation  and  commend  him  most 
highly  for  his  contribution  to  organized  medicine. 

We  recommend  that  every  assistance  and  as 
much  financial  aid  as  possible  be  given  to  the 
district  branches  so  that  their  work  may  pro- 
gressively increase. 


MEDICAL  EXPENSE  INDEMNITY  INSURANCE 
SECTION  47 

In  regard  to  the  two  resolutions  which  were 
submitted  in  the  report  of  the  Sixth  and  Eighth 
District  Branches  concerning  medical  indemnity 
insurance,  your  Committee  feels  that  the  matter 
has  been  thoroughly  investigated  and  reported 
upon  in  the  Report  of  the  Council,  and  thereby 
referred  to  the  proper  reference  committee. 

I move  the  adoption  of  this  report. 

....  The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote,  and  was  unani- 
mously carried.  . . . 

39.  Report  of  Reference  Committee  on  Report 
of  President 

SECTION  17 

Dr.  Arthur  F.  Heyl:  Mr.  Speaker  and 
Members  of  the  House  of  Delegates,  your  Com- 
mittee, after  analyzing  the  President’s  report, 
accepts  it  in  general  as  a praiseworthy  record  of 
accomplishment  through  his  individual  efforts 
and  the  cooperating  support  of  the  Council,  other 
officers  and  personnel  of  the  administrative  staff. 

In  particular  we  wish  to  mention  the  tremen- 
dous improvement  in  the  Journal  and  Directory, 
and  the  accomplishments  and  increased  use  of 
the  Public  Relations  Bureau.  We  concur  with 
the  President  in  asking  an  unanswerable  ques- 
tion relative  to  plans  and  proposals  indemnify- 
ing physicians  for  services  to  indigents,  and  re- 
emphasize his  encouragement  of  physicians  to 
carry  their  influence  for  Preventive  Medicine  be- 
yond the  sphere  of  their  professional  activity 
to  the  club,  the  school,  and  the  public  plat- 
form. 

We  welcome  his  statement  of  this  morning 
relative  to  the  value  of  the  individual  effort  of 
every  physician  and  also  his  repeated  expression 
of  thanks  for  the  cooperation  he  has  received 
during  this  year  of  his  active  service. 

The  report  of  the  President  contains  three 
recommendations : 

WOMAN’S  AUXILIARIES 

The  first  is  concerned  with  the  organization  of 
woman’s  auxiliaries  in  counties  where  they  are 
not  yet  operating.  Y our  Committee  recommends 
that  the  formation  of  woman’s  auxiliary  units 
be  given  serious  consideration  by  each  county 
society. 

I move  the  adoption  of  this  portion  of  the  re- 
port. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  was  put  to  a vote,  and  was 
unanimously  carried  .... 

MEDICAL  EXPENSE  INDEMNITY  INSURANCE 

Dr.  Heyl  : The  second  recommendation  rela- 
tive to  medical  expense  indemnity  insurance: 
“that  such  committees  be  appointed  by  the 
President  as  may  be  necessary  to  assist  and  ad- 
vise our  members  in  forming  insurance  groups 
throughout  the  State”  has  been  altered  by  our 
recommendation  that  committees  be  formed  by 
each  county  society  to  serve  in  an  advisory  and 
informative  capacity  with  relation  to  the  mem- 
bership in  each  county.  These  local  commit- 
tees should  serve  in  a close  relationship  to  the 
Council  Committee  on  Public  Relations  and 
Economics. 

I move  the  adoption  of  this  portion  of  the  re- 
port. 

....  The  motion  was  seconded,  and  as  there 
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was  no  discussion,  was  put  to  a vote,  and  was 
unanimously  carried  .... 

ADMINISTRATION,  POLICIES  AND 
PROCEDURES 

Dr.  Heyl:  We  commend  the  President  for 
his  third  recommendation  relative  to  clarifica- 
tion of  the  concepts  regarding  structure  and  func- 
tion under  a tripartite  government  by  the  House 
of  Delegates,  the  Council,  and  the  Trustees,  and 
re-state  with  him : 

First,  the  House  of  Delegates  should  deter- 
mine policies  and  specify  the  methods  by  which 
these  policies  should  be  effected,  giving  reason- 
able flexibility  to  the  Council  in  the  operation  of 
these  methods. 

Second,  the  Council,  after  mature  study  of  the 
problems  involved,  should  carry  them  to  their 
logical  conclusion. 

Third,  the  Trustees  should  conserve  the  fi- 
nances of  the  Society,  but  not  to  the  extent  of 
hampering  and  thwarting  the  expressed  will  of 
the  House  of  Delegates  or  the  mature  decision 
of  the  Council. 

“There  is  ever  present  the  possibility  that  the 
Board  of  Trustees  vested  essentially  with  a finan- 
cial responsibility,  may  in  their  zeal  to  be  faithful 
to  the  trust  reposed  in  them  defeat  the  will  of  the 
House  of  Delegates  and  the  Council  by  non- 
appropriation of  funds,  a privilege  that  reposes 
in  the  Trustees  as  constituted.  This  is  less 
likely  to  happen  when  the  requests  placed  before 
them  are  maturely  thought  out  and  clearly  pre- 
sented.” 

Fourth,  the  executives,  in  accordance  with  in- 
structions from  the  Council  should  proceed  with 
executive  management  of  the  institution. 

Since  there  is  a difference  between  some  of  the 
above  expressed  recommendations  and  the  word- 
ing of  the  Constitution  and  Bylaws,  which  at 
times  is  not  explicit,  we  direct  the  attention  of 
the  Committee  on  the  Constitution  and  Bylaws 
to  these  confusing  directions  with  the  recommen- 
dation that  they  be  altered  for  clarification. 

I move  the  adoption  of  this  portion  of  the  re- 
port. 

....  The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried  .... 

Dr.  Heyl  : And  now  I move  the  adoption  of 
the  report  of  the  Reference  Committee  on  the 
Report  of  the  President  as  a whole. 

....  The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried  .... 

40.  Report  of  Reference  Committee  on  New 
Business  C on  District  of  Columbia — United 
States  Circuit  Court  of  Appeals  Decision 

SECTION  12 

Dr.  John  J.  Masterson:  The  first  matter  be- 
fore us  is  the  resolution  introduced  by  Dr.  Walter 
P.  Anderton,  of  New  York  County,  reading: 
“Whereas,  the  recent  decision  by  the  United 
States  Circuit  Court  of  Appeals  for  the  Dis- 
trict of  Columbia  that  medicine  is  a trade 
within  the  meaning  of  the  Anti-Monopoly 
Laws,  and  that  the  American  Medical  Asso- 
ciation, its  component  societies  and  officers 
may  constitute  a monopoly  in  restraint  of 
trade,  and  in  view  of  the  danger  that  this  de- 
cision may  be  upheld  and  established  per- 
manently by  the  United  States  Supreme  Court, 


and  that  officers  and  members  of  the  American 
Medical  Association  may  be  tried  and  sen- 
tenced as  criminals  under  such  a ruling;  be  it 
“ Resolved , by  this  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York : 

“1.  That  this  Society  hereby  deplores  the 
above  mentioned  decision  and  pledges  its 
utmost  support  to  the  American  Medical 
Association  and  all  its  branches  and 
officers,  local,  state,  and  national,  be- 
cause we  (believe)  the  practice  of  medi- 
cine and  surgery  is  a learned  profession 
and  not  a trade.” 

That  paragraph  originally  stated  that  this 
Society  hereby  records  the  strongest  possible 
protest  against  the  above  mentioned  decision, 
and  we  changed  it  to  read,  “That  this  Society 
hereby  deplores,”  etc. 

“2.  That  we  endorse  the  platform  of  the 
American  Medical  Association  as  pub- 
lished weekly  in  the  Journal  of  the 
American  Medical  Association;  and 
“3.  That  we  reaffirm  our  belief  in  the  prin- 
ciple that  the  patient  should  have  free- 
dom to  choose  his  physician  from  among 
those  licensed  to  practice  in  his  state, 
territory,  or  the  District  of  Columbia,  un- 
hampered by  restrictive  combinations.” 
With  the  change  in  wording  which  I have 
pointed  out,  the  Reference  Committee  approves 
this  resolution  and  moves  its  adoption. 

....  The  motion  was  seconded  .... 

Dr.  Arthur  J.  Bedell,  Albany:  I ask  that 
the  Committee  think  of  changing  one  word 
there.  Instead  of  using  the  word  “believe”  the 
practice  of  medicine  and  surgery  is  a learned  pro- 
fession and  not  a trade,  I ask  that  we  put  the 
word  “know”  in  instead.  (Applause) 

Speaker  Flynn:  Will  that  be  agreeable  to 
your  Reference  Committee? 

Dr.  Masterson:  Yes,  that  will  be. 

Speaker  Flynn:  It,  therefore,  becomes  part 
of  the  original  motion. 

....  There  being  no  further  discussion,  the 
motion  was  put  to  a vote,  and  was  unanimously 
carried  .... 


41.  Report  of  Reference  Committee  on  New 
Business  C on  Hospital  Departments  and  Medical 
Boards — Pathology,  Radiology,  Anesthesiology, 
and  Physical  Medicine 

SECTION  19 

Dr.  John  J.  Masterson:  The  next  matter 
referred  to  our  Committee  was  the  resolution 
introduced  by  Dr.  Irwin  Siris,  of  the  Medical 
Society  of  the  County  of  Kings : 

‘ ‘Whereas,  at  the  regular  meeting  of  the  Kings 
County  Medical  Society  held  March  19,  1940, 
the  following  resolution  was  introduced  and 
passed  unanimously : 

“Be  It  Resolved,  that  in  order  to  better  serve  the 
hospitals  with  which  they  are  connected  and  to 
improve  that  service  by  greater  cooperation 
and  understanding,  the  Joint  Council  of  Path- 
ologists, Radiologists,  Anesthesiologists,  and 
Physical  Therapy  Physicians  recommends 
that  all  Grade  A hospitals  shall  have  physi- 
cians, especially  trained  in  Pathology,  Radiol- 
ogy, Anesthesiology  and  Physical  Medicine  in 
charge  of  these  departments,  and  that  the 
Directors  of  these  departments  shall  be  mem- 
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bers  of  their  respective  Medical  Boards,  with 
the  power  to  vote ; and 

“Whereas,  at  the  same  meeting  of  the  Kings 
County  Medical  Society  their  delegates  to  the 
New  York  State  Medical  Society  were  in- 
structed to  present  and  support  the  above  reso- 
lution, therefore  be  it  further 
“Resolved,  that  in  those  areas  of  the  State  of 
New  York  in  which  the  above  specialties  are 
not  represented  by  specialists  it  shall  be  per- 
missible for  physicians  trained  in  these  special- 
ties to  represent  the  specialty  on  their  respec- 
tive medical  boards ; be  it 
“Resolved,  that  the  House  of  Delegates  of  the 
New  York  Medical  Society  at  its  regular  ses- 
sion of  May  6,  1940,  does  hereby  approve  this 
resolution;  and  be  it  further 
“Resolved,  that  this  resolution  shall  be  pre- 
sented to  the  House  of  Delegates  of  the  Ameri- 
can Medical  Association  at  its  next  meeting  in 
New  York  City,  June,  1940.” 

The  Committee  approves  of  this  resolution 
and  moves  its  adoption. 

Dr.  Harry  Aranow,  Bronx:  Does  that  make 
it  compulsory  on  any  medical  board  to  put  these 
men  on  the  medical  board  whether  they  are 
needed  or  not? 

Dr.  Masterson:  No,  sir,  only  recommends. 
....  There  being  no  further  discussion,  the 
motion  was  put  to  an  “aye”  and  “nay”  vote,  and 
the  Chair  being  in  doubt  it  was  put  to  a rising 
vote,  and  was  carried  74  to  25  ... . 

42.  Report  of  Reference  Committee  on  New 
Business  B on  Use  of  Radio  for  State  Society 
Broadcasts 

SECTION  20 

Dr.  Norman  S.  Moore:  On  the  resolution 
introduced  by  Dr.  F.  Kimball  and  Dr.  W.  P. 
Anderton,  of  New  York  County,  reading: 

“Whereas,  one  of  the  purposes  of  the  Medi- 
cal Society  of  the  State  of  New  York,  as  ex- 
pressed in  its  Constitution,  is  to  enlighten  and 
direct  public  opinion  in  regard  to  the  problems 
of  medicine  and  health  for  the  best  interests  of 
the  people  of  the  State;  and 
“Whereas,  the  radio  is  one  of  the  most  serv- 
iceable vehicles  for  communication  of  ideas 
to  the  public;  and 

“Whereas,  the  use  of  this  implement  by  the 
State  Society  has  been  restricted  because  of 
lack  of  funds  to  operate  independently  of  an 
already  existing  agency;  now,  therefore, 
“The  Council  of  the  Society  is  hereby  memo- 
rialized that  it  is  the  sense  of  this  body  that 
the  Public  Relations  Bureau  should  undertake 
the  use  of  radio  by  an  arrangement  on  its  own 
part  with  radio  stations,  and  that  the  Council 
is  hereby  memorialized  to  appropriate  sums  of 
money  sufficient  for  the  maintenance  of  such 
a project,  with  the  approval  of  the  Trus- 
tees,” 

the  Committee  is  unanimous  in  its  opinion  that 
new  uses  of  the  radio  be  made  available  to  the 
Public  Relations  Bureau.  The  Committee 
leaves  the  amount  of  funds  expended  for  this 
purpose  to  the  Council  and  the  Board  of  Trus- 
tees. 

We  recommend  the  adoption  of  this  resolution. 
....  There  being  no  discussion,  the  motion 
was  put  to  a vote,  and  was  unanimously  carried 


43.  Report  of  Reference  Committee  on  New 
Business  B on  House  of  Delegates — Actions  and 

Annual  Reports 

SECTION  21 

Dr.  Norman  S.  Moore:  On  the  resolution 
introduced  by  Dr.  G.  C.  Adie,  of  the  Medical 
Society  of  the  County  of  Westchester,  reading: 
“Whereas,  the  outcome  of  activities  initiated 
by  the  House  of  Delegates  is  of  importance  to 
the  members  of  the  House  and  to  the  entire 
Society  membership ; and 
“Whereas,  the  published  minutes  of  the 
House  of  Delegates  and  the  Annual  Reports 
of  the  Medical  Society  of  the  State  of  New 
York  constitute  a permanent  record  of  the 
Society’s  activities ; and 
“Whereas,  it  is  frequently  difficult  to  find  in 
the  Annual  Reports  the  action  taken  on  mat- 
ters referred  by  the  House  of  Delegates  in  the 
preceding  year,  thereby  impairing  the  value 
of  the  record;  be  it  therefore 
“Resolved,  that  the  Annual  Reports  of  the 
Medical  Society  of  the  State  of  New  York  in 
matters  referred  to  the  officers,  Trustees  or 
Council  for  action  or  study  by  the  preceding 
House  of  Delegates  shall  include  a resume  of 
the  recommendations  and  resolutions  with  a 
definite  report  as  to  the  specific  action  taken 
in  each  instance,” 

it  is  the  unanimous  opinion  of  the  Committee 
that  the  publishing  of  the  final  disposition  of  the 
mandates  from  the  House  of  Delegates  will  be  of 
value  to  the  members  of  the  Society  at  large,  and 
the  Committee  recommends  the  adoption  of  this 
resolution. 

44.  Report  of  Reference  Committee  on  New 
Business  B on  Welfare  Law  Proposed  Amend- 
ment for  Free  Choice  of  Physician  and  Place  of 

Treatment 

SECTION  16 

Dr.  Norman  S.  Moore:  On  the  resolution 
introduced  by  Dr.  Laurance  D.  Redway,  of 
Westchester  County,  reading: 

“The  Medical  Society  of  the  County  of  West- 
chester is  of  the  opinion  that  the  present  Public 
Welfare  Law  of  New  York  State  with  respect 
to  Article  X,  under  which  medical  service  is 
provided  for  the  poor  of  the  State  is  anti- 
quated, in  practice  discriminatory,  and  in 
theory  probably  unconstitutional.  We  think 
it  is  in  the  public  interest  that  these  opinions 
be  now  thoughtfully  examined  by  this  House 
and,  if  here  upheld,  that  the  Medical  Society 
of  the  State  of  New  York  without  loss  of  time 
take  the  necessary  steps  to  amend  the  law. 

“The  Medical  Society  of  the  County  of  West- 
chester submits  the  following : 

“Whereas,  the  right  of  any  individual  to 
choose  his  own  physician  has  been  accepted  by 
custom  and  acknowledged  by  usage;  and 
“Whereas,  the  Public  Welfare  Law,  in  Ar- 
ticle X,  Sections  83  and  84,  defines  the  respon- 
sibility of  the  public  welfare  district  for  the 
provision  of  medical  care  without  specific 
affirmation  of  the  right  of  individuals  affected 
to  a free  choice  of  physicians,  so  that  in  prac- 
tice the  right  is  frequently  abridged,  disre- 
garded or  nullified ; and 

“Whereas,  the  Public  Welfare  Law,  Article 
XII,  Section  3 states:  ‘The  religious  faith  of 
children  ....  shall  be  preserved  and  protected’ 


June  15,  1940] 


MINUTES  OF  THE  ANNUAL  MEETING 


965 


....  thereby  disclosing  the  intention  of  the 
Legislature  that,  with  respect  to  the  Public 
Welfare  Law  in  general,  the  civil  rights  of 
individuals  affected  shall  not  be  infringed ; and 
“Whereas,  in  other  legislation  affecting  the 
public  practice  of  medicine,  viz.  Chapter  258 
of  the  Laws  of  1935,  amending  the  Workmen’s 
Compensation  Law,  the  legislature  specifically 
recognized  the  right  of  an  individual  to  the 
free  choice  of  his  physician  as  in  Section  13-a 
‘Selection  of  authorized  physician  by  employee 
(1)  an  injured  employee  may,  when  care  is  re- 
quired, select  to  treat  him  any  physician  au- 
thorized by  the  commissioner  to  render  medical 
care  under  this  chapter’ ; and 
“Whereas,  this  specific  reservation  of  the 
civil  right  of  ‘an  injured  employee'  to  select 
his  own  physician  discriminates  unjustly,  un- 
favorably, injuriously  and  inequitably  against 
other  individuals  equally  and  as  urgently  in 
need  of  medical  care  of  a like  standard  and 
quality,  merely  because  they  suffer  from  the 
fortuitous  circumstances  of  illness  rather  than 
injury;  and 

“Whereas,  respecting  Chapter  X,  Sections  83 
and  84  of  the  Public  Welfare  Law,  ‘A  statute 
which  is  opposed  to  the  spirit,  intent  and  pur- 
pose of  the  constitution  is  as  much  within  the 
condemnation  of  the  organic  law  as  though 
the  intention  to  violate  the  constitution  were 
written  in  bold  characters  on  the  face  of  the 
statute  itself’  * ; and 

“Whereas,  Chapter  X,  Sections  83  and  84  of 
the  Public  Welfare  Law,  by  omission  of  the 
statement  of  the  right  of  the  individual  to  a 
free  choice  of  physician,  is  in  practice  unjust, 
discriminatory,  and  in  violation  of  the  spirit 
and  intent  of  the  Constitution  of  the  State  of 
New  York,  being  a violation  of  the  civil  liber- 
ties of  residents  of  the  State,  and  a menace 
to  the  proper  and  free  science,  art  and  practice 
of  medicine  within  the  state ; therefore  be  it 
“ Resolved , that  the  Medical  Society  of  the 
State  of  New  York  take  such  steps  and  adopt 
such  measures  as  may  be  necessary  and  proper 
to  the  end  that  appropriate  legislation  may  be 
obtained  amending  Sections  83  and  84  of 
Article  X of  the  Public  Welfare  Law  in  such  a 
manner  and  to  such  an  extent  as  to  enable  any 
sick  person  entitled  to  receive  treatment  under 
said  section  to  select,  for  continuance  of  any 
medical  treatment  of  care  required,  any  physi- 
cian duly  licensed  in  the  State  of  New  York. 
Such  care  may  be  given  in  the  person’s  home 
or  other  suitable  place.  When  such  medical 
service  is  rendered  in  hospitals  or  dispensaries, 
the  right  of  free  choice  of  physician  shall  be 
exercised  by  the  sick  person  subject  to  the 
rules  and  regulations  governing  the  conduct 
and  operation  of  such  hospitals  and  dispen- 
saries.” 

The  Committee  agrees  unanimously  with  the  in- 
tent of  the  resolution  and  suggests  that  Para- 
graph “5”  be  rewritten  to  read: 

“Whereas,  this  specific  reservation  of  the 


* Consolidated  Laws  of  New  York,  Rules  of  Inter- 
pretation 1 — Intent.  “In  People  vs.  Howland  (1898) 
155  N.  Y.  270,  49  N.  E.  775,  41  L.  R.  A.  838,  affirming 
17  App.  Div.  165,  45  N.  Y.  S.  347,  the  court  said:  ‘When 
the  main  purpose  of  a statute,  or  of  part  of  a statute,  is 
to  evade  the  constitution  by  affecting  indirectly  that 
which  cannot  be  done  directly,  the  act  is  to  that  extent 
void,  because  it  violates  the  spirit  of  the  fundamental 
law.  . . ” 


civil  right  of  an  injured  employee  in  industry 
to  select  his  own  physician  discriminates  un- 
justly, unfavorably,  injuriously  and  inequi- 
tably against  other  individuals  equally  and  as 
urgently  in  need  of  medical  care  of  a like  stand- 
ard and  quality  merely  because  they  suffer 
from  the  fortuitous  circumstance  of  illness  or 
injury  rather  than  compensible  injury  or  ill- 
ness.” 

And  the  Committee  suggests  that  the  addition 
of  the  words  “or  injured”  in  lines  8 and  16  of  the 
last  paragraph  of  the  Resolution  be  added. 

The  Committee  recommends  the  adoption  of 
this  report  as  amplified,  and  I so  move. 

....  The  motion  was  seconded  .... 

Dr.  Walter  D.  Ludlum,  Kings:  When  we 
have  a preamble  and  a resolution,  we  take  action 
on  the  resolution.  Now  I have  listened  to  several 
minutes  of  peroration,  and  I remember  only  that 
the  resolution  says  that  the  State  Medical  So- 
ciety shall  take  such  action  as  to  produce  certain 
results.  W e have  not  been  told,  as  far  as  I know, 
what  action  the  Medical  Society  of  the  State  of 
New  York  is  going  to  take.  I would  move  as  an 
amendment  to  this  resolution  that  the  matter  be 
put  into  the  hands  of  the  Council  for  continued 
study  and  recommendation. 

Dr.  Kirby  Dwight,  New  York:  I second 
that. 

Speaker  Flynn:  The  vote  is  on  the  amend- 
ment. Is  there  any  discussion  of  the  amend- 
ment? 

Chorus:  What  is  the  amendment? 

The  stenographer  read  the  following : 

“I  would  move  as  an  amendment  to  this  reso- 
lution that  the  matter  be  put  into  the  hands  of 
the  Council  for  continued  study  and  recom- 
mendation.” 

....  The  question  on  the  amended  motion  was 
called  for,  and  a vote  was  taken  by  “aye”  and 
“nay,”  but  as  the  Chair  was  in  doubt  there  was 
a rising  vote,  with  12  opposed,  so  the  amendment 
was  carried  .... 

Speaker  Flynn:  Now  on  the  motion  as 
amended — 

Dr.  Ludlum  : That  is  unnecessary  for  my  mo- 
tion was  really  a motion  to  commit  to  some  par- 
ticular committee,  and  disposes  of  the  matter. 
Speaker  F lynn  : Y ou  are  right . 

45.  Report  of  Reference  Committee  on  Report 
of  the  Council — Part  III 

WORKMEN’S  COMPENSATION 
Dr.  James  R.  Reuling,  Jr.:  This  is  a volu- 

minous report,  only  an  abstract  of  which  has  been 
published,  but  your  Committee  has  read  and 
studied  the  unabridged  report  and  has  in  the 
main  only  approval  and  approbation  to  offer. 
There  is  very  little  material  that  is  controversial. 

Your  Committee  would  call  attention  to  the 
small  percentage  of  cases  going  to  arbitration 
and  the  fairness  of  the  arbitration. 

The  Industrial  Dermatoses,  we  appreciate,  is  a 
complicated  problem  which  has  been  under  dis- 
cussion since  1936.  Your  Committee  approves, 
in  principle,  of  the  recommendation  contained  in 
the  unabridged  report  regarding  this  subject. 

I so  move. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried  .... 

Dr.  Reuling:  Attention  is  called  to  the 
change  in  the  law  requiring  the  filing  of  C-4  form 


966 


HOUSE  OF  DELEGATES 


[N.  Y.  State  J.  M. 


within  fifteen  days  rather  than  twenty  days  as 
heretofore  and  the  submission  of  progress  reports 
when  requested  at  intervals  of  not  oftener  than 
three  weeks. 

Your  Committee  approves  of  the  recommenda- 
tion made  that  simplified  uniform  standards  be 
used  by  component  county  societies  in  rating 
physicians. 

I so  move. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried. . . . 

Dr.  Reuling:  The  Director  of  your  Com- 
pensation Committee  is  to  be  complimented  in 
having  adopted  regulations  excluding  podiatrists, 
chiropodists,  optometrists,  or  any  persons  not  in 
the  category  of  authorized  physicians  from  treat- 
ing injured  workmen  except  under  the  active 
and  personal  direction  of  an  authorized  physician. 

Progress  is  apparently  being  made  in  regard 
to  the  x-ray  problem  and  the  Committee  ap- 
proves of  its  continued  study. 

I so  move. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried. . . . 

Dr.  Reuling:  It  is  pointed  out  in  the  report 
that  ex-medical  policies  may  deprive  an  individual 
of  free  choice  of  physicians  and  adequate  medical 
care.  Your  Committee  recommends  that  the 
Director  continue  his  studies  looking  toward  the 
abolition  of  ex-medical  policies. 

I so  move. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried.  . . . 

Dr.  Reuling:  We  concur  in  the  Committee’s 
disapproval  of  the  use  of  service  organizations , 
business  agents,  or  any  group  arranging  for  medi- 
cal care  and  interposing  themselves  between  the 
doctor,  the  employee,  and  the  employer  or  car- 
rier. 

I so  move. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried  .... 

Dr.  Reuling:  The  Reference  Committee 
approves  the  effort  of  the  Committee  to  bring 
about  a change  in  the  law  to  permit  collection 
without  civil  action  of  doctors'  bills  which  were 
not  objected  to  within  thirty  days  and  which  are 
not  paid  by  the  employer  or  carrier. 

I move  the  adoption  of  this  portion  of  the  Com- 
mittee’s report. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried  .... 

Dr.  Reuling:  We  agree  with  the  Commit- 
tee’s report  regarding  the  closer  supervision  of 
Medical  Bureaus  by  each  component  county  so- 
ciety and  further  recommend  that  the  regulation 
be  changed  to  allow  the  same  supervision  of  First 
Aid  Stations  by  county  societies. 

I move  the  adoption  of  this  part  of  the  Com- 
mittee’s report. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried.  . . . 

Dr.  Reuling:  Large  self-insurers  should  be 
encouraged  to  comply  with  the  full  provisions 
of  the  law  and  the  rules  and  regulations  of  the 
Department  of  Labor.  Particular  attention  is 
called  to  their  occasional  failure  to  pay  bills 


promptly  and  to  comply  with  the  provisions  of 
the  law  in  regard  to  arbitration. 

Your  Reference  Committee  concurs  whole- 
heartedly with  the  recommendation  that  the 
component  county  societies’  workmen’s  com- 
pensation committees  utilize  the  facilities  of  the 
State  Bureau  to  the  fullest  extent  in  the  interest 
of  harmony  and  uniformity  of  administration. 

I move  the  adoption  of  this  portion  of  the  re- 
port. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried  .... 

Dr.  Reuling:  The  Director  of  the  Work- 
men’s Compensation  Bureau  appeared  before 
your  Reference  Committee  and  stated  the  sixty- 
odd  counties  of  the  State  through  their  compen- 
sation boards  or  committees  have  cooperated 
splendidly  and  should  be  commended  for  helping 
to  bring  about  proper  administration  of  the  re- 
sponsibilities which  devolve  upon  the  organized 
profession  under  the  amended  Workmen’s  Com- 
pensation Law  in  the  interest  of  proper  medical 
care  for  the  injured  workers  of  this  State  and  at 
a reasonable  cost. 

Realizing  the  volume  of  work  as  indicated  by 
the  various  phases  of  the  report,  your  Committee 
recommends  consideration  by  the  Council  of  a 
full-time  director  of  the  Workmen’s  Compensa- 
tion Bureau. 

I move  the  adoption  of  this  portion  of  the  Com- 
mittee’s report. 

....  The  motion  was  seconded,  and  as  there 
was  no  discujssion,  it  was  put  to  a vote,  and  was 
unanimously  carried  .... 

Dr.  ReulIng:  Now  I move  the  adoption  of 
the  report  of  the  Committee  as  a whole. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried.  . . . 

46.  Report  of  Reference  Committee  on  the 
Report  of  Legal  Counsel 

Dr.  Moses  Keschner:  Your  Reference  Com- 
mittee has  studied  the  report  of  the  activities  of 
the  Legal  Department  of  the  Society  for  the  pe- 
riod from  February  1,  1939,  to  and  including 
January  31,  1940. 

The  report  of  your  Counsel  consists  of  three 
parts:  (a)  Litigation;  (b)  Counsel  Work;  and 
(c)  Legislative  Advice. 

LITIGATION 

On  January  31,  1939,  there  were  pending  441 
cases  and  on  January  31,  1940,  420  cases.  Dur- 
ing the  past  year  191  cases  were  disposed  of; 
of  these  50  were  settled,  138  terminated  in  favor 
of  the  defendants  and  only  3 in  favor  of  the  plain- 
tiffs. These  statistical  data  attest  to  your 
Counsel’s  efficiency  and  ability  better  than  your 
Committee  can  express  verbally. 

As  in  previous  years  your  Counsel  again  warns 
the  members  of  the  Society  to  refrain  from  care- 
less criticisms  of  the  professional  work  of  their 
colleagues.  Such  criticisms  uttered  possibly 
thoughtlessly  and  at  times  even  without  malice 
constitute  too  frequently  the  basis  for  malprac- 
tice suits  by  unscrupulous  individuals  who  are 
“out  to  make  easy  money.”  Your  Committee 
endorses  your  Counsel’s  suggestion  that  this 
warning  be  brought  to  the  attention  of  all  mem- 
bers of  the  Society  and  especially  of  the  younger 
men  and  of  those  who  have  only  recently  become 
members  of  the  Society. 
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According  to  the  report  of  the  Counsel,  out  of 
17,724  members  of  the  State  Society  during 
1939,  only  46  per  cent  were  insured  against  mal- 
practice under  the  group  plan  with  the  Yorkshire 
Indemnity  Company,  whereas  in  1936  with  a 
membership  of  14,194,  57  per  cent  were  so  in- 
sured. Y our  Committee  desires  to  point  out  that 
the  ever  present  ambulance  chasers  and  un- 
scrupulous negligence  lawyers  regard  doctors  in 
general  as  easy  potential  victims  of  blackmail 
and  extortion.  This  makes  it  imperative  that 
every  member  of  the  State  Society  avail  himself 
of  the  protection  against  malpractice  suits  offered 
by  the  Yorkshire  Indemnity  Company  under  the 
supervision  of  your  Insurance  Committee. 

COUNSEL  WORK 

During  the  past  year  your  Counsel  has  pre- 
pared, for  the  State  Journal,  editorial  comments 
and  interesting  case  reports  on  malpractice. 
These  editorials  and  case  abstracts  are  of  unusual 
educational  value  to  the  members  of  the  Society 
and  may  be  regarded  as  a course  in  legal  medi- 
cine, a subject  to  which  very  little  attention  is 
given  in  the  overburdened  curriculums  of  most 
medical  schools. 

Your  Counsel  also  gave  many  oral  and  written 
opinions  to  those  who  requested  them  on  various 
medicolegal  problems  involving  the  duties,  re- 
sponsibilities and  liabilities  of  physicians,  hos- 
pitals, sanitariums,  laboratories,  and  other  simi- 
lar medical  agencies . Y our  Reference  Committee 
is  of  the  opinion  that  the  answers  to  some  of 
these  questions  as  given  by  Counsel  would  be  of 
interest  to  the  membership  at  large.  We  would 
recommend  that  the  answers  to  such  questions 
be  published  in  abstract  form  in  the  Journal. 
A similar  recommendation  has  already  been  made 
by  your  Reference  Committee  of  1939. 

In  addition  to  these  tasks  your  Counsel,  in 
cooperation  with  the  Committee  on  Bylaws, 
examined  various  proposed  amendments  to  the 
Constitution  and  Bylaws  of  the  State  Society 
and  of  a number  of  component  county  societies 
and  has  rendered  advice  and  made  valuable 
suggestions  in  this  connection.  He  has  also  been 
in  conference  and  consultation  with  Drs.  Aranow 
and  Kaliski  in  connection  with  the  administra- 
tion of  the  Workmen’s  Compensation  Law. 

Mr.  Clearwater,  an  associate  of  your  Counsel, 
has  been  in  consultation  with  the  Joint  Com- 
mittee on  Medical  Jurisprudence  cooperating 
with  the  Special  Committee  of  the  Bar  Associa- 
tion in  connection  with  matters  of  great  legal 
importance  to  the  medical  profession. 

In  addition  to  these  specifically  mentioned 
activities  your  Counsel  participated  in  the  draw- 
ing up  of  the  State  Society’s  lease  for  its  new 
offices  at  292  Madison  Avenue,  New  York  City. 
He  also  drew  the  contract  of  Dr.  Lawrence,  the 
executive  officer  of  the  Society,  and  advised  on 
the  advertising  matter  between  the  Society  and 
Mr.  Kent  Lighty.  He  also  attended  hearings  of 
the  Board  of  Censors  at  which  appeals  from  dis- 
ciplinary measures  of  two  component  county 
societies  were  heard  and  determined. 

LEGISLATIVE  ADVICE  AND  ACTIVITIES 

Your  Counsel’s  associate,  Mr.  Clearwater,  at- 
tended the  annual  conference  of  the  County 
Legislative  Chairmen  held  in  Albany,  and  your 
Counsel  gave  advice  in  respect  to  pending  legisla- 
tion affecting  the  medical  profession. 


A critical  survey  of  the  detailed  report  of  the 
activities  of  your  Counsel  discloses  abundant 
evidence  that  the  legal  affairs  of  the  Society  are 
unusually  well  taken  care  of. 

Your  Reference  Committee  wishes  to  take 
this  opportunity  to  compliment  your  Counsel 
and  his  associates  for  their  efficiency  and  con- 
tinuous effort  on  behalf  of  the  Society. 

I move  the  adoption  of  the  report  of  Counsel 
and  the  acceptance  of  the  report  of  the  Reference 
Committee. 

....  The  motion  was  seconded.  . . . 

Dr.  Walter  D.  Ludlum,  Kings:  May  I ask 
if  this  report  includes  any  recommendation.  I 
think  it  did,  and  I believe  I would  criticize  the 
recommendation. 

Dr.  Keschner  : Yes,  there  is  one  recommenda- 
tion. That  recommendation  is  that  some  of  the 
questions  that  are  listed — there  are  about  thirty- 
eight  questions — in  the  Annual  Report  of  Counsel 
which  Counsel  answered  various  members  of  the 
county  societies,  hospital  superintendents,  lab- 
oratories, etc.,  are  of  great  legal  value,  and  the 
Reference  Committee  thought  it  would  be  a good 
educational  procedure  to  have  some  of  these 
abstracts  published  in  the  Journal. 

Dr.  Ludlum:  My  impression,  Mr.  Speaker, 
was  that  the  recommendation  was  that  all  these 
abstracts  be  published,  and  I would  offer — if  I 
am  correct — a modification  that  they  be  pub- 
lished if  and  when  feasible,  leaving  it  to  the  editor 
of  the  Journal  to  decide  when  it  is  feasible. 
To  give  a blanket  instruction  and  order  that  they 
all  be  published  would  be  unwise. 

Speaker  Flynn:  Would  that  be  agreeable  to 
your  Committee? 

Dr.  Keschner:  Our  Committee  had  in  mind 
that  on  whatever  we  might  recommend  the  thing 
was  after  all  in  the  discretion  of  the  editor. 

Dr.  Ludlum:  That  should  be  inserted. 

Dr.  Keschner:  We  thought  it  would  be  un- 
necessary to  specifically  state  that;  that  it  was 
implied. 

Dr.  Ludlum:  I do  not  remember  exactly  how 
it  was  expressed,  but  if  I was  right  in  my  memory 
the  recommendation  involved  an  absolute  order 
to  the  editor  to  publish  them  all.  If  that  is  true, 
it  should  not  be  accepted  by  the  House  of  Dele- 
gates but  should  include  a qualifying  clause. 

Dr.  Keschner:  The  Reference  Committee 
had  no  idea  that  this  was  an  absolute  demand. 

Dr.  Arthur  J.  Bedell,  Albany:  I move  that 
that  part  of  the  report  be  re-read. 

Speaker  Flynn:  It  does  not  require  a mo- 
tion. Dr.  Keschner  will  please  comply  with  the 
request. 

Dr.  Keschner:  “Your  Counsel  also  gave 

many  oral  and  written  opinions  to  those  who  re- 
quested them  on  various  medicolegal  problems 
involving  the  duties,  responsibilities  and  liabilities 
of  physicians,  hospitals,  sanitariums,  laboratories, 
and  other  similar  medical  agencies.  Your  Ref- 
erence Committee  is  of  the  opinion  that  the 
answers  to  some  of  these  questions  as  given  by 
counsel  would  be  of  interest  to  the  membership  at 
large.  We  would  recommend  that  the  answers 
to  such  questions  be  published  in  abstract  form 
in  the  Journal.” 

Dr.  Ludlum:  As  long  as  he  has  “some”  in  the 
previous  sentence,  I think  that  covers  it,  though 
it  could  have  been  better  worded. 

Dr.  Keschner  : I think  the  words  cover  every 
fear  Dr.  Ludlum  may  have  had  in  mind. 
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Dr.  Augustus  J.  Hambrook:  While  a lot  of 
those  answers  might  be  informative,  on  the  other 
hand  they  might  not  be  of  matters  that  others 
would  want  to  hear.  I can  understand  Counsel 
making  answers  to  questions  asked  of  him  specific- 
ally, which  might  be  very  private  matters,  and 
on  which  the  persons  involved  might  not  want 
to  have  the  details  published  while  conceding 
they  are  informative.  On  previous  occasions 
we  have  asked  that  certain  information  be  pub- 
lished, but  I think  it  should  be  at  the  discretion 
of  the  legal  counsel  as  to  what  should  be  pub- 
lished. 

Speaker  Flynn  : This  involves  abstracts,  and 
I do  not  think  any  names  would  be  mentioned 
in  them  at  all. 

Dr.  Keschner:  Right. 

....  There  being  no  further  discussion,  the 
motion  was  put  to  a vote,  and  was  carried  .... 

47.  Report  of  the  Reference  Committee  on 
Report  of  the  Council — Part  II 

Dr.  Leo  F.  Simpson:  Your  Reference  Com- 
mittee on  Report  of  the  Council — Part  II  re- 
spectfully submits  the  following  report: 

MEDICAL  RELIEF 
SECTIONS  9,  39;  16,  44;  34,  70 

The  Council  through  its  Council  Committee 
on  Public  Relations  and  Economics,  Dr.  A.  J. 
Hambrook,  Chairman,  reports  that  a definite 
step  in  the  right  direction  has  been  taken  with 
the  signing  by  Governor  Lehman  of  Senate  Bill 
Int.  1451  by  Mr.  Mahoney,  and  its  companion 
bill  in  the  Assembly  Int.  1806  by  Mr.  Wagner, 
which  makes  provision  that  determination  as  to 
medical  care  necessary  for  any  person  applying 
to  public  welfare  officials  shall  be  made  with  the 
advice  of  a physician. 

Medical  welfare  is  the  most  important  problem 
facing  the  medical  profession  today.  The  prin- 
ciples governing  medical  relief  service  will  be  the 
principles  under  which  we  will  serve  the  low 
income  groups  of  tomorrow  and  possibly  the 
insured  patients  of  the  future. 

What  are  the  general  characteristics  of  a sound 
medical  welfare  plan?  First,  the  medical  as- 
pects of  medical  relief  should  be  supervised  by 
the  medical  profession;  second,  all  physicians 
should  be  encouraged  to  participate  in  the  service 
by  reducing  red  tape  and  by  local  determination 
of  fees;  third,  there  should  be  the  utmost  de- 
centralization of  control  in  medical  matters; 
fourth,  free  choice  of  physician  should  be  guaran- 
teed, subject  to  the  same  regulations  for  the 
protection  of  the  patient  as  are  provided  under 
the  Workmen’s  Compensation  Law;  fifth,  the 
provision  of  service  by  city  or  town  physicians 
serving  on  salaried  contracts  should  be  dis- 
approved; and  sixth,  clinics  served  gratuitously 
by  private  physicians  should  not  be  exploited  to 
avoid  payment  of  fees  for  service.  The  use  of 
clinics  should  be  governed  by  medical  rather 
than  economic  principles. 

At  the  present  time  a chaotic  condition  exists 
throughout  the  State;  there  is  a complete  lack 
of  standards,  medical  or  economic;  no  attempt 
is  made  to  gage  the  quality  of  medical  care  ren- 
dered, and  the  profession  as  a whole  plays  almost 
no  part  in  the  welfare  program. 

Medical  men  have  no  authority  in  the  law  to 
maintain  professional  standards,  and  they  act 
only  in  an  advisory  capacity  in  a few  localities 


where  welfare  officers  have  sought  or  accepted 
their  advice.  Contract  medicine  flourishes  in  a 
number  of  districts,  and  in  many  other  places 
free  choice  of  physician  is  arbitrarily  limited  by 
welfare  officers  according  to  their  own  prefer- 
ences or  rulings.  Nearly  everywhere  decisions 
on  medical  questions  are  commonly  made  by  lay 
workers.  The  “temporary  emergency”  scale  of 
medical  fees  has  been  frozen  into  the  permanent 
program.  No  appreciable  reduction  has  been 
made  in  the  red  tape  involved  in  reporting  and 
billing.  In  many  communities  the  majority  of 
physicians  refuse  to  deal  with  the  welfare  office, 
preferring  to  treat  their  welfare  patients  without 
charge  rather  than  to  make  out  the  voluminous 
reports  required  to  collect  a subminimal  fee. 

General  clinics  are  exploited  to  the  utmost  to 
avoid  payment  of  private  fees  to  the  physicians 
who  staff  the  same  clinics.  No  satisfactory 
standards  have  been  set  up  to  enable  persons 
medically  indigent  but  not  eligible  for  material 
relief  to  receive  needed  medical  care  as  provided 
by  the  present  Welfare  Law. 

We  fail  to  concur  in  the  Council  Committee’s 
published  report  justifying  medical  welfare  fees 
less  than  those  paid  in  Workmen’s  Compensa- 
tion cases  on  the  ground  that  the  doctor,  in 
accepting  such  fees,  is  only  contributing  his 
share  to  the  community’s  relief  burden.  The 
doctor  already  pays  his  full  share  of  taxes  and 
also  contributes  substantially  through  free  serv- 
ice in  clinics  and  wards.  If  the  Council  Com- 
mittee’s reasoning  is  accepted  by  the  medical 
profession,  the  perpetuation  of  these  subminimal 
fees  will  be  practically  invited. 

The  House  of  Delegates  in  1936,  1937,  and 
1938  has  recognized  all  these  conditions  and  has 
adopted  a series  of  resolutions  looking  toward 
their  correction. 

Although  the  Council  Committee  in  charge  of 
these  matters  has  made  these  proposals  known 
to  the  State  Department  of  Social  Welfare  and 
has  apparently  made  repeated  efforts  to  gain 
their  acceptance,  it  appears  from  the  Commit- 
tee’s report  that  an  impasse  has  been  reached  in 
these  negotiations.  It  seems  that  a new  and 
even  more  determined  approach  must  be  made 
to  realize  our  objectives. 

Despite  the  paramount  importance  and  the 
urgency  and  complexity  of  this  problem,  it  has 
been  assigned  to  a standing  committee  of  four 
members — a committee  that  has  had  numerous 
other  major  assignments.  It  is  small  wonder 
that  this  committee  has  not  been  as  yet  able  to 
accomplish  completely  the  wishes  of  the  House 
of  Delegates. 

Your  Reference  Committee  therefore  recom- 
mends that  the  House  of  Delegates  reaffirm  the 
policies  previously  adopted  and  give  due  recog- 
nition to  the  importance  and  magnitude  of  this 
problem  by  establishing  a special  subcommittee 
of  the  Committee  on  Public  Relations  representa- 
tive of  various  sections  of  the  State.  We  recom- 
mend that  this  special  subcommittee  be  charged 
with  the  single  duty  of  negotiating  an  agreement 
with  the  State  Department  of  Social  Welfare  on 
a plan  of  medical  welfare  service  embodying  the 
declared  policies  of  this  Society. 

The  Committee  recommends  the  adoption  of 
this  portion  of  the  report,  and  I so  move. 

....  The  motion  was  seconded  .... 

Dr.  Walter  D.  Ludlum,  Kings:  I am  sorry 
to  interrupt,  but  I think  this  is  a matter  of 
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considerable  importance  and  should  not  be 
passed  without  considerable  discussion.  It  is  a 
very  definite  recommendation,  Mr.  Chairman 
and  Gentlemen,  and  as  I understand  it  reaffirms 
our  previous  policies  but  also  calls  specifically  for 
the  appointment  of  a subcommittee  to  do 
so-and-so,  and  so-and-so,  and  so-and-so,  which 
we  will  reread  if  the  body  so  desires.  Several 
years  ago  we  reorganized  this  body  so  that  there 
should  not  be  multiplication  of  committees 
and  multiplication  of  duties.  I only  wish  to 
introduce  discussion  and  did  not  even  wish  to 
come  this  far  to  the  platform  because  I have  not 
enough  to  say,  but  I think  we  should  stop  and 
think  before,  as  a House  of  Delegates,  we  pass 
a recommendation  specifically  ordering  the 
appointment  of  a specific  committee  with  specific 
duties. 

Dr.  Simpson:  May  I read  that  last  para- 
graph? 

“Your  Reference  Committee  therefore  recom- 
mends that  the  House  of  Delegates  reaffirm 
the  policies  previously  adopted  and  give  due 
recognition  to  the  importance  and  magnitude 
of  this  problem  by  establishing  a special  sub- 
committee of  the  Committee  on  Public  Rela- 
tions representative  of  various  sections  of  the 
State.  We  recommend  that  this  special  sub- 
committee be  charged  with  the  single  duty  of 
negotiating  an  agreement  with  the  State  De- 
partment of  Social  Welfare  on  a plan  of  medical 
welfare  service  embodying  the  declared  policies 
of  this  Society.” 

Dr.  Ludlum:  The  subcommittee  is  to  repre- 
sent various  portions  of  the  State  and,  I assume, 
is  to  be  a considerable  sized  committee,  having 
several  meetings  in  New  York  and  elsewhere. 
This  deserves  further  consideration  before  being 
passed.  If  you  wish  I will  move  that  this  recom- 
mendation be  referred  to  the  Council  for  further 
consideration  and  study,  and  if  they  please, 
action. 

Dr.  Arthur  F.  Heyl,  Westchester:  In  view 
of  the  fact  that  these  resolutions,  dating  back 
as  far  as  1936  and  adopted  by  this  House  of 
Delegates,  led  to  the  culmination  of  the  efforts 
of  this  Committee  of  the  Council,  without  any 
disrespect  at  all  to  those  efforts  but  with  a 
knowledge  that  finally  they  failed  in  accomplish- 
ment of  resolutions  adopted  by  this  House,  it 
seems  to  me  there  is  no  other  action  open  to  this 
House  of  Delegates  except  to  request  a special 
committee,  as  this  resolution  does,  for  this 
specific  purpose  alone. 

The  context  of  this  resolution  brought  out 
the  fact  that  this  Committee  labored  under  the 
burden  of  other  duties.  It  seems  to  me  that  if 
this  House  of  Delegates  is  to  expect  the  logical 
conclusion  of  resolutions  dating  back  to  1936 
and  in  subsequent  years  since  that  time,  under 
that  circumstance  we  have  no  other  course. 

Secretary  Irving:  I had  the  pleasure  and 
privilege  of  talking  with  the  Committee  when 
this  particular  subject  was  discussed,  and  there 
were  several  angles  discussed.  I think  the  general 
agreement — and  I agree  with  that — was  that 
the  subject  has  great  importance,  and  that  it 
would  be  well  to  have  a committee  which  was 
charged  just  with  this  single  duty;  that  that 
committee  should  be  representative  of  the  State, 
yes,  but  it  was  my  own  advice  that  the  Council 
be  left  to  choose  how  big  that  committee  should 
be. 


We  have  learned  over  the  years  that  big  com- 
mittees function  with  difficulty;  little  committees 
function  much  more  readily.  The  opinions 
from  the  State  can  be  readily  gathered  by  having 
the  men  recruited  on  a small  committee  from 
different,  widely  different,  areas,  so  in  my  own 
mind  I have  the  conception  of  a subcommittee, 
say,  of  no  more  than  three  with  the  Chairman, 
Dr.  Hambrook  with  them,  and  altogether  it 
should  work  just  as  our  Medical  Expense  Sub- 
Committee  has.  Personally,  I think  that  would 
help  the  Council  in  its  duty ; it  would  not  hinder 
it;  I do  not  think  the  costs  would  be  great,  and 
as  far  as  my  observation  goes  in  attempting  to 
coordinate  the  work  that  the  Council  sets,  I 
believe  it  would  be  a very  good  idea  to  settle 
it  right  here  and  now  in  favor  of  the  special 
committee. 

Dr.  Heyl:  As  I recall  the  reading  of  this 
resolution,  there  was  no  reference  to  the  size  of 
the  committee. 

Secretary  Irving:  None. 

Dr.  Edward  T.  Wentworth:  What  is  the 
sense  in  sending  this  back  to  the  Council?  The 
Council  has  done  what  it  could.  If  the  Council 
has  failed,  and  the  House  wishes  another  ap- 
proach, why  not  appoint  the  committee  a com- 
mittee of  the  House? 

In  regard  to  the  distribution  of  the  member- 
ship over  the  State,  it  strikes  me  that  the  intel- 
lectual ability  and  political  facility  needed  have 
nothing  to  do  with  geographic  boundaries.  The 
point  is  to  select  a man  who  has  the  capacity  to 
cope  with  the  civil  governmental  difficulties 
that  must  be  overcome  to  accomplish  this  end. 
It  is  not  a matter  of  not  having  work  done.  It 
is  a matter  of  not  having  been  able  to  cope  with 
the  difficulties  involved  in  the  civil  government. 
I disapprove  of  the  recommendation  of  Dr. 
Ludlum  and  speak  in  favor  of  the  resolution  Dr. 
Simpson  has  made. 

Speaker  Flynn:  The  question  before  the 
House  which  is  immediately  pending  is  not  an 
amendment  but  a commitment  motion  by  Dr. 
Ludlum.  This  motion,  of  course,  has  been 
seconded.  Is  there  any  further  discussion? 

Dr.  George  Baehr,  New  York:  Of  course, 
this  is  a most  important  matter.  I should 
like  to  speak  in  favor  of  what  Dr.  Went- 
worth has  said  for  upon  the  solving  of  this 
problem — 

Chorus:  Can’t  hear.  Use  the  microphone. 

Dr.  Baehr:  Of  course,  this  is  a most  impor- 
tant matter,  and  one  which  cannot  be  decided 
in  the  off  moments  of  a committee  that  is  dealing 
with  a great  many  other  problems  of  a like  nature. 
In  order  to  solve  it  it  will  require  probably  the 
rewriting  of  the  Public  Welfare  Laws  or  the 
fundamental  basis  of  the  Public  Welfare  Laws 
of  this  State. 

As  you  know,  the  difficulty  in  the  administra- 
tion of  the  medical  provisions  of  the  Welfare 
Law  is  due  to  the  fact  that  the  local  health 
districts  are  responsible  for  providing  or  paying 
for  medical  care,  and  it  just  does  not  work. 
Whether  the  State,  as  a whole,  should  contribute 
toward  the  financial  responsibilities  of  the  local 
welfare  district  is  a matter  which  requires 
serious  consideration,  and  one  on  which  we  can- 
not express  a hurried  judgment.  Therefore,  I 
am  very  much  in  favor  of  the  appointment  of  a 
special  subcommittee  to  go  into  the  entire 
problem  of  the  Public  Welfare  Law  in  regard  to 
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the  provision  of  medical  care  not  only  for  the 
indigent,  the  medically  indigent,  but  for  those 
who  while  able  to  support  themselves  are  unable 
to  provide  themselves  with  adequate  medical 
care. 

Speaker  Flynn  : The  question  is  on  the 
motion  to  commit  by  Dr.  Ludlum.  All  those 
in  favor  say  “Aye”;  contrary  “No.”  The 
motion  is  lost. 

Dr.  Ludlum  : May  I speak  again  of  the  origi- 
nal motion?  I agree  with  all  that  Dr.  Baehr 
has  said  and  his  predecessors.  I think  also 
the  resolution  is  a matter  of  great  importance. 
The  recommendation,  as  it  now  stands,  I be- 
lieve is  that  this  House  shall  appoint  a subcom- 
mittee? 

Secretary  Irving  : No. 

Dr.  Ludlum:  What  is  the  recommendation? 
Speaker  Flynn  : Dr.  Simpson,  will  you  read  it? 
Dr.  Simpson:  It  reads: 

“Your  Reference  Committee  therefore  recom- 
mends that  the  House  of  Delegates  reaffirm 
the  policies  previously  adopted  and  give  due 
recognition  to  the  importance  and  magnitude 
of  this  problem  by  establishing  a special  sub- 
committee of  the  Committee  on  Public  Rela- 
tions representative  of  various  sections  of  the 
State.  We  recommend  that  this  special  sub- 
committee be  charged  with  the  single  duty 
of  negotiating  an  agreement  with  the  State 
Department  of  Social  Welfare  on  a plan  of 
medical  welfare  service  embodying  the  de- 
clared policies  of  this  Society.” 

Dr.  Ludlum:  “Various  sections  of  the 
State”  and  that  this  House  establish  a subcom- 
mittee; therefore,  what  I arise  for  at  this  time 
is  the  simple  query  as  to  the  appointment  of  that 
subcommittee.  If  this  House  is  to  establish  a 
Committee  I think  this  House  should  vote  on 
the  membership  of  such  committee  or  establish 
that  the  Speaker  shall  do  it.  Committees  to 
represent  the  activities  of  the  meeting  of  the 
House  of  Delegates  are  appointed  by  the  speaker ; 
other  committees  are  appointed  by  the  President, 
if  my  memory  of  the  Constitution  and  Bylaws 
is  correct.  If  the  House  establishes  a committee, 
the  House  names  that  committee. 

Speaker  Flynn:  Can  you  straighten  us  out 
on  that?  Who  is  to  appoint  the  Committee? 
The  Council  is,  as  I understand  it. 

Dr.  Simpson  : The  idea  of  the  Reference  Com- 
mittee, though  it  is  probably  not  well  expressed 
here,  was  that  the  Council  should  appoint  a sub- 
committee of  the  Committee  on  Public  Relations 
and  Economics. 

Dr.  Ludlum:  Very  well,  that  answers  my 
query.  I did  not  understand  it,  and  that  is  why 
I raised  the  objection. 

Speaker  Flynn:  All  those  in  favor  of  the 
adoption  of  the  report  of  the  Reference  Com- 
mittee will  say  “Aye”;  contrary,  “Nay.” 
There  are  none,  and  the  motion  is  carried. 
Continue,  please. 

MEDICAL  EXPENSE  INDEMNITY  INSURANCE 
SECTIONS  38,  39;  58,  61 
Dr.  Simpson:  Your  Committee  has  studied 
with  great  interest  the  report  of  the  subcom- 
mittee of  the  Committee  on  Public  Relations 
and  Economics,  having  to  do  with  the  study  of 
Medical  Expense  Indemnity  Insurance.  The 
Chairman  of  this  subcommittee  is  Dr.  Herbert 
H.  Bauckus. 


Enabling  legislation  was  passed  last  year  to 
permit  the  establishment  of  nonprofit  voluntary 
medical  expense  indemnity  insurance  organiza- 
tions, and  physicians  and  laymen  may  now  view 
such  insurance  as  having,  in  principle,  the  full 
approval  and  support  of  organized  medicine. 

These  organizations  are  designed  to  provide 
adequate  medical  care  in  the  home,  in  the  physi- 
cian’s office,  and  in  the  hospital  for  the  low  in- 
come group  in  our  population. 

The  committee  outlines  in  detail  the  legal  steps 
necessary  for  the  incorporation  of  such  an  organi- 
zation and  then  proceeds  to  give  a tentative 
basis  and  to  make  suggestions  for  an  actual  work- 
ing plan. 

The  committee  realizes  the  immense  difficulty 
in  formulating  a complete  plan  that  will  be  equi- 
table, both  to  the  subscriber  and  to  the  physician. 

They  are  working  diligently,  have  accumu- 
lated about  all  of  the  knowledge  on  this  subject 
now  existent,  and  are  willing  to  give  advice 
and  counsel  to  any  county  society  studying  the 
subject. 

Of  the  plans  already  licensed  to  operate  by  the 
State  Department  of  Insurance,  one  covers  the 
eight  counties  in  the  Eighth  Judicial  District, 
one  the  counties  centering  in  Utica,  and  the 
third  in  the  metropolitan  district.  Other  plans 
are  in  the  organization  stage  in  Rochester, 
Syracuse,  and  elsewhere. 

The  Superintendent  of  Insurance  has  ap- 
pointed an  advisory  committee  to  confer  with 
him  on  developments  and  problems  in  the  medical 
indemnity  field.  At  this  committee’s  suggestion 
a group  of  actuaries  has  been  appointed  to  set 
up  a uniform  system  of  statistical  information 
to  be  recommended  to  the  several  medical  ex- 
pense indemnity  corporations.  Only  by  compari- 
son of  experience  based  on  uniform  statistics 
can  definite  information  be  made  available  for 
the  guidance  of  these  medical  plans  through  an 
unexplored  field. 

This  advisory  committee,  set  up  by  the  Super- 
intendent of  Insurance,  represents  men  actually 
in  the  operating  field  of  medical  expense  in- 
demnity. 

It  is  strongly  urged  that  the  Subcommittee  of 
Medical  Expense  Indemnity  Insurance  of  the 
Council  establish  contact  with  the  Advisory 
Committee  of  the  State  Department  of  Insurance 
for  their  mutual  benefit.  It  is  recommended 
also  that  at  least  two  meetings  a year  be  held 
by  the  Subcommittee  of  the  Medical  Expense 
Indemnity  Insurance  of  the  Council  with  the 
Advisory  Committee  of  the  State  Department  of 
Insurance  and  with  presidents  and  directors  of 
the  various  operating  plans.  No  expense  shall 
be  borne  by  the  State  Society  for  these  meetings 
except  for  its  own  committee. 

Your  Committee  would  stress  the  fact  that 
conditions  vary  greatly  in  different  localities 
of  so  large  a state  as  New  York  and  that  no  one 
plan  can  be  expected  to  meet  all  the  require- 
ments of  these  several  communities.  It  feels 
that  the  provision  of  the  new  insurance  law, 
Article  IX-C,  is  a wise  one  that  restricts  the 
operation  of  any  plan  to  eighteen  coun- 
ties. 

Your  Committee  feels  that  all  the  Medical 
Society  of  the  State  of  New  York  should  do  is 
to  continue  to  gather  all  of  the  information  to 
be  gained  from  study  and  experience  so  that  it 
will  be  available. 
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The  Medical  Society  of  the  State  of  New  York 
should  not  be  in  the  insurance  business.  It 
should  approve  principles  but,  as  yet,  sponsor 
no  plan. 

This  subcommittee,  under  Dr.  Bauckus,  has 
done  very  notable  work  and  it  should  be  con- 
tinued. 

The  Committee  recommends  the  adoption  of 
this  portion  of  the  report,  and  I so  move. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried  .... 

CRIPPLED  CHILDREN  PROBLEMS 

Dr.  Simpson  : There  has  been  some  complaint 
from  physicians  about  the  fees  allowed  by  the 
courts  under  the  Crippled  Children’s  Act.  The 
present  fee  schedule  is  apparently  not  adequate 
to  cover  all  of  the  abnormalities  now  covered  by 
the  Act.  The  Committee  has  given  this  matter 
careful  study  and  is  still  accumulating  advice 
and  data  on  this  important  subject. 

The  Committee  recommends  the  adoption  of 
this  portion  of  the  report,  and  I so  move. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried  .... 

CIVIL  SERVICE  QUALIFICATIONS 

Dr.  Simpson  : The  Council,  early  in  the  year, 
was  requested  to  assist  the  State  Department  of 
Civil  Service  in  developing  standard  specifica- 
tions for  each  class  of  position  of  a medical  nature. 
To  both  Dr.  Hambrook’s  and  Dr.  Farmer’s 
committees  was  assigned  this  special  study.  It 
was  a very  large  assignment  and  required  both 
time  and  application.  Subcommittees  were 
appointed  to  make  an  intelligent  study,  and  ex- 
perts outside  of  the  members  of  the  committee 
were  added . The  departments  are  Public  Health , 
Compensation,  Tuberculosis,  Labor,  Mental 
Hygiene,  in  fact,  all  departments  of  the  State 
employing  physicians. 

The  study  has  not  been  completed  at  the 
present  time,  but  detailed  reports  to  the  State 
Department  of  Civil  Service  will  be  ready  before 
long. 

The  Committee  recommends  the  adoption  of 
this  portion  of  the  report,  and  I so  move. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried  .... 

NEW  YORK  PUBLIC  HIGH  SCHOOL  ATHLETIC 
ASSOCIATION 
SECTION  9 

Dr.  Simpson:  This  matter  was  clarified 
recently  by  the  Governor  signing  a bill  which 
authorizes  organization  of  a medical  indemnity 
corporation  for  furnishing  medical  and  dental 
expense  indemnity  to  students  injured  while 
participating  in  athletics.  This  bill  was  written 
with  the  approval  and  advice  of  Dr.  Hambrook’s 
Committee. 

The  Committee  recommends  the  adoption  of 
this  portion  of  the  report,  and  I so  move. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried  .... 

AUTOMOBILE  ACCIDENTS  AND  PHYSICAL 
EXAMINATION  OF  MOTOR  VEHICLE 
DRIVERS 

Dr.  Simpson  : Dr.  Hambrook’s  Committee 
has  submitted  a tentative  list  of  recommenda- 
tions to  the  Bureau  of  Motor  Vehicles  which  in- 


cludes the  rejection  or  the  withholding  for  a time 
of  a license  to  operate  motor  vehicles  from  per- 
sons who  suffer  from  certain  diseased  conditions 
and  deformities.  Further,  the  Committee  has 
made  recommendations  concerning  individuals 
who  have  been  involved  in  one  or  more  automo- 
bile accidents. 

These  suggestions  seem  to  be  all  very  well 
thought  out  and  undoubtedly  will  be  of  great 
aid  to  the  State  Bureau  of  Motor  Vehicles. 

The  Committee  has  purposely  refrained  from 
discussing  the  problem  which  has  been  studied 
very  thoroughly  and  with  great  concern,  viz., 
the  problem  of  the  driver  who  is  under  the  in- 
fluence of  alcohol.  It  believes  that  although 
apparently  we  are  on  the  verge  of  the  inaugura- 
tion of  a test  of  great  accuracy,  of  adequate 
scientific  backing — one  that  has  been  proved 
that  the  evidence  obtained  with  it  is  admissible 
in  the  courts  of  many  states  of  the  Union,  and 
one  that  might  be  performed  by  any  well-trained 
police  officer — still  it  did  not  feel  that  it  should 
lend  the  weight  of  its  influence  to  this  or  any 
other  method  until  more  authoritative  medical, 
as  well  as  legal,  data  can  be  accumulated. 

The  Committee  recommends  the  adoption  of 
this  portion  of  the  report,  and  I so  move. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried  .... 

“M.D.”  LICENSE  PLATES 

Dr.  Simpson  : Apparently  this  matter  is  now 
being  adequately  cared  for,  and  there  will  be 
less  inconvenience  in  the  future  in  the  manner 
of  obtaining  them. 

The  Committee  recommends  the  adoption  of 
this  portion  of  the  report,  and  I so  move. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried  .... 

SARATOGA  SPRINGS  COMMISSION 

Dr.  Simpson:  Members  of  the  Committee  on 
Public  Relations  and  Economics  have  been 
asked  to  act  as  an  advisory  body  to  promote  a 
better  understanding  of  the  value  of  mineral 
waters  as  an  aid  in  the  treatment  of  certain 
physical  conditions.  We  believe  that  this  is  a 
proper  function  of  this  committee. 

The  Committee  recommends  the  adoption  of 
this  portion  of  the  report,  and  I so  move. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried  .... 

UNITED  STATES  FARM  SECURITY 
ADMINISTRATION 

Dr.  Simpson:  During  the  last  summer  the 
Farm  Security  Administration  sought  the  State 
Society’s  approval  for  it  to  contact  the  county 
societies  in  an  effort  to  devise  plans  for  the 
medical  care  of  the  borrowers  of  the  Farm  Se- 
curity Administration.  The  average  family, 
under  this  plan,  receives  $300  as  a loan  for  all 
purposes,  and  of  this  amount,  $20  is  allotted  for 
medical  care.  These  $20  allotments  are  pooled, 
and  the  fund  thus  created  is  administered  by  a 
trustee  who  is  selected  by  the  county  medical 
society.  Fifteen  per  cent  of  the  fund  is  set  aside 
for  hospitalization  and  the  remainder  used  to 
pay  medical  bills  as  incurred.  Clients  select 
their  own  physician  from  among  those  who 
signify  their  willingness  to  give  care  under  this 
plan. 
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The  Farm  Security  Administration  will  not 
accept  any  osteopath  or  chiropractor  in  this 
list. 

The  usual  fee  for  the  region  is  charged,  but  it 
is  expected  that  about  65  per  cent  of  this  will  be 
paid,  varying  according  to  the  demands. 

The  Committee  approved  the  plan,  in  prin- 
ciple, for  action  by  the  Council,  viz.,  that  the 
request  of  the  Federal  Security  Administration 
that  its  representatives  be  granted  permission  to 
contact  the  county  medical  societies  with  the 
understanding  that  the  State  Society  will  have 
told  the  county  societies  that  it  has  no  objection 
to  their  undertaking  this  activity,  if  they  see 
fit. 

The  Council  adopted  this  policy  and  so  ad- 
vised the  county  societies. 

The  Committee  recommends  the  adoption  of 
this  portion  of  the  report,  and  I so  move. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried  .... 

STERILIZATION  FOR  EXPEDIENCY  IN  RELIEF 
CASES 

Dr.  Simpson:  Your  Committee  believes  that 
in  this  matter  the  judgment  of  the  Council 
should  be  adhered  to,  viz.,  that  to  resort  to  such 
a procedure  without  a therapeutic  reason,  which 
cannot  be  stretched  to  include  economics,  is 
unethical  and  unwarranted. 

The  Committee  recommends  the  adoption  of 
this  portion  of  the  report,  and  I so  move. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried  .... 

Dr.  Simpson:  My  Committee  cannot  close 
without  commending  most  heartily  the  prodigi- 
ous amount  of  diligent  and  efficient  work  that 
has  been  performed  by  the  Council  Committee 
on  Public  Relations  and  Economics,  Dr.  Ham- 
brook,  Chairman;  also  by  its  Subcommittee  on 
Medical  Expense  Indemnity  Insurance,  Dr. 
Bauckus,  Chairman. 

Mr.  Speaker,  I move  the  adoption  of  this  re- 
port as  a whole. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried  .... 

48.  Report  of  Reference  Committee  on  New 
Business  A on  Laboratory  Medicine — The  Prac- 
tice by  Laymen 

SECTIONS  28,  63 

Dr.  Edward  R.  Cunniffe,  Bronx:  In  regard 
to  the  resolution  introduced  by  Dr.  Chas.  Gor- 
don Heyd,  of  New  York  City,  reading: 

“The  following  resolution  which  was  sub- 
mitted by  the  Kansas  State  Department  of 

Health  and  approved  by  the  Surgeon  General 

of  the  Public  Health  Service : 

“ Resolved , that  the  House  of  Delegates  of 
the  Medical  Society  of  the  State  of  New 
York  extend  its  good  offices  in  suppressing 
the  practice  of  laboratory  medicine  by 
laymen  and  to  use  its  strong  influence  to- 
ward establishing  a proper  relationship  be- 
tween the  city  and  state  department  of 
health  laboratories  and  physicians  who  prac- 
tice pathology,  limiting  the  work  of  the 
state  and  city  departments  of  health  to 
communicable  diseases  and  the  care  of 


indigents.  Such  an  effort  on  the  part  of 
the  House  of  Delegates  of  the  State  of  New 
York  would  be  consistent  with  its  activities 
with  regard  to  the  practice  of  other  special- 
ties in  medicine.  The  House  of  Delegates 
suggest  that  this  resolution  be  submitted 
to  the  House  of  Delegates  of  the  American 
Medical  Association.” 

The  Committee  is  very  much  in  favor  of  that 
portion  of  the  resolution  which  has  to  do  with 
suppressing  the  practice  of  laboratory  medicine 
by  laymen  and  also  favor  establishing  a proper 
relationship  between  the  city  and  state  depart- 
ments of  health  laboratories  and  physicians  who 
practice  pathology,  limiting  the  work  of  the 
state  and  city  departments  of  health  to  com- 
municable diseases  and  the  care  of  indigents  in 
localities  where  it  is  feasible.  However,  there 
are  many  parts  of  New  York  State  where  the 
physician  has  no  pathologic  service  except  that 
rendered  by  the  city  and  state  departments  of 
health,  and  the  adoption  of  this  resolution  would 
therefore  deprive  him  of  pathologic  services  ex- 
cept for  those  communicable  diseases  and 
indigent  patients.  Therefore,  at  the  present 
time,  the  Reference  Committee  disapproves  of 
this  resolution,  and  I recommend  the  acceptance 
of  the  report  of  the  Committee.  I do  so  move, 
Mr.  Speaker. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and  was 
carried  .... 

49.  Report  of  Reference  Committee  on  New 
Business  A on  Title  of  “Doctor” 

SECTION  22 

Dr.  Edward  R.  Cunniffe:  This  is  a resolu- 
tion introduced  by  the  Medical  Society  of  the 
County  of  New  York,  which  we  have  changed 
slightly  in  wording  to  read : 

“Whereas,  the  Education  Laws  of  the  State 
of  New  York  provide  for  the  granting  of  a 
doctor’s  degree  in  podiatry  beginning  in  1943 
to  those  who  have  the  requisite  preliminary 
education  and  have  completed  a course  of  pre- 
scribed instruction  of  three  years’  duration; 
and 

“Whereas,  the  multiplication  of  doctor’s 
degrees  in  an  increasing  number  of  minor  sub- 
divisions of  the  healing  arts  is  confusing  the 
public  in  regard  to  the  significance  of  the  title 
of  ‘doctor’ ; be  it 

“ Resolved , that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  in- 
struct the  officers  and  council  of  the  Society 
to  use  their  efforts  for  repeal  or  amendment  of 
the  State  Education  Laws  in  regard  to  podiatry 
so  as  to  eliminate  the  title  of  ‘doctor’  for 
those  who  practice  chiropody;  and  be  it 
further 

“ Resolved , that  the  officers  and  Council  of  the 
Society  petition  the  Governor,  the  Legislature, 
and  the  University  of  the  State  of  New  York 
to  the  end  that  the  title  of  ‘doctor’  be  properly 
safeguarded.” 

That  last  part  of  the  last  sentence  formerly 
read  “that  the  title  of  ‘doctor’  be  reserved  foi 
the  learned  professions,”  and  we  have  changed  it 
to  read  “that  the  title  of  ‘doctor’  be  properly 
safeguarded.” 

With  that  change,  your  Reference  Committee 
recommends  the  adoption  of  this  Resolution, 
and  I so  move. 
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....  The  motion  was  seconded  .... 

Dr.  Walter  P.  Anderton,  New  York : 
Not  to  criticize  this  resolution  at  all,  but  merely 
to  set  the  record  straight,  this  resolution  was 
introduced  by  an  individual  and  not  by  the 
delegation  of  New  York  County. 

Dr.  Cunniffe:  To  set  this  absolutely  right, 
it  was  introduced  by  two  individuals  from  New 
York  City.  They  have  “New  York  City”  on 
here  instead  of  “New  York  County.” 

....  There  being  no  further  discussion,  the 
motion  was  put  to  a vote,  and  was  unanimously 
carried  .... 

Dr.  Richard  Kevin,  Kings:  I am  in  doubt 
as  to  what  the  result  of  that  last  recommendation 
which  we  have  just  adopted  is.  It  seems  to  me 
the  motion  was  to  support  the  recommendation 
of  the  Committee,  and  that  dispenses  with  the 
recommendations  of  the  two  men  who  presented 
the  resolution. 

Speaker  Flynn:  That  is  not  my  under- 
standing of  it,  but  will  you  set  Dr.  Kevin  straight, 
please? 

Dr.  Cunniffe:  We  have  recommended  the 
adoption  of  the  resolution  as  submitted  except 
that  we  have  changed  the  wording  of  the  last 
sentence,  which  formerly  read: 

“ Resolved , that  the  officers  and  Council  of  the 
Society  petition  the  Governor,  the  Legislature, 
and  the  University  of  the  State  of  New  York 
to  the  end  that  the  title  of  ‘doctor’  be  reserved 
for  the  learned  professions” 
to  read  now: 

“Resolved,  that  the  officers  and  Council  of  the 
Society  petition  the  Governor,  the  Legislature, 
and  the  University  of  the  State  of  New  York 
to  the  end  that  the  title  of  ‘doctor’  be  properly 
safeguarded.” 

Otherwise  the  resolution  is  the  same,  and  the 
committee  approved  of  it  as  amended,  and  moved 
its  adoption. 

Speaker  Flynn:  Does  that  take  care  of 
your  question? 

Dr.  Kevin:  Yes. 

Speaker  Flynn:  We  have  already  taken 
care  of  that.  Proceed  please! 

50.  Report  of  Reference  Committee  on  New 
Business  A on  House  of  Delegates — Sessions 
and  Amendment,  and  1941  Session 

SECTIONS  13,  14 

Dr.  Edward  R.  Cunniffe:  In  regard  to  the 
resolution  introduced  by  Dr.  Irving,  General 
Manager  of  the  Medical  Society  of  the  State 
of  New  York: 

“Whereas,  in  recent  years  the  amount  of 
business  before  the  Annual  Meetings  of  the 
House  of  Delegates  has  steadily  increased; 
and 

“WhUreas,  this  cuts  down  the  amount  of 
time  that  Reference  Committees  can  take  to 
prepare  their  reports — unless  they  are  absent 
from  the  meeting  of  the  House,  which  is  very 
undesirable;  and 

“Whereas,  there  are  disadvantages  in  con- 
tinuing the  Monday  session  throughout  the 
whole  day,  morning,  afternoon,  and  evening; 
therefore  be  it 

“Resolved,  that  the  Council  study  this  matter 
and  make  suggestion  to  the  1941  House  of 
Delegates  as  to  how  best  to  rearrange  its 
sessions.” 

Your  Reference  Committee  recommends  this 


portion  of  the  resolution  for  adoption,  and  I so 
move. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried  .... 

Dr.  Cunniffe  : However,  a further  portion  of 
the  resolution  reads: 

“Resolved,  that  the  House  entertain  the  follow- 
ing suggested  amendment  to  the  Bylaws: 
‘Chapter  III,  Section  4,  the  first  sentence 
shall  be  altered  by  the  substitution  of  the 
words  “last  day”  for  the  words  “second  day” 
making  the  first  sentence  of  Section  4 read: 
“The  first  order  of  business  on  the  last  day 
of  the  session  of  the  House  of  Delegates  of 
each  annual  meeting  shall  be  the  nomina- 
tion for  officers  of  the  Society  and  other 
members  of  the  Council,  a member  of  the 
Board  of  Trustees,  delegates  to  the  Ameri- 
can Medical  Association,  and  the  appoint- 
ment of  a sufficient  number  of  tellers  by  the 
Speaker.’  ” 

As  this  is  an  amendment  to  the  Constitution, 
it  has  to  be  introduced  in  the  House  of  Delegates 
and  laid  upon  the  table  for  a year  before  it  can 
be  acted  upon.  This  Committee  recommends 
that  it  be  sent  back  to  the  Council  for  rewording 
in  order  to  clarify  its  meaning  and  then  be  laid 
upon  the  table  for  the  ensuing  year  and  acted 
upon  in  1941,  according  to  the  provision  of  our 
Bylaws. 

Speaker  Flynn:  As  long  as  notice  is  given 
to  amend,  I think  that  is  all  that  is  essential. 

Dr.  Cunniffe:  That  is  all  that  is  essential 
except  the  Committee  felt  the  wording  was  not 
clear  “last  day”  for  “second  day,”  and  so  forth. 

Speaker  Flynn:  As  long  as  notice  has  been 
given,  it  may  be  reworded  subsequently,  but 
it  has  to  be  held  over  for  a year  before  it  can  be 
acted  on;  in  other  words,  next  year  it  could  be 
acted  upon,  even  if  the  wording  were  changed, 
as  long  as  notice  had  been  given  this  year. 

Dr.  Cunniffe:  It  has  to  be  reworded  and 
laid  on  the  table  for  one  year.  It  cannot  be 
acted  upon  at  this  meeting.  There  is  no  pro- 
vision for  acting  upon  an  amendment  in  our 
Constitution. 

Dr.  Samuel  J.  Kopetzky,  New  York: 
Since  this  resolution  which  was  unusual  insofar 
as  it  contained  an  amendment  to  the  Bylaws 
which  I believe  was  simply  intended  to  establish 
an  order  of  business  for  the  day,  and  since  it 
went  unusually  to  a reference  committee,  the 
purposes  of  the  Reference  Committee  would  be 
served  by  simply  making  a recommendation  that 
a special  order  of  business  for  1941  be  adopted; 
that  is,  the  special  order  of  business  can  be 
adopted  unanimously  by  the  House  and  stands 
until  changed.  So  if  it  is  the  purpose  of  the 
Reference  Committee  to  favor  it  for  1941,  a 
special  order  of  business  can  be  adopted  not 
today  but  at  the  opening  of  the  1941  meeting. 

Dr.  Cunniffe:  A special  order  of  business 
can  be  adopted  at  any  time,  but  there  is  some- 
thing more  than  that  in  this,  Dr.  Kopetzky. 
It  says : 

“The  first  sentence  shall  be  altered  by  the 

substitution  of  the  words  ‘last  day’  for  the 

words  ‘second  day,’  ” etc., 
and  that  is  the  part  that  has  to  be  laid  upon  the 
table.  The  other  part  can  be  taken  care  of. 

Speaker  Flynn:  Yes,  it  involves  a change  in 
the  Bylaws,  so  has  to  be  held  over  a year  before 
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it  can  be  acted  upon,  though  it  may  be  acted 
upon  next  year  in  a revised  form  as  long  as 
notice  has  been  given  to  this  House  of  Delegates. 
Dr.  Cunniffe:  Yes. 

Speaker  Flynn  : Proceed ! 

51.  Report  of  Reference  Committee  on  New 
Business  A on  American  Medical  Association — 
Medical  Care  Investigation  and  Report  on  Needs 

SECTION  11 

Dr.  Edward  R.  Cunniffe:  This  resolution, 
as  submitted,  read : 

“Whereas,  it  is  claimed  that  there  are  many 
communities  throughout  the  United  States 
without  a sufficient  number  of  competent 
physicians  or  totally  lacking  the  services  of 
physicians;  and 

“Whereas,  there  is  now  an  overconcentration 
of  both  general  practitioners  and  specialists  in 
many  of  the  metropolitan  areas  throughout 
the  country;  and 

“Whereas,  it  would  be  desirable  for  this 
available  group  of  physicians  to  be  afforded  an 
opportunity  to  provide  medical  care  in  com- 
munities lacking  a sufficient  number  of  physi- 
cians; therefore  be  it 

“Resolved,  that  the  delegates  of  the  Medical 
Society  of  the  State  of  New  York  to  the 
American  Medical  Association  be  (instructed)” 
which  we  have  changed  to  “requested” 

“to  present  to  the  House  of  Delegates  of  the 
American  Medical  Association  at  its  next 
meeting  the  urgency  of  this  problem  and  re- 
quest an  investigation  and  report  by  its 
Council  on  Medical  Education  and  Hospitals 
and  the  Bureau  of  Medical  Economics  as  to 
the  extent  of  such  medical  need  throughout  the 
country  and  the  means  whereby  such  physi- 
cians can  be  made  available  if  and  where  they 
are  needed.” 

Your  Reference  Committee  deleted  the  word 
“instructed”  and  substituted  the  word  “re- 
quested,” therefore  otherwise  it  is  practically 
mandatory.  Often  unusual  circumstances  arise 
which  may  make  a resolution  of  this  kind,  pro- 
viding for  an  investigation  that  has  already  been 
undertaken,  embarrassing.  We  understand  that 
a similar  investigation  is  now  being  carried  on, 
and  has  been  for  the  past  several  months,  by  the 
American  Medical  Association,  and  if  it  would 
embarrass  in  any  way  the  delegates  to  the  Ameri- 
can Medical  Association  to  introduce  this  resolu- 
tion they  should  not  be  bound  to  do  so.  There- 
fore we  request  them  to  introduce  it  as  the  sense 
of  this  meeting  unless  something  occurs  that 
would  make  them  wish  not  to.  With  that  change, 
I may  say  your  Reference  Committee  recommends 
the  adoption  of  this  resolution,  and  I so  move. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried  .... 

52.  Report  of  Reference  Committee  on  New 

Business  A on  1941  Annual  Meeting 

SECTION  30 

Dr.  Edward  R.  Cunniffe:  On  the  following 
resolution  received  from  the  County  of  Erie  in 
regard  to  the  meeting  of  the  State  Society  in 
1941: 

“Whereas,  the  1941  convention  of  the 
Medical  Society  of  the  State  of  New  York  was 
originally  slated  to  be  held  in  Buffalo;  and 
“Whereas,  the  President-elect,  our  esteemed 


Dr.  James  H.  Borrell,  has  since  been  called 
to  his  reward  by  the  All  Highest;  therefore 
be  it 

“Resolved,  that  in  respectful  memory  and  in 
tribute  to  his  efforts  in  behalf  of  the  Medical 
Society  of  the  State  of  New  York  and  the 
Medical  Society  of  the  County  of  Erie,  the 
1941  convention  of  the  State  Society  be  held 
as  planned  in  the  City  of  Buffalo;  and  be  it 
further 

“ Resolved , that  we,  the  members  of  the 
Medical  Society  of  the  County  of  Erie  cor- 
dially and  sincerely  invite  the  Medical  Society 
of  the  State  of  New  York  to  hold  the  1941 
convention  in  Buffalo  in  honor  of  our  departed 
colleague,  Dr.  James  H.  Borrell,” 
we  approve  the  resolution  and  recommend  that 
the  Council  of  the  State  Society  designate 
Buffalo  as  the  meeting  place  for  1941.  I so 
move. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried  .... 

53.  Report  of  the  Reference  Committee  on 
Reports  of  the  Treasurer 

SECTION  7 

Dr.  P.  J.  DiNatale:  The  reports  of  the 
Treasurer  indicate  that  certain  changes  in  the 
conduct  of  the  affairs  of  the  Society  are  impera- 
tive and  necessary.  Your  Committee,  therefore, 
submits  with  minor  changes  the  following  recom- 
mendations of  the  Treasurer: 

1.  Approval  of  the  proposed  amendment  to 
readjust  the  Society's  fiscal  year:  However,  in 
view  of  the  immediate  necessity  of  bringing  some 
order  out  of  the  present  chaos  of  the  Society’s 
financial  affairs,  your  Treasurer  further  recom- 
mends that,  pending  the  adoption  of  this  amend- 
ment, the  House  of  Delegates  by  formal  decree, 
order  the  new  dues  year  to  begin  January  1, 
1941,  that  the  new  fiscal  year  begin  January  1, 
1941,  and  the  present  budget  as  adopted  for  the 
period  from  July  1,  1940,  to  June  30,  1941,  be 
changed  so  as  to  cover  the  period  from  July  1, 
1940,  to  and  including  December  31,  1940. 

Your  Reference  Committee  approves  the 
recommendation  of  the  Treasurer,  and  I so 
move. 

Speaker  Flynn:  I am  afraid  that  cannot  be 
done.  That  is  an  amendment  to  the  Constitu- 
tion and  has  to  lay  over  for  a year.  It  is  ruled 
out  of  order. 

Dr.  George  W.  Kosmak:  I agree  perfectly 
with  your  contention,  but  we  are  faced  with  a 
sort  of  impasse  at  the  present  time,  and  I 
thought  the  House  might  take  the  situation  into 
its  own  hands  and  temporarily  provide  for  this 
change,  which  we  hope  will  be  accepted  as  a 
permanent  thing  later  on. 

I have  discussed  this  matter  with  the  Counsel. 
He  says  we  have  no  authority  to  do  it.  However, 
he  also  admitted  that  we  might  do  it,  and 
probably  nobody  would  say  anything  about 
it. 

I would  like  the  opinion  of  Counsel  himself  on 
this  particular  point. 

Speaker  Flynn:  Mr.  Brosnan,  will  you  give 
us  your  opinion,  please? 

Mr.  Lorenz  J.  Brosnan:  There  is  not  any- 
thing in  the  Bylaws  that  provides  for  the  sus- 
pension of  the  Bylaws,  so  there  is  no  authority 
to  do  that.  I have  told  Dr.  Kosmak  it  might  be 
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a good  idea  not  to  ask  me  what  my  opinion  is 
in  this  respect.  You  cannot  do  it  legally. 

Dr.  Kosmak:  Then  let  us  do  it  illegally. 
We  have  not  had  a vote  on  it. 

Speaker  Flynn:  We  do  not  have  to.  It  is 
ruled  out  of  order. 

Dr.  Harry  Aranow:  What  is  the  result  of 
this  resolution?  The  law  is  not  being  enforced 
because  it  cannot  be  done.  What  is  the  House 
going  to  do  about  it? 

Speaker  Flynn:  We  cannot  do  a thing  ac- 
cording to  our  Constitution  and  Bylaws. 

Dr.  Louis  H.  Bauer,  Nassau:  It  is  quite 
true  that  nothing  can  be  done  legally  to  change 
this,  but  I believe  that  it  would  be  in  order  if 
the  House  were  to  pass  a resolution  to  this  effect : 
that  it  is  the  sense  of  the  House  of  Delegates 
that  it  will  not  consider  the  Council  derelict 
in  its  duty  if  it  fails  to  take  disciplinary  action 
against  any  county  society  or  individual  for 
failure  to  comply  with  the  present  Bylaws,  so 
long  as  they  have  complied  with  the  previous 
Bylaws  of  January  1 to  December  1.  That  is, 
perhaps,  not  strictly  parliamentary,  but  I think 
it  will  cover  the  situation,  and  I so  move. 

Dr.  Chas.  Gordon  Heyd,  New  York:  Mr. 
Speaker,  you  just  cannot  pass  resolutions  here 
violating  the  legality  of  trust  funds.  There  is 
just  nothing  to  be  done  but  to  put  it  on  the 
table,  and  next  year  vote  on  the  change  in  the 
Bylaws.  I,  for  one,  would  not  want  to  vote  on 
anything  that  affected  custodial  funds,  involving 
a change  in  the  Bylaws,  in  the  face  of  what  legal 
counsel  has  said,  that  it  is  illegal.  You  cannot 
sit  here  and  make  resolutions  violating  the 
law. 

Dr.  Arthur  J.  Bedell,  Albany:  Dr.  Heyd 
has  already  said  what  I had  in  mind  and  has 
answered  it  more  completely  than  I might  have 
done. 

Speaker  Flynn:  You  understand  then, 
Gentlemen,  it  is  out  of  order. 

Dr.  Samuel  J.  Kopetzky,  New  York:  I 

call  for  the  order  of  the  day. 

Dr.  DiNatale:  2.  A careful  study  of  the 
business  setup  of  the  New  York  Office,  in  order  to 
develop  a more  adequate  system  of  accounting 
and  bookkeeping,  as  well  as  efficient  office 
routine,  both  in  the  general  and  the  publication 
offices,  by  a special  committee  of  five,  including 
the  General  Manager,  the  Business  Manager  of 
the  Journal  and  Directory,  the  Treasurer,  the 
Literary  Editor,  and  a member  of  the  Board  of 
Trustees,  this  Committee  to  report  to  the  Coun- 
cil at  the  October  meeting:  Your  Reference 
Committee  approves  the  recommendation  of  the 
Treasurer,  and  I so  move. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and  was 
carried  unanimously  .... 

Dr.  DiNatale:  3.  Vesting  the  responsi- 
bility for  the  conduct  of  the  Journal  and  Directory 
production  in  a local  committee  of  the  Council 
consisting  of  the  General  Manager,  the  Business 
Manager  of  the  Journal  and  Directory,  the 
Literary  Editor,  Treasurer,  and  a member  of  the 
Board  of  Trustees:  This  recommendation  was 
concurred  in  and  approved  by  the  Reference 
Committee  on  Report  of  the  Council — Part  IV, 
Dr.  Floyd  Winslow,  Chairman.  I move  the 
adoption  of  this  portion  of  the  Treasurer’s  re- 
port. 

....  The  motion  was  seconded,  and  as  there 


was  no  discussion,  it  was  put  to  a vote,  and  was 
carried  unanimously  .... 

Dr.  DiNatale:  4.  Considering  the  appoint- 
ment of  a second  assistant  treasurer,  who  shall  be 
principal  bookkeeper,  adequately  bonded  and 
duly  remunerated,  who  shall  have  no  voice  in 
the  Council  and  be  under  direct  supervision  and 
orders  of  the  Treasurer  or  Assistant  Treasurer 
and,  surrounded  with  proper  precautions,  shall 
act  as  disbursing  officer  of  all  rotating  funds  as 
may  be  necessary  for  the  conduct  of  the  Society’s 
affairs,  to  be  set  up  by  the  Board  of  Trustees 
and  the  Treasurer:  Your  Reference  Committee 
approves  the  recommendation  of  the  Treasurer, 
and  I so  move. 

....  The  motion  was  seconded  .... 

Secretary  Irving:  I do  not  see  why  it  is 
necessary  for  this  House  of  Delegates  to  go  into 
the  question  of  the  employees,  the  subordinate 
employees  who  are  employed  by  the  Council 
through  me  or  through  the  Treasurer.  I think 
it  is  very  questionable  at  that  point. 

Speaker  Flynn:  Is  there  any  further  dis- 
cussion? 

Dr.  George  W.  Kosmak:  Mr.  Speaker  and 
Gentlemen,  I agree  in  a sense  with  the  intention 
of  Dr.  Irving.  My  purpose  in  bringing  this 
matter  before  you  was  to  ask  you  to  consider  it. 
I was  not  at  all  certain  that  you  would  give  it 
favorable  consideration,  but  in  recommending 
the  appointment  of  an  additional  official  in  the 
office,  I did  so  with  the  thought  in  mind  that  a 
great  deal  of  the  routine  work  of  the  Treasurer 
could  be  more  efficiently  carried  out. 

We  have  expanded,  as  I have  said  in  my  re- 
port, a great  deal  in  recent  years.  The  work  of 
the  Treasurer  and  the  Assistant  Treasurer  has 
become  burdensome,  especially  with  reference 
to  the  signing  of  the  numerous  small  checks  and 
salary  checks,  etc.,  and  it  was  my  belief  that 
with  the  establishment  of  a number  of  rotating 
funds,  such  as  we  already  have  in  force  in  some 
of  our  departments,  this  work  could  be  carried 
out  more  effectively. 

It  is  immaterial  to  me  how  this  assistant  is 
appointed,  whether  through  the  Council,  or 
through  the  General  Manager,  or  in  any  other 
manner.  The  only  point  I wanted  to  carry  over 
was  that  we  needed  a person  of  this  kind  to 
perform  the  work  of  the  Treasurer’s  office  more 
economically,  more  efficiently,  and  sometimes 
more  rapidly. 

I hope,  therefore,  that  you  will  approve  of  the 
suggestion.  I think  the  details  as  to  the  manner 
of  the  appointment  can  be  left  to  the  Council 
and  the  General  Manager. 

Dr.  Walter  D.  Ludlum,  Kings:  Mr. 
Speaker,  it  seems  to  me  that  we  all  would  agree 
with  Dr.  Kosmak  in  the  intention,  but  as  I read 
it  from  the  Constitution,  the  officers  of  the 
Society  shall  be  so-and-so,  so-and-so,  a Treasurer 
and  an  Assistant  Treasurer.  Therefore,  it  seems 
to  me  that  this  involves  a constitutional  pro- 
vision if  we  call  him  a second  assistant  treasurer ; 
consequently  I would  ask  the  Speaker  to  rule 
this  out  of  order,  which  will  throw  it  in  the  hands 
of  the  Council,  the  Trustees,  and  the  Executive 
Officer  to  take  care  of. 

Speaker  Flynn:  Would  you  kindly  read 
that  specific  provision  of  the  Constitution  and 
Bylaws? 

Dr.  Ludlum:  Yes,  Article  V,  Officers: 

“The  officers  of  the  Society  shall  be  a Presi- 
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dent,  a President-elect  who  shall  serve  as 
First  Vice-President,  a Second  Vice-President, 
a Secretary  and  Assistant  Secretary,  a Treas- 
urer, an  Assistant  Treasurer,  a Speaker,  and 
a Vice-Speaker  of  the  House  of  Delegates.” 

It  seems  to  me  to  name  this  man  assistant 
treasurer  or  second  assistant  treasurer  would  be 
appointing  an  officer,  which  can  only  be  done 
by  an  amendment  to  the  Constitution.  I am 
simply  seeking  an  easy  way  out  of  the  situation 
that  we  are  in,  and  I am  not  disputing  the  in- 
tentions of  the  Treasurer. 

Dr.  Arthur  J.  Bedell,  Albany:  A question 
of  information,  is  this  really  germane,  and  is  it 
not  as  the  Speaker  has  said  involving  a change  in 
the  Constitution,  which  cannot  properly  be 
acted  on  at  this  Session  of  the  House? 

Speaker  Flynn:  I thought,  myself,  that 
Dr.  Ludlum’s  point  was  well  taken,  and  I so 
rule.  It  is  out  of  order. 

Dr.  Bedell:  Right. 

Dr.  Kosmak:  May  I have  one  word  more? 
I simply  asked  in  my  report  that  the  matter  be 
considered.  I said  “consider  the  appointment  of 
a second  assistant  treasurer.”  You  can  do  it 
any  way  you  want;  as  long  as  you  give  me  the 
help,  I don’t  care. 

Dr.  Harry  Aranow,  Bronx:  Would  an 
amendment  be  out  of  order? 

Speaker  Flynn:  It  would.  The  motion  is 
out  of  order,  so  you  cannot  amend  a motion  that 
is  out  of  order.  Appointing  a new  officer  would 
require  a change  in  the  Constitution. 

Dr.  Aranow:  I am  talking  to  the  resolution 
then.  Why  not  change  the  words  “second 
assistant  treasurer,”  and  say  “assistant  in  the 
treasurer’s  department?”  That  would  im- 
mediately make  the  thing  possible. 

Speaker  Flynn:  The  motion  has  been  ruled 
out  of  order,  so  I can  entertain  no  amend- 
ments. 

Dr.  Kosmak  : But  he  is  amending  the  motion. 
Speaker  Flynn:  You  cannot  amend  a mo- 
tion that  is  out  of  order. 

Dr.  Aranow:  Would  you  mind — 

Speaker  Flynn:  The  motion  is  out  of  order. 
The  Speaker  ruled  the  motion  out  of  order. 

Dr.  DiNatale:  Your  Reference  Committee 
wishes  to  commend  the  Treasurer  on  the  diligence 
and  efficiency  with  which  he  has  conducted  the 
financial  affairs  of  the  Society.  He  has  devoted 
considerable  time  and  effort  to  this  task  and 
his  work  has  been  a large  factor  in  maintaining 
the  financial  position  of  the  Society. 

I move  the  adoption  of  the  Report  of  the 
Reference  Committee,  as  amended  and  ruled  out 
of  order. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried  .... 

54.  Report  of  Reference  Committee  on  Report 
of  Board  of  Trustees 

SECTION  8 

Dr.  Peter  J.  DiNatale:  Your  Reference 
Committee  approves  the  report  of  the  Board  of 
Trustees,  as  printed  in  the  annual  report,  ex- 
cept paragraph  No.  6.  It  is  our  opinion  that 
the  present  arrangement  with  the  bank  is  sound 
and  has  served  satisfactorily.  We,  therefore, 
recommend  the  continuation  of  the  present  ar- 
rangement. I move  the  adoption  of  the  Com- 
mittee’s recommendation. 


....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried  .... 

AUDITORS’  STATEMENT 
SECTION  7 

Dr.  DiNatale:  The  Reference  Committee 
has  read  the  auditors’  statement  and  notes  that 
the  auditors  have  made  only  a perfunctory  ex- 
amination of  the  records  of  the  Society  and  that 
they  state  that  they  did  not  make  a detailed 
audit  of  the  transactions.  Your  Committee 
feels  that  the  finances  of  the  Society  are  an 
important  item  in  the  conduct  of  the  business 
affairs  of  the  Society  and  a complete  report  and 
study  is  necessary  to  give  the  members  a true 
picture  of  the  financial  activity  of  the  Society. 
Your  Committee  recommends  that  in  the  future 
the  auditors  make  a more  comprehensive  and 
detailed  audit  and  that  such  audit  be  presented 
to  the  members  of  the  Society  in  such  a manner 
that  each  member  can  readily  understand  the 
same. 

I move  the  adoption  of  that  portion  of  the 
report. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried  .... 

Speaker  Flynn:  Just  a minute.  Dr.  Di- 
Natale! There  was  no  motion  to  accept  the 
report  as  a whole  on  the  Board  of  Trustees’ 
report. 

Dr.  DiNatale:  I make  that  motion,  to 
accept  the  report  as  a whole. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried  .... 

55.  Report  of  the  Reference  Committee  on 
Report  of  the  Council — Part  I 

POSTGRADUATE  MEDICAL  EDUCATION 

Dr.  Leo  F.  Schiff:  Your  Committee  has 
considered  the  Report  of  the  Council — Part  I. 
We  note  under  the  heading  “Postgraduate 
Medical  Education”  that  ten  Postgraduate 
Courses  had  been  given  between  July  1 and 
December  1,  1939,  and  that  eight  more  were  being 
arranged  for  up  to  July  1,  1940,  with  the  proba- 
bility of  further  requests  from  other  county 
societies. 

The  Council  Committee  on  Public  Health 
and  Education  indicate  that  the  appropriation 
may  not  be  sufficient  to  completely  carry  out 
their  program.  It  is  evident  that  the  Post- 
graduate Medical  Course  of  weekly  lectures  is 
the  type  of  postgraduate  education  that  appeals 
most  to  the  members  of  this  Society.  Inasmuch 
as  these  Postgraduate  Lectures  constitute  the 
most  tangible  contact  of  many  of  our  members 
with  the  State  organization  and  with  the  possi- 
bility of  an  increase  in  this  type  of  work  through 
the  activities  of  the  subcommittee  on  Maternal 
Welfare,  to  be  considered  later  in  this  report,  it 
is  highly  desirable  that  this  program  be  continued 
and  expanded  to  the  limit  of  funds  available  for 
this  purpose. 

We  note  that  the  Institute  on  Nutrition  and 
Diet  was  held  in  four  daily  sessions  at  intervals 
of  one  week  in  the  latter  part  of  October  and  the 
beginning  of  November. 

Although  the  attendance  did  not  meet  ex- 
pectations of  the  Committee,  a great  deal  was 
learned.  We  concur  in  the  conclusion  that  the 
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experience  would  warrant  a further  study  of 
the  situation  with  an  attempt  to  continue  the 
work  in  the  future,  particularly  along  the  lines 
of  a seminar. 

I move  the  adoption  of  this  portion  of  the 
report. 

....  The  motion  was  seconded,  and  there 
being  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried  .... 

PNEUMONIA  AND  SYPHILIS  CONTROL 

Dr.  Schiff  : The  report  shows  a continuation 
and  even  increasing  interest  in  this  subject, 
despite  the  fact  that  a fairly  complete  series  of 
programs  on  this  subject  was  given  to  the 
county  medical  societies  two  years  ago.  In  view 
of  the  frequent  introduction  of  new  drugs  and 
improvements  in  diagnostic  methods,  we  ap- 
prove the  continuation  of  this  postgraduate  work 
not  only  for  pneumonia  control  but  for  many 
other  subjects,  particularly  syphilis. 

I move  the  adoption  of  this  part  of  the  Com- 
mittee’s report. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried  .... 

Dr.  Schiff:  We  note  with  approval  the  co- 
operation of  the  Medical  College  of  Syracuse 
University,  of  the  State  Department  of  Health, 
and  of  many  individual  members  of  our  profes- 
sion in  rendering  services  which  have  helped 
not  only  to  hold  down  the  expense  of  the  post- 
graduate work  but  to  keep  it  on  a high  plane 
and  recommend  that  acknowledgment  of  these 
services  be  made  by  a vote  of  the  House  of 
Delegates. 

I move  the  adoption  of  this  part  of  the  Com- 
mittee’s report. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried  .... 

SCHOOL  HEALTH  PROGRAM 

Dr.  Schiff:  We  concur  with  the  conclusions 
of  the  group,  representing  various  organizations 
and  individuals  interested  in  this  program  called 
together  for  study  of  this  question,  that  work  in 
the  schools  “that  is  distinctly  of  a medical  nature 
should  be  under  the  direction  of  a physician  who 
should  be  responsible  to  the  executive  adminis- 
trators or  school  board,  and  not  to  them  through 
an  intermediary  person  who  is  not  a physician”; 
while  “matters  of  an  educational  nature  should 
be  in  the  hands  of  those  who  were  trained  to  be 
teachers.  ” We  further  approve  of  the  conclusion 
that  the  aims  of  School  Health  Service  should 
be  “to  provide  the  best  type  of  health  service 
possible  for  all  school  children,  whether  attend- 
ing public  or  private  schools,  in  order  to  im- 
press on  the  child  what  should  comprise  good 
medical  care,  and  that  the  advice  given  to  chil- 
dren should  be  based  only  on  complete  and  care- 
ful examination.” 

We  approve  the  recommendation  of  the  Com- 
mittee “.  . . . that  a change  be  made  in  the 
organization  of  the  present  Division  of  Health 
and  Physical  Education,  preferably  that  the 
present  bureau  of  health  service  be  transferred 
to  the  State  Department  of  Health,  but  that  if 
this  is  not  possible,  such  a division  be  organized 
in  the  State  Department  of  Education,  and  that 
to  it  be  assigned  all  medical  problems;  while 
the  teaching  of  health,  including  physical  educa- 
tion be  left,  as  at  present,  in  the  Division  of 


Physical  Education  of  the  State  Department  of 
Education,  so  that  the  teaching  of  health  would 
be  in  the  Department  of  Education,  as  hereto- 
fore, while  the  supplying  of  health  service  would 
be  either  in  the  State  Department  of  Health  or 
in  a separate  division  headed  by  a medical 
man  . . . .” 

To  this  we  would  add  an  additional  recom- 
mendation that  in  the  administration  of  Health 
Service  in  the  schools,  the  employment  of  private 
physicians  be  encouraged  wherever  possible. 

I move  the  adoption  of  this  portion  of  the 
Committee’s  report. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried  .... 

PUBLIC  HEALTH  LABORATORIES 

Dr.  Schiff:  We  commend  the  action  taken 
by  the  Council  Committee  in  reference  to  a 
memorial  presented  by  the  Council  of  the  New 
York  State  Association  of  Public  Health  Labora- 
tories in  regard  to  a more  effective  use  of  labora- 
tories by  physicians. 

I move  the  adoption  of  this  portion  of  the 
Committee’s  report. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried  .... 

OPHTHALMOLOGIC  PROBLEMS 

Dr.  Schiff:  We  approve  the  appointment 
by  the  Council  of  an  Advisory  Committee  on 
Ophthalmologic  Problems. 

I move  the  adoption  of  this  portion  of  the 
Committee’s  report. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried  .... 

CANCER 

Dr.  Schiff:  We  note  that  the  Council  Com- 
mittee on  Public  Health  and  Education  has  co- 
operated with  the  State  Department  of  Health 
in  organizing  a new  Division  on  Cancer  in  that 
Department,  and  has  been  of  assistance  in  the 
issuing  of  the  forms  used. 

I move  the  adoption  of  this  portion  of  the 
Committee’s  report. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried  .... 

4-H  CLUBS 

Dr.  Schiff:  The  Committee  has  laid  the 
foundation  for  work  with  great  possibilities  of 
expansion  in  this  service  to  the  4-H  Clubs. 
This  is  based  on  the  idea  that  Health,  one  of  the 
4-H’s,  should  be  considered  seriously  both  from 
the  viewpoint  of  health  instruction  and  actual 
health  examination  of  the  4-H  Club  members. 
The  thought  and  practice  previously  in  this 
organization  has  been  mostly  along  lines  similar 
to  those  of  judging  livestock  or  vegetable  ex- 
hibits at  a county  fair  and  the  giving  of  prizes 
for  the  healthiest  looking  child.  In  expanding 
this  thought  to  cover  health  instruction  and 
constructive  health  examination,  an  opportunity 
is  opened  for  local  medical  societies  to  take  a 
leading  part  in  the  work.  We  recommend  that 
the  Committee  continue  with  its  services  and 
enlist  the  interest  of  the  local  medical  societies 
in  the  health  work  of  the  local  4-H  Clubs. 

I move  the  adoption  of  this  portion  of  the 
Committee’s  report. 
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....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried  .... 

MATERNAL  WELFARE 
SECTION  9 

Dr.  Schiff:  This  part  of  the  report  of  the 
Council  consists  in  the  main  of  the  report  of  a 
special  committee  on  Maternal  Welfare  ap- 
pointed under  the  terms  of  a resolution  adopted 
by  the  House  of  Delegates  at  the  annual  meet- 
ing in  1937. 

The  report  cites  the  work  being  done  in  this 
field  and  notes  the  needs  of  a comprehensive 
program  for  this  state. 

In  accordance  with  the  recommendation  of 
this  special  committee,  the  Council  directed  the 
division  of  the  State  into  twelve  regions  and 
has  authorized  the  appointment  by  the  Presi- 
dent of  a regional  consultant  in  obstetrics  in 
each  region,  planning  at  a later  date  to  have 
pediatric  consultants  similarly  appointed.  The 
Council  has  approved  the  Committee’s  outline 
of  the  duties  of  these  regional  consultants  as 
follows : 

1.  Survey  of  maternity  facilities. 

2.  Stimulate  and  provide  county  societies 
with  maternal  and  child  health  program. 

3.  Provide  postgraduate  refresher  courses  so 
far  as  possible. 

4.  Distribution  of  literature  and  standards. 

5.  Accumulate  all  state  and  county  statistics 
applicable  to  the  problem  of  maternal  and 
child  welfare. 

6.  Plan  for  obstetric  conference  in  each 
county  or  in  each  region — time,  place  and 
frequency  to  depend  upon  the  amount  and 
character  of  the  material.  Preventability, 
not  responsibility,  is  to  be  discussed,  and 
controllable  factors  discovered. 

7.  Study  neonatal  deaths,  stillbirths,  and 
particularly  the  problems  of  the  pre- 
mature infant. 

We  recommend  that  the  Council’s  action  be 
approved,  and  I move  the  adoption  of  this  por- 
tion of  the  Committee’s  report. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried  .... 

Dr.  Schiff:  Space  was  provided  for  a meet- 
ing of  the  regional  consultants  with  the  Maternal 
Welfare  Committee  at  the  Waldorf-Astoria  on 
the  date  of  the  Delegates’  Meeting,  May  6. 
We  are  informed  that  only  two  of  these  con- 
sultants appeared  at  the  meeting.  Since  it  is 
highly  essential  at  least  one  conference  of  these 
regional  consultants  be  held  with  the  central 
committee  for  purpose  of  organization,  we  recom- 
mend that  another  attempt  be  made  to  hold  such 
a meeting  in  the  near  future  with  the  necessary 
traveling  expenses  for  the  consultants  paid  for 
by  the  State  Society. 

I move  the  adoption  of  this  portion  of  the  Com- 
mittee’s report. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried  .... 

Dr.  Schiff:  The  Committee  recommends 
that  it  be  given  space  in  the  State  Journal  for 
the  publication  of  material  for  the  general  prac- 
titioner under  the  heading  of  “Maternal  Wel- 
fare.” This  recommendation  has  been  adopted 
by  the  Council  and  we  recommend  its  approval 


by  this  House.  The  Committee  further  recom- 
mends, with  the  approval  of  the  Council,  that 
the  Council  Committee  on  Public  Health  and 
Education  cooperate  in  the  matter  of  post- 
graduate lectures  in  obstetrics.  We  approve  of 
this  recommendation.  Your  Reference  Com- 
mittee feels  that  the  Special  Committee  is  to 
be  commended  for  the  work  it  has  done  and  the 
plans  that  it  has  made  for  the  continuation  of 
the  work.  In  spite  of  the  apparent  meager 
results  of  great  effort  today,  we  feel  that,  now 
more  than  ever,  it  is  necessary  to  continue  with 
the  effort.  It  sometimes  take  considerable  time 
to  overcome  inertia,  but  once  that  is  accom- 
plished momentum  is  acquired  rapidly. 

The  question  has  been  brought  up  as  to 
whether  this  Special  Committee  on  Maternal 
Welfare  shall  continue  to  function  as  a Special 
Committee  or  shall  have  its  function  taken  over 
by  the  Council  Committee  on  Public  Health  and 
Education.  Maternal  Welfare  is  an  extremely 
important  subject  with  many  ramifications.  The 
present  Council  Committee  on  Public  Health 
and  Education  has  many  duties  on  its  hands. 
We  feel  that  it  would  be  better  to  continue  the 
present  Special  Committee  as  a special  advisory 
committee,  acting  under  the  Council  Committee 
on  Public  Health  and  Education,  at  least  for 
the  present,  until  the  organization  of  the  various 
regional  and  county  units  have  been  completed. 

I move  the  adoption  of  this  portion  of  the 
Committee’s  report. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried  .... 

OTHER  MATTERS 

Dr.  Schiff:  We  commend  the  cooperation 
shown  by  the  Journal  in  arranging  for  all  Public 
Health  Notes  for  publication  to  be  submitted 
through  the  Council  Committee  as  well  as  pro- 
viding for  articles  prepared  by  a member  of  the 
Committee. 

The  report  also  refers  to  legislation,  relative 
to  the  long  range  State  Health  Program  being 
promulgated  by  the  State’s  Temporary  Legis- 
lative Commission.  Since  this  part  of  the  report 
deals  only  with  information,  and,  since  the  legis- 
lative aspect  of  this  matter  is  taken  up  by  another 
reference  committee,  no  action  is  required  on 
them  by  the  House  of  Delegates. 

I move  the  adoption  of  this  portion  of  the 
Committee’s  report. 

....  There  being  no  discussion,  the  motion 
was  put  to  a vote,  and  was  unanimously  car- 
ried .... 

DEAF  AND  HARD  OF  HEARING 
SECTION  9 

Dr.  Schiff:  In  a supplementary  report  is 
recorded  the  disappointment  of  the  Council 
over  the  failure  of  the  1940  Legislature  to  pass  a 
bill  drafted  to  take  care  of  the  hard  of  hearing 
children  by  providing  lip  reading  instruction  for 
about  65,000  children  in  the  State.  The  Council 
believes  that  an  effort  should  be  made  again 
next  year  to  have  the  Legislature  pass  such  a bill. 
We  recommend  the  approval  of  this  recommenda- 
tion. 

I move  the  adoption  of  this  part  of  the  Com- 
mittee’s report. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried  .... 
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Dr.  Schiff:  And  now,  Mr.  Speaker,  I move 
the  adoption  of  the  report  of  our  Reference 
Committee  as  a whole. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried  .... 

Speaker  Flynn  : Are  there  any  other  resolu- 
tions? 

56.  Social  Security  Law — Provision  for  Physi- 

cians 

Dr.  Francis  N.  Kimball,  New  York:  I 

would  like  to  present  the  following  resolution: 
“Whereas,  the  practicing  physician  ap- 
proaches old  age  with  a declining  capacity  to 
earn  an  adequate  income;  and 
“Whereas,  the  physician  during  his  many 
years  of  activity  does  much  work  for  the  com- 
munity without  any  remuneration;  and 
“Whereas,  the  policy  of  the  Federal  Govern- 
ment is  having  a strong  trend  to  furnish 
security  in  old  age;  and 
“Whereas,  the  Government’s  Social  Security 
Program  does  not  include  provision  for  the 
physician’s  old  age;  therefore  be  it 
“ Resolved , that  we  instruct  our  delegates  to 
the  American  Medical  Association  to  intro- 
duce suitable  resolutions  to  have  the  A.M.A. 
induce  the  Federal  Government  to  extend  the 
scope  of  the  security  laws  to  make  special 
provisions  for  the  security  of  the  physicians 
in  their  old  age.” 

Speaker  Flynn:  I will  refer  this  resolution 
to  Reference  Committee  on  New  Business  B, 
of  which  Dr.  Moore  is  Chairman. 

57.  Regional  and  General  Anesthesia  Section 

SECTION  72 

Dr.  J.  Lewis  Amster,  Bronx:  I would  like 
to  present  this  resolution : 

“Whereas,  the  art  and  science  of  anes- 
thesiology (regional  and  general  anesthesia  in 
all  its  forms,  and  all  that  pertains  to  it,  in- 
cluding resuscitation  and  inhalation  therapy) 
has  made  rapid  progress  in  the  past  fifteen 
years;  and 

“Whereas,  there  are  now  more  than  400 
anesthetists  and  surgeons,  members  of  the 
Medical  Society  of  the  State  of  New  York, 
who  are  limiting  their  practice  to  anesthesia 
or  specializing  in  the  field  of  regional  anes- 
thesia; and 

“Whereas,  in  a number  of  states  there  have 
been  established  sections  on  regional  and  gen- 
eral anesthesia  or  anesthesiology  in  their  re- 
spective state  medical  societies;  and 
“Whereas,  this  specialty  has  been  recognized 
by  the  American  College  of  Surgeons,  the 
American  Hospital  Association,  the  Advisory 
Board  for  Medical  Specialties,  and  by  the 
Council  of  Education  and  Hospitals  of  the 
American  Medical  Association,  by  having  ap- 
proved the  establishment  of  the  American 
Board  of  Anesthesiology;  and 
“Whereas,  for  the  past  several  years  there 
has  been  a regular  Session  on  Regional  and 
General  Anesthesia  in  the  Medical  Society 
of  the  State  of  New  York;  now  be  it 
“Resolved,  that  a regular  Section  in  this 
specialty  be  established.” 

Speaker  Flynn:  This  will  be  referred  to 
Reference  Committee  on  New  Business  C,  of 
which  Dr.  Masterson  is  the  Chairman. 


58.  Medical  Expense  Indemnity  Insurance  Plans 

SECTION  61 

Dr.  James  L.  Reuling,  Queens:  By  instruc- 
tions of  the  Comitia  Minor  of  the  Medical  So- 
ciety of  the  County  of  Queens,  I wish  to  present 
the  following  resolution: 

“Whereas,  there  are  springing  up  many  non- 
profit medical  expense  indemnity  insurance 
companies  in  various  parts  of  the  State,  some 
of  whom  already  have  permits  to  operate;  and 
“Whereas,  solicitation  of  physician  member- 
ship either  with  or  without  registration  fee 
has  been  begun;  and 

“Whereas,  no  official  approval  has  been  given 
by  the  Medical  Society  of  the  State  of  New 
York,  and  in  most  instances,  the  local  county 
medical  societies  have  not  as  yet  been  given 
approval  to  any  plan;  therefore  be  it 
“ Resolved , that  this  House  of  Delegates  go  on 
record  as  disapproving  such  registration  by 
members  of  the  Medical  Society  of  the  State 
of  New  York  until  such  medical  expense  plans 
have  been  approved  by  the  State  Society  or  its 
component  county  societies.” 

Speaker  Flynn  : This  will  be  referred  to  the 
Reference  Committee  on  New  Business  A,  of 
which  Dr.  Edward  Cunniffe  is  the  Chairman. 

59.  Medical  Practice  Act — Study  of  Enforce- 
ment and  New  York  State  Annual  Report 

SECTION  66 

Dr.  E.  C.  Wood,  Westchester:  This  is  being 
presented  on  behalf  of  the  Medical  Society  of 
the  County  of  Westchester : 

“Whereas,  every  licensed  physician  in  the 
State  of  New  York  is  assessed  a registration 
fee  annually,  to  provide  funds  which  are  pre- 
sumably devoted  to  enforcement  of  the 
Medical  Practice  Act;  and 
“Whereas,  no  information  is  officially  and 
regularly  available  to  the  physicians  of  the 
State  of  New  York  as  to  the  methods  employed 
and  results  obtained  in  the  enforcement  of 
the  Medical  Practice  Act  by  the  State  Educa- 
tion Department;  be  it 

“ Resolved , that  the  Council  of  the  Medical 
Society  of  the  State  of  New  York  designate  a 
committee  to  study  the  enforcement  of  the 
Medical  Practice  Act,  the  personnel  em- 
ployed, procedures  used,  results  obtained,  and 
possible  improvements  in  enforcement;  and 
be  it  further 

“ Resolved , that  the  State  Education  Depart- 
ment be  requested  to  publish  an  annual  report 
on  this  subject  for  the  information  of  the 
physicians  of  the  State.” 

Speaker  Flynn:  This  resolution  will  be 
referred  to  Reference  Committee  on  New 
Business  B,  of  which  Dr.  Moore  is  Chairman. 

Are  there  any  further  resolutions? 

(There  was  no  response.) 

Speaker  Flynn  : Apparently  there  are  none. 
Are  there  any  reports  of  reference  committees? 
(There  was  no  response.) 

I thought  if  we  could  carry  on  a little  longer 
we  might  recess  until  tomorrow  morning  at 
9:30. 

Dr.  Walter  D.  Ludlum,  Kings:  I think  we 
have  too  much  business  to  leave  out  the  evening 
session  tonight. 

Speaker  Flynn:  We  have  surprisingly  little 
left. 
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60.  Reconsideration  Asked  of  Report  of  Refer- 
ence Committee  on  Report  of  the  Council — 

Part  I — Relative  to  School  Health  Program 

SECTION  55 

Dr.  Arthur  F.  Heyl,  Westchester:  A point 
of  information  relative  to  one  of  the  resolutions 
read  by  Dr.  Schiff  for  his  Committee  and  adopted 
relative  to  the  measures  being  taken  to  place  the 
responsibility  for  the  medical  phase  of  the  State 
Education  Department  in  the  hands  of  the  State 
Department  of  Health,  and  failing  that  then 
some  other  recommendation,  I believe  that  many 
of  us  were  half  asleep  when  that  resolution  was 
carried  without  discussion.  That  is  why  I 
mention  it  at  this  time,  with  the  idea  of  making 
a motion  for  reconsideration  of  that  vote  for 
this  reason:  That  a year  ago  a resolution  was 
proposed  favoring  pressure  through  the  Council 
for  the  re-establishment  of  the  former  practice 
of  having  the  head  of  the  Department  of  Educa- 
tion a physician,  and  doing  away  with  the 
present  setup  of  that  director  being  a physical 
director.  Under  this  resolution  steps  are  to  be 
taken  to  place  the  Department  in  the  hands  of 
the  State  Board  of  Health,  the  medical  phases  of 
it,  and  I am  wondering  if  that  may  not  over  a 
few  years  give  the  State  Board  of  Health  too 
much  leeway  in  the  development  through  the 
schools  of  more  and  more  bureaucratic  care 
with  an  end  that  State  Medicine  in  the  future 
will  more  easily  appeal  to  these  children  edu- 
cated under  that  setup  when  they  get  to  adult- 
hood. 

I don’t  know  whether  I have  made  it  quite 
clear,  but  I hope  I have  brought  it  up  for  a point 
of  discussion.  So  that  I move  for  reconsidera- 
tion of  that  vote. 

Dr.  Philip  I.  Nash,  Kings:  I move  that  this 
body  recess  until  9:30  tomorrow  morning. 

Dr.  Lawrance  D.  Redway,  Westchester:  I 
second  the  motion  to  reconsider. 

Speaker  Flynn:  You  both  voted  in  the 
affirmative,  so  you  have  the  right  to  make  that 
motion.  It  will  take  a two-thirds  vote. 

....  There  was  no  further  discussion,  and  the 
motion  was  put  to  a vote,  and  was  carried  .... 
( Continued  in  Evening  Session .) 


Dr.  Thomas  B.  Wood,  Kings:  I move  we 
recess  until  eight  o’clock  tonight. 

Speaker  Flynn:  Very  well,  we  will  recess 
until  eight  o’clock  this  evening. 

Dr.  Arthur  J.  Bedell,  Albany:  I move  to 
amend  that  when  we  adjourn,  we  adjourn  until 
nine  o’clock  tomorrow  morning. 

....  The  amendment  was  seconded  .... 

Speaker  Flynn:  The  motion  is  on  the 
amendment  by  Dr.  Bedell  to  recess  until  to- 
morrow morning  at  nine  o’clock.  All  those  in 
favor  of  that  amendment  say  “Aye”;  those 
opposed  say  “No.”  The  motion  is  lost. 

The  Chair  will  rule  that  we  will  recess,  there- 
fore, until  8:30  tonight. 

Dr.  Bedell:  I protest  your  ruling,  and  ask 
that  we  have  a real  decision  on  that.  There  is 
some  question. 

Speaker  Flynn:  You  have  had  a real  de- 
cision. Your  amendment  was  lost.  One  dele- 
gate wanted  us  to  adjourn  untilT8:00  and  another 
until  9:00,  so  the  Chair  ruled  8:30. 

Dr.  Bedell:  I question  the  count  as  to 
whether  it  was  lost  or  not. 

Speaker  Flynn  : Very  well,  we  will  go  back 
and  have  a recount. 

Dr.  Thomas  B.  Wood,  Kings:  In  discussing 
that  may  I say  that  we  are  here  to  complete  the 
business  tonight  according  to  the  program.  We 
have  set  aside  our  evening  for  that  purpose,  and 
if  we  now  adjourn  until  tomorrow  morning  that 
leaves  us  with  nothing  to  do  but  to  go  out  and 
perhaps  drink  some  beer,  and  nothing  will  have 
been  accomplished. 

Speaker  Flynn:  The  question  is  on  the 
amendment  of  Dr.  Bedell’s  to  recess  until  nine 
o’clock  tomorrow  morning.  All  those  in  favor 
had  better  stand. 

....  The  minority  arose  .... 

Dr.  Bedell:  I concede  it. 

Speaker  Flynn:  Now  those  in  favor  of 
coming  back  at  8:30  this  evening  will  kindly 
stand. 

....  The  majority  arose  .... 

Speaker  Flynn:  We  will,  therefore,  take  a 
recess  until  8:30  this  evening. 

....  The  session  recessed  at  6:15  p.m.  . . . 


CLINICAL  CONFERENCE  TO  BE  HELD 

The  Metropolitan  New  York  Chapter  and  the 
New  Jersey  Chapter  of  the  Association  of  Mili- 
tary Surgeons  of  the  United  States  will  hold  a 
clinical  conference  for  medicomilitary  officer 
personnel  at  United  States  Marine  Hospital, 
Stapleton,  Staten  Island,  New  York,  on  Saturday, 
June  22,  1940. 

There  will  be  general  inspection  and  ward 
rounds  at  10:30  a.m.  A special  luncheon  will  be 
served  to  visitors  at  noon  (fifty  cents  per  person). 

At  1 :00  p.m.  and  thereafter,  interesting  clinical 
presentations  will  be  held  for  groups.  Included 
on  the  agenda  are  (1)  coronary  diseases,  (2)  dis- 
eases of  the  genitourinary  tract,  and  (3)  gastric 
ulcers,  medical,  and  surgical  aspects. 

All  officers  and  prospective  officers  of  the 
medical  departments  of  the  armed  forces  of  the 
United  States  are  cordially  invited  to  be  present. 

Charles  W.  Naulty,  Jr.,  A. A.  Surgeon 


U.S.P.H.S.,  is  the  medical  officer  in  charge  of 
arrangements  of  this  worth-while  and  timely 
conference,  which  is  being  held  through  the 
courtesy  of  Surgeon  William  Y.  Hollingsworth, 
U.S.P.H.S.,  medical  officer  in  charge  of  the  hos- 
pital. Assisting  are:  Admiral  James  C.  Pryor, 
M.C.,  U.S.N.;  Colonel  Samuel  Adams  Cohen, 
Med. -Res.,  U.S.A.;  and  Lieutenant  S.  C.  Bostic, 
M.C.,  O-U.S.N.R.,  for  the  Metropolitan  New 
York  Chapter  and  Colonel  Albert  G.  Hulett, 
Med. -Res.,  U.S.A.,  Lieutenant  Colonel  Albert 
W.  Sweet,  Sn.-Res.,  U.S.A.,  for  the  New  Jersey 
Chapter. 

The  hospital  can  be  reached  by  auto  over  the 
Outerbridge  from  Perth  Amboy,  the  Goethal 
Bridge  from  Elizabeth,  or  by  municipal  ferry 
from  South  Ferry,  New  York  City,  to  St.  George 
where  city  bus  runs  every  few  minutes  to  the 
street  corner  in  front  of  the  hospital. 


The  Woman’s  Auxiliary 

To  the  Medical  Society  of  the  State  of  New  York 

Because  of  the  activities  of  the  New  York  But  we  shall  endeavor  to  give  more  detailed 
State  Convention  held  in  May,  it  has  been  news  in  the  forthcoming  issues  of  the  Jour- 
necessary  for  “County  News"  to  be  minimized.  nal. 

County  News 


Cayuga.  A recent  meeting  of  interest,  at 
which  Mr.  C.  L.  Kollenborn  of  the  Children’s 
Home,  Auburn,  gave  a talk  on  the  splendid  ac- 
tivity and  work  carried  on  at  the  home,  was  at- 
tended by  twenty-eight  members.  A social 
hour  and  bridge  followed. 

Five  members  attended  the  State  Convention 
in  New  York  City:  Mrs.  G.  C.  Sincerbeaux, 
Mrs.  S.  Karpinski,  Mrs.  B.  Cullen,  Mrs.  G. 
Adams,  and  Mrs.  H.  Bull.  At  this  time  Mrs. 
George  B.  Adams  was  elected  to  the  office  of 
president-elect  to  the  Woman’s  Auxiliary  of  New 
York  State.  The  delegates  to  the  State  Conven- 
tion from  this  county  for  1941  are  Mrs.  R.  John- 
son and  Mrs.  J.  Wiley. 

Fulton.  Although  Fulton  County  is  newly 
organized,  its  meetings  have  been  most  interest- 
ing. Dr.  A.  R.  Wilsey  and  Dr.  Everett  Perkins, 
of  Gloversville,  were  speakers  on  venereal  and 
prenatal  clinics  and  their  importance  to  a com- 
munity. Twenty  members  were  in  attendance 
and  enjoyed  the  social  hour  after  the  meeting. 

Mrs.  J.  E.  Grant  and  Mrs.  B.  G.  McKillip, 
president,  were  at  the  State  Convention. 

Kings.  The  Woman’s  Auxiliary,  of  which 
Mrs.  Milton  Bergman  is  president,  gave  a mem- 
bership tea  at  the  Neighborhood  Club,  104 
Clark  Street,  Brooklyn,  on  April  9.  Mrs.  H. 
Lilly  and  Mrs.  H.  Wilkie  were  the  speakers. 

A luncheon  meeting  was  held  on  May  28 
at  the  Herb  Garden  at  Huntington,  Long  Island. 

Queens.  Queens  County  had  at  its  April 
meeting  Dr.  Sigmund  Epstein,  of  New  York 
City,  whose  topic  was  “A  Satire  on  Surgery  and 
Art.”  A well-attended  luncheon  and  bridge 
at  the  Colonial  House  in  Flushing  was  enjoyed 
on  May  20,  followed  by  an  “Information 
Please”  program.  Mrs.  J.  M.  Dobbins,  Mrs.  M. 
Coe,  and  their  committees  are  to  be  congratu- 
lated for  the  success  of  the  affair.  Several  dele- 
gates from  Queens  County  attended  the  State 
Convention. 

Rensselaer.  The  Rensselaer  County  Auxili- 
ary held  an  interesting  meeting  at  the  Samaritan 


Hospital  in  April.  Mrs.  L.  Deal  spoke  on  the 
aims  and  purposes  of  the  Troy  Woman’s  Club. 

Mrs.  A.  W.  Benson  reported  on  health  bills, 
especially  expressing  the  deep  regret  of  the 
American  Medical  Association  at  the  defeat  of 
the  Hastings-Williams  Bill  for  Crippled  Children, 
which  means  that  some  65,000  handicapped 
children  will  not  receive  educational  training. 

The  annual  dinner-dance  was  a huge  success. 

Schenectady.  The  first  public  health  forum 
was  held  in  Schenectady  County  under  the  spon- 
sorship of  the  Woman’s  Auxiliary  with  the  aid 
of  the  Medical  Society.  The  control  of  cancer 
was  the  theme  for  the  afternoon  meeting. 

Dr.  J.  M.  Swan,  executive  secretary  for  the 
American  Society  for  the  Control  of  Cancer,  and 
Dr.  Louis  C.  Kress,  director  of  the  Division  of 
Cancer  Control  of  the  State  Department  of 
Health,  were  the  guest  speakers.  Other  topics 
discussed  were:  “Bleeding  from  the  Bowel,”  by 
Dr.  F.  L.  Sullivan;  “Lump  in  the  Breast,” 
Dr.  S.  F.  MacMillan;  “Hoarseness,”  Dr.  A.  G. 
Penta;  “Urinary  Bleeding,”  Dr.  J.  Frumkin; 
“Cancer  of  the  Cervix,”  Dr.  H.  D.  Lester; 
“Tumor  of  the  Brain,”  Dr.  I.  Shapiro. 

The  evening  meeting  was  devoted  to  topics  of 
general  interest.  Dr.  J.  M.  Blake,  director  of 
the  Schenectady  County  Tuberculosis  Sani- 
tarium, spoke  on  “What  One  Should  Know 
About  Tuberculosis”;  Dr.  A.  H.  Congdon,  on 
“Allergy  and  Its  Relation  to  Everyday  Con- 
tacts”; Dr.  A.  Grussner,  on  “Acute  Abdomen”; 
Dr.  A.  Korkosz,  on  “The  Problem  of  Varicose 
Veins”;  Dr.  C.  F.  Rourke,  on  “Asthma.” 

The  gratifying  results  of  this  institute  was 
that  three-fourths  of  the  audience  was  made  up 
of  persons  in  no  way  connected  with  the  medical 
profession. 

Sullivan.  Welcome  to  our  fold  is  the  Sullivan 
County  Auxiliary.  Mrs.  R.  S.  Breakey,  presi- 
dent, held  a meeting  at  her  home  in  Monticello, 
at  which  Mrs.  Harry  Pullman  was  the  speaker. 

This  club  is  busy  supporting  and  assisting  the 
tuberculosis  drive  of  the  Health  Association. 


Deaths  of  New  York  State  Physicians 


Name 

Age 

Howard  A.  Bayles 

62 

Nathan  Cohen 

56 

Leonard  E.  Curtice 

71 

Irving  Darche 

38 

Charles  R.  Haskin 

57 

John  W.  Keeler,  Jr. 

59 

Monroe  J.  Polk 

H.  Austin  Smith 

% 46* 

George  T.  Tyler  ,*  /■* 

66 

Louis  Wheeler*  ’ % , - ‘ 

62 

i ; 

Medical  School 

P.  & S.  N.  Y. 

L.  I.  C.  Hosp. 

Niagara 
Univ.  & Bell. 

P.  & Balt. 

Upiv.  Md.' 

P.  & vS.  N.  Y. 

N.  Y^Hota.  ' 

Medicq-Chirurg.  Phila.  ** 
Baltimore  Med. 


Date  of  Death  Residence 


May 

20 

Port  Chester 

May 

5 

Brooklyn 

March 

31 

Buffalo 

May 

17 

Brooklyn 

October 

13 

Chautauqua 

February 

8 

Hammondsport 

March 

4 

Manhattan 

May 

13 

Manhattan 

»Ma<ch 

15 

Manhattan 

MaV 

15 

Tully 

Books 


Books  for  review  should  be  sent  to  the  Book  Review  Department  at  1313  Bedford  Avenue, 
Brooklyn,  N.  Y.  Acknowledgment  will  be  made  in  these  columns  and  deemed  sufficient 
notification.  Selection  for  review  will  be  based  on  merit  and  the  interest  to  our  readers. 

REVIEWED 


Handbook  of  Skin  Diseases.  By  Leon  H. 
Warren,  M.D.  Duodecimo  of  321  pages.  New 
York,  Paul  B.  Hoeber,  Inc.,  1940.  Cloth, 
$3.50. 

Doctor  Warren  has  well  named  his  work,  for 
it  is  at  once  not  only  a handbook  and  a practical 
guide  to  diagnosis  and  treatment  of  skin  diseases 
but  a perfect  godsend  to  the  practitioner  and 
student  whose  training  in  the  selection  and 
preparation  of  the  best  remedies  for  skin  ills  has 
been  sadly  neglected.  In  the  first  of  the  two 
chapters  which  make  up  the  contents  of  this 
book,  the  author  has  given  a most  complete  and 
informative  dissertation  on  the  general  principles 
of  therapy.  In  our  opinion  this  one  chapter  is 
worth  more  than  the  price  of  the  book  itself,  and 
even  the  most  advanced  student  or  practitioner 
of  dermatology  will  find  in  its  pages  information 
of  the  greatest  value.  Every  remedy  of  any 
worth  is  estimated  and  its  method  of  exhibition 
thoroughly  explained.  Ointments,  powders, 
lotions,  pastes,  and  emulsions  of  the  various 
oils  and  fats  are  presented  in  their  best  form, 
and  the  beginner  in  dermatology  has  placed  in 
his  hands  the  wherewithal  to  become  successful. 

The  salient  features  of  some  250  skin  diseases 
are  well  but  succinctly  presented,  and  lines  of 
treatment  are  indicated  for  each.  The  author 
has  emphasized  the  internal  medical  rather  than 
the  purely  morphologic  concept  of  skin  diseases, 
a factor  which  adds  greatly  to  the  work.  The 
publishers  have  produced  a handy  desk-book 
which  measures  up  to  their  usual  standard  of  fine 
printing  and  good  taste. 

Nathan  T.  Beers 


Cardiovascular  Disease  in  General  Practice. 

By  Terence  East,  M.A.  Octavo  of  206  pages, 
illustrated.  Philadelphia,  P.  Blakiston’s  Son  & 
Co.,  1939.  Cloth,  $3.50. 

Dr.  East’s  book  is  directed  to  the  general 
practitioner  who  will  find  in  it  sound  advice  re- 
garding the  most  important  phases  of  cardiac 
disease.  Included  in  this  small  and  inexpensive 
volume  are  chapters  on  failure  of  the  peripheral 
circulation  (shock)  and  diseases  of  the  peripheral 
vessels.  Modern  mechanical  methods  for  in- 
creasing blood  flow  to  the  extremities,  so  well 
developed  in  this  country,  are  not  mentioned. 
Discussions  of  the  various  aspects  of  cardiology 
are  sensible  and  practical  but  sketchy.  There 
is  a useful  outline  of  massage  during  convales- 
cence from  heart  failure. 

Milton  Plotz 

The  Clinical  and  Experimental  Use  of  Sulfanil- 
amide, Sulfapyridine  and  Allied  Compounds. 
By  Perrin  H.  Long,  M.D.,  and  Eleanor  A.  Bliss, 
Sc.D.  Octavo  of  319  pages.  New  York,  Mac- 
millan Co.,  1939.  Cloth,  $3.50. 

Drs.  Perrin  Long  and  Eleanor  Bliss  have  writ- 
ten a book  which  will  be  eagerly  taken  up  by  all 
members  of  the  medical  profession.  It  is  a com- 
plete detailed  account  of  those  two  extraordinary 
drugs,  sulfanilamide  and  sulfapyridine,  as  well 
as  certain  other  members  of  the  same  family. 
All  that  one  wants  to  know  about  chemo- 
therapy will  be  found  in  this  low  priced  vol- 
ume. 

Andrew  M.  Babey 


MEETING  OF  THE  NEW  YORK  STATE  SCHOOL  PHYSICIANS’  ASSOCIATION  AND  NEW 
YORK  STATE  NURSE-TEACHERS’  ASSOCIATION  AT  SARATOGA  SPRINGS,  JUNE  24, 1940 


Headquarters  at  the  Grand  Union  Hotel  (All 
Sessions  Scheduled  on  Daylight  Saving  Time) 

2 : 00  p.m.  Afternoon  Session 

1.  Presidential  Address 

L.  A.  Van  Kleeck,  M.D. 

Manhasset 

2.  How  a School  Nurse-Teacher  Spends  Her 

Time 

Mary  T.  Fay 

President,  New  York  State  School  Nurse- 
Teachers’  Association 
Garden  City 

3.  The  Examination  of  School  Personnel 

E.  H.  Ormsby,  M.D. 

Amsterdam 

Discussion  opened  by  William  Ayling, 
M.D.,  Syracuse 

4.  The  Laboratory  Studies  on  and  Intensive 

Follow-up  of  High  School  Athletes  : 
L.  S.  Preston,  M.D. 

Oneida 

Discussion  opened  by  O.  A-  Greenleaf, 
M.D.,  Olean,  and  CLS.W&llace,  M.D., 
Ithaca 


7:00  p.m.  Annual  Business  Meeting  of  New 
York  State  School  Physicians’  As- 
sociation 

8:00  p.m.  Sex  Education  and  the  Schools 
Daniel  J.  Kelly 
Superintendent  of  Schools 
Binghamton 
Discussion  leaders: 

William  F.  Snow,  M.D. 

American  Social  Hygiene  As- 
sociation 
New  York  City 
Richard  W.  Weiser,  M.D. 

Public  Health  Federation 
Cincinnati,  Ohio 
William  F.  Mitchell,  M.D. 
Syracuse 

Herbert  W.  Cummings 
' V ; , State  Health  Department 
Albany 

On  Tuesday,  June  25,  at  12:15  p.m.  there  will 
bd'  a luncheon  held  by  the  New  York  State  School 
Nurse-Teachers’  Association  at  Hotel  New 
Worden.  » « , 
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METHODS  FOR  QUANTITATIVE  ESTIMATION 
OF  THE  VITAMINS 


IV.  Measurement  of  Vitamin  Bt  Activity 


• The  existence  of  the  factor  now  known  as 
vitamin  Bi  was  first  established  by  the  work 
of  Eijkmann  over  four  decades  ago.  In  1912, 
Funk  (1)  isolated  a nitrogenous  substance 
— capable  of  curing  polyneuritis — to  which 
he  applied  the  provisional  name  of  "beri- 
beri vitamine.”  Vitamin  Bi,  therefore,  is  the 
first  of  the  essential  food  factors  to  be 
termed  a vitamin. 

Despite  this  fact,  it  has  only  been  within 
recent  years  that  specific  biologic  methods 
for  estimation  of  this  vitamin — free  from 
the  serious  limitations  of  the  earlier  assay 
methods — have  become  available.  Many  of 
the  earlier  techniques  were  proposed  before 
resolution  of  the  "vitamin  B complex”  into 
its  component  factors.  In  addition,  only 
within  the  past  few  years  have  reference 
standards  of  vitamin  Bi  activity — the  stand- 
ard absorption  product  and  thiamin — be- 
come generally  and  conveniently  available 
for  use  in  the  quantitative  determination  of 
vitamin  Bj. 

As  indicated  in  a recent  review  (2),  mod- 
ern bioassay  methods  for  vitamin  Bi  are 
quite  diverse  in  detail.  It  is  hoped  that 
identification  of  this  dietary  essential  (3) 
will  soon  bring  a dependable  chemical 
method  for  its  estimation  which  will  permit 
more  extensive  and  reliable  investigation 
of  the  vitamin  Bi  activities  of  foods  than 
has  heretofore  been  possible.  Recent  ad- 
vances in  the  science  of  nutrition,  however, 
have  brought  definite  refinement  and  im- 
provement of  modern  bioassay  methods  for 
determination  of  the  antineuritic  factor. 

In  illustration,  quite  recently  a rat  cura- 
tive technique  employing  crystalline  thia- 
min chloride  as  the  Reference  Standard  was 
endorsed  by  the  U.  S.  P.  Vitamin  Advisory 
Board  (4),  for  use  in  determining  the  vita- 
min Bi  activities  of  foods  or  other  biological 


materials  which  contain  a sufficiently  high 
concentration  of  the  vitamin.  In  this  meth- 
od young  rats  (not  exceeding  50  grams  in 
weight  or  30  days  of  age)  are  maintained  on 
a specified  vitamin  Bi-deficient  diet  until 
their  body  stores  of  the  vitamin  are  de- 
pleted as  judged  by  the  onset  of  acute 
polyneuritis.  Such  depleted  animals  are 
suitable  for  use  in  the  assay  proper  pro- 
vided the  depletion  period  required  for  the 
development  of  acute  polyneuritis  has  not 
exceeded  75  days. 

To  each  properly  prepared  animal  is  ad- 
ministered a single  dose  of  the  reference 
standard  of  such  size  that  a curative  period 
of  not  less  than  5 or  more  than  15  days  will 
be  produced.  Each  animal  is  then  carefully 
observed  until  the  exact  degree  of  acute 
polyneuritis  reappears,  at  which  time  an 
appropriate  single  dose  of  the  material  un- 
der assay  is  administered.  The  duration  of 
the  cure  of  polyneuritis  is  again  observed. 
Only  data  obtained  from  successive  ad- 
ministration to  the  same  animal  of  reference 
standard  and  assay  material  (using  not  less 
than  8 rats)  are  to  be  considered.  Data  ob- 
tained from  groups  of  rats  in  which  the 
duration  of  the  cure  following  the  adminis- 
tration of  assay  material  is  equal  to  or 
greater  than  that  produced  by  the  reference 
standard  are  suitable  for  use  in  calculating 
the  vitamin  Bi  potency  of  the  materials 
under  assay. 

As  has  been  previously  described  (5),  the 
effect  of  commercial  canning  on  vitamin  Bi 
is  variable  and  in  any  specific  case  largely 
depends  upon  the  nature  of  the  product 
itself.  However,  among  the  great  variety  of 
commercially  canned  products  are  many 
foods  which — when  included  in  the  varied 
diet — will  contribute  valuable  amounts  of 
this  essential  vitamin. 


AMERICAN  CAN  COMPANY 

230  Park  Avenue,  New  York,  N.  Y. 

(1)  1912.  J.  State  Med.  20,  341.  (4)  1939.  J.  Am.  Pharm.  Assn.  28,  267. 

(2)  1938.  J.  Am.  Med.  Assn.  Ill,  927.  (5)  1939.  The  Canned  Food  Reference  Manual, 

(3)  1938.  J.  Am.  Med.  Assn.  110,  727.  American  Can  Co.,  New  York. 


We  want  to  make  this  series  valuable  to  you , so  we  ask  your  help.  Will  you 
tell  us  on  a post  card  addressed  to  the  American  Can  Company , New  York t 
N.  Y.,  what  phases  of  canned  foods  knowledge  are  of  greatest  interest  to  you? 
Your  suggestions  will  determine  the  subject  matter  of  future  articles.  This  is 
the  fifty-fifth  in  a series , which  summarize , for  your  convenience , the  con- 
clusions about  canned  foods  reached  by  authorities  in  nutritional  research. 


The  Seal  of  Acceptance  denote8  that 
the  statements  in  this  advertisement 
are  acceptable  to  the  Council  on  Foods 
of  the  American  Medical  Association. 


COPYRIGHT  1939  MEAD  JOHNSON  & CO. 


"I  DON'T  LIKE  SPINACH" 


Pablum  tastes  good  and  is  12  times  richer  than  spinach 
in  total  iron  content  besides  having  2*/2  times  the  soluble 
iron.1,2  Investigations  by  Stearns  and  Stinger,  Schlutz, 
and  Cowgill  show  that  even  such  an  iron-rich  vegetable 


as  spinach  did  not  increase  iron  storage  in  the  body,  but 
clinical  studies  of  children  have  demonstrated  that 
the  iron  in  Pablum  is  present  in  available  form.  3-4'5*6'| 
17  Bibliography  on  request 


MEAD  JOHNSON  & COMPANY,  Evansville,  Indiana,  U.S.A. 
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In  human  milk  2/3  of  the  protein  is  in  true  solution,  while  in  cow's 
milk  only  1/6  of  the  protein  is  soluble.  During  the  process  em- 
ployed in  preparing  Similac  the  soluble  proteins  in  cow's  milk  are 
increased  to  a point  approximating  the  soluble  proteins  in  human 
milk.  How  greatly  this  improves  the  digestibility  is  indicated  by 
a comparison  of  the  curd  (insoluble  calcium  paracaseinate) 
formed  by  cow's  milk,  with  the  soft  flocculent  curd  of  Similac. 
The  softer  the  curd  the  shorter  the  digestive  period.*  Similac, 
like  breast  milk,  has  a consistently  zero  curd  tension. 

* Espe  & Dye  — "Effect  of  Curd  Tension  on  the  Digestibility  of  milk"  — Amer.  Journal 
Diseases  of  Children  — 1932,  Vol.  43,  p.  62. 


WELCOME 


SIMILAR  TO 
BREAST  MILK 


COLUMBUS,  OHIO 


M&R  DIETETIC  LABORATORIES,  INC 


S.M.A.  SAVES  TIME-SAVES  MONEY 


Enough  For  24  Hours  Made  up  at  Beginning  of  Dag 


S.M.A.  is  so  easy  to  prepare. 
Enough  for  the  entire  24  hour 
period  may  be  made  up  at  the 
beginning  of  the  day  and  stored  in 
the  refrigerator  until  ready  to  feed. 
It  should  then  be  brought  to  body 
temperature  and  fed  at  prescribed 
intervals. 

S.M.A.  is  economical,  too,  be- 


cause, aside  from  orange  or  tomato 
juice  for  the  reguired  vitamin  C,  no 
other  vitamin  supplements  are  usu- 
ally necessary.  S.M.A.  provides 
vitamins  A,  Bi  and  D in  amounts 
sufficient  for  the  normal,  full-term 
infant.  When  kept  in  the  refrigera- 
tor, it  retains  its  nutritional  value 
indefinitely. 


S.M.A.  IS  ECONOMICAL.  INFANTS  RELISH  IT.  DIGEST  IT  EASILY  AND  THRIVE  ON  IT. 


Add  or 
boiled 

cuptul  ol 


S.  M.  A.  is  a food  for  infants  — derived  from 
tuberculin-tested  cow's  milk,  the  fat  of  which 
is  replaced  by  animal  and  vegetable  fats  in- 
cluding biologically  tested  cod  liver  oil;  with  the 
addition  of  milk  sugar  and  potassium  chloride; 


altogether  forming  an  antirachitic  food.  When 
diluted  according  to  directions,  it  is  essentially 
similar  to  human  milk  in  percentages  of 
protein,  fat,  carbohydrate  and  ash,  in  chemical 
constants  of  the  fat  and  physical  properties. 


S.M.A.  CORPORATION  • 8100  McC0RMICK  BOULEVARD  • CHICAGO,  ILLINOIS 
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The  baby’s  first  solid  food  always  excites 
the  parents’  interest?  Will  he  cry?  Will 
he  spit  it  up  ? Will  he  try  to  swallow 
the  spoon?  Far  more  important  than  the 
child’s  "cute”  reactions  is  the  fact  that 
figuratively  and  physiologically  this  little 
fellow  is  just  beginning  to  eat  like  a man. 


PABLUM 

is  now  supplied  in 
TWO  NEW  SIZES: 


( 1 ) 1 lb.  2 oz.  replacing  the  lib. 
size  and  offering  2 extra  ounces 
without  additional  charge;  and 
(2  ) the  new  J/2  lb.  size.  This  size 
is  small  enough  to  be  easily 
grasped  in  one  hand,  is  conve- 
nient for  traveling,  and  requires 
only  a small  outlay  of  money. 
Both  sizes  are  more  economical 
in  comparison  with  the  former 
1 lb.  size. 


IT  is  a fortunate  provision  of  Nature  that  at  the  time 
the  infant  is  ready  to  receive  the  nutritional  benefits 
of  cereal,  his  taste  is  unspoiled  by  sweets,  pastry,  condi- 
ments, tobacco,  alcohol  and  other  things  to  which  adult 
palates  and  constitutions  have  become  conditioned. 

Many  a parent,  with  limited  knowledge  of  nutrition, 
attempts  to  do  the  baby’s  tasting  for  him.  Partial  to 
sweets,  the  mother  sweetens  her  child’s  cereal.  Disliking 
cod  liver  oil,  she  wrinkles  her  nose  and  sighs:  "Poor 
child,  to  have  to  take  such  awful  stuff!”  The  child  is 
quick  to  learn  by  example,  and  soon  may  become  poor 
indeed — in  nutrition,  as  well  as  in  mental  habits  and 
psychological  adjustment. 

Appreciating  the  importance  and  difficulties  of  the 
physician’s  problem  in  establishing  and  maintaining 
good  eating  habits,  Mead  Johnson  & Company  con- 
tinue to  supply  Pablum  in  its  natural  form.  No  sugar 
is  added.  There  is  no  corresponding  dilution  of  the 
present  protein,  mineral  and  vitamin  content  of  Pablum. 
Is  this  not  worth  while? 


Pablum  consists  of  wheatmeal  (farina),  oatmeal, 
wheat  embryo,  cornmeal,  beef  bone,  alfalfa  leaf, 
brewers’  yeast,  sodium  chloride,  and  reduced  iron. 


MEAD  JOHNSON  & COMPANY,  Evansville,  Indiana, 
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Search  and  Research 

Extensive  experimentation  in  laboratory  and  clinic  is  a Searle 
requirement  before  a specialized  therapeutic  agent  is  presented 
for  your  prescription. 

Searle  research  workers  are  constantly  testing  the  merits  of 
new  chemical  compounds  with  one  objective  in  mind — to  aid 
you  in  the  quest  for  better  therapeutic  agents. 


Among  the  successful  research  products  with  which  the 
name  of  Searle  is  intimately  associated  are  the  following: 


Searle  Aminophyllin — a cardio- 
therapeutic  agent  of  high  quality,  for 
oral,  intravenous,  intramuscular  or 
rectal  administration. 

Searle  Sodium  Morrhuate  (with 
Benzyl  Alcohol) — a pioneer  in  the 
field  of  Sclerosing  Agents. 

Searle  Procaine  Borate — a prompt- 
acting infiltration  anesthetic,  slightly 


alkaline  and  readily  soluble. 

Searle  Bismuth  Sodium  Tartrate 

— for  use  in  all  stages  of  syphilis. 
Provides  73%  bismuth  in  water  solu- 
ble form. 

Searle  Gold  Sodium  Thiosulfate 
with  Sodium  Thiosulfate  — in 

stable,  buffered  solution,  ready  for 
immediate  use. 


Ethical  PJib{xn6^c\'t teals  Smc^  1&88  , 1 , > 
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Editorial 


The  Winged  Beast 

The  approach  of  Independence  Day,  1940,  finds  us  the  last  great 
Nation  at  peace,  preparing  in  a good  humored,  rambling  way  to 
readjust  our  whole  system  of  thinking  and  action  to  a new  reality — 
the  reality  of  the  swift  winged  beast,  which  has  replaced  the  four 
horsemen  of  the  Apocalypse  as  a threat  to  our  independence.  For 
our  independence  so  far  has  been  a two-dimensional  freedom.  It 
faces  now  a three-dimensional  threat,  a new  reality. 

Independence  is  not  priceless  except  in  speeches.  Our  fathers 
in  their  time  paid  in  full  in  courage,  in  money,  in  labor,  in  sweat  and 
agony  of  soul  and  body  for  that  freedom  which  we  now  enjoy  so 
recklessly.  But  the  end  is  not  yet.  The  price  has  gone  up  and  will 
rise  again!  Are  we  prepared  to  pay  it?  Nothing  compels  us. 
Part  of  the  answer  may  He  in  the  character  of  the  changes  that  have 
occurred  in  our  educational  emphasis  in  past  years.  This  includes 
our  informal  education  by  the  press,  some  advertising  philosophy 
and  practice,  as  weH  as  the  formal  instruction  in  the  schools.  It 
includes  also  the  effect  of  government  propaganda,  the  impact  of 
current  Hterature,  the  screen,  and  the  radio.  Another  part  of  the 
answer  may  He  in  the  extent  to  which  the  national  imagination  has 
been  seduced  by  the  power  of  expanding  technology.  This  has 
produced  the  shorter-hour  less-work  concept,  the  better  automobile, 
the  elaborate  school  building,  the  bigger  dam,  the  hard  road,  the 
larger  hospital,  better  explosives,  and  the  Spending-Program-for- 
Quick-ReHef.  What  more  could  anybody  want?  WeH,  for  one 
thing,  the  time  to  read  the  Annals  of  Tacitus , Dean  Merivale’s 
History  of  the  Romans  Under  the  Empire,  and  Mr.  Beesly’s  Cataline, 
Claudius  and  Tiberius;  also  Mr.  Gibbon’s  Rise  and  Fall  of  the  Roman 
Empire. 

Inevitably,  the  increased  tempo  of  the  dance  of  life  has  accentu- 
ated those  centrifugal  forces  in  the  Nation  which  have  favored 
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disunion.  We  have  had  too  much  freedom  that  we  haven’t  earned 
to  broadcast  as  ours  opinions  that  we  haven’t  thought  about  but 
merely  imported  as  we  have  imported  cheap  labor.  Slavery  split 
us  in  half,  but  it  was  on  this  single  issue  that  Lincoln  said:  “A 

house  divided  against  itself  cannot  stand.” 

Now  we  are  divided  on  many  issues  as  a result  of  the  impact  of 
imported  doctrines  upon  an  insufficiently  nationalized  population. 
Our  imported  cheap  labor  has  not  proved  so  cheap  after  all.  What 
will  the  imported  doctrines  cost  us?  If  a house  divided  against 
itself  on  a single  issue  cannot  stand,  has  it  a better  chance  divided 
on  many  issues,  especially  if  the  foundation  is  partly  undermined? 
The  mere  spending  of  money  on  a new  roof  to  hide  the  cracks  will 
be  of  very  little  help. 

Physicians  are  realists,  not  politicians.  They  have  watched  the 
growth  of  fascism  threaten  their  professional  independence,  they 
have  watched  with  apprehension  the  melting  pot  that  did  not  melt. 
They  are  aware  of  the  third-dimensional  threat.  They  have  to  be. 
For  they  will  have  to  pay  the  rising  price,  as  well  as  anybody  else, 
of  the  defense  of  American  independence  from  the  winged  beast. 

The  National  Guard 

The  issue  arising  over  the  President’s  request  for  authority  to 
call  out  the  National  Guard  is  one  that  should  interest  physicians 
vitally.  The  Guard  is  our  first  line  reserve.  Its  medical  corps  will 
be  necessarily  taxed  to  the  limit  of  its  considerable  ability  in  the 
event  that  this  Nation  while  reasserting  its  nonbelligerence,  ends 
its  fictional  neutrality  in  respect  to  the  European  war.  This  end 
is  in  sight.  Material  rearmament  is  about  to  commence.  But 
moral  rearmament  is  even  more  necessary. 

What  could  be  more  convincing  than  a demonstration  to  the  peo- 
ple of  the  country  that  the  medical  aspects  of  preparedness  were 
efficiently  organized?  It  is  immaterial  for  this  purpose  whether 
the  President  or  Congress  calls  out  the  Guard.  Anxious  mothers, 
jittery  grandmothers,  want  reassurance  that  their  sons’  medical 
needs  will  be  efficiently  cared  for.  Fathers,  mindful  of  the  in- 
eptitudes of  1917-1918  might  not  be  so  bitterly  skeptical  if  it  were 
demonstrated  to  them  that  medical  organization  of  the  reserves 
in  1940  contemplated  the  placement  of  properly  qualified  physicians, 
surgeons,  specialists,  and  technicians  in  jobs  somewhat  related  to 
their  qualifications  and  experience. 

It  would  appear  that  the  Administration  is  heedful  of  the  experi- 
ence of  1917-1918.  At  the  June  meeting  of  the  American  Medical 
Association  the  government  officially  appealed  to  this  body  for  help 
in  mobilizing  the  profession.  This  is  certainly  a step  in  the  right 
direction. 
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With  the  acceptance  of  this  offer  to  help,  we  may  be  assured  of  a 
measure  of  efficiency  not  otherwise  obtainable.  Through  state 
and  county  societies,  the  A.M.A.  can  supervise  the  classification 
of  medical  personnel  and  its  withdrawal  from  civil  practice  as  the 
need  arises.  An  additional  advantage  accrues  also  in  that  by  this 
method  of  approach  to  the  problem  of  medical  preparedness  no 
portion  of  the  nation  need  be  stripped  of  its  practitioners.  It  is  a 
proper  and  highly  commendable  application  of  the  principle  that 
control  of  medical  needs  and  services  should  be  left  in  the  competent 
hands  of  physicians. 


The  Waifs 

Physicians  should  read  with  care  the  Physicians'  Handbook  on 
Birth  and  Death  Registration  of  the  Bureau  of  the  Census,  1939, 
for  it  points  to  the  medical  problems  of  the  future.  In  spite  of  the 
rapid  increase  of  the  total  population  since  1800,  a comparison  of  the 
age  distribution  for  1880  and  1930  indicates  a much  smaller  per- 
centage in  the  group  under  25  years,  due  to  a rapidly  falling  birth 
rate  since  1915. 

This  problem  of  an  aging  population  is  one  with  which  every 
country  in  Europe  is  familiar  and  which  must  necessarily  be  aggra- 
vated by  the  current  practice  of  atomizing  the  young  people  and 
starving  the  infants  to  prove  something  or  other,  probably  the  dig- 
nity of  man. 

A by-product  of  this  turmoil  is  a large  refugee  problem  about 
which  we  are  beginning  to  hear.  Many  of  these  are  children 
in  the  age  group  under  25.  Thousands  are  homeless.  Other 
thousands  are  without  parents  or  means  of  support — while  we 
bemoan  agricultural  surpluses,  a falling  birth  rate,  and  the  loss  of 
foreign  markets.  Is  there  not  something  wrong  with  this  picture? 
The  answer  is : yes ! 

If  we  are  to  supply  Europe  with  the  materials  of  destruction, 
what  better  way  is  there  to  assure  the  foundations  of  Democracy 
than  to  demand  in  exchange  Europe’s  homeless,  unwanted  children? 
Thus  buttressed,  we  should  have  little  to  fear  for  the  future.  Or 
should  we? 


Bronchiectasis — Need  for  Prevention 

Bronchiectasis  occurs  in  one  of  two  forms,  either  the  cylindrical 
or  the  multisaccular  type,  according  to  the  severity  of  the  lesions 
and  their  location.  The  motivating  factors  in  the  production  of 
bronchiectasis  are  the  acute  infectious  diseases  of  the  upper  respira- 
tory tract  and  chronic  involvement  of  the  nasal  accessory  sinuses, 
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particularly  of  the  antrum  of  Highmore.  The  paroxysms  of  cough- 
ing and  the  profuse  foul  expectoration  lead  to  general  debility  and 
marked  dyspnea  upon  exertion.  Bronchoscopic  examination  re- 
veals a dull  red  mucosa  with  granulations  that  bleed  easily  upon 
touch.  Of  more  import  in  diagnosis  is  bronchography  with  the  in- 
stillation of  lipiodol  into  both  lungs. 

Unfortunately,  with  the  exception  of  lobectomy  in  certain  care- 
fully selected  cases,  treatment  is  palliative.  Even  bronchoscopic 
aspiration  at  stated  intervals  does  not  result  in  a cure  but  merely 
serves  to  lessen  the  severity  of  the  symptoms.  It  is  for  this  reason 
that  it  is  so  essential  for  both  parents  and  physician  to  be  aware  of 
the  dangers  of  constant  postnasal  dripping  from  a chronically  in- 
fected sinus  into  the  bronchial  tree.  Especially  in  children,  this, 
above  all,  will  eventually  produce  a bronchitis,  which,  if  not  quickly 
remedied,  becomes  the  forerunner  of  a bronchiectasis.  Bloch  and 
Francis1  feel  that  the  preventive  phase  of  the  subject  has  been  defi- 
nitely neglected  and  that  there  has  been  too  much  laxity  in  the 
attention  given  to  the  child  suffering  from  sinusitis  and  mild  forms 
of  bronchitis.  While  in  many  instances  a change  to  a dry  climate 
will  favorably  influence  these  precursors  of  a bronchiectasis,  there 
are  others  in  which  more  intensive  therapy  to  the  focus  is  required. 
Unless  these  are  carried  out  early  and  vigorously  the  incidence  of 
this  disabling  disease  will  not  decrease. 

1 Bloch,  R.  G.,  and  Francis,  B.  F.:  Am.  Rev.  Tuberc.  38:  651  (1938). 


Effective  Preventive  of  Surgical  Shock 


The  debilitated  patient  who  presents 
himself  for  a surgical  procedure,  in  whom 
there  has  occurred  a marked  loss  in  weight 
and  strength  and  a secondary  anemia,  is 
most  apt  to  go  into  shock  during  or  fol- 
lowing operation.  It  is  easier  to  prevent 
shock  than  to  treat  it  after  it  becomes 
manifest,  and  it  is  in  this  connection  that 
the  brilliant  work  of  Perla,  Freiman, 
Sandberg,  and  Greenberg1  is  of  outstand- 
ing clinical  significance. 

In  1933  Harrop  and  Weinstein2  drew 
attention  to  the  close  similarity  of  acute 
adrenal  insufficiency  and  shock.  Perla 
and  his  associates,  using  the  synthetic 
chemical  hormone  of  the  adrenal  cortex — 
desoxycorticosterone — were  able  to  pre- 
vent the  appearance  of  surgical  shock  in 
elderly  people  who  underwent  extensive 
procedures  such  as  resections  of  the  colon 
and  rectum,  pneumonectomy,  thoraco- 


plasty, and  amputations,  among  others. 
In  addition  to  a high  protein  diet  rich  in 
vitamins  and  caloric  values,  sodium  chlo- 
ride is  given  by  mouth  in  capsules  of  10 
Gm.  daily.  For  at  least  two  days  prior 
to  operation,  preferably  for  one  week,  the 
patient  is  given  5 mg.  of  desoxycortico- 
sterone daily;  this  is  continued  postopera- 
tively,  reducing  the  dosage  gradually  so 
as  to  permit  the  adrenals  to  resume  func- 
tioning without  a too  sudden  transition. 
The  recent  publication  of  Perla’s  report 
accounts  for  the  lack  of  corroborative 
published  clinical  evidence  as  yet,  but  in- 
quiry has  elicited  from  surgeons  who  have 
used  this  means  of  shock  prevention  ex- 
tremely favorable  reports  of  its  effective- 
ness. 

1 Perla,  D.,  Freiman,  D.  G.,  Sandberg,  M.,  and  Green- 
berg, S.  S.:  Proc.  Soc.  Exper.  Biol.  & Med.  43:  397 

(Feb.)  1940.  , m 

2 Harrop,  G.  A.,  and  Weinstein,  A.:  J.  Exp.  Med.  57: 

305  (1933). 


VITAMIN  K DEFICIENCY  IN  THE  ABSENCE  OF  JAUNDICE 


Thomas  T.  Mackie,  M.D.,*  New  York  City 
{From  the  Gray  Laboratory  of  the  Roosevelt  Hospital) 


Spontaneous  hemorrhage  has  long 
been  recognized  to  be  one  of  the 
striking  phenomena  that  result  from  an 
insufficient  supply  of  vitamin  C.  Dam,1 
in  1929,  suspected  the  existence  of  a 
second  factor  when  he  observed  that 
chicks  maintained  on  a fat-free  diet  de- 
veloped a hemorrhagic  diathesis.  He 
subsequently  extended  these  observa- 
tions, noted  that  the  development  of  the 
hemorrhagic  state  was  accompanied  by 
a fall  in  the  prothrombin  concentration 
of  the  blood,  and  gave  the  name  “ko- 
agulations  vitamin”  or  vitamin  K to  the 
specific  dietary  factor.2'3  This  was  shown 
to  be  a fat-soluble  constituent  of  green 
leafy  plants  such  as  spinach  and  alfalfa,4 
exerting  a curative  effect  upon  the  hemor- 
rhagic diathesis  produced  by  prothrom- 
bin deficiency.5  Almquist  and  his  as- 
sociates6 likewise  demonstrated  that  vita- 
min K is  produced  by  bacterial  action 
in  putrefying  fish  meal. 

Shortly  thereafter,  pure  crystalline 
vitamin  K was  isolated  in  two  forms: 
Ki  from  alfalfa  and  K2  from  fish  meal.7 
Both  were  found  to  be  1,4-naphtho- 
quinones, differing  slightly  in  chemical 
structure.  Study  of  related  substances 
revealed  vitamin  K activity  only  among 
1,4-naphthoquinone  compounds.8  Fol- 
lowing elaboration  of  the  chemical  struc- 
ture, several  antihemorrhagic  quinone 
derivatives  were  synthesized;  2-methyl- 
1, 4-naphthoquinone  is  the  most  potent 
of  these  derivatives.9 

An  abnormal  tendency  to  hemorrhage 
is  one  of  the  well-known  complications 
of  hepatic  disease,  especially  in  the 
presence  of  jaundice.  This  has  been 
attributed  to  the  development  of  pro- 
gressively rising  portal  venous  pressure 


♦With  the  assistance  of  Ruth  Bach,  M.A. 


in  cirrhosis  and  the  rupture  of  varices. 
In  jaundice  it  has  been  ascribed  to  in- 
creased permeability  of  vascular  walls 
and  failure  of  the  coagulation  mechanism, 
supposedly  the  effect  of  cholemia.  Quick, 
Stanley-Brown,  and  Bancroft10  first  called 
attention  to  the  deficiency  of  prothrom- 
bin in  the  blood  of  jaundiced  individuals. 
Hawkins  and  Brinkhous11  demonstrated 
marked  decrease  of  prothrombin  in  dogs 
following  the  establishment  of  complete 
external  biliary  fistulas.  They  further 
showed  that  the  deficiency  of  prothrom- 
bin in  these  animals  could  be  corrected 
by  the  feeding  of  bile  salts  with  an  ade- 
quate diet.  The  role  of  the  liver  in  the 
maintenance  of  normal  prothrombin 
values  has  been  shown  by  the  production 
of  marked  prothrombin  deficiency  in 
experimental  chloroform  intoxication.12 

It  thus  became  apparent  that  normal 
prothrombin  values  in  the  blood  were 
dependent  upon  several  factors.  A suf- 
ficient supply  of  vitamin  K must  be 
available.  Since  it  is  a fat-soluble  sub- 
stance, its  absorption,  like  that  of  the 
other  fat-soluble  vitamins,  requires  the 
presence  of  bile  salts  in  the  intestine.15 
The  absorptive  function  of  the  intestine 
must  not  be  impaired.  The  liver  must 
be  functionally  active. 

Demonstration  of  the  role  of  vitamin 
K in  the  maintenance  of  normal  pro- 
thrombin values  promptly  led  to  success- 
ful clinical  trial  in  cases  of  obstructive 
jaundice.13'14  These  initial  reports  have 
been  amply  confirmed  by  many  other  in- 
vestigators. 

The  majority  of  the  communications 
dealing  with  avitaminosis  K have  dis- 
cussed the  incidence  and  clinical  signifi- 
cance of  this  deficiency  state  in  obstruc- 
tive jaundice  and  in  advanced  hepatic 
disease.  Prothrombin  deficiency,  how- 
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ever,  has  been  encountered  in  other  con- 
ditions. Brinkhous,  Smith,  and  Warner16 
first  observed  hypoprothrombinemia  in 
normal  infants,  and  an  extremely  low 
level  in  one  case  of  hemorrhagic  disease 
of  the  newborn.  It  was  shown  subse- 
quently that  administration  of  vitamin  K 
corrects  this  abnormality. 17 

Snell  and  his  co-workers14, 18,19  have 
reported  occasional  instances  of  vitamin 
K deficiency  in  ulcerative  colitis,  pol- 
yposis of  the  colon,  sprue,  and  gastro- 
jejuno-colic  fistula.  Stewart  and 
Rourke,20  likewise  have  observed  hypo- 
prothrombinemia occasionally  in  condi- 
tions other  than  jaundice  and  extensive 
hepatic  disease. 

Recently,  Kark  and  Lozner21  have  re- 
ported 4 cases  of  avitaminosis  K occurring 
in  known  deficiency  disease  of  nutritional 
origin. 

Our  experience  indicates  that  significant 
vitamin  K deficiency  in  the  absence  of 
jaundice  or  advanced  hepatic  disease 
may  occur  more  commonly  than  is  gener- 
ally believed.  This  warrants  additional 
emphasis. 

Methods 

The  prothrombin  determinations  have 
been  made  on  fasting  blood  using  the 
method  of  Quick,22  with  the  exception  of 
2 early  cases  which  were  studied  by  the 
method  of  Quick,  Stanley-Brown,  and 
Brancroft.10  We  have  considered  ab- 
normal a prothrombin  time  of  thirty 
seconds  or  above.  In  each  case  the 
fasting  blood  ascorbic  acid  values  have 
been  determined  by  the  method  of 
Farmer  and  Abt.23  In  the  accompanying 
graphs  the  prothrombin  time  is  plotted 
in  seconds.  The  ascorbic  acid  is  ex- 
pressed in  milligrams  per  hundred  cubic 
centimeters  of  blood  and  is  plotted  against 
the  normal  ascorbic  acid  zone  previously 
determined  by  studies  of  apparently 
healthy  adults.24 

Results 

Two  hundred  and  seventy-seven  in- 
dividuals presenting  a wide  variety  of 
medical  and  surgical  conditions  have  been 
investigated.  Seventy-one  of  these  pre- 


sented elevated  prothrombin  times. 
Fifty-seven  had  no  jaundice  or  other 
evidence  of  advanced  disease  of  the  liver 
or  the  bile  ducts. 


TABLE  1. — Hypoprothrombinemia  Without  Jaun- 
dice or  Hepatic  Disease 


Chronic  ulcerative 
colitis 

28 

Chronic  hemorrhagic 
diathesis 

1 

Peptic  ulcer 

9 

Lung  abscess 

1 

Regional  enteritis 

3 

Cardiac  insufficiency 

1 

Lobar  pneumonia 

3 

Pernicious  anemia 

1 

Gastritis 

1 

Retroversion  of  uterus 

1 

Carcinoma  of  stomach 

1 

Hypothyroidism 

1 

Acute  appendicitis 

1 

Dietary  deficiency 

1 

Carcinoma  of  rectum 

1 

Sprue 

1 

Postpartum  hemor- 
rhage 

1 

Banti’s  syndrome 

1 

The  57  cases  of  avitaminosis  K without 
jaundice  were  distributed  among  eighteen 
different  conditions  (Table  1).  It  is 
important  to  point  out,  however,  that 
the  distribution  is  not  statistically  valid. 
We  have  been  particularly  interested  in 
chronic  ulcerative  colitis,  peptic  ulcer, 
and  regional  enteritis.  Consequently  we 
have  studied  a disproportionate  number 
of  these  cases  in  comparison  with  the 
other  conditions  listed.  It  is  important, 
however,  to  emphasize  that  vitamin  K 
deficiency  may  be  encountered  in  a wide 
variety  of  disease  states.  In  certain  in- 
stances it  may  be  clinically  significant 
and  accompanied  by  serious  hemorrhage. 

Case  Reports 

Case  1. — R.  P.,  aged  30,  Italian  housewife, 
gave  a four-year  history  of  chronic  ulcerative 
colitis.  Five  weeks  prior  to  admission  recurrence 
developed  with  increasing  diarrhea  and  rectal 
bleeding.  Throughout  this  period  her  diet  was 
restricted  to  farinaceous  foods  and  boiled  meats 
without  fruits,  fruit  juices,  or  vegetables. 

Physical  examination  revealed  nothing  of  note. 
At  proctoscopy  the  rectal  mucosa  was  seen  to 
be  swollen,  acutely  inflamed,  and  oozing  blood 
profusely.  The  fasting  blood  cevitamic  acid 
was  0.2  mg.  per  hundred  cubic  centimeters  (Fig. 
1). 

She  was  instructed  to  take  a properly  balanced 
diet  and  was  followed  in  the  outpatient  depart- 
ment for  two  weeks.  She  was  then  hospitalized 
because  of  continued  diarrhea  and  blood  loss  and 
slight  hematemesis  on  two  occasions. 

On  admission,  the  blood  cevitamic  acid  was 
1.1  mg.  and  the  prothrombin  time  forty-seven 
seconds.  There  was  no  jaundice.  On  dietary 
management  alone  the  blood  vitamin  C values 
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Fig.  1.  Vitamin  K deficiency  in  the  absence 
of  jaundice. 


remained  within  or  above  the  normal  zone  and 
the  prothrombin  time  returned  to  normal. 

Case  2. — R.  J.,  aged  28,  white  American 
man,  was  admitted  to  the  hospital  on  December 
29,  1938,  with  a history  of  recurring  attacks  of 
hematemesis  for  twelve  years,  the  last  occurring 
three  months  previously.  Laparotomy,  with 
exploration  of  the  stomach  and  duodenum,  had 
been  performed  in  1928,  and  gastroenterostomy 
had  been  performed  in  1933  because  of  suspected 
but  unproved  peptic  ulcer. 

On  examination  there  was  marked  pallor. 
The  superficial  veins  of  the  abdominal  wall  were 
distended  and  filled  from  below.  The  spleen 
was  much  enlarged,  hard,  and  apparently  fixed. 
The  liver  was  not  palpable.  There  was  no 
ascites. 

Admission  blood  count  revealed  hemoglobin 
39  per  cent  (Sahli),  erythrocytes  3,300,000, 
leukocytes  3,300,  polymorphonuclears  74  per 
cent,  lymphocytes  22  per  cent,  and  monocytes 
4 per  cent.  The  platelet  count  ranged  from 
100,000  to  170,000  on  repeated  estimations. 
The  icterus  index  was  4.6,  the  bleeding  time  two 
and  one-half  minutes,  and  the  clotting  time  two 
minutes.  Urinalyses  were  not  abnormal.  The 
Wassermann  and  Kline  tests  were  negative. 
Gastrointestinal  x-ray  series,  performed  later 
in  the  period  of  hospitalization,  revealed  a much 
elevated  left  leaf  of  the  diaphragm,  a greatly 
enlarged  spleen,  cardiospasm  with  dilatation  of 
the  lower  third  of  the  esophagus,  hypertro- 
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Fig.  2.  Vitamin  K deficiency  in  the  absence 
of  jaundice. 

phic  gastritis,  and  a functioning  gastroenter- 
ostomy with  suggestive  evidence  of  marginal 
ulcer. 

Severe  hematemesis  occurred  the  day  after 
admission  and  was  repeated  several  times  in  the 
following  forty-eight  hours.  His  condition  be- 
came grave,  and  repeated  transfusions  were  re- 
quired. Nothing  was  permitted  by  mouth  until 
the  seventh  day  when  progressive  Sippy  regimen 
was  begun.  Subsequent  exploration  revealed 
an  inoperable  and  greatly  enlarged,  widely  ad- 
herent spleen  with  extensive  collateral  circula- 
tion. It  was  felt  that  the  findings  warranted 
classification  within  the  group  of  the  Banti 
syndrome. 

The  initial  vitamin  assay  on  January  4 showed 
a blood  cevitamic  acid  value  of  1.1  mg.  per  hun- 
dred cubic  centimeters  (Fig.  2).  The  vitamin  C 
values  remained  within  the  normal  range 
throughout  the  period  of  observation.  The  pro- 
thrombin time,  however,  was  fifty-nine  seconds, 
and  the  day  following,  sixty-two  seconds.  A 
fall  to  normal  was  followed  by  a rise  to  two 
minutes  and  twenty  seconds  on  January  17. 
Thereafter  it  fell  to  forty-five  seconds  and  rose 
again  to  one  minute  and  thirty-five  seconds. 
Following  this,  it  returned  to  and  remained  at 
the  normal  level. 

There  was  no  jaundice.  The  observed  eleva- 
tions of  prothrombin  time  were  not  accompanied 
by  further  bleeding.  Neither  vitamin  K nor 
bile  salts  were  given. 
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SPRUE  - CHRONIC  INTESTINAL  OBSTRUCTION 
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Fig.  3.  Vitamin  K deficiency  in  the  absence 
of  jaundice. 

Case  3. — E.  P.,  aged  35,  American  woman, 
first  seen  in  May,  1938,  gave  a history  of  sprue, 
which  developed  in  1931  while  she  was  a resident 
in  the  American  tropics.  A year  later  she  was 
brought  home  in  grave  condition  but  responded 
well  to  dietary  treatment.  Relapses  of  active 
sprue  recurred,  however,  every  four  or  five 
months.  Bilateral  oophorectomy  for  cystic 
disease  of  the  ovaries  was  performed  in  1934, 
and  supravaginal  hysterectomy,  because  of 
endometriosis,  in  May,  1937.  The  latter  pro- 
cedure was  complicated  by  postoperative  hemor- 
rhage requiring  reoperation.  In  October  of  that 
year,  following  a period  of  gradually  increasing 
symptoms  of  chronic  intestinal  obstruction,  an 
acute  obstruction  occurred,  necessitating  sur- 
gical intervention.  Obstructive  symptoms  re- 
curred early  in  1938,  and  partial  resection  of  the 
small  intestine  was  performed.  During  the 
spring  and  summer  of  that  year  she  presented 
the  picture  of  chronic  sprue  and  progressing 
partial  intestinal  obstruction.  In  August  it 
again  became  necessary  to  perform  a laparotomy. 
The  pelvic  colon  was  freed  from  a mass  of  old 
adhesions.  Similar  involvement  of  the  distal 
ileum  could  be  only  partly  corrected. 

Some  improvement  followed,  but  persisting 
signs  of  chronic  obstruction  necessitated  re- 
admission to  the  hospital  in  December.  She 
showed  a muddy  pigmentation  of  the  skin  with- 
out jaundice.  The  tongue  was  red  and  some- 
what sore.  Painful  distention  of  the  abdomen 


occurred  daily,  frequently  requiring  morphine, 
and  visible  peristalsis  was  present  over  the 
entire  abdomen,  accompanied  by  retraction  of 
the  right  lower  quadrant  scar.  The  tendon 
reflexes  in  the  lower  extremities  were  dimin- 
ished. There  was  no  calf-muscle  tenderness. 

Macrocytic  anemia  of  moderate  grade  was 
present.  The  blood  calcium  was  8.7  mg.  per 
hundred  cubic  centimeters.  Glucose  tolerance 
test  gave  a flat  blood  sugar  curve  with  a high  of 
100  mg.  Stools  were  liquid,  fermenting,  and 
contained  excess  starch,  neutral  fat,  and  fatty 
acids.  Barium  enemas  revealed  a flaccid,  dilated 
colon  without  evidence  of  obstruction. 

Laparotomy  followed  by  direct  transfusion 
was  performed  on  January  6,  1939.  An  exten- 
sive mass  of  old  adhesions,  involving  the  terminal 
ileum,  the  cecum,  and  the  ascending  colon,  was 
freed.  Convalescence  was  uneventful. 

Since  the  possibility  of  a complicating  defi- 
ciency state  was  feared,  repeated  blood  vita- 
min determinations,  including  prothrombin 
times,  were  made  (Fig.  3).  The  blood  cevitamic 
acid  values  remained  in  the  normal  zone,  or 
above,  throughout  the  period  of  observation. 
On  January  4,  two  days  before  operation,  the 
prothrombin  time  was  one  minute  and  three 
seconds.  Consequently  on  this  day  and  the  day 
following  she  was  given  4 cc.  of  vitamin  K con- 
centrate approximately  equivalent  to  2,000 
units.  Bile  salts  were  not  administered.  On 
January  5 the  prothrombin  time  was  thirty-two 
seconds.  On  the  morning  of  operation  it  had 
risen  again  to  one  minute  and  two  seconds. 
On  the  fourth  postoperative  day  it  was  thirty- 
seven  seconds,  and  on  the  sixth  day  two  minutes 
and  twenty-two  seconds.  In  the  course  of  the 
next  two  weeks  the  prothrombin  times  fluctuated 
from  one  minute  and  forty-five  seconds  to  two 
minutes,  falling  to  normal  at  the  beginning  of  the 
fourth  week.  Since  there  was  no  evidence  of 
bleeding,  neither  vitamin  K nor  bile  salts  were 
given  in  the  postoperative  period. 

Case  4. — S.  B.,  aged  21,  white  American  man, 
was  admitted  in  September,  1938,  with  a six 
weeks’  history  of  severe  and  progressing  ulcera- 
tive colitis. 

He  was  much  emaciated  and  pale.  The 
tongue  was  smooth  but  not  inflamed.  Aphthous 
ulcers  were  present  in  the  buccal  mucosa.  The 
skin  was  dry,  and  moderate  hyperkeratosis  was 
present.  Hyperesthesia  and  paresthesia  were 
present  over  the  dorsum  of  the  right  foot.  The 
right  patellar  reflex  was  less  active  than  the  left. 
Proctoscopic  examination  revealed  an  acute 
diffuse  inflammatory  process,  which  barium 
enema  showed  to  extend  throughout  the  colon. 
There  was  a moderately  severe  anemia  with 
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Fig.  4.  Vitamin  K deficiency  in  the  absence 
of  jaundice. 


macrocytes  and  nucleated  red  cells  in  the  stained 
film. 

During  the  succeeding  weeks  he  presented 
many  of  the  clinical  phenomena  of  pellagra. 
This  was  controlled  by  parenteral  liver  extract 
and  nicotinic  acid  by  mouth.  Two  perirectal 
abscesses  required  incision  and  drainage.  The 
patient’s  general  condition  became  increasingly 
unsatisfactory  with  progressive  weight  loss, 
septic  temperature,  and  slight  hematuria. 

By  mid-December  radical  surgery  seemed  to 
offer  the  only  hope,  despite  the  recognized  haz- 
ard. Iliostomy  was  performed  on  December  10. 
His  condition  remained  reasonably  satisfactory 
for  five  days.  On  the  sixth  day  the  situation 
suddenly  became  critical.  The  entire  body  was 
studded  with  petechiae.  There  was  a massive 
subcutaneous  hemorrhage  involving  the  entire 
left  leg  and  thigh.  The  iliostomy  drainage  con- 
sisted of  tarry  material  giving  a strongly  positive 
benzedrine  reaction,  and  there  was  gross  hema- 
turia. There  was  no  reduction  in  blood  platelets. 
Death  occurred  nine  days  later  without  further 
evidence  of  bleeding. 

Because  of  a suspicion  of  subclinical  scurvy, 
he  was  placed  on  300  mg.  of  cevitamic  acid  by 
mouth  daily  immediately  upon  admission. 
Blood  “C”  determinations  thereafter  (Fig.  4) 
were  within  normal  limits  until  November  4, 
when  the  blood  cevitamic  acid  had  fallen  to 
0.4  mg.  per  hundred  cubic  centimeters.  The 
daily  dose  of  cevitamic  acid  was  then  increased 


Fig.  5.  Vitamin  K deficiency  in  the  absence 
of  jaundice. 


to  400  mg.  Meanwhile  the  diet  was  supple- 
mented by  the  juice  of  four  lemons  each  day. 
On  December  8,  two  days  prior  to  operation,  the 
blood  vitamin  "C”  was  0.7  mg.  Although  all 
medications  were  discontinued  the  morning  of 
operation,  fruit  juices  were  given  that  day  and 
each  day  thereafter.  Soft  diet  was  started  the 
third  postoperative  day. 

The  sudden  development  of  shock  accompany- 
ing the  hemorrhage  on  the  sixth  day  made  it 
impossible  to  do  a blood  vitamin  determination 
prior  to  the  institution  of  emergency  therapy. 
This  consisted  of  transfusion  of  750  cc.  of  citrated 
blood  and  1.0  Gm.  of  cevitamic  acid,  intra- 
venously. Some  hours  later  the  blood  vitamin 
"C”  was  found  to  be  1.3  mg.  per  hundred  cubic 
centimeters.  This  finding,  together  with  the 
value  of  0.7  mg.  two  days  prior  to  operation  and 
the  daily  administration  of  fruit  juices  through- 
out the  preoperative  and  postoperative  period, 
led  us  strongly  to  believe  that  the  bleeding  was 
not  the  result  of  a cevitamic  acid  deficiency. 
The  following  morning  the  prothrombin  time 
was  found  to  be  three  minutes  and  twelve 
seconds.  Vitamin  K,  equivalent  to  2,500  units, 
was  given  by  mouth  on  December  18,  2,000 
units  on  December  19,  20,  21,  and  22.  Since 
there  was  no  jaundice,  bile  salts  were  not  given. 
On  December  21  the  prothrombin  time  had 
fallen  to  thirty- one  seconds  and  on  the  following 
day  to  twenty-nine  seconds.  Two  days  after 
discontinuing  the  “K”  concentrate,  the  pro- 
thrombin time  again  rose  to  sixty-two  seconds. 

Case  5. — E.  R.,  aged  41,  white  American 
woman,  was  admitted  on  April  16,  1939.  In 
1936  she  developed  a remittent  watery  diarrhea, 
with  six  to  seven  stools  a day  without  blood  or 
mucus  and  unaccompanied  by  cramps  or  tenes- 
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Fig.  6.  Vitamin  K deficiency  in  the  absence 
of  jaundice. 


mus.  A diagnosis  of  mild  ulcerative  colitis  was 
made  in  1937.  In  July  of  that  year  panhysterec- 
tomy and  appendectomy  were  performed.  Con- 
valescence was  accompanied  by  further  and 
progressive  loss  of  weight. 

In  February,  1938,  she  was  hospitalized  be- 
cause of  an  attack  of  hematuria.  X-rays  of  the 
kidneys  were  said  to  be  negative.  She  was  told 
that  her  blood  clotting  mechanism  was  abnormal 
and  was  given  three  transfusions.  Two  months 
later  she  was  again  hospitalized  because  of  neu- 
ritis of  the  left  leg.  There  was  a prolonged 
epistaxis  and  later  a left  saphenous  phlebitis. 
Diarrhea  recurred,  and  her  weight  fell  to  78 
pounds.  Subsequently,  blood  appeared  in  the 
stools,  and  she  began  to  bleed  from  the  gums. 

In  February,  1939,  she  was  transferred  to 
another  institution  where  a prolonged  prothrom- 
bin time  was  found.  She  was  treated  intermit- 
tently with  Klotogen  and  bilron.  In  the  course 
of  this  admission  an  attack  of  acute  tetany  oc- 
curred, and  later  severe  peripheral  neuritis  oc- 
curred with  wrist  drop,  weakness  of  the  muscles 
of  the  neck,  and  difficulty  of  deglutition.  Treat- 
ment by  intravenous  thiamin  chloride,  intra- 
muscular liver  extract,  and  transfusion  resulted 
in  some  improvement. 

At  this  time  she  was  transferred  to  the  Gray 
Service  of  the  Roosevelt  Hospital.  She  was 
greatly  emaciated,  weighing  only  73 V2  pounds. 
The  skin  was  dry,  scaly,  and  presented  a diffuse, 
muddy,  brownish  pigmentation.  A reddish 
indurated  eruption  with  scattered  purulent 
vesicles  was  distributed  over  the  molar  regions 
and  the  lids  of  both  eyes.  The  abdomen  was 
distended,  tense,  and  tympanitic.  The  super- 
ficial veins  were  somewhat  dilated.  The  liver 
and  spleen  could  not  be  felt.  Patellar  and 
achilles  reflexes  were  absent.  There  was  moder- 
ate calf -muscle  tenderness. 


The  hemoglobin  was  78  per  cent  (Sahli), 
erythrocytes  3,900,000.  The  serum  calcium 
was  9.8  mg.  and  the  phosphorus  5.5  mg.  per 
hundred  cubic  centimeters.  The  icterus  index 
was  3.5.  Gastric  analysis  with  histamine  stimu- 
lation revealed  a free  hydrochloric  acid  of  111. 
The  stools  contained  excess  fat  and  fatty  acid 
crystals.  Roentgenologic  examination  of  the 
small  intestine  showed  an  extensive  sclerosing 
type  of  enteritis.  The  blood  cevitamic  acid 
was  0.2  mg.,  and  the  prothrombin  time  was 
fifty-one  seconds  (Fig.  5). 

She  was  given  a general,  high  caloric  diet 
supplemented  by  large  dosage  of  vitamins  A, 
C,  D,  thiamin  chloride,  and  brewers’  yeast. 
Diarrhea  was  controlled  by  codeine  and  pare- 
goric. No  vitamin  K or  bile  salts  were  given. 

Sustained  rise  of  the  blood  cevitamic  acid  oc- 
curred immediately.  The  prothrombin  time 
fell  to  thirty-seven  seconds.  Appetite  im- 
proved and  weight  increased  satisfactorily. 
The  prothrombin  time  gradually  rose  to  one 
minute  and  thirty-four  seconds,  then  fell  slightly 
and  again  rose  to  two  minutes  and  five  seconds. 
At  this  time  daily  administration  of  vitamin  K 
concentrate,  equivalent  to  2,000  units,  without 
bile  salts,  was  started.  The  prothrombin  time 
promptly  fell  to  fifty-nine  seconds.  Thereafter 
it  varied  irregularly,  finally  rising  to  two  minutes 
and  thirty  seconds  and  then  falling  to  one 
minute  and  forty-five  seconds.  She  was  dis- 
charged from  the  hospital  on  June  3,  1939,  much 
improved  and  weighing  93  pounds.  Vitamin 
K was  discontinued  on  this  date. 

Five  days  later  the  prothrombin  time  had  risen 
to  three  minutes  and  forty  seconds.  Vitamin  K 
concentrate,  without  supplemental  bile  salts, 
was  immediately  resumed  in  the  same  dosage. 
The  prothrombin  time  again  fell  to  one  minute 
and  twenty-four  seconds  and  one  minute  and 
thirty-six  seconds,  one  week  and  two  weeks 
later,  respectively.  On  the  latter  day  an  in- 
jection of  liver  extract  was  given  into  the  right 
gluteal  muscles.  This  was  followed  in  a few 
hours  by  local  swelling,  pain,  tenderness,  indura- 
tion, and  subsequent  slow  appearance  of  ecchy- 
mosis.  There  was  slight  bleeding  from  the  gums. 
On  June  26  the  daily  dosage  of  vitamin  K was 
supplemented  by  the  addition  of  bile  salts. 
Three  days  later  large  amounts  of  tarry  stool 
were  passed,  accompanied  by  increasing  pallor 
and  weakness. 

She  was  readmitted  to  the  hospital.  There 
were  marked  pallor,  continuous  oozing  of  blood 
from  a small  lesion  on  the  face,  scattered  cuta- 
neous ecchymoses,  and  a large  ecchymosis  of  the 
right  gluteal  region  and  thigh. 

The  hemoglobin  was  58  per  cent  (Sahli),  the 
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erythrocytes  2,600,000,  and  the  platelets  230,000. 
The  blood  calcium  was  9.8  mg.  per  hundred 
cubic  centimeters.  Glucose  tolerance  curve  gave 
a fasting  blood  sugar  of  89  mg.  and  a high  of 
85  mg.  one-half  hour  after  the  ingestion  of  50 
Gm.  of  glucose  and  100  Gm.  of  white  bread. 
The  blood  vitamin  “C”  was  1.1  mg.  Prothrom- 
bin was  too  reduced  in  amount  to  be  demon- 
strable. 

She  was  given  a transfusion  of  500  cc.  of 
citrated  blood.  A synthetic  preparation  of 
vitamin  K equivalent  to  6,000  units  was  sub- 
stituted for  the  concentrate,  supplemented  by 
0.7  Gm.  of  dehydrocholic  acid  in  divided  dosage 
each  day.  On  July  3 the  prothrombin  time  was 
twenty-two  seconds.  There  was  no  evidence  of 
further  bleeding.  Three  days  later  the  pro- 
thrombin time  was  twenty-six  seconds. 

Vitamin  K was  then  omitted  and  the  dehydro- 
cholic acid  continued  in  the  same  dosage.  In 
the  course  of  the  next  week  the  prothrombin 
time  rose  to  thirty-seven  seconds.  It  appeared 
probable,  therefore,  that  dehydrocholic  acid 
alone  would  prove  no  more  effective  than  vitamin 
K alone.  It  was  not  considered  permissible  to 
continue  the  experiment  further.  Consequently, 
daily  administration  of  synthetic  vitamin,  equiv- 
alent to  2,000  units,  was  added.  The  prothrom- 
bin time  promptly  fell  and  remained  at  reason- 
ably normal  levels. 

Case  6. — M.  A.,  aged  31,  Jewish  man,  has  been 
under  our  observation  since  September,  1932. 
At  that  time  he  had  an  active  ulcerative  colitis 
of  three  years’  duration  which  responded  com- 
pletely and  permanently  to  dietary  and  vaccine 
therapy.  Roentgen  examination,  however,  re- 
vealed, in  addition  to  the  colitis,  an  irregular, 
contracted  cecum  and  what  appeared  to  be  a 
fibrosing  and  ulcerative  lesion  of  the  ileum. 
In  1935  symptoms  of  low-grade  chronic  intestinal 
obstruction  developed.  Operation  was  refused 
until  March,  1937,  when  resection  of  the  ter- 
minal ileum  and  proximal  colon  was  done.  The 
pathology  was  characteristic  of  regional  en- 
teritis. 

In  October,  1937,  flatulence,  distention,  and 
diarrhea  recurred.  Stools  were  bulky,  light  in 
color,  foul,  and  contained  a large  excess  of  fatty 
acids  and  undigested  food.  Subacute  glossitis 
developed.  He  was  treated  as  a case  of  non- 
tropical  sprue  without  improvement.  Shortly 
thereafter  a severe  and  prolonged  deficiency 
state  developed,  characterized  clinically  by  acute 
tetany,  acute  beriberi  with  edema,  acute  and 
chronic  scurvy,  and  ulcerative  lesions  of  the 
mouth  and  tongue. 

The  onset  of  the  severe  and  lengthy  hemor- 
rhagic state  coincided  with  a fall  of  blood  cevi- 


tamic acid  to  levels  far  below  normal.  Repeated 
blood  examinations  yielded  normal  platelet 
counts  and  leukocyte  formulas. 

Extraordinarily  heavy  dosage  of  cevitamic 
acid  and  large  amounts  of  fruit  juices  were 
required.  Ultimately  he  recovered  and  was  dis- 
charged in  the  late  spring  of  1938. 

He  remained  in  good  condition  for  several 
months,  although  moderate  chronic  diarrhea  and 
distention  persisted.  The  feces  continued  to 
be  lightly  colored  and  bulky  and  to  contain  ex- 
cessive amounts  of  fatty  acids.  In  the  autumn 
of  1938  occasional  moderately  large  hemorrhages 
from  the  gastrointestinal  tract  occurred.  No 
source  of  the  bleeding  could  be  identified.  Re- 
examination by  x-ray  revealed  abnormalities  of 
the  small  intestine  suggestive  of  recurrence  of 
the  regional  enteritis. 

Repeated  vitamin  assays  throughout  the 
summer  and  autumn  showed  the  blood  cevitamic 
acid  to  be  constantly  within  or  above  the  normal 
range.  The  first  prothrombin  determination 
(Fig.  6)  gave  no  clot  formation.  In  the  course 
of  the  next  three  weeks,  six  additional  determina- 
tions showed  complete  failure  of  clot  formation. 

From  January  16  through  January  28,  vitamin 
K concentrate,  equivalent  to  2,000  units,  was 
given  each  day.  Since  there  was  no  jaundice, 
bile  salts  were  not  given.  The  prothrombin 
time  promptly  fell  to  normal  levels.  Vitamin  K 
administration  was  then  discontinued. 

During  the  following  months  the  prothrombin 
time  gradually  rose  to  forty-five  seconds  on  July 
20.  Dehydrocholic  acid  0.7  Gm.  a day  in  divided 
dosage  was  started  at  this  time  and  continued 
without  supplemental  vitamin  K.  The  pro- 
thrombin time  fell  and  remained  at  levels  only 
slightly  above  normal. 

Discussion 

Vitamin  K is  known  to  be  present  in 
many  different  foodstuffs,  and  it  is  said 
to  be  produced  in  the  intestinal  tract  by 
bacterial  action.  It  is  a fat-soluble  sub- 
stance which  requires  the  presence  of 
bile  salts  for  absorption.  The  formation 
of  prothrombin  necessitates  not  only 
vitamin  “K”  but  a functionally  active 
liver.  It  is  apparent  that  vitamin  K 
deficiency  may  arise  in  several  different 
ways.  Exclusion  of  bile  from  the  in- 
testine by  obstructive  jaundice  or  ex- 
ternal biliary  fistula  may  block  absorp- 
tion. Insufficient  secretion  of  bile  acids 
will  act  similarly.  Disease  or  altered 
physiology  of  the  intestine,  by  impairing 
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the  absorptive  function,  may  produce 
this  avitaminosis  even  in  the  presence  of 
adequate  sources  and  a functionally 
active  liver.  And  finally,  defective  diet 
alone  may  produce  this  type  of  deficiency, 
despite  the  theoretical  source  of  the 
vitamin  from  intestinal  bacterial  action. 

In  view  of  these  facts,  it  is  obvious 
that  vitamin  K deficiency  may  occur  in 
a variety  of  conditions  unaccompanied  by 
jaundice  or  evidence  of  serious  liver 
disease.  The  cases  that  we  have  studied 
emphasize  the  clinical  importance  of  this 
deficiency.  They  demonstrate  that  it 
may  occur  to  a serious  degree  in  the  ab- 
sence of  jaundice.  And  they  illustrate 
certain  of  the  potential  mechanisms  that 
may  produce  avitaminosis  K.  Thus, 
Case  1,  after  a period  of  grossly  defective 
diet,  presented  a blood  cevitamic  acid 
value  well  below  the  threshold  for  scurvy 
and  an  elevated  prothrombin  time. 
Change  of  dietary  alone  corrected  both 
defects.  In  Case  2,  an  advanced  Banti 
syndrome,  no  other  deficiency,  was  de- 
monstrable. Elevated  prothrombin  time 
was  observed  on  the  sixth  day  of  starva- 
tion and  during  the  early  stages  of  the 
Sippy  regimen.  Its  occurrence  under 
these  conditions  and  the  subsequent 
drop  to  normal  without  therapy  suggest 
that  starvation  rather  than  intrinsic 
liver  disease  was  responsible.  In  Case  3, 
sprue,  complicated  by  chronic  intestinal 
obstruction,  a slightly  elevated  prothrom- 
bin time  immediately  prior  to  operation 
became  markedly  abnormal  in  the  post- 
operative period,  returning  to  normal  as 
convalescence  was  established.  The  rise 
of  blood  vitamin  C is  to  be  explained  by 
the  daily  administration  of  1.0  Gm.  of 
cevitamic  acid  in  infusions.  Although 
the  absorption  mechanism  of  the  intestine 
was  unquestionably  impaired,  the  curve 
in  this  case  suggests  that  in  the  presence 
of  a defective  prothrombin  mechanism 
the  immediate  results  of  surgery  may  be 
to  precipitate  a potentially  serious  vita- 
min K deficiency.  Case  4 was  charac- 
terized clinically  by  probable  scurvy  in 
the  early  stages,  pellagra,  macrocytic 
anemia,  and  incipient  beriberi,  with  a 
background  of  severe  progressive  ulcera- 


tive colitis.  The  development  of  these 
deficiency  states  points  to  inability  to 
utilize  dietary  sources  of  essential  sub- 
stances. However,  vitamin  K concen- 
trate given  without  bile  salts  was  com- 
pletely and  promptly  effective  in  restoring 
the  prothrombin  time  to  normal.  Case 
5 likewise  presented  a severe  mixed 
deficiency  disease  complicating  regional 
enteritis.  Vitamin  K given  without  bile 
salts  appeared  to  be  only  irregularly  and 
incompletely  absorbed.  It  was  not  ef- 
fective over  a prolonged  period  of  time. 
Similarly  dehydrocholic  acid  alone  seemed 
to  be  insufficient.  Vitamin  K concen- 
trate and  synthetic  vitamin  K in  equiva- 
lent dosage  when  given  with  dehydro- 
cholic acid  maintained  the  prothrombin 
time  at  reasonable  levels.  In  Case  6, 
likewise  an  instance  of  chronic  regional 
enteritis,  vitamin  K alone  sufficed  to 
restore  the  prothrombin  time  to  normal 
levels.  Subsequently,  when  a moderate 
secondary  rise  occurred,  dehydrocholic 
acid  without  vitamin  K proved  effective. 

Summary  and  Conclusions 

The  vitamin  K status  of  277  miscel- 
laneous medical  and  surgical  cases  has 
been  investigated  by  determination  of 
the  Quick  plasma  prothrombin  time. 
Fifty-seven  were  found  to  have  hypopro- 
thrombinemia  in  the  absence  of  jaundice 
or  other  evidence  of  advanced  hepatic 
disease.  Six  of  these,  3 of  them  compli- 
cated by  severe  hemorrhage,  are  pre- 
sented in  detail.  There  was  1 case  of 
Banti  syndrome,  1 case  of  tropical  sprue 
complicated  by  chronic  intestinal  ob- 
struction, 2 cases  of  ulcerative  colitis, 
and  2 cases  of  regional  enteritis.  Physical 
examinations  and  icterus  indices  did  not 
demonstrate  advanced  hepatic  disease. 
Precipitating  factors  appear  to  have 
been  defective  diet,  defective  absorption 
from  the  intestine,  and  major  surgical 
procedures. 

1.  Elevated  prothrombin  times  have 
been  observed  in  57  non  jaundiced  pa- 
tients. The  primary  diagnoses  in  this 
group  include  eighteen  medical  and 
surgical  conditions. 

2.  Severe  grades  of  vitamin  K de- 
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ficiency,  at  times  complicated  by  danger- 
ous hemorrhage,  may  occur  without 
jaundice  and  with  a normal  icterus  index. 

3.  Correction  of  a defective  diet  alone 
may  suffice  to  restore  an  elevated  pro- 
thrombin time  to  normal. 

4.  In  certain  cases  without  jaundice, 
vitamin  K alone  or  dehydrocholic  acid 
alone  will  suffice;  in  others  bile  acids  and 
vitamin  K are  required. 

5.  The  response  of  certain  cases  to 
the  exhibition  of  dehydrocholic  acid  alone 
suggests  a qualitative  or  quantitative 
defect  of  bile  secretion. 

16  East  90th  Street 
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SOMETHING  NEW  AT  THE  “BLOOD  BANK” 

A new  method  of  banking  blood  for  emergency 
transfusing,  which  eliminates  the  necessity  of 
type  selection,  is  being  “used  successfully”  at  the 
Buffalo  Children’s  Hospital,  Dr.  Erwin  Neter, 
laboratory  director,  said  on  May  4,  as  quoted  in 
a Buffalo  newspaper. 

“Instead  of  storing  whole  blood,  we  preserve 
only  the  plasma — fluid  minus  the  cells — which 
can  be  safely  injected  into  an  emergency  case 
without  regard  to  the  patient’s  blood  type,”  Dr. 
Neter  explained. 

Plasma  has  certain  advantages  over  blood,  he 
added. 

“It  can  be  kept  indefinitely.  Blood  in  storage 
deteriorates  in  two  weeks  because  the  red  cells 
dissolve,”  he  explained. 

“In  cases  where  life  is  threatened  and  speed  is  a 
determining  factor,  plasma  is  exceptionally  use- 
ful. 

“Often  a special  type  of  blood  is  not  quickly 
available.  In  using  whole  blood  it  takes  time  to 
make  sure  that  the  donor  has  a suitable  type  for 
the  receiver.  Otherwise  it  may  be  fatal  to  the 
patient. 

“When  wrong  blood  cells  are  given,  they  usu- 
ally form  clumps  and  dissolve,  causing  a severe 
shock  throughout  the  body.” 

Dr.  Neter  pointed  out,  however,  that  plasma 


“will  not  make  whole  blood  transfusions  unneces- 
sary.” 

“There  are  cases  where  whole  blood  is  neces- 
sary, particularly  when  the  red  cells  in  the  patient 
are  very  low.  If  time  is  important,  we  bolster  the 
patient  immediately  with  plasma,  then  follow  by 
whole  blood  transfusion.” 

On  the  other  hand,  plasma  is  more  effective 
than  blood,  in  persons  low  on  water  and  protein 
contents  and  whose  blood  cells  are  not  dimin- 
ished, he  continued. 

“Plasma  transfusions  are  exceptionally  good 
for  shock — when  the  volume  of  blood  circulating 
through  certain  parts  of  the  organs  is  diminished. 
Injected  into  the  patient,  it  increases  the  amount 
of  circulating  fluid  bringing  about  a quick  re- 
vival,” he  said. 

Dr.  Neter  explained  that  whole  blood  is  com- 
posed of  approximately  equal  parts  of  cells  and 
fluid  plasma. 

“In  obtaining  plasma,  the  donor  is  first  tested 
to  see  he  has  no  contagious  diseases.  The  whole 
blood  is  then  filtered  to  remove  clots  and  cen- 
trifuged for  an  hour  at  a speed  of  some  2,000 
revolutions  per  minute. 

“Culture  tests  are  made  for  bacteria.  The 
golden-colored  fluid  is  then  stored  into  vacuum 
containers,  ready  for  indefinite  service.” 


YOUR  TITLE  IS  “M.D.” 

Let  us  as  physicians,  endowed  with  the  degree 
M.D.,  start  to  place  emphasis  on  that  degree. 
No  one  else  can  use  it.  Use  “M.D.”  in  your 
speech,  in  your  correspondence,  on  your  signs, 
prescription  pads,  bill  heads,  etc.  Gradually 


the  public  will  start  to  discriminate.  In  this 
positive  way  we  can  gradually  but  most  ef- 
fectively offset  the  parasitic  influence  of  so- 
called  “doctors”  who  are  not  M.D.’s. — Rochester 
Medical  Bulletin 


CLOSED  VERSUS  OPEN  REDUCTION  OF 
RECENT  FRACTURES 


Walter  D.  Ludlum,  Jr.,  M.D.,  F.A.C.S.,  and  Ralph  B.  Elias,  M.D., 

New  York  City 

( From  the  Fracture  and  Orthopedic  Service  of  Gouverneur  Hospital,  Department  of  Hospitals 

New  York  City ) 


Our  object  in  presenting  this  contro- 
versial subject  is  to  demonstrate 
the  success  of  closed  reduction  in  a large 
series  of  recent  fractures.  These  frac- 
tures were  cared  for  promptly  with 
adequate  hospital  facilities  and  by  sur- 
geons specially  trained  in  the  closed 
method.  Having  observed  how  infre- 
quently open  interference  is  necessary 
in  fresh  fractures,  we  have  come  to  ad- 
vocate its  use  only  in  special  instances. 
Meticulous  care,  precision,  and  special 
skill  are  required  in  no  less  degree  in 
closed  than  in  open  reduction.  The 
closed  method  is  highly  successful  when 
carried  out  under  controlled  and  favor- 
able conditions.  The  technical  ability 
of  the  surgeons,  the  training  of  the 
operating  team,  the  efficiency  and  co- 
ordination of  the  resident  staff,  x-ray 
department,  and  nurses  are  matters  of 
essential  importance  in  successful  appli- 
cation of  the  closed  method. 

Terms  used  in  this  discussion  must  be 
clarified  before  proceeding  further. 

1.  Recent  Fractures;  Fresh  or  Acute 
Fractures. — These  of  course,  are  relative 
terms.  They  imply  fractures  that  come 
to  a surgeon  directly  and  promptly  (one  to 
six  hours),  first  aid  alone  having  been  ad- 
ministered. 

2.  Closed  Reduction. — This  treatment 
implies  the  indirect  application  of  reduc- 
tion and  maintenance  forces.  Essentially, 
it  excludes  the  use  of  cutting  instruments 
at  the  site  of  the  fracture  but  allows  the 
use  of  traction  and  transfixion  devices, 
weights,  and  such  means,  as  well  as 
manual  manipulation. 

3.  Skeletal  Traction. — We  consider 
this  form  of  treatment  a closed  method. 
There  is  indirect  application  of  reduction 
and  maintenance  forces.  The  break  in 


the  skin  is  at  a site  removed  from  the 
fracture. 

4.  Open  Reduction. — This  term  im- 
plies an  operative  approach  to  the  site 
of  fracture  with  opportunity  for  direct 
application  of  reduction  and  maintenance 
forces. 

5.  Compound  Fractures. — The  site  of 
the  fracture  is  or  has  communicated  with 
a break  in  the  skin.  Though  these  frac- 
tures receive  soft  part  and  at  times  bony 
debridement,  they  may  still  be  subject  to 
closed  methods  of  reduction  and  main- 
tenance. 

Objectives  of  Fracture  Treatment 

It  may  be  well  to  review  the  objectives 
of  fracture  treatment  generally  agreed 
upon.  These  are:  (1)  to  save  life; 

(2)  to  obtain  a maximum  of  painless 
function;  (3)  to  obtain  a minimum  of 
deformity  and  shortening;  (4)  to  reduce 
hospitalization  to  a minimum;  (5)  to 
restore  full  activity  as  soon  as  possible. 

Methods  of  Fracture  Treatment 

Since  time  immemorial  closed  reduction 
has  been  applied  to  fractures.  There  is 
much  evidence  that  the  application  of  this 
method,  even  in  prehistoric  and  in  early 
historic  times,  was  most  skillful. 

“Records  of  fracture  treatment  come  to 
us  from  4,500  years  ago.  Breasted  and 
Smith  after  examining  about  5,000  mum- 
mies found  that  about  5 per  cent  had 
fractures,  many  with  splints  in  place. 
These  fractures  had  been  treated  logically 
and  gave  excellent  results  even  under  our 
standards  of  today.  Principles  enun- 
ciated 4,500  years  ago  are  sound  today.”1 

However,  it  is  only  in  very  recent  times 
that  open  reductions  have  been  generally 
practicable.  The  development  of  aseptic 
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surgery  during  the  last  fifty  years  has 
made  the  open  approach  feasible.  This, 
of  course,  does  not  mean  that  no  open 
corrections  were  performed  before  the 
last  half  century.  “As  early  as  1854  we 
find  that  Brainard  condemned  the  use  of 
wires  and  foreign  bodies  of  every  de- 
scription as  a means  of  promoting  the 
formation  of  callous.”2  Undoubtedly,  at 
this  early  date  open  interference  was  re- 
served for  the  delayed,  nonunion,  and 
malunion  groups. 

With  the  development  of  aseptic  sur- 
gery and  modern  methods  of  anesthesia, 
fractures  can  now  be  approached  by  open 
operation  with  a minimum  likelihood  of 
infection  or  additional  trauma.  Con- 
currently, various  improved  closed  meth- 
ods have  also  been  developed,  and  skin 
traction  has  been  supplemented  or  re- 
placed by  skeletal  traction  using  pins, 
tongs,  and,  more  recently,  wires. 

Definition  of  the  Problem. — To  narrow 
our  discussion  down  to  the  most  contro- 
versial matters,  certain  fractures  that 
rarely  require  reduction  of  any  sort  may 
well  be  eliminated.  These  are  fractures 
of  the  skull,  scapulas,  ribs,  and  pelvis. 
Moreover,  it  is  generally  accepted  that 
displaced  fractures  of  the  patella  and  olec- 
ranon and  many  displaced  fractures  in 
or  about  the  joints,  particularly  condyles 
of  the  humerus,  head  of  the  radius,  and 
neck  of  the  femur,  require  open  correc- 
tion. 

Factors  Favoring  Open  Reduction 

As  already  mentioned,  increased  safety 
of  open  correction,  as  far  as  the  dreaded 
bone  infection  is  concerned,  has  been 
achieved  during  the  last  half  century  or 
less.  This  has  permitted  surgeons  greater 
freedom  in  the  use  of  this  method. 

General  surgeons  who  are  accustomed 
to  resolve  problems  with  the  scalpel  are 
inclined  to  approach  fractures  by  the 
same  means.  Similarly,  the  more  modern 
orthopedic  surgeon  is  inclined  to  approach 
a recent  fracture  with  the  same  operative 
technic  used  for  the  case  of  nonunion  and 
malunion.  ° 

The  advent  of  the  x-ray  has  over- 
emphasized, in.  the  minds  of  the  surgeon, 


the  patient,  and  others,  the  bony  struc- 
ture of  the  body  and  has  led  to  a desire  to 
produce  finished  “cabinet-maker”  effects 
in  fracture  treatment. 

The  surveillance  of  fracture  cases  by 
laymen,  particularly  claim  agents,  law- 
yers, and  juries,  all  of  whom  are  more 
likely  to  look  at  and  evaluate  the  x-ray 
rather  than  the  injured  part,  has  increased 
pressure  for  the  best  skeletal  rather  than 
the  best  functional  restoration. 

A reduction  of  hospitalization  by  six  to 
twelve  weeks  is  possible  in  some  instances 
by  deciding  upon  the  open  method. 
This  is,  of  course,  a powerful  factor. 

Advantages  of  Open  Reduction. — The 
following  are  admitted  advantages  of  open 
reduction. 

1.  Anatomic  reduction  can  usually  be 
secured. 

2.  Internal  splintage  can  be  applied. 

3.  The  convalescent  period  may  be 
shortened. 

4.  Union  is  said  to  be  more  certain. 

5.  The  aftertreatment  is  simplified. 

6.  Mobility  of  adjacent  joints  may  be 
more  readily  maintained. 

Disadvantages  of  Open  Reduction. — On 
the  other  hand,  the  following  may  be  con- 
sidered the  disadvantages  of  open  re- 
duction. In  discussing  these  disadvan- 
tages, we  indicate  the  alternative  ad- 
vantages of  closed  reduction. 

1.  The  operation  converts  a simple 
into  a compound  fracture,  and  there  is 
always  danger  of  infection.  This  means 
osteomyelitis. 

2.  If  reduction  has  been  obtained, 
even  if  there  is  internal  fixation,  it  must 
be  maintained  in  most  instances  by  ade- 
quate external  splintage. 

3.  Nonabsorbable  foreign  material  left 
in  operative  wounds,  particularly  those 
involving  bone,  is  still,  at  times,  an  irri- 
tating factor. 

4.  When  autogenous  bone  grafts  are 
used,  the  operative  procedure  is  pro- 
longed, complicated,  and  the  risk  in- 
creased. Frequently  a second  incision  is 

-required  to  provide  the  necessary  graft. 

• J/50  .Contrary  to  one’s  expectation, 
union  is  frequently  slower.  Moreover,  it 
is  not  by  means  certain. 
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6.  A scar  is  added  to  any  possible 
deformity  resulting  from  the  frac- 
ture. 

7.  A more  prolonged  anesthesia  is 
often  required  than  in  closed  reduc- 
tion. 

Factors  Favoring  Closed  Reduction 

As  indicated  earlier,  the  type  of  frac- 
ture service — its  administration,  its  ac- 
cessibility, its  personnel,  and  its  equip- 
ment— largely  determines  the  most  suit- 
able method  of  fracture  treatment. 

An  ambulance  service  provides  rapid 
transportation  of  the  injured  person  to 
the  hospital  for  treatment.  In  New 
York  City,  patients  with  fractures  of  ex- 
tremities who  are  brought  to  the  hospital 
by  ambulance  have  the  extremity  properly 
supported  by  a Thomas  splint  with  fixed 
traction.  In  recent  years,  the  attending 
staffs  of  these  hospitals  have  been  pleased 
to  observe  that  many  fractures  of  the  long 
bones  are  reduced  and  maintained  in 
excellent  position  by  this  method  of 
transportation.  They  are  thus  challenged 
to  maintain  this  excellent  position. 

It  is  axiomatic  that  early  reduction  is 
easy  reduction.  Where  a service  is  so 
organized  that  members  of  the  attending 
staff  are  available  on  short  notice  and  are 
prepared  to  reduce  or  splint  fractures 
within  a couple  of  hours  post-trauma,  the 
percentage  of  successful  closed  reductions 
is  increased.  To  have  x-ray  facilities 
always  available  enhances  proper  early 
closed  treatment. 

There  are,  of  course,  personal  factors 
that  are  especially  important  in  the  suc- 
cessful use  of  the  closed  method.  These 
factors  include  not  only  the  necessary 
grounding  in  the  anatomy  and  physiology 
of  the  neuro-musculo-skeletal  system, 
careful  training  and  wide  experience  in 
the  care  of  injury,  but  also  skill,  strength, 
and  dexterity,  fortified  by  a natural  apti- 
tude in  this  field.  The  fracture  sturgeon 
should  be  imbued  with  reasonable  as- 
surance and  confidence  in  his  ability  to 
carry  the  manipulation  to  a successful 
conclusion.  We  must  not  be  too.fead'y 
to  give  up  attempts  at  manipulation  °dnd 
resort  to  open  correction. 


Factors,  in  General,  Contrasted 

Factors  favoring  open  reduction  are 
largely  those  extraneous  influences — such 
as  the  development  of  asepsis  giving 
greater  safety;  the  improvement  of  x-ray 
equipment,  emphasizing  bony  contour 
and  detail;  the  gradual  intrusion  of  the 
layman  reviewing  and  making  decisions 
about  these  cases;  and  the  ever  tanta- 
lizing desire  to  reduce  hospital  expense. 

Factors  favoring  closed  reduction  are 
largely  those  of  efficient  hospital  and  staff 
organization  and  accessibility  of  a hospi- 
tal to  the  scene  of  the  accident.  Personal 
factors  of  training  and  the  attitude  on  the 
part  of  the  responsible  surgeon  admittedly 
influence  the  selection  of  method  of  frac- 
ture treatment. 

Methods  of  Closed  Reduction 

In  reviewing  the  methods  of  closed 
treatment  of  recent  fractures  that  have 
been  successfully  applied,  this  survey  will 
necessarily  cover  mainly  the  extremities 
excluding  intra-articular  fractures.  This 
is  evident  from  the  foregoing.  As  already 
indicated,  treatment  of  these  cases  is 
begun  by  the  ambulance  surgeon  at  the 
scene  of  the  accident.  The  case  arrives 
at  the  hospital  by  ambulance  in  fixed 
traction.  Preliminary  x-rays  frequently 
show  satisfactory  reduction  which  merely 
has  to  be  maintained. 

Maintenance  is  of  two  general  types — 
first , application  of  plaster  splintage, 
using  anterior  and  posterior  molded 
splints  and  occasionally  casings;  second , 
application  of  skin  or  skeletal  traction  by 
means  of  Kirschner  wires,  or  by  the 
use  of  fixation  wire  or  wires  through 
the  casing.  The  specific  approach  to 
certain  common  fractures  is  referred  to 
in  more  detail  in  the  succeeding  para- 
graphs. 

Shoulder  Fractures. — The  common  frac- 
ture of  the  shoulder  girdle  is,  of  course, 
the  fractured  clavicle.  In  this  fracture, 
the  fragments  are  usually  overlapping. 
The  common  method  used  is  the  applica- 
tion of  a we,li-padded  figure-of-8  bandage. 
This  may  be  supplemented  by  a pressure 
pad;  over  the  outer  portion  of  the  medial 


July  1,  1940] 


FRACTURES— CLOSED  VS.  OPEN  REDUCTION 


999 


1A  IB  1C 

Figs.  1A,  IB,  1C.  Fracture  shaft  of  the  humerus.  1A:  on  admission;  IB:  with  union — four 
weeks’  skeletal  traction,  anteroposterior  view;  1C:  lateral  view. 


fragment.  This  method  has  the  virtue 
of  easy  application  and  great  comfort  to 
the  patient.  End  results  are  uniformly 
satisfactory  with  very  little  permanent 
deformity  or  disability. 

The  common  fracture  of  the  upper  end 
of  the  humerus  is  that  of  the  surgical 
neck.  Greater  tuberosity  fractures  and 
impacted  fractures  of  the  surgical  neck 
merely  require  support  by  means  of  the 
Velpeau  or  modified  Velpeau  bandage, 
with  early  institution  of  shoulder  shrug- 
ging exercises  followed  within  one  to  two 
weeks  by  guarded  active  motion,  heat, 
and  gentle  massage. 

Displaced  fractures  of  the  surgical  neck 
have  been  treated  with  a high  degree  of 
success  by  means  of  skin  traction  with 
the  arm  adducted  to  the  side  or  even 
across  the  body  and  with  the  elbow  ex- 
tended. Marked  overriding  with  con- 
siderable abduction  and  external  rotation 
of  the  proximal  fragment  is  ordinarily 


corrected  by  using  this  method  which 
depends  so  much  upon  the  controlling 
action  of  the  long  head  of  the  biceps. 
Reduction  having  been  obtained,  the 
adduction  position  is  continued  for  ten 
to  fourteen  days,  and  then  gradually  ab- 
duction is  instituted  until  90-degree  ab- 
duction is  obtained,  usually  in  about 
three  weeks.  Union  is  ordinarily  suffi- 
cient at  the  end  of  four  weeks  to  permit 
ambulation,  with  the  extremity  supported 
by  a sling.  Physical  therapy,  in  the  form 
of  heat,  massage,  and  active  motion,  may 
then  be  instituted. 

Arm  Fractures. — Fractures  of  the  shaft 
of  the  humerus  are  notably  a source  of 
difficulty  and  disappointment.  Neverthe- 
less, by  judicious  use  of  skin  traction  or 
skeletal  traction  through  the  olecranon, 
all  reductions  have  been  maintained  and 
union  has  been  obtained  with  only  one 
exception.  Unsatisfactory  results  are 
usually  due  to  too  much  traction,  six 
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Fig.  2.  Triangular  sling  applied  to  maintain 
Jones’s  position — first  step. 


pounds  being  maximal.  Overtraction  un- 
questionably causes  nonunion.  Traction 
is  applied  so  that  the  arm  is  abducted 
about  45  degrees,  the  rope  passing  through 
the  pulley  of  the  Blake  board  and  the 
forearm  extending  toward  the  ceiling  with 
the  elbow  at  right  angles.  A sling  is 
passed  under  the  arm  preventing  pos- 
terior angulation.  When  x-ray  confirms 
good  reduction,  a coaptation  splint  is 
added  and  the  sling  continued.  When 
union  is  firm,  which  is  usually  at  about 
the  fourth  week,  these  cases  can  safely  be 
transferred  to  long  anterior  and  posterior 
splints,  which  extend  from  the  wrist  along 
the  entire  extremity  crossing  one  another 
at  the  shoulder  and  encircling  the  chest. 
The  extremity  in  these  splints  is  further 
supported  by  means  of  a sling.  The 
splints  are  removed  for  daily  heat  and 
massage  treatment,  and  in  an  additional 
two  weeks,  active  motion  of  the  shoulder 
and  elbow  may  ordinarily  be  applied.  In 
some  instances  an  aeroplane  splint  has 
been  used  instead  of  plaster  splints  (Figs. 
1A,  IB,  1C). 

Elbow  Fractures. — In  this  section  we 
are  considering  only  supracondylar  frac- 
tures. The  epicondylar,  condylar,  head 
of  the  radius,  chip  fractures  of  the  coro- 
noid,  and  many  fractures  of  the  olecranon 
often  require  open  reduction.  The  supra- 
condylar fractures  are  reduced  within  one 
to  three  hours  of  accident  and,  ordinarily, 
swelling  is  not  extreme.  Reduction  is 


attempted  by  manipulation,  which  con- 
sists of  increasing  the  deformity  to  over- 
come impaction  if  some  exists,  distal 
traction,  and  anterior  displacement  of  the 
distal  fragment.  This  maneuver  can 
ordinarily  be  performed  by  the  operator 
unassisted,  if  he  clasps  the  elbow  in  his 
hands  with  the  thumb  overlying  the  distal 
portion  of  the  proximal  fragment,  the 
index  finger  pressing  against  the  distal 
fragment,  and  the  middle  fingers  against 
the  olecranon.  When  reduction  is  ob- 
tained, the  elbow  is  placed  in  acute  flexion, 
the  radial  pulse  being  observed.  Reduc- 
tion can  be  adequately  maintained  by 
means  of  modifications  of  Jones’s  band- 
age. For  this  purpose,  a triangular  sling 
can  be  handily  used,  applied  as  shown  in 
Figs.  2 and  3.  Postoperatively,  the  pulse 
should  be  carefully  observed  with  record- 
ing by  nurse  or  physician  every  hour. 
The  degree  of  flexion  must  be  lessened  if 
there  is  any  suspicion  of  circulatory 
impairment. 
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Forearm  Fractures. — Displaced  frac- 
tures of  one  or  both  bones  of  the  forearm 
have  long  presented  great  difficulty  to  the 
surgeon.  In  reviewing  our  series  it  is 
noted  that  complete  displacement  of 
both  bones  occurred  only  in  1 out  of  6 
fractures  of  both  bones;  approximately 
50  per  cent  of  the  rest  of  these  fractures 
had  complete  displacement  of  one  or  the 
other  of  the  bones.  The  rest  had  either 
partial  displacement  or  no  displacement 
or  angulation  or  no  bony  deformity 
whatsoever. 

Reduction  of  these  doubly  displaced 
fractures  was  obtained  by  closed  methods 
in  a very  high  percentage  using  the  fol- 
lowing three-man  technic.  The  elbow  is 
ordinarily  held  at  90  degrees  by  one 
assistant  who  also  produces  counter- 
traction. A second  assistant  grasps  the 
wrist  and  hand,  producing  traction  while 
the  operator  angulates  and  manipulates 
the  bony  fragments  at  the  fracture  site. 
The  necessity  for  spreading  the  proximal 
and  the  distal  fragments  from  one  another 
to  counteract  the  pull  of  the  pronator 
and  supinator  above  and  the  pronator 
quadratus  below  must  always  be  kept  in 
mind.  The  use  of  the  fluoroscope  fol- 
lowing manipulation  has  been  of  great 
assistance  in  confirming  reduction.  The 
application  of  anterior  and  posterior 
molded  splints  extending  from  the  axilla 
to  the  fingers  with  the  elbow  at  90  degrees 
and  the  forearm  in  midsupination  has 
been  the  usual  method  of  immobilization. 

Wrist  Fractures. — Fractures  of  the 
lower  end  of  the  radius  and  ulna,  the 
Colles’  type  of  fracture,  are  ordinarily 
readily  reduced  when  seen  early.  The 
well-recognized  manipulation  of  increas- 
ing the  deformity  and  then  applying  distal 
and  anterior  traction  with  ulnar  devia- 
tion ordinarily  reduces  the  impacted 
types.  Reduction  is  confirmed  clinically 
by  noting  the  relative  position  of  the 
styloids,  the  absence  of  palpable  bony 
deformity,  and  the  absence  of  any  tend- 
ency toward  recurrence  of  the  deformity. 
Immobilization  is  secured  by  means  of 
anterior  and  posterior  molded  splints  ex- 
tending from  the  knuckles  to  the  elbow. 
The  sugar-tong  splint,  which  encircles  the 


elbow,  is  preferred,  as  this  type  of  splint 
prevents  pronation  and  supination  and 
thereby  immobilizes  the  fragments  more 
securely  and  protects  the  often  damaged 
inferior  radio-ulnar  joint.  The  flexion 
position  is  maintained  for  ten  to  fourteen 
days.  Then  new  splints  are  applied  with 
the  wrist  in  midposition  between  flexion 
and  extension  or  in  cock-up  position  if 
the  nature  of  the  fracture  and  its  healing 
permit.  Ulnar  deviation  is  insisted  upon 
throughout  immobilization  in  order  to 
reduce  the  possibility  of  compression  of 
the  radial  fragments  and  recurring  de- 
formity of  radial  deviation.  Finger  mo- 
tion is  encouraged  throughout.  Special 
therapeutic  measures,  consisting  of  heat 
and  massage,  are  not  practicable  at  our 
hospital  until  the  third  or  fourth  week, 
when  the  splints  are  discarded. 

Hip  Fractures. — Intracapsular  fractures 
have  been  treated  by  transfixion  with  the 
Smith-Peterson  nail  in  the  instances 
where  the  patient’s  general  condition  per- 
mitted. Intertrochanteric  fractures  have 
been  almost  uniformly  treated  by  means 
of  Russell  traction.  This  well-known 
means  of  traction  readily  produces  and 
maintains  reduction.  The  patients  are 
quite  comfortable  in  it.  Union  is  ordi- 
narily solid  by  the  end  of  six  weeks.  We 
are  particularly  insistent  in  guarding 
against  external  rotation,  inasmuch  as 
fixed  contracture  in  the  position  of  ex- 
ternal rotation  will  be  difficult  to  over- 
come at  the  end  of  six  weeks.  Weight 
bearing  is  usually  begun  at  about  this 
time,  using  a walking  caliper  brace  for 
protection.  About  20  per  cent  of  our 
cases  require  Russell  traction  for  a greater 
period,  varying  from  nine  to  twelve  weeks. 
There  has  been  no  instance  of  nonunion 
at  this  site. 

Thigh  Fractures. — Fractures  of  the  shaft 
of  the  femur  are  also  treated  by  Russell 
traction.  At  this  site  the  posterior  angu- 
lation or  bowing  deformity  must  be  care- 
fully avoided.  Intelligent  and  well- 
trained  nurses  will  prevent  this  occurrence 
by  seeing  that  a pillow  is  always  firmly 
placed  behind  the  thigh,  thus  supporting 
it,  the  knee,  and  the  leg.  Reduction  is 
obtained  with  surprising  ease  and  main- 
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Figs.  4A,  4B.  Fracture,  femoral  shaft — on  admission.  4A:  anteroposterior  view;  4B:  lateral 

view. 


tenance  is  not  difficult.  Here  too,  with 
the  first  attempt  at  weight  bearing,  the 
extremity  is  supported  by  a caliper  brace. 
Otherwise  a much  increased  period  of  bed 
rest  is  required  in  order  to  prevent  an 
untoward  incident  with  refracture  or 
weakening  of  the  newly  formed  callous. 
The  supracondylar  fractures  of  the  femur 
and  the  fractures  of  the  tibial  condyle  can 
ordinarily  be  treated  by  manipulation 
and  application  of  a plaster  casing.  In 
the  former,  traction  suspension  may  be 
substituted  with  the  knee  in  considerable 
flexion  to  relax  the  pull  of  the  gastroc- 
nemius. In  the  latter,  forcible  percus- 
sion by  means  of  mallet  over  a felt  pad  or 
the  “nut  cracker”  technic  may  be  re- 
quired (Figs.  4A,  4B,  4C,  4D). 

Leg  Fractures. — This  comprises  a large 
group  of  our  cases.  A surprising  number 
are  nondisplaced  and  are  treated  by  appli- 
cation of  casing  extending  from  the  toes 
to  the  upper  thigh.  The  displaced  frac- 
tures after  transfixion  are  reduced  and 
maintained  by  the  casing.  If  they  are 


oblique,  spiral,  or  comminuted  (as  so 
many  of  them  are),  a Kirschner  wire  is 
passed  through  the  upper  posterior  por- 
tion of  the  calcaneus,  and  traction  sus- 
pension is  advised  by  means  of  a Thomas 
splint  with  Pierson  attachment.  Ordinar- 
ily, in  adults  eight  to  twelve  pounds  trac- 
tion is  required.  Portable  x-ray  con- 
firms reduction.  When  union  is  in  the 
early  stage  (that  is,  at  a period  between 
three  to  six  weeks),  we  frequently  transfer 
the  extremity  to  a plaster  of  paris  casing. 
This  can  be  safely  done  by  applying  a 
molded  plaster  of  paris  posterior  splint 
to  the  foot,  leg,  and  thigh  without  dis- 
turbing the  traction  and  suspension. 
When  this  splint  is  thoroughly  strong,  all 
suspension  devices  are  removed,  but 
traction  is  maintained  by  means  of 
Kirschner  wire,  rope,  and  pulley.  Suffi- 
cient padding  is  then  placed  about  the 
extremity,  and  the  casing  is  completed 
by  roller  bandage  of  plaster  of  paris. 
Several  assistants  are  required,  but  the 
use  of  this  technic  reduces  the  necessity 
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4C  4D 

Figs.  4C,  4D.  Femoral  shaft  with  union — four  weeks’  Russell  traction.  4C:  anteroposterior  view; 

4D : lateral  view. 


of  bed  rest  for  several  weeks.  Sixteen  of 
our  cases  in  this  category  have  been 
treated  by  means  of  double  wire  fixation. 
In  using  this  technic,  manipulation  of  the 
fragments  is  performed  on  the  fracture 
table.  Reduction  is  maintained  by  means 
of  fixed  traction.  Kirschner  wires  are  in- 
serted through  the  tibia  above  and  below 
the  fracture  site,  and  a casing  is  applied. 
When  the  casing  is  hard,  the  traction  is 
released,  but  the  wires  are  maintained 
taut  by  means  of  traction  bows.  At  the 
end  of  about  forty-eight  hours,  special 
lugs  are  applied  to  keep  the  wire  taut,  and 
the  traction  bows  are  removed.  The  wires 
are  cut  flush  with  the  lugs.  Patients 
become  ambulatory  at  a very  early  stage. 

Ankle  Fractures. — Fractures  of  the 
lower  end  of  the  tibia  and  fibula,  includ- 
ing the  Potts  type  of  fracture,  are  ordi- 
narily readily  reduced  when  seen  early. 
With  the  knee  acutely  flexed  and  secured 
by  an  assistant,  the  heel  and  foot  are 
firmly  grasped.  It  is  rarely  necessary  to 
increase  the  deformity,  as  impaction  is 


not  a common  feature  in  this  type  of 
fracture.  Acute  inversion  and  marked 
dorsiflexion  are  obtained  in  a continuous 
maneuver.  Emphasis  is  placed  upon  the 
acute  inversion  and  dorsiflexion  in  order 
that  the  deformity  may  not  recur.  A 
circular  plaster  of  paris  casing,  extending 
from  the  toes  to  the  knee  or  to  the  upper 
thigh  in  those  cases  in  which  the  posterior 
articular  margin  of  the  lower  end  of  the 
tibia  is  fractured,  is  applied.  When  this 
casing  has  hardened,  it  is  slit  anteriorly, 
or  a one-half -inch  longitudinal  segment 
is  cut  down  its  anterior  surface.  Such  a 
casing  is  worn  from  three  to  five  weeks. 
When  first  removed,  the  posterior  shell 
is  preserved,  and  the  ankle  is  supported 
in  this  shell  while  heat  and  gentle  mas- 
sage are  applied  daily.  Partial  weight 
bearing  with  crutches  is  usually  possible 
between  the  fourth  and  sixth  week. 

Illustration 

As  a concrete  illustration  of  these  gen- 
eral remarks,  we  wish  to  review  briefly 
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TABLE  1. — Comparison  of  Operating  Room  Reduc- 
tions with  Total  of  Fractures  Treated 


No.  of  recent  frac- 
tures treated  at 
Gouverneur 

1935 

1936 

1937 

1938 

Four- 

Year 

Total 

Hospital 

No.  of  total  re- 
quiring operat- 
ing room  re- 

422 

531 

400 

295 

1,648 

duction 

Percentage  of  total 
requiring  operat- 
ing room  re- 

61 

74 

85 

81 

301 

duction 

Percentage  of  total 
requiring  open 

14.5 

13.9 

21.2 

27.5 

19.3 

reduction 

1.7 

2.5 

1 

1.7 

1.7 

the  experience  of  the  Fracture  Service  at 
Gouverneur  Hospital. 

During  recent  years  the  physical  and 
administrative  setup  of  the  hospital  has 
been  much  improved.  Proper  emergency 
treatment  is  available  on  the  ambulance. 
Adequate  x-rays  are  taken  on  the  pa- 
tient’s admission  and  a member  of  the 
visiting  staff  is  promptly  available  for 
early  care  of  these  cases.  The  members 
of  the  service  have  set  for  themselves  the 
goal  of  obtaining  a maximum  number  of 
successful  closed  reductions,  and  this  has 
spurred  them  on  to  a special  effort.  A 
survey  of  the  late  and  end  results  through 
monthly  follow-up  clinics  indicate  that 
the  closed  method  has  been  thoroughly 
successful. 

In  four  years,  1935-1938,  1,648  cases  of 
recent  fracture  have  been  treated.  It  is 
rather  surprising  at  first  glance  that  ap- 
proximately only  one-fifth  of  these  frac- 
tures have  required  reduction  in  the 
operating  room  (Table  1).  One  must 
consider,  however,  that  fractures  of  the 
skull  and  the  bones  of  the  face,  the  clavi- 
cle, mandible,  ribs,  scapula,  vertebra,  and 
pelvis  rarely  require  either  closed  or  open 
manipulation.  In  addition,  a certain 
number  of  fractures  of  the  long  bones  are 
nondisplaced  and  merely  require  im- 
mobilization. Furthermore,  of  the  dis- 
placed fractures  a certain  number  are 
treated  by  skin  traction  and  suspension. 
From  a consideration  of  these  factors,  it 
is  evident  that  the  sum  total  of  manipu- 
lative and  operative  procedures  is  propor- 
tionately small.  Out  of  301  cases  requir- 
ing anesthesia  and  any  procedure  in  the 


TABLE  2. — Classification  of  Operating  Room  Re- 
ductions 


No.  of  Cases 

Closed  Reductions 

Humerus 

25 

Colies  type  fracture  of  forearm 

88 

Other  type  fracture  of  forearm 

14 

Potts  type  fracture  of  leg 

35 

Other  type  fracture  of  leg 

26 

Femur 

13 

Pelvis 

2 

Patella 

3 

Foot  and  toes 

7 

Hand  and  fingers 

6 

Clavicle 

1 

220 

Skeletal  Traction 

Humerus 

6 

Femur 

7 

Leg 

31 

Calcaneus 

6 

Hand  and  fingers 

2 

Open  Reductions 

52 

Humerus 

4 

Forearm 

13 

Femur 

7 

Patella 

2 

Leg 

3 

29 

Total 

301 

operating  room,  there  were  29  open  cor- 
rections, 52  cases  requiring  Kirschner 
wire  insertion,  and  220  closed  reductions. 
The  gross  open  operative  incidence  was, 
therefore,  1.7  per  cent  (Table  2). 

In  analyzing  the  open  reductions 
(Table  3)  the  greatest  number  were  of 
the  shafts  of  the  radius  and  ulna.  There 
were  6 such  cases,  all  of  which  were  seen 
and  treated  within  six  hours  of  injury, 
2 of  which  had  one  attempt  at  closed 
reduction  and  4 of  which  had  two  at- 
tempts. One  of  these  cases  required 
Lane  plates  to  maintain  reduction.  An- 
other case,  a fractured  shaft  of  the  radius, 
after  two  closed  attempts  required  open 
reduction.  There  were  4 cases  of  opera- 
tive treatment  of  the  fractured  head  of 
the  radius,  1 of  the  shaft  of  the  ulna, 

2 of  the  olecranon  process.  The  neck  of 
the  femur  was  subjected  to  open  reduc- 
tion in  5 instances  and  the  shaft  in  2 
instances.  The  humeral  condyles  were 
operated  upon  in  3 instances  and  the 
surgical  neck  in  1.  The  shafts  of  the 
tibia  and  fibula  were  operated  upon  in 

3 instances,  once  for  treatment  at  the 
same  time  of  a bone  cyst. 

To  bear  more  closely  upon  the  center 
of  our  controversy,  this  list  of  29  cases 
could  be  further  reduced  by  eliminating 
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TABLE  3. — Analysis  of  the  Open  Reduction 


Site  of  Fracture 

No.  of  Cases 

Prior  Attempts  at 
Closed  Reduction 

Type  of  Open  Reduction 

Radius  and  ulna  (shaft) 

6 

1 Attempt:  2 cases. 

Lane  plate  (1  case);  drill  holes  and  suturing 

Ulna  (shaft) 

1 

2 Attempts:  4 cases 

(4  cases);  simple  open  realignment  (1  case) 
Drill  holes  and  suturing 

Radius  (head  or  neck) 

4 

1 Attempt:  2 cases 

Excision  of  head 

Ulna  (olecranon) 

2 

Drill  holes  and  suturing 

Femur  (neck) 

5 

Leadbetter  maneuver 

Albee  reconstruction  (1  case);  Smith-Peterson 

Femur  (shaft) 

2 

(2  cases).  Whitman 
spica:  all  5 cases 

Russell  traction : both 

pin  (2  cases);  wires  through  head  (1  case). 
Open  realignment  and  drill  holes  for  1 case 
of  slipped  femoral  epiphysis 
Bone  graft  (1  case);  drill  holes  and  suturing 

Humerus  (condyles) 

3 

cases 

1 Attempt:  2 cases 

Drill  holes  and  suturing  (2  cases);  excision  of 

Humerus  (surgical  neck) 

1 

1 Attempt 

internal  condyle  (1  case) 
Open  realignment 

Tibia  and  fibula 

3 

1 Attempt:  2 cases 

Sliding  bone  graft  (2  cases);  beef  bone  peg 
(1  case) 

Suturing  (1  case) ; drill  holes  and  suturing 

Patella 

2 

(1  case) 

15  cases  where  the  fracture  involved  the 
extremity  of  the  bone,  leaving  14  cases 
wherein  it  was  necessary  to  perform  open 
reduction  on  the  shaft  of  the  long  bone. 
It  should  be  pointed  out  that  no  open 
operative  correction  was  required  on  the 
shaft  of  the  humerus,  only  3 on  the  shaft 
of  the  tibia,  2 on  the  shaft  of  the  femur, 
and  8 on  the  shafts  of  the  radius  and  ulna. 
The  insertion  of  Kirschner  wires  was  used 
mainly  for  fractures  of  the  tibia  and 
fibula  and  occasionally  for  fractures  of 
the  shaft  of  the  humerus.  Skin  traction 
was  commonly  used  for  humeral  shaft 
fractures  and  Russell  traction  for  frac- 
tures of  the  shaft  of  the  femur.  The 
difficult,  displaced  fractures  of  the  radius 
and  ulna  were  successfully  reduced  by 
manipulation  in  most  instances ; displaced 
fractures  of  the  upper  end  of  the  humerus 
by  skin  traction  in  adduction. 

Conclusion 

Our  experience,  reviewed  in  detail  in 
this  study,  has  convinced  us  that  closed 
reduction  is  a highly  successful  method 
in  the  care  of  recent  fractures.  Its  uni- 
form and  almost  invariable  success  in 
this  series  is  due  to  a number  of  important 
factors.  These  include  proper  first  aid, 
prompt  application  of  closed  methods  of 
skin  traction,  wire  transfixion  or  manipu- 


BLOOD GOES  WITH  THE  WIND 

In  England  and  France  there  is  a fleet  of  air- 
craft to  carry  blood  from  the  depots  in  which  it 
is  stored  to  the  hospitals  and  front  lines.  A 
wire  crate  containing  ten  bottles  of  blood  is  the 
unit  for  dispatch.  There  are  insulated  boxes  for 
the  airplanes,  each  of  which  holds  two  crates. 
The  boxes  are  insulated,  and  ice  is  put  into  them 


lation,  and  thorough  understanding  of 
the  utility  of  these  methods  and  confi- 
dence in  their  success.  The  use  of  wires 
for  skeletal  traction  or  for  double  wire 
distraction  and  fixation  has  unquestion- 
ably reduced  open  reductions  to  a mini- 
mum. The  incidence  of  29  open  correc- 
tions in  1,648  cases  of  fracture,  an  inci- 
dence of  1.7  per  cent  shows  how  rarely 
such  interference  is  necessary. 

Summary 

1.  The  advantages  and  disadvantages 
of  the  open  and  closed  methods  of  reduc- 
tion in  recent  fractures  have  been  re- 
viewed. 

2.  The  low  incidence  of  open  opera- 
tive reduction  in  an  active  and  closely 
supervised  fracture  service  has  been  illus- 
trated. 

3.  In  four  years,  1,648  cases  of  recent 
fracture  have  been  treated.  In  this 
series  it  has  been  necessary  to  do  an  open 
operation  only  29  times  and  to  use  internal 
plating  only  once. 
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during  the  flight.  This  ensures  that  the  tem- 
perature inside  the  box  will  not  rise  more  than 
five  degrees  centigrade  in  eight  hours.  In  times 
of  food  scarcity,  in  countries  with  restricted  food 
rations,  blood  donors  will  be  given  extra  rations 
to  maintain  the  quality  of  their  blood. — Medical 
Record 


CLASSIFICATION  OF  MORBID  CONDITIONS  GIVING 
RISE  TO  PAROXYSMAL  CARDIAC  PAIN 

Diagnosis  and  Therapy 

H.  L.  Rakov,  M.D.,  Kingston,  New  York 
( From  the  Department  of  Cardiology , Kingston  Hospital ) 


The  time  has  come  when  the  indis- 
criminate use  of  the  term  “angina 
pectoris”  must  end.  Too  many  active, 
useful  citizens  have  been  frightened  into 
semi-invalidism  by  the  casual  application 
of  this  sinister  term  to  their  ailment.  To 
the  man  on  the  street,  angina  pectoris 
means  sudden,  painful,  suffocating  death. 
Once  his  condition  is  so  labeled,  the  jig  is 
up.  He  is  through  and  is  a parasite  on 
family  or  friend.  It  behooves  us  men  of 
medicine  to  weigh  the  facts  carefully  be- 
fore the  verdict  is  delivered.  The  inno- 
cent man  is  often  condemned  to  die  and 
the  guilty  pronounced  innocent.  Far  too 
frequently,  the  patient,  after  being  re- 
assured his  trouble  is  only  a “little  indiges- 
tion” or  “gas,”  drops  dead  within  a few 
hours,  and  “angina  pectoris,”  coronary 
sclerosis,  acute  indigestion,  malignant 
angina,  or  some  other  equally  indefinite 
cause  of  death  is  given. 

The  terms  “coronary  artery  disease,” 
“coronary  sclerosis,”  and  “angina  pec- 
toris” have,  of  late  years,  frequently  been 
interchangeably  employed  and  similar 
clinical  syndromes  ascribed  to  each. 
Much  confusion  has  arisen  as  to  just  what 
“angina  pectoris”  signifies.  Most  of  us 
would  describe  “angina  pectoris”  as  a 
paroxysmal  painful  sensation  over  the 
precordium,  tending  to  radiate,  associated 
with  immediate  cessation  of  activity,  and 
relieved  by  rest,  nitrites,  and  morphine. 
This  is  entirely  a clinical  syndrome  with 
no  positive  ascribed  pathology.  There- 
fore, the  term  “angina  pectoris”  should  be 
definitely  discarded  and  in  its  place  the 
term  “paroxysmal  cardiac  pain”  em- 
ployed. 

The  following  clinical  pathologic  classi- 
fication has  been  of  value  to  me  and  is 
offered  in  the  attempt  to  clarify  this  con- 
fusion : 


I.  Paroxysmal  pseudocardiac  pain — 
pain  about  the  precordium,  not 
of  cardiac  origin ; frequently 
called  “pseudoangina.” 

II.  Paroxysmal  benign  cardiac 
pain — pain  about  the  precordium 
in  which  the  pain  arises  in  the 
heart,  but  pathologically  there  is 
no  evidence  of  coronary  artery 
disease;  rather  a qualitative  or 
quantitative  disturbance  of  the 
coronary  circulation.  This  was 
frequently  called  “benign  an- 
gina.” 

III.  Paroxysmal  malignant  cardiac 
pain — a pain  arising  about  the 
precordium,  associated  with  defi- 
nite pathology  of  the  coronary 
arteries,  called  by  some  “malig- 
nant angina.” 

In  paroxysmal  pseudocardiac  pain,  the 
pain  is  not  associated  with  either  a dis- 
turbance of  the  coronary  circulation  or 
actual  coronary  disease.  The  origin  of 
the  pain  is  entirely  extracardiac.  One  of 
the  most  common  causes  of  such  is  the 
pain  arising  from  osteoarthritis  of  the 
spine.  The  arthritic  pain  may  be  re- 
ferred over  a large  area  of  the  chest  and  to 
the  shoulder;  it  occurs  in  individuals  past 
middle  life  and  is  associated  with  exercise 
of  the  upper  extremities.  Gas  imprisoned 
in  the  splenic  flexure  will  produce  pain 
radiating  upward  over  the  precordium 
and  in  addition  will  produce  dyspnea,  pal- 
lor, and  rapid  pulse.  A multiplicity  of 
other  causes  may  be  mentioned,  such  as 
diaphragmatic  hernia,  pneumothorax, 
pneumonia,  gallbladder  crises,  duodenal 
ulcer,  splenic  infarct,  renal  calculi,  etc. 

Probably  the  most  frequent  cause  of 
paroxysmal  pseudocardiac  pain  is  the  syn- 
drome neurocirculatory  asthenia.  The 
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etiologic  factors  in  most  cases  are  ordinary 
wear  and  tear  of  life  with  their  resulting 
anxiety  states,  bad  habits  of  living,  and  to 
some  extent  heredity.  We  are  all  familiar 
with  the  symptoms — tachycardia,  ner- 
vousness, irritability,  fatigability,  ano- 
rexia, loss  of  weight,  cold  clammy  hands, 
precordial  hyperesthesia,  breathlessness, 
and  sighing  reflex. 

The  paroxysmal  pseudocardiac  pain  of 
neurocirculatory  asthenia  is  more  preva- 
lent among  women  of  unstable  nervous 
systems.  This  pain  is  usually  stitching 
and  cutting  in  character  rather  than  press- 
ing or  constricting.  The  pain  frequently 
occurs  in  individuals  who  have  lost  a close 
friend  or  relative  from  coronary  artery 
disease  or  who  have  nursed  people  with 
this  disease.  It  is  altogether  too  easy  to 
give  these  individuals  a hypodermic  of 
morphine  for  their  “attack”  and  leave 
them  with  a diagnosis  of  “angina  pectoris” 
and  a semi-invalid  for  life.  Many  of 
these  people  need  the  treatment  of  a 
skilled  psychiatrist  and  would  be  much 
better  off  in  such  hands.  It  has  been 
aptly  said  that  in  order  for  one  to  do 
good  medicine  he  should  be  a psychiatrist 
in  the  cloak  of  an  internist. 

It  is  well  accepted  that  a painful  sensa- 
tion arising  in  the  heart  itself  is  due  to 
myocardial  ischemia  or  anoxemia  from  in- 
adequate blood  supply.  Any  factor  that 
increases  the  need  of  the  heart  muscles  for 
blood  or  diminishes  the  coronary  flow  may 
produce  pain.  The  pain  may  be  pro- 
duced by  overwork  when  the  blood  supply 
is  normal.  A normal  blood  supply  may 
be  inadequate  under  conditions  of  stress. 
A diminished  blood  supply  may  be  inade- 
quate under  conditions  of  minor  stress. 

In  paroxysmal  benign  cardiac  pain,  the 
pain  is  associated  with  a disturbance  of 
the  coronary  circulation  without  actual 
coronary  artery  disease.  This  disturb- 
ance may  be  either  quantitative  or  quali- 
tative. If  we  believe  that  acute  dispro- 
portion between  coronary  flow  and  meta- 
bolic needs  of  the  myocardium  is  the 
underlying  cause  of  the  “anginal  episode,” 
then  anemia  may  produce  this  episode  in 
the  absence  of  diseased  coronary  arteries. 
In  simple  anemia  or  in  pernicious  anemia, 


the  myocardium  is  receiving  an  inade- 
quate qualitative  blood  supply.  Cabot 
states  that  he  has  seen  3 cases  of  typical 
angina  associated  with  pernicious  anemia 
and  without  coronary  disease.  In  1927 
Herrick  reported  4 more  cases. 

A low  blood  sugar  level  will  produce 
paroxysmal  benign  cardiac  pain  due  to 
lack  of  available  carbohydrates  for  ade- 
quate cardiac  nutrition.  Thus,  hypo- 
glycemia, due  either  to  lack  of  intake  of 
carbohydrate  or  overdose  of  insulin,  can 
produce  paroxysmal  cardiac  pain,  since 
heart  muscle  to  function  adequately  re- 
quires dextrose  as  well  as  oxygen. 

Physiologists  have  demonstrated  that 
the  coronary  circulation  is  largely  de- 
pendent on  blood  pressure  and,  in  par- 
ticular, the  diastolic  pressure.  The  coro- 
nary arteries  fill  during  the  diastole  and 
early  part  of  the  ventricular  systole. 
During  the  greater  portion  of  the  ven- 
tricular systole,  the  coronary  flow  is  cut 
down  to  a minimum,  in  spite  of  increased 
intra-aortic  pressure,  by  compression  of 
intramuscular  branches  of  coronary  arter- 
ies. Thus  we  frequently  note  the  par- 
oxysmal benign  cardiac  pain  in  indi- 
viduals suffering  with  hypotension. 

Dynamic  studies  by  Wiggers  have 
shown  that  the  faster  the  heart  beats,  the 
more  the  systolic  output  or  stroke  volume 
is  decreased.  It  follows  thus  that  an 
attack  of  paroxysmal  tachycardia  can 
bring  about  a diminished  coronary  flow 
with  resulting  paroxysmal  benign  cardiac 
pain. 

Clinicians  are  well  aware  that  smoking 
has  a vasoconstrictor  effect  upon  the 
peripheral  arteries.  Physiologists  ex- 
perimenting with  nicotine  have  shown 
that  even  in  small  doses  it  has  a vasocon- 
strictor action  on  the  coronaries.  Clini- 
cally, I have  seen  any  number  of  young 
individuals,  heavy  smokers,  with  par- 
oxysmal cardiac  pain,  who  have  been  re- 
lieved upon  abstinence  from  tobacco. 

A decreased  coronary  flow  has  been 
observed  when  digitalis  is  administered  to 
experimental  animals.  It  is  assumed  to 
be  due  to  a coronary  constrictor  action  of 
digitalis.  The  indiscriminate  use  of  digi- 
talis in  patients  with  normal  rhythm  but 
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accelerated  rates  often  results  in  precor- 
dial pain. 

In  patients  with  toxic  thyroid,  paroxys- 
mal cardiac  pain  may  be  due  to  the  tachy- 
cardia and  diminished  stroke  volume  or 
diminished  relative  blood  supply  of  the 
heart  associated  with  increased  metabo- 
lism. 

Paroxysmal  malignant  cardiac  pain  im- 
plies the  presence  of  definite  pathologic 
changes  in  the  coronary  arteries.  It  is 
well  to  mention  first  those  lesions  less 
frequently  seen.  Rheumatic  involve- 
ment of  the  coronaries  is  rare  but  does 
occur.  First,  it  is  due  to  endarteritis 
with  swelling  of  the  endothelium  of  the 
smaller  branches  of  the  coronaries;  and 
second,  to  the  presence  of  Aschoff  bodies 
in  the  perivascular  space  or  adventitia 
with  resultant  compression  of  the  lumen 
of  the  coronary  arteries.  Aschoff  states 
that  this  produces  anemic  necrosis,  which 
plays  a large  part  in  the  myocardial  weak- 
ness in  rheumatic  fever.  Syphilis,  strange 
to  relate,  plays  a minor  role  in  the  etiology 
of  coronary  sclerosis.  It  affects  the 
coronary  orifices  only  by  direct  extension 
from  the  aorta.  The  process  never  ex- 
tends into  the  coronaries  any  appreciable 
distance.  Polycythemia  vera,  through 
inspissation  of  blood,  might  favor  coro- 
nary thrombosis.  A few  such  cases  have 
been  reported  by  Boyd  and  Riesman. 
Periarteritis  nodosa  and  thromboangiitis 
obliterans  occasionally  involve  the  coro- 
nary arteries.  Embolic  phenomena  in  the 
coronary  arteries  are  rare.  They  may  be 
found  occasionally  in  cases  of  acute  and 
subacute  bacterial  endocarditis  and  rheu- 
matic mitral  heart  disease.  The  most 
common  disorder  of  the  coronary  arteries 
is  arteriosclerosis. 

Coronary  sclerosis  is  four  times  more 
prevalent  in  men  than  in  women.  It  usu- 
ally occurs  in  individuals  past  fifty,  but 
age  is  apparently  not  a barrier.  Only 
recently,  White  and  others  have  reported 
a series  of  100  cases  in  individuals  under 
forty.  About  1.7  per  cent  fall  in  this 
group.  Stroud  has  reported  a case  in  a 
man  28  years  old.  Coronary  sclerosis  is 
rare  in  women  unless  there  is  associated 
hypertension  or  glycosuria.  We  are  all 


familiar  with  the  fact  that  it  occurs  in 
individuals  whose  occupations  demand 
much  mental  stress  and  strain.  As  phy- 
sicians, we  are  well  acquainted  with  over- 
work, worry,  and  fatigue,  with  inadequate 
leisure  and  inadequate,  tiring  vacations. 
In  a series  of  308  cases  of  coronary  scle- 
rosis, recently  reported  in  the  Journal  of 
the  American  Medical  Association,  it  was 
found  to  be  most  frequent  in  physicians, 
bankers,  lawyers,  clergymen,  and  least 
prevalent  among  farmers  and  laborers. 
Regarding  habits — overeating,  overin- 
dulgence in  sexual  relations,  and  over- 
ambitiousness seem  to  be  factors.  The 
alcoholic  habit  itself  does  not  seem  to  pre- 
dispose to  coronary  sclerosis  unless  it  is 
accompanied  by  other  abuses.  Let  me 
emphasize  here  that  the  extensive  use  of 
tobacco  is  a very  definite  factor.  Over 
50  per  cent  of  my  cases  of  coronary 
sclerosis  are  heavy  smokers. 

Clinically,  we  see  four  types  of  coronary 
sclerosis:  (1)  the  typical  pain  group; 

(2)  the  gastrointestinal  group;  (3)  the 
respiratory  group ; (4)  the  atypical  symp- 
tom group. 

The  main  characteristic  of  the  pain 
associated  with  coronary  sclerosis  is  its 
direct  relationship  to  effort  or  emotional 
strain.  The  patient  states  very  simply 
that  walking  or  lifting  or  excitement 
produces  some  kind  of  sensation  in  the 
chest,  or  at  times  in  the  arm,  that  compels 
an  arrest  of  activity.  After  a few  mo- 
ments of  quietness,  the  distress  is  gone 
and  the  patient  feels  as  well  as  ever.  The 
pain  is  usually  behind  the  middle  or  lower 
sternum.  It  may  radiate  down  the  left 
or  right  arm,  both  arms,  into  the  back,  or 
up  into  the  jaws.  It  is  usually  described 
as  a viselike  sensation. 

Very  frequently,  coronary  sclerosis 
manifests  itself,  clinically,  by  gastrointes- 
tinal disturbances  simulating,  at  times, 
gallbladder  disease  or  duodenal  ulcer. 
Patient  complains  of  no  substernal  pres- 
sure but  perhaps  of  a vague,  nauseating 
distress  in  the  upper  abdomen  with  a de- 
sire to  belch  gas.  The  picture  may  also 
resemble  splenic  infarct  or  renal  colic. 

The  respiratory  symptom  complex  of 
coronary  sclerosis  you  are  all  familiar 
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with.  The  patient  complains  of  dyspnea 
on  exertion,  with  no  pain,  or  paroxysmal 
nocturnal  dyspnea. 

The  atypical  group,  usually  noted  in 
older  patients,  may  be  characterized  by 
fainting  attacks  with  pallor,  great  rest- 
lessness with  sweating,  or  congestive  heart 
failure,  but  no  pain. 

At  this  time,  it  would  be  well  to  discuss 
those  attacks  which  manifest  none  of  the 
symptoms  or  signs  of  coronary  occlusion 
but  obtain  relief  with  either  nitroglycerine 
or  simple  cessation  of  activities.  We  are 
compelled  to  feel  with  Robert  L.  Levy 
that,  in  some  cases,  we  are  dealing  with  an 
acute  coronary  insufficiency  and  not  a 
thrombotic  lesion  of  even  small  coronary 
twigs.  Lewis  M.  Katz,  of  Chicago, 
states:  “In  the  presence  of  coronary  dis- 

ease, any  abrupt  increase  in  the  work  of 
the  heart  or  any  abrupt  drop  of  blood 
pressure  in  the  aorta  may  cause  acute 
coronary  insufficiency  and  gives  a spas- 
modic character  to  the  clinical  picture.” 
This  may  be  compared  to  another  type  of 
insufficiency,  commonly  called  intermit- 
tent claudication,  which  is  due  to  an 
arteriosclerotic  process  in  the  peripheral 
vessels.  The  patient,  while  walking,  ex- 
periences cramplike  pains  in  the  calves  of 
the  legs  with  coldness,  difficulty  in  loco- 
motion, and  loss  of  dorsalis  pedis  pulse. 
With  a short  rest,  all  symptoms  dis- 
appear. Further,  vasospasm  of  the  coro- 
nary arteries  must  also  be  a factor  in  the 
production  of  these  attacks.  Physi- 
ologists have  demonstrated  coronary  con- 
striction by  vagus  stimulation.  How 
else  can  we  explain  the  almost  immediate 
comforting  relief  from  nitroglycerine  in 
these  minor  episodes  of  paroxysmal 
cardiac  pain  present  in  coronary  sclerosis? 

Although  about  20  per  cent  of  cases  of 
coronary  sclerosis  reveal  no  clinical 
cardiac  abnormalities  upon  careful  in- 
vestigation, the  following  procedures  may 
be  of  aid  in  establishing  a diagnosis : 

1.  History — An  accurate  history  is 
important.  Let  the  patient  tell  his 
own  story,  describe  the  pain  and 
radiation,  what  brings  on  the  pain, 
and  what  relieves  it.  Dyspnea  is 


the  most  frequent  symptom ; next, 
paroxysmal  cardiac  pain,  and  then 
gastrointestinal  symptoms.  Brown 
and  Riesman  state  that  a history 
summarized  by  these  five  adjectives 
is  conclusive : sudden,  brief,  vague, 
anterior,  exertive.  In  my  experi- 
ence, the  relationship  of  the  attack 
to  exertion  and  relief  with  nitro- 
glycerine have  been  great  diagnos- 
tic aids. 

2.  Physical  examination — Hyperten- 
sion is  often  present.  Cardiac  en- 
largement may  or  may  not  be 
present,  but  any  unexplained  car- 
diac hypertrophy  is  usually  of 
coronary  origin.  A mitral  systolic 
murmur  is  most  often  heard.  Split 
heart  sounds  may  or  may  not  be 
present. 

3.  Electrocardiography — The  electro- 
cardiogram is  a graphic  record  of 
the  electrical  activity  of  the  heart 
and  no  more.  It  is  only  an  adjunct 
to  other  clinical  methods  of  diag- 
nosis. To  make  a diagnosis  of 
coronary  sclerosis  from  such  a read- 
ing is  an  unsound  practice,  al- 
though at  times  it  is  possible. 
Electrocardiography  will  reveal  ab- 
normal changes  only  in  the  presence 
of  myocardial  damage. 

The  following  electrocardiographic 
changes  may  be  suggestive  of  coronary 
sclerosis  with  myocardial  involvement: 
(1)  coronary  T wave  of  Pardee;  (2)  in- 
verted Ti  or  T2  and  RS-T  interval  changes ; 
(3)  changes  in  lead  IV-F,  including  in- 
version of  T wave,  RS-T  interval  changes, 
absent  positive  delection,  and  Q-wave 
greater  than  2 mm.;  (4)  notching  and 
widening  of  the  QRS  complex;  (5)  Q3 
more  than  25  per  cent  of  the  largest  ex- 
cursion of  QRS,  except  in  the  case  of  right 
axis  deviation. 

It  is  now  definitely  established  that  the 
coronary  arteries  are  not  end  arteries.  In 
reviewing  the  physiologic  anatomy  of  the 
coronary  arteries,  the  right  coronary  sup- 
plies the  entire  right  ventricle,  except  the 
left  third  of  the  anterior  wall.  A branch 
supplies  the  right  half  of  the  posterior 
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Fig.  1.  Chart  of  male,  aged  72,  who  suffered 
acute  myocardial  infarct  due  to  coronary  throm- 
bosis, on  October  17,  1938.  This  shows  the  rela- 
tive value  of  temperature,  leukocyte  count,  and 
sedimentation  rate  in  determining  the  activity 
of  the  myomalacia. 

wall  of  the  left  ventricle  and  a small  strip 
of  the  interventricular  septum.  The  left 
coronary  supplies  the  whole  remaining 
part  of  the  left  ventricle,  the  left  anterior 
portion  of  the  right  ventricle,  and  a small 
anterior  strip  of  the  interventricular  sep- 
tum. The  anterior  descending  branch  of 
the  left  coronary  supplies  the  apex  of  the 
left  ventricle  and  a portion  of  the  inter- 
ventricular septum. 

Four  sources  of  compensatory  collateral 
circulation  are  possible  when  a main  ves- 
sel is  gradually  occluded:  (1)  develop- 

ment of  more  extensive  intercoronary 
communication;  (2)  development  of  ex- 
tracardiac anastomosis  so  beautifully 
demonstrated  by  Beck;  (3)  enlargement 
of  arterioventricular  channels  demon- 
strated by  Gross;  (4)  a reversal  of  flow 
from  cardiac  veins  to  blood  capillaries 
and  the  thebesian  veins.  Gross  has 
shown  more  extensive  anastomosis  with 
advancing  age.  Wiggers  believes  this 
development  of  a newer  circulation  is  a 
matter  of  dynamics : “The  slow  develop- 

ment of  differential  pressure  gradients 
during  the  establishment  of  partial  or 
complete  occlusion  of  a main  branch  may 
distend  ordinarily  useless  vessels  to  a 
degree  that  they  soon  become  pervious  to 
blood.” 

Given  a patient  with  coronary  scle- 
rosis, the  one  catastrophe  feared  is  the 
development  of  a thrombosis.  In  the 
production  of  coronary  thrombosis,  Luten 
states  that  the  chief  factor  is  the  diminu- 
tion of  coronary  flow  either  by  (1)  lower- 


ing diastolic  pressure,  (2)  lessening  cardiac 
output,  or  (3)  coronary  construction  by 
vagus  stimulation.  Phipps,  of  Boston, 
has  found  that  physical  exercise  is  a par- 
ticipating factor  in  the  production  of 
thrombosis  in  only  40  per  cent  of  cases 
and  that  a greater  number  of  cases  occur 
during  rest.  This  is  due  to  the  lowered 
diastolic  pressure  and  stroke  volume  or 
output  of  the  heart  while  at  rest.  Yet, 
we  must  admit  that  unusual  physical 
effort,  emotional  excitement,  marked 
fatigue,  or  any  trying  experience  may  be 
followed  by  coronary  thrombosis.  In 
these  latter,  perhaps,  the  exciting  factor 
may  be  the  coronary  constriction  by  re- 
flex vagus  stimulation.  Sometimes  the 
immediate  exciting  cause  is  not  evident. 

The  symptoms  of  acute  sudden  closure 
in  the  coronary  artery  are  usually  very 
dramatic  and  so  familiar  that  it  seems  un- 
necessary to  recount  them  here.  Within 
twenty-four  hours  of  onset,  there  is  usu- 
ally a slight  fever — 100  to  101  F.  Leuko- 
cytosis, running  from  12,000  to  20,000, 
may  appear  within  two  or  three  hours 
after  the  onset  of  the  attack.  The  sedi- 
mentation time  is  definitely  shortened. 
This  change  appears  later  in  the  disease 
than  the  fever  and  leukocytosis  but  per- 
sists for  some  time  after  these  return  to 
normal  and  is  therefore  a better  guide  as 
to  the  progress  of  healing  of  acute  myo- 
malacia than  temperature  or  leukocytosis. 
The  fever,  leukocytosis,  and  diminished 
sedimentation  time  are  due  to  the  in- 
flammatory reaction  about  the  infarct 
area,  absorption  of  protein  products,  and 
decomposition. 

Pericardial  rub  occurs  in  from  10  to  20 
per  cent  of  the  cases,  usually  from  the 
second  to  the  fourth  day  and  rarely  after 
ten  days.  It  is  most  often  heard  over 
the  lower  portion  of  the  left  ventricle  in 
the  area  to  the  left  of  the  sternum  and 
lower  end  of  the  sternum,  rarely  over  the 
base.  It  is  transitory  and  localized — not 
heard  over  an  area  greater  than  4 to  5 
cm.  in  diameter.  It  has  no  bearing  on 
the  prognosis.  Suppression  of  urine  is  a 
very  common  symptom.  It  is  remark- 
able to  note  that  through  all  these  dra- 
matic symptoms,  due  to  such  a grave  in- 
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suit  to  the  heart,  the  heart  itself  is  heard 
to  beat,  upon  osculation,  as  calmly  as 
though  it  were  not  in  the  least  involved. 

Blake  believes  that  the  occurrence  of  a 
temporary  hyperglycemia  and  glycosuria 
following  a coronary  thrombosis  is  a 
physiologic  response  of  the  body.  A 
relatively  high  blood  sugar  is  of  definite 
advantage  to  the  cardiac  patient.  To  ad- 
minister insulin  in  these  cases  is  not  only 
unnecessary,  but  death  may  result. 

All  too  often,  I have  noticed,  as  a se- 
quel, a perplexing  rheumatoid  arthritis 
involving,  most  frequently,  the  hands 
and  shoulders.  Similarly,  Boas  and  Levy- 
have  reported  an  affection  of  the  shoulder 
characterized  by  pain,  muscle  spasm,  and 
limitation  of  motion,  occurring  commonly 
in  patients  with  coronary  sclerosis. 

The  embolic  phenomena  are  sudden 
and  spectacular.  Given  an  acute  coro- 
nary closure  with  resulting  infarction  of 
the  myocardium,  should  the  process  ex- 
tend to  the  endocardium,  this  latter  be- 
comes roughened  and  mural  thrombi  re- 
sult. Those  from  the  right  ventricle  may 
break  off  and  produce  pulmonary  emboli, 
and  those  from  the  left  ventricle  may 
break  off  into  the  greater  circulation  with 
resulting  cerebral  emboli,  embolic  proc- 
esses to  the  kidneys,  spleen,  and  very  fre- 
quently to  the  vessels  of  the  lower  ex- 
tremities. 

The  prognosis  in  acute  coronary  throm- 
bosis must  be  guarded.  A patient  may 
seem  to  have  had  a mild  attack  and  to  be 
doing  favorably,  then  suddenly  he  dies  on 
the  tenth  to  twelfth  day.  Also,  a severe 
case,  with  complications,  may  recover. 
Eight  to  12  per  cent  of  individuals  die  of 
the  first  attack.  The  percentage  of  mor- 
tality is  greater  in  subsequent  attacks. 
The  average  subsequent  duration  of  life 
is  two  and  one-half  years.  The  immedi- 
ate prognosis  is  somewhat  dependent  upon 
the  suddenness  of  the  occlusion,  the  cali- 
ber of  the  occluded  vessel,  and  the  funda- 
mental state  of  the  myocardium. 

Often  the  diagnosis  of  coronary  throm- 
bosis is  not  easy.  There  have  been  re- 
ported a number  of  cases  which  on  post- 
mortem examination  showed  several  iso- 
lated areas  of  fibrosis  with  old  infarctions 


but  no  clinical  history  suggestive  of  ear- 
lier coronary  occlusion.  The  electro- 
cardiogram is  of  aid  in  many  cases. 
Changes  in  the  electrocardiogram  may 
occur  in  the  early  hours  of  the  attack. 
Rapid  alterations  in  complexes  occur  in 
days  or  weeks.  Following  the  attack,  re- 
peated tracings  are  necessary,  for  at  one 
time  during  the  alterations  the  electro- 
cardiogram may  seem  normal. 

Precise  diagnosis  is  a prerequisite  to  the 
application  of  therapy.  The  nature  of 
the  disturbance  must  be  determined  be- 
fore treatment  can  be  instituted.  One 
must  recognize  that  a coronary  throm- 
bosis has  occurred  before  adequate  treat- 
ment can  be  initiated.  The  attack  of 
coronary  thrombosis  must  be  differenti- 
ated from  paroxysmal  cardiac  pain  due  to 
either  coronary  insufficiency  or  spasm. 
In  this  latter,  with  cessation  of  activity  or 
the  use  of  nitroglycerine,  in  a few  minutes 
the  subjective  symptoms  disappear,  and, 
as  a matter  of  fact,  the  structure  of  the 
myocardium  is  unimpaired.  We  know 
this  is  not  true  of  coronary  occlusion. 

In  the  treatment  of  coronary  throm- 
bosis there  are  a few  procedures  that  come 
under  the  “must”  list.  Of  these,  mor- 
phine heads  the  list.  This  must  be  ad- 
ministered in  doses  large  enough  to  put 
the  patient  to  sleep.  It  may  be  necessary 
to  administer  as  much  as  one  and  one- 
half  grains.  Next,  oxygen,  if  respirations 
are  labored,  is  essential.  The  principle  of 
absolute  rest  must  be  strictly  adhered  to ; 
there  must  be  no  conversation,  no  visitors, 
no  unnecessarily  solicitous  nursing  care, 
no  enemas  or  cathartics  for  at  least  four  or 
five  days,  if  need  be.  Of  late,  the  use  of 
coramine  has  been  advised,  as  it  has  been 
definitely  shown  to  increase  the  coronary 
flow.  For  the  shock,  in  addition  to  mor- 
phine, I like  to  use  caffeine  sodium  ben- 
zoate at  stated  intervals.  Small  doses  of 
quinidine  may  be  used  in  the  attempt  to 
forestall  the  occurrence  of  ventricular 
fibrillation,  but  this  is  absolutely  contra- 
indicated if  there  is  evidence  of  bundle 
branch  block  or  A-V  block. 

There  are  a few  preparations  that  must 
not  be  used  in  the  treatment  of  coronary 
thrombosis.  Digitalis  diminishes  the 
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coronary  flow  and  increases  the  work  of 
the  heart,  so  should  be  avoided.  Ad- 
renalin also  diminishes  the  coronary  flow 
so  should  never  be  used  routinely  in  the 
shock  of  coronary  thrombosis  unless  as  a 
very  heroic  gesture  when  there  is  cardiac 
standstill  or  heart  block.  For  the  first 
few  days,  there  does  not  seem  to  be  any 
advantage  in  using  theobromine  or  theo- 
phylline derivatives. 

With  regard  to  diet,  for  the  first  few 
weeks  the  patient  does  best  on  an  800- 
calorie  diet.  This  undernutrition  elimi- 
nates gastrocardiac  reflexes,  minimizes 
rise  in  metabolic  and  cardiac  output 
which  usually  follows  a meal,  and  gradu- 
ally lowers  the  basal  metabolism  rate. 
This  effects  a decrease  of  pulse  rate  and 
blood  pressure  and  so  diminishes  the  work 
of  the  heart.  For  the  same  reason,  I 
generally  insist  that  the  patient  remain 
in  bed  for  six  weeks,  unless  complications 
arise. 

The  use  of  sodium  thiosulfate,  10  per 
cent  intravenously,  in  the  prevention  of 
postoperative  emboli  has  been  advocated 
by  Bancroft  and  his  associates.  Some 
cardiologists  are  now  employing  this 
preparation  in  coronary  thrombosis  hop- 
ing to  forestall  any  embolic  catas- 
trophe. 

The  following  procedures  may  be  of 
value  in  the  treatment  of  coronary  scle- 
rosis with  relative  myocardial  insuffici- 
ency: 

1.  Patient’s  activities  should  be  lim- 
ited, but  if  possible,  avoid  being 
made  an  invalid.  He  should  be  in- 
structed to  lead  a calm,  quiet,  and 
orderly  existence,  avoiding  strain 
and  excitement.  He  must  be 
taught  to  acquire  an  air  of  philo- 
sophic calm.  If  possible,  he  should 
winter  in  the  south  and  spend 
weekends  away  from  home,  such 
as  in  a quiet  country  hotel. 

2.  Patient  should  avoid  overeating 
and  fast  eating.  Diet  should  be 
preferably  simple  and  easily  digest- 
ible. If  overweight,  the  patient 
should  reduce.  He  should  be  told 
to  lie  down  in  bed,  with  shoes,  coat, 
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vest,  collar,  and  tie  off,  one  hour 
after  lunch  daily. 

3.  Tobacco  in  any  form  should  be 
avoided. 

4.  High  altitudes  should  be  avoided. 

5.  Mild  sedatives,  as  small  doses  of 
phenobarbital  or  bromides,  are  of 
advantage  in  maintaining  mental 
calm. 

6.  Theobromine  and  theophylline  de- 
rivatives have  been  proved  to  in- 
crease the  coronary  flow  and  often 
give  relief.  Likewise,  coramine  is 
at  times  beneficial.  A group  at 
Mt.  Sinai  Hospital  in  New  York 
City  have  reported  good  results 
using  hypertonic  saline  intrave- 
nously. Tissue  extracts  are  abso- 
lutely useless. 

7.  It  is  my  belief  that  surgery  has  little 
or  no  place  in  the  therapy  of  this 
condition.  Sympathectomy  of  the 
cervicothoracic  system  and  the 
perivertebral  block  acts  by  inter- 
rupting sensory  stimuli.  This  does 
away  with  pain  but  does  not  alter 
the  underlying  pathology.  And  so 
these  procedures  may  be  harmful 
because,  thereby,  a warning  signal, 
useful  to  the  individual,  is  abol- 
ished. Blumgart,  of  Harvard,  has 
advised  total  ablation  of  the  thy- 
roid. I do  not  believe  that  there 
have  been  enough  confirmative 
studies  to  warrant  the  employ- 
ment of  this  procedure.  Of  late, 
the  brilliant  work  of  Beck  and 
O’Shaughnessy  is  worthy  of  con- 
sideration. Beck,  of  Cleveland, 
now  makes  his  approach  from  the 
left  side  of  the  sternum,  and  a graft 
from  the  pectoralis  major  is  used. 
Powdered  beef  bone  is  placed  on 
the  heart  surface  to  produce  a low 
grade  inflammatory  reaction  be- 
tween the  grafts  and  the  heart.  In 
his  first  12  operations,  the  mor- 
tality was  50  per  cent.  In  the  last 
9 patients,  the  mortality  was  zero. 
O’Shaughnessy,  of  the  Lambeth 
Cardiovascular  Clinic  in  London, 
feels  that  the  factors  producing 


July  1,  1940] 


PAROXYSMAL  CARDIAC  PAIN 


1013 


postoperative  shock  and  throm- 
bosis can  be  better  controlled  by 
cardio-omentopexy  than  by  the 
alternative  operation  of  Beck. 

8.  Pain  and  anxiety  are  the  most 
striking  symptoms  of  physical  dis- 
tress. Both  are  subjective  and  may 
be  relieved  by  any  form  of  treat- 
ment in  which  the  patient  has  im- 
plicit confidence.  This  faith  is  a 
mental  reaction.  The  failure  to 
recognize  the  influences  of  the  mind 
upon  the  subjective  symptoms  will 
inevitably  lead  to  therapeutic  fail- 
ure. We  must  practice  our  medi- 
cine as  an  art  as  well  as  a science. 
The  art  is  based  on  confidence  and 
the  interplay  of  personalities  be- 


tween the  doctor  and  his  patient. 
It  is  by  this  art  that  the  doctor 
molds  the  activity,  the  faith  of  the 
patient,  so  that  he  can  apply  with 
full  cooperation  the  indicated  scien- 
tific therapeutic  measures.  There 
can  be  no  fixed  rule  as  to  just  what 
to  say  to  the  patient.  No  matter 
what  the  actual  pathology  of  the 
coronaries,  the  nervous  element  is 
always  present  and  has  a marked 
influence  on  the  patient’s  future 
welfare.  He  must  be  told  enough 
so  that  he  can  avoid  attacks  and,  on 
the  other  hand,  not  unduly  alarmed 
but  rather  given  faith,  confidence, 
and  encouragement. 

117  Albany  Avenue 


GIMME! 

Backward,  turn  backward,  oh  Time,  in 
your  flight, 

Make  me  a boy  again,  just  for  tonight! 

Make  me  a kid  without  worry  or  care. 

Barefooted,  dirty,  with  tousled  red  hair! 

Give  me  the  cast-iron  stomach  I had 

When  I was  naught  but  a freckle-faced 
lad! 

Backward,  turn  backward,  oh  Time,  in 
your  flight 

And  give  me  my  raging  boyhood  appe- 
tite! 

Feed  me  on  dainties  my  mother  would 
make — 

Give  me  the  flaky  old-time  buckwheat 
cake! 

Smothered  in  syrup,  with  butter,  spread 
o’er — 

Bake  me  a dozen  and  hurry  up  more! 


Make  me  a batch  of  the  doughnuts  I 
knew 

Sprinkled  with  sugar  so  bountifully  too. 

Caraway  cookies  and  hot  ginger-bread. 

Thickly  with  mother’s  best  marmalade 
spread! 

Give  my  digestive  machinery  swing. 

Fit  to  assimilate  any  old  thing! 

Fill  up  my  tummy  with  cocoanut  cake, 

Boldly  defying  each  dyspeptic  ache! 

Stuff  me  with  pudding  and  blackberry 
jam. 

On  currant  jelly  again  let  me  cram; 

Bring  me  a section  of  mother’s  mince 
pie, 

And  then  I’ll  be  ready  to  curl  up  and 
die! 

E.  A.  Brininstool 

— Sent  to  K.  S.  D.,  Calif.,  by  a patient  with 
duodenal  ulcer,  and  printed  in  the  J.A.M.A. 


TO  STUDY  THE  NEW  IN  NUTRITION 

Over  four  hundred  teachers  and  field  repre- 
sentatives of  state  and  national  organizations 
working  with  families  in  New  York  State  homes 
are  planning  to  gather  at  the  New  York  State 
College  of  Home  Economics  at  Cornell  Univer- 
sity, Ithaca,  July  15,  16,  17,  for  a conference  with 
outstanding  nutrition  and  education  specialists. 
The  field  representatives  include  doctors;  nurses; 
social  workers;  Red  Cross,  Y.  W.  C.  A.,  Anti- 
Tuberculosis,  and  extension  agents;  dieticians; 
visiting  housekeepers;  and  others. 

The  immediate  purpose  of  the  conference  is 
the  further  education  of  field  personnel  who  are 
increasingly  aware  of  the  need  for  a fuller  nu- 
tritional background.  Its  larger  goal  is  the 
coordination  of  community  effort  for  the  better 
nutrition,  and  thus  better  health,  of  New  York 
State  families. 


This  nutrition  conference  is  the  second  such 
conference  to  be  held  and,  like  the  former  one,  is 
sponsored  jointly  by  the  New  York  State  depart- 
ments of  Health,  Education,  and  Social  Welfare 
in  Albany  and  the  New  York  State  College  of 
Home  Economics  at  Ithaca.  Last  year's  con- 
ference was  attended  by  about  two  hundred  per- 
sons and  lasted  a week;  this  year’s  three-day 
conference  is  expected  to  attract  about  four 
hundred  people. 

In  addition  to  technical  information  concerning 
minerals  and  vitamins  and  the  interplay  of  differ- 
ent foods  in  the  body,  the  value  of  various  meth- 
ods of  getting  nutrition  information  across  will 
be  discussed:  radio,  news  writing,  home  visits, 
demonstrations,  and  movies.  Also  the  relation- 
ship between  good  nutrition  and  home  manage- 
ment and  family  relationships  will  be  considered. 


HEMATURIA  IN  OFFICE  PRACTICE 

Critical  Study  Based  on  a Series  of  2,446  Cases 

A.  Ravich,  M.D.,  F.A.C.S.,  Brooklyn,  New  York 


Just  as  the  color  red  means  danger  in 
the  traffic  world,  so  should  hematuria 
spell  danger  in  medicine.  Given  such  a 
signal,  you  must  realize  that  immediate 
investigation  becomes  imperative.  Al- 
though the  cause  may  be  relatively  unim- 
portant in  some  instances,  all  too  often  it 
bespeaks  pathology  of  more  or  less  gravity. 
Early  recognition  of  the  source  or  etiology 
of  the  bleeding  often  presents  the  only 
opportunity  for  relief  or  cure.  Even 
though  frank  hematuria  is  usually  the 
motivating  factor  which  alarms  and  brings 
the  patient  to  the  doctor,  the  discovery  of 
microscopic  hematuria  is  often  fully  as 
important. 

This  report  is  based  on  a study  of  the 
histories  of  the  author’s  office  patients 
from  the  years  1916-1935  omitting  1918- 
1919,  the  period  of  the  World  War. 
Hematuria  was  found  in  2,446  patients  in 
whom  a definite  diagnosis  was  made. 
About  751  additional  patients  with  hema- 
turia were  seen  and  excluded  from  this 
study  because,  for  various  reasons,  a 
complete  investigation  could  not  be  car- 
ried out.  The  material  was  divided  into 
three  groups:  (1)  microscopic,  (2)  gross 
and  microscopic,  (3)  gross  minus  micro- 
scopic. Included  in  the  microscopic 
group  were  voided  specimens  of  urine,  ob- 
tained from  males,  showing  a few  or  more 
erythrocytes  microscopically  and  cathe- 
terized  specimens,  from  women,  that 
showed  at  least  a moderate  number  of  red 
blood  cells.  Specimens  from  males  show- 
ing rare  erythrocytes  were  excluded  from 
this  series.  This  applied  also  to  a large 
group  of  females,  even  though  the  few 
erythrocytes  present  could  not  entirely  be 
attributed  to  trauma  from  catheteriza- 
tion. This  accounts  for  the  exclusion  of  a 
fairly  large  number  of  calculi  and  other 
important  groups  from  this  study.  The 
second  group  is  self  explanatory  and  in- 
cluded the  cases  where  a history  of  gross 


hematuria  was  obtained  and  red  blood 
cells  were  found  during  the  routine  ex- 
amination of  the  urine.  The  third  group 
embraced  those  cases  in  which  a history 
of  gross  hematuria  was  obtained  but  no 
evidence  of  blood  in  the  urine  was  found 
upon  analysis  at  the  time  of  examination. 

A careful  perusal  of  the  material  leaves 
the  impression  that  the  significance  of 
hematuria  is  now  better  appreciated  and 
understood  by  the  profession,  but  there  is 
still  room  for  much  enlightenment.  The 
efforts  of  the  profession  must  be  intensified 
to  spread  the  gospel  of  the  true  signifi- 
cance of  hematuria.  Persistent  frank 
hematuria  alarms  the  patient  and  the  phy- 
sician alike,  and  in  most  instances  of  this 
type,  within  a few  days,  a complete  uro- 
logic  study  is  done,  with  the  result  that  a 
diagnosis  of  incipient  lesions  is  made  more 
frequently.  Such  promptness,  however, 
is  not  the  general  rule  with  intermittent 
hematuria.  It  appears  that  the  first  few 
episodes  of  bleeding  are  often  completely 
overlooked  and  minimized.  The  oral 
medication  that  is  prescribed  is  usually 
given  credit  for  the  cessation  of  the  bleed- 
ing. Upon  the  recurrence  of  the  hema- 
turia the  patient  either  has  the  original 
prescription  refilled  without  consulting 
his  physician  or  the  latter,  after  con- 
sultation, again  resorts  to  oral  medication. 
Numerous  histories  could  be  supplied  of 
intermittent  bleeding  ranging  for  as  many 
as  twenty  years.  Some  of  the  cases  of 
renal  lithiasis  had  intermittent  bleeding 
for  a dozen  or  more  years.  Upon  ex- 
amination, the  physician  often  found 
hopeless  and  almost  complete  destruction 
of  the  kidney  parenchyma.  In  the  cases 
of  malignancy  anywhere  in  the  urinary 
tract,  some  of  the  tumors  were  allowed  to 
progress  to  a point  where  surgical  inter- 
vention was  well  nigh  impossible.  Only 
when  sharp  pain  accompanies  intermittent 
hematuria  does  the  patient  demand  the 
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benefit  of  a prompt  urologic  investiga- 
tion. 

The  accompanying  Table  1 gives  the 
lesions  encountered  in  this  study  as  well 
as  the  relative  frequency  of  the  type  of 
hematuria.  It  is  suffice  to  say  that  no 
case  of  hematuria  should  fail  to  receive  a 
complete  urologic  survey.  In  obscure 
conditions,  repeated  studies  at  various 
intervals  may  be  necessary  before  a defi- 
nite diagnosis  can  be  made.  As  urology 
advances,  the  number  of  cases  undiag- 
nosed becomes  fewer  and  fewer.  Thus, 
whereas  so-called  essential  or  idiopathic 
hematuria  was  a fairly  frequent  entity 
fifteen  to  twenty  years  ago,  it  is  now  never 
accepted  until  after  the  most  painstaking 
and  repeated  examinations  fail  to  find 
any  concrete  pathology.  Even  then,  such 
a diagnosis  is  regarded  with  considerable 
suspicion. 

The  finding  of  hematuria  in  the  presence 
of  calculi  anywhere  along  the  urinary  tract 
needs  little  comment,  even  though  it  oc- 
curred in  1,342  cases.  The  importance  of 
microscopic  hematuria  in  the  presence  of 
right  ureteral  calculi  assumes  a major 
role  in  the  differential  diagnosis  of  lesions 
of  the  right  lower  quadrant  of  the  abdo- 
men. This  is  especially  true  when  the 
question  of  appendicitis  confuses  the  issue. 
In  quite  a number  of  cases  the  finding  of 
erythrocytes  in  the  urine  prevented  an 
appendectomy  and  led  to  a diagnosis  of 
urinary  stone  upon  further  routine  uro- 
logic investigation.  In  1 case  however,  a 
nonopaque  uric  acid  ureteral  calculus  and 
acute  appendicitis  were  concomitantly 
present.  In  another  instance  the  appen- 
dix lay  retrocolically  and  by  extension  had 
produced  a periureteritis  which  was  ap- 
parently responsible  for  the  hematuria. 
There  were  several  other  cases  in  which 
all  symptoms  pointed  to  a diagnosis  of 
ureteral  calculus,  but  negative  findings 
obtained  after  a most  exhaustive  and 
careful  urologic  examination  led  to  a cor- 
rect substantiated  diagnosis  of  retrocecal 
appendicitis.  Occasionally  acute  sal- 
pingitis is  productive  of  hematuria,  but 
since  this  lesion  does  not  demand  urgent 
operative  interference,  a correct  diagnosis 
is  usually  made  in  time. 


A moderately  high  incidence  of  gross 
hematuria  was  found  in  renal  tuberculosis. 
This  fact  was  quite  impressive  since 
Rathbun,  in  his  excellent  report  on  hema- 
turia, stated  that  no  cases  of  blood  in  the 
urine  were  observed  in  his  series  of  renal 
tuberculosis. 

There  were  120  patients  with  unilateral 
and  4 with  bilateral  ureteral  obstruction  in 
this  series.  Repeated  examinations  con- 
firmed the  original  diagnosis,  and,  further- 
more, these  patients  were  actually  relieved 
following  periodic  ureteral  dilatations. 
In  8 instances  of  definite  ureteral  stric- 
tures, calculi  developed  in  the  upper  uri- 
nary tract  after  a lapse  of  years.  It  seemed 
certain  that  the  calculi  were  not  present 
at  the  first  examination  as  evidenced  by 
normal  roentgenography  and  pyelography 
and  by  the  absence  of  a scratch  on  the 
wax- tipped  bougie.  Although  direct  proof 
is  lacking,  it  appears  that  ureteral  ob- 
struction with  urostasis  must  have  been 
an  important  factor  in  the  formation  of 
these  calculi. 

Aside  from  the  important  position  oc- 
cupied in  this  study  by  prostatic  hyper- 
trophy, malignant  and  benign  tumors  of 
the  urinary  tract  were  found  in  240  cases. 
All  of  the  cases  of  malignancy  of  the 
bladder  showed  unquestionable  gross 
hematuria.  Only  about  two-thirds  of  the 
cases  of  papilloma  of  the  bladder  pre- 
sented hematuria.  There  were  several 
cases  in  which  concomitant  rectal  bleed- 
ing with  hematuria,  as  well  as  vaginal 
bleeding  with  hematuria,  had  caused  con- 
siderable confusion  in  the  minds  of  the 
patients  and  physicians  as  to  the  true 
source  of  the  bleeding.  The  latter,  re- 
sorting to  routine  urologic  examination, 
quickly  found  the  source  of  the  hematuria 
in  addition  to  the  other  bleeding.  A 
highly  instructive  case  was  that  of  a 
young  woman,  29  years  of  age,  who  had 
had  intermittent  terminal  but  painless 
hematuria  for  five  years,  during  which 
time  she  had  been  treated  with  oral 
medication.  During  this  interval  she  was 
seen  by  a capable  gynecologist  who, 
probably  on  account  of  her  age  and  the 
observation  of  a large  cervical  polyp, 
concluded  that  this  lesion  must  have  been 
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TABLE  1. — Type  of  Lesion  and  Character  of  Hematuria 


Gross  Plus 

Gross  Minus 

Microscopic  Microscopic 

Microscopic 

Total 

Urolithiasis 

838 

446 

58 

1,342 

(a)  Renal  calculus 

(1)  Unilateral 

204 

126 

12 

342 

(2)  Unilateral  with  unilateral  ureteral 

58 

12 

4 

74 

(3)  Bilateral 

28 

10 

38 

(4)  Bilateral  with  unilateral  ureteral 

3 

8 

11 

(5)  Bilateral  with  bilateral  ureteral 

4 

4 

(6)  Renal  with  renal  tuberculosis 

2 

2 

(7)  Renal  with  solitary  cyst  of  kidney 

3 

3 

(8)  Renal  with  tuberculous  cyst  of  kidney 

1 

1 

(9)  Renal  with  polycystic  disease  of  kidneys 

2 

2 

(10)  Renal  and  ureteral  with  large  obstructing  prostate 

10 

8 

2 

20 

(11)  Renal  ureteral  and  bladder 

2 

5 

7 

(b)  Ureteral  calculus 

(1)  Unilateral 

454 

163 

24 

641 

(2)  Bilateral 

12 

6 

5 

23 

(3)  Ureteral  and  bladder 

11 

11 

(c)  Bladder  calculus 

(1)  Bladder 

8 

2 

10 

(2)  Bladder  with  large  obstructing  prostate 

45 

68 

8 

121 

(3)  Bladder  with  papilloma  of  bladder 

2 

5 

1 

8 

(4)  Bladder  with  carcinoma  of  bladder 

2 

8 

2 

12 

(5)  Bladder  with  carcinoma  of  prostate 

2 

2 

4 

(6)  Bladder  with  urethral  stricture 

2 

2 

(7)  Urethral 

6 

6 

Tumors 

145 

243 

32 

420 

(a)  Kidney 

(1)  Neoplasms  of  cortex 

8 

29 

37 

(2)  Neoplasms,  intrapelvic 

3 

3 

(3)  Neoplasm  intrapelvic  with  renal  calculi 

1 

1 

2 

(4)  Neoplasm  intrapelvic  involving  ureter  and  bladder 

3 

3 

(5)  Polycystic  disease 

2 

2 

4 

(6)  Solitary  cyst 

5 

5 

(7)  Tuberculous  cyst 

1 

1 

(b)  Ureter 

(1)  Carcinoma 

1 

1 

(2)  Neurofibroma 

1 

1 

(c)  Bladder 

(1)  Carcinoma 

6 

62 

11 

79 

(2)  Carcinoma  with  large  prostate 

3 

7 

10 

(3)  Papilloma 

1 

52 

6 

59 

(4)  Papilloma  with  large  prostate 

5 

5 

(d)  Prostate 

(1)  Nonmalignant  enlargement 

88 

66 

12 

166 

(2)  Carcinoma 

18 

10 

2 

30 

(3)  Fibrosis  of  vesical  neck  with  contracture 

10 

3 

1 

14 

Inflammation  and  Infection 

322 

207 

30 

559 

(a)  Kidney 

(1)  Perinephritic  abscess 

2 

2 

(2)  Pyelonephritis 

33 

23 

6 

62 

(3)  Pyelonephritis  of  pregnancy 

5 

2 

7 

(4)  Renal  tuberculosis 

15 

16 

3 

34 

(5)  Renal  tuberculosis  with  tuberculous  epididymitis 

1 

1 

(6)  Hydronephrosis — unilateral 

9 

4 

1 

14 

(7)  Hydronephrosis — unilateral  with  ureteral  stricture 

12 

5 

1 

18 

(8)  Hydronephrosis — bilateral 

3 

3 

1 

7 

(9)  Hydronephrosis — bilateral  with  large  prostate 

1 

1 

2 

(10)  Hydronephrosis — bilateral  with  fibroid  uterus 

6 

6 

(b)  Ureter 

(1)  Ureteral  obstruction — unilateral 

81 

36 

3 

120 

(2)  Ureteral  obstruction — bilateral 

4 

4 

(3)  Ureterocele 

4 

4 

(c)  Bladder 

(1)  Cystitis 

33 

42 

4 

79 

(2)  Cystitis  with  urethral  stricture 

1 

7 

8 

(3)  Cystitis  emphysematosa 

1 

1 

(4)  Hunner’s  ulcer 

2 

2 

(5)  Varices  in  bladder 

2 

2 

(6)  Foreign  body  in  bladder 

2 

2 

(7)  Unilocular  cysts  at  vesical  neck  with  granular  urethritis 

13 

28 

3 

44 

(8)  Unilocular  cysts  at  vesical  neck  with  granular  urethritis 

and  stricture  of  urethra 

3 

2 

5 

(d)  Prostate  and  urethra 

(1)  Prostatitis  and  seminal  vesiculitis 

45 

5 

50 

(2)  Prostatitis,  hypertrophied  verumontanum 

10 

8 

5 

23 

(3)  Enuresis  with  hypertrophied  verumontanum 

2 

2 

(4)  Prostatic  abscess 

2 

2 

(5)  Valves  in  posterior  urethra 

2 

2 

(6)  Varicosities  in  posterior  urethra 

1 

1 

(7)  Abscess  of  Cowper’s  gland 

1 

1 

(8)  Stricture  of  urethra 

16 

4 

2 

22 

(9)  Stricture  of  urethra — traumatic 

2 

2 

(10)  Stricture  of  urethra — postirradiation 

1 

1 

(11)  Urethral  caruncle 

8 

4 

12 

(12)  Urethral  meatitis 

10 

6 

16 

(13)  Intraurethral  chancre 

1 

1 
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TABLE  1 ( Continued ). — Type  of  Lesion  and  Character  of  Hematuria 


Gross  Plus 

Gross  Minus 

Microscopic  Microscopic 

Microscopic 

Total 

Constitutional  Diseases 

64 

39 

1 

104 

(1)  Nephritis 

34 

14 

48 

(2)  Thrombopenic  purpura  hemorrhagica 

3 

3 

(3)  Purpura  hemorrhagica  of  bladder 

10 

8 

18 

(4)  Secondary  syphilis 

1 

1 

(5)  Polycythemia  vera 

1 

1 

(6)  Endocarditis  with  infarct  of  left  kidney 

1 

1 

(7)  Following  acute  infection  of  upper  respiratory  tract 

12 

14 

1 

27 

(8)  Following  acute  infection  of  upper  respiratory  tract,  otitis 

media,  and  mastoiditis 

3 

2 

5 

Miscellaneous 

21 

Trauma 

(a)  Kidney 

6 

6 

(b)  Bladder 

4 

4 

(c)  Urethra 

4 

4 

Chemical 

(a)  Following  ingestion  of  urotropin 

2 

2 

(b)  Following  bichloride  of  mercury 

2 

2 

(c)  Following  injections  into  urethra 

3 

3 

the  source  of  her  bleeding.  Since  the 
visible  hematuria  ceased  whenever  she 
called  upon  him,  he  assumed  that  her  re- 
peated personal  observations  were  incor- 
rect. When  the  terminal  hematuria  per- 
sisted however,  even  after  the  removal  of 
the  cervical  polyp,  she  was  catheterized 
for  the  first  time,  and  blood  was  found  in 
her  urine.  She  was  then  referred  for 
cystoscopic  examination  which  revealed  a 
large  papillary  carcinoma  of  low-grade 
malignancy  on  the  roof  of  the  bladder. 
Fortunately  it  was  completely  eradicated 
by  figuration. 

To  emphasize  further  the  necessity  for 
the  most  careful  kind  of  urologic  examina- 
tion, I present  the  following  case  which 
should  teach  a powerful  lesson.  A 
bachelor,  37  years  of  age,  developed 
bloody  urethral  discharge,  after  coitus, 
five  years  prior  to  his  first  examination. 
The  discharge  responded  promptly  to 
local  and  internal  medication.  Following 
coitus,  four  months  before  his  visit  to 
me,  he  again  developed  a bloody  discharge 
which  responded  rapidly  in  the  same 
manner  as  before.  On  account  of  an  ac- 
cidental urinalysis  that  revealed  albumin 
and  blood  and  pus  in  his  urine,  he  was 
placed  upon  a nephritic  regimen  for  three 
months.  Two  weeks  before  his  admission 
the  patient  developed  sudden  profuse 
painless  hematuria  which  lasted  for  four 
days.  Following  this  episode,  cystoscopic 
examination  was  resorted  to  and  revealed 
multiple  infiltrating  carcinomatous  neo- 
plasms on  the  trigon  and  around  the  blad- 
der neck.  In  spite  of  suprapubic  cystot- 


omy with  insertion  of  radium  emanation 
seeds,  he  developed  a spontaneous  frac- 
ture of  the  neck  of  the  femur  and  died 
within  five  weeks  of  generalized  carcino- 
matosis. Had  this  case  been  studied 
properly  five  years  before,  such  an  ending 
could  have,  in  all  likelihood,  been  avoided. 

Total  hematuria  was  present  in  36 
cases  of  proved  renal  neoplasm,  and  micro- 
scopic blood,  only,  was  observed  in  9 cases. 
The  latter  group  was  usually  constitu- 
tionally inferior  to  patients  with  gross 
hematuria  and,  as  a result,  frequently  re- 
quired preoperative  transfusion  of  blood. 
Reiteration  seems  advisable  at  the  ex- 
pense of  repetition  that  the  tumor  cases 
with  intermittent  hematuria  fared  badly; 
they  were  often  converted  from  relatively 
good  to  extremely  poor  risks. 

Even  though  gonorrheal  infection  of 
the  urethra  was  not  included  in  this  study, 
inflammation  and  other  infections  of  the 
urinary  tract  occurred  in  559  of  the  cases 
— second  in  importance  to  that  of  uro- 
lithiasis in  this  series.  In  view  of  the  fact 
that  so  many  cases  under  this  heading 
start  out  as  an  acute  condition,  many  of 
these  cases  seek  relief  early.  However, 
many  others  have  an  insidious  mild  onset 
and  course,  and  it  is  in  this  group  where 
a thorough  routine  physical  check-up 
helps  so  much  in  its  discovery  and  cure 
before  the  condition  becomes  more  or  less 
hopeless. 

Hematuria  was  found  quite  commonly 
in  granular  urethritis,  with  single  or 
multiple  unilocular  cysts  at  the  vesical 
neck  associated  with  congestion  and  in- 
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flammation  of  the  trigon.  Great  care  and 
vigilance  must  be  exercised  in  these  cases 
to  avoid  overlooking  more  serious  lesions 
elsewhere  in  the  urinary  tract.  Veru- 
montanitis,  with  enlargement  associated 
with  posterior  urethritis,  requires  similar 
vigilance.  Hematuria  caused  by  the  rup- 
ture of  blood  vessels  on  the  surface  of  the 
enlarged  prostate  must  be  differentiated 
from  bloody  emissions  and  admixed  hema- 
turia caused  by  prostatic  calculi,  pro- 
static carcinoma,  prostatitis,  prostatic 
abscesses,  etc. 

Hematuria  was  encountered  in  16  cases 
of  dermatitis  about  the  urethral  meatus  in 
young  males  between  the  ages  of  1 and  5 
years.  The  excoriation  and  dermatitis 
were  frequently  attributable  to  the  nar- 
rowness of  the  meatus  and,  in  some,  re- 
quired meatotomy.  The  etiology  of  the 
remaining  cases  remained  obscure  except 
that  it  almost  always  occurred  in  cold 
weather  when  the  damp  diapers  or  under- 
clothing of  these  youngsters  would  cause 
a dermatitis  of  the  meatus  with  crust  for- 
mation. The  removal  of  this  crust  if 
firmly  adherent  brought  on  the  mixture 
of  blood  and  urine. 

That  certain  constitutional  diseases 
produce  hematuria  is  definitely  proved, 
but  in  each  instance  local  disease  of  the 
genitourinary  tract  should  first  be  care- 
fully and  definitely  excluded.  Hematuria 
in  thrombopenic  purpura  hemorrhagica 
was  observed  3 times.  In  addition,  18 
cases  of  so-called  purpura  of  the  bladder 
were  seen.  The  vesical  mucosa  appeared 
intact,  but  submucosal  hemorrhage  in 
the  form  of  small  or  large  petechiae  were 
observed.  The  mucosa  between  the  hem- 
orrhagic patches  appeared  normal.  In 
all  likelihood  the  vesical  lesion  was  an  ex- 
pression of  a generalized  disease.  In 
several  instances  a prophecy  of  arthritic 
involvement  materialized  several  weeks 
later. 

Thirty-two  patients  with  hematuria 
were  encountered  who  gave  a history  of 
an  infection  of  the  upper  respiratory  tract 
within  twenty-four  hours  to  two  weeks 
before  the  onset  of  hematuria.  Five  of 
these  patients  also  had  otitis  media  and 
subsequent  mastoiditis.  In  some  cases 


the  microscopic  hematuria  persisted  for  a 
long  time,  but  the  blood  in  the  urine  dis- 
appeared from  all  cases  without  direct 
treatment  of  the  urinary  tract.  We  have 
no  available  pathologic  material  of  this 
fascinating  problem.  Clinically,  however, 
it  seems  that  focal  infection  is  productive 
of  hematuria  in  a small  number  of  cases. 

An  interesting  exogenous  source  of 
hematuria  is  the  ingestion  of  chemicals. 
There  were  2 cases  of  bichloride  of  mer- 
cury poisoning  and  2 cases  of  microscopic 
hematuria  following  the  ingestion  of  hexa- 
methylenamine.  It  is  well  known  that 
large  doses  of  the  latter  drug  may  have  an 
irritating  effect  upon  the  kidneys.  Ow- 
ing to  the  very  extensive  use  of  this  drug 
without  harm,  undue  susceptibility  to  it 
must  exist  in  order  to  produce  hematuria. 

Comment 

A careful  perusal  of  my  office  records 
shows  that  in  50  per  cent  of  all  the  cases 
of  hematuria  stone  in  the  urinary  tract 
was  at  fault.  It  is  interesting  to  note 
that  in  one-half  of  the  patients  who  came 
in  with  frank  hematuria  stone  was  also 
the  etiologic  factor.  With  regard  to 
tumors  of  the  urinary  tract,  this  condi- 
tion occurring  in  only  10  per  cent  of  all 
the  cases  of  hematuria,  just  twice  as  many, 
i.e.,  in  20  per  cent  of  all  the  frank  hema- 
turias, tumor  was  at  fault. 

Whereas  a certain  percentage  of  uro- 
logic  conditions  associated  with  infection 
or  inflammation  is  more  or  less  self  limited 
in  its  course,  there  is  a very  appreciable 
number  that  may  lead  to  serious  injury 
of  the  affected  organ  if  it  remain  unde- 
tected and  untreated.  In  many,  the 
patient’s  very  existence  is  at  stake. 
Correct  diagnosis  and  appropriate  treat- 
ment, therefore,  are  of  great  importance. 

The  records  also  show  that  nephritis, 
which  is  the  diagnosis  made  by  the  family 
physician  in  so  many  cases  of  hematuria, 
actually  comprises  less  than  2 per  cent  of 
all  the  patients  with  macroscopic  and 
microscopic  hematuria  and  a little  over 
0.5  per  cent  of  those  with  gross  hematuria. 
Even  though  many  more  cases  of  nephritic 
hematuria  that  never  reach  the  urologist 
must  be  admitted,  one  should  not  jump 
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to  such  a conclusion  without  a most  care- 
ful investigation.  It  is  deplorable  that 
diagnoses  are  often  made  without  any 
more  check-up  than  that  offered  by  a rou- 
tine urinalysis  done  by  a commercial 
laboratory,  very  often  on  a stale  speci- 
men of  urine. 

The  old  adage,  “strike  while  the  iron  is 
hot,”  if  followed,  can  save  many  a life. 
Procrastination  often  spells  defeat.  The 
best  time  for  investigation  is  usually 


during  the  period  of  active  bleeding, 
when  the  patient  is  in  a receptive  mood 
and  when  the  urologist  can  actually  see 
the  source  of  the  bleeding  without  guess- 
work and  without  repeated  painstaking 
examinations.  By  intelligent  coopera- 
tion, the  medical  profession  can  exert  a 
tremendous  influence  for  the  reduction 
of  death  from  cancer,  stones,  and  other 
serious  ailments  of  the  urinary  tract. 

101  Lafayette  Avenue 


NATIONAL  MEDICAL  DEFENSE 

With  the  exception  of  the  Communazis,  Ameri- 
cans are  united  on  the  need  for  better  national 
defense.  In  the  emphasis  on  military  prepared- 
ness, however,  there  is  danger  that  the  country 
may  forget  that  medical  preparedness  is  as  essen- 
tial as  arms,  remarks  the  New  York  Medical 
Week.  Modern  totalitarian  war  makes  enor- 
mous demands  on  the  medical  profession  which 
the  latter  must  prepare  itself  to  meet. 

The  Medical  Society  of  the  State  of  New  York 
has  shown  itself  alive  to  the  role  of  medicine  in 
the  national  defense.  At  the  recent  Annual 
Meeting  military  medical  needs  were  the  subject 
of  extensive  discussion. 

Fortunately,  our  system  of  medical  care,  with 
its  flexibility  and  encouragement  of  professional 
initiative,  adapts  itself  easily  to  war-time  re- 
quirements. Adoption  of  compulsory  health 
insurance  would  be  a blow  to  the  national  de- 
fense as  well  as  to  high  peace-time  standards  of 
medical  care. 

In  England,  for  example,  there  is  a serious 
shortage  of  experienced  plastic  surgeons.  This  is 
due  to  the  fact  that  a few  men  have  enjoyed  a 
virtual  monopoly  in  that  field.  Under  com- 
pulsory health  insurance  the  young  practitioner 
without  extensive  means  immediately  enrolls  in  a 


panel.  There,  unless  he  is  an  outstanding  ex- 
ception, routine  clerical  and  clinical  duties  soon 
overwhelm  him  and  make  graduate  study  almost 
impossible.  The  specialties  are  accordingly  re- 
served for  a wealthy  few  who  are  not  constrained 
by  necessity  to  do  panel  work. 

The  American  system,  on  the  other  hand,  en- 
courages graduate  study  and  professional  initia- 
tive. Without  the  compulsory  insurance  panels 
to  sustain  him  in  mediocrity,  the  young  practi- 
tioner must  develop  himself,  by  institutional 
work  and  continuous  study,  in  order  to  earn  a 
living  and  get  ahead.  He  need  not  waste  his  time 
on  clerical  red  tape  nor  cripple  his  professional 
judgment  with  the  stultifying  shackles  of  bureau- 
cratic regulation.  Special  as  well  as  general 
practice  are  open  to  all  who  desire  to  com- 
pete. 

To  the  physician  who  is  dedicated  to  the 
preservation  of  life  war  is  an  unspeakable  blas- 
phemy. In  war  or  peace,  however,  he  must  be 
prepared  to  do  his  utmost  to  alleviate  human 
suffering  and  restore  the  sick  and  wounded  to 
health.  If  he  is  to  discharge  this  duty  properly, 
he  must  be  permitted  to  work  under  conditions 
that  experience  has  proved  to  be  conducive  to 
the  full  development  of  medical  skill. 


AIR  SICKNESS  CAN  BE  AVOIDED 

Air  sickness,  which  affects  about  one  in  every 
two  hundred  air  passengers,  can  be  almost  en- 
tirely avoided  by  proper  precautions  on  the  part 
of  both  air  lines  and  passengers,  Sibyl  Winser 
Johnston,  Chicago,  declares  in  Hygeia,  The  Health 
Magazine  for  June. 

Persons  who  are  extremely  sjusceptible  to 
motion  should  take  medicine,  prescribed  by  a 
physician,  before  going  aboard  or  before  the 
symptoms  have  progressed.  A quick  acting  seda- 
tive that  does  not  have  a prolonged  effect  is  the 
most  desirable. 

“The  factors  which  cause  air  sickness  are 
rough  air,  extreme  nervous  tension,  intemperate 
habits  of  eating  or  drinking,  faulty  cabin  venti- 
lation, heat,  and  excessive  altitude  without 
accessory  ventilation,”  Mrs.  Johnston  says. 
“All  these  are  avoidable  except  rough  air,  and 
the  effects  of  this  are  minimized  when  the  pilot 
flies  in  the  higher  altitudes  above  the  weather. 


Slower  speed  will  also  reduce  the  severity  of  the 
bumps.  Pilots  of  all  the  major  air  lines  have 
instructions  to  reduce  the  speed  of  their  ships 
when  in  rough  weather,  unless  in  their  own  best 
judgment  the  conditions  warrant  higher  cruising 
speed. 

“The  heat  and  ventilation  of  the  passenger 
cabin  is  easily  controlled.  Insufficient  fresh  air 
and  excessive  heat  will  sometimes  precipitate  an 
attack  of  air  sickness  when  it  could  otherwise 
have  been  avoided. 

“Don’t  eat  rich  or  heavy  foods  or  anything 
that  might  cause  gas  to  form  on  your  stomach 
either  before  going  up  or  while  in  flight.  In  case 
of  stomach  distress,  an  effervescent  alkaline  drink 
is  helpful  and  is  obtainable  from  the  stewardess. 
Chewing  gum  will  contribute  to  the  general 
comfort  and  ‘ventilate’  the  ears,  for  the  changes 
in  atmospheric  pressure  may  cause  the  eardrum 
to  react  unpleasantly.” 
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To  insist  that  a knowledge  of  allergy 
is  extremely  important  to  the  ear, 
nose,  and  throat  specialist  is  merely  to 
emphasize  a widely  acknowledged  fact. 
From  the  initial  conception  of  allergy  to 
the  present  time,  interest  of  the  otolaryn- 
gologist in  this  field  has  been  steadily 
maintained. 

While,  in  the  past,  early  physiologic 
studies  of  the  nose  were  concerned  pri- 
marily with  olfaction,  today  emphasis  is 
being  placed  mainly  on  its  accessory  res- 
piratory function.  Thus,  both  the  ability 
of  the  nasal  mucous  membrane  in  supply- 
ing moisture  to  inspired  air  and  the  effi- 
ciency of  the  vestibular  vibrissae  in 
filtering  out  coarse  particles  are  being 
seriously  studied.  Furthermore,  the  role 
of  the  turbinates  in  breaking  up  a column 
of  air,  thereby  producing  eddies  and  facili- 
tating contact  of  the  air  with  some  part 
of  the  nasal  mucous  membrane,  is  being 
more  carefully  considered.  The  warming 
function  of  the  nose,  the  direction  and 
rate  of  ciliary  action,  the  vasomotor 
mechanism,  as  well  as  bacteriologic  re- 
search of  the  nasal  and  paranasal  secre- 
tions, are  likewise  being  subjected  to  con- 
tinual investigation. 

For  example,  Hansel,1  who  has  done  so 
much  of  this  work,  as  well  as  Grove  and 
Cooke,2  Kern  and  Schenck,3  Kistner  and 
Semenov,4  and  others,  has  gone  far  to 
prove  the  existence  of  allergic  sinusitis  in 
contrast  or  in  addition  to  the  old  familiar 
forms  usually  interpreted  as  infectious  in 
origin. 

This  recent  conception  involves  the 
recognition  of  an  underlying  allergic  state 
being  responsible  for  many  cases  formerly 
designated  as  suppurative,  nonsuppura- 
tive, catarrhal,  fibrous,  granular,  and  ede- 
matous. One  can  readily  realize  the  im- 
portance in  therapy  and  prognosis  such  a 


new  approach  conveys.  To  arrive  at  a 
diagnosis  of  allergic  sinusitis  a more 
thorough  inquiry  and  investigation  there- 
by becomes  necessary,  the  essential  points 
of  which  are  herewith  briefly  referred 
to. 

1.  History:  A positive  family  history 
of  some  form  of  allergy,  such  as  hay  fever, 
asthma,  urticaria,  angioneurotic  edema,  or 
eczema,  is  significant.  Cooke  and  Vander 
Veer,5  Rackemann, 6*7  and  Rowe8  have 
long  since  definitely  established  a heredi- 
tary trend  in  the  transmission  of  the 
allergic  state.  In  allergic  sinusitis  this 
factor  is  likewise  present  in  a sufficiently 
large  enough  number  of  cases  to  warrant 
inquiry  and  excite  suspicion. 

2.  Symptomatology:  In  addition  to  the 
usual  symptoms  of  sinusitis,  such  as  post- 
nasal drip,  morning  cough,  and  head 
pains,  patients  with  allergic  sinusitis  fre- 
quently complain  of  paroxysmal  sneezing 
and  intermittent  nasal  obstruction.  The 
intermittent  nasal  obstruction,  varying 
from  partial  to  complete,  involves  either 
one  side  or  the  other  or  both.  While 
usually  the  discharge  is  profuse,  thin, 
watery,  and  serous  in  character,  occasion- 
ally it  is  thick  mucoid.  Only  when  an  in- 
fection is  present  does  the  discharge  be- 
come thick,  tenacious,  and  purulent. 

3.  Examination:  Nasal  examination 
discloses  a pale,  grayish  white,  or  bluish 
gray  edematous  and  watery  mucous  mem- 
brane which  is  characteristic  of  allergy. 
Frequently  the  mucosa  is  so  very  sensitive 
that  the  slightest  touch  of  a nasal  specu- 
lum or  tip  of  a spray  initiates  a paroxysm 
of  sneezing.  Hypertrophy  of  the  turbi- 
nates and  thickening  of  the  mucous  mem- 
brane as  a whole,  with  the  presence  of 
mucous  and  edematous  polyps,  are  com- 
mon observations.  Although  universal 
agreement  on  the  etiology  of  mucous  or 
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edematous  nasal  polyps  has  not  been 
reached,  it  is  undoubtedly  true  that  by  far 
the  vast  majority  of  them  are  allergic 
in  origin.  An  eosinophilic  infiltration 
throughout  the  stroma  in  large  numbers, 
particularly  near  the  surface,  is  a constant 
observation  in  these  cases. 

4.  Cytologic  Studies:  Nasal  smears  in 
allergic  sinusitis  establish  the  presence  of 
eosinophils  in  far  larger  numbers  than 
normal.  The  process  of  making  a nasal 
smear  is  so  simple  and  easily  performed 
that  it  should  always  be  included  in 
routine  office  examinations.  Sinus  wash- 
ings and  sputum  examinations  may  also 
disclose  a large  percentage  of  eosinophils, 
while  a blood  eosinophilia  completes  the 
picture.  It  is  frequently  necessary  to  re- 
peat the  examinations  of  both  nasal  secre- 
tion and  blood  to  establish  the  presence  of 
eosinophils,  since  they  vary  in  number 
from  day  to  day.  These  repeated  cyto- 
logic examinations  of  blood  and  secre- 
tions from  the  nose  and  paranasal  sinuses 
are  indispensable  to  a careful  and  thorough 
study  of  any  case  of  suspected  allergic 
sinusitis  and  should  never  be  omitted. 

5.  Roentgenographic  Examination:  The 
degree  of  opacity  in  an  x-ray  depends 
upon  the  amount  of  secretion  and  the 
edema  or  thickening  of  the  lining  sinus 
membranes  due  to  the  presence  of 
granulations  or  polyps.  In  no  way  do 
they  reveal  the  cause  of  the  pathology. 
When  fluid  is  present,  its  transitory  nature 
may  be  disclosed  by  repeated  x-ray  ex- 
aminations with  lipiodol.  According  to 
Philips,9  this  is  not  obligatory  if  the 
sinus  exposures  are  taken  in  the  erect 
position.  Exposures  in  the  erect  position 
assure  gravitation  of  the  fluid  to  the  floor 
of  the  antrums  and  frontal  sinuses,  per- 
mitting the  air  above  the  fluid  level  to 
act  as  a contrasting  background  to 
show  the  pathologic  changes  in  clear 
relief. 

6.  Transillumination:  Whereas  x-ray 
studies  possess  the  advantage  of  pene- 
trating all  the  paranasal  sinuses,  transil- 
lumination is  reliable  for  examination  of 
the  frontals  and  antrums  only.  Never- 
theless, transillumination  is  valuable.  It 
is  always  available  as  an  office  procedure, 


Fig.  1.  An  outer  edge  of  a nasal  polyp 
showing  marked  hypertrophy  and  hyperplasia 
of  the  columnar  epithelium  with  slight  but 
definite  thickening  of  the  subepithelial  basement 
membrane.  Below  this  is  a layer  of  plasma 
cells,  eosinophils  and  lymphocytes,  below  which 
is  edematous  fibrous  connective  tissue  containing 
smaller  members  of  the  same  cells  fairly  evenly 
distributed  throughout.  A few  small  thickened 
blood  vessels  are  noted. 

entails  no  expense,  and  can  be  repeated 
indefinitely.  As  in  x-ray  pictures,  trans- 
illumination gives  presumptive  evidence 
of  diseased  conditions  but  no  special  in- 
formation regarding  etiology. 

7.  Skin  Tests:  Positive  skin  tests  not 
only  indicate  the  allergic  state  of  an  in- 
dividual but  are  also  a clue  to  the  cause  as 
well.  It  is  our  experience  that  intra- 
dermal  skin  tests  are  preferable  to  scratch, 
particularly  in  allergic  sinusitis.  A pa- 
tient must  be  very  sensitive  to  produce  a 
positive  test  by  means  of  the  scratch 
method  of  testing,  whereas  intradermal 
skin  tests  pick  up  the  slight  sensitivities  far 
more  accurately.  When  the  physician  is  in 
doubt  as  to  the  validity  of  the  reaction, 
passive  transfer  should  be  employed.  All 
skin  reactions  must  be  substantiated  or 
corroborated  by  clinical  tests.  For  this 
reason  when  foods  are  suspected,  despite 
negative  skin  tests,  it  is  frequently  neces- 
sary to  utilize  trial  or  elimination  diets. 

Unfortunately  bacterial  skin  reactions 
cannot  be  depended  upon  to  disclose  bac- 
terial sensitivity.  They  are  not  at  all 
like  the  cutaneous  tests  to  pollen,  which 
are  immediate,  or  even  the  cutaneous  tests 
to  foods,  which  in  some  cases  are  delayed. 
Often  they  are  actually  negative  in  cases 
where  we  know  definitely  that  bacterial 
sensitivity  does  exist. 
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Fig.  2.  An  outer  edge  of  the  same  polyp 
showing  a sharp  demarcation  of  the  normal 
epithelium  from  that  which  has  already  begun 
degenerating.  The  latter  is  recognized  by  a loss 
of  individual  cell  delimitations,  a general  appear- 
ance of  homogeneous  tissue,  with  only  a few 
nuclear  fragments  remaining  from  what  once 
had  been  the  hyperplastic  and  hypertrophied 
epithelial  covering  of  the  polyp.  The  basement 
membrane  is  markedly  thickened,  its  fibrous 
connective  tissue  appearing  to  consist  of  thick 
fibrils  with  very  few  individual  fibrocytes  noted. 
Several  dilated  mucous  glands  and  numerous 
small  thickened  capillaries  are  observed  lying  in 
the  edematous  subepithelial  connective  tissue. 
At  one  part  of  this  section  the  infiltration  with 
eosinophils,  lymphocytes,  and  plasma  cells  are 
quite  pronounced. 

8.  Tissue  Examination:  The  recent 

investigations  of  Latta  and  Schall10  and 
description  of  tissue  changes  by  Hansel1 
demonstrate  that  a wide  variation  in  the 
epithelium  of  the  paranasal  sinuses  exists 
in  all  individuals.  The  character  of  the 
epithelium  varies  with  such  environmental 
influences  as  smoke,  dust,  and  tempera- 
ture. Repeated  acute  infections  also 
produce  marked  changes.  Because  de- 
generation and  regeneration  of  the  tissue 
are  constantly  taking  place,  various  de- 
grees of  hyperplasia  are  noted.  In  al- 
lergy, according  to  Hansel, 1 the  size  of  the 
individual  epithelial  cells  are  increased 
and  edema  of  the  mucosa  is  present. 
Although  the  epithelium  is  not  as  thick- 
ened in  allergy  as  in  infection,  the  base- 
ment membrane  frequently  shows  a dis- 
tinct tendency  toward  thickening,  and 
there  is  an  associated  eosinophilic  infiltra- 
tion. The  edema  and  eosinophilic  in- 
filtration are  most  marked  in  the  tunica 
propria,  stroma,  or  subepithelial  layer. 

Now,  in  reviewing  the  allergic  basis  of 
sinusitis,  is  it  presumptuous  to  suggest 


that  much  of  the  failure  in  sinus  surgery 
is  due  to  the  neglect  of  clinicians  to  dis- 
tinguish these  cases  from  the  infectious 
type?  Are  not  reliance  upon  a history  of 
sinus  symptomatology,  the  observations 
in  a routine  office  examination,  and  par- 
ticularly an  x-ray  report  responsible  for 
surgical  intervention  in  most  cases  of 
sinus  disease?  When  one  considers  that 
x-ray  interpretations  are  based  solely  upon 
variations  in  tissue  densities  without  re- 
spect to  etiology,  it  is  apparent  that  sur- 
gery should  not  be  advised  on  this  evi- 
dence alone. 

Once  the  diagnosis  of  allergic  sinusitis 
is  made,  even  before  the  essential  causes 
are  actually  discovered,  it  is  generally 
advantageous  to  make  the  following  sug- 
gestions. These  are  similar  to  the  gen- 
eral instructions,  given  to  asthmatic 
patients. 

1.  Carefully  avoid  all  contact  with  dust. 
This  is  a frequent  cause  of  allergic  sinusitis. 
Your  bedroom  especially  should  be  kept 
dust  free;  therefore  eliminate,  as  far  as 
possible,  all  woolen  rugs,  upholstered  fur- 
niture, sofa  pillows,  curtains,  draperies, 
vases,  ornaments,  and  pictures. 

2.  Avoid  contact  with  cats,  dogs,  birds,  or 
any  other  hairy  or  feathered  pet.  Have 
no  household  pets  for  the  time  being. 
Stay  away  from  horses,  stables,  and  farms. 

3.  Remove  all  blooming  plants  or  flowers  in 
your  home,  and  stay  away  from  grasses, 
weeds,  trees,  and  flowers. 

4.  Until  otherwise  instructed  refrain  from  the 
use  of  cosmetics,  bath  salts,  and  face  or 
talcum  powders  that  contain  orris  root. 

5.  Avoid  the  use  of  insect  powders  and  sprays. 

6.  If  you  have  a Kapok  mattress  and  pillow 
use  it  instead  of  feathers  or  hair. 

7.  As  far  as  possible  avoid  cooking  odors, 
smoke,  perfumes,  garage  odors,  fresh  paint, 
and  varnish. 

8.  Keep  out  of  drafts.  Avoid  cross  ventila- 
tion. During  inclement  weather  protect 
yourself  with  proper  clothing.  Take  no 
chances;  at  the  first  sign  of  a fresh  cold 
remain  indoors  in  a moderate  and  constant 
temperature. 

9.  Take  no  very  cold  or  very  hot  baths  or 
showers.  Tepid  baths  are  preferable.  Do 
not  go  in  swimming  without  permission. 

10.  Adhere  strictly  to  the  prescribed  diet. 
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11.  Do  not  use  any  nose  drops  other  than  those 
prescribed.  Do  not  take  any  cathartics 
without  inquiry. 

12.  Do  not  overexert  yourself.  Avoid  excite- 
ment, fatigue,  emotional  disturbances,  or 
worry. 

Whenever  elimination  of  the  cause  is 
possible,  it  is  to  be  preferred.  Miscellane- 
ous allergens,  such  as  animal  epidermals 
and  insect  emanations,  can  usually  be 
eradicated  in  this  way.  Food  sensitiza- 
tions are  best  controlled  by  substitutions 
or  elimination.  However,  with  such 
inhalants  as  pollen  or  house  dust,  for  ex- 
ample, immunization  is  usually  required. 
This  consists  of  weekly  inoculations,  in 
gradually  increased  amounts  of  the  anti- 
gen, according  to  the  patient’s  degree  of 
sensitivity.  The  injections  are  continued 
until  immunity  is  established,  then  the 
intervals  between  inoculations  are  in- 
creased. In  cases  of  bacterial  sensitivity, 
an  autogenous  vaccine  may  be  prepared 
from  the  secretion  of  the  nose  and  sinuses. 
The  initial  dose  of  such  a vaccine  should 
be  small,  and  considerable  care  must  be 
exercised  when  increasing  the  dosage. 
The  process  of  immunization  requires  skill 
and  experience.  Yet  it  is  interesting  to 
observe,  when  this  has  been  accomplished 
in  allergic  sinusitis,  how  subsequent  ex- 
aminations will  disclose  a subsidence  of 
secretion,  a decrease  in  edema,  a shrink- 
age of  the  turbinates,  a gradual  diminu- 
tion of  the  polyps,  and  a return  to  normal. 

Locally,  nasal  or  sinus  irrigations  are 
employed  to  establish  drainage  and  allow 
circulation  of  air  in  the  sinuses.  Epine- 
phrine or  ephedrine  solutions  are  of  value 
for  shrinkage  of  the  tissues,  but  it  should 
be  remembered  that  there  is  an  abuse  as 
well  as  a use  of  these  drugs.  Too  frequent 
and  too  large  a dosage  produces  an  op- 
posite effect  to  the  normal  physiologic 
action.  Only  in  those  cases  of  allergic 
sinusitis  where  obstruction  exists  to  the 
point  of  interfering  with  drainage  or 
where  the  entire  picture  is  definitely  com- 
plicated by  infection  should  surgery  be 
considered. 

Conclusions 

1.  Allergic  sinusitis  is  a definite  dis- 


Fig.  3.  A high  power  photomicrograph  to 
show  more  clearly  the  nature  and  the  relation- 
ship of  the  various  cells  mentioned  in  Figs.  1 
and  2. 


ease.  It  may  occur  with  or  without  sec- 
ondary infection. 

2.  The  diagnosis  of  allergic  sinusitis 

depends  upon  careful  consideration  and 
correlation  of  the  following  data:  (1) 

history,  (2)  symptomatology,  (3)  examina- 
tion, (4)  cytologic  studies,  (5)  roentgeno- 
graphic  examination,  (6)  transillumina- 
tion, (7)  skin  tests,  and  (8)  tissue  examina- 
tion. 

3.  Disregard  of  the  allergic  factor  in 
sinusitis  is  responsible  for  the  frequency 
of  much  sinus  surgery  failure. 

4.  General  instructions  for  patients 
suffering  from  allergic  sinusitis  are  sug- 
gested to  cope  with  the  more  important 
allergens. 

5.  Treatment  of  allergic  sinusitis  con- 
sists primarily  in  elimination,  substitu- 
tion, or  immunization.  Surgery  is  indi- 
cated only  in  those  cases  where  obstruc- 
tion exists  to  the  point  of  interfering  with 
drainage  or  where  the  entire  picture  is 
definitely  complicated  by  infection. 
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FOREIGN  BODIES  SWALLOWED  BY  CHILDREN 

C.  Joseph  Delaney,  M.D.,  New  York  City 


Disagreement  exists  concerning  the 
proper  care  of  a child  who  has  swal- 
lowed a foreign  body.  The  medical 
literature  is  not  extensive  on  this  subject, 
but  the  public  press  frequently  features 
cases  of  this  kind  with  pictures  of  the 
before  and  after  variety  and  the  story  of 
spectacular  surgical  intervention.  These 
facts  suggested  a review  of  cases  admitted 
to  the  Children’s  Surgical  Service  at 
Bellevue  Hospital  for  the  past  ten  years. 
Many  patients  were  seen  in  our  clinic 
who  are  not  included  here  because  the 
records  were  incomplete.  Some  did  not 
return  after  the  first  visit.  The  cases  in 
this  series  were  all  carefully  followed. 
Foreign  bodies  in  the  esophagus  or  bron- 
chus are  not  considered  here  because  they 
are  treated  by  the  Nose  and  Throat 
Service. 

People  attempting  suicide  or  suffering 
from  mental  disorders  sometimes  swallow 
foreign  bodies.1  Others,  such  as  side- 
show freaks  do  it  for  pecuniary  gain. 
There  is  a recorded  case  in  England,2 
which  will  be  referred  to  in  more  detail 
later,  where  a young  boy  swallowed  vari- 
ous objects  on  a dare  if  the  amount 
wagered  was  sufficient. 

The  cases  analyzed  here  are  not  of  the 
aforementioned  types.  These  children 
were  brought  to  the  hospital  after  having 
accidentally  swallowed  some  foreign  ob- 
ject. Why  some  were  admitted  and 
some  were  not  is  not  always  clear.  The 
personal  ideas  of  the  physician  who  first 
saw  the  child  undoubtedly  was  the  deter- 
mining factor  in  many  cases.  Our  rec- 
ords disclose  41  cases  varying  in  age 
from  infancy  to  13  years. 


Age  Group  Number 

Less  than  1 year  1 

1-  3 years  13 

3-  5 years  7 

5-  7 years  5 

7-  9 years  3 

9-11  years  6 

11-13  years  6 


The  group  under  3 years  of  age  is  the 


largest  because  at  this  time  the  child  is 
becoming  ambulatory  and  has  developed 
the  habit  of  putting  objects  into  its 
mouth.  Most  of  these  accidents  must  be 
ascribed  to  negligence  on  the  part  of  the 
mother.  Children  over  these  years,  how- 
ever, do  accidentally  swallow  objects 
although  not  as  frequently,  and  these  in- 
cidents are  due  to  carelessness  on  the 
child’s  part  or  to  indifference  to  the 
danger  of  putting  things  into  the  mouth. 
One  child  swallowed  the  mouthpiece  of  a 
cheaply  constructed  toy  whistle  which 
she  was  blowing. 

Alarm  caused  by  the  child’s  story 
rather  than  signs  and  symptoms  of  acute 
illness  is  the  usual  reason  the  child  is 
brought  to  the  hospital.  This  apprehen- 
sion on  the  part  of  the  parent  is  many 
times  the  most  difficult  aspect  of  the 
case,  especially  when  it  affects  the  proper 
treatment. 

When  symptoms  were  present,  vomit- 
ing was  the  most  common,  occurring  in 
10  of  our  cases.  In  a few  cases  it  had 
been  induced  by  the  parent  in  an  attempt 
to  cause  the  foreign  body  to  be  emit- 
ted. 

This  is  a very  unwise  thing  to  do  be- 
cause of  the  danger  of  the  object  becoming 
lodged  in  the  esophagus,  a condition 
much  more  serious  than  if  it  remained  in 
the  stomach.  Abdominal  pain  and  sore 
throat  were  almost  as  frequently  com- 
plained of  as  vomiting.  The  abdominal 
pain  was  never  very  definite  in  location 
or  serious  in  character.  Sore  throat 
was  not  serious  in  any  case.  At  times 
it  was  undoubtedly  induced  by  some  well- 
intentioned  but  misguided  person  who 
attempted  to  remove  the  foreign  body 
manually  from  the  throat — an  excel- 
lent example  of  the  adage,  “the  cure 
being  worse  than  the  disease.”  Con- 
sideration of  other  symptoms  here  is 
not  necessary  because  of  their  infre- 
quency. 
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Frequency  of  Symptoms 


Vomiting  10 

Sore  throat  8 

Epigastric  pain  7 

Abdominal  distress  3 

Lacerated  throat  1 

Anorexia  2 

Blood  in  stools  1 


Cough 

Temperature 

Distention 

Nausea 

Gagging 

Syncope 


1 

3 

1 

1 

2 

1 


The  objects  swallowed  varied  from 
pieces  of  glass  bitten  from  the  edge  of  a 
water  tumbler  to  that  of  the  head  of  a 
celluloid  doll  also  bitten  off — both  inci- 
dents, no  doubt,  at  the  height  of  a gastro- 
nomic orgy. 

Pins,  however,  seemed  to  be  the  entree 
de  jour.  There  were  straight  pins,  safety 
pins  opened  and  closed,  bobby  pins,  and 
button  pins.  Straight  pins  were  the 
most  frequent.  There  were  several  in- 
stances of  two  or  more  swallowed  at  the 
same  sitting.  One  child  showed  two 
safety  pins  in  the  stomach,  both  opened. 
A pencil,  eight  centimeters  in  length  with 
a blunt  end,  was  swallowed  without  dif- 
ficulty. The  whole  list  is  made  up  of  the 
following:  common  pin,  9;  open  safety 

pin,  6;  button,  2;  nail,  5;  button  pin,  3; 
part  of  whistle,  1;  pencil,  1;  screw,  2; 
jack,  1 ; bolt,  1 ; metal  trigger,  1 ; penny, 
3;  nickel,  2;  glass,  1;  bobby  pin,  1; 
tack,  2;  key,  1;  head  of  celluloid  doll,  1. 

In  this  series  of  41  cases  covering  a 
period  of  over  ten  years,  no  child  was 
operated  upon.  This  seems  remarkable 
when  the  list  of  foreign  bodies  is  studied. 
It  definitely  shows  the  ability  of  the 
gastrointestinal  tract  to  marriage  itself 
to  many  objects  whose  passage  does  not 
seem  possible.  Thirty-seven  patients 
had  no  complications.  Three  developed 
acute  pharyngitis  with  fever,  and  1 de- 
veloped bleeding  from  the  rectum  fol- 
lowing the  passage  of  a Red  Cross 
pin. 

Our  treatment  has  been  watchful  wait- 
ing and  careful  observation  with  the  aid  of 
the  x-ray  and  fluoroscope.  The  average 
time  observed  for  all  cases  was  four  and 
one-half  days.  The  longest  period  was 
one  month,  that  of  a child,  aged  3,  who 
swallowed,  just  before  admission,  two 
bobby  pins.  The  child  vomited  once  and 
had  a small  amount  of  bleeding  from  the 
mouth.  The  course  of  the  pins  was  fol- 
lowed periodically  by  x-ray  and  fluoro- 


Fig.  1.  Facsimile  of  objects  swallowed  in  our 
series. 


scope  until  they  were  passed  thirty  days 
after  admission. 

In  all  cases,  no  cathartics  were  given, 
and  the  stools  were  examined  carefully. 
Diet  has  been  stressed  by  some  as  an  aid 
in  the  passing  of  these  bodies.  Sauer3 
in  1932  attributed  the  passing  of  a 
twenty-five-cent  piece  in  ten  days  to  what 
he  called  Dr.  Boots’s  nonsurgical  treat- 
ment, which  consisted  of  a coarse,  high 
residue  vegetable  diet.  Most  of  our 
cases  were  placed  on  a regular  diet  with 
the  same  result.  A number  of  objects 
were  passed  following  the  giving  of  a 
barium  meal  for  x-ray  study.  We  do  not 
recommend  this  as  a treatment. 

As  previously  stated  none  of  our  cases 
was  operated  upon.  We  feel  that  the 
use  of  surgery  as  treatment  is  seldom  ever 
necessary.  We  have  had  in  this  series 
no  objects  that  were  pointed  at  both  ends, 
such  as  needles  and  toothpicks.  Bodies 
such  as  these  are  considered  by  many  to 
be  very  dangerous  and  frequently  to 
cause  perforation  of  the  bowel  and  peri- 
tonitis. No  conclusion  as  to  this  group, 
unfortunately,  can  be  made. 

However,  in  the  past  few  years  several 
papers  have  been  written  on  the  surgical 
treatment  of  foreign  bodies  of  the  type 
found  in  our  series.  They  were  praised 
because  they  consisted  of  laparotomy  in 
which  the  stomach  was  not  opened  and 
during  which  open  safety  pins  were  closed 
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and  the  objects  were  threaded  to  catheters 
in  the  stomach  and  removed  through  the 
mouth.  We  agree  with  Vinson  and  Deis- 
sler4  of  the  Mayo  Clinic  that  these  pro- 
cedures should  not  be  done,  because  prac- 
tically all  objects  will  pass  if  one  is  patient 
enough.  A classic  example  of  meddle- 
some surgery  is  found  in  the  case  of  a 
boy,  previously  referred  to,  who  started 
swallowing  objects  to  win  bets.  His  first 
excursion  into  this  remunerative  field 
was  the  swallowing  of  two  pennies  which, 
when  he  applied  at  the  hospital  appar- 
ently without  symptoms,  were  immedi- 
ately removed  by  operation.  He  made 
ten  subsequent  trips  to  the  hospital  for 
similar  operations. 

Summary 

1.  There  were  41  patients  treated  for 
swallowing  foreign  bodies  without  opera- 
tion. 


2.  Children  under  3 years  most  often 
suffer  this  accident. 

3.  Negligence  on  the  part  of  the 
mother  and  carelessness  of  the  child  are 
the  underlying  causes. 

4.  Symptoms  are  not  marked. 
Vomiting,  vague  abdominal  pain,  and 
sore  throat  are  the  most  common. 

5.  Pins,  straight  and  safety,  are  the 
most  frequent  objects  swallowed. 

6.  Operation  is  rarely  ever  necessary 
in  these  cases.  Observation  with  x-ray 
and  fluoroscope,  examination  of  stools, 
and  a regular  diet  is  sufficient  treatment. 
Cathartics  and  emetics  should  be  avoided. 

116  East  58th  Street 

References 

1.  Kennedy,  R.  S.:  Brit.  M.  J.  1:  1262-1264  (June 

22)  1935. 

2.  Johnstone,  I.  L.:  Brit.  M.  J.  2:  546  (Sept.  21) 

1935. 

3.  Sauer,  L.  W.:  J.A.M.A.  98:  1981  (June  4)  1932. 

4.  Vinson  and  Deissler:  Am.  J.  Digest.  Dis.  & 

Nutrition  1:  357-359  (Aug.)  1934. 


THE  CONSCRIPTION  OF  BRITISH  PHYSICIANS 


Before  the  outbreak  of  war  the  majority  of 
British  physicians  of  military  age  voluntarily  en- 
rolled for  war  service  in  response  to  the  request  of 
the  government.  Subsequently  conscription  was 
adopted  of  all  men  of  21  years  of  age  and  then  of 
older  men  by  successive  years  of  age.  The  appli- 
cation of  conscription  was  not  universal,  as  men 
in  certain  occupations  held  to  be  of  national  im- 
portance were  exempted.  Among  the  exempted 
occupations  is  the  medical  profession.  The  Cen- 
tral Emergency  Committee  of  the  British  Medical 
Association  has  now  unanimously  recommended, 
according  to  a report  in  the  J.A.M.A.,  that  phy- 
sicians be  removed  from  the  list  of  reserved  occu- 
pations. If  this  proposal  is  accepted,  physicians 


who  have  not  yet  reached  the  age  of  28  will  be- 
come liable  for  compulsory  service  with  the 
fighting  forces  in  a medical  capacity.  Those  at 
older  age  would  automatically  become  liable  as 
the  proclamation  age  is  raised.  The  committee 
does  not  desire  that  compulsion  should  be  applied 
within  six  months  of  qualification.  Under  exist- 
ing arrangements  those  who  obtain  resident  posts 
at  hospitals  within  the  six-month  period  will  be 
permitted  to  complete  their  appointment  if  it  is 
not  more  than  six  months.  Many  of  the  older 
physicians,  with  heavy  obligations,  have  joined 
up  and  therefore  the  committee  feels  that  it 
would  be  fairer  if  medicine  was  withdrawn  from 
the  reserved  occupations. 


A LIFESAVING  SERVICE 

More  than  twelve  thousand  men,  women,  and 
children  from  all  parts  of  the  United  States  had 
their  chests  x-rayed  at  the  World’s  Fair  last  year. 
About  10  or  12  per  cent  of  the  pictures  showed 
evidences  of  tuberculosis,  active  or  latent,  notes 
the  New  York  Post.  Just  how  many  persons  were 
saved  from  long  illness  or  even  death  by  prompt 
treatment  is  not  known.  It  is  likely  that  the 
number  is  substantial. 

The  Medical  Society  of  the  County  of  Queens 
will  continue  to  conduct  its  x-ray  examinations 
in  the  Medicine  and  Public  Health  Building  in  the 
Hall  of  Man  again  this  season.  The  charge  will 
be  only  $1.00.  The  time  necessary  for  the  pic- 
ture to  be  taken  will  be  less  than  a minute.  A 


committee  of  experts  will  interpret  the  films,  and 
the  results  will  be  sent  to  the  visitor's  family 
physician. 

Every  reader  of  this  newspaper,  continues  the 
Post,  who  visits  the  Fair  ought  to  join  the  line 
through  the  x-ray  booths.  Early  diagnosis  and 
treatment  is  one  of  the  most  direct  and  effective 
weapons  there  is  in  the  war  on  tuberculosis.  It 
increases  chances  of  absolute  cure  and  cuts  down 
needless  expense.  Not  only  that,  but  every 
person  who  knows  himself  to  be  infected  is 
enabled  to  avoid  passing  the  disease  on  to  others. 

Tuberculosis  is  one  scourge  which  modern 
medicine,  if  given  half  a chance,  can  wipe  out 
completely. 


MILK-BORNE  BACILLARY  DYSENTERY 

Report  of  an  Outbreak  in  New  York  State 

James  J.  Quinlivan,  M.D.,  Saranac  Lake,  New  York 
{Assistant  District  State  Health  Officer,  New  York  State  Department  of  Health) 


While  it  is  generally  recognized  that 
outbreaks  of  bacillary  dysentery 
may  be  milk-borne,  such  outbreaks  do 
not  occur  (or  are  not  detected)  as  fre- 
quently as  epidemics  of  scarlet  fever, 
septic  sore  throat,  and  typhoid  fever.  In 
view  of  the  relative  rarity  of  reports  of 
milk-borne  dysentery  in  New  York  State, 
the  following  summary  is  presented.  It 
will  serve  also  as  an  addition  to  the  al- 
ready voluminous  accumulation  of  data 
to  the  effect  that  a clean  milk  is  not  neces- 
sarily a safe  milk  and  that  safety  in  milk 
handling  demands  cleanliness  plus  pas- 
teurization. 

In  the  latter  part  of  August,  1938,  the 
district  office  of  the  State  Department  of 
Health  at  Saranac  Lake  received  a routine 
report  of  a case  of  bacillary  dysentery 
from  a large  summer  camp  located  in  the 
eastern  part  of  the  health  district.  The 
customary  investigation  was  instituted 
with  the  following  findings. 

The  camp  concerned  is  one  of  the  large, 
well-operated  boys’  camps  in  the  Adiron- 
dack area  and  has  been  conducted  each 
year  for  many  years  during  the  months 
of  July  and  August.  The  total  popula- 
tion of  the  camp  at  the  time  of  the  in- 
vestigation was  340,  consisting  of  240 
boys,  65  leaders  and  assistant  leaders,  a 
kitchen  and  caretaker  group  of  18,  and  a 
general  supervisory  staff  of  17.  The  boys 
in  the  camp  ranged  from  9 to  17  years  of 
age,  the  leaders  and  assistant  leaders  from 
18  to  22  years  of  age,  and  the  rest  of  the 
staff  were  adults. 

The  first  case  of  the  disease  had  ap- 
peared early  in  August.  Reporting  of  the 
cases  to  the  local  health  officer  had  at  first 
been  neglected,  and,  by  the  time  the  dis- 
trict office  learned  of  the  condition,  over 
one-third  of  the  boy  population  of  the 
camp  had  been  affected  (Chart  1). 

The  typical  clinical  history  was  of  sud- 


den onset,  characterized  by  headache  and 
a chill  or  chilly  feeling  followed  by  nausea, 
vomiting,  abdominal  cramps,  diarrhea, 
tenesmus,  and  fever  ranging  from  102  to 
105  F.  In  one  case,  abdominal  symp- 
toms were  so  acute  that  the  patient  was 
removed  to  a hospital  where  an  appendec- 
tomy was  performed.  Many  of  the  cases 
had  as  many  as  twenty-five  stools  a day, 
and  in  about  one-quarter  of  those  affected 
blood  was  observed  in  the  stools.  The 
duration  of  the  illness  was  from  one  to  five 
days.  There  were  no  fatalities,  and  re- 
covery was  usually  prompt  without  obvi- 
ous sequelae.  Fecal  specimens  were  ob- 
tained from  those  actively  ill  at  the  time 
of  the  investigation,  and  dysentery  bacilli 
of  the  mannitol-fermenting  (Flexner) 
group  were  found  in  all  specimens  ob- 
tained from  persons  ill  at  that  time. 

The  age  distribution  of  the  cases  showed 
a preponderance  among  the  younger 
members  of  the  camp  population.  How- 
ever, both  resident  physicians  at  the 
camp  developed  the  illness. 


Age  Distribution  of  Cases 


Age  Group, 

Number 

in 

Number 

Attack 

Rate, 

Years 

Camp 

Attached 

Percentage 

9-11 

18 

15 

83 

12-14 

122 

37 

30 

15-17 

100 

29 

29 

18-22 

65 

16 

25 

Over  22 

35 

2 

6 

Investigation  revealed  no  similar  ill- 
nesses among  persons  living  in  the  area  in 
which  the  camp  was  located.  The  distri- 
bution of  the  cases  in  the  various  boys’ 
cabins  in  the  camp  was  uniform,  and  it 
seemed  evident  that  the  source  of  infec- 
tion was  common  to  the  camp  as  a 
whole. 

The  menus  for  the  meals  served  during 
the  period  of  probable  infection  included 
boiled  potatoes,  meat  and  gravy,  lettuce 
and  tomatoes,  butter,  ice  cream,  and 
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Chart  1. 

milk.  Inquiry  revealed  that  these  foods, 
with  the  exception  of  milk,  were  consumed 
in  approximately  equal  quantities  by  all 
age  groups  in  the  camp.  Unusual  care 
was  observed  in  the  preparation  and 
handling  of  food,  and  there  was  no  history 
of  illness  among  food  handlers.  Stool 
specimens  obtained  from  food  handlers 
were  negative. 

The  camp  water  supply  was  used  by 
several  groups,  totaling  68  adults  and  17 
children  who  resided  outside  the  camp, 
none  of  whom  developed  dysentery. 
Moreover,  bacteriologic  examinations  of 
the  water  supply  showed  no  evidence  of 
pollution,  and  a survey  of  the  water  sys- 
tem by  a sanitary  engineer  failed  to  reveal 
any  evidence  of  pollution.  Since  a non- 
potable  water  supply  was  present  in  the 
camp  for  fire  protection,  the  possibility  of 
cross  connections  was  considered  but  was 
eliminated  by  careful  inspection. 

The  one  variable  factor  apparent  was 
the  milk  consumption  at  meals.  All  the 
boys  drank  milk,  but  the  older  staff  mem- 
bers often  did  not  drink  it,  using  coffee  in- 
stead. The  average  milk  consumption 
among  the  boys  was  three  or  more  glasses 
each  day,  among  the  adults  much  less, 
and  some  not  at  all. 

The  milk  supply  was  entirely  Grade  A 
Raw,  obtained  from  two  dairies  (Dairy  X 
and  Dairy  Y)  which  during  the  camp 
period  sold  practically  their  entire  output 
to  the  camp.  The  amount  from  each 
dairy  was  150  to  190  quarts  daily.  In  ad- 
dition, a supplementary  supply  was  ob- 
tained from  a third  dairy  (Dairy  Z)  on 
August  5,  6,  7,  8,  9,  16,  18,  19,  21,  and  22. 
The  milk  from  all  the  dairies  was  pooled 


in  the  camp  kitchen  and  served  in  such  a 
way  that  it  was  impossible  to  trace  the 
product  of  the  individual  dairies. 

Fecal  specimens  were  obtained  from 
milk  handlers  in  all  three  dairies,  and  dys- 
entery bacilli  of  the  Flexner  group  were 
isolated  from  the  feces  of  two  of  the  milk- 
ers in  Dairy  X.  This  dairy  had  been 
generally  considered  as  above  average  in 
methods  of  milk  production  and  handling, 
and  its  proprietor  had  been  considered  a 
very  cooperative  and  progressive  dairy- 
man. During  the  summer  season  for 
several  years,  milk  from  this  dairy  had 
been  sold  to  the  camp.  During  the  bal- 
ance of  the  year  it  went  to  a near-by  re- 
ceiving plant  for  pasteurization  and  ship- 
ment to  New  York  City. 

The  two  milkers  with  positive  feces 
were  father  and  son.  They  had  been 
doing  a large  part  of  the  milking  and  milk 
handling  on  the  dairy  farm,  although  as- 
sisted from  time  to  time  by  the  owner  and 
his  three  sons.  They  both  denied  any 
history  of  gastroenteritis,  diarrhea,  colic, 
or  “looseness,”  and  they  stated  that  they 
had  had  no  illnesses  of  the  above  type  at 
any  time  in  the  past.  Milker  A,  the  son, 
had  begun  his  work  at  the  dairy  in  the 
middle  of  June  and  had  worked  there 
regularly  since  then.  He  lived  on  the 
farm  in  the  home  of  the  operator  and 
owner.  On  August  3 his  father,  Milker 
B,  came  to  live  at  the  owner’s  home  also 
and  from  that  time  on  assisted  in  the 
milking. 

The  owner’s  household  consisted  of 
himself,  his  wife,  and  two  sons.  None  of 
these  gave  any  history  of  a suggestive 
illness  or  indisposition.  Another  son  of 
the  owner,  living  in  a house  near-by,  gave 
no  history  of  illness  in  himself,  his  wife, 
or  his  child.  He  was  particularly  em- 
phatic in  stating  that  the  child,  about  one 
year  old,  who  routinely  drank  the  milk 
from  the  farm  (unheated)  had  at  no  time 
during  the  summer  been  ill. 

Summary 

1.  An  outbreak  of  bacillary  dysentery 
consisting  of  105  cases  in  a boys’  summer 
camp  that  had  a population  of  340  is  here 
reported. 
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2.  Epidemiologic  evidence  is  pre- 
sented implicating  a raw  milk  supply  as 
the  vehicle  of  infection. 

3.  Evidence  tending  to  incriminate 


one  or  more  milk  handlers  as  the  source  of 
the  contamination  is  offered  for  considera- 
tion. The  source  of  the  infection  of  the 
milk  handlers  was  undetermined. 


CHAOS  IN  MEDICAL  WELFARE 

The  chaotic  condition  of  medical  welfare  serv- 
ices in  this  state  is  a clue  to  what  may  be  ex- 
pected if  the  government  takes  control  of  medical 
practice,  believes  the  New  York  Medical  Week. 
According  to  a report  adopted  by  the  House  of 
Delegates  of  the  Medical  Society  of  the  State  of 
New  York  at  the  recent  Annual  Meeting,  “There 
is  a complete  lack  of  standards,  medical  and 
economic ; no  attempt  is  made  to  gage  the  quality 
of  medical  care  rendered,  and  the  profession 
as  a whole  plays  no  part  in  the  welfare  pro- 
gram. . . . Nearly  everywhere  decisions  on  medi- 
cal questions  are  commonly  made  by  lay  work- 
ers.” 

This  is  the  answer  to  that  small  minority  of 
overoptimistic  practitioners  who  believe  that 
the  profession  could  continue  to  set  medical 
standards  under  political  control.  In  virtually 
all  of  the  bills  for  state  medicine,  lay  adminis- 
trators are  authorized  to  avail  themselves  of 
medical  advisory  services  but  are  not  required  to 
do  so.  The  Wagner  National  Health  Bill  is  a 
typical  example. 

In  practice,  as  revealed  in  the  House  of  Dele- 
gates’ report,  a few  lay  welfare  officials  show  any 
inclination  to  seek  professional  advice  even  on  im- 
portant medical  questions.  “Medical  men  have 
no  authority  ...  to  maintain  professional  stand- 
ards, and  they  act  only  in  an  advisory  capacity 
in  a few  localities  where  welfare  officers  have 
sought  or  accepted  their  advice.”  Frequently 
“free  choice  of  physicians  is  arbitrarily  limited  by 


welfare  officers  according  to  their  own  prefer- 
ences or  rulings.” 

The  delusion  that  state  medicine  would  im- 
prove the  economic  status  of  the  profession  is 
also  shattered  by  the  House  of  Delegates’  report 
on  actual  conditions  where  the  government  is  in 
control.  “The  ‘temporary  emergency’  scale 
of  medical  fees  has  been  frozen  into  the  perma- 
nent program.  No  appreciable  reduction  has 
been  made  in  the  red  tape  involved  in  reporting 
and  billing.”  In  many  sections  physicians  pre- 
fer “to  treat  their  welfare  patients  without 
charge  rather  than  make  out  the  voluminous  re- 
ports required  to  collect  a minimal  fee.” 

With  the  exception  of  a few  communities 
where  enlightened  welfare  officials  have  sought 
the  advice  of  organized  medicine  and  embodied 
its  standards  in  their  rules,  the  medical  welfare 
services  of  the  state  reflect  a deplorable  lack  of 
medical  knowledge  and  experience.  As  the 
House  of  Delegates’  report  observes,  “The 
principles  governing  medical  relief  service  will  be 
the  principles  under  which  we  will  serve  the  low- 
income  groups  of  tomorrow.  . . .”  It  is,  there- 
fore, of  the  utmost  importance  that  the  State 
Welfare  Department  cooperate  with  organized 
medicine  in  the  formulation  of  an  adequate  and 
satisfactory  medical  welfare  plan.  If  this  cannot 
be  accomplished  by  negotiation,  it  will  be  neces- 
sary to  seek  revision  of  the  state  welfare  laws, 
making  medical  advice  a “must”  instead  of  a 
“may.” 


MALINGERING 

Disease  simulation  is  one  of  the  character- 
istics of  war  psychosis.  It  constantly  changes 
its  methods  and  its  maladies,  says  a Paris  letter 
to  the  J.A.M.A . To  the  old  devices  found  in  all 
armies  and  at  all  times  and  brought  to  a high 
degree  of  perfection  among  colonial  troops  has 
been  added  the  technic  of  malingering  that  has 
received  its  inspiration  from  recent  medical 
discoveries.  Icterus,  for  example,  is  induced  by 
picric  acid,  0.25  Gm.  sufficing  to  color  the  tissues 
and  the  mucosa  from  eight  to  fifteen  hours  after 
ingestion.  Repetition  of  the  doses  provokes 
symptoms  of  true  catarrhal  jaundice.  It  is  not 
rare  for  a false  icterus  to  be  superimposed  on  a 
toxic  icterus.  However,  disease  simulation  is 
met  by  improved  methods  of  detection,  such  as 
that  of  detecting  picric  acid  in  the  urine  by  the 
Kohn-Abrest  reaction  or  picramic  acid  by  Der- 
rien’s  reaction.  Albuminuria  is  simulated  by 
taking  white  of  egg  just  before  the  examination 
or  by  adroitly  adding  it  to  the  urine  at  the  time 
of  the  examination.  In  such  cases,  however, 
microscopic  examinations  fail  to  disclose  the 
cytologic  substances  of  nephritis.  Furthermore, 
white  of  egg  contains  abundant  and  diversified 
flora  that  is  easily  discovered.  In  one  case,  re- 


ported by  Maurice  Perrin  to  a gathering  of  army 
surgeons,  the  dilution  of  white  of  egg  was  kept  in 
a small  rubber  flask  that  could  be  easily  concealed 
and  used.  Arrhythmia,  tachycardia,  and  auricu- 
loventricular  dissociations  are  induced  by  strong 
doses  of  caffeine  of  from  0.8  to  1.5  Gm.  This  is 
easily  detected  in  the  urine.  Disease  simulators 
have  learned  the  thermogenic  properties  of 
nitrate  derivatives  of  the  benzene  nucleus  and 
use  them  to  provoke  fever.  Paget  reported  a 
case  of  glycosuria  due  to  the  injection  of  5 mg.  of 
phlorhizin.  Barbiturates  have  been  employed 
to  cause  coma.  Various  chemical  intoxications 
have  been  detected,  whenever  suspected,  by  close 
observation  and  repeated  tests.  Assumed  deaf- 
ness and  blindness  have  been  unmasked  by  spe- 
cialized methods,  as  well  as  induced  abscesses, 
cutaneous  ulcerations  due  to  common  vesicant 
substances,  voluntary  mutilations,  and  con- 
junctivitis. Nervous  and  mental  simulations 
are  the  most  difficult  to  uncover.  Observation 
by  itself  does  not  suffice.  It  requires  an  infinite 
amount  of  patience  and  skill  on  the  part  of  the 
physician  to  trap  the  offender.  Often  friendly 
counsels  will  prevent  a recurrence  of  false  repre- 
sentations. 


Maternal  Welfare 


Diet  in  Pregnancy 


Those  who  have  interested  themselves  in  this 
subject  agree  that  diet  in  pregnancy  is  im- 
portant. Some  physicians  seem  to  feel  that  they 
have  fulfilled  their  obligations  to  prenatal  pa- 
tients when  they  tell  them  that  they  should  be 
“careful  of  what  they  eat.”  Patients  are  en- 
titled to  precise  dietary  instructions.  While  it  is 
generally  understood  that  the  pregnant  woman 
does  not  have  to  “eat  for  two,”  many  women  are 
allowed  to  eat  excessively,  thereby  putting  undue 
strain  on  the  systems  of  elimination.  A well- 
balanced  diet  in  pregnancy  is  essential.  It  must 
be  kept  in  mind  that  the  normal  gain  is  approxi- 
mately 20  pounds. 

Proteins 

It  was  quite  generally  felt  at  one  time  that 
excessive  protein  intake  might  be  a factor  in 
producing  toxemias.  This  view  is  open  to  ques- 
tion, yet  it  is  probably  well  to  limit  protein 
intake  to  a reasonable  amount.  This  may  be 
accomplished  by  recommending  the  use  of  meat 
not  more  than  six  times  a week,  fish  once  a 
week,  and  not  more  than  one  egg  a day — except 
as  eggs  may  be  used  in  cooking. 

Fats  and  Starches 

Fatty  and  starchy  foods  must  be  restricted  if 
the  patient  is  to  stay  within  the  bounds  of  normal 
weight  gain.  It  is  not  necessary  to  eliminate 
such  foods,  but  definite  restrictions  should  be 
placed  on  foods  known  to  contain  large  amounts 
of  starches,  sugars,  and  fats. 

Vegetables  and  Fruits 

Approximately  90  per  cent  of  the  diet  should 
consist  of  fruit  and  vegetables.  If  the  patient 
can  be  made  to  see  this  point,  the  rest  of  the  diet 
automatically  takes  care  of  itself.  It  is  well  to 
caution  against  too  many  “creamed”  vegetables 
and  casserole  dishes  and  to  warn  against  the  use 
of  large  amounts  of  butter  in  preparing  foods. 
“French  dressing”  is  preferable  toother  dressings. 

Milk  and  Beverages 

Milk  still  remains  the  “perfect  food”  in  preg- 
nancy. The  minimum  intake  should  be  one 
quart  in  twenty-four  hours.  Such  an  amount, 
with  the  balanced  diet  outlined  above,  should 
care  for  the  calcium  demands  of  pregnancy. 
However,  if  there  is  evidence  of  maternal  calcium 
deficiency,  such  as  dental  caries  or  brittle  nails, 
additional  calcium  should  be  prescribed.  Here 


it  must  be  remembered  that  vitamin  D is  neces- 
sary to  activate  the  calcium. 

Tea  and  coffee  may  be  taken  unless  contra- 
indicated, but  not  more  than  three  cups  daily. 

Daily  Menu 

This  dietary  regimen  gives  the  patient  an 
excellent  general  idea  of  the  requirements  for 
pregnancy.  It  is  lacking,  however,  in  specificity. 
Thus,  it  is  necessary  to  suggest  a daily  menu. 

Breakfast. — Fruit  or  vegetable  juice.  If  bulk 
is  desirable,  a whole  orange  or  half  a grapefruit 
may  be  substituted.  Two  tablespoons  of  cereal 
are  permissible — here  milk  should  be  used  instead 
of  cream.  One  thin  piece  of  toast  with  a small 
amount  of  butter.  Beverage. 

Lunch. — Fruit  or  vegetable  salad.  Two  or 
three  crackers.  Glass  of  milk. 

Dinner. — A well-balanced  meal,  but  no  more 
in  volume  than  the  patient  is  accustomed  to. 
There  should  be  at  least  two  cooked  vegetables, 
one  helping  of  meat  or  fish,  and  one  piece  of 
bread.  Dessert:  fresh  fruit.  Beverage. 

Midmeal  hunger  should  be  appeased  with  milk. 
“Midnight  lunches”  should  be  discouraged. 

General 

Highly  seasoned  and  indigestible  foods  should 
be  avoided,  since  it  is  well  known  that  the  gastro- 
intestinal tract  is  hyperirritable.  Mild  dietary 
indiscretions  often  result  in  digestive  upsets. 

We  must  also  warn  that  “food  sprees”  may 
result  in  excessive  weight  gain.  It  may  be  quite 
discouraging  to  the  patient  if  she  adheres  to  a 
common-sense  diet  throughout  the  week  and 
seeks  her  “reward”  by  enjoying  one  epicurean 
spread.  This  “reward”  may  result  in  a perma- 
nent 2-  or  3-pound  gain.  Therefore,  the  patient 
must  be  enjoined  to  observe  her  diet  at  all  times. 

Patients  should  be  informed,  in  all  sincerity, 
that  adherence  to  careful  dietary  principles  will 
result  in  a feeling  of  well-being,  as  well  as  aid  in 
prevention  of  complications  that  might  follow  as 
unnecessary  strjft'n  on  the  systems  of  elimination. 

The  purpose  of  this  article  is  to  emphasize 
the  absolute  importance  of  being  specific  in 
dietary  instructions  to  prenatal  patients.  Each 
physician  is  entitled  to  his  own  ideas  on  content 
of  a diet,  yet  he  must  be  specific  in  his  instruc- 
tions to  the  patient.  In  the  article  on  “Pre- 
natal Instructions,”  appearing  in  the  Journal 
of  June  1,  1940,  it  was  pointed  out  that  instruc- 
tions should  be  in  written  or  printed  form.  This 
is  likewise  true  in  “Diet  in  Pregnancy.” 
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HOUSE  OF  DELEGATES 


MINUTES  OF  THE  ANNUAL  MEETING 

[Continued  from  page  980  of  June  15  issue ] 

May  6 and  7,  1940 


Evening  Session 

Monday,  May  6,  1940 

The  session  reconvened  at  nine  o’clock. 

Speaker  Flynn:  The  House  will  be  in 
order.  Is  there  a quorum  present,  Mr.  Secre- 
tary? 

Secretary  Irving:  There  is. 

Speaker  Flynn:  The  Chair  recognizes  Dr. 

Heyl,  of  Westchester,  who  will  talk  on  the  motion 
to  reconsider  the  Report  of  the  Reference  Com- 
mittee on  the  Report  of  the  Council — Part  I, 
Dr.  Leo  Schiff,  Chairman,  relative  to  School 
Health  Program. 

Dr.  Arthur  F.  Heyl,  Westchester:  In  that 

motion  for  reconsideration  of  a resolution  which 
was  passed  on  a report  of  Dr.  Schiff ’s  Committee, 
I made  a support  for  the  reconsideration  on  the 
basis  that  if  by  chance  the  responsibility  for  the 
health  of  school  children  were  shifted  from  the 
Board  of  Education  to  the  State  Board  of 
Health,  we  might  in  the  future  see  the  develop- 
ment year  by  year  of  socialized  medicine  through 
teachings  thrown  out  by  the  employees  of  the 
State  Health  Department  to  those  who  are 
children  now  and  will  be  adults  ten  and  fifteen 
years  from  now. 

I further  made  the  statement  that  reconsidera- 
tion was  advisable  in  view  of  the  fact  that  I, 
for  one,  and  probably  many  others,  permitted 
that  resolution  to  pass  without  discussion. 
Therefore,  I feel  that  I have  no  more  discussion  to 
offer  at  this  time,  but  should  enjoy  hearing  the 
discussion  of  other  members  of  the  House  of 
Delegates.  If  point  by  point,  as  this  discussion 
develops,  I might  have  something  else  to  add,  I 
trust  that  the  Speaker  will  permit  me  another 
chance. 

Speaker  Flynn:  The  original  motion  is 
up  for  discussion. 

Dr.  John  B.  D’Albora,  Kings:  May  we 
have  the  original  motion  read? 

Speaker  Flynn:  Yes.  Will  you  do  that, 
Dr.  Schiff? 

Dr.  Schiff:  To  refresh  your  memories  a 

little:  This  is  the  result  of  the  findings  of  a 

series  of  discussions  held  by  the  Council  Sub- 
committee on  Public  Health  and  Medical  Educa- 
tion with  educators,  those  interested  in  medical 
school  inspection,  and  various  other  groups  at 
least  twice  during  the  course  of  last  year. 

One  of  the  points  that  was  brought  out  and  on 
which  practically  all  of  the  groups  concerned 
concurred  was  that  there  were  two  phases  of 
school  medical  work,  one  being  the  teaching  of 
health  and  physical  education  and  the  other  being 
the  actual  health  work  among  the  children.  It 
was  practically  agreed  that  the  teaching  should 
be  left  to  a teacher  group  but  that  the  health 
work,  which  was  similar  to  health  work  among 
other  groups,  industrial  or  what  not,  was  the 
work  of  a physician  and  should  be  in  an  organi- 


zation that  was  headed  by  a physician,  and  so 
we  get  to  this  recommendation : 

“We  concur  with  the  conclusions  of  the  group, 
representing  various  organizations  and  indi- 
viduals interested  in  this  program  called  to- 
gether for  study  of  this  question,  that  work  in 
the  schools  'that  is  distinctly  of  a medical 
nature  should  be  under  the  direction  of  a 
physician  who  should  be  responsible  to  the 
executive  administrators  or  school  board, 
and  not  to  them  through  an  intermediary  per- 
son who  is  not  a physician’;  while  ‘matters 
of  an  educational  nature  should  be  in  the 
hands  of  those  who  were  trained  to  be  teach- 
ers.’ We  further  approve  of  the  conclusion 
that  the  aims  of  School  Health  Service  should 
be  ‘to  provide  the  best  type  of  health  service 
possible  for  all  school  children,  whether  at- 
tending public  or  private  schools,  in  order  to 
impress  on  the  child  what  should  comprise 
good  medical  care,  and  that  the  advice  given 
to  children  should  be  based  only  on  complete 
and  careful  examination.’ 

“We  approve  the  recommendation  of  the 
Committee  '.  . . . that  a change  be  made  in 
the  organization  of  the  present  Division  of 
Health  and  Physical  Education,  preferably 
that  the  present  bureau  of  health  service  be 
transferred  to  the  State  Department  of 
Health,  but  that  if  this  is  not  possible,  such  a 
division  be  organized  in  the  State  Depart- 
ment of  Education,  and  that  to  it  be  assigned 
all  medical  problems;  while  the  teaching  of 
health,  including  physical  education,  be  left, 
as  at  present,  in  the  Division  of  Physical 
Education  of  the  State  Department  of  Educa- 
tion, so  that  the  teaching  of  health  would  be 
in  the  Department  of  Education,  as  heretofore, 
while  the  supplying  of  health  service  would  be 
either  in  the  State  Department  of  Health  or  in 
a separate  division  headed  by  a medical 
man  . . . .’ 

“To  this  we  would  add  an  additional  recom- 
mendation that  in  the  administration  of 
health  service  in  the  schools,  the  employment 
of  private  physicians  be  encouraged  wherever 
possible.” 

Mr.  Speaker,  may  I speak  to  this? 

Speaker  Flynn:  You  may. 

Dr.  Schiff  : You  will  note  that  the  resolution 
calls  for  reorganization  by  transferring  the 
medical  function  of  the  double  function  Bureau 
of  Health  and  Physical  Education  of  the  State 
Department  of  Education  to  a department  that 
is  primarily  interested  in  health,  whether  it  be  of 
the  preschool  child,  the  school  child,  or  the  indi- 
vidual that  has  left  school,  and  that  is  the  State 
Department  of  Health,  but  that  if  this  is  not 
possible  at  least  we  ask  that  the  adminis- 
tration of  a department  of  health,  as  it  were, 
inside  of  the  school  department — the  medical 
end  of  the  Division  of  Health  and  Physical  Edu- 
cation— be  left  to  a medical  man,  who  shall  not 
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be  subordinated  to  a teacher  of  physical  educa- 
tion as  it  is  at  present. 

I think  most  of  you  realize  that  it  is  going  to  be 
a terribly  hard  job  to  get  this  health  function 
out  of  the  State  Department  of  Education.  It 
is  their  baby.  They  started  it  a good  many 
years  ago.  They  have  built  up  quite  an  organi- 
zation, and,  while  they  do  not  function  for  all 
school  children  but  leave  it  to  departments  of 
health  in  most  cities  to  see  to  it  that  the  chil- 
dren of  other  than  the  public  schools  (that  is  the 
parochial  and  private  school  children)  have  some 
health  supervision,  nevertheless  they  maintain 
their  own  organization,  and  it  is  very  unlikely 
that  a change  would  ever  occur  which  would 
transfer  this  whole  function  to  the  State  Depart- 
ment of  Health.  Therefore,  the  more  likely 
thing  is  that  we  may  be  able  to  persuade  the 
State  Department  of  Education  to  bring  back 
its  school  medical  inspection  service  under  the 
direction  of  a physician  as  it  was  some  years 
ago,  and  that  this  physician  may  possibly  work 
in  harmony  with  the  State  Department  of 
Health  which  still  indirectly  through  local  boards 
of  health  supervises  the  health  work  in  the 
schools  that  are  not  public  schools. 

I can  see  no  reason  that  the  teachings  of 
socialized  medicine  will  be  disseminated  any 
more  rapidly  through  a State  Department  of 
Health  and  its  officials  who  have  to  filter  through 
the  local  physicians,  most  of  whom  are  practicing 
physicians  as  well  as  health  officers — no  more 
likelihood  of  these  teachings  filtering  through 
that  particular  group  than  they  might  filter 
through  the  Department  of  Education,  and  I 
believe  that  you  will  do  well  after  discussing  this 
to  again  pass  the  recommendations  made  by  your 
Committee. 

Dr.  Arthur  J.  Bedell,  Albany:  If  I under- 
stand correctly,  Dr.  Mitchell’s  Committee  has 
been  actively  engaged  in  this  problem.  I, 
therefore,  ask  through  you  that  he  come  before 
us  and  tell  us  the  present  status  of  this  investiga- 
tion. 

Speaker  Flynn:  Dr.  Mitchell,  will  you 
kindly  comply  with  that  request? 

Dr.  O.  W.  H.  Mitchell,  Onondaga:  Mr. 
Speaker  and  Members  of  the  House  of  Dele- 
gates, I want  to  compliment  Dr.  Schiff  for  his 
explanation.  I think  he  has  done  an  excellent 
job.  I don’t  know  there  is  anything  I can  add. 

This  problem  has  concerned  the  Committee 
on  which  I have  served  for  some  time,  and  we 
have  given  a great  deal  of  attention  to  it.  We 
have  sought  the  advice  of  those  who  we  believed 
know  the  most  about  it,  representatives  from  the 
State  Department  of  Health,  representatives 
from  the  State  Department  of  Education, 
representatives  of  the  American  Pediatrics 
Association,  representatives  of  the  school  physi- 
cians and  health  officials,  as  well  as  men  in  pri- 
vate practice,  and  I do  not  know  where  else  we 
could  turn  in  order  to  get  comment  which  would 
be  useful  in  attempting  to  draw  up  the  proper 
recommendations  to  present  to  you.  I do  not 
know  where  we  could  turn  to  get  any  better  dis- 
cussion of  the  subject. 

As  a result  of  these  conferences,  the  last  one  of 
which  was  held  in  New  York  City  just  a few 
weeks  ago,  it  was  decided  that  we  should  make 
the  report  which  has  been  given  here.  Of 
course,  it  was  worded  and  written  by  our  Com- 
mittee, and  particularly  by  Dr.  Farmer. 


As  all  of  you  have  been  told  the  present  setup 
within  the  State  Department  of  Education  is  a 
Division  of  Health  and  Physical  Education. 
Now  I think  just  by  the  way  that  Division  is 
named  we  would  naturally  suppose  that  a physi- 
cian would  head  it — it  is  the  Division  of  Health 
and  Physical  Education — but  it  has  not  worked 
out  that  way,  and  a gentleman  who  is  a doctor, 
that  is  a Ph.D.  in  Physical  Education,  is  the 
Director  of  the  Division. 

It  is  not  that  we  are  opposed  to  carrying  on 
the  fine  work  in  physical  education  that  we  are 
attempting  to  bring  about  some  reorganization, 
but  we  do  not  believe  that  any  special  subject 
or  any  specialty,  as  it  were,  should  be  chosen  to 
head  up  a school  health  program.  We  believe 
that  physical  education  is  an  activity  which  is  so 
specialized  that  it  should  be  in  its  particular  as- 
signment, or  bureau,  or  whatever  you  want  to 
call  it,  separate  from  the  school  health  service. 
Consequently,  we  felt  we  should  attempt  to  get 
that  reorganization. 

Another  thing  is  that  the  school  health  services 
should  be  available  to  all  of  the  children.  It 
does  not  make  any  difference  what  school  they 
are  in,  they  should  have  the  benefit  of  anything 
good  that  we  have  to  offer.  In  New  York  City 
the  school  health  service  is  in  the  Department  of 
Health;  in  Buffalo  it  is  in  the  Department  of 
Health,  as  it  is  also  in  Rochester. 

I don’t  think  there  is  any  fear  on  the  part  of 
anyone  that  simply  because  you  put  the  school 
health  service  in  the  Department  of  Health 
that  we  are  going  to  take  one  long  jump  over  into 
whatever  you  care  to  call  it — state  medicine, 
socialized  medicine,  and  the  various  expres- 
sions that  get  us  a little  jittery  at  times.  What 
difference  does  it  make  whether  it  is  in  the  Educa- 
tion Department  or  in  the  Health  Department? 
The  work  would  be  exactly  the  same,  and  for 
continuity  of  service,  beginning  with  your  pre- 
natal work  and  the  preschool  child,  why  should 
it  not  continue  in  the  Health  Department? 
That  is  a very  good  argument  for  transferring  it. 

Another  thing  that  we  must  keep  in  mind  is 
that,  with  the  present  setup  by  having  it  in  the 
Department  of  Education,  it  is  necessary  to  have 
a separate  setup  with  a health  officer,  or  the 
Bureau  of  Health,  or  the  Department  of  Health, 
depending  upon  the  size  of  the  city  and  its 
political  organization,  to  look  after  your  private 
schools.  Therefore,  if  we  take  a city  like  the  one 
in  which  I live,  Syracuse,  we  have  our  department 
of  education  with  this  large  school  health  service ; 
we  have  our  relatively  large  school  health  service 
in  the  Department  of  Health  to  look  after  the 
parochial  and  private  schools.  Consequently 
this  contention  that  we  are  drifting  in  the 
direction  of  socialized  medicine  does  not  make 
any  deep  impression  upon  me.  If  we  are  to 
continue  this  inquiry  and  to  have  these  confer- 
ences, I see  no  objection  if  somebody  wants  to 
make  a motion  that  we  try  to  do  our  work  a 
little  better.  I will  accept  that  much  more 
seriously  if  you  insist  than  the  other.  Another 
thing  to  keep  in  mind  is  we  are  constantly 
keeping  up  our  connections  with  all  these  other 
groups. 

I am  wasting  your  time  as  well  as  mine,  and  I 
think  it  would  be  a very  fine  thing  to  do  to  give 
your  approval  to  the  recommendation  which  has 
been  brought  in  by  the  Reference  Committee. 

I thank  you!  (Applause) 
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Dr.  Louis  A.  Van  Kleeck,  Nassau:  I would 
like  to  speak  on  this.  It  has  been  my  honor  for 
the  past  year  to  be  president  of  the  New  York 
State  Association  of  School  Physicians,  so  for  the 
past  year  I have  been  very  close  to  this  situation. 
You  can  talk  here  all  night  whether  you  are 
going  to  decide  to  put  this  thing  in  the  Depart- 
ment of  Health  or  leave  it  in  the  Department  of 
Education,  but  I will  bet  you  two  to  one  it  will 
stay  in  the  Department  of  Education,  because 
it  is  going  to  be  hard  to  get  it  out  of  there 
now. 

The  trouble  with  the  whole  thing  is  this: 
It  lies  right  here  in  this  House  of  Delegates,  in 
organized  medicine,  that  we  let  this  thing  get 
away  from  us.  We  should  have  insisted  right 
from  the  start  that  the  qualifications  for  the 
head  of  the  Division  of  Health  and  Physical 
Education  in  the  Education  Department  be  those 
pertaining  to  an  M.D.  and  not  a Ph.D.  (Ap- 
plause) That  is  where  we,  as  organized  medi- 
cine, fell  down,  and  today  you  have  a Ph.D. 
in  the  saddle,  and  it  would  be  a whole  lot  easier 
to  keep  him  out  than  once  he  is  in  getting  him 
out.  He  won  his  position  by  competitive  ex- 
aminations in  civil  service.  He  fulfilled  the  re- 
quirements of  the  law. 

True,  it  has  been  rather  difficult  to  work  under 
a Ph.D.  However,  let  me  say  at  the  outset  that 
my  remarks  are  in  no  way  personal,  and,  if  any- 
body is  going  to  take  them  as  directed  against 
any  personality,  I am  through  because  the  man 
who  is  at  the  head  of  this  department,  the  Direc- 
tor of  Physical  Education  and  School  Health  is  a 
personal  friend  of  mine,  and  as  far  as  he  per- 
sonally is  concerned  it  has  been  a pleasure  to 
work  with  him  for  the  past  year;  but  I am  de- 
cidedly in  favor  of  splitting  this  department 
under  health  and  physical  education.  I want 
you  to  understand  that  the  physical  educators 
are  at  the  head  of  this  thing  right  now,  and  if 
you  have  any  doubt  about  it  you  should  have 
gone  on  the  twenty-sixth  of  December  to  Syra- 
cuse to  the  school  superintendents’  and  physical 
educators’  meeting.  I was  there.  I heard  one 
man,  who  was  a prominent  educator — and  don’t 
make  any  mistake  about  this  at  all;  it  all  ema- 
nates from  Teachers’  College  at  Columbia  Uni- 
versity; I am  speaking  in  the  House  of  Delegates, 
so  I am  speaking  frankly  and  openly,  without 
restraint — and  this  man  has  an  M.D.  (I  am 
quoting  his  remarks  from  memory  because  I 
have  tried  in  every  way  possible  since  the  twenty- 
sixth  of  December  to  get  a copy  of  his  address, 
yet  I have  been  unable  to  do  so  in  spite  of  the 
fact  that  the  Director  sent  me  a carbon  copy 
of  the  letter  that  he  wrote  to  this  gentleman 
asking  him  to  send  me  a copy  of  his  paper.) 
While  I may  be  in  error  as  to  his  exact  words, 
this  is  the  gist  of  it — get  up  before  an  educa- 
tional body  and  say  that  physiology,  anatomy, 
medicine,  surgery,  or  the  fundamental  principles 
of  a medical  training  do  not  fit  a man  in  any  way 
to  recognize  the  normal,  healthy  child  in  school. 
I take  exception  to  that,  and  when  he  makes  such 
a statement  in  public  I reserve  the  right  to  com- 
bat that  statement. 

I do  not  think  any  man  can  make  a proper, 
careful  physical  examination  to  ascertain  whether 
children  are  normal  or  abnormal  unless  he  has 
had  the  proper  thorough  education  that  we,  as 
doctors,  have  to  take  in  the  fundamentals  of 
medicine.  You  cannot  take  a man  and  give 


him  two  years  in  an  academic  course  and  two 
years  of  physical  diagnosis  and  then  make  him  a 
school  inspector  and  have  him  in  charge  of  the 
medical  department  of  a school,  and  then  as  an 
excuse  for  that  say  that  thereby  there  will  be  no 
practicing  of  medicine  in  the  schools  because  he  is 
not  qualified  to  practice  medicine. 

As  I said  I may  be  in  error  when  I am  quoting 
this  man,  but  I am  quoting  from  memory,  and  in 
spite  of  all  the  efforts  to  obtain  a copy  of  his 
exact  words  I cannot  get  anything,  and  the 
man  will  not  submit  his  paper  to  me — and  he  is  a 
prominent  educator. 

Where  does  this  thing  lead  to?  I have  been  a 
medical  inspector  in  the  schools  since  1914. 
Before  I had  this  position  I have  had  this  past 
year,  I was  president  of  my  county  society,  yet 
in  my  own  school  there  is  a graduate  of  the 
Springfield  College  of  Physical  Education  over 
me,  and  I cannot  contact  my  Board  of  Education 
or  the  Superintendent  except  through  this  physi- 
cal trainer,  the  football  coach.  I have  gone  to 
the  Superintendent  of  the  Nassau  County  Tuber- 
culosis Sanatorium  to  work  out  a problem  or  a 
plan  for  case  finding  tuberculosis  among  school 
children  and  to  examine  even  the  adult  personnel 
of  the  school,  including  the  teachers,  to  find  out 
whether  there  was  an  open  case  of  tuberculosis, 
yet  I cannot  get  my  plan  to  the  Board  of  Educa- 
tion. I go  to  the  physical  educator,  and  there  I 
stop.  That  is  where  your  Division,  from  the 
lack  of  a medical  man  at  the  head  of  it,  has  gone. 

The  physical  educationalists  are  perfectly  all 
right.  They  are  trained  in  education.  The 
doctors  are  not  trained  in  education.  This 
thing,  however,  has  gone  on  to  such  a point 
where  we  are  going  to  have  to  have  a doctor  at 
the  head  of  it.  How  you  are  going  to  go  about 
getting  him,  I don’t  know.  I think  we  are  very 
fortunate  in  having  a man  at  the  head  of  this 
Division  who  is  of  the  type  that  the  present  man 
is,  for  I will  say  this  for  him : He  has  given  the 

doctors  a square  break.  It  is  only  that  his  ac- 
tions have  been  misinterpreted  through  the  state 
in  various  places — and  I know  because  I have 
been  pretty  well  in  contact  with  the  various 
school  doctors  throughout  the  state  in  the  past 
year. 

What  you  are  going  to  do  about  it  now,  I don’t 
know.  We  have  got  to  right  the  wrong  occa- 
sioned by  our  not  having  written  the  qualifica- 
tions when  the  position  was  open  that  the  head 
must  primarily  be  an  M.D.  Because  that  was 
not  done,  we  have  not  a practicing  physician 
or  a doctor  of  medicine  at  the  head  of  the  Division 
today. 

With  a few  exceptions  throughout  the  state 
among  the  medical  inspectors  of  the  state  there 
are  not  many  men  who  are  qualified  to  teach. 
They  are  not  trained  as  educators;  they  are 
trained  as  physicians  to  look  after  health. 
There  are  a few  exceptions  where  men  doing 
school  work  are  trained  educators,  but  in  general 
you  cannot  expect  a doctor  to  be  an  educator 
and  teach  health  in  the  school.  However,  he 
should  be  in  a position  where  he  gives  advice, 
and  there  ought  to  be  set  up  two  heads,  and  in  the 
medical  department  of  the  Department  of  Educa- 
tion from  Albany  down  there  should  only  be 
doctors  of  medicine.  The  physical  educators 
should  deal  with  their  side  of  the  proposition  be- 
cause they  are  trained  in  education,  and  they 
have  had  the  training  to  fit  them  to  teach  but  not 
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to  practice  medicine  or  give  advice  on  medical 
problems. 

Therefore,  I concur  that  there  should  be  two 
bureaus  set  up : one  pertaining  to  the  education 
side  of  it,  and  the  other  entirely  separate  which 
deals  entirely  with  the  medical  side  of  this  prop- 
osition. There  should  be  a connection  between 
these  two,  a liaison  connection,  so  they  do  not 
work  absolutely  independently  but  are  inde- 
pendent in  their  management,  and  so  in  then- 
operation  they  work  in  cooperation  for  the  wel- 
fare and  health  of  the  school  child,  which  is  of 
paramount  importance,  if  what  we  are  trying  to 
do  is  carried  out. 

I thank  you,  and  I hope  I have  not  taken  up 
too  much  of  your  time.  (Applause) 

....  There  were  calls  for  the  question  .... 
Dr.  Heyl:  I have  only  one  more  point,  and 
perhaps  it  is  very  lame  in  view  of  the  able  rea- 
sons given  by  Dr.  Schiff,  Dr.  Mitchell,  and  Dr. 
Van  Kleeck  for  the  first  portion  of  this  resolution, 
but  I will  make  it  just  the  same. 

They  state  that  the  Department  of  Health 
operates  in  the  capacity  of  doing  medical  school 
health  service  in  the  cities  of  New  York,  Buffalo, 
and  Rochester — and  I have  no  doubt  to  the 
best  of  advantage — but  that  is  in  a decentralized 
manner  from  the  State  Department  of  Health; 
whereas  if  the  State  Department  of  Health  takes 
this  function  over  in  its  entirety  for  the  rest  of 
the  state  we  lose  this  decentralized  feature,  which 
is  most  important  to  individual  sections  which 
are  not  cities  like  New  York,  Rochester,  and 
Buffalo. 

....  The  question  was  called  for,  and  the  mo- 
tion was  put  to  a vote,  and  was  carried  .... 

61.  Report  of  Reference  Committee  on  New 
Business  A on  Medical  Expense  Indemnity 
Insurance  Plans 

SECTION  58 

Dr.  Edward  R.  Cunniffe  : This  is  a report 
on  the  resolution  introduced  by  Dr.  James  L. 
Reuling,  in  conjunction  with  the  Medical  So- 
ciety of  the  County  of  Queens: 

“Whereas,  there  are  springing  up  many 
nonprofit  Medical  Expense  Indemnity  Insur- 
ance Companies  in  various  parts  of  the  State, 
some  of  whom  already  have  permits  to  oper- 
ate; and 

“Whereas,  solicitation  of  physician  mem- 
bership either  with  or  without  registration 
fee  has  been  begun ; and 
“Whereas,  no  official  approval  has  been  given 
by  the  Medical  Society  of  the  State  of  New 
York,  and  in  most  instances,  the  local  county 
medical  societies  have  not  as  yet  been  given 
approval  to  any  plan;  therefore  be  it 
“ Resolved , that  this  House  of  Delegates  go  on 
record  as  disapproving  such  registration  by 
members  of  the  Medical  Society  of  the  State 
of  New  York  until  such  medical  expense 
plans  have  been  approved  by  the  State 
Society  or  its  component  county  societies.” 
The  Committee  approves  of  this  resolution 
with  the  deleting  of  the  words  “approved  by  the 
State  Society,”  which  makes  it  read: 

“ Be  It  Resolved,  that  this  House  of  Delegates  go 
on  record  as  disapproving  such  registration  by 
members  of  the  Medical  Society  of  the  State  of 
New  York  until  such  medical  expense  plans 
have  been  approved  by  the  county  so- 
ciety.” 


This  is  in  accordance  with  one  of  the  ten  prin- 
ciples adopted  by  the  House  of  Delegates  of  the 
American  Medical  Association  at  the  1938  Chicago 
meeting  which  stated  that  all  voluntary  insur- 
ance plans  must  have  the  approval  of  the  county 
society  in  which  it  operates,  and  must  have  free 
choice  of  physician. 

I move  you  the  adoption  of  this  report. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried  .... 

62.  Amendment — Duties  of  Officers 

Dr.  George  W.  Kosmak,  New  York:  This 
involves  a change  in  the  constitution  by 
adding  a new  Section,  10-A,  to  Chapter  VII, 
Duties  of  Officers,  same  to  read : 

“An  assistant  to  the  Treasurer  shall  be  ap- 
pointed annually  by  the  Council  at  its  or- 
ganization meeting,  who  shall  serve  and  be 
subject  to  the  supervision  and  order  of  the 
Treasurer,  shall  be  adequately  bonded,  have 
no  voice  or  vote  in  any  meeting,  shall  be 
suitably  remunerated  through  an  order  of  the 
Council  and  be  empowered  to  sign  checks  in 
special  rotating  funds  to  be  set  up  as  needed  by 
the  Trustees.” 

Speaker  Flynn:  This  cannot  be  acted  on 
tonight,  but  will  stay  in  the  Secretary’s  Office 
until  next  year. 

Are  there  any  further  reports  of  Reference 
Committees? 

63.  Reconsideration  Asked  on  Reference  Com- 
mittee Report  on  Laboratory  Medicine — Prac- 
ticed by  Laymen 

SECTIONS  28,  48 

Dr.  Stephen  H.  Curtis,  Rensselaer:  May  I 
ask  that  a part  of  Dr.  Cunniffe’s  Reference  Com- 
mittee’s report  be  reconsidered  as  it  pertains  to 
the  resolution  that  was  introduced  by  Dr.  Heyd 
at  the  request  of  the  State  Pathological  Society? 

Speaker  Flynn:  Did  you  vote  for  its  adop- 
tion? 

Dr.  Curtis:  I didn’t  vote;  in  fact,  I was  not 
here. 

Speaker  Flynn:  Then  you  cannot  make  a 
motion  to  reconsider  it  if  you  did  not  vote  on  it 
and  were  not  here. 

Dr.  Curtis  : But  it  is  important. 

Speaker  Flynn:  I am  sorry,  but  a motion 

for  its  reconsideration  must  be  made  by  some- 
one who  voted  in  the  affirmative  on  it. 

Dr.  Peter  M.  Murray,  New  York  City: 
I voted  on  it  in  the  affirmative,  so  I will  move 
for  its  reconsideration. 

Speaker  Flynn:  Come  up  and  read  it  then, 
Dr.  Murray. 

Dr.  Murray:  This  is  the  resolution: 

“The  following  resolution  which  was  sub- 
mitted by  the  Kansas  State  Department  of 
Health  and  approved  by  the  Surgeon  General 
of  the  Public  Health  Service : 

“ Resolved,  that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York 
extend  its  good  offices  in  suppressing  the 
practice  of  laboratory  medicine  by  laymen  and 
to  use  its  strong  influence  toward  establish- 
ing a proper  relationship  between  the  city 
and  state  department  of  health  laboratories 
and  physicians  who  practice  pathology,  limit- 
ing the  work  of  the  state  and  city  depart- 
ments of  health  to  communicable  diseases  and 
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the  care  of  indigents.  Such  an  effort  on  the 
part  of  the  House  of  Delegates  of  the  State  of 
New  York  would  be  consistent  with  its  activi- 
ties with  regard  to  the  practice  of  other 
specialties  in  medicine.  The  House  of  Dele- 
gates suggest  that  this  resolution  be  submitted 
to  the  House  of  Delegates  of  the  American 
Medical  Association.” 

And  this  is  the  Committee’s  report  thereon, 
which  was  accepted  by  the  House: 

“The  Committee  is  very  much  in  favor  of 
that  portion  of  the  resolution  which  has  to  do 
with  suppressing  the  practice  of  laboratory 
medicine  by  laymen  and  also  favors  establish- 
ing a proper  relationship  between  the  city  and 
state  departments  of  health  laboratories  and 
physicians  who  practice  pathology,  limiting  the 
work  of  the  state  and  city  departments  of 
health  to  communicable  diseases  and  the 
care  of  indigents  in  localities  where  it  is 
feasible.  However,  there  are  many  parts  of 
New  York  State  where  the  physician  has  no 
pathologic  service  except  that  rendered  by 
the  city  and  the  state  departments  of  health, 
and  the  adoption  of  this  resolution  would 
therefore  deprive  him  of  pathologic  services 
except  for  those  communicable  diseases  and 
indigent  patients.  Therefore,  at  the  present 
time,  the  Reference  Committee  disapproves 
of  this  resolution,  and  I recommend  the  ac- 
ceptance of  the  report  of  the  Committee.” 

Now  I move  for  the  reconsideration  of  that 
action. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and  was 
declared  lost.  . . . 

Speaker  Flynn  : Are  there  any  further 
reports  of  Reference  Committees? 

(There  was  no  response.) 

64.  Amendments  to  Constitution  and  Bylaws 

Speaker  Flynn  : There  are  two  amendments 

to  the  Constitution  and  Bylaws  to  be  acted 
on  that  were  submitted  at  the  meeting  of  the 
House  of  Delegates  last  year. 

Secretary  Irving:  Yes,  and  both  amend- 
ments are  in  your  annual  reports,  and  have  been 
published. 

FIRST  AMENDMENT 

BYLAWS— CHAPTER  XV,  COMPONENT  COUNTY 
MEDICAL  SOCIETIES 

Amend  by  adding  a new  Section  7 to  read : 
“The  component  county  medical  societies, 
their  officers  or  committeemen,  shall  not 
initiate  or  participate  in  any  activities,  out- 
side of  the  structure  of  the  Medical  Society 
of  the  State  of  New  York,  which  are  contrary 
to  the  policies  of  the  Medical  Society  of  the 
State  of  New  York,  as  expressed  by  the  actions 
or  in  resolutions  of  the  House  of  Delegates  or 
its  authorized  representative  bodies.  No 
member  shall  in  any  public  paper,  discussion, 
or  hearing  hold  himself  by  direct  statement  or 
implication  as  representing  the  Medical  Society 
of  the  State  of  New  York,  or  any  component 
county  medical  society,  unless  he  shall  actually 
have  been  so  authorized  by  such  Society,  or  a 
legally  constituted  representative  board  or 
committee  of  same  having  the  power  to  confer 
such  authority.” 

Speaker  Flynn  : This  is  before  you  for  con- 
sideration. 

Dr.  Edward  K.  Barsky,  New  York:  I 


am  speaking  against  this  proposed  amendment, 
and  representing  the  opinion  of  the  delegates  of 
the  Medical  Society  of  the  County  of  New  York, 
we  feel  that  this  amendment,  especially  the  first 
section  as  now  worded,  imposes  unlimited  re- 
strictions and  curtails  severely  the  actions  and 
the  freedom  of  expression  of  the  various  county 
societies,  the  committeemen,  the  officers,  and 
the  membership.  We  think  it  is  a gage  law, 
and  we  urge  that  the  delegates  join  with  us  in 
defeating  this  proposed  amendment. 

Dr.  Laurance  D.  Red  way,  Westchester: 
Many  of  you  may  remember  that  I have  dis- 
cussed this  motion  previously,  not  in  its  present 
form  but  in  the  form  in  which  it  appeared  last 
year. 

In  its  present  form  I think  I may  call  your 
attention  to  two  things.  The  amendment  seeks 
to  give  the  Society  control  over  unauthorized 
representation  by  unauthorized  individuals. 
It  seems  to  me  that  there  is  already  existing 
recourse  at  law  in  case  there  is  any  question  of 
any  person  misrepresenting  or  fraudulently  repre- 
senting himself  as  voicing  the  opinions  of  this 
House  where  a damage  to  the  Society  can  be 
shown.  In  other  words,  that  remedy  already 
exists  at  law  by  statute. 

Since  the  time  that  this  came  up  last  year,  in 
searching  the  decisions  which  had  been  made  in 
this  state  on  certain  questions  brought  up  con- 
cerning analogous  resolutions  and  attempts  to 
regulate  the  speaking  of  individual  members  of 
organizations,  I have  found  in  the  Annotated 
Laws  of  New  York  the  case  of  Gallaher  vs. 
American  Legion,  which  arose  in  1934,  and  is 
reported  in  154  Misc.  281,  27 7 N.  Y.  S.  81,  and 
affirmed  in  1934  in  242  App.  Div.  604,  271 
N.  Y.  S.  1012.  In  that  opinion  it  said: 

“A  regulation  of  the  American  Legion  that  a 
subordinate  post  or  organization  must  not 
give  to  the  public  press  nor  forward  to  any 
public  official  any  resolution  or  protest  con- 
cerning the  position  of  the  national  organiza- 
tion on  any  subject  is  unreasonable  and  un- 
lawful since  the  organization  is  not  a secret 
one  and  the  regulation  is  opposed  to  the  spirit 
if  not  the  letter  of  the  State  and  Federal 
Constitutions.” 

If  it  is  opposed  to  the  spirit  of  the  State  and 
Federal  Constitutions,  I think  that  the  end  which 
is  attempted  to  be  attained  in  the  amendment 
here  falls  sufficiently  within  this  classification  so 
that  this  decision  as  to  its  unconstitutionality 
would  apply  if  this  amendment  were  passed, 
and  I will  maintain  my  opposition  to  it  on  the 
basis  that  it  is  probably  unconstitutional  and 
that  it  covers,  insofar  as  misrepresentation  by 
individuals  or  organizations  is  concerned,  a situa- 
tion which  is  already  covered  by  statute. 

Speaker  Flynn:  Is  there  any  further  dis- 
cussion? 

Dr.  Harry  E.  Beller,  Kings:  Mr.  Speaker, 
we  of  the  County  Society  of  Kings  took  action, 
comparable  to  the  New  York  County  Society, 
as  opposed  to  this  amendment. 

We  felt  not  alone  that  it  was  a gag  rule,  but 
that  it  exhibited  the  inconsistency  which  is  ap- 
parent even  in  some  of  the  procedures  we  adopted 
here  today  as,  for  instance,  on  the  question  of 
medical  expense  indemnity  insurance,  where  we 
enunciated  the  principle  that  no  plan  should  be 
accepted  unless  it  were  accepted  by  the  county 
society.  We  have  consistently  argued  that  local 
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medical  societies  have  their  own  particular  prob- 
lems which  they  best  understand  and  to  which 
they  are  best  responsible  for  answer.  Now  if  we 
are  to  enunciate  a new  principle  creating  a hier- 
archy which  defeats  the  purpose  of  some  of  the 
resolutions  we  have  already  acted  upon  favor- 
ably, we  come  forth  as  running  with  the  hares  and 
hunting  with  the  hounds. 

I believe  that  this  amendment  is  dangerous. 
It  is  dangerous  to  democratic  procedure.  It  is 
dangerous  to  the  fact  that  component  medical 
societies  having  their  own  particular  local  inter- 
ests at  heart  are  best  capable  of  enunciating  the 
principles,  which  must  then  ascend  to  the  head 
of  the  organization  rather  than  dictation  from 
above  down.  (Applause) 

....  The  question  was  called  for,  and  the  mo- 
tion to  adopt  the  first  amendment  was  put  to  a 
vote,  and  was  lost.  . . . 

SECOND  AMENDMENT 

Secretary  Irving:  The  next  amendment  to 
the  Constitution  and  Bylaws  was  originally  pro- 
posed by  Dr.  Rooney  as  a revision,  going  back 
to  the  old  method  of  council  executive  com- 
mittee and  standing  committees.  That  was 
acted  on  after  it  had  laid  over  a year  at  the  last 
meeting  of  the  House  of  Delegates.  It  was 
tabled  until  this  year.  It  comes  back  auto- 
matically to  the  meeting  tonight. 

It  is  far  too  long  to  read  it.  It  has  been  pub- 
lished, and  I think,  Mr.  Speaker,  it  should  be 
considered  as  published. 

Dr.  George  W.  Kosmak,  New  York:  What 
page  does  it  appear  on? 

Secretary  Irving:  Pages  40,  et  seq.,  of  the 
reprint. 

Speaker  Flynn  : What  action  do  you  wish  to 
take  upon  it? 

Chorus:  Table  it! 

Dr.  John  L.  Bauer,  Kings:  We  must  not 
table  this  amendment.  We  must  act  on  it  to- 
night. I move  that  we  are  opposed  to  the 
amendments  that  appear  here  under  the  caption 
“Second  Amendment”  on  pages  40,  41,  42,  43, 
and  part  of  44  of  the  reprint. 

Dr.  Alec  N.  Thomson,  Kings:  I second  that 
motion. 

Vice-Speaker  Bauer:  I rise  to  a point  of 
order.  The  motion  is  already  before  the  House 
for  adoption.  Dr.  John  Bauer’s  motion  can  be 
accomplished  by  defeating  the  motion  which  is 
already  before  the  House  calling  for  the  adoption 
of  this  second  amendment. 

Dr.  John  L.  Bauer:  I move  we  act  upon  the 
second  amendment  as  a whole,  at  one  time. 

Dr.  Thomson:  I second  that  motion. 

Chorus:  What  is  it  all  about?  Summarize 
it.  Don’t  read  it. 

Speaker  Flynn  : What  it  would  do  would  be 
to  go  back  to  the  old  system  that  we  formerly 
had. 

Vice-Speaker  Bauer:  For  the  benefit  of  the 
members  who  were  not  delegates  last  year,  this 
in  substance  changes  the  Constitution  and  By- 
laws back  to  what  they  were  before  three  years 
ago — namely,  doing  away  with  the  present  elec- 
tive Council,  and  having  the  district  branch  presi- 
dents together  with  the  officers  form  a council 
and  an  executive  committee  drawn  from  that 
council  for  the  transaction  of  the  business  which 
the  present  Council  now  carries  on. 

I think  those  who  are  familiar  with  the  activi- 
ties of  the  present  Council  realize  that  it  is  a 


much  more  efficient  way  of  handling  business, 
that  the  committee  problems  have  been  handled 
with  smaller  committees  and  with  less  expense 
to  the  Society,  and  to  go  back  to  the  old  system 
would  certainly  be  turning  back  the  page.  Per- 
sonally I want  to  speak  against  the  adoption  of 
this  so-called  second  amendment. 

Dr.  John  L.  Bauer:  I renew  my  motion  that 
we  act  upon  the  second  amendment  as  a whole, 
at  one  time. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried.  . . . 

Speaker  Flynn  : Now  on  the  motion  to  adopt 
the  second  amendment  to  the  Constitution  and 
Bylaws  as  printed  and  distributed  to  you. 

....  The  question  was  called  for,  and  the 
motion  was  put  to  a vote,  and  was  lost  .... 

65.  Public  Health  Laboratories,  and  Laboratory 

Medicine  Practiced  by  Laymen 

SECTION  81 

Dr.  Chas.  Gordon  Heyd,  New  York:  Mr. 
Speaker,  may  I introduce  new  business? 
Speaker  Flynn  : Yes. 

Dr.  Heyd  : Mr.  Speaker  and  Members  of  the 
House,  the  pathologists  and  the  other  boys  are 
in  considerable  difficulty,  and  since  I sponsored 
one  resolution,  I crave  your  courtesy  to  try  to 
clarify  the  atmosphere: 

“ Be  It  Resolved  That: 

1.  The  House  of  Delegates  go  on  record  as 
disapproving  laboratory  medicine  by 
laymen  or  nonmedical  personnel ; 

2.  That  measures  for  establishing  a proper 
relationship  between  city  and  state  de- 
partments of  health  laboratories  and 
physicians  who  practice  pathology  be 
endorsed ; 

3.  That  the  work  of  state  and  city  depart- 
ments of  health  be  limited  to  the  diag- 
nosis of  communicable  diseases,  except 
where  the  diagnostic  facilities  of  state 
and  city  health  departments  are  the 
only  diagnostic  means  available  for 
indigent  patients.” 

I move  this  resolution. 

Speaker  Flynn:  It  will  be  referred  to  the 
Committee  on  New  Business  A,  of  which  Dr. 
Edward  Cunniffe  is  the  Chairman. 

66.  Report  of  Reference  Committee  on  New 
Business  B,  on  Medical  Practice  Act — Study  of 
Enforcement  and  New  York  State  Annual 

Report 

SECTION  59 

Dr.  Norman  S.  Moore  : This  is  on  the  resolu- 
tion introduced  by  Dr.  E.  C.  Wood,  of  the 
Medical  Society  of  the  County  of  Westchester, 
reading: 

“Whereas,  every  licensed  physician  in  the 
State  of  New  York  is  assessed  a registration  fee 
annually,  to  provide  funds  which  are  pre- 
sumably devoted  to  enforcement  of  the  Medi- 
cal Practice  Act ; and 

“Whereas,  no  information  is  officially  and 
regularly  available  to  the  physicians  of  the 
State  of  New  York  as  to  the  methods  em- 
ployed and  results  obtained  in  the  enforcement 
of  the  Medical  Practice  Act  by  the  State  Edu- 
cation Department ; be  it 
“ Resolved , that  the  Council  of  the  Medical 
Society  of  the  State  of  New  York  designate  a 
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committee  to  study  the  enforcement  of  the 
Medical  Practice  Act,  the  personnel  employed, 
procedures  used,  results  obtained  and  possible 
improvements  in  enforcement;  and  be  it 
further 

“Resolved,  that  the  State  Education  Depart- 
ment be  requested  to  publish  an  annual  report 
on  this  subject  for  the  information  of  the 
physicians  of  the  state.” 

The  Committee  feels  that  the  members  of  the 
State  Society  would  welcome  information  con- 
cerning the  enforcement  of  the  Medical  Practice 
Act,  and  therefore  moves  the  adoption  of  this 
resolution. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried 

67.  Report  of  Reference  Committee  on  New 
Business  B on  Social  Security  Law — Provision 

for  Physicians 

SECTION  56 

This  resolution  was  presented  by  Dr.  Kimball, 
of  the  Medical  Society  of  the  County  of  New 
York: 

“Whereas,  the  practicing  physician  ap- 
proaches old  age  with  a declining  capacity  to 
earn  an  adequate  income;  and 
“Whereas,  the  physician  during  his  many 
years  of  activity  does  much  work  for  the  com- 
munity without  any  remuneration;  and 
“Whereas,  the  policy  of  the  Federal  Govern- 
ment is  having  a strong  trend  to  furnish  secur- 
ity in  old  age;  and 

“Whereas,  the  Government’s  Social  Security 
Program  does  not  include  provision  for  the 
physician’s  old  age;  therefore  be  it 
“ Resolved , that  we  instruct  our  delegates  to  the 
American  Medical  Association  to  introduce 
suitable  resolutions  to  have  the  A.M.A.  induce 
the  Federal  Government  to  extend  the  scope 
of  the  security  laws  to  make  special  provisions 
for  the  security  of  the  physicians  in  their  old 
age.” 

The  Committee  is  of  the  opinion  that  our 
Delegates  to  the  American  Medical  Association 
should  not  be  instructed  on  a matter  of  class 
legislation,  and  therefore  move  this  resolution 
be  not  adopted. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried. . . . 

68.  Report  of  Reference  Committee  on  New 

Business  B on  Basic  Science  Law 

SECTIONS  31,  77 

Dr.  Moore:  This  is  a long,  intricate  resolu- 
tion introduced  by  Dr.  Gullo,  of  the  Medical 
Society  of  the  County  of  Livingston,  and  read- 
ing: 

“Whereas,  the  State  of  New  York  has  no  law 
regulating  the  practice  of  the  healing  art,  ex- 
ceptas  to  thepracticeof  medicine  and  dentistry ; 
and 

“Whereas,  the  healing  art  should  be  practiced 
by  men  and  women  who  are  properly  qualified 
to  do  so;  and 

“Whereas,  the  healing  art  requires  a thorough 
knowledge  of  physiology,  chemistry,  pathology 
bacteriology  and  anatomy;  be  it 
“Resolved,  that  the  House  of  Delegates  of  the 
New  York  State  Medical  Society  approve  that 


its  President  have  introduced  to  the  State 
Legislature,  at  its  next  regular  session,  a bill 
to  be  known  as  the  BASIC  SCIENCE  LAW, 
and  which  shall  read  as  follows: 

“Title  and  Organization  of  Examining  Board 
Board  of  Examiners  in  the  Basic  Sciences 
consisting  of  five  members  learned  in  the 
basic  sciences  appointed  by  the  Governor 
from  the  faculties  of  the  universities  and 
colleges  of  New  York  State  having  four- 
year  college  courses.  Not  more  than  two 
members  may  be  appointed  from  any  one 
school.  Terms  of  appointment  are  four 
years,  staggered. 

“Preliminary  Qualifications  Required  of  Ap- 
plicants: 

1.  Age  21. 

2.  Good  moral  character. 

3.  High  School  education  or  equivalent. 

4.  Citizenship. 

“Basic  Sciences  in  Which  Applicants  Are 
Examined: 

Anatomy,  Physiology,  Chemistry,  Pathol- 
ogy, Bacteriology. 

“Examinations:  Time,  Place,  Fee  Grade 
Time  and  Place:  Discretionary  with 

Board. 

Two  examinations  a year. 

Fee:  $25. 

Grade:  75  per  cent  in  each  subject.  If 
less  in  one,  re-examination  in  that  subject. 
If  less  in  two  or  more,  no  re-examination 
unless  proof  is  submitted,  satisfactory  to 
the  Board,  of  additional  study  in  the  basic 
sciences. 

“Reciprocity  Arrangements 

Examination  may  be  waived  if  applicant 
has  passed  an  examination  in  the  basic 
sciences  in  another  state  before  a Board  of 
Examiners  in  the  basic  sciences,  if  (1) 
the  requirements  of  that  state  are  not 
less  than  those  in  New  York  State  for 
the  issuance  of  basic  science  certificate 
and  (2)  if  that  state  grants  exemption  to 
certificants  of  New  York  State  Board  of 
Examiners  in  the  Basic  Sciences. 

“Fee:  $25. 

“Act  does  not  apply  to: 

(1)  Christian  scientists,  dentists,  phar- 
macists, nurses,  optometrists,  chiropodists 
dental  hygienists,  hydrotherapists,  bar- 
bers, and  cosmetologists,  practicing  within 
the  limits  of  their  respective  call- 
ings; 

(2)  Commissioned  surgeons  of  the  U nited 
States  army,  navy,  marine  or  public 
health  service,  in  the  usual  performance 
of  their  duties; 

(3)  Regularly  licensed  physicians  or 
surgeons  from  outside  of  State  in  actual 
consultation  with  licensed  physicians  of 
New  York  State; 

(4)  Persons  giving  baths,  Swedish  move- 
ments and  exercises; 

(5)  Retail  dealers  fitting  and  recom- 
mending arch  supports  or  orthopedic 
shoes ; 

Persons  licensed  to  practice  the  healing 
art  in  New  York  State  at  the  time  the 
Act  becomes  effective. 

“and  be  it  further 

“Resolved,  that  the  President  and  the  Council 
of  the  New  York  State  Medical  Society  be 
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empowered  to  modify  or  add  any  provisions 

to  this  bill  that  they  may  find  necessary.” 

After  long  and  careful  consideration  the  Com- 
mittee is  unanimous  in  its  opinion  that  this  re- 
solution be  not  adopted,  and  I so  move. 

....  The  motion  was  seconded.  . . . 

Dr.  Charles  Gullo,  Livingston:  Is  it  per- 
missible to  change  that? 

Speaker  Flynn:  Yes,  you  can  amend  the 
Committee’s  report  if  you  want  to. 

Dr.  Gullo:  Will  you  read  that  report  again 
please? 

Dr.  Moore:  After  long  and  careful  considera- 
tion the  Committee  is  unanimous  in  its  opinion 
that  this  resolution  be  not  adopted. 

Dr.  Gullo:  I wish  to  make  an  amendment 
to  the  Committee’s  report. 

Speaker  Flynn:  You  are  making  an  amend- 
ment to  their  report? 

Dr.  Gullo:  Yes,  to  the  report  of  the  Com- 
mittee. 

Speaker  Flynn:  Proceed  with  your  amend- 
ment. 

Dr.  Gullo  : That  the  House  of  Delegates  rec- 
ommends that  a bill  be  introduced  in  the  New 
York  State  House  of  Legislation  to  be  known  as 
the  Basic  Science  Law,  and  which  shall  provide 
that  anyone  professing  to  practice  the  healing 
art  shall,  beside  any  other  qualifications  estab- 
lished by  the  Legislature,  pass  an  examination 
in  the  basic  sciences,  namely,  anatomy,  physiol- 
ogy. pathology,  chemistry,  and  bacteriology, 
and  such  licenses  granted  to  other  than  physicians 
and  dentists  to  be  designated  as  “limited  li- 
censes.” 

Such  licenses  must  plainly  state  on  their  face 
the  system  or  branch  of  medicine  or  surgery,  or 
method  of  treatment  of  disease  for  the  practice 
of  which  it  is  issued.  No  such  license  shall 
authorize  the  holder  thereof  to  practice  any  sys- 
tem or  branch  of  medicine  or  surgery,  or  method 
of  treatment  of  disease  other  than  that  stated 
in  the  certificate  thereof,  nor  shall  it  authorize 
the  holder  thereof  to  prescribe  any  drug  to  do  or 
perform  any  surgical  operation  requiring  cutting, 
or  to  prescribe  or  use  any  anesthetic. 

Such  a licentiate  must  report  communicable 
diseases  in  like  manner  and  with  like  effect  as 
though  he  were  the  holder  of  a license  to  practice 
medicine  and  surgery. 

Speaker  Flynn  : Point  of  order,  this  is  a new 
bill. 

Dr.  Gullo:  Yes. 

Speaker  Flynn  : I am  going  to  refer  it  to  the 
same  committee  under  New  Business  B. 

Dr.  Robert  Brittain,  Delaware:  He  has  not 
been  talking  to  the  motion  at  all. 

Speaker  Flynn:  Dr.  Gullo  came  up  and 
offered  it  as  an  amendment  to  the  Reference 
Committee’s  report. 

Dr.  Alec  N.  Thomson,  Kings:  Was  the 
amendment  seconded? 

Speaker  Flynn:  No.  Therefore  it  is  out  of 
order. 

Dr.  Thomson:  Yes. 

Dr.  Walter  D.  Ludlum:  It  is  out  of  order, 
but  I think  if  the  House  is  willing  to  accept  your 
ruling  that  would  simplify  it,  even  though  it  is 
an  irregularity.  If  the  House  wishes  to,  it  can 
accept  your  ruling  that  this  is  new  business  to 
be  referred  to  a reference  committee,  and  then 
it  can  vote  on  the  motion  that  is  before  it  of  this 
Reference  Committee. 


Dr.  Thomson:  There  is  a motion  before  the 
House. 

Speaker  Flynn:  Yes,  the  motion  before  the 
House  is  on  the  adoption  of  the  original  report  of 
your  Reference  Committee. 

Chorus:  Right! 

....  The  question  was  called,  and  the  motion 
was  put  to  a vote,  and  was  carried  .... 

Dr.  Gullo:  Will  that  resolution  that  I just 
introduced  be  referred  to  the  Reference  Com- 
mittee B now? 

Speaker  Flynn:  If  you  want  to  bring  it  up 
now  as  a new  resolution.  You  brought  it  up  as 
an  amendment  before. 

Dr.  Gullo:  What  did  you  vote  on  just  now? 
Speaker  Flynn:  The  report  of  the  Reference 
Committee  on  your  other  resolution  that  was 
introduced  this  morning  or  this  afternoon. 

Dr.  Gullo  : What  are  you  going  to  do  about 
this  one? 

Speaker  Flynn:  If  you  want  to  introduce  it 
as  a new  resolution,  it  will  be  referred  to  the 
Reference  Committee  on  New  Business  B as  a 
new  resolution  coming  from  you. 

Dr.  Gullo:  Yes,  I do. 

Speaker  Flynn:  Very  well,  it  will  take  that 
course,  and  will  be  referred  to  that  Committee. 

69.  Report  of  Reference  Committee  on  New 
Business  C on  Holding  Annual  Meetings 

Permanently  in  New  York 

SECTION  26 

Dr.  John  J.  Masterson:  This  is  the  resolu- 
tion introduced  by  the  delegates  from  Chau- 
tauqua County : 

“1.  Whereas,  the  annual  meetings  of  the 
Medical  Society  of  the  State  of  New  York  are 
better  attended  in  New  York  City  than  else- 
where; and 

“2.  Whereas,  this  is  the  only  city  where  the 
receipts  pay  the  expenses  of  the  meeting;  and 
“3.  Whereas,  the  facilities  for  conducting 
the  meeting  are  superior  to  those  offered  by 
any  other  city;  and 

“4.  Whereas,  the  permanent  records  of  the 
Society  are  in  New  York  and  immediately 
available ; 

,(Be  It  Resolved , that  New  York  City  be  des- 
ignated as  the  location  for  the  annual  meet- 
ing of  the  Society  every  year.” 

The  Reference  Committee  agrees  with  the 
statement  in  the  resolution  about  the  session 
being  better  attended  and  having  superior  facili- 
ties in  New  York  City,  but  feels  that  if  the  meet- 
ing was  held  permanently  in  New  York  City, 
many  of  the  physicians  upstate  would  gradually 
lose  interest  in  the  State  Society’s  annual  meet- 
ing. We  feel  that  to  have  the  annual  meeting 
in  the  various  parts  of  the  state  as  in  the  past  will 
be  of  more  value  to  the  members  of  the  Society 
and  to  the  Society  as  a whole  than  having  the 
annual  session  held  every  year  in  New  York 
City. 

We  move  the  resolution  be  not  approved. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried.  . . . 

70.  Report  on  Reference  Committee  on  New 
Business  C on  Medical  Relief — Proposed  Legis- 
lation 

SECTION  34 

Dr.  John  J.  Masterson:  This  resolution  was 
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introduced  by  Dr.  Edward  C.  Podvin,  of  the 
Medical  Society  of  the  County  of  Bronx  : 

“Whereas,  there  are  groups  of  people  in  our 
State  who  by  reason  of  extreme  indigency  can- 
not come  within  the  provision  of  any  form  of 
health  insurance  (compulsory  or  voluntary) 
and  therefore  constitute  a burden  upon  the 
medical  profession;  be  it 
“ Resolved,  that  the  State  Society  Legislative 
Committee  be  instructed  to  prepare  and  intro- 
duce appropriate  legislation  for  an  adequate 
health  plan  to  care  for  this  group;  and  be  it 
further 

“ Resolved , that  this  legislation  include  provi- 
sion for  remunerating  the  participating  doc- 
tors.” 

A resolution  was  passed  today  by  the  House 
of  Delegates  to  make  a study  of  the  matter  con- 
tained in  this  resolution  and  your  Reference 
Committee  recommends  that  the  House  of  Dele- 
gates postpone  any  action  on  this  resolution  until 
its  Committee,  to  be  appointed,  makes  its  report. 
I so  move. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried.  . . . 

71.  Report  of  Reference  Committee  on  New 
Business  C on  Compulsory  Health  Insurance  for 
People  Below  $1,500  Income  Level 

SECTION  33 

Dr.  John  J.  Masteron:  This  is  another  reso- 
lution introduced  by  Dr.  Podvin: 

“Whereas,  many  residents  of  our  State  are 
unable  to  obtain  proper  medical  care  because 
of  financial  inability  to  compensate  therefore; 
be  it 

“ Resolved , that  the  New  York  State  Medical 
Society  go  on  record  as  favoring  the  prin- 
ciple of  compulsory  health  insurance  for 
people  whose  annual  income  is  below  the 
$1,500  income  level.” 

The  State  Legislature  created  a committee  to 
study  a long  range  health  program  for  the  citizens 
of  our  State.  They  have  been  studying  this 
matter  for  the  past  two  years,  and  your  Refer- 
ence Committee  recommends  that  the  House  of 
Delegates  postpone  any  action  on  this  resolution 
until  the  Legislative  Committee  makes  its  re- 
port at  the  next  session  of  the  Legislature. 

I so  move. 

....  The  motion  was  seconded  .... 

Dr.  Arthur  J.  Bedell,  Albany:  I ask,  sir, 
that  that  last  sentence — just-  the  last  sentence — 
be  reread. 

Dr.  Master  son:  “They  have  been  studying 
this  matter  for  the  past  two  years,  and  your 
Reference  Committee  recommends  that  the 
House  of  Delegates  postpone  any  action  on  this 
resolution  until  the  Legislative  Committee  makes 
its  report  at  the  next  session  of  the  Legislature.” 
Dr.  Bedell:  I question,  Mr.  Speaker,  if 
that  is  the  intent.  If  I listened  correctly,  it  says 
that  we  will  have  that  after  the  State  Legisla- 
ture reports.  Is  that  the  intent,  or  is  it  to  be 
brought  up  to  our  House  of  Delegates? 

Dr.  Masterson  : Well,  the  resolution  is  that 
we  go  on  record  as  favoring  the  principle  of  com- 
pulsory health  insurance,  and  that  being  a very 
controversial  subject  we  thought  until  we  found 
out  how  the  Legislature  feels  about  it,  it  would 
be  inappropriate  for  us  to  take  any  action  at  this 
time. 


Dr.  Bedell:  Will  you  entertain  an  amend- 
ment to  that? 

Speaker  Flynn:  Yes. 

Dr.  Bedell:  I move  you,  sir,  that  this  House 
of  Delegates  reaffirms  its  former  position  that  we 
are  absolutely  opposed  to  any  form  of  compulsory 
health  insurance. 

Dr.  Chas.  Gordon  Heyd,  New  York:  I 
second  that  amendment. 

....  There  being  no  discussion,  the  amend- 
ment was  put  to  a vote,  and  was  carried.  . . . 

Speaker  Flynn:  Now  we  will  have  the 

motion,  as  amended,  come  before  us. 

....  The  question  was  called  for,  and  the  mo- 
tion as  amended  was  put  to  a vote,  and  was  car- 
ried. . . . 

72.  Report  of  Reference  Committee  on  New 
Business  C on  Regional  and  General  Anesthesia 

Section 

SECTION  57 

Dr.  John  J.  Masteron:  This  was  introduced 
by  Dr.  J.  Lewis  Amster,  of  the  Medical  Society 
of  the  County  of  Bronx : 

“Whereas,  the  art  and  science  of  anesthesi- 
ology (regional  and  general  anesthesia  in  all  its 
forms  and  all  that  pertains  to  it,  including  re- 
suscitation and  inhalation  therapy)  has  made 
rapid  progress  in  the  past  fifteen  years; 
and 

“Whereas,  there  are  now  more  than  400 
anesthetists  and  surgeons  members  of  the 
Medical  Society  of  the  State  of  New  York  who 
are  limiting  their  practice  to  anesthesia  or 
specializing  in  the  field  of  regional  anesthesia; 
and 

“Whereas,  in  a number  of  states  there  have 
been  established  sections  on  regional  and  gen- 
eral anesthesia  or  anesthesiology  in  their  re- 
spective state  medical  societies;  and 
“Whereas,  this  specialty  has  been  recognized 
by  the  American  College  of  Surgeons,  the 
American  Hospital  Association,  the  Advisory 
Board  for  Medical  Specialties,  and  by  the 
Council  of  Education  and  Hospitals  of  the 
American  Medical  Association  by  having  ap- 
proved the  establishment  of  the  American 
Board  of  Anesthesiology;  and 
“Whereas,  for  the  past  several  years  there  has 
been  a regular  Session  on  Regional  and  Gen- 
eral Anesthesia  in  the  Medical  Society  of  the 
State  of  New  York;  now  therefore  be  it 
“ Resolved  that  a regular  Section  in  this 
specialty  be  established.” 

Reference  Committee  C approves  of  this  reso- 
lution, and  moves  its  adoption. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried.  . . . 

73.  Amendment — House  of  Delegates  Reso- 

lutions on  Last  Day 

Dr.  Arthur  J.  Bedell,  Albany:  I would 
like  to  give  notice  of  an  amendment  to  the  Con- 
stitution to  be  acted  on  by  the  next  House  of 
Delegates.  It  is  to  add  a new  Section  to  Chapter 
II  of  the  Constitution  to  the  effect  that  no  new 
resolution  may  be  presented  on  the  last  day  of 
session  of  the  House  of  Delegates  without  a two- 
thirds  affirmative  vote.  This  is  a notice  that  I 
make  for  action  next  year. 

Speaker  Flynn  : That  involving  a change  in 
the  Bylaws  it  will  lay  over  until  next  year. 
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Are  there  any  other  reference  committees  to 
report? 

(There  was  no  response.) 

Speaker  Flynn:  Are  there  any  resolutions? 

(There  was  no  response.) 

Speaker  Flynn:  We  will  recess  then  until 
tomorrow  morning  at  nine  o’clock,  when  we  will 
meet  in  this  room. 

Chorus:  Nine  o’clock?  Make  it  ten! 

Speaker  Flynn  : Nine  o’clock  is  the  time. 

....  The  session  recessed  at  10:10  p.m 


Morning  Session 

Tuesday,  May  7,  1940 

The  session  convened  at  9:30  a. m. 

Speaker  Flynn  : The  House  will  be  in  order. 

I am  going  to  call  on  Dr.  Podvin,  who  has  an 
announcement  he  would  like  to  make. 

74.  Tribute  to  Dr.  Robert  Brittain 

SECTIONS  75,  89 

Assistant  Secretary  Podvin:  Mr.  Speaker 
and  Members  of  the  House,  the  announcement 
I have  to  make  is  a bit  unusual,  but  I take  it  as  a 
privilege  and  a pleasure  to  announce  that  one  of 
our  delegates.  Dr.  Robert  Brittain,  of  Downs- 
ville,  Delaware  County,  has  been  for  forty  con- 
secutive years  an  elective  member  of  this  House. 
My  attention  was  called  to  that  a day  or  two  ago 
in  that  he  is  being  honored  in  his  own  county  by 
a dinner  in  recognition  of  his  many  years  of 
service,  and  I thought  it  would  be  proper  and 
fitting  that  this  House  also  recognize  Dr.  Brit- 
tain’s long  and  great  service  to  this  So- 
ciety. 

I,  therefore,  move  you,  Mr.  Speaker,  that  we 
give  Dr.  Brittain  a rising  vote  in  token  of  our 
appreciation  of  his  fine  career  in  this 
House. 

....  The  audience  arose  and  applauded.  . . . 

Speaker  Flynn:  Dr.  Brittain,  would  you 
kindly  come  to  the  front? 

Voice:  Dr.  Brittain  just  stepped  out  about 
three  minutes  ago.  (Laughter) 

Speaker  Flynn  : Dr.  Irving  has  an  announce- 
ment to  make. 

Secretary  Irving:  This  afternoon  at  two 
o’clock  in  the  Lounge  Restaurant  the  Chairmen 
of  the  Compensation  Boards  of  the  County 
Societies  will  have  a conference  on  the  subject  of 
Workmen’s  Compensation. 

At  3:30  p.m.  the  Council  will  meet  in  the  Pille- 
ment  Suite. 

Right  after  that  somewhere  around  four  o’clock 
the  Board  of  Trustees  will  meet  also  in  the 
Pillement  Suite. 

Speaker  Flynn:  Are  there  any  other  dele- 
gates here  from  other  state  medical  societies, 
Vermont,  New  Jersey,  and  Connecticut?  If 
they  are,  will  they  kindly  arise? 

....  There  was  no  response.  . . . 

75.  Elections 

Speaker  Flynn:  The  first  business  on  the 
second  day  of  the  meeting  is  the  election  of 
officers.  I will  ask  the  Assistant  Secretary  to 
call  the  roll. 


ROLL  CALL 

....  The  Assistant  Secretary  called  the  roll 
and  the  following  responded : 


County  Society  Delegates 


Albany 

Stanley  E.  Alderson 
William  B.  Cornell 
Raymond  F.  Kircher 
Allegany 
Lyman  C.  Lewis 
Bronx 
J.  Lewis  Amster 
Edward  R.  Cunniffe 
Louis  A.  Friedman 
Samuel  Epstein 
William  Klein 
Emil  Koffler 
Moses  H.  Krakow 
Solomon  Krell 

Broome 

Samuel  M.  Allerton 
Charles  L.  Pope 

Cattaraugus 
Leo  E.  Reimann 
Cayuga 
Harry  S.  Bull 

Chautauqua 
Edgar  Bieber 
De  Forest  W.  Buckmaster 
Chemung 
Elliot  T.  Bush 

Chenango 
J.  Mott  Crumb 
Clinton 
Leo  F.  Schiff 

Columbia 
John  L.  Edwards 
Cortland 
Daniel  R.  Reilly 
Delaware 
Robert  Brittain 
Dutchess 
S.  E.  Appel 
Aaron  Sobel 

Erie 

John  T.  Donovan 
Albert  A.  Gartner 
Harry  C.  Guess 
Harvey  P.  Hoffman 
Thurber  Le  Win 
Alfred  H.  Noehren 
Herbert  E.  Wells 
Carlton  E.  Wertz 

Essex 

Harold  J.  Harris 
Franklin 

Charles  C.  Trembley 
Genesee 
Peter  J.  DiNatale 
Greene 
Kenneth  F.  Bott 
Herkimer 
George  A.  Burgin 
Jefferson 

Charles  A.  Prudhon 
Kings 

Albert  F.  R.  Andresen 
Robert  F.  Barber 
Harry  E.  Beller 
Benjamin  M.  Bernstein 
E.  Jefferson  Browder 
Walter  A.  Coakley 
William  S.  Collens 
John  B.  D’Albora 
Maurice  J.  Dattelbaum 
Harry  Feldman 
Charles  F.  McCarty 
Edwin  A.  Griffin 
Walter  D.  Ludlum 
John  J.  Masterson 
Harvey  B.  Matthews 
Thomas  A.  McGoldrick 
William  C.  Meagher 
Philip  I.  Nash 
J.  Sturdivant  Read 
Robert  M.  Rogers 
Irwin  E.  Siris 
Alec.  N.  Thomson 
Thomas  B.  Wood 

Livingston 
Charles  Gullo 


Madison 
Ernest  Freshman 
Monroe 

Clarence  V.  Costello 
William  A.  MacVay 
J.  P.  Henry 
Leo  F.  Simpson 
Warren  Wooden 

Montgomery 
Horace  M.  Hicks 
Nassau 

David  E.  Overton 
Louis  A.  van  Kleeck 
New  York 

Walter  P.  Anderton 
William  L.  Wheeler,  Jr. 
Emily  D.  Barringer 
Edward  K.  Barsky 
Samuel  B.  Burk 
Albert  A.  Cinelli 
Vincenzo  Fanoni 
Harold  B.  Davidson 
J.  A.  Clinton  Gray 
B.  Wallace  Hamilton 
Alfred  M.  Heilman 
Benjamin  Jablons 
David  J.  Kaliski 
Samuel  M.  Kaufman 
J.  Stanley  Kenney 
Moses  Keschner 
Francis  N.  Kimball 
Samuel  J.  Kopetzky 
W.  Bayard  Long 
Walter  D.  Ludlum,  Jr. 
John  A.  Kelly 
Peter  M.  Murray 
Nathan  Ratnoff 
Niagara 
Harley  U.  Cramer 
Guy  S.  Philbrick 
Oneida 
William  Hale 
John  F.  Kelley 
Andrew  Sloan 

Onondaga 
Leon  E.  Sutton 
William  W.  Street 
Albert  G.  Swift 
Ontario 

Melville  D.  Dickinson,  Jr. 
Orange 

Morris  R.  Bradner 
Moses  A.  Stivers 
Orleans 
Ralph  E.  Brodie 
Oswego 

Kent  W.  Jarvis 
Otsego 
Floyd  J.  Atwell 
Putnam 
Henry  W.  Miller 
Queens 

James  M.  Dobbins 
Chester  L.  Davidson 
W.  Guernsey  Frey,  Jr. 

H.  P.  Mencken 
Thomas  M.  d’Angelo 
Joseph  Wrana 

Rensselaer 
John  D.  Carroll 
Stephen  H.  Curtis 
Richmond 
Arthur  S.  Driscoll 
Stanley  C.  Pettit 
Rockland 

Stephen  R.  Monteith 
St.  Lawrence 
W.  Grant  Cooper 
Walter  H.  Mulholland 

Saratoga 
G.  Scott  Towne 

Schenectady 
F.  Leslie  Sullivan 
Joseph  H.  Cornell 
Schoharie 
David  W.  Beard 
Schuyler 

Joseph  Y.  Roberts 
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Seneca 

Arthur  F.  Baldwin 
Steuben 
William  J.  Tracy 
Herbert  B.  Smith 
Suffolk 

Coburn  A.  L.  Campbell 
John  L.  Sengstack 
Sullivan 
Irving  Greenberg 
Tioga 

William  A.  Moulton 
Tompkins 
Norman  S.  Moore 
Ulster 

Frederic  W.  Holcomb 


Warren 

Morris  Maslon 

Washington 
Denver  M.  Vickers 
Wayne 

Ralph  Sheldon 

Westchester 
George  C.  Adie 
Arthur  F.  Heyl 
Merwin  E.  Marsland 
Laurance  D.  Red  way 
E.  Christopher  Wood 
Wyoming 
Henry  S.  Martin 
Yates 

Bernard  S.  Strait 


District  Delegates 


Theodore  West 
Louis  H.  Bauer 


Terry  M.  Townsend 
Aaron  Sobel 
Peter  Irving 
Edward  C.  Podvin 


Reeve  B.  Howland 
Alfred  W.  Armstrong 

Officers 

George  W.  Kosmak 
Kirby  Dwight 
James  M.  Flynn 
Louis  H.  Bauer 


Trustees 

Harry  R.  Trick  William  H.  Ross 

George  W.  Cottis  Thomas  M.  Brennan 

Councilors 


Herbert  H.  Bauckus 
Augustus  J.  Hambrook 
Harry  Aranow 
Guy  S.  Carpenter 


Clarence  G.  Bandler 
John  L.  Bauer 
Edward  T.  Wentworth 
Oliver  W.  H.  Mitchell 


Ex-Presidents 


Thomas  H.  Halsted 
Grant  C.  MadiU 
J.  Richard  Kevin 
Nathan  B.  Van  Etten 
Harry  R.  Trick 
William  H.  Ross 


William  D.  Johnson 
Chas.  Gordon  Heyd 
Arthur  J.  Bedell 
Frederic  E.  Sondem 
Floyd  S.  Winslow 
William  A.  Groat 


Speaker  Flynn  : There  being  a quorum  pres- 
ent, we  will  now  proceed  with  the  election. 

TELLERS 

Speaker  Flynn:  I will  now  appoint  the 
following  as  tellers:  Dr.  Leo  F.  Simpson,  of 
Monroe,  Chairman;  Dr.  John  T.  Donovan,  of 
Erie;  Dr.  Bernard  S.  Strait,  of  Yates;  Dr. 
Ralph  Sheldon,  of  Wayne;  and  Dr.  Philip  I. 
Nash,  of  Kings. 

Vice-Speaker  Bauer:  Before  we  proceed,  I 
understand  Dr.  Brittain  is  now  in  the  House. 
Dr.  Brittain,  unfortunately  you  were  out  of  the 
room  a moment  ago  when  the  House  stood  and 
applauded  you  for  your  long  service  to  organized 
medicine,  so  I think  it  would  be  very  fitting  for 
you  to  stand  at  this  time  so  we  can  applaud  you 
when  you  are  present. 

....  The  delegates  arose  and  applauded.  . . . 

Vice-Speaker  Bauer  : Gentlemen,  the  situa- 
tion is  a little  unusual  this  year  in  that  the 
President-elect  of  the  Society,  Dr.  James  H. 
Borrell,  passed  away  last  fall,  so  that  this  year 
the  House  of  Delegates  has  to  electtwopresidents, 
one  to  take  office  immediately  and  the  other  a 
president-elect  who  will  take  office  a year  from 
now.  In  order  to  avoid  confusion,  the  Chair  will 
designate  the  officer  who  is  to  take  office  im- 
mediately as  President  and  the  other  by  the  usual 
term  of  President-elect. 

ELECTION  OF  OFFICERS,  TRUSTEE,  AND 
COUNCILORS 

The  following  officers  were  elected : President, 
James  M.  Flynn,  Rochester;  President-elect  and 
First  Vice-President,  Samuel  J.  Kopetzky,  New 
York  City;  Second  Vice-President,  Albert  A. 


Gartner,  Buffalo;  Secretary,  Peter  Irving,  New 
York  City;  Assistant  Secretary,  Edward  C. 
Podvin,  Bronx;  Treasurer,  George  W.  Kosmak, 
New  York  City;  Assistant  Treasurer,  Kirby 
Dwight,  New  York  City;  Speaker,  Louis  H. 
Bauer,  Hempstead;  Vice-Speaker,  William  Hale, 
Utica. 

The  following  Trustee  was  elected  for  a five- 
year  term  terminating  1945:  Thomas  M.  Bren- 
nan, Brooklyn. 

The  following  Councilors  were  elected  for  a 
three-year  term  terminating  1943:  Herbert  H. 
Bauckus,  Buffalo ; Augustus  J.  Hambrook,  Troy ; 

E.  Christopher  Wood,  White  Plains. 

A.M.A.  DELEGATES 

The  following  were  elected  for  1941-1942: 
Thomas  M.  Brennan,  Brooklyn;  Edward  R. 
Cunniffe,  Bronx;  Terry  M.  Townsend,  New  York 
City;  Edward  C.  Podvin,  Bronx;  Floyd  S. 
Winslow,  Rochester;  William  D.  Johnson, 
Batavia;  Harry  C.  Guess,  Buffalo;  Emily  D. 
Barringer,  New  York  City;  William  A.  Groat, 
Syracuse;  James  R.  Reuling,  Jr.,  Bay  side. 

The  following  were  elected  alternates  for  1941- 
1942:  Clarence  G.  Bandler,  New  York  City; 
Robert  F.  Barber,  Brooklyn;  B.  Wallace  Hamil- 
ton, New  York  City;  Walter  P.  Anderton,  New 
York  City;  Andrew  Sloan,  Utica;  Grant  C. 
Madill,  Ogdensburg;  Frederic  C.  Conway, 
Albany;  Louis  A.  Van  Kleeck,  Manhasset;  F. 
Leslie  Sullivan,  Scotia;  John  D.  Carroll,  Troy. 

76.  Election  of  Retired  Members 
Secretary  Irving:  I move  that  these  mem- 
bers be  elected  to  retired  membership:  Charles 

F.  Adams,  New  York  City;  Emil  C.  Bernauer, 
Brooklyn;  Selina  Bloom,  New  York  City; 
William  C.  Braislin,  Brooklyn;  George  S.  Brit- 
ten, Destin,  Fla.;  George  L.  Brodhead,  New 
York  City;  Fanny  Hurd  Brown,  Castile; 
Thomas  J.  Burke,  Newburgh;  Chester  T.  Cad- 
well,  Poughkeepsie;  J.  Willis  Candee,  Utica; 
John  C.  Cardwell,  Brooklyn;  Eugene  H.  Car- 
penter, Oneida;  William  J.  Carr,  Newburgh; 
Francesco  Celia,  Bronx;  W.  F.  Cunningham, 
New  York  City;  Charles  E.  Davis,  Honolulu; 
Lavinia  R.  Davis,  Oneida;  John  W.  Dean, 
Glens  Falls;  Charles  H.  De  Lancey,  Brooklyn; 
Joseph  W.  Droogan,  Bronx;  Matthew  H.  Du- 
Bois,  Washingtonville;  Robert  M.  Elliott, 
Canandaigua;  Abraham  J.  Epstein,  Bronx;  J. 
William  Feldman,  New  York  City;  Lewis  Fitz 
Simmons,  Pulteney;  Moosha  B.  Freid,  Bronx; 
Edward  L.  Frost,  Buffalo;  Samuel  G.  Gant, 
New  York  City;  Joseph  H.  Gettinger,  New  York 
City;  Homer  J.  Grant,  Buffalo;  Friedrich  K.  W. 
Grosse,  Port  Jervis;  James  T.  Gwathmey,  New 
York  City;  Frederick  A.  Hayes,  Buffalo;  Henry 
B.  Henson,  Beverly  Hills,  Cal.;  John  Freeman 
Humphrey,  Saratoga  Springs;  Sergius  M.  Inger- 
man,  New  York  City;  J.  Herbert  Irish,  Syracuse; 
Frank  N.  Irwin,  White  Plains;  Edward  L. 
Keyes,  New  York  City;  Carl  Koller,  New  York 
City;  Moses  Krakowski,  Bronx;  Max  A.  Lip- 
kind,  Bronx;  Henry  C.  Lovis,  South  Orange, 
N.  J.;  Francis  J.  Magilligan,  Brooklyn;  Mark 
Manley,  Gulf  Hammock,  Fla.;  George  Mann- 
heimer,  New  York  City;  David  M.  Marvin, 
New  York  City;  Frederic  J.  McCammon, 
Brooklyn;  Sylvester  J.  McNamara,  Brooklyn; 
George  F.  Mills,  Oneida;  Henry  M.  Mills, 
Brooklyn;  Katherine  S.  Munhall,  Buffalo; 
Victor  C.  Pedersen,  New  York  City;  Margaret 
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K.  Preston,  Syracuse;  Charles  R.  L.  Putnam, 
New  York  City;  Emil  Rauth,  Brooklyn;  Adolph 
G.  Rave,  Hicksville;  Willard  F.  Read,  Hamilton; 
John  T.  W.  Rowe,  New  York  City;  Chalmers 
Sangree,  New  York  City;  Charles  A.  Schlader- 
mundt,  Buffalo;  Edwin  M.  Schultz,  Middletown; 
Henry  A.  Shaw,  New  York  City;  John  C.  Shoudy 
Syracuse;  Warren  S.  Simmons,  Brooklyn; 
Percy  C.  Snowden,  Peekskill;  Pehr  Stigner,  New 
York  City;  Edward  C.  Titus,  New  York  City; 
Charles  A.  Van  der  Beek,  Rochester;  James  J. 
Walsh,  New  York  City;  Martin  W.  Ware, 
New  York  City;  Charlotte  C.  West,  New  York 
City;  Frank  E.  West,  Brooklyn;  Alfred  Weiner, 
New  York  City. 

The  motion  was  seconded,  and  as  there  was  no 
discussion,  it  was  put  to  a vote,  and  unanimously 
carried. 

77.  Report  of  Reference  Committee  on  New 
Business  B on  Basic  Science  Bill 

SECTION  68 

Dr.  Norman  S.  Moore:  This  is  on  the  second 
resolution  introduced  by  Dr.  Gullo,  of  Livings- 
ton County.  As  you  may  remember,  this  resolu- 
tion was  introduced  as  an  amendment.  It  was 
not  accepted  as  an  amendment  and  went  in  as 
new  business.  It  is  not  in  the  form  of  a resolu- 
tion, and  is  as  follows: 

“That  the  House  of  Delegates  recommends 
that  a bill  be  introduced  in  the  New  York 
State  House  of  Legislation  to  be  known  as  the 
Basic  Science  Law  and  which  shall  provide  that 
anyone  professing  to  practice  the  healing  art 
shall,  beside  any  other  qualifications  estab- 
lished by  the  Legislature,  pass  an  examination 
in  the  basic  sciences,  namely,  anatomy, 
physiology,  patholojpr,  chemistry  and  bac- 
teriology, and  such  licenses  granted  to  others 
than  physicians  and  dentists  are  to  be  desig- 
nated as  limited  licenses. 

“Such  licenses  must  plainly  state  on  their  face 
the  system  or  branch  of  medicine  or  surgery, 
or  method  of  treatment  of  disease  for  the  prac- 
tice of  which  it  is  issued.  No  such  license 
shall  authorize  the  holder  thereof  to  practice 
any  system  or  branch  of  medicine  or  surgery, 
or  method  of  treatment  of  disease  other  than 
that  stated  in  the  certificate  thereof,  nor 
shall  it  authorize  the  holder  thereof  to  pre- 
scribe any  drug,  to  do  or  perform  any  sur- 
gical operation  requiring  cutting,  or  to  pre- 
scribe or  use  any  anesthetic. 

“Such  a licentiate  must  report  communciable 
diseases  in  like  manner  and  with  like  effect  as 
though  he  were  the  holder  of  a license  to  prac- 
tice medicine  and  surgery.” 

It  is  the  opinion  of  the  Committee,  after  care- 
ful consideration  that  this  resolution  be  not 
adopted,  and  I so  move. 

....  The  motion  was  seconded. . . . 

Dr.  Charles  Gullo,  Livingston:  After  speak- 
ing to  various  members  of  the  House  of  Delegates 
it  seems  that  the  essence  of  this  resolution  is  not 
quite  understood.  The  essence  of  this  resolution 
would  require  that  all  those  practicing  the  heal- 
ing art  (not  mentioning  who  we  are)  pass  an  ex- 
amination in  the  basic  sciences  of  anatomy, 
physiology,  pathology,  chemistry,  and  bacteri- 
ology. It  does  not  specifically  mention  the 
chiropractor,  the  naturopath,  or  those  practicing 
the  various  cults  that  you  and  I,  and  I dare  say 
every  citizen  of  the  State  of  New  York,  if  you 


knew  the  truth  would  want  regulated  properly. 
When  I say  “properly”  I mean  by  law  and  not 
the  way  they  wish  to  be  regulated. 

The  necessity  for  this  is  evidenced  by  the  fact 
that  every  single  year  in  Albany  these  people  are 
trying  to  have  their  privileges  and  powers 
broadened.  As  an  instance  of  that  take  the 
osteopaths.  They  finally  succeeded  in  having 
their  bill  passed,  yet  we  said  twenty  years  ago 
and  ten  years  ago  that  the  osteopaths  would 
never  succeed  in  passing  their  bill. 

The  Basic  Science  Law  would  require  that 
every  person  wishing  to  practice  the  healing  art 
pass  an  examination  given,  of  course,  under  the 
supervision  of  the  Regents,  this  examination  to 
include  anatomy,  physiology,  pathology,  chem- 
istry, and  bacteriology.  That  examination 
would  be  the  same  examination  that  all  physi- 
cians and  dentists  today,  and  I believe  the  osteo- 
paths too,  are  required  to  take.  It  is  not  a radi- 
cal or  unreasonable  demand  to  ask  anyone  who 
wishes  to  treat  the  sick  that  he  prove  to  the 
public  that  he  knows  what  the  human  body  is 
composed  of,  how  it  functions,  and  the  pathology 
that  follows  disease. 

We  are  not  saying  if  we  adopt  this  resolution 
that  there  will  not  exist  thereafter  such  persons 
as  chiropractors  and  naturopaths.  As  we  all 
know  they  are  frauds,  but  does  the  public  know 
that?  We,  as  a group,  are  but  a small  portion  of 
the  public,  and  I think  the  public  looks  upon  us 
as  a representative  body  of  the  medical  pro- 
fession and  believe  it  is  up  to  us  to  guide  legisla- 
tion which  will  safeguard  their  interests.  By 
adopting  such  a law,  the  public  will  know  that 
these  frauds  are  not  qualified  to  pass  even  basic 
science  examinations.  It  will  put  them  on 
notice,  as  it  were. 

Furthermore,  unless  this  originates  from  us, 
some  day  it  will  originate  from  the  chiropractors 
and  the  naturopaths,  but  they  will  sponsor  a law 
that  they  like,  much  weaker  than  this,  estab- 
lishing their  own  qualifications;  and  after  they 
pass  such  a law  try  to  get  them  out.  We  know 
that  once  that  will  be  done,  it  will  be  almost  a 
physical  impossibility  to  get  them  out. 

On  September  23,  1939,  after  a meeting  of  our 
House  of  Delegates,  I wrote  to  the  American 
Medical  Association  requesting  information  on 
the  Basic  Science  Law,  and  the  results  obtained 
therefrom  where  it  was  adopted. 

Of  course,  the  Basic  Science  Law  would  not 
function  if  the  law  were  so  enacted  as  to  include 
a separate  board  for  your  chiropractor,  and  a 
separate  examining  board  for  your  naturopath, 
and  a separate  examining  board  for  your  osteo- 
path, and  a separate  examining  board  for  your 
doctor.  The  Basic  Science  Law  ignores  all 
medical  dogmas  and  cults. 

I am  reading  now  from  a report  sent  to  me  by 
the  Bureau  of  Legal  Medicine  and  Legislation  of 
the  American  Medical  Association:  “A  basic 
science  law  ignores  all  medical  dogmas  and  cults. 
It  establishes  an  impartial,  nonsectarian  board  of 
examiners,  in  the  basic  sciences  named  above, 
and  requires  that  each  person  who  desires  to 
obtain  a license  to  treat  human  beings,  as  a first 
step  toward  obtaining  that  license,  appear  before 
that  board  and  demonstrate  his  proficiency  in 
anatomy,  physiology,  pathology,  chemistry,  and 
bacteriology.” 

Speaker  Bauer:  Please  expedite  it. 

Dr.  Gullo:  I think  this  is  so  important  to  the 
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public  and  to  us  that  it  requires  a lot  of  considera- 
tion, and  I think  if  this  were  passed  we  would 
accomplish  thereby  that  which  we  all  would  like 
to  see  happen. 

The  basic  science  laws  have  been  effective  in 
thirteen  states.  From  1927  to  1937,  inclusive, 
8,960  persons  have  been  examined  by  the  basic 
science  examining  boards  of  these  thirteen  states. 
Eight  thousand  one  hundred  and  eighty-eight 
of  the  applicants  examined,  or  approximately  92 
per  cent,  were  either  medical  students  or  doctors 
of  medicine.  Four  hundred  and  forty-four,  or 
approximately  6 per  cent,  were  osteopaths,  and 
203,  or  approximately  3 per  cent,  were  chiro- 
practors. There  were  examined  in  addition  a 
small  group,  approximately  125  persons,  who  are 
not  classifiable  in  any  of  the  three  main  groups 
just  mentioned. 

Now  let  us  see  the  results  of  that  law.  Of  the 
medical  students  and  doctors  of  medicine,  92 
per  cent  of  the  whole,  12  per  cent  failed;  of  the 
osteopaths,  6 per  cent  of  the  whole,  41  per  cent 
failed;  of  the  chiropractors,  3 per  cent  of  the 
whole,  74  per  cent  failed.  Those  are  the  reports 
of  the  American  Medical  Association — not  mine. 
In  other  words,  here  we  have  something  that  has 
teeth  in  it,  and  it  is  the  sort  of  law  that  your 
osteopaths,  your  chiropractors,  and  every  cult 
in  the  nation  do  not  want  to  see  enforced. 

Just  to  let  you  know  what  Mr.  B.  J.  Palmer 
thinks  about  it,  the  “daddy  of  all  chiropractors,” 
let  me  quote  to  you  a statement  that  he  made 
before  a meeting  of  chiropractors  in  Philadelphia 
in  1928: 

“Chiropractic  is  doomed.  You  have  drifted 
so  far  from  the  basic  principles  of  chiropractic 
that  you  have  lost  your  identity  and  brought 
the  basic  science  bill  on  our  heads.  Twenty- 
eight  chiropractic  schools  have  closed  recently, 
and  many  others  will  follow.  ...  You  cannot 
defeat  the  ends  of  science.  The  basic  science 
bills  are  the  buckshot  which  we  deserve  for 
trespassing.  When  chiropractors  preach  and 
practice  and  try  to  become  physicians,  then 
it  is  justifiable  for  the  medical  men  to  educate 
the  chiropractor.” 

Dr.  Harry  Aranow:  Gentlemen,  I will  just 
take  a minute.  There  is  a great  deal  in  what 
Dr.  Gullo  has  said.  Year  after  year,  year  after 
year,  the  chiropractor  bill  is  introduced  in  Albany. 
Every  now  and  then  it  has  passed  the  House,  and 
I think  we  had  to  have  it  saved  one  time  by  the 
Governor.  There  is  a great  deal  of  sense  in  that 
law,  only  it  requires  much  study  and  considera- 
tion and  concentration.  I would  move  an 
amendment  that  this  be  referred  to  the  Council 
for  further  study. 

....  The  motion  was  seconded.  . . . 
Vice-Speaker  Bauer:  This  is  a motion  to 
commit  and  not  an  amendment.  I accept  it  as  a 
motion  to  commit.  It  has  been  moved  that  the 
report  of  the  Reference  Committee  be  referred  to 
the  Council  for  appropriate  action.  Is  there 
any  further  discussion? 

Dr.  Samuel  B.  Burk,  New  York:  Mr. 

Speaker  and  Gentlemen  of  the  House,  this 
question  of  committing  or  not  committing  to  the 
Council  is  one  that  should  be  taken  care  of  right 
on  the  floor  this  morning.  This  is  a vital  ques- 
tion. It  is  one  that  appertains  to  the  practice 
of  medicine  and  to  the  treatment  of  patients. 
There  is  only  one  standard  that  you  can  be 
guided  by,  and  that  is  the  standard  that  requires 


every  man  to  meet  all  requirements.  No  differ- 
ent kinds  of  cults,  no  naturopaths,  no  osteopaths, 
or  any  other  kind  of  a “path”  should  be  allowed 
to  practice,  or  even  report  disease,  or  participate 
in  anything  connected  with  the  practice  of  medi- 
cine. I believe  that  this  matter  should  be 
settled  here  once  and  for  all  without  any  delay. 
I thank  you. 

Dr.  Irwin  E.  Siris,  Kings:  Mr.  Chairman 
and  Members  of  the  House  of  Delegates,  I was 
on  this  Reference  Committee  when  Dr.  Gullo  pre- 
sented this  resolution.  We  listened  very  sym- 
pathetically for  almost  two  hours  to  the  very 
same  arguments  that  Dr.  Gullo  has  presented  to 
you  this  morning.  Although  we  are  in  sympathy 
with  his  resolution,  it  is  a very  ambiguous  resolu- 
tion. For  years  the  Medical  Society  has  en- 
deavored to  raise  the  standards  of  education. 
This  particular  resolution  presupposes  that  there 
are  standards  whereby  the  chiropractors  and 
those  practicing  other  cults  after  having  passed 
examinations  in  these  basic  sciences  will  be  able 
to  carry  on  and  practice  their  particular  cult. 
This  resolution,  although  its  intention  is  good, 
is  a very  ambiguous  one  and  requires  considerable 
study.  As  it  stands  now  I should  like  to  move 
that  the  report  of  our  Reference  Committee  be 
supported,  namely,  to  reject  the  resolution. 

Vice-Speaker  Bauer:  The  motion  is  to  refer 
the  matter  to  the  Council.  That  is  the  motion 
before  the  House  right  now.  Is  there  any  further 
discussion  on  that? 

Dr.  Gullo:  I agree  with  the  speakers  that  it 
is  an  important  question.  It  is  very  vital.  If 
we  will  remember  just  one  thing  I believe  it  will 
help  us.  Consider  the  average  lay  person  who 
sees  the  sign  “Chiropractor”  or  “Naturopath” 
and  then  goes  into  the  office  and  sees  all  the 
paraphernalia  there  that  one  would  usually 
associate  with  a medical  doctor’s  office,  including 
an  x-ray  machine  and  what  not,  and  you  can 
understand  how  that  fools  him. 

I am  not  blaming  the  Attorney-General  for 
allowing  them  to  have  this  equipment,  for  he  can 
do  nothing  about  it  when  he  attempts  to  prose- 
cute them  for  treating  a patient  with  it.  As  Dr. 
Madill,  who  is  on  the  Committee,  explained  to  us, 
the  Attorney-General  would  like  to  cooperate 
with  us  to  stop  these  abuses.  He  told  us  of  an 
instance  where  one  of  these  chiropractors — of 
course  this  is  an  example  that  could  be  repeated 
a thousand  times  if  we  had  the  time — treated  a 
patient  with  a fractured  neck  femur,  a woman, 
and  the  Attorney-General  thought  to  himself, 
“Here  is  where  we  have  an  airtight  case,”  so  he 
immediately  got  ready  to  prosecute  the  indi- 
vidual. They  had  the  x-ray  evidence  that  a 
fractured  femur  was  suffered  by  the  patient. 
In  five  minutes’  time  the  jury  reported  not  guilty. 

What  does  it  mean?  To  my  mind  it  does  seem 
that  the  public  believes  that  the  chiropractors  al- 
ready have  a license  of  some  sort  to  practice, 
which  they  don’t  have;  but  the  public  does  not 
know  that  they  have  not  such  a license.  As 
conditions  exist  now  there  is  nothing  to  indicate 
to  the  public  that  these  people  are  not  qualified. 
When  the  medical  profession  with  all  its  prestige 
protests — and  the  press  says  we  have  a terrific 
lobby  in  Albany,  which  you  all  know  is  not  true; 
we  only  have  Dr.  Lawrence  there  (laughter),  but 
we  are  said  to  have  the  biggest  lobby  in  the 
State  of  New  York  at  Albany,  and  if  that  is  so, 
I am  glad  Dr.  Lawrence  is  that  good — the  public 
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are  inclined  to  think  we  can  stop  any  legislation 
we  please  by  pressure  upon  the  Legislature. 
That  is  ridiculous.  The  chiropractors  and  the 
osteopaths  have  a thousand  to  our  one.  They 
have  to  have  because  we  have  the  truth  behind 
us,  and  we  feel  we  do  not  need  any  lies  to  back  us; 
they  are  frauds,  and  they  have  to  have  a big 
lobby.  Of  course  anybody  with  sense  knows 
that.  So  I say  unless  we  can  put  teeth  into  a 
law  which  will  operate  we  cannot  accomplish 
anything. 

Now  I was  going  to  say — 

Vice-Speaker  Bauer:  The  discussion  is  on 
the  motion  to  refer  to  the  Council  and  not  on  the 
merits  of  the  resolution. 

Dr.  Gullo  : That’s  right. 

Vice-Speaker  Bauer:  Please  confine  your 
remarks  to  that. 

Dr.  Gullo:  I will.  The  public,  it  seems  to 
me,  feel  that  we  have  a persecution  complex  and 
must  persecute  these  chiropractors,  and  so  they 
come  out  in  five  minutes  and  say  “Not  guilty.” 
That  is  about  the  only  way  you  can  interpret  the 
reaction  of  an  intelligent  jury  in  five  minutes’ 
time  who  reach  that  verdict. 

If  this  motion  could  be  decided  at  this  session 
of  the  House,  I think  it  would  be  a wise  thing  to 
do,  and  the  thing  that  we  down  in  our  hearts, 
every  one  of  us,  would  like  to  see  happen  would 
follow,  and  that  is  the  stamping  out  of  all  these 
various  cults. 

....  The  question  was  called  for,  and  was  put 
to  an  “aye”  and  “nay”  vote;  as  the  Chair  was 
in  doubt  it  was  put  to  a rising  vote,  and  was 
carried.  . . . 

Vice-Speaker  Bauer:  It  is  referred  to  the 
Council. 

78.  Report  of  Committee  on  Prize  Essay 
Awards 

Dr.  Eugene  H.  Pool,  New  York:  As 

Chairman  of  the  Committee  on  Prize  Essays,  I 
wish  to  report  as  follows : 

For  the  Lucien  Howe  Prize,  which  is  a prize  of 
$100  for  the  best  original  essay  on  some  branch 
of  surgery,  preferably  ophthalmology,  we  recom- 
mend that  the  prize  be  given  for  the  essay  entitled 
“Acute  Retrobulbar  Neuritis  as  a Manifestation 
of  Acute  Localized  Tissue  Anoxia.”  The  paper 
has  been  carefully  studied.  The  essay  is  written 
in  lucid  English,  with  a careful  choice  of  words 
and  good  style.  There  is  evidence  of  much 
painstaking  work  and,  what  is  rarer,  of  clear  and 
consecutive  thinking.  The  conclusions  seem 
inevitable  and  are  convincing.  The  bibliog- 
raphy is  large,  and  we  think  complete.  We  do 
not  know  who  the  author  is  yet.  The  identity  is 
“Insta  Opportune  Importune,”  which  the  Secre- 
tary will  translate  for  you.  (Laughter) 

Secretary  Irving  : This  is  a sealed  envelope, 
which  I will  open. 

Chorus:  Translate  it!  (Laughter) 

Secretary  Irving  : The  name  herein  is 

Walter  F.  Duggan,  258  Genesee  Street,  Utica, 
New  York.  (Applause) 

Dr.  Pool:  We  have  shown  no  geographical 
prejudices.  (Laughter) 

The  next  is  the  Merritt  H.  Cash  Prize  of  $100 
to  be  given  to  the  author  of  the  best  original  essay 
on  some  medical  or  surgical  subject.  This  essay, 
“Arsenic  as  a Possible  Cause  of  Subacute  Ence- 
phalomyelitis— a Correlation  of  Chemical,  Clini- 
cal and  Histological  Observations,”  has  been 


deemed  deserving  of  one  of  these  prizes.  It  is 
original,  well  prepared,  presented  carefully  and 
thoroughly,  with  good  illustrations.  The  ear- 
mark here  is,  “Where  Angels  Fear  to  Tread.” 
Secretary  Irving:  This  is  sealed  until  now, 
and  therein  is  the  name  Arthur  D.  Ecker,  608 
East  Genesee  Street,  Syracuse,  New  York. 
(Applause) 

Dr.  Pool:  May  I make  one  suggestion  about 
this? 

Secretary  Irving:  Certainly!  We  would 

be  glad  to  have  it. 

Dr.  Pool:  In  the  future  I think  there  should 
be  considerably  more  time  for  the  Committee  to 
review  these  essays.  It  is  extremely  difficult, 
almost  impossible,  to  study  properly  twenty-odd 
essays  in  a month.  There  should  be  at  least  two 
months.  You  have  to  take  these  very  technical 
articles  to  one  or  more  specialists  and  get  them 
back,  and  go  over  them  with  them,  and  get  the 
discussion.  It  is  a very  difficult  job.  Moreover, 
I feel  very  strongly  that  the  members  of  the 
Committee  should  all  be  in  one  place.  For 
instance,  my  colleagues  were  both  upstate  men, 
and  we  never  have  gotten  together,  and  it  threw 
the  whole  responsibility  and  work  on  one  man. 
It  is  too  serious  a thing  to  do  that. 

Secretary  Irving:  Here  are  the  bunch  of 
essays  (indicating  a big  stack). 

Vice-Speaker  Bauer:  The  House  thanks 

you,  and  congratulates  the  recipients  of  these 
well-deserved  awards. 

79.  Report  of  Committee  on  Awards  of 
Scientific  Exhibits 

Dr.  William  A.  Krieger:  Your  Committee 
on  Awards  of  Scientific  Exhibits,  after  careful 
examination  and  review,  wish  to  report  as 
follows: 

From  Clinical  Standpoint: 

1.  Arthur  M.  Masters,  M.D. 

with  collaboration  of 

D.  A.  Grisham,  M.D. 

Simon  Dark,  M.D. 

Harry  L.  Jaffe,  M.D. 

Mount  Sinai  Hospital,  New  York  City 
The  Fluoroscopic  Diagnosis  of  Coronary  Oc- 
clusion 

2.  R.  Franklin  Carter,  M.D. 

J.  Russell  Twiss,  M.D. 

Carl  H.  Greene,  M.D. 

New  York  Post-Graduate  Medical 

School  and  Hospital,  New  York  City 
Cause  and  Relief  of  Symptoms  After  Chole- 
cystectomy 

3.  William  A.  Schonfeld,  M.D. 

Endocrine  Clinic,  Neurological  Institute, 

Columbia-Presbyterian  Medical  Center, 

New  York  City 

From  Research  Standpoint: 

1.  Benjamin  Jablons,  M.D. 

J.  L.  Miller,  M.D. 

C.  L.  Royster,  M.D. 

1st  Medical  Division  City  Hospital, 

New  York  City 

Effect  of  Physical  Measures  on  Circulation  in 
Peripheral  Vascular  Disease 

2.  Henry  K.  Taylor,  M.D. 

Welfare  Hospital,  New  York  City 

Body  Section  Roentgenography 
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3.  William  G.  Exton,  M.D. 

Anton  R.  Rose,  Ph.D. 

The  Prudential  Laboratory  and  Lon- 
gevity Service,  The  Prudential  Insurance 
Company,  Newark,  New  Jersey 
One  Hour  Renal  Condition  Test 
(Applause) 

80.  Reconsideration  of  Report  of  Reference 
Committee  on  Report  of  the  Council,  Part  IV 

SECTION  32 

Dr.  Floyd  Winslow:  It  would  appear  that 
one  paragraph  of  the  Report  of  Council  Com- 
mittee— Part  IV  adopted  by  this  House  yester- 
day needs  clarification.  For  the  purpose  of  pro- 
ducing this  clarification,  I hereby  move  that  the 
report  of  the  Committee  be  reconsidered. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried. . . . 

Vice-Speaker  Bauer:  The  motion  is  now  re- 
considered, and  it  is  before  you  for  discussion. 

Dr.  Floyd  Winslow:  In  yesterday’s  report, 
the  first  paragraph  under  “B — Publication”  read 
as  follows: 

“The  experience  gained  during  the  two  years 
since  the  House  of  Delegates  arranged  the 
merger  of  the  Public  Relations  Bureau  and 
the  Publication  Department  has  convinced 
your  Reference  Committee  that  these  depart- 
ments should  be  kept  separate.” 

We  propose  the  addition  of  the  following 
words : 

“as  to  budget  and  committees  in  charge  of 
supervision,  but  this  shall  not  prevent  any 
employee  from  performing  duties  assigned  to 
him  in  both  these  parts  of  the  Society’s 
work.” 

If  adopted,  this  paragraph  will  read: 

“The  experience  gained  during  the  two  years 
since  the  House  of  Delegates  arranged  the 
merger  of  the  Public  Relations  Bureau  and  the 
Publication  Department  has  convinced  your 
reference  committee  that  these  departments 
should  be  kept  separate  as  to  budget  and  com- 
mittees in  charge  of  supervision,  but  this  shall 
not  prevent  any  employee  from  performing 
duties  assigned  to  him  in  both  these  parts  of 
the  Society’s  work.” 

I recommend  the  adoption  of  this  clarification, 
and  so  move. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried. . . . 

Vice-Speaker  Bauer:  You  have  now  before 
you  the  readoption  of  the  report  as  amended. 
Dr.  Winslow:  I so  move. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried.  . . . 

81.  Report  of  Reference  Committee  on  New 
Business  A on  Public  Health  Laboratories,  and 

Laboratory  Medicine  Practiced  by  Laymen 

SECTION  65 

Dr.  Edward  R.  Cunniffe:  This  is  on  the 
second  resolution  introduced  by  Dr.  Chas.  Gor- 
don Heyd  in  behalf  of  the  Pathologic  Labora- 
tories, reading : 

“Be  It  Resolved  That: 

" 1 . The  House  of  Delegates  go  on  record  as 
disapproving  laboratory  medicine  by  laymen 
or  nonmedical  personnel ; 


“2 . Th  at  measures  for  establishing  a proper 
relationship  between  city  and  state  depart- 
ments of  health  laboratories  and  physicians 
who  practice  pathology  be  endorsed ; 

“3.  That  the  work  of  state  and  city  de- 
partments of  health  be  limited  to  the  diag- 
nosis of  communicable  diseases  except 
where  the  diagnostic  facilities  of  state  and 
city  health  departments  are  the  only  diag- 
nostic means  available  for  indigent  pa- 
tients.” 

This  resolution  has  now  been  amended  to  the 
satisfaction  of  the  Committee,  and  in  its  present 
form  is  approved.  We  move  that  the  report  of 
the  Committee  be  adopted. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried.  . . . 

Vice-Speaker  Bauer:  Are  there  any  other 
committees  ready  to  report? 

(There  was  no  response.) 

Vice-Speaker  Bauer:  Dr.  Winslow,  will  you 
consider  yourself  a committee  of  one  to  escort  the 
new  President,  James  M.  Flynn,  to  the  plat- 
form. 

(The  audience  arose  and  applauded  as  Dr. 
Winslow  escorted  Dr.  James  M.  Flynn  to  the 
platform.) 

82.  Remarks  of  Incoming  President,  Dr.  James 

M.  Flynn 

Dr.  Louis  H.  Bauer:  Dr.  Flynn,  this  plat- 
form is  no  new  place  to  you.  You  have  oc- 
cupied it  for  most  of  the  past  two  days,  as  well  as 
on  numerous  other  occasions.  It  gives  me  great 
pleasure  to  be  the  first  publicly  to  congratulate 
you  on  your  well-deserved  election  as  President 
of  the  Medical  Society  of  the  State  of  New  York. 
(Applause) 

Dr.  James  M.  Flynn:  I am  glad  of  this  op- 
portunity to  thank  each  and  every  member  of 
this  House  of  Delegates  for  the  kind  and  cour- 
teous treatment  you  have  seen  fit  to  give  me 
over  the  course  of  the  years  as  Speaker  of  your 
House  of  Delegates. 

As  to  your  action  of  this  morning  in  electing  me 
President  of  the  Medical  Society  of  the  State  of 
New  York,  all  I can  say  is  thanks  a million. 
(Applause) 

83.  Remarks  of  Incoming  President-elect, 

Dr.  Samuel  J.  Kopetzky 

Vice-Speaker  Bauer  : Dr.  Anderton,  will  you 
be  a committee  of  one  to  escort  the  new 
President-elect,  Dr.  Kopetzky,  to  the  plat- 
form. 

(The  audience  arose  and  applauded  as  Dr. 
Anderton  escorted  Dr.  Samuel  J.  Kopetzky  to 
the  platform.) 

Vice-Speaker  Bauer:  This  is  another  gentle- 
man that  this  platform  is  no  new  place  for  as  he 
presided  here  so  gracefully  for  five  years  as 
Speaker  of  this  House  of  Delegates.  I present 
to  you  your  new  President-elect,  Dr.  Samuel  J. 
Kopetzky,  with  our  congratulations.  (Ap- 
plause) 

Dr.  Samuel  J.  Kopetzky:  Gentlemen  of  the 
House,  I would  be  less  than  human  if  I were  not 
immensely  gratified.  I approach  whatever  is  in 
store  with  a feeling  of  humility  and  responsibility. 
When  I think  of  what  has  happened  to  me  and  its 
implications,  I can  only  say  God  bless  America! 
(Applause) 
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84.  Remarks  of  Incoming  Speaker,  Dr.  Louis 

H.  Bauer 

Dr.  Louis  H.  Bauer:  Gentlemen  of  the 

House,  these  two  gentlemen  have  put  me  in 
rather  a spot.  Dr.  Kopetzky  occupied  this 
Chair  for  five  years  and  was  known  as  a re- 
markable parliamentarian.  Dr.  Flynn  has  oc- 
cupied it  for  the  past  two  years  with  efficiency, 
and  as  I heard  someone  say  yesterday, 
“He  was  a damned  good  umpire.”  (Laugh- 
ter) 

Now  what  is  there  left  for  me?  I hope  I will 
not  be  in  the  position  of  a noted  Surgeon  Gen- 
eral of  the  Army,  who  when  he  first  entered  the 
service  as  a first  lieutenant  was  taken  out  to 
learn  to  ride  a horse.  There  was  a grizzled  ser- 
geant placed  in  his  charge  to  give  him  instruc- 
tion. One  day  the  horse  started  to  bolt,  and 
the  sergeant  called,  “Stop  him,  Lieutenant,  stop 
him.”  Whereupon  the  man  who  was  later  to  be 
Surgeon  General  of  the  Army  said,  “Stop  him 
yourself,  Carney,  I don’t  know  where  the  hell 
I’m  going.”  (Laughter) 

Is  there  any  new  business  to  come  before  this 
meeting  of  the  House? 

85.  Vote  of  Thanks  to  the  Committee  on  Ar- 

rangements 

Dr.  George  W.  Kosmak:  I think  it  is  op- 
portune that  a vote  of  appreciation  and  thanks 
be  extended  by  this  House  to  the  Committee  of 
Arrangements,  who  have  developed  such  an  ex- 
cellent meeting  this  year. 

Vice-Speaker  Bauer  : I am  sure  that  that  is 
very  much  in  order.  I will  ask  you  to  make  it  a 
rising  vote. 

(All  the  delegates  arose  and  applauded.) 

86.  Vote  of  Thanks  to  Dr.  Albert  F.  R.  An- 
dresen,  Dr.  William  A.  Krieger,  and  Dr.  A.  L. 

Loomis  Bell,  and  Their  Committees 

Dr.  William  A.  Groat:  I think  we  should 
give  our  thanks  to  Dr.  Andresen,  Chairman  of 
the  Committee  on  Scientific  Work,  Dr.  Kreiger 
on  the  Technical  Exhibits,  and  Dr.  Bell  on  the 
Commercial  Exhibits — our  thanks  and  apprecia- 
tion. 

(The  motion  was  carried  by  the  delegates  aris- 
ing and  applauding.) 

87.  Acknowledgment  of  Governor  Lehman’s 

Letter 

SECTION  23 

Dr.  Augustus  J.  Hambrook:  Yesterday  we 
heard  read  here  a letter  from  His  Excellency, 
Governor  Lehman,  a voluntary  letter  as  I under- 
stand it,  in  appreciation  of  what  the  Medical 
Society  means  to  the  State  of  New  York.  I 
think  this  was  an  outstanding  occasion,  and  we 
should  take  recognition  of  it  and  see  to  it  that 
our  Governor  receives  a suitable  answer.  I, 
therefore,  move  that  his  letter  be  received  with 
approval  and  that  a letter  be  sent  to  the  Gover- 
nor showing  our  deep  appreciation. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried.  . . . 

Vice-Speaker  Bauer:  Is  there  any  other 
business  to  come  before  the  House? 

(There  was  no  response.) 


88.  Acknowledgment  by  Dr.  Robert  Brittain 
to  Tribute  Paid  Him  by  the  House 

SECTIONS  74,  75 

Dr.  Robert  Brittain:  Gentlemen  of  the 

House,  as  it  happened  I was  at  the  telephone 
when  I was  given  an  opportunity  to  stand  up 
before  you  so  that  you  could  see  what  I looked 
like,  and  to  give  you  a description  of  myself, 
which  is  rather  egotistical  but  which  may  amuse 
you,  I will  read  a little  poem  written  about  me 
by  a writer  who  used  to  write  for  the  New  York 
State  Journal.  The  title  is  “Homely  Doc 
Brittain.”  It  can  be  taken  as  you  see 
fit: 

One  year  ago,  some  time  in  March,  if  memory 
doesn’t  fail. 

When  I was  tottering  near  the  Shade,  “Doc” 
Brittain  crossed  my  trail. 

I’d  formed  a resolution — I suppose  that  it  was 
Fate — 

To  rope  and  tie  the  Demon  Rum  before  it  was 
too  late, 

“If  you  are  really  going  to  quit,”  Bill  Keener 
said  to  me, 

“I’ll  send  for  Doctor  Brittain — he’s  the  man  you 
want  to  see!” 

Below  that  chapter  of  my  life  he  helped  me  write 
The  End. 

That’s  how  1 beat  the  Demon  Rum  and  found  a 
sterling  friend. 

He  isn’t  like  a doctor  when  you  take  a look  at 
him — 

No  “M.D.”  written  on  his  chest  in  letters  large 
and  grim. 

His  traits  are  not  exactly  what  a deacon  calls 
the  best; 

He  drinks  and  chews  tobacco,  like  the  men  I 
knew  out  West. 

In  what  we  call  “Society”  he’d  be  no  shining 
light 

Because  he’d  never  ask  you  if  his  necktie  was  on 
right; 

His  coat  is  seldom  swallow-tail  or  dinner  coat  or 
frock; 

The  aristocracy  of  brains  is  class  enough  for 
“Doc.” 

I met  a chap  this  morning,  from  over  Downs- 
ville  way, 

Who  says  that  Brittain’s  birthday  comes  upon 
St.  Patrick’s  Day. 

St.  Patrick  drove  the  wriggling  snakes  from  Ire- 
land to  the  sea, 

And  good  old  Doctor  Brittain  kept  the  snakes 
away  from  me. 

I do  not  know  if  Erin  has  improved  much  since 
the  change 

But  I’m  as  gay  as  any  colt  that  ever  roamed  the 
range, 

So  if  I can’t  be  with  you  when  you  make  your 
birthday  hum. 

Good  luck  to  you,  “Doc”  Brittain,  now  and  in 
the  years  to  come! 

(Applause) 

Vice-Speaker  Bauer:  Thank  you,  Dr. 

Brittain! 

Has  anyone  any  other  business  to  bring  before 
this  House? 

(There  was  no  response.) 

Vice-Speaker  Bauer:  The  Chair  wishes  to 
express  thanks  to  the  Chairmen  and  the  members 
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of  the  various  reference  committees  who  so 
efficiently  performed  their  functions. 

All  committees  having  reported,  there  being  no 
further  business  to  come  before  this  House  of 


Delegates,  I declare  the  134th  Session  of  the 
House  of  Delegates  of  the  Medical  Society  of  the 
State  of  New  York  adjourned  sine  die. 

(The  session  adjourned  at  11:30  o’clock.) 


LABORATORY  AIDS  IN  THE  DIAGNOSIS 

A definite  diagnosis  of  leukemia  can  be  made 
only  on  examination  of  blood  or  tissue.  Leuke- 
mias are  of  three  types:  (1)  myelogenous,  (2) 
lymphatic,  (3)  monocytic.  The  last  is  rare. 
The  general  course  of  the  three  types  is  closely 
similar,  and  cases  may  occur  in  either  the  acute 
or  the  chronic  form. 

Acute  leukemia  of  some  type  should  be  sus- 
pected when  a patient  shows  swelling  of  the  gums, 
bleeding  into  the  mucous  membranes  of  the 
mouth  or  ulceration  of  the  mouth  or  pharynx 
associated  with  rapidly  developing  anemia  and 
hemorrhages  from  mucous  membranes  or  into 
the  skin,  especially  if  the  spleen  or  lymph  nodes 
are  enlarged.  The  disease  is  often  mistaken  for 
Vincent’s  angina,  agranulocytic  angina,  or  other 
mouth  infections  because  of  the  associated  fever. 
Death  may  occur  in  a few  days  or  at  any  time 
up  to  six  months. 

Chronic  leukemia  is  often  indicated  by  anemia, 
loss  of  weight,  weakness,  hemorrhages  of  mucous 
membranes  or  into  the  skin,  together  with  en- 
largement of  liver,  spleen,  or  lymph  nodes. 

THE  BLOOD  FINDINGS  IN  LEUKEMIA 

In  all  types  of  leukemia  the  diagnostic  factor  is 
the  discovery  in  the  blood  of  immature  white 
cells ; these  may  be  of  the  lymphoid,  myeloid,  or 
monocytic  variety  according  to  the  type  of  the 
leukemia.  In  acute  cases  the  total  white  cell 
count  may  be  below  normal,  slightly  increased, 
or  as  high  as  100,000.  As  a result  of  the  large 
number  of  abnormal  cells  in  the  bone  marrow, 
the  normal  marrow  cells  are  crowded  to  such  an 
extent  that  a rapid  and  progressive  fall  occurs  in 
the  red  cell  count,  the  hemoglobin  percentage, 
and  the  number  of  platelets;  hemorrhages  due 


AND  TREATMENT  OF  THE  LEUKEMIAS 
to  the  marked  reduction  in  the  number  of  blood 
platelets  are  frequent. 

In  chronic  cases  the  white  cell  count  may  reach 
a million  and  tends  to  be  higher  in  the  myelo- 
genous than  in  the  lymphatic  type,  but  the  white 
cells  are  less  primitive  than  in  acute  cases  and 
approach  more  closely  the  normal  mature  form. 
The  same  reduction  in  red  cells,  hemoglobin,  and 
platelets  occurs,  but  more  slowly,  and  the  disease 
may  be  prolonged  for  years. 

Certain  nonleukemic  conditions,  such  as  acute 
infections  and  intoxications,  may  occasionally 
show  blood  pictures  simulating  those  of  leukemia. 

LABORATORY  AIDS  IN  DIAGNOSIS  AND 
TREATMENT 

In  all  but  an  occasional  case  the  diagnosis  of 
leukemia  can  be  made  with  reasonable  certainty 
on  examination  of  a blood  film.  Slides  or  cover- 
slips  prepared  by  boiling  in  soapy  water,  rinsed 
in  water  and  in  alcohol,  and  dried  with  a soft 
cloth  are  satisfactory  for  making  the  films;  more 
complicated  technical  procedures  can  be  carried 
out  later  if  necessary.  In  occasional  obscure 
cases  study  of  the  bone  marrow  aided  by  supra- 
vital and  oxidase  stains  of  blood  and  marrow 
preparations  may  be  essential.  These  proce- 
dures can  usually  be  carried  out  only  in  a well- 
equipped  hospital. 

At  present  x-ray  treatment  offers  the  only  hope 
of  retarding  the  progress  of  the  disease.  This 
may  be  quite  effective  in  chronic  myelogenous 
leukemia  and  may  prolong  the  patient’s  life  for 
years.  Acute  cases  rarely  respond  to  treatment 
of  any  sort.  Anemia  calls  for  treatment  with 
iron  and  transfusions.  Any  therapy  should  be 
controlled  by  frequent  blood  examinations. 


MEDICAL  CARE  INSURANCE 

The  Medical  Expense  Fund  of  New  York, 
another  nonprofit  corporation  selling  insurance 
against  doctors’  bills,  has  received  a permit  from 
the  State  Insurance  Department  to  solicit  sub- 
scribers, it  was  announced  by  Louis  H.  Pink, 
state  insurance  superintendent,  on  May  3. 

The  corporation  will  serve  residents  of  New 
York  City  and  twelve  other  counties  of  the  state 
and  is  said  to  have  the  backing  of  the  medical 
societies  in  that  area. 

The  distinctive  feature  of  this  plan  is  that, 
while  the  amount  of  protection  remains  at  $500  a 
year  for  all  subscribers,  the  annual  premium  var- 
ies from  $9.00  to  $17,  depending  upon  the  sub- 
scriber’s income.  There  will  be  four  contracts 
offered,  from  Series  D at  $9.00  a year,  which  is 
available  to  those  whose  monthly  income  is  under 
$100  if  there  are  dependents  and  under  $75  if 
there  are  no  dependents,  to  Series  A at  $17,  avail- 
able to  those  whose  monthly  income  is  more  than 
$175  if  there  are  dependents  and  $125  if  no  de- 
pendents. 


Of  the  $500  maximum  indemnity  only  $300  is 
allowed  for  “general  medical  service.”  The 
policy  does  not  cover  the  first  $5.00  of  medical 
expense  of  any  one  illness  or  injury  for  holders  of 
D contracts,  the  first  $7.50  for  holders  of  C con- 
tracts and  $10  for  holders  of  A and  B contracts. 

The  corporation  has  offices  at  122  Seventy- 
Sixth  Street,  Brooklyn.  Dr.  John  B.  D’Albora  is 
president  and  Dr.  F.  E.  Elliott  secretary-treasurer. 

Dr.  Elliott  explained  that  the  fees  applied  to 
individuals.  No  dependents  would  be  insured, 
he  said,  unless  the  head  of  the  family,  the  “bread- 
winner,” also  was  insured.  The  rate  for  depend- 
ents would  be  the  same  as  that  for  the  head  of  the 
family.  Dr.  Elliott  added  that  the  corporation 
was  trying  to  work  out  a family  policy,  but  held 
that  two  or  three  years  of  experience  would  be 
necessary  to  determine  the  proper  rate  basis. 

The  physicians’  fees  allowed  by  the  corpora- 
tion, he  said,  would  be  equivalent  to  those  per- 
mitted under  the  state  workmen’s  compensation 
schedules. 


Medical  News 


Dedication  of  Osier  Memorial  Building 


The  old  autopsy  house  on  the  grounds  of  the 
Philadelphia  General  Hospital,  where  Dr.  Wil- 
liam Osier  worked  from  1885  to  1889,  was  dedi- 
cated in  restored  form  as  the  Osier  Memorial 
Building  on  June  8 in  the  presence  of  a 
large  number  of  physicians  from  many  parts 
of  the  eastern  seaboard  and  from  Pennsyl- 
vania. 

After  introductory  remarks  by  Dr.  William 
E.  Hughes,  physician  and  later  consultant  of  the 
hospital  from  1889  to  date,  Dr.  Joseph  McFar- 
land, pathologist,  spoke  on  “Osier  As  I Knew 
Him,”  and  Dr.  W.  G.  MacCallum,  professor  of 


pathology  at  Johns  Hopkins  University  and  a 
former  pupil  of  Osier’s,  spoke  on  “Osier  at 
Blockley.”  Following  the  ceremonies  a painting 
by  Dean  Cornwell,  “Osier  at  Old  Blockley,”  was 
unveiled  at  the  autopsy  house  where  much  of  the 
medical  equipment  used  by  Osier  has  been  put 
on  exhibition. 

Dr.  David  Riesman  was  one  of  those  most  ac- 
tive in  arranging  the  Osier  memorial.  He  died 
suddenly  six  days  before  the  dedication,  and  his 
memory  was  honored  by  an  address  by  Dr.  Wil- 
liam E.  Robertson,  physician  at  Philadelphia 
General  Hospital. 


County  News 


Albany  County 

The  Medical  Society,  County  of  Albany,  at  its 
meeting  on  May  22,  listened  to  an  address  by 
Dr.  Alan  Richards  Moritz,  Professor  of  Forensic 
Medicine,  Harvard  Medical  School,  on  “Murder, 
Suicide  or  Accident?” 

Dr.  Moritz  talked  on  sudden  death  as  a diag- 
nostic problem,  illustrating  important  points 
with  lantern  slides. 

He  included  that  group,  important  from  an  in- 
surance standpoint,  where  it  is  a question  whether 
death  occurred  before  or  after  the  accident. 

Bronx  County 

The  address  at  the  meeting  of  the  Bronx 
County  Medical  Society  on  May  15  was  on  “Role 
of  the  Tonsils  in  Health  and  Disease,”  by  Dr. 
Albert  D.  Kaiser,  with  discussions  by  Dr.  Sidney 
Haas,  Dr.  Clarence  H.  Smith,  Dr.  Blase  Pas- 
quarelli,  Dr.  Lewis  J.  Silvers,  and  Dr.  Solomon 
Ginsburg. 

Broome  County 

A joint  dinner-meeting  of  the  Broome  County 
Medical  Society  and  the  Woman’s  Auxiliary  was 
held  at  the  Binghamton  Club  on  May  14.  Dr. 
Harry  L.  Fish,  of  Sayre,  Pennsylvania,  addressed 
the  members  on  “Time.”  Mrs.  John  H.  Robert- 
son, president  of  the  auxiliary,  presided. 

Chemung  County 

A symposium  on  hypertension  was  the  pro- 
gram of  the  Chemung  County  Medical  Society  at 
the  Arnot-Ogden  Hospital  on  May  22. 

Papers  were  read  by  Dr.  A.  H.  Hillman,  Dr.  F. 
W.  Chamberlain,  Dr.  Nathan  Cohen,  and  Dr.  W. 
Bernard  Kinlaw. 

Erie  County 

The  last  stated  meeting  until  October  of  the 
Medical  Society  of  the  County  of  Erie  was  held 
May  20,  at  the  Hotel  Statler,  Buffalo,  the  presi- 
dent, Dr.  Wells,  presiding.  The  meeting  was 
devoted  chiefly  to  the  annual  report  of  the  Ob- 
stetric Council  of  the  Medical  Society  of  the 
County  of  Erie,  and  the  report  of  the  Erie  County 
delegates  at  the  State  Convention. 

The  chair  announced  that  the  membership 
committee  had  been  unable  to  meet  and  formu- 


late the  proposed  amendment  to  the  bylaws, 
making  full  citizenship  a requisite  for  member- 
ship in  the  society.  This  will  be  presented  at  the 
next  regular  meeting. 

Dr.  Harvey  P.  Hoffman  presented  a report  of 
the  activities  of  the  Western  New  York  Medical 
Plan  showing  that  of  the  992  physicians  eligible 
in  Erie  County,  606  have  paid  and  of  these,  556 
have  completed  their  contracts.  Thirty-seven 
claims  have  been  received  to  date,  all  of  which 
were  approved;  23  claims  have  been  paid,  and 
bills  have  not  as  yet  been  rendered  for  the  remain- 
ing 14;  total  amount  payable  to  date  $184.50. 
The  total  number  of  members  to  date  is  365. 
Dr.  Hoffman  also  stated  that  at  the  last  meeting 
of  the  board  of  trustees  they  had  unanimously 
approved  Dr.  Aaron’s  recommendation  reducing 
the  co-insurance  clause  from  $10  to  $5.00  on  the 
individual  contracts,  and  also  that  the  representa- 
tive from  each  county  society  bring  before  its 
members  the  work  carried  out  at  each  meeting  of 
the  board  of  trustees. 

Dr.  Francis  Baldwin  Mann,  who  died  on  May  9 
in  Canandaigua,  was  a former  president  of  the 
Erie  County  Medical  Society. 

At  the  annual  meeting  of  the  Buffalo  Academy 
of  Medicine  at  the  Buffalo  Museum  of  Science  on 
April  24,  the  following  officers  were  elected  by 
unanimous  vote:  Dr.  Francis  D.  Leopold,  presi- 

dent; Dr.  William  F.  Jacobs,  treasurer;  Dr.  A. 
Wilmot  Jacobsen,  secretary;  Dr.  George  E. 
Slotkin,  assistant  secretary;  and  Dr.  A.  H.  Aaron, 
trustee. 

Greene  County 

The  regular  meeting  of  the  Greene  County 
Medical  Society  was  held  at  Memorial  Hospital 
of  Greene  County  on  May  14. 

Dr.  Kenneth  Crounse,  of  Albany,  spoke  on 
“Allergy,  Its  Symptoms,  Diagnosis,  and  Treat- 
ment.” 

Herkimer  County 

The  Medical  Society  of  the  County  of  Herki- 
mer held  a regular  meeting  at  the  Country  Club 
in  Little  Falls  on  June  1 1 . There  was  a scientific 
program  with  papers  by  Drs.  B.  G.  Shults  and 
L.  P.  Jones. 
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Jefferson  County 

Dr.  Kristian  G.  Hansson,  director  of  physical 
therapy  at  the  Hospital  for  the  Ruptured  and 
Crippled  and  the  New  York  Hospital,  New  York 
City,  spoke  at  the  meeting  of  the  Jefferson 
County  Medical  Society  on  May  16  at  the  Black 
River  Valley  Club,  on  “Physical  Therapy  in 
Traumatic  Conditions.” 

Kings  County 

A symposium  on  diabetes  was  on  the  program 
of  the  Medical  Society  of  the  County  of  Kings  on 
May  21,  as  follows:  (a)  Address:  “Diabetes  in 

General  and  in  Relation  to  Pregnancy,”  Dr. 
Priscilla  White,  Boston;  (b)  Address:  “Dia- 

betes in  Relation  to  Surgery,”  Dr.  Alexander 
Marble,  Boston. 

As  reported  in  the  Brooklyn  Eagle,  the  Society 
at  this  meeting  “voted  to  ask  sponsors  of  the 
Medical  Expense  Plan  of  New  York  to  refrain 
from  asking  members  to  join  the  plan  until  the 
society  had  acted  on  it. 

“Discussing  the  resolution  which  finally  was 
adopted,  critics  of  the  plan  said  it  failed  to  meet 
with  two  requirements  of  the  State  Medical 
Society  regarding  medical  indemnity  insurance 
plans : that  such  plans  provide  for  free  choice  of 

doctors  and  that  they  solicit  physicians  to  join 
their  panels  only  after  approval  by  the  county 
medical  society  affected. 

“Dr.  John  D’Albora,  former  president  of  the 
Kings  County  Medical  Society,  is  president  of  the 
plan.” 

Nassau  County 

Psychiatry  has  made  such  strides  that  almost 
six  times  as  many  patients  are  now  discharged 
from  mental  hospitals  as  cured,  according  to  Dr. 
C.  C.  Burlingame,  psychiatrist-in-chief  of  the 
Hartford  Retreat,  Hartford,  Connecticut,  and 
chairman  of  the  American  Psychiatric  Associa- 
tion, who  spoke  before  the  Nassau  County 
Medical  Society  on  May  28. 

Fifteen  out  of  every  100  patients  who  entered 
mental  hospitals  were  sent  back  to  society  only  a 
few  years  ago,  Dr.  Burlingame  told  the  medical 
men  at  the  Cathedral  House,  Garden  City. 
Now,  he  declared,  the  ratio  is  reversed,  with  at 
least  85  out  of  100  returning  to  normal,  useful 
lives. 

He  urged  that  people  be  induced  to  take  mental 
illness  out  of  the  “disgrace  class,”  so  that  it  can 
be  openly  discussed  and  its  methods  of  treatment 
improved. 

Dr.  Aaron  L.  Higgins,  of  Rockville  Centre, 
elected  a year  ago,  took  over  the  presidential  chair 
from  Dr.  Eugene  Calvelli,  of  Port  Washington, 
during  the  annual  business  session.  Other  offi- 
cers elected  include  the  following:  president- 

elect, C.  W.  Martin,  Far  Rockaway;  vice-presi- 
dent, E.  N.  Whitcomb,  Port  Washington;  secre- 
tary-treasurer, E.  K.  Horton,  Rockville  Centre; 
board  of  censors,  N.  H.  Robin,  Hempstead,  W. 
C.  Atwell,  Great  Neck,  S.  F.  Gerde,  Freeport, 
J.  M.  Quinn,  Valley  Stream,  J.  M.  Galbraith, 
Glen  Cove;  Workmen’s  Compensation  Board 
(2  years),  Rudolph  Dery,  Lynbrook,  F.  C.  Nich- 
ols, Sea  Cliff,  Stuart  T.  Porter,  Floral  Park; 
delegate  to  State  Society  (2  years),  David  Ed- 
ward Overton,  Hempstead. 

Annual  reports  read  at  the  meeting  showed 
that  twenty-seven  committees  had  been  ap- 


pointed and  functioning  the  past  year.  Most  of 
these  dealt  with  public  health,  and  among  the 
more  important  were  those  dealing  with  tubercu- 
losis, heart  disease,  maternal  welfare,  child  hy- 
giene, diphtheria,  laboratories,  mental  hygiene, 
nursing,  orthopedics,  physical  therapy,  and 
pneumonia. 

New  York  County 

A resolution  condemning  the  “spread  of  Nazi 
tyranny  throughout  Europe,”  and  suggesting 
that  immediate  aid  be  dispatched  to  the  Allied 
governments  was  passed  at  the  monthly  meeting 
of  the  Medical  Society  of  the  County  of  New 
York  at  the  Academy  of  Medicine,  on  May  27. 

The  following  physicians  were  elected  officers 
for  the  ensuing  term  at  the  recent  annual  meeting 
of  the  National  Gastroenterological  Association, 
New  York  Chapter:  president,  Anthony  Bas- 
sler;  vice-president,  Frank  Yeomans;  secretary, 
William  C.  Jacobson;  treasurer,  Elihu  Katz; 
trustees,  Samuel  Weiss,  Randolph  Manning, 
Isidor  Ritter,  Roy  Upham. 

The  Manhattan  Dermatological  Society  at  its 
meeting  of  May  14  elected  the  following  officers 
for  the  ensuing  term:  chairman,  Dr.  J.  Frank 

Fraser;  vice-chairman.  Dr.  Ludwig  Oulmann; 
secretary-treasurer,  Dr.  Anthony  C.  Cipollaro. 

Dr.  Ben  Witt  Key,  of  1170  Fifth  Avenue, 
ophthalmologist,  died  on  June  5 after  an  illness  of 
six  weeks.  He  was  fifty-six  years  old.  During 
his  practice  in  the  city  for  more  than  thirty  years, 
Dr.  Key  was  a surgeon,  diagnostician,  research 
worker,  and  contributor  to  journals  of  ophthal- 
mology. He  was  one  of  the  first  ophthalmologists 
to  perform  the  transplantation  of  the  cornea. 

Niagara  County 

Dr.  George  G.  Martin,  assistant  medical  super- 
intendent of  Edward  J.  Meyer  Memorial  Hos- 
pital, Buffalo,  was  guest  speaker  at  the  monthly 
meeting  of  the  Niagara  County  Medical  Society 
in  the  Tuscarora  Club  on  May  14. 

Onondaga  County 

On  the  first  of  July  a new  complete  transfusion 
service  in  Syracuse  will  be  made  available.  It 
will  serve  the  University,  Memorial,  City,  and 
Psychopathic  hospitals  and  will  be  located  in  the 
Hazard  Laboratory  of  the  Memorial  Hospital. 
This  service  is  made  possible  by  an  initial  grant  of 
$5,000  from  the  Hendricks  Research  Fund  of  the 
Syracuse  University  Medical  College.  It  is  an 
outgrowth  of  the  work  done  by  Dr.  John  B. 
Alsever  and  Dr.  Charles  A.  Gwynn  in  the  use  of 
placental  blood  for  transfusions. 

The  problem  of  contagion  and  household  help 
has  been  tackled  by  the  Onondaga  County  Medi- 
cal Society,  and  under  the  leadership  of  Dr.  C. 
George  Murdock,  functioning  as  a member  of  the 
child  welfare  committee  of  which  Dr.  T.  C. 
Wyatt  is  chairman,  an  aggressive  program  has 
been  developed. 

Everywhere,  it  has  been  found  that  the  most 
significant  results  of  this  work  have  been  in  the 
field  of  tuberculosis.  This  constitutes  the  real 
menace  to  the  home  and  it  is  upon  this  that  the 
society  is  focusing  its  attention.  However,  there 
is  hope  that  the  unearthing  of  many  cases  of 
syphilis  will  be  a by-product  of  these  efforts. 
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An  educational  program  is  being  undertaken  in 
which  employers  of  domestics  are  being  urged  to 
request  their  servants  to  submit  to  annual  physi- 
cal examinations.  Physicians  are  requested  to 
cooperate  by  examining  these  people  under  finan- 
cial agreement  with  the  employee  and  employer. 
It  is  felt  that  this  examination  must  include 
tuberculin  testing  and  x-ray  of  the  tuberculin 
positive  group.  For  those  cases  in  which  this 
cannot  be  arranged  satisfactorily  through  private 
channels,  the  chest  clinic  has  volunteered  its 
services. 

The  county  society  will  print  and  make  avail- 
able to  physicians  “Health  Cards,”  which,  when 
signed,  certify  to  the  noninfectiousness  of  the 
individual.  This  certification  will  expire  in  one 
year. 

Queens  County 

The  Medical  Society  of  the  County  of  Queens 
listened  to  a paper,  at  its  meeting  on  May  28,  on 
“Diseases  of  the  Peripheral  Vascular  System,” 
by  Dr.  Benjamin  Jablons,  chief  of  vascular  dis- 
eases, Beth  David  Hospital;  consultant.  Me- 
tabolism, Polyclinic  Hospital;  associate  physi- 
cian, Polyclinic. 

St.  Lawrence  County 

Members  of  the  St.  Lawrence  County  Medical 
Society  held  their  final  spring  lecture  meeting  at 
the  Hepburn  Hospital  auditorium  at  Ogdensburg, 
on  May  16.  The  speaker  was  Dr.  K.  G.  Hans- 
son,  of  New  York  City,  who  discussed  “Physical 
Therapy  in  Traumatic  Conditions.” 

Saratoga  County 

Dr.  Henry  W.  Miller,  of  Brewster,  has  been 
elected  chairman  of  the  new  Saratoga  Spa  Medi- 
cal Advisory  Committee,  which  has  been  study- 
ing a chemical  analysis  of  state  reservation  min- 
eral waters.  Other  members  of  the  committee 
are  Drs.  Augustus  J.  Hambrook,  of  Troy,  Terry 
M.  Townsend,  of  New  York  City,  Alfred  W. 
Armstrong,  of  Canandaigua,  and  G.  Scott 
Towne,  of  Saratoga  Springs. 

Schenectady  County 

Three  physicians  of  Schenectady,  each  of  whom 
has  practiced  for  fifty  years,  were  honored  at  the 
meeting  of  the  Schenectady  County  Medical 
Society  in  the  Mohawk  Golf  Club  on  June  6. 

They  are  Dr.  Henry  G.  Hughes,  Dr.  Henry  A. 
Kurth,  and  Dr.  M.  S.  Lord.  Dr.  Kurth  was  un- 
able to  attend  because  of  illness.  Dr.  Hughes 
and  Dr.  Lord  spoke  briefly. 

The  group  also  honored  Dr.  Frank  van  der 
Bogert,  program  chairman  of  the  society  for 
thirty  years.  Dr.  van  der  Bogert  was  presented 
with  a walking  stick. 

A golf  tournament  was  held  dining  the  after- 
noon. Dr.  Clarence  Ackerknecht  had  the  low 
gross  score.  Blind  booby  prizes  were  won 
by  Dr.  Ackerknecht  and  Dr.  F.  Leslie  Sulli- 
van. 

At  the  dinner  in  the  evening,  Dr.  Sullivan, 
president  of  the  society,  was  presented  with  a 
picture  of  Dr.  Daniel  Toll,  president  from  1811 
until  1825.  The  presentation  was  made  by  Dr. 
M.  Wilson  Toll,  a member  of  the  same  fam- 
ily. 

Music  was  furnished  by  members  of  the  so- 
ciety, led  by  Dr.  Glen  Smith. 


Schoharie  County 

The  Schoharie  County  Medical  Society  held 
its  semiannual  meeting  at  the  central  school  in 
Middleburgh  on  May  14. 

In  the  afternoon  interesting  papers  were  given 
by  Dr.  Arthur  J.  Wallingford  and  Dr.  C.  Stuart 
Welch,  of  Albany.  Dr.  David  W.  Beard  pre- 
sided and  gave  a report  of  the  meeting  of  New 
York  State  Medical  Society  to  which  he  was  the 
delegate.  Dr.  Joseph  Lawrence,  of  Albany, 
executive  officer  of  the  State  Society,  also  ad- 
dressed the  meeting. 

At  the  business  session  the  following  officers 
were  nominated,  the  election  to  be  held  in  the 
fall:  president,  Dr.  David  W.  Beard,  of  Cobles- 

kill;  vice-president.  Dr.  R.  G.  S.  Dougall,  of 
Cobleskill;  treasurer,  Dr.  Duncan  Best,  of  Mid- 
dleburgh; secretary,  Dr.  Herbert  L.  Odell,  of 
Sharon  Springs;  censor,  Dr.  Joseph  Duell,  of 
Jefferson;  and  delegate  to  the  State  Society,  Dr. 
David  W.  Beard. 

Suffolk  County 

About  thirty-five  doctors  attended  the  annual 
clinic  of  the  Suffolk  County  Cancer  Committee, 
on  May  22  at  the  Southside  Hospital,  Bay  Shore. 
Dr.  Charles  C.  Murphy,  chairman  of  the  com- 
mittee, gave  a brief  outline  of  the  work  of  the 
clinic  and  announced  an  increase  of  300  per  cent 
in  the  number  of  patients  attending  over  the 
number  the  first  year. 

Dr.  Benjamin  L.  Feuerstein,  director  of  the 
clinic  and  secretary  of  the  committee,  conducted 
a symposium  on  some  striking  cases.  Dr.  Ira  L. 
Kaplan,  director  of  the  Cancer  Division  of  the 
New  York  hospitals,  commented  on  each  case  and 
gave  an  illustrated  lecture  on  several  unusual 
radiologic  and  surgical  procedures. 

Tioga  County 

The  Medical  Society  of  the  County  of  Tioga 
held  its  regular  meeting  on  June  4 at  the  Moun- 
tain Top  Inn,  Waverly.  Dr.  W.  A.  Moulton,  of 
Candor,  gave  his  report  as  delegate  to  the  State 
Society  meeting  in  May.  Dr.  G.  S.  Carpenter, 
of  Waverly,  member  of  the  Council  of  the  State 
Society,  spoke  on  its  activities  and  work. 

The  county  medical  society  authorized  its 
president  to  appoint  an  advisory  committee  at 
the  request  of  the  county  committee  of  welfare, 
H.  A.  Tompkins,  to  assist  the  committee  in 
auditing  bills  for  medical  expenses  against  the 
county  and  advise  him  as  to  the  reasonableness 
of  such  bills. 

Wayne  County 

About  forty  doctors  of  the  Wayne  County 
Medical  Society  met  on  June  4 at  the  Newark 
Country  Club.  The  speaker  was  Elmer  G.  Butts, 
commissioner  of  welfare  in  Wayne  County.  His 
talk  and  discussion  had  to  do  with  new  setup  and 
revisions  relating  to  medical  care  for  welfare  and 
old-age  relief  cases.  The  proposed  plan  is  dis- 
tinctly local  in  conception  and  has  been  evolved  by 
Mr.  Butts’s  office  in  cooperation  with  committees 
from  the  medical  society.  It  establishes  fee 
schedules  and  simplifies  report  forms.  In  a 
resolution,  the  doctors  approved  the  new  plan  as 
presented  by  Mr.  Butts.  Mrs.  Corydon  Wheat, 
executive  secretary  of  the  Finger  Lakes  Non- 
Profit  Hospital  Association,  attended  the  meeting 
and  made  it  known  that  she  was  allowing  the 
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Wayne  County  Medical  Society  members  and 
families  to  join  the  hospital  insurance  group  as  a 
“courtesy  group.”  This  means  that  the  society 
is  considered  as  a group  as  if  under  the  same  em- 
ployer. It  was  found  that  a number  of  the  phy- 
sicians have  already  joined  this  hospital  service 
and  a considerable  number  joined  at  the  meet- 
ing. 

Westchester  County 

Two  hundred  Westchester  doctors  and  their 
guests  dined  at  Westchester  Country  Club  after 
an  afternoon  of  golf,  softball,  and  other  sports,  on 
June  5. 


Dr.  Henry  J.  Vier,  president  of  the  Westchester 
County  Medical  Society,  proposed  the  toast  to 
“the  most  wonderful  country  in  the  world,  the 
United  States  of  America.”  The  assemblage 
stood  and  sang  “The  Star  Spangled  Banner.” 

The  guests  were  Dr.  W.  P.  Anderton,  president 
of  the  New  York  County  Medical  Society;  Dr. 
George  E.  Milani,  president  of  the  Bronx  Medical 
Society,  and  Dr.  Gilbert  S.  Tabor,  president  of 
the  Dutchess  County  Medical  Society.  There 
were  no  speeches. 

James  E.  Bryan,  executive  secretary  of  the  so- 
ciety, awarded  the  prizes,  mostly  for  golf  and 
consisting  of  medical  cases  and  supplies. 


Deaths  of  New  York  State  Physicians 


Name 

Age 

Medical  School 

Date  of  Death 

Residence 

William  B.  Acker 

70 

Bellevue 

May  7 

Hannibal 

Amos  F.  Blanchard 

75 

Buffalo 

June  1 

Jamestown 

Frederick  J.  Bruce 

74 

L.  I.  C.  Hosp. 

June  10 

Brooklyn 

Cecile  L.  Greil 

67 

N.  Y.  Eclectic 

June  10 

Selden 

Bergen  F.  Illston 

61 

Buffalo 

May  16 

Utica 

Edward  C.  James 

40 

Johns  Hopkins 

June  4 

White  Plains 

Ben  W.  Key 

56 

Pennsylvania 

June  5 

Manhattan 

Frank  A.  King 

66 

L.  I.  C.  Hosp. 

June  13 

Manhattan 

Daniel  G.  Kuhlthau 

39 

P.  & S.  N.  Y. 

June  3 

Manhattan 

Isidore  R.  Lowenthal 

67 

Memphis 

June  4 

Manhattan 

Harry  A.  March 

61 

George  Washington 

June  10 

Manhattan 

William  B.  Platner 

79 

Albany 

June  7 

Germantown 

John  T.  W.  Rowe 

80 

Bellevue 

June  7 

Manhattan 

Nan  G.  Seymour 

64 

Cornell 

May  27 

Manhattan 

Charles  F.  Wharton 

77 

Albany 

May  25 

Richmondville 

“DIAGNOSIS  AND  ADMISSION” 

John  H.  Hayes 

O,  a hospital  superintendent’s  job 
Is  the  only  job  for  me, 

For  you  work  only  twenty-four  hours  a day, 
And  the  rest  of  your  time  is  free ; 

And  you  always  know,  if  you  break  a leg 
Or  need  your  appendix  out. 

There  are  plenty  of  doctors,  nurses,  and  aides 
Who  can  always  be  found  about 
And  very  many  of  these  there  are 
Who,  gladly,  the  chance  would  greet 
To  work  on  your  anatomy. 

Because  revenge  is  sweet. 

Yes,  a super’s  job  is  an  easy  job — 

Its  really  a sinecure, 

For  all  you  need  is  a worried  look 
And  a heart  that’s  tough,  but  pure; 

And  you  have  to  be  an  engineer 
And  a decorator  too, 

Accountant,  diplomat  and  judge; 

And  know  what  interns  do. 

You  have  to  be  a housekeeper 
And  an  expert  on  finance 
And  know  how  to  run  on  a deficit 
And  when  to  take  a chance. 

Your  knowledge  of  the  human  race 
Must  really  be  supreme 

You  must  know  how  to  buy  the  fuel  and 
gauze 

And  cabbages  and  cream ; 


And  how  to  be  nice  to  the  chronic  cranks 
And  answer  each  doc’s  complaint. 

And  learn  to  distinguish  which  are  real 
And  those  that  really  ain’t ; 

And  how  to  run  a school  for  girls; 

And  guide  those  who  make  laws; 

You  must  be  a tough  old  business  man 
And,  also,  Santa  Claus, 

You  must  meet  with  seventy-leven  groups, 

Who  tell  you  what  to  do 
And  then  do  what  you  think  is  best 
(And  find  it  better,  too) 

Then  thank  them  for  their  kind  advice 
And  each  thing  they  suggest ; 

And  make  them  think  you  did  the  things 
That  they  considered  best. 

Some  folks  there  are  who  call  that  lying 
And  they  may  be  right  at  that. 

But  what  else  can  a super  do 
Yet  be  a diplomat? 

A super  cares  for  the  sickest  folks — 

(These  healthy  ones  who  call 
Upon  the  real  sick  in  their  beds 
Who  rarely  kick  at  all.) 

So  if  you  do  not  like  your  child 
And  do  not  wish  him  well 
Just  train  him  for  a super’s  job 
A substitute  for  Hell. 

— Hospital  Reporter  and  Guide 
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The  Patient  Is  the  Unit  of  Practice.  By  Du- 
ane W.  Propst,  M.D.  Octavo  of  219  pages,  illus- 
trated. Springfield,  Charles  C.  Thomas,  1939. 
Cloth,  $3.50. 

In  the  reviewer’s  opinion  this  is  one  of  the  best 
books  of  its  kind  in  English.  It  should  be  read 
not  only  by  every  practitioner  of  medicine  but  by 
every  medical  student  who  ever  hopes  to  treat 
patients.  The  patient  is  pictured  in  his  true 
relation  to  the  disease  he  bears.  Part  I deals 
with  the  “Nature  of  Disease,”  constitutional 
types  of  humans,  race,  constitutional  disease 
potentials,  adaptational  phenomena,  and  “dis- 
equilibrium” between  the  patient  and  his  en- 
vironment. Part  II  touches  on  diagnosis  in  a 
generic  sense  and  the  establishment  of  a working 
hypothesis.  Part  III  goes  into  broad  therapeu- 
tic principles.  The  book  is  meaty  but  easy  to 
read.  Such  philosophy  as  this  book  presents 
cannot  help  but  make  better  doctors — the  pa- 
tient, not  the  disease,  is  treated.  He  is  likened 
to  “a  planetarium  that  projects  the  spectacle 
of  the  stars  upon  a vaulted  screen”;  the  spec- 
tacle of  his  behavior  is  just  as  “splendid  and 
mysterious.” 

G.  E.  Anderson 

The  Patient  as  a Person.  A Study  of  the 
Social  Aspects  of  Illness.  By  G.  Canby  Robin- 
son, M.D.  Octavo  of  423  pages.  New  York, 
Commonwealth  Fund,  1939.  Cloth,  $3.00. 

This  timely  book  deals  with  the  patient  as  a 
person  rather  than  as  a guinea  pig.  Dr.  Robin- 
son has  dug  into  the  social,  environmental,  and 
subjective  aspects  of  organic  and  functional 
disease  through  the  medium  of  social  service  and 
personal  contact.  He  has,  by  numerous  short 
case  histories,  pointed  out  that  adequate  diag- 
noses, as  well  as  treatment,  cannot  be  accom- 
plished without  taking  into  consideration  the 
relation  of  the  patient  to  his  home  life,  his  work, 
and  his  fellow  men.  An  appraisal  of  his  desires, 
aspirations,  and  human  weaknesses  is  equally 
important.  A series  of  174  patients  was  studied, 
most  of  them  attending  the  Johns  Hopkins  Hos- 
pital through  its  inpatient  or  outpatient  de- 
partment. Only  45  of  this  group  were  patients 
suffering  from  psychoneurosis.  Most  of  the 
series  suffered  from  true  organic  disease. 

One  cannot  help  but  be  stimulated  by  this  ex- 
cellent treatise.  In  the  past  among  students  of 
medicine  there  was  a prominent  desire  to  follow 
the  patient  to  the  autopsy  table.  Doctor  Robin- 
son has  expressed  a hope  that  there  will  grow  an 
equal  urge  “to  follow  the  patient  into  life.” 
In  the  reviewer’s  opinion  this  book  is  a step  in 
the  right  direction;  true  progress  will  be  made 
only  when  our  schools  of  medicine  establish  a 
chair  in  humanics  with  mandatory  courses. 

G.  E.  Anderson 

The  New  International  Clinics.  Original  Con- 
tributions: Clinics;  and  Evaluated  Reviews  of 

Current  Advances  in  the  Medical  Arts.  Edited 


by  George  M.  Piersol,  M.D.  Volume  II,  New 
Series  2.  Octavo  of  321  pages,  illustrated. 
Philadelphia,  J.  B.  Lippincott  Co.,  1939.  Cloth, 
$3.00. 

Articles  on  pellagra,  diabetes,  functions  of  the 
pituitary  gland,  and  prognosis  in  pulmonary 
tuberculosis  are  among  those  to  be  found  in  this 
work.  Wintrobe  in  “The  Choice  of  Methods 
for  the  Correction  of  Anemia,”  describes  modern 
methods  of  treatment,  and  gives  a clear  classifi- 
cation of  the  anemias.  He  condemns  complex 
mixtures,  such  as  those  containing  iron,  copper, 
manganese,  as  well  as  various  fractions  of  liver, 
gastric  substances,  and  all  the  vitamins.  “There 
is  not  enough  consideration  of  the  importance  of 
exact  diagnosis  and  the  cost  to  the  patient.” 
He  states  that  the  liver  fraction,  sometimes 
recommended  for  secondary  anemias,  has  not 
been  proved  to  be  of  value  in  human  beings  given 
a reasonably  adequate  diet.  To  give  prepara- 
tions of  this  kind,  largely  for  the  iron  content,  is 
extravagant. 

In  addition  to  other  articles  of  interest  there 
are  reports  of  clinics  and  a review  of  peroral 
endoscopy. 

W.  E.  McCollom 

The  Electrocardiogram  and  X-Ray  Configura- 
tion of  the  Heart.  By  Arthur  M.  Master,  M.D. 
Quarto  of  222  pages,  illustrated.  Philadelphia, 
Lea  & Febiger,  1939.  Cloth,  $6.50. 

The  author  has  rendered  a useful  service  to  the 
clinician  interpreting  roentgenograms  and  elec- 
trocardiograms in  diseases  of  the  heart  and 
neighboring  structures.  Many  times  the  elec- 
trocardiographer  has  difficulty  in  evaluating 
the  significance  of  certain  electrocardiographic 
changes  unless  he  can  correlate  them  with  the 
clinical  and  roentgenologic  findings.  In  this 
volume  the  three  are  placed  side  by  side  in  a 
very  attractive  form.  The  illustrations  are  ex- 
cellent, and  in  the  main  the  text  accompanying 
them  is  good.  The  reviewer  does  not  agree  with 
some  of  the  electrocardiographic  interpretations 
given  by  the  author.  Several  tracings  are  labeled 
“left  axis  deviation”  that  would  not  be  so  inter- 
preted in  his  clinic,  and  our  understanding  of 
what  constitutes  a Q wave  does  not  coincide  with 
that  of  the  author’s.  Nevertheless  these  are 
mooted  points.  The  book  is  worth  having  in  the 
library  of  anyone  interested  in  cardiology. 

E.  P.  Maynard,  Jr. 

Nutrition  and  Diet  in  Health  and  Disease. 

By  James  S.  McLester,  M.D.  Third  edition. 
Octavo  of  838  pages.  Philadelphia,  W.  B. 
Saunders  Co.,  1939.  Cloth,  $8.00. 

The  first  half  of  the  latest  revision  of  this  book 
is  devoted  to  a thorough  and  accurate  description 
of  the  physiologic  aspects  of  nutrition.  There 
are  chapters  on  the  metabolism  of  food  com- 
ponents and  total  energy  requirements.  The 
chapter  on  vitamins  is  well  presented  and  in- 
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eludes  a description  of  the  biochemical  aspect 
of  vitamins,  their  functions,  symptoms  of  de- 
ficiency, and  sources  in  foods.  There  are  also 
chapters  describing  the  nutritional  value  of  all 
the  common  food  products.  Finally,  infant 
feeding  and  the  normal  adult  diet  are  presented. 
The  second  half  of  the  book  is  devoted  to  the 
problem  of  nutrition  in  disease.  The  book  is 
thorough,  complete,  and  well  written  and  can  be 
recommended  by  the  reviewer  as  one  of  the  best 
books  on  the  subject. 

William  S.  Collens 

The  Art  of  Anaesthesia.  By  Paluel  J.  Flagg, 
M.D.  Sixth  edition.  Octavo  of  491  pages, 
illustrated.  Philadelphia,  J.  B.  Lippincott  Co., 
1939.  Cloth. 

This  new  edition  resembles  the  previous  edi- 
tions of  this  standard  book  in  many  respects. 
It  was  written  by  the  great  advocate  of  pneuma- 
tology  (anesthesia,  resuscitation,  and  oxygen 
therapy)  and  as  such  serves  as  a reference  for 
inhalational  anesthesia  and  therapy  by  inhala- 
tion. 

It  may  be  said  that  Dr.  Flagg  is  the  world’s 
best  administrator  of  ether  by  inhalation.  This 
reputation  is  ably  borne  out  by  his  book  in  which 
his  description  of  the  nitrous-oxide-ether  technic 
is  masterfully  detailed.  However,  it  is  regret- 
table that  more  detail  has  not  been  given  to 
the  newer  agents  and  in  particular  cyclopropane 
which  has  supplanted  ether  in  many  anesthetists’ 
affections. 

The  inclusion  of  short  treatises  on  local  and 
spinal  anesthesia  appear  out  of  place  here  and, 
being  too  short,  are  of  no  value.  Their  inclusion 
in  this  volume,  which  is  essentially  a treatise  on 
inhalational  forms,  appears  too  evidently  to  bow 
to  expediency.  It  would  have  been  better  to  use 
this  space  for  the  inclusion  of  oxygen  therapy 
which  would  have  been  in  keeping  with  its  in- 
halational motif.  The  discussion  and  descrip- 
tion of  resuscitation  are  complete,  and  one  may 
very  profitably  refer  to  these  pages,  for  they  are 
authoritative.  Flagg’s  efforts  year  after  year  to 
promote  the  principles  and  practices  of  re- 
suscitation have  finally  resulted  in  firmly  estab- 
lishing this  really  lifesaving  branch  of  medicine 
in  its  proper  niche. 

F.  Paul  Ansbro 

An  Introduction  to  Medical  Mycology.  By 
George  M.  Lewis,  M.D.,  and  Mary  E.  Hopper, 
M.S.  Quarto  of  315  pages,  illustrated.  Chi- 
cago, Year  Book  Publishers,  Inc.,  1939.  Cloth, 
$5.50. 

Dermatologic  literature  has  long  been  poorly 
supplied  with  an  up-to-date  treatise  in  the  field 
covered  by  this  book.  It  has  been  difficult  to 
gather  information  on  the  subject  of  mycology 
as  applied  to  dermatology  without  an  extensive 
search  of  the  literature. 

The  authors  are  to  be  congratulated  for  having 
brought  this  subject  matter  together  in  such  a 
complete  manner.  The  illustrations  are  re- 
markably good,  and  the  bibliography  is  ade- 
quate and  up  to  date. 

Altogether  this  book  is  one  that  every  der- 
matologist and  most  other  physicians  will  want 
in  their  library  as  a book  of  reference  in  this 
branch  of  medicine. 

John  C.  Graham 


Principles  and  Practice  of  Aviation  Medicine. 
By  Harry  G.  Armstrong,  M.D.  Octavo  of  496 
pages,  illustrated.  Baltimore,  Williams  & Wil- 
kins Co.,  1939.  Cloth,  $6.50. 

This  text  is  an  excellent  source  of  information 
for  all  physicians,  especially  those  who  plan  to 
work  in  this  field  of  medicine,  and  also  will  be 
valuable  for  students  of  aviation,  pilots,  opera- 
tors, and  aircraft  designers. 

It  is  well  known  from  research  at  Mineola 
during  the  World  War  and  from  subsequent  ex- 
perience that  aviation  medicine  is  deservedly  a 
specialized  branch  of  the  practice  of  medicine. 

Dr.  Armstrong  has  discussed  the  following 
subjects  which  are  vital  to  all  interested  in 
aviation:  history  of  aviation  medicine,  the 

flight  surgeon,  evolution  of  pilot  selection  and 
an  introduction  to  pilot  selection,  medical  ex- 
aminations, effect  of  altitude  and  weather  con- 
ditions on  the  pilot,  speed,  accidents  in  aviation, 
psychology  of  flight  and  protective  flying  equip- 
ment, as  well  as  aerial  relief  and  sanitation. 

Conrad  Berens 

Problems  of  Ageing.  Biological  and  Medical 
Aspects.  Edited  by  E.  V.  Cowdry.  A Publica- 
tion of  The  Josiah  Macy,  Jr.,  Foundation. 
Octavo  of  758  pages,  illustrated.  Baltimore, 
Williams  & Wilkins  Co.,  1939.  Cloth,  $10. 

This  interesting  and  stimulating  book  on  the 
process  of  aging  is  the  result  of  collaboration  by 
investigators  in  different  fields.  The  first  chap- 
ter deals  with  aging  in  plants  and  is  followed  by 
chapters  dealing  with  a similar  investigation  on 
aging,  senescence,  and  death  in  protozoa,  in- 
vertebrates, and  vertebrates.  Subsequent  chap- 
ters discuss  these  processes  in  various  systems 
of  the  body  such  as  cardiovascular,  digestive, 
nervous,  lymphatic,  etc.  The  book  ends  with  a 
philosophic  and  social  discussion  of  the  process  of 
aging  from  the  point  of  view  of  the  clinician  by 
Lewellys  F.  Barker. 

With  the  increase  of  the  number  of  people  who 
reach  old  age,  this  volume  assumes  an  added 
importance.  It  presents  statistics,  psychology, 
philosophy,  and  sociology  of  old  age. 

Two  concepts  of  aging  are  presented  in  ade- 
quate fashion  by  various  contributors:  the  first 

that  aging  is  an  involutionary  process  that  oper- 
ates cumulatively  with  the  passage  of  time; 
the  other  view  interprets  the  changes  found  in 
aged  organs  as  due  to  infections,  toxins,  traumas, 
and  nutritional  disturbances.  The  consensus 
of  opinion  seems  to  be  that  both  groups  of  factors 
operate.  It  is  also  obvious  that  many  perplex- 
ing problems  still  exist  in  ascertaining  the  process 
of  aging. 

The  book  is  worth  while  reading  because  of  the 
stimulating  manner  in  which  the  pertinent  mate- 
rial is  presented. 

Joseph  L.  Abramson 

Medical  Jurisprudence  and  Toxicology.  By 
William  D.  McNally,  M.D.  Octavo  of  386 
pages,  illustrated.  Philadelphia,  W.  B.  Saun- 
ders Co.,  1939.  Cloth,  $3.75. 

The  book  is  divided  into  two  distinct  parts. 
The  small  section,  Part  I,  on  medical  jurispru- 
dence, deals  with  court  procedures,  presentation 
of  medical  evidence,  expert  testimony,  and  per- 
tinent facts  regarding  sudden  death  and  deaths 
occurring  under  suspicious  circumstances.  Tech- 
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nic  of  staining  and  other  valuable  tests  are  de- 
scribed. 

Part  II  makes  up  the  bulk  of  the  book  and  is 
devoted  to  toxicology.  The  material  is  pre- 
sented in  a thorough  and  scholarly  fashion. 
Poisons  are  taken  up  in  groups,  which  in  turn 
are  based  on  a chemical  classification.  Sources 
of  poisoning,  their  effects,  and  treatment  are 
considered.  Tests  for  the  identification  of 
poisons  are  described,  and  postmortem  appear- 
ances included. 

This  book  is  written  in  an  authoritative  man- 
ner, and  the  references  are  well  chosen.  It 
should  make  a valuable  addition  to  the  library  of 
any  physician. 

Charles  Solomon 

Priests  of  Lucina.  The  Story  of  Obstetrics. 
By  Palmer  Findley,  M.D.  Octavo  of  421  pages, 
illustrated.  Boston,  Little,  Brown  and  Co., 
1939.  Cloth  $5.00. 

Juno  Lucina  was  the  goddess  of  childbirth, 
and  therefore  this  excellent  title  for  the  first  book 
in  English  on  the  history  of  obstetrics.  The 
author,  lately  professor  of  gynecology  in  the 
University  of  Nebraska,  has  been  interested  in 
this  subject  for  a long  time. 

The  text  is  fascinating,  vivid,  and  extraordi- 
narily readable,  and  the  illustrations  are  excellent. 
The  style  is  simple  and  clear,  and  there  is  not  a 
tiresome  page  in  the  book.  The  great  figures  of 
history  from  Hippocrates  to  Whitridge  Williams 
glow  with  life.  We  marvel  at  the  knowledge  of 
Soranus,  and  wonder  how  it  could  be  lost  for  so 
many  centuries.  Scientific  facts  were  slowly  es- 
tablished by  men  who  towered  above  those  who 
laughed  at  them  and  abused  them.  Though  the 
author  does  not  say  so,  it  seems  to  us  that  ob- 
stetrics has  made  more  progress  in  our  own  life- 
time than  in  all  the  ages. 

Though  developed  for  the  most  part  in  the 
biographic  manner,  there  are  excellent  chapters 
on  special  phases  of  obstetrics.  To  the  chapter 
on  puerperal  fever  the  name  of  Dora  Colebrook 
might  have  been  added  as  rivaling  Semmelweis’ 
in  importance. 

Far  more  entertaining  than  many  of  our  mod- 
em novels,  any  physician  with  even  a casual 
interest  in  obstetrics  will  enjoy  this  book.  Every 
obstetrician — Williams  did  not  like  that  word — 
simply  must  read  it.  Sometimes  we  need  stimu- 
lation. 

Charles  A.  Gordon 

Biochemistry  for  Medical  Students.  By  Wil- 
liam V.  Thorpe,  M.A.  Octavo  of  457  pages, 
illustrated.  Baltimore,  William  Wood  & Co., 
1938.  Cloth,  $4.50. 

This  textbook  is  without  question  the  most 
practical  presentation  of  biochemistry  to  date, 
not  only  for  use  by  medical  students  but  also 
for  the  physician  whether  a recent  graduate  or 
one  many  years  out  of  school.  It  compares  in 
value  with  Wright’s  Applied  Physiology  and 
Clark’s  Applied  Pharmacology,  two  other  Eng- 
lish works  generally  recognized  as  being  near  the 
top  of  the  list  as  valuable  textbooks  in  their 
fields. 

It  has  decided  clinical  value.  Arrangement  of 
subject  matter  is  excellent.  The  discussion  is 
clear  and  concise.  Free  use  of  chemical  formula 
helps  the  reader  to  understand  changes  that  occur 
in  physiologic  processes. 


This  book  is  recommended  to  the  medical 
profession  as  a means  to  a better  understanding 
of  clinical  medicine  and  therapeutics. 

Paul  C.  Eschweiler 

Pulmonary  Tuberculosis,  A Synopsis.  By 
Jacob  Segal,  M.D.  Octavo  of  150  pages,  illus- 
trated. New  York,  Oxford  University  Press, 
1939.  Cloth,  $2.75. 

This  is  an  interesting  little  book  which  is  ex- 
actly no  more  nor  less  than  it  purports  to  be:  a 
synopsis  of  present-day  knowledge  of  pulmonary 
tuberculosis. 

The  most  favorable  part  of  the  book  is  the  last 
chapter  entitled  “Prevention.”  In  this  the 
author  sums  up  the  highlights  of  knowledge  con- 
cerning the  prevention  of  this  disease,  and  does 
it  with  much  common  sense  and  lucidity. 

Foster  Murray 

The  Rectum  and  Colon.  By  E.  Parker  Hay- 
den, M.D.  Octavo  of  434  pages,  illustrated. 
Philadelphia,  Lea  & Febiger,  1939.  Cloth, 
$5.50. 

The  author,  in  his  preface,  says  that  he  “has 
attempted  to  cover  the  general  subject  of  dis- 
eases of  the  rectum  and  colon  without  including 
unnecessary  and  unimportant  detail.”  Among 
some  of  the  subjects  omitted  are  embryology, 
and  with  it  anomalies  of  the  colon,  parasitic 
diseases  of  the  intestines  and  diseases  of  the  ap- 
pendices, epiploicae.  More  illustrations  would 
clarify  the  text,  but  this  lack  will  no  doubt  be 
corrected  in  future  editions.  However,  the  sub- 
ject is  covered  very  well  for  a book  of  its  size. 

The  chapters  on  lymphogranuloma,  inguinale, 
and  ulcerative  colitis  are  excellent.  The  chapter 
on  malignant  tumors  of  the  rectum  and  colon  is 
fairly  complete,  and  includes  all  the  most  com- 
mon procedures  in  its  treatment. 

It  is  an  excellent  book,  and  brings  up  to  date 
knowledge  of  the  subject  of  diseases  of  the  rectum 
and  colon.  It  is  recommended  to  the  proctolo- 
gist, surgeon,  and  to  the  general  practitioner. 

Charles  Goldman 

Medical  Microbiology.  By  Kenneth  L.  Bur- 
don,  Ph.B.  Octavo  of  763  pages,  illustrated. 
New  York,  Macmillan  Co.,  1939.  Cloth,  $4.50. 

The  plan  of  this  textbook  is  well  conceived  and 
executed.  Unfortunately,  the  author  falls  short 
of  his  purpose  in  that  the  subject  matter  is 
treated  too  sketchily  to  be  of  sufficient  value  to 
either  the  advanced  or  undergraduate  student  of 
medicine.  Some  excellent  illustrations  accom- 
pany the  text. 

Alvin  Hollander 

Modern  Clinical  Psychiatry.  By  Arthur  P. 
Noyes,  M.D.  Second  edition.  Octavo  of  570 
pages,  Philadelphia,  W.  B.  Saunders  Co.,  1939. 
Cloth,  $5.00. 

Psychiatry  has  made  steady  progress  since  the 
World  War.  Many  theories  have  been  developed 
in  an  attempt  to  explain  the  pathogenesis  of  the 
neuroses  as  well  as  the  psychoses.  In  fact,  sev- 
eralschoolsof  psychiatric  thought  have  developed. 
Nevertheless,  the  basic  clinical  manifestations  of 
the  different  psychotic  groups  have  remained  un- 
changed. Dr.  Noyes  has  succeeded  in  writing  a 
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book  that  presents  a clear  picture  of  the  different 
psychiatric  disturbances,  stressing  not  only  the 
clinical  picture  but  also  attempting  to  explain 
the  cause,  meaning,  and  purpose  of  the  deranged 
personality  functions  with  a resulting  disturb- 
ance of  social  adjustment. 

The  second  edition  is  necessary  in  order  to 
incorporate  contributions  made  in  psychiatry 
since  the  publication  of  the  first.  Pharmaceutic 
treatment  of  certain  major  psychoses,  especially 
the  shock  therapy  with  insulin  and  metrazol,  is 
well  outlined.  Several  chapters  are  devoted  to 
the  psychologic  mechanisms  in  normal  as  well  as 
abnormal  behavior.  Throughout  the  entire 
book  the  author  has  manifested  a practical  ap- 
proach to  the  problem  and  has  laid  considerable 
emphasis  on  therapy.  He  has  successfully  har- 
monized the  various  views  and  theories  of  the 
different  schools  of  psychiatric  thought.  The 
student  is,  therefore,  enabled  to  approach  the 
subject  of  psychiatry  unhampered  by  conflicting 
views  and  theories  that  are  now  being  incorpo- 
rated in  textbooks  on  psychiatry. 

The  book  is  recommended  as  a text  for  students 
because  of  its  clarity,  brevity,  and  emphasis  on 
fundamental  facts  and  principles.  It  should  ap- 
peal to  the  general  practitioner  who  may  use  it 
as  a reference  work.  There  is  a well-selected 
bibliography  at  the  end  of  each  chapter,  which 
will  enable  the  student  to  select  original  articles 
dealing  at  length  with  many  topics  which  of  neces- 
sity had  to  be  mentioned  only  briefly  in  the 
book.  This  well-written  book  has  established  it- 
self as  a practical  guide,  especially  for  beginners 
in  psychiatry. 

Irving  J.  Sands 

Mental  Health.  Publication  of  the  American 
Association  for  the  Advancement  of  Science,  No. 
9.  Edited  by  Forest  R.  Moulton.  Quarto  of 
470  pages.  Lancaster,  The  Science  Press,  1939. 
Cloth. 

This  book  contains  a unique  symposium  (the 
fourth  of  the  American  Association  for  the  Ad- 
vancement of  Science  in  the  field  of  important 
problems  of  public  health)  on  mental  health 
which  was  organized  in  collaboration  with  the 
American  Psychiatric  Association  and  with  the 
cooperation  of  the  United  States  Public  Health 
Service,  the  National  Committee  for  Mental 
Hygiene,  and  the  Mental  Hospital  Survey  Com- 
mittee. 

The  contributors  of  this  symposium  are  well 
qualified  to  speak  authoritatively  on  various 
spheres  of  mental  health  interest,  such  as  psy- 
chiatric research,  causes  of  mental  disorder, 
economic  aspects  of  mental  ill  health,  the  in- 
fluences of  physical  and  cultural  environment, 
mental  health  administration,  and  professional 
and  technical  education  in  the  field.  It  is  the 
most  up-to-date,  comprehensive  information 
available  which  springs  from  forty-nine  papers, 
twenty  invited  formal  discussions,  and  twenty- 
one  informal  discussions. 

No  physician  can  afford  not  to  have  a copy  of 
this  book  within  handy  reach. 

Frederick  L.  Patry 


From  Head  to  Foot.  By  Armitage  Whitman, 
M.D.  Octavo  of  262  pages.  New  York,  Farrar 
& Rinehart,  Inc.,  1939.  Cloth,  $2.50. 


This  is  a popular  book  for  the  lay  public  on 
orthopedic  surgery.  Dr.  Whitman’s  style  is 
terse  and  direct,  and  he  has  the  making  of  an 
essayist  if  he  is  not  already  one,  but  why  should 
he  waste  his  talents  on  a reader  who  has  not  the 
basic  foundation  to  interpret  the  problems  pre- 
sented? 

The  medical  profession  gives  years  of  study  to 
lay  a foundation  for  an  understanding  of  the 
human  body,  therefore  why  should  it  be  assumed 
that  such  works  as  this  are  of  any  value  to  the 
reader  from  whom  they  are  prepared?  The 
book  is  well  done,  but  the  effort  misdirected 

Jacques  C.  Rushmore 

Chemical  Analysis  for  Medical  Students. 
Qualitative  and  Volumetric.  By  R.  E.  Illing- 
worth, Ph.D.  Duodecimo  of  152  pages.  Balti- 
more, William  Wood  & Co.,  1938.  Cloth,  $1.50. 

This  little  book  written  for  the  medical  student 
is  a short  and  concise  review  of  elementary  in- 
organic and  organic  analysis.  It  avoids  theory 
and  gives  the  simple  reactions  and  tests.  The 
author  spends  a large  part  in  volumetric  analysis 
which  is  of  importance  for  every  medical  student. 

Titrations  and  pH  indicators  are  covered. 
The  many  equations  appended  offer  one  a quick 
review  while  performing  simple  analysis. 

Morris  Ant 

Gardiner’s  Handbook  of  Skin  Diseases.  Re- 
vised by  John  Kinnear,  M.D.  Fourth  edition. 
Duodecimo  of  239  pages,  illustrated.  Balti- 
more, Williams  & Wilkins  Co.,  1939.  Cloth, 
$3.50. 

This  small  book  on  dermatology  is  written  ex- 
pressly for  the  general  practitioner  and  the  medi- 
cal student. 

For  the  general  practitioner  it  provides  basic 
information  on  all  the  common  diseases,  and 
briefly  outlines  many  of  those  a little  less  fre- 
quently encountered. 

For  the  medical  student  there  is  more  than 
ample  information  to  give  him  a general  survey 
and  understanding,  from  the  anatomy  of  the 
skin  and  therapy,  through  to  diagnosis  and 
special  treatment.  With  a book  such  as  this  as 
his  guide,  his  medical  course  in  this  subject 
should  be  greatly  simplified. 

As  one  goes  over  the  text  rather  carefully  he 
finds  no  evidence  of  unique  theorizing  or  tan- 
gential discussion,  but,  rather,  that  it  is  funda- 
mentally sound  in  the  light  of  our  present 
knowledge  and  that  it  is  written  in  a clear,  easily 
readable  style. 

We  do  not  hesitate  to  recommend  it  to  those 
who  can  use  a book  of  this  elementary  type. 

E.  Almore  Gauvain 

Clinical  Bacteriology.  By  F.  A.  Knott,  M.D. 
Octavo  of  426  pages,  illustrated.  Philadelphia, 
P.  Blakiston’s  Son  & Co.,  1939.  Cloth,  $4.50. 

This  text  has  been  written  mainly  for  those 
who  have  had  some  basic  training  in  bacteriology 
and  who  wish  a brief  description  of  bacteria  and 
the  phenomena  associated  with  active  infection. 
The  book  is  too  sketchy  and  meager  to  be  used 
with  advantage  by  medical  students,  nor  has  the 
author  written  it  for  that  purpose  primarily. 
References  and  bibliography  are  lacking.  The 
photomicrographs  are  excellent.  This  text  might 
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be  used  as  a “refresher”  by  those  who  wish  to 
provide  themselves  with  an  adequate  but  not  too 
detailed  amount  of  bacteriology. 

Morris  L.  Rakieten 

Public  Health  Law.  By  James  A.  Tobey, 
Dr.P.H.  Second  edition.  Octavo  of  414  pages. 
New  York,  Commonwealth  Fund,  1939.  Cloth, 
$3.50. 

Our  country  has  built  up  over  the  years  a vast 
array  of  public  health  laws.  The  analyses  of 
these  laws  and  their  presentation  by  appropriate 
topics  for  quick  reference  purposes  are  a task 
which  has  been  performed  ably  by  Dr.  Tobey  in 
the  volume  under  review. 

The  book  is  primarily  for  health  officers,  but 
there  are  chapters  on  the  communicable  diseases, 
tuberculosis,  the  venereal  diseases,  and  the  like 
which  are  of  interest  to  the  practicing  physician. 
The  liability  of  physicians  in  matters  affecting 
the  public  health  is  also  a topic  of  interest. 

Alfred  E.  Shipley 

The  Tissues  of  the  Body.  An  Introduction  to 
the  Study  of  Anatomy.  By  W.  E.  LeGros  Clark, 
F.R.S.  Octavo  of  372  pages,  illustrated.  New 
York,  Oxford  University  Press,  1939.  Cloth, 
$5.50. 

This  volume  is  a most  interesting  and  success- 
ful attempt  to  make  anatomy  the  study  of  the 
entire  organization  of  the  body  in  contradistinc- 
tion to  that  teaching  which  is  only  a descriptive 
study  of  the  structural  complexity  of  mature  or- 
ganisms. 

Part  of  the  text  deals  with  elementary  subjects, 
and  it  is  easy  to  understand  the  necessity  for  this 
when  one  realizes  that  the  book  has  been  com- 
piled for  the  benefit  of  teaching  the  beginner  in 
the  study  of  anatomy.  However,  it  also  contains 
recent  experimental  work  in  the  organization  of 
the  tissues  of  the  body  and  in  the  development  of 
experimental  anatomy.  Tissue  culture,  for  in- 
stance, demonstrates  very  definitely  the  necessity 
for  correlating  the  study  of  dissection  of  the  liv- 
ing as  well  as  the  dead  tissue.  The  contents  take 
up  under  twelve  main  headings:  the  study  of 

tissues,  the  development  of  tissues  and  then  the 
study  of  specific  tissues  such  as  connective  tissue, 
bone,  and  muscle  tissue,  etc. 

It  is  to  be  hoped  that  Professor  Clark  will  give 
us  subsequent  editions  of  this  volume  which  un- 
doubtedly will  be  received  most  favorably  by 
teachers  and  students  of  anatomy. 

H.  T.  Wikle 

Nitrous  Oxide-Oxygen  Anaesthesia.  Mc- 
Kesson-Clement Viewpoint  and  Technique.  By 

F.  W.  Clement,  M.D.  Octavo  of  274  pages, 
illustrated.  Philadelphia,  Lea  & Febiger,  1939. 
Cloth,  $4.00. 

“This  book  is  an  attempt  ...  to  reproduce  and 
preserve  the  teachings  and  findings  of  the  ‘Mas- 
ter’ (Dr.  E.  I.  McKesson),  as  well  as  his  (Dr. 
Clement’s)  own  impressions  and  experiences  re- 
sulting from  the  use  of  nitrous  oxide-oxygen  over 
a period  of  many  years.” 

This  book  fills  a long-felt  want  for  authorita- 
tive advice  in  the  field  of  nitrous  oxide-oxygen 
anesthesia.  It  should  be  accepted  promptly  and 
widely  as  a basic  text  in  the  same  category  with 
Guedel’s  “Inhalation  Anesthesia”  and  Maxson’s 


“Spinal  Anesthesia” — required  reading  and  per- 
manent reference  sources  of  every  student  of 
anesthesiology. 

A study  of  the  contents  of  this  book  teaches  the 
reader  not  only  the  fundamentals  and  details  of 
nitrous  oxide-oxygen  anesthesia  but  also  many 
related  technics  in  anesthesia,  e.g.,  carbon  di- 
oxide absorption,  positive  pressure,  and  endo- 
tracheal intubation. 

It  is  in  the  field  of  their  greatest  experience, 
nitrous  oxide-oxygen  anesthesia,  that  the  knowl- 
edge of  McKesson  and  Clement  is  most  valuable. 

The  theoretical  background  of  anesthesia  in 
general  and  nitrous  oxide-oxygen  anesthesia  in 
particular  is  presented  briefly.  Practical  informa- 
tion, however,  is  abundant,  detailed,  well  or- 
ganized, and  grouped  in  good  logical  and  peda- 
gogical form. 

The  arrangement  of  the  text  necessarily  en- 
courages repetition  of  material,  e.g.,  premedica- 
tion is  presented  in  Chapters  4,  6,  12,  21,  and  in 
Part  5.  For  the  beginner,  however,  this  re- 
dundancy proves  to  be  a good  teaching  procedure. 

A thorough  study  of  this  book  is  an  excellent 
beginning  for  the  novice  in  anesthesia.  Even  the 
experienced  anesthetist  will  learn  many  facts  and 
procedures  of  practical  aid. 

Barnett  A.  Greene 

The  Infant  and  Child  in  Health  and  Disease, 
with  Special  Reference  to  Nursing  Care.  By 

John  Zahorsky,  M.D.,  and  Elizabeth  Noyes, 
R.N.  Second  edition.  Octavo  of  496  pages,  il- 
lustrated. St.  Louis,  C.  V.  Mosby  Company, 
1939.  Cloth,  $3.00. 

The  author  has  previously  written  many 
articles  and  a successful  book  for  pediatricians 
and  has  now  produced  a book  which  fits  into  a 
nurse’s  pediatric  education.  This  second  edition 
is  revised  in  accord  with  curricula  of  the  Na- 
tional League  of  Nursing  Education,  and  it 
stresses  the  normal  infant  and  child,  not  just  the 
diseases  or  the  nursing  of  the  sick  child.  Nurses 
or  doctors  must  comprehend  the  normal  baby 
before  they  can  interpret  the  pathologic.  There- 
fore, this  book  will  occupy  a place  of  importance 
in  nurses’  training  and  would  be  an  excellent 
source  for  a nurse  who  wishes  to  brush  up  on  her 
pediatric  instruction.  It  is  a good  source  book 
for  suggestions  for  the  doctor  who  must  prepare 
a speech  for  lay  groups,  such  as  parent-teacher 
associations.  The  first  chapter  should  be  studied 
by  all  parents,  particularly  nurses  and  doctors 
who  are  blessed  with  children  of  their  own. 

David  Edward  Overton 

The  Physiological  Basis  of  Medical  Practice. 

A University  of  Toronto  Text  in  Applied  Physi- 
ology. By  Charles  H.  Best,  M.D.,  and  Norman 
B.  Taylor,  M.D.  Second  edition.  Octavo  of 
1872  pages,  illustrated.  Baltimore,  Williams  & 
Wilkins  Co.,  1939.  Cloth,  $10. 

The  second  edition  of  this  work  proves  its 
value.  The  association  of  physiology  and  nor- 
mal function  with  abnormal  function  as  applied 
to  diseased  conditions  is  a newer  conception  of 
the  practice  of  medicine.  The  thoroughness  and 
completeness  of  treatment  in  relation  to  normal 
physiology  makes  clearer  some  abnormal  condi- 
tions. A study  of  this  volume  will  prove  of  value 
to  anyone  who  will  give  the  time  to  it. 

Henry  M.  Moses 
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Life  and  Letters  of  Dr.  William  Beaumont. 

By  Jesse  S.  Myer,  M.D.  Octavo  of  327  pages, 
illustrated.  St.  Louis,  C.  V.  Mosby  Co.,  1939. 
Cloth,  $5.00. 

It  is  fortunate  that  Dr.  Myer’s  biography  of 
America’s  pioneer  physiologist  has  been  re- 
printed. Dr.  Myer  has  set  down  in  entertaining 
fashion  all  the  known  facts  surrounding  the 
famous  experiments  on  Alexis  St.  Martin,  the 
story  of  which  stands  out  with  particular 
brilliance  against  the  background  of  Beaumont’s 
otherwise  colorless  life.  Much  of  the  book  con- 
sists of  clippings  and  excerpts  from  Beaumont’s 
diaries,  letters,  and  contemporary  newpapers, 
often  in  facsimile.  Photographs  are  also  present 
in  profusion.  All  of  this  material,  attesting  to  a 
tremendous  amount  of  research,  is  well  organized 
and  presented,  and  Dr.  Myer’s  own  style  is  clear 
and  concise.  There  are  two  introductions,  one  by 
Osier,  a complete  bibliography,  a good  index,  and 
a valuable  supplement  on  “literature  references 
and  abstracts  of  cases  of  gastric  fistulae  prior  to 
that  of  St.  Martin.” 

Milton  Plotz 

Materia  Medica,  Drug  Administration  and 
Prescription  Writing.  By  Oscar  W.  Bethea, 
M.D.  Fifth  edition.  Octavo  of  577  pages, 
illustrated.  Philadelphia,  F.  A.  Davis  Co., 
1939.  Cloth,  $5.00. 

This  edition  conforms  with  the  United  States 
Pharmacopoeia  XI  and  the  National  Formulary 
VI.  Some  drugs  and  prescriptions  have  been 
omitted  and  a large  number  of  prescriptions 
added. 

Part  1 describes  official  and  nonofficial  drugs 
and  Part  2 prescription  writing.  Most  prac- 
titioners could  read  the  latter  section  with 
interest  and  benefit.  The  usual  but  generally 
unsuccessful  plea  for  the  general  use  of  the 
metric  system  in  writing  is  made.  A good  op- 
portunity is  furnished  to  review  medical  latin, 
with  tables,  genitive  case  endings,  and  abbrevia- 
tions. 

In  Part  3,  a number  of  prescriptions  illustrate 
some  of  the  common  errors  with  corrections.  It 
is  a practical  and  useful  volume. 

W.  E.  McCollom 

Treatment  by  Manipulation.  By  A.  G.  Tim- 
brell  Fisher,  M.B.  Octavo  of  255  pages,  illus- 
trated. New  York,  Paul  B.  Hoeber,  Inc.,  1939. 
Cloth,  $3.75. 

The  author  of  this  work  aims  to  set  forth  the 
true  principles  of  manipulative  procedure  and 
place  the  latter  in  the  hands  of  medical  men  with 
proper  training  and  thus  stamp  out  the  increas- 
ing evil  of  unqualified  cults  from  the  days  of  the 
bone  setters  to  our  present  chiropractors. 

He  deals  with  the  various  schools  of  thought 
concerning  manipulation,  and  gives  the  views  of 
this  procedure  from  such  men  as  John  Hunter, 
John  Hilton,  H.  O.  Thomas,  Sir  James  Paget, 
and  Wharton  Hood.  Their  prejudices  against 
this  form  of  treatment  had  to  be  overcome,  ex- 
cept for  Paget’s  condemnation  for  “too  long  rest 
for  a joint.”  Hunter  also  thought  that  move- 
ments of  joints  were  valuable  after  sprains  and 
injuries  and  showed  that  inflammation  of  joints 
was  accompanied  by  the  outpouring  of  coagulable 
lymph  and  the  formation  of  adhesions. 


An  interesting  chapter  is  devoted  to  “The  Cult 
of  Osteopathy,”  from  its  introduction  in  1874  by 
Andrew  T.  Still  to  its  condemnation  in  a report 
of  the  House  of  Lords  in  1935. 

The  pathology  of  joints  benefited  by  manipu- 
lation may  fall  into  one  of  the  following  groups: 
(1)  cases  with  adhesions;  (2)  functional  or 
hysterical  cases;  (3)  unreduced  dislocations  or 
(4)  subluxations;  (5)  miscellaneous  group. 

The  technic  of  manipulative  treatment  with 
anatomic  and  pathological  sketches  are  very 
clearly  portrayed.  The  anatomy,  pathology,  and 
manipulative  technic  in  the  most  common  affec- 
tions of  the  spine  and  sacroiliac  joint  are  dealt 
with,  giving  very  valuable  hints  in  the  various 
procedures  used. 

Joseph  I.  Nevins 

Treatment  by  Diet.  By  Clifford  J.  Barborka, 
M.D.  Fourth  edition.  Octavo  of  691  pages, 
illustrated.  Philadelphia,  J.  B.  Lippincott  Co  , 
1939.  Cloth,  $5.00. 

This  book  has  become  a standard  in  the  past 
five  years  as  a guide  in  treating  disease  by  diet. 
This  fourth  edition  contains  considerable  new 
material,  particularly  on  vitamins  and  minerals 
and  also  on  the  treatment  of  Addison’s  disease. 

The  specific  diet  outlines,  however,  could  be 
shortened,  and  half  the  book’s  space  could  be 
saved  or  replaced  by  more  detailed  clinical  ob- 
servations and  nutritional  physiology.  Ketogenic 
diets  and  their  use  are  still  the  best  part  of  the 
book. 

The  author  refers  to  a simple  normal  dietary 
on  pages  28  and  29.  This  reference  seems  to  be  a 
typographical  error.  The  reader  can  find  this 
sample  of  a normal  diet  on  pages  42  and  43, 

Morris  Ant 


Disorders  of  the  Blood.  Diagnosis,  Pathol- 
ogy, Treatment  and  Technique.  By  Lionel  E. 
H.  Whitby,  M.D.,  and  C.  J.  C.  Britton,  M.D. 
Third  edition.  Octavo  of  603  pages,  illustrated. 
Philadelphia,  Blakiston  Co.,  1939.  Cloth,  $7.50. 

The  third  edition  of  Disorders  of  the  Blood  by 
Whitby  and  Britton  is  one  of  the  best  contribu- 
tions to  modern  literature  on  the  subject.  Writ- 
ten in  the  inimitable  style  of  the  Britton,  it  gives 
a lucid  and  up-to-the-minute  treatment  of  the 
subject  with  thoroughness.  Controversial  mat- 
ters are  handled  understandingly  and  not  buried 
in  a maze  of  useless  and  complex  considerations. 
The  student  is  therefore  not  left  in  a puzzled 
state  of  mind  but  with  the  issue  clearly  outlined. 

The  illustrations  are  excellent.  Although  not 
photographs,  they  depict  the  conditions  pictured 
faithfully.  After  each  chapter  is  an  excellent 
summary  and  an  adequate  list  of  pertinent  refer- 
ences. In  this  edition,  eighteen  pages  have  been 
added  to  the  text  as  well  as  a number  of  new 
figures.  The  section  on  technic  is  well  organ- 
ized, and  the  selection  of  methods  described 
manifests  unusually  good  discrimination.  In 
view  of  the  recent  advance  in  hematology,  par- 
ticularly concerning  knowledge  of  blood  changes 
in  vitamin  K deficiency,  sulfanilamide,  x-ray,  the 
deficiency  states,  etc.,  this  book  represents  a very 
valuable  addition  to  the  laboratory  worker  or 
physician  whose  work  brings  him  in  touch  with 
the  blood  in  the  laboratory  or  in  the  patient. 

Max  Lederer 
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Textbook  of  Medical  Treatment.  By  various 
authors.  Edited  by  D.  M.  Dunlop,  M.D. 
Octavo  of  1127  pages.  Baltimore,  Williams  & 
Wilkins  Co.,  1939.  Cloth,  $8.00. 

This  admirable  book  contains  over  1,000  pages 
of  sound  advice.  The  contributors  are  without 
exception  eminent  Scottish  physicians,  for  the 
most  part  members  of  the  medical  faculties  at 
Edinburgh,  Glasgow,  and  Aberdeen.  As  the 
preface  makes  clear,  "the  work  is  not  a small 
handbook  of  treatment  nor  yet  a vast  encyclo- 
pedia.” Although  pharmaceutics  is  not  neglected, 
"a  large  part  of  the  book  deals  not  with  drugs  but 
with  the  management  of  the  case  in  the  widest 
sense  of  the  term.”  On  the  whole,  the  editors 
have  succeeded  admirably  in  producing  a text- 
book which  is  simple,  clear,  up  to  date,  and 
sensible. 

Naturally,  the  individual  sections  are  of  vary- 
ing degrees  of  excellence.  Dr.  McNee’s  section 
on  the  liver  and  that  of  Drs.  Gilchrist  and  Hill  on 
diseases  of  the  heart  and  circulation  are  unusually 
good.  One  of  the  happiest  features  is  the  recog- 
nition of  the  importance  of  psychotherapy  in 
general  practice.  Dr.  MacCalman’s  chapter  on 
this  subject  is  a model  of  what  an  essay  of  this 
sort  should  be  and  deserves  wide  reading, 
possibly  in  the  form  of  a reprint  for  distribution 
to  senior  medical  students. 

Most  of  the  therapy  is  in  accord  with  good 
practice  in  this  country,  but  there  is  a deplorable 
tendency  to  recommend  proprietary  medica- 
ments. For  the  treatment  of  iron  deficiency 
anemias,  there  is  recommended  on  page  472  a 
list  of  six  preparations,  five  of  which  are  pro- 
prietaries in  which  the  dosage  is  given  in  such 
terms  as  “plastules”  without  any  indication  of 
their  iron  content. 

Milton  Plotz 

Brucellosis  in  Man  and  Animals.  By  I.  Forest 
Huddleson,  D.V.M.  Octavo  of  339  pages,  illus- 
trated. New  York,  The  Commonwealth  Fund, 
1939.  Cloth,  $3.50. 

This  is  a revised  edition  of  Brucella  Infection 
in  Animals  and  Man.  The  original  edition,  pub- 
lished five  years  ago,  dealt  chiefly  in  laboratory 
methods  of  diagnosis  while  the  revised  edition 
covers  the  clinical  aspects  of  the  disease  as  well. 

The  author,  with  the  assistance  of  Drs.  A. 
V.  Hardy,  J.  E.  DeBono,  and  Ward  Giltner,  as 
contributing  authors,  has  produced  a work  which 
should  be  valuable  to  all  medical  practitioners. 
It  goes  into  detail  concerning  epidemiology, 
pathology,  clinical  types  and  clinical  analysis, 
symptomatology,  and  treatment.  It  should  also 
prove  valuable  to  the  veterinarian  and  laboratory 
worker  who  may  turn  to  its  pages  for  any  infor- 
mation relative  to  brucellosis  in  animals. 

The  book  contains  forty  excellent  illustrations 
and  twenty-one  complete  case  reports. 

George  H.  Hopson 

Recent  Advances  in  Medical  Science.  A 
Study  of  Their  Social  and  Economic  Implica- 
tions. By  Sir  Edward  Mellanby,  M.D.  Duo- 
decimo of  62  pages.  Cambridge:  At  The 

University  Press;  New  York:  The  Macmillan 
Co.,  1939.  Paper,  $.75. 

This  small  volume  contains  the  Rede  Lecture 
delivered  by  Sir  Edward  Mellanby  before  the 


University  of  Cambridge  in  April,  1939.  In  it 
he  deals  with  the  effects  of  medical  discovery  on 
social  life  and  medical  practice,  both  within  and 
outside  the  hospital.  After  a brief  description 
of  the  chief  medical  advances  of  the  recent  past 
the  author  discusses  the  relation  of  poverty  and 
malnutrition  to  ill  health.  Mellanby  then  goes 
on  to  discuss  the  relation  of  medical  science  to  its 
application  by  means  of  legislative  schemes.  It 
is  his  opinion  that  the  state  of  medical  knowledge 
is  an  important  factor  in  any  attempt  to  dimin- 
ish morbidity  and  mortality  by  means  of  legisla- 
tive or  administrative  measures.  This  little  book 
is  well  written,  does  not  take  long  to  read,  and 
should  be  read  by  every  physician  concerned  with 
the  problems  facing  the  medical  profession  today. 

George  Rosen 

Treatment  in  General  Practice.  The  Manage- 
ment of  Some  Major  Medical  Disorders.  Vols. 
I and  II.  Octavo.  Boston,  Little,  Brown  and 
Co.,  1939.  Cloth,  $7.50. 

These  two  volumes  published  in  the  United 
States  contain  the  subject  matter  of  articles 
which  first  appeared  in  the  British  Medical 
Journal  and  later  were  published  in  England  in 
book  form.  The  first  volume  deals  with  the 
treatment  of  acute  infectious  diseases  and  of 
cardiovascular  and  some  lung  diseases.  The 
second  volume  discusses  chronic  conditions  such 
as  diseases  of  the  nervous  system,  digestive  sys- 
tem, and  blood,  rheumatic,  metabolic,  and  kid- 
ney diseases. 

The  articles  are  by  prominent  clinical  teachers 
of  Great  Britain  and  furnish  authoritative  ac- 
counts presented  in  a clear  fashion  without  too 
much  theoretical  discussion.  In  general,  the 
methods  of  therapy  are  very  much  like  those  of 
the  United  States. 

The  format  of  the  volumes  is  excellent  and  very 
creditable  to  the  publishers  who  are  well  known 
in  other  fields  but  have  not  yet  published  many 
medical  books. 

W.  E.  McCollom 

Functional  Disorders  of  the  Foot.  Their 
Diagnosis  and  Treatment.  By  Frank  D.  Dick- 
son, M.D.,  and  Rex  L.  Diveley,  M.D.  Octavo 
of  305  pages,  illustrated.  Philadelphia,  J.  B. 
Lippincott  Co.,  1939.  Cloth,  $5.00. 

A brief  description  of  the  evolutionary  develop- 
ment of  the  human  foot,  followed  by  some  salient 
anatomic  and  physiologic  facts  accompanied  by 
sketches,  gives  the  reader  a background  for  the 
chapters  to  follow. 

The  cardinal  functional  and  pathologic  condi- 
tions of  the  skin,  facia,  muscles,  blood  vessels, 
bones,  nails,  and  metabolic  disfunctions  of  the 
feet  are  described  in  their  order  with  a few  major 
operative  procedures  for  hallux  valgus. 

Other  chapters  of  importance  deal  with  foot 
exercises,  technic  for  strapping  the  feet,  and  the 
proper  selection  of  shoes. 

Joseph  I.  Nevins 

Laboratory  Manual  of  the  Massachusetts 
General  Hospital.  By  Francis  T.  Hunter,  M.D. 
Third  edition.  Duodecimo  of  119  pages.  Phila- 
delphia, Lea  & Febiger,  1939.  Cloth,  $1.75. 

This  book  was  originally  intended  as  a pocket 
outline  of  the  routine  laboratory  procedures  em- 


1060 


BOOKS 


[N.  Y.  State  J.  M. 


ployed  at  the  Massachusetts  General  Hospital 
to  be  used  by  the  interns.  For  that  purpose,  it  is 
good,  for  it  gives  briefly  a few  well-chosen  tests 
that  have  proved  reliable.  In  some  of  the  tests 
certain  pitfalls  and  sources  of  possible  error  are 
pointed  out.  It  cannot,  however,  be  of  great 
value  to  practitioners  who  might  be  interested 
in  many  other  tests  that  cannot  possibly  be  in- 
cluded in  a small  pocket  manual.  Moreover, 
this  book  merely  enumerates  the  tests  and  out- 
lines the  procedures,  but  it  does  not  give  any  in- 
terpretations or  physiologic  bases  on  which  these 
tests  depend,  facts  that  would  be  of  interest  to 
many  practitioners.  It  is,  however,  a good 
manual  for  those  who  wish  to  become  acquainted 
with  a relatively  small  number  of  reliable  pro- 
cedures used  routinely  in  hospitals. 

David  M.  Grayzel 

A History  of  Tropical  Medicine.  Based  on 
The  Fitzpatrick  Lectures  Delivered  Before  the 
Royal  College  of  Physicians  of  London,  1937- 
1938.  By  H.  Harold  Scott.  In  two  volumes. 
Octavo  of  1,165  pages,  illustrated.  Baltimore, 
Williams  & Wilkins  Co.,  1939.  Cloth,  $12.50 
per  set. 

This  history  of  tropical  medicine  is  intended 
not  only  for  the  specialist  in  tropical  diseases, 
many  of  which  are  coming  to  be  recognized 
everyday  in  nontropical  countries,  but  is  in- 


tended for  the  general  medical  man  as  well.  The 
recounting  of  the  conquest  of  diseases,  diseases 
that  now  are  familiar  to  all,  is  as  thrilling  as  any 
novel.  It  is  recommended  especially  for  light, 
late-evening  perusal. 

Andrew  M.  Babey 

The  Interrelationship  of  Mind  and  Body. 

Volume  XIX  of  a Series  of  Research  Publica- 
tions of  the  Association  for  Research  in  Nervous 
and  Mental  Disease.  Octavo  of  381  pages. 
Baltimore,  Williams  & Wilkins  Co.,  1939. 
Cloth,  $6.00. 

This  is  the  nineteenth  volume  issued  by  the 
Association  for  Research  in  Nervous  and  Mental 
Disease.  It  maintains  the  same  high  standard  of 
usefulness,  information,  and  clarity  of  presenta- 
tion as  the  previous  volumes.  The  subject  mat- 
ter, however,  lends  itself  more  readily  to  a 
philosophic  discourse. 

The  contributors  are  eminently  fitted  to  dis- 
cuss their  phase  of  the  subject,  and  the  editors 
have  done  a good  job  in  putting  the  material  into 
a coherent  whole. 

The  subject  is  presented  very  adequately.  It 
sums  up  our  knowledge  of  the  interrelationship 
of  mind  and  body  and  is  a volume  of  decided 
value. 

Joseph  L.  Abramson 


FOR  QUICK,  HANDY  REFERENCE  TO 
NEW  AND  NON -OFFICIAL  REMEDIES 

(Products  accepted  by  the  Council  on  Pharmacy  and  Chemistry  of  the 
American  Medical  Association) 

use  the  Classified  Directory  section 

of  the 

MEDICAL  DIRECTORY  OF  NEW  YORK 
NEW  JERSEY  AND  CONNECTICUT 


A concise  tabulation  of  the  accepted  products  has  been 
published  for  convenience  of  physicians  wishing  to 
check  quickly  the  products  they  consider  using  or 
prescribing.  For  more  leisurely  study  of  the  product, 
"New  and  Nonofficial  Remedies"  published  by  the 
American  Medical  Association,  supplies  detailed  infor- 
mation. 


Consult  the  Directory  for  a quick  check  on  products! 


NEW  YORK  STATE 
JOURNAL  of  MEDICINE 

Copyright  1940  by  the  Medical  Society  of  the  State  of  New  York 

Volume  40  July  15,  1940  Number  14 

Editorial 


The  Green  Light  Turns  on  Military  Preparedness 

Classification  of  physicians  for  military  service  in  the  Nation  has 
already  begun.  In  this  state,  owing  to  the  operation  of  the  revised 
Workmen’s  Compensation  Law,  the  medical  profession  has  been 
classified  for  some  time.  It  has  been  cooperating  with  the  Labor 
Department  on  a highly  satisfactory  basis  due  to  unremitting  hard 
work  on  behalf  of  injured  laborers  by  the  Labor  Department  and 
the  Compensation  Committee  of  the  State  Society.  It  works  well 
because  everyone  concedes  something  to  the  end  that  the  injured 
may  have  competent  service. 

No  one  today  would  propose  seriously  the  abandonment  of  traffic 
control  on  our  streets  because,  involving  regimentation  of  a sort,  it 
was  unconstitutional.  The  principle  under  which  the  profession 
has  classified  itself  with  respect  to  compensation  service  has  been 
thoroughly  tried  out,  and  the  administrative  machinery  exists 
under  control  of  the  profession  itself  in  the  State  Society  and  the 
county  units  to  facilitate  the  larger  task  ahead. 

Proposals  are  now  being  studied,  and  in  certain  experimental 
areas  have  been  put  into  actual  operation  for  simplification  of  wel- 
fare work  along  lines  similar  to  those  that  have  been  so  well  tested 
under  the  Workmen’s  Compensation  Law.  Thus,  the  profession 
in  New  York  State  is  already  experienced  in  the  administrative 
work  necessary  to  undertake  the  task  of  classification  of  physicians 
for  military  service. 

Since  the  greater  part  of  military  medicine  under  war  conditions 
consists  of  traumatic  surgery,  might  it  not  be  possible,  at  least  in 
this  state,  to  utilize  in  some  manner  our  reservoir  of  compensation 
cases  under  a military  training  plan?  No  other  considerable  source 
of  traumatic  material  exists  in  times  of  peace  or  preparation,  and 
merely  to  put  physicians  in  uniform  does  not  make  military  surgeons. 

Because  of  its  peculiarly  advanced  status  in  these  respects,  New 
York  State  could  be  utilized  as  an  experimental  area  with  the  co- 
operation of  its  universities  and  teaching  facilities.  The  long  experi- 
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ence  of  the  committees  of  the  State  Medical  Society,  which  now 
know  not  only  what  can  be  done  but  more  important  still  what 
cannot  be  done  successfully,  should  not  be  cast  into  the  discard  but 
utilized  to  the  fullest  possible  extent. 

To  focus  attention  on  the  variety  of  problems  encountered  in 
military  work  of  a kind  not  ordinarily  encountered  in  the  course  of 
civilian  practice,  we  publish  in  this  issue  a number  of  articles  related 
to  the  peculiar  enterprises  of  the  military  services.  Medicine  has 
a real  job  to  do.  It  must  furnish  well-qualified  men  for  the  military 
services,  it  must  conserve  well-qualified  men  for  the  needs  of  civilian 
practice,  it  must  revamp  its  postgraduate  training  opportunities  to 
the  exigencies  of  the  times,  and  it  must  study  intensively  the  changes 
in  procedure  and  education  necessitated  by  a new  method  of  warfare 
in  three  dimensions.  At  the  same  time  it  must  not  neglect  its 
campaign  for  more  efficient  administration  and  practice  with  respect 
to  welfare  work.  It  is  a large  order,  but  the  lights  are  green. 

Protecting  Insurance  in  Wartime 

In  considering  the  problems  of  defense  mobilization  and  those  of 
possible  future  active  war  service,  the  matter  of  physicians’  insur- 
ance arises.  Physicians  as  a group  depend  more  largely  on  insur- 
ance to  protect  their  families  and  their  old  age  than  almost  any 
other  group  of  citizens. 

Yet  among  those  first  called  upon  to  volunteer  their  services  are 
the  physicians.  To  those  who  respond  are  given  commissions  of 
the  rank  of  first  lieutenant  or  captain  with  net  pay  insufficient  to 
maintain,  in  many  instances,  the  insurance  programs  that  they 
have  set  up  as  their  principal  security.  These  insurance  programs 
have  been  based  on  their  earning  capacity  in  civil  life  and  frequently 
represent  their  only  resource  and  the  future  security  of  their  de- 
pendents. 

As  soon  as  the  physician  enters  military  service  his  accident  and 
life  contracts  are  jeopardized.  This  would  presumably  be  true  if 
his  entry  were  only  for  a training  period.  However,  in  case  no 
waiver  of  liability  existed,  as  in  the  instance  of  the  government 
war  risk  contracts  of  1917-1918,  there  would  still  be  the  matter  of 
premium  default. 

In  these  circumstances  he  might  avail  himself  of  one  of  the 
following  plans : 

1.  Automatic  extended  insurance  at  the  face  value  of  the  policy 
for  a period  dependent  upon  the  amount  of  cash  reserve  in  the 
policy.  This  constitutes  a lapse  of  the  policy  and  means  that  the 
physician  must  show  new  evidence  of  insurability  upon  his  return 
and  perhaps  reinstate  the  policy  at  a new  age  level. 

2.  Automatic  premium  loan — whereby  the  company  lends  the 
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insured  his  own  money  at  6 per  cent  interest  to  pay  the  premiums 
when  due,  up  to  the  point  where  the  cash  value  is  exhausted.  It 
seems  unlikely  that  in  the  depression  period  after  his  return  he 
would  be  able  to  pay  back  this  money  or  even  to  continue  paying 
the  6 per  cent  interest  plus  the  premiums.  Therefore,  he  would 
probably  be  forced  to  cancel  the  policy  eventually  and  would  have 
meanwhile  sacrificed  the  savings  represented  by  that  portion  of  the 
cash  value  that  has  been  spent. 

3.  A paid-up  insurance  policy,  at  a much  reduced  face  value 
dependent  upon  the  amount  of  existing  cash  reserve.  This  would 
automatically  greatly  reduce  the  protection  to  his  family  during  his 
absence  and  would  likewise  ruin  the  future  protection  for  his  old  age. 

To  provoke  discussion  of  this  subject,  we  suggest  that  there 
might  be  arranged  a basis  of  transfer  from  private  to  government 
insurance  at  cost  with  credits  for  earned  cash  surrender  values. 
For  if  military  service  is  to  become  a fixture  of  American  life  as 
seems  probable,  it  is  as  well  right  now  to  contemplate  a long-term 
program  for  physicians  with  respect  to  insurance. 

In  a matter  of  so  much  concern  to  the  savings  and  future  security 
of  physicians  and  others,  it  seems  to  us  highly  important  that  the 
question  of  a premium  moratorium  for  life  and  accident  policies 
should  be  opened  for  discussion  by  this  Society  and  its  component 
county  societies  without  loss  of  time.  A bill  for  compulsory  mili- 
tary training  is  before  Congress  now. 

Obsolete 

The  modern,  mobile  form  of  warfare  seems  to  have  precluded  the 
use  of  poison  gas.  At  least  mention  of  it  has  been  conspicuously 
absent  in  news  dispatches  of  the  current  fighting  in  Europe.  De- 
veloped for  and  adapted  to  static  warfare,  in  trenches  and  forti- 
fications of  the  fixed  type,  it  seems  to  have  been  outmoded  already, 
except  as  a weapon  of  attack  upon  relatively  fixed  civilian  popula- 
tions, by  the  motorization  of  troops. 

Gas  has  been  abandoned  apparently  in  favor  of  the  subtler  poison 
of  treachery — a poison  apparently  much  more  effective  in  that  it 
produces  casualties  among  civilians,  reaches  state  and  national 
capitals  in  adequate  concentrations  to  permeate  even  the  air- 
conditioned  rooms  of  legislatures,  and  destroys  the  morale  not  only 
of  fighting  men  but  also  of  workers.  There  is  no  mechanical  safe- 
guard against  it,  no  chemical  test  for  it. 

Gas  shells  were  marked,  as  many  will  recall,  with  a blue  or  a 
yellow  cross  in  the  ingenuous  days  of  our  immaturity.  As  we  have 
aged  and  civilization  has  progressed  to  new,  high  levels  of  idealism, 
the  old  symbols  and  practices  have  been  superseded  by  the  more 
subtle  and  effective  double  cross. 
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The  Miniature  Chest  Film 


The  procedure  of  periodic  x-ray  exami- 
nations of  everyone  to  facilitate  the  early 
detection  of  pulmonary  tuberculosis  in  the 
interest  of  public  health  is  no  new  meas- 
ure advocated  by  the  medical  profession. 
It  has  been  the  enormous  expense  of  such 
an  undertaking  that  has  hindered  until 
now  the  universal  application  of  this 
method  for  case-finding  surveys.  Only 
certain  industries,  certain  labor  organiza- 
tions, and  the  majority  of  nursing  schools 
have  employed  this  means  of  prophylaxis 
to  combat  routinely  the  so-called  white 
plague  and  to  nip  in  the  bud  incipient 
cases  of  pulmonary  phthisis. 

It  is  to  D’Abreu,  of  Brazil,  that  we  owe 
the  first  large-scale  case-finding  report  of 
tuberculosis.  In  1936  he  developed  the 
technic  of  photographing  fluoroscopic 
images  on  regular  small-size  moving- 
picture  film.  This,  of  course,  necessi- 
tated enlargement  either  by  development 
or  projection  before  an  accurate  reading 
could  be  made.  Potter,  Douglas,  and 
Birkelo,1 i  however,  have  devised  a method 

1 Potter,  H.  E.,  Douglas,  B.  H.,  and  Birkelo,  C.  C.: 
Radiology,  34:  283  (Mar.)  1940. 


of  photoroentgenography  that  enables  a 
team  of  6 individuals  to  take  permanent 
records  of  the  chests  of  large  numbers  of 
people  at  a rate  of  more  than  1 a minute. 
They  use  a 4-  by  5-inch  film.  In  the 
development  of  this  method,  the  diag- 
nostic accuracy  of  these  small  photo- 
graphs was  checked  against  films  of  full 
size  taken  on  the  same  patients  in  1,610 
cases.  The  percentage  of  error  in  the 
small-size  films  was  found  to  be  only  2.6 
per  cent. 

It  is  not  held  that  these  small  films 
furnish  the  wealth  of  detail  that  can  be 
seen  on  the  usual  chest  plate.  But  the 
fact  that  this  method  of  photoroentgenog- 
raphy costs  one-tenth  as  much  as  the 
standard  means  now  commonly  in  use  and 
that  it  is  more  than  97  per  cent  accurate 
in  recording  pulmonary  tuberculosis, 
which  can  be  detected  by  the  roentgenolo- 
gist, recommends  it  as  a prophylactic 
measure.  In  time  it  may  take  its  place 
with  those  other  simple  and  inexpensive 
measures  that  have  served  to  eradicate 
diphtheria,  smallpox,  and  a host  of  other 
conditions  as  menaces  to  the  public  health. 


Sound  Judgment 


It  is  always  refreshing  to  read  of  the 
clarity  of  vision  that  our  courts  apply 
to  the  solution  of  suits  brought  for  mal- 
practice. If  this  were  otherwise,  many 
an  injustice  would  be  done  to  capable, 
conscientious  physicians  who  have  ex- 
perienced an  unavoidable  surgical  acci- 
dent. 

A case  in  point  is  the  suit  brought  for 
facial  paralysis  following  radical  mas- 
toidectomy.1 The  plaintiff  contended 
that  the  operation  had  been  performed 
unskillfully  and  negligently.  The  medi- 
cal testimony,  on  the  other  hand,  was  un- 
conflicting and  was  in  accord  that  a 
radical  mastoidectomy  is  a delicate  opera- 
tion and  that  in  this  instance  it  had  been 
skillfully  performed,  except  that  the 
facial  nerve  within  the  field  of  operation 
had  been  injured.  Following  a directed 

i J.A.M.A.  114:  No.  23,  2329  (June  8)  1940. 


verdict  for  the  physician  an  appeal  was 
taken  by  the  plaintiff. 

The  higher  court  affirmed  the  judgment 
of  the  trial  court.  It  found  that  the 
facial  nerve,  where  it  was  injured,  was  in 
the  immediate  region  of  the  surgical 
field  and  that  in  this  type  of  operation 
there  is  always  danger  of  traumatizing  it, 
even  when  the  surgeon  operates  with  the 
highest  degree  of  skill.  The  court  also 
held  that  in  a case  of  this  sort  expert 
medical  testimony  is  the  controlling 
factor  since  the  only  questions  at  issue 
were  those  of  science. 

To  practice  medicine  in  its  highest 
sense  requires  courage,  and  it  is  such 
learned  judgment  that  is  ever  reassuring 
against  the  threat  of  a malpractice  action 
for  what,  as  in  this  instance,  is  an  un- 
avoidable incident  under  the  best  of 
circumstances. 


MEDICAL  PROBLEMS  OF  DIVING  AND  SUBMARINES* 

Lucius  W.  Johnson,  D.D.S.,  M.D.,  F.A.C.S.,  Washington,  D.  C. 

( Captain , Medical  Corps,  United  States  Navy) 


My  subject  is  quite  different  from 
those  commonly  heard  in  gatherings 
of  this  kind,  but  I hope  to  be  able  to  show 
that  the  problems  in  this  field  are  closely 
allied  to  some  of  those  that  you  encounter 
in  your  daily  practice. 

Man  is  designed  to  live  at  the  junction 
plane  of  two  great  fluid  oceans,  the  air 
above  him  and  the  water  below,  but  he  is 
a restless  creature  not  content  to  remain 
where  he  belongs.  He  yearns  to  voyage 
up  into  the  heavens  and  down  into  the 
ocean  depths.  For  many  centuries  he  was 
restricted  in  his  excursions  by  the  lack  of 
wings  to  fly  and  fins  to  swim,  but  re- 
cently he  has  devised  ships  for  each  of 
these  purposes. 

Still  chafing  at  his  limitations,  he  wants 
to  go  higher  and  higher  and  deeper  and 
deeper,  but  he  lacks  the  special  vital 
equipment  that  enables  birds  and  fishes 
to  adapt  themselves  to  the  conditions  of 
their  environment.  When  man  attempts 
to  fly  he  is  a sad  bird,  and  when  he  tries 
to  live  under  water  he  is  but  a poor  fish. 
However,  he  persists  in  his  efforts  to 
penetrate  the  regions  where  he  is  ill 
fitted  to  survive  and  calls  on  the  medical 
man  to  aid  him.  Thus  we  have  need  for 
two  new  branches  of  the  healing  art — 
aviation  medicine  and  submarine  medi- 
cine. 

At  first  glance  it  might  appear  that 
these  two  are  as  widely  separated  as  any 
two  fields  of  human  endeavor  could  well 
be,  but  when  we  begin  to  delve  a little 
deeper  we  find  this  is  not  true.  Many  of 
the  problems  of  each  branch  are  concerned 
with  respiration  and  the  behavior  of  gases 
in  the  tissues.  For  instance,  when  a diver 
is  brought  up  too  rapidly  from  a depth  of 
200  feet  we  expect  to  see  some  of  the  same 


* Illustrated  by  slides  and  moving  pictures. 


symptoms  that  may  occur  when  an 
aviator  flies  his  machine  to  a height  of 
20,000  feet  in  eight  minutes.  They  are  the 
same  phenomena,  governed  by  the  same 
laws,  but  at  opposite  ends  of  the  axis. 

Life  in  Submarines 

Many  of  the  implements  of  war  that  we 
are  accustomed  to  regard  as  modern  were 
first  successfully  employed  in  the  Ameri- 
can Civil  War;  among  these  was  the  sub- 
marine. There  had  been  much  experi- 
mentation with  underwater  craft,  but 
little  was  known  of  them  until  the  Con- 
federate submarine  “Hunley”  sank  the 
Union  corvette  “Housatonic”  off  Charles- 
ton, South  Carolina,  in  the  night  of 
February  17,  1864.  Since  then  there  has 
been  the  rapid  development  with  much  of 
which  you  are  probably  familiar  (Fig.  1). 

Few  people  realize  the  dangers,  discom- 
forts, and  difficulties  under  which  sub- 
marine crews  work.  Necessary  limita- 
tions of  weight  and  space  forbid  many 
features  that  are  desirable  for  safety  and 
comfort.  The  quarters  are  cramped; 
storage  space  is  limited;  meals  are  ir- 
regular because  of  the  inconvenience  of 
preparing  and  serving  food;  bathing  and 
toilet  facilities  are  reduced  to  the  mini- 
mum ; and  the  same  air  must  be  breathed 
over  and  over  while  submerged.  Only 
the  hardiest  and  most  alert  men  can  con- 
tinue to  carry  on  with  their  arduous  work 
day  after  day  under  such  conditions. 
The  crews  are  necessarily  small,  and  each 
man  has  to  perform  duties  that  are  es- 
sential to  the  safety  of  all.  Therefore,  it 
is  necessary  to  choose  men  for  submarine 
work  with  the  greatest  care. 

The  process  of  selection  begins  at  the 
recruiting  office.  Out  of  every  100  young 
men  who  apply  for  enlistment  in  the 
Navy,  only  11  are  able  to  satisfy  the 
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Official  Navy  Photo 

Fig.  1.  Submarines  and  mother  ship.  When  in  port  most  of  the  crew  eat  and  sleep  aboard  the 

tender. 


mental  and  physical  requirements  and  to 
last  through  the  period  at  the  training 
station.  Of  those  who  survive  this  strenu- 
ous trial,  as  many  as  25  per  cent  may 
fail  to  qualify  in  the  course  of  submarine 
training.  The  medical  officer  has  the  task 
of  weeding  out  those  with  chronic  res- 
piratory tract  infections,  mental  in- 
stability, fault v teeth,  and  a host  of  other 
disabilities  that  might  cause  a man  to 
fail  at  a crucial  moment.  The  margin  of 
safety  in  a submarine  is  very  small,  and 
a few  moments  of  inattention  on  the  part 
of  a man  who  is  physically  ailing  may 
cause  the  loss  of  ship  and  crew. 

The  period  of  submergence  is  limited 
not  so  much  by  considerations  of  mate- 
rial as  by  the  mental  and  physical  endur- 
ance of  the  personnel.  For  men  to  live 
and  work  in  a closed  space,  such  as  a sub- 
marine, it  is  necessary  to  provide  an 


adequate  supply  of  oxygen,  to  remove 
carbon  dioxide,  and  to  provide  a wet  bulb 
temperature  not  over  75  F 

A man  at  rest  requires  about  250  cc.  of 
oxygen  per  minute  or  about  750  cubic  feet 
in  twenty-four  hours.  When  hard  work 
is  performed  this  amount  is  increased 
many  times.  Therefore,  the  men  are 
trained  to  perform  their  duties  smoothly 
and  with  the  least  possible  effort  so  that 
oxygen  may  be  conserved.  Rebreathing 
air  for  prolonged  periods  has  been  found 
to  be  safe  if  new  oxygen  is  supplied  to  re- 
place that  used  in  the  body.  There  do  not 
appear  to  be  any  cumulative  poisons 
added  by  respiration  other  than  carbon 
dioxide. 

At  present  it  is  customary  to  carry 
enough  oxygen  in  submarines  to  last  the 
crew  of  40  to  60  men  about  seventy-two 
hours. 
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Dangers  of  Anoxemia 

When  the  percentage  of  oxygen  falls 
from  the  usual  20.9  to  about  15  per  cent, 
the  average  person  begins  to  feel  the 
first  symptoms  of  anoxemia.  A somewhat 
greater  tolerance  can  be  developed  by 
training,  but  anoxemia  is  a most  insidi- 
ous and  dangerous  condition.  Even  an 
experienced  hand  may  have  as  the  first 
symptom  a delighted  and  devilish  feeling 
of  exuberance,  like  that  we  all  hope  to 
get  from  alcohol.  Such  a reaction  in  a 
key  man,  with  distortion  of  judgment  and 
an  insane  conviction  of  his  own  infal- 
libility, may  be  a serious  menace  to  the 
safety  of  the  ship  and  its  crew,  so  every 
precaution  is  taken  to  avoid  this  danger. 

Anoxemia  developing  in  this  way  is,  of 
course,  identical  in  its  symptoms  with 
that  seen  in  certain  diseases  such  as 
pneumonia,  or  with  anesthetics,  such  as 
nitrous  oxide,  that  act  by  reducing  the 
availability  of  oxygen.  It  is  a problem 
common  to  aviation  and  deep  diving. 
Loss  of  consciousness  may  occur  quite 
suddenly,  or  there  may  be  loss  of  memory 
or  reasoning  power  with  emotional  out- 
bursts and  muscular  incoordination.  The 
highly  specialized  nervous  tissues  of  the 
brain  and  spinal  cord  require  twice  as 
much  oxygen  as  other  tissues,  and  they 
are  the  ones  most  affected  by  the  lack  of 
oxygen.  If  it  be  prolonged,  curtailment 
of  oxygen  may  cause  widespread  and 
permanent  damage  to  the  central  nervous 
system. 

A recent  article  by  Colonel  Grow,1  of 
the  Medical  Corps  of  the  Army,  brings 
to  our  attention  the  fact  that  these  same 
symptoms  of  anoxemia  may  follow  ex- 
posure to  severe  cold.  This  is  probably 
due  to  two  causes:  first,  the  oxygen- 
carrying power  of  the  blood  is  reduced, 
and  second,  the  ability  of  the  chilled 
tissues  to  take  the  available  oxygen  from 
the  blood  is  lowered.  This  result  of  pro- 
longed exposure  to  cold  may  be  observed 
in  aviators,  in  crews  of  submarines  operat- 
ing in  cold  waters,  and  in  divers  who  must 
remain  immersed  for  long  periods  in 
water  near  the  freezing  point. 

Carbon  dioxide  must  be  removed  from 


rebreathed  air.  A man  puts  out  slightly 
less  carbon  dioxide  than  the  oxygen  he 
absorbs  because  some  of  the  oxygen  is 
used  in  various  ways  in  the  body  me- 
tabolism. In  submarine  operations  the 
amount  of  carbon  dioxide  is  carefully  con- 
trolled and  is  not  allowed  to  rise  above  3 
per  cent,  even  though  no  symptoms  would 
usually  be  felt  until  it  rose  above  5 per 
cent.  The  familiar  feeling  of  drowsiness 
with  headache  is  quickly  recognized  as  an 
early  symptom.  Modern  carbon  dioxide 
absorbents  are  many  times  more  efficient 
than  the  soda  lime  that  was  formerly  used, 
and  removal  of  this  gas  is  easily  done. 

Modern  air  conditioning  of  submarines 
has  greatly  reduced  the  discomforts  under 
which  the  crews  live  and  work.  Circula- 
tion of  the  air  and  removal  of  the  excess 
moisture  are  the  principal  features.  A 
wet-bulb  temperature  of  about  60  F.  ap- 
pears to  be  ideal,  and  it  should  be  kept 
below  75  F.,  for  when  it  goes  above  that 
point  there  is  rapid  increase  in  discom- 
fort and  decrease  in  efficiency. 

I well  remember  the  first  time  I went  down  in  a 
submarine — more  than  twenty-five  years  ago. 
It  was  hotter  inside  the  ship  than  grandfather’s 
attic  on  an  August  afternoon.  The  dim  carbon - 
filament  lamps  gave  everybody  a ghastly,  lemon- 
yellow  color,  which  exactly  reflected  my  feelings. 
The  smell  of  oil  was  nauseating  until  it  was  over- 
whelmed by  the  more  unpleasant  body  odors. 
A few  minutes  after  the  hatches  were  dogged 
down  our  clothes  were  saturated  with  perspira- 
tion, while  moisture  dripped  from  every  metal 
surface.  It  was  a great  contrast  when  I recently 
visited  one  of  the  latest  models.  The  air  was 
dry,  fresh,  and  invigorating.  The  only  odor  was 
that  of  good  navy  chow,  which  was  being  pre- 
pared on  shining  electric  stoves.  To  accomplish 
this,  there  was  general  air  conditioning,  and  the 
dehumidifying  apparatus  removed  as  much  as  5 
gallons  of  water  an  hour  from  the  air. 

Rescue  Apparatus 

There  are  several  types  of  devices  that 
are  designed  to  aid  in  saving  the  lives  of 
men  who  are  imprisoned  in  sunken  sub- 
marines. The  common  ones  are  the  lung, 
which  is  worn  by  the  individual  man,  and 
the  rescue  chamber,  which  is  a submarine 
elevator  capable  of  carrying  8 to  10  men 
at  a time. 
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Fig.  2. 

1.  Nose  clip. 

2.  Shut-off  valve. 

3.  Rubber  mouth  piece. 

4.  Metal  mouth  piece  (housing). 

5.  Inhalation  tube. 

6.  Exhalation  tube. 

7.  Canister  filling  cap  (canister  inside  of  bag) 

8.  Air  chuck  on  oxygen  hose. 


Rescue  lung. 

9.  Oxygen  inlet  valve. 

10.  Breather  bag. 

11.  Chains  for  holding  down  clamps. 

12.  Holding  down  clamps  (trousers). 

13.  Oxygen  hose. 

14.  Belt  strap. 

. 15.  Shoulder  strap. 

16.  Relief  valve  (flutter). 
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The  lung  (Fig.  2)  consists  of  a rubber 
bag  filled  with  oxygen  at  the  pressure 
under  which  the  man  starts  his  ascent. 
It  contains  also  a canister  of  carbon- 
dioxide  absorbent.  The  man  breathes 
the  oxygen  from  the  bag  and  exhales 
through  the  canister.  The  amount  of 
oxygen  supplied  is  sufficient  to  last  a man 
about  forty  minutes.  He  goes  up  ayline 
that  is  knotted  at  certain  distance^,  and 
he  is  taught  to  decompress  himself  by 
stopping  at  each  knot  for  a definite 
number  of  breaths.  In  tank  experiments, 
ascents  have  been  made  from  a simulated 
depth  of  300  feet. 

Practice  in  the  use  of  the  lung  is  a part 
of  the  training  for  all  men  of  the  crews  of 
submarines  (Fig.  3).  It  has  been  found 
that  men  who  are  temperamentally  unfit 
for  submarine  duty  are  automatically 
weeded  out  by  the  lung  training.  Several 
deaths  have  occurred  while  practicing 
with  the  lung,  one  while  ascending  from  a 
depth  of  only  15  feet.  Dr.  Behnke,2  of  the 
Medical  Corps  of  the  Navy,  has  demon- 
strated the  mechanism  of  such  deaths. 
The  excessive  pressure  when  the  man  fails 
to  carry  out  his  instructions  and  holds  his 
breath  may  force  the  air  through  the 
pulmonary  circulation  into  the  blood 
stream  and  cause  air  embolism.  This 
same  phenomenon  has  occurred  in  trom- 
bone players. 

The  rescue  chamber  (Figs.  4 and  5)  was  de- 
veloped by  members  of  the  Navy’s  Experimental 
Diving  Unit,  and  it  had  its  first  practical  test 
when  the  U.  S.  S.  “Squalus”  sank  in  240  feet  of 
water  in  May,  1939.  Thanks  to  this  device,  all 
of  the  33  living  men  were  rescued.  It  is  a steel 
chamber,  7 feet  in  diameter  and  10  feet  high, 
divided  into  an  upper  closed  compartment  and  a 
lower,  open  one.  They  are  separated  by  a bulk- 
head that  has  a watertight  hatch.  In  the  lower 
compartment  is  a reel  of  wire  driven  by  an  air 
motor.  When  the  chamber  is  to  be  lowered,  a 
diver  goes  down  to  the  submarine  and  attaches 
a steel  cable  to  the  eye  on  the  escape  hatch.  The 
chamber  is  then  placed  in  the  water  with  just 
enough  buoyancy  to  keep  it  afloat.  The  motor  is 
started  and  reels  in  the  steel  cable,  pulling  the 
chamber  down  to  the  submarine  where  the  lower 
rim  of  the  chamber  is  firmly  seated  on  the  hatch. 
The  water  is  then  blown  out  of  the  lower  compart- 
ment, and  the  hatch  opens  to  allow  the  men  to 
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Fig.  3.  Tower  for  training  in  diving  and  sub- 
marine rescue  work.  Any  depth  of  water,  up  to 
100  feet  can  be  arranged. 

ascend  from  the  submarine  to  the  upper  compart- 
ment. The  chamber  is  then  pulled  to  the  sur- 
face, and  the  men  leave  through  a hatch  in  the 
top  of  the  chamber.  In  the  “Squalus”  rescue  9 
men  were  carried  at  a time,  in  addition  to  the  2 
who  descended  in  the  chamber  to  operate  its 
mechanism. 

Such  a complicated  device  is  likely  to  develop 
kinks  the  first  few  times  it  is  used,  and  there  was 
a most  dramatic  episode  during  the  fourth  trip 
of  the  rescue  chamber,  which  may  be  an  old 
story  to  you  all.  The  last  8 men  entered  the 
chamber,  and  it  started  its  slow  ascent.  Ten 
minutes  later,  with  only  150  feet  to  go,  it  came  to 
a jarring  stop.  The  downhaul  cable  was  jammed 
on  the  reel.  Efforts  to  free  it  were  unsuccess- 
ful, and  an  hour  and  one-half  later  the  chamber 
lay  on  the  bottom  while  divers  worked  to  rig  new 
wire.  Ten  men  were  imprisoned  in  a narrow 
steel  cylinder,  240  feet  below  the  surface.  Those 
on  the  tender  above  were  terrified.  It  was  nearly 
midnight,  and  the  sea  was  growing  rougher. 
As  the  vessel  rolled  and  pitched  a great  strain 
was  thrown  on  the  cable  which  held  the  chamber. 
One  by  one,  its  strands  began  to  part.  Divers 
who  went  down  to  bend  on  a new  wire  were 
fouled  in  the  snarl  of  loose  strands  and  were 
unable  to  finish  their  job.  A remarkable  feat 
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Fig.  4.  Submarine  rescue  chamber. 
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Fig.  5.  Cross  section  of  rescue  chamber. 
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was  accomplished  when  a diver  was  able  to  find 
the  downhaul  cable  in  the  dark  and  sever  it  with 
the  underwater  cutter.  Then,  as  a last  des- 
perate resort,  it  was  decided  to  try  pulling  in 
the  cable  by  hand,  with  the  hope  that  it  would  be 
possible  to  get  the  stranded  portion  aboard  before 
it  parted.  Foot  by  foot  the  wire  came  aboard, 
and  at  last  the  loose  strands  appeared  above  the 
water.  The  men  carefully  eased  it  aboard  until 
they  could  get  a secure  hold  on  the  good  part, 
and  the  battle  for  life  was  won.  More  than  four 
hours  after  entering  the  chamber  the  last  of  the 
survivors  stepped  aboard  the  tender. 

This  rescue  could  not  have  been  accomplished 
without  the  aid  of  several  new  mechanical  de- 
vices and  perfect  discipline. 

Diving  Problems 

In  the  British  Museum  is  a bas-relief 
carved  by  an  unknown  Assyrian  sculptor 
in  the  temple  at  Ninevah  nearly  a thou- 
sand years  before  Christ.  Its  meaning 
has  long  been  a source  of  heated  contro- 
versy. One  group  contends  that  it  rep- 
resents a diver  taking  down  with  him  a 
goatskin  full  of  air  to  breathe.  Another 
school  of  thought  interprets  it  as  a warn- 
ing showing  death  by  drowning  to  be  the 
appropriate  punishment  for  those  who 
play  on  bagpipes.  Whatever  the  decision 
may  be,  and  we  don’t  intend  to  sit  up  for 
it,  there  can  be  little  doubt  of  the  ex- 
treme antiquity  of  diving  with  mechanical 
aids. 

Legendary  figures  of  the  past  were 
credited  with  the  ability  to  stay  under 
water  for  periods  of  one  to  four  hours 
without  any  mechanical  assistance,  but 
the  best  modern  record  for  holding  the 
breath  is  given  by  Haldane  and  Priestly3 
as  fifteen  minutes  and  thirteen  seconds, 
after  deep  breathing  of  oxygen.  Naked 
divers  go  to  depths  of  120  to  130  feet, 
but  their  stay  is  so  short  that  not  enough 
nitrogen  is  dissolved  in  the  tissues  to 
cause  serious  damage,  and  they  may  es- 
cape the  bends  for  long  periods.  The 
danger  increases  with  repeated  dives, 
especially  if  the  rest  periods  are  short. 
When  mechanical  devices  that  permit  the 
diver  to  go  deeper  and  to  remain  down 
longer  are  employed,  the  dangers  rapidly 
multiply. 

The  modern  diving  dress  has  undergone 


little  change  since  Augustus  Siebe,  in 
1837,  demonstrated  his  new,  closed  type. 
This  has  increased  the  safe  working  depth 
for  divers,  but  it  has  also  greatly  increased 
the  associated  problems.  During  the 
salvage  and  rescue  operations  that  fol- 
lowed the  sinking  of  the  U.  S.  S.  “Squa- 
lus,”  nearly  seven  hundred  dives  were 
made  under  conditions  that  required  the 
development  of  many  new  methods  and 
devices.  Successful  solutions  of  most  of 
those  problems  were  found,  and  they 
point  the  way  to  safe  diving  at  much 
greater  depths.  We  may  soon  have 
divers  working  with  safety  at  depths  of 
400  to  500  feet. 

The  principal  dangers  to  divers  that 
interest  the  medical  man  are  asphyxia 
from  insufficient  air  supply,  blowing  up 
to  the  surface,  falling  or  being  squeezed, 
and  caisson  disease  or  bends. 

Asphyxia  is  rare  when  modern  appara- 
tus is  used  with  lines  and  hoses  skillfully 
handled.  Unconsciousness  from  excess 
of  carbon  dioxide  occurs  occasionally,  but 
it  usually  disappears  as  the  diver  is  brought 
to  the  surface.  The  effect  of  carbon  di- 
oxide is  in  direct  proportion  to  the  pres- 
sure, and  as  the  pressure  is  reduced  the 
carbon  dioxide  effect  disappears.  Three 
per  cent  of  carbon  dioxide  may  be  per- 
missible at  the  surface,  but  at  a 100- 
foot  depth  its  effect  would  be  multiplied 
four  times  and  the  symptoms  would  be- 
come serious.  The  diver  would  become 
unconscious  and  remain  so  until  he  ap- 
proached the  surface. 

Blowing  up  may  occur  when  the  normal 
escape  of  the  excess  air  from  the  diving 
dress  through  the  outlet  valve  is  pre- 
vented in  any  way.  The  diver  frequently 
manipulates  this  valve  to  accommodate 
himself  to  the  requirements  of  his  work. 
If  not  skillfully  controlled,  the  pressure 
within  the  suit  may  increase  until  the 
buoyancy  is  so  great  that  the  diver  rises 
rapidly  to  the  surface.  Aside  from  the 
danger  of  injury  by  striking  the  tender  or 
becoming  fouled,  there  is  the  effect  of 
sudden  reduction  of  pressure  when  he  is 
released  from  his  diving  dress. 

The  former  method  of  treatment  was 
to  send  the  diver  down  again  to  the  depth 
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Fig.  6.  Looking  into  the  decompression 
chamber. 

from  which  he  had  been  blown  up,  and 
then  put  him  through  the  regular  stages 
of  decompression.  If  a man  were  seri- 
ously injured,  he  might  be  placed  in 
jeopardy  from  his  wounds  if  he  were  sent 
down  alone  in  his  diving  dress  for  an 
hour  or  more  of  decompression,  and  there 
might  be  equal  danger  of  permanent  dis- 
ability from  bends  if  he  were  not  sent 
down.  That  dilemma  is  mercifully 
avoided  now  by  the  use  of  the  compres- 
sion chamber  (Fig.  6).  The  man  is 
brought  aboard,  placed  in  the  chamber 
with  the  doctor  or  other  attendant  if 
necessary,  and  the  pressure  is  rapidly 
raised.  There  he  can  be  kept  warm,  fed, 
and  receive  whatever  treatment  is  neces- 
sary while  undergoing  decompression. 
Blowing  up  occurred  several  times  during 
the  salvage  of  the  “Squalus,”  but  thanks 
to  skillful  handling,  no  permanent  dam- 
age was  sustained  by  any  of  the  men. 

Falls  under  water  are  very  dangerous, 
especially  when  they  occur  at  a moderate 
depth,  because  the  air  pumps  cannot 
raise  the  pressure  within  the  suit  quickly 
enough  to  compensate  for  the  outside 
pressure.  For  every  33  feet  of  increase  in 
depth,  the  pressure  will  increase  by  14.7 
pounds  per  square  inch.  Suppose  a man 
working  near  the  surface  falls  30  feet,  the 
pressure  will  suddenly  increase  by  nearly 
a ton  on  every  square  foot  of  his  body. 
This  irresistible  force  will  crush  his  body 


into  the  rigid  helmet,  causing  serious 
injury  or  death.  The  greater  the  depth 
at  which  he  is  working,  the  less  serious 
are  the  results,  but  a fall  through  even 
a moderate  depth  may  cause  serious 
hemorrhage  from  the  nose  or  lungs. 

Bends 

Caisson  disease  or  bends  has  been 
known  for  centuries  as  a serious  hazard  of 
diving.  All  through  the  ages  it  has  been 
recorded  that  divers  suffered  tormenting 
pains,  that  they  were  blinded  or  paralyzed, 
and  that  many  died.  Several  explana- 
tions of  the  cause  of  bends  have  been  pro- 
posed, but  since  1912  there  has  been 
general  acceptance  of  the  conclusions 
reached  many  years  earlier  by  Bert.4 
He  showed  that  the  pathology  and  the 
symptoms  were  due  to  saturation  of  the 
tissues  by  nitrogen  under  pressure.  On 
this  basis  decompression  tables  have  been 
worked  out  for  different  depths  and  times 
of  exposure.  When  they  are  carefully 
followed,  the  danger  of  bends  is  almost 
completely  eliminated. 

The  etiology  of  bends  reduced  to  its  simplest 
terms  is  this : A man’s  body  consists  of  about  80 
per  cent  water,  15  per  cent  fat,  and  5 per  cent  of 
solids — mostly  bone.  Fat  and  water  will  ab- 
sorb definite  amounts  of  the  gases  that  constitute 
the  air,  and  these  amounts  vary  directly  as  the 
pressure.  When  a man  breathes  compressed  air 
the  gases  are  carried  to  the  various  tissues  by  the 
blood  in  the  proportion  of  their  partial  pressures. 
The  oxygen  is  used  in  tissue  metabolism,  but 
the  inert  nitrogen  remains  and  gradually  satu- 
rates all  the  tissues  at  the  increased  pressure. 

If  the  pressure  is  then  gradually  reduced,  as  in 
stage  decompression,  the  nitrogen  is  again  taken 
up  by  the  blood  stream  and  given  off  through  the 
lungs  with  no  harm  done.  But  if  the  pressure  is 
reduced  too  rapidly  for  the  tissues  to  get  rid  of 
their  nitrogen,  it  forms  bubbles  either  in  the 
tissues  or  in  the  blood  stream.  The  bubbles  may 
act  as  emboli  or  may  exert  harmful  pressure  on 
delicate  tissues.  The  volume  of  a gas  varies 
inversely  as  the  pressure,  and  so,  in  ascending 
from  a depth  of  200  feet  to  the  surface,  a bubble 
of  nitrogen  would  expand  to  six  times  its  original 
volume.  This  expansion  within  the  tissues  pro- 
duces the  pathology  and  symptoms  of  bends. 
Until  recently,  nitrogen  was  the  only  gas  known 
to  act  in  this  way  in  the  body,  but,  since  experi- 
ments in  the  use  of  helium  for  diving  have  been 
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carried  on,  it  has  been  found  that  this  gas  is  also 
capable  of  causing  bends  through  the  same 
mechanism. 

The  presence  of  gas  in  tissue  has  re- 
cently been  demonstrated  by  the  x-ray,5 
and  this  is  the  first  time,  so  far  as  those 
authors  could  discover,  that  the  cause  of 
the  disease  has  been  proved  in  this  way. 
Their  case  is  not  entirely  clear,  for, 
with  this  amount  of  gas  in  the  region  of 
the  knees  if  it  were  caisson  disease,  there 
must  have  been  equal  amounts  in  other 
parts  of  the  body,  especially  the  spinal 
cord,  and  there  should  have  been  ex- 
tensive paralysis  and  areas  of  hyperal- 
gesia. The  symptoms  would  not  have 
been  limited  to  the  region  of  the  knees. 
Could  it  have  been  a case  of  traumatic 
emphysema? 

There  is  an  element  of  time  as  well  as 
of  depth  in  the  development  of  bends. 
Nitrogen  being  an  inert  gas,  saturation 
occurs  slowly,  and  more  than  an  hour 
would  be  required  to  saturate  all  tissues 
of  the  body  at  any  degree  of  increased 
pressure.  The  reverse  is  also  true.  De- 
saturation occurs  slowly,  and  the  as- 
cending diver  must  be  held  for  consider- 
able intervals  at  several  levels  so  that  the 
dissolved  gas  may  be  gradually  taken  up 
by  the  blood  and  brought  to  the  lungs, 
whence  it  escapes  from  the  body.  The 
formulas  for  computing  the  rate  of  ascent 
of  a diver  are  rather  complicated,  and 
there  is  no  need  to  go  deeply  into  them 
here. 

One  salient  point  is  that  the  ascent  may 
last  several  times  as  long  as  the  useful 
part  of  the  dive.  After  staying  the  safe 
period  at  the  working  level,  the  diver  may 
have  to  remain  more  than  an  hour  in  the 
dark,  icy  water  before  he  can  be  surfaced. 
This  is  a costly  matter  to  the  employer 
and  an  unpleasant  one  for  the  diver,  so 
there  is  a constant  temptation  to  cut 
short  the  time  of  ascent.  Hence,  we  still 
have  cases  of  bends,  and  several  states 
have  found  it  advisable  to  pass  laws  which 
stringently  control  the  decompression  of 
divers. 

One  means  of  improving  the  conditions 
of  the  ascent  has  been  the  development  of 


the  compression  chamber,  of  which  there 
are  two  principal  types.  The  submersible 
chamber  is  lowered  from  the  tender  to  the 
depth  where  the  diver  would  make  his 
first  stop  for  decompression.  He  enters 
the  chamber  where  the  attendant  removes 
his  helmet  and  raises  the  pressure  to  the 
desired  point.  Decompression  is  then 
carried  on  in  relative  comfort.  The  fixed 
type  of  rescue  chamber  is  located  on  the 
tender  or  on  the  dock.  When  the  diver 
has  finished  his  time  on  the  bottom  he  is 
brought  rapidly  to  the  surface,  undressed, 
and  put  in  the  chamber  for  decompression. 
These  chambers  have  greatly  reduced  the 
discomforts  of  the  diver  and  have  made 
it  possible  for  the  doctor  to  enter  the 
chamber  with  the  man  to  administer  any 
necessary  treatment  in  cases  of  emer- 
gency. 

Research  Problems 

The  research  workers  of  the  Navy’s 
Experimental  Diving  Unit  have  made  ex- 
tensive studies  of  the  value  of  pure  oxy- 
gen, argon  mixtures,  and  helium  as  sub- 
stitutes for  air  in  diving.  It  was  found 
that  mixtures  in  which  argon  predomi- 
nated would  induce  greater  stupefaction 
and  neuromuscular  impairment  than  when 
air  was  used.  This  effect  quickly  disap- 
peared when  air  was  substituted  for  the 
argon  mixture. 

When  pure  oxygen  was  used,  it  soon 
became  evident  that  there  is  a definite 
limit  to  the  amount  of  oxygen  under  pres- 
sure that  the  body  can  stand,  and  this 
should  be  remembered  when  the  oxygen 
tent  is  used.  When  this  limit  is  passed, 
there  may  be  muscular  twitchings,  mental 
instability,  or  even  convulsions.  No  seri- 
ous results  were  observed  after  breathing 
pure  oxygen  for  several  hours  at  normal 
atmospheric  pressure. 

Helium  mixed  with  oxygen  was  found 
to  have  very  definite  advantages  over  air 
as  a respiratory  gas  for  deep  diving.  It 
has  definite  disadvantages  also,  which  are 
largely  due  to  the  fact  that  it  is  a much 
lighter  gas,  only  one-seventh  the  weight  of 
nitrogen.  The  use  of  helium-oxygen  mix- 
tures in  the  proportion  of  four  to  one  is 
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now  considered  to  be  a major  advance  in 
the  technic  of  diving.  The  diver  using 
air  frequently  experiences  mental  dullness 
and  confusion  to  such  a degree  that  he  is 
unable  to  accomplish  any  work,  and  the 
dive  may  be  completely  wasted.  With 
helium,  his  head  remains  clear  even  at 
pressures  equal  to  a depth  of  500  feet. 
He  can  also  work  harder  and  longer  with- 
out undue  fatigue.  Decompression  time 
after  long  exposures  is  considerably  re- 
duced when  helium  is  used,  but  the  use  of 
this  gas  does  not  in  any  way  reduce  the 
danger  of  bends. 

A recent  and  most  important  advance 
in  the  field  of  diving  has  been  the  employ- 
ment of  pure  oxygen  for  the  prevention 
and  treatment  of  bends.6  Its  use  in  the 
compression  chamber  allows  the  escape 
of  nitrogen  or  helium  from  the  body  much 
more  rapidly  than  when  air  is  used.  To 
permit  economical  use  of  oxygen  in  the 
chamber,  Boothby’s  apparatus  has  been 
tried  and  found  most  successful.  This 
also  minimizes  the  fire  hazard,  which 
would  be  excessive  if  the  whole  chamber 
were  filled  with  pure  oxygen.  When 
bends  have  actually  developed,  the  method 
has  been  adopted  of  raising  the  pressure 
in  the  chamber  until  all  symptoms  are 
relieved  and  then  adding  one  atmosphere 
more,  or  a minimum  of  45  pounds  to 


the  square  inch.  Most  patients  respond 
promptly  to  the  restoration  of  pressure. 

I have  indicated  briefly  the  trend  that 
the  research  of  today  is  following  in  the 
problems  of  diving  and  submarines.  It 
will  be  observed  that  most  of  the  problems 
are  in  the  field  of  physiology,  especially 
of  respiration  and  the  interchange  of  gases 
under  pressure  in  the  tissues  of  the  body. 
Many  of  the  questions  concern  activities 
peculiar  to  the  Navy,  and  the  research 
workers  of  the  Navy  will  have  to  solve 
them.  Others  are  of  general  physiologic 
interest.  Research  is  constantly  growing 
in  scope  and  importance.  Industrial  and 
military  organizations  are  devoting  mil- 
lions of  dollars  and  many  of  their  best 
minds  to  technologic  problems  that  were 
unknown  a few  years  ago.  The  Medical 
Department  of  the  Navy  is  well  aware  of 
the  demands  for  additional  knowledge  in 
many  fields  of  its  activities  and  is  pre- 
paring elaborate  plans  for  further  re- 
search. 
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SOME  SUGGESTIONS  FOR  “MEDICAL  PREPAREDNESS” 


The  Connecticut  State  Medical  Journal  suggests 
that  in  our  medical  preparedness  program  some 
such  plan  be  evolved  in  this  country  as  now  exists 
in  England,  where  a central  war  committee 
representing  all  branches  of  the  medical  pro- 
fession has  been  set  up  under  governmental  plans. 
To  this  committee  the  government  refers  all 
questions  regarding  the  supply  of  medical  person- 
nel arising  out  of  the  war.  It  satisfies  the  de- 
mands for  this  personnel  both  for  the  civil  popu- 
lation and  for  central  and  local  government 
authorities.  Local  medical  war  committees 
scattered  over  all  England  are  consulted  by  the 
central  committee  before  a practitioner  is  al- 
located for  national  service,  thus  enabling  the 
maintenance  of  a sufficient  quota  at  home  ac- 
cording to  the  density  of  population  and  pro- 
portion of  physicians  practicing  in  any  area. 
Specialists  are  allocated  in  the  same  manner, 
qualifications  and  experience  being  investigated 
before  appointment.  No  practitioner  is  allocated 
to  the  services  without  his  consent. 

With  the  lowering  of  the  mortality  rate 


throughout  our  nation,  it  is  only  to  be  expected 
that  in  the  event  that  the  present  European  war 
engulfs  us  in  its  tide  more  attention  by  the 
Medical  Corps  will  be  given  to  prevention  of 
disease  in  the  Army.  New  advances  in  chemo 
therapy  may  yield  large  returns.  Canada  is 
planning  to  give  every  Canadian  soldier  wounded 
in  battle  an  injection  of  sulfanilamide  at  the 
earliest  possible  moment.  Blood  transfusions 
and  early  closure  of  wounds  will  play  a major 
role  in  the  present  conflict.  Blood  banks  bid 
fair  to  become  standard  equipment  in  base 
hospitals.  Already  the  entire  Canadian  army 
has  been  inoculated  with  tetanus  toxoid.  We 
find  the  medical  profession  and  the  army  medical 
services  of  Canada  working  in  close  cooperation. 
As  in  England,  no  communities  will  be  stripped 
of  physicians  and  no  physician  will  be  named  to 
important  army  posts  on  military  qualifications 
alone.  The  Medical  Corps  of  the  United  States 
Army  has  a full-sized  task  ahead.  There  should 
be  many  trained  physicians  ready  and  waiting 
to  accept  reserve  commissions. 
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Within  the  past  year  the  general 
medical  profession  has  become 
acutely  aware  of  the  fact  that  there  exists 
a specialty  known  as  aviation  medicine. 
Further  than  that,  physicians  have  be- 
come even  more  acutely  aware  of  the  fact 
that  there  is  a rapidly  growing  need  and 
demand  among  them  for  information  in 
this  interesting  new  field.  This  develop- 
ment has  come  about  partly  through  the 
recent  marked  expansion  of  civil  aviation 
with  the  consequent  participation  of  large 
numbers  of  our  civil  population  in  flight 
and  partly  because  of  the  disturbed  inter- 
national situation  with  the  possibility 
that  large  numbers  of  civil  physicians 
may  suddenly  be  called  to  serve  with  our 
air  force  in  a national  emergency. 

The  above  conditions  have  come  about 
so  abruptly  that  the  average  physician 
has  had  little  or  no  opportunity  to  realize 
the  extent  of  the  medical  problems  in 
aviation  or  to  realize  that  he  will  no 
doubt  soon  be  called  upon  to  deal  with 
them.  In  order  that  this  proposition  may 
be  more  clearly  defined  let  us  examine  the 
present  and  probable  future  state  of  civil 
aviation  and  the  obligations  that  must  be 
assumed  in  this  field  by  the  general  pro- 
fession. 

January  1,  1940,  there  were  31,000 
licensed  civil  pilots  in  this  country  with 
about  twenty  thousand  more  in  training. 
By  July  1,  1941,  it  is  estimated  that  the 
number  of  licensed  civil  pilots  will  be 
increased  to  100,000  and  by  July  1,  1943, 
to  200,000. 

While  we  are  inclined  to  think  of  avia- 
tion medicine  in  terms  of  airplane  pilots, 
it  must  not  be  forgotten  that  it  applies  to 
passengers  as  well,  for  obviously  both  are 
subjected  to  exactly  the  same  effects  since 
both  are  exposed  to  the  same  conditions. 
Therefore,  to  the  pilots  mentioned  above 


we  must  add  the  number  of  passengers 
carried  by  air.  In  the  past  year  this 
number  amounted  to  3,500,000  and  rep- 
resents an  increase  of  43  per  cent  over 
that  of  1939.  At  this  rate  of  increase 
within  the  next  five  years  we  may  expect 
that  over  20,000,000  of  our  population 
may  be  transported  in  scheduled  and  un- 
scheduled air-transport  operations  each 
year. 

A third  group  in  our  civil  population 
with  which  we  are  concerned  is  composed 
of  those  young  men  and  boys  who  wish  to 
take  up  aviation  as  a career.  A recent 
comprehensive  survey  of  this  group 
showed  that  nine  out  of  ten  chose  flying 
as  their  first  preference  for  an  occupation. 
This  percentage  represents  about  ten 
million  individuals. 

Thus,  altogether  in  this  country  today, 
there  are  approximately  14,000,000  per- 
sons directly  interested  or  engaged  in  fly- 
ing activities,  and  it  is  contemplated 
that  within  five  years  this  number  will  be 
increased  to  well  over  30,000,000.  With 
the  above  data  in  mind  let  us  next  inquire 
as  to  the  kind  of  problem  that  this  de- 
velopment presents  to  the  general  medical 
profession  and  also  its  extent. 

In  1926  the  Bureau  of  Air  Commerce  of 
the  Department  of  Commerce  was  estab- 
lished for  the  control  of  civil  aviation  and 
was  later  supplanted  by  the  Civil  Aero- 
nautics Authority.  The  medical  section 
of  these  agencies  grew  rapidly  as  civil 
aviation  expanded,  and  at  the  present 
time  it  requires  the  services  of  approxi- 
mately 760  civil  physicians.  In  addition 
most  of  the  major  air  lines  have  estab- 
lished their  own  medical  departments  and 
hence  have  created  many  openings  for 
other  qualified  civil  physicians,  since  it  is 
forbidden  that  one  physician  serve  both 
the  Authority  and  another  civil  agency. 


Read  by  invitation  at  the  Annual  Meeting  of  the  Medical  Society  of  the  State  of  New  York, 

New  York  City,  May  7,  1940 
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Although  the  total  number  of  qualified 
flight  surgeons  in  this  country  is  relatively 
small,  there  is  a most  unusual  seriousness 
of  purpose  among  them  as  evidenced  by 
the  fact  that  they  have  their  own  medical 
association,  publish  and  read  their  own 
medical  journal,  and  attend  their  own 
annual  medical  convention.  At  the  pres- 
ent time  the  supply  of  trained  civil  flight 
surgeons  in  this  country  is  equal  to  only 
20  per  cent  of  the  demand,  and  there  re- 
main a large  number  of  opportunities  for 
those  who  can  obtain  the  necessary  train- 
ing and  experience  in  this  field. 

The  employment  of  examiners  by  the 
Civil  Aeronautics  Authority  and  the  air 
lines  might  lead  to  the  conclusion  that  the 
medical  problems  of  aviation  are  ade- 
quately cared  for  and  that  nothing  of 
interest  or  importance  remains  within  the 
scope  of  general  medicine.  To  show  that 
this  assumption  is  false  it  is  but  necessary 
to  point  out  that  civil  flight  surgeons  are 
charged  only  with  the  selection  of  pilots 
and  their  periodic  examinations.  They 
are  neither  responsible  for  the  pilots’ 
clinical  care  nor  officially  responsible  for 
the  supervision  or  clinical  care  of  those 
passengers  who  travel  by  air. 

As  a consequence  of  this  situation  the 
licenses  of  civil  pilots,  and  in  most  in- 
stances their  means  of  livelihood,  depend 
on  the  proper  maintenance  of  their  mental 
and  physical  health  under  the  supervision 
of  the  family  physician.  In  aviation  the 
term  physical  fitness  has  a special  sig- 
nificance. Naturally  health  is  included  in 
its  general  meaning  but  is  by  no  means 
synonymous  with  it.  Perhaps  this  last 
statement  can  best  be  emphasized  by 
pointing  out  that  a candidate  for  an  air- 
line pilot’s  rating  may  be  free  from  all 
acute  disease  processes,  have  no  obvious 
gross  physical  defects,  be  capable  of  en- 
gaging in  most  other  occupations,  and 
yet  have  over  one  hundred  disqualifying 
defects  for  flying.  While  it  is  true  that 
many  of  these  so-called  defects  have  no 
great  clinical  significance,  they  have  been 
found  important  in  aviation  and  must  be 
taken  into  consideration  in  any  program 
of  medical  care  if  that  program  is  to  be  a 
success. 


In  addition  to  the  clinical  care  of  pilots 
the  general  medical  profession  is  also  re- 
sponsible for  all  clinical  matters  with  ref- 
erence to  civil  air  passengers.  This  is 
not  to  imply  that  modern  air  transporta- 
tion is  dangerous  to  life,  for  it  is  not.  It 
does  mean,  however,  that  great  numbers 
of  our  population  are  being  exposed  to  new 
unnatural  conditions,  however  subtle 
they  may  be,  which  may  affect  them  ad- 
versely under  certain  circumstances.  To 
the  uninformed  the  problems  may  appear 
to  consist  principally  of  caring  for  those 
injured  in  crashes.  This  is  not  true,  how- 
ever, because  the  number  of  such  cases 
is  practically  nil  and  because  the  medi- 
cal problems  of  air  transport  arise  princi- 
pally as  a result  of  the  aerial  environment. 

Probably  the  most  frequent  difficulty 
experienced  by  passengers  in  flight  is 
with  reference  to  the  middle  ear.  The 
middle  ear  is  an  air-filled  cavity  ventilated 
through  the  eustachian  tube.  Under 
ordinary  circumstances  the  eustachian 
tube  is  collapsed  with  its  walls  in  apposi- 
tion and  is  open  only  during  swallowing, 
yawning,  and  other  physiologic  acts.  As 
a consequence,  during  a change  of  alti- 
tude, either  a positive  or  negative  pres- 
sure builds  up  in  the  middle  ear  unless 
the  eustachian  tube  is  voluntarily  opened. 
If  for  any  reason  the  eustachian  tube  is 
stenosed,  which  may  occur  from  a mild 
coryza  or  pharyngitis,  the  middle  ear 
cannot  be  ventilated,  and  a marked 
change  of  altitude  may  then  rupture  the 
ear  drum.  A like  condition  occurs  with 
reference  to  the  sinuses  when  their  open- 
ings are  blocked,  in  which  case,  during  a 
change  of  altitude,  marked  trauma  and 
severe  pain  may  develop. 

The  second  most  frequent  condition  de- 
veloping in  airplane  passengers  is  air- 
sickness, which  is  identical  in  etiology  and 
symptomatology  with  seasickness  and 
thus  requires  no  further  description  here. 

A third  condition  that  may  develop  in 
airplane  passengers  is  anoxia.  During 
ascent  to  high  altitude  the  pressure  of  the 
atmosphere  decreases,  and  consequently 
there  is  a decrease  of  the  partial  pressure 
of  the  oxygen  in  the  inspired  air.  This 
results  in  a lowering  of  the  oxygen  satura- 
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tion  of  the  arterial  blood,  a lack  of  ade- 
quate oxygen  in  the  tissues,  and  a chain 
of  symptoms  ranging  from  mild  headache 
and  fatigue  at  about  8,000  to  12,000  feet 
to  unconsciousness  and  death  at  about 
25,000  feet. 

Another  condition  that  may  occur  in 
passengers  is  abdominal  distention,  since 
the  gastrointestinal  gases  expand  in  direct 
proportion  to  the  decrease  of  atmospheric 
pressure  during  ascent. 

Since  the  above-mentioned  effects  may 
occur  in  normal  individuals,  it  is  obvious 
that  those  suffering  from  various  patho- 
logic states  may  be  even  more  adversely 
affected.  Thus,  any  inflammation  or  in- 
fection of  the  middle  ear  or  the  nasal 
accessory  sinuses  may  be  aggravated  by 
flight.  Expansion  of  the  gastrointestinal 
gases  or  the  vomiting  of  airsickness  will, 
of  course,  affect  those  with  hernia,  recent 
abdominal  operative  wounds,  gastric  or 
duodenal  ulcer,  acute  or  chronic  appendi- 
citis, or  obstruction  of  the  intestinal  tract. 
Those  individuals  suffering  from  cardio- 
vascular or  respiratory  diseases  should  fly 
only  at  reasonable  altitudes  except  on 
advice  of  a physician  who  should  deter- 
mine whether  or  not  the  condition  con- 
cerned is  dangerous  under  moderate  de- 
grees of  anoxia. 

An  entirely  different  problem  is  that 
concerning  the  8,000,000  or  10,000,000 
young  men  and  boys  who  sincerely  want 
to  take  up  air-line  or  military  aviation  as 
a career.  Most  of  these  young  men  con- 
sult their  family  physicians  before  ap- 
pearing for  their  official  flying  examina- 
tions to  determine  whether  or  not  they 
are  physically  fit  to  fly  and  to  institute 
remedial  measures  for  any  correctable 
defects  they  may  have.  In  the  past  this 
procedure,  unless  the  candidate  happened 
to  be  fully  qualified  for  flying  training, 
has  usually  led  to  a long  chain  of  most 
unfortunate  circumstances  because  the 
average  physician  lacks  complete  under- 
standing of  the  physical  and  mental  re- 
quirements for  aviation.  As  mentioned 
above,  good  health  and  fitness  for  flying 
are  not  synonymous.  As  a consequence 
a good  clinical  examination  is  not  neces- 
sarily a good  aviation  examination,  and 


the  former  is  never  adequate.  Because 
he  has  had  a favorable  clinical  examina- 
tion, many  a young  man  has  spent  much 
time  and  money  preparing  for  a career  in 
aviation,  and  then  failed  his  official  ex- 
amination for  flying.  This  invariably 
leads  to  a recitation  by  the  candidate  of 
his  examination  by  the  family  physician, 
the  wasted  time  and  money  to  which  he 
has  been  subjected,  and  invariably  an 
accusation  of  incompetence  against  the 
official  examiner.  The  latter  in  defending 
his  action  can,  unfortunately,  leave  no 
other  conclusion  in  the  mind  of  the  candi- 
date but  that  it  was  the  family  physician 
who  was  at  fault. 

These  various  general  medical  problems 
of  aviation  have  created  an  educational 
need,  which  most  of  our  medical  schools 
have  as  yet  made  no  attempt  to  meet. 
In  this  respect  they  have  lagged  behind 
the  medical  schools  of  Europe  and  especi- 
ally those  of  Germany  where,  for  the  past 
two  years,  aviation  medicine  has  been 
taught  to  every  student  as  a regular  part 
of  his  medical  education.  The  growing 
need  and  the  growing  demand  for  such 
instruction  in  this  country  have,  however, 
not  been  entirely  without  results.  The 
first  step  in  this  direction  has  already  been 
taken  by  the  George  Washington  Univer- 
sity School  of  Medicine,  which  presented 
a postgraduate  course  in  aviation  ophthal- 
mology and  aviation  medicine  in  April  of 
this  year,  and  at  least  two  undergraduate 
schools  have  recently  introduced  lectures 
in  this  subject  to  their  junior  and  senior 
classes.  With  this  encouraging  begin- 
ning it  does  not  seem  unreasonable  to 
assume  that  all  of  our  undergraduate 
medical  schools  will  eventually  provide 
their  students  with  regular  courses  of 
instruction  and  that  other  postgraduate 
courses  in  aviation  medicine  will  be  pre- 
sented as  rapidly  as  conditions  permit. 

Turning  now  to  a consideration  of  our 
military  needs  in  aviation  medicine  in  the 
event  of  a national  emergency,  we  find 
ourselves  confronted  with  a unique  situa- 
tion. As  is  generally  known  the  defense 
of  this  country  is  based  on  the  principle  of 
the  citizen  army.  In  the  event  of  war 
thousands  of  civil  physicians  and  tech- 
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nical  specialists  in  the  medical  sciences 
would  be  called  into  service  for  duty  with 
the  army.  In  our  Medical  Department 
war-time  tables  of  organization  there  are 
listed  about  290  different  specialist  cate- 
gories that  are  expected  to  be  readily 
filled  by  individuals  who  have  already 
been  trained  in  that  specialty  in  civil  life. 
At  present  the  one  important  exception 
to  this  availability  of  sufficiently  trained 
personnel  is  in  aviation  medicine. 

All  of  the  major  conflicts  since  the  last 
World  War  have  demonstrated  the  fact 
that  the  air  arm  is  not  only  the  first  to  be 
engaged  but  that  it  is  likely  to  be  the  de- 
ciding factor  in  any  struggle.  This  means 
that  the  air  arm  must  be  at  full  strength 
in  men  and  materials  at  the  beginning  of 
hostilities  and  remain  so  until  hostilities 
have  ceased.  While  the  difficulties  of 
mass  production  of  aircraft  are  generally 
known,  few  persons  realize  that  the  mass 
training  of  pilots  is  even  a more  difficult 
one.  It  must  also  be  remembered  that  the 
initiation  of  pilot  selection  and  training 
must  await  the  organization  and  training 
of  properly  qualified  medical  personnel. 
If  this  vital  function  is  to  be  properly 
performed,  the  necessary  number  of  civil 
physicians  must  be  selected,  organized, 
and  trained  before  an  emergency  exists. 
At  the  same  time  it  must  be  remembered 
that  the  present-day  air  force  is  not,  as  it 
formerly  was,  a small  auxiliary  arm  of  the 
service  but  is  of  major  importance  and 
size  and,  consequently,  requires  a much 
larger  complement  of  medical  personnel 
than  heretofore.  For  this  reason  alone, 
if  for  no  other,  a large  number  of  civil 
physicians  should  familiarize  themselves 
with  the  fundamental  principles  of  avia- 
tion medicine  to  the  extent  that  is  neces- 
sary for  our  national  defense. 

Means  for  accomplishing  this  are  pro- 
vided by  the  Army  Medical  Department 
through  courses  of  instruction  to  medical 
reserve  officers  and  medical  officers  of  the 
National  Guard  at  the  Army  Air  Corps’ 
School  of  Aviation  Medicine  at  Randolph 
Field,  Texas.  Evidence  that  this  course 
is  popular  with  eligible  officers  and  that 
our  military  problem  in  this  respect  will 
eventually  be  solved  is  indicated  by  the 


fact  that  over  three  hundred  officers  have 
already  graduated  from  this  school  and 
about  six  hundred  more  are  currently 
under  instruction. 

Military  aviation  medicine  involves  a 
complete  medical  service  for  flying  per- 
sonnel, which  for  descriptive  purposes 
may  be  divided  into  four  distinct  cate- 
gories. 

The  first  of  these  is  the  selection  of 
candidates  for  flying  training.  This  is 
accomplished  by  means  of  an  examination 
that  is  not  only  thorough  but  requires 
special  equipment  and  employs  special 
technics.  In  addition  to  the  physical 
examination  there  is  a study  made  of  the 
total  individual  in  relation  to  his  aptitude 
for  military  aeronautics,  requiring  not 
only  an  accurate  insight  into  the  indi- 
vidual’s immediate  personality  and  emo- 
tional and  mental  makeup  but  also  an 
estimation  of  his  ability  to  tolerate  the 
stresses  of  military  flying  throughout  the 
balance  of  his  active  life. 

The  second  type  of  medical  service 
employed  in  military  aviation  is  that 
generally  known  as  the  “care  of  the 
flier.”  That  airplane  pilots  require 
special  medical  supervision  first  became 
apparent  in  1917  and  was  a direct  cause 
of  the  flight  surgeon  being  created.  When 
an  American  aviation  medical  mission 
went  to  visit  Europe  in  1917-1918  to 
study  aviation  medicine  at  the  allied 
fronts,  they  were  at  once  struck  by  the 
care,  or  rather  the  lack  of  care,  of  flying 
personnel.  This  lack  of  care  did  not 
exist  in  the  ordinary  sense  of  the  word  but 
consisted  of  a lack  of  the  special  care  that 
the  mission  felt  was  needed.  They  noted 
that  pilots  who  were  active  at  the  front 
deteriorated  very  rapidly  and  that  noth- 
ing was  being  done  to  investigate  this 
condition  or  to  prevent  it.  They  soon 
became  convinced  that  pilots  in  the  vari- 
ous air  services  were  being  subjected  to 
stresses  and  deleterious  environmental 
influences  which  were  not  properly  under- 
stood or  fully  appreciated.  They  also 
reached  the  conclusion  that  flying  per- 
sonnel was  reluctant  to  seek  medical  at- 
tention for  fear  of  being  considered  lack- 
ing in  courage.  On  returning  to  the 
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United  States,  the  mission  recommended 
that  selected  medical  officers  be  given  a 
course  in  aviation  medicine  and  assigned 
to  American  flying  units.  These  specially 
trained  officers  were  to  study  the  effect  of 
flight  on  the  pilot,  act  as  his  confidant 
and  adviser,  and  also  act  as  an  inter- 
mediary in  medical  matters  between  the 
flyer,  his  commanding  officer,  and  higher 
medical  authority.  This  recommenda- 
tion was  put  into  practice  and  immedi- 
ately became  a decided  success,  raising 
the  morale  and  efficiency  of  the  flying 
personnel  and  at  the  same  time  reducing 
the  accident  rate.  Since  that  time  this 
practice  has  been  continued  and  is  today 
the  essence  of  aviation  medicine. 

In  addition  to  this  special  care,  flying 
personnel  also  receive  the  necessary  clini- 
cal care,  and  military  pilots  as  a class  un- 
doubtedly have  the  benefit  of  preventive 
medicine  developed  to  its  highest  degree. 

The  fourth  type  of  medical  service  in 
military  aviation  has  to  do  with  investiga- 
tions of  the  effect  of  flight  and  of  the  aerial 
environment.  Because  of  the  nature  of 
their  flying,  military  pilots  are  subjected 
to  conditions  that  are  restricted  only  by 
their  psychologic  and  physiologic  limits. 
Recent  studies  have  revealed  a number  of 
new  clinical  conditions  that,  added  to 
those  that  were  known  before,  furnish  us 


with  a formidable  list  of  occupational  dis- 
eases peculiar  to  flying  under  extreme 
conditions  of  speed  and  altitude.  These 
conditions  have  been  described  in  detail 
elsewhere  in  the  literature  and  are  too 
numerous  and  involved  to  allow  discussion 
here. 

Summarizing  now  what  has  been  said 
before,  we  find  that  aviation  medicine  in 
civil  life  has  definitely  become  established 
as  a medical  specialty  and  that  there  is  at 
present  a marked  shortage  of  properly 
trained  men  to  supply  the  demand  in  this 
interesting  new  field.  In  addition  we 
find  that  many  medical  problems  of  avia- 
tion are  a direct  responsibility  of  the 
general  medical  profession  and  that  the 
profession  and  our  medical  schools  have 
not  as  yet  had  opportunity  to  meet  their 
obligations  in  this  respect.  The  ultimate 
solution  to  this  problem  appears  to  be  the 
introduction  of  this  subject  into  our  regu- 
lar and  postgraduate  medical  schools, 
which  will  not  only  furnish  the  necessary 
instruction  for  those  who  wish  to  special- 
ize in  this  field  but  will  fulfill  the  educa- 
tional needs  of  the  general  profession  as 
well.  This  procedure  will  likewise  help  to 
solve  our  present  problem  of  a lack  of 
trained  reservists  in  aviation  medicine, 
which  would  be  most  acute  in  the  event  of 
a serious  military  emergency. 


PATERNITY 

The  Detroit  Medical  News  calls  the  attention 
of  the  medical  profession  to  a written  opinion 
rendered  by  Judge  Henry  G.  Nicol  in  the  Wayne 
County  (Michigan)  Circuit  Court  on  February 
14,  1940.  The  case  was  one  in  which  an  unmar- 
ried man  was  accused  of  being  the  father  of  a 
child.  Blood  tests  were  requested  and  the  fol- 
lowing results  were  obtained  by  Dr.  Arthur  W. 
Frisch  of  the  Wayne  University  College  of  Medi- 
cine. The  defendant  belonged  to  the  blood 
group  AB  type  N.  The  complaining  witness 
belonged  to  the  blood  group  0 type  N and  the 
child  to  blood  group  0 type  MN.  In  the  above 
mating  the  property  A or  B should  have  appeared 
in  the  blood  of  the  offspring  and  the  factor  M 
should  have  been  lacking.  On  the  basis  of  these 
findings  Dr.  Frisch  testified  that  the  defendant 
was  not  the  father  of  the  child.  With  regard  to 
the  above  testimony  Judge  Nicol  says:  “.  . . .in 

addition  to  the  testimony  offered  by  the  defend- 
ant, we  have  the  testimony  of  the  physician  rela- 
tive to  the  blood  tests,  to  which  the  Court  has 
given  close  attention.  This  expert  testimony, 
while  it  cannot  be  received  as  being  absolutely 


accurate,  must  be  recognized  as  reliable  insofar 
as  the  elimination  process  is  concerned  in  the  vast 
majority  of  the  cases.  For  this  reason,  I am  in- 
clined to  the  opinion  that  this  testimony  brings 
the  defendant’s  testimony  to  a weight  equal  to 
that  offered  by  the  People,  if  it  does  not  outweigh 
the  latter.  This  would  result  in  the  failure  of 
the  People  to  establish  their  proofs  by  a pre- 
ponderance of  the  evidence,  which  they  are  called 
upon  to  do.  The  Court  has,  therefore,  reached 
the  conclusion  that  the  People  have  failed  to 
establish  a case  against  this  defendant,  and, 
therefore,  finds  the  defendant  herein  not  guilty 
of  the  charge  made  against  him.” 

‘‘The  above  decision  wherein  blood  tests  have 
been  accepted  as  evidence  without  previous 
statute  serves  to  establish  a precedent  for  the 
State  of  Michigan  and  ought  to  encourage  the 
use  of  the  tests  in  other  cases  of  disputed  pa- 
ternity,” says  the  News,  which  adds:  ‘‘This 

work  of  Doctor  Arthur  W.  Frisch  on  blood  group- 
ing is  most  commendable,  and  Wayne  University 
College  of  Medicine  is  honored  in  having  a doc- 
tor of  his  ability  on  its  faculty.” 
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Noise  may  be  defined  as  any  unpleasant 
or  disturbing  sound  the  elimination 
of  which  would  be  desirable.  Noise  is 
sound  of  too  short  duration  or  of  too  com- 
plex a character  to  be  analyzed  or  under- 
stood by  the  ear.  Noise  is  sound  that 
forces  unwilling  attention,  that  causes  an 
unpleasant  emotional  reaction,  and  that 
gives  one  a distinct  feeling  of  relief  upon 
cessation. 

In  the  Navy  we  are  turning  our  atten- 
tion to  the  problem  of  noise  as  it  affects 
hearing  and  efficiency  of  personnel.  The 
operation  of  modern  warships  as  a result 
of  mechanical  developments  has  become 
so  complicated  that  the  limiting  factor  in 
maneuvers  is  human  fatigue.  It  is  real- 
ized that  the  outcome  of  a modern  naval 
engagement  may  depend  not  so  much  in 
superiority  of  armament  but  in  the  ability 
of  men  to  maintain  a high  plane  of  effi- 
ciency under  grueling  battle  conditions. 

It  becomes  imperative,  therefore,  for 
the  naval  medical  officer  to  consider 
every  means  of  increasing  efficiency. 
Our  problem  belongs  to  the  field  of  pre- 
ventive medicine,  and  although  effi- 
ciency in  the  sense  of  greater  firing  ac- 
curacy for  limited  periods  of  time  may  not 
be  appreciably  increased,  the  effort  inci- 
dent to  the  maintenance  of  high  efficiency 
must  be  reduced  to  a minimum.  It  is  the 
appreciation  of  this  subtle  factor,  essen- 
tially the  conservation  of  energy  in  relation 
to  efficient  performance , that  gives  naval 
preventive  medicine  its  special  impor- 
tance. 

I regret,  however,  that  I cannot  at  this 
time  present  the  results  of  an  extensive 
investigation  in  connection  with  noise, 
but  I will  present  herein  a brief  review  of 


certain  considerations  that  we  have  taken 
cognizance  of  in  our  approach  to  the 
proble%.‘ 

Physical  Characteristics  of  Sound 
in  Relation  to  Hearing 

The  usual  source  of  sound  is  a vibrating 
body.  The  vibrations  set  in  motion  ad- 
jacent layers  of  air,  forming  waves  con- 
sisting of  alternate  rarefactions  and  con- 
densations periodic  with  the  vibratory 
stresses  and  considered  as  cycles.2  The 
air  waves  take  on  certain  attributes  of  the 
vibration — namely,  amplitude,  frequency, 
and  wave  form.  For  a given  frequency 
the  amplitude  determines  the  loudness, 
and  the  frequency,  which  may  be  of  the 
order  of  several  thousand  cycles  per  sec- 
ond, determines  the  pitch.  The  wave 
form  determined  by  the  amplitude-fre- 
quency relationship  controls  the  quality. 

The  actual  pressure  produced  by  the 
sound  wave  is  exceedingly  small — too 
small  in  fact  to  be  felt  unless  the  sound 
intensity  is  of  great  magnitude.  It  ap- 
pears, therefore,  that  the  scarcely  com- 
prehensible characteristic,  frequency, 
gives  the  sound  wave  its  physiologic  im- 
portance. 

The  tuning  fork  as  a simple  source  of 
sound  is  characterized  by  a single  fre- 
quency. The  vibration  of  the  prongs  of 
the  fork  causes  the  wave  motion  per- 
ceived by  the  ear  as  sound.  Vibrations 
of  high  frequency  give  rise  to  a high  pitch, 
while  less  frequent  vibrations  make  for  a 
low  pitch. 

vSound  sources  are  usually  more  com- 
plex than  the  tuning  fork  and  give  rise 
to  a frequency  spectrum.  Noise  usually 
contains  a large  number  of  frequencies. 
In  Fig.  1 the  typical  wave  form  of  a street 
noise  is  shown  in  contrast  with  that  of  a 
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pure  tone  of  500  cycles.  The  identifying 
characteristic  of  the  noise  wave  is  its 
striking  irregularity. 

In  addition  to  the  frequency  spectrum, 
sound  possesses  intensity,  which  gives 
rise  to  the  sensation  of  loudness.  The 
harder  the  tuning  fork  is  struck,  for  ex- 
ample, the  greater  the  amplitude  of  ex- 
cursion of  the  prongs  to  and  from  the  rest 
position  and  the  greater  the  intensity  or 
loudness. 

Sound  intensity  is  expressed  by  the 
decibel  scale  representing  a logarithmic 
ratio  in  which  a given  intensity  is  com- 
pared to  a standard  reference  level.  This 
level  has  a physiologic  basis,  for  it  is  the 
approximate  threshold  of  hearing  or  the 
minimum  audible  sound  for  a frequency 
of  1,000  cycles.  It  is  assumed  to  have  an 
intensity  of  unity,  i.e.,  a loudness  level 
of  zero  as  measured  by  the  decibel  scale, 
since  the  logarithm  of  1.0  is  zero.  There 
is,  moreover,  a physiologic  basis  for  ex- 
pressing sound  intensity  in  logarithmic 
units,  for,  according  to  the  Weber- 
Fechner  law,  response  to  a stimulus  tends 
to  be  proportional  to  the  logarithm  of  the 
intensity  of  the  stimulus. 

A sound  intensity  level  of  50  decibels 
represents  105  energy  units  or  a sound 
level  100,000  times  greater  than  the 
threshold  level  of  unity,  and  a level  of  60 
decibels  represents  106  energy  units  or  a 
sound  level  1,000,000  times  greater  than 
sound  intensity  at  threshold  of  hearing. 

Expressed  in  physical  units  the  amount 
of  energy  incident  to  sound  production  is 
exceedingly  small.  The  power  devel- 
oped, for  example,  as  a result  of  noise 
associated  with  a crowd  of  100,000  per- 
sons watching  a football  game  is  just 
sufficient  to  light  a small  electric  lamp, 
and  a ship’s  siren,  which  probably  de- 
velops the  highest  controlled  sound  power, 
creates  a total  energy  of  only  one-third 
horsepower.  No  valid  case  can  therefore 
be  made  against  noise  on  the  basis  of  in- 
herent energy  loss. 

Measurement  of  Sound 

The  range  of  the  ear  extends  from  the 
threshold  of  hearing  at  zero  decibels  to 
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Fig.  1 . Wave  form  of  a pure  tone  of  500  cycles 
in  contrast  with  the  wave  form  of  street  noise. 
[Courtesy  D.  Van  Nostrand  Co.,  Inc.] 

about  120  decibels  for  intermediate  fre- 
quencies, i.e.,  1,000  cycles.  At  a level  of 
120  decibels  sound  is  actually  felt  as  well 
as  heard,  and  this  level  is  designated  as 
the  threshold  of  feeling. 

It  is  necessary  at  this  point  to  stress  an 
important  fact,  namely,  that  the  sensa- 
tion of  loudness  as  recorded  by  the  ear 
does  not  exactly  correspond  to  the  inten- 
sity scale  as  measured  in  decibels  except 
for  a comparatively  small  band  in  the 
frequency  range.  Although  the  ear  is 
the  final  judge  of  the  noise  effect  as  it  ex- 
ists at  a particular  time,  no  comparisons 
and  no  valid  record  of  noise  levels  can  be 
made  on  the  basis  of  subjective  reac- 
tions. 

The  use  of  sound-measuring  instru- 
ments alone  or  in  combination  with  the 
ear  is  therefore  imperative  in  the  study 
of  the  noise  problem. 

This  important  consideration  will  be 
clarified  if  we  inspect  the  graph  (Fig.  2) 
showing  the  area  of  the  audible  range  of 
the  human  ear  in  relation  to  frequency 
and  intensity  levels.  It  is  observed  that 
both  in  the  high  and  in  the  low  frequencies 
a greater  intensity  is  necessary  to  produce 
the  same  sensation  of  loudness  compared 
with  a frequency  range  around  1,024 
cycles  per  second. 

The  intensity  level  as  measured  in  deci- 
bels must  therefore  be  interpreted  in  re- 
lation to  frequency.  A sound  that  has 
an  intensity  level  of  50  decibels  above  the 
standard  reference  level  will  be  as  loud  as 
normal  conversation  in  the  frequency 
range  of  1,000  to  2,000  cycles.  But,  if 
the  frequency  is  60  cycles  per  second,  it 
will  be  barely  audible,  and  at  30  cycles 
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Fig . 2 . Audible  range  of  the  human  ear  showing  the  audible  sensation 
area  in  relation  to  frequency  and  intensity  of  the  sound  source.  [From 
report  of  Lieut.  R.  T.  Sutherland  (C.C.)  U.  S.  N.  ] 


per  second  the  sound  will  not  be  heard 
at  all. 

Thus  the  numerical  values  on  the  deci- 
bel scale  do  not  correspond  to  differences 
in  sensation.  As  Cox4  has  stated:  “A 
60-watt  lamp  does  not  look  twice  as 
bright  as  a 30- watt  lamp,  and  a tempera- 
ture of  80  F.  does  not  feel  twice  as  warm 
as  a temperature  of  40  F.  Neither  is  60 
decibels  twice  as  loud  as  30  decibels,  nor 
is  80  decibels  twice  as  loud  as  40.”  If 
the  intensity  of  a sound  source,  for  ex- 
ample, is  increased  30  decibels  above  its 
original  level,  the  average  person  will  con- 
sider the  sound  level  to  have  increased 
tenfold. 

Although  it  was  formerly  thought  that 
the  ear  possessed  no  means  of  judging 
relative  loudness,  tests  conducted  in  the 
Bell  Telephone  laboratories  showed  that 
there  was  a definite  relationship  between 
the  reduction  in  sound  intensity  as  meas- 
ured in  decibels  and  the  apparent  reduc- 
tion in  loudness  as  judged  by  the  ear.  If 
we  refer  to  Fig.  3,  it  is  observed  that  a re- 
duction in  the  intensity  level  of  complex 
sounds  of  about  10  decibels  between  loud- 
ness levels  of  40  to  100  decibels  is  judged 
by  the  ear  to  be  about  a 50  per  cent  re- 


duction in  loudness.  The  value,  there- 
fore, of  comparatively  small  reductions  in 
noise  intensity  is  apparent  from  this  fact. 

Thus  far  we  have  discussed  sound  meas- 
urements in  relation  to  hearing,  and  while 
these  measurements  form  the  basis  for  an 
analysis  of  the  noise  problem,  too  much 
emphasis  cannot  be  placed  upon  the  im- 
portance of  the  emotional  response  of  the 
individual. 

It  is  the  individual’s  emotional  reaction 
that  renders  sensory  perception  with  re- 
spect to  hearing  so  unreliable.  Inquiry, 
for  example,  of  three  aviators  as  to  which 
of  three  airplane  motors  was  noisiest 
brought  forth  three  different  answers. 
Individuals,  moreover,  who  are  aboard 
ship  are  said  to  have  been  relieved  of 
noise  annoyance  by  observing  an  engi- 
neer take  sound  measurements,  although 
nothing  had  been  done  to  diminish  noise 
intensity.  It  would  appear,  therefore, 
that  a chart  showing  the  degree  of  annoy- 
ance elicited  by  a given  frequency  would 
be  as  important  as  measurements  of  the 
intensity  level.  In  a report  compiled  by 
Mr.  Dennis6  of  the  Noise  Abatement 
Commission  of  New  York  City,  the  con- 
clusions reached  were  that  the  degree  of 
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Fig.  3.  Ordinate  scale  indicates  the  percentage  reduction  in  loudness 
as  judged  by  the  ear  in  contrast  with  the  intensity  level  reduction  in 
decibels  as  shown  on  the  abscissa.  Over  a wide  range  of  intensity  levels  a 
reduction  in  the  intensity  of  complex  sounds  of  10  decibels  is  judged  by 
the  ear  to  be  about  a 50  per  cent  reduction  in  loudness.  [From  the 
report  of  Lieut.  R.  T.  Sutherland  (C.C.)  U.  S.  N.] 


annoyance  seems  to  depend,  in  addition 
to  intensity  of  noise,  not  only  upon  the 
component  frequencies  and  the  general 
character  whether  steady  or  intermittent 
but  also  upon  whether  or  not  the  noise 
was  regarded  as  necessary.  Noise,  for 
example,  arising  from  the  operation  of 
mechanical  equipment  may  not  be  ob- 
jectionable to  an  untrained  ear,  but  to  a 
mechanic  such  noise  might  be  highly  dis- 
tracting. Rattling,  squeaking,  or  inter- 
mittent or  erratic  sounds  may  cause  an 
annoyance  out  of  all  proportion  to  their 
intensity.  Whatever  our  educational 
background,  we  cannot  dissociate  the 


sensation  of  sound  from  its  attendant 
emotional  response. 

The  automobile  horn  represents  the 
classic  example  of  a pernicious  source  of 
noise.  Not  only  may  the  intensity  level 
of  the  horn  blast  reach  102  decibels  at  a 
distance  of  23  feet,  but  the  presence  of 
inharmonic  overtones  increases  the  an- 
noyance factor.  Moreover,  the  unnec- 
essary blasting  of  horns  heralds  the  emo- 
tional instability  of  the  metropolitan. 

Instruments  for  Measuring  Sound 

So  recent  is  the  scientific  approach  to 
sound  measurements  employing  the  mi- 
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Fig.  4.  Audiograms  obtained  in  the  presence  of  familiar  noises  depicting  hearing  loss  in  decibels  for 
sounds  other  than  the  ambient  noise.  [Courtesy  D.  Van  Nostrand  Co.,  Inc.] 


crophone,  vacuum  tube,  and  amplifier 
that  standards  for  noise  measurements 
and  acoustical  terminology  were  adopted 
only  three  years  ago.  Apart  from  direct- 
reading  noise  meters  that  register  the 
noise  level  in  decibels,  the  audiometer  de- 
serves special  mention  because  of  its  wide- 
spread use  in  evaluating  hearing  impair- 
ment. 

A standard  type  of  audiometer  con- 
sists of  a battery-operated  buzzer,  an  at- 
tenuator, and  a single  earphone  of  special 
design.  The  earphone  has  an  offset  cap 
so  arranged  that  the  ambient  noise  is 
heard  by  the  ear  exposed  to  the  buzzer 
sound.  The  loudness  of  the  buzzer  can 
be  controlled  by  a rheostat.  A noise- 
level  reading  is  obtained  when  the  buzzer 
sound  is  just  masked  by  the  incoming 
noise. 

The  Noise  Audiogram. — Audiometer 
tests  conducted  in  noisy  places  have  been 
of  great  value  in  determining,  for  example, 
the  impairment  in  hearing  and  the  nui- 


sance factor  of  noise  in  New  York  City. 
In  offices  and  places  of  business  the  deaf- 
ening effect  usually  encountered  is  45  to 
55  decibels,  while  on  a noisy  street  corner 
sounds  of  less  than  80  decibels  will  be 
masked. 

Fig.  4 shows  audiograms  obtained  in 
the  presence  of  certain  types  of  noise. 

Physiologic  Effects  of  Noise 

McCord,  Teal,  and  Witheridge5  have 
summarized  our  knowledge  as  to  the 
physiologic  effects  of  noise  by  stating  that 
noise  deafness  constitutes  the  most  seri- 
ous and  tangible  of  the  bad  noise  effects. 
In  addition  there  are  numerous,  scarcely 
measurable  injuries  made  evident  by 
neuroses,  loss  of  sleep,  excessive  fatigue, 
and  emotional  disturbances. 

Effect  of  Noise  on  Hearing 

A study  by  the  New  York  Department 
of  Labor7  may  be  taken  as  representative 
of  surveys  conducted  in  noisy  industries 
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with  regard  to  impaired  hearing.  It  was 
found  that  in  a group  of  1,040  workers  the 
greatest  incidence  of  deafness  occurred 
in  those  groups  subjected  to  the  greatest 
amount  of  noise  and  to  certain  types  of 
noises. 

Impaired  hearing,  for  example,  oc- 
curred in  21  out  of  24  individuals  con- 
stantly subjected  to  noise  levels  between 
60  and  80  decibels.  While  it  is  difficult 
to  evaluate  accurately  impairment  of 
hearing  on  the  basis  of  statistical  analysis, 
the  fact  that  out  of  1,040  workers  246 
were  deafened  and  that  of  this  number  155 
gave  no  history  to  account  for  auditory 
impairment  serves  to  indicate  the  conse- 
quences of  exposure  in  noisy  trades.  It 
would  appear  that  occupational  deafness 
in  the  trades  of  boiler  making  and  those 
involving  drop  forging  is  a well-estab- 
lished entity. 

The  finding  of  McCord5  that  52  per 
cent  of  train  dispatchers  suffered  from  di- 
minished hearing  in  the  “telephone”  ear  is 
especially  convincing. 

Particularly  damaging  are  very  loud  or 
sudden  noises  such  as  explosions.  In  the 
military  service  we  are  especially  con- 
cerned with  gunfire  deafness.  In  the 
Navy  during  the  period  from  1929  to 
1938,  34  admissions  were  recorded  for 
deafness  due  to  heavy  firing.  Of  this 
number  25  were  invalided  from  service, 
and  the  total  number  of  sick  days  totaled 
1,904. 

Sutherland1  has  calculated  that  the 
noise  level  of  gunfire  is  instantaneously 
of  the  order  of  150  to  180  decibels  for  a 
man  exposed  to  a blast  pressure  of  7 
pounds  per  square  inch.  Since  perma- 
nent injury  to  the  inner  ear  may  be 
caused  by  a noise  intensity  of  120  deci- 
bels, at  first  glance  it  appears  necessary 
to  provide  ear  protection  of  the  order  of 
50  decibels  or  to  protect  individuals  by 
means  of  screens.  Actually,  the  shock 
wave  is  of  such  short  duration  that  less 
protection  will  usually  suffice. 

In  the  etiology  of  gunfire  deafness  the 
relative  importance  of  noise  and  of  pres- 
sure trauma  is  not  entirely  clear.  The 
tremendous  pressure  changes,  at  first 


positive  and  then  negative  and  occurring 
instantaneously  at  the  time  the  projec- 
tile is  discharged,  appear  to  be  respon- 
sible for  the  rupture  of  the  tympanic  mem- 
brane and  for  the  middle-ear  hemorrhage. 
But  whether  or  not  this  derangement  in 
structure  greatly  disturbs  the  hearing  is 
not  known. 

In  submarine  personnel  exposed  to 
pressure  trauma  incident  to  raising  baro- 
metric pressure  in  a chamber,  permanent 
impairment  in  hearing  did  not  follow 
rupture  of  tympanic  membranes  and  mid- 
dle-ear hemorrhage  incident  to  the  rapid 
increase  in  external  pressure.  Moreover, 
audiometer  tests  conducted  among  20 
deep-sea  divers  exposed  to  traumatic 
pressure  changes  over  periods  from  five 
to  twenty  years  resulted  in  normal  find- 
ings or  showed  diminished  hearing  be- 
yond the  range  of  the  spoken  voice — that 
is  the  frequency  range  of  4,096  cycles,  an 
impairment  associated  with  increased  age 
or  attributable  to  the  effects  of  excessive 
noise.8 

With  respect  to  aviators  it  is  unlikely, 
therefore,  that  barometric-pressure  trauma 
is  responsible  for  impairment  in  hearing 
reported  in  about  1 out  of  4 experienced 
pilots.  Such  impairment  in  hearing  ap- 
pears to  be  the  result  of  air-  or  bone- 
conducted  vibrations.9  An  extensive  au- 
diometric study  is  now  being  conducted 
at  naval  aviation  training  bases  for  the 
purpose  of  measuring  impairment  in 
hearing  in  relation  to  duration  of  avia- 
tion service. 

The  factor  of  bone-conducted  vibra- 
tions in  the  etiology  of  noise  deafness  ap- 
pears to  be  important  as  judged  by  the 
results  of  animal  tests.  Popoff10  showed 
that  in  two  groups  of  mice  exposed  to  the 
same  air-borne  sound  the  group  exposed 
to  vibrations  transmitted  through  the 
floor  developed  destructive  changes  in 
the  organ  of  Corti,  while  no  alterations 
occurred  in  the  group  of  mice  suspended 
above  the  floor. 

Effect  of  Noise  on  Work  Efficiency 

There  are  numerous  investigations  to 
show  that  noise  impairs  efficiency  in  work 
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output.  In  the  study  of  Weston  and 
Adams11  concerning  the  performance  of 
weavers,  the  use  of  ear  protectors  was  said 
to  have  increased  efficiency  about  7.5  per 
cent.  In  a packing  room  it  was  found 
that  output  was  increased  about  12  per 
cent  when  a noisy  ventilating  fan  was 
turned  off,  despite  the  resultant  de- 
creased ventilation. 

Examples  may  be  cited  at  length  to 
show  that  efficiency  is  increased  when 
high  noise  levels  are  reduced.  While  the 
increase  in  efficiency  may  appear  to  be 
small  and  in  the  range  of  5 to  10  per  cent, 
in  the  military  service  an  increase  of  1 per 
cent  in  efficiency  of  performance  may  be  a 
decisive  factor  in  determining  victory  or 
defeat. 

Fatigue  Due  to  Noise 

A serious  impediment  in  tests  of  mental 
or  neuromuscular  performance  is  the 
factor  of  compensatory  effort  that  serves 
to  maintain  adequate  function  until  the 
“breaking  point”  is  reached.  Compen- 
satory effort,  however,  manifests  itself 
by  an  increased  susceptibility  to  fatigue. 
In  our  laboratory  we  have  found  that 
even  the  noise  resulting  from  the  opera- 
tion of  a water  pump  caused  fatigue  to 
appear  earlier  than  in  quiet  surroundings. 
We  have  attributed  the  noise  fatigue  to 
the  factor  of  increased  concentration  in- 
cident to  the  maintenance  of  a satisfac- 
tory standard  of  analytical  work. 

In  a study  conducted  for  the  Navy  by 
F.  C.  Houghten12  with  reference  to  effi- 
ciency in  relation  to  a noisy  and  hot  en- 
vironment, the  preliminary  results  did 
not  indicate  any  marked  impairment  re- 
sulting from  noise,  but  it  was  found  that 
the  subjects  objected  more  to  the  annoy- 
ance or  aggravation  incident  to  work  per- 
formed in  a noisy  room  than  they  did  to 
the  bad  effects  of  the  hot  atmospheres. 

Other  Effects  of  Noise 

The  reality  of  some  of  the  physiologic 
effect  of  noise  is  made  more  apparent  by 
the  observations  of  Smith  and  Laird13 
showing  that  high  noise  levels  slowed 
peristaltic  activity  and  cut  down  the  flow 


of  saliva  and  gastric  juice.  Intracranial 
pressure,  as  well  as  blood  pressure  and 
heart  rhythm,  has  been  shown  to  be  af- 
fected by  noise.  Disturbance  of  sleep, 
however,  is  the  most  obvious  cause  of 
fatigue  associated  with  noise. 

Noise  Levels  Aboard  Ship 

Aboard  ship,  personnel  are  grouped  to- 
gether in  a small  space  housing  engines, 
ventilating  systems,  and  other  sources  of 
noise.  The  steel  structure  of  the  ship, 
moreover,  is  continuous  and  rigid,  and 
partitions  separating  compartments  are 
of  light  weight.  From  an  engineering 
point  of  view  these  characteristics  are 
admirable  for  noise  transmission.  It 
may  be  of  interest  to  record  that  the 
sounding  of  fog  signals  constitutes  the 
most  powerful  common  source  of  con- 
trolled noise  known.  Anyone  who  has 
attempted  to  sleep  near  a clanging  fog 
bell  will  appreciate  the  rapid  disintegra- 
tion of  nervous  reserve  under  these  con- 
ditions. 

Apart  from  the  effect  of  noise  aboard 
ship  on  the  efficiency  of  personnel,  we 
have  also  to  consider  a prime  military 
factor.  The  technic  of  following  ships  by 
the  noises  they  emit  is  rapidly  being  per- 
fected, since  sound  is  transmitted  much 
better  through  water  than  through  air. 
In  submarines  particularly  noise  mini- 
mization is  essential  to  safety. 

The  maip  source  of  noise  aboard  ship 
arises  from  the  engines,  propellers,  impact 
waves  against  the  hull,  and  the  ventila- 
tion system.  The  engines  set  up  impact 
noises  that  are  transmitted  throughout 
the  ship  by  the  rigid  steel  framework. 
While  not  all  of  the  frequencies  of  engine 
noise  are  audible,  they  are  capable,  as 
already  pointed  out,  of  causing  disagree- 
able and  injurious  vibrations. 

Since  modern  ships  are  divided  into 
many  compartments,  an  intricate  system 
of  forced  ventilation  is  required  to  main- 
tain an  adequate  air  supply.  Noise  gen- 
erated by  the  operation  of  ventilating 
fans  is  both  air-borne  and  transmitted 
through  duct  walls,  the  ducts  serving  as 
sound  transmission  tubes  to  disseminate 
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noise  throughout  the  ship.  The  opera- 
tion of  forced  draft  blowers  supplying  air 
to  the  firerooms  could  be  heard  at  a dis- 
tance of  two  miles  at  sea  prior  to  the  in- 
stallation of  corrective  acoustical  mate- 
rials. 

In  addition  to  these  main  sources  of 
noise  it  should  be  considered  that  the 
modern  warship  is  like  a factory,  not  only 
carrying  on  activities  that  make  indi- 
viduals self  sufficient  for  long  periods  of 
time  but  a factory  capable  of  moving  at 
speeds  of  30  knots  or  more  and  capable 
of  hurling  tons  of  steel  and  explosives 
when  the  objective  is  destruction.  It  is 
not  surprising,  therefore,  that  the  world 
of  the  military  sailor  is  featured  by  noise 
in  contrast  with  the  proverbial  atmos- 
phere of  rest  and  quiet  associated  with  a 
sea  voyage. 

Fig.  51  shows  a comparison  between  the 
noise  levels  aboard  a warship  and  familiar 
noises  ashore.  It  is  not  surprising  that 
the  man  of  the  sea  welcomes  the  compara- 
tive peace  and  quiet  of  New  York  City, 
where  the  highest  street  noise  level  ac- 
cording to  the  valuable  survey  of  the 
Noise  Abatement  Commission6  in  1930 
was  found  to  average  only  81  decibels! 

Prevention  of  Noise 

Since  noise  arises  simultaneously  from 
many  sources,  an  important  factor  to  con- 
sider is  what  source  should  be  minimized. 
What  for  example  is  the  total  combined 
noise  level  of  two  sources,  one  of  which 
measures  80  decibels  and  the  other  60 
decibels? 

A level  of  80  decibels  means  that  the 
intensity  is  10,000,000  times  that  of  the 
reference  or  zero  level,  while  a level  of  60 
decibels  represents  an  intensity  level 
1,000,000  times  greater  than  the  base 
level.  The  sum  of  the  intensities  would 
be  101,000,000  times  the  threshold  value, 
or  expressed  in  decibels  the  value  would 
be  80.04.  It  is  obvious  that  any  appre- 
ciable reduction  in  noise  level  can  be  ob- 
tained only  by  minimizing  the  loudest 
source  of  noise. 

In  a preceding  paragraph  the  value  of 
even  small  reductions  in  noise  levels  was 
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Fig.  5.  Noiselevels  aboard  a warship  compared 
with  familiar  noises  ashore.  [From  the  report 
of  Lieut.  R.  T.  Sutherland  (C.C.)  U.  S.  N.] 


emphasized  by  showing  that  a decrease 
of  10  decibels  brought  about  a diminution 
in  loudness,  as  judged  by  the  ear,  of  about 
50  per  cent. 

Noise  can  be  reduced  at  its  source,  in 
transmission  through  the  surrounding 
medium,  or  by  protecting  the  ear  from 
air-  and  bone-conducted  vibrations. 
Aboard  ship,  source  minimization  of 
noise  frequently  is  not  feasible.  When  we 
consider  the  possibility  of  decreasing  noise 
transmission  through  surrounding  me- 
diums, it  is  somewhat  discouraging  to  re- 
flect that  the  sound  insulation  value  of 
homogeneous  materials  is  proportional 
not  to  the  weight  of  the  insulating  mate- 
rial but  to  the  logarithm  of  the  weight. 

It  is  more  hopeful  to  consider  that  in 
civilian  life  a serious  noise  nuisance,  the 
unwarranted  blowing  of  the  automobile 
horn,  can  be  abolished  by  a courageous 
ordinance  prohibiting  the  use  of  the  horn 
as  a substitute  for  vigilant  driving. 

Ear  Protectors 

Cotton  earplugs  reduce  noise  intensity 
by  about  10  decibels.  Specially  devised 
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protectors  are  said  to  reduce  air-borne 
sound  from  25  to  30  decibels.  In  Knud- 
sen’s14  audiometer  tests  in  which  vibra- 
tion frequency  was  maintained  at  512 
cycles  per  second,  cotton  stuffed  in  the 
ears  provided  an  insulation  of  7 decibels. 
When  the  cotton  was  rolled  in  a taper  the 
insulating  value  was  12  decibels.  Rubber 
stoppers  increased  the  insulating  value  to 
a range  from  25  to  35  decibels,  while  a 
special  defender  of  Knudsen’s  design  had 
an  insulating  value  from  45  to  50  deci- 
bels. 

The  value  of  these  protectors  in  indus- 
try and  in  the  Navy  is  yet  to  be  deter- 
mined. Their  value  would  appear  to  be 
considerable  even  where  the  function  of 
hearing  is  needed,  providing  the  ear 
stoppers  will  mask  only  the  background 
level  or  less.  Any  sound  that  is  to  be 
heard  with  or  without  ear  stoppers  must 
be  of  greater  intensity  than  the  masking 
level  of  the  background  noise. 

Summary 

The  noise  problem  divides  itself  essen- 
tially into  a consideration  of  hearing  im- 
pairment and  of  emotional  response  lead- 
ing to  loss  of  efficiency  and  fatigue. 

Noise  deafness,  the  most  tangible  of  the 
ill  effects,  appears  to  be  an  established 
entity  definitely  related  to  the  intensity 
of  the  noise  level  and  to  the  type  of  noise 
especially  with  regard  to  predominant 
frequency. 

The  emotional  response  of  the  indi- 


vidual to  noise  depends  upon  his  basic 
psychic  patterns  and  training.  Loss  of 
efficiency  and  fatigue  are  the  adverse  ef- 
fects of  noise  manifested  by  susceptible 
individuals. 

In  the  Navy,  noise  levels  aboard  ship 
are  high.  Whether  or  not  there  is  impair- 
ment in  hearing  and  loss  of  efficiency  as  a 
result  of  the  high  noise  level  appears  to 
be  an  important  problem  in  naval  pre- 
ventive medicine. 


I desire  to  express  my  appreciation  to 
Lieutenant  R.  T.  Sutherland  (C.C.), 
U.  S.  N.,  and  to  Commander  C.  S. 
Stephenson  (M.C.),  U.  S.  N.,  for  aid  in 
the  preparation  of  this  paper. 
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TREATMENT  OF  A MENTALLY  DEFECTIVE  CHILD  BY  A CHIROPRACTOR 


A recent  controversy,  which  began  between  a 
chiropractor  and  a medical  practitioner  and 
which  ended  in  a law  suit,  has  given  the  Danish 
public  an  insight  into  the  scope  of  the  therapeutic 
claims  of  chiropractors.  In  this  particular  case, 
as  told  in  the  J.A.M.A .,  chiropractor  Andreasen 
undertook  to  treat  a child  suffering  from  chorea. 
The  child  had  been  admitted  to  the  Ribe  Insti- 
tute for  Mental  Defectives  and  had  been  taken 
out  of  it  on  the  parents’  request.  It  was  at  this 
stage  that  Andreasen  undertook  to  give  chiroprac- 
tic treatment  for  the  child’s  affliction.  The  fam- 
ily doctor,  Dr.  Ovesen,  dissented  from  this  treat- 
ment, finding  expression  for  his  dissent  in  words 
to  which  the  chiropractor  took  exception. 
These  words,  alleged  to  be  defamatory,  were  ad- 
dressed in  part  to  the  parents  of  the  child,  in  part 
to  the  chiropractor  himself.  The  sentence  which 
the  chiropractor  claimed  to  be  slanderous  was 


that  "chiropractic  treatment  of  mental  deficiency 
is  a swindle  and  humbug.”  The  upshot  of  the 
prosecution  for  slander  in  this  case  was  the  ac- 
quittal of  the  defendant,  the  complainant  having 
to  pay  costs  to  the  tune  of  200  kroner.  The  court 
found  that  Dr.  Ovesen  must  be  considered  justi- 
fied in  defining  the  chiropractor’s  treatment  of 
the  child  in  the  aforementioned  terms,  consider- 
ing that  the  chiropractor  knew  that  the  child  had 
come  under  treatment  after  having  been  taken  by 
the  parents  out  of  an  institute  for  the  mentally 
defective.  The  court  also  found  that  Dr.  Ovesen 
was  justified  as  the  family  doctor  in  advising 
against  a treatment  which,  in  the  opinion  of  the 
medical  authorities,  must  be  considered  as  quite 
futile.  A circumstance  militating  against  the 
claimant  was  the  further  fact  that  the  child  had 
been  deprived  of  proper  care  and  education  in 
order  to  undergo  the  chiropractor’s  treatment. 


EPIDEMIC  HAZARDS  IN  WAR 


Frank  G.  Boudreau,  M.D.,  New  York  City 
( Executive  Director,  Milbank  Memorial  Fund) 


Whatever  the  outcome  of  the  present 
war,  we  may  be  sure  that  disease 
will  be  the  final  victor,  accounting  for  the 
largest  number  of  victims  and  carrying  on 
its  deadly  work  long  after  the  voice  of  the 
last  gun  has  spoken.  It  has  been  said 
that  the  last  war  was  exceptional  in  that 
for  the  first  time  the  number  of  casualties 
from  military  action  exceeded  the  number 
of  victims  of  disease.  That  may  have 
been  true  of  certain  armies  during  the 
period  of  hostilities,  but  it  is  emphatically 
not  true  when  the  victims  of  disease 
among  civilians  are  taken  into  considera- 
tion. Every  war  produces  conditions 
favoring  the  spread  of  disease,  of  which 
mass  movements  of  population  is  one  of 
the  most  important.  In  preparation  for 
war  the  strength  of  armies  is  increased  by 
recruits  from  villages  and  agricultural  dis- 
tricts as  well  as  cities.  The  former  fall 
ready  victims  to  such  diseases  as  measles 
and  mumps,  meningococcic  meningitis, 
and  the  pneumonias.  The  first  months 
of  life  in  the  army  are  as  dangerous  for 
the  recruit  from  the  point  of  view  of  dis- 
ease as  the  first  years  of  life  in  infants. 
As  the  tide  of  battle  rises  and  falls,  refu- 
gees add  to  the  mass  movements  of  popu- 
lation. There  has  been  an  exodus  of 
refugees  in  the  present  war.  As  far  as  we 
are  able  to  judge  these  have  not  involved 
great  numbers  of  people,  but  they  have 
involved  great  danger.  This  is  particu- 
larly true  of  the  exodus  from  Poland;  for 
while  the  Polish  Health  Service  was  de- 
veloping along  sound  lines,  it  had  serious 
problems  to  contend  with,  such  as  endemic 
typhus  and  typhoid  fevers.  Also,  of 
course,  before  the  refugees  left,  the  health 
service  in  the  areas  from  which  they  fled 
must  have  broken  down.  It  is  probable 
that  the  movement  of  refugees  within 


Poland  and  Finland  was  much  greater 
than  those  extending  beyond  the  national 
frontiers.  Last  October  I received  a 
cable  from  Geneva  informing  me  that 
there  were  only  ten  thousand  Polish  refu- 
gees in  Rumania  and  six  thousand  in 
Hungary.  Little  precise  information  con- 
cerning internal  refugee  movements  has 
come  out  of  Poland,  but  with  regard  to 
Finland  we  do  know  that  hundreds  of 
thousands  of  people  left  their  homes  after 
the  war  with  Soviet  Russia  to  find  refuge 
within  the  restricted  frontiers  of  their  own 
country.  This  was  not  a disorganized 
flight  and  the  areas  involved  had  not  been 
seeded  with  typhus  and  typhoid  infection 
as  in  the  case  of  Poland.  This  recalls  a 
similar  movement  in  1922  when  the 
Treaty  of  Lausanne  brought  an  end  to 
the  Greco-Turkish  War.  Provision  had 
been  made  for  the  exchange  of  populations, 
and  Greeks  from  Asia  Minor  poured  into 
Greece,  bringing  with  them  smallpox, 
cholera,  and  typhoid  fever.  The  resulting 
epidemics  were  not  checked  until  more 
than  half  a million  had  been  inoculated 
against  these  three  diseases  by  an  inter- 
national commission  organized  by  the 
League  of  Nations. 

Gibbon  speaks  of  the  triple  scourge  of 
war,  pestilence,  and  famine.  These  three 
scourges  interact  to  swell  the  flood  of 
human  misery.  Following  the  last  war 
famine  affected  a small  area  in  Soviet 
Russia  that  had  been  the  seat  of  malig- 
nant tertian  malaria.  The  inhabitants 
fled,  carrying  the  seeds  of  this  fatal  dis- 
ease to  a wide  area  and  causing  outbreaks 
that  still  smoldered  many  years  afterward. 
An  epidemic  of  meningococcic  meningitis 
in  England  during  1917-1918  was  as- 
cribed to  troops  from  Canada.  In  1918 
Vaughan  and  Palmer  estimated  that 
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meningitis  was  forty-five  times  as  preva- 
lent in  the  army  as  in  civilian  life,  whereas 
their  figure  for  measles  was  nineteen  and 
for  pneumonia  twelve.  In  American 
army  camps  during  the  period  September, 
1917-March,  1918,  meningitis  next  to 
pneumonia  was  the  most  serious  problem 
that  the  Army  Medical  Corps  had  to 
meet,  partly  by  reason  of  its  fatality  and 
partly  because  it  showed  the  greatest  ex- 
cess over  the  disease  in  civilian  communi- 
ties. Records  show  that  it  also  occurred 
among  civilians  and  in  army  camps  in  the 
war  of  1812,  and  it  was  widely  distributed 
both  north  and  south  in  the  war  between 
the  states.  This  was  followed  by  its  wide 
distribution  over  the  country  for  nearly 
ten  years  after  the  war  ended. 

The  World  War  of  1914-1918  will  al- 
ways be  associated  with  the  pandemic  of 
influenza  occurring  toward  and  after  its 
close.  The  two  greatest  pandemics  of 
which  we  have  record  and  from  which  we 
have  learned  nearly  everything  we  know 
about  the  disease  occurred  during  the  last 
fifty  years,  yet  we  have  no  data  upon 
which  to  base  any  predictions  concerning 
the  next  occurrence  of  the  disease  in  epi- 
demic form.  But  there  are  ominous  re- 
ports from  abroad  that  may  indicate  that 
the  disease  is  gradually  acquiring  mo- 
mentum as  it  has  always  done  before  a 
great  outbreak. 

Epidemic  hazards  in  the  present  war 
will  depend  upon  various  factors,  such  as 
the  nature  of  war  and  the  diseases  preva- 
lent in  the  areas  where  it  is  waged. 

If  war  continued  to  be  waged  as  in 
1914,  it  might  not  be  too  difficult  to  pre- 
dict the  influence  it  would  have  upon  the 
prevalence  of  disease.  But  its  nature 
has  changed  radically  since  1914,  so 
much  so  that  it  is  now  difficult  to  distin- 
guish between  the  end  of  peace  and  the 
beginning  of  hostilities.  There  was  a time 
when  war  involved  only  a few  soldiers  in 
limited  areas.  At  present  whole  coun- 
tries have  become  its  battlefields.  Po- 
litical and  economic  hostilities  have  be- 
come integral  parts  of  modern  war.  To 
add  to  the  confusion  governments  do  not 
always  take  the  trouble  to  declare  that 


they  are  at  war.  Transfer  of  territory 
may  take  place  through  political  action 
alone  and  sovereignty  be  lost  or  aban- 
doned without  resort  to  armed  force. 
Two  great  armies  shelter  themselves  be- 
hind supposedly  impregnable  fortifications 
carrying  on  desultory  artillery  or  patrol 
actions.  People  ask,  “When  will  real  war 
begin?”  not  realizing  that  it  has  begun 
long  since,  long  before  concrete  shelters 
were  built  or  armies  assembled.  For  in 
modern  times  war  begins  when  nations 
prepare  to  utilize  all  of  their  resources  to 
achieve  their  political  objectives,  whether 
these  be  concerned  with  defense  against  a 
possible  aggressor  or  the  acquisition  of 
new  territory.  In  either  case  the  result 
is  the  same.  The  threat  of  war  causes  na- 
tions to  prepare  to  defend  themselves. 
An  attempt  is  made  to  attain  national 
self  sufficiency,  which  cannot  be  achieved 
except  by  a lowering  of  the  standard  of 
living.  Private  production  for  profit  must 
be  subordinated  to  national  production 
for  defense.  The  aim  of  government 
ceases  to  be  the  public  welfare  and  be- 
comes the  production  of  arms  and  other 
materials  of  war.  The  whole  national 
economy  is  geared  into  production  for  war 
purposes.  Imports  are  restricted  to  ma- 
terials necessary  for  the  army,  navy,  and 
air  force;  exports  are  subsidized  reck- 
lessly to  obtain  foreign  exchange  with 
which  to  buy  essential  raw  materials; 
even  food,  badly  needed  at  home,  is  ex- 
ported at  prices  that  depress  the  world 
market.  Slowly  but  surely  control  is 
tightened  until  it  affects  every  living  soul 
and  every  industry,  no  matter  how  small. 
Total  war  lowers  standards  of  living, 
causes  longer  hours  of  labor,  brings  a 
halt  to  housing,  makes  for  higher  taxes, 
dearer  food,  less  money  for  social  needs, 
and  less  production  for  private  consump- 
tion. When  hostilities  begin,  they  are 
directed  as  much  at  industrial  centers  as 
against  armies;  the  battlefield  includes 
every  part  of  the  country  that  enemy  air 
forces  can  reach.  Hence,  all  vital  areas 
must  be  organized  for  defense.  During  a 
visit  to  France  and  England  in  the  late 
summer  of  1939,  I found  that  the  staffs 
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of  health  departments  were  spending  one- 
fifth  to  one-fourth  of  their  time  in  their 
normal  work,  four-fifths  to  three-fourths 
on  organizing  antigas  defense,  measures  of 
evacuation,  first  aid,  and  hospital  care. 
While  few  details  are  available  concerning 
total  warfare  in  Poland  and  Finland,  it  is 
likely  that  it  interrupted  or  destroyed 
water  supplies,  transport  and  distribution 
of  food,  systems  of  lighting,  communica- 
tions, and  every  other  normal  activity  of 
modern  society.  It  is  to  be  noted  that 
the  destructive  effects  of  such  a war  in- 
crease with  the  degree  of  development  of 
the  country  involved.  Think  of  its  re- 
sults in  metropolitan  New  York  where  so 
much  depends  on  the  electric  motor  and 
other  machines.  Heating,  lighting,  trans- 
portation, communication,  and  refrigera- 
tion would  be  subject  to  instant  paralysis. 
Unable  to  face  such  a prospect  with 
equanimity,  countries  that  are  threatened 
evacuate  large  numbers  from  exposed 
areas,  involving  the  dangers  always  pres- 
ent in  mass  movements  of  population. 
The  blockade  is  an  indispensable  weapon 
of  total  war,  ruthlessly  employed  by  every 
belligerent  able  to  enforce  it.  It  will  en- 
deavor to  prevent  the  passage  of  every 
scrap  of  food,  every  bit  of  raw  material, 
every  commodity  that  might  be  used  to 
feed  men  or  factories.  We  had  some  ex- 
perience with  the  blockade  in  the  last  war, 
and  we  saw  some  of  its  most  dire  results 
in  Austria  and  the  Balkans,  which  were 
devastated  by  war,  famine,  and  pesti- 
lence. 

Diseases  prevalent  in  the  belligerent 
countries  also  affect  the  epidemic  hazards 
of  war.  I have  spoken  of  typhus  fever, 
“the  scarlet  cloak,”  in  Poland,  where  in 
my  own  experience  some  1,000  cases  oc- 
curred yearly,  not  restricted  to  any  par- 
ticular region  but  scattered  throughout 
the  country.  Typhus  fever  also  occurs 
in  Soviet  Russia,  Rumania,  Hungary,  and 
the  Balkans  generally.  I emphasize  ty- 
phus fever  because  it  thrives  on  war, 
famine,  privation,  social  disorganization, 
and  lack  of  soap.  It  has  won  many  wars, 
and  according  to  Hans  Zinsser,  may  have 
held  up  the  Austrians  before  Belgrade 


long  enough  to  weigh  the  balance  against 
the  Central  Powers  in  the  last  war.  I 
can  imagine  nothing  more  apt  to  breed 
typhus  epidemics  than  the  conditions 
produced  by  the  total  war  I have  been  de- 
scribing. Typhoid  fever  and  its  allies 
also  prevail  highly  in  Poland,  Russia,  and 
the  Balkans.  Destruction  or  disruption 
of  public  water  supplies  and  systems  of 
sewerage  will  not  help  to  keep  them  under 
control.  Smallpox  exists  in  a particu- 
larly virulent  form  in  the  same  areas.  We 
know  of  it  as  the  Asiatic  form  of  the  dis- 
ease in  contrast  to  the  mild  American 
type  which  prevails  in  this  country.  I 
am  not  in  a position  to  say  whether  in- 
fluenza and  meningococcic  meningitis 
will  be  epidemic  hazards,  but  we  may  be 
sure  that  morbidity  and  mortality  from 
pneumonia  will  rise  to  greater  heights 
than  in  peace  time.  It  is  also  possible 
that  diseases  that  have  not  distinguished 
themselves  in  former  wars  may  be  in- 
fluenced by  new  conditions  to  strike  more 
heavily  than  ever  before.  Disease  has 
won  more  wars  than  military  action;  it 
has  governed  the  course  of  civilization, 
retarded  progress,  and  altogether  exer- 
cised the  greatest  influence  over  man’s 
destiny,  far  surpassing  that  of  military 
strategy,  the  movement  of  armies,  and 
the  control  of  the  seas. 

By  far  the  most  precise  information  we 
have  concerning  epidemic  hazards  in  war 
concerns  the  inroads  of  disease  in  the 
ranks  of  armies,  but  it  is  natural  to  believe 
that  as  usual  civilians  have  always  suf- 
fered much  more  severely.  Certainly  it 
would  be  logical  to  suppose  that  nutri- 
tional diseases  prevailed  most  widely 
among  civilians,  for  every  sacrifice  is 
made  to  keep  armies  in  good  fighting 
trim.  You  may  be  surprised  that  I 
should  include  nutritional  diseases  in  a 
description  of  epidemic  hazards  in  war. 
But  scurvy  and  beriberi  have  occurred  in 
conditions  so  like  epidemics  of  infectious 
disease  that  to  exclude  them  from  con- 
sideration simply  because  no  infectious 
agent  is  concerned  seems  to  me  to  be 
somewhat  overmeticulous.  Furthermore, 

I have  hinted  that  changes  in  the  nature 
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of  war  and  greater  use  of  the  blockade 
may  well  result  in  a great  increase  of  nu- 
tritional diseases  among  armies  and  civil- 
ians alike.  Of  all  nutritional  diseases 
scurvy  is  the  one  most  commonly  asso- 
ciated with  war.  Hippocrates  refers  to 
an  outbreak  of  sore  gums  and  leg  pains 
among  soldiers  that  was  probably  scurvy. 
It  would  not  surprise  me  to  read  reports 
of  the  widespread  occurrence  of  scurvy 
in  the  warring  countries  after  cessation  of 
hostilities.  Scurvy  has  always  been  com- 
mon among  seamen,  and  navies  have 
suffered  severely,  but  this  is  not  likely  to 
happen  in  the  present  war  except  among 
naval  prisoners  like  those  on  the  “Alt- 
mark/  ’ Scurvy  has  been  an  almost  con- 
stant menace  to  armies  when  food  ran 
low.  Diming  the  Middle  Ages  it  haunted 
stranded  armies  and  besieged  cities;  one 
authority  believes  that  no  single  cam- 
paign of  any  magnitude  escaped.  And 
in  one  well-known  instance  it  determined 
the  outcome  of  the  campaign.  This  was 
the  crusade  led  by  Saint  Louis  against 
the  Saracens.  Joinville  states  that  an 
illness  fell  upon  the  host  of  Saint  Louis 
shortly  after  the  first  Friday  of  Lent  in 
1250.  “The  flesh  of  our  legs  dried  up,” 
states  the  chronicler,  “the  skin  of  our 
legs  became  spotted  ....  the  flesh  of  our 
gums  putrefied,  nor  could  anyone  escape 
from  this  sickness  for  he  had  to  die.  The 
sign  of  death  was  this,  that  when  there 
was  bleeding  of  the  nose,  then  death  was 
sure.”  The  Turks  managed  to  blockade 
the  river  against  the  ships  that  were 
bringing  up  fresh  food  supplies,  and  the 
sickness  increased  to  such  an  extent  that 
the  King  decided  to  make  one  last  desper- 
ate attempt  to  break  through.  This  at- 
tempt failed,  and  the  King  and  all  his 
knights  were  captured. 

Scurvy  was  common  during  the  war  of 
1914-1918  and  the  hungry  years  that 
followed.  Prisoners  of  war  suffered  se- 
verely, 7,500  British  soldiers  were  in- 
valided from  Mesopotamia  in  1916  as  a 
result  of  scurvy  and  the  Indian  troops 
suffered  even  greater  ravages.  The  sur- 
render of  Kut  was  hastened  by  scurvy 
among  the  garrison,  which  had  been 


deprived  of  fresh  meat  and  vegetables. 

Pellagra  is  a serious  problem  in  many 
European  countries  to  which  the  war  may 
spread:  Jugoslavia,  Rumania,  Turkey, 

Southern  Russia,  and  Greece.  Beriberi 
occurs  mainly  in  tropical  lands,  but  it  is 
by  no  means  restricted  to  them.  In  1878 
it  was  so  prevalent  in  the  Japanese  Navy 
that  three  hundred  of  every  thousand 
men  were  on  the  sick  list.  Thanks  to  the 
work  of  Eijkman  and  his  associates  in 
Java,  the  Japanese  changed  naval  rations 
from  polished  rice  to  wheat,  barley,  beans, 
milk,  meat,  and  only  a little  rice.  This 
change  probably  determined  the  result  of 
the  Russo-Japanese  War,  in  which  the 
Japanese  Navy  scored  so  heavily. 

Our  knowledge  of  rickets  will  always  be 
associated  with  the  starving  city  of 
Vienna.  As  everyone  knows,  this  city 
suffered  the  worst  effects  of  the  blockade. 
Malnutrition  in  many  forms  prevailed 
widely,  making  the  city  “an  object  of 
pity  and  a magnificent  field  for  research” 
as  someone  has  said.  Workers  from  the 
Lister  Institute  in  London  who  under- 
took to  study  rickets  in  Vienna  received 
a warm  welcome  and  the  offer  of  every 
facility  from  the  late  Professor  Pirquet  of 
the  Children’s  Clinic,  University  of  Vienna. 
Dr.  Harriet  Chick  and  co-workers  were 
able  to  show  that  the  two  apparently 
conflicting  theories  of  the  cause  of  rickets 
were  both  true — rickets  is  a food-defi- 
ciency disease  and  at  the  same  time  it 
can  be  prevented  or  cured  by  ultraviolet 
light.  The  Viennese  suffered  from  many 
other  ills,  notably  tuberculosis,  the  mor- 
tality from  which  rose  beyond  expecta- 
tion. During  several  visits  to  Vienna  in 
the  postwar  period  I saw  many  evidences 
of  the  results  of  war  privations.  Most 
remarkable  perhaps  were  the  short  stature 
and  miserable  appearance  of  adolescents 
who  had  been  born  and  brought  up  during 
and  after  the  closing  months  of  the  war. 

If  war  brings  in  its  train  so  many  rec- 
ognizable forms  of  deficiency  disease,  if 
the  best  equipped  and  most  amply  pro- 
visioned armies  do  not  escape  its  ravages, 
what  must  conditions  be  among  civilians 
who  are  of  but  minor  importance  in  the 
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war  effort.  We  may  be  sure  that  for 
every  person  suffering  from  scurvy,  rick- 
ets, beriberi,  pellagra,  or  other  nutri- 
tional deficiency  disease  there  are  thou- 
sands in  the  latent  state,  their  margin  of 
safety  reduced  to  the  lowest  possible 
level.  For  every  such  soldier  there  must 
be  scores  with  general  malnutrition,  ready 
to  fall  easy  victims  to  forms  of  disease 
that  in  better  circumstances  they  might 
have  thrown  off. 

Hunger  has  been  the  lot  of  man 
throughout  recorded  history  until  quite 
recent  times.  Until  the  advent  of  the 
industrial  revolution,  countries  in  West- 
ern Europe  lived  sparingly  from  one 
famine  to  another.  Men  now  living  re- 
call stories,  told  them  by  their  grand- 
fathers, of  flour  mixed  with  the  powdered 
bark  of  trees  to  make  bread.  Famine 
still  occurs  in  the  Orient,  and  hundreds  of 
thousands  of  Chinese — perhaps  millions — 
illustrate  with  terrible  emphasis  the  kin- 
ship of  war,  famine,  and  pestilence. 

Only  in  comparatively  recent  years 
has  man  liberated  himself  from  the  chains 
of  hunger.  Such  liberty  as  we  now  enjoy 
is  comparatively  new  in  human  history, 
for  there  could  be  no  intellectual  advance 
toward  freedom  as  long  as  want  dogged 
man’s  footsteps.  There  is  a very  serious 
risk  that  the  abundance  we  have  achieved 
will  melt  away  in  the  fierce  heat  of  war. 

Triumph  over  disease  is  also  a partial 
and  recent  accomplishment;  partial  be- 
cause there  are  diseases  we  have  not 
learned  to  control  and  many  others  to 
which  the  higher  income  groups  appear 
to  be  comparatively  immune,  while  the 
poor — the  great  bulk  of  the  population 
even  in  such  comparatively  rich  countries 
as  our  own — suffer  from  them  dispropor- 
tionately. I need  hardly  remind  you 
that  the  unskilled  laborer  is  seven  times 


AMERICAN  FIELD  SERVICE  BULLETIN 

We  learned  by  telephone  on  June  28,  1940,  from 
London  that  it  has  been  decided  in  England  to 
put  all  hospital,  ambulance,  first-aid  work,  etc., 
under  the  British  Red  Cross.  This  means  that 
such  organizations  as  the  American  Ambulance, 
Great  Britain,  which  we  had  agreed  to  represent 
in  this  country,  will  disband. 

We  are  obtaining  information  from  the  British 
Red  Cross  as  to  their  needs  for  ambulances  or 


more  apt  to  die  of  tuberculosis  than  the 
professional  man,  and  that  infant  mor- 
tality in  a western  city  was  168  in  1930  in 
families  with  incomes  of  $500  a year  and 
30  with  incomes  of  $3,000  and  over.  There 
is  a similar  but  smaller  disproportion 
even  with  regard  to  cancer  and  syphilis. 
If  there  is  one  constant  and  inevitable 
result  of  war,  it  is  a lowering  of  the 
standard  of  living,  affecting  all  classes 
but  bearing  down  most  heavily  on  the 
poor. 

As  far  as  epidemics  of  infectious  dis- 
eases are  concerned,  the  necessity  of  inter- 
national machinery  for  its  control  has 
been  recognized  and  acted  on  by  govern- 
ments in  the  last  thirty  years.  There 
are  now  five  international  health  agencies, 
each  playing  a part  in  preventing  the 
spread  of  disease  in  this  age,  which  has 
witnessed  such  a rapid  increase  of  the  op- 
portunities for  the  spread  of  disease 
through  increases  in  the  mass  and  speed 
of  transportation.  International  epi- 
demic commissions  are  even  now  attempt- 
ing to  stamp  out  plague,  typhus  fever,  and 
smallpox  at  their  source  in  China.  It  is 
questionable  whether  such  international 
machinery  can  long  operate  in  a world 
that  is  being  drawn  more  deeply  every 
day  into  the  vortex  of  war. 

I have  mentioned  Gibbon’s  reference 
to  the  triple  scourge  of  war,  famine,  and 
pestilence.  It  is  possible  to  forecast 
man’s  conquest  of  pestilence  and  to  re- 
cord his  temporary  triumph  over  famine. 
But  famine  and  pestilence  will  persist  so 
long  as  man  believes  in  the  resort  to 
armed  force  as  a means  of  solving  his  po- 
litical and  social  problems.  And  in  spite 
of  all  the  advances  in  our  knowledge  of 
the  cause  and  prevention  of  disease,  epi- 
demics will  prevail  wherever  war  and 
famine  have  prepared  the  way. 


other  useful  material  and  will  be  in  a position 
soon  to  pass  this  information  along  to  anyone 
interested  in  helping  in  this  direction. 

While  there  is  no  outlet  at  the  moment  for  aid 
to  France,  with  conditions  changing  so  rapidly, 
we  are  confident  that  some  need  will  arise 
for  relief  to  which  we  can  devote  our- 
selves. 


Stephen  Galatti 
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Frederick  S.  Wetherell,  M.D.,  F.A.C.S.,  Syracuse,  New  York 


In  no  branch  of  the  practice  of  medicine 
is  a knowledge  of  fundamentals  more 
important  than  in  the  field  of  emergency 
surgery  that  follows  injuries  involving  the 
surface  of  the  body.  We  are  here  con- 
fronted with  conditions  that  demand  that 
we  be  not  only  conversant  with  surgical 
technic  but  also  have  a sharp  insight  into 
bacteriology  and  pathology — in  other 
words,  the  likes  and  dislikes  of  various 
types  of  pyogenic  organisms  and  the 
manner  in  which  tissues  heal. 

Ideally,  a wound  should  heal  by  first  in- 
tention or,  if  extensive  with  great  loss  of 
tissue,  by  granulation  of  a healthy  nature. 
To  achieve  these  results  we  must  either  be 
ready  to  exhibit  a painstaking,  nontrau- 
matizing, cleansing  technic,  preferably 
under  anesthesia,  or  turn  over  the  job  to 
someone  who  will.  There  can  be  no 
hurry  in  this  type  of  surgery,  each  case 
being  a problem  in  itself.  Proper  de- 
bridement and  careful  suturing,  which 
does  not  choke  tissues,  are  the  only  means 
at  our  disposal  that  will  allow  primary 
healing  and,  incidentally,  prevent  infec- 
tion— at  least  one  of  a serious  nature. 
Disregard  of  these  principles  will  too  often 
eventuate  in  infected  wounds,  which  leave 
the  patient  with  a crippled  hand  or  ex- 
tremity and  sometimes  end  with  loss  of 
life.  What  excuse  can  there  be  for  hur- 
riedly sewing  a piece  of  clothing  or  other 
material  into  a deep  wound,  only  to  find  a 
few  days  later  a virulently  active  infection 
requiring  weeks  of  treatment?  Ten  min- 
utes more,  the  help  of  an  anesthetist,  and 
a pair  of  trained  eyes  and  hands  would 
have  avoided  for  the  patient  a catastro- 
phic illness  and  bitterly  resented  se- 
quelae. 

Surgeons  profited  a great  deal  from  the 
experiences  of  the  last  great  war.  Many 
of  those  who  learned  their  lessons  in  that 
amphitheatre  have  taught  and  written 


much  about  the  importance  of  proper 
primary  surgery.  Yet  from  time  to  time 
we  are  called  upon  to  witness  the  results 
of  mistreatment  such  as  that  outlined  in 
the  previous  paragraph. 

The  best  way  (permitting  an  hibernian- 
ism)  to  treat  infections  is  to  prevent 
them.  The  debridement  of  small  wounds 
requires  small  instruments.  A delicate 
scissors  will  snip  away  fractions  of  milli- 
meters of  dead  tissue  until  bleeding  sur- 
faces present  themselves  or  until  muscle 
fibers  contract  when  snipped.  These  two 
factors  are  evidence  of  living  tissue  and 
must  be  demonstrated  before  a wound  is 
closed.  The  best  antiseptic  is  blood  cir- 
culating in  its  vessels.  Strong  antiseptics 
applied  to  open  wounds  are  worse  than 
useless ; they  damage  tissues  that  need  to 
be  treated  gently.  Cleansing  with  nor- 
mal saline  or  Ringer’s  solution  is  suffi- 
ciently effective — they  both  approach,  in 
character,  the  serum  that  will  soon  be 
poured  out  into  the  wound. 

Economic  exigencies  should  never  be 
considered  against  the  need  for  rest  of  an 
injured  part.  A better  result  will  always 
make  up  for  the  apparent  loss  of  a work- 
ingman’s time;  greater  loss  follows  a too 
hurried  resumption  of  activity.  No  im- 
portuning of  worker  or  employer  should 
influence  the  surgeon  in  his  judgment  as 
to  the  proper  length  of  time  for  good 
wound  healing — such  healing  as  will  not 
endanger  a potentially  good  outcome. 
Infection  has  too  often  intervened  when  a 
patient  has  been  allowed  to  return  to  a job 
that,  of  necessity,  calls  for  use  of  an  in- 
jured member  or  part  and,  because  of  its 
nature,  may  allow  dirt  to  get  under  dress- 
ings. The  rules  are  so  simple  that  it 
seems  impossible  that  they  should  ever 
be  broken. 

We  are  not  to  blame,  however,  if,  due 
to  procrastination,  a wound  is  not  seen 
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until  infection  is  present,  if  an  injury 
seems  too  trivial  to  demand  immediate 
surgical  attention,  or  if  a wound  shows 
signs  of  inflammation  of  a purulent  nature 
despite  good  primary  care. 

The  reliance  that  is  often  placed  on  the 
ability  of  boy-scout-trained  first-aid  sta- 
tion personnel  is  to  be  decried.  On 
several  occasions  my  attention  has  been 
called  to  the  pseudomedical  practice  of  in- 
dividuals in  these  positions.  An  injured 
workman  has  the  right  to  proper  surgical 
attention  at  the  earliest  moment  possible. 
Any  delay,  arising  incident  to  a system 
that  places  dependence  on  nonmedical 
personnel  and  that  results  in  unwonted 
disability  for  a workman,  should  be  made 
the  subject  of  an  investigation  by  the  phy- 
sician who  finally  takes  the  brunt  of 
criticism  for  a poor  result.  These  state- 
ments, of  course,  apply  to  treatment  of 
patients  under  workmen’s  compensation 
laws  and  seem  to  be  germane  to  any  dis- 
sertation on  the  treatment  of  infections 
in  wounds. 

A prick  of  the  skin  covering  the  tip  of  a 
finger  goes  unnoticed  or  is  belittled.  A 
few  days  later  a slight  redness,  a throb- 
bing, perhaps  some  swelling  occur.  How 
often  are  such  symptoms  met  with  the 
advice  to  “go  home  and  soak  it”?  The 
fact  that  infection  is  present  is  recognized. 
But  the  anatomy  of  the  distal  phalanx  is 
forgotten — a mass  of  fat-filled  fibrous 
tissue  in  which  there  is  no  “give”  and  in 
which  a few  beads  of  pus  will  cause  such 
distention  that  the  digital  arteries  become 
compressed,  thus  causing  the  usual  se- 
quence of  osteomyelitis  with  loss  of  bone 
and  a disabled  finger  tip.  Soaking  and 
sulfanilamide  will  never  replace  an  early 
free  incision  in  the  treatment  of  such  con- 
ditions nor  for  that  matter  the  prompt 
and  proper  incision  of  any  purulent  infec- 
tion. It  may  be  said  that  no  man  has  a 
right  to  incise  an  infected  hand  who  has 
not  at  least  once  mastered  Kanavel’s 
teachings  and  then  refers  to  them  when  in 
doubt. 

There  is  as  much  thrill  in  seeing  pus 
exude  from  a carefully  exposed  and  nicked 
flexor  tendon  sheath  following  a diagnosis 
of  purulent  tenosynovitis  as  there  is  in 


finding  a correctly  diagnosed  pathologic 
condition  in  the  abdomen.  Going  from 
the  general  to  the  specific  for  a moment, 
it  might  be  well  to  call  attention  to  the 
fact  that  a tendon  sheath  has  a blood  sup- 
ply contained  in  a delicate  meso tendon. 
There  need  be  no  expression  of  wonder- 
ment, therefore,  if  a sheath  sloughs  when 
nothing  apparently  has  been  done  except 
to  make  an  incision  into  it  after  its  expo- 
sure, the  operator  having  forgotten  that 
one  wipe  with  a sponge  left  that  sheath 
without  nourishment.  Thus  again  we 
have  demonstrated  the  need  for  the 
greatest  anatomic  knowledge  when  treat- 
ing infections  of  a part,  the  work  of  which 
has  yet  to  be  duplicated  by  a man-made 
machine. 

All  of  the  foregoing,  it  may  seem,  has 
been  said  in  a spirit  of  unwarranted  criti- 
cism, this  paper  being  read  before  a body 
of  men  who  have  a particular  interest 
in  industrial  surgery.  That  assumption 
may  be  fair;  yet,  it  seems  proper  that 
from  time  to  time  we  call  attention  to  the 
need  for  continued  education  along  these 
lines.  It  is  for  that  reason  that  special 
sections  on  industrial  medicine  and  surg- 
ery have  been  established  in  many  of  the 
larger  medical  societies  throughout  this 
country.  But  men  who  profess  to  have 
particular  skill  in  certain  branches  of 
medicine  must  accept  the  responsibility  of 
doing  postgraduate  teaching.  This  does 
not  of  necessity  mean  that  one  is  obliged 
to  hold  seminars  or  lecture  to  large  groups ; 
more  good  can  often  be  done  by  a personal 
review  of  a case  “gone  wrong,”  with  the 
individual  doctor,  who  should  of  course  be 
willing  to  discuss  the  problem.  Unfortu- 
nately this  willingness  is  not  always  mani- 
fest. 

Surgical  principles  allow  no  diver- 
sion from  their  well-known  rules — rules 
that  can  be  read  in  any  textbook  of  surg- 
ery. They  are  perhaps  best  known  to 
junior  and  senior  medical  students  who 
have  had  to  present  evidence  of  such 
knowledge  from  time  to  time  before  their 
graduation.  It  might  be  well  to  expect 
some  evidence  of  continuance  of  that 
knowledge  from  those  who  later  begin  to 
treat  wounds  and  infections. 
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A few  specific  suggestions  follow : 

1.  We  must  remember  that  the  lym- 
phatic system  on  the  surface  of  the  body 
is  disposed  in  a reticular  cutaneous  net- 
work, which  so  often  becomes  involved 
when  surface  infection  takes  place.  The 
red  pincushion  effect  produced  on  the 
back  of  the  hand  is  a good  example  of  the 
reaction  of  the  reticular  lymphatics  to  in- 
fection on  the  palmar  surface  of  the  hand, 
either  superficial  or  in  the  tendon  sheaths 
or  fascial  spaces.  This  swelling  often 
tempts  the  knife  of  the  unwary;  yet,  we 
know  from  experience  that  such  procedure 
does  harm — not  good.  Reticular  lym- 
phangitis and  cellulitis,  which  develops 
with  or  independent  of  it,  demand  rest, 
warmth,  supportive  treatment,  and  today 
perhaps  one  of  the  newer  internal  anti- 
septics, but  they  demand  surgery  only 
when  there  is  a definite  breakdown  of  tis- 
sue or  threatened  death  of  tissue  because 
of  extreme  swelling.  The  most  frequent 
error  we  see  is  incision  of  reticular  lym- 
phangitis. 

2.  When  infection  has  supervened  and 
necrosis  is  present,  there  is  still  no  better 
antiseptic  than  Dakin’s  solution,  provid- 
ing the  surrounding  blood  supply  is  good. 
When  Dakin’s  solution  is  properly  made 
and  applied,  infected  wounds  respond 
better  to  its  action  than  to  any  other 
medium.  Its  cost  is  low,  and  the  technic 
of  its  application  is  easily  learned.  The 
small  booklet  by  Carrell  and  Dehelly,1 
published  during  the  World  War,  is  still 
available  and  well  worth  reading.  When 
the  blood  supply  is  not  good,  the  oily  di- 
chloramine-T  may  be  used  with  satisfac- 
tory results,  the  difference  being  that  the 
latter  solution  need  be  applied  but  once  or 
twice  daily  but  does  not  have  the  solvent 
action  on  necrotic  tissue  exhibited  by 
Dakin’s  solution.  The  watery  solution  of 
chloramine  is  not  to  be  confused  with 
Dakin’s  solution. 

3.  When  an  infected  wound  is  soaked 
for  more  than  three  days,  sometimes  even 
two,  the  tissues  become  boggy  and  a 
marked  round  cell  infiltration  occurs. 
Long  soaking  of  such  wounds  is  bad  treat- 
ment. Early  dry  dressings,  with  rest, 
splinting  if  possible,  and  elevation  when 


practical  constitute  good  practice.  It  is, 
of  course,  presupposed  that  general  treat- 
ment of  the  patient  is  being  carried  on  at 
the  same  time,  not  overlooking  the  im- 
portance of  the  vitamins,  which  aid  in 
combating  infection  in  their  peculiar 
manner. 

4.  The  ever-present  danger  of  an  in- 
tervening complication,  such  as  gangrene 
or  an  overwhelming  septicemia,  must  be 
kept  in  mind.  Prompt  treatment  of  spe- 
cific character  is  demanded.  It  cannot  be 
carried  out  unless  these  complications  and 
like  conditions  are  recognized  in  their 
incipiency — another  responsibility  that 
must  be  assumed  by  the  one  in  charge  of 
these  patients. 

5.  It  is  possible  that  the  use  of  sulf- 
anilamide or  like  substances,  applied 
directly  to  potentially  infected  wounds 
which  have  been  carefully  cleaned  out 
before  primary  suture,  may  have  some 
value  as  a bacteriostasis.  Nothing  con- 
clusive can  be  said  about  this  as  yet. 
Much  laboratory  and  clinical  research  is 
being  done  regarding  such  use  of  these 
drugs.  They  may  prove  valuable  ad- 
juncts; yet,  even  if  they  do,  it  will  still  be 
inexcusable  to  perform  careless  primary 
surgery. 

6.  Lastly,  too  much  stress  cannot  be 
laid  on  the  importance  of  referring  to 
standard  works  on  this  subject.  One  that 
I have  found  extremely  helpful  and  is  used 
in  many  medical  schools  as  a textbook  is 
Homans’  Surgery.2  The  first  190  pages 
of  this  work,  or  the  chapters  on  surgical 
principles  in  other  recent  textbooks, 
should  be  required  yearly  reading  for 
medical  men  who  treat  the  type  of  injuries 
and  infections  under  discussion. 

Conclusion 

A physician  who  includes  the  treatment 
of  wounds  and  infections  within  the 
scope  of  his  practice  must  be  willing  to 
have  his  results  compared  with  those  of 
surgeons  who  have  trained  themselves  to 
meet  the  exigencies  that  arise  in  that  field. 
No  infection  is  of  such  emergent  nature 
that  a quick  refreshing  review  of  the 
literature  pertaining  to  the  specific  prob- 
lem involved  cannot  be  made.  When 
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such  cases  are  few  and  far  between  such 
study  becomes  imperative. 

514  Medical  Arts  Building 
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Discussion 

Dr.  John  H.  Garlock,  New  York  City — The 
general  principles  relative  to  the  treatment  of 
traumatic  wounds  have  been  enunciated  by  Dr. 
Wetherell,  and  I am  sure  that  no  one  can  disagree 
with  any  of  them. 

It  is  generally  agreed  that  every  wound  of  any 
magnitude  requires  immediate  hospitalization 
and  adequate  surgical  care.  By  adequate  surgi- 
cal care  I mean:  (1)  treatment  of  shock  if  pres- 

ent, and  (2)  immediate  repair  of  the  injured 
structures  under  general  anesthesia  preceded  by 
careful  mechanical  cleansing  of  the  involved  parts 
and  thorough  debridement  of  the  injured  tis- 
sues. I am  in  complete  agreement  with  Dr. 
Wetherell  when  he  states  that  the  use  of  antisep- 
tics without  excision  of  injured  tissues  is  not  a 
guarantee  against  subsequent  infection.  For 
many  years  we  have  advocated  a plan  of  prepa- 
ration of  the  injured  part  preliminary  to  de- 
bridement. In  brief  this  consists  of  general 
scrubbing  of  the  skin  and  wound  surface  with 
soap  and  water,  followed  by  irrigation  with  large 
quantities  of  saline  solution,  irrigation  with  ben- 
zine and  ether  to  eliminate  the  fat-soluble  sub- 
stances in  the  skin  and  wound,  and,  finally,  a 
prolonged  irrigation  of  the  wound  and  surround- 
ing skin  with  large  quantities  of  saline  solution. 
A meticulous  debridement  of  all  injured  tissues  is 
then  performed.  Closure  of  the  wound  may  then 
be  effected  with  due  regard  for  hemostasis,  ob- 
literation of  dead  spaces,  avoidance  of  mass  liga- 
tion, an  atraumatic  technic,  and  the  avoidance  of 
tension  in  the  tying  of  sutures.  If  the  physician 
who  first  sees  the  patient  is  unable  to  give  such 
adequate  care,  then  a competent  surgeon  should 
be  called. 

Injuries  that  involve  the  palm  of  the  hand  and 
wrist  with  division  of  tendons  and  nerves  call  for 
the  services  of  a competent  surgeon  who  is  well 
acquainted  with  the  minute  anatomy  of  the  hand 
and  with  the  details  of  the  care  of  traumatic 
wounds. 

With  respect  to  the  question  of  tenosynovitis 
of  the  flexor  tendon  sheaths,  I wish  to  state  that 
it  has  been  necessary  within  recent  years  to  revise 
to  a great  extent  our  previous  conceptions  of  the 
care  of  this  condition.  I refer  to  the  treatment 
of  suppurative  tenosynovitis  since  the  advent  of 
sulfanilamide.  It  is  well  known  that  prior  to 
this  time  the  results  following  surgical  therapy  of 
this  condition  were  none  too  good.  Recently 
we  have  changed  our  previous  mode  of  attack 
that  consisted  mainly  of  early  operation  to  one 
embodying  a more  conservative  point  of  view. 
At  the  present  time  every  case  of  suspected 
flexor  sheath  tenosynovitis  is  subjected  to  aspira- 
tion of  the  sheath  and  immediate  examination 
of  a smear  of  the  aspirated  material.  If  chain 
streptococci  are  found,  sulfanilamide  is  admin- 


istered to  the  patient,  and  surgical  intervention 
is  deferred.  The  finger  is  splinted  in  position  of 
partial  flexion,  i.e.,  the  position  of  rest,  during 
the  course  of  sulfanilamide  therapy.  This  may 
or  may  not  be  combined  with  wet  dressings.  I 
have  been  impressed  with  the  rapid  abatement 
of  all  signs  of  inflammation  in  the  last  5 or  6 cases 
that  have  been  treated  along  these  lines.  In 
each  instance  operative  drainage  was  not  neces- 
sary. If  the  aspiration  of  the  sheath  reveals 
organisms  suggestive  of  staphylococci,  then  I be- 
lieve early  surgical  intervention  is  necessary. 
However,  a word  of  warning  must  be  sounded 
relative  to  too  great  dependence  on  sulfanilamide 
and  its  various  compounds  in  the  treatment  of 
infections  following  trauma.  In  most  instances 
adequate  surgical  drainage  is  still  the  accepted 
and  most  efficient  method  of  treatment. 

Dr.  Frank  L.  Meleney,  New  York  City — Dr. 
Wetherell  has  brought  out  most  of  the  funda- 
mental considerations  involved  in  the  subject  of 
his  paper,  and  these  have  been  further  elaborated 
upon  by  Dr.  Garlock.  I agree  with  almost 
everything  both  of  these  gentlemen  have  said, 
but  I know  Dr.  Wetherell  particularly  would  like 
a little  criticism. 

I want  to  speak  mainly  of  the  importance  of 
determining  as  soon  as  possible  the  nature  of  the 
organisms  present  in  any  given  accidental  wound. 
Often  a surgeon  is  surprised  when  gas  gangrene  or 
tetanus  develops  from  such  a wound.  Whereas, 
if  he  had  taken  cultures  at  the  time  of  the  acci- 
dent, he  would  be  forewarned  and  therefore  fore- 
armed. I believe  that  debridement  of  an  acci- 
dental wound  of  any  kind  as  soon  as  it  comes  to 
the  hands  of  surgeons  is  important,  but  I believe 
that  all  the  debrided  tissue  ought  to  be  cultured 
both  aerobically  and  anaerobically.  Of  course, 
certain  organisms  will  be  found  in  such  a culture 
that  would  not  establish  themselves  in  the 
wound,  but,  if  the  hemolytic  streptococcus,  the 
gas  gangrene  organisms,  or  other  anaerobic  bac- 
teria are  found,  the  surgeon  ought  to  be  on  the 
lookout  for  the  development  of  an  infection  from 
these  organisms  and  take  the  proper  precautions. 

The  question  of  whether  an  accidental  wound 
is  to  be  closed  or  left  open  after  the  debridement 
depends  in  large  measure  on  the  time  in  which  it 
is  first  seen  after  the  accident.  I believe  that  in 
the  course  of  two  hours  certain  virulent  organ- 
isms can  become  established  in  the  wound,  and  in 
general  this  should  be  the  time  limit  for  primary 
closure.  Then  if  the  cultures  of  the  debrided 
tissue  show  virulent  organisms,  the  wound  should 
be  opened  if  there  is  any  evidence  of  their  activ- 
ity. If  the  wound  has  occurred  more  than  two 
hours  before  the  time  of  the  debridement,  it 
should  be  left  open  and  treated  in  such  a way  as 
to  minimize  the  development  of  infection. 

I agree  with  Dr.  Wetherell  that  strong  anti- 
septics should  not  be  used,  but  we  now  have  an 
antiseptic  that  is  highly  effective  against  all  of  the 
anaerobic  organisms,  against  the  hemolytic 
streptococcus,  and,  to  a less  degree,  against  the 
staphylococcus.  This  is  zinc  peroxide,  and  I be- 
lieve should  be  used  in  all  accidental  wounds. 
This  does  not  injure  the  tissues  in  any  way,  it 
favors  the  healing  process,  and  it  destroys  the 
most  virulent  organisms.  There  are  three  things 
to  be  remembered  in  the  use  of  zinc  peroxide: 
(1)  It  must  be  an  effective  preparation  (there  are 
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still  some  ineffective  preparations  on  the  mar- 
ket) ; (2)  it  should  be  brought  into  contact  with 
every  part  of  the  wound  surface  as  a creamy  sus- 
pension; and  (3)  it  should  be  kept  wet  with  a 
layer  of  cotton  soaked  in  water  and  sealed  with 
an  impervious  covering  so  as  to  prevent  evapora- 
tion. 

With  regard  to  the  use  of  Dakin’s  solution,  we 
know  that  this  has  a very  transient  antiseptic 
action  and  that  its  chief  value  is  the  liquefaction 
of  dead  tissue.  If  it  is  used  frequently  or  con- 
tinuously, it  does  interfere  with  wound  healing. 
For  that  reason  we  consider  zinc  peroxide  very 
superior  to  Dakin’s  solution  in  the  primary 
treatment  of  debrided  wounds  that  are  to  be  left 
open. 

As  for  sulfanilamide  I believe  that  it  is  effec- 
tive as  a prophylactic  for  wounds  of  this  kind, 
but  its  chief  action  is  on  the  hemolytic  strepto- 
coccus, and  it  cannot  be  depended  upon  to  con- 
trol infection  with  other  organisms. 

Sulfathiazol  seems  to  be  more  effective  against 
the  staphylococcus  than  sulfanilamide  but  is  not 
wholly  dependable. 

Dr.  H.  Van  Ness  Spaulding,  New  York  City — 
Those  of  us  who  are  doing  our  daily  rounds  of 
traumatic  surgery  cannot  fail  to  be  impressed  by 
the  epigrammatic  words  of  surgical  wisdom  as 
can  be  presented  only  by  one  who  has  had  years 
of  experience  on  the  battleground  of  infection,  as 
Dr.  Wetherell. 

Many  of  his  axioms  are  well  worthy  of  repeti- 
tion: 

1.  “Proper  debridement  and  careful  suturing, 
which  does  not  choke  tissues,  are  the  only  means 
at  our  disposal  that  will  allow  primary  healing 
and,  incidentally,  prevent  infection.” 

2.  “The  best  antiseptic  is  blood  circulating 
in  its  vessels.” 

3.  “Strong  antiseptics  applied  to  open 
wounds  are  worse  than  useless.” 

4.  “Soaking  and  sulfanilamide  will  never  re- 
place an  early  free  incision  in  the  treatment  of  an 
infection.” 

5.  “The  most  frequent  error  we  see  is  incision 
of  reticular  lymphangitis.” 

6.  “Long  soaking  of  infected  wounds  is  bad 
treatment.” 

7.  “The  newer  antiseptics  may  prove  valu- 
able adjuncts;  yet,  if  they  do,  it  will  still  be  in- 
excusable to  perform  careless  primary  surgery.” 

The  red  storm-warning  flag  of  lymphangitis  is 
always  a favorable  omen,  as  it  indicates  a super- 
ficial infection  only,  rarely  eventuates  seriously, 
and  only  rarely  requires  surgery. 

Serious  surgical  consideration  and  the  intelli- 
gent application  of  surgical  principles  are  required 
in  those  infections  that  are  not  associated  with 
lymphangitis  or  lymphadenitis. 

We  hear  too  much,  perhaps,  about  some  of  the 


miracles  of  the  newer  antiseptics  that,  indeed,  are 
valueless  unless  they  are  used  in  conjunction 
with  fundamental  surgical  principles. 

When,  however,  men  in  the  various  fields  of 
specialties  acclaim  the  value  of  some  of  these 
newer  antiseptics,  it  behooves  us  to  accept  their 
value  as  an  added  tool  of  surgical  procedure. 

The  ear  men  tell  me,  “sulfanilamide  is  killing 
my  mastoid  practice” — the  genitourinary  men 
are  lamenting  a seven-day  gonorrhea — the  intern- 
ist is  rewriting  his  chapter  on  pneumonia  therapy. 
It  behooves  the  industrial  surgeon  to  apply  these 
experiences  to  his  own  problems. 

I have  had  experience  with  an  old  composite 
section  27A-type  osteomyelitis  of  the  ankle,  pro- 
gressing nowhere  after  eight  or  nine  sequestrec- 
tomies following  an  original  compound  fracture 
at  the  ankle,  which  began  to  show  what  one  might 
term  alarming  signs  of  healing  by  the  administra- 
tion of  a 60-grain  daily  intake  of  sulfanilamide. 
Within  two  days  with  a moderately  soaked  puru- 
lent dressing  it  became  entirely  serous.  Within 
a week  the  discharge  was  limited  to  a small  sinus 
with  the  large  ulcer  showing  healthy  granulation 
tissue  for  the  first  time. 

In  the  past  two  years  we  have  had  4 cases  of 
fulminating  gas  gangrene  that  made  a favorable 
issue  with  an  entirely  more  benign  course  by  the 
use  of  sulfanilamide  in  conjunction  with  rational 
surgery. 

In  the  past  two  months,  I have  had  2 cases  of 
badly  compounded  frontal  sinuses  and  compli- 
cating skull  fractures  in  which  liberal  doses  of 
sulfapyridine  were  employed  immediately  fol- 
lowing debridement — the  wound  healing  prima- 
rily in  an  unexpected  manner.  While  I am  aware 
of  the  late  possibilities  of  meningeal  complica- 
tions, nevertheless,  I feel  that  this  form  of  medi- 
cation is  well  worthy  of  experimentation  as  a 
prophylactic. 

My  associates  at  the  Reconstruction  Hospital 
have  reported  a pneumococcic  meningitis  follow- 
ing skull  fracture,  with  high  dosages  of  sulfapyri- 
dine bringing  to  favorable  issue  a case  that,  be- 
fore the  advent  of  sulfapyridine,  would  more 
than  likely  have  come  to  fatal  issue. 

In  December  a patient  brought  into  the  hos- 
pital in  coma,  with  an  extensive  head  injury 
thought  to  be  a concussion  until  the  spinal  tap 
showed  a purulent  pneumococcic  meningitis, 
was  promptly  treated  intravenously  by  sodium 
sulfapyridine,  was  discharged  as  cured,  and  was 
able  to  leave  the  hospital  in  four  weeks. 

Before  the  administration  of  a new  antiseptic, 
it  is  imperative  that  all  rational  surgical  princi- 
ples be  applied,  and,  conversely,  it  is  becoming  a 
form  of  surgical  negligence  not  to  add  this  addi- 
tional tool  as  an  aid  in  the  severe  forms  of  infec- 
tion. 

The  dosage  is  controlled  to  the  point  of  head- 
aches, cyanosis,  or  nausea. 


MEDICAL  PREPAREDNESS 

The  Indiana  State  Medical  Association  at  its 
last  annual  meeting  adopted  a resolution  con- 
stituting and  empowering  a committee  “to  act 
in  liaison  with  proper  military  and  civic  authori- 
ties and  veterans’  organizations  to  make  a com- 
plete study  for  and  prepare  a detailed  program 


for  medical  cooperation  and  preparedness  in  the 
event  of  M-day  becoming  a reality,  to  the  end 
that  in  such  an  event  an  unhurried  and  effective 
program  is  established,  supplying  first,  the  medi- 
cal needs  of  the  military;  second,  the  proper 
medical  care  at  home  in  a military  emergency.” 


TRAUMA  AND  ITS  RELATIONSHIP  TO  HEART  DISEASE 


Louis  Faugeres  Bishop,  Jr.,  M.D.,  New  York  City 
( Associate  Visiting  Physician,  Bellevue  Hospital ) 


Trauma  is  an  important  factor  in  the 
consideration  of  diseases  of  the  heart. 
When  one  realizes  that  the  patient  often 
overestimates  the  significance  of  trauma 
in  heart  disease  and  that  the  physician 
frequently  fails  to  recognize  it  at  all,  it  is 
easy  to  see  how  necessary  the  systematic 
analysis  of  each  individual  case  is.  This 
type  of  injury  may  constitute  a modern 
industrial  problem  that  can  contribute  to 
longer  disability  and  in  some  instances  to 
death.  Because  of  the  many  difficulties 
surrounding  the  medicolegal  aspects  of 
this  subject  together  with  the  question  of 
possible  compensation,  impetus  has  been 
given  to  increased  study  and  recognition 
of  the  clinical  syndrome  of  nonpenetrating 
traumatic  heart  disease. 

It  would  seem  that  direct  injury  to  the 
chest  with  resultant  trauma  to  the  heart 
has  undoubtedly  often  been  overlooked 
clinically  but  now  is  coming  to  be  recog- 
nized with  increasing  frequency.  The 
present  status  of  this  type  of  traumatic 
heart  disease  is  not  unlike  that  of  coronary 
thrombosis,  which  at  first  it  was  thought 
impossible  to  recognize  without  autopsy. 

Clinical  recognition  of  nonpenetrating 
injuries  to  the  heart  has  come  from  ex- 
perimental and  pathologic  studies.  More- 
over, investigative  research  has  led  to  the 
recognition  of  the  fact  that  these  non- 
penetrating injuries  need  not  always  be 
of  a severe  nature  to  cause  cardiac  injury. 

The  possibility  of  cardiac  trauma  in 
persons  who  have  sustained  injury  to  the 
chest  is  usually  unsuspected,  and  there- 
fore no  attempt  at  diagnosis  is  made.  A 
review  of  a large  number  of  patients  with 
nonpenetrating  injuries  to  the  chest  ad- 
mitted to  Bellevue  Hospital  over  the  past 
ten  years  shows  that  rarely,  if  ever,  is  it 
even  suspected  that  the  heart  might  be 
injured. 

One  of  the  reasons  for  disregarding  such 
a causal  factor  in  heart  disease  as  trauma 


has  been  due  to  the  varying  opinions  of 
two  opposing  groups  of  thought.  The 
first  group1  emphasizes  that  “the  heart 
lying  against  the  sternum  is  vulnerable 
to  any  sudden  impact  over  the  sternum 
and,  buttressed  against  the  bodies  of  the 
thoracic  vertebrae  posteriorly,  is  vulner- 
able to  compression  forces  applied  to  the 
chest.”  The  second  group-  sets  forth  an 
entirely  opposite  opinion  that  “the  heart 
is  a compact,  spindle-shaped  mass  of  con- 
stantly moving  muscle  which  lies  on  a 
soft  yielding  bed  and  is  well  protected  by 
bones.  Conditions  are  such  that  the  heart 
cannot  be  reached  by  a crushing  violence 
unless  the  force  is  exceptionally  severe.” 
Judging  from  ever-growing  clinical  ex- 
perience it  would  seem  that  the  first  school 
of  thought  is  more  probably  correct,  be- 
cause the  heart  is  far  more  frequently 
injured  than  is  generally  recognized. 

A number  of  clinical  cases  has  been  re- 
ported from  private  practice,  from  large 
city  hospitals,  and  from  industrial  com- 
panies. The  number  of  such  reported 
cases  seems  to  be  increasing. 

Among  the  important  experimental  and 
pathologic  studies  that  have  aided  in  the 
clinical  recognition  of  nonpenetrating 
injuries  as  a causative  factor  in  heart  dis- 
ease are  the  contributions  of  Schlomka;3 
Beck;1  Bright  and  Beck;4  Kissane, 
Fidler,  and  Koons;6  Moritz  and  Atkins.8 

From  a sequential  survey  of  the  subject 
one  observes  the  work  of  the  men  who, 
step  by  step,  advanced  on  the  road  lead- 
ing to  a definite  understanding  of  the  rela- 
tion of  nonpenetrating  trauma  to  heart 
disease. 

Schlomka’s,3  pioneer  work  (1932-1936)  was 
concerned  with  the  effect  of  experimental  non- 
penetrating injuries  to  the  hearts  of  animals. 
He  found  that  abnormalities  in  electrocardio- 
grams, blood-pressure  readings,  and  roentgen- 
ray  examinations  closely  paralleled  each  other  in 
degree  and  that  they  varied  in  extent  according 
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to  the  severity  of  the  original  trauma.  Often  a 
great  discrepancy  existed  postmortem  between 
the  evidence  of  functional  derangement  and 
structural  lesions  of  the  heart. 

Bright  and  Beck,4  1935,  reviewed  the  past 
literature  and  collected  cases,  in  many  of  which 
the  ribs  were  not  fractured  but  injuries  to  the 
heart  were  noted.  Beck1  exposed  and  contused 
the  hearts  of  dogs,  with  resultant  myocardial 
injuries,  and  noted  electrocardiographic  changes 
similar  to  those  obtained  in  coronary  artery 
occlusion  but  having  a tendency  to  return  to 
normal. 

Kissane,6  1937,  showed  that  mild  and  severe 
blows  to  dogs  produced  various  types  and  de- 
grees of  electrocardiographic  changes  and  that  the 
tendency  is  for  the  electrocardiogram  to  return 
to  normal  in  a very  short  time. 

If  serious  myocardial  injury  can  be  sustained, 
as  Bright  and  Beck1*4  have  shown,  in  an  injury 
to  the  chest  without  fracture  of  ribs  or  sternum, 
Moritz  and  Atkins,8  1938,  believe  it  is  important 
to  know  something  of  the  pathologic,  anatomic, 
and  histologic  character  of  the  cardiac  lesions, 
since  other  objective  evidence  of  injury  may  not 
be  present.  They  demonstrated  in  a very  careful 
study  that  the  pathologic  characteristics  of  the 
scars  of  myocardial  contusion  and  infarction  are 
frequently  identical,  and  the  presumptive  nature 
of  their  origin  must  be  determined  by  historical 
data  as  well  as  by  postmortem. 

Following  an  accident  when  the  heart 
and  great  vessels  are  noted  to  be  injured, 
there  may  be  distinct  differences  of  opin- 
ion between  pathologists  as  to  whether  or 
not  the  injury  caused  the  pathology  that 
was  found  at  autopsy. 

A recent  example  of  such  divergence  of  opinion 
was  illustrated  by  the  case  of  a man,  aged  44, 
with  a known  pre-existing  heart  condition  who 
was  injured  in  an  automobile  accident.  One 
group  of  pathologists  maintained  that  the  aortic 
lesion  found  at  autopsy  was  due  to  an  aortic  tear 
and  that  the  lesion  was  traumatic.  Whereas 
another  group  contended  that,  due  to  the  lack  of 
any  organizing  thrombotic  material  or  from  other 
appearances,  the  tear  in  the  aorta  antedated  the 
accident  by  a considerable  length  of  time,  and 
that  it  probably  represented  an  old  spontaneous 
and  incomplete  tear  of  the  intima  or  media. 

Medicolegal  Aspect. — Financial  settlement  was 
agreed  upon  in  this  case. 

The  most  complete  survey  of  the  entire  litera- 
ture of  traumatic  heart  disease  to  date  is  by 
Warburg.9 

The  recent  classification  of  traumatic 


heart  disease  as  a whole  by  Spicer,10  is  an 
excellent  guide  in  considering  the  possibili- 
ties of  a traumatic  problem.  His  outline 
is  as  follows:  “A. — Penetrating  Injury: 
(1)  Fatal,  (2)  Nonfatal,  complications. 
B.* — Nonpenetrating  Injuries:  (1)  In- 

jury to  the  pericardium:  (a)  acute  peri- 
carditis and  (b)  chronic  pericarditis;  (2) 
Injury  to  the  heart  muscle:  (a)  rupture 
and  (b)  contusion;  (3)  Injury  to  the  heart 
valves — endocarditis;  (4)  Injury  to  the 
aorta:  (a)  rupture  and  (b)  aneurysm; 
(5)  Extrasystolic  arrhythmia;  (6)  Auricu- 
lar fibrillation;  (7)  Auricular  flutter; 
(8)  Heart  block;  (9)  Tachycardia;  (10) 
Bradycardia;  (11)  Myocarditis;  (12) 
Coronary  disease;  (13)  Angina;  (14) 
Heart  strain.” 

Most  certainly  the  clinical  work  on  this 
subject  should  be  as  carefully  and  pains- 
takingly done  as  the  investigative  re- 
search that  has  led  to  its  recognition. 
Brahdy  and  Kahn11  have  well  stated  that: 
“The  subject  of  traumatic  heart  disease 
should  be  of  an  investigative  nature  and 
not  dependent  on  decisions  of  a court.” 
These  authors  have  emphasized  that  no 
conclusion  of  a traumatic  heart  case 
should  be  given  without  a consideration 
of  the  following  items:  “(1)  The  physical 
and  psychic  condition  of  the  patient, 
prior  to  his  injury.  (2)  The  type  and  site 
and  severity  of  the  injury.  (3)  The  im- 
mediate effects  of  injury  both  objective 
and  subjective.  (4)  ‘Bridging  symptoms’ 
or  course  of  the  traumatic  symptomatol- 
ogy from  the  injury  to  the  onset  of  the 
disease.  (5)  The  latent  period  of  the 
disease,  that  is,  the  time  interval  between 
the  occurrence  of  the  injury  and  the  ap- 
pearance of  the  disease.  (6)  The  diagnosis 
of  the  disease,  its  mode  of  onset,  the  site 
of  the  injury,  and  its  course.” 

It  is  very  unlikely  that  one  physician 
will  observe  any  very  large  group  of  these 
cases,  although  internists  interested  in 
cardiology  will  be  called  on  not  infre- 
quently for  expert  opinion.  Apparently, 
these  traumatic  cases  are  rare,  even  in  big 
industrial  companies.  A recent  personal 
communication  from  a physician  em- 

* We  are  concerned  in  this  communication  with 
“Group  B.’’ 
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ployed  by  a large  industrial  company 
stated  that  while  severe  injuries  are  rela- 
tively frequent,  in  nearly  a ten-year  period 
he  has  heard  of  only  1 possible  example  of 
cardiac  trauma  from  a nonpenetrating 
chest  injury.12 

A New  York  surgeon  states  that,  in  his 
opinion,  many  cases  in  which  there  are 
multiple  injuries  to  the  chest  prove  fatal 
on  account  of  shock.  He  believes  that  an 
injury  that  causes  severe  damage  to  the 
ribs  might  injure  the  heart.  He  knows  of 
no  case  in  which  the  heart,  as  such,  has 
been  injured.  He  added  that  had  he 
thought  of  the  possibility  of  cardiac 
trauma,  he  might  have  found  it  more  often. 
In  most  hospitals  there  is  no  routine  com- 
plete study  of  the  heart  following  injury 
to  the  chest. 

The  following  cases  illustrate  some  of 
the  problems  involved  in  traumatic  heart 
disease  from  the  nonpenetrating  type  of 
injuries  to  the  chest. 

Case  Reports 

Case  1. — An  example  of  nonpenetrating  con- 
tusion of  the  heart  muscle  was  that  of  a white 
50-year-old  male,  whose  occupation  was  that  of  a 
concert  manager.  The  following  facts  were  ob- 
tained from  Temple  University  Hospital  rec- 
ords : There  was  no  previous  illness,  either  phys- 
ical or  mental.  He  had  not  had  a medical 
examination  for  a long  time.  The  accident  oc- 
curred on  March  17,  1938,  while  the  man  was 
driving  his  own  car.  I examined  him  in  New 
York  on  April  15,  1938.  The  injury  was  in  a 
head-on  automobile  collision  in  which  he  was 
knocked  unconscious,  and  was  given  emergency 
treatment  in  a nearby  hospital.  After  he  re- 
gained consciousness  he  got  up  and  walked  to 
the  Temple  University  Hospital,  complaining  of 
extreme  fatigue.  He  was  pale,  and  respirations 
were  24  per  minute.  A blowing  murmur  was 
heard  over  the  heart  on  his  initial  examination. 
Blood  pressure  was  116/75  mm.  Hg.  Roentgeno- 
graphic  examination  showed  fractures  of  the 
right  fourth  and  ninth  ribs  in  the  axilla.  Pleural 
adhesions  were  noted  on  the  right.  The  follow- 
ing additional  notes  were  subsequently  made  on 
the  heart : Heart  was  not  enlarged ; apical  thrust 
was  felt  in  the  fourth  interspace  within  the  mid- 
clavicular  line.  No  thrill  was  felt.  A loud  blow- 
ing murmur  was  heard  over  all  of  the  cardio- 
vascular area,  maximum  just  outside  of  the 
nipple.  No  diastolic  murmur.  There  were 
physical  signs  of  fluid  at  both  lung  bases,  more 


on  the  right.  On  fluoroscopy  the  presence  of 
presumably  partly  encapsulated  fluid  was  noted 
in  both  pleural  cavities,  more  on  the  right. 
Heart  was  not  enlarged.  The  electrocardiogram 
showed  definite  changes  immediately  after  the 
injury;  the  graph  subsequently  returned  to 
normal.  Following  the  injury  the  patient  had 
bed  rest  for  three  weeks,  and  then  came  to  New 
York,  thus  seeming  to  have  fair  cardiac  reserve. 
I saw  the  patient  due  to  the  fact  that  he  had  de- 
veloped evidence  of  pulmonary  infarction,  from 
which  he  recovered  after  a prolonged  course. 

Comment 

Such  an  example  of  traumatic  heart  disease, 
associated  with  severe  injury  of  the  nonpenetrat- 
ing type  caused  by  contusion  of  compressive 
forces,  seemed  to  offer  undoubted  evidence  that 
the  heart  muscle  was  injured.  In  this  case  there 
was  considerable  speculation  as  to  the  type  of 
injury  with  which  we  were  dealing.  From  the 
loud  blowing  murmur  it  could  be  suspected  that 
there  might  have  been  a ruptured  valve  or  papil- 
lary muscle.  From  a study  of  the  serial  electro- 
cardiograms it  is  a fair  assumption  that  there 
might  have  been  extensive  hemorrhage  into  the 
muscle,  or  actually  a rupture  or  thrombosis  of 
one  of  the  coronary  branches,  or  multiple  small 
areas  of  necrosis.  It  was  of  great  clinical  interest 
that,  in  spite  of  the  very  severe  injury  both  to 
the  chest  and  the  heart  and  the  ensuing  complica- 
tions, the  patient  made  an  excellent  recovery, 
and  is  at  the  present  time  in  good  health. 

Medicolegal  Aspect. — No  legal  action  was  in- 
stituted in  this  instance. 

Case  2. — An  example  illustrating  traumatic 
auricular  fibrillation  was  a fire  captain,  aged  46, 
whom  I saw  eight  years  after  his  accident. 
Prior  to  the  injury,  he  was  in  good  condition, 
able  to  do  his  work  well,  and  was  an  athlete. 
While  a member  of  the  fire  department  in  a large 
city,  he  was  injured  in  an  automobile  collision. 
He  was  hurled  against  a pillar  and  knocked  un- 
conscious, suffering  contusions  and  abrasions  of 
the  left  side  of  the  chest.  He  was  immediately 
taken  to  a hospital,  where  he  remained  for  two 
days.  After  being  dismissed  from  the  hospital, 
he  was  too  weak  to  work  and  went  home  and  to 
bed  for  two  weeks.  Though  now  ambulatory  he 
is  unable  to  work  due  to  pain  in  the  region  of  the 
heart,  palpitation,  and  dizzy  spells.  The  symp- 
tomatology has  existed  more  or  less  continu- 
ously up  to  the  present  time.  There  was  no 
latent  period  between  the  occurrence  of  the 
injury  and  the  appearance  of  the  heart  symptoms. 
The  diagnosis  of  his  condition  is  auricular  fibrilla- 
tion, which  first  appeared  in  paroxysmal  form, 
and  then  became  chronic  as  it  is  at  the  present 
time. 
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Comment 

Although  the  man  was  taken  to  the  hospital 
immediately  following  the  severe  contusion  to  the 
chest,  the  heart  was  at  first  considered  normal. 
No  complete  cardiologic  examination  (including 
electrocardiographic  and  roentgenologic  examina- 
tion) was  done,  so  we  are  not  entirely  sure 
whether  or  not  there  were  immediate  indications 
of  injury  to  the  heart,  although  this  is  suspected 
from  the  subsequent  history  and  course.  As  far 
as  we  know  there  was  no  pre-existing  heart  condi- 
tion. The  man  was  apparently  exceedingly 
healthy  and  engaged  in  all  kinds  of  athletic 
activity.  We  have  no  medical  examination  pre- 
vious to  the  accident. 

Medicolegal  Aspect. — The  legal  question  in- 
volved was  whether  or  not  the  injury  could  be  a 
direct  cause  of  the  man’s  cardiac  condition.  The 
case  was  decided  in  the  New  York  Supreme 
Court  in  favor  of  the  claimant.  It  has  been  ap- 
pealed on  the  ground  that  claim  should  have  been 
made  within  four  months  after  the  injury.  The 
case  has  been  argued  but  the  court  is  in  recess. 

Case  3. — Heart  block  associated  with  trauma 
was  the  diagnosis  under  consideration  in  a 51- 
year-old  stagehand  (a  “rigger”),  whom  I ex- 
amined about  a year  and  one-half  after  an  acci- 
dent. He  had  been  examined  two  months  before 
the  accident  and  was  found  to  be  in  satisfactory 
mental  and  physical  condition.  The  accident 
was  very  unusual.  In  February,  1937,  he  was 
working  on  top  of  a post  when  it  gave  way.  He 
was  dislodged  and  fell,  catching  onto  another 
post  where  he  was  suspended  till  rescued.  He 
said  he  was  “scared  to  death.”  The  degree  of 
contusion  to  the  chest  was  questionable.  There 
was  no  immediate  effect  from  the  accident. 
There  were  no  “bridging  symptoms.”  There 
existed  a latent  period  of  two  weeks  before  he  had 
a pain  in  his  chest,  which  he  thought  was  “in- 
digestion.” His  physician  then  kept  him  in  bed 
for  five  months  because  at  this  time  heart  block 
was  noted.  There  was  some  question  as  to  the 
exact  time  of  the  development  of  the  heart  block. 
A clinical  diagnosis  was  made  of  advanced  gen- 
eralized arteriosclerosis,  aortic  stenosis,  and  com- 
plete heart  block. 

Comment 

Heart  block  is  extremely  rare  following  trauma, 
but  occasional  examples  have  been  reported. 

Medicolegal  Aspect. — A court  decision  was 
rendered  in  favor  of  the  plaintiff,  in  that  it  was 
believed  that  a causal  relation  existed  between 
the  trauma  and  his  heart  condition.  In  my 
opinion  it  was  extremely  unlikely  that  trauma 
did  cause  any  such  pathology.  I believed  that 
the  development  of  heart  block  in  this  case 


was  the  natural  clinical  life  history  of  the 
disease. 

Case  4. — The  possibility  of  the  existence  of 
traumatic  angina  pectoris  was  considered  in  a 
white  male,  aged  51,  who  was  engaged  in  the 
wholesale  drug  business.  I examined  him  on 
August  12,  1938,  six  weeks  after  the  accident. 
About  five  months  previous  to  the  injury  he  had 
had  a heart  examination  and  was  told  that  he 
had  a “heart  condition,”  but  he  was  uncertain 
of  its  nature.  He  was  advised  to  carry  nitro- 
glycerine to  use  in  case  he  had  pain  although  he 
had  no  pain  at  this  time.  He  stated  that  he 
went  for  a heart  examination  because  so  many  of 
his  relatives  had  had  heart  trouble.  The  accident 
was  a “head-and-head”  collision  of  automobiles. 
Sitting  behind  the  steering  wheel,  he  was  knocked 
unconscious  for  five  minutes,  and  then  got  up  and 
walked  to  a car  fifteen  feet  away.  There  were 
bruises  on  the  chest  and  lacerations  to  the  scalp. 
There  were  no  immediate  heart  symptoms.  A 
typical  anginal  syndrome  has  existed  since 
shortly  after  the  accident. 

Comment 

Although  there  was  some  question  of  a pre- 
existing heart  condition  in  this  case,  it  was  not 
definite.  With  the  symptomatology  closely 
following  a contusion  to  the  chest,  I think  it  is 
fair  to  say  there  is  a strong  possibility  of  this 
case  being  an  example  of  so-called  traumatic 
angina  pectoris.  The  man  is  now  working. 

Medicolegal  Aspect. — Decision  was  rendered  in 
favor  of  the  defendant. 

Case  5. — The  possible  aggravation  of  a pre- 
existing heart  condition  following  nonpenetrat- 
ing chest  injury  is  at  times  a necessary  considera- 
tion. 

Such  an  accident  occurred  to  a white  male, 
aged  37,  superintendent  of  an  apartment  house. 
He  was  of  Swedish  origin  and  seemed  calm  and 
content.  He  had  to  shovel  coal  all  day  from 
five  in  the  morning  till  eleven  at  night.  The 
accident  occurred  on  November  11,  1938,  and  I 
examined  him  on  February  18,  1939,  three 
months  after  the  accident.  He  was  known  to 
have  had  rheumatic  heart  disease  for  twenty 
years.  In  one  admission  to  the  hospital  three 
years  previous  to  the  accident  he  was  treated  for 
congestive  heart  failure,  at  which  time  he  was 
placed  on  digitalis,  which  he  has  since  taken  con- 
tinuously. In  the  accident  he  fell  upstairs  and 
struck  on  the  right  side  of  his  chest.  On  the  day 
of  the  accident  he  went  to  a hospital  and  was  put 
to  bed,  staying  there  for  about  two  months  until 
January  24,  1939.  The  injury  apparently  aggra- 
vated the  palpitation  and  shortness  of  breath, 
and  he  had  continuous  chest  pain.  Since  the 
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accident  he  feels  weak  and  states  that  he  has 
had  “a  bubbling  feeling  in  the  right  side  of  the 
chest  since  January  4,  1939.”  He  has  had  no 
shortness  of  breath  or  palpitation  since  the  in- 
jury. A few  days  before  I examined  him,  after 
returning  to  work  and  while  reaching  down  for  a 
bucket  of  ashes,  he  had  such  a pain  in  his  right 
hand  and  arm  that  he  thought  he  was  paralyzed. 

Comment 

There  was  present  in  this  case  unquestionable 
rheumatic  heart  disease  during  the  course  of 
which  there  occurred  direct  contusion  to  the 
chest  followed  by  an  aggravation  of  existing 
symptomatology.  It  is  extremely  difficult  to  be 
at  all  sure  of  the  nature  of  the  pathology  that 
may  have  followed  the  accident.  I believe  it  is 
fair  to  say  that  a nonpenetrating  injury  to  the 
chest  caused  aggravation  of  pre-existing  heart 
disease. 

Medicolegal  Aspect. — Equal  settlement. 

Conclusion 

Present  knowledge  of  nonpenetrating 
injuries  to  the  chest  as  a causal  factor  in 
the  production  of  heart  disease  or  the 


aggravation  of  pre-existing  heart  disease 
justifies  a careful  consideration  of  the 
patient  with  such  a history. 

121  East  60th  Street 
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INJECTION  OF  SULFAPYRIDINE  SOLUTION  UNDER  THE  SKIN 
HAS  MANY  ADVANTAGES 


Injections  under  the  skin  of  sodium  sulfapyri- 
dine  dissolved  in  a sodium  chloride  (common  salt) 
solution  should  be  used  when  nausea  or  vomiting 
renders  difficult  the  administration  of  the  drug  by 
mouth,  when  it  is  poorly  absorbed  into  the  blood 
stream  from  the  stomach  and  intestinal  tract,  or 
when  a high  sustained  concentration  of  the  drug 
in  the  blood  is  imperative,  Dr.  George  V.  Taplin, 
Dr.  Ralph  F.  Jacox,  and  Dr.  Joe  W.  Howland, 
Rochester,  New  York,  advise  in  J.A.M.A. 

The  authors  successfully  injected  the  sodium 
sulfapyridine  solution  into  the  thighs  or  under  the 
breasts  of  more  than  fifty  patients  with  pneu- 
monia and  numerous  other  conditions  in  which 
administration  of  sulfapyridine  by  mouth  was 
difficult  or  impossible. 

The  advantages  of  injections  under  the  skin 
over  administration  of  the  drug  by  mouth,  the 
three  doctors  say,  are:  There  is  no  question 

about  absorption,  especially  when  vomiting  is 
present;  a high  concentration  in  the  blood  can 
be  reached  within  a few  hours  and  can  be  main- 
tained for  eighteen  to  thirty-six  hours;  the 
requirement  of  sodium  chloride  or  common  salt  is 
supplied  at  the  same  time,  whereas  many  patients 


dislike  taking  salt  by  mouth;  the  fluid  intake  is 
supplemented,  thus  overcoming  the  difficulty  of 
maintaining  the  fluid  intake  at  necessary  levels 
because  of  nausea  and  vomiting  encountered  in 
many  cases  in  which  sulfapyridine  is  given  orally. 
They  say  also  that  smaller  doses  are  generally 
required. 

The  advantages  of  injections  under  the  skin 
over  those  into  the  vein  involve  the  lack  of  dan- 
ger of  local  reactions,  effective  concentration  in 
the  blood  being  maintained  for  a longer  time — 
twenty-four  horns  as  compared  with  about  twelve 
hours — and  a simpler  and  widely  applicable  tech- 
nic of  administration. 

Regarding  poisonous  reactions,  the  authors 
report  they  have  noted  no  appreciable  difference 
in  their  incidence.  “There  were  not  sufficient 
cases  in  which  the  sodium  sulfapyridine  was  used 
alone  to  evaluate  its  efficacy  as  compared  with 
serum  or  sulfapyridine  by  mouth,”  they  say,  “but 
the  general  impression  was  that  the  sodium  sulfa - 
pyridine  given  hypodermically  was  equal  in 
effectiveness  to  oral  sulfapyridine,  and  as  a rule 
smaller  amounts  were  required  to  cure  the  pa- 
tient.” 


Doctor  (consolingly) : “With  your  lungs  you  right.  It  can  last  for  another  twenty  years.” — 
can  live  six  months  at  most,  but  your  heart  is  all  Medical  Record 


MEDICAL  EXAMINATION  AND  THE  PROSPECTIVE  WORKER 

J.  C.  Zillhardt,  M.D.,  Binghamton,  New  York 


In  order  to  determine  just  what  is  ac- 
complished by  the  routine  physical  ex- 
amination of  prospective  workers  at  our 
factory,  the  data  accumulated  from  410 
examinations  are  herein  analyzed.  This 
total  represents  the  number  of  applicants 
considered  for  employment  at  the  Owego 
Shoe  Manufacturing  Plant  of  the  Endi- 
cott- Johnson  Corporation  between  Febru- 
ary 10,  1937,  and  October  1,  1938.  It  is 
reasonable  to  assume  that  the  observa- 
tions are  more  or  less  uniform  in  that  a 
uniform  procedure  of  examination  was 
followed  in  each  case  and  that  95  per  cent 
of  the  examinations  were  done  by  a single 
physician. 

It  is  to  be  emphasized  that  in  presenting 
these  data  no  claim  is  made  for  anything 
original.  It  is  hoped,  however,  that  a 
study  of  this  type  will  stress  in  a specific 
way  the  value  of  a careful  physical  ex- 
amination of  prospective  workers. 

The  applicants  for  vacancies  at  the 
plant  were  interviewed  by  the  employ- 
ment officer  and  he  selected  those  who  in 
his  judgment  seemed  worthy  of  a job, 
appeared  in  good  health,  had  no  obvious 
deformities  that  might  interfere  with 
their  work,  and  were  equipped  by  phy- 
sique, education,  and  experience  for  their 
particular  task.  Those  who  met  with  his 
approval  were  referred  to  the  doctor. 

The  medical  examination  included  first, 
an  adequate  history,  and  second,  a physi- 
cal examination.  The  latter  was  supple- 
mented by  a routine  urinalysis  and  Was- 
sermann  test  of  the  blood;  also,  such 
specialized  tests  were  done  as  might  be 
indicated  in  the  individual  case.  Thus, 
x-ray  examinations,  particularly  of  the 
chest,  electrocardiographic  studies,  basal 
metabolism  tests,  hematologic  examina- 
tions, catheterized  urine  tests,  sputum 
examinations,  etc.,  were  made  use  of  at 
times. 


The  following  salient  points  were  cov- 
ered in  the  routine  history : 

1.  Age. 

2.  Sex. 

3.  Marital  status:  single,  married,  wid- 
owed, or  divorced. 

4.  Race. 

5.  Nationality;  ability  to  read  and  write 
English. 

6.  Last  employment: 

a.  Length  of  service. 

b.  Salary. 

c.  Reason  for  quitting. 

7.  Other  members  of  the  family  working  for 
the  corporation. 

The  history  up  to  this  point  was  taken 
care  of  at  the  employment  office  and  was 
already  recorded  on  the  applicant’s  card 
at  the  time  it  was  received  by  the  ex- 
aminer. 

8.  Marital  history: 

a.  Children  and  their  ages. 

b.  Miscarriages,  etc. 

9.  Family  history. 

10.  Past  history: 

a.  Childhood  diseases:  measles,  mumps, 

chickenpox,  etc. 

b.  Other  diseases : rheumatic  fever,  tonsil- 
litis, tuberculosis,  poliomyelitis,  etc. 

c.  Diseases  of  nose,  throat,  cardiorespira- 
tory system  (dyspnea,  cyanosis,  edema, 
etc.),  gastrointestinal  tract,  genitouri- 
nary system,  nervous  system  (headache, 
fainting,  etc.),  etc. 

d.  Injuries,  industrial  hazards:  exposure 

to  dusts,  lead,  etc. 

e.  Surgery. 

11.  Social  history. 

12.  Habits. 

13.  Catamenia. 

The  physical  examination  included : 

1.  General  appearance : build,  gait,  deformi- 

ties, dyspnea,  etc. 

2.  Temperature,  pulse,  and  respiration. 

3.  Condition  of  skin. 

4.  Eyes: 

a.  Vision  test. 

b.  Pupillary  reactions 

c.  Inflammatory  conditions,  exophthalmos, 
palsies,  nystagmus,  etc. 

5.  Ears : 

a.  Hearing. 

b.  Discharge. 

6.  Mouth: 

a.  Teeth. 

b.  Gums. 
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7.  Throat: 


a. 

Tonsils. 

b. 

Catarrh. 

8. 

Neck: 

a. 

Lymph  glands. 

b. 

Thyroid. 

c. 

Abnormal  pulsations,  etc. 

9. 

Thorax : 

a. 

Heart. 

b. 

Lungs. 

10. 

Blood  pressure. 

11. 

Abdomen : 

Usual  observations.  Particular  attention 
paid  to  the  presence  of  any  herniation, 

visceral  enlargement,  or  urethral 
charge. 

dis- 

12. 

Extremities : deformities,  posture, 

gait, 

edema,  condition  of  feet,  reflexes,  etc. 


With  reference  to  the  history  the  ques- 
tion naturally  occurs  as  to  whether  or  not 
the  information  obtained  is  correct.  The 
applicant  is  often  quite  cooperative.  Yet 
he  is  anxious  for  employment,  and  it  can 
be  readily  understood  how  he  might  be 
reluctant  to  admit  certain  facts  in  his 
past  history.  This  is  particularly  true  in 
those  with  a physical  abnormality  who 
have  been  rejected  for  employment  else- 
where or  have  been  refused  life  insurance. 
However,  it  is  not  as  valueless  as  one  may 
suppose.  It  is  to  be  kept  in  mind  that 
the  art  of  history  taking  involves  a match 
of  intelligence  of  the  examiner  with  that 
of  the  applicant.  The  physician  with  his 
training  behind  him  generally  has  the  ad- 
vantage, and,  if  he  combines  this  with  a 
little  perseverance,  it  is  surprising  how 
often  information  is  revealed  that  proves 
of  real  value  when  questioning  supple- 
ments the  physical  examination.  Under 
the  most  favorable  conditions  it  is  not  in- 
conceivable that  now  and  then  pathologic 
states  are  apt  to  be  overlooked  by  the  ex- 
aminer, and  so  one  can  readily  appreci- 
ate the  wisdom  of  accepting  whatever  aid 
a history,  although  possibly  imperfect, 
may  render. 

It  was  the  practice  at  the  factory  occa- 
sionally to  allow  applicants  to  work  for  a 
time  before  requiring  them  to  submit  to 
physical  examination.  The  reason  for 
this  presumably  was  to  give  the  foreman 
an  opportunity  to  observe  whether  or 
not  the  worker  was  satisfactory  and  at  the 
same  time  to  give  the  newcomer  a chance 
to  decide  whether  or  not  association  with 
the  company  was  to  his  liking.  This  pro- 


cedure, although  possibly  having  some 
appeal  at  first  glance,  was  decidedly  bad. 
If  the  situation  was  such  that  both  fore- 
man and  worker  were  satisfied,  there  was 
a tendency  either  through  pressure  of 
work  or  procrastination  to  put  off  the  ex- 
amination. Consequently,  the  “trial  pe- 
riod” at  times  lapsed  into  weeks  or  even 
months.  Eventually  when  the  physician 
examined  the  employee  he  had,  on  occa- 
sion, the  misfortune  of  finding  such  seri- 
ous physical  defects  as  to  be  unable  to 
approve  the  worker.  This  naturally  led 
to  keen  disappointment  to  the  employee 
and  as  a rule  to  the  foreman,  who  invari- 
ably had  taken  great  pains  in  making  the 
man  familiar  with  his  job  and  had  reached 
the  point  where  he  probably  placed  de- 
pendence on  him.  All  this  grief  is  need- 
less and  can  be  eliminated  by  early  ex- 
amination, that  is,  examination  before  the 
applicant  is  hired  or  at  least  within  a day 
or  two  thereafter.  Such  procedure  also 
avoids  the  hazard  to  which  the  employee 
and  employer  would  be  subject  during  the 
“trial  period”  in  the  event  that  the  former 
had  some  physical  abnormality. 

Although  the  examinations  are  of  defi- 
nite value  to  the  employer  in  eliminating 
individuals  that,  because  of  some  physical 
defect,  are  unsuited  for  their  work  or  are 
apt  to  be  a definite  liability,  a real  value 
is  realized  also  by  the  prospective  worker. 
If  he  is  accepted  for  employment,  he  has 
the  satisfaction  of  knowing  that  he  has 
a fairly  healthy  body.  On  the  other 
hand,  if  there  is  reason  for  rejection,  he 
is  made  aware  that  some  difficulty  is  pres- 
ent, and  he  can  take  steps  in  an  attempt 
to  correct  it.  It  is  not  uncommon  to  find 
organic  defects  that  the  applicant  pro- 
fessed total  ignorance  of  and  that,  if  the 
defects  had  remained  undiscovered,  would 
have  led  to  serious  impairment  of  health. 
The  existing  difficulty  might  even  have 
been  aggravated  by  his  work,  therefore 
bringing  to  him  a greater  hardship  and  of 
course  creating  a risk  as  far  as  the  em- 
ployer is  concerned.  With  these  facts  in 
mind,  it  is  readily  understandable  how 
physical  examinations  are  of  mutual  bene- 
fit to  employer  and  employee. 

There  is  still  another  angle  from  which 
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the  examinations  are  beneficial.  I refer 
to  their  public  health  aspect.  While 
checking  over  such  a large  group  of  indi- 
viduals, communicable  diseases  may  be 
brought  to  light.  Persons  with  tubercu- 
losis, syphilis,  or  gonorrhea  may  be  dis- 
covered, and  an  opportunity  is  afforded 
the  physician  to  instruct  these  people 
about  the  dangers  of  contagion  and  the 
importance  of  proper  treatment. 

A general  discussion  of  all  applicants  examined 
follows;  special  reference  will  be  made  later  to 
those  who  were  rejected  for  employment.  Of  all 
the  410  people  examined,  300,  or  73.2  per  cent, 
were  women,  and  110,  or  26.8  per  cent,  were 
men.  Of  these,  204  were  single,  189  married,  2 
widowed,  7 separated,  and  8 divorced.  Ninety- 
five  per  cent  were  American  born. 

The  ages,  as  illustrated  by  the  accompanying 
chart,  varied  from  17  to  62  years. 

This  group  had  an  estimated  total  of  431  de- 
pendents or  1.05  dependents  for  each  applicant. 
In  considering  this  figure,  which  offhand  seems 
somewhat  low,  it  must  be  borne  in  mind  that  over 
50  per  cent  of  those  examined  were  single 

Forty,  or  9.7  per  cent,  were  found  to  have  tem- 
perature elevations.  In  most  cases  the  fever  was 
slight,  and  further  observations  revealed  that 
simple  upper  respiratory  infections  were  usually 
responsible.  However,  a diagnosis  of  undulant 
fever  was  made  in  3 instances,  and  genitourinary 
tract  infection  was  responsible  for  the  fever  in  2. 

Defective  vision  was  discovered  in  69,  or  17 
per  cent.  Those  persons  found  to  have  defective 
vision  were  advised  to  have  their  eyes  examined 
and  to  be  fitted  with  proper  lenses.  Of  these,  8 
were  found  to  have  such  impairment  of  vision 
that  glasses  were  of  little  avail.  These  accord- 
ingly were  not  approved  for  employment.  The 
remainder  had  satisfactory  vision  with  their  new 
glasses  and  were  allowed  to  go  to  work.  It  might 
be  said  here  that  in  the  shoe  industry,  where  so 
many  machine  operators  are  employed,  good 
vision  is  indispensable.  Defective  eyesight  is 
often  responsible  for  the  worker  misjudging  dis- 
tance, with  the  result  that  his  fingers  instead  of 
his  work  may  be  fed  into  the  machine.  This 
always  produces  a problem  for  the  workman’s 
compensation  bureau,  and  then,  too,  the  worker 
may  be  left  with  an  injury  that  may  greatly 
handicap  his  future  earning  power. 

Four,  or  0.9  per  cent,  were  found  to  have  mark- 
edly impaired  hearing.  Three  of  these  patients 
had  associated  poor  vision  and  were  rejected 
for  the  jobs  for  which  they  had  applied.  As  is 
realized,  good  hearing  is  important  where  an 
employee  works  in  association  with  others  and 


Age  relationship  of  those  examined  to  those 
rejected. 


where  there  is  apt  to  be  occasion  to  warn  him  of 
dangers  that  occur  from  time  to  time. 

In  view  of  the  fact  that  there  are  no  standard 
laboratory  or  clinical  criteria  for  evaluating  the 
state  of  the  tonsils  this  aspect  of  examination 
produced  somewhat  of  a problem.  Rarely,  if 
ever,  had  any  of  these  individuals  been  under  the 
examiner’s  care  previously,  so  that  there  was 
lacking  the  knowledge  of  the  case  that  the  family 
physician  would  have.  Frequently,  it  is  such 
knowledge  that  acts  as  the  best  guide  in  deter- 
mining whether  or  not  the  tonsils  should  be  re- 
moved. However,  it  was  felt  in  those  with  a 
history  of  recurrent  tonsillitis  (two  or  more  at- 
tacks per  year)  and  in  those  having  palpable  re- 
gional cervical  glands,  indicating  a probable  in- 
flammatory process  in  the  tonsils,  that  the  tonsils 
might  be  considered  as  a health  hazard.  One 
hundred  and  eight,  or  26  per  cent,  fell  into  this 
category.  Those  who  were  found  physically 
sound  otherwise  were  approved  for  employment 
with  the  suggestion  that  tonsillectomy  might  be 
advisable.  Of  course,  those  applicants  who  pre- 
sented themselves  with  an  acute  tonsillar  process 
were  advised  to  see  their  personal  physician  and 
were  approved  only  after  they  were  entirely  well. 
It  was  not  unusual  for  an  applicant  to  come  into 
the  office  for  examination  with  a fever  and  acutely 
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inflamed  tonsils.  Tonsillectomy  had  been  per- 
formed previous  to  this  examination  in  100  of  the 
410  examined. 

Many  had  minor  degrees  of  dental  caries  with 
otherwise  sound  teeth  and  healthy  gums.  How- 
ever, 80,  or  19  per  cent,  had  either  extensive 
caries,  pyorrhea,  or  both.  To  eliminate  any 
danger  from  the  existing  oral  sepsis,  those  of  this 
group  were  required  to  correct  their  difficulty. 

Three  were  found  to  have  rheumatic  valvular 
heart  disease  with  estimated  minimal  mitral 
lesions. 

One  man,  28  years  of  age,  had  a systolic  blood 
pressure  of  150  and  a diastolic  reading  of  100. 
He  was  considered  a marginal  case  as  far  as  blood 
pressure  was  concerned  and  was  allowed  to  work 
on  a temporary  basis.  However,  he  was  kept 
under  observation.  Individuals  of  this  type 
were  allowed  to  work,  as  a rule,  provided  that  no 
further  increase  in  pressure  occurred  during  a 
few  weeks  of  trial  and  that  the  remainder  of  the 
physical  examination,  with  particular  reference 
to  the  kidneys  and  the  cardiovascular  system, 
was  found  to  be  negative. 

Consideration  will  now  be  given  to 
those  who  were  not  approved  for  employ- 
ment because  of  the  examiner’s  observa- 
tions. Of  the  total  of  410  applicants  ex- 
amined, 41,  or  10  per  cent,  were  found  to 
have  physical  defects  serious  enough  to 
warrant  their  rejection  for  employment. 

Visual  impairment  headed  this  list.  As  men- 
tioned previously,  8 were  rejected  because  of 
visual  impairment  that  could  not  be  corrected  by 
glasses. 

Seven  were  found  to  have  blood  pressures  in 
excess  of  normal.  Of  these,  5 apparently  were 
unaware  of  this  condition.  The  ages  and  average 
blood  pressure  readings  are  listed  below. 


Case 

Number 

Sex 

Age 

Systolic 

Dias- 

tolic 

258 

M 

24 

210 

65 

259 

F 

38 

200 

110 

249 

M 

42 

220 

120 

250 

F 

42 

200 

110 

251 

F 

49 

190 

95 

393 

F 

52 

180 

100 

281 

F 

57 

210 

120 

The  man  listed  as  258  had  a considerably  en- 
larged heart  with  systolic  and  diastolic  murmurs 
at  both  apex  and  base. 

Applicant  251  had  an  associated  thyrotoxi- 
cosis. 

In  addition  to  the  elevated  blood  pressure,  the 
woman  referred  to  as  393  suffered  from  hot 
flashes,  restlessness,  and  headache. 

Three  were  found  to  have  undulant  fever. 


In  3 women,  catheterized  urine  specimens 
showed  the  presence  of  10  to  30  pus  cells  per  high- 
powered  field  and  a slight  trace  to  a trace  of  al- 
bumin. There  were  no  other  significant  urinary 
findings.  Physical  examination  in  1 revealed  an 
enlarged  right  kidney.  In  the  other  2 the  physi- 
cal examination  showed  little  of  importance  ex- 
cept a slight  temperature  elevation.  Further  in- 
vestigation of  the  genitourinary  tract  was  not 
made.  The  cases  were  referred  to  their  own 
physicians. 

Two  men  were  found  to  have  bilateral  inguinal 
hernias. 

A girl,  20  years  of  age,  presented  a symmetrical 
enlargement  of  the  thyroid  gland.  There  was  a 
persistent  tachycardia,  loss  of  weight  in  spite  of 
good  appetite,  tremor,  restlessness,  warm  moist 
skin,  and  intolerance  to  warmth.  There  was  a 
staring  appearance  of  the  eyes.  However,  there 
was  no  exophthalmus  or  any  of  the  other  eye 
signs.  Her  pulse  pressure  was  normal  and  her 
basal  metabolic  rate  was  —3.  She  was  referred 
to  her  physician  for  further  observation  and 
study. 

One  girl  had  an  active  cervicitis  and  salpingitis 
with  a palpable  pelvic  mass. 

A rather  nervous  woman,  40  years  of  age,  was 
found  to  have  had  an  appendectomy  and  uni- 
lateral oophorectomy  at  19,  tonsillectomy  at  22, 
bilateral  salpingectomy  at  25,  abdominal  surgery 
for  adhesions  and  some  unknown  pelvic  disorder 
at  29,  cholecystostomy  at  35,  and  thyroidectomy 
at  37.  On  close  questioning,  she  was  found 
to  have  indefinite  abdominal  discomfort  and  in 
general  did  not  feel  well.  It  seemed  that  at  no 
period  of  her  life  was  she  entirely  free  from  illness. 
In  her  condition  it  was  difficult  to  conceive  how 
this  woman  could  become  a satisfactory  worker. 
She  was  accordingly  not  recommended  for  em- 
ployment at  the  time. 

One  individual  had  an  oculomotor  palsy  asso- 
ciated with  occasional  attacks  of  transitory  un- 
consciousness. There  seemed  to  be  definite 
mental  retardation.  This  difficulty  evidently 
followed  an  encephalitis  that  complicated  measles 
in  childhood. 

A 225-pound  woman,  47  years  of  age,  was  dis- 
covered to  have  chronic  myocardial  disease  with 
symptoms  of  decompensation. 

Another  had  apical  systolic  and  diastolic  mur- 
murs with  moderate  cardiac  enlargement.  This 
woman,  57  years  of  age,  had  symptoms  of  early 
failure.  The  blood  pressure  was  normal.  There 
was  a suggestive  history  of  rheumatic  fever  in 
adolescence. 

One  female  applicant  who  gave  her  age  as  54 
appeared  at  least  ten  years  older.  Physical  ex- 
amination revealed  obvious  senility  with  an 
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associated  tremor  of  the  hands  and  some  emacia- 
tion. Although  the  rest  of  the  examination  was 
essentially  negative,  it  seemed  unlikely  that  this 
individual  would  have  the  endurance  or  be  suited 
to  the  more  or  less  strenuous  duties  of  a shoe 
worker.  It  seemed  far  better  for  her  general 
health,  as  well  as  for  the  company,  that  she  re- 
turn to  her  work  as  seamstress  at  which  occupa- 
tion she  made  a fair  living. 

Pregnancy  was  the  cause  of  nonapproval  in  2 
other  women. 

Three  were  found  to  have  positive  blood  Was- 
sermann  reactions.  One  was  27  years  of  age 
with  a history  of  probable  primary  lesion  two 
months  previously.  The  second  was  a woman 
with  a story  of  probable  exposure  within  the  last 
two  months.  The  third  case  was  that  of  a 
woman,  33  years  of  age,  who  admitted  having 
started  treatment  some  time  ago  but  had  never 
continued  it.  This  patient  on  physical  examina- 
tion presented  small,  unequal  pupils  that  reacted 
sluggishly  to  light.  All  3 cases  were  properly  in- 
structed and  referred  to  their  physicians.  Per- 
sons with  active  syphilis  are  not  considered  for 
employment.  Those  individuals  who  develop 
the  disease  while  working  for  the  company  are 
allowed  to  continue  their  jobs  and  are  given  treat- 
ment without  cost  at  the  company’s  own  clinics. 
However,  persistent  treatment  is  insisted  upon 
till  it  is  felt  safe,  according  to  the  accepted  stand- 
ards, to  discharge  the  case.  Even  then  it  is  made 
imperative  that  the  individual  return  at  specified 
intervals  for  follow-up  study. 

Two  women  refused  to  have  blood  taken  for 
Wassermann  tests  and  were  likewise  not  ap- 
proved. 

Four  others  who  were  found  to  have  definite 
refractive  errors  refused  to  consult  an  oculist  and 
be  fitted  with  proper  glasses. 

All  of  these  41  individuals  were  con- 
sidered desirable  applicants  by  the  em- 
ployment office  and,  had  they  not  been 
checked  by  the  physician,  would  have 
been  employed.  Yet  it  is  obvious  that, 
on  the  whole,  the  members  of  this  group 
would  hardly  have  been  an  asset  to  the 
corporation.  It  is  not  difficult  to  surmise 
the  saving  to  the  employer  in  eliminating 
the  risk,  loss  of  time,  sick-relief  expendi- 
tures, etc.,  that  the  hiring  of  this  group 
would  entail. 

From  the  standpoint  of  the  applicants, 
although  the  prospects  of  a job  were  re- 
moved for  the  time,  they  were  made 
familiar  with  their  true  condition.  This 
knowledge  gave  them  an  opportunity  to 


take  such  measures  as  might  be  necessary 
to  correct  or  at  least  check  the  existing 
difficulty.  This  naturally  would  result 
in  a tendency  to  better  health,  prolonga- 
tion of  earning  power,  better  economic 
circumstances,  and  extension  of  the  span 
of  life.  The  individuals  were  eligible  for 
reconsideration  if  success  was  attained  in 
the  correction  of  their  difficulty.  Those 
with  abnormalities  of  a benign  character, 
not  interfering  with  their  occupation, 
were  given  employment.  Elaboration  on 
these  conditions  will  not  be  attempted  at 
this  time. 

It  may  be  of  interest  to  refer  briefly  to 
the  personnel  and  to  the  equipment  of  the 
medical  offices  in  which  the  examinations 
were  made  and  also  to  mention  a word  re- 
garding the  approximate  cost  of  a service 
of  this  type.  It  is  well  to  point  out  that 
the  company  furnishes  complete  medical 
care  to  all  of  its  workers  and  their  immedi- 
ate dependents.  The  same  personnel 
that  renders  this  service  performs  the  em- 
ployment examinations,  also  the  same 
offices  and  equipment  are  used. 

The  offices  are  located  on  the  second 
floor  of  a hotel  in  the  business  section  of 
the  town.  The  hotel  is  about  one-eighth 
of  a mile  from  the  factory.  The  offices 
consist  of  five  adjoining  rooms,  all  of 
which  have  windows  facing  the  street. 
The  rooms  have  a common  corridor  and 
connect  directly  with  one  another.  The 
suite  is  composed  of  a waiting  room, 
laboratory,  consultation  office,  examining 
room,  and  drug  room.  One  side  of  the 
laboratory  is  occupied  by  filing  equip- 
ment for  all  records. 

A full-time  physician  is  in  charge  of  the 
unit,  and  he  is  assisted  by  another  doctor 
who  devotes  but  part  time  to  this  work. 
A registered  nurse  and  a laboratory  tech- 
nician complete  the  staff.  This  medical 
unit  is  directly  affiliated  with  one  of  the 
company’s  larger  medical  centers  in  a 
neighboring  town,  where  x-ray,  electro- 
cardiographic, and  other  special  proce- 
dures are  carried  out. 

Although  it  is  difficult  to  say  accurately 
the  cost  to  the  company  per  employment 
examination,  it  is  estimated  that  each  one 
represents  a sum  not  exceeding  two  dol- 
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lars.  As  this  study  would  indicate,  this 
expenditure  renders  untold  benefit  to  the 
employer  as  well  as  to  the  employee. 
What  investment  could  possibly  yield 
greater  interest? 

Conclusion 

1.  The  physical  examinations  of  410 
prospective  workers  are  analyzed. 

2.  It  is  advisable  that  medical  ex- 
amination be  made  before  the  applicant 
be  allowed  to  begin  work. 

3.  Proper  medical  examination  is  of 
paramount  importance  to  the  employer 
in  that: 

a.  It  selects  those  who  are  physically  de- 
pendable. 

b.  Liability  to  the  employer  is  minimized  by 
the  rejection  of  those  with  serious  trouble 
and  by  requiring  otherwise  desirable  appli- 
cants to  correct  such  reparable  defects  as 
poor  vision. 

c.  In  questions  of  compensation,  the  record  of 
the  examination  at  time  of  employment 
may  be  a valuable  reference.  This  would 
be  particularly  true  in  cases  where  an  in- 
dividual was  hired  even  though  he  had  some 
physical  abnormality — that  is,  an  abnor- 
mality of  such  a nature  as  not  to  conflict 
with  his  work. 

d.  Having  a healthy  personnel  will  reduce 
loss  of  time  due  to  illness. 

e.  As  a result  of  “d”  there  is  a lowering  of  ex- 
penditures for  sick  relief. 

4.  A definite  benefit  is  realized  by  the 
applicants  for  employment  in  that, 
whether  rejected  or  accepted,  they  are 
made  aware  of  the  state  of  their  health. 
This  knowledge  is  conducive  to  the  treat- 
ment of  existing  difficulty,  thereby  pro- 
moting better  health  and  well-being  and 
prolonging  earning  power  and  the  expec- 
tancy of  life. 

5.  The  examinations  have  a public 
health  value  in  that,  in  checking  over  a 
group  of  people  of  this  type,  communi- 
cable diseases  may  be  discovered  and  an 
opportunity  is  afforded  the  examining 
physician  to  dispose  of  such  cases  in  a 
manner  beneficial  both  to  the  victim  and 
to  the  public. 

3 West  End  Avenue 

Discussion 

Dr.  Niel  E.  Eckelberry,  New  York  City — I 
wish  to  compliment  Dr.  Zillhardt’s  work,  his 
paper,  ideas,  and  data  presented  on  this  problem 
— pre-employment  examinations.  The  indus- 


trial physician’s  attitude  is  extremely  important. 
We  have  got  away  from  the  doctor  who  would 
say,  “Put  out  your  tongue,  turn  around,  walk 
over  there,  etc.”  After  all,  the  most  important 
individual  in  this  whole  problem  of  pre-employ- 
ment examination  is  the  man  or  woman  who  is 
seeking  employment. 

I noticed  Dr.  Zillhardt  stated:  “Special  tests 

were  done  as  might  be  indicated  in  the  individual 
case.  Thus  x-ray  examination,  particularly  of 
the  chest,  electrocardiographic  studies,  etc.  . . .” 
Two  things  come  to  my  mind.  First,  with  re- 
gard to  x-ray  examination  of  the  chest,  would  it 
not  be  better,  even  with  a group  of  410,  to  ex- 
amine the  chest  of  every  individual  than  to  pick 
out  certain  individuals  for  x-ray  examination. 
Why  not  a fluoroscopic  examination  of  every  ap- 
plicant? It  may  not  be  100  per  cent  accurate, 
but  the  percentage  rate  would  be  better  than  if 
only  certain  individuals  on  the  basis  of  physical 
observations  are  submitted  to  this  x-ray  examina- 
tion. 

Secondly,  for  each  type  of  job  physical  require- 
ments are  different.  Requirements  for  a clerk 
are  different  from  those  of  a machinist  or  laborer. 
Is  it  not  wise  to  standardize  the  physical  require- 
ments for  each  type  of  job  and  then  adopt  a 
standardized  type  of  examination  for  each  type 
of  job?  I do  not  believe  as  a general  rule  that  it 
is  wise  to  subject  individuals  looking  for  employ- 
ment to  electrocardiographic  tests,  basal  metabo- 
lism tests,  or  hematologic  examinations  unless 
the  particular  type  of  job  requires  such  a special- 
ized test.  From  a practical  standpoint  with 
large  groups  the  examining  physician  should  be 
able  to  determine  desirable  applicants  by  means 
of  physical  examination  supplemented  by  Was- 
sermann  test  and  routine  urine  examination. 

The  doctor  mentions  the  value  of  these  ex- 
aminations as  a general  health  program.  They 
are  much  more  significant  in  this  respect  than  we 
realize.  Pre-employment  examinations  develop 
in  the  mind  of  the  public  the  need  for  good  health. 
Fathers  and  mothers  are  becoming  aware  of  the 
need  of  their  boys  and  girls  being  free  from  defects 
by  the  time  they  reach  their  earning  capacity. 
Parents  can  assist  in  guiding  their  children  in 
their  life’s  program  when  they  realize  physical  de- 
fects may  present  a hazard  in  certain  occupations. 

I agree  fully  with  Dr.  Zillhardt  that  the  indi- 
vidual should  be  examined  before  he  is  employed 
rather  than  after  employment.  True,  there  are 
certain  difficulties,  e.g.,  it  takes  a few  days  be- 
fore Wassermann  report  comes  through.  Individ- 
uals with  correctable  defects  who  subsequently 
would  become  good  health  risks,  e.g.,  individuals 
with  diseased  tonsils,  carious  teeth,  etc.,  should 
be  accepted  for  employment  on  a temporary 
basis,  and  in  three  months  the  case  should  be  re- 
viewed again  before  final  medical  acceptance. 
Dental  caries  and  infected  teeth,  which  play  an 
important  role  in  industrial  health,  should  not  be 
the  cause  of  rejection.  The  applicant  should  be 
taken  on  a temporary  basis,  giving  him  an  op- 
portunity to  earn  enough  to  get  the  necessary 
dental  work  done.  After  the  teeth  have  been 
taken  care  of,  he  then  may  be  made  a permanent 
employee  from  a medical  standpoint. 

Another  question — did  I understand  Dr.  Zill- 
hardt does  pelvic  examinations  on  women  appli- 
cants? I question  the  advisability  of  this. 

I was  quite  pleased  with  his  attitude  on  the 
question  of  rejection  of  applicants  with  high 
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blood  pressure  in  that  a decision  was  not  made 
upon  the  monometric  reading  alone  but  upon  the 
whole  clinical  picture.  I also  liked  Dr.  Zill- 
hardt’s  emphasis  upon  obtaining  a good  history 
and  studying  the  background  of  the  individual 
from  a medical  standpoint. 

Dr.  Michael  Lake,  New  York  City — There  is 
very  little  I can  add.  I think  Dr.  Zillhardt’s  de- 
tailed study  on  a small  group  is  of  more  value  in 
analyzing  the  individual  cases  and  the  problems 
they  present  than  large  statistical  studies.  I 
agree  that  this  examination  should  be  a part  of 
the  employment  procedure  not  an  afterthought. 
It  should  be  made  before  the  individual  begins 
work — before  he  is  hired. 

The  industrial  physician  should  have  proper 
equipment,  proper  laboratory  equipment,  and 
the  advice  of  specialists  when  needed. 

The  exact  nature  of  the  examination  will  have 
to  be  followed  somewhat  according  to  the  job. 
Color  blindness  in  an  individual  seeking  a job  of 
matching  fabrics  or  glassware  would  be  a cause 
for  rejection.  However,  in  another  position,  he 
could  be  acceptable. 

The  examining  physician  should  familiarize 
himself  with  the  jobs  in  the  plant  from  the  stand- 
point of  job  hazards.  Then  the  examination  is 


of  great  value  to  the  company  and  also  from  the 
standpoint  of  advice  to  the  individual. 

I agree  that  people  should  be  given  an  oppor- 
tunity to  correct  medical  defects  after  they  are 
working,  otherwise  they  could  not  afford  to  cor- 
rect them.  Individuals  should  be  placed  at 
work  they  can  do  rather  than  be  rejected. 


Dr.  J.  C.  Zillhardt,  Binghamton,  New  York — 
Dr.  Eckelberry’s  suggestion  regarding  routine 
fluoroscopic  examinations  is  a good  one. 

Regarding  pelvic  examinations,  we  do  not  do 
them  routinely.  In  the  case  mentioned  a vaginal 
discharge  was  noticed  by  the  nurse.  In  addi- 
tion there  was  low  abdominal  tenderness.  It 
was  explained  to  the  applicant  that  she  might 
have  some  pelvic  difficulty  and  that  if  she  wanted 
further  examination  she  could  have  it.  She  re- 
quested this. 

The  physical  examination  is  not  to  eliminate 
individuals  from  employment  but  to  raise  the 
health  standards  among  workers.  Many  who 
were  eliminated  at  the  time  of  the  first  examina- 
tion had  their  difficulty  corrected  and  were  hired 
later.  Primarily  each  applicant  is  considered  as 
a diagnostic  problem  and  then  as  a candidate 
for  employment. 


USE  CAUTION  WITH  SULFAPYRIDINE 

A more  conservative  approach  to  the  use  of 
sulfapyridine,  especially  as  to  dosage,  in  the  treat- 
ment of  pneumonia  and  more  discrimination  in 
substituting  it  for  sulfanilamide  in  treating  other 
infections  are  advocated  by  Dr.  W.  Hurst 
Brown,  M.R.C.P.,  Dr.  William  B.  Thornton,  and 
J.  Stuart  Wilson,  Toronto,  Ont.,  in  the  Journal 
of  the  American  Medical  Association  for  April  27. 

In  their  study  of  the  toxic  or  poisonous  reac- 
tions of  sulfanilamide  and  its  derivative,  sulfa- 
pyridine, the  three  men  found  that  the  latter  is 
essentially  more  toxic  than  its  parent  drug  and 
also  that  there  is  a narrow  range  between  the 
blood  concentrations  of  sulfapyridine  that  com- 
bat infection  and  those  that  carry  an  unwarranted 
risk  of  serious  toxic  reactions. 

They  point  out  that:  “Clinicians  have  not 

yet  reached  agreement  as  to  the  blood  concentra- 
tions of  sulfapyridine  that  are  adequate  to  control 
pneumonia  of  pneumococcic  origin.  Until  mat- 
ters of  such  fundamental  importance  are  settled, 
expediency  should  be  tempered  by  caution.” 

They  believe  that  high  concentrations  of  sulfa- 
pyridine in  the  blood  should  be  avoided  unless  it 
is  certain  that  lower  concentrations  are  not  con- 
trolling the  infection.  The  highest  concentra- 
tions, they  say,  should  be  reached  at  the  very  be- 
ginning of  treatment  and  should  be  reduced  after 
a short  period  of  maintenance.  Since  elimina- 
tion of  sulfapyridine  takes  place  through  the 
urine,  toxic  reactions  may  often  be  avoided  by 
giving  enough  fluids  to  insure  an  adequate  vol- 
ume of  urine. 


In  an  analysis  of  100  cases  treated  by  each 
drug,  the  authors  point  out:  “Serious  toxic 

manifestations  were  found  twice  as  frequently  in 
patients  treated  by  sulfapyridine  as  compared 
with  the  series  on  sulfanilamide.  Patients 
treated  with  intensive  doses  and  in  whom  high 
blood  concentrations  of  sulfapyridine  were  at- 
tained showed  a very  high  incidence  of  serious 
reactions.” 

Serious  and  fairly  common  complications  fol- 
lowing intensive  sulfapyridine  treatment,  par- 
ticularly when  the  concentrations  in  the  blood  are 
high,  are  retention  and  inadequate  secretion  of 
urine,  and  blood  in  the  urine.  “Although  a de- 
crease in  white  blood  cells  occurs  more  frequently 
in  the  sulfapyridine  series  and  especially  when 
the  dosage  is  heavy,  it  is  also  encountered  in  both 
series  and  may  occur  when  the  doses  are  small  or 
treatment  is  of  short  duration,”  the  authors  say. 

“Sulfapyridine  may  remain  in  the  liver  in  small 
quantities  for  as  long  as  forty  days  after  chemical 
treatment  has  been  terminated.  No  conclusion 
has  been  reached  as  to  whether  sulfapyridine 
causes  inflammation  of  the  liver.” 

The  authors  emphasize  that  the  vomiting  often 
accompanying  sulfapyridine  treatment  is  not 
always  a minor  complication  but  may  cause 
great  discomfort,  amounting  even  to  agony. 
“It  may  be  too  much  to  say  that  the  frequency 
with  which  the  body  is  impelled  to  resist  the 
retention  of  sulfapyridine  should  at  once  raise 
the  question  of  its  essentially  toxic  character,  but 
the  protest  must  at  least  be  significant,”  they  say. 


An  upstate  observer  reports  that  the  family’s 
scrub  lady  said  she  saw  a very  long  movie, 
called  “Gall  in  the  Wind.”  It  sounds  serious. 


Small  Boy:  “Dad,  what  is  meant  by  ‘the  bone 
of  contention’?” 

Dad:  “The  jawbone,  my  boy.” — Pathfinder 


ACCIDENTS  IN  CHILDREN 


Morris  Zimmerman,  M.D.,  and  Samuel  Adams  Cohen,  M.D.,  New  York  City 


The  nation’s  increasing  concern  for  bet- 
ter child  health  and,  therefore,  life 
conservation  focuses  attention  on  the 
problems  of  accidents  occurring  to  child- 
ren. In  this  country  during  1938  the 
deaths  in  children  under  fifteen  years  due 
to  accidents  totaled  approximately  13,- 
500. 1 The  significance  of  these  fatalities 
and  their  relation  to  mortality  computa- 
tion may  be  better  understood  perhaps 
when  it  is  observed  from  available  statis- 
tics that  accidents  are  responsible  for 
more  deaths  than  any  single  disease  in 
childhood.  Moreover,  aside  from  causing 
an  incalculable  number  of  disabilities, 
many  of  which  are  permanent,  it  may  sur- 
prise many  to  learn  that  mishaps  to  child- 
ren are  also  responsible  for  1 out  of  every 
5 deaths  between  the  ages  of  5 to  15  years. 

Significant  in  this  light  is  information 
regarding  the  children  admitted  for  acci- 
dents to  the  wards  of  Gouverneur  Hos- 
pital, New  York  City,  from  1933  to  1938, 
inclusive.  During  these  six  years  this 
municipal  hospital,  which  is  situated  on 
the  lower  east  side,  received  in  its  wards 
752  children  up  to  the  ages  of  14  years  be- 
cause of  injuries  resulting  from  accidents. 
This  total  may  be  compared  with  the 
2,037  children  of  the  same  age  group  ad- 
mitted to  the  wards  as  medical  cases  and 
4,496  children  of  like  ages  admitted  as 
surgical  cases.  Excluding  the  2,045  new- 
borns, which  were  under  the  care  of  the 
pediatric  service  during  this  same  period, 
this  series  of  752  children  admitted  for 
accidents  therefore  constitutes  about  11 
per  cent  of  the  total  of  6,533  admissions 
to  the  children’s  wards. 

Series  Arranged  According  to  Age  Group  and 
Sex. — There  were  35  children  in  this  series  under 
the  age  of  2 years — 22  boys  and  13  girls.  Be- 
tween the  ages  of  2 and  less  than  5 years  of  age 
there  were  98  children — 58  boys  and  40  girls. 
Children  between  the  ages  of  5 and  14  years 
totaled  619 — 485  boys  and  134  girls.  It  is  to  be 


noted  that  there  is  a significant  preponderance  of 
boys  over  girls  in  this  series  as  indicated  by  the 
3 : 1 ratio  of  565  to  187.  For  comparative  pur- 
poses it  is  to  be  stated  that,  excluding  those  cases 
that  were  admitted  to  the  children’s  wards  for 
accidents,  there  is  substantially  no  preponderance 
of  either  sex  with  respect  to  all  other  admissions 
to  the  children’s  wards. 

Duration  in  the  Hospital. — The  time  spent  by 
this  series  of  752  cases  in  the  hospital  totaled 
10,635  days.  This  averages  14.2  days  for  each 
patient.  Including  all  the  case  fatalities  there 
were  50  children  who  remained  in  the  hospital 
for  one  day  or  less  and  44  who  remained  in  the 
hospital  between  one  and  two  days.  Some  of 
these  abbreviated  stays  are  examined  further 
herein.  The  longest  stay  in  the  hospital  for  any 
single  admission  in  this  series  was  213  days;  next 
in  order  were  cases  remaining  in  the  hospital  130 
days,  123  days,  and  119  days,  respectively. 

Transportation. — The  methods  of  transporta- 
tion to  the  hospital  were  as  follows:  287  child- 

ren were  admitted  via  the  ambulance,  22  came  in 
other  vehicles,  181  were  carried  in,  and  204 
walked  in.  The  other  58  were  admitted  from  the 
outpatient  department  of  the  Gouverneur  Hospi- 
tal to  which,  whenever  practical,  all  individuals 
with  seemingly  minor  injuries  are  referred  when 
they  present  themselves  for  treatment  to  the 
hospital. 

Causes  of  Accidents. — In  the  main  there  were 
two  outstanding  causes  of  accidents  in  this  se- 
ries— those  resulting  from  falls,  totaling  295,  and 
those  caused  by  auto  traffic,  numbering  137. 
Next  in  order  of  frequency  were  burns  and  scalds 
— a total  of  33  cases.  This  series  also  includes 
20  children  rescued  from  the  waters  adjacent  to 
the  wharves  located  in  the  vicinity  of  the  hospital, 
15  children  who  were  pierced  by  knives  and  sharp 
objects,  and  15  who  were  hurt  either  by  or  while 
riding  on  bicycles  (Table  1).  Some  other  less 
common  causes  of  accidents  in  this  series  were 
injuries  resulting  from  swallowing  foreign  bodies, 
cuts  caused  by  glass,  thrown  missiles,  and  kicks 
from  horses  or  playmates.  During  this  period 
there  were  only  10  admissions  to  the  children’s 
wards  for  injuries  received  while  celebrating  the 
Fourth  of  July  with  cannon  crackers  or  other 
fireworks. 

Accidents  Arranged  According  to  Age  Groups. — 
In  tabulating  the  three  most  outstanding  causes 
of  accidents  in  this  series — namely,  falls,  auto 


1 Statistics  taken  from  National  Safety  Council,  Inc. 
Chicago. 
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TABLE  1. — Tabulation  of  Accidents  According 
to  Frequency 


Falls  295 

Auto  traffic  137 

Burns  33 

Near  drowning  and  rescued  from  water  20 

Knives  and  sharp  objects  15 

Bicycles  15 

Miscellaneous  237 

Total  752 


traffic,  and  burns — it  was  noted  that,  according 
to  age  group,  44  of  the  injuries  were  accounted 
for  by  falls  in  the  group  of  children  under  5 years 
of  age  and  251  for  children  in  the  age  group  be- 
tween 5 and  14  years.  Auto  traffic  caused  in- 
juries to  19  children  in  the  age  group  under  5 
years  and  to  118  in  the  age  group  of  5 to  14  years. 
Burns  were  responsible  for  admission  to  the  wards 
of  16  children  under  5 years  of  age  and  for  17 
children  between  the  ages  of  5 to  14  years. 

Tabulations  of  Accidents  Occurring  Within  the 
Home  and  Outside  of  the  Home. — In  all  age  groups 
there  were  186  accidents  that  could  be  classified 
as  occurring  at  home.  Home  accidents  are  con- 
sidered here  to  imply  that  the  accidents  occurred 
either  in  the  child’s  household  or  in  any  part  of 
the  building  containing  its  home.  There  were 
510  children  hurt  by  accidents  that  took  place 
outside  of  the  home — for  example,  in  play- 
grounds, streets,  and  the  like.  In  56  cases  the 
histories  were  too  indefinite  to  ascertain  whether 
the  accidents  in  this  series  could  be  classified  as 
occurring  in  or  outside  of  the  home. 

Causes  of  Accidents  at  Home. — Out  of  the  186 
accidents  that  occurred  at  home  over  one-half  of 
them,  or  96,  were  due  to  falls.  The  30  instances 
of  burns  and  scaldings  were  the  next  most  com- 
mon cause  of  mishaps  in  the  household. 

Causes  Grouped  According  to  Ages. — As  a cause 
of  hospitalization,  burns  were  almost  as  numerous 
as  falls  in  the  group  of  children  under  2 years  of 
age.  Of  the  33  patients  admitted  for  burns  in 
this  series  12  occurred  in  children  under  2 years 
of  age.  These  12  cases  represent  approximately 
one-third  of  the  total  number  of  children  in  the 
group  under  2 years  of  age  who  were  admitted 
for  accidents  to  the  children’s  wards. 

Swallowing  foreign  bodies,  getting  fingers 
jammed  in  doors,  and  being  hit  or  struck  by  some 
object  were  some  of  the  other  explanations  given 
for  injuries  that  were  sustained  by  the  tots  under 
2 years  of  age  in  this  series. 

Compared  with  the  youngest  age  group,  the 
children  in  the  group  between  the  ages  of  2 and 
less  than  5 years  had  household  accidents  of  more 
varied  and  diverse  nature,  and  many  of  these 
were  due  to  evident  carelessness  of  adults  in  and 
about  the  household. 


In  this  age  group,  and  much  more  so  in  the  age 
group  between  the  ages  of  5 and  14  years,  falls 
were  the  most  common  reason  given  for  injuries 
in  the  household. 

As  a matter  of  interest  it  may  be  stated  that 
79  cases,  or  42  per  cent  of  the  total  number  of  the 
186  home  accidents  in  this  series,  occurred  to 
children  under  5 years  of  age.  It  will  be  remem- 
bered also  that  children  under  the  age  of  5 years 
in  this  series  constitute  only  17  per  cent  of  the 
total.  Furthermore  the  group  of  79  home  acci- 
dents occurring  in  children  under  5 years  of  age 
consisted  of  48  boys  and  31  girls — a ratio  of  3 
to  2.  Compared  with  the  sex  ratio  of  3 boys  to 
1 girl  in  the  entire  series  it  would  seem  that 
this  narrowing  of  the  proportion  of  boys  to  girls 
indicates  that  under  5 years  of  age  the  female 
child  is  more  prone  to  have  her  accident  at  home. 

In  regard  to  accidents  that  occurred  outside  of 
the  home,  falls,  which  was  the  most  frequent  ex- 
planation of  accidents  in  this  classification,  were 
responsible  for  151  children  entering  the  wards. 
Auto  traffic,  with  a total  of  137  children  injured, 
was  the  next  most  frequent  cause  of  accident. 

Falls. — Even  if  a very  complete  and  objective 
history  were  obtainable  in  determining  the  cause 
of  an  accident  in  a child,  the  circumstances  that 
lead  directly  to  the  occurrence  of  this  accident  al- 
low for  much  speculation.  This  is  especially 
noticeable  in  taking  the  history  of  an  accident 
said  to  have  been  caused  by  a fall.  With  the  ex- 
ception of  those  tragic  and  at  times  unexplain- 
able falls,  which  happen  from  roofs,  fire  escapes, 
windows,  and  banisters,  and  the  less  serious  falls 
from  chairs,  cribs,  tables,  and  the  like,  it  is  rare 
for  a child  to  fall  while  remaining  in  a state  of 
quiescence  unless  there  is  disturbance  by  other 
factors. 

With  many  children  self -locomotion  is  at  times 
associated  with  an  uncalculating  and  jaunty 
manner,  more  particularly  when  they  are  pre- 
occupied while  running,  descending  stairs,  or 
climbing  fences.  Although  some  may  question 
the  advantages  derived  from  such  activities, 
particularly  when  these  constitute  a hazard — a 
hazard  that  becomes  very  apparent  only  too  fre- 
quently as  human  uncertainties  come  into  play — 
yet  its  consequences  are  tossed  aside  or  laid  at 
the  doors  of  inexperience.  (Parenthetically, 
however,  who,  while  watching  with  curious  ex- 
pectancy, does  not  sometimes  envy  the  quickened 
cadence,  resulting  from  varied  recreational  acti- 
vities, that  readily  lends  itself  to  an  unstable 
equilibrium,  faulty  coordination,  and,  more  com- 
monly, faulty  timing — one  or  all  of  which  may, 
and  occasionally  do,  cause  a spill  or  a fall?)  As  a 
matter  of  fact,  with  children,  falls  are  literally 
taken  in  their  stride,  and  it  is  only  when  these 


July  15,  1940] 


ACCIDENTS  IN  CHILDREN 


1113 


falls  cause  injuries  that  seem  serious  that  medical 
attention  is  sought. 

With  this  thought  in  mind  it  may  be  of  interest 
to  note  that  of  the  total  number  of  295  injuries 
due  to  falls,  virtually  15  per  cent  had  a history 
of  a "fall  downstairs,”  and  another  15  per  cent 
were  injured  as  a result  of  falls  from  fences, 
swings,  and  the  like. 

Diagnosis  of  Injury. — The  interne  assigned  to 
cover  the  accident  room  passes  on  the  suitability 
of  each  case  for  admission  to  the  ward.  Among 
other  factors  that  occasionally  influence  his  deci- 
sion are  the  availability  of  vacant  beds  in  the 
hospital.  With  few  exceptions  such  accidents 
that  result  in  minor  burns,  insignificant  bruises  or 
abrasions,  evident  sprains  or  minor  dislocations 
are  readily  taken  care  of  in  the  accident  room  of 
the  hospital  or  in  the  outpatient  department,  and, 
if  practical,  patients  are  then  referred  to  their 
private  physicians  or  clinics. 

Of  the  752  children  who  were  hospitalized  436 
had  fractures  of  the  bone.  Fully  two-thirds  of 
the  latter  had  fractures  occurring  in  two  or  more 
bones,  including  39  children  who  had  fractured 
skulls.  There  were  56  admissions  on  whom  a 
diagnosis  of  concussion  of  the  brain  was  made, 
and  this  number  does  not  include  duplications  of 
the  diagnoses  of  fractured  skull. 

Other  injuries  in  order  of  their  frequency  were 
lacerations,  abrasions,  and  contusions  for  a total 
of  103.  There  were  33  instances  of  burns  and 
scalds,  and  23  children  were  hospitalized  because 
of  separation  of  the  epiphysis,  dislocations  of 
joints,  and  sprains.  Swallowing  of  foreign 
bodies,  bullet  and  gunshot  wounds,  and  rupture 
of  spleen,  liver,  or  other  organs  were  some  other 
diagnoses  made  on  the  children  admitted. 

Case  Fatalities. — There  were  28  fatalities  in 
this  series  of  accidents.  Autopsies  were  per- 
formed on  9 cases.  These  fatalities  include  16 
instances  of  fractures  of  the  skull,  some  of  which 
were  associated  with  laceration  of  the  brain  and 
cerebral  hemorrhages.  Other  causes  of  death 
which  were  noted  or  were  found  at  autopsy  in- 
clude 2 instances  of  laceration  of  the  lungs  associ- 
ated with  a hemopneumothorax  and  2 other  in- 
stances of  rupture  of  some  intra-abdominal 
organs.  Sepsis  and  gangrene  accounted  for  2 
more  fatalities,  and  there  were  2 deaths  attrib- 
uted to  shock.  The  cause  of  another  death 
was  given  as  shock  and  hemorrhage.  Swallowing 
rat  poison  containing  arsenic  caused  the  death 
of  1 child,  and  another  youngster  was  scalded  to 
death  by  the  overturning  of  a pot  of  hot  coffee. 
The  history  of  another  death  was  too  meager  for 
notation  here. 

It  is  needless  to  mention  that  there  were  other 
children  in  the  neighborhood  who  died  as  a result 


of  an  accident  but  who  were  not  hospitalized  be- 
cause in  effect  these  deaths  occurred  instantane- 
ously after  their  accidents.  At  times,  also,  pri- 
vate physicians  or  other  hospitals  took  care  of 
some  of  the  more  serious  accidents  that  resulted 
in  a fatality. 

In  looking  over  the  histories  of  the  hospital 
case  fatalities,  it  was  noted  that  5 of  the  deaths 
occurred  within  one  hour  after  admission  to  the 
hospital  (the  shortest  duration  of  hospitaliza- 
tion for  any  case  fatality  was  thirty  minutes). 
There  were  5 other  children  who  passed  away  be- 
tween the  first  and  second  hour  in  the  hospital. 
There  were  5 more  youngsters  who  succumbed  as 
a result  of  their  injuries  from  two  to  six  hours 
after  entering  the  hospital.  In  addition  to  these 
fatalities  there  were  5 other  children  who  died 
after  being  in  the  hospital  from  six  to  twenty- 
four  hours.  In  other  words  the  histories  of  the 
case  fatalities  indicate  that  20  of  the  28  deaths 
occurred  within  the  first  twenty-four  hours  of 
hospitalization.  There  were  4 children  who  died 
between  the  first  and  second  day  and  4 others  who 
died  between  the  second  and  the  eighth  days  of 
hospitalization. 

It  may  be  interesting  here  to  mention  briefly 
some  of  the  salient  facts  pertaining  to  the  fatali- 
ties in  this  series.  Of  the  28  fatalities  herein  re- 
ported there  were  20  boys  and  8 girls — 1 girl 
under  2 years  of  age,  3 girls  and  2 boys  of  the 
group  between  the  ages  of  2 and  less  than  5 years, 
and  4 girls  and  18  boys  of  the  age  group  between 
5 and  14  years. 

The  ambulance  brought  18  of  these  children 
to  the  hospital,  3 came  in  private  motor  vehicles, 
and  7 were  carried  in.  None  of  this  group 
"walked  to  the  hospital.” 

Histories  of  these  fatalities  revealed  that  one- 
half  of  the  group,  or  14,  died  as  a result  of  falls 
from  roofs,  fire  escapes,  windows,  or  banisters. 
Auto  vehicle  traffic  accounted  for  injuries  that 
caused  the  death  of  six  more  children  and  horse 
vehicle  traffic  caused  the  death  of  another.  A 
14-month-old  girl  soon  succumbed  after  swallow- 
ing rat  poison  containing  arsenic.  One  child 
was  struck  on  the  head  by  a baseball  ten  hours 
before  admission  and  died  within  a day  in  the 
hospital.  (Autopsy  revealed  an  epidural  hemor- 
rhage.) Another  died  after  being  struck  on  the 
head  by  a brick.  A 2-year-old  child  was  scalded 
with  hot  coffee  and  died  of  shock  and  anuria 
after  being  in  the  hospital  for  twenty-seven  hours. 
A 13-year-old  girl  received  a gunshot  wound  in 
the  abdomen,  which  proved  fatal  after  she  was  in 
the  hospital  ninety  minutes.  While  dancing,  a 
week  before  his  admission  to  the  hospital,  a boy, 
13  years  old,  fell  on  his  knee.  He  developed  a 
subperiosteal  abscess  of  the  right  femur  and  died 
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of  sepsis  six  days  after  hospitalization.  In  1 
fatal  case  the  history  was  too  meager  for  detail. 

Disposition  of  Nonfatal  Cases. — Of  the  724  non- 
fatal  cases  643  were  discharged  from  the  hospital 
with  the  notation  on  their  charts  either  of  “im- 
provement” or  "cured.”  Fifteen  children  were 
discharged  with  an  unfavorable  notation  regard- 
ing the  result  of  their  injury.  Seven  children 
developed  contagious  diseases  and  were  trans- 
ferred to  a hospital  for  contagious  diseases;  2 
other  children  were  sent  to  other  institutions  for 
further  treatment. 

There  were  57  children  who  left  the  hospital 
without  the  sanction  of  the  attending  staff. 
When  taken  home,  fully  half  of  these  children 
had  their  injuries  adequately  taken  care  of  and 
were  well  on  their  way  to  recovery.  The  other 
children,  some  of  them  wearing  splints  or  casts, 
were  removed  from  the  hospital  on  the  responsi- 
bility of  their  parents  to  be  treated  by  their 
family  physician  or  at  a clinic. 

In  the  course  of  treatment  general  anesthesia 
in  one  form  or  another  was  administered  to  329 
children.  Local  anesthesia  was  given  for  the 
same  reason  to  10  other  children. 

In  only  2 instances  were  amputations  done, 
and  both  of  these  were  minor  ones  on  badly  muti- 
lated fingers.  Regarding  the  medical  complica- 
tions resulting  from  the  accidents  sustained  by 
children  in  this  series,  it  may  be  stated  that  these 
were  truly  conspicuous  by  their  comparative  ab- 
sence and  are  hardly  worthy  of  notation  here. 

During  their  recuperative  period  in  the  hos- 
pital, there  were  relatively  few  children  in 
this  series  who  experienced  some  of  the  well- 
understood  medical  disorders,  such  as  pneumonia 
(9  cases)  and  infections  in  the  upper  respiratory 
tract  (14  cases).  Otitis  media  occurred  in  9 
children  who  were  admitted  for  accidents,  and  in 
2 of  these  children  there  were  mastoid  involve- 
ments requiring  mastoidectomies.  Contagious 
diseases  were  discovered  in  7 of  the  children;  1 
was  a case  of  scarlet  fever  which  was  detected 


two  days  after  the  child  was  in  the  hospital  for  a 
severe  burn. 

Over  300  children  of  this  series  were  given 
tetanus  antitoxin  or  gas  gangrene  antitoxin. 
Sometimes  both  were  administered.  Severe  re- 
actions worthy  of  notation  developed  in  12  of 
these  children. 

Summary 

A series  of  752  cases  of  accidents  in 
children  compiled  from  the  records  of  the 
Gouverneur  Hospital,  New  York,  be- 
tween the  years  1933  and  1938,  inclusive, 
is  reported.  Incidents  of  accidents  of 
hospital  admissions  of  children  and  inci- 
dents of  accidents  by  sex  and  age  group  are 
briefly  considered.  A classification  of 
their  injuries  is  also  presented. 

The  duration  of  stay  in  the  hospital  by 
these  children  is  reported.  The  mortal- 
ity of  these  cases  is  discussed  as  well  as 
the  disposition  of  the  nonfatal  cases.  A 
discussion  is  given  also  of  the  accidents 
occurring  in  the  household  and  elsewhere. 

In  this  series  falls  were  by  far  the  most 
general  cause  of  injury,  auto  traffic  was 
the  next  most  frequent  cause,  and  burns 
the  third  most  common  cause  of  accidents 
of  the  children  who  were  hospitalized. 
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LET  THY  LIGHT  SHINE 

Regardless  of  the  size  of  the  community,  a 
county  medical  society  today  is  not  completely 
organized  unless  it  has  a committee  on  press  rela- 
tions, believes  the  Ohio  State  Medical  Journal. 
If  your  society  has  made  no  effort  to  cooperate 
with  your  local  newspapers  and  hold  confer- 
ences with  local  editors  for  the  purpose  of  talk- 
ing over  questions  of  mutual  interest  and  trying 
to  arrive  at  a common  understanding  as  to  what 
can  or  cannot  be  printed,  don’t  blame  the  press 
if  the  medical  profession  seemingly  is  getting  a 
bad  break  on  news  and  in  editorial  comments. 


EVERY  DOCTOR  A BOOKKEEPER 

Recently  a representative  of  a large  record- 
form  and  business  machine  company  called  on 
the  secretary  of  the  state  society. 

“Do  you  think  that  compulsory  sickness  insur- 
ance legislation  will  pass?”  he  asked. 

“Why?” 

“Weil,  we  realize,  of  course,”  the  representa- 
tive replied,  “that  under  such  legislation  there 
will  be  forms  for  every  physician,  every  patient 
and  voluminous  records  with  record-keeping  de- 
vices. We  want  to  be  in  on  the  ground  floor.” — 
Wisconsin  Medical  Journal 


SOME  ASPECTS  OF  THE  CHEMOTHERAPY  OF  PNEUMONIA 


Maxwell  Finland,  M.D.,  Francis  C.  Lowell,  M.D.,  and 
Elias  Strauss,  M.D.,  Boston 

( From  the  Thorndike  Memorial  Laboratory,  Second  and  Fourth  Medical  Services  (Harvard),  of  Boston 
City  Hospital,  and  the  Department  of  Medicine,  Harvard  Medical  School) 


The  specific  therapy  of  pneumonia  has 
been  advancing  in  recent  years  at  a 
breath-taking  pace.  Lifesaving  agents 
have  become  available  in  rapid  succession 
for  increasing  proportions  of  cases  of  this 
important  and  highly  fatal  disease. 
Hardly  had  a few  laboratories  become 
acquainted  with  the  methods  for  con- 
centrating and  refining  antipneumococcus 
horse  serums  and  had  begun  to  prepare 
such  serums  for  the  most  common  types 
(I  and  II)  when  the  classification  of 
the  pneumococci  formerly  included  in 
type  IV  uncovered  new  types.  These 
are  important  not  only  for  the  frequency 
and  for  the  severity  of  the  disease  they 
produced  but,  more  significantly,  for  their 
amenability  to  the  action  of  specific  se- 
rums. No  sooner  had  a few  energetic  and 
persistent  physicians  learned  to  use  these 
serums  properly  and  become  convinced  of 
their  lifesaving  value  when  further  simple 
refinements  in  laboratory  technic,  culmi- 
nating in  the  Neufeld  method  of  typing, 
increased  the  diagnostic  efficiency  that  is 
so  essential  for  early  treatment,  thus  fur- 
ther increasing  the  lifesaving  potentiali- 
ties of  specific  serums.  Local  and  state- 
wide campaigns  were  undertaken  to 
spread  the  proper  use  of  these  concen- 
trated horse  serums  and  the  new  diagnos- 
tic methods,  but  some  of  these  campaigns 
had  just  got  underway  when  therapeutic 
antipneumococcus  rabbit  serums  were 
introduced  and  the  scope  and  effective- 
ness of  antibody  therapy  were  still  fur- 
ther increased.  The  early  reports  of  the 
use  of  rabbit  serums  indicated  striking 
reductions  in  mortality  in  cases  due  to 
all  types  of  pneumococci,  excepting 
perhaps  type  III,  but  the  appearance  of 
these  reports  almost  coincided  with  the 


introduction  and  rapid  spread  of  the  use 
of  sulfonamide  derivatives  in  the  therapy 
of  a variety  of  bacterial  infections.  While 
sulfanilamide,  the  first  of  these  drugs  to 
achieve  popularity,  proved  to  be  effective 
only  in  isolated  cases  of  pneumococcic 
infections,  the  clinical  trials  with  sulfa- 
pyridine  have  already  made  it  abun- 
dantly clear  that  at  least  for  the  immediate 
future  the  major  therapeutic  attack  on 
pneumonia  will  be  through  the  applica- 
tion of  effective  chemicals. 

Relative  Importance  of  Serotherapy  and 
Chemotherapy 

It  is  well  at  this  time  again  to  raise  the 
question  of  the  place  of  specific  serums  in 
the  treatment  of  the  pneumonias.  The 
practical  aspects  of  the  therapy  of  human 
cases  and  the  fundamental  differences  in 
the  mode  of  action  of  the  chemicals  and 
of  serum  have  made  it  difficult,  if  not  im- 
possible, to  obtain  an  accurate  comparison 
of  the  value  of  these  agents  used  sepa- 
rately or  in  combination.  It  is,  therefore, 
unlikely  that  a final  or  satisfactory  solu- 
tion to  this  problem  will  be  forthcoming. 
The  brief  recent  experience  with  the  use 
of  sulfapyridine  and  similar  compounds 
has  already  taught  us  that  this  type  of 
therapy  has  a wide  range  of  effective- 
ness, is  relatively  inexpensive,  is  simple 
to  administer,  and,  when  properly  used 
and  controlled,  has  a wide  margin  of 
safety.  Specific  antipneumococcus  se- 
rums, within  definitely  narrower  limits, 
have  also  proved  highly  effective.  The 
problem  thus  resolves  itself  into  one  of 
this  sort:  Are  there  any  conditions  that 
can  be  defined  in  which  lives  that  might 
otherwise  be  lost  if  drugs  alone  were 
used  can  be  saved  by  the  use  of  serum  ? 
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Or,  are  there  conditions  in  which  the  use 
of  serum  can  contribute  sufficiently  to  the 
comfort  of  the  patient  and  possibly  in- 
crease his  chances  for  recovery  sufficiently 
to  warrant  its  use,  in  addition  to  the 
drug? 

Theoretically,  the  combination  of 
chemicals  and  specific  serums  should  be 
the  most  effective  therapy  in  the  pneu- 
mococcic  pneumonias.  It  is  now  gener- 
ally accepted  that  drugs  like  sulfapyri- 
dine  may  be  effective  against  pneumo- 
cocci without  the  mediation  of  any  im- 
mune mechanism  but  that  a specific 
antibody  and  an  intact  immune  mech- 
anism considerably  enhance  the  effective- 
ness of  the  drugs.  This  has  been  demon- 
strated in  vitro  by  experiments  in  freshly 
shed  blood  and  in  bone  marrow  cultures 
and  by  the  treatment  of  experimental 
infections  in  animals.  It  is  also  recog- 
nized that  the  degree  of  infection  and  the 
concentration  of  the  drug  set  limits  to 
the  effective  action  of  sulfapyridine  which 
can  be  greatly  exceeded  by  the  additional 
use  of  serum. 

From  the  reported  results  of  the  treat- 
ment of  human  cases,  on  the  other  hand, 
it  is  difficult  to  draw  any  definite  con- 
clusions. Most  of  the  reports  appear  on 
the  surface  to  indicate  a superiority  of 
sulfapyridine  alone  over  serum  and  even 
over  the  combination  of  serum  and  sulfa- 
pyridine. Adequate  data  are  not  always 
presented,  however,  and  the  results  may 
even  be  misleading  until  all  the  essential 
factors  are  considered.  This  is  particu- 
larly true  with  respect  to  patients 
treated  with  the  combination  of  serum 
and  drug,  since  for  the  most  part  they 
represent  failures,  or  what  might  be 
called  threatened  failures,  of  chemo- 
therapy, the  serum  being  given  as  a last 
resort.  While  striking  clinical  improve- 
ment frequently  follows  the  use  of  serum 
under  such  conditions,  it  is  not  surprising 
that  the  mortality  in  cases  treated  in 
this  manner  is  still  high.  Moreover,  if 
such  cases  are  excluded  from  calculations 
of  the  mortality  in  drug-treated  cases,  the 
latter  mortality  is  correspondingly  low- 
ered. 

A detailed  analysis  of  the  clinical  re- 


sults of  treatment  with  specific  serums 
and  sulfapyridine,  used  separately  and 
in  combination  in  565  cases  of  pneumo- 
coccic  pneumonia  observed  during  the 
1938-1939  season  at  the  Boston  City 
Hospital,1  led  us  to  the  following  tenta- 
tive conclusions : 

1.  For  the  large  majority  of  cases  of 
pneumococcic  pneumonia  in  adults,  spe- 
cific serums  and  sulfapyridine  are  about 
equally  effective  when  used  separately. 

2.  For  most  of  the  cases  with  the 
worst  prognosis,  the  combination  of 
serum  and  sulfapyridine  is  more  effective 
than  either  agent  used  alone. 

3.  The  best  effects  of  combined  ther- 
apy in  the  severest  cases  are  realized  only 
if  the  administration  of  serum  is  not 
delayed  for  more  than  twelve  hours  after 
the  drug  therapy  is  started. 

The  cases  in  which  the  combined  ther- 
apy was  more  effective  than  individual 
remedies  included  the  following : 

1.  Bacteremic  cases  of  three  cate- 
gories, namely:  (a)  in  patients  over  50 

years  of  age,  (b)  when  treatment  was 
begun  late,  or  (c)  when  the  blood  yielded 
moderate  or  large  numbers  of  pneu- 
mococci. 

2.  Cases  with  more  than  one  lobe  in- 
volved. 

3.  Patients  over  60  years  of  age  who 
had  moderate  or  severe  infections. 

4.  Some  of  the  severe  cases  of  types 
II,  III,  and  V pneumococcic  pneumonia. 

There  is  some  evidence  that  sulfa- 
pyridine therapy  may  reduce  renal  and 
liver  function  and  may  also  affect  the  red 
and  the  white  blood  cells.  These  effects 
are  probably  of  no  clinical  significance 
in  the  large  majority  of  cases,  but  they 
may  become  important  if  therapy  is  pro- 
longed or  if  there  is  underlying  manifest 
or  subclinical  impairment  of  the  organs 
involved.  Serious  difficulties  may  also 
result  from  treatment  of  patients  who 
have  shown  certain  toxic  effects — for  ex- 
ample, granulocytopenia  or  dermatitis — 
from  previous  administration  of  the  same 
or  similar  drugs.  This  is  true  in  spite  of 
the  fact  that  patients  with  such  a back- 
ground have  been  treated  successfully 
with  sulfapyridine  alone.  It  has  seemed 
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to  us  that  it  is  in  the  best  interest  of  the 
patient  to  use  serums  whenever  feasible 
and  as  soon  as  possible  whenever  there 
is  jaundice  or  known  or  suspected  liver 
disease,  when  there  is  nitrogen  retention 
or  other  evidence  of  impaired  renal  func- 
tion, or  when  there  is  granulocytopenia, 
severe  anemia,  or  other  blood  dyscrasia. 
Prolonged  drug  therapy  may  then  be 
avoided  and  the  drug  discontinued  as 
soon  as  a critical  response  to  serum  is 
obtained.  In  the  patients  who  are  known 
to  have  had  serious  toxic  effects  from 
sulfonamide  drugs,  it  may  be  advisable 
to  use  serum  alone.  Likewise,  in  pa- 
tients who  are  made  very  uncomfortable 
because  they  do  not  tolerate  the  drugs 
well,  the  use  of  serum  is  indicated  and  is 
most  advantageous  if  given  without  too 
much  delay. 

Drug  “Fastness” 

It  is  now  recognized  that  pneumococci 
vary  in  their  susceptibility  to  the  action 
of  sulfonamide  drugs.  In  general,  this 
susceptibility  is  a property  of  the  indi- 
vidual strains  rather  than  of  the  types 
of  pneumococci.  Our  studies  of  certain 
phases  of  this  problem  will  be  published 
separately,  but  a few  points  of  clinical 
interest  may  be  mentioned  here.  Our 
studies  have  suggested  that  comparative 
sulfapyridine  resistance  is  somewhat  more 
frequent  among  strains  of  types  II,  III, 
and  V pneumococci,  and  this  corresponds 
with  our  clinical  observations.  Direct 
laboratory  tests,  however,  have  revealed 
this  property  among  strains  of  several 
additional  pneumococcus  types.  A num- 
ber of  cases  have  been  observed  in  which 
relative  resistance  to  drugs  developed 
or  increased  in  the  course  of  therapy. 
This  may  have  accounted  for  failures  to 
respond  in  certain  cases  and  for  relapses 
during  therapy  in  other  cases.  When 
strains  were  tested  against  sulfapyridine, 
sulfathiazole,  and  sulfamethylthiazole  and 
were  found  resistant  to  one  of  these 
drugs,  they  were  about  equally  resistant 
to  the  others.  This  was  true  for  strains 
found  resistant  when  first  isolated  from 
patients  before  treatment  as  well  as  for 
strains  that  became  resistant  in  the  course 


of  treatment  or  were  made  resistant  to  any 
one  of  these  drugs  by  suitable  cultural 
methods. 

Fortunately,  the  response  of  type- 
specific  serum  is  independent  of  this 
property,  and  patients  with  resistant 
strains  have  shown  rapid  clinical  im- 
provement following  its  administration. 
From  the  point  of  view  of  therapy,  until 
one  can  learn  to  recognize  strain  resistance 
quickly  and  accurately,  it  would  seem 
wise  to  be  prepared  for  serum  therapy 
in  every  case  and  to  use  it  whenever 
twenty-four  to  thirty-six  hours  of  active 
chemotherapy  has  failed  to  bring  about 
definite  clinical  improvement. 

Since  the  isolation  and  identification 
of  pneumococci  from  sputum  and  blood 
becomes  increasingly  difficult  following 
chemotherapy,  it  is  highly  important  to 
make  every  effort  to  obtain  these  materials 
before  any  drug  is  administered.  Should 
serum  therapy  then  become  desirable 
or  necessary,  much  valuable  time  will  be 
saved. 

New  Sulfonamide  Derivatives: 
Sulfathiazole 

In  the  beginning  of  this  paper  we  noted 
some  of  the  landmarks  in  the  recent 
progress  made  in  the  specific  therapy  of 
pneumonia.  We  mentioned  only  the 
major  advances  concerning  serums  and 
the  sulfonamide  drugs  that  culminated 
in  the  development  of  highly  potent 
rabbit  antiserums  for  all  pneumococcus 
types  and  in  the  general  use  of  sulfa- 
pyridine. During  this  same  period  there 
have  been  proposed,  as  panaceas  in  the 
treatment  of  pneumonia,  many  other 
agents — physical,  chemical,  and  bio- 
logic— which  have  not  been  mentioned 
because  they  have  not  gained  wide  ac- 
ceptance. At  the  present  time  it  is  not 
to  be  assumed  that  the  last  word  in  the 
specific  treatment  of  pneumonia  has  al- 
ready been  said.  There  is  still  room  for 
improvement,  and,  as  the  search  for 
other  and  better  chemicals  and  for  new 
avenues  of  approach  continues,  further 
progress  may  be  anticipated.  The  first 
and  obvious  line  of  attack  and  the  one 
most  likely  to  yield  results  quickly  is  the 
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TABLE  1. — Pneumococcic  Pneumonia  Treated  with 

SULFATHIAZOLE 


Number 

Number 

of  Cases 

Died 

All  cases 

104 

12 

Under  40  yr. 

43 

2 

40-59  yr. 

49 

7 

60  yr.  and  older 

12 

3 

Bacteremic  cases 

20 

4 

Nonbacteremic  cases 

84 

8 

search  for  new  sulfonamide  derivatives 
having  greater  potency,  less  toxicity, 
and  a wider  range  of  efficacy.* 

One  of  the  sulfonamide  compounds 
that  has  been  offered  as  giving  promise  in 
this  direction  is  sulfathiazole.  This  com- 
pound and  its  methyl  derivative  have 
been  found  to  be  definitely  superior  to 
sulfapyridine  in  the  treatment  of  staph- 
ylococcic infections  in  experimental  ani- 
mals and  probably  also  in  human  cases. 
Both  of  these  compounds  are  acetylated 
in  the  body  to  a considerably  less  ex- 
tent than  sulfapyridine.  They  are  both 
probably  as  effective  as  sulfapyridine 
against  pneumococci  and  therefore  have 
been  used  rather  widely  for  clinical  trials 
in  the  treatment  of  pneumonia.  Sulfa- 
methylthiazole,  however,  is  probably 
more  toxic  than  sulfathiazole,  and,  since 
it  is  also  considerably  less  soluble  and 
offers  no  great  advantage  over  sulfa- 
thiazole (as  far  as  it  is  now  known),  we 
have  limited  our  own  clinical  trials  at  the 
Boston  City  Hospital  to  the  latter  drug. 
A detailed  account  of  the  clinical  results 
obtained  with  this  drug  during  the  entire 
season  is  reserved  for  later  consideration 
elsewhere.  Because  of  the  widespread 
interest  in  this  preparation,  however, 
we  present  here  a brief  r£sum6  of  our  ex- 
perience with  this  drug  in  the  treatment 
of  pneumonia  and  of  the  toxic  effects 
observed  jjn  the  various  cases  in  which  it 
was  used. 

Sulfathiazole  was  used  exclusively  on 
four  of  the  twelve  medical  wards,  sulfa- 
pyridine being  used  on  the  other  wards. 
Prior  to  April  1,  1940,  165  adult  patients, 

* It  may  be  worth  mentioning  that  the  superiority  of 
sulfapyridine  over  sulfanilamide  in  the  treatment  of  pul- 
monary infections,  regardless  of  etiology,  is  so  great  that 
there  seems  to  be  little  excuse  for  continuing  the  use  of 
sulfanilamide  in  such  cases.  The  exception  to  this  is, 
perhaps,  in  cases  that  have  been  proved  to  be  due  to 
hemolytic  streptococci  and  in  which  there  is  good  reason 
to  avoid  or  to  discontinue  the  use  of  sulfapyridine  or  other 
drugs  with  similar  action. 


including  104  patients  with  pneumococcic 
pneumonia,  were  treated  with  sulfa- 
thiazole on  these  four  wards.  The  pneu- 
mococcic pneumonias  are  listed  in  Table 
1 according  to  age  and  the  results  of  blood 
cultures  taken  before  treatment.  There 
were  12  deaths  (11.5  per  cent)  among 
these  104  cases,  as  compared  with  48 
deaths  (12.6  per  cent)  among  382  cases 
of  pneumococcic  pneumonia  treated  with 
sulfapyridine  from  July  1,  1939,  to  March 
31,  1940.  Specific  serums  were  used  in 
some  of  the  severe  cases  in  both  groups, 
but  usually  only  after  twenty-four  hours 
or  longer  of  drug  therapy  resulted  in 
little  or  no  improvement  in  the  condition 
of  the  patient.  It  is  of  interest  that  dur- 
ing the  1938-1939  season  the  death  rate 
in  354  cases  receiving  sulfapyridine,  in- 
cluding those  who  received  serum  in 
addition,  was  20  per  cent.  This  striking 
difference  in  mortality  in  sulfapyridine 
treated  cases  in  two  successive  seasons 
would  indicate  that  great  caution  should 
be  exercised  in  the  comparison  of  results 
obtained  in  one  season  with  those  ob- 
tained with  other  remedies  in  a subse- 
quent season. 

The  clinical  response  to  sulfapyridine 
and  to  sulfathiazole,  each  of  which  was 
used  in  exactly  the  same  manner,  was  al- 
most identical.  The  same  dose  was  used 
in  almost  all  of  the  cases — namely,  an 
initial  dose  of  2 Gm.  followed  in  two  hours 
by  1 or  2 Gm.  and  then  1 Gm.  every  four 
hours,  the  drug  being  discontinued  after 
the  temperature  and  pulse  rate  reached 
normal  and  remained  so  for  about  forty- 
eight  hours.  Fluids  were  not  restricted. 
The  levels  of  the  drug  in  the  blood  ranged 
somewhat  lower  in  sulfathiazole-treated 
cases  than  in  those  treated  in  a similar 
manner  with  sulfapyridine.  In  most 
cases  the  concentration  of  free  sulfathia 
zole  in  the  blood  was  between  2 and  6 
mg.  per  hundred  cubic  centimeters.  In  a 
few  patients,  levels  of  1 to  2 mg.  were 
found,  although  the  clinical  response 
was  good.  Levels  above  20  mg.  were 
noted  in  some  patients  who  had  con- 
comitant nitrogen  retention.  The  amount 
of  conjugated  sulfathiazole  in  the  blood 
was  usually  small,  even  when  the  level  of 
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total  sulfathiazole  was  high.  The  sodium 
salt  of  sulfathiazole  was  used  in  occasional 
patients  who  were  extremely  ill  or  who 
were  vomiting  excessively.  It  was  also 
possible  to  give  the  drug  subcutaneously. 
About  5 Gm.  of  the  drug  could  be  put 
into  solution  in  1 liter  of  5 per  cent 
glucose  solution  after  the  latter  had  been 
brought  to  a temperature  of  90  to  100  C. 
Boiling  was  avoided  after  the  addition  of 
the  drug. 

The  numbers  of  patients  who  showed 
various  toxic  symptoms  during  the  ad- 
ministration of  sulfathiazole  are  shown  in 
Table  2.  Nausea  and/or  vomiting  oc- 
curred in  75  (45  per  cent)  of  all  the  165 
patients  treated  with  sulfathiazole.  This 
represents  a frequency  of  about  one-third 
less  than  that  observed  in  cases  treated 
with  sulfapyridine  (66  per  cent),  but  the 
severity  and  duration  of  the  vomiting 
were  also  less  among  the  sulfathiazole- 
treated  cases.  Other  toxic  effects  were,  in 
general,  very  similar  to  those  seen  with 
sulfapyridine-treated  cases.  Drug  rashes, 
however,  were  more  frequent  in  the  pres- 
ent series.  Of  the  8 patients  with  der- 
matitis, 5 had  a typical  erythema  no- 
dosum type  of  reaction,  and  3 of  the 
latter  had,  in  addition,  a butterfly  dis- 
tribution of  a tender  erysipeloid  lesion 
over  the  nose,  lower  lid,  and  malar  re- 
gions, but  the  conjunctivas  were  clear. 
Two  of  these  rashes  occurred  on  the 
second  day  of  sulfathiazole  therapy  in 
patients  who  probably  had  no  previous 
sulfonamide  drug  therapy.  Crystals  of 
sulfathiazole  (probably  both  acetylated 
and  nonacetylated)  were  noted  on  one 
or  more  days  during  treatment  in  the 
voided  urine  of  23  patients,  including  all 
of  the  5 patients  who  had  hematuria  while 
taking  the  drug.  Of  the  6 patients  with 
nitrogen  retention,  one  was  a diabetic  in 
acidosis  who  had  an  elevated  nonprotein 
nitrogen  level  before  treatment.  The 
others  had  levels  of  50  to  70  mg.  per 
hundred  cubic  centimeters  of  nonprotein 
nitrogen,  which  dropped  to  levels  of  from 
25  to  38  mg.  after  treatment  was  stopped. 

On  the  whole,  the  impression  gained 
from  this  limited  experience  was  that 
sulfathiazole  and  sulfapyridine  are  equally 


TABLE  2. — Toxic  Effects  Noted  in  165  Patients 
Treated  with  Sulfathiazole 


Symptoms  Cases 

Nausea  yj 

Vomiting  (mild)  33 

Vomiting  (moderate  to  severe)  30 

Drug  rashes  (include  5 with  erythema  nodosum 

and  1 with  herpetic  stomatitis  ?)  8 

Drug  fever  7 

Nitrogen  retention  (more  than  25  mg.  per  100 

cc.)  6 

Hematuria  (gross,  2;  microscopic,  3)  5 

Sulfathiazole  crystals  in  urine  26 

Anemias  (drop  of  24  to  40  per  cent  in  hemo- 
globin) e 

Leukopenia  (white  blood  count,  2,300)  1 

Dizziness  (marked)  2 

Psychoses  while  afebrile  and  during  drug  therapy  3 

Jaundice  (1  doubtful  case)  2 


effective  in  the  treatment  of  the  pneumo- 
coccic  pneumonias.  There  was  appre- 
ciably less  vomiting,  but  a higher  inci- 
dence of  drug  fever  and  drug  rashes. 
Other  toxic  effects  were  about  as  frequent 
with  the  one  as  with  the  other. 

Are  Pneumonia  Deaths  Being 
Controlled? 

Let  us  turn  now  to  what  may  be  con- 
sidered a “public  health”  aspect  of  the 
specific  therapy  of  pneumonia.  Recent 
“pneumonia  control  programs”  have  as 
their  primary  objective  the  reduction  of 
the  high  death  rate  from  this  disease  to 
the  lowest  level  attainable  with  optimum 
therapeutic  methods.  Practically,  these 
programs  are  directed  mainly  to  the 
diffusion  of  the  best  available  knowledge 
concerning  diagnosis  and  treatment.  In 
many  instances  they  have  also  attempted 
to  provide  some  of  the  resources  and  fa- 
cilities, the  use  of  which  is  so  essential 
to  the  physician  if  he  takes  the  fullest 
advantage  of  the  best  diagnostic  and 
therapeutic  procedures.  Leaving  out  for 
the  moment  the  problems  of  prevention 
or  even  of  development  of  better  ther- 
apy — problems  with  which  most  of  the 
programs  have  concerned  themselves 
little  or  not  at  all — it  may  be  pertinent 
to  ask,  now  that  simple  and  effective 
therapy  is  available,  whether  the  main 
objective  of  these  programs  has  been  ful- 
filled and  also  whether  there  is  any  fur- 
ther need  for  these  or  for  similar  under- 
takings. In  order  to  answer  these  ques- 
tions it  is  essential  to  know,  first,  what 
the  maximum  reduction  in  death  rate 
would  be  if  the  best  available  therapy 
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Fig.  1. 

were  utilized  to  the  fullest  extent,  and, 
second,  how  closely  this  lowest  attain- 
able death  rate  has  been  approximated  in 
the  population  at  large. 

While  the  two  latter  questions  could 
probably  be  answered  with  great  ac- 
curacy by  means  of  a careful  survey  made 
with  rigid  statistical  control,  the  data  for 
the  precise  answers  are  not  yet  avail- 
able. They  are  not  absolutely  essential, 
however,  for  the  argument  at  hand.  The 
almost  universal  applicability  to  pneu- 
monia of  the  present-day  lifesaving  reme- 
dies makes  the  estimation  of  the  maxi- 
mum attainable  reductions  in  mortality 
somewhat  simpler  now  than  was  possible 
in  the  past.  Such  estimates  are  neces- 
sarily rough  but  fair  and  workable. 

From  the  results  in  the  several  thou- 
sand cases  of  pneumonia  reported  in  the 
literature  in  the  brief  time  that  has 
elapsed  since  the  introduction  of  sulfa- 
pyridine,  it  may  be  most  conservatively 
estimated  that  the  case  fatality  rate  in 
all  pneumonias  can  be  cut  to  at  least  half 
of  the  previous  case  fatality  rate  by  the 
proper  application  of  the  best  present- 
day  therapy.  Most  of  the  reports  would 
suggest  that  the  case  fatality  rate  might 
be  reduced  to  one-fourth  or  even  less  with 
the  use  of  sulfapyridine  alone.  Since 
specific  antipneumococcus  serums  have 
been  used,  in  the  past,  only  in  a com- 
paratively small  percentage  of  all  pneu- 
monia cases,  the  effects  of  this  form  of 
therapy  should  not  obscure  the  effects  of 
the  universal  application  of  chemother- 


Fig. 2. 


apy,  even  if  the  fullest  effect  of  serums 
on  the  death  rates  was  obtained  in  those 
cases  in  which  they  were  used. 

In  order  to  get  some  idea  of  the  extent 
to  which  the  recent  lifesaving  remedies 
actually  have  influenced  the  death  rate 
from  pneumonia  in  the  general  popula- 
tion, we  have  reviewed  certain  data  bear- 
ing directly  on  this  point.  These  data 
were  obtained  from  three  different 
sources:  from  Massachusetts,  New  York 
State,  and  the  United  States  Public 
Health  Service.  In  Fig.  1 are  shown  the 
data  for  “lobar  pneumonia”  in  Massa- 
chusetts, with  the  annual  case  rates,  death 
rates,  and  case-death  ratios  charted  for  a 
twenty-year  period  beginning  1920.  The 
pneumonia  control  program  in  that  state 
began  in  1931.  The  data  for  the  State  of 
New  York  (exclusive  of  New  York  City) 
are  shown  in  Fig.  2.  They  cover  the 
five-year  period  beginning  1935,  when 
the  program  for  pneumonia  control  was 
initiated  there,  and  include  cases  of  pneu- 
monia of  all  forms  and  deaths  from  “pri- 
mary pneumonia.”*  In  each  instance 
there  was  a steady  drop,  year  by  year, 
in  the  deaths  and  a rise  in  the  case-death 

* The  data  for  New  York  State  were  furnished  by  Dr. 
Edward  S.  Rogers,  director  of  the  Bureau  of  Pneumonia 
Control,  and  the  Massachusetts  figures  were  furnished  by 
Dr.  Roy  F.  Feemster,  director  of  the  Division  of  Com- 
municable Diseases. 
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ratios  since  the  pneumonia  programs 
began,  despite  fluctuations  in  incidence. 
Part,  if  not  all,  of  this  gradual  drop  may 
have  been  the  result  of  specific  serum 
therapy  and  may  be  attributed  directly 
or  indirectly  to  the  pneumonia  programs 
in  these  states.  The  figures  for  1939, 
while  continuing  to  reflect  the  same  trend, 
do  not  show  any  further  and  more  strik- 
ing change  in  the  deaths  or  in  the  case- 
death  ratios  such  as  might  be  anticipated 
from  the  full  beneficial  effects  of  chemo- 
therapy during  that  part  of  the  year  after 
sulfapyridine  was  released  for  general  use. 

Further  and  more  current  data  were 
taken  from  weekly  reports  of  “pneu- 
monia deaths”  in  ninety  large  cities  in  the 
United  States  as  given  in  the  Public  Health 
Reports.  The  data  for  the  fall  and  winter 
months  of  the  past  three  years  and  of  the 
five-year  average  for  the  corresponding 
weeks  in  1933  to  1938  are  shown  in  Fig.  3. 
The  same  trend  for  the  past  three  years 
is  noted  in  the  figures  from  Massachu- 
setts and  New  York  State.  Here,  again, 
the  drop  in  deaths  during  the  present 
season  over  the  numbers  for  the  past  two 
years,  while  appreciable,  is  still  far  from 
reflecting  anywhere  near  the  attainable 
goal. 

While  we  are  fully  aware  of  the  many 
pitfalls  inherent  in  the  collection  and 
interpretation  of  these  data,  their  impli- 
cation seems  quite  clear — namely,  that 
the  population  as  a whole  is  not  yet  re- 
ceiving the  fullest  possible  benefits  of  the 
lifesaving  remedies  available  for  patients 


Fig.  4. 


with  pneumonia.  That  far  greater  re- 
ductions in  death  rate  are  possible  on  a 
large  scale,  with  drops  in  the  case  fatality 
rates  closely  approximating  those  which 
might  be  anticipated  from  the  clinical 
reports,  is  indicated  by  a survey  of  David 
Ordman,2  which  has  been  published  re- 
cently in  South  Africa.  This  report  deals 
with  the  incidence  and  deaths  from  res- 
piratory infections  among  more  than  a 
quarter  of  a million  native  laborers  in  the 
Witwatersrand  Goldfields  during  the  past 
six  years.  The  data  from  this  report  that 
concern  the  case  rates  and  death  rates 
from  lobar  pneumonia  and  broncho- 
pneumonia are  charted  in  Fig.  4.  Sulfa- 
pyridine was  first  used  there  experi- 
mentally during  1938  and  was  put  into 
general  use  during  the  1938-1939  sea- 
son. The  striking  drop  in  the  number 
of  deaths  and  the  more  than  threefold 
increase  in  the  case-death  ratio  in  this 
rather  closed  community  are  excellent 
illustrations  of  the  extent  to  which  the 
remedy  may  actually  influence  the  death 
rate  from  pneumonia  in  a given  popula- 
tion. 

The  conclusion  seems  inevitable  that 
the  efforts  to  control  the  death  rates  from 
pneumonia  should  not  be  relaxed.  The 
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weapons  are  available.  They  have  been 
tried  and  have  proved  effective.  It  is 
likewise  clear  that  these  weapons  have 
not  yet  been  wielded  to  the  fullest  ad- 
vantage. There  is  every  reason  to  expect 
much  further  progress  through  continued 
and  coordinated  efforts  on  the  part  of 
physicians,  medical  societies,  and  health 
departments. 
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Discussion 

Dr.  Edward  S.  Rogers,  Loudonville — Inas- 
much as  Dr.  Finland’s  very  stimulating  paper 
divides  itself  into  a presentation  of  two  some- 
what different  phases  of  the  subject,  I shall  con- 
fine my  comments  to  the  last  part  which  was  re- 
lated to  the  administrative  problems  of  the  future 
of  pneumonia  control. 

Those  of  us  who  have  been  close  to  this  work 
have  recently  become  very  much  aware  of  the 
difficulties  of  interpreting  the  results  of  our  pro- 
grams and  of  setting  a rational  goal  for  the  fu- 
ture. In  the  past,  perhaps,  some  of  us  have  erred 
in  expressing  the  hope  that  we  might  eventually 
accomplish  a reduction  of  66  per  cent,  or  even 
more,  in  the  recorded  mortality  from  pneu- 
monia. In  so  doing  we  were  unmindful  of  the 
fallacies  inherent  in  our  systems  for  vital  sta- 
tistics. We  now  realize  that  pneumonia  is  not 
only  a group  of  bacterial  diseases  but  is,  indeed, 
a group  of  conditions  in  which  definition  assumes 
a role  of  great  importance.  We  did  not  appre- 
ciate then,  as  we  do  now,  the  fact  that  a large 
portion  of  the  deaths  from  so-called  pneumonia 
are  derived  from  that  group  of  patients  who, 
dying  from  some  totally  unrelated  cause,  pre- 
sent as  a terminal  event  certain  signs  suggestive 
of  pneumonia  which,  however,  may  or  may  not 
be  due  to  bacterial  invasion  in  the  usual  sense. 
This  type  of  case  presents  a real  diagnostic  prob- 
lem, even  at  the  bedside,  and  much  more  of  a 
problem  to  those  concerned  with  its  classification 
under  the  circumstances  remote  from  the  pa- 
tient. In  studies  we  are  now  conducting,  we 
find  that  this  group  of  ill-defined  pneumonias  may 
constitute  as  much  as  20  to  30  per  cent  of  the 
pneumonia  deaths  in  a given  area. 

We  must  realize  that  the  current  methods  of 


specific  treatment  cannot  be  expected  to  result  in 
a reduction  of  mortality  in  this  rather  vague  but 
large  group,  which  is  comparable  to  that  possible 
in  the  more  clear-cut  pneumonias.  For  the 
former,  perhaps  the  most  effective  pneumonia 
control  measure  possible  would  be  a bookkeeping 
measure  which  would  result  in  their  distinct 
separation  from  acute  infectious  pneumonias  of 
known  etiology. 

Dr.  Finland  has  made  a most  thought-pro- 
voking reference  to  the  effectiveness  of  modern 
methods  of  treatment,  particularly  chemother- 
apy, in  the  gold  mines  of  South  Africa.  While 
I feel  that  there  are  points  of  a discursive  nature 
in  the  construction  of  Dr.  Finland’s  interpreta- 
tion, I am  completely  in  accord  with  his  con- 
clusions. In  these,  you  will  recall,  he  indicates 
that  there  is  a great  deal  more  to  be  done  in  ob- 
taining the  most  effective  application  of  the 
scientific  methods  for  the  treatment  of  pneu- 
monia which  are  now  at  hand. 

Our  recent  experiences  with  the  relative  effect 
of  treatment  applied  under  the  comparatively 
favorable  circumstances  of  a well-equipped 
general  hospital  with  a highly  trained  staff  and 
treatment  conducted  under  less  favorable  cir- 
cumstances outside  of  such  an  institution  lead 
us  to  believe  that  there  remains  a great  deal  to 
be  accomplished  in  making  available  both  the 
material  and  methods  as  well  as  the  opportunity 
for  the  application  of  these  most  recent  advances. 
Thorough  inquiry  into  the  reasons  for  this  ap- 
parent difference  and  the  immediate  application 
of  measures  for  their  correction  constitutes  one 
of  the  most  important  and  probably  difficult 
tasks  ahead. 

These  future  “mopping  up”  activities  must 
be  expected  to  progress  much  more  slowly  and  in 
a less  spectacular  manner  than  have  the  efforts  of 
the  past  five  years.  It  is  quite  essential  to  recog- 
nize this  in  order  that  we  may  continue  to  pur- 
sue this  particular  problem  with  the  vigor  essen- 
tial to  its  completion.  There  also  lies  ahead  the 
challenging  possibility  of  the  development  of 
preventive  measures  whether  these  be  in  the 
field  of  immunization  or  the  practical  application 
of  epidemiologic  methods.  It  would  be  unwise 
to  let  the  rapidity  of  the  recent  decline  in  pneu- 
monia mortality  divert  us  from  our  original 
goal,  for  if  this  should  happen,  I fear  that  we 
shall  find  that  we  have  completed  a pneumonia 
campaign,  while  what  we  intended,  planned,  and 
need  is  a pneumonia  control  program. 


“The  more  is  given  the  less  the  people  will 
work  for  themselves,  and  the  less  they  work  the 
more  their  poverty  will  increase.” — Leo  Tolstoi 
in  1892 


It  is  estimated  that  25,000  deaths  from  cancer 
could  be  prevented  each  year  if  people  were  fully 
informed  and  took  advantage  of  existing  knowl- 
edge of  the  disease. 


WORKMEN’S  COMPENSATION 


Beginning  July  1,  1940,  the  fees  for  attendance  at  hearings  will  be 
fixed  by  the  Industrial  Board. 

Rules  and  Regulations  governing  hearings  before  the  Department  of 
Labor  have  been  established  by  the  Industrial  Board  and  are  herewith 
appended. 

David  J.  Kaliski,  M.D.,  Director 
June  7,  1940 

Regulations  Adopted  by  the  Industrial  Board  Establishing  a Uniform  Fee 
Schedule  to  be  Used  in  Fixing  Fees  for  Attendance  of  Physicians  at 
Hearings  or  Proceedings  Under  the  Workmen’s  Compensation  Law 

Law 

Section  13-f-(2).  Whenever  his  attendance  at  a hearing  is  required,  the  physician  of 
the  injured  employee  shall  be  entitled  to  receive  a fee  from  the  employer,  or  carrier,  in 
an  amount  to  be  fixed  by  the  Industrial  Board  in  addition  to  any  fee  payable  under  Sec- 
tion 120. 

Regulations 

The  provisions  of  Section  13-f-(2)  shall  apply  only  to  the  physician  selected  to  treat  the 
claimant  under  the  provisions  of  Section  13-a-(l). 

Such  physicians  are  entitled  to  a fee  for  attendance  at  a hearing  when  subpoenaed  by 
any  party  in  interest  or  when  directed  to  attend  by  a Referee  or  when  produced  by  an 
insurance  carrier  or  employer. 

When  the  physician  is  a general  practitioner  his  fee  shall  be  ten  ($10)  dollars  plus 
mileage  (outside  New  York  City)  and  a fee  of  five  ($5)  dollars  for  each  additional  case 
on  which  he  testifies  at  the  same  appearance. 

When  the  physician  is  a qualified  specialist  and  is  so  designated,  and  has  examined, 
consulted  or  treated  under  his  specialty,  his  fee  shall  be  twenty-five  ($25)  dollars  plus 
mileage  (outside  New  York  City)  and  a fee  of  twelve  dollars  and  fifty  cents  ($12.50)  for 
each  additional  case  on  which  he  testifies  at  the  same  appearance. 

A physician,  other  than  the  attending  physician,  who  testifies  at  hearings  or  examines 
claimants  or  participates  in  examinations  for  evidential  material  for  compensation  hear- 
ing purposes  only,  may  accept  fees  for  such  services  from  claimants,  employers,  or  car- 
riers. In  no  event  shall  this  fee  be  fixed  by  the  Referee. 

Nothing  herein  contained  shall  limit  or  abridge  the  power  of  the  Industrial  Board  in 
a proper  case,  where  the  circumstances  warrant,  to  fix  a fee  in  an  amount  other  than  as 
herein  contained. 

These  regulations  shall  become  effective  July  1,  1940. 
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Handling  the  Third  Stage  of  Labor 


One  of  the  chief  causes  of  puerperal  hemor- 
rhage is  the  mismanagement  of  the  third 
stage  of  labor — the  period  from  the  birth  of  the 
child  to  the  delivery  of  the  placenta.  We  have 
no  less  an  authority  than  J.  Whitridge  Williams 
for  this  statement.  This  stage  is  divided  into 
two  parts:  first,  the  separation  of  the  placenta, 

and  second,  its  expulsion.  The  failure  to  recog- 
nize these  two  actions,  viz.,  the  physiology  of  the 
third  stage,  is  responsible  many  times  for  hemor- 
rhage. The  signs  of  placental  separation  are 
quite  clear  and  distinct.  They  are : recurrence 
of  uterine  contractions;  rising  of  the  fundus; 
lengthening  of  the  cord;  and  a spurt  of 
blood. 

The  length  of  the  third  stage,  Williams  says,  is 
one-quarter  to  one-half  hour.  Placental  separa- 
tion in  most  cases  occurs  earlier  than  was  form- 
erly thought,  probably  within  the  first  five  min- 
utes following  the  birth  of  the  child.  The  pla- 
centa is  pushed  into  the  cervix  or  through  it  into 
the  vagina. 

Absolutely  spontaneous  expulsion  of  the  pla- 
centa is  not  common,  particularly  not  in  a pa- 
tient who  has  had  anesthesia  during  the  second 
stage.  After  complete  separation  there  is  no 
reason  to  delay  its  expulsion.  As  soon  as  the 
baby  is  delivered  the  hand  of  the  physician  or 
nurse  should  be  placed  over  the  fundus  so  that 
separation  of  the  placenta  may  be  recognized 
and  to  make  certain  that  the  fundus  does  not  rise 
to  too  great  a degree.  The  latter  event  would 
indicate  ballooning  of  the  uterus  with  contained 
blood.  The  fundus  should  not  be  manipulated 
or  massaged  in  the  normal  case — simply  con- 
trolled. Undue  manipulation  of  the  uterus  with 
partial  separation  invites  hemorrhage. 

When  should  the  placenta  be  expressed?  We 
were  once  taught  to  wait  one-half  hour.  This  is 
not,  however,  a question  of  time  but  of  complete 
separation;  it  may  be  three  minutes  or  three 


hours.  After  separation  the  placenta  should  be 
expressed  by  a downward  and  backward  piston- 
like movement  on  the  fundus  without  traction  on 
the  cord.  Inversion  of  the  uterus,  as  well  as 
hemorrhage,  may  follow  too  vigorous  squeezing 
and  pressure  or  traction  on  the  cord  when  a par- 
tially separated  placenta  is  present. 

It  is  common  practice  to  repair  a laceration  or 
an  episiotomy  wound  while  waiting  for  the  pla- 
centa, leaving  the  care  of  the  fundus  to  a nurse. 
This  is  not  good  practice.  The  physician’s  time 
and  attention  should  be  directed  to  the  manage- 
ment of  the  third  stage  until  its  completion,  and 
only  then  should  he  do  the  repair  work.  While 
he  is  absorbed  in  suturing  an  episiotomy,  it  fre- 
quently occurs  that  considerable  bleeding  has 
taken  place  above  a placenta  blocking  the  cervix. 
Then,  when  the  placenta  is  expelled  it  is  accom- 
panied by  a fairly  large  gush  of  blood,  the  result 
of  not  having  expressed  a placenta  that  has  for 
some  time  been  separated  from  the  uterus. 

Should  oxytocics  be  given?  If  so,  when?  As 
soon  as  there  are  signs  of  separation  of  the  pla- 
centa, 1 cc.  of  obstetrical  pituitrin  should  be 
given  intramuscularly,  preferably  in  the  anterior 
aspect  of  the  thigh  with  a needle  long  enough  to 
insure  intramuscular  injection.  Contraction  of 
the  uterus  will  follow  in  about  one  minute. 
Ergotrate  l/*2o  grain  (0.2  mg.)  may  be  sub- 
stituted for  pituitrin  or  supplement  its  action 
being  given  a few  minutes  later. 

Watching  the  Fundus 

The  uterus  should  be  held  for  one-half  hour 
after  the  third  stage  has  terminated.  Massage  is 
not  indicated  unless  there  is  bleeding  accom- 
panied by  a relaxed  uterus.  The  uterus  should 
then  be  seized,  with  four  fingers  behind  it  and  the 
thumb  in  front,  brought  upward  and  forward 
over  the  symphysis,  and  held  there  until  bleeding 
is  controlled. 


INDISCRIMINATE  LABORATORY  EXAMINATIONS 


In  the  hospital  all  manner  of  tests  can  readily 
be  performed  in  obscure  or  doubtful  cases,  but 
in  private  practice  the  economic  factor  usually 
restricts  one  to  the  tests  that  most  obviously 
offer  practical  assistance.  Fortunately,  however 
— and  this  is  apparently  contrary  to  much 
present-day  opinion — good  medicine  does  not 


consist  in  the  indiscriminate  application  of 
laboratory  examinations  to  a patient  but  rather 
in  having  so  clear  a comprehension  of  the  proba- 
bilities and  possibilities  of  a case  as  to  know  what 
tests  may  be  expected  to  give  information  of 
value. — Francis  W.  Peabody:  Doctor  and  Patient , 
New  York,  The  Macmillan  Co.,  1939 
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Louis  A.  Van  Kleeck,  M.D.,  Manhasset,  New  York 

{Presidential  Address  delivered  before  the  Annual  Conference  of  the  New  York  State 
Association  of  School  Physicians,  Saratoga  Springs,  New  York,  June  24,  1940) 


The  progressively  increasing  interest  that  is 
being  manifested  in  the  school  health  prob- 
lem may  well  be  taken  as  a proof  of  the  great  im- 
portance of  preserving  and  improving  the  health 
status  of  the  school  child.  Organized  medicine 
during  the  past  year  has  made  a careful  and  ex- 
haustive study  of  the  program  as  established  by 
the  Department  of  Education  with  the  result 
that  more  and  more  of  the  general  public,  par- 
ents, practicing  physicians,  and  various  organi- 
zations are  cooperating  in  a united  effort  with 
one  united  aim.  The  position  of  the  school 
physician  has  likewise  increased  in  responsibility 
and  prestige.  To  quote  from  an  editorial  in 
the  New  York  State  Journal  of  Medicine,  January 
15,  1940:  “The  school  physician  should  see 

that  every  child  has  a thorough  annual  examina- 
tion and  that  defects  found  are  corrected;  he 
should  issue  regulations  governing  light,  heat, 
ventilation,  and  cleanliness  and  take  all  necessary 
steps  to  prevent  the  spread  of  communicable  dis- 
ease. Essentially,  however,  his  role  is  executive 
and  educational ; the  school  should  not  maintain 
clinics  or  provide  treatment.”  This  position  on 
the  part  of  the  school  physician  makes  it  impera- 
tive that  he  create  and  maintain  a close  coopera- 
tive and  constructive  relationship  with  every 
practicing  physician  in  his  community. 

Too  much  emphasis  cannot  be  placed  on  his 
role  as  an  executive  or  as  an  important  factor  in 
the  entire  educational  program.  This  requires 
complete  coordination  between  the  health  educa- 
tional faculties  of  the  school  and  also  of  the  de- 
partment which  devotes  its  work  to  the  health 
service.  There  are  throughout  the  state  only  a 
limited  number  of  physicians  who  are  trained  in 
educational  procedures.  By  and  large  the  aver- 
age school  physician  is  trained  along  medical 


lines  and  is  not  qualified  as  an  educator.  For 
this  reason  it  seems  apparent  that  the  medical 
service  should  be  delegated  to  those  who  by 
training  are  qualified  in  medical  matters  and  that 
the  educational  program  should  be  placed  in  the 
hands  of  those  who  have  had  training  along  those 
lines.  If  such  a procedure  is  adopted,  it  will  be 
necessary  that  these  two  departments  work  in 
absolute  unison  and  cooperation  with  each  other. 

Close  relationship  with  the  Department  of 
Health  is  of  paramount  importance  as  the  school 
child,  who  is  a citizen  in  the  community,  cannot 
be  isolated  from  the  community  during  the  few 
hours  that  he  is  attending  the  school;  also  the 
problem  of  contagious  disease  within  the  school 
is  a community-wide  problem  and  not  limited 
within  the  bounds  of  the  school  property. 

The  rapid  progress  of  modern  medicine  along 
the  lines  of  scientific  and  laboratory  investigation 
should  be  made  more  and  more  available  as  diag- 
nostic aids  to  the  school  population.  The  im- 
portance of  the  responsibility  that  rests  upon  the 
school  physician  cannot  be  disregarded  but  must 
be  taken  seriously,  and  he  must  avail  himself  of 
every  known  means  to  improve  his  diagnostic 
methods  and  to  pursue  the  follow-up  course  of  a 
child  entrusted  to  his  supervision  during  school 
hours. 

In  these  days  of  tragedy  and  chaos,  when  de- 
mocracy, civilization,  religion,  culture,  and,  in 
fact,  all  the  things  for  which  civilization  stands 
are  being  weighed  in  the  balance,  we  must  ex- 
amine more  closely  and  observe  more  carefully 
the  condition  and  the  progress  of  the  health  of 
the  school  child,  because  unto  these  children 
who  are  now  in  our  keeping  rests  the  future  re- 
sponsibility of  the  nation,  civilization,  and  the 
race. 


Tuberculosis  Mortality  in  Cities — A Challenge 


The  recent  meeting  of  the  Committees  on 
Tuberculosis  and  Public  Health  of  the  State 
Charities  Aid  Association  in  New  York  City 
opened  a new  epoch  in  the  campaign  against 
tuberculosis,  says  Health  News  (Albany).  Plans 
are  being  made  for  an  intensified  program  in- 
cluding case  finding,  hospitalization,  and  domi- 
ciliary control. 

The  need  for  greater  effort  in  the  application 
of  these  measures  is  apparent  in  all  counties  of  the 
state,  but  in  cities  the  problem  assumes  signifi- 
cant proportions.  While  the  1939  resident  death 
rate  for  upstate  New  York  was  36.4  per  100,000 
population  and  the  rural  rate,  representing  2,- 
225,000  of  persons,  only  25.7  per  100,000,  the 
rate  in  many  of  the  cities  with  populations  in 
excess  of  50,000  presents  a challenge. 

Dr.  Robert  E.  Plunkett,  general  superintend- 
ent of  tuberculosis  hospitals,  reports  that  a study 
of  the  annual  average  tuberculosis  resident  death 


rates  for  the  three-year  period  1937  to  1939  in 
the  twelve  upstate  New  York  cities  of  more  than 
50,000  population  reveals  that  Buffalo  has  the 
highest  mortality,  54  per  100,000  population. 
Albany  has  the  second  highest  rate,  53.9;  Troy, 
the  third,  53.4;  Yonkers,  the  fourth,  42.1;  and 
Schenectady,  the  fifth,  41.1.  Other  cities  in  or- 
der of  their  death  rates  are:  Rochester,  37.1; 

Utica,  35.2;  Syracuse,  34.8;  Mount  Vernon, 
31.6;  Niagara  Falls,  30.8;  Binghamton,  30.7; 
New  Rochelle,  29.2. 

Indifference  on  the  part  of  public  health 
authorities  in  the  face  of  these  rates  may  be 
looked  upon  as  lack  of  appreciation  of  the  possi- 
bilities in  prevention  of  a sound  tuberculosis  case- 
finding and  treatment  program.  Dr.  Plunkett 
states  that  if  the  present  knowledge  regarding 
the  prevention  of  this  disease  were  translated  into 
progressive  vigorous  action  by  health  authorities 
and  physicians,  the  enormous  human  and  eco- 
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nomic  waste  resulting  from  neglect  of  this  disease 
could  be  minimized. 

In  the  light  of  present  knowledge  and  as  a 
result  of  experience,  the  substantial  reduction  of 
tuberculosis  will  depend  on  intensive  application 
of  many  measures,  including : 

1.  Utilization  of  every  medium  of  public  in- 
formation and  agitation  to  increase  the  en- 
thusiasm for  fighting  tuberculosis  that  was 
characteristic  of  early  days  of  the  campaign. 

2.  A “triple  alliance”  of  tuberculosis  hos- 
pitals, health  departments,  and  practicing 
physicians  to  intensify  the  frontal  attack  against 
tuberculosis  as  a communicable  disease. 

3.  Earlier  diagnosis  and  prompt  reporting, 
with  a complete  register  of  tuberculosis  cases  in 
each  administrative  area. 

4.  Active  and  progressive  case  finding  among 
family  contacts,  especially  the  adults. 

5.  Prompt  and  more  prolonged  hospital  treat- 
ment of  patients,  with  rehabilitation  of  the 
patient  starting  the  day  he  enters  the  hospi- 
tal. 

6.  Adequate  relief  and  social  service  for 
patients  and  their  families  in  economic  need. 

7.  The  employment  of  additional  public 
health  nurses,  supplemented  in  every  section  of 
the  state  by  trained  tuberculosis  supervising 
nurses. 

8.  Utilization  of  every  administrative  and 


technical  service  for  research  contributions  to 
tuberculosis  control. 

The  first  step  in  tuberculosis  control  is  case 
finding.  Every  city,  as  well  as  every  county, 
therefore,  should  extend  its  facilities  for  early 
diagnosis,  including  x-ray,  so  that  such  service 
may  be  readily  and  easily  available,  especially 
to  every  adult.  The  examination  of  all  persons 
who  have  been  in  contact  with  a case  of  tubercu- 
losis is  of  major  importance.  Infection  is  found 
more  frequently  among  those  who  have  been 
associated  with  persons  suffering  from  the 
disease. 

Dr.  Plunkett  states  further  that  he  knows 
of  no  study  of  the  economic  aspects  of  tubercu- 
losis that  has  not  brought  into  bold  relief  the 
vicious  circle  of  poverty  and  tuberculosis. 
Tuberculosis  begets  poverty  and  poverty  begets 
tuberculosis.  The  practice  of  spending  money 
for  the  hospital  treatment  of  a patient  and  at  the 
same  time  allowing  the  infected  members  of  the 
family  to  exist  in  crowded  and  poor  home  en- 
vironment and  on  not  more  than  a mere  sustain- 
ing diet  is  shortsighted  and  expensive.  It  costs 
pennies  to  prevent  and  dollars  to  treat.  Ways 
and  means  must  be  found  to  assist  the  families  of 
the  tuberculosis  patients  in  a manner  free  from 
the  ordinary  home-relief  requirements  and  cus- 
toms and  to  provide  sufficient  financial  aid  to 
prevent  the  dire  consequences  of  the  infection. 
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Albany  County 

The  scientific  session  of  the  Medical  Society, 
County  of  Albany,  on  June  19,  heard  a paper  on 
“Traumatic  Asphyxia”  by  Dr.  Albert  Vander 
Veer.  It  included  a brief  review  of  the  literature 
with  a discussion  of  etiology,  symptoms,  and 
treatment,  and  a report  of  1 case.  Discussion 
was  opened  by  Dr.  Christopher  Stahler,  Jr. 

A paper  on  “Modern  Methods  of  Handling 
Prostatic  Obstruction”  was  presented  by  Dr. 
William  A.  Milner.  It  was  an  evaluation  of 
transurethral  resection  based  upon  650  cases 
treated  by  this  method  and  briefly  covered  the 
medical  and  surgical  treatment  of  prostatic 
hypertrophy  from  preoperative  care  to  end  re- 
sults, including  operative  treatment,  pathology, 
morbidity  and  complications,  and  mortality. 
Discussion  was  opened  by  Dr.  James  S.  Lyons. 

St.  Bonaventure’s  College,  Allegany,  New 
York,  at  the  annual  commencement  on  June  4, 
conferred  the  honorary  degree  of  Doctor  of 
Laws  on  Dr.  Arthur  J.  Bedell,  of  Albany. 

Bronx  County 

The  annual  meeting  of  the  Bronx  County 
Medical  Society  was  held  at  Burnside  Manor  on 
June  19.  Dr.  Paul  M.  Wood  gave  an  address  on 
anesthesiology,  with  interesting  exhibits.  Dis- 
cussion was  opened  by  Dr.  Jacob  Branower  and 
Dr.  Harold  C.  Kelley. 

Broome  County 

There  was  a special  meeting  of  the  Broome 
County  Medical  Society  on  June  18  at  the  staff 
meeting  room,  Binghamton  City  Hospital,  to 
consider  the  report  of  the  Economics  Committee 
on  a prepayment  medical  insurance  plan  and  the 
report  of  the  library  committee. 


Chautauqua  County 

The  ninth  annual  interstate  summer  meeting 
will  be  held  on  July  24  at  Chautauqua.  Dr. 
Nathan  Van  Etten,  president  of  the  A.M.A., 
will  be  the  honored  guest  of  the  day.  The 
medical  program  in  the  morning  will  be  followed 
by  afternoon  public  addresses  by  Dr.  A.  H. 
Aaron,  whose  topic  will  be  “Self-Medication 
and  Its  Dangers,”  and  by  Dr.  Van  Etten,  who 
will  speak  on  “An  American  Health  Program.” 
A golf  tournament  and  an  evening  of  operatic 
entertainment  complete  the  day’s  program. 

All  doctors,  their  families  and  guests  are 
cordially  invited  to  attend  this  meeting. 

Dutchess  County 

The  Dutchess  County  Medical  Society  con- 
cluded its  activities  of  the  year  with  its  annual 
sports  program  held  on  June  19  at  the  Harlem 
Valley  State  Hospital,  Wingdale.  The  program 
began  at  noon  with  golf  matches,  and  a dinner 
was  served  in  the  hospital  dining  room  to  ap- 
proximately one  hundred  physicians  as  guests  of 
Dr.  John  R.  Ross,  superintendent. 

A brief  business  meeting  of  the  society  followed 
dinner,  with  Dr.  Gilbert  S.  Tabor,  of  Millerton, 
president,  presiding.  Dr.  William  C.  Clarke, 
formerly  a member  of  the  faculty  of  the  College 
of  Physicians  and  Surgeons,  Columbia  Univer- 
sity, and  now  of  Cornwall  Bridge,  Conn.,  was  the 
guest  speaker.  His  subject  was  “Cancers  I 
Have  Met.”  He  described  the  cancer  cases  of 
his  experience,  discussing  the  various  types. 

Golf  prizes  were  presented  after  the  dinner  by 
Dr.  John  R.  Ross.  Later  the  group  adjourned  to 
the  floodlit  hospital  baseball  field  to  see  the  game 
between  the  Harlem  Hospital  and  the  Hudson 
River  State  Hospital  teams. 


July  15,  1940] 


MEDICAL  NEWS 


1127 


The  society  will  recess  for  the  summer,  meet- 
ing again  in  September. — Reported  by  H.  P. 
Carpenter,  M.D.,  Secretary. 

Essex  County 

The  semi-annual  meeting  of  the  Medical 
Society  of  the  County  of  Essex  was  held  at  the 
Deershead  Inn  at  Elizabethtown  on  June  4.  A 
woman’s  auxiliary  for  Essex  County  was  formed 
after  addresses  by  Mrs.  G.  Scott  Towne,  former 
president  of  the  State  Woman’s  Auxiliary,  and 
by  Mrs.  Richard  Bullard,  both  of  Saratoga 
County,  and  by  Mrs.  Johnson  of  Cayuga  County. 
Dinner  followed  the  business  meeting.  The 
scientific  session  was  held  following  dinner  and 
consisted  of  an  address  on  diagnosis  of  tubercu- 
losis by  Dr.  Richard  Nauen,  of  the  New  York 
State  Hospital  for  Incipient  Tuberculosis,  Ray 
Brook,  New  York,  and  by  the  presentation  of  a 
sound  film  on  the  same  subject. 

Dr.  Harold  J.  Harris,  of  Westport,  was 
ordered  to  Brooklyn  Naval  Hospital  for  two 
weeks’  training  duty  beginning  June  15  in  con- 
nection with  his  commission  as  Lieutenant  Com- 
mander in  the  Medical  Corps  of  the  United 
States  Naval  Reserve. — Reported  by  Harold  J. 
Harris,  M.D.,  Secretary . 

Franklin  County 

Dr.  William  N.  Mac  Artney,  78,  who  became 
nationally  known  as  author  of  the  book,  “Fifty 
Years  a Country  Doctor,’’  died  at  his  home  in 
Fort  Covington  on  June  15,  following  a stroke  of 
paralysis. 

“Death  came  peacefully  to  the  venerable 
physician  who  had  so  often  deterred  its  visit  to 
homes  in  the  border  area  where  he  had  con- 
ducted a general  practice  for  a half  century,” 
says  the  Malone  Telegram. 

“His  passing  brought  a deep  sense  of  loss  to 
his  home  community,  a grief  that  will  be  shared 
by  the  thousands  who  had  come  to  know  and 
love  the  physician  through  the  medium  of  his 
book.” 

Jefferson  County 

Members  of  the  Jefferson  County  Medical 
Society  held  their  annual  outing  and  dinner  at 
the  Frontenac  Crystal  Springs  Hotel. 

A sports  program  was  held  during  the  after- 
noon with  a chicken  dinner  served  in  the  hotel. 
A social  evening  followed  the  dinner. 

The  major  sports  event  on  the  afternoon  pro- 
gram was  a softball  game  between  a team  com- 
posed of  Watertown  physicians  and  an  aggrega- 
tion made  up  of  county  physicians.  After  ten 
innings  the  game  was  called  with  the  score  tied. 

During  the  evening  a brief  business  meeting 
of  the  association  was  held.  Dr.  Harold  L. 
Gokey,  of  Alexandria  Bay,  president,  presided. 
The  meeting  was  the  last  until  September. 

Livingston  County 

At  the  meeting  of  the  Livingston  County 
Medical  Society  at  Craig  Colony,  Sonyea,  New 
York,  June  6,  a brief  report  of  the  meeting  of  the 
House  of  Delegates  in  New  York  City  was  given 
by  Dr.  Charles  Gullo,  delegate.  After  a short 
business  meeting  Dr.  Frederick  W.  Bush, 
Rochester,  presented  an  interesting  discussion 
of  child  health  and  the  present  status  of  im- 
munization procedures. — Reported  by  Alden  J. 
Townsend,  M.D.,  Secretary. 


Monroe  County 

Governor  Lehman  has  named  Dr.  Albert  D. 
Kaiser,  president  of  the  Monroe  County  Medical 
Society,  a member  of  the  temporary  legislative 
commission  to  formulate  a long-range  state 
health  program. 

Dr.  Kaiser^  will  succeed  the  late  Dr.  Thomas 
Farmer. 

The  commission  has  been  in  existence  two 
years,  and  its  life  was  extended  for  another  year 
by  the  Legislature  in  March.  Its  purpose, 
according  to  Dr.  Paul  Lembcke,  district  state 
health  officer,  is  to  study  the  state’s  facilities  for 
medical  care  through  hospitals,  physicians,  and 
welfare  and  health  departments  as  a basis  for  a 
state  health  insurance  program. 

Its  findings  will  guide  the  Legislature  in  draft- 
ing comprehensive  medical  measures  for  all 
people  of  the  state,  covering  the  indigent  group 
as  well  as  those  able  to  pay  medical  costs. 

A feature  of  the  scientific  program  of  the 
annual  meeting  of  the  Rochester  Academy  of 
Medicine  was  the  presentation  of  Academy  prize 
award  papers  by  the  winners,  including  Dr. 
Lynn  Rumbold  and  co- winners  Drs.  Herbert  R. 
Brown,  Jr.,  and  William  F.  Clark. 

Dr.  Brown  and  Dr.  Clark,  winners  of  the 
Bausch  and  Lomb  award,  presented  the  conclu- 
sions of  a paper  dealing  with  “Plasmic  Specific 
Gravity  and  Its  Useful  Applications  in  Clinical 
Medicine.” 

In  summarizing  the  paper,  Dr.  Charles  B.  F. 
Gibbs,  chairman  of  the  Award  Committee, 
stated  that  the  conclusions  of  Dr.  Brown  and  Dr. 
Clark  were  the  result  of  two  years’  research  in  the 
Strong  Memorial  and  Municipal  hospitals.  The 
award  was  given  for  presenting  a new  method  of 
measuring  the  fluid  needs  of  the  patient.  The 
data  presented  were  gathered  from  more  than  200 
patients  and  included  over  1,500  plasmic  specific 
gravity  determinations. 

Montgomery  County 

The  semi-annual  meeting  and  dinner  of  the 
Medical  Society  of  the  County  of  Montgomery 
was  held  at  Fort  Plain  on  June  18,  Dr.  S.  L. 
Homrighouse,  president,  presiding.  Dr.  L. 
Whitting  Gorham,  Albany,  was  the  guest  speaker. 
His  subject  was:  “Differential  Diagnosis  of 

Coronary  Occlusion,”  illustrated  with  lantern 
slides. 

New  York  County 

At  its  annual  meeting  on  June  7 at  the  Waldorf- 
Astoria,  the  American  Laryngological,  Rhino- 
logical  and  Otological  Society  bestowed  its  medal 
of  honor  on  Dr.  James  Sonnett  Greene,  founder 
and  medical  director  of  the  National  Hospital  for 
Speech  Disorders  in  New  York  City.  This  dis- 
tinction was  given  because  of  Dr.  Greene’s  “dis- 
tinguished pioneer  service  in  the  field  of  speech 
defects.” 

Oneida  County 

Dr.  Martin  T.  Powers,  60,  of  Utica,  widely 
known  x-ray  specialist  and  chairman  of  the  New 
York  State  Roentgenology  Society,  died  in  St. 
Elizabeth  Hospital  on  June  14  of  coronary 
thrombosis. 

Dr.  Powers  had  practiced  roentgenology 
in  Utica  since  1921  and  prior  to  that  was  an 
active  physician  in  Rome  and  Westernville.  He 
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was  a pioneer  in  Central  New  York  in  his 
specialty,  and  was  a past-president  of  the  Utica 
Academy  of  Medicine.  He  was  elected  secretary 
of  the  State  Roentgenology  Society  in  1939  and 
in  May  became  its  chairman.  The  society  is  the 
x-ray  division  of  the  State  Medical  Society. 

Onondaga  County 

Three  methods  by  which  public  health  services 
in  Onondaga  County  might  be  much  improved 
were  presented  before  the  Onondaga  County 
Charter  Commission  in  June  by  Dr.  O.  D.  Chap- 
man, chairman  of  the  public  health  committee 
of  the  Onondaga  Medical  Society,  and  Arthur  W. 
Towne,  executive  secretary  of  the  Onondaga 
Health  Association. 

The  first  of  the  methods,  which  Dr.  Chapman 
described  as  “ideal  but  expensive,”  would  re- 
quire the  formation  of  a county  health  district 
which  would  include  the  City  of  Syracuse.  The 
cost  of  such  a system  would  be  $244,265,  accord- 
ing to  estimates,  and  it  is  doubtful  if  the  state 
would  pay  any  share  of  it. 

The  second  method  provides  for  the  formation 
of  a county  health  department  covering  only  the 
rural  sections  of  the  county.  The  cost  of  operat- 
ing such  a health  unit  is  estimated  at  $90,000, 
of  which  the  state  would  pay  half.  Both  Mr. 
Towne  and  Dr.  Chapman  indicated  such  a sys- 
tem might  work  out  to  excellent  advantage. 

The  third  method,  the  witnesses  said,  is  to  in- 
crease the  staff  of  public  health  nurses  from  five, 
as  at  present,  to  about  15  and  to  provide  an 
executive  officer  to  direct  their  work.  Such  a sys- 
tem, the  witnesses  said,  would  provide  adequate 
health  service  to  the  county. 

Ontario  County 

“Mental  Hygiene  in  Ontario  County”  was  dis- 
cussed in  a paper  by  Dr.  Margaret  T.  Ross  on 
June  13  at  the  final  meeting  of  the  Canandaigua 
Medical  Society  until  fall.  Dr.  John  H.  Pratt, 
Manchester,  entertained  the  group  in  his  home. 
Dr.  Ross  will  be  hostess  at  Brigham  Hall  on 
Sept.  12,  when  Dr.  Pratt  is  to  be  reader. 

Otsego  County 

Dr.  Ray  D.  Champlin,  of  Oneonta,  and  Dr. 
John  C.  McClintock  of  Albany,  spoke  at  the 
dinner  meeting  of  the  Otsego  County  Medical 
Society  in  the  Oneonta  Hotel  on  June  19.  About 
30  attended  the  semi-annual  meeting. 

Dr.  Champlin,  lieutenant-colonel  in  the  medi- 
cal reserve,  discussed  “The  Doctor  in  War  Time.” 

Dr.  McClintock,  associated  with  Dr.  G.  E. 
Beilby  in  private  practice,  a staff  member  of  the 
Albany  Hospital,  and  on  the  teaching  staff  of 
Albany  Medical  School,  gave  a scientific  address 
on  “Preventing  Complications  of  Thyroid  Gland 
Disease.”  He  is  making  special  studies  in  that 
field. 

Dr.  C.  C.  McCoy,  vice-president  of  the  group, 
and  a member  of  the  Bassett  Hospital  staff,  was 
in  charge. 

Putnam  County 

At  the  annual  meeting  of  the  Putnam  County 
Medical  Society,  June  5,  at  the  Butterfield 
Hospital,  Cold  Spring,  where  the  physicians  of 
the  county  were  entertained  at  dinner  as  guests 
of  the  hospital  staff,  the  following  officers  were 
elected  for  1940-1941 : president,  Dr.  Robert  S. 
Cleaver,  Brewster;  vice-president,  Dr.  John  T. 


Jenkin,  Lake  Mahopac;  treasurer,  Dr.  Alex- 
ander Vanderburgh,  Brewster;  secretary.  Dr. 
John  T.  Jenkin;  censors.  Dr.  Garrett  W.  Vink, 
Carmel,  Dr.  James  L.  New,  Lake  Mahopac, 
Dr.  Frank  C.  Genovese,  Patterson. 

The  society  endorsed  unanimously  the  pro- 
posed Eastern  Putnam  Hospital  as  planned. 

The  retiring  president,  Dr.  Henry  W.  Miller, 
of  Brewster,  reported  upon  his  attendance  as 
delegate  to  the  recent  convention  of  the  State 
Medical  Society  in  New  York  City.  Dr.  Miller 
was  also  chairman  of  the  Division  of  Neurology 
of  the  State  Society  convention. 

At  the  scientific  session,  following  the  business 
meeting,  Dr.  Raymond  J.  O’Connor,  of  Roosevelt 
Hospital,  spoke  on  “Office  Procedure  in  Diseases 
of  the  Lower  Intestinal  Tract.” 

St.  Lawrence  County 

The  first  summer  meeting  of  the  St.  Lawrence 
County  Medical  Society  was  held  at  the  Massena 
Country  Club  on  June  20.  After  lunch,  golf, 
cards,  and  other  entertainment  were  provided. 

Steuben  County 

The  Steuben  County  Medical  Society  held  its 
semi-annual  meeting  at  the  hospital  of  the  Veter- 
ans’ Facility,  Bath,  on  June  13. 

Dr.  Francis  M.  Ogg,  chief  of  the  hospital 
staff,  presided,  and  Col.  John  A.  Hadley,  mana- 
ger of  the  facility,  gave  an  address  of  welcome. 

Participating  in  the  scientific  program  were 
Dr.  Hayward  Hopkins,  Rochester,  who  read  a 
paper  on  “The  Vallium  Cup”;  Dr.  Sidney 
Eichenholtz  of  the  facility  staff  a paper  on  “Low 
Back  Pains”;  and  Dr.  Abraham  Falk  also  of  the 
facility  staff  a paper  on  “Undulant  Fever.”  The 
papers  were  followed  by  discussion. 

The  society  will  look  into  the  possibility  of  a 
joint  meeting  with  the  Steuben  County  Bar 
Association,  possibly  at  Bath  in  September,  it 
was  decided. 

Otherwise,  the  September  gathering  of  the 
society  will  be  in  Hornell.  Officers  will  be  elected 
at  that  time. 

Washington  County 

Dr.  Russel  C.  Paris,  Sr.,  president  of  the  Vil- 
lage of  Hudson  Falls  for  eight  terms,  a leading 
physician  and  surgeon,  and  one  of  the  best- 
known  citizens  in  northern  New  York,  died  on 
June  16. 

He  entered  the  political  life  of  the  village  soon 
after  the  turn  of  the  century  and  for  more  than  25 
years  was  a commanding  figure.  He  was  identi- 
fied with  the  Citizens’  party  from  the  time  of  the 
organization,  later  named  the  Square  Deal  party 
and  thereafter  the  Progressive  party. 

Dr.  Russel  Clark,  a noted  surgeon,  was  his 
great-grandfather,  and  Dr.  Erskine  G.  Clark,  also 
a prominent  Sandy  Hill  physician,  was  his  great- 
uncle. 

Dr.  Paris  was  born  in  Sandy  Hill  on  Aug.  4, 
1859.  In  1873  he  entered  a competitive  examina- 
tion for  appointment  to  the  United  States  Naval 
Academy,  and  although  only  14  years  of  age, 
easily  defeated  more  than  20  other  boys  of  Wash- 
ington and  Rensselaer  Counties. 

He  graduated  from  the  academy  with  honors 
in  1877,  and  completed  the  extended  course  two 
years  later.  He  went  to  sea  on  the  historic  old 
wooden  ships,  “Hartford”  and  “Constitution,” 
serving  as  a midshipman  on  the  latter  and  at  the 


July  15,  1940] 


MEDICAL  NEWS 


1129 


same  time  studying  medicine  with  the  ship’s 
surgeon. 

Dr.  Paris  was  a student  of  Dr.  John  Swinburne, 
of  Albany,  a surgeon  of  international  fame,  and 
was  afterward  associated  with  him  in  practice. 

In  1902  Dr.  Paris  returned  to  his  native  village 
and  established  a medical  practice. 

Westchester  County 

Under  a new  plan,  Mount  Vernon  relief  clients 
can  pick  their  own  physicians  when  in  need  of 
medical  attention,  Commissioner  William  A. 
Rose  has  announced.  The  plan,  worked  out  with 
members  of  the  Mount  Vernon  Medical  Society, 
replaces  one  in  which  the  department  made  the 
assignments. 

Election  of  Dr.  Henry  J.  Margotta  as  president 
of  the  New  Rochelle  Medical  Society  to  succeed 
Dr.  Francis  Carr,  Jr.,  who  served  during  the  last 
year,  is  announced. 

Named  with  Dr.  Margotta  are  Dr.  John  R. 
Jeppson,  vice-president,  and  Dr.  William  C. 
Meredith,  secretary. 

The  annual  election  was  held  in  conjunction 
with  golf  and  a dinner  at  the  Wykagyl  Country 
Club. 

Dr.  William  Bowers  and  Dr.  Holland  N.  Ste- 
venson won  first  and  second  prizes  for  low  gross 
scores,  while  Dr.  August  L.  Beck,  Dr.  John 
Riordan,  and  Dr.  Jeppson  finished  in  that  order 
for  low  net  prizes. 

Dr.  Phillip  B.  Becker  won  the  kicker’s  prize, 
Dr.  Charles  J.  Sheffield  compiled  the  high  score, 
and  Dr.  R.  S.  Davis  the  highest  on  any  one  hole. 

Dr.  Margotta,  the  new  medical  society  presi- 
dent, has  been  city  physician  for  a number  of 
years.  During  the  last  five  he  has  been  supervis- 
ing physician  in  the  Department  of  Public  Wel- 
fare. 


Yates  County 

The  forty-first  annual  meeting  of  the  Lake 
Keuka  Medical  and  Surgical  Association  was  held 
at  Keuka  Hotel,  on  June  20  and  21,  with  Dr.  Elliot 
T.  Bush,  of  Elmira,  as  president.  The  vice- 
president  was  Dr.  John  A.  Hatch,  of  Penn  Yan; 
secretary-treasurer,  Dr.  V.  H.  F.  Boeck,  of 
Dundee;  chairman.  Committee  on  Arrange- 
ments, Dr.  E.  C.  Foster,  Penn  Yan;  chairman, 
Exhibit  Committee,  Dr.  Allen  W.  Holmes,  Penn 
Yan. 

Physicians  from  the  western,  central,  and 
southern  tier  counties  in  New  York  State  and 
northern  Pennsylvania  are  affiliated  with  the 
association. 

The  program  included  the  following  addresses : 
Thursday:  “A  Message  from  The  American 

Medical  Association,”  by  Dr.  Arthur  W.  Booth, 
F.A.C.S.,  chairman  Board  of  Trustees,  American 
Medical  Association,  Elmira;  “The  Medical 
Horizon,”  by  Dr.  Terry  M.  Townsend,  F.A.C.S., 
immediate  ex-president,  Medical  Society  of  the 
State  of  New  York,  New  York  City;  “The 
Management  of  Head  Injuries,”  by  Dr.  Theodore 
C.  Erickson,  The  Montreal  Neurological  Insti- 
tute, Royal  Victoria  Hospital,  Montreal,  Canada; 
“Transurethral  Prostatectomy,”  by  Dr.  Ger- 
shom  J.  Thompson,  associate  professor  of  urology, 
Mayo  Foundation,  Mayo  Clinic,  Rochester, 
Minnesota.  Friday:  “Shall  We  Have  Fewer 

or  More  Psychiatrists?”  by  Dr.  Robert  Bush  Mc- 
Graw,  chief  of  clinic,  Department  of  Psychiatry, 
Vanderbilt  Clinic,  New  York  City;  “Practical 
Gynecological  Endocrinology,”  by  Dr.  Samuel 
H.  Geist,  professor  of  clinical  gynecology, 
Columbia  University,  New  York  City;  “The 
Diagnosis  and  Management  of  Precancerous 
Lesions  of  the  Rectum  and  Colon,”  by  Dr. 
Neil  V.  Swinton,  The  Lahey  Clinic,  Boston. 


Deaths  of  New  York  State  Physicians 


Name 

Age 

Medical  School 

Date  of  Death 

Residence 

Gilbert  A.  Ashmun 

66 

L.  I.  C.  Hosp. 

May  2 

Brooklyn 

Herman  J.  Ballen 

44 

N.  Y.  Horn. 

April  25 

Bronx 

William  M.  Butler 

89 

P.  & S.  N.  Y. 

June  22 

Brooklyn 

Eugene  G.  Kessler 

72 

P.  & S.  N.  Y. 

June  20 

Manhattan 

William  N.  Mac  Artney 

77 

N.  Y.  Univ. 

June  15 

Fort  Covington 

Baldwin  Mann 

57 

Johns  Hopkins 

May  9 

Collins 

James  W.  Nash 

67 

Niagara 

May  5 

Buffalo 

Russel  C.  Paris 

80 

N.  Y.  Regents 

June  16 

Hudson  Falls 

David  Perla 

39 

P.  & S.  N.  Y. 

June  14 

Manhattan 

Martin  T.  Powers 

60 

P.  & S.  N.  Y. 

June  14 

Utica 

Llewellyn  J.  Sanders 

67 

N.  Y.  Horn. 

April  6 

Rochester 

Laurence  B.  Sisson 

50 

Syracuse 

June  17 

Auburn 

Thomas  B.  Spence 

72 

P.  & S.  N.  Y. 

June  19 

Brooklyn 

SUMMER  CAMP  FOR  DIABETIC  CHILDREN 


The  New  York  Diabetes  Association  an- 
nounces that  its  free  summer  camp  for  diabetic 
children  is  being  operated  this  year  with  en- 
larged facilities.  It  is  located  at  Wallkill,  about 
ten  miles  west  of  Newburg.  This  is  the  fifth 
season  for  this  enterprise,  which  each  year  has 
provided  a two  weeks’  summer  vacation  for 


children  diabetics  who  are  under  the  care  of  the 
various  diabetes  clinics  in  New  York  City. 
These  unfortunate  children  are  not  accepted  by 
any  of  the  other  vacation  camps  provided  for 
normal  children,  for  they  require  expert  super- 
vision, individual  diets,  injections  of  insulin, 
and  daily  examination  of  the  urine. 


The  Woman’s  Auxiliary 

To  the  Medical  Society  of  the  State  of  New  York 


The  Woman’s  Auxiliary  to  the  Medical  Soci- 
ety of  the  State  of  New  York  was  most  happy 
to  have  the  privilege  and  honor  to  act  as  hostess 
to  the  members  of  the  Woman’s  Auxiliary  to 
the  American  Medical  Association  when  they  met 
for  their  Eighteenth  Annual  Session  in  New  York 
City,  June  10  to  14,  with  convention  head- 
quarters at  Hotel  Pennsylvania.  Mrs.  Rollo  K. 
Packard,  president,  presided,  with  Mrs.  Carlton 
F.  Potter  as  convention  chairman. 

Business  Sessions. — Meetings  were  held  Mon- 
day through  Thursday.  Reports  of  all  the  com- 
mittees and  state  presidents  were  received.  The 
following  officers  were  elected  for  1940-1941: 
president,  Mrs.  V.  E.  Holcombe,  Charleston, 
West  Virginia;  pre  ident-elect,  Mrs.  R.  E.  Mosi- 
man,  Seattle,  Washington;  first  vice-president, 
Mrs.  C.  Werner,  Missouri;  second  vice-president. 
Mrs.  D.  Echler,  New  Jersey;  third  vice-presi- 
dent, Mrs.  E.  Allen,  Georgia;  fourth  vice-presi- 
dent, Mrs.  A.  C.  Jones,  Idaho;  recording  secre- 
tary, Mrs.  John  L.  Bauer,  Brooklyn;  treasurer, 
Mrs.  D.  Thomas,  Pennsylvania;  directors,  Mrs. 
Carlton  F.  Potter,  New  York,  Mrs.  P.  Wilson, 
and  Mrs.  E.  J.  Carey.  The  officers  were  in- 
stalled by  Mrs.  James  Blake,  past-president, 
Minnesota. 

The  formal  session  opened  with  Invocation  by 
Rev.  Alfred  Grant  Walton,  D.D.,  pastor  of  the 
Tompkins  Avenue  Congregational  Church, 
Brooklyn. 

The  acting  mayor  of  New  York  City,  Mr. 
Morris  Newbold,  greeted  and  welcomed  the 
auxiliary  guests  and  members  to  New  York  City. 

The  address  of  welcome  was  given  by  Mrs. 
Luther  H.  Kice,  New  York  State  president. 

Mrs.  Rollo  K.  Packard’s  message  inspired  the 
members  to  do  more  serious  thinking.  She  also 
stressed  preparedness  and  the  using  of  great 
care  in  the  selection  of  officers. 

Guest  Speakers. — Dr.  Rock Sleyster,  past  presi- 
dent of  the  American  Medical  Association,  brought 
greetings,  but  said  “inasmuch  as  the  A.M.A.  had 
taken  unto  themselves  a wife,  the  W.A.,  he  would 
dispense  with  the  greetings  and  in  a more 
familiar  manner  ask:  ‘Where  are  the  subscrip- 

tions to  Hygeia  that  we  did  not  get?’  ” 

Dr.  Morris  Fishbein,  editor  to  the  American 
Medical  Association  Journal  and  Hygeia,  said 
that  the  chief  discussion  of  the  medical  profession 
was  for  preparedness.  He  asked  the  Woman’s 
Auxiliary  to  be  ready  at  the  command  of  the 
Medical  Committee  on  Preparedness.  He  ad- 
vised us  to  carry  on  with  public  relations  and 
education  on  health,  so  we  may  say  we  have  a 
“Nation  fit.” 

Dr.  Chas.  Gorden  Heyd,  with  his  jovial  man- 
ner, welcomed  the  Woman’s  Auxiliary  to  the 
American  Medical  Association.  He  spoke  of  the 
Physician’s  Home,  appreciating  the  amount  given 
by  the  New  York  State  Woman’s  Auxiliary. 


Dr.  Nathan  B.  Van  Etten,  president  of  the 
American  Medical  Association,  reported  that 
over  12,000  had  registered  at  the  A.M.A.  conven- 
tion. He  told  us  that  the  medical  profession  is 
being  mobilized.  Regional  committees  have 
been  appointed.  He  stressed  the  value  of  the 
legislative  and  the  public  relations  committees, 
mentioning  the  outstanding  work  that  the  New 
York  State  chairman  is  doing. 

Exhibits. — The  national  exhibits  in  Parlor  2 
were  proof  of  the  progress  and  interest  in  all  of 
the  organized  states. 

Entertainment.— On  Sunday  a delightful  tea 
was  given  at  Sherry’s  in  honor  of  Mrs.  Rollo  K. 
Packard,  national  president. 

Throughout  the  entire  convention,  entertain- 
ment was  planned  for  the  visitors.  Sightseeing 
trips,  courtesy  cards  for  shopping,  courtesy 
flights,  and  a trip  to  Elizabeth  Arden’s  Salon 
were  among  these  plans. 

The  Woman’s  Auxiliary  to  the  Medical  Society 
of  New  York  gave  a dinner  in  honor  of  the  Board 
of  Directors  of  the  Woman’s  Auxiliary  to  the 
A.M.A.  This  dinner  was  held  at  the  Waldorf- 
Astoria.  An  unusual  program  presented  Claire 
Alcee,  lyric  soprano,  with  Willard  Sektberg  at 
the  piano.  At  luncheon,  Wednesday,  Signor 
Salvadore  Trivizo,  gifted  tenor,  with  Waldine 
Russel  at  the  piano,  entertained  the  guests. 
Thursday  the  annual  dinner  was  held  at  the 
Pennsylvania  Roof  Garden.  At  this  time  Joyce 
Rickard  played  the  Everett  Orgatron,  assisted  by 
Ann  Smiling  at  the  piano  and  Otto  Bender, 
violinist.  After  the  annual  dinner  many  at- 
tended the  A.M.A.  reception  and  ball  at  the 
Waldorf-Astoria  Grand  Ballroom. 

The  national  membership  is  23,524,  with  66 
new  auxiliaries  this  year.  Mrs.  J.  Emerson 
Noll,  chairman  of  credentials  and  registration, 
reported  that  the  total  registration  was  1,321. 

The  convention  chairman,  Mrs.  Carlton  F. 
Potter,  and  her  committees,  should  have  special 
recognition  for  a most  efficient  manner  in  arrang- 
ing and  carrying  out  details  for  a most  successful 
and  enjoyable  convention. 


Summer  is  here  and  with  it  the  yearning  to 
be  in  the  wide  open  spaces.  Meetings  and  indoor 
activities  are  no  longer  of  interest.  The  next  two 
months  find  us  storing  up  ideas,  energy,  and  en- 
thusiasm for  the  months  to  come.  Many  of  the 
county  auxiliaries  have  adjourned  and  their  final 
meetings  have  been  picnics,  luncheons,  and  din- 
ner dances.  Several  held  their  annual  election 
of  officers.  In  the  future,  fellow  members,  look 
for  suggestions  and  announcements  concerning 
the  welfare  and  future  activities  of  our  organiza- 
tion. 

The  state  organization  wishes  a pleasant  sum- 
mer for  all  of  its  members. 


The  history  of  liberty  is  a history  of  limitations  “The  man  who  graduates  today  and  stops 
of  governmental  power,  not  the  increase  of  it. — learning  tomorrow  is  uneducated  the  day  after.” 

Woodrow  Wilson  — Newton  D.  Baker 
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Editorial 


It  is  the  common  fate  of  the  indolent  to  see  their  rights 
become  a prey  to  the  active.  The  condition  upon 
which  God  hath  given  liberty  to  man  is  eternal  vigilance; 
which  condition  if  he  break,  servitude  is  at  once  the 
consequence  of  his  crime  and  the  punishment  of  his  gift. 

—John  Curran 

Accidental  Drownings  of  Infants 

A curious  aspect  of  the  national  drowning  record,  which  should 
not  be  lost  to  sight  and  upon  which  physicians  might  well  place  em- 
phasis at  this  time,  is  the  frequency  with  which  1-  and  2-year-old 
children  are  involved.  About  400  in  this  age  group  drown  annually, 
a number  far  out  of  proportion  compared  with  older  groups  and  in 
relation  to  their  number. 

Most  of  the  fatalities  occur,  surprisingly,  in  back  yards,  and  not 
at  the  beaches  and  summer  resorts.  Suburban  and  rural  back  yards 
seem  to  be  the  worst  hazards.  Lily  ponds,  cisterns,  cesspools,  irri- 
gation ditches,  and  small  brooks;  low,  open  barrels,  or  vats  are  the 
danger  spots.1  Despite  constant  warnings  from  safety  organiza- 
tions, some  mothers  take  chances,  leaving  youngsters  for  a few  mo- 
ments unwatched.  Especially  is  this  true  of  children  in  or  near  a 
partially  filled  bath  tub.  One  instance  may  be  cited  of  a young 
mother  who  left  her  child  in  the  bath  to  answer  the  telephone,  with 
fatal  results. 

Physicians  aware  of  these  hazards  to  the  1-  and  2-year  olds  should 
be  able  to  reduce  these  mortality  figures  considerably  by  impressing 
upon  the  minds  of  young  mothers  the  frequency  of  their  occurrence. 
Because  of  their  numerous  contacts  with  the  family  during  the  early 
life  of  the  newborn,  physicians  can  and  should  be  a far  more  effective 
agency  of  conservation  in  the  matter  of  these  hazards  than  any 
other  group  of  individuals  or  organizations. 

1 Statistical  Bulletin,  Met.  Life  Ins.  Co.  21:  No.  6,  1 and  2 (June)  1940. 
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“Mediocre”? 

The  Editor  is  in  receipt  of  the  following  letter : 

Dear  Dr.  Irving: 

Your  recent  form  circular  for  a Student  Subscription  Fund  is,  no 
doubt,  a worthy  cause — but  if  this  consists  in  providing  them  with  the 
State  Society  Journal  I feel  that  at  least  50  per  cent  of  the  contributors 
would  be  glad  to  part  with  their  subscriptions  and  let  the  State  Society 
have  the  $5  or  whatever  they  exact  from  the  doctor  for  this  mediocre 
journal.  If  you  carried  out  a heart-to-heart  canvass  of  the  doctors, 
you  might  learn  that  many  of  these  journals  find  their  way  to  the 
basket  just  like  the  advertising  literature  which  reaches  us  all  the  time. 
Let  the  State  Journal  be  a voluntary  rather  than  a forced  matter. 

Yours  very  truly, 

A Silenced  Physician 

We  are  interested  principally  in  the  phrase:  “this  mediocre 

journal.’ ’ The  Editor  and  the  Publication  Committee  receive,  from 
time  to  time,  comments  on  the  Journal  from  interested  readers. 
These  are  always  considered  in  detail  if  they  contain  specific  pro- 
posals for  the  betterment  of  the  publication.  It  may  be  pointed  out 
that  the  material  contained  in  the  scientific  section  is  usually  that 
which  is  submitted  without  solicitation  by  the  contributors.  If  it  is 
mediocre,  as  our  silenced  correspondent  alleges,  it  is  the  responsi- 
bility of  the  contributors  who  will  please  note  and  evaluate  the  criti- 
cism. If  the  content  of  the  editorials  is  mediocre,  that  is  the  re- 
sponsibility of  the  Editor  and  the  editorial  writers.  How  can  it  be 
improved,  specifically?  The  Editor  would  appreciate  any  informa- 
tion on  this  question  which  will  guide  the  Publication  Committee 
and  the  staff. 

Concerning  the  “heart-to-heart  canvass”  of  the  doctors,  let  it  be 
remembered  that  the  House  of  Delegates  exists  for  the  purpose  of 
carrying  out  the  wishes  of  the  membership  of  the  Society.  It  may 
be  that  our  correspondent  attends  the  meetings  of  his  county  society. 
If  so,  he  can  introduce  at  any  time  a resolution  to  change  the  status 
of  the  Journal,  by  presenting  through  his  county  society  delegates 
a resolution  on  the  floor  of  the  House  at  its  next  meeting.  There  is  a 
proper  way  to  do  everything. 

Universal  Discipline 

Compulsory  peacetime  military  training  in  one  form  or  another  is 
quite  likely  to  be  voted  at  this  session  of  Congress.  The  Burke  bill 
now  in  the  Senate  proposes : 

1.  Registration  of  all  men  between  the  ages  of  18  and  65. 

2.  Those  men  between  the  ages  of  21  and  45  would  be  liable  for 
service  at  home  or  abroad. 
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3.  Those  from  18  to  21,  and  from  45  to  65,  would  be  limited  to 
home  defense. 

All,  however,  would  be  liable  for  peacetime  compulsory  training 
for  a basic  period  of  eight  months. 

There  will  doubtless  be  numerous  modifications  of  these  provi- 
sions: exemptions  and  deferments  regulated  by  law  and  adminis- 

tered by  local  boards  so  as  to  avoid  disruption  of  industry,  the  pro- 
fessions, agriculture,  and  other  essential  occupations.  The  point  is 
that  we  shall  doubtless  have  universal  military  discipline  as  a perma- 
nent feature  of  the  American  way  of  life,  and  that,  shortly. 

Here  are  principles  and  practices  that  American  medicine  can  and 
should  heartily  approve.  For  their  adoption  assures  in  time  ade- 
quate defense  preparations  to  enable  this  Nation  to  maintain  its 
historic  independence.  Self-discipline  for  centuries  has  held  the 
medical  profession  together,  a discipline  of  the  mind  and  of  the  body. 
This  has  been  the  secret  of  its  preparedness,  the  armor  of  its  inde- 
pendence. Shall  not  medicine  advocate  for  the  Nation  that  which 
it  has  so  long  tried  and  tested  in  its  own  behalf  ? In  this  democracy, 
military  training  of  a compulsory  character  seems  to  be  viewed  with 
alarm  by  many  as  a kind  of  tyranny.  So  it  is.  So  is  a surgical 
operation.  But,  when  thoroughly  justified  by  the  circumstances, 
whether  exercised  for  the  preservation  of  one  life  only,  or  the  many, 
who  shall  say  it  is  not  worth  the  risk?  Certainly  no  physician. 
Better  a stipulated  domestic  discipline  for  the  preservation  of  the 
Union  than  the  certainty  of  a total  discipline  imposed  from  without. 
“We  must  all  hang  together,  or,  assuredly  we  shall  all  hang  sepa- 
rately,” said  Franklin.  The  advice  is  still  good. 


Five-Day  Treatment  of  Syphilis 


The  development  of  the  five-day  treat- 
ment for  syphilis  and  its  clinical  applica- 
tion has  not  as  yet  reached  the  stage 
where  the  method  can  be  adopted  for 
general  use  outside  of  well-organized 
hospitals.  The  originators  themselves, 
Drs.  Hyman,  Chargin,  and  Liefer,  are 
still  experimenting  with  the  purpose  of 
further  perfecting  its  usefulness.  This 
point  is  stressed  because  of  the  false  im- 
pression many  have  got  from  the  nation’s 
press.  Some  doctors  have  been  accused 
of  incompetency  by  their  patients ; others 
have  had  their  syphilis  patients  seek 
other  care  because  such  patients  would 
no  longer  submit  to  the  usual  course- 
method  of  treatment  which  combines 
with  the  arsenicals  other  antisyphilitic 
drugs. 


The  American  Social  Hygiene  Associa- 
tion, which  has  supervised  the  clinical 
work,  has,  through  the  chairman  of  its 
committee,  Dr.  George  Baehr,  summar- 
ized the  present  status  of  the  five-day 
treatment  as  follows:1  “Modification  and 
improvements  in  the  technic  will  un- 
doubtedly be  made  by  others.  Although 
the  use  of  bismuth  and  other  effective 
therapeutic  agents  might  have  resulted 
in  a more  nearly  perfect  result,  they  were 
omitted  in  order  that  the  effectiveness 
of  the  five-day  treatment  with  the  arseni- 
cal alone  might  be  determined.  Without 
such  adjuvants,  15  per  cent  of  the  cases 
may  require  a second  five-day  treatment 
after  an  interval  of  several  months. 

“The  technic  cannot  be  recommended 
for  general  adoption  until  a larger  volume 
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of  experience  has  been  accumulated  under 
careful  hospital  supervision  and  the  neces- 
sity for  the  supplementary  therapeutic 
agents  has  been  determined.” 

It  would  be  well  for  physicians  to  read 
Clark’s  article  in  the  Journal  of  Social 

Mottled 

An  epidemiologic  problem  but  little 
known  to  the  average  physician  is  the 
prevention  of  the  dental  abnormality 
called  mottled  enamel.1  This  is  a non- 
communicable  disease,  limited  to  definite 
geographic  regions,  and,  like  the  incidence 
of  Graves’  disease  in  the  goiter  belt,  is 
also  dependent  on  a halogen — in  this  in- 
stance, fluorine.  It  occurs  during  the 
period  of  childhood  when  the  enamel  is 
undergoing  calcification  and  is  the  result 
of  the  ingestion  of  fluorine  compounds 
found  mostly  in  drinking  water  but  also  in 
some  foods.  Both  dentine  and  enamel 
are  imperfectly  formed,  and  the  latter  is 
opaque,  chalky  white,  pitted,  and  dis- 
colored in  spots  to  a yellowish  brown. 
It  affects  chiefly  the  permanent  teeth  and, 
strangely  enough,  is  confined  to  the  outer 
surfaces  of  the  upper  front  teeth.2  Once 
established,  mottled  enamel  constitutes 
a permanent  deformity,  and  therapy  can 


1 Hawkins,  J.  W.,  and  Gordon,  J.  E.:  Am.  J.  M.  Sc. 

199:  431  (Mar.)  1940. 

2 McKay,  F.  S. : Operative  Dentistry  (Black,  A.  D.), 

7th  ed.,  1936,  vol.  1,  218. 


Hygiene 1 since  it  is  an  excellent  answer 
to  the  misconceptions  existing  in  the 
public  mind  on  the  subject  of  the  five-day 
treatment  of  syphilis. 


1 Clarke,  W.:  J.  Social  Hyg.  26:  (May)  1940. 

Enamel 

only  be  directed  toward  cosmetic  im- 
provement. The  cost  of  this  to  the 
patient  runs  high,  and  it  is  for  this  rea- 
son that  prevention  assumes  such  an  im- 
portant role  in  the  control  of  chronic  en- 
demic dental  fluorosis. 

According  to  Hawkins  and  Gordon, 
there  is  no  single  ideal  program  of  control. 
By  far  the  best  is  to  assume  that  the 
fluorides  in  the  water  are  less  than  one 
part  per  million.  Where  the  index  of 
mottled  enamel  is  high,  a new  source  for 
water  supply  is  indicated  where  feasible, 
preferably  using  surface  water.  The  lime 
method  proposed  by  Scott3  and  his  as- 
sociates is  the  next  best  but  cannot  be 
used  in  all  instances.  Each  community 
presents  its  own  problem  and  each  must 
be  dealt  with  individually.  The  eventual 
control  of  this  form  of  chronic  fluorosis  will 
save  millions  of  dollars  now  expended  in 
what  can  be  made  unnecessary  dental 
restorations  in  the  later  life  of  children  so 
affected. 

3  Scott,  R.  A.,  et  al.:  J.  Am.  Water  Works  Assn.  29: 

9 (1937). 


“Information — Please” 

Questionnaires  from  the  A.M.A.  relating  to  the  classifica- 
tion of  physicians  for  defense  have  recently  been  received 
in  the  State  of  New  York. 

It  is  highly  important  that  these  be  filled  out  and  returned 
IMMEDIATELY  to  the  A.M.A.,  for  the  tabulation  of  infor- 
mation will  take  time. 

Another  questionnaire  is  in  preparation  by  the  Council 
Committee  on  Military  Preparation  for  use  by  the  county  so- 
cieties and  it  will  contain  still  further  information  needed  by 
the  various  county  societies  of  the  state.  When  they  are 
received  they  should  be  completed  and  returned  at  once. 


TWO  MILK-BORNE  EPIDEMICS  TRACEABLE 
TO  A SINGLE  DAIRY 

Bacillary  Dysentery  Outbreak 

Hollis  S.  Ingraham,  M.D.,  Kingston,  New  York 
( District  State  Health  Officer) 


IN  August  and  September,  1935,  there 
occurred  an  outbreak  of  bacillary 
dysentery  in  Red  Creek,  a village  of 
somewhat  less  than  600  inhabitants  in 
Wayne  County,  New  York. 

In  the  course  of  the  epidemic,  134  per- 
sons are  known  to  have  been  attacked. 
Of  these,  66  were  males  and  68  were  fe- 
males. The  ages  of  patients  ranged  from 
infancy  to  over  90  years  of  age;  42  were 
14  years  of  age  or  less,  and  92  were  15 
years  of  age  or  older.  Attack  rates  for  a 
certain  group  in  the  village  are  shown  in 
Table  1.  It  will  be  observed  that  attack 
rates  were  essentially  the  same  by  sex  but 
that  children  appeared  more  susceptible 
than  adults. 

Clinically,  the  symptoms  were  those  of 
mild  bacillary  dysentery.  Onset  was  sud- 
den in  most  instances,  with  nausea,  vomit- 
ing, abdominal  cramps,  and  diarrhea  fol- 
lowed shortly  by  constitutional  symp- 
toms. The  more  severely  ill  exhibited 
bloody  stools.  Temperatures  of  102  to 
104  F.  were  common  in  children.  The 
average  length  of  stay  in  bed  was  slightly 
over  two  days,  many  patients  remaining 
ambulant.  Five  patients  were  hospital- 
ized and  several  patients  were  confined 
to  bed  for  over  a month.  There  were  no 
deaths. 

The  incubation  periods  as  determined 
for  6 persons  believed  to  have  had  single 
exposures  varied  from  twenty-four  to 
sixty  hours. 

Fecal  specimens  were  obtained  from  33 
patients.  These  were  taken  for  the  most 
part  after  clinical  recovery.  Specimens 
from  12  persons  were  positive  for  dysen- 
tery bacilli  of  the  Flexner  group.  Fecal 
specimens  were  secured  from  18  family 
contacts  of  patients;  of  these,  two  were 
positive  for  the  same  organism. 

The  first  instance  of  illness  was  on 


August  24,  the  modal  day  was  reached  on 
September  9,  and  only  2 cases  occurred 
after  September  18.  Onsets  by  weeks 
are  shown  in  Table  2. 

Cases  of  illness  were  confined  to  Red 
Creek  or  to  persons  working  or  attending 
school  in  Red  Creek,  and  there  was  no 
concentration  of  illness  in  any  one  section 
of  the  village.  Since  most  patients  gave 
no  history  of  contact  with  a previous  case 
and  since  the  epidemic  was  so  circum- 
scribed in  space  and  time,  it  seemed  obvi- 
ous that  it  had  been  spread  by  a common 
vehicle  of  infection.  No  public  gathering 
had  been  attended  by  most  of  the  patients 
attacked.  The  only  vectors  to  which 
most  patients  had  been  exposed  were  the 
village  water  supply  and  raw  milk  dis- 
tributed by  Dealer  A;  these  were  deliv- 
ered to  about  95  per  cent  and  75  per  cent 
of  the  villagers,  respectively. 

Among  590  persons  interviewed  in  a 
house-to-house  canvass,  histories  of  use 
of  village  water  and  milk  from  Dealer  A 
were  obtained  according  to  history  of  ill- 
ness as  shown  in  Table  3.  It  will  be  ob- 
served that  there  was  a highly  significant 
difference  in  attack  rates  between  users 
and  nonusers  of  Dealer  A’s  raw  milk  but 
that  attack  rates  were  practically  identi- 
cal among  users  and  nonusers  of  village 
water.  It  can  further  be  seen  that  among 
the  560  persons  exposed  to  village  water 
attack  rates  were  significantly  higher 
among  milk  users. 

There  were  many  persons  in  the  village 
school  and  canning  factory  who  did  not 
reside  in  the  village.  All  of  these  were 
exposed  to  the  municipal  water  supply 
while  at  work  or  school,  but  few  used 
Dealer  A’s  milk.  There  were  66  workers 
in  the  canning  factory,  49  of  whom  lived 
out  of  the  village.  Only  18  workers  had 
used  the  suspected  milk;  6 of  these  de- 
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TABLE  1. — Red  Creek  Dysentery,  August  and  September,  1935 
Attack  Rates  by  Age  and  Sex  for  Regular  Customers  of  Dealer  A 


No.  of  Persons 
/ Interviewed * 

✓ No.  of  Cases - 

✓ Attack  Rate,  Percentage n 

Age 

Male 

Female 

Male 

Female 

Male 

Female 

Total 

0-14 

38 

38 

17 

20 

44.7 

52.6 

48.7 

15  and  over 

140 

175 

37 

44 

26.4 

25.1 

25.7 

Total 

178 

213 

54 

64 

30.3 

30.0 

30.2 

TABLE  2. — Red  Creek  Dysentery,  August  and  September,  1935 
Onsets  of  Illness  by  Weeks 

Week 
Ending 
Aug.  30 

Number  of  patients  whose  onsets  fell  during  period  15 

Week 
Ending 
Sept.  6 
25 

Week 
Ending 
Sept.  13 
80 

Week 
Ending 
Sept.  20 
12 

Week 
Ending 
Sept.  27 

1 

Week 

Un- 

known 

1 

veloped  dysentery.  Forty-eight  persons 
in  the  factory  had  drunk  none  of  the  milk 
in  question  and  only  3 became  ill,  and  2 
of  these  had  been  in  contact  with  a pre- 
vious case. 

A brief  survey  of  diarrheal  illness  was 
made  in  the  school,  but  detailed  histories 
were  not  taken;  hence,  cases  occurring 
among  nonresident  school  children  are  not 
included  in  the  tables. 

In  the  school  there  were  97  pupils  resi- 
dent in  the  village  and  115  pupils  not  resi- 
dent in  the  village.  All  these  children 
drank  village  water  at  school,  but  no  non- 
resident pupils  used  Dealer  A’s  milk. 
During  the  first  week  of  school,  Septem- 
ber 3 to  10,  16  village  pupils  developed 
diarrhea,  15  of  whom  had  used  Dealer 
A’s  milk.  Three  nonvillage  pupils  were 
affected  during  this  same  time.  After 
September  10,  when  opportunity  for  con- 
tact had  occurred,  22  village  pupils  and  12 
nonvillage  pupils  were  affected. 

As  evinced  by  Table  4,  attack  rates 
varied  directly  as  to  milk  consumption. 

These  figures  offer  satisfactory  statisti- 
cal evidence  that  raw  milk  from  Dealer  A 
was  associated  with  the  carriage  of  bacil- 
lary dysentery. 

The  implicated  dairy  farm  supplied 
daily  slightly  over  150  quarts  of  raw  milk 
and  cream  to  Red  Creek  village.  Twelve 
persons  lived  on  this  farm,  four  of  whom 
were  ill  during  the  course  of  the  epidemic. 
From  2 of  these  patients,  Bacillus  dysen- 
teriae  Flexner  was  isolated  after  recovery. 
In  addition,  the  same  organism  was  iso- 
lated from  2 members  of  the  family  who 
had  not  been  ill.  One  of  these  was  the 


dairyman  himself.  Positive  fecal  speci- 
mens were  secured  from  him  on  September 
20  and  on  September  26.  He  subse- 
quently yielded  negative  specimens.  It 
is  of  interest  that  urinary  specimens  posi- 
tive for  B.  dysenteriae  were  secured  from 
one  of  the  patients  on  the  farm  as  late  as 
three  months  after  recovery.  No  history 
of  illness  prior  to  the  epidemic  could  be 
obtained  from  any  member  of  the  dairy 
farm  household. 

Pasteurization  of  all  milk  was  required 
at  the  beginning  of  the  investigation,  but 
by  that  time  the  epidemic  had  spontane- 
ously terminated.  No  further  cases  ap- 
peared after  Dealer  A was  again  permitted 
to  sell  raw  milk.  The  original  source  of 
infection  was  not  certainly  discovered 
nor  were  the  factors  that  brought  about 
the  cessation  of  the  epidemic.  It  seems 
likely  that  the  dairyman  had  acquired  a 
temporary  carrier  state  and  had  directly 
contaminated  the  milk.  Possibly  the 
termination  of  the  epidemic  was  the  result 
of  exhaustion  of  susceptibles,  since  nearly 
one-third  of  the  customers  of  Dealer  A 
were  attacked  (Table  1). 

TABLE  3. — Red  Creek  Dysentery,  August  and 
September, 1935 

Attack  Rates  According  to  Use*  of  Milk  from  Dealer  A 
and  of  Village  Water 


Vehicle 

Persons 

Cases 

Attack 

Rate, 

Percentage 

Used  Dealer  A’s  milk 

400 

123 

30.8 

Did  not  use  Dealer  A’s 
milk 

190 

11 

5.8 

Used  village  water 

560 

127 

22.7 

Did  not  use  village  water 

30 

7 

23.3 

Used  village  water  and 
A’s  milk 

385 

116 

30.1 

Used  village  water,  no  A 
milk 

175 

11 

6.2 

* Includes  any  use  immediately  before  illness,  or  if  not 
ill,  during  outbreak. 
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TABLE  4. — Red  Creek  Dysentery,  August  and  September,  1935 
Attack  Rates  According  to  Age  and  Average  Quantity  of  Milk  Consumed  per  Day  Among  Regular  Customers  of  Dealer  A 


-0-14 - ✓ 15  and  over s * Attack  Rate,  Percentag* 


Av.  Daily  Milk 
Consumption 

Persons 

exposed 

Cases 

Persons 

exposed 

Cases 

0-14 

15  and  over 

None 

7 

2 

31 

2 

28.6 

6.7 

1-15  oz. 

21 

8 

233 

59 

38.1 

25.3 

16  oz.  and  over 

48 

27 

49 

20 

56.3 

40.8 

Scarlet  Fever  Outbreak 

In  the  latter  part  of  February,  1936,  at- 
tention was  again  called  to  an  outbreak  of 
illness  in  Red  Creek,  the  disease  being 
scarlet  fever  on  this  occasion.  During 
the  course  of  this  epidemic,  73  cases  oc- 
curred. Thirty-one  patients  were  males 
and  42  females;  22  were  14  years  of  age 
or  less,  and  51  were  15  years  of  age  or 
older. 

Clinically,  the  disease  was  typical  scar- 
let fever  of  moderate  severity,  character- 
ized by  sore  throat,  fever,  and  cervical 
adenopathy.  A characteristic  rash  was 
observed  in  50  per  cent  of  the  cases. 
Rash  was  seen  in  over  two-thirds  of  the 
patients  14  years  of  age  of  less.  Compli- 
cations consisted  of  arthritis,  pneumonia, 
otitis  media,  mastoiditis,  meningitis,  ery- 
sipelas, and  quinsy.  Throat  cultures 
secured  from  patients  while  acutely  ill 
were  positive  for  hemolytic  streptococci. 
There  were  3 deaths. 

Dates  of  onsets  of  cases  by  weeks  is 
shown  in  Table  5.  This  outbreak  was 
relatively  gradual  in  its  development  as 
compared  with  most  milk-borne  strepto- 
coccic outbreaks.  Nevertheless,  it  rose 
and  fell  much  more  rapidly  than  is  usual 
in  contact  epidemics  of  scarlet  fever. 

The  outbreak  was  limited  geographi- 
cally to  the  village,  there  being  no  undue 
incidence  among  persons  in  the  surround- 
ing towns  or  villages.  The  age  distribu- 
tion was  characteristic  of  milk-borne  out- 
breaks of  streptococcic  infections,  70  per 
cent  of  the  cases  being  in  individuals  15 
years  of  age  or  older.  The  relatively  sud- 
den onset  of  the  epidemic  and  inability  to 
elicit  a history  of  contact  with  a previous 
case  from  any  considerable  number  of 
patients  strengthened  this  suspicion. 
Epidemiologic  analysis  amply  confirmed 
this  preliminary  conclusion.  Raw  milk 
from  Dealer  A was  the  only  vector  to 
which  most  patients  had  been  exposed. 


TABLE  5. — Red  Creek  Scarlet  Fever,  February  and 
March,  1936 

Onsets  of  Illness  by  Weeks 


Week 
Ending 
Feb.  1 

Week 
Ending 
Feb.  18 

Week 
Ending 
Feb.  25 

Week 
Ending 
Mar.  3 

Week 
Ending 
Mar.  10 

Number  of  pa- 
tients whose 
onsets  fell 
during  pe- 
riod 2 

14 

46 

10 

1 

TABLE  6. — Red  Creek  Scarlet  Fever,  February  and 
March,  1936 

Attack  Rates  Among  Users  and  Nonusers  of  Dealer  A’s 
Milk 

Persons* 

Cases 

Attack  Rate, 
Percentage 

Used  A’s  milk 
Did  not  use  A’s  milk 

380 

152 

72 

1 

18.9 

0.66 

* Fewer  persons  interviewed  than  previously  chiefly 
because  canning  factory  closed. 


As  can  be  seen  from  Table  6,  the  attack 
rate  among  users  of  Dealer  A’s  milk  was 
twenty-nine  times  as  high  as  among  non- 
users of  this  milk. 

Among  the  97  village  pupils  in  the  Red 
Creek  school  there  were  21  patients,  all 
of  whom  used  Dealer  A’s  milk.  Among 
the  115  out-of-village  pupils,  none  of 
whom  used  Dealer  A’s  milk,  there  were 
no  cases.  These  figures  would  indicate 
that  the  outbreak  was  indeed  spread  by 
raw  milk  supplied  by  Dealer  A. 

Hemolytic  streptococci  of  Group  A of 
the  Lancefield  classification  were  isolated 
from  a sample  of  Dealer  A’s  bottled  milk 
secured  on  February  27.  Examination  of 
his  herd  disclosed  a cow  suffering  from 
acute  mastitis.  From  the  affected  quar- 
ter, a specimen  of  milk  was  secured  which 
contained  hemolytic  streptococci  of  Group 
A of  Lancefield’ s classification. 

No  history  of  illness  was  admitted  by 
any  members  of  the  dairy  farm  household 
nor  did  any  give  evidence  of  recent  strep- 
tococcic infection.  Hence,  no  clue  as  to 
the  human  source  of  the  cow’s  infection 
could  be  procured. 

Investigation  of  the  outbreak  was  be- 
gun on  February  27,  from  which  time  pas- 
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teurization  of  all  Dealer  A’s  milk  and 
cream  was  required.  The  outbreak 
quickly  terminated  following  the  institu- 
tion of  this  measure. 


Subsequent  to  this  epidemic,  the  village 
of  Red  Creek  passed  an  ordinance  re- 
quiring permanently  the  pasteurization  of 
all  milk  and  cream  sold  in  the  village. 
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“To  provide  comforts  and  necessities  for  Great  Britain 
at  war ” 


BUNDLES  FOR  BRITAIN 

480  PARK  AVENUE 
NEW  YORK  CITY 

PLaza  3-1877-8-9 


July  2,  1940 


T o the  Editor: 

Faced  with  the  horrors  of  immediate  invasion,  England 
is  setting  up  great  numbers  of  sub-hospital  bases 
throughout  the  entire  country  to  care  for  the  large- 
scale  casualties  which  now  seem  inevitable. 


There  will  be  an  imperative  need  for  surgical  in- 
struments and  hospital  supplies  to  handle  this  critical 
situation.  As  a voluntary  organization  of  Americans, 
we  are,  therefore,  appealing  to  the  medical  profession 
of  America  for  assistance.  Instruments  and  equipment, 
even  somewhat  out  of  date,  so  long  as  they  are  in  good 
condition,  would  save  untold  lives  at  this  dark  moment 
for  Great  Britain 


We  have  on  hand  a complete  list*  of  the  things  for 
which  we  have  had  urgent  appeals,  and  if  your  members 
feel  that  they  can  help  us  we  shall  be  very  glad  to 
send  it  to  them. 


BUNDLES  FOR  BRITAIN  is  licensed  by  the  State 
Department,  235,  to  ship  through  the  Allied  Relief 
Fund  directly  to  the  British  Red  Cross,  which  dis- 
tributes the  articles  through  England. 


It  is  only  too  obvious  that  the  question  of  time  is  of 
paramount  importance  at  this  dark  hour  for  civiliza- 
tion. We  hope  to  hear  soon  in  regard  to  this  work  of 
mercy. 

Very  sincerely  yours, 

Mrs.  Wales  Latham, 

President,  BUNDLES  FOR  BRITAIN 


[*  See  page  1194.  For  further  information  write  to  the  Duchess  of  Leinster 
at  the  above  address — Editor] 


THE  IMPORTANCE  OF  A NEW  X-RAY  EFFECT  FOR  OUR 
DAILY  DIAGNOSTIC  AND  THERAPEUTIC  X-RAY  WORK 

Siegfried  W.  Westing,  M.D.,  Brooklyn,  New  York 
( From  the  Department  of  Radiology,  Department  of  Hospitals,  New  York  City ) 


The  pioneer  x-ray  workers  did  not 
know,  did  not  even  suspect,  that  the 
x-rays,  apart  from  their  photographic 
properties,  had  any  appreciable  effect  on 
biologic  objects.  One  by  one,  these  vari- 
ous effects  made  their  appearance ; burns, 
epilation,  blood  changes,  sterility,  and 
cure  of  diseases  were  observed  and  are  now 
either  controlled  by  protective  measures 
or  produced  at  will  for  the  benefit  of  the 
sick.  Further  unexpected  consequences 
occurred  in  the  form  of  late  sequelae : f .i. , 
in  a few  patients  skin  ulcers  developed  at 
the  site  of  intense  x-ray  treatment  many 
years  after  the  cessation  of  the  treatment. 
Now,  after  forty-four  years  of  experience 
with  x-rays,  we  assume  that  our  knowl- 
edge as  to  their  effects  and  by-effects  is 
rather  definitive  and  that  additional  sur- 
prises can  hardly  be  in  store  for  us. 

However,  in  taking  such  an  attitude  we 
are  committing  a serious  oversight.  We 
disregard  the  fact  that  in  testicles  and 
ovaries  is  located  the  hereditary  material, 
which  is  passed  on  from  the  individual  to 
his  or  her  children  and  from  these  children 
to  all  the  succeeding  generations  and  thus 
is  endowed  with  an  unlimitedly  long  exist- 
ence. We  know  the  immediate  effect  of 
large  amounts  of  x-rays  on  the  reproduc- 
tive organs — namely,  temporary  or  per- 
manent sterility.  But  forty-four  years 
did  not  give  us  the  chance  to  determine 
whether  substerilizing  and  temporarily 
sterilizing  doses  may  not  have  any  late 
effect  on  the  hereditary  material. 

The  situation  is  rather  perplexing.  In 
our  diagnostic  and  therapeutic  x-ray 
work,  we  daily  expose  reproductive  organs 
to  more  or  less  x-rays.  It  is  really  not 
idle  curiosity;  it  is  the  feeling  of  a far- 
reaching  responsibility  that  prompts  us  to 
search  for  an  answer — be  it  even  a pre- 
liminary one — to  the  question:  What  is 

a safe  dose  for  testicles  and  ovaries? 


In  our  dilemma  we  have  no  alternative 
but  to  turn  to  plant  and  animal  experi- 
ments. On  organisms  much  shorter  lived 
than  man,  observations  can  be  carried 
through  numerous  generations  in  a com- 
paratively short  time  and — in  contradis- 
tinction to  human  beings — mating  of 
these  subjects  is  controllable  by  the  ex- 
perimenter. I just  said  we  have  to  turn 
for  information  to  people  who  do  labora- 
tory experiments.  To  be  frank,  we  do 
not  have  to  turn  to  them;  they  have 
turned  to  us,  and  they  are  warning  us. 

Hermann  J.  Muller,1  then  professor  of 
zoology  at  the  University  of  Texas,  speaks 
to  us  in  Otto  Glasser’s  book,  The  Science 
of  Radiology.  His  experiments  were  done 
on  the  fruit  fly  and  were  confirmed  by  all 
of  the  many  subsequent  workers  on  fruit 
flies  as  well  as  on  numerous  other  species 
of  plants  and  animals.  Muller’s  treatise 
is  of  fundamental  importance;  it  is  writ- 
ten in  a most  fascinating  manner  and 
should  be  read  by  all  radiologists. 

The  subject  was  once  more  presented 
to  us  by  M.  Demerec,2  of  the  Carnegie 
Institution  of  Washington,  Cold  Spring 
Harbor,  New  York,  in  the  August,  1936, 
issue  of  Radiology.  Unfortunately,  as  far 
as  one  can  gather  from  the  American 
literature,  these  warnings,  just  as  Mul- 
ler’s, have  not  been  given  the  attention 
they  deserve.  Some  physicians  are  as  yet 
unaware  of  the  fact  that  a new  science 
has  come  into  existence — namely,  radia- 
tion genetics.  This  science  is  using  a 
great  many  technical  terms  and  graphic 
symbols  difficult  to  digest  for  outsiders 
and  has  produced  a literature  too  volumi- 
nous3-4’5,6  to  be  readily  absorbed  by  the 
average  medical  mind.  But  its  startling 
conclusions  can  be  understood  easily. 

Let  me  summarize  in  eight  paragraphs 
what  the  authoritative  geneticists  the 
world  over  are  asserting. 
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1.  X-rays  are  a sure,  in  fact  the  surest, 
means  to  produce  changes  in  the  offspring 
of  the  irradiated  animal.  These  changes 
may  become  manifest  in  the  first  or  in  one 
of  the  later  generations,  and  they  are 
transmissible  through  an  endless  succes- 
sion of  generations.  Most  of  them  will 
not  manifest  themselves  unless  both 
father  and  mother  have  been  irradiated 
or  come  from  irradiated  stock. 

2.  The  changes  are  of  structural  and 
of  functional  character.  The  great  ma- 
jority of  them  are  disadvantageous. 

3.  The  effect  of  the  rays  on  the  heredi- 
tary material  increases  in  direct  propor- 
tion to  the  amount  of  radiation.  The  ef- 
fect is  irreversible  and  cumulative  over 
an  indefinitely  long  period  of  the  life  of 
the  hereditary  material.  That  means 
that  the  effect  is  cumulative  during  the 
life  of  the  individual  plus  the  life  of  its 
offspring  through  the  generations.  There 
is  no  recovery  from  this  radiation  effect, 
and  the  results  are  independent  of  the 
spacing  of  the  dose.  Subthreshold  and 
ineffective  doses  do  not  exist;  even  mini- 
mal doses  have  a lasting  effect. 

4.  The  developmental  state  of  the 
germ  cells  at  the  time  of  irradiation  is  of 
little  or  no  influence  on  the  ultimate 
effect. 

5.  Neutrons,  gamma-rays  of  radium, 
and  Grenz-rays  behave  just  as  x-rays. 
The  effect  is  independent  of  the  wave 
length. 

6.  The  effect  is  a direct  one.  Irradia- 
tion of  other  parts  of  the  body  does  not 
produce  these  changes  of  the  hereditary 
material. 

7.  The  research  is  now  being  extended 
to  mammals.  The  mammal  tests — neces- 
sarily more  expensive  and  more  time-con- 
suming than  tests  on  fruit  flies — are  not 
yet  numerous  enough  for  statistical 
evaluation,  but  they  do  give  evidence  of 
hereditary  changes  produced  by  irradia- 
tion of  guinea  pigs  (Martius  and  Kroen- 
ing,7  Goettingen  University).  In  the 
case  of  mice  (Snell, 8*9*10  Bar  Harbor, 
Maine),  the  tests  do  prove  the  production 
in  large  numbers  of  regularly  inherited 
“semisterility,”  which  caused  the  death 
in  utero  of  half  of  the  young  conceived, 


half  of  the  remainder  carrying  the  genetic 
disturbance  which  continued  the  disorder 
to  the  next  generation  and  so  on  down. 
The  most  demonstrative  mammal  experi- 
ments were  conducted  by  Paula  Hert- 
wig.11  Male  mice  were  subjected  to  tem- 
porary x-ray  sterilization,  and  after  cer- 
tain breeding  maneuvers  (father- daughter 
mating)  severe  deformities  and  grave 
diseases  became  manifest  in  a large  per- 
centage of  the  great-grandchildren  and 
their  offspring.  The  illustrated  report 
of  these  well-controlled  experiments  can- 
not fail  to  make  a deep  impression  on 
every  reader. 

8.  Although  the  applicability  of  these 
observations  to  the  human  race  has  not 
been  demonstrated  as  yet,  the  geneticists 
maintain  that  human  beings  must  be  re- 
garded just  as  amenable  to  this  radiation 
effect  as  animals  and  plants  until  proved 
otherwise.  While  the  doses  in  human 
beings  may  be  larger  or  smaller  than  in  the 
laboratory  animals,  they  probably  are 
pretty  much  the  same. 

The  opinions  of  the  geneticists  concern- 
ing human  beings  may  be  right  or  wrong. 
Should  they  be  right,  they  would  be  of 
tremendous  importance  to  everyone  who 
switches  on  an  x-ray  tube  and  would  place 
a serious  responsibility  on  our  shoulders. 
Since  the  geneticists  are  unanimous  in  this 
respect,  let  us  suppose  for  a moment  that 
their  fears  are  justified  and  that  their 
warnings  have  to  be  heeded  and  let  us 
determine  what  their  teachings  mean  to 
medical  practice. 

At  the  outset  I wish  to  emphasize  that 
we  are  not  concerned  here  with  persons 
past  the  procreative  age  but  solely  with 
such  exposures  that  take  in  the  generative 
organs  of  children  and  adults  young 
enough  to  be  eligible  for  future  father- 
hood or  motherhood.  In  the  following 
discourse  these  two  groups  will  be  referred 
to  as  young  persons.  Under  the  as- 
sumption that  the  geneticists  are  right, 
every  exposure — -fluoroscopic,  roentgeno- 
graphic,  and  radiotherapeutic — that  either 
directly  or  by  scattered  radiation  hits  the 
sex  glands  of  a young  person  has  an  indel- 
ible effect,  increasing  with  the  amount  of 
rays  applied  to  this  individual  and  his  or 
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her  descendants.  Many  of  the  injurious 
results  may  become  manifest  under  cer- 
tain conditions  only:  It  would  be  neces- 

sary that  both  the  paternal  and  the  ma- 
ternal hereditary  material  had  been  in- 
jured and  injured  in  an  identical  way.  If 
a sperm  damaged  as  to  the  formation  of 
fingers  is  united  with  an  ovum  damaged 
as  to  blood,  no  ill  effect  may  show,  but 
if  both  happen  to  carry  identical  defects, 
undesirable  changes  are  bound  to  appear 
in  a large  percentage  of  the  offspring  of 
such  a marriage.  The  probability  of  such 
a marriage  will  be  greater  the  more  the 
sex  glands  of  the  population  had  been 
exposed  to  a considerable  amount  of  rays. 
The  probability  that  changes  will  become 
manifest  increases  as  the  amount  of  rays 
hitting  the  sex  glands  of  the  population  as 
a whole  increases. 

Always  supposing  that  the  geneticists 
are  right,  we  are  facing  the  task  of  revis- 
ing our  conceptions  of  safety.  Up  to  now 
we  are  calling  safe  that  which  does  not 
affect  the  health  or  fertility  of  the  irradi- 
ated individual  and — in  case  of  preg- 
nancy— of  the  child  to  be  born.  But  ac- 
cording to  the  geneticists  a procedure  may 
be  harmless  for  the  exposed  and  his  or  her 
immediate  progeny  and  not  at  all  harm- 
less for  later  generations.  Furthermore, 
a supposedly  harmless  procedure  may  de- 
velop into  a hazardous  one  if  repeated 
during  the  life  of  the  individual  or  his  or 
her  children,  due  to  accumulation.  And 
still  further,  the  irradiation,  thought  to 
be  applicable  with  impunity,  may  be  ex- 
tended to  so  many  people  that  intermar- 
riage of  irradiated  individuals  will  become 
a frequent  occurrence  with  the  undesir- 
able consequences  of  such  a union  for  the 
offspring.  In  connection  with  safety,  it 
is  customary  to  think  in  terms  of  years 
and  individuals,  but,  if  the  geneticists  are 
right,  we  will  have  to  replace  “years”  by 
“generations”  and  “individuals”  by 
“population.” 

Some  of  the  physicians  who  learn  about 
the  problem  propose  not  to  heed  the  warn- 
ings of  the  geneticists  until  an  actual  case 
of  such  radiation  injury  in  a human  being 
is  demonstrated  to  them.  Right  now  no 
such  case  is  on  record.  But  we  must  not 


overlook  that  according  to  the  geneticists 
these  changes,  as  a rule,  will  not  appear  in 
the  first  or  second  but  in  a later  genera- 
tion. So  far,  our  observations  on  man  do 
not  cover  a sufficiently  large  number  of 
generations  and — necessarily — will  not  do 
so  for  quite  a while  to  come.  If  we  plan 
to  postpone  action  until  the  first  damaged 
offspring  makes  its  appearance,  it  may  be 
too  late  to  prevent  additional  disaster. 
For,  should  the  geneticists  be  right,  during 
the  intervening  time  our  activities  would 
increase  the  latent  damage,  and  this 
latent  damage,  which  is  said  to  be  irrepa- 
rable, would  become  manifest  sooner  or 
later  in  spite  of  the  precautions  taken 
after  the  first  alarming  report.  This  con- 
sideration renders  it  imperative,  in  my 
opinion,  to  take  some  action  now,  even 
when  this  action  is  based  on  suspicion 
only. 

We  are  being  informed  by  the  geneti- 
cists of  a hitherto  unknown  biologic  effect 
of  the  x-rays  on  laboratory  animals.  Our 
present  situation  is  very  analogous  to  the 
one  following  Albers-Schoenberg’s  discov- 
ery of  the  sterilizing  effect  of  the  x-rays  on 
rabbits  and  guinea  pigs.  It  took  about  a 
year  to  establish  the  applicability  of  this 
effect  to  human  beings.  In  the  mean- 
time some  physicians  anticipated  the  ex- 
istence of  a sterilizing  effect  on  man  and 
pleaded  for  increased  protection,  while 
others  called  such  admonitions  exagger- 
ated.12 Today  everybody  knows  that 
the  increased  protection  is  actually  indi- 
cated. 

What,  then,  is  to  be  done  in  our  present 
situation?  We  ought  to  inaugurate  a 
system  of  partial  prohibition.  We  ought 
to  restrict  our  diagnostic  and  therapeutic 
radiation  activities  in  the  lower  abdomi- 
nal sphere  of  young  persons  to  definitely 
indicated  procedures  and  to  employ  the 
rays  only  after  other  means  are  exhausted 
and  when  considerable  benefit  is  to  be  ex- 
pected from  their  use.  We  ought  to 
weigh  very  carefully  whether  or  not  the 
gravity  of  the  disease  and  the  diagnostic 
or  therapeutic  value  of  each  exposure 
warrants  the  price  of  the  potential  risk  in- 
volved. We  ought  to  use  discrimination. 
Practical  examples  will  clarify  my  point. 
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When  a girl  fractures  her  pelvis,  an  x-ray 
examination  is  so  important  to  her  entire 
future  that  we  will  not  hesitate  to  apply 
about  y2  r to  her  ovaries  (which  is  the 
amount  estimated  to  reach  the  ovaries 
when  the  pelvis  is  roentgenographed13), 
even  if  it  does  involve  a potential  danger 
to  her  great-grandchildren.  Each  time 
a re-examination  is  contemplated,  we 
should  question  ourselves  again  whether 
the  benefit  to  be  expected  from  the  ex- 
amination outweighs  the  potential  dam- 
age to  future  generations.  Another  ex- 
ample is  pregnancy  roentgenography.  It 
is  all  well  and  good  when  important  infor- 
mation is  to  be  gained,  but  the  suggestion 
of  one  prominent  obstetrician  to  make 
pregnancy  roentgenography  a routine  pro- 
cedure is  to  be  condemned,  in  my  opinion, 
as  long  as  doubt  exists  as  to  late  changes. 
High-speed  intensifying  screens  should  be 
employed  in  pelvic  roentgenography  of 
young  persons  in  order  to  reduce  the 
dose. 

The  same  restrictions  should  apply  to 
any  exposure  of  the  lower  abdomen  of 
young  people,  male  or  female,  pregnant  or 
not  pregnant,  including  urologic  and  in- 
testinal studies. 

For  the  sake  of  clarity  I wish  to  dwell 
for  a moment  on  the  subject  of  pregnancy. 
Because  of  the  high  sensitivity  of  the 
fetus,  especially  during  the  first  four 
months,  and  its  tendency  to  develop  into 
a monster  after  therapeutic  doses  of  pelvis 
irradiation,  all  agree  that  such  radio- 
therapy should  be  withheld  during  preg- 
nancy, except  when  abortion  is  desired. 
Diagnostic  x-ray  procedures  of  ordinary 
extent  are  conventionally  considered 
harmless,  because  no  outward  manifesta- 
tions of  damage  have  ever  been  observed 
in  mother  and  child.  However,  the 
teachings  of  the  radiation  geneticists  are 
creating  doubt  in  our  minds  as  to  the  in- 
nocuousness of  diagnostic  as  well  as 
therapeutic  radiation  performed  in  the 
region  of  the  gonads  of  young  people, 
male  as  well  as  female,  not  pregnant  as 
well  as  pregnant.  Experimental  research 
suggests  the  possibility  of  undesirable 
consequences.  These  consequences  may 
remain  latent  at  first  and,  under  certain 


circumstances,  become  manifest  in  subse- 
quent generations. 

A few  examples  from  the  field  of  ther- 
apy are:  In  a case  of  subchronic  osteo- 

myelitis of  the  pubic  bones  in  a 10-year- 
old  girl,  the  question  of  x-ray  treatment 
was  discussed.  When  the  possible  dan- 
ger to  the  ovary  was  pointed  out  to  the 
surgeon,  he  inquired  whether  one  could 
not  keep  the  amount  of  rays  that  pene- 
trate down  to  the  ovaries  below  the  ster- 
ilizing dose.  One  certainly  can.  Fifty  r 
probably  would  reach  the  ovaries  at  the 
most.  But  in  the  light  of  the  geneticists’ 
warnings,  even  doses  far  below  the  steril- 
izing dose  have  to  be  applied  with  hesita- 
tion. X-ray  treatment  in  such  a case  cer- 
tainly is  the  last  method  rather  than  the 
first  to  which  one  would  resort. 

Dermatologists  often  have  more  than 
one  remedy  at  their  disposal.  If  they 
knew  that,  according  to  the  geneticists, 
even  small  doses  to  the  reproductive  or- 
gans may  not  be  harmless,  they  often 
could  give  preference  to  agents  other  than 
x-rays  in  the  lower  abdominal  sphere. 

For  intrapelvic  infections,  pulmonary 
tuberculosis,  and  some  other  conditions, 
temporary  x-ray  sterilization  has  been 
recommended.  The  dose  necessary  is 
about  150  r to  the  ovary.  The  Journal 
of  the  American  Medical  Association 14  in 
answer  to  an  inquiry  stated:  “There  has 

been  controversy  on  this  subject,  but  the 
consensus  is  that  radiation  therapy  ap- 
plied before  fertilization  of  an  ovum  does 
no  harm.”  I challenge  the  word  “con- 
sensus.” While  the  opinion  expressed  in 
the  Journal  is  probably  that  of  many  of 
our  leading  radiologists,  it  is  not  shared 
by  all  of  them.15’16*17,18  The  English  also 
dissent.  I wish  to  quote  from  Colwell 
and  Russ,19  who  wrote  a book  welcomed 
by  the  British  X-Ray  and  Radium  Pro- 
tection Committee:  “Most  of  the  recent 

authorities  are,  we  think,  in  agreement 
that  radiation  of  the  ovaries  in  those  who 
expect  to  have  children  is  best  avoided” 
(page  89).  “The  possible  influence  of 
ovarian  radiation  on  succeeding  genera- 
tions begotten  of  the  offspring  of  an  ir- 
radiated mother  must  not  be  overlooked” 
(page  103).  “A  careful  survey  of  the 
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literature  leads  us  to  the  conclusion  that 
the  great  bulk  of  responsible  opinion  is 
decidedly  against  the  temporary  steriliza- 
tion of  women  who  may  afterwards  bear 
children”  (page  104).  In  Germany  tem- 
porary x-ray  sterilization  is  no  longer 
practiced  on  account  of  possible  damage 
to  the  offspring.  As  early  as  1931,  I20  re- 
ported about  this  attitude  abroad  in  the 
Journal  of  the  American  Medical  Associa- 
tion. 

Another  debatable  therapeutic  indica- 
tion is  the  treatment  of  sterility  by  small 
x-ray  doses  to  the  ovary,  amounting  to 
about  100  r.  Concerning  this  indication, 
Colwell  and  Russ19  make  the  following 
statement : “No  defective  offspring  have 

so  far  been  recorded  so  far  as  we  have  ex- 
amined the  literature,  nevertheless  it  is 
obviously  a procedure  to  be  employed — 
if  it  is  employed — with  the  greatest  cau- 
tion and  when  all  other  means  of  influenc- 
ing the  ovarian  functions  as  by  regulation 
of  the  general  health  or  such  other  means 
as  expert  gynecological  examination  may 
suggest  have  failed”  (page  107).  It  is  up 
to  the  physician  to  decide  whether  the 
immediate  benefit  to  the  family  warrants 
the  possible  hazard  to  future  generations. 

Therapeutic  abortion  with  the  help  of 
x-rays  requires  about  360  r to  the  uterus 
and  necessarily  a similar  amount  to  the 
ovaries.  Here,  too,  possible  damage  to 
the  germ  plasm  should  be  taken  into  con- 
sideration, and  caution  is  all  the  more  ad- 
visable as  the  ovarian  dose  is  compara- 
tively large.  I fully  agree  with  Colwell 
and  Russ19  that  this  procedure  should  be 
limited  to  patients  who  are  not  subse- 
quently to  become  mothers  again  (page 
110). 

If  there  is  room  for  debate  about  the 
worth  of  the  procedures  mentioned  so  far, 
there  are  two  classes  of  exposures  that  are 
unquestionably  unnecessary  and  should 
be  avoided  at  all  times.  First,  it  is  en- 
tirely unnecessary,  and  in  my  opinion  ob- 
jectionable, to  leave  a young  patient’s 
genitals  unprotected  on  the  occasion  of 
examination  and  treatment  of  other  re- 
gions of  his  or  her  body.  It  is,  f.i.,  so 
simple  to  cover  the  testicles  with  lead 
during  kidney  roentgenography  and  to 
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spare  them  the  useless  exposure  of  ap- 
proximately 2.5  r per  film  (oral  com- 
munication from  Dr.  Ramsay  Spillman, 
New  York  City,  with  whose  setup  this 
figure  was  obtained  by  the  physicist  Carl 
B.  Braestrup).  And  it  is  still  simpler  to 
protect  the  genitals  in  every  single  in- 
stance from  stray  radiation  during  ex- 
aminations and  treatments  of  the  head, 
neck,  chest,  and  extremities.  It  would  be 
very  advisable  indeed  to  handle  our  young 
patients  at  all  times  as  though  we  had  to 
protect  an  unexposed  film  carried  next  to 
their  genitals. 

Secondly,  it  is  entirely  unnecessary,  and 
in  my  opinion  objectionable,  to  expose  to 
direct  or  stray  radiation  the  genitals  of 
the  operators;  that  means  physicians, 
dentists,  veterinarians,  technicians,  serv- 
ice men,  physicists,  engineers,  and  their 
helpers  and  onlookers,  as  long  as  they  are 
young  in  the  sense  of  this  paper. 

In  case  the  operators’  exposures  remain 
within  the  officially  accepted  tolerance 
dose  of  0.2  r per  day,  their  health  and 
fertility  will  not  become  affected,  as  ex- 
perience has  taught  us.  Still,  their  pos- 
terity may  be  harmed  if  the  geneticists 
are  right.  In  ten  years  the  tolerance  dose 
will  sum  up  to  480  r.  About  30  per  cent, 
equal  to  144  r,  would  reach  the  ovaries  in 
female  therapy  technicians,  a dose  de- 
cidedly too  high  from  the  standpoint  of 
the  geneticists.  In  male  persons  the  dose 
to  the  testicles  would  be  still  higher. 
Fortunately,  as  recent  measurements  by 
Braestrup21  have  shown,  in  the  New  York 
City  municipal  therapy  departments,  the 
dose  actually  received  is  much  lower,  in 
some  cases  as  low  as  l/m  of  the  so-called 
tolerance  dose.  Even  a firm  believer  in 
the  warnings  of  the  geneticists  will  have 
no  objection  to  such  working  conditions. 
But  the  same  measurements  have  shown 
that  in  many  private  therapy  institutions 
the  dose  dealt  out  to  the  operators  is  far 
in  excess  of  the  so-called  tolerance  dose. 

In  the  diagnostic  x-ray  plants,  it  is  not 
so  much  the  lack  of  protective  devices  as 
the  negligence  of  the  worker  which  can 
be  noted  frequently  and  which  causes  ex- 
posures that  in  my  opinion  must  be  con- 
demned unconditionally.  The  number 
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of  violations  is  large.  Doors  of  control- 
booths  are  left  open,  portable  x-ray  ex- 
aminations are  done  without  aprons, 
apron-equipped  persons  thoughtlessly 
turn  their  unprotected  backs  toward  the 
energized  tube,  service  men  think  it  be- 
yond their  dignity  to  protect  them- 
selves. 

I am  afraid  few  dentists  ever  devote  any 
thought  to  this  question  of  personal 
hygiene.  The  roentgenoscopists  of  a 
prominent  clinic  are  discarding  lead  rub- 
ber gloves  and  lead  rubber  aprons  and 
rely  on  small  diaphragm  openings  and 
speed  of  procedure  for  the  protection  of 
their  hands  and  bodies.  If  they  would 
measure  the  dose  they  are  receiving,  they 
might  find  that  two  hours’  exposure  during 
fluoroscopy  may  deliver  1 r to  the  skin, 
outside  of  the  fluorescent  screen. 

Tests  done  for  me  by  Irving  H.  Blatz 
have  shown  that  in  roentgen-diagnostic 
work  practically  absolute  protection  is 
afforded  the  gonads  by  the  official  protec- 
tive equipment.  Since  it  can  be  accom- 
plished without  additional  equipment,  just 
by  proper  use  of  the  present-day  equip- 
ment, I strongly  suggest  that  the  toler- 
ance dose  for  the  lower  abdomen  of  young 
operators  be  reduced  considerably  below 
the  accepted  0.2  r per  day.  Probably 
Vioo  of  this  dose  will  be  found  feasible  by 
the  physicists  and  will  be  approved  by  the 
geneticists.  (In  a recent  article,  L.  S. 
Taylor22  quotes  unidentified  geneticists  as 
arguing  for  a reduction  of  the  tolerance 
dose  to  Vio  of  its  present  value.  But  it  is 
known  to  me  that  many  authoritative 
geneticists — although  not  ready  to  com- 
mit themselves  to  any  definite  figure — are 
inclined  to  recommend  a more  drastic 
reduction.)  At  any  rate,  I am  making  a 
most  emphatic  plea  for  a thoroughly  con- 
scientious and  scrupulous  application  of 
the  protective  devices  at  all  times  by  all 
who  employ  the  x-rays.  (Suggestions  for 
the  behavior  of  radium  technicians  will 
have  to  be  worked  out  by  men  more  ex- 
perienced in  this  particular  field  than 

I.) 

Finally,  I am  going  to  formulate  the 
answer  to  the  above-raised  question : 


What  is  a safe  dose  for  testicles  and 
ovaries  ? According  to  conventional  teach- 
ing23 150  r is  a safe  dose  for  the  ovaries 
and  a somewhat  similar  figure  for  the 
testicles.  But  actually  the  safe  dose  is 
not  yet  known  and,  if  the  geneticists  are 
right,  the  figure  may  be  zero  or  very  close 
to  zero.  This  means  that  for  the  time 
being,  as  long  as  the  answer  is  still  uncer- 
tain, in  x-ray  diagnosis  and  radiation 
therapy  we  should  see  to  it  that  the  dose 
applied  in  the  form  of  direct  or  scattered 
radiation  to  the  reproductive  organs  of 
the  total  group  of  children  and  young 
adults  be  kept  just  as  small  as  feas- 
ible. 

Should  the  future  prove  that  our  suspi- 
cion was  unwarranted  and  the  advocated 
precautions  were  unnecessary,  these  pre- 
cautions will  be  abandoned  and  nobody 
will  have  suffered  any  essential  loss.  But 
meanwhile  we  ought  to  do  everything 
within  reason  to  diminish  the  possibility 
of  creating  undesirable  traits  in  our  prog- 
eny. 
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THE  TECHNIC  OF  THE  MODERN  EXTERNAL  FRONTO- 
ETHMOSPHENOID  SINUS  OPERATION 

Wallace  Morrison,  M.D.,  New  York  City 


The  purpose  of  this  paper  is  a considera- 
tion of  the  steps  of  the  technic  of  the 
external  approach  to  the  frontal,  eth- 
moid, and  sphenoid  sinuses,  and  the  radi- 
cal removal  of  the  diseased  tissues  thus 
found,  as  can  be  done  in  the  truly  modern 
operation  based  on  the  work  of  Jansen1 
and  Killian,2  in  the  early  part  of  the  cen- 
tury, and  of  Lynch3  and  Sewall4  more 
recently. 

The  aim  of  this  type  of  sinus  operation 
by  the  external  route  is  the  complete  re- 
moval of  all  diseased  mucous  membrane 
from  within  the  sinuses  and  the  proper 
treatment  of  any  disease  of  their  bony 
limiting  walls  by  the  most  direct  approach 
through  the  upper  and  inner  portion  of 
the  orbit,  where  the  work  may  be  done 
under  the  guidance  of  direct  vision. 

The  first  step  in  preparation  for  such  an 
operation,  especially  for  chronic  sinusitis, 
is  a most  careful  and  accurate  diagnosis, 
in  which  every  attempt  is  made  to  demon- 
strate the  nature  and  extent  of  the  patho- 
logic changes  within  the  sinuses,  by  means 
of  clinical  observation  and  a painstaking 
study  of  a complete  set  of  well-made 
radiographs,  preferably  stereoradio- 
graphs in  four  pairs : anteroposterior 

views  in  both  the  Caldwell  and  the  Waters 
positions,  a lateral  view,  and  the  mento- 
vertical  or  base  plate  view.  Such  a radio- 
graphic  study  is  essential  for  diagnosis, 
since  it  is  the  only  method  we  have  of 
determining  the  anatomic  arrangement 
of  the  sinuses  in  advance  of  their  surgical 
exposure.  By  it,  in  addition  to  gaining 
an  idea  of  the  nature  and  extent  of  the 
disease  present,  we  will  note  the  dimen- 
sions of  the  frontal  sinuses,  the  presence  of 
frontal  bullar  ethmoid  cells,  or  of  orbital 
ethmoid  cells  behind  the  frontal  sinus 
proper;  we  determine  the  presence  of  cells 
in  the  agger  nasi,  and  of  ethmoid  cells 


above  or  lateral  to  the  sphenoid  sinus, 
and  the  dimensions  and  symmetry  of  the 
sphenoid  sinuses.  This  information  must 
be  at  hand  to  guide  the  surgeon  in  achiev- 
ing a rapid  but  complete  operative  tech- 
nic. 

The  actual  preparation  of  the  patient 
for  the  operation  is  that  given  for  any 
major  surgical  procedure.  The  heart, 
lungs,  blood  pressure,  urine,  bleeding  and 
coagulation  times  should  be  investigated; 
unless  an  acute  emergency  exists  every 
possible  effort  should  be  made  to  correct 
any  general  pathologic  conditions  found 
before  attempting  the  surgical  attack. 

The  patient  should  be  given  a mild  laxa- 
tive the  day  before  the  operation ; purga- 
tion should  be  avoided.  He  may  have 
his  usual  diet  until  six  hours  before  the 
time  of  operation,  unless  it  is  to  be  done 
under  general  anesthesia,  when  food 
should  not  be  taken  for  ten  to  twelve 
hours.  The  surgeon  should  see  that  the 
patient  has  a restful  sleep  the  night  before 
the  operation  by  giving  a suitable  bar- 
biturate hypnotic  in  full  dosage.  Fluids 
such  as  water,  carbonated  water,  or  very 
weak  tea  may  be  taken  until  an  hour  be- 
fore the  time  of  operation. 

The  operation  is  best  performed  under 
local  anesthesia,  unless  this  is  contraindi- 
cated by  the  tender  age  of  a child,  or  by 
the  presence  of  orbital  infection  or  other 
complications  such  as  widespread  osteo- 
myelitis or  brain  abscess,  where  the  length 
of  the  operation  and  wideness  of  the  field 
usually  make  it  wiser  to  employ  a general 
anesthetic. 

When  such  general  anesthesia  must  be 
used,  induction  with  the  usual  gas-oxygen- 
ether  sequence  in  the  ordinary  way  is  best 
followed  by  the  intratracheal  inhalation  of 
ether  by  the  technic  of  Flagg.5  This  per- 
mits of  quiet  anesthesia  for  prolonged 
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Fig.  1.  Injections  of  local  anesthetic. 


Fig.  2.  The  incision. 


periods  with  a minimum  of  anesthetic  and 
perfect  control  of  the  air  passages  and  of 
the  depth  of  narcosis  at  all  times. 

Local  anesthesia  must  be  supplemented 
by  the  use  of  one  of  the  synergists.  Hyos- 
cine  and  morphine  given  hypodermically, 
or  hyoscine  subcutaneously  with  pento- 
barbital sodium  by  mouth,  or  tribrom- 
ethanol  in  basal  dosage  given  rectally  may 
be  used.  In  each  case  enough  must  be 
given  to  secure  a sleep  from  which  the  pa- 
tient can  be  roused  if  necessary,  but  not  so 
deep  a narcosis  that  asphyxia  from  relax- 
ation of  the  tongue  can  occur.  In  every 
instance,  since  the  operation  is  done  with 
the  patient  in  the  supine  position,  the 
anesthetist  must  be  in  constant  attend- 
ance to  see  that  obstruction  of  the  airway 
does  not  occur;  this  watch  must  also  be 
kept  up  after  removal  from  the  operating 
table,  until  the  patient  is  fully  awake. 

With  the  sleeping  patient  on  the  oper- 
ating table  under  good  general  illumina- 
tion, his  head  is  inserted  in  the  frontal 
sinus  head  frame  of  Hurd6  which  holds  it 
rigidly  without  undue  pressure  or  the 
need  for  manual  assistance.  The  entire 
face  is  then  washed  with  green  soap  and 
water,  followed  by  95  per  cent  alcohol, 
taking  care  not  to  let  these  irritants  enter 
the  conjunctival  sac,  which  must  be  pro- 
tected by  inserting  sterile  white  petro- 
latum and  sealing  the  lids  shut  with  a bit 
of  sterile  adhesive  plaster.  The  hair  is 
bound  up,  but  the  eyebrow  is  not  shaved. 
The  vibrissae  in  the  nostril  are  clipped 
short  and  the  nasal  vestibule  cleansed 
with  green  soap  and  water.  The  face  and 
nasal  vestibule  may  then  be  painted  with 


a nonirritating  antiseptic  dye  if  desired. 
The  field  is  draped  leaving  the  landmarks 
clearly  visible,  loosely  covering  the  mouth. 
The  usual  overhead  illumination  is  used 
for  the  first  and  last  steps  of  the  operation, 
but  reflected  light  and  a head  mirror  or  an 
electric  head  lamp  is  necessary  for  the 
illumination  of  the  deeper  portions  of  the 
operative  area. 

Local  anesthesia  is  secured  by  the  in- 
jection of  1 per  cent  procaine  or  one  of  the 
newer  anesthetics  in  suitable  strength 
with  6 drops  of  epinephrine  1 to  1,000 
added  to  the  ounce  of  solution.  Slender 
needles  and  a 3 cc.  syringe  are  most  use- 
ful. The  external  injections  are  begun  by 
making  skin  wheals  with  a short  needle 
immediately  below  the  supraorbital  notch 
as  determined  by  palpation,  a second  at  a 
point  1 cc.  directly  above  the  inner  can- 
thus  of  the  lids,  and  a third  halfway  be- 
tween the  center  line  of  the  nose  and  the 
internal  canthus  at  the  level  of  the  latter. 
Through  the  first  wheal  the  supraorbital 
nerve  is  blocked  one  inch  within  the  orbit 
by  hugging  the  roof  of  the  orbit  with  the 
needle  point;  l1/ 2 cc.  of  anesthetic  are  in- 
jected after  aspiration  has  shown  that  the 
needle  point  is  not  in  a blood  vessel.  The 
anterior  ethmoidal  nerve  is  then  blocked 
by  a similar  injection  at  the  same  depth 
through  the  second  wheal,  hugging  the 
medial  wall  of  the  orbit  with  the  needle 
point  and  again  aspirating  before  injecting 
a like  amount  of  anesthetic  solution. 
The  infratrochlear  nerves  are  blocked  by 
passing  the  needle  downward  through  the 
third  wheal  for  an  inch  and  injecting  a 
like  amount  of  anesthetic  solution  (Fig.  1). 
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Fig.  3.  Electrocoagulation  of  vessels  in 
incision. 


Fig.  4.  Freeing  of  trochlea  and  periosteum 
with  Spratt  curet. 


The  interior  of  the  nose  is  anesthetized 
by  spraying  it  three  times  at  intervals  of 
five  minutes  with  small  amounts  of  any 
suitable  surface  anesthetic  solution  and  1 
to  1,000  epinephrine,  or  by  packing  with 
pledgets  of  cotton  moistened  with  similar 
solutions  for  twenty  minutes.  A prefer- 
able method  is  the  injection  of  1 per  cent 
procaine  solution  about  the  anterior  and 
posterior  ends  of  the  middle  turbinate  and 
the  ethmoid  region,  using  a 3V2-inch 
slender  needle,  under  the  guidance  of  re- 
flected light  through  a nasal  speculum. 

When  anesthesia  of  the  forehead  and 
upper  lid  is  profound  as  tested  by  needle 
pricks,  the  incision  is  outlined  with  the 
scalpel  point  and  two  cross  scratches  are 
made,  dividing  it  into  thirds  for  guidance 
in  closing  the  wound.  The  incision  is 
then  made  through  all  the  soft  parts  down 
to  the  periosteum;  it  begins  below  at  the 
level  of  the  internal  canthus,  halfway  be- 
tween the  inner  canthus  and  the  middle 
line  of  the  nose,  sweeps  upward  and  out- 
ward in  a full  curve,  following  the  line  of 
the  superior  orbital  margin  but  just  be- 
low the  eyebrow,  and  ends  a little  internal 
to  the  supraorbital  notch  to  avoid  section- 
ing the  nerve  and  causing  anesthesia  of  the 
forehead  (Fig.  2).  If  it  is  known  that  the 
frontal  sinus  extends  far  laterally,  a sec- 
ond incision  following  the  line  of  the  first 
just  below  the  margin  of  the  orbit  is  made 
beginning  just  external  to  the  supraorbital 
nerve  to  allow  it  to  remain  in  a bridge  of 
soft  parts;  the  outer  part  of  the  frontal 
sinus  can  be  attacked  from  this  second 
lateral  incision. 


All  bleeding  vessels  are  seized  in  hemo- 
stats  and  electrocoagulated  unless  ether  is 
being  given,  when  they  must  be  ligated 
with  plain  catgut  (Fig.  3).  When  the 
wound  is  bloodless,  the  periosteum  is 
cleanly  incised  exactly  in  the  line  of  the 
skin  incision.  The  elevation  of  the  peri- 
osteum of  the  inner  wall  of  the  orbit  is 
then  begun  below  the  center  of  the  inci- 
sion with  a submucous  elevator,  is  carried 
backward  and  downward  until  the  top  of 
the  lacrimal  fossa  and  sac  are  exposed, 
and  upward  and  outward  until  the  adher- 
ent point  of  attachment  of  the  trochlea  of 
the  superior  oblique  muscle  is  encoun- 
tered. The  periosteum  is  freed  all  about 
this  point  until  a Spratt  curet  with  bowl 
upward  can  be  passed  behind  it  and  used 
to  detach  pulley,  periosteum  and  all  from 
the  bone,  from  behind  forward  (Fig.  4); 
in  this  way  trauma  to  the  pulley  and  sub- 
sequent diplopia  will  be  avoided. 

The  elevation  of  the  periosteum,  which 
must  not  be  buttonholed,  is  carried  back- 
ward until  the  anterior  ethmoid  vessels 
are  reached ; the  guide  to  these  structures 
is  the  suture  line  between  the  frontal  bone 
above  and  the  orbital  plate  of  the  ethmoid 
bone  below.  The  vessels  and  nerve  in 
their  sheath  of  periosteum  are  outlined, 
and  the  orbital  contents  gently  retracted 
outward.  Undue  pressure  on  the  globe 
must  be  avoided  throughout  the  opera- 
tion ; self-retaining  retractors  may  be 
used  if  preferred  (Fig.  5).  When  the 
vessels  can  be  clearly  seen  they  are  ligated 
close  to  the  orbital  periosteum  with  silk, 
using  a very  small  ring  curet  as  a ligature 
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Fig.  5.  Orbital  retractor  exposing  anterior 
ethmoidal  vessels. 


Fig.  6.  Entering  floor  of  frontal  sinus 
with  Thornwaldt  trephine. 


carrier;  or  they  may  be  clamped  and 
coagulated.  They  are  then  cut  close  to 
the  anterior  ethmoid  foramen;  there  will 
be  slight  bleeding  from  this  end  for  a few 
moments.  It  is  not  advisable  merely  to 
tear  these  vessels,  for  while  there  may  be 
no  great  hemorrhage,  the  tom  vessels 
occasionally  retract  into  the  orbit,  bleed 
into  the  soft  tissues  and  cause  a most 
troublesome  hematoma.  The  posterior 
ethmoid  vessels  are  then  exposed,  inject- 
ing additional  anesthetic  should  there  be 
pain  deep  in  the  orbit,  and  treated  in  a 
similar  manner.  This  step  renders  the 
fronto-ethmoid  portion  of  the  operation 
almost  bloodless. 

The  frontal  sinus  floor  is  then  entered  at 
a convenient  point  in  its  inner  half  with  a 
trephine  (Fig.  6)  or  curet.  The  entire 
floor  is  then  quickly  bitten  away  with  for- 
ward-cutting bone  forceps  up  to  the  mar- 
gin of  the  orbit  above  (Fig.  7),  and  with 
straight-cutting  bone  forceps  backward 
and  outward  to  the  limits  of  the  frontal 
sinus.  The  mucosa  of  the  frontal  sinus  is 
then  removed  completely  with  forceps 
(Fig.  8),  curved  curets,  and  by  scrubbing 
with  small  balls  of  gauze.  The  interior  of 
the  sinus  can  be  readily  inspected  by  the 
use  of  a laryngeal  mirror,  preferably  at- 
tached to  a small  electric  lamp  (Fig.  9). 
Every  shred  of  mucosa  must  be  removed, 
especially  in  the  comers,  on  the  under 
surface  of  the  anterior  wall,  and  in  the 
upper  part  of  the  sinus.  This  will  only  be 
difficult  if  the  sinus  extends  far  upward 
and  is  narrow  at  its  floor.  If  the  sinus 
mucosa  in  the  very  roof  of  the  sinus  can- 


not be  reached  from  below,  the  technic  of 
Killian  must  be  applied,  as  will  be  de- 
scribed below. 

When  all  of  the  frontal  sinus  mucosa  is 
gone  and  its  bony  walls  have  been  care- 
fully inspected  for  disease  (Fig.  10),  the 
exenteration  of  the  ethmoid  cells  is  begun. 
The  bony  walls  of  one  or  more  anterior 
cells  are  readily  seen  in  the  nasal  part  of 
the  frontal  sinus  floor,  and  the  nasofrontal 
duct  into  the  nose  can  be  readily  probed. 
With  a sharp  nasal  punch  forceps,  the 
orbital  plate  of  the  ethmoid  bone  is  bitten 
away,  forward  to  the  top  of  the  lacrimal 
fossa,  which  must  not  be  damaged  if  dis- 
turbance of  the  tear  sac  is  to  be  avoided, 
backward  to  the  level  of  the  anterior  eth- 
moidal foramen,  and  downward  to  a line 
joining  these  two  points.  Wider  removal 
of  the  plate  is  seldom  necessary  unless  it  is 
necrotic;  too  free  removal  may  allow  the 
globe  to  retract  during  the  healing  process 
and  cause  a disfiguring  enophthalmos. 

With  this  removal  of  part  of  the  orbital 
plate  several  ethmoid  cells  will  have  been 
opened  from  above;  their  mucosa  is  now 
removed  and  their  lower  walls  punched 
away  (Fig.  11)  until  a large  opening  is 
made  into  the  middle  meatus  of  the  nose  ; 
tags  of  mucosa  and  bone  are  carefully 
cleaned  away  until  the  outer  surface  of  the 
middle  turbinate  can  be  seen.  It  is 
especially  important  to  remove  all  far- 
forward  cells  until  the  internal  surface  of 
the  frontal  process  of  the  maxilla  is 
reached;  cells  in  the  agger  nasi  will  be 
opened  from  above  if  this  step  is  com- 
plete. Orbital  ethmoid  cells  lying  behind 
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Fig.  7.  Biting  away  frontal  sinus  floor 
with  forward-cutting  bone  forceps. 

the  frontal  sinus,  as  noted  in  the  radio- 
graphs, are  opened  by  the  removal  of  the 
bone  of  the  posterior  wall  of  the  sinus  im- 
mediately above  the  anterior  ethmoidal 
foramen  and  carefully  cleaned  out.  The 
posterior  ethmoid  cells  are  then  opened  in 
series  from  before  backward,  without 
further  removal  of  the  orbital  plate  if 
possible.  Their  mucosa  and  inner  lower 
walls  are  punched  away  until  the  anterior 
wall  of  the  sphenoid  sinus,  the  posterior 
choana,  and  the  posterior  part  of  the 
nasal  septum  are  clearly  visible. 

The  anterior  wall  of  the  sphenoid  sinus 
is  now  illuminated  and  the  orifice  probed ; 
if  the  interior  of  the  sinus  is  not  anesthetic, 
it  can  be  made  so  by  instilling  a few  drops 
of  surface  anesthetic  solution  with  a 
sphenoid  cannula  and  syringe.  The  ori- 
fice is  enlarged  with  a curet  or  Sluder  hook 
knife  until  forward-biting  forceps  can  be 
inserted  and  the  anterior  sphenoid  wall 
removed  to  its  limits  upward,  inward,  and 
outward,  and  fairly  well  downward.  If  the 
sinus  mucosa  is  badly  diseased,  the  nasal 
mucosa  of  the  sinus  floor  is  elevated  down- 
ward and  backward  toward  the  naso- 
pharynx, a ligature  in  a special  needle  is 
passed  through  the  mucosa  laterally  near 
the  nasal  wall,  and  the  sphenopalatine 
vessels  tied  off  in  the  mucosa.  The  nasal 
mucosa  near  the  septum  is  now  cut  with 
nasal  scissors  with  minor  bleeding,  and 
the  floor  of  the  sphenoid  sinus  can  be 
bitten  away  with  heavy  forceps  until  the 
cavity  drains  directly  downward  into  the 
nasopharynx.  The  sphenoid  mucosa  is 
then  very  carefully  and  gently  removed, 


Fig.  8.  Removal  of  frontal  sinus 
mucosa. 

and  the  nasal  mucosal  flap  is  folded  up- 
ward into  the  sinus  cavity.  If  the  other 
sphenoid  is  known  to  be  diseased,  the 
intersphenoid  septum  is  bitten  away,  and 
the  upper  portion  of  the  anterior  wall  of 
the  second  sphenoid  sinus  is  removed. 
The  second  sphenopalatine  artery  should 
not  be  tied  off  for  fear  of  necrosis  of  the 
nasal  septum.  If  it  is  desirable  to  create 
a very  large  opening  into  the  common 
sphenoid  sinuses,  a portion  of  the  upper 
posterior  part  of  the  nasal  septum  may  be 
punched  away,  in  addition.  Ethmoid 
cells  above  or  lateral  to  the  sphenoid 
sinus  must  be  sought  for  and  opened  as 
widely  as  possible. 

With  the  cleansing  of  all  debris  from  the 
field  with  suction  and  forceps,  the  main 
portion  of  the  operation  is  complete. 
There  remains  only  the  treatment  of  the 
opening  from  the  nose  into  the  frontal 
sinus  cavity,  which  must  be  kept  open 
until  healing  is  complete.  This  consti- 
tutes the  most  troublesome  problem  of  the 
modem  operation,  which  is  not  yet  fully 
solved.  During  healing,  granulation  tis- 
sue springs  up  rapidly  on  the  exposed  peri- 
osteum of  the  orbit,  and  much  more 
slowly  on  the  bare  bone  of  the  frontal 
sinus  cavity;  the  orbital  granulations  may 
shut  off  the  sinus  cavity  from  the  nose 
and  prevent  the  ingrowth  of  nasal  mu- 
cosa; there  will  thus  be  a cavity  in  the 
sinus  separated  from  the  nose  by  scar  tis- 
sue, which  may  readily  become  infected 
again  and  cause  an  orbital  abscess. 

In  an  endeavor  to  maintain  the  patency 
of  the  nasofrontal  opening  until  it  becomes 
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Fig.  9.  Use  of  laryngeal  mirror  in  removal  Fig.  10.  Frontal  sinus  after  removal  of 
of  frontal  sinus  mucosa.  all  mucosa. 


fully  epithelized  and  the  cavity  of  the 
frontal  sinus  lined  again  with  healthy  mu- 
cosa or  scar  tissue,  many  means  have  been 
employed.  Of  these,  the  simplest  is  the 
wearing  of  soft  rubber  tubes  of  large  di- 
ameter in  the  opening  for  six  to  eight 
weeks;  the  tubes  are  changed  at  inter- 
vals ; this  is  painful  and  traumatizing,  and 
the  opening  often  closes  by  the  contrac- 
tion of  the  heavy  scar  tissue  formed.  A 
second  method  is  the  forming  of  a mucosal 
flap  from  the  upper  part  of  the  nasal  sep- 
tum and  using  it  to  cover  the  exposed 
orbital  periosteum.  This  procedure  is 
technically  not  easy,  and  as  the  flap  has  a 
slender  pedicle,  it  may  necrose. 

The  method  preferred  by  the  author  is 
the  covering  of  the  periorbita  with  a very 
thin  epidermal  graft,  taken  from  the  an- 
terior surface  of  the  thigh,  applied  with  its 
raw  surface  to  the  periorbita,  and  main- 
tained in  position  with  light  pressure  by 
the  inflation  of  a special  rubber  bag  de- 
signed by  Ferris  Smith,7  which  is  placed  in 
the  sinus  cavity  (Fig.  12).  This  is  left  in 
place  for  four  or  five  days,  deflated  and 
withdrawn  from  the  nose. 

The  incision  is  closed  with  skin  clips  or 
interrupted  vertical  mattress  sutures,  with 
care  to  secure  accurate  approximation 
without  distortion  in  order  to  produce  a 
minimal  scar.  The  adhesive  is  removed 
from  the  eyelids,  the  conjunctival  sac 
again  filled  with  sterile  white  petrolatum, 
and  a snug  but  not  tight  pressure  dressing 
is  applied  in  the  manner  of  the  usual  eye 
bandage,  with  pads  of  gauze  over  the  orbit 
to  cause  gentle  upward  and  backward 


pressure.  The  nasal  cavity  need  not  be 
packed  unless  there  is  continued  oozing  of 
blood. 

The  dressing  is  changed  every  other 
day  and  can  usually  be  discarded  for  a 
patch  or  cocoon  over  the  incision  alone 
after  the  stitches  have  been  removed  on 
the  fifth  or  sixth  day ; skin  clips  should  be 
removed  in  forty-eight  hours.  Post- 
operative general  treatment  is  that  given 
after  any  major  procedure  about  the  head. 
The  interior  of  the  nose  is  kept  filled  with 
sterile  white  petrolatum  inserted  several 
times  a day  from  a large  syringe.  In  the 
later  stages,  crusts  are  removed  with  suc- 
tion or  forceps,  and  granulations  kept 
down  by  electrocoagulation  or  solid  silver 
nitrate;  adhesions  must  be  broken  up,  or 
electrocoagulated  until  they  no  longer 
form. 

The  question  as  to  whether  a bilateral 
fronto-ethmosphenoid  operation  be  done 
at  one  sitting,  and  infected  maxillary  si- 
nuses left  for  a second  operation,  or 
whether  all  of  the  sinuses  on  one  side  should 
be  done  at  once,  by  adding  the  radical  an- 
trum operation  at  the  close  of  the  technic 
on  the  upper  sinuses  of  the  same  side,  is  a 
matter  of  choice. 

The  advantages  of  this  type  of  proce- 
dure over  the  intranasal  operation  are: 
(a)  that  it  alone  allows  of  direct  approach 
to  the  upper  sinuses,  (b)  that  it  allows 
performance  of  the  operation  under  the 
guidance  of  direct  vision  throughout,  (c) 
that  it  permits  complete  removal  of  all 
diseased  mucosa  from  all  of  the  upper  si- 
nuses as  no  type  of  intranasal  operation 
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Fig.  11.  Exenteration  of  ethmoid  cells 
from  above. 


Fig.  12.  Thin  epidermal  graft  placed 
against  periorbita  and  held  by  rubber  balloon. 


can  do,  (d)  that  it  allows  of  proper  treat- 
ment of  disease  in  the  orbit  secondary  to 
sinusitis,  (e)  that  the  operation  is  done  in 
an  almost  bloodless  field,  (f)  that  the  mid- 
dle turbinate  need  not  be  sacrificed,  avoid- 
ing the  risk  of  meningitis  from  opening 
the  olfactory  nerve  sheaths  on  its  inner 
surface  and  the  possibility  of  a dry  nose 
from  loss  of  mucosa,  (g)  mild  deviations  of 
the  nasal  septum  do  not  interfere  with  the 
external  operation  so  that  preliminary 
submucous  resection  will  only  occasion- 
ally be  necessary,  (h)  when  none  of  the 
anterior  wall  of  the  frontal  sinus  is  re- 
moved, the  possibility  of  osteomyelitis  of 
the  frontal  bone  through  infection  of  the 
open  diploe  in  the  anterior  wall  is  remote. 
The  one  single  disadvantage  is  that  an  ex- 
ternal incision  must  be  made,  and  a small 
scar,  almost  invisible  after  six  months,  is 
produced  on  the  face. 

With  the  Jansen-Lynch  technic  de- 
scribed above,  there  is  no  external  deform- 
ity whatever;  if  the  Killian  operation 
must  be  done,  there  will  be  a depression 
in  the  forehead,  which  will  be  marked  only 
when  the  frontal  sinus  is  wide,  high,  and 
deep  near  its  floor.  This  deformity  can 
be  corrected  by  the  insertion  of  split  skin 
or  fascia  lata  grafts  in  subcutaneous 
pockets  to  fill  the  depression;  one  should 
wait  a year  after  the  sinus  operation  be- 
fore such  a plastic  is  done. 

In  contrast  to  the  external  operation, 
the  intranasal  attack  on  the  upper  sinuses 
is  difficult  because  of  the  relative  inac- 
cessibility of  the  area,  because  of  the 
depth  and  darkness  of  the  field,  and  the 


free  bleeding.  One  must  usually  do  a 
preliminary  submucous  resection  for  good 
access  to  the  ethmoid  cells,  and  remove 
the  middle  turbinate.  All  of  the  frontal 
sinus  mucosa  cannot  be  removed  from  be- 
low, nor  can  orbital  ethmoid  or  perisphen- 
oid  ethmoid  cells  be  fully  opened  by  the 
present-day  intranasal  technic.  The 
chief  advantage  of  the  intranasal  route  is 
the  avoidance  of  the  facial  scar. 

The  positive  indications  for  the  radical 
type  of  operation  are  those  conditions  in 
which  there  is  general  agreement  that  the 
external  operation  must  be  performed ; 
these  are:  (a)  orbital  abscess  from  rup- 

ture of  a sinus  into  the  orbital  contents, 
(b)  when  a chronic  suppurating  fistula  into 
the  orbit  follows  acute  orbital  infections 
of  sinus  origin,  (c)  for  the  removal  of  for- 
eign bodies  from  the  interior  of  any  of  the 
upper  sinuses,  (d)  for  the  removal  of 
mucocele  and  other  cysts  and  of  new 
growths,  (e)  for  the  treatment  of  fracture 
of  the  sinus  walls  with  secondary  infec- 
tion, (f)  in  severe  chronic  purulent  pan- 
sinusitis, especially  when  there  are  marked 
local  and  focal  symptoms,  and  (g)  with 
failure  to  cure  suppuration  in  the  frontal 
or  sphenoid  sinuses  following  intranasal 
surgery.  Relative  indications  in  which  the 
external  approach  is  usually  preferable 
but  not  always  a necessity  are:  (a)  in 

less  severe  and  extensive  chronic  purulent 
pansinusitis  which  can  be  brought  under 
reasonable  control  by  well-done  intranasal 
operation  and  (b)  when  intranasal  surgery 
has  failed  to  reach  orbital  or  perisphenoid 
ethmoid  cells  which  remain  infected. 
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The  intranasal  type  of  operation  is  indi- 
cated when  there  is  insuperable  objection 
by  the  patient  to  the  external  incision  and 
scar,  and  when  the  sinus  infection  is  mild. 

The  difficulties  of  the  external  operation 
are  largely  technical  and  are:  (a)  in  the 

complete  removal  of  all  frontal  sinus  mu- 
cosa from  the  periphery  of  a shallow  but 
high  and  wide  sinus;  with  care,  this  can 
often  be  accomplished,  but  if  the  upper 
margin  of  the  sinus  cannot  be  reached 
from  below,  it  is  necessary  to  use  the 
Killian  technic.  The  skin  of  the  forehead 
is  undermined  upward  from  the  outer  two- 
thirds  of  the  incision  described  above, 
leaving  the  subcutaneous  tissues  attached 
to  the  orbital  margin.  The  periosteum  of 
the  frontal  bone  one  full  centimeter  above 
and  parallel  to  the  orbital  margin  is  in- 
cised, and  the  periosteum  and  soft  parts 
are  elevated  freely  upward  from  this  line ; 
the  flap  so  formed  is  strongly  retracted  up- 
ward to  expose  the  anterior  wall  of  the 
frontal  sinus.  A groove  is  cut  through 
this  wall  with  the  V-chisel  of  Killian  in  the 
line  of  the  periosteal  incision.  The  an- 
terior wall  of  the  frontal  sinus  above  this 
groove  is  then  completely  removed  with 
bone  forceps,  and  the  margins  of  the  open- 
ing freely  beveled;  all  sinus  mucosa  is 
removed  with  forceps  and  curet.  The 
flap  of  soft  parts  is  replaced,  and  packed 
into  the  depression  made  by  the  opened 
sinus  with  pledgets  of  gauze.  The  inci- 
sion is  closed  and  a firm  pressure  dressing 
applied  for  five  to  seven  days.  This  pro- 
cedure is  done  in  addition  to  the  Jansen- 
Lynch  technic  already  described,  (b) 
The  second  difficulty  is  the  work  on  the 
sphenoid  sinus,  especially  if  there  are 
perisphenoid  ethmoid  cells  to  be  found 
and  opened;  such  difficulties  are  over- 
come with  good  illumination,  a bloodless 
field,  and  good  technic. 

The  possible  dangers  and  complications 
of  the  external  operation  are  all  rare  and 
are:  (a)  accidental  perforation  of  the 

posterior  wall  of  the  frontal  sinus  or  the 
roof  of  the  ethmoid  cells;  such  accidents 
are  much  more  likely  to  occur  with  the 
intranasal  technic  because  of  the  difficulty 
in  seeing  the  field,  (b)  trauma  to  the  or- 
bital contents  which  must  be  avoided  by 


gentle  retraction,  (c)  hematoma  of  the 
orbit  due  to  pricking  a vessel  with  the 
needle  when  injecting  local  anesthetic 
solution,  or  to  the  slipping  of  the  ethmoid 
vessels  back  into  the  orbit  if  they  are  not 
properly  ligated,  (d)  damage  to  the 
trochlea  of  the  superior  oblique  ocular 
muscle,  avoided  by  careful  elevation  of 
the  orbital  periosteum,  (e)  damage  to  the 
cornea  to  be  avoided  by  closing  the  lids 
during  the  operation,  (f)  stitch  abscess, 
(g)  postoperative  hemorrhage  from  the 
nose  which  must  be  controlled  by  proper 
nasal  packing. 

The  results , when  the  operation  is  prop- 
erly done  in  correctly  selected  cases,  are 
excellent.  If  the  opening  into  the  frontal 
sinus  or  sphenoid  is  not  maintained,  con- 
tinued suppuration  is  likely  to  follow  the 
poor  drainage,  and  a second  operation  will 
be  necessary.  Occasionally,  the  upper  lid 
will  swell  and  become  congested  during  an 
acute  coryza  following  the  Jansen-Lyneh 
type  of  operation,  because  of  congestion  in 
the  frontal  sinus  cavity  which  no  longer 
has  a bony  floor.  This  process  will 
usually  subside  with  a wet  dressing  over 
the  orbit  and  intranasal  shrinking,  and 
douching  of  the  frontal  sinus;  once  in  a 
while  an  orbital  abscess  will  form  and  re- 
quire an  opening  through  the  upper  lid  for 
drainage. 

Summary  and  Conclusions 

The  technic  of  the  modern  external  or 
radical  approach  to  the  frontal,  ethmoid, 
and  sphenoid  sinuses  is  described  and 
illustrated.  The  indications  for  the  oper- 
ation, the  advantages  over  the  intranasal 
technic,  the  dangers  and  possible  compli- 
cations, and  the  results  have  been  de- 
scribed. While  the  author  does  not  advise 
the  use  of  the  external  approach  in  every 
patient  with  a chronic  pansinusitis,  its 
many  advantages  make  it  deserving  of 
more  widespread  use.  The  disadvantage 
of  the  small  facial  scar  is  a minor  one. 
The  technical  difficulties  of  the  external 
operation  in  well-trained  hands  are  no 
greater  but  rather  less  than  in  intranasal 
sinus  surgery. 
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Discussion 

Dr.  Arthur  Palmer,  New  York  City — One  of 
the  most  interesting  and  important  problems  the 
rhinologist  faces  today  is  the  diagnosis  and  ade- 
quate treatment  of  sinus  disease. 

Too  often  have  the  measures  adopted  in  the 
treatment  of  sinusitis,  whether  medical  or  sur- 
gical, proved  inadequate  and  left  the  patient  and 
the  consultant  dissatisfied. 

In  the  minds  of  many  of  the  laity,  surgery  of 
the  sinuses  is  something  to  be  avoided  if  at  all 
possible.  Indeed  the  medical  profession  agree 
with  this  point  of  view  if  the  surgery  performed  is 
ill  advised,  unskillful,  or  incomplete. 

Patients  suffering  from  sinusitis  will  testify  to 
the  salubrious  effect  of  a warm,  dry  climate,  but 
unfortunately  many  individuals  cannot  afford  to 
change  their  climate  in  an  effort  to  cure  their 
sinusitis  condition. 

In  his  excellent  paper  Dr.  Morrison  has  stated 
in  great  detail  the  steps  of  the  external  fronto- 
ethmosphenoid  operation,  and  I believe  that 
were  the  procedure  carried  out,  when  indicated, 
as  meticulously  as  the  author  describes,  all  per- 
sons concerned  would  be  well  satisfied  with  re- 
sults obtained  in  a high  percentage  of  cases. 

The  chief  complications  we  have  met  with  at 
the  New  York  Hospital  have  been  hemorrhage 
and  fistula.  The  first  can  be  largely  avoided  by 
careful  control  of  the  anterior  and  posterior 
ethmoidal  and  the  sphenopalatine  vessels  and  the 
second  by  complete  removal  of  diseased  mem- 
brane and  by  providing  permanent  drainage  of 
the  unobliterated  portion  of  the  frontal  sinus 
through  the  nose. 

Two  points  in  the  technic  as  described  by  Dr. 
Morrison  should  especially  commend  themselves 
to  the  surgeon — namely,  only  one  sphenopalatine 
artery  is  tied  off,  thus  avoiding  the  danger  of 
necrosis  of  the  septum  known  to  have  occurred 
when  the  blood  supply  was  obliterated  by  tying 
off  both  arteries,  and  the  insertion  of  an  epidermal 
graft  over  an  inflated  rubber  bag  to  maintain  the 
patency  of  the  nasofrontal  duct. 

Quite  as  important  as  proper  technic  is  the 
proper  choice  of  the  case  to  be  operated.  Dr. 
Morrison  has  enumerated  the  indications  for  the 
operation  clearly,  and  I agree  with  these  with 
only  minor  reservations.  I do  not  think  the 
complete  operation  is  indicated  in  acute  orbital 


abscess  of  ethmoidal  origin.  These  cases  do  well 
when  adequate  drainage  is  provided  through  the 
external  route  without  complete  exenteration  of 
the  ethmoid  capsule. 

Fixed  rules  applying  to  every  particular  patient 
can  hardly  be  set.  Procedures  will  vary  depend- 
ing upon  the  preference  of  the  surgeon  and  the 
personal  qualities  and  condition  of  the  patient. 

When  surgery  of  the  antrum  is  indicated  in 
addition  to  that  of  the  ethmoid  and  sphenoid,  we 
are  inclined  to  perform  this  at  a later  date  lest 
the  patient’s  energies  be  too  severely  taxed. 

We  should  constantly  keep  in  mind  the  fact 
that  all  treatment  of  sinus  diseases,  whether 
medical  or  surgical,  should  have  as  its  objective 
the  improvement  of  the  physiologic  functions  of 
the  nose  and  sinuses.  Ruthless  destruction  of  a 
functioning  nasal  or  sinus  membrane  is  to  be  con- 
demned. 

In  many  instances  nonsurgical  measures  will 
be  sufficient  to  bring  about  marked  improvement. 
Again,  intranasal  surgery  of  the  ethmoid  laby- 
rinth will  prove  satisfactory  within  the  strict 
limitations  of  its  indications.  In  skilled  hands 
little  risk  attends  this  procedure.  There  still  will 
remain  a group  of  cases,  as  Dr.  Morrison  has 
clearly  indicated,  where  the  external  operation  is 
the  procedure  necessary  to  accomplish  a satis- 
factory result.  His  paper  has  been  most  interest- 
ing and  instructive. 

Dr.  H.  G.  Kline,  Syracuse,  New  York — This 
study  presents  a very  graphic  picture  of  the 
upper  respiratory  tract  as  a focus  of  infection. 
The  description  of  the  nasal  sinuses  and  their 
relationship  to  the  surrounding  parts  is  given 
with  clearness  and  simplicity.  The  detailed 
routine  of  the  operation  is  very  comprehensive. 
It  makes  no  mention  of  the  background  built  up 
of  this  highly  specialized  body  of  scientific  knowl- 
edge and  technic;  the  exhaustive  preparation 
which  made  this  knowledge  and  skill  possible; 
the  endless  work  on  the  cadaver  under  trained 
experienced  supervision,  in  addition  to  the  prac- 
tice and  the  experience  in  the  clinic  and  operat- 
ing room  under  qualified  surgeons  and  other  per- 
sonnel; or  the  complementary  services  of  the 
x-ray  and  laboratory  experts.  All  of  this  has  gone 
into  the  making  for  accuracy  of  diagnosis,  good 
surgical  judgment,  and  technic. 

When  the  intranasal  treatment  and  surgery 
have  failed  to  relieve  the  fronto-ethmosphenoid 
involvement,  the  external  operation  is  definitely 
indicated.  Much  of  the  intranasal  work  has  been 
attempted,  in  most  cases,  before  the  patient 
presents  himself  with  the  fronto-ethmosphenoid 
condition,  in  which  case  the  need  for  the  external 
operation  is  evident  and  imperative. 
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Little  can  be  added  to  or  taken  from  Dr. 
Morrison’s  explanation  of  this  operation  as  he 
performs  it.  Through  the  trial-and-error  methods 
of  the  earlier  surgery  the  external  operation  has 
been  reduced  to  a fairly  exact  science,  whether  it 
be  a Lynch  and  Sewall  or  a modification  of  Jan- 
sen and  Killian.  Each  situation  is  an  entity  in 
itself,  to  be  met  as  the  conditions  demand — 
conditions  that  cannot  be  foretold  by  the  x-ray 
and  clinical  diagnosis. 

To  me  this  operation  presents  less  strain,  both 
for  the  surgeon  and  the  patient,  when  done  under 
general  anesthesia.  Under  general  anesthesia  it 
is  possible  to  modify  or  interrupt  the  anesthetic. 
In  the  case  of  either  general  or  local  anesthesia  it 
is  essential  to  have  a thoroughly  qualified  anes- 
thetist and  an  entirely  cooperative  one. 

In  making  the  incision  I like  to  have  as  much 
space  open  for  the  field  of  operation  as  is  com- 
patible with  safety  and  the  subsequent  condition 
of  the  face.  An  incision  is  made  extending  into 
the  nasal  process  of  the  maxillary  bone,  up,  and 


across  to  the  eyebrow.  The  tear  sac  is  freed  in 
its  entire  extent;  the  anterior  ethmoid  vessels 
and  nerve  are  left  intact,  which  makes  the  first 
landmark  The  freeing  of  the  pulley  is  the 
second  landmark.  The  ethmoids  are  first  cleaned 
out,  and  then  the  frontal  duct  is  followed  up  to 
the  sinus.  I have  never  found  the  removal  of  the 
entire  floor  either  necessary  or  desirable.  Most 
of  my  work  is  done  with  the  aid  of  a suction  dis- 
sector which  obviates  much  of  the  use  of  other 
cleansing  procedures  in  the  infected  field. 

I find  great  caution  necessary  in  the  removal 
of  the  membrane  of  the  anterior  wall  of  the  frontal 
sinus,  unless  it  is  of  a polypoidal  nature.  The 
danger  of  an  osteomyelitis  of  the  frontal  bones, 
with  an  extension  into  the  skull,  should  always 
be  uppermost  in  the  surgeon’s  mind. 

The  value  of  this  study  lies  not  only  in  a pic- 
ture of  the  sinuses  and  the  surgical  procedure  but 
in  its  emphasis  on  the  fact  that  the  upper  respira- 
tory tract  may  be  a potential  storehouse  and  dis- 
tributor of  infection  and  disease. 


RECORD-BREAKING  CANCER  REPORT 

Prompt  and  adequate  response  by  the  prac- 
ticing physicians  of  upstate  New  York  to  the  new 
law  requiring  the  reporting  of  cancer  is  evidence 
of  the  first  successful  venture  of  its  kind  any- 
where in  this  country  and  probably  in  the  world, 
says  Health  News. 

Over  twelve  thousand  reports  of  cancer  cases 
have  been  received  by  the  department’s  Division 
of  Cancer  Control  since  January  1,  1940.  These 
results  demonstrate  remarkable  concerted  effort 
on  the  part  of  the  medical  profession  in  the  up- 
state area  in  gathering  scientific  information 
about  cancer.  The  number  of  cases  reported 
compares  favorably  with  results  obtained  in  the 
past  by  means  of  expensive  special  surveys  made 
to  procure  similar  data.  Moreover,  the  reports 
now  being  made  by  physicians,  hospitals,  and 
laboratories  are  of  much  greater  scientific  value, 
because  in  over  70  per  cent  of  the  cases  they  are 
accompanied  by  data  from  the  pathologic  labora- 
tory regarding  the  microscopic  character  of  the 
tumor. 

Efforts  in  other  states  to  obtain  reporting  of 
cancer  have  been  ineffective  for  the  most  part, 
chiefly  because  of  failure  to  enlist  the  support  of 
the  medical  profession.  New  York  State  physi- 
cians are  keenly  interested  in  advancing  the 
control  of  cancer  and  are  alert  to  the  possibilities 
of  cancer  reporting  as  a means  of  advancing 
knowledge  concerning  this  disease. 

The  reports  are  handled  with  the  utmost 
care  to  preserve  their  confidential  nature  and 
are  used  for  scientific  analysis  only.  In  many 
cases,  however,  physicians  reporting  cases  have 
asked  for  assistance  either  with  respect  to  special 
treatment  or  with  regard  to  consultation  service. 
One  physician  was  confronted  by  the  problem 


of  a patient  who  refused  to  accept  his  advice 
to  obtain  prompt  treatment  of  a cancer  which  was 
discovered  in  the  course  of  treatment  of  another 
ailment.  At  the  request  of  the  physician,  a public 
health  nurse  visited  the  patient  and  urged  that 
the  advice  given  be  followed.  The  patient  con- 
sented and  was  found  to  have  early  cancer  with  a 
90-per  cent  chance  of  complete  cure.  Visits  are 
not  made  to  patients  except  at  the  request  of  the 
physician. 

The  cancer  reports  are  being  subjected  to  de- 
tailed analysis  from  various  standpoints,  but  it 
is  too  early  to  make  any  announcement  of  the 
findings.  One  of  the  most  important  problems 
is  to  determine  how  people  who  develop  cancer 
differ  in  other  respects  from  people  of  the  same 
age  and  sex  who  remain  free  from  the  disease. 
There  are  a number  of  highly  suggestive  clues  to 
such  differences  which,  if  substantiated,  would  be 
of  great  value  in  controlling  and  even  preventing 
cancer.  An  unexpected  advantage  of  cancer 
reporting  is  the  opportunity  it  affords  to  gather 
information  as  to  the  relationship  of  cancer  to 
previous  benign  tumors  in  the  same  patient. 
More  than  1 ,000  cases  of  such  tumors  and  other 
benign  conditions  are  being  reported  each 
month,  so  that  it  will  be  possible  by  careful  check 
over  a number  of  years  to  determine  how  fre- 
quently a particular  type  of  benign  lesion  is 
followed  by  a malignant  or  cancerous  tumor. 

The  reports  will  be  used  further  as  a measure  of 
the  success  of  the  cancer  program  in  various 
localities.  Such  an  index  to  the  relative  effective- 
ness of  specific  control  measures  is  of  great  value 
since  it  will  indicate  which  measures  are  worth 
continuing  and  in  what  areas  efforts  must  be 
intensified. 


PULMONARY  TUBERCULOSIS 

Factors  Having  a Bearing  on  Its  Spread  in  New  York  City* 


Henry  Beeuwkes,  M.D.,  and  Richard  G.  Hahn,  M.D.,  New  York  City 


Epidemiologic  studies  of  tuberculosis 
were  undertaken  at  the  New  York 
Hospital  in  the  fall  of  1933  by  members 
of  the  hospital  staff  and  the  staff  of  the 
International  Health  Division  of  The 
Rockefeller  Foundation.  The  primary 
purpose  of  this  project  was  to  study  tuber- 
culous families  and  through  continued 
observation  of  sources  and  their  contacts 
to  trace  the  spread  of  infection  among 
their  members.  As  the  work  progressed 
other  investigations  having  a bearing  on 
the  incidence  and  control  of  tuberculosis 
in  New  York  City  were  undertaken,  the 
most  important  being  an  exhaustive  clini- 
cal and  epidemiologic  evaluation  of  the 
management  and  treatment  of  150  cases 
of  the  disease  cared  for  in  different  local 
institutions.  This  study,  recently  com- 
pleted, provides  the  subject  matter  of  the 
present  paper.  The  150  persons  included 
in  the  study  are  classified  in  Table  1 ac- 
cording to  age  grouping  and  sex. 


TABLE  1. — Age  Grouping  and  Sex  of  Patients 
Included  in  Study 


Age  at  Onset 

Male 

Female 

Total 

10-19 

11 

19 

30 

20-29 

27 

33 

60 

30-39 

17 

17 

34 

40-49 

17 

4 

21 

50  + 

4 

1 

5 

Total 

76 

74 

150 

The  criteria  for  selection  of  these  cases 
were  that  they  be  of  relatively  recent 
origin,  diagnosed  by  a private  physician 
or  an  institution  in  New  York  City,  and 
that  the  patients  be  sufficiently  intelligent 
to  give  reasonably  adequate  and  accurate 
accounts  of  the  incidents  connected  with 
their  disease.  Information  concerning 
the  cases  was  obtained  by  a recheck  of  the 
case  histories  and  reinterrogation  of  the 

* The  studies  and  observations  on  which  this  paper  is 
based  were  aided  by  a grant  from  the  International  Health 
Division  of  The  Rockefeller  Foundation. 

The  authors  wish  to  express  gratitude  to  Dr.  E.  L. 
Opie,  professor  of  pathology,  and  Dr.  Eugene  F.  Du  Bois, 
professor  of  medicine,  for  their  material  assistance  in  mak- 
ing this  study  possible. 


patients,  particularly  with  reference  to 
their  early  symptoms,  conditions  making 
for  prompt  or  delayed  diagnosis,  consulta- 
tions with  and  treatment  by  private 
physicians  and  by  clinics,  their  hospital 
experiences,  and  the  status  of  their  spu- 
tum at  various  periods  when  they  were  at 
home  and  away  from  home.  This  in- 
formation was  augmented  through  corre- 
spondence with  various  institutions  where 
they  had  been  examined  or  treated. 

The  observations  are  discussed  below 
under  the  following  subdivisions : (1)  the 

interval  from  the  onset  of  symptoms  to 
diagnosis;  (2)  the  interval  from  diagnosis 
to  the  initiation  of  definitive  treatment; 

(3)  summary  of  the  treatment  in  each  case ; 

(4)  periods  spent  at  home  and  away  from 
home  after  diagnosis  was  made,  and  the 
status  of  the  sputum  during  these  periods. 

Interval  from  the  Onset  of  Symptoms 
to  Diagnosis 

This  period  is  of  particular  importance 
epidemiologically,  for,  although  the  great 
majority  of  persons  with  tuberculosis  have 
tubercle  bacilli  in  the  sputum  before  diag- 
nosis is  made,  they  are  unaware  of  their 
condition  and  of  the  fact  that  they  are  a 
menace.  They  accordingly  remain  at 
home  in  contact  with  their  families  and 
friends  and  fail  to  exercise  any  of  the 
specific  precautions  generally  initiated 
after  a diagnosis  is  established.  There 
are  many  factors  that  influence  the  men- 
ace constituted  by  an  individual  with  un- 
recognized tuberculosis  in  a community. 
The  most  important  of  these  are  the  time 
he  remains  at  large  with  the  disease  and 
the  status  of  his  sputum.  The  former,  at 
least,  can  be  determined  with  reasonable 
accuracy.  Table  2 contains  data  on  the 
periods  during  which  symptoms  were 
present  in  the  150  persons  under  study 
before  the  disease  was  recognized;  and 
Table  3 gives  the  stage  of  involvement 
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TABLE  2. — Interval  from  Onset  of  Symptoms  to  Diagnosis 


Interval, 

Moderately 

Far 

Total 

Months 

-Minimal 

—Advanced > 

/ Advanced •> 

/ Unknown ■. 

Cases 

Un- 

Un- 

Un- 

Un- 

Pos.* 

Neg.*  known* 

Pos. 

Neg.  known 

Pos. 

Neg. 

known 

Pos.  Neg. 

known 

0-1 

4 

9 

1 

5 

6 

0 

4 

0 

0 

0 

1 

1 

31 

1-2 

1 

2 

0 

13 

2 

0 

4 

0 

0 

1 

0 

3 

26 

2-3 

2 

2 

0 

1 

3 

0 

1 

0 

0 

1 

0 

0 

10 

3-4 

0 

4 

1 

5 

0 

0 

3 

0 

0 

1 

1 

3 

18 

85 

4-5 

0 

0 

5 

0 

0 

2 

0 

0 

0 

0 

0 

7 

5-6 

1 

0 

0 

1 

1 

1 

2 

0 

0 

0 

0 

0 

6 

6-7 

1 

1 

0 

5 

0 

1 

3 

0 

0 

1 

0 

0 

12 

7-8 

0 

1 

0 

3 

0 

0 

3 

1 

0 

0 

0 

0 

8 

8-9 

0 

1 

0 

1 

0 

0 

0 

0 

0 

0 

0 

0 

2 

9-10 

0 

1 

0 

1 

0 

0 

2 

0 

0 

0 

0 

0 

4 

11-12 

0 

0 

0 

1 

1 

0 

2 

0 

0 

0 

0 

0 

4 

43 

12-18 

0 

1 

0 

4 

1 

0 

1 

0 

0 

0 

0 

0 

7 

18-60 

0 

1 

0 

3 

1 

0 

8 

1 

0 

0 

0 

1 

15 

22 

* Sputum- 

— in  all  tables  Pos.,  Neg., 

and  Unknown  indicate, 

respectively,  with  tubercle  bacilli  in  the  sputum. 

with  no 

tubercle  bacilli  in  the  sputum, 

and  no  information  regarding  tubercle  bacilli  in  the  sputum. 

TABLE  3 

. — Stage  of  Disease  and 

Status  of  Sputum  at  Time  of  Diagnosis 

Number 

Number 

Extent  of  Lesion 

of  Cases 

Percentage 

Status  of  Sputum 

of  Cases 

Percentage 

Minimal 

34 

22.7 

Positive 

96 

64 

.0 

Mod.  advanced 

65 

43.3 

Negative 

42 

28.0 

Far  advanced 

37 

24.7 

Unknown 

12 

8.0 

Unknown 

14 

9.3 

TABLE  4. — Correlation  of  Interval  from  Onset  to  Discovery  of  Disease,  with  Stage  of  Disease  and  Sputum 

Status 


-Stage  at  Diagnosis Sputum  Status- 


Interval, 

Minimal, 

Mod.  adv., 

Far  adv., 

Unknown, 

Pos., 

Neg., 

Unknown, 

Months 

percentage 

percentage 

percentage 

percentage 

percentage 

percentage 

percentage 

0-4 

30.6 

41.1 

14.1 

14.1 

54.1 

35.3 

10.6 

4 

12.3 

46.1 

38.5 

3.1 

76.9 

18.5 

4.6 

and  the  status  of  the  sputum  with  rela- 
tion to  the  tubercle  bacillus  at  the  time 
the  diagnosis  was  established. 

It  will  be  noted  that  there  was  great 
variation  in  the  length  of  time  elapsing 
between  the  onset  of  symptoms  and  the 
establishment  of  diagnosis.  In  31  cases 
(20.7  per  cent)  the  diagnosis  was  made 
either  before  symptoms  developed  (con- 
tact cases,  etc.)  or  at  most  within  one 
month  after  they  were  first  noted.  In  an 
additional  26  cases  the  diagnosis  was  also 
very  prompt,  the  interval  between  de- 
velopment of  symptoms  and  diagnosis 
being  under  two  months.  Twenty-eight 
other  cases  that  were  relatively  well 
handled  fall  within  the  two  to  four 
months’  group.  On  the  other  hand,  in  22 
cases  (14.7  per  cent)  symptoms  were  pres- 
ent for  over  one  year  and  up  to  more  than 
five  years  before  a diagnosis  was  made. 
The  aggregate  delay  involved  in  this 
group  was  942  months  or  an  average  of 


42.8  months  per  case.  Some  of  the 
patients  in  this  group  had  never  sought 
medical  advice  previously;  others  had 
consulted  physicians  who  failed  to  detect 
the  disease.  In  the  remaining  intermedi- 
ate group  of  43  cases  diagnosis  was  not 
established  until  symptoms  had  been  pres- 
ent for  from  four  to  twelve  months,  and 
it  would  seem  obvious  that  some  avoid- 
able delay  must  also  have  occurred  in 
many  of  them.  It  will  be  noted  as  well 
that  only  22.7  per  cent  of  the  cases  showed 
minimal  involvement  when  diagnosed, 
while  68.0  per  cent  had  progressed  to 
moderately  or  far  advanced  disease.  In 
9.3  per  cent  the  stage  could  not  be  deter- 
mined, and  64.0  per  cent  of  the  entire 
group  had  sputum  containing  tubercle 
bacilli  when  the  diagnosis  was  estab- 
lished. 

There  was  some  correlation  between  the 
duration  of  symptoms  in  these  cases  and 
the  extent  of  lesion  at  diagnosis.  The 


August  1,  1940] 


PULMONARY  TUBERCULOSIS 


1157 


TABLE  5. — Correlation  of  Symptomatology  with  Interval  to  Diagnosis  and  Status  of  Sputum 


Interval  from 
Onset  of 
Symptoms  to 

✓ — General  Symptoms — >. 

rt 

« a a 

.to 

•to 

>> 

a 

0 

S 

—Special 

a 

’3 

a 

Symptoms — 
M 

S .5 

a 

a ai 

CO 

CO 

<v 

c 

a j 

CO 

u 

Contacts 

co  X 

1 |J 

75 

c 

V 

•d 

Diagnosis, 

— 

© > 

> 

s 

J3 

CO 

>> 

Cl 

u 

d 

O 

s 

o 

§3 

’o 

Months 

s 

^ c O 

X 

u 

Q 

02 

X 

O 

OS 

C 

Total 

0-1 

2 

l 

0 

5 

5 

1 

1 

1 

12 

0 

3 

31 

1-2 

1 

7 

5 

5 

6 

0 

0 

1 

1 

0 

0 

26 

2-3 

1 

4 

1 

0 

1 

1 

0 

0 

1 

1 

0 

10 

3-4 

1 

7 

1 

2 

2 

0 

0 

0 

4 

0 

1 

18 

4-5 

0 

2 

1 

2 

1 

0 

1 

0 

0 

0 

0 

7 

5-6 

1 

2 

1 

1 

0 

0 

0 

0 

0 

1 

0 

6 

6-7 

0 

4 

2 

1 

1 

1 

0 

0 

1 

0 

2 

12 

7-8 

0 

3 

4 

1 

0 

0 

0 

0 

0 

0 

0 

8 

8-9 

0 

2 

0 

0 

Q 

0 

0 

0 

0 

0 

0 

2 

9-10 

0 

2 

1 

0 

1 

0 

0 

0 

0 

0 

0 

4 

11-12 

0 

2 

1 

0 

0 

0 

1 

0 

0 

0 

0 

4 

12-18 

1 

1 

1 

2 

0 

0 

0 

0 

1 

0 

1 

7 

18-60 

2 

5 

4 

1 

0 

1 

0 

0 

1 

1 

0 

15 

Total 

9 

42 

22 

20 

17 

4 

3 

2 

21 

3 

7 

150 

Status  1 Positive 

4 

30 

20 

13 

10 

3 

3 

2 

7 

1 

3 

96 

of  < Negative 

5 

8 

0 

5 

6 

1 

0 

0 

13 

2 

2 

42 

Sputum  ( Unknown 

0 

4 

2 

2 

1 

0 

0 

0 

1 

0 

2 

12 

TABLE  6. — Percentage  Correlation  of  Symptomatology  with  Stage  of  Disease  and  Status  of  Sputum  at 

Time  of  Diagnosis 


/— — - Stage ' -• Sputum  Status 

No.  of  Minimal,  Mod.  adv.,  Far  adv..  Unknown,  Pos.,  Neg.,  Unknown, 

Cases  percentage  percentage  percentage  percentage  percentage  percentage  percentage 


1. 

General  symptoms 

73 

12.3 

47.9 

30.1 

9.6 

74.0 

17.8 

8.2 

2. 

Special  symptoms 

46 

19.6 

45.7 

28.2 

6.5 

67.4 

26.1 

6.5 

3. 

Contacts,  etc. 

31 

51.6 

29.0 

6.5 

12.9 

35.5 

54.8 

9.7 

percentage  details  given  in  Table  4 
demonstrate  that,  among  cases  diagnosed 
relatively  early  (0-4-month  group),  30.6 
per  cent  were  minimal  and  55.2  per  cent 
more  advanced,  while,  when  delay  was 
relatively  great,  only  12.3  per  cent  were 
minimal  and  84.6  per  cent  advanced. 
Furthermore,  of  the  total  of  34  minimal 
cases  in  the  series,  26  gave  a history  of 
less  than  four  months’  illness,  while  only 
8 had  had  symptoms  for  a longer  period 
of  time.  With  regard  to  the  sputum 
status,  it  will  be  seen  that  54.1  per  cent 
of  the  cases  with  a relatively  short  interval 
to  diagnosis  were  found  to  have  tubercle 
bacilli  and  35.3  per  cent  no  tubercle 
bacilli.  When  diagnosis  was  delayed 
beyond  four  months,  76.9  per  cent  were 
positive  and  only  18.5  per  cent  negative. 

These  observations  indicate  the  great 
importance  of  reducing  the  time  interval 
to  diagnosis.  They  suggest  that  im- 
provement in  this  direction  could  readily 
be  brought  about  if  the  interminable  and 
apparently  inexcusable  delays  that  oc- 
cur in  many  instances  after  the  begin- 
ning of  clear-cut  symptomatology  were 
obviated  through  a fuller  understanding 


of  the  underlying  causes.  The  study  ac- 
cordingly included  an  investigation  of  the 
factors  as  far  as  they  could  be  ascertained, 
making  for  expedition  of  diagnosis  in 
some  cases  and  delays  in  other  cases. 
Such  factors  seemed  concerned  mainly 
with  the  clinical  picture  in  each  case  and 
the  reaction  of  the  patient  and  physician 
to  this  picture. 

The  Clinical  Picture. — As  pulmonary 
tuberculosis  is  a relatively  chronic  disease 
and  protean  in  its  manifestations,  the 
clinical  pictures  are  markedly  diverse  as 
to  the  initiation  of  illness,  as  to  the  evolu- 
tion of  disease,  and  particularly  as  to  the 
type  and  severity  of  those  symptoms  that 
might  call  the  attention  of  the  patient  to 
his  illness  and  induce  him  to  seek  medical 
advice  and  also  those  that  might  suggest 
to  the  physician  the  presence  of  serious 
organic  disease.  In  order  for  us  to  secure 
insight  into  these  factors,  all  patients 
were  reinterrogated  as  to  the  sequence  of 
events  and  the  symptoms  or  syndrome 
that  finally  led  to  diagnosis  in  each  case. 
These  data  are  set  down  in  Table  5,  giv- 
ing the  symptom  or  symptom  complex 
leading  to  diagnosis  together  with  the 
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corresponding  time  intervals  and  the 
sputum  status,  and  in  Table  6,  showing 
the  correlation  between  the  diagnostic 
symptom  or  symptoms  with  the  stage  of 
disease  and  the  presence  or  absence  of 
tubercle  bacilli  in  the  sputum  at  the  time 
of  diagnosis. 

These  tables  are  self-explanatory,  but  a 
few  points  are  worthy  of  mention.  The 
cases  may  be  roughly  divided  into  three 
classes  with  regard  to  symptomatology 
leading  to  diagnosis : those  with  general 

symptoms,  mild,  moderate,  or  severe; 
those  predominantly  with  symptoms  pro- 
ducing alarm,  discomfort,  or  pain  (special 
symptoms) ; and  those  without  symptoms 
or  with  mild  symptoms  that  were  dis- 
regarded, the  cases  being  discovered 
through  contact  or  incidental  examina- 
tions. The  group  with  general  symptoms 
embraces  73  cases  and  in  all  except  9 of 
these  the  symptomatology  had  become 
severe  when  these  persons  sought  medical 
attention  or  at  least  when  the  cases  were 
diagnosed  as  pulmonary  tuberculosis. 
This  suggests  that  patients  infrequently 
seek  medical  relief  for  the  mild  general 
symptoms  characteristic  of  early  disease. 
At  the  same  time,  our  histories  indicate 
that  physicians  frequently  fail  to  make 
adequate  examinations  of  persons  with 
these  relatively  mild  complaints,  and  in 
such  persons  cases  of  tuberculosis  often 
escape  detection.  They  also  suggest  that 
even  severe  general  symptom  complexes 
are  often  disregarded  for  long  periods  of 
time  by  patients,  and  occasionally  by  phy- 
sicians, if  they  develop  insidiously  and  are 
not  incapacitating  or  associated  with 
alarming  signs.  Accordingly,  the  great 
majority  of  cases  in  this  group  are  ad- 
vanced and  with  positive  sputum  when 
diagnosed. 

The  second  group  of  46  patients  sought 
medical  advice  leading  to  diagnosis  be- 
cause of  hemoptysis,  chest  pain,  sudden 
dyspnea,  blood  streaking  of  sputum,  or 
laryngeal  symptoms.  The  discomfort  or 
alarm  associated  with  these  conditions 
made  for  early  definitive  action  after  they 
developed,  although  generally  mild  or 
severe  symptoms  had  in  some  cases  been 
present  previously  and  were  disregarded. 


Accordingly,  this  group  also  showed,  as  a 
rule,  moderate  to  far  advanced  involve- 
ment at  the  time  diagnosis  was  made,  and 
only  9 out  of  46  persons  had  minimal 
disease.  On  the  other  hand,  as  shown 
in  Table  6,  the  average  extent  of  involve- 
ment and  the  percentage  of  positive 
sputum  cases  were  less  in  Group  2 than 
in  Group  1. 

The  third  group  includes  31  patients 
discovered  through  contact  or  incidental 
examinations.  Five  of  these  were  asymp- 
tomatic, while  the  remainder  had  had 
symptoms  for  varying  brief  periods  of 
time  but  these  had  not  been  sufficiently 
severe  to  induce  the  patients  to  seek  medi- 
cal advice.  Accordingly,  as  shown  in 
Table  6,  51.6  per  cent  of  the  31  cases  in 
this  group  were  of  minimal  involvement 
and  54.8  per  cent  had  negative  sputum. 

Reaction  of  the  Patient  and  Physician  to 
the  Clinical  Picture. — Irrespective  of  the 
clinical  picture,  the  reaction  of  the  pa- 
tients to  their  symptoms  differed  mark- 
edly, and  this  was  probably  the  most  im- 
portant factor  making  both  for  early  diag- 
nosis in  some  cases  and  for  marked  delays 
in  others.  Case  histories  indicate  that 
some  patients  consulted  physicians  or 
clinics  even  for  trivial  symptoms,  but  a 
larger  number  ignored  those  of  a more 
severe  character  for  considerable  periods 
of  time.  The  histories  indicate  as  well 
that,  though  many  cases  were  efficiently 
handled  after  the  patients  had  sought 
medical  advice,  a considerable  percentage 
of  the  total  loss  in  time  between  the 
initiation  of  symptoms  and  diagnosis  was 
due  to  failure  on  the  part  of  the  physician 
or  clinic  to  detect  the  disease  promptly 
after  patients  had  consulted  them. 
Though  one  cannot  determine  definitely 
all  of  the  circumstances  making  for  delay 
in  diagnosis  in  a particular  case  or  evalu- 
ate accurately  the  responsibility  of  the 
patient,  physician,  or  clinic  for  delays,  it 
was  possible  to  secure  what  would  appear 
to  be  reasonably  accurate  records  concern- 
ing these  points.  The  data  are  given  in 
Table  7 and  indicate  that  an  aggregate 
interval  of  1,417  months  elapsed  between 
the  onset  of  symptoms  and  diagnosis  in 
the  150  cases  and  that  the  responsibility 
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TABLE  7. — Allocation  of  Responsibilitv  in  Months  for  Interval  from  Onset  of  Symptoms  to  Diagnosis 


Interval,  No.  of  Aggregate  Average, 

Months  Cases  Interval  Months  Patient  Physician  Clinic 

0-4  85  155  1.8  119  20  16 

4-12  43  320  7.4  161  138  21 

12-60  22  942  42.8  700  211  31 

0-60  150  1,417  9.4  980  369  68 


for  the  interval  or  delay  lay  with  the 
patients  for  a total  of  980  months  (an 
average  of  6.5  per  person),  with  the  physi- 
cian for  369  months,  (average  2.5),  and 
with  a clinic  or  hospital  for  sixty-eight 
months  (average  0.5). 

In  Table  7 the  cases  are  divided  into 
three  groups  on  the  basis  of  the  length  of 
the  interval  from  the  onset  of  symptoms 
to  diagnosis:  i.e.,  those  in  which  the 

interval  was  short;  those  in  which  moder- 
ate delay  occurred;  and  those  in  which 
the  delay  was  markedly  prolonged.  This 
was  done  in  order  to  prevent  a small  num- 
ber of  cases  with  great  delay  from  unduly 
influencing  the  general  average  and  also 
to  give  a more  accurate  picture  of  the 
variations  in  intervals  and  responsibility 
for  delay. 

Interval  from  Diagnosis  to  Initiation 
of  Definitive  Treatment 

Definitive  treatment  is  considered  as 
having  been  initiated  at  the  time  a patient 
entered  an  institution  or,  if  he  remained  at 
home,  at  the  time  a prescribed  regimen 
was  undertaken  under  professional  super- 
vision. 

Persons  found  to  have  pulmonary 
tuberculosis  were  recommended  for  hos- 
pitalization or  sanatorium  care  in  the 
great  majority  of  cases,  and  all  except  11 
were  treated  for  varying  periods  in  one 
or  more  institutions.  Where  the  symp- 
tomatology was  very  severe,  as  in  cases 
with  hemorrhage,  great  pain,  fever,  and 
marked  debility  incident  to  advanced  and 
prolonged  disease,  emergency  admission 
by  the  agency  making  the  diagnosis  was 
sought.  This  was  also  the  case  where 
patients  with  highly  positive  sputum 
lacked  adequate  facilities  at  home  for 
their  isolation  or  where  home  conditions 
were  obviously  unsatisfactory  even  for 
temporary  care  of  the  patient.  On  the 
other  hand,  patients  not  requiring  emer- 
gency treatment  were  handled  in  the 


routine  way  of  city  clinics  in  general,  and 
they  remained  at  home  for  longer  or 
shorter  periods  of  time  depending  on  the 
length  of  the  waiting  list  of  the  institution 
in  which  they  were  to  be  hospitalized. 

As  shown  in  Table  8,  the  initiation  of 
treatment  was  prompt  in  83  cases,  the 
patient  being  admitted  to  an  institution 
immediately  or  within  one  month  after 
diagnosis  was  made.  In  35  other  cases  a 
period  of  from  one  to  a maximum  of  four 
months  elapsed  before  treatment,  while  in 
21  cases  there  was  great  preventable  delay 
before  final  hospitalization. 

Probably  the  most  frequent  prevent- 
able cause  of  delay  in  hospitalization  was 
incident  to  the  ‘ ‘waiting  list”  or  period 
of  time  that  elapsed  between  the  recom- 
mendation of  the  patient  for  institutional 
care  and  his  admission  to  the  hospital  or 
sanatorium.  This  varies  considerably  at 
different  seasons  of  the  year  and  with  dif- 
ferent institutions  and  may  amount  to 
three  months  or  more.  Such  delays  de- 
moralize the  patient.  They  may  cause 
the  spread  of  his  lesion  or  the  infection  of 
other  members  of  the  household,  particu- 
larly as  patients  awaiting  hospitalization 
are  difficult  to  handle  and  discipline.  A 
few  patients  in  this  series  became  discour- 
aged after  a long  period  of  delay  and  fi- 
nally refused  to  go  to  any  sanatorium. 
The  condition  cannot  be  remedied  until 
the  number  of  beds  available  for  the  treat- 
ment of  tuberculosis  has  been  consider- 
ably increased,  for  the  waiting  list  is  the 
result  of  the  discrepancy  between  the  bed 
capacity  of  the  institutions  and  the  num- 
ber of  persons  seeking  admission.  This 
discrepancy  would  also  appear  to  be  re- 
sponsible in  many  cases  for  the  early  dis- 
charge of  patients  in  order  to  make  a place 
for  others.  On  the  other  hand,  improve- 
ment in  the  situation  might  be  brought 
about  if  patients  were  discouraged  from 
selecting  the  sanatorium  in  which  they 
are  to  be  treated  and  if  they  could  be  in- 
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TABLE  8. — Interval  from  Diagnosis  to  Definitive  Treatment 


Interval 

Minimal 

— Stage  at  Diagnosis- 
Mod.  adv.  Far  adv. 

Unknown 

Sputum  Status 

Pos.  Neg. 

at  Diagnosis > 

Unknown  Total 

Immediate  treatment 

4 

21 

12 

4 

32 

7 

2 

41 

Up  to  1 mo.  inclusive 

8 

23 

11 

0 

31 

10 

1 

42 

1-2  mo. 

7 

3 

2 

1 

5 

7 

1 

13 

2-3  mo. 

4 

6 

2 

3 

10 

5 

0 

15 

3-4  mo. 

2 

2 

2 

1 

4 

3 

0 

7 

4-6  mo. 

1 

2 

1 

1 

3 

1 

1 

5 

6—12  mo. 

3 

1 

2 

1 

3 

2 

2 

7 

1-2  yr. 

1 

1 

2 

0 

1 

2 

1 

4 

2-8  yr. 

Home  only.  Treated  by 

2 

1 

0 

2 

1 

1 

3 

5 

private  physician 
Home  only.  No  treat- 

2 

3 

1 

1 

3 

3 

1 

7 

ment 

0 

2 

2 

0 

3 

1 

0 

4 

duced  to  accept  admission  to  one  of  those 
more  available  at  the  particular  time. 
There  is  sometimes  a difference  of  several 
months  in  the  length  of  the  waiting  time 
for  different  hospitals. 

An  additional  cause  for  delay  in  hos- 
pitalization in  the  group  under  considera- 
tion was  the  fact  that  a considerable 
number  of  patients  refused  hospitaliza- 
tion when  diagnosis  was  made  and  re- 
mained at  home  for  varying  periods  of 
time  until  they  could  be  induced  to  accept 
sanatorium  care  or  until  their  disease  had 
advanced  to  a point  making  this  impera- 
tive. Some  of  them  had  no  treatment 
during  this  interim,  a few  were  under  the 
care  of  private  physicians,  and  some  made 
periodic  visits  to  the  clinic. 

Summary  of  Treatment 

After  a case  of  pulmonary  tuberculosis 
has  finally  been  brought  to  light  and 
definitive  treatment  has  been  initiated, 
many  pitfalls  remain  because  of  the 
chronic  nature  of  the  disease,  the  tend- 
ency to  relapses  and  remissions,  and  the 
protracted  care  necessary  in  the  great 
majority  of  cases  to  justify  hope  of  per- 
manent cure.  Economic  considerations 
and  the  psychology  of  the  patient,  which 
in  many  cases  renders  him  unwilling  to 
undergo  long  hospitalization,  add  to  the 
difficulty,  and  many  persons  leave  institu- 
tions against  advice  after  brief  periods 
of  treatment.  Furthermore,  it  requires 
fine  judgment  based  on  much  experience 
on  the  part  of  the  attending  physician  to 
evaluate  each  case  and  to  determine  ac- 
curately, from  physical,  roentgenologic, 
and  other  observations,  the  status  of  the 
disease  and  the  most  appropriate  treat- 
ment at  any  particular  time.  In  conse- 


quence, patients  are  frequently  discharged 
from  institutions  before  the  disease  is 
thoroughly  arrested,  only  to  be  re- 
admitted to  the  same  or  another  institu- 
tion at  a later  date. 

The  cases  included  in  this  series  were  of 
relatively  recent  origin,  and  the  actual 
treatment  period  varied  from  a few 
months  to  several  years,  the  average  being 
approximately  thirty-six  months.  The 
experiences  of  these  persons,  therefore,  do 
not  give  a complete  picture  of  the  fate  of 
the  average  tuberculous  patient  in  New 
York.  However,  a summary  of  their  ex- 
periences should  be  of  interest.  Eleven 
patients  were  never  hospitalized:  4 of 
these  refused  all  treatment,  while  7 were 
under  the  care  of  a private  physician  or  a 
clinic,  at  least  for  a time.  Six  of  these 
persons  are  known  to  have  spent  from  a 
short  to  a considerable  length  of  time  at 
home  after  diagnosis,  with  positive  spu- 
tum. 

Of  the  139  patients  institutionalized,  72 
had  one  admission,  while  the  others  had 
readmissions  as  follows : 35  patients,  two 
admissions;  13,  three  admissions;  15, 
four  admissions;  2,  five  admissions;  2,  six 
admissions ; making  a total  of  263  admis- 
sions. Incidentally,  direct  transfers  were 
made  in  94  instances,  making  a total  of 
357  admissions  to  the  hospitals  and  sana- 
toriums  in  which  these  persons  were  cared 
for.  In  some  instances  admissions,  par- 
ticularly to  hospitals,  were  made  for  the 
purpose  of  carrying  out  surgical  proce- 
dure or  other  measures  that  did  not  indi- 
cate prolonged  hospitalization.  The  ma- 
jority of  readmissions,  however,  were  inci- 
dent to  the  fact  that  many  persons  who 
should  have  had  long  intensive  treatment 
left  prematurely  when  the  disease  was  still 
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active,  frequently  with  positive  spu- 
tum. In  most  instances  such  action  on 
the  part  of  patients  was  against  the  ad- 
vice of  the  physician,  but  in  some  cases  it 
was  with  the  consent  of  the  latter  and 
after  a diagnosis  of  “arrested”  or  “ap- 
parently arrested”  disease  had  been  made. 
This  is  borne  out  clearly  by  the  following 
tabulation  showing  the  reason  for  dis- 
charge in  each  of  the  263  admissions. 

Instances 


Left  against  advice  77 

Disease  “arrested”  or  “apparently  arrested”  47 

After  establishing  pneumothorax  or  treatment 

of  its  complications  47 

After  thoracoplasty  6 

For  disorderly  conduct  3 

Information  inconclusive  27 

Died  10 

Still  in  sanatoriums  46 

Total  263 


Periods  Spent  at  Home  and  Away  from 
Home  After  Diagnosis  Was  Made  and 
the  Status  of  the  Sputum  During  These 
Periods 

An  exhaustive  attempt  was  made  to 
determine  the  status  of  the  sputum  of  all 
patients  included  in  the  series  from  the 
time  the  diagnosis  was  made  up  to  the 
completion  of  the  study.  This  informa- 
tion was  obtained  through  interrogation 
of  the  patients,  especially  through  com- 
munication with  hospitals  and  sanato- 
riums where  they  had  been  treated,  and 
also  by  frequent  examinations  of  concen- 
trated specimens  of  sputum  while  the 
patients  were  under  observation  in  the 
clinic  or  wards  of  the  New  York  Hospital. 
The  observations  refer  to  a total  period  of 
6,159  months  or  an  average  of  three  years 
and  five  months  per  case.  Of  these,  3,944 
were  spent  at  home  and  2,215  away  from 
home.  The  status  of  the  sputum  during 
these  periods  is  given  below. 


Status  of  Sputum  from  Date  of  Diagnosis  to  Last 
Report* 


Un- 

Nega- 

Posi- 

Alter- 

known 

tive 

tive 

nating 

Months  at  home 

739 

1882 

879 

444 

Months  away 

108 

654 

1133 

320 

Total 

847 

2536 

2012 

764 

* Includes  period  from  diagnosis  to  definitive  treat- 
ment and  actual  treatment  period. 


It  will  be  noted  that  the  group  spent  a 
total  of  879  months  at  home  with  “open” 
tuberculosis  and  in  addition  444  months 


with  “alternating  sputum,”  the  latter 
representing  periods  where  examinations 
intermittently  revealed  tubercle  bacilli 
and  no  tubercle  bacilli.  A relatively 
small  number  of  offenders  were  respon- 
sible for  a large  proportion  of  this  time,  for 
39  persons  who  had  positive  or  alternat- 
ing sputum  for  over  a year  accounted  for 
639  of  the  879  positive  months  and  431 
of  the  444  alternating  months.  On  the 
other  hand,  47  persons  spent  no  time  at 
home  with  positive  sputum  as  far  as  their 
records  indicate,  and  64  others  accounted 
for  only  240  months  at  home  with  tubercle 
bacilli  in  the  sputum  and  13  with  alter- 
nating sputum.  At  the  termination  of 
the  study,  140  persons  were  still  alive: 
46  of  these  were  at  a sanatorium,  36  were 
home  with  positive  sputum  and  56  with 
negative  sputum,  and  2 were  lost  from 
observation. 

Remarks 

Great  strides  have  been  made  in  the  city 
and  state  during  recent  years  both  in  re- 
ducing the  incidence  of  tuberculosis  and 
in  providing  facilities  for  the  comfort  and 
efficient  care  of  the  sick  through  the  earn- 
est and  well-directed  efforts  of  those 
charged  with  the  control  and  treatment  of 
the  disease.  However,  the  foregoing  ob- 
servations suggest  that  much  remains  to 
be  done,  particularly  toward  expediting 
the  diagnosis  of  the  disease  after  the  ad- 
vent of  symptoms,  the  initiation  of  more 
prompt  definitive  treatment,  and  the 
elimination  of  factors  responsible  for 
inadequate  hospitalization.  Early  diag- 
nosis, prompt  hospitalization,  and  ade- 
quate treatment  are  all  vital  to  the  effec- 
tive control  of  tuberculosis.  However, 
among  the  group  under  consideration, 
only  37  cases  were  considered  as  well 
handled  in  all  these  respects;  22  others 
were  poorly  handled  in  all  respects ; while 
in  the  remaining  91  cases  there  were  de- 
lays in  either  the  diagnosis  or  the  initia- 
tion of  treatment,  or  there  were  shortcom- 
ings in  the  treatment  itself. 

It  is  believed  that  further  efforts  along 
educational  lines — calling  attention  to  the 
seriousness  of  any  chronic  symptoms  such 
as  mild  cough  and  expectoration,  slight, 
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unaccountable  loss  in  weight,  easy  fatigue, 
anorexia,  etc. — would  be  useful.  Also  it 
should  be  brought  out  that  minimal  dis- 
ease is  usually  amenable  to  treatment 
while  the  advanced  cases  are  often  hope- 
less. Much  stress  has  been  laid  upon  the 
asymptomatic  advanced  cases  with  nor- 
mal physical  signs.  Far  more  important, 
however,  both  clinically  and  epidemio- 
logically,  is  the  fact  that  many  patients 
had  definite  symptoms  which  they  dis- 
regarded for  months  and  which  in  some 
cases  the  physician  also  disregarded  when 
he  was  finally  consulted.  Prompt  diag- 
nosis would  not  only  have  shifted  many 
of  these  cases  from  the  advanced  to  the 
minimal  group  but  would  have  eliminated 
them  as  sources  of  infection  to  others ; and 
steps  looking  toward  early  diagnosis  of 
cases  with  obvious  symptoms  would 
probably  mean  more,  epidemiologically, 
than  some  case-finding  measures  in  force 
at  the  present  time. 

As  far  as  the  physician  is  concerned,  it 
is  felt  that  a diagnosis  of  bronchitis  or 
“cold”  should  never  be  made  until  the 
possibility  of  organic  disease  has  been 
eliminated  by  physical  and  radiographic 
examinations.  The  diagnosis  of  pleurisy 
automatically  demands  an  x-ray  examina- 
tion and  follow-up.  In  many  of  the 
cases  in  this  series  an  acute  respiratory  in- 
fection seemed  definitely  to  mark  the 
initiation  of  illness  and  was  followed  by 
mild  increasing  cough  and  general  symp- 
toms. The  latter  were  disregarded,  as  the 
attending  physicians  had  diagnosed 
“cold”  or  “grippe”  primarily  and  had  not 
made  certain  that  this  diagnosis  was  cor- 
rect by  a follow-up  of  the  cases.  A 
cough  mixture  purchased  at  a drug  store 
or  a prescription  by  a physician  as  a sub- 
stitute for  a careful  physical  examination 
and  a radiograph  made  for  delay  in  sev- 
eral cases,  according  to  the  records.  It  is 
obvious  that  a fuller  utilization  of  the 
consultation  and  diagnostic  clinics  pro- 
vided by  the  city  is  indicated.  An  in- 
crease in  the  bed  capacity  of  tuberculosis 
institutions  would  obviate  congestion  and 
eliminate  the  need  for  the  discharge  of 
patients  before  their  conditions  warrant 
it.  Much  effort  is  often  involved  (1)  in 


persuading  a person  to  break  up  his  home 
for  an  indefinite  period  of  time  and  go  to 
a sanatorium,  (2)  in  placing  the  children, 
and  (3)  in  securing  clothing  for  the  patient 
and  railroad  fares  to  institutions  situated 
at  distant  points.  Premature  discharge 
with  consequent  need  for  early  readmis- 
sion also  involves  much  hazard  to  the 
patient  and  family,  and  in  some  cases  it 
causes  loss  of  confidence  on  the  part  of  the 
patient,  leading  him  to  decline  further 
help  and  to  become  a permanent  “at 
home.” 

Summary  and  Conclusions 

Among  150  cases  of  pulmonary  tuber- 
culosis recently  observed  in  New  York 
only  37  were  appraised  as  well  handled 
clinically  and  epidemiologically  from  the 
time  symptoms  developed  throughout  the 
course  of  the  disease.  In  91  cases  there 
were  avoidable  delays  in  diagnosis  or  in  the 
initiation  of  treatment,  or  definite  short- 
comings in  the  treatment  itself,  while  in 
the  22  remaining  cases  there  were  short- 
comings in  all  of  these  respects. 

The  diagnosis  of  pulmonary  tubercu- 
losis was  made  promptly  after  the  initia- 
tion of  symptoms  in  57  per  cent  of  the 
cases;  there  was  from  some  to  consider- 
able delay — averaging  from  six  to  seven 
months  per  case — in  29  per  cent,  while  in 
14  per  cent  symptoms  had  been  present 
for  over  one  year  up  to  several  years  be- 
fore the  patients  sought  medical  care  or 
at  least  before  a diagnosis  of  tuberculosis 
was  made. 

Many  persons  with  mild  symptoms  and 
even  some  with  severe  general  symptoms 
failed  to  consult  a physician  or  clinic  for 
long  periods  of  time,  and  frequently  not 
until  they  were  forced  to  do  so  because  of 
chest  pain,  hemorrhage,  or  disability. 
The  total  avoidable  delay  attributable  to 
the  patients  was  980  months  in  150 
cases. 

Attending  physicians  contributed  to  the 
delay  in  instances  where  careful  physical 
and  radiographic  examinations  were  not 
made,  although  the  symptoms  reported 
by  the  patients  pointed  to  organic  disease. 
Avoidable  delay  attributable  to  the  physi- 
cians was  369  months  in  150  cases. 
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Such  delays  in  diagnosis  have  an  im- 
portant bearing  on  the  control  of  tubercu- 
losis, for  only  22.7  per  cent  of  the  patients 
had  cases  of  minimal  extent  when  diag- 
nosis was  made  and  only  28.0  per  cent 
had  no  tubercle  bacilli  in  the  spu- 
tum. 

Numerous  patients  seen  promptly  after 
the  advent  of  the  symptoms,  including  a 
few  found  through  contact  examinations, 
had  advanced  disease  and  tubercle  bacilli 
in  the  sputum  when  diagnosis  was  made, 
thus  indicating  the  difficulty  of  locating 
early  disease  through  the  methods  in 
vogue  at  present. 

The  value  of  contact  examinations  was 
demonstrated  by  the  fact  that  51.6  per 
cent  of  cases  brought  to  light  through 
this  measure  had  minimal  disease. 

Attempts  were  made  to  hospitalize 
patients  promptly  after  diagnosis,  and  in 
83  cases,  including  those  requiring  emer- 
gency care,  definitive  treatment  was  initi- 
ated immediately  or  within  one  month 
after  diagnosis.  The  remaining  67  pa- 
tients required  an  aggregate  of  572 
months  before  treatment  was  instituted. 
The  main  reason  for  this  delay  was  that  a 
relatively  small  number  of  patients  could 
not  be  convinced  that  they  required  hos- 
pitalization until  they  had  become  in- 
capacitated. A contributing  cause  was 
the  limited  bed  capacity  of  city  institu- 
tions, making  for  long  waiting  lists. 

At  least  64  per  cent  of  these  patients 
had  positive  sputum  when  their  cases  were 
diagnosed,  and  this  leads  to  the  conclusion 
that  delays  in  the  initiation  of  treatment 


and  hospitalization  constitute  an  obvious 
hazard. 

Of  the  139  persons  who  were  institu- 
tionalized, 72  had  one  admission  to  a hos- 
pital or  sanatorium  and  the  remainder  re- 
quired readmissions  on  numerous  occa- 
sions within  a period  of  a few  years.  The 
total  number  of  admissions  and  readmis- 
sions was  263,  with  additional  direct 
transfers  in  94  cases. 

Readmissions  were  not  only  necessary 
because  of  reactivation  of  the  disease  in 
some  cases  but  also  frequently  because 
patients  left  against  advice  (77  instances) 
or  were  discharged  prematurely. 

The  observation  period  of  the  150  cases 
was  6,159  months  or  an  average  of  three 
years  and  five  months  per  case.  Of  these, 
3,944  months  were  spent  at  home  and 
2,215  at  a hospital  or  sanatorium.  In  the 
total  observation  period  the  sputum  of 
these  patients  contained  tubercle  bacilli 
constantly  or  alternately  during  2,776 
months.  Of  this  time,  they  were  in  an 
institution  for  1,453  months  (52  per  cent 
of  the  total  period)  and  at  home  for  1,323 
months  (48  per  cent  of  the  positive  pe- 
riod). Incidentally,  these  patients  had 
positive  sputum  for  66  per  cent  of  the  en- 
tire period  of  the  time  spent  in  institutions 
and  34  per  cent  of  time  spent  at  home. 
The  latter  figure  indicates  the  inadequacy 
of  segregation  of  positive  sputum  cases. 
This  unfavorable  situation  with  regard  to 
segregation  is  incident  mainly  to  delays 
in  initiating  institutional  care,  premature 
discharges,  and  termination  of  hospitaliza- 
tion against  advice. 


PNEUMONIA  CONTROL  DIVISION  PLANS 
PROGRAMS  FOR  FALL 
The  New  York  City  Health  Department  has 
issued  a reminder  to  those  planning  programs 
for  medical  meetings  beginning  next  fall.  The 
treatment  of  pneumonia  is  of  special  interest 
now  that  chemotherapy  has  proved  of  so  much 
value.  The  Pneumonia  Control  Division  is 
prepared  to  show  an  excellent  motion  picture 
prepared  especially  for  physicians,  and  it  will 
supply  competent  speakers,  and  interesting 
leaflets.  Medical  societies  and  hospital  groups 
wishing  to  avail  themselves  of  such  services 
should  communicate  with  Dr.Wheelan  D.  Sutliff, 
Pneumonia  Control  Division,  William  H.  Park 
Laboratory,  foot  of  East  15th  Street,  Manhattan. 


AMERICAN  CONGRESS  OF  PHYSICAL 
THERAPY 

The  nineteenth  annual  scientific  and  clinical 
session  of  the  American  Congress  of  Physical 
Therapy  will  be  held  September  2,  3,  4,  5, 
and  6,  1940,  at  the  Hotel  Statler  in  Cleveland, 
Ohio. 

Numerous  new  features  will  be  manifest  in 
the  1940  program.  While  every  phase  of  physi- 
cal therapy  will  be  covered  in  the  general  pro- 
gram, special  emphasis  will  be  laid  on  the  use  of 
physical  measures  in  general  practice. 

For  information  concerning  the  seminar  and 
preliminary  program  of  the  convention  proper 
address  American  Congress  of  Physical  Therapy, 
30  North  Michigan  Avenue,  Chicago. 


THE  ART  OF  LIP  READING 

Its  Role  in  the  Problems  of  the  Hard  of  Hearing 

Samuel  Zwerling,  M.D.,  F.A.C.S.,  Brooklyn,  New  York 

( Director  of  the  Hearing  Conservation  Clinics  at  the  Brooklyn  Eye  and  Ear  Hospital  and  the 

Greenpoint  Hospital ) 


The  problems  of  the  hard-of-hearing 
individual  present  many  but  defi- 
nitely interrelated  phases,  each  having 
not  only  its  own  importance  but  also 
exerting  a definite  influence  upon  the 
other  phases  and  factors.  Unique  among 
these  factors  is  the  role  played  by  the  art 
of  lip  reading.  Samuelson9  states  that  lip 
reading  is  thought  grasping;  that  the 
individual  does  not  have  to  see  each  ele- 
ment, each  syllable,  each  word ; and  that, 
after  sufficient  practice  and  training,  lip 
reading  really  becomes  a subconscious 
effort.  Experience  shows  that  “hearing 
through  the  eyes”  has  been  perhaps  one  of 
the  most  important  factors  in  the  adjust- 
ment of  both  children  and  adults  with 
hearing  impairment,  regardless  of  the 
degree  of  hearing  loss.  Although  there 
are  natural  lip  readers,  authorities  agree 
that  lip  reading  cannot  be  self-taught. 
Although  we  encounter  exceptions  to  this 
rule,  it  is  a well-established  fact  that  the 
art  of  lip  reading  can  best  be  acquired 
through  scientific  training. 

One  cannot,  just  with  the  stroke  of  the 
pen  or  by  a word  or  two,  prescribe  lip 
reading  for  each  and  every  patient.  One 
must  be  prepared  to  cope  with  each  in- 
dividual as  an  individual,  for  many  adults 
as  well  as  children  have  a definite  aversion 
to  the  study  or  even  the  thought  of  lip 
reading.  Varied,  indeed,  have  been  our 
experiences  in  attempting  to  advise  and 
urge  the  study  of  lip  reading;  this  has 
been  due  to  the  “lack  of  parental  coopera- 
tion or  to  unwarranted  prejudice  or  ad- 
vice.”6 To  some,  the  suggestion  comes  as 
a shock;  to  others,  it  seems  to  mean  a 
stigma.  One  father  even  went  so  far  as 
to  rise  suddenly  from  his  chair,  stamp  his 
foot,  and  exclaim:  “What!  My  child 


study  lip  reading — never!”  Yet,  this 
child,  at  the  age  of  5,  has  not  learned  to 
speak — mumbles  but  very  poorly — so  that 
even  his  parents  have  great  difficulty  in 
understanding  him.  As  a playmate  he  is 
not  sought  after  but  is  virtually  repulsed, 
for  his  ability  to  understand  the  games 
and  what  is  wanted  is  inadequate.  The 
child  is,  therefore,  unhappy  and  has  be- 
come the  subject  of  taunts  and  jibes  by 
other  children.  Another  case  in  point  is 
that  of  a young  woman,  35  years  of  age, 
who,  although  conscious  of  her  marked 
hearing  loss  and  the  hopelessness  of  re- 
storing the  hearing,  still  refuses,  after  a 
period  of  two  years  of  urging,  to  enroll  in 
the  lip-reading  class. 

Studies  conducted  among  New  York 
City  school  children  in  1936  indicate  that 
lip-reading  instruction  reduces  by  half  the 
number  of  grades  repeated  by  the  average 
hard-of-hearing  child. 2a  There  is  no 
question  that  the  child  with  hearing  im- 
pairment exerts  every  faculty  to  keep  up 
with  his  more  fortunate  classmates.  One 
would  expect  mental  strain  and  impaired 
physical  and  mental  health ; yet,  the  hard- 
of-hearing  child  measures  up  equally  well, 
physically,  with  the  normal-hearing  child. 
It  is  only  natural  to  conclude  that  there 
must  be  physical  and  mental  strain,  both 
of  which  can  be  reduced  by  lip  reading. 

In  stimulating  the  hard-of-hearing  pa- 
tient to  study  lip  reading,  we  attempt  to 
circumvent  the  hearing  defect  by  re- 
routing the  aural  stimuli  through  the  optic 
pathways.  Lip  reading  has  been  referred 
to  as  “an  artificial  but  very  useful  aid.”58 
We  fully  agree  with  the  “useful  aid”  but 
we  disagree  with  the  “artificial”  of  the 
foregoing  quotation.  Nature,  in  her  provi- 
dence, has  bestowed  upon  children  so- 
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called  natural  powers  to  learn,  and  this 
applies  equally  to  lip  reading  as  well  as 
to  academic  subjects.  Some  children, 
and  adults,  too,  have  been  designated  as 
natural  lip  readers.  Although  perhaps  not 
conscious  of  the  hearing  defect,  instinc- 
tively the  hard  of  hearing  learn  to  read 
lips  and  thus  enjoy  normal  social  contacts. 
Similarly,  do  children  progress  education- 
ally, without  being  conscious  of  a hearing 
handicap  and  without  the  discovery  of  the 
hearing  defect  by  the  teacher.  In  our  ex- 
perience we  have  had  many  cases  of  hear- 
ing impairment  that  were  discovered  only 
during  the  routine  testing  of  school 
children.  Clear  visibility,  good  vision, 
and  advantageous  seating  in  the  classroom 
are,  of  course,  prerequisites.  The  impor- 
tance of  normal  vision  applies  equally  well 
to  adults.  This  fact  was  brought  home 
quite  decidedly  during  one  of  our  clinic 
sessions.  A patient  presented  herself  at 
the  Hearing  Conservation  Clinic  at  the 
Brooklyn  Eye  and  Ear  Hospital  and 
showed,  after  examination,  an  average 
loss  of  hearing  of  about  80  per  cent.  The 
patient  made  every  attempt  (natural)  to 
read  my  lips  during  the  course  of  con- 
versation and  examination,  but  it  ap- 
peared to  me  that  the  patient  had  an  im- 
pairment of  vision  because  of  the  apparent 
difficulty  manifested  by  the  frequent 
shifting  of  her  glasses.  The  patient  was 
referred  to  the  Eye  Department  and  was 
given  a new  pair  of  glasses. 

A completely  rejuvenated  individual 
presented  herself  at  the  next  clinic  session. 
On  questioning  as  to  any  change  in  hear- 
ing, the  patient’s  face  brightened  with  a 
happy  and  cheerful  expression  as  she 
stated  that  her  hearing  was  very  much 
better.  Recalling,  however,  the  hearing 
loss  at  the  previous  examination,  I realized 
that  no  miracle  had  been  performed  (other 
than  the  new  scientifically  prescribed  and 
properly  fitted  glasses).  I lowered  my 
voice  to  just  about  a whisper  and  varied 
the  voice  intensity  and  found  that  the 
voice  intelligibility  was  good  throughout 
our  conversation.  This  experience  brings 
out  the  extreme  value  and  the  unique 
position  of  the  art  of  lip  reading  in  the 
problems  of  the  hard  of  hearing. 


“The  children  of  today  are  the  fathers 
of  tomorrow.”  This  must  always  be 
borne  in  mind,  and  our  quotation  applies 
pertinently  to  the  children  with  hearing 
impairment.  Studies7  have  shown  that 
the  inherent  intelligence  of  the  hard-of- 
hearing  child  is  not  below  that  of  his 
normal-hearing  companion.  In  many 
instances  the  hard-of-hearing  child  who  is 
adept  at  lip  reading  far  outdistances  his 
normal-hearing  classmates.  Where  the 
educational  achievement  is  reduced  and 
retardation  becomes  apparent,  the  institu- 
tion and  training  in  lip  reading  have  defi- 
nitely increased  the  educational  achieve- 
ment and  reduced  by  half  the  retarda- 
tion.26 Thus  has  the  art  of  lip  reading 
been  adopted  and  approved  as  perhaps  the 
most  important  factor  in  contending  with 
the  educational  loss  of  the  child  with 
a hearing  defect. 

The  lip-reading  classes  have  accom- 
plished miracles  by  virtually  equipping  the 
hard-of-hearing  child  with  a new  mech- 
anism, thereby  permitting  the  hard-of- 
hearing  child  to  remain  and  compete  suc- 
cessfully with  his  normal-hearing  com- 
panion in  the  public  school  classroom. 
Lip  reading  can,  therefore,  lessen  mental 
strain  and  anxiety.  Thus,  too,  has  lip 
reading  increased  educational  achieve- 
ment and  reduced  retardation.  When  we 
speak  of  educational  achievement  in 
children  we  also  imply  the  education  and 
training  of  older  boys  and  girls  and  men 
and  women  in  fields  suitable  (after  proper 
guidance)  to  their  individual  abilities, 
judged  by  the  degree  of  hearing  loss.  In 
adults  we  have  found  the  combination  of 
a hearing  aid  and  ability  to  lip  read  a more 
complete  compensation  for  impaired  hear- 
ing.10 We  must  not  lose  sight  of  the  fact 
that  because  of  hearing  impairment  many 
adults  isolate  themselves ; they  remain  at 
home;  they  do  not  go  about  and  visit; 
they  avoid  movies,  theaters,  parties; 
they  become  retiring  and  soon  become 
hemmed  in  by  a wall  created  and  built  by 
their  hearing  impairment.  Our  duty, 
therefore,  is  clearly  outlined:  we  must 
make  every  effort,  tactfully  yet  persist- 
ently, to  instill  in  the  hard-of-hearing  pa- 
tient the  desire  to  study  lip  reading. 
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Given  an  average  individual  with  a sense 
of  cooperation  and  a desire  to  learn,  we 
can,  with  lip  reading,  safely  and  sincerely 
prophesy  the  return  of  an  individual  to 
society. 

Sincere  but  poorly  informed  individuals, 
including  otologists,  are  of  the  opinion 
that  lip  reading  may  be  deferred  until  the 
hearing  impairment  becomes  quite 
marked.  This  opinion  is  not  borne  out  by 
experience,  for  it  is  more  difficult  not 
only  to  learn  lip  reading  when  the  hearing 
impairment  is  severe  but,  because  of  the 
marked  hearing  defect,  a poor  speech 
pattern  will  also  develop.  We  appreciate, 
too,  although  authors  agree  that  there  is 
no  way  of  measuring,  the  strain  and  fa- 
tigue that  attend  hearing  impairment. 
Not  only  is  there  auditory  fatigue  but 
there  is  also  cerebral  fatigue.11  These 
factors  can  be  readily  determined  during 
the  course  of  testing.  For  example,  a 
young  lady,  19  years  of  age,  presented 
herself  for  examination  and  advice  as  to 
her  hearing  impairment.  In  obtaining  the 
history  it  became  quite  apparent  that  this 
patient  had  had  a hearing  impairment  for 
many  years — this,  because  of  her  poor 
speech  pattern  and  of  the  characteristic 
attitude  of  leaning  forward,  her  facial  ex- 
pression, and  observing  eyes.  We  learned 
that  she  had  been  advised  about  eight 
years  previously  to  study  lip  reading  but 
definitely  refused  purely  on  personal 
grounds.  As  the  history  continued,  we 
also  learned  that  the  patient  believed  her 
hearing  to  be  better  at  this  time  than  it 
had  been  two  to  three  years  ago.  As  the 
story  unfolded  and  as  we  varied  our  voice 
intensity  and  pitch — moving  about  the 
room  during  the  questioning — we  realized 
that  the  patient  had,  within  the  past 
several  years,  learned  (naturally)  to  read 
lips,  and  thus  we  accounted  for  the  sub- 
jective hearing  improvement.  With  this 
subjective  hearing  improvement,  we 
learned  that  the  patient  felt  better  physi- 
cally and  mentally.  Thus  do  we  attempt 
to  bring  out  the  fact  that  with  the  de- 
velopment of  the  natural  ability  to  read 
lips  this  patient  actually  felt  that  she  was 
hearing  better.  Therefore,  with  less  ex- 
penditure of  physical  and  mental  effort, 


the  patient  enjoyed  a better  physical  and 
mental  health.  “When  deafness  is  pro- 
gressive and  the  patient  has  begun  to 
make  use  of  lip  reading  early  in  the  course 
of  the  disease,  adaptation  takes  place  as 
deafness  increases.  Hearing  and  lip 
reading  are  combined  in  proportion  to  the 
patient’s  immediate  needs,  and  he  is, 
therefore,  less  aware  of  the  advance  which 
the  disease  makes.”4  Studies  made  by 
Descoeudres3  to  standardize  a scale  for 
the  measurement  of  the  language  develop- 
ment of  the  child  from  2-7  years  of  age 
show  that  the  greatest  gain  in  vocabulary 
is  made  between  the  second  and  third 
years.  This  brings  out  the  importance 
and  the  great  need  for  the  early  institu- 
tion of  lip  reading  and  speech  training. 
This  can  only  be  done  when  facilities  are 
available  for  early  detection,  introduction 
of  remedial  measures,  adequate  follow- 
up, and  adequate  facilities  for  teaching. 
At  this  time,  too,  it  is  most  propitious  to 
begin  speech  training  in  order  to  develop 
a good  speech  pattern. 

Fowler,  of  New  York  City,  has  often 
stated  that  the  otologist  must  also  be  a 
psychologist  if  he  is  to  contend  success- 
fully with  the  problems  of  the  hard  of 
hearing.  We  must  emphasize  this  fact 
because  of  the  individualization  necessary 
in  each  case.  As  we  progress  in  our  work 
with  the  hard  of  hearing,  we  have  learned 
to  suggest  that  the  patient  with  a hearing 
defect  associate  as  often  as  possible  with 
normal-hearing  persons.  If  the  patient 
has  a hearing  loss  in  the  upper  register,  we 
tactfully  suggest  (preferably  to  the  rela- 
tives) that  the  patient  associate  more  with 
men  than  with  women.  Thus,  in  playing 
cards,  checkers,  chess,  Mah  Jong,  and  the 
like,  interested  friends  and  relatives 
virtually  become  lip  reading  instructors — 
because  the  individual  with  hearing  im- 
pairment may  be  as  close  as  two  feet  to 
the  normal-hearing  person,  where  voice 
intensity  maintains  a good  average  and 
the  lips  may  easily  be  read.  This  method 
has  been  successfully  employed  and  has 
served  not  only  as  a course  in  lip  reading 
but  also  as  a social  and  recreational  activ- 
ity. Patients,  however,  must  be  made  to 
realize  that  normal-hearing  persons  also 
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have  difficulty  in  understanding  strangers, 
dialects,  and  those  who  speak  indistinctly. 
In  encouraging  the  patient  we  go  further 
and  state  that  it  is  not  easy  to  lip  read 
those  who  slur  their  words  or  whose  speech 
is  otherwise  indistinct  or  inaudible. 

Common  politeness  has  dictated  since 
early  childhood  (with  urgings  by  parents 
and  teachers)  that  “you  look  at  people 
when  you  talk  to  them”  or  “you  look  at 
people  when  they  talk  to  you.”  So  with 
proper  and  natural  stimulation  all  persons 
have  learned  to  watch,  observe,  or  at 
least  look  at  the  speaker.  It  is  not  diffi- 
cult for  any  of  us  to  agree  that  there  have 
been  many  times  when  we  would  have 
missed  the  essence  of  a sentence  or 
thought  if  we  had  not  watched  and  taken 
in,  visually,  the  associated  lip  movements 
and  facial  expressions  of  a speaker. 
Then,  too,  one  instinctively  learns  to  face 
the  direction  of  the  source  of  the  sound  in 
order  to  receive  the  full  intensity  of  the 
sound  projected.  The  head  movements 
directed  to  the  source  of  sound  were 
originally  voluntary  and  purposeful  move- 
ments in  infancy  and  childhood,  but  with 
the  advent  of  years  plus  hearing  experi- 
ence the  head  movements  have  become 
subconscious,  involuntary,  or  reflex  move- 
ments in  order  to  obtain  the  maximum 
advantage  of  binaural  hearing.1 

The  otologist  as  well  as  the  social 
worker  must  make  every  effort  to  urge  the 
study  of  the  art  of  lip  reading.  Tactful 
yet  determined  must  be  these  combined 
efforts  in  overcoming  the  hesitancy  or 
objection  on  the  part  of  the  patient  or 
family.  Early  detection,  of  course,  is  the 
keynote  in  coping  with  the  problems  of 
the  hard  of  hearing.  By  the  same  token 
the  study  of  lip  reading  must  be  begun 
before  retardation  occurs,  before  a child 
becomes  nervous,  fidgety,  careless,  noisy 
— yes— before  the  development  of  the 
“problem  child.”  In  adults,  the  surest 
means  of  avoiding  perplexing  or  painful 
readjustment  problems  in  cases  of  pro- 


gressive deafness  is  the  study  of  lip  read- 
ing as  soon  as  the  hearing  defect  is  dis- 
covered.6b  “The  otologist  who  advocates 
early  lip  reading  will  not  only  serve  his 
community  by  lessening  human  wastage 
but  he  will  also  receive  the  reward  of  in- 
calculable gratitude.”8 

Conclusion 

We  concede  the  fact  that  little  or  noth- 
ing can  be  accomplished  by  the  otologist 
in  obtaining  a cure  in  certain  types  of 
progressive  or  established  hearing  im- 
pairment. Lip  reading  is  a powerful 
adjunct,  as  an  adjustment  factor,  in 
coping  with  the  problems  that  are  pre- 
sented by  hearing  impairment.  Experi- 
ence has  clearly  demonstrated  the  role 
played  by  the  art  of  lip  reading  in  con- 
tending with  the  problems  of  the  hard  of 
hearing.  If  retardation  is  to  be  reduced 
or  eliminated,  if  adjustments  are  to  be 
made,  if  training  and  guidance  are  to  be 
evaluated,  if  social  contacts  are  to  be  con- 
tinued, the  hard-of-hearing  patient  must 
avail  himself  of  the  art  of  lip  reading, 
which  is  the  first  and  most  important  step 
on  the  bridge  that  spans  the  chasm  be- 
tween unhappiness  and  failure  on  the  one 
side  and  happiness  and  success  on  the 
other. 
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The  diagnosis  of  aneurysm  of  the  aorta 
when  an  expansile  pulsation  may 
either  be  seen  or  felt  is  relatively  easy  to 
make.  However,  when  the  aneurysm 
lies  deep  in  the  mediastinum  in  intimate 
association  with  other  mediastinal  struc- 
tures, producing  cough,  bronchostenosis, 
and  pulmonary  suppuration,  this  pulsa- 
tion may  be  completely  hidden.  Even 
when  the  aneurysm  is  in  plain  view  and 
its  wall  contains  laminated  clot,  the  pulsa- 
tion may  be  feeble  or  even  absent.  Pul- 
sation transmitted  to  a tumor  mass  adja- 
cent to  the  aorta  may  further  complicate 
the  picture,  making  it  difficult  to  decide 
whether  the  mass  is  vascular  or  nonvascu- 
lar.  Correct  diagnosis  of  such  intra- 
thoracic  lesions  is  exceedingly  important 
since  the  treatment  of  these  disorders  is 
entirely  different.  For  aortic  aneurysm 
the  best  treatment  now  is  wiring;1  whereas 
it  is  generally  agreed  that  primary  tho- 
racic tumors  without  demonstrable  me- 
tastases  and  not  radiosensitive  had  better 
be  excised.2  Even  with  the  aid  of  roent- 
genkymography  it  is  not  always  possible 
to  decide  whether  the  pulsations  are  ex- 
pansile or  transmitted  or  whether  there 
is  an  aneurysm  when  its  wall  is  clotted.3,4 

Because  of  this  difficulty  in  differentia- 
tion of  mediastinal  masses,  visualization 
of  the  aorta  by  aortic  puncture  has  at 
times  been  performed  to  establish  the 
diagnosis.5  Direct  puncture,  however,  is 
no  longer  necessary  because  visualization 
of  the  heart  and  of  the  thoracic  blood  ves- 
sels can  now  be  effected  by  intravenous 
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injection  of  radiopaque  compounds.6,7 
The  following  case  reports  illustrate  the 
value  of  the  latter  method  in  the  differen- 
tiation of  aortic  aneurysm  and  medi- 
astinal tumor. 

Case  Reports 

Case  1.  Mediastinal  and  Hilar  Metastatic 
Carcinoma. — P.  Y.,  aged  47,  American  house- 
wife, was  referred  for  study  by  the  Department 
of  Radiation  Therapy  of  Bellevue  Hospital.  A 
radical  excision  of  the  left  breast  was  done  three 
years  previously,  following  which  she  received  a 
course  of  radiotherapy.  She  remained  symptom - 
free  until  six  months  prior  to  admission  when 
“choking  sensations”  caused  her  to  come  to 
Bellevue  Hospital  where  she  was  found  to  have 
enlarged  hilar  and  mediastinal  shadows  and  an 
apparent  widening  of  the  supracardiac  shadow. 
The  conventional  roentgenogram  (Fig.  1)  seemed 
quite  typical  of  metastatic  involvement  of  the 
lymph  nodes  in  the  mediastinum  and  the  right 
hilum,  and  this  impression  was  confirmed  by 
cardiovascular  visualization.  In  Figs.  2 and  3 
the  differences  between  the  vascular  system  and 
adjacent  nonvascular  masses  are  strikingly 
brought  out.  It  is  evident  that  the  cardiovascu- 
lar system  is  normal  except  for  the  deformities  of 
the  innominate  vein  and  the  superior  vena  cava, 
caused  by  the  masses  of  enlarged  lymph  nodes 
which  practically  surround  these  vessels,  and  for 
the  displacement  of  the  aorta  to  the  left. 

Case  2. — Aortic  Aneurysm  and  Obstructive 
Emphysema. — T.  A.,  aged  47,  colored  laborer, 
was  referred  from  a New  York  City  department  of 
health  clinic  for  diagnosis.  Following  cardio- 
vascular visualization,  he  was  admitted  to  the 
Tuberculosis  Service  of  Bellevue  Hospital  for 
further  study.  The  patient’s  chief  complaints 
were  “difficulty  in  swallowing  solid  food”  and 
“wheezing  in  the  throat.”  At  17  years  of  age  he 
had  a chancre  and  had  received  no  antisyphilitic 
treatment  except  for  five  intravenous  injections 
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Fig.  1.  Case  1.  Mediastinal  and  Hilar  Metastatic  Carcinoma.  Conventional  Roentgenogram. 
Note  large  rounded  hilar  and  mediastinal  masses  on  right  side,  widened  supracardiac  shadow,  and  two 
calcified  tubercles  at  left  base;  also  increased  illumination  of  left  base  due  to  amputation  of  breast. 


after  the  Wassermann  test  was  found  to  be  posi- 
tive three  years  ago.  The  difficulty  in  swallow- 
ing was  first  noted  fourteen  years  prior  to  entry 
and  consisted  of  a sensation  as  though  solid  food 
were  stuck  in  the  throat  above  the  sternum.  He 
received  no  medical  care  for  this  complaint,  which 
gradually  subsided  and  in  recent  years  had  not 
been  severe.  He  also  became  aware  of  a wheeze 
in  the  left  side  of  the  chest,  which  was  spontane- 
ously relieved  but  which  reappeared  six  years  ago 
and  had  become  progressively  worse  since  then. 
During  the  past  month  or  two  the  dyspnea  and 
coughing  had  become  very  pronounced.  Expec- 
toration, hemoptysis,  and  weight  loss  were  de- 
nied. 

Examination  revealed  a well-developed  and 
well-nourished  colored  man  who  was  only  slightly 
dyspneic.  The  pupils  reacted  normally  to  light 
and  in  accommodation.  There  was  a tracheal 
tug  and  lagging  of  the  left  side  of  the  thorax  dur- 


ing respiration ; the  breath  sounds  were  markedly 
diminished  over  the  entire  left  side,  and  there  was 
inspiratory  and  expiratory  wheezing  present  over 
both  lungs.  The  heart  was  not  enlarged,  and  the 
heart  sounds  were  normal  save  for  the  accentua- 
tion and  tambour  quality  of  the  second  aortic 
sound.  There  were  no  abnormal  pulsations  or 
murmurs.  The  systolic  blood  pressure  was  120; 
the  diastolic,  80.  Fluoroscopic  examination 
showed  that  the  cardiac  silhouette  was  normal, 
while  the  supracardiac  shadow  was  widened 
chiefly  at  the  right  upper  border.  The  pulsation 
in  this  region,  later  verified  by  roentgenkymog- 
raphy,  was  extremely  faint.  There  was  also  ob- 
structive emphysema  on  the  left  side  of  the 
thorax,  indicated  by  the  hyperventilation  of  this 
side,  the  low  position  of  the  diaphragm,  and  the 
mediastinal  displacement  toward  the  right  side 
with  expiration.  These  cardiovascular  and  pul- 
monary changes  are  clearly  shown  in  the  conven- 
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Fig.  2.  Case  1.  Mediastinal  and  Hilar  Metastatic  Carcinoma.  Contrast  Roentgenogram. 
Right  innominate  vein  with  tributaries,  superior  vena  cava,  right  atrium,  right  ventricle,  pulmonary 
artery,  main  branches,  and  hilar  subdivisions  opacified.  Note  inverted  S-shaped  deformities  of  in- 
nominate vein  and  superior  vena  cava  caused  by  metastases. 

In  these  illustrations,  IV  indicates  innominate  vein;  SVC,  superior  vena  cava;  RA,  right  atrium; 
RV,  right  ventricle;  PA,  pulmonary  artery;  RPA,  right  pulmonary  artery;  L PA,  left  pulmonary 
artery;  PV,  pulmonary  vein;  LA,  left  atrium;  LV,  left  ventricle;  AO,  aorta;  I A,  innominate  artery; 
CA,  common  carotid  artery ; S A,  subclavian  artery ; AN,  aneurysm;  TUM,  tumor. 


tional  roentgenogram  (Fig.  4).  The  esophagus 
was  displaced  posteriorly  and  to  the  right  at  the 
level  of  the  supracardiac  widening  and  contained 
a traction  diverticulum  near  its  midpoint.  In 
the  lateral  and  left  oblique  roentgenograms,  not 
reproduced  here,  there  was  a marked  deviation 
of  the  trachea  posteriorly  and  elevation  and 
stenosis  of  the  left  bronchus.  Except  for  a posi- 
tive blood  Wassermann  test,  the  laboratory  ex- 
aminations were  negative. 

Because  of  these  observations,  aneurysm  of  the 
aorta  seemed  to  be  the  probable  diagnosis,  and 
this  clinical  impression  was  confirmed  by  cardio- 
vascular visualization  (Fig.  5).  The  aneurysm 


was  shown  to  be  saccular  in  type  and  to  arise 
from  the  junction  of  the  ascending  and  transverse 
portions  of  the  aorta.  Further  contrast  studies 
in  the  oblique  and  lateral  views,  not  included  in 
this  report,  confirmed  these  observations  and 
demonstrated  convincingly  that  the  elevation 
and  compression  of  the  left  main  bronchus  was 
caused  by  this  aneurysm. 

Case  3.  Aortic  Aneurysm,  Bronchostenosis, 
and  Pulmonary  Suppuration. — B.  M.,  aged  51, 
laborer,  was  admitted  to  the  Psychopathic  Serv- 
ice of  Bellevue  Hospital  because  of  acute  and 
chronic  alcoholism.  He  had  no  complaints,  prob- 
ably because  his  mental  confusion  precluded  the 
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Fig.  3.  Case  1.  Mediastinal  and  Hilar  Metastatic  Carcinoma.  Contrast  Roentgenogram. 
Pulmonary  veins,  left  atrium,  and  ventricle,  aorta,  and  branches  at  arch  visualized.  Note  that  aorta 
can  be  distinguished  from  adjacent  mediastinal  structures  and  that  aortic  arch,  not  metastases,  causes 
rounded  shadow  at  upper  left  border  of  mediastinum.  Aortic  arch  displaced  toward  left  and  widened. 
Arrow  indicates  aortic  wall. 


securing  of  an  adequate  history.  However,  be- 
cause a “brassy  cough”  and  wheeze  were  noted, 
he  was  sent  for  frontal  and  lateral  roentgeno- 
grams of  the  chest  that  revealed  the  presence  of  a 
large  rounded  mass  in  the  left  upper  chest  pos- 
teriorly. In  these  views  the  shape  and  location 
of  the  mass  strongly  suggested  a neurofibroma, 
while  in  the  left  oblique  view  taken  later  it  re- 
sembled an  aortic  aneurysm.  No  pulsation  of 
the  mass,  however,  could  be  detected  by  fluoros- 
copy. There  was  marked  deformity  of  the  left 
main  bronchus  and  suppurative  pneumonitis  dis- 
tal to  it.  In  order  to  determine  directly  whether 
aneurysm  or  neoplasm  was  present,  the  heart 
and  the  aorta  were  visualized  (Fig.  7),  and  a huge 
saccular  aneurysm  was  demonstrated.  The 


presence  of  a huge  clot  almost  obliterating  the 
aneurysmai  sac  was  strongly  suggested  by  the  ab- 
sence of  pulsation,  the  increased  density  of  the 
lateral  portion  of  the  aneurysm  in  the  conven- 
tional film,  and  its  relatively  poor  filling  with  dio- 
drast. 

Case  4.  Primary  Mediastinal  Neoplasm. — A 
housewife,  aged  43,  was  referred  by  Dr.  Arthur 
H.  Blakemore  in  order  to  determine  whether  a 
large  posterior  mediastinal  mass  (Fig.  8)  was 
vascular  or  neoplastic.  Previous  investigations, 
including  conventional  roentgenograms  in  vari- 
ous positions,  esophograms,  roentgenokymo- 
grams,  and  punch  biopsy,  had  yielded  incon- 
clusive results.  The  blood  Wassermann  test 
was  negative.  Radiotherapy  had  also  been  tried 
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Fig.  4.  Case  2.  Aortic  Aneurysm.  Conventional  Roentgenogram.  Note  dense  rounded  mass 
at  right  border  of  mediastinum,  also  increased  illumination  of  left  lung  due  to  obstructive  emphysema. 


without  demonstrable  effect.  Because  the  mass 
continued  to  enlarge,  it  seemed  imperative  to 
determine  its  nature  so  that  appropriate  treat- 
ment might  be  given. 

Our  studies  definitely  ruled  out  aneurysm  of 
the  pulmonary  artery,  for  this  vessel  and  its 
branches  were  normal  (Fig.  9).  The  aorta,  too, 
appeared  normal  in  caliber  throughout  its  course, 
but  the  descending  aorta  was  displaced  slightly  to 
the  right  (Figs.  10  and  11).  Saccular  aneurysm 
of  the  aorta,  however,  could  not  be  ruled  out  with 
certainty,  for  it  was  not  known  whether  a saccular 
aneurysm  with  a pin-point  connection  with  the 
aortic  lumen,  which  would  prevent  the  entrance 
of  diodrast,  would  give  this  picture.  The  pres- 
ence of  a normal  aorta  and  the  neoplastic  nature 


of  the  mass  were  subsequently  established,  how- 
ever, by  surgical  excision  and  pathologic  study 
which  indicated  that  the  tumor  was  a sarcoma 
primary  in  the  mediastinum.8 

Comment 

The  differential  diagnosis  of  mediastinal 
masses  is  notoriously  difficult.  In  this 
crowded  region  the  lungs,  the  cardiovascu- 
lar, the  tracheobronchial,  and  other  struc- 
tures are  so  closely  grouped  together  that 
clear  definition  of  structure  is  always 
difficult  and  usually  impossible  by  ordi- 
nary roentgen-ray  examination.  Now, 
however,  by  visualizing  the  great  arteries 
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Fig.  5.  Case  2.  Aortic  Aneurysm.  Contrast  Roentgenogram.  Left  ventricle,  aorta,  and  aneu- 
rysm outlined.  Note  opacified  saccular  aneurysm  arising  from  ascending  aorta  and  displacing  in- 
nominate vein  and  superior  vena  cava  which  are  still  opaque. 


and  veins  and  the  cardiac  chambers  which 
collectively  lie  in,  or  reach  into,  prac- 
tically every  part  of  the  mediastinum,  it  is 
possible  to  distinguish  the  vascular  from 
the  nonvascular  elements.  Intrinsic 
gross  abnormality  of  the  vascular  system 
can  then  be  recognized  directly,  while 
other  types  of  mediastinal  disorders  such 
as  neoplasm  can  be  distinguished  or  more 
clearly  defined  by  the  effect  they  exert 
upon  the  adjacent  blood  vessels  and  the 
heart. 


The  4 cases  presented  here  were  selected 
because  they  illustrate  more  or  less  satis- 
factorily the  value  of  cardiovascular  vis- 
ualization in  the  differentiation  of  tumor 
and  aneurysm  in  two  frequently  involved 
locations,  namely,  the  right  and  left  sides 
of  the  mediastinum.  While  it  is  true  that 
the  nature  of  the  disorder  seemed  quite 
obvious  in  the  first  3 cases,  actually  there 
was  uncertainty  regarding  the  diagnosis 
after  the  conventional  examination  except 
in  the  first  instance. 


1174 


STEINBERG,  ROBB,  AND  ROCHE 


[N.  Y.  State  J.  M. 


Fig.  6.  Case  3.  Aortic  Aneurysm.  Con- 
ventional Roentgenogram — Frontal  Position. 
Note  huge  rounded  mass  occupying  almost  entire 
upper  half  of  left  side  of  thorax.  Cavities  in  left 
lower  lung  field  due  to  suppurative  pneumonitis 
secondary  to  bronchostenosis. 

The  conventional  roentgenograms  in 
the  first  2 cases  (Figs.  1 and  4)  grossly  re- 
sembled each  other  and  exhibited  widen- 
ing of  the  supracardiac  shadow,  rounded 
prominence  of  the  right  upper  border  of 
the  mediastinum,  and  increased  illumina- 
tion of  the  left  lung  field.  The  medias- 
tinal deformity  in  the  first  instance  was 
due  to  metastatic  carcinoma  in  the  su- 
perior and  middle  portions  of  the  medias- 
tinum, which  pushed  the  superior  vena 
cava  and  the  right  innominate  vein  to  the 
right  and  the  aorta  to  the  left  (Figs.  2 and 
3).  Except  for  displacement,  these  ves- 
sels were  normal.  The  increased  pul- 
monary radiance  here  was  only  apparent, 
being  due  to  the  absence  of  the  left  breast 
which  had  been  amputated  for  carcinoma 
three  years  previously.  On  the  other 
hand,  in  the  second  case  (Figs.  3-4)  the 
pathologic  picture  was  produced  entirely 
by  aortic  disease.  The  prominence  of  the 
supracardiac  shadow  on  the  left  side  was 
due  to  widening  of  the  aortic  arch  from 
“uncoiling/ ’ while  the  right-sided  projec- 
tion was  caused  by  a saccular  aneurysm 
arising  from  the  ascending  and  probably 
the  transverse  portions  of  the  aorta.  The 


relatively  slight  pulsation  of  the  aneurysm 
in  the  frontal  view  was  doubtless  due  to 
the  masking  effect  of  the  innominate  vein 
and  the  superior  vena  cava  which  en- 
circled it.  It  is  of  interest  that  the  aneu- 
rysm also  extended  posteriorly  and  to  the 
left,  forcing  the  esophagus  backward  and 
to  the  right  and  causing  elevation,  pos- 
terior displacement,  and  compression  of 
the  left  main  bronchus.  The  degree  of 
bronchostenosis  seemed  only  moderate  in 
the  lateral  film  (not  reproduced  here),  but 
it  apparently  caused  the  obstructive 
emphysema,9  although  the  exact  mech- 
anism is  not  clear.  In  this  case  the  in- 
creased radiance  of  the  left  lung  was  real, 
being  due  to  the  presence  of  emphysema. 

There  was  also  striking  similarity  be- 
tween the  roentgenographic  pictures  pre- 
sented by  the  last  2 cases  (Figs.  6-11). 
The  unidentified  masses  in  each  instance 
were  rounded  and  occupied  the  left  side  of 
the  posterior  mediastinum  and  the  adja- 
cent lung  field  in  the  frontal  view  (Figs. 6 
and  8).  In  the  left  oblique  view,  controls 
not  included  here,  the  masses  overlay 
the  spine  at  a region  ordinarily  traversed 
by  the  aorta.  In  neither  case  did  the 
mass  pulsate,  nor  could  it  be  determined 
with  certainty  before  opacification 
whether  it  was  aneurysm  or  tumor.  The 
aneurysm  of  the  descending  aorta  (Fig.  7) 
presented  unusual  difficulty  in  visualiza- 
tion because  the  huge  sac  was  apparently 
filled  almost  completely  with  clotted 
blood  which  prevented  adequate  filling 
with  diodrast.  The  same  difficulty  has 
been  encountered  in  attempting  to  visual- 
ize ventricular  aneurysms  which  are  fre- 
quently filled  with  clot.7  In  Case  3 the 
partial  opacification  of  the  aneurysm  was 
worth  while,  for  it  clearly  revealed  the  be- 
ginning of  the  aortic  dilation  and  also  the 
irregular  unclotted  pathway  through  the 
aneurysm — both  facts  contributing  to  the 
diagnosis.  Interest  in  the  last  case  cen- 
ters around  the  diagnostic  riddle  pre- 
sented by  it  and  the  lessons  learned  from 
it  regarding  the  interpretation  of  contrast 
films.  Although  all  the  conventional 
methods  of  investigation  including  punch 
biopsy  and  radiation  treatment  were  em- 
ployed, the  diagnosis  was  completely  un- 
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Fig.  7.  Case  3.  Aortic  Aneurysm.  Contrast  Roentgenogram— Left  Anterior  Oblique  Position. 
Left  ventricle,  aorta,  and  aneurysm  opacified.  Arrow  indicates  aortic  wall  and  beginning  of  aneu- 
rysm. 


known,  and  even  after  visualization  it  re- 
mained in  doubt  until  settled  by  opera- 
tion. After  visualization  we  suspected 
that  the  mass  was  a tumor  of  some  type 
rather  than  an  aneurysm,  but  the  sug- 
gestive shape  and  location  of  the  mass, 
the  possibility  of  saccular  aneurysm  with 
a minute  connection  with  the  aorta  which 
could  not  be  disproved,  and  our  inexperi- 


ence with  contrast  roentgenograms  of  the 
aorta  made  decision  impossible.  Now, 
however,  in  retrospection,  we  believe  the 
diagnosis  could  probably  have  been  safely 
made  on  the  following  grounds:  (1)  the 

absence  of  irregularity  or  dilation  of  the 
lumen  of  the  aorta  such  as  one  would  ex- 
pect to  find  with  a saccular  aneurysm; 
(2)  the  absence  of  widening  of  the  aortic 
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wall  at  the  upper  pole  of  the  mass  (Fig.  7) ; 
and  (3)  the  displacement  of  the  descend- 
ing aorta  far  to  the  right  by  the  mass 
(Figs.  10  and  11). 
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Fig.  8.  Case  4.  Mediastinal  Tumor.  Con- 
ventional Roentgenogram — Frontal  Position. 
Huge  rounded  mass  extends  into  left  lung  field. 


Fig.  9.  Case  4.  Mediastinal  Tumor.  Contrast  Roentgenogram — Frontal  Position.  Right 
atrium,  right  ventricle,  pulmonary  artery,  and  subdivisions  opacified.  Pulmonary  artery  and 
branches  normal  excluding  aneurysm  of  these  vessels. 


August  1,  1940 J DIAGNOSIS— MEDIASTINAL  TUMOR,  AORTIC  ANEURYSM 


1177 


Fig.  11.  Case  4.  Mediastinal  Tumor.  Contrast  Roentgenogram — Left  Oblique  Position. 
Left  ventricle  and  aorta  visualized.  No  opacification  of  mass.  Note  normal  contour  of  aorta  making 
presence  of  aneurysm  unlikely. 


THE  TREATMENT  OF  MENOPAUSAL  HYPERTHYROIDISM 
WITH  ESTROGENIC  SUBSTANCE* 


Stanley  Frederick  Goldman,  M.D.,  Alex  Goldman,  M.D.,  and 
Raphael  Kurzrok,  M.D.,  New  York  City 


The  exact  relationship  between  the 
thyroid  and  ovaries  is  not  known. 
Since  the  anterior  lobe  of  the  hypophysis 
is  the  “motor”  for  both  these  glands,  it 
seems  possible  that  the  variations  in 
gonadotropic  hormone  production  may 
extend  to  the  thyrotropic  hormone. 
However,  it  has  not  been  definitely 
shown  that  the  thyroid  undergoes  cyclic 
changes  with  the  ovaries.  Hitchcock 
and  Ward  well8  reviewed  the  literature  on 
this  subject  and,  because  of  the  contra- 
dictory data  reported,  undertook  a study 
on  a group  of  normal  women  in  which 
the  basal  metabolic  rate  was  determined 
frequently  on  each  subject  throughout 
the  cycle.  They  found  that  about  two- 
thirds  of  the  women  showed  a metabolic 
rate  somewhat  lower  than  normal  during 
menstrual  bleeding,  following  a marked 
premenstrual  rise.  The  only  other  defi- 
nite change  was  a low  point  about  mid- 
way between  periods  (ovulation?).  These 
workers  suggest  that  the  basal  metabolic 
rate  varies  inversely  with  the  quantity 
of  ovarian  hormone  in  the  blood.  The 
suggestion  is  pertinent  in  view  of  the 
fact  that  most  investigators  have  re- 
ported a definite  rise  in  blood  and  urinary 
estrins  around  the  time  of  ovulation  and  a 
suggestive  fall  just  before  the  onset  of 
bleeding.  On  the  other  hand,  Aron3 
has  observed  a parallel  excretion  of 
gonadotropic  and  thyrotropic  hormones 
under  normal  and  pathologic  conditions. 

On  one  point,  however,  there  is  general 
agreement:  hyperthyroidism  is  often  as- 

sociated with  marked  ovarian  changes — 
puberty,  during  the  menstrual  period, 
and  pregnancy.  Moreover,  the  weight- 
changes  occurring  at  the  menopause  often 
have,  as  a basis,  a thyroid  dysfunction. 


* A preliminary  report  of  this  paper  was  delivered  as 
an  address  to  the  Clinical  Society  of  the  Bronx  Hospital 
on  October  11,  1937.  The  patients  treated  were  on  the 
wards  of  the  Bronx  Hospital. 


Engelhorn7  observed  an  increase  in  the 
weight  of  the  thyroid  following  castration. 
Bokelmann  and  Scheringer4  confirmed 
this  but  could  not  correlate  the  gain  in 
weight  with  an  increase  in  function,  for 
there  occurred  an  extensive  colloid  de- 
generation. Andersen  and  Kennedy2 
noted  histologic  changes  that  led  them  to 
believe  that  castration  results  in  a thyroid 
hypo  function. 

Whatever  the  effect  of  castration  on  the 
thyroid,  we  believe  it  is  most  probably 
due  to  changes  in  the  function  of  the 
pituitary,  which  is  profoundly  affected 
by  gonadal  failure.  Loeser15  observed  a 
greater  amount  of  thyrotropic  hormone 
in  the  pituitaries  of  castrates  than  in  the 
glands  of  intact  animals.  Aron’s  work3 
has  already  been  mentioned.  The  latter 
two  observations  make  it  seem  possible 
that  the  hyperthyroidism  sometimes  first 
arising  at  the  menopause  is  the  result  of 
excess  production  of  thyrotropic  hormone. 

The  following  cases  were  treated  with 
large  doses  of  estrogenic  hormone, 
namely,  progynon  B.  The  administra- 
tion of  the  hormone  was  over  a short 
period  of  time  (except  in  Case  8).  The 
total  dosage  (with  the  same  exception) 
ranged  between  500,000  and  750,000 
international  units.  The  basal  meta- 
bolic rate  on  all  patients  (except  Case  7) 
was  determined  not  less  than  twenty- 
four  hours  after  the  patient  had  entered 
the  hospital. 

Case  1. — G.  F.,  aged  43,  housewife,  entered 
March  21,  1935,  complaining  of  a choking  sensa- 
tion in  the  throat.  Six  years  previous  to  her  ad- 
mission, the  patient  began  to  feel  “nervous 
and  jumpy”  and  suffered  from  a “lump  in  the 
throat.”  She  received  sedatives  and  improved 
for  a period  of  two  years.  Two  years  later  (i.e., 
four  years  after  the  first  appearance  of  symp- 
toms) a hysterectomy  was  performed  because  of 
large  fibromyomas.  Her  menstrual  history  had 
been  completely  normal  until  the  operation  (age 
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40),  since  when  she  has  had  a complete  amenor- 
rhea. Following  the  operation  she  developed  bi- 
lateral exophthalmos,  progressive  in  nature. 
She  felt  very  weak  but  lost  no  weight.  Her 
condition  remained  unchanged  until  October  1, 

1934,  when  she  awoke  one  night  with  a severe 
diarrhea.  A private  physician  prescribed  pow- 
ders for  her  “goiter  condition.”  He  reported  a 
basal  metabolic  rate  of  +66  per  cent  at  that  time. 
She  remained  in  bed  for  three  months  and  gained 
weight,  but  during  this  time  she  felt  weak,  ner- 
vous, upset,  dizzy,  nauseous,  and  warm.  Her 
hair  grayed.  Ever  since  the  operation  she  had 
suffered  from  “flushes”  and  complained  of  occa- 
sional “skipped  beat”  of  the  heart. 

Physical  Examination : Examination  revealed 

a well-developed  and  well-nourished  white  wo- 
man, not  acutely  ill,  with  bilateral  exophthalmos. 
Von  Graefe’s  sign  was  positive.  The  thyroid 
was  definitely  palpable,  and  there  was  increased 
retromanubrial  dullness.  The  heart  was  en- 
larged to  the  left  and  downward.  She  had  mixed 
coarse  and  fine  tremor  of  the  fingers. 

Laboratory  Findings:  Observations  were  es- 

sentially negative  except  for  an  occasional  moder- 
ate proteinuria.  The  first  basal  metabolic  rate 
was  +8  per  cent  and  another  a week  later  +11 
per  cent. 

Diagnosis:  Despite  the  normal  basal  meta- 

bolic rate,  a diagnosis  of  Grave’s  disease  was 
maintained. 

Course:  The  patient  was  kept  in  bed  and 

given  11  cc.  of  progynon  B (550,000  international 
units)  between  March  30  and  April  12, 

1935. 

The  result  was  a marked  reduction  in  exoph- 
thalmos and  a decided  general  improvement 
objectively  and  subjectively.  She  was  given 
four  more  injections  of  progynon  B between 
April  25  and  May  1,  1935,  but  this  was  dis- 
continued when  the  exophthalmos  began  to 
return  rapidly.  She  was  discharged  May  7, 
1935,  in  excellent  condition.  She  has  been  well 
to  date  with  no  treatment. 

In  this  case,  a rapid  regression  of  the 
exophthalmos  occurred  with  the  injection 
of  progynon  B.  This  would  imply  an 
effect  of  estradiol  on  the  orbital  muscles  of 
Mueller  and/or  the  retrobulbar  tissues, 
either  direct  or  indirect.  In  this  con- 
nection the  observation  of  Marine  and 
Rosen,17  that  exophthalmos  can  be  pro- 
duced in  rabbits  with  thyrotropic  hor- 
mone, is  significant.  The  same  workers, 18 
however,  failed  to  effect  existing  exoph- 
thalmos in  rabbits  by  giving  estrin. 


Case  2. — A.  G.,  aged  44,  housewife,  entered  on 
April  7,  1935,  complaining  of  loss  of  voice  for  the 
past  three  days  and  difficulty  in  swallowing  for 
the  same  length  of  time.  A hysterectomy  had 
been  performed  sixteen  years  previous  to  ad- 
mission. She  had  had  exophthalmos  for  the 
past  twelve  years  with  no  other  symptoms  refer- 
able to  the  thyroid.  During  the  past  year  she 
had  lost  30  pounds  and  had  become  increasingly 
nervous.  Two  weeks  before  entering  the  hos- 
pital she  had  caught  cold.  A few  days  later  her 
thyroid  became  larger,  and  she  began  to  run  a 
temperature  up  to  104  F.  at  night,  and  to  com- 
plain of  pains  in  the  sides  of  the  neck.  With 
the  use  of  an  ice  collar,  the  size  of  the  thyroid 
was  reduced,  but  this  was  followed  by  a sense  of 
substernal  oppression  (the  family  physician 
states  she  was  fibrillating) . For  the  past  three 
days  she  had  become  progressively  hoarse. 
On  admission  she  could  hardly  whisper  and  had 
difficulty  swallowing  even  fluids. 

Physical  Examination : Examination  revealed 

an  old,  emaciated,  acutely  ill  female.  The  sub- 
maxillary glands  were  enlarged  and  tender, 
the  right  more  so  than  the  left.  The  throat  was 
diffusely  injected  and  very  dry.  Laryngoscopy 
revealed  paralysis  of  the  left  vocal  cord.  Moder- 
ate exophthalmos  was  present  with  a positive 
von  Graefe’s  sign.  The  thyroid  was  just 
palpable.  The  heart  showed  a slight  outward 
enlargement,  regular  sinus  rhythm,  and  a soft 
systolic  murmur  at  the  apex,  not  transmitted. 
The  trachea  was  moderately  deviated  to  the 
right,  and  the  lungs  showed  coarse  moist  rales 
at  both  bases.  There  was  slight  pretibial  edema 
of  both  legs. 

Laboratory  Findings:  Observations  were 

normal  except  for  a moderate  leukocytosis  with  a 
shift  to  the  left. 

Diagnosis:  The  diagnosis  was  exophthalmic 

goiter  with  thyroid  crisis  and  paralysis  of  the 
left  vocal  cord. 

Course:  The  patient  was  placed  on  a fluid 

diet  with  barbiturates.  On  April  16,  1935,  her 
basal  metabolic  rate  was  +36  per  cent.  On 
April  23,  following  a week  of  rest  and  sedation 
and  a high  caloric  diet,  her  basal  metabolic 
rate  was  +40  per  cent.  From  April  23  until 
May  5 she  received  a total  of  500,000  inter- 
national units  of  progynon  B.  On  May  7 her 
basal  metabolic  rate  was  +32  per  cent.  From 
May  10  to  May  20  she  received  no  medication 
whatsoever.  On  May  21  her  basal  metabolic 
rate  was  +32  per  cent.  She  was  then  Lugolized 
from  May  21  to  May  24.  On  May  27  her  basal 
metabolic  rate  was  +26  per  cent.  On  May  28 
a subtotal  thyroidectomy  was  performed.  On 
May  29  she  was  digitalized,  her  pulse  dropped 
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from  160  to  within  normal  limits,  and  she  was 
kept  on  a maintenance  dose  of  digitalis  and 
Lugol’s  solution.  She  improved  steadily.  On 
June  5 her  basal  metabolic  rate  was  -f-4  per 
cent.  She  was  discharged  well  June  9,  1935. 

Case  5* — M.  B.,  aged  32,  housewife,  entered 
on  February  1,  1937,  following  a severe  upper 
respiratory  infection  during  which  her  tempera- 
ture rose  to  104  F.  She  had  been  in  this  hospital 
from  May  2 to  October  13,  1935,  during  which 
time  a hemithyroidectomy  had  been  performed 
for  severe  Grave’s  disease,  following  Lugolization. 
At  her  present  admission  she  complained  of 
respiratory  embarrassment,  some  edema  of  the 
ankles,  and  nervousness,  all  of  which  had  been 
present  almost  continuously  from  her  discharge. 
She  had  lost  20  pounds  since  her  operation.  Her 
menstrual  periods  were  regular,  and  she  was 
bleeding  at  the  time  of  admission. 

Physical  Examination : Examination  revealed 
moderate  dyspnea  and  orthopnea,  a staring  ex- 
pression with  slight  exophthalmos.  The  re- 
maining lobe  of  the  thyroid  was  diffusely  en- 
larged and  moved  with  deglutition.  Her  heart, 
lungs,  and  abdomen  were  negative.  The  ex- 
tremities showed  several  small  ecchymotic  areas, 
not  traumatic  in  orgin. 

Laboratory  Findings:  Observations  were  es- 

sentially normal. 

Course:  The  patient’s  basal  metabolic  rate 

was  around  4-70  per  cent  on  repeated  occasions. 
From  March  23  to  March  30,  1937,  she  was 
given  250,000  international  units  of  progynon  B. 
At  the  end  of  this  time  her  basal  metabolic  rate 
was  +76  per  cent,  and  she  felt  somewhat  worse. 
The  patient  was  then  Lugolized,  and  her  basal 
metabolic  rate  came  down  to  +40  per  cent. 
The  remainder  of  her  thyroid  was  removed. 
She  improved  markedly  and  was  discharged 
in  fairly  good  condition. 

The  results  of  treatment  in  these  2 
cases  we  believe  to  be  highly  significant. 
Both  were  failures.  In  the  former,  the 
patient  had  had  a hysterectomy  per- 
formed sixteen  years  previous  to  admis- 
sion. For  the  past  twelve  years  she  had 
had  exophthalmos  with  moderate  ner- 
vousness, and  it  was  only  during  the 
previous  year  (twelve  years  after  onset  of 
exophthalmos)  that  she  began  to  show 
symptoms  definitely  attributable  to  a 
thyroid  dysfunction.  In  other  words, 
there  is  no  reason  to  believe  that  her 
hyperthyroidism  had  its  onset  with  loss  of 

* This  case  was  reported  with  the  kind  permission  of 
Dr.  Abraham  O.  Wilensky. 


ovarian  function.  In  Case  5,  the  patient 
was  a young  woman  having  apparently 
normal  gonadal  function,  and  here  the 
progynon  B had  no  beneficial  effect  what- 
soever. Apparently  there  is  a difference 
between  Grave’s  disease  and  menopausal 
hyperthyroidism,  the  latter  possibly  in- 
volving no  dysfunction  of  the  thyroid 
itself  but  only  of  the  pituitary. 

Case  3. — G.  W.,  aged  52,  housewife,  entered 
May  22,  1935,  complaining  of  severe  pain  in 
the  left  lower  extremity.  Her  menstrual  history 
was  perfectly  normal  except  for  the  past  few 
months,  when  her  periods  began  to  become  ir- 
regular in  interval  and  duration.  In  1933  a 
suspension  of  the  uterus  had  been  performed. 
During  November,  1933,  she  began  to  notice 
tremor  of  the  hands.  There  were  no  other 
symptoms  until  three  months  ago  when  she 
began  to  be  troubled  with  palpitation  of  the 
heart  and  became  very  nervous.  About  that 
time  she  had  an  attack  of  extreme  shortness  of 
breath.  About  six  weeks  previous  to  admission 
she  experienced  a severe  lancinating  pain  of  the 
left  foot  radiating  upward  and  laterally  to  the 
left  hip.  She  had  also  suffered  repeated  seizures 
of  nocturnal  paroxysmal  dyspnea. 

Physical  Examination : Examination  revealed 
an  extremely  nervous  white  female  complaining 
bitterly  of  pain  in  the  left  lower  extremity.  Her 
skin  was  moist  and  warm.  There  was  a moder- 
ate degree  of  exophthalmos  present.  The  thy- 
roid was  neither  visibly  nor  palpably  enlarged. 
The  heart  showed  moderate  outward  enlarge- 
ment, totally  irregular  rhythm,  and  no  murmurs 
were  made  out.  The  lungs  were  clear.  Ex- 
amination of  the  legs  showed  the  typical  obser- 
vations of  a left  sciatic  neuritis. 

Laboratory  Findings:  Observations  were 

completely  normal.  X-ray  of  the  chest  revealed 
no  evidence  of  substernal  thyroid. 

Diagnosis:  The  diagnosis  was  Grave’s  dis- 

ease with  auricular  fibrillation  and  left  sciatic 
neuritis. 

Course:  On  May  24,  1935,  basal  metabolic 

rate  was  +57  per  cent.  She  was  given  progynon 
B for  eleven  days,  a total  of  550,000  international 
units.  On  the  day  of  the  last  injection  she  be- 
came markedly  psychotic,  and  another  basal 
metabolic  rate  could  not  be  taken.  She  was 
discharged  on  June  22,  1935,  the  final  note  read- 
ing: “Patient  discharged  today.  Her  fibril- 

lation has  remitted,  and  aside  from  a psychosis, 
which  is  rapidly  clearing  up,  she  shows  marked 
improvement.”  She  remained  well  until  Janu- 
ary, 1937,  when  the  symptoms  of  hyperthyroid- 
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ism  began  to  return.  On  the  outside  she  was 
given  several  injections  of  estrogenic  substance 
and  again  became  psychotic.  This  cleared  up, 
and  she  has  felt  well  and  has  remained  well  to 
date. 

This  case  might  be  interpreted  as  sig- 
nifying a relationship  between  progynon 
therapy  and  ensuing  psychotic  states ; yet 
estrone  has  been  found  of  value  in  meno- 
pausal involutional  psychoses.  It  is  a 
well-known  fact  that  some  women  experi- 
ence an  increase  in  nervous  tension  and 
emotional  instability  premenstrually. 
Whether  this  can  be  attributed  to  in- 
creased estrin  in  the  blood  is  doubtful, 
for  most  workers  have  noticed  a fall  in 
blood  estrin  at  this  time.  On  the  other 
hand,  Case  7 showed  a definite  decrease 
in  her  mental  excitement  following  the 
use  of  estrogenic  hormone.  There  is 
need  for  thorough  study  in  this  field 
before  any  sound  inference  can  be  drawn 
concerning  these  facts. 

Case  4. — R.  S.,  aged  47,  white  housewife, 
entered  on  July  16,  1935,  complaining  of  ner- 
vousness and  exophthalmos  of  nine  months’ 
duration,  hypertension  for  four  years,  and  pal- 
pitation of  the  heart  for  one  and  one-half  years. 
The  entire  subjective  complex  dated  back  to  the 
death  of  her  husband  two  years  previously. 
She  had  not  menstruated  for  the  past  two 
years. 

Physical  Examination : Examination  revealed 
a nervous  woman  with  moist  warm  skin  and 
exophthalmos  with  a positive  von  Graefe’s  sign. 
Her  heart  was  enlarged  outward  and  downward, 
and  there  was  a systolic  murmur  at  the  apex. 
There  was  also  a tremor  of  the  hands. 

Laboratory  Findings:  Nothing  of  note  was 

revealed. 

Diagnosis:  The  diagnosis  was  hyperthyroid- 

ism (menopausal). 

Course:  On  July  19,  1935,  her  basal  meta- 

bolic rate  was  +56  per  cent.  From  July  20  to 
July  31  she  received  600,000  international  units 
of  progynon  B.  Her  basal  metabolic  rate 
dropped  to  +25  per  cent,  although  she  remained 
ambulatory  throughout.  She  had  gained  four 
pounds  in  weight.  She  was  then  put  to  bed  and 
treated  with  phenobarbital  and  put  on  a high 
caloric  diet.  On  August  13  her  basal  metabolic 
rate  was  +40  per  cent.  She  had  developed  an 
acute  follicular  tonsillitis  at  this  time.  Her 
tonsils  were  removed.  When  she  recovered 
from  the  operation  on  August  21  her  basal 


metabolic  rate  was  +25  per  cent.  No  further 
treatment  was  given,  and  on  September  17  her 
basal  metabolic  rate  was  +36  per  cent.  On 
July  17,  1937,  she  returned  to  the  hospital  with 
marked  hyperthyroidism,  and  a thyroidectomy 
was  performed. 

Case  6. — F.  M.,  aged  52,  housewife,  entered  on 
February  28,  1937,  complaining  of  chills,  fever, 
pain  in  the  back,  vomiting,  anorexia,  and  loss  of 
weight.  Her  menses  had  ceased  abruptly  nine 
months  previous  to  admission.  She  gave  a his- 
tory of  frequency  and  urgency  of  urination  with 
some  dysuria. 

Physical  Examination:  Examination  revealed 
an  acutely  ill,  emaciated  woman  with  a staring 
expression.  The  heart  and  lungs  were  normal, 
but  she  showed  a bilateral  Murphy  sign.  The 
thyroid  was  palpable,  and  there  was  a tremor  of 
the  hands. 

Diagnosis:  The  diagnosis  was  (1)  pyelonephri- 
tis and  (2)  hyperthyroidism. 

Course : On  March  2 her  basal  metabolic  rate 

was  +73  per  cent.  She  was  given  complete 
freedom  of  the  wards  and  received  a total  of 
300,000  international  units  of  progynon  B in 
twelve  days.  At  the  end  of  this  series  of  in- 
jections, her  basal  metabolic  rate  was  +40 
per  cent.  She  abruptly  left  the  hospital  against 
the  advice  of  the  attending  physician,  and  we 
have  had  no  word  of  her  since. 

Case  7. — J.  L.,  aged  62,  housewife,  entered  on 
November  21,  1937,  complaining  of  weakness, 
loss  of  interest  in  her  surroundings,  and  pruritis 
vulvae  and  p.  ani.  She  had  stopped  men- 
struating twelve  years  previous  to  admission. 
At  the  time  of  her  menopause  she  discovered 
that  she  had  diabetes  mellitus.  She  had  taken 
15  units  of  insulin  a day.  For  the  past  month 
she  had  had  no  insulin.  She  felt  weak  and  very 
depressed. 

Physical  Examination : Examination  revealed 

a thin,  fidgety,  restless  woman  with  a staring 
expression  but  no  exophthalmos.  There  was  no 
visible  thyroid.  Heart  and  lungs  were  nega- 
tive. 

Laboratory  Findings:  Besides  a blood  sugar 

of  206  mg.  on  admission,  the  observations  were 
normal. 

Diagnosis:  The  diagnosis  was  diabetes  mel- 

litus. 

Course:  The  patient  kept  brooding  and 

complained  that  she  could  not  sleep.  On 
November  26  she  threatened  to  jump  out  of  the 
window.  She  was  given  phenobarbital  and 
sodium  amytal.  Beginning  November  27  she 
was  given  progynon  B 50,000  international  units 
a dose  for  five  doses  (total  250,000  international 
units).  On  December  2 her  urine  was  sugar- 
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free.  Her  mental  status  was  constantly  im- 
proving. From  December  9 on,  she  was  given 
oral  estrogenic  therapy.  On  December  12  she 
was  discharged  well.  She  was  seen  privately 
by  one  of  us  (A.  G.).  On  January  27,  1938,  a 
basal  metabolic  rate  was  taken  and  found  to  be 
+32  per  cent.  She  was  given  500,000  inter- 
national units  of  progynon  B between  that  day 
and  February  26.  Her  basal  metabolic  rate 
on  March  2 was  +18  per  cent.  She  felt  well, 
and  her  urine  was  sugar-free.  On  April  6 her 
basal  metabolic  rate  was  —2  per  cent.  She  has 
remained  well  to  date. 

This  patient  had  stopped  menstruating 
twelve  years  previous  to  admission. 
It  is  doubtful,  therefore,  that  she  was 
suffering  from  the  effects  of  ovarian 
failure,  although  it  is  possible  for  the  so- 
called  “menopause  syndrome”  to  con- 
tinue for  many  years.  The  diabetes 
mellitus  began  at  the  time  her  menses 
ceased.  The  fact  that  she  responded 
favorably  to  progynon  B makes  us  in- 
clined to  believe  that  here  was  an  ele- 
ment of  her  hyperthyroidism  due  to 
gonadal  failure. 

Case  8* — A.  L.,  aged  43,  white  seamstress, 
entered  on  June  7,  1938,  complaining  of  a loss  of 
30  pounds  in  four  months.  She  had  become 
very  nervous,  had  insomnia,  profuse  sweating, 
with  a tremor  of  the  hands.  A year  previous  to 
admission  she  had  had  a bilateral  oophorectomy 
performed. 

Physical  Examination : Examination  revealed 
a highly  nervous  woman,  sweating,  with  a star- 
ing expression.  She  had  a tremor  of  the  hands 
and  a palpable  thyroid  but  no  exophthal- 
mos. 

Laboratory  Findings:  Observations  showed 

nothing  remarkable  except  for  a moderate 
anemia. 

Diagnosis:  The  diagnosis  was  hyperthyroid- 

ism (menopausal). 

Course:  On  June  9,  1938,  her  basal  metabolic 

rate  was  +52  per  cent.  On  June  21  her  basal 
metabolic  rate  was  +65  per  cent.  She  was  put 
on  progynon  therapy,  receiving  a total  of  600,000 
international  units  in  twelve  days.  On  June  27 
her  basal  metabolic  rate  was  +49  per  cent. 
On  July  5 it  was  +45  per  cent.  She  was  dis- 
charged to  the  outpatient  department  and  in- 
jected twice  a week  with  50,000  international 
units  of  progynon  B.  On  August  15  her  basal 

* We  are  grateful  to  Dr.  Jacob  Clahr  for  his  kind  co- 
operation in  treating  this  patient  in  the  outpatient  de- 
partment. 


metabolic  rate  was  +31  per  cent,  and  on  Sep- 
tember 4,  1938,  it  was  +15  per  cent.  The 
patient  has  resumed  all  her  duties  and  feels 
quite  well. 

Discussion 

The  evaluation  of  results  in  the  medical 
treatment  of  hyperthyroidism  is  difficult. 
Patients  occasionally  show  spontaneous 
remission  in  symptoms.  Often  bed  rest 
and  sedative  are  sufficient  to  produce 
some  relief.  What  impressed  us  in  this 
series  was  the  rapidity  with  which  some 
cases  of  menopausal  hyperthyroidism 
responded  to  this  treatment.  When  ther- 
apy was  effective  there  were  both  general 
symptomatic  improvement  and  a diminu- 
tion in  the  basic  metabolic  rate. 

As  to  the  modus  operandi  of  progynon 
B on  menopausal  hyperthyroidism,  the 
following  explanation  is  offered.  Large 
doses  of  estrone  are  known  to  decrease 
the  gonadotropic  activity  of  the  ante- 
rior lobe  of  the  hypophysis.  This  sup- 
pression may  extend  to  the  thyrotropic 
hormone,  probably  produced  by  the 
same  cell.  There  is  evidence  to  indi- 
cate that  large  doses  of  estrogenic  sub- 
stance have  an  inhibitory  effect  on  the 
thyroid. 

Igura9  observed  an  increase  in  vesicu- 
lar epithelium  of  the  thyroid  following 
the  administration  of  ovarian  extracts. 
Kubosono12  and  Krockert11  both  con- 
firmed this  by  using  placental  extracts 
and  follicular  hormone,  respectively. 
Kunde,  et  a/.,13  demonstrated  a slight 
lowering  of  the  basal  metabolic  rate  in 
dogs  injected  with  a maximum  of  200 
rat  units  a day  of  estrone.  Other  work- 
ers22,14 succeeded  in  lowering  the  basal 
metabolic  rate  of  rats  and  rabbits  with 
estrogenic  substance.  Savage  and  his 
co-workers22  were  especially  successful 
in  rabbits  with  induced  hyperthyroidism 
and  in  spayed  rats.  Karp  and  Kost- 
kiewicz10  found  that  prolonged  adminis- 
tration of  estrogenic  hormone  was  fol- 
lowed by  degenerative  changes  in  the 
rat  thyroid.  Sanchez-Calvo20  noted 
stimulation  of  the  thyroid,  after  short 
term  injections  of  estrin,  and  degenera- 
tion of  the  gland,  after  continued  ad- 
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ministration  of  the  same  substance. 
De  Amilibia  and  his  co-workers6  ob- 
served that  small  doses  of  folliculin  had  a 
definite  thyrotropic  action.  Zain26  was 
able  to  inhibit  the  effect  of  induced  hy- 
perthyroidism in  castrate  rats  by  in- 
jecting large  doses  of  progynon  B.  Col- 
lett, Smith,  and  Wertenberger5  produced 
an  increase  in  the  basal  metabolic  rate  of 
hysterectomized  and  ovariectomized 
women  showing  a moderate  hyperthyroid- 
ism. The  largest  dose  given  at  a time 
was  1,000  international  units  and  the 
largest  total  dosage  18,000  international 
units.  We  believe  this  is  confirmation  of 
the  work  of  de  Amilibia,  et  al .6 

Whether  or  not  hyperthyroidism  will 
occur  at  the  menopause,  we  believe, 
depends  not  only  on  the  extent  of  thyro- 
tropic hormone  production  but  also  on  the 
reactivity  of  the  thyroid  itself.  The 
importance  of  this  point  cannot  be  too 
strongly  emphasized.  Uhlenhuth24  has 
shown  that,  whereas  epinephrine  alone 
will  not  stimulate  (histologically)  the 
salamander  thyroid,  epinephrine  in  com- 
bination with  pituitary  “thyroactivator” 
will  have  a greater  effect  than  a similar 
amount  of  “thyroactivator”  injected 
alone.  Sehrt21  noted  a marked  improve- 
ment in  many  of  the  symptoms  of  meno- 
pause, especially  the  flushes,  following 
the  administration  of  diiodo  tyrosine. 
Loeser16  studied  the  effect  of  diiodotyro- 
sine  on  the  thyroid  of  castrated  guinea- 
pigs.  He  observed  a morphologic  hyper- 
function of  the  gland  following  castration. 
This  he  ascribed  to  an  increase  in  the 
thyrotropic  function  of  the  anterior  lobe 
of  the  hypophysis.  The  oral  adminis- 
tration of  diiodo  tyrosine  was  followed  by 
regression  of  the  hyperthyroidism.  He 
concluded  that  diiodotyrosine  suppresses 
the  secretory  activity  of  the  anterior  lobe 
of  the  pituitary. 

Starr  and  Patton23  investigated  the 
effect  of  antuitrin  S and  small  doses  of 
theelin  on  hyperthyroidism.  They  noted 
remission  of  the  disease  coincident  with 
treatment.  In  the  earliest  successful 
cases  the  remission  had  continued  for 
eighteen  months,  and  in  the  others  no 
recurrence  had  been  observed  to  the  time 


the  report  was  submitted.  The  women 
in  whom  the  treatment  was  successful 
were  all  below  the  menopause  age  and  had 
no  history  of  ovarian  disease.  The  fail- 
ures included  1 boy,  2 women  at  or  past 
the  menopause,  and  1 woman  who  had 
had  one  ovary  removed  previously.  Evi- 
dently the  induction  of  remission  with 
pregnancy  urine  extract  is  dependent  on 
normal  ovarian  function. 

(Several  workers  have  observed  an 
antagonism  between  thyroxin  and  estrin. 
Van  Horn25  and  Reiss  and  Pereny19 
both  found  that  it  required  much  more 
estrin  to  produce  estrus  in  spayed  rats 
with  induced  hyperthyroidism  than  in 
those  castrates  to  whom  no  thyroid  had 
been  given.  Adler-Monnich1  reported 
that  the  effect  of  follicle-stimulating  hor- 
mone on  the  ovaries  and  uterus  is  greater 
when  injected  alone  than  when  adminis- 
tered with  thyroxin.  These  observa- 
tions seem  to  indicate  a direct  inhibition 
of  estrone  action  by  the  thyroid,  but  many 
more  experiments  must  be  performed  be- 
fore any  conclusions  may  safely  be 
drawn.) 

Summary 

1.  Eight  cases  of  hyperthyroidism  in 
women  were  treated  with  large  doses  of 
progynon  B. 

2.  Of  these  patients,  5 were  assumed 
to  be  cases  of  hyperthyroidism  arising 
with  the  climacteric. 

3.  Of  the  5 patients,  all  showed  im- 
provement (1,  Case  6,  left  the  hospital 
against  advice  after  her  basal  metabolic 
rate  had  dropped  from  +73  to  +40 
per  cent  in  ten  days  under  progynon  B 
therapy  i There  was  1 recurrence,  Case 

4)- 

4.  The  other  3 patients  have  been 
well  to  date. 

5.  If  Case  7 is  a menopause  case,  it  is 
one  of  the  uncommon  instances  of  the 
“menopause  syndrome”  persisting  for 
many  years — in  this  case  twelve  years. 
The  results  of  treatment  were  favorable. 

Conclusion 

Some  cases  of  hyperthyroidism  occur- 
ring at  the  menopause  can  be  successfully 
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treated  with  large  doses  of  estrogenic 
hormone.* 
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SCHOOL  PHYSICIANS  HOLD  CONFERENCE  AND  ELECT  OFFICERS 


The  New  York  State  Association  of  School 
Physicians  held  its  annual  conference  at  Saratoga 
Springs,  New  York,  June  24.  Besides  routine 
business  and  election  of  officers,  the  scientific 
session  was  the  main  feature  of  the  occasion. 
The  school  health  exhibit  was  one  of  the  finest. 

The  scientific  session  was  as  follows:  presi- 

dential address.  Dr.  L.  A.  Van  Kleeck.  Man- 
hasset;  “How  a School  Nurse-Teacher  Spends 
Her  Time,”  Mary  T.  Fay,  R.N.,  president,  New 
York  State  School  Nurse-Teachers’  Association, 
Garden  City;  “The  Physical  Examination  of 
School  Personnel,”  Dr.  E.  H.  Ormsey,  Amster- 
dam (Discussion:  Dr.  William  Ayling,  Syra- 

cuse) ; “The  Laboratory  Studies  on  an  Intensive 
Follow-up  of  High  School  Athletes,”  Dr.  L.  S. 
Preston,  Oneida  (Discussion:  Dr.  C.  A.  Green- 

leaf,  Olean,  and  Dr.  C.  S.  Wallace,  Ithaca); 
“Sex  Education  and  the  Schools,”  Dr.  Daniel  J. 
Kelly,  Superintendent  of  Schools,  Binghamton 
(Discussion:  Dr.  William  F.  Snow,  American 

Social  Hygiene  Association;  Dr.  Richard  W. 
Weiser,  Public  Health  Federation,  Cincinnati; 
Dr.  William  F.  Mitchell,  Syracuse;  Dr.  Herbert 
W.  Cummings,  State  Department  of  Health, 


Albany;  Dr.  Maurice  A.  Bigelow,  Professor  of 
Biology  and  Director  of  the  Institute  of  Practical 
Science  Research,  Teachers  College,  Columbia 
University,  New  York  City). 

Dr.  William  Ayling,  Health  Director  of  the 
Syracuse  school  system  was  elected  president  and 
succeeded  Dr.  Louis  A.  Van  Kleeck,  of  Man- 
hassat.  The  other  officers  are  Dr.  Edgar  Bieber, 
of  Dunkirk,  vice-president,  and  Dr.  C.  Adele 
Brown,  of  Oswego,  secretary-treasurer. 

The  program  committee  for  the  ensuing  year 
consists  of  Dr.  Cyrus  H.  Maxwell,  of  the  State 
Education  Department,  Albany  (chairman), 
Dr.  Dean  F.  Smiley,  of  Cornell  University, 
Ithaca,  and  Dr.  Harold  H.  Mitchell,  of  New  York 
City  Department  of  Health. 

On  the  Publicity  Committee  are  Dr.  Michael 
Levitan,  Rome  (chairman) ; Dr.  C.  A.  Greenleaf, 
Olean;  and  Dr.  Cyrus  H.  Maxwell,  Albany. 

Resolution  1 emphasizes  the  importance  of 
and  favors  an  annual  examination  of  all  school 
personnel. 

Resolution  2 supports  the  principles  pertaining 
to  medical  care  during  a national  emergency  as 
adopted  by  the  American  Medical  Association. 


A VISOR  TO  PREVENT  WAR  INJURIES  OF  THE  EYE 


At  the  annual  congress  of  the  British  Ophthal- 
mological  Society,  Sir  Richard  Cruise  demon- 
strated a visor  which  he  invented  for  attachment 
to  the  steel  helmet  worn  by  soldiers.  By  a single 
movement  it  can  be  brought  down  over  the  upper 
part  of  the  face  and  similarly  can  be  retracted 
within  the  helmet.  The  mesh  is  so  fine  that  ex- 
ceedingly small  missiles  are  prevented  from  en- 
tering the  eye,  while  at  the  same  time  vision  is 
only  slightly  limited.  Cruise  has  found  that 
fragmentation  from  explosives  is  the  primary 
case  of  war  blindness.  In  the  last  war  the  ma- 
jority of  ocular  injuries  were  due  to  small  metal 
fragments  penetrating  the  eye.  Cruise  believes 


that  well  over  half  the  cases  of  blindness  in  the 
last  war  would  have  been  prevented  by  the  visor, 
which  consists  of  22  gage  duralumin,  molded  so  as 
to  fit  the  inner  curvatures  of  the  steel  helmet,  to 
which  it  is  attached  by  rivets.  A spring  adjust- 
ment enables  it  to  be  kept  within  the  helmet. 

The  congress  unanimously  passed  a resolution 
as  reported  in  the  J.A.M.A.,  that  this  visor 
would  prevent  the  majority  of  cases  of  blindness 
caused  by  gunshot  wounds,  and  repeated  its 
recommendation,  made  in  1917,  during  the  last 
war,  that  some  such  visor  should  be  adopted. 
The  resolution  was  sent  to  the  Admiralty,  the 
War  Office,  and  the  Home  Office. 


CLINICAL  EXPERIENCES  WITH  GOLD  SALTS  IN  THE 
TREATMENT  OF  RHEUMATOID  ARTHRITIS 

James  M.  Tarsy,  M.D.,  Brooklyn,  New  York 

{From  the  Arthritis  Clinics  of  the  Brooklyn  and  St.  Mary's  Hospitals) 


IT  has  been  said  that  two  diametrically 
opposed  views  hold  true  regarding  the 
therapeutic  value  of  gold  salts  in  the 
treatment  of  rheumatoid  arthritis.  On 
the  Continent  gold  has  the  reputation  of 
being  the  most  valuable  therapeutic 
agent  known  in  the  treatment  of  this 
affliction.  In  America  gold  therapy  has 
either  received  very  little  attention  or 
been  viewed  with  indifference.  This 
likewise  holds  true  in  the  treatment  of 
tuberculosis,  in  which  condition  auro- 
therapy  was  first  introduced.  The  differ- 
ence of  opinion  cannot  entirely  be 
ascribed  to  toxicity,  since  the  drug  is 
equally  toxic  in  both  geographic  areas, 
but  perhaps  to  a more  conservative  atti- 
tude on  the  part  of  American  investi- 
gators. However  desirable  an  attitude 
of  skepticism  may  be,  one  is,  neverthe- 
less, forced  to  the  realization  that  the 
treatment  of  rheumatoid  arthritis  con- 
tinues to  be  one  of  the  major  problems 
in  therapeutics  and  that  any  agent  that 
presumes  to  hold  forth  as  much  promise 
as  does  gold  should  be  worthy  of  wide 
and  unbiased  investigation. 

Following  the  studies  abroad  of  Fores- 
tier  and  other  investigators,  a clinical 
group  in  the  Brooklyn  Hospital  inter- 
ested in  arthritis  had  the  opportunity  of 
employing  gold  for  clinical  trial.  The 
water-soluble  salt  of  gold  sodium  thio- 
malate,  equal  in  all  respects  to  various 
other  water-soluble  products  used  in 
France  and  England,  was  employed. 

The  investigation  was  carried  out  by 
Drs.  McKenna,  Anderson,  Lamb,  Velardi, 
and  myself.  The  series  comprised  52 
patients  treated  between  February,  1935, 
and  April,  1936,  a period  of  fourteen 
months.  Twenty-five  of  the  patients 
were  treated  in  the  arthritis  clinic.  The 
remainder  were  treated  by  the  orthopedic 
department  or  were  seen  privately,  the 


same  routine  being  consistently  followed. 

A course  of  treatment  comprised  three 
series  each  aggregating  2.2  Gm.  of  the 
salt.  Gold  was  administered  at  weekly 
intervals.  An  interval  of  six  weeks  was 
interposed  between  the  second  and  the 
third  series.  The  sedimentation  rate 
was  used  as  a laboratory  index  of  control 
of  the  disease.  The  average  reading 
before  treatment  was  41.8  mm.  in  one 
hour;  this  gradually  fell  throughout  the 
months  of  therapy  to  a normal  of  10  mm. 
or  less  per  hour. 

It  was  felt  at  this  time  that  although 
Forestier1  had  given  due  warning  re- 
garding the  toxicity  of  the  drug  he  had 
failed  to  emphasize  the  frequency  and 
violence  of  reactions  that  might  occur. 

Of  the  52  patients  treated,  due  to 
intolerance  or  allergic  phenomena,  more 
than  50  per  cent  developed  toxic  mani- 
festations, necessitating  cessation  of 
therapy.  In  contrast,  25  patients  who 
evidenced  a tolerance  demonstrated 
startling  clinical  improvement.  These 
patients  had  a cessation  of  pain  after 
four  to  six  injections  and  demonstrated 
definite  improvement  in  the  entire  ar- 
thritic picture.  Improvement  was  mani- 
fested by  increase  of  function  and  de- 
crease in  periarticular  thickening  at  the 
end  of  the  first  series.  Even  among  the 
improved  patients,  toxic  manifestations 
were  not  uncommon,  often  necessitating 
interruption  of  treatment  for  short 
periods.  Although  transient  albuminuria 
was  frequently  noted,  no  cases  of  true 
nephritis  developed. 

In  one  instance,  a mild  hepatitis 
associated  with  jaundice  occurred. 

There  was  no  incidence  of  purpura, 
but  2 cases  of  severe  epistaxis  were  re- 
corded. There  were  2 instances  of  severe 
gastroenteritis  associated  with  tempera- 
ture ranging  from  103  to  104  F.  Six  or 
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8 patients  reported  experiencing  a similar 
syndrome  in  milder  form,  and  6 developed 
corneal  ulcers.  Three  patients  developed 
exfoliative  dermatitis.  Milder  forms  of 
dermatitis  as  well  as  stomatitis  and 
glossitis  were  frequently  encountered. 

One  death  occurred.  This  patient,  a 
female,  aged  59,  with  a history  of  rheuma- 
toid arthritis  of  six  years’  duration,  had 
received  six  injections  of  0.05  Gm.  each. 
After  a total  dose  of  0.30  Gm.  of  the  salt, 
she  developed  mental  confusion,  delu- 
sions, excitation,  stupor,  coma,  followed 
by  death.  The  various  departments 
concurred  in  the  opinion  that  the  condi- 
tion was  one  of  toxic  psychosis  with 
encephalomalacia  and  that  death  was 
probably  due  to  cerebral  thrombosis. 
The  heavy  metal  was  held  to  be  respon- 
sible for  the  fatal  issue 

The  results  of  this  series  of  cases  were 
published  by  Dr.  Donald  McKenna.2 
McKenna  concluded  that  the  dosages 
advised  by  Forestier  were  generally  not 
tolerated  by  the  patients  in  this  series 
and  that  even  in  small  doses  the  drug  is 
very  toxic.  It  was  his  opinion:  that 

allergic  or  toxic  symptoms  can  develop 
so  suddenly  and  with  such  small  aggregate 
dosage  as  to  make  this  type  of  therapy 
definitely  hazardous;  that  in  its  present 
form,  gold  is  not  a safe  therapeutic  agent 
to  place  in  the  hands  of  the  medical 
profession;  that  the  percentage  of  pa- 
tients who  can  tolerate  the  drug  is  too 
small  to  warrant  subjecting  the  average 
early  arthritis  patient  (in  whom  it  al- 
legedly does  the  most  good)  to  the  risk 
that  it  entailed;  and  that  there  was 
no  evidence  in  Forestier’s  large  series  of 
550  cases,  or  in  the  small  series  of  52 
cases,  to  assume  that  gold  therapy  is 
curative. 

However,  McKenna  finally  concluded 
that  if  a patient  is  tolerant  of  the  drug  it 
is  more  likely  to  produce  rapid  sympto- 
matic improvement,  often  a dramatic 
quiescence.  Remissions,  when  estab- 
lished, are  more  sustained  than  by  the 
orthodox  methods  now  in  use  in  this 
country. 

As  a result  of  the  foregoing  conclusions 
formal  group  study  of  gold  salts  was 
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discontinued  in  the  arthritis  clinic  of  the 
Brooklyn  Hospital. 

Several  of  the  workers  were  loath,  in 
spite  of  toxicity,  to  relinquish  completely 
a therapeutic  agent  that,  in  some  re- 
spects when  tolerated,  was  superior  to 
most  known  agents.  I have,  therefore, 
resumed  investigation. 

It  was  my  hope  that  we  might  in  some 
manner  avoid  the  severely  toxic  mani- 
festations, deriving  the  good  so  frequently 
to  be  found.  Since  gold  has  a cumulative 
action,  it  was  felt  that  this  might  be 
accomplished  in  the  following  manner: 
(1)  by  diminishing  the  dose  very  sub- 
stantially, thus  decreasing  the  toxic 
response;  (2)  by  increasing  the  patient’s 
resistance  to  the  drug  by  supportive 
therapy;  (3)  by  watching  carefully  for 
the  first  symptoms  of  intolerance. 

Decreasing  Toxic  Reactions 

When  we  initiated  the  use  of  gold  salts, 
we  started  with  0.025  Gm.  of  the  drug, 
gradually  increasing  the  dose  until,  after 
five  or  six  injections,  the  patient  was 
receiving  0.1  Gm.  at  intervals  of  seven 
days.  Despite  the  fact  that  this  was 
still  a comparatively  small  dose,  we 
found  that  the  greater  number  of  severe 
reactions  were  encountered  with  this 
amount.  The  dose  was,  therefore,  estab- 
lished at  0.05  Gm.  every  seven  days.  In 
some  instances  this  amount  was  divided 
into  two  separate  injections  of  0.025  Gm. 
and  given  with  an  interval  of  three  days 
between  each  injection.  It  was  found 
that  most  patients  not  only  tolerated 
this  reduced  dosage  but  showed  a satis- 
factory therapeutic  response.  Whenever 
there  was  a delay  in  the  response  we  in- 
creased the  metal  to  0.05  Gm.  given  in 
one  injection  for  a number  of  weeks.  In 
this  manner  it  was  found  that  the  patient 
could  receive  more  consistent  treatment 
without  frequent  interruptions  because 
of  reactions.  The  theory  that  gold  acts 
as  a catalyst  and  that,  clinically,  equally 
good  results  may  be  obtained  with  small 
as  with  large  doses,  supports  this  rationale 
of  reduced  dosage.  Another  point  in 
favor  of  smaller  doses  is  that  since  gold 
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has  a cumulative  action  and  since, 
therefore,  it  is  the  total  amount  given 
rather  than  the  individual  dose  which 
ultimately  determines  the  therapeutic 
effect,  the  amount  of  the  individual  dose 
is  perhaps  only  important  insofar  as  it 
may  tend  to  reduce  the  incidence  of  toxic 
reactions.  With  this  fact  in  mind  there 
was  no  hesitancy,  whenever  expedient,  to 
reduce  the  weekly  dosage  to  0.025  Gm. 
As  in  our  first  clinical  study,  a course 
of  treatment  comprised  three  series. 
Here,  however,  each  series  was  reduced 
from  2.2  to  1 Gm.  If  deemed  necessary, 
a fourth  or  even  a fifth  series  was 
given. 

In  heavy  metal  poisoning  such  as 
mercurial  poisoning  there  is  a distribution 
of  the  metal  through  all  the  tissues  of 
the  body.3  Since  gold  is  a heavy  metal, 
we  may  be  permitted  to  assume  that  the 
same  distribution  occurs  with  its  use. 
Furthermore,  if  the  analogy  is  accepted, 
it  is  the  intimate  action  of  gold  on  the 
cellular  structure  of  the  body  that  renders 
it  efficacious  in  some  patients,  toxic  in 
others.  Experiments  on  animals  cor- 
roborate this  view.  The  work  of  Hulst4 
lies  in  this  direction.  Hulst  reports  the 
occurrence  of  basophilic  granulation  in 
the  erythrocytes  following  gold  treat- 
ment. Recent  observation  seems  to  in- 
dicate that  this  granulation  is  a regen- 
erative process.  Hulst  is  under  the  im- 
pression that  this  change  in  the  red  cells 
is  initiated  by  gold  salts.  He  also  notes 
that  many  cases  of  gold  poisoning  are 
accompanied  or  preceded  by  an  increase 
in  the  number  of  eosinophilic  leukocytes. 
This  increase  subsides  again  as  the  signs 
of  intoxication  disappear. 

Value  of  Supportive  Therapy 

The  studies  of  Sande,5  Piesocki,6  and 
Dainow,7  in  which  favorable  results  with 
vitamin  C in  cases  of  intolerance  to 
arsphenamine  and  gold  salts  were  noted, 
induced  the  writer  to  adopt  the  use  of 
this  vitamin.  After  the  injection  of  100 
to  200  mg.  of  vitamin  C intravenously, 
Sande  found  that  petechiae,  bloody 
sputum,  and  urobilinogenuria  dis- 
appeared. In  a number  of  patients 


exhibiting  signs  of  gold  intoxication,  a 
synthetic  crystalline  vitamin  C was 
given  intravenously  in  doses  of  2 cc.  with 
good  results.  One  such  patient,  showing 
intolerance  following  a very  small  amount 
of  the  drug,  developed  a dermatitis 
exfoliativa  and,  as  a consequence,  gold 
salts  was  discontinued.  Subsequent  to 
this  reaction,  the  patient  exhibited 
marked  improvement,  the  sedimentation 
rate  dropping  from  100  to  14  mm.  Treat- 
ment was  subsequently  continued  with 
injections  of  sulfur  intravenously.  Im- 
provement continued  in  a most  satis- 
factory manner  for  about  eight  months, 
at  which  time  the  patient  suffered  a 
reinfection  of  the  frontal  sinuses  with  a 
return  of  her  erstwhile  complaints. 
There  was  justifiable  hesitation  in  re- 
suming therapy  with  gold  salts,  but,  in 
view  of  the  patient’s  resistance  to  other 
forms  of  treatment,  gold  therapy  was  very 
cautiously  reinstituted  in  doses  of  0.025 
Gm.,  supplementing  these  injections  with 
2 cc.  of  cevitamic  acid  intravenously. 
Although  the  patient  is  still  undergoing 
treatment,  no  toxic  effects  have  been 
noted,  notwithstanding  the  fact  that  the 
total  dose  to  date  has  exceeded  the 
amount  previously  given.  The  dramatic 
therapeutic  response,  following  signs  of 
intolerance  as  illustrated  in  this  patient, 
has  also  been  noted  by  other  investigators 
and  seems  to  point  toward  the  stimulation 
of  some  basic  therapeutic  mechanism 
such  as  is  probably  found  in  jaundice,  as 
reported  by  Hench.8 

The  importance  of  constitutional 
therapy  in  rheumatoid  arthritis  has  been 
frequently  emphasized  by  various  investi- 
gators. It  would  seem  that  any  adjunct 
therapy  that  would  serve  the  purpose  of 
increasing  general  health  would  be  of 
value.  Thus  the  action  of  calcium  in 
diminishing  inflammatory  changes,  its 
sedative  properties,  and  its  value  in 
allergic  states  have  been  recognized. 
In  this  group  it  has  been  administered 
as  calcium  gluconate  in  doses  of  1 drachm, 
two  times  a day,  on  an  empty  stomach. 
To  further  enhance  its  utilization,  vita- 
min D was  given  in  the  form  of  viosterol, 
15  drops  daily.  The  desensitizing  prop- 
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erty  of  the  ealcium-ion  and  its  depressant 
action  on  the  nervous  system  seem  to 
have  beneficial  systemic  effects  in  rheuma- 
toid arthritis  as  is  evidenced  by  an  in- 
creased sense  of  well-being  as  well  as 
increase  in  weight  and  appetite.  In 
addition,  following  the  practice  of  Fores- 
tier,  in  order  to  lessen  the  incidence  of 
toxicity,  liver  concentrate  was  injected 
intramuscularly  or  administered  per 
orum. 

Early  Signs  of  Intolerance 

A recognition  of  the  early  signs  of 
intolerance,  followed  by  interruption  of 
treatment,  is  a very  important  considera- 
tion for  success  with  gold  therapy.  Ac- 
cording to  my  experience,  and  that  of 
others,  it  is  felt  that  perhaps  one  of  the 
earliest  signs  of  intolerance  is  generalized 
itching.  Frequently  an  urticarial  or 
scarlatiniform  rash  may  make  its  ap- 
pearance after  several  injections.  Con- 
tinuation of  therapy  in  such  cases  may 
lead  to  more  serious  skin  manifestations, 
such  as  dermatitis  exfoliativa.  Vertigo 
has  also  proved  to  be  a premonitory  sign 
of  a more  serious  disturbance  and  should 
be  heeded  when  manifest.  Another 
condition  which  may  develop  rapidly  is 
stomatitis.  The  so-called  “grippe 
aurique”  may  also  arise  within  a few 
hours  of  the  first  injection. 

Results 

The  results  of  this  study  are  as  follows : 
22  selected  cases  of  rheumatoid  arthritis 
were  treated  from  1936  to  1939.  Among 
these  22  were  5 patients  with  Marie- 
Striimpell  type  of  arthritis  who  were 
treated  privately.  These  patients  were 
in  an  age  group  of  from  25  to  66  years. 
The  duration  of  the  disease  varied  from 
one  to  eighteen  years,  and  all  had  failed 
to  respond  to  other  forms  of  therapy. 
The  period  of  observation  ranged  from 
three  months  to  two  and  one-half  years. 
As  in  the  preceding  clinical  study,  changes 
in  weight,  blood  pressure,  urine,  and 
blood  were  charted. 

In  a number  of  individuals,  in  spite  of 
a satisfactory  therapeutic  response,  treat- 
ment had  to  be  discontinued  temporarily 


or  permanently  because  of  a marked  drop 
in  the  leukocyte  or  platelet  count. 

In  evaluating  results,  and  therefore  the 
efficacy  of  the  agent  used,  I attempted  to 
avoid  the  pitfalls  so  frequently  en- 
countered in  evaluating  any  therapeutic 
agent  in  arthritis.  I realized  that  many 
unsubstantiated  claims  have  been  made 
for  the  efficacy  of  various  therapeutic 
agents  in  the  treatment  of  this  disease. 
Because  of  the  essential  nature  of 
arthritis,  characterized  by  varying  de- 
grees of  involvement  and  by  periods  of 
spontaneous  remissions,  the  difficulties 
of  estimating  the  inherent  worth  of  any 
particular  form  of  therapy  are  manifold. 

Regarding  the  therapeutic  efficacy  of 
any  agent,  there  must  be  a parallelism 
between  the  degree  of  organic  involve- 
ment and  the  evaluation  of  the  response  of 
the  disease  to  the  agent  used  before  any 
form  of  therapy  can  accurately  be  judged. 
This  principle  has  been  adopted  in 
diseases  of  the  heart,  where  patients  are 
classified  in  various  groups  according  to 
the  grade  of  disability  present  and  their 
relative  responses  to  particular  forms  of 
therapy  compared.  Prognosis  follows  a 
set  grouping. 

Adopting  a similar  plan,  each  case 
treated  was  classified  according  to  (1) 
structures  involved,  (2)  function,  (3) 
sedimentation  rate,  (4)  x-ray  observa- 
tions, and  (5)  prognosis. 

I later  found  that  Taylor9  had  preceded 
me  in  publishing  such  a plan  for  the 
classification  of  persons  suffering  from 
arthritis.  My  classification,  essentially 
the  same  as  Taylor’s,  is  as  follows: 

Type  I.  Joint  changes  mostly  periarticular, 
“soft-tissue”  in  nature.  Patient  ambulant. 
Sedimentation  rate  moderately  rapid.  Changes 
on  x-ray  slight  or  nondemonstrable.  Prognosis 
good. 

Type  II.  Pathology  involves  joint  proper. 
Ambulation  difficult  or  variable.  Sedimentation 
rate  very  rapid.  Changes  on  x-ray  present. 
Prognosis  still  good  or  fair. 

Type  III.  Joint  changes  more  advanced. 
Presence  of  deformities.  Ambulation  difficult 
or  impossible.  Sedimentation  rate  very  rapid 
or  moderately  so.  X-ray  observations  more 
extensive.  Prognosis  doubtful. 

Type  IV.  Marked  and  extensive  pathology. 
Patient  nonambulant.  Sedimentation  rate  rapid 
or  may  be  normal  if  condition  inactive.  X-ray 
observations  marked.  Prognosis  poor.  This 
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type  may  represent  a terminal  stage  with 
ankylosis  and  gross  deformities. 

According  to  this  classification,  it  is 
seen  that  the  most  responsive  patients 
would  fall  under  types  I and  II.  Out  of 
a total  of  22  cases,  12  or  54.5  per  cent 
showed  great  improvement.  Of  these 
12  cases,  1 fell  under  type  1,  2 under 
type  II,  6 under  type  III,  and  the  re- 
mainder under  type  IV. 


TABLE  1. — Type  of  Arthritis  and  Grade  of 
Improvement 


Case 

Mod- 

No. 

None 

Slight  erate 

Marked 

Great 

1 

IV 

2 

II 

3 

IV 

4 

II 

5 

III  to  IV 

6 

III 

7 

IV 

8 

II 

9 

III 

10 

IV 

11 

IV 

12 

III 

13 

I 

14 

II 

15 

III 

16 

IV 

17 

III 

18 

IV 

19 

III 

20 

III 

21 

II 

22 

III 

I believe  that  these  results  are  a good 
index  of  the  efficacy  of  gold  salts  not  only 
in  the  early  and  less  severe  forms  of 
arthritis,  which  are  naturally  most  re- 
sponsive to  treatment,  but  also  in  the 
more  advanced  or  severe  forms,  which 
present  the  greatest  problem.  The  inci- 
dence of  toxicity  was  36.6  per  cent.  Of 
22  cases,  8 gave  evidence,  in  some  form 
or  other,  of  a toxic  reaction.  Among 
these  were  4 cases  of  dermatitis  ex- 
foliativa. In  1 there  was  a drop  in  the 
platelet  count  to  120,000.  Another 
patient  developed  an  eczematous  erup- 
tion. In  another,  there  was  a localized, 

maculate  rash,  which  disappeared  with 

temporary  interruption  of  treatment. 

One  case  developed  an  intense,  general- 

ized scarlatiniform  dermatitis.  This  dis- 

appeared in  a few  weeks  and  with  the 

exception  of  occasional  attacks  of  vertigo 

permitted  continuation  of  therapy. 

About  six  weeks  after  the  last  injection, 

however,  this  patient  met  with  a cerebral 

accident  followed  by  sudden  exodus. 


Whether,  as  in  the  other  death  encoun- 
tered in  the  first  series,  her  demise  was 
related  to  treatment  with  gold  salts  is 
open  to  discussion.  Dosages  in  this  case 
never  exceeded  0.025  Gm.  It  is  possible, 
however,  to  have  a delayed  reaction  to 
gold  salts.  In  justification  of  this  form 
of  therapy,  a spontaneous  death  was 
noted  in  1 previous  instance  where  gold 
salts  had  not  been  used. 

Action  of  Gold  Salts  in  Arthritis 

The  work  of  KimeI * * * * * * * * 10  in  tuberculosis 
casts  considerable  light  on  the  action  of 
gold  in  influencing  disease.  This  in- 
vestigator has  been  able  to  prove  that, 
following  the  administration  of  gold 
chloride,  the  leukocytes  become  sensi- 
tized and  therefore  intensely  phagocytic, 
engulfing  vast  numbers  of  tubercle  bacilli. 
These  bacilli  had  been  ingested  after  the 
use  of  gold  chloride  in  Vio-grain  doses, 
intramuscularly,  at  intervals  of  two 
weeks.  In  contrast  to  ordinary  specimens 
of  sputums,  a fairly  large  number  of 
phagocytes  contained  from  5 to  20 
tubercle  bacilli  each.  Kime  also  em- 
phasizes the  fact  that  these  same  observa- 
tions may  be  brought  out  in  any  case  of 
open  tuberculosis  by  the  use  of  gold  and 
are  not  found  except  after  the  use  of  this 
metal. 

Before  Kime,  Koch  was  able  to  show 
that  gold  hindered  the  development  of 
tuberculosis,  while  Schroder11  ascertained 
that  this  metal  is  capable  of  promoting 
cicatrization  of  the  foci  in  tuberculous 
disease,  especially  in  tuberculosis  of  the 
throat. 

This  mechanism,  i.e.,  the  intensely 
phagocytic  activity  of  the  polymorpho- 
nuclear cells  followed  by  conversion  of  the 
tubercle  bacillus  into  an  intracellular 
organism  similar  to  the  coccus  of  pneu- 
monia or  gonorrhea,  might,  it  seems,  be 
adopted  to  explain  the  action  of  gold 
salts  in  rheumatoid  arthritis,  which,  as 
tuberculosis,  is  conceded  to  have  an  in- 
fectious etiologic  background.  Whether 
the  beneficial  results  in  rheumatoid  ar- 
thritis are  due  to  the  ingestion  of  an 
offending  streptococcus  by  a phagocyte 
or  merely  the  by-product  of  phagocytic 
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TABLE  2. — Therapeutic  Chart 


Total 

Amount  of 

Improvement 

Case 

Duration 

Gold  Salts 

Moder- 

Period  of 

No. 

in  Years 

Classification 

in  Gm. 

None  Slight  ate  Marked 

Great 

Observation 

Reaction 

Age 

1 

10 

IV 

1.7 

* 

3 yr. 

Der.  exfol. 

36 

2 

1 

II 

0.1 

1 1/a  mo. 

None 

46 

3 

5 

IV 

0.3 

* 

21/z  mo. 

None 

66 

4 

8 

II 

0.8 

* 

1 yr. 

Intense  scar. 

eryth. 

44 

5 

5 

III  (M.S.) 

0.2 

* 

2 mo. 

None 

26 

6 

6 

Ill 

0.425 

* 

1 ‘/ 2 yr. 

None 

30 

7 

6 

IV 

1.7 

* 

1 1/-2  yr. 

None 

50 

8 

5>/2 

II 

0.125 

* 

I1  A mo. 

None 

31 

9 

7 

III 

2.5 

* 

2 yr. 

None 

32 

10 

6 

IV 

2.0 

* 

15  mo. 

Mild  rash 

39 

11 

6 

III 

0.1 

* 

3 yr. 

Der.  exfol. 

63 

12 

18 

III 

0.6 

* 

8 mo. 

Der.  exfol. 

38 

13 

5 

II 

0.7 

* 

1 yr. 

None 

38 

14 

3 

III 

0.25 

* 

3 mo. 

None 

40 

15 

5 

III 

0.175 

* 

1 yr. 

Slight  der. 

exfol. 

44 

16 

3 

IV 

1.0 

l yr. 

.Slight  ec- 

zema 

48 

17 

3 

III  (M.S.) 

2.0 

* 

1 yr. 

None 

25 

18 

5 

IV  (M.S.) 

0.8 

* 

8 mo. 

None 

36 

19 

2 

Ill  (M.S.) 

1.8 

* 

14  mo. 

Dim.  platelet 

count 

29 

20 

3 

Ill 

3.5 

* 

2 yr. 

None 

35 

21 

2 

I 

1.2 

* 

i yr. 

None 

29 

22 

4 

1 

2.5 

* 

2 yr. 

None 

32 

stimulation  is  difficult  to  say.  However, 
like  so  many  other  therapeutic  measures 
that  have  shown  gratifying  results  in 
chronic  disease,  its  action  is  apparently 
nonspecific  in  nature. 

The  importance  of  the  reticuloendo- 
thelial system  in  bringing  about  immuni- 
zation has  also  been  investigated. 
Schlossberger  has  shown  that  the  histio- 
cytes of  the  connective  tissue,  as  well  as 
other  cells  of  the  body,  are  influenced  by 
chemical  substances.  According  to 
Schroder,  the  storage  of  gold  in  the  re- 
ticuloendothelial system  causes  an  activa- 
tion of  this  system  with  a resulting  long 
range  action  on  disease  and  its  pathology. 

Furthermore,  experiments  on  rabbits 
have  shown  that  gold  is  stored  in  the 
connective  tissue  of  the  spleen,  in  the 
Kupffer  cells  of  the  liver,  and  in  the  lungs. 
Gold  has  also  been  found  in  the  blood 
serum  and  in  the  lymph. 

Finally,  the  apparent  desensitizing 
action  of  gold,  as  evidenced  by  results 
obtained  in  asthma,12  psoriasis,13  and 
other  allergic  phenomena,  is  of  impor- 
tance. Its  action  in  rheumatoid  arthritis 
might  be  explained  on  this  basis. 

Resume 

1.  Fifty- two  cases  of  rheumatoid 
arthritis  were  treated  at  the  Brooklyn 
Hospital  with  gold  salts  in  the  form  of 


gold  sodium  thiomalate.  Three  series  of 
injections  were  given,  each  series  com- 
prising 2.2  Gm.  of  the  drug.  An  average 
dose  of  0.1  Gm.  per  week  was  employed. 

2.  Of  these  52,  those  able  to  tolerate 
the  drug  showed  startling  clinical  im- 
provement. Toxic  manifestations  de- 
veloped in  more  than  50  per  cent. 

3.  A second  and  independent  clinical 
study  to  determine  a means  of  reducing 
toxicity  was  resumed  in  the  Arthritis 
Clinic  of  the  St.  Mary’s  Hospital.  This 
study  included  22  cases,  5 of  which  com- 
prised infectious  spondylitis  of  the  Marie- 
Stnimpell  type.  Of  these  22  cases,  12, 
or  54.5  per  cent,  showed  great  improve- 
ment. The  toxic  incidence  was  reduced 
to  36.6  per  cent  by  reducing  the  dosage 
and  administering  additional  agents.  The 
toxic  reactions  incurred  were,  in  part, 
less  severe  and  allowed  continuation  of 
treatment. 

4.  It  is  my  opinion  that  gold  salts  is, 
at  present,  one  of  the  most  valuable 
therapeutic  agents  known  in  the  treat- 
ment of  rheumatoid  arthritis.  It  is, 
unquestionably,  a very  toxic  drug,  but 
it  may,  however,  be  used  with  brilliant 
results  by  diminishing  the  dose  and 
administering  additional  agents  to  reduce 
toxicity.  The  possibility  of  serious  re- 
actions must  always  be  kept  in  mind. 

5.  This  toxicity  should  be  no  deter- 


August  1,  1940] 


GOLD  SALTS  AND  RHEUMATOID  ARTHRITIS 


1191 


rent  from  using  the  drug  in  the  severer 
forms  of  arthritis  that  have  proved  re- 
fractory to  other  types  of  therapy. 

6.  The  results  obtained  must  be  con- 
sidered in  terms  of  the  severity  of  the 
disease.  The  12  cases  out  of  22  that 
showed  a great  improvement  represented, 
in  good  part,  well-advanced  grades  of 
arthritis. 

7.  It  is  my  belief,  particularly  in  the 
severe  forms,  that  the  seriousness  of  the 
disease  and  the  intense  suffering  and 
disability  it  causes  justify  the  cautious 
use  of  gold  by  the  experienced  practi- 
tioner. 

8.  Finally,  it  is  hoped  that  a less 
toxic  substitute  may  soon  be  found  that 
will  incorporate  all  the  beneficial  proper- 


ties of  gold  salts  without  their  toxic  ef- 
fects. 

31  Monroe  Place 
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PREVENTION  OF  IVY  POISONING 

Protection  against  ivy  poisoning  is  possible 
by  use  of  an  alkaline  vanishing  cream  containing 
sodium  perborate  or  potassium  periodate,  ac- 
cording to  a report  by  the  U.  S.  Public  Health 
Service  published  in  July. 

This  protective  ointment  consists  of  10  per 
cent  sodium  perborate  in  a vanishing  cream 
which  is  to  be  rubbed  into  the  skin  of  the  arms 
and  face  of  workers  before  exposure  to  poison 
ivy.  The  vanishing  cream  fills  the  pores  and 
forms  a protective  covering  and  prevents  much 
of  the  poison  from  penetrating  the  skin. 

As  the  perspiration  comes  in  contact  with  the 
vanishing  cream  in  the  pores  of  the  skin,  a soap 
is  formed  and  the  alkalinity  of  the  soap  tends  to 
neutralize  the  poison  ivy,  in  addition  to  washing 
it  off  and  out  of  the  skin. 

This  vanishing  cream  should  be  freshly  pre- 
pared at  least  once  in  two  weeks  to  avoid  de- 


terioration, according  to  the  medical  director 
of  the  Office  of  Dermatoses  Investigations. 
The  cream  used  in  the  experiments  was  slightly 
discolored  but  still  active  after  one  month. 

In  the  case  of  persons  working  where  they 
might  come  in  contact  with  poison  ivy,  the  pro- 
tective cream  should  be  applied  in  the  morning 
and  allowed  to  remain  on  until  the  noon  hour 
when  it  should  be  removed  by  washing  with 
soap  and  water;  this  will  emulsify  the  vanishing 
cream  in  the  pores  of  the  skin  and  wash  away 
whatever  poison  may  be  in  pores  or  on  the  skin. 

The  cream  should  be  reapplied  again  after 
the  lunch  hour  and  again  washed  off  in  the  even- 
ing when  work  is  over. 

These  findings  are  based  on  results  with  a 
limited  number  of  voluntary  workers.  Exten- 
sive field  trials  are  in  progress  and  will  be  re- 
ported later. 


RADIUM  STORED  IN  A CAVE 

The  transference  of  radium  to  a cave  in  the 
Derbyshire  hills  was  among  one  of  the  war 
measures  taken  by  the  Christie  Hospital  and 
Holt  Radium  Institute,  whose  annual  meeting 
took  place  in  Manchester,  England,  recently. 

The  annual  report  stated  that  the  board  was 
informed  that  anything  approaching  a direct 
hit  where  radium  was  present  would  make  the 
immediate  neighborhood  unlivable,  so  the 
radium  store  was  lowered  into  a shaft  dug  50  ft. 
deep  in  the  hospital  grounds.  Later,  it  became 
necessary  to  provide  special  protection  in  a 
nonvulnerable  area  for  the  reception  and  treat- 
ment of  patients  by  radium.  A board  mem- 
ber loaned  his  country  house  for  the  duration 
of  the  war,  and  patients  from  a wide  area  are 


now  able  to  have  radium  treatment  in  safety. 

To  extend  still  further  the  radium  treatment, 
the  radium  in  solution  was  transferred  to  a deep 
subterranean  cave  in  the  Derbyshire  hills  where  a 
laboratory  was  fitted  up  and  equipped.  “Con- 
siderable difficulties  had  to  be  overcome  in  the 
establishment  of  the  ‘Radon  Cave,’  since  it  en- 
tailed setting  up  an  electrical  generating  plant  in 
addition  to  the  installation  of  the  radon  plant  it- 
self, involving  the  transport  by  hand  of  all  the 
necessary  materials  and  of  some  two  tons  of 
lead  for  the  protection  of  the  personnel.  The 
radon,  after  purification,  is  collected  in  tiny  capil- 
lary tubes  of  gold,  silver,  and  glass  and  used  for 
the  treatment  of  cancer  in  Manchester  without 
any  risk  in  the  case  of  a direct  hit  by  a bomb.” 


COLITIS  FOLLOWING  INJECTION  OF  GOLD  SALTS 

Le  Moyne  Copeland  Kelly,  M.D.,  New  York  City 


In  a recent  issue  of  one  of  the  country’s 
outstanding  journals,  a case  was  cited 
by  a physician  in  Connecticut  in  which 
frequent  bowel  movements  progressed  to 
a fulminant  colitis  within  a short  time 
after  the  last  injection  of  a gold  salt  for 
lupus  erythematosus.  The  editor  stated : 
“No  references  have  been  found  in  the 
literature  to  reactions  from  gold  injec- 
tions in  which  there  was  a complicating 
involvement  of  the  mucous  membrane  of 
colon.”  This  has  prompted  us  to  report 
just  such  a case,  which  was  seen  recently 
in  New  York  City. 

Case  Report 

Mrs.  C.  K.,  aged  32,  a Jewish  housewife,  was 
first  seen  on  November  16,  1938,  complaining  of 
pain  and  swelling  of  the  joints  for  a period  of  two 
years.  At  first  the  toes  were  the  only  parts  in- 
volved, but  soon  the  ankles,  fingers,  wrists,  and 
elbows  became  similarly  affected.  Physical  ex- 
amination at  this  time  was  essentially  negative. 
The  cervix  was  mildly  eroded.  Examination  of 
the  skeletal  structure  showed  marked  swelling 
with  increased  heat  in  the  area  of  the  external 
malleoli.  Motion  in  the  ankles  was  normal  in 
range  but  painful.  She  had  full  motion  in  the 
elbows.  There  was  a fusiform,  periarticular 
swelling  of  the  first  interphalangeal  joint  of  both 
thumbs  and  index  fingers  and  generalized  thick- 
ening of  the  right  wrist.  Motion  was  estimated 
in  the  wrists  as  follows:  right,  flexion  160°, 

extension  195°;  left,  flexion  175°,  extension  185°. 

The  laboratory  findings  revealed  a sedimenta- 
tion rate  of  85  mm.  per  hour  (normal  by  this 
method  is  8-10);  nonprotein-nitrogen,  21  mg. 
per  hundred  cubic  centimeters;  fasting  blood 
sugar,  105  mg. ; uric  acid  (determination  done  on 
the  serum),  3.2  mg.;  blood  Kline,  negative. 
Blood  count  was  normal  except  for  w.b.c.  10,900, 
with  66  per  cent  polymorphonuclear  leukocytes. 

We  had  the  opportunity  of  securing  a report  of 
the  patient’s  condition  eighteen  months  previous 
from  Dr.  A.  S.  Gordon,  of  Brooklyn,  who  took 
care  of  her  at  that  time.  In  May,  1937  (six 
months  after  the  onset  of  her  symptoms),  she 
already  had  pain  and  swelling  of  both  index 
fingers  and  swelling  of  the  left  wrist,  left  ankle, 
and  both  sternoclavicular  joints.  General  physi- 
cal examination  was  entirely  negative.  The 


complement  fixation  test  done  in  September, 
1937,  was  normal,  and  the  sedimentation  rate 
was  24  (by  Cutler’s  method).  The  patient  was 
treated  continuously  for  a year  at  this  time  with 
an  especially  prepared  vaccine  without  perma- 
nent benefit. 

With  this  two-year  history  and  such  general- 
ized signs  in  the  joints  confronting  us,  we  deter- 
mined to  try  to  secure  for  this  patient  the  same 
benefits  from  gold  therapy  that  we  had  seen  in 
many  other  cases.  The  patient  was  so  disabled 
and  in  such  pain  that  she  readily  consented  to 
any  therapy  that  might  be  expected  to  help  her. 
Consequently,  on  December  16,  1938  (one  month 
after  she  was  first  examined),  we  gave  her  the 
first  dose  of  gold  sodium  thiosulfate  by  vein.  It 
was  determined  in  advance  to  keep  the  first  few 
doses  down,  since  the  patient  had  shown  some 
slight  evidences  of  hypersusceptibility — namely, 
a mild  urticarial  rash  following  the  first  of  two 
injections  of  Coley’s  toxins  and  generalized  itch- 
ing after  taking  1/2  grain  of  codeine  sulfate  by 
mouth  three  times  a day  for  pain.  (This  dis- 
appeared entirely  forty-eight  hours  after  the 
cessation  of  the  therapy.)  Injections  were  given 
therefore,  at  weekly  intervals  and  in  the  following 
amounts:  5 mg.,  10  mg.,  10  mg.,  10  mg.,  15  mg., 
35  mg.,  50  mg.,  75  mg.,  and  100  mg.,  making  a 
total  of  nine  injections  (0.31  Gm.  of  gold).  On 
January  20,  1939,  her  blood  count  was  entirely 
normal  (w.b.c.  7,800),  and  she  showed  no  evi- 
dences of  toxicity  during  this  time.  In  addition, 
scaphoid  pads,  paraffin  applications  to  the 
affected  joints,  and  aspirin  and  cinchophen  by 
mouth  were  given  without  benefit.  She  received 
her  last  injection  on  February  10  (100  mg.)  and 
said  that  except  for  a severe  cold  in  her  chest 
during  the  preceding  week  she  had  felt  about  as 
usual.  Therefore,  it  was  not  until  we  received  a 
request  on  March  2 for  a summary  of  her  previous 
record  that  we  knew  of  the  reaction  in  her  gastro- 
intestinal tract. 

The  patient  was  admitted  to  the  medical  serv- 
ice of  a Brooklyn  hospital  on  February  28 
(eighteen  days  after  her  last  injection  of  gold) 
with  the  complaint  of  abdominal  pain  and  fre- 
quent, watery  stool  of  seventeen  days’  duration; 
vomiting  for  past  four  days  and  unproductive 
cough  for  five  days.  Soon  afterward,  stomatitis 
developed,  and  this  persisted  throughout  her 
hospital  stay.  Sigmoidoscopic  examination 
showed  many  clear-cut  ulcerations  of  the  colon 
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without  accompanying  blood  or  pus.  A check-up 
four  weeks  later  showed  them  almost  entirely 
healed.  A complete  gastrointestinal  study  three 
weeks  after  admission  showed  only  a marked 
diminution  in  the  caliber  of  the  distal  half  of  the 
large  bowel  with  excessive  motility.  The  rugal 
markings  were  distorted,  and  the  walls  of  the 
colon  were  somewhat  thickened  and  irregular. 
Laboratory  examinations  showed  a normal  sedi- 
mentation rate  (2  mm.  per  hour)  and  negative 
urinalysis  and  blood  Kline.  Blood  chemistry 
was:  urea  nitrogen,  11.7  and  21.6  mg.  per  hundred 
cubic  centimeters;  nonprotein-nitrogen,  39.7 
mg.;  total  serum  proteins,  5.25;  albumin,  3.52; 
globulin,  1.73;  A/G  ratio,  2.04;  carbon  dioxide 
combining  power,  52.6;  volumes  percentage; 
phenolsulfothalein,  32.2  per  cent.  The  blood 
count  on  February  28,  1939,  was  normal.  On 
March  23  the  blood  count  was:  r.b.c.  3,700,000; 
Hb.  62  per  cent;  w.b.c.  13,800.  The  blood  sulf- 
anilamide concentration  was  (10.6) (10.3) (9.9). 
X-ray  of  chest  and  examination  of  the  sputum 
was  negative  for  acid-fast  infection.  Examina- 
tion of  the  contents  of  the  sigmoid  aspirated  from 
the  region  of  the  ulcers  on  March  18  was  negative 
for  pathogenic  organisms.  The  next  day,  how- 
ever, a pure  culture  of  long-chained  hemolytic 
streptococci  was  obtained,  and  on  March  31 
numerous  short-chained  diplococci  were  found. 

For  the  first  four  weeks  of  her  hospital  stay 
she  had  ten  to  twenty  bowel  movements  each  day 
without  blood  or  purulent  material.  She  also 
had  frequent  bouts  of  vomiting,  which  would 
subside  after  the  injection  of  glucose  and  saline 
by  vein.  She  had  two  direct  transfusions  of  500 
cc.  of  blood  one  week  apart  and  moderately  large 
doses  of  sulfanilamide  for  a period  of  ten  days, 
but  these  did  not  change  her  condition  appreci- 
ably. After  six  weeks  in  the  hospital  it  became 
apparent  that  convalescence  would  be  pro- 
tracted, and  so  she  was  transferred  on  April  16 
to  the  Montefiore  Hospital  for  chronic  disease. 


A recent  report  from  the  director  stated  that  the 
patient  was  in  excellent  physical  condition  during 
her  whole  stay  in  that  institution  and  had  had  an 
average  of  two  to  three  fairly  well-formed  bowel 
movements  daily  with  a small  amount  of  mucus. 
He  felt  that  this  was  the  last  remaining  evidence 
of  her  gold  colitis,  and  so  she  was  discharged 
cured  on  July  1,  1939,  approximately  six  months 
after  her  first  injection  of  gold. 

Discussion 

It  is  evident  from  these  records,  that 
this  case  is  in  many  respects  similar  to 
the  one  cited.  It  differs  only  in  the  fact 
that  our  patient  had  no  rash  and  no  blood 
or  pus  in  the  rectal  discharges.  The  ul- 
cers, however,  had  the  same  general 
characteristics  and  were  associated 
with  the  short-chained  diplococci  de- 
scribed by  Bargen.  We  feel  that  the 
mechanism  of  the  production  of  this 
colitis  was  somewhat  as  follows : the 

patient  must  have  been  unusually  sus- 
ceptible to  the  heavy  metal — gold — for 
the  initial  dosage  was  kept  very  low  (it 
has  been  our  experience  that  if  we  keep 
the  first  four  doses  small,  we  are  often 
able  to  detect  any  idiosyncrasy  to  this 
drug).  This  hypersensitivity  manifested 
itself  by  injury  to  the  endothelium  of  the 
blood  vessels  in  the  mucosa  of  the  large 
bowel  as  the  drug  was  being  eliminated. 
This  in  turn  resulted  in  thrombosis  of 
these  vessels  with  ulceration  of  the  mu- 
cous membrane  of  the  sigmoid.  The 
organisms  recovered  were  in  all  proba- 
bility normal  inhabitants  of  the  colon 
and  played  no  role  in  producing  this 
condition.  Otherwise,  one  could  hardly 


1194 


LE  MOYNE  C.  KELLY 


[N.  Y.  State  J.  M. 


explain  the  rapid  healing  of  the  ulcers  in 
the  presence  of  these  bacteria. 

Conclusion 

Involvement  of  the  colon  is  a rare  com- 
plication of  gold  therapy,  but  when  it 
does  occur,  it  results  in  severe  and  pro- 


tracted illness.  The  onset  of  abdominal 
pain  and  diarrhea  in  this  case,  twenty- 
four  hours  after  the  last  injection  of  gold 
sodium  thiosulfate  by  vein,  strongly  sug- 
gests that  this  medication  was  the  cause 
of  her  colitis. 

133  East  58th  Street 


BUNDLES  FOR  BRITAIN 

Bundles  for  Britain,  484  Park  Avenue,  New  York  City 
(Plaza  3-1877-8-9),  can  use  any  of  the  items  listed  below. 


No.  in  Sklar 
Catalogue 


25  Chevalier- Jackson  Bronchoscopic 
Outfits 

25  Oesophagoscopes  with  forceps 
and  aspirators  (made  by  Pill- 
ing of  Philadelphia) 

50  Sigmoidoscopes,  complete  4571 

50  Examination  and  Catheterising 

Cystoscopes,  complete  4768 

50  Bladder  Retractors,  Thomson 

Walker  5262 

100  Gastrojejunostromy  clamps, 

Lane’s  Twin 

100  Intestinal  Straight  clamps, 

Doyen  9"  1391 

100  Intestinal  Curved  clamps, 

Doyen  9"  1393 

5.000  Artery  forceps,  Spencer  Wells  5" 

1.000  Artery  forceps,  Mayo  Oschner  7" 

1,000  Artery  forceps,  Halsted’s  curved, 

fine  points  491 

1.000  Artery  forceps,  Kelly’s  curved  506 

5.000  Dissecting  forceps  plain  5"  624 

2.000  Dissecting  forceps  toothes  7 " 635 


No.  in  Sklar 
Catalogue 


2.000  Sinus  forceps,  Lister  5" 

500  Towel  clips,  5",  Backhaus  6402 

500  Tissue  forceps.  Lane  588  ? 

500  Tongue  forceps,  Corbould  281 

500  Cheadle’s  forceps  644 

500  Bowl  Sterilizer  forceps,  Harrison  645 
500  Lung  forceps,  Duval 

1.000  Dressing  forceps,  French  pattern  576  ? 
500  Scissors  abdominal  straight, 

Mayo  7V2"  368 

500  Scissors  abdominal  curved, 

Mayo  772"  373 

500  Syringes  Record  20  c.c.  7530 

500  Syringes  Record  10  c.c.  7530 

500  Syringes  Record  2 c.c.  7530 

500  Syringes  Record  1 c.c.  7530 

100  Plaster  Shears  392/3 

500  Forceps  Peritoneal  Allis  1398 

500  Mouth  Gags  3610 

10,000  Yards  Mackintosh  Rubber 
Sheeting 

100  Uterine  Vulsellum  forceps,  Teale 

8 7/  6498 

100  Sets  Uterine  Dilators,  Hegar  6217 


(?  indicates  nearest  catalogue  number  to  specification) 


A STUDY  TO  EVALUATE  ORIGINAL  SEROLOGIC  TESTS  FOR  SYPHILIS 


More  than  five  years  ago  the  Committee  on 
Evaluation  of  Serodiagnostic  Tests  for  Syphilis, 
in  cooperation  with  the  United  States  Public 
Health  Service,  conducted  a study  to  evaluate 
original  serologic  tests  for  syphilis  or  modifica- 
tions thereof  in  the  United  States.  The  results 
of  this  study  were  published  shortly  after  the 
investigation  was  completed.1 

Consideration  is  now  being  given  by  the  Com- 
mittee to  the  organization  of  a second  evaluation 
study  of  original  serologic  tests  for  syphilis  or 
modifications  thereof  within  the  next  year.  If 
the  need  for  an  investigation  of  this  kind  seems 
to  justify  the  cost,  invitations  will  be  extended 
to  the  authors  of  such  serologic  tests  who  reside 


1 Ven.  Dis.  Inform.  16:  189  (June)  1935.  J.A.M.A. 

104:  2083  (June  8)  1935. 


in  the  United  States,  or  who  may  be  able  to 
participate  by  the  designation  of  a serologist 
who  will  represent  them  in  this  country.  The 
second  evaluation  study  will  be  conducted  utiliz- 
ing methods  comparable  to  those  employed  in  the 
first  study.2 

Serologists  who  have  an  original  serologic  test 
for  syphilis  or  an  original  modification  thereof 
and  who  desire  to  participate  in  the  second 
evaluation  study  should  submit  their  applica- 
tions not  later  than  October  1,  1940.  The  appli- 
cations must  be  accompanied  by  a complete  de- 
scription of  the  technic  of  the  author’s  serologic 
test  or  modification.  All  correspondence  should 
be  directed  to  the  Surgeon  General,  United 
States  Public  Health  Service,  Washington,  D.  C. 


2 J.A.M.A.  103:  1705  (Dec.  1)  1934. 


Maternal  Welfare 

From  time  to  time  under  this  heading  articles  appear  on  obstetrical  subjects  which  are 
deemed  of  importance  as  aids  to  improvement  of  maternal  welfare  in  New  York  State. 
The  members  of  the  committee  are  Charles  A.  Gordon,  M.D.,  chairman;  James  A.  Quig- 
ley, M.D.;  and  Ferdinand  J.  Schoeneck,  M.D. 

Placenta  Praevia 


Vaginal  bleeding  in  the  latter  months  of 
pregnancy  must  be  considered  as  a serious 
complication.  Such  cases  should  not  be  ex- 
amined in  the  home  or  office,  but  must  be  hos- 
pitalized for  diagnosis  and  treatment.  All 
bleeding  cases  should  immediately  be  matched 
for  blood  transfusion,  since  this  measure  is  often 
of  paramount  importance. 

Differential  diagnosis  will  usually  be  confined 
to  placenta  praevia,  abruptio  placenta  (prema- 
ture separation  of  the  placenta),  and  onset  of 
premature  labor.  This  discussion  will  be  limited 
to  placenta  praevia. 

Placenta  praevia  usually  occurs  in  the  last 
three  months  of  pregnancy  and  is  characterized 
by  painless,  bright  red  vaginal  bleeding.  As  a 
rule  the  hemorrhage  assumes  the  character  of 
frank  bleeding;  however,  the  initial  hemorrhage 
is  rarely  fatal.  The  complication  is  due  to  the 
fact  that  the  placenta  is  inserted  in  the  lower 
uterine  segment,  covering  in  varying  degrees  the 
internal  os  of  the  cervix.  The  severity  of  the  case 
depends  not  so  much  on  the  area  of  the  cervical 
os  covered  by  the  placenta  as  on  the  amount 
of  blood  loss.  Nevertheless,  when  the  cervical 
os  is  completely  or  almost  entirely  covered 
by  the  placenta,  the  mechanical  obstruction  to 
vaginal  delivery  makes  the  proper  handling  of 
the  case  more  difficult. 

Diagnosis  is  made  by  history  and  vaginal  ex- 
amination. It  cannot  be  emphasized  too  often 
that  vaginal  examination  should  not  be  under- 
taken until  the  patient  is  hospitalized  and  all 
precautions  taken  to  combat  immediate  severe 
hemorrhages  that  may  be  initiated  by  the  vaginal 
manipulation. 

Many  clinics  advocate  the  diagnostic  technic 
of  introducing  the  index  or  middle  finger  of  the 
examining  hand  through  the  cervical  os  and  lo- 
cating the  placenta  by  direct  palpation.  Such 
manipulation  may  precipitate  immediate  fresh 
bleeding.  While  such  procedure  occasionally 
becomes  necessary  to  be  sure  of  the  diagnosis, 
it  is  suggested  that  many  times  the  placenta 
may  be  located  by  palpating  through  the  lower 
segment.  If  one  is  able  to  feel  the  presenting 
part  throughout  the  entire  radius  of  the  lower 
segment,  he  may  be  reasonably  sure  that  the 
segment  is  free.  On  the  other  hand,  if  the  pre- 


senting part  can  be  felt  on  one  side,  but  not  on 
the  other,  the  diagnosis  can  be  made.  If,  in 
addition,  the  edge  of  the  placenta  can  be  outlined 
through  the  lower  segment  the  exact  extent  of 
the  praevia  may  be  determined. 

Since  treatment  of  placenta  praevia  is  often 
influenced  by  the  extent  to  which  the  placenta 
covers  the  internal  os,  it  becomes  important  to 
localize  this  organ.  When  the  placenta  entirely 
covers  the  internal  os,  the  condition  is  known  as 
complete  placenta  praevia;  if  approximately 
half  of  the  os  is  covered,  we  classify  it  as  lateral 
or  partial  placenta  praevia;  if  only  a small  por- 
tion of  the  os  is  involved,  the  classification  is 
marginal  placenta  praevia.  Occasionally,  the 
placenta  will  be  implanted  in  the  lower  segment, 
but  will  not  be  sufficiently  low  to  actually  involve 
the  internal  os.  We  speak  of  this  situation  as  a 
low  implantation  of  the  placenta. 

Treatment  should  have  two  objectives:  first, 

supportive  and,  second,  control  of  immediate 
hemorrhage  or  prevention  of  the  recurrence  of 
dangerous  bleeding. 

Supportive  treatment  must  aim  at  combating 
shock  from  blood  loss  and  replacement  of  this 
loss.  This  angle  is  best  handled  by  blood  trans- 
fusion. In  fact,  transfusion  is  so  important 
that  it  should  take  precedence  over  all  other 
measures,  with  the  possible  exception  of  con- 
trolling immediate  massive  hemorrhage,  when 
such  bleeding  may  obviously  terminate  in  an  im- 
mediate fatality.  In  such  an  eventuality,  it  is 
plain  that  transfusion  should  be  employed  in 
conjunction  with  other  procedures  or  as  soon 
thereafter  as  it  is  humanly  possible  to  obtain 
donor’s  blood. 

The  second  phase  of  treatment  depends  on 
the  parity  of  the  patient,  the  type  of  placenta 
praevia  involved,  and  the  period  of  gestation. 

It  can  be  stated  rather  dogmatically  that  com- 
plete placenta  praevia  in  the  primipara  is  best 
handled  by  cesarean  section,  providing  the 
patient’s  general  condition  makes  her  a satis- 
factory operative  risk  or  that  supportive  treat- 
ment can  convert  her  from  a poor  to  a satis- 
factory operative  risk.  Occasionally,  the  hemor- 
rhage will  occur  just  prior  to  the  time  at  which 
the  child  becomes  viable.  In  such  instances, 
it  may  be  feasible  to  attempt  to  carry  the  preg- 
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nancy  to  viability,  providing  the  hemorrhage  has 
stopped  spontaneously.  If  such  a decision  is 
made,  the  patient  must  be  kept  in  a hospital  and 
provision  made  to  institute  immediate  treat- 
ment in  the  event  of  recurrent  hemorrhage. 

The  management  of  the  -lateral  or  partial 
variety  in  primiparas  depends  somewhat  on  the 
severity  of  the  hemorrhage,  condition  of  the  lower 
segment,  and  dilatation  of  the  cervix.  Most 
authorities  would  not  argue  against  cesarean 
section  in  this  circumstance.  On  the  other  hand, 
if  the  patient  is  in  labor,  or  the  cervix  partially 
dilated,  simple  rupture  of  membranes  or  bag 
insertion  may  arrest  hemorrhage  and  success- 
fully control  the  situation. 

Many  marginal  praevias  in  primiparas  may  be 
handled  by  rupture  of  membranes  or  bag  inser- 
tion. However,  if  the  cervix  is  long  and  undi- 
lated, or  if  other  circumstances  point  to  a rather 
prolonged  labor,  a cesarean  may  give  more  satis- 
factory results.  As  an  example,  we  may  visual- 
ize a primipara  of  40  years  of  age  with  a posterior 
position  and  unengaged  head  associated  with  a 
marginal  placenta  praevia.  In  this  instance  the 
child  would  be  particularly  valuable  and  we 
might  expect  a difficult  labor.  Cesarean  section 
would  probably  be  the  method  of  choice. 

Complete  placenta  praevia  in  the  multipara 
is  usually  best  handled  by  cesarean  section,  es- 
pecially if  the  patient  is  not  in  labor.  If  the 
patient  is  in  labor  and  the  cervix  sufficiently 
dilated  to  allow  easy  introduction  of  the  hand,  a 
podalic  version  may  be  performed.  However,  it 
must  be  strongly  emphasized  that  extraction  of 
the  child  cannot  be  undertaken  until  the  cervix 
is  completely  dilated.  Any  attempt  to  deliver  a 
child  through  an  incompletely  dilated  cervix  in 
the  presence  of  a placenta  praevia  will  almost  al- 
ways result  in  a cervical  laceration  which  ex- 
tends into  the  placental  site,  thus  causing  rup- 
ture of  the  uterus  with  practically  100  per  cent 
fatality.  Likewise,  an  attempt  to  dilate  the  cer- 
vix manually  in  any  type  of  praevia  will  almost 
invariably  result  in  the  same  sequence  of 
events. 

Most  cases  of  lateral  or  marginal  placenta 
praevia  in  multiparas  can  be  handled  by  bag 
insertion.  If  the  patient  is  in  labor,  or  the  cervix 
partially  dilated,  simple  rupture  of  membranes 
may  allow  the  presenting  part  to  descend  suf- 


ficiently to  tampon  the  placenta  and  control 
bleeding.  Unless  there  are  unusual  circum- 
stances present,  cesarean  section  is  not  indicated 
in  this  group  of  patients. 

This  treatment,  as  outlined,  assumes  that  the 
hemorrhage  at  the  time  is  sufficient  to  indicate 
immediate  control.  When  the  hemorrhage  has 
ceased  spontaneously  or  is  not  of  immediate 
consequence,  the  same  type  of  treatment  should 
be  followed,  since  it  must  be  remembered  that 
each  consequent  hemorrhage  carries  the  added 
possibility  of  a fatal  termination. 

The  Braxton  Hicks  version  is  not  generally 
employed  at  present  with  the  possible  excep- 
tion of  hemorrhage  with  a pre-viable  fetus. 

In  the  event  of  immediate  massive  hemorrhage 
which  obviously  threatens  the  patient’s  life, 
we  may  have  to  resort  to  effective  vaginal  pack- 
ing. In  these  tragic  situations,  heroic  measures, 
such  as  tearing  the  bed  sheets  into  strips  for 
vaginal  packing  are  effective,  but  it  must  be 
remembered  that  there  is  no  point  in  preventing 
death  from  hemorrhage  and  killing  the  patient 
by  means  of  infecting  her  by  poor  technic. 
Every  practicing  physician  should  carry  sterile 
vaginal  packing  for  just  such  emergencies. 
At  this  point  it  should  be  stated  that  some  au- 
thorities feel  that  vaginal  packing  has  no  place  in 
the  hemorrhage  of  placenta  praevia.  These 
authorities  advocate  simply  giving  the  patient  a 
large  dose  of  morphine  until  the  patient  reaches 
the  hospital,  where  proper  measures  can  be  taken. 

There  are  many  more  angles  that  pertain  to 
the  proper  conduct  of  cases  of  placenta  praevia. 
However,  this  discussion  does  not  pretend  to 
cover  the  subject  completely.  Most  physicians 
in  general  practice  prefer  to  have  these  cases 
handled  by  the  specialist.  In  most  instances,  the 
patient’s  best  interests  will  be  served  by  such 
combined  efforts.  The  general  practitioner  must 
assume  the  responsibility  of  hospitalizing  these 
patients  immediately — getting  them  into  the 
hospital  as  soon  as  possible  and  in  the  best 
condition  for  whatever  procedure  is  deemed 
advisable.  He  should  be  very  sure  that  blood 
donors  accompany  the  patient. 

Bleeding  in  the  latter  months  of  pregnancy  is 
serious.  Many  women  still  die  as  a result  of 
placenta  praevia.  We  should  have  the  utmost 
respect  for  this  complication. 


WAR  INDUSTRIES  AND  THE  DOCTOR 
Modern  warfare  depends  on  industrial  pro- 
duction. The  skilled  worker  becomes  of  im- 
portance equal  to  that  of  the  man  under  arms. 
Loss  of  working  time  by  skilled  and  indispensable 
workers,  no  matter  what  the  cause,  must  be 


classed  in  wartime  as  casualties  which  require 
mobilization  of  medical  resources  for  competent 
handling  just  as  do  those  which  occur  in  the 
field.  The  medical  profession  needs  to  be  well 
prepared  to  shoulder  this  special  responsibility. 

—J.A.M.A. 


Medical  News 

County  News 


Broome  County 

Recent  announcement  that  the  Broome 
County  Medical  Society  has  postponed  for  one 
year  decision  on  the  proposal  to  establish  a new 
medical  treatment  insurance  with  countywide 
and  statewide  hospitalization  insurance  already 
existing  is  followed  with  announcement  that  the 
Board  of  Supervisors  may  appoint  salaried 
county  physicians  to  reduce  expenditures  more 
than  $300,000  annually  for  medical  and  hospital 
care  for  relief.  Possible  savings  were  discussed 
at  a meeting  of  the  supervisor’s  committee  on 
law  and  legislation,  and  Supervisor  Frank  T. 
Macey  stressed  the  value  of  having  adequate 
facts  and  data  for  consideration.  Cost  of  medi- 
cal and  hospital  care  for  relief  cases  during  1938 
were  $350,000  with  no  figures  available  for  1939. 

Cayuga  County 

Dr.  Lawrence  Burton  Sisson,  of  Auburn,  who 
died  on  June  17  at  the  age  of  fifty  was  a former 
president  of  the  Medical  Society  of  the  County 
of  Cayuga. 

Greene  County 

The  midsummer  meeting  of  the  Greene 
County  Medical  Society  was  held  at  Ledge- 
End  Inn,  Haines  Falls,  July  9.  Dinner  was 
served  at  6:30. 

Dr.  William  J.  Hoffman,  New  York  City, 
was  the  guest  speaker.  His  subject  was  “The 
Modern  Treatment  of  Cancer,’’  illustrated  with 
slides. 

Nominations  were  made  for  officers  to  be 
elected  at  the  annual  meeting  in  October.  The 
vice-president  also  delivered  his  annual  address. 

Up  in  Prattsville,  high  in  the  Catskills,  on  a 
day  in  late  June,  “it  seemed  like  heaven  to  a 
quiet  little  man  of  seventy-seven  who  didn’t 
have  to  die  to  get  his  reward,’’  says  a corre- 
spondent of  the  Albany  Knickerbocker  News. 
And  we  read  on: 

Dr.  Ichabod  T.  Sutton  was  about  the  nearest 
thing  to  a king  as  any  man  could  be  in  a rugged 
little  American  village. 

The  whole  community  had  marched  down  the 
center  of  the  village,  cheering  along  the  way, 
behind  automobiles  all  decked  out  in  varicolored 
tissue  paper,  saying  the  biggest,  most  ceremo- 
nious “thank  you”  in  local  history  to  the  humble 
physician  “who  never  let  us  down.” 

They  were  glad,  said  one  speaker,  that  they 
were  able  to  give  the  Doc  “his  funeral  before  he 
was  dead.” 

Doc  Sutton  thought  so,  too,  but  he  said  he 
guessed  he’d  spoil  it  if  he  said  too  much.  Any 
remarks  from  him,  he  guessed,  would  “mar”  it 
all. 

The  big  ceremony  was  back  of  Becker’s 
Cabins,  where  folks  grouped  around  a rude  little 
wooden  platform  and  sang:  “God  Bless  Amer- 

ica.” Meaning  it. 

All  the  people,  little  tots  to  grownups,  who 
were  delivered  into  the  world  by  Dr.  Sutton 
wore  little  tags  saying:  “Doc  Sutton’s  Baby.” 

There  were  few  who  weren’t  tagged. 


Up  on  the  platform  with  the  Doc  was  his  wife, 
a former  Conesville  one-room  school  teacher. 
Doc  had  to  drive  his  buggy  ten  miles  to  court  her. 

The  Methodist  and  Reformed  Church  minis- 
ters spoke  about  the  Doc.  So  did  Bill  Peckham, 
who  went  away  a few  years  ago  to  study  for  the 
pulpit  and  who  now  preaches  in  Kingston. 

Albert  Lutz,  who’ll  be  fifty  in  August,  would 
make  two,  maybe  three,  of  the  little  physician. 
Big,  brawny  and  a little  bashful,  “Al”  sat  on  the 
platform,  because  he  was  the  first  baby  the  doctor 
ever  delivered. 

“Somebody  had  to  try  Dr.  Sutton  out,”  he 
confided  to  a villager.  “My  mother  did  it.” 
Doc  went  down  to  the  Lutz  farm  in  Johnson 
Hollow  to  deliver  Al.  Al  still  lives  there. 

Claude  V.  White,  village  insurance  man,  pre- 
sented Doc  with  a memory  book  recalling  events 
in  his  life.  Claude  said  he  wasn’t  a Dr.  Sutton 
baby,  but  if  it  hadn’t  been  for  a little  operating 
the  Doc  once  did  on  him,  he  wouldn’t  be  here. 

A new  automobile  stood  near  the  platform 
and  the  Doc  turned  to  his  wife  during  the  cere- 
mony and  asked: 

“Could  they  mean  that’s  for  me?” 

“What  do  you  think?”  she  whispered  back. 

When  they  brought  the  car  out  in  front  and 
announced  it  was  his,  the  Doc  murmured,  dis- 
believingly,  “Well,  what  do  you  know  about 
that?” 

Dr.  Sutton  entered  practice  about  the  time  the 
germ  theory  of  disease  was  becoming  popular. 

“Folks  thought  it  funny  because  I used  to 
wash  my  hands  before  operating.  They  thought 
it  was  a whole  lot  more  important  to  wash  after- 
ward,” he  recalled. 

The  veteran  physician  got  quite  a name  around 
the  Catskills  in  1900  when  he  performed  the 
first  appendectomy  in  the  region. 

“I  did  it  on  a kitchen  table,”  he  recalled. 
“It  surprised  people,  caused  a lot  of  talk.” 
Appendectomies  were  new  then.  They  hadn’t 
even  taught  Doc  about  them  in  medical  school. 

From  there  on,  the  physician  did  a lot  of  sur- 
gery in  improvised  operating  rooms.  Mrs.  Sut- 
ton would  go  along  and  help. 

On  Clay  Hill,  his  horse  used  to  sink  “right 
down  to  his  neck”  in  the  mud.  Doc  would  have 
to  walk  two  or  three,  sometimes  many  more, 
miles  to  reach  patients. 

Until  this  day,  Doc  Sutton  carries  a regular 
“first  aid  station”  in  his  car,  prepared  for  any- 
thing. He  has  had  a car  since  1915,  but  cars 
weren’t  much  good  on  the  mountains  until  recent 
years.  He  always  had  to  walk  a part  of  the 
way  when  the  weather  was  bad. 

Folks  said  Doc  has  delivered  5,000  babies, 
“but  it’s  exaggerated  a little,”  he  thinks. 
“They  didn’t  keep  records  in  the  old  days,  so  I 
wouldn’t  know  exactly,”  he  explained.  “I’d 
say  it  was  over  3,000  though.” 

Today,  Prattsville  folks  watch  for  the  Doc 
in  the  new  car  they  gave  him.  They’re  keeping 
an  eye  out  to  see  that  he  doesn’t  drive  too  fast. 
It’s  just  that  no  one  wants  Doc  to  get  in  an  ac- 
cident. They’d  miss  him,  if  they  happened  to 
get  sick. 
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Nassau  County 

Almost  100  physicians  took  part  in  the  annual 
golf  tournament  and  dinner  of  the  Nassau 
County  Medical  Society  at  the  Wheatley  Hills 
Golf  Club,  East  Williston,  on  June  26. 

In  a short  business  session  which  preceded 
other  activities,  five  men  were  admitted  to  mem- 
bership. 

The  golf  team  representing  the  North  Country 
Community  Hospital,  Glen  Cove,  won  one  year 
possession  of  the  cup  placed  into  competition 
several  years  ago  by  James  E.  Stiles,  publisher 
of  the  Nassau  Daily  Review-Star . In  addition 
to  the  winners,  teams  from  Nassau  Hospital, 
Mineola,  and  South  Nassau  communities, 
Oceanside,  vied  for  the  trophy.  The  golfers 
from  the  latter  institution  won  it  last  year. 
The  kickers’  handicap  was  won  by  Dr.  N.  H. 
Robin,  Hempstead,  with  Dr.  Michael  J.  Dunne, 
Sea  Cliff,  second,  and  Dr.  G.  B.  Harrigan,  Great 
Neck,  third. 

Dr.  Eugene  Calvelli,  Port  Washington,  pre- 
sided at  the  dinner.  There  were  no  after-dinner 
speakers.  Dr.  Aaron  Higgins,  Rockville  Centre, 
president-elect,  will  assume  the  position  at  the 
first  fall  meeting,  September  24  at  Cathedral 
House,  Garden  City. 

New  York  County 

The  Special  Committee  on  New  Members  of 
the  Medical  Society  of  the  County  of  New  York 
reports  some  of  its  difficulties  in  the  New  York 
Medical  Week  in  part  as  follows,  as  stated  by 
Dr.  Eugene  F.  Traub,  chairman: 

In  making  a survey  of  our  contacts,  I think 
that  the  principal  reasons  that  eligible  physicians 
fail  to  apply  for  membership  are : 

1.  Misinformation  or  lack  of  information 
of  the  benefits  of  membership  in  the  county 
society. 

2.  Indifference  to  their  own  interests  and 
those  of  the  community. 

3.  Reluctance  to  or  difficulty  in  paying  the 
dues. 

The  Committee  feels  that  the  following  points, 
as  a result  of  our  survey,  should  be  discussed  and 
considered : 

1.  A recommendation  that  more  attention 
and  consideration  be  given  the  group  of  younger 
men  who  constitute  the  backbone  of  our  most 
desirable  prospects.  We  feel  that  there  is  per- 
haps not  as  much  gained  as  should  be  gained 
from  being  members  of  the  Medical  Society  of 
the  County  of  New  York. 

2.  If  the  society  is  in  favor  of  having  an 
active  interest  in  its  new  members,  is  the  society 
either  able  or  willing  to  help  the  new  members 
personally? 

3.  Should  not  there  be  formed  a personal 
branch  of  the  society  to  see  that  its  younger 
members  are  given  help  and  advice  in  locating 
in  practice,  opportunities  for  hospital  appoint- 
ments, and  other  advantageous  connections? 

The  Committee  feels  that  there  is  need  of 
some  revamping  of  the  duties  of  the  society  to 
its  members,  as  earnest  and  clear-thinking 
members  in  our  ranks  are  asking,  what  is  to  be 
done  about  private  practice,  the  status  of  com- 
petition of  clinics,  etc.  The  Committee  feels 
that  some  mechanism  might  be  evolved  to  en- 
lighten these  younger  men  in  problems  con- 
fronting them  as  they  begin  practice  in  the  city. 


Oneida  County 

The  annual  meeting  and  dinner  of  the  Oneida 
County  Medical  Society  was  addressed  by  Dr. 
James  M.  Flynn,  president  of  the  State  Medical 
Society,  at  the  Yahnundaisis  Golf  Club  on  July 
9.  There  was  a program  of  golf,  swimming,  and 
tennis  during  the  day. 

Ontario  County 

The  quarterly  meeting  of  the  Ontario  County 
Medical  Society  was  held  at  the  Geneva  Country 
Club  on  July  9. 

The  business  meeting  was  followed  by  a din- 
ner and  the  scientific  session.  Speakers  in- 
cluded Dr.  C.  W.  Greene,  Buffalo,  and  Dr. 
David  D.  Rutstein,  Albany,  who  discussed  “The 
New  Aspects  of  Treatment  and  Control  of  Pneu- 
monia”; Dr.  John  R.  Williams,  Rochester,  and 
Dr.  Arthur  C.  Parker,  Altmar,  who  gave  an 
illustrated  talk  on  “The  Use  of  Hobbies  in  Thera- 
peutics.” 

Richmond  County 

The  Richmond  County  Medical  Society  held 
its  regular  monthly  meeting  at  the  Richmond 
Borough  Health  Center,  on  June  12. 

After  a short  business  meeting,  the  scientific 
program  was  introduced  by  the  president,  Dr. 
Herbert  A.  Cochrane,  with  Dr.  Edward  Navarra 
and  Dr.  Milton  Sills  Lloyd  as  speakers.  Dr. 
Navarra  spoke  on  “The  Management  of  Strabis- 
mus.” Dr.  Lloyd’s  title  was  “Surgical  Case 
Presentations  and  Pathology  of  Bullous  Emphy- 
sema.” Lantern  slides  were  shown  in  connec- 
tion with  these  subjects. 

The  society  welcomes  seven  new  members: 
Ignatius  Sommer,  George  Pittinos,  Bernard 
Kasdan,  Fred  Shatanof,  Lawrence  Viola,  Aaron 
N.  Horn,  and  Bernard  Miller. — Reported  by 
George  W.  McCormick,  M.D.,  Secretary. 

Schenectady  County 

The  recent  semiannual  meeting  of  the  Medical 
Society  of  the  County  of  Schenectady  was  note- 
worthy because  of  the  first  appearance  of  a musi- 
cal organization  composed  entirely  of  members 
of  the  society. 

Much  credit  is  due  Dr.  Glen  Smith,  who  was 
the  moving  spirit  in  rounding  up  the  musical 
talent  among  the  membership,  and  then  despite 
the  many  interruptions  that  all  physicians  are 
heir  to,  he  succeeded  in  holding  weekly  rehearsals 
for  a period  of  about  four  months  prior  to  the 
meeting.  The  initial  concert  by  the  orchestra 
was  well  received,  and  the  120  members  and 
guests  present  demanded  many  encores. 

Dr.  Smith  plans  to  continue  this  musical 
venture,  and  it  is  hoped  that  it  will  become  a 
permanent  part  of  the  extra-medical  activities 
of  the  Schenectady  County  Medical  Society. 

At  a recent  meeting  of  the  American  College  of 
Chest  Physicians,  Dr.  Arthur  Q.  Penta,  of  Schen- 
ectady, was  elected  secretary  of  the  New  York 
State  Chapter. — Reported  by  Joseph  H.  Naumoff, 
M.D.,  Secretary. 

Westchester  County 

The  Westchester  County  Medical  Society  has 
announced  the  appointment  of  a special  com- 
mittee on  medical  mobilization.  Action  was 
taken  by  the  Comitia  Minora,  when  the  presi- 
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dent,  Dr.  Henry  J.  Vier,  of  White  Plains,  was 
authorized  to  designate  a committee  to  lay  plans 
for  the  mobilization  of  Westchester  medical 
personnel  and  facilities  in  the  event  of  national 
emergency. 

Dr.  Vier  has  announced  the  appointment  of 
Dr.  Erich  H.  Restin,  of  Mount  Vernon,  as  chair- 
man of  the  Westchester  committee.  Other 
members  are  Dr.  Christopher  Wood  and  Dr. 
Edward  H.  Marsh,  of  White  Plains;  Dr.  Regi- 
nald A.  Higgons,  of  Port  Chester;  Dr.  George  C. 
Adie,  of  New  Rochelle;  Dr.  Frederick  E. 
Vaughan,  of  Mount  Kisco;  and  Dr.  Wilbur  W. 
Stearns,  of  Yonkers. 

The  committee  is  expected  to  begin  its  work 
immediately,  since  the  national  plan  involves 
many  important  responsibilities  to  be  assumed 
by  county  medical  societies  in  enlisting,  qualify- 
ing, and  classifying  medical  men  for  service,  in 
providing  medical  examiners  for  the  recruiting 


offices,  and  in  facilitating  the  organization  of 
various  medical  units  for  active  service  in  the 
field. 

Yates  County 

Dr.  Leon  M.  Kysor,  of  Hornell,  was  elected 
president  of  the  Lake  Keuka  Medical  and  Surgi- 
cal Association  on  June  21  at  the  closing  session 
of  the  forty -first  annual  meeting  which  attracted 
more  than  130  medical  men  from  twenty- two 
counties  to  Penn  Yan  for  the  two-day  program 
in  the  Keuka  Hotel. 

Dr.  Kysor  succeeds  Dr.  Elliot  T.  Bush,  of 
Elmira,  who  arranged  this  year’s  program  and 
then  was  prevented  from  attending  by  illness. 

Other  officers  elected  include  Dr.  Noble 
Chambers,  of  Syracuse,  who  was  named  vice- 
president  to  succeed  Dr.  John  A.  Hatch,  of 
Penn  Yan,  and  Dr.  Virgil  H.  F.  Boeck,  of  Dundee, 
who  was  re-elected  secretary -treasurer. 


Deaths  of  New  York  State  Physicians 


Name 

Age 

Medical  School 

Date  of  Death 

Residence 

John  J.  Collins 

67 

P.  & S.  N.  Y. 

July  8 

Brooklyn 

Caesar  Hirsch 

55 

Freiburg 

May  14 

Manhattan 

Charles  E.  Long 

71 

Buffalo 

July  4 

Williamsville 

Isaac  Rich 

69 

L.  I.  C.  Hosp. 

February  4 

Manhattan 

Edward  A.  Rowland 

57 

Alabama 

July  10 

Manhattan 

William  W.  Scott 

69 

N.  Y.  Univ. 

December  19 

Manhattan 

Morris  M.  Wechsler 

36 

N.  Y.  Horn. 

February  7 

Bronx 

PHYSICIANS  NEEDED  FOR  ARMY  SERVICE 

The  physician,  like  every  other  American,  j 
has  become  actively  interested  in  our  national  a 
security  and  stands  ready  to  contribute  his  serv-  c 
ices  as  required  for  military  preparedness.  £ 

The  immediate  problem,  in  this  connection  1 
is  one  that  concerns  the  War  Department  and  pri-  \ 
marily  the  young  physician.  The  War  Depart-  c 
ment  must  procure  sufficient  additional  per-  t 
sonnel  from  the  medical  profession  to  augment  c 
the  medical  services  of  the  Regular  Army  as  the  i 
various  increases  are  made  in  the  strength  of  the 
Regular  Army,  as  authorized  by  Congress,  to  t 
meet  the  partial  emergency.  The  young  physi-  c 
cian  is  especially  concerned  because  it  is  usually  I 
advantageous  andfis  often  more  convenient  for  £ 
him  to  serve  with  the  Army.  t 

Present  plans  of  the  War  Department  are  c 
designed  to  make  service  attractive  and  in-  £ 
structive  for  the  young  physician.  If  the  physi- 
cian holds  a Medical  Corps  Reserve  commission,  s 
he  can  be  ordered  to  active  duty  if  he  so  requests.  a 
If  he  does  not  hold  a commission  but  is  under  3 
35  years  of  age  and  is  a comparatively  recent  1 

graduate  of  an  accredited  school,  he  may  secure  i 

an  appointment  in  the  Medical  Corps  Reserve  for  £ 
the  purpose  of  obtaining  extended  active  duty  for  i 
a period  of  one  year  or  longer.  Duty  is  given  at  t 
general  hospitals,  station  hospitals,  and  with 
tactical  units  and  embraces  all  fields  of  general  a 
and  specialized  medicine  and  surgery.  Excellent  1 


postgraduate  training  is  obtainable  in  connection 
with  aviation  medicine.  After  serving  six  months 
of  active  duty  in  the  continental  United  States, 
a reserve  officer  may  request  duty  in  Hawaii, 
Panama,  or  other  United  States  territories  and 
possessions.  The  initial  period  for  duty  is  for 
one  year,  and  yearly  extensions  are  obtainable 
thereafter  until  the  international  situation  be- 
comes more  clarified  and  our  domestic  military 
program  becomes  stabilized. 

Many  young  doctors  who  have  served  with 
the  Army  on  extended  active  duty  have  taken  the 
competitive  examination  for  entrance  into  the 
Medical  Corps  of  the  Regular  Army.  Extended 
active  duty  affords  an  excellent  opportunity  for 
the  physician  to  observe  modern  military  medi- 
cine and  the  facilities  that  exist  for  a complete 
and  comprehensive  medical  practice. 

Pay  is  according  to  rank  and,  including  sub- 
sistence and  quarters  allowances  for  an  officer 
with  dependents,  amounts  to  an  annual  sum  of 
$3,905  for  a Captain  and  $3,152  for  a First 
Lieutenant,  or,  without  dependents,  to  an  an- 
nual sum  of  $3,450  for  a Captain  and  $2,696  for 
a First  Lieutenant.  In  addition,  reimbursement 
is  made  for  travel  to  duty  station  and  re- 
turn. 

Further  information  may  be  obtained  by 
writing  to  the  Surgeon  General,  United  States 
Army,  Washington,  D.  C. 


Hospital  News 


Hospitals  Preparing  for  War  Service 

The  nation’s  speed-up  of  war  preparedness 
has  made  advances  on  another  front  with 
disclosure  that  six  New  York  hospitals  have 
organized  complete  units  prepared  to  shift  into 
military  service  at  the  command  of  Washington. 

These  units — aligned  with  fifty-six  others 
from  hospitals  throughout  the  country — are 
prepared  for  instant  mobilization  in  a stream- 
lined plan  of  Army  medical  service  designed  to 
improve  World  War  practices.  Each  hospital 
unit  will  remain  intact,  providing  a maximum  of 
coordinated  effort.  In  the  last  war  medical  men 
from  each  hospital  were  scattered  haphazardly 
through  the  service. 

Under  direction  of  Surgeon  General  James  C. 
McGee,  the  sixty-two  hospitals  have  enlisted 
war  staffs  comprising  2,500  physicians,  surgeons, 
and  specialists.  They  are  classified  as  general, 
surgical,  or  evacuation  staffs  for  service  in  army 
base  hospitals. 

A spokesman  for  the  Surgeon  General’s  office 
in  Washington  told  the  New  York  News  by 
telephone  that  every  hospital  invited  to  par- 
ticipate in  the  mobilization  plan  has  accepted. 

The  units  already  enlisted,  varying  in  size 
from  thirty-eight  to  forty-two  doctors,  would 
serve  thirteen  surgical  hospitals,  seventeen 
evacuation  hospitals,  and  thirty-two  general 
hospitals. 

New  York’s  contribution,  thus  far,  would  be 
evacuation  staffs  from  St.  Luke’s,  Post  Graduate, 
and  New  York  hospitals,  and  general  staffs  from 
Bellevue,  Presbyterian,  and  Kings  County 
hospitals. 

Doctors  Volunteering  Outnumber  Commissions 

General  Hospital  9,  for  army  service  during  a 
national  emergency,  will  be  organized  by  the 
New  York  Hospital  and  Cornell  University 
Medical  College,  it  is  announced. 

Doctors  volunteering  for  service  with  the 
unit,  it  was  said,  already  number  three  times  the 
commissions  available.  The  New  York  Hos- 
pital, on  the  East  River  at  Sixty-eighth  Street, 
is  the  oldest  in  the  city  and  second  oldest  in 
America,  its  first  patients  having  been  American 
soldiers  wounded  in  July,  1776.  The  military 
group  being  reorganized  now  will  be  assigned  to 
a 1,000-bed  hospital  unit  and  will  become  one 
of  thirty-two  similar  general  hospitals  being  set 
up  under  the  War  Department’s  “Protective 
Mobilization  Plan,”  with  the  cooperation  of 
hospitals  throughout  the  country. 

These  general  hospitals  serve  in  the  com- 
munications zone  of  the  theater  of  military 
operations  and  treat  cases  passed  along  by  the 
surgical  and  evacuation  units  in  the  combat 
zone.  All  such  medical  units,  under  the  War 
Department’s  plan,  would  be  mobilized  shortly 
after  the  declaration  of  a national  emergency. 
Each  will  consist  of  forty-two  officers,  120  nurses, 
and  410  enlisted  men.  Of  these  the  Administra- 
tion personnel  will  consist  of  ten  officers,  two 
nurses,  and  110  enlisted  men.  Nursing  personnel 
will  be  furnished  by  the  American  Red  Cross. 


The  enlisted  men  are  to  be  acquired  at  the  time 
of  mobilization. 

Nurses  as  well  as  physicians  are  being  enrolled 
for  possible  future  war  service  in  hospitals 
throughout  the  city  in  connection  with  the 
United  States  Army’s  plans  for  “M  Day,”  the 
day  of  theoretical  mobilization  of  the  nation’s 
armed  forces,  spokesmen  at  several  hospitals 
said. 

Miss  Florence  M.  Johnson,  director  of  Nursing 
Service  of  the  New  York  Chapter  of  the  American 
Red  Cross,  who  is  in  charge  of  the  nurses  on 
call  for  war  service  in  Manhattan,  the  Bronx, 
and  Westchester,  said  that  nine  hundred  nurses 
in  the  three  counties  had  their  commissions  for 
service  with  the  Army  and  the  Navy,  and  that 
between  16,000  and  17,000  throughout  the 
country  were  ready. 

Many  of  the  commissioned  nurses  entered  the 
reserves  several  years  ago,  Miss  Johnson  said. 
Others  are  being  enrolled  this  month,  however, 
in  connection  with  the  request  by  the  United 
States  Army  to  six  New  York  City  hospitals  to 
raise  hospital  personnel  units  of  forty  physicians 
and  120  nurses. 

Miss  Johnson  explained  that  the  nurses  to 
be  used  in  war  service  were  being  registered 
through  the  Red  Cross  and  said  the  nurses  being 
accepted  were  the  “cream  of  the  nursing  world” 
because  of  the  severe  physical  and  professional 
qualifications  being  demanded.  The  accepted 
nurse,  she  said,  must  be  between  twenty-one  and 
forty,  a graduate  of  a registered  school  averaging 
50  patients  a day,  an  American  citizen,  and  a 
member  of  the  American  Nurses’  Association. 

The  prospective  war-duty  nurse  also  must 
produce  a recommendation  from  the  superin- 
tendent of  her  training  school  and  must  pass 
“an  awfully  stiff  physical  test.” 

Because  of  the  stern  requirements,  said  Miss 
Johnson,  nurses  now  being  graduated  would  not 
be  ready  to  apply  before  the  fall.  “We’ll  get  a 
lot  then,”  she  said.  She  added  that  many 
nurses  who  had  served  in  the  last  war  were 
“dying  to  serve  in  any  capacity”  but  were  ruled 
out  by  age.  Other  young  women  who  had  had 
no  nursing  training  were  asking  to  be  enrolled, 
arguing  that  they  were  sure  they  would  turn 
out  to  be  good  Red  Cross  nurses  if  they  only  got 
a chance.  All  those  had  to  be  turned  away, 
she  said. 

New,  Small  X-Ray  Camera  Slashes 
Expenses  at  Iola 

The  first  sanatorium  in  the  country  to  utilize 
the  new,  small  x-ray  camera,  Iola  Sana- 
torium, Rochester,  has  cut  its  photographic 
costs  approximately  83  per  cent  and  increased 
the  output  of  the  department  50  per  cent,  it  is 
disclosed. 

The  decision  to  purchase  the  camera  which 
uses  4-  by  5- inch  film  was  made  in  February  by 
the  board  of  managers  of  the  sanatorium,  headed 
by  President  Max  L.  Holtz  and  composed  of  Dr. 
Floyd  S.  Winslow,  Dr.  Harvey  J.  Vary,  Judge 
Milton  E.  Gibbs,  and  E.  W.  Brigham. 

Previously,  the  sanatorium  had  used  the 
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large,  standard  size  x-ray  camera,  which  takes 
a picture  14  by  17  inches.  The  small  camera 
was  introduced  in  Detroit  experimentally  about 
January  1. 

Acquainted  with  the  manufacturer’s  attempt 
to  produce  the  small  camera,  Dr.  Bridge,  director 
of  Iola,  watched  the  experimental  work,  criticized 
the  machine,  and  then  suggested  its  purchase  to 
the  board. 

Placed  in  the  dispensary  or  outpatient  depart- 
ment, it  has  increased  the  output  of  the  depart- 
ment about  50  per  cent,  reduced  storage  space 
relatively  65  per  cent,  and  decreased  material 
costs  around  83  per  cent,  Dr.  Bridge  said. 

“It  is  relatively  inexpensive  and  more  than 
reasonably  accurate,’’  he  declared. 

Before  passing  final  judgment  on  the  machine, 


Newsy 

Dr.  S.  S.  Goldwater,  Commissioner  of  the 
Department  of  Hospitals,  New  York  City,  has 
accepted  the  appointment  as  president  of  the 
Associated  Hospital  Service  for  New  York,  the 
3-cent-a-day  plan,  it  is  announced  by  the  board 
of  directors.  Dr.  Goldwater,  the  announcement 
said,  will  continue  to  serve  as  Commissioner  of 
Hospitals  until  relieved  of  the  responsibilities  by 
Mayor  LaGuardia. 

David  H.  McAlpin  Pyle,  chairman  of  the  board 
and  vice-president  of  the  service,  has  been  acting 
president  and  will  continue  as  chairman  of  the 
board. 

More  than  a million  and  a quarter  subscribers 
belong  to  the  3-cent-a-day  plan  and  about  400 
of  these  are  admitted  to  hospitals  daily  for 
necessary  hospital  services.  Payment  is  being 
made  to  these  hospitals  at  the  rate  of  $8,000,000 
a year,  according  to  Mr.  Pyle. 


Any  infant  that  has  the  impatient  bad  grace 
to  be  born  ahead  of  its  time  at  Beth-El  Hospital, 
Rockaway  Parkway  and  Avenue  A,  certainly 
does  not  find  a cold,  cruel  world  awaiting  it 
immediately,  says  the  Brooklyn  Eagle. 

For  the  premature  youngster  is  immediately 
popped  into  one  of  the  hospital’s  new,  stream- 
lined “humidocribs,’’  in  a specially  built  pre- 
mature nursery. 

There  the  infant  remains  until  he — or  she — 
weighs  five  pounds,  then  he  “graduates.”  In 
the  humidocrib  the  infant  enjoys  the  advantages 
of  a uniformly-maintained  temperature  of  85 
degrees  and  a humidity  of  65  per  cent.  Nurses 
specially  trained  in  the  care  of  premature  infants 
care  for  him. 

As  the  result  of  this  special  care  the  number 
of  premature  deaths  per  1,000  live  births  at  the 
hospital  during  the  twelve-month  period  covering 
1938-1939  was  reduced  to  2.08,  as  compared 
with  4.17  for  the  same  period  in  1937-1938. 
During  this  period  in  1937-1938  the  rate  for  the 
entire  city  was  12.4. 


At  the  annual  meeting  of  the  Hospital  Associa- 
tion of  New  York  State,  held  at  Buffalo,  May  23, 


technicians  compared  one  thousand  large  size 
x-rays  and  one  thousand  of  the  new  size  and 
found  a disagreement  of  less  than  1 per  cent. 
No  projector  or  enlarger  is  necessary  to  examine 
the  x-rays,  Dr.  Bridge  explained. 

At  the  time  the  machine  was  installed,  the 
dispensary  was  six  weeks  behind  in  its  examina- 
tions. Within  six  days,  Dr.  Bridge  said,  it  had 
caught  up  with  its  schedule  of  appointments. 

The  smaller  size  film  permits  the  development 
of  six  exposures  at  one  time.  Use  of  the  larger 
size  film  will  be  continued  in  the  sanatorium 
proper,  the  small  size  being  used  in  the  out- 
patient department. 

Approximately  12,000  pictures  are  taken  in 
the  dispensary  each  year  while  20,000  are  taken 
in  the  sanatorium. 


Notes 

Dr.  Frederick  McCurdy,  superintendent  of  the 
Vanderbilt  Clinic,  was  elected  president;  David 
Q.  Hammond,  superintendent  of  Fifth  Avenue 
Hospital,  a vice-president,  and  Austin  J.  Shoneke, 
superintendent  of  New  Rochelle  Hospital, 
treasurer. 


The  Triboro  Tuberculosis  Hospital  in  Queens 
will  not  be  in  full  swing  until  the  end  of  this 
year,  but  the  $3,000,000  institution  will  begin 
accepting  patients  within  two  months,  according 
to  the  Hospital  Commissioner. 


Because  of  a recent  sharp  falling  off  in  ad- 
missions of  patients  to  the  $1,700,000  New  York 
State  Reconstruction  Home  in  West  Haver- 
straw,  one  of  the  most  elaborate  hospitals  for 
handicapped  children  in  the  country,  the  twenty- 
six-building  institution,  which  is  equipped  to 
treat,  educate,  and  rehabilitate  under  long  term 
hospitalization  more  than  350  patients  at  one 
time,  now  has  only  91  patients  and  232  em- 
ployees. 

Physicians  associated  with  the  institution 
attribute  the  declining  patient  population  not 
so  much  to  a diminishing  number  of  crippled 
children  needing  treatment  as  to  the  effect  of 
certain  state  legislation,  that  operates  to  steer 
these  patients  into  private  hospitals,  less  effi- 
ciently equipped  but  less  expensive  for  the  local 
counties  that  have  to  share  the  cost  of  hospitaliz- 
ing the  children.  At  the  time  the  State’s  own 
hospital  is  suffering  for  lack  of  patients,  the 
State  is  required  to  share  with  the  counties  the 
cost  of  maintaining  the  children  in  the  private 
hospitals. 

With  the  decline  of  patient  admissions  at  the 
Reconstruction  Home,  there  has  been  a move- 
ment afoot  to  place  the  hospital  under  the  direc- 
tion of  the  State  Department  of  Mental  Hygiene, 
which  operates  eighteen  hospitals  for  the  insane 
and  six  institutions  for  mental  defectives  and 
epileptics. 
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Improvements 


Work  has  begun  on  the  new  $4,000,000 
Lebanon  Hospital  in  the  Bronx.  The  hospital 
development  will  consist  ultimately  of  three 
units,  but  present  plans  call  only  for  the  con- 
struction of  a modern-type,  imposing  twelve- 
story  structure  as  the  main  building — a com- 
pletely-equipped, 200-bed  general  hospital. 

This  edifice  will  account  for  approximately 
$1,500,000  of  the  contemplated  total  expenditure. 
Two  seven-story  wings  will  be  erected  in  the 
future,  one  of  them  a private  patients’  pavilion, 
the  other  to  house  the  maternity  and  dispensary 
departments. 

The  entire  institution  when  completed  will 
have  a bed  capacity  of  about  450.  This  will 
replace  the  old  building  on  the  bluff  at  West- 
chester and  Cauldwell  avenues,  which  Lebanon 
Hospital  has  occupied  for  forty-seven  years  and 
which  previously  was  the  Ursuline  Convent. 

The  twelve-story  main  building  is  expected 
to  be  completed,  equipped,  and  ready  for  service 
within  eighteen  months  or  two  years. 


A $200,000  modernization  program  for  Faxton 
Hospital,  Utica,  is  announced. 

The  program  calls  for  construction  of  a new 
unit,  replacing  the  sixty-six-year-old  main  build- 
ing and  nurses’  home,  which  will  match  the 
large  wing  erected  in  1930-1931. 

The  hospital  will  continue  to  be  rated  as  a 
130-bed  institution;  the  pew  construction  is 
primarily  a modernization  project  and  is  not 
intended  to  increase  the  capacity. 

The  hospital  will  contain  a modern  surgical 
suite,  laboratory  and  x-ray  departments,  and  a 
special  unit  for  the  care  of  accident  emergency 
cases. 

Faxton  Hospital  took  its  name  from  Theodore 
S.  Faxton,  once  a stage-coach  driver  who  oper- 
ated on  the  pioneer  line  between  Utica  and 
Albany.  Later  he  became  sheriff,  alderman, 
mayor,  and  judge.  The  institution  opened  in 
1875,  has  grown  from  an  institution  with  only 
thirty-seven  beds  and  fourteen  nurses  to  a bed 
capacity  of  130,  and  the  service  consists  of  eighty 
nurses.  In  1930-1931  units  costing  $400,000 
were  added. 


Leonard  Hospital,  Troy,  has  a new  nursery 
department,  filling  its  entire  top  floor.  There 
is  a large  playroom  with  books,  toys,  games,  and 
play  tables;  a four-bed  ward;  several  private 
rooms;  and  also  several  two-bed  rooms.  All  the 


rooms  are  very  different  from  the  austere  white- 
walled  hospital  rooms  into  which  side  children 
once  were  put. 

Gay  colors,  flowered  curtains,  fairy-tale  pic- 
tures for  small  eyes  to  feast  upon,  child-size 
furniture,  and  flowers  make  the  nursery  rooms 
very  pleasant  places  to  be. 


Vassar  Brothers  Hospital,  Poughkeepsie,  will 
add  fourteen  beds,  enlarging  the  capacity  to 
239. 


Installation  of  additional  modern  scientific 
x-ray  equipment  and  the  formation  of  a new 
neuropathology  department  to  the  medical  staff 
of  the  Jewish  Sanitarium  and  Hospital  for 
Chronic  Diseases,  in  Brooklyn,  is  announced  by 
Bernard  Lebovitz,  executive  director,  in  the 
annual  report  to  the  directors. 


A program  for  the  expansion  of  patients’  and 
nurses’  facilities  at  the  United  Hospital,  Port 
Chester,  is  disclosed  in  the  announcement  by 
President  William  A.  Pond  Phipps  that  sufficient 
funds  have  been  raised  by  private  subscription 
to  provide  for  additions  and  alterations. 

The  program  contemplates  the  addition  of 
forty  rooms  by  building  two  stories  on  Barron 
Hall.  This,  it  is  estimated,  will  take  care  of  the 
housing  facilities  for  all  additional  nurses  to  be 
required  by  the  already  projected  future  de- 
velopment of  the  hospital. 

Additional  facilities  for  the  nurses  will  make 
it  possible  to  rebuild  a section  of  the  Macy 
Home  for  Nurses  to  create  at  least  eleven  addi- 
tional hospital  rooms. 


Plans  for  a proposed  addition  to  the  Julia  L. 
Butterfield  Memorial  Hospital,  to  be  erected 
as  soon  as  possible  at  a cost  of  $25,000  or  more, 
are  announced  by  Dr.  Coryell  Clark,  chairman 
of  the  board  of  trustees. 

Funds  to  finance  the  construction  will  be  raised 
through  public  subscription. 

The  new  structure  will  house  pathologic  and 
bacteriologic  laboratories,  maternity  rooms,  and 
nursery  and  will  increase  the  present  bed  ca- 
pacity of  the  hospital  by  30  per  cent. 


HOCUS-POCUS  STILL  FLOURISHING 

All  the  centuries  of  scientific  advance  are 
wasted  on  some  people  whose  minds  are  still 
in  the  voodoo  stage.  This  story,  from  a Cali- 
fornia paper,  is  quoted  in  California  and  Western 
Medicine: 

“A  $10  bill,  supposedly  soaked  in  an  herb 
solution,  torn  to  bits  and  placed  in  a handker- 
chief around  the  neck  of  C.  Di  Cicco,  aged 
Windsor  resident,  failed  to  cure  his  rheumatism 


and  he  found  the  bill  in  the  handkerchief  in- 
tact, good  as  new.  The  ‘charm  lady,’  who  began 
the  treatment  returned  and  said  his  $400  life 
savings,  treated  the  same  way,  would  cure  his 
ailment.  Nine  days  later  Di  Cicco  opened  the 
handkerchief  and  found  a wad  of  torn  green 
paper.  Di  Cicco  has  an  added  pain  now 
while  the  ‘charm  lady’  is  being  hunted  by 
officers.” 
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notification.  Selection  for  review  will  be  based  on  merit  and  the  interest  to  our  readers. 
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April  22nd,  1939,  at  the  School  of  Hygiene  and 
Tropical  Medicine,  Keppel  Street,  London, 
W.C.  1,  England.  Octavo  of  88  pages.  New 
York,  Chemical  Publishing  Co.,  1940.  Cloth, 
$2.00. 
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REVIEWED 


A Textbook  of  Occupational  Diseases  of  the 
Skin.  By  Louis  Schwartz,  M.D.,  and  Louis 
Tulipan,  M.D.  Octavo  of  799  pages,  illustrated. 
Philadelphia,  Lea  & Febiger,  1939.  Cloth,  $10. 

This  book  fills  a long  vacant  space  in  the  der- 
matologic library.  The  average  textbook  on 
skin  diseases  devoted  very  little  space  to  occu- 
pational diseases  and  the  venenata  group  re- 
ceived little  more.  Here  we  have  a book  of  eight 
hundred  pages  devoted  to  this  large  group  alone. 
Every  agent  capable  of  producing  skin  irritation 
is  discussed  and  given  its  appropriate  place.  No 
subject  is  too  small  to  be  neglected,  and  the  more 
common  irritants  are  discussed  in  detail.  When 
one  considers  the  high  percentage  of  compensa- 
tion cases  of  dermal  origin,  the  need  for  such  a 
book  becomes  patent. 

The  subject  matter  is  extensive  and  is  grouped 
according  to  the  etiologic  factor  and  occupation 
involved.  It  would  be  difficult  to  mention  an 
occupational  hazard  or  an  irritant  used  therein 
and  not  find  it  described  and  elaborated  upon  in 
this  book.  The  explanation  of  definitions  in  the 
chapter  on  workmen’s  compensation  laws  is  in- 
structive and  informative.  The  different  inter- 
pretations of  the  law  and  the  variance  of  the 
laws  in  the  several  states  are  briefly  touched  upon. 

The  text  bears  down  heavily  on  the  prevention 
of  this  large  group  of  diseases  and  stresses  the 
advantage  thereof.  Prophylaxis  is  the  keynote 
of  every  chapter. 

The  advantages  and  limitations  of  the  patch 
test  are  clearly  and  concisely  discussed  as  is  also 
the  role  that  allergy  plays  in  this  field. 

The  book  is  extensively  illustrated  and  the 
legends  are  more  than  just  titles — they  are 
descriptive  and  explanatory. 

This  book  should  be  in  the  library  of  every 
dermatologist  and  practitioner  doing  medicolegal 
work  in  this  field  and  especially  before  the  various 
compensation  boards. 

George  F.  Price 

A Topographic  Atlas  for  X-Ray  Therapy.  By 

Ira  I.  Kaplan,  M.D.,  and  Sidney  Rubenfeld, 
M.D.  Quarto  of  55  plates.  Chicago,  Year 
Book  Publishers,  Inc.,  1939.  Cloth,  $4.00. 

The  authors  present,  in  extremely  elementary 
fashion,  a set  of  fifty-five  plates  in  the  drawings 
of  which  the  surface  anatomy  of  the  underlying 
organs  is  indicated.  Descriptive  legends  ac- 
company each  plate,  and  the  fields  employed  are 
well  demarcated  in  the  diagrams.  The  authors, 
in  effect,  produce  a well-illustrated  book  which  in 
the  final  analysis  is  probably  the  readiest,  most 
practical,  and  efficient  manner  of  teaching  radio- 
therapeutic  technic.  It  should  be  in  all  medical 
reference  libraries. 

To  those  who  are  concerned  with  x-ray  ther- 
apy, it  visualizes  the  fields  to  be  irradiated 
through  the  windows  on  the  skin,  and  makes  for 
far  greater  precision  in  directing  the  ray  toward 
the  diseased  organ,  thus  indirectly  giving  us  more 
accurate  knowledge  of  the  x-radiation  adminis- 
tered in  terms  of  r units. 

It  is  indispensable  to  radiotherapeutic  tech- 
nicians, and  invaluable  to  the  practitioner  who 
would  venture  into  this  field. 

The  publishers  have  spared  nothing  as  to 
quality  of  paper  and  binding. 

Milton  G.  Wasch 


Endocrine  Gynecology.  By  E.  C.  Hamblen, 
M.D.  Quarto  of  453  pages,  illustrated.  Spring- 
field,  Charles  C.  Thomas,  1939.  Cloth,  $5.50. 

Endocrine  Gynecology  by  E.  C.  Hamblen  is 
more  than  another  book  about  the  endocrines. 

The  format  displays  all  the  art  that  is  associ- 
ated with  the  house  of  Thomas.  A foreword  by 
Collip  is  timely  and  cautious.  “It  is  quite  im- 
possible to  transfer  at  once  the  results  of  the 
physiologic  studies  on  various  animals  to  man, 
even  though  these  results  may  be  very  clear  and 
readily  duplicable.” 

The  author  states  that  the  book  is  primarily 
for  the  general  practitioner,  but  the  specialist 
may  very  well  read  it  with  profit.  The  numerous 
illustrations  are  carefully  selected  and  illuminate 
the  text.  There  are  many  colored  microscopic 
and  macroscopic  reproductions  of  laboratory 
material. 

The  book  is  a welcome  addition  to  the  many 
texts  appearing  on  this  subject  and  is  worthy  of 
taking  its  place  among  the  best. 

Francis  B.  Doyle 


Cancer  of  the  Colon  and  Rectum.  Its  Diag- 
nosis and  Treatment.  By  Fred  W.  Rankin, 
M.D.,  and  A.  Stephens  Graham,  M.D.  Quarto 
of  358  pages,  illustrated.  Springfield,  Charles  C. 
Thomas,  1939.  Cloth,  $5.50. 

In  this  outstanding  volume  are  incorporated 
the  experiences  of  the  authors  as  well  as  the  work 
of  other  surgeons,  here  and  abroad,  interested  in 
cancer  of  the  rectum  and  colon. 

The  book  is  divided  into  three  parts  of  five 
chapters  each,  covering  the  subject  in  an  orderly, 
authoritative,  and  detailed  manner.  Emphasis  is 
placed  on  pathology,  diagnosis,  choice  of  opera- 
tion, preoperative  and  postoperative  care,  and 
operative  procedures. 

The  reviewer  is  thoroughly  in  accord  with  the 
authors’  statement  in  regard  to  the  treatment 
of  patients  with  carcinoma  of  the  rectum,  to  wit : 
“.  . . . radical  surgery  is  well  worth  while  and 
that  radical  surgery  may  not  be  applied  save  by 
the  use  of  colostomy.” 

By  this  time  it  is  well  known  that  Rankin 
“reluctantly  abandoned”  the  routine  use  of  in- 
traperitoneal  vaccine.  After  giving  some  inter- 
esting figures,  the  authors  state:  “This  series  of 
cases  has  convinced  us  that  the  decline  of  the 
mortality  rate  under  cooperative  management 
which  included  intraperitoneal  vaccination  was 
due  more  largely  to  the  other  rehabilitory  and 
decompressive  steps  than  to  vaccine.” 

There  are  133  excellent  illustrations  and  54 
illuminating  tables  dealing  with  operability, 
operative  mortality,  and  end  results  that  re- 
flect the  progress  made  in  the  management  of 
carcinoma  of  the  large  bowel. 

There  are  references  at  the  conclusion  of 
each  chapter  and  a complete  author  index  as  well 
as  an  excellent  index  by  subjects. 

A few  typographical  errors  have  crept  into  the 
book,  such  as  the  incorrect  spelling  of  Sims’  name 
on  page  100  and  the  use  of  the  word  “peritoneal” 
where  “perineal”  was  intended.  These  will  un- 
doubtedly be  corrected  in  the  next  edition. 

The  work  is  complete  and  should  prove  of  in- 
estimable value  to  those  interested  in  the  subject. 

A.  W.  Marino 
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Editorial 


The  Corrosion  of  Dependency 

“Our  freedom,”  says  the  Westchester  County  Medical  Bulletin 
in  its  August  issue,  “is  in  growing  jeopardy  from  subtle  but  over- 
whelming forces  at  home.”  These  forces  undermine  the  democratic 
principle  that  the  individual  is  more  important  than  the  state; 
that  the  state  is  the'  servant  of  the  people.  “The  totalitarian 
state  ....  is  the  master  of  its  people  because  they  have  relinquished 
the  responsibilities  of  free  men  to  a state  ....  which  has  eagerly 
assumed  those  responsibilities,  and  in  so  doing  has  bereft  all  the 
people  of  their  freedom.” 

We  have  frequently  stressed  editorially  the  danger  to  the  free  and 
unbossed  practice  of  medicine  inherent  in  the  failure  of  physicians 
to  assume  their  full  share  of  social  responsibility  for  the  progressive 
development  of  the  art  and  practice  of  medicine.  Both  as  in- 
dividuals and  as  a group  it  is  fair  to  say  that  they  have  not  shirked 
that  responsibility.  They  have  earnestly  undertaken  the  task  of 
fitting  the  developments  of  medical  science  into  the  structure  of  a 
rapidly  changing  order  of  civilization,  which  neither  they  nor  any- 
one else  fully  understands. 

It  is  a task  of  enormous  difficulty.  It  has  appeared  to  some  that 
no  longer  could  democratic  principles  and  practice  cope  with  the 
problem,  because  of  its  vastness.  Yet  organized  medicine  and  most 
of  the  individuals  of  its  membership  have  never  yet  proposed  to 
relinquish  to  the  state  their  individual  or  collective  responsibility 
for  the  provision  of  medical  service  to  the  public.  The  pressure  to 
do  this  has  come  from  without  the  profession,  from  philanthropic 
agencies  of  the  laity  and  from  government  itself. 

The  inherent  strength  of  the  medical  profession  lies  in  its  willing- 
ness to  accept  its  responsibilities  and  to  solve  its  own  problems. 
It  has  recognized,  as  the  Bulletin  observes,  that  “you  cannot  give 
the  state  power  to  do  something  for  you  without  giving  it  power  to 
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do  something  to  you.”  What  it  does  to  you  might  well  be  called  the 
corrosion  of  dependency.  The  profession  observes  its  effect  in  our 
social  welfare  system:  “the  development  of  an  eager  maternal- 

ism.” 

The  consistent  refusal  of  organized  medicine  to  accept  govern- 
ment subsidy,  or  to  evade  its  responsibilities  has  been  in  the  past 
and  is  now  its  greatest  defense. 

Quarantine 

The  arrival  in  the  United  States  of  many  foreign  refugees  em- 
phasizes the  enormously  valuable  work  of  the  U.  S.  Public  Health 
vService  in  eliminating  disease  carriers.  Due  to  the  war  in  Europe 
it  is  inevitable  that  the  hazards  to  this  country  should  be  increased 
because  of  overcrowding  of  ports  of  debarkation,  demoralization  of 
foreign  health  services,  and  inadequate  sanitary  facilities. 

“The  jurisdiction  of  the  public  health  service,”  says  Dr.  Robert 
Oleson,  Medical  Officer  in  Charge,  U.  S.  Quarantine  Station,  in  a 
letter,  “is  confined  to  the  so-called  quarantinable  diseases,  namely, 
anthrax,  cholera,  leprosy,  plague,  psittacosis,  smallpox,  epidemic 
typhus  fever,  and  yellow  fever.  . . . 

“While  the  public  health  service  through  its  quarantine  stations 
has  no  jurisdiction  over  the  ordinary  communicable  diseases,  such 
for  instance,  as  diphtheria,  scarlet  fever,  dysentery,  etc.,  it  does 
maintain  an  active  interest  in  such  conditions  and  works  diligently 
with  local  departments  of  health  in  placing  such  patients  under 
medical  care  and  contacts  under  surveillance.  When  a vessel  ar- 
rives in  New  York  with  communicable  (as  distinguished  from 
quarantinable)  disease  aboard,  the  matter  is  immediately  reported 
to  the  city  department  of  health.  The  department  of  health  takes 
over  from  that  point.  . . . 

“Upon  occasion  passengers  or  members  of  the  crews  of  vessels 
are  removed  to  marine  hospitals  in  the  metrolpoitan  area  in  order 
to  establish  diagnosis.” 

With  considerable  influenza  reported  currently  from  Puerto  Rico 
and  the  city  of  Menton,  France,  ordered  evacuated  by  Italian 
authorities  because  of  the  destruction  of  its  water  supply  and 
sewage  system  with  consequent  large  outbreaks  of  typhoid  fever, 
it  may  be  anticipated  that  the  incidence  of  infectious  disease  will 
rise  sharply,  especially  in  the  areas  that  have  been  subjected  to  con- 
siderable destruction  of  public  works  by  bombing  and  shell  fire. 

Although  immigration  from  Europe  has  been  considerably  re- 
duced, especially  from  the  continent,  it  is  likely  that  children  and 
some  adults  will  continue  to  arrive  from  England,  and  that  prisoners 
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from  the  continent  will  continue  to  be  housed  in  Canadian  prison 
camps.  Thus,  the  matter  of  quarantine  and  the  routing  of  com- 
municable diseases  will  assume  increasing  importance  as  the  war  is 
prolonged. 

Teamwork 

On  page  1263  in  this  issue  of  the  Journal  will  be  found  a full  re- 
port of  the  meeting  held  July  29  at  Albany  by  the  Council  Commit- 
tee on  Medical  Preparedness  of  the  Medical  Society  of  the  State  of 
New  York  and  a large  number  of  representatives  of  the  sixty-one 
county  medical  societies.  At  this  meeting  a general  plan  of  organi- 
zation was  adopted  for  the  registration  of  physicians,  and  a program 
was  proposed  whereby  the  medical  interests  both  of  physicians  and 
of  the  people  of  the  several  counties  might  be  supervised  by  the  local 
medical  societies. 

The  following  day  at  The  Academy  of  Medicine  in  New  York  City 
the  health,  nursing,  hospital,  and  medical  resources  of  the  state  were 
surveyed  at  the  request  of  the  State  Coordinator  for  National 
Defense  by  the  Legislative  Commission  to  Formulate  a Long  Range 
Health  Program,  the  detailed  proceedings  of  which  are  also  set 
forth  in  this  issue.  Thus,  the  integration  and  teamwork  necessary 
to  the  medical  aspects  of  the  national  defense  are  already  under 
way.  First,  it  is  necessary  to  know  what  facilities  exist,  next, 
whether  sufficient  personnel  is  available  so  that  withdrawals  of 
nurses,  physicians,  and  technicians  will  not  have  to  be  made  at  the 
expense  of  civil  institutions  already  heavily  burdened  with  welfare 
and  other  cases.  It  is  evident  that  there  is,  in  the  main,  agreement 
between  the  state  and  the  representatives  of  the  medical,  dental, 
and  nursing  professions  as  to  general  objectives.  These  are  con- 
fined as  yet  to  the  gathering  and  classification  of  information  and 
personnel  and  the  setting  up  of  county  committees  on  medical 
preparedness,  a task  of  considerable  magnitude. 

It  is  gratifying  that  in  this  state  at  least  there  seems  to  be  a com- 
prehensive grasp  of  the  seriousness  of  the  national  situation  and  a 
willingness  to  view  it  factually  on  the  part  of  the  state  and  the 
representatives  of  the  medical  and  allied  professions.  Nobody 
wants  war  at  any  time  in  this  country.  But  no  rational  person  can 
view  what  has  transpired  in  Europe  in  the  last  few  years  and  say 
that  it  will  not  spread  here.  It  is  not  likely  to  if  we  are  in  a position 
to  prevent  it.  But  this  means  long  and  arduous  preparation, 
training,  and  a coordinated  plan.  Of  this  plan  we  are  witnessing 
the  inception,  and,  speaking  for  the  medical  profession,  we  are  glad 
to  be  able  to  say  that  respecting  teamwork  and  liaison  with  the 
state  government  much  progress  has  already  been  made. 
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Correspondence 


U.  S.  PUBLIC  HEALTH  SERVICE 

Rosebank 
Staten  Island,  N.  Y. 

July  17,  1940 

Dear  Doctor  Irving: 

I have  your  letter  of  July  15,  1940,  in  which 
you  ask  what  measures  are  being  taken  to  pre- 
vent the  bringing  in  of  communicable  disease  by 
refugee  children. 

In  reply  thereto  it  should  be  understood  that 
the  jurisdiction  of  the  Public  Health  Service  is 
confined  to  the  so-called  quarantinable  diseases, 
namely,  anthrax,  cholera,  leprosy,  plague, 
psittacosis,  smallpox,  epidemic  typhus  fever,  and 
yellow  fever.  The  measures  in  force  against  the 
entrance  of  such  diseases  are  the  same  at  all 
times. 

While  the  Public  Health  Service  through  its 
quarantine  stations  has  no  jurisdiction  over  the 
ordinary  communicable  diseases,  such,  for  in- 
stance, as  diphtheria,  scarlet  fever,  dysentery, 
etc.,  it  does  maintain  an  active  interest  in  such 
conditions  and  works  diligently  with  local  de- 
partments of  health  in  placing  such  patients 
under  medical  care  and  contacts  under  surveil- 
lance. When  a vessel  arrives  in  New  York  with 
communicable  (as  distinguished  from  quaran- 
tinable) disease  aboard,  the  matter  is  immedi- 
ately reported  to  the  City  Department  of  Health. 
The  Department  of  Health  takes  over  from  that 
point,  applying  such  measures  as  may,  in  its 
opinion,  be  required. 

Upon  occasion  passengers  or  members  of  the 
crews  of  vessels  are  removed  to  Marine  Hos- 
pitals in  the  Metropolitan  area  in  order  to 
establish  diagnosis. 

I trust  that  this  explanation  will  answer  the 
question  you  have  asked. 

Sincerely  yours, 
Robert  Olesen, 
Medical  Director,  Chief  Quarantine  Officer 


410  East  57th  Street 
New  York  City 
Tel.  Plaza  3-7161 
July  25,  1940 

To  the  Editor: 

I have  been  informed  by  the  British  Embassy, 
Washington,  that  the  British  Government  under 
the  Ministry  of  Health  would  be  grateful  for 
the  services  in  Britain  of  twenty  general  surgeons 
of  about  ten  years’  experience,  and  thirty  general 
duty  men  of  three  to  five  years’  experience.  The 
latter  figure  is  liable  to  increase  at  short  notice. 
The  remuneration  would  be  on  the  scale  of  the 
appropriate  emergency  medical  service  grade, 
namely,  eight  hundred  pounds  and  five  hundred 
and  fifty  pounds  respectively  per  annum,  with 
free  board  and  lodging.  Volunteers  for  this 
service  will  act  as  civilians  under  the  Ministry 
of  Health.  They  will  not  be  part  of  the  British 
Army  forces  and  no  question  of  change  of  citizen- 
ship can  therefore  arise.  The  British  Embassy 
has  been  informed  that  the  American  State 
Department  will  issue  passports  for  volunteers 
for  this  service.  Transportation  will  be  con- 
voyed. 

Would  you  be  so  good  as  to  advertise  this  need 
in  the  New  York  State  Journal  of  Medicine?  I 
shall  be  glad  to  give  information  to  any  men 
desiring  it.  I am 

Yours  truly, 

Foster  Kennedy 


The  letter  from  Dr.  Olesen  was  in  reply  to  a 
letter  of  inquiry  on  official  measures  of  today. 

Peter  Irving, 
Secretary 


SCIENTIFIC  EXHIBITS 
1941  Annual  Meeting 

Applications  for  space  for  the 
scientific  exhibits  should  be  made 
directly  to 

Dr.  William  A.  Krieger, 

103  Hooker  Avenue, 

Poughkeepsie,  New  York, 
Chairman  of  Committee  on  Scien- 
tific Exhibits. 

The  Annual  Meeting  will  be 
held  May  19-22,  1941,  Buffalo, 
New  York.  The  list  will  he  closed 
on  January  1,  1941. 

Peter  Irving,  M.D.,  Secretary 


MALIGNANT  KIDNEY  TUMORS 

A Study  of  Cases  at  the  Rochester  General  Hospital  During  a Twelve-Year  Period 

Istvan  A.  Gaspar,  M.D.,  Rochester,  New  York 


IN  1883  Grawitz6’7  advanced  the  theory 
that  certain  tumors  of  the  kidney,  in- 
cluding a large  group  of  malignant 
tumors,  arise  from  adrenal  rests.  He 
designated  these  tumors  as  “struma  lipo- 
matodes  aberratae  renis.”  His  points  of 
argument  seemed  to  be  quite  convincing, 
and  his  idea  was  favored  so  much  that 
practically  all  renal  tumors  were  con- 
sidered as  “Grawitz’s  tumors.”  The 
term  “hypernephroma”  originated  at  a 
later  date  and  came  possibly  from  Birch- 
Hirschfeld1  who  applied  it  to  tumors, 
benign  or  malignant,  developing  es- 
pecially in  the  kidneys  from  misplaced 
typical  adrenal  tissue.  Since  that  time 
many  discussions  have  appeared  in  the 
literature  on  this  subject  pro  and  con, 
without  final  agreement.  Even  in  our 
day  there  is  some  confusion  as  to  the 
origin  of  malignant  renal  tumors  in  adults, 
and  we  find  that  a number  of  physicians 
think  mainly  in  terms  of  “hyperneph- 
roma” when  diagnosing  malignant  tu- 
mors of  the  kidney. 

However,  new  studies  based  on  larger 
series  of  renal  tumors  have  appeared 
from  time  to  time.  Among  these,  the 
publications  of  Sudeck12  and  Stoerk11 
were  the  first  ones  to  reach  the  conclu- 
sion that  a large  number  of  the  “Gra- 
witz’s tumors”  were  really  renal  adeno- 
mas and  originated  in  the  kidney  tissue. 
A very  eminent  authority  of  our  time, 
Ewing,4  pointed  out  that  some  renal 
tumors  arise  from  adrenal  rests  but  that 
the  vast  majority  of  malignant  renal 
tumors  are  true  renal  carcinomas  and  not 
adrenal  tissue  neoplasms. 

Adrenal  rests  occur  so  infrequently  in 
the  kidneys  that  they  seem  relatively 
unimportant  in  explaining  the  develop- 
ment of  malignant  kidney  tumors  in 
adults.  In  addition,  the  histologic  struc- 
ture of  these  neoplasms  presents  more  or 
less  definite  glandular  character,  with 


columnar  epithelial  cells  and  often  with 
papillae,  all  in  favor  of  renal  tissue  ori- 
gin. Other  students  of  this  subject, 
Wright,16  Crawford,2'3  Whitmore,14  Ges- 
chickter,8  etc.,  expressed  a similar  belief. 

It  is  difficult  to  gather  personal  ex- 
perience in  the  study  of  malignant  kid- 
ney tumors  because  of  the  comparative 
rarity  of  such  neoplasms  even  in  a large 
hospital.  There  are  only  a few  studies, 
such  as  those  of  Judd  and  Hand,10  Hand 
and  Broders,9  Geschickter  and  Widen- 
horn,8  and  Fetter,5  that  come  from 
world-renowned  and  large  medical  centers 
and  are  based  on  abundant  material  of 
100  cases  or  more.  The  comparative 
rarity  of  these  tumors  is  best  illustrated 
by  the  fact  that  Wright16  could  report 
only  19  cases  from  the  London  Cancer 
Hospital.  Out  of  10,500  admissions  for 
a tumor  of  some  kind,  only  6 patients 
presented  themselves  with  malignant 
kidney  tumors.  Therefore,  I thought  it 
worth  while  to  review  the  material 
gathered  during  a twelve-year  period  in 
order  to  draw  personal  conclusions  and  to 
convince  myself  as  to  which,  the  renal 
tissue  or  adrenal  rests,  are  giving  rise  to 
the  largest  number  of  malignant  renal 
neoplasms.  In  addition  I wanted  to 
gather  first-hand  knowledge  of  their 
varying  histologic  structure,  to  check 
the  results  after  removal  of  the  tumor, 
and  to  observe  how  much  bearing  the 
microscopic  appearance  of  these  tumors 
has  on  the  prognosis. 

During  a twelve-year  period  only  thir- 
teen malignant  kidney  tumors  were 
found  at  the  Rochester  General  Hos- 
pital in  a series  of  about  2,300  post- 
mortems and  in  a huge  number  of  opera- 
tions performed  during  this  period.  Only 
one  of  the  neoplasms  could  be  classified 
as  real  hypernephroma.  The  gross  ap- 
pearance with  its  central  fibrous  area 
and  yellow  cortex  and,  histologically, 
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Fig.  1.  Case  1.  Papillary  adenocarcinoma  of 
kidney.  Fairly  orderly  papillary  glandular 
character. 


the  foamy,  granular  cells  arranged  in 
cords  without  the  presence  of  lumens 
singled  out  this  tumor  as  probably  an 
adrenal  rest  tumor.  There  were  ten 
tumors  belonging  to  the  group  of  adeno- 
carcinomas, papillary  adenocarcinomas, 
and  papillary  cystocarcinomas,  one  al- 
veolar carcinoma  with  probable  multiple 
origin,  and  1 case  of  embryonal  adeno- 
myosarcoma of  kidney.  All  except  two 
occurred  in  patients  over  50  years  of 
age.  The  two  exceptions  were  in  a 2 y2- 
year-old  boy  with  the  embryonal  tumor 
and  a 38-year-old  man  with  carcinoma. 

Ten  patients  are  dead  and  only  3 are 
alive  at  present.  The  patient  with  the 
hypernephroma  is  alive,  seven  full  years 
after  nephrectomy,  and  the  2 other  pa- 
tients are  alive  within  five  years  after 
nephrectomy.  Among  those  who  died  2 
had  inoperable  tumors  and  the  others 
died  within  three  years  after  nephrec- 
tomy. 

Case  Reports 

Case  1. — D.  di  L.,  man,  aged  55,  had  a weight 
loss  of  about  40  pounds.  Blood  appeared  in 
the  urine  for  the  first  time  about  one  month 
before  admission  to  the  hospital.  Hemorrhage 
with  clots  occurred  also  at  two  other  times. 
One  of  the  clots  blocked  the  passage  and  caused 
acute  urinary  retention  for  a few  hours.  Cystos- 
copy showed  hypertrophied  prostate,  and  the 
middle  lobe  was  removed.  Two  days  later  his 
temperature  went  up  to  107  F.,  and  he  died. 
He  was  in  the  hospital  for  three  weeks.  Tumor 
of  the  right  kidney  was  not  known  until  the 
autopsy. 

Postmortem  examination:  The  right  kidney 
was  enlarged  to  the  size  of  a cabbage  and  the 


kidney  substance  was  almost  entirely  replaced 
by  a soft,  necrotic,  yellowish-white  tumor.  The 
tumor  broke  into  the  kidney  pelvis  as  a mush- 
room-sized  mass.  The  fatty  capsule  was  also 
infiltrated.  In  spite  of  the  very  large  size  of 
the  tumor  there  were  no  metastases. 

Histology:  The  tumor  presented  a fairly 

orderly  glandular  character  with  papillae  for- 
mation. The  structure  was  uniform  throughout 
(Fig.  1). 

Diagnosis:  Papillary  adenocarcinoma  of  the 
right  kidney. 

Case  2. — S.  L.,  man,  aged  55,  had  hematuria, 
bright  red  blood  and  blood  clots,  for  three  weeks 
before  admission.  There  was  no  pain  but  he 
complained  of  an  occasional  scratching  sensation 
in  the  left  kidney  region.  A baseball-sized  mass 
was  felt  in  the  left  kidney  region  due  either  to  an 
enlarged  kidney  or  to  a mass  attached  to  it. 
This  patient  had  previous  admissions,  each 
for  hematuria.  First  admission  for  hematuria 
was  in  November,  1922,  and  second  was  in 
1923.  It  was  thought  at  that  time  that  his 
hematuria  was  due  to  stricture  of  the  urethra. 
X-ray  studies,  including  pyelography,  showed 
a pathologic  kidney  on  the  left  side  with  marked 
dilatation  of  the  pelvis,  possibly  due  to  a malig- 
nant tumor.  Nephrectomy  was  performed 
through  a left  rectus  incision.  The  renal  mass 
was  the  size  of  a large  grapefruit.  The  upper 
half  of  the  kidney  was  involved  by  a tumor 
which  protruded  into  the  pelvis  as  a large  mass. 
Apparently  it  caused  partial  blocking  with  re- 
sultant hydronephrotic  atrophy  of  the  kidney. 

Histology:  The  tumor  showed  a glandular 

pattern  with  papillae.  This  structure  was 
obscured  only  in  areas  with  much  lipoid  deposit 
in  the  tumor  cells.  There  were  numerous 
places  with  reproduction  of  adult  tubules.  Pa- 
tient recovered  after  nephrectomy  but  died 
one  year  later  of  apoplexy.  (Postmortem  was 
done  but  not  at  the  Rochester  General  Hospital. 
There  were  no  apparent  metastases  maero- 
scopically.) 

Diagnosis:  Papillary  adenocarcinoma  of  the 
left  kidney. 

Case  3. — R.  L.,  man,  aged  38,  had  a chief 
complaint  of  hematuria  beginning  about  April 
8,  1930.  He  passed  bright  red  blood  without 
pain,  and  the  bleeding  continued  on  and  off. 
On  April  13  he  developed  a dull  pain  through 
the  left  side  of  the  abdomen  in  the  left  kidney 
area.  A large  irregular  mass  was  felt  in  this 
area.  Pyelogram  showed  a distortion  of  the 
left  renal  pelvis.  Left  nephrectomy  was  per- 
formed. Almost  the  entire  lower  pole  of  the 
removed  left  kidney  was  occupied  by  a fist- 
sized hemorrhagic  tumor  which  had  broken 
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into  the  kidney  pelvis.  The  fatty  capsule  and 
the  left  adrenal  were  also  invaded  by  multiple 
tumor  nodules.  The  tumor  was  snow  white 
except  the  hemorrhagic  areas. 

Histology:  One  part  of  the  tumor  presented 
a papillary  adenomatous  pattern  and  also 
papillary  cyst  formations.  Hemorrhages  were 
abundant  in  these  areas.  Here  the  tumor  cells 
were  of  the  clear  type  and  only  in  one  row. 
Other  places  showed  bulky  tumor  masses  with 
frequent  mitotic  figures,  no  lumens,  and  often 
a perithelioinatous  arrangement  of  the  cells 
(Fig.  2).  There  were  small  necrotic  areas. 
Patient  died  of  multiple  metastases  to  the  lungs 
about  eighteen  months  later.  Autopsy  was  not 
obtained. 

Diagnosis:  Carcinoma  of  the  left  kidney 

with  papillary  adenomatous  and  perithelio- 
matous  areas. 

Case  4. — A.  O.,  man,  aged  56,  was  first  ad- 
mitted on  March  29,  1930.  Since  January, 
1930,  this  patient  had  had  occasional  slight 
pain  over  the  right  portion  of  the  hypogastrium. 
The  pain  became  continuous  during  March, 
1930.  In  February,  1930,  hematuria  appeared. 
There  was  a weight  loss  of  30  pounds  during 
the  past  year.  In  addition,  there  was  a pal- 
pable mass  in  the  right  upper  quadrant,  very 
firm,  irregular,  freely  movable,  and  slightly 
tender.  An  x-ray  showed  enormous  distention 
of  pelvis  and  calices  with  enlargement  of  the 
right  kidney.  Metastatic  tumors  of  the  lungs 
were  also  discovered.  X-ray  therapy  was 
given. 

The  second  admission  was  on  December  11, 
1930.  Since  the  last  x-ray  treatment,  about 
three  months  previously,  the  patient  had  had 
intense  pain  over  the  sternum,  dyspnea,  also 
extreme  weakness  and  malaise.  He  died  on  the 
day  of  admission.  At  autopsy  the  right  kidney 
weighed  1,100  Gm.  and  was  almost  completely 
replaced  by  a yellowish- white,  partly  necrotic 
tumor.  There  were  metastases  to  a few  lymph 
glands  of  the  kidney  hilus,  and  both  lungs  were 
studded  throughout  with  numerous  metastatic 
tumor  nodules. 

Histology:  The  kidney  tumor  showed  areas 
with  papillary  glandular  structure.  However, 
there  were  also  large  tumor-cell  masses  without 
lumens  and  peritheliomatous  arrangement. 
Atypicity  of  the  cells  was  marked,  and  some  of 
the  blood  vessels  contained  tumor  cells. 

Diagnosis:  Carcinoma  of  the  right  kidney 

with  papillary  adenomatous  and  perithelio- 
matous areas. 

Case  5. — C.  J.  C.,  man,  aged  59,  was  admitted 
on  June  18,  1931.  About  one  and  a half  years 
before,  he  noticed  blood  in  his  urine  for  the 


Fig.  2.  Case  3.  Peritheliomatous  structure. 
Bulky  tumor-cell  masses  radiate  from  centrally 
located  blood  vessels. 


first  time.  It  lasted  a day  and  then  disappeared. 
One  year  before  admission  the  same  thing 
happened.  Since  then  he  had  noticed  blood 
at  intervals  of  two  months.  The  last  bleeding 
started  June  6,  and  since  then  he  has  had  blood 
in  the  urine  most  of  the  time.  He  never  had 
pain  in  the  kidney  region.  Cystoscopy  estab- 
lished that  the  blood  was  coming  from  the  right 
side.  Stereoscopic  pyelogram  showed  a large 
filling  defect  in  the  region  of  the  pelvis  and 
upper  pole  of  the  right  kidney.  These  observa- 
tions suggested  a tumor  of  the  upper  pole  of 
the  right  kidney.  The  lungs  and  bones  showed 
no  evidence  of  metastatic  tumors.  Transperi- 
toneal  right  nephrectomy  was  performed  on' 
June  30.  The  upper  pole  of  the  kidney  was 
occupied  by  an  orange-sized,  yellowish-gray, 
nodular  tumor.  There  was  fibrosis  around  the 
nodules.  The  kidney  pelvis  was  filled  with  a 
walnut-sized  tumor,  3 cm.  in  diameter,  and 
there  was  hemorrhage  into  the  pelvis. 

Histology:  Tumor  showed  adenocarcinoma 

with  clear  cells,  and  adult  kidney  tubules  were 
reproduced.  Various  parts  of  the  tumor  showed 
similar  orderly  arrangement  throughout.  Pa- 
tient died  about  eight  days  after  nephrectomy, 
probably  of  peritonitis.  Autopsy  was  not 
obtained. 

Diagnosis:  Adenocarcinoma  of  the  right 

kidney. 

Case  6. — M.  E.  H.,  woman,  aged  59,  had 
hematuria  of  varying  intensity  several  times 
during  the  nine  months  preceding  admission  on 
December  15,  1931.  Pyelogram  was  done. 
The  right  pelvis  was  rather  irregular  in  outline, 
suggesting  an  ulcerative  lesion  in  this  portion 
of  the  right  kidney.  Nephrectomy  was  performed 
December  26.  At  the  mid-portion  of  the 
kidney  there  was  an  orange-sized,  orange- 
shaped, yellow  tumor  surrounded  by  a thin 
fibrous  capsule.  In  the  center  of  the  tumor 
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Fig.  3.  Case  6.  Probably  real  hyperneph- 
roma. The  slightly  granular  tumor  cells  are 
arranged  in  narrow  cords.  There  is  no  evidence 
of  lumens. 

there  was  fibrosis  and  cystic  degenera- 
tion. 

Histology : The  tumor  cells  were  slightly 

granular  and  they  were  arranged  in  narrow 
cords.  Thin  blood  vessels  separated  the  cords. 
Lumens  were  not  seen  in  any  part  of  the  sec- 
tions. Patient  is  living  and  well  at  present — 
over  seven  years  after  nephrectomy. 

Diagnosis:  Probably  real  hypernephroma  of 
the  right  kidney  (Fig.  3). 

Case  7. — D.  G.,  man,  aged  50,  was  first  ad- 
mitted on  July  20,  1933,  and  was  discharged 
on  July  29,  1933.  He  was  admitted  with  the 
history  of  intermittently  passing  blood  clots 
since  March,  1933.  Cystoscopy  revealed  lack 
of  right  renal  function.  Pyelograms  showed  a 
filling  defect  in  the  upper  part  of  the  right  ureter, 
thereby  suggesting  a malignant  lesion  involving 
the  right  kidney  and  ureter.  An  x-ray  of  the 
chest  revealed  a probable  metastatic  nodule  in 
the  right  base.  Patient  was  treated  with  deep 
x-ray  therapy. 

Diagnosis : Inoperable  hypernephroma — 

right. 

His  second  admission  was  on  December  5, 
1933.  During  November  this  patient  had  been 
getting  weaker  with  lapses  of  rationality.  There 
was  difficulty  in  swallowing,  and  he  fell  several 
times.  He  was  totally  blind.  He  was  ad- 
mitted in  comatose  condition  and  died  the  same 
day. 

Postmortem : The  right  kidney  weighed 

1,020  Gm.,  and  it  was  occupied  almost  entirely 
by  a firm,  grayish-white  tumor.  The  vena 
cava  and  the  kidney  pelvis  were  infiltrated  by 
tumor  masses. 

Histology : Parts  of  the  tumor  showed  adeno- 
carcinomatous  structure.  Other  areas  pre- 
sented large  groups  of  tumor  cells,  without 
lumens,  and  also  peritheliomatous  structures. 


The  tumor  cells  were  quite  atypical,  and  mi- 
totic figures  were  frequent. 

Diagnosis:  Carcinoma  of  the  right  kidney 

with  adenocarcinomatous  and  peritheliomatous 
areas. 

Case  8. — S.  R.,  man,  aged  68,  was  admitted  on 
January  31,  1935.  The  patient  stated  that  for 
some  time  he  had  been  passing  blood  in  the 
urine,  enough  to  be  easily  seen.  There  was  a 
slight  loss  in  weight.  Cystoscopy  and  bilateral 
pyelogram  were  done.  Bloody  urine  was  ob- 
tained from  the  left  kidney.  An  x-ray  showed 


Fig.  4.  Case  8.  Alveolar  carcinoma  of  kidney. 


elongation  of  the  middle  calix  of  the  left  kidney 
suggestive  of  a new  growth.  Nephrectomy  of 
the  left  kidney  was  performed  on  February  4 
through  lumbar  incision.  After  nephrectomy, 
abundant  x-ray  therapy  was  given.  Almost  the 
entire  lower  half  of  the  left  kidney  was  occupied 
by  an  orange-sized  tumor  mass,  which  seemed 
to  be  composed  of  multiple,  pale,  tannish-yellow, 
hemorrhagic  nodules.  The  nodules  varied  a 
great  deal  in  size.  There  was  much  fibrosis 
surrounding  the  nodules.  The  pelvic  mucosa 
was  hemorrhagic,  but  the  tumor  did  not  break 
into  it. 

Histology : The  tumor  cells  were  stained 

fairly  dark,  but  many  showed  vacuoles  in  the 
cytoplasm.  There  was  a well-defined  alveolar 
arrangement.  In  addition,  there  was  marked 
vascularity  with  frequent  peritheliomatous  struc- 
ture (Fig.  4).  Mitotic  figures  were  frequent, 
and  tumor  cells  were  found  in  a few  blood  vessels. 
The  patient  died  during  February,  1938,  death 
being  clinically  due  to  metastases.  ' Postmortem 
was  not  obtained. 

Diagnosis:  Alveolar  carcinoma  of  the  left 

kidney. 

Case  9. — E.  T.,  man,  aged  57,  was  admitted 
on  February  4,  1935.  The  patient  had  been 
in  the  hospital  on  several  occasions  during  the 
previous  few  months  for  cystoscopy  and  a 
study  of  the  cause  of  painless  hematuria.  Pyelo- 


August  15,  1940] 


MALIGNANT  KIDNEY  TUMORS 


1213 


gram  showed  an  ulcerative  lesion  involving  the 
upper  pole  of  the  left  kidney.  This  apparently 
was  due  to  a new  growth.  Nephrectomy 
(lumbar)  was  done  on  February  12.  The  kidney 
showed  a lemon-sized,  encapsulated,  pale  yellow, 
cystic  tumor  located  between  the  upper  and 
middle  third.  The  tumor  infiltrated  the  neigh- 
boring kidney  tissue  and  broke  into  the  pelvis. 
An  extensive  course  of  x-ray  therapy  was  given 
after  nephrectomy.  Patient  is  alive  in  April, 
1939,  but  has  diabetes. 

Histology:  This  tumor  was  multicystic,  and 


Fig.  5.  Case  9.  Papillary  cystocarcinoma. 
The  papillae  are  covered  mainly  by  one  layer  of 
tumor  cells. 

the  cysts  were  filled  with  papillae.  There  were 
one  large  cyst  and  numerous  small  ones  ar- 
ranged about  it  and  connected  with  it.  The 
connective  tissue  papillae  were  covered  by  one 
or  two  layers  of  tumor  cells.  Atypicity  was 
moderate  (Fig.  5).  This  was  the  structure  in 
every  part  of  the  tumor. 

Diagnosis:  Papillary  cystocarcinoma  of  the 
left  kidney. 

Case  10. — E.  H.,  man,  aged  51,  was  admitted 
on  December  10,  1936.  About  three  days 
before  admission  this  patient  had  pain  in  his 
left  side.  On  the  next  day  during  a painless 
urination,  he  was  astonished  to  see  that  the 
urine  was  as  red  as  “cherry  juice.”  Since  that 
occasion  the  urine  had  been  consistently 
bloody. 

Cystoscopy  was  done  on  December  11.  The 
left  kidney  was  pumping  gross  blood.  An 
x-ray  of  bilateral  pyelogram  showed,  on  the 
left  side,  a lack  of  filling  and  irregularity  of 
the  upper  calix  and  some  elongation  of  the 
calices  of  the  lower  pole.  Nephrectomy  was 
performed  on  December  13.  The  removed 
kidney  was  only  slightly  larger  than  normal, 
was  arteriolosclerotic,  and  in  addition  showed 
a walnut-sized,  hemorrhagic  tumor  and  several 
black  pepper  to  marble-sized,  grayish-yellow 


Fig.  6.  Case  11.  Adenocarcinoma  of  kidney 
reproducing  adult  tubules. 


tumors  located  in  the  cortex.  There  was  some 
blood  in  the  kidney  pelvis. 

Histology:  The  large  hemorrhagic  tumor 

presented  the  structure  of  papillary  and  cystic 
adenocarcinoma.  The  papillae  were  covered 
with  one  or  two  layers  of  tumor  cells.  The 
neighboring  kidney  tissue  was  infiltrated  with 
blood.  The  other  tumors,  all  located  in  the 
subcapsular  region  of  the  cortex,  showed  papil- 
lary adenomatous  and  papillary  cystomatous 
structure.  Patient  is  well  in  April,  1939. 

Diagnosis:  Papillary  and  cystic  adeno- 

carcinoma of  sclerotic  kidney,  also  multiple 
papillary  adenomas  of  the  left  kidney. 

Case  11. — W.  J.  L.,  man,  aged  61,  was  ad- 
mitted on  May  7,  1937.  At  Christmas  time  in 
1936  he  had  a severe  dragging  pain  low  down  in 
the  bladder,  persisting  for  several  hours.  He 
went  to  the  toilet  and  passed  many  dark  clots 
of  blood  which  filled  the  bowl  of  the  closet.  In 
March,  1937,  a second  more  profuse  discharge 
occurred.  The  pains  were  confined  to  bladder 
and  penis.  Many  dark  clots  were  passed.  He 
had  lost  35  pounds  in  the  previous  five  months. 
Cystoscopy,  three  weeks  prior  to  admission,  re- 
vealed tumor  of  the  left  kidney.  On  May  8, 
nephrectomy  was  performed.  The  kidney  was 
enlarged — 14  by  7 by  8 cm.  The  upper  half 
was  occupied  by  a compact,  grayish-white 
tumor  mass.  There  were  a few  degenerated 
and  some  hemorrhagic  areas.  The  hilus  of 
the  kidney  showed  a few  tumor  masses. 

Histology:  Parts  of  the  tumor  showed  typical, 
orderly  adenocarcinomatous  structure,  repro- 
ducing adult  tubules  (Fig.  6).  The  greater  part, 
however,  was  composed  of  large  atypical  tumor 
cells  forming  no  obvious  tubular  structures. 
Peritheliomatous  formations  were  quite  fre- 
quent in  such  areas,  and  mitotic  figures  could 
be  found  in  almost  every  field.  Several  veins 
of  the  hilus  were  filled  with  tumor  thrombi. 
The  chest  film  before  nephrectomy  showed  no 
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evidence  of  tumor  metastases  to  the  lungs. 
Another  one,  however,  made  on  August  18 
showed  tumor  metastases  to  the  lungs.  The 
patient  died  during  November,  1937 — not  in 
the  hospital.  Autopsy  was  not  obtained. 

Diagnosis:  Carcinoma  of  kidney  with  adeno- 
carcinomatous  and  peritheliomatous  structures. 

Case  12. — J.  W.,  man,  aged  60,  for  the  pre- 
vious six  months  had  had  progressive  weakness, 
weight  loss,  and  loss  of  appetite.  He  had  a 
mass  about  the  size  of  a lemon  halfway  between 
the  xiphoid  and  the  umbilicus  and  just  to  the 
right  of  the  midline.  A pea-sized,  hard  node 
was  found  in  the  left  supraclavicular  fossa.  He 
was  thought  to  have  a malignant  tumor  of  the 
stomach.  A very  small  amount  of  blood  was 
found  in  his  urine  during  the  last  days  of  his 
life.  He  died  with  progressive  weakness,  and 
postmortem  showed  a primary  carcinoma  of 
the  right  kidney.  A small  lemon-sized,  firm, 
reddish-gray  tumor  occupied  the  greater  part 
of  the  upper  pole  of  this  kidney.  The  tumor 
invaded  the  pelvis,  and  a part  of  it  projected 
into  the  pelvis  as  a papillomatous  mass.  There 
were  large  carcinomatous  metastases  to  the 
upper  retroperitoneal  lymph  glands  of  the  right 
kidney  region,  to  the  abdominal  periaortic 
lymph  glands,  to  the  lymph  glands  of  mesentery 
and  transverse  mesocolon,  and  to  the  posterior 
mediastinum  and  peribronchial  lymph  glands. 
There  was  carcinomatous  peritonitis  of  the  right 
kidney  region. 

Histology : Parts  of  the  tumor  showed  orderly 
adenocarcinomatous  arrangement,  with  repro- 
duction of  adult  tubules.  The  greater  part, 
however,  showed  a papillary  and  cystic  adeno- 
carcinomatous structure  with  multilayered, 
large  atypical  tumor  cells.  Numerous  lymph 
vessels  were  injected  with  tumor  cells. 

Diagnosis:  Papillary  cystocarcinoma  with 

high-grade  malignancy  and  with  carcinomatous 
lymphangitis. 

Case  13. — D.  H.,  boy,  aged  2x/it  had  a history 
of  illness  dating  back  only  a few  days.  His 
mother  noticed  hematuria,  restlessness,  anuria, 
and  general  malaise.  The  child  had  had  a pro- 
tuberance of  the  abdomen  since  birth.  The 
first  admission  was  on  December  25,  1934.  At 
this  time  an  orange-sized  mass  was  felt  in  the 
region  of  the  right  kidney.  X-ray  showed  a 
shadow  in  the  right  side  suggesting  tumor  of 
the  kidney.  On  March  1,  1935,  nephrectomy 
was  performed.  A lemon-sized,  apparently 
well-encapsulated  tumor  was  found,  which 
originated  between  the  middle  and  lower  pole 
of  the  kidney. 

Histology:  Embryonal  adenomyosarcoma  of 
kidney.  X-ray  treatment  was  given.  On  May 


2 the  x-ray  showed  no  metastases  to  lungs. 

Second  admission  was  on  September  20, 
1935.  At  this  time  the  chief  complaint  was 
progressive  enlargement  of  the  abdomen  and 
nausea.  There  was  a definite  mass  in  the  right 
side.  He  died  September  25,  1935. 

Postmortem  findings : Recurrent  adeno- 

sarcoma,  metastases  to  liver  and  right  lung, 
infiltration  of  right  lobe  of  liver  and  of  muscles 
in  right  iliac  fossa. 

Discussion 

Although  the  above  series  of  cases  is 
far  from  being  enough  for  dogmatic  con- 
clusions, nevertheless  it  seems  to  be  of 
real  value.  It  supports  and  emphasizes 
some  well-known  clinical  points  en- 
countered in  cases  of  kidney  tumors.  In 
addition,  the  observed  microscopic  fea- 
tures have  definite  bearing  on  the  renal 
origin  for  the  large  majority  of  the  ex- 
amined tumors,  thereby  supporting  the 
view  of  those  investigators  who  expressed 
a similar  opinion.  Furthermore,  it  is  my 
belief  that  the  histologic  structure  of  the 
tumors  had  definite  relationship  to  prog- 
nosis and  to  the  future  course  of  the 
patients. 

Among  the  well-known  clinical  symp- 
toms the  most  important  and  most  fre- 
quent was  spontaneous  hematuria,  which 
focused  attention  to  the  genitourinary 
tract.  There  was  only  1 case  (Case  12) 
in  which  blood  was  found  only  in  mi- 
croscopic amounts  and  a genitourinary 
origin  of  the  tumor  was  not  suspected. 
It  is  imperative,  therefore,  to  do  a thor- 
ough investigation  of  the  entire  geni- 
tourinary tract  in  cases  of  hematuria, 
because  only  an  untiring  search  will  dis- 
cover the  cause  of  the  hemorrhage  that 
may  be  a kidney  tumor.  This  will  give 
the  physician  a chance  to  remove  it  at 
the  earliest  possible  stage,  which  at 
that  time  may  already  be  an  advanced 
stage.  Therefore  an  early  diagnosis  of 
kidney  tumors  should  be  the  aim  just  as 
much  as  it  is  with  tumors  of  other  organs. 

Hemorrhage  may  be  a late  or  an  early 
sign.  It  may  be  a late  sign  in  cases  of 
large,  compact,  not  very  vascular  tumors 
which  usually  have  to  break  into  the 
pelvis  before  hematuria  will  occur.  On 
the  other  hand,  it  may  be  a fairly  early 
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sign,  particularly  with  papillary  and 
cystic  tumors.  In  such  tumors  hemor- 
rhage occurs  into  the  cysts  with  con- 
siderable frequency.  The  blood  will  rup- 
ture the  cyst  wall,  will  infiltrate  the  renal 
tissues,  and  force  its  way  into  the  pelvis. 
Such  a picture  was  encountered  in  the 
material  presented  here. 

Cystoscopy  and  pyelographic  studies 
were  of  great  value  and  the  observations 
were  confirmed  by  the  presence  of  tumors 
in  the  removed  kidneys.  Pain  and  pal- 
pable tumor  mass  were  less  frequent  and 
less  important  in  this  series  of  cases  than 
was  hematuria.  Weight  loss  and  general 
malaise  were  often  observed,  but  natur- 
ally these  symptoms  were  only  of  second- 
ary importance. 

Although  x-ray  treatment  was  given 
in  several  of  the  cases,  there  was  not  suf- 
ficient evidence  in  this  series  to  support 
its  value.  The  case  of  Wilms’  tumor 
(Case  13)  was  heavily  irradiated,  but 
this  did  not  prevent  the  bulky  recurrence 
and  the  formation  of  metastases.  Pre- 
operative irradiation  of  massive  tumors 
as  done  by  Wharton13  was  not  attempted. 

The  gross  appearance  of  the  probable 
real  hypernephroma  (Case  6)  was  differ- 
ent from  that  presented  by  the  car- 
cinomas. It  showed  a fibrous  central 
area  surrounded  by  a yellow,  cellular 
cortical  zone,  emphasized  by  Grawitz 
and  re-emphasized  by  Ewing  to  be  an 
important  feature  of  adrenal  rest  tumors. 
The  microscopic  appearance  (Fig.  3) 
with  the  cellular  cords  and  without  any 
lumens  also  supported  the  probable 
adrenal  origin  of  this  tumor.  The  most 
remarkable  feature  is,  however,  that  this 
patient  is  still  alive  over  seven  years  after 
nephrectomy. 

The  gross  features  of  the  carcinomas 
varied  considerably,  but  the  macroscopic 
appearance  was  not  a sure  way  of  recog- 
nizing the  underlying  histologic  pattern, 
nor  can  conclusions  be  drawn  from  this 
appearance  with  regard  to  prognosis. 
However,  the  histologic  structure  had 
much  more  to  offer.  The  following  histo- 
logic patterns  were  seen:  (1)  glandular 

structures  often  reproducing  adult 
tubules;  (2)  papillary  glandular  struc- 


tures; (3)  papillary  cystic  pattern,  either 
multiple  or  single;  (4)  alveolar  arrange- 
ment; and  (5)  peritheliomatous  architec- 
ture. 

These  various  histologic  patterns  ap- 
peared either  alone  in  the  same  tumor  or 
two  or  three  histologic  patterns  were 
present  in  different  parts  of  the  same 
tumor.  The  uniformity  or  the  variation 
of  structural  pattern  seemed  to  be  of 
great  importance  as  related  to  occurrence 
of  metastases  and  to  prognosis. 

It  was  found  that  an  orderly  glandular, 
papillary  glandular,  or  papillary  cystic 
structure  or  a pattern  reproducing  adult 
tubules  throughout  the  tumor  was  indica- 
tive of  a relatively  benign  carcinoma  of 
the  kidney.  Such  tumors  (Cases  1,  2,  5, 
9,  and  10),  in  spite  of  their  eventual  large 
size  and  in  spite  of  occasionally  destroy- 
ing almost  the  entire  kidney,  remained 
without  metastases.  Broders’  grading  of 
cancer  cells  has  been  well  utilized  when 
either  one  of  the  above  three  patterns 
was  observed  uniformly  in  every  part  of 
the  tumor.  In  Case  12  there  was  a papil- 
lary structure  throughout,  but  the  tumor 
cells  were  atypical,  indicating  a higher 
grade  of  malignancy,  and  multiple  metas- 
tases occurred. 

A high  grade  of  malignancy  was  ob- 
served with  the  alveolar  carcinoma  (Case 
8)  and  particularly  when  the  tumors 
showed  areas  with  peritheliomatous  pat- 
tern (Cases  3,  4,  7,  and  11).  The  pres- 
ence of  such  structures  in  a kidney  tumor 
indicated  an  unfavorable  prognosis. 

When  metastases  were  formed  they 
occurred  especially  into  retroperitoneal 
lymph  glands,  lungs,  bones,  and  brain. 
The  metastasizing  cases  were  those  with 
atypical  malignant  structures.  Exten- 
sion by  lymph  vessels  was  seen  in  1 in- 
stance (Case  12),  while  the  other  metas- 
tasizing cases  occurred  probably  by  the 
way  of  blood  vessels. 

The  character  of  the  cytoplasm,  either 
the  clear  or  the  granular  type,  did  not 
seem  to  have  much  bearing  on  prognosis 
in  this  series.  Many  authors  have  pointed 
out  that  several  different  parts  of  kidney 
tumors  have  to  be  sectioned  in  order  to 
find  the  basic  character  of  these  neo- 
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plasms.  In  addition,  as  it  was  pre- 
sented above,  the  varying  pattern  of  the 
tumors  may  reveal  areas  that  can  be  of 
extreme  importance  in  formulating  an 
opinion  as  to  the  future  life  of  the  patient. 

A large  majority  of  the  tumors  showed, 
at  least  in  some  areas,  essentially  a 
glandular  and  papillary  character.  This 
was  insisted  upon  by  Stoerk11  and  was 
emphasized  by  a score  of  authors, 
Wright,16  Ewing,4  Whitmore,14  Craw- 
ford,2*3 and  others.  Without  going  into 
much  detail  in  the  question  of  whether 
adult  renal  tubules  or,  as  suggested  by 
Wilson,15  retained  islets  of  nephrogenic 
tissue  gave  rise  to  these  tumors,  I will  say 
that  the  preponderance  of  glandular, 
papillomatous,  and  cystic  structures  defi- 
nitely pointed  toward  an  origin  from 
the  kidney  and  not  from  the  adrenal. 
As  pointed  out  particularly  by  Ewing,4 
papillomatous  structures  never  do  occur 
in  adrenal  tumors. 

It  is  my  opinion  that  further  study  of 
kidney  tumors  is  necessary  clinically  as 
well  as  pathologically.  Smaller  series, 
investigated  carefully  and  thoroughly 
by  one  competent  man,  may  mean  more 
than  reports  on  hundreds  of  cases.  The 
magnitude  of  the  task  to  analyze  such 
large  numbers  with  minute  detail  seems 
to  be  a problem  that  is  beyond  one  man’s 
power. 

Summary  and  Conclusions 

In  this  series  of  malignant  kidney 
tumors  there  was  only  one  out  of  thir- 
teen that  was  probably  a hypernephroma. 

The  great  majority  of  tumors  showed 
adenocarcinomatous  structure  with  or 
without  papillae,  including  some  with 
papillary  cystocarcinomatous  pattern, 
thereby  indicating  the  overwhelming 
preponderance  of  malignant  tumors  origi- 
nating from  renal  elements.  There- 
fore, in  agreement  with  other  students 
of  this  subject,  it  would  be  much  less 
confusing  if  the  term  “hypernephroma” 
were  used  to  designate  only  those  origi- 
nating from  adrenal  rests. 

Clinical  diagnosis  was  made  fairly 
promptly,  but  in  spite  of  this,  many  of  the 


tumors  were  already  large  when  clinical 
symptoms  were  observed.  It  seems  that 
the  very  unfavorable  prognosis  of  renal 
carcinomas  is  due,  at  least  in  part,  to  the 
late  occurrence  of  clinical  symptoms  and 
that  an  early  diagnosis  cannot  be  made 
with  our  present  methods.  In  most  in- 
stances the  kidney  tumor  has  to  reach  the 
pelvis  in  order  to  cause  symptoms,  par- 
ticularly hematuria,  and  at  that  time  the 
malignant  tumor  may  be  quite  advanced. 

The  renal  carcinomas  were  definitely 
malignant,  but  some  showed  more  ma- 
lignancy than  others.  The  histologic 
evidence  of  atypicity  was  often  con- 
nected with  early  formation  of  metas- 
tases.  Atypical  character  was  mani- 
fested not  only  by  the  cells  themselves 
but  at  least  equally  so  by  alveolar  for- 
mations and  by  the  admixture  of  peri- 
theliomatous  structures. 

A thorough  histologic  examination  of 
various  parts  of  the  tumors  is  urged  in 
order  to  shed  some  light  on  the  future 
course  of  patients  with  renal  carci- 
nomas. X-ray  treatment  did  not  seem 
to  alter  the  course  either  of  the  renal 
carcinomas  or  of  the  embryonal  renal 
sarcoma  (Wilms’  tumor). 

The  real  typical  hypernephroma  with 
orderly  histologic  structure  seems  to 
offer  a much  more  favorable  prognosis 
than  renal  carcinomas. 
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Discussion 

Dr.  A.  A.  Thibaudeau,  Buffalo,  New  York — 
A review  of  the  malignant  tumors  studied  at  the 
State  Institute  shows  a total  of  98  neoplasms. 
These  have  recently  been  re-examined  and  re- 
classified as  follows:  hypernephromas,  39-42; 

carcinomas,  39—42;  embryonal  carcinoma  in 
children,  6-5;  epithelioma  of  kidney  pelvis, 
3-2.5;  metastatic  growths,  3-2.5;  and  sarcomas, 
8-6  per  cent. 

Among  the  hypernephromas  7.5  per  cent  of 
recoveries  were  noted,  while  among  the  car- 
cinomas 13  per  cent  recoveries  were  recorded. 
This  shows  a variation  from  the  percentage 
found  in  Dr.  Gaspar’s  series.  While  it  is  ad- 
mitted that  there  is  wide  divergence  of  opinion 
as  to  the  proper  classification  of  certain  kid- 
ney tumors,  our  laboratory  has  for  some  time 
adhered  closely  to  the  classification  used  by 
Ewing  in  this  type  of  neoplasm,  and  we  have 
for  a long  time  urged  the  separation  of  the  adeno- 
carcinomas of  the  kidney  from  the  hyperne- 
phroma group. 

Of  the  group  of  six  embryonal  carcinomas  1 
patient  has  been  well  for  more  than  five  years 
while  the  other  5 are  dead  or  show  at  present 
widespread  metastases. 


In  the  diagnostic  laboratory  of  the  Institute 
162  cases  of  kidney  neoplasms  have  been  ex- 
amined. These  contain:  hypernephromas,  71- 

43.5;  carcinomas,  60-37 ; epithelioma  of  kidney 
pelvis,  20-12.5;  and  sarcomas,  11-7  per  cent. 

This  group  did  not  include  the  embryonal 
kidney  tumors  in  children,  19  of  whom  were 
examined.  In  this  latter  group  the  age  varied 
from  three  months  to  eight  years,  with  an  aver- 
age age  of  4 years.  Twelve  patients  were  girls  and 
7 were  boys,  a proportion  of  almost  2 to  1 in 
favor  of  the  girls. 

In  the  adult  group  above  described  85  per 
cent  of  the  patients  showed  the  disease  in  the 
fifth,  sixth,  and  seventh  decades  with  the  sixth 
decade  alone  accounting  for  40  per  cent  of  the 
total.  In  this  group,  moreover,  there  are  102 
men  and  60  women.  It  will  be  noted  that  this 
proportion  almost  exactly  reverses  that  found 
in  our  series  of  embryonal  tumors  of  chil- 
dren. 

A comparison  of  the  two  series  of  cases  re- 
ported above  will  show  a very  close  approach  of 
percentages  of  the  tumors  falling  in  each  group. 
This  is  significant  because  the  reviews  were  inde- 
pendently made  and  each  group  contains  a suf- 
ficient number  of  cases  to  be  important. 


DOCTOR’S  EDUCATION  “TOO  LONG  AND  TOO  SHORT” 


I question  the  practicalities  of  the  present  pur- 
suit of  the  degree  of  Doctor  of  Medicine,  which 
follows  a course  of  education  which  is  too  long 
and  too  short;  a course  which  is  more  heavily 
loaded  than  is  required  for  any  other  professional 
degree;  too  long  to  permit  the  student  to  enter 
practical  life  in  his  best  years  and  too  short  to 
feed  him  the  special  fundamental  knowledge  he 
should  possess  before  he  steps  into  his  public  serv- 
ice. 

Eight  years  of  required  college  work  brings  the 
average  student  to  26  or  27  years  of  age  before  he 
leaves  school.  Then  he  must  have  two  years  of 
hospital  work  to  learn  the  practical  application 
of  some  of  the  facts  he  has  learned.  He  will  then 
be  29  or  30  years  old  before  he  may  be  permitted 
to  earn  his  living  through  professional  work.  I 
do  not  believe  that  four  years  of  medicine  is  too 
long  or  long  enough,  but  I believe  that  some  pro- 
cedure should  be  evolved  to  bring  the  physician 
earlier  into  practice.  Possibly  he  might  be  well 
prepared  for  his  peculiar  life  by  giving  him  six 
years  of  scientific  and  medical  education,  omitting 
all  frills  and  specialty  teaching  and  concentrat- 
ing on  practical  general  medicine,  and  minor 
surgery  and  traumatics  and  obstetrics,  in  order 
to  give  him  the  best  preparation  for  the  average 
care  of  the  average  patient. 

Internships  are  most  valuable  opportunities  to 
learn  practical  medicine.  The  patients  are  hu- 
man beings  who  represent  the  average  of  clinical 
experience.  If  the  intern  is  wise  he  will  think  of 
them  as  prototypes  of  the  patients  he  hopes  to 
have;  he  will  study  each  one  as  an  individual; 


he  will  try  to  learn  something  of  his  biologic  in- 
heritance and  his  social  experience;  he  will  not 
classify  him  as  a case  of  this  or  that  disease  but 
as  a person  suffering  from  a disease;  he  will  not 
treat  a disease  but  he  will  treat  the  patient.  If 
he  will  always  do  this  he  will  come  to  know  people 
and  such  knowledge  will  attract  people  to 
him. 

Concentration  of  medical  education  into  six 
years  of  scientific  study  will,  of  course,  be  criti- 
cized by  the  advocates  of  broad  culture,  which 
they  claim  is  necessary  to  the  joy  of  living  and 
the  understanding  of  human  problems.  I be- 
lieve, however,  that  giving  the  physician  as  clear 
a vision  of  the  physiology  of  life  as  possible  would 
be  the  best  equipment  for  him  to  apply  as  a sci- 
entific approach  to  the  treatment  of  sick  people, 
who  will  in  their  turn  educate  him  in  the  real 
values  of  public  service. 

If  the  physician  has  a flexible  intelligence  he 
will,  no  doubt,  follow  an  inclination  toward  some 
satisfactory  hobby.  A surprising  number  of 
physicians  have  found  delight  in  the  pursuit  of 
the  charms  of  music;  many  have  recently  ex- 
posed to  public  view  their  accomplishments  in 
the  fields  of  painting  and  sculpture;  many  have 
found  leisure  for  the  refreshment  of  outdoor 
sports  and  the  pursuit  of  studies  in  natural  his- 
tory. 

Culture  will  bless  the  physician  if  he  desires  it, 
but  his  chief  satisfactions  will  come  from  his  ef- 
forts to  help  people  who  are  suffering  from  the  in- 
capacities of  sickness. — Nathan  B.  Van  Etten, 
M,D.,  presidential  address  before  the  A.M.A , 
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Jaundice  may  be  defined  as  a condi- 
tion in  which  the  bilirubin  concentra- 
tion of  the  blood  serum  is  increased. 
Many  of  us  have  been  faced  with  the  per- 
plexing diagnostic  problem  presented  by 
a case  of  jaundice.  The  constant  and 
difficult  question  to  answer  is  whether  the 
particular  case  of  jaundice  is  one  that 
can  be  relieved  by  surgical  means  or  by 
purely  medical  procedures.  It  is  only  by 
a thorough  and  complete  understanding 
of  this  subject  that  one  may  be  in  a better 
position  to  make  such  a decision.  The 
present  report  consists  of  a study  of  125 
cases  of  jaundice. 

Pathology 

Our  true  conception  of  jaundice  really 
began  with  the  researches  of  Me  Nee,1 
who  produced  some  interesting  experi- 
ments in  1913  while  working  in  Aschoff’s 
laboratory.  These  observations  revealed 
two  very  important  facts — first,  that  it  is 
the  Kupffer  cells  and  not  the  hepatic 
epithelial  cells  which  are  concerned  in  the 
production  of  bile  pigment,  and  second, 
that  these  Kupffer  cells  are  scattered 
irregularly  along  the  walls  of  the  hepatic 
sinusoids  and  are  merely  a part  of  the 
retieulo-endothelial  system,  which  in 
mammals  is  concentrated  for  the  most 
part  in  the  spleen  and  bone  marrow. 
Me  Nee’s  conception,  therefore,  was  that 
bile  pigment  was  formed  from  hemo- 
globin by  the  retieulo-endothelial  cells 
and  that,  as  far  as  the  parenchymatous 
cells  of  the  liver  were  concerned,  they 
merely  acted  in  an  excretory  capacity. 

Whipple  and  Mann,2  at  about  the  same 
time,  offered  further  experimental  proof 
that,  under  pathologic  conditions  at  least, 
the  vast  bulk  of  the  bile  pigment  is  formed 
outside  of  the  liver.  The  liver  cells  excrete 
this  bile  pigment  brought  to  them  just  as 
the  epithelial  cells  of  the  kidney  excrete 
the  urea  carried  to  them  by  the  blood. 


With  regard  to  the  bilirubin  itself  it 
may  be  stated  that  it  is  formed  when- 
ever and  wherever  hemoglobin  is  broken 
down  either  by  the  action  of  the  reticulo- 
endothelial cells,  by  toxic  agents,  or  as 
the  result  of  the  absorption  of  hemor- 
rhagic areas  in  tissues  with  the  liberation 
of  iron  during  the  process.  Hemoglobin 
taken  up  from  the  blood  stream  by  the 
phagocytic  cells  which  are  anchored  with- 
in the  capillaries  of  the  liver,  spleen,  or 
bone  marrow  is  split  within  these  cells 
into  bilirubin  and  a colorless  iron-con- 
taining residue.  Both  of  these  sub- 
stances are  discharged  into  the  blood 
stream.  The  bilirubin  as  it  passes 
through  the  capillaries  of  the  liver  is 
selectively  taken  out  of  the  blood  by  the 
epithelial  hepatic  cells  and  is  excreted,  as 
a threshold  substance,  into  the  bile  cana- 
liculi,  whence  it  flows  as  part  of  the  bile 
secretion  through  the  biliary  ducts  into 
the  duodenum.  Most  of  the  pigment 
reaching  the  intestines  is  reduced  there  to 
urobilin  by  the  action  of  bacteria.  Some 
of  the  urobilin  is  excreted  in  the  feces  and 
some  absorbed  into  the  blood  stream. 
Under  normal  conditions  most  of  the 
urobilin  absorbed  into  the  blood  stream 
is  removed  by  the  liver  to  be  excreted  in 
the  bile  or  to  be  conserved  for  unknown 
purposes.  Under  certain  conditions  the 
liver  becomes  unable  to  remove  it  effi- 
ciently from  the  blood  stream  and  quite 
large  amounts  may  pass  from  the  blood 
to  the  urine. 

Mann3  and  his  co-workers  further 
showed  by  means  of  spectrophotometric 
determinations  of  the  bilirubin  concentra- 
tion in  the  veins  of  various  organs  that 
the  bulk  of  the  bilirubin  is  formed  in  the 
bone  marrow  and  that  the  amount  pro- 
duced by  the  liver  and  spleen  was  com- 
paratively insignificant.  He  further  found 
in  support  of  this  contention  that  the  re- 
moval of  the  spleen,  liver,  and  all  the  ab- 
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dominal  organs  did  not  stop  bilirubin 
formation.  Haldeman4  confirmed  this 
fact  by  another  technic.  He  injected 
laked  blood  intravenously,  and  by  means 
of  the  prussian  blue  reaction  for  iron  he 
was  able  to  show  in  which  tissues  the 
hemoglobin  was  converted  into  bilirubin 
with  the  liberation  of  iron.  Within  an 
hour  there  was  a marked  deposition  of 
pigment  in  the  reticulo-endothelial  cells 
of  the  bone  marrow  which  steadily  in- 
creased in  amount,  while  the  liver  and 
spleen  showed  only  slight  blue  color  which 
did  not  continue  to  increase  very  much  in 
amount. 

Fundamentally,  jaundice  may  be  con- 
sidered as  the  result  of  any  one  of  a 
variety  of  pathologic  mechanisms,  each 
one  of  which  may  cause  an  increase  in 
the  bilirubin  concentration  of  the  blood 
serum.  These  mechanisms  may  be  briefly 
enumerated  as  follows.  1.  Whenever 
an  excessive  destruction  of  the  red  blood 
cells  exists,  more  bilirubin  is  brought  to 
the  liver  cells  than  can  be  excreted  by 
them,  and  as  a result  of  this  an  increased 
concentration  of  bilirubin  in  the  blood 
stream  occurs.  2.  During  toxic  or  anoxe- 
mic  conditions  the  liver  cells  possess  a 
diminished  ability  to  excrete  the  usual 
amount  of  bilirubin  brought  to  them,  and 
as  a result  of  this  the  bilirubin  concentra- 
tion of  the  blood  stream  gradually  in- 
creases beyond  the  normal  limits.  3. 
Those  conditions  under  which  a combi- 
nation of  the  above  two  mechanisms  are 
involved  may  cause  jaundice.  The 
jaundice  that  results  from  any  of  the 
above  causes  has  also  been  referred  to  as 
the  retention  or  nonobstructive  forms  of 
jaundice.  4.  Whenever  obstruction  of 
the  bile  passages  occurs,  the  normal 
amount  of  bilirubin  brought  to  the  liver 
cells  and  excreted  by  them  is  unable  to 
escape  into  the  intestinal  tract  in  suffi- 
cient amount  and  is  therefore  reabsorbed 
into  the  blood  stream  with  the  resultant 
production  of  jaundice.  In  this  group  are 
included  such  obstructive  lesions  as  cal- 
culus, stricture,  suppuration,  or  carcino- 
matous involvement  of  the  common  or 
hepatic  bile  ducts  and  also  obstruction 
due  to  carcinoma  of  the  head  of  the  pan- 


creas. There  is  another  group  of  cases, 
however,  that  Rich5  has  also  included 
under  the  heading  of  regurgitant  jaun- 
dice and  which  are  sometimes  referred  to 
under  the  more  appropriate  general  head- 
ing of  resorptive  jaundice.  These  behave 
very  much  like  cases  of  obstructive  jaun- 
dice except  that  they  are  not  due  to  any 
of  the  above-mentioned  obstructive  le- 
sions. Their  pathology  is  confined  to  in- 
trinsic damage  of  the  liver  either  as  a com- 
bination of  atrophy  of  the  liver  cells  and 
increase  of  the  fibrous  tissue  or  to  some 
other  encroachment  as  carcinomatous  in- 
filtration of  the  organ.  From  the  prac- 
tical point  of  view  all  of  these  cases  to- 
gether with  those  included  in  Group  4 
belong  under  the  common  heading  of  re- 
sorptive jaundice.  The  important  and 
significant  fact,  however,  which  must  not 
be  overlooked  is  that  although  the  jaun- 
dice resulting  from  obstructive  lesions  is 
due  to  resorption  not  all  cases  of  resorp- 
tive jaundice  are  necessarily  the  result 
of  any  of  the  above-mentioned  types  of 
obstruction.  From  the  biochemical  point 
of  view  it  must  also  be  emphasized  that 
the  blood  in  these  cases  of  resorptive 
jaundice  contains  all  the  elements  of  the 
bile,  i.e.,  bile  salt,  bilirubin,  and  cho- 
lesterol, while  in  the  cases  of  retention 
jaundice  the  blood  contains  pure  bili- 
rubin. 

Differential  Origin  of  Bilirubin 

The  next  important  and  interesting  ob- 
servation in  the  study  of  jaundice  was 
that  of  Van  den  Berg  in  1918.  He  stated 
that  there  are  apparently  two  forms  of 
bilirubin  in  existence.  This  he  predicated 
upon  the  fact  that  under  certain  condi- 
tions bilirubin  in  the  serum  gave  an  im- 
mediate reaction  when  brought  in  contact 
with  the  Diazo  reagent,  while  under  cer- 
tain other  conditions  serum-containing 
bilirubin  gave  this  reaction  only  after  the 
addition  of  alcohol.  The  first  reaction 
he  designated  as  the  direct  immediate, 
while  the  other  one  requiring  the  addition 
of  alcohol  he  designated  as  the  indirect 
reaction.  This  difference  in  the  response 
on  the  part  of  bilirubin  to  the  Diazo 
reagent  seems  to  depend  upon  what  hap- 
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pens  to  it  when  it  passes  through  the 
liver  cells.  Before  passage  through  the 
liver  cells  the  bilirubin  is  in  a certain 
physicochemical  state  possibly  in  combi- 
nation with  the  plasma  proteins,  in  which 
form  linkage  with  the  Diazo  reagent  can- 
not occur  without  the  assistance  of  alco- 
hol. The  passage  through  the  liver  cells 
seems  to  render  the  bilirubin  free  to  link 
up  with  this  reagent  at  once.  Thus,  for 
example,  bile  obtained  from  the  gall- 
bladder gives  an  immediate  direct  re- 
action, while  increased  bilirubin  concen- 
tration of  the  serum  resulting  from  ab- 
sorption of  hemorrhagic  areas  or  in- 
farcts gives  the  indirect  reaction. 

Relationship  Between  Bile  and 
Glycogen  Formation  in  the  Liver 

Forsgren6  has  reported  some  very 
interesting  observations  upon  the  rela- 
tionship between  bile  and  glycogen  forma- 
tion in  the  liver.  Using  rabbits,  he  found 
that  in  the  normal  animal  a cycle  existed 
during  which  the  percentage  of  glycogen 
and  bile  varied  inversely  to  each  other. 
Thus,  the  glycogen  was  low  when  the  bile 
was  greatest  in  amount  and  vice  versa. 
He  also  found  that  glycogen  was  first  de- 
posited around  the  central  vein  of  the 
lobule  and  remained  there  the  longest, 
while  the  bile  was  mostly  concentrated  in 
the  periphery  of  the  lobule.  Thus,  one 
can  readily  see  that  if  conditions  similar 
to  those  found  by  Forsgren  in  the  normal 
rabbit  should  exist  in  the  jaundiced  ani- 
mal or  patient,  it  would  explain  very  well 
why  a decreasing  glycogen  content  of  the 
liver  follows  upon  biliary  obstruction. 
Such  a condition  was  actually  found  to 
exist  in  the  experimental  work  of  Varela, 
Duomarco,  and  Munilla,7  who  reported 
that  after  the  experimental  production  of 
jaundice  by  ligation  of  the  common 
duct,  a marked  reduction  in  the  glycogen 
content  of  the  liver  resulted.  Ravdin,8 
basing  his  opinion  on  some  experimental 
observations,  reported  that  he  found  an 
average  of  5.5  Gm.  per  100  Gm.  of  liver 
in  the  normal  dog,  while  the  liver  of  dogs 
with  obstructed  bile  ducts  (nine  animals) 
contained  only  1.4  Gm.  of  glycogen  per 
100  Gm.  of  liver. 


Behavior  of  Various  Types  of  Jaundice 
to  the  Administration  of  Dextrose 

It  has  been  noticed  by  many  observers 
that  certain  types  of  jaundice  cases  are 
associated  with  rather  low  blood  sugars 
while  others  are  accompanied  by  increased 
blood  sugar  values.  Thus,  in  cases  of 
severe  toxic  jaundice  that  go  on  to  acute 
yellow  atrophy,  the  fasting  blood  sugars 
have  a tendency  to  be  very  low,  and  some 
of  the  lowest  figures  have  been  obtained 
in  the  fatal  cases.  Meulengracht  reported 
finding  a characteristic  low  fasting  blood 
sugar  value  in  a large  percentage  of  his 
cases  of  catarrhal  jaundice.  After  the  ad- 
ministration of  50  Gm.  of  dextrose,  these 
cases  developed  a normal  hyperglycemia 
with  a subsequent  marked  hypoglycemic 
phase.  In  3 cases  terminating  in  death 
with  the  characteristic  clinical  picture  of 
acute  yellow  atrophy  of  the  liver,  he  found 
extremely  low  fasting  blood  sugar  levels. 
Ferguson,9  on  the  other  hand,  found  that 
after  removal  of  the  gallbladder  and  liga- 
tion and  section  of  the  common  duct  in 
dogs  the  peak  of  the  sugar  tolerance  curve 
following  dextrose  administration  became 
progressively  higher  and  also  had  a tend- 
ency to  be  later  in  appearance  as  the 
jaundice  increased.  Lande  and  Pollack10 
have  reported  several  cases  of  jaundice 
with  hyperglycemia  and  glycosuria  that 
were  rather  difficult  to  control  with  diet 
and  fairly  liberal  doses  of  insulin.  With 
the  relief  of  the  obstructive  jaundice  by 
surgical  means  there  was  a complete 
restoration  to  normal  of  the  carbohydrate 
function  in  all  these  cases. 

Mechanisms  Involved  in  the  Production 
of  Jaundice 

Many  of  the  difficulties  encountered  in 
our  clinical  studies  of  jaundice  cases  are 
principally  due  to  our  lack  of  appreciation 
as  to  the  underlying  mechanism  involved. 
I think  that  the  problem  could  be  ap- 
proached more  sensibly  by  the  separa- 
tion of  all  jaundice  cases  under  two  main 
headings:  (1)  retention  jaundice  and  (2) 

resorptive  jaundice. 

Retention  Jaundice 

Retention  jaundice  refers  to  the  in- 
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crease  in  the  circulating  bilirubin  that  is 
brought  about  by  causes  other  than  ob- 
structive lesions  bf  the  common  duct  or 
intrinsic  lesions  of  the  liver.  Under  this 
heading  may  be  included  the  following 
case  classification. 

1.  Cases  showing  hemolysis  of  the  red 
blood  cells — (a)  hemolytic  jaundice;  (b) 
pernicious  anemia;  (c)  splenomegalic 
hemolytic  anemia ; (d)  sickle  cell  anemia ; 
(e)  acute  infectious  diseases  associated 
with  increased  red  blood  cell  destruc- 
tion; (f)  icterus  neonatorum;  (g)  in- 
farctions; and  (h)  Weil’s  disease. 

2.  Conditions  that  cause  an  anoxemia 
of  the  liver  cells — (a)  cardiac  decompen- 
sation ; (b)  toxic  hepatitis  resulting  from 
the  toxic  action  of  such  drugs  as  arsphen- 
amine,  chloroform,  phosphorus,  etc.,  or 
from  hematogenous  infections;  and  (c) 
anoxemia  due  to  the  occurrence  of  pul- 
monary infarctions. 

Thus,  it  is  noted  that  just  like  reten- 
tion in  the  case  of  any  other  organ  reten- 
tion jaundice  signifies  (1)  that  an  in- 
creased amount  of  bilirubin  is  being 
brought  to  the  liver  cells  far  beyond  their 
capacity  to  excrete  normally,  and  (2) 
that  as  the  result  of  some  injury  to  the 
liver  cells  there  exists  a diminished  ability 
of  the  cells  to  excrete  the  normal  amount 
of  bilirubin  brought  to  them. 

The  bilirubin  that  accumulates  in  the 
circulation  as  a result  of  these  changes  is 
in  the  pure  form  bound  in  some  way  to 
the  plasma  proteins.  It  has  been  noticed 
that  the  bilirubin  in  this  form  does  not 
pass  very  readily  through  the  kidney. 
Clinically  this  is  borne  out  by  the  fact 
that  hemolytic  bilirubin  does  not  pass 
into  the  urine  until  the  concentration  be- 
comes very  high  and  Van  den  Berg  is  of 
the  opinion  that  bilirubin  of  the  pure 
hemolytic  jaundice  never  appears  in  the 
urine.  Likewise  the  bile  salts  are  absent 
from  the  urine  in  cases  of  retention 
jaundice.  Urobilin,  however,  is  present 
in  the  urine  to  a considerable  extent. 
This  is  also  found  to  be  increased  in  the 
feces  in  this  form  of  jaundice.  The  fact 
that  the  bilirubin  is  combined  with  the 
plasma  proteins  may  possibly  explain 
why  the  addition  of  alcohol  becomes 


necessary  in  producing  the  reaction  with 
the  Diazo  reagent.  In  other  words, 
hemolytic  type  of  bilirubin  gives  either  the 
indirect  or  the  delayed  direct  Van  den 
Berg  reaction.  Sometimes  a mixed  re- 
action is  obtained  in  the  form  of  a reddish 
color  slowly  deepening  to  a violet.  This 
indicates  that  both  types  of  bilirubin  are 
present,  and  it  is  the  more  usual  reac- 
tion seen  in  the  toxic  forms  of  jaundice. 

Resorptive  Jaundice 

In  the  resorptive  or  regurgitant  (Rich) 
jaundice,  the  bile  is  excreted  by  the  liver 
cells  but  it  succeeds  in  re-entering  the 
blood  stream.  Under  this  heading  may 
be  included  the  following  types  of  cases. 

1.  Obstructive  jaundice — (a)  calculus 
in  common  duct  or  ampulla  of  Vater; 
(b)  stricture  of  the  common  duct;  (c) 
marked  suppuration  of  the  common  duct ; 
(d)  carcinoma  of  the  common  duct;  (e) 
extrinsic  pressure  from  glands,  scar  tissue, 
or  carcinoma  of  the  head  of  the  pancreas. 

2.  Intrinsic  hepatic  disease — (a)  cir- 
rhosis of  the  liver;  (b)  carcinomatous  in- 
volvement of  the  liver;  (c)  abscess  of  the 
liver. 

3.  Toxic  liver  damage. 

It  is  thus  seen  that  while  all  cases  of 
obstructive  jaundice  are  resorptive  not 
all  cases  of  resorptive  jaundice  are  ob- 
structive. In  resorptive  jaundice  the  en- 
tire contents  of  the  bile  canaliculi,  i.e., 
the  whole  bile  consisting  of  bilirubin,  bile 
salts,  and  cholesterol,  enter  the  blood 
stream.  The  bile  salts  are  the  most  toxic 
factor  in  the  bile.  They  change  the  sur- 
face tension  of  the  cells  and  probably  alter 
normal  cell  metabolism,  as  well  as  cause 
the  pruritis  that  may  be  such  a distress- 
ing feature.  The  bilirubin  and  bile  salts 
appear  very  quickly  in  the  urine.  The 
urobilin  in  the  feces  is  decreased  or  ab- 
sent. The  Van  den  Berg  reaction  is  the 
direct  immediate.  In  those  cases  where 
the  obstruction  is  complete,  the  char- 
acteristic clay  colored  stools  will  persist, 
and  this  serves  as  a good  clinical  observa- 
tion never  to  be  lost  sight  of. 

It  will  be  noticed  that  in  the  above 
classification  cases  of  toxic  liver  damage, 
as  seen  in  arsphenamine  poisoning,  acute 
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Fig.  1.  Sugar  tolerance  curve. 


yellow  atrophy,  and  acute  infectious 
jaundice,  have  been  classified  as  occurring 
both  under  the  retention  jaundice,  be- 
cause of  the  hemolysis  of  the  red  blood 
cells  incident  to  the  toxic  process,  and 
under  the  anoxemia  of  the  liver  cells. 
With  the  progress  of  this  pathologic  le- 
sion, however,  actual  rupture  of  the  bile 
canaliculi  occurs  with  the  resorption  of 
their  contents  into  the  blood  stream. 
As  a result  of  this  combined  pathologic 
lesion  this  group  has  really  been  the 
stumbling  block  in  the  differentiation  of 
clinical  cases  into  the  obstructive  and 
nonobstructive  jaundice  groups. 

Clinical  Grouping  of  Jaundice  Cases 

From  the  point  of  view  of  really  under- 
standing the  mechanism  of  the  type  of 
jaundice  present  in  a particular  case,  the 
above-mentioned  classification  is  very 
useful  and  important.  From  the  clinical 
and  diagnostic  point  of  view,  however,  a 
more  practical  grouping  may  be  arranged. 
In  this  our  prime  object  is  to  be  able  to 
separate  the  so-called  surgical  cases  from 
the  medical  ones.  The  following  groups 
have  been  found  suitable  for  this  pur- 
pose. 1.  The  toxic  group — this  includes 
all  those  cases  of  jaundice  produced  by 
the  action  of  such  toxic  substances  as 
arsphenamine,  cinchophen,  etc.,  the  in- 
fectious (catarrhal)  jaundice,  and  acute 
yellow  atrophy.  2.  The  obstructive 
group — this  may  be  arranged  under  two 
subgroups:  (A)  includes  those  cases  of 

jaundice  arising  as  a result  of  chole- 
lithiasis with  stone  in  the  common  duct  or 
ampulla  of  Vater,  and  blocking  of  the 
common  duct  and  bile  passages  as  the 
result  of  stricture  or  suppuration;  and 
(B)  those  cases  of  jaundice  arising  as  a re- 


sult of  carcinoma  of  the  head  of  the  pan- 
creas or  common  duct.  3.  The  intrinsic 
hepatic  group — this  consists  of  cases  of 
jaundice  arising  as  the  result  of  such 
pathologic  changes  as  cirrhosis,  primary 
or  secondary  carcinomatosis,  or  abscess 
of  the  liver.  4.  The  hemolytic  group — 
this  includes  such  diseases  as  hemolytic 
jaundice,  pernicious  anemia,  icterus  neo- 
natorum, etc.  5.  The  undetermined 


Fig.  2.  Sugar  tolerance  curve. 


group — this  includes  cases  of  jaundice 
due  to  absorption  from  large  hematomas, 
infarcts,  or  as  a result  of  cardiac  decom- 
pensation. 

Determination  of  the  Degree  of  Icterus 

There  are  two  procedures  that  have 
been  advocated  for  the  detection  of  the 
degree  of  icterus,  the  quantitative  Van 
den  Berg  and  the  icterus  index  tests.  Of 
these  two  the  Van  den  Berg  gives  the  more 
accurate  results  because  of  the  fact  that 
such  interfering  substances  as  carotene 
and  lipochrome  are  eliminated  in  this 
procedure.  The  procedure  most  widely 
employed  for  determining  the  quantita- 
tive Van  den  Berg  is  that  suggested  by 
Thannhauser  and  Andersen,  which  mini- 
mizes the  error  incident  to  absorption  of 
bilirubin  by  the  protein  precipitate  in 
serums  containing  large  quantities  of 
bilirubin,  particularly  in  obstructive  hy- 
perbilirubinemia. The  normal  figures 
with  this  method  may  be  considered  as 
0.5  mg.  per  hundred  cubic  centimeters  of 
serum  or  plasma,  with  an  upper  limit  that 
may  be  as  high  as  0.8  mg.  This  method 
is  the  only  means  we  have  of  detecting  a 
latent  jaundice.  Values  above  10  mg. 
of  blood  serum  are  extremely  rare, 
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while  values  above  6 mg.  are  unusual  in 
hemolytic  or  retention  jaundice.  The 
icterus  index  furnishes  a practical  method 
for  determining  the  degree  of  icterus. 
This  procedure  is  based  upon  the  ob- 
servations originally  reported  by  Meulen- 
gracht.  Such  substances  as  carotene  and 
lipochrome,  however,  interfere  with  the 
results.  The  normal  values  are  usually 
considered  from  4 to  6.  Values  from  7 to 


Fig.  3.  Sugar  tolerance  curve. 


15  are  obtained  in  the  so-called  cases  of 
latent  jaundice. 

Liver  Function  Tests  and  Their 
Diagnostic  Value 

Unfortunately,  the  various  procedures 
that  have  been  advocated  to  measure  the 
functional  capacity  of  the  liver  have  at 
times  also  been  employed  diagnostically 
in  an  attempt  to  distinguish  clinically  ob- 
structive from  nonobstructive  cases  of 
jaundice.  These  tests,  however,  can  only 
be  relied  upon  to  determine  whether  or 
not  the  particular  jaundice  is  associated 
with  liver  damage.  The  functional  ca- 
pacity of  the  liver  is  such  that  some  obser- 
vers have  demonstrated  that  as  much  as 
90  per  cent  of  the  organ  may  be  destroyed 
experimentally  without  showing  any  evi- 
dence of  functional  impairment.  Such 
procedures  as  the  blood  phosphatase, 
total  and  free  cholesterol,  fibrinogen,  vari- 
ous dyes,  levulose  and  galactose  tests 
can  only  be  expected  to  show  the  presence 
of  functional  hepatic  impairment.  Where 
such  procedures  have  been  advocated  as 
a means  of  differentiating  between  ob- 
structive and  nonobstructive  jaundice, 
they  have  yielded  disappointing  results. 

Bromsulfalein  Test. — Of  all  the  dye 


Icterus  inde»  27.5 


tests  that  have  been  advocated  for  de- 
tecting impairment  in  liver  function  the 
bromsulfalein  is  the  best  to  employ. 
At  the  end  of  one-half -hour  period  there 
should  be  no  dye  left  in  the  blood  stream 
in  the  absence  of  liver  damage.  This  test 
seems  to  be  particularly  striking  in  the 
severe  toxic  jaundice,  arsphenamine  and 
chloroform  poisoning,  and  acute  yellow 
atrophy.  In  cirrhosis  and  carcinoma  the 
results  are  much  more  variable  because  of 
the  fact  that  in  these  conditions  there  are 
frequently  enough  normal  cells  left  to 
excrete  the  dye. 

Levulose  Test. — This  test  is  based 
upon  the  fact  that  levulose  is  stored  in 
the  liver  as  rapidly  as  it  is  absorbed  from 
the  intestinal  tract,  and  it  was  for  this 
reason  that  Strauss  in  1901  advocated  its 
use  as  a functional  test  which  he  thought 
would  enable  one  to  differentiate  between 
the  obstructive  and  toxic  cases  of  jaun- 
dice. This,  however,  has  not  proved  to 
be  the  case.  The  usual  method  is  to  al- 
low 40  Gm.  of  levulose  by  mouth  and 
follow  the  blood  sugar  rise  for  several 
hours.  In  cases  of  diffuse  liver  damage 
the  blood  sugar  curve  is  unusually  high, 
with  the  peak  at  the  one-and-one-half  to 
two-hour  period. 

Galactose  Test. — This  sugar  may  be 
used  instead  of  the  levulose  and  here  the 
urinary  findings  are  followed.  When  40 
Gm.  of  the  galactose  is  given  by  mouth,  a 
loss  of  over  1 Gm.  or  a rise  of  more  than 
30  mg.  in  the  blood  sugar  is  an  indication 
of  liver  damage. 

Fibrinogen. — In  1933  Geill11  reported 
making  284  determinations  of  the  fibrin 
content  of  the  blood  plasma.  Most  of 
the  patients  were  icteric  as  a result  of  dis- 
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Fig.  5.  Sugar  tolerance  curve. 


turbances  of  the  liver  and  biliary  tract. 
He  felt  that  values  of  0.5  per  cent  or  less 
of  fibrin  indicated  diffuse  disorder  of  the 
hepatic  parenchyma,  as  in  hepatitis, 
acute  yellow  atrophy,  cirrhosis,  or  ex- 
tensive carcinomatous  metastasis  of  the 
liver.  Values  above  0.5  per  cent  indi- 
cated disturbances  of  the  biliary  tract, 
and  therefore  the  existing  jaundice  must 
be  considered  as  due  to  stasis.  Under 
this  group  of  biliary  tract  involvement  is 
included  cholelithiasis. 

In  some  previous  works  I12>13,14  re- 
ported upon  the  value  of  the  dextrose 
tolerance  test  in  the  diagnosis  of  jaundice. 
It  was  found  that  any  case  of  jaundice 
which,  after  the  administration  of  100 
Gm.  of  glucose  orally,  showed  a return  of 
the  blood  sugar  to  the  normal  level  at  the 
end  of  the  two-hour  period  denoted  a 
jaundice  of  toxic  origin,  in  which  instance 
operative  interference  would  be  of  no 
practical  value  and  might  add  consider- 
ably to  the  already  existing  liver  damage 
(Figs.  1 and  2).  It  was  also  found  that 
cases  of  jaundice  that  responded  to  the 
dextrose  tolerance  test  by  a failure  of  the 
blood  sugar  curve  at  the  end  of  the  two- 
hour  period  to  return  to  normal  indicated 
that  the  jaundice  was  due  to  such  lesions 
as  stricture,  suppuration,  calculus  or  car- 
cinoma of  the  common  duct,  carcinoma  of 
head  of  pancreas,  or  to  some  intrinsic 
liver  disease  as  cirrhosis,  carcinoma,  or 
abscess  (Figs.  3,  4,  and  5). 

From  the  surgeons  point  of  view  the 
cases  that  give  rise  to  these  so-called  “ob- 
structive” blood  sugar  curves  are  of  ex- 
treme importance,  for  not  all  cases  in- 
cluded under  this  heading  are  benefited  by 
surgery. 


In  another  communication  I reported 
on  a means  of  further  differentiating  the 
cases  of  jaundice  due  to  obstruction  of  the 
common  bile  duct  by  calculus,  stricture, 
suppuration,  or  carcinoma  of  the  head  of 
the  pancreas  from  those  due  to  such  in- 
trinsic hepatic  lesions  as  cirrhosis,  carci- 
noma, or  abscess  of  the  liver.  This 
method  consisted  of  placing  the  jaundiced 
patient  on  a regimen  of  250  Gm.  of  glu- 
cose orally,  10  units  of  insulin  twice  a day, 
and  daily  intramuscular  injections  of  liver 
extract. 

With  the  use  of  this  regimen  the  cases  of 
jaundice  due  to  benign  lesions  of  the  liver, 
such  as  cirrhosis,  reacted  by  a gradual  de- 
crease in  the  degree  of  icterus  after  a 
period  of  two  to  three  weeks  of  therapy. 
Those  cases  that  failed  to  respond  in  this 
manner  were  founcl  to  be  due  either  to 
calculus  in  the  common  duct  or  carcinoma 
of  the  head  of  the  pancreas  or  liver. 

Cirrhosis  of  Liver 

The  question  of  therapy  in  cases  of  cir- 
rhosis of  the  liver  has  always  been  a rather 
difficult  one  to  solve.  I feel  that  with  the 
experimental  and  clinical  data  that  I have 
assembled  in  the  past  eight  years  much 
more  favorable  results  can  be  expected  if 
our  therapy  is  based  upon  these  observa- 
tions. In  the  first  place  the  effect  of  the 
pathologic  lesion  must  be  viewed  in  the 
light  of  functional  derangement  of  the 
liver.  There  results  in  these  cases  a defi- 
nite hepatic  insufficiency,  just  as  patho- 
logic lesions  of  the  heart  and  kidney 
produce  their  respective  insufficiencies. 
Without  entering  into  the  detailed  theo- 
retical discussion  leading  up  to  my  ob- 
servations which  are  to  be  published  in 
another  paper,  I wish  to  present  here 
those  pertinent  factors  that  play  an  im- 
portant part  in  the  therapy  of  cirrhosis  of 
the  liver  and  that  properly  belong  here  in 
the  general  discussion  of  jaundice. 

Adequate  experimental  data  has  been 
furnished  to  convince  us  that  liver  damage 
and  its  repair  are  greatly  dependent  upon 
and  very  much  benefited  by  carbohydrate 
ingestion.  The  storage  of  such  ingested 
carbohydrates,  being  principally  centered 
in  the  liver,  is  greatly  interfered  with  as 
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the  result  of  the  liver  damage.  To  combat 
this  difficulty  numerous  observers  have 
advocated  the  use  of  insulin  combined 
with  the  increased  administration  of  car- 
bohydrates in  an  effort  to  combat  this 
deficiency.  There  also  occurs,  however, 
as  the  result  of  liver  damage  and  particu- 
larly in  the  lasting  changes  of  cirrhosis,  a 
definite  vitamin  Bi  deficiency.  This  has 
only  recently  been  definitely  established 
and  confirms  our  previous  clinical  ob- 
servation of  various  peripheral  nerve 
lesions  that  are  associated  with  some  of 
these  cases  of  cirrhosis.  Whether  such 
changes  are  the  direct  result  of  the  in- 
gestion of  large  amounts  of  alcohol  as  has 
been  contended  or  are  the  result  of  the 
functional  damage  to  the  liver  has  not 
yet  been  definitely  established.  It  is  my 
belief,  however,  that  the  liver  damage  is 
the  greater  of  these  two  factors. 

I have  found  that  these  cases  of  cir- 
rhosis are  greatly  improved  by  the  daily 
intramuscular  injection  of  liver  extract, 
and  where  peripheral  neuritis  co-exists, 
complete  restoration  of  function  has  been 
obtained  in  all  the  cases  that  have  been 
treated  by  this  method  up  to  the  present 
time.  As  a result  of  these  various  obser- 
vations I have  formulated  a routine  pro- 
cedure for  these  cases  of  cirrhosis  that  has 
yielded  very  encouraging  and  striking  re- 
sults. 

The  patient  with  cirrhosis  is  given  the 
following  regimen.  1.  Two  hundred  and 
fifty  Gm.  of  glucose  dissolved  in  1,000  cc. 
of  water  and  flavored  with  the  juice  of  3 
or  4 lemons  are  made  up,  and  this  quan- 
tity is  consumed  during  the  twenty-four- 
hour  period.  2.  An  ampule  of  liver  ex- 
tract is  given  intramuscularly  every  day. 
For  this,  either  the  new  concentrated  1 
cc.  ampule  may  be  used  or  the  old  3 cc. 
one.  3.  Regular  insulin  is  given  in  10- 
unit  doses,  one  injection  in  the  morning 
and  one  in  the  evening.  4.  High  carbo- 
hydrate diet  is  given  in  addition.  5.  If 
ascites  is  present,  adequate  abdominal 
paracentesis  is  performed  at  varying 
intervals  during  the  period  of  treatment 
for  its  relief. 

On  this  regimen  jaundice,  if  present, 
gradually  subsides.  The  ascites  dimin- 


ishes, and  there  occurs  a complete  clear- 
ing up  of  the  symptoms  of  peripheral  neu- 
ritis, if  present.  The  period  of  treatment 
varies  from  four  weeks  to  several  months 
depending  upon  the  severity  of  the  case, 
and  where  prolonged  treatment  is  neces- 
sary, it  is  sometimes  advisable  to  allow 
intervals  of  from  one  week  or  ten  days, 
every  three  weeks,  wherein  the  liver  in- 
jections are  temporarily  stopped. 

Our  Procedure  in  Study  of  Cases  of 
Jaundice 

When  a patient  is  admitted  with  jaun- 
dice a certain  routine  of  procedure  is 
usually  followed.  The  icterus  index,  Van 
den  Berg,  total  and  free  cholesterol,  and 
blood  phosphatase  determinations  are 
made.  The  stools  are  observed  for  evi- 
dence of  bile  excretion  by  that  route. 
The  duodenal  drainage  is  also  performed 
for  the  information  that  it  may  yield.  A 
flat  plate  of  the  abdomen,  of  course,  must 
also  be  included  as  a routine  procedure, 
although  it  must  be  remembered  that 
even  the  presence  of  a shadow  in  the 
region  of  the  gallbladder  does  not  neces- 
sarily mean  that  the  jaundice  is  the  result 
of  calculus  obstruction.  We  have  had 
just  such  a case  where  the  entire  gall- 
bladder was  one  calcific  mass  as  revealed 
by  the  flat  plate  of  the  abdomen.  Opera- 
tion, however,  disclosed  that  the  jaundice 
was  the  result  of  extensive  carcinomatous 
infiltration  of  the  liver.  We  rely  a good 
deal  also  upon  the  type  of  sugar  tolerance 
curves  that  are  obtained  with  these 
patients.  Thus,  in  cases  of  jaundice 
where  a sugar  tolerance  curve  similar  to 
that  seen  in  Fig.  1 or  Fig.  2 is  obtained, 
the  jaundice  is  considered  to  be  due  to 
purely  toxic  causes,  and  hence  surgical 
interference  is  ruled  out.  On  the  other 
hand  if  a sugar  tolerance  curve  is  obtained 
similar  to  that  seen  in  Figs.  3,  4,  or  5,  the 
presence  of  so-called  surgical  jaundice 
should  be  suspected.  If  all  the  other 
available  data  still  make  one  doubtful  as 
to  the  exact  mechanism  of  the  jaundice, 
it  is  far  safer  to  adopt  the  conservative 
method  of  administering  to  such  a patient 
250  Gm.  of  glucose  with  10  units  of  insulin 
twice  a day  and  the  injection  of  an  ampule 
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of  liver  extract  once  a day.  This  proce- 
dure is  continued  for  a period  of  two  weeks. 
If  at  the  end  of  that  time  the  degree  of 
icterus  has  remained  unchanged  or  has  in- 
creased, the  lesion  reduces  itself  down  to 
either  one  of  calculus  obstruction  or  carci- 
noma of  the  head  of  the  pancreas  or  liver. 
Surgical  intervention  is  certainly  justified 
in  such  cases. 

Discussion 

In  arriving  at  a diagnosis  as  to  the  na- 
ture of  any  existing  jaundice  the  com- 
posite picture,  both  clinical  and  labora- 
tory, must  be  properly  utilized,  for  it  is 
only  by  this  means  that  errors  may  be 
avoided.  From  the  clinical  point  of  view 
the  age  of  the  patient  and  history  of  colic 
or  of  a previous  attack  of  upper  respira- 
tory infection  are  extremely  important. 
Likewise  the  palpation  of  a markedly  dis- 
tended gallbladder  or  the  persistence  of 
clay  colored  stools  must  not  be  lost  sight 
of. 

The  attempt  at  duodenal  drainage  must 
be  made  in  order  to  learn  whether  or  not 
the  obstruction  is  complete,  as  seen  in 
cases  of  carcinoma  of  the  head  of  the  pan- 
creas— also  whether  or  not  the  bile 
contains  cholesterol  crystals,  indicative  of 
the  presence  of  calculi. 

From  the  laboratory  point  of  view  the 
determination  of  the  degree  of  icterus,  the 
Van  den  Berg  test,  and  the  dextrose  toler- 
ance test  are  extremely  important.  If 
the  latter  shows  the  so-called  obstructive 
type  of  curve  and  there  is  some  doubt  as 
to  whether  the  lesion  is  due  to  calculus 
obstruction  or  intrinsic  hepatic  disease, 
the  advocated  procedure  of  using  250 
Gm.  of  glucose  daily  with  insulin  and 
daily  intramuscular  injections  of  liver 
extract  should  be  resorted  to  for  a period 
of  at  least  two  weeks,  with  further  check 
up  on  these  laboratory  procedures  at  the 
end  of  that  period.  If  the  jaundice  still 
persists  to  the  same  degree  or  severer, 
then  surgical  intervention  is  certainly  the 
only  procedure  to  be  recommended. 

I should  also  like  to  mention  here  the 
importance  of  doing  a blood  sedimenta- 
tion test  in  cases  of  jaundice.  Those 
cases  associated  with  carcinomatous  in- 


volvement of  either  the  liver  or  pancreas 
are  nearly  always  accompanied  by  a 
rapid  sedimentation  rate.  It  must  be  re- 
membered, however,  in  this  connection 
that  severe  anemias  resulting  from  hemor- 
rhage can  also  give  rise  to  a rapid  sedi- 
mentation rate  and  also  that  large  in- 
creases in  the  blood  cholesterol  cause  a 
corresponding  increase  in  the  sedimenta- 
tion rate. 

The  various  other  laboratory  data,  such 
as  the  total  and  free  cholesterol,  the  phos- 
phatase, and  the  bromsulfalein,  galactose, 
and  levulose  tests,  may  be  collected  for 
the  light  that  these  data  may  throw  on 
the  degree  of  functional  liver  impairment 
present  in  the  particular  case.  Such 
determinations  help  materially  in  evaluat- 
ing the  operative  risk  in  the  surgical  cases, 
and  they  should  be  utilized  in  every  case 
for  this  possible  additional  information. 

From  the  experience  that  I have  had 
with  the  aforementioned  procedures,  I 
am  obliged  to  conclude  that  they  are 
helpful  in  cases  of  jaundice  only  insofar 
as  they  demonstrate  the  existence  of  liver 
damage.  If,  however,  these  procedures 
are  employed  as  some  men  have  advo- 
cated— as  a means  of  detecting  the  so- 
called  obstructive  from  nonobstructive 
cases  of  jaundice — then  a great  deal  of  dis- 
appointment and  false  conclusions  are 
inevitable. 

Summary  and  Conclusions 

1 . J aundice  cases  should  be  considered 
from  the  point  of  view  of  the  productive 
mechanism  as  belonging  either  under  the 
retention  group  or  the  resorptive  group. 

2.  Obstructive  jaundice  cases  belong 
to  the  resorptive  group,  while  certain 
cases  of  toxic  jaundice  also  belong  to  the 
resorptive  group. 

3.  The  last-mentioned  fact  has  been 
the  stumbling  block  in  the  various  single 
tests  that  have  been  advocated  for 
differentiating  the  so-called  surgical  from 
the  medical  cases  of  jaundice. 

4.  Our  experience  has  led  us  to  believe 
that  no  single  test  is  available  to  make 
such  a definite  differential. 

5.  The  composite  picture,  both  clinical 
and  laboratory,  as  outlined  above  is  the 
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only  practical  method  for  approaching 
this  difficult  problem. 

6.  In  our  experience  the  dextrose 
tolerance  test,  if  properly  employed, 
gives  some  valuable  information. 

7.  Cases  of  jaundice  whose  dextrose 
tolerance  curve  is  similar  to  that  noted 
in  Figs.  1 and  2 rarely  are  benefited  by 
surgical  intervention. 
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TO  AVOID  PAST  MISTAKES  OF  MILITARY  MEDICINE 


If  or  when  war  comes,  every  million  men 
mobilized  need  7,500  doctors  drawn  from  civil 
practice.  Dentists,  nurses,  sanitary  engineers 
are  needed  too.  In  the  mobilization  of  four 
million  during  the  last  war,  more  than  a fourth 
of  the  effective  medical  men  of  the  country 
were  called  to  the  colors.  Whole  counties  were 
depleted  of  doctors.  Many  medical  schools 
were  almost  put  out  of  business,  because  the 
best  men  left  for  military  duty.  We  should  not 
repeat  these  mistakes.  Today  we  should  in- 
vestigate who  should  go,  who  should  stay  to 
practice,  to  teach,  to  operate,  an  essential  civilian 
service.  We  have  no  machinery  now  to  do  this. 
A coordinator  of  medical  and  health  prepared- 
ness should  create  the  machinery,  working 
with  the  public  health  agencies,  the  schools,  and 
the  medical  profession  itself. 

We  have  a shortage  of  laboratory  technicians. 
Intensive  courses  would  provide  more.  Univer- 
sal training  would  deplete  the  ranks  of  medical 
students;  yet  we  need  doctors  each  year  to  re- 
place obsolescence.  Some  medical  and  other 
scientists  are  vastly  more  valuable  to  the  country 
working  on  their  present  jobs  than  they  pos- 


sibly could  be  in  the  Army  or  Navy.  Here  are 
other  tasks  for  medical  planning  through  a 
coordinator. 

There  is  urgent  need  for  standardization  of 
many  medical  and  surgical  procedures  for  emer- 
gency application  in  time  of  war.  Much  wasted 
effort  also  could  be  saved  through  standardiza- 
tion of  medical  equipment  which  would  be  of 
value  in  civilian  no  less  than  in  military  practice. 
Medical  science  grows,  expands,  opens  up  new 
possibilities  for  saving  life  and  building  strength. 
In  the  application  of  its  basic  sciences,  medical 
practice  must  expand  also  to  meet  the  new 
demands  of  the  nation  for  self-preserva- 
tion. 

In  the  dictatorships,  the  state  is  served  by 
sacrifice  of  the  individual  and  enslavement  of 
the  men  of  science.  If  our  democracy  is  to 
stand,  we — as  doctors,  as  health  officers,  as 
health  workers,  as  citizens — of  our  own  free 
will,  because  we  know  it  is  necessary,  must  put 
medical  science  to  work  now,  fully,  to  make  our 
men  as  good  as  our  machines. — Thomas  Parran, 
M.D.,  Surgeon  General,  U.  S.  Public  Health 
Service 


SCIENTIFIC  PROGRESS 

Opening  sessions  at  the  recent  convention  at 
the  Miramar  Hotel  featured  the  revelation  by 
Dr.  A.  H.  Harsted  that  an  “electric  gun”  has 
been  perfected  for  a successful  war  on  tapeworms. 

Electric  impulses  shock  the  tapeworm  into 
segments,  he  explained,  and  the  treatment  is 
followed  by  a diet  of  a tuber  related  to  the  sun- 
flower. 

So  distasteful  to  the  tapeworm  is  the  per- 
fume emitted  by  the  tuber,  Dr.  Harsted  said, 
that  the  tapeworm  is  inspired  to  leave  the  diges- 
tive tract  at  once. 

Another  talk  by  Dr.  C.  E.  Beeman  of  Whittier 
brought  out  that  63  per  cent  of  so-called  incur- 
able mental  cases  can  be  restored  to  normalcy  by 
chiropractic  methods. 

Postural  articulation,  occupational  therapy, 
and  diet  are  involved  in  the  cures,  Dr.  Beeman 
said. — Plucked  by  J.  E.  S.  from  the  Los  Angeles 
News  for  the  J.A.M.A. 


“MORTGAGED  HIS  OWN  HEART  BEATS” 

The  medical  profession  does  not  ask  for  praise 
but  only  that  it  be  permitted  to  proceed  with  the 
present  arrangement  of  personal  relationship  be- 
tween the  doctor  and  the  patient,  the  doctor 
doing  the  charity  work  which  has  been  his  right 
and  heritage  since  the  beginning  of  medical  his- 
tory and  has  proved  so  fruitful  in  relieving  the 
sick  poor  and  in  the  tremendous  advancement 
in  the  science  of  healing.  The  indigent  sick  is 
our  ward. 

When  society  has  failed  to  provide  for  his  eco- 
nomic needs,  when  his  neighbors  have  given  him 
scant  food,  the  doctor  has  heard  his  midnight 
call  for  help  and  has  given  freely  not  only  of  his 
medical  skill  but,  of  far  greater  value,  he  has 
mortgaged  his  own  heart  beats  and  has  infused 
them  with  the  very  spirit  of  God  himself  that  his 
patient  might  have  renewed  life. — C.  E.  Burford, 
M.D.,  president-elect,  Missouri  State  Med 
Assn. 


THE  OPERATIVE  TREATMENT  OF  CATARACT 
OTHER  THAN  THE  SENILE  TYPE 

Thurber  LeWin,  M.D.,  Buffalo,  New  York 


This  paper  is  written  to  include  only 
the  cases  of  cataract  occasionally  met 
with  by  the  average  ophthalmologist.  A 
brief  discussion  of  the  operations  for  con- 
genital cataracts,  soft  membranous  cata- 
racts, those  following  trauma  or  met  with 
in  industry,  dislocated  lenses,  ectopia 
lentis,  and  the  group  called  dinitrophenol 
cataracts  is  given.  The  subject  treats 
the  entire  group  as  a whole  to  emphasize 
the  general  phases  of  these  operations  and 
how  one  method  may  be  used  with  slight 
modification  on  several  of  them.  It  pur- 
posely does  not  take  up  each  type  of  cata- 
ract mentioned  in  the  outline  and  de- 
scribe an  operation  for  it. 

Colonel  Wright  in  his  “Lectures  on 
Cataract,”  which  appeared  in  the  Ameri- 
can Journal  of  Ophthalmology , said : 
“Every  case  is  a law  unto  itself.”  One 
might  say  the  same  with  regard  to  opera- 
tors. What  we  must  all  aim  for  is  the 
best  possible  result  with  the  least  possible 
risk.  John  Green  has  told  us  that  all 
operations  for  cataract  fall  into  two 
classes:  (1)  those  that  expose  the  cortex 
to  absorption  by  the  ocular  fluids;  (2) 
those  that  remove  lens  substance  from  the 
eye,  as  by  extraction  or  expression. 

In  the  first  group,  which  may  be  used 
for  juvenile  soft  and  semisoft  cataracts, 
Bell  has  advised  that  this  be  done  in  a 
two-stage  operation.  A small  iridectomy 
is  followed  in  about  two  months  by  doing 
a V-shaped  discission.  He  used  a Ziegler 
knife,  entering  the  conjunctiva  5 mm. 
back  of  the  limbus,  pushing  the  conjunc- 
tiva ahead,  and  entering  the  anterior 
chamber  through  the  sclera  just  behind 
the  limbus. 

In  complicated,  soft  traumatic  and 
flocculent  cataracts  he  did  a preliminary 
iridectomy  in  the  usual  way.  The  cata- 
ract was  stirred  up  with  a cystitome  and 


washed  out  with  warm  saline.  Wright 
said  in  his  lectures  that  preliminary  iri- 
dectomy is  necessary  in  complicated  cata- 
racts, especially  so  in  Morgagni’s  cata- 
racts, those  with  mother-of-pearl  ap- 
pearance and  in  high  myopes  of  over  5 D., 
and  those  that  dilate  unevenly.  When 
the  preliminary  iridectomy  is  done  he  ad- 
vised that  any  mild  adhesions  of  the  iris 
be  broken  down  and  not  be  done  at  time 
of  extraction  and  not  at  all  if  extensive. 
If  the  eye  remains  white  and  reasonably 
quiet  some  six  or  eight  weeks  later,  the 
capsulotomy  means  of  lens  extraction  is 
then  done. 

What  you  should  decide  will  be  deter- 
mined best  by  repeated  slit  lamp  studies 
before  and  after  the  preliminary  iri- 
dectomy. 

Lenses  dislocated  into  the  anterior 
chamber  may  be  overripe,  and  the 
vitreous  surface  must  be  studied  anteri- 
orly. The  section  can  be  made  not  to  in- 
clude any  vitreous  herniation.  Some 
years  ago  I saw  a case  of  traumatic  dis- 
location with  the  lens  in  the  vitreous.  An 
iridectomy  was  done,  the  lens  localized  by 
a small  reflected  light  and  brought  out 
with  a Snellen  loupe,  losing  a fair  amount 
of  vitreous,  apparently  doing  little  harm 
to  the  final  result. 

In  congenital  cataracts  the  central 
part  of  the  lens  capsule  should  be  de- 
tached and  the  fibers  beneath  stirred  up, 
or  one  may  do  a through-and-through 
discission  such  as  advocated  by  Ziegler. 
This  is  a very  efficient  operation  which  has 
brought  about  many  excellent  results  and 
only  rarely  any  complication.  I prefer  it. 

Barkan,  however,  treats  congenital 
soft  and  membranous  cataracts  dif- 
ferently. He  first  advised  dilating  the 
pupil  ad  maximum  by  a subconjunctival 
injection  of  adrenalin  1-1,000  at  nine  to 
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twelve  and  three  o’clock  locations  and 
then  making  an  oblique  corneal  incision 
1-2  mm.  from  the  limbus,  with  the  kera- 
tome  entering  in  a very  oblique  plane. 
Then  the  cystitome,  the  capsule  forceps, 
hook,  spoon,  irrigator  tip,  or  your  favorite 
modification  of  some  type  of  scissors  may 
be  used  to  attack  the  lens.  Barkan  laid 
great  stress  on  the  subconjunctival  adren- 
alin because  the  pupil  widely  dilated  by 
it,  the  pupil  did  not  contract  when  the 
anterior  chamber  was  opened,  hypotony 
was  brought  about,  and  any  possible 
hemorrhage  was  avoided  or  certainly  re- 
duced. I would  like  to  try  neosynephrin 
hydrochloride  (Stearn)  in  the  form  of  an 
emulsion  in  my  next  suitable  case.  This 
certainly  acts  splendidly  on  the  iris  and 
on  the  smaller  blood  vessels.  What  it 
might  do  to  the  inner  structures  should  it 
seep  into  the  wound  will  be  determined. 
It  contains  a chloroform  derivative  as  a 
preservative.  However,  we  know  adren- 
alin is  tonic,  whereas  atropine  paralyzes. 

Horner’s  oblique  corneal  incision  has 
the  great  advantage  of  closing  by  pressure 
from  within,  avoids  the  disadvantages  of 
needling — such  as  the  long  convalescence 
and  the  necessity  of  repeated  operations, 
with  possible  retinal  detachment — and 
lessens  subsequent  glaucoma  possibilities. 
He  claims  the  wound  by  its  position  is 
safe  in  small  children  who  will  not  be 
quiet  after  operation.  It  is  done  under 
general  anesthesia  up  to  10  years  of  age 
and  local  thereafter. 

Soft  cataracts  after  10  years  of  age, 
whether  congenital  or  acquired,  may  have 
a discission  and  a secondary  keratome  ex- 
traction one  to  three  days  later  only  if 
complications  develop. 

I read  with  interest  Ballantynes  de- 
scription of  posterior  needling  of  lamellar 
or  soft  cataracts.  Any  knife-needle  may 
be  used;  it  is  passed  through  the  sclera 
below  the  tendon  of  the  external  rectus 
muscle  5 mm.  from  the  cornea-scleral 
junction,  its  point  being  directed  into  the 
vitreous  and  forward  to  the  posterior 
pole  of  the  lens.  A crisscross  incision 
is  made  in  the  posterior  capsule  and  lens 
cortex  by  swinging  the  handle  toward  the 
temple.  I know  of  no  one  routinely  doing 


this  in  America,  and  I mention  it  only  to 
disapprove  it. 

Foreign  bodies  in  the  lens  should  all  be 
studied  with  the  slit  lamp  and,  when 
proper,  removed  with  the  lens  substance 
by  a method  such  as  Barkan’s.  The  lens 
material  should  be  examined  carefully 
after  removal,  and,  when  the  eye  is  quiet, 
it  should  again  be  x-rayed.  Some  time  ago 
I saw  a case  where  glass  had  entered  the 
lens  and  formed  a cataract.  An  iri- 
dectomy and  lens  pumping  was  done,  but 
unfortunately  the  foreign  body  was  seen 
later  in  the  anterior  chamber,  although  it 
supposedly  came  out  with  the  soft  lens 
structure.  For  this  reason  I would  sug- 
gest immediate  study  of  the  lens  when 
removed  and  another  x-ray. 

In  cases  of  ectopia  lentis  I would  rather 
avoid  operation  wherever  possible.  Reese 
has  said  that  after  discission  these  lenses 
have  the  peculiar  characteristic  of  being 
poorly  absorbed.  This  being  so,  there  re- 
mains the  operation  of  a liberal  prelimi- 
nary iridectomy  followed,  some  months 
later,  by  a loop  extraction  of  the  lens. 

Dinitrophenol  cataracts,  according  to 
Horner,  yield  in  general  to  any  technic 
applicable  to  extraction  of  soft  cataract. 
He  preserved  the  round  pupil  by  making 
a small  incision  with  a conjunctival  flap, 
a peripheral  iridotomy,  wide  capsulotomy, 
and  expression  by  pressure.  If  Barkan’s 
method  be  used,  the  keratome  is  entered 
into  the  cornea  as  described,  forced  into 
the  lens  proper,  left  there  as  a guide  along 
which  the  soft  lenticular  fibers  are  ex- 
pressed, and  then  rotated  or  moved  in 
such  a way  as  to  break  up  masses  and  en- 
courage their  expulsion. 

In  the  discussion  of  Horner’s  paper  I 
told  of  my  first  case  of  dinitrophenol  cata- 
ract which  developed  the  most  marked 
secondary  glaucoma  due  to  the  swelling 
lenses.  The  tension  came  on  in  each  eye, 
the  second  a few  weeks  after  the  first,  and 
iridectomy  promptly  relieved  it.  Later 
lens  expression  was  done.  These  cases  in 
your  experiences  and  mine  usually  give 
excellent  results.  They  are  younger  and 
have  no  senile  changes  or  vascular  com- 
plications. 

I have  said  little  about  anesthesia 
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except  to  mention  the  10-year  limit.  It 
must  depend  on  the  individual  case.  In 
children  and  unruly  patients,  general 
anesthesia,  by  one  doing  that  specialty, 
is  best.  Older  cases  are  given  butyn  or 
cocaine,  and  a retrobulbar  injection  of 
4 per  cent  novocain,  and  the  lids  are 
given  the  so-called  O’Brien  injections 
with  one  suture  in  the  upper  lid  to  hold  it 
closed  by  adhesive  on  the  cheek. 

Proper  illumination  is  most  necessary. 
There  are  many  lamps  that  are  satis- 
factory. At  the  American  Academy  meet- 
ing in  Washington,  October,  1938,  the 
Lambeth  lamp,  which  is  used  in  an  other- 
wise darkened  room,  created  favorable 
comment  and  is  a useful  addition. 

In  conclusion,  I repeat,  we  are  after  the 
best  possible  result  with  the  least  risk. 
In  all  of  these  cases,  one  of  the  most  im- 
portant questions  to  decide  first  is 
whether  a preliminary  iridectomy  is 
necessary.  It  is  safest  in  older  individuals 
but  not  to  be  desired  in  younger  folk 
where  a round  pupil  has  its  advantages. 
Age  also  must  play  an  important  role  in 
the  type  of  incision  made.  For  this  rea- 
son I prefer  a Ziegler  knife  in  a child  and 
a Wheeler  knife  in  older  persons.  Horner 
has  a method  most  applicable  to  the 
greater  majority  of  the  type  of  cases  out- 
lined, and  it  can  apparently  be  used  re- 
gardless of  age. 

Discussions 

Dr.  Lawrence  E.  Henderson,  Watertown,  New 
York — Discussion  of  this  subject  is  particularly 
difficult  since  Dr.  LeWin  has  so  thoroughly 
covered  the  literature  and  set  forth  so  many  of 
the  points  necessary  for  the  consummation  of 
successful  management  of  “Cataract  Other  Than 
the  Senile  Type.” 

I have  examined  the  records  of  the  cataract 
cases  operated  upon  by  us  during  the  past  ten 
years  and  find  that  those  not  of  the  senile  type 
make  up  only  3 per  cent  of  the  total  number. 
The  average  vision  obtained  has  been  20/25, 
which  is  just  about  the  same  as  in  those  of  the 
senile  type.  The  operative  procedure  used  varied 
with  the  type  of  cataract  encountered.  Most  of 
the  congenital  cases  were  needled;  those  where 
only  an  anterior  capsulotomy  was  done  usually 
had  to  have  a second  operation.  In  a few  the 
posterior  capsule  was  incised  and  equally  good 
results  were  obtained.  Ziegler  advocates  an  in- 


verted V-shaped  discission  going  through  the 
posterior  capsule.  He  claims  glaucoma  does  not 
supervene  because  of  the  posterior  opening  into 
the  vitreous  chamber  and  that  liquefaction  and 
absorption  are  much  more  rapid.  Perhaps  some 
of  us  have  some  timidity  in  employing  this 
method,  fearing  that  should  the  tension  necessi- 
tate evacuating  the  anterior  chamber,  consider- 
able vitreous  might  be  lost. 

Barkan  advocates  wide  dilatation  of  the  pupil 
by  subconjunctival  injections  of  adrenalin,  with 
an  oblique  keratome  incision  within  the  cornea 
for  safety’s  sake,  while  more  recently  Blaess  is 
very  enthusiastic  over  his  success  in  ‘ ‘Removal  of 
Cataract  by  Aspiration.”  He  uses  a discission 
knife  with  a short  broad  blade,  enters  the  anterior 
chamber  at  the  temporal  limbus,  makes  multiple 
cross  lacerations  of  the  anterior  capsule,  and  stirs 
up  the  deeper  cortical  substance.  He  keeps  the 
eye  atropinized  from  one  to  several  days,  then 
makes  a keratome  incision  under  a narrow  con- 
junctival flap  temporally,  and  sucks  out  the 
broken  down  lens  material  through  a cannula. 
He  uses  a Hildreth  lamp  to  search  for  fragments 
of  debris  which  escape  detection  with  an  ordi- 
nary white  light,  refills  the  anterior  chamber  with 
normal  salt  solution,  and  empties  it  a second 
time  with  a clean  cannula.  If  he  considers  it 
safe,  he  now  makes  a vertical  incision  in  the 
posterior  capsule  with  a curved  discission  knife 
introduced  through  the  temporal  keratome  in- 
cision, inspects  it  with  the  ultraviolet  ray  lamp, 
and  lastly  refills  the  anterior  chamber  with  air, 
with  a syringe  and  blunt-tipped  lachrymal 
needle.  He  admits  that  in  some  cases  the  pupil 
becomes  markedly  constricted,  and  he  postpones 
the  posterior  capsulotomy  for  a few  days.  Neo- 
synephrin,  mentioned  by  Dr.  LeWin,  or  adren- 
alin, 1 : 100  solution,  might  be  useful  in  keeping 
the  pupil  wide.  Probably  the  greater  part  of  the 
success  achieved  by  the  operator  using  the  above 
technic  was  the  avoidance  of  prolonged  phaco- 
anaphylactic  reaction  which  must  always  be  con- 
sidered. 

Reference  to  the  dinitrophenol  type  of  cataract 
need  be  mentioned  only  to  add  1 more  typical 
case  to  the  list  of  close  to  100  cases  already  re- 
ported. The  patient  was  a woman,  46  years  of 
age,  and  a mother  of  eleven  children.  She  had 
taken  the  drug  intermittently  for  fifteen  months. 
After  the  blurring  was  noticed,  the  left  lens  was 
completely  opaque  in  five  months.  A combined 
extraction  was  done,  with  lavage  of  the  anterior 
chamber  to  remove  as  much  of  the  lens  (which 
was  partially  liquefied)  as  possible.  Iritis  de- 
veloped on  the  third  day  but  subsided  shortly. 
The  vision  obtained  was  20/13.  The  second  eye 
duplicated  the  first  and  is  soon  to  be  operated 
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upon.  There  was  no  increase  of  tension  in  either 
eye,  although  the  lenses  were  greatly  swollen. 

Radiation  cataract,  recently  reported  by  Dr. 
Reese,  is  of  considerable  interest.  In  these  eyes 
there  is  a tendency  toward  proliferation  of  the 
epithelium  under  the  anterior  capsule  into  a 
metaplastic  fibrous  layer,  which  strengthens  the 
anterior  capsule  and  makes  this  type  of  cataract 
particularly  suitable  for  intracapsular  extraction. 
Extracapsular  extraction  in  such  cases  is  contra- 
indicated, due  to  the  frequent  formation  of  a 
dense  secondary  membrane  which  tends  to 
produce  iridocyclitis  and  secondary  glaucoma. 
There  seems  to  be  some  difference  of  opinion  as  to 
the  explanation  for  these  complications. 

Dr.  Walter  E.  Moore,  Brooklyn,  New  York — 
I feel  we  should  all  be  very  grateful  to  Dr.  Le- 
Win  for  bringing  this  subject  to  our  attention. 
As  you  know,  it  is  really  a neglected  portion  of 
cataract  surgery.  Congenital  cataracts  are  rela- 
tively infrequent,  and,  when  they  do  come  to  us 
at  the  clinic,  they  are  too  apt  to  be  dismissed 
with  the  statement  that  a needling  will  take  care 
of  everything.  I feel  that  these  cases  should  have 
the  same  careful  preoperative  work-up  that  is 
accorded  the  senile  cases.  They  should  all  be 
studied  by  a pediatrician  to  find  or  rule  out  other 
congenital  defects,  constitutional  diseases,  and 
focal  infections.  If  necessary,  surgery  should  be 
postponed  until  such  conditions  have  been  cleared 
up.  In  addition,  I would  urge  a skin  test  for 
sensitivity  to  lens  protein — for,  in  spite  of  its 
rarity,  the  phacoanaphylactic  reaction  described 
by  Verhoeff  is  a reality  and  must  be  considered. 

It  has  been  our  experience  at  the  Brooklyn  Eye 
and  Ear  Hospital  that  anterior  capsulotomy  is 
to  be  preferred  to  the  through-and-through 
discission  of  Ziegler.  We  have  had  very  few 
cases  of  hypertension  following  the  former  pro- 
cedure, and  those  that  have  occurred  have  re- 
sponded readily  to  subsequent  keratome  incision 
and  irrigation.  Spaeth,  in  his  recently  published 
volume  on  Ophthalmic  Surgery  (which  is  really  a 
masterpiece),  calls  attention  to  the  fact  that 
through-and-through  incision  is  not  a guarantee 
against  the  development  of  secondary  glaucoma 
and  that,  instead,  damage  may  occur  to  the 
vitreous,  causing  a very  chronic  type  of  irido- 
cyclitis. Many  of  our  cases  must  develop  a low- 
grade  iridocyclitis  or  at  least  iritis  during  the 
postoperative  period  after  being  discharged  from 
the  ward,  for  it  is  not  infrequent  to  see  these 
youngsters  in  the  clinic  two  weeks  or  a month 
after  a needling  with  small  bound-down  pupils 
that  resist  all  our  efforts  to  dilate  them.  Of 
course  this  is,  to  a great  extent,  caused  by  the 
lack  of  cooperation  or  understanding  on  the 


part  of  the  mother  who  not  only  fails  to  instill  the 
atropine  drops  properly  but  also  neglects  to  bring 
the  child  to  the  clinic,  as  instructed,  for  frequent 
observation. 

I agree  wholeheartedly  with  Dr.  LeWin  in 
condemning  the  posterior  needling  operation 
which  he  has  described.  Any  unnecessary  in- 
vasion of  the  vitreous  chamber  should  be  avoided . 

It  is  interesting  and  instructive  to  note  how 
we  all  strive  to  avoid  surgery  on  the  cases  of  con- 
genital dislocation  of  the  lens.  Much  can  be  ac- 
complished in  most  of  these  cases  without  re- 
sorting to  discission  or  removal  of  the  lenses. 
They  rarely  become  cataractous.  A careful 
study,  slit  lamp  and  otherwise,  will  tell  you 
whether  or  not  the  child  can  use  the  dislocated 
lenses  for  vision.  Perhaps  an  iridectomy  will 
permit  him  to  do  so.  In  other  cases,  when  the 
dislocation  is  sufficient,  he  can  wear  cataract 
lenses  with  comfort,  or  perhaps  an  iridectomy 
will  permit  him  to  do  so.  Each  case  is  a law  unto 
itself. 

I have  recently  seen  in  our  clinic  2 cases  of 
complicated  cataract  caused  by  iridocyclitis. 
Both  were  in  young  men  in  the  late  twenties  who 
requested  operation  chiefly  for  cosmetic  reasons. 
An  intracapsular  extraction  with  peripheral 
iridotomy  was  attempted  on  the  first  case  and 
proved  so  completely  successful  that  the  same 
procedure  was  decided  upon  for  the  second.  This, 
too,  was  successful  and  in  each  case  vision  was 
correctable  to  better  than  20/30.  There  was  no 
difficulty  with  the  zonules  as  the  iridocyclitis  had 
rendered  them  friable. 

I shall  be  grateful  if  Dr.  LeWin  will  tell  us 
what  he  considers  the  proper  age  for  operating  for 
congenital  cataracts. 

Dr.  Frank  M.  Sulzman,  Troy,  New  York — 
May  I congratulate  Dr.  LeWin  on  his  paper, 
covering  as  it  does  an  important  portion  of 
ophthalmic  surgery. 

We  will  all  agree  with  his  quotation  of  Colonel 
Wright:  “Every  case  is  a law  unto  itself.’’ 

Let  us  limit  our  discussion  to  the  following: 
(1)  congenital  cataract;  (2)  soft  membrane  or 
traumatic  cataracts  (the  problem  here  is  almost 
identical);  (3)  dislocated  lenses,  ectopia  len- 
tis. 

Under  Group  1 we  have  found  that  with  an 
ordinary  Bowman  or  a Ziegler  knife-needle  the 
capsule  can  be  opened  with  the  so-called  crucial 
incision  and  the  lens  substance  broken  up.  Later 
the  lens  substance  can  be  removed  by  linear  ex- 
traction. It  has  been  our  experience  that  several 
needlings  are  necessary  in  some  cases. 

Dr.  Barkan’s  method,  which  Dr.  LeWin 
quoted,  is  new  to  us,  and  until  time  has  elapsed 
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and  others  report  their  results  it  might  be  well  to 
withhold  opinion. 

The  soft  membranous  and  traumatic  cataracts 
have  yielded  excellent  results  by  the  following 
procedure:  using  a bent  Agnew  keratome  or  a 

narrow  keratome,  an  incision  is  made  from  above. 
We  prefer  one  beginning  on  the  sclera  with  a 
small  conjunctival  fold  entering  the  anterior 
chamber  in  the  usual  way.  The  keratome  opens 
the  lens  capsule,  and  the  point  is  rotated  slightly 
to  break  up  the  lens  substance  before  its  re- 
moval. 

I also  use  a cystitome  to  complete  more 
thoroughly  the  breaking  up  of  the  lens  substance. 
Then  with  an  irrigator  the  soft  lens  substance  is 
usually  easily  removed.  This  method  is  not 
suitable  as  a rule  in  people  past  30. 

I do  not  use  an  iridectomy  and  prefer  avoiding 
it,  as  the  round  pupil  is  much  to  be  desired  in  all 
cases  if  possible. 

We  have  used  the  emulsion  of  neosynephrin 
and  found  it  very  efficient. 

I have  seen  Professor  Sachs  do  a discission  us- 
ing two  Bowman  knife-needles,  but  most  opera- 
tors prefer  the  one  instrument.  As  the  results 
are  satisfactory  I believe  the  latter  method  will 
remain  the  popular  one. 

I agree  with  the  writer  regarding  foreign 
bodies  in  the  lens  substance.  Slit  lamp  and  all 
the  usual  preoperative  measures  should  be  care- 
fully considered  and  used.  Each  presents  a 
special  problem,  as  he  well  states. 

In  ectopia  lentis  or  congenital  dislocation  I 
have  seen  excellent  results  from  careful  refrac- 
tion and  over  a period  of  years  I have  noted  very 
little  change  in  vision.  He  wisely  states  that 

FORGED  PRESCRIPTIONS 

A warning  is  published  in  the  American  Drug- 
gist that  physicians  are  being  made  innocent  con- 
federates of  dope  addicts  and  peddlers. 

The  war  in  Europe  is  cutting  down  heavily  on 
the  narcotics  supply  in  this  country  and  law  en- 
forcement agencies  are  cracking  down  harder 
than  ever,  and  the  result  is  that  dope  peddlers 
and  addicts  are  turning  in  desperation  to  every 
possible  source  of  supply,  especially  the  retail 
pharmacist. 

One  method  employed  by  the  addicts,  de- 
scribed as  “comparatively  easy  to  put  across,” 
is  the  forged  prescription.  Prescription  blanks,  it 
said,  are  easy  to  get,  usually  being  lifted  from  a 
physician’s  desk.  And  it  is  surprising  how  per- 
fect a Latin  prescription  an  addict  can  write. 

However,  a prescription  including  a narcotics 
ingredient  must  bear  the  physician’s  narcotics 
registration  number.  Still,  the  addicts  some- 
times may  be  able  to  learn  the  number,  or  they 
may  “get  away”  with  a fictitious  number  at  a 
drug  store  where  the  physician  whose  name  is 
attached  to  the  prescription  happens  to  be  un- 
known. Some  physicians  have  their  numbers  on 
their  regular  prescription  blanks. 


operative  measures  should  be  avoided  if  pos- 
sible. 

Dislocated  Lenses. — Excluding  those  occurring 
at  the  time  of  a cataract  extraction,  when  they 
present  a surgical  emergency  to  be  met  with  at 
once,  each  one  is  law  unto  itself.  I have  found  the 
Erhardt  spoon  of  great  value  in  many  of  these. 

With  the  traumatic  dislocated  lenses  each  one 
presents  an  individual  problem. 

One  patient  who  presented  himself  to  me  may 
be  of  interest  and  value.  He  came  to  me  com- 
plaining of  something  interfering  with  his  vision 
following  an  injury  some  time  before.  When  I 
first  saw  him,  the  lens  was  in  the  anterior  cham- 
ber but  would  disappear  into  the  vitreous  on 
certain  movements  of  the  head.  He  gave  a his- 
tory of  intermittent  pain  and  the  eye  showed 
some  irritation.  He  was  sent  to  the  hospital, 
and  the  next  morning  the  usual  preoperative 
anesthesia,  etc.,  was  started.  When  I came  to 
look  at  his  eye  about  fifteen  minutes  later,  the 
lens  had  disappeared  into  the  vitreous  and  was 
not  to  be  seen.  He  was  placed  in  a prone  posi- 
tion on  his  face,  and  in  a short  time  the  lens  again 
presented  itself.  A strong  solution  of  eserine 
was  instilled  at  different  times  for  twenty-four 
hours,  and  the  lens  was  removed  at  the  end  of 
twenty-four  hours  by  simple  extraction  with  a 
minim  of  vitreous  loss. 

I saw  the  Lambeth  lamp  in  Washington  but 
have  had  no  personal  experience  with  it.  The 
Zeiss  hammer  lamp  has  been  excellent  over  a 
long  period  of  time  with  us. 

My  experience  with  dinitrophenol  cataract  is 
very  limited,  and  so  I will  leave  the  discussion  of 
this  to  others. 


PERIL  OF  THE  DIABETIC  DRIVER 

Still  another  driving  hazard  lies  in  the  diabetic 
driver,  says  a writer  in  The  Medical  World.  In- 
sulin has  proved  a marvelous  boon  to  the  diabetic 
but  it  is  an  unfortunate  fact  that  one  who  must 
take  insulin  is  never  entirely  sure  that  he  will  not 
go  into  insulin  shock.  With  the  old  insulin 
there  usually  were  premonitory  symptoms — 
sweating,  nervous  instability,  disturbances  of 
vision,  extreme  hunger — that  warned  him  his 
blood  sugar  was  getting  low.  The  newer  insulins, 
particularly  protamine  zinc  insulin,  have  a tend- 
ency to  lower  the  blood  sugar  so  gradually  that 
the  person  may  go  into  shock  without  any  warn- 
ing. Furthermore,  the  continuous  action  of  the 
insulin  may  throw  the  person  into  shock  a second 
or  third  time  after  sugar  has  brought  him  out  of 
the  first  attack.  It  is  easy  to  see  the  menace  to 
others  the  diabetic  driver  may  become.  A news 
item  several  years  ago  told  of  a driver  being  ar- 
rested for  drunkenness  and  proving  in  court  that 
he  never  touched  alcohol  but  was  subject  to  in- 
sulin shock.  One  can  sympathize  with  the  dia- 
betic who  finds  it  necessary  to  drive  a car,  but 
for  the  public  good  it  may  be  found  essential  to 
bar  him  from  an  automobile  license. 
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The  following  study  of  pneumonia 
cases  whose  sputum  contained  beta 
hemolytic  streptococcus  was  undertaken 
during  the  course  of  the  New  York  City 
Pneumonia  Control  Program  in  order  to 
determine  the  incidence  of  such  pneu- 
monias, the  extent  to  which  sulfanilamide 
therapy  is  used,  and  the  results  of  its 
use.  No  other  series  of  streptococcus 
pneumonia  patients  treated  at  home  as 
well  as  in  the  hospital  during  an  inter- 
epidemic period  has  come  to  our  attention. 

The  most  thorough  studies  of  strepto- 
coccus pneumonia  have  been  carried  out 
during  epidemics  by  Finkler1  .and  Mac- 
Callum.2  The  incidence  in  interepidemic 
periods  has  been  reported  from  a large 
city  hospital  by  Bullowa3  as  2.8  per  cent 
(6,128)  cases  and  in  private  patients, 
mostly  hospitalized,  by  Cecil  and  Law- 
rence4 as  3.4  per  cent  (911  cases). 

Massive  pleural  effusion  is  said  to  be 
characteristic  of  the  disease,  and  late  in 
the  disease  large  amounts  of  thin  sero- 
sanguineous  fluid  may  be  encountered. 
Authors  whose  figures  are  based  on  hospi- 
tal series  have  found  the  incidence  of 
empyema  to  be  from  50  to  75  per  cent  of 
all  cases. 

The  death  rate  in  different  series  of 
streptococcus  pneumonia  cases  varies 
from  35  to  60  per  cent,  the  latter  figures 
being  reached  in  epidemic  years.  Cecil 
and  Lawrence  reported  a fatality  rate  of 
47.4  per  cent,  and  Bullowa  at  Harlem 
Hospital  reported  33.3  per  cent  in  177 
cases. 

Only  individual  cases  or  very  small 
groups  of  streptococcus  pneumonia  pa- 
tients treated  with  sulfanilamide  have 
been  reported.5, 6,7,8  An  adequate  dose  of 
sulfanilamide  may  be  defined  from  the 
work  of  Marshall  and  Long  as  an  initial 
dose  of  3 to  5 Gm.  of  the  drug  with  sub- 
sequent doses  of  6 Gm.  daily  in  adults, 


and  from  1 to  3 Gm.  initially  with  sub- 
sequent daily  doses  of  3 Gm.  in  children. 
Such  doses  should  continue  throughout 
the  acute  illness. 

The  material  to  be  presented  is  derived 
from  the  reports  of  the  diagnostic  and 
serum  distribution  stations  of  the  Pneu- 
monia Control  Division  of  the  New  York 
City  Department  of  Health.  Clinical  re- 
ports were  filled  out  on  forms  supplied  by 
the  Health  Department  by  physicians  for 
whom  bacteriologic  examinations  were 
performed. 

Every  sputum  sample  submitted  to  the 
Pneumonia  Control  Division  stations  was 
examined  for  hemolytic  streptococcus  by 
inoculation  on  fresh  blood  agar  plates. 
Organisms  producing  complete  hemolysis 
were  described  as  beta  hemolytic  strepto- 
coccus, and  these  were  considered  signifi- 
cant if  they  constituted  more  than  15 
per  cent  of  the  colonies  on  the  blood  agar 
plate.  Ninety-five  cases  of  this  series 
showed  more  than  50  per  cent  of  the 
colonies  to  be  hemolytic  streptococcus. 
No  further  identification  of  the  strepto- 
coccus according  to  the  Lancefield  group- 
ing or  the  Griffith  type  identification  was 
carried  out. 

Incidence 

In  2,791  sputums  examined  in  the  New 
York  City  Department  of  Health  labora- 
tories from  December  1,  1937,  to  May  7, 
1938,  beta  hemolytic  streptococcus  was 
found  in  141  specimens,  or  5.05  per  cent 
of  the  specimens  examined.  Fifteen  of 
these  141  patients  did  not  have  pneu- 
monia. The  remaining  126  cases  of 
pneumonia  provided  the  material  for  the 
analysis  below.  Hemolytic  streptococcus 
was  found  unassociated  with  the  pneumo- 
coccus in  81  of  the  cases,  and  in  the  re- 
maining 45  cases  the  hemolytic  strepto- 
coccus and  the  pneumococcus  were  both 
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TABLE  1. — Fatality  Rate  of  Hemolytic  Streptococcus  Pneumonia 


-Hemolytic  Streptococcus- 


Hemolytic  Streptococcus  and 
Pneumococcus 


No.  of 

Mortality, 

No.  of 

Mortality, 

Age  Groups 

cases 

Died 

percentage 

cases 

Died 

percentage 

0-1 

1 

1 

1-2 

1 

1 

3-5 

5 

3 

6-10 

5 

7 

11-20 

13 

2 

15.4 

9 

21-30 

13 

3 

2 

66.6 

31-40 

15 

2 

13.3 

9 

41-50 

9 

2 

22.2 

3 

51-60 

11 

2 

18. 1 

3 

61-70 

8 

2 

25.0 

6 

1 

16.6 

Totals 

81 

To" 

12.3 

45 

3 

6.6 

isolated.  Other  bacteria  that  commonly 
occur  in  sputums  but  that  are  not  com- 
monly associated  with  pneumonia  have 
been  omitted  from  the  study. 

Men  and  women  are  equally  repre- 
sented, 63  cases  occurring  in  each  sex. 
Ages  ranged  from  1 to  70  years,  24  cases 
occurring  in  children  under  the  age  of  10. 
The  average  age  was  31.6  years,  and 
where  the  beta  hemolytic  streptococcus 
was  present  alone,  the  average  was  32.4 
years. 

Symptoms  and  Clinical  Characteristics 

The  onset  of  the  pneumonia  was  usually 
gradual;  symptoms  of  influenza  pre- 
ceded the  onset  in  27  cases,  symptoms  of 
measles  preceded  the  onset  in  3 cases,  and 
symptoms  of  acute  sore  throat  preceded 
the  onset  in  12  cases. 

In  patients  showing  hemolytic  strepto- 
coccus unassociated  with  pneumococcus, 
the  characteristics  of  the  sputum  were 
found  to  be  in  no  way  different  from  the 
sputum  occurring  in  pneumococcus  lobar 
pneumonia. 

In  cases  of  pure  hemolytic  streptococcus 
there  were  19  cases  showing  a confluent 
lesion  affecting  one  or  more  entire  lobes 
and  51  cases  showing  a patchy  distribu- 
tion. In  81  cases  of  hemolytic  strepto- 
coccus pneumonia  one  lobe  was  involved 
in  50  cases,  two  lobes  in  28  cases,  and  three 
or  more  lobes  in  3 cases. 

Blood  cultures  were  taken  in  18  pa- 
tients. Of  the  14  patients  with  hemolytic 
streptococcus  alone  in  the  sputum  three 
blood  cultures  were  positive  for  hemolytic 
streptococcus.  Of  the  4 cases  with 
streptococcus  and  pneumococcus  in  the 
sputum  1 had  a blood  culture  positive  for 


hemolytic  streptococcus.  All  4 cases  with 
positive  blood  cultures  died. 

Complications 

Analysis  of  the  complications  encoun- 
tered in  this  series  reveals  a lower  incidence 
than  has  been  noted  by  others.  In  our 
series  empyema  occurred  in  only  4 cases 
(or  3.2  per  cent).  Three  of  these  cases 
had  only  hemolytic  streptococcus  in  their 
sputum  (3  of  81,  or  3.7  per  cent),  and  1 
case  (1  of  45,  or  2.2  per  cent)  showed 
streptococci  associated  with  pneumo- 
cocci. All  of  these  occurred  in  the  22 
hospital  cases,  making  an  incidence  of 
18.1  per  cent.  Otitis  media  occurred  in  5 
cases  (3.9  per  cent),  acute  nephritis  in  1 
case  (0.9  per  cent),  liver  abscess  in  2 cases 
(1.5  per  cent),  and  phlebitis  in  2 cases 
(1.5  per  cent)  of  the  entire  series.  Both 
cases  of  phlebitis  occurred  in  pure  hemo- 
lytic streptococcus  pneumonia.  No  fur- 
ther complications,  other  than  those  as- 
sociated with  the  exodus  (such  as  acute 
pulmonary  edema,  heart  failure,  etc.), 
were  noted. 

Fatality  Rates 

As  can  be  seen  from  Table  1,  in  the 
present  series  of  81  cases  of  pure  strepto- 
coccus pneumonia  there  were  10  deaths,  a 
mortality  of  12.3  per  cent.  In  45  cases 
with  streptococcus  associated  with  pneu- 
mococcus in  the  sputum  there  were  3 
deaths,  a mortality  of  6.6  per  cent.  Type 
specific  antipneumococcus  serum  was 
given  in  13  cases,  due  to  Pneumococcus 
types  I,  III,  IV,  V,  and  VI,  with  2 deaths. 
The  fatality  rate  for  the  entire  series  was 
13  of  126  cases,  or  10.3  per  cent.  Nine 
deaths  occurred  in  women  and  only  4 in 
men.  Of  the  13  fatal  cases  7 died  in 
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hospitals  (a  fatality  rate  of  31.8  per  cent 
in  the  22  cases  taken  to  hospitals) ; and  6 
died  at  home  (a  fatality  rate  of  only  5.7 
per  cent  in  104  cases  treated  at  home). 
No  details  of  the  cause  of  death  were  given 
in  3 cases.  In  4 cases  a positive  blood 
culture  was  obtained.  One  case  had  a pre- 
ceding chronic  glomerulonephritis  and 
died  in  uremia.  Two  cases  showed  liver 
and  lung  abscesses  at  autopsy.  Three 
cases  showed  sputum  containing  both 
streptococci  and  pneumococci,  1 dying 
from  empyema  and  1 with  a blood  culture 
positive  for  streptococci. 

Treatment  with  Sulfanilamide 

Of  the  entire  series  67  cases  received 
sulfanilamide.  Of  these  only  10  cases  re- 
ceived an  adequate  dose  of  the  drug.  In 
these  10  cases  there  were  no  deaths. 
There  were  8 deaths  (14  per  cent)  in  the 
57  treated  cases  that  received  less  than  6 
Gm.  per  day  and  5 deaths  (8.4  per  cent) 
in  the  59  cases  not  receiving  the  drug. 
It  would  appear  that  the  majority  of  the 
patients  in  this  series,  treated  in  Feb- 
ruary, March,  and  April,  1938,  did  not  re- 
ceive an  adequate  dose  of  the  drug. 
Those  treated  according  to  the  standard 
procedure,  although  few  in  number, 
showed  good  results. 

Summary 

1.  Hemolytic  streptococci  were  found 
to  constitute  more  than  15  per  cent  of 
colonies  on  the  blood  agar  plates  in  5.05 
per  cent  of  all  sputum  specimens  examined 


by  the  New  York  City  Department  of 
Health  from  December  1,  1937  to  May  7, 
1938. 

2.  One  hundred  and  twenty-six  cases 
of  pneumonia  are  reviewed.  Eighty-one 
of  these  were  due  to  hemolytic  strepto- 
cocci and  45  were  due  to  hemolytic  strep- 
tococci in  association  with  pneumococci. 

3.  The  fatality  rate  for  the  entire 
series  was  10.3  per  cent.  Of  the  13  fatal 
cases  7 died  in  hospitals  (a  fatality  rate  of 
31.8  per  cent  in  22  hospitalized  cases). 

4.  Empyema  was  not  frequent  in  this 
series,  occurring  in  only  3.2  per  cent  of  the 
total  number  of  cases  and  18.1  per  cent  of 
the  hospitalized  cases. 

5.  In  10  cases  receiving  adequate  doses 
of  sulfanilamide  there  were  no  deaths. 
Among  57  cases  that  received  less  than 
the  generally  recommended  dose  of  sulfa- 
nilamide, 8 deaths  were  reported,  or  14 
per  cent.  Fifty-nine  cases  received  no 
sulfanilamide  and  4 of  these,  or  8.4  per 
cent,  died. 
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BARBITURATE  ADDICTION  FAIRLY  COMMON 


Barbiturate  addiction  is  fairly  common, 
making  up  one-tenth  of  all  drug  addiction  cases 
(excluding  chronic  alcoholism)  received  by  hos- 
pitals in  the  larger  cities,  Dr.  W.  E.  Hambour- 
ger,  Cleveland,  states  in  a report  on  the  promis- 
cuous use  of  barbiturates,  published  in  the  Journal 
of  the  American  Medical  Association  for  May  18 
by  authority  of  the  Council  on  Pharmacy  and 
Chemistry  of  the  association.  This  report  of 
Dr.  Hambourger’s  supplements  one  by  him 
published  in  the  J.A.M.A.  in  April,  1939. 

The  data  upon  which  the  study  was  based  were 
obtained  from  thirteen  hospitals  located  in  the 
larger  cities  in  the  New  England,  Atlantic, 
Middle  Western,  and  Southwestern  areas.  The 
report  points  out  that,  although  this  distribution 
does  not  represent  a typical  cross  section  of 
American  life,  “nevertheless  the  statistics  avail- 
able for  study  represent  more  than  1,250,000 
hospital  admissions  for  the  decade  1928-1937.” 


The  complete  study  leads  Dr.  Hambourger  to 
conclude  that:  “The  evidence  clearly  indicates 
that  the  barbiturates  are  responsible  for  many 
suicides,  successful  and  attempted,  as  well  as 
for  many  so-called  ‘accidental’  intoxications.” 

Retail  sales  of  the  barbiturates  to  consumers 
may  now  be  made  only  on  prescription  by  a 
physician  in  twenty-six  states,  as  the  result  of 
laws  enacted  up  to  May  1,  1940,  the  Bureau  of 
Legal  Medicine  and  Legislation  of  the  American 
Medical  Association  reports  in  the  association’s 
Journal  for  May  18. 

The  states  enacting  such  laws  are  Alabama, 
Arkansas,  California,  Colorado,  Connecticut, 
Delaware,  Florida,  Georgia,  Maine,  Maryland, 
Minnesota,  Mississippi,  Nebraska,  Nevada, 
New  Jersey,  New  York,  North  Carolina,  Oregon, 
Pennsylvania,  Rhode  Island,  South  Carolina, 
Tennessee,  Vermont,  Virginia,  Washington,  and 
West  Virginia. 


AGRANULOCYTOSIS  FORME  FRUSTE 


Walter  Pewny,  M.D.,*  Bratislava,  Czechoslovakia 


It  often  happens  that  severe  or  even 
slight  tonsillitis  is  followed  by  bleed- 
ing of  the  nose.  Disagreeable  surprises 
and  even  mortal  bleedings  are  not  rare  in 
the  case  of  operating  for  some  reason  on 
such  patients  in  this  state. 

I followed  up  these  observations  and 
also  had  the  opportunity  of  watching  such 
cases  clinically  and  hematologically.  As 
a result,  sometimes  very  interesting  states 
appeared  which  have  been  rather  scarcely 
appreciated  in  the  respective  literature  up 
to  now. 

The  quantity  of  white  blood  cells, 
whose  increase  is  ordinarily  caused  by 
tonsillitis,  was  found  rather  reduced. 
There  was  in  the  first  place  a reduced 
quantity  of  granular  cells,  and  a strong 
shift  to  the  left  even  up  to  a marked 
myeloid  reaction  may  appear  in  this 
connection.  These  cases  are  also  gener- 
ally accompanied  by  a strong  reduction 
and  even  by  deficiency  of  blood  platelets. 
A severe  leukopenia  in  connection  with  a 
shift  to  the  left,  frequently  also  with 
thrombopenia,  being  typical  for  the  so- 
called  agranulocytosis,  the  above-men- 
tioned cases  having  shown  similar  symp- 
toms but  with  a mild  turn,  may  be 
called  Agranulocytosis  forme  fruste. 

Four  of  the  most  interesting  cases  are 
here  related. 

Case  Reports 

Case  1. — A medical  student,  aged  21,  fell  ill 
with  a slight  catarrhal  tonsillitis  with  severe 
bleeding  of  the  nose.  The  nose  bleeding  induced 
me  to  examine  the  blood,  and  a greatly  reduced 
number  of  leukocytes — 2,400  in  1 cc. — was 
found.  I also  found:  neutrophil  myelocytes,  4 

per  cent  (absolute  number  96) ; staff  cells  and 
juvenile  neutrophils,  24  per  cent  (absolute  num- 
ber 576);  segmented  neutrophils,  33  per  cent 
(absolute  number  792);  lymphocytes,  35  per 

* Dr.  Pewny  has  done  extensive  research  work,  and 
has  had  many  articles  published  in  various  European 
medical  journals.  Still  in  Bratislava,  he  sent  the  above 
article  to  Miss  Hilda  Schay,  who  is  at  present  a resident 
of  New  York  City,  and  who  was  formerly  the  technician 
of  the  Jewish  Hospital  in  Bratislava.  In  her  capacity  as 
technician,  she  assisted  Dr.  Pewny  in  some  of  his  work. 


cent  (absolute  number  840);  monocytes,  4 per 
cent  (absolute  number  96);  blood  platelets 
20,000,  with  an  increase  of  large  juvenile  forms. 
In  spite  of  the  strong  left  shift  the  patient  was 
free  of  fever  the  next  day,  but  on  the  ninth  day 
the  tonsils  were  still  reddened  and  swollen.  The 
state  of  leukocytes  was  quite  normal  yet;  the 
number  of  leukocytes  was  6,500;  staff  cells  and 
juvenile  neutrophils,  4 per  cent  (absolute  number 
260) ; segmented  neutrophils,  66  per  cent  (abso- 
lute number  4,290);  lymphocytes,  25  per  cent 
(absolute  number  1,625);  eosinophils,  0.5  per 
cent  (absolute  number  32.5);  basophils  0.5  per 
cent  (absolute  number  32.5);  monocytes  4 per 
cent  (absolute  number  260).  The  quantity  of 
platelets  was  reduced  to  60,000,  with  a great 
number  of  large  slightly  granular  forms.  The 
smaller  platelets  are  predominating  in  normal 
blood. 

Case  2. — A girl,  aged  12,  fell  ill  with  high  fever 
and  a severe  follicular  tonsillitis  on  both  sides 
and  a sub  tonsillar  enlargement  of  the  lymph 
glands.  The  next  day  there  followed  an  ex- 
tremely violent  nose  bleeding  that  could  be 
stopped  only  by  means  of  tamponade.  Spleen 
and  liver  were  not  enlarged;  in  the  urine  there 
were  traces  of  albumin.  Leukocytes  numbered 
3,800;  staff  cells  and  juvenile  neutrophils,  5 per 
cent  (absolute  number  190);  segmented  neutro- 
phils, 74  per  cent  (absolute  number  2,812); 
lymphocytes,  20  per  cent  (absolute  number  760); 
monocytes,  1 per  cent  (absolute  number  38). 
Thrombocytes  were  quite  deficient;  coagulation 
time  was  eight  minutes.  Premature  menses  ap- 
peared. The  patient  recovered,  but  slowly.  A 
fortnight  later  the  number  of  leukocytes  was 
8,000;  staff  cells  and  juvenile  neutrophils,  4 per 
cent  (absolute  number  320) ; segmented  neutro- 
phils, 73.5  per  cent  (absolute  number  5,880); 
lymphocytes,  20  per  cent  (absolute  number 
1,600);  eosinophils,  0.5  per  cent  (absolute  num- 
ber 40) ; monocytes  2 per  cent  (absolute  number 
160) ; blood  platelets  150,000. 

Case  3. — A boy,  aged  8,  fell  ill  with  follicular 
tonsillitis,  temperature  of  38  C.,  enlargement  of 
glands,  and  bleeding  of  the  nose.  Leukocytes 
numbered  3,500;  staff  cells  and  juvenile  neutro- 
phils, 7 per  cent  (absolute  number  245);  seg- 
mented neutrophils,  70  per  cent  (absolute  number 
2,450) ; lymphocytes,  20  per  cent  (absolute  num- 
ber 700);  eosinophils,  0.5  per  cent  (absolute 
number  17.5) ; monocytes  2.5  per  cent  (absolute 
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number  87.5);  blood  platelets  80,000,  shaped 
round  and  of  large  and  medium  size. 

Case  4. — A woman,  aged  49,  having  suffered 
for  years  from  cholecystitis  and  arthritis  fell  ill 
with  a highly  feverish,  extended  follicular 
tonsillitis,  a severe  swelling  of  the  throat,  and 
severe  gingivitis.  Leukocytes  numbered  2,000; 
myeloblasts,  2 per  cent  (absolute  number  40); 
neutrophil  myelocytes,  10  per  cent  (absolute 
number  200);  staff  cells  and  juvenile  neutro- 
phils, 8 per  cent  (absolute  number  160);  seg- 
mented neutrophils,  0;  lymphocytes,  72  per 
cent  (absolute  number  1,440) ; monocytes,  8 per 
cent  (absolute  number  160);  blood  platelets 
100,000  of  large  and  medium  size.  The  next  day 
the  temperature  dropped;  leukocytes,  2,500; 
neutrophil  myelocytes,  20  per  cent  (absolute 
number  500) ; staff  cells  and  juvenile  neutrophils, 
32  per  cent  (absolute  number  800);  segmented 
neutrophils,  4 per  cent  (absolute  number  100); 
lymphocytes,  42  per  cent  (absolute  number 
1,050);  monocytes,  2 per  cent  (absolute  number 
50) ; blood  platelets  200,000  of  large  and  medium 
size — at  the  rate  of  8:5,  even  huge  platelets  ap- 
peared. 

In  spite  of  the  severe  gingivitis  only  epithelial 
cells  could  be  found  on  the  mucous  membrane. 
Even  in  the  spittle  there  were  only  a few  cor- 
puscles in  consequence  of  slackness  of  the 
myeloid  system.  There  were  further  epithelial 
nucleus,  spirals,  and  fusiformed  bacillus  coccus. 
Four  days  later  the  leukocytes  numbered  3,500; 
myelocytes,  4 per  cent  (absolute  number  140); 
staff  cells  and  juvenile  neutrophils,  8 per  cent 
(absolute  number  280);  segmented  neutrophils, 
44  per  cent  (absolute  number  1,540);  lympho- 
cytes, 40  per  cent  (absolute  number  1,400); 
monocytes  4 per  cent  (absolute  number  140); 
blood  platelets  200,000  of  large  and  medium  size 
at  the  rate  of  6:8,  no  huge  platelets  more;  red 
blood  corpuscles,  3,800,000;  anisocy tosis ; hemo- 


SULFAPYRIDINE’S BIG  DIVIDENDS 
Estimates  based  on  current  experience  indicate 
that  the  New  York  City  Department  of  Health 
will  spend  $100,000  less  for  pneumonia  serum  in 
1940  as  the  result  of  the  discovery  of  sulfapyri- 
dine.  This  was  disclosed  in  a report  submitted 
to  Health  Commissioner  John  L.  Rice  by  the  Ad- 
visory Committee  on  Pneumonia  Control,  com- 
prised of  New  York  City  specialists  in  internal 
medicine  who  are  studying  the  newer  advances 
in  pneumonia  treatment,  representatives  of  the 
County  Medical  Society,  and  the  Health  Depart- 
ment’s Pneumonia  Control  Division.  The  com- 
mittee has  approved  a program  aimed  at  the 
more  extensive  use  of  chemotherapy  in  pneu- 
monia, but  points  out  that  in  addition  to  chemo- 
therapy, serum  treatment  is  still  necessary  in 
many  cases. 


globin,  60  per  cent.  A hemorrhage  appeared, 
and  in  the  blood  there  were  leukocytes,  2 to  3 
per  cent  segmented  cells,  and  2 per  cent  staff 
cells.  Also  at  the  gingiva  and  in  the  spittle  white 
blood  cells  in  abundant  quantity  could  be  seen. 

A fortnight  later  there  was  still  a slight  gingi- 
vitis and  a left  shift  while  the  red  blood  image 
was  already  greatly  improving.  Leukocytes 
numbered  5,600;  staff  cells  and  juvenile  neutro- 
phils, 10  per  cent  (absolute  number  560); 
segmented  neutrophils,  67  per  cent  (absolute 
number  3,752) ; lymphocytes,  20  per  cent  (absolute 
number  1,120);  eosinophils,  1 per  cent  (abso- 
lute number  56);  basophils,  0.5  per  cent  (abso- 
lute number  28);  monocytes,  1.5  per  cent 
(absolute  number  84) ; blood  platelets  250,000  of 
medium  and  small  size;  red  blood  cells,  4,200,- 
000;  hemoglobin,  75  per  cent. 

The  treatment  in  these  and  similar 
cases  consisted  of  keeping  the  patient  in 
bed,  applying  neck  compresses,  local  ap- 
plications, gargling,  antipyretics  of  the 
salicylic  series  and  quinine,  autohemo- 
therapeutic  treatment,  vitamin  C,  ex- 
tracts of  corpus  luteum,  coagulen,  cal- 
cium, stryphnon,  and  pentose  nucleotide. 
Drugs  engendering  leukopenia,  especially 
pyramidon  but  also  any  other  prepara- 
tions containing  the  benzol  rings,  have  to 
be  avoided. 

The  cases  mentioned  above  show  the 
existence  of  a fortunately  short  and 
quickly  passing  damage  of  the  bone  mar- 
row concerning  the  ripening  process  of 
the  myeloblasts  and  megakaryocytes  ac- 
cording to  “deficiency  of  maturation 
factors.”  (Lescher  and  Hubble,  Whittby 
and  Britton : Disorders  of  the  Blood, 

1937.) 


QUARANTINE  INFECTED  MINDS,  TOO 
We  do  not  propose  to  stand  by  and  see  the 
mental  processes  of  the  American  people  get 
into  an  unhygienic  state  by  contamination 
from  individuals  who  are  infected  with  some 
mental  virus  from  unhealthful  areas  of  the  world. 
Such  individuals  give  evidence  of  wanting  to 
change  America’s  way  of  life  from  one  of  the 
best  places  in  the  world  to  live  to  forms  of  govern- 
ment where  life,  to  say  nothing  of  health,  seems 
very  cheap.  Let  us  keep  from  emigrating  to 
this  country  people  infected  with  smallpox 
and  typhoid  and,  likewise,  men  whose  minds 
are  infected  with  strange  fancies  of  govern- 
ment— and  this  in  the  interest  of  preventive 
medicine. — By  Ralph  H.  Pino,  M.D.,  at  the  Mt. 
Carmel  Mercy  Hospital  Banquet,  Michigan , 
January  31,  1940 


EPIDEMICS  OF  DIARRHEA  IN  THE  NEWBORN 


Walter  D.  Ludlum,  M.D.,  Brooklyn 
( From  the  Department  of  Pediatrics,  Caledonia  Hospital ) 


About  two  years  ago  there  was  much 
^ furor  over  this  important  subject. 
Much  ink  was  spilled  and,  among  other 
achievements,  the  New  York  City  De- 
partment of  Health  promulgated  a set  of 
“Regulations  Governing  Newborn  Nurs- 
eries.” Yet  such  epidemics  continue, 
hospital  maternity  services  are  closed, 
and  some  babies  die.  Why  is  this? 

There  seems  to  be  a lamentable  lack  of 
logic  and  of  scientific  imagination  in  this 
matter  which  is  well  illustrated  by  a 
paper  published  in  the  Journal  of  the 
American  Medical  Association.1  The 
authors  report  regulations  which  should 
be  strictly  observed.  We  abstract  them 
as  follows: 

1.  A new  diet  kitchen.  Formulas  were  pre- 
viously prepared  in  a general  kitchen. 

2.  Previously  a nursery  nurse  had  some  duties 
elsewhere.  This  was  prohibited. 

3.  Only  physicians  caring  for  the  newborns 
should  be  permitted  in  the  nursery  and 
they  properly  gowned.  An  old  rule  en- 
forced. 

4.  “Paper  pads  had  been  in  use  before.  . . . 
We  thought  that  this  permitted  the  possible 
contamination  of  the  table  by  urine  or  fecal 
matter  seeping  through  the  pad.  We 
therefore  ordered  individual  quilted  pads 
to  be  used  under  the  paper  ones  for  each 
baby.” 

5.  “The  rule  was  enforced  that  nurses  scrub 
before  and  after  handling  a baby.  All 
nurses  . . . wore  gowns  and  masks.” 

6.  “All  linen  was  ordered  sterilized  in  the 
autoclave.” 

7.  “Cathartics  were  ordered  discontinued 
whenever  possible  for  obstetric  patients.” 

The  authors  were  surprised,  apparently, 
that,  in  spite  of  these  regulations  and 
some  other  things  done,  the  epidemic  con- 
tinued, but  why  should  they  have  been? 

Let  us  not  discuss  these  regulations  in 
detail,  but  concede,  for  the  sake  of  the 
argument,  that  they  were  all  good  and 
necessary.  Why  should  anyone  think 


that  they  would  stop  an  existing  epidemic, 
that  they  would  be  an  effective  screen 
against  the  fire,  that  they  would  stop  the 
flow  of  the  infecting  agent  from  one  baby, 
or  other  infecting  person  or  material,  to 
the  other  babies? 

In  only  a half  dozen  lines  of  the  three- 
page  article  is  there  a faint  intimation 
that  they  suspect  why  they  did  not  suc- 
ceed. The  last  of  these  lines  are:  “This, 
or  some  similar  break  in  technic,  might 
have  happened  in  spite  of  our  precau- 
tions.” Of  course,  there  is  no  doubt,  so 
far  as  I can  see,  that  there  was  a break 
in  the  technic  or,  what  seems  more  likely, 
that  an  adequate  technic  had  not  been 
established — to  be  broken. 

The  Health  Department’s  regulations 
are  excellent  but  changes  were  made 
(not  all  of  them  improvements)  after 
they  left  the  voluntary  advisory  com- 
mittee. This  writer,  if  a czar,  would  have 
made  some  other  changes. 

As  is  apt  to  be  the  case  where  occasional 
inspection  is  made,  these  regulations 
stress  what  can  always  be  seen — that 
rooms  for  isolation  and  special  care  of 
babies  are  provided,  that  nurses’  and 
doctors’  gowns  are  at  hand  for  use,  that 
sterilizing  equipment  is  adequate,  and 
many  other  such  items.  Granting,  for 
the  sake  of  the  argument,  that  all  these 
things  are  necessary — and  some  hospital 
managements  even  doubt  this — they  are 
largely  concerned  only  with  hospital 
construction  and  housekeeping.  As  all 
hospitals  do  not  know  how  to  build  and 
equip  properly,  they  may  need  these 
orders.  But  even  when  all  material 
equipment  is  provided,  a “break  in 
technic”  can  produce  disaster  while 
aseptic  procedure  protects  in  poorer  sur- 
roundings. 

A colleague’s  favorite  quotation  is: 
“Ritual  without  reverence  is  a mockery.” 
That  some  ritual  is  necessary  is  conceded, 
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but  what  I wish  to  emphasize  is  that  the 
persons  carrying  out  these  procedures 
shall  not  miss  the  substance  in  the  form. 

Essential  Basis  of  Safety 

This  is  the  aseptic  idea,  so  firmly  im- 
planted in  everyone  concerned,  that  he, 
and  particularly  she  (as  most  of  the  work 
is  done  by  nurses)  cannot  break  her  asep- 
sis without  knowing  it. 

Procedure. — “Nurses shall  wash 

their  hands  thoroughly  with  soap  and  hot 
water  after  changing  or  diapering  each 
baby.”  I suppose  this  is  considered  a 
very  important  and  valuable  rule,  but  of 
what  use  is  it  really!  Can  you  imagine  a 
nurse  changing  a dozen — or  even  three  or 
four — babies  and  doing  an  effective  wash 
between?  It  isn’t  practical.  But  as- 
sume that  it  were,  what  good  would  it 
do?  These  babies  are  capable  of  being 
infected  from , but  not  to , their  hinder 
parts.  This  regulation  suggests  the  real 
trouble — infection  from  diapers  to  nip- 
ples by  hands — but  it  does  not  remedy  it. 
Whenever  possible  different  people  should 
diaper  and  feed  the  babies.  If  the  same 
nurse  must  do  both,  they  must  be  dis- 
tinct procedures.  The  nurse  should 
complete  the  diapering,  with  such  inter- 
mediate washing  as  her  sense  of  decency 
demands,  then  scrub  her  hands  thor- 
oughly, a real  operating-room  scrub,  and 
put  on  gloves  ONLY  when  touching  the 
nipples.  If  these  gloves  are  used  in  other 
care  of  the  baby  they  will  not  be  sterile 
for  handling  the  nipples,  which  is  the 
reason  for  their  use.  The  substitution  of 
the  sterile  forceps  is  a concession.  The 
important  thing  is  how  they  are  used, 
for  either  glove  or  forceps  may  be  in- 
fected. 

Epidemics 

I am  much  interested  in  the  ultimate 
cause  of  these  cases  of  diarrhea,  the  in- 
fecting organism,  and  in  knowing  by  what 
route  the  first  case  gets  into  the  hospital, 
for  if  we  don’t  have  the  first  case,  we 
can’t  have  the  second,  but  my  direct 
concern  is  with  the  spread  of  the  disease. 
“Hospital  Infections”  are  charged  against 
the  hospitals,  sometimes  rightly  so. 


Here  is  where  the  combination  of  vision 
and  logic  comes  in.  How  can  later  cases 
receive  their  infections?  Through  what 
channel?  I assume  that  no  one  con- 
siders that  this  infection  enters  the  baby 
through  the  skin.  With  all  proper  re- 
spect for  infected  diapers,  no  one  supposes 
that  it  crawls  up  the  rectum  from  an 
infected  diaper,  and  I do  have  all  proper 
respect  for  infected  diapers.  I believe 
that  this  is  an  integral  part  of  the  spread 
of  these  diarrheas,  by  infection  from  them, 
through  the  hands,  to  the  nipples.  Again 
I say  this  danger  might  be  abolished  if 
different  persons  handled  the  diapers. 

The  idea  that  infection  is  communi- 
cated through  the  air  by  floating  particles 
I shall  make  no  attempt  to  refute.  How- 
ever, it  does  suggest  that  our  thinking 
has  gone  back  to  Listerian  days  and  the 
carbolic-acid  spray.  If  epidemics  persist 
after  more  obvious  channels  have  been 
closed,  we  shall  return  to  this.  Do  you 
really  believe  this  is  the  method? 

So  shall  we  not  all  agree  that  the  portal 
of  entry  for  this  organism,  whether  it  be 
a bacterium  or  an  ultramicroscopic  virus, 
is  the  mouth  or  the  adjacent  nose?  So 
what  does — or  can — get  into  the  wee 
baby’s  nose  and  mouth? 

Most  of  us,  I believe,  think  that  the 
immediate  source  of  an  intestinal  infec- 
tion may  be  either  one  of  two  things:  a 
respiratory  infection  “going  down”  or 
an  infectious  material  getting  into  the 
mouth  and  passing  directly  to  the  esoph- 
agus and  stomach.  This  is  no  place  to 
discuss  the  idea.  Let  us  concede  it. 

Upper  Respiratory  Diarrhea. — How  can 
a baby  get  the  upper  respiratory  infec- 
tion? By  direct  introduction  the  same 
as  the  primary  gastrointestinal  or  by 
inhalation.  My  very  positive  belief  is 
that  nearly  always  the  direct  source  is 
droplet  infection,  and  so  should  be  met 
by  a proper  mask,  properly  applied.  I 
believe  thoroughly  in  masks  but  cannot 
omit  emphasis  on  a simple  costless  meas- 
ure which  I do  not  recall  ever  seeing  in 
print:  Never  talk  across  a baby , particu- 
larly if  you  are  unmasked.  We  all  know 
that  in  talking  a person  shoots  out  many 
germs — as  from  a machine  gun.  Why 
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shoot  them  at  the  baby?  Masks  and  the 
proper  wearing  of  masks  over  nose  and 
mouth  deserve  discussion  but  not  here. 

Nipples 

So  what  else  goes  into  the  baby’s 
mouth?  Practically  all  babies,  95  per 
cent  or  more,  I am  told,  in  New  York 
City  hospitals  are  bottle  babies,  at  least 
in  part.  One  supplemental  or  one  or 
more  complemental  feedings  are  given 
or  water.  At  any  rate,  practically  all 
babies  are  “exposed  to”  a rubber  nipple. 
It  is  unnecessary  to  discuss  such  funda- 
mentals as  the  fact  that  these  nipples 
may  not  be  sterilized  or  that  a second 
baby  may  use  a nipple  which  has  not  been 
sterilized  since  a former  baby  used  it. 
Our  discussion  must  be  limited  to  how 
these  nipples  can  be  contaminated  in  the 
average — or  better  than  average — well- 
managed  hospital.  What  happens  to 
these  nipples  after  boiling?  They  are 
put  into  a sterile  jar,  a few  or  many,  to- 
gether. How  are  they  taken  out?  By 
a nurse’s  hand?  Yes,  maybe.  A sterile 
hand?  No,  maybe.  The  nurses  may  be 
very  good;  they  may  be  very  clean,  but 
these  newborn  babies  are  very  easily 
infected.  Perhaps  not  so  much  as  a peri- 
toneal wound  but  the  formula  room  and 
the  nursery  should  be  treated  as  nearly 
as  possible  like  an  operating  room. 

Oh!  You  say,  I forgot  the  mother’s 
nipple,  an  unsterilizable  item.  Oh!  No. 
But  one  mother’s  nipple  can  directly 
infect  only  one  baby — unless  she  nurses 
more  than  one.  We  are  concerned  with 
how  the  second  and  later  babies  get  in- 
fected. Of  course,  the  food  itself  may 
harbor  infection.  It  should  not.  We 
boil  all  formulas  for  newborns.  This 
possibility  of  infection  could  be  eliminated 
if  this  procedure  were  universally  fol- 
lowed. 

One  very  admirable  paper  stands  out 
in  the  literature.  Dr.  Sauer3  has  pub- 
lished the  technic  established  at  “The 
Cradle,”  with  the  help  of  his  nurse  super- 
visor and  Dr.  Dick.  This  contains  de- 
tailed directions  and  is  admirable.  It 
has  been  codified  in  the  Cradle  Technic, 
available  from  Dr.  Sauer. 


Caledonian  Hospital  Special  Orders 

Our  own  special  regulations,  very  brief, 
refer  to  the  two  pamphlets  mentioned, 
the  Health  Department’s  orders,  and  the 
Cradle  Technic  as  well  as  a hospital 
“Black  Book”  for  detail. 

We  have  posted  on  the  wall  at  the  en- 
trance to  the  nursery: 

“We  are  maintaining  as  completely  aseptic  a nursery 
as  possible.  Aside  from  admitting  no  material  not 
sterile,  there  are  3 principles  of  procedure  which  are 
fundamental: 

“1.  Masks  shall  be  worn  whenever  facing  a baby. 

2.  The  baby’s  skin  shall  never  be  touched  un- 
necessarily. 

3.  Nothing  shall  enter  the  baby’s  mouth  except 
his  mother’s  nipple,  sterile  bottle  nipple,  sterile 
tongue  depressor,  sterile  gavage  tube  or  other 
sterile  implement.” 

VISITORS  ARE  NOT  ADMITTED 
“Every  person  entering  this  room  shall  wear  cap,  gown 
and  mask  properly  applied  over  nose  and  mouth,  and 
shall  scrub  his  hands. 

“For  detailed  instructions  you  are  referred  to: 

“I.  Regulations  of  Department  of  Health  on  New- 
born Nurseries  which  every  doctor  and  nurse 
should  have  read  before  entering  this  room, 
especially  Reg.  2 (1)  and  13  (a). 

II.  ‘Dick  Diet  Kitchen  and  Aseptic  Nursing 
Technic.’ 

III.  The  ‘Black  Book.’  ” 

On  the  wall  in  the  nursery  is  posted: 

“ANY  NURSE  COMING  ON  DUTY  IN  THE 
NURSERY  OR  COMING  BACK  AFTER  BEING 
OFF  THE  WARD  FLOOR,  SHALL  SCRUB  HER 
HANDS  10  MINUTES  AS  FOR  AN  OPERATION.” 
“IF  A NIPPLE  NEEDS  TO  BE  CHANGED  OR 
ADJUSTED,  THIS  MUST  BE  DONE  WITH 
STERILE  GLOVED  HAND  OR  FORCEPS.  IT 
MUST  NOT  BE  ALLOWED  TO  TOUCH  ANY- 
THING THAT  IS  NOT  STERILE.” 

Over  the  sink  is  posted: 

“THE  NURSERY  NURSE,  IMMEDIATELY  AT 
THE  CLOSE  OF  EACH  NURSING  PERIOD, 
SHALL  RINSE  AND  SCRUB  WITH  SOAP  AND 
HOT  WATER  WITH  BOTTLE  BRUSH,  EACH 
BOTTLE  WHICH  HAS  BEEN  USED,  RINSE 
AGAIN  AND  STACK  NECK  DOWN  IN  A RACK 
IN  CABINET  PROVIDED.  WITH  A DIFFER- 
ENT BRUSH  SHE  SHALL  SIMILARLY  SCRUB 
NIPPLE,  INSIDE  AND  OUT,  AND  PLACE  IN 
COLD  WATER  IN  RECEPTACLE  PROVIDED.” 

We  consider  this  immediate  and  thor- 
ough nipple  washing  very  important  to 
remove  flakes  of  milk,  which  otherwise 
might  escape  sterilization. 

In  the  formula  room  is  posted  the  fol- 
lowing: 

“REMEMBER:  You  are  carrying  out  asepsis,  as  near 
as  possible  that  of  the  operating  room,  in  the  formula 
room.  The  bottles  and  their  contents,  their  caps  and 
nipples  are  to  be  sterile  when  they  leave  your  formula 
room  and  go  to  the  baby. 

“1.  Put  in  the  sterilizer  bottles,  nipples  and  all 
utensils  and  articles  which  are  to  be  sterilized 
by  you.  These  should  have  been  left  clean  by 
you  or  brought  to  the  formula  room  clean,  but 
scrub  them  clean  if  or  when  necessary.  Main- 
tain sterilizer  at  top  heat  for  10  minutes. 

2.  Operating  room  10  minute  scrub. 

3.  Calculate  all  formulas. 

4.  Measure  and  mix  all  foods. 

5.  Put  foods  on  to  boil  in  deep  saucepans.  When 
boiling,  continue  their  boiling  3 minutes  with 
constant  stirring. 
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6.  Scrub  again.  Spread  sterile  sheet — avoid 
touching  its  upper  side — on  table.  Put  on 
mask,  sterile  gown  and  gloves. 

7.  Remove  bottles  from  sterilizer  and  line  them 
up  on  sterile  cloth. 

8.  Pour  ordered  amount  into  bottles,  handling  the 
saucepan  handles  with  sterile  holder,  and  cap 
them. 

9.  Put  nipples  in  sterilized  jars,  a fixed  number,  at 
present  36  per  jar. 

10.  Mark  infant’s  name  on  his  bottle  with  blue 
pencil. 

11.  Put  bottles  away  in  refrigerator. 

“Exceptions: 

“1.  If  a large  number  of  stock  formulas,  alike  but 
for  different  babies,  are  being  prepared,  they 
may  be  marked  Formula  I,  Formula  II. 

2.  If  an  order  demands  non-boiling  of  a given 
formula,  this  must  be  prepared  after  all  cooked 
formulas  have  been  prepared  and  put  away. 
Such  formulas  shall  be  red  penciled:  Not 

boiled.” 

Eternal  vigilance  is  the  price  of  safety. 
After  establishing  an  aseptic  nursery, 
formula  kitchen,  and  “procedure,”  every 
person  must  be  on  the  alert  that  no  break 
occurs. 

We  are  not  proud;  we  keep  our 
fingers  crossed ; we  concede  that  the  fates 
have  been  with  us,  but  we  do  believe  that 
the  aseptic  spirit  has  been  a large  element 
in  keeping  us  pure.  If  or  when  we  get 
an  epidemic,  we  shall  be  glad  to  be  shown 
what  was  faulty  in  the  technic  laid  down 
or  where  it  was  broken. 


Summary 

We  believe: 

1 . That  the  usual  media  of  transference 
are  (a)  droplet  infection  from  contacts 
and  (b)  infected  bottle  nipples,  usually  by 
fingers  from  diapers. 

2.  That  proper  masking  will  control 
droplet  infection. 

3.  That  proper  maintenance  of  sterility 
in  bottle  nipples  from  sterilization  till 
final  use  will  prevent  nipple  infection. 

4.  To  avoid  distraction  from  our  main 
theme  we  have  intentionally  omitted  or 
lightly  touched  upon  other  ways  in  which 
epidemics  of  diarrhea  could  be  and  have 
been  spread,  for  we  believe  they  should 
not  and,  in  the  main,  do  not  now  thus 
occur,  and  have  referred  to  an  article  by 
another  for  detailed  procedure. 
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AMERICAN  BOARD  OF 
OPHTHALMOLOGY 

There  will  be  only  one  written  examination 
during  1941.  This  will  be  held  in  various  cities 
throughout  the  country  on  March  8.  Can- 
didates enrolled  in  the  Preparatory  Group  who 
have  been  advised  that  they  will  be  eligible  for 
examination  during  1941  should  make  applica- 
tion at  once  to  take  this  written  examination. 
Application  must  be  made  on  the  regular  blanks 
provided  for  the  purpose  and  must  be  received 
in  the  Board  Office  before  December  1,  1940. 

Oral  Examinations  1941 
Cleveland,  May  or  June 
October  (place  to  be  announced  later) 

Deadline  for  Case  Reports 
February  1 
July  1 

A special  oral  and  clinical  examination  will  be 
held  on  the  Pacific  Coast  during  1941  providing 
there  will  be  enough  candidates  to  warrant  it. 
Applications  for  this  examination  should  be 
filed  before  September  1,  1940,  so  that  the 
Board  may  complete  necessary  arrangements. 
If  you  plan  on  taking  your  examination  during 
1941,  please  write  at  once  to  the  Board  Office  for 
formal  application  blanks,  indicating  your  pref- 
erence of  examination  place. 

American  Board  of  Ophthalmology 
6830  Waterman  Avenue 
St.  Louis,  Missouri 


A STEP  FORWARD 

New  York  State  has  taken  another  important 
step  toward  protection  of  its  standards  of  medical 
practice.  Governor  Lehman’s  signature  of  the 
Page-Milmoe  and  Mahoney-Todd  bills  makes 
it  more  difficult  for  graduates  of  inferior  schools  in 
other  states  to  intern  or  practice  independently 
here. 

For  a number  of  years  reciprocity  agreements 
permitted  the  Regents  to  endorse  automatically 
the  licenses  of  graduates  from  certain  states. 
Some  of  those  states  failed  to  keep  pace  with  New 
York’s  strict  requirements,  with  the  result 
that  practitioners  were  licensed  here  who  were 
not  equal  to  our  standards.  The  Page-Milmoe 
Act  protects  against  this  sort  of  situation  by 
requiring  applicants  from  elsewhere  to  have  had 
equivalent  training  and  to  have  passed  an  ex- 
amination comparable  to  ours. 

The  Mahoney-Todd  Act  throws  a similar  safe- 
guard about  hospital  internships  by  forbidding 
hospitals  to  employ  graduates  of  colleges  not 
recognized  by  the  Board  of  Regents.  It  also  re- 
quires clinical  clerks  in  hospital  wards  to  be  bona 
fide  students  of  approved  medical  schools. 

The  steady  tightening  of  the  requirements  for 
medical  practice  in  New  York  offers  a good 
augury  for  other  states,  observes  the  New  York 
Medical  Week.  Higher  standards  here  are 
bound  to  have  an  influence  elsewhere.  Thus  the 
entire  nation  may  ultimately  be  expected  to 
share  the  benefits  of  legislation  like  the  Page- 
Milmoe  and  Mahoney-Todd  acts. 


RHEUMATIC  HEART  DISEASE  IN  PREGNANT  WOMEN 

Treatment  in  a City  Hospital 

Jacob  Clahr,  M.D.,  Milton  D.  Klein,  M.D.,  and 
Nathan  M.  Greenstein,  M.D.,  New  York  City 

( From  the  Department  of  Obstetrics,  Morrisania  City  Hospital ) 


The  association  of  rheumatic  heart 
disease  and  pregnancy  has  always 
been  a source  of  considerable  trepidation 
to  the  obstetrician.  The  recent  contri- 
butions to  the  literature  on  this  subject 
by  such  authors  as  Stander,  Pardee, 
Hamilton,  and  others,  no  doubt  have 
been  of  considerable  benefit  in  treating 
individual  cases.  However,  the  patient 
who  is  unable  to  afford  private  care  may 
not  fare  so  well.  Scott  and  Henderson1 
mentioned  that  there  were  twice  as  many 
pregnant  women  with  cardiac  failure  in 
the  public  wards  as  in  private  practice. 
This  difference  was  unquestionably  due 
to  the  more  adequate  prenatal  care  ob- 
tained by  the  wealthier  patient.  The 
beneficial  results  of  adequate  prenatal 
care  even  in  clinics  can  be  deduced  from 
the  figures  presented  by  Stander.2  He 
showed  that  the  mortality  in  patients  who 
attended  the  clinic  regularly  was  twenty- 
six  times  lower  than  in  those  patients  who 
never  attended  the  clinic. 

Regularity  of  attendance  at  a prenatal 
clinic  alone  is  not  enough.  As  we  shall 
demonstrate,  the  patients  must  receive 
special  attention  at  a prenatal  cardiac 
clinic  and  their  progress  through  delivery 
and  the  puerperium  must  be  followed  by 
the  staff  of  the  clinic. 

Tables  1,  2,  3,  and  4 give  a statistical 
review  of  all  pregnant  women  with  rheu- 
matic heart  disease  who  were  admitted 
to  the  hospital  from  its  opening  in  July, 
1929,  to  June,  1938. 

Prenatal  Cardiac  Clinic 

The  formation  of  a prenatal  cardiac 
clinic  under  the  combined  supervision  of 
both  the  obstetric  and  cardiac  depart- 
ments is  to  be  urged  in  all  hospitals. 
Several  advantages  to  the  patient  are 


offered  by  this  special  clinic.  She  does 
not  have  to  attend  a large  prenatal  clinic 
where  individual  attention  is  almost  im- 
possible. The  number  of  visits  to  the 
clinic  is  cut  in  half  by  giving  the  patient 
both  obstetric  and  cardiac  care  at  the 
same  time. 

The  formation  of  the  prenatal  cardiac 
clinic  was  responsible  for  making  the 
members  of  the  obstetric  clinic  and  hos- 
pital staffs  more  “cardiac  conscious.” 
Chart  1 demonstrates  the  increased  car- 
diac incidence  since  the  inception  of  this 
clinic.  Of  8,488  pregnant  women  ad- 
mitted to  the  hospital  before  the  forma- 
tion of  this  clinic,  only  58  patients  with 
rheumatic  heart  disease  were  found,  or  a 
cardiac  incidence  of  0.7  per  cent.  Since 
the  inception  of  the  clinic,  6,545  pregnant 
women  were  admitted  to  the  hospital 
and  123  patients  with  rheumatic  heart 
disease  were  found,  a cardiac  incidence 
of  1.8  per  cent. 

The  discussion  which  follows  includes 
the  routine  treatment  in  the  antepartum, 
intrapartum,  and  postpartum  periods, 
and  also  a consideration  of  the  results 
obtained  with  varying  types  of  therapy. 

Treatment 

A : General  Instructions  to  the  Patient. — 
All  patients  are  instructed  to  discontinue 
their  housework  during  the  prenatal 
period.  Since  many  of  our  patients  are 
on  home  relief,  the  city  administration 
has  provided  houseworkers  to  ease  their 
burdens.  If  the  woman  lives  above  the 
first  floor,  attempts  are  made  through  the 
hospital  social  service  department  to 
have  her  moved  to  a lower  floor.  When 
this  is  not  possible,  the  patient  is  ad- 
vised not  to  climb  the  stairs  more  than 
once  a day.  She  is  asked  to  return  to  the 
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TABLE  1. — Analysis  of  Cases  of  Rheumatic  Heart 
Disease  in  Pregnancy 


Pregnant  women  admitted  to  the  hospital  from 

July,  1929  to  June,  1939  15,033 

Pregnant  women  with  rheumatic  heart  disease 
admitted  to  the  hospital  during  this  same 
period  181 

Incidence  of  rheumatic  heart  disease  in  preg- 
nancy 1.4% 


TABLE  2. — Valvular  Lesions 


Valvular  Lesions 

Cases 

Percentage 

MI 

12 

6.6 

MS 

6 

3.3 

MI  MS 

147 

81.6 

MS  AI 

1 

0.5 

MI  MS  AI 

8 

4.4 

MI  MS  AI  AS 

7 

3.9 

Total 

181 

100.0 

TABLE  3. — Summary  of  Deliveries 

Total  number 

181 

Method  of  delivery 
A.  Operative 

1.  Low  forceps 

27 

2.  Mid  forceps 

6 

3.  Version  and  breech  extraction 

2 

4.  Cesarean  and  sterilization 

4 

5.  Hysterotomy  and  sterilization 

(5th  month) 

1 

Total 

40  or 

22.1% 

B.  Spontaneous 

1 . Miscarriage 

10 

2.  Premature 

11 

3.  Full  term 

119 

Total 

140  or 

77.4% 

Died  undelivered 

1 or 

0.5% 

TABLE  4. — Mortality 


Total  babies  delivered  (4  twins) 

No. 

185 

Percentage 

Fetal  mortality 
A.  Stillbirths 

1.  Full  term 

5 

2.7 

2.  Premature 

1 

0.5 

3.  Miscarriage 

7 

3.8 

B.  Neonatal  deaths 

1.  Full  term 

0 

0.0 

2.  Premature 

3 

1.6 

3.  Miscarriage 

4 

2.2 

Total 

20 

10.8 

Maternal  mortality 

4 

2.2 

prenatal  cardiac  clinic  every  two  weeks 
until  she  is  admitted  to  the  hospital  for 
antenatal  bed  rest.  She  is  instructed  to 
enter  the  hospital  at  the  first  sign  of 
cardiac  insufficiency  such  as  increasing 
dyspnea  on  exertion,  persistent  cough, 
hemoptysis,  or  orthopnea.  Walking  out- 
doors is  limited  to  four  to  five  blocks  and 
at  a very  slow  pace.  Complete  bed  rest 
for  three  hours  every  afternoon  is  em- 
phasized to  all  the  cardiacs.  Limitation 
of  fluids  to  1,500  cc.  a day  and  the  inges- 
tion of  frequent  small  meals,  instead  of 


PREGNANT  WOMEN  WITH 
RHEUMATIC  HEART  DISEASE 
AOMITTED  TO  HOSPITAL 


^BEFORE  FORMATION  OF 
^ PRENATAL  CARDIAC.  CLINIC 


I AFTER  FORMATION  OF 
Iprenatalcaroiac  CLINIC 


Chart  1.  Incidence  of  rheumatic  heart 
disease  in  pregnant  women  before  and  after  the 
formation  of  the  prenatal  cardiac  clinic. 


three  large  ones,  are  the  other  instruc- 
tions given  to  these  patients. 

B:  Antepartum  Bed  Rest . — Antepar- 
tum bed  rest  is  the  most  efficacious  single 
therapy  in  the  treatment  of  the  pregnant 
woman  with  rheumatic  heart  disease. 
Proper  bed  rest  can  only  be  maintained  in 
the  hospital  under  strict  supervision  of 
both  the  nursing  and  medical  staffs. 
The  number  of  weeks  before  delivery  that 
the  patient  is  sent  into  the  hospital  for  bed 
rest  depends  upon  the  functional  classi- 
fication and  not  upon  the  type  of  lesion 
encountered. 

When  the  cardiac  patient  cannot  be 
hospitalized  because  her  presence  at  home 
is  essential,  the  social  service  department 
cooperates  by  providing  suitable  care  for 
the  home  and  family,  so  that  she  may  ob- 
tain bed  rest  under  the  best  possible  cir- 
cumstance. In  spite  of  the  fact  that  these 
women  are  indigent  and  do  not  have  to 
pay  for  either  the  hospital  or  medical 
services,  only  47  of  the  181  cardiac  pa- 
tients took  advantage  of  the  antepartum 
bed  rest  offer.  The  remaining  134  women 
had  inadequate  or  no  antepartum  bed 
rest.  Of  these,  113  patients  never  at- 
tended the  prenatal  clinic  at  all  or  failed 
to  attend  it  regularly  and  therefore  did 
not  receive  the  necessary  instructions  as 
to  bed  rest.  The  remaining  21  patients 
delivered  before  the  eighth  month  of  gesta- 
tion. 
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TABLE  5. — Relationship  of  Hospital  Therapy  to  Intrapartum  and  Postpartum  Cardiac  Decompensation 

and  Maternal  Mortality 


Therapy 

A 

Adequate  antepartum  bed  rest 
and  digitalis 

B 

Adequate  antepartum  bed  rest 
alone 

C 

Antepartum  digitalis  alone 
D 

Either  inadequate  or  no  ante- 
partum bed  rest 

Total 


Functional  Capacity  During 
Prenatal  Period 
1 2a  2b  3 Unknown 

Total 

Number 

of 

Cases 

Intrapartum  Postpartum 

Cardiac  Cardiac 

Decompensation  Decompensation 

Maternal 

Deaths 

0 

5 

2 

9 

0 

16 

0 

0 

0 

4 

17 

7 

2 

1 

31 

0 

1 

0 

0 

3 

5 

1 

0 

9 

1 

0 

0 

27 

82 

8 

4 

4 

125 

1 

4 

4 

31 

107 

22 

16 

5 

181 

2 

5 

4 

Bed  rest  does  not  necessarily  mean  that 
the  patient  must  stay  in  bed  all  the  time. 
The  patients  in  class  1 or  2a  are  allowed 
bathroom  privileges  and  a walk  through 
the  corridors  of  the  maternity  floor  for 
ten  to  twenty  minutes,  two  to  three  times 
a day.  This  amount  of  exercise  is  neces- 
sary to  keep  the  proper  tone  of  the  cardiac 
muscle.  Complete  bed  rest  would  result 
in  weakening  of  the  myocardium  similar 
to  the  muscular  atrophy  one  finds  in  a 
limb  after  disuse.  However,  the  class- 
2b  or  -3  patients  remain  completely  bed- 
ridden until  their  functional  capacity  is 
improved  to  class  2a  and  then  they  are 
placed  on  the  restricted  regimen  of  the  2a 
patient. 

Class- 1 cardiac  patients  are  sent  into 
the  hospital  for  bed  rest  one  week  before 
the  expected  date  of  delivery.  Class-2a 
patients  are  referred  for  admission  four 
weeks  before  the  expected  date.  How- 
ever, we  consider  the  duration  of  bed  rest 
as  inadequate  only  in  those  class- 1 pa- 
tients who  are  admitted  less  than  five 
days  before  delivery  and  those  class-2a 
patients  who  are  admitted  less  than  two 
weeks  before  delivery.  As  soon  as  a pa- 
tient enters  class  2b  or  3 she  is  sent  into 
the  ward  for  bed  rest  immediately,  re- 
gardless of  the  period  of  gestation.  Less 
than  two  weeks  of  bed  rest  before  de- 
livery for  patients  in  class  2b  or  3 is  also 
considered  inadequate.  If  she  does  not 
respond  to  rest  and  digitalis,  the  preg- 
nancy is  interrupted.  Failure  to  respond 
to  this  regimen  is  very  rare.  Interrup- 
tion of  pregnancy  after  the  third  month  of 
gestation  was  carried  out  only  four  times. 
When  the  class-2b  patient  is  benefited 


by  the  therapy  and  enters  class  2a  she  is 
allowed  to  go  home.  From  that  time  on 
she  is  followed  up  in  the  prenatal  cardiac 
clinic  until  readmission  to  the  hospital 
four  weeks  antepartum.  However,  the 
class-3  patient,  even  after  improving  to 
class  2a,  is  advised  to  remain  in  the  hos- 
pital until  delivery.  The  longest  stay  in 
the  hospital  for  a class-3  patient  was 
three  and  one-half  months. 

Those  cardiac  patients  in  class  2b  or 

3 or  with  a history  of  cardiac  decompen- 
sation before  delivery,  who  are  admitted 
to  the  clinic  in  the  first  trimester  of  preg- 
nancy, are  urged  to  have  their  pregnancies 
interrupted.  There  were  3 patients  who 
had  an  interruption  before  the  third 
month  of  pregnancy.  One  had  a dilata- 
tion of  the  cervix  and  curettage  and  the 
other  2 patients  had  vaginal  hysteroto- 
mies and  sterilizations  performed.  The 
latter  method  of  interruption  of  gestation 
and  sterilization  was  chosen  because  the 
postoperative  morbidity  and  mortality 
is  lower  than  by  the  abdominal  route. 

The  relationship  of  bed  rest  to  intra- 
partum and  postpartum  cardiac  failure 
and  maternal  mortality  can  be  seen  from 
Table  5.  There  were  31  women  who  re- 
ceived adequate  prenatal  bed  rest  with- 
out digitalis  (Group  B).  Of  these,  1 
patient  developed  cardiac  decompensa- 
tion postpartum,  none  intrapartum,  and 
there  were  no  maternal  deaths.  There 
were  125  patients  who  had  inadequate  or 
no  bed  rest  (Group  D).  Of  these,  1 
woman  developed  cardiac  failure  during 
labor,  4 following  labor,  and  there  were 

4 maternal  deaths  from  cardiac  failure. 
Although  Group  B was  one  fourth  the 
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size  of  Group  D,  there  were  almost  as 
many  cases  of  decompensation  during 
the  antepartum  period.  These  decom- 
pensation cases,  however,  were  for  the 
most  part  patients  who  had  not  hitherto 
been  attending  the  prenatal  cardiac 
clinic.  But,  because  they  received  ade- 
quate bed  rest  before  delivery  they 
were  included  in  Group  B.  Of  the 
31  patients  in  Group  B,  only  1 patient 
became  decompensated  either  during  or 
following  delivery.  This  patient  was 
included  in  class  2b.  Of  the  125  patients 
in  Group  D,  5 developed  cardiac  decom- 
pensation during  or  following  delivery. 
The  5 women  were  in  class  2b  or  3 in  the 
prenatal  period.  The  frequency  of  car- 
diac failure  during  the  intrapartum  and 
postpartum  periods  in  patients  who  have 
had  inadequate  or  no  bed  rest  is  therefore 
five  times  that  in  the  group  that  received 
adequate  bed  rest. 

C:  Antepartum  Digitalization. — -The 

administration  of  digitalis  has  become  a 
routine  procedure  on  admission  to  the 
hospital  for  all  cardiac  patients  except 
those  in  class  1 . The  purpose  of  this  pro- 
cedure is  to  prevent  the  cardiac  patient 
from  going  into  decompensation  during 
the  strain  of  labor  or  in  the  postpartum 
period.  According  to  Jensen,3  most 
modern  cardiologists  disapprove  of  the 
administration  of  digitalis  to  well-com- 
pensated patients  because  of  its  toxicity. 
For  this  reason  the  routine  administra- 
tion of  digitalis  just  before  delivery  to 
patients  in  compensation  has  been  sug- 
gested by  only  few  authorities.4’5  How- 
ever, we  have  not  seen  any  untoward 
effects  from  the  careful  administration  of 
this  drug. 

The  patient  is  digitalized  slowly.  The 
amount  of  the  drug  is  determined  by  her 
weight  (1  cat  unit  for  every  10  pounds  of 
weight  at  the  beginning  of  gestation)  and 
is  given  in  divided  doses  over  a period  of 
four  days.  After  the  required  amount  is 
administered,  the  patient  is  kept  on  a 
maintenance  dose  of  1 to  2 cat  units  a day. 

The  antepartum  administration  of  digi- 
talis has  not  been  used  in  class- 1 cardiac 
patients  since  not  a single  case  was  en- 
countered in  this  class  who  had  de- 


Chart  2.  Class-3  cardiac  patient  treated  with 
antepartum  bed  rest  and  digitalis. 

veloped  cardiac  failure  during  or  following 
labor.  However,  cardiac  failure  during 
labor  or  in  the  puerperium  has  occurred 
in  class-2a,  -2b,  and  -3  patients  and  for 
this  reason  antepartum  use  of  digitalis 
has  been  instituted  in  these  three  func- 
tional classes. 

Digitalization  is  a desirable  procedure 
in  all  patients  except  those  in  class  1 
who  have  received  inadequate  bed  rest. 
There  were  9 patients  (Group  C,  Table  5) 
who  received  digitalis  before  delivery  but 
did  not  have  adequate  bed  rest.  In  this 
group,  1 patient  developed  cardiac  failure 
during  labor. 

Group  A of  Table  5 is  made  up  of  16 
patients  who  received  both  adequate 
prenatal  bed  rest  and  digitalis.  Al- 
though this  group  is  small  it  contains  9 
cardiac  patients  who  were  in  class  3 in 
the  prenatal  period,  a larger  number  than 
in  any  of  the  other  groups.  Not  a single 
patient  in  Group  A developed  any  car- 
diac complications  and  there  were  no 
maternal  deaths.  Therefore  considering 
all  groups,  patients  who  had  adequate 
antepartum  bed  rest  and  digitalis  did  best. 

Chart  2 represents  the  typical  course  of 
a class-3  cardiac  patient  who  received 
sufficient  bed  rest  and  was  completely 
digitalized  before  delivery.  She  made 
an  uneventful  recovery.  However,  the 
less  fortunate  woman  with  rheumatic 
heart  disease  in  class  3 represented  by 
Chart  3,  entered  the  hospital  in  labor, 
did  not  have  the  opportunity  to  receive 
prolonged  antepartum  bed  rest  and  digi- 
talis, remained  in  class  3 during  her  labor, 
and  finally  died  from  cardiac  failure  on  the 
sixth  day  postpartum. 
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Chart  3.  Class-3  cardiac  patient  who  received 
neither  antepartum  bed  rest  nor  digitalis. 


D:  Labor. — During  labor  the  maternal 
respiratory  and  pulse  rates  are  taken  and 
charted  by  the  nurse  every  half  hour,  and 
more  often  if  necessary.  An  increase  in 
the  respiratory  rate  above  25  or  an  in- 
crease of  the  pulse  rate  above  110  are 
indications  of  oncoming  cardiac  embar- 
rassment. The  treatment  of  heart  fail- 
ure in  labor  is  exactly  the  same  as  in  the 
nonpregnant  cardiac  patient — morphine 
sulfate  by  hypodermic  injection  and 
phlebotomy. 

The  cardiac  patient  in  labor  is  kept 
under  complete  analgesia  by  the  adminis- 
tration of  morphine  sulfate  and  scopol- 
amine (twilight  sleep).  The  frequency  of 
administration  of  these  analgesics  de- 
pends upon  the  amount  of  pain  com- 
plained of  by  the  patient.  If  necessary, 
the  injections  are  given  as  often  as  every 
four  hours,  using  y4  grain  of  morphine 


sulfate  and  1/150  to  Y^oo  grain  of  scopol- 
amine. This  type  of  analgesia  will  give 
the  heart  rest  during  the  pains  and  will 
enhance  the  dilatation  of  the  cervix,  with 
a resulting  reduction  in  the  length  of  the 
labor. 

The  second  stage  of  labor  is  eliminated 
by  the  use  of  forceps.  However,  most  of 
our  patients  progressed  so  rapidly  after 
full  dilatation  of  the  cervix  that  they  de- 
livered spontaneously  before  forceps  could 
be  applied.  The  operative  deliveries  are 
accomplished  under  ether  anesthesia  with 
the  patient’s  head  and  chest  elevated. 
With  the  delivery  of  the  child,  the  intra- 
abdominal pressure  is  maintained  by 
means  of  a heavy  sand  bag  on  the  ab- 
domen to  prevent  postpartum  vascular 
collapse. 

All  four  cesarean  sections  were  per- 
formed during  the  early  years  of  the  hos- 
pital’s existence.  We  now  favor  delivery 
per  vagina  rather  than  cesarean  section 
in  severe  cardiac  patients.  Although 
cesarean  section  is  attended  by  less  car- 
diac strain  than  a labor,  the  occurrence 
of  postoperative  distention  and  vomiting 
may  precipitate  cardiac  failure.  It  is 
superfluous  to  point  out  the  associated 
dangers  of  infection  and  embolism  from 
such  a major  surgical  procedure.  The 
use  of  analgesics,  digitalis,  and  ante- 
partum bed  rest  have  been  valuable  in 
reducing  the  cardiac  strain  during  labor. 

E:  Puerperium. — The  care  of  the  car- 
diac patient  does  not  terminate  with  the 
delivery.  There  were  5 women  in  our 
study  who  delivered  without  any  dif- 
ficulty and  then  showed  signs  and  symp- 
toms of  cardiac  decompensation  within 
ten  days  postpartum.  There  were  only  2 
cases  of  intrapartum  cardiac  decompensa- 
tion. Digitalis  therapy  should  be  con- 
tinued in  the  puerperium  as  a prophylac- 
tic against  postpartum  heart  failure. 
Postpartum  hospitalization  is  two  weeks 
or  more  and  the  patient  is  not  sent  home 
until  she  is  well  compensated.  She  is  not 
permitted  to  nurse  her  baby  if  classed  as 
a 2b  or  3.  The  suppression  of  lactation  is 
brought  about  by  the  intramuscular  in- 
jection of  camphor  in  oil.6 

When  the  patient  is  discharged  from 
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the  hospital  she  is  instructed  to  spend 
most  of  the  time  in  bed  until  she  returns 
to  the  clinic  on  the  sixth  week  after  de- 
livery. If  the  patient’s  family  is  unable 
to  give  the  necessary  assistance  to  carry 
out  this  instruction,  the  social  service 
department  is  able  to  furnish  housework- 
ers  to  take  complete  care  of  the  mother 
and  newborn  baby.  This  service  is 
rendered  frequently  through  the  Emer- 
gency Relief  Bureau  of  New  York  City 
if  a relief  patient,  or  other  organizations. 

At  the  sixth-week  examination,  the 
subject  of  contraception  is  discussed  with 
the  patient.  If  she  has  no  religious  ob- 
jections she  is  referred  to  a contraceptive 
clinic.  Those  women  who  are  young  and 
in  class  1 or  2a  are  urged  not  to  have  more 
than  two  children  and  not  to  wait  more 
than  two  to  three  years  between  preg- 
nancies. Our  contention  is  that  the  car- 
diac patient  should  have  her  children 
when  she  is  young — while  her  cardiac 
function  is  still  fairly  good.  If  she  post- 
pones her  second  pregnancy  for  many 
years,  her  heart  will  also  be  older  and  less 
apt  to  stand  the  strain  of  pregnancy  and 
labor.  Patients  who  were  in  class  2b 
or  3 during  pregnancy  are  advised  against 
further  gestation,  and  if  they  are  unable 
to  carry  out  contraceptive  care  steriliza- 
tion by  the  vaginal  route  is  suggested. 


Summary  and  Conclusions 

1.  The  establishment  of  the  prenatal 
cardiac  clinic  has  led  to  a threefold  in- 
crease in  the  number  of  diagnosed  cases 
of  rheumatic  heart  disease  in  pregnancy. 

2.  The  routine  treatment  of  cases  of 
rheumatic  heart  disease  in  pregnancy  has 
been  described. 

3.  The  combination  of  adequate  bed 
rest  and  digitalis  has  been  the  most  effect- 
ive means  in  the  prevention  of  intra- 
partum and  postpartum  cardiac  failure 
in  rheumatic  heart  disease. 

4.  The  only  maternal  deaths  occurred 
in  patients  who  had  neither  adequate  bed 
rest  nor  digitalis. 

1749  Grand  Concourse 
1000  Grand  Concourse 
1147  Hoe  Avenue 

We  are  indebted  to  Dr.  Harry  Aranow, 
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THEIR  MINDS  WERE  RELIEVED 

The  psychologic  effect  of  the  needle  puncture 
is  apparently  largely  responsible  for  improvement 
of  arthritis  after  injection  treatment,  regardless  of 
the  substance  used,  Dr.  Nathan  Sidel  and  Dr. 
Maurice  I.  Abrams,  Boston,  contend  in  The 
Journal  of  the  American  Medical  Association  for 
May  4 on  the  basis  of  their  own  experience  and 
the  reports  of  other  investigators. 

They  report  improvement  in  68  per  cent  of  25 
patients  given  streptococcus  vaccine  and  in  72  per 
cent  of  58  patients  treated  by  injection  of  common 
salt  solution.  All  of  these  patients  were  suffering 
from  chronic  rheumatoid  arthritis  (inflammation 
of  the  joints,  marked  by  shrinking  and  decreased 
density  of  the  bones  and  in  the  later  stages  by  de- 
formity and  immobility).  The  salt  solution 
treatment  also  improved  86  per  cent  of  64  pa- 
tients who  had  chronic  osteoarthritis  (a  type  of 
arthritis  occurring  chiefly  in  elderly  persons  and 
marked  by  degeneration  and  enlargement  of  the 
bone  and  cartilage  of  the  joints). 

The  salt  solution  was  given  merely  as  a check 
on  the  effects  of  vaccine,  for  the  small  amounts 


administered  could  hardly  have  produced  a spe- 
cific effect.  Since  the  patients  treated  with  vac- 
cine responded  essentially  in  the  same  manner  a 
the  patients  given  salt  solution,  the  authors  con- 
clude that  the  latter  agent  is  as  effective  as  the 
former. 

“The  evidence  which  we  have  been  able  to 
gather  does  not  substantiate  the  idea  that  a 
specific  substance  is  of  value  in  injection  treat 
ment  of  arthritis,”  the  authors  declare.  “Many 
observers  using  various  forms  of  injection  treat 
ment  and  using  essentially  the  same  criteria  for 
improvement  have  obtained  benefit  in  from  60  to 
75  per  cent  of  cases  regardless  of  the  agent.” 

A number  of  studies  indicating  the  possibility 
of  a bacterial  cause  of  arthritis,  coupled  with  the 
fact  that  the  observations  of  physicians  strongly 
suggest  bacterial  infection,  led  to  the  use  of 
streptococcus  vaccine. 

In  addition  to  the  psychologic  factor,  the 
authors  point  out,  the  tendency  to  natural  remis- 
sion in  chronic  arthritis  helps  to  explain  the  high 
percentage  of  improvement. 


THE  TREATMENT  OF  DIABETES  MELLITUS  IN  PATIENTS 
IN  THE  OLDER  AGE  GROUP 


Milton  B.  Handelsman,  M.D.,  and  Joseph  K.  Bradford,  M.D.,  Brooklyn 

( From  the  Department  of  Medicine,  Long  Island  College  of  Medicine,  and  Diabetic  Clinic,  Long  Island 

College  Hospital) 


IN  considering  the  ambulatory  treat- 
ment of  patients  with  diabetes  melli- 
tus,  it  is  difficult  to  maintain  a proper 
perspective  inasmuch  as  most  of  the 
recent  literature  is  concerned  with  ad- 
vances in  insulin  therapy.  However, 
treatment  of  diabetes  with  diet  alone 
remains  an  important  factor ; in  fact,  the 
availability  of  insulin  allows  dietary 
management  to  be  bolder  than  in  former 
years,  since  its  failures  can  be  quickly 
corrected. 

Unfortunately,  an  adequate  classifica- 
tion of  the  types  of  diabetes  mellitus  has 
not  yet  been  formulated.  The  definition 
given  by  Peters  and  Van  Slyke1  that 
diabetes  mellitus  “is  a condition  in  which 
the  maximum  attainable  rate  of  carbo- 
hydrate combustion  is  reduced  below  the 
normal,”  indicates  by  its  vagueness  the 
variable  degrees  of  severity  that  exist  not 
only  among  different  patients  but  also  in 
the  same  patient  at  different  times,  since 
the  carbohydrate  tolerance  of  a patient 
has  been  shown  to  be  capable  of  marked 
improvement  and  must  be  viewed  in  a 
cinematographic  sense  rather  than  in  a 
static  sense.  This  was  first  pointed  out 
by  Nauyn2  and  V.  Noorden,3  who  recog- 
nized early  that  appropriate  treatment 
led  to  improvement  and  soon  allowed  the 
patient  to  assimilate  more  food.  Al- 
though their  explanation  that  this  was 
due  to  a rest  of  the  pancreas  may  be 
assailed,  their  fundamental  observations 
have  been  corroborated  by  other  workers. 
Allen4  showed  that  starvation  and  under- 
nutrition  improved  carbohydrate  toler- 
ance. With  high  carbohydrate,  low  fat 
diets,  Geyelin,*  Rabinowitch,6  and  many 
others  report  that  a surprisingly  large 
percentage  of  cases  show  increasingly 
greater  ability  to  utilize  carbohydrates. 
As  Duncan9  has  pointed  out,  at  the  time 


that  a patient  presents  himself  for  treat- 
ment, his  symptomatology,  the  amount 
of  sugar  in  the  urine,  the  height  of  the 
fasting  blood  sugar,  glucose  tolerance 
tests,  etc.,  have  been  influenced  too  much 
by  transient  variable  factors  to  allow 
their  use  in  determining  the  actual  toler- 
ance of  a patient.  The  maximum  toler- 
ance of  the  individual  can  be  ascertained 
only  when  the  patient  has  been  given 
full  opportunity  to  regain  whatever  capa- 
bility to  assimilate  carbohydrates  that  he 
has  temporarily  lost. 

With  this  in  mind  we  have  attempted 
to  use  both  the  malnutrition  and  high 
carbohydrate  principles  in  a test  period. 
Irrespective  of  the  amount  of  sugar  in 
the  urine  or  the  level  of  the  blood  sugars, 
we  have  given  to  as  many  patients  as 
possible  at  the  onset  of  treatment  a 
standard  “beginning  diet”  that  is  low  in 
calories.  This  diet  consisted  of  carbo- 
hydrates 60,  proteins  65,  fats  45,  or  ap- 
proximately 905  calories,  which  seemed 
to  be  about  the  lowest  practical  diet  that 
could  be  comfortably  taken  for  the  short 
period  of  time  wherein  the  patient  was 
given  a chance  to  build  up  his  tolerance. 
It  was  at  once  obvious  that  weight  differ- 
ences modified  the  administration  of  such 
a low  caloric  intake  to  all  patients.  As  a 
practical  working  basis  in  the  Diabetic 
Clinic  of  the  Long  Island  College  Hos- 
pital, the  patients  have  been  roughly 
classified  into  three  groups:  (1)  those 

who  have  diabetes  starting  before  the 
age  of  40;  (2)  those  starting  over  the 
age  of  40  who  were  obese;  and  (3)  those 
manifesting  the  disease  after  the  age  of 
40  who  were  of  normal  weight  or  under- 
weight. Joslin7  criticizes  groupings  ac- 
cording to  weight  as  valueless,  since  there 
are  as  many  with  good  as  well  as  poor 
tolerance  in  both  weight  classes.  Kepler8 
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has  recently  reported  a classification  of 
diabetes  dependent  on  weight  and  age 
groups;  the  status  of  underweight  or 
overweight  at  the  onset  of  the  illness 
determined  the  group  into  which  the 
patient  fell  rather  than  the  actual  weight 
when  applying  for  treatment.  The  classi- 
fication followed  in  this  clinic  made  no 
presumptions  regarding  the  types  of  per- 
sons with  diabetes  from  the  point  of  view 
of  etiology  or  pathogenesis  but  served 
merely  as  a guide  for  treatment.  Group  1 
was  considered  as  usually  requiring  highly 
individualized  treatment,  Group  2 needed 
weight  reduction,  and  Group  3 required 
larger  caloric  intakes  to  maintain  weight. 

All  patients  in  Group  2 were  given  the 
“beginning  diet”  unless  they  had  been 
given  insulin  previously.  Those  patients 
in  Group  3 who  were  markedly  under- 
weight or  who  lost  weight  too  rapidly 
were  kept  on  the  low  calorie  diet  only  for 
a few  days.  Those  patients  who  from 
past  history  were  known  to  have  good 
tolerance  were  put  on  larger  diets  at  the 
onset.  All  patients  who  were  taking 
insulin  when  first  coming  to  the  clinic 
were  kept  on  insulin  therapy,  but  at- 
tempts were  constantly  made  either  to 
increase  the  diet  without  changing  the 
amount  of  insulin  or  to  decrease  the 
amount  of  insulin  and  leave  the  diet  the 
same.  To  insure  a uniformity  when  so 
many  different  diets  are  used,  we  have 
required  all  persons  working  in  the  clinic 
to  become  familiar  with  the  contents  of 
the  “beginning  diet”  mentioned  above. 
When  larger  diets  were  needed,  they  were 
made  by  additions  of  fat-  or  carbohydrate- 
containing  foods  to  this  diet.  Such  a 
“ladder”  system  is  being  successfully  used 
by  Rabino witch;  it  allows  both  uni- 
formity and  flexibility  without  the  neces- 
sity of  having  a dietitian  calculate  each 
item  in  an  individual  diet. 

In  the  three  years  of  1935,  1936,  and 
1937,  there  were  177  new  patients  fol- 
lowed for  sufficiently  long  periods  of  time 
to  enable  a definite  opinion  to  be  formed 
regarding  their  response  to  treatment. 
The  patients  were  checked  individually 
at  each  visit  by  a dietitian  as  well  as  a 
physician.  In  Group  1 of  this  series,  3 


cases  were  in  the  second  decade  of  life, 
4 in  the  third  decade,  and  10  in  the  fourth 
decade.  These  constituted  only  9.6  per 
cent  of  the  cases.  Thus  the  greater  ma- 
jority of  our  patients  (160)  were  in  an 
older  age  group.  With  regard  to  the 
racial  incidence,  73  cases  were  Italians; 
51,  Jewish  (7  of  these  were  born  in  this 
country);  20,  old  American  stock;  13, 
Syrian;  7,  Irish;  3,  German;  2 each  of 
Polish,  Porto  Rican,  and  English;  and  1 
each  of  Scotch,  Lithuanian,  French,  Es- 
tonian, and  Norwegian.  The  clinic  has 
drawn  mostly  from  the  neighborhood  and 
has  made  no  attempt  to  attract  unusual 
cases  or  to  offer  “free  insulin  bait.”  For 
this  reason  this  series  of  cases  is  similar  to 
the  types  seen  by  the  average  physician  in 
such  a community  rather  than  by  the 
specialist. 

One  hundred  and  eleven  cases  were 
started  on  the  “beginning  diet.”  Fifty- 
six  cases  who  had  previously  been  given 
insulin  were  kept  on  with  insulin  injec- 
tions but  were  tested  either  by  decreasing 
the  insulin  or  by  progressively  increasing 
the  carbohydrate  content  of  the  diet. 
The  regimen  of  10  who  had  previously 
been  treated  was  left  unchanged  for 
various  reasons. 

Of  the  cases  started  on  the  900  calorie 
diet,  65  per  cent  were  successfully  con- 
trolled and  treated  without  the  use  of 
insulin.  In  16  per  cent  of  the  cases  who 
had  previously  been  treated  with  insulin, 
it  was  discontinued  because  of  improved 
tolerance.  Thus,  out  of  a total  of  167 
cases,  over  49  per  cent  were  eventually 
successfully  kept  regulated  without  the 
use  of  insulin.  To  be  added  to  this  group 
should  be  those  who  did  not  cooperate  in 
dieting  and  in  whom  there  was  sufficient 
evidence  that  they  could  have  easily 
remained  “sugar-free”  (such  as  dietary 
control  in  the  hospital  or  occasional  peri- 
ods of  “honest”  dieting  for  short  intervals 
at  home) . There  were  24  such  cases  or  a 
little  over  14  per  cent  of  the  total.  When 
these  were  included,  dietary  control 
without  insulin  was  possible  in  approxi- 
mately 65  per  cent  of  all  cases.  This 
compares  with  the  results  of  Fetter, 
Durkin,  and  Duncan,9  who  also  employed 
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low  calorie  diets  and  found  that  67  per 
cent  of  their  patients  were  adequately 
controlled  without  insulin. 

The  weight  and  age  characteristics  of 
the  patients  who  became  “sugar-free”  on 
diets  alone  were  interesting.  Five  cases 
were  in  Group  1,  81  in  Group  2,  and  19  in 
Group  3.  In  contrast,  the  35  per  cent 
that  required  insulin  showed  the  following 
divisions:  10  cases  were  in  Group  1 , 21  in 

Group  2,  and  31  in  Group  3.  Thus,  four- 
fifths  of  the  obese  group  of  persons  with 
diabetes  over  40  years  of  age  could  be 
successfully  treated  by  diet  alone  if  good 
care  was  taken  in  adhering  to  the  pre- 
scribed regimen,  while  three-fifths  of 
those  cases  in  the  same  age  group  who 
were  of  normal  weight  or  underweight 
required  insulin  therapy. 

Although  the  treatment  of  patients  in 
whom  the  onset  of  diabetes  occurred  be- 
fore the  age  of  40  is  not  a part  of  this 
study,  the  differences  between  these  cases 
and  the  older  cases  must  be  re-empha- 
sized. Five  Group  1 cases  who  were 
markedly  overweight  (above  25  per  cent) 
and  who  were  between  the  ages  of  20  and 
40  years  behaved  exactly  like  Group  2 
cases.  But  for  the  most  part  all  other 
Group  1 cases  were  either  severe — im- 
mediately requiring  insulin  therapy — or 
they  demonstrated  a treacherous  nature. 
The  latter  was  characterized  in  1 case 
with  a tendency  to  sudden  ketosis  and  in 
other  cases  by  subsequent  transition  to  an 
increasingly  severe  type  that  remained 
permanently,  although  these  cases  seemed 
mild  at  the  onset.  These  phenomena 
were  not  seen  in  this  series  of  cases  in 
whom  diabetes  started  after  the  age  of  40 
years  unless  there  was  sufficient  warning 
from  a serious  cau.se,  such  as  infection, 
prolonged  dietary  neglect,  hyperthyroid- 
ism, etc. 

Adult  Diabetic  Patients — Overweight 

Gardberg10  has  reviewed  the  theoretical 
considerations  in  diabetic  treatment; 
he  was  impressed  with  the  neglect  shown 
to  Allen’s  tenets,  particularly  that  dia- 
betes is  a disease  of  overnutrition,  and 
concluded  that  more  undernutrition 
should  be  practiced.  To  maintain  the 


weight  of  a patient  is  not  invariably  so 
good  a prognostic  criterion  as  formerly 
thought;  weight  loss  is  to  be  desired  in 
the  overweight  patient  with  diabetes. 
It  is  not  uncommon  to  see  obese  diabetic 
persons  maintain  their  weight  when  on 
1,300  calorie  diets  and  lose  very  slowly 
with  1,150  calorie  diets.  Fetter,  Durkin, 
and  Duncan9  have  re-emphasized  that 
with  reduction  of  weight  a remarkable  in- 
crease in  carbohydrate  tolerance  is  found 
in  the  obese  diabetic  person.  Newburgh 
and  Conn11  have  attempted  to  define  an 
obese  group  with  hyperglycemia  and 
glycosuria  who  lose  all  diabetic  stigmas 
when  they  have  been  reduced  to  their 
“ideal”  weight. 

Sixty  per  cent  of  all  the  cases  coming  to 
the  clinic  were  classed  in  the  “to  be  re- 
duced” group.  Such  a group  included 
not  only  the  excessively  obese  persons  but 
also  those  relatively  obese  in  the  sense  of 
moderate  overweight  associated  with 
medical  conditions  such  as  hypertension, 
coronary  artery  disease,  arthritis  of  the 
knees,  gallbladder  disease,  etc.  Some 
degree  of  weight  reduction  would  have 
been  demanded  by  the  physician  had 
these  patients  applied  merely  for  a routine 
health  check-up.  Strang  and  Evans12 
have  shown  tfiat  obese  people  (without 
diabetes)  can  remain  healthy  while  on 
dietary  intakes  of  360  calories  for  as  long 
as  six  months  when  the  accessories  such  as 
vitamins,  minerals,  etc.,  are  sufficient. 
The  general  energy  balance  or  metabolism 
of  the  patient  with  diabetes  has  not  been 
found  different  from  normal  people,  and 
thus  we  were  not  surprised  to  find  no 
harmful  effects  in  the  employment  of  our 
900  calorie  diets. 

The  use  of  small  beginning  diets  was 
practical,  since  psychologic  factors  assist 
in  the  launching  of  the  person  with  dia- 
betes on  a lifelong  regimen  of  being  care- 
ful with  his  diet.  When  the  illness  was 
first  diagnosed  the  patient  was  usually 
frightened  and  in  a receptive  frame  of 
mind  to  cooperate.  He  remained  re- 
markably well  on  restricted  diets  for  a 
short  period  of  time  until  his  sugar  toler- 
ance improved.  Often  the  promise  that 
insulin  therapy  could  be  avoided  if  con- 
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scientious  care  was  taken  at  the  onset 
gave  added  impetus  to  cooperate.  Self- 
sacrifice  in  denying  oneself  food  was  de- 
manded for  a short  time  with  the  promise 
of  more  food  later.  The  results  were 
many  times  surprising. 

The  urines  of  the  greater  majority  of 
patients  became  “sugar-free”  within  one 
week.  Those  cases  in  whom  the  glyco- 
suria did  not  disappear  were  carefully 
studied  as  to  whether  lack  of  cooperation 
in  dieting  or  actual  poor  tolerance  was  the 
cause.  Practically  always,  those  patients 
who  were  actually  faithful  in  adhering  to 
the  900  calorie  diet  but  who  still  showed  a 
glycosuria,  reported  a marked  diminution 
of  thirst,  nycturia,  and  polyuria  despite 
the  large  quantities  of  sugar  in  the  urine 
and  an  elevated  blood  sugar.  Most  of 
these  cases  became  controlled  by  the  sec- 
ond or  third  week. 

Of  the  74  patients  with  diabetes  in 
Group  2 who  were  started  on  the  “begin- 
ning diet,”  only  7 cases  did  not  become 
aglycosuric  because  of  a carbohydrate 
tolerance  too  poor  to  be  improved  by  low 
calorie  diets.  There  were  28  obese  cases 
who  were  already  taking  insulin  before 
coming  to  the  clinic,  and  of  these  only  14 
cases  continued  to  need  the  insulin  after 
longer  observation.  Thus,  there  were  21 
patients  in  Group  2 who  actually  had 
“poor  tolerance.”  As  large  a number 
proved  not  to  be  cooperating  and  were 
not  adhering  to  the  diet. 

As  expressed  in  percentages,  of  the  102 
Group  2 patients,  60  per  cent  were  suc- 
cessfully rendered  “sugar-free,”  20  per 
cent  were  unsuccessful  because  of  “poor 
tolerance,”  and  20  per  cent  were  unsuc- 
cessful because  of  “poor  cooperation”  (see 
Table  1).  This  differentiation  proved  of 
value  in  guiding  the  subsequent  treat- 
ment. All  those  whose  urines  became 
free  of  sugar  on  the  “beginning  diet” 
could  be  given  progressive  increases  in 
carbohydrate-containing  foods  without  a 
reappearance  of  the  glycosuria.  These 
increases  were  made  at  first  at  biweekly 
intervals  and  later  at  weekly  or  monthly 
intervals.  Each  addition  consisted  of  10 
to  15  Gm.  of  carbohydrates,  the  proteins 
and  fats  being  increased  only  as  they  oc- 


TABLE  1. — An  Analysis  of  the  Results  with  Obese 
Cases 


No.  of 
Cases 

Easily  controlled  by 
initial  malnutri- 
tion and  then 
having  diet  raised 
to  higher  carbo- 
hydrate level 

■ (Case  1)  53 

Insulin  was  gradu- 
ally discontinued 
yet  the  patient 
remained  con- 
trolled on  the 
same  diet  as  pre- 
viously (Case  3)  7 

Definitely  bad  co- 
operation when 
on  diet  alone; 

“sugar  - free” 
when  behaving  14 

Insulin  already 
given  to  persons 
with  diabetes 
known  to  be  mild 
but  known  to 
overeat.  7 

Spilled  sugar  in 
urine  when  on 
“beginning  diet” 
and  hence  re- 
quired insulin 
(Case  4)  7 

Kept  on  insulin  pre- 
viously given  be- 
cause increases  in 
diet  or  decreases 
in  insulin  brought 
back  glycosuria 
(Case  5)  14 


curred  in  the  carbohydrate-containing 
foods.  For  the  patient,  these  additions 
became  a “reward  for  good  behavior”; 
for  the  physician,  it  was  a method  for 
further  stimulation  of  the  sugar  tolerance 
of  the  patient,  since  the  higher  carbo- 
hydrate content  of  the  diet  improves  the 
ability  of  diabetic  patients  to  utilize  more 
food.  Additions  were  slowly  made  after 
the  glycosuria  disappeared  even  when  the 
fasting  blood  sugars  were  high,  since  it 
was  found  that  the  latter  continued  to 
drop  and  sometimes,  in  more  resistant 
cases,  became  normal  only  two  or  three 
months  later.  This  suggested  that  the 
recovery  of  sugar  tolerance  does  not  paral- 
lel the  fasting  blood  sugar  and  substanti- 
ated the  fact  that  the  blood  sugar  of  the 
patient  on  admission  did  not  indicate  the 
degree  of  impairment  of  the  ability  to 
utilize  carbohydrates. 

The  final  carbohydrate  levels  to  which 
we  could  raise  the  diets  of  patients  varied 
between  150  and  250  Gm.  A statistical 
survey  of  the  final  maximum  tolerance  of 
our  patients  proved  of  no  significance, 


Successfully  con- 
trolled on  diet 
alone — 60  cases. 
(Good  coopera- 
tion with  diet- 
ing) 


Unsuccessful  ly 
controlled  be- 
cause of  lack  of 
cooperation 
with  dieting — 
21  cases.  (Defi- 
nite evidence 
that  control  was 
possible  on  diet 
alone) 


Unsuccessfully 
controlled  on 
diet  alone  be- 
cause of  poor 
tolerance  — 21 
cases 
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since  many  other  factors  entered  into 
consideration.  Some  of  the  mildest  cases 
were  most  obese,  and  for  this  reason  the 
carbohydrate  level  was  not  raised  as  high 
as  possible  in  order  to  keep  the  caloric 
value  of  the  diet  low.  In  general  most  of 
the  patients  regained  the  ability  to  utilize 
at  least  200  Gm.  of  carbohydrates.  Cases 
1 and  2 are  included  to  illustrate  the 
above-mentioned  method. 

Case  Reports 

Case  1. — D.  D’A.,  a typical  Group  2 case,  was 
over  the  age  of  40  and  excessively  obese  at  the 
onset  of  her  diabetes.  The  patient  was  an 
Italian  woman,  52  years  of  age,  who  first  came 
to  the  medical  clinic  on  January  30,  1935,  com- 
plaining of  headache  and  dizziness.  The  exami- 
nation revealed  obesity  and  essential  hyper- 
tension (her  blood  pressure  was  200/100).  A 
routine  urine  examination  found  a marked  trace 
of  sugar,  and  her  fasting  blood  sugar  was  315  mg. 
per  hundred  cubic  centimeters.  When  she  was 
questioned  in  the  Diabetic  Clinic,  it  was  found 
that  she  had  had  pruritis  vulvae  mildly  for  two 
years.  During  this  time  she  had  very  little 
thirst  or  polydipsia.  There  was  nycturia  two 
times  but  no  marked  polyuria.  She  had  been 
very  nervous  since  menopause  two  years  before 
at  the  age  of  50  years.  She  had  insidiously 
lost  weight  from  165  pounds  several  years  before 
to  156  pounds  when  first  seen  in  the  clinic.  A 
summary  of  her  record  (abridged)  is  below. 

Case  2. — C.  S.,  a Group  1 case,  is  included 
here  to  show  that  in  some  individuals,  the  onset 
of  whose  diabetes  mellitus  occurs  before  the  age 
of  40  years  and  who  are  excessively  obese, 
respond  to  treatment  in  the  same  fashion  as  do 


Group  2 cases.  These  formed  the  minority 
(one-third)  of  our  Group  1 cases.  The  patient 
was  a 38-year-old  Italian  housewife  who  was 
referred  to  the  Diabetic  Clinic  by  the  Gyneco- 
logical Clinic  to  which  she  had  come  complaining 
of  pruritis  vulvae  and  polyuria.  A urinalysis 
revealed  a large  amount  of  sugar  in  the  urine 
and  a fasting  blood  sugar  of  425  mg.  per  hundred 
cubic  centimeters.  Three  years  previously  she 
had  had  a urinalysis  and  was  told  it  was  normal. 
Two  years  before  coming  to  the  clinic  she  began 
to  be  very  thirsty,  urinated  a great  deal,  had 
nycturia  three  to  four  times.  She  lost  weight 
gradually  from  180  pounds  to  170  pounds, 
despite  enormous  food  consumption.  Nine 
months  previously  she  had  had  a miscarriage  in 
the  fifth  month  of  a pregnancy,  treated  only  by 
an  ambulance  surgeon  at  home.  The  course  in 
the  clinic  is  shown  in  the  abridged  table 
(top,  opposite  page). 

Case  3. — A.  C.,  is  included  to  show  how  insulin 
therapy  could  be  discontinued  in  a Group  2 
case.  We  feel  that  this  case  is  the  same  as 
Case  1 and  could  have  been  treated  similarly 
without  insulin  if  she  had  been  seen  before  the 
complication  set  in.  The  patient  was  a 52-year- 
old  Italian  housewife  who  was  seen  in  the  emer- 
gency room  for  an  infection  of  the  face.  Two 
years  before  she  had  had  a urine  and  blood 
chemistry  by  a private  physician  and  she  was 
told  that  everything  was  “all  right.”  She  was 
hospitalized  in  February,  1935.  A more  careful 
history  revealed  that  for  a week  or  two  before 
hospitalization  she  had  noticed  thirst,  poly- 
dipsia, and  pruritis  vulvae.  In  the  previous 
year  she  had  lost  weight  from  204  to  175  pounds 
weight  despite  adequate  food  consumption.  A 
chronic  cystitis  gave  her  urinary  symptoms 
intermittently.  On  admission  to  the  hospital, 
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74 

45 

Neg. 

145 

7/19/35 

119 

76 

45 

Neg. 

1461/2 

8/20/35 

130 

84 

52 

Neg. 

150 

9/20/35 

130 

84 

52 

Neg. 

142 

152 

11/15/35 

140 

85 

52 

Green* 

1491/2 

Ate  extra 

1/10/36 

130 

84 

52 

Neg. 

147 

fruit 

3/9/36 

138 

84 

52 

Neg. 

125 

1491/2 

5/8/36 

150 

90 

60 

Neg. 

151 

8/4/36 

150 

90 

60 

Neg. 

153 

12/8/36 

150 

90 

60 

Neg. 

146 

2/11/37 

150 

90 

60 

Neg. 

120 

147 

5/20/37 

140 

67 

45 

Neg. 

1441/2 

9/2/37 

166 

80 

46 

Neg. 

1371/4 

1/20/38 

171 

82 

46 

Neg. 

120 

142 

3/31/38 

187 

85 

46 

Neg. 

145 

5/12/38 

202 

87 

46 

Neg. 

145 

11/29/38 

202 

87 

46 

Neg. 

96 

1451/2 

* Benedicts. 
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Blood 


Urine 

sugar, 
Mg.  per 

Date 

C. 

P. 

F. 

Sugar 

100  Cc. 

Weight 

4/16/37 

Unlimited  diet 

+ + + + 

425 

170 

4/20/37 

60 

65 

45 

170 

5/3/37 

60 

65 

45 

+ + 

1621/2 

5/18/37 

60 

65 

45 

Neg. 

156 

6/1/37 

96 

77 

53 

Neg. 

163 

6/22/37 

126 

81 

53 

Neg. 

1551/z 

7/20/37 

157 

84 

53 

Neg. 

150 

155i/2 

9/14/37 

157 

84 

53 

Neg. 

155 

12/7/37 

172 

86 

53 

Neg. 

158 

1/11/38 

187 

88 

53 

+ + + + 

167 

1/25/38 

198 

95 

60 

Neg. 

164 

2/17/38 

198 

95 

60 

Neg. 

112 

165 

4/14/38 

198 

95 

60 

Trace 

174 

5/3/38 

198 

95 

60 

Trace 

118 

1701/2 

5/11/38 

225 

80 

90 

Neg. 

92 

170 

6/15/38 

218 

100 

70 

Neg. 

112 

168 

6/16/38 

Baby  delivered  by  cesarean  section; 

normal 

7/26/38 

218 

100 

70 

Neg. 

117 

1511/2 

11/22/38 

218 

100 

70 

Neg. 

159 

Remarks 
Diet  given 


Ate  extra  bread 


Otitis  media  treated 
Cake  daily,  pregnant 

Fifth  month  of  pregnancy 
Seventh  month  of  pregnancy 

In  hospital  for  study* 

healthy  child 


* Glucose  tolerance  test  on  May  11,  1938,  after  100  Gm.  glucose:  fasting  102,  V*  hr.  183;  1st  hr.  284;  2nd  hr.  251. 


her  urine  showed  a brick  red  Benedict  test  and 
a fasting  blood  sugar  of  320  mg.  per  hundred 
cubic  centimeters.  She  was  discharged  from  the 
hospital  on  February  26,  1935,  with  a diet  of 
carbohydrates  100,  proteins  70,  fats  80,  or  1,400 
calories  with  insulin  20-0-20.  An  abridged 
record  of  the  course  in  the  clinic  is  below. 

Despite  eating  of  cake,  ice  cream,  and  candy, 
the  patient  has  never  had  a return  of  the  glyco- 
suria. The  gain  in  weight  was  unquestionably 
due  to  the  extra  foods;  the  carbohydrate  con- 
tent of  the  diet  was  kept  low  to  impress  upon  her 
the  fact  that  her  weight  must  be  kept  down. 

Those  cases  in  whom  the  glycosuria 
persisted  despite  the  fact  that  they  care- 
fully adhered  to  the  900  calorie  diet  for  a 
test  period  as  long  as  three  weeks  formed 
an  interesting  group  when  followed  for 
several  years.  We  have  labeled  these  in 
Table  1 as  having  “poor  tolerance.”  In- 
sulin therapy  was  given  as  an  adjunct  to 
dietary  regulation.  For  the  most  part 
these  patients  gave  the  history  that  they 
had  had  diabetes  mellitus  for  a long  time. 
They  had  remained  obese  despite  com- 
plete neglect  of  treatment  for  many  years 


or  because  some  had  taken  insulin  with 
high  fat  diets  for  a prolonged  period  of 
time.  Most  were  suffering  from  the 
ravages  of  arteriosclerosis  (see  Case  4). 

In  general  it  was  striking  to  us  to  note 
the  difference  in  the  initial  treatment  of 
adult  obese  patients  with  diabetes  who 
were  hospitalized  and  those  who  were 
treated  in  the  clinic.  The  large  percent- 
age of  the  latter  cases  controlled  by  diet 
alone  stood  in  contrast  to  the  large  per- 
centage requiring  insulin  regulation  in  the 
hospitalized  cases.  This  was  due  to  the 
necessity  to  control  rapidly  the  glycosuria 
of  hospitalized  patients  either  because  of 
co-existing  complications  (such  as  infec- 
tions, impending  acidosis,  etc.)  or  to  save 
time,  whereas  in  the  uncomplicated  am- 
bulatory cases  longer  test  diet  periods 
were  allowed.  As  described  above,  a 
great  number  of  patients  could  discon- 
tinue insulin  therapy  after  discharge 
from  the  hospital  and  remain  well  con- 
trolled while  adhering  to  the  same  dietary 
regimen.  There  were,  however,  other 


Blood 

Sugar, 

Urine 

Mg.  per 

Date 

C. 

P. 

F. 

Cal. 

Sugar 

100  Cc. 

Weight 

Insulin 

Remarks 

2/26/35 

100 

70 

80 

1,400 

Neg. 

165 

20-0-20 

Hospital  regimen 

3/1/35 

100 

70 

80 

1,400 

Neg. 

20-0-12 

3/5/35 

100 

70 

80 

1,400 

Neg. 

162 

20-0-20 

No  insulin  shock  at  all 

3/12/35 

100 

70 

80 

1,400 

Neg. 

175 

162 

20-0-0 

6/20/35 

100 

70 

80 

1,400 

Neg. 

148 

154 

20-0-0 

8/9/35 

100 

70 

80 

1,400 

Trace 

152 

15-0-0 

9/27/35 

125 

77 

70 

Neg. 

154V* 

15-0-0 

11/12/35 

125 

77 

70 

Neg. 

130 

157 

15-0-0 

1/7/36 

150 

77 

55 

1,403 

Neg. 

160 

10-0-0 

4/9/36 

150 

77 

55 

1,403 

Neg. 

125 

166 

10-0-0 

4/12/36 

138 

72 

55 

1,335 

Neg. 

168 

None 

Insulin  discontinued 

5/21/36 

138 

72 

55 

1,335 

Neg. 

140 

171V* 

None 

Cheats:  eats  cake,  etc. 

8/11/36 

138 

72 

55 

1,335 

Neg. 

155 

173 

11/3/36 

138 

72 

55 

1,335 

Neg. 

165 

177 

1/14/37 

138 

72 

55 

1,335 

Neg. 

178V* 

None 

Occasional  extra  food 

9/22/38 

135 

68 

50 

Neg. 

168 

167 

None 

11/22/38 

135 

68 

50 

Neg. 

150 

170 

None 

1254 


HANDELSMAN  AND  BRADFORD 


[N.  Y.  State  J.  M. 


cases  who,  when  subsequently  followed, 
showed  no  ability  to  regain  carbohydrate 
tolerance.  These  cases,  too,  were  obese 
and  behaved  in  a fashion  similar  to  that 
found  in  the  group  that  did  not  become 
aglycosuric  when  on  the  900  calorie  diet. 
Both  seemed  to  be  diabetic  persons  of 
“fixed  tolerance,”  and  increases  in  the 
carbohydrate  content  of  the  diet  had  to  be 
accompanied  by  increased  insulin  ad- 
ministration. Smaller  diets  required  less 
insulin.  On  a diet  of  carbohydrates  150, 
proteins  75,  fats  55,  or  1,400  calories, 
these  patients  required  between  12  to  20 
units  of  insulin  before  breakfast  and  sup- 
per; with  diets  containing  higher  amounts 
of  carbohydrates,  doses  of  25  to  40  units 
were  needed.  In  some  cases,  when  at- 
tempts were  made  to  give  protamine  in- 
sulin, regular  insulin  had  to  be  given  at 
the  same  time  before  breakfast,  and  the 
transference  was  difficult.  In  general  the 
past  history  of  these  patients  pointed 
years  back  to  an  onset  that  seemed  similar 
to  the  mild  obese  cases  described  above. 
Their  behavior,  when  studied,  presented  a 
picture  different  from  the  Group  3 under- 
nourished patients,  who  had  a similar  long 
past  history  but  who  apparently  did  not 
lose  the  power  to  regain  their  lost  carbo- 
hydrate tolerance  after  a time. 

Cases  4 and  5 represent  such  cases  de- 
scribed above.  The  former  did  not  be- 
come aglycosuric  on  the  “beginning  diet,” 
and  in  the  latter,  discontinuance  of  insulin 
was  not  possible.  Both  showed  “fixed 
tolerance,”  and  the  slightest  cheating  was 
reflected  in  glycosuria. 


Case  Reports 

Case  4. — A.  S.,  was  a 54-year-old  Jewish  house- 
wife, 4 feet  IOV2  inches  tall,  weighing  147  pounds 
when  applying  for  treatment.  Thirteen  years 
before  admission  to  the  clinic  (in  1922),  the 
patient  consulted  her  private  physician  because 
of  asthenia.  She  had  lost  weight  from  177 
pounds  to  160  pounds  despite  large  food  con- 
sumption. About  “5  per  cent  sugar”  was  found 
in  her  urine  at  the  time,  and  she  was  told  that 
her  blood  sugar  was  high.  At  no  time  did  she 
have  urinary  symptoms  or  thirst.  She  was  put 
on  a low  carbohydrate,  high  fat  diet  and  was 
checked  regularly  by  a capable  physician.  Her 
urines  were,  for  the  most  part,  “sugar-free.”  On 
January  24,  1933,  she  first  came  to  the  Long 
Island  College  Hospital  Clinic  for  an  infected 
finger.  Her  urines  were  sugar-free,  and  her 
fasting  blood  sugar  was  240  mg.  per  hundred 
cubic  centimeters.  She  was  given  a diet  con- 
taining carbohydrates  70,  proteins  70,  fats  140, 
or  1,800  calories.  She  was  followed  on  this 
regimen  through  1933  and  1934,  during  which 
time  her  weight  remained  from  141  to  147 
pounds,  her  urines  often  contained  “faint  traces” 
of  glucose,  and  her  fasting  blood  sugars  ranged 
from  250  to  285  mg.  In  1935  she  was  transferred 
to  the  Diabetic  Clinic  and  she  was  put  on  a diet 
of  carbohydrates  70,  proteins  70,  fats  45.  After 
six  weeks  on  this  diet,  she  lost  4 pounds  in  weight, 
her  urine  contained  a “trace”  of  sugar  in  the 
twenty-four-hour  specimen,  and  her  fasting 
blood  sugar  was  350  mg.  She  complained  of 
being  “very  weak  and  nervous.”  Insulin  ther- 
apy was  suggested,  and  the  patient  remained 
away  from  the  clinic  for  one  year  to  avoid  the 
issue.  During  this  time  she  claimed  that  she 
eliminated  all  bread,  starch  foods,  and  15  per 
cent  of  fruits  from  her  diet  but  that  she  had 
plenty  of  butter  and  oil.  She  returned  to  the 
clinic  because  of  asthenia,  and  her  fasting  blood 


Blood 


Sugar, 
Mg.  per 


Date 

C. 

P. 

F. 

Urine  Sugar 

iVXg.  pc  1 

100  Cc. 

Weight 

Insulin 

1/15/35 

70 

70 

45 

Trace 

147 

2/19/35 

70 

70 

45 

Trace 

144 

3/5/35 

70 

70 

45 

Trace 

350 

143 

One  year’s  absence  from  the  clinic 

3/31/36 

55 

65 

45 

Trace 

240 

145 

4/14/36 

150 

85 

50 

Trace 

143 

10-0-10 

4/23/36 

150 

85 

50 

Neg. 

146 

10-0-10 

6/8/36 

150 

85 

50 

Neg. 

247 

145 

10-0-10 

6/30/36 

150 

85 

50 

Neg. 

146 

13-0-13 

9/28/36 

150 

85 

50 

Neg. 

190 

152 

13-0-13 

10/26/36 

150 

85 

50 

Marked  trace* 

154 

13-0-13 

2/25/37 

140 

80 

50 

Slight  trace 

156 

13-0-13 

4/6/37 

140 

80 

50 

Marked  trace** 

154 

13-0-13 

6/10/37 

140 

80 

50 

Neg. 

156 

14-0-14 

9/16/37 

140 

80 

50 

Neg. 

145 

153 

14-0-14 

1/11/38 

140 

80 

50 

Neg. 

150 

153V2 

12-0-14 

10/12/38 

140 

80 

50 

Neg. 

158 

154 

13-0-13 

* Extra  fruit  juices  taken  because  of  a cold. 

**  She  attempted  to  add  an  additional  matzoth  wafer  daily. 
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sugar  was  found  to  be  240  mg.,  the  urine  con- 
taining a trace  of  sugar.  She  was  given  insulin 
as  an  adjunct  to  the  dietary  therapy,  and  the 
subsequent  course  is  given  in  the  abridged 
summary  (opposite  page). 

Case  5. — R.  B.,  was  a 57-year-old  Jewish 
housewife,  who  was  transferred  to  this  clinic  on 
January  15,  1935.  She  applied  to  the  Medical 
clinic  for  treatment  of  vertigo,  weakness,  and 
pains  in  her  spine  in  September,  1932.  At  that 
time  she  gave  a history  of  having  had  diabetes 
mellitus  for  nine  years.  Although  she  had  been 
told  to  remain  on  a “restricted  diet,”  she  never 
conscientiously  stayed  on  any  regimen.  Symp- 
toms were  always  mild,  and  when  polyuria  or 
pruritis  occurred,  they  were  controlled  by  careful 
restriction  of  carbohydrate-containing  foods. 
Examination  revealed  obesity,  hypertension, 
coronary  sclerosis,  and  peripheral  vascular 
sclerosis  A review  of  the  treatment  in  this 
clinic  as  well  as  her  course  previous  to  January 
15,  1935,  which  were  obtained  from  Dr  Russell 
Kimball’s  records,  are  included  in  the  following 
shortened  summary  (below). 

Two  long  stays  in  the  hospital  (treated  by 
other  physicians)  checked  the  control  of  the 
clinic.  The  insulin  was  never  increased  further 
because  of  her  coronary  sclerosis. 

The  remaining  cases  in  whom  the  gly- 
cosuria persisted  when  on  the  beginning 
diet  because  of  “lack  of  cooperation” 
were  a huge  problem  in  treatment.  Fac- 
tors such  as  lack  of  intelligence  or  eco- 
nomic reasons  could  be  overcome  by  the 
patient  management  and  enthusiastic 
efforts  of  the  dietitian  and  social  workers. 
However,  the  “lack  of  will  power  to  diet” 


and  the  belligerent  “so  what”  attitude 
were  almost  insurmountable.  The  de- 
grees of  “cheating”  vary  from  those  who 
have  no  restrictions  at  all  to  those  patients 
who  adhere  to  the  outline  of  the  diet  but 
eat  forbidden  foods.  With  the  inveterate 
“cheaters,” the  experience  of  Fetter,  Dur- 
kin, and  Duncan9  was  exactly  that  of  ours ; 
insulin  therapy  is  not  satisfactory,  inas- 
much as  with  tremendous  doses  they  still 
have  glycosuria,  hyperglycemia,  and  a 
tendency  for  infections.  It  is  in  these 
cases  that  one  realizes  the  value  of  under - 
nutrition,  even  when  insulin  is  used  as  an 
adjunct.  It  is  not  in  the  realm  of  this 
presentation  to  discuss  the  necessity  or 
value  of  keeping  the  urine  of  patients 
with  diabetes  sugar-free;  we  wish  merely 
to  point  out  that  with  proper  care  many 
cases  can  be  kept  sugar-free,  although 
they  may  seem  like  difficult  cases  because 
this  care  is  not  employed. 

Adult  Diabetic  Patients — Thin 

A total  of  49  cases  fell  into  Group  3. 
Of  these,  only  19  were  successfully  ren- 
dered “sugar-free”  and  were  eventually 
maintained  on  an  adequate  diabetic  regi- 
men without  further  weight  loss  (Table 
2).  Thus,  only  39  per  cent  of  Group  3 
cases  gave  evidence  that  treatment  was 
possible  without  insulin. 

Joslin7  has  shown  that  in  a series  of 
1,000  cases  whose  diabetes  started  after 
the  age  of  40  years  only  1 to  7 per  cent  (in 


Blood 

Urine  Sugar, 


Date 

C. 

P. 

F. 

Sugar 

Mg.  per  100  Cc.  Weight 

Insulin 

Remarks 

9/16/32 

Restricted 

0.9% 

290 

162V2 

Diet  given 

9/23/32 

70 

70 

140 

2.0% 

Staying  on  diet 

10/27/32 

70 

70 

140 

1.8% 

170i/2 

12/19/32 

70 

70 

140 

3.0% 

167 

Broke  diet 

1/23/33 

70 

70 

140 

1.8% 

I6IV2 

Staying  on  diet 

3/24/33 

70 

70 

140 

Neg. 

210 

10-0-10 

4/27/33 

70 

70 

140 

Neg. 

10-0-10 

10/16/33 

70 

70 

140 

2.0% 

176 

Off  2 weeks 

Not  on  diet 

10/23/33 

70 

70 

140 

Trace* 

10-0-10 

On  diet 

11/2/33 

70 

70 

140 

Neg. 

176 

13-0-13 

4/26/34 

70 

70 

140 

Neg. 

155 

1721/2 

13-0-13 

8/20/34 

70 

70 

140 

Trace* 

300 

160 

10-0-10 

Broke  diet,  furunculosis 

9/25/34 

70 

70 

140 

Neg. 

170 

158V2 

15-0-15 

1/15/35 

In  hospital  five  weeks  for  regulation; 

sent  to  Diabetic  Clinic 

1/15/35 

100 

70 

80 

Neg. 

155 

15-0-10 

4/29/35 

100 

70 

80 

Neg. 

190 

158 

15-0-10 

7/23/35 

100 

70 

80 

Neg. 

165 

12-0-  7 

10/29/35 

115 

70 

45 

Neg. 

171 

10-0-  5 

1/13/36 

118 

80 

50 

Neg. 

240 

1691/2 

10-0-  7 

6/16/36 

118 

80 

50 

Neg. 

250 

171 

15-0-10 

12/1/36 

118 

80 

50 

Trace* 

160 

170 

15-0-15 

2/9/37 

115 

70 

50 

Neg. 

174 

15-0-15 

8/26/37 

115 

70 

50 

Neg. 

210 

173 

15-0-15 

3/3/38 

115 

70 

50 

Neg. 

173 

169 

15-0-15 

* Very  faint  trace. 
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TABLE  2. — An  Analysis  of  the  Results  with  Thin 
Cases 


No.  of 
Cases 

Easily  controlled  by 
moderate  malnu- 
trition with  sub- 
sequent increases 
in  diet  to  a satis- 
factory mainte- 
nance level  (Case 
6)  15 

Insulin  previously 
given  could  be 
discontinued  and 
the  same  diet  or 
larger  diet  given  2 

Easily  controlled 
when  staying  on 
diet  but  usually 
not  cooperating  2 

Not  becoming  sugar- 
free  in  a short 
time  when  on  ini- 
tial malnutrition, 
and  hence  larger 
diets  were  given  1 1 

Discontinuance  of 
insulin  not  possi- 
ble in  cases  al- 
ready receiving  it  12 

Easily  controlled  by 
initial  malnutri- 
tion but  required 
insulin  to  allow 
large  diets  im- 
mediately to  pre- 
vent weight  loss 
and  asthenia  2 

(Case?) 

Decreasing  the  in- 
sulin previously 
given  did  not  lead 
to  glycosuria  but 
led  to  weight  loss 
and  asthenia  5 

Not  in  the  above  Because  insulin  was 
series.  Cases  not  possible  to 

controlled  on  administer,  high 

higher  fatdiets-  fat  diets  were  used 

5 cases  5 


different  decades)  were  below  normal 
weight  at  the  onset.  Hence,  most  of  the 
Group  3 patients  represent  a later  stage 
of  the  obese  type.  This  would  seem  to 
indicate  that  the  group  that  had  lost 
weight  was  made  up  of  either  severe  cases 
or  neglected  cases,  with  the  exception  of 
those  in  whom  the  weight  loss  had  been 
deliberately  planned  by  a physician  as 
part  of  the  treatment. 

The  studies  of  Allen4  in  the  pre-insulin 
era  showed  that  prolonged  administration 
of  extremely  low  calorie  diets  could  also 
render  many  of  these  undernourished  pa- 
tients “sugar-free,”  but  this  was  done  at 
the  expense  of  bringing  about  marked 
asthenia  and  excessive  weight  loss,  until 
some  patients  were  “mere  skeletons.” 
Our  experience  with  the  obese  group 
showed  that  as  long  as  a month  on  a 900 
calorie  diet  may  be  necessary  until  some 


patients’  tolerance  for  carbohydrates  im- 
prove to  a point  where  a larger  diet  is 
tolerated.  With  insulin  available,  such 
malnutrition  in  a thin  individual  is  abso- 
lutely unnecessary.  Because  of  marked 
underweight  when  coming  to  the  clinic, 
many  of  the  Group  3 patients  were  not 
put  on  the  rigid  900  calorie  diet  but  were 
initially  given  a 1,100  to  1,300  calorie  diet 
for  a test  period  of  a week,  and  if  glyco- 
suria or  weight  loss  continued,  the  patient 
was  immediately  given  a larger  diet  with 
insulin  therapy.  For  the  most  part, 
those  patients  who  did  not  require  insulin 
as  judged  by  these  criteria  were  either 
those  recently  discovered  or  those  who 
had  lost  weight  because  of  previous  die- 
tary restrictions  (Case  6).  A small  but 
distinct  group  of  patients  who  were  under- 
weight and  over  the  age  of  60  years  at  the 
onset  of  their  diabetes  reacted  in  a similar 
fashion. 

Case  Report 

Case  6. — E.  H.,  was  a Group  3 case  of  com- 
paratively recent  onset  at  the  age  of  72  years, 
easily  controlled  by  diet  alone.  She  had  lost 
30  pounds  by  self-inflicted  semistarvation  for 
four  months  and  was  of  normal  weight  when 
applying  for  treatment.  The  patient,  a retired 
social  worker,  height  63  inches,  weight  142 
pounds,  applied  to  the  clinic  for  treatment  on 
April  28,  1936,  with  the  history  that  in  the  first 
part  of  December,  1935,  she  noticed  terrific 
thirst,  polyuria,  nycturia,  and  inflamed  vulva. 
In  a very  short  time  she  had  lost  weight  from 
170  pounds  to  152  pounds  despite  the  ingestion 
of  large  amounts  of  food.  She  consulted  a 
physician  who  found  a gold  Benedict’s  solution 
reduction  in  her  urine  and  a fasting  blood  sugar 
of  “over  300.”  She  was  given  a diabetic  diet, 
but  instead  of  following  it  she  purchased  a book 
on  diabetes  and  treated  herself  by  eliminating 
bread,  starchy  foods,  fruits,  milk,  etc.  Her  own 
urinary  tests  revealed  no  glycosuria.  While  on 
this  regimen  for  four  months,  she  lost  weight  to 
141  pounds  despite  the  consumption  of  a large 
portion  of  butter  with  washed  bran  muffins. 
She  had  had  hypertension  (usually  170/100)  for 
twenty  years.  There  was  evidence  of  peripheral 
vascular  sclerosis;  the  EKG  showed  low  voltage 
in  all  leads  and  an  inverted  Tx.  Incipient  cata- 
racts were  noted  in  1934;  these  cleared  during 
treatment.  Osteoarthritis  was  also  present.  A 
summary  of  the  follow-up  in  the  clinic  is  given 
on  the  opposite  page. 


Controlled  by  diet 
alone — 19  cases 


Cases  needing  in- 
sulin because  of 
poor  carbohy- 
drate tolerance 
— 23  cases. 
(No  clear  sepa- 
ration of  cheat- 
ers as  in  Group 
2 was  possible) 


Cases  needing  in- 
sulin chiefly  be- 
cause of  diffi- 
culty in  main- 
taining  the 
proper  weight 
and  strength  on 
low  diet  s — 7 
cases 
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Date 

4/28/36 

5/19/36 

6/5/36 

8/11/36 

9/10/36 

1/7/37 

3/4/37 

6/17/37 

8/12/37 

11/30/37 

2/3/38 

6/30/38 

9/27/38 

11/10/38 


C. 

152 

172 

187 

187 

187 

170 

170 

182 

183 

182 

182 

182 

182 


Own  diet 
70 
72 
74 
74 

74 
67 
67 

75 
75 
75 
75 
75 
75 


45 

45 

45 

45 

45 

47 

47 

55 

55 

55 

55 

55 

55 


Neg. 

Neg. 

Neg. 

Neg. 

Neg. 

Neg. 

Neg. 

Trace 

Neg. 

Neg. 

Neg. 

Neg. 

Neg. 

Neg. 


The  diet  was  not  increased  because  the  patient 
was  satisfied  and  felt  that  a larger  food  con- 
sumption would  aggravate  her  spastic  colitis. 

The  remaining  Group  3 cases  (61  per 
cent)  required  insulin  therapy  either  be- 
cause the  urines  did  not  readily  become 
sugar-free  when  on  a limited  diet  or  be- 
cause weight  loss  required  larger  diets  at 
the  onset.  These  included  23  cases  (46 
per  cent)  in  whom  the  glycosuria  re- 
mained uncontrolled  after  a week  on  900 
to  1,100  calorie  diets  or  in  whom  insulin 
therapy  previously  given  could  not  be 
discontinued.  Also  included  were  7 cases 
(14  per  cent)  in  whom  diabetic  control 
was  easily  brought  about  but  in  whom  the 
subsequent  weight  loss  and  asthenia 
necessitated  larger  diets  with  insulin 
therapy.  We  learned  that  it  was  impos- 
sible to  study  the  behavior  of  these  pa- 
tients with  respect  to  their  cooperation  in 
dieting  as  carefully  as  we  did  in  the  Group 
2 patients.  This  factor,  which  could  be 
leisurely  analyzed  in  the  obese  groups, 
could  not  be  ferreted  out  in  the  under- 
weight patients,  since  the  weight  loss  and 
asthenia  in  “cheaters”  with  glycosuria 
was  so  great  that  no  time  could  be  wasted 
for  “moral  suasion.”  It  is  thus  possible 
that  in  some  cases  thought  to  be  due  to 
“poor  tolerance”  the  “lack  of  coopera- 
tion” was  also  a factor.  Subsequent 
check-ups  left  us  with  the  impression  that 
cheating  was  not  more  frequent  in  our 
Group  3 patients  than  in  Group  2 pa- 
tients. 

For  the  most  part,  all  of  these  patients 
were  easily  controlled  when  put  on  a diet 
of  carbohydrates  150,  proteins  75,  fats  55 
with  10  to  15  units  of  insulin  before  break- 
fast and  supper.  With  protamine  zinc 
insulin,  single  doses  of  10  to  20  units  be- 


135 

142 

141 

110 

1391/2 

145 

142 

145 

140 

150 

148V2 

170 

1471/2 

145 

Cheating 

160 

140 

150 

1381/2 

Gastric  upsets 

135 

X-ray  lungs — neg. 

77 

133 

G.  I.  series — neg. 

122 

1341/, 

137 

fore  breakfast  were  satisfactory  if  part  of 
the  breakfast  was  shifted  to  be  eaten  be- 
fore bedtime.  Furthermore,  after  the 
initial  control  of  the  glycosuria  by  such 
management,  in  the  ensuing  months  the 
diet  could  be  progressively  increased  by 
additions  of  carbohydrate-containing 
foods  without  increasing  the  amount  of 
insulin  administered.  With  protamine 
zinc  insulin  this  held  particularly  true 
when  the  additions  of  food  were  made  be- 
tween meals  and  upon  retiring.  We  saw 
no  cases  of  “fixed  tolerance”  in  this  series, 
despite  the  length  of  time  that  the  pa- 
tient had  diabetes  or  the  amount  of 
neglect  in  treatment.  This  stood  out  in 
contrast  to  the  behavior  of  cases,  men- 
tioned above,  who  had  similar  past  his- 
tories but  who  remained  obese.  In  some 
cases  the  administration  of  a relatively 
large  diet  at  the  onset  required  large  doses 
of  insulin  (see  Case  8),  but  a subsequent 
return  of  tolerance  demonstrated  the 
mildness  of  the  case.  The  same  was 
found  several  times  when  an  attempt  was 
made  to  overnourish  thin  patients  with 
2,500  calorie  diets;  the  control  of  the  dia- 
betes seemed  to  indicate  a severe  case, 
whereas,  by  reducing  the  diet  to  a lower 
level,  the  cases  resumed  a “mild  course.” 
Consideration  of  the  weight  was  an  im- 
portant factor  in  Group  3.  Several  cases 
(such  as  Case  7)  gave  indications  that 
control  of  the  hyperglycemia  and  glyco- 
suria was  accomplished  with  relative  ease 
when  a small  diet  was  employed  but  that 
the  asthenia  became  worse.  Five  pa- 
tients were  included  in  this  report,  al- 
though they  were  not  truly  a part  of  the 
study.  These  5 cases  were  similar  in 
several  respects.  They  were  over  60 
years  of  age  when  diabetes  first  mani- 
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fested  itself  and  had  lost  weight  to  a point 
where  asthenia  was  marked.  High  ca- 
loric intakes  were  indicated,  and  the 
choice  lay  between  giving  very  high  car- 
bohydrate diets  with  insulin  or  no  insulin 
with  higher  fat  diets.  Social  conditions 
forced  us  to  use  the  latter  method.  The 
ease  with  which  both  the  weight  and  gly- 
cosuria were  controlled  with  such  diets  as 
carbohydrates  150,  proteins  70,  fats  150  in 
contrast  to  some  of  the  difficulties  of 
maintaining  the  weight  of  other  asthenic 
patients  when  low  fat  diets  were  used 
(carbohydrates  230,  proteins  80,  fats  60) 
led  us  to  believe  that  in  the  older  age 
groups  higher  fat  diets  are  still  of  value  in 
keeping  the  patients  comfortable. 

Case  Reports 

Case  7. — A.  B.,  was  a Group  3 case,  demon- 
strating beginning  control  of  the  deranged  carbo- 
hydrate metabolism  on  a small  diet  during  a 
short  test  period  but  introducing  the  problem  of 
increasing  strength  and  weight  when  using  low 
calorie  diets.  The  return  of  carbohydrate  toler- 
ance was  indicated  by  the  increasing  diet  with 
insulin  practically  unchanged.  Glycosuria  was 
found  by  a private  physician  while  the  patient 
was  undergoing  an  examination  for  neuritic 
pains  in  his  left  arm  two  years  before  visiting  the 
clinic,  but  no  treatment  was  followed.  For  six 
months  before  admission  he  lost  weight  from 
over  160  pounds  to  127  pounds.  With  this  loss 
of  weight  he  noted  nycturia  three  times  and 
polyuria  five  times.  His  appetite  was  poor,  and 
there  was  a progressive  general  weakness  until  he 
could  hardly  walk  or  stand.  He  entered  the 
clinic  on  May  29,  1936,  complaining  of  weakness, 
loss  of  weight,  inability  to  swallow  solid  food, 
and  diplopia.  Blood  count,  Wassermann,  and 
gastrointestinal  x-rays  were  negative.  The 
Orthopedic  Clinic  found  marked  arthritis  of  the 
spine.  He  was  referred  to  the  Neurological 


Clinic  where  the  examination  was  essentially 
negative;  no  neuromuscular  disease  was  found. 
His  urine  contained  a “trace”  of  sugar,  and  his 
fasting  blood  sugar  was  380  mg.  per  hundred 
cubic  centimeters.  Blood  pressure  was  150/95. 
The  medical  examination  was  negative  aside 
fropi  moderately  advanced  arteriosclerosis  and 
prostatic  hypertrophy.  The  eye  examination 
revealed  only  a refractive  error  with  arterial 
changes  noted.  The  course  of  treatment  in  the 
clinic  is  summarized  below  (abridged).  The 
symptoms  improved  soon  after  insulin  treatment 
was  started,  despite  the  fact  that  he  gained 
weight  very  slowly. 

Case  8. — W.  S.,  a Group  3 case,  a retired  Irish 
man  with  diabetes  of  seven  years'  duration, 
aged  57  years,  was  about  18  pounds  overweight 
at  the  onset  of  his  diabetes  and  17  pounds  under- 
weight when  applying  for  treatment.  There 
was  difficulty  in  controlling  his  diabetic  state  in 
the  hospital  when  a relatively  large  diet  was 
given,  so  that  large  doses  of  insulin  were  given. 
After  regulation  there  was  a return  of  tolerance 
for  carbohydrates.  The  patient  consulted  his 
private  physician  in  November,  1927,  because  of 
pruritus,  loss  of  weight  from  about  160  pounds 
to  120  pounds,  polyuria,  etc.  He  was  put  on  a 
diet  with  insulin  15-15-15.  He  stayed  on  this 
regimen  for  eight  months  and  then  came  to  the 
Long  Island  College  Hospital  Clinic,  where  he 
was  put  on  a low  carbohydrate,  high  fat  diet 
without  insulin.  He  was  seen  on  one  subsequent 
visit  when  his  urine  was  sugar-free.  Following 
this  he  saw  no  physician  from  July  12,  1928, 
until  August  20,  1935.  During  this  time  he 
attempted  to  stay  on  the  restricted  regimen  but 
with  very  frequent  breaks.  On  the  latter  date 
he  reapplied  for  treatment  because  of  a return 
of  the  diabetic  symptoms  and  a painful  knee. 
He  was  hospitalized,  and  in  the  hospital  he  was 
put  on  a diet  of  carbohydrates  180,  proteins  60, 
fats  90;  large  doses  of  insulin  had  to  be  ad- 
ministered to  keep  him  sugar-free.  On  dis- 
charge he  was  receiving  20-25-20.  The  follow-up 
in  the  clinic  is  on  opposite  page  (abridged) . 


Date 

C. 

P. 

F. 

Cal. 

5/29/36 

Unlimited  diet 

6/4/36 

70 

70 

60 

1100 

6/9/36 

70 

70 

60 

1100 

6/16/36 

160 

75 

60 

1480 

7/21/36 

176 

77 

60 

1552 

1/7/37 

176 

77 

60 

1552 

4/8/37 

170 

76 

60 

1524 

5/13/37 

218 

85 

60 

1752 

8/12/37 

223 

87 

60 

1780 

11/18/37 

223 

87 

60 

1780 

5/17/38 

223 

87 

60 

1780 

9/22/38 

*223 

87 

60 

1780 

2/24/39 

*223 

87 

60 

1780 

Urine 

Sugar 

Blood 

Sugar, 

Mg.  per  100  Cc. 

Insulin 

Weight 

+ + + + 

380 

127 

teriod 
+ + 

135 

126 

+ 

Neg. 

10-0-10 

125 

127V2 

Neg. 

100 

10-0-10 

137 

Neg. 

10-0-10 

1331/2 

Neg. 

180 

10-0-10 

1311/i 

Neg. 

15-0-15 

134 

Neg. 

15-0-15 

139 

Neg. 

154 

13-0-13 

144 

Neg. 

12-0-12 

142 

Neg. 

132 

16-0-  0 P.Z.I. 

140 

Neg. 

14-0-  0 P.Z.I. 

139 

Rearrangement  of  diet  with  shifting  of  a part  of  breakfast  to  be  taken  on  retiring. 
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Blood 

Urine  Sugar, 


Date 

C. 

P. 

F. 

Cal. 

Sugar 

Mg.  per  100  Cc.  Insulin 

Weight 

9/10/35 

180 

60 

90 

1770 

Breakfast — green 

20-25-20 

129 

Before  lunch — -0 


Before  supper — green 
Before  bed — green 


10/4/35 

180 

60 

90 

1770 

Neg. 

20-0-17 

140 

11/1/35 

180 

60 

90 

1770 

Neg. 

20-0-15 

139 

11/21/35 

180 

60 

90 

1770 

Neg. 

100 

15-0-10 

139 

12/20/35 

180 

60 

90 

1770 

Neg. 

10-0-  5 

140 

3/6/36 

180 

60 

90 

1770 

Neg. 

205 

12-0-  0 

140 

5/1/36 

180 

60 

90 

1770 

Neg. 

105 

6-0-  6 

137 

7/14/36 

180 

60 

90 

1770 

Neg. 

160 

12-0-  0 

136 

12/29/36 

195 

61 

90 

1834 

Neg. 

120 

5-0-  5 

143 

2/25/37 

186 

68 

53 

1493 

Neg. 

120 

5-0-  5 

142 

12/2/37 

234 

77 

53 

1770 

Neg. 

130 

5-0-  5 

146>/z 

8/9/38 

*246 

85 

60 

1864 

Neg. 

143 

8-0-  0 P.Z.I. 

142 

* Part  of  the  carbohydrate  foods  were  shifted  from  breakfast  to  bedtime. 


Summary 

Most  patients  in  whom  the  onset  of 
diabetes  mellitus  occurs  after  the  age  of  40 
are  obese  at  the  time,  and  these  cases  are 
mild  when  uncomplicated.  The  diabetic 
state  is  easily  controlled  during  an  initial 
period  of  malnutrition.  When  weight  is 
lost  there  is  subsequently  a remarkable 
recovery  of  carbohydrate  tolerance,  wdiieh 
eventually  allows  an  increase  in  the  diet  to 
a maintenance  level  containing  200  to  225 
Gm.  of  carbohydrates.  This  same  type 
of  patient,  if  given  insulin  at  the  onset  of 
treatment  with  a diet  that  is  not  too  large, 
will  also  regain  tolerance,  so  that  eventu- 
ally the  insulin  can  be  discontinued  with- 
out a return  to  the  diabetic  state  when  the 
patient  remains  on  diet  alone. 

If  this  type  of  adult  obese  diabetic  pa- 
tient does  not  restrict  his  food  consump- 
tion, the  hyperglycemia  and  glycosuria 
persist  despite  large  amounts  of  insulin. 

Obese  persons  who  have  had  their  dia- 
betes for  a long  time  and  have  remained 
overweight  either  because  of  previously 
given  high  calorie  diets  or  because  of 
neglected  treatment  seem  to  lose  their 
ability  to  regain  carbohydrate  tolerance. 
They  usually  require  regular  insulin  to 
“cover”  the  food  consumed. 

Those  patients  whose  diabetes  mani 
fested  itself  after  the  age  of  40  and  who 
are  underweight  or  of  normal  weight  when 


they  come  to  the  physician  are  either  (1)  a 
later  stage  of  the  obese  type,  (2)  adults  40 
to  60  years  old  who  were  never  over- 
weight, or  (3)  senile  asthenics  over  the  age 
of  60.  The  first  group  requires  small 
doses  of  insulin  at  the  onset  of  treatment, 
and  in  time  their  tolerance  for  carbo- 
hydrates improves,  allowing  dietary  in- 
creases without  changing  the  insulin  dos- 
age. The  senile  asthenic  patient  with 
diabetes  is  a mild  case  and  does  not  re- 
quire insulin ; higher  fat  diets  can  be  used 
to  good  advantage.  The  treatment  of  the 
other  nonobese  adult  persons  with  dia- 
betes does  not  seem  to  follow  a definite 
pattern.  These  will  be  discussed  in  a 
future  publication. 

145  East  18th  Street 
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CHEER  UP,  BROTHER! 

Medicine  has  alleviated  suffering  and  pro- 
longed life,  but  it  has,  in  so  doing,  also  prolonged 
suffering  and  nullified  the  purging  effects  of 
natural  selection.  It  has  saved  hundreds  of 


thousands  of  debilitated  organisms  which  are 
adding  to  the  burden  of  society  by  reproducing 
more  and  worse  offspring. — “The  Wages  of 
Biological  Sin,”  The  Atlantic  Monthly 


Special  Article 

THE  MISUSE  OF  MEDICAL  WORDS 

Henry  Jones  Mulford,  M.D.,  Buffalo,  New  York 


The  words  of  medicine  are  a puzzling  lot. 

Difficult  to  spell  and  to  pronounce,  culled 
from  a hundred  languages,  and  standing  often 
for  something  to  which  they  do  not  apply, 
they  become  stumbling  blocks  in  the  progress 
of  the  medical  student  (and,  sometimes,  the 
graduate  in  medicine  stumbles  over  those  same 
“blocks!”).  But  the  words  should  not  hinder 
the  student;  rather,  they  should  be  aids  to  his 
progress.  Properly  understood  they  would  en- 
lighten his  studies  and  broaden  his  outlook. 
That  they  do  not  is  because  he  has  not  learned 
to  analyze  the  words,  to  take  them  apart,  to  get 
at  their  origins,  and  to  uncover  their  niceties  of 
meaning. 

The  fault  here  lies  in  two  directions:  (1)  in 

the  method  of  the  instruction  given  to  him  and 
(2)  in  his  neglect  of  the  dictionary.  The  former 
goes  back  to  his  premedical  education  beginning 
in  the  grammar  school  and  ending  in  the  uni- 
versity. In  none  of  the  institutions  of  learning 
are  there  prescribed  courses  in  the  study  of  in- 
dependent words.  There  is  instruction  in 
grammar,  yes,  in  the  parsing  of  sentences  and  in 
the  selecting  of  the  right  words  for  the  right 
places  in  the  sentences,  but  no  effort  is  made  to 
encourage  the  student  to  dig  out  for  himself  the 
histories  of  technical  words.  Such  a course 
would  be  of  inestimable  value  to  the  student. 
It  would  enlighten  the  study  of  grammar,  it 
would  aid  in  the  study  of  language,  and  it  would 
help  toward  understanding  history,  giving  to 
the  student  a fuller  knowledge  of  peoples,  cus- 
toms, and  countries. 

That  such  a course  is  needed  in  our  schools  is 
attested  by  the  general  misuse  of  words  prevalent 
among  the  everyday  people  of  our  own  country. 
Improperly  used  words  and  faulty  pronunciation 
are  heard  in  all  sections  of  our  society:  in  the 
salons  of  the  avenue  and  in  the  saloons  of  the 
slums.  However,  remembering  the  mixed  na- 
ture of  our  population,  we  should  not  be  too  sur- 
prised at  this.  But  we  are  surprised  when  we  find 
this  misuse  of  words  among  the  followers  of  the 
so-called  learned  professions.  It  comes  as  a 
decided  shock  when  we  find  that  the  members  of 
the  medical  profession  are  sinners  in  this  direc- 
tion, especially  when  it  comes  to  the  technical 
words  of  medicine. 


But,  “to  give  the  Devil  his  due,”  there  is  a 
reason  for  this.  It  lies  in  my  former  statement 
with  regard  to  the  faults  in  premedical  educa- 
tion. It  would  be  to  the  advantage  of  both  the 
instructor  and  the  student  if  the  instructor  gave 
more  attention  to  the  special  words  that  he  uses. 
The  misuse  of  a word  or  its  mispronunciation 
detracts  from  the  dignity  of  a teacher  and  lessens 
his  authority.  As  for  the  second  fault,  a mere 
dictionary  is  not  enough.  It  often  fails  to  give  the 
complete  story  of  a word,  and  sometimes  that 
which  it  does  give  is  not  exact.  The  medical 
student  needs,  in  addition  to  his  dictionary,  books 
that  go  into  full  detail  with  regard  to  medical 
words.  One  such  book,  and  one  of  very  great 
value,  is  Dr.  Campbell’s  The  Language  of  Medi- 
cine. Unfortunately  this  book  is  out  of  print, 
having  been  issued  back  in  1888,  and  can  be  found 
only  in  public  medical  libraries  or  in  the  private 
library  of  an  enlightened  medical  man. 

In  order  to  emphasize  my  statements  with  re- 
gard to  the  misuse  of  words  among  the  members 
of  the  medical  profession,  let  me  give  a few 
examples  that  I have  noticed  through  a close 
association  with  medical  men  as  a student,  an 
instructor,  and  a member  of  the  staffs  of  various 
hospitals  over  a period  of  over  fifty  years. 

Cryptic  is  a word  that  is  often  misapplied  to 
a form  of  tonsillitis  in  which  a large,  inflamed 
tonsil  presents  with  its  crypts  filled  with  plugs 
of  infectious  caseous  material.  As  cryptic 
means  “hidden,”  the  word  cannot  properly  be 
applied  to  a tonsil  that  extends  well  out  toward 
the  median  line  of  the  pharynx.  All  tonsils 
may  be  called  cryptic  as  all  have  crypts.  Prop- 
erly speaking,  a “cryptic  tonsil”  is  a submerged 
tonsil,  one  hidden  beneath  the  overlaying  faucial 
pillars.  The  proper  designation  for  the  condi- 
tion in  which  the  tonsillar  crypts  are  inflamed 
and  plugged  is  “cryptitis.” 

In  cocaine  we  have  a word  that,  through 
misusage,  has  come  to  be  called  “co '-caine,” 
but  which  properly  should  be  pronounced 
“co-ca'-in,”  as  it  is  a principle  derived  from 
coca  leaves.  However,  as  the  first  pronuncia- 
tion has  become  established,  any  speaker  using 
the  second  scarcely  would  be  understood. 

Exenteration  is  a word  that  is  invariably  mis- 
used by  the  rhinologist  when  describing  the 
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operation  for  the  removal  of  the  ethmoid  cells. 
Since  the  word  is  a compound  of  two  Greek 
words,  “ex”  and  “enteron,”  meaning  “out” 
and  “bowel,”  it  cannot  by  any  stretch  of  one’s 
imagination  be  applied  to  removal  of  the  ethmoid 
cells.  The  single  word  “ethmoidectomy”  cer- 
tainly is  less  cumbersome  than  the  phrase 
“exenteration  of  the  ethmoid  cells”  and,  what’s 
more,  is  entirely  proper!  Evidently  the  users 
of  the  word  “exenteration”  attribute  to  it  a 
meaning  similar  to  that  of  the  word  “eviscera- 
tion,” or  its  users  confuse  the  application  of 
the  word,  assuming  that  the  phrase,  “bowels 
of  the  ethmoid,”  may  be  used  as  is  the  common 
phrase,  “bowels  of  the  earth,”  meaning  the  in- 
sides. But  they  forget  that  the  ethmoid  region 
is  anatomical  groundl  The  use  of  the  word  in 
either  case  is  eminently  improper.  In  the  first 
case  “evisceration”  means  to  remove  a viscus, 
and  the  ethmoid  is  not  a viscus!  In  the  second 
case  “exenteration”  is  in  the  singular.  We 
cannot  apply  a word  that  means  “cut  out  the 
bowel”  to  an  operation  in  the  ethmoid  region, 
for  there  is  no  bowel  in  that  region! 

Hemorrhaging  is  a word  freely  used  by  both 
medical  men  and  nurses,  but,  there  is  no  such 
word!  “Hemorrhage”  is  a noun  and  cannot  be 
converted  to  a verb  by  adding  “ing.”  A patient 
having  a slight  issue  of  blood  is  bleeding;  if 
the  bleeding  becomes  severe,  the  patient  is 
having  a hemorrhage.  The  word  “hemorrhage” 
is  a combination  of  two  Greek  words  meaning, 
“blood”  and  “to  burst  forth.”  To  add  the 
Middle  English  “ing”  to  a Greek  word  would  be 
to  commit  a language  crime.  The  ancient 
Greeks,  jealous  for  the  purity  of  their  language, 
would  call  down  the  wrath  of  the  gods  of  Mount 
Olympus  upon  the  head  of  a person  committing 
such  a crime. 

The  word  lues  has,  through  usage,  come  to 
mean  “syphilis,”  but  as  it  is  Latin  for  “plague,” 
it  does  not  apply  to  syphilis  alone.  It  may 
stand  as  well  for  a bubonic  infection,  tuberculo- 
sis, or  any  other  of  our  “plagues.”  “Lues 
venerea”  would  be  a more  proper  designation 
for  syphilis. 

Larynx  is  a word  often  transformed  into  the 
nondescript  “larnyx.”  Individuals  who  say 
“Larnyx”  are  those  who  say  “Aim”  for  film 
and  “cartoon”  for  carton.  It  must  be  a sort  of 
unstable  mind  that  so  confuses  the  formation  of 
words! 

Sinapism  is  a word  applied  by  thoughtless 
individuals  to  any  poultice  or  rubefacient.  But, 
as  the  word  comes  from  “sinapis,”  the  Latin  for 
“mustard,”  this  general  application  is  improper. 
A “sinapism”  is  composed  only  of  ground  mus- 
tard seed. 


The  final  word  to  be  noticed  here  is,  tinnitus. 
This  word  is  commonly  mispronounced  “tin-ni- 
tus,”  but,  properly,  it  becomes  “ti-ni'-tus,” 
or  “tin-ni'-tus.” 

It  is  a matter  greatly  to  be  regretted  that 
through  the  neglect  to  instruct  the  medical 
student  in  the  meaning  of  the  unfamiliar  words 
that  are  thrown  at  him  by  his  instructors  so 
much  is  lost  to  him,  both  with  regard  to  the 
illumination  of  his  subjects  and  the  additional 
knowledge  that  he  might  gain  thereby.  It 
certainly  should  be  the  duty  of  the  instructor  to 
help  the  student  in  this,  but  instead  he  takes  it 
for  granted  that  the  student  has  picked  up  the 
information  for  himself.  And  then  perhaps  the 
instructor  may  be  as  ignorant  with  regard  to  the 
words  as  is  the  student.  How  greatly,  then, 
is  some  special  course  needed.  Such  a course 
would  be  almost  a liberal  education  in  itself. 
A few  words  illustrating  what  may  be  done  in 
this  direction  might  not  be  out  of  place  here. 
It  is  to  Dr.  Campbell’s  book,  previously  men- 
tioned, that  I owe  my  own  enlightenment  in 
regard  to  the  words  quoted  below. 

With  the  word  alcohol  the  student  will  find 
himself  in  Arabia,  where  he  learns  that  the  word 
goes  back  to  two  Arabic  words:  the  one,  “al,” 
meaning  “the”  and  the  other,  “kahal,”  meaning 
“eye  wash,”  and  has  no  reference  to  our  “al- 
cohol.” 

The  word  valerian  now  takes  the  student  to 
Imperial  Rome  where  he  meets  the  Emperor 
Valerian.  Then,  going  on  to  Algeria  he  finds 
bougie,  meaning,  literally,  “a  wax  candle  made 
in  the  town  of  Bougie.” 

In  Paris  he  discovers  a disreputable  quarter 
called  “Le  Clapier,”  vulgarized  to  “Clapise,” 
which  gives  him  “clap”;  but  in  Greece  the 
student  learns  that  gonorrhea  is  only  “a  flow  of 
semen.” 

In  Spain  the  student  meets  belladonna,  a 
“beautiful  lady”;  and,  if  the  meeting  should 
happen  in  the  town  of  Xeres,  he  may  drink 
sherry  with  her.  And  then,  if  he  jumps  to 
Turkey  he  may  sober  up  on  a cup  of  strong 
qahveh,  “coffee.” 

Now  a longer  jump  takes  him  to  a more  remote 
quarter  of  the  earth,  the  Malay  Peninsula,  where 
he  discovers  gutta-percha,  a compound  of  gutta, 
meaning  “drops,”  and  percha,  the  name  of  the 
tree  from  which  the  “drops”  are  obtained. 

Returning  to  Europe  the  student  will  discover 
that  in  ancient  Greece  arteries  were  “air  tubes,” 
and  that  plague  was  “a  blow  sent  by  the  gods  to 
wreak  vengeance  upon  guilty  mortals.”  And 
then,  if  he  will  climb  Mount  Olympus,  he  will 
find  that  the  gods  themselves  have  contributed 
to  his  enlightenment.  There  will  be  Psyche  in 
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psychiatry,  Eros  in  erotomania,  Aphrodite  in 
aphrodisiac,  and  Mercury  in  the  mercurials . 
And  finally,  Venus  in  mons  veneris  and  Hymen, 
the  membrane  of  the  same  name  sacred  to 


maidens,  will  take  him  to  the  Court  of  Love. 

What  a wealth  of  knowledge  there  is  in  the 
words  of  medicine!  Why  should  not  that  wealth 
be  opened  to  the  student? 


THE  AMERICAN  DOCTORS’  WAR  RELIEF  COMMITTEE 


OFFICERS 


Chairman 

Dr.  Clarence  R.  Straatsma 

First  Vice  Chairman 
Dr.  Thomas  H.  Russell 

Second  Vice  Chairman 
Dr.  Walter  D.  Ludlum,  Jr. 

Executive  Secretary 
Dr.  E.  Forrest  Merrill 

Treasurer, 

Dr.  Con  Amore  V.  Burt 


A voluntary  committee  of  physicians  and  surgeons  organized  for  the  sole  Purpose 
of  aiding  sick  and  wounded  women  and  children  in  the  remote  sections 
of  war -lorn  Europe. 

A strictly  neutral,  non-military  service. 

Temporary  Headquarters 

18  Gramercy  Park,  New  York  City 

GRamercy  5-6000 

C.  J.  B.  Harris,  Corresponding  Secretary 
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To  the  Editor: 

The  American  Doctors’  War  Relief  Committee  is  being  formed  for  the  purpose  of  extending  a 
helping  hand  to  the  sick  and  wounded  women  and  children  in  remote  sections  of  war-torn  Europe. 
With  this  object  in  view  the  members  are  arranging  to  send  over  a number  of  well-organized  mobile 
clinics.  The  service  is  to  be  strictly  neutral  and  non-military. 

Each  clinic  is  to  consist  of  an  automobile,  a good-sized  trailer — equipped  for  emergency  opera- 
tions— and  two  light  trucks  to  transport  members  of  the  staff  and  supplies.  The  physicians  and  sur- 
geons assigned  to  each  unit  are  to  be  carefully  selected  American  volunteers,  who  are  to  be  assisted  by 
native  nurses. 

The  Director  of  each  clinic  will  arrange  to  cover  a regular  route  in  a district  where  the  service  is 
needed  most.  Each  unit  will,  if  possible,  serve  seven  different  towns  and  villages;  devoting  one  day 
per  week  to  each  place. 

The  founders  of  this  movement  have  been  promised  the  cooperation  of  many  prominent  members 
of  the  medical  profession  and  they  hope  to  have  the  project  in  operation  in  a comparatively  short 
time. 

Doctors  interested  in  serving  with  this  committee,  as  active  members  or  in  an  advisory  capacity, 
are  requested  to  communicate  with  the  Secretary. 

Suggestions  from  doctors  and  nurses  who  have  had  war  experience  are  solicited. 


Yours  very  truly, 

C.  J.  B.  Harris,  Secretary 


SPANISH  EDITION— THE  READER'S  DIGEST 


The  August  issue  of  The  Reader's  Digest 
announces  the  publication  of  a Spanish -language 
edition  of  the  magazine,  for  distribution  through- 
out Latin  America.  Designed  to  bring  about  a 
closer  understanding  between  the  peoples  of 
North  and  South  America,  the  new  Spanish 
edition  will  bring  a timely  interpretation  of  the 
United  States  to  influential  men  and  women  in 
the  20  republics  of  Pan- America. 

To  insure  the  widest  possible  distribution  of 
the  Spanish  edition,  the  subscription  rate  has 
been  established  at  only  $1  a year,  postpaid. 
The  many  readers  of  The  Digest  in  the  United 
States  are  being  invited  to  sponsor  Charter 
Subscriptions  for  people  in  Latin  America  with 
similar  occupational  interests.  If  no  recipient 
is  designated  by  the  sponsor,  The  Reader's 


Digest  will  select  a name  from  representative 
lists  of  Latin-American  doctors,  lawyers,  busi- 
nessmen, students,  prominent  women,  and  others. 

“For  years,”  according  to  the  editors  of  The 
Reader's  Digest,  “subscribers  in  foreign  countries 
who  read  the  regular  English-language  edition 
have  constantly  reiterated  that  through  The 
Digest  they  have  gained  a new  conception  and 
understanding  of  the  United  States. 

“Obviously,  the  subscription  price  of  only  $1 
a year  will  not  cover  printing  and  distribution 
costs,  even  with  revenue  from  a limited  amount 
of  selected  advertising.  It  will,  however,  result 
in  a large  and  immediate  circulation.  Any 
deficit  will  be  met  by  The  Reader's  Digest  Asso- 
ciation, which  is  establishing  the  Spanish  edition 
on  a strictly  nonprofit  basis.” 


Medical  Preparedness 

In  this  section  of  the  Journal  will  appear  notices  from  the  Committee  on  Medical 
Preparedness  of  the  Council  of  the  Medical  Society  of  the  State  of  New  York. 
Also  news  on  this  subject  from  other  sources  will  be  printed  for  the  interest  of  the  medical 
profession  in  New  York  State.  The  members  of  the  committee  are  Samuel  J.  Kopetzky, 
M.D.  {Chairman),  71  East  80th  Street,  New  York  City;  Louis  H.  Bauer,  M.D.,  Hemp- 
stead; and  Edward  T.  Wentworth,  M.D.,  Rochester. 


Policy  on  Medical  Preparedness  of  the 
Medical  Society  of  the  State  of  New  York 

•ollowing  the  lead  of  the  House  of  Delegates  Economics  the  recommendation  printed  below. 


* of  the  American  Medical  Association,  the 
Council  at  its  meeting  on  June  14,  1940,  received 
from  its  Committee  on  Public  Relations  and 

Recommendation  of  Committee  on 

The  increasing  seriousness  of  the  situation 
abroad  makes  the  possible  involvement  of  the 
United  States  in  the  war  an  increasing  possi- 
bility. With  the  plans  for  national  defense 
which  are  getting  under  way  by  the  government, 
it  is  believed  that  the  Medical  Society  of  the 
State  of  New  York  should  prepare  plans  to  cover 
a possible  emergency.  The  following  factors 
should  be  considered. 

1.  Protection  of  the  General  Public. 

A.  Provision  for  medical  care,  both  in  the 
home  and  in  the  hospital  for  all  parts  of 
the  state. 

B.  Medical  economic  plans  for  those  fami- 
lies whose  breadwinners  are  in  the  serv- 
ice and  on  a limited  income. 

2.  Protection  of  the  Individual  Physician. 

A.  Protection  of  the  individual  physician 
who  enters  the  service  and  who  might 
lose  his  practice  during  his  absence. 

B.  Plans  for  maintenance  of  the  physician 
in  the  service  in  good  standing  in  his 
County  and  State  Medical  Society. 

As  a preparation  for  No.  1,  county  societies 
should  make  a survey  of  their  members  to  see 
how  many  men  are  in  the  Reserve  Corps  of  the 
Army  or  Navy,  or  in  the  National  Guard,  or 
who  would  be  apt  to  volunteer  for  service. 

In  some  counties,  this  may  result  in  certain 
sections  being  deprived  of  local  medical  care 
unless  the  society  arranges  for  a distribution  of 
that  care  among  other  physicians. 

It  is  possible  that  certain  civil  hospitals  might 
be  taken  over  by  the  government,  and  it  should 
be  determined  which  these  hospitals  are,  and 
plans  made  to  effect  some  temporary  arrange- 
ments for  the  hospitalization  of  civilians.  Cer- 
tain hospitals  might  be  deprived  very  largely  of 
their  active  staffs  and  arrangements  should  be 
made  with  the  hospitals  for  covering  service 
during  the  period  of  the  emergency. 

If,  due  to  the  absence  of  local  physicians,  it 
becomes  necessary  for  physicians  at  a distance 
to  care  for  a community,  arrangements  should 
be  made  that  this  should  be  done  without  extra 
cost  to  the  patient.  The  physician  doing  this 
work  should  consider  this  as  one  contribution  he 
can  make  in  the  emergency.  Likewise,  with 


The  Council  adopted  this  in  principle  as  the 
policy  of  the  Society  and  then  set  up  the  commit- 
tee named  above  to  carry  this  policy  into  effect. 

Public  Relations  and  Economics 

many  heads  of  families  in  the  service  and  the 
family  income  possibly  greatly  diminished,  indi- 
vidual consideration  should  be  given  those  fami- 
lies in  the  way  of  reduced  fees  if  necessary. 

As  a provision  for  No.  2,  arrangements  should 
be  made  by  county  societies  that  when  a physi- 
cian leaves  for  the  service  he  may  request  another 
doctor  to  care  for  his  practice  and  register  that 
request  with  the  county  society.  The  income 
from  the  absent  physician’s  practice  should  be 
divided  so  as  to  cover  the  overhead  of  the  care 
of  the  practice,  a certain  proportion  to  go  to  the 
physician  who  does  the  work,  and  the  balance  to 
be  kept  for  the  absent  physician,  to  be  turned 
over  at  his  discretion  either  to  his  family  or 
placed  in  a fund  to  be  given  him  on  his  return. 

Medical  societies  should  make  arrangements 
for  handling  the  dues  of  absent  physicians  on  a 
scale  comparable  to  his  salary  and  rank  of  the 
absentee  physician.  Reductions  and  perhaps  in 
many  cases  entire  remission  of  dues  may  be 
necessary  but  no  physician  should  be  dropped 
from  his  society  for  nonpayment  of  dues  while  he 
is  in  the  service. 

Conditions  will  vary  in  different  counties  and 
no  hard  and  fast  plan  should  be  adopted  to  apply 
to  every  county.  Every  county  should  be  asked 
to  make  a survey  of  the  situation,  preparing 
plans  and  submitting  them  to  the  State  Society 
for  approval.  All  the  details  should  be  handled 
in  the  county.  The  State  Society  should  adopt 
general  suggestions  only. 

It  is  felt  that  it  is  highly  important  that  these 
plans  should  be  made  now  so  that  they  can  be 
put  into  effect  when  the  emergency  arises  as  it 
might  prove  disastrous  to  wait  until  the  emer- 
gency arises  and  then  endeavor  to  draw  up  plans 
All  plans  should  be  somewhat  elastic  to  fit  pos 
sible  differences  which  may  arise  according  to 
the  extent  of  mobilization. 

It  is  urgently  suggested  that  this  whole  subject 
be  turned  over  to  a committee  for  immediate 
study  and  that  county  societies  be  asked  to  co- 
operate and  collaborate  with  this  committee  in 
the  preparation  of  such  plans.  If  the  situation 
appears  urgent,  then  a special  meeting  of  the 
Council  should  be  called  during  the  summer  to 
ratify  these  plans  and  place  them  in  operation. 
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Special  Conference  of  County  Society  Secretaries 
with  the  Committee  on  Medical  Preparedness 


At  the  request  of  the  new  committee  a con- 
ference  was  called  of  the  county  medical 
secretaries  or  representatives.  This  was  held  at 
Albany  on  July  29,  1940.  The  following  were 
present. 

From  the  County  Societies: 


Albany Dr.  Philip  L.  Forster,  President 

Dr.  Homer  L.  Nelms,  Albany 

Bronx Dr.  Edward  C.  Podvin,  Bronx 

Broome Dr.  Carlon  H.  M.  Goodman,  Binghamton 

Cattaraugus Dr.  L.  J.  Atkins,  Olean 

Cayuga Dr.  Stephen  J.  Karpenski,  Auburn 

Chautauqua Dr.  Edgar  Bieber,  Dunkirk 

Columbia Dr.  Henry  C.  Galster,  Hudson 

Cortland Dr.  William  A.  Wall,  Cortland 

Delaware Dr.  Orin  Q.  Flint,  Delhi 

Dutchess Dr.  L.  W.  Stoller,  Red  Hook 

Erie Dr.  Louise  W.  Beamis,  Buffalo 

Essex Dr.  Harold  J.  Harris,  Westport 

Franklin Dr.  Daisy  H.  Van  Dyke,  Malone 

Fulton Dr.  William  H.  Raymond,  Johnstown 

Genesee Dr.  Peter  J.  Di  Natale,  Batavia 

Greene Dr.  William  M.  Rapp,  Catskill 

Herkimer Dr.  Fred  C.  Sabin,  Little  Falls 

Kings Dr.  Charles  F.  McCarty,  Brooklyn 

Dr.  Thomas  B.  Wood,  Brooklyn 

Lewis Dr.  Elbert  Dalton,  Beaver  Falls 

Livingston Dr.  Alden  J.  Townsend,  Dansville 

Madison Dr.  Lee  S.  Preston,  Oneida 

Monroe Dr.  William  A.  MacVay,  Rochester 

Montgomery Dr.  Roger  Conant,  Amsterdam 

Nassau Mr.  J.  Louis  Neff,  Mineola 

New  York. . . . Dr.  B.  Wallace  Hamilton,  New  York  City 

Niagara Dr.  G.  S.  Philbrick,  Niagara  Falls 

Oneida Dr.  James  I.  Farrell,  Utica 

Onondaga Dr.  Dwight  Needham,  Syracuse 

Mr.  R.  Marcus  Dick,  Syracuse 

Ontario Dr.  Daniel  A.  Eiseline,  Shortsville 

Orange Dr.  Earl  C.  Waterbury,  Newburgh 

Oswego Dr.  Harrison  M.  Wallace,  President 

Dr.  Francis  L.  Carroll,  Oswego 

Otsego Dr.  Floyd  J.  Atwell,  Cooperstown 

Queens Dr.  Chester  L.  Davidson,  Jamaica 

Rensselaer Dr.  Leo  S.  Weinstein,  Troy 

Richmond . . Dr.  George  W.  McCormick,  Port  Richmond 

Rockland Dr.  W.  J.  Ryan,  Pomona 

Dr.  M.  J.  Sullivan,  Haverstraw 

St.  Lawrence Dr.  Robert  J.  Reynolds,  Potsdam 

Schenectady Dr.  F.  L.  Sullivan,  Scotia 

Schoharie Dr.  Herbert  L.  Odell,  Sharon  Springs 

Seneca Dr.  Duane  B.  Walker,  Waterloo 

Steuben Dr.  Robert  I.  Hood,  Corning 

Suffolk Dr.  Edwin  P.  Kolb,  Holtsville 

Sullivan Dr.  Deming  S.  Payne,  Liberty 

Tioga Dr.  Ivan  N.  Peterson,  Owego 

Tompkins Dr.  Martin  B.  Tinker,  Ithaca 

Ulster Dr.  Mortimer  B.  Downer,  Kingston 

Washington Dr.  Denver  M.  Vickers,  Cambridge 

Wayne Dr.  James  L.  Davis,  Newark 

Westchester Mr.  J.  E.  Bryan,  White  Plains 

Wyoming Dr.  Oliver  T.  Ghent,  Warsaw 

Yates Dr.  Robert  F.  Lewis,  Penn  Yan 

From  the  State  Society: 

President Dr.  James  M.  Flynn 

Secretary Dr.  Peter  Irving 

Executive  Officer Dr.  Joseph  Lawrence 

Editor  of  the  Journal Dr.  Laurance  D.  Redway 


Committee  on  Medical  Preparedness: 

Dr.  Samuel  J.  Kopetzky,  Chairman 
Dr.  Louis  H.  Bauer 
Dr.  Edward  T.  Wentworth 
Committee  on  Public  Health  and  Education: 

Dr.  O.  W.  H.  Mitchell,  Chairman 
Committee  on  Public  Relations  and  Economics: 

Dr.  Augustus  J.  Hambrook,  Chairman 
Public  Relations  Bureau:  Dr.  Guy  S.  Carpenter 

Mr.  Dwight  Anderson 
From  the  Temporary  Legislative  Commission  to  Formulate 

State  Health  Program — By  Invitation: 

Dr.  John  J.  Burke,  Albany 
Mr.  Leon  A.  Fischel,  New  York 

Committee’s  Plans  Outlined 

r.  Kopetzky  as  chairman  of  the  committee 
outlined  the  framework  within  which 
organized  medicine  will  function  in  cooperation 
with  the  government  in  case  of  war  conditions 
for  the  purpose  of  accomplishing  full  medical 
preparedness  both  for  the  military  service  and 
the  civilian  population.  At  the  center  is  the 
American  Medical  Association  Committee  on 
Medical  Preparedness.  In  each  state  and  terri- 
tory similar  committees  have  been  set  up,  with 
the  chairman  acting  as  liaison  officer  between  his 
committee  and  the  central  committee.  The 
next  action  needed  in  the  State  of  New  York  is 
for  the  county  societies  to  create  their  own 
committees.  Dr.  Kopetzky  stressed  the  fact 
that  only  locally — by  the  county  societies — can 
the  physicians  of  the  state  be  placed  in  suitable 
categories.  He  asked  those  present  to  carry 
back  to  their  county  societies  an  urgent  request 
for  the  immediate  appointment  of  county  com- 
mittees on  medical  preparedness.  Dr.  Louis  H 
Bauer  of  the  committee  commented  on  the  policy 
adopted  by  the  Council  for  this  state.  He  de- 
scribed it  as  advisory  rather  than  regulatory,  and 
said  that  it  was  intended  to  be  elastic  so  that  it 
could  be  adapted  to  varying  local  situations. 

Questionnaires . — Dr.  Kopetzky  then  brought 
up  the  matter  of  questionnaires.  He  first  asked 
that  the  county  society  officials  press  the  doctors 
in  their  sections  to  complete  and  send  in  to 
Chicago  -at  once  the  American  Medical  Associa- 
tion questionnaire  already  distributed. 

He  then  stated  that  the  committee  felt  that  a 
questionnaire  should  go  out  from  the  State 
Society  central  office  to  all  physicians  in  New 
York  State. 

Dr.  Bauer  went  over  this  proposed  second 
questionnaire  in  detail.  He  explained  that  with 
the  document  would  go  a return  envelope  ad- 
dressed in  each  instance  to  the  secretary  of  the 
local  county  society.  The  purpose  of  this  pro- 
cedure is  to  give  the  county  societies,  which 
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alone  have  the  information  necessary  for  classi- 
fication of  physicians  into  groups,  the  oppor- 
tunity to  make  further  study  and  notation. 

Dr.  Wentworth  of  the  committee  suggested 
that  simple  codes  be  devised  for  marginal  notes, 
by  which,  with  the  help  of  the  Directory,  the 
county  committees  could  designate  those  already 
in  the  service — Reserve  Corps,  Army,  Navy, 
National  Guard — those  connected  with  medical 
education  examining  boards,  those  who  would 
volunteer  for  public-health  work,  and  those  to  be 
assigned  to  care  of  the  civilian  population.  It 
was  understood  that  after  this  classification  is 
accomplished  questionnaires  would  need  to  be 
duplicated  so  that  both  State  Society  and  county 
societies  would  have  the  information  available. 

Dr.  0.  W.  H.  Mitchell  as  chairman  of  the 


Committee  on  Public  Health  and  Education 
stated  that  his  committee  had  been  giving  much 
consideration  to  postgraduate  instruction  in 
subjects  of  particular  importance  in  military 
medicine.  He  hoped  it  would  be  possible  to  add 
more  clinic  activities  and  demonstrations  to  the 
didactic  lectures. 

All  of  these  matters  were  discussed  freely  and 
suggestions  were  made  to  the  committee,  espe- 
cially in  connection  with  the  questionnaire  and 
with  the  possibility  of  securing  volunteer  public- 
health  officers,  disaster  units  from  hospitals,  and 
of  retaining  keymen  in  their  various  fields. 

Finally,  on  motion  duly  seconded  and  carried, 
the  sense  of  the  conference  was  recorded  as  rati- 
fying the  plans  of  the  Society  Committee  on 
Medical  Preparedness. 


Inventory  of  Health  Resources  of  the  State  by  the  Temporary  Legislative 
Commission  to  Formulate  a Long  Range  State  Health  Program 


On  July  30,  1940,  the  day  after  the  secre- 
taries’ conference,  the  Commission  held 
another  conference  in  New  York  City  at  the 
request  of  Lieutenant  Governor  Poletti  as  Co- 
ordinator for  National  Defense  in  New  York 
State.  This  convened  at  The  New  York  Acad- 
emy of  Medicine,  with  the  Honorable  Lee  B. 
Mailler,  chairman  of  the  commission,  presiding. 
The  following  were  present. 

Members  of  the  Commission: 

Assemblyman  Lee  B.  Mailler,  Chairman 
Senator  Walter  J.  Mahoney,  Vice-Chairman 
Assemblyman  Robert  F.  Wagner,  Jr.,  Secretary 
Assemblyman  Warren  O.  Daniels 
Assemblywoman  Jane  Todd 
Dr.  George  Baehr 
Dr.  Albert  D.  Kaiser 
Henry  D.  O’Connell 
Miss  Elsie  M.  Bond 
Dr.  Edward  S.  Godfrey,  Jr.,  Commissioner, 
State  Department  of  Health 
Dr.  Jackson  Davis,  Technical  Consultant 
Dr.  John  J.  Bourke,  Research  Director 
Leon  A.  Fischel,  Esq.,  Counsel 
J.  R.  Hanely,  Esq.,  Assistant  Counsel 
.4  merican  Federation  of  Nurses:  Virginia  Mirabella 

Mrs.  Evans 

American  Public  Health  Association:  Miss  W.  R.  Walsh 

American  Red  Cross:  Miss  Frederika  Farley 

Miss  Johnson 

Association  of  American  Medical  Colleges: 

Dr.  Willard  C.  Rappleye 
Hospital  Association  of  Greater  New  York: 

Mr.  Leighton  M.  Arrowsmith 
Dr.  Frederick  McCurdy 
Hospital  Association  of  New  York  State:  John  H.  Hayes 

Medical  Society  County  of  New  York: 

Dr.  W.  P.  Anderton 
Dr.  B.  Wallace  Hamilton 
Medical  Society  State  of  New  York:  Dr.  Peter  Irving 

Dr.  E.  C.  Podvin 
Dr.  Samuel  J.  Kopetzky 
Dr.  Augustus  J.  Hambrook 
Dr.  Oliver  W.  H.  Mitchell 
Dr.  L.  D.  Redway 


National  Organization  for  Public  Health  Nurses: 

Alta  Dines,  R.N. 

Ruth  Houlton 

New  York  City  Department  of  Health:  Dr.  John  L.  Rice 

Dr.  Ernest  L.  Stebbins 

New  York  State  Association  of  Approved  Laboratories: 

Dr.  Charles  M.  Carpenter 
Dr.  Mary  B.  Kirkbride 
Dr.  Wadsworth 

New  York  State  Department  of  Health: 

Dr.  V.  A.  Van  Volkenburgh 
Miss  Marion  Sheahan 
Mr.  Charles  A.  Holmquist 
New  York  State  Nurses  Association:  Emily  Hicks 

Ruth  G.  Hall 

United  States  Public  Health  Service:  Dr.  Claude  Pierce 

Westchester  County  Department  of  Health: 

Dr.  George  A.  Ramsey 
No  connections  given:  J.  H.  Berkowitz 

Dr.  J.  H.  Butler 
Mary  Forbes 

Anticipating  the  change  from  a peacetime 
economy  to  that  of  preparation  for  national  de- 
fense, the  commission  sought  information  on  a 
wide  variety  of  subjects:  availability  and  num- 

ber of  buildings  which  could  be  used  as  hospitals ; 
space  and  availability  in  present  hospitals  for 
emergency  beds;  the  possibility  of  making  extra 
space  by  evacuating  chronic  cases;  probable 
necessary  increase  in  personnel  to  staff  the  ex- 
tended services  and  the  probable  payroll  increase ; 
resources  for  the  production  of  tetanus  toxoid  in 
quantity ; plans  of  medical  schools  for  increasing 
student  enrollment ; availability  of  medical 
schools  for  advanced  teaching  of  public  health 
personnel;  methods  for  selection  of  specialists; 
number  and  capacity  of  laboratories  in  the  state ; 
availability  of  industrial  hygienists,  dentists, 
sanitary  engineers ; status  of  present  personnel  as 
to  membership  in  National  Guard  or  Reserves;  re- 
habilitation of  the  unemployed ; number  and  avail- 
ability of  nurses,  active  and  inactive ; physicians. 
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Dr.  Kopetzky  offered  to  the  commission  any 
information  in  possession  of  his  committee  and 
the  fullest  cooperation  possible.  He  reported 
that  his  Committee  on  Medical  Preparedness 
had  met  with  the  special  conference  of  the  county 
society  secretaries  the  day  before  to  discuss  plans 
suggested  for  county  society  participation.  He 
mentioned  the  State  Society  questionnaire,  and 
stressed  the  fact  that  when  these  were  returned 
to  the  county  societies  the  physicians  would  be 
locally  classified  as  to  availability  for  military 


service  or  for  the  care  of  the  civilian  popula- 
tion. 

The  commission  then  received  comments  from 
all  the  other  organizations  represented. 

The  round-table  discussion  ended  with  a unan- 
imous expression  of  opinion  that  the  recom- 
mendation could  well  be  made  to  the  government 
of  the  state  for  the  setting  up  of  local  defense 
committees  embracing  the  various  organizations 
interested  in  health,  including  the  medical, 
dental,  and  pharmaceutical  professions. 


The  Deaf  and  Hard  of  Hearing 

The  Need  for  Lip-Reading  Instruction  in  Our  Schools 


For  the  past  four  years  the  Deaf  and  Hard  of 
Hearing  Committee  of  the  State  Medical  So- 
ciety, in  cooperation  with  the  temporary  State 
Commission  for  Hard  of  Hearing  and  Deaf 
Persons,  has  made  an  extensive  study  of  the 
number  of  hard-of-hearing  children  in  the  schools 
of  our  state.  These  surveys  are  carried  out  in 
different  cities,  villages,  and  rural  areas.  All  the 
children  were  tested  by  certified  hearing  devices 
and  examinations  made  by  qualified  otologists. 

While  it  is  true  that  many  cases  of  hard  of 
hearing  in  children  could  be  avoided  by  early 
recognition  and  correction  of  the  causative  fac- 
tor, many  are  neglected  because  of  inadequate 
examinations  and  follow-ups,  and  a small  pro- 
portion are  only  partially  benefited,  even  when 
treatment  is  instituted  early  and  efficiently 
carried  out. 

Over  60,000  children  in  our  school  system  have 
hearing  defects  sufficient  to  warrant  lip-reading 
instruction  in  addition  to  their  regular  classwork. 
They  need  vocational  guidance  and  training  and 
in  some  instances  voice  training.  These  children, 
because  of  their  handicap,  cannot  acquaint  them- 
selves with  the  knowledge  so  necessary  to  their 
proper  education  and  advancement,  and  through 
no  fault  of  their  own  they  are  deprived  of  the 


method  and  aid  which  will  allow  them  to  con- 
tinue with  their  class  and  avoid  repeated  failure. 

Hearing  impairments  limit  the  economic  effi- 
ciency and  personal  happiness  of  more  people 
than  blindness  and  lameness  put  together.  Still, 
parents,  physicians,  educators,  and  lawmakers 
all  neglect  these  children  because  they  appar- 
ently do  not  realize  what  a hearing  loss  means. 
To  the  child  it  means  hearing  only  disconnected 
parts  of  all  talking,  both  in  school  and  out  of 
school — parts  of  teachers’  instructions  for  work, 
parts  of  the  class  responses,  parts  of  everything 
the  child  wants  and  needs  to  hear  in  order  to 
acquire  an  education.  The  result  is  like  a jigsaw 
puzzle  with  many  of  the  important  pieces  missing. 

Lip-reading  bills  have  been  introduced  in  the 
legislature  of  this  state  for  the  past  two  years  but 
without  satisfactory  results.  More  strenuous 
efforts  will  be  made  during  the  next  legislative 
session  to  enact  laws  whereby  these  handicapped 
children  will  be  given  the  necessary  help  to 
enable  them  to  acquire  an  education  that  they, 
in  most  instances,  need  in  their  future  life  work 
more  than  normal-hearing  individuals. 

A.  J.  Hambrook,  M.D.,  Chairman 
Council  Committee  on  the  Deaf 
and  Hard  of  Hearing 


MOBILE  X-RAY  UNIT  FOR  THE  ARMY 
Miss  Iris  Michaelis,  daughter  of  the  South 
African  philanthropist,  has  presented  to  the 
British  army  a mobile  x-ray  unit  for  service  at 
the  front.  It  is  mounted  on  a standard  lorry 
chassis  and  electric  current  is  obtained  from  a 
gasoline  driven  generator  packed  underneath  the 
unit  when  not  in  use.  Thus  it  can  operate  in 
places  where  there  is  no  electrical  supply.  The 
unit  also  carries  its  own  water  supply  in  a tank 


underneath  the  vehicle,  and  a jack  is  provided  to 
maintain  absolute  steadiness  when  at  work.  The 
interior  is  air  conditioned  and  shock  proof 
throughout.  It  is  divided  into  two  compart- 
ments, the  larger  being  fitted  as  an  x-ray  operat- 
ing room  with  a full  size  table,  movable  x-ray 
tube,  and  screening  stand.  The  other  com- 
partment can  be  quickly  converted  into  a dark 
room. — London  letter,  J.A.M.A. 


WORKMEN’S  COMPENSATION 


July  25,  1940 


On  March  1,  1940,  there  was  published  in  the  Journal  a procedure  to 
be  followed  in  the  event  an  employer  or  insurance  carrier  objects  to 
further  treatment  of  a compensation  claimant.  These  rules  and  regula- 
tions were  adopted  by  the  Industrial  Council  on  January  8,  1940. 

The  insurance  carriers’  and  self-insurers’  organizations  felt  they  had 
not  been  consulted  in  regard  to  these  rules  before  their  promulgation.  It 
was  therefore  decided  to  have  another  hearing  on  this  matter.  The  plan 
was,  therefore,  given  full  consideration  at  a meeting  held  by  the  Subcom- 
mittee of  the  Industrial  Council  on  July  12,  1940,  with  representatives  of 
insurance  carriers  and  self-insurers. 

Under  date  of  July  23,  1940,  we  are  notified  that  the  following  plan  was 
considered,  agreed  upon,  and  is  effective  immediately.  You  will  note  that 
the  procedure  is  the  same  as  published  with  the  exception  that  Rule  4 
is  not  mandatory  although  the  representatives  of  the  carriers  and  employers 
agreed  that  this  procedure  would  be  used  whenever  possible  or  reasonable 
in  their  opinion. 


Procedure  for  Adjusting  Differences 
of  Opinion  Between  Attending  Physicians 
and  the  Examining  Physicians  Employed 
by  Carriers  and  Employers  As  to  the 
Need  for  Further  Treatment 


Rule  1 . The  employer  or  insurance  car- 


ings of  the  medical  examiner, 
he  must  arrange  to  confer  with 
the  medical  examiner  for  the 
purpose  of  reaching  an  under- 
standing. 


rier  must  exercise  their  right 
to  have  a medical  examination 
made  of  a compensation  claim- 
ant by  their  medical  examiner, 
on  which  a direction  to  the  at- 
tending physician  to  stop 
treatment  must  be  based. 


Rule  4.  If  the  attending  physician 


and  the  medical  examiner  are 
unable  to  agree,  a joint  exami- 
nation of  the  claimant  should 
be  arranged  for  the  purpose  of 
comparing  the  findings  of  both 
the  attending  physician  and 
the  medical  examiner. 


Rule  2.  A request  forwarded  to  the  at- 


tending physician  to  stop 
treatment  must  be  accom- 
panied by  a report  of  the  medi- 
cal examiner  employed  by  the 
employer  or  insurance  carrier 
setting  forth  the  physical  find- 
ings. 


“Rule  4 is  not  mandatory  although 
the  Representatives  of  the  carriers  and 
employers  agreed  that  this  procedure 
should  be  used  whenever  possible.” 


Rule  3.  If  the  attending  physician 
does  not  agree  with  the  find- 


David  Kaliski,  M.D.,  Director 
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Maternal  Welfare 

From  time  to  time  under  this  heading  articles  appear  on  obstetrical  subjects  which  are 
deemed  of  importance  as  aids  to  improvement  of  maternal  welfare  in  New  York  State.  The 
members  of  the  committee  are  Charles  A.  Gordon,  M.D. , chairman;  James  A.  Quigley, 
M.D.;  and  Ferdinand  J.  Schoeneck,  M.D. 

The  Diagnosis  of  Pregnancy 


Usually  the  diagnosis  of  pregnancy  is  an 
easy  matter,  the  patient  herself  is  often 
aware  of  it  before  she  presents  herself  to  her 
doctor.  This  is  not  always  so,  and  in  a small 
percentage  of  cases  the  certainty  of  the  existence 
or  absence  of  pregnancy  is  difficult  to  establish. 

There  are  instances  where  it  is  quite  important 
that  the  presence  or  absence  of  pregnancy  be 
determined,  and  a physician  should  be  guarded 
in  making  a positive  diagnosis  until  he  can  prove 
it.  A mistake  here  may  be  damaging  to  the 
reputation  of  his  patient  or  to  his  own.  With 
the  advent  of  newer  biologic  tests  there  is  little 
excuse  for  an  error  in  these  borderline  cases. 

The  signs  and  symptoms  have  been  grouped 
as  presumptive,  probable,  and  positive.  Let 
us  consider  these  in  reverse  order.  There  are 
four  positive  signs: 

1.  Hearing  and  counting  the  fetal  heart. 

2.  The  identification  of  active  and  passive 
movements  of  the  fetus — or  quickening. 

3.  The  palpation  of  its  outlines. 

4.  Roentgenographic  picture  of  the  skeleton 
of  the  fetus. 

None  of  these  four  positive  signs  is  available 
until  well  into  the  second  trimester  and  usually 
not  until  pregnancy  has  reached  the  halfway 
mark,  viz.,  four  and  one-half  calendar  months. 
The  sound  of  the  fetal  heart  has  been  aptly 
compared  to  that  of  a watch  under  a pillow  and 
unless  the  abdominal  wall  is  unusually  thick  it 
can  be  heard  with  ease  at  four  and  one-half  to 
five  months,  though  it  is  claimed  that  by  the 
use  of  a special  stethoscope  against  the  vault  of 
the  vagina,  it  can  be  found  at  three  or  three  and 
one-half  months. 

In  a primipara  the  perception  of  fetal  move- 
ments, to  be  positive,  should  be  an  objective 
sign  recognized  by  the  physician  by  palpation 
of  the  uterus  or  by  auscultation  with  a stetho- 
scope. Subjectively,  they  may  be  recognized 
in  a multipara  at  the  end  of  the  fourth  month. 
In  the  primigravida  it  is  usually  four  and  one- 
half  months,  and  rarely  they  are  not  felt  till 
late  in  pregnancy. 

The  probable  signs  are: 

1.  Changes  in  the  cervix. 

2.  Changes  in  the  size,  shape,  and  consist- 
ency of  the  uterus. 


3.  Enlargement  of  the  abdomen. 

4.  Braxton  Hicks  contractions  of  the  uterus. 

Softening  of  the  Cervix. 

Pregnancy  may  be  suspected  when  the  region  of 
the  external  os  assumes  a velvety  feel  with  as 
little  resistance  as  that  offered  by  palpation  of 
the  lips,  whereas  the  feel  of  the  nonpregnant 
cervix  has  been  likened  to  that  of  the  cartilage 
of  the  nose. 

The  uterine  body  enlarges  slowly  at  first,  and 
even  at  the  end  of  the  second  month  it  is  only 
slightly  greater  in  size  than  normal.  However, 
it  is  more  globular  in  outline  and  by  the  end  of 
the  third  month  is  the  size  of  a large  orange  and 
begins  to  emerge  from  the  pelvis  into  the  ab- 
domen. Coincident  with  the  increase  in  size 
and  globular  shape  is  a marked  softening  of  the 
organ,  so  soft  in  some  cases  that  the  uterus  is 
difficult  to  identify.  At  the  sixth  week  one  of 
the  most  valuable  of  the  early  signs  appears, 
Hegar’s  sign  or  softening  of  the  lower  uterine 
segment,  felt  by  bimanual  palpation  between 
the  hard  cervix  below  and  the  uterine  body  above. 

Enlargement  of  the  Abdomen. — From  the  third 
month  when  the  fundus  first  rises  out  of  the 
pelvis  to  the  ninth  there  is  progressive  abdominal 
enlargement.  Roughly,  the  fundal  height  at 
the  sixteenth  week  is  just  above  the  symphysis; 
at  the  twentieth,  halfway  to  the  umbilicus;  at 
the  twenty-fourth,  at  the  umbilicus;  at  the 
twenty-eighth,  one-third  of  the  distance  from 
the  umbilicus  to  the  ensiform  process;  at  the 
thirty-second  week,  two-thirds  of  this  distance; 
at  the  thirty-sixth  week,  at  the  ensiform;  and 
at  the  fourtieth,  a recession  to  a point  near  that 
of  the  thirty-second.  Braxton  Hicks’  name  is 
associated  with  the  intermittent  painless 
(usually)  contractions  of  the  uterus  appreciated 
by  the  palpating  hand. 

The  presumptive  signs  of  pregnancy: 

1.  Cessation  of  menstruation  in  a patient 
with  a history  of  regular  menses.  Fear  of  preg- 
nancy may  inhibit  menstruation  and  menstrua- 
tion may  occur  in  an  atypical  form  after  con- 
ception. This  happens  rarely  for  more  than  the 
first  or  second  month. 

2.  Nausea  and  vomiting  occur  in  50  per  cent 
of  all  pregnancies  and  first  appears  after  the  end 
of  the  first  month  though  it  may  appear  earlier. 
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3.  Breast  changes — in  the  first  weeks,  tense- 
ness, tingling,  tenderness;  later  increase  in  size 
with  enlargement  of  the  subcutaneous  veins 
and  late  in  pregnancy  striae  may  appear.  The 
nipples  enlarge  and  the  areolae  become  more 
pigmented,  together  with  the  development  of 
Montgomery’s  glands — small  papule-like  ele- 
vations. 

4.  Discoloration  of  vaginal  mucous  mem- 
brane to  a purplish  or  dark  blue  hue  (Chadwick’s 
sign). 

5.  Frequency  of  urination  in  the  early  weeks. 

The  diagnosis  of  pregnancy  in  difficult  cases, 

i.e.,  in  the  early  weeks  or  later  if  to  be  differen- 
tiated from  a uterine  or  ovarian  tumor,  is  much 
facilitated  today  by  the  Zondek-Friedman  test 
by  which  pregnancy  may  be  diagnosed  within  a 
fortnight  after  conception,  long  before  there 
are  subjective  signs  or  symptoms.  This  test  is 
of  great  value  in  any  condition  where  thera- 
peutic abortion  might  be  indicated  for  grave 
complicating  diseases,  such  as  active  pulmonary 
tuberculosis.  Another  use  of  the  test  is  in 
the  woman  who  is  the  victim  of  habitual  spon- 
taneous abortions,  for,  until  a positive  diagnosis 
of  pregnancy  is  made,  there  is  little  use  in  em- 
ploying prophylactic  treatment  for  this  condi- 
tion. A still  further  use  is  in  the  differential 


diagnosis  of  uterine  fibroid  from  pregnancy. 
There  is  no  excuse  today  for  the  surgeon  to 
mistakenly  perform  a laparotomy  for  hyster- 
ectomy and  find  to  his  dismay  that  the  sus- 
pected tumor  turns  out  to  be  a normal  uterine 
pregnancy.  Another  important  application  of 
the  test  is  in  the  woman  of  about  forty-three, 
who  misses  one  period  and  is  sure  she  is  preg- 
nant. Nine  times  out  of  ten  it  is  the  physio- 
logic phenomenon,  but  “change-of-life  babies” 
do  happen,  and  the  rabbit  test  will  contribute 
to  the  peace  of  mind  of  the  woman  and  possibly 
the  professional  reputation  of  the  doctor. 

In  the  early  weeks  the  patient’s  symptoms 
are  usually  of  as  great  diagnostic  value  as  a 
pelvic  examination. 

Be  slow  to  contradict  the  multipara  who  has 
missed  one  period  and  says  she  knows  she  is 
pregnant.  Her  hunch  is  probably  better  than 
yours. 

An  intact  hymen  does  not  preclude  the  possi- 
bility of  pregnancy. 

It  should  be  relatively  easy  to  diagnose  preg- 
nancy by  the  eighth  week.  The  rabbit  (Zondek- 
Friedman)  test,  in  addition  to  the  signs  and 
symptoms,  will  make  it  more  certain  and  lessen 
the  possibility  of  embarrassment  to  the  doc- 
tor. 


Prize  Essays 

The  Lucien  Howe  Prize  will  be  open  for  competition  at  the  next  Annual  Meeting  of  the 
Medical  Society  of  the  State  of  New  York,  May  19,  1941,  in  Buffalo.  This  Prize  of 
$100  will  be  presented  for  the  best  original  contribution  on  some  branch  of  surgery,  pref- 
erably ophthalmology.  The  author  need  not  be  a member  of  the  Medical  Society  of  the 
State  of  New  York.  The  following  conditions  must  be  observed: 

Essays  shall  be  typewritten  or  printed  and  the  only  means  of  identification  of  the 
author  shall  be  a motto  or  other  device.  The  essay  shall  be  accompanied  by  a sealed 
envelope  having  on  the  outside  the  same  motto  or  device  and  containing  the  name 
and  address  of  the  writer. 

If  the  Committee  considers  that  no  essay  or  contribution  is  worthy  of  the  prize,  it 
will  not  be  awarded. 

Any  essay  that  may  win  the  prize  automatically  becomes  the  property  of  the  Medical 
Society  of  the  State  of  New  York  “to  be  published  as  it  may  direct.” 

All  essays  must  be  presented  no  later  than  February  1,  1941,  and  sent  to  the  Chair- 
man of  the  Committee  on  Prize  Essays  of  the  Medical  Society  of  the  State  of  New 
York,  292  Madison  Avenue,  New  York. 

Chas.  Gordon  Heyd,  M.D.,  Chairman,  Committee  on  Prize  Essays 
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Chautauqua  County 

Hundreds  of  physicians  were  present  at  the 
ninth  annual  interstate  medical  meeting  at  the 
Chautauqua  Institution,  held  on  July  24,  under 
the  auspices  of  the  Chautauqua  County  Medical 
Society. 

Pleading  for  an  American  health  program 
directed  by  a medical  man  as  secretary  of  health 
in  the  Cabinet,  Dr.  Nathan  Van  Etten  of  New 
York,  president  of  the  American  Medical  Asso- 
ciation slashed  at  “amateur  philosophers”  and 
“log-rolling  politicians”  whose  “superficial  hu- 
manitarianism  has  been  stimulated  by  job-seek- 
ing welfare  agencies.” 

Reviewing  advances  in  American  medical 
technique  in  the  last  century,  Dr.  Van  Etten  re- 
called that  Bismarck  and  Lloyd  George  both  had 
set  up  compulsory  health  insurance  as  a means  of 
buying  the  support  of  their  peoples.  The  medi- 
cal leader  admitted  freely  that  the  time  is  more 
than  ripe  for  a national  health  program,  but  urged 
that  it  be  established  with  the  utmost  care  by 
skilled  professional  men. 

“I  would  like  to  see  a new  national  department 
to  be  known  as  the  Department  of  Health  headed 
by  a secretary  who  must  have  had  a medical  edu- 
cation and  be  licensed  to  practice  medicine,”  he 
declared. 

Speaking  of  national  budgeting  for  health,  Dr. 
Van  Etten  fiercely  attacked  the  “stratosphere  ex- 
travagances” of  the  Wagner  health  act  and  simi- 
lar “excursions  into  Utopia.” 

His  own  opinion  he  cast  as  a credo,  declaring: 

“I  believe  that  needs  for  health  should  be  dis- 
covered in  the  smallest  political  subdivision  such 
as  the  school  district,  then  referred  to  the  town- 
ship, to  the  county,  to  the  state,  to  the  federal 
authority  in  that  order  and  that  the  federal 
authority  should  be  called  upon  as  infrequently  as 
possible. 

“I  believe  that  medical  service  to  the  economic 
indigent  and  to  the  medical  indigent  is  the  prob- 
lem of  the  taxpayer. 

“I  believe  that  medical  service  to  these  classes 
of  people  should  be  administered  by  the  medical 
profession  and  the  taxpayer.  The  medical  pro- 
fession and  the  taxpayer  should  provide  such 
needed  medical  service  in  tax-supported  institu- 
tions either  free  or  at  a minimum  rate. 

‘ ‘ I believe  that  every  effort  should  be  made  to 
provide  for  the  average  man  so  that  he  can  pre- 
pare for  emergencies  without  throwing  himself 
upon  the  sources  of  charity.” 

Dr.  Van  Etten  praised  the  speech  of  Paul  V. 
McNutt  before  the  National  Health  Council  last 
February,  supporting  the  movement  for  a na- 
tional health  program. 

He  also  urged  local  physicians  to  realize  their 
responsibilities  in  seeing  to  it  that  an  eventual 
health  program  be  professionally  sound  rather 
than  merely  politically  expedient  for  a small 
number. 

Buffalo  speakers  at  a round-table  discussion  of 
recent  developments  were:  Dr.  L.  Maxwell 

Lockie,  chairman,  Dr.  A.  H.  Aaron,  Dr.  C.  W. 
Greene,  Dr.  Frank  Leopold,  Dr.  Frank  Meyers. 


Dr.  Aaron,  speaking  on  “Self-medication  and 
Its  Dangers,”  cited  statistics  to  show  the  great 
numbers  of  deaths  resulting  from  refusal  to  sub- 
mit to  regular  examination  with  the  aim  of  com- 
mencing early,  supervised  care. 

Commenting  on  the  unnecessary  deaths  result- 
ing from  cancerous  affliction  of  the  abdominal 
region,  Dr.  Aaron  said,  “The  vital  importance  of 
seeking  physical  examination  for  these  complaints 
is  apparent,  and  the  inestimable  value  of  a peri- 
odic examination  is  plainly  seen  when  one  con- 
siders that  a diagnosis  of  a serious  disease  might 
here  be  made  even  before  the  symptoms  appear.  ’ ’ 

Erie  County 

President  Wells  called  a special  meeting  of  the 
Medical  Society  of  the  County  of  Erie  on  June  28 
for  consideration  of  a proposal  recommended  by 
the  Executive  Committee  of  the  Western  New 
York  Medical  Plan,  Inc.,  regarding  the  issuance 
of  a supplementary  contract  providing  for  surgi- 
cal benefits  exclusively,  as  reported  in  the  Bulletin 
of  the  county  society. 

Dr.  Harvey  P.  Hoffman,  President  of  the 
Western  New  York  Medical  Plan,  Inc.,  presented 
with  slides  various  stages  of  the  plan.  The  fol- 
lowing is  an  abstract  of  Dr.  Hoffman’s  report 
with  figures  revised  to  date : 

After  four  months  of  intensive  efforts  at  enroll- 
ment there  are  263  enrolled  subscribers  and  334 
dependents,  as  of  July  19,  1940. 

As  of  June  30,  the  earned  income  of  the  cor- 
poration was  $1,160.62,  of  which  $812.43  (70  per 
cent)  was  allocated  for  doctors’  bills;  $232.13 
(20  per  cent)  for  administration;  $69.64  (6  per 
cent)  for  field  service;  $46.42  (4  per  cent)  for 
legal  reserve. 

The  average  monthly  operating  deficit  for  the 
four  months  has  been  $1,085.56.  At  this  rate  the 
solvency  period  of  the  corporation  is  five  months. 
Economies,  effective  July  1,  may  extend  the 
solvency  period,  but  it  is  evident  that  the  situa- 
tion demands  prompt  action. 

It  must  be  admitted  that  the  trustees  have 
been  deeply  disappointed  at  the  very  slow  growth 
of  membership.  The  following  factors  are  chief 
obstacles  to  progress: 

1 . Subscription  Rates  (premiums)  are  too  high. 

2.  Co-Insurance  Clause.  In  the  mind  of  the 
potential  subscriber  automatically  increases  his 
protection  cost  by  $10  a year. 

3.  Income  Limits  on  Eligibility.  Employers 
object  to  this  because  it  does  not  permit  them  to 
treat  all  employees  alike.  From  a promotional 
angle  “key”  employees  lose  interest  in  the  plan 
when  they  find  themselves  excluded. 

4.  Lack  of  Appreciation  of  Possible  Sickness 
Hazards.  “Not  often  sick.”  “Can  take  care  of 
small  medical  bills  myself.” 

5.  Lack  of  Alternate  Contract.  Offering  more 
limited  benefits  at  lower  cost.  There  has  been  a 
growing  demand  for  low-cost  protection  for 
surgical  expense,  which  has  been  developed  to  a 
great  extent  by  the  commercial  insurance  com- 
panies. Because  of  the  lower  cost,  commercial 
companies  have  been  able  to  insure  many  groups 
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which  were  already  our  prospects.  If  we  could 
offer  either  type,  complete  medical  and  surgical, 
or  surgical  only,  we  would  have  the  inside  track 
in  these  organizations. 

The  executive  committee  of  the  corporation  be- 
lieves that  the  solution  to  the  problem  is  centered 
in  affirmative  action  on  two  propositions: 

1.  The  submission  to  the  public  of  an  addi- 
tional surgical  contract  as  proposed  in  the  resolu- 
tion adopted  by  the  committee. 

2.  The  waiving  of  income  limits  on  eligibility 
for  membership  providing,  of  course,  that  both 
the  original  contract  and  the  proposed  new  surgi- 
cal contract  shall  operate  as  service  agreements 
without  further  expense  to  the  subscriber  who  is 
within  the  present  income  limits;  that  the  con- 
tracts are  for  indemnity  (not  service)  for  sub- 
scribers above  present  income  limit  and  the  doc- 
tors shall  have  the  privilege  of  charging  additional 
fees  to  the  latter  subscribers. 

The  county  society  Bulletin  says  editorially : 

“Let  us  assume  our  responsibility  before  it  is 
too  late.  The  apathy  of  the  members  of  our 
county  society  in  relation  to  the  Western  New 
York  Medical  Plan,  Inc.,  as  evidenced  by  the 
poor  attendance  at  a recent  meeting  may  be  re- 
sponsible for  the  development  of  compulsory 
state  health  insurance.  Today  our  profession  is 
being  undermined  through  sinister  propaganda, 
and  it  is  up  to  each  one  to  throw  off  apathy  and 
assume  his  full  responsibility.  We  have  been 
slow  to  realize  that  the  forces  of  democracy  are 
working  for  a centralization  of  power. 

“Through  propaganda  the  public  is  led  to  be- 
lieve that  American  medicine  is  inadequate  for 
the  people  and  that  the  federal  government 
should  take  charge  of  this  inadequacy. 

“It  is  the  duty  of  each  member  of  the  Medical 
Society  of  the  County  of  Erie  to  come  out  of  his 
lethargy  and  state  the  facts  to  the  public.  The 
best  medical  care  is  given  by  a free  profession  to  a 
free  people.” 

Greene  County 

At  the  midsummer  meeting  of  the  Greene 
County  Medical  Society  at  Haines  Falls  on  July 
9,  the  following  nominations  were  made  for 
officers  to  be  elected  in  October : 

For  president,  Dr.  Herbert  Weinauer  of  Wind- 
ham; for  vice-president,  Dr.  William  V.  Wax  of 
Catskill;  for  secretary,  Dr.  William  M.  Rapp; 
for  treasurer,  Dr.  M.  H.  Atkinson.  Dr.  Percy  G. 
Waller  of  New  Baltimore  was  named  chairman 
of  the  legislative  committee,  and  Dr.  E.  G.  Mul- 
bury  of  Windham  was  named  chairman  of  public 
health  and  public  relations.  Dr.  Kenneth  F. 
Bott  of  Greenville  was  named  delegate  to  the 
State  Society,  and  Dr.  Lacy  of  Freehold  was 
named  alternate. 

Among  those  present  were  Dr.  and  Mrs.  I.  T. 
Sutton  of  Prattsville.  The  society  paid  tribute 
to  Dr.  Sutton  on  the  fiftieth  anniversary  of  his 
practice  of  medicine  in  Greene  County. 

Monroe  County 

Creation  of  a Medical  Defense  Committee  to 
coordinate  military  and  civilian  health  services 
in  time  of  national  emergency  is  announced  by 
the  Monroe  County  Medical  Society. 

Headed  by  Dr.  Clarence  P.  Thomas,  the  com- 
mittee will  draft  plans  in  cooperation  with  the 
American  Medical  Association  and  the  State 


Medical  Society  to  provide  additional  officers  for 
National  Guard  or  Regular  Army  and  to  furnish 
medical  and  sanitary  service  to  industry  on  a war 
basis. 

Hospital  staffs  of  city  and  county,  as  well  as 
industry,  will  be  represented  on  the  committee, 
which  will  take  part  in  the  statewide  survey  of 
medical  defense  resources  undertaken  by  the 
state  group,  it  is  said. 

In  line  with  the  State  Medical  Society’s  policy, 
explained  by  Dr.  Samuel  J.  Kopetzky  of  New 
York,  state  defense  chairman,  the  Rochester 
committee  also  will  consider  care  of  refugees  and 
British  and  French  children. 

Tentatively,  on  the  committee’s  agenda  is 
medical  care  of  families,  which,  the  state  chair- 
man said,  may  have  “breadwinners  in  the  serv- 
ice.” 

Tied  in  directly  with  the  national  defense  pro- 
gram, the  committee  will  work  closely  with  the 
Rochester  Health  Bureau,  according  to  Dr. 
Albert  D.  Kaiser,  president  of  Monroe  County 
Medical  Society.  He  pointed  out  that  care  must 
be  taken  that  no  community  is  deprived  of  a 
necessary  number  of  physicians  and  specialists, 
and  that  medical  schools  and  hospitals  maintain 
high  standards  of  teaching  and  medical  care. 

Members  of  the  Monroe  County  Medical  De- 
fense Committee,  besides  Dr.  Thomas,  include 
Doctors  Arthur  M.  Johnson,  city  health  officer; 
John  Hazen,  Brockport;  Milton  Chapman, 
Benjamin  J.  Duffy,  George  Gage,  Austin  G. 
Morris,  John  J.  Morton,  and  William  A.  Sawyer, 
all  of  Rochester.  Raymond  H.  Greenman, 
executive  secretary  of  the  county  medical  society, 
is  secretary. 

Montgomery  County 

Dr.  Horace  Madison  Hicks,  77,  of  Amsterdam, 
who  had  practiced  medicine  fifty-four  years, 
forty-nine  of  them  in  that  city,  died  at  his  home 
on  July  19.  He  had  held  important  posts  in  the 
state  and  county  medical  societies,  as  told  below 
in  the  resolutions  adopted  by  the  county  organi- 
zation. He  saw  medical  service  in  the  Spanish- 
American  War  and  at  the  time  of  his  death  was  a 
major  in  the  Medical  Reserve  Corps. 

A special  meeting  of  the  Comitia  Minora  of  the 
Medical  Society  of  the  County  of  Montgomery 
was  held  at  the  Amsterdam  City  Hospital  to  take 
suitable  action.  The  following  committee  on 
resolutions  was  appointed:  Dr.  E.  Harrison 

Ormsby,  chairman;  Dr.  E.  C.  LaPorte  and  Dr. 
Roger  Conant.  It  was  also  decided  to  attend  the 
funeral  in  a body. 

The  following  memorial  was  adopted : 

“The  medical  profession  has  been  stunned  by 
the  sudden  loss  of  one  of  its  most  distinguished 
members.  Dr.  Hicks  passed  away  at  his  home 
very  suddenly  last  evening  from  an  attack  of 
coronary  occlusion  which  did  not  seem  to  him  to 
be  of  sufficient  severity  to  give  up  even  tempo- 
rarily the  practice  which  he  so  dearly  loved.  He 
was  a bulwark  to  his  patients,  the  community, 
and  the  profession. 

“Great  honors  in  the  profession  were  heaped 
upon  him  from  time  to  time  including  the  presi- 
dency of  the  Medical  Society  of  the  County  of 
Montgomery,  the  Fourth  District  Branch  of  the 
Medical  Society  of  the  State  of  New  York,  the 
staff  of  both  the  Amsterdam  City  and  St.  Mary’s 
hospitals,  he  being  the  only  member  of  our  pro- 
fession to  hold  both  these  offices.  He  was  also 
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vice-president  of  the  Medical  Society  of  the 
State  of  New  York  and  served  as  a delegate  to 
the  State  Society  since  1925.  At  the  time  of  his 
death  he  was  serving  as  trustee  of  the  Amsterdam 
City  Hospital  and  had  charge  of  maintaining  the 
standards  of  nursing  in  this  community  which 
are  second  to  none  in  any  metropolitan  area  in 
the  state. 

“He  also  served  as  health  officer  of  the  city  for 
many  years,  being  instrumental  in  curbing  the 
spread  of  contagious  disease  by  the  establishment 
of  a contagious  hospital  at  the  east  end  of  the  city. 
It  is  also  notable  in  passing  that  he  performed  the 
first  surgical  operation  in  St.  Mary’s  Hospital. 
He  was  of  an  inventive  turn  of  mind  and  was 
constantly  devising  novel  pieces  of  apparatus  to 
give  additional  comfort  to  the  suffering,  particu- 
larly in  the  field  of  fractures. 

“Dr.  Hicks’s  home  life,  which,  generally  speak- 
ing, is  a fair  guide  as  to  our  personal  character- 
istics, was  a dignified  and  happy  mixture  in 
which  he  maintained  affectionate  family  relation- 
ships. 

“We  express  to  Mrs.  Hicks  our  deepest  sym- 
pathy in  her  bereavement  and  spread  a copy  of 
this  memorial  on  the  minutes  of  our  society.” 

New  York  County 

Dr.  S.  Adolphus  Knopf  of  16  West  95th 
Street,  one  of  the  American  authorities  on  tuber- 
culosis and  for  forty  years  a leader  in  the  fight 
against  the  disease,  died  in  a New  York  hospital 
on  July  15  after  a week’s  illness  and  an  operation. 
He  was  eighty- two  years  old. 

From  1908  to  1920  Dr.  Knopf  was  Professor  of 
Phthisiotherapy  at  the  New  York  Post-Graduate 
Medical  School  and  Hospital,  and  from  1906  to 
1922  he  was  senior  visiting  physician  to  the  New 
York  Health  Department’s  Riverside  Tubercu- 
losis Hospital.  He  was  a founder  of  the  New 
York  and  National  Tuberculosis  associations. 
His  books  and  pamphlets  on  the  disease  num- 
bered 419  and  he  was  engaged  on  another  work 
when  illness  intervened. 

Among  the  many  honors  awarded  to  Dr. 
Knopf  were  the  Alvaranga  Prize  of  the  College  of 
Physicians  and  Surgeons  of  Philadelphia  for  his 
treatise  on  pulmonary  tuberculosis,  1898;  the 
prize  of  4,000  marks  given  in  1899  by  the  Inter- 
national Tuberculosis  Association  at  Berlin  for 
his  essay  entitled : “Tuberculosis  as  a Disease  of 

the  Masses  and  How  to  Combat  It,”  which  has 
been  translated  into  a score  of  languages. 

In  the  World  War  Dr.  Knopf  was  a captain  in 
the  Medical  Reserve  Corps,  and  he  was  still  at 
his  death  a member  of  the  Officers  Reserve,  with 
the  rank  of  major.  He  was  an  active  or  honorary 
officer  of  most  of  the  important  tuberculosis  asso- 
ciations in  this  country  and  Europe  and  had  re- 
ceived additional  honors  from  many.  In  1932  he 
represented  the  United  States  at  the  congress  of 
the  International  Union  Against  Tuberculosis 
held  at  The  Hague. 

Oneida  County 

Fifth  Columnists  are  at  work  in  the  medical 
profession,  undermining  its  high  standards  and 
ethics,  the  Oneida  County  Medical  Society  was 
informed  at  the  Yahnundasis  Golf  Club  by  Dr. 
James  M.  Flynn,  Rochester,  president  of  the 
State  Medical  Society,  on  July  9. 

The  speaker,  addressing  doctors  of  the  county 
at  their  annual  outing  and  dinner,  challenged 


them  to  maintain  the  prestige  of  their  profession. 
High  fees,  poor  medical  practices,  and  unethical 
treatment  of  patients  were  listed  as  policies  that 
tended  to  lower  the  rating  of  physicians. 

The  society  will  not  meet  again  until  October, 
then  in  Rome. 

Onondaga  County 

The  Onondaga  County  Medical  Society  will 
soon  begin  preparing  a list  of  its  members  who 
would  be  physically  fit  to  serve  their  country  in  a 
military  way,  Dr.  Brewster  Doust,  president,  re- 
vealed on  July  14,  as  quoted  in  the  Syracuse 
papers. 

He  made  the  announcement  after  an  Associ- 
ated Press  report  was  received  from  Albany, 
where  Dr.  James  M.  Flynn,  president  of  the  New 
York  State  Medical  Society,  announced  that  the 
organization  is  pledging  “all  its  facilities”  to  the 
government  in  any  national  emergency. 

Dr.  Doust  said  he  believed  the  Onondaga  so- 
ciety would  “pick  out  those  able  to  go,  and  those 
not  able  to  go,”  submit  its  list  to  the  State  Society, 
which  in  turn  would  probably  submit  all  lists  to 
the  federal  officials. 

Dr.  George  J.  Gannett,  sixty-three,  of  Syra- 
cuse, was  instantly  killed  on  July  20,  when  his 
automobile  was  struck  by  the  Empire  State  Ex- 
press at  a grade  crossing  west  of  the  city.  The 
doctor  halted  at  the  crossing  to  let  a freight  train 
pass,  then  drove  upon  the  tracks  directly  in  front 
of  the  express,  which  had  been  hidden  by  the 
freight  train.  Dr.  Gannett  had  practiced  medi- 
cine in  Syracuse  thirty-five  years. 

Dr.  William  Graham  Hinsdale,  seventy-eight, 
who  practiced  medicine  in  Syracuse  more  than 
half  a century  and  who  served  on  the  faculty  of 
the  College  of  Medicine,  Syracuse  University, 
died  in  Crouse-Irving  Hospital,  where  he  had  been 
house  physician  for  the  past  ten  years,  on 
July  15. 

Dr.  Hinsdale  was  widely  known  as  an  author- 
ity on  the  Indians  of  Eastern  United  States  and 
the  prehistoric  Eskimo.  He  studied  Indian  lore 
more  than  fifty  years  and  was  a member  of  the 
New  York  State  Indian  Board.  He  was  the 
owner  of  a wampum  belt  which  entitled  him  to 
attend  the  councils  of  the  Five  Nations  of  the 
Iroquois. 

He  discovered  former  village  sites  of  the  In- 
dians and  the  site  of  a prehistoric  Eskimo  village 
on  Smith’s  island  near  Brewerton. 

Oswego  County 

The  Oswego  County  Medical  Society  held  a 
joint  meeting  with  the  Woman’s  Auxiliary  at  the 
Pleasant  Point  Club  on  July  24. 

Queens  County 

Formation  of  a Queens  Civic  Preparedness  Com- 
mittee to  prepare  against  attacks  “from  within 
and  without”  the  United  States,  is  announced 
by  the  Chamber  of  Commerce  of  the  Borough  of 
Queens,  Long  Island  City.  The  committee  was 
organized  through  the  cooperation  of  the  Queens 
County  Medical  Society,  the  Queensboro  Tuber- 
culosis and  Health  Association,  the  Municipal 
Health  Center  of  Queens,  and  the  Queens  Dental 
Society.  Dr.  H.  P.  Mencken,  chairman  of  the 
public  health  committee  of  the  Chamber  of 
Commerce,  will  be  chairman  of  the  committee 
and  Mayor  F.  H.  LaGuardia  and  Borough  Presi- 
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dent  George  U.  Harvey  of  Queens  will  be  honor- 
ary chairmen. 

The  committee’s  program  includes  assisting 
the  borough’s  industries  in  establishing  first-aid 
units,  organizing  a field  station  in  each  of  the  six 
Assembly  districts,  instructing  various  groups  in 
first  aid  and  mobilization  of  medical  care  in  case 
of  an  invasion. 

A “catastrophe  unit”  of  doctors  and  nurses, 
similar  to  emergency  units  at  the  Bellevue  and 
Kings  County  hospitals,  has  been  organized  at 
Queens  General  Hospital  to  go  into  action  in 
event  of  a “major  disaster”  in  the  Borough  of 
Queens,  Dr.  S.  S.  Goldwater,  Commissioner  of 
Hospitals,  announced.  A fourth  emergency  unit 
is  being  organized  at  the  Morrisania  Hospital  in 
the  Bronx,  Dr.  Goldwater  said. 

The  Queens  emergency  organization  will  con- 
sist of  two  alternating  three-squad  units,  with 
four  doctors  and  four  nurses  to  each  squad.  Two 
of  the  three  squads  are  on  active  call,  at  all  times, 
while  one  squad  is  kept  in  reserve. 

Transportation  facilities  consist  of  a specially 
fitted  truck  supplemented  by  the  hospital’s  am- 
bulances. 

General  headquarters  for  the  activities  and  for 
the  proposed  chain  of  first-aid  stations  through- 
out the  county  will  be  at  the  chamber’s  offices  in 
the  Crescent  Plaza  Building,  Long  Island  City. 

Here  all  ambulances  and  mobile  first-aid 
equipment  in  the  borough  will  be  listed,  together 
with  emergency  facilities  available  at  the  hos- 
pitals. Classes  of  teachers  to  be  instructed  in 
first  aid  will  be  formed  and  tutored  for  the  pur- 
pose of  advising  the  general  public  on  procedure. 

All  doctors,  nurses,  dentists,  and  social  service 
workers  will  be  indexed  for  instant  call. 

Other  borough  organizations  have  been  en- 
listed in  the  move  and  are  expected  to  join  the 
chamber  and  the  other  groups  soon  in  actively 
promoting  the  plan. 

The  Queensboro  Tuberculosis  and  Health 
Association  made  2,529  roentgenograms  of  chests 
of  those  in  Queens  high-school  classes  and  staff 
during  the  lately  ended  school  term.  Abnormal 
conditions,  mainly  of  tuberculosis,  were  found  in 
8.6  per  cent  of  those  examined. 

Rockland  County 

The  Medical  Society  of  the  County  of  Rock- 
land held  its  summer  meeting  at  the  Rockland 
Country  Club,  on  July  3.  The  meeting  was  pre- 
ceded by  a golf  tournament. 

At  the  scientific  session,  a very  splendid  talk 
was  presented  by  Dr.  H.  McLeod  Riggins,  ad- 
junct physician  of  the  Lenox  Hill  Hospital  and 
associate  physician  of  the  Bellevue  Hospital,  on 
“The  Diagnosis  and  Treatment  of  Atypical 
Pneumonias.”  Dr.  William  J.  Ryan,  super- 
intendent of  the  Summit  Park  Sanatorium, 
Pomona,  opened  the  discussion  by  presenting  x- 
rays  with  clinical  histories;  demonstrating  the 
difficulty  occasionally  encountered  in  differenti- 
ating between  tuberculosis  and  atypical  pneu- 
monias. 

A delightful  supper  was  then  served  at  the 
club. — Reported  by  William  J.  Ryan,  M.D. 

St.  Lawrence  County 

Members  of  the  St.  Lawrence  County  Medical 
Society  held  a luncheon  meeting  at  Ogdensburg 
Country  Club  on  July  18. 


Wives  of  members  were  guests  at  the  luncheon 
and  social  program  which  was  carried  on  during 
the  afternoon.  Golf  and  bridge  were  enjoyed. 

A good  number  of  surgeons  and  physicians 
have  enrolled  in  the  new  Surgical  Care  Plan  co- 
operating with  the  hospital  plan,  and  service  will 
be  inaugurated  in  St.  Lawrence  County  soon. 

Benefits  from  monthly  payments  to  be  made  to 
the  plan  will  include  x-ray,  anesthesia  basal  me- 
tabolisms, physiotherapy,  special  laboratory, 
electrocardiograms,  maternity  care,  physicians’ 
calls,  and  surgery  to  the  extent  of  $225  a year. 
Any  illness  having  its  inception  after  joining  the 
plan  will  be  covered,  it  is  announced. 

A.  Barton  Hepburn  Hospital  is  one  of  the  nine- 
teen hospitals  sponsoring  the  plan  as  are  Potsdam 
Hospital  and  the  Van  Dusen  Hospital  in  Gouver- 
neur. 

Westchester  County 

A panel  of  approximately  400  physicians, 
drawn  from  eight  Westchester  public  welfare 
areas,  are  participating  in  a county  medical  relief 
plan  which  went  into  operation  in  June. 

Set  up  after  a two-year  study  by  welfare  offi- 
cials and  physicians,  the  board  is  dedicated  to  a 
long-term  plan  for  an  improvement  of  medical 
relief  service  and  to  the  arbitration  of  differences 
arising  among  relief  clients,  welfare  workers,  and 
attending  physicians,  James  E.  Bryan,  executive 
secretary  of  the  county  medical  society,  said. 

Members  of  the  board — selected  by  a vote  of 
officials  in  the  participating  departments — are 
Charles  D.  De  Vinnie,  Public  Welfare  Officer  of 
Mamaroneck,  chairman:  William  Gray,  White 

Plains  Commissioner  of  Public  Welfare;  James 
S.  Miner,  Public  Welfare  officer  of  Rye;  Mrs. 
Edith  Cox,  Public  Welfare  Officer  of  North  Cas- 
tle; Miss  Edith  Parker,  Assistant  Director  of  the 
County  Department  of  Family  and  Child  Wel- 
fare; and  a group  of  twenty  physicians  whose 
nucleus  is  the  public  relations  committee  of  the 
county  medical  society. 

Mr.  Bryan  said  that  only  five  of  the  twenty 
physicians  selected  by  the  medical  society  will 
serve  as  arbitrators  at  one  time,  and  that  it  is  the 
plan  to  have  the  chairman  of  the  public  relations 
committee,  Dr.  Christopher  Wood,  of  White 
Plains,  select  the  five  as  they  are  needed. 

Participating  in  the  plan  at  present  are  the 
welfare  departments  of  the  county,  the  City  of 
White  Plains,  and  the  Towns  of  North  Castle, 
Harrison,  Mount  Pleasant,  Poundridge,  Scars- 
dale,  and  Mamaroneck.  It  is  hoped  other  com- 
munities will  join  the  project  later. 

Under  the  program,  the  so-called  arbitration 
board  has  disciplinary  power  over  participating 
physicians  in  connection  with  regulations  laid 
down  by  the  medical  society.  The  board  further 
may  inquire  of  the  welfare  officer  why  the  request 
of  a patient,  for  the  assignment  of  another  physi- 
cian was  refused,  but  may  not  countermand  the 
decision.  Any  member  physician  may,  through 
the  board,  demand  an  explanation  from  the  wel- 
fare officer  if  he  is  removed  from  a case  or  if  the 
number  of  calls  on  a patient  are  limited.  A two- 
thirds  vote  of  the  board  prevails  when  a welfare 
officer  questions  the  amount  of  treatment  given 
or  number  of  calls  made  by  the  attending  physi- 
cian. 

Professional  questions  submitted  to  the  board 
permit  separate  reports  by  the  physicians  on  the 
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board  which  are  made  to  the  lay  members.  A 
quorum  consists  of  six  members — three  physi- 
cians and  three  welfare  workers. 

Dr.  Lisle  B.  Kingery,  head  of  the  urological 
department,  chairman  of  the  Medical  Board,  and 
president  of  the  attending  staff  at  Grasslands 
Hospital,  East  View,  died  in  the  Flushing  Hos- 
pital, on  July  11. 

Dr.  Kingery,  a resident  of  White  Plains  for 
fourteen  years,  suffered  a heart  attack  while 
visiting  the  New  York  World’s  Fair,  and  was 
taken  to  the  hospital.  He  was  forty-six  years 
old. 

In  December,  1939,  he  was  elected  chairman 
of  the  Grasslands  Medical  Board  and  staff  presi- 
dent, succeeding  Dr.  F.  Duncan  Barnes,  of  New 
Rochelle.  He  formerly  was  vice-chairman  of  the 
board  and  vice-president  of  the  staff. 

Dr.  Kingery  was  a member  of  the  Medical 
Advisory  Board  of  St.  Agnes  Hospital,  White 
Plains,  and  was  affiliated  with  the  New  York 
Hospital,  Westchester  Division,  and  the  North- 
ern Westchester  Hospital  in  Mount  Kisco. 

Wyoming  County 

An  entirely  new  system  of  caring  for  medical 
welfare  patients  will  go  into  effect  in  Perry. 

Under  the  new  plan  agreed  upon  jointly  by 
Perry  physicians,  the  town  board,  and  the  wel- 
fare department,  a clinic  will  be  established  in  the 
village  building.  Five  Perry  doctors  will  rotate 
in  two-week  periods  having  charge  of  the  clinic. 
All  welfare  patients  will  be  cared  for  by  the  doc- 
tor during  the  two  weeks  he  is  in  charge. 

The  new  setup  is  expected  to  bring  decided 
savings  to  the  town.  Welfare  Officer  Forrest 
Gregory  estimates  this  will  be  about  40  per  cent 
over  present  costs,  with  no  diminution  in  service. 


During  the  past  few  years  the  average  annual 
cost  has  been  approximately  $1,975. 

Under  the  clinic  system,  the  town  will  pay  a 
set  price  far  below  the  yearly  average,  which  will 
be  divided  equally  among  the  five  participating 
physicians.  Forty  per  cent  of  the  annual  cost 
will  be  reimbursed  by  the  state. 

The  community  nurse’s  room  in  the  village 
hall  will  be  available  for  the  clinic.  Miss  Marion 
R.  Iannello,  community  nurse,  will  be  pressed 
into  service  to  aid  in  promoting  the  clinic.  Her 
services  are  available  at  no  additional  cost. 

The  Perry  Herald  declares  that  “The  plan  ap- 
pears outstanding  in  every  way  and  is  a credit  to 
the  medical  fraternity  of  Perry.  Without  their 
whole-hearted  cooperation  it  could  not  be  put  into 
operation.  Their  attitude  in  taking  on  this  plan 
as  a civic  responsibility  with  a strong  desire  to 
lower  medical  costs  is  most  commendable.” 

While  decided  savings  are  in  view,  those  wel- 
fare patients  who  require  medical  aid  will  in  no 
way  suffer,  their  ills  will  receive  the  same  minis- 
trations as  previously. 

Briefly  the  plan  operates  as  follows:  All 

medical  care  given  welfare  clients  will  be  given 
through  the  process  of  the  physicians  functioning 
as  a clinical  group.  Instead  of  going  to  a doctor’s 
office,  the  patient  will  go  to  the  clinic,  during 
hours  established  by  the  practitioners. 

A complete  central  index  will  be  maintained  at 
the  clinic,  open  and  available  to  all  physicians. 
Thus  case  histories  will  be  kept  on  all  welfare 
patients  and  will  be  used  as  follow-ups  when  a 
new  doctor  takes  over  for  a two-week  period. 

The  plan  was  evolved  after  several  months’ 
careful  study  by  the  town  board  and  welfare  de- 
partment. It  has  the  tacit  approval  of  the 
County  and  State  Department  of  Public  Welfare. 


Deaths  of  New  York  State  Physicians 
Age  Medical  School 


Name 

Don  Stevens  Adams 
Edgar  J.  Foote 
Walter  W.  Fray 
Wilton  D.  Garrett 
Horace  M.  Hicks 
William  G.  Hinsdale 
Lisle  B.  Kingery 
S.  Adolphus  Knopf 
William  T.  McMannis 
Frances  W.  Monell 
Abdul  M.  G.  Mussawir 
Ransom  J.  Parker 
Max  Rosebery 
Purvis  A.  Spain 
Isaac  E.  Van  Hoesen 
Charles  L.  Weisberg  42 


Harvard 
Buffalo 
Harvard 
N.  Y.  Univ. 

Horn.  Chicago 
Tulane 
Cornell 
Bellevue 
P.  & S.  N.  Y. 

N.Y.M.C.  & H.  for  Women 
Beirut 

P.  & S.  N.  Y. 

P.  & S.  N.  Y. 

Univ.  & Bell. 

Albany 
Univ.  & Bell. 


Date  of  Death 

Residence 

December  4 

Warsaw 

May  1 

Williamsville 

July  10 

Rochester 

April  8 

West  Winfield 

July  19 

Amsterdam 

July  15 

Syracuse 

July  11 

White  Plains 

July  15 

Manhattan 

July  14 

Manhattan 

July  13 

Great  Neck 

July  14 

Brooklyn 

May  3 

Manhattan 

July  14 

Manhattan 

July  13 

Brooklyn 

July  10 

Coxsackie 

April  30 

Bronx 

34 

80 

46 

82 

77 

78 
46 
82 
77 
89 
69 
69 
71 
66 
58 
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Editorial 


Complimentary  but  Not  Practical 

Conspicuously  lacking  in  the  membership  of  the  National  De- 
fense Council  is  any  representative  of  the  medical  profession,  to  the 
best  of  our  information.  While  the  implication  that  medicine  is  so 
well  coordinated  with  industry,  the  armed  forces,  and  civil  institu- 
tions as  to  need  no  representation  is  inescapable  and  complimentary, 
it  is  hardly  practical. 

It  is  true  that  the  medical  profession  is  effectively  organized  for 
the  provision  of  the  highest  quality  of  medical  service ; it  is  true  that 
the  American  Medical  Association  and  its  component  state  and 
county  societies  have  shown  their  desire  to  promote  and  facilitate 
in  every  way  the  program  for  national  defense  as  well  as  to  support 
any  rational,  nonpolitical  program  to  supply  medical  service  for 
civil  needs  if  such  a program  is  proved  to  be  practical  and  needed; 
it  is  true  that  the  medical  profession,  because  of  its  own  ethical 
standards,  presents  no  problem  either  to  government  or  to  industry 
in  the  matter  of  strikes,  sit  downs,  slowdowns,  or  breakdowns;  it 
is  true  that  it  is  not  bored  from  within  by  subversive  elements,  al- 
though assuredly  it  is  bored  from  without  by  elements  that  may  or 
may  not  be  subversive,  inversive,  reversive,  or  just  “versive”;  it  is 
true  that  it  works  twenty-four  hours  a day,  seven  days  a week, 
fifty- two  weeks  a year  perhaps  in  violation  of  some  law  or  new  thought 
in  social  progress  which  it  has  not  had  time  enough  yet  to  discover ; 
it  is  true  that  it  serves  efficiently  the  public  health,  industry,  private 
illness,  and  the  community  in  flood,  fire,  disaster,  and  death,  but .... 

There  must  certainly  arise  in  the  course  of  the  program  for  na- 
tional defense  some  few  little  things  that  nobody  has  thought  worth 
bothering  much  about.  Influenza,  for  instance;  adequate  domestic 
supplies  of  opium,  camphor,  and  quinine;  efficient  medical  care  for 
the  welfare  clients ; venereal  disease  control ; rehabilitation  of  relief 
recipients  for  really  active  shovel  duty — any  number  of  details. 
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While  we  have  the  highest  respect  for  the  abilities  of  Mr.  Knudsen, 
et  al.,  and  appreciate  the  compliment  to  the  lately  little  recognized 
efficiency  of  the  medical  profession  in  not  including  a medical  co- 
ordinator on  the  National  Defense  Council,  we  still  insist  that  it  is 
these  little  oversights,  these  small  neglects  that  may  prove  em- 
barrassing sometime. 

“For  want  of  a nail  . . . . ” 

Blueprint  for  Tyrants 

“This  barbarian  tyranny/’  writes  Machiavelli*  to  Lorenzo  de’ 
Medici  in  1512,  “stinks  in  all  nostrils  . . . . ” The  medical  profession 
can  well  afford  to  note  the  words  and  advice  of  this  sincere  though 
too  supple  a republican.  For,  on  the  principles  and  infringements 
of  the  moral  code  suggested  to  Lorenzo,  derived  from  a practical 
philosophy  based  on  history,  he  developed  statecraft  into  a science 
of  a repulsive  order.  “A  display,”  says  Macaulay,  “of  wickedness 
. . . . cool,  judicious,  scientific,  atrocity.” 

It  may  seem  strange  to  urge  upon  the  profession  that  they  read 
first  The  Prince , and  second,  Macaulay  on  Machiavelli.  But  we  do 
so  in  the  light  of  developing  historical  events  here  and  abroad  in 
which  the  thought,  the  opinion,  and  the  lives  of  medical  men  are 
sure  to  be  involved.  For  we  enter,  as  this  is  written,  upon  a new 
phase  of  American  life — the  development  of  a great  national  army, 
the  mobilization  for  defense  of  huge  national  resources,  the  foreign 
attempt  at  mobilization  of  American  sentimentality  and  exploita- 
tion of  business  and  professional  greed — which  is  being  forced  upon 
us  by  those  abroad  who  have  carefully  studied  Machiavelli,  probably 
more  carefully  than  Domitian  ever  studied  Tiberius. 

The  cynical  exploitation  of  human  frailties  and  gullibility  began 
on  a large  scale  with  the  Polish  invasion,  reached  a climax  with  the 
decay  and  the  collapse  of  France,  and  is  now  being  focused  upon  us, 
according  to  the  news  dispatches,  with  the  end  in  view  to  use  for  the 
necessities  and  purposes  of  the  usurper,  the  pitiful  plight  of  the  in- 
vaded countries  upon  which  all  seven  vials  of  the  apocalypse  have 
been  poured  forth  and  shaken  out — “slaughter,  famine,  beggary, 
infamy,  slavery,  despair,”  and  treachery. 

In  the  forefront  of  our  national  reaction  to  the  mechanized  brutal- 
ity of  Europe,  both  western  and  eastern,  stands  the  medical  profes- 
sion. Opposed  in  principles  and  objectives  to  nazism  and  com- 
munism, it  must  yet  recognize  in  bitterness  that  the  essence  of  war 
is  violence.  Let  all  proposals,  from  whatever  source,  be  carefully 
and  thoughtfully  examined  by  a well-informed  profession — especially 


* The  Prince. 


September  1,  1940] 


EDITORIAL 


1277 


those  based  upon  an  appeal  to  humanitarianism  or  realism  or — in 
view  of  what  has  happened  in  Norway,  in  Holland,  and  in  France — 
on  a kind  of  patriotism  characterized  by  Samuel  Johnson  as  the  last 
refuge  of  a scoundrel.  No  Grecian  horse  had  entered  Troy  if  Trojans 
had  not  brought  it  in : 

“What  Diomede,  nor  Thetis’  greater  son, 

“A  thousand  ships,  nor  ten  years’  siege  had  done — 

“False  tears  and  fawning  words  the  city  won.’’* 

* The  Aeneid,  Dryden’s  Trans. 


The  Good  Companions 

Have  you  a case  of  “war  jitters’’?  Has  the  fifth  column  of  worry 
got  you  down  ? Does  the  shrinking  margin  of  your  personal  security 
revive  the  symptoms  of  your  stomach  ulcer,  gallbladder  disease,  or 
unbalance  your  thyroid  secretion?  Do  you  wake  suddenly  in  the 
night  asking  yourself:  Whither  are  we  drifting?  Have  you  a con- 
dition bordering  on  anarchy  in  your  anxiety  states  ? Have  you  found 
something  new  in  your  neuroses? 

Relax.  Take  a trip  to  the  country.  Leave  your  radio  at  home. 
Leave  a note  for  the  milkman,  discontinue  the  daily  newspaper  and 
get  out  into  the  country,  into  the  fields,  especially  into  fields  of  tall 
grass,  under  the  stars!  From  now  into  the  early  fall  if  you  follow 
this  advice,  the  friendly  and  harmless  chigger  will  soon  divert  your 
mind.  He  does  not  transmit  any  disease  according  to  the  U.  S.  P. 
H.  S.,  and  does  not  burrow  into  the  skin  nor  embed  his  body.  He 
feeds  on  the  upper  layers  of  the  skin  after  this  tissue  has  been  dis- 
solved by  a substance  which  he  injects  into  it.  This  substance  is  a 
sovereign  remedy  for  any  neurosis  which  may  be  turning  your  life 
into  a pretzel  bender’s  holiday,  for  it  causes  the  most  intense  itching. 
If  you  can  still  worry  about  anything  else  while  submitting  to  a 
mild  infestation  with  chiggers,  your  time  would  be  better  spent  in 
the  care-free  company  of  some  good  alienist. 

But  assuming  that  you  are  organically  sound  and  that,  cured  of 
your  “war  jitters,’’  you  wish  to  rid  yourself  of  your  therapeutically 
good  companions,  it  may  be  found  advantageous  to  apply  a thick 
lather  of  soap,  let  it  remain  ten  minutes  or  longer,  wash,  lather  again, 
and  rinse  thoroughly  with  clear  water.*  If  this  is  ineffective,  try 
kerosene  or  95  per  cent  alcohol.  If  you  have  no  kerosene  or  alcohol 
you  may  console  yourself  with  the  thought  that  “ . . . . after  the  chig- 
ger has  become  engorged  with  food,  it  loosens  its  hold  and  falls 
off.” 


* Pub.  Health  Rep.  55:  No.  29  (July)  1940. 
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Quarterly  Journal  of  Studies  on  Alcohol 


We  highly  commend  the  studies  that 
are  being  undertaken  and  centered  in 
New  Haven  on  the  subject  of  alcohol  and 
its  effects.  For  too  long  a time,  alcohol  in 
its  various  forms  and  uses  has  been  inter- 
woven with  our  social,  economic,  and 
recreational  activities  in  a haphazard 
manner,  grounded  in  custom  and  con- 
viviality originally,  and  subsequently  de- 
veloping into  a Frankenstein  with  a 
Jekyll  and  Hyde  personality. 

In  the  Quarterly  Journal  of  Studies  on 
Alcohol  of  which  the  first  number  ap- 
peared in  June,  1940,  we  note  a serious 
and  scientific  approach  to  the  subject 
ranging  from  “High  Proof  of  Liquor  and 
Alcoholism,  ” by  Yandell  Henderson, 
Ph.D.,  of  Yale  University,  through 
“Alcohol:  A Study  of  Social  Ambi- 
valence,” by  Abraham  Myerson,  M.D., 
Director  of  Psychiatric  Research,  Boston 
State  Hospital;  “Personality  Factors  in 
Alcoholic  Addiction,”  by  Nolan  D.  C. 
Lewis,  M.D.,  Director,  New  York  State 
Psychiatric  Institute  and  Hospital;  “The 


Influence  of  Alcohol  on  the  Adequacy  of 
the  B Vitamins  in  the  American  Diet,” 
by  Norman  Jolliffe,  M.D.,  Associate 
Professor  of  Medicine,  New  York  Uni- 
versity College  of  Medicine;  Medico- 
logical  Reviews;  and  Current  Literature 
on  Alcohol. 

The  Editorial  Board  and  the  Editorial 
Committee  Representing  the  Research 
Council  on  Problems  of  Alcohol  which  is 
responsible  for  the  Journal,  comprising 
as  they  do  the  names  of  Howard  Hag- 
gard, Ray  Lyman  Wilbur,  Norman 
Jolliffe,  Winfred  Overholzer,  Karl  M. 
Bowman,  to  mention  only  a few  among 
many  others  of  the  highest  scientific  at- 
tainments, inspire  confidence  that  as  the 
studies  progress  we  may  at  last  expect 
authoritative  data.  This  is  badly  needed, 
especially  in  medicolegal  work.  With 
the  speeding  up  of  industry,  trans- 
portation, and  the  life  activities  of  the 
citizen,  the  importance  of  a thorough 
understanding  of  the  role  of  alcohol  can- 
not be  too  greatly  emphasized. 


ATTENTION 

EVERY  DOCTOR  IN  THE  STATE  OF  NEW  YORK 
Medical  Preparedness 

The  State  Society  questionnaires  have  been  mailed  to 
all  physicians  in  each  county.  When  filled  out,  they 
are  to  be  returned  to  secretaries  of  the  county  medical 
societies  concerned.  An  addressed  envelope  was  enclosed 
with  each  questionnaire. 

In  this  way  the  local  committees  on  medical  prepared- 
ness can  classify  physicians  as  in  position  to  do  the  differ- 
ent types  of  government  service  or  civilian  medical  care. 

Peter  Irving,  M.D., 
Secretary 


Symposium  on  Fractures  Involving  Joints 

FRACTURES  INTO  AND  AROUND  THE  KNEE  JOINT* 

Charles  M.  Allaben,  M.D.,  Binghamton,  New  York 


Of  1,898  fractures  treated  at  the  Bing- 
hamton City  Hospital  over’  the 
five-year  period  from  January  1,  1935, 
to  January  1,  1940,  only  80  were  into  the 
knee  joint.  Thirty-one  of  the  80  were  of 
the  patella,  2 involved  both  femur  and 
tibia,  11  the  femur  alone,  and  36  the  tibia 
alone.  The  hospital  has  an  average  daily 
census  of  over  300  patients,  approxi- 
mately half  private  and  half  service  pa- 
tients, so  that  the  figures  given  present  a 
fair  picture  of  the  relative  frequency  of 
knee-joint  fractures. 

In  this  paper  I have  omitted  fractures 
of  the  patella  and  have  classified  frac- 
tures around  the  knee  joint  as  fol- 
lows: 

1.  Fractures  of  the  Lower  End  of  the 
Femur. 

(a)  Supracondylar  fractures. 

(b)  Intracondylar  or  the  so-called 
T fractures. 

(c)  Fractures  involving  a single 
condyle. 

2.  Fractures  of  the  Upper  End  of  the 
Tibia. 

(a)  Fractures  or  avulsion  of  the 
tibial  spine. 

(b)  T and  Y fractures  of  the  head  of 
the  tibia. 

(c)  Fractures  involving  either  the 
lateral  or  medial  condyle. 

In  further  discussion  of  these  fractures 
I will  omit  many  of  the  symptoms  and 
signs  with  which  you  are  all  familiar,  but 
there  are  certain  mechanical  reasons  for 
displacement  of  fractures  that  have  a di- 
rect bearing  on  the  symptoms  and  signs 
present  and  also  on  the  method  of  treat- 
ment to  be  instituted  to  overcome  these 

* Lantern  slides  illustrating  different  types  of  knee- 
joint  fractures  were  shown  at  the  reading  of  this  paper. 


displacements.  These  reasons  should  not 
be  overlooked. 

Supracondylar  Fractures  of  the  Femur 

In  supracondylar  fractures  of  the 
femur  there  is  usually  a posterior  and 
lateral  displacement  of  the  lower  frag- 
ment due  to  the  backward  pull  of  the 
gastrocnemius  and  to  the  medial  pull  of 
the  adductor  magnus  on  the  upper  frag- 
ment. 

Restoration  of  femoral  alignment  is 
the  aim  of  treatment.  If  the  patient  is 
seen  at  once  and  the  fracture  is  found  to  be 
roughly  transverse,  reduction  by  manipu- 
lation may  be  attempted  immediately. 
With  the  knee  flexed  to  45  degrees,  trac- 
tion is  exerted  and  the  fragments  are 
brought  into  line.  The  traction  is  re- 
leased, and  the  fragments  are  allowed  to 
engage.  With  the  fragments  held  in 
position  and  the  knee  flexed  to  45  degrees, 
a long  plaster  spica  extending  from  the 
waist  to  toes  is  applied. 

In  the  oblique  or  comminuted  types  we 
believe  that  traction  through  the  tibia 
with  the  hip  and  knee  flexed  and  the  leg 
on  a Braun  splint  is  the  treatment  of 
choice.  By  traction  and  flexion  the  back- 
ward displacement  of  the  lower  fragment 
tends  to  be  corrected,  while  the  medial 
displacement  may  be  corrected  by  direct 
pressure  over  the  lower  end  of  the  upper 
fragment.  If  after  two  or  three  weeks  the 
fragments  remain  approximated  and  the 
swelling  has  subsided,  a long  plaster  cast 
may  be  applied,  or,  if  one  wishes  to  con- 
tinue traction,  the  leg  is  left  on  the  splint. 
To  avoid  stretching  of  the  knee-joint 
capsule,  skeletal  traction  may  be  replaced 
by  adhesive  traction.  Later  on,  the 
covering  of  the  splint  may  be  tempo - 
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rarily  removed,  and,  with  a rope  attached 
to  the  foot  over  a pulley  above,  the  leg 
may  be  flexed  and  extended  by  the  pa- 
tient himself. 

Open  reduction  is  seldom  required. 
Rare  instances  of  muscle  interposition  or 
obstructing  bone  fragments  may  occur, 
but  these  are  not  usual. 

In  using  skeletal  traction  in  low  femur 
fractures,  I prefer  traction  through  the 
upper  tibia  rather  than  through  the 
femur.  One  thus  avoids  entering  the 
capsule  of  the  knee  joint  and  may  also 
avoid  changing  a posterior  displacement 
into  an  anterior,  as  may  happen  when 
femoral  traction  is  used. 

Intercondylar  or  T Fractures  of  the 
Femur 

T fractures  of  the  femur  present  a real 
problem.  There  is  usually  marked  ef- 
fusion of  blood  into  the  joint  with  back- 
ward displacement  of  the  lower  fragment 
as  well  as  displacement  of  the  condyles. 
The  upper  fragment  may  be  driven  down 
against  the  patella  or  into  the  joint. 
There  is  instability  of  the  joint  and  often 
marked  deformity.  Because  of  the  close 
proximity  of  backward  displaced  frag- 
ments to  the  deep  vessels,  direct  manipu- 
lation is  contraindicated.  Before  reduc- 
tion is  attempted,  the  blood  in  the  dis- 
tended joint  should  be  aspirated. 

Reduction  may  be  attempted  by  flexing 
the  hip  and  knee  and  using  steady,  firm 
traction  on  the  leg.  Skeletal  traction 
through  the  tibia  is  necessary  if  immedi- 
ate operation  is  not  indicated.  If  there 
is  still  displacement  of  the  condyles, 
after  skeletal  traction  is  applied  and  the 
leg  placed  on  a Braun  splint,  correction 
may  be  attempted  with  the  hands  or  by 
the  use  of  a Scudder  or  a carpenter’s 
clamp. 

When  a clamp  is  used,  felt  should 
always  be  placed  under  it  to  avoid  damage 
to  the  skin.  After  reduction,  a firm  band- 
age is  applied  over  the  felt,  and  traction 
is  continued. 

The  foregoing  treatment  is  not  always 
successful.  If  reduction  is  not  accom- 
plished after  a fair  trial,  open  reduction 
must  be  done.  In  some  cases  operation 


may  be  indicated  in  the  beginning.  When 
operation  is  decided  upon,  one  must  meet 
the  situation  as  he  finds  it.  The  frag- 
ments must  be  reduced  as  nearly  as  possi- 
ble to  their  anatomic  position  and  fixed 
in  place.  Screws  or  nails  may  be  used,  or 
the  fragments  may  be  transfixed  by  long 
pins  or  rigid  wire. 

Fractures  of  One  Femoral  Condyle 

Fractures  of  one  condyle  of  the  femur 
do  not  present  so  difficult  a problem  as 
the  T and  Y fractures,  but  nevertheless 
they  must  be  treated  with  great  care  so 
that  a good  result  may  be  obtained. 
Whether  it  be  the  lateral  condyle  or  the 
medial  the  displacement  is  usually  up- 
ward. When  the  lateral  condyle  is  so 
displaced,  one  finds  a valgus  position  of 
the  leg;  if  it  is  the  medial  condyle,  one 
finds  a varus  position  of  the  leg.  Inas- 
much as  the  lateral  ligament  remains 
attached  to  the  fractured  condyle  above 
and  the  tibia  below,  the  fractured  condyle 
can,  in  most  instances,  be  brought  back 
into  place.  This  is  done  by  placing  the 
leg  back  into  its  normal  axis  or  a little 
beyond  and  at  the  same  time  putting 
backward  and  downward  pressure  against 
the  fragment.  A close-fitting  spica  is 
then  applied  from  waist  to  toes,  and  the 
limb  is  kept  up  for  eight  weeks.  If  x- 
ray  shows  the  fragment  in  an  unsatis- 
factory position  after  the  cast  is  applied, 
open  reduction  is  indicated.  After  a 
week  or  ten  days  when  the  swelling  has 
subsided,  one  may  expose  the  fragment 
through  a longitudinal  incision  toward  the 
back  of  the  joint  and  fix  the  fragment  with 
two  or  three  nails. 

Fractures  of  the  Upper  End  of  the  Tibia 
Involving  the  Knee  Joint 

Fractures  involving  the  tibial  plateau 
are  numerous  and  varied  in  character. 
The  broad  upper  end  of  the  tibia  with  its 
rather  abrupt  narrowing  into  the  shaft 
leaves  this  portion  of  the  bone  open  to 
injury  by  sudden  force  exerted  through 
the  femoral  condyles  from  above  or  by 
sudden  force  from  below  forcing  it 
up  against  the  condyles  of  the  fe- 
mur. 
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Avulsion  and  Fracture  of  the  Tibial 
Spines 

Avulsion  of  the  internal  tubercle  of  the 
tibial  spine  is  considered  to  be  a lesion  of 
the  cruciate  ligament.  When  there  is  a 
fracture  of  the  external  tubercle,  the 
cruciate  ligament  is  not  involved.  Frac- 
tures of  the  external  tubercle  may  occur 
alone  or  in  conjunction  with  other  frac- 
tures of  the  tibial  plateau.  It  is  usually  a 
crush  fracture  caused  by  the  sharp  inner 
margin  of  the  lateral  femoral  condyle  in 
abduction  and  flexion  strain  of  the  knee 
joint.  The  most  important  sign  is  limited 
extension  of  the  knee  with  bony  block. 
There  are  so  many  other  causes  for  similar 
symptoms  that  the  x-ray  must  be  used  to 
differentiate. 

With  the  knee  in  flexion  and  with  pres- 
sure being  exerted  over  the  patellar  liga- 
ment and  underlying  fat  pad,  reduction 
may  sometimes  be  accomplished  by  ma- 
nipulation. If  reduction  is  accomplished, 
a long  plaster-of-paris  cast  is  applied 
and  the  knee  immobilized  for  four  weeks. 
If  the  block  is  not  released  or  the  knee 
does  not  fully  extend,  the  fragment 
should  be  exposed  and  removed. 

Fractures  Involving  the  Condyles  of  the 
Tibial  Plateau 

In  T fractures  of  the  head  of  the  tibia 
there  may  or  may  not  be  marked  dis- 
placement of  the  fragments.  In  the  com- 
pression type  of  the  whole  plateau  the 
central  portion  may  be  driven  down, 
spreading  the  condyles  wide  apart.  The 
leg  may  be  either  in  a valgus  or  varus 
position.  There  may  be  some  shortening. 
Even  with  slight  displacement  of  the 
fragments  the  surface  of  the  plateau  is 
disturbed,  and  any  irregularity  of  the 
surface  is  of  vast  importance. 

In  these  fractures  there  is  no  alterna- 
tive but  traction  if  they  are  to  be  treated 
conservatively.  Manual  traction  is  first 
used,  and  by  manipulation  an  attempt  is 
made  to  reduce  the  fragments.  Trac- 
tion is  then  applied.  Either  adhesive  or 
skeletal  traction  through  the  lower  tibia 
is  used,  and  the  extremity  is  put  up  in  a 
Thomas  splint.  Personally  I prefer  skele- 


tal traction,  thus  avoiding  slipping  ad- 
hesive, uneven  blocks,  etc. 

If  the  displacement  of  the  fragments 
remains  after  an  attempt  has  been  made 
to  correct  by  traction,  open  reduction 
may  be  done.  Operation  should  be  ap- 
proached with  care  as  the  condition  lends 
itself  to  infection  into  the  knee  joint  if 
any  abrasions  of  the  skin  are  present. 
If  open  reduction  is  done,  one  has  a 
separate  problem  to  meet  in  nearly  every 
case,  the  aim  being  in  all  cases  to  replace 
the  fragments  and  to  hold  them  in  place 
by  pins,  nails,  or  screws,  whichever  may 
seem  best  at  the  time. 

Bohler  treats  these  cases  by  early  ma- 
nipulation under  local  anesthesia  and  keeps 
the  area  compressed  with  rubber  sponges 
with  the  leg  in  a Cramer  splint  until  the 
swelling  subsides.  He  then  reduces  the 
fracture  by  screw  traction,  places  the  leg 
in  a long  plaster,  and  continues  traction 
for  six  weeks. 

Another  method  of  treatment  in  frac- 
tures of  the  tibial  plateau  which  strongly 
appeals  to  me  is  the  one  in  which  a wire 
or  pin  is  placed  through  the  lower  femoral 
shaft  above  and  another  through  the 
shaft  of  the  tibia  below  the  fracture, 
the  fracture  reduced  by  screw  traction 
and  manipulation  and  a long  plaster  cast 
applied  with  the  wires  or  pins  incorpo- 
rated therein.  Thus,  the  fragments  are 
held  fixed  against  the  action  of  muscle 
spasm.  Further  traction  becomes  un- 
necessary. 

Although  I have  not  used  this  proce- 
dure as  yet,  it  is  my  intention  to  do  so 
when  next  the  opportunity  presents  it- 
self. 

Fractures  of  One  Condyle  of  Head  of 
Tibia 

Fractures  in  which  one  condyle  of  the 
tibia  is  involved  also  present  a serious 
problem.  Here,  as  with  both  condyles 
fractured,  the  joint  surface  is  disturbed. 
When  either  of  the  condyles  of  the  tibia  is 
fractured,  there  is  usually  a downward 
displacement  of  the  fragment  and  the  leg 
is  in  the  direction  of  the  fracture.  The 
lateral  ligament  retains  its  attachment  to 
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the  fractured  condyle  of  the  tibia.  The 
method  of  conservative  treatment  de- 
pends largely  on  this  fact,  since  by  draw- 
ing the  leg  to  the  opposite  side  the  frag- 
ment is  drawn  up  into  position  and  may 
be  pushed  into  place  by  the  hand  or  by  a 
clamp.  This  may  be  done  under  local 
anesthesia.  If  successful,  a plaster  cast 
from  groin  to  toes  is  applied,  retaining  the 
fragment  in  position.  Prolonged  im- 
mobilization in  plaster  is  advisable.  Care 
should  be  taken  that  the  knee  is  not  over- 
extended. 

Bohler  puts  these  fractures  up  in  a 
posterior  splint  for  eight  to  ten  days  or 
until  the  swelling  subsides,  and  then  he 
reduces  them  again  if  it  is  neces- 
sary. 

These  fractures  are  often  complicated 
by  disturbance  to  the  lateral  ligament  or 
by  injury  to  the  cartilage  of  the  plateau 
or  femoral  condyles,  to  the  cruciate  liga- 
ments, or  to  the  meniscus.  If  one  or  more 
of  these  complications  exist,  open  opera- 
tion is  indicated.  A slight  irregularity  or 
a depression  of  part  of  the  plateau  may 
cause  considerable  disability,  and  I feel 
that  if  more  open  operations  were  done 
results  on  the  whole  would  be  more  satis- 
factory. 

When  operation  is  decided  upon,  the 
fragment  is  exposed  through  a lateral 
incision,  placed  in  position,  and  held  by 
pegs,  small  screws,  or  pins.  Sometimes  it 
is  necessary  to  restore  the  cancellous  bone 
to  its  normal  level  without  metal  fixa- 
tion. 

In  the  treatment  of  all  fractures  in- 


volving the  tibial  plateau  one  must  al- 
ways keep  in  mind  that  the  aim  of  treat- 
ment is  anatomical  restoration  of  the 
fragments. 

Aftercare  in  these  cases  is  important. 
Because  this  portion  of  the  tibia  is  of 
cancellous  bone  and  also  because  of  the 
large  amount  of  leverage  present,  delayed 
weight  bearing  is  emphasized.  In  some 
instances  it  may  be  desirable  to  avoid 
weight  bearing  for  six  months.  This  can 
be  accomplished  by  the  use  of  a long 
caliper  brace  or  by  instructing  the  patient 
in  the  use  of  crutches.  End  results  cannot 
be  estimated  before  three  and  one-half 
to  six  months  or  longer. 

Sprain  Fractures 

Just  a word  should  be  said  about  sprain 
fractures.  These  fractures  are  results  of 
abduction  or  adduction  injuries  in  which 
there  occurs  a crushing  down  of  the  mar- 
gin of  the  tibial  condyle  on  the  side  to- 
ward which  the  leg  is  forced,  or  to  an 
avulsion  or  pulling  up  of  a fragment  of 
the  condyle  on  the  opposite  side. 

Sprain  fractures  may  be  treated  by 
traction  followed  by  a long  circular  cast. 
The  leg  is  drawn  to  the  side  of  the  injury 
to  relax  the  lateral  ligament,  and  the  knee 
is  slightly  flexed.  Some  prefer  to  use  a 
cast  from  the  beginning. 

In  all  cases  of  fractures  about  the  knee 
joint  in  which  a cast  has  been  used,  it  is 
good  practice  to  apply  an  Unna  paste 
boot  or  an  elastoplast  bandage  after  the 
cast  is  removed,  with  the  purpose  of  pre- 
venting swelling. 


FRACTURES  INVOLVING  THE  SHOULDER  JOINT 

Edward  T.  Wentworth,  M.D.,  F.A.C.S.,  Rochester,  New  York 


IN  a group  of  696  shoulder  injuries  that 
have  come  under  our  attention  during 
the  past  twenty  years,  fractures  and 
fracture-dislocations  occupy  the  relative 


frequency  and  relative  age  incidence 
shown  in  Table  1. 

This  study  is  limited  to  fracture  of  the 
head  and  neck  of  the  humerus  and  sca- 


Read  at  the  Annual  Meeting  of  the  Medical  Society  of  the  State  of  New  York, 
New  York  City,  May  7,  1940 


September  1,  1940] 


SYMPOSIUM— JOINT  FRACTURES 


1283 


TABLE  1 


Injury 

Number 

Average 

of  Cases 

Age 

Traumatic  subdeltoid  bursitis 

300 

44 

Fractured  surgical  neck  of  humerus 
Scapulohumeral  dislocation  without 

149 

59 

fracture 

89 

52 

Fractured  scapula 

51 

46 

Acromioclavicular  separation 

46 

38 

Rupture  supraspinatous  tendon 

18 

47 

Fractured  greater  tuberosity  alone 
Dislocation  with  fractured  greater 

17 

47 

tuberosity 

Dislocation  with  fractured  surgical 

15 

50 

neck 

6 

62 

Fractured  acromion 

5 

51 

Total 

696 

50 

pulohumeral  fracture-dislocation.  Frac- 
tures of  the  scapula  and  of  the  greater 
tuberosity  alone  have  but  slight  thera- 
peutic and  end-result  importance.  In 
Table  1 fractures  of  the  acromion  have 
been  separated  from  other  scapular  frac- 
tures merely  to  draw  attention  to  their 
relative  infrequency.  It  is  often  stated 
that  the  overhanging  acromion  protects 
the  shoulder  from  injury.  Such  a state- 
ment would  appear  to  be  anatomic  specu- 
lation. 

The  age  incidence  establishes  clearly 
that  shoulder  injury  is  principally  an  in- 
jury of  adult  life,  the  more  serious  in- 
juries occurring  late  in  adult  life.  The 
most  serious  of  the  shoulder  injuries  is 
dislocation  with  fracture  of  the  surgical 
neck  (average  age  62).  The  most  fre- 
quent fracture  is  that  of  the  surgical 
neck  (average  age  59). 

In  Table  2 fractures  of  the  humeral 
neck  are  classified  in  three  age  groups: 
(a)  before  closure  of  the  epiphyses,  (b)  the 
vigorous  working  years,  and  (c)  the  ad- 
vanced years. 

The  incidence  of  frequency  clearly  es- 
tablishes that  the  large  majority  occur 
in  advanced  life.  Seventy-six  per  cent  of 
the  cases  had  an  average  age  of  65  years. 
Furthermore,  the  functional  end-result 


seriousness  of  the  injury  increases  greatly 
with  age.  The  number  with  no  disability 
decreases  with  age.  The  length  of  time 
for  recovery  increases  with  age — twice  as 
long  in  middle  life  as  in  youth. 

The  economic  end-result  seriousness 
does  not  parallel  the  functional  end-result 
loss,  because  beyond  50  years  of  age  per- 
fect shoulder  function  becomes  of  less  and 
less  importance.  In  fact,  one  cannot  tell 
much  about  the  time  required  to  reach 
maximum  improvement  in  the  advanced 
age  group,  because  over  half  of  the  pa- 
tients in  that  group  refuse  any  more 
attention  or  do  not  appear  for  observa- 
tion after  they  can  get  the  hand  on  the 
back  of  the  head.  They  are  not  interested 
in  perfection.  They  say,  “Oh,  it  will  get 
all  right  after  awhile.”  Of  the  114  cases 
in  the  over-50-year  group,  41  were  seen 
only  for  diagnosis  and  initial  reduction, 
all  later  care  being  rendered  by  someone 
else,  and  of  the  73  cases  used  for  these 
statistics,  53  per  cent  were  not  seen  after 
the  eighth  week. 

The  end  results,  classified  by  methods 
of  treatment  in  the  three  age  groups,  of 
humeral  neck  fractures  are  set  forth  in 
Tables  3,  4,  and  5. 

TABLE  3. — Humeral  Neck  Fractures  Fifteen  Cases 
Under  20  Years  of  Age 

Weeks  to 

Number  Type  of  No  Disa-  Maximum 

of  Immobiliza-  bility,  Improve- 

Cases  Anesthetic  tion  Percentage  ment 
4 None  Sling  31/2  wks.  100%  4 

11  General  Spica  4x/2  wks.  100%  8 

(Two  open  operations) 


In  the  youth  group  of  15  cases,  average 
age  of  10  years,  none  had  any  final  disa- 
bility. Four  had  no  displacement  of 
fragments,  were  given  no  anesthetic, 
were  given  sling  support  only  for  three 
and  one-half  weeks,  and  had  return  of 


TABLE  2. — Fractures  of  the  Surgical  Neck  of  the  Humerus 


Age 

Number  of 

No  Final 
Disability, 

Final 

Percentage  of 
Disability 

Weeks  to 
Maximum 

Grouping 

Cases 

Percentage 

Disability 

When  Last  Seen 

Improvement 

Up  to  20  yr. 

15 

100% 

None 

6.7 

(av.  10) 

20  to  50  yr. 

20 

75% 

25%  had  15% 

13.0 

(av.  41) 

Over  50  yr. 

114 

31% 

16%  had  20% 

53%  had  20% 

Unknown 

(av.  65) 
Total 

149 

at  8 wks. 
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two  lower  tracings  show,  in  the  A-P  and  lateral 
views  before  reduction,  fracture  involving  epiphys- 
eal plate  and  metaphysis  in  a 13-year-old  youth. 

full  motion  in  four  weeks.  Eleven  re- 
quired general  anesthesia  for  reduction 
(9  closed,  2 open)  and  were  immobilized 
in  spicas  for  an  average  of  four  and  one- 
half  weeks.  They  regained  full  motion 
in  an  average  of  eight  weeks.  Two  were 
partially  through  the  epiphyseal  plate 
and  partially  through  the  metaphysis. 
The  others  were  metaphyseal.  The  choice 
in  method  of  treatment  was  based  entirely 
on  stability,  or  lack  of  it,  of  fragments 
after  reduction  (Fig.  1). 


There  were  20  cases  in  the  middle-age 
group,  average  age  41  (Table  4).  Nine 
had  fracture  of  surgical  neck  only;  7,  frac- 
ture of  surgical  neck  and  greater  tuber- 
osity; 4,  fracture  of  surgical  neck  com- 
plicated by  other  arm  fractures.  Sev- 
enty-five per  cent  had  no  final  disability; 
25  per  cent  averaged  15  per  cent  dis- 
ability. The  choice  in  method  of  treat- 
ment was  based  largely  on  stability,  or 
lack  of  it,  of  fragments  after  reduction. 
Injury  to  other  parts  requiring  confine- 
ment to  bed  was  a factor  where  traction 
was  used. 

Successful  end  results  were  dependent 
more  upon  accurate  reduction  than  upon 
early  mobilization.  In  fact  the  best 
scoring  was  obtained  following  spica 
fixation  for  five  weeks  and  the  poorest 
scoring  where  only  a sling  was  used  for 
three  weeks.  Where  the  greater  tuber- 
osity was  also  fractured,  much  more  care 
was  used  to  replace  the  fragments  accu- 
rately and  to  fix  them  by  spica  in  enough 
abduction  to  remove  distracting  force 
from  the  greater  tuberosity  than  was  the 
case  where  the  neck  alone  was  fractured 
and  only  a sling  used. 

The  average  age  of  114  cases  treated  in 
the  over-50-year  group  (Table  5)  was  65. 
Statistics,  however,  are  based  on  73  cases 
only,  because  of  lack  of  end-result  infor- 
mation in  the  others.  In  reduction  no 
anesthetic  was  used  in  41,  local  anesthe- 
sia in  9,  and  general  anesthesia  in  23. 
Thirty-one  per  cent  had  no  final  dis- 
ability, 16  per  cent  averaged  20  per  cent 
final  disability,  and  54  per  cent  had  20 
per  cent  disability  when  last  seen  at 
eight  weeks. 

The  choice  in  method  of  treatment  was 
based  but  little  on  the  degree  of  sta- 
bility of  fragments  following  reduction. 


TABLE  4.— Humeral  Neck  Fractures.  Twenty  Cases  Between  20  and  50  Years  of  Age 


Number 

of 

Cases 

Anesthetic 

Type  of 
Immobilization 

7 

None 

Sling  3 wks. 

2 

2 general 

Traction  wks. 

2 

1 general 

Abduction  splint  4 wks. 

9 

9 general 

Spica  5 wks. 

(Two  open  reductions) 

Weeks  to 

No 

Final 

Maximum 

Disability 

Disability 

Improvement 

5 or  71% 

2 or  29% 

10 

had  35% 
1 or  50% 

10 

1 or  50% 

had  20% 

1 or  50% 

1 or  50% 
had  5% 

17 

8 or  88% 

1 or  12% 
had  10% 

15 

2 or  100% 

12 
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Rather,  the  seeming  choice  represents  a 
transition  from  immobilization  to  mobi- 
lization treatment.  The  spicas  and  ab- 
duction splints  were  almost  all  used  be- 
fore 1925.  Through  the  transition  period 
(1925-1930)  patients  were  warned  that 
carrying  the  arm  in  adduction — in  a sling, 
swathe,  or  gauge  halter — would  probably 
give  them  more  limitation  in  elevation  of 
the  arm  than  if  they  used  an  abduction 
splint  or  spica  but  that  the  treatment  pe- 
riod would  be  much  easier  to  go  through. 
Practically  all  of  them  preferred  to  take 
the  chance  in  order  to  escape  the  ordeal  of 
a big  cast  or  awkward  splint. 

During  the  period  of  transition  we  often 
used  a molded  plaster-of- Paris  shoulder 
cap — I presume  to  impress  the  patient 
that  protection  was  being  provided  as 
much  as  to  provide  protection.  For 
the  past  ten  years  we  have  expended  our 
‘‘selling  energies”  persuading  people  that 
they  won’t  need  aftertreatment  if  they 
will  only  keep  the  arm  swinging  in  pendu- 
lum fashion. 

Many  of  these  fractures  of  surgical 
neck  and  greater  tuberosity  in  the  aged 
show  only  insignificant  displacement  of 
fragments,  and  the  fragments  are  stable. 
Fifty-six  per  cent  of  this  series  had  no 
anesthetic.  Twelve  per  cent  had  local 
injection  of  novocain.  Many  of  them 
need  no  reduction.  The  men  with 
stable  fragments  need  scarcely  any  more 
protection  after  reduction  than  carrying 
the  hand  in  the  side  pocket  part  of  the 
time  plus  a little  care  in  changing  clothing. 
The  woman  with  stable  fragments  needs 
nothing  more  than  a gauge  halter,  wrist 
to  neck.  But  most  of  the  ladies  are 
fearsome  of  so  little  fixation,  so  a swathe 
is  usually  added  for  a few  days.  Often  a 
roll  of  sheet  wadding,  powdered  and  hung 
in  the  axilla,  gives  them  satisfaction. 

A fractured  shoulder  can  be  treated 
perfectly  well  in  a spica  of  plaster  of 


Fig.  2.  Three  cases  of  dislocation  with  frac- 
ture of  greater  tuberosity.  In  each  instance  the 
upper  tracing  before  reduction  and  the  lower 
tracing  after  reduction  show  how,  with  reduction 
of  the  dislocation,  the  greater  tuberosity  falls 
into  position. 

Paris.  None  of  the  11  children  so  treated 
had  any  permanent  disability.  Eight 
of  the  9 in  the  middle-age  group  so  treated 
had  no  permanent  disability,  and  4 of  the 
14  in  the  above-50-year  group  so  treated 
had  no  permanent  disability.  But  the 
chances  of  complete  success  decrease  with 
age,  and  such  complete  fixation  is  very 
rarely  needed  in  the  aged  individual. 
Expressed  a little  differently,  following 
humeral  neck  fracture,  73  per  cent  of  the 
youths,  45  per  cent  of  the  middle  group, 
and  19  per  cent  of  the  over-50-year 
group  were  treated  with  spica  (none  since 
1930).  Stability  is  much  more  difficult 
to  secure  in  children.  It  is  also  much 
more  important  in  youth  and  middle 
age  than  after  the  end  of  the  vigorous 
working  period  of  life.  Hence  there  is  a 
decrease  in  the  number  of  spicas  as  the 
age  increases,  with  practically  complete 
abandonment  after  the  age  of  50.  In 
the  over-50-year  group  where  spicas  were 
used,  it  was  found  that  very  little  ab- 
duction was  needed.  The  adducted 


TABLE  5. — Humeral  Neck  Fractures.  Seventy-Three  Cases  Over  50  Years  of  Age 


Number 

Type  of 

No  Disability, 

Final 

Disability 

of  Cases 

Immobilization 

Percentage 

Disability 

When  Last  Seen 

40 

Sling  2V2  wks. 

42% 

3%  had  25% 

55< 

Vo  had  20%  at 

8 

wks. 

13 

Traction  3 wks. 

None 

46%  had  20% 

54  < 

Vo  had  20%  at 

12 

wks. 

6 

Abduction  splint  4 wks. 

18% 

34%  had  25% 

50*; 

Vo  had  30%  at 

7 

wks. 

14 

Spica  4x/2  wks. 

35% 

30%  had  20% 

35%  had  25%  at 

6 

wks. 
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location  with  comminuted  fracture  of  neck  in  a 
woman  39  years  of  age:  the  first,  preoperative; 
the  second,  ten  days  after  removal  of  fragment 
constituting  80  per  cent  of  the  head;  the  third, 
four  years  later — 25  per  cent  loss  of  function. 

The  lower  left  tracing  represents  dislocation 
and  fracture  of  neck  in  a man  73  years  of  age 
two  months  after  open  reduction,  internal  fixa- 
tion, and  infection.  The  lower  central  tracing 
is  same  case  four  years  later — 50  per  cent  loss 
of  function. 

The  lower  right  tracing  represents  condition 
six  months  after  injury  in  man  58  years  of  age 
who  refused  all  treatment,  early  or  late — 75 
per  cent  loss  of  function. 

position  was  almost  always  satisfac- 
tory. 

In  cases  of  dislocation  with  fracture  of 
the  tuberosity  (average  age  50),  27  per 
cent  had  spicas.  In  dislocation  with 
fracture  of  the  neck  (average  age  62),  none 
had  spicas.  The  difference  does  not  lie  in 
the  age,  however,  as  much  as  in  the  desire 
to  remove  from  the  fractured  greater 
tuberosity  the  distracting  force  involved 
in  the  adducted  position  (Fig.  2). 

Of  the  110  scapulohumeral  disloca- 
tions, 21  were  complicated  by  fracture: 
15  of  the  greater  tuberosity  and  6 of  the 
neck  of  the  humerus.  None  of  them 
had  clinical  evidence  of  rupture  of  the 
supraspinatus  tendon.  It  is  sometimes 
stated  that  in  a subcoracoid  dislocation, 
either  the  greater  tuberosity  must  frac- 
ture or  the  supraspinatus  rupture.  Proof 
is  certainly  not  found  in  this  experience. 
Eighty  per  cent  of  these  dislocations  had 
neither.  The  end  results  in  15  cases  of 
dislocation  complicated  by  fracture  of  the 


TABLE  6. — Fifteen  Cases  of  Dislocation  with 
Fractured  Greater  Tuberosity.  (Average  Age  50, 
Same  as  in  Uncomplicated  Dislocations) 


Number  Type  of  No  Final 

of  Cases  Immobilization  Disability  Disability 
12  Swathe  for  3 wks.  4 or  33%  3 had  20% 

at  8 mos. 

3 Spica  in  50°  abduc-  2 or  66%  1 had  25% 

tion,  30°  flex.,  at  4 mos. 

4V2  wks. 

5 unknown 


greater  tuberosity  are  shown  in  Table  6. 
In  only  1 case  was  there  no  displacement 
of  the  tuberosity.  In  all  cases  reduction 
of  the  dislocation  resulted  in  replacement 
of  the  tuberosity.  In  no  instance  was 
internal  fixation  of  the  tuberosity  used. 
(Since  this  review  was  made,  we  have  had 
1 case  in  which  a cortical  cap  of  bone, 
constituting  the  tendinous  attachment 
to  the  greater  tuberosity,  had  to  be 
fixed  with  silk  sutures  after  reduction  of 
the  dislocation.)  The  cases  were  largely 
office  treated  only,  and  in  one-third  of 
them  no  end  result  is  known  because  they 
were  seen  for  diagnosis  and  original  re- 
duction only.  One-third  of  the  cases  had 
no  final  disability,  and  one-third  had  20 
per  cent  final  disability.  The  lesion  is  a 
serious  one,  warranting  very  careful  at- 
tention. 

Of  the  3 cases  of  dislocation  with  frac- 
ture of  the  surgical  neck  reduced  by  the 
closed  method  (Table  7),  2 had  com- 
plete separation  of  shaft  and  head;  one 
was  subglenoid  dislocation  without  dis- 
placement of  shaft.  Reductions  were 
carried  out  under  general  anesthesia  by 
traction  gradually  applied  with  the  arm 
in  adduction,  then  maintained  while  ab- 
duction was  very  carefully  done  until 
the  elbow  was  well  above  the  shoulder 
level.  With  the  arm  in  that  position  and 
under  traction,  the  humeral  head,  in 
axilla,  was  gently  manipulated  and 
pressed  upon.  This  process  was  accom- 
panied by  rotations  of  the  arm  externally 
and  internally  until  a stable  position  was 
found.  The  arm  was  then  slowly  replaced 
in  adduction  for  x-ray.  This  process 
was  repeated  if  necessary.  There  seems 
to  be  no  way,  except  by  trial,  of  deter- 
mining which  case  can  be  reduced.  One 
of  these  cases  with  a completely  separated 
head  and  shaft  successfully  reduced  was 
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TABLE  7. — Six  Cases  of  Dislocation  with  Fractured  Surgical  Neck.  (Average  Age  62,  10  Years  Older 

Than  in  Uncomplicated  Dislocation) 


Percentage 

Number 

External 

Loss  of  Use, 

of  Cases 

Treatment 

Fixation 

Final 

Remarks 

3 

Closed  reduction 

Sling 

20% 

No  nerve  injury  or  circulatory  damage 

1 

Removal  of  head 

Sling 

25% 

Failure  in  attempt  at  closed  reduction 

1 

Open  reduction  internal 

Sling 

50% 

Infection  and  ankylosis.  Refused  treat- 

fixation 

ment 

1 

Untreated 

75% 

No  scapulohumeral  motion 

a man  of  300  pounds.  The  2 in  which 
attempts  at  closed  reduction  failed  were 
not  particularly  robust  and  certainly 
were  not  obese. 

Although  attempt  at  closed  reduction 
is  often  discountenanced,  this  experience 
tends  to  show  that  if  violence  in  reduction 
is  avoided  no  harm  is  done  and  that  if 
reduction  is  obtained  the  results  are 
satisfactory.  In  contrast  to  the  3 cases 
reduced  by  closed  method,  ending  in 
only  25  per  cent  disability,  are  the  other 
3 cases  (Fig.  3). 

In  summary,  the  untreated  case  had 
75  per  cent  disability,  the  operated  and 
infected  case  had  50  per  cent  disability, 
and  the  successfully  operated  and  the  3 
closed  reduction  cases  had  25  per  cent 
disability.  The  high  disability  rate  is 
due  to  loss  of  motion — not  to  pain. 

The  necessary  immobilization,  because 
of  unstable  bone  fragments  during  a 
healing  period  in  the  presence  of  extensive 
capsular  and  paracapsular  injury,  results 
in  marked  periarticular  fibrosis  which  is 
difficult  to  overcome. 

The  tracings  in  Fig.  4 represent  trouble- 
some sequelae.  The  upper  tracings  are 
of  the  original  injuries.  The  lower  trac- 
ings are  of  the  situations  four  years  later. 
On  the  left  is  a man  62  years  of  age  who 
developed  calcium  deposits  in  the  supra- 
spinatus  and  pectoralis  major  tendons. 
Treatment  was  limited  to  rest  and  light 
activity  with  an  end  result  of  only  5 per 
cent  functional  loss.  The  central  case, 
borrowed  from  a confrere,  is  a man  47 
years  of  age  who  also  developed  calcium 
deposits  in  the  supraspinatus  and  pectora- 
lis major  tendons.  At  two  and  one-half 
years  and  again  at  three  and  one-half 
years  after  injury  these  exostoses  were 
surgically  removed  with  an  end  result  of 
50  per  cent  functional  loss.  The  case  on 
the  right  is  a woman  48  years  of  age.  At- 


Fig. 4. 


tempt  by  manipulation  to  reduce  the 
displaced  greater  tuberosity  failed.  The 
patient  refused  open  reduction.  The  end 
result  is  massive  hypertrophy  of  the 
greater  tuberosity  and  40  per  cent  func- 
tional loss. 

The  tracings  in  Fig.  5 represent  what 
might  be  considered  severe  scapular 
fractures.  On  the  left  is  a girl  23  years 
of  age.  The  glenoid  is  split,  and  frag- 
ments are  separated.  She  had  no  treat- 
ment except  limitation  of  activity.  There 
was  no  functional  loss  at  three  months. 
On  the  right  is  a man  31  years  of  age  with 
a badly  comminuted  blade.  This  is  the 
only  1 of  56  fractures  of  the  scapula  in 
which  open  operation  was  used.  After 
operation  there  was  still  deformity,  yet 
four  months  later  there  was  no  functional 
loss. 

In  our  experience  shoulder  injury  is 
principally  an  injury  of  adult  life,  the 
more  serious  injuries  occurring  late  in 
adult  life.  The  amount  of  functional  loss 
tends  to  increase  with  the  age  of  the  pa- 
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tient,  but  the  economic  end-result  serious- 
ness is  not  usually  as  great  as  the  func- 
tional end-result  loss.  Furthermore,  func- 
tional and  economic  loss  following  severe 
injuries  to  the  shoulder  is  much  less  in 
relation  to  anatomic  deformity  than  is 
the  case  following  injuries  involving 


weight-bearing  joints  and  most  non- 
weight-bearing joints.  This  is  largely  due 
to  the  fact  that  scapulohumeral  ankylosis 
usually  leaves  the  supplementary  scapu- 
lothoracic  motion  undisturbed  or  even 
increased  in  range. 

The  method  of  treatment  after  reduc- 
tion of  fracture  in  persons  up  to  50  years 
of  age  was  based  entirely  on  degree  of 
stability  of  fragments  after  reduction. 
vSuccessful  end  results  in  the  20-to-50-year 
group  were  dependent  more  upon  accurate 
reduction  than  upon  early  mobilization 
and  practically  not  at  all  dependent  upon 
the  type  of  fixation  selected.  In  the 
over-50-year  group  the  seeming  choice 
in  method  of  aftertreatment  represents 
a transition  from  immobilization  to  the 
minimum  of  fixation  and  almost  imme- 
diate motion  of  the  shoulder  girdle.  The 
objection  to  use  of  spica  in  the  aged  lies 
not  in  poor  results  obtained  but  in  lack  of 
necessity  for  such  a cumbersome  dress- 
ing. 

Fracture-dislocation  of  the  shoulder, 
while  always  a serious  injury,  is  not  al- 
ways a major  surgical  problem.  In  this 
series  none  of  the  dislocations  had  clinical 
evidence  of  rupture  of  the  supraspinatus 
tendon.  Three  of  the  6 dislocations  with 
fractured  neck  were  reduced  without 
open  operation  and  without  nerve  injury 
or  circulatory  damage,  and  only  once  was 
internal  fixation  of  an  associated  frac- 
tured tuberosity  needed. 


FRACTURES  OF  THE  ELBOW 

Richard  S.  Farr,  M.D.,  Syracuse,  New  York 


Fractures  of  the  lower  end  of  the 
humerus  and  the  upper  end  of  the 
radius  and  ulna  are  frequent  in  children. 
They  are  much  less  common  in  adults. 
In  order  to  diagnose  correctly  fractures  in 
this  region,  it  is  necessary  to  have 
knowledge  of  the  x-ray  appearances  of 


the  bones  at  all  stages  of  their  develop- 
ment. 

There  are  three  joints  in  the  elbow. 
The  ulna  locks  snugly  with  the  trochlea. 
The  shape  of  the  trochlear  surfaces  allows 
motion  in  flexion  and  extension  but  also 
limits  the  range  of  this  motion.  The  head 
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of  the  radius  articulates  with  the  capi- 
tellum  at  the  radiohumeral  joint.  The 
radial  head  glides  on  the  humerus  in 
pronation  and  supination  and  in  flexion 
and  extension.  The  head  of  the  radius 
also  articulates  with  the  ulna  to  form  the 
radio-ulnar  joint.  This  joint  functions  in 
pronation  and  supination.  The  stability 
of  the  elbow  depends  upon  the  shape  of 
the  bones  and  the  strength  of  the  liga- 
ments. 

The  three  joints  at  the  elbow  communi- 
cate, and  slight  displacement  of  fragments 
or  overproduction  of  callus  may  cause 
serious  defects  in  motion. 

The  carrying  angle  may  vary  from  0 to 
20  degrees.  Some  apparently  normal 
elbows  show  no  carrying  angle.  In 
children  who  have  relaxed  joints  the  elbow 
often  loses  its  angle  when  it  goes  into 
hyperextension . 

Supracondylar  or  Dicondylar  Fractures 

These  are  the  common  fractures  in 
childhood.  When  a child  falls  on  his  out- 
stretched hand,  the  force  is  transmitted 
to  the  elbow  through  the  radius  and  ulna. 
The  fracture  line  runs  through  the 
olecranon  fossa,  which  is  the  weakest  part 
of  the  bone.  The  direction  of  the  force 
displaces  the  distal  fragment  backward 
and  toward  the  inner  or  outer  side.  The 
deformity  is  typical.  With  backward 
displacement  there  is  pressure  on  the 
brachial  artery  from  the  sharp  end  of  the 
proximal  fragment.  Later,  hemorrhage 
or  edema  may  increase  this  pressure,  inter- 
fere with  venous  circulation,  and  may 
cause  ischemic  or  Volkmann’s  paraly- 
sis. 

If  the  radial  pulse  is  weaker  than  the 
opposite  one  or  if  it  is  obliterated,  no 
time  should  be  lost  in  reducing  the  dis- 
placement. 

Reduction  is  carried  out  under  anes- 
thesia by  means  of  traction  and  manipula- 
tion. The  distal  fragment  is  carried  for- 
ward and  locked  in  position  of  flexion. 
Lateral  or  medial  displacement  must  be 
corrected.  If  this  displacement  is  not 
corrected,  a change  in  carrying  angle  is 
apt  to  result.  Perfect  reduction  in  the 
lateral  view  while  desired  is  not  essential. 


Bone  blocks  that  are  evident  in  x-ray 
disappear  as  the  extremity  grows.  The 
child  must  be  kept  under  close  observa- 
tion until  the  circulation  is  normal  and 
the  swelling  disappears. 

Fixation  is  carried  out  by  means  of  a 
posterior  molded  plaster  splint.  This  is 
worn  for  three  to  four  weeks  and  is  fol- 
lowed with  a sling  for  another  week.  In 
difficult  cases  where  reduction  cannot  be 
accomplished  by  manipulation  or  where 
the  flexed  position  interferes  with  circu- 
lation, the  method  recommended  by 
Dunlop1  works  well.  This  consists  in 
traction  in  abduction  with  the  patient 
in  bed  and  the  elbow  at  about  145  de- 
grees. As  overriding  and  displacement  is 
overcome,  the  flexion  of  the  elbow  is 
gradually  increased.  After  the  bones  are 
in  apposition,  -traction  may  be  removed, 
and  immobilization  is  continued  with 
plaster  splint  with  the  elbow  at  90  de- 
grees or  less.  This  treatment  requires 
hospitalization  for  approximately  two 
weeks. 

T or  Y Fractures 

These  fractures  resulting  from  a blow 
or  a fall  are  the  most  serious  fractures  of 
the  elbow  occurring  in  adults.  They  are 
often  a disappointment  to  both  the  pa- 
tient and  the  physician.  The  fracture 
line  is  transverse  above  the  condyles  and 
also  extends  downward  into  the  joint. 
The  end  of  the  proximal  fragment  is 
forced  between  the  condyles,  thus  sepa- 
rating them.  There  is  overriding  and 
comminution.  The  ligaments  are  torn, 
and  the  periosteum  is  stripped  from  the 
proximal  fragment.  This  is  an  excellent 
base  for  abundant  callous  production.  On 
palpation  the  elbow  feels  like  a bag  of 
marbles.  There  is  marked  swelling. 

To  obtain  reduction,  length  must  be  re- 
stored by  traction.  This  may  be  accom- 
plished by  the  method  of  Magnuson.2 
The  patient  is  put  to  bed.  The  elbow  is 
flexed  at  a right  angle,  and  the  forearm 
is  suspended  to  an  overhead  frame  which 
projects  from  the  traction  apparatus  at 
the  side  of  the  bed.  An  adhesive  plaster 
extension  is  placed  in  the  forearm,  and 
in  this  manner  the  arm  is  held  in  sus- 
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pension.  A piece  of  felt  is  then  fitted 
around  the  forearm  near  the  elbow.  This 
allows  application  of  traction  along  the 
humerus  through  the  ligaments  of  the 
elbow  joint.  Enough  traction  is  applied 
to  pull  the  fragments  down  into  position. 
From  10  to  15  pounds  is  usually  enough 
to  bring  fragments  into  alignment.  When 
length  is  obtained  the  fragments  are 
pressed  into  approximation.  Weight  is 
continued  and  reduced  to  a point  where 
it  is  not  uncomfortable.  This  has  been 
a much  more  satisfactory  method  of 
reduction  in  complicated  fractures  than 
any  other  closed  method  and  is  far  more 
satisfactory  than  open  operation.  Trac- 
tion should  be  maintained  for  two  to  three 
weeks,  and  then  the  elbow  is  immobilized 
for  a further  two  or  three  weeks  with 
plaster  splints  or  a circular  cast. 

If  this  method  is  unsuccessful  skeletal 
traction  may  be  used  by  means  of  a 
Kirschner  wire  through  the  olecranon  or 
tongs  may  be  put  in  the  condyles,  and  if 
perfectly  placed  they  will  not  only  permit 
traction  but  will  also  press  the  condyles 
together.  In  the  hands  of  the  expert, 
excellent  apposition  of  fragments  is  ob- 
tained. 

Reduction  by  open  operation  is  some- 
times necessary.  The  exposure  through  a 
posterior  incision  as  recommended  by  Van 
Gorder3  is  apparently  ideal.  The  bones 
are  approximated  and  fixed  with  vitalium 
plates  and  screws.  Exposure  of  the  frag- 
ments requires  elevation  of  the  perios- 
teum. This  may  be  followed  by  ex- 
tensive callous  production  and  resulting 
restriction  of  motion. 

Fracture  of  the  Lateral  Condyle 

When  force  is  transmitted  from  the 
hand  up  the  forearm  through  the  radius 
the  lateral  condyle  receives  the  blow. 
The  fracture  line  extends  from  above  the 
lateral  condyle  downward  toward  the 
center  of  the  joint  and  includes  the  capi- 
tellum.  The  frequency  of  this  fracture  is 
estimated  at  15  per  cent  of  fractures  of 
the  distal  end  of  the  humerus.  The  frag- 
ment is  displaced  backward  and  is  usually 
rotated. 

Wilson4  states  that  this  rotation  may 


be  90  degrees  or  more,  and  the  degree  of 
rotation  depends  upon  the  width  of  the 
tear  in  the  aponeurosis.  Rotation  brings 
the  articular  surface  of  the  fragment  in 
apposition  with  the  lower  end  of  the 
humerus.  This,  he  believes,  is  the  cause 
of  nonunion.  Delayed  ulnar  palsy  is  a 
late  complication  of  this  injury.  This  is 
due  to  a disturbance  in  growth  with  re- 
sulting valgus  deformity.  The  palsy 
develops  many  years  after  the  frac- 
ture. 

Treatment. — If  there  is  little  displace- 
ment, splinting  in  acute  flexion  is  all  that 
is  necessary.  If  the  fragment  is  rotated, 
manipulation  is  usually  unsuccessful  and 
open  operation  must  be  carried  out.  The 
fragment  is  exposed  through  a lateral 
incision  and  is  turned  or  rotated  back 
into  position.  Fixation  by  means  of  a 
silk  suture  or  a nail  may  be  necessary. 
Splintage  in  acute  flexion  is  continued  for 
four  weeks  and  is  followed  by  a sling. 
The  results  are  good. 

Fracture  of  the  Medial  Condyle 

This  fracture  is  not  very  common.  It 
causes  a loss  of  the  carrying  angle.  The 
fracture  line  enters  the  joint  of  the  ulnar 
trochlea,  and  the  fragment  is  usually  dis- 
placed upward.  If  not  reduced  there  is 
serious  interference  with  the  humero-ulnar 
joint  motion.  It  is  reduced  by  traction 
and  manipulation.  The  better  position 
for  maintaining  reduction  is  hyperflexion. 
Open  operation  and  fixation  may  be 
necessary.  The  procedure  is  similar  to 
the  operation  on  the  lateral  condyle.  At 
the  same  time  the  ulnar  nerve  should  be 
transplanted  to  the  front  of  the  con- 
dyle. 

Fractures  of  the  Olecranon 

These  fractures  are  due  to  a fall  on  the 
elbow  or  violent  muscle  pull  by  the  tri- 
cepts.  If  fragments  are  in  approxima- 
tion, splinting  in  extension  is  required  for 
three  weeks,  followed  by  one  to  two  weeks 
in  flexion.  When  fragments  are  sepa- 
rated, open  reduction  and  fixation  with 
wire  or  heavy  silk  is  necessary.  The 
elbow  is  fixed  in  flexion.  Active  motion 
may  be  started  in  three  weeks. 
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Fracture  Head  of  Radius 

This  fracture  is  due  to  a fall  on  the 
hand  with  the  elbow  in  flexion  or  exten- 
sion. The  head  of  the  radius  is  forced 
against  the  capitellum.  The  result  ranges 
from  a slight  tilting  of  the  articular  sur- 
face to  complete  fracture  with  comminu- 
tion and  displacement.  If  the  fragments 
are  not  displaced,  immobilization  is  all 
that  is  necessary.  In  children  the  frac- 
ture may  be  impacted  and  the  articular 
surface  may  be  tilted.  This  requires  no 
special  treatment  other  than  immobiliza- 
tion. In  adults,  if  the  head  or  fragments 
of  it  are  displaced,  excision  is  necessary. 
Occasionally,  after  the  head  of  the  radius 
is  excised,  there  is  extensive  callous  pro- 
duction. Callus  may  be  so  large  that  it 
blocks  motion  and  sometimes  causes  com- 
plete ankylosis  in  the  elbow.  This  callus 
should  not  be  removed  until  it  has  the 
appearance  of  mature  bone  in  the  x-ray. 
Perhaps  a vitalium  cap  over  the  end  of 
the  radius  will  be  the  solution  to  this 
troublesome  problem. 

The  diagnosis  of  fractures  about  the 
elbow  is  made  from  x-ray  films.  Careful 
study  of  these  films,  including  the  oppo- 
site elbow  for  comparison  if  necessary, 
will  determine  the  procedure  in  each 
case.  No  rules  can  be  given  as  to  the 


FRACTURES  OF  THE  ANKLE 

Benjamin  E.  Obletz,  M.D.,  Buffalo 


This  paper  is  based  on  a study  of  140 
patients  with  ankle  fractures  who 
have  been  hospitalized  in  the  Buffalo 
General  Hospital  during  the  past  ten 
years.  For  the  most  part  these  represent 
serious  ankle  fractures.  It  appears  from 
this  study  that  the  simple  linear  fractures 
of  one  or  both  malleoli  without  displace- 
ment were  seldom  hospitalized.  Such 
cases  were  handled  as  outpatients  or 
private  office  cases  of  the  various  staff 


length  of  time  that  splintage  is  necessary. 
It  varies  from  three  weeks  in  impacted 
fractures  of  the  head  of  the  radius  to  six 
weeks  in  T fractures.  Plaster-of-paris 
splints  are  preferred.  They  are  applied 
without  padding  or  with  thin  padding 
and  molded  carefully  over  the  bony 
prominences.  Skeletal  traction  by  means 
of  wire  through  the  olecranon  or  tongs  in 
the  condyles  is  always  tried  in  T fractures 
before  an  operative  procedure.  In  these 
fractures  fair  approximation  and  closed 
reduction  is  preferred  to  perfect  apposi- 
tion by  means  of  open  operation.  Physi- 
cal therapy  by  means  of  heat,  massage, 
and  active  motion  is  instituted  as  soon  as 
the  arm  can  be  removed  from  the  splint. 

The  prognosis  in  fractures  of  the  elbow 
should  always  be  guarded.  Slight  dis- 
placement will  sometimes  cause  great  re- 
striction of  motion.  In  children  retarda- 
tion of  growth  may  result  from  disturb- 
ance of  circulation  in  the  epiphysis.  In 
adults  some  restriction  may  be  expected 
from  adhesions  or  callus  or  both. 
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physicians.  For  this  reason  this  group  of 
140  cases  does  not  represent  a cross  sec- 
tion of  all  ankle  fractures.  While  the 
orthopedic  staff  members  handled  the 
majority  of  these  fractures,  55  patients 
were  treated  by  23  different  physi- 
cians. 

These  ankle  fractures  appeared  more 
frequently  in  the  fourth,  fifth,  and  sixth 
decades  and  were  about  equally  dis- 
tributed among  men  and  women.  Two- 


Read  at  the  Annual  Meeting  of  the  Medical  Society  of  the  State  of  New  York, 
New  York  City,  May  7,  1940 


1292 


BENJAMIN  E.  OBLETZ 


[N.  Y.  State  J.  M. 


TABLE  1. — Classification  of  Ankle  Fractures 


Unimalleolar 

External 

10 

29 

Internal 

18 

Posterior 

1 

Bimalleolar 

39 

Trimalleolar 

57 

Supramalleolar 

4 

Intermalleolar 

3 

Total 

132 

thirds  of  the  patients  were  between  the 
ages  of  30  and  60. 

There  is  no  method  of  classifying  ankle 
fractures  that  is  completely  satisfactory. 
According  to  Ashhurst,  whose  study  of 
300  ankle  fractures  in  1922  is  still  the 
American  classic  on  this  subject,  a “classi- 
fication based  on  mechanism,  imperfect 
though  it  be,  is,  nevertheless,  more  easily 
understood  and  remembered”  than  any 
other.  His  classification  comprising  five 
major  groups  and  eighteen  subgroups  is 
a rather  formidable  one.  In  our  experi- 
ence with  medical  students  and  interns 
we  have  found  that  a classification  based 
upon  anatomic  characteristics  is  more 
simple,  more  objective,  and  more  easily 
remembered.  The  designation  of  ankle 
fractures  by  proper  names,  such  as  Pott’s, 
Dupuytren’s,  Cotton’s,  etc.,  is  unneces- 
sarily confusing.  There  is  today  no  una- 
nimity of  opinion  as  to  just  what  is 
meant  by  a Pott’s  fracture.  To  quote 
Ashhurst:  “Pott  in  1769  described  a 

fracture  which  does  not  exist,  and  Du- 
puytren  in  1819  commended  him  for  his 
acute  observation  and  fidelity  to  nature.” 

The  classification  that  we  used  in  this 
study  (Table  1)  is  based  on  the  one  pre- 
sented by  Henderson  in  1932  when  he 
introduced  the  term  “trimalleolar  frac- 
ture” to  denote  a fracture  of  the  posterior 
margin  or  malleolus  of  the  tibia,  asso- 
ciated with  fractures  of  the  fibular  and 
tibial  malleoli. 

It  is  to  be  remembered  that  Table  1 
does  not  give  a true  indication  of  the 
relative  incidence  of  the  various  types  of 
fractures  listed.  This  series  does  not 
represent  consecutive  ankle  fractures. 

Fractures  of  the  ankle  are  nearly  always 
caused  by  indirect  violence,  and  it  is  for 
this  reason  that  the  mechanism  of  injury 


is  important.  For  an  understanding  of 
the  mechanics  of  ankle  fractures,  we  must 
study  the  nature  of  the  fibular  fracture. 
Dupuytren,  long  before  the  days  of 
roentgenograms,  recognized  fractures  of 
the  fibula  as  the  pivotal  injury  in  ankle 
fractures. 

In  severe  ankle  injuries  the  fibula  may 
be  fractured  in  any  one  of  four  locations, 
depending  on  the  mechanism  of  injury 
and  the  degree  of  force  sustained.  The 
fibular  fracture  may  be  primary  or  second- 
ary, complete  or  incomplete. 

1.  The  most  common  type  of  fracture 
of  the  fibula  is  the  “mixed  oblique”  frac- 
ture. By  this  is  meant  that  the  oblique 
fracture  line  runs  above  and  below  the 
inferior  tibiofibular  junction.  The  line 
of  fracture,  which  may  be  linear  or  com- 
minuted, is  always  higher  on  the  posterior 
edge  of  the  fibula  than  on  the  anterior. 
It  is  often  seen  only  in  the  lateral  view 
roentgenogram.  There  may  be  little  or 
no  displacement,  or  there  may  be  con- 
siderable separation  of  fragments. 

This  is  a primary  fracture  and  is  caused 
by  forced  external  rotation  of  the  astraga- 
lus in  the  ankle  mortise.  If  the  force 
is  continued,  this  fracture  may  be  fol- 
lowed by  a rupture  of  the  internal  lateral 
ligament  or  by  an  avulsion  of  the  internal 
malleolus,  in  which  event  a bimalleolar 
fracture  is  produced.  If  an  element  of 
backward  thrust  of  the  foot  is  added  to 
the  force  of  external  rotation,  the  pos- 
terior malleolus  may  be  fractured  and  the 
trimalleolar  fracture  results. 

The  mixed  oblique  fracture  of  the  fibula 
may  occur  with  or  without  displacement 
of  the  astragalus  in  the  ankle  mortise.  If 
displacement  occurs,  it  is  always  found 
that  the  fibular  malleolus  and  astragalus 
move  as  a single  unit.  The  posterior 
band  of  the  external  lateral  ligament  is  an 
exceedingly  strong  bond  between  the 
fibula  and  the  astragalus.  Rupture  of 
this  ligament  has  not  been  reported. 

The  mechanism  of  external  rotation  has 
been  demonstrated  experimentally  on 
cadavers  by  Maisonneuve,  Honigschmied, 
and  Ashhurst  and  has  been  recorded  by 
Ashhurst  as  occurring  in  61  per  cent 
of  his  300  cases.  In  our  series  the  mixed 


September  1,  1940] 


SYMPOSIUM— JOINT  FRACTURES 


1293 


oblique  fracture  of  the  fibula  was  seen 
77  times,  occurring  in  50  per  cent  of  the 
bimalleolar  and  90  per  cent  of  the  tri- 
malleolar fractures. 

2.  The  second  type  of  fracture  of  the 
fibula  is  a transverse  one  at  or  below  the 
level  of  the  tibial  plafond.  The  mechan- 
ism in  this  instance  is  that  of  adduction 
or  inversion.  It  is  sometimes  referred  to 
as  an  avulsion  fracture  of  the  external 
malleolus.  This  fibular  fracture  is  pri- 
mary, and,  if  the  force  is  severe  and  con- 
tinued, there  occurs  a secondary  fracture 
of  the  tibial  malleolus.  This  tibial  mal- 
leolar fracture  is  usually  of  the  compres- 
sion type.  In  certain  instances  a gener- 
ous portion  of  the  tibia  may  be  split  off 
instead  of  a crushing  of  the  tibial  mal- 
leolus. This  avulsion  type  of  fracture  of 
the  fibula  was  seen  in  8 cases  in  our  se- 
ries. 

3.  A third  site  of  fracture  of  the  fibula 
is  one  through  the  surgical  neck  at  a 
point  2 or  3 inches  above  the  tip  of  the 
malleolus.  This  fracture  is  a result  of 
abduction  or  eversion  and  is  usually 
secondary  to  a primary  fracture  of  the 
tibial  malleolus.  The  force  of  abduction 
puts  tension  on  the  internal  lateral  liga- 
ment, which  may  either  rupture  or  break 
off  the  tibial  malleolus.  If  either  of  these 
structures  give  way,  there  follows  a dias- 
tasis of  the  ankle  mortise  and  finally  a 
fracture  of  the  fibula  through  the  surgical 
neck.  It  is  a bending  type  of  fracture  of 
the  fibula,  rather  than  one  caused  by 
torsion.  The  fracture  line  is  roughly 
horizontal.  This  type  of  fracture,  in- 
volving a lateral  displacement  of  the 
astragalus,  is  commonly  known  as  the 
Pott’s  fracture.  In  our  series  of  cases 
the  bending  type  of  fracture  through  the 
surgical  neck  of  the  fibula  was  seen  21 
times. 

4.  A fourth  site  of  fibular  fracture  is 
in  the  shaft  just  below  the  head.  This  is 
produced  by  torsion  or  by  compression  in 
its  long  axis.  This  fracture  occurred  in 
5 instances  in  our  series.  We  have  seen 
this  type  of  fracture  in  1 case  of  severe 
trauma  to  the  ankle  without  fracture  but 
with  diastasis  of  the  ankle  mortise. 

The  posterior  lip  of  the  tibial  plafond 


is  quite  prominent  and  extends  downward 
for  approximately  5 mm.  It  was  named 
the  posterior  malleolus  by  Destot  in 
1911. 

Its  primary  function  is  to  reinforce  the 
ankle  mortise  posteriorly.  The  most 
common  fracture  of  the  posterior  mal- 
leolus is  one  that  complicates  the  bi- 
malleolar fracture  caused  by  external 
rotation  or  abduction.  If  a component 
of  backward  thrust  of  the  astragalus  is 
added  to  the  mechanism  causing  the  bi- 
malleolar fracture,  the  posterior  malleolus 
is  fractured  off.  Probably  the  usual 
mechanism  is  that  the  weight  of  the  body 
in  falling  on  the  fixed  foot  forces  the  tibia 
downward  and  forward  against  the  astraga- 
lus, causing  a fracture  of  the  posterior 
malleolus.  Lateral  roentgenograms  of 
these  trimalleolar  fractures  show  that  up 
to  one-half  of  the  articular  surface  of  the 
tibia  may  be  split  off  and  displaced  pos- 
teriorly. 

The  clinical  significance  of  this  is  im- 
mediately apparent,  because  here  the  in- 
tegrity of  the  weight-bearing  surface  of 
the  tibia  is  jeopardized. 

An  isolated  fracture  of  the  posterior 
malleolus  is  considered  a rare  fracture. 
It  was  found  in  only  1 instance  in  our 
series.  Though  the  mechanism  of  such 
a fracture  was  considered  by  Lucas- 
Championniere  as  a crushing  force  from 
below  upward,  our  case  demonstrates 
that  torsion  played  some  part,  for  there 
was  an  oblique  fracture  of  the  upper  end 
of  the  fibula  along  with  the  isolated  frac- 
ture of  the  posterior  malleolus. 

The  anterior  tubercle  of  the  tibia  is 
sometimes  referred  to  as  the  anterior 
malleolus.  It  serves  as  the  medial  point 
of  attachment  of  the  inferior  tibiofibular 
ligament.  In  diastasis  of  the  tibia  and 
fibula  this  anterior  tubercle  may  be  frac- 
tured. More  often  the  bone  remains 
intact  while  the  ligaments  rupture.  We 
have  seen  this  avulsion  type  of  fracture  in 
2 instances,  both  in  bimalleolar  fractures 
of  the  abduction  type. 

The  supramalleolar  fracture  occurs  at 
a point  2 inches  or  less  above  the  ankle 
joint.  It  is  usually  caused  by  direct 
violence.  While  this  type  of  fracture 
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does  not  violate  the  integrity  of  the  ankle 
joint,  it  is  important  to  restore  and  main- 
tain a true  weight-bearing  line  of  the  tibia 
to  prevent  gradual  distortion  of  the  ankle 
joint.  Only  4 such  fractures  were  ob- 
served. 

The  intermalleolar  fracture  is  usually 
a comminuted  T or  Y fracture  of  the 
lower  tibia.  It  may  be  associated 
with  fractures  of  the  malleoli  It  is  a 
fracture  caused  by  compression  in  the 
long  axis  of  the  leg  and  usually  is  a result 
of  falling  from  a height  and  landing  on 
the  feet.  It  was  seen  in  only  3 cases,  and 
its  relative  infrequency  can  be  explained 
by  the  fact  that  compressions  in  the  long 
axis  of  the  leg  usually  result  in  fractures 
of  the  os  calcis  or  astragalus  rather  than 
in  fractures  of  the  tibia.  The  comminu- 
tion of  the  tibia  may  be  extreme,  making 
satisfactory  reposition  of  the  fragments 
impossible.  Traumatic  arthritis  of  the 
ankle  joint  is  a frequent  sequel  to  this  type 
of  fracture. 

Treatment 

For  purposes  of  treatment  we  may 
divide  all  ankle  fractures  into  two  groups : 
those  without  displacement  and  those 
with  displacement  of  the  fractures  or  the 
astragalus. 

Fractures  Without  Displacement 

Complete  fractures  of  isolated  malleoli 
may  be  immobilized  in  short  leg  casts. 
Bimalleolar  fractures  in  which  one  malleo- 
lus fracture  is  incomplete  may  also  be  im- 
mobilized in  the  short  leg  cast.  Tri- 
malleolar fractures  without  displacement 
should  be  immobilized  in  long  leg  casts. 
If  there  is  much  swelling  of  the  ankle,  the 
first  cast  may  be  changed  after  one  week. 
During  the  past  few  years  we  have  em- 
ployed a snug-fitting  plaster-of -paris  cast 
with  a walking  iron.  By  this  form  of 
immobilization  we  believe  that  the  frac- 
tured ankle  is  adequately  protected  dur- 
ing the  healing  period.  Weight  bearing 
has  proved  to  be  of  value  in  keeping  the 
swelling  and  circulatory  stasis  to  a mini- 
mum. In  several  instances  the  amount 
of  swelling  was  so  negligible  that  a normal 
shoe  could  be  worn  immediately  upon 


removal  of  the  cast.  The  end  results  of 
fractures  of  the  ankle  without  displace- 
ment are  invariably  good. 

Fractures  with  Displacement 

Most  of  our  fractures  were  of  the  bi- 
malleolar and  trimalleolar  types  with  dis- 
placement of  fragments  and  dislocation 
of  the  astragalus.  Here  we  have  followed 
the  cardinal  principle  of  restoring  the 
ankle  mortise  to  anatomic  perfection. 
Where  this  was  neglected  or  could  not  be 
done,  poor  results  were  obtained.  In 
general  the  end  results  of  ankle  fractures 
are  in  direct  relationship  to  the  anatomic 
reposition  of  the  ankle  joint.  Here, 
anatomy  and  function  go  hand  in  hand. 
Good  results  invariably  follow  correct 
anatomic  reductions,  while  poor  results 
can  be  predicted  in  those  instances  where 
they  are  not  achieved. 

For  this  group  of  fractures,  closed 
reduction  under  general  anesthesia  was 
the  method  of  choice.  It  was  success- 
fully carried  out  in  all  but  5 of  our  cases. 
In  its  simplest  form  the  method  of  reduc- 
tion consists  of  manipulation  of  the  ankle 
by  the  surgeon  while  the  knee  is  being 
held  in  flexion  on  the  fracture  table  or  by 
an  assistant.  The  manipulative  reduc- 
tion is  expedited  when  the  mechanism  of 
production  of  the  fracture  is  understood 
and  the  lines  of  force  retraced  in  reverse. 
With  the  fracture  reduced  and  the  foot 
held  in  dorsiflexion,  it  has  been  our  cus- 
tom to  have  check  roentgenograms  taken 
by  a portable  x-ray.  If  the  x-rays  show 
the  reduction  to  be  satisfactory,  a plaster- 
of-paris  cast  is  applied  from  the  toes  to 
the  mid  thigh.  X-rays  are  again  taken 
after  the  cast  is  applied.  In  4 instances 
the  reductions  were  repeated  when  they 
were  found  to  be  unsatisfactory.  In  1 
case  three  separate  manipulations  were 
required  before  a satisfactory  reduction 
could  be  obtained. 

After  four  weeks  of  immobilization  the 
long  leg  cast  is  removed,  and  a snug- 
fitting  short  leg  cast  is  applied.  Where 
desired,  a walking  iron  is  incorporated 
into  this  cast  and  weight  bearing  is 
started.  Weight  bearing  is  usually  de- 
layed in  those  instances  where  a large 
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portion  of  the  weight-bearing  surface  of 
the  tibia  has  been  fractured.  The  total 
period  of  immobilization  in  trimalleolar 
fractures  is  from  eight  weeks  to  ten 
weeks. 

Mobilization  of  the  foot  and  ankle  by 
physical  therapy  is  started  upon  removal 
of  the  cast.  Baking  and  massage,  fol- 
lowed by  active  motion  and  cautious 
weight  bearing  with  crutches,  are  con- 
tinued until  the  patient  is  ambulatory 
without  swelling  or  pain.  Elastic  band- 
ages ancL  arch  supports  are  used  when 
indicated. 

In  the  5 cases  in  which  reduction  could 
not  be  obtained  by  closed  methods,  skele- 
tal traction  was  used  twice.  In  one  a sat- 
isfactory reduction  was  maintained,  while 
in  the  other,  reduction  could  not  be 
accomplished.  A poor  result  was  ex- 
pected but  the  patient  could  not  be 
traced.  In  3 cases  of  trimalleolar  frac- 
ture, open  reduction  with  screw  fixation 
of  the  large  posterior  malleolus  was  suc- 
cessfully employed. 

Malunion  is  the  most  serious  complica- 
tion of  ankle  fractures.  It  may  follow 
when  bimalleolar  and  trimalleolar  frac- 
tures are  improperly  reduced,  or  it  may 
occur  when  properly  reduced  fractures 
are  not  adequately  immobilized.  In  some 
instances  the  period  of  immobilization  is 
too  short,  and  unprotected  weight  bear- 
ing is  resumed  before  the  fracture  is 
completely  united.  Malunion  is  evi- 
denced clinically  by  pain,  stiffness,  and 
deformity  in  the  ankle.  The  x-ray  studies 
reveal  the  poor  alignment  of  the  ankle 
joint  and  may  show  evidences  of  trau- 
matic arthritis.  Treatment  may  be  con- 
servative or  surgical.  In  a large  series 
of  cases  of  malunited  fractures  of  the 
ankle  reported  by  Hamsa  in  1939,  con- 
servative and  palliative  measures,  such  as 
physical  therapy,  arch  supports,  and 
braces,  were  only  fairly  adequate.  The 
operative  procedure  that  gave  the  highest 
percentage  of  good  results  was  the  arthro- 
desis of  the  ankle. 

In  our  series  only  3 malunited  fractures 
of  the  ankle  were  found.  Physical  ther- 
apy and  arch  supports  were  tried  for  as 
long  as  two  years  without  improvement. 


In  all  3 cases  the  ankles  were  fused  sur- 
gically, with  good  results  as  estimated  by 
painless  walking. 

Nonunion  of  the  internal  malleolus  was 
encountered  in  2 cases  of  bimalleolar  and 
1 case  of  trimalleolar  fractures.  Open 
reduction  with  fixation  of  the  malleolus 
fragment  by  a screw  was  performed  in 
each  instance.  The  results  were  satis- 
factory in  relieving  pain  and  instability 
in  the  ankle. 

Fractures  of  the  Astragalus 

Only  8 fractures  of  the  astragalus  were 
hospitalized  during  the  past  ten  years 
The  usual  history  of  a fall  from  a height 
was  obtained  from  7 patients.  In  4 of 
these  there  were  associated  fractures  of 
the  os  calcis.  Two  of  the  cases  had  linear 
fractures  through  the  neck  of  the  astraga- 
lus without  much  displacement,  while 
others  had  varying  degrees  of  comminu- 
tion with  spreading  fragments  of  the  body 
of  the  astragalus.  These  cases  were 
treated  conservatively  by  closed  methods 
and  plaster-of-paris  cast  immobilization. 
All  were  walking  without  crutches  after 
four  to  five  months.  Late  end  results 
could  not  be  obtained. 

In  one  boy  who  sustained  a compound 
comminuted  fracture  of  the  astragalus 
when  his  foot  was  caught  under  the  wheel 
of  a train,  partial  astragalectomy  was 
performed.  Because  of  a great  amount 
of  disability  and  several  persistent  drain- 
ing sinuses,  the  leg  was  later  amputated 
at  its  lower  third. 

Summary 

A study  was  made  of  140  persons  with 
fractures  about  the  ankle  who  were  hos- 
pitalized during  the  past  decade  in  the 
Buffalo  General  Hospital.  Of  these,  8 
were  fractures  of  the  astragalus.  The 
fractures  of  the  tibia  and  fibula  were 
classified  anatomically,  using  the  classi- 
fication suggested  by  Henderson.  A 
large  number  of  our  cases  were  of  the 
trimalleolar  variety.  In  discussing  the 
mechanism  of  production  of  ankle  frac- 
tures, the  nature  of  the  fibular  fracture 
was  used  as  a guide.  The  most  common 
mechanism  of  production,  seen  in  58  per 
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cent  of  our  cases,  was  that  of  forced  ex- 
ternal rotation  of  the  foot.  The  prin- 
ciples of  treatment  were  briefly  dis- 
cussed. 

Successful  results  may  be  expected  if 
complete  and  accurate  reduction  of  the 
fractures  is  maintained  uninterruptedly 
until  union  is  firm.  Protected  weight 
bearing  is  of  value  in  preventing  disuse 
atrophy.  In  our  series  of  cases  all  but  5 
of  the  ankle  fractures  were  satisfactorily 
reduced  by  closed  manipulation  under 
anesthesia. 

Discussion  of  Symposium  on  Fractures 
Involving  Joints 

Dr.  R.  D.  Severance,  Syracuse,  New  York — 
I have  been  greatly  interested  in  this  symposium 
of  “Fractures  Involving  Joints,”  and  should  like 
to  commend  each  writer  for  the  thoroughness 
and  clarity  of  his  paper.  I am  especially  im- 
pressed with  the  value  of  the  experiences  ex- 
pressed in  these  articles. 

In  a discussion  of  fractures  into  the  joints 
there  are  certain  general  considerations  upon 
which  I should  like  to  comment.  A fracture  into 
a joint  always  necessitates  hemorrhage  into  the 
joint  cavity.  We  know  that  a hemorrhage 
causes  an  acute  synovitis  by  irritation.  Too 
often  even  in  the  absence  of  a fracture  a synovitis 
is  reluctant  to  recover.  This  condition  should 
always  be  borne  in  mind,  and  the  removal  of  the 
blood  if  it  distends  the  capsule  is  a necessity 
and  may  be  advisable  even  if  it  is  not  that  ex- 
tensive. 

A second  complication  is  a disturbance  of  con- 
tinuity of  the  articular  cartilage.  We  know 
that  an  irregularity  of  the  articular  cartilage  will 
result  in  an  atrophy  at  high  spots  which,  if 
sufficiently  high,  may  present  raw  bone  as  an 
articulating  surface.  This  in  turn  may  result  in 
a traumatic  arthritis  that  is  disabling  even  if 
temporary  but  which  is  most  disabling  if  it  per- 
sists. Prevention  of  such  a condition  necessitates 
an  anatomic  reposition  of  the  fragments  as  a de- 
sired objective. 

There  are  certain  demands  relative  to  whether 
the  joint  is  a weight-bearing  one  or  not.  We  must 
expect  irritation  to  be  more  probable  in  a weight- 
bearing joint  than  in  a joint  of  the  upper  ex- 
tremity. This  forces  us  to  obtain  a greater  exact- 
ness of  smoothness  in  the  weight-bearing  joint 
than  in  joints  of  the  upper  extremity.  There  are 
also  certain  demands  as  to  whether  the  patient 
is  a man  or  woman.  In  general  we  may  antici- 
pate that  a man  will  have  to  use  his  lower  ex- 


tremities without  opportunity  for  rest,  shielding, 
or  protection  as  compared  to  a woman.  This,  of 
course,  is  variable,  as  some  women  must  remain 
on  their  feet  as  much  or  more  than  men.'  A 
complete  range  of  motion  is  probably  more  desir- 
able in  a woman  than  in  a man,  as  women  are 
more  prone  to  be  embarrassed  by  the  awkward 
appearance  of  a restriction  of  motion.  In  other 
words,  men  may  be  satisfied  with  a limitation  of 
motion  regardless  of  appearance  of  awkwardness 
if  the  motion  is  satisfactory  for  his  job  and  is 
painless.  We  must  not,  however,  lose  sight  of 
the  fact  that  function  is  the  essential  factor  to  be 
obtained. 

I should  like  to  make  a comment  with  regard 
to  the  reduction  of  fractures  in  relation  to  joints. 
If  the  use  of  traction  is  elected  as  the  method  of 
reduction,  that  traction  should  be  made  certain — 
in  other  words,  skeletal  except  in  the  presence  of 
active  epiphyses  in  childhood.  Traction  except 
by  a skeletal  method  may  seem  plausible  in  an 
individual  instance,  but  too  frequently  it  becomes 
variable  and  inefficient  through  some  unexpected 
slipping  of  adhesive,  a traction  band,  or  other 
means  of  grasping  the  extremity.  The  reduction 
is  too  important  to  consider  the  adoption  of  any 
unnecessary  method  which  may  be  uncertain. 
I should  also  like  to  emphasize  here  that  the 
reduction  should  be  carefully  planned  by  a study 
of  the  x-rays  and  a careful  consideration  of 
anatomy,  with  a review  of  that  anatomy  if 
necessary.  We  may  well  avoid  repetition  of  at- 
tempted reductions  by  a careful  planning  of  our 
reduction  procedure.  This  frequently  necessi- 
tates an  x-ray  of  the  opposite  normal  joint  made 
in  identical  positions  for  comparison. 

The  fixation  after  reduction  is  equally  impor- 
tant. Here  again,  certain  general  considerations 
are  worthy  of  comment.  A method  should  be 
chosen  that  permits  the  maintenance  of  joint 
motion  or  allows  the  earliest  possible  motion. 
This  naturally  leads  the  physician  frequently  to 
choose  some  form  of  metal  fixation.  Every 
physician  with  an  extensive  experience  with  frac- 
tures over  a period  of  fifteen  years  or  more  is 
thoroughly  familiar  with  the  frequently  unfor- 
tunate result  of  metal  fixation.  Someone  has 
aptly  said  that  we  are  still  taking  out  the  hard- 
ware inserted  during  the  last  World  War.  Since 
the  introduction  of  vitalium,  fixation  by  metal 
becomes  a safe  method  in  many  instances.  It  is 
so  strong  comparatively  that  the  danger  of  bend- 
ing and  breaking  has  been  essentially  overcome. 
Its  chief  advantage,  however,  is  that  it  is  not 
irritating.  If  metal  fixation  is  to  be  used,  the 
surgeon  should  discard  all  old  metal  not  of  this 
type  and  character  and  replace  it  with  the 
present  strong  nonirritating  type. 
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Another  general  consideration  is  the  type  of 
motion  to  be  instituted  when  the  fracture  is  con- 
sidered sufficiently  healed  to  allow  movement  in 
the  contiguous  joint.  May  I strongly  emphasize 
that  the  only  safe  motion  in  anyone’s  hands  ex- 
cept the  surgeon  is  active  motion.  The  patient 
in  being  instructed  to  use  active  motion  must 
also  be  instructed  that  any  pain  must  be  avoided 
because  it  is  nature’s  signal  of  an  excess  strain  or 
irritation.  Finally,  a general  consideration  is 
that  the  motion  of  all  joints  of  the  extremity  must 
be  maintained  or  re-established  at  the  earliest 
possible  time,  together  with  the  maintenance  or 
redevelopment  of  the  entire  muscle  power  of  the 
extremity.  One  of  the  causes  of  nonunion  is  now 
said  to  be  a separation  of  the  fragments  due  to 
excessive  traction  or  a fixation  of  the  bone,  so  that 
when  atrophy  occurs  at  the  ends  of  the  bone,  the 
muscle  pull  cannot  approximate  the  ends  of  the 
fragments.  This  should  be  rigidly  avoided. 

All  of  these  considerations  may  seem  to  you  to 
be  self -indicated.  It  has  been  our  experience, 
however,  that  many  such  general  considerations 
are  forgotten  and  that  a disability  may  result 
from  the  neglect  of  adequate  attention  to  these 
details  and  general  principles. 

I should  now  like  to  consider  the  special  joints. 
I wish  to  commend  the  writers  strongly  for  ad- 
vocating the  reduction  by  manipulation  of  the 
transverse  supracondylar  fractures  of  the 
humerus  or  femur,  and  may  I add  that  in  effect- 
ing this  reduction  it  may  be  necessary  to  angu- 
late  the  fragments  as  much  as  90  degrees  to  ac- 
complish an  end-to-end  apposition.  A flexion 
of  the  knee  to  90  degrees  is  as  helpful  in  reducing 
fracture  of  the  lower  femur  as  flexing  the  elbow 
to  90  degrees  of  the  upper  extremity.  It  not 
only  relaxes  the  muscles  but  serves  as  a more  ef- 
ficient handle. 

When  skeletal  traction  for  fractures  of  the 
lower  end  of  the  femur  is  used,  skeletal  traction 
through  the  condyles  of  the  femur  is  usually  pos- 
sible without  entering  the  knee  joint. 

In  the  intercondylar  fracture  of  the  femur  it  is 
sometimes  possible  to  reposition  the  condyles 
and  then  fix  them  with  a Carrel  screw,  thus  con- 
verting the  fracture  into  a less  difficult  supra- 
condylar type.  If  such  a method  of  reduction  is 
elected,  it  should  be  performed  in  an  operating 
room  with  the  extremity  sterile  and  rigid  asepsis 
maintained.  A fixation  of  the  supracondylar 
fracture  can  then  sometimes  be  accomplished  by 
inserting  a Kirschner  wire  just  below  the  ad- 
ductor tubercle  and  directing  it  upward  into  the 
shaft  of  the  femur.  The  wire  may  be  inserted  in 
a similar  way  on  the  lateral  side.  Some  surgeons 
seem  to  be  using  a large  amount  of  metal  for 
fixation.  Metal  fixation  should  not  be  con- 


demned for  this  reason  but  all  men  should  use 
the  least  amount  of  metal  possible.  Until  a 
standard  for  fixation  in  each  type  of  fracture 
can  be  determined,  there  is  bound  to  be  a vari- 
ability in  the  amount  of  fixation  utilized. 

In  reviewing  all  of  the  fractures  into  the  knee 
that  have  occurred  at  both  private  and  ward 
practice  at  the  Syracuse  University  Hospital, 
I was  surprised  to  find  several  intracapsular 
fractures.  These  consisted  of  a sheered-off 
section  or  arc  of  the  femoral  condyle;  in  no 
instance  was  the  reduction  maintained  except  by 
internal  fixation. 

Fractures  of  the  Tihial  Plateau. — Nothing  has 
been  said  in  Dr.  Wentworth’s  paper  as  to  when 
a depression  fracture  is  depressed  sufficiently  to 
require  reduction.  I was  astounded  in  reviewing 
these  cases  to  find  that  the  depression  frequently 
remained  unaltered.  Although  I have  not  yet 
followed  up  all  of  these  cases  to  determine  the 
resultant  function  in  this  group,  I have  had 
enough  experience  in  seeing  such  cases  to  know 
that  disturbed  function  frequently  occurs.  Is 
it  safe  to  say  that  a knee  joint  will  tighten  up? 
I doubt  it.  Joint  instability  with  disturbed  line 
of  weight  bearing  is  in  direct  proportion  to  the 
amount  of  depression.  This  type  of  fracture  is 
frequently  complicated  by  an  irreparable  in- 
jury to  the  interarticular  structures  of  the  knee 
joint  or  of  the  intercondylar  spines.  In  reviewing 
these  cases  I did  not  find  a single  instance  where 
depression  was  lessened  appreciably  by  use  of  a 
clamp  reduction.  The  widening  was  reduced  in 
many  instances.  We  have  tried  using  the  clamp 
with  the  knee  joint  open  and  have  found  that 
there  was  no  improvement  in  the  depression,  as 
visualized  by  direct  view  in  the  joint.  Although 
it  has  not  been  my  practice  to  perform  an  open 
operation  on  all  of  these  cases,  I am  convinced 
that  poor  results  occur  too  frequently,  at  least 
in  badly  comminuted  types,  and  that  if  proper 
facilities  and  ability  are  available  an  open  opera- 
tion offers  the  best  opportunity  for  adequate 
reduction.  A simple  plaster  fixation  is  all  that 
is  necessary. 

Elbows. — In  the  supracondylar  fracture  of  the 
humerus  a marked  internal  rotation  of  the  lower 
fragment  is  usually  present  as  the  result  of  the 
fixation  of  the  forearm  to  the  body  for  splinting 
before  the  patient  reaches  the  physician.  While 
the  fracture  is  being  reduced,  a complete  internal 
rotation  is  necessary  and  is  too  often  not  per- 
formed. 

In  the  intercondylar  fracture  of  the  humerus 
open  operation  is  certainly  to  be  avoided  when- 
ever possible,  as  removal  of  the  periosteum 
stimulates  excessive  callous  formation.  A trans- 
fixation of  a reduced  fracture  may  be  accom- 
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plished  by  inserting  a Kirschner  wire  in  a longi- 
tudinal direction  from  the  external  epicondyle 
upward  into  the  shaft  of  the  humerus  as  was 
suggested  for  the  femur. 

Ankle  Fractures. — This  presentation  is  most 
commendable.  The  anatomic  classification  is 
rapidly  becoming  universally  adopted.  The 
universal  knowledge  of  anatomy  as  compared 
to  the  less  well-known  and  controversial  theories 
of  mechanism  of  fracture  explains  this  trend. 
The  growing  use  of  early  weight  bearing  in 
treatment  of  simple  fractures  without  displace- 
ment may  be  responsible  for  a definite  mortality. 
Emboli  have  occurred  in  simple  fibular  frac- 
tures too  frequently  at  times  for  the  complacency 
of  the  surgeon.  A great  danger  still  exists  in 
overlooking  a fracture  of  the  so-called  posterior 
malleolus.  X-ray  interpretations  by  incompetent 
or  inexperienced  physicians  have  at  times  been 
responsible.  Remember,  the  law,  interpreted 
and  sustained  by  higher  courts,  is  that  a physi- 
cian presuming  to  treat  a fracture  assumes  the 
ability  and  responsibility  to  interpret  the  x-ray 
films. 

In  closing  I again  commend  the  clarity  and 
brevity  of  these  papers  and  above  all  a discus- 
sion of  all  cases  by  anatomic  description  rather 
than  affixing  rapidly  forgotten  and  confused 
proper  names  to  special  fractures. 

Dr.  T.  Campbell  Thompson,  New  York  City — 
The  papers  that  have  been  given  by  Drs.  Alla- 
ben,  Wentworth,  Farr,  and  Obletz  have  been 
most  instructive  and  show  conclusively  that 
fractures  involving  joints  are  different  from  other 
fractures,  just  as  fractures  in  children  are  differ- 
ent from  fractures  in  adults  or  fractures  of  the 
lower  extremity  are  different  from  those  of  the 
upper  extremity.  The  types  of  fractures  involv- 
ing joints  are  myriad,  and  each  one  presents  an 
individual  problem. 

Restoration  of  full  function  in  the  joint  is  the 
primary  aim  toward  which  one  should  strive. 
To  re-establish  anatomical  perfection  is  ideal  but 
is  often  unattainable.  If  this  is  the  case,  every 
effort  should  be  devoted  to  the  recovery  of  ap- 
proximately normal  function.  Nature  often 
aids  us  greatly,  but  we  cannot  leave  too  much  to 
nature. 

In  the  lower  extremity  proper  alignment  of 
the  long  bones  and  good  lateral  stability  of  the 
knee  and  ankle  are  essential.  Dr.  Obletz’s 
grouping  of  fractures  of  the  ankle,  depending  on 
the  type  of  fracture  occurring  in  the  fibula,  is  an 
excellent  practical  means  of  determining  the 
mechanism  of  injury  and  the  manipulation  re- 
quired for  reduction.  Dr.  Allaben  has  also 
classified  the  fractures  about  the  knee  joint  into 


groups  requiring  different  methods  of  treat- 
ment. 

In  the  upper  extremity  the  problem  is  some- 
what different,  as  a free  range  of  motion  is  more 
important  than  perfect  alignment.  Dr.  Went- 
worth has  brought  out  the  point  that  limitation 
of  motion  in  the  shoulder  in  elderly  people  is 
usually  caused  by  prolonged  and  unnecessary 
immobilization  and  is  rarely  the  result  of  mal- 
union.  Gravity  tends  to  correct  all  except  the 
grossly  displaced  fractures  in  this  region  and  is 
usually  sufficient  without  any  manipulation 
whatsoever.  In  order  to  relieve  pain  and  spasm 
and  maintain  all  possible  motion  in  the  shoulder, 
elbow,  and  hand,  we  have  adopted  the  following 
regimen.  Immediately  after  the  diagnosis  has 
been  made  by  a roentgenogram  taken  with  the 
patient  standing,  the  principle  of  the  use  of 
gravity  is  carefully  explained  to  him.  After  a 
little  gentle  effleurage,  pendulum  exercises  are 
carried  out.  The  patient  is  not  allowed  to  lie 
down  at  all  and  even  sleeps  propped  up  in  bed 
for  several  weeks.  He  is  up  and  about  during 
the  day  with  only  a sling  or  a sling  and  swathe 
for  immobilization.  The  pendulum  exercises 
are  repeated  once  or  twice  daily  under  super- 
vision until  he  can  be  trusted  to  do  them  himself. 

I should  like  to  ask  Dr.  Wentworth  if  he  thinks 
that  this  routine  is  helpful  or  does  it  merely  as- 
sure the  patient  that  he  is  receiving  adequate 
care?  I agree  with  him  that  fixation  of  the 
shoulder  in  the  abducted  position  is  almost  never 
indicated. 

I have  seen  3 instances  in  the  past  two  years 
where  dislocation  of  the  shoulder  has  been 
accompanied  by  rupture  of  the  supraspinatus 
tendon.  The  diagnosis  is  not  usually  made  until 
it  is  noticed  that  the  patient  does  not  recover  the 
power  of  initiating  active  abduction.  Perhaps 
it  is  fortunate  that,  in  dislocation  of  the  shoulder, 
fracture  of  the  greater  tuberosity  is  a more  com- 
mon complication  than  rupture  of  the  supra- 
spinatus, as  the  results  of  late  repair  of  this 
muscle  are  not  too  satisfactory. 

Supracondylar  fractures  are  very  common  in 
children,  and  the  results  are  usually  quite  good 
even  though  perfect  anatomical  reposition  is  not 
accomplished.  Volkmann’s  contracture  is  a 
rare  complication,  but  this  possibility  must  al- 
ways be  kept  in  mind.  In  any  injury  to  any 
extremity  the  function  of  the  parts  distal  to  the 
injury  should  be  determined,  and  if  normal 
function  is  present  it  must  be  preserved.  Early 
sensory  and  circulatory  changes  cannot  be  over- 
looked. If  present,  they  must  be  promptly  re- 
lieved by  an  operation  that  sections  the  forearm 
fascia,  releasing  the  brachial  vessels  and  the 
median  and  ulnar  nerves  from  pressure.  The 
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fracture  becomes  of  secondary  importance,  and 
accurate  reduction  cannot  be  depended  upon  to 
avoid  ischemic  changes.  A useless  forearm  and 
hand  is  a much  greater  calamity  than  a slight 
deformity  of  the  elbow  with  some  limitation  of 
motion. 

Very  few  fractures  into  joints  require  opera- 
tion, but  certain  ones  about  the  elbow  do.  The 
badly  displaced  supracondylar  or  badly  com- 
minuted fractures  often  result  in  excellent  func- 
tion even  though  the  roentgenograms  do  not 
look  too  promising.  They  are  almost  always 
best  treated  conservatively.  A fracture  of  the 
external  condyle,  however,  can  rarely  be  reduced 
by  closed  manipulation,  as  the  fragment  has 
usually  been  rotated  by  the  extensor  muscles  of 
the  wrist  which  are  attached  to  it.  In  the  roent- 
genograms this  rotation  can  easily  be  overlooked, 
as  the  bone  fragment  is  roughly  triangular  in 
shape.  Unless  this  fragment  is  accurately  re- 
placed by  open  reduction,  growth  will  be  dis- 
turbed and  a cubitus  valgus  will  result.  This 
may  cause  ulnar  nerve  symptoms  many  years 
later. 

Dislocation  of  the  elbow  with  avulsion  of  the 


internal  epicondyle  is  not  uncommon.  After  the 
dislocation  has  been  reduced,  the  fact  that  the 
epicondyle  has  been  torn  off  and  caught  in  the 
joint  may  escape  notice,  as  the  small  internal 
epicondyle  breaks  off  through  the  old  epiphyseal 
line  and  leaves  a smooth  surface  on  the  inner 
side  of  the  trochlea.  If  this  fragment,  the  medial 
ligament  attached  to  it,  and  the  ulnar  nerve  car- 
ried with  it  are  left  in  the  elbow,  there  is  bound 
to  be  considerable  disability,  and  there  may  be 
serious  damage  to  the  ulnar  nerve.  Manipula- 
tion may  be  attempted  if  the  patient  is  seen  soon 
after  the  injury,  but  open  reduction  is  very 
simple  and  yields  excellent  results. 

I agree  heartily  with  Dr.  Farr  that  the  re- 
sults of  fractures  of  the  head  of  the  radius  leave 
much  to  be  desired,  whether  the  head  of  the 
bone  is  removed  soon  after  the  injury,  some  time 
later,  or  not  at  all. 

I know  of  no  way  to  prevent  excessive  callous 
formation  and  capsular  thickening  about  the 
elbow  after  an  injury,  but  misguided  attempts 
to  increase  motion  by  passive  stretching  or  ma- 
nipulation are  sure  ways  to  stimulate  this  un- 
desirable process. 


CRANIAL  SURGERY  AT  THE  BATTLE  FRONT 


When  the  last  war  began  we  were  quite  un- 
prepared for  a military  effort  on  such  a gigantic 
scale  writes  the  London  correspondent  of  the 
J.A.M.A.  Now  the  danger  has  been  foreseen 
and  arrangements  have  been  made  in  advance  in 
the  light  of  our  experience  of  the  last  war.  As 
previous  letters  have  shown,  this  is  true  of  the 
medical  corps.  The  latest  advance  announced 
is  a mobile  unit  for  cranial  surgery  to  operate  as 
near  the  battle  front  as  possible.  Since  the  last 
war  there  have  been  many  advances  in  technic, 
largely  in  the  use  of  electrical  apparatus,  x- 
rays,  diathermy,  and  so  on,  which  will  be  made 
available.  For  cranial  surgery  the  Royal  Army 
Medical  Corps  has  constructed  a mobile  neuro- 
surgical unit  which  is  self  contained.  The  ve- 
hicle is  a motor  lorry  which  carries  a separate 
engine  and  dynamo.  The  cable  conveys  the 
current  to  the  operating  room,  where  it  is  dis- 


tributed to  lighting,  surgical  diathermy,  opera- 
tion table  heaters,  and  suction  pump.  The 
current  also  charges  a 12-volt  accumulator  for  the 
electromagnet.  The  equipment  includes  two 
sets  of  instruments,  two  folding  operating  tables 
with  special  folding  head  rests,  two  folding  instru- 
ment tables,  and  modern  anesthetic  apparatus. 
Sterilization  of  water  and  instruments  is  done  by 
oil  stoves,  and  there  is  also  a high  pressure  steri- 
lizer for  instruments  and  dressings. 

The  personnel  traveling  in  the  lorry  includes  a 
neurosurgeon,  a neurologist,  an  anesthetist,  two 
surgical  assistants,  and  two  operating  room 
nurses.  The  unit  is  designed  to  operate  chiefly 
at  casualty  clearing  stations  but  will  be  based  on 
a parent  base  hospital  for  its  reserve  supplies. 
It  carries  sufficient  material  for  several  hundred 
neurosurgical  operations  and  can  thus  remain  in 
the  forward  area  for  weeks  at  a time. 


MEDICATED  CLASSIC  #5 

{Based  on  Joyce  Kilmer's  “Trees") 

I think  that  I shall  never  see 
A plan  that  cares  for  each  M.D. 

A plan  of  faith  and  decency 
And  individuality — 

A plan  that’s  free  from  politics 
And  subtle  socialistic  tricks. 

I think  that  I shall  never  see 
The  day  when  crackpots  let  me  be; 

When  hair-brained  schemes  are  tossed 
aside, 

When  private  rights  are  not  denied. 

While  poems  are  made  by  fools  like  me 
We’re  fooled  by  Washington,  D.  C. 

— James  A.  Brussel  in  J.A.M.A. 


AN  OREGON  SEQUENCE 

A Double  Feature  at  a Portland,  Oregon 
theater  where  A.  C.  J.  saw  the  announcement 

Sunday — Monday — T uesday 
Ginger  Rogers,  David  Niven  in 
“BACHELOR  MOTHER” 

Lloyd  Nolan,  Janice  Logan  in 
“UNDER  COVER  DOCTOR” 

Cartoon  News 

Spencer  Tracy — Hedy  Lamarr  in 
“I  TAKE  THIS  WOMAN” 

— plus  — 

“A  CHILD  IS  BORN” 


—J.A.M.A. 


A COMPARISON  OF  BELLABULGARA  AND  OTHER  FORMS 
OF  MEDICATION  IN  THE  TREATMENT  OF  CHRONIC 
ENCEPHALITIS 


Josephine  B.  Neal,  M.D.,  and  Stanley  M.  Dillenberg,  M.D.,  New  York  City 

(. Executive  Secretary,  The  William  J.  Matheson  Commission  for  Encephalitis  Research,  New  York  City 
and  Attending  Neurologist,  Welfare  Hospital,  New  York  City,  respectively) 


“■qellabulgara”  is  a tablet  contain - 
£3  ing  4 decimilligrams  of  the  total 
alkaloids  extracted  by  white  wine  from 
the  selected  roots  of  Bulgarian  bella- 
donna. Preparations  of  this  root,  usually 
in  the  form  of  a white  wine  decoction, 
have  been  used  for  several  years  in 
Europe,  particularly  in  Italy,  in  treating 
patients  with  chronic  encephalitis. 

A little  more  than  two  years  ago  the 
Matheson  Commission,  through  the  co- 
operation of  the  Lederle  Laboratories, 
started  to  use  a white  wine  decoction. 
Later  it  was  found  that  this  decoction 
deteriorated  on  standing,  and  a tablet  was 
prepared  to  insure  a stable  preparation. 
The  Matheson  Commission  has  treated 
approximately  100  patients  with  these 
preparations  and  also  with  the  tablets 
now  known  as  Bellabulgara.  Practically 
all  of  these  patients  had  previously  tried 
other  forms  of  symptomatic  treatment, 
such  as  hyoscine,  stramonium,  benze- 
drine, or  combinations  of  these  medica- 
tions. The  results  with  the  Bulgarian 
belladonna  were  far  superior  to  those  ob- 
tained with  any  other  form  of  sympto- 
matic treatment.  In  all  of  the  patients 
the  disease  was  of  long  standing  and  in 
most  instances  in  an  advanced  stage.  As 
the  result  of  treatment,  about  one-third 
can  be  considered  greatly  improved,  one- 
half  as  moderately  improved,  and  the 
remainder  as  slightly  improved.  Many 
of  these  patients  have  been  under  treat- 
ment for  at  least  a year  and  a half,  and 
the  improvement  has  been  maintained. 
In  certain  cases  the  improvement  is 
increasing. 

In  the  fall  of  1939  it  was  possible  to 
make  a comparative  study  at  Welfare 


Hospital  between  a group  of  23  patients 
treated  with  Bellabulgara  and  21  treated 
with  “Rabellon.”  Rabellon  is  a syn- 
thetic preparation  distributed  by  Sharp 
and  Dohme  containing  about  0.5  mg.  of 
alkaloids  in  the  following  combination: 
hyoscyamine  0.45  mg.,  atropine  0.037  mg., 
and  scopolamine  0.012  mg.  All  of  these 
patients  were  in  a far-advanced  stage  of 
chronic  encephalitis,  some  of  them  being 
confined  to  bed  or  to  a wheel  chair.  All 
of  them  had  previously  received  various 
forms  of  medication  as  in  the  series 
already  described.  The  patients  were 
placed  in  the  two  groups  so  that  the  de- 
gree of  severity  was  as  nearly  equal  as 
possible.  The  average  age  in  each  series 
was  42,  and  the  average  duration  of  the 
chronic  stage  was  eleven  and  one-half 
years  in  the  Bellabulgara  series  and  eleven 
and  two-tenths  years  in  the  Rabellon 
series.  Table  1 shows  the  comparative 
results  of  the  Rabellon  and  the  Bella- 
bulgara at  the  end  of  about  two  and  one- 
half  months  of  treatment. 

It  will  be  noted  that  the  results  with 
Bellabulgara  were  far  superior  to  those 
with  Rabellon.  Indeed,  4 of  the  patients 
treated  with  Bellabulgara  were  so  greatly 
improved  that  they  were  in  a condition 
for  discharge.  This  degree  of  improve- 
ment was  not  reached  in  any  of  the  group 
of  patients  treated  with  Rabellon.  Fur- 
thermore, the  toxic  effects  with  Rabellon 
were  more  frequent,  more  severe,  and 
occurred  with  a smaller  dosage.  One 
patient  had  to  stop  the  treatment  on 
account  of  hematuria  when  an  effective 
dose  was  reached. 

The  improvement  following  the  use  of 
Bellabulgara  will  be  discussed.  Again 
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TABLE  1. — Summary  of  Results  with  Bellabulgara  and  Rabellon 


Previous  Number  Un-  Slightly  Moderately  Greatly 

Treatment  Condition  of  Cases  improved  Improved  Improved  Improved 

Bellabulgara  Very  severe  23  3 5 8 7 

Rabellon  Very  severe  21  10  5 3 3 


attention  must  be  called  to  the  fact  that 
all  of  these  23  patients  were  in  a very  ad- 
vanced stage  of  the  disease.  Except  for 
the  3 in  whom  there  was  no  improvement, 
all  showed  subjective  improvement  in 
that  they  felt  stronger,  slept  better,  had 
less  feeling  of  tension  and  were  more 
cheerful  and  cooperative.  Objectively, 
there  was  an  improved  facial  expression, 
less  spasticity  and  tremor,  greater  facility 
in  motion,  and  improvement  in  speech. 
Increased  salivation  was  entirely  relieved 
in  practically  all  cases.  In  this  series 
there  were  5 patients  with  oculogyric 
crises.  In  1 instance  the  crises  disap- 
peared, in  3 they  were  greatly  reduced 
both  in  number  and  severity,  and  in  1 
there  was  a slight  degree  of  improvement. 
Of  9 patients  unable  to  walk,  8 became 
able  to  walk  without  assistance.  Two 
patients  were  treated  earlier  by  Dr.  May- 
barduk.  Both  of  these  patients  had  been 
bedridden  and,  following  the  use  of 
Bellabulgara,  were  able  to  walk  unas- 
sisted. One  of  these  patients  continued 
to  improve  even  after  the  medicine  was 
discontinued. 

In  the  series  of  patients  treated  with 
Rabellon,  the  improvement  was  in  general 
similar  in  nature  but  not  so  marked. 
There  were  5 patients  with  oculogyric 
crises  of  whom  1 was  greatly  improved, 
1 moderately  improved,  and  3 unim- 
proved. Of  9 patients  unable  to  walk, 
3 became  able  to  walk  unassisted. 

It  is  interesting  to  note  that  when  the 
comparative  study  of  these  two  prepara- 
tions was  ended  and  the  patients  were 
returned  to  the  previous  medication,  al- 
most all  of  the  patients  treated  with 
Bellabulgara  urgently  requested  that  the 
Bellabulgara  be  continued.  On  the  other 
hand,  the  patients  who  had  received 
Rabellon,  for  the  most  part,  accepted  the 
return  without  comment. 

With  both  Bellabulgara  and  Rabellon, 
the  optimum  dose  varies  with  each  pa- 
tient. This  must  be  reached  by  gradually 


increasing  the  dose  until  side  effects,  such 
as  marked  dryness  of  the  throat,  blurring 
of  vision,  or  both,  appear.  At  this  point 
the  dose  should  be  maintained  for  several 
days  until  there  is  some  improvement  in 
these  symptoms,  after  which  the  dose 
should  again  be  gradually  increased.  If 
really  toxic  symptoms,  such  as  nausea, 
vomiting,  diarrhea,  urinary  disturbances, 
headache,  or  dizziness,  occur,  the  dose 
should  be  decreased  immediately  to  the 
amount  the  patient  was  taking  before 
these  symptoms  were  noted.  After 
maintaining  this  reduced  dose  for  a 
time,  an  attempt  should  again  be  made 
to  increase  the  dose  gradually.  The  pa- 
tient must  be  kept  under  careful  observa- 
tion until  the  optimum  dose  is  attained. 
In  most  cases  it  is  advantageous  to  give 
the  medication  in  divided  doses. 

In  view  of  the  results  obtained,  both 
in  the  patients  under  the  care  of  the 
Matheson  Commission  and  in  those 
studied  at  Welfare  Hospital,  we  feel 
justified  in  concluding  that  Bellabulgara 
is  the  most  beneficial  drug  at  our  disposal 
in  the  treatment  of  chronic  encephalitis. 

Discussion 

Dr.  Hermann  Vollmer,  New  York  City — Over 
a period  of  two  years  I carried  out  comparative 
studies  with  twelve  different  preparations.  I 
know,  therefore,  how  difficult  it  is  to  come  to 
any  conclusion  as  to  the  value  of  a certain  prepa- 
ration. The  psychologic  factor  in  such  a study 
plays  a decided  role.  All  these  patients  had 
previously  been  treated  with  a great  number  of 
more  or  less  ineffective  drugs.  Once  materially 
improved  by  a new  medicine,  they  are  opposed  to 
every  change.  I started  my  patients  with 
“Homburg  680,”  a very  effective  concentrated 
extract  from  the  original  Bulgarian  roots  of 
Raeff.  When  I tried  to  change  to  Rabellon 
tablets,  the  patients  either  refused  the  change  or 
after  trial  found  Rabellon  not  as  good.  I had  to 
outwit  my  patients.  The  alkaloid  compound 
present  in  Rabellon  was  prepared  in  solution  of 
the  same  color  and  taste  and  dispensed  in  the 
same  bottle  as  “Homburg  680.”  Now  the  pa- 
tients found  Rabellon  as  good  or  better  than 
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Homburg  680.  A year  later,  when  I had  im- 
proved a great  number  of  patients  with  Rabellon 
tablets  and,  for  comparison,  wanted  to  change  to 
Homburg  680  or  Bellabulgara,  I had  a similar 
experience.  Most  of  my  patients  found  these 
preparations  not  as  good  as  Rabellon.  A proper 
comparative  study  should  be  conducted  with 
two  groups  of  patients:  The  one  to  be  treated 
with  Bellabulgara  until  the  optimum  effect  has 
been  reached  and  then  changed  to  Rabellon; 
the  other  group  just  the  reverse.  I am  convinced 
that  Dr.  Neal  then  will  come  to  the  same  con- 
clusion that  I came  to:  namely,  that  Rabellon 
is  not  less  effective  than  Bellabulgara.  Rabellon 
has  the  advantages  of  unlimited  stability,  uni- 
formity, and  much  lower  cost. 

There  is  another,  pharmacologic  point  which 
I should  like  to  mention.  As  you  know,  the 
Atropa  alkaloids  occur  in  three  optically  differ- 
ent forms:  as  racemic  atropine  and  as  levoro- 
tatory  and  dextrorotatory  hyoscyamine.  In 
nature,  these  alkaloids  occur  mostly  in  the  form  of 
levorotatory  hyoscyamine — not  as  atropine. 
Hyoscyamine  is  more  active  in  its  paralyzing 
effect  on  nerve  endings  but  less  toxic  than 
atropine;  it  has  a less  exciting  effect  on  the 
central  nervous  system,  not  as  easily  causing 
delirium  and  hallucinations  as  atropine  does. 
This  is  exactly  what  we  need  for  the  treatment  of 
parkinsonians,  and  the  high  content  of  hyos- 
cyamine seems  to  be  the  main  advantage  of  the 
so-called  Bulgarian  treatment. 

Hyoscyamine  is  a very  delicate  substance.  To 
boil  it  in  wine  is  regarded  by  pharmacologists  as 
injurious  to  this  alkaloid.  The  boiling  process 
transforms  much  of  the  hyoscyamine  into  the 
less  effective  atropine.  And  Bellabulgara  is — as 
far  as  I know — made  from  wine  decoction  of  the 
roots.  To  believe,  as  Dr.  Robev  does,  that  the 
use  of  original  Bulgarian  wine  is  essential  for 
this  procedure  seems  to  me  rather  mystic. 
Panegrossi  and  his  pharmacologist  Antolini- 
Frugoni  have,  years  ago,  abandoned  the  boiling 
procedure  in  favor  of  a cold  extraction  with 
alcohol  and  tartaric  acid.  They  stated  that  this 
cold  extraction  which  is  also  used  for  the  prepa- 
ration of  Homburg  680  definitely  brings  about 
better  results. 

This  seems  to  be  another  advantage  of 
Rabellon:  that  it  really  contains  90  per  cent 
hyoscyamine  and  that  one  knows  exactly  what 
it  does  contain. 

Dr.  J.  L.  McCartney,  Philadelphia — Dr.  Neal 
is  to  be  highly  complimented  on  the  pioneer 


Doctor:  “I’ve  got  to  get  rid  of  my  chauffeur... 

he’s  nearly  killed  me  four  times.” 


work  that  she  has  done  in  the  treatment  of 
chronic  encephalitis,  and  it  is  to  be  hoped  that 
scientific  understanding  will  not  be  befogged  by 
commercial  conflict.  Obviously,  the  medical 
profession  has  been  given  very  valuable  as- 
sistance in  both  Rabellon  and  Bellabulgara;  and 
the  essential  point  is  availability  to  these  very 
unfortunate  individuals  who  up  until  now  have 
had  little  or  no  hope  of  relief  from  their  most 
distressing  symptoms. 

Rabellon,  like  Bellabulgara,  is  an  outcome  of 
the  earlier  work  done  with  the  extract  of  Bul- 
garian belladonna  root.  Because  of  the  world 
situation,  the  Bulgarian  root  is  difficult  to  ob- 
tain, and  work  done  both  in  England  and  in  this 
country  has  clearly  shown  that  if  equally  good 
root  is  obtained  from  other  countries,  the  Bul- 
garian root  is  not  essential.  As  pointed  out  in 
the  literature,  the  earlier  work  done  by  Sharp  and 
Dohme  emphasized  the  instability  of  the  wine 
extract.  Consequently,  the  standard  wine  ex- 
tract of  Bulgarian  belladonna  root  was  analyzed 
for  its  component  parts,  and  the  three  principal 
alkaloids,  in  purified  form,  were  recombined  in 
the  same  proportions  to  form  Rabellon  tablets. 
There  is,  therefore,  no  reason  to  suspect  that 
Bellabulgara  would  be  any  more  therapeutically 
effective  than  this  standardized  product.  On 
the  other  hand,  the  burden  of  proof  rests  in  the 
hands  of  the  clinician  who  should  test  out  both 
products  without  bias. 

Dr.  Neal  ( Concluding  Remarks ) — Homburg 
680  is  not  at  all  the  same  as  the  wine  decoction 
of  the  Bulgarian  roots  of  belladonna  originally 
prepared  by  Raeff.  It  is  prepared  in  an  acid 
medium,  and  according  to  reports,  mainly  from 
English  authors,  these  acid  preparations  are 
more  toxic  than  decoctions  made  in  wine.  How- 
ever, the  decoction  in  wine  is  not  carried  out  by 
boiling  as  Dr.  Vollmer  has  indicated.  The  com- 
parative study  made  at  Welfare  Hospital  seemed 
to  me  a very  fair  one,  and  the  results  were  cer- 
tainly far  better  with  Bellabulgara  than  with 
Rabellon.  In  both  groups,  the  patients  knew 
they  were  taking  a new  medication,  and  there- 
fore the  psychologic  element  cannot  have  been  a 
factor. 

It  is  true  that  it  is  difficult  at  the  present  time 
to  obtain  the  Bulgarian  root,  but  arrangements 
have  been  made  so  that  an  adequate  supply  of 
the  alkaloids  from  this  root  is  in  the  United 
States.  There  should  be,  therefore,  no  concern 
over  the  availability  of  Bellabulgara. 
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BACILLARY  DYSENTERY  DUE  TO  BACILLUS  ALKALESCENS 


Joseph  Felsen,  M.D.,  and  William  Wolarsky,  M.D.,  New  York  City 
( From  the  Department  of  Laboratories  and  Research,  the  Bronx  Hospital) 


Considerable  doubt  exists  regard- 
ing the  pathogenicity  of  Bacillus 
alkalescens  as  a cause  of  dysentery  in 
man.  The  purpose  of  this  communica- 
tion is  to  present  a correlated  clinical  and 
bacteriologic  study  of  14  cases. 

Andre wes1  first  described  the  organism 
in  1918  when  he  isolated  it  from  the  hu- 
man intestinal  contents,  but  he  regarded 
it  as  of  doubtful  pathogenicity.  The  sub- 
sequent history  has  closely  paralleled  that 
of  B.  dysenteriae  Sonne-Duval.  This 
organism  was  first  described  by  Duval 
and  Shorrer2  in  1904,  but  it  was  not  con- 
sidered seriously  as  a cause  of  bacillary 
dysentery  until  Sonne’s  work3  in  1915. 
Since  then  undoubted  evidence  of  its 
pathogenicity  has  been  presented.  Simi- 
larly, following  a quiescence  of  ten  years 
during  which  no  clinical  reports  appeared, 
evidence  now  appears  to  be  slowly  ac- 
cumulating that  B.  alkalescens  is  defi- 
nitely pathogenic. 

Most  of  the  papers  published  from  1928 
to  the  present  concern  urinary  tract  in- 
fections with  this  organism.  Arranged 
chronologically,  these  reports  are  by 
Smith  and  Fraser4  (1928),  Weil5  (1929), 
Popoff  and  Spanwick6  (1931),  Bamforth,7 
Mackenzie  and  Ratner,8  Murray  and 
Pike,9  Starkey10  (1934),  Snyder  and  Plan- 
ner11 (1937),  Neter  and  Rappole,12 
Wooley  and  Sweet,13  and  Neter14  (1938). 
Reports  of  intestinal  infections  associated 
with  B.  alkalescens  are  more  sparse  but 
appear  to  be  increasing  in  frequency  in 
recent  years.  In  1928  Smith  and  Fraser15 
reported  a case  of  puerperal  fever  in  a 
woman  with  diarrhea.  A positive  blood 
culture  for  B.  alkalescens  was  obtained, 
and  the  authors  regarded  the  infection  to 
be  of  intestinal  origin.  In  1934  Welch 
and  Mickle16  described  two  outbreaks  of 
bacillary  dysentery  due  to  B.  alkalescens 
among  students  and  nurses.  These  were 
traced  to  a food  handler  and  promptly 


ceased  when  the  food  handler  was  re- 
moved. They  felt  that  the  organism 
should  be  included  in  the  Shigella  group 
and  was  capable  of  producing  disease  in 
man.  Mackenzie  and  Ratner17  reported 
a case  of  pyelonephritis  in  a woman, 
aged  31,  with  positive  blood,  urine,  and 
fecal  cultures  for  B.  alkalescens. 
Starkey18  described  a similar  case  of 
pyelitis  with  positive  blood  and  urine 
cultures  in  a woman,  aged  31,  with  dis- 
appearance of  symptoms  following  elimi- 
nation of  the  organism.  He  felt  that  while 
the  presence  of  the  organism  in  the  in- 
testine may  not  of  itself  give  rise  to  symp- 
toms it  was  a potential  source  of  general- 
ized infection. 

In  1936  Brown  and  Anderson19  re- 
ported positive  B.  alkalescens  cultures  in 
three  outbreaks  of  enteric  disease  and  in 
a case  of  chronic  enteritis.  They  obtained 
28.6  per  cent  of  positive  cultures  from  28 
cases  of  enteric  disease  as  against  1.4  per 
cent  from  a control  group  of  129.  They 
regarded  the  organism  as  more  often  as- 
sociated with  disease  than  with  health. 
In  1937  Snyder  and  Hanner20  reported 
the  case  of  a 7-year-old  girl  with  a history 
of  previous  gastrointestinal  disturbance 
associated  with  diarrhea  at  the  age  of  5. 
Positive  cultures  for  B.  alkalescens  were 
obtained  from  the  urine  and  feces.  The 
same  organism  was  also  recovered  from 
the  brother’s  stool.  In  1938  Wooley  and 
Sweet21  described  5 cases  of  enteric  infec- 
tion in  children,  characterized  by  ab- 
dominal pain  and  diarrhea  due  to  B. 
alkalescens.  They  were  of  the  opinion 
that  the  organism  was  pathogenic  at 
times,  due  to  increased  virulence. 

In  1939  de  Roda,22  studying  the  subject 
of  ileocolitis  and  diarrhea  among  607 
children  in  the  Philippines,  obtained  13.8 
per  cent  of  positive  cultures  for  B. 
alkalescens.  Incidently,  the  Sonne-Duval 
organism  was  recovered  in  1.8  per  cent 
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and  B.  dispar  in  1.3  per  cent,  neither  hav- 
ing been  previously  reported  in  the  Philip- 
pines. De  Assis23  recovered  B . alkalescens 
from  5 undoubted  cases  of  human  intesti- 
nal infection  one  of  which  proved  fatal. 
He  subsequently  reported  the  same  find- 
ing in  the  mucopurulent  fecal  discharges 
of  a patient  with  chronic  dysentery. 
Neter24  isolated  B.  alkalescens  from  a 
pararectal  abscess  and  from  the  feces  of  a 
patient  with  colitis.  Snyder25  reported 
the  organism  in  a baby  six  weeks  old,  with 
six  to  eight  greenish,  mucoid,  and  watery 
bowel  movements  daily.*  Similar  find- 
ings were  obtained  from  2 normal  babies, 
one  father  exhibiting  the  same  strain. 
Cooper,  et  al.,2&  studied  209  cases  of  acute 
diarrhea  among  infants  and  children  and 
obtained  positive  cultures  of  B.  dysen- 
teriae  in  102  (49  per  cent),  of  which  6 were 
dulcite  fermenters  (i.e.,  presumably  B. 
alkalescens).  Nabarro  and  Edward27  de- 
scribed 17  cases  of  proved  and  probable 
infection  with  B.  alkalescens.  These  were 
divided  into  the  following  groups:  (1) 

acute  diarrhea,  (2)  recurring  diarrhea, 
(3)  double  infections  (concomitant  Sonne- 
Duval  infection),  and  (4)  fever,  constipa- 
tion, and  pyelitis.  They  cited  one  in- 
stance of  contact  infection  in  a hospital 
ward  and  believed  that  the  organism  was 
capable  of  giving  rise  to  a mild  form  of 
acute  dysentery  or  chronic  colitis,  the 
infection  being  primarily  intestinal. 

To  the  above  group  of  cases  may  be 
added  14  that  we  have  been  privileged  to 
study,  viz.,  3 of  acute  bacillary  dysentery, 
one  of  chronic  distal  ileitis,  7 of  chronic 
ulcerative  colitis,  and  3 of  doubtful 
significance. 

Case  Reports 

Case  1. — E.  S.,  girl,  aged  13,  was  admitted 
to  the  Bronx  Hospital  with  complaints  of  ab- 
dominal pain,  particularly  in  the  right  lower 
quadrant,  fever,  and  loss  of  weight  three  weeks 
previously.  The  patient  was  constipated.  The 
temperature  varied  from  99.6  to  101  F.  At  the 
time  of  admission  the  symptoms  and  signs  ap- 
peared to  be  receding,  the  patient  being  quite 
comfortable  and  soon  thereafter,  afebrile. 

* Dr.  Snyder  kindly  furnished  the  strain  recovered 
from  this  case.  Culturally  and  serologically  it  is  identical 
with  the  twenty-two  strains  in  our  collection. 


Sigmoidoscopic  examination  revealed  an  edema- 
tous reddened  and  hemorrhagic  mucosa  in  the 
rectosigmoid  with  large  masses  of  adherent 
mucus.  The  lymph  nodules  were  hypertrophic, 
being  readily  visualized  through  the  inflamed 
mucosa.  The  mucosal  exudate  revealed  a 
marked  preponderance  of  polymorphonuclear 
neutrophiles,  and  repeated  cultures  were  posi- 
tive for  B.  alkalescens.  The  patient’s  organism 
was  agglutinated  by  her  serum  to  a titer  of  1 : 640. 
A stock  strain  was  agglutinated  only  in  1:80. 
A history  of  diarrhea  was  obtained  in  a sister, 
but  further  investigation  was  not  permitted. 
This  case  may  be  properly  classified  as  the  ap- 
pendicular form  of  acute  bacillary  dysentery — 
constipated  type. 

Case  2. — L.  S.,  man,  aged  23,  was  admitted 
to  the  Bronx  Hospital  because  for  twenty-four 
horn's  he  had  had  an  abdominal  pain  that  was 
most  marked  in  the  right  lower  quadrant.  A 
diagnosis  of  acute  appendicitis  was  made,  and 
operative  intervention  revealed  an  acute  gan- 
grenous appendicitis.  Diarrhea  occurred  on  the 
third  day  when  B.  alkalescens  was  recovered 
from  the  feces.  The  patient’s  serum  showed  an 
agglutination  titer  of  1:2,560  and  the  fecal  or- 
ganism was  agglutinated  in  a dilution  of  1 : 20,480 
by  our  diagnostic  alkalescens  serum.  Clini- 
cally, this  case  may  possibly  be  a rare  type  of 
the  acute  appendicular  form  of  bacillary  dysen- 
tery with  secondary  intramural  infection  result- 
ing in  acute  appendicitis. 

Case  3. — S.  B.,  physician,  aged  32,  was  re- 
ferred by  Dr.  A.  M.  Sala.  One  week  previously 
the  patient  experienced  the  sudden  onset  of 
watery  diarrheal  movements,  which  averaged 
seven  to  eight  daily.  Indefinite  abdominal 
discomfort  was  present,  and  on  one  occasion 
some  membrane  and  considerable  mucus  was 
noted  in  the  feces.  Sigmoidoscopy  revealed 
receding  stages  one  and  two  (punctate  follicular 
hypertrophy  and  hyperplasia),  with  inflamed 
mucosa  and  purulent  exudate.  Sigmoidoscopic 
crypt  culture  was  positive  for  B.  alkalescens, 
which  was  agglutinated  by  diagnostic  serum  in 
a dilution  of  1:2,560.  Two  weeks  later  the 
patient  was  re-examined  bacteriologically  and 
by  sigmoidoscopy,  following  vaccination  with 
polyvalent  autogenous  and  stock  alkalescens 
strains.  At  this  time  the  intestinal  mucosa  was 
seen  to  be  entirely  normal,  no  polymorphonu- 
clear cells  were  noted  in  the  exudate,  and  the 
patient  was  free  of  symptoms. 

Case  4:  Chronic  Distal  Ileitis  ( Regional  Ileitis) . 

— We  are  indebted  to  Dr.  R.  M.  Koster  for  the 
privilege  of  studying  this  case.  Several  months 
prior  to  this  investigation  a resection  of  dis- 
eased ileum  had  been  done.  The  patient  sub- 
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sequently  developed  a psoas  abscess  and  ab- 
dominal fistula,  with  pus  discharging  from  the 
fistulous  tract.  There  was  a persistent  diarrhea. 
At  this  time  fecal  culture  revealed  an  organism 
identified  as  slightly  atypical  culturally  but 
clearly  B.  alkalescens  serologically. 

Chronic  Ulcerative  Colitis 

The  following  group  of  seven  cases  will 
be  described  briefly,  as  all  presented  the 
characteristic  symptoms  and  signs  of 
chronic  ulcerative  colitis.  Sigmoidoscopic 
and  roentgenographic  evidence  was  ob- 
tained in  each  instance.  All  had  positive 
fecal  cultures  for  B.  alkalescens. 

Case  Reports 

Case  5. — L.  S.f  woman,  aged  24,  was  referred 
by  Dr.  C.  C.  Mandelbaum.  The  onset  of  the 
disease  occurred  two  years  previously  with  six- 
teen to  eighteen  bloody,  diarrheal  movements. 
At  the  time  of  inception  a brother-in-law,  sister- 
in-law,  and  niece  also  had  diarrhea.  At  eight 
months  the  patient’s  infant  had  bloody,  diarrheal 
movements  for  three  days. 

Case  6. — M.  C.,  man,  aged  28,  who  had  been 
seen  by  Dr.  John  L.  Kantor,  was  hospitalized 
at  Bellevue  and  Montefiore  hospitals.  The 
patient  at  the  time  of  observation  had  had 
chronic  ulcerative  colitis  for  three  years.  He 
exhibited  marked  emaciation,  Mendicant’s  pos- 
ture, and  advanced  pseudopolyposis  cystica, 
often  passing  pinched-off  polyps  by  the  rectum. 

Case  7. — R.  M.,  man,  aged  46,  was  referred 
by  Dr.  I.  H.  Dolin.  The  onset  occurred  fifteen 
months  previously  while  in  the  country,  near 
Ellenville,  New  York.  Both  the  patient  and  a 
cousin  had  diarrhea  which  lasted  about  one 
week.  Following  this  acute  phase,  recurring  at- 
tacks of  diarrhea  and  abdominal  cramps  were 
noted,  for  which  the  patient  was  hospitalized. 
These  attacks  would  last  several  months  and 
were  accompanied  by  pyrexia.  Often  twenty 
movements  occurred  each  night.  At  the  time 
of  our  examination  extreme  lumenal  stenosis, 
murai  fibrosis,  and  pseudopolyposis  were,  present, 
and  the  fecal  discharges  were  grossly  purulent  in 
character. 

Case  8. — F.  W.  H.,  woman,  aged  40,  was  re- 
ferred by  Dr.  George  T.  Pack  and  Dr.  William  F. 
Costello.  The  onset  occurred  five  months  pre- 
viously with  intestinal  bleeding.  At  the  time 
of  our  examination  the  patient  was  extremely 
weak  and  emaciated  and  was  suffering  from 
abdominal  cramps  and  diarrheal,  bloody  bowel 
movements.  Diarrhea  generally  preceded  the 
intestinal  bleeding.  The  mucosal  exudate  was 


purulent  in  character.  The  patient’s  mother 
died  three  years  previously  of  intestinal  bleed- 
ing, which  had  been  present  intermittently  for 
three  years. 

Case  9. — F.  F.,  woman,  aged  34,  was  referred 
by  Dr.  M.  Grollman.  The  onset  of  symptoms 
occurred  seven  or  eight  years  before  coming 
under  our  observation  while  vacationing  in 
Ellenville,  New  York.  At  this  time  she  and  a 
friend  were  taken  ill  with  abdominal  pain,  fever, 
and  diarrhea.  Since  then  there  have  been 
periodic  recurring  attacks  of  cramps  and  diar- 
rhea, often  bloody. 

Case  10. — A.  L.,  man,  aged  24,  was  admitted 
to  the  Bronx  Hospital  through  Dr.  H.  Schoen- 
berg for  operative  treatment  of  a duodenal  ulcer. 
The  patient  had  experienced  intermittent  attacks 
of  diarrhea  for  the  past  four  years.  While  he 
was  in  the  hospital,  frequent  watery  bowel  move- 
ments were  noted.  Positive  cultures  for  B. 
alkalescens  were  obtained  both  from  the  intes- 
tine and  the  abdominal  wound.  This  patient 
was  suffering  from  two  apparently  unrelated 
conditions,  viz.,  chronic  ulcerative  colitis  and 
duodenal  ulcer.  This  was  corroborated  by 
necropsy  findings. 

Case  11. — M.  B.,  girl,  aged  15,  had  been  ad- 
mitted to  the  Bronx  Hospital  five  years  pre- 
viously for  abdominal  pain  and  diarrhea.  The 
blood  agglutination  titer  was  1 : 160  but  initial 
fecal  cultures  proved  negative.  Subsequently, 
however,  B.  alkalescens  was  isolated,  the  strain 
being  agglutinated  in  a dilution  of  1 : 10,240  by 
our  diagnostic  serum. 

Cases  of  Doubtful  Significance 

These  cases  involved  three  nurses 
within  a period  of  a few  weeks  in  May, 
1940,  and  are  significant  for  two  reasons. 
First,  these  positive  fecal  cultures  were 
obtained  in  the  course  of  our  routine 
monthly  surveys,  which  have  been  carried 
out  since  December,  1933,  on  all  food 
handlers,  lay,  and  professional  personnel 
on  the  obstetric  and  pediatric  services  at 
the  Bronx  Hospital.  At  no  time  during 
that  period  was  a positive  culture  for  B. 
alkalescens  obtained  in  these  or  any  other 
of  the  personnel  specified  until  those 
mentioned  above  in  May,  1940.  More 
than  3,010  fecal  cultures  have  been  car- 
ried out  on  these  individuals,  all  of  whom 
receive  careful  physical,  roentgeno- 
graphic, and  laboratory  examinations  to 
establish  the  absence  of  active  disease. 
We  feel  that  this  represents  a suitable 
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control  group,  particularly  since  repeated 
fecal  cultures  are  carried  out  on  the  same 
individuals,  by  the  same  two  bacteriolo- 
gists using  identical  technical  proce- 
dures. All  of  the  3 nurses  affected  re- 
vealed diagnostic  agglutination  titers 
against  their  own  organisms  (1:160  or 
over)  and  in  one  instance  reached 
1:1,280.  In  2 instances  titers  of  only 
1 : 80  were  obtained  against  a stock 
alkalescens  strain.  Second,  none  of  the 
3 nurses  involved  had  diarrhea  and  up  to 
the  present  have  declined  sigmoidoscopy. 
In  view  of  the  findings  in  Case  1 in  which 
active  intestinal  lesions  were  present 
without  diarrhea,  the  possible  existence  of 
similar  pathology  must  be  entertained  in 
the  3 cases  described.  It  is  of  interest 
that  the  nurses  and  the  patient  referred 
to  as  Case  1 were  in  the  hospital  during 
the  same  general  period  of  late  April  and 
early  May,  1940.  No  contact  occurred 
since  the  patient  was  isolated  in  an  adult 
ward.  It  suggests  the  possibility  that  at 
this  time  B.  alkalescens  infections  may 
be  increasing  in  New  York  City.  We  have 
noted  similar  beginnings  in  the  case  of 
Sonne-Duval  and  Flexner  outbreaks.  It 
may  also  be  significant  that  Gilbert  and 
Coleman28  report  that  1 per  cent  of  the 
fecal  specimens  submitted  to  the  New 
York  State  Department  of  Health  labora- 
tories are  positive  for  B.  alkalescens.  A 
similar  condition  appears  to  prevail  in 
New  York  City,  for  fecal  cultures  are 
usually  submitted  by  physicians  when 
there  is  clinical  evidence  of  intestinal  in- 
fection. 

In  the  laboratory  diagnosis  of  acute  B . 
alkalescens  infections,  the  same  general 
rules  apply  as  to  other  dysentery  infec- 
tions. A rising  agglutination  titer,  posi- 
tive culture,  and  diagnostic  bacteriophage 
establish  the  diagnosis  beyond  question. 
In  normal  human  serums  the  agglutina- 
tion titer,  according  to  Neter,  rarely  ex- 
ceeds 1:80.  The  antigenic  structure  of 
B.  alkalescens  and  B.  dysenteriae  Flexner 
are  similar.  Agglutinin  absorption  tests, 
however,  suggest  the  presence  of  two  anti- 
genic factors  in  B.  alkalescens,  one  like 
that  of  the  Flexner  organism  and  another 
specific  for  B,  alkalescens  (Neter). 


The  pathogenicity  of  B.  alkalescens  for 
rabbits  has  been  demonstrated  by  De 
Assis  who  succeeded  in  infecting  his 
animals  by  the  oral  administration  of  liv- 
ing broth  cultures  preceded  by  bile.  In- 
travenous inoculation  of  2 cc.  of  a viable 
broth  culture  was  usually  fatal,  producing 
characteristic  lesions  in  the  ileum  and 
colon.  Cooper  infected  mice  by  combin- 
ing mucin  with  her  culture.  We  have 
been  able  to  infect  mice  by  the  intraperi- 
toneal  injection  of  toxic  strains  using  0.5 
cc.  of  an  eighteen-hour  broth  culture. 

In  man,  the  clinical  manifestations  of 
bacillary  dysentery  are  as  protean  as  the 
cultural  characteristics  of  the  causative 
organisms.  At  least  seven  new  clinical 
types  have  been  described, 29-32  viz.,  ap- 
pendicular with  acute  distal  ileitis,  men- 
ingitic, pneumonic,  agranulocytoid,  con- 
stipated, asymptomatic,  and  afebrile. 
The  relationship  of  bacillary  dysentery 
to  chronic  distal  ileitis  (regional  ileitis) 
and  chronic  ulcerative  colitis  have  been 
noted . 33-35  Itisof  particular  interest  that 
B.  alkalescens  appears  to  be  implicated  in 
our  series  of  3 cases  of  acute  bacillary  dys- 
entery, one  of  chronic  distal  ileitis,  and 
7 of  chronic  ulcerative  colitis. 

Conclusions 

1.  Culturally  and  serologically,  B. 
alkalescens  is  a member  of  the  dysentery 
group. 

2.  Antigenically,  B.  alkalescens  is 
similar  to  B . dysenteriae  Flexner,  exhibit- 
ing both  group  and  type-specific  char- 
acteristics. 

3.  B.  alkalescens  varies  considerably 
in  its  pathogenicity  both  for  the  experi- 
mental animal  and  man,  resembling  in 
this  respect  other  members  of  the  mannite 
fermenting  group. 

4.  In  our  series  the  organism  is  de- 
scribed as  associated  with  acute  bacillary 
dysentery  in  3 instances,  chronic  ulcera- 
tive colitis  in  7 instances,  chronic  distal 
ileitis  in  one  instance,  and  of  undeter- 
mined significance  in  3 instances. 

5.  B.  alkalescens  infections  are  being 
reported  with  increasing  frequency, 
asymptomatic,  constipated,  and  afebrile 
forms  appearing  to  be  rather  common, 
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6.  Urinary  tract  infections  are  rela- 
tively frequent,  as  sometimes  noted  with 
other  members  of  the  dysentery  group. 

7.  Until  further  observations  are  re- 
ported, it  seems  advisable  to  regard  B. 
alkalescens  as  a potential  or  actual  patho- 
gen and  to  isolate  patients  harboring  the 
organism. 
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“POPULAR  REMEDIES  USED  BY  SOUTHERN  PEOPLE” 


The  Journal  of  the  Medical  Association  of 
Georgia  publishes  this  list  of  “Popular  Remedies 
Used  by  Southern  People.”  It  was  compiled  by 
V.  H.  Bassett,  M.D.,  of  Savannah,  from  reports 
of  public  health  nurses,  midwives,  and  other 
sources,  and  ought  to  be  authentic. 

1.  For  cold,  take  Colt’s  foot  candy. 

2.  For  lockjaw  of  the  newborn,  give  a tea 
made  of  Cockroaches. 

3.  For  a dressing  on  the  skin  lesions  of  pella- 
gra, use  pot  liquor  (human  urine). 

4.  For  whooping  cough,  use  a tea  made  of 
Sheeps’  dung. 

5.  To  stop  hiccup,  apply  a piece  of  paper, 
wet  with  cold  water,  to  the  forehead. 

6.  To  aid  a woman  in  childbirth,  let  her 
blow  hard  in  a bottle. 

7.  Remedy  for  “Risen  Breast.”  Apply 
fresh  cow  manure  while  still  warm.  This 
is  an  old  pioneer  remedy. 

8.  For  earache,  apply  a hot  roasted  onion. 

9.  To  remove  warts,  make  the  wart  bleed, 
and  put  blood  on  the  eye  of  a grain  of 
corn ; then  feed  the  corn  to  a chicken. 

10.  To  stop  afterbirth  pains;  place  an  axe 
under  the  mattress,  so  that  blade  will  be 


right  under  the  patient’s  hips.  It  will 
cut  the  pains  off. 

11.  To  prevent  conception,  swallow  a buck 
shot  after  each  menstrual  period. 

12.  Remedy  for  earache  or  toothache,  scorch 
cotton  and  put  wax  from  ear  on  it  and 
place  in  ear  or  on  tooth. 

13.  Nose  bleed:  put  brass  key  down  back,  or 
put  salt  on  top  of  head. 

14.  To  make  teething  easy  for  baby,  tie  nut- 
meg around  neck. 

15.  To  stop  hiccup,  put  a brown  paper  bag 
over  face  and  neck. 

16.  To  help  pains  in  baby’s  abdomen,  feed 
milk  from  mother’s  breast  with  tobacco 
smoke  blown  in  it. 

17.  To  make  teething  easy  for  baby,  find 
nine  lice  from  the  bark  of  an  old  tree  and 
tie  them  in  a bag,  around  the  baby’s  neck. 

18.  To  prevent  lockjaw  after  stepping  on  a 
rusty  nail,  apply  ink  to  the  wound. 

19.  For  sores,  apply  Romany  Balm,  an  oint- 
ment made  from  fat  of  the  kidney  of  the 
pig,  clippings  from  the  frog  of  a horse’s 
hoof,  houseleek,  and  the  bark  of  the 
Elder  Tree. 


HOT  OR  COLD,  YOU  LOSE 

The  role  which  extremes  in  temperatures  play 
in  reducing  resistance  to  colds  is  explained  in 
Hygeia,  The  Health  Magazine,  which  states: 
“Overheating  causes  drying  of  the  mucous  mem- 
branes of  the  nose  and  throat,  increasing  the  ease 
with  which  germs  may  invade  it.  Chilling  may 
produce  congestion  in  the  nose  and  thus  also 
make  it  easier  for  infection  to  take  place.” 


WHY  PROOFREADERS  GO  GAGA 
Layman:  “I  understand  that  you  have  de- 

voted your  life  to  the  study  of  disease  germs?” 
Great  Scientist  (proudly):  “I  have.” 

Layman:  “Have  you  found  a remedy  for  any 
of  them?” 

Great  Scientist:  “Well,  no;  but  I have  suc- 
ceeded in  finding  good  long  names  for  them  all.” 
— Christian  Union  Herald 


STAPHYLOCOCCUS  AUREUS  SEPTICEMIA 


O.  W.  H.  Mitchell,  M.D.,  and  O.  D.  Chapman,  M.D.,*  Syracuse,  New  York 

{From  the  Department  of  Bacteriology  and  Public  Health  and  the  University  Hospital  of  the  Good  Shepherd, 

College  of  Medicine,  Syracuse  University ) 


Increased  interest  in  therapy,  particu- 
larly chemotherapy,  of  staphylococcic 
disease,  especially  those  conditions  with 
blood-stream  invasion,  is  the  chief  reason 
for  this  publication.  The  data  may  help 
in  judging  the  value  of  newer  methods  of 
treatment.  This  report  concerns  a rela- 
tively large  series  of  Staphylococcus 
aureus  infections  with  positive  blood 
cultures.  The  positive  cultures  on  these 
38  patients  comprise  a group  out  of  a 
series  of  4,956  blood  cultures  taken  for 
various  reasons  on  3,977  patients  during 
the  period  October  1,  1921,  to  January  1, 
1940.  In  the  brief  histories  are  remarks 
regarding  treatment  employed. 

It  is  realized  that  the  report  would  be 
more  useful  if  certain  important  biologic 
characteristics  of  the  various  strains  of 
staphylococci  isolated  had  been  ascer- 
tained and  the  number  of  bacteria  per 
cubic  centimeter  determined.  One  can- 
not question  the  value  of  such  data  but 
the  absence  does  not  invalidate  the  find- 
ings for  the  purpose  intended.  Wide 
variations  in  virulence  of  strains  and  in 
susceptibility  of  individuals  are  factors 
of  great  importance  also,  but  cannot  be 
readily  or  accurately  determined. 

There  were  some  patients  with  positive 
Staphylococcus  aureus  blood  cultures 
whose  histories  are  not  included  in  this 
series  as  they  did  not  have  primary 
staphylococcic  cellulitis,  furuncles,  car- 
buncles, or  osteomyelitis  to  which  this 
report  is  limited. 

The  brief  case  histories  include  the 
following:  initials  of  patients,  date  of 

admission  to  hospital,  age,  sex,  race,  final 
diagnosis,  site  of  primary  infection,  dura- 
tion of  illness  before  hospitalization, 
treatment,  day  of  disease  blood  culture 
(B.C.)  was  made,  and  day  of  death  or 
discharge  from  hospital. 

* The  writers  are  indebted  to  Miss  Ruth  I.  Stephens 
for  assistance  in  compiling  and  tabulating  the  records. 


Case  Histories — Cellulitis,  Furuncles, 
Carbuncles 

G.  H.  8-14-22.  5 yrs.  M.  W.  Cellulitis 

right  foot  and  leg,  septicemia.  Primary  toes 
right  foot.  Six  days  before  hospital  admission. 
General  care  home  and  hospital.  Blood  culture 
positive  7th,  11th  day.  Died  11th  day. 

K.  C.  10-10-24.  19.  M.  W.  Cellulitis  left 
eye  region,  cavernous  sinus  thrombosis,  septi- 
cemia. Primary  left  eye  region.  Three  days 
before  hospital  admission.  Gentian  violet 
intravenous  7th,  8th  day.  Incision  under  left 
eye  8th  day.  Nonspecific  protein  therapy  7th, 
9th  day.  B.C.  positive  5th,  8th,  9th  day. 
Died  9th  day. 

R.  L.  12-6-26.  11.  M.  W.  Cellulitis,  in- 
fected blister  right  heel,  bronchopneumonia, 
septicemia.  Primary  right  heel.  General  care 
home.  Ten  days  before  hospital  admission. 
Gentian  violet  intravenous  13th  day.  B.C. 
positive  11th,  12th  day.  Died  13th  day. 

M.  R.  2-10-30.  18.  M.  W.  Cellulitis,  in- 
fected blister  right  heel,  septicemia,  embolic 
pneumonia.  Primary  right  heel.  General  care 
home.  Twelve  days  before  hospital  admission. 
Incision,  drainage  13th  day.  B.C.  positive 
13th  day.  Died  13th  day. 

E.  N.  11-16-32.  41.  M.  W.  Cellulitis  nose, 
cavernous  sinus  thrombosis,  septicemia.  Pri- 
mary tip  of  nose.  Three  days  before  hospital 
admission.  General  care  and  antistreptococcus 
serum.  B.C.  positive  4th  day.  Died  5th  day. 

E.  C.  10-9-35.  50.  M.  W.  Cellulitis, 

septicemia,  diabetes.  Primary  right  forehead. 
Four  days  before  hospital  admission.  Antistrep- 
tococcus serum.  Incision,  drainage  8th  day. 
B.C.  positive  8th  day.  Died  9th  day. 

C.  F.  2-5-39.  20.  M.  W.  Cellulitis,  throm- 
bophlebitis, septicemia.  Primary  left  index 
finger.  Trauma  by  patient  four  days  before 
hospital  admission.  Incision,  drainage  two  days 
before  hospital  admission.  Four  days  before 
hospital  admission.  Sulfanilamide.  Operation 
11th  day  dorsum  of  hand  and  forearm,  in- 
cisions, drainage,  removal  thrombosed  vein 
11th  day.  Blood  transfusion  9th,  13th  day. 
B.C.  positive  5th,  8th,  12th  day,  negative 
19th,  30th,  43rd  day.  Recovered,  left  the  hos- 
pital 53rd  day. 

K.  H.  8-12-39.  16.  M.  W.  Cellulitis, 

septicemia.  Primary  base  left  index  finger. 
Several  days  before  hospital  admission.  In- 
cision, drainage  8-10-39.  Blood  transfusion 
8-13-39.  Sulfanilamide.  B.C.  positive  8-12-39, 
8-13-39.  Died  8-13-39. 

E.  H.  8-26-39.  12.  F.  W.  Cellulitis, 

septicemia.  Primary  right  forearm.  Trauma 
six  days  before  by  patient.  Cellulitis  right  ankle 
three  days  before  hospital  admission.  Incision, 
drainage  right  heel  and  leg  9th  day.  General 
care  of  lesion  on  right  forearm.  Sulfanilamide. 
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Blood  transfusion  9th  day.  B.C.  positive 
7th  day.  Recovered,  left  the  hospital  16th 
day. 

C.  S.  9-12-39.  55.  M.  W.  Cellulitis, 

septicemia.  Primary  between  smallest  toes  on 
left  foot.  Six  days  before  hospital  admission. 
Incision,  drainage  9th  day.  Sulfanilamide. 
Blood  transfusion  9th  day.  B.C.  positive  7th 
day,  negative  16th  day.  Recovered,  left  hos- 
pital 39th  day. 

S.  H.  9-13-26.  14.  F.  W.  Furuncles, 

septicemia.  Primary  upper  back  and  cervical 
region.  Ten  days  before  hospital  admission. 
General  care  home  and  hospital.  B.C.  positive 
11th  day.  Died  12th  day. 

D.  L.  9-5-32.  18.  M.  W.  Furuncles, 

septicemia.  Primary  face.  Fourteen  days  be- 
fore hospital  admission.  Several  furuncles  in- 
cised before  hospital  admission.  Blood  trans- 
fusion 15th,  20th  day.  B.C.  positive  5th,  8th, 
15th  day.  Died  22nd  day. 

S.  G.  8-23-33.  23.  M.  W.  Furuncles, 

septicemia.  Primary  left  forearm  and  right 
index  finger.  Several  days  before  hospital  ad- 
mission. Trauma,  baseball  four  days  before 
hospital  admission.  General  care.  B.C.  posi- 
tive 8-23-33.  Died  8-25-33. 

F.  R.  5-28-38.  14.  M.  W.  Furuncles, 

septicemia.  Primary  right  knee.  Trauma  by 
patient.  Four  days  before  hospital  admission. 
Blood  transfusion  6th,  8th  day.  Prontosil  and 
sulfanilamide.  B.C.  positive  5th  day.  Died 
8th  day. 

G.  K.  11-2-24.  14.  F.  W.  Carbuncle  (in- 

fected endothelioma),  septicemia.  Primary 
upper  lip.  Two  days  before  hospital  admission. 
Trauma  by  patient.  Incision  5th  day.  Tissue 
removed,  microscopical  examination.  Gentian 
violet  intravenous  7th  day.  B.C.  positive  5th, 
6th  day.  Died  7th  day. 

A.  S.  1-16-26.  65.  M.  W.  Carbuncle,  sep- 
ticemia, diabetes.  Primary  right  side  of  face. 
Twenty-one  days  before  hospital  admission. 
Incision  22nd  day.  B.C.  positive  26th  day. 
Died  27th  day. 

L.  C.  9-27-30.  26.  M.  W.  Carbuncle,  sep- 
ticemia. Primary  right  chest  wall,  axillary 
region.  Fourteen  days  before  hospital  admission. 
Trauma  by  patient  nine  days  before.  Incision, 
drainage  16th  day.  Blood  transfusion  19th, 
21st,  23rd,  26th,  27th  day.  Staphylococcus 
vaccine  (autogenous)  beginning  24th  day.  B.C. 
positive  16th,  18th,  21st,  26th,  34th,  53rd  day, 
negative  42nd,  58th  day.  Recovered,  left 
hospital  100th  day. 

B.  L.  8-16-32.  47.  M.  W.  Carbuncle, 

septicemia,  diabetes.  Primary  back  of  neck. 
Seven  days  before  hospital  admission.  Incision 
10th  day.  Blood  transfusion  14th  day.  B.C. 
positive  10th  day.  Recovered,  left  hospital 
99th  day. 

W.  K.  8-31-33.  45.  M.  W.  Carbuncle, 

septicemia.  Primary  back  of  neck.  Six  days 
before  hospital  admission.  Incision  7th  day. 
Died  7th  day. 

A.  H.  12-3-34.  35.  M.  W.  Carbuncle, 

septicemia.  Primary  back  of  neck.  Ten  days 
before  hospital  admission.  Incision,  drainage 
before  hospital  admission  on  11th  day.  Blood 
transfusion  18th,  20th,  22nd,  24th,  26th,  28th, 
30th,  32nd,  34th,  36th  day.  B.C.  positive  14th, 
21st,  34th  day.  Died  46th  day. 


Osteomyelitis 

J.  H.  2-3-22.  9.  M.  W.  Osteomyelitis, 

septicemia.  Trauma.  Left  tibia.  Three  days 
before  hospital  admission.  Operation  left  tibia 
5th  day.  B.C.  positive  5th  day.  Died  6th  day. 

G.  J.  7-13-23.  49.  M.  W.  Osteomyelitis, 
septicemia.  Trauma  with  laceration.  Left  index 
finger,  2nd  phalanx.  Twenty-five  days  before 
hospital  admission.  Amputation  3rd  phalanx 
26th  day,  2nd  phalanx  47th  day.  B.C.  positive 
43rd  day.  Recovered,  left  hospital  54th  day. 

5.  T.  1-1-25.  9.  F.  W.  Osteomyelitis,  sep- 
ticemia. Trauma.  Right  femur.  Four  days 
before  hospital  admission.  Operation  right 
femur  5th  day,  left  radius  7th  day,  left  femur 
12th  day,  sternum  17th  day.  Gentian  violet 
intravenous  10th,  11th,  13th  day.  Blood  trans- 
fusion 12th,  15th,  17th,  19th,  24th  day.  B.C. 
positive  6th,  11th,  13th,  15th,  19th,  negative 
23rd,  29th  day.  Recovered,  left  hospital  139th 
day. 

E.  K.  2-18-25.  13.  M.  W.  Osteomyelitis, 
septicemia.  Trauma.  Left  femur.  Three  days 
before  hospital  admission.  Operation  left  femur 
4th  day.  Gentian  violet  intravenous  6th,  7th, 
8th  day.  Blood  transfusion  12th  day.  B.C. 
positive  4th,  6th,  7th,  9th  day.  Died  16th  day. 

F.  R.  2-25-25.  12.  M.  W.  Osteomyelitis, 
septicemia.  Left  radius.  Seven  days  before 
hospital  admission.  Operation  left  radius  51st 
day.  B.C.  positive  8th,  10th,  14th  day,  negative 
19th  day.  Recovered,  left  hospital  80th  day. 

H.  W.  6-15-25.  9.  M.  W.  Osteomyelitis, 
septicemia.  Left  tibia.  Three  days  before  hos- 
pital admission.  Operation  left  tibia  4th  day, 
right  humerus  7th  day,  left  femur  12th  day. 
B.C.  positive  6th,  12th  day,  negative  19th  day. 
Recovered,  left  hospital  44th  day. 

R.  B.  12-22-25.  10.  F.  W.  Osteomyelitis, 

septicemia.  Trauma,  right  tibia.  Ten  days  be- 
fore hospital  admission.  Operation  right  tibia 
12th  day.  B.C.  positive  13th  day,  negative  27th 
day.  Recovered,  left  hospital  79th  day. 

S.  M.  2-21-29.  10.  M.  W.  Osteomyelitis, 
septicemia.  Infected  blister  little  toe  right  foot, 
trauma  right  leg.  Right  tibia.  Three  days  be- 
fore hospital  admission.  Operation  right  tibia 
4th  day.  B.C.  positive  4th  day,  negative  9th 
day.  Recovered,  left  hospital  24th  day. 

E.  D.  1-14-33.  10.  M.  W.  Osteomyelitis, 

septicemia.  Small  pustule  left  ankle.  Left 
tibia.  Six  days  before  hospital  admission. 
Operation  left  tibia  7th  day.  B.C.  positive  7th 
day.  Spinal  fluid  positive  9th  day.  Died  9th 
day. 

L.  B.  3-26-33.  3.  M.  W.  Osteomyelitis, 

septicemia.  Trauma.  Left  tibia.  Four  days 
before  hospital  admission.  Operation  left  tibia 
6th  day.  Blood  transfusion  8th  day.  B.C. 
positive  5th  day.  Died  10th  day. 

T.  K.  11-6-33.  6.  F.  W.  Osteomyelitis, 

septicemia.  Right  femur.  Four  days  before 
hospital  admission.  Operation  right  femur  6th 
day,  left  fibula  7th  day.  Blood  transfusion  7th, 
9th,  11th  day.  B.C.  positive  5th,  6th  day.  Died 
12th  day. 

L.  C.  12-30-33.  13.  M.  W.  Osteomyelitis, 

septicemia,  pericarditis,  left  pleuritis.  Trauma. 
Right  femur.  Two  days  before  hospital  admis- 
sion. Operation  right  femur  11th  day,  left 
femur  14th  day.  Blood  transfusion  18th,  26th 
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TABLE  1. — Cellulitis,  Furuncles,  Carbuncles 


Blood 

Culture, 

Number 

Age 

Sex  Primary  Lesion 

No.  Positive 

Result 

1. 

G.  H. 

5 

M Cellulitis,  right  foot  and  leg 

2 

Died  11th  day 

2. 

R.  L. 

11 

M Cellulitis,  blister  right  heel 

2 

Died  13th  day 

3. 

E.  H. 

12 

F Cellulitis,  right  forearm 

1 

Recovered,  16th  day* 

4. 

G.  K. 

14 

F Carbuncle,  upper  lip 

2 

Died  7th  day 

5. 

S.  H. 

14 

F Furuncles,  back  and  neck 

1 

Died  12th  day 

6. 

F.  R. 

14 

M Furuncle,  right  knee 

1 

Died  8th  day 

7. 

K.  H. 

16 

M Cellulitis,  base  left  index  finger 

2 

Died** 

8. 

D.  L. 

18 

M Furuncles,  face 

3 

Died  22nd  day 

9. 

M.  R. 

18 

M Cellulitis,  infected  blister,  right  heel 

1 

Died  13th  day 

10. 

K.  C. 

19 

M Cellulitis,  left  eye  region 

3 

Died  9th  day 

11. 

C.  F. 

20 

M Cellulitis,  left  index  finger 

3 

Recovered,  53rd  day* 

12. 

S.  G. 

23 

M Furuncles,  left  forearm,  right  index  finger 

1 

Died** 

13. 

L.  C. 

26 

M Carbuncle,  right  chest  wall 

6 

Recovered,  100th  day* 

14. 

A.  H. 

35 

M Carbuncle,  back  of  neck 

3 

Died  46th  day 

15. 

E.  N. 

41 

M Cellulitis,  nose 

1 

Died  5th  day 

16. 

W.  K. 

45 

M Carbuncle,  back  of  neck 

1 

Died  7th  day 

17. 

B.  L. 

47 

M Carbuncle,  back  of  neck 

1 

Recovered,  99th  day* 

18. 

E.  C. 

50 

F Cellulitis,  right  forehead 

1 

Died  9th  day 

19. 

C.  S. 

55 

M Cellulitis,  small  toes  left  foot 

1 

Recovered,  39th  day* 

20. 

A.  S. 

65 

M Carbuncle,  right  side  face 

1 

Died  27th  day 

* 

Day  of  disease  patient  left  hospital. 

** 

Duration  questionable.  See  history. 

TABLE  2. — Osteomyelitis 

Blood 

Culture, 

Number 

Age 

Sex 

Bone  Complications 

No.  Positive 

Result 

1. 

L.  B. 

3 

M 

Left  tibia 

1 

Died  10th  day 

2. 

H.  P. 

4 

M 

Right  astragalus  Abscess  right  ankle 

1 

Recovered,  47th  day* 

3. 

H.  C. 

5 

F 

Right  femur 

1 

Recovered,  47th  day* 

4. 

T.  K. 

6 

F 

Right  femur  Left  fibula 

2 

Died  12th  day 

5. 

A.  C. 

6 

F 

Right  tibia  Pneumonia,  parotitis,  mul- 

3 

Died  33rd  day 

tiple  abscesses 

6. 

J.  H. 

9 

M 

Left  tibia 

1 

Died  6th  day 

7. 

S.  T. 

9 

F 

Right  femur  Left  radius,  left  femur, 

5 

Recovered,  139th  day* 

sternum 

8. 

H.  W. 

9 

M 

Left  tibia  Right  humerus,  left  femur 

2 

Recovered,  44th  day* 

9. 

R.  B. 

10 

F 

Right  tibia 

1 

Recovered,  79th  day* 

10. 

S.  M. 

10 

M 

Right  tibia 

1 

Recovered,  24th  day* 

11. 

E.  D. 

10 

M 

Left  tibia  Meningitis 

1 

Died  9th  day 

12. 

F.  R. 

12 

M 

Left  radius 

3 

Recovered,  80th  day* 

13. 

E.  K. 

13 

M 

Left  femur 

4 

Died  16th  day 

14. 

L.  C. 

13 

M 

Right  femur  Left  femur,  pericarditis, 

3 

Recovered,  130th  day* 

left  pleuritis 

15. 

J.  s. 

14 

M 

Right  femur 

1 

Recovered,  57th  day* 

16. 

J.  S. 

40 

M 

Left  tibia  Left  fibula,  amputation  leg 

2 

Recovered,  50th  day* 

17. 

G.  J. 

49 

M 

2nd  phalanx  left  Removed  3rd  and  2nd 

1 

Recovered,  54th  day* 

index  finger  phalanges 

18. 

M.  J. 

57 

M 

Right  tibia  Left  femur 

3 

Died  33rd  day 

* Day  of  disease  patient  left  hospital. 


day.  B.C.  positive  3rd,  9th,  20th  day,  negative 
28th,  54th,  65th  day.  Pericardial  fluid  positive 
22nd,  27th  day.  Left  pleural  fluid  positive  42nd, 
48th  day.  Recovered,  left  hospital  130th  day. 

H.  C.  1-23-34.  5.  F.  W.  Osteomyelitis, 

septicemia.  Trauma.  Right  femur.  Seven 
days  before  hospital  admission.  Operation 
right  femur  8th  day.  B.C.  positive  9th  day. 
Recovered,  left  hospital  47th  day. 

J.  S.  8-4-34.  40.  M.  W.  Osteomyelitis, 

septicemia.  Osteomyelitis  same  location  33 
years  ago,  operation.  Also  recent  trauma  left 
tibia  and  ankle.  Left  tibia.  Fifteen  days  be- 
fore hospital  admission.  Operation  left  tibia 
17th  day,  left  fibula  34th  day,  amputation  39th 
day.  Blood  transfusion  26th,  37th,  39th  day. 
B.C.  positive  23rd,  25th  day.  Recovered,  left 
hospital  59th  day. 

M.  J.  8-17-34.  57.  M.  W.  Osteomyelitis, 
septicemia,  bronchopneumonia  two  weeks  before 
hospital  admission.  Right  tibia.  Seven  days 
before  hospital  admission.  Operation  right  tibia 
8th  day,  left  femur  12th,  27th  day.  B.C.  posi- 
tive 8th,  11th,  28th  day.  Died  33rd  day. 

J.  S.  3-27-35.  14.  M.  W.  Osteomyelitis, 


septicemia.  Trauma  right  femur.  Two  days 
before  hospital  admission.  Operation  right 
femur  4th  day.  Blood  transfusion  11th  day. 
B.C.  positive  6th  day.  Recovered,  left  hospital 
57th  day. 

A.  C.  8-11-36.  6.  F.  W.  Osteomyelitis, 

septicemia,  pneumonia,  parotitis,  multiple  ab- 
scesses. Trauma  right  ankle.  Right  tibia. 
Seven  days  before  hospital  admission.  Incision, 
drainage  right  tibia  9th  day.  Abscess  right 
shoulder  31st  day.  Incised  31st  day.  Blood 
transfusion  11th,  12th,  14th,  18th,  23rd,  30th 
day.  Staphylococcus  antitoxin  intramuscularly 
31st,  32nd  day.  B.C.  positive  8th,  10th,  16th 
day.  Died  33rd  day. 

H.  P.  10-11-39.  4.  M.  W.  Osteomyelitis, 
septicemia,  abscess  right  ankle.  Right  astragalus. 
Six  days  before  hospital  admission.  Trauma. 
Incision,  drainage  7th  day.  Sulfanilamide. 
Blood  transfusion  22nd  day.  B.C.  positive  7th 
day,  negative  12th,  21st,  27th,  35th  day.  Re- 
covered, left  hospital  47th  day. 

Case  fatality  rates  in  staphylococcic 
disease  with  positive  blood  cultures  show 
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considerable  difference  when  patients  are 
classified  according  to  location  of  primary- 
lesions.  This  observation  has  been  re- 
corded in  medical  literature  for  quite  a 
while  and  its  importance  is  evident  in  this 
compilation.  Tables  1 and  2 have  been 
prepared  to  make  this  readily  appar- 
ent. 

Summary 

1.  Age  and  sex  incidence  in  these 
groups  are  in  accord  with  other  reports 
in  the  literature. 


2.  Nearly  all  the  osteomyelitis  pa- 
tients were  children. 

3.  Males  greatly  outnumbered  females. 

4.  Half  of  the  patients  with  cellulitis, 
furuncles,  and  carbuncles  had  primary 
lesions  on  the  neck  or  face. 

5.  Of  the  18  patients  with  osteo- 
myelitis, the  tibia  was  the  first  bone  in- 
volved in  9 and  the  femur  in  6. 

6.  Fifteen  of  the  20  patients  with  pri- 
mary skin  lesions  died. 

7.  Seven  of  the  18  patients  with  osteo- 
myelitis died. 


EXAMINATIONS— AMERICAN  BOARD  OF  OBSTETRICS  AND  GYNECOLOGY 


The  annual  written  examination  and  review  of 
case  histories  (Part  I)  for  Group  B candidates  will 
be  held  in  various  cities  of  the  United  States  and 
Canada  on  Saturday,  January  4,  1941,  at 
2:00  p.m.  Candidates  who  successfully  complete 
the  Part  I examinations  proceed  automatically  to 
the  Part  II  examinations  held  later  in  the  year. 

The  following  action  regarding  case  records  to 
be  submitted  by  candidates  taking  the  Group 
B,  Part  I,  examination  after  January  1,  1942, 
was  passed  by  the  Board  at  its  annual  meeting 
in  Atlantic  City,  N.  J.,  on  June  6,  1940:  “Case 
records  submitted  by  candidates  must  be  of  pa- 
tients treated  within  four  years  prior  to  the  date 
of  the  candidate’s  application.  The  number  of 
cases  taken  from  one’s  residency  service  should 
not  be  more  than  half  (25)  of  the  total  number  of 
fifty  (50)  cases  required.” 

Applications  for  admission  to  Group  B,  Part  I, 
examinations  must  be  on  file  in  the  Secretary’s 
Office  not  later  than  October  5,  1940. 

The  general  oral  and  pathologic  examinations 
(Part  II)  for  all  candidates  (Groups  A and  B) 
will  be  conducted  by  the  entire  Board,  meeting 
at  Cleveland,  Ohio,  immediately  prior  to  the 
June,  1941,  meeting  of  the  American  Medical 
Association. 

After  January  1,  1942,  there  will  be  only  one 
classification  of  candidates,  and  all  will  be  re- 
quired to  take  the  Part  I and  Part  II  examina- 
tions. 

In  response  to  numerous  inquiries  regarding 
special  training  requirements,  the  Board  desires 
to  announce  again  that  there  are  three  methods 
of  meeting  these  requirements  for  admission  to 


the  Board  examinations.  First,  by  the  residency 
system;  second,  by  the  partial  residency  and 
partial  assistantship  method;  and  third,  entirely 
by  the  assistantship  or  “preceptorship”  method. 
Details  of  the  residency  requirements  are  given 
in  the  Board  booklet,  sent  by  request. 

The  Board  will  accept  in  lieu  of  the  formal 
residency  service  the  training  acquired  by  a 
qandidate  serving  on  an  assistant  or  dispensary 
staff  of  an  obstetric  and  gynecologic  division  of  a 
recognized  hospital,  under  the  direction  of  a 
recognized  obstetrician-gynecologist  (preferably 
a diplomate).  The  time  required  for  this  type 
of  training  must  be  longer  than  with  the  formal, 
more  intensive  residency  type  of  training,  and 
the  allowance  of  time  depends  upon  the  duties 
and  responsibility  given  the  candidate.  Ap- 
plicants lacking  all  formal  special  training 
should  have  a minimum  of  five  years  of  hospital 
clinic,  or  assistant  hospital  staff  appointments 
in  the  specialty,  under  approved  direction. 
Teaching  appointments  without  accompanying 
hospital  staff  or  clinical  appointments  will  not 
satisfy  the  Board  requirements.  A special  form 
amplifying  the  original  application  must  be 
filled  out  to  cover  the  details  of  such  assistant- 
ship  or  preceptorship  type  of  training.  The 
Board  approves  for  special  training  work  done 
in  institutions  approved  jointly  by  the  Board 
and  by  the  Council  on  Medical  Education  and 
Hospitals  of  the  American  Medical  Association. 

For  further  information  and  application 
blanks,  address  Dr.  Paul  Titus,  Secretary,  1015 
Highland  Building,  Pittsburgh  (6),  Pennsyl- 
vania. 


MEDICINE  ON  WHEELS 

In  the  Danube  region  formerly  belonging  to 
Austria,  a so-called  health  wagon  has  been  put 
into  use  among  the  farming  communities,  re- 
ports the  J.A.M.A.  It  consists  of  an  auto- 
mobile in  which  the  rear  seats  have  been  re- 
moved and  a medicine  chest  built  in  containing 
medical  instruments,  a scale  for  weighing  chil- 
dren, and  a card  index  of  the  mothers  and  children 
in  the  various  villages.  The  physician  is  his 
own  chauffeur.  He  is  accompanied  by  a social 
welfare  nurse.  The  service  cares  for  infants 
and  preschool  children  and  offers  advice  to 


mothers  similar  to  that  given  in  maternity  and 
children’s  welfare  stations  in  cities.  Children 
receive  medical  care  from  the  time  they  are 
born  to  the  fourteenth  year.  Particular  atten- 
tion is  paid  to  rickets  and  digestive  disturbances. 
The  work  is  done  in  close  cooperation  with  the 
physicians  and  hospitals  of  the  district.  Similar 
health  vehicles  are  planned  for  other  Austrian 
districts.  The  villages  and  settlements  are 
visited  in  regular  rotation,  about  every  two 
weeks  on  the  same  day.  The  medical  service  is 
free. 


PICROTOXIN  TREATMENT  OF  BARBITURATE  POISONING 


Edward  C.  Reifenstein,  Jr.,  M.D.,  Syracuse,  New  York 
(. Instructor  in  Medicine  and  Psychiatry,  College  of  Medicine,  Syracuse  University) 


IN  A recent  communication,1  Dr.  E.  C. 

Reifenstein,  Sr.,  and  I collected  and 
reviewed  from  the  literature  the  cases  of 
barbiturate  poisoning  treated  with  picro- 
toxin  and  reported  our  own  2 cases  of 
barbiturate  intoxication  that  recovered 
with  this  antidote.  I am  recording  herein 
our  third  case  because  (1)  the  patient  re- 
covered from  a lethal  dose  of  phenobar- 
betal with  no  antidotal  treatment  except 
picrotoxin,  (2)  the  patient  was  given  one 
of  the  largest  reported  doses  of  picrotoxin 
(559  mg.)  without  harmful  effect,  and  (3) 
the  patient  failed  to  exhibit  the  depressed 
blood  pressure  usually  observed  in  acute 
barbiturate  poisoning. 

Case  Report 

E.  P.,  a 25-year-old  white  man,  weighing  146 
pounds  (66.3  Kg.),  was  admitted  to  the  Syracuse 
University  Hospital  on  March  2,  1940,  in  a deep 
coma.  The  patient  had  been  found  comatose  in 
bed  shortly  before  admission.  There  was  an 
empty  bottle  labeled  phenobarbital  on  a stand 
nearby.  History  subsequently  obtained  from 
the  patient  revealed  that  he  had  developed  an 
acute  neisserian  infection  six  weeks  prior  to  ad- 
mission, which  had  failed  to  respond  to  treat- 
ment. Four  days  prior  to  admission  he  began  to 
have  severe  pain  in  the  right  shoulder.  The  pa- 
tient became  discouraged  about  the  failure  of  his 
infection  to  respond  to  treatment,  about  the  pain 
in  his  right  shoulder,  about  the  loss  of  his  posi- 
tion, and  about  financial  reverses,  and  he  decided 
to  commit  suicide.  Although  he  cannot  state 
exactly  how  many  phenobarbital  tablets  were 
taken,  he  admits  ingesting  a “handful.”  Inas- 
much as  the  bottle  originally  contained  100  tab- 
lets, size  0.1  Gm.  (IV2  grain),  and  had  been  but 
recently  acquired,  and  inasmuch  as  20  tablets 
were  found  in  the  bottle  when  the  patient  was 
discovered  in  coma,  it  was  estimated  that  the 
dose  consumed  was  about  60  to  80  tablets — 6 to  8 
Gm.  (90  to  120  grains).  As  far  as  could  be  dis- 
covered no  vomiting  had  occurred,  so  it  was  as- 
sumed that  the  patient  retained  the  entire  dose. 
This  dose  was  further  verified  by  the  amount  of 
picrotoxin  required  for  recovery. 


The  patient  was  discovered  approximately  ten 
to  twelve  hours  after  ingesting  the  phenobarbital. 
On  admission  the  following  observations  were 
noted : a slight  pallor,  shallow  respirations  of  20 

per  minute,  a pulse  of  116  beats  per  minute,  a 
blood  pressure  of  124/80,  a rectal  temperature  of 
99.4  F.,  constricted  pupils,  insensitive  corneas, 
and  absent  reflexes.  The  heart  sounds  were  of 
good  quality,  the  lungs  were  without  moisture. 
There  were  no  blebs  on  the  skin  of  the  extremi- 
ties. The  patient  was  completely  comatose  and 
could  not  be  aroused  by  painful  stimulation. 
Attention  is  directed  to  the  unusual  finding  of 
normal  blood-pressure  levels. 

Laboratory  data  on  admission  revealed : 
hemoglobin  14.5  Gm.,  r.b.c.  4,750,000  per  cubic 
millimeter,  w.b.c.  18,200  per  cubic  millimeter, 
and  the  differential  count  showed  82  per  cent 
polymorphonuclear  cells  and  16  per  cent  lympho- 
cytes. The  films  of  the  red  cells  were  not  re- 
markable. The  admission  urine  examination  re- 
vealed a clear  yellow  specimen  with  a specific 
gravity  of  1,056,  no  albumin,  no  sugar,  no  ace- 
tone, and  no  diacetic.  Microscopic  examination 
was  not  remarkable.  The  nonprotein  nitrogen 
of  the  blood  was  26,  and  the  blood  sugar  was  83 
mg.  per  hundred  cubic  centimeters.  The  blood 
Wassermann  test  was  negative.  Subsequent 
roentgen-ray  examination  of  the  lungs  and  the 
right  shoulder  revealed  no  pathologic  findings. 

When  treatment  was  instituted,  it  was  felt 
that  gastric  lavage  was  not  indicated  because  of 
the  interval  that  had  elapsed  since  the  ingestion ; 
further,  there  was  some  danger  in  passing  a 
stomach  tube  in  a patient  so  completely  relaxed. 
The  respiration  did  not  appear  sufficiently  de- 
pressed to  warrant  oxygen.  Mucus  in  the  throat 
was  negligible  and  did  not  require  special  treat- 
ment or  suction.  Because  of  the  acute  urethritis, 
the  insertion  of  an  indwelling  catheter,  which 
ordinarily  is  indicated  in  the  treatment  regimen, 
was  omitted,  and  fortunately  the  patient  voided 
involuntarily  every  ten  to  twelve  hours  during 
the  treatment  period. 

In  treating  the  patient,  external  heat  was  ap- 
plied at  once.  It  was  decided  to  utilize  only  (1) 
the  slow,  continuous  intravenous  infusion  of 
picrotoxin  in  0.01  per  cent  solution  (50  mg.  in  500 
cc.  of  5 per  cent  glucose  in  normal  saline),  alter- 
nating with  (2)  250  cc.  of  50  per  cent  sucrose  as  a 
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slow  intravenous  infusion,  supplemented  with 
(3)  fluids  given  as  5 per  cent  glucose  in  distilled 
water.  No  other  therapy  of  any  kind  was  ad- 
ministered. 

The  patient  was  estimated  to  have  been  in  a 
coma  fourteen  hours  at  the  time  the  picrotoxin 
was  instituted.  He  was  treated  continuously 
without  interruption  for  seventy-eight  hours. 
All  of  the  solutions  were  administered  by  con- 
tinuous intravenous  infusion  at  the  rate  of  50  to 
60  drops  per  minute.  During  the  first  twenty- 
four  hours  of  treatment  the  patient  received  139 
mg.  of  picrotoxin,  75  Gm.  of  glucose,  375  Gm.  of 
sucrose,  18  Gm.  of  sodium  chloride,  and  2,750  cc. 
of  fluid.  The  only  evidence  of  any  effect  oc- 
curred when  the  patient  became  somewhat  rest- 
less prior  to  voiding  involuntarily.  The  restless- 
ness subsided  afterward.  The  patient  had  ex- 
cellent diuresis  after  the  sucrose.  During  this 
period  the  temperature  rose  slowly  to  101  F.,  the 
pulse  varied  from  112  to  116  beats  per  minute, 
the  respirations  remained  constant  and  shallow 
at  20  per  minute,  and  the  blood  pressure  was  un- 
changed at  122/60. 

During  the  second  twenty-four  hours  of  treat- 
ment the  patient  received  an  additional  150  mg. 
of  picrotoxin,  75  Gm.  of  glucose,  250  Gm.  of 
sucrose,  18  Gm.  of  sodium  chloride,  and  3,000  cc. 
of  fluid.  At  no  time  was  moisture  detected  in 
the  chest,  and  mucus  in  the  throat  was  not 
troublesome.  Sucrose  continued  to  produce  di- 
uresis. The  temperature  rose  to  104  F.  at  about 
the  fortieth  hour  of  treatment,  apparently  due  to 
dehydration.  Therefore,  during  the  subsequent 
treatment  the  sucrose  was  omitted.  During  the 
second  twenty-four-hour  period  of  the  treatment 
the  pupillary  reaction  returned,  and  the  achilles 
reflexes  could  be  obtained.  The  patient  would 
respond  by  moving  his  arms,  grimacing,  or  groan- 
ing when  strong  pressure  was  applied  to  the 
sternum.  The  pulse  rate  rose  to  130,  the  respira- 
tions to  22,  and  the  blood  pressure  fell  to  116/80. 
No  fibrillary  twitching  of  the  muscles  was  ob- 
served at  any  time. 

During  the  third  twenty-four  hours  of  treat- 
ment, the  patient  received  an  additional  231  mg. 
of  picrotoxin,  100  Gm.  of  glucose,  and  over  3,000 
cc.  of  fluid.  Nine  milligrams  of  the  picrotoxin 
was  given  intramuscularly  because  of  difficulty  in 
keeping  the  intravenous  infusion  needle  in  place. 
There  was  a marked  change  in  the  condition  of 
the  patient.  He  became  hyperactive  and  had  to 
be  restrained  with  a canvas  bed  cover.  He 
screamed  loudly  and  roused  slightly  at  times  when 
spoken  to  or  when  pressure  was  applied  to  his 
sternum.  All  of  the  reflexes  returned.  His 
temperature  dropped  to  101  F.,  his  pulse  ranged 
from  100  to  110  beats  per  minute,  his  respirations 


increased  to  26  per  minute  and  were  deeper,  and 
his  blood  pressure  continued  unchanged.  Oil 
retention  and  cleansing  enemas  were  given  with 
satisfactory  results  and  no  evidence  of  fecal  im- 
paction. 

After  seventy  hours  of  treatment  the  patient 
was  so  restless  that  intravenous  infusions  were 
impossible.  Thereafter  he  received  3 to  6 mg.  of 
picrotoxin  intramuscularly  every  hour  for  eight 
hours  (total  39  mg.).  At  the  end  of  this  time, 
after  seventy-eight  hours  of  treatment  and 
ninety- two  hours  of  coma,  the  patient  was 
quieter,  conscious,  oriented,  and  able  to  talk  co- 
herently and  to  drink  fluids.  He  complained  of 
thirst  and  consumed  by  mouth  over  1,000  cc.  in 
an  hour.  He  was  considered  to  be  rational  and 
to  have  recovered,  and,  therefore,  the  treatment 
was  discontinued.  However,  he  was  aroused 
every  hour  during  the  following  night  to  be  cer- 
tain no  relapse  was  occurring.  The  patient  re- 
ceived in  all,  559  mg.  of  picrotoxin,  39  mg.  of 
which  was  given  intramuscularly  and  the  rest  in- 
travenously. There  was  never  the  slightest  evi- 
dence of  fibrillary  twitching  of  the  muscles  or  of 
convulsions.  In  addition  he  received  a total  of 
•1,250  cc.  of  50  per  cent  sucrose  intravenously. 
Physical  examination  at  this  time  revealed  no 
residual  effects  from  the  phenobarbital  intoxica- 
tion. 

One  week  later  the  neisserian  infection  which 
had  been  demonstrated  to  be  active  by  positive 
smears  was  given  treatment  with  sulfamethyl- 
thiazole.  The  patient  has  responded  satisfac- 
torily. 

Summary  and  Conclusion 

A 25-year-old  man,  weighing  146 
pounds  (66.3  Kg.),  survived  an  estimated 
dose  of  6 to  8 Gm.  (90  to  120  grains)  of 
phenobarbital,  taken  with  suicidal  intent. 
The  patient  remained  untreated  for  four- 
teen hours  and  was  found  in  a deep  coma 
with  insensitive  corneas  and  absent  deep 
reflexes.  He  failed  to  respond  to  physical 
stimulation.  The  patient  was  treated 
continuously  for  seventy-eight  hours  with 
intravenous  picrotoxin  alternating  with 
intravenous  sucrose.  He  gradually  be- 
came more  restless,  passed  through  a 
stage  of  maniacal  excitement,  and  finally 
became  rational  after  ninety-two  hours 
of  coma.  He  received  a total  of  559  mg. 
of  picrotoxin  and  1,250  cc.  of  50  per  cent 
sucrose.  He  exhibited  good  diuresis  after 
the  sucrose.  Pulmonary  congestion  and 
fibrillary  twitching  of  the  muscles  did  not 
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occur.  The  patient  recovered  without 
residuals.  This  case  is  unusual  in  that 
the  patient  never  exhibited  the  fall  in 
blood  pressure  usually  seen  in  barbiturate 
poisoning. 

This  case  furnishes  additional  evidence 


that  picrotoxin  is  an  effective  antidote  to 
acute  barbiturate  poisoning. 

1801  State  Tower  Building 
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ANNUAL  MEETING  OF  EYE  AND  EAR  SPECIALISTS 


The  American  Academy  of  Ophthalmology 
and  Otolaryngology  will  hold  its  forty-fifth 
annual  convention  in  Cleveland,  October  6 to  11, 
with  headquarters  at  the  Hotel  Cleveland. 

The  Academy,  an  organization  of  more  than 
2,500  specialists  in  diseases  of  the  eye,  ear,  nose, 
and  throat,  carries  on  an  active  program  of 
education  for  its  members.  In  addition  to 
scientific  papers,  an  elaborate  series  of  courses  is 
presented  at  each  convention  to  bring  the  mem- 
bers up  to  date  in  their  chosen  fields.  More  than 
one  hundred  of  these  will  be  offered  this  year. 

In  the  past  year  arrangements  have  been 
made  to  extend  the  teaching  activities  to  young 
physicians  just  entering  on  specialization. 
Home-study  courses  are  being  prepared  for  any 
of  these  young  men  who  wishes  to  take  them, 
and  his  work  will  be  supervised  by  members  of 
the  Academy  interested  in  improving  the  caliber 
of  specialists  in  practice. 


The  Cleveland  meeting  will  be  noteworthy  in 
several  respects. 

The  Academy  will  honor  Dr.  Secord  H.  Large, 
Cleveland,  who  this  year  completes  forty  years 
as  comptroller  of  the  organization.  Dr.  Large 
as  the  honor  guest  of  the  meeting  will  receive 
many  special  distinctions. 

Immediately  following  the  Academy  meeting 
there  will  be  a Pan-American  Congress  of  Oph- 
thalmology, October  11  and  12,  which  eye 
specialists  from  all  the  Latin-American  countries 
are  expected  to  attend. 

Dr.  Frank  Brawley,  Chicago,  is  president  of 
the  Academy,  and  Dr.  Frank  R.  Spencer, 
Boulder,  Colo.,  is  president-elect.  Vice-presi- 
dents are  Dr.  Arthur  W.  Proetz,  St.  Louis; 
Dr.  Joseph  F.  Duane,  Peoria,  111.;  and  Dr. 
Charles  T.  Porter,  Boston.  Dr.  William  P. 
Wherry,  1500  Medical  Arts  Building,  Omaha,  is 
executive  secretary. 


SOCIETY  FOR  THE  STUDY  OF  SYPHILIS 

The  Society  for  the  Study  of  Syphilis,  cooperat- 
ing with  the  Bureau  of  Social  Hygiene  of  the  De- 
partment of  Health  of  the  City  of  New  York  and 
District  No.  1 of  the  United  States  Public  Health 
Service,  announces  special  courses  for  the  instruc- 
tion of  physicians  in  practice  and  officers  of  the 
medical  corps,  reserve,  national  guard,  and 
regular  army  and  navy,  in  the  diagnosis  and  treat- 
ment of  venereal  disease.  Special  attention  will 
be  paid  to  the  public  health  aspects  of  patients 
with  infectious  venereal  diseases.  Courses  will 
consist  of  lectures,  lantern-slide  demonstrations, 
and  presentation  of  cases.  Morning  sessions  on 
Monday,  Wednesday,  and  Friday,  beginning  at 
9 :00  a.m.,  will  be  devoted  to  syphilis  and  venereal 
granulomas.  Afternoon  hours  beginning  at  one 
o’clock  on  Monday,  Wednesday,  and  Friday  will 
be  devoted  to  gonorrhea. 

The  teaching  staff  will  be  under  the  direction 
of  Dr.  C.  C.  Pierce,  medical  director,  United 
States  Public  Health  Service.  There  will  be  no 
registration  charge  or  fee  for  these  courses. 
Physicians  are  invited  to  send  their  name,  address 
and  professional  and  official  affiliations  to  the 
Secretary  of  the  Society  for  the  Study  of  Syphi- 
lis, Room  329,  125  Worth  Street,  New  York 
City.  The  first  course  of  six  weeks’  duration  will 
begin  September  9. 

These  courses,  offered  in  cooperation  with  the 
Bureau  of  Social  Hygiene,  will  be  in  addition 
to  its  normal  professional  educational  program. 
Please  write  for  the  current  program  and  state- 
ment of  facilities  at  the  disposal  of  the  practi- 
tioner. 


CONSIDER  THE  PATIENT 
Noted  western  physicians  talk  of  eliminating 
the  involved  terminology  of  medicine  and  sub- 
stituting something  more  understandable. — 
News  Item. 

Pay  not  the  least  attention,  doc, 

To  those  who  raise  the  question, 

And  do  not  take  the  slightest  stock 
In  any  such  suggestion. 

No!  Never  scrap  those  swelling  terms 
Of  classic  derivation. 

We  have  to  have  important  germs 
For  later  conversation. 

Ah,  let  us  keep  the  ologies 
And  spare,  I beg,  the  itis. 

Oh,  do  not  call  a sneeze  a sneeze 
Or  hint  our  cold  but  light  is ; 

But  let  us  prize  some  sounding  name 
Which  proudly  we  may  mention 

To  all  and  sundry  as  a claim 
For  adequate  attention. 

It’s  quite  unfair  to  minimize, 

I think,  the  woes  we  suffer 

Or  shrink  a martyr  to  the  size 
Of  any  common  duffer. 

’T would  cause  the  ego,  be  assured, 

To  shrivel  and  to  crimple. 

Say,  what’s  the  fun  of  being  cured, 

Good  grief,  of  something  simple? 

— From  Top  O'  The  Morning  column  of  George 
Ryan  in  the  Boston  Herald  where  M.  M.,  our 
sonneteer,  found  it  and  sent  it  to  the 
J.A.M.A. 
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ELECTRICALLY  INDUCED  CONVULSIONS  IN  THE 
TREATMENT  OF  MENTAL  DISEASES* 

Renato  Almansi,  M.D.,  and  David  J.  Impastato,  M.D.,f  New  York  City 


The  most  recent  forms  of  treatment  of 
mental  diseases  are  the  so-called 
“shock  therapies,’ ’ which  were  introduced 
by  Sakel,  Meduna,  and  Cerletti.  The 
method  of  Cerletti, 1 the  most  recent,  con- 
sists of  the  induction  of  convulsions  by 
the  use  of  the  ordinary  alternating  cur- 
rent (electroshock  therapy).  He  intro- 
duced this  method  in  Italy  in  1937,  after 
he  had  previously  experimented  with  dogs 
and  had  perfected  a machine  that  was 
perfectly  safe  to  use.  Since  then  the 
method  has  been  introduced  in  Germany, 
England,  and  the  United  States,  and  up 
until  the  present  thousands  of  convulsions 
have  been  induced. 

The  types  of  cases  treated  have  been 
the  schizophrenias,  the  manic-depressive 
group,  and  hysteria.  The  most  favorable 
results  have  been  obtained  in  cases  of 
recent  onset,  in  catatonic  and  depressive 
stupor,  and  in  the  group  of  schizoid-de- 
pressives.  Deteriorated  schizophrenics, 
and  those  with  fixed  delusions  respond 
poorly.  The  results  with  electroshock 
almost  parallel  those  with  Meduna’ s 
metrazolshock,  which,  according  to  Sog- 
liani,3a,b  are  around  89  per  cent  complete 
or  partial  remissions  in  cases  which  have 
been  ill  less  than  one  year. 

There  are  certain  disadvantages  and 
complications  of  metrazol  therapy  that  do 
not  occur  with  electroshock  therapy.2  a,b,c 
Foremost  is  the  horrifying  feeling  of  dis- 
solution and  death  experienced  prior  to 
the  convulsion  which  makes  the  patients 
reluctant  to  continue  the  treatment. 
Secondly  is  the  distressing  psychomotor 
excitement  often  lasting  hours,  which 
usually  occurs  at  the  end  of  a fit.  These 
disadvantages  do  not  occur  with  electro- 
shock. Cardiac  arrhythmias,  auricular 
fibrillation,  and  heart  block  have  been  re- 
ported after  metrazol  but  not  after  elec- 

* The  electro-encephalographic  studies  were  performed 
by  Dr.  Hans  Strauss,  whom  we  wish  to  thank  sincerely, 
t Visiting  neuropsychiatrist,  Columbus  Hospital. 


troshock.  While  dislocation  of  the  jaw 
and  fractures  of  the  femora  and  vertebrae 
are  relatively  frequent  after  metrazol  they 
have  been  very  rare  after  electroshock. 
There  has  been  a low  incidence  of  mortal- 
ity with  metrazol,  and  none  with  electro- 
shock. Finally,  there  is  no  difficulty  with 
inaccessible  or  thrombosed  veins  with 
electroshock. 

The  most  important  advantage  of  elec- 
troshock is  the  absolute  unconsciousness 
produced.  Thus,  the  patients,  having  no 
memory  of  the  attack,  do  not  show  any 
reluctance  to  continue  the  treatments. 
Secondly,  it  is  always  possible  to  produce 
an  attack  once  the  convulsive  threshold 
has  been  determined.  This  avoids  the 
excitement  which  follows  an  insufficient 
dose  of  metrazol.  In  general,  there  is  no 
postconvulsive  excitement,  or  when  it 
is  present  it  is  very  mild.  The  convulsion 
is  less  violent  than  that  produced  by 
metrazol.  The  method  is  simple  and  can 
be  applied  to  a large  number  of  patients 
with  a minimum  personnel. 

The  machine  is  supplied  by  the  ordinary 
alternating  house  current  of  110  volts.  It 
contains  two  circuits : a direct  to  measure 
the  resistance  of  the  patient’s  head,  and 
an  alternating  to  produce  the  convulsion. 
A change-over  switch  selects  the  current 
desired.  The  electrodes  consist  of  silver 
ribbons  mounted  on  rubber  pads.  These 
are  in  turn  mounted  on  metallic  tongs 
which  allow  an  easy  application  of  the 
electrodes  to  the  patient’s  head.  The 
convulsive  threshold  for  each  patient  is 
determined  by  beginning  with  low  volt- 
ages, usually  60  volts,  for  one-tenth  of  a 
second.  If  this  fails  to  produce  a con- 
vulsion, a second  attempt  with  slightly 
higher  voltage  can  be  made  fifteen  to 
thirty  minutes  later.  In  most  cases  con- 
vulsions, will  occur  with  80  volts. 

The  spell  follows  immediately  after  the 
current  has  been  applied,  or  after  a latent 
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Fig.  1. 

1 . Milliamperemeter, 

2.  Timer, 

3.  Voltmeter, 

4.  Contact  button  for  shock, 

5.  Change-over  switch, 

6.  House  current  switch, 

7.  Voltage  potentiometer, 

8.  Revolving  tambour  which  indicates  resist- 
ance in  ohms  of  the  patient’s  head. 

period  of  a few  seconds  to  about  thirty 
seconds.  There  is  usually  a cry,  which  is 
followed  by  a tonic  phase  lasting  about 
ten  seconds.  This  is  followed  by  a clonic 
phase  lasting  from  twenty  to  thirty 
seconds,  at  the  end  of  which  there  is  a 
brief  interval  of  apnea  during  which  the 
face  becomes  cyanosed.  Usually  there  is 
no  voidance  of  urine  or  feces.  The  patient 
now  goes  into  a deep  stupor  which  lasts 
about  five  minutes.  Then  follows  a 
period  of  confusion  which  lasts  from  five 
to  ten  minutes,  at  the  end  of  which  time 
the  patient  is  usually  clear,  but  has  no 
recollection  of  the  treatment.  The  treat- 
ments are  given  two  or  three  times  a week, 
and  a full  course  consists  of  thirty  sessions. 
If  the  patient  is  going  to  improve,  this 
will  manifest  itself  usually  before  the 
tenth  treatment. 

Patients  who  are  to  be  subjected  to  this 
treatment  are  examined  psychiatrically, 
neurologically,  and  medically.  X-rays 
of  the  skull,  spine,  heart,  and  lungs,  and 
electrocardiogram,  electro-encephalogram, 
blood  and  urine  studies  are  performed. 
When  these  examinations  disclose  that 


the  patient  is  suffering  from  an  organic 
disease  of  the  cardiovascular  system,  or 
the  nervous  system,  he  is  not  given  the 
treatment.  Similarly,  we  do  not  treat 
patients  over  50  years  of  age. 

In  a number  of  cases  we  have  performed 
the  electro-encephalogram  during  the  fit. 
The  results  so  far  obtained  show  that 
electro-encephalographic  record  is  identi- 
cal with  that  produced  after  metrazol  in- 
jection4 a,b  with  the  following  exceptions: 
(1)  the  electrically  induced  fit  is  shorter 
(thirty  to  forty-five  seconds)  than  that 
following  metrazol  (forty-five  to  sixty 
seconds);  (2)  the  electro-encephalogram 
returned  to  its  preconvulsive  pattern 
usually  after  forty-five  minutes  following 
the  metrazol  convulsion  and  less  than 
twenty  minutes  in  those  induced  elec- 
trically; (3)  the  period  of  abnormal  ac- 
tivity following  failure  to  produce  a con- 
vulsion was  about  five  minutes  with  the 
electrical  stimulation  and  always  more 
than  forty-five  minutes  after  metrazol. 
These  findings  seem  to  indicate  that  there 
is  a milder  stimulation  of  the  brain  with 
electricity  than  with  metrazol.  The  de- 
tail results  of  the  electro-encephalographic 
studies  will  be  described  elsewhere. 

Using  this  method  we  have  induced 
about  100  convulsions  and  have  not  had 
a single  complication.  Our  material  has 
not  been  large  enough,  nor  has  the  time 
elapsed  since  the  beginning  of  the  treat- 
ments been  sufficiently  long  to  allow  us  to 
evaluate  properly  the  results  we  have  ob- 
tained so  far. 

We  wish  to  thank  Rev.  Mother  Enrica, 
Mother  Superior  of  the  Columbus  Hos- 
pital, for  making  possible  this  work  by 
allowing  us  to  use  the  facilities  of  the 
hospital. 
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CERTIFIED  MILK— YESTERDAY  AND  TOMORROW 


Samuel  Adams  Cohen,  M.D.,  New  York  City 
( Member , Milk  Commission,  Medical  Society  of  the  County  of  New  York ) 


The  story  of  certified  milk  typifies  the 
spirit  of  the  American  physician  and 
American  industry.  Born  of  an  inspira- 
tion about  a half  a century  ago,  certified 
milk — the  brain  child  of  Dr.  Henry  L. 
Coit  of  Newark,  New  Jersey — came  into 
being  in  1893  because  he  and  other  physi- 
cians interested  in  public  health  were 
painfully  impressed  with  the  need  for  a 
better  grade  of  milk  to  help  save  the  lives 
of  thousands  of  infants.  Accordingly, 
under  the  active  surveillance  of  the  medi- 
cal profession  as  represented  by  the  Medi- 
cal Milk  Commissions,  certified  milk  has 
progressed  gradually  from  the  “horse  and 
buggy”  age  of  yesterday  through  various 
stages — always  “clean,  safe,  pure,  whole- 
some milk,  the  best  which  the  knowledge 
of  the  times  could  produce.” 

Today  certified  milk  has  attained  the 
highest  standards  of  cleanliness  and  pur- 
ity, and  by  virtue  of  improved  methods  of 
milking,  transportation,  and  distribution 
it  is  now  delivered  to  the  consumer  with 
its  freshness,  purity,  and  nutritive  value 
practically  intact. 

The  production  of  certified  milk  on  its 
present  high  standards  is  a triumph  of 
the  Medical  Milk  Commissions.  These 
commissions,  which  now  number  eighty- 
one,  function  in  all  progressive  communi- 
ties in  the  United  States,  Canada,  and 
Hawaii.  They  are  composed  of  physi- 
cians and  others  proficient  in  carrying  into 
effect  the  high  inspirations  embodied  in 
the  broad  setup  of  certified  milk. 

Today,  with  cleanliness  of  certified 
milk  a reality,  attention  is  now  being 
focused  on  increasing  still  further  its 
present  high  nutritional  value.  By  care- 
fully planning  the  feed  of  the  dairy  herd, 
producers  acting  under  supervision  of  the 
Medical  Milk  Commissions  have  made  a 


distinct  contribution  to  the  nutrition  and, 
therefore,  health  of  the  community  by 
producing  a milk  that  has  a greater  po- 
tency of  vitamins  per  unit  volume  than  all 
other  milks.  This  is  particularly  true  of 
vitamins  A and  C which  are  contained  in 
certified  milk  in  substantially  increased 
amounts. 

Yesterday  the  quality  of  certified  milk 
was  variable  due  to  its  dependence  on  the 
seasonal  variations  of  the  ration  of  the 
dairy  herd.  Today,  rigidly  controlled 
feeding  of  the  dairy  herd  assures  a milk  of 
uniform  excellence  throughout  the  year. 
These,  and  many  other  precise  measures 
that  may  be  mentioned,  merely  illustrate 
the  fact  that  since  its  inception  certified 
milk  has  always  reflected  the  most  expert 
and  advanced  knowledge  in  the  science  of 
the  milk  industry. 

What  about  certified  milk  of  tomorrow? 
Considering  the  purposes,  knowledge,  ex- 
perience, equipment,  and  achievements  of 
certified  milk  of  yesterday  and  today, 
what  is  to  be  the  certified  milk  of  the 
future? 

A clue  to  the  answer  is  suggested  by 
recognition  of  the  fact  that  the  program  of 
certified  milk  is  so  planned  and  organized 
that  it  can  readily  change  its  frontiers  to 
embrace  advances  in  science  and  nutri- 
tion, in  equipment,  machinery  and  proc- 
esses, and  thus  to  maintain  its  superiority 
over  all  other  milks.  Science  continues 
its  rapid  advances  in  the  discovery  of 
hitherto  unknown  nutritional  ingredients. 
Industrialization  and  its  concomitant 
highly  specialized  equipment  are  attain- 
ing new  peaks  of  efficiency  more  specifi- 
cally as  these  apply  to  the  dairy  industry. 
Electric  energy  seems  destined  to  be  so 
cheap  tomorrow  that  it  will  be  utilized 
almost  as  freely  and  inexpensively  as  wa- 
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ter  is  today  (hence  assuring  air  condition- 
ing as  an  accepted  fact  for  specially  built 
dairy  barns  and  controlled  pastures). 
The  use  of  television  will  make  it  practical 
for  multiple  supervision  and  inspection  of 
the  certified  dairy  herd.  Given  these,  it 
requires  little  imagination  to  predict  that 
certified  milk  of  tomorrow  will  continue  as 
the  standard  bearer  of  all  milks — and  as 
the  most  valuable  of  all  foods. 

The  possibilities  and  probabilities  of 
certified  milk  containing  newer  nutri- 
tional ingredients  are  boundless. 
Through  the  science  of  chemiculture  (soil 
growth  of  plants)  the  certified  dairy  herd 
will  be  rationed  on  products  of  the  soil 
which  have  been  cultivated  to  produce 
new  nutritional  ingredients  and  thereby 
result  in  a milk  of  enhanced  nutritive 
value. 

In  addition  to  control  of  plant  evolu- 
tion— and  the  reference  is  to  controlling 
the  soil  and  plant  so  that  these  will  be  in- 
dependent of  the  changes  of  nature — sci- 
ence is  making  parallel  progress  in  animal 
evolution.  Even  now  the  dream  of  the 
ideal  dairy  herd  is  approaching  realiza- 
tion, for  the  future  gives  promise  of  a new 
kind  of  species  of  dairy  herd.  In  addition 
to  producing  more  and  better  milk,  the 
improved  certified  dairy  herd  of  tomorrow 
will  have  a longer  and  more  productive 
life  and  will  be  maintained  at  less  risk  and 
at  less  cost.  This  new  breed  will  be  de- 
veloped through  conditioned  environ- 
mental influences  together  with  the  appli- 
cation of  newer  knowledge  in  the  mech- 
anism of  animal  inheritance. 

Animal  experimentations  and  advances 
in  biochemistry  are  revealing  more  and 
more  of  the  secrets  pertaining  to  the  func- 
tioning and  interrelationship  of  the  glands 
of  internal  secretions,  as  well  as  of  the  in- 
tricate and  sensitive  mechanism  of  hor- 
mones, enzymes,  and,  more  particularly, 
in  revealing  secrets  in  the  field  of  immun- 
ology to  enhance  our  knowledge  relative 
to  the  occurrence  and  prevention  of  dis- 
eases. 

Tomorrow  science  will  overstep  all  fron- 
tiers of  yesterday’s  knowledge.  The  milk 
of  the  specially  conditioned  new  breed  of 
certified  dairy  herd  will  contain  selective 


nutrients  and  some  biologic  unidentified 
factors  which  will  increase  the  health  and 
vigor  of  the  human  being  and  improve  his 
growth  and  development.  Perhaps  more 
important,  however,  will  be  the  immuni- 
zation of  the  certified  dairy  herd  against 
many  diseases  peculiar  to  humans.  Spe- 
cific immune  bodies,  therefore,  will  be  se- 
creted in  the  certified  milk  of  tomorrow 
which  when  consumed  will  tend  to  prevent 
the  occurrence  of  many  infections  and  dis- 
eases including,  it  may  reasonably  be 
anticipated,  the  ubiquitous  common 
cold. 

Many  hold  that  a limit  is  being  reached 
in  the  possibilities  for  improving  the  qual- 
ity and  wholesomeness  of  a product  uni- 
versally recognized  as  the  almost  perfect 
food.  But  tomorrow,  as  yesterday,  the 
spirit  of  achievement  that  has  always  dis- 
tinguished the  Medical  Milk  Commissions 
will  surely  continue  to  bear  its  rich 
fruit. 

Certified  milk  was  developed  in  an  age 
of  culture  and  peace,  when  men  were 
amazed  at  the  behavior  of  their  ancestors 
who  lived  in  periods  of  war  and  invasion 
and  spent  a greater  portion  of  their  time 
and  energy  in  preparing  for  strife  that 
was  always  considered  inevitable.  It 
was  during  a period  of  peace  that  the 
Medical  Milk  Commissions  enthusiasti- 
cally and  unanimously  endorsed  the 
marketing  of  a special  grade  of  milk 
which  had  already  been  hailed  by  scien- 
tists as  an  epoch-making  food. 

The  reference  is  obviously  to  the  ap- 
proval of  a milk  containing  an  antisenes- 
cence factor  called,  for  the  time  being, 
Longevity  A,  which  is  now  adequately 
contained  in  this  special  grade  of  certified 
milk.  The  Medical  Milk  Commissions 
further  instructed  their  Public  Relation 
Committees  to  acquaint  all  physicians — 
particularly  those  proficient  in  the  care 
and  welfare  of  centenarians — with  the 
virtues  and  superiority  of  this  special 
grade  of  milk,  which  was  produced  by 
feeding  the  certified  dairy  herd  with  a 
predetermined  composed  feed  containing 
the  hitherto  unidentified  substance  in 
order  to  produce  in  the  milk  this  factor 
which  was  able  to  prolong  life. 


September  1,  1940] 


CERTIFIED  MILK 


1319 


Yesterday  there  were,  necessarily, 
many  inspections  and  laborious  examina- 
tions pledging  that  the  label  “certified 
milk”  testified  to  the  strict  compliance 
with  rigid  production  standards.  This 
will  give  way  to  fewer  but  even  more  pre- 
cise tests  to  assure  the  consumer  that 
certified  milk  is  a “clean,  safe,  pure, 
wholesome  milk,  the  best  which  the 
knowledge  of  the  times  could  pro- 
duce.” 

Although  tomorrow  fluorescent  analy- 
sis under  ultraviolet  light  and  photoelec- 
tric colorimeter  will  enjoy  popularity 
with  some  laboratory  technicians,  the 
great  advance  in  evaluating  the  quality  of 
milk  will  be  by  means  of  a specially  con- 
structed x-ray  spectrograph.  This  in 
turn  will  give  place  to  telecasting  (for  per- 
manent record).  Both  of  these  proce- 
dures will  be  so  exhaustive  in  their  analysis 
as  to  enable  detection  of  the  most  minute 
departures  from  the  high  gradation  set  by 
the  Medical  Milk  Commissions. 

What  of  the  handling,  transportation, 
and  delivery  of  certified  milk  in  the  fu- 
ture? Milking,  of  course,  will  be  mech- 
anized. There  will  be  specially  con- 
structed plastic  transparent  containers  to 
receive  the  supply  of  milk.  These  will 
automatically  register  the  exact  time  of 
milking,  will  indicate  the  identity  of  the 
milk  plant,  the  nutritional  contents  of  the 
milk,  and  other  such  definite  data  that  will 
be  prescribed  by  authorized  sources. 
This  evaluation  will  also  appraise  the 
pleasant  taste  and  delicate  flavor  that  dis- 
tinguish certified  milk.  The  rich  and  at- 
tractive color  of  this  milk  will  also  be 
automatically  graduated  on  the  container 
which  will  be  so  constructed  that  the 
original  freshness,  purity,  taste,  and  nu- 
tritional contents  will  be  preserved  until 
utilized  by  the  consumer. 

Specially  equipped  planes  will  drop  off 


part  of  their  charge  of  milk  over  the  high- 
est house  tops  without  stopping  while  en 
route  to  less  populated  communities  from 
five  hundred  to  a thousand  miles  away. 
Thus  the  delivery  of  this  highly  nutritious 
food  will  be  within  a few  hours  after  milk- 
ing. 

The  containers  will  be  so  constructed  as 
to  pour  out  its  contents  in  prescribed 
amounts  just  as  the  adding  machine 
takes  care  of  addition  and  multiplication. 
Indeed,  one  suspects,  in  the  light  of  cur- 
rent consumer-aid  trends,  that  for  those 
households  which  do  not  use  synthetic 
milk,  containers  will  be  so  arranged  that 
by  holding  an  infant  for  a fraction  of  a 
second  before  it,  its  nutritional  needs  will 
be  ascertained  and,  accordingly,  the  con- 
tainer will  automatically  mix  and  pour  out 
some  of  its  precious  contents  for  the  in- 
fant. 

Certified  milk  came  into  existence  yes- 
terday to  help  prevent  unnecessary  deaths 
of  infants.  Its  influence  since  then  has 
done  much  to  reduce  infant  mortality. 
Today  certified  milk  is  not  only  the  milk 
of  choice  for  infants  to  assure  for  them  a 
just  start  in  life,  but  many  nutritional 
experts  include  it  in  the  daily  diets  of 
children  of  all  ages  particularly  those  in 
their  adolescent  years.  Moreover,  many 
adults  today  have  learned  to  drink  certi- 
fied milk  to  supply  their  nutritional 
needs.  Tomorrow,  in  addition  to  being 
the  milk  of  choice  for  infants,  children, 
and  adults,  certified  milk  will  also  be  the 
favorite  food  for  the  aged  because  it  con- 
tains many  nutritive  properties  particu- 
larly suitable  for  them. 

This  is  as  it  should  be,  for  milk  is  the 
original  food  of  the  human  race  and  certi- 
fied milk  is  destined  to  be  the  basis  of  the 
diet  for  all  ages  because  it  will  incorporate 
all  the  nutritional  needs  of  the  people  of 
its  time. 


EXHIBIT— MILITARY  MEDICINE 

A book  exhibit  on  historical  aspects  of  Mili- 
tary Medicine  has  opened  in  the  library  of  The 
New  York  Academy  of  Medicine,  2 E.  103rd  St., 
New  York  City.  The  display  begins  with  one 
of  the  earliest  records  of  the  treatment  of  gunshot 
wounds  and  continues  chronologically  up  to  an 
account  of  gas  warfare  published  in  1940. 


The  exhibit  was  arranged  as  part  of  the  Ameri- 
can plan  of  preparedness  by  the  medical  profes- 
sion. Dr.  Archibald  Malloch,  Academy  Li- 
brarian, and  the  staff  arranged  for  the  exhibit. 
Rare  books  of  the  library  are  included. 

The  exhibit  is  open  to  the  public  daily  from 
9:00  a.m.  to  5:00  p.m. 


Special  Article 

NEW  YORK  CITY  MILK 

Charles  E.  North,  M.D.,  New  York  City 


There  is  a direct  relationship  between 
medicine  and  the  milk  supply  of  cities. 
Standards  of  food  value,  sanitation,  and  safety 
of  milk  are  medical  standards.  The  changes 
in  standards  now  proposed  by  our  Board  of 
Health  are,  therefore,  of  particular  interest  to 
every  physician  in  the  city  at  this  present  time. 

Two  Schools  of  Thought 

All  physicians  know  that  nature  provides 
milk  free  from  external  contaminations  as  a 
special  food  for  the  young.  The  great  growth 
of  medical  bacteriology  in  the  Eighties  and  the 
decline  of  breast  feeding  compelled  attention  to 
the  protection  of  cow’s  milk  for  artificially  fed 
infants.  Two  schools  of  thought  arose  at  the 
same  time,  about  1892 — the  sanitary  school  and 
the  pasteurizing  school. 

The  Sanitary  School 

The  point  of  departure  of  the  sanitary  school 
was  that  nature  produced  milk  in  a raw  state 
and  that  therefore  there  was  great  virtue  in 
rawness.  Vitamins,  hormones,  and  enzymes  were 
unknown.  But  “vital  factors’’  were  mentioned 
as  important  ingredients  of  raw  milk.  There 
were  many  distinguished  leaders  of  this  school. 
Rotch,  of  Boston,  originated  laboratories  for 
“modified  milk”  and  special  sanitary  dairies  as 
the  sources  of  supply  in  1902.  Coit,  of  Newark, 
New  Jersey,  originated  Certified  milk  and 
started  the  movement  that  resulted  in  the  or- 
ganization in  1903  of  medical  milk  commissions 
to  supervise  Certified  milk  for  every  large  city 
of  this  country.  This  sanitary  school  of  physi- 
cians applied  the  equipment  and  methods  of  the 
surgical  operating  room  to  dairy  farms.  This 
cost  was  so  prohibitive  that  in  city  markets  the 
volume  sold  has  rarely  exceeded  one-half  of  1 
per  cent  of  the  total  supply.  But  while  the 
volume  has  been  small,  the  influence  of  Certified 
milk  and  medical  milk  commissions  has  been 
enormous.  They  have  established  the  prin- 
ciples on  which  all  sanitation  in  the  milk  industry 
is  based.  They  were  the  originators  of  bacterial 
standards  for  milk. 

The  Pasteurizing  School 

The  pasteurizing  school  took  as  their  starting 
point  the  need  of  safe  milk  for  all  infants  and 
children.  While  recognizing  the  value  of  sanita- 
tion, they  argued  that  its  practice  was  impossible 
for  the  bulk  of  city  milk  supplies.  Contamina- 
tions could  not  be  prevented  without  too  great 
expense.  Pasteurization  was  a remedy  for  all 
contaminations.  The  pioneers,  Soxhlet  and 
Jacobi  (1887),  advised  heating  to  the  boiling 
point.  Later,  Freeman,  Koplik,  and  others 
(1892)  advised  heating  to  only  160  F.  for  twenty 
minutes.  Later  on,  the  temperature  advocated 
was  even  lower.  All  of  this  heating  was  done  in 


baby  bottles  in  the  home  in  various  types  of 
hot-water  heaters.  For  fifteen  years  (1892- 
1907)  Nathan  Straus  conducted  a campaign  in 
this  city  and  in  many  other  large  cities  for  the 
feeding  of  infants  from  infant  milk  stations  on 
modified  milk  heated  in  baby  bottles.  This 
method  of  heating  had  little  effect  on  the  bulk  of 
the  city’s  supply.  But  the  results  were  an 
object  lesson  of  the  greatest  value  because  of  the 
principle  established. 

Medical  Bacteriology 

Until  1905,  milk  to  be  tested  for  bacteria  had 
to  be  taken  to  a medical  college.  Medical 
laboratories  tested  milk  only  occasionally  as  a 
scientific  curiosity.  Boston,  New  York,  Phila- 
delphia, Baltimore,  and  other  large  cities  had  no 
bacterial  standards  for  milk  and  no  staff  of  bac- 
teriologists to  make  regular  tests  on  the  city 
supply.  The  milk  industry  had  no  laboratories 
of  its  own.  There  were  no  standard  methods. 
Such  service  could  not  be  applied  to  the  thou- 
sands of  dairy  farms  and  hundreds  of  stations  of 
the  milk  industry.  But  the  work  of  the  medical 
bacteriologists  established  important  principles. 
It  proved  that  clean  milk  contains  very  few 
bacteria  while  unclean  milk  contains  very  many. 
It  also  proved  that  a pasteurizer  that  is  properly 
designed  and  operated  will  kill  more  than  99  per 
cent  of  the  bacteria  in  milk. 

Medical  Principles  Put  in  Practice 

Medical  sanitation  of  Certified  milk  was  cor- 
rect in  principle  but  was  not  a practical  remedy 
for  city  milk  contaminations.  Medical  pas- 
teurization with  its  heating  in  baby  bottles  could 
not  be  adopted  for  the  entire  city  supply.  Medi- 
cal bacteriology  with  its  methods  and  costs  was 
prohibitive  as  a means  of  testing  the  great 
supply  of  milk  for  the  city  or  for  the  industry. 
Some  way  must  be  found  to  put  these  medical 
principles  into  practical  use  on  a large  scale. 

Pressure  for  Action 

The  numerous  outbreaks  of  typhoid,  diph- 
theria, scarlet  fever,  septic  sore  throat,  and 
scrofula  traced  to  raw  milk,  and  the  high  infant 
mortality,  especially  during  the  hot  months, 
made  it  imperative  that  some  way  should  be 
found  to  apply  these  medical  principles  to  the 
city’s  supply  as  soon  as  possible.  The  investiga- 
tion of  the  Rockefeller  Institute  (1902-1903) 
showed  unclean  milk  to  be  a cause  of  infant 
mortality.  A mayor’s  commission  reported  in 
1907  that  “there  should  be  more  country  milk 
inspectors  and  that  the  milk  should  be  pas- 
teurized when  necessary .” 

Flash  Pasteurization 

Meantime,  most  of  the  city’s  milk  as  received 
contained  many  millions  of  bacteria.  The  use 
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of  heaters  of  the  barrel  or  drum  type,  which 
heated  milk  to  160  F.  for  fifteen  seconds,  was 
widely  and  secretly  adopted  by  the  milk  indus- 
try. These  were  called  “flash-heaters”  because 
they  heated  milk  in  a flash.  The  heat  killed 
the  souring  germs  and  prevented  great  losses 
from  sour  milk.  Medical  men  would  not  accept 
such  heating  as  reliable . They  called  this  process 
“commercial  pasteurization” — a term  of  re- 
proach. 

A Practical  Laboratory  Test 

In  this  cloud  of  uncertainty  the  first  ray  of 
light  came  from  Dr.  Ernst  J.  Lederle  (Health 
Commissioner  of  New  York  City,  1902—1903, 
and  again  in  1910-1913).  In  the  interval  be- 
tween his  official  services  he  operated  his  private 
laboratory.  Here  in  1905  he  developed  sim- 
plified and  economical  methods  for  making  bac- 
terial tests.  For  the  first  time  he  showed  the 
entire  milk  industry  of  the  city  the  value  of 
bacterial  tests  of  milk.  The  Health  Department 
increased  its  laboratory  service,  using  Dr. 
Lederle’s  methods.  Many  laboratories  were  in- 
stalled by  the  industry  itself.  Through  Dr. 
Lederle,  medical  bacteriology  was  developed 
until  it  was  applied,  both  by  the  Department  of 
Health  and  by  the  industry,  to  the  entire  supply 
of  the  city. 

The  Holding  Method  of  Pasteurization 

Medical  pasteurization  in  baby  bottles  was 
impracticable.  “Flash  pasteurization”  was  un- 
reliable. Again  Dr.  Lederle’s  laboratories  re- 
sponded with  a suggestion.  “Heat  milk  with 
flash-heaters  and  then  run  hot  milk  into  tanks 
and  hold  it  half  an  hour.”  With  this  thought 
the  “holding  method”  of  pasteurization  was  born. 
Dr.  Lederle’s  laboratories  invited  all  manufac- 
turers to  consider  it  in  1906.  In  1907  a manu- 
facturer (Joseph  Willmann)  came  forward  with 
a design  of  a machine  through  which  milk  could 
flow  continuously  with  a guarantee  that  every 
particle  of  milk  would  be  heated  to  145  F.  and 
held  at  that  temperature  for  half  an  hour.  One 
company  in  New  York  was  the  first  to  install  this 
equipment.  Others  quickly  followed.  All 
American  cities  and  many  foreign  cities  sent 
delegations  to  view  this  new  process.  The 
success  was  enormous.  The  apparatus  was 
tested  with  milk  inoculated  with  disease  germs. 
The  test  was  successful.  Medical  pasteuriza- 
tion had  become  commercialized.  The  pasteur- 
ization label  was  no  longer  a mark  of  disgrace 
but  a badge  of  honor. 

The  New  York  Milk  Committee  and  Infant 
Milk  Depots 

In  1906  a new  group  arose  among  charity 
organizations  and  social  workers.  The  New 
York  Association  for  Improving  the  Condition 
of  the  Poor  had  opportunities  for  observing  the 
sickness  and  death  of  infants  and  children  in  the 
poor  parts  of  the  city — those  who  were  using  the 
cheapest  and  most  unsanitary  milk.  They  ap- 
pointed a “New  York  Milk  Committee,”  which 
in  its  membership  included  the  names  of  many  of 
the  city’s  leading  citizens.  It  was  announced 
that  the  objects  of  this  Committee  were  “The 
Reduction  of  Infant  Mortality  and  the  Im- 
provement of  the  Milk  Supply.”  This  Commit- 
tee formed  an  immediate  alliance  with  the 


sanitary  school  of  medicine.  For  milk  they 
accepted  “rawness”  as  a special  virtue  and  sani- 
tation as  the  only  remedy  for  milk  contamina- 
tions. To  prove  this  they  installed  and  oper- 
ated three  infant  milk  depots  (1907-1908) 
where  they  dispensed  Certified  milk  to  about 
1,000  infants.  Medically  this  experiment  was 
a great  success.  The  sickness  and  mortality  of 
the  infants  compared  favorably  with  breast- 
fed infants  (less  than  35  per  1,000)  compared  with 
the  mortality  of  110  per  1,000  for  the  city. 
But  financially  the  experiment  was  a failure. 
It  was  not  a real  remedy  to  buy  Certified  milk 
at  twenty  cents  per  quart  and  sell  it  to  the  poor 
at  eight  cents  per  quart. 

Sanitary  Milk  on  a Commercial  Scale 

The  real  problem  had  not  been  solved.  How 
could  sanitary  milk  be  produced  economically 
on  a commercial  scale?  I am  compelled  to  enter 
the  picture  at  this  point.  As  a member  of  the 
Committee  I was  familiar  with  its  program  and 
proposed  that  the  production  of  sanitary  milk 
be  organized;  that  a selection  of  a dairy  district 
containing  hundreds  of  dairy  farms  be  made; 
and  that  a sanitary  milk-receiving  station  be 
erected,  equipped  for  bottling  milk  and  also 
with  a laboratory  for  making  bacterial  tests  of 
the  milk  from  each  dairy  farm.  Each  dairyman 
would  be  instructed  regarding  sanitary  equip- 
ment and  methods.  The  weekly  tests  by  the 
laboratory  on  his  milk  would  be  reported  to  each 
dairyman  each  week.  There  would  be  premi- 
ums paid  in  addition  to  the  regular  market  price 
for  milk  found  to  be  within  fixed  bacterial 
standards. 

“The  New  York  Dairy  Demonstration 
Company” 

The  New  York  Milk  Committee  accepted  this 
proposal.  They  (through  their  secretary,  Wilbur 
C.  Phillips)  raised  the  $25,000  needed  for  the 
purchase  and  equipment  of  the  country  milk- 
receiving station.  Under  the  title  “New  York 
Dairy  Demonstration  Company,”  a corporation 
to  carry  on  this  work  was  launched.  I volun- 
teered my  services  as  director.  A building  was 
equipped  at  Homer,  New  York,  in  1910  and  be- 
gan operations  in  the  fall  of  that  year.  By  the 
summer  of  1911  there  were  seventy-one  dairy 
farmers  bringing  over  10,000  quarts  daily  to  the 
station.  This  was  bottled  and  shipped  to  New 
York,  where  the  milk  was  distributed  through 
thirty-one  infant  milk  depots  feeding  10,000 
babies  daily.  The  next  year  (1912)  there  were 
150  dairy  farmers  patronizing  this  station, 
producing  more  than  20,000  quarts  of  milk  daily 
which  was  distributed  through  sixty -five  infant 
milk  depots  in  the  city.  The  condition  of  this 
milk  was  astonishing.  Ninety  per  cent  of  the 
producers  brought  milk  to  this  station  testing 
less  than  10,000  bacteria  per  cubic  centimeter 
in  the  station  laboratory.  Bottles  taken  at 
the  city  infant  milk  depots  also  tested  less  than 
10,000.  This  was  raw  milk. 

Critics  Investigate  Homer 

This  wholesale  application  of  sanitary  technic 
to  a large  group  of  dairy  farms  was  viewed  with 
doubt  by  the  New  York  City  Department  of 
Health  and  by  dairy  scientists.  The  laboratory 
tests  were  questionable.  The  Department  of 
Health  requested  Dr.  William  H.  Park  to  make 
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an  investigation.  This  he  did  by  the  installa- 
tion of  a field  laboratory  which  operated  during 
hot  weather  for  two  months  (July  and  August). 
His  tests  confirmed  in  every  way  that  simple 
sanitary  technic  on  any  dairy  farm  produces 
milk  with  less  than  10,000  bacteria  per  cubic 
centimeter  and  often  only  a few  hundred. 

An  Epidemic  of  Diphtheria 

It  was  a great  shock  to  all  physicians  and 
nurses  of  the  infant  milk  depots  to  learn  that  an 
epidemic  of  diphtheria  had  broken  out  in  the 
village  of  Homer  and  that  children  on  three  of 
the  dairy  farms  were  infected.  The  20,000 
babies  of  the  infant  milk  depots  were  in  danger. 
There  was  no  other  milk  available.  It  would  be 
a serious  thing  to  change  from  raw  to  pasteurized 
milk.  It  would  upset  the  digestion  of  many 
infants.  But  in  this  emergency  pasteurization 
must  be  done. 

Sudden  Change  to  Pasteurized  Milk 

The  order  was  given,  and  the  staff  of  doctors 
and  nurses  prepared  for  the  great  change  from 
raw  to  pasteurized  milk.  Fortunately,  a 
pasteurizing  machine  had  been  installed  when 
the  station  was  built.  It  was  operated  im- 
mediately when  the  diphtheria  outbreak  was  re- 
ported. At  Homer  the  milk  had  been  pasteur- 
ized for  five  days  before  the  order  to  do  so  was 
given  by  the  city  doctors.  Twenty  thousand 
infants  had  been  changed  from  raw  milk  to 
pasteurized  milk  without  any  disturbance  suf- 
ficient to  arouse  the  attention  of  any  of  the  doc- 
tors or  nurses.  The  indignation  of  the  staff  at 
this  hasty  action  was  more  than  neutralized  by  the 
sense  of  security  against  diphtheria  infection 
given  by  the  pasteurizing  process.  As  the 
diphtheria  outbreak  subsided  the  operators  of 
the  Homer  station  offered  to  shut  down  the 
pasteurizer  and  resume  shipments  of  raw  milk. 
But  the  doctors  and  nurses  were  now  satisfied 
that  pasteurized  milk  was  a good  food  for  in- 
fants and  refused  any  longer  to  take  the  risk  of 
raw  milk. 

Pasteurization  Became  Permanent 

The  conversion  of  this  entire  medical  and 
nursing  staff  of  sixty-five  physicians  and  130 
nurses  to  the  value  of  pasteurization  was  no  small 
event.  It  gave  great  satisfaction  to  the  school 
of  physicians  who  were  advocates  of  pasteuriza- 
tion. But  its  influence  was  much  more  far 
reaching.  This  event  represented  the  turning 
point  in  professional  opinion  and  public  senti- 
ment in  New  York  City  regarding  the  desir- 
ability of  pasteurization  as  a safeguard  for  all 
milk.  Chicago  had  been  the  first  of  all  American 
cities  to  make  pasteurization  mandatory  in  1908. 
New  York  City  made  it  mandatory  in  1912  (for 
all  milk  except  Certified). 

New  York  Milk  Committee  Demonstrates  Two 
Principles 

Through  its  infant  milk  depots,  the  Committee 
had  proved  that  clean  milk  reduces  infant  mor- 
tality. The  Committee  concluded  that  sanita- 
tion and  pasteurization  both  made  milk  safe 
independently  of  each  other.  If  combined, 
they  would  give  milk  a double  protection.  For 
infants,  therefore,  the  Committee  recommended 
that  milk  should  first  be  clean  and  then  should 
be  pasteurized. 


A second  principle  was  fully  demonstrated  by 
the  Homer  milk  station.  This  was  that  clean 
milk  can  be  produced  in  large  volume  under 
commercial  conditions  on  a large  group  of  dairy 
farms  by  the  use  of  a simple  sanitary  technic, 
checked  by  frequent  laboratory  tests  for  bacteria 
and  stimulated  by  bonus  payments  to  the  pro- 
ducer for  milk  coming  within  fixed  and  small 
bacterial  standards. 

National  Commission  on  Milk  Standards 

Poor  children  of  the  Bowery  were  now  getting 
cleaner  milk  than  children  on  Fifth  Avenue. 
The  next  step  must  be  to  get  the  city  authorities 
and  the  milk  industry  to  recognize  the  facts 
demonstrated  by  the  Committee’s  experiments. 
Such  recognition  to  be  effective  must  take  legal 
form.  In  short,  the  milk  laws  of  New  York  City 
must  be  rewritten. 

The  writing  of  milk  laws  was  not  to  be  en- 
trusted to  amateurs.  For  a city  the  size  of 
New  York,  such  work  demanded  the  talents  of 
the  highest  national  authorities.  Milk  laws  for 
New  York  could  be  a model  for  all  other  cities. 
Therefore,  the  best  talent  available  should  be 
assembled  for  this  task.  Over  two  hundred 
names  were  considered.  From  these,  twenty 
were  selected.  These  men  were  invited  to  serve 
as  members  of  a National  Milk  Commission. 
At  the  expense  of  the  New  York  Milk  Committee 
for  carfares  and  hotel  bills  but  with  no  compensa- 
tion for  their  services,  this  Commission  as- 
sembled for  their  first  meeting  at  The  Academy 
of  Medicine  in  New  York  City,  in  April,  1911. 
Since  this  is  the  most  important  group  of  experts 
ever  appointed  to  deliberate  on  milk  laws,  it  is 
fitting  that  their  names  and  position  be  set  down. 

NATIONAL  COMMISSION  ON  MILK 
STANDARDS 

(Appointed  by  New  York  Milk  Committee, 
1911) 

BACTERIOLOGISTS 

1.  Arms,  B.  L.  (B.S.),  Director  of  Laboratories, 
Department  of  Health,  Boston. 

2.  Anderson,  J.  F.  (M.D.),  Director  of  Hygienic 
Laboratory,  U.  S.  Public  Health  Service. 

3.  Conn,  H.  W.,  Professor  of  Biology,  Wesleyan 
University,  Middletown,  Conn. 

4.  Park,  W.  H.  (M.D.),  Director  of  Laboratories, 
New  York  City  Department  of  Health. 

5.  Ravenel,  M.  D.  (M.D.),  Director  of  Hygienic 
Laboratory,  University  of  Wisconsin. 

6.  Rosenau,  M.  J.  (M.D.),  Director  of  Department  of 
Hygiene  and  Preventive  Medicine,  Harvard 
University. 

7.  North,  C.  E.  (M.D.),  formerly  Director  of  Bac- 
teriology, Lederle  Laboratories. 

8.  Stewart,  A.  H.  (M.D.),  Antitoxin  Laboratories, 
Department  of  Health,  Philadelphia. 

9.  Stokes,  W.  R.  (M.D.),  Bacteriologist,  State  and 
City  Health  Department,  Baltimore. 

10.  Stocking,  W.  A..  Professor  of  Bacteriology,  De- 
partment Dairy  Industry,  Cornell  University. 

HEALTH  OFFICERS 

1.  Evans,  W.  A.  (M.D.),  Professor  of  Preventive 
Medicine,  Northwestern  University,  formerly 
Health  Commissioner,  Chicago. 

2.  Levy,  E.  C.  (M.D.),  Health  Officer,  Richmond, 
Va. 

3.  Wells,  C.  H.  (B.S.),  Health  Officer,  Montclair,  N.  J. 
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4.  Hurty,  J.  N.  (M.D.),  State  Health  Officer,  Indian- 
apolis. 

5.  Neff,  J.  S.  (M.D.),  formerly  Health  Officer,  Philadel- 
phia. 

6.  Fulton,  J.  S.  (M.D.),  State  Health  Officer,  Balti- 
more. 

7.  Woodward,  W.  C.  (M.D.),  Health  Officer,  Wash- 
ington, D.  C. 

8.  Hastings,  C.  J.  (M.D.),  Health  Officer,  Toronto, 
Canada. 

9.  Landis,  J.  H.  (M.D.),  Health  Officer,  Cincinnati. 

CHEMISTS 

1.  Sherman,  H.  C.,  Professor  of  Chemistry,  Columbia 
University,  New  York  City. 

2.  Van  Slyke,  L.  L.,  Department  of  Chemistry,  New 
York  Agriculture  Experiment  Station,  Geneva, 
N.  Y. 

3.  Alsberg,  C.  L.  (M.D.),  Chief,  Bureau  Chemistry, 
U.  S.  Department  of  Agriculture. 

4.  McCollum,  E.  V.,  Professor,  School  of  Hygiene  and 
Public  Health,  Johns  Hopkins  University. 

DAIRY  EXPERTS 

1.  Melvin,  A.  D.,  Chief,  Bureau  Animal  Industry, 
U.  S.  Department  of  Agriculture. 

2.  Pearson,  R.  A.,  Commissioner  of  Agriculture,  New 
York  State,  Albany,  N.  Y. 

3.  Mohler,  J.  R.,  Chief,  Bureau  Animal  Industry, 
U.  S.  Department  of  Agriculture. 

To  summarize,  we  here  have  ten  bacteriolo- 
gists, nine  health  officers,  four  chemists,  and 
three  dairy  experts.  Of  these  there  were  four- 
teen physicians  and  six  men  actively  connected 
with  supervision  of  Certified  milk. 

Over  a period  of  ten  years  (1911-1920)  these 
men  met  fourteen  times.  Seven  meetings  were 
held  at  The  New  York  Academy  of  Medicine. 
Others  were  held  at  Homer,  New  York ; Chicago ; 
Richmond,  Va.;  Colorado  Springs;  and  Wash- 
ington, D.  C.  Hearings  and  conferences  took 
place  with  the  milk  industry  and  with  the  Com- 
mittee on  Definitions  and  Standards  of  the 
United  States  Department  of  Agriculture. 
Four  printed  reports  in  1912,  1913,  1917,  and 
1921  were  published  by  the  United  States  Public 
Health  Service  giving  the  results  of  the  work  of 
this  Commission.  Its  subcommittees  studied 
every  phase  of  the  city  milk  problem  and  its 
reports  represent  the  best  opinions  of  the  leading 
authorities  in  the  United  States. 

A few  outstanding  abstracts  from  their 
extensive  reports  have  a direct  bearing  on  our 
present-day  problems. 

Appointment 

“The  appointment  of  this  Commission  was 
the  direct  result  of  the  observation  of  the  New 
York  Milk  Committee  that  there  was  great  in- 
completeness and  lack  of  uniformity  in  the  milk 
standards,  milk  ordinances,  and  rules  and 
regulations  of  public  health  authorities  through- 
out the  country  for  the  control  of  public  milk 
supplies.” 

Laboratory  Examinations  of  Milk  for  Bacteria 

The  Commission  passed  these  resolutions: 

1.  That  the  interests  of  public  health 
demand  that  the  control  of  milk  supplies, 
both  as  to  production  and  distribution,  shall 
include  regular  laboratory  examinations  of 
milk  by  bacteriologic  methods. 


2.  That  among  present  available  routine 
laboratory  methods  for  determining  the 
sanitary  quality  of  milk  the  bacteria  count 
occupies  first  place. 

3.  That  bacteriologic  standards  should  be 
a factor  in  classifying  or  grading  milks  of  dif- 
ferent degrees  by  excellence. 

Bacteria  and  Infant  Mortality 

“The  Commission  believes  that  the  numbers 
of  bacteria  in  milk  have  a relation  to  infant  mor- 
tality for  the  following  reasons: 

“(a)  Evidence  furnished  by  clinical  observa- 
tions of  groups  of  children  fed  on  milk  contain- 
ing small  numbers  of  bacteria  and  large  num- 
bers of  bacteria  show  a higher  death  rate  in 
the  latter  than  in  the  former. 

“(b)  In  general,  a reduction  in  infant  mor- 
tality in  cities  results  from  a substitution  of 
milk  containing  small  numbers  of  bacteria  for 
milk  containing  large  numbers  of  bacteria. 

“(c)  Bacteria  causing  no  specific  intestinal 
infection  in  adults  may  cause  infant  diarrhea 
and  milk  containing  large  numbers  of  bacteria, 
more  often  contains  species  capable  of  setting 
up  intestinal  inflammation  in  infants  than  milk 
containing  small  numbers  of  bacteria.” 

Interpretation  of  Bacterial  Tests 

The  Commission  has  put  its  opinion  on  this 
subject  in  the  form  of  resolutions,  as  follows: 
“Whereas,  The  milk  consumer  is  justified 
in  demanding  that  milk  should  be  clean,  fresh, 
and  cold  in  addition  to  having  the  element  of 
safety ; and 

“Whereas,  Milk  that  is  from  healthy  cows 
and  is  clean,  fresh,  and  that  has  been  kept 
cold  will  always  have  a low  bacterial  count; 
and 

“Whereas,  Milk  that  is  dirty,  stale,  or  has 
been  left  warm  will  have  a high  bacterial 
count — therefore  it  is  resolved: 

“First,  that  the  health  officer  is  justified  in 
using  the  bacterial  count  as  an  indicator  of 
the  degree  of  care  exercised  by  the  producer 
and  dealer  in  securing  milk  from  healthy  cows 
and  in  keeping  the  same  clean,  fresh,  and  cold ; 
and 

“Second,  that  the  health  officer  is  justified 
in  condemning  milk  with  a high  bacterial 
count  as  being  either  unhealthy  or  decomposed, 
or  containing  dirt,  filth,  or  the  decomposed 
material  as  a result  of  the  multiplication  of 
bacteria  due  to  age  and  temperature. 

“Third,  that  the  health  officer  is  justified 
in  ruling  that  large  numbers  of  bacteria  are  a 
source  of  possible  danger,  and  that  milk  con- 
taining large  numbers  of  bacteria  is  to  be 
classed  as  unwholesome,  unless  it  can  be  shown 
that  the  bacteria  present  are  of  a harmless 
type,  as,  for  example,  the  lactic  acid  bacteria 
in  buttermilk  or  other  especially  soured 
milks.” 

The  Classification  of  Milks 

“There  is  no  escape  from  the  conclusion  that 
milk  must  be  graded  and  sold  on  grade,  just  as 
wheat,  corn,  cotton,  beef,  and  other  products 
are  graded.  The  milk  merchant  must  judge  of 
the  food  value  and  also  of  the  sanitary  character 
of  the  commodity  in  which  he  deals.  The  high- 
grade  product  must  get  a better  price ....  the 
low-grade  product  must  bring  less.” 
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TABLE  1. — Grade  A Milk  Statistics  for  Metro- 
politan New  York  (1938-1939) 


Producers  4,371 

Producers’  extra  investment  in  building, 

equipment,  refrigeration,  and  better  cows  $6,556,500 
Quarts  of  Grade  A milk  produced  daily  918,157 

Bonus  payments  to  producers  yearly  $2,499,468 

Country  receiving  stations  47 

Country  bottling  plants  5 

City  bottling  plants  6 

Laboratories  (country)  15 

Laboratories  (city)  4 

Laboratory  workers  41 

Laboratory  tests  for  bacteria  (yearly)  450,526 

Producers’  milk  testing  below  25,000  bacteria 

per  cubic  centimeter  90% 

Producers’  milk  testing  below  10,000  bacteria 

per  cubic  centimeter  80% 

Yearly  average  bacteria  in  mixed  raw  milk  (all 

tests)  29,000 

Yearly  average  pasteurized  milk  in  bottles  de- 
livered (all  tests)  1,700 

Veterinarians  (chiefly  to  suppress  mastitis)  25 

Milk  inspectors  (to  teach  sanitation)  41 


A Guide  to  Health  Officers  in  the  Establishment 
of  Grades 

“The  grading  of  milk  has  necessarily  been 
based  on  its  sanitary  character  primarily  as 
determined  by  the  bacterial  test.” 

“No  matter  how  excellent  the  general  supply 
of  a community,  it  is  not  all  of  a single  standard 
of  excellence;  hence  there  are  actually  different 
grades  of  milk  in  every  community,  and  the 
recognition  of  such  grades  is  always  advantage- 
ous.” 


Financial  Stimulus 

“This  factor  underlies  all  others.  Unless  the 
dairyman  can  be  convinced  that  it  is  to  his 
financial  advantage  to  produce  clean  milk,  any 
attempt  to  purify  milk  by  legal  statutes  will  be 
largely  futile.  To  produce  such  a financial 
stimulus  some  form  of  grading  milk  is  necessary 
in  which  the  public  will  have  confidence  as  being 
thoroughly  reliable.” 

Classification  of  1914 

A preliminary  classification  of  milk  was 
adopted  by  this  Commission  in  1911,  as  follows: 
Class  A,  Certified  milk  or  its  equivalent; 
Class  B,  inspected  milk  (raw);  Class  C,  pasteur- 
ized milk;  Class  D,  milk  not  suitable  for  drink- 
ing purposes.  This  classification  was  aban- 
doned and  a new  classification  agreed  upon  at 
the  Commission’s  meeting  in  Richmond,  Va., 
in  1913.  The  Department  of  Health  of  New 
York  City  worked  in  closest  harmony  with  this 
Commission.  It  adopted  the  preliminary  clas- 
sification of  milk  in  1912  and  changed  this  to 
the  final  form  recommended  by  the  Commission 
in  1914.  This  classification  in  brief  follows: 


1.  Grade  A (raw) 

2.  Grade  A,  pasteurized 
(before  pasteurization) 
(after  pasteurization) 

3.  Grade  B,  pasteurized 
(before  pasteurization) 
(after  pasteurization) 

4.  Grade  C,  pasteurized 
(before  pasteurization) 
(after  pasteurization) 


Bacteria  per  Cubic 
Centimeter 

Not  to  exceed  100,000 
Not  to  exceed  100,000 
Not  to  exceed  200,000 
Not  to  exceed  10,000 

Not  to  exceed  1,000,000 
Not  to  exceed  50,000 

In  excess  of  1,000,000 
Not  to  exceed  50,000 


Bitter  Controversy 

The  last  three  years  (1911-1914)  were  full  of 
the  bitterest  controversy.  The  appointment  of 


the  Commission  on  Milk  Standards  awakened  the 
milk  industry  to  the  fact  that  a national  move- 
ment had  been  started  to  classify  milk.  The 
Commission’s  work  year  by  year  made  it  clear 
that  sanitation,  laboratory  testing,  and  bacterial 
standards  would  be  required.  The  industry 
fought  bitterly  against  this.  Through  local 
and  national  industrial  organizations,  lawyers 
and  scientific  and  medical  experts  were  em- 
ployed to  oppose  the  Commission  on  Milk  Stand- 
ards. The  basis  of  the  industry’s  case  was  that 
sanitation,  laboratory  testing,  and  bacterial 
standards  were  not  necessary  for  city  milk  and 
should  not  be  recognized  by  law.  Pasteuriza- 
tion was  a cure-all  and  sufficient  protection. 
Therefore  there  should  be  no  sanitary  stand- 
ards and  no  bacterial  standards  for  raw 
milk. 

New  York  City  Adopts  Milk  Grades 

The  Commission  and  the  Department  of 
Health  were  both  familiar  with  the  results  of 
the  work  at  the  Homer  milk  station  and  knew 
that  a simple  and  inexpensive  sanitary  technic 
would  keep  bacteria  out  of  milk,  but  they  also 
knew  that  sanitation  on  dairy  farms  and  in  milk 
plants  was  a novelty  to  most  milk  dealers.  They 
also  knew  that  laboratory  tests  and  bacterial 
standards  were  novelties  to  all.  At  times  there 
were  still  millions  of  bacteria  in  New  York  milk. 
Because  of  these  things,  the  adoption  of  ideal 
standards  was  impossible.  Standards  had  to 
be  most  liberal  to  secure  the  cooperation  of  the 
industry.  Therefore,  although  Homer  dairy- 
men were  producing  milk  under  10,000  bacteria 
per  cubic  centimeter,  the  standard  for  Grade  A 
raw  milk  was  200,000.  Also,  while  Homer 
pasteurized  milk  was  testing  200  bacteria  per 
cubic  centimeter,  the  standard  for  Grade  A 
pasteurized  milk  was  made  30,000.  Much  more 
liberal  standards  were  adopted  for  Grade  B and 
Grade  C milks.  These  liberal  standards  were 
adopted  in  1914  and  the  City  of  New  York  was 
launched  on  its  program  of  milk  improve- 
ment. 

Milk  Industry  Installs  Laboratories 

While  the  standards  were  far  too  liberal,  the 
principles  were  correct.  As  an  immediate  result, 
the  milk  industry  of  New  York  installed  labora- 
tories for  bacterial  testing  of  milk,  both  in  the 
country  and  city.  A staff  of  veterinarians  was 
employed  to  examine  cows,  especially  for  mas- 
titis. A staff  of  milk  inspectors  in  the  employ  of 
the  industry  instructed  dairy  farmers  how  to 
install  sanitary  equipment  and  practice  sanitary 
technic.  Laboratory  workers  tested  milk  from 
each  dairy  farm  nine  times  each  month  and  re- 
ported the  results  to  each  producer.  Bonuses  or 
premiums  were  paid  for  milk  coming  within  fixed 
bacterial  standards. 

Whenever  it  was  installed,  this  system  of  con- 
trol worked  wonders.  It  quickly  eliminated 
dirt  and  bacteria  from  milk  of  hundreds  and 
later  thousands  of  dairy  farms.  It  showed  every- 
where that  legal  standards  were  far  too  liberal 
and  that  milk  testing  under  10,000  bacteria  per 
cubic  centimeter  could  be  produced  anywhere 
that  the  simple  sanitary  technic  was  prac- 
ticed. 

The  volume  of  this  clean  milk  grew  rapidly 
from  1914  to  1940.  The  statistics  for  the  year 
(1938-1939)  are  shown  in  Table  1. 
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Largest  Supply  of  Clean  Milk  in  World 

From  the  single  milk  station  at  Homer  in  1911, 
with  10,000  quarts  of  milk  daily,  this  Grade  A 
business  has  grown  to  forty-seven  stations  pro- 
ducing 918,157  quarts  daily.  This  is  the  largest 
supply  of  clean  milk  the  world  has  ever  seen. 
No  other  large  city  can  match  this  supply  in 
quantity  or  in  purity.  Over  100,000  cows  from 
which  it  comes  are  so  closely  supervised  by  skilled 
veterinarians  that  mastitis  is  suppressed  to  less 
than  2 per  cent  compared  with  10  to  40  per  cent 
in  uncontrolled  herds.  On  4,371  dairy  farms 
sanitary  technic  is  practiced  so  faithfully  that 
the  milk  delivered  to  the  country  receiving 
stations  closely  resembles  Certified  in  purity. 
The  nineteen  laboratories  testing  milk  from 
each  dairy  farm  nine  times  each  month  guide  the 
inspectors  and  veterinarians  by  their  reports  and 
furnish  the  figures  on  which  the  payment  of 
bonuses  to  each  producer  is  based. 

A Great  Sanitary  Reform 

This  improvement  in  New  York  City  milk  was 
the  greatest  sanitary  reform  that  had  ever  oc- 
curred in  the  history  of  food  production.  The 
grading  system  had  demonstrated  its  efficiency. 
Sanitation  had  become  a commodity  and  had  its 
own  market  value . Cleanliness  was  purchasable . 
These  principles  gave  New  York  a position  of 
leadership  over  all  other  cities  of  the  world  in 
the  purity  of  its  milk  supply.  Delegations  not 
only  from  the  principal  American  cities  but  from 
many  foreign  countries  visited  New  York  to 
study  its  milk  laws  and  inspect  its  milk  supply. 
They  discovered  that  quality  and  price  pro- 
gressed hand  in  hand  and  that  producers,  con- 
sumers, and  milk  distributors  all  recognized  that 
price  levels  depended  on  quality  levels  and  that 
quality  levels  included  sanitation. 

Eight  Administrations  Encourage  Growth 

The  records  show  that  the  New  York  Milk 
Committee  and  the  National  Commission  on 
Milk  Standards  started  this  movement  to 
recognize  sanitation  and  bacterial  standards. 
Under  the  administration  of  eight  mayors  and 
nine  health  officials,  the  production  and  sale  of 
clean  milk  under  the  Grade  A label  was  en- 
couraged. Under  Commissioner  Lederle  the 
first  grading  law  was  adopted.  Under  Commis- 
sioner Goldwater  the  laboratory  technic  was 
made  efficient  and  the  milk-testing  laboratory 
enlarged  to  make  tests  sufficient  to  check  on 
milk  before  and  after  pasteurization.  Under 
Commissioner  Emerson  a cost  survey  of  the 
entire  city  supply  was  made,  and  the  Department 
of  Sanitary  Inspection  of  Milk  was  enlarged. 
Under  Commissioners  Copeland  and  Wynne  the 
milk  law  was  revised  and  improved,  and  the  pro- 
duction and  sale  of  Grade  A milk  was  stimulated 
until  the  volume  approached  one-third  of  the 
city  supply. 

City  Supply  Ideal 

After  thirty  years  of  trial  and  experience  the 
conclusion  of  all  fair-minded  and  qualified  ob- 
servers is  that  New  York  City  possessed  an  ideal 
milk  supply.  Its  best  grade  of  milk  labeled 
“Grade  A”  was  produced  with  special  sanitary 
care  on  dairy  farms  supervised  by  a skilled  staff 
of  veterinarians,  inspectors,  and  laboratory 
workers,  and  with  the  cooperation  of  producers 


insured  by  the  payment  of  a bonus.  The  bac- 
terial standards  were  a guarantee  of  the  purity 
of  this  milk.  It  was  a milk  suitable  for  infant 
feeding  and  as  a beverage.  The  extra  care  made 
an  extra  charge  of  three  cents  per  quart  neces- 
sary. Consumers  were  educated  to  understand 
that  this  three  cents  paid  for  sanitation  on  the 
farm  and  a separate  bottling  plant  for  this 
special  milk.  Grade  B milk  or  second-grade 
milk  amounting  to  two-thirds  of  the  supply  was 
produced  on  dairy  farms  conforming  to  Depart- 
ment of  Health  requirements  in  appearance. 
The  producers  on  these  farms  were  offered  no 
special  inducement  to  practice  any  sanitary 
technic  beyond  the  general  impulse  to  keep  their 
milk  in  a condition  where  it  would  be  salable  at 
the  regular  market  price.  Such  milk  would  at 
times  contain  several  hundreds  of  thousands  of 
bacteria  before  pasteurization.  Pasteurization 
would  make  such  milk  safe.  Such  milk  could  be 
bought  and  sold  at  the  lowest  market  price.  In 
common  with  all  other  merchandise  it  was  en- 
tirely proper  for  the  city  to  have  on  the  market 
different  grades  of  milk  at  different  prices. 

City  Takes  Charge  of  Infant  Milk  Depots 

In  1912  the  infant  milk  depots  of  the  New  York 
Milk  Committee  were  transferred  to  the  Bureau 
of  Child  Hygiene  of  the  City  Department  of 
Health.  The  names  were  changed  to  “Baby 
Health  Stations.”  The  milk  supply  remained 
the  same.  Under  the  auspices  of  the  city,  the 
number  of  stations  was  multiplied  to  eighty-five, 
dispensing  milk  in  1933  to  50,000  babies  daily. 
All  of  the  milk  continued  to  come  from  the 
original  Homer  milk  station  for  twenty-three 
years  until  the  demand  exceeded  the  supply  and 
another  Grade  A milk  station  was  added  as  a 
source.  Sixty  per  cent  of  the  mothers  who 
patronized  these  stations  in  the  poor  parts  of 
the  city  did  not  speak  English.  All  of  them 
were  taught  by  the  doctors  and  nurses  that  the 
Grade  A label  meant  clean  milk  for  babies. 
Every  mother  in  the  city  learned  that  Grade  A 
was  a symbol  of  clean  milk  and  that  this  milk  was 
for  infants.  For  over  twenty -five  years  in  the 
city  law  itself  the  milk  was  defined  as  “Grade  A 
milk  for  infants  and  children.”  More  than 
thirty  years  of  education  by  doctors,  nurses,  and 
social  workers  taught  New  York  mothers  to  use 
Grade  A milk  for  infant  feeding  because  of  its 
purity.  It  was  recognized  as  the  “poor  man’s 
Certified  milk.” 

New  Administration  Puts  Grade  B Milk  in  Baby 
Health  Stations 

One  of  the  first  acts  of  the  present  adminis- 
tration in  1934  was  to  substitute  Grade  B for 
Grade  A milk  in  the  Baby  Health  Stations  and  to 
advise  mothers  to  feed  babies  on  Grade  B milk 
Over  50,000  babies  were  being  fed  on  milk  from 
these  stations  at  this  time.  On  the  day  after 
this  change  was  made  thousands  of  mothers  re- 
fused to  buy  Grade  B milk  from  the  stations  and 
bought  Grade  A milk  for  their  babies  at  the 
highest  retail  prices.  By  this  act,  Grade  A at 
a reasonable  store  price  was  no  longer  available 
to  poor  mothers.  Two  generations  of  teaching 
caused  many  to  continue  the  purchase  of  Grade  A 
milk  at  the  full  retail  price  charged  by  retail 
wagons  and  delicatessen  stores,  since  Grade  A 
milk  is  available  in  only  a few  grocery  stores. 
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The  New  Milk  Law 

The  Board  of  Health  of  this  city  adopted  a 
new  milk  law  in  May,  1940,  to  become  effective 
September  1.  This  abolishes  the  present  grades 
A and  B and  substitutes  a single  grade  to  be 
known  as  ‘ ‘Approved  Milk . ” No  other  milk  is  to 
be  officially  recognized  by  the  Board  of  Health 
with  the  exception  of  Certified,  which  in  volume 
is  three-tenths  of  1 per  cent  of  the  total  supply. 
The  standards  for  this  “Approved  Milk”  are 
bacteria  in  raw  milk  bottled  in  the  country 

150.000  per  cubic  centimeter;  bottled  in  the 
city  400,000  per  cubic  centimeter;  after  pas- 
teurization 30,000  per  cubic  centimeter;  butter- 
fat  not  less  than  3.5  per  cent;  total  solids  not 
less  than  11.6  per  cent.  Compared  with  the 
milk  standards  of  the  past,  the  Board  of  Health 
considers  these  new  standards  a step  in  advance. 
Briefly  tabulated  the  comparison  is: 

Bacterial  Standards 

New 

Grade  A Grade  B Approved 
Raw  country  100,000  300,000  150,000 

Raw  city  200,000  750,000  400,000 

Pasteurized  30,000  50,000  30,000 

From  this  it  appears  that  the  new  law  es- 
tablishes standards  for  raw  milk  better  than  the 
old  Grade  B but  inferior  to  the  old  Grade  A. 
For  pasteurized  milk  the  new  law  establishes 

30.000  bacteria  per  cubic  centimeter,  which  is 
the  same  as  the  old  Grade  A standards.  It  is 
on  this  point  that  the  advocates  of  the  new  law 
lay  the  greatest  emphasis.  It  is  on  this  that  they 
base  their  claim  that  the  new  law  provides  a 
milk  for  the  city  that  is  similar  to  Grade  A in 
character.  This  claim  entirely  overlooks  the 
vast  differences  between  the  laws  and  the  milks. 
The  great  volume  of  one  million  quarts  of  Grade 
A milk  testing  less  than  30,000  in  a raw  state 
and  less  than  2,000  after  pasteurization  is 
ignored. 

Medical  Opinion 

The  condition  of  city  milk  has  been  a topic  of 
discussion  by  the  Committee  on  Public  Health 
Relations  of  The  New  York  Academy  of  Medi- 
cine for  more  than  three  years.  The  contem- 
plated changes  in  the  city  milk  law  have  been 
fully  considered.  Many  hearings  have  been 
held  and  the  conclusions  have  been  expressed 
in  a number  of  ways.  All  of  these  have  opposed 
any  change  that  would  lower  city  standards  for 
milk.  If  only  one  grade  is  to  be  legalized  the 
standards  should  be  the  equivalent  of  Grade  A 
standards.  A milk  of  superior  sanitary  char- 
acter such  as  Grade  A possesses  should  be  kept 
on  the  city  market.  This  is  the  best  medical 
opinion. 

Dr.  Carr’s  Report 

The  special  survey  made  by  Dr.  Walter  Lester 
Carr,  Dr.  William  H.  Park,  and  associates  was 
approved  by  the  Executive  Committee  of  the 
Committee  on  Public  Health  Relations  of  The 
New  York  Academy  of  Medicine.  This  report 
covered  inspections  of  dairy  farms  and  labora- 
tory tests  of  Grade  A and  Grade  B milks  in  July, 
August,  September,  and  December,  1937, 
January  and  February,  1938.  Three  hundred 
and  ninety-seven  Grade  A dairies  and  488  Grade 
B dairies  were  inspected  in  detail  and  many  dif- 


ferences noted.  Many  laboratory  tests  for  bac- 
teria were  made.  The  report  is  voluminous  and 
represents  a thorough  survey  of  the  sanitary 
condition  of  Grade  A and  Grade  B milks.  Only 
the  briefest  conclusions  can  be  cited  here.  The 
general  conclusion  of  the  inspectors  of  dairy 
farms  was  as  follows:  “The  stables  on  the  farms 
producing  Grade  A milk  were,  as  a rule,  larger, 
had  better  light  and  were  kept  cleaner  than 
those  on  the  farms  producing  Grade  B milk. 
It  is  apparent  that  there  is  a very  great  dif- 
ference in  the  average  between  conditions  on  the 
Grade  A and  Grade  B farms.” 

The  bacterial  counts  of  milk  samples  taken 
from  dealers’  storage  tanks  are  of  special  signifi- 
cance because  this  is  the  mixed  raw  milk  of 
many  dairy  farms  which  is  to  be  pasteurized 
and  bottled.  The  averages  of  hundreds  of  tests 
are  shown  in  the  tabulation  below : 

Bacteria  in  Milk 
in  Dealers’  Storage  Tanks 


Grade  A 

Grade  B 

Year  1937 

July,  Aug.,  Sept. 

112,949 

710.580 

Raw 

Year  1938 

Dec.,  Jan.,  Feb. 

31,950 

136,290 

Raw 

July,  Aug.,  Sept. 

962 

9,343 

Pasteurized 

Dec.,  Jan.,  Feb. 

815 

7,376 

Pasteurized 

Bacteria  Surviving  Pasteurization 

The  Dr.  Carr  report  and  other  reports  confirm 
medical  teachings.  All  bacteria  are  not  killed 
by  pasteurization.  If  we  assume  that  there  are 
no  intermissions,  or  breakdowns,  or  variations, 
but  always  perfect  operation,  at  best  there  are 
bacteria  which  survive.  Tuberculosis,  diph- 
theria, typhoid,  dysentery,  scarlet  fever,  septic 
sore  throat,  undulant  fever,  are  caused  by  bac- 
teria that  are  killed  by  pasteurization.  Some 
streptococci  and  staphylococci  are  not  killed. 
All  spore  formers  survive.  A number  of  thermo- 
philic and  thermoduric  species  survive.  Many 
of  these  feed  on  milk  compounds.  Many  pro- 
duce their  products  in  milk.  The  B.  welchii  is 
a common  species-forming  spore  found  in  cow 
manure.  There  are  records  of  diarrhea  in 
children  caused  by  this  species.  In  old  milk 
this  spore  former  produces  toxins  sufficient  to 
kill  guinea  pigs.  There  are  many  intestinal 
disturbances  of  infants  which  are  not  reported. 
The  only  remedy  for  contaminations  of  milk 
with  organisms  that  survive  pasteurization  is 
sanitation  at  the  sources  of  supply  and  sanitation 
at  all  points  of  transit.  Sanitary  milk  is  safer 
than  unsanitary  milk  after  both  are  pasteurized. 

Medical  Action 

There  is  substantial  evidence  not  only  of  a 
strong  medical  demand  for  sanitary  milk  but  of 
a strong  consumer  demand.  The  fact  that  be- 
fore the  present  agitation  consumers  were  pur- 
chasing more  than  400,000  quarts  of  Grade  A 
milk  daily  and  that  the  child  population  of  the 
metropolitan  area  under  five  years  of  age  is 
about  500,000  is  evidence  that  the  majority  of 
mothers  in  this  city  prefer  to  buy  a superior 
sanitary  milk  for  their  children.  While  the  law 
no  longer  recognizes  such  milk  there  is  nothing 
in  the  law  that  prohibits  the  marketing  of  a 
cleaner  milk.  The  difficulty  now  is  the  problem 
of  identification.  Since  the  Department  of 
Health  no  longer  provides  auspices  or  a label,  a 
superior  milk  cannot  be  marketed  unless  some 
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other  auspices  and  label  are  found.  To  provide 
this,  members  of  the  Committee  on  Public 
Health  Relations  of  The  Academy  of  Medicine 
invited  the  Medical  Milk  Commission  of  New 
York  County  and  of  Kings  County  to  consider 
organization  of  a joint  commission  to  offer  spon- 
sorship and  supervision  for  a superior  sanitary 
milk.  After  conferences  it  was  agreed  that  a 
Medical  Milk  Association  be  organized  which 
would  be  unofficial  but  representative  because  of 
the  character  of  the  members  who  volunteered 
their  services. 

Medical  Milk  Association 
This  plan  has  been  perfected.  “The  Medical 
Milk  Association  of  Metropolitan  New  York” 
has  been  incorporated.  Its  object  is  to  furnish 
supervision  and  sponsorship  of  a superior  sani- 
tary milk  corresponding  in  character  to  the  Grade 
A milk  which  has  been  on  this  market  for  twenty- 
six  years.  There  are  seven  prominent  physicians 
who  have  agreed  to  act  as  members  of  this 
Association. 

New  standards  and  specifications  have  been 
prepared  which  correctly  define  the  real  char- 
acter of  this  milk.  The  minimum  bacterial 
standards  are  as  follows. 

Bacteria  per 
Cubic  Centi- 
meter Not 
More  Than 

1.  Raw  milk  delivered  by  dairy 
farmers  to  country  receiving 


stations  10,000 

2.  Mixed  raw  milk  to  be  pasteur- 
ized in  country  bottling  plants  25,000 

3.  Mixed  raw  milk  to  be  pasteur- 
ized in  city  bottling  plants  50,000 

4.  Pasteurized  milk  bottled  and 

delivered  to  the  consumer  5,000 


The  present  Grade  A supply  can  qualify  for 
these  standards.  Therefore  this  proposal  is 
based  on  a continuation  of  the  cooperation  of 
the  producers  and  dealers  and  staff  of  experts 
and  laboratories  which  have  been  engaged  for 
past  years  in  the  production  and  supervision  of 
Grade  A milk. 

A suitable  emblem  or  trademark  has  been 
designed  continuing  the  use  of  the  capital  “A” 
and  indicating  the  auspices  of  the  Medical  Milk 
Association  of  Metropolitan  New  York,  Inc. 
This  has  been  submitted  to  the  Department  of 
Health  for  its  approval  and  when  approved  the 
cooperation  of  the  milk  industry  in  placing  milk 
on  the  market  under  this  emblem  will  be  invited. 


The  Position  of  the  City 

Under  our  former  milk  law  this  city  occupied 
a position  of  world  leadership.  The  system  of 
milk  control  was  the  most  efficient  and  economi- 
cal of  any  city  in  the  world.  The  checking  of 
dealers’  milk  by  the  Health  Department  com- 
pelled the  employment  by  the  industry  of  its 
own  expert  staff  of  veterinarians,  inspectors,  and 
laboratory  workers  to  keep  milk  within  bacterial 
standards.  The  Grade  A label  which  originated 
in  New  York  has  been  adopted  by  all  cities  in 
the  United  States  and  by  many  in  foreign 
countries  as  a symbol  of  purity. 

Under  the  new  law,  New  York  leadership  will 
be  lost.  It  will  be  the  only  large  city  without 
any  Grade  A milk.  Its  great  volume  of  Grade  A 
milk  will  revert  to  the  common  level.  A stand- 
ard of  400,000  bacteria  per  cubic  centimeter  is 
so  liberal  it  means  the  abandonment  of  efforts 
to  suppress  mastitis  or  control  sanitation. 
Without  the  payment  of  costs,  the  staff  of  ex- 
perts employed  by  the  industry  must  be  radi- 
cally reduced.  Without  the  payment  of  bonuses, 
dairy  farmers  will  have  no  inducement  to  prac- 
tice sanitary  technic.  Without  the  great  sur- 
plus of  Grade  A milk  and  the  help  of  its  experts 
the  bulk  of  the  supply  will  be  worse  instead  of 
better.  A standard  of  400,000  bacteria  for  the 
entire  supply  means  more  bacteria  in  New  York 
milk  than  in  the  milk  of  any  other  large  city. 
New  York’s  position  of  leadership  will  be  lost. 
It  will  be  the  only  city  without  any  sanitary 
milk  at  a price  within  reach  of  the  masses  of  the 
people. 

Support  Medical  Supervision 

The  medical  demand  for  sanitary  milk  is  ac- 
companied by  a large  consumer  demand.  The 
industry  is  reluctant  to  abandon  traditions  and 
principles  of  quality  control  which  represent 
many  years  of  conscientious  effort.  The  medical 
nature  of  milk  sanitation  and  its  history  makes  it 
entirely  proper  that  the  initiative  for  the  move- 
ment to  keep  sanitary  milk  on  the  market  should 
come  from  medical  men  themselves.  The  sup- 
port of  medical  men  seems  certain  if  the  facts 
are  placed  before  them.  The  reason  for  this 
paper  is  an  effort  to  present  a few  of  the  more 
important  facts  connected  with  the  develop- 
ment of  this  city’s  supply  by  one  who  has  de- 
voted the  greater  part  of  his  life  to  its  improve- 
ment. These  facts  are  presented  in  the  hope 
that  the  movement  to  keep  a sanitary  milk  on 
this  market  will  receive  the  support  of  all  of  the 
medical  men  of  this  city. 

23  East  26th  Street 


PREVENTION  AND  TREATMENT  OF  TETANUS  IN  THE  WAR 


For  the  prevention  and  treatment  of  tetanus 
in  the  British  army,  both  passive  and  active  im- 
munization are  in  use  for  every  man.  Passive 
immunization  is  produced  by  injecting  a prophy- 
lactic dose  of  antitoxin  as  soon  as  possible  after 
the  man  has  been  wounded,  active  immunization 
by  two  injections  of  formol  toxoid  sometime  be- 
fore going  on  active  service.  The  value  of 
passive  immunization  was  shown  in  the  last 
war.  The  few  who  developed  the  disease  after  a 
prophylactic  injection  usually  had  a long  incu- 
bation period  and  slow  onset  and  recovered. 


The  disadvantages  of  this  treatment  are  that  the 
injection  has  to  be  given  soon  after  the  wound  is 
received ; in  some  cases  it  has  to  be  repeated  and 
serum  reactions  are  liable  to  occur.  Active  im- 
munization has  the  advantages  that  it  can  be 
produced  before  the  soldier  goes  on  active 
service  and  that  the  immunization  probably 
lasts  many  years.  But  it  has  not  yet  been 
tested  on  a large  scale  in  war.  The  only  dis- 
advantage is  slight  allergic  reactions,  which  are 
attributed  to  a small  amount  of  peptone  present. 
— London  letter,  J.A.M.A. 


Thirty-Fourth  Annual  Meetings 
of  the 

District  Branches 

PROGRAMS 

Third  District  Branch 

Tuesday,  September  17,  1940 

Colonie  Country  Club  (Albany-Schenectady  Road),  Albany,  New  York 


Morning  Session:  9:30  o’clock — Daylight  Saving 

Time 

Address  of  Welcome 

Philip  L.  Forster,  M.D.,  Albany 
president , Albany  County  Medical  Society 

“What  Has  Saratoga  Spa  to  Offer  in  the  Field  of 

Therapy?” — Lantern  Demonstration 

Walter  S.  McClellan,  M.D.,  Satatoga  Springs 
medical  director,  Saratoga  Springs  Commission 

Spa  therapy,  which  includes  the  use  of  na- 
tural agents  such  as  mineral  waters  in  a 
regulated  program  with  proper  rest,  exer- 
cise, diet,  and  recreation,  is  indicated  in  the 
treatment  of  many  chronic  conditions,  par- 
ticularly those  affecting  the  circulatory, 
gastrointestinal,  and  locomotor  systems. 
Spa  therapy  as  practiced  at  the  Saratoga 
Spa  will  be  discussed  to  illustrate  the  prac- 
tical application  of  this  form  of  treatment. 

“Gastric  Hemorrhage” — Lantern  Slides 

Albert  F.  R.  Andresen,  M.D.,  Brooklyn 
professor  of  clinical  medicine,  Long  Island 
College  of  Medicine 

Various  causes  of  hematemesis  will  be  dis- 
cussed. The  physiologic  principles  under- 
lying hemorrhage  from  ulcer  and  their  appli- 
cation to  treatment  will  be  emphasized. 
Rest,  early  frequent  feedings,  the  use  of 
gelatine  and  the  avoidance  of  transfusions, 
stimulation,  and  external  cold  will  be  stressed. 
Results  in  a long  series  of  cases  will  be 
reported. 

“Observations  on  Human  Refrigeration” 

Temple  Fay,  M.D.,  Philadelphia 
professor  and  head  of  the  Depart- 
ments of  Neurology  and  Neuro- 
surgery, Temple  University  School 
of  Medicine 

Refrigeration  therapy  for  the  treatment  of 
malignant  disease  of  the  human  body  is  a 
comparatively  recent  experiment.  In  gen- 
eral, the  methods  of  reducing  body  tem- 
perature, means  used,  and  results  obtained 
will  be  discussed.  In  particular,  the  effect 
upon  pain  and  the  progress  of  the  disease  will 
be  considered. 

12:30  p.m. — Luncheon  and  Introduction  of 

Guests 


Afternoon  Session:  2:00  o’clock 

Business  Meeting — Election  of  Officers 

“The  Present  Status  of  Sulfathiazole  in  the 

Treatment  of  Infections” 

Charles  H.  Rammelkamp,  M.D.,  Boston 
assistant  in  medicine,  Boston  University 
School  of  Medicine 

Clinical  and  experimental  studies  on  the  use 
of  sulfathiazole  in  the  treatment  of  a variety 
of  infections  will  be  presented.  Compara- 
tive studies  with  sulfanilamide  and  sulfa- 
pyridine  will  be  given  in  an  attempt  to  show 
which  drugs  are  superior  in  the  treatment 
of  various  infections. 

“Advances  in  the  Specific  Treatment  of  Pneu- 
monia During  the  Past  Year” 

L.  Whittington  Gorham,  M.D.,  Albany 
professor  of  medicine,  Albany  Medical 
College,  and  physician  in  chief,  Albany 

Hospital 

Analyses  of  several  large  series  of  cases  from 
the  literature  will  be  presented,  dealing  with 
the  present  status,  relative  value  of,  indica- 
tions for  and  contraindications  for  the  use  of 
specific  serum,  sulfapyridine  and  sulfathia- 
zole. These  results  will  be  interpreted  in  the 
light  of  the  experience  of  the  Pneumonia 
Service  at  the  Albany  Hospital  during  the 
past  twelve  months. 

Entertainment  for  Ladies 

The  Woman’s  Auxiliary  of  the  Medical  Society 
of  the  County  of  Albany  has  arranged  for  the 
following : 

Headquarters  will  be  at  the  De  Witt  Clinton 
Hotel,  Albany,  which  is  located  at  the  corner  of 
State  and  Eagle  streets. 

Auxiliary  business  meetings  will  be  held  at 
10:30  a.m.,  each  county  auxiliary  having  its  own 
meeting. 

At  12 : 00  noon,  there  will  be  a luncheon  at  the 
De  Witt  Clinton  Hotel. 

From  2:00  p.m.  to  4:00  p.m.  there  will  be 
bridge  for  those  who  care  to  remain  at  the  hotel. 
For  those  who  do  not  care  to  play  cards,  shop- 
ping or  visits  to  Albany’s  public  buildings  will  be 
arranged. 

At  3:45  p.m.  there  will  be  a musical  tea  at  the 
De  Witt  Clinton  Hotel. 

The  wives  of  all  members  of  the  Third  District 
Branch  will  be  welcomed  at  these  functions 
whether  they  are  members  of  the  auxiliary  or 
not. 
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Third  District  Branch  Officers 

President.  .Arthur  M.  Dickinson,  M.D.,  Albany 
1st  Vice-President.  .Mahlon  H.  Atkinson,  M.D., 

Catskill 

2nd  Vice-President.  . .Stephen  H.  Curtis,  M.D., 

Troy 

Secretary William  M.  Rapp,  M.D.,  Catskill 

Treasurer.  . .Ernest  E.  Billings,  M.D.,  Kingston 


Presidents  of  the  Component  County  Societies 


Albany Philip  L.  Forster,  M.D.,  Albany 

Columbia.  . . .Leon  J.  Shank,  M.D.,  Kinderhook 

Greene Kenneth  F.  Bott,  M.D.,  Greenville 

Rensselaer Charles  W.  Hamm,  M.D.,  Troy 

Schoharie.  . . . David  W.  Beard,  M.D.,  Cobleskill 

Sullivan Harry  Golembe,  M.D.,  Liberty 

Ulster William  S.  Bush,  M.D.,  Kingston 


Sixth  District  Branch 


Thursday,  September  19,  1940 
Willard  Straight  Hall,  Cornell  University,  Ithaca,  New  York 


Morning  Session:  10:00  o’clock — Daylight 

Saving  Time 

“Recent  Progress  in  Thoracic  Surgery” 

J.  Maxwell  Chamberlain,  M.D., 
Homer  Folks  Hospital,  Oneonta,  N.  Y. 
Discussion  by  R.  J.  Erickson,  M.D.,  Albany, 
associate  professor  of  medicine,  Albany  Medi- 
cal College. 

“The  Clinical  Use  of  Ovarian  Sex  Hormones” 
Benjamin  P.  Watson,  M.D.,  New  York  City 
prof  essor  of  obstetrics  and  gynecology,  Columbia 
University,  College  of  Physicians  and  Surgeons 
Discussion  by  Claude  E.  Chapin,  M.D., 
Cortland,  N.  Y. 

“The  Clinical  Use  of  the  Sulfonamide  Drugs” 

Colin  M.  MacLeod,  M.D.,  New  York  City 
Hospital  of  the  Rockefeller  Institute 
Discussion  by  Norman  S.  Moore,  M.D., 
Ithaca,  N.  Y. 

Brief  Comments  by  Exhibitors 

Luncheon  and  Introduction  of  Guests 


Exhibits 


1. 

2. 

3. 

4. 
5: 
6. 
7. 


The  Diagnostic  Value  of  Photographs  of  the 
Interior  of  the  Eye 

Arthur  J.  Bedell,  M.D.,  Albany,  N.  Y. 
Salivary  Reflexes  in  Students  in  the  Civilian 
Pilot  Training  Corps  at  Cornell  University 
Richard  Parmenter,  Ph.D.,  Ithaca,  N.  Y. 
The  Influence  of  Diet  on  Aging  Processes 
Professor  L.  A.  Maynard  I 
Professor  C.  M.  McCay  / 

Colored  Reproductions  of  Normal  and  Patho- 
logical Blood  Cells 

William  A.  Groat,  M.D.,  Syracuse,  N.  Y. 
Certain  Laboratory  Aids  in  the  Early  Diag- 
nosis of  Communicable  Disease 


Ithaca,  N.  Y. 


A.  H.  Harris,  2nd,  M.D.,  Albany,  N.  Y. 
Cancer 

Prepared  by  the  Metropolitan  Life  Insurance 

Company. 

There  will  be  a trip  to  the  Physiological  Field 
Station  where  Howard  Liddell,  Ph.D.,  of 
Cornell  University,  will  exhibit  the  technic 
and  mechanical  devices  used  in  the  study  of 
the  neurotic  animal. 


Afternoon  Session:  2:15  o’clock 

Business  Meeting 
“The  Psychoneuroses” 

Thomas  Rennie,  M.D.,  Baltimore 
associate  in  psychiatry,  School  of 
Medicine  of  the  Johns  Hopkins 
University 

Discussion  by  Waldemar  Boldt,  M.D., 
Binghamton,  N.  Y. 

“Sudden  and  Unexpected  Deaths  from  Natural 
Causes”  Thomas  A.  Gonzales,  M.D. 

chief  medical  examiner  of  the 
City  of  New  York 
Discussion  by  Floyd  S.  Winslow,  M.D., 
Rochester,  N.  Y. 

Entertainment  for  Ladies 

Ladies  will  be  entertained  at  luncheon  at  the 
Taughannock  Farms. 


Sixth  District  Branch  Officers 


President George  M.  Mackenzie,  M.D., 

Cooperstown 

1st  Vice-Pres. . .Norman  S.  Moore,  M.D.,  Ithaca 

2nd  Vice-Pres Charles  L.  Pope,  M.D., 

Binghamton 


Secretary . Hubert  B.  Marvin,  M.D.,  Binghamton 
Treasurer.  ..William  A.  Moulton,  M.D.,  Candor 

Presidents  of  Component  County  Societies 

Broome.  .Charles  M.  Allaben,  M.D.,  Binghamton 
Chemung.  . . .George  R.  Murphy,  M.D.,  Elmira 

Chenango M.  G.  Boname,  M.D.,  Oxford 

Cortland.  . . .Robert  Fairchild,  M.D.,  Marathon 
Delaware.  . .Thomas  C.  Monaco,  M.D.,  Walton 

Otsego Ralph  Horton,  M.D.,  Oneonta 

Schuyler Paul  F.  Willwerth,  M.D., 

Montour  Falls 

Tioga Charles  J.  V.  Redding,  M.D.,  Owego 

Tompkins Hudson  J.  Wilson,  M.D.,  Ithaca 


Bobby:  “Say,  mother,  was  baby  sent  down 
from  heaven?” 

Mother:  “Yes,  Bobby.” 

Bobby:  “They  like  to  have  it  quiet  up  there, 
don’t  they?” — Pathfinder 


Delicate  Patient:  “I  fear  I have  a weak  con- 
stitution.” 

Physician:  “Your  constitution  is  all  right,  but 
several  of  your  bylaws  need  fixing/’" — Medical 
World 


MALPRACTICE  INSURANCE 

Responsibility  and  Stability  of  Group  Plan  Insurance  Company 

IN  A letter  dated  October  6,  1939,  the  Honorable  Louis  H.  Pink,  Superintendent  of  In- 
surance for  the  State  of  New  York  stated,  in  part: 

“The  Yorkshire  Indemnity  Company  of  New  York  is  a New  York  State  Corporation 
and  from  statements  filed  by  the  company  with  this  department,  it  would  appear  that 
all  of  its  assets  are  held  in  the  United  States.” 

That  letter  which  constitutes  the  most  authoritative  statement  that  can  be  had  on  the 
subject  was  printed  in  full  in  the  November  15,  1939,  issue  of  the  Journal.  Neverthe- 
less, numerous  inquiries  continue  to  be  received  from  members  who  are  disturbed  about 
the  possible  consequences  of  the  war  and  who  apparently  are  having  a false  point  of  view 
regarding  “foreign”  insurance  companies  persistently  urged  upon  them. 

While  the  State  Society  holds  no  briefs  either  for  or  against  so-called  foreign  com- 
panies, the  facts  concerning  them  are  presented  for  the  benefit  of  all  members. 

When  an  insurance  company,  organized  under  and  having  its  principal  place  of 
business  in  some  country  other  than  the  United  States,  decides  to  establish  a United 
States  branch  for  the  purpose  of  engaging  in  business  here,  it  must  “qualify”  or  “enter” 
in  the  states  where  it  proposes  to  operate.  That  means,  it  must  post  in  acceptable 
securities  the  deposits  required  of  all  companies.  It  must  appoint  agents  to  receive  legal 
service  on  behalf  of  the  company,  file  its  rates  and  policy  forms,  establish  and  maintain 
the  necessary  reserves  and  surpluses,  file  annual  statements  and  be  subject  to  periodic 
inspections  by  the  insurance  department  of  the  state  of  entry,  exactly  the  same  as  a 
domestic  company  organized  under  the  laws  of  that  state.  By  these  requirements  the 
insurance  department  exercises  close  supervision  and  control  over  all  companies  doing 
business  in  the  state.  For  example,  a domestic  company  is  not  permitted  by  the 
superintendent  to  follow  an  unsound  dividend  policy  that  would  tend  to  impair  the 
financial  position  of  the  company.  Accordingly,  foreign  companies  are  not  permitted 
to  withdraw  funds  from  their  United  States  branches  so  as  to  impair  their  finances  in 
this  country. 

Commenting  on  these  facts  in  an  address  to  the  Life  Underwriters  Association  of  New 
York  and  members  of  the  Bar  of  Metropolitan  New  York  in  May  of  this  year.  Super- 
intendent Pink,  said: 

“These  alien  companies  are  required  to  meet  the  same  general  requirements  for  capital, 
surplus,  and  reserves  as  our  own  companies. 

“These  funds  are  deposited  in  this  country  with  state  supervisors  and  trustees  and 
the  United  States  branches  entered  through  this  state  are  subject  to  the  same  super- 
vision as  our  own  domestic  companies.  None  of  the  trust  funds  belonging  to  the 
alien  companies  can  be  withdrawn  without  the  consent  of  the  Department  and  we 
are  naturally  more  conservative  in  permitting  withdrawals  in  times  such  as  these.” 

Thus,  it  will  be  seen  that  the  standing  or  even  the  existence  of  the  parent  companies 
has  no  effect  upon  the  financial  stability  of  the  United  States  branches  so  far  as  the  secur- 
ity of  policyholders  is  concerned.  Being  completely  self-contained  and  inde- 
pendent in  this  country,  these  branches  become  for  all  practical  consideration  domestic 
companies. 

For  these  reasons,  members  of  our  Society  should  not  permit  themselves  to  become 
perplexed  by  solicitors  who  raise  the  question  of  nationality  of  insurance  companies.  In 
the  insurance  business,  as  well  as  in  other  forms  of  human  endeavor,  there  is  an  element, 
usually  found  in  the  less  successful  fringe  of  the  business,  that  is  always  avid  to  seize  upon 
any  situation  or  argument  to  draw  what  they  hope  will  be  favorable  attention  to  them- 
selves. In  times  of  stress  in  Europe  they  have  always  been  at  their  vociferous  best  in 
setting  up  the  cry  of  “foreign  company,”  taking  care  to  avoid  any  explanation  of  the 
facts  pointed  out  by  our  superintendent  of  insurance.  They  merely  apply  the  tag  and 
hope  by  creating  doubt  to  frighten  the  uninformed  insurance  buyers  into  the  waiting 
arms  of  themselves  and  their  domestic  companies. 

Nationality  as  well  as  the  mere  size  of  a company  or  the  cheapness  of  its  rates  are 
poor  yardsticks  with  which  to  measure  the  value  of  the  protection  offered  by  its  policies 
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of  any  company.  It  is  more  important  to  know  if  the  company  is  entered  in  New  York 
State,  the  proportion  of  its  assets  to  liabilities,  whether  its  investments  and  underwrit- 
ing policies  are  sound,  what  its  policy  forms  cover  or  exclude,  and  the  service  it  is  equipped 
and  ready  to  give  its  policyholders  when  they  need  it.  These  are  the  real  tests  of  the  value 
of  insurance,  and  worthy  solicitors  will  be  able  to  discuss  them  intelligently.  Those  who 
cannot  do  so  and  particularly  those  whose  chief  claim  for  consideration  is  that  they 
represent  domestic  companies  are  not  worthy  of  time  or  attention. 

Clarence  G.  Bandler,  Chairman, 
Malpractice  Defense  and  Insurance  Committee 


THE  SOCIETY  OF 
THE  NEW  YORK  HOSPITAL 
LEWIS  CASS  LEDYARD,  Jr.  FELLOWSHIP 

The  Lewis  Cass  Ledyard,  Jr.  Fellowship  was  established  in  1939  by  a 
gift  from  Mrs.  Ruth  E.  Ledyard,  wife  of  the  late  Lewis  Cass  Ledyard, 
Jr.,  a Governor  of  The  New  York  Hospital.  The  income,  amounting  to 
approximately  $4,000.00  annually,  will  be  awarded  to  an  investigator  in 
the  fields  of  medicine  and  surgery,  or  in  any  closely  related  field.  This 
amount  will  be  applied  as  follows:  $3,000.00  as  a stipend  and,  approxi- 
mately, $1,000.00  for  supplies  or  expenses  of  the  research.  In  making  the 
award,  preference  will  be  given  to  younger  applicants  who  are  graduates  in 
medicine,  and  who  have  demonstrated  fitness  to  carry  on  original  research 
of  high  order.  The  recipient  of  this  Fellowship  will  be  required  to  submit 
reports  of  his  work  under  the  Fellowship,  either  at  stated  intervals  or  at 
the  end  of  the  academic  year ; and  when  the  result  of  his  work  is  published 
he  will  be  expected  to  give  proper  credit  to  the  Lewis  Cass  Ledyard,  Jr. 
Fellowship.  The  research  work  under  this  Fellowship  is  to  be  carried  on 
at  The  New  York  Hospital  and  Cornell  University  Medical  College.  The 
Fellowship  will  be  available  on  July  1 at  the  beginning  of  the  academic  year. 
Applications  for  the  year  1941-1942  should  be  in  the  hands  of  the  Com- 
mittee by  the  15th  of  December.  It  is  expected  that  the  award  will  be 
made  by  March  15,  1941. 

Application  for  this  Fellowship  should  be  addressed  to : 

The  Committee  of  the  Lewis  Cass  Ledyard,  Jr.  Fellowship 
The  Society  of  The  New  York  Hospital 
525  East  68th  Street 
New  York,  N.  Y. 


WORKMEN’S  COMPENSATION 

Recently  a situation  arose  in  which  an  insurance  carrier  objected  to  paying  a bill 
of  an  x-ray  specialist  for  an  examination  made  on  order  of  a referee  of  the  Depart- 
ment of  Labor.  The  carrier  contended  that  the  referee  ordered  the  insurance  carrier  to 
produce  the  x-rays  at  the  next  hearing  and  that  the  claimant  did  not  have  the  right 
to  choose  his  own  physician  to  take  such  x-rays. 

An  opinion  was  requested  of  the  Director  of  the  Division  of  Workmen’s  Compensa- 
tion of  the  Department  of  Labor,  who  on  June  1,  1940,  stated  that  it  was  his  opinion 
that  where  the  referee  ordered  the  carrier  to  produce  x-rays,  the  claimant  still  retained 
the  right  to  go  to  his  own  physician  to  have  them  taken.  This  matter  was  then  referred 
by  the  Director  of  the  Division  of  Workmen’s  Compensation  to  the  Industrial  Board 
for  an  opinion. 

On  June  7,  1940,  the  Industrial  Board  passed  the  following  resolution: 

“ Resolved , That  the  Industrial  Board  believes  that  the  Referee  should  use  his  dis- 
cretion when  directing  that  x-ray  examinations  be  made  for  comparison  or  evaluation 
purposes.  The  Board  is  of  the  opinion  that  the  carrier  should  provide  such  x-ray 
examinations  and  reports  generally,  but  if  the  Referee  believes  that  the  claimant 
should  produce  the  same,  he  may  so  direct  the  claimant  and  if  the  cost  of  the  x-rays 
exceeds  Ten  Dollars,  he  should  obtain  authorization  from  the  carrier  before  direct- 
ing the  claimant  to  produce  the  same.” 

Your  Director  of  Workmen's  Compensation  on  June  27,  1940,  communicated  with 
Mr.  Richard  J.  Cullen,  chairman  of  the  Industrial  Board,  and  protested  this  ruling.  He 
was  given  an  opportunity  to  appear  before  the  Industrial  Board  on  July  26,  1940,  and 
argued  for  a change  in  the  resolution.  It  was  your  Director’s  opinion  that  where  x-rays 
are  required  for  diagnosis  or  for  the  guidance  of  the  physicians  of  the  Department  of 
Labor  in  expressing  an  opinion  as  to  disability,  scheduled  loss,  etc.,  it  was  the  patient’s 
right  to  choose  a qualified  physician  to  take  such  x-rays  and  render  an  independent 
opinion. 

Your  Director  further  argued  that  it  was  not  within  the  province  of  the  referee  in  the 
ordinary  case  to  direct  the  choice  of  a physician.  It  was  his  opinion  that  in  controverted 
cases  where  the  evidence  produced  was  of  a conflicting  nature,  the  Industrial  Board  or 
the  referee,  on  the  recommendation  of  the  medical  examiner  of  the  Department  of 
Labor  could  designate  an  especially  qualified  physician  (roentgenologist)  to  examine 
patient  and  render  a report.  Otherwise,  in  ordinary  cases  up  for  a hearing,  the  choice 
of  roentgenologist  lay  with  the  claimant  or  his  attending  physician,  unless  the  claimant 
waived  his  right  to  free  choice  in  writing. 

Under  date  of  July  29  the  following  communication  was  received  from  the  Industrial 
Board  and  speaks  for  itself: 

“The  Industrial  Board,  after  discussing  this  question  with  you  at  its  meeting  on 
July  26,  1940,  reconsidered  this  matter,  and  after  due  consideration,  unanimously 
adopted  the  following  resolutions : 

“ ‘ Resolved , That  the  Industrial  Board  hereby  rescinds  its  resolution  of  June  7, 
1940; 

“ ‘Further  Resolved,  That  the  Industrial  Board  is  of  the  opinion  that  where  the  referee 
directs  the  taking  of  x-rays,  it  is  the  privilege  and  right  of  the  claimant  to  furnish 
such  x-rays,  payment  for  which  shall  be  in  accordance  with  Section  13-a  (5)  of  the 
Workmen’s  Compensation  Law.’  ” 

David  J.  Kaliski,  M.D.,  Director 
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Public  Health  News 


State  Health  Department  Increases  Availability 
of  Antipneumococcus  Serums 


The  Division  of  Laboratories  and  Research  of  the  New  York  State 
Department  of  Health  announces  that  antipneumococcus  serums  for 
the  treatment  of  pneumococcic  pneumonia  or  meningitis  of  all  the  recog- 
nized types  of  pneumococci*  are  now  available.  Serums  for  the  most  com- 
monly encountered  types  may  be  obtained  at  many  of  the  laboratory  sup- 
ply stations.  Serums  for  the  less  common  types  are  distributed  from  the 
Central  Laboratory  in  Albany  and  the  Branch  Laboratory,  339  East  25th 
Street,  New  York  City.  Upon  request  either  of  these  laboratories  will  send 
the  desired  serum  by  the  most  rapid  means  available. 

The  supplying  of  serums  for  the  treatment  of  patients  with  infections  of 
the  less  common  types  is  no  longer  restricted  to  patients  with  positive  blood 
cultures  but  will  be  provided  whenever  the  physician  is  of  the  opinion  that 
the  patient  will  benefit  from  its  use. 

Further  information  relating  to  the  available  supplies  of  antipneumococ- 
cus serum  may  be  obtained  from  custodians  of  supply  stations,  district 
state  health  officers,  the  Central  Laboratory  in  Albany,  or  the  Branch 
Laboratory  in  New  York  City. 

* Except  for  types  XXVI  and  XXX  which  are  considered  closely  related  to  or  identical  with  types 
VI  and  XV,  respectively. 


PHYSICIANS’  PENSIONS 

The  Social  Security  Act  takes  no  heed  of  the 
fact  that  physicians,  too,  grow  old,  remarks  the 
New  York  Medical  Week.  Few  medical  men  earn 
enough  in  their  years  of  practice  to  provide  for  an 
inactive  old  age. 

During  their  period  of  activity  physicians  con- 
tribute a large  portion  of  their  working  time  to 
the  sick  poor  without  remuneration.  At  present 
t hey  are  required  to  pay  direct  and  indirect  taxes 
to  provide  security  for  the  old  age  of  others. 
Why  is  there  no  provision  for  their  declining 
years? 

It  is  one  of  the  grave  faults  of  the  present  social 
security  laws  that  they  single  out  certain  classes 
of  the  population  for  protection  and  neglect  other 
large  groups  which  must  nevertheless  pay  for 
benefits  they  do  not  share.  The  exclusion  of 
domestic  workers,  farm  help,  and  professional 
men  from  pension  benefits  is  illogical  and  unjust. 

All  through  their  active  years  physicians  give 
medical  aid  without  payment  to  persons  who 
should  properly  be  assisted  by  the  state.  The 
least  the  state  can  do  in  return  is  to  allow  medical 
men  to  share  in  the  protection  provided  for  de- 
pendent old  age. 


DISCOVERING  CONTACTS 
Although  the  death  rate  from  tuberculosis  has 
declined  markedly  in  recent  years,  the  risk  for 
certain  families  is  virtually  as  great  today  as  it 
ever  was.  These  are  the  families  that  have,  or 
have  had,  infectious  cases  in  their  midst.  They 
are,  as  Health  News  points  out,  “the  great  reser- 
voirs of  tuberculous  infection.” 

It  would  not  be  a difficult  thing  to  discover 
and  root  out  the  danger  lurking  in  these  families. 
Every  adult  member  of  tuberculous  households 
should  be  examined  regularly,  regardless  of 
whether  he  presents  symptoms  or  not,  urges  the 
New  York  Medical  Week.  Radiographs  are  an 
essential  part  of  such  examination,  for  they  re- 
veal cases  in  an  early  stage,  before  the  lesion  has 
progressed  and  when  treatment  is  most  effective. 

Until  the  “reservoirs  of  . . . infection”  have 
been  drained,  we  cannot  hope  for  complete  con- 
trol of  tuberculosis.  It  is  illogical  to  segregate 
diagnosed  cases  without  attempting  to  discover 
hidden  ones.  The  latter  are  most  likely  to  be 
found  by  tracking  down  the  contacts  of  infected 
persons.  This  is  the  most  effective  way  of  de- 
tecting early  unsuspected  lesions  and  preventing 
further  transmission  of  the  disease. 


1333 


Medical  News 


A Permanent  Health  Museum 


h’The  permanent  American  Museum  of 
1 Health,  Inc.,  will  be  open  to  the  public  early 
in  1941,”  Dr.  George  Baehr,  member  of  the 
American  Museum  of  Health  Board,  declares. 

This  announcement  followed  Park  Commis- 
sioner Moses’  confirmation  that  the  Museum 
would  be  kept  as  a permanent  building  on  the 
World’s  Fair  site  at  the  conclusion  of  the  Fair, 
October  27.  The  Museum,  now  housed  in  the 
Medicine  and  Public  Health  Building,  is  ex- 
pected to  make  its  future  home  in  the  structure 
presently  occupied  by  the  Masterpieces  of  Art. 

The  Museum  is  the  first  of  its  kind  to  be  open 
to  the  American  public.  Dr.  Bruno  Gebhard, 
formerly  assistant  to  Homer  N.  Calver,  director 
of  the  American  Museum  of  Health,  Inc.,  at  the 
1940  Fair,  is  currently  working  on  the  establish- 
ment of  a similar  museum  in  Cleveland. 

Giving  credit  to  Mayor  LaGuardia  for  the 
energetic  support  which  he  has  given  to  the  en- 
terprise, Mr.  Calver  said  that  ‘‘New  York  will 
give  to  America  a new  mechanism  for  the  con- 
servation of  human  fife.” 

“The  permanent  Museum  of  Health  will  be 
one  of  the  greatest  outgrowths  of  the  World’s 


Fair,”  said  Dr.  Baehr.  “We  fervently  believe 
that  it  will  be  the  center  from  which  will  emanate 
the  developing  technics  of  health  education  for 
the  people  of  our  city  and  nation.  To  this  center 
will  come  hundreds  of  physicians  and  public 
health  officers  for  training  in  the  modern  methods 
of  health  education,  and  it  will  share  its  accumu- 
lating store  of  rich  experience  and  its  wealth  of 
technical  material  with  all  the  health  and  wel- 
fare agencies  of  the  land.” 

The  Medicine  and  Public  Health  Building — 
one  of  the  most  popular  at  the  Fair — has  at- 
tracted more  than  nine  million  visitors  since  its 
opening  last  year.  A survey  reveals  that  the 
American  Museum  of  Health  has  attracted  more 
than  21  per  cent  of  the  total  Fair  paid  attend- 
ances this  year. 

The  permanent  American  Museum  of  Health 
will  be  among  seven  units  that  will  remain  as 
parts  of  Flushing  Meadow  Park  when  the  1940 
Fair  closes.  Other  buildings  are  the  New  York 
City  Building,  the  New  York  State  Marine 
Amphitheatre,  the  B.  F.  Goodrich  Company 
Building,  the  House  of  Jewels,  Gardens  on 
Parade,  and  the  Japanese  Pavilion. 


Those  Popular  Fair  Films 


Health — man’s  favorite  subject— outdraws 
love,  music,  and  murder  as  movie  musts, 
judging  from  attendance  at  the  Little  Theatre  in 
the  Medicine  and  Public  Health  Building  at  the 
World’s  Fair.  Documentary  health  movies, 
designed  to  educate  the  general  public,  have 
played  to  capacity  audiences  since  the  Little 
Theatre  opened  in  May,  duplicating  the  experi- 
ence of  last  year.  More  than  1,400,000  persons, 
one-fifth  of  the  Fair  attendance,  have  visited 
the  Medicine  and  Public  Health  Building  so  far 
this  season. 

“With  These  Weapons,”  a story  of  social  dis- 
eases; “Choose  to  Live,”  a two-reel  sound  film  on 
cancer  control;  “Let  My  People  Live,”  which 
deals  with  tuberculosis;  and  “A  New  Day  in 
Health  Protection,”  have  proved  of  vital  interest 
to  Fair  visitors. 

The  progress  in  the  diagnosis  and  treatment  of 
syphilis  is  pictured  in  a talking  motion-picture 
film  that  brings  to  the  public  for  almost  the  first 
time  graphic  presentation  to  indicate  the 
prevalence  of  the  disease. 


“Cancer  has  been  on  the  increase  in  recent 
years.  It  now  ranks  second  among  the  causes  of 
death.  It  is  no  respecter  of  persons.”  With 
these  words,  Dr.  Thomas  Parran,  Surgeon  Gen- 
eral of  the  United  States  Public  Health  Service, 
opens  a film  on  cancer  control.  The  movie  points 
out  the  importance  of  treating  cancer  immedi- 
ately. 

An  all-Negro  cast,  headed  by  Rex  Ingram — 
“De  Lawd”  of  “Green  Pastures” — presents  a 
vivid  picture  of  tuberculosis  neglected,  tubercu- 
losis discovered  early  and  treated,  and  tubercu- 
losis anticipated  and  prevented. 

The  dangers  of  a cold,  how  it  leads  to  pneu- 
monia, its  treatment  by  those  new  discoveries, 
sulfapyridine  and  serum,  is  a familiar  story  that 
affects  the  Wilson  family  in  “A  New  Day  in 
Health  Protection.” 

This  film,  like  all  others  in  the  Medicine  and 
Public  Health  Building  series,  imparts  informa- 
tion that  may  prove  to  be  the  difference  between 
life  and  death  to  some  of  the  thousands  who  have 
taken  advantage  of  the  opportunity  to  see  it. 


County  News 


Bronx  County 

Dr.  Maurice  O.  Magid,  gynecologist  and 
obstetrician,  died  on  July  31  at  the  age  of  57.  A 
former  president  of  the  Bronx  County  Medical 
Society,  he  was  a founder  and  director  since  1924 
of  Hunts  Point  Hospital.  He  was  also  a founder 
and  past-president  of  the  Bronx  Gynecological 
and  Obstetrical  Society  and  past-president  of 
the  New  York  Physicians  Association. 

Born  at  Skalat,  Austria,  he  came  to  this 


country  in  1892  and  was  graduated  from  Cornell 
University  Medical  School  in  1905.  From  1913 
to  1918  he  was  instructor  in  gynecology  at  the 
New  York  Polyclinic  Medical  School  and  Hos- 
pital. He  served  as  attending  gynecologist  at 
New  York  City  Correction  Hospital  since  1926 
and  in  the  same  capacity  at  Bronx  Hospital  since 
1931. 

Dr.  Magid  was  active  in  organized  medical 
societies  and  wrote  widely  on  medical  economics 
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and  socialized  medicine.  He  recently  finished  a 
series  of  motion  pictures  in  color  of  gynecological 
operations  for  teaching  purposes. 

Chemung  County 

About  seventy  physicians  and  guests  put  aside 
their  cares  to  make  merry  on  July  31  at  the 
annual  outing  of  the  Chemung  County  Medical 
Society  at  the  Cold  Brook  Club. 

A team  of  graduates  from  the  University  of 
Buffalo  Medical  School,  the  alma  mater  of  many 
Elmira  doctors,  was  defeated,  10-4,  by  a team 
drawn  from  other  college  alumni  in  a baseball 
game  which  featured  the  outing’s  sports  pro- 
gram. 

In  a golf  tournament  at  the  Country  Club 
preceding  the  outing,  Dr.  J.  Lee  Kinner  won  the 
Doctors’  Cup,  with  Dr.  Ross  E.  Hobler  as  run- 
nerup. 

The  dinner  program  was  highlighted  by  the 
annual  “singing  class”  of  Dr.  Joseph  S.  Lewis, 
who  each  year  leads  the  society  in  a traditional 
song  and  a new  one  of  his  own  composi- 
tion. 

Dr.  Arthur  C.  Smith  was  outing  chairman. 

Erie  County 

Dr.  Marietta  C.  Catalano  MacLean,  of  Buffalo, 
died  on  August  3 at  the  age  of  40. 

Mrs.  MacLean  who  devoted  her  medical  prac- 
tice chiefly  to  obstetrics  and  brought  into  the 
world  hundreds  of  babies,  died  following  the 
birth  of  her  own  child,  according  to  the  Buffalo 
Evening  News.  The  baby  girl,  Marietta  Ann,  was 
born  July  29.  Mrs.  MacLean  was  obliged  to 
undergo  two  operations. 

In  politics  Mrs.  MacLean  had  served  as  a 
Republican  state  committeewoman  for  three 
terms,  1932  to  1934  and  1936  to  1940.  She  also 
was  a county  committeewoman  and  in  each 
capacity  was  the  first  woman  of  Italian  extraction 
to  be  chosen.  She  was  elected  to  the  state  office 
from  the  First  Assembly  District.  She  was  on 
the  County  Executive  Committee  and  was  active 
in  many  campaigns.  In  1932  she  stumped  the 
state  in  behalf  of  the  gubernatorial  candidacy 
of  Colonel  William  J.  Donovan. 

Mrs.  MacLean  was  the  organizer  in  1928  of 
the  Woman’s  Columbian  Republican  League. 
The  league,  founded  for  Republican  women  of 
Italian  extraction,  grew  into  a state  and  national 
institution.  She  was  first  president  of  the  Erie 
County  unit  and  served  as  its  head  again  in 
1937. 

Mrs.  MacLean  was  state  vice-president  of  the 
league  in  1933  and  state  president  in  1934.  She 
was  active  in  promoting  the  league’s  annual 
parties  on  Columbus  Day  for  Republican  candi- 
dates, events  which  have  highlighted  campaign 
calendars. 

Bom  in  Buffalo  on  April  15,  1900,  the  daughter 
of  Pietro  and  Cosima  Catalano,  Mrs.  MacLean 
attended  the  University  of  Buffalo,  from  which 
she  received  her  medical  degree  in  1923.  She 
worked  as  a newspaper  reporter  and  telegraph 
operator  to  earn  funds  for  her  college  education. 
While  attending  the  university  she  was  an  intern 
at  the  Erie  County  Hospital. 

Following  her  graduation,  Mrs.  MacLean  in- 
terned at  the  Bellevue  Hospital  in  New  York 
City  and  took  an  additional  medical  degree  at 
New  York  University  in  1925.  She  had  prac- 
ticed in  Buffalo  since  that  time. 


Kings  County 

The  following  physicians  have  been  elected  offi- 
cers of  the  Brooklyn  Ophthalmological  Society 
for  1940:  president,  Maurice  L.  Wieselthier; 

vice-president,  Walter  Moehle;  secretary- treas- 
urer, Harold  F.  Schilback;  assistant  secretary- 
treasurer,  Irving  Jacobs. 

Nassau  County 

The  medical  profession  must  join  hands  with 
the  army  in  meeting  the  threat  of  war  by  working 
for  health  and  medical  preparedness,  an  essential 
element  to  national  strength,  Dr.  C.  C.  Pierce, 
medical  director  of  the  United  States  Public 
Health  service,  told  the  annual  conference  of 
health  officers  of  the  New  York  metropolitan 
area  at  the  Salisbury  Golf  Club,  Westbury,  on 
July  23. 

Dr.  Pierce  spoke  before  127  representatives  of 
national,  state,  city  and  county  health  units  who 
met  at  Westbury  for  the  annual  summer  con- 
ference. 

A business  session  was  held  in  the  morning, 
a luncheon  session  at  noon,  and  the  afternoon  was 
devoted  to  recreation.  The  visitors  were  greeted 
at  the  luncheon  by  Raymond  W.  Houston, 
deputy  county  executive  of  Nassau;  Dr.  Ben- 
jamin R.  Allison,  chairman  of  the  Nassau  Board 
of  Health  and  Dr.  Aaron  L.  Higgins,  president 
of  the  Nassau  County  Medical  Society. 

The  conference  was  arranged  by  Dr.  Earle  G. 
Brown,  Nassau  health  commissioner. 

Papers  were  read  at  the  business  session  by 
Dr.  Ernest  L.  Stebbins,  professor  of  epidemiology 
at  Columbia  University  on  “The  Importance  of 
Water  Supplies  as  a Means  of  Transmission  of 
Bacillary  Dysentery”;  by  Dr.  S.  J.  Crumbine, 
executive  secretary  of  the  American  Child  Health 
Association  on  “Public  Health  Practice  at  the 
Beginning  of  the  Twentieth  Century”;  by  Alta 
Elizabeth  Dines,  chairman  of  the  Nursing  Ad- 
visory Committee  of  the  American  Red  Cross, 
on  “Preparedness  in  Public  Health  Nursing”; 
by  Dr.  Pierce  on  “Public  Health  and  Defense”; 
and  by  Dr.  John  L.  Rice,  New  York  City  com- 
missioner of  public  health  on  a recent  outbreak 
of  food  poisoning. 

New  York  County 

The  experiment  in  low-cost  medical  care  now 
under  way  in  Vladeck  Houses  is  one  of  the  most 
interesting  yet  attempted,  says  the  New  York 
Medical  Week.  It  seeks  to  provide  the  tenants 
in  a municipal  housing  project  with  a complete 
health  service  through  the  medium  of  their 
neighborhood  physicians  and  hospitals. 

The  cost  to  each  subscriber  will  be  twenty-five 
cents  monthly  or  three  dollars  a year,  with  twelve 
dollars  the  annual  maximum  for  any  family.  Par- 
ticipating physicians — and  all  licensed  practi- 
tioners are  eligible  to  join — will  receive  the  full 
annual  dues  paid  by  the  families  they  treat.  The 
New  York  Foundation  will  defray  all  administra- 
tive expenses. 

When  necessary,  hospital  service  will  be  sup- 
plied by  the  two  principal  medical  institutions  in 
the  district — Gouverneur  and  Beth  Israel  hospi- 
tals. Even  when  a patient  is  hospitalized,  how- 
ever, the  practitioner  in  domiciliary  attendance 
will  continue  to  oversee  the  case. 

A significant  aspect  of  the  project  is  that  the 
subscribers  belong  to  that  economic  class  which 
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would  ordinarily  have  to  seek  private  or  public 
medical  charity.  Under  the  contemplated  ar- 
rangement, they  will  contribute  something  to- 
ward their  medical  needs  but  will  receive  a far 
more  complete  health  service  than  they  could 
hope  to  obtain  independently  with  the  money  or 
by  haphazard  applications  for  philanthropic  aid. 

By  this  plan  the  strain  on  the  overcrowded  dis- 
pensaries in  the  district  will  be  lessened  and  avail- 
able facilities  conserved  for  patients  really  in  need 
of  institutional  care.  Participating  physicians 
will  receive  something,  however  little,  from  pa- 
tients whom  they  would  ordinarily  have  to  treat 
without  compensation.  Above  all,  they  will  help 
to  keep  alive  self-respect  and  a spirit  of  self-help 
in  a group  which  threatens  to  be  submerged  by 
governmental  paternalism. 

The  Medical  Society  of  the  County  of  New 
York  has  approved  the  Corlears  Hook  experi- 
ment for  a two-year  trial.  It  will  have  two 
representatives  on  the  supervisory  medical  board, 
which  will  also  include  two  physicians  each  from 
Gouvemeur  and  Beth  Israel  hospitals  and  the 
Lower  East  Side  doctors.  If  this  experiment 
succeeds,  it  will  point  the  way  to  other  voluntary 
group  plans  for  wage  earners  in  the  low-income 
brackets. 

Niagara  County 

The  annual  outing  of  the  Niagara  County 
Medical  Society  was  held  on  August  7 around 
Grand  Island  on  the  steamer  “Seabreeze.”  Dr. 
R.  P.  Reagan,  of  North  Tonawanda,  is  president 
of  the  county  association. 

Members  of  the  Twin  City  Academy  of  Medi- 
cine also  joined  in  the  picnic,  which  was  a stag 
affair. 

The  “Seabreeze”  picked  up  the  Tonawanda 
and  North  Tonawanda  picnickers  first,  leaving 
the  Niagara  River  dock  at  3:00  p.m.  and  going  to 
Niagara  Falls,  where  the  remainder  of  the  outing 
crowd  boarded  the  steamer. 

The  party  had  lunch  and  refreshments  aboard 
the  boat.  Dinner  was  served  at  the  Buffalo  Launch 
Club,  near  the  south  Grand  Island  Bridge  after 
the  boat  ride. 

Several  hundred,  including  members  of  the 
association  and  their  friends,  participated  in  the 
program  that  was  arranged. 

Onondaga  County 

Approval  of  a salary  system  for  the  remunera- 
tion of  doctors  taking  care  of  welfare  patients  in 
the  rural  districts  of  Onondaga  County,  to  re- 
place the  present  fee  system,  was  given  by  the 
Comitia  Minora  of  the  county  society  at  a meet- 
ing on  June  28,  at  which  it  voted  to  support  the 
recommendation  of  the  Public  Relations  Com- 
mittee, which  has  been  studying  this  problem 
through  the  winter. 

This  action,  says  the  county  Bulletin,  means 
that  the  society,  after  thorough  study,  has  ap- 
proved a plan  drawn  up  by  the  Commissioner  of 
Public  Welfare  of  the  county.  This  plan  must 
now  be  approved  by  the  New  York  State  Welfare 
Department,  after  which  it  will  come  before  the 
County  Board  of  Supervisors  for  consideration 
and  final  action. 

The  plan  now  in  effect  was  formulated  and 
adopted  at  a time  when  the  relief  load  was  light. 
With  the  present  load  it  is  found  to  be  cumber- 
some and  expensive.  The  doctors  working  under 
the  plan  have  balked  at  the  vast  amount  of  red 


tape  involved.  The  county  has  found  that  this 
same  red  tape  has  necessitated  excessive  clerical 
help. 

The  plan  now  recommended  pays  each  doctor  a 
salary,  based  chiefly  on  his  average  monthly 
earnings  under  the  fee  schedule  during  the  pre- 
ceding year.  Salaries  will  be  readjusted  at  stated 
occasions  and  varied  according  to  work  done.  No 
salary  will,  however,  exceed  $150  per  month. 
Obstetrical  care  will  not  be  included  under  the 
salary.  An  additional  $25  will  be  paid  for  each 
delivery. 

The  proposed  system  will  in  no  way  affect  the 
free  choice  of  physician  by  the  patient. 

The  present  cumbersome  methods  of  reporting 
calls  to  the  Welfare  Office  will  be  done  away  with, 
and  it  will  only  be  necessary  to  report  total  calls 
at  monthly  intervals. 

A practicing  physician  in  Syracuse  and 
Onondaga  County  more  than  half  a century,  Dr. 
John  C.  Shoudy  died  at  his  home  after  a three- 
day  illness,  on  Aug  4. 

Though  he  was  71  years  old,  Dr.  Shoudy,  who 
was  widely  known  in  Syracuse  and  who  was  a 
former  commissioner  of  education,  maintained 
his  active  practice  until  the  beginning  of  his  brief 
illness. 

Rensselaer  County 

A plan  to  have  the  medical  facilities  of  Rens- 
selaer County  organized  and  ready  in  event  of 
war  got  under  way  in  August  as  Dr.  C.  W.  Ham, 
president  of  the  Rensselaer  County  Medical 
Society,  named  a preparedness  committee  of 
three  men:  Dr.  Clement  J.  Handron,  Dr.  George 
E.  Martin,  and  Dr.  Leo  S.  Weinstein. 

Richmond  County 

Dr.  Arthur  S.  Driscoll  has  been  named  chair- 
man of  the  Richmond  County  Medical  Society’s 
preparedness  committee  to  care  for  the  civilian 
population  of  the  Island  in  the  event  of  war. 
This  committee  is  cooperating  with  the  New 
York  State  Medical  Society  in  making  arrange- 
ments to  care  for  the  home  population  if  necessary. 

Serving  with  Dr.  Driscoll  are  Dr.  Herbert  A. 
Cochrane,  Dr.  George  W.  McCormick,  Dr. 
Donald  E.  Law,  Dr.  Douglas  Walsh,  Dr.  E.  C. 
Soldini,  and  Dr.  Herman  Friedel. 

Schenectady  County 

Dr.  Frank  van  der  Bogert  has  been  named 
chairman  of  the  Schenectady  County  Medical 
Society’s  committee  to  aid  in  nation-wide  or- 
ganization of  all  medical  facilities  in  the  event  of 
war,  Dr.  F.  Leslie  Sullivan,  president,  announces. 

Other  members  of  the  committee  are  Dr. 
Albert  Crouch,  Dr.  Edward  O’Keefe,  Dr.  E. 
MacD.  Stanton,  and  Dr.  Sullivan. 

The  committee  will  make  a survey  of  local 
medical  agencies  for  the  purpose  of  making  the 
personnel  available  for  military  service,  public 
health  work,  and  civilian  health  and  local  mili- 
tary work,  in  cooperation  with  the  state  and 
national  medical  associations’  military  prepared- 
ness committee. 

Suffolk  County 

County  Welfare  Commissioner  Irving  Williams 
has  informed  the  County  Board  of  Supervisors 
that  the  medical  program  adopted  by  the  de- 
partment in  cooperation  with  the  Suffolk  County 
Medical  Society  has  resulted  in  a saving  of 
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$34,000  in  hospitalization  of  relief  cases  during 
the  year  it  has  been  in  operation  and  in  similar 
economies  in  all  other  medical  requirements. 

“This  saving  was  accomplished  despite  an  in- 
crease of  from  3,000  to  3,500  hospitalization  cases 
during  the  year,”  Mr.  Williams  said.  “The 
economy  has  been  applied  all  along  the  line  except 
in  the  cost  of  drugs,  and  has  proved  that  it  is 
cheaper  to  give  care  in  the  homes  when  possible.” 

Mr.  Williams  said  the  medical  society’s  ad- 
visory committee  has  cooperated  with  his  de- 
partment in  carrying  out  the  program  and  “we 
now  are  ready  to  participate  in  a state-wide  pro- 
gram since  we  have  a recognized  local  program 
in  operation  in  the  county.” 

He  said  the  county  program  had  resulted  in 
sound  service  in  the  best  interests  of  both  wel- 
fare clients  and  physicians  and  “although  sensible 
restrictions  have  been  placed  upon  the  physicians, 
we  have  found  in  many  instances  they  have  had 
wider  privileges.” 

Mr.  Williams  announced  that  state  reimburse- 
ments have  been  received  making  it  possible  to 
repay  all  of  the  $50,000  borrowed  by  the  county 
to  pay  welfare  expenses. 

Westchester  County 

The  Westchester  County  Medical  Society’s 
Special  Committee  on  Medical  Preparedness  is 
progressing  rapidly  with  its  survey  of  the  existing 
situation  in  the  county  and  tentative  plans  for 
the  possible  mobilization  of  the  county’s  medical 
resources  in  the  event  of  a national  emergency, 
reports  the  county  society’s  Bulletin. 

In  so  doing  the  local  committee  under  the 
chairmanship  of  Dr.  Erich  H.  Restin  is  working 


in  close  harmony  with  the  similar  committee  of 
the  State  Medical  Society  under  the  chairmanship 
of  Dr.  Samuel  J.  Kopetzky,  of  New  York,  and 
with  the  similar  committee  of  the  American 
Medical  Association  headed  by  Dr.  Irvin  Abell, 
of  Lexington,  Kentucky.  The  county  committee 
has  recently  circulated  a questionnaire  among  all 
local  physicians  requesting  very  much  the  same 
information  as  has  been  requested  by  the  Ameri- 
can Medical  Association  in  its  national  question- 
naire. The  local  committee,  having  the  interest 
of  local  physicians  in  mind,  found  it  most  es- 
sential for  the  Westchester  Society  to  have  com- 
plete information  concerning  the  qualifications, 
personal  situations,  and  preferences  of  local 
physicians.  Hence,  the  local  committee  expects 
to  be  in  a position  to  give  helpful  advice  and  sug- 
gestions to  individual  physicians  in  the  county 
and  also  to  cooperate  more  intelligently  and  effec- 
tively with  the  state  and  national  committees. 

The  county  committee  has  also  under  prepara- 
tion a plan  to  survey  the  hospital  and  other  in- 
stitutional facilities  in  the  county  both  on  a 
county-wide  basis  and  on  a regional  basis. 

Wyoming  County 

The  annual  outing  of  the  Tri-County  Medical 
Society  took  place  on  Thursday,  August  8,  at 
the  Silver  Lake  Golf  and  Country  Club.  Mem- 
bers took  part  in  a golf  tournament  at  1:00  p.m. 
and  dinner  was  served  at  7 : 00  p.m.  The  principal 
speaker  was  Dr.  James  M.  Flynn,  of  Rochester, 
president  of  the  New  York  State  Medical  Society. 
There  was  dancing  from  9 : 00  until  12 : 00.  Ar- 
rangements were  made  for  bridge  during  the 
afternoon  for  wives  of  physicians. 


Deaths  of  New  York  State  Physicians 


Name 

Age 

Medical  School 

Date  of  Death 

Residence 

Michael  L.  Casey 

70 

Pennsylvania 

August  6 

Rochester 

John  H.  Cipperly 

84 

N.  Y.  Univ. 

July  17 

Irvington 

Douglas  D.  Curry 

41 

McGill 

July  16 

South  Dayton 

William  H.  Donnelly 

59 

McGill 

June  22 

Brooklyn 

Amelia  Fendler 

70 

W.  M.  C.  Balt. 

August  4 

Manhattan 

George  J.  Gannett 

63 

N.  Y.  Horn. 

July  20 

Syracuse 

Robert  Kingman 

64 

L.  I.  C.  Hosp. 

August  7 

Brooklyn 

Nicholas  Lawrey 

69 

Maryland 

June  17 

Brooklyn 

Frank  W.  Love 

70 

Cornell 

July  21 

Buffalo 

Maurice  O.  Magid 

57 

Cornell 

July  31 

Manhattan  and  Bronx 

Frederick  A.  Mendlem 

69 

Buffalo 

July  12 

Buffalo 

Henry  W.  Morsch 

57 

P.  & S.  N.  Y. 

July  30 

Woodhaven 

William  Neumann 

66 

P.  & S.  N.  Y. 

May  27 

Manhattan 

Friedrich  Schiff 

51 

Berlin 

July  30 

Manhattan 

Tenney  H.  Wheatley 

72 

Vermont 

August  4 

Brooklyn 

NO  ARMISTICE  IN  THIS  WAR  THE  PATIENT  IS  GRATEFUL 


Described  as  the  beginning  of  a determined  war 
on  every  quack  in  Pennsylvania,  a raid  on  a pri- 
vate hospital  near  York  was  conducted  recently 
under  the  personal  supervision  of  Thomas  F. 
Long,  chief  law  enforcement  officer  of  the  Bureau 
of  Professional  Licensing  of  the  Department  of 
Public  Instruction.  The  hospital  was  described 
as  a “den  of  filth”  and  one  emaciated  mental 
patient  was  found  strapped  to  a bed. 


Letter  received  by  A.  R.  S.,  Oklahoma 
Dear  Sir : — i just  received  your  letter  wanting 
to  no  when  i could  send  you  some  money,  i 
dont  no.  i havent  never  gotten  able  to  work 
any  yet.  dont  worry,  if  i ever  get  able  to  work 
and  can  get  a job  i sure  will  pay  you  for  that 
medson  you  gave  me  that  come  so  near  to  killing 
me  i havent  gotten  over  it  and  dont  guess  i ever 
will. — J.A.M.A. 


Medicolegal 

Lorenz  J.  Brosnan,  Esq. 

Counsel,  Medical  Society  of  the  State  of  New  York 


Libel  of  a Physician 

Recently  the  highest  court  of  one  of  the 
western  states  handed  down  an  interesting 
decision  in  an  action  that  a physician  instituted 
against  a newspaper  that  he  claimed  had  pub- 
lished libelous  matter  concerning  him.* 

The  action,  brought  by  Dr.  B„  a practicing 
physician  and  surgeon,  against  a newspaper 
corporation  and  its  city  editor  to  recover  the 
sum  of  $25,000  as  damages,  arose  out  of  the  pub- 
lication in  the  said  newspaper  of  the  following 
article : 

BROKEN  NECK  KILLS  CITY  PRISONER.  INJURY 
DISCOVERED  AFTER  MAN  SPENT  DAY  IN  JAIL 

“D,  a middle-aged  machinist,  who  lay  all  day  in  a 
padded  cell  at  the  City  Jail  with  a broken  neck  before 
attendants  discovered  his  condition  to  be  serious,  died 
yesterday  at  King  County  Hospital.  D was  found 
in  the  street  ....  Thursday,  the  Coroner’s  preliminary 
report  showed.  He  was  taken  to  police  headquarters 
and  was  examined  by  Dr.  L,  of  City  Hospital,  who 
said  he  talked  and  walked  normally  and  who  diag- 
nosed his  case  as  plain  drunkenness. 

“In  the  afternoon  Dr.  B,  another  City  Hospital 
physician,  examined  D and  diagnosed  his  condition 
as  ‘alcoholic  paralysis’  and  ordered  him  removed  to 
King  County  Hospital. 

“D  lived  at  1526  Belmont  Avenue  ....  County 
Autopsy  Surgeon  W,  after  a postmortem  examination, 
said  that  D’s  neck  had  been  fractured  several  hours 
before  he  was  taken  to  jail.” 

In  his  complaint  against  the  newspaper,  Dr. 
B alleged  that  the  story  as  printed  was  untrue  in 
that  the  man  in  question  did  not  in  fact  lie  all 
day  with  a broken  neck  in  a padded  cell  in  jail 
before  his  serious  condition  was  discovered ; 
that  the  plaintiff  did  not  diagnose  his  condition  as 
“alcoholic  paralysis”;  that  Dr.  W,  after  his  post- 
mortem examination,  did  not  in  fact  state  that 
D’s  neck  had  been  fractured  for  hours  before  he 
was  taken  to  jail;  and  that  the  man  had  never 
sustained  a broken  neck  and  did  not  die  as  a re- 
sult of  such  an  injury. 

The  plaintiff  claimed  that  as  a result  of  the 
publication  of  the  article  his  good  reputation  as 
a practicing  physician  had  been  greatly  injured 
and  impaired  and  that  in  his  said  professional 
capacity  he  had  been  held  up  to  ridicule  and  con- 
tempt. 

The  case  was  tried  before  a jury  and  resulted 
in  a verdict  in  favor  of  the  plaintiff  in  the  sum  of 
$10,000.  The  defendants  moved  for  judgment 
notwithstanding  the  verdict.  The  Court  denied 
that  application  but  reduced  the  amount  of  the 
verdict  to  $5,000. 

The  defendants  took  the  matter  up  to  the 
highest  court  of  the  State  upon  appeal,  and  that 
court  held  that  it  was  error  for  the  trial  court  to 
deny  the  application  for  judgment  notwith- 
standing the  verdict,  upon  the  theory  that  the 


* Blende  vs.  Hearst  Publications , Inc.,  93  Pac.  (2d)  733. 


facts  in  question  did  not  justify  a determination 
that  the  defendants  had  been  guilty  of  publishing 
writings  concerning  the  plaintiff  that  were  libel- 
ous per  se. 

As  the  Appellate  Court  pointed  out  in  its  de- 
cision, the  statute  in  effect  in  that  state,  which  de- 
fined libel,  provided  as  follows : 

"Every  malicious  publication  by  writing, 
printing,  picture,  effigy,  sign  or  otherwise  than 
by  mere  speech,  which  shall  tend ; 

“(1)  to  expose  any  living  person  to  slander, 
contempt,  ridicule  or  obliquity,  or  to  deprive 
him  of  the  benefit  of  public  confidence  and 
social  intercourse;  or  ...  . 

"(3)  to  injure  any  person,  corporation  or 
association  of  personsin  his  or  their  business  or 
occupation,  shall  be  libel.” 

The  Court  found  that  the  alleged  defamatory 
publication  was  not  of  such  a nature  as  to  be  ac- 
tionable per  se  and  that  the  record  was  wholly 
lacking  in  any  proof  of  special  damages  and  for 
that  reason  reversed  the  judgment  of  the  lower 
court  and  directed  that  the  complaint  should  be 
dismissed.  In  so  deciding,  the  Appellate  Court 
said  in  its  opinion : 

"It  is  evident  from  a consideration  of  the 
whole  article  and  its  nature  and  character  that 
the  most  that  can  be  said  is  that  the  respond- 
ent made  an  incomplete  diagnosis  in  that  he  did 
not  discover  that  D was  suffering  from  a frac- 
ture dislocation  of  the  neck  spine,  or  in  lay 
language,  a broken  neck.  There  is  no  intima- 
tion that  a discovery  of  the  neck  ailment  be- 
fore his  admission  to  the  hospital  would  have 
saved  his  life.  The  article  was  commendatory 
of  respondent’s  action  in  that  he  was  the  one 
individual  who  recognized  that  the  prisoner 
was  in  a serious  condition  and  took  the  neces- 
sary steps  to  have  him  removed  to  a hospital 
where  he  might  receive  additional  medical 
care.  The  language  contained  in  the  writing 
was  not  equivocal  and  the  article  was  not  libel- 
ous per  se. 

“Assuming  that  the  article  did  charge  the 
respondent  with  having  made  a wrong  diag- 
nosis, still  it  would  not  be  libelous  per  se.  A 
physician  is  only  required  to  possess  the  ordi- 
nary knowledge  and  skill  of  his  profession,  and 
is  not  liable  for  mistakes  if  he  uses  the  methods 
recognized  and  approved  by  those  reasonably 
skilled  in  the  profession. 

"It  is  clear  that  to  charge  a physician  merely 
with  the  mismanagement  or  the  making  of  a 
wrong  diagnosis  in  a particular  case  is  not  of 
itself  actionable.  Such  a charge  implies  noth- 
ing more,  at  the  most,  than  ignorance  or  un- 
skillfulness in  that  case,  and  does  not  mate- 
rially affect  his  reputation  as  respects  his  gen- 
eral competency  to  practice  his  profession. 

“To  charge  a professional  man  with  negli- 
gence or  unskillfulness  in  the  management  or 
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treatment  of  an  individual  case  is  no  more 
than  to  impute  to  him  the  mistakes  and  errors 
incident  to  fallible  human  nature.  The  most 
eminent  and  skillful  physician  or  surgeon  might 
mistake  the  symptoms  of  a particular  case 
without  detracting  from  his  general  profes- 
sional skill  or  learning.  To  say  of  him,  there- 
fore, that  he  was  mistaken  in  that  case  would 
not  be  calculated  to  impair  the  confidence  of 
the  community  in  his  general  professional  com- 
petency. 

“This  rule  does  not  apply,  of  course,  to 
those  cases  in  which  the  charge  of  gross  mis- 
conduct is  such  as  to  imply  the  unfitness  of  a 
physician  in  his  profession.” 

Inquiries* 

Your  Counsel  recently  received  the  following 
inquiry: 

“My  dear  Mr.  Brosnan: 

“I  would  like  your  advice,  as  soon  as  pos- 
sible, on  the  following  problem. 

“One  of  our  interns,  a Dr.  A,  was  treating 
an  outpatient  several  months  ago  at  S Hospital 
for  a penetrating  wound  on  the  leg  due  to  a dog 
bite.  He  was  treating  the  wound  with  fuming 
nitric  acid.  The  patient  jumped  and  some  of 
the  nitric  acid  ran  down  her  leg  producing  a 
sore  four  inches  long  which  was  very  slow  to 
heal. 

“Dr.  A is  now  being  sued  personally  for  this 
accident.  I was  in  charge  of  the  service  and, 
presumedly,  he  was  my  assistant,  although,  in 
fact,  he  is  working  for  the  hospital. 

“The  hospital  had  no  insurance  protection 
at  that  time  against  this  accident.  The  intern 
is  being  sued;  I am  not  mentioned,  as  far  as  I 
know.  He  has  six  days  to  file  a reply  to  the 
Summons  and  Complaint  which  he  received 
this  morning.  Could  you  let  me  know  if  this 
is  a hospital  liability,  if  an  intern,  who  has,  as 
yet,  not  received  his  license,  could  be  sued  and 
also  if  I,  who  had  charge  of  the  service  at  that 
time,  would  be  responsible  for  the  acts  of  the 
intern?  What  defense  has  the  intern  in  this 
case?  An  early  reply  would  be  appreciated.” 
“Very  sincerely  yours,” 

Your  Counsel’s  reply  was  as  follows: 

“Dear  Dr. : 

“I  acknowledge  receipt  of  your  letter  of 
June  28  in  which  you  inquire  with  respect  to  a 
problem  arising  out  of  treatment  of  a dog  bite 
by  fuming  nitric  acid  administered  by  an 
intern. 

“I  assume  that  S Hospital  is  operated  as  a 
charitable  not  for  profit  institution.  As  such 
institution  I believe  that  the  courts  would 
hold  that  the  hospital  is  not  responsible  for  the 
acts  of  an  intern  in  treating  a patient  unless 
there  were  some  negligence  estaolished  of  an 
administrative  nature. 

“I  also  believe  that  if  an  action  were  brought 
against  you  by  the  patient  under  the  decided 
cases  there  would  be  no  legal  responsibility  on 
your  part  for  the  acts  of  an  intern  working  on 

* Note:  The  House  of  Delegates  requested  your 

Counsel  to  print  in  the  Journal,  from  time  to  time, 
inquiries  and  opinions  of  general  interest  to  members  of 
the  medical  profession. 


your  service  unless  it  could  be  established  that 
in  some  manner  you  were  personally  negligent. 

“As  to  the  intern  himself  I believe  that  it  is 
proper  for  a suit  to  be  brought  against  him, 
even  though  he  was  not  at  the  time  of  the  acts 
in  question  licensed  as  a physician. 

“If  the  plaintiff  is  able  to  establish  negli- 
gence on  his  part  the  plaintiff  may  very  well 
be  in  a position  to  hold  him  financially  re- 
sponsible for  any  damages  which  she  sustained. 
Of  course,  it  is  incumbent  upon  the  intern  in 
defense  of  the  action  to  prove  if  possible  that 
there  was  no  actual  negligence  on  his  part, 
that  the  negligence,  if  any,  was  the  negligence 
of  the  patient,  and  that  he  did  all  that  was 
reasonable  and  proper  under  the  circum- 
stances.” 

“Very  truly  yours,” 

Your  Counsel  recently  received  the  following 
inquiry : 

“Dear  Mr.  Brosnan: 

“A  member  of  our  Society  has  raised  the 
following  question  in  regard  to  which  I would 
appreciate  very  much  having  your  opinion: 

“ ‘Assuming  that  it  is  illegal  to  name  the 
father  of  an  illegitimate  child  on  the  New 
York  State  birth  certificate,  may  the  physi- 
cian who  signs  the  birth  certificate  be  held 
responsible  by  such  father  or  anyone  else: 

“ ‘1st.  If  he  puts  the  name  of  such  father 
on  the  certificate  without  investigating 
the  information  given  him. 

“ ‘2nd.  If  he  accepts  the  fictitious  name 
given  him  as  that  of  the  father.’  ” 
“Sincerely  yours,” 

Your  Counsel’s  reply  was  as  follows: 

“Dear  Dr. : 

“Section  383  of  the  Public  Health  Law  reads, 
so  far  as  is  pertinent  to  the  question  raised  by 
your  letter,  as  follows : 

“Sec.  383  ‘Certificate  of  birth.  The  certifi- 
cate of  birth  shall  contain  the  following 
items,  which  are  hereby  declared  necessary 
for  the  legal,  social,  and  sanitary  purposes 
subserved  by  registration  records. 

“ ‘8.  Full  name  of  father;  provided  that 
if  the  child  is  illegitimate,  the  name  of  the 
putative  father  shall  not  be  entered  with- 
out his  consent,  but  the  other  particulars 
relating  to  the  putative  father  may  be 
entered  if  known,  otherwise  as  “un- 
known.” * ” 

“It  would  seem  to  follow,  therefore,  that  a 
physician  signing  a birth  certificate  of  an  ille- 
gitimate child  may  not  give  the  name  of  the 
putative  father  without  his  consent. 

“With  respect  to  Subdivision  2 of  your  letter. 
Section  392  of  the  Public  Health  Law  reads,  so 
far  as  is  pertinent  to  the  question,  as  follows : 

“Sec.  392  ‘ Penalties . Any  person  who 

shall  willfully  alter,  otherwise  than  is  pro- 
vided in  this  article,  or  shall  falsify  any 
certificate  of  birth  ....  shall  be  deemed 
guilty  of  misdemeanor.’ 

“And  further:  ‘Whenever  any  physician 

....  shall  fail  or  neglect  to  properly  record 
and  file  a certificate  of  birth  as  required  by 
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this  article  such  person  shall  be  liable  to 
a penalty  of  not  less  than  five  dollars  nor 
more  than  fifty  dollars  for  the  first  and 
second  offenses.  . . .’ 

"It  would  follow,  therefore,  that  a physician 


accepting  a fictitious  name,  which  he  knew  or 
in  the  exercise  of  reasonable  care  should  have 
known  to  be  fictitious,  and  attaching  it  to  the 
birth  certificate,  would  be  guilty  of  a mis- 
demeanor.” 

"Very  truly  yours,” 


CALIFORNIA  MIGRANTS  GIVEN 
MEDICAL  HELP 

Medical  help  for  the  acute  health  problems  of 
the  Grapes  of  Wrath  migrant  agricultural  workers 
in  California  and  Arizona  is  being  given  as  fast 
and  far  as  possible  by  the  Agricultural  Workers 
Health  and  Medical  Association,  it  appears  from 
a report  to  the  American  Medical  Association  by 
its  Bureau  of  Medical  Economics  chief,  Dr.  R.  G. 
Leland. 

Nearly  38,000  migrant  workers  and  their  fami- 
lies have  already  been  given  medical,  dental, 
hospital,  and  other  health  care  by  this  mutual 
benefit  association  organized  in  May,  1938. 
Doctors,  dentists,  druggists,  and  hospitals  of 
California  and  Arizona,  the  Farm  Security  Ad- 
ministration, California  Medical  Association,  the 
California  State  Department  of  Public  Health, 
and  the  United  States  Public  Health  Service 
have  cooperated  in  planning  and  carrying  out  the 
program. 

Headquarters  of  the  association  are  at  Fresno, 
California,  with  regional  offices  in  Arizona  and 
as  far  north  as  Willows,  Marysville,  and  Santa 
Rosa,  California.  The  personnel  of  these  re- 
gional offices  has  followed  the  crops,  in  the  wake 
of  the  migrant  army,  in  order  to  be  near  at  hand 
to  serve  it.  At  first  member  patients  were  re- 
ferred to  doctors’  and  dentists’  offices  in  the  vi- 
cinity, but  now  most  of  them  are  served  in  clinics 
staffed  by  doctors  chosen  by  the  county  medical 
societies. 


PREMARITAL  BLOOD  TESTS— NEW  YORK 
CITY 

It  seems  that  there  has  been  some  unfavorable 
comment  on  the  routine  followed  by  the  New 
York  City  Health  Department’s  social  hygiene 
centers  in  drawing  blood  from  applicants  for 
premarital  examinations  and  forwarding  the  re- 
ports to  the  private  physicians  of  the  applicants. 
This  practice  was  instituted  only  because  of  a de- 
sire to  serve  both  physicians  and  the  public. 

A number  of  physicians  have  expressed  dis- 
satisfaction with  this  routine,  pointing  out  the 
possibility  of  fraud  through  the  substitution  of 
one  person  for  another.  The  Department  of 
Health  appreciates  the  value  of  this  criticism,  it 
declares,  and  has  therefore  made  certain  changes 
in  its  procedure.  Hereafter  only  applicants  who 
present  to  the  social  hygiene  centers  written  re- 
quests from  their  own  physicians,  on  the  physi- 
cian’s letterhead  or  prescription  blank,  together 
with  a signature  of  the  applicant  written  thereon 
in  the  presence  of  his  physician,  will  be  accepted 
by  the  social  hygiene  stations  for  drawing  blood 
for  premarital  examinations.  On  entering  the 
station  the  applicant  will  be  requested  to  sign 
his  name  a second  time  in  the  presence  of  the 
clinic  physician.  In  this  way  there  will  be  a 
check  on  the  identity  of  marital  applicant. 

Under  no  circumstances  will  any  Health  De- 
partment station  perform  the  required  physical 
examination  for  premarital  purposes — this  is  the 
exclusive  function  of  the  private  physician. 


PAN-AMERICAN  CONGRESS  OF  OPHTHALMOLOGY 


Plans  for  a Pan-American  Congress  of  Oph- 
thalmology to  be  held  at  the  Hotel  Cleveland, 
Cleveland,  Ohio,  October  11  and  12,  have  been 
announced. 

The  Congress  will  be  sponsored  by  the  Ameri- 
can Academy  of  Ophthalmology  and  Otolaryn- 
gology, which  will  hold  its  annual  convention 
immediately  preceding  the  Pan-American  gather- 
ing. 

The  United  States  Department  of  State  has 
expressed  its  interest,  and  the  governments  of  all 
(he  countries  of  the  Western  Hemisphere  have 
been  invited  to  send  official  delegates.  It  is 
felt  that  the  meeting  will  do  much  toward  bring- 
ing about  an  entente  cordiale  among  scientific  men 
of  the  two  Americas,  and  it  is  expected  that  a 
permanent  organization  will  be  effected 

The  committee  that  is  developing  the  Congress 
has  the  following  members:  Dr.  Harry  Gradle, 
Chicago;  Dr.  Conrad  Berens,  New  York  City; 
and  Dr.  Moacyr  E.  Alvaro,  Sao  Paulo,  Brazil. 
The  executive  secretary  of  the  American  Acad- 
emy of  Ophthalmology  and  Otolaryngology, 
which  will  be  host  to  the  Latin-American  eye 
specialists,  is  Dr.  William  P.  Wherry,  1500 
Medical  Arts  Building,  Omaha. 

Under  the  direction  of  Dr.  Berens,  papers  in 


Spanish  or  Portuguese  will  be  made  under- 
standable to  English-speaking  ophthalmologists 
by  the  use  of  lantern  slides  projecting  a synopsis 
of  each  paragraph  translated  into  English. 
The  reverse  process  will  be  used  with  the  English 
papers.  Spanish  and  Portuguese  stenographers 
will  be  present  to  record  the  discussions  in  the 
language  of  the  authors. 

The  Congress  is  open  to  any  ophthalmologist 
who  wishes  to  register.  Nonmembers  of  the 
Academy  of  Ophthalmology  and  Otolaryngology' 
may  register  regardless  of  attendance  at  the 
Academy  meeting  proper.  Individual  invita- 
tions have  been  sent  to  about  1,800  members  of 
the  ophthalmologic  profession  in  the  Latin 
American  countries,  as  well  as  to  the  national 
societies  of  eye  specialists  and  the  universities. 
Individual  invitations  were  not  sent  to  ophthal- 
mologists in  the  United  States  and  Canada,  but 
official  invitations  to  them  are  being  printed 
in  the  various  journals  of  ophthalmology.  A fee 
of  $5.00  has  been  set  for  membership  in  the 
Congress. 

Among  the  guests  expected  for  the  Congress 
is  Dr.  Manuel  Marquez  y Rodriguez,  for  many 
years  a prominent  eye  specialist,  teacher,  and 
writer  in  Madrid  and  now  living  in  Mexico  City. 


Hospital  News 


The  Army  of  Mercy 

The  advancing  armies  that  spread  death  and 
destruction  overseas,  piercing  our  souls  with 
horror  at  the  suffering  and  distress  that  they 
cause,  obscure  the  work  of  the  army  of  mercy 
that  instantly  is  mobilized  to  lessen  the  toll  of 
death  and  disablement,  remarks  an  editorial 
writer  in  Hospitals  (Chicago).  The  work  of  the 
army  of  mercy  is  infinitely  more  hazardous  than 
it  ever  has  been  before,  he  adds,  yet  hospital 
people  do  not  shrink  from  the  demands  of  war 
service.  To  them  there  can  be  in  it  nothing  very 
much  that  is  new,  except  the  noise  and  glare  of 
the  bombs  that  accompany  work  in  the  war  zone. 
No  enemy  with  machine  guns  and  bombs  is  more 
ruthless  than  disease,  and  disease  they  have 
grimly  fought  until  it  is  giving  way  in  steady  re- 
treat. The  spirit  in  our  hospitals  is  one  of  com- 
bat. There  is  the  excitement  of  a garrison  keyed 
to  the  constant  strain  of  keeping  an  enemy  at 
bay. 

Our  hospitals,  fortresses  of  defense  and  of  at- 
tack against  death  from  disease  and  injury,  have 
been  strengthened  through  the  years  until  they 
are  powerful  strongholds  which  add  immeasur- 
ably to  our  sense  of  security.  The  garrisons  are 
trained  and  organized  and  are  armed  with  in- 
genious weapons  which  aid  them  in  resisting  and 
overpowering  the  enemy.  Ways  and  means  of 
attack  are  planned  is  unison  so  that  the  effective- 
ness of  hospitals  is  multiplied  by  the  interchange- 
ability  of  ideas  and  discoveries. 

What  new  service  our  hospitals  may  be  called 
upon  to  render  in  these  fast  changing  days  we 
do  not  know,  but  we  do  know  that  they  are  ready 
for  any  service.  Ten  thousand  nurses,  represent- 
ing the  nursing  profession  of  the  country,  in  a 
resolution  passed  at  their  annual  convention  in 
Philadelphia  in  the  middle  of  May  pledged  to  the 
President  every  assistance  they  could  render  in 
whatever  line  of  duty  their  services  might  be 
needed.  Several  volunteer  ambulance  units  have 
already  been  sent,  and  more  are  being  organized, 
for  service  overseas.  Our  hospital  and  medical 
resources  have  been  evaluated  and  mapped. 

Trained  personnel  to  the  number  of  800,000  at 
least  are  directly  concerned  with  the  care  of  the 
sick  and  injured  in  the  hospitals.  Of  the  120,000 
registered  physicians  in  this  country,  some  90,000 
are  working  in  hospitals,  and  from  central  records 
available  to  the  government,  collected  by  the 
American  College  of  Surgeons,  the  American  Hos- 
pital Association,  the  American  Medical  Associa- 
tion, and  other  organizations,  we  know  exactly 
where  to  find  the  specialists  who  are  so  impor- 
tant in  war  service. 

Two  hundred  thousand  highly  trained  graduate 
nurses,  with  an  additional  80,000  students  in  our 
training  schools,  constitute  the  nursing  resources 
of  the  country . T echnicians,  hospital  administra- 
tors, and  other  trained  workers  in  our  institutions 
are  supplemented  by  three-quarters  of  a million 
people  who  are  engaged  in  public  health  work  of 
various  kinds.  This  is  a great  army  on  which 
we  can  depend  in  any  emergency. 

Engaged  in  war  even  in  times  of  peace,  our 
garrisons  of  doctors,  nurses,  and  other  personnel 


in  our  hospitals  can  be  quickly  organized  for  war- 
time service.  They  are  trained  and  equipped  to 
help  to  minimize  the  human  toll  of  war.  That 
such  service  may  not  be  required  of  any  of  our 
hospital  people  we  earnestly  hope,  but  prepare 
for  it  we  must,  under  the  spreading  clouds  of  the 
world’s  most  terrible  conflict. 

The  “Fifth  Column”  in  the  Hospital 

In  these  days  we  hear  much  of  the  “Fifth 
Column,”  meaning  the  enemies  within,  observes 
the  editor  of  the  Hospital  Reporter  and  Guide. 
This  is  not  new  in  business,  for  in  many  enter- 
prises there  have  always  existed  those  who  put 
their  selfish  interests  before  those  of  their  co- 
workers and  their  employers.  Fortunately,  they 
are  few  in  number  and  are  easily  singled  out. 

However,  the  humanitarian  aspect  of  hospital 
work  makes  us  keep  on  many  of  these  people, 
who  are  generally  what  might  be  called  the  un- 
employables, as  they  are  troublemakers  no  mat- 
ter where  they  might  be. 

In  hospitals  they  can  foment  dissatisfaction 
among  workers  with  maintenance,  salaries,  hours 
of  labor,  etc.  Nurses  who  constantly  agree  with 
unreasonable  patients  and  visitors  and  doctors 
who  seek  causes  to  complain,  without  construc- 
tiveness in  their  criticism,  can  also  affect  morale 
in  any  institution. 

Complaints  should  be  “daily  bread”  to  hos- 
pital administrators.  It  is  paradoxical  that  the 
more  they  are  brought  to  the  Superintendent’s 
attention — provided  he  takes  care  of  them — the 
less  they  become  ultimately. 

The  Fifth  Column  can  do  much  to  make  hos- 
pital management  difficult.  However,  if  every- 
one knows  that  a Superintendent  welcomes  com- 
plaints and  gives  them  proper  attention,  no  one 
will  pay  attention  to  the  chronic  kicker,  and  his 
effectiveness  is  lost. 

Sometimes  a dissatisfied  customer  is  our  best 
advisor,  for  he  tells  us  of  our  shortcomings.  A 
dissatisfied  employee  will  desert  the  Fifth  Column 
if  he  is  listened  to  and  made  to  understand. 


Newsy  Notes 

A medical  unit  that  would  be  ready  for  speedy 
mobilization  at  any  call  for  military  service  is 
being  organized  at  Kings  County  Hospital. 

According  to  Dr.  Emanuel  Giddings,  medical 
superintendent  of  the  hospital,  the  corps,  one  of 
sixty  being  formed  in  hospitals  throughout  the 
country,  will  consist  of  thirty-two  doctors  from 
the  institution’s  visiting  staff,  ten  laymen,  and 
Army  representatives.  Dr.  Henry  Moses,  direc- 
tor of  medicine  at  the  institution,  is  directing 
the  formation  of  the  unit. 


The  Men’s  Guild  of  St.  Francis  Hospital, 
Poughkeepsie,  is  forming  an  emergency  hospital 
unit  as  part  of  the  national  defense  and  prepared- 
ness measures. 
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Private  hospitals  are  included  among  the  enter- 
prises that  are  within  the  scope  of  the  State 
Labor  Relations  Act,  as  the  result  of  an  interpre- 
tation of  the  law  by  Supreme  Court  Justice 
Algeron  I.  Nova. 

Justice  Nova’s  decision  directly  affects  Adelphi 
Hospital,  of  No.  50  Greene  Avenue,  Brooklyn, 
but  it  establishes  a precedent  that  brings  private 
hospitals  throughout  the  State  into  the  field  of 
collective  bargaining. 

The  hospital,  owned  by  Dr.  H.  F.  McChesney, 
had  vigorously  opposed  an  order  by  the  State 
Labor  Relations  Board  directing  it  to  bargain 
with  the  Building  Service  Employees  Union, 
Local  80,  A.  F.  of  L.,  fourteen  members  of  which 
had  organized  within  the  hospital. 

Justice  Nova,  howevei,  upheld  the  board  that 
said  that  the  statute  covered  labor  relations  in 
any  field  where  the  objective  was  the  earning  of 
a livelihood  on  one  side  and  the  earning  of  a 
profit  on  the  other. 

Greenpoint  Hospital,  Brooklyn,  reports  that 
last  year  it  had  1,045  births  without  losing  a 
mother. 

More  than  $1,000,000  has  been  paid  to  date  by 
the  Group  Hospital  Service,  Inc.,  for  hospital 
bills  of  subscribers  and  their  dependents  through- 
out central  and  southern  New  York,  Albert  M. 
Le  Messurier,  president,  announced. 

Tubercular  patients  in  Fulton  County  will  re- 
ceive treatment  in  a new  state  hospital  at 
Oneonta  after  the  present  contract  with  the 
Montgomery  County  Sanatorium  expires  in 
September.  The  saving  will  be  nearly  $7,000 
annually,  on  the  basis  of  twenty  patients. 

Officials  of  the  Oneida  County  Hospital  in 
Rome  and  of  Broadacres  Sanatorium  are  co- 
operating on  a proposed  revision  of  rates  charged 
noncharity  patients  in  a move  to  increase  operat- 
ing revenues  of  the  two  county  institutions  and  to 
eliminate  overcrowding. 

Miss  Palma  Ferraro,  superintendent  of  the 
Leonard  Hospital,  Troy,  was  elected  president 
of  the  Northeastern  New  York  Hospital  As- 
sociation at  the  annual  meeting  at  the  Mary 
McClellan  Hospital,  Cambridge.  The  associa- 
tion is  composed  of  hospital  officials  and  finance 
officers  of  the  area. 

Miss  Ferraro  succeeds  Miss  Clara  Sinclair,  of 
the  Saratoga  Hospital.  Others  named  were : T. 
T.  Murray,  Memorial  Hospital,  Albany,  vice- 
president;  Miss  Rose  Q.  Strait,  Glens  Falls 
Hospital,  secretary  and  treasurer. 


Re-establishment  of  a medical  and  surgical 
staff  at  Oswego  Hospital  to  function  under  the 
Board  of  Trustees  appears  likely  as  a result  of 
the  appearance  of  a committee  from  the  Oswego 
Academy  of  Medicine  before  the  Board  of 
Trustees  in  annual  session.  The  committee  con- 
sisted of  Dr.  K.  Wood  Jarvis  and  Dr.  Grover  C. 
Elder.  They  explained  to  President  Willard  J. 
Hall  and  members  of  the  board  that  the  Academy 


of  Medicine  recently  had  changed  its  bylaws 
and  that  they  represented  the  Academy  in  ex- 
pressing the  latter’s  desire  to  have  a permanent 
medical  and  surgical  staff  appointed  by  the 
trustees.  For  several  years,  the  Academy  of 
Medicine  has  delegated  members  on  a voluntary 
basis  to  carry  out  medical  and  surgical  work  in 
the  institution. 

A medical  group  has  been  formed  to  conduct 
the  Parkchester  General  Hospital,  1425-27 
Zerega  Avenue,  Bronx.  The  seven-story  build- 
ing, with  a 180-bed  capacity,  is  to  be  thoroughly 
renovated  and  will  have  a complete  modern 
equipment.  Adjoining  the  Parkchester  develop- 
ment of  the  Metropolitan  Life  Insurance  Co., 
its  facilities  will  be  equal  to  all  requirements. 

Dr.  S.  S.  Goldwater,  commissioner  of  hospitals 
of  the  city  of  New  York,  reports  that  the  surgical 
services  in  one  of  the  institutions  under  his  super- 
vision have  adopted  a rule  that  “all  operative 
cases  of  election,  excluding  emergency  cases, 
must  have  a record  of  examination  by  two  mem- 
bers of  the  visiting  staff  recommending  the  opera- 
tion.” Such  a rule  unquestionably  provides  an 
additional  safeguard  for  patients  about  to  under- 
go elective  surgery,  gives  added  protection  to  the 
public,  and  also  adds  legal  and  moral  support  to 
the  judgment  of  the  attending  physician,  com- 
ments the  J.A.M.A.  The  patient,  the  physician, 
and  the  institution  would  all  seem  to  be  benefited 
by  this  precautionary  measure.  Public  hospitals 
especially  might  well  consider  the  advisability 
of  adopting  a similar  rule. 

Dr.  S.  S.  Goldwater,  commissioner  of  hospitals, 
discloses  that  in  his  new  capacity  as  president  of 
the  Associated  Hospital  Service  of  New  York  he 
hopes  to  devise  a modification  of  the  three-cents- 
a-day  plan  for  persons  now  classified  as  medically 
indigent  that  would  relieve  the  city  of  the  care  of 
500,000  families  annually  in  the  city’s  hospitals. 

Dr.  Goldwater  explained  that  under  his  pro- 
jected plan,  500,000  families  “medically  indi- 
gent” by  definition,  i.e.,  with  an  income  of  $900 
for  individuals  and  $1,500  for  families,  could 
join  the  1,300,000  now  enjoying  the  benefits  of 
the  hospital  plan.  Bringing  the  premium  within 
the  means  of  these  persons,  without  affecting  the 
status  of  those  already  enrolled,  Dr.  Goldwater 
explained,  would  be  a means  of  reducing  the 
city’s  contributions  to  private  hospitals  for  the 
care  of  the  indigent  and  of  reducing  the  over- 
crowding in  the  city  hospitals. 


Improvements 

The  statement  is  made  in  a public  address  by 
Archbishop  Spellman  that  improvements  and 
additions  to  Catholic  hospitals  in  the  metro- 
politan area  are  in  prospect  at  an  estimated  cost 
of  $3,000,000.  The  first  of  these,  St.  Vincent’s 
Hospital,  Manhattan,  has  plans  for  a nine-story 
addition  on  Eleventh  Street  under  way. 

A plan  is  on  foot  to  convert  the  old  brick 
school  building  at  Whitney  Point,  Broome 
County,  into  a hospital. 


Books 
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Brooklyn,  N.  Y.  Acknowledgment  of  receipt  will  be  made  in  these  columns  and  deemed  sufficient 
notification.  Selection  for  review  will  be  based  on  merit  and  the  interest  to  our  readers. 
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REVIEWED 


The  International  Medical  Annual.  A Year 

Book  of  Treatment  and  Practitioner’s  Index. 

Edited  by  H.  Letheby  Tidy,  M.D.,  and  A. 

Rendle  Short,  M.D.  Fifty-eighth  Year.  Oc- 
tavo of  545  pages,  illustrated.  Baltimore, 
Williams  & Wilkins  Co.,  1940.  Cloth,  $6.00. 

The  latest  volume  of  this  annual  is  like  its 
predecessors,  a valuable  review  of  progress  during 
the  year  in  all  branches  of  medicine  and  surgery. 
The  organization  of  material  selected  and  the 
method  of  indexing  make  the  subject  matter 
readily  accessible.  Numerous  illustrations  re- 
produced from  abstracted  articles  enhance  the 
value  of  the  volume  to  the  reader.  Most  of  the 
world’s  leading  medical  periodicals  are  well  repre- 
sented, and  it  is  gratifying  to  note  that,  as  a 
reflection  of  the  extent  of  progress  being  made 
by  American  medicine,  journals  from  this  coun- 
try seem  to  have  contributed  an  unusually  large 
number  of  the  articles  selected. 

Milton  Plotz 

Psychobiology  and  Psychiatry.  A Textbook 
of  Normal  and  Abnormal  Human  Behavior. 
By  Wendell  Muncie,  M.D.  Octavo  of  739 
pages,  illustrated.  St.  Louis,  C.  V.  Mosby  Co., 
1939.  Cloth,  $8.00. 

The  present  volume  ably  continues  in  the 
approach  to  psychiatry  traditional  with  the 
psychobiologic  views  elaborated  by  Adolf  Meyer. 
It  is  primarily  organized  for  the  use  of  the  stu- 
dent beginning  his  inquiry  into  psychiatry,  and 
the  technic  of  presentation  is  substantially  that 
employed  at  the  School  of  Medicine  at  Johns 
Hopkins  University.  An  introspective  ap- 
praisal of  the  student’s  own  personality  dy- 
namics and  his  liabilities  and  assets  from  the 
physiologic  and  psychologic  points  of  view 
is  made  the  starting  point  of  the  study  of  psy- 
chiatry. A complete  outline  of  the  crucial 
epochs  of  his  maturation  is  formulated  in  such  a 
manner  as  to  objectify  it  for  the  purpose  of  esti- 
mating the  ranges  within  which  “normal”  may 
be  said  to  vary.  Comparable  studies  of  friends, 
schoolmates,  etc.,  are  used  to  supplement  this 
appraisal.  The  book  is  well  organized,  and  its 
outlines  are  effectually  self-consistent  for  this 
purpose.  There  are  numerous  excellent  graphs 
and  illustrations.  Electroencephalography  is 
considered  as  a new  technic  contributing  to  the 
study  of  normal  personality  processes  and  their 
aberration.  The  materials  of  psychiatry  proper 
are  considered  under  organic  and  functional 
divisions,  although  the  author  makes  it  evident 
that  the  distinctions  classically  drawn  between 
the  two  are  uncertain  indeed.  As  elsewhere  rep- 
resented by  students  of  Adolf  Meyer,  little 
emphasis  is  placed  upon  efforts  to  categorize  per- 
sonality disturbances,  and  no  rigid  pattern  of 
interpretation  or  of  therapy  is  insisted  upon. 
When  convenient,  the  concepts  traditionally 
discovered  in  orthopsychiatry,  psychoanalysis, 
analytic  psychology,  and  the  various  “sugges- 
tion” schools  are  appealed  to.  A wholesome 
finding  is  the  emphasis  placed  upon  the  basic 
work  of  the  experimental  psychologist  in  de- 


lineating the  nature  and  modifiability  of  “drives” 
and  mechanisms. 

The  single  reservation  that  one  may  make  in 
reviewing  the  book  is  that  “psychobiology”  is 
itself  more  than  a school  of  psychopathology. 

Some  issue  may  be  taken  with  those  who  re- 
gard it  as  the  discipline  basic  to  psychiatry, 
in  the  sense  for  example,  that  relates  chemistry, 
physics,  and  biology  to  medicine.  The  volume 
can  be  wholeheartedly  recommended  for  the 
student,  practitioner,  and  teacher  of  psychiatry 
and  abnormal  psychology. 

Russell  Meyers 

Atlas  of  Surgical  Operations.  By  Elliott  C. 
Cutler  and  Robert  Zollinger.  Folio  of  181 
pages,  illustrated.  New  York,  The  Macmillan 
Co.,  1939.  Cloth  $8.00. 

This  book  is  a collection  of  84  charts,  8x/2  X 
I2V2  inches  illustrating,  with  black  and  white 
drawings,  a great  variety  of  surgical  operations. 
The  charts  are  to  the  right,  and  on  the  pages  op- 
posite the  drawings  are  a reasonably  complete  de- 
scription of  the  technic  pic  timed.  Because  of  the 
size  of  the  charts,  nine  and  more  drawings,  some, 
of  course,  only  of  details,  are  found  on  one  page. 
There  are  three  introductory  chapters  of  text  on 
surgical  technic,  anesthesia,  and  preoperative 
and  postoperative  care. 

The  book  is  dedicated  to  the  interns  and  resi- 
dents of  the  Lakeside  and  the  Peter  Bent  Brig- 
ham hospitals  in  the  hope  that  such  men  there 
and  elsewhere  may  find  in  this  book  a convenient 
and  adequate  visual  demonstration  of  the  tech- 
nic of  the  various  operations  that  are  performed 
in  a large  clinic.  By  the  same  token,  it  would 
seem  that  such  a scheme  should  have  an  equal 
appeal  to  all  surgical  assistants  and  others  be- 
ginning their  surgical  experience.  The  excellent 
illustrations,  which  are,  of  course,  the  basis  of 
the  Atlas,  are  by  Mildred  B.  Codding. 

J.  Raphael 

Specialties  in  Medical  Practice.  Edited  by 
Edgar  Van  Nuys  Allen,  M.D.  Volumes  I and 
II.  Quarto  of  934  pages,  illustrated.  New  York, 
Thomas  Nelson  & Sons,  1940.  Cloth,  $25  per 
set. 

The  editors,  in  their  introduction  and  the  fore- 
word by  Dr.  Donald  C.  Balfour,  present  the 
reader  with  reasons  for  these  practical  volumes. 
Few  clinicians  are  experienced  in  the  diagnosis 
and  treatment  of  disease  cared  for  by  the  special- 
ists. In  the  hospital  and  in  the  clinic  the  situa- 
tion is  solved  by  reference  to  specialists  and  by 
ready  transfer  of  information  from  specialist  to 
specialist.  In  private  practice  the  situation  is 
different,  for  the  general  practitioner  cannot  refer 
most  of  his  patients  to  specialists.  The  general 
practitioner  and  diagnostician  whom  most 
patients  consult  must  administer  to  the  simplest 
needs  of  many  patients  whose  illness,  if  more 
complex,  would  require  the  care  of  a specialist. 

In  the  foreword,  the  distinction  between 
graduate  and  postgraduate  medical  education  is 
clearly  expressed.  This  work  will  prove  of  great- 
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est  utility  to  the  general  practitioner,  but  the 
specialist,  too,  must  familiarize  himself  with 
other  specialties  in  other  fields.  There  are  eleven 
specialties  presented,  no  one  of  which  is  too 
lengthy.  The  illustrations  are  good  and  the  ad- 
vantages of  the  loose-leaf  system  will  keep  the 
reader  apprised  of  newer  additions  as  they  are  de- 
veloped. The  following  specialties  are  offered: 
(1)  Ophthalmology;  (2)  Diseases  of  the  Ear,  Nose, 
and  Throat;  (3)  Neurology;  (4)  Psychiatry; 

(5)  Vitamins  and  Vitamin  Deficiency  Diseases; 

(6)  Allergy;  (7)  Orthopedic  Surgery;  (8)  Ob- 
stetrics and  Gynecology;  (9)  Endocrinology; 
(10)  Urology;  (11)  Proctology.  Dermatology 
and  Syphilology  are  in  preparation. 

These  volumes  can  be  highly  commended  both 
to  general  practitioner  and  specialist. 

Maurice  J.  Dattelbaum 

Physiological  Chemistry.  A Textbook  for 
Students.  By  Albert  P.  Mathews,  Ph.D. 
Sixth  edition.  Octavo  of  1,488  pages,  illus- 
trated. Baltimore,  Williams  & Wilkins  Co., 
1939.  Cloth,  $8.00. 

Now  in  its  sixth  edition,  this  book  represents 
a complete  textbook  of  biochemistry.  It  is 
interesting  to  note  that  the  textual  matter  is 
devoted  as  much  to  the  physiology  of  metabolism 
and  nutrition  as  it  is  to  biochemistry.  There  is 
justification  for  this  combination  because  these 
two  fields  are  so  closely  related.  Part  I is  purely 
physiologic  chemistry  and  is  devoted  to  the 
chemistry  of  nutritional  components.  There  is 
also  a large  chapter  on  the  physical  chemistry  of 
protoplasm.  Part  II  is  largely  the  physiology  of 
metabolism  and  consists  of  chapters  on  energy 
exchange,  absorption,  digestion,  blood,  respira- 
tory system,  nervous  system,  excretory  system, 
and  the  endocrines. 

It  is  an  authoritative  book  and  should  main- 
tain its  position  as  a reference  work  in  the 
physician’s  library. 

William  S.  Collens 


Diagnostic  Signs,  Reflexes  and  Syndromes 
Standardized.  By  William  E.  Robertson,  M.D., 
and  Harold  F.  Robertson,  M.D.  Duodecimo  of 
309  pages.  Philadelphia,  F.  A.  Davis  Co.,  1939. 
Cloth,  $3.50. 

The  publication  of  this  extraordinary  little 
book  by  the  Robertsons  will  be  a great  boon  to 
anyone  who  has  read  of  so-and-so’s  sign  or  syn- 
drome without  being  able  to  identify  it  further. 
The  use  of  the  descriptive  proper  name  in  medi- 
cine has  been  a mixed  blessing.  The  attachment 
of  a name  to  a medical  condition  has  served  often, 
to  be  sure,  to  keep  alive  the  name  of  a great 
pioneer  who  deserved  to  be  so  honored  and  whose 
name  might  otherwise  be  relegated  to  compara- 
tive oblivion.  It  is  often  true  that  unless  his 
name  is  attached  to  some  disease,  a celebrated 
scientist  will  be  remembered  only  by  the  histo- 
rian, or,  even  if  he  is  so  distinguished,  his  other 
contributions  may  be  forgotten.  A pertinent 
example  is  the  name  of  Jacob  Henle,  associated 
always  with  Henle’s  loop  and  seldom  with 
monumental  contributions  to  the  subject  of 
contagion. 

We  honor  the  great  but  often  confuse  the  little 
by  the  use  of  the  proper  name.  “Ayerza’s  dis- 
ease” has  come  to  have  many  meanings  to  many 


minds,  and  we  are  still  struggling  to  get  a coherent 
picture  of  this  group  of  diseases.  On  the  other 
hand,  in  rare  instances,  the  original  work  of  some 
scientist  has  been  so  thorough  and  so  definitive 
that  it  would  be  an  effrontery  to  think  of  chang- 
ing a name.  Addison’s  disease  instantly  comes 
to  mind  in  this  connection.  Occasionally  too, 
the  etiology,  pathogenesis,  and  true  nature  of  a 
disease  complex  is  so  obscure,  as  in  Hodgkin’s 
disease,  that  the  best  interests  of  scientific  think- 
ing are  served  by  retaining  the  original  title. 

The  attempt  to  attach  a man's  name  to  a con- 
dition easily  described  otherwise  has  sometimes 
given  rise  to  a deplorable  exhibition  of  medical 
nationalism.  There  is  no  sensible  reason  why 
exophthalmic  goiter  should  be  known  in  different 
countries  by  the  names  of  Graves,  Basedow, 
Begbie,  Marsh,  Parry,  Parson,  and  Flajani. 
There  can  be  no  doubt  that  this  practice  is  falling 
into  disuse,  but  even  today  confusion  has  arisen 
from  misguided  attempts  to  attach  the  names  of 
men  to  clinical  descriptions.  Adie  and  Crohn 
have  performed  great  services  for  medicine,  but 
nothing  is  gained  by  the  use  of  their  names  to 
describe  certain  lesions. 

Only  a few  omissions  could  be  found  in  a 
rather  careful  study  of  the  book.  The  Babinski 
syndrome  is  sometimes  known  as  that  of  Babin- 
ski-Vacquez.  The  phenomenon  of  Hill  and 
Flack  might  be  mentioned.  Goldstein’s  toe 
sign,  Bouveret’s  syndrome  (in  the  sense  of 
paroxysmal  tachycardia),  and  Gordon’s  cardiac 
sign  should  be  listed  in  the  next  edition.  The 
Robertsons  have  been  thorough  and  trustworthy. 

Milton  Plotz 


Stedman’s  Practical  Medical  Dictionary.  By 

Thomas  L.  Stedman,  M.D.,  and  Stanley  T. 
Garber,  M.D.  Fourteenth  edition.  Octavo  of 
1,303  pages,  illustrated.  Baltimore,  Williams  & 
Wilkins  Co.,  1939.  Cloth,  with  thumb  index, 
$7.50. 

The  excellent  Stedman  dictionary  is  now  in  its 
fourteenth  edition.  A sensible  change  has  been 
in  the  reduction  of  the  number  of  illustrations. 
It  has  always  been  a source  of  mystery  why  so 
many  are  included  in  dictionaries  where  they  do 
not  belong.  Even  in  this  edition,  there  are  far 
too  many.  There  is  no  good  reason,  for  example, 
for  an  illustration  of  Einhorn’s  saccharimeter  on 
page  341. 

Milton  Plotz 


Gould’s  Pocket  Pronouncing  Medical  Dic- 
tionary. By  the  late  George  M.  Gould,  M.D. 
Eleventh  edition  revised  by  C.  V.  Brownlow. 
16  mo.  Philadelphia,  P.  Blakiston’s  Son  & Com- 
pany, 1939.  Cloth,  $2.00. 

Gould’s  Pocket  Medical  Dictionary  continues 
to  be  as  sound  and  as  valuable  in  its  eleventh  as 
in  previous  editions. 

Milton  Plotz 


Cardiovascular-Renal  Disease.  A Clinico- 
pathologic  Correlation  Study  Emphasizing  the 
Importance  of  Ophthalmoscopy.  By  Lawrence 
W.  Smith,  M.D.,  Edward  Weiss,  M.D.,  and 
others.  Quarto  of  227  pages,  illustrated.  New 
York,  D.  Appleton-Century  Co.,  1940.  Cloth, 
$4.50. 
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Smith  and  his  associates  have  performed  a 
difficult  task  extremely  well . They  have  handled 
a complex  and  baffling  clinical  group  of  diseases 
with  enlightened  common  sense.  There  are 
illustrative  tables  and  case  reports.  Numerous 
photographs  of  gross  and  microscopic  pathologic 
material  illuminate  the  text,  and  there  are  superb 
studies  of  the  retinal  changes.  A special  word  of 
praise  should  be  given  the  diagrams  accompany- 
ing the  fundus  studies.  No  attempt  is  made  to 
be  encyclopedic,  but  there  is  a useful  bibliogra- 
phy. 

Melton  Plotz 

Proctoscopic  Examination  and  Diagnosis  and 
Treatment  of  Diarrheas.  By  M.  H.  Streicher, 
M.D.  Octavo  of  149  pages,  illustrated.  Spring- 
field,  Charles  C.  Thomas,  1940.  Cloth,  $3.00. 

The  reviewer  feels  that  any  effort  which  pro- 
motes proper,  systematic  anorectal  examina- 
tions— especially  proctoscopic  examinations — is 
worth  while.  Only  by  such  examination  will 
lesions  of  the  anus  and  rectum  be  discovered 
early. 

The  first  twenty  pages  of  this  small  book  deal 
with  proctoscopic  examinations.  It  is  the  re- 
viewer’s opinion  that  the  choice  of  some  of  the 
instruments  described  and  illustrated  could  be 
improved  upon.  Some  of  the  illustrations,  such 
as  anoscopes,  the  position  of  the  Hanes  table, 
and  the  McKinney  light,  are  presented  in  a way 
which  might  baffle  and  confuse  the  uninitiated. 

On  page  15  the  author  speaks  of  "itching  in 
rectum.”  The  reviewer  has  never  heard  of 
pruritus  recti,  but  he  has  encountered  itching  in 
the  anus  as  well  as  all  areas  of  the  skin. 

The  remainder  of  the  book,  about  100  pages, 
consists  of  a brief  consideration  of  the  diagnosis 
and  treatment  of  diarrheas.  More  than  an  out- 
line could  not  be  expected  in  a book  of  this  size. 
On  pages  39  and  40  there  is  an  excellent  classifica- 
tion of  diarrheas  (etiologic). 

A.  W.  Martin  Marino 

Diagnosis  and  Treatment  of  Diseases  of  the 
Hair.  By  Lee  McCarthy,  M.D.  Octavo  of  671 
pages,  illustrated.  St.  Louis,  C.  V.  Mosby  Co., 
1940.  Cloth,  $9.50. 

There  is  such  a scarcity  of  good  books  written 
in  English  on  diseases  of  the  hair  that  it  is  indeed 
a pleasure  to  welcome  Dr.  Lee  McCarthy’s  book 
on  the  diagnosis  and  treatment  of  the  diseases  of 
the  hair  and  scalp.  This  treatise  contains  291 
illustrations,  an  exceptionally  rich  bibliography, 
and  a complete  index.  It  is  printed  in  easily 
readable  type.  Included  in  the  illustrations  is  a 
large  number  on  histopathology  of  the  hair  and 
surrounding  tissues,  many  taken  from  the 
author’s  own  book,  Histopathology  of  Skin  Dis- 
eases. This  angle  of  hair  diseases  is  especially 
stressed  and  adds  much  to  the  value  of  the  book. 

The  subject  matter  in  general  is  presented  in  a 
thorough  manner.  For  example,  his  discussion 
on  the  alopecias  alone  covers  almost  100  pages. 
He  gives  a minute  classification  of  the  alopecias, 
describes  all  various  forms,  and  gives  detailed 
instruction  as  to  treatment,  including  individual 
prescriptions.  All  in  all,  this  volume  is  very 
complete,  and  dermatologists  as  well  as  general 
practitioners  will  find  it  a valuable  addition  to 
their  library. 

Abraham  Walzer 


Illustrations  of  Bandaging  and  First-Aid. 

Compiled  by  Lois  Oakes,  D.N.  Octavo  of  248 
pages,  illustrated.  Baltimore,  Williams  & Wil- 
kins Co.,  1940.  Cloth,  $2.00. 

The  purpose  of  this  little  book  is  set  forth  in  a 
well-illustrated  manner.  The  basic  principles  of 
bandaging  are  amply  covered.  The  book  con- 
tains four  sections:  two  sections  on  bandaging, 

triangular  and  roller;  one  on  first  aid  in  hemor- 
rhage; and  one  on  first  aid  in  fractures.  It  is 
brief,  concise,  and  mostly  photographic. 

It  is  written  by  Lois  Oakes,  a registered  nurse 
of  Great  Britain.  Though  compiled  primarily 
for  first  aid  in  war  nursing,  the  book  can  be  well 
utilized  in  this  country  by  nurses  in  the  indus- 
trial field,  Boy  Scouts,  Girl  Scouts,  Camp  Fire 
Girls,  and  similar  groups. 

Miss  Oakes’s  book  meets  the  purpose  in  that  it 
is  written  for  nurses  and  first-aid  students.  It 
can  be  heartily  recommended  as  a primer  for  this 
type  of  nursing. 

Louis  Berger 


Manual  of  Cardiology.  Clinical  Methods  and 
Case  Histories  as  Problems  for  Study.  By  Wil- 
liam D.  Reid,  M.D.  Octavo  of  364  pages.  New 
York,  Oxford  University  Press,  1940.  Cloth, 
$3.50. 

As  the  author  states  in  the  preface,  the  book  is 
not  designed  as  a textbook  of  cardiology  but  as  a 
supplement  to  recognized  textbooks.  It  is  de- 
signed primarily  for  students,  and  the  informa- 
tion that  it  contains  is  sound  and  would  be  sub- 
scribed to  by  most  cardiologists.  It  contains 
many  commonsense  facts  on  cardiology  which 
the  medical  student  and  practitioner  ought  to 
know.  The  second  section  is  devoted  to  case 
histories,  and  the  student  is  asked  different  ques- 
tions on  them,  the  author’s  answers  being  given 
at  the  end  of  the  book.  The  student  who  has 
familiarized  himself  with  the  textbook  facts  on 
the  subject  will  find  in  this  book  useful  additions 
to  his  knowledge. 

J.  Hamilton  Crawford 


Infections  of  the  Hand.  By  Lionel  R.  Fifield, 
F.R.C.S.  Second  edition  by  Patrick  Clarkson, 
F.R.C.S.  Duodecimo  of  167  pages,  illustrated. 
New  York,  Paul  B.  Hoeber,  Inc.,  1939.  Cloth, 
$3.25. 

In  the  preparation  of  the  second  edition,  the 
author,  like  Fifield,  borrowed  extensively  from 
the  classic  text  of  Kanavel  on  the  same  subject. 
The  essential  anatomy  obtained  by  dissection, 
the  study  of  cross  sections,  and  operative  findings 
are  presented,  but  in  the  interest  of  simplification 
detailed  anatomical  data  are,  happily,  not  in- 
cluded. Clarifying  illustrations  are  frequently 
interspersed. 

There  is  an  enlightening  chapter  on  prophy- 
laxis of  hand  infections  and  other  chapters  on 
the  more  common  infections — whitlow,  palmar 
infections,  osteomyelitis,  etc.  Treatment  and  the 
avoidance  of  complications  are  given  full  and  ade- 
quate consideration.  Accounts  of  the  use  of 
sulfonamides  are  given,  and  a valuable  section 
on  insurance  aspects  has  been  included.  This  re- 
vised edition  should  prove  fully  as  valuable  as  the 
first,  which  rightfully  had  a wide  acceptance. 

Arthur  Goetsch 
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Sk-w  York  City 

Colorado  Springs 
August  ?,  1940 


W d®ar  Doctor  ** 

Ycm  have  asked  cy  views  on  socialized 
medicine,  I «rrs  against  it.  You  can  uuote  me 

any  pi&cse  on  this. 


oor^i  aX  iy 

Jr  /7 


I>r*  T,  Leon  Hqward 

Denver,  Colorado. 


The  Rocky  Mountain  Medical  Journal  for  September,  1940,  prints 
the  above  letter  to  Dr.  T.  Leon  Howard,  of  Denver,  Colorado. 
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This  was  in  direct  answer  to  a query  by  Dr.  Howard  as  to  the 
Republican  candidate’s  views  on  state  medicine.  Of  refreshing 
brevity  and  sincerity,  the  statement  will  be  welcomed  thankfully  by 
the  medical  profession  of  the  nation,  long  weary  of  excessive  verbi- 
age, indirection,  “sounding  brass,  and  tinkling  cymbals.”  The 
profession  will  also  be  glad  to  learn  that  the  enterprising  Rocky 
Mountain  Medical  Journal. has  offered  the  Democratic  candidate 
an  equal  opportunity  to  state  his  views  on  the  same  question  in  its 
October  issue,  to  which  statement  we  shall  look  forward  with 
interest  in  the  light  of  the  last  eight  years’  experience  and  in  appre- 
hension of  the  possibilities  of  the  next  duodecade.  It  would  be 
interesting  to  know  also  the  views  of  the  Congressional  candidates 
on  this  question  before  November. 

Approved  Milk 

Only  one  grade  of  milk  is  now  officially  recognized  by  the 
Board  of  Health  in  New  York  City  (this  since  September  1), 
“Approved  Milk,”  with  the  exception  that  Certified  milk  will 
continue  to  be  marketed  as  before  but,  as  this  category  comprises 
only  0.3  of  1 per  cent  of  the  total  volume,  it  may  be  disregarded 
for  purposes  of  this  discussion.  On  June  11,  1940,  after  consider- 
able study  by  the  New  York  City  Health  Department  and  its  con- 
sultants and  several  months  of  hearings  with  producers,  milk  dis- 
tributors, and  representatives  of  the  consuming  public,  the  Board 
of  Health  adopted  amendments  to  the  City’s  Sanitary  Code  which 
abandoned  the  former  method  of  grading  milk  in  New  York  City 
and  provided  for  one  set  of  standards  for  all  milk — except  Certified 
milk.  “For  the  past  decade  the  sanitary  quality  of  the  Grade  B 
milk  supply  in  New  York  City,”  said  Health  Commissioner  John  L. 
Rice,  “has  improved  to  such  an  extent  that  we  now  know  it  is  all 
safe  and  wholesome,  and  there  is  no  compelling  public  health  reason 
for  continuing  to  provide  for  two  grades  of  milk  in  the  Sanitary 
Code.  . . The  standards  defined  for  Approved  milk  are  better 
than  those  required  formerly  for  Grade  B and  in  some  respects 
comparable  to  those  required  formerly  for  Grade  A.  For  detailed 
historical  review  of  the  New  York  City  milk  question,  we  have 
published  in  the  September  1 issue  a special  article,  “New  York 
City  Milk,”  by  Dr.  Charles  E.  North. 

A feature  of  the  new  law  is  the  improved,  required  milk  bottle 
caps  upon  which  will  appear  only  the  two  words  “Approved  Milk,” 
identification  of  dealer  or  source,  date  of  pasteurization  or  day  of 
week,  and  Department  of  Health,  New  York  City,  but  no  other 
indication  of  grade  or  quality  will  appear  on  the  cap  unless  4.2  per 
cent  or  more  of  butterfat  is  claimed,  in  which  case  the  dealer  may 
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put  that  on  the  cap  also.  The  butterfat  content  of  the  single 
grade  milk  is  3.3  per  cent  compared  with  the  3 per  cent  minimum 
for  the  old  Grade  B.  The  required  bacterial  count  after  pasteuriza- 
tion for  the  new  Approved  milk  is  30,000,  the  same  as  that  formerly 
required  for  Grade  A.  There  seems  to  be  nothing  in  the  new  law 
to  prevent  the  sale  of  milk  with  higher  butterfat  content  than  the 
minimum  3.3  per  cent  or  higher  quality  milks  under  special  desig- 
nations branded  in  the  bottles  or  on  other  types  of  containers. 

The  interest  of  physicians  in  the  milk  question  has  always  been 
a lively  one,  frequently  carried  to  the  point  of  bitterness  in  the 
public  interest  over  the  more  controversial  aspects  of  the  problem 
of  securing  a safe  and  wholesome  product.  The  grading  of  milk 
has  been  based  on  considerations  of  private  and  public  health  only, 
since  1911  when  grading  was  first  established.  Pasteurization, 
when  this  became  commercially  practicable,  seemed  to  assure  safety 
but  was  no  guarantee  of  purity  or  cleanliness.  Dairy  and  herd 
inspection  and  tuberculin  testing  marked  still  further  advances. 
Rapid  motor  transport,  glass-lined  tanks,  temperature  control,  im- 
provements in  the  health  departments  in  the  milk  shed,  all  have 
added  to  the  public  safety  in  better  handling  and  distribution. 

The  fact  that  New  York  City  has  not  had  an  epidemic  of  milk- 
borne  disease  in  twenty-eight  years  under  the  former  grading  prac- 
tice in  a child  population,  under  5 years  of  age,  of  around  500,000 
should  indicate  that  the  methods  of  milk  production,  control,  and 
distribution  had  been  adequate  from  a public  health  point  of  view. 

There  is  nothing  in  the  new  regulations  that  forbids  any  dealer 
or  group  of  dealers  offering  for  sale  a milk  produced  and  marketed 
under  more  severe  restrictions  than  those  required  by  the  Sanitary 
Code  and  labeling  it  by  any  term  that  is  not  false  or  misleading. 
Progress  toward  still  cleaner  and  better  protected  milk  should  not 
be  impeded  by  any  consideration  whatsoever.  The  present  stand- 
ards of  safety,  cleanliness,  and  protection  were  made  possible  only 
by  a continuous  struggle  against  complaisance,  ignorance,  and  greed. 
But  it  should  not  be  assumed  that  perfection  has  been  attained. 
If  physicians,  producers,  and  consumers  demand  a milk  of  lower 
bacterial  count  (therefore  cleaner)  it  should  be  met  even  though  it 
must  be  marketed  at  2 cents  or  more  above  the  price  of  Approved  milk. 

The  new  law  affects  chiefly  the  economics  of  milk  production  and 
marketing;  it  seems  to  effect  a simplification  in  grading  which  may 
be  in  the  public  interest.  Its  effect  upon  the  retail  price  should  be 
kept  under  careful  scrutiny.  Simplification  and  cheapness  must 
not  be  permitted  to  discourage  sanitary  production.  The  operation 
and  effect  of  the  new  law  should  be  studied  carefully  as  statistical 
data  become  available.  Mauger  social  and  economic  theories, 
there  should  be  no  interference  with  honest  efforts  of  producers  on 
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recommendation  of  the  medical  profession  to  supply,  through 
ordinary  commercial  channels,  a milk  with  lower  bacterial  count 
as  a result  of  more  frequent  veterinarian  and  laboratory  safeguards. 
The  right  of  the  public  to  pay  a bonus  price  for  the  encouragement 
of  higher  standards  of  quality  must  not  be  infringed. 

Hans  Zinsser 


In  the  passing  of  Hans  Zinsser,  pro- 
fessor, at  the  time  of  his  death,  of  bac- 
teriology and  immunology  at  the  Harvard 
Medical  School,  American  medicine  sa- 
lutes an  indefatigable  worker,  an  inspiring 
teacher,  a successful  author,  and  a most 
lovable  personality. 

A graduate  of  Columbia  University  in 
1899  in  the  class  of  the  present  managing 
editor  of  this  Journal,  he  received  his 
medical  degree  from  the  College  of  Physi- 
cians and  Surgeons  in  1903. 

His  fame  as  a research  bacteriologist 
grew  world  wide  as  he  rose  rapidly  in  his 
profession,  serving  as  intern  at  Roosevelt 
Hospital,  instructor  at  the  College  of 
Physicians  and  Surgeons,  pathologist  at 
St.  Luke’s  Hospital,  then  going  for  three 
years  to  California  as  assistant  professor 


of  bacteriology  at  Leland  Stanford  Uni- 
versity. He  returned  to  New  York  as  a 
full  professor  at  Columbia.  He  remained 
at  Columbia  from  1913  to  1923,  when  he 
went  to  the  Harvard  Medical  School, 
where  until  his  death  he  was  the  Charles 
Wilder  Professor  of  Bacteriology  and 
Immunology. 

During  the  World  War,  after  his  ex- 
pedition to  Serbia  as  a representative  of 
the  American  Red  Cross,  he  was  a colonel 
in  the  Medical  Corps  of  the  A.E.F.  He 
received  the  Distinguished  Service  Medal. 

In  June,  1939,  he  received  honorary 
degrees  of  Doctor  of  Science  from  both 
Harvard  and  Yale.  He  also  held  honor- 
ary degrees  from  Columbia,  Western 
Reserve  University,  and  Lehigh  Univer- 
sity. He  has  earned  his  rest. 


GUY  SEXTON  CARPENTER 

On  August  28,  1940,  Dr.  Guy  S.  Carpenter,  chairman  of  the  Publicity  Division  of  the 
Council  Committee  on  Publication  and  a member  of  the  Committee  on  Arrangements  of 
the  Council  Committee  on  Scientific  Assembly  of  the  Medical  Society  of  the  State  of 
New  York,  died  suddenly  of  cerebral  disease  at  his  home  in  Waverly,  New  York. 

His  service  to  the  Society,  especially  in  his  capacity  as  director  of  the  Committee  on 
Medical  Publicity,  was  of  the  greatest  value.  His  calm  and  humorous  outlook  on  life 
which  endeared  him  to  all  who  knew  him  directed  the  policy  of  the  Society’s  medical 
publicity  in  its  formative  period  to  the  benefit  of  the  public  and  laid  the  solid  foundations 
upon  which  this  branch  of  the  Society’s  educational  activities  has  subsequently  been 
built.  His  loss  will  be  keenly  felt,  but  his  work  and  influence  will  carry  on. 

Born  in  1874,  he  was  graduated  with  the  degree  of  Doctor  of  Medicine  from  Cornell 
University  in  1899.  He  has  been  a member  of  the  Tioga  County  Medical  Society  and 
the  Medical  Society  of  the  State  of  New  York  since  1906.  He  was  also  a Fellow  of  the 
American  Medical  Association.  He  was  a member  of  the  American  Public  Health  As- 
sociation, the  New  York  Society  of  Anesthetists,  and  the  Associated  Anesthetists  of  the 
United  States  and  Canada. 

In  May,  1937,  he  was  elected  a Councilor  of  the  State  Society  for  a term  of  one  year 
and  in  May,  1938,  was  re-elected  for  a term  of  three  years.  In  June,  1938,  he  was  ap- 
pointed chairman  of  the  Council  Committee  on  Medical  Publicity  and  in  April,  1939, 
was  elected  a delegate  to  the  American  Medical  Association  for  two  years.  He  was  a 
member  of  the  staff  of  the  People’s  Hospital  of  Sayre,  Pennsylvania,  as  attending 
physician  from  1916  to  1930;  he  served  also  on  the  staff  of  the  Tioga  County  General 
Hospital,  Waverly,  New  York,  from  1932  to  the  date  of  his  demise. 


OBSERVATIONS  ON  PROLONGED  HUMAN  REFRIGERATION 


Temple  Fay,  M.D.,  F.A.C.S.,  Philadelphia 

( Professor  and  Head  of  the  Departments  of  Neurology  and  Neurosurgery,  Temple  University  Medical 

School) 


With  the  continued  biopsy  evidence 
that  degenerative  changes  could 
be  produced  to  a marked  degree  by  local 
refrigeration  at  temperatures  between  40 
and  50  F.,  as  reported  by  Smith  and 
myself, 1 it  was  natural  that  attempts 
should  be  made  to  reach  the  deep  struc- 
tures, which,  of  course,  were  not  in- 
fluenced by  local  application  of  cold.  In 
October,  1938,  one  of  our  patients  (E.  G.) 
showed  remarkable  response  to  local  re- 
frigeration throughout  an  ulcerating 
breast  carcinoma.  The  breast  area  was 
practically  cleared  of  carcinoma  cells  after 
five  months  of  local  refrigeration,  and  the 
metastatic  lesions  in  the  neck  decreased 
in  size  under  an  ice  coil  about  this  part. 
There  was,  however,  deep  involvement  of 
the  vertebral  structures,  as  well  as  evi- 
dence of  metastasis  to  the  brain.  The 
hopeless  character  of  the  case  and  the 
continued  progress  of  these  lesions  out  of 
reach  of  local  refrigeration  led  to  the  final 
determination  to  place  the  entire  patient 
at  a temperature  level  similar  to  that  en- 
joyed by  the  extremities;  namely,  be- 
tween 88  and  90  F.2  It  was  reasoned  that 
if  the  extremities  could  survive  at  this 
temperature  it  was  possible  that  other 
organs  of  the  body  might  find  some  similar 
means  of  adjustment. 

In  spite  of  the  teaching  and  convictions 
to  the  contrary  and  in  spite  of  the  fact 
that  no  previous  reports  could  be  found 
in  the  literature  where  human  beings  had 
been  capable  of  surviving  for  prolonged 
periods  of  time  body  temperatures  in  this 
subnormal  range,  nevertheless,  it  seemed 
justifiable  to  take  this  unknown  risk  in 
the  hopes  of  influencing  the  deep  metasta- 
tic lesions.  I may  say  that  for  several 
weeks  prior  to  this  first  induction  of  re- 
frigeration, each  time  a determination  to 


carry  out  the  plan  was  brought  to  the 
point  of  application  fear  of  the  unknown 
possibilities  and  the  physiologic  teachings 
of  the  past,  which  had  indicated  that  hu- 
man beings  could  not  long  survive  at 
temperatures  below  95  F.,  were  respon- 
sible for  my  delaying  this  procedure  until 
late  in  November,  1938.  However,  the 
patient’s  condition  was  continuing  to 
grow  worse.  A short  initial  observation 
was  finally  determined  upon.  The  patient 
was  given  avertin  anesthesia,  the  trunk  and 
legs  were  packed  in  cracked  ice,  and,  with 
the  assistance  of  the  cold  weather  at  that 
time  of  the  year,  the  windows  of  the  room 
were  opened,  permitting  the  patient’s 
body  temperature  to  be  rapidly  lowered 
to  90  F.  (rectal).  The  sedative  effect  of 
the  avertin  plus  amytol  maintained  the 
patient  throughout  the  first  eighteen 
hours  without  discomfort  or  knowledge  of 
the  procedure.  Within  the  first  twelve 
hours  the  blood  pressure  gradually  disap- 
peared and  the  pulse  disappeared  from 
the  periphery.  Breathing,  which  re- 
mained slow,  shallow,  and  regular,  was 
the  only  clinical  finding  that  seemed  to 
offer  reassurance.  Because  of  the  pro- 
longed absence  of  pulse  and  blood  pres- 
sure and  the  fear  of  cerebral  anoxia,  it  was 
decided  to  bring  the  patient  back  to 
normal  temperature  values  again.  Heat 
was  applied  to  the  body  surfaces  and  a hot 
coffee  enema  was  given.  Within  a few 
hours  the  patient  had  returned  again  to 
conscious  levels  and  was  not  aware  of  the 
experience  through  which  she  had  been 
taken. 

Subsequent  inductions  of  refrigeration 
were  made  until  we  had  maintained  a 
period  of  four  days  at  90  F.  (rectal). 
Suppression  of  tears  and  urine  and  cessa- 
tion of  gastrointestinal  activity  were  ob- 
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served  during  many  hours.  As  these  ob- 
servations continued,  we  realized  that 
there  were  practically  no  physiologic 
criteria  upon  which  we  could  determine  or 
predict  the  reactions  of  the  patient. 
When  renal  activity  ceased  for  as  long  as 
three  days,  anxieties  naturally  arose  re- 
garding the  retention  of  nitrogenous  and 
solid  materials  in  the  blood.  The  blood 
chemistry  studies  during  the  period  of  re- 
frigeration failed  to  show  a rise  in  blood 
urea  and,  in  fact,  many  of  the  readings 
were  even  below  normal.  The  absence  of 
secretion  of  tears  required  vaseline  gauze 
dressings  to  the  eyes.  In  some  instances 
blood  pressure  could  be  obtained,  but  in 
many  it  was  absent  throughout  two,  three, 
or  four  days  of  refrigeration.  With  obser- 
vations now  covering  more  than  100  cases, 
renal  suppression,  absence  of  pulse  and 
blood  pressure,  and  cerebral  edema  have 
not  occurred  since  heavy  routine  sedation 
has  been  omitted. 

In  3 instances  evidence  of  cerebral 
edema,  following  the  return  of  the  patient 
to  normal  temperature,  led  to  spinal  punc- 
ture during  refrigeration,  and  in  several 
instances  the  temperature  of  the  spinal 
fluid  was  found  to  be  two  and  three  degrees 
below  that  of  rectal  temperature.  For 
instance,  with  a rectal  temperature  of 
88  F.,  spinal  fluid  temperature  might  show 
a level  as  low  as  84  F.  In  1 instance 
100  cc.  of  spinal  fluid  was  withdrawn, 
indicating  a marked  accumulation  of 
subarachnoid  fluid  during  this  refrigera- 
tion period. 

In  another  instance  what  appeared  to  be 
the  cumulative  effect  of  amytol  following 
the  recovery  of  the  patient  from  the  period 
of  refrigeration  led  to  respiratory  and 
cerebral  symptoms,  requiring  a change  in 
the  combination  of  sedatives  used  in  the 
early  period  of  our  observations.  It  was 
observed  that  if  the  patient’s  tempera- 
ture was  gradually  reduced  to  levels 
around  88  to  90  F.,  shivering  reactions  be- 
gan at  approximately  97  F.  and  continued 
on  until  the  rectal  temperature  had  been 
reduced  below  90  F.  Following  this, 
isolated  muscle  movements  might  occur, 
but  the  general  reaction  of  shivering  was 
not  present.  Evipal  can  be  used  as  a 


prompt  means  of  inducing  anesthesia. 
Rapid  measures  of  reducing  the  patient’s 
body  temperature  below  95  F.  is  desirable 
to  avoid  the  shivering  reaction  and  can  be 
accomplished  by  means  of  cracked  ice. 
the  use  of  a fan,  and  exposure  to  cold  in  a 
room  especially  designed  for  this  purpose. 
Shivering  increases  the  patient’s  body 
temperature  and  makes  it  more  difficult 
to  reduce  body  temperature,  as  might  be 
expected.  With  more  rapid  methods  of 
induction  of  refrigeration,  it  is  possible 
to  take  the  patient  through  the  stage  of 
shivering  and'to  reach  the  level  of  88  to  90 
F.  (rectal)  within  a period  of  two  or  three 
hours.  Paraldehyde  (20  per  cent  solution 
in  acacia)  by  nasal  tube,  following  the 
avertin,  seemed  to  give  better  results 
without  symptoms  of  cerebral  edema  as 
noted  in  our  early  observations.  With 
the  advent  of  the  use  of  paraldehyde,  it 
was  noted  that  blood  pressure  and  pulse 
manifestations  did  not  disappear  during 
the  refrigeration  phase.  Gradually  the 
doses  of  sedatives  (determined  through 
the  careful  observations  of  Dr.  McCravey) 
were  reduced  so  that  the  patients  were 
permitted  to  gain  consciousness  a few 
hours  after  the  refrigeration  period  had 
begun. 

After  quick  induction  by  evipal  and 
the  establishment  of  a desired  tempera- 
ture level  around  88  to  90  F.  (rectal),  the 
patient  was  permitted  to  continue  on  little 
or  no  sedatives,  and,  although  conversa- 
tions could  be  carried  on  with  the  patient 
and  slow  but  accurate  responses  obtained 
with  the  occasional  complaint  of  feeling 
cold,  the  patients  uniformly  have  not  re- 
called their  experiences  while  under  re- 
frigeration. At  the  present  time  we  may 
say  it  has  seemed  best  to  have  a room  tem- 
perature of  approximately  60  F.  This  is 
maintained  by  a special  air-conditioning 
unit.  The  use  of  evipal  as  a rapid  means 
of  inducing  anesthesia,  followed  by  the 
application  of  ice  until  the  patient’s  tem- 
perature is  satisfactorily  reduced  below 
the  95  F.  level,  has  yielded  very  satisfac- 
tory results. 

Paraldehyde  administered  by  nasal 
tube  is  given  as  needed,  depending  upon 
the  reaction  of  the  patient.  Restlessness 
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should  be  avoided  as  it  makes  the  reten- 
tion of  temperature  at  the  desired  level 
more  difficult.  The  eyes  should  be  care- 
fully protected  with  vaseline  gauze.  No 
food  need  be  given  during  the  period  of 
refrigeration — even  up  to  five  days.  It 
has  been  our  practice,  recently,  to  permit 
the  introduction  of  small  amounts  of 
saline  from  time  to  time,  in  view  of  the 
evidence  of  blood  concentration  and  some 
shift  of  water  balance.  Renal  activity 
may  be  present  if  fluids  are  administered 
in  quantities  sufficient  to  require  excre- 
tion. Renal  activity  may  also  be  initiated 
by  restlessness  and  conscious  levels  of  the 
patient.  The  early  observations  of 
anuria,  we  feel,  may  have  been  primarily 
due  to  the  amount  of  general  anesthetic 
and  sedative  given  to  the  patient  during 
the  refrigeration  period.  Blood  pressures 
and  pulses  are  obtainable  with  the  patient 
at  conscious  levels  during  the  refrigera- 
tion phase.  We  have  been  in  the  habit 
of  giving  a moderate  dose  of  paraldehyde 
just  prior  to  bringing  the  patient  back  to 
normal  temperature  levels,  thus  inducing 
a period  of  sedation  and  partial  sleep  in 
order  to  avoid  discomfort  and  restlessness 
as  circulation  returns  to  the  periph- 
ery. 

It  is  remarkable  to  note  that  sedation 
is  less  and  less  required  as  the  tempera- 
ture is  maintained  at  lower  levels.  Once 
the  induction  has  been  obtained  and  the 
desired  temperature  of  88  to  90  F.  has 
been  established,  the  patient  goes  along 
in  a semisleep  with  little  sedation  re- 
quired and  can  be  easily  aroused  but 
quickly  drifts  back  into  a somnolent  stage. 
As  yet  we  have  been  unable  to  answer  the 
questions  relative  to  many  of  the  points  of 
interest  in  physiology,  although  we  have 
scattered  observations  regarding  blood 
counts,  urea,  urinary  findings,  and  certain 
blood  chemistry  determinations. 

One  of  the  most  constant  and  gratifying 
results  of  generalized  refrigeration  is  the 
relief  of  pain  enjoyed  by  the  patient  after 
return  to  normal  body  temperatures. 
Where  deep  metastatic  involvement  has 
required  large  doses  of  narcotics,  with- 
drawal of  all  sedation  has  been  possible 
and  spontaneous  relief  of  pain  has  oc- 


curred for  periods  of  two  days  up  to  five 
months. 

The  object  of  our  observations,  how- 
ever, has  been  to  maintain  as  constantly 
as  possible  a rectal  temperature  of  around 
88  to  90  F.  to  determine  whether  or  not 
the  entire  body  can  survive  at  the  tem- 
perature level  of  the  arms  and  legs.  It 
was  found  that  disturbing  factors  con- 
cerned with  taking  blood  counts  or  ob- 
taining blood  chemistry  or  any  measures 
that  might  disturb  or  produce  painful  re- 
action in  the  patient  caused  a period  of 
semiwakefulness  followed  by  restlessness, 
which  made  it  difficult  to  maintain  the 
rectal  temperature  at  the  constant  level 
that  these  observations  required. 

It  must  be  recalled  that  the  objective 
has  been  to  maintain  the  entire  body  at  a 
temperature  between  88  and  90  F.  to  test 
the  theory  that  the  infrequency  of  metas- 
tases  below  the  elbows  and  knees  may  in 
part  be  due  to  the  reduced  temperature  of 
the  extremities  below  the  elbows  and  the 
knees.  We  believe  90  F.  to  be  the  upper 
boundary  of  “critical  temperature”  where 
biopsy  studies  have  shown  absence  of 
mitoses  in  areas  of  carcinoma.  We  have 
sought  to  establish  an  upper  level  of 
safety  for  generalized  refrigeration  as  well 
as  the  effect  of  subcritical  reduced  tem- 
peratures on  undifferentiated  cell  growth, 
realizing  that  the  temperature  field  lying 
below  80  and  above  40  F.  gives  more  rapid 
and  more  profound  regressive  effects. 
The  longest  period  of  refrigeration  in  the 
human  being,  in  our  experience,  has  been 
eight  days,  at  a temperature  of  88  to  90  F. 
(rectal).  The  lowest  rectal  temperature 
reached  has  been  74  F. 

In  this  instance  a hopeless  and  emaci- 
ated patient  was  maintained  at  this  level 
in  the  hopes  of  establishing  more  profound 
effects  upon  widespread  metastatic  car- 
cinoma involving  the  abdominal  struc- 
tures and  primary  in  the  colon.  Death 
occurred  at  a level  of  74  F.  (rectal)  after 
four  hours  of  this  temperature  induction. 
This  and  one  other  instance  of  death  dur- 
ing refrigeration  marked  the  only  fatal 
experiences  encountered  during  the  actual 
state  of  refrigeration.  It  must  be  re- 
called that  only  hopeless  and  terminal 
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cases  of  carcinoma  have  been  permitted 
to  be  observed  under  these  conditions, 
but  what  individuals  in  a fair  degree  of 
health  might  adjust  themselves  to  is  still 
unknown.  We  have  observed  death  fol- 
lowing the  return  to  normal  temperature 
levels  after  refrigeration  and  within  a 
period  of  twenty-four  hours  of  the  re- 
frigeration. In  3 instances  cerebral  edema 
was  considered  the  cause  of  death,  as  the 
patients  did  not  return  to  conscious  levels, 
as  is  usually  the  case,  within  a period  of 
four  to  six  hours.  In  other  instances  an 
immediate  cardiac  failure  ensued  eight 
to  twenty-four  hours  after  the  return  to 
normal  body  temperature,  and  autopsy 
revealed  marked  myocardial  degenera- 
tion as  the  cause  of  death.  It  has  been 
suggested  by  my  associate,  Dr.  Mc- 
Cravey,  and  it  is  a reasonable  supposition, 
that  in  patients  where  myocardial  damage 
has  already  occurred,  the  load  of  returning 
circulation  to  the  periphery,  following  re- 
covery from  refrigeration,  is  probably  be- 
yond the  capacity  of  the  heart  to  adjust 
itself  to  and  may  account  for  these  sudden 
cardiac  failures. 

The  biopsy  and  autopsy  studies  made 
from  patients  subjected  to  general  re- 
frigeration at  88  to  90  F.  (rectal)  have 
shown  some  degenerative  changes  ac- 
cording to  Dr.  L.  W.  Smith,  although  at 
this  borderline  subcritical  zone  of  tem- 
perature, the  manifestations  are  not  so 
striking  or  so  rapid  as  those  in  tissues  sub- 


jected to  the  level  of  40  to  50  F.  Local 
tissue  refrigeration  (40  to  50  F.)  produces 
remarkable  biologic  changes  in  undiffer- 
entiated cell  growth  as  noted  under  the 
microscope. 

Summary 

The  first  observations  in  general  re- 
frigeration in  the  human  being  (as  far  as 
is  known)  are  presented. 

Human  body  temperature  can  be  re- 
peatedly and  successfully  reduced  to 
around  80  F.  (rectal),  and  the  patient 
observed  for  many  hours  (up  to  eight 
days)  without  subsequent  abnormal 
effects. 

In  terminal  cases  of  generalized  car- 
cinomatosis, death  from  cerebral  edema 
and  cardiac  failure  was  noted  in  approxi- 
mately 15  per  cent  during  or  following 
generalized  refrigeration. 

Temporary  and  prolonged  periods  of 
relief  of  pain  were  noted  in  almost  every 
instance.  Withdrawal  of  narcotics  was 
therefore  possible. 

No  definite  regressive  changes  in  un- 
differentiated cell  growth  were  noted  in 
deep  metastatic  lesions  following  gen- 
eralized refrigeration.  Temporary  im- 
provement frequently  occurred. 
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NEW  YORK  CITY  DEATH  RATE  RISE  LAID  TO  WEATHER 


The  general  death  rate  for  New  York  City  in 
the  week  ending  Saturday,  August  31,  was  8.6 
per  thousand  of  population,  a jump  of  one-half 
point  from  the  rate  of  the  preceding  week,  accord- 
ing to  Registrar  of  Records  Thomas  J.  Duffield 
in  his  weekly  report  handed  September  4 to  Health 
Commissioner  John  L.  Rice.  “The  fact  that  this 
rate  was  in  excess  of  the  expected  value  for  the 
week  by  an  amount  beyond  the  limits  of  chance 
variation,”  says  the  report,  “suggests  that  the 
stormy  weather  may  have  been  a factor  in  this 
increased  mortality.  This  suggestion  is  further 
supported  by  increases  in  pneumonia  prevalence 
and  in  mortality  charged  to  this  disease. 

“Despite  the  increase  in  the  general  death 
rate,  the  infant  mortality  remained  at  a low  level. 


Only  54  infant  deaths  were  reported  during  the 
week — an  increase  of  1 over  the  number  of  such 
deaths  in  the  preceding  week — and  the  infant 
mortality  rate  was  26.8  per  thousand  live 
births. 

“One  death  from  whooping  cough  was  re- 
ported. With  the  exception  of  this  disease, 
which  showed  an  increase  of  1 case,  the  principal 
diseases  of  childhood  were  less  prevalent  than 
during  the  preceding  week.  Eleven  new  cases 
of  typhoid  fever  were  reported,  showing  no 
change  from  the  previous  week. 

“New  cases  of  pneumonia  numbered  137 — 
an  increase  of  47  over  the  number  reported  in  the 
previous  week — and  deaths  ascribed  to  this 
disease  showed  an  increase  of  12,  totaling  34.” 


No  examination  of  the  lungs  for  disease  can  which  may  remain  undetected  by  the  usual 
be  considered  complete  unless  it  includes  fluoro-  methods,  the  J.A.M.A.  for  July  13  states  in 
scopic  or  x-ray  examinations  to  reveal  conditions  an  editorial  on  tuberculosis. 


REFRIGERATION  IN  CANCER 

Pathologic  Observations  in  100  Advanced  Cases 

Lawrence  W.  Smith,  M.D.,  Philadelphia 

( From  the  Department  of  Pathology,  Temple  University  School  of  Medicine  and  the  Temple  University 

Hospital  Tumor  Clinic) 


With  the  completion  of  the  observa- 
tions upon  the  first  100  cases  of  hope- 
less, terminal  cancer  which  we  have  sub- 
jected to  reduced  temperatures  either 
locally  or-  generally,  it  has  seemed  worth 
while  to  attempt,  dispassionately  and 
critically,  an  analysis  of  the  data  that  have 
accumulated.  The  reader  will  perhaps 
recall  that  these  studies  began  a little 
more  than  three  years  ago  with  certain 
preliminary  observations  on  the  effect  of 
local  cooling  of  tumor  tissue.1  These 
initial  studies  were  followed  by  an  investi- 
gation of  the  broader  biologic  aspects  of 
the  problem  through  laboratory  experi- 
ments on  various  embryonal  cells,  particu- 
larly in  respect  to  the  effect  of  lowered 
temperatures  upon  the  growth  and  de- 
velopment of  chick  embryos.2  On  the 
basis  of  the  regressive  effects  observed  in 
such  embryonal  cells  and  of  the  establish- 
ment of  apparent  “critical”  levels  of  tem- 
perature at  which  these  changes  occurred, 
the  possibility  of  the  application  of  such 
“critical”  temperatures  to  metastatic 
tumors  through  the  reduction  of  general 
body  temperatures  was  only  a logical  step. 
The  preliminary  studies  in  this  second 
group  of  cases  was  reported  just  a year 
ago.3 

Since  that  time  the  work  has  been  con- 
tinued, every  effort  being  made  to  study 
the  effect  of  reduced  temperatures  upon 
as  wide  a variety  of  tumors  as  possible. 
In  view  of  the  wholly  experimental  nature 
of  these  studies,  it  has  remained  our  policy 
to  accept  only  hopeless  cases  who  have 
had  all  the  more  usual  orthodox  surgical 
or  irradiation  therapy  possible.  However, 
only  such  cases  as  had  been  given  a prog- 
nosis of  at  least  two  or  three  months  have 
been  admitted,  as  we  have  wished  to  have 


sufficient  time  elapse  for  the  full  develop- 
ment of  any  cell  changes.  Finally,  the 
cases  have  been  chosen  as  pain  problems, 
as  the  relief  of  pain  has  been  such  an  out- 
standing feature  in  all  instances.  The 
experimental  nature  of  these  studies  has 
been  thoroughly  understood  by  the  pa- 
tients, and  their  agreement  to  serial  biopsy 
and  autopsy  examination  has  been  ob- 
tained regularly. 

We  wish  to  emphasize  the  experimental 
nature  of  these  studies  and  to  reiterate 
the  fact  that  up  to  the  present  time  no 
cases  have  been  accepted  on  the  basis  of 
treatment  in  the  sense  of  expecting  a 
favorable  outcome,  but  only  from  the 
standpoint  of  relief  of  pain  and  for  the 
purpose  of  studying  the  effect  of  variation 
of  temperature  upon  cancer  cell  activity. 
It  has  been  our  hope  that  such  changes 
might  prove  sufficiently  significant  to 
warrant  recommending  the  use  of  such 
reduced  temperatures  as  an  adjunct  to 
present  methods  of  treatment.  This,  we 
believe,  has  been  fully  established  by 
these  studies. 

In  the  time  allotted  to  this  discussion  it 
is  obviously  impossible  to  more  than 
generalize  regarding  the  character  of  the 
changes  which  have  been  observed.  For 
convenience  in  carrying  out  this  discussion 
the  problem  resolves  itself  into  three 
major  parts,  in  the  first  place  there  are 
those  changes  observed  as  the  result  of 
local  refrigeration  of  tumor  tissue  at 
approximately  40  to  50  F.  In  the  second 
place,  there  are  the  changes  observed  in 
metastatic  tumor  in  patients  who  have 
been  subjected  to  generalized  reduced 
body  temperatures  ranging  from  75  to  90 
F.,  and  finally  there  are  those  occasional 
changes  that  have  been  observed  in  the 
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various  non-neoplastic  tissues  and  or- 
gans. 

Local  Refrigeration  Effects  on 
Cancerous  Tissues 

It  is  in  that  group  of  cases  where  the 
primary  tumor  is  relatively  readily  acces- 
sible and  where  local  refrigeration  can  be 
carried  out  at  temperatures  of  40  to  50 
F.  that  the  most  striking  regressive 
changes  occur.  Our  observations  have 
now  been  extended  to  include  a wide 
variety  of  such  tumors.  Among  these 
may  be  cited  cancer  of  the  breast,  uterus, 
vulva,  rectum,  prostate,  bladder,  oral 
cavity,  various  peripheral  lymph  node 
lesions,  thyroid,  tumors  of  the  brain,  and 
even  instances  of  bone  tumor.  It  seems 
fair  to  state  that  in  every  instance  in 
which  it  has  been  possible  to  mechanically 
apply  apparatus  to  such  lesions  so  that  the 
delivered  temperature  would  fall  in  the 
desired  range  of  40  to  50  F.  no  case 
has  been  observed  in  which  striking  re- 
gression of  the  tumor  mass  has  not  oc- 
curred. This  is  accompanied  by  typical 
regressive  cell  changes  going  on  to  com- 
plete necrosis  and  in  several  instances  to 
actual  disappearance  of  the  tumor  cells 
as  observed  histologically  in  serial  biop- 
sies. Further  confirmation  of  this  is 
found  in  certain  such  cases  dying  subse- 
quently of  metastatic  involvement  but  in 
whom  no  tumor  tissue  is  found  locally  at 
autopsy.  The  effectiveness  of  the  method 
seems  to  us  unquestionable.  Its  limita- 
tions are  largely  those  relating  to  technical 
difficulties  in  satisfactorily  maintaining 
the  optimal  temperature  level  in  the  entire 
area  desired.  The  penetration  depth  of 
such  temperatures  is  relatively  slight,  and 
our  more  recent  studies  in  this  respect 
have  led  to  a continuous  modification  of 
the  procedures  in  an  effort  to  secure  the 
desired  temperature  level  in  the  deeper 
parts  of  the  tumor.  In  general,  we  have 
attempted  to  avoid  confusing  the  issue 
by  supplementing  such  cold  applications 
by  the  use  of  x-ray  or  other  methods  of 
treatment.  In  the  majority  of  cases  such 
supplementary  irradiation  therapy  has 
been  impossible  because  the  patients  al- 
ready had  received  the  maximum  amount 


which  they  could  tolerate.  In  the  few 
nonirradiated  cases  the  disease  has  been 
so  widespread  with  the  existence  of  dis- 
tant metastases  that  it  was  felt  the  out- 
come would  not  be  materially  affected 
by  such  supplementary  irradiation  or 
surgery.  We  are  inclined  to  feel,  as  a 
result  of  these  experimental  observations, 
that  a combination  of  such  local  refrigera- 
tion with  x-ray  might  well  prove  to  be  a 
theoretically  more  effective  attack  and 
hope  to  be  able  to  present  observations  in 
such  a group. at  a subsequent  date. 

The  limitations  of  any  physical  pro- 
cedure are  so  apparent  that  they  require 
no  elaboration.  That  localized  refrigera- 
tion is  an  effective  weapon  in  causing  de- 
generation and  necrosis  of  embryonal 
cells  we  believe  must  be  recognized  as  an 
established  fact  as  it  is  seen  so  regularly. 
The  interpretation  of  the  mechanism  in- 
volved in  the  production  of  such  regressive 
phenomena  is  something,  however,  which 
will  require  a very  considerable  amount  of 
experimental  investigation  to  establish  by 
firm  biophysical  laws.  It  is  our  impression 
that  embryonal  cells  which  are  maintained 
at  these  low  temperatures  are  affected 
through  interference  with  their  normal 
metabolism.  Whether  this  is  purely  a 
question  of  cellular  anoxia  may  be  de- 
batable. In  the  last  analysis,  however,  it 
would  seem  that  such  anoxia  must  exist. 
It  does  not  seem  unreasonable  to  suppose 
that  this  anoxia  may  be  the  result  of  a 
number  of  factors  among  which  a reduc- 
tion of  the  blood  supply  and  very  prob- 
ably actual  congelation  of  the  cytoplasmic 
lipoproteins  should  be  considered.  This 
is  a quite  different  situation  than  the 
actual  preservation  of  cells  through  freez- 
ing. Tissue  culture  experiments  continue 
to  bear  out  the  truth  of  this  theoretical 
consideration.  Such  tumor  cell  cultures 
can  be  maintained  for  long  periods  of 
time  when  actually  frozen,  whereas  they 
are  apt  to  lose  their  viability  within  a few 
days  when  subjected  to  these  critical 
temperature  levels. 

On  the  basis  of  these  explanatory  com- 
ments it  becomes  apparent  that  those 
tumors  to  which  accurate  application  of 
40  to  50  F.  temperatures  can  be  obtained 
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will  show  the  more  rapid  and  striking  re- 
gression. As  examples  in  this  group  might 
be  cited  particularly  5 cases  of  bladder 
cancer  which  are  being  reported  separately 
by  our  associate,  Dr.  Augustus  McCravey 
in  the  Genitourinary  section  of  this 
meeting.*  By  marsupializing  and  ex- 
teriorizing the  bladder  cavity,  local  metal 
applicators  can  readily  be  designed  that 
will  fit  the  lesion  and  bladder  cavity.  In 
every  case  thus  far  in  which  this  procedure 
has  been  carried  out,  the  local  bladder 
tumor  has  been  reduced  in  size  and  almost 
completely  destroyed  within  a period  of 
six  to  twelve  weeks.  The  deeper  exten- 
sion of  such  tumors  where  it  has  not  been 
possible  to  maintain  accurately  the  de- 
sired temperature  has  shown  regressive 
changes,  but  some  tumor  tissue  has  been 
found  to  persist.  In  such  cases  it  may  be 
advisable  to  prepare  the  patient  for  treat- 
ment by  preliminary  nephrostomy  or 
transplantation  of  one  or  both  ureters, 
depending  upon  the  location  of  the  neo- 
plastic process  in  respect  to  the  ureteral 
orifices,  to  avoid  the  major  complication  of 
such  bladder  tumors;  namely,  renal  in- 
fection. In  all  of  these  cases  the  patient’s 
life  has  been  prolonged  far  beyond  the 
expectancy.  Three  of  them  are  still 
living  and  recent  biopsies  from  2 of  these 
patients  show  no  viable  tumor  cells  in 
tissue  which  appears  to  be  representative 
of  the  lesion  at  this  time. 

In  summary,  it  may  be  said  that  we 
feel  that  the  local  refrigeration  of  tumor 
tissue  is  an  extremely  valuable  adjunct 
to  the  present  methods  of  treatment, 
particularly  in  those  cases  where  the  tu- 
mor is  inoperable.  One  may  regularly  ex- 
pect regression  in  the  size  of  the  tumor 
mass  accompanied  by  degeneration  of  the 
tumor  cells  to  the  point  of  actual  necrosis 
and  even  disappearance  of  the  tumor  on 
occasion.  If  such  treatment  could  be 
combined  with  irradiation,  it  is  perhaps  not 
too  much  to  hope  that  our  five-year- 
figures  in  such  cases  will  show  an  improve- 
ment. It  must  also  be  taken  into  con- 
sideration that  wholly  aside  from  the 
actual  tissue  changes  which  have  been  de- 

*  Dr.  McCravey’s  paper  will  appear  in  the  October  1 
issue. — Editor. 


scribed  the  procedure  has  earned  a posi- 
tion in  our  therapeutic  armamentarium 
for  its  relief  of  pain  if  for  no  other  reason, 
as  Arnott,4  Cooke,5  and  others  reported 
nearly  one  hundred  years  ago. 

The  Effect  of  Generalized  Refrigeration 
on  Metastatic  Tumor  Tissues 

The  interest  that  has  been  aroused  in 
the  medical  profession  in  the  generalized 
refrigeration  of  patients  at  temperatures 
ranging  from  75  to  90  F.  hinges  very 
largely  upon  the  possible  effects  of  such 
reduced  temperatures  upon  distant  meta- 
static tumor  tissue.  It  was  our  thought 
originally,  based  upon  the  experimental 
laboratory  evidence  of  Huggins  and 
Noonan6  as  well  as  our  own  studies  on 
chick  embryos,  that  if  generalized  body 
temperatures  could  be  maintained  below 
the  levels  which  had  been  found  critical 
for  such  embryonic  cell  growth,  regressive 
cell  changes  in  metastatic  tumor  tissue 
might  occur.  Like  many  theories  that 
appear  logical  on  abstract  considera- 
tion but  when  put  into  actual  practice 
prove  somewhat  disappointing,  so  it  is  in 
this  case,  insofar  as  the  effect  of  such 
temperature  levels  are  concerned  in  the 
complete  destruction  of  metastatic  cancer 
foci.  However,  the  method  has  proved  of 
such  extraordinary  importance  as  it  re- 
lates to  previously  unconquerable  pain 
problems  and  to  a host  of  other  patho- 
logic conditions  that  its  limitations  as  a 
possible  therapeutic  agent  curatively  in 
advanced  cancer  are  only  relatively  dis- 
appointing. 

In  reviewing  the  histopathologic 
changes  which  are  observed  in  the  meta- 
static tumor  tissues  in  those  patients 
who  have  been  subjected  to  generalized 
reduction  of  their  body  temperature, 
we  should  perhaps  divide  them  into  two 
major  groups:  first,  the  earlier  cases  in 
the  series  in  which  the  temperature  was 
usually  maintained  somewhere  between 
87  and  90  F.,  and  the  second  group  con- 
sisting of  the  more  recent  cases  in  which 
the  temperature  levels  have  averaged 
from  78  to  82  F.  Likewise,  to  get  an 
adequate  picture  of  these  various  patho- 
logic features  the  material  should  be 
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further  divided  on  the  basis  of  the  amount 
of  time  during  which  these  temperatures 
were  maintained.  They  further  should 
be  considered  on  the  basis  of  the  type 
of  tumor  involved  in  each  instance.  To 
obtain  an  adequate  volume  of  material 
on  which  to  base  such  a statistical  study 
is  obviously  going  to  be  a matter  of  time 
and,  therefore,  we  are  only  able  to  general- 
ize broadly  and  give  our  impressions 
rather  than  formulate  any  final  opinion. 

The  obviously  outstanding  defect  in 
the  analysis  of  such  material  lies  in  the 
relative  lack  of  control  biopsy  tissue. 
Only  in  such  cases  where  peripheral 
lymph  node  involvement  was  present  or 
in  rare  instances  where  biopsy  of  deep 
metastasis  was  more  or  less  accidentally 
and  incidentally  obtained  do  we  have 
any  base  line  for  the  individual  cases. 
In  some  few  instances  we  do  have  serial 
x-ray  studies  of  skeletal  lesions,  and  in 
some  of  these  we  have  noted  healing 
with  bone  replacement.  In  others  there 
has  been  apparently  no  progression  of 
the  metastatic  process  while  in  a few 
there  has  been  no  apparent  interruption 
in  the  rate  of  growth  of  the  skeletal 
metastases.  Arguing  by  analogy,  this 
probably  holds  true  in  the  soft  tissue  and 
visceral  metastases.  It  is  our  hope,  in 
course  of  time,  to  be  able  to  establish 
individual  critical  temperature  levels  for 
the  many  cell  types  of  tumor  so  that 
when  possible  we  may  the  more  intelli- 
gently apply  such  temperature  levels  to 
specific  cases. 

In  general,  it  may  be  said  that  only 
rarely  are  changes  found  in  metastatic 
tumor  cells  subjected  to  temperatures 
ranging  from  75  to  90  F.  until  a period 
of  at  least  ninety-six  to  one  hundred 
and  twenty  hours  has  been  utilized. 
Not  infrequently  a period  of  at  least 
three  hundred  hours  is  necessary,  and  in 
some  cases,  particularly  where  a good  deal 
of  differentiation  of  the  tumor  cells 
exists,  no  appreciable  alteration  in  the 
appearance  of  the  tumor  cells  can  be 
demonstrated,  even  after  such  an  interval. 
However,  it  is  our  impression  that  the 
regressive  phenomena  that  are  demon- 
strable in  most  of  the  cases  are  similar 


in  character  to  those  observed  in  the 
tumors  subjected  to  local  refrigeration  in 
the  lower  temperature  range  of  40  to 
50  F.  They  vary  only  in  degree.  These 
changes  may  be  described  as  of  the  usual 
regressive  type.  The  first  thing  which 
can  be  noted  is  a marked  variation  in 
staining  qualities  of  the  tumor  cells  as 
compared  with  the  normal  tissues.  At 
first  we  were  of  the  opinion  that  this  was 
a technical  artefact,  but  long  experience 
has  established,  to  our  own  satisfaction 
at  least,  that  this  represents  an  actual 
change  in  the  physical  properties  of  the 
cells.  Following  these  minor  changes, 
which  undoubtedly  can  be  overlooked  as 
being  of  any  significance  so  far  as  the 
viability  of  the  tumor  cells  is  concerned, 
further  hydropic  and  granular  changes 
of  the  cytoplasm  of  the  cells  take  place. 
Later  karyorrhectic  or  karyolytic  nuclear 
changes  comparable  to  those  noted  with 
x-ray  therapy  occur.  These  regressive 
changes  may  go  on  to  complete  break- 
down of  the  tumor  tissue.  Indeed,  in 
certain  instances  of  tumors  of  the  gastro- 
intestinal tract  the  regressive  changes 
have  been  so  extensive  that  the  tumor 
has  sloughed  out  of  the  wall  of  the  in- 
volved area  and  leads  to  a secondary  peri- 
tonitis. Lymph  nodes  have  been  ob- 
served to  undergo  marked  diminution  in 
size  with  what  appeared  to  be  almost 
liquefaction  necrosis.  This  has  been 
particularly  observed  both  in  acute  leu- 
kemia and  in  lymphosarcoma.  It  is  our 
impression  that  these  regressive  phe- 
nomena are  much  more  extensive  and 
regularly  encountered  than  those  found 
in  comparable  metastatic  tumors  which 
have  not  been  observed  under  generalized 
refrigeration.  This  is  an  extremely  diffi- 
cult point  to  decide  and  its  further  study 
and  evaluation  are  most  important. 

Unlike  these  morphologic  cell  changes, 
which  may  be  open  to  the  criticism  of 
individual  and  prejudicial  interpretation, 
no  such  controversy  can  exist  regarding 
the  gross  regression  observed  in  many 
cases.  What  causes  such  reduction  in 
size  of  the  metastatic  tumor  masses  is 
extremely  difficult  to  understand  or 
explain.  We  can  perhaps  assume  that 
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there  is  a diminished  blood  supply  to  the 
lesion  and  that  a certain  amount  of  the 
regression  in  size  is  the  result  of  relative 
avascularization.  However,  this  certainly 
does  not  account  for  the  entire  diminution 
in  size  which  we  have  seen  in  many  cases. 
Nor  does  it  explain  the  striking  clinical 
improvement  which  commonly  accom- 
panies such  a picture.  For  example,  a 
case  of  carcinoma  of  the  breast,  admitted 
with  widespread  skeletal  involvement 
and  with  intracerebral  metastasis  showing 
choked  disks  and  left  facial  paralysis 
is  entirely  free  of  pain,  shows  only  a 
slight  residual  weakness  of  the  facial 
muscles,  and  the  eyesight  is  normal ; 
or  another  instance  of  a physician  with 
a huge,  fixed,  colloid  carcinoma  of  the 
colon  that  became  reduced  in  size  by 
nearly  50  per  cent  and  became  freely 
movable.  Similar  instances  could  be 
repeated  almost  monotonously. 

Thus,  summing  up  the  effects  of  the 
reduction  of  body  temperature  generally 
insofar  as  metastatic  tumor  tissue  is 
affected,  we  can  say  that  in  the  majority 
of  cases  not  only  is  there  relief  of  pain 
but  there  is  reduction  in  the  size  of  the 
tumor  metastases,  which  is  accompanied 
by  clinical  improvement  of  at  least 
a temporary  nature.  Microscopically, 
regressive  cell  changes  are  observed  in 
most  of  the  lesions.  In  no  case  have 
we  evidence  that  the  metastatic  tumor 
tissue  is  completely  destroyed,  but  the 
amount  of  necrosis  and  degeneration  is 
distinctly  more  than  in  comparable  cases 
not  subjected  to  refrigeration.  It  is  our 
firm  conviction  that  the  lives  of  the 
majority  of  our  cases  have  been  prolonged 
by  this  procedure.  We  have  no  evidence 
either  from  the  laboratory,  or  clinically, 
to  suggest  that  the  rate  of  growth  of  such 
metastatic  tumor  tissue  is  ever  ac- 
celerated. So  long  as  the  temperature 
is  reduced  there  is  unquestionable  re- 
tardation of  growth,  the  effect  of  which 
often  persists  for  many  weeks  or  months. 
It  is  our  present  impression  that  the  sharp 
reduction  of  body  temperature  to  around 
80  F.  dor  a period  of  forty-eight  to  ninety- 
six  hours,  such  periods  being  repeated  at 
intervals  of  about  a week  to  ten  days,  is 


more  effective  clinically  in  the  relief  of 
pain  and  the  persistence  of  such  relief 
and  in  the  general  well-being  of  the  pa- 
tient than  for  longer  periods  of  time  with 
the  temperature  maintained  around  89 
to  90  F.  Thus  far,  however,  the  patho- 
logic material  that  we  have  studied  from 
the  two  groups  apparently  does  not  show 
any  appreciable  difference,  the  regressive 
phenomena  depending  more  upon  the 
total  actual  temperature  reduction  at- 
tained. However,  not  enough  material 
is  available  as  yet  to  determine  this 
particular  point. 

Effects  of  General  Refrigeration  upon 
Nonneoplastic  Tissues 

A complete  discussion  of  the  various 
pathologic  lesions  that  have  been  found 
at  autopsy  in  this  series  of  100  cases  of 
cancer  observed  under  either  local  or 
general  reduced  temperatures,  or  a com- 
bination of  the  two,  cannot  adequately 
be  presented  in  a brief  paper  of  this 
character.  Accordingly,  only  a few  very 
broad  generalities  can  be  made  and  the 
further  discussion  left  for  a subsequent 
time.  By  and  large,  it  may  be  said 
that  only  rarely  are  significant  morpho- 
logic cell  changes  observed  in  normal 
tissues  even  when  subjected  to  prolonged 
local  refrigeration  for  as  much  as  five 
and  one-half  months.  Under  general 
refrigeration  such  changes  as  do  occur 
might  better  be  interpreted  as  being  of 
a pathologic-physiologic  nature  rather 
than  primarily  the  result  of  anatomic 
cell  alteration.  A preliminary  report  of 
the  clinicopathologic  data  already  has 
been  presented,7  which  emphasizes  the 
functional  changes  observed  in  patients 
undergoing  generalized  refrigeration. 
These  might  more  properly  be  considered 
as  potential  clinical  complications  rather 
than  as  strict  histologic  lesions  and 
relate  more  to  organs  and  organ  systems 
than  to  the  component  cell  structure. 

Among  such  complications  there  have 
occurred  5 instances  in  which  rather 
severe  myocardial  degeneration  has  been 
found  at  autopsy  which  has  seemed  to 
be  of  a sufficient  degree  to  be  a probable 
factor  in  the  patient’s  death.  Three  of 
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these  were  associated  with  rather  ex- 
tensive coronary  disease  as  well,  but  in 
the  other  2 cases  no  such  vascular  com- 
plications were  observed. 

In  3 cases  the  existence  of  a pancreatitis 
has  been  noted.  In  1 of  these  it  seems 
to  be  possibly  of  some  clinical  importance. 
All  3 of  these  cases  happened  to  occur 
in  patients  who  might  almost  be  termed 
narcotic  addicts.  In  view  of  the  recog- 
nized incidence  of  such  pancreatic  pa- 
thology as  a complication  of  narcotism 
occasionally,  the  relationship  of  refrigera- 
tion does  not  seem  to  assume  any  major 
significance. 

In  4 cases  a rather  sudden  and  per- 
sistent fall  in  blood  pressure  which  con- 
tinued up  to  the  death  of  the  patients 
some  twenty-four  to  forty-eight  hours 
later  was  explained  in  3 instances  by 
extensive  bilateral  adrenal  metastatic 
involvement.  In  the  fourth  case  no 
adequate  explanation  was  found  either 
in  the  adrenals,  or  in  the  heart,  or  in  the 
central  nervous  system. 

So  far  as  lung  pathology  is  concerned 
the  question  which  is  most  often  raised 
is  in  respect  to  the  occurrence  of  pneu- 
monia in  these  patients  subjected  to  such 
reduced  body  temperatures.  Any  answer 
to  this  problem  must  be  qualified.  It 
is  our  impression  that  during  generalized 
refrigeration  there  is  very  little  likelihood 
of  pneumonia  developing  except  in  such 
cases  as  already  have  pulmonary  pathol- 
ogy either  as  metastatic  lesions  or  some 
associated  chronic  infectious  process. 
As  a terminal  event  which  bears  little  or 
no  relationship  to  refrigeration  the  inci- 
dence of  such  infection  seems  to  be  about 
comparable  to  that  observed  in  a similar 
group  of  cases  who  have  been  treated 
by  other  measures.  There  is  a small 
group  of  cases  in  which  bronchopneumonia 
of  varying  intensity  has  been  observed 
to  develop  sometime  during  the  forty- 
eight-hour  post  refrigeration  period. 
These  have  been  chiefly  in  cases  asso- 
ciated with  metastatic  lung  lesions  or 
with  the  development  of  an  aspiration 
pneumonia  from  some  lesion  of  the 
nasopharynx  or  upper  respiratory  tract. 
It  is  our  feeling  at  the  present  time  that 


such  postrefrigeration  pneumonias  must 
be  considered  as  adding  slightly  to  the 
risk,  but  in  view  of  the  serious  nature  of 
the  disease  and  the  amazing  clinical 
improvement  associated  usually  with 
almost  complete  relief  of  pain,  such  a 
slight  risk  is  fully  justified.  The  routine 
prophylactic  use  of  sulfanilamide  or  one 
of  its  derivatives  preceding  induction  of 
these  low  temperatures  and  administered 
during  the  period  of  the  return  of  tem- 
perature to  normal  would  seem  to  be  a 
measure  that  should  reduce  this  pos- 
sible risk  to  an  almost  negligible  fig- 
ure. 

Summary 

A review  of  the  pathologic  findings 
observed  in  a series  of  100  cases  of  human 
cancer  subjected  to  reduced  tempera- 
tures either  locally,  generally,  or  in 
combination,  is  presented.  In  accessi- 
ble tumors  where  local  temperatures  of 
40  to  50  F.  can  be  maintained,  there  is 
observed  a regular  regression  in  the  size 
of  the  tumor  mass.  Histologically  such 
tumor  tissue  shows  degenerative  changes 
going  on  to  complete  necrosis  and  the 
local  disappearance  of  the  tumor  on 
occasion. 

The  effect  of  generalized  reduction  of 
body  temperature  upon  distant  tumor 
metastasis  is  variable.  In  the  majority 
of  cases  regression  in  size  of  such  tumor 
masses  is  observed  grossly.  Microscopi- 
cally, changes  similar  to  those  observed 
in  the  local  refrigeration  are  frequently 
found  but  vary  greatly  in  extent  and 
rarely  show  extensive  necrotic  changes. 
Such  changes  are  rarely  observed  until 
after  one  hundred  and  twenty  or  more 
hours  of  generalized  refrigeration  have 
been  given. 

In  general,  no  significant  cell  changes 
are  observed  in  the  nonneoplastic  tissues 
of  individuals  subjected  to  generalized 
reduced  body  temperatures.  However, 
certain  physiologic  functional  disturb- 
ances of  a systemic  character  have  been 
observed.  Their  possible  relationship  to 
generalized  refrigeration  can  be  dis- 
cussed, but  no  definite  conclusions  can 
be  drawn. 
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SENATOR  TAFT  ON  THE  PERILS  OF  MEDICAL  MEDDLING 


Senator  Robert  A.  Taft,  of  Ohio,  gave  some 
home  thrusts  at  governmental  meddling  in 
medical  matters  in  an  address  before  the  Ohio 
State  Medical  Association  at  Cincinnati  on  May 
16,  on  “Medical  Aid  for  the  Needy,"  among 
other  things  he  said: 

“The  medical  profession  in  the  last  hundred 
years,  increasingly  in  the  last  generation,  has 
worked  miracles.  Preventive  medicine  has 
checked  and  destroyed  epidemics,  and  lengthened 
the  span  of  years.  Surgery  saves  thousands  of 
lives  annually.  The  lives  of  mothers  and  infants 
are  more  secure.  Now  we  are  concerned  that 
society  shall  be  able  to  share  these  boons  with 
all. 

“But  let’s  do  it  in  the  right  way.  Let’s  not 
do  it  at  the  cost  of  the  independence  of  the 
medical  profession,  which  has  given  so  unself- 
ishly of  its  time  and  talents.  Let’s  not  do  it 
in  a way  which  will  only  give  the  needy  the  kind 
of  treatment  a poor  citizen  gets  from  a govern- 
ment bureaucrat  in  Washington.  No  human 
suffering  should  go  unheeded.  But  let  us  see  to 
it  that  self-reliant  Americans  retain  their  free- 
dom to  cooperate  voluntarily  in  health  insurance 
plans  if  they  want  to,  and  their  liberty  of  choice 
in  the  matter  of  the  family  doctor.  We  want 
an  America  free  as  well  as  healthy.  There  is 
no  necessary  contradiction. 

“But  the  dangers  of  extending  free  medical  aid 
in  the  wrong  way  are  intensified  when  the  federal 
government  enters  the  field.  At  least  under  the 
present  administration,  there  is  not  the  slightest 
conception  of  the  necessity  for  economy.  They 
don’t  seem  to  realize  that  sooner  or  later  the 
whole  people,  rich  and  poor  alike,  have  to  pay 
for  what  they  spend.  What  is  the  validity  of  the 
argument  that  the  federal  government  can  afford 
to  pay  when  the  states  cannot,  so  long  as  the 
federal  government  is  four  billion  dollars  a year 
in  the  red  ? Why  complain  of  the  inadequacy  of 
state  tax  systems  when  no  one  has  the  nerve  to 
devise  a federal  tax  system  to  pay  the  federal  bill? 
Furthermore,  if  all  health  control  is  centered  in 
Washington,  the  whole  nation  may  be  suddenly 


subjected  to  experiments  proposed  by  any  group 
of  cranks  who  may  obtain  the  ear  of  the  execu- 
tive or  Congress.  Socialized  medicine  is  only 
one  of  the  changes  which  might  be  effected  over- 
night because  someone  knows  where  to  apply 
pressure  at  the  right  spot.  Even  greater  care 
is  necessary  in  extending  federal  aid  to  health 
than  in  the  case  of  local  and  state  government. 

“The  Wagner  Bill,  in  particular,  seems  to  me 
an  extraordinarily  dangerous  way  of  dealing  with 
the  whole  subject. 

“The  bill  is  typical  of  New  Deal  technique. 
Whenever  an  abuse  occurs  or  a need  arises  in 
any  field,  the  only  solution  which  the  New  Dealer 
offers  is  a complete  regulation  and  supervision 
of  every  detail  of  that  field  by  the  federal  gov- 
ernment. Bureaus  are  created  and  given  power 
to  issue  regulations  increasing  their  own  power. 
Instead  of  the  law  prohibiting  certain  definite 
actions  which  have  produced  bad  results  and 
giving  the  federal  bureau  power  to  enforce,  the 
law  gives  the  bureau  arbitrary  and  discretionary 
power  to  tell  the  industry  concerned  just  how  it 
must  run  every  detail  of  its  business. 

‘ ‘So  also  in  this  health  field.  Instead  of  picking 
out  a particular  problem  and  attempting  to  re- 
lieve that  problem  with  some  federal  financial 
assistance  and  a suggestion  to  the  states  as  to 
how  with  that  assistance  they  can  eliminate  a 
serious  evil,  the  Wagner  Health  Bill  proposes 
to  blanket  the  whole  field  with  an  expenditure 
of  275  million  dollars  a year,  increasing  gradu- 
ally to  800  million  dollars  a year.  It  encour- 
ages compulsory  health  insurance.  It  provides 
the  funds  with  which  the  state,  otherwise  un- 
able to  do  so,  may  socialize  the  entire  medical 
profession. 

“In  my  opinion,  each  step  taken  by  the  federal 
government  should  be  taken  with  care  and  to 
meet  a demonstrated  need.  There  should  be  an 
effort  first  to  encourage  the  states  to  develop 
sound  methods  of  medical  aid  to  the  needy,  and 
the  demand  for  federal  assistance  should  come 
from  the  states  instead  of  that  assistance  being 
forced  upon  them." 


UNVARNISHED  ADVICE  TO  THE  MEDICAL  GRADUATE 


A touch  of  sardonic  humor  marks  the  “Advice 
to  Graduates — Rather  Unvarnished,”  given  by 
the  Hahnemannian  Monthly.  Here  are  some  of 
precepts  proffered: 

Do  not  tell  a professional  mistake  on  yourself — 
someone  else  will  be  glad  to  do  this  for  you. 

Do  not  select  a specialty  because  you  admire 
some  one  of  your  professors  who  is  particularly 
good  at  it — you  may  not  be  so  good  yourself. 
Pick  your  specialty  according  to  your  own 
talents. 

Steer  clear  of  a doctor  who  glorifies  some  pro- 
fessional colleague’s  mistake — he  will  be  glad  to 
do  the  same  thing  for  you  at  any  time. 


Select  a nurse  with  a strong  back  rather  than  a 
strong  mind — you  are  supposed  to  do  the  think- 
ing. Quickness,  gentleness,  and  silence  are  indeed 
golden  here. 

If  you  pass  through  medical  school  unscathed 
by  cupid’s  dart  and  are  still  single,  marry  the 
local  banker’s  daughter  in  the  town  you  practice. 

If  you  feel  the  urge  to  celebrate,  do  it  out  of 
town  and  take  a train. 

Lastly  remember — after  all,  the  respect  of 
your  colleagues  is  your  greatest  satisfaction— 
any  doctor  can  be  thought  a tin  god  by  his 
patients  but  you  must  have  the  goods  to  get  by 
with  the  profession. 


SYPHILIS  IN  INDUSTRY 


Earl  D.  Osborne,  M.D.,  Herbert  L.  Traenkle,  M.D.,  and  Frank  A.  Dolce,  M.D., 
Buffalo,  New  York 

( From  the  Department  of  Dermatology  and  Syphilology,  University  of  Buffalo,  School  of  Medicine ) 


The  importance  of  syphilis  in  industry 
was  recognized  long  before  there  was 
any  thought  of  the  present  campaign 
against  syphilis.  Isolated  industries  were 
studied,  such  as  that  reported  by  Stokes 
and  Brehmer1  on  railroad  workers  in  1920. 
Recently,  Stokes,  Beerman,  and  Ingra- 
ham2 have  summarized  the  various  studies 
on  the  incidence  of  syphilis  in  industry 
from  1920  to  date.  With  one  exception, 
all  of  the  reports  on  the  incidence  of  the 
disease  in  industry  dealt  with  single  indus- 
trial groups  or  separate,  isolated  industrial 
companies.3’4*5  There  was  wide  varia- 
tion in  the  incidence  of  syphilis  depending 
upon  the  geographic  location,  nearness  of 
the  industry  to  a large  city,  the  type  of 
occupation,  and  the  particular  popula- 
tion group  involved.  Parran15  reported  a 
routine  blood  test  from  fifteen  separate 
companies,  which  showed  4.8  per  cent  to 
be  positive  among  110,675  employees  of 
these  industrial  companies.  When  the 
campaign  against  syphilis  was  instituted 
in  Buffalo  in  August,  1935,  it  was  at  once 
apparent  that  in  any  approach  to  the 
problem  of  syphilis  in  industry  in  a large 
industrial  city  the  determination  of  the 
incidence  of  the  disease  in  industry  gen- 
erally was  absolutely  essential.  With  this 
in  mind,  the  director  of  syphilis  control 
of  Buffalo  began  a survey  of  all  blood 
serologic  tests  performed  in  the  laboratory 
of  the  Department  of  Health  of  Buffalo 
from  the  various  industrial  concerns 
throughout  the  city. 

Table  1 concerns  the  data  obtained  in 
this  study.  During  the  first  two  and  one- 
half  years  of  the  survey,  January  1,  1935, 
to  July  1,  1937,  men  in  general  industry 
showed  6.7  per  cent  positive  tests  and 
women  5.9  per  cent,  or  a combined  per- 
centage of  6.6.  During  this  same  period 


there  were  6.1  per  cent  positive  tests  in 
food  handlers,  both  men  and  women,  and 
4.6  per  cent  positive  tests  among  patients 
seen  by  private  physicians.  During  the 
last  six  mo.nths  of  1937  and  the  entire 
year  of  1938,  2,500  additional  routine 
serologic  tests  were  performed  on  the 
bloods  of  industrial  employees.  Probably 
as  a result  of  the  intensive  campaign 
against  syphilis,  the  percentage  of  posi- 
tive tests  dropped  to  an  even  5 per  cent. 
If  the  tests  performed  on  Negroes*  are 
subtracted  from  these  figures,  the  final 
result  is  approximately  5 per  cent  posi- 
tive during  the  initial  period  of  1935, 
1936,  and  the  first  half  of  1937,  and  4 per 
cent  during  the  second  period.  In  1938 
the  number  of  early  or  new  cases  of 
syphilis  in  the  entire  city  dropped  to  ap- 
proximately one-third  of  the  number  re- 
ported in  1935. 

From  this  city-wide  survey  it  was  ap- 
parent that  in  a large  industrial  city  in 
the  North  the  incidence  of  syphilis  in 
industry  is  approximately  4 to  5 per  cent, 
the  variation  depending  to  a large  extent 
on  the  number  of  Negroes  included  in  the 
tabulation. 

The  kind  or  type  of  syphilis  to  be  ex- 
pected in  the  various  classifications  of  in- 
dustry is  a point  of  much  practical  im- 
portance. Generally  speaking,  an  in- 
dustry that  employs  a large  percentage  of 
individuals  in  the  age  group  from  18  to  30 
may  expect  a relatively  high  incidence  of 
early  syphilis.  An  organization  that  em- 
ploys a large  percentage  of  individuals  in 
the  age  group  from  30  to  40  may  expect 
relatively  few  cases  of  early  syphilis  and 
a high  preponderance  of  latent  syphilis 
and  early  cardiovascular  and  neurosyphi- 


* Incidence  of  syphilis  among  the  Negro  population  of 
Buffalo  is  18  to  20  per  cent. 


Read  at  the  Annual  Meeting  of  the  Medical  Society  of  State  of  New  York, 
New  York  City,  May  8, 1940 
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TABLE  1. — Routine  Wassermann  Examinations  op  Various  Population  Groups 


1935-1936-1937  (Jan.-June) 


Per- 

Percentage 

centage 

Positive 

Sex 

Total 

Positive 

Positive 

Combined 

General  industry 

Men 

14,061 

942 

6.7 

6.6  1 

Women 

965 

57 

5.9 

Food  handlers 

Men 

5,958 

371 

6.2 

6. 1 > 6.4%  positive  in  entire  group 

Women 

4,459 

268 

6.0 

l 

Private  patients 

Men 

1,547 

94 

5.7 

4.6  ) 

Women 

1,137 

36 

3.0 

During  1937  (July-December)  and  1938,  2,500  additional  routine  Wassermann  tests  in  industry  gave  5 per  cent  posi- 
tive results. 

Material  presented  in  this  chart  was  obtained  through  the  cooperation  of  Dr.  C.  A.  Sargent  and  his  successor,  Dr. 
Lopo  DeMello,  who  were,  respectively,  director  of  syphilis  control  of  the  city  of  Buffalo  and  clinical  consultant  in  the 
Division  of  Syphilis  Control  of  the  New  York  State  Board  of  Health. 


TABLE  2. — Analysis  of  4,006  Industrial  Workers  Admitted  to  Edward  J.  Meyer  Memorial  Hospital  (Buffalo 

City  Hospital) 


No.  and 


No.  and 

No.  and 

No.  and 

Percentage 

Percentage 

Percentage 

Percentage 

Percentage 

with  Cardio- 

Total 

No.  with 

with 

with  Early 

with  Latent 

with  Neuro- 

vascular 

Group 

Number 

Syphilis 

Syphilis 

Syphilis 

Syphilis 

syphilis 

Syphilis 

Laborers  (men) 

2,226 

375 

16.8 

25 

139 

66 

47 

6.9% 

37.1% 

17.6% 

12.5% 

Clerks 

397 

38 

9.5 

7 

12 

12 

4 

18.4% 

31.5% 

31.5% 

10.5% 

Skilled  workers 

596 

56 

9.3 

10 

25 

21 

4 

11.2% 

44.8% 

37.8% 

7.8% 

Railroad  workers 

76 

4 

5.2 

0 

3 

1 

0 

0 

75% 

25% 

0 

City  employees 

41 

5 

12.1 

0 

3 

2 

1 

0 

60% 

40% 

20% 

Domestics 

278 

60 

20.1 

10 

41 

2 

6 

17% 

68.6% 

4% 

6.5% 

Shop  workers  (women) 

31 

3 

9.6 

1 

2 

0 

0 

33.3% 

66.6% 

0 

0 

Barbers 

38 

9 

23.6 

2 

4 

3 

2 

22.2% 

44.4% 

33.3% 

22.2% 

Food  handlers 

323 

57 

17.6 

6 

28 

28 

5 

10% 

48.5% 

48.5% 

8.4% 

Total  for  light  workers 

1,780 

232 

13 

36 

118 

69 

22 

15.5% 

50% 

29.7% 

9.4% 

lis.  An  industry  with  many  employees  of 
long  duration  in  the  age  group  over  40 
may  expect  a high  incidence  of  late  car- 
diovascular and  neurosyphilis.  Expressed 
in  a different  way,  it  is  important  for  in- 
dustrial physicians  to  know  and  ap- 
preciate which  type  of  late  syphilis  may 
be  expected  to  affect  operating  efficiency 
and  to  present  the  greatest  hazard  from 
the  standpoint  of  injury  to  the  employee 
and  the  public. 

With  these  points  in  mind,  it  was  felt 
advantageous  to  conduct  a survey  of  a 
large  group  of  industrial  workers  ex- 
amined at  the  Edward  J.  Meyer  Memorial 
Hospital  (Buffalo  City  Hospital).  Four 
thousand  and  six  individuals  were  seen; 
all  were  given  a complete  physical  ex- 
amination, including  a spinal  fluid  test 
and  a special  study  of  the  cardiovascular 
system  when  indicated.  Table  2 shows 
the  results  of  this  study.  Inasmuch  as  the 
patients  of  this  hospital  are  mostly  un- 


employed or  in  the  lowest  income  group, 
it  was  felt  desirable  at  the  same  time  to 
make  a survey  of  a similar  group  of  in- 
dustrial workers  seen  in  private  practice 
who  also  had  syphilis  and  had  received  a 
thorough  physical  and  serologic  study. 
The  results  of  this  study  are  shown  in 
Table  3.  A combination  of  the  figures  in 
the  various  groups  presented  in  both 
tables  indicates  the  type  or  kind  of  syphi- 
lis present  in  1,037  patients  with  syphilis 
in  all  age  groups  of  the  industrial  popula- 
tion. We  would  like  to  emphasize  the 
following  points. 

1.  Out  of  399  workers  in  the  “heavy” 
industries,  with  syphilis,  less  than  7 per 
cent  presented  early  syphilis.  Among 
the  workers  in  the  “light”  industry  group, 
the  percentage  of  early  syphilis  was  23.8. 
Undoubtedly,  the  average  age  of  the 
workers  in  the  heavy  industries  was 
considerably  greater  than  that  of  workers 
in  the  light  industries.  However,  the 
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TABLE  3. — Analysis  of  430  Cases  of  Syphilis  in  Workers  Examined  in  Private  Practice 


No.  of  Cases 

No.  and 
Percentage  with 
Early  Syphilis 

Heavy  laborers 

24 

2 

Light  laborers 

50 

8.3% 

17 

Clerks 

109 

34% 

31 

Salesmen 

72 

28.4% 

20 

Skilled  crafts 

135 

27.7% 

38 

Railroad  operators 

15 

28.1% 

1 

Food  handlers 

20 

6.6% 

7 

Barbers 

5 

35% 

2 

40% 

Total  for  light  workers 

406 

116 

28.7% 

No.  and 


No.  and 

Percentage  with 

No.  and 

Percentage  with 

Cardiovascular 

Percentage  with 

Latent  Syphilis 

Syphilis 

Neurosyphilis 

7 

8 

8 

29.1% 

33.3% 

33.3% 

12 

3 

15 

24% 

6% 

30% 

33 

3 

33 

30.2% 

2.7% 

30.2% 

39 

2 

9 

58% 

2.7% 

12.5% 

28 

1 

49 

20.7% 

0.7% 

36.2% 

7 

0 

5 

46.6% 

0 

33.3% 

0 

3 

10 

0 

15% 

50% 

1 

0 

1 

20% 

0 

20% 

121 

10 

122 

29.8% 

2.9% 

30% 

TABLE  4. — Combined  Statistics  on  Cardiovascular 
and  Neurosyphilis  in  “Light”  and  "Heavy”  Workers 


Percentage 

Percentage 

No.  with 

with  Cardio- 

with 

Syphilis 

vascular 

Neuro- 

Syphilis 

syphilis 

“Light”  workers 

638 

5 

29.9 

“Heavy”  laborers 

399 

13.5 

18.5 

discrepancy  emphasizes  the  necessity  for 
periodic  examinations  and  serologic  tests 
on  the  workers  in  the  so-called  light  in- 
dustries. 

2.  In  the  heavy  industry  group  (Table 
4),  18.5  per  cent  showed  evidences  of 
neurosyphilis,  and  29.9  per  cent  of  the 
workers  in  the  light  industry  group  were 
found  to  have  neurosyphilis.  Clerks, 
skilled  workers,  and  railroad  employees 
with  asymptomatic  and  late  neurosyphilis 
can  account  for  a large  amount  of  lowered 
operating  efficiency,  direct  monetary 
losses,  and  accidents  involving  the  public, 
fellow  workers,  and  themselves. 

3.  In  the  heavy  industry  group  (Table 
4),  13.5  per  cent  showed  evidences  of 
cardiovascular  syphilis,  whereas  in  the 
light  industry  group,  where  physical  stress 
is  reduced  to  a minimum,  only  5 per  cent 
showed  evidences  of  cardiovascular  syphi- 
lis. This  observation  is  in  line  with  those 
of  Cochems  and  Kemp6  in  1937  from  an 
analysis  of  749  employed  persons  with 
syphilis.  Our  observations  on  patients 
developing  aneurysms  and  aortic  regurgi- 
tation as  a result  of  trauma  or  severe  exer- 
tion while  employed  in  heavy  industries 
indicate  that  each  such  case  costs  the 
industry  some  $5,000  to  $10,000.  The 
detection  of  syphilis  in  heavy  industries 


where  it  is  largely  neglected,  is,  therefore, 
of  definite  practical  economic  value  to  the 
industry  itself  as  well  as  to  the  employee. 

4.  One  group  requires  special  con- 
sideration— namely,  the  food  handlers. 
In  the  combined  groups,  77  food  handlers 
had  syphilis  and  13,  or  16.8  per  cent  of 
these  (1  out  of  6),  had  manifestations  of 
early  or  infectious  syphilis.  In  New  York 
State  we  have  had,  until  recently,  a 
special  food  handlers’  law  requiring  peri- 
odic Wassermann  tests  at  three-month  in- 
tervals. None  of  the  13  food  handlers 
with  infectious  lesions  of  syphilis  was  dis- 
covered because  of  the  necessity  for  such 
a test.  It  is  possible  that  some  of  these 
individuals  may  have  evaded  the  law.  If 
it  is  desirable  to  detect  early  infectious 
cases  of  syphilis  among  food  handlers 
more  than  it  is  among  other  groups  (and 
we  seriously  doubt  that  it  is),  a routine 
serologic  test  performed  every  three  to 
six  months  cannot  be  expected  to  pick 
up  more  than  25  to  50  per  cent  of  the  in- 
fectious cases  during  the  first  week  of 
their  existence.  If  compulsory  serologic 
tests  are  performed  on  food  handlers  with 
the  idea  of  protecting  the  public  from  in- 
fection through  intermediate  contact,  we 
believe  the  entire  plan  is  wasted  effort. 
We  have  never  seen  a case  of  syphilis 
transmitted  by  food  handlers,  or  for  that 
matter  by  clerks  or  barbers  meeting  the 
public,  through  intermediate  contact  with 
plates,  glasses,  cups,  vegetables,  fruits, 
etc.  The  greatest  danger  from  these  in- 
dividuals, as  Stokes,  et  al.,  emphasize,  is 
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the  transference  of  the  disease  to  other 
employees  and  to  patrons  of  the  establish- 
ment through  the  usual  method  of  sexual 
intercourse.  In  our  opinion,  it  would  be 
much  more  to  the  public’s  benefit  to  re- 
quire periodic  physical  and  serologic  ex- 
aminations of  employees  of  all  public 
transportation  companies  who  are  daily 
responsible  for  the  lives  of  millions  of  our 
citizens  which  in  turn  depend  upon  the 
proper  functioning  of  the  cardiovascular 
and  central  nervous  systems  of  those  em- 
ployees. 

Syphilis  and  Trauma 

Time  and  space  do  not  permit  us  to  en- 
ter into  a full  and  complete  discussion  of 
the  relationship  between  syphilis  and 
trauma.  Every  industrial  physician  and 
surgeon  should  read  and  reread  the  vari- 
ous splendid  contributions  on  this  subject 
by  Klauder7’9’10  and  Klauder  and  Solo- 
mon.8 Practically  every  important  scien- 
tific consideration  dealing  with  the  re- 
lationship between  syphilis  and  trauma 
has  been  covered  in  this  series  of  articles. 
Because  of  these  articles  and  the  rapidly 
expanding  knowledge  regarding  syphilis 
not  only  among  physicians  but  the  public, 
there  is  a constantly  decreasing  number  of 
patients  in  whom  the  influence  of  syphilis 
on  trauma  is  of  importance.  Neverthe- 
less, it  would  seem  well  at  this  point  to 
summarize  some  of  the  main  facts. 

1.  In  early  syphilis,  with  spirochetes 
in  the  blood  stream,  spirochetes  tend  to 
localize  in  inflamed  and  recently  scarred 
areas.  For  instance,  a patient  who  has 
a burn  and  contracts  syphilis  a few  months 
after  healing  has  taken  place  is  apt  to 
develop  lesions  of  early  syphilis  in  and 
around  the  area  of  scar  tissue  and  later 
to  develop  tertiary  lesions  in  the  same 
area.  Obviously,  this  is  not  a common 
occurrence  in  industry. 

2.  After  the  early  stage  of  dissemina- 
tion of  the  spirochetes,  the  organisms  re- 
main quiescent  in  most  of  our  organs  and 
tissues  until  such  time  as  the  normal 
evolutionary  period  brings  about  clinical 
symptoms  or  some  occurrence  such  as 
localized  trauma  disturbs  the  evolution- 


ary process  and  brings  about  an  immediate 
appearance  of  tertiary,  gummatous  le- 
sions. There  is  no  scientific  evidence  to 
prove  that,  in  an  individual  past  the  early 
stage  of  syphilis,  periodic  showers  of 
spirochetes  occur  in  the  blood  stream. 
The  only  possible  exception  is  during 
pregnancy.  When  an  individual  suffers  a 
fractured  femur  and  x-ray  examination 
shows  an  uncomplicated  fracture  and 
then  subsequently  this  fracture  fails  to 
heal  and  further  x-ray  examination  re- 
veals the  presence  of  an  osseous  syphilis 
at  the  point  of  fracture,  a quiescent  focus 
of  spirochetes  has  been  lighted  up  by  an 
injury  at  that  point.  There  are  hundreds 
of  such  examples  in  the  literature,12*13’14 
— the  development  of  interstitial  kerati- 
tis after  injury  to  the  cornea  and  the  de- 
velopment of  cutaneous  and  mucous 
membrane  gummas  at  the  site  of  previous 
injury  or  surgical  manipulation. 

3.  There  should  be  no  confusion  in  the 
distinction  between  the  slow  healing  of 
wounds  due  to  cutting  into  a pre-existing 
gumma  and  the  failure  to  heal  because  of 
the  development  of  a new  gumma  at  the 
site  of  injury.  In  the  pre-Wassermann 
era,  the  former  complication  occurred 
with  considerable  frequency,  but,  with 
modern  methods  of  examination  and  diag- 
nosis there  is  no  excuse  for  such  a blun- 
der. 

4.  When  the  central  nervous  system 
is  considered,  the  same  principles  apply. 
A direct  injury  to  the  brain  substance  may 
induce  the  localization  of  spirochetes,  pro- 
vided the  individual  is  in  the  early  stage 
of  syphilis  or  contracts  the  disease  during 
the  first  year  or  two  following  the  injury. 
However,  in  the  case  of  an  already  exist- 
ing neurosyphilis  the  same  principles  ap- 
ply as  in  the  case  of  direct  injury  or  surgi- 
cal intervention  in  an  already  existing 
gummatous  process.  The  injury  may  con- 
sist of  severe  direct  trauma  to  the  head, 
toxic  processes,  infectious  diseases,  or  gen- 
eral anesthesia.  There  is  an  aggravation 
of  an  already  existing  process,  and,  if  the 
individual  is  far  enough  along  in  the 
evolution  of  his  brain  syphilis,  frank 
paresis  is  apt  to  develop,  whereas  previous 
to  the  injury  he  may  have  had  a simple, 
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asymptomatic  neurosyphilis  or  a totally 
unrecognized  neurosyphilis. 

For  the  purposes  of  this  discussion  we 
have  recently  reviewed  our  cases  of  syphi- 
lis complicating  trauma.  These  cases  are 
listed  under  the  following  diagnoses:  (1) 
surgical  incision  in  pre-existing  periosteal 
gumma,  (2)  nodulo-ulcerative  tertiary 
syphilis  occurring  at  the  site  of  recent  in- 
jury, (3)  fracture  at  the  site  of  pre-existing 
osseous  gummas,  (4)  periosteal  gumma 
following  a blow  on  the  tibia,  (5)  osseous 
gummas  of  the  skull  following  a blow  on 
the  top  of  the  head  from  a timber,  (6)  in- 
terstitial keratitis  following  an  injury  to 
the  cornea  from  a foreign  body  in  con- 
genital syphilis,  (7)  interstitial  keratitis 
after  a burn  of  the  cornea  from  hot  sodder 
in  acquired  syphilis,  (8)  paresis  following 
a severe  head  injury,  (9)  paresis  following 
prolonged  surgical  anesthesia,  (10)  paresis 
following  high  temperature  from  strepto- 
coccic infection,  (11)  aortic  aneurysm  fol- 
lowing heavy  physical  exertion. 

In  analyzing  these  individual  cases,  the 
following  conclusions  were  at  once  ap- 
parent. 

1.  The  average  cost  of  each  case  to 
the  industry  was  exceedingly  high. 

2.  The  proper  syphilis  program  in 
each  industry  involved  would  have  pre- 
vented syphilis  from  being  a factor  in  any 
case. 

3.  No  cases  of  syphilis  complicating 
trauma  have  been  seen  by  us  in  plants 
having  an  adequate  syphilis  program. 

Suggestions  for  Syphilis  Program  in 
Industry 

We  are  in  complete  agreement  with  the 
general  principles  laid  down  by  Parran15 
and  with  the  editorial  comments  by 
Moore16*17  on  syphilis  and  unemployment. 
We  are,  in  general,  in  agreement  with  the 
suggestions  of  Sayres,18  except  that  we  be- 
lieve he  places  needless  emphasis  on  the 
transmission  of  syphilis  through  personal 
contact  with  food  handlers,  hotel  help, 
barbers,  beauty  parlor  workers,  pullman 
porters,  matrons,  nurses,  school  teachers, 
etc.  With  regard  to  Gehrmann’s  findings6 
in  dealing  with  the  treatment  of  syphilitic 
employees  in  the  widespread  du  Pont  in- 


terests, we  are  inclined  to  agree  with  his 
conclusions  made  at  the  time.  His  con- 
clusions are  a severe  indictment  of  the 
quality  and  cost  of  antisyphilitic  treat- 
ment received  at  the  hands  of  general 
practitioners.  There  is  no  excuse  for  such 
conditions  existing  today  in  the  ranks  of 
the  general  practitioners,  nor  is  there  any 
excuse  for  a lack  of  knowledge  of  syphilis 
on  the  part  of  industrial  physicians  and 
surgeons.  Bearing  these  problems  in 
mind  and  the  data  that  we  have  pre- 
sented, we  submit  the  following  sugges- 
tions regarding  a syphilis  program  in  in- 
dustry. 

For  the  executives : 

1.  Establish  routine  pre-employment 
physical  and  serologic  examinations 
and  periodic  re-examinations  of  all 
employees.  This  should  include  ex- 
ecutives, clerks,  and  skilled  workers, 
as  well  as  the  purely  physical  workers. 

2.  Sponsor  refresher  or  postgraduate 
courses  in  syphilology  for  members  of 
the  medical  staff  and  make  adequate 
consultation  and  supervisory  services 
available. 

3.  Become  acquainted  with  the  follow- 
ing scientific  facts : 

(a)  The  danger  of  transmission  of 
syphilis  in  industry  from  direct  or 
indirect  contact  (tools,  drinking 
cups,  door  knobs,  toilet  seats,  etc.) 
is  absolutely  minimal  and  the  fac- 
tor of  least  importance  in  the  con- 
trol of  syphilis  in  industry. 

(b)  The  positive  serologic  test  is  no 
criterion  of  infectiousness  and 
should  be  interpreted  only  by  a 
physician  on  the  basis  of  a com- 
plete physical  examination  and  de- 
termination of  type  or  kind  of 
syphilis  present. 

(c)  The  positive  serologic  test  or  its 
degree  of  positiveness  as  expressed 
in  plusses  (+  + +)  is  no  measure- 
ment of  the  stage  or  seriousness  of 
the  disease  or  effectiveness  of 
treatment. 

(d)  The  negative  serologic  test  with- 
out physical  examination  is  open 
to  the  same  criticism  as  is  the 
positive  test.  The  highly  infec- 
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tious  primary  lesion  (chancre) 
is  not  accompanied  by  a positive 
blood  test  during  the  first  four  to 
ten  days  of  its  existence,  and  an 
appreciable  percentage  of  indi- 
viduals (5  to  10  per  cent  depend- 
ing on  the  laboratory  technic)  with 
late  syphilis  have  negative  blood 
tests.  This  fact,  together  with  the 
necessity  for  discovering  newly  ac- 
quired infections  among  old  em- 
ployees, is  the  reason  for  periodic 
re-examin  at  ions. 

4.  Based  on  a knowledge  of  the  forego- 
ing facts,  an  enlightened  policy  to- 
ward prospective  and  old  employees 
should  include  the  following : 

(a)  Rejection  of  only  those  patients 
with  syphilis  who  show  evidence  of 
damaging  late  syphilis  or  early 
infectious  syphilis. 

(b)  Insistence  on  complete  physical 
examination,  including  spinal  fluid 
examination  for  all  employees 
found  to  have  syphilis. 

(c)  Insistence  on  adequate  modern 
treatment  with  supervision  by 
syphilologist  if  indicated  in  special 
cases. 

(d)  Transfer  of  employees  with  cardio- 
vascular and  neurosyphilis  to  posi- 
tions entailing  no  hazards  for 
themselves,  their  co-workers,  or 
the  public. 

(e)  Dismissal  of  only  those  syphilitic 
employees  refusing  to  cooperate. 
There  is  nothing  more  unjust  than 
the  blind  dismissal  of  an  employee 
because  of  a positive  Wassermann. 
With  cooperation  and  proper  treat- 
ment, the  industry  will  gain  a loyal 
employee  and  take  on  no  increased 
hazard. 

(f)  Maintenance  of  strict  confidential 
relationship  between  employee  and 
company  physician. 

(g)  Cooperation  with  local  health 
authorities  in  reporting  and  tracing 
the  shifting  or  migrating  worker 
with  syphilis. 

For  industrial  physicians  and  surgeons : 

1.  Become  conversant  with  published 
data  regarding  the  direct  and  indirect 


cost  of  syphilis  to  industry  in  general 
and  your  own  plant  in  particular. 
Use  this  knowledge  in  “selling”  your 
company  executives  on  a proper 
and  completely  modern  syphilis  pro- 
gram. 

2.  Improve  your  own  knowledge  about 
syphilis  with  postgraduate  courses 
and  secure  adequate  expert  advice 
and  guidance  from  a qualified  syphi- 
lologist. 

3.  Cooperate  with  the  local  public  health 
authorities  in  tracing  “contacts”  and 
itinerant  workers  with  syphilis  and 
also  in  the  elimination  of  houses  of 
prostitution  from  the  neighborhood  of 
the  plant. 

4.  Keep  a complete  record  of  the  physi- 
cal examination  and  treatment  of 
every  syphilitic  patient.  Check  his 
treatment  with  the  recognized  pub- 
lished systems  of  treatment  indicated 
in  his  case  (early,  latent,  liver,  car- 
diovascular, skin,  bone,  special  sense 
organ,  and  neurosyphilis).  Insist  on 
consultation  with  a specialist  where 
indicated  so  as  to  check  up  on  the 
adequacy  of  treatment. 

5.  Do  not  be  satisfied  with  a diagnosis  of 
syphilis.  Insist  on  knowing  the  kind 
or  type  of  syphilis  and  the  degree  of 
damage,  if  possible,  in  the  principal 
organs  involved. 

6.  Remember  that  late  cardiovascular 
syphilis  is  two  to  three  times  as  com- 
mon in  workers  doing  heavy  physical 
labor  as  in  those  performing  jobs  re- 
quiring little  or  no  physical  strain. 
Remember  also  that  neurosyphilis  is 
almost  twice  as  common  in  executives, 
clerks,  and  skilled  workers  as  in 
“heavy”  laborers. 

7.  Remember  that  all  persons  with 
syphilis,  unless  it  is  contraindicated 
by  old  age  or  general  debility,  should 
have  a spinal  fluid  examination.  Ap- 
proximately 15  per  cent  of  the  workers 
with  “latent”  syphilis  will  be  found  to 
have  a positive  spinal  fluid. 

8.  Remember  that  persons  with  cardio- 

vascular syphilis  and  neurosyphilis  re- 
quire specialized  treatment  from  the 
beginning. 
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Conclusions 

The  incidence  of  syphilis  among  in- 
dustrial employees  in  a large  northern  in- 
dustrial city  is  not  so  large  as  some  would 
have  us  believe  nor  so  minor  as  indicated 
in  certain  limited  surveys  of  a few  com- 
panies. Prior  to  the  campaign  against 
syphilis  the  percentage  was  6.6,  and  at  the 
present  time  it  is  approximately  5.  Ex- 
cluding the  Negro  employees,  the  incidence 
of  syphilis  in  industry  is  now  approxi- 
mately 4 per  cent. 

The  kind  or  type  of  syphilis  to  be  ex- 
pected in  different  employee  groups  is  of 
importance.  Early  syphilis  is  a minor 
hazard  except  among  large  groups  of  em- 
ployees 30  years  of  age  and  younger. 
Periodic  examination  and  serologic  re- 
checking will  pick  up  these  cases.  Late 
cardiovascular  and  neurosyphilis  are  the 
greatest  hazards  to  industry,  to  the  pub- 
lic, and  to  the  employee.  They  should  be 
recognized  by  periodic  examination  and 
serologic  rechecking.  Workers  subjected 
to  heavy  physical  strain  are  more  than 
twice  as  liable  to  develop  late  cardiovascu- 
lar syphilis  as  are  those  workers  using 
mild  physical  effort.  Late  neurosyphilis 
is  of  greatest  importance  among  clerks, 
skilled  workers,  and  railroad  employ- 
ees. 

The  danger  of  infection  from  food 
handlers,  clerks,  barbers,  etc.,  has  been 
greatly  overrated.  More  attention  should 
be  paid  to  infections  transmitted  in  the 
usual  way  among  mixed  social  groups 
from  within  and  outside  the  plant. 

The  proper  syphilis  program  in  an  in- 
dustrial plant  will  prevent  the  frequently 
serious  and  expensive  complication  of 
syphilis  and  trauma. 

Suggestions  for  improving  the  syphilis 
program  in  industry  for  the  executives 
and  for  industrial  physicians  and  surgeons 
can  largely  be  expressed  with  the  one 
word  “education.”  With  this  in  mind 
we  have  made  definite  concrete  sugges- 
tions for  executives  and  industrial  physi- 
cians and  surgeons  which  we  think  should 
be  of  distinct  benefit  in  encouraging  the 
adoption  of  a proper  syphilis  program  in 
industry. 


References 

1.  Stokes,  J.  H.,  and  Brehmer,  H.  E.:  J.  Indus.  Hyg. 
& Toxicol.  1:  419  (Jan.)  1920. 

2.  Stokes,  J.  H.,  Beerman,  H.,  and  Ingraham,  N.  R • 
Am.  J.  Med.  Sci.  196:  600  (Oct.)  1938. 

3.  Clark,  Walter:  J.  Social  Hyg.  18:  481  (Dec.) 

1932 

4.  Jones,  R.  R. : West  Virginia  M.  J.  34:  162  (Apr  ) 

1938. 

5.  Gehrmann,  G.  H. : Ven.  Dis.  Inform.  17:  227 

(Aug.)  1936. 

6.  Cochems,  K.  D.,  and  Kemp,  J.  E.:  Am.  J.  Syph., 

Gonor.  & Ven.  Dis.  21:  408  (July)  1937). 

7.  Klauder,  J.  V.:  J.A.M.A.  78:  1029  (Apr.)  1922. 

8.  Klauder,  J.  V.,  and  Solomon,  H.  C.:  J.A.M.A. 

96:  1 (Jan.)  1931. 

9.  Klauder,  J.  V.:  Arch.  Ophth.  7:  268  (Feb.)  1932. 

10.  Klauder,  J.  V.:  Arch.  Ophth.  10:  302  (Sept.) 

1933. 

11.  McNamara,  W.  L.:  Am.  J.  Syph.,  Gonor.  & Ven. 
Dis.  5:470  (1925). 

12.  Wile,  U.  J.:  California  & West.  Med.  49:  7 

(July)  1938. 

13.  Goeckerman,  Wm.  H. : Surg.,  Gynec.  & Obst. 

40:77  (1925). 

14.  Chesney,  A.  M.,  Turner,  T.  B.,  and  Halley, 

C.  R.  L.:  Bull.  Johns  Hopkins  Hosp.  42:  No.  6 (June) 

1928. 

15.  Parran,  T. : Quoted  by  Sayres.18 

16.  Moore,  J.  E.:  Am.  J.  Syph.,  Gonor.  & Ven.  Dis. 

21:  339  (May)  1937. 

17.  Moore,  J.  E.:  Am.  J.  Syph.,  Gonor.  & Ven. 

Dis.  23:  124  (Jan.)  1939. 

18.  Sayres,  R.  R. : Am.  J.  Pub.  Health  28:  155 

(Feb.)  1938. 


Discussion 

Dr.  Theodore  Rosenthal,  New  York  City — 
It  has  been  a great  pleasure  to  listen  to  such  an 
unusually  complete  paper  on  a subject  that  has 
interested  us  in  New  York  City  for  some  time. 

In  discussing  this  presentation,  I think  it  de- 
sirable, not  only  for  academic  but  also  for  prac- 
tical purposes,  to  draw  a distinction  between  the 
terms  prevalence  and  incidence.  Accepted 
public  health  practice  today  regards  prevalence 
as  the  number  of  cases  of  a disease  existing  in 
the  population  at  any  given  time,  while  incidence 
relates  to  the  number  of  new  cases  occurring  in 
the  population  for  a period  of  time,  usually  one 
year;  in  other  words,  incidence  is  the  annual 
attack  rate,  while  prevalence  may  be  looked 
upon  as  being  a discovery  rate. 

It  is  indeed  interesting  that  figures  for  the 
prevalence  of  syphilis  in  industry,  gathered  as 
the  result  of  a number  of  surveys  in  different 
industrial  groups  in  New  York  City,  resemble 
Dr.  Osborne’s  figures  so  closely.  On  the  basis  of 
serologic  surveys  made  recently  on  over  8,000 
individuals  employed  in  fourteen  industries,  6.1 
per  cent  were  found  to  be  infected  with  syphilis. 

The  observation  that  heavy  industries  pre- 
dispose to  the  development  of  qardiovascular 
syphilis  while  clerks,  skilled  workers,  and  rail- 
road employees  show  a greater  predisposition  to 
neurosyphilis  is  of  great  importance  and  com- 
mands the  serious  consideration  of  industrial 
physicians. 

The  recommendations  for  syphilis  control 
programs  in  industry  are  in  line  with  recognized 
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opinion  on  the  subject.  In  this  connection  at- 
tention is  called  to  the  efforts  of  the  New  York 
City  Department  of  Health  in  securing  a better 
understanding  of  this  problem  on  the  part  of  all 
of  the  various  groups  concerned.  As  a result  of 
conferences  with  medical  directors  of  large  indus- 
trial organizations  in  this  city  several  years  ago, 
the  following  agreement  was  drawn  up : 

As  Medical  Director  of  the  (Company) 
I agree  to  the  following : 

1.  All  reports  made  by  the  Department  of 
Health  to  me  concerning  employees  or 
prospective  employees  will  be  kept  abso- 
lutely confidential,  as  required  by  Section 
88  of  the  Sanitary  Code. 

2.  All  cases  of  venereal  disease  discovered  will 
be  reported  on  the  official  forms  supplied  by 
the  Health  Department,  as  required  by 
Section  88. 

3.  All  individuals  found  infected  with  syphilis 
or  gonorrhea  as  a result  of  these  tests  will 
be  treated  by  us  or  referred  for  appropriate 
treatment  and  will  be  followed  up  to  ascer- 
tain whether  they  continue  under  treat- 
ment. 

4.  No  discrimination  will  be  practiced  on  em- 
ployees or  prospective  employees  because 
they  show  evidence  of  venereal  disease  on 
laboratory  tests  but  are  otherwise  physically 
fit  for  the  employment  which  they  have  or 
seek. 

(Signed) M . D . 

Medical  Director 

This  has  been  reproduced  in  leaflets  for  the 
information  of  the  public  at  large,  and  thou- 
sands have  been  distributed  to  workers  through- 
out the  city. 

There  can  be  no  question  that  the  funda- 
mental factor  of  greatest  importance  in  con- 
sidering the  problem  of  syphilis  in  industry  is 
proper  information  on  the  subject  to  all  con- 
cerned. This  requires  both  intensive  and  wide- 
spread health  educational  activities  directed 
alike  at  management,  labor,  the  profession  at 
large,  and  the  plant  physician.  Many  labor 
unions  in  this  city  have  exhibited  considerable 
interest  in  syphilis  control  and  have  already 
participated  with  the  Health  Department  in  both 
educational  work  and  case-finding  activities. 

More  emphasis  is  needed  in  the  medical 
schools,  both  undergraduate  and  postgraduate, 
on  these  important  facts  as  part  of  any  adequate 
medical  education. 

Contrary  to  the  experience  in  other  com- 
munities, practicing  physicians  in  New  York 
City  have  cooperated  very  well,  not  only  with 
industry  in  general  but  also  with  the  local  health 
authority,  in  rendering  proper  and  efficient 
treatment  to  infected  employees.  Many  of  the 
large  industrial  organizations  in  the  city  have 
done  splendid  work  assisting  both  the  practicing 


physician  and  the  Health  Department  in  initiat- 
ing case-finding  activities,  referring  employees 
to  their  own  physicians  for  necessary  treatment, 
and  in  rendering  reports  to  the  Health  Depart- 
ment. 

Permit  me  to  again  express  my  appreciation 
of  this  valuable  contribution  to  a subject  largely 
neglected  until  recent  times. 

Dr.  George  H.  Gehrmann,  Wilmington,  Dela- 
ware— In  general,  I agree  with  everything  Dr. 
Osborne  brought  out  with  a few  exceptions. 
We  have  been  conducting  an  antisyphilis  pro- 
gram since  1934.  The  program  was  adopted 
with  the  idea  of  promoting  better  public  health 
by  protecting  the  interest  of  the  employee,  by 
protecting  his  health,  and  protecting  the  interest 
of  the  company.  We  had  already  experienced 
several  cases  where  syphilis  had  cost  the  com- 
pany considerable  money.  So  we  started  our 
program  with  the  idea  of  picking  up  as  many 
syphilis  cases  as  we  could  through  serologic 
tests,  physical  examinations,  etc.  All  employees 
have  a serologic  test  before  employment,  and  all 
plant  employees  have  one  once  a year.  Better 
than  95  per  cent  of  our  people  want  serologic 
tests  once  a year.  As  time  progresses  they  ask 
for  it.  We  have  tried  to  maintain  the  policy 
that  syphilis  is  not  a company  responsibility, 
and  we  refer  all  cases  to  family  physicians  or  to  a 
physician  of  the  employee’s  choice  for  treat- 
ment. I agree  with  Dr.  Osborne  that  today  we 
do  not  have  the  difficulties  we  had  a few  years 
ago.  I would  like  to  take  this  opportunity  of 
saying  that  if  we  had  the  control  that  they  have 
in  Buffalo,  our  syphilis  problem  would  be  ideal. 
We  reject  as  few  as  possible  of  our  applicant 
syphilis  cases.  They  are  taken  on  with  the 
understanding  that  they  must  take  adequate 
treatment.  We  follow  them  up  routinely  twice 
a month  to  see  that  they  are  getting  adequate 
treatment  and  are  following  their  physician’s 
orders. 

There  are  certain  occupations  from  which  we 
are  excluding  persons  with  syphilis;  viz.,  lead. 
We  have  had  trouble  in  the  past  with  lead  inci- 
dence in  general  paresis.  Lead  does  attack  the 
spinal  nervous  system.  Many  are  not  in  posi- 
tion to  know  how  little  the  central  nervous  sys- 
tem is  involved.  Carbon  disulfide  attacks  the 
central  nervous  system.  We  have  excluded  our 
syphilitic  employees  from  these  operations.  We 
also  exclude  them  from  the  handling  of  cello- 
phane but  not  because  there  is  any  possibility  of 
transmitting  syphilis  by  handling  cellophane. 
Cellophane  is  used  in  wrapping  bread  and  differ- 
ent foodstuffs,  and  there  are  many  who  would 
like  to  broadcast  a whispering  campaign  that 
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syphilitic  persons  are  employed  in  the  manufac- 
turing of  cellophane  which  is  used  for  wrapping 
food — so  watch  out!  Until  the  public  is  edu- 
cated, we  must  protect  sales  interest.  Dr. 
Osborne  mentions  spinal  fluid  tests ; here  I agree 
with  him.  This  should  be  done  by  the  physi- 
cian taking  care  of  the  case.  We  have  in  some 
cases  persuaded  the  employee  to  allow  us  to  do  it. 
At  the  present  time  it  depends  on  the  coopera- 
tion of  the  employee.  Here  are  just  a few 
figures — in  a group  of  4,000  people,  executive  and 
clerical  type,  in  1935,  incidence  was  2.2  per  cent; 
in  1939  it  was  0.71  per  cent.  In  the  southern 
plant  in  1935  it  was  4.9  per  cent;  in  1939  it  was 
0.80  per  cent.  I wish  to  call  your  attention  to 
the  fact  that  we  do  not  employ  very  many 
Negroes  in  the  plant.  I should  like  to  point  out 
the  fact  that  it  is  sometimes  difficult  to  get 
accurate  laboratory  reports.  (We  have  had  to 
establish  our  own  laboratory.)  As  a suggestion, 
in  order  to  check  on  your  laboratory,  send  two  or 
three  samples  of  blood  from  the  same  person 
under  different  names  and  see  the  results. 

Dr.  Herman  Goodman,  New  York  City — I 
should  like  to  ask  how  many  people  in  industry 
have  the  same  type  of  failure  of  heart  that  we 
find  among  persons  with  syphilis,  especially 


those  doing  heavy  work,  known  as  traumatic 
heart  trouble.  Paretics  are  fired  without  pen- 
sion rights — thrown  out  of  employment.  Pare- 
tics are  often  very  valuable  employees.  A presi- 
dent of  a large  drug  concern,  whom  I am  treating 
is  a paretic. 

Dr.  Osborne  (Concluding  Remarks) — I have 
nothing  but  admiration  for  the  du  Pont  Com- 
pany in  eliminating  persons  with  syphilis  from 
handling  cellophane.  Spinal  fluid  tests  should 
be  done  by  the  family  physician  instead  of  by 
the  company.  All  physicians  should  make 
spinal  fluid  tests  in  syphilis  cases. 

In  connection  with  the  remarks  of  Dr.  Rosen- 
thal, I think  that  in  this  syphilis  program  in 
industry  the  individual  benefited  the  most  is  the 
employee  himself.  It  is  true  industry  will  gain, 
but  the  ultimate  individual  who  will  gain  is  the 
syphilitic  employee.  The  bugbear  of  syphilis 
cases  are  those  lost  track  of — the  shifting  or 
migrating  worker.  One-third  of  all  patients 
with  early  syphilis,  in  state  hospitals  or  free 
clinics,  complete  the  first  year  of  treatment; 
two-thirds  shift  from  one  state  to  another  and 
we  lose  track  of  them.  It  is  this  two-thirds  in 
whom  we  are  interested  in  order  to  prevent  the 
transmission  of  the  disease. 


ARKANSAS  CRACKS  DOWN  ON  QUACKS 

It  is  cleanup  time  in  Arkansas,  and  narcotic 
addicts,  quack  doctors,  shyster  lawyers,  bookies, 
honky-tonk  operators,  and  political  grafters  are 
fleeing  before  the  wrath  of  reform  groups,  says  a 
press  dispatch  from  the  state  capitol. 

Most  of  the  housecleaning  work  is  being  done 
by  state  organizations  through  purges  of  their 
own  ranks,  with  federal  officers  aiding  wherever 
possible. 

Arkansas  only  recently  became  aware  of  the 
fact  that  the  state  was  fast  gaining  a bad  name 
throughout  the  nation  as  the  result  of  vice  con- 
ditions due  to  lax  laws  and  indifference  of  the 
public  to  law  violations. 

It  was  disturbing  to  members  of  the  medical 
profession  when  Dr.  Morris  Fishbein,  editor  of 
the  Journal  of  the  American  Medical  Association, 
in  a public  address  labeled  Arkansas  as  “a  great 
stomping  ground  for  quacks.” 

Doctors  and  hospitals  offering  “sure  cures  for 
cancer,”  gland  rejuvenation,  short-cut  treatments 
for  venereal  diseases,  and  other  questionable 
remedies  were  moving  into  Arkansas  after  being 
forced  to  leave  other  states. 

The  Federal  government  nabbed  the  operator 
of  a cancer  hospital  that  had  been  attracting  pa- 
tients from  every  part  of  the  nation  and  con- 
victed him  on  a mail  fraud  charge. 

The  Arkansas  Medical  Society  already  had 
begun  to  study  the  statutes  to  determine  what 
legal  action  could  be  taken  to  keep  out  the 
quacks.  Quietly  the  doctors  started  a movement 
to  bring  about  more  rigid  enforcement  of  the  ex- 
isting laws  and  to  enact  new  statutes  to  replace 
those  inadequate  for  protection  of  the  profession. 


STUTTERING  NOT  JUST  A BAD  HABIT 

Stuttering  is  not  just  a bad  speech  habit  that 
can  be  overcome  by  means  of  speech  exercises  but 
is  a symptom  of  basic  nervous  and  emotional 
turmoil.  Dr.  James  Sonnett  Greene,  New  York 
City,  declares  in  the  June  issue  of  Hygeia,  The 
Health  Magazine.  Thus,  the  treatment  of  the 
condition  requires  a far-reaching  program  in 
which  speech  training  is  the  least  important  part. 

The  treatment  of  stuttering  is  best  under- 
taken at  a special  clinic,  but,  because  such  facili- 
ties are  extremely  limited,  the  responsibility 
usually  falls  on  parents  and  teachers.  In  sug- 
gesting ways  in  which  these  persons  may  help 
the  stuttering  child  to  overcome  his  difficulty, 
Dr.  Greene  points  out  that,  because  such  a child’s 
psychomotor  efficiency  is  on  a lower  level  than 
the  average,  it  is  a mistake  to  attempt  to  make 
him  conform  to  the  regulation  environment. 

“The  teacher  or  parent  must  not  set  up  arbi- 
trary standards  for  him  on  the  basis  of  what  the 
normal  child  can  be  expected  to  accomplish,” 
he  says,  “but  rather  should  credit  such  a child 
according  to  his  individual  capacities.  In  other 
words  it  is  necessary  to  fit  the  environment  to  the 
child.  On  the  physical  side,  this  process  begins 
by  having  him  do  everything  slowly  and  easily 
and  by  instituting  a regimen  of  rest  and  relaxa- 
tion. 

“The  teacher  and  mother  must  also  try  to 
develop  the  child’s  sense  of  coordination  and 
rhythm. 

“While  the  child  should  be  encouraged  to  talk, 
he  should  not  be  made  to  do  so.  The  parent  and 
teacher  should  concentrate  on  his  abilities  and 
not  on  his  disabilities.” 


AN  OUTBREAK  OF  TYPHOID  FEVER  ASSOCIATED  WITH 
A TRAILER  CAMP 


Paul  A.  Lembcke,  M.D.,  Rochester,  New  York,  and  Philip  J.  Rafle,  M.D., 
Syracuse,  New  York 

( From  the  New  York  State  Department  of  Health,  Albany,  New  York) 


The  recent  advent  of  the  house  trailer 
on  the  American  scene  has  caused 
concern  on  the  part  of  many  public 
health  officials.1,2  It  has  been  feared 
that  the  trailer  might  be  parked  in  what- 
ever surroundings  should  please  the 
fancy  of  its  occupants  and  that,  because 
of  its  occasionally  primitive  sewage  dis- 
posal facilities,  springs,  wells,  or  water- 
sheds might  become  polluted  or  at  least 
a public  nuisance  might  be  created.  The 
danger  of  increased  morbidity  in  the  trailer 
population  because  of  crowding  and  the 
common  use  of  water,  milk,  and  food 
supplies  of  unknown  safety  and  the  in- 
creased risk  of  fatal  outcome  of  illness, 
injury,  and  childbirth  in  the  unsuitable 
quarters  of  a trailer  have  been  pointed 
out.  The  possibility  of  widespread  dis- 
semination of  disease  by  unrecognized 
cases  and  carriers  among  trailer  occu- 
pants, who  may  locate  at  places  as  far 
apart  as  two  hundred  or  more  miles  on 
successive  days,3  has  also  been  recognized. 

Fortunately  not  all  of  these  potential 
dangers  have  been  realized.  The  de- 
mand of  trailer  owners  for  a source  of 
electric  current  for  lights,  radio,  cooking, 
and  heating  and  the  desire  for  the  com- 
forts of  shower  baths  and  other  acces- 
sories of  modern  life  have  brought  about 
the  aggregation  of  trailers  at  places  where 
these  facilities  may  be  had  at  reasonable 
cost.  This  fact  brings  most  of  the  trailer 
population  of  New  York  State  under  the 
regulations  of  the  State  Sanitary  Code. 
The  supervision  by  health  officials  of 
such  camps  with  regard  to  water,  milk, 
food  supplies,  garbage  and  sewage  dis- 
posal, and  compulsory  notification  and 
isolation  of  cases  of  communicable  disease 
may  be  responsible  for  the  fact  that  until 


the  summer  of  1938  no  outbreaks  of 
disease  were  known  to  have  occurred 
in  New  York  State  due  to  the  trailer 
population  or  associated  with  trailer 
camps. 

On  August  28,  1938,  however,  the 
health  officer  of  the  village  of  Lakewood 
notified  the  Jamestown  District  Office 
of  the  New  York  State  Department  of 
Health  that  several  individuals  in  a 
trailer  camp  on  Chautauqua  Lake  were 
ill  of  a disease  that  he  suspected  of  being 
typhoid  fever.  Investigation  of  the  camp 
on  the  same  day  disclosed  8 cases  of 
typhoid  fever  among  22  individuals  who, 
in  four  related  family  groups,  had  been 
touring  this  section  of  the  country  in 
four  trailers.  Two  families  were  from 
Rhode  Island,  one  from  Texas,  and  one 
from  Louisiana. 

Preceding  the  onset  of  the  first  case, 
this  group  had  stayed  at  trailer  camps  as 
indicated  in  Table  1.  Suspicion  was 
focused  on  the  Oswego  trailer  camp  since 
nearly  all  of  these  patients  gave  a history 
of  fever  and  abdominal  pain  while  en- 
camped there.  They  also  stated  that  the 
women’s  toilets  were  out  of  order  and  that 
the  camp  water  supply  was  low  during 
their  stay  there.  The  district  state 
health  officers  having  jurisdiction  over 
the  areas  in  which  the  New  York  State 
camps  were  located  and  the  Pennsylvania 
State  Department  of  Health,  which  had 
jurisdiction  over  the  Mansfield  camp, 
were  at  once  notified  and  asked  to  conduct 
an  investigation. 

The  epidemiologist  of  the  Syracuse 
District  learned  on  August  30  that  an 
employee  of  the  trailer  camp  near 
Oswego  was  ill  with  fever  of  unknown 
origin — onset  August  26.  Within  a few 
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TABLE  1. — Places  Visited  by  Group  of  Tourists  in 
Four  Trailers  Involved  in  Typhoid  Fever  Outbreak 


Dates  (1938) 

Location 

July  12-13 

Ithaca,  N.  Y. 

July  13-25 

Olean,  N.  Y. 

July  25-Aug.  1 

Batavia,  N.  Y. 

Aug.  1-8 

Oswego,  N.  Y.* 

Aug.  8-15 

Geneva,  N.  Y. 

Aug.  15—19 

Mansfield,  Pa. 

Aug.  19- 

Lakewood,  N.  Y.** 

* Location  of  trailer  camp  where  infection  occurred. 
**  Location  of  trailer  camp  where  diagnosis  of  typhoid 
fever  was  established. 


days  a diagnosis  of  typhoid  fever  was 
established  in  this  patient.  Several  other 
cases  of  typhoid  fever  in  the  state  were 
found  to  give  a history  of  having  pa- 
tronized the  Oswego  camp,  and  there 
was  little  doubt  that  this  camp  had  given 
rise  to  the  outbreak.  From  the  very 
imperfect  registration  records  of  the 
camp  the  investigation  was  extended  as 
well  as  could  be  to  residents  of  other 
states.  In  all,  18  cases  of  typhoid  fever 
were  found  to  have  occurred  among 
persons  who  patronized  this  camp  during 
the  first  ten  days  of  August.  It  is  pos- 
sible that  more  than  18  cases  may  have 
occurred,  since  it  was  impossible  to  learn 
the  identity  of  and  to  follow  up  all  who 
may  have  stayed  at  the  camp  in  that 
period.  Of  the  other  persons  known  to 
have  visited  the  camp  during  this  period 
but  who  did  not  develop  typhoid  fever, 
12  gave  a history  of  gastroenteritis  im- 
mediately following  their  stay. 

Table  2 shows  the  permanent  residence 
of  each  of  the  patients  and  indicates 
how  widely  infection  may  be  spread  from 
a source  such  as  a trailer  camp.  It  also 
suggests  that  a common  source  of  infec- 
tion was  present  (at  least  at  intervals) 
over  the  period  August  2 through 
August  9. 

The  cases  were  all  clinically  severe, 
and  3 deaths  occurred  in  this  group  of 
18  patients.  Two  patients,  both  women 
of  middle  age,  became  chronic  fecal 
typhoid  carriers. 

The  possibility  that  food  may  have 
been  the  vehicle  of  infection  common  to 
all  the  cases  was  ruled  out  by  the  fact 
that  several  of  the  patients  ate  no  food 
at  the  camp,  no  community  meals  were 
served,  and  the  food  supplies  used  by  the 
several  families  involved  were  purchased 


from  several  different  sources.  Milk  as 
the  source  was  also  eliminated,  because 
4 patients  drank  no  milk  at  the  camp 
and  because  no  other  cases  were  known 
to  have  occurred  among  the  several 
hundred  other  patrons  of  the  dairy  that 
furnished  bottled  pasteurized  milk  to 
10  of  the  typhoid  fever  patients. 

The  well  that  supplied  unfiltered, 
unchlorinated  water  to  the  campers  was 
found  to  be  located  in  fissured  limestone 
rock.  This  had  been  noted  during  its 
construction  in  May,  1938,  when  drilling 
operations  produced  turbidity  in  the 
waters  of  Lake  Ontario,  250  feet  distant. 
Unfortunately,  the  significance  of  this 
observation  had  not  been  appreciated 
by  the  driller  or  owner,  who  failed  to 
report  this  to  the  health  officer,  and 
consequently  no  steps  were  taken  to 
relocate  the  well  or  to  apply  a con- 
tinuous process  of  purification.  Two 
cesspools,  a pit  privy,  an  open-joint  line 
from  flush  toilets  to  the  cesspools,  a 
lavatory  seepage  pit,  and  a septic  tank 
were  located  within  166  feet  of  the  well. 

During  July  the  owner  of  the  camp 
noticed  that  a cesspool  166  feet  distant 
from  the  well  had  overflowed  and  that 
sewage  was  oozing  to  the  ground  surface. 
Because  of  this,  a new  cesspool  was  in- 
stalled late  in  July,  111  feet  from  the  well. 
During  this  period  a pit  privy  about  125 
feet  from  the  well  was  used.  Also  at 
this  time  the  water  supply  was  running 
low,  and  the  intake  pipe  in  the  well  was 
lowered  21/2  feet.  This  combination  of 
changes  apparently  permitted  pollution 
of  the  well,  as  evidenced  by  the  illness 
that  followed  and  by  the  finding  of  large 
numbers  of  organisms  of  the  coliform 
group  in  the  well  water.  The  carrier  or 
unrecognized  case  whose  discharges  con- 
taining typhoid  bacilli  ultimately  found 
their  way  into  the  camp  water  supply 
was  not  discovered. 

No  cases  of  illness  are  known  to  have 
occurred  among  persons  visiting  the 
trailer  camp  for  the  first  time  subsequent 
to  August  9.  Cessation  of  the  outbreak 
prior  to  and  independent  of  action  by 
public  health  officials  was  presumably 
due  to  removal  of  the  human  source  of 


September  15,  1940] 


TYPHOID  FEVER 


1373 


TABLE  2. — Typhoid  Fever  Cases  Associated  with  Trailer  Camp  Near  Oswego,  New  York,  1938 


Individual 

Permanent  Residence 

Age 

Sex 

Dates  in  Camp 

Date  of  Onset 

Outcome 

1 

Oswego,  N.  Y. 

18 

F 

Aug.  3 

Aug.  8 

Recovered 

2 

Oswego,  N.  Y. 

41 

F 

Aug.  6 

Aug.  13 

Carrier 

3 

Titusville,  Pa. 

40 

M 

July  31  or  Aug.  1 

Aug.  16 

Died 

4 

Titusville,  Pa. 

38 

F 

July  31  or  Aug.  1 

Aug.  17 

Died 

5 

Flint,  Mich. 

54 

F 

Aug.  2-3 

Aug.  20 

Carrier 

6 

Canandaigua,  N.  Y. 

7 

M 

Aug.  4 

Aug.  21 

Recovered 

7 

Providence,  R.  I. 

27 

M 

Aug.  1-8 

Aug.  21 

Recovered 

8 

Monroe,  La. 

12 

M 

Aug.  1-8 

Aug.  21 

Recovered 

9 

Providence,  R.  I. 

38 

F 

Aug.  1-8 

Aug.  22 

Recovered 

10 

Winsted,  Conn. 

53 

F 

Aug.  1-8 

Aug.  22 

Recovered 

11 

Monroe,  La. 

10 

F 

Aug.  1-8 

Aug.  22 

Recovered 

12 

Monroe,  La. 

7 

F 

Aug.  1-8 

Aug.  23 

Recovered 

13 

Texas 

7 

F 

Aug.  1-8 

Aug.  24 

Recovered 

14 

Oswego,  N.  Y. 

12 

F 

Aug.  9 

Aug.  25 

Recovered 

15 

Oswego,  N.  Y. 

17 

M 

May  30-Aug.  30 

Aug.  26 

Died 

16 

Providence,  R.  I. 

5 

F 

Aug.  1-8 

Aug.  29 

Recovered 

17 

Texas 

5 

F 

Aug.  1-8 

Sept.  2 

Recovered 

18 

Frankfort,  N.  Y. 

23 

M 

July  5-Aug.  12 

Sept.  10 

Recovered 

infection  or  the  natural  erection  of  a 
barrier  between  the  cesspools  and  privies 
and  the  well-water  supply.  Reliance 
upon  such  imperfectly  understood  factors 
to  prevent  the  further  occurrence  of 
disease  was  obviously  unjustified,  es- 
pecially in  view  of  the  fissured  limestone 
in  which  the  well  was  located.  Ac- 
cordingly, the  use  of  the  well  was  dis- 
continued, and  the  camp  was  provided 
with  water  from  a nearby  municipal 
supply. 

Comment 

This  outbreak  of  typhoid  fever  is  re- 
markable chiefly  because  it  is  the  first 
known  outbreak  of  communicable  disease 
in  New  York  State  associated  with  a 
trailer  camp.  The  outbreak  is  believed 
to  have  resulted  from  the  excreta  of  a 
typhoid  case  or  carrier  transmitted 
through  the  camp  sewage  disposal  system 
to  the  well  serving  the  trailer  camp. 
Fortunately  for  the  public  health,  wide- 
spread dissemination  of  disease  by  the 
trailer  population  apparently  did  not 
occur.  That  such  might  have  occurred 
is  shown  by  the  experience  with  the 
group  of  cases  discovered  in  the  Lake- 
wood  trailer  camp,  all  9 of  whom  showed 
typhoid  bacilli  in  fecal  specimens.  Fol- 
lowing infection  at  Oswego,  this  group 
spent  seven  days  in  Geneva,  four  in 
Mansfield,  Pa.,  and  nine  in  Lakewood. 
Had  they  pitched  an  informal  camp  on 
a watershed  serving  a municipality  with 
raw  water  or  had  there  been  unsafe 
sewage  disposal  facilities  or  water  supplies 
at  the  trailer  camps  they  patronized,  a 


very  considerable  spread  of  typhoid 
fever  might  have  taken  place. 

The  occurrence  of  a considerable  num- 
ber of  cases  of  illness  in  a trailer  camp 
raises  administrative  problems  for  the 
health  officer.  In  instances  such  as  that 
in  Lakewood,  where  individuals  in  trailers 
are  ill  and  isolation  on  the  premises  is 
impracticable,  it  may  be  necessary  to 
invoke  the  provisions  of  the  New  York 
State  Sanitary  Code,  which  give  the 
health  officer  authority  to  remove  the 
patient  to  a suitable  hospital.  The 
indigent  are  another  problem;  the  com- 
munity in  which  a case  is  diagnosed  is 
immediately  responsible  for  what  may 
be  rather  large  medical  and  hospital 
expenses  with  subsequent  reimbursement 
to  be  obtained,  if  possible,  through  the 
state  welfare  agency  from  the  place  of 
the  patient’s  legal  settlement.  The  pos- 
sibility of  financial  loss  to  the  owner  of 
the  camp  is  a real  one.  Not  only  may 
the  camp  be  closed  or  suffer  great  loss 
of  trade  for  the  remainder  of  the  season 
but  patients  may  institute  suit  to  recover 
financial  damages  sustained. 

The  solution  to  the  problem  of  disease 
among  and  spread  by  the  trailer  popula- 
tion would  seem  to  lie  chiefly  in  pre- 
ventive measures  based  upon  adequate 
supervision  of  trailer  camps  and  educa- 
tion of  camp  proprietors  and  tourists. 
An  excellent  outline  of  the  rules  and 
regulations  that  should  govern  the  opera- 
tion of  such  camps  has  been  formulated 
by  the  Joint  Committee  on  Summer 
Camps  and  Roadside  Places  of  the  Con- 
ference of  State  Sanitary  Engineers  and 
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the  Public  Health  Engineering  Section, 
American  Public  Health  Association.2 
Proprietors  of  camps  should  be  thoroughly- 
instructed  in  the  possible  disastrous 
results  of  making  unauthorized  changes 
in  water  or  sewage  systems. 

Summary 

1.  Eighteen  cases  of  typhoid  fever 
and  12  additional  cases  of  gastroenteritis 
are  known  to  have  occurred  among 
individuals  patronizing  a trailer  camp 
near  Oswego  at  some  time  during  the 
period  of  August  2 to  9,  1938. 

2.  Three  deaths  occurred  in  the  group 
of  18  typhoid  fever  cases.  Two  of  the 
survivors  became  chronic  typhoid  carriers. 

3.  The  source  of  infection  was  deter- 
mined to  be  a well,  located  in  fissured 


limestone  and  subject  to  pollution  by 
nearby  cesspools  and  privies. 

4.  The  possibility  of  wide  dispersion 
of  disease  contracted  at  a place  such  as 
a trailer  camp  is  illustrated  in  this  out- 
break by  the  fact  that  the  permanent 
residences  of  the  typhoid  fever  patients 
included  seven  different  states  and  the 
fact  that  many  of  the  cases  visited  several 
other  trailer  camps  during  the  incubation 
period  and  .early  stages  of  their  illnesses. 
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TRAINING  MEDICAL  STUDENTS  FOR 
WAR  SERVICE 

A London  hospital  medical  school  has  organ- 
ized classes  for  training  students  in  war  service 
outside  their  regular  medical  studies.  Hundreds 
have  responded  and  are  taking  the  course.  The 
program  includes: 

Clinical  Students 

1.  Hygiene  and  sanitation,  with  special  reference 

to  refugee  problems. 

2.  First  aid  and  casualty  work. 

3.  Anti-gas  training  and  treatment. 

Preclinical  Students 

1.  Weapon  training. 

2.  Elementary  tactics  and  map-reading. 

3.  First  aid. 

4.  Anti-gas  training. 


AMERICAN  COLLEGE  OF  CHEST 
PHYSICIANS 

The  New  York  State  Chapter  of  the  American 
College  of  Chest  Physicians  was  organized  at  the 
time  of  the  annual  meeting  of  the  American  Col- 
lege of  Chest  Physicians,  held  at  the  Biltmore 
Hotel,  New  York  City,  June  10,  1940.  Dr. 
Edgar  Mayer,  New  York  City,  was  elected  presi- 
dent; Dr.  Nelson  W.  Strohm,  Buffalo,  vice- 
president;  and  Dr.  Arthur  Q.  Penta,  Schenec- 
tady, secretary;  The  New  York  State  Chapter 
of  the  College  has  applied  to  the  National  Asso- 
ciation for  a charter. 

Dr.  George  G.  Ornstein,  New  York  City,  was 
elected  governor  of  the  College  for  New  York 
State  and  Dr.  Edward  P.  Eglee,  New  York  City, 
former  governor  of  the  College,  was  elected  a 
regent. 

The  New  York  Chapter  of  the  American  Col- 
lege of  Chest  Physicians  will  meet  at  the  time 
and  place  of  the  annual  meeting  of  the  New 
York  State  Medical  Society. 


THE  BEARD  AS  A PROTECTION  AGAINST 
CATARRH 

“A  Cambridge  M.D.”  writes  to  the  British 
Medical  Journal:  I was  subject  to  frequent  at- 
tacks of  severe  laryngitis,  with  firm  almost 
cheesy  secretion  and  choking  distress,  until  I took 
the  advice  of  a sensible  practitioner  and  grew  a 
beard.  (He  had  done  so  himself.)  That  was 
thirty-eight  years  ago,  and  I have  had  no  such  at- 
tack since.  But  the  protection  by  the  beard  is 
not  merely  against  cold.  The  attacks  of  laryngitis 
occurred  in  the  hottest  summer  weather,  as  well 
as  in  winter.  The  explanation  may  be  that  the 
larynx  and  the  overlying  skin  being  both  supplied 
by  the  fifth  nerve,  the  constant  irritation  by 
shaving  may  affect  the  nerve  injuriously  at  its 
source — for  example,  the  nerve  cells  in  the  gas- 
serian ganglion — rendering  it  less  resistant  to  the 
attacks  of  disease  germs. 


PREVENTION  OF  WOUND  INFECTION- 
CHEMOTHERAPY 

Late  deaths  due  to  wounds  are  almost  in- 
variably caused  by  infection.  An  article  by 
Buttle  published  in  Lancet  [1 : 890  (1940)  ] points 
out  that  any  measure  which  will  prevent  or  cure 
streptococcic  infection  and  gas  gangrene  would 
greatly  reduce  this  mortality. 

Although  chemotherapy  is  not  a substitute  for 
removal  of  damaged  tissue  or  drainage  of  in- 
fected parts,  it  may,  nevertheless,  prevent  the 
spread  of  infection  to  other  tissues  and,  by  in- 
hibiting the  multiplication  of  bacteria,  assist  the 
defensive  mechanism  to  clear  up  the  infection. 
The  sulfanilamide  drugs  have  more  chance  of 
being  effective  against  invading  bacteria  if  given 
immediately  after  wounding,  and  they  may  be 
administered  both  by  mouth  and  locally  into 
the  wound.  It  is  anticipated  that  by  this  means 
the  extensive  amputations  commonly  necessary 
in  the  last  war  may  now  be  largely  avoided  in 
this  war. 


THE  INCIPIENT  PSYCHOSES  AND  THE  GENERAL 
PRACTITIONER 


B.  Liber,  M.D.,  Dr.  P.H.,  New  York  City 

(< Out-Patient  Department,  New  York  State  Psychiatric  Institute,  and  Director,  Mental  Hygiene  Clinic, 

New  York  Polyclinic  Hospital) 


I am  speaking  before  an  audience  of 
neuropsychiatrists  about  a subject  too 
elementary  for  them,  but  I am  taking  this 
occasion  to  address  myself  to  the  general 
practitioner  who,  whether  he  likes  it  or 
not,  is  forced  to  meet  psychosis  in  his 
work. 

The  psychotic  cases  he  sees,  however, 
are  usually  not  of  the  advanced  type  but 
represent  mostly  some  incipient  forms 
belonging  to  the  immense  field  situated 
somewhere  between  mental  health  and 
mental  disease.  It  is  important  before  we 
go  further  to  bear  in  mind  that  the  term 
“incipient,”  while  expressing  exactly  our 
idea  about  these  cases,  has  the  fault  of 
implying  progressiveness,  which  is  not 
necessarily  the  rule.  That  is  why  I prefer 
to  call  them  mental  transition  cases. 

Without  training  or  without  at  least 
thinking  about  their  occurrence,  the 
practitioner  can  easily  overlook  them, 
misunderstand  or  misinterpret  them,  and 
so  come  to  erroneous  diagnoses  and  there- 
fore derive  a mistaken  or  incomplete 
therapy.  They  can  present  the  follow- 
ing possibilities : psychotic  symptoms 
only,  or  psychotic  and  somatic  symptoms 
frankly  combined,  or  a physical  disease 
concealed  by  mental  symptoms,  or,  fi- 
nally, a mental  disease  simulating  a physi- 
cal condition. 

In  the  brief  time  at  my  disposal  it  is 
impossible  to  enter  into  any  theoretical 
considerations.  I shall  give  in  a con- 
densed form  some  illustrative  examples 
from  life,  taken  at  random,  of  cases  that 
at  first  had  actually  come  to  the  general 
practitioner. 

Case  Reports 

Case  1. — A man,  aged  26,  had  temporarily 
suffered  from  a real  heart  trouble  and  was  well 


treated  for  that.  But  his  mental  state,  about 
which  something  could  easily  have  been  learned, 
was  ignored.  He  remained  unadjusted  and 
depressed;  he  lost  confidence  in  himself  and  be- 
haved so  that  he  disappointed  his  sweetheart 
who,  therefore,  left  him,  which  increased  his 
difficulties.  In  addition  to  that  he  felt  frustrated 
because  of  his  economic  situation  that  did  not 
permit  him,  a high-school  graduate,  to  con- 
tinue his  much-desired  studies.  In  spite  of  all 
the  assurances  of  his  doctor,  he  never  believed 
that  his  heart  was  cured. 

Case  2. — A young  girl  was  treated  for  per- 
sistent vomiting,  first  by  her  family  physician, 
then  by  a gastroenterologist,  and  later  again  by 
her  family  doctor.  All  tests  and  examinations 
were  done,  but  they  failed  to  yield  the  secret. 
This  vomiting,  however,  began  a short  time 
after  the  death  of  her  stepfather.  It  was  not 
difficult  to  discover  that  she  had  been  in  love 
with  him  and  that  she  missed  him  very  much. 
The  most  superficial  analysis  would  have  dis- 
closed that  fact  and  all  the  details.  Indeed, 
she  was  eager  to  open  her  heart  to  anyone  in 
whom  she  had  confidence. 

Case  3. — A young  man’s  prostate  had  been 
treated  by  a conscientious  physician,  who,  how- 
ever, never  inquired  into  the  mind  of  the  patient. 
When  the  treatment  was  discontinued  as  being  no 
longer  necessary,  the  patient  (dissatisfied  and, 
through  a sort  of  inertia,  believing  himself  still 
sick)  applied  to  a second,  to  a third,  and  to  a 
fourth  doctor.  One  of  them  treated  him,  the 
others  refused.  None  understood  his  deeper 
psychic  tendencies,  his  psychoneurotic  appre- 
hension. Any  one  of  them  could  have  cured 
him  or  helped  him  to  adjust  himself,  had  they 
known  how  to  speak  to  him. 

Case  4. — A single  woman,  aged  45,  living  with 
her  80-year-old  mother,  whose  only  support  she 
was,  had  worked  in  a bindery  since  she  was  20 
years  of  age.  Always  happy,  jolly,  witty,  she 
was  regarded  as  “the  life”  of  the  shop  and  as 
“the  soul”  of  her  modest  social  gatherings  at 
home  and  at  those  in  her  friends’  houses.  Every- 
body sought  her  advice  which  she  gave  un- 
stintingly,  like  a benevolent  matron.  She  was 
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liked  in  spite  of  her  physical  unattractiveness. 
But  one  day  an  accident  happened  to  her  at  her 
working  place.  One  of  her  fingers  was  injured 
by  the  machine,  and  she  was  laid  up.  Her  phy- 
sician treated  her  excellently  and  the  wound, 
which  healed  within  a month,  was  surprisingly 
benign  and  left  no  bad  effects.  In  another 
month  she  was  able  to  go  back  to  work,  so  her 
doctor  told  her — and  he  was  right  as  far  as  her 
finger  or  hand  was  concerned.  But  he  was 
greatly  astonished  to  see  her  disabled  from  an- 
other point  of  view,  and  he  had  no  idea  what  to 
do  about  it.  He  had  not  known  that  an  injury 
to  the  body  might  result  in  an  injury  to  the  mind. 
Several  elements  were  involved  in  this  situation : 
first,  the  fear  of  the  machine  and  of  the  shop, 
the  fear  that  the  accident  might  happen  again; 
then  the  awakened  thoughts  about  her  life. 
Having  plenty  of  time  to  think,  she  was  dis- 
satisfied with  her  fate.  She  was  what  is  called  an 
“old  maid,”  had  never  had  a love  affair,  had  al- 
ways been  poor,  and  she  was  wondering  what 
she  would  do  when  permanently  unable  to  work. 
As  she  had  never  left  her  mother  who  was  visibly 
declining,  how  would  she  arrange  her  life  after 
her  mother’s  death?  She  was  badly  depressed, 
had  lost  her  interests  and  will-power,  and  was 
unable  to  find  her  previous  equilibrium  and 
springiness.  The  general  practitioner  could 
have  done  what  the  mental  hygienist  has  done — 
restore  her  to  a more  or  less  normal  or  rather 
adequate  condition  that  made  it  possible  for  her 
to  return  to  work  in  the  same  shop.  Even  if  this 
does  not  mean  a real  or  perfect  cure — nobody 
could  prophesy  that — even  if  she  might  break 
down  at  some  untoward  event,  for  the  time 
being  she  has  recovered. 

Just  as  the  cure  after  an  accident  is  not  always 
the  end,  so  the  healing  of  an  organic  disease  may 
be  only  the  beginning  of  a case.  The  mental 
trauma  caused  directly  or  unloosed  indirectly  by 
the  physical  trouble  may  be  more  difficult  to 
eradicate — in  any  case  it  cannot  be  ignored. 
By  proper  management  it  might  be  anticipated 
and  averted  or  attenuated  by  the  physician 
closest  to  the  patient  at  a time  when  total  or 
partial  prevention  is  still  possible. 

Case  5. — A man,  aged  40,  always  in  high 
spirits,  a skilled  mechanic  and  good  provider  for 
his  family,  had  suffered  from  some  internal 
disorder,  had  fully  recuperated,  and  was  physi- 
cally well  for  the  last  two  years.  But  either  he 
had  lost  confidence  in  himself  or  perhaps,  un- 
known to  him,  he  had  had  a hatred  for  his  occu- 
pation and,  once  freed  from  it,  his  conscious  self 
could  not  vanquish  the  deeper  inhibition.  The 
fact  is  that  he  was  derailed  and  unable  to  gather 
enough  mental  force  or  decision  to  resume  his 


work  and  to  re-enter  normal  life.  He  said:  “I 
can’t  seem  to  get  a grip  on  myself;  I’m  not 
myself;  my  whole  body  is  going  dead,”  and  other 
words  to  the  same  effect,  so  well  known  to  stu- 
dents of  mental  ailments.  He  imagined  that 
something  was  bound  to  happen  to  him.  The 
usual  vicious  circle  in  such  cases  developed. 
He  felt  unable  to  work,  and  then  he  worried  be- 
cause he  was  not  working,  which  only  added 
fuel  to  the  fire.  The  sentiment  of  insecurity, 
whether  within  the  individual,  in  his  relation- 
ship with  his  immediate  environment,  or  due  to 
social  and  economic  conditions,  frequently  re- 
sults in  psychoneurotic  or  manic-depressive 
states,  more  so  in  certain  predisposed  persons. 
And  so  it  did  in  this  case. 

Case  6. — And  here  is  a case  where  a physical 
sickness  was  disregarded.  A woman,  aged  47, 
with  two  children,  aged  20  and  17,  complained 
about  insomnia.  She  wept  during  the  consul- 
tation, and  she  was  crying  day  and  night.  Her 
menopause  had  occurred  eight  months  before 
and  her  husband,  for  whom  she  cared  much,  had 
left  her  for  another  woman  at  about  the  same 
time.  The  first  physician  whom  she  saw  stamped 
her  with  the  vague  diagnosis  of  involutional  de- 
pressive psychosis  and,  finding  it  useless  to  ex- 
plore into  her  physical  condition,  brought  her  to 
a psychiatrist.  The  latter,  relying  on  the  practi- 
tioner, did  not  examine  her  physically.  He 
changed  somewhat  the  name  of  the  disease  but 
kept  it  within  the  same  chapter  and  gave  in- 
structions to  the  colleague  how  to  handle  the 
case.  But  the  condition  became  worse  when 
her  two  brothers,  one  sister,  and  her  mother, 
after  a long  illness,  died  within  one  year.  The 
patient  always  enumerated  many  physical 
symptoms  similar  to  those  encountered  in  psy- 
choneurosis, and  her  doctor,  with  his  mind 
centered  upon  the  patient’s  mental  condition, 
ignored  them.  When  it  was  reported  to  him 
that  a few  times  she  had  had  short  attacks  of 
“fainting”  or  unconsciousness,  he  ascribed  them 
to  hysteria.  All  these  phenomena  could  be  so 
logically  and  comfortably  explained  by  her  men- 
tal state,  he  would  have  felt  foolish  to  suspect 
anything  else  and  to  acquaint  himself  deeper 
with  the  condition  of  her  body.  But  logic,  used 
alone,  is  a bad  counselor  and  interferes  with 
impartial  observation  and  the  study  of  facts. 
Another  psychiatrist,  seeing  that  the  woman 
was  50  pounds  overweight,  examined  her  closely, 
and  the  result  was,  among  other  important  facts, 
that  her  blood  pressure,  while  not  extremely 
high,  was  a good  deal  above  normal,  that  her 
urine  contained  a high  percentage  of  sugar  and 
some  acetone,  and  that  the  sugar  content  in  the 
blood  was  350  mg.  per  hundred  cubic  centi- 
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meters.  Her  attacks  of  unconsciousness  proved 
to  be  those  of  diabetic  coma  and  were  surely 
the  preludes  of  worse  episodes.  As  she  suffered 
mentally  both  because  of  the  events  in  her  life 
and  because  of  her  physical  disease,  no  improve- 
ment in  her  psyche  was  possible  until  something 
was  done  for  her  tangible  corporal  ailment. 
While  its  mere  positive  discovery  had  a favorable 
effect  upon  the  patient,  her  real  improvement, 
later,  helped  her  much,  not  only  somatically 
but  mentally  as  well. 

Case  7. — On  the  other  hand,  a young  woman 
who  was  treated  in  one  place  for  a long  time  for 
her  disconnected  symptoms  all  related  to  her 
digestive  function  was  not  improved,  until  it  was 
detected  elsewhere  that  she  was  unhappily 
married  and  some  modus  vivendi  was  found. 
Indeed,  she  complained,  but  only  when  asked 
about  her  marital  situation,  that  her  husband 
“showed  her  no  love,”  that  he  was  “repulsive” 
to  her,  and  that  their  sexual  intercouse  occurred 
very  rarely.  Her  formal,  conscious,  or,  let  us 
say,  representative  physical  disease  disappeared 
when  her  partner,  called  to  the  clinic,  made 
certain  concessions  and  when  both  agreed  to 
patch  up  their  lives  “for  the  sake  of  the  children,” 
even  though  this  was  not  a perfect  solution  of  the 
problem. 

Case  8. — A general  practitioner  who  had  the 
habit  of  not  speaking  to  his  clients  and  never 
explaining  anything  to  them,  treated  a patient 
for  a slight  genital  disorder.  When  pressed  to  at 
least  name  the  disease,  he  said:  “It  is  a urethri- 
tis,” meaning  by  that  a nonspecific  irritation  or 
inflammation.  The  condition  healed  quickly 
and  left  no  trace  locally,  but  the  patient  re- 
mained with  the  conviction  that  he  had  had  gon- 
orrhea and  for  years  avoided  intercourse  with 
his  wife,  behaved  differently  than  in  the  past, 
became  unsociable,  developed  a feeling  of  guilt 
which  he  transported  into  many  fields  of  his 
life,  made  himself  and  his  family  unhappy,  and. 
incidentally,  ruined  his  business  by  neglect, 
A good  deal  of  eloquence  was  required  to  make 
him  see  the  truth. 

Case  9. — A woman  who  detested  her  husband 
and  had  no  sexual  relations  was  under  her  doc- 
tor’s care  for  a cervical  erosion,  but,  when  he  de- 
clared her  cured  and  ceased  therapy,  she  was 
dissatisfied.  He  would  have  understood  the 
reason  had  he  investigated  deeper  into  her  be- 
havior. She  was  so  passionate  that  her  hus- 
band, who  was  but  moderately  sexed,  “only 
excited”  her.  Hence  there  resulted  fits  of  tem- 
per in  general  and  terrific  spells  of  anger  against 
him,  during  which  time  she  threw  things  around 
and  broke  the  furniture  and  the  crockery.  There- 
fore there  was  a need  for  her  being  at  least 


touched  and  handled  and  examined  by  this 
young  physician,  while  he  was  entirely  unaware 
of  her  conscious  or  semiconscious  plan  and  her 
desire  to  be  endlessly  cauterized  and  treated 
with  tampons.  At  home  she  douched  herself 
every  day  for  one  hour  by  an  arrangement  that 
permitted  a strong  stream  of  lukewarm  water 
to  flow  into  her  vagina  directly  from  the  faucet, 
the  latter  being  in  immediate  contact  with  the 
vulva. 

Case  10. — With  psychoneurotics,  wealth  is 
often  more  of  a curse  than  a blessing.  One  manu- 
facturer, after  employing  the  services  of  his 
several  physicians  with  whom  he  was  habitually 
connected,  went  to  various  consultants  and 
private  sanatoriums.  Returning  from  a Mid- 
western institution,  he  brought  the  “final” 
written  diagnosis  of  “chronic  nervous  exhaustion 
and  functional  indigestion,  old  mitral  endocardi- 
tis, also  functional.”  This  came  as  close  as 
possible  to  his  physical  condition,  but  neither  the 
knowledge  of  that  nor  the  multiple  therapeutic 
measures  advised  touched  the  real  evil,  which 
demanded  a different  approach.  (One  of  his 
doctors  in  this  city,  not  understanding  him,  was 
baffled  when  this  patient,  after  his  blood  pressure 
was  taken,  complained  that  this  procedure 
“chased  the  blood  to  the  other  arm” — a typical 
statement  so  familiar  to  experts.)  The  more 
opinions  he  heard,  the  more  treatments  he  tried, 
the  worse  he  felt.  Did  they  not  confirm  and 
reinforce  his  own  ideas  about  his  body?  And 
whether  he  knew  it  or  not,  he  had  the  right  to 
ask  his  doctors:  “Whatever  my  trouble,  organic, 
nervous,  or  functional,  can  I not  obtain  a cure? 
Why  dismiss  me?” 

Case  11. — A young  girl  student,  treated  for 
true  arthritis,  suffered,  as  a sort  of  lengthened 
shadow,  from  a light  manic-depressive  psychosis 
which  had  not  been  noticed.  This,  departing 
from  her  physical  ailment,  was  complicated  by 
her  infatuation  for  a much  older  man,  their 
single  coition  and  his  refusal  to  see  her  further, 
her  fear  of  her  parents  if  they  learned  about  her 
misstep,  her  feeling  of  guilt,  her  romantic  brood- 
ing, and  self-pity. 

Case  12. — A girl,  aged  18,  was  properly  treated 
for  her  cardiac  condition  and  her  “systolic  and 
diastolic  long  and  loud  murmur  right  and  left,”  as 
the  report  read  and  the  examination  showed.  But 
as  this  heart  trouble,  entirely  compensated  and 
under  control,  was  congenital,  she  was  some- 
what adapted  to  it,  and  it  disturbed  her  only  at 
certain  occasions.  Its  impact,  however,  was  the 
reason  why  her  more  significant  and  quite  evident 
schizophrenic  trends  had  been  overlooked. 
Fortunately  they  were  still  remediable. 

Case  13. — Little  Eddie,  aged  8,  was  suffering 
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from  a pain  in  the  chest  and  despaired  his  family 
doctor  who  tried  sincerely  but  unsuccessfully 
to  help  him.  Reconstructing  the  story,  we  found 
that  one  day  he  had  come  home  from  school  with 
that  complaint  and  that  the  mother,  “whose 
young  brother  had  died  of  heart  disease,”  had 
become  alarmed,  had  put  him  to  bed,  and  had 
called  her  physician.  The  latter  found  nothing 
abnormal,  but  this  statement,  in  the  absence 
of  a positive  answer  to  the  puzzle,  had  no  effect 
and  was  not  accepted.  All  he  could  do  was  to 
prescribe  some  medicine.  The  boy  was  not 
allowed  to  go  to  school,  which  at  first  pleased  him 
immensely,  or  to  play  except  in  bed,  which  dis- 
pleased him  greatly.  These  were  orders  given 
by  the  mother  who  tried  to  complete  those  of 
the  doctor  that  to  her  seemed  insufficient.  The 
entire  household  was  tense  and,  by  their  be- 
havior, communicated  their  fear  to  the  child — 
as  is  well  known,  fear  is  more  contagious  than 
measles.  There  was  an  actual  anxiety  neurosis, 
and  this  abnormal  situation  lasted  for  three 
months  until  the  boy  was  brought  to  a psychia- 
trist. Only  then  the  anamnesis  was  finished. 
This  mother  had  always  praised  the  “fine” 
children  who  had  good  marks.  But  Eddie  had 
had  bad  marks  in  school,  and  a girl  of  his  age  had 
teased  him.  There  was  a fight  and  he  was  hit  on 
the  chest.  While  the  effect  of  the  blow  had  disap- 
peared, of  course,  within  a day  or  two,  the 
parents  created  and  kept  on  feeding  the  child’s 
budding  mental  disorder.  The  first  physician 
could  have  discovered  and  understood  this  pro- 
logue which  shed  a clear  light  on  the  entire, 
though  tiny  and  modest,  drama  which  could 
have  been  a prelude  to  a nascent  psychosis. 

Case  14. — A man,  aged  58,  during  his  wife’s 
illness  and  sojourn  in  the  hospital,  copulated 
with  a young  woman  who  boarded  in  their  apart- 
ment. During  one  of  these  activities  and  as  a 
response  to  the  girl’s  demand,  cunnilingual  con- 
tact was  used.  Since  then  he  feared  all  sorts  of 
imaginary  diseases  and  was  badly  upset.  As  he 
had  really  acquired  an  eczema  of  the  chin,  he 
was  convinced  that  this  was  “syphilis  or  cancer.” 
His  doctor  removed  it  completely  by  a few  treat- 
ments, but  that  did  not  terminate  the  case  as 
far  as  this  patient’s  mentality  was  concerned. 
The  real  treatment  was  yet  to  come. 

Case  15. — Within  three  years  a woman  had 
been  taken  twice  to  the  hospital  by  her  physi- 
cian, once  for  an  appendectomy  and  once  for  a 
cholelithotomy . Both  operations  were  success- 
fully done,  but  the  practitioner  found  later  that 
her  complaints  had  not  subsided.  He  failed  to 
investigate  into  her  intimate  life  and  to  connect 
her  subjective  physical  symptoms  with  her  men- 
tal state,  which  surgery  could  not  cure. 


Case  16. — Nor  was  a patient,  aged  35,  of  su- 
perior intelligence,  unmarried,  in  need  of  sexual 
intercourse,  cured  or  improved  of  his  chronic 
constipation  by  ordinary  physical  therapy.  He 
neglected  his  trade,  stayed  at  home,  mastur- 
bated excessively  while  thinking  of  the  one  girl 
he  was  interested  in  and  to  whom  he  had  never 
proposed  or  even  spoken.  His  constipation  was 
his  pet  illness.  He  enjoyed  talking  about  it, 
emitting  all  sorts  of  clever  and  complicated 
theories  about  it.  His  preferred  remedy  consisted 
of  rectal  suppositories.  Only  a thorough  analysis 
of  his  entire  intimate  life  could  solve  the  mystery 
in  this  case. 

Case  17. — Nor  was  there  any  success  achieved 
in  a person  treated  for  his  sinus  disease,  in  whom 
the  mental  condition  was  disregarded.  Since 
this  ailment  has  become  popular  among  the  lay 
public,  it  is  frequently  linked  with  psychoneu- 
rotic complaints,  in  which  respect  it  shares  the 
fate  of  other  physical  disorders. 

And  so  on  and  so  forth — ad  infinitum. 

Remarks 

These  humble  cases  may  all  seem  un- 
interesting or  unimportant  if  compared  to 
the  more  advanced  and  more  spectacular 
ones.  But  I feel  that  they  need  even 
more  attention:  first,  because  they  are 
seen  everywhere  and  their  number  is 
legion;  and  secondly,  because,  by  know- 
ing them,  the  more  developed  conditions 
can,  under  favorable  circumstances,  be 
prevented.  This  is  one  of  the  phases  of 
preventive  medicine. 

It  is  incumbent  upon  every  physician, 
no  matter  what  the  nature  of  his  work,  to 
have  at  least  a smattering  of  the  mental 
diseases  or  to  be  acquainted  in  some  de- 
gree with  their  incipient  or  transitional 
forms  and  to  be  prepared  to  recognize 
the  mental  complications  combined  with 
any  ailment.  He  should  look  for  the  roots 
of  psychosis  in  child-upbringing,  adoles- 
cence, marital  and  sex  life,  social  environ- 
ment, and  economic  problems.  This 
would  clarify  the  diagnosis  in  many  cases, 
would  help  the  therapy,  and  would  make 
the  prevention  of  further  inroads  into 
mental  disturbance  more  possible. 

207  West  106th  Street 

Discussion 

Dr.  Nolan  D.  C.  Lewis,  New  York  City — 
Since  it  is  estimated  that  1 in  every  20  persons 
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at  some  time  during  life  develops  a mental  dis- 
order, it  is  quite  clear  that  Dr.  Liber’s  state 
ment  to  the  effect  that  every  practicing  physi- 
cian will  be  confronted  by  and  must  come  to 
grips  with  these  problems  on  numerous  occasions 
during  his  career  is  adequately  supported. 

It  is  particularly  important  that  the  early 
manifestations  of  mental  disorder  be  recognized 
in  order  to  protect  the  family  and  society  and  to 
afford  the  patient  the  optimum  chance  for  suc- 
cessful therapeutic  applications.  Nowadays, 
with  the  emphasis  placed  on  so-called  “psycho- 
somatic” medicine  in  most  of  the  large  medical 
schools,  the  student,  comparatively  early  in  his 
clinical  contacts,  becomes  acquainted  with  the 
effects  of  emotions  on  bodily  functions  and  is 
far  more  alive  to  the  importance  of  the  activities 
of  the  mind  than  the  student  of  twenty-five 
years  ago. 

Too  long  it  has  been  the  tendency  of  medical 
men  to  diagnose  neuroses  and  psychoses  by 
elimination — that  is,  attempting  to  reach  a di- 
agnosis of  mental  disturbance  after  the  presence 
of  all  possible  physical  disorder  is  ruled  out.  This 
is  unscientific  medicine.  Neuroses  and  psy- 
choses have  their  positive  signs  and  symptoms 
and  characteristic  reactions  that  are  as  definite 
to  the  expert  in  psychiatry  as  any  group  of  physi- 
cal signs  and  symptoms  are  to  the  internist. 

The  general  practitioner  should  know  some  of 
the  more  important  reaction  types.  It  might  be 
said  that  there  are  three  principal  emotional 
reaction  types  which  are  frequently  seen  in  the 
office  of  the  general  practitioner  or  at  the  home 
of  the  patient:  (1)  those  persons  with  mental 
depression  who  complain  of  various  physical 
discomforts,  either  diffuse  or  localized,  which 
usually  serve  as  cover  reactions  or  manifest 
themselves  as  a part  of  a depressive  process; 
(2)  those  persons  with  anxieties  involving  the 
function  of  the  heart,  the  stomach,  the  intestines, 
or  other  organs  of  the  body  which  become  the 
focus  of  attention;  (3)  those  persons  with 
neurasthenic  and  hypochondriacal  more  or  less 
fixed  ideas,  whose  life  plan  is  characterized  in 
part  by  shopping  about  from  one  physician  to 
another  for  the  relief  of  discomforts  of  emotional 
and  even  of  delusional  origin.  The  earlier  the 
practitioner  is  able  to  recognize,  diagnose,  and 
advise  these  patients  the  more  scientific  and  effi- 
cient will  be  his  practice  and  his  function  in  the 
community.  The  organic  reaction  types  and  the 
frank  psychoses  when  once  developed  are 
usually  recognized  and  treated  as  such. 


In  numerous  cases  these  reactions  are  the 
gradual  cumulative  results  of  distorted  emotional 
situations  that  begin  in  early  childhood.  If  this 
could  be  directed  and  treated  early  by  the  family 
physician,  it  is  probable  that  many  could  be 
saved  from  a complete  breakdown  later  in  life,  and 
thus  the  central  aim  of  all  medicine — namely, 
prevention — would  be  supported. 

Dr.  Bernard  Glueck,  New  York  City — On  the 
basis  of  a few  simply  recited  clinical  studies 
which  largely  speak  for  themselves,  Dr.  Liber 
succeeded  in  covering  the  entire  “Kingdom  of 
Evils,”  as  one  sees  it  reflected  in  the  daily  prac- 
tice of  the  psychiatrist.  This  Kingdom  of  Evils, 
as  defined  by  the  late  Dr.  Southard,  embraces 
disease  and  defect  of  body  and  mind;  educa- 
tional deficiencies  and  misinterpretation;  vices 
and  bad  habits;  legal  entanglements;  and, 
finally,  poverty  and  other  forms  of  resourceless- 
ness.  Singly  or  in  various  combinations,  these 
evils  that  beset  mankind  lead  sooner  or  later  to 
an  intolerable  sense  of  frustration  which  brings 
the  victim  within  the  purview  of  the  psychia- 
trist. What  these  histories  reflect,  and  they  have 
obviously  been  selected  just  as  much  with  pre- 
vention in  mind  as  well  as  cure,  is  individuals 
struggling  in  the  grip  of  one  or  more  of  the  afore- 
mentioned evils  and  urgently  in  need  of  a guiding 
hand  which  might  lead  them  toward  a better 
adjustment. 

Dr.  Liber’s  manner  of  approach  is  obviously  an 
intentional  simplification  of  the  problem.  Never- 
theless, it  is  true  that,  frequently,  a little  kindly 
help  will  go  a long  way  toward  making  possible  a 
healthy  adaptation  to  difficult  situations.  The 
important  thing  is  to  rekindle  and  keep  alive  the 
will  to  recovery. 

The  general  practitioner  must  recognize  that 
in  addition  to  a healthy  physiologic  integration 
and  functioning  man  requires  other  satisfactions 
of  a personal  and  biologic  character.  He  must 
have  a certain  minimal  degree,  at  least,  of  secu- 
rity and  opportunity  for  new  experiences;  he 
must  have  recognition  as  well  as  response,  other- 
wise his  sense  of  self-esteem  suffers  to  a greater 
or  lesser  extent  and  with  it  the  recuperative  qual- 
ities. Finally,  as  doctors  to  whom  these  prob- 
lems come  for  solution  we  must  appreciate  that 
equipment  alone  may  not  suffice  in  the  face  of  a 
lack  of  adequate  opportunity. 

Medicine  as  it  is  envisaged  today,  especially 
psychiatry,  has  to  pay  heed  to  the  social  implica- 
tions of  personal  maladjustments  as  well  as  to 
the  physical  ones. 


There  is  no  reason  for  tuberculosis  to  be  five  The  lowest  infant  death  rate  in  the  nation’s 
times  more  prevalent  in  some  communities  history  was  recorded  in  1939,  according  to  pre- 
than  it  is  in  others. — Thomas  Parran,  M.D.  liminary  tabulations  by  the  Census  Bureau. 


THE  PREMATURE  INFANT 

A Statistical  Study 

Marcus  B.  Einhorn,  M.D.,  Albany,  New  York 
{Assistant  Attending  Pediatrician,  Brady  Maternity  Hospital ) 


The  prematurity  situation  has  become 
a real  public  health  problem  as  it  af- 
fects the  neonatal  mortality  of  every 
state.  The  incidence  of  premature  births 
varies  from  3 to  7 per  cent,  and  this  small 
percentage  contributes  at  least  one-third 
to  one-half  to  the  entire  neonatal  mor- 
tality. This  figure,  indicating  the  low 
vitality  of  the  premature,  presents  a 
problem  that  is  a challenge  to  all  who 
would  lower  this  mortality  rate.  Dr. 
Hess1  of  Chicago  has  accomplished  strik- 
ing results  in  lowering  the  premature  mor- 
tality rate  in  that  city.  His  work  has 
inspired  many  throughout  the  country  to 
do  the  same  type  of  study  in  their  re- 
spective cities. 

In  Albany,  New  York,  at  the  Brady 
Maternity  Hospital,  where  48.1  per  cent 
of  all  Albany  babies  are  born,  we  have 
felt  the  need  for  a premature  department 
to  give  special  care  to  the  premature  in- 
fant. Until  the  year  1938  our  prematures 
were  cared  for  in  the  general  nurseries. 
In  1938  a newly  equipped  premature  unit 
was  established,  where  both  private  and 
service  cases  receive  special  care  under  a 
premature-minded  staff. 

This  premature  unit  consists  of  a large, 
well-ventilated  room  equipped  with  open, 
heated  cribs,  a Hess  incubator,  suction  ap- 
paratus, oxygen  tanks,  and  equipment  for 
the  general  care  of  premature  infants. 
The  humidity  is  regulated  by  jets  that  al- 
low live  steam  to  enter  the  room  until 
the  desired  humidity  (40  to  50  volumes 
per  cent)  is  reached.  The  room  is  en- 
tirely separated  from  the  other  nurseries 
so  that  there  is  the  least  possibility  of 
infection.  Formulas  are  prepared  in  the 
room  by  the  supervising  nurse. 

The  supervising  nurse  has  been  trained 
at  Sarah  Morris  Hospital  in  Chicago  and 
is  well  prepared  to  manage  the  nursery 
and  to  teach  student  nurses,  graduates, 


and  postgraduates  the  required  technic 
for  these  small  infants. 

The  members  of  the  pediatric  staff  have 
taken  a keen  interest  in  this  phase  of  the 
newborn  and  are  in  charge  of  the  medical 
care  of  the  nursery. 

Along  with  the  opening  of  this  unit,  a 
study  of  the  records  of  all  the  prematures 
born  at  the  Brady  Hospital  during  the 
years  1934  through  1938  has  been  made. 
These  cases  include  both  service  and 
private  patients.  An  effort  was  made  to 
record  the  causes  of  premature  births  as 
well  as  the  causes  of  death  of  these  in- 
fants. The  purpose  of  this  paper  is  (1) 
to  summarize  the  results  of  the  years 
1934  through  1937  to  be  known  as  group 
“A”  and  compare  them  with  the  year 
1938,  which  we  shall  call  group  “B”;  (2) 
to  form  a basis  for  a new  study  that  may 
be  made  in  the  future  so  that  we  may 
compare  our  observations  and  study  our 
progress;  (3)  to  encourage  other  hos- 
pitals to  make  similar  studies  with  the 
idea  of  improving  their  own  rates, 
eventually  resulting  in  the  reduction  of 
premature  mortality  in  general. 

This  series  includes  all  the  prematures 
born  alive  from  January,  1934,  through 
December,  1938.  Table  1 shows  the 
number  of  babies  born  in  the  city  of 
Albany  as  compared  to  the  number  born 
at  the  Brady  Hospital,  also  the  number  of 
prematures  born  at  the  Brady  Hospital, 
and,  finally,  the  percentage  incidence  of 
prematures. 

There  were  12,335  infants  born  in  Al- 


TABLE  1. — Incidence  of  Premature  Births  at 
Brady  Maternity  Hospital 


Pre- 

Infants 

Babies 

matures 

Prema- 

Born in 

Born  at 

Born  at 

tures  at 

Years 

Jan.,  1934 
to 

Dec.,  1938 

Albany 

Brady 

Brady 

Brady 

12,335 

5,840 

204 

3.47% 
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TABLE  2. — Comparison  of  Gravida  with  Number  op  Prematures 


Gravida 
Number  of 
prematures 
Mortality 

I 

90 

44% 

II 

45 

35% 

III 

22 

36% 

IV 

11 

45% 

V 

6 

66% 

VI 

3 

33% 

VII 

3 

100% 

VIII 

2 

0 

IX 

1 

0 

X 

2 

100% 

TABLE  3.- 

-Number  of  Cases  by  Months 

Jan.  Feb. 

Mar. 

Apr. 

May 

June 

July 

Aug. 

Sept. 

Oct. 

Nov. 

Dec. 

9 13 

12 

18 

18 

14 

17 

21 

24 

25 

13 

21 

bany  during  these  five  years,  and,  of 
these,  5,840  were  born  at  the  Brady  Hos- 
pital. Thus,  48.1  per  cent  of  all  live 
births  are  delivered  at  this  hospital.  We 
can  safely  say  that  this  figure  represents 
a rough  cross  section  of  all  the  babies 
born  in  this  city.  Of  this  number,  there 
were  204  prematures  weighing  2,500  Gm. 
or  less  at  birth.  This  study  includes  only 
those  infants  falling  within  this  weight 
group.  Stillbirths  have  been  excluded 
from  this  study.  The  incidence  of  pre- 
maturity was  3.47  per  cent,  and  this 
figure  is  in  agreement  with  that  found  by 
other  investigators.  Wilcox2  reported 
3.24  per  cent;  Gleich,3  4.5;  Smith, 
Andrews,  and  Limper,4  7;  and  Hess,1 
3.8. 

Most  studies  report  a greater  percent- 
age of  girls  over  boys,  whereas  this  was 
the  reverse  in  our  series.  We  had  112 
boys  and  91  girls.  No  definite  explana- 
tion can  be  given  for  the  greater  incidence 
of  one  sex  as  compared  to  the  other. 
However,  our  mortality  rate  of  44.6  per 
cent  for  boys  and  39.5  per  cent  for  girls  is 
in  accord  with  Wilcox2  who  found  a higher 
mortality  among  boys  than  girls.  Hess 
and  Chamberlain5  report  a mortality  of 
60  per  cent  in  boys  and  48  per  cent  in 
girls.  Blackfan6  also  found  that  the  mor- 
tality rate  for  premature  boys  is  higher 
than  for  premature  girls  in  every  weight 
group.  From  these  figures,  one  is  led  to 
believe  that  the  girl  has  a greater  degree 
of  vitality  and  is  better  able  to  accom- 
modate herself  to  the  surrounding  en- 
vironment. 

Grouping  our  cases  according  to  the 
number  of  pregnancies  of  each  mother,  we 
find,  as  would  be  expected,  more  pre- 
matures born  to  gravida  I than  to  gravida 
II,  more  to  gravida  II  than  to  gravida 


III,  etc.  This  is  shown  in  Table  2.  The 
mortality  percentage  for  each  group  is 
also  included. 

The  number  of  cases  of  prematurity  for 
each  month  of  the  year  was  summarized 
for  the  five-year  period.  The  months  of 
August,  September,  and  October  showed 
the  largest  number  of  these  infants  born. 
This  is  shown  in  Table  3. 

Our  only  explanation  for  the  greater 
number  of  premature  births  during  the 
above  three  months  is  that  mothers  may 
be  more  active  during  the  moderately 
warm  months  and  thus  deliver  prema- 
turely. Otherwise,  these  figures  are  of 
interest  only  from  the  standpoint  of 
seasonal  incidence. 

An  interesting  part  of  this  study  has 
been  the  comparison  of  prematures  born 
on  the  service  with  the  private  cases.  We 
had  83  service  and  117  private  cases.  For 
the  entire  series,  the  mortality  percent- 
age for  service  cases  was  45  per  cent  and 
for  private  cases,  42  per  cent.  In  1938 
the  mortality  rate  for  service  cases  was 
reduced  to  31  per  cent  and  for  private 
cases,  22  per  cent.  We  attribute  this  re- 
duction to  the  fact  that  the  premature 
infants  are  now  sent  to  the  special  pre- 
mature department  and  receive  routine 
care.  In  a series  studied  by  Dunham  and 
McAlenney,  Jr.,7  the  mortality  was  30 
per  cent  for  private  cases  and  26  per  cent 
for  ward  cases. 

The  duration  of  pregnancy  and  its  re- 
lation to  the  number  of  survivals  was 
studied  in  four  groups  as  shown  in  Table 
4.  The  number  of  prematures  increases 
markedly  from  8 at  five  months  to  68  at 
eight  months. 

The  older  the  infant  the  greater  the 
vitality  and  the  higher  the  percentage  of 
survivals.  There  were  no  survivals  for 
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TABLE  4. — Duration  of  Pregnancy  with  Percent- 
age of  Survivals  for  Entire  Series 


Month 

5 

6 

7 

8 

Number 

8 

37 

88 

68 

Survivals 

0 

5.4% 

60% 

82% 

TABLE  5. — Percentage  of  Survivals  According  to 
Weight 

Survivals  for 

Survivals  for 

Weight  in  Gm. 

Group  "A” 

Group  "B” 

Under  1,000 

0 

0 

1,001-1,500 

9.1% 

20% 

75% 

1,501-2,000 

50% 

2,001-2,500 

79.8% 

94.3% 

the  five-month  group,  while  at  six 
months  our  group  showed  a 5.4  percent- 
age of  survivals  and  at  seven  months  the 
rate  jumped  to  60  per  cent  with  the  high- 
est rate  of  82  per  cent  at  eight  months. 

In  Table  5 a comparison  is  made  of  the 
percentage  survivals  according  to  weight 
of  group  “A”  and  group  "B.” 

We  had  no  survivals  of  prematures 
weighing  less  than  1,000  Gm.  in  either 
group.  As  the  weights  increase,  the  sur- 
vivals increase.  In  group  “B,”  where  the 
infants  were  cared  for  in  the  premature 
room,  the  percentage  of  survivals  is 
higher  for  every  weight  group.  Our 
figures  in  group  “B”  compare  very  favor- 
ably with  the  results  obtained  by  other 
workers  and  leading  hospitals  that  have 
given  special  care  to  the  premature  in- 
fant. 

Mortality 

The  gross  premature  infant  mortality 
for  our  series  of  204  cases  was  42  per 
cent.  The  mortality  rate  for  the  year 
1938  was  reduced  to  24.1  per  cent.  Table 
6 shows  the  mortality  percentage  accord- 
ing to  years.  There  was  a steady  decrease 
in  the  rate  from  1934  through  1938. 

In  the  year  1937  the  staff  at  the  Brady 
Maternity  Hospital  became  more  pre- 
mature minded,  and  a greater  effort  was 
made  to  save  these  infants.  As  a result, 
our  mortality  has  been  lowered  from 
57  per  cent  in  1934  to  24.1  per  cent  in 
1938.  In  the  latter  year  we  had  a greater 
number  of  babies  of  less  than  2,500  Gm., 
yet  our  rate  was  greatly  reduced.  This 
can  only  be  attributed  to  the  most  con- 


TABLE 6. — Mortality  Percentage  by  Years 


Year 

No. 

Living 

Dead 

Mortality 

1934 

35 

15 

20 

57% 

1935 

27 

12 

15 

55.5% 

1936 

42 

20 

22 

52% 

1937 

42 

26 

16 

38% 

1938 

58 

44 

14 

24.1% 

TABLE  7. — Mortality  Percentage  According  to 
Weight 


Weight  in  Gm. 

Mortality  for  Groups 
"A”  "B" 

Under  1,000 

100% 

100% 

1,001-1,500 

90.9% 

80% 

1,500-2,000 

50% 

25% 

2,001-2,500 

20.2% 

5.7% 

scientious  efforts  of  the  pediatric,  ob- 
stetric, and  nursing  staffs  working  in 
unison  with  only  one  purpose  in  mind — 
that  of  reducing  the  premature  mortality 
rate. 

When  we  compare  our  rate  of  24.1  per 
cent  for  1938  with  that  of  other  investi- 
gations, we  feel  that  Brady  Hospital  now 
offers  the  most  modern  care  that  can  be 
given  to  these  small  infants. 

The  mortality  rate  of  other  investi- 
gators varies  as  follows : 38  per  cent  (Clif- 
ford8), 28.5  (Wilcox2),  24.1  (Hess1),  31 
(Smith4),  and  27  (Dunham7). 

The  mortality  rate  according  to  weight 
for  groups  “A”  and  “B”  is  shown  in 
Table  7. 

The  result  of  one  year’s  operation  of 
the  new  premature  unit  has  been  a greatly 
reduced  mortality  percentage  for  every 
group  except  those  babies  under  1,000 
Gm.  For  babies  of  1,001-1,500  Gm.,  our 
rate  was  reduced  to  80  per  cent.  The  rate 
for  babies  between  1,501-2,000  Gm.  was 
cut  exactly  in  half.  For  those  between 
2,001-2,500  Gm.,  the  rate  was  reduced 
from  20  to  5.7  per  cent. 

In  our  study,  80  per  cent  died  during 
the  first  twenty-four  hours,  3.4  per  cent 
died  in  the  second  twenty-four  hours, 
and  16  per  cent  died  after  forty-eight 
hours.  The  period  after  forty-eight 
hours  included  all  infants  dying  at  any 
time  from  the  forty-eighth  hour  to  nine- 
teen days.  Infants  surviving  the  first 
twenty-four  hours  have  a fairly  good 
chance  to  live.  Most  studies  agree  that 
over  half  of  the  deaths  occur  in  the  first 
twenty-four  horn's. 
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Causes  of  Death  of  Prematures 

The  causes  of  death  of  the  prematures 
in  this  series  were  studied  to  determine 
their  relative  importance.  Listed  in  the 
order  of  frequency  they  are  as  follows: 
prematurity,  61  cases;  infection,  8;  cere- 
bral hemorrhage,  6 ; congenital  malforma- 
tion, 4;  congenital  atelectasis,  2;  congeni- 
tal heart,  2 ; breech  presentation,  2 ; shock 
and  exposure,  1;  atrophy  of  thymus,  1. 

Eighteen  autopsies  (20.8  per  cent)  were 
performed  in  this  series  of  cases.  Pre- 
maturity headed  the  list  with  61  cases 
and  6 were  confirmed  by  necropsy  ex- 
amination. Eight  cases  of  infection  in- 
cluded diarrhea,  respiratory  infection,  and 
bronchopneumonia.  Three  of  these  cases 
came  to  autopsy  and  proved  the  diagno- 
sis. Cerebral  hemorrhage  accounted  for 
6 deaths  and  4 postmortems  were  ob- 
tained to  verify  the  diagnosis.  We  had 
4 cases  of  congenital  malformation  which 
included  club  foot,  encephalocele,  spina 
bifida,  and  anencephalic  monster.  Un- 
fortunately, no  autopsies  were  secured  but 
the  malformations  were  obvious.  Two 
cases  of  congenital  atelectasis  were  veri- 
fied by  autopsy.  Congenital  heart  was 
found  in  2 cases  and  these  were  proved 
by  autopsy.  Two  deaths  were  attributed 
to  breech  deliveries,  and  1 case  of  atrophy 
of  thymus  was  confirmed  at  necropsy. 

Causes  Leading  to  Premature  Births 

The  records  of  each  mother  were  studied 
with  the  purpose  of  determining  what 
causes  led  to  the  premature  births.  The 
following  list  presents  these  causes  in 
order  of  frequency : no  cause  reported,  88 
cases;  toxemia,  26;  premature  rupture 
of  membranes,  18;  multiple  births,  16; 
premature  separation  of  placenta,  9 ; 
accidental  trauma,  7;  placenta  praevia, 
6;  infection,  5;  hydramnios,  5;  pelvic 
deformities,  3;  heart  disease,  2;  cancer 
of  breast,  1;  tuberculosis,  1;  induced 
abortion,  1 ; syphilis,  1 ; induction  for  de- 
formity, 1;  anemia,  1;  shock,  1;  opera- 
tive interference,  1. 

Some  of  the  cases  of  premature  separa- 
tion of  membranes  were  accidental  and 
some  were  intentional.  Our  group  of 


multiple  births  included  15  sets  of  twins 
and  1 set  of  triplets.  There  were  5 cases 
of  infection  which  included  pneumonia, 
grippe,  pyelitis,  and  upper  respiratory 
infection.  Three  cases  of  pelvic  deform- 
ity included  contracted  type,  justo  minor, 
and  flat  pelvis.  The  cases  of  accidental 
trauma  were  due  to  auto  accidents,  work, 
and  overactivity  in  general. 

General  Care 

In  group  “A”  we  had  16  breast-fed 
babies  and  57  bottle-fed  infants.  Bottle- 
milk  formulas  included  all  kinds  of  dry 
milks,  cow’s  milk  formulas,  lactic  acid 
milk,  and  evaporated  milk. 

In  group  “B”  56  babies  were  started  on 
breast  milk  and  6 were  on  bottle  formu- 
las. These  52  babies  received  breast  milk 
until  the  danger  period  was  passed;  some 
were  then  placed  on  formulas,  either 
cow’s  milk  or  powdered  milk.  We  made 
an  extra  effort  to  encourage  mothers  to 
stimulate  breast  milk  by  explaining  to 
them  the  importance  of  this  type  of  food 
for  these  small  infants.  Our  efforts  were 
not  in  vain.  Babies  who  received  breast 
milk  seemed  to  thrive  better,  and  their 
stay  in  the  hospital  was  much  shorter. 
Grulle,  Sanford,  and  Herron9  found  that 
the  general  infant  mortality  was  ten 
times  greater  in  artificially  fed  babies  than 
in  breast-fed  babies.  They  found  that 
breast-fed  babies  possessed  greater  im- 
munity to  infection  and  disease.  Hess 1 and 
many  other  authorities  agree  that  breast 
milk  is  the  choice  feeding  for  prematures. 

The  majority  of  the  babies  in  group  “B” 
received  three  intramuscular  injections  of 
blood  for  general  stimulation  and  to  pre- 
vent sudden  loss  of  birth  weight.  Weak 
solutions  of  tea  were  given  between  feed- 
ings. When  necessary,  oxygen  was  used 
to  combat  cyanosis.  Stimulants,  such 
as  aromatic  inhalations,  lobeline,  cor- 
amine,  adrenalin,  and  caffeine  were  also 
used  during  cyanotic  attacks  and  for  gen- 
eral body  stimulation. 

Before  the  babies  were  discharged,  they 
were  started  on  an  iron  tonic,  orange 
juice,  and  codliver  oil. 

The  average  length  of  stay  in  the  hos- 
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pital  for  infants  in  the  entire  series  was 
thirty  and  four-tenths  days.  In  1934,  the 
average  stay  was  twenty-eight  days;  in 
1935,  twenty-six  days;  in  1936,  thirty- 
one  days;  in  1937,  thirty-four  days; 
in  1938,  thirty- three  days.  The  shortest 
period  of  hospitalization  was  twelve  days 
and  the  longest,  eighty-eight  days.  Dun- 
ham7 reports  an  average  stay  of  forty- 
three  days  and  Wilcox,2  twenty  and  one- 
half  days.  Our  prematures  were  dis- 
charged when  the  attending  physician  in 
charge  felt  that  they  were  out  of  danger, 
gaining  properly,  and  could  be  cared  for 
by  the  mother  at  home. 

After  leaving  the  hospital,  the  mothers 
on  the  service  are  encouraged  to  return 
with  their  babies  for  regular  check-ups  at 
the  Brady  Well  Baby  Clinic  where  the 
babies  are  followed  until  the  age  of  2. 

Summary 

1.  This  study  over  a period  of  five 
years  includes  204  premature  infants 
weighing  2,500  Gm.  or  less. 

2.  Of  all  babies  born  in  Albany  48.1 
per  cent  are  delivered  at  the  Brady 
Maternity  Hospital.  The  incidence  of 
prematurity  at  this  hospital  is  3.47  per 
cent. 

3.  A newly  equipped  premature  room 
was  established  in  1938  for  private  and 
service  cases  at  the  Brady  Hospital  as 
an  aid  in  lowering  our  mortality  rate. 


4.  The  mortality  rate  has  been  de- 
creasing yearly  from  1934  through  1938, 
with  the  lowest  rate  of  24.1  per  cent  in 
1938. 

5.  Prematurity  presented  the  great- 
est cause  of  deaths  of  these  infants.  In- 
fection, cerebral  hemorrhage,  and  con- 
genital malformation  followed  in  their 
respective  order. 

6.  Many  conditions  were  found  to  lead 
to  premature  births.  No  cause  reported 
heads  the  list  with  88  cases. 

7.  In  the  year  1938  we  had  52  breast- 
fed babies  as  compared  to  16  during  the 
four  previous  years.  This  aided  con- 
siderably in  improving  our  survival  rate. 

8.  The  average  length  of  stay  in  the 
hospital  was  thirty  and  four-tenths  days. 

9.  From  the  study  of  these  cases,  we 
feel  that  a special  room  equipped  for  the 
care  of  the  premature  is  a step  forward 
in  lowering  the  infant  mortality  rate. 
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NEW  YORK  CITY  HEALTH  DEPARTMENT’S  LABORATORIES 


The  Bureau  of  Laboratories  offers  routine 
diagnostic  services  to  physicians,  manufac- 
tures biological  products,  offers  bedside  con- 
sultation and  laboratory  services  in  infections 
of  the  central  nervous  system  and  in  pneumonia, 
and  conducts  research. 

Contact  with  physicians  is  maintained  through 
more  than  400  drug  stores  that  are  designated 
as  stations  of  the  Health  Department.  These 
stations  carry  a stock  of  the  Department's 
biological  products,  supply  physicians  with  out- 
fits for  the  collection  of  specimens,  and  receive 
specimens  for  transmission  to  the  diagnostic 
laboratory. 

Collections  of  specimens  left  for  diagnosis 
are  made  daily  at  specified  times  from  certain 
of  these  drug  stores,  designated  as  “collecting 
stations.”  Other  stores  specified  as  “sub” 
stations  are  required  to  forward  specimens  to 
the  nearest  collecting  stations.  The  time  of 
collection  can  be  learned  in  each  station.  In- 
formation concerning  the  location  of  Department 


stations  may  be  obtained  by  telephoning  the 
Diagnostic  Laboratory,  WOrth  2-6900 — Ex- 
tension 255. 

Routine  diagnostic  service  is  given  in  this 
manner  for  the  following  types  of  examinations: 
Serologic  tests  for  syphilis 
Sputum  examinations  for  tuberculosis 
Smear  examinations  for  gonococci 
Cultures  for  diphtheria 

Agglutination  tests  for  typhoid,  paratyphoid, 
typhus  fever  (Weil-Felix),  undulant  fever, 
and  tularemia. 

Excepting  positive  cultures  for  diphtheria, 
reports  are  sent  by  mail  and  will  usually  reach 
the  physician  within  four  days  (5  days  for 
Wassermanns)  following  the  data  on  which  the 
specimen  is  left  in  the  collecting  box  of  a sta- 
tion. The  reports  on  positive  diphtheria  cul- 
tures are  telephoned  to  the  physician  on  the 
morning  following  the  collection  of  the  specimen 
from  the  drugstore  station,  and  confirmation  is 
sent  by  mail. 


Case  Reports 


THE  VALUE  OF  DEXTROSE  IN  BRONCHIAL  ASTHMA  IN  CHILDREN 

Arthur  Prince,  M.D.,  Mount  Vernon,  New  York 


N the  fall  of  1934  my  attention  was  directed  to 
the  report  of  several  English  physicians  in 
which  they  described  the  use  of  sugar  in  the 
treatment  of  hay  fever.  These  workers,  Barber 
and  Ariel1  and  later  Osman,2  were  much  encour- 
aged with  their  results.  At  about  the  same 
time,  Malone,3  an  American  investigating  the 
role  of  hypoglycemia  in  allergy,  found  the  blood 
sugar  values  in  15  cases  of  bronchial  asthma  to  be 
between  68  and  80  mg.  per  hundred  cubic  centi- 
meters of  whole  blood.  Black4  has  reported 
that  in  12  patients  suffering  from  allergy  the 
fasting  blood  sugar  varied  from  61  to  80  mg. 

In  January,  1935,  hypoglycemia  as  a causative 
factor  in  bronchial  asthma  was  brought  forcibly 
before  me.  At  that  time  a boy,  2 years  of  age, 
responded  so  well  to  sugar  therapy  that  further 
studies  and  experience  were  sought.  While  the 
series  of  cases  is  limited,  the  evidence  points  to 
the  great  benefit  to  be  derived  by  using  this 
therapy  on  bronchial  asthma,  especially  in 
children.  This  series  is  presented  herewith. 

Case  Reports 

Case  1. — J.  B.,  boy,  aged  2,  had  a history  of 
eczema  appearing  six  weeks  after  birth ; this  was 
followed  by  frequent  attacks  of  asthma  at  3 
months  of  age.  Skin  tests  made  later  showed 
sensitivity  to  many  substances.  He  was  so  sensi- 
tive to  eggs  that  the  smallest  quantity  would 
result  in  a severe  attack  of  asthma  within  two  to 
three  minutes. 

A striking  point  in  his  history  was  his  inability 
to  perform  any  strenuous  exercise  without  suf- 
fering from  asthma.  Ordinary  games  with 
young  children  became  the  cause  of  choking 
torture  within  a short  time. 

In  January,  1935,  at  the  age  of  2 years,  this 
patient  was  given  one  teaspoonful  of  dextrose 
four  times  a day.  At  the  end  of  the  ten-day 
period,  this  child  was  coaxed  to  eat  a bit  of  egg. 
After  a fifteen-minute  wait  with  a syringe  filled 
with  adrenalin  lying  in  readiness,  there  was  no 
reaction.  The  patient  ate  a bit  more  and  finally 
consumed  the  entire  egg  in  a period  of  one  hour. 
There  was  no  reaction  of  any  kind.  Continuing 
on  the  daily  dose  of  dextrose,  he  was  free  of 
asthma  for  months,  although  he  ran  about  and 
played  with  the  other  children  for  hours  at  a 
time.  In  addition,  milk  no  longer  caused  ec- 
zema and  ice  cream  was  eaten  without  ill  effect. 

In  the  four  years  that  have  followed,  this  boy 
has  been  purposely  deprived  of  his  dextrose 
several  times  each  year.  In  each  instance 
asthma  has  resulted  within  a few  days  and  has 
been  promptly  relieved  by  ingestion  of  dextrose. 
Frequently,  some  unusual  exertion  would  bring 
on  an  attack;  the  patient  would  then  help  him- 


self to  some  dextrose  and  the  attack  would 
promptly  terminate.  Occasionally  when  he 
awakens  during  the  night  with  an  attack,  he  is 
given  his  powder  and  is  soon  off  to  a quiet  sleep 
again. 

As  he  has  grown  taller  and  older,  it  has  been 
necessary  to  increase  the  daily  dose  to  provide  for 
greater  requirements  (about  8 teaspoonfuls 
daily). 

His  fasting  blood  sugar  in  asthmatic  attack 
was  60  mg.,  relieved  by  2 teaspoonfuls  of  dex- 
trose. 

Case  2. — W.  S.,  boy,  aged  18,  had  suffered 
asthma  since  the  age  of  6.  Skin  tests  at  several 
clinics  revealed  sensitivity  to  a large  number  of 
allergens.  When  placed  on  a daily  intake  of  5 
teaspoonfuls  of  dextrose,  he  showed  remarkable 
improvement  with  marked  diminution  in  fre- 
quency and  severity  of  the  attacks.  Finally 
the  attacks  came  on  only  when  he  played  basket- 
ball, showing  the  influence  of  strenuous  exercise 
in  using  up  blood  sugar.  These  attacks  were 
prevented  entirely  by  having  the  patient  take  2 
tablespoonfuls  of  dextrose  before  the  game  and 
again  at  the  end  of  the  first  half. 

Case  3. — V.  P.,  boy,  aged  8,  had  suffered  from 
asthma  since  the  age  of  4.  The  child  was  sensi- 
tive to  exercise  and  to  many  kinds  of  food.  He 
could  not  run  a distance  of  fifty  feet  without 
suffering  from  asthma.  A daily  dose  of  6 tea- 
spoonfuls of  dextrose  keeps  him  free  of  asthma 
and  enables  him  to  compete  with  his  classmates 
in  all  forms  of  exercise.  There  is  now  no  sensi- 
tivity to  foods  of  any  kind.  These  results  are 
transient,  however,  and  withdrawal  of  the  daily 
dose  of  dextrose  results  in  asthma  within  two  to 
three  days.  Once,  because  of  carelessness,  he 
was  deprived  of  the  usual  dose,  receiving  only  1 
teaspoonful  daily  for  two  days.  At  the  end  of 
the  second  day  he  suffered  a severe  attack, 
and  in  my  presence  he  took  1 teaspoonful  of 
dextrose  in  water.  Within  five  minutes  the 
attack  had  disappeared  as  dramatically  as 
though  he  had  been  given  adrenalin.  Fasting 
blood  sugar  was  82  mg. 

Case  4. — T.  D.,  boy,  aged  5,  had  asthma 
since  the  age  of  2.  There  was  no  specific  food 
sensitivity.  It  was  noticed  that  continued 
activity  soon  brought  on  an  attack.  A blood 
sugar  specimen  taken  during  an  attack  of 
asthma  showed  54  mg.  This  patient  receives  a 
daily  dose  of  8 teaspoonfuls  of  dextrose  and  is 
kept  fairly  free  of  asthma.  Occasionally  he 
awakens  with  a slight  wheeze  at  about  2:00  a.m., 
but  a teapoonful  of  dextrose  in  water  or  milk 
relieves  him  in  about  five  minutes.  As  with  the 
others,  his  appetite  has  greatly  improved;  there 
has  been  a noticeable  gain  in  weight,  and  his 
activity  is  unrestricted. 

Case  5. — H.  S.,  boy,  aged  9,  had  been  a suf- 
ferer from  asthma  for  four  years.  While  many 
skin  tests  had  been  done,  there  were  no  sensitivi- 
ties. It  was  noticed  that  a period  of  stormy 
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weather  inevitably  resulted  in  an  attack.  A 
fasting  blood  sugar  specimen  showed  90  mg.,  a 
low  normal  figure  for  children.  He  is  now  on  a 
daily  dose  of  6 teaspoonfuls  of  dextrose  when- 
ever the  barometer  falls,  and  he  is  free  from 
attacks.  A test  of  several  stormy  days  without 
dextrose  at  once  brought  on  an  attack  that  was 
promptly  relieved  by  this  medication. 

Case  6. — N.  H.,  man,  aged  42,  reported  that 
eating  an  apple,  pear,  or  peach  resulted  in  a 
choking  sensation  in  the  throat,  so  severe  as  to 
make  him  fear  for  his  life.  He  was  given  dex- 
trose— 1 teaspoonful  four  times  a day  for  ten 
days.  He  then  ate  an  entire  apple  without 
symptoms  of  any  kind,  a new  experience  over 
the  previous  eight  years.  Thinking  that  he  was 
cured,  he  ceased  taking  the  dextrose.  The 
following  day  he  ate  an  apple  and  a pear,  once 
more  without  symptoms.  Twenty -four  hours 
later,  after  neglecting  the  dextrose  for  two  days, 
he  started  on  an  apple  but  was  soon  in  an  agoniz- 
ing attack  with  the  choking  sensation  in  his 
throat.  Unfortunately,  the  patient  was  so 
frightened  by  the  return  of  his  symptoms  that 
he  could  not  be  induced  to  repeat  the  experiment. 

Discussion 

What  is  the  mechanism  involved?  For  many 
years  adrenalin  has  been  a specific  in  relieving 
asthmatic  attacks.  One  of  the  actions  of  adrena- 
lin is  to  liberate  glycogen  from  the  liver  into  the 
blood  stream.  Might  not  this  action  of  adrena- 
lin be  as  potent  a source  of  relief  to  the  sufferer 
as  is  its  muscle-relaxing  action?  The  author  has 
many  times  witnessed  complete  relief  within 
five  minutes  after  ingestion  of  dextrose. 

What  is  the  cause  of  hypoglycemia  in  these 
patients?  Aside  from  the  theories  regarding 
hyperinsulinism  and  other  glandular  malfunc- 
tion, it  is  my  opinion  that  poor  sugar  digestion 


is  the  true  cause.  My  reason  for  this  opinion 
is  the  fact  that  dextrose — and  dextrose  alone — 
will  relieve  my  patients  of  asthma ; other  sugar  is 
ineffectual.  Over  a period  of  four  years  these 
patients  have  been  deprived  of  dextrose  many 
times.  Other  sugars  have  been  substituted,  but 
apparently  insufficient  glucose  has  appeared  in 
the  blood  stream,  for  after  periods  varying 
from  two  to  four  days,  asthma  recurs.  These 
attacks  yield  promptly  to  dextrose  within  five 
minutes,  showing  the  quick  absorption  of  the 
exact  element  needed. 

Summary 

Five  cases  of  bronchial  asthma  in  children 
and  1 case  of  food  allergy  in  an  adult  have  been 
presented.  In  the  asthma  cases  the  fasting 
blood  sugar  was  found  to  be  54,  60,  82,  and  90  mg. 
per  hundred  cubic  centimeters.  The  normal 
blood  sugar  values  in  children  is  said  to  be  from 
90  to  120  mg.  per  hundred  cubic  centimeters  of 
blood.  The  treatment  of  these  cases  with  dex- 
trose is  discussed. 

Conclusions 

The  value  of  dextrose  in  the  treatment  of 
bronchial  asthma  in  children  has  been  great. 
Every  one  of  the  cases  has  responded  dramati- 
cally to  this  simple  and  inexpensive  form  of  treat- 
ment. Further  studies  should  be  made  along 
these  lines  and  on  a larger  scale. 
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CASE  OF  CEREBRAL  PSEUDO-ABSCESS  OF  OTOGENIC  ORIGIN 

E.  D.  Friedman,  M.D.,  New  York  City 

{Professor  of  Neurology  and  Director  of  Department,  New  York  University  College  of  Medicine ) 


Cases  of  “pseudo-abscess”  of  the  brain  of 
otogenic  origin  have  been  described  by 
Oppenheim,4  Adson,1  Borries,3  Symonds,6  At- 
kinson,2 and  others.  Owing  to  some  unusual 
features  the  following  case  was  deemed  worthy  of 
report. 

Case  Report 

S.  F.,  a 40-year-old  operator,  was  first  ad- 
mitted to  the  Otological  Service  of  Beth  Israel 
Hospital  on  September  1,  1936,  with  the  com- 
plaint of  pain  in  the  right  temporal  region  of 
four  months’  duration.  Following  an  attack  of 
acute  coryza  in  May,  1936,  he  developed  pain 


Case  presented  at  the  meeting  of  the  Section  of 
Neurology  and  Psychiatry  of  the  New  York  Academy  of 
Medicine,  April  11,  1939. 


in  the  right  ear  but  there  was  no  discharge,  only 
buzzing.  About  a week  prior  to  admission  he 
had  another  attack  of  infection  of  the  upper 
part  of  the  respiratory  tract.  At  this  time  he 
noted  twitching  of  the  right  eye  and  transitory 
diplopia.  There  was  again  some  tinnitus  in  the 
right  ear  but  no  vertigo. 

Neurologic  examination  showed  slight  diminu- 
tion of  hearing  on  the  right  and  blurring  of  the 
optic  disks  (due  to  myopia).  There  were  no 
focalizing  signs.  The  visual  fields  were  normal. 
The  otolaryngologist  found  a nonsuppurative 
otitis  media  on  the  right.  White  blood  cell 
count  was  normal. 

X-ray  examination  of  the  skull  revealed  evi- 
dence of  a chronic  sclerosing  mastoiditis  on  the 
right  (see  Fig.  1). 

He  was  discharged  nine  days  after  admission 
with  a diagnosis  of  subsiding  nonsuppurative 
otitis  media. 
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Fig.  1.  Normal  pneumatic  mastoid  on  the  left; 
sclerosed  mastoid  on  the  right. 


He  was  readmitted  October  3,  1936,  to  the 
Neurological  Service.  Since  his  discharge  from 
the  hospital,  the  right-sided  temporal  pain  and 
buzzing  in  the  right  ear  had  persisted.  Two 
weeks  prior  to  admission  he  noted  drooping 
of  the  right  eyelid. 

Neurologic  examination  now  showed  ptosis 
of  the  right  upper  lid,  dilatation  of  the  right 
pupil  with  fixation  of  this  pupil  to  both  light  and 
accommodation.  The  consensual  reflex  was 
present  from  right  to  left  but  not  from  left  to 
right.  All  movements  of  the  right  eye  were 
impaired  except  external  rotation.  The  right 
disk  showed  more  hazy  margins  and  rather  full 
veins.  The  patient  presented,  in  addition,  a 
left  lower  facial  weakness,  diminished  hearing 
in  the  right  ear,  exhaustible  abdominal  reflexes, 
and  hyperactivity  of  the  deep  reflexes  on  the  left. 

Lumbar  puncture  revealed  clear  fluid  con- 
taining 42  cells  per  cubic  millimeter  (88  per  cent 
lymphocytes);  total  protein  was  63  mg.  per 
hundred  cubic  centimeters.  Later  spinal  punc- 
ture yielded  clear  fluid  which  contained  8 cells 
per  cubic  millimeter  and  total  protein  of  52  mg. 
The  Wassermann  test  was  negative,  and  the  col- 
loidal gold  curve  was  suggestively  meningitic. 

General  medical  examination,  including  x-ray 
examination  of  the  chest,  was  negative.  There 
was  no  fever,  the  pulse  rate  was  normal,  and 
there  was  no  stupor.  There  was  no  mastoid 
tenderness,  although  the  tympanic  membrane 
was  thickened,  the  light  reflex  gone,  and 
the  landmarks  obliterated.  Audiometer  tests 
showed  about  20  per  cent  loss  of  hearing  on  the 
right.  Encephalography  was  then  carried  out. 
The  graph  revealed  a slight  shift  of  the  ventricu- 
lar system  to  the  left,  failure  of  filling  of  the 
temporal  horn  of  the  right  ventricle,  and  some 
dilatation  of  the  left  ventricle  anteriorly  (see  Fig. 
2). 

It  was  our  impression  that  we  were  dealing 
with  an  expanding  lesion  in  the  right  middle 
fossa,  probably  located  on  the  mesial  aspect  of 
the  right  temporal  lobe  and  making  pressure  on 
the  crus  in  this  region. 

In  view  of  the  relative  inaccessibility  of  this 
lesion  and  the  absence  of  papilledema,  it  was 
considered  advisable  to  postpone  operation  and 
to  follow  the  patient  in  the  outpatient  depart- 
ment. 

After  the  patient  was  discharged  from  the 
hospital  in  November,  1936,  the  ptosis  disap- 
peared, but  the  buzzing  in  the  right  ear  and  the 
right  temporal  headache  persisted.  Late  in 
January,  1937,  the  patient  developed  papil- 
ledema and  was  readmitted  to  the  hospital  on 
February  2,  1937. 


Fig.  2.  Encephalogram  revealing  slight  shift 
of  ventricular  system  to  the  left.  Dilatation  of 
the  left  lateral  ventricle  and  deficient  filling  of 
the  right  lateral  ventricle. 

Neurologic  examination  revealed  a partial 
third  nerve  lesion  on  the  right,  bilateral  papil- 
ledema, more  pronounced  on  the  right,  slight 
left  facial  weakness,  mild  hyperreflexia  on  the 
left,  diminution  of  the  left  abdominals,  but  no 
Babinski  sign.  There  were  no  disturbances  in 
sensation.  There  was  also  no  history  of  un- 
cinate phenomena.  There  was  some  general 
constriction  of  the  visual  fields  (probably  due 
to  myopia)  but  no  quadratic  or  hemianoptic 
field  defects.  Caloric  tests  showed  no  deviation 
from  the  normal. 

Lumbar  puncture  revealed  clear  fluid  con- 
taining 13  cells  per  cubic  millimeter,  and  the 
gold  curve  again  was  meningitic.  Initial  pressure 
was  150  mm.;  Ayala’s  quotient,  5. 

On  February  6,  1937,  exploratory  craniotomy 
was  carried  out  through  a right  temporal  osteo- 
plastic flap.  The  dura  was  not  tense.  The 
temporal  lobe  appeared  adherent  along  the 
base  of  the  middle  fossa.  The  dura  was  covered 
by  a thin  membrane.  The  temporal  convolu- 
tions were  flattened  and  widened.  Incision 
into  the  middle  temporal  convolution  revealed 
soft  discolored  tissue ; this  was  evacuated.  The 
operator  was  uncertain  whether  the  lesion  was  a 
primary  neoplasm  with  degenerative  changes 
or  an  inflammatory  focus.  The  postoperative 
course  was  uneventful.  There  was  only  a mild 
febrile  reaction.  The  neurologic  signs  began  to 
recede.  On  February  11  it  was  noted  that  the 
pupils  were  equal  in  size  and  reacted  well,  the 
disk  changes  subsided,  there  was  slight  weakness 
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Fig.  3.  Inflammatory  and  glial  reaction  and  Fig.  4.  Area  of  “gemastete”  glia  cells, 
proliferation  and  congestion  of  blood  vessels. 


of  internal  gaze  on  the  right,  the  abdominals 
were  equal,  and  the  slight  hyperreflexia  on  the 
left  also  receded. 

Lumbar  puncture,  prior  to  his  discharge  on 
February  25,  revealed  clear  fluid,  pressure  136 
mm.,  9 cells,  normal  colloidal  gold  curve. 

The  neuropathologist  reported  that  the  speci- 
men of  tissue  removed  revealed  the  signs  of 
chronic  inflammation.  There  was  mononuclear 
infiltration  of  the  vessel  walls  and  of  the  adven- 
titia. The  cells  in  the  capillary  walls  were 
also  swollen,  and  the  adjacent  tissue  contained 
mononuclear  elements.  No  leukocytes  were 
found.  There  was  no  evidence  of  tumor  (see 
Figs.  3 and  4). 

Cultures  of  the  spinal  fluid  and  the  material 
obtained  at  operation  were  unfortunately  not 
carried  out. 

The  patient  was  re-examined  on  March  26, 
1939.  He  felt  well  and  had  been  working  con- 
tinuously for  eighteen  months. 

Neural  status  revealed  no  abnormalities  aside 
from  some  weakness  of  the  right  superior  rec- 
tus. 

He  presented  a right-sided  middle-ear  lesion 
with  lateralization  of  the  Weber  to  the  right, 
and,  although  he  still  experienced  buzzing  in 
this  ear,  he  had  “gotten  used  to 'it.” 

Comment 

This  case  is  being  reported  for  the  following 
reasons:  (1)  to  add  a case  of  pseudo-abscess  of 

the  brain  to  those  already  reported  in  the  litera- 
ture ; (2)  to  note  the  fact  that  a relatively  benign 
process  in  the  right  ear  with  a sclerosing  mastoidi- 
tis led  to  secondary  infection  of  the  brain;  (3) 
to  emphasize  the  fact  that  implication  of  the 
homolateral  third  nerve  may  be  helpful  in  the 
diagnosis  of  lesions  of  the  temporal  lobe. 

In  most  of  the  cases  reported  in  the  literature 
the  lesion  was  in  the  temporal  lobe.  Oppen- 
heim  thought  that  this  coincidence  was  fortui- 
tous. Most  observers  including  myself  be- 
lieve, however,  that  the  two  conditions  are 
etiologically  related  and  that  the  cerebral  lesion 
is  the  result  of  the  antecedent  otitis.  Of  the  3 
nontemporal  cases  reported  in  the  literature,  1 


was  in  the  cerebellum  (secondary  to  otitis)  and 
2 in  the  frontal  lobe  (secondary  to  sinusitis). 
It  is  worthy  of  note  that  the  spinal  cell  count  in 
our  case  was  relatively  low,  although  throughout 
the  period  of  indolent  activity  of  the  lesion  a 
meningitic  curve  was  found. 

It  is  quite  likely  that  cerebral  pseudo-abscess 
develops  on  the  basis  of  infection  with  an  at- 
tenuated virus,  which  gives  rise  in  the  brain  to 
the  signs  of  a chronic  low-grade  inflammatory 
process.  Although  many  of  these  cases  heal 
spontaneously,  the  advent  of  papilledema  in 
our  own  case  made  operative  interference  a 
surgical  necessity.  The  pathway  of  infection 
in  these  cases  is  probably  by  way  of  the  tegmen 
tympani  and  the  venous  channels  on  the  sur- 
face of  the  brain.  The  localized  adhesions  found 
at  the  base  at  the  time  of  operation  would  seem 
to  corroborate  this  view  of  the  march  of 
events. 

Finally,  I would  suggest  that  the  term  “pseudo- 
abscess” be  replaced  by  the  more  appropriate 
one,  namely,  localized  nonsuppurative  encephali- 
tis (Atkinson). 


I want  to  express  my  indebtedness  to  Dr. 
Charles  Davison,  neuropathologist  at  Monte- 
fiore  Hospital  and  consulting  neuropathologist 
at  Beth  Israel  Hospital,  for  the  pathologic 
studies  in  this  case. 

1192  Park  Avenue 
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SULFAPYRIDINE  IN  PNEUMOCOCCUS  TYPE  XIX  OPTHALMIA 

Joseph  Millett,  M.D.,  Hempstead,  New  York 


The  use  of  sulfanilamide  for  gonorrheal 
infections  of  the  conjunctiva  in  infants1’2’3 
and  adults4  has  been  the  subject  of  a number  of 
preliminary  reports.  In  the  majority  of  these 
cases  amelioration  of  symptoms  and  change  in 
the  clinical  course  of  the  infection  can  be  meas- 
ured in  hours  rather  than  days  or  weeks  as  pre- 
viously. In  this  highly  infectious  disease  with 
its  pitiful  complications  and  the  possibility  of 
spread  to  the  other  eye,  its  rapid  control  by 
means  of  chemotherapy  can  be  considered  a 
marked  advance  in  the  treatment  of  gonorrheal 
ophthalmia. 

The  introduction  of  sulfapyridine  for  the 
treatment  of  pneumococcic  infections  suggests 
its  use  against  these  organisms  in  parts  of  the 
body  other  than  the  respiratory  tract.  Reports 
of  its  successful  application  in  the  treatment  of 
pneumococcic  infections  of  the  meninges  have 
already  appeared  in  the  literature.6’6’7  At  this 
time  of  writing  no  reference  has  been  found  in 
the  literature  regarding  the  use  of  sulfapyridine 
in  pneumococcus  conjunctivitis.  The  following 
case  report  may,  therefore,  be  of  interest. 

Case  Report 

The  patient,  a 5-month-old  infant,  was  first 
seen  on  February  5,  1939.  The  mother  stated 
that  the  child  had  had  a “running  eye”  since 
birth.  The  amount  of  pus  was  so  great  that  it 
was  necessary  to  wash  the  eye  five  to  six  times 
a day,  otherwise  the  lids  became  so  matted  to- 
gether that  a moderate  degree  of  force  had  to  be 
employed  to  pry  them  apart.  In  the  morning 
fifteen  to  twenty  minutes  had  to  be  spent  soften- 
ing the  crust  on  the  lids  before  attempting  to 
open  the  eye.  The  past  history  was  non- 
contributory and  communication  with  the  hos- 
pital where  the  patient  was  born  revealed  that 
the  baby  had  been  discharged  with  clear  eyes. 

Physical  examination  revealed  a healthy 
5-month-old  male  infant  normal  in  every  respect 
except  for  a discharging  right  eye.  The  left 
eye  was  unaffected.  A direct  smear  was  made, 
and  a smear  was  also  sent  to  the  state  laboratory. 
Direct  examination  of  the  eye  after  preliminary 
lavage  with  boric  acid  revealed  slightly  reddened 
lids.  Under  the  ophthalmoscope  the  cornea  and 
the  anterior  chamber  were  found  to  be  clear. 
Boric-acid  eye  washes  followed  by  15  per  cent 
mild  silver  proteinate  and  l/\  per  cent  zinc  sulfate 
were  ordered.  On  February  6,  1939,  the  follow- 
ing telegram  was  received  from  the  Branch 
Laboratory  of  the  State  Department  of  Health: 
“Eye  specimen  patient  K.  F.  Gonococci  not 
found.  Many  gram-positive  cocci  resembling  in 
morphology  pneumococci  and  many  pus  cells 
found.” 

The  patient  was  not  seen  again  until  March 
17,  1939.  The  eye  was  unimproved  in  spite  of 
faithful  care  as  advised.  A sterile  swab  was  im- 


pregnated with  pus  and  taken  to  the  local 
pneumococcus  typing  station  (Meadowbrook 
Hospital).  After  cultures  were  made  the  report 
the  next  day  revealed  type  XIX  pneumococci 
and  a few  staphylococci.  On  the  afternoon  of 
March  21,  1939,  the  patient  was  given  1/2  tablet 
of  sulfapyridine  (0.25  Gm.)  ground  up  in  a little 
applesauce,  and  this  was  ordered  to  be  repeated 
every  three  hours.  Two  doses  were  given 
through  the  night.  Local  medication  was  dis- 
continued except  when  it  was  necessary  to  wipe 
away  the  excess  pus. 

Within  eighteen  hours  the  character  and 
amount  of  the  discharge  had  been  so  changed 
that  the  following  morning  only  a slight  ooze 
was  noted  at  the  inner  canthus  of  the  eye. 
Medication  was  continued  until  11  tablets 
(51/2  Gm.)  had  been  consumed.  The  patient 
was  seen  daily,  and  only  a slight  crusting  was 
noted  at  the  inner  canthus  every  morning,  which 
was  only  slightly  more  marked  than  that  seen 
in  the  other  unaffected  eye.  On  April  2,  1939, 
a culture  taken  of  the  crusting  of  the  affected 
eye  revealed  only  staphylococci.  The  reddening 
of  the  lids  had  entirely  disappeared,  and  the  eye 
was  normal  except  for  a dacrocystitis,  evidenced 
by  the  fact  that  the  tears  of  the  right  eye  kept 
falling  over  the  cheek.  Dilatation  of  the  naso- 
lachrimal  duct  was  advised,  but  it  was  not  done. 
A blood  count  and  urine  taken  after  five  days  of 
medication  were  found  to  be  normal. 

On  April  30,  1939,  the  patient  was  seen  again 
because  of  the  reappearance  of  the  discharge  in 
the  right  eye.  It  was  not  enough  to  cause  the 
lids  to  stick  together.  A culture  was  taken 
which  revealed  a few  type  XIX  pneumococci 
and  many  pneumococci  that  showed  no  capsule 
swelling  in  all  six  pools.  Medication  was  insti- 
tuted as  before,  and  the  discharge  cleared  rapidly 
in  two  days.  The  dacrocystitis  was  still  present. 
In  about  one  month  the  discharge,  mild  and 
watery  in  character,  recurred  and  toward  the 
middle  of  June,  1939,  the  duct  was  dilated, 
drainage  was  established,  and  the  eye  cleared 
up  entirely.  It  had  remained  entirely  clear  after 
three  and  one-half  months  at  the  time  of  this 
writing.  It  is  interesting  to  record  that  on 
July  7,  1939,  the  baby  suddenly  came  down  with 
a rather  severe  type  VI  bronchopneumonia  and 
recovered.  The  eye  was  normal  when  last  seen 
on  August  5,  1940. 

Comment 

One  has  only  to  review  the  standard  texts  on 
ophthalmology  to  note  the  entirely  unsatis- 
factory status  of  the  treatment  of  pneumococcus 
conjunctivitis.  Optochin  and  quinine  locally 
and  systemically  have  been  in  the  main  dis- 
carded. The  status  of  serum  in  the  specific 
treatment  of  conjunctivitis  has  not  proved  itself 
to  be  of  much  value.  At  present,  treatment 
consists  mostly  of  lavages  of  antiseptics  followed 
by  astringents.  By  and  large,  treatment  has  to 
be  carried  out  over  a long  period  of  time,  and 
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the  disease  runs  an  indolent  course,  although 
some  cases  of  pneumococcus  conjunctivitis  have 
been  said  to  clear  up  by  “crisis.” 

The  above  reported  case  is  interesting  from  a 
number  of  points  of  view.  One  of  the  most  im- 
portant is  that  a pneumococcus  ophthalmia 
of  several  months’  standing  had  immediately 
(measured  in  hours)  been  chemotherapeutically 
affected  shortly  after  the  institution  of  sulfa- 
pyridine.  It  demonstrates  again,  as  has  been 
pointed  out  by  Telling  and  Oliver8  and  Lawrence9 
in  several  cases  of  pneumococcic  pneumonia, 
that  the  drug  exerts  a deleterious  effect  on  type 
specificity.  In  addition,  it  reveals  that  wherever 
surgical  drainage  is  indicated  it  must  be  em- 
ployed before  the  infection  can  be  entirely  eradi- 
cated by  chemotherapy.  This  has  been  noted 
and  advised  in  the  chemotherapeutic  treatment 
of  streptococcus  meningitis  of  otic  origin,  urinary 
stasis  due  to  various  forms  of  obstruction,  and 
other  surgical  infections.  While  it  has  been 
noted  that  pneumococci  have  occasionally  be- 
come resistant  to  sulfa  pyridine  therapy10’11  dur- 
ing a course  of  treatment,  in  this  case  the  organ- 
isms responded  to  a second  course  of  the  drug 
after  a lapse  of  about  four  weeks  between  courses. 


Conclusions 

A case  of  Pneumococcus  type  XIX  ophthal- 
mia of  about  four  and  one-half  months’  dura- 
tion in  a 5-month-old  infant  responded  almost 
immediately  to  sulfapyridine  therapy.  Com- 
plete cure  could  not  be  obtained  until  the  focus 
was  eradicated  from  the  nasolachrimal  duct  and 
drainage  established.  The  proved  effect  of 
sulfapyridine  on  pneumococcic  organisms  in 
general  suggests  its  use  on  infections  with  these 
bacteria  wherever  they  occur  in  the  body. 

507  Fulton  Avenue 
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FOREIGN  BODY,  BELATED  DIAGNOSIS 

E.  James  Buckley,  M.D.,  New  York  City 

(. Department  of  Surgery,  New  York  Post-Graduate  Medical  School  and  Hospital ) 


Each  and  every  one  of  us  in  the  surgical  world 
at  one  time  or  another  has  been  confronted 
with  foreign  bodies  either  in  the  line  of  diagnosis 
or  their  removal.  This  article  concerns  itself 
mostly  with  diagnosis.  The  types  of  foreign 
bodies  are  legion  in  number;  but  the  patho- 
logic picture  of  an  infected  foreign  body  may 
be  considered  as  one.  No  matter  what  its  na- 
ture or  consistency  might  be,  we  all  know  that  a 
persistently  draining  sinus  is  established,  lined 
with  granulation  tissue,  and  will  continue  to 
discharge  until  the  foreign  body  is  removed. 

The  patient,  7-year-old  girl,  was  first  seen  in 
the  dispensary  at  New  York  Post-Graduate 
Medical  School  and  Hospital  on  February  23, 
1940,  with  a chief  complaint  of  swelling  and  inter- 
mittent drainage  in  the  region  of  the  medial 
aspect  of  the  proximal  phalanx  of  the  left  ring 
finger.  History  as  given  by  the  mother  was  some- 
what as  follows:  “About  six  months  previously 
the  child  was  scratched  in  the  proximal  phalangeal 
area  of  the  fourth  finger  of  the  left  hand  while 
climbing  a wooden  fence.  There  was  some 
bleeding  but  no  marked  discomfort  at  the  time. 
A day  or  so  later  a ‘lump’  appeared  somewhat 
like  a mosquito  bite  and  remained  about  this 
size  for  a period  of  about  two  months.  A sub- 


sequent injury  in  this  area,  four  months  later, 
caused  the  finger  to  bleed  a little,  ‘proud  flesh’ 
appeared  at  the  site  in  three  or  four  days,  a 
progressive  swelling  of  the  proximal  phalanx 
developed,  and  patient  also  began  to  notice  a 
slight  purulent  discharge.”  At  this  time  the 
mother  decided  to  take  the  patient  to  a private 
physician  who  cauterized  the  granulation  tissue. 
However,  the  sinus  remained  draining  scantily 
and  the  child  was  again  taken  to  the  same  doctor. 
No  x-rays  were  taken  at  the  time.  The  family 
doctor  finally  referred  this  patient  to  the  New 
York  Post-Graduate  dispensary. 

Examination  showed  a girl  apparently  in  good 
health  except  for  a slight  anemia.  In  the  local 
area,  i.e.,  the  left  ring  finger,  proximal  phalanx 
there  was  a fusiform  swelling  slightly  red  at  the 
midportion,  and  on  the  medial  aspect  there  was 
noted  an  opening  about  2 mm.  in  diameter  with 
a firm  cordlike  structure  extending  proximally 
for  about  one  inch.  No  marked  tenderness  was 
present.  The  flexion  and  extension  of  the  finger 
were  not  appreciably  limited  and  pressure  over 
this  tract  caused  some  pus  to  escape  through 
the  opening  previously  mentioned. 

X-rays  were  taken  for  a diagnosis  of  possible 
osteomyelitis  and  foreign  body  in  the  finger. 
The  report  is  as  follows:  Examination  of  the  left 
hand  shows  cortical  periosteal  thickening  along 
the  proximal  phalanx  of  the  ring  finger.  There 
is  a small  area  of  rarefaction  near  the  terminal 


September  15,  1940] 


CASE  REPORTS 


1391 


portion  of  the  phalanx  with,  however,  no  definite 
evidence  of  break  through  the  cortex.  There  is 
moderate  soft  tissue  swelling  of  the  proximal 
portion  of  the  same  finger.  The  conclusion  was 
cortical  periosteal  reaction  of  proximal  phalanx 
of  the  left  ring  finger,  with  small  area  of  rare- 
faction at  the  distal  end.  There  was  moderate 
soft-tissue  swelling. 

Since  the  x-ray  revealed  no  marked  pathologic 
changes,  the  possibility  of  an  infected  foreign 
body  prompted  exploration.  The  patient  was 
taken  to  the  operating  room  and  the  local  area 
anesthetized  with  2 per  cent  novocain  (the 
patient  was  a very  cooperative  child  and  this 
anesthesia  was  felt  adequate) ; the  infected 
area,  about  3 mm.  in  diameter  with  pus  dis- 
charging from  the  center,  was  incised  and 
necrotic  tissue  was  found  at  its  base.  The  latter 
was  curetted  and  the  foreign  body  substance 
came  into  view.  This  was  grasped  with  a small 
Kelly  clamp  and  a splinter  of  wood  about  1 
inch  in  length  was  removed.  The  cavity  was 
iodinized  and  packed  with  one  strip  of  iodoform 
gauze  and  one  silk  suture  was  taken  to  approxi- 
mate the  skin  edges.  This  patient  was  followed 
in  our  dispensary  for  a period  of  three  weeks, 
at  the  end  of  which  time  the  wound  was  found 
to  be  clean  with  no  evidence  of  discharge  of  any 
nature.  The  swelling  had  diminished  almost 
entirely,  the  motion  of  the  finger  was  good,  and 
practically  no  pathologic  changes  existed  at  the 
end  of  this  time. 

Conclusion 

Interestingly  enough,  the  history  and  physical 
findings  in  this  case  were  related  to  a number  of 


Fig.  1.  Foreign  body,  belated  diagnosis. 


doctors  of  my  acquaintance,  and  in  only  one 
instance  was  the  diagnosis  of  foreign  body  con- 
sidered first  in  line  with  reference  to  the  dif- 
ferential diagnosis.  I,  also,  had  not  considered 
foreign  body  first  and  foremost  in  this  case. 
Other  possibilities  also  given  consideration  were 
osteomyelitis,  sarcoma,  tuberculosis,  and  teno- 
synovitis. This  case,  although  of  minor  surgical 
consideration,  is  most  instructive.  No  matter 
what  the  pathologic  considerations  might  be  at 
the  time,  with  a chronic  discharging  sinus,  be  it 
in  the  head,  neck,  chest,  abdominal  wall,  or 
extremities,  one  must  emphatically  bear  in  mind 
the  possibility  of  an  infected  foreign  body.  The 
enclosed  photograph  shows  the  splinter  and 
pathology  approximately  four  days  after  re- 
moval. 

30  East  40th  Street 


THE  PROPHYLACTIC  USE  OF  SULFONATED  OIL  IN  CEMENT  DERMATITIS 

Isidore  Pincus,  M.D.,  New  York  City 

(Assistant  Dermatologist,  Skin  and  Cancer  Unit,  New  York  Post-Graduate  Hospital ) 


Of  the  ten  leading  causes  of  occupational  der- 
matoses, alkalis,  including  cement  and  con- 
crete, rank  second  in  incidence  (10  per  cent)  in  a 
study  by  Schwartz1  of  9,116  cases  reported  to  the 
United  States  Public  Health  Service.  This  large 
incidence,  of  course,  includes  cases  in  many  fields, 
from  bricklayers  to  farmers  and  fruit  growers, 
where  the  trees  are  lime-sprayed.  It  is  evident, 
too,  that  there  are  many  cases  that  do  not  reach 
the  stage  of  disability  that  requires  reporting  or 
medical  care. 

In  the  treatment  of  occupational  dermatoses, 
it  has  been  my  aim  to  make  the  patient’s  return 
to  work  possible.  Experiments  in  nonspecific 
desensitization  to  allergens  have  thus  far  been 
inconclusive,  but  I believe  that  in  this  instance 
of  cement  dermatitis  some  progress  has  been 
made — that  is,  the  use  of  sulfonated  oil  instead 
of  soap,  making  it  possible  for  two  bricklayers 
with  this  condition  to  return  to  work  with  no  re- 
currence. 


Cement  dermatitis  is  not,  in  the  majority  of 
instances,  an  allergic  phenomenon.2  It  is, 
rather,  a traumatic  process  consisting  of  (1)  the 
caustic  action  of  the  calcium,  (2)  to  a lesser  ex- 
tent, the  traumatic  action  of  the  grains  of  sili- 
cate,3 and  (3)  the  rise  in  temperature  induced  by 
the  hydration  of  lime.  These  facts  account  for 
the  number  of  cases  showing  negative  patch  tests, 
as  in  the  cases  below  and  as  reported  by  Goodman 
and  Sulzberger4  and  Rothman.6  Of  course  there 
are  also  secondary  factors  in  the  etiology;  dry- 
ness of  the  skin,  age,  weather,  all  play  some 
part. 

The  use  of  sulfonated  oil  as  a detergent  in 
these  cases  was  prompted  by  the  thorough  dis- 
cussion of  the  action  of  soap  on  skin  by  Blank.6 
In  patch  testing  a series  of  subjects  with  various 
fatty  acids,  he  found  the  saturated  fatty  acids 
of  low  molecular  weight,  caproic,  caprylic,  and 
lauric  acids,  give  a high  percentage  of  positive 
patch  tests  on  normal  subjects.  The  mixed 
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Fig.  2. 


fatty  acids  of  coconut  oil  gave  100  per  cent  posi- 
tive tests  on  normal  and  soap-irritable  subjects. 
He  found,  however,  that  the  mixed  fatty  acids 
from  castor  oil  give  negative  reactions  in  all 
normal  and  soap-irritable  subjects. 

The  cutaneous  surface,  in  Blank’s  opinion, 
ranges  in  pH  between  4 and  7 ; aqueous  solutions 


Fig.  3. 


of  commercial  soaps  range  between  pH  10  and 
11.  In  other  words,  the  application  of  soap  to 
the  skin  means  applying  a fairly  strong  alkali 
to  a somewhat  acid  skin. 

It  has  been  shown,  therefore,  that  the  irritant 
action  of  soap  is  based  on  two  factors:  (1)  the 
type  of  fatty  acids  contained  and  (2)  the  alkaline 
reaction  of  the  soap  solution.  The  use  of  sul- 
fonated  castor  oil  as  a detergent  has,  therefore,  a 
logical  basis,  since  the  mixed  fatty  acids  of  this 
oil  showed  a minimum  irritation  and  showed  that 
the  pH  is  slightly  on  the  acid  side. 

Case  Reports 

Case  1. — D.  H.,  aged  58,  man,  had  been  a 
bricklayer  during  all  of  his  adult  life.  He  began 
to  have  erythema,  Assuring,  minute  ulcerations, 
and  scaling  of  the  hands  five  years  before.  This 
improved  in  time  as  he  began  to  use  gloves  for 
protection.  The  eruption  became  much  worse 
seven  months  before,  involving  both  hands 
(Figs.  1 and  2),  forearms,  forehead  (Fig.  3),  and 
the  top  of  the  right  ear. 

Patch  tests  with  wet  cement  applied  to  the 
back  were  negative,  but  when  applied  near  the 
forehead  lesion,  they  were  strongly  positive.  It 
was  found  that  the  sweatband  of  the  cap  was 
impregnated  with  cement.  The  ear  lesion  was 
due  to  cement  carried  on  the  pencil  that  was 
constantly  worn  above  the  ear.  On  four  occa- 
sions, rapid  improvement  followed  cessation  of 
his  work,  but  there  was  no  ointment,  glove,  or 
other  method  of  protection  that  would  allow  him 
to  work  with  no  recurrence. 
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After  almost  one  year’s  observation,  sulfonated 
castor  oil  was  prescribed  to  be  used  (three  to  four 
times  daily)  instead  of  ordinary  soaps,  the  oil  to 
be  rinsed  off  with  water.  It  proved  to  be  a fairly 
satisfactory  detergent  and  has  prevented  a re- 
currence during  the  past  three  months,  although 
working  at  the  same  job  and  using  the  same  ce- 
ment. When  he  stopped  the  use  of  the  oil  for  a 
few  days,  his  dermatitis  reappeared.  He  is  able 
to  work  without  gloves  and  claims  his  hands  are 
in  better  condition  than  in  the  past  five  years. 

Case  2. — F.  A.,  man,  aged  51,  had  been  a brick- 
layer for  many  years.  He  complained  of  dry 
skin  for  a long  time  but  no  eruption  until  the 
winter  of  1939,  when  he  developed  an  itchy,  scal- 
ing, erythematous  eruption  on  the  hands,  with 
much  Assuring  and  induration.  This  condition 
persisted  for  four  months,  until  he  stopped  work- 
ing, when  it  slowly  cleared  up.  On  two  occa- 
sions when  he  tried  to  return  to  work,  he  had  ex- 
acerbations. 

When  the  sulfonated  oil  was  used,  he  found  the 
skin  was  not  so  dry  and,  after  three  weeks  of  his 
usual  work,  has  not  had  a recurrence. 

Comment 

Of  course,  2 cases  of  successful  return  to  work 
do  not  prove  that  cement  dermatitis  can  in- 


variably be  cured  in  this  way.  There  are  so 
many  variable  factors  that  one  is  impelled  to  be 
cautious  in  drawing  conclusions.  The  use  of  sul- 
fonated oil  has  been  successful  not  only  in  cases 
of  cement  dermatitis  but  also  in  other  types,  of 
“hand  eczema.” 

Summary 

The  reasons  for  the  use  of  sulfonated  oil  are 
outlined.  Two  cases  of  cement  dermatitis  that 
resisted  all  attempts  at  permanent  cure  until 
sulfonated  oil  was  used  instead  of  soap  are  pre- 
sented. These  cases  will  receive  further 
study. 

133  East  58  Street 
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MISCHIEVOUS  MEDICAL  FALLACIES  PUNCTURED 


Dr.  Haven  Emerson  neatly  punctured  some  of 
the  medical  fallacies  that  have  been  urged  upon 
the  nation  in  an  address  to  Detroit  doctors  and 
their  wives  a few  weeks  ago,  especially  the 
fallacy  “that  the  national  health  is  in  a bad  way, 
that  the  medical  care  of  one-third  of  the  people 
is  neglected  or  entirely  lacking,  that  a revolu- 
tion in  the  conduct  of  medical  affairs  is  re- 
quired, with  financial  and  administrative  depend- 
ence for  health  and  medical  care  of  every 
state  upon  Federal  authority.”  He  said,  in  part : 

During  the  past  decade  the  following  signifi- 
cant changes  have  occurred : 

Infant  mortality  has  dropped  46  per  cent  in 
New  York  City  and  29  per  cent  in  the  United 
States. 

Maternal  mortality  has  fallen  50  per  cent  or 
more  in  most  parts  of  the  United  States. 

The  turberculosis  death  rate  has  fallen  43  per 
cent  in  New  York  City  and  32  per  cent  in  the 
United  States. 

The  diphtheria  death  rate  has  fallen  97  per 
cent  in  New  York  City  and  59  per  cent  in  the 
United  States. 

The  typhoid  fever  death  rate  has  fallen  70  per 
cent  in  New  York  City  and  59  per  cent  in  the 
United  States. 

The  death  rate  from  diarrhea  and  enteritis 
under  two  years  of  age  has  fallen  62  per  cent  in 
New  York  City  and  67  per  cent  in  the  United 
States. 

The  pneumonia  death  rate  has  fallen  66  per 
cent  in  New  York  City  and  31  per  cent  in  the 
United  States. 

The  accident  death  rate  has  fallen  39  per  cent 
in  New  York  City  and  28  per  cent  in  the  United 
States. 


The  death  rate  from  three  causes,  which  in 
the  main  are  not  preventable  but  are  typically 
related  to  the  steadily  rising  average  age  of  the 
population  and  particularly  of  the  portion  over 
45  years  of  age,  have  increased,  for  diabetes 
36  per  cent  in  New  York  City  and  25  per  cent  in 
the  United  States;  for  heart  diseases  10  per  cent 
in  New  York  City  and  22  per  cent  in  the  United 
States;  for  cancer  18  per  cent  in  New  York  City 
and  19  per  cent  in  the  United  States. 

Death  rates  from  many  other  diseases  have 
fallen,  not  as  a result  of  specific  measures  of 
prevention  so  much  as  from  a general  high  level 
of  sanitation  and  personal  hygiene  and  im- 
proved skills  in  medical  and  nursing  manage- 
ment of  sickness. 

No  comparable  experience  can  be  quoted  for 
any  other  people  or  nation  in  human  history. 
There  is  nothing  in  this  record  to  give  any  basis 
for  the  fantastic  and  exaggerated  statements  of 
gloom  and  despair  which  were  foisted  upon  the 
public  in  July,  1938,  by  the  spokesman  of  the 
federal  government,  to  prepare  the  voters  and 
the  legislators  to  welcome  a vast  program  of 
expenditure  in  the  name  of  health. 

The  story  of  improving  national  health  is  too 
consistent  and  continuous  to  justify  any  serious 
credence  in  the  much  exploited  claim  that  more 
than  a third  of  the  nation  lacks  adequate  medi- 
cal care  and  that  an  even  larger  fraction  is  suf- 
fering from  economic  disadvantage  on  account 
of  illness. 

In  spite  of  the  inadequate  incomes  of  the  fam- 
ilies of  many  wage  earners  and  of  the  large 
amount  of  unemployment,  the  health  of  the 
people  of  the  United  States  has  not  been  neglected 
or  medical  care  been  denied  them. 


The  U.  S.  Public  Health  Service,  Washington,  pneumonia,  and  syphilis,  the  borrower  to  pay 
D.  C.,  has  motion  pictures  to  loan  on  cancer,  only  transportation  costs. 


Special  Article 

WHY  NOT  GIVE  THE  DOCTOR  A BREAK? 

My  Answer  to  Group  Medicine 

Floyd  Burrows,  M.D.,  Syracuse,  New  York 


Recently  I read  in  the  A merican  Magazine*  an 
article  that,  in  subtle  fashion,  cleverly  at- 
tacked the  tenets  of  present-day  medicine  and 
vigorously  urged  the  early  development  of  group 
doctoring. 

Reading  it  makes  me  yearn  to  cross  verbal 
swords  with  its  author  and  ram  a sizzling  blade 
through  his  left  ventricle.  To  present  lavishly 
only  one  side  of  an  important  subject,  vital  to  a 
more  or  less  uninformed,  easily  misguided  public, 
is  unquestionably  unfair  as  well  as  harmfully  mis- 
leading. The  old  puritan  town  meetings  down 
East  always  gave  the  opposition  a chance  to 
elaborate  its  views.  That  is  what  I ask  for — an 
opportunity  to  let  the  public  see  the  other  side  of 
the  shield. 

Perhaps  I am  a puny  medical  Jack  the  Giant 
Killer  attempting  to  climb  a tottering  bean 
stalk — a vaunting,  audacious  David  striding 
forth  to  do  battle  in  the  arena  of  argument  with 
a powerful  Goliath,  M.D. 

But  if  I were  convalescing  from  pneumonia 
with  my  blood  pumped  full  of  curative  rabbit 
serum,  I would  have  sufficient  spunk  left  in  my 
system  so  that  no  one  could  heave  a pitcher  of 
literary  ice  water  in  my  face  and  scare  me  into 
the  delusion  that  I had  just  broken  out  with  a 
cold  sweat  from  fright — even  if  the  author  who 
hurls  it  hails  from  a prominent  Boston  family 
and  has  a national  reputation  for  big  achieve- 
ments with  a scalpel. 

This  particular  writer-exponent  of  group  medi- 
cine starts  off  by  submitting  the  naive  confession 
that  he  found  he  was  making  from  his  surgical 
work  "considerable  more  money  than  an  honest 
man  ought  to.” 

As  an  excuse  for  his  pirating  adventures  into 
the  pecuniary  realm  of  big  fees  he  gave — in  a re- 
markable example  of  fiction  composition — that 
old  alibi  that  had  its  origin  in  the  halcyon  Garden 
of  Eden  time — he  laid  the  blame  for  his  sin  on  a 
woman. 

He  discovered  that,  without  his  knowledge,  his 
grinningly  capable  secretary  had  skyrocketed  his 
income  amazingly! 

It  is  a well-established  fact  that  an  office  girl 


occasionally  has  created  havoc  within  her  per- 
fumed zone  of  activity,  but  few  ever  have  been 
intrigued  into  such  a heinous  pastime  as  this  par- 
ticular doll. 

This  gal  would  gaze  with  malice  aforethought 
through  the  plate  glass  that  gave  view  to  the 
street  and  charge  for  the  boss’s  services  a price 
based  on  the  value  of  the  car  a patient  arrived  in! 
"I  think  that  the  cost  of  an  operation  is  worth 
the  price  of  an  auto,  don’t  you?”  she  coyly 
gurgled  to  her  employer. 

Therefore,  if  doc  pricked  a fester — a Ford;  if 
he  lanced  a carbuncle — a Cadillac!  A swell 
dame  who  clicked.  I wish  I could  hire  one  like 
her. 

His  frank  admission  exemplifies  the  fact  that 
fees  have  grown  extravagant  among  many  stra- 
tegic surgeons  and  other  specialists  until  there 
has  developed  an  aristocracy  within  the  profes- 
sional domain.  Some  men  have  become  wealthy 
through  their  practice,  while  many  of  the  rank 
and  file  have  plodded  on  just  a few  jumps  ahead 
of  the  poorhouse.  Somewhere  around  90  per 
cent  of  the  doctors  do  a million  dollars  worth  of 
work  for  comparatively  nothing,  while  the  other 
10  per  cent  recoup  for  themselves  half  a million 
in  cash.  The  situation  is  analogous  to  two  min- 
ers in  a partially  exhausted  El  Dorado  pecking 
away  for  gold.  One  gets  all  the  nuggets  and  the 
other  gets  only  the  dust.  This  makes  things 
sadly  out  of  balance. 

Perhaps  there  is  no  definite  proof  that  would 
hold  water  before  a judge  and  jury  that  such  as- 
sertions are  true ; but,  like  the  hairpin  in  a bache- 
lor’s bed,  the  evidence  to  date  is  suggestively  sus- 
picious to  say  the  least.  Everyone  knows  many 
things  are  true  that  can’t  be  legally  verified.  It 
would  be  difficult  to  establish  in  a dingy  court- 
room the  claim  that  there  is  a deity  known  as  the 
Holy  Ghost;  yet  there  are  millions  of  intelligent 
people  who  devoutly  believe  in  such  a superna- 
tural being. 

Now,  there  can’t  be  a few  hundred  doctors  on 
one  side  of  the  medical  picture  who  have  made 
their  pile  by  being  intrenched  in  strategic  strong- 
holds from  which  enormous  fees  are  ruthlessly 
shot  as  though  from  a gun  and  several  thousand 
others  scattered  out  on  the  lonely  battlefields  of 


* Editor’s  Note:  Abstracted  in  the  Reader’s  Digest, 

September  1,  1940. 
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disease  where  bacterial  shrapnel  gets  in  its  un- 
holy work,  fighting  for  and  collecting  only  a com- 
parative pittance,  without  creating  professional 
disharmony,  which  roars  and  reverberates  like  a 
thunderstorm  across  the  rugged,  uneven  province 
of  pills  and  powders. 

At  this  point  I wish  to  pause  momentarily  to 
champion  just  a bit  the  “little  man  with  the  black 
bag” — that  hangover  from  the  “horse-and- 
buggy”  days — that  seemingly  decrepit  relic  of 
the  dark  ages  of  medicine,  when  castor  oil  and 
epsom  salts  knights  in  archaic  fashion  went 
forth  equipped  with  cumbersome  armor  to  joust 
with  disease. 

In  this  present  period  of  lofty  high-hatted 
specialism  there  is  a tendency  for  egotistical 
nabobs  of  genius  with  bulging  craniums  to  utter 
slurring  criticism  about  this  little  fellow,  this 
lowly  man  who,  they  assert,  is  guilty  of  selling 
only  “deified  guesswork”  and  “Delphic  pro- 
nouncements.” 

To  hear  some  haughty  Aesculapian  advocates 
of  group  medicine,  socialized  medicine,  or  other 
forms  of  revolutionary  medicine  talk,  a humble 
listener  who  didn’t  know  his  way  around  the 
Hippocratic  bone  yard  would  gather  that  such 
dignitaries  never  sign  a death  certificate  and  that 
they  always  hover  near  at  hand  to  snatch  unfor- 
tunate victims  of  disease  from  a yawning  grave 
after  the  old  family  doctor  negligently  has  al- 
lowed them  to  drift  into  its  close  proximity. 
Depend  upon  it,  if  there  is  any  honorarium — 
financial  or  otherwise — in  sight  they  usually  grab 
it,  while  the  little  fellow  gets  his  pay  in  repercus- 
sions. 

Credit  in  this  vale  of  tears  and  rascality  doesn’t 
always  go  where  it  is  due.  The  wrong  king  often 
is  crowned,  and  the  scepter  adorns  an  unworthy 
scalp. 

I happen  to  belong  to  that  large  but  select  body 
of  physicians  who  usually  are  designated  by  the 
pompous  big  shots  as  “general  practitioners.” 
The  attitude  of  the  self-annointed  intelligentsia 
of  physic  burns  me  up  on  occasions.  I,  along 
with  others  of  my  ilk  in  the  pill-slinging  profes- 
sion, am  assumed  to  be  a know-nothing  fogy  on 
my  way  out  of  the  medical  picture.  I am  be- 
lieved to  be  clinging  to  the  ropes  of  the  sickroom 
arena  waiting  for  a bureaucratic  referee  to  finish 
the  count  and  ruthlessly  toss  me  from  the  ring. 

The  swank  gentry  forget  that  it  was  a “little 
man”  who  discovered  vaccination;  that  it  was 
a “little  man”  in  Georgia  who  first  ventured  to 
use  ether  for  a surgical  operation;  that  it  was  a 
“little  man”  in  rural  England  who  introduced 
digitalis  in  the  treatment  of  cardiac  disease — the 
drug  which  plus  rest,  does  about  all  that  can  be 
done  in  such  ailments  outside  of  a few  minor 


secondaries,  despite  the  electrocardiogram,  the 
x-ray,  and  other  scientific  apparatus  utilized  to- 
day for  studying  the  heart;  or  that  it  was  a 
“little  man,”  Ephriam  McDowell,  who  in  1809 
in  Danville,  Kentucky,  had  the  courage  to  per- 
form the  first  ovariotomy  while  irate  citizens 
threatened  to  lynch  him  if  his  experiment  failed, 
an  operation  that  paved  the  way  for  modern  ab- 
dominal surgery,  the  surgery  which — if  the  con- 
fession of  this  magazine  author  be  true — enabled 
a doctor  to  make  more  mone/  exploiting  lacera- 
tion tools  than  an  honest  one  ought  to  make. 

Perhaps  it  will  be  some  “little  man,”  working 
in  an  obscure  laboratory  hidden  in  a garret  or  a 
cellar,  alone  and  half  starved  but  burning  with 
unquenchable  zeal,  who  yet  will  pick  the  locks  of 
the  vault  in  which  is  secreted  the  enigma  of  can- 
cer. Who  knows? 

There  are  certain  fundamentals  governing  the 
practice  of  medicine  that  should  never  be  lost 
sight  of  but  that  should  be  taken  into  serious 
consideration  by  advocates  of  group  practice 
when  advertising  their  fad  in  grandiose  style. 

After  all  that  is  said  to  the  contrary,  the  indis- 
putable fact  yet  remains — medicine  always  will 
be  an  art  as  well  as  a science  no  matter  what  radi- 
cal advances  are  made  in  the  latter  field. 

It  necessarily  will  be  so  because  there  is  an  art 
in  establishing  prompt  obedience  to  directions; 
in  obtaining  the  wholehearted  cooperation  of  a 
patient ; in  imparting  and  in  getting  adopted  use- 
ful health  information  and  instructions;  in  win- 
ning the  confidence  of  frightened  children;  in 
understanding  comprehensively  the  discouraging 
problems  of  the  aged  while  sympathetically  min- 
istering to  them;  in  entering  strange  homes  and 
quickly  achieving  a commanding  confidence 
among  those  present  in  one’s  ability  to  cope  suc- 
cessfully with  any  emergency  which  has  arisen. 
There  is  an  art  in  comforting  and  assuaging  the 
torturing  pangs  of  a grief-torn  soul ; in  being  the 
tactful  purveyor  of  sad,  disastrous  news  to  loved 
ones;  in  building  up  courage  within  those  des- 
perate individuals  who,  unfortunately,  are  forced 
by  the  exigencies  of  malignant  disorders  to  go 
down  into  the  depths  of  the  valley  of  the  shadow, 
their  minds  overwhelmed  with  the  terrible  fear 
that  they  never  may  return;  and  there  is  an  art 
in  smoothing  the  painful  pathway  of  others  who, 
without  hope,  are  journeying  gloomily,  somberly 
down  the  dreary  road  which  winds  slowly  but  in- 
evitably to  that  bourne  from  which  no  traveler 
returns. 

The  high-brow  specialist  may  pass  this  off  with 
a lofty  condescending  gesture  and  disparagingly 
term  it  just  “selling  a bedside  manner.”  But  it 
is  more  helpful  to  the  sick  than  a jarring  clash  of 
personalities.  It  must  be  realized  that  medical 
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science  is  an  intricate  highly  complicated  piece  of 
mechanism,  which  has  to  be  oiled  by  artful  meth- 
ods or  it  will  squeak  as  discordantly  as  the  rusty 
hinges  on  an  antiquated  mausoleum — especially 
so  if  it  ever  is  manipulated  by  a bunch  of  ob- 
streperous political  bureaucrats. 

Even  if  a brilliant  disciple  of  Hippocrates  has 
a cranium  packed  so  amazingly  full  of  high-pres- 
sure science  that  he  suffers  from  constant  head- 
aches and  is  stoop-shouldered  from  toting  around 
such  a magnificent  cerebrum,  he  nevertheless 
must  mix  this  important  art  with  his  heavyweight 
technic  if  he  wants  to  put  his  professional  skill 
across  with  shining  success,  or  he  will  be  as  much 
of  a flop  as  a wet  flag  on  July  fourth  and  about  as 
inspiring  to  have  around. 

I am  not  maintaining  that  art  is  everything  or 
trying  to  detract  from  science  and  scientific  at- 
tainments. No  claim  is  being  made  that  a medi- 
cal man  can  succeed  on  it  alone,  for  no  one  has  a 
more  profound  respect  for  science  and  its  useful 
application  than  I have.  A doctor,  no  matter 
how  slick  and  suave  he  is,  can’t  fool  all  his  pa- 
tients all  the  time.  I believe  an  honest  man  in 
medical  practice — or  in  any  walk  of  life,  even 
though  he  be  a despised  plugger — in  the  end  al- 
ways beats  a crook.  If  a doctor  discovers  he  is 
selling  nothing  to  the  ill  but  sickroom  charm,  he 
is  not  a fit  creature  to  invade  group  medicine — 
unless  group  medicine  desires  to  outfit  itself  with 
racketeers. 

The  ubiquitous  Jones  family  often  is  used  as  a 
typical  example — a cross-section  slice,  so  to 
speak,  of  the  great  middle  class — for  illustrating 
and  elaborating  the  problems  of  the  household 
that  has  a $3,500  income  or  less. 

The  Joneses  are  the  ones  who  usually  ride  up 
in  automobiles  to  doctors’  offices  wearing  fur 
coats  and  more  costly  raiment  than  medical  doc- 
tors can  afford  for  themselves  or  their  families; 
who  purchase,  on  the  installment  plan,  electric 
refrigerators,  radios,  oriental  rugs,  mahogany 
furniture,  and  other  lavish  luxuries  too  numerous 
to  inventory;  who  take  vacations  and  gallivant 
around  the  country  on  pleasure  trips,  while 
physicians  are  forced  to  stay  at  home  because 
their  bills  are  unpaid;  and  who  throw  lavish 
parties,  patronize  unholy  cafes,  night  clubs,  and 
dancing  orgies — but  who  can’t  manage  to  come 
across  with  cash  on  the  wood  when  they  are  sick. 

Who  guzzles  all  the  beer,  wines,  and  liquors 
that  keep  the  saloons  and  other  drinking  joints 
running?  Who  attends  the  prize  fights,  the 
wrestling  matches,  the  dance  halls,  the  ball 
games,  the  skating  carnivals?  Who  patronizes 
the  movies  and  keeps  them  jammed  to  the  doors 
with  gaping  addicts?  Who  smokes  the  hundred 
and  sixty  billion  cigarets  and  consumes  the  vast 


amount  of  other  tobacco  each  year?  Who  keeps 
the  candy  stores  open  with  people  crowding  them 
like  hungry  flies?  Who  plays  the  slot  machines 
and  maintains  other  forms  of  gambling  in  a ram- 
pant fashion?  Who  keeps  the  brothels’  red 
lights  burning  to  make  venereal  disease  for  medi- 
cal men  to  care  for  gratis?  Well — I’ll  tell  you. 
A big  proportion  of  them  are  the  Joneses! 

The  answer  to  these  questions  goes  a long  way 
in  solving  the  enigma  why  medicine  today  doesn’t 
fit  the  Jones’s  pocketbook.  Perhaps  it  is  true 
that  fees  have  been  too  high — especially  surgical 
and  specialism  fees — that  hospitalization  has  cost 
too  much,  and  that  x-ray  and  laboratory  charges 
have  mounted  to  lofty  heights.  But  it  must  be 
remembered  by  the  critics  that  the  Joneses  have 
expanded  lavishly  in  their  demands.  They  in- 
sist, when  ill,  on  special  nurses  galore  and  accom- 
modations de  luxe.  They  insist  on  the  elaborate 
and  the  extravagant  until  they  are  milked  so  dry 
a farrow  cow’s  udders  would  seem  a creamery  in 
comparison  to  what  they  can  squeeze  out  for  a 
physician  when  his  bill  is  rendered. 

Money,  money  for  everything,  but  no  dollars 
for  doctors! 

Childbearing  is  alleged  to  be  a special  function 
of  the  Joneses,  and  it  must  be  conceded  that 
many  of  them  devote  attention  to  it  with  phe- 
nomenal vigor  and  astonishing  success.  This 
fact  comes  in  for  a big  hug  by  the  clinic  boys 
who  hover  over  and  buzz  about  it  like  a bumble- 
bee absorbing  nectar  from  a clover  blossom.  It’s 
a subject  they  love  to  embrace  with  as  much  en- 
thusiasm as  a new  sweetie.  The  knowledge  that 
babies  have  been  alighting  on  this  terrestrial 
sphere  for  thousands  of  years,  most  of  them  quite 
successfully  by  the  same  competent  route  which 
nature  so  wisely — or  unwisely,  according  to  how 
one  views  the  performance — constructed,  never 
seems  to  impress  them  favorably  with  the  proc- 
ess. They  always  are  regarding  the  arrival  of  a 
a baby  with  grave  apprehension.  They  declare 
in  awesome  tones,  “What  childbirth  needs  is 
specialism;  the  Joneses  must  have  the  best — to 
hell  with  the  expense!” 

So  when  young  Jones  and  his  wife  decide  to 
have  an  heir — or  she  becomes  pregnant  without  a 
decision — they  lose  sight  of  the  fact  that  the  best 
obstetrical  care  is  not  always  the  most  expensive. 

“How  much  will  it  cost  us?”  they  inquire  of  a 
tony  infant  snatcher  that  one  of  their  bridge 
friends  has  recommended  at  the  end  of  a grand 
slam. 

“All  told  $200 — 10  per  cent  of  your  income.” 
After  a deliberative  powwow  they  team  up. 

Now,  there  are  lots  of  Joneses  like  this,  with  a 
few  Smiths  and  Browns  thrown  in  for  good  meas- 
ure, who  love  to  blow  their  money  foolishly  in 
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lavish  fashion.  They  are  the  type  who,  when 
they  hole  up  in  a hotel,  must  have  the  imperial 
suite,  even  though  accommodations  as  good  are 
obtainable  just  around  a corner  of  the  thickly 
carpeted  hall.  If  a salesman  knocks  on  the  door 
of  their  humble  cottage  and  offers  a twenty-dol- 
lar  gold  piece  for  a song,  they  are  not  satisfied 
until  they  find  another  twenty-four  carat  coin 
for  which  to  warble  a couple  of  grand  opera  arias. 

I have  children  of  my  own,  but  they  were  not 
delivered  by  a thousand-dollar  accoucheur,  al- 
though the  one  who  acted  in  this  capacity  was 
exactly  as  competent  as  those  who  have  the  nerve 
to  demand  an  exorbitant  fee. 

With  the  excellent  record  midwives  have  es- 
tablished in  countries  like  Italy  and  Denmark,  it 
is  not  flattering  to  a carefully  trained  medic  in 
the  United  States  to  have  the  inference  published 
that  he  is  not  capable  of  attending  a confinement 
case  safely  and  sanely. 

There  are  estimated  to  be  a great  many  physi- 
cians in  this  country.  I don’t  know  the  exact 
number,  but  as  Mark  Twain  says,  “It’s  near 
enough.”  Probably  three-quarters  of  them  de- 
test baby  cases  on  account  of  their  emergency 
nature,  the  long  hours  of  harrowing  attendance 
they  entail,  and  the  exhaustive  responsibility 
they  require.  But  be  assured,  any  one  of  them 
is  eminently  qualified  to  render  efficient  service 
if  called  upon  to  assist  the  stork. 

The  Joneses  or  anybody  else  can  get  compe- 
tent and  reliable  obstetricians  everywhere,  un- 
less in  a desert  or  an  isolated  hangout,  for  fifty 
dollars  or  less  a birth.  Probably  there  are  hun- 
dreds of  infants  arriving  daily  whose  ticket  on  the 
uterine  express  doesn’t  cost  half  that  sum.  If 
people  wish  to  hire  a Zeppelin  to  fetch  a baby 
when  an  ordinary  plane  would  fly  it  safely  in,  it  is 
O.K.  with  me.  But  advertising  that  the  cost  of 
a youngster  nowadays  is  a prohibitive  proposi- 
tion or  that  the  event  needs  a corps  of  group 
specialists  to  inspect  the  bedroom  scenery  is  a lot 
of  tommyrot  which  needlessly  discourages 
motherhood. 

If  one  seriously  analyzes  the  accusations  that 
group  medicine  exponents  bring  to  bear  upon 
honest,  hard-working,  well-educated  physicians 
and  their  fee  system  of  payment,  which  has  pre- 
vailed almost  universally  since  the  days  of  Hip- 
pocrates, one  is  impressed  with  their  utter  fallacy. 

For  example,  the  assertion  is  made  in  print  by 
one  of  their  able  spokesmen  that  ”75  per  cent  of 
our  population  is  missing  out  on  cures,”  which 
modem  medicine  has  made  possible,  and  that  ex- 
orbitant fees  of  ”$500  to  $10,000”  for  some  ab- 
dominal operations  are  being  charged. 

This  is  such  a subtle  unverified  amplification 
of  facts  that  it  needs  a definite  autopsy.  It  is  a 


grossly  inaccurate  declaration  intended  to 
cleverly  misrepresent  the  truth.  Such  an  esti- 
mation is  not  based  on  a trustworthy  survey ; 
it  is  absolutely  false.  If  a statement  like  that 
presented  to  the  public  isn’t  hitting  brother  doc- 
tors below  the  belt,  then  I never  saw  a prize 
fight.  No  wonder  the  publication  or  the  pro- 
mulgation from  the  rostrum  of  such  bold  delib- 
erate exaggeration  creates  misunderstanding  and 
confusion  in  the  minds  of  the  laity. 

In  the  first  place,  75  per  cent  of  the  people  of 
the  United  States  are  not  sick — unless  those  with 
a coated  tongue  or  a pimple  on  their  beak  are 
counted  in — or  there  would  be  an  epidemic  of  ill- 
ness in  our  midst  rivaling  that  of  medieval  times 
when  the  black  plague  was  on  the  rampage. 

In  the  second' place,  where  one  fee  of  $10,000 
is  obtained  in  this  country  for  an  artistic  job  of 
cutting,  10,000  operations  are  performed  for  a 
hundred  bucks  or  less.  A medical  man  guilty  of 
foisting  such  brazen  buncombe  broadcast  either 
ought  to  be  tarred  and  feathered  by  his  brethren 
or  placed  in  a psychopathic  hospital  to  have  his 
head  examined. 

Again,  to  fan  the  fire  and  make  it  blaze 
cheerily,  it  is  alleged  that  there  are  "unqualified, 
self-appointed  specialists  in  each  city.”  An 
alarming  word  picture  is  projected  on  the  printed 
screen  describing  how  a man  may  be  graduated  in 
medicine,  practice  it  for  a time,  and  then  become 
a horse  trader  in  Horseheads,  New  York,  or  a bar 
tender  in  Bar  Harbor,  Maine.  If  he  so  desires 
he  can  become  a traveling  salesman  and  attempt 
selling  lawn  mowers  to  the  Eskimo  or  journey  to 
Turkey  and  vend  baby  carriages  to  the  eunuchs. 
After  a few  years,  if  business  falls  off  and  his  wife 
begins  clamoring  vigorously  enough  for  new  silk 
lingerie  or  a fur  coat,  he  can  return  to  medical 
practice  and  announce  himself  a brain  surgeon. 
If  he  finds  a patient  whose  skull  is  thick  enough, 
he  can  go  to  work  at  once. 

All  this  is  true  in  a modified  sense.  As  an  ac- 
tual fact  it  seldom  occurs  as  everyone  knows. 

So  long  as  lawmakers  willfully  legalize  every 
“pract,”  “path,”  and  "cult”  which  quack  genius 
can  originate  to  foist  on  a susceptible  public, 
they  won’t  stay  up  nights  to  draft  laws  governing 
qualifications  of  specialists.  No  one  denies  that 
there  isn’t  an  urgent  need  for  such  legislation,  but 
the  solution  is  a legal  one — not  medical.  The 
majority  of  physicians  would  welcome  reasonable 
statutory  restrictions  for  they  know  that  there 
are  now — as  there  have  been  in  the  past — too 
many  specialists  and  too  many  who  are  special- 
ists in  name  only.  Of  course  the  medical  profes- 
sion has  regulations  governing  requirements  for 
entering  specialism.  But  it  must  be  borne  in 
mind  by  the  critical  that  a law  and  a regulation 
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are  as  different  as  a baseball  diamond  and  an  en- 
gagement solitaire;  consequently  there  may  be 
some  evasions.  After  all  a law  is  a law,  while 
regulations,  drafted  by  an  organization  such  as 
the  American  Medical  Association,  are  like  pants 
with  no  suspenders — they  are  often  upheld  with 
difficulty. 

It  is  ballyhooed,  furthermore,  in  dramatic  out- 
bursts of  rhetoric,  that  most  people  are  in  an  ap- 
palling quandary  when  they  have  to  select  a 
medical  adviser. 

To  dissect  this  assertion  properly,  let’s  revert 
back  to  the  Joneses  for  a moment. 

Mrs.  Jones  always  finds  herself  in  a dither  when 
she  has  to  single  out  a doctor.  She  can  decide 
upon  the  right  college  for  her  boy  John,  and  she 
can  make  a fair  guess  on  a son-in-law,  or  she  can 
grab  a second  husband.  But  when  it  comes  to 
picking  out  a physician,  she  always  makes  a 
hideous  mistake  because  she  has  no  guide  to  go 
by,  only  haberdashery  and  hirsute  adornments. 

Now  there  are  some  people  who  just  naturally 
are  endowed  with  the  fatal  ability  to  purchase 
the  wrong  hat,  go  to  the  wrong  movie,  or  get 
mixed  up  with  the  wrong  partner.  If  a wide- 
awake bee  is  humming  within  a mile  of  them, 
they  are  sure  to  get  stung.  They  are  the  type 
who  go  out  to  purchase  a mare  and  come  home 
with  a rocking  horse.  They  don’t  use  their  heads. 
Everything  is  left  to  fate  when  they  reach  into 
life’s  grab  bag  Is  it  any  wonder  they  sometimes 
choose  the  wrong  doctor? 

Sickness  is  always  a drab  proposition.  There 
are  only  a limited  few  who  particularly  enjoy  ill 
health,  who  really  get  a delightful  kick  out  of  its 
experience,  or  who  love  to  talk  incessantly  about 
“their”  operation.  To  most  people  it  is  a som- 
ber tragedy  staged  on  a turbulent  sea  of  puzzling 
uncertainties,  doubtful  misgivings,  and  panicky 
fears  of  both  physical  and  financial  shipwreck. 

When  it  descends  upon  one  or  invades  one’s 
family  and  seems  about  to  snatch  a loved  person 
ruthlessly  into  the  great  beyond,  no  one  desires 
to  encounter  an  unscrupulous  doctor  who  gazes 
at  them  with  mercenary  anticipation  as  he  glee- 
fully rubs  his  itching  palms  together,  exclaiming 
to  himself,  “There  am  gold  in  them  thar 
ills!” 

Numerous  methods  exist  for  acquiring  the  serv- 
ices of  a first-class  doctor  besides  appealing  to  a 
janitor  or  a postman.  One  excellent  way  is  to 
phone  the  superintendent  of  a good  hospital.  A 
three-minute  talk  would  give  an  intelligent  per- 
son sufficient  reliable  information  to  put  him  in 
touch  with  a dozen  skillful,  high-class  medical 
men.  Yet,  I recently  read  a statement  made  by 
a personage  high  up  in  my  profession  who  declared 
people  “have  no  criterion  to  help  them  decide 


between  one  doctor  and  another.”  What  non- 
sense! 

Another  asinine  claim  is  advanced  that  be- 
cause bankers  and  industrialists  always  have  been 
on  a salary  and  have  survived  with  plenty  of  ini- 
tiative, therefore  it  is  to  be  assumed  doctors 
likewise  can  maintain  initiative  if  paid  a definite 
stipend  for  services  instead  of  receiving  a fee  for 
them.  This  bald  assertion  is  made  without  any 
more  substantiation  than  the  one  made  by  the 
person  who  originally  declared  that  the  “moon 
is  made  of  green  cheese.” 

I don’t  believe  many  physicians  working  on  a 
salary  would  take  the  punishment  I have  ab- 
sorbed struggling  to  make  a living  under  the  fee 
system.  I honestly  don’t  believe  I could  put  the 
same  intensive  effort  into  the  care  of  the  sick  for 
a definite  wage.  There  would  not  be  the  relent- 
less driving  force — the  prodding  stimulus — the 
ambition  urge.  There  is  an  unpleasant  uncer- 
tainty about  a doctor’s  income  that  forcibly  elimi- 
nates the  tendency  to  develop  a lazy  leg.  Com- 
petition with  other  aspiring  men  keeps  one  step- 
ping briskly  forward  lest  an  impatient  hard-won 
clientele  drifts  away. 

These  are  impelling  forces  that  send  a doctor 
forth — when  half  ill,  often  wholly  so,  or  when 
dog-tired,  aching  unmercifully  for  rest  and  sleep — 
to  act  his  part  like  a good  trouper  so  that  the 
show  may  go  on.  I have  gone  on  calls  when  it 
was  agony  to  start  such  an  expedition;  returned 
home  weary,  with  nervous  battery  exhausted, 
limp  as  a drowsy  angleworm;  then  dragged  out 
again. 

For  years  I have  been  pestered  by  unnecessary 
telephone  calls  at  all  hours,  often  at  most  incon- 
venient times,  but  have  struggled  to  answer  them 
so  sweetly  that  whoever  was  calling  would  think 
they  were  connected  with  a beehive  bursting  with 
honey.  Times  innumerable,  hungry  as  a wolf, 
I have  just  eased  my  corns  comfortably  around 
a table  leg  and,  before  the  steak  had  time  to  juice 
the  platter,  was  on  my  way  again  filling  my 
stomach  with  swallowed  cuss  words.  I have  tol- 
erated suffering  and  annoyances  sufficient  to 
drive  a holy  saint  to  a heavenly  bughouse  in  an 
eager,  strenuous  effort  to  maintain  my  status  and 
increase  my  business. 

There  also  are  intrinsic  factors  in  a doctor’s 
life  that  make  it  peculiar  to  itself — that  distinc- 
tively set  it  apart  from  all  other  laborious  pur- 
suits— that  consume  nervous  reserves  wholesale. 

I have  turned  out  hurriedly  in  howling  bliz- 
zards, wading  in  drifted  snow  up  to  my  middle, 
and  in  torrential  downpours  which  would  drown  a 
husky  bullfrog,  staged  in  darkness  intense  enough 
almost  to  subdue  the  gleam  of  a flashlight.  I 
have  been  through  the  wringer  of  innumerable 
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sickroom  dilemmas  so  terrible  that  goose  pimples 
as  big  as  the  warts  on  a toad’s  back  arose  on  my 
spine.  I have  inhaled  noxious  stenches,  mopped 
up  vile  filth,  been  spattered  plenty  with  poison- 
ous blood,  witnessed  scores  cut  to  pieces  in  the 
operating  room  and  sewed  together  again,  and 
picked  up  and  repaired  the  mangled  victims  of 
horrible  accidents.  I have  listened  to  agonized 
groans  until  my  ears  have  rung  like  the  chimes  in 
a belfry,  have  helplessly  observed  the  grim  pallor 
of  death  steel  over  the  silent  visage  of  the  doomed 
in  the  grief -torn  homes  of  rich  and  poor,  and  have 
spent  long  wearisome  hours  in  distant  nights  gone 
by  watching  the  struggling  approach  of  a slow- 
winging  stork  while  the  cries  of  on-coming 
motherhood  resounded  from  cellar  to  attic  with 
intensity  sufficient  to  nearly  raise  the  roof.  I 
have  done  this  for  a fee — sometimes  received, 
sometimes  not — I wouldn’t  do  it  for  a salary  if 
I could  help  myself.  I fear  I couldn’t  put  the 
requisite  “oomph”  into  it. 

I am  positive  I can  keep  up  more  steam  on  less 
money  from  fees  than  I could  if  I received  a 
bigger  amount  from  a salaried  sinecure,  and  I 
know  I can  give  my  patients  more  value  in  serv- 
ice for  their  money.  Perhaps  if  I were  em- 
ployed by  a Mayo  clinic,  did  just  one  specialized 
job  with  assistants  galore  to  do  the  tedious  work, 
my  viewpoint  might  change.  I am  convinced 
that  most  medics  who  are  worth  their  salt  feel 
the  same  way. 

When  some  ignorant  one — or  one  who  should 
know  better — pretends  that  the  life  of  a banker  or 
an  industrialist  is  comparable  to  that  of  an  active 
physician,  every  gray  hair  on  my  head  indig- 
nantly stands  erect  and  shrieks  vehemently  for 
vengeance.  Such  claims  are  bosh.  Their  con- 
trasting activities  are  no  more  to  be  compared 
than  a horse  chestnut  and  a chestnut  horse. 

- Group  medicine  enthusiasts  must  not  forget, 
either,  that  a lay  person  is  prone  to  regard  his 
doctor  as  a machine — a sort  of  human  taxicab — 
of  which  he  may  demand  quick  service  at  any 
hour  to  carry  him  or  one  of  his  family  through 
some  illness,  either  fancied  or  real,  so  long  as  he 
pays  the  shot.  What  such  an  individual  desires 
is  excellent  service  and  not  phoney  excuses.  He 
imperatively  wants  old  doc  to  hurry  to  his  relief 
as  though  someone  had  caught  fire  from  a sun- 
burn and  Upandatem,  M.D.,  was  a chemical  hose 
company  turning  out  on  a still  alarm  to  subdue 
the  conflagration.  If  group  medicine  ever  ar- 
rives, the  Lord  have  mercy  on  the  impatient  soul. 
What  he  will  get  will  be  reversed — excuses  and 
not  much  service — and  I don’t  mean  maybe. 

What  I have  done  and  suffered  under  a fee  sys- 
tem is  no  more,  probably  not  nearly  as  much,  as 
many  hard-working  brothers  in  misery  have 


stood  for.  When  one  gets  right  down  to  brass 
tacks,  the  incentive  to  earn  more  money  is  the 
lash  that  drives  medical  slaves  to  work  long  hours 
often  under  most  trying  circumstances.  A fixed 
salary,  with  no  encouraging  prospects  of  a pleas- 
ing raise,  doesn’t  carry  the  requisite  sting,  glory, 
fame,  altruism,  are  merely  secondary  motives  un- 
less one  is  so  enthused  by  his  work  that  one  is  all 
“good  Samaritan”  which  I “ain’t.”  I have  three 
precious  reasons  why — a wife  and  two  young- 
sters. 

“Should  all  medicine  eventually  be  distributed 
on  the  group  principle?”  is  a question  asked  by 
one  of  its  ardent  supporters. 

In  answering  this  query  I want  to  propound  a 
few  conundrums  myself. 

Just  how  are  towns,  villages,  hamlets,  and 
scattered  homes  in  rural  districts  to  be  served 
with  group  doctoring?  Is  the  mountain  coming 
to  Mahomet? 

Just  where,  outside  the  bigger  cities,  are  the 
specialists  going  to  be  dug  up  to  form  the  neces- 
sary groups  to  attend  these  remote  sections? 
Must  their  inhabitants  depend  on  flying  squad- 
rons who,  after  city  office  hours,  dash  into  the 
country  for  a hurried  tour? 

Is  every  bronchial  cold,  coryza,  quinsy,  cinder 
in  the  eye  to  be  group-doctored?  Must  every 
pain  in  the  neck,  every  pimple  on  a fair  maiden’s 
cheek,  every  boil  on  an  old  maid’s  gluteus  maxi- 
mus  be  “Mayoed”  or  “Johns  Hopkinsed”? 

Must  every  baby  shake  hands  with  an  oculist, 
dermatologist,  neurologist,  orthopedist,  and  all 
the  other  high  and  mighties  as  soon  as  it  arrives  in 
the  world  before  it  gets  its  eyes  open?  If  a per- 
son wants  to  get  vaccinated,  have  a blood  count, 
or  take  a laxative,  must  he  push-button  a clinic 
and  be  interviewed  and  pawed  over  by  a mob  of 
experts? 

If  3,500  families  are  supplied  by  a retinue  of 
fifteen  or  twenty  medical  men  trained  in  various 
specialities,  what  are  such  families  going  to  do 
for  prompt  service  if  an  epidemic  like  the  in- 
fluenza of  1918  suddenly  invades  their  midst  and 
half  their  number  and  half  the  docs  are  stricken? 
Will  they  have  to  depend  on  chiropractors  and 
osteopaths? 

Will  the  whole  tribe  of  experts  duly  assemble 
for  a gala  occasion  when  the  garrulous  wench 
loaded  to  the  gills  with  all  the  symptoms  in  the 
book — and  a few  she  has  invented  on  the  side — 
comes  to  a clinic  for  a copious  mental  catharsis 
about  her  pet  neurosis?  Will  the  entire  gang 
turn  out  at  night  to  examine  a surgical  abdomen 
and  remain  patiently  a couple  of  hours  trying  to 
convince  a reluctant  victim  he  must  be  hospital- 
ized without  delay  and  have  an  ugly  gash  cut  in 
his  belly? 
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Is  group  medicine  going  to  chase  all  the  gon- 
orrhea, syphilis,  abortions,  and  illegitimate  preg- 
nancies, which  so  frequently  adorn  the  life  of  un- 
moral people,  from  their  hiding  places  into  the 
open?  If  it  does,  I fear  there  will  be  merry  mo- 
ments in  the  home  life  of  those  who  now  attempt 
to  sneak  a doctor  in  the  back  door  after  dark  to 
avoid  a scandal. 

Just  how  is  group  medicine  going  to  smoke  out 
of  their  hidden  mental  retreat  those  cases  of  early 
cancer,  incipient  tuberculosis,  beginning  heart  or 
kidney  trouble,  and  what-not  in  timid  indivi- 
duals— and  there  are  many,  alas,  so  many,  who  are 
too  frightfully  alarmed  to  find  out  the  nature  of 
their  ailment — who  would  rather  dodge  the  cold 
facts  than  face  the  stern  issue?  Does  it  expect 
because  the  expense  of  an  examination  may  be 
less  that  such  weak-kneed  specimens  will  stam- 
pede a clinic  as  though  it  were  handing  out  passes 
to  a circus? 

“If  you  arrest  a disease  early,  you’ll  have  less 
work  combating  it  later’’  is  glowingly  paraded  in 
print. 

True — very  true.  But  let  the  able  question- 
asker  explain  intelligibly  how  one  is  to  unearth 
these  persons  whose  foolish  heads  remain  buried 
like  that  of  an  ostrich  in  the  sand  of  uncertainty. 

What  has  group  medicine  to  offer  the  incurable 
chronics  of  various  types  and  the  maimed,  de- 
formed, and  paralyzed  derelicts  floating  patheti- 
cally on  a storm-tossed  sea  of  hopeless  trouble? 
Are  they  to  be  given  the  once-over?  What 
about  Grandma  Jones  and  Uncle  Ed  who  are  sit- 
ting by  the  fireside  or  confined  to  bed  in  a dismal 
back  room,  waiting  timidly  but  expectantly  for 
the  arrival  of  the  golden  chariot  to  bear  them 
aloft?  Who  is  going  to  prescribe  and  supervise 
the  pain-relieving  measures  necessary  to  their 
comfort,  while  an  inoperable  cancer  slowly  saps 
their  life?  Will  the  whole  technical  squad  of 
experts  hurry  out  en  masse  every  time  an  anxious 
attendant  rings  in  a three- three  alarm?  I won- 
der! 

If  group  medicine  were  established  and  all 
decked  out  in  its  regalia  of  rosy  colors,  wouldn’t 
the  groups  “A”  contain  the  bigwigs,  groups  “B” 
the  bontons,  and  so  on  down  the  scale  to  groups 
“X,”  “Y,”  and  “Z”? 

If  group  “A”  were  permitted  to  organize, 
wouldn’t  a group  at  the  end  of  the  alphabet  be 
privileged  to  do  the  same  thing?  Wouldn’t  each 
group  quickly  establish  a price  level  based  on  the 
respective  ability  of  its  personnel?  Wouldn’t  an 
inferior  group  soon  be  forced  by  competition  to 
operate  on  a scale  that  would  rival  the  cheap,  in- 
ferior lodge  doctoring  that  once  prevailed  in  ram- 
pant fashion?  Solving  some  of  these  merry  prob- 
lems certainly  will  give  group  managers  a terri- 


fying headache  if  they  ever  have  to  face 
them. 

And  isn't  it  a fact  that  less  than  25  per  cent  of  all 
illnesses  combined  are  of  a very  serious  nature? 
Isn't  it  true,  also  that  only  about  5 to  10  per  cent  of 
this  serious-nature  type  really  have  an  imperative 
need  for  group  doctoring? 

These  are  a lot  of  questions  I am  asking,  but  I 
I never  have  heard  a logical  answer  made  in  reply. 
I am  going  to  keep  right  on  propounding  them 
until  I do  or  until  group  medicine  gets  off  its 
hobbyhorse  and  leads  the  lame  old  nag  to  the 
bone  yard  where  a lot  of  other  queer  companions 
are  buried. 

There  are  at  present  no  dependable  actuarial 
statistics  upon  which  group  medicine  can  base  a 
reliable  charge  for  membership  in  such  an  organi- 
zation. It  can  be  established  definitely  only  by 
a time  test  of  trial  and  error.  Every  group  that 
has  survived  to  the  present  moment  is  an  experi- 
ment financially  as  well  as  professionally.  The 
entrance  free  has  been  found  inadequate  in  some 
instances,  and  the  ante  has  had  to  be  raised.  An 
individual  has  no  reliable  guarantee  to  protect  his 
investment  if  the  group  machine  suddenly  gets 
ditched. 

Group  medicine  elucidates  in  a seductive  pic- 
turesque way  about  the  economy  of  the  arrange- 
ment— about  the  “snug-fitting  budget.” 

At  first  blush  the  term  sounds  like  the  name  of 
a mysterious  contraption  a female  ties  around  the 
rear  end  of  her  anatomy.  It  promises,  in  expense 
curtailment,  about  the  same  glowing  prospect  of 
reduction  that  an  elastic  girdle  does  when  an  at- 
tempt is  made  to  compress  a pastry-nibbling 
two-hundred  pounder  into  a perfect  thirty-six. 

Group  medicine  tinkles  on  the  auditory  nerve 
of  the  susceptible  like  sweet  music ; its  colors  on 
the  medical  horizon  entrance  the  eye  like  a mi- 
rage of  the  Garden  of  Eden ; but,  when  it  is  de- 
bunked, it  is  just  another  overzealous  scheme  to 
trap  the  unwary — just  another  cleverly  baited 
hook  to  catch  the  poor  fish. 

In  my  time  I have  seen  a stampeded  public  go 
for  a lot  of  strange  will-o-the-wisps.  Maybe  it 
will  fall  for  this  one,  but  woe  betide! 

What  suggestions  have  fee  addicts  and  oppo- 
nents of  group  medicine  like  myself  to  offer  for 
improving  medical  practice  that  will  better  it  and 
fortify  it  against  tinkering  innovations?  Plenty. 

In  the  first  place,  let  the  public  for  a change 
lay  off  attacking  physicians  and  try  evangelizing 
the  lawyers  for  a spell.  It  has  suffered  flagrant 
abuses  from  the  legal  profession,  without  mur- 
muring, through  the  creation  of  ambiguous  laws 
and  by  the  dilatory,  too  highly  technical  execu- 
tion of  court  proceedings. 

Eliminate  the  social  agitators  who  are  endeav- 


September  15,  1940] 


GROUP  MEDICINE  ANSWERED 


1401 


oring  to  revolutionize  medical  customs  and  who 
have  a distorted  conception,  or  none  at  all,  of  the 
difficult  problems  facing  the  men  in  the  ranks,  on 
the  firing  line,  and  in  the  trenches,  who  day  after 
day,  night  after  night,  come  in  actual  hand-to- 
hand,  rough  and  tumble,  combat  with  disease  in 
all  its  dreadful  forms.  Let  legislative  bodies  at- 
tend strictly  to  the  economic  problems  that 
underlie  and  create  the  medical  tangle  they  are 
bunglingly  attempting  to  straighten  out  and  not 
butt  into  medical  matters. 

In  the  1920’s  when  money  was  plentiful  and 
everyone  was  employed  in  a gainful  occupation, 
earning  their  way  along  the  highway  of  endeavor, 
not  much  was  heard  about  doctor-robbers  or  in- 
ferior service.  Window  dressing  for  selling 
group  medicine  to  the  Jones  family  was  not  in 
vogue.  But  now  with  several  hundred  million- 
aires, reluctant  to  risk  starting  the  wheels  of  in- 
dustry moving,  on  one  bank  of  the  unemploy- 
ment stream  and  several  million  idle  indigent  on 
the  other  bank,  it  suddenly  has  been  discovered 
that  the  medical  profession  is  reeking  with  rot- 
tenness and  needs  a drastic  house  cleaning. 

I am  not  an  economist — or  a communist — I 
am  just  a humble  doctor  who  usually  minds  his 
own  business.  But  I can’t  help  puzzling  my 
brain  painfully  over  such  matters.  Probably  in 
this  unequal  social  equation  lies  an  answer — the 
real  answer — why  there  is  so  much  ugly  mutter- 
ing by  the  Joneses  and  their  loquacious  friends 
about  the  cost  and  quality  of  medical  care.  Let 
the  Joneses  and  others  earn  a substantial  wage 
sufficient  to  more  than  make  ends  meet  and  their 
howls  will  cease  like  those  of  a throttled  wolf. 

In  the  second  place,  medicine  itself  has  some 
rehabilitation  measures  to  institute  for  improving 
its  standards,  a few  of  which  are  loose  and  lax. 

It  must  curb  its  surgeons. 

Medical  men  who  have  the  operating  room 
complex  buzzing  like  a hungry  bee  in  their  hos- 
pital bonnets  must  be  more  restrained  in  saying 
to  a patient:  “You  should  be  operated  upon.” 
They  honestly  should  feel  that  an  operation  is 
the  only  reasonably  safe  means  of  affording  re- 
lief or  saving  a life  and  that  they,  themselves, 
would  have  to  submit  to  one  if  afflicted  simi- 
larly. Then,  only,  is  it  safely  advisable  to  urge 
such  a procedure. 

If  a surgeon  thinks  cautiously  to  himself:  “I 
would  defer  being  cut  up  and  try  other  measures 
if  I were  in  such  a dilemma,”  he  should  play  fair 
with  a patient  and  counsel  him  accordingly. 
There  is  a biblical  injunction,  I believe,  that 
lends  support  to  this  suggestion. 

Surgeons  at  present  unquestibnably  are  per- 
forming near  miracles.  Nevertheless,  there  is 
too  much  surgery  of  sorts  indulged  in — far  too 


much.  Operating  enthusiasts  never  must  be  a 
patient’s  executioner  by  recommending  an  op- 
eration hurriedly  or  ill  advisedly. 

It  must  be  remembered,  however,  that  a saw- 
bones without  a knife  in  his  gloved  mitt  is  as  out 
of  business  as  Lydia  Pinkham’s  vegetable  com- 
pound where  there  are  no  wombs.  Such  men 
are  not  mercenary — they  just  are  a bit  over- 
zealous — like  an  amorous  youth  kissing  his  sweet- 
heart. 

In  the  third  place,  my  profession  should  quit 
crying  compassionately  out  of  one  corner  of  its 
mouth  the  gospel  of  free  doctoring,  while  out  of 
the  other  it  indulgently  whispers  the  idea  of  soak- 
ing the  well-to-do  to  compensate  for  it.  Exorbi- 
tant fees  should  be  abolished.  There  should  be 
an  established  price  for  medical  service  to  charge 
all  individuals  in  a community — and  the  cost 
should  be  fair  and  equitable.  Generally  speak- 
ing, wealthy  people  should  be  asked  a fee  ap- 
proximately the  same  as  all  others  for  the  same 
service.  But  if  they  consume  more  time  and  de- 
mand more  labor,  the  responsibility  of  taking 
care  of  them  is  correspondingly  greater  and  it 
certainly  is  justifiable  to  make  them  pay  accord- 
ingly. Many  of  the  moneyed  class  are  very  ex- 
acting and  insist  on  what  might  be  termed 
“luxury  doctoring.”  Some  want  two  calls  when 
only  one  is  necessary  and  require  all  the  extra 
doodaddles  obtainable.  They  seek  needless  con- 
sultations and  consume  time  by  endless  question- 
ing and  discussion.  Others  are  no  more  trouble 
than  the  so-called  poorer  classes. 

In  the  fourth  place,  it  is  the  imperative  duty  of 
sane  physicians  everywhere  to  strive  indefatig- 
ably  to  regain  the  lost  faith  and  confidence  which 
the  public  has  had  in  them. 

What  is  the  primary  urge,  the  underlying  issue, 
that  motivates  the  propaganda  for  group  doctor- 
ing and  creates  other  untried  plans  for  adventur- 
ous journeys  of  exploration  into  the  domain  of 
sickness? 

Dissatisfaction  is  my  answer. 

The  public  is  disgruntled  with  the  exorbitant 
charges  made  by  famous  specialists  with  exalted 
reputations  for  what  a general  practitioner  fre- 
quently can  do  as  well.  Its  members  are  fed  up 
with  being  tossed  from  one  “ologist”  to  another 
and  of  being  sliced  open  and  chopped  up  when 
operations  are  not  necessary — when  more  con- 
servative measures  should  prevail.  It  is  sur- 
feited with  a diet  of  specialism;  it  is  bored  with 
the  supposition  that  there  is  no  good  doctoring 
outside  this  field.  Now,  on  top  of  it  all,  comes 
along  this  bizarre  attempt  to  inoculate  it  with  a 
group  idea. 

Is  it  any  wonder  the  public  is  losing  faith  in 
medicine? 
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I am  aware  that  these  observations  are  couched 
in  strong  language.  Probably  I will  go  home  in 
an  ambulance  some  dark  night  or  land  in  the 
morgue,  but  the  day  for  “shushing”  and  pussy- 
footing over  such  matters  has  gone  with  the 
wind.  The  time  is  here  when  each  individual 
medical  doctor  should  resurrect  his  buried  ideals 
and  burnish  them  until  they  glisten  with  re- 
newed luster ; when  the  crew  of  the  craft  of  medi- 
cine should  scrape  the  barnacles  off  its  hull,  ad- 
just its  compass  to  straight  standards,  and 
spread  its  sails  to  catch  again  the  refreshing 
breeze  of  popular  acclaim,  or  they  will  see  their 
mighty  ship  wrecked  beyond  salvaging  on  the 
jagged  reefs  of  experimental  tampering. 

And,  finally,  the  medical  profession  should 
cease  being  guided  passively  by  salaried  profes- 
sors, who,  for  every  hour  spent  in  actual  bedside 
contact  with  the  sick,  have  spent  a thousand 
hours  in  lofty  flights  of  theoretical  and  impracti- 
cal dreaming  and  who  have  been  allowed  quies- 
cently to  dictate  the  economic  policies  and  ideal- 
istic standards  that  determine  whether  its  mem- 
bers are  prosperous  or  destitute.  The  time  has 
arrived  when  the  “little  man  with  the  black  bag” 
should  edge  in  a suggestion  or  two. 

It  also  should  stop  being  so  feebly  inarticulate, 
it  should  cease  behaving  nonplussed  and  intimi- 
dated as  though  it  were  crumpling  at  the  knees, 
and  it  should  shake  off  the  unwarranted  attacks 
of  its  critics  with  at  least  some  aggressive  display 
of  verbal  vigor — some  dictatorial  assertiveness 
that  will  give  a befogged  and  befuddled  public  a 
correct  point  of  view. 

I am  not  one  to  declare  bombastically,  “The 
king  can  do  no  wrong!”  I hold  no  brief  for  un- 
scrupulous misdoing  or  ruthless  profiteering.  I 
admit  there  are  yet  a few  rooms  in  the  noble  hall 
of  medicine  that  need  to  be  tidied  up  a bit  and 
have  some  of  the  cobwebs  brushed  from  their 
walls.  I do  not  maintain  that  medicine  is  so 
perfect,  so  simon  pure,  that  it  can  fly  with  saintly 
wings  to  the  pearly  gates  of  paradise  like  a Virgin 
Mary  and  go  dancing  down  the  golden  thorough- 
fares of  heaven,  Russian  ballet  fashion,  before  an 
approving  audience  of  holy  saints  and  pious 
angels;  nor  do  I ever  expect  to  see  its  robes 
laundered  to  a celestial  whiteness  that  would 
rival  the  garb  of  Saint  Peter — even  if  it  continues 
to  doctor  the  indigent  for  nothing. 

I sadly  recognize  that  my  profession  in  recent 
days  has  been  subjected  to  much  bitter,  devastat- 
ing criticism,  some  of  which  has  been  just  willful 
misrepresentation  and  gross  exaggeration  by  a 
few  energetic  detractors. 

In  considering  such  malicious  attacks,  its 
friends  should  remember  a thief  can  get  his  pic- 
ture in  the  paper  if  he  steals  a dozen  chickens 


while  an  honest  man  is  passed  up  by  the  press  as 
though  he  were  poison.  Let  a conscientious 
doctor  pull  a wrong  diagnosis  and  immediately 
all  the  sick  pussies  in  the  neighborhood  are  de- 
prived of  blood  transfusions.  His  skill  can  hit 
the  bull’s  eye  nine  hundred  and  ninety-nine 
times  in  a thousand  and  he  can  bat  his  pills 
about  as  successfully  as  a Babe  Ruth  could  swat  a 
baseball,  and  no  one  gives  a particular  hoot  or  a 
tinker’s  dam.  What  is  true  of  the  individual 
medical  doctor  goes  for  the  profession  as  a 
whole. 

It  is  not  the  laity  alone  who  spring  to  the  at- 
tack with  malignant  alacrity.  Sometimes — 
to  paint  a moral  or  adorn  a tale — an  exponent 
of  newfangled  doctoring  within  the  fraternity  it- 
self pulls  a dirty  crack  whereby  errors  are  held 
up  for  ridicule.  He  deliberately  does  this  to  es- 
tablish a direction  sign  so  that  the  puzzled  way- 
farer may  find  his  course  more  readily  through 
the  fog  toward  group  medicine.  He  forgets  the 
dictum,  “Let  him  who  is  without  sin  cast  the 
first  stone” ; and  so,  alas,  the  sound  of  shattering 
glass  reverberates  painfully  down  the  dignified 
corridors  of  our  lofty  medical  institutions. 

I want  my  profession  to  continue  to  be  re- 
spected. I want  to  gaze  upon  it  with  pride  and 
glory  in  its  achievements.  I believe  it  is  a mag- 
ficent  vocation,  second  to  none.  After  my  strenu- 
ous years  of  wallowing  in  its  discouraging  per- 
plexities up  to  my  Adam’s  apple — and  having 
the  cider  squeezed  out  of  it  on  several  harrowing 
occasions — I still  esteem  the  healing  art  so  highly 
that  I hope  my  son  will  enter  it  eventually  and 
that  my  daughter  will  marry  a doctor. 

No  practitioner  today  needs  to  skip  down  the 
back  alleys  in  shame  because  he  is  a disciple  of 
Hippocrates.  He  can  hold  his  head  high,  for 
apologies  are  not  required  in  behalf  of  his  occu- 
pation. There  is  nothing  vitally  wrong  with 
American  medicine.  It  has  raised  the  health 
standards  of  the  United  States  until  it  surpasses 
the  countries  of  the  world  in  morbidity  and  mor- 
tality percentages;  it  practically  has  abolished 
diphtheria,  typhoid  fever,  and  has  tuberculosis 
on  the  run ; it  has  made  cities  and  rural  districts 
sanitary  and  healthful;  it  has  been  instrumental 
in  creating  pure  water  supplies  and  in  eliminating 
the  spread  of  disease  by  milk;  it  has  been  influ- 
ential in  erecting  majestic  hospitals  equipped 
with  intricate  lifesaving  devices  of  every  type; 
it  has  standardized  the  nursing  profession  to  a 
high  point  of  efficiency  and  personnel;  it  has 
originated  an  anesthesia  technic  that  makes  op- 
erations of  all  kinds  surprisingly  safe  and  de- 
pendably painless,  perfecting  also  an  analgesic 
method  that  transforms  childbearing  into  a com- 
fortable exploit;  and  it  has  surrounded  the  ill 
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and  injured  with  both  medicinal  and  mechanical 
safeguards  far  beyond  the  expectations  of  a gen- 
eration ago.  These  and  many,  many  other 
things  it  has  accomplished,  and  the  end  is  not 
yet — far  from  it. 

Why  wreck  a high-powered  machine  that  turns 
out  such  amazing  results  and  whose  wheels  are 
geared  smoothly  in  behalf  of  the  sick  and  suffer- 


ing by  throwing  a revolutionary  monkey  wrench 
into  its  well-organized  interior? 

I have  too  much  confidence  in  the  good  judg- 
ment and  intelligence  of  my  fellow  citizens  to  be- 
lieve they  will  do  such  a terribly  radical  thing, 
unless  they  are  permitted  to  go  blindly  about 
it. 

617  Medical  Arts  Building 


INTERNMENT  OF  ALIEN  PHYSICIANS  AND  NURSES 


The  organized  treachery  employed  in  the  at- 
tacks on  small  countries,  now  known  as  “fifth 
column"  activities,  has  led  to  extensive  precau- 
tions in  Britain.  These  include  the  internment 
of  all  enemy  aliens  between  the  ages  of  16  and  60 
and  restrictions  on  other  aliens.  This  regulation 
has  caused  serious  inconvenience  to  alien  physi- 
cians and  students,  we  are  informed  by  a London 
correspondent  of  the  J.A.M.A.  At  the  present 
time  many  are  studying  medicine  at  the  Edin- 
burgh school.  Of  these  a large  proportion  are  of 
German  or  Austrian  nationality,  mostly  refugees 
from  persecution.  But  it  is  not  possible  to  be 
sure  that  some  enemy  emissaries  are  not  among 
them,  masquerading  as  refugees.  For  the  safety 
of  the  country  all  aliens  of  enemy  nationality 
have  therefore  to  be  interned.  Some  hold  house 


appointments  in  the  hospitals.  Their  internment 
will  therefore  cause  inconvenience  to  the  hospitals 
as  well  as  to  themselves.  Aliens  who  are  not  of 
enemy  nationality  are  not  interned  but  their 
movements  are  restricted,  as  possibly  they  also 
may  include  dangerous  elements.  There  are 
many  American  undergraduates  at  Edinburgh 
who  are  prohibited  by  the  regulation  from  being 
outdoors  after  8:00  p.m.  At  the  medical  school 
about  fifty  are  working.  Representations  are 
being  made  on  their  behalf  for  some  relaxation 
of  the  curfew.  One  of  the  grounds  is  that  their 
freedom  of  movement  at  night  is  necessary  for 
attendance  at  emergency  work  in  the  hospital. 
Twenty-nine  sisters  and  nurses  of  the  German 
Hospital,  London,  have  been  interned,  following 
a visit  of  the  police. 


Correspondence 


To  the  Editor: 

In  an  article  in  the  New  York  State  Journal  of 
Medicine  for  August  15, 1940,  entitled  “Epidemic 
Diarrhea  of  the  Newborn,"  Dr.  Walter  D. 
Ludlum  takes  us  to  task  for  not  discussing  ade- 
quately the  means  of  prevention  of  epidemics  of 
diarrhea.  Our  article  was  written  with  the  object 
of  acquainting  the  profession  with  a syndrome 
about  which  very  little  had  been  written  at  that 
time,  and  we  discussed  chiefly  the  manner  of  onset 
and  spread,  the  symptomatology,  bacteriology, 
pathology,  and  treatment.  We  also  devoted  some 
space  to  a discussion  of  possible  etiology  and  pre- 
vention. We  specifically  stated  that  the  manner 
of  spread  might  be  “from  contaminated  to  non- 
contaminated  object  by  nurses,  doctors  or  at- 
tendants," and  that  “fingers  soiled  by  a con- 
taminated diaper  might  have  touched  the  nipple 
of  a bottle  which  was  later  offered  to  a healthy 
child.”  We  also  suggested  that  the  infection 
might  be  primarily  a respiratory  one. 

Dr.  Ludlum  presents  nothing  new.  He  also 
suggests  that  the  spread  is  probably  caused  by 
something  which  gets  into  the  baby’s  mouth, 
either  through  droplet  infection  from  a nurse,  or 
from  the  nipple  which  has  been  contaminated. 
He  suggests  the  wearing  of  masks  and  an  aseptic 
technique  in  the  nursery.  We  made  similar  sug- 
gestions in  our  article.  We  fail  to  see  why  similar 
suggestions  made  by  us  show  “lamentable  lack 
of  logic  and  of  scientific  imagination,”  whereas 
when  made  by  him  they  show  “a  combination  of 
vision  and  logic." 

Dr.  Ludlum  stresses  the  rules  that  are  posted 
on  the  walls,  over  the  sink,  and  in  the  formula 
room.  It  has  been  our  experience  that  such 


measures  are  of  little  avail.  We  talk  glibly  of  an 
aseptic  technique  in  the  nursery.  Practically  it 
does  not  work  out.  An  aseptic  technique  can  be 
carried  out  in  the  operating  room  where  half  a 
dozen  or  more  trained  individuals  concentrate  on 
doing  one  particular  job,  comparatively  short  in 
duration.  It  is  not  possible  to  continue  such  a 
technique  where  one  nurse  has  to  care  for  ten 
babies  eight  hours  a day.  All  one  can  ask  is  that 
such  a technique  be  approached.  As  for  masks, 
we  are  beginning  to  believe  that  they  are  worse 
than  useless  when  worn  by  a nurse  for  eight  hours 
a day.  They  get  wet  from  the  moisture  of  the 
mouth,  and  dirty.  In  the  summertime  particu- 
larly, they  are  uncomfortable,  and  nurses  con- 
tinually pull  them  up  and  down. 

Dr.  Ludlum’s  good  results  are  not  due  to  the 
masks  nor  to  the  posted  rules,  both  of  which, 
incidentally,  we  stressed  in  our  article,  but  to  the 
fact  that  he  is  a careful  pediatrician,  constantly 
on  the  alert  to  see  that  there  are  as  few  breaks  in 
technique  as  possible.  As  he  says:  “Eternal 

Vigilance  is  the  price  of  safety." 

It  has  been  the  experience  in  New  York  City 
that  there  have  been  few  epidemics  in  hospitals 
with  high  general  standards.  On  the  other  hand 
there  have  been  repeated  epidemics  in  institu- 
tions whose  standards  are  low.  Dr.  Ludlum  has 
set  a high  standard  for  his  hospital  and  is  ap- 
parently keeping  it  up.  Also,  as  he  says,  he  is 
keeping  his  fingers  crossed. 

Morris  Greenberg  M.D 
B.  M.  Wronker,  M.D 

143  W.  87th  Street 
New  York  City 
August  22,  1940 


Special  Article 

TRADE  AND  PROFESSION 

(Sequel  to  “Tragedy  and  Comedy,”  published  in  the  April  1,  1940  issue) 
G.  P.  Bergmann,  M.D.,  Mattituck',  New  York 


Scene  I. 

Sterilizing  alcove  adjacent  operating  room  in 
Independence  Hospital.  It  is  night.  Nurse 
Graduate  and  Nurse  Probation  are  con- 
versing while  they  prepare  instruments  and 
dressings. 

Nurse  Probation:  Whom’s  he  operating  on  in 
there  now? 

Nurse  Graduate:  I don’t  know  yet.  They  called 
her  “Liberty.”  She  was  hurt  on  the  street. 

Nurse  Probation:  How’d  she  get  hurt? 

Nurse  Graduate:  I heard  them  say  downstairs 
that  a bunch  of  strikers  were  hurrying  by 
and  that  she  was  trampled  on. 

Nurse  Probation:  Did  they  say  she  had  a frac- 
tured spine?  What’s  that? 

Nurse  Graduate:  That’s  a broken  backbone. 
Dr.  Gray  is  trying  to  help  her  by  relieving 
pressure  on  the  vital  nerve  centers. 

Nurse  Probation:  Oh,  my,  I’m  awfully  tired!  Is 
he  going  to  work  most  of  the  night  again? 

(The  hospital  lights  flicker.) 

Nurse  Graduate:  The  lights!  That’s  terrible! 
Maybe  those  strikers  are  trying  to  wreck  the 
municipal  power  plant  again! 

(She  hurries  away.) 

Nurse  Probation  (to  herself):  They  work  all 
night.  They  never  complain — you’d  think 
they  enjoyed  it.  And  that  Dr.  Gray — work, 
work,  and  old  enough  to  be  my  grandfather. 
And  Nurse  Graduate  has  been  here  so  long 
now  she  doesn’t  know  any  better  either.  I 
suppose  she’ll  stay  here  until  she  dies  .... 
Study  and  slave,  that’s  all  we  do.  (She  sits 
down.)  And  these  doctors,  as  soon  as  they 
discover  something  that’s  good,  what  do 
they  do?  Patent  it?  No!  They  just  tell 
the  whole  world  about  it  and  look  for  some- 
thing else.  That’s  part  of  their  precious 
ethics,  I suppose.  If  that’s  what  I’m  getting 
into  I’ll  .... 

(Nurse  Graduate  returns.) 

Nurse  Graduate:  There,  that’s  in  readiness. 
And  what  are  you  doing,  sitting  there  and 
dreaming? 

Nurse  Probation  (startled):  Oh,  just  thinking. 
You  see,  out  in  Farmingville  we  live  on  a 
farm  and  Mr.  Government  pays  my  father 
for  not  planting  potatoes  on  certain  acres 
that  he  never  plants  anyway.  Maybe  if  I 
trained  at  the  “Nudeel”  Hospital  I’d  get 
paid  for  patients  who  never  came  in.  And 
maybe  .... 

Nurse  Graduate  (interrupting):  Sure — another 
crazy  idea,  and  maybe  (sarcastically)  if  you 
went  to  the  “Nudeel”  you  could  have  a nice 
little  private  sit-down  strike  of  your  own. 
No  doubt  you  could  have  a cosy  little  arm- 
chair to  do  your  sitting  in. 

(She  hurries  away.) 


Scene  II. 

Interior  of  the  governmental  omnibus  while  on  its 
round  of  hospital  inspections.  It  is  still 
night.  Mr.  Government,  Professor  Bureau- 
crat, Mr.  Statistics,  Mr.  Indictment,  and 
the  Court  Brothers  are  the  passengers. 
Each  of  them  is  in  deep  thought  as  he 
contemplates  a report  in  his  hand. 

Mr.  Statistics:  That  completes  our  data,  Mr. 
Government,  on  your  largest  institution  in 
this  section,  the  “Nudeel”  Hospital.  You 
see  how  efficiently  it  can  function.  It  has 
500  beds,  averages  52  patients  per  day,  and 
has  an  executive  lay  staff  of  103.  There  are 
6 doctors  and  15  nurses  on  the  professional 
staff.  The  deficit  for  the  past  six  months 
has  only  been  slightly  in  excess  of  $200,000, 
but  this  has  been  met  by  adequate  appro- 
priation. We  think,  however,  this  deficit  can 
be  lowered  by  reducing  the  number  of  doc- 
tors on  the  staff. 

Mr.  Government:  Thank  you.  What  is  the 
next  hospital  we  shall  visit  in  this  section? 

Mr.  Statistics:  It  is  “Independence”  Hospital, 
Mr.  Government,  one  that  we  have  not  yet 
taken  over.  It  appears  overcrowded  and  ill 
managed.  There  are  insufficient  beds,  and 
the  local  people  are  continuously  obliged  to 
contribute  voluntarily  to  its  support.  Your 
former  family  physician,  Dr.  Gray,  is  still 
in  charge.  He  receives  no  tangible  remu- 
neration but  continues  his  work  there. 

Mr.  Indictment : I strongly  suspect  that  he 
violates  the  labor  law  in  respect  to  hours  of 
work.  The  matter  is  under  investiga- 
tion. 

Mr.  Government : I see. 

Mr.  Statistics:  Moreover,  on  his  income  tax 
report  of  last  year  under  item  9 (income  from 
business  or  profession)  Dr.  Gray  showed  a 
deficit.  His  report  of  this  year,  which  is 
due  tomorrow,  has  not  yet  been  received. 

Professor  Bureaucrat : By  the  way,  Mr.  Govern- 
ment, inasmuch  as  there  is  no  longer  any 
difference  between  “Business”  and  “Pro- 
fession,” I have  arranged  that  item  9 on 
the  new  income  tax  forms  shall  read  simply, 
“Income”  instead  of  “Income  from  Business 
or  Profession.” 

Driver  of  Vehicle  (bringing  vehicle  to  a stop): 
Independence  Hospital! 

Mr.  Statistics  (turning  to  driver):  This  makes 
37  minutes  overtime  labor  on  your  shift  for 
which  the  pay  is  time  plus  half  time. 

Scene  III. 

Reception  hallway  of  Independence  Hospital. 
Mr.  Government,  Professor  Bureaucrat,  Mr. 
Statistics,  Mr.  Indictment,  and  the  Court 
Brothers  have  hardly  entered  when  Nurse 
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Graduate  appears.  (She  is  very  anxious 
and  hurries  toward  Mr.  Government.) 

Nurse  Graduate:  Oh,  Mr.  Government,  I’m 
so  glad  you’re  here.  We’ve  been  trying  in 
every  way  to  contact  you.  Your  daughter, 
Mr.  Government,  your  daughter,  Miss 
Liberty,  has  been  brought  in,  and  I’m 
afraid  she’s  seriously  hurt. 

Mr.  Government:  What?  Liberty?  In  this 
hospital?  Hurt?  Where?  Tell  me! 

Nurse  Graduate:  Yes,  Mr.  Government,  and 
I’m  so  very  sorry.  There  was  a traffic  ac- 
cident outside,  and  she  was  injured.  You 
see,  the  strikers  were  hurrying  toward  the 
municipal  power  plant  and  .... 

Mr.  Government:  But  tell  me!  Where  is  she? 

Nurse  Graduate:  In  the  operating  room,  Mr. 
Government. 

Mr.  Government:  Is  she — is  she  conscious? 

Nurse  Graduate:  Dr.  Gray  is  operating.  Her 
mind  was  clear  but  her  back  ....  Oh,  Mr. 
Government,  she  may  never  walk  again! 

Mr.  Government:  Liberty  not  walk  again ! Dr. 
Gray? 

Nurse  Graduate:  Yes,  she  wanted  Dr.  Gray. 
They  have  always  been  fond  of  each  other. 
He  was  there  when  she  was  born,  you  know. 

Mr.  Statistics:  Was  that  in  1776  or  was  it ....  ? 

(Suddenly  the  lights  go  out  and  the  entire 
hospital  is  plunged  into  complete  darkness. 
A clamor  of  voices  is  heard,  and  from  the 
street  outside  come  shouts  of  “Hurrah,  Hur- 
rah! We’ve  won  the  strike — there  isn’t  a 
light  left  burning  in  the  whole  city.”  The 
characters  in  the  hallway  exclaim,  and  they 
jostle  against  one  another.  They  are  in 
confusion  and  in  darkness.  A short  time 
passes.  Presently,  a wavering  light  appears 
on  the  stairway.  It  descends  and  Nurse 


Graduate  recognizes  Dr.  Gray  wearing  his 
lighted  head  lamp.  He  appears  very  weary, 
but  nevertheless  he  approaches  the  group 
and  speaks.) 

Dr.  Gray:  Here,  Gentlemen,  let  me  give  you 
some  light  and  (assisting  Mr.  Government 
to  his  feet)  let  me  help  you,  Mr.  Govern- 
ment. I trust  you  are  not  injured? 

Mr.  Government  (recovering) : I believe  not. 
But,  how — how  is  Liberty? 

Dr.  Gray:  She  has  not  completely  reacted  yet, 
but  I’m  confident  about  her  future.  In 
time  she  will  be  well  and  strong  again.  And 
may  I add,  Mr.  Government,  that  Liberty 
has  always  been  very  dear  to  me.  I have 
jealously  watched  her  growth  from  the 
cradle,  and  she  must  five  with  vitality  and 
beauty  unimpaired.  I pledge  you  my  every 
effort  to  this  end.  (Turning  to  Nurse 
Graduate)  Thanks  for  preparing  the  emer- 
gency operating  fight.  We  needed  it 
badly. 

Mr.  Government  (shaken) : Thank  you — 

greatly — both. 

(Slowly  they  all  depart,  leaving  Dr.  Gray 
and  Nurse  Graduate  alone.) 

Nurse  Graduate:  I’m  sorry  to  mention  it  again, 
Dr.  Gray,  but  you  asked  me  to  remind  you 
about  your  income  tax. 

Dr.  Gray:  Income  tax?  Income  tax?  Oh,  yes. 

Nurse  Graduate:  Yes,  it  is  due  tomorrow  and 
you  have  not  yet  filled  in  your  income  on 
item  9. 

Dr.  Gray:  Income?  Income?  Let  me  see! 

Put  down  my  income  as  follows  (slowly,  but 
with  spirit):  The  invaluable  satisfaction  of 
much  work  done  according  to  the  best  tra- 
ditions of  what  used  to  be  the  Medical  Pro- 
fession ! 


THE  PATIENT  BEFORE  HE  FEELS  SICK 

Knowledge  of  disease  has  now  advanced  so  far 
that  it  is  very  often  desirable  to  treat  the  patient 
before  he  knows  that  he  is  sick.  The  implica- 
tions of  this  situation  were  discussed  on  May  1 1 
by  Dr.  J.  Rosslyn  Earp  of  the  Division  of  Public 
Health  Education,  New  York  State  Department 
of  Health,  at  a meeting  sponsored  by  the  Ameri- 
can Association  of  University  Women  and  held 
in  the  Y.  W.  C.  A.  at  Elmira. 

Taking  the  first  eight  causes  of  death,  Dr. 
Earp  showed  that  at  the  beginning  of  the  cen- 
tury there  were  approximately  as  many  deaths 
from  acute  as  from  chronic  diseases.  Now, 
however,  less  than  one-quarter  of  the  deaths  in 
this  group  are  from  acute  disease. 

People  stricken  with  an  acute  disease  hasten 
to  their  doctor  for  aid.  Those  suffering  from  a 
chronic  disease  of  insidious  onset  tend  to  put 
off  their  visit  to  a doctor  and  to  seek  relief  by 
self- treatment.  Yet  we  know  that  in  many  dis- 
eases the  best  hope  for  cure  depends  on  early 
treatment — treatment  even  before  the  symptoms 
appear.  This  is  true  not  only  of  tuberculosis  but 
of  several  other  diseases,  including  the  two  at  the 


top  of  the  fist  of  causes  of  death:  cancer  and 
heart  disease.  It  is  true  of  diabetes,  of  many 
cases  of  syphilis,  and  of  certain  kidney  infections 
that  may  cause  high  blood  pressure  later  on. 

An  attempt  has  been  made  to  adjust  the  pri- 
vate practice  of  medicine  to  this  situation.  For 
nearly  twenty  years  now  the  periodic  medical 
examination  has  been  advocated  by  the  American 
Medical  Association.  But  it  has  not  received 
wide  acceptance.  A really  thorough  examination 
using  all  the  latest  diagnostic  instruments  and 
specialists  to  interpret  the  findings  is  so  expensive 
that  it  is  not  practical.  It  will  therefore  be  nec- 
essary to  make  examinations  for  the  first  stages 
of  other  diseases  as  we  now  make  examination  for 
the  first  stages  of  tuberculosis.  That  is,  we  in- 
vestigate to  determine  which  age  groups  and 
which  social  groups  are  most  subject  to  the  dis- 
ease, and  in  these  groups  we  make  a routine 
search  using  special  equipment  in  the  hands  of 
specialists.  By  cost-accounting  methods  we 
are  able  to  get  the  greatest  possible  value  for 
money  spent.  In  this  way  patients  can  be  found 
before  they  know  that  they  are  sick. 


HE  BLEW 

The  Associated  Press  reported  a birth  certifi-  In  the  space  reserved  for  the  father’s  name  was 
cate  filed  in  Columbus,  Ohio,  showing  only  the  written:  “Gone  with  the  Wind.” 

mother’s  name.  — J.A.M.A. 


Thirty-Fourth  Annual  Meetings 
of  the 

District  Branches 

PROGRAMS 

(T'fO 

Fifth  District  Branch 

Tuesday,  September  24,  1940 
Hotel  Snyder,  Little  Falls,  New  York 


Morning  Session:  10:00  o’clock — Daylight 
Saving  Time 

“Newer  Concepts  of  Hypertension” 

Harry  Dan  Vickers,  M.D.,  Little  Falls,  N.  Y. 
The  range  of  normal  blood  pressure  will  be 
discussed.  A brief  consideration  of  some 
newly  discovered  factors  in  the  etiology  of 
blood-pressure  disturbances  with  especial 
emphasis  on  disturbances  of  the  autonomic 
nervous  system.  Preclinical  recognition  of 
potential  hypertensive  subjects  is  urged  in 
order  that  high  blood  pressure  can  be  better 
prevented  than  treated. 

“Diagnosis  of  Carcinoma  of  the  Lung” 

George  G.  Ornstein,  M.D.,  New  York  City 
associate  professor  of  medicine,  New  York 
Medical  College  and  Flower  Hospital;  asso- 
ciate clinical  professor  of  medicine,  New 
York  Post-Graduate  Medical  School,  Columbia 

University 

A classification  of  primary  carcinoma  of  the 
lung  based  both  on  pathologic  and  clinical 
investigations  is  to  be  presented.  The  vari- 
ous types  of  primary  carcinoma  of  the  lung 
with  its  significant  symptoms,  physical  find- 
ings, and  x-ray  appearances  will  be  demon- 
strated. The  treatment  of  the  various  forms 
of  primary  carcinoma  of  the  lung  will  be 
discussed. 

“Appendicitis  in  Children” 

Brewster  C.  Doust,  M.D.,  Syracuse,  N.  Y. 
professor  of  pediatrics,  Syracuse  University 
College  of  Medicine 

1:00  p.m. — Luncheon  and  Introduction  of  Guests 
Afternoon  Session:  2 : 00  o’clock 
Business  Meeting 

“Symposium  on  General  and  Local  Cry  mo- 
therapy” 

John  C.  A.  Gerster,  M.D.,  New  York  City 
assistant  professor  of  clinical  surgery, 
Cornell  University  Medical  College;  clini- 


cal professor  of  surgery,  New  York  Uni- 
versity College  of  Medicine 
Historical — Local — General.  Technical  de- 
tails of  administration;  local — general. 

Acceptances  and  rejections,  i.e.,  indications 
and  contraindications.  Results — general 

and  local.  Conclusions. 

“Chemotherapy  in  General  Practice” 

Henry  van  Zile  Hyde,  M.D.,  Syracuse,  N.  Y. 
Sulfanilamide,  sulfapyridine,  and  sulfathia- 
zol  have  had  a wide  usage  and  are  reported 
upon  in  a vast  and  confusing  literature.  The 
paper  attempts  to  digest  this  material  as  it 
affects  the  use  of  these  drugs  in  general 
practice.  Proper  observation  of  patients 
under  treatment,  without  excessive  labora- 
tory work,  is  discussed. 

Entertainment  for  Ladies 

The  ladies  of  the  Herkimer  County  Auxiliary 
will  meet  the  visiting  ladies  at  the  Hotel  Snyder 
and  at  11:30  o’clock  they  will  take  a drive  to 
Canajoharie,  where  they  will  lunch  at  the 
historic  Beech-Nut  Hotel.  In  the  afternoon 
they  will  be  shown  through  the  Beech-Nut  Plant. 

Fifth  District  Branch  Officers 

President Fred  C.  Sabin,  M.D.,  Little  Falls 

1st  Vice-President.  .HZ.  C.  Reifenstein,  M.D., 

Syracuse 

2nd  Vice-President . .William  Hale,  M.D.,  Utica 
Secretary. . . .Sherman  M.  Burns,  M.D.,  Oswego 
Treasurer Edgar  O.  Boggs,  M.D.,  Lowville 

Presidents  of  Component  County  Societies 
Herkimer.  . . .George  J.  Frank,  M.D.,  Frankfort 
Jefferson . . Harold  L.  Gokey,  M.D.,  Alexandria 

Bay 

Lewis Thomas  A.  Lynch,  M.D.,  Lowville 

Madison.  .Everett  T.  Centerwall,  M.D.,  Morris- 

ville 

Oneida Frank  J.  Rossi,  M.D.,  Utica 

Onondaga. . . Brewster  C.  Doust,  M.D.,  Syracuse 
Oswego.  . . .Harrison  M.  Wallace,  M.D.,  Oswego 


Seventh  District  Branch 

Thursday,  September  26,  1940 

Clifton  Springs  Sanitarium,  Clifton  Springs,  New  York  (celebrating  its  90th  Anniversary) 

The  Clifton  Springs  Sanitarium,  which  is  our  host  for  this  meeting,  was  established  in 
1850  as  a small  institution.  It  has  grown  now  to  be  one  of  the  largest  sanitariums  in  the 
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United  States,  with  a deservedly  high  reputation  for  diagnosis  and  treatment  of  all  medi- 
cal and  surgical  affections,  and  has  a staff  of  specialists  for  every  branch  of  medicine.  It 
is  located  in  Ontario  County,  near  the  geographic  center  of  the  eight  counties  composing 
the  Seventh  District  of  New  York  State  and  is  easy  of  access  by  good  roads  from  all 
points  of  the  compass. 


Morning  Session:  9:45  o’clock — Daylight  Saving 
Time 

Registration  at  main  entrance  of  Clifton 
Springs  Sanitarium. 

Motion  sound  pictures  in  Gymnasium 

Dr.  Benjamin  J.  Slater,  Rochester,  N.  Y. 
“Tracking  the  Sleeping  Death” 

“The  Romance  of  Radium” 

“The  Story  of  Dr.  Carver” 

These  motion  pictures  are  of  the  historical 
or  inspirational  type  and  are  devoted  to 
episodes  of  medical  interest  that  have  been 
outstanding  in  their  connection  with  human 
welfare  and  the  medical  profession. 

Remarks  by  officers  of  the  Medical  Society 
of  the  State  of  New  York: 

James  M.  Flynn,  M.D.,  Rochester,  N.  Y., 

President 

Peter  Irving,  M.D.,  New  York  City,  Secretary 
Joseph  S.  Lawrence,  M.D.,  Albany,  N.  Y., 

Executive  Officer 
Mr.  Dwight  Anderson,  New  York  City, 
Publicity  Director 

“The  Recognition  and  Prevention  of  the  Late 
Toxemias  of  Pregnancy  in  Their  Incipient 
Stages” 

Herbert  F.  Dyer,  M.D.,  Hamilton,  Ontario 
Discussion  by  James  K.  Quigley,  M.D., 
Rochester,  N.  Y.;  Thomas  W.  Maloney, 
M.D.,  Geneva,  N.  Y.;  and  A.  B.  Chidester, 
M.D.,  Auburn,  N.  Y. 

Dr.  Dyer’s  paper  is  the  result  of  prolonged 
personal  work  on  his  part  and  that  of  his 
colleagues  in  Hamilton.  It  is  practical, 
reasonable,  and  workable  in  its  application 
to  these  highly  important  maternal  condi- 
tions. 

Business  Meeting 

1:15  p.m. — Dinner  in  main  dining  hall  of  Sani- 
tarium. Tickets  75^ 

2:00  p.m. — Group  picture,  main  entrance 

Afternoon  Session:  2:15  o’clock 

“Treatment  of  General  Peritonitis  Following 
Ruptured  Appendix” 

Elmer  Milch,  M.D.,  Buffalo,  N.  Y. 
Discussion:  Lynn  Rumbold,  M.D., 

Rochester,  N.  Y.;  Alfred  K.  Bates,  M.D., 
Auburn,  N.  Y. ; and  H.  J.  Knickerbocker, 
M.D.,  Geneva,  N.  Y. 

Dr.  Milch’s  paper  is  a valuable  contribution 
to  the  study  of  peritonitis.  It  clarifies  and 
simplifies  the  lines  of  treatment  in  the  form 
of  a graphic  analysis  and  teaches  a method 
of  treatment  that,  in  his  hands,  has  ma- 
terially reduced  mortality  rates  in  a lengthy 
series  of  cases. 

Medical  “Correct  or  Incorrect”  Contest 
Master  of  Ceremonies:  Floyd  S.  Winslow,  M.D., 

Rochester,  N.  Y. 


Six  of  the  personnel  from  the  medical  staff  of 
the  Clifton  Springs  Sanitarium:  Adrian 

S.  Taylor,  M.D.;  S.  A.  Munford,  M.D.; 
Paul  V.  Newland,  M.D.;  J.  W.  Karr,  M.D.; 

W.  C.  Eikner,  M.D.;  and  O.  E.  Anderson, 
M.D. 

Six  physicians  from  the  Seventh  District 
Branch.  All  are  county  society  presidents: 

G.  M.  Doolittle,  M.D.;  R.  F.  D.  Gibbs, 
M.D.;  A.  W.  Holmes,  M.D.;  A.  D.  Kaiser, 
M.D. ; R.  A.  O’Brien,  M.D.;  and  C.  L. 
Steyaart,  M.D. 

This  is  a quiz  contest,  similar  to  those  heard 
over  the  radio,  like  an  old-fashioned  “spell 
down”  contest,  the  winner  being  the  last 
man  of  the  twelve  doctors  to  survive  the 
quiz. 

Note 

The  management  of  the  Sanitarium  has  gener- 
ously offered  to  give  bath  or  massage  treatment 
on  the  day  of  the  meeting  to  any  of  the  doctors 
or  their  ladies  desiring  it.  Arrangements  may  be 
made  at  the  desk. 

Entertainment  for  Ladies 

A movie  travelogue — “A  Trip  to  the 
Mediterranean” — has  been  provided  for  the 
entertainment  of  the  ladies.  It  will  be  shown 
in  the  Chapel  at  2:15  p.m.  by  Dr.  B.  J.  Slater,  of 
Rochester. 

This  series  of  moving  pictures  is  shown  from 
films  taken  by  Dr.  Slater  on  a recent  trip  to  the 
Mediterranean  and  countries  bordering  there- 
upon. 

Seventh  District  Branch  Officers 

President.  . Frederick  W.  Lester,  M.D.,  Seneca 

Falls 

1st  Vice-President.  . Benjamin  J.  Slater,  M.D., 

Rochester 

2nd  Vice-President.  .Homer  J.  Knickerbocker, 

M.D.,  Geneva 

Secretary.  . . .John  J.  Finigan,  M.D.,  Rochester 
Treasurer . . . .Howard  S.  Brasted,  M.D.,  Hornell 

Presidents  of  Component  County  Societies 

Cayuga William  A.  Tucker,  M.D.,  Auburn 

Livingston.  .George  M.  Doolittle,  M.D.,  Sonyea 
Monroe.  ..  .Albert  D.  Kaiser,  M.D.,  Rochester 
Ontario.  .Albert  G.  Odell,  M.D.,  Clifton  Springs 
Seneca. . . .Robert  F.  Gibbs,  M.D.,  Seneca  Falls 
Steuben. . . .Richard  A.  O’Brien,  M.D.,  Corning 

Wayne Charles  L.  Steyaart,  M.D.,  Lyons 

Yates Allen  W.  Holmes,  M.D.,  Penn  Yan 

Local  Arrangements  Committee 

Adrian  S.  Taylor,  M.D.,  Superintendent,  Clif- 
ton Springs  Sanitarium,  and  the  Staff. 

General  Committee 

Alfred  W.  Armstrong,  M.D.,  Canadaigua 
M.  R.  Blakeslee,  M.D.,  Shortsville 
H.  S.  Brasted,  M.D.,  Hornell 
J.  J.  Finigan,  M.D.,  Rochester 
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Leo  F.  Simpson,  M.D.,  Rochester  E.  T.  Wentworth,  M.D.,  Rochester 

B.  J.  Slater,  M.D.,  Rochester  F.  S.  Winslow,  M.D.,  Rochester 


Fourth  District  Branch 

Tuesday  and  Wednesday,  October  1 and  2,  1940 
Hotel  Van  Curler,  Schenectady,  New  York 


Tuesday,  October  1:  2:00  o’clock 

“Proprietary  Medicines” 

A.  H.  Aaron,  M.D.,  Buffalo,  N.  Y. 
professor  of  clinical  medicine,  Uni- 
versity of  Buffalo  School  of  Medicine 
It  will  be  shown  that  official  preparations 
are  available  costing  less  to  the  patient  with 
a relatively  greater  profit  to  the  pharmacist. 
These  are  compounded  to  meet  the  indi- 
vidual patient’s  condition.  The  dangers  in 
using  products  under  a name  that  may  cover 
toxic  chemical  substances  is  avoided.  Office 
dispensation  is  discussed  with  suggestions  as 
to  products  to  be  used. 

“Problem  Fractures  About  the  Elbow” 

Clay  Ray  Murray,  M.D.,  New  York  City, 
associate  professor  of  surgery,  College  of 
Physicians  and  Surgeons,  Columbia  Uni- 
versity 

Subject  will  be  presented  from  the  stand- 
point of  the  recognition  by  the  general 
practitioner  of  those  cases  that  entail  par- 
ticular difficulties  and  the  need  of  expert 
detail  treatment  and  in  which,  if  such  treat- 
ment is  delayed,  disaster  may  result. 

“Acute  Cardiovascular  Emergencies” 

John  E.  Deitrick,  M.D.,  New  York  City 
This  discussion  emphasizes  the  peripheral 
circulatory  emergencies.  The  physiology  of 
the  development  of  shock  due  to  hemorrhage 
is  reviewed  with  respect  to  its  treatment. 
Certain  comparisons  are  made  to  secondary 
or  surgical  shock.  The  discussion  of  cardiac 
emergencies  themselves  is  limited  to  a few 
remarks  on  the  treatment  of  pericarditis  and 
the  indications  for  phlebotomy  in  the  pres- 
ence of  pulmonary  edema. 

“Convalescence  at  the  Spa” 

Edward  J.  Callahan,  M.D.,  Saratoga  Springs, 

N.  Y. 

The  proper  convalescence  is  important  for 
every  patient  recovering  from  any  illness, 
either  acute  or  chronic.  It  requires  a regu- 
lated program  under  medical  supervision, 
using  measures  suitable  for  the  patient  and 
facilities  to  carry  out  the  program  properly. 
The  place  of  a Spa  in  this  program  of  con- 
valescence, as  illustrated  by  the  therapeutic 
regimen  at  the  Saratoga  Spa,  will  be  dis- 
cussed. 

Business  Meeting — Election  of  Officers 

Evening  Session:  7:00  o’clock 

Dinner 

Address  by  James  M.  Flynn,  M.D.,  Rochester, 

N.  Y.,  President,  Medical  Society  of  the  State  of 

New  York. 

Entertainment 


Wednesday,  October  2:  9:30  o’clock 

“Pentothal  Sodium  in  General  Surgery” 

Edward  S.  McDowell,  M.D.,  Plattsburg,  N.  Y. 

William  W.  Johnson,  M.D.,  Plattsburg 
William  H.  Ladue,  M.D.,  Plattsburg 
( Collaborators ) 

Criteria  for  an  ideal  anesthetic;  character- 
istics of  pentothal  sodium ; administration — 
hazards — antidotes;  analysis  of  cases. 

‘‘Medical  Care  of  the  Indigent  Sick” 

Louis  H.  Bauer,  M.D.,  Hempstead,  N.  Y. 
History  of  medical  relief  in  New  York  with 
development  of  T.  E.  R.  A.  and  Department 
of  Social  Welfare.  Program  sponsored  by 
State  Medical  Society  to  eliminate  delays, 
inconsistencies,  and  injustices  to  patient 
and  doctor.  Counter  proposal  of  state  wel- 
fare officials.  Elimination  of  bureaucratic 
inefficiency  and  red  tape,  and  the  establish- 
ment of  local  autonomy  with  recognition  of 
the  county  medical  society  as  the  supervis- 
ing agency  as  in  compensation  work,  essen- 
tial to  any  plan. 

“Treatment  of  Unusual  Fractures” — Lantern 
Slide  Demonstration 

Frederick  F.  McGauley,  M.D.,  Schenectady, 

N.  Y. 

The  increasing  number  of  serious  automo- 
bile accidents,  as  well  as  catastrophies  in 
industrial  plants,  has  made  the  general 
surgeon  look  for  every  available  assistance 
to  obtain  good  results.  With  compound  as 
well  as  simple  fractures  we  have  used  the 
Roger  Anderson  apparatus  in  complicating 
cases.  During  the  past  two  years  we  have 
applied  this  method  in  26  cases  and  feel  that 
we  have  better  results  than  with  any  previ- 
ous technic. 

Entertainment  for  Ladies 

The  Women’s  Auxiliary  of  Schenectady 
County  will  entertain  the  ladies  after  they 
register  at  the  Hotel  Van  Curler. 

Fourth  District  Branch  Officers 

President Sylvester  C.  Clemans,  M.D., 

Gloversville 

1st  Vice-President.  .E.  Harrison  Ormsby,  M.D., 

Amsterdam 

2nd  Vice-President Wm.  Warriner  Woodruff, 

M.D.,  Saranac  Lake 
Secretary.  . . .Harold  A.  Peck,  M.D.,  Glens  Falls 
Treasurer John  E.  Free,  M.D.,  Ogdensburg 

Presidents  of  Component  County  Societies 

Clinton.  .A.  B.  de  Grandpre,  M.D.,  Plattsburg 
Essex.  . . .L.  Herbert  Gaus,  M.D.,  Ticonderoga 
Franklin.  . . .Kenneth  A.  Tulloch,  M.D.,  Malone 
Fulton.  .Everett  N.  Perkins,  M.D.,  Gloversville 
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Montgomery S.  L.  Homrighouse,  M.D., 

Amsterdam 

St.  Lawrence David  M.  Mills,  M.D., 

Gouverneur 

Saratoga Ralph  B.  Post,  M.D.,  BallstonSpa 


Schenectady F.  Leslie  Sullivan,  M.D.,  Scotia 

Warren Herbert  A.  Bartholomew,  M.D., 

Glens  Falls 

Washington Vernon  K.  Irvine,  M.D.,  Gran- 

ville 


Eighth  District  Branch 

Thursday,  October  3,  1940 

Hotel  Niagara,  First  Street  and  Jefferson  Avenue,  Niagara  Falls,  New  York 


Morning  Session:  9:30  o’clock 

Motion  Pictures 

“Occiput  Posterior”  (This  film  includes  two 
deliveries,  one  of  forceps  rotation  and 
delivery,  and  one  of  Podalic  Version) 

Arthur  H.  Bill,  M.D. 
“Varicose  Veins:  Their  Treatment  by  the 

Modern  Combined  Ligation  and  Injection 
Treatment” 

H.  O.  McPheeters,  M.D. 
“Cardiac  Irregularities”  (2  reels) 

Carl  J.  Wiggers,  M.D. 

“The  Diagnosis  and  Management  of  Early 

Pulmonary  Tuberculosis” 

N.  Stanley  Lincoln,  M.D.,  Mount  Morris,  N.  Y. 

superintendent,  Mount  Morris  Tuberculosis  Hos- 
pital 

The  control  of  tuberculosis  to  be  successful 
must  be  based  upon  a program  of  case  find- 
ing so  thorough  and  complete  as  to  reveal 
new  cases  of  tuberculosis  in  the  early  stages 
before  the  disease  has  caused  a significant 
destruction  of  pulmonary  tissue  or  altera- 
tion of  respiratory  function.  The  manage- 
ment of  these  cases  will  be  outlined  with 
the  desirable  features  of  immediate  hos- 
pitalization, continued  close  medical  super- 
vision with  complete  bed  rest  during  the 
phase  of  clinical  activity,  this  being  supple- 
mented by  surgical  procedures  when  the 
disease  does  not  respond  satisfactorily  to  the 
conventional  method  of  handling. 

“The  Rationale  of  Common  Procedures  Used  in 

the  Care  of  Head  Injuries” 

W.  P.  Van  Wagenen,  M.D.,  Rochester,  N.  Y. 
associate  professor  of  neurosurgery.  University 
of  Rochester  School  of  Medicine 

An  appreciation  of  the  alterations  of  the 
intracranial  circulation  of  the  blood  and 
cerebrospinal  fluid  is  most  essential  for  the 
intelligent  treatment  of  head  injuries,  both 
in  the  early  and  late  phases.  Factors  in- 
fluencing these  two  systems  of  fluid  circula- 
tion are  discussed  together  with  practical 
therapeutic  considerations. 

12:30  p.m. — Luncheon  and  Introduction  of 

Guests 

Afternoon  Session:  2:00  o’clock 


Business  Meeting 

“Problems  in  the  Care  of  the  Premature  Infant” 
Julius  H.  Hess,  M.D.,  Chicago 
professor  of  pediatrics  and  head 
of  the  department,  University  of 
Illinois  College  of  Medicine, 
Chicago 

No  one  has  taught  us  as  much  about  the 
methods  for  reducing  the  mortality  rate  in 
premature  and  immature  infants  as  Dr. 
Hess.  His  premature  service  at  Michael 
Reese  Hospital  serves  as  a model  for  pedi- 
atric institutions  throughout  the  country. 
He  will  discuss  the  practical  measures  to  be 
carried  out  in  caring  for  those  delicate  in- 
fants. 

Round  Table  Discussion  on  Therapy 

A.  H.  Aaron,  M.D.,  Buffalo,  N.  Y. 
professor  of  clinical  medicine,  Uni- 
versity of  Buffalo  School  of  Medicine 
The  use  of  some  of  the  newer  and  well-known 
products  in  the  treatment  of  disease.  Ques- 
tions especially  covering  chemotherapy, 
hormones,  and  vitamins  will  be  solicited 
from  those  attending. 

Assisting:  Drs.  F.  D.  Leopold,  Frank 
Myers,  W.  J.  Orr,  W.  J.  Rose,  L.  M.  Siegel, 
and  L.  Maxwell  Lockie. 

Eighth  District  Branch  Officers 

President Leon  J.  Leahy,  M.D.,  Buffalo 

1st  Vice-President.  .Robert  C.  Peale,  M.D.,  Olean 
2nd  Vice-President.  .Peter  J.  Di  Natale,  M.D., 
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Figures  just  compiled  by  the  United  States  in  cases  of  poliomyelitis  reported  in  1939  over 

Public  Health  Service  show  a sharp  increase  1938,  a year  of  unusually  low  incidence. 


Maternal  Welfare 


From  time  to  time  under  this  heading  articles  appear  on  obstetric  subjects  which  are 
deemed  of  importance  as  aids  to  improvement  of  maternal  welfare  in  New  York  State. 
The  members  of  the  committee  are  Charles  A.  Gordon,  M.D.,  chairman;  James  A.  Quigley, 
M.D.;  and  Ferdinand  J.  Schoeneck,  M.D. 


Cesarean  Section 


When  should  cesarean  section  be  properly  em- 
ployed to  accomplish  delivery?  The  answer 
to  this  question  entails  the  highest  degree  of  real 
obstetric  judgment. 

Case  Report 

Mrs.  W.  F.,  aged  43,  had  an  essential  past 
history  of  chronic  gallbladder  disease  and  a 
four-month  miscarriage  at  the  age  of  35.  Patient 
had  been  undergoing  menopause  for  the  past 
two  years.  An  exacerbation  of  nausea  and 
vomiting  was  attributed  to  the  gallbladder 
disease.  However,  a diagnosis  of  pregnancy 
was  confirmed  by  a Friedman  test.  Pregnancy 
was  uneventful.  Pelvic  measurements  were 
normal.  At  term,  the  membranes  ruptured 
prematurely,  followed  in  one  hour  by  the  onset 
of  labor.  Patient  was  hospitalized  and  ex- 
amination showed  the  baby  to  be  in  an  R.O.P. 
position.  Rectal  examination  revealed  an  un- 
engaged head,  thick  lower  uterine  segment,  and 
long  cervix  which  admitted  the  tip  of  a finger. 
Contractions  were  every  two  minutes.  After 
five  hours  of  active  labor,  rectal  examination 
was  the  same.  The  patient  was  then  delivered 
of  an  8-pound  female  by  laparotrachelotomy 
(low  cesarean  section).  Convalescence  was  un- 
eventful. 

Was  cesarean  section  the  proper  treatment  in 
this  case?  The  indications  were  listed  as  (1) 
valuable  baby.  It  is  obvious  that  the  chances 
of  conceiving  again  were  very  meager,  and  it 
may  be  stated  that  both  the  patient  and  her 
husband  were  very  anxious  to  have  the  child. 
(2)  The  lack  of  progress  in  six  horns  of  really 
active  labor,  with  rupture  of  membranes  and  a 
posterior  position,  gave  indication  of  a long  and 
difficult  labor.  (3)  The  patient’s  age  (43 
years)  added  to  the  probability  of  a complicated 
labor. 

On  the  other  hand,  it  must  candidly  be  ad- 
mitted that  this  labor  could  have  progressed 
satisfactorily  and  terminated  in  a spontaneous 
delivery.  Certainly  if  this  patient  were  twenty 
years  younger,  it  would  have  been  close  to 
criminal  to  subject  her  to  cesarean  for  the  above 
indications. 

This  case  is  presented  to  illustrate  some  of  the 
factors  that  must  be  considered  in  advising 
cesarean  section.  Many  others  must  also  be 
considered.  For  instance,  how  do  we  explain 
the  fact  that  cesarean  mortality  throughout  the 
country  is  close  to  10  per  cent,  whereas  many 


obstetric  climes  report  cesarean  mortality  in 
fractions  of  1 per  cent.  One  explanation  for 
this  discrepancy  appears  to  be  in  the  type  of 
cesarean  section  performed.  Statistics  seemingly 
show  rather  conclusively  that  the  classic  type 
of  operation  gives  very  poor  results  in  potentially 
and  truly  infected  cases.  The  laparotrachelot- 
omy, or  low  cesarean,  is  not  particularly  difficult 
from  a technical  standpoint,  yet  comparatively 
few  surgeons  perform  this  operation.  In  truly 
infected  cases  an  extraperitoneal  operation  or  a 
Porro  cesarean  (cesarean  followed  by  supra- 
vaginal hysterectomy)  must  be  employed. 
Despite  these  known  facts,  the  classic  type  of 
operation  is  generally  employed,  except  in  the 
larger  obstetric  centers.  Perhaps  even  more 
important,  is  the  proper  selection  of  cases  for 
cesarean  section.  This  operation  cannot  be 
considered  as  a method  of  getting  out  of  all 
sorts  of  obstetric  difficulties.  A patient  who 
has  been  in  labor  a long  time  and  has  had  mul- 
tiple vaginal  examinations  recovers  from  a 
classic  cesarean  only  through  the  grace  of  the 
Lord.  Many  authorities  feel  that  this  improper 
selection  of  cases  for  cesarean  and  the  choice 
of  the  wrong  type  of  operation  accounts  for  the 
mortality  discrepancy  between  the  statistics  of 
the  country  as  a whole  and  the  larger  obstetric 
clinics. 

Another  consideration  is  the  employment  of 
the  general  operating  room  for  cesarean  sections. 
It  is  utopian  to  say  that  every  hospital  should 
set  aside  a “clean”  operating  room  to  be  used 
only  for  cesareans.  Yet  it  is  generally  conceded 
that  satisfactory  results  can  be  obtained  only 
if  cesareans  are  performed  in  “clean”  operating 
rooms.  It  is  common  sense  to  realize  that  a 
cesarean  performed  in  a room  that  has  been  the 
recent  site  of  a laparotomy  for  a ruptured  ap- 
pendix greatly  enhances  the  cesarean  patient’s 
chances  of  becoming  infected. 

Much  has  been  said  of  the  “man  with  the 
scalpel”  as  a factor  in  cesarean  mortality. 
While  it  is  true  that  this  operation,  like 
any  other,  can  be  bungled,  cesarean  section  is 
not  a difficult  operation,  and  any  physician 
capable  of  major  surgery  should  be  qualified  to 
perform  cesareans.  However,  anyone  qualifying 
himself  to  do  this  work  should  be  able  to  perform 
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the  various  types  of  operation.  Much  more 
important,  though,  is  the  fact  that  he  is  capable 
of  judging  which  cases  should  be  sectioned,  or 
that  he  associate  himself  with  someone  who  is 
so  qualified. 

There  are  comparatively  few  true  indications 
for  cesarean  section.  Absolute  disproportion, 
of  course,  heads  the  list.  No  one  will  argue 
with  the  physician  who  elects  to  do  a cesarean 
on  a patient  with  a true  conjugate  of  8 cm.  or 
less.  So,  likewise,  a transverse  of  the  outlet 
below  6 cm.,  especially  if  the  posterior  sagittal 
measurement  is  correspondingly  small,  may  be 
considered  as  an  unquestioned  indication. 
Tumors,  which  really  obstruct  the  pelvis,  may 
also  be  considered  beyond  the  realm  of  argument. 
In  this  class  may  also  be  placed  transverse  pres- 
entation of  the  fetus,  providing  the  diagnosis 
is  made  early  in  labor  when  the  patient  is  a 
proper  surgical  risk.  Most  complete  placenta 
praevias  would  fall  in  this  category. 

At  the  other  extreme  may  be  mentioned  in- 
dications that  are  definitely  open  to  controversy ; 
the  choice  of  cesarean  being  definitely  ascribable 
to  the  personal  experience  or  belief  of  the  in- 
dividual physician.  Among  these  may  be  men- 
tioned cardiac  disease,  tuberculosis,  and  other 
constitutional  diseases.  Rarely  physicians  will 
consider  certain  types  of  toxemia  of  pregnancy 
best  handled  by  abdominal  delivery,  including 
the  rugged  individualists  who  still  perform 
sections  for  eclampsia  despite  the  untoward 
results  generally  reported  for  this  method  of 
treatment.  Here,  too,  should  be  listed  fetal 
distress,  especially  prolapse  of  the  cord,  where  the 
value  of  the  child  is  placed  above  the  added  risk 
to  the  mother,  and  certain  abnormal  positions  of 
the  fetus  that  usually  may  be  delivered  per 
vaginum,  notably  posterior  positions  and  breech 
presentations. 

Between  these  two  extremes,  namely,  those 
that  are  absolute  indications  and  those  more  or 
less  dependent  on  personal  preference,  falls  the 
largest  group  of  all.  These  cases  may  or  may 
not  best  be  handled  by  cesarean.  The  situation 
is  such  that  cesarean  section  must  be  considered 
and  is  elected  only  after  a complete  evaluation 
of  the  pros  and  cons,  with  especial  consideration 
being  given  to  the  comparative  maternal  risk 
of  abdominal  delivery  versus  vaginal  deliv- 
ery. 

Heading  this  list  is  that  condition  most  dif- 
ficult to  evaluate,  namely,  the  so-called  border- 
line pelvis:  the  unengaged  head  with  a true 

conjugate  between  8 and  10  cm.,  or  even  more 
difficult,  the  contracted  outlet  between  6 and  7 
cm.,  where  the  contour  of  the  pubic  arch  and 
length  of  the  posterior  sagittal  diameter  mean  so 


much.  It  is  not  the  purpose  of  this  article  to 
go  into  a detailed  consideration  of  the  border- 
line pelvis  and  the  necessary  test  of  labor.  It 
is  merely  the  intent  to  point  out  that  this 
situation  is  deserving  of  the  nicest  kind  of 
obstetric  judgment  and  unless  such  situations 
are  properly  evaluated  many  women  will  be 
subjected  to  unnecessary  risks. 

In  a similar  classification  must  be  placed 
abruptio  placenta.  Certain  cases  of  this  type 
are  unquestionably  best  handled  by  abdominal 
delivery,  on  the  other  hand  the  accompanying 
shock  in  many  instances  is  so  great  that  lapar- 
otomy may  entail  too  much  risk.  Certain  types 
of  placenta  praevia  must  be  considered  in  this 
category. 

Included  under  such  a head,  we  must  also  con- 
sider the  so-called  “elderly  primip” — situations 
similar  to  that  cited  in  the  case  report  at  the 
beginning  of  this  article. 

We  need  only  to  think  seriously  of  the  general 
10  per  cent  maternal  mortality  with  cesarean  to 
realize  the  importance  of  reserving  abdominal 
delivery  for  those  instances  where  it  promises 
to  give  the  best  ultimate  result. 

One  method  that  gives  reasonable  assurance 
that  cesarean  section  will  be  performed  only 
when  really  indicated  is  the  recent  adoption  by 
many  hospitals  of  the  rule  requiring  competent 
obstetric  consultation  before  this  operation  may 
be  done.  In  fact  many  institutions  now  require 
two  expert  obstetric  opinions.  It  is  by  such 
meticulous  attention  to  indications  that  the 
patient,  physician,  and  hospital  are  assured  of 
maximum  protection.  Added  assurance  of  the 
proper  management  of  cases  is  also  enhanced 
by  a monthly  staff  review  of  all  the  hospital’s 
operative  deliveries. 

It  is  quite  generally  conceded  that  American 
obstetrics  tends  to  emphasize  operative  obstet- 
rics. Most  statistical  studies  reveal  that  mor- 
tality rates  are  almost  in  direct  proportion  to 
the  incidence  of  operative  deliveries,  including 
cesarean  section.  This  situation  is  deserving  of 
our  careful  attention.  Many  obstetric  centers 
pride  themselves  on  a low  incidence  of  cesarean 
section,  feeling  that  such  low  incidence  is  an 
indication  of  conservative  obstetrics.  Some 
hospitals  boast  of  only  1 or  2 per  cent  cesarean 
sections.  On  the  other  hand,  some  hospitals, 
showing  as  high  as  10  per  cent  of  their  deliveries 
accomplished  by  cesareans,  present  excellent 
mortality  figures.  There  would  seem  to  be  a 
happy  medium  between  these  extremes.  If  we 
are  to  obtain  the  excellent  results  that  cesarean 
section  should  give,  we  must  individualize  each 
potential  section:  (1)  the  indications  must  be 

proper;  (2)  true  evaluation  must  be  given  to 
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the  presence  or  absence  of  real  or  potential 
infection  including  rupture  of  membranes;  (3) 
the  operating  room,  including  technic,  site, 
and  personnel  must  be  satisfactory;  (4)  the 
correct  type  of  operation  must  be  selected  and 


performed  by  capable  physicians;  and  (5)  that 
ethereal  but  essential  thing  called  “obstetrical 
judgment”  must  play  its  part.  In  all  fairness, 
such  a valuable  procedure  as  cesarean  section 
should  not  be  abused. 


GUILTY! 

A Harvard  professor  has  come  to  the  conclu- 
sion that  the  human  race  is  degenerating  and  par- 
ticularly blames  the  medical  profession  for  hav- 
ing saved  the  lives  of  “hundreds  of  thousands  of 
debilitated  organisms  which  are  adding  to  the 
burden  of  society  by  reproducing  more  and  worse 
offspring.”  He  says,  “Medicine  today  is  an 
extension  of  the  maternal  instinct  mixed  up  with 
scientific  techniques.  It  operates  in  an  odor  of 
sanctity  and  formaldehyde.”  Guilty!  we  have 
not  cured  the  ills  of  society  and  we  have  not 
undertaken  to  order  the  evolution  of  the  human 
race!  We  still  adhere  to  the  eight-century-old 
prayer  of  Maimonides: 

“Grant  energy  unto  both  body  and  the  soul 
That  I might  e’er  unhindered  ready  be 

To  mitigate  the  woes. 

Sustain  and  help 

The  rich  and  poor,  the  good  and  bad,  enemy 
and  friend. 

O let  me  e’er  behold  in  the  afflicted  and  suffer- 
ing 

Only  the  human  being.” 

Let  the  Fuehrers  and  the  Supreme  Commissars 
do  the  purging.  There  are  a lot  of  human  be- 
ings left  on  the  earth;  in  mass  they  are  terrible 
but  individually  few  are  bad.  We  deal  with 
individuals.  Our  purpose  is  the  care  of  the  sick 
and  the  prevention  of  illness.  Our  society  exists 
that  we  may  take  better  care  of  the  sick.  I 
think  the  great  attraction  of  our  profession  to  the 
promising  youth  of  today  is  this  humanitarian 
appeal. — Harry  C.  Messinger,  M.D.,  Provi- 
dence 


COLD  SCIENCE  IS  NOT  ENOUGH 

I hope  the  time  will  never  come  when  the 
test  tube  and  the  microscope,  with  all  of  their 
amazing  value  to  mankind,  will  ever  be  permitted 
to  displace  the  fundamental  humane  and  human 
instincts  which  make  up  the  great  physician. 
The  physician  who  gets  nothing  out  of  his  prac- 
tice except  his  fee  has  been  a failure. 

There  is  a definite  valuation  in  the  personal 
relationship  which  exists  between  the  doctor  and 
his  patient.  One  well-trained  doctor  may  be 
just  as  able  as  another  to  apply  the  truths  of  sci- 
ence in  the  treatment  of  disease,  but  the  time 
comes  in  the  life  of  each  of  us  when  the  cold 
facts  of  science  do  not  prevail.  The  personal 
side  of  the  practice  of  medicine  plays  as  impor- 
tant a part  as  the  service  which  the  people  not 
only  desire  but  demand.  It  is  that  service  of 
sympathy,  pity,  cheerfulness,  and  confidence 
which  the  doctor  brings  to  the  patient  which  is  so 
essential.  No  amount  of  scientific  efficiency 
can  take  his  place  in  the  dark  hours  of  sorrow 
and  trouble  so  common  in  the  experience  of  all 
of  us.  President  Eliot  of  Harvard  said:  “In 

these  intangible  things  I have  found  the  durable 
situations  of  life;  shame  dies,  honor  perishes, 
but  loving  kindness  is  immortal.”  Several 
years  ago  I saw  a monument  in  France  erected  to 
Louis  Pasteur  which  had  on  it  a brief  inscrip- 
tion in  French  which  has  always  seemed  to  me 
one  of  the  most  impressive  and  accurate  inscrip- 
tions upon  the  practice  of  medicine  which  I have 
ever  read.  It  may  be  translated  freely:  “To 

cure  sometimes,  to  relieve  often,  to  comfort  al- 
ways.”— A.  L.  Miller,  M.D.,  president,  Nebraska 
State  Med.  Assn. 


SIMPLE  DIET  FOR  INFANTS’  DIARRHEA 

A simple  and  highly  nutritious  dietary  method 
of  treating  diarrhea  of  the  newborn  infant  with 
pectin-agar,  which  also  is  adaptable  for  home  use 
in  treating  older  infants  and  children,  is  described 
by  Philip  J.  Howard,  M.D.,  Detroit,  and  Charles 
A.  Tompkins,  M.D.,  Omaha,  in  the  J.A.M.A., 
June  15.  The  beneficial  results  of  such  treat- 
ment of  seventy-three  children  are  reported. 

Pectin  is  the  congealing  or  jellying  carbohy- 
drate substance  of  apple  sugar,  and  agar  is  an  in- 
digestible solidifying  gelatin-like  carbohydrate 
found  in  milk  sugar,  certain  seaweeds,  beet  sugar, 
and  some  gums. 

Pectin-agar  is  added  to  the  child’s  formula. 
It  is  made  by  cooking  a soluble  prepared  powder 
in  milk  or  other  suitable  liquid.  The  composite 
action  of  this  high  carbohydrate  food  results  in 
an  easily  digested,  nutritious  food  which  me- 
chanically produces  formed  stools,  favors  normal 
intestinal  action,  absorbs  bacteria  with  their 
toxins  (poison  wastes),  systemically  combats 
acidosis,  protein  destruction,  and  water  loss, 
chemically  combines  with  certain  bacterial  toxins 
and  body  wastes,  and  locally  promotes  healing. 


DOCTORS  WORK  LIKE  DETECTIVES 

The  competent  doctor  works  like  a detective, 
and  his  extensive  cross-examination  of  the  pa- 
tient is  one  of  his  most  important  means  of 
finding  clues  to  proper  diagnosis,  Dr.  Peter  J. 
Steincrohn,  Hartford,  Connecticut,  maintains 
in  the  June  issue  of  Hygeia,  The  Health  Magazine. 

“The  mind  of  the  good  diagnostician  is  soon 
cluttered  with  clues  of  all  sizes,  shapes,  and  colors 
which  he  must  literally  drag  out  of  you  with 
questions,”  he  says.  “Then  he  must  sort  these 
out  and  through  a process  of  exclusion  (gained  by 
long  clinical  experience)  be  able  to  throw  many 
out  the  window  of  his  consciousness.  To  make 
a diagnosis  and  be  fairly  certain  about  it,  the 
complete  cross  examination  of  the  patient  is 
absolutely  essential. 

“Sometimes  physical  examination  yields  ab- 
solutely nothing.  The  positive  signs  of  disease 
may  not  rear  their  heads  until  valuable  months 
have  slipped  by.  But  symptoms  often  come 
early  to  warn  against  illness.” 

The  patient,  therefore,  should  be  glad  if  he  has 
a doctor  who  spends  a great  deal  of  time  in  asking 
questions. 


Medical  News 


Forgeries  of  Physicians’  Drug  Prescriptions  Are  Increasing 


A sharp  rise  in  the  number  of  arrests  in  New 
York  State  during  July  for  forgeries  of 
physicians’  narcotics  prescriptions,  as  told  in 
Health  News,  indicates  that  legitimate  stocks  of 
such  drugs  must  be  more  zealously  protected 
than  ever  before. 

On  July  11  an  investigator  of  the  Depart- 
ment’s Bureau  of  Narcotic  Control  arrested 
eight  persons  on  a charge  of  passing  forged  nar- 
cotic prescriptions  at  a pharmacy  in  New  York 
City.  Two  arrests  were  also  made  in  New  York 
City,  July  9,  and  three  in  Binghamton,  July  2. 
Arrests  for  similar  violations  were  made  during 
the  month  in  Buffalo,  Batavia,  Syracuse,  James- 
town, Salamanca,  and  Hancock. 

This  drive  against  the  illegal  diversion  of  nar- 


cotic supplies  from  legitimate  medical  stocks  has 
been  conducted  by  the  Bureau  in  cooperation 
with  local  police  authorities.  It  is  similar  to 
that  which  is  being  carried  on  by  federal  nar- 
cotic agents  and  which  was  announced  in  press 
reports  under  date  of  July  11. 

Owing  to  the  increased  cost  of  bootleg  drugs 
and  the  difficulty  of  obtaining  them,  it  is  be- 
lieved that  the  number  of  arrests  in  July  exceed 
that  for  any  month  thus  far.  As  a result  of 
cutting  off  illegal  supplies  it  is  probable  that 
addicts  will  resort  more  and  more  to  forgery  of 
physicians’  prescriptions  and  to  theft.  Physi- 
cians, pharmacies,  and  hospitals  are  urged  to 
exercise  every  precaution  in  the  protection  of 
medical  stocks. 


Complete  Data  with  Laboratory  Specimens  Essential 


The  importance  of  furnishing  complete  clinical 
data  with  specimens  for  laboratory  examina- 
tion cannot  be  overemphasized.  Physicians  who 
supply  all  pertinent,  available  information  in 
regard  to  a patient  cannot  fail  to  realize  the 
advantages  that  are  derived  from  this  close  co- 
operation with  the  laboratory.  Not  infrequently 
the  examination  requested  by  a physician  may 
yield  information  of  no  significance,  while  if  the 
clinical  data  concerning  the  patient  were  avail- 
able to  the  laboratory  staff,  additional  tests 
suggested  by  the  history  might  be  performed  or 
specimens  of  a different  nature  might  be  re- 
quested for  study. 

Physicians  are  therefore  urged  by  the  State 
Department  of  Health  to  cooperate  in  this  re- 
spect not  only  with  the  Division  of  Laboratories 


and  Research  but  also  with  the  local  approved 
laboratories  throughout  the  state.  If  insufficient 
space  is  provided  on  the  history  form,  the  infor- 
mation should  be  sent  in  a letter  under  separate 
cover. 

The  question  frequently  arises  whether  first- 
class  postage  is  required  when  the  information 
requested  on  the  history  forms  is  furnished.  An 
opinion  has  been  obtained  from  the  postal  au- 
thorities that  the  forms  distributed  by  the  Divi- 
sion of  Laboratories  and  Research  when  filled 
out  in  writing  constitute  permissible  enclosures 
with  specimens  to  which  they  relate ; such  speci- 
mens may  be  mailed  at  the  third-  or  fourth-class 
rate  of  postage,  in  accordance  with  section  589, 
paragraph  4,  of  the  Postal  Laws  and  Regula- 
tions. 


A Survey  of  Children  with  Impaired  Hearing 


Many  children  between  4 and  8 years  of  age 
have  hearing  impairment  which  is  neither 
recognized  nor  diagnosed  because  these  young- 
sters are  not  seen  by  physicians. 

Abundant  evidence  in  support  of  this  state- 
ment is  recorded  in  the  recently  published  report 
of  a survey  conducted  in  Columbia  County  to 
determine  the  extent  of  defective  hearing  among 
children  of  preschool  age  and  other  facts  bearing 
on  the  discovery  and  treatment  of  young  chil- 
dren with  impaired  hearing,  says  Health  News. 
This  study  was  undertaken  on  the  recommenda- 
tion and  under  the  auspices  of  the  Temporary 
State  Commission  to  Examine,  Report  Upon  and 
Recommend  Measures  to  Improve  Facilities  for 
Care  of  Hard  of  Hearing  and  Deaf  Children  and 
Deaf  Persons,  of  which  Senator  Clifford  Hastings 
is  chairman.  The  work  was  done  in  cooperation 
with  members  of  the  Commission,  the  Albany 
district  health  officer,  the  Columbia  County 
Department  of  Health  and  the  Division  of 
Maternity,  Infancy  and  Child  Hygiene,  and  the 
Division  of  Communicable  Diseases  of  the  State 
Department  of  Health. 

According  to  the  report,  which  was  printed  at 
the  New  York  State  School  for  the  Deaf  by 


pupil  apprentices,  the  children  chosen  for  this 
study  had  had  one  of  the  contagious  diseases  of 
childhood,  i.e.,  measles,  whooping  cough,  or 
scarlet  fever.  Preference  was  given  to  those 
who  had  contracted  the  disease  within  two  years 
of  the  time  of  the  study  and  who  had  been  of 
preschool  age,  6 years  old  or  less,  at  the  time  of 
illness. 

Of  the  491  children  examined,  44.8  per  cent 
had  an  average  hearing  loss  for  speech  tones  of 
less  than  10  decibels  in  both  ears,  which  is  con- 
sidered to  be  within  normal  range.  Of  the  re- 
maining 55.2  per  cent, ' there  were  30  children 
who  were  found  to  have  a loss  of  21  decibels  or 
more  in  one  or  both  ears  and  whose  hearing  was 
therefore  actually  impaired.  Of  this  number 
only  8 had  ever  received  treatment  of  any  ear 
condition. 

The  observations  indicated  that  the  most 
fruitful  method  of  discovery  of  children  with 
impaired  hearing  is  ear  examination  by  an 
otologist,  including  individual  audiometric  test- 
ing, of  those  who  have  had  discharging  ears  or 
inflammation  of  the  middle  ear. 

The  report  includes  a recommendation  that 
every  child  who  has  suffered  the  diseases  of 
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childhood,  frequent  colds,  earaches,  and  espe- 
cially one  who  has  had  discharging  ears  at  any 
time  from  any  cause  whatsoever  should  have  an 


otologic  examination  as  soon  as  possible  and 
periodic  retests  to  discover  subsequent  impair- 
ment of  hearing. 


County  News 


Chautauqua  County 

The  village  of  Falconer,  adjoining  the  city  of 
Jamestown  in  Chautauqua  County,  recently 
dedicated  its  new  sewer  system  and  sewage 
treatment  plant.  The  completion  of  this  project 
corrects  several  unsanitary  conditions  resulting 
from  the  overflow  and  unsatisfactory  functioning 
of  many  private  sewage  disposal  installations 
formerly  used  in  the  community. 

The  sewer  system  comprises  over  12  miles  of 
sanitary  sewers  serving  the  entire  village.  The 
treatment  plant,  designed  for  an  ultimate  popu- 
lation of  5,000,  consists  in  general  of  a com- 
minutor,  mechanically  equipped  settling  tank, 
separate  sludge  digestion  tank,  glass-covered 
sludge-drying  beds,  and  an  effluent  pumping 
station  for  use  during  high  stages  in  Cassadaga 
Creek,  into  which  the  effluent  of  the  plant  nor- 
mally discharges  by  gravity. 

The  entire  project  was  constructed  with 
W.P.A.  aid  at  a total  cost  of  about  $500,000. 

Dr.  Henry  G.  Morris,  of  Lakewood,  who  died 
on  August  20,  at  the  age  of  44,  was  a member  of 
the  third  generation  of  a family  of  physicians, 
and  son  of  the  late  Dr.  James  W.  Morris,  of 
Jamestown.  He  was  a former  president  of  the 
Jamestown  Medical  Society. 

Chemung  County 

Creation  of  the  post  of  county  supervising 
physician  was  proposed  to  the  Chemung  County 
Board  of  Supervisors  by  its  Welfare  Committee 
on  August  12. 

A resolution  to  set  up  the  proposed  “county 
medical  plan,”  sponsored  by  George  F.  Cassedy, 
committee  chairman,  was  tabled  to  give  board 
members  the  opportunity  to  study  the  plan. 

Miss  Rosemary  Antin,  of  Binghamton,  state 
medical  worker,  described  the  plan  as  one  by 
which  the  county  could  lower  welfare  medical 
costs  by  reducing  sums  paid  in  physicians’  fees 
and  by  cutting  drug  costs  and  hospital  expenses. 

By  the  plan,  a physician,  probably  nominated 
by  the  Chemung  County  Medical  Society  and 
appointed  by  the  Board,  would  serve  as  “contact 
agent”  between  the  medical  profession  and  the 
county  welfare  department.  He  would  investi- 
gate welfare  medical  cases  to  eliminate  needless 
treatments  and  hospitalization. 

At  present,  she  said,  there  is  no  person  on  the 
welfare  department’s  staff  with  the  medical 
training  to  examine  patients  to  determine  the 
need  for  continuing  treatments  or  hospitaliza- 
tion. The  county  supervising  physician  would 
cooperate  with  the  medical  profession,  she  said, 
to  cut  the  costs  of  medical  services  by  ending 
the  treatment  or  by  providing  lower  cost  service. 

The  plan  would  include  drafting  a manual  of 
prices  for  treatments,  drugs,  and  hospitalization. 
The  supervising  physician  would  approve  all 
bills  for  welfare  medical  services  when  submitted 
according  to  the  schedule,  she  said,  facilitating 
the  payment  of  bills  and  their  approval  by  -the 
State  Welfare  Department  to  permit  reimburse- 
ment. 


Erie  County 

A meeting  of  the  recently  formed  Western  New 
York  Surgical  Association  was  held  on  August  8 
at  the  Niagara  Falls  Country  Club,  at  which 
time  the  officers  were  elected. 

The  purpose  of  the  Association,  as  outlined  in 
the  constitution  adopted,  is  the  “cultivation, 
promotion,  and  diffusion  of  knowledge  of  the 
art  and  science  of  surgery  in  its  various  depart- 
ments, to  sponsor  and  maintain  the  highest 
standard  of  practice  in  Western  New  York,  to 
hold  professional  and  social  meetings,  and  to 
publish  transactions.” 

Plans  are  now  being  formulated  for  a meeting 
late  in  the  fall. 

The  chairman  of  the  Committee  on  Education 
of  the  county  society  reports  that  it  is  the  desire 
of  his  committee  to  send  to  every  member  of  the 
society  a pamphlet  on  the  “Principles  of  Profes- 
sional Conduct”  as  published  by  the  State 
Society.  This  is  to  be  financed  by  the  Erie 
County  Medical  Society. 

The  chairman  announces  that  several  com- 
plaints have  been  received  of  newspaper  pub- 
licity of  members.  This  is  to  be  referred  to  the 
Board  of  Censors.  “It  does  not  pay  to  adver- 
tise.”— Louise  W.  Beamis,  M.D.,  Secretary. 

Fulton  County 

The  city  of  Gloversville  has  completed  a 
modern  filtration  plant,  built  in  part  with  funds 
allocated  by  P.W.A.  The  total  cost  was  ap- 
proximately $300,000. 

The  treatment  works  consist  of  aerator; 
equipment  for  adding  lime,  alum,  and  activated 
carbon  to  the  water  flowing  from  the  impounding 
reservoirs;  mixing  and  sedimentation  basins; 
six  filter  beds;  and  a covered,  filtered  water 
reservoir  having  a capacity  of  3,000,000  gallons. 
The  filtered  water  is  again  treated  with  lime  for 
corrosion  prevention  and  is  disinfected  with 
chlorine  and  ammonia  as  it  flows  from  the  plant 
to  the  distribution  system  of  the  city.  The 
plant  has  a capacity  of  6,000,000  gallons  per  day. 

The  completion  of  this  filtration  plant  enables 
the  city  to  deliver  to  its  citizens  clear,  attractive 
water  of  safe  sanitary  quality  that  is  not  corro- 
sive to  the  distribution  system  and  plumbing 
fixtures. 

Genesee  County 

Dr.  E.  G.  Ribby,  president  of  the  Genesee 
County  Medical  Society,  has  announced  the 
appointment  of  three  physicians  to  a committee 
to  cooperate  with  the  state  and  national  societies 
in  coordinating  medical  men  and  facilities  in 
case  of  a war  emergency. 

Dr.  Peter  J.  DiNatale,  secretary  of  the  county 
medical  society,  is  chairman  of  the  committee. 
His  aides  are  Dr.  Ward  B.  Manchester  and  Dr. 
I.  A.  Cole,  of  Batavia. 

Questionnaires  are  soon  to  be  sent  by  the  state 
organization  to  every  physician  in  the  county 
and  when  filled  out  are  to  be  returned  to  Dr. 
DiNatale. 
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Jefferson  County 

Almost  totally  blind,  Dr.  Gilbert  A.  Foote,  of 
Dexter,  one  of  the  county’s  oldest  physicians, 
has  retired  from  the  active  practice  of  medicine 
after  a medical  career  of  nearly  fifty-three  years, 
more  than  fifty  of  them  in  Dexter. 

The  veteran  physician  has  lost  total  vision  in 
the  right  eye  and  has  only  little  vision  in  the 
left  eye.  Because  of  his  poor  eyesight,  Dr. 
Foote  decided  to  retire.  He  is  81  years  old. 

Dr.  Foote  is  otherwise  enjoying  good  health 
and  will  continue  to  act  as  health  officer  of  the 
town  and  village,  a position  he  has  held  for 
forty-five  years.  Dr.  M.  R.  Harwood  has  taken 
over  his  private  practice. 

Kings  County 

Dr.  Robert  Kingman,  Brooklyn  neurologist 
and  instructor  in  neuropsychiatry  at  Long  Island 
College  Hospital  Medical  School,  died  suddenly 
on  August  7 of  a heart  attack  in  his  home  at 
62  Montague  Street.  He  was  64. 

Formerly  the  secretary  and  treasurer  of  the 
Brooklyn  Neurological  Society,  Dr.  Kingman  was 
at  the  time  of  his  death  visiting  neurologist  at 
various  borough  hospitals,  including  Kings 
County  Hospital,  Greenpoint  Hospital,  and  the 
Polhemus  Memorial  Clinic. 

He  also  was  the  author  of  many  scientific 
papers  on  neurology  and  wrote  a series  of  popular 
articles  on  this  subject  for  the  Brooklyn  Eagle 
during  1929  and  1930. 

Monroe  County 

Forty  thousand  residents  of  rural  Monroe 
County  had  free  public  health  nursing  service 
for  the  first  time,  starting  September  3,  when  the 
State  Health  Department  inaugurated  a year- 
long nursing  demonstration. 

Eligible  for  the  service  will  be  twelve  rural 
towns.  Others  of  the  county’s  nineteen  towns 
already  employ  their  own  public  health  nurses, 
with  the  cost  assessed  against  their  taxpayers. 

To  be  assigned  for  duty  in  the  nurseless  towns, 
a majority  of  whom  have  filed  requests  for  cover- 
age, are  five  specially  trained  State  Health  De- 
partment nurses,  according  to  Dr.  Paul  A. 
Lembcke,  Rochester  district  state  health  officer. 

Organized  medicine  has  pledged  cooperation 
in  the  state’s  public  health  nursing  service  pro- 
gram. 

“Complete  coverage  by  public  health  nurses 
is  the  most  outstanding  health  need  in  the 
county,”  said  Dr.  Albert  D.  Kaiser,  county 
medical  society  president,  as  he  expressed  the 
hope  that  all  twelve  eligible  towns  will  partici- 
pate. 

Dr.  Kaiser  and  Dr.  Benjamin  J.  Slater,  chair- 
man of  the  medical  society’s  public  health  com- 
mittee, recalled  that  the  society  had  backed 
local  health  officers  on  the  need  for  public  health 
nurses  in  every  county  community. 

Both  physicians  expressed  the  hope  that  “the 
proposed  nursing  demonstration  would  convince 
local  officials  of  the  need  for  a permanent  service.” 
But  they  pointed  out  that  this  was  a question  for 
local  determination. 

Raymond  H.  Greenman,  executive  secretary  of 
the  Tuberculosis  and  Health  Association,  pointed 
out  that  the  need  for  public  health  nursing  has 
been  under  study  by  committees  of  the  medical 
society  and  health  association,  headed,  respec- 


tively, by  Dr.  George  E.  Sanders,  Greece  health 
officer,  and  Dr.  George  S.  Price,  Perinton  health 
officer. 

New  York  County 

At  the  meeting  of  the  Comitia  Minora  of  the 
Medical  Society  of  the  County  of  New  York,  held 
June  25,  1940,  the  president  was  empowered  to 
appoint  a committee  of  five  on  Military  Prepared- 
ness, to  augment  the  activities  of  a similar  com- 
mittee of  the  Medical  Society  of  the  State  of  New 
York.  At  the  same  time  an  Advisory  or  Liaison 
Committee  to  work  in  conjunction  with  the 
smaller  committee  was  appointed. 

Dr.  Condict  W.  Cutler,  Jr.,  was  appointed  the 
chairman  of  these  committees.  The  other  mem- 
bers are  as  follows:  Dr.  Chas.  Gordon  Heyd; 

Dr.  M.  A.  Ramirez;  Dr.  Elise  S.  L’Esperance; 
Dr.  B.  Wallace  Hamilton,  secretary. 

The  American  Doctors  War  Relief,  formed  by 
New  York  physicians  to  aid  sick  and  injured 
women  and  children  in  the  warring  regions  of 
Europe,  has  opened  headquarters  at  18  Gramercy 
Park  South.  Portable  clinics  on  automobile 
trailers  will  be  sent  from  the  United  States,  one 
outfit  for  seven  contiguous  villages  or  towns, 
thus  giving  one  day’s  service  at  each  locality 
weekly.  The  American  volunteer  physicians 
will  occupy  two  trucks  carrying  supplies  for  each 
clinic.  Native  nurses  will  be  used.  Officers  of 
the  committee  in  charge  are  Drs.  Clarence  R. 
Straatsma,  chairman;  Thomas  H.  Russell,  first 
vice-chairman;  Walter  D.  Ludlam,  Jr.,  second 
vice-chairman;  E.  Forrest  Merrill,  executive 
secretary;  V.  Burt,  treasurer;  C.  J.  B.  Harris, 
corresponding  secretary. 

Otsego  County 

Dr.  Floyd  Jerome  Atwell,  obstetrician  at  the 
Mary  Imogene  Bassett  Hospital  since  1922,  died 
in  Cooperstown  on  August  24  of  an  embolism  after 
an  appendicitis  operation.  His  age  was  55. 

Dr.  Atwell  was  born  in  Cooperstown,  Septem- 
ber 9,  1884,  the  son  of  Frank  W.  and  Carrie  B. 
Shaul  Atwell.  He  received  his  M.D.  degree  at 
Albany  Medical  College  after  an  internship  at 
Samaritan  Hospital,  Troy,  New  York,  and  began 
medical  practice  in  Cooperstown  in  1908. 

He  served  overseas  in  the  World  War  and  was 
discharged  as  a captain  of  the  Twenty-third 
Engineers.  Dr.  Atwell  was  secretary  of  the 
Otsego  County  Medical  Society.  He  was  a 
member  of  the  Masonic  Lodge,  the  Republican 
county  committee,  and  served  as  a town  and 
village  health  officer  and  high  school  physician. 

He  leaves  a widow,  the  former  Miss  Helen 
Williams  Murdock;  two  sons,  Robert  W., 
deputy  county  clerk,  Otsego  County,  and  Sher- 
man W.,  and  a daughter,  Janet  L.,  all  of  Coopers- 
town. His  mother,  a sister  and  a brother  also 
survive. 

Putnam  County 

The  practicing  physicians  of  Cold  Spring  issued 
a joint  statement  on  August  22  announcing 
standardized  medical  fees  that  have  been  estab- 
lished for  the  entire  county  by  the  Putnam 
County  Medical  Society,  says  a report  in  the 
Cold  Spring  Recorder.  The  local  physicians, 
Dr.  Coryell  Clark,  Dr.  Ralph  M.  Hall,  and  Dr. 
William  J.  Cowan  will  make  a charge  of  not  less 
than  two  dollars  for  office  calls  and  not  less  than 
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three  dollars  for  house  calls.  The  fee  for  calls 
outside  the  village  of  Cold  Spring  will  be  propor- 
tionately more,  depending  upon  the  distance. 

Despite  the  rise  in  the  cost  of  living,  drugs,  and 
surgical  materials,  there  has  been  no  correspond- 
ing rise  in  the  cost  of  medical  care,  the  statement 
points  out.  For  some  time  Cold  Spring  has 
enjoyed  the  lowest  medical  fee  schedule  in  New 
York  State,  according  to  the  physicians. 

St.  Lawrence  County 

The  St.  Lawrence  County  Medical  Society 
held  its  third  summer  social  meeting  on  August 
15  at  the  Gouverneur  Country  Club.  Luncheon 
was  served  at  1 p.m.  The  staff  of  the  VanDuzee 
Hospital  was  host  at  golf,  cards,  and  other  enter- 
tainment. 

An  explosive  outbreak  of  septic  sore  throat 
involving  thirty-five  persons,  chiefly  adults,  has 
been  reported  in  the  village  of  Waddington,  St. 
Lawrence  County. 

When  the  first  cases  came  to  the  attention  of 
Dr.  Charles  Evans,  local  health  officer,  on  July 
27,  he  recognized  the  possibility  of  an  outbreak 
and  reported  them  promptly  to  the  district  state 
health  officer  who  began  investigation  imme- 
diately. Dates  of  onset  extended  back  to  July 
24.  All  of  those  affected  were  patrons  of  one 
raw  milk  dairy.  On  the  first  day  of  investiga- 
tion, July  27,  the  raw  milk  supply  was  discon- 
tinued and  pasteurized  milk  was  substituted. 

The  milker  on  the  dairy  in  question  gave  a 
history  of  tonsilitis  with  onset  shortly  before  the 
outbreak.  The  State  Department  of  Health 
veterinarian  was  unable  to  discover  in  the  cows 
any  mastitis  caused  by  hemolytic  streptococci 
which  belong  to  the  group  commonly  encoun- 
tered in  human  infections.  He  did,  however, 
find  two  cases  of  bovine  mastitis.  Samples  of 
milk  from  each  of  these  two  cows  as  well  as 
throat  cultures  from  the  patients  were  taken  for 
bacteriologic  examination. 

Wayne  County 

The  August  meeting  of  the  Wayne  County 
Medical  Society  was  held  August  13  at  the 
Sodus  Bay  Heights  Country  Club.  The  Doc- 
tors’ wives  and  families  attended  the  meeting, 
and  there  was  a sports  program,  with  golf  and 
bridge  tournaments  in  the  afternoon.  This  was 
followed  before  supper  by  a treasure  hunt. 

About  fifty  doctors  and  their  wives  attended 
the  meeting,  which  honored  Dr.  John  F.  Myers’ 
completion  of  over  fifty  years  in  the  practice  of 
medicine.  Dr.  Myers  was  born  in  the  town  of 


Sodus,  and  his  whole  practicing  life  in  medicine 
has  been  spent  in  this  locality.  About  1900 
he  founded  a hospital  at  Sodus.  He  has  been 
a member  of  the  Wayne  County  Medical  Society 
for  fifty  years.  A presentation  speech  was 
made  by  his  son,  Dr.  Linwood  Myers,  and  he 
was  given  a set  of  travel  books  by  the  society. 

After  the.  dinner  the  doctors  held  a business 
meeting  and  elected  Dr.  John  Root,  of  Clyde, 
and  Dr.  David  Ennis,  of  Lyons,  to  membership. 

There  then  followed  a discussion  on  “Medical 
Military  Preparedness”  and  the  president  of  the 
society,  Dr.  Charles  Steyaart,  appointed  a 
Military  Preparedness  Committee  consisting  of 
Dr.  Edwin  Baumgartner,  Dr.  James  Davis,  and 
Dr.  Linwood  Myers  to  act  for  the  society.  This 
committee  will  work  in  cooperation  with  a similar 
committee  of  the  State  Society. — Reported  by 
James  L.  Davis,  M.D.,  Secretary. 

Westchester  County 

Registration  of  all  registered  nurses  in  the 
county  is  being  sought  by  the  special  committee 
on  military  preparedness  of  the  nursing  division 
of  the  Westchester  Council  of  Social  Agencies. 

It  is  the  hope  of  the  committee  to  be  in  position 
to  give  helpful  advice  and  suggestions  to  indi- 
vidual nurses  in  the  county  and  to  aid  the  county 
medical  society  in  obtaining  the  type  of  nursing 
service  most  suited  and  one  which  will  fit  the 
preference  of  the  individual  nurse. 

Dr.  Harold  M.  Hays,  a physician  specializing 
in  diseases  of  the  ear,  nose,  and  throat,  writer  on 
medical  subjects,  and  a leader  in  organizations 
for  the  assistance  of  the  hard  of  hearing,  died  of  a 
heart  attack  at  his  home  in  Scarsdale  on  August 
21.  His  age  was  59. 

Dr.  Hays  was  the  author  of  a number  of  books 
and  more  than  one  hundred  monographs  on  the 
diseases  in  which  he  specialized.  He  also  was  the 
inventor  of  the  pharyngoscope  in  1909  and  the 
complex  oscillator  for  improving  hearing. 

He  was  formerly  president  and  director  of  the 
American  Federation  of  Organizations  for  the 
Hard  of  Hearing  and  founder,  president,  and 
director  of  the  New  York  League  for  the  Hard 
of  Hearing. 

The  Westchester  Cancer  Committee,  Bronx- 
ville,  has  prepared  a book  designed  to  inform  boys 
and  girls  of  high-school  age  about  cancer.  “The 
little  book,  attractively  printed  and  illustrated, 
can  be  read  easily  in  thirty  minutes,  and  it  pro- 
vides in  brief,  condensed  form  all  the  essential 
information  about  cancer,”  says  the  J.A.M.A. 


Deaths  of  New  York  State  Physicians 


Name 

Age 

Medical  School 

Date  of  Death 

Residence 

Louis  Bleier 

59 

Hahne.  Chicago 

July  15 

Manhattan 

Arthur  L.  Chambers 

52 

N.  Y.  Horn. 

August  15 

Manhattan 

Leopold  Freiberger 

72 

Univ.  & Bell. 

June  2 

Manhattan 

Harold  Hays 

60 

P.  & S.  N.  Y. 

August  20 

Manhattan 

Arthur  J.  O’Leary 

72 

N.  Y.  Univ. 

July  27 

Bronx 

Charles  L.  Randall 

73 

Buffalo 

July  27 

Salamanca 

John  C.  Shoudy 

71 

Syracuse 

August  4 

Syracuse 
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RECEIVED 


Specialties  in  Medical  Practice.  Edited  by- 
Edgar  Van  Nuys  Allen,  M.D.  Volumes  I and 
II.  Quarto  of  934  pages,  illustrated.  New 
York,  Thomas  Nelson  & Sons,  1940.  Cloth, 
$25  per  set. 

The  Diagnosis  and  Treatment  of  Diseases  of 
the  Peripheral  Arteries.  By  Saul  S.  Samuels, 
M.D.  Second  edition.  Octavo  of  372  pages, 
illustrated.  New  York,  Oxford  University  Press, 
1940.  Cloth,  $6.50. 

A Text-Book  of  Psychiatry  for  Students  and 
Practitioners.  By  D.  K.  Henderson,  M.D., 
and  R.  D.  Gillespie,  M.D.  Fifth  edition. 
Octavo  of  660  pages.  New  York,  Oxford 
University  Press,  1940.  Cloth,  $6.00. 

An  Introduction  to  Medical  Genetics.  By 

J.  A.  Fraser  Roberts,  M.A.  Octavo  of  266 
pages,  illustrated.  New  York,  Oxford  Uni- 
versity Press,  1940.  Cloth,  $4.50. 

The  Early  Diagnosis  of  the  Acute  Abdomen. 

By  Zachary  Cope,  M.D.  Eighth  edition. 
Octavo  of  257  pages,  illustrated.  New  York, 
Oxford  University  Press,  1940.  Cloth,  $3.75. 

Diagnosis  and  Treatment  of  Head  Injuries. 
By  Sidney  W.  Gross,  M.D.,  and  William  Ehrlich, 
M.D.  Octavo  of  275  pages,  illustrated.  New 
York,  Paul  B.  Hoeber,  Inc.,  1940.  Cloth, 
$5.00. 

Minor  Surgery.  By  Frederick  Christopher, 
M.D.  Fourth  edition.  Octavo  of  990  pages, 
illustrated.  Philadelphia,  W.  B.  Saunders  Co., 
1940.  Cloth,  $10. 

Cyclopropane  Anesthesia.  By  Benjamin  H. 
Robbins,  M.D.  Octavo  of  175  pages,  illustrated. 
Baltimore,  Williams  & Wilkins  Co.,  1940. 
Cloth,  $3.00. 

Trattato  Di  Biotipolopia  Umana  Individuate  E 
Sociale.  By  Professor  Nicola  Pende.  Quarto  of 


665  pages,  illustrated.  Milano,  Dottor  Francesco 
Vallardi,  1939.  Paper. 

The  Compleat  Pediatrician.  For  the  Use  of 
Medical  Students,  Internes,  General  Practi- 
tioners, and  Pediatrists.  By  Wilburt  C.  Davi- 
son, M.D.  Third  edition.  Octavo  of  256  pages. 
Durham,  Duke  University  Press,  1940.  Cloth, 
$3.75. 

Electrocardiography.  By  Chauncey  C.  Maher. 
M.D.,  and  Paul  H.  Wosika,  M.D.  Third  edition. 
Quarto  of  334  pages,  illustrated.  Baltimore, 
Williams  & Wilkins  Company,  1940.  Cloth, 
$4.00. 

Experimental  Poliomyelitis.  By  Morris 
Schaeffer,  Ph.D.,  and  Ralph  S.  Muckenfuss, 
M.D.  Quarto  of  158  pages.  New  York,  Na- 
tional Foundation  for  Infantile  Paralysis,  1940. 
Cloth. 

The  Foot  and  Ankle.  Their  Injuries,  Diseases, 
Deformities  and  Disabilities.  By  Philip  Lewin, 
M.D.  Octavo  of  620  pages,  illustrated.  Phila- 
delphia, Lea  & Febiger,  1940.  Cloth,  $9.00. 

A Manual  of  the  Common  Contagious 
Diseases.  By  Philip  M.  Stimson,  M.D.  Third 
edition.  Octavo  of  465  pages,  illustrated. 
Philadelphia,  Lea  & Febiger,  1940.  Cloth, 
$4.00. 

A Textbook  of  Pathology.  By  W.  G.  Mac- 
Callum.  Seventh  edition.  Octavo  of  1302 
pages,  illustrated.  Philadelphia,  W.  B.  Saunders 
Co.,  1940.  Cloth,  $10. 

Clinical  Heart  Disease.  By  Samuel  A. 
Levine,  M.D.  Second  edition.  Octavo  of  495 
pages.  Philadelphia,  W.  B.  Saunders  Co., 
1940.  Cloth,  $6.00. 

Diseases  of  the  Digestive  System  and  Food 
Allergy.  By  Josef  S.  Smul,  M.D.  Octavo  of 
219  pages.  New  York,  Medical  Library  Com- 
pany, 1940.  Cloth,  $3.50. 


RECEIVED 


Blood  Groups  and  Blood  Transfusion.  By 

Alexander  S.  Wiener,  M.D.  Second  edition. 
Quarto  of  306  pages,  illustrated.  Springfield, 
Charles  C.  Thomas,  1939.  Cloth,  $5.00. 

This  book  has  already  established  for  itself  a 
reputation  as  a standard  reference  work  for  in- 
formation in  the  fields  of  blood  grouping  and 
blood  transfusion.  In  the  light  of  the  many  re- 
cent changes  and  advances,  particularly  in  the 
field  of  blood  transfusion  during  the  past  few 
years,  the  publication  of  this  second  edition  is 
indeed  timely.  The  revision,  while  retaining  all 
the  good  points  of  the  first  edition,  has  improved 
the  book  in  a number  of  respects,  and  there  is  no 
doubt  that  this  is  by  far  the  most  valuable  work 
available  on  these  subjects. 

The  second  edition  is  larger  than  the  first  edi- 
tion by  some  80  pages  because  of  the  amplifica- 
tion particularly  of  the  sections  on  blood  trans- 
fusion and  the  medicolegal  applications  of  blood 


grouping.  In  addition,  new  material  has  been 
added  throughout,  and  some  old  matter,  no 
longer  useful,  has  been  deleted.  During  the 
past  five  years  hundreds  of  articles  on  blood 
grouping  and  blood  transfusion  have  appeared, 
and  the  author  has  succeeded  excellently  in  his 
attempt  to  separate  the  wheat  from  the  chaff  and 
to  present  the  information  in  a pleasing,  read- 
able fashion.  The  author  himself  has  contrib- 
uted in  no  small  measure  to  the  subjects,  and 
the  book  benefits  from  his  personal  experience. 

Despite  the  recondite  nature  of  some  of  the 
subjects  touched  upon,  the  presentation  is  so 
clear  that  the  book  should  prove  easy  reading 
even  to  the  beginner.  The  illustrations  are  very 
clear,  and  interspersed  throughout  the  text  are 
many  instructive  charts  and  tables.  This  book 
is  an  essential  part  of  the  library  of  every  physi- 
cian who  has  any  occasion  to  do  grouping  tests 
or  to  perform  blood  transfusions. 

Max  Lederer 
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Nomenclature  and  Criteria  for  Diagnosis  of 
Diseases  of  the  Heart.  By  the  Criteria  Com- 
mittee of  the  New  York  Heart  Association. 
Fourth  edition.  Octavo  of  282  pages,  illus- 
trated. New  York,  New  York  Heart  Associa- 
tion, 1939.  Cloth. 

The  new  edition  of  this  little  book  contains 
changes  and  additions  that  are  of  great  impor- 
tance to  those  interested  in  cardiology.  To  the 
diagnostic  classification  has  been  added  a brief 
“therapeutic  classification,”  so  that  a patient’s 
record  will  contain  not  only  a complete  cardiac 
diagnosis  but  keyed  directions  as  to  the  degree 
of  limitation  of  activity  indicated.  This  should 
be  of  value  to  nurses  or  others  responsible  for  the 
actual  care  of  the  patients. 

Some  diagnoses  have  been  modified  as  to  ter- 
minology in  order  to  conform  with  the  terms  used 
in  the  Standard  Classified  Nomenclature  of 
Disease.  The  code  numbers  utilized  to  signify 
diagnoses  as  used  in  this  work  have  been  added. 
The  most  important  addition  in  this  new  edition 
consists  of  an  appendix  presenting  an  outline  for 
pathologic  diagnosis.  Under  the  chairmanship 
of  Dr.  C.  E.  de  la  Chapelle,  a subcommittee,  with 
the  help  and  advice  of  a group  of  authoritative 
pathologists,  has  prepared  a systematic  outline 
of  criteria  for  classifying  pathologic  data  in  rela- 
tion to  the  heart.  It  is  hoped  that  the  wide  use 
of  this  outline  will  do  much  to  standardize  the 
nomenclature  of  this  aspect  of  cardiology. 

Tasker  Howard 

Diseases  of  the  Foot.  By  Emil  D.  W.  Hauser, 
M.D.  Octavo  of  472  pages,  illustrated.  Phila- 
delphia, W.  B.  Saunders  Co.,  1939.  Cloth, 
$6.00. 

Every  phase  of  the  subject  of  foot  diseases  is 
covered  by  this  text.  Chapters  on  anatomy, 
embryology,  and  physiology  of  the  foot  are  ex- 
cellently described  and  are  followed  by  practical 
information  on  various  foot  disorders,  which  are 
based  on  the  author’s  extensive  experience. 

Conservative  as  well  as  surgical  measures  are 
analyzed,  and  the  preferred  methods  of  treat- 
ment are  described,  including  the  author’s  own 
procedure  for  correcting  hallus  valgus  deformity. 

Innumerable  practical  suggestions  are  offered 
in  the  treatment  of  foot  disorders,  making  this 
volume  suitable  for  the  general  practitioner  as  well 
as  the  orthopedist.  Special  chapters  are  devoted 
to  fractures  about  the  ankle,  muscle  rupture, 
postural  disturbances,  diseases  and  trauma  of  the 
feet,  circulatory  diseases,  and  arthroses. 

Henry  P.  Lange 

The  Dysenteric  Disorders.  The  Diagnosis 
and  Treatment  of  Dysentery,  Sprue,  Colitis  and 
Other  Diarrhoeas  in  General  Practice.  By 
Philip  Manson-Bahr,  M.D.  Octavo  of  613 
pages,  illustrated,  Baltimore,  Williams  & Wil- 
kins Co.,  1939.  Cloth,  $8.00. 

Much  knowledge  concerning  the  dysenteric  dis- 
eases has  been  accumulating  in  the  current  litera- 
ture of  the  world  in  the  past  decade.  This  in- 
formation needed  to  be  gathered  within  one  vol- 
ume for  ready  access,  and  no  one  could  be  better 
fitted  for  the  work  by  reputation,  experience,  and 
progressive  thinking  in  this  field  than  Philip 
Manson-Bahr. 

The  discussion  of  tropical  dysenteries,  ame- 
biasis, and  bacillary  dysentery  particularly  is 
exhaustive  and  complete  and  includes  much  of 


the  author’s  original  work.  The  subject  of  ul- 
cerative colitis  is  brought  up  to  date  with  a com- 
plete resume  of  all  that  has  been  written  on  this 
disease.  Some  carelessness  in  the  accuracy  of 
names  in  the  references  quoted  is  notice- 
able. 

Tropical  sprue  is  differentiated  from  non- 
tropical  sprue,  contrary  to  the  ideas  of  Thaysen, 
and  it  is  suggested  that  the  tropical  variety  is 
due  to  some  specific  virus. 

The  description  of  mucous  colitis  is  interest- 
ingly written,  as  is  that  of  polyposis  and  diver- 
ticulitis. 

This  is  an  authoritative  reference  book  on 
diarrheal  diseases,  and  the  appendix  contains  a 
wealth  of  information  on  laboratory  method  in 
connection  with  the  diagnosis  of  the  dysenteries, 
which  should  be  invaluable  to  the  worker  in  this 
field. 

Henry  F.  Kramer 

The  Diagnosis  and  Treatment  of  Diseases  of 
the  Esophagus.  By  Porter  P.  Vinson,  M.D. 
Octavo  of  224  pages,  illustrated.  Springfield, 
Charles  C.  Thomas,  1940.  Cloth,  $4.00. 

This  book  is  a clear-cut,  logical,  and  informa- 
tive treatise.  Its  sixteen  chapters  are  devoid  of 
the  superfluous  matter  that  so  frequently  clutters 
up  medical  publications.  General  practitioners 
and  all  those  especially  interested  in  esophageal 
disease  will  find  it  a storehouse  of  reliable  in- 
formation and  a ready  reference  work. 

The  contents  of  this  volume  are  especially 
valuable  because  they  represent  the  ideas  of  the 
foremost  authority  in  this  field.  The  chapters  on 
general  management  of  patients  suffering  from 
difficulty  in  swallowing,  stricture  of  the  esopha- 
gus, and  cardiospasm  are  particularly  note- 
worthy. 

The  publisher,  as  well  as  the  author,  is  to 
be  congratulated  on  the  high  quality  and  general 
arrangement  of  the  book. 

Mervin  C.  Myerson 

Electrocardiographic  Patterns.  Their  diag- 
nostic and  Clinical  Significance.  By  Arlie  R. 
Barnes,  M.D.  Quarto  of  195  pages,  illustrated. 
Springfield,  Charles  C.  Thomas,  1940.  Cloth, 
$5.00. 

This  volume  discusses  fully  the  typical  electro- 
cardiographic changes  that  are  found  in  myo- 
cardial infarction,  left  and  right  ventricular 
strain,  and  pericarditis.  There  is  also  a discus- 
sion of  the  electrocardiogram  in  some  other 
diseases  and  a brief  consideration  of  precordial 
leads.  It  is  only  in  recent  years  that  these 
typical  patterns  have  been  recognized,  and  the 
author  has  admirably  presented  the  subject  by 
means  of  many  electrocardiograms  and  the  dis- 
cussion in  the  text.  Th6  important  literature  on 
each  phase  has  also  been  reviewed.  It  is  unfor- 
tunate that  about  the  time  the  book  was  going 
to  press  a change  in  the  manner  of  connecting 
the  precordial  lead  was  recommended,  so  that 
most  of  the  illustrations  of  this  lead  show  deflec- 
tions in  the  opposite  direction  to  those  now  in  use. 
The  author  recognizes  this,  but  it  should  offer 
little  difficulty  to  those  familiar  with  the  subject. 
The  book  is  beautifully  illustrated,  and  the  trac- 
ings bring  out  well  the  desired  points.  It  can  be 
highly  recommended  to  all  those  interested  in 
heart  disease. 

J.  Hamilton  Crawford 
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Editorial 


Postgraduate  Medical  Education 

The  war,  the  campaign  of  preparedness  just  beginning,  and  the 
future  necessity  for  filling  the  places  in  civil  practice  of  those  men 
who  will  be  withdrawn  for  military  service  lend  added  importance 
to  the  District  Branch  Meetings  some  of  which  have  already  oc- 
curred and  others  of  which  will  shortly  take  place  all  over  the  state. 
There  is  a real  danger  that  in  the  turmoil  associated  with  the  pro- 
found changes  now  occurring  in  our  national  life  the  ordinary  prob- 
lems of  civil  practice  may  be  slighted.  A casual  study  of  the 
varied  programs  of  the  District  Branch  Meetings  of  the  Society 
dispels  this  apprehension  at  once. 

Present  postgraduate  medical  activities  in  various  centers,  as  for 
instance,  the  International  Medical  Assembly  of  North  America  of 
which  we  publish  the  program  in  this  issue  (see  page  1474),  em- 
phasize the  fact  that  the  United  States  is  now  the  medical  center  of 
the  world.  While  this  Association  is  in  session  in  Cleveland,  Ohio, 
the  Graduate  Fortnight  of  the  New  York  Academy  of  Medicine  will 
be  held  in  New  York,  October  14  to  25  (see  page  1472).  The  subject 
of  this  year’s  Fortnight  is  infections  and  will  be  a carefully  integrated 
program  of  panel  discussions,  clinics,  clinical  demonstrations,  even- 
ing addresses,  and  appropriate  exhibits. 

The  peculiar  value  of  the  District  Branch  Meetings  of  the  Medical 
Society  of  the  State  of  New  York  lies  in  the  fact  that  these  meetings 
tend  to  minimize  the  unbalance  between  the  rural  and  the  urban 
portions  of  the  state.  This  aspect  of  the  State  Society’s  educational 
program  is  of  the  greatest  practical  value  for  the  continuous  educa- 
tion of  the  physician,  be  he  general  practitioner  or  specialist.  Its 
worth  may  be  estimated  by  comparison  with  the  recent  final  Report 
of  the  Commission  on  Graduate  Medical  Education,  which  seem- 
ingly would  completely  dominate  the  education,  training,  standards, 
and  methods  of  practice  of  those  in  the  profession  from  sixteen  to 
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sixty.  In  view  of  these  aspirations,  noble  in  motive,  of  the  Com- 
mission, it  is  comforting  to  know  that  under  the  auspices  of  the  State 
Society  a practical  modality  for  liberal  graduate  instruction  exists 
throughout  the  state  for  the  25  per  cent  of  practitioners  who  are 
conceded  by  the  Commission  to  be  interested.  This  instruction  is 
under  the  direction  and  guidance  of  men  who  have  no  delusions  of 
grandeur  and  who  still  believe  in  the  intellectual  freedom  and  rights 
of  the  individual,  at  least  as  an  ideal. 

The  Unmade  Beds 

Public  health  and  welfare  programs  in  the  recent  vinegar-soaked 
past  have  fallen  into  the  category  of  things  thought  of,  but  not 
through.  They  are  the  unmade  beds  in  the  flophouse  of  oppor- 
tunism, of  which  the  rumpled  sheets  bear  the  imprint  of  the  shoes 
of  physicians,  public  health  officers,  welfare  officials,  and  politicians. 
As  a result,  our  civil  housekeeping  is  not  in  order  at  a time  of 
national  necessity.  New  and  urgent  problems  in  public  health 
and  welfare  must  shortly  arise  to  find  us  with  the  old  ones  still  on 
our  hands  unsolved.  Why?  Are  the  problems  insoluble  or  the 
elements  irreconcilable?  We  think  not.  Any  other  conclusion 
is  untenable,  for  it  would  mean  that  solutions  of  a sort  would  have 
to  be  compelled  by  government.  It  is  time  that  whatever  of 
arrogance,  or  misunderstanding,  or  confusion  of  purpose  has  ob- 
structed in  the  past  should  be  cast  aside. 

It  is  in  this  spirit,  we  think,  that  a proposal  for  an  “American” 
health  program  has  been  made  by  Dr.  Donald  B.  Armstrong  and 
Dr.  W.  P.  Shepard  in  the  September  issue  of  the  Journal  of  the 
A.  P.  H.  A.  It  is  based  on  five  points  and  is  well  balanced  from 
the  point  of  view  of  all  the  interests  involved:  medical,  public 
welfare,  and  public  health. 

1.  A thoroughgoing  public  health  and  preventive  medical  program, 
including  education  as  well  as  practical  services. 

2.  Maintenance  of  a high  standard  of  private  medical  services;  ample 
funds  for  research. 

3.  Voluntary  prepayment  insurance  plans  to  cover  hospital  costs, 
medical  costs,  cash  indemnity  against  wage  loss,  and  combinations 
of  the  three  adapted  to  local  needs,  traditions,  and  choices. 

4.  Combinations  of  adequate  public  health  services,  a.  better  imple- 
mented private  medical  practice,  and,  perhaps  in  some  areas,  hos- 
pitals and  other  facilities  supported  by  local  funds  or  by  federal  or 
state  subsidy. 

5.  State  subsidy  for  indigents  and  unemployed ; continuation  of  medical 
relief  under  the  supervision  of  the  medical  profession. 

We  cannot  urge  too  strongly  upon  the  responsible  leadership  in 
the  fields  involved  consideration  of  the  proposed  program  and  as 
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rapid  ordering  as  possible  of  the  present  ramshackle  public  health 
and  public  welfare  structure  and  housekeeping. 

Has  Medicine  a Personality? 

Public  contact  with  medicine  is  largely  with  the  individual  prac- 
titioner. It  is  a relationship  principally  of  one  person  with  another. 
Rarely  is  a patient  conscious,  as  he  talks  to  or  is  treated  by  his 
physician,  of  the  institution;  the  corporate  body  of  medicine; 
that  vast  complex  of  schools,  thinkers,  research  workers,  clinical 
experimenters,  physicists,  writers,  scientific  associations,  libraries, 
hospitals,  and  publications;  and  the  large  company  of  respectable 
people — his  associates — who  have  produced  him,  accumulated  the 
knowledge  which  he  uses,  trained  his  hands,  and  ordered  his  study 
and  whose  services  are  always  at  his  disposition.  It  was  not  always 
so.  For  centuries  the  individual  practitioner  stood  nearly  alone, 
with  few  books  and  fewer  communications.  He  represented  in  his 
community  all  the  medical  knowledge  there  was.  People  thought 
him  a learned  man,  and  he  did  not  deny  it.  He  was  medicine. 
Himself. 

In  the  collective  economy  which  grew  up  around  him,  he  still 
remained  an  individual  treating  individual  patients.  But  as  the 
self-effacing  institution  of  medicine  grew  behind  him  quietly  and 
slowly,  great  collective  institutions  grew  around  his  patient  more 
rapidly:  government,  public  health,  social  welfare,  consumer’s 

collectives,  education,  business,  industry.  To  the  management  of 
these  large  government  and  business  combines,  the  doctor’s  patient 
is  merely  a customer  or  a voter — the  physician,  a potential  hired 
man — and  the  corporate  body  of  medicine,  a utility  or  a wraith 
according  to  the  point  of  view.  As  these  institutions  grew,  they 
acquired  a definite  corporate  personality,  defined  and  colored  by 
their  public  acts  and  by  the  exuberant  boisterousness,  the  clangor, 
of  their  publicity.  But  not  medicine.  It  remained  a corporative 
ghost  behind  the  personality  of  the  individual  practicing  physician, 
a shadow  land  of  quiet  humanitarian  effort  in  a vital,  raucous  world, 
touching  persons  intimately,  but  not  events  of  a kind  commonly 
comprehended  by  the  man  on  the  street. 

The  net  result  of  this  development  seems  to  be  that  there  is  little 
or  no  consciousness  in  the  public  mind  of  the  personality  of  cor- 
porate medicine — no  consciousness  that  it  exists  as  a dynamically 
beneficent  protectorate  of  the  public  medical  interest.  When  this 
corporate  personality  is  brought  to  public  attention  by  large  groups 
through  the  ordinary  channels  of  lay  communications,  it  is  usually 
for  a definite  purpose.  Thus,  the  character  of  organized  medicine 
is  rarely  represented  to  the  public  as  a positive  one  by  those  who 
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know  what  kind  of  personality  it  is  but  as  a negative  and  some- 
times sinister  ectoplasm,  defined  and  delineated  for  the  patient  and 
the  public  by  those  who  would,  for  their  own  purposes,  hamstring 
or  destroy  it.  Is  there  any  reason  why  the  real  dynamic  personality 
of  medicine  should  not  be  introduced  to  the  people,  or  has  it  a 
personality?  How  would  you  portray  it?  Where  is  there  a monu- 
ment symbolizing  it?  A painting?  To  what  can  the  public  point 
saying:  That  is  medicine? 


Oral  Pollen  Therapy 


Last  year  we  commented  editorially  on 
the  use  of  oral  pollens  in  the  treatment  of 
seasonal  vasomotor  rhinitis.  We  stated 
that  “oral  pollen  therapy  for  hay  fever 
should  be  deferred  until  further  experi- 
mentation now  in  progress  had  been  re- 
ported.”1 Such  a report  is  now  avail- 
able in  the  pooled  investigations  of  three 
large  allergy  clinics  attached  to  grade  A 
medical  colleges.2  In  brief,  they  all  con- 
cur in  the  opinion  that  this  form  of 
therapy  is  of  minor  effectiveness  in  the 
control  of  seasonal  allergy  and  that  the 
results  are  definitely  inferior  to  those  ob- 
tained by  parenteral  injection. 

Several  other  factors  are  to  be  noted  in 
this  report.  Besides  its  apparent  in- 
ability to  ward  off  or  greatly  moderate 
an  attack  of  hay  fever,  except  in  a few 
instances,  oral  pollen  therapy  is  attended 
by  unpleasant  and  untoward  reactions. 
These  are  gastrointestinal  in  nature  and 
consist  of  abdominal  cramps,  nausea, 


i New  York  State  J.  Med.  29:  1171  (June  15)  1939. 

* Feinberg,  S.  M.,  et  al.:  J.A.M.A.  115:  23  (July  6) 

1940. 


vomiting,  and  diarrhea,  sometimes  of  such 
severity  as  to  cause  the  patient  to  refuse 
further  treatment.  Another  significant 
and  somewhat  surprising  observation  is 
that  in  the  patient  group  given  a placebo 
instead  of  the  pollen,  by  mouth,  21.9  per 
cent  stated  that  they  were  improved. 
While,  as  the  authors  indicate,  caution  is 
needed  in  interpreting  these  results,  they 
nevertheless  serve  to  contradict  to  a con- 
siderable degree  the  favorable  reports  on 
this  method  of  desensitization. 

On  the  basis  of  this  work  we  are  still  of 
the  opinion  that  this  means  of  therapy 
should  be  confined  as  yet  to  the  large 
clinics  for  further  experimentation  in 
dosage  and  a comparison  of  results  ob- 
tained over  a period  of  years,  since  it  is 
well  known  that  the  severity  of  pollen 
disease  varies  in  different  years.  For  the 
individual  sufferer,  parenteral  injections 
offer  the  surest  way  to  obtain  relief  from 
hay  fever.  The  practicing  physician 
should  not  subject  him  to  a form  of 
therapy  that  is  still  the  subject  of  contro- 
versy. 


Primary  Carcinoma  of  the  Lung 


A great  deal  of  statistical  data  has  been 
presented  in  the  recent  literature  that 
tends  to  indicate  that  primary  carcinoma 
of  the  lung  is  on  the  increase.  That  this 
increase  is  not  only  apparent  but  real  is 
proved  by  a review  of  the  Yale  autopsy 
protocols  from  1917  to  1937  according  to 
Rosahn.1  In  the  first  ten  years  of  this 
period  the  incidence  of  primary  carcinoma 
was  7.35  per  cent,  whereas  in  the  second 
decade  it  had  increased  to  11.04  per  cent. 


While  it  was  the  fifth  most  frequent 
tumor  in  the  first  period  of  his  survey,  it 
subsequently  attained  second  place,  and 
it  alone  of  all  growths  showed  a significant 
positive  rising  trend. 

Peery,2  on  the  other  hand,  maintains 
that  all  statistics  on  the  increase  of 
primary  cancer  of  the  lung  are  misleading. 
He  states  that  many  of  the  diagnoses 
made  are  not  justifiable  and  that  the 
proper  inclusion  of  other  tumors,  such  as 


i Rosahn,  P.  D.:  Arch.  Path.  29:  649  (May)  1940. 


* Peery,  T.  M.:  Arch.  Path.  29:  625  (May)  1940. 
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endothelioma  of  the  pleura  and  tumor  of 
the  superior  pulmonary  sulcus  under  the 
classification  of  primary  carcinoma  of  the 
lung,  has  added  materially  to  the  putative 
increase  of  cases  in  this  group.  These 
and  other  factors  have  augmented  the 
statistics  rather  than  the  real  incidence 
of  the  disease.  Rosahn,  however,  after 
analyzing  all  factors  alluded  to  by  many 
in  their  attempt  to  prove  that  the  rise  is 
only  relative,  is  certain  that  the  increase 
in  primary  cancer  of  the  lung  as  found  in 
the  autopsy  material  of  the  New  Haven 
Hospital  is  a real  one  which  can  be 
demonstrated  for  the  general  population. 

There  is  probably  some  truth  on  both 


sides  of  this  question.  One  thing  is  cer- 
tain, however — namely,  that  statistics 
from  isolated  sources  on  a disease  of  uni- 
versal importance  are  of  value  only  inso- 
far as  they  paint  the  local  picture.  This 
can  be  seen  from  the  wide  variances  in 
the  vital  statistics  of  the  several  health 
departments.  It  is  only  when  these  are 
correlated  for  the  whole  population  that  a 
true  picture  may  be  obtained.  A ques- 
tion as  important  as  this  can  only  be 
answered  satisfactorily  by  a carefully 
conceived,  nation-wide  plan  of  research 
which  takes  all  factors  into  consideration. 
Inferences,  while  provocative,  are  not 
conclusive. 


Hemorrhagic  Disease  of  the  Newborn 


The  finding  of  a specific  remedy  for  the 
cure  of  hypoprothrombinemia  haemor- 
rhagica  neonatorum  furnishes  yet  another 
sparkling  example  of  the  efficacy  of  un- 
hampered and  nonregimented  medicine  in 
removing  the  ever-present  threats  to  life 
during  infancy.  It  is  a classic  representa- 
tion of  the  efforts  of  individuals,  freely  re- 
ported, finally  summarized  for  practical 
use  by  others  equally  interested.1 

Dam’s2  isolation  of  the  antihemorrhagic 
factor,  vitamin  K,  was  shortly  followed  by 
the  proof  that  the  prothrombin  level  in 
the  blood  of  normal  infants  was  appreci- 
ably lower  than  that  existing  in  adults,3 
and  that  this  deficiency  occurred  between 
the  second  and  sixth  days  after  birth. 
Since  the  time  of  onset  for  the  hemor- 
rhagic manifestations  of  this  disease  is 
between  twenty-four  and  ninety-six  hours, 
Waddell,  Guerry,  Bray,  and  Kelly,1  cor- 
relating the  work  which  had  preceded 
their  clinical  experimentation,  reported 
success  in  the  treatment  of  hemorrhagic 


1 Waddell,  W.  W.,  Jr.,  Guerry,  Du  P.,  Ill,  Bray,  W.  E., 

and  Kelly,  O.  R.:  Proc.  Soc.  Exper.  Biol.  & Med.  40: 

432  (1939). 

2 Dam,  H.:  Biochem.  Ztschr.  215:  475  (1929). 

* Brinkhouse,  K M.,  Smith,  H.  P.,  and  Warner,  E.  D.: 

Am.  J.  Med.  Sc.  193:  475  (1937). 


disease  of  the  newborn  by  the  use  of  vita- 
min K.  The  accumulating  literature  on 
the  ability  of  this  vitamin  to  control  blood 
prothrombin  in  obstructive  jaundice  and 
hepatic  disease  gave  weight  to  these  ob- 
servations. However,  since  the  speci- 
ficity of  vitamin  K for  this  affliction  was 
first  presented  in  1939,  little  time  has 
elapsed  for  overwhelming  corroborative 
evidence,  and  it  is  for  this  reason  that  the 
report  of  Poncher  and  Kato,4  wherein  this 
form  of  therapy  was  successfully  em- 
ployed in  22  cases,  is  of  extreme  impor- 
tance to  all  physicians  who  minister  to  the 
newborn. 

In  all  their  cases,  regardless  of  where 
hemorrhage  became  manifest,  the  pro- 
thrombin time  was  reduced  to  normal 
within  forty-eight  hours  after  treatment 
with  vitamin  K was  started.  Of  greater 
moment  was  the  fact  that  clinical  im- 
provement was  equally  prompt  in  appear- 
ance and  remained  permanent.  The 
method  of  administration  varied  in  each 
instance,  but  all  routes — oral,  intramus- 
cular, and  subcutaneous — yielded  similar 
favorable  results. 

♦ Poncher,  H.  G.,  and  Kato,  K.:  J.A.M.A.  115:  14 

(July  6)  1940. 


Advances  in  Anesthesia 

As  little  as  fifteen  years  ago,  the  ma-  out  nitrous  oxide  and  oxygen  in  addition, 
jority  of  patients  who  were  operated  upon  Today,  the  rapid  strides  made  both  in 
were  anesthetized  by  ether,  with  or  with-  new  anesthetic  agents  and  methods  of 
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administration  have  produced  a complete 
change. 

According  to  studies  made  at  the  Mayo 
Clinic,1  regional  block  and  intravenous 
anesthesia  have  become  so  favored  that 
they  account  for  almost  80  per  cent  of  the 
patients  treated  by  selective  methods. 
The  former,  while  effective  in  abdominal 
block,  has  yet  to  give  satisfactory  results 
in  brachial  plexus  anesthesia.  Surgical 
narcosis  with  intravenous  anesthesia  is 
excellent  in  cystoscopic  operations  and  in 
minor  gynecologic  work  and  is  also  used 
for  certain  dental  and  ophthalmologic 
operations.  Intratracheal  anesthesia  is 

1 Lundy,  J.  S.,  Tuohy,  E.  B.,  Adams,  R.  C.,  Mousel, 
L.  H.,  and  Sheldon,  T.  H.:  Proc.  Mayo  Clinic  15:  241 

(April)  1940. 


valuable  in  operations  about  the  head  or 
where  there  is  evidence  of  laryngospasm. 

While  the  use  of  cyclopropane  has  in- 
creased, Lundy  and  his  co-workers  feel  that 
it  should  not  be  used  where  another  non- 
explosive agent  would  serve  equally  well. 
It  is  best  applied  in  chest  surgery  and  in 
pericardiectomy,  since  it  provides  ade- 
quate oxygenation  while  the  respirations 
remain  shallow. 

The  advantages  of  these  newer  agents 
and  more  precise  means  of  administering 
them  have  increased  the  amount  of  re- 
laxation obtainable  and  thus  shortened 
the  time  of  operation;  also  the  after- 
effects are  not  as  marked  or  distressing  as 
those  following  the  open  drop  method. 


Correspondence 


City  of  New  York 
Office  of  the  Mayor 

September  17,  1940 

Medical  Society  of  the  State  of  New  York 
Gentlemen: 

You  may  have  read  in  the  newspapers  that  on 
August  29th  I and  my  entire  staff  were  registered 
and  fingerprinted  at  the  World’s  Fair  City  Hall. 
Of  course,  this  was  not  done  under  the  Federal 
statute,  for  that  law  applies  to  aliens  only,  and 
is  compulsory.  New  York  City  is  conducting 
its  own  campaign  for  the  registration  and  finger- 
printing of  citizens  and  the  City  is  doing  this  on  a 
wholly  voluntary  basis. 

There  is  nothing  new  about  it.  We  have 
maintained  a civilian  identification  file  for  a long 
time.  We  are  pressing  the  drive  today  because 
everybody  is  so  much  aware  of  fingerprinting, 
and  because  the  experience  of  refugees  in  war- 
torn  Europe  has  demonstrated  so  vividly  how 
useful  this  means  of  identification  can  be. 

That  is  all  fingerprinting  is — a means  of 
identification,  the  most  accurate  and  scientific 
we  have.  It  differs  from  the  recording  of  a 
signature  only  in  its  greater  accuracy.  There  is 
nothing  degrading  or  humiliating  about  it. 
Several  million  citizens  of  the  United  States  are 
already  recorded  through  this  voluntary  means 
of  identification. 


As  Police  Commissioner  Lewis  J.  Valentine 
points  out  in  the  accompanying  report,  our 
civilian  file  is  maintained  apart  from  the  criminal 
records,  and  is  not  referred  to  at  all  in  connection 
with  crime  or  criminals.  It  is  of  no  assistance  to 
the  police  from  that  standpoint.  I hope  that 
you  will  study  the  Commissioner’s  report.  It 
shows  very  clearly  the  advantages  that  accrue 
from  voluntary  registration,  and  the  many  cases 
in  which  civilian  fingerprints  are  being  recorded. 

The  City  is  most  anxious  to  be  helpful  in  this 
capacity.  I have  made  arrangements  so  that  if 
any  association,  club,  or  other  group  of  ten  or 
more  is  desirous  of  filing  identifications,  and 
notifies  my  office  or  the  Department  of  Health, 
giving  the  time  and  place  where  fingerprinting  is 
desired,  a City  fingerprint  expert  will  be  sent 
there  for  that  purpose.  I hope  that  you  will 
avail  yourselves  of  that  opportunity. 

Your  association  may  decide  to  hold  an 
“identification  party.”  On  the  other  hand,  you 
may  wish  to  arrange  for  registration  at  a regu- 
larly scheduled  luncheon,  dinner,  or  meeting. 
We  will  be  very  glad  to  furnish  souvenirs  at  all 
such  occasions,  the  same  being  a copy  of  the 
individual’s  fingerprints  as  they  will  appear  in 
the  civilian  identification  file.  Please  let  us 
know  as  soon  as  you  can  so  that  a convenient 
date  can  be  arranged. 

Sincerely  yours, 

F.  LaGuardia,  Mayor 


To  the  Editor: 

I appreciate  deeply  the  kind  words  of  the 
Editor  in  the  August  1st  issue  of  the  State 
Journal  in  referring  to  my  little  article  on  the 
“Five  Day  Treatment  for  Syphilis.”  Apparently 
this  article  met  a need,  as  it  has  been  reprinted 
in  a good  many  periodicals  here  and  abroad. 

However,  the  Editor  gave  the  American  Social 
Hygiene  Association  more  credit  than  was  due  in 
suggesting  that  the  Association  “supervised  the 
clinical  work”  of  the  Intravenous  Drip  Treat- 


ment Project.  As  a representative  of  the  Associa- 
tion I served  merely  as  a member  of  the  Com- 
mittee which  supervised  the  clinical  work,  but 
was  only  one  of  several  members  and  certainly 
not  the  most  important. 

Yours  sincerely, 
Walter  Clarke,  M.D. 

Executive  Director 
The  American  Social  Hygiene  Association,  Inc. 
August  23,  1940 


THE  DIAGNOSIS  OF  SERIOUS  UROLOGIC  CONDITIONS 

Hugh  H.  Young,  M.D.,  Baltimore 

( From  the  James  Buchanan  Brady  Urological  Institute,  Johns  Hopkins  Hospital ) 


Tuberculosis  of  the  Urogenital  Tract 

Early  diagnosis  is  important.  A study 
of  our  collected  cases  of  tuberculosis  of 
the  kidney  shows  that  the  most  promi- 
nent symptoms  are  associated  with  mic- 
turition, frequency  and  irritation  being 
the  most  conspicuous.  In  these  cases  the 
finding  of  white  and  red  blood  cells  in  the 
urine,  in  the  absence  of  common  bacteria, 
is  at  once  suggestive  of  tuberculosis.  An 
x-ray  will  rule  out  calculus.  Very  care- 
ful urinary  studies  supplemented  by 
guinea-pig  inoculations  will  often  show 
that  the  case  is  tuberculous.  Urograms, 
both  intravenous  and  retrograde,  will 
often  make  it  possible  to  detect  early 
tuberculous  lesions  in  the  kidney  by  fill- 
ing defects,  and  comparison  of  the  urines 
obtained  from  the  two  kidneys  by  cathe- 
terization and  functional  tests  will  often 
clinch  the  diagnosis. 

As  to  treatment,  there  is  only  one  thing 
to  do  and  that  is  a nephro-ureterectomy 
as  soon  as  possible.  Medical  treatment 
should  not  be  countenanced. 

In  some  cases  the  seminal  tract  is  also 
involved,  and  the  first  symptom  may  be 
an  enlargement  or  induration  of  an  epi- 
didymis. Rectal  examination  will  often 
disclose  involvement  of  one  or  of  both 
seminal  vesicles  and  the  prostate 
(Fig.  1). 

My  statistics  show  that  radical  surgical 
attack  upon  these  deep-seated  tubercu- 
lous involvements  offers  a far  better 
chance  of  cure  than  simple  epididymec- 
tomy.  In  almost  one-third  of  our  cases 
we  have  removed  one  kidney  that  was 
found  to  be  involved  as  well  as  the  seminal 
tract. 

The  presence  of  pulmonary  tubercu- 
losis need  not  contraindicate  operation. 
As  Kocher  pointed  out  years  ago  the  only 
hope  of  curing  these  complicated  cases  of 


pulmonary  tuberculosis  is  to  remove  all 
external  foci  that  can  be  attacked  sur- 
gically. 

Pro  static  Obstruction 

This  may  come  on  so  insidiously  and 
present  symptoms  so  confusing  that  early 
diagnosis  may  be  difficult.  I have  known 
patients  who  had  no  frequency  or  diffi- 
culty of  urination,  and  yet  a large  amount 
of  residual  urine  was  present.  One  such 
patient’s  only  complaint  was  that  his 
belly  was  getting  progressively  bigger. 
We  found  1,200  cc.  residual  urine.  In 
such  cases  nausea  and  other  symptoms 
of  uremia  may  be  the  first  symptoms  and 
indicate  back  pressure  that  has  led  to 
progressive  impairment  of  the  kidneys. 
The  prostate  may  show  little  or  no  change. 
In  cases  of  contracture  of  the  vesical  ori- 
fice or  median  bar  obstructions,  there  may 
be  no  enlargement,  but  there  is  usually 
some  induration  in  the  upper  median  por- 
tion found  on  rectal  examination.  The 
passage  of  a rubber  catheter  will  usually 
detect  obstruction  and  find  residual  urine. 
The  phthalein  test  with  an  inlying  cathe- 
ter may  show  renal  impairment.  If  this 
is  associated  with  increase  in  the  blood 
urea,  operative  intervention  is  usually 
indicated.  With  a cystoscope  the  charac- 
ter of  the  obstructive  enlargements,  the 
presence  of  trabeculation,  cellules,  di- 
verticula, hypertrophy  of  the  trigon,  etc., 
will  be  demonstrated  and  make  clear  the 
type  of  operative  intervention  indicated. 

If  on  rectal  examination  a portion  of 
the  prostate  is  of  great  induration,  car- 
cinoma should  be  suspected  (Fig.  2),  even 
if  there  is  only  a very  small  nodule  in  the 
posterior  lobe.  If  x-ray  shows  that  this 
is  not  due  to  a calculus  exposure  of  the 
prostate  through  the  perineum,  inspec- 
tion and  palpation  of  the  indurated  area 
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Fig.  1.  Tuberculosis  of  prostate  and  left 
seminal  vesicle,  both  epididymides  and  vasa. 
Radical  operation  carried  out.  BUI  8486. 


Fig.  2.  Rectal  chart  showing  a small,  isolated, 
very  hard  nodule  in  upper  portion  of  right 
lobe. 


and,  if  necessary,  excision  and  micro- 
scopic examination  may  be  desirable. 
The  fact  that  carcinoma  of  the  prostate  is 
shown  to  be  greatly  on  the  increase  and 
that  it  is  present  in  probably  14  per  cent 
of  all  men  past  60  years  of  age  should 
put  the  medical  profession  on  the  alert  to 
examine  elderly  men  and  be  suspicious  of 
hard  areas  in  the  prostate. 

By  our  radical  operation  in  which  the 
entire  prostate  is  removed  with  its  cap- 
sule, the  neck  of  the  bladder,  and  both 
seminal  vesicles,  it  has  been  shown  that 
cures  may  be  obtained  in  about  50  per 
cent  of  the  cases  followed  from  five  to 
twenty-five  years  after  hospitalization. 


Fig.  3.  After  lateral  capsular  incisions  have 
been  made,  calculi  which  are  found  in  stratum 
between  lateral,  hypertrophied  lobes  and  pos- 
terior portion  of  prostate  are  removed.  BUI 
10564. 

Calculi  may  develop  in  the  prostate  in- 
sidiously and  produce  no  symptoms. 
Not  infrequently  scores  of  stones  varying 
in  size  may  be  present  and  produce  only 
slight  irritation.  If  there  is  no  history  of 
previous  gonorrhea  or  a urinary  infection, 
the  presence  of  pus  cells  in  the  urine  or 
secretion  obtained  by  prostatic  massage 
should  lead  one  to  suspect  prostatic  cal- 
culi. The  examining  finger  often  detects 
no  irregularity,  no  areas  of  marked  indura- 
tion, and  no  crepitus,  but  the  x-ray  may 
show  the  prostate  filled  with  calculi. 
Through  the  perineum  a conservative 
operation  to  remove  them  may  easily  be 
carried  out  (Fig.  3). 

Calculi  of  the  urinary  tract  usually  re- 
veal their  presence  by  pain,  hematuria,  or 
pyuria  as  well  as  other  symptoms.  Tu- 
mors of  the  kidney  and  ureter  may  present 
the  same  symptomatology,  and  efforts 
to  make  an  early  positive  diagnosis  should 
be  made.  The  whole  gamut  of  urologic 
diagnostic  procedures  may  be  necessary  to 
arrive  at  an  accurate  diagnosis  and  to  de- 
termine just  what  should  be  done  in  an  op- 
erative way. 
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Fig.  4.  Young’s  cystoscopic  radium  applicator  No.  2 (parallelogram  instrument)  is  being  used  in  a 
case  of  malignant  papilloma  of  right  lateral  wall  of  bladder. 


Bladder  Tumors 

Hematuria  is  often  the  only  symptom. 
It  sometimes  occurs  infrequently  even 
when  a papilloma  of  considerable  size  is 
present.  Patients  should  be  warned  that 
the  passage  of  blood  in  the  urine  should  be 
reported  to  a physician.  He  should  not 
rest  content  until  he  is  sure  that  it  is 
neither  associated  with  tumors  of  the 
bladder,  ureter,  kidney,  or  prostate,  nor 
with  tuberculosis  or  calculus.  When 
vesical  neoplasms  become  large  or  mul- 
tiple, marked  urinary  symptoms  usually 
supervene.  The  benign  character  of  blad- 
der tumor  can  usually  be  made  out  by 
simple  cystoscopic  inspection.  Markedly 
villous  papillary  tumors  with  slender 
pedicles  usually  are  benign,  but  a biopsy 
obtained  by  cystoscopy  is  usually  desir- 
able. Where  the  tumor  is  not  villous  but 
more  globular  and  with  an  irregular 
strawberry-like  surface,  even  though 
markedly  papillomatous,  malignancy  is 
usually  present.  The  ulcerative  and  in- 
vasive types  of  bladder  tumors  are  recog- 
nizable at  once  as  carcinoma.  A study  of 
our  cases  shows  that  in  a very  large  per- 
centage of  the  cases  the  base  of  the  blad- 
der is  the  region  involved.  By  far  the 
greatest  number  are  found  in  or  about  the 
orifices  of  the  ureters  or  the  urethra.  Pap- 


illary tumors  of  the  bladder  are  fortu- 
nately curable  by  cystoscopic  methods  in  a 
large  percentage  of  the  cases.  By  ful- 
guration  or  resection  with  the  high-fre- 
quency current,  the  intravesically  pro- 
jecting tumor  can  be  readily  destroyed, 
but  even  where  the  tumor  has  been  found 
microscopically  to  be  benign  it  is  very 
important  to  make  applications  of  radium 
to  the  base  and  adjacent  portions  of  the 
bladder.  With  my  cystoscopic  radium 
applicators  of  several  types,  tumors  in  all 
portions  of  the  bladder  can  easily  be 
reached  (Fig.  4).  In  a long  series  of 
cases  we  have  shown  that  even  malignant 
papillomas  or  papillary  carcinomas  may 
be  radically  cured  by  this  combination  of 
electric  and  radium  treatment  through 
the  cystoscope.  Occasionally,  one  sees  a 
papillary  tumor  in  the  bladder  projecting 
from  a ureter  or  a diverticulum.  Uro- 
grams and  ureter  catheterizations  will 
usually  give  a prompt  diagnosis.  Radical 
treatment  is  indicated  in  all  of  these 
cases. 

Diverticula  of  the  bladder  may  be  con- 
genital and  produce  no  symptoms  until 
they  become  sufficiently  large  to  cause 
obstruction  to  urination  or  to  the  outflow 
of  urine  from  the  ureters.  The  congeni- 
tal types  are  usually  found  either  at  the 
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Fig.  5.  Tumor  of  left  adrenal  has  been  brought  out  through  an  incision,  the  blood  vessels  supplying 
it  have  been  clamped  before  dividing  and  ligating. 


vertex  where  the  urachus  connects  with 
the  bladder  or  where  the  ureters  pass 
through  the  bladder  wall.  At  these  three 
points  of  anatomic  weakness,  diverticula 
may  develop  either  in  childhood  or  later 
in  life  when  obstructive  conditions  at  the 
vesical  orifice  have  come  on.  Not  infre- 
quently a diverticulum  may  draw  the 
ureteral  orifice  into  its  sac  and  eventually 
cause  marked  destruction  of  the  kidney. 
In  cases  of  obscure  vesical  symptoms  a 
urogram  may  disclose  the  presence  of 


diverticula  that  can  usually  be  seen  with 
the  cystoscope  and  sometimes  explored. 
The  obstructive  condition  at  the  vesical 
orifice  demands  operative  relief.  In  many 
cases  diverticula  may  become  greatly  re- 
duced in  size  after  operations  on  the 
prostate  and  may  cause  no  trouble.  In 
other  cases  they  persist  as  pouches  that 
may  harbor  infection,  prevent  steriliza- 
tion of  the  urine,  and  continue  to  cause 
damage  to  the  ureters.  Appropriate 
surgical  treatment  is  then  indicated. 
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Hypertension  Due  to  Unilateral  Renal 
Disease 

This  is  one  of  the  most  recent  and  in- 
teresting advancements  in  urology.  Gold- 
blatt  showed  by  clips  which  partially  oc- 
cluded a renal  artery  that  hypertension 
could  be  produced.  The  removal  of  the 
clip  or  the  kidney  cured  the  hypertension. 
He  attributed  the  increase  in  blood  pres- 
sure to  the  release  of  pressor  substances 
from  the  kidney  into  the  blood.  The 
first  positive  demonstration  of  the  sound- 
ness of  his  dicta  was  shown  by  2 cases 
from  our  clinic  which  were  reported  simul- 
taneously by  Boyd  and  Lewis  and  by 
Leadbetter  and  Burkland.  In  both  of 
these  cases  thrombosis  of  the  renal  ar- 
tery greatly  impairing  the  vascularity  of 
one  kidney  was  discovered,  and  nephrec- 
tomy did  away  with  the  hypertension. 
In  the  presence  of  high  blood  pressure  an 
exhaustive  comparative  study  of  the  two 
kidneys  is  often  indicated.  In  a recent 
case  I discovered  a functionless  right  kid- 
ney due  to  impacted  stones  at  the  uretero- 
pelvic  juncture.  The  blood  pressure  was 
253/120.  Removal  of  the  kidney  re- 
vealed a cluster  of  stones  in  the  lower 
portion.  The  pelvis  of  the  kidney  was  re- 
duced in  size,  and  the  blood  vessels 
showed  marked  impairment.  After  re- 
moval of  the  kidney  the  blood  pressure 
promptly  dropped  to  normal.  These 
cases  and  others  at  our  clinic  indicate  that 
much  can  probably  be  accomplished  in 
certain  cases  of  severe  hypertension  by 
careful  renal  investigation  and  operation. 
The  whole  question  is  one  of  the  most  in- 
teresting in  the  recent  development  of 
urology. 

Tumors  and  Hyperplasia  of  the  Adrenal 
Cortex 

These  are  of  great  interest  to  urologists 
and  endocrinologists.  A unilateral  tu- 
mor of  the  adrenal  cortex  (Fig.  5)  may 
lead  to  rapid  virilism,  growth  of  hair, 
atrophy  of  the  breasts,  cessation  of  menses, 
and  development  of  the  clitoris  into  a 
penis-like  organ.  In  the  presence  of  these 
symptoms  very  careful  studies  should  be 
made.  Not  infrequently  the  tumor  can  be 


palpated.  By  the  injection  of  air  low 
down  within  the  perirenal  fascia  (Gerota), 
the  outline  of  the  neoplasm  can  often  be 
made  out  by  x-ray  films.  Urine  and 
blood  hormonal  studies  may  also  be  of 
diagnostic  value.  Bilateral  hyperplasia 
is  most  often  congenital.  At  birth  these 
females  may  be  pronounced  male  from 
the  fact  that  the  clitoris  is  greatly  en- 
larged and  no  vagina  is  visible.  As  they 
grow  up  they  fail  to  develop  breasts,  hair 
appears  in  abundance  on  the  body  and 
face,  menstruation  does  not  come  on, 
and  the  sexual  desires  are  usually  directed 
toward  females.  In  these  cases  the  em- 
bryonic prostate  of  the  female,  instead  of 
disappearing,  grows  apace  and  may  be 
almost  as  large  as  the  normal  male. 
Sexual  intercourse  as  males  is  often  quite 
normal,  ejaculation  occurring  from  the 
prostatic  glands,  although  the  verumon- 
tanum,  ejaculatory  ducts,  and  seminal 
vesicles  are  present  only  in  the  rudimen- 
tary form  of  the  wolffian  structures. 
We  have  published  a series  of  these  re- 
markable and  often  very  tragic  cases.1'2-3 
Surgery  offers  the  only  hope  for  these  poor 
creatures.  By  plastic  operations  we  have 
been  able  to  bring  down  the  concealed 
vagina  to  its  proper  position  in  the  peri- 
neum and  then  have  amputated  the  en- 
larged clitoris.  At  a single  operation 
both  adrenals  have  been  exposed  simul- 
taneously by  a special  technic  and  either 
resected  on  both  sides  or  one  whole 
adrenal  removed.  The  latter  procedure 
seems  to  furnish  the  best  results.  At  last 
some  hope  is  offered  for  the  relief  of  these 
distressing  abnormalities. 

Congenital  Valves  of  the  Prostatic 
Urethra 

For  years  this  condition  was  discovered 
only  at  autopsy.  In  1912  I discovered  2 
cases  on  instrumental  examination  and 
operated  to  remove  the  valves  for  the 
first  time.  At  birth,  the  ureters  and  kid- 
neys are  often  dilated,  and  their  function 
is  impaired  so  greatly  that  the  children 
frequently  die  of  uremia.  Through  their 
emaciated  muscles  the  outline  of  enlarged 
kidneys  and  ureters  may  be  seen  and  pal- 
pated. The  bladders  are  almost  always 
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greatly  enlarged,  and  a catheter  meets 
with  an  obstruction  in  the  prostate  and 
will  not  pass  into  the  bladder.  The  blood 
urea  is  high  and  the  renal  function  poor. 
With  the  urethroscope,  valves  may  be 
seen  running  from  the  prostate  to  the 
roof  and  sides  of  the  urethra  and  between 
them  a tiny  slit  through  which  a ureteral 
catheter  may  be  passed.  Gradual  de- 
compression, until  the  uremia  has  been 
dissipated  and  the  renal  function  im- 
proved somewhat,  should  usually  be 
carried  out  before  the  valves  are  de- 
stroyed either  by  fulguration  or  with  my 


baby  punch.  These  operations  are  re- 
markably successful,  and  I have  recently 
reported  26  cases  without  a death.  Prac- 
titioners should  be  on  the  outlook  for  this 
rare  but  extremely,  fatal  condition  that 
can  usually  be  detected  at  birth  or  soon 
afterward  and  responds  so  well  to  appro- 
priate treatment. 
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AMERICAN  NURSES’  ASSOCIATION 

A nursing  council  on  national  defense  was 
recently  organized.  The  composition  of  the 
Council  consists  of  representatives  of  the  Ameri- 
can Nurses’  Association,  National  League  of 
Nursing  Education,  National  Organization  for 
Public  Health  Nursing,  Association  of  Collegi- 
ate Schools  of  Nursing,  National  Association  of 
Colored  Graduate  Nurses,  American  Red  Cross 
Nursing  Service. 

The  following  groups  will  be  asked  to  appoint 
their  directors  or  superintendents  to  serve  on  the 
Council:  Army  Nurse  Corps,  Navy  Nurse 
Corps,  United  States  Public  Health  Service — 
Nursing  Service,  Veterans  Administration — 
Nursing  Service,  Bureau  of  Indian  Affairs — 
Nursing  Service,  and  others  such  as  the  Federal 
Children’s  Bureau,  etc. 

The  functions  of  the  Council  are: 

1.  To  determine  the  role  of  nurses  and 
nursing  in  the  program  of  national  de- 
fense. 

2.  To  unify  all  nursing  activities  which  are 
directly  or  indirectly  related  to  national 
defense. 

3.  To  study  nursing  resources;  to  plan  the 
most  effective  use  of  these  nursing  re- 
sources; to  provide  for  necessary  in- 
creases; and  to  set  up  the  machinery 
which  will  insure  the  quickest  possible 
functioning  in  case  of  need. 

4.  To  insure  the  continuance  of  the  high 
quality  of  nursing  schools  and  services  in 
order  that  effective  nursing  may  be 
maintained  in  a national  emergency. 

5.  To  act  as  a clearing  house  regarding  nurs- 
ing and  national  defense,  and  to  cooperate 
with  other  agencies  having  related  activi- 
ties and  functions. 

The  chairman  is  Julia  C.  Stimson,  R.N., 
President,  American  Nurses’  Association,  50 
West  50th  Street,  New  York  City. 


DOCTOR  AND  UNMARRIED  MOTHERS 

A too-familiar  problem  of  the  physician’s 
office  is  presented  by  the  unwed  young  woman 
who  wishes  an  abortion.  This  situation  is  dis- 
cussed with  wisdom  and  tact  in  the  Illinois 
Medical  Journal  by  W.  C.  Danforth,  M.D.,  chief 
of  the  department  of  obstetrics  and  gynecology, 
Evanston  Hospital,  Evanston,  Illinois. 

Many  young  women,  he  says,  feel  that  the 
termination  of  the  pregnancy  is  the  easiest  way 
out.  It  is  difficult  for  some  of  them  to  understand 
why  this  cannot  be  done,  and  in  some  instances 
they  have  been  urged  to  take  this  course  by  the 
man  concerned  who  is  quite  willing  to  secure  his 
own  release  from  embarrassment  by  a procedure 
all  of  the  risk  of  which  is  borne  by  her. 

The  physician  has  a double  duty.  First  he 
should  explain  to  the  young  woman  that  abortion, 
unless  done  for  the  unquestioned  purpose  of  sav- 
ing life,  is  an  illicit  operation  and  that,  therefore, 
if  she  persists  in  having  it  done,  it  must  be  done 
by  an  irresponsible  practitioner  outside  the  ranks 
of  respectable  medicine. 

This  brings  with  it  an  unquestioned  risk  to  her 
life  or  health.  She  should  be  told  that  many 
women  who  have  been  aborted  and  who  have  ap- 
parently recovered  without  real  trouble  have  been 
made  sterile  for  the  rest  of  their  lives.  She 
should  also  be  made  to  understand  that  the  com- 
mission of  another  wrong  is  never  a good  way  to 
right  a wrong  already  committed  and  that  an 
abortion,  which  involves  the  destruction  of  a life, 
is  a greater  wrong  than  the  original  error.  It 
should  be  made  clear  to  her  that  the  infant,  for 
whose  presence  in  her  uterus  she  is  at  least  in  part 
responsible,  deserves  fair  treatment  and  that  she 
has  no  right  to  deprive  it  of  its  life  merely  to  save 
herself  and  the  man  most  concerned. 

All  this  takes  time,  patience,  and  repeated  ex- 
planation but  it  can  best  be  done  by  the  physi- 
cian, who,  if  he  has  a sense  of  social  responsibility, 
will  be  glad  to  help  the  young  woman  to  a safe, 
sane,  and  proper  adjustment  of  her  problem. 


Symposium  on  Carcinoma  of  the 
Genitourinary  Tract 

TREATMENT  OF  EPITHELIAL  TUMORS  OF  THE  BLADDER 
WITH  RADIATION 

Archie  L.  Dean,  M.D.,  and  John  Balfour,  M.D.,  New  York  City 
( From  the  Department  of  Urology,  Memorial  Hospital ) 


Patients  with  bladder  tumors  may 
present  a great  variety  of  clinical 
pictures  which  often  are  exceedingly  diffi- 
cult to  interpret.  Nevertheless,  the  char- 
acter and  extent  of  the  disease  in  the 
bladder,  the  condition  of  the  upper  uri- 
nary tract,  and  the  strength  of  the  patient 
as  a whole  must  be  learned  before  one 
can  make  an  intelligent  choice  of  ap- 
propriate treatment.  The  primary  tu- 
mors may  vary  from  apparently  insig- 
nificant excrescences  composed  of  well- 
differentiated  cells  in  an  orderly  arrange- 
ment to  extensive,  anaplastic,  infiltrating 
cancers.  The  upper  urinary  tract  may  be 
normal  or  reduced  in  efficiency  by  ob- 
struction and  infection  to  the  lowest 
degree  compatible  with  life.  General  re- 
sistance may  vary  between  that  of  a young 
man  with  an  early  bladder  lesion  and  that 
of  an  aged  person  with  widespread  bladder 
disease.  Pathologic  examinations  are  of 
but  limited  help  in  accurately  learning 
prognosis.  Sometimes  the  pathologist 
fails  because  small  specimens  removed 
from  the  periphery  of  tumors  through  a 
cystoscope  do  not  show  the  true  structure 
of  the  growth  as  a whole.  More  often, 
however,  microscopic  examinations  are 
misleading  because  tumor  structure  is 
but  one  of  a number  of  factors  that  in- 
fluence the  patient’s  chance  of  survival. 
It  is  well  known  that  all  bladder  tumors 
are  potentially  malignant  because  malig- 
nant changes  frequently  have  been  ob- 
served in  benign-appearing  papillomas. 
It  is  also  possible  for  apparently  benign 
tumors  to  extend  beyond  the  bladder 


without  any  malignant  characters  be- 
coming demonstrable  in  the  structure  of 
the  metastatic  growths.  Furthermore,  it 
is  impossible  for  the  microscope  to  show 
the  greater  danger  of  multiple  tumors  or 
tumors  situated  so  as  to  obstruct  ureteral 
orifices  or  the  bladder  outlet.  Finally,  an 
appreciable  number  of  bladder  tumors 
are  composed  of  two  or  more  portions  of 
different  degrees  of  malignancy,  a con- 
dition seldom  shown  by  the  usual  cysto- 
scopic  biopsy. 

The  inadequacy  of  the  microscope  to 
show  the  patient’s  true  condition  and 
some  of  the  other  complicating  factors  as- 
sociated with  tumors  of  the  bladder  are 
mentioned  to  emphasize  two  points:  1. 
After  all  diagnostic  information  has  been 
obtained,  an  estimate  of  the  status  of  the 
patient  with  a bladder  tumor  can  ap- 
proach accuracy  only  if  it  is  made  on  the 
basis  of  a broad  knowledge  of  the  clinical 
pathology  of  the  disease.  2.  When  the 
natural  history  of  a disease  can  produce 
so  many  variations,  the  physician  who 
has  the  largest  number  of  therapeutic 
agents  at  his  command  should  be  able  to 
give  the  most  effective  treatment.  There 
seems  to  be  general  recognition  of  the 
increased  therapeutic  resources  provided 
by  radiation,  because  recent  reports  ad- 
vocating surgery  alone  have  applied  only 
to  selected  groups  of  cases  while  all  recom- 
mendations for  the  general  management 
of  bladder  tumors  have  included  irradia- 
tion. In  the  treatment  of  malignant  tu- 
mors in  patients  with  diminished  general 
resistance,  it  is  a great  advantage  to 
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have  an  effective  agent  that  can  be  ap- 
plied to  the  growth  with  minimal  trauma 
and  complete  avoidance  of  extensive  sur- 
gical operations. 

At  present  there  are  several  practical 
sources  of  radiation  and  an  increasingly 
large  number  of  useful  ways  of  employing 
them.  These,  added  to  surgical  methods, 
provide  a wide  possible  choice  of  therapy 
for  bladder  tumors.  Even  so,  patients 
frequently  die  not  because  efficient  ther- 
apy does  not  exist  but  because  treatment 
for  the  individual  case  was  ill  chosen. 
For  these  reasons  urologists  should  study 
radiation  methods  and  learn  the  advan- 
tages and  limitations  of  the  various  tech- 
nics. In  treating  bladder  tumors,  we 
think  it  essential  that  the  urologist  should 
prescribe  the  radiation  and  observe  the 
patient  frequently.  He  alone  is  respon- 
sible for  the  patient’s  welfare,  and,  since 
he  performed  all  of  the  diagnostic  pro- 
cedures, he  is  most  familiar  with  the 
patient’s  condition.  Moreover,  any  com- 
plications that  may  arise  during  a course 
of  irradiation  are  soonest  recognized  and 
relieved  by  urologic  methods. 

Bladder  tumors  may  be  treated  by  two 
forms  of  radiation,  external  and  inter- 
stitial. The  most  practical  external  radia- 
tion consists  of  roentgen  rays  from  200- 
or  1,000-kilovolt  units  and  the  Chaoul  or 
contact  tube.  Interstitial  irradiation  is 
given  by  depositing  radon  seeds  in  the 
tumor. 

It  is  difficult  to  compare  the  thera- 
peutic values  of  the  200-  and  1,000-kilo- 
volt  units  because  experience  with  the 
latter  is  so  limited.  Theoretically,  the 
higher  voltage  radiation  should  be  su- 
perior because  a greater  proportion  of  the 
rays  that  strike  the  surface  of  the  body 
penetrate  to  a considerable  depth,  thus 
increasing  the  tumor  dose  and  at  the  same 
time  reducing  injury  to  the  skin  and  super- 
ficial tissues.  Two-hundred-kilovolt  radi- 
ation, now  in  common  use,  is  sufficiently 
powerful  to  destroy  deeply  situated  tu- 
mors, but  in  locations  such  as  the  blad- 
der there  is  danger  of  seriously  injuring 
nearby  organs  as  well.  This  difficulty  is 
not  solved  by  making  the  apparatus 
more  powerful. 


Although  the  possible  advantages  of 
directly  applying  roentgen  radiation  to  a 
bladder  tumor  were  long  recognized,  the 
procedure  was  impractical  before  the 
Chaoul  tube  was  devised.  This  pro- 
duces roentgen  rays  at  the  end  of  a cylin- 
der, 2.5  cm.  in  diameter,  suitable  for 
insertion  in  certain  body  orifices  and  the 
open  bladder.  A number  of  tumors  have 
been  completely  destroyed  by  giving  this 
contact  radiation  in  fractional  doses,  but 
the  method  is  more  laborious  and  prob- 
ably no  more  efficient  than  radon-seed 
implantation.  One  of  us  has  shown  that 
a computed  curative  dose  can  be  given 
by  a single  exposure  with  no  apparent 
harm,  but  more  experience  is  needed  be- 
fore the  proper  place  of  this  method  can 
be  known. 

Since  high-voltage  irradiation  furnished 
by  the  200-kilovolt  unit  is  the  most  prac- 
tical and  commonly  available  type  of 
external  therapy,  further  discussion  will 
be  limited  to  the  use  of  this  agent.  It  is 
convenient  to  use  a target  skin  distance 
of  70  cm.,  filtration  of  mm.  of  copper 
and  1 mm.  of  aluminum,  and  six  pelvic 
portals  as  large  as  convenient.  If  200  r are 
given  to  each  of  two  portals  daily,  2,400 
r can  be  given  each  portal  in  about  six 
weeks.  In  patients  of  average  size,  this 
will  deliver  about  6,000  r or  nine  thresh- 
old erythema  doses  to  the  bladder  region. 
Computations  by  one  of  us  show  that 
nine  threshold  erythema  doses  are  equiv- 
alent to  about  two-thirds  of  the  dose 
required  to  cure  a bladder  tumor,  and 
this  agrees  with  our  clinical  observations. 
Therefore,  in  prescribing  external  ir- 
radiation, one  should  realize  that  supple- 
mentary therapy  will  be  necessary.  In 
spite  of  this  deficiency  and  the  fact  that 
such  a cycle  is  a strain  for  most  patients, 
we  believe  the  method  has  great  value. 
When  the  bladder  is  extensively  involved 
with  multiple  tumors  of  a low  grade  of 
malignancy,  external  irradiation  may 
cause  their  complete  disappearance  or 
greatly  reduce  their  number  and  size. 
When  this  stage  of  regression  has  been 
reached,  electrocoagulation  or  interstitial 
radiation  may  be  given  with  considerable 
hope  of  success.  If  single  infiltrating 
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cancers  are  too  extensive  for  treatment 
by  other  methods,  external  irradiation 
may  cause  such  reduction  in  size  as  to 
permit  intensive  irradiation  of  the  residual 
tumor  with  radon  seeds.  Large  sloughing 
tumors,  so  often  accompanied  by  marked 
infection,  may  be  transformed  by  ex- 
ternal irradiation  into  smaller,  cleaner 
lesions. 

It  will  be  noted  that  these  indications 
for  high-voltage  therapy  closely  coincide 
with  the  indications  for  radical  surgery  on 
bladder  tumors.  We  believe,  however, 
that  the  more  conservative  irradiation 
methods  are  suitable  to  by  far  the  greater 
number  of  patients  who  are  in  poor  gen- 
eral health  because  of  extensive  disease. 

When  external  irradiation  has  been 
given  as  a preliminary  to  some  other  form 
of  treatment,  it  is  important  to  make  the 
second  attack  on  the  growth  at  the  proper 
time.  Maximal  regression  usually  takes 
place  between  two  and  four  months  after 
an  intensive  course  has  been  completed. 
If  external  therapy  has  caused  complete 
disappearance  of  tumors,  the  patient 
should  be  closely  observed  and  recur- 
rences treated  as  they  are  found.  In 
such  cases,  the  earliest  recurrences  usually 
will  be  located  in  the  region  of  the  bladder 
neck,  possibly  because  less  treatment 
reaches  this  area  through  the  pubic  bones. 
The  frequency  with  which  treatment  can 
be  carried  on  successfully  through  the 
cystoscope  after  preliminary  external  ir- 
radiation shows  the  value  of  the  method. 

Interstitial  irradiation  to  be  successful 
must  completely  destroy  all  tissue  within 
the  treated  area.  This  may  be  ac- 
complished by  depositing  radon  seeds  of 
about  2.0  millicuries  each  1 cm.  apart 
in  the  base  of  a bladder  tumor.  For- 
tunately, the  bladder  tolerates  such  in- 
tense therapy.  It  will  be  noted  that  at- 
tempts to  destroy  bladder  tumors  by  sur- 
gical excision  and  intensive  irradiation 
are  similar  in  principal,  but  radiation  can 
be  applied  with  much  less  operative  in- 
terference. 

In  suitable  cases  successful  interstitial 
irradiation  can  be  given  through  a cysto- 
scope, but  restraint  must  be  exercised  to 
keep  the  procedure  within  proper  limits. 


If  papillary  tumors  are  no  larger  than  2.5 
cm.  in  diameter  and  are  so  situated  in 
the  bladder  that  all  parts  can  be  clearly 
seen,  cystoscopic  treatments  should  be 
successful.  Larger  papillary  tumors  and 
flat  infiltrating  growths  of  any  size 
should  be  treated  with  the  bladder  open 
because,  if  the  growth  is  large,  accurate 
spacing  of  the  seeds  is  practically  im- 
possible and,  if  the  tumor  infiltrates, 
the  submucous  extensions  cannot  be 
clearly  seen  through  a cystoscope.  Since 
cystostomy  greatly  facilitates  this  treat- 
ment with  little  added  risk  to  the  patient, 
we  consider  the  attempt  to  extend  the 
limits  of  transurethral  irradiation  of 
bladder  tumors  by  using  the  resectoscope 
unnecessarily  harmful.  Removing  the 
bulk  of  a papillary  carcinoma  is  but  a 
small  part  of  its  cure,  and  using  the  resec- 
toscope for  this  purpose,  especially  in  the 
female  bladder,  is  dangerous.  Also,  if  a 
large  tumor  has  been  resected,  it  is  ques- 
tionable if  the  fluid  in  the  bladder  will  be 
sufficiently  clear  to  permit  accurate  dis- 
tribution of  radon  seeds. 

Implanting  radon  seeds  through  a 
suprapubic  opening  is  a simple  operation. 
The  fact  that  mobilization  of  the  blad- 
der is  unnecessary  may  be  a great  ad- 
vantage because,  at  least  theoretically, 
separating  the  bladder  from  its  attach- 
ments might  disseminate  tumor  emboli 
through  lymphatics  and  blood  vessels. 
To  permit  accurate  spacing  of  seeds  in  the 
base  of  a papillary  tumor,  the  projecting 
portion  should  be  removed.  For  this  pur- 
pose a cautery  snare  is  convenient.  If 
the  tumor  is  flat,  implantation  can  be 
done  directly.  Using  seeds  of  about  2 
millicuries  each  and  placing  them  1 cm. 
apart  in  the  form  of  equilateral  triangles, 
the  entire  tumor-bearing  area  should  be 
covered.  Unless  the  growth  is  too  large, 
a surrounding  zone  1 cm.  wide  is  treated 
as  well.  Seeds  are  usually  inserted  to  a 
depth  of  about  1 cm.  Tumors  that  cover 
ureteral  orifices  can  be  treated  in  the 
same  way  because  kidney  complications 
are  rare. 

Probably  the  greatest  danger  in  using 
interstitial  radiation  arises  from  insuffi- 
cient treatment,  because  this  mistake  is 
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TABLE  1. — Papillary  Carcinoma  of  the  Bladder 
Results  of  Radiation  Therapy  in  50  Consecutive,  Proved 
Cases  Treated  Before  January  1,  1935 


Years  of  life  0-1  1-2  2-3  3-4  4-5  5- 

Survival  rate  per  centum  22  8 6 6 4 54 


followed  by  a cancer  death  in  every  case. 
Before  the  bladder  is  opened,  it  is  often 
impossible  to  know  the  number  of  seeds 
required.  Therefore,  unless  an  adequate 
supply  is  available,  some  other  method 
should  be  used.  Pain  is  by  no  means  a 
regular  sequel  to  the  use  of  even  large 
doses  of  interstitial  radiation.  It  is  more 
likely  to  follow  treatment  near  the  blad- 
der neck,  but  control  of  the  tumor  usually 
stops  the  patient’s  suffering.  We  have 
caused  no  deaths  by  local  destructive 
action  of  an  overdose  of  gold  seeds,  pos- 
sibly because  more  than  75  or  80  milli- 
curies  are  seldom  used.  One  vesicorectal 
and  three  vesicovaginal  fistulas  have  fol- 
lowed our  treatments.  If  these  are  acci- 
dents, they  are  serious,  but,  when  the 
structures  are  infiltrated  by  cancer,  the 
complication  is  unavoidable  in  effecting 
a cure. 

Sixty-three  per  cent  of  our  patients 
could  have  been  treated  successfully  only 
by  extensive  operations  because  the  tri- 
gon  was  invaded.  In  about  35  per  cent, 
excretory  urography  showed  various  de- 
grees of  kidney  damage  caused  by  uni- 
lateral or  bilateral  ureteral  occlusion. 
Practically  none  of  these  dilated  ureters 
were  suitable  for  anastomosis  to  the  bowel. 
The  small  group  of  patients  who,  because 
of  good  general  resistance,  might  have 
survived  cutaneous  ureterostomy  and 
cystectomy  also  seemed  favorable  for 
radiation  methods.  Finally,  there  is  a 
sizable  group  of  patients  who  cannot  sur- 
vive radical  surgery  and  a number  on 
whom  even  the  most  radical  surgeons 
will  not  operate.  To  many  of  these  un- 
fortunates, irradiation  can  provide  sub- 
stantial palliation  and  to  some  a cure. 

Results 

To  be  of  the  greatest  value,  a study  of 
end  results  must  be  detailed.  Such  an- 
alysis is  impossible  in  the  time  available, 
but  50  consecutive  cases  of  papillary 


TABLE  2. — Infiltrating  Carcinoma  of  the  Bladder 
Results  of  Radiation  Therapy  in  50  Consecutive,  Proved 
Cases  Treated  Before  January  1,  1935 


Years  of  life  0-1  1-2  2-3  3-4  4-5  5- 

Survival  rate  per  centum  52  16  10  2 6 14 


carcinoma  and  50  consecutive  cases  of 
infiltrating  carcinoma,  treated  before 
January  1,  1935,  were  studied  to  indicate 
the  survival  rate  after  radiation  treat- 
ment. Benign  papillomas  were  not  con- 
sidered because  many  did  not  require  ir- 
radiation. All  of  these  tumors  are  regis- 
tered in  the  Bladder  Tumor  Registry  of 
the  American  Urological  Association.  All 
were  of  a malignancy  classified  as  grade 
2,  3,  or  4,  and  all  were  treated  by  radia- 
tion methods.  It  is  likely  that  these  pa- 
tients represent  clinical  material  as  un- 
favorable for  any  kind  of  therapy  as  can 
be  found.  With  few  exceptions  they  were 
consecutive  applicants  to  the  Memorial 
Hospital  Clinic.  Many  had  recurrent 
growths  after  unsuccessful  treatment 
elsewhere. 

Since  the  operative  mortality  was  only 
5 per  cent,  the  large  number  of  deaths  in 
the  first  year  indicates  how  many  of  these 
patients  have  advanced  disease  with  low 
general  resistance.  Although  54  per  cent 
of  patients  with  papillary  carcinoma  and 
14  per  cent  of  patients  with  infiltrating 
carcinoma  were  alive  five  years  after  treat- 
ment began,  it  is  impossible  to  say  how 
many  were  cured.  The  fact  that  only  14 
per  cent  of  patients  with  infiltrating  car- 
cinoma of  the  bladder  lived  five  years 
suggests  that,  after  prostatic  cancer,  this 
is  the  most  serious  disease  of  the  genito- 
urinary tract.  It  seems  futile  to  plead  for 
earlier  diagnosis  because  the  condi- 
tion usually  is  incurable  when  the  first 
symptom  occurs.  Little  future  improve- 
ment can  be  expected  from  surgery  be- 
cause it  is  wrong  in  principle  to  perform 
operations  of  increasing  severity  as  the 
primary  growth  enlarges  and  the  patient 
becomes  weaker.  Treating  bladder  tu- 
mors with  radiation  should  keep  one 
humble,  but  hopes  for  betterment  are 
justified  by  steady  improvement  in  ap- 
paratus and  more  efficient  methods  of 
using  it. 


THE  TREATMENT  OF  TUMORS  OF  THE  BLADDER 
BY  REFRIGERATION 

Augustus  McCravey,  M.D.,  Philadelphia 

( Fellow  in  Neurology  and  Neurosurgery,  Temple  University  Hospital  and  School  of  Medicine,  Service 

of  Dr.  Temple  Fay) 


IT  is  universally  recognized  that  tem- 
perature has  a direct  influence  on 
growth  in  all  forms  of  cellular  life,  and 
Dr.  Temple  Fay*  has  correlated  the  fre- 
quent appearance  of  metastatic  malig- 
nancies in  those  segments  of  the  body 
with  higher  surface  temperatures.1 

In  conjunction  with  the  recent  experi- 
mental studies2  made  at  Temple  Uni- 
versity Hospital  by  Dr.  Temple  Fay  and 
Dr.  Lawrence  W.  Smith*  on  the  effects  of 
refrigeration  on  tumor  tissue  in  man,  it 
has  been  my  privilege  to  make  certain 
interesting  observations  on  the  response 
of  tumors  of  the  bladder  to  refrigeration. 
The  fact  that  tumors  in  other  parts  of 
the  body  responded  favorably  to  refrig- 
eration led  us  to  believe  that  tumors  of 
the  bladder  may  also  show  a favorable 
response,  since  the  bladder  could  be 
opened  and  the  tumor  exposed  directly 
to  local  refrigeration.  The  observations 
recorded  in  this  paper  were  obtained 
from  a study  of  4 hopeless  terminal  cases 
of  carcinoma  of  the  bladder  treated  by 
refrigeration.  The  refrigeration  in  these 
4 cases  observed  was  applied  for  variable 
periods,  from  forty-three  to  133  days,  at 
a constant  temperature  of  40  F.  Serial 
biopsies,  taken  in  all  cases  studied, 
governed  the  extent  of  refrigeration. 

The  refrigeration  was  applied  in  each 
of  the  4 cases  by  circulating  cold  water 
at  40  F.  through  some  type  of  applicator 
(Fig.  1)  applied  directly  to  the  tumor 
growth  within  the  bladder.  Many  types 
of  applicators  were  used  in  an  effort  to 
find  the  most  satisfactory.  Compressible 
rubber  bulbs  in  three  sizes  were  used  and 
were  found  satisfactory  since  they  were 
soft  and  flexible  and  easily  adjustable  to 

* Reported  on  Refrigeration  in  the  Sept.  15  issue — Editor. 


the  different  shapes  and  contours  of  the 
tumors,  thereby  giving  more  surface 
contact  and  effective  refrigeration.  On 
the  other  hand,  rubber  being  a poor  con- 
ductor of  cold,  it  was  not  so  effective  as 
the  metal  applicators.  Therefore,  metal 
applicators  were  used  where  possible, 
but  in  the  bladder  cases  there  was  a 
tendency  for  these  to  obstruct  the  ureteral 
orifice,  thus  favoring  ascending  infection 
and  pyelonephrosis  which  was  the  cause 
of  death  in  Cases  1 and  2. 

In  all  the  cases  the  bladder  was  opened 
widely  by  suturing  the  bladder  mucosa 
to  the  skin  surface,  making  a semiperma- 
nent suprapubic  cystostomy.  The  bladder 
cavity  was  found  contracted  in  all  cases, 
and  the  size  and  type  of  applicator  had 
to  be  changed  at  frequent  intervals  to 
conform  to  the  enlarging  cavity  due  to 
sloughing  tumor  tissue. 

The  mine  was  drained  by  a suction 
pump  drain  of  the  Babcock  type  which 
was  inserted  around  the  applicator  and 
maintained  a clean,  dry  wound. 

Case  Reports 

Case  1. — J.  S.,  man,  aged  62,  was  admitted  on 
July  10,  1939,  to  the  service  of  Dr.  Temple  Fay, 
Temple  University  Hospital,  with  a diagnosis  of 
carcinoma  of  the  bladder,  grade  3.  The  onset 
was  in  November,  1938,  with  dysuria  and  hema- 
turia. Previous  treatment  had  been  excision  by 
cautery  and  extensive  irradiation.  On  admission 
there  was  severe  pain  in  the  perineum  and  supra- 
pubic area,  relieved  only  by  large  doses  of  opiates. 
Hematuria  was  still  present,  but  on  examination 
the  general  physical  condition  was  good  and  no 
external  evidence  of  tumor  could  be  found.  The 
prostate  was  flat  and  small,  but  the  lobes  were 
not  distinctly  definable. 

The  first  treatment  in  this  case  was  a period 
of  generalized  reduced  body  temperature  to  90  F. 
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Fig.  1.  Case  1.  These  were  some  of  the 
metal  applicators  designed  to  apply  local  re- 
frigeration directly  to  the  bladder.  The  metal 
sump  suction  is  in  the  right  lower  corner. 

for  twenty-four  hours  which  relieved  pain  com- 
pletely for  three  days.  The  pain  then  gradually 
recurred  and  became  progressively  worse,  re- 
quiring dilaudid  V20  grain  every  two  hours  for 
relief. 

Dr.  W.  E.  Burnett  did  a suprapubic  cystos- 
tomy  on  July  25,  1939,  and  found  a bladder 
capacity  of  only  60  cc.  The  bladder  cavity  was 
almost  filled  with  multiple  areas  of  necrotic  ul- 
cerating tumor,  involving  mostly  the  anterior 
and  lateral  portions  of  the  fundus.  The  biopsy 
diagnosis  was  carcinoma  of  the  bladder,  grade  4. 

After  the  suprapubic  wound  had  healed  and 
the  sutures  had  been  removed,  local  refrigera- 
tion was  started  on  August  10,  1939,  with  a small 
bladelike  metal  applicator,  with  temperature  at 
58  F.  which  was  gradually  reduced  to  40  F. 
within  two  days.  The  second  period  of  general- 
ized reduced  body  temperature  to  90  F.  was 
given  for  four  days  in  combination  with  the  local 
refrigeration,  following  which  the  patient  was 
completely  free  from  pain  which  never  returned 
again  in  the  bladder  except  during  a five-day 
interval  when  the  refrigeration  apparatus  was 
removed. 

A biopsy  taken  after  fourteen  days  of  refrigera- 
tion showed  extensive  disintegration.  The  blad- 
der cavity  was  larger  and  admitted  a larger  ap- 
plicator. Much  of  the  tumor  tissue  was  necrotic 
and  sloughing. 

The  second  biopsy,  taken  after  forty  days  of 
refrigeration,  showed  extensive  regressive  de- 
generative changes,  but  small  areas  of  viable 
cells  were  found. 

After  two  months  of  local  refrigeration  the 
patient  developed  elevation  of  temperature  with 
associated  chills  and  pain  across  the  lumbar 
region.  This  kidney  involvement  failed  to  re- 
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spond  to  chemotherapy,  and  the  patient  died  in 
uremia  on  October  27,  1939. 

The  autopsy  report  listed  causes  of  death  as 
follows:  extensive  renal  infection,  terminal 

patchy  bronchopneumonia,  and  toxic  myo- 
cardium degeneration. 

There  was  a small  area  of  tumor  extending  into 
the  abdominal  wall  outside  the  bladder  where 
refrigeration  was  not  applied.  In  the  bladder 
there  was  only  a small  focal  area  of  regressive 
tumor  at  the  base  of  an  ulcer. 

A total  of  seventy  days  of  local  refrigeration 
at  40  F.  and  five  days  of  generalized  reduced 
body  temperature  to  90  F.  was  given. 

Discussion.— This  patient,  as  is  often 
the  case  with  carcinoma  of  the  bladder, 
presented  a problem  of  severe  pain  and 
had  been  taking  narcotics  for  several 
weeks  prior  to  admission.  Therefore, 
periods  of  generalized  reduced  body  tem- 
perature to  90  F.  were  given  to  relieve  the 
pain  and  break  the  opiate  addiction. 
Twenty-four  hours  of  such  treatment  gave 
relief  for  only  three  days  and,  finally,  a 
period  of  four  days  in  combination  with 
local  refrigeration  at  40  F.  was  neces- 
sary to  relieve  the  pain  indefinitely.  The 
pain  never  recurred  in  the  bladder,  but 
after  three  weeks  of  local  refrigeration 
there  was  sensation  of  severe  cold  and 
aching  pain  in  the  legs  and  feet  which  was 
interpreted  as  a projection  of  the  cold 
stimulus  applied  over  the  lumbosacral 
plexus  into  the  peripheral  dermatomeres 
lumbar  5 and  sacral  1 and  2. 

The  tumor  had  so  completely  filled  the 
bladder  cavity  that  the  first  applicator 
was  only  a small  bladelike  instrument,  but 
after  ten  days  the  tumor  had  sloughed  so 
that  an  ounce  bulb  could  be  used.  After 
forty  days  of  refrigeration  only  a small 
crater-like  area  remained  indurated,  and 
biopsies  taken  from  this  area  continued  to 
show  viable  cells  even  after  seventy  days 
of  refrigeration  at  40  F.  The  continued 
use  of  a metal  applicator  in  this  case  may 
have  completely  eradicated  this  local 
lesion,  since  there  is  greater  refrigeration 
locally  and  increased  depth  penetration  of 
cold  from  2 to  6 cm. 

The  ascending  kidney  infection  in  this 
case  necessitated  the  removal  of  the  local 
refrigeration  unit  to  afford  free  drainage 
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Fig.  2.  Case  2.  Carcinoma  of  the  bladder,  undifferentiated  cell  type,  grade  4.  Biopsy  taken 
before  treatment  showing  highly  undifferentiated  cell  type  of  carcinoma.  The  cells  occur  for  the 
most  part  in  solid  sheets  with  very  delicate  connective  tissue  septate  stroma.  The  nuclei  are  ovoid 
to  round  with  prominent  nucleoli  and  a scattering  of  coarse  chromatin  granules  and  some  sugges- 
tion of  papillary  arrangements  superficially. 


from  the  ureters ; therefore,  the  refrigera- 
tion was  limited  and  may  possibly  ac- 
count for  the  remaining  viable  cells. 

Case  2. — S.  H.,  man,  aged  49,  was  admitted  to 
the  Urological  Service  of  Dr.  Hershey  Thomas, 
Temple  University  Hospital,  on  August  8,  1939, 
with  a diagnosis  of  carcinoma  of  the  bladder. 

Onset  was  two  years  prior  to  admission  with 
frequency,  dysuria,  and  hematuria.  A wide 
suprapubic  cystostomy  disclosed  a large  fungat- 
ing and  ulcerating  tumor  mass  in  the  superior 
lateral  wall  just  posterior  to  the  vesical  neck 
which  was  reported  as  undifferentiated  cell  type 
carcinoma,  grade  4 (Fig.  2). 

Refrigeration  was  started  on  August  25,  1939, 
at  40  F.  by  a metal  applicator  applied  directly 
on  the  tumor  mass.  The  pain  was  relieved  im- 
mediately, and  biopsies  taken  at  ten-day  inter- 
vals (Fig.  3)  showed  marked  degenerative 
changes.  After  one  month  there  were  no  defi- 
nitely identified  tumor  cells  (Fig.  4).  Refrigera- 
tion had  to  be  discontinued  after  one  month  due 
to  the  development  of  pyelonephrosis.  Three 
weeks  after  refrigeration  was  discontinued,  a 
biopsy  showed  a recurrence  of  viable  tumor  tis- 


sue with  a few  mitotic  figures.  The  refrigeration 
was  resumed,  and  again  the  biopsies  showed 
extensive  regressive  degenerative  changes.  But 
refrigeration  had  to  be  discontinued  after  112 
days  due  to  pyelonephrosis,  and  before  all  viable 
tumor  cells  were  destroyed  the  patient  had  died 
in  uremia.  The  autopsy  showed  no  identifiable 
tumor  in  the  bladder  but  an  extension  of  tumor 
outside  the  bladder  along  the  left  ureter.  The 
cause  of  death  was  given  as  pyelonephrosis  and 
terminal  bronchopneumonia. 

This  case  like  Case  1 shows  the  serious  com- 
plication of  ascending  infection  that  necessitates 
the  removal  of  refrigeration  applicator;  there- 
fore, adequate  refrigeration  cannot  be  given 
long  enough  to  destroy  all  viable  tumor  cells. 

Case  3. — J.  N.,  man,  aged  54,  was  referred  by 
Dr.  L.  B.  Greene  to  Dr.  Temple  Fay’s  service  at 
Temple  University  Hospital  on  November  16, 
1939,  with  a diagnosis  of  carcinoma  of  the  blad- 
der, grade  4.  Onset  was  in  1937  with  hematuria, 
and,  when  first  seen  by  Dr.  L.  B.  Greene,  a large 
papillary  carcinoma  was  found  on  the  posterior 
wall  of  the  bladder.  The  treatment  prior  to 
admission  was  fulguration,  radon  implants,  and 
x-ray  therapy  directly  through  cystostomy. 
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Fig.  3.  Case  2.  Biopsy  taken  after  ten  days  of  local  refrigeration  at  40  F.  showing  a still  active 
tumor,  but  the  cells  show  rather  marked  degenerative  changes.  There  is  haziness  to  staining  quality 
with  indefinite  appearance  of  chromatin  and  nuclei.  Mitoses  seem  to  have  disappeared,  and  no  cells 
can  be  found  in  active  division. 


On  admission  the  general  physical  condition 
was  fairly  good,  and  no  evidence  of  metastasis 
was  found.  He  was  up  and  about  the  ward,  but 
pain  in  the  bladder  region  required  regular  small 
doses  of  opiates  for  relief.  A suprapubic  cystos- 
tomy  opened  into  a contracted  bladder  of  small 
capacity.  A rectovesical  fistula  about  l1/ \ cm. 
was  found  in  the  posterior  wall  of  the  bladder. 
The  entire  bladder  wall  was  a dense,  hard, 
adherent  mass  of  scar  tissue,  a biopsy  of  which 
revealed  infiltration  of  undifferentiated  cell 
carcinoma  showing  regressive  cell  changes. 

Pyelography  demonstrated  a nonfunctioning 
kidney  on  the  right  and  hydronephrosis  on  the 
left.  Otherwise,  the  routine  laboratory  proce- 
dures were  all  within  normal  limits. 

A left  nephrostomy  was  done  on  November  28, 
1939,  before  refrigeration  was  started  to  prevent 
the  possible  ascending  infection. 

Local  refrigeration  at  40  F.  directly  on  the 
tumor  tissue  was  started  on  January  2,  1940, 
with  complete  relief  of  pain,  and  fifteen  days 
later  the  hard,  dense  tissue  had  become  less  dense 
and  biopsy  showed  extensive  degeneration  and 
necrosis,  both  superficial  and  deep.  Dr.  L.  W. 
Smith  believed  this  reaction  to  be  a result  of  both 
irradiation  and  refrigeration. 


The  subsequent  biopsies  were  taken  at  two 
and  one-half-  and  four-month  intervals  after 
refrigeration  was  started,  and  each  showed  ex- 
tensive degeneration  and  necrosis,  but  neither 
showed  viable  tumor  cells.  Therefore,  refrigera- 
tion was  discontinued  on  April  15,  1940,  after 
133  days  of  continuous  refrigeration  at  40  F. 

There  is  no  gross  evidence  of  tumor  tissue  in 
the  bladder,  and  the  patient  is  now  under  treat- 
ment for  closure  of  the  rectovesical  fistula  and 
suprapubic  cystostomy. 

These  results  of  negative  biopsies  obtained 
in  this  case  may  be  due  to  the  combined  effect 
of  irradiation  and  refrigeration.  Before  refrigera- 
tion was  started,  there  was  evidence  of  regres- 
sive tissue  changes,  but  tumor  cells  were  still 
viable  and  found  to  be  infiltrating  into  the  blad- 
der musculature.  After  two  weeks  of  refrigera- 
tion at  40  F.  there  was  evidence  of  extensive 
degeneration  and  necrosis  even  in  the  deeper 
layers,  and  only  a few  viable  cells  could  be  found. 
It  may  be  concluded  that  refrigeration  has  been  a 
definite  factor  in  producing  the  extensive  regres- 
sive tissue  changes  and  the  complete  absence  of 
recognizable  tumor  cells  after  four  months  of 
refrigeration. 

Since  the  right  kidney  was  nonfunctioning  and 


October  1,  1940] 


CARCINOMA— GENITO URINA R Y TRA CT 


1439 


Fig.  4.  Case  2.  Biopsy  taken  after  one  month  with  local  refrigeration  at  40  F.  showing  necrotic 
and  broken  down  tissue  in  which  a few  large,  swollen,  dead  cells  can  be  vaguely  visualized  and  which 
probably  represent  tumor  tissue.  In  comparing  this  biopsy  with  the  preceding  specimen,  it  would 
appear  that  the  destruction  of  the  tumor  has  continued  in  a satisfactory  manner. 


the  left  had  a nephrostomy,  there  was  no  urinary 
problem,  and  refrigeration  could  be  applied 
directly  to  the  bladder  without  fear  of  ascending 
infection  or  obstruction  of  ureters  as  was  the 
problem  in  Case  1. 

Case  4. — G.  M.,  man,  aged  51,  was  referred  by 
Dr.  Wilbur  Haines  to  Dr.  Temple  Fay’s  Service 
at  Temple  University  Hospital  on  January  31, 
1940,  with  a diagnosis  of  carcinoma  of  the  blad- 
der, grade  3.  The  onset  was  in  1936  with  fre- 
quency, pain,  and  hematuria.  The  previous 
treatment  consisted  of  excision  of  the  tumor  with 
surgical  diathermy  and  irradiation  before  and 
after  surgery.  He  was  symptom-free  for  two 
years,  but  pain  and  hematuria  returned  and 
opiates  were  necessary  to  control  the  pain. 

The  general  physical  examination  was  nega- 
tive except  for  slight  pain  to  pressure  over  the 
bladder,  and  upon  rectal  examination  the 
prostate  was  slightly  painful  to  pressure.  Urine 
was  positive  for  gross  blood  and  albumin.  Other- 
wise, routine  laboratory  procedures  were  within 
normal  limits. 

The  bladder  was  opened  widely  with  a semi- 
permanent suprapubic  cystostomy  and  exposed  a 
large  diffuse  area  of  ulcerating  tumor  4 by  6 cm. 


involving  the  right  lateral  wall  above  the  right 
ureteral  orifice.  Biopsy  showed  a carcinoma  of 
grade  3. 

Refrigeration  was  started  on  February  9, 
1940,  at  40  F.,  which  resulted  in  immediate  relief 
of  pain.  A biopsy  taken  after  three  weeks  of 
refrigeration  showed  extensive  degeneration  and 
necrosis.  The  bladder  cavity  had  increased  in 
size,  and  the  ulcerative  tumor  area  was  almost 
completely  destroyed.  The  second  biopsy  taken 
after  six  weeks  of  refrigeration  was  negative  for 
recognizable  tumor  cells;  therefore,  refrigeration 
was  discontinued,  and  ten  days  later  the  biopsy 
was  still  negative  for  tumor  tissue. 

The  suprapubic  cystostomy  was  partially 
closed,  and  the  patient  was  discharged  symptom- 
free  except  for  the  suprapubic  drainage  of  mine. 

The  refrigeration  at  40  F.  for  forty-three  days 
was  through  a metal  bulb  applicator  which  gave 
more  effective  (Fig.  5)  and  deeper  penetration 
of  cold.  Therefore,  the  biopsies  became  nega- 
tive after  a shorter  period  of  refrigeration. 

Sulfanilamide,  10  grains  three  times  a day, 
was  given  as  a prophylactic  against  kidney  in- 
fection, and  no  serious  complications  arose  in 
this  case. 
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TABLE  1. — Summary  of  Patients  with  Carcinoma  of  the  Bladder  Treated  by  Refrigeration 


Age, 
Case  Sex 
J.  S.  62,  M. 


S.  H.  49,  M. 


J.  N.  54,  M. 


G.  M.  51,  M. 


Biopsy  Diagnosis 
Carcinoma  of  blad- 
der, grade  3 


Undifferentiated  cell 
type  of  carcinoma, 
grade  4 


Treatment 

70  days,  40  F. 
One  5-day 
interval 
without  re- 
frigeration. 
“H  i b e r- 
nation”  5 
days 

112  days,  40  F. 
One  interval 
of  20  days 
without  re- 
frigeration 


Carcinoma  of  blad-  133  days,  40  F. 
der,  grade  4 (recto-  Continuous 

vesical  fistula)  refrigeration 


Carcinoma  of  blad- 
der, grade  3 


43  days,  40  F. 
(metal  ap- 
plicator) 


Clinical 
Observation 
Relief  of  pain. 
Regression 
in  size  of 
tumor 


Biopsies 

14  days  — regressive 
changes.  Subsequent 
biopsies  showed  con- 
tinuous regression 


Results 

Death:  pyelone- 

phrosis  and 
uremia 


Relief  of  pain. 
Gross 
sloughing 
of  tumor 


Relief  of  pain. 
No  gross 
evidence  of 
tumor.  Soft- 
ening of 
scar  tissue 
Relief  of  pain. 
No  gross 
evidence  of 
tumor 


Serial  biopsies  negative 
after  one  month.  Re- 
currence of  tumor 
after  20-day  interval 
without  refrigeration. 
Regression  again 
noted  after  local  re- 
frigeration resumed 
Serial  biopsies  negative 
after  2l/i  months  con- 
stant local  refrigera- 
tion 


Serial  biopsies  negative 
after  6 weeks’  con- 
stant local  refrigera- 
tion 


Death:  pyeloneph- 
rosis,  uremia, 
and  septicemia 


Living.  Being 
treated  for  rec- 
tovesical fistula 


Living  and  well. 
Suprapubic 
drainage 


Fig.  5.  Case  4.  This  is  the  method  of  ap- 
plication of  local  refrigeration  directly  to  the 
bladder  with  the  metal  bulb  and  the  attached 
sump  drain  for  urinary  secretions. 

Comment 

The  4 cases  observed  in  this  study  have 
presented  some  unusual  and  dramatic 
changes.  All  were  cases  that  had  been 
pronounced  hopeless  and  terminal  by 
competent  urologic  surgeons,  and  3 cases 
had  been  previously  treated  by  the  usual 
methods  of  surgery  and  irradiation. 
Biopsies  prior  to  refrigeration  in  all  cases 
showed  active  viable  carcinoma,  and 
negative  biopsies  were  obtained  in  3 of  the 
4 cases  after  refrigeration.  However,  1 
case,  three  weeks  after  refrigeration  was 
stopped,  showed  a recurrence  of  tumor 


tissue,  and  the  other  2 cases  have  had  re- 
peated negative  biopsies  and  are  being 
observed  now  without  refrigeration.  It 
is  quite  likely  that  there  is  extension  of 
tumor  beyond  the  bladder  wall,  but  cer- 
tainly there  is  no  gross  or  microscopic 
evidence  of  tumor  inside  the  bladder. 

If  the  pyelonephrosis  which  caused  two 
deaths  in  these  cases  can  be  prevented  by 
the  proper  technic  of  application,  then 
it  would  be  possible  to  give  more  exten- 
sive and,  effective  refrigeration  and,  like- 
wise, expect  to  control  the  tumor  more 
effectively. 

Summary 

1.  Four  terminal  cases  of  carcinoma 
of  the  bladder  treated  by  refrigeration  are 
presented. 

2.  Two  cases  died  of  ascending  infec- 
tion resulting  in  pyelonephrosis,  and  2 
are  still  under  observation. 

3.  The  living  cases  each  had  two  nega- 
tive biopsies. 

4.  Pain  was  a major  problem  in  all 
cases  and  was  controlled  by  local  refrig- 
eration except  in  Case  1,  where  a com- 
bination of  both  general  and  local  re- 
frigeration was  required. 
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GENERAL  CONSIDERATIONS  IN  THE  SURGICAL  TREATMENT 
OF  CARCINOMA  OF  THE  BLADDER  WITH  PARTICULAR 
REFERENCE  TO  TOTAL  CYSTECTOMY 

James  T.  Priestley,  M.D.,  Rochester,  Minnesota 
(. Division  of  Surgery,  The  Mayo  Clinic ) 


The  treatment  of  carcinoma  of  the 
bladder  is  a controversial  subject  and 
will  undoubtedly  remain  so  for  a con- 
siderable time.  Inasmuch  as  the  choice  of 
therapeutic  procedure  is  dependent  on 
many  different  factors,  most  all  of  which 
involve  a certain  degree  of  personal  inter- 
pretation for  their  relative  evaluation,  it 
is  obvious  why  there  is  no  uniform  opinion 
regarding  the  management  of  this  lesion. 
Among  the  more  important  factors  that 
must  be  considered  in  each  case  are : 
the  type,  grade,  extent,  and  site  of  the 
lesion,  whether  one  or  both  ureterovesical 
orifices  are  involved  by  the  growth,  the 
status  of  renal  function,  the  presence  or 
absence  of  serious  renal  infection,  and  the 
age  and  general  condition  of  the  patient. 
Accurate  studies  of  late  results  are  lack- 
ing in  comprehensive  series  of  cases 
wherein  the  efficacy  of  uniform  types  of 
treatment  is  observed  in  relationship  with 
these  various  factors.  Until  such  a time 
as  these  studies  have  been  made,  our 
knowledge  of  the  form  of  treatment 
ideally  suited  to  a given  type  of  case  will 
be  incomplete.  At  present,  certain  well- 
known  urologists  are  ardent  supporters 
of  a single  form  of  treatment,  perhaps 
almost  to  the  exclusion  of  all  other  forms 
of  treatment,  whereas  others  are  equally 
opposed  to  this  particular  type  of 
therapy.  This  is  equally  true  of  radium 
therapy,  roentgen  therapy,  surgery,  and, 
to  a less  extent,  f ulgur ation.  Obviously, 
all  cannot  be  right.  It  would  appear  that 
the  truth  lies  somewhere  in-between  these 
extreme  views  and  that  all  four  forms  of 
treatment  have  certain  definite  fields  of 
usefulness  which  some  day  will  be  ap- 
preciated more  accurately  than  they  are 
at  present. 


Choice  of  Transurethral  or  Suprapubic 
Approach 

One  of  the  first  decisions  that  must  be 
made  in  treating  a patient  who  has  a 
vesical  neoplasm  is  in  regard  to  the  type 
of  approach  to  be  employed.  In  many 
cases  transurethral  treatment  of  one  type 
or  another  may  be  satisfactory  (Table  1). 


TABLE  1. — Initial  Type  of  Approach  in  the  Treat- 
ment of  Vesical  Neoplasm 
(443  Consecutive  Cases,  1935  to  1939,  inclusive) 


Type  of  Approach 

Cases 

Percentage 

Mortality, 

Percentage 

Transurethral 

313 

70.7 

None 

Suprapubic 

130 

29.3 

14.6 

In  general,  the  transurethral  approach  is 
best  employed  for  the  noninfiltrating 
growth  of  small  or  moderate  size  and  of 
low  grade.  This  form  of  treatment  may 
also  be  utilized  for  pedunculated  growths 
of  higher  grade  or  for  small  recurrent 
lesions  of  high  grade,  perhaps  following 
previous  suprapubic  treatment.  By  this 
approach,  electro-excision,  fulguration, 
and  implantation  of  radon  can  be  carried 
out  individually  or  in  combination  with 
one  another.  Many  satisfactory  results 
are  obtained  in  selected  cases  by  these 
various  forms  of  treatment.  Considerable 
experience  is  necessary  to  determine  from 
the  local  appearance  of  the  growth  on 
cystoscopic  examination  whether  infil- 
tration of  the  vesical  wall  has  occurred. 
If  an  error  is  made  in  this  regard,  there  is 
usually  found  to  be  more  involvement  of 
the  wall  of  the  bladder  than  was  expected. 
Vesical  tumors  of  high  grade  sometimes 
may  be  likened  to  an  iceberg,  as  there  is  a 
relatively  small  amount  of  the  lesion 
visible  on  the  mucosal  surface  of  the  blad- 
der and  a comparatively  large  amount  lies 
beneath  the  surface. 
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Often  the  suprapubic  approach  is  best 
employed  for  very  extensive  lesions  of  low 
grade,  for  repeatedly  recurring  lesions  of 
low  grade,  for  multiple  lesions  of  low 
grade  which  occur  in  a great  many  areas, 
and  for  infiltrating  lesions  of  high  grade 
which  still  seem  to  be  confined  to  the  blad- 
der. Here  again  a number  of  methods  of 
treatment  may  be  employed — namely, 
excision,  fulguration,  implantation  of 
radium  or  radon  seeds,  segmental  resec- 
tion, total  cystectomy,  or  various  com- 
binations of  these  different  forms  of 
treatment.  When  so  many  different  types 
of  procedures  are  available  for  the 
management  of  vesical  neoplasms,  it  is 
apparent  that  there  is  a wide  choice  and 
ample  opportunity  for  difference  of  opin- 
ion regarding  the  most  desirable  form  of 
therapy.  In  my  opinion  roentgen  therapy 
alone  is  best  reserved  for  the  treatment  of 
growths  that  are  not  amenable  to  more 
direct  forms  of  attack. 

General  Considerations  in  Suprapubic 
Treatment 

Before  proceeding  with  any  suprapubic 
operation,  if  this  appears  to  offer  the  best 
prospect  of  cure  following  careful  and 
complete  urologic  investigation,  the  gen- 
eral condition  of  the  patient  must  be  ac- 
curately evaluated.  Occasionally,  the 
presence  of  severe  systemic  disease  else- 
where in  the  body  may  so  limit  life  ex- 
pectancy that  it  is  preferable  to  utilize 
some  form  of  treatment  that  has  a low 
immediate  risk  although  it  offers  less 
chance  of  ultimate  cure. 

If  one  proceeds  with  suprapubic  opera- 
tion, the  first  concern  of  the  surgeon 
should  be  to  determine  the  exact  extent 
of  the  growth.  In  the  large  majority  of 
cases  abdominal  exploration  offers  the 
only  means  by  which  one  can  determine 
with  certainty  whether  an  infiltrating 
vesical  carcinoma  has  extended  beyond 
the  wall  of  the  bladder.  I do  not  believe 
that  the  importance  of  this  fact  can  be 
overemphasized.  Recent  studies  have 
demonstrated  repeatedly  that  carcinoma 
of  the  bladder,  particularly  the  infiltrat- 
ing type,  metastasizes  far  more  often  than 
was  previously  realized.  In  general,  one 


does  not . attack  malignant  lesions  else- 
where in  the  body  without  first  determin- 
ing the  presence  or  absence  of  local  or 
distant  metastatic  lesions,  and  there  is  no 
reason  why  this  fundamental  surgical 
principle  should  be  neglected  in  dealing 
with  carcinoma  of  the  bladder.  An  ex- 
tensive suprapubic  operation  is  almost 
without  exception  too  radical  a treatment 
to  be  employed  only  as  a palliative  meas- 
ure, which  it  would  be  if  employed  when 
the  growth  has  invaded  distant  structures 
If  the  lesion  has  progressed  beyond  the 
bladder  and  involves  regional  or  distant 
lymph  nodes  at  the  time  of  exploration, 
direct  suprapubic  attack  on  the  bladder 
is  seldom  indicated. 

At  the  time  of  operation,  careful  intra- 
peritoneal  exploration  is  carried  out  first. 
Palpation  of  the  growth  reveals  its  size, 
degree  of  fixation,  and  whether  there  is 
involvement  of  the  peritoneum  over  the 
posterior  or  lateral  aspects  of  the  bladder. 
If  the  lesion  appears  to  be  operable  from 
a local  point  of  view,  exploration  should 
continue  along  the  iliac  lymph  nodes  on 
each  side  of  the  pelvis  up  to  and  including 
the  preaortic  nodes.  It  is  very  easy  to 
miss  a single  iliac  node,  especially  in  the 
region  of  the  bifurcation  of  the  iliac  ves- 
sels; thus,  great  care  must  be  employed 
in  this  region.  If  no  involvement  is  found 
in  any  of  these  regions  of  lymphatic 
drainage,  the  liver  should  be  palpated.  If 
no  metastatic  lesions  are  found,  the  peri- 
toneum is  then  closed,  and  one  may  pro- 
ceed with  a direct  attack  on  the  lesion 
itself  or  with  ureteral  transplantation  as 
a preliminary  step  to  total  cystectomy  as 
the  case  may  be.  Intraperitoneal  explo- 
ration can  be  carried  out  without  adding 
to  the  risk  of  operation  if  the  peritoneum 
is  closed  carefully  before  the  bladder  is 
opened. 

Choice  of  Suprapubic  Procedure 

If  one  deals  with  the  lesion  directly, 
the  main  objective  is  complete  removal  by 
segmental  resection  or  total  destruction  of 
the  growth  by  some  other  means.  If 
any  of  the  growth  is  permitted  to  remain, 
“recurrence”  is  certain  to  occur,  and  the 
best  chance  to  cure  the  patient  has  been 
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lost.  The  various  procedures  that  have 
been  employed  in  a recent  series  of  con- 
secutive cases  at  The  Mayo  Clinic  are 
illustrated  in  Table  2.  A number  of  dif- 
ferent factors  influence  the  surgeon’s 
judgment  in  selecting  the  operation  of 
choice. 

Segmental  resection  is  reserved  pref- 
erably for  the  growth  that  is  situated 
relatively  high  in  the  bladder,  perhaps  in 
the  posterior  wall,  in  one  of  the  lateral 
walls,  or  in  the  dome  of  the  bladder. 
Occasionally,  segmental  resection  may  be 
employed  for  lesions  situated  lower  in  the 
bladder,  and  one  of  the  ureterovesical 
orifices  may  be  resected  and  the  ureter 
reimplanted  into  the  bladder  either 
through  a stab  wound  or  through  the  line 
of  closure  of  the  vesical  wall.  The  line  of 
resection  should  be  at  least  1 to  2 cm. 
beyond  the  growth  in  all  directions.  It 
is  a wise  plan  to  have  the  pathologist 
make  microscopic  sections  of  the  wall  of 
the  bladder  along  the  line  of  resection  at 
the  time  of  operation  in  order  to  be  cer- 
tain that  an  adequate  cuff  of  uninvolved 
tissue  surrounding  the  growth  has  been 
removed.  Electro-excision,  fulguration, 
and  implantation  of  radon  are  usually 
reserved  for  lesions  situated  in  the  base  of 
the  bladder.  Excision  of  all  the  lesion 
possible  and  deep  fulguration  of  the  base 
of  the  growth  usually  are  preferable  to 
fulguration  alone  in  case  there  is  an  in- 
filtrating growth  present. 

Total  Cystectomy 

I believe  that  total  cystectomy  has  a 
definite  place  in  the  treatment  of  car- 
cinoma of  the  bladder.  The  exact  place 
that  it  should  have,  however,  remains 
undetermined  at  the  present  time.  In  the 
past,  total  cystectomy  has  not  enjoyed 
a favorable  reputation,  primarily  for  two 
reasons  which,  it  must  be  admitted,  ap- 
pear adequate  to  condemn  any  surgical 
procedure — namely,  an  excessive  opera- 
tive risk  and  unsatisfactory  ultimate  re- 
sults. On  careful  analysis,  however,  it 
becomes  apparent  why  these  reasons  for 
condemning  total  cystectomy  are  not 
necessarily  applicable  at  the  present  time. 

In  the  first  place,  improvements  in 


TABLE  2. — Initial  Type  of  Suprapubic  Treatment 
for  Vesical  Neoplasm 

(130  Consecutive  Cases,  1935  to  1939,  Inclusive) 


Type  of  Treatment 
Excision  with  or  without  fu 
and  radium 

Fulguration  with  or  withou 
Segmental  resection 
Total  cystectomy 
Miscellaneous 


Cases 

Percentage 

of  Total 

l 

20 

15.4 

i 20 

15.4 

32 

24.6 

16 

12.3 

42 

32.3 

preoperative  and  postoperative  care,  as 
well  as  in  anesthesia  and  surgical  technic, 
combine  to  make  the  risk  of  total  cys- 
tectomy distinctly  lower  than  it  was  two 
or  three  decades  ago.  It  now  seems 
reasonable  to  believe  that  total  cystec- 
tomy can  be  accomplished  with  a risk 
that  is  comparable  to  that  which  exists 
for  the  extirpation  of  a malignant  lesion 
from  other  abdominal  viscera  (Table 
3).  When  cutaneous  ureterostomy  is 
employed  for  diversion  of  the  urinary 
stream,  a low  mortality  may  be  expected. 
If  bilateral  ureterosigmoidostomy  is  per- 
formed, the  risk  will  be  somewhat  higher. 
Removal  of  the  bladder  following  satis- 
factory provision  for  its  absence  can  be 
accomplished  with  a reasonable  hazard, 
there  being  2 deaths  in  our  last  20  consecu- 
tive cases.  The  mortality  rate  for  total 
cystectomy,  as  shown  in  Table  3,  in- 
cludes our  earlier  cases,  and  it  seems 
logical  to  believe  that  this  may  be 
lowered  in  the  future. 


TABLE  3. — Mortality  of  Total  Cystectomy  for 
Vesical  Neoplasm* 

(25  Consecutive  Cases,  1935  to  1939,  Inclusive) 


Cases 

Mortality, 

Deaths 

Percentage 

25 

7 

28 

* Total  cystectomy  planned  or  accomplished. 


Let  us  now  consider  the  second  reason 
that  is  given  for  condemning  total  cystec- 
tomy— namely,  the  poor  ultimate  results. 
It  seems  apparent  that  unsatisfactory 
final  results  have  been  obtained  following 
this  operation  primarily  because  it  has 
been  used  in  improper  cases  and  without 
preliminary  abdominal  exploration.  Total 
cystectomy  has  been  performed  fre- 
quently, and  in  fact  in  most  cases,  in  past 
years  without  preliminary  abdominal  ex- 
ploration to  determine  the  extent  of  the 
lesion.  Undoubtedly  regional  and  per- 
haps distant  metastatic  lesions  were 
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present  in  many  of  these  cases  at  the  time 
when  the  bladder  was  removed.  Under 
such  circumstances,  satisfactory  late  re- 
sults could  not  possibly  be  anticipated. 
For  the  most  part  the  indication  for  total 
cystectomy  in  the  past  has  been  a very 
high-grade,  extensive,  often  recurrent, 
carcinoma  of  the  bladder  that  could  not 
possibly  be  treated  with  any  reasonable 
hope  of  cure  by  any  other  means.  Ob- 
viously, this  is  the  most  undesirable  type 
of  case  and  the  one  in  which  satisfactory 
results  could  hardly  be  expected  from 
any  known  method  of  therapy.  It  is, 
likewise,  the  type  of  case  in  which  ex- 
tension to  regional  lymph  nodes  undoubt- 
edly had  already  occurred  in  a number  of 
instances  at  the  time  when  operation  was 
performed.  It  is  apparent,  therefore,  that 
high  operative  risk  and  poor  ultimate  re- 
sults of  total  cystectomy  in  the  past  are 
not  justifiable  reasons  why  this  operation 
should  be  held  in  disrepute  at  the  present 
time. 

Current  conceptions  of  total  cystec- 
tomy are  not  standardized  and  are  de- 
pendent largely  on  personal  opinion 
rather  than  on  well-established  facts.  I 
am  not  at  all  sure  that  the  right  indica- 
tions for  the  operation  are  employed  at 
the  present  time.  It  is  our  current  prac- 
tice to  consider  the  advisability  of  total 
cystectomy  in  four  main  groups  of  cases: 
first,  very  extensive  vesical  neoplasms 
of  low  grade  which  are  entirely  too  large 
to  treat  satisfactorily  by  transurethral 
measures  and  which,  to  remove  supra- 
pubically,  would  require  destruction  of 
the  major  portion  of  the  bladder;  second, 
multiple  vesical  neoplasms  of  low  grade 
which  arise  from  so  many  different  re- 
gions in  the  bladder  that  they  are  quite 
similar  to  multiple  polyposis  of  the  colon ; 
third,  repeatedly  recurring  lesions  of  low 
grade  which  have  failed  to  respond  to  less 
radical  forms  of  treatment,  including 
fulguration  and  the  application  of  radium ; 
fourth,  infiltrating  lesions  usually  of  high 
grade  which,  to  the  best  of  one’s  knowl- 
edge, are  still  confined  to  the  bladder. 
There  are,  of  course,  exceptions  to  all  of 
these  general  classifications.  The  age 
and  general  condition  of  the  patient  and 


the  possible  presence  of  severe  systemic 
disease  elsewhere  in  the  body  are  para- 
mount factors  in  considering  the  advisa- 
bility to  total  cystectomy. 

Diversion  of  the  urinary  stream,  which 
is  of  course  a necessary  preliminary  step 
to  complete  removal  of  the  bladder,  can 
be  accomplished,  as  is  well  known,  in  one 
or  two  general  ways — either  by  diversion 
of  the  urinary  stream  to  the  skin  or  into 
the  lower  part  of  the  gastrointestinal 
tract.  As  far  as  the  comfort  of  the  patient 
is  concerned,  ureterosigmoidostomy  cer- 
tainly is  preferable  to  cutaneous  ureteros- 
tomy. It  is  only  a slight  exaggeration  to 
say  that  there  are  almost  as  many  tech- 
nics described  in  the  literature  for  per- 
forming ureterosigmoidostomy  as  there 
are  surgeons  who  have  written  on  this 
subject;  thus,  details  of  technic  will  not 
be  considered  at  the  present  time.  The 
important  general  principles  which  every 
surgeon  endeavors  to  embody  in  the  par- 
ticular type  of  operation  that  he  performs 
include:  an  aseptic  type  of  anastomosis 
and  complete  lack  of  tension,  angulation, 
or  obstruction  at  the  site  of  anastomosis. 
Some  valvelike  effect  at  the  uretero- 
intestinal  juncture  rather  than  direct 
implantation  usually  is  considered  im- 
portant. Catheters  may  or  may  not  be 
employed.  In  our  experience  bilateral 
simultaneous  extraperitoneal  ureterosig- 
moidostomy, performed  with  the  use  of 
small  soft  rubber  catheters  of  appro- 
priate size,  has  been  a satisfactory  pro- 
cedure. In  all  likelihood  the  details  of 
this  operation  as  performed  at  the  present 
time  may  be  altered  in  the  future.  In 
general  it  is  best  to  reserve  transplanta- 
tion into  the  bowel  for  the  ureter,  which 
is  relatively  normal.  Exceptions  are 
made  to  this  rule,  however,  and  a dilated 
ureter  that  does  not  show  evidence  of  a 
severe  degree  of  ureteritis  can,  in  many 
cases,  be  transplanted  into  the  bowel 
without  excessive  risk.  It  should  be 
emphasized  that  the  patient  who  has  a 
total  removal  of  the  bladder  performed  in 
association  with  bilateral  ureterosig- 
moidostomy may  lead  an  entirely  com- 
fortable and  normal  life.  In  contrast, 
transplantation  of  the  ureters  to  the  skin 
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is  usually  employed  only  when  dealing 
with  a grossly  diseased  ureter  that  shows 
considerable  ureteritis  in  addition  to  great 
dilatation.  This  operation  is  simpler  and 
safer  than  ureterosigmoidostomy  but  is 
not  so  pleasant  for  the  patient.  In  this 
regard,  cutaneous  ureterostomy  is  com- 
parable to  colostomy. 

Total  cystectomy  may  be  performed  in 
one,  two,  or  three  stages.  In  years  past, 
the  procedure  in  three  stages  has  been 
employed  most  frequently.  These  stages 
consist  first  of  right  ureterosigmoidos- 
tomy ; second,  left  ureterosigmoidostomy ; 
and  third,  removal  of  the  bladder.  This 
plan  of  procedure  necessitates  a prolonged 
period  of  hospitalization  and  three  major 
surgical  procedures  that  are  not  desirable, 
particularly  for  a patient  suffering  from  a 
malignant  process.  Probably  the  pref- 
erable plan  in  most  cases  is  performance 
of  the  entire  operative  procedure  in  two 
stages.  At  the  initial  stage  bilateral 
ureterosigmoidostomy  may  be  performed, 
and  at  the  second  stage  .the  bladder  may 
be  removed.  Some  surgeons  prefer  to 
transplant  only  the  right  ureter  at  the 
first  operation  and  at  the  second  opera- 
tion to  transplant  the  left  ureter  and 
remove  the  bladder.  At  times,  when  one 
is  dealing  with  a very  extensive  carcinoma 
that  has  caused  some  ureteral  obstruc- 
tion, bilateral  cutaneous  ureterostomy 
and  total  cystectomy  may  be  accom- 
plished in  one  stage  with  a reasonable  risk. 
If  bilateral  ureterosigmoidostomy  is  per- 
formed, a total  cystectomy  in  one  stage 
is  probably  seldom  indicated. 

Summary 

Current  opinions  regarding  the  treat- 
ment of  carcinoma  of  the  bladder  are 
widely  divergent  and  for  the  most  part 
are  based  on  personal  opinion  rather  than 
on  well-established  facts.  Transurethral 
measures  appear  to  be  satisfactory  for 
the  proper  management  of  many  cases  of 
vesical  neoplasm,  although  suprapubic 
surgical  procedures  are  indicated  in  other 
cases.  In  a limited  group  of  cases,  which 
at  present  is  not  too  well  defined,  total 
cystectomy  appears  to  be  the  treatment 
of  choice.  Complete  removal  of  the  blad- 


der can  be  accomplished  with  a reasonable 
operative  risk,  and  bilateral  ureterosig- 
moidostomy is  entirely  compatible  with 
a pleasant  and  normal  life. 

Discussion  of  Symposium  on  Carcinoma 
of  the  Genitourinary  Tract 

Dr.  Abraham  Hyman,  New  York  City — Dr. 
Dean  has  presented  his  paper  with  great  clarity, 
and  there  are  only  a few  points  he  has  mentioned 
that  I wish  to  dwell  upon.  He  has  stressed  the 
importance  of  determining  the  condition  of  the 
upper  urinary  tract  and  in  evaluating  the 
strength  of  the  patient  as  a whole.  Therefore,  a 
prerequisite  in  a study  of  vesical  neoplasm  is 
intravenous  urography.  So  many  patients  with 
a bladder  carcinoma  are  debilitated  by  upper 
urinary  tract  infection  that  this  point  cannot  be 
stressed  sufficiently.  There  are  so  many  factors 
to  be  taken  into  consideration  before  deciding 
on  the  method  of  approach  in  bladder  carcinoma 
— to  mention  only  a few,  the  age  and  general 
condition,  whether  or  not  the  growth  interferes 
with  urinary  drainage,  whether  single  or  multi- 
ple, superficial  or  infiltrating,  etc. 

Now,  in  my  opinion,  the  crux  of  the  entire 
situation  in  reference  to  bladder  tumors  is 
whether  or  not  they  are  of  the  infiltrating  va- 
riety. Despite  the  fact  that  all  tumors  of  the 
bladder  are  potentially  malignant,  in  general  the 
great  difficulty  does  not  arise  in  treating  papil- 
lomas or  papillary  carcinoma  of  the  bladder. 
True  an  insignificant  papillary  carcinoma  may 
in  time  infiltrate  or  extend  very  rapidly.  From 
50  to  60  per  cent  of  these  growths  are  cured  by 
various  measures — by  interstitial  radiation  either 
cystoscopically  or  by  open  radiation,  fulguration 
plus  radiation,  or  with  the  resectoscope  with  or 
without  radiation.  Although  not  brilliant,  the 
results  are  fairly  encouraging.  The  difficulties 
and  heartaches  are  with  the  infiltrating  type  of 
carcinoma.  Our  results  with  external  radiation 
have  been  very  disappointing.  We  have  had 
but  little  experience  with  the  contact  radiation 
(Chaoul  tube),  but,  as  Dr.  Dean  says,  the 
method  is  laborious,  painful,  and  probably  no 
more  efficient  than  radium  seed  implantation. 
Interstitial  radiation  with  cystostomy  has  proved 
quite  satisfactory  in  small  infiltrating  lesions. 
For  large  infiltrating  lesions,  especially  those  in- 
volving the  neck  and  ureter  orifice  region,  our 
results  have  not  been  satisfactory.  We  are  still 
of  the  opinion  that  cystotomy  and  partial  re- 
section of  the  bladder  with  or  without  ureter 
reimplantation  gives  us  the  best  results.  Of 
course,  the  operative  mortality  is  higher  than  in 
interstitial  radiation  with  cystotomy,  but  we  feel 
the  chances  of  a cure  are  enhanced.  In  a group 
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of  67  resections  for  infiltrating  carcinoma,  the 
operative  mortality  averaged  21  per  cent.  A 
follow-up  study  showed  that  apparently  30  per 
cent  were  cured  by  partial  cystectomy. 

What  I want  to  stress  is  the  fact  that  bladder 
carcinoma  may  present  so  many  conflicting  fac- 
tors that  have  to  be  taken  into  consideration 
that  no  one  method  of  treatment  is  applicable  to 
all.  We  have  no  standardized  form  of  therapy, 
and  we  must  try  to  select  the  type  of  treatment 
best  fitted  for  the  tumor  and  not  fit  the  tumor  to 
just  one  type  of  treatment.  I believe  that  there 
are  any  number  of  large  infiltrating  growths 
situated  at  the  neck  causing  obstruction  of  one 
or  both  ureter  orifices  which  cannot  be  treated 
with  any  degree  of  success  by  any  method  short 
of  cystectomy.  I believe  that,  in  general,  we 
have  been  altogether  too  conservative  in  our 
treatment  of  bladder  carcinoma.  In  my  opinion 
total  cystectomy  has  a distinct  field  of  usefulness 
in  bladder  carcinoma.  Whereas  in  the  past  it 
has  been  reserved  for  extensive  advanced  lesions, 
Priestley’s  suggestion  that  its  field  be  enlarged 
to  include  extensive  low-grade  carcinoma,  which 
would  require  for  its  adequate  removal  almost 
complete  resection  of  the  bladder  by  the  supra- 
pubic approach,  is  probably  an  ideal  indication. 
He  also  includes  as  indications  for  cystectomy 
recurring  low-grade  lesions  resisting  conserva- 
tive treatment,  extensive  carcinomatosis,  and 
growths  recurring  after  partial  cystectomy. 
So  it  appears  that  the  indications  for  total  cys- 
tectomy are  gradually  undergoing  a change  in 
recent  years. 

The  routine  to  be  followed  in  total  cystectomy 
will,  of  course,  vary  with  the  experience  of  the 
surgeon.  Some  prefer  cystectomy  with  skin 
implantation  and  others  with  ureterosigmoid 
implantation  in  one,  two,  or  three  stages.  We 
have  favored  cystectomy  with  cutaneous  im- 
plantation in  two  stages  because  so  many  of  our 
patients  already  have  infected  hydronephrotic 
kidneys  and  dilated  ureters  at  the  time  of  cys- 
tectomy. In  general,  if  the  upper  urinary  tract 
is  in  good  condition,  ureterosigmoid  transplanta- 
tion with  cystectomy  in  two  stages  should  be  the 
method  of  choice.  It  has  been  implied  that  with 
skin  implantation  the  patient  cannot  lead  a 
normal  life.  While  not  as  ideal  as  in  uretero- 
sigmoid transplantation,  Beer  has  demonstrated 
that  this  is  not  so  and  that  many  of  these  pa- 
tients have  lived  a fairly  comfortable  life,  at- 
tending to  their  daily  duties  for  many  years. 
Of  course  many  contend  that  total  cystectomy 
with  implantation  is  attended  by  a high  mor- 
tality. That  is  true  to  a certain  extent,  but  we 
are  dealing  with  a fatal  disease  that  requires 
drastic  surgery.  We  have  done  total  cystec- 


tomies with  cutaneous  neostomies  in  26  cases 
with  an  operative  mortality  of  21  per  cent,  but 
many  of  these  otherwise  hopeless  cases  have  sur- 
vived operation  for  periods  of  from  five  to  nine 
years.  Of  considerable  interest  has  been  the 
fact  that  most  of  the  patients  who  died  some 
years  after  operation  at  autopsy  showed  no 
signs  of  local  recurrence  or  distant  metastases. 
Infection  of  the  upper  urinary  tract  was  the 
cause  of  death  in  most  instances.  I feel  certain 
that  with  more  experience  total  cystectomy 
should  be  performed  with  a much  more  reason- 
able operative  risk. 

Dr.  Judson  B.  Gilbert,  Schenectady,  New 
York — In  a critical  review  of  total  cystectomy 
for  cancer,  Hinman,  in  December,  1939,  reported 
25  cases  and  discussed  254  from  the  total  litera- 
ture. Since  the  1934  committee  report  of  the 
Bladder  Tumor  Registry  stated  that  over  75  per 
cent  of  bladder  cancers  involved  the  ureteral 
orifices  or  the  vesical  sphincters,  the  great  ma- 
jority of  these  cases,  then,  can  only  have  a chance 
for  radical  cure  by  cystectomy.  When  you  con- 
sider the  serious  location  of  these  tumors,  heroic 
attempts  might  be  justified,  as  the  so-called  con- 
servative methods  have  resulted  in  only  about  16 
per  cent  of  five-year  cures. 

Inasmuch  as  most  authors  have  failed  to  in- 
clude the  patients  for  whom  only  preliminary 
ureteral  transplantation  could  be  done,  then  the 
reports  to  date  fail  to  state  the  true  risk  where 
total  cystectomy  is  planned.  In  Orr’s  statistics, 
39  surgeons  found  the  regional  lymph  nodes  in- 
volved by  metastases  in  47  per  cent  of  cases  at 
the  time  of  ureteral  implantation.  The  insidi- 
ousness and  often  rapid  development  of  bone 
metastases,  which  is  reported  as  being  between 
29  per  cent  (Spooner,  1934)  and  56  per  cent  (Col- 
ston, 1936),  is  another  obvious  reason  for  surgical 
failure. 

Of  the  26,000  cases  compiled  by  Orr  in  May, 
1939,  25  per  cent  of  the  patients  subjected  to 
total  cystectomy  died  during  the  first  year.  If 
the  average  mortality  rate  of  33.2  per  cent  is 
added,  a total  mortality  rate  of  roughly  58  per 
cent  at  the  end  of  the  first  year  is  obtained. 
This  is  no  reflection  on  the  surgeons  attempting 
ureteral  transplantation  and  cystectomy  as  the 
operation  is  probably  performed  after  metastases 
have  taken  place  and  serious  renal  damage  has 
occurred. 

Dr.  William  R.  Delzell,  New  York  City — I 
wish  to  compliment  our  chairman  for  arranging 
this  symposium  on  carcinoma  of  the  genito- 
urinary tract,  as  this  is  one  of  the  problems  that 
has  not  been  satisfactorily  solved.  Since  we 
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have  so  many  methods  advocated  for  treatment, 
one  may  be  sure  that  none  of  these  is  the  panacea 
we  have  hoped  for.  No  treatment  or  combina- 
tion of  treatments  can  offer  more  than  25  per 
cent  expectancy  of  five  years*  remission  of  the 
disease,  and  many  of  these  have  recurrences 
seven  to  ten  years  later. 

Dr.  Dean’s  attitude  toward  this  problem  is 
generally  accepted  in  this  community.  He 
makes  no  general  rules  for  treatment  but  care- 
fully studies  each  patient  before  deciding  whether 
radium,  x-ray,  surgery,  or  a combination  of  these 
is  the  treatment  of  choice.  His  advice  to  those 
who  have  an  insufficient  supply  of  readily  avail- 
able radium  not  to  attempt  to  use  it  is  pertinent 
as  one  often  finds  that  much  more  is  needed  than 
has  been  anticipated  before  the  operation.  No 
doubt  this  explains  many  failures  that  otherwise 
might  have  been  treated  successfully. 

Our  Bellevue  staff  feel  that  more  patients 
should  be  given  the  advantage  of  early  total  cys- 
tectomy than  are  now.  We  also  feel  that  ter- 
minal cases  are  given  more  comfort  and  longer 
life  by  ureteral  skin  transplantation  alone. 
Many  of  these  unfortunate  patients  who  have 
not  been  successfully  treated  come  to  us  for  the 
last  few  months  of  life.  Transplantation  of  the 
ureters  to  the  skin  has  given  most  gratifying  re- 
sults for  relief  of  pain  and  prevention  of  terminal 
pyelitis.  Had  radical  surgery  been  used  early, 
some  of  these  might  have  been  saved. 

The  subject  of  refrigeration  treatment  of 
tumors  of  the  genitourinary  tract  has  attracted 
my  interest  for  the  past  year.  Artificial  hiber- 
nation treatment  for  new  growths  has  been 
carried  out  very  carefully  on  22  patients  at  the 
Lenox  Hill  Hospital  during  the  past  nine  months. 
Two  were  treated  for  inoperable  carcinoma  of  the 
prostate  and  3 for  carcinoma  of  the  urinary  blad- 
der. None  of  these  showed  any  regression  of 
the  tumor  process,  but  most  showed  some  tem- 
porary relief  from  pain  and  required  less  mor- 
phine for  periods  varying  from  one  to  three 
weeks. 

One  of  the  patients  suffering  from  carcinoma 
of  the  prostate  died  from  pneumonia  immedi- 
ately after  the  treatment,  and  the  other,  after 
seven  treatments,  needed  a chordotomy  to  con- 
trol his  pain. 

The  results  on  the  4 patients  reported  by  Dr. 
McCravey  using  local  refrigeration  are  most  in- 
teresting and  should  encourage  further  investiga- 
tion. Perhaps  a combination  of  location  re- 
frigeration and  irradiation  will  offer  a distinct 
advance  in  cancer  therapy. 

I commend  this  scientific  experiment  and  hope 
that  future  modifications  may  make  its  use  suc- 
cessful. At  the  present  moment  I believe  that 


we  should  be  most  cautious  in  our  attitude  so 
that  no  false  hope  be  given  to  these  unfortunate 
patients  or  their  families. 

Dr.  John  H.  Morrissey,  New  York  City — 
The  divergence  of  opinion  as  expressed  in  these 
three  papers,  embodying  as  it  does  three  distinct 
methods  of  treatment,  indicates  obviously  that 
carcinoma  of  the  bladder  presents  a problem  to 
the  urologist  that  is  nowhere  near  a satisfactory 
solution. 

Dr.  Dean’s  statistics  on  one  point,  however, 
seem  to  me  very  significant : he  states  that  in  65 
per  cent  of  the  cases  in  this  series  the  trigon  was 
invaded  and  that  only  extensive  operation  would 
have  been  worthy  of  consideration.  In  the  re- 
maining 35  per  cent  the  various  degrees  of  kidney 
damage  were  so  extensive  that  an  anastomosis  to 
the  bowel  would  have  been  impossible. 

This  immediately  suggests  two  facts  with 
regard  to  his  cases  of  carcinoma  of  the  bladder: 
first,  early  diagnosis  was  not  made ; and  second, 
it  shows  the  well-developed  idea  among  those 
men  treating  malignancy  more  or  less  exclu- 
sively— that  surgery  is  and  should  be  a last  resort 
in  the  treatment  of  these  cases. 

In  a brief  survey  of  the  cases  seen  at  the  City 
Hospital  on  the  service  of  Dr.  Kirwin  and  myself 
during  the  past  five  years — 68  in  number — all 
but  3 had  had  extensive  interstitial  and  external 
radiation  therapy.  Most  of  these  cases  had  been 
treated  privately  at  the  outset.  At  the  City 
Cancer  Hospital,  out  of  164  cases  over  85  per 
cent  had  had  radiation  and,  becoming  impover- 
ished, had  been  admitted  to  city  institutions. 
It  seems  pertinent,  therefore,  to  point  out  that 
unless  these  carcinoma  patients  can  be  given  the 
benefit  of  improved  modern  apparatus  from  the 
outset  then  some  of  the  other  methods  of  treat- 
ment should  be  considered.  All  of  these  cases 
survived  less  than  two  years  after  their  initial 
symptoms. 

Another  angle  of  this  problem  is  becoming 
increasingly  important  due  to  the  generalized 
use  of  sulfanilamide  therapy  in  the  hands  of  the 
general  practitioner,  who  is,  after  all,  the  most 
likely  to  first  come  in  contact  with  the  case. 
Seven  cases  of  bladder  tumor  that  I have  ob- 
served in  the  last  five  months  had  all  been  under 
continued  treatment  for  cystitis  with  sulfanil- 
amide preparations  or  their  derivatives.  This 
drug  has  thrown  the  treatment  of  many  condi- 
tions, including  cystitis,  back  into  the  hands  of 
the  general  man  but  not  without  frequently 
disastrous  results.  I feel,  therefore,  that  it  is 
more  necessary  than  ever  for  us  to  insist  upon 
the  importance  of  gross  or  microscopic  hematuria 
as  a reason  for  urologic  investigation  of  the 
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source,  for,  as  Dr.  Dean  points  out,  we  are 
dealing  here  with  one  of  the  two  most  serious 
diseases  of  the  urinary  tract.  Herein  lies  the 
cause  of  delay  in  correct  diagnosis. 

I have  seen  Dr.  Priestley’s  film  several  times 
and  enjoyed  it  again  this  morning.  I assure  you 
that  the  operation  looks  easier  and  less  blood- 
less than  it  actually  is.  Then  there  is  a tremen- 
dous hurdle  to  be  overcome  in  asking  a patient 
to  part  with  a normal  physiologic  function,  aside 
from  the  additional  difficulty  of  explaining  to 
him,  satisfactorily,  why  you  are  asking  him  to 
make  this  decision.  However,  as  the  successes 
are  dramatic  and  satisfying  so  are  the  failures 
depressing  and  discouraging,  and  radiation 
therapy  is  often  a great  relief  to  the  surgeon 
treating  the  patient.  Yet  Dr.  Walter’s  success 
with  a similar  procedure  in  a large  series  of 
bladder  exstrophy  and  the  experience  of  numer- 
ous other  operators  bring  this  operation  more 
within  the  scope  of  our  practice. 

Cystectomy  and  ureteral  transplantation  re- 
semble other  urologic  procedures  in  that  success 
comes  with  increasing  operative  skill,  and  to 
only  a few  will  there  be  the  opportunity  of 
handling  a sufficiently  large  series  of  cases  where 
the  element  of  operative  technic  becomes  of 
lessened  importance.  It  may  be  likely  that  some 
drug  in  the  sulfanilamide  series  will  soon  control 
upper  tract  infection  to  a degree  where  a large 
number  of  cases  are  suitable  for  this  proce- 
dure. 

My  feeling  is  that  combination  methods  of 
tumor  removal  with  interstitial  radiation  has 
almost  succeeded  in  providing  adequate  treat- 
ment excepting  in  extensive  infiltrating  growth 
of  the  trigon.  In  these  cases  I think  that  di- 
version of  the  urinary  stream  should  be  con- 
sidered earlier  and  more  frequently  before  de- 
pending on  the  result  of  deep  x-ray  therapy  either 
directly  into  the  open  bladder  or  externally. 

The  feeling  that  surgery  is  a lost  art  in  the 
handling  of  vesical  neoplasms  seems,  to  me,  most 
unfortunate,  and  I do  not  think  that  we  should 
resign  ourselves  entirely  to  the  helplessness  of 
the  situation,  especially  when  the  statistics  as 
to  two-  to  three-year  cures  under  radiation  are 
no  more  encouraging  than  at  present. 

Dr.  Lawrence  W.  Smith,  Philadelphia — I 
want  to  express  my  appreciation  to  Dr.  Heslin 
for  the  privilege  of  discussing  this  most  interest- 
ing symposium  on  bladder  tumors.  It  is  a sub- 
ject in  which  I have  long  been  interested,  and  I 
have  had  occasion  to  study  a good  many  of  the 
cases  that  have  been  submitted  to  the  Tumor 
Registry  of  the  American  Urologic  Society  at  the 
Army  Medical  Museum.  I have  discussed  these 


further  with  Dr.  Ash,  the  curator,  and,  in  his 
analysis  of  somewhat  over  3,000  cases,  the  re- 
sults of  treatment,  whether  surgical  or  by  irradia- 
tion in  some  form  or  other,  have  been  so  dis- 
appointing that  it  seems  any  new  procedure  that 
may  be  of  value  in  the  treatment  of  such  a dis- 
couraging group  of  tumors  needs  no  apol- 
ogy. 

I am  particularly  glad  to  have  had  Dr.  Mc- 
Cravey  given  the  opportunity  of  presenting 
these  4 cases  of  bladder  carcinoma  before  your 
Society  for  discussion.  Dr.  McCravey,  as  our 
associate  in  this  work,  has  perhaps  better  first- 
hand knowledge  of  the  actual  problems  clinically, 
hour  by  hour,  than  either  Dr.  Fay  or  myself.  I 
believe  he  has  demonstrated  the  value  of  refrigera- 
tion locally  in  these  4 cases  both  from  the 
standpoint  of  the  relief  of  pain  and  also  with 
respect  to  the  regressive  cell  changes  that  have 
taken  place. 

Perhaps  a word  at  this  time  is  not  out  of  place 
in  reviewing  briefly  for  you  the  background  of 
Dr.  Fay’s  and  my  studies  in  this  field.  In 
answer  to  Dr.  Morrissey’s  comment  that  in  view 
of  the  demonstrable  changes  and  the  promising 
results  that  have  occurred  in  these  4 cases  it  was 
unfortunate  the  cases  were  not  of  an  earlier  and 
more  hopeful  type,  I would  like  to  comment  that 
this  entire  study  has  been  in  the  nature  of  bio- 
physical research,  and  we  have  not  been  pri- 
marily concerned  with  treatment.  We  have 
purposely  accepted  only  terminal  cases  of  ma- 
lignancy, insisting  only  that  there  must  be  at 
least  a six  weeks’  to  three  months’  estimated 
survival  period  in  order  that  the  cell  changes 
could  be  observed  through  serial  biopsy  studies 
and  subsequently  at  autopsy.  If  from  these 
fundamental  studies  of  the  effect  of  temperature 
upon  cell  activity  a method  that  is  applicable  as 
an  adjunct  in  the  present  treatment  of  cancer 
should  become  possible,  then  we  naturally  shall 
be  most  happy.  In  our  own  work,  however,  the 
cases  have  been  selected  on  a therapeutic  basis 
only  in  respect  to  the  relief  of  pain,  and  in  the 
entire  series  of  cases,  now  numbering  well  over 
a hundred,  there  have  been  only  2 instances  in 
which  relatively  prolonged  periods  of  relief  from 
pain  could  not  be  obtained  either  by  local,  gen- 
eral, or  combined  forms  of  applied  cold.  Beyond 
this  it  has  been  possible  to  eliminate  the  use  of 
narcotics,  many  of  the  patients  having  been  ad- 
mitted on  a daily  dosage  of  as  much  as  3 to  8 
grains  of  morphine. 

Realizing  the  experimental  nature  of  this 
study,  no  medical  service  charge  has  been  made 
to  any  patient.  The  only  expense  that  they 
have  had  to  meet  has  been  in  respect  to  hospitali- 
zation when  they  could  afford  it.  The  entire 
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staff  of  the  hospital  has  been  most  cooperative  in 
taking  part  in  these  studies,  making  available  the 
opinion  of  the  many  specialists  desired  from  time 
to  time.  Both  Dr.  Fay  and  I have  been  trying 
to  stress  the  experimental  character  of  these 
studies  during  the  past  year  in  presenting  this 
material  before  many  medical  societies  through- 
out the  country  and,  by  corollary,  we  have  at- 
tempted to  prevent  the  idea  from  gaining  mo- 
mentum that  we  are  dealing  primarily  with  a 
therapeutic  measure  and  certainly  not  remotely 
suggesting  the  use  of  refrigeration  from  the 
standpoint  of  a curative  procedure. 

However,  from  the  regressive  changes  that 
have  been  observed,  it  does  appear  that  refrigera- 
tion will  have  a useful  place  as  an  adjunct  to 
other  forms  of  treatment.  In  the  field  of  bladder 
carcinoma  where  there  is  such  a wide  diversity  of 
opinion  regarding  the  relative  merits  of  radiation 
or  surgery,  either  alone  or  in  combination,  it 
would  seem  worth  while  to  add  this  new  and 
fundamental  physical  agent,  irrespective  of  the 


individual  opinion  regarding  the  relative  merits 
of  the  other  forms  of  therapy,  to  the  treatment  of 
a disease  that  has  such  a tremendous  mortality 
and  is  associated  with  such  frightful  suffering. 

Whether  refrigeration  should  be  used  in  early 
cases  or  not  until  late  in  the  course  of  the  disease 
is  a problem  that  will  undoubtedly  take  a decade 
to  solve.  By  the  very  statements  that  have 
been  made  here  today,  the  amount  and  kind  of 
irradiation,  as  representing  another  physical 
agent,  that  is  optimal  for  the  treatment  of  blad- 
der carcinoma  is  still  far  from  settled,  and  the 
radiologists  have  been  working  with  this  agent 
for  several  decades. 

In  conclusion,  let  me  reiterate:  If  refrigera-  " 
tion  is  used  for  no  other  reason  than  the  relief 
of  pain  in  conjunction  with  whatever  other  form 
of  therapy  you,  as  individual  urologists,  elect, 
you  will  find  a new  weapon  in  your  hands  for 
which,  from  our  experience,  your  patients  will 
derive  more  comfort  than  from  any  other  agent 
you  can  use. 


INOPPORTUNE 

The  American  Medical  Association  goes  on 
trial  on  the  charge  of  violating  the  Sherman  anti- 
trust law  on  October  21  in  Washington,  D.  C. 

At  the  same  moment,  the  government  which, 
through  one  arm  has  brought  a criminal  indict- 
ment against  the  officers  and  two  component 
units  of  the  association,  will  through  another 
arm  be  asking  and  receiving  essential  aid  to  the 
defense  of  the  United  States. 

The  organization  and  discipline  which  is  re- 
garded as  criminal  by  the  justice  department 
will  be  thankfully  and  eagerly  put  to  use  by  the 
War  Department  in  the  selection  of  the  men 
who  will  serve  in  the  defense  forces,  in  medical 
care  for  armed  forces,  and  in  maintaining  services 
for  the  civilian  population. 

If  the  usual  procedure  is  followed,  officers  of 
the  American  Medical  Association  will  be  re- 
quired to  remain  in  Washington  for  the  duration 
of  the  trial,  a period  that  may  run  into  weeks 
and  months.  At  the  same  time,  they  will  be 
forced  to  exert  every  effort  at  long  range,  to 
assemble  and  tabulate  the  enormous  amount  of 
information  about  the  medical  men  of  the  coun- 
try that  was  asked  of  them  by  the  Surgeon 
General  of  the  Army  at  the  New  York  meeting. 

The  burden  placed  upon  them  at  this  critical 
time  will  seem  the  more  indefensible  to  casual 
observers  in  view  of  the  fantastic  nature  of  the 
charges  against  which  they  are  now  called  upon 
to  defend  themselves. — Minnesota  Medicine, 
Sept.,  1940. 


GENERAL  ROTATING  INTERNSHIP 

Six  places  on  the  staff  will  be  filled  on  the 
general  service — three  to  begin  July  1,  1941,  and 
three  to  begin  January  1,  1942 — for  two  years 
rotating  service  in  General  Surgery,  Urology, 
Proctology,  Gynecology,  Eye,  Ear,  Nose  and 
Throat,  Orthopedic  Surgery,  Medicine  Pediatrics, 
Neurology,  Dermatology,  Pathology  and  Bac- 
teriology, Radiology,  Physical  Therapy,  Obstet- 
rics (affiliated)  at  the  Hospital  for  Joint  Diseases. 

Registration  must  be  made  before  November  5, 
1940;  examination  date:  Sunday,  November 
10,  1940,  at  9:00  a.m.,  at  the  Hospital  for  Joint 
Diseases. 

The  hospital  provides  maintenance  and  uni- 
forms. The  Hospital  for  Joint  Diseases  has  the 
approval  of  the  American  Medical  Association 
for  general  internships  and  residencies.  It  oc- 
cupies a block  facing  Madison  Avenue,  New 
York  City.  It  is  a modern  hospital  with  a ca- 
pacity of  355  beds  for  acute  diseases.  About 
6,000  patients  are  treated  annually  and  one-half 
of  that  number  are  general  surgical,  medical, 
pediatric,  eye,  ear,  nose,  and  throat  patients. 
All  services  are  active.  The  Out-Patient  De- 
partment treats  about  800  patients  daily.  The 
hospital  has  a Country  Branch  with  accommo- 
dations for  60  patients. 

Graduating  students  and  graduates  (unmar- 
ried men)  of  Class  A medical  schools  are  eligible. 
Applications  should  be  addressed  to  Director, 
Hospital  for  Joint  Diseases,  1919  Madison  Ave- 
nue, New  York,  N.  Y. 


PAMPHLETS— HEART  DISEASE 
Two  pamphlets  recently  issued  by  the  Ameri- 
can Heart  Association  are  “Examination  of  the 
Heart”  and  “Standardization  of  Blood  Pressure 
Readings.”  The  latter  is  the  result  of  careful 
study  of  the  problem  by  joint  committees  ap- 


pointed by  the  American  Heart  Association  and 
the  Cardiac  Society  of  Great  Britain  and  Ire- 
land. Leading  medical  schools  and  all  of  the 
outstanding  insurance  companies  are  adopting 
this  method  as  a standard  procedure. 


THE  ADMINISTRATION  OF  SULFAPYRIDINE  AND  ITS 
CONGENERS  IN  PNEUMONIAS* 


Jesse  G.  M.  Bullowa,  M.D.,  Herman  D.  Ratish,  Arnold  Davidson,  M.D.,  and 
Constance  Lebair,  New  York  City 

{From  the  Medical  Service,  Harlem  Hospital,  Department  of  Hospitals,  and  the  Littauer  Pneumonia 
Research  Fund  of  New  York  University  College  of  Medicine ) 


The  value  of  sulfapyridine  in  the  treat- 
ment of  bacterial  infections,  especially 
the  pneumococcic  and  streptococcic  pneu- 
• monias,  has  been  amply  demonstrated. 
The  fact  that  we  see  recovery  in  patients 
with  low  concentrations  of  sulfapyridine 
in  the  blood  has  often  been  misinterpreted 
as  indicating  that  the  concentration  of 
sulfapyridine  was  not  of  importance  in  the 
treatment  of  these  infections  and  that 
there  was  no  one  range  of  concentration 
more  desirable  than  another;  and,  more- 
over, it  has  not  been  sufficiently  recog- 
nized that  under  some  conditions  low 
concentrations  may  be  ineffective . Such  a 
failure  is  illustrated  in  the  patient  shown 
in  Chart  1,  where  a bacteremia  was  not 
checked  when  only  1.7  mg.  % of  sulfa- 
pyridine was  present  in  the  blood. 

In  explants  of  bone  marrow,1  it  was 
observed  that  bacteriostasis  and  the  bac- 
tericidal action  of  sulfapyridine  was  in- 
fluenced by  a number  of  factors : the  con- 
centration of  sulfapyridine  to  which 
bacteria  are  exposed ; the  duration  of  ex- 
posure; the  strain  of  organisms;  the 
number  of  organisms;  and  the  previous 
experience  of  the  organisms  in  respect  to 
the  drug,  as  well  as  the  auxiliary  action 
of  specific  antibodies.  It  was  also  shown 
that  most  of  the  pneumococci  might  be 
destroyed  but  a few  might  survive  for  a 
longer  time  and  later  multiply.  Our  pres- 
entation concerns  the  conditions  under 
which  sulfapyridine  favorably  affects  the 
infections  by  damaging  the  invading  bac- 
teria without  damage  to  the  patient’s 


* These  studies  received  financial  support  from  the 
Littauer  Pneumonia  Research  Fund,  the  Metropolitan 
Life  Insurance  Company,  and  from  Mr.  Bernard  M.  Bar- 
uch, Mr.  Bernard  M.  Baruch,  Jr.,  Miss  Belle  N.  Baruch, 
and  Mrs.  H.  Robert  Samstag. 


tissues  and  the  conditions  for  obtaining  a 
satisfactory  concentration. 

Concentration 

Anyone  working  with  sulfapyridine  is 
immediately  struck  by  the  unpredictabil- 
ity of  the  concentration  obtained  in  the 
blood  when  sulfapyridine  is  orally  ad- 
ministered. This  does  not  seem  to  be  a 
function  of  the  mass  of  the  patient,  be- 
cause when  the  dose  was  related  to  the 
weight  there  was  no  correlation.  Nor  is 
it  related  to  the  size  of  the  dose,  because 
increasing  the  dose  even  two-  or  three- 
fold may  not  be  associated  with  an  aug- 
mented concentration  of  the  drug  in  the 
blood.  This  is  shown  in  the  patient  where 
2 Gm.  every  four  hours  gave  concentra- 
tions of  only  2.5  mg.  % (illustrated  in 
Chart  2).  Accordingly,  reliance  must  be 
placed  on  measurement  of  achievement 
rather  than  on  prediction  if  a high  con- 
centration of  this  drug  is  desired.  On  this 
account  we  devised  a bedside  method  (a 
modification  of  Marshall’s)  for  determin- 
ing sulfapyridine  concentrations.  Our 
method  depends  on  the  extraction  of  the 
sulfapyridine  from  the  blood  with  ether.2 

Certain  factors  that  influence  concen- 
tration are  known.  From  the  experi- 
ments of  Marshall  and  Litchfield  on  dogs,3 
we  learn  that  the  main  absorption  is  from 
the  intestine  and  that  there  is  greater  ab- 
sorption when  sodium  sulfapyridine  is 
administered  than  after  sulfapyridine. 
Sulfapyridine  is  soluble  in  water  to  the 
extent  of  one  part  per  two  thousand.  It 
forms  both  a hydrochloride,  which  is 
very  soluble,  deliquescent,  and  unstable, 
and  a sodium  monohydrate,  which  is 
also  very  soluble,  much  more  stable,  and 
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does  not  deliquesce.  Solution  or  very 
fine  suspension  is  an  obvious  require- 
ment for  absorption,  but,  when  the  sulfa- 
pyridine  was  given  in  suspension  or  in 
tablets,  we  observed  no  marked  difference. 

In  order  to  study  the  optimal  dosage, 
observations  were  made  on  the  concen- 
tration of  free  and  acetyl  sulfapyridine 


C^-SPUUIM  C5 -CAPSULAR  SWELLING  HB  80% 

A-  MG.  % CONCENTRATION  SULFAPYRIDINE  IN  BLOOD  RB  C 4.60QP00 

WBC  6150 

POLYS  83% 

Chart  1.  A 60-year  old  man  had  Pneumo- 
coccus type  IX  in  the  sputum  but  Pneu- 
mococcus type  V in  the  blood.  For  the  Pneumo- 
coccus type  IX  he  was  given  rabbit  serum,  and 
his  temperature  fell  to  normal.  When  the 
Pneumococcus  type  V was  discovered,  reliance 
was  placed  upon  the  sulfapyridine,  1.7  mg.  per 
hundred  cubic  centimeters  concentration  of  free 
sulfapyridine  in  the  blood  was  present.  Two 
days  later  the  number  of  colonies  had  increased 
from  6 per  cubic  centimeter  to  123  per  cubic 
centimeter.  The  following  morning  the  patient 
died.  The  low  concentration  of  sulfapyridine 
was  ineffective,  and  the  bacteremia  persisted 
and  the  colony  count  increased. 

obtained  in  the  blood  after  various  doses 
of  sulfapyridine  were  given  to  adults,  and 
these  were  compared  with  the  concentra- 
tions obtained  with  sodium  sulfapyri- 
dine.4 

Single  Doses  of  Sulfapyridine  and  of 
Sodium  Sulfapyridine.  — Following  a 
single  5-Gm.  dose  of  sulfapyridine  by 
mouth,  the  highest  blood  concentration 
of  the  drug  occurred  after  four  or  five 
hours  and  varied  from  2 to  4 mg.  per 
hundred  cubic  centimeters.  In  4 pa- 
tients receiving  a single  5-Gm.  dose  of 
sodium  sulfapyridine  by  mouth,  the  high- 
est blood  concentration  occurred  in  two 
and  one-half  hours  and  varied  from  4.5  to 


Chart  2.  The  23-year  old  patient  suffering 
from  tuberculous  meningitis  received  2 or  3 
Gm.  of  sulfapyridine  every  four  hours  as  indi- 
cated. The  concentration  of  free  sulfapyridine 
in  the  blood  never  exceeded  2.9  mg.  per  hundred 
cubic  centimeters.  The  sulfapyridine  was  dis- 
continued until  the  blood  contained  none.  Then 
5 Gm.  of  sodium  sulfapyridine  was  injected 
intravenously  and  a concentration  of  7 mg.  % was 
reached,  which  declined  to  3.6  mg.  % in  eight  hours. 
The  previous  low  concentration  with  large  dosage 
was  probably  due  to  the  nonabsorption  of  the 
drug. 

8.4  mg.  %.  When  only  2 Gm.  of  sodium 
sulfapyridine  was  given,  only  2 mg.  % was 
present  in  four  hours.  Single  3-Gm.  doses 
of  sodium  sulfapyridine  gave  blood  levels 
of  4.6  mg.  % as  early  as  forty-five  minutes 
in  1 case  and  4.9  mg.  % in  thirty-five 
minutes  in  the  other.  Single  doses  of  4 
Gm.  of  sodium  sulfapyridine  yielded  a 
blood  concentration  of  3.8  mg.  % in  one 
hour. 

Because  of  the  earlier  higher  initial 
concentration  with  5-Gm.  doses,  we 
adopted  as  our  routine  a first  dose  of  5 
Gm.  of  sodium  sulfapyridine  and  1 Gm. 
every  four  hours  thereafter. 

Continued  Doses  of  Sulfapyridine  and 
of  Sodium  Sulfapyridine. — -After  a 5-Gm. 
dose  followed  by  a 1-Gm.  dose  of  sulfa- 
pyridine every  four  hours  day  and  night, 
blood  levels  ranged  from  2 to  6 mg.  per 
hundred  cubic  centimeters,  but  these 
higher  blood  levels  were  only  obtained 
after  the  sulfapyridine  had  been  adminis- 
tered for  twenty-four  hours.  When  an 
initial  dose  of  5 Gm.  of  sodium  sulfa- 
pyridine was  given,  free  sulfapyridine 
was  sometimes  observed  in  the  blood  in 
five  minutes.  The  initial  concentration 
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TABLE  1. — Age  in  Relation  to  Highest 
Concentration 


Sulfapyridine  Alone  (Consecutive  Cases) 


Highest 
Concn.  in 
Mg.  per  100  Cc. 

Under 
40  Years 

40  Years 
and  Over 

Cases 

Per- 

centage 

Cases 

Per- 

centage 

0-3 

16 

21.0 

9 

19.1 

4-5 

29 

38.2 

9 

19.1 

6-8 

17 

22.4 

16 

34.1 

94- 

14 

18.4 

13 

27.7 

Total 

76 

100.0 

47 

100.0 

Mortality  rate 

3.9 

14.9 

was  as  high  as  8.0  mg.  %,  and  these  high 
blood  levels  of  free  sulfapyridine  tended 
to  be  maintained  when  the  drug  was  con- 
tinued in  gram  doses.  In  every  case  after 
the  initial  dose  of  5 Gm.  of  sodium  sulfa- 
pyridine, the  blood  level  of  free  sulfa- 
pyridine was  4 mg.  % or  higher  in  two  and 
one-half  hours.  Sodium  sulfapyridine 
was  well  tolerated,  and  in  no  case  did  it 
cause  any  gastroenteritis  or  colitis  be- 
cause of  its  high  alkalinity. 

Intravenous  Administration.  — When 
sodium  sulfapyridine  was  administered  by 
vein,  a slightly  higher  concentration  was 
obtained  immediately  than  when  it  was 
given  orally.  It  reached  9 mg.  per 
hundred  cubic  centimeters  and  gradually 
was  reduced  at  the  end  of  six  hours  to  4 
mg.  %•  Solutions  of  sodium  sulfapyridine 
have  a pH  of  11,  and,  if  there  is  extra  ven- 
ous extravasation,  it  causes  marked  irrita- 
tion and  even  destruction  of  tissue.  It 
was  not  found  necessary  recently  to  use 
intrathecal  injections  of  sodium  sulfa- 
pyridine in  pneumococcus  meningitis  be- 
cause good  concentrations  in  the  cerebro- 
spinal canal  can  readily  be  obtained  after 
an  initial  intravenous  dose  followed  by 
continued  oral  use.  The  drug  level  in 
the  cerebrospinal  fluid  may  be  continued 
or  even  raised  by  an  intravenous  drip. 
In  several  patients  to  whom  the  drug  was 
given  intrathecally  in  solution,  the  cord 
was  damaged.  The  concentration  of  free 
sulfapyridine  in  the  cerebrospinal  fluid  is 
about  two-thirds  of  that  in  the  blood,  so 
that  about  15  mg.  % should  be  maintained 
in  the  blood.  Only  by  determining 
whether  or  not  the  blood  level  is  low  may 
it  be  known  whether  or  not  there  should 
be  a repetition  of  the  drug  intravenously. 

Rectal  Administration. — Five  Gm.  of 
sodium  sulfapyridine  given  in  suspension 


into  the  colon  showed  little  absorption, 
and  this  method  of  administration  should 
not  be  depended  upon  to  influence  greatly 
the  disease  in  a severely  stricken  patient. 
The  drug  was  less  absorbed  from  sup- 
positories. 

Excretion 

The  pathways  of  excretion  were  also 
studied.  In  the  case  of  most  drugs,  uri- 
nary excretion  markedly  influences  the 
blood  level.  However,  we  did  not  find 
this  to  be  the  case  with  sulfapyridine. 
We  observed,  in  fact,  that  the  blood  levels 
were  not  proportionately  higher  when  the 
initial  excretion  of  sulfapyridine  was 
reduced  and  that  when  the  excretion  was 
large  the  blood  levels  might  remain  un- 
changed. In  a series  of  7 patients  receiv- 
ing a single  5-Gm.  dose  of  sulfapyridine, 
the  highest  urinary  output  occurred  in 
the  period  twenty-four  to  forty-eight 
hours  after  the  sulfapyridine  had  been 
administered.  Low  blood  concentrations 
without  much  urinary  excretion  have 
been  found  by  other  observers.5  Sulfa- 
pyridine is  irregularly  excreted  in  the 
urine  in  spite  of  uniform  administration, 
and  the  amount  of  sulfapyridine  in  the 
urine  is  independent  of  the  amount  of 
urine  passed  in  a unit  of  time.  The  ex- 
cretion in  the  urine  of  total  sulfapyridine 
varied  from  40  to  60  per  cent  of  the  in- 
gested drug.  Such  fluctuation  occurs  in 
different  individuals  and  at  different 
times  in  the  same  individual.  If  the 
kidneys  are  severely  damaged,  retention 
of  the  drug  occurs;  in  older  people  the 
concentration  is  usually  higher  than  in 
the  young  (Table  1).  Because  of  the 
incomplete  urinary  excretion,  it  was 
thought  that  much  might  be  eliminated 
through  the  liver  or,  if  unabsorbed, 
would  be  found  in  the  stool.  In  a number 
of  examinations  of  the  stools  there  were 
indications  that  appreciable  amounts  of 
the  unabsorbed  or  liver-and-bowel  ex- 
creted drug  may  be  recovered. 

The  drug  was  found  in  the  saliva  very 
quickly;  it  appeared  in  traces  50  seconds 
after  intravenous  injection.  After  intra- 
venous injection  the  recovered  vomitus 
promptly  showed  sulfapyridine.  This 
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TABLE  2. SULFAPYRIDINE 


Correlation  of  Highest  Concentration  and  Termination 
— — — Highest  Blood  Concentration 


Term,  in 

0-3  Mg. 

4- 

5 Mg. 

Hours. 

per 

100  Cc. 

per 

100  Cc. 

No  Concn. 

Rec. 

Per- 

Rec. 

Per- 

Done 

Cases 

centage 

Cases 

centage 

0-23 

33 

54.1 

37 

53.7 

* * 

** 

DDDD 

DD 

24-47 

17 

27.9 

18 

26.9 

* 

H* 

D 

D 

D 

48-71 

1 

1.6 

3 

4.5 

* 

D 

72  + 

10 

16.4 

10 

* 

14.9 

D 

D 

Total  cases 

61 

100.0 

68 

100.0 

Total  deaths  6 

4 

2 

* — Bacteremic . 

D— 

-Deaths. 

complicates  the  problem  of  the  nature  of 
the  vomiting,  because  it  may  be  due  to 
local  irritation  even  when  the  drug  is 
given  intravenously.  As  soon  as  fifteen 
minutes  after  it  was  given  intravenously, 
sulfapyridine  was  found  in  the  sputum. 
In  some  cases  the  concentration  in  the 
sputum  was  higher  than  in  the  blood; 
this  may  account  for  good  results  in  some 
patients  with  low  blood  concentrations. 
If  the  organisms  in  the  bronchi  are  de- 
stroyed and  if  the  blood  is  protected 
against  invasion,  those  mechanisms  in 
the  alveoli  that  bring  about  recovery  can 
operate  against  organisms,  even  if  they 
are  not  destroyed  by  the  drug  or  af- 
fected by  demonstrable  antibodies. 

Conversion 

It  has  been  shown  that  free  sulfa- 
pyridine is  the  only  form  that  is  actively 
bacteriostatic  and  bactericidal.  This  does 
not  mean  that  acetyl  sulfapyridine,  one 
of  the  conversion  products,  is  without 
therapeutic  effect,  because  it  was  found 
that  free  sulfapyridine  was  present  in  the 
blood  after  acetyl  sulfapyridine  had  been 
orally  administered.  Accordingly,  we 
studied  the  conversion  of  the  drug  to 
acetyl  sulfapyridine.  It  was  observed 
that  40  to  60  per  cent  of  the  urinary  ex- 
cretion was  acetylated  sulfapyridine  and 
that  the  greatest  excretion  of  the  acety- 
lated drug  after  single  doses  was  in  the 
first  twenty-four  hours.  Further,  it 
was  found  that  the  amount  of  acetyl 
sulfapyridine  in  the  blood  during  the 
first  six  hours  was  negligible.  When 


6-8  Mg.  9+  Mg. 


per 

100  Cc. 

per  100  Cc. 

Total 

Rec. 

Per- 

Rec. 

Per- 

Rec. 

Per- 

Cases 

centage 

Cases  centage 

Cases 

centage 

37 

50.7 

21 

45.7 

128 

51.5 

21 

28.8 

14 

30.4 

70 

28.3 

5 

6.8 

3 

6 . 5 

12 

4.9 

DD 

D 

10 

13.7 

8 

17.4 

38 

15.4 

* 

* * 

DD 

DDDDDD 

73 

100.0 

46 

100.0 

248 

100.0 

4 

7 

23 

sulfapyridine  is  continued,  the  acetyl 
sulfapyridine  is  appreciably  increased 
at  the  end  of  twenty-four  hours.  When 
sodium  sulfapyridine  is  administered  in- 
stead of  sulfapyridine,  a high  concentra- 
tion is  present  in  the  blood  for  twelve  to 
eighteen  hours  before  acetyl  sulfapyridine 
is  present,  and  the  appearance  of  an  ap- 
preciable quantity  of  acetyl  sulfapyridine 
in  the  blood  is  delayed.  It  was  observed 
in  our  laboratory  that  there  was  an 
amount  of  sulfapyridine  present  in  the 
urine  greater  than  could  be  accounted  for 
by  the  solubility  of  the  drug.  It  was 
surmised,  because  of  the  reducing  power 
of  the  urine,  that  the  drug  was  solubilized 
by  the  formation  of  a glycuronic  acid 
compound.  When  the  drug  was  fed  to 
normals  and  to  patients  whose  glycuronic 
acid  excretion  had  been  measured  for 
several  days  on  a standard  diet,  a three- 
fold increase  in  glycuronic  acid  excretion 
was  observed.6  This  was  not  observed 
in  one  subject  who  had  complained  of 
severe  symptoms  from  the  drug.  Scudi, 
who  joined  with  us  in  this  first  work,  has 
since  observed  in  rats  that  glycuronic 
acid  excretion  is  interfered  with  by  de- 
stroying the  liver  with  phosphorus  but 
that  the  acetylation  is  unchanged. 

Distribution 

It  was  first  assumed  that  the  drug  was 
uniformly  distributed  throughout  the 
tissues.  We  have  already  indicated  that 
the  concentration  in  the  sputum  may  be 
above  that  in  the  blood.  Accordingly, 
we  analyzed  the  tissues  of  a number  of 
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TABLE  3. SULFAPYRIDINE 


Correlation  of  Dosage  and  Termination 


Total  Grams  Given 

0-17  18-23  24-35  36  + Total 

Per- 


Term,  in 

Rec. 

Per- 

Rec. 

Per- 

Rec. 

Per- 

Rec. 

Per- 

Rec. 

cent- 

Hours 

Cases 

centage 

Cases 

centage 

Cases 

centage 

Cases 

centage 

Cases 

age 

0-23 

35 

* * * * 

62.5 

43 

59.8 

43 

53.8 

17 

31.5 

138 

52.6 

DDDDDD 

24-47 

13 

23.2 

21 

29.2 

23 

28.7 

15 

27.7 

72 

27.5 

•I* 

* 

DD 

D 

48-71 

2 

3.6 

4 

* 

5.5 

2 

2.5 

4 

7.4 

12 

4.6 

DDD 

D 

72  + 

6 

10.7 

4 

5 . 5 

12 

15.0 

18 

33.4 

40 

15.3 

* 

* * * 

D 

D 

DDDD 

DDDD 

Total  cases 

56 

100.0 

72 

100.0 

80 

100.0 

54 

100.0 

262 

100.0 

Total  deaths 

12 

3 

4 

4 

23 

* — Bacteremic.  D — Deaths. 


patients,  and  it  was  found  that  the  con- 
centration was  high  in  the  diseased  lobe 
of  the  lung,  in  the  skin,  and  in  the  kid- 
neys where  acetylation  was  also  most  ad- 
vanced.7 

Clinical  Application 

Having  discussed  the  absorption,  ex- 
cretion, conversion,  and  distribution  of 
the  drug  in  the  tissues,  we  shall  now 
analyze  our  clinical  experience  to  deter- 
mine whether  we  may  learn  from  it  the 
optimal  concentration  to  be  attained. 
Before  presenting  the  results  of  our  analy- 
sis, it  is  important  to  observe  that  the 
conditions  of  the  studies  in  patients  pre- 
clude an  exact  experimental  approach  to 
the  problem,  because  it  is  impossible  to 
control  or  promptly  estimate  the  viru- 
lence, the  number,  and  the  susceptibility 
of  the  infecting  organisms  and  all  the 
conditions  that  make  for  recovery  and 
death  in  patients. 

We  did  observe  that  in  the  first  twenty- 
four  hours  there  was  the  same  percentage 
of  recoveries  regardless  of  the  concentra- 
tions (Table  2).  There  were  6 deaths  in 
this  period,  4 of  whom  died  before  con- 
centrations were  determined  and  2 who 
died  with  low  concentrations.  In  the 
second  twenty-four  hours  there  were  3 
deaths:  1 died  before  a concentration 

determination  could  be  made,  and  the 
other  2 (bacteremic  cases)  had  less  than 
6 mg.  per  hundred  cubic  centimeters.  In 
the  third  twenty-four  hours  deaths  oc- 
curred with  high  as  well  as  low  concentra- 


tions, and  after  that  deaths  occurred 
with  high  concentrations.  These  deaths 
were  in  patients  with  pneumonias  as- 
sociated with  other  conditions. 

In  the  first  twenty-four  hours  the  num- 
ber of  patients  recovering  was  similar  re- 
gardless of  the  dosage  (Table  3).  Among 
those  receiving  less  than  17  Gm.  there 
were  6 deaths,  4 of  whom  were  bacteremic. 
In  the  second  twenty-four  hours  there 
were  3 deaths  in  cases  receiving  less  than 
24  Gm.  In  the  third  twenty-four  hours 
there  were  4 deaths.  In  patients  who 
lasted  more  than  seventy-two  hours,  there 
were  10  deaths,  4 of  whom  were  bacteremic. 
These  cases  had  received  more  sulfapyri- 
dine.  We  saw  patients  who  did  not  re- 
cover with  a high  concentration,  and  we 
observed  patients  who  relapsed  with  a 
low  concentration  and  in  whom  a higher 
concentration  became  necessary  because 
of  fastness  to  the  drug.  (This  may  de- 
velop in  the  course  of  treatment  as  shown 
in  Chart  3 where  the  patient  had  a high 
concentration  and  died.)  Because  of 
toxicity  or  because  the  severest  cases  re- 
ceived a larger  dose,  a very  high  concen- 
tration may  not  be  associated  with  re- 
covery. The  toxic  action  of  the  drug  may 
contribute  to  the  fatality. 

We  analyzed  our  experience  in  the 
treatment  of  cases  with  sulfapyridine  and 
with  sulfapyridine  plus  serum.  This 
analysis  revealed  that  there  was  no 
statistical  difference  in  the  mortality  of 
patients  having  high  or  low  concentra- 
tions of  sulfapyridine.  It  was  found  that 
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A-  MGS  Vo  CONCENTRATIONS  SULFAPYRIDINE  IN  BLOOD 


Chart  3.  This  43-year  old  male  patient  entered  on  the  first  day  of  his  Pneumococcus  type  VII 
pneumonia.  On  the  second  day  the  broth  was  positive.  He  was  given  sulfapyridine  alone  and  the 
following  morning  the  concentration  was  8.3  mg.  per  hundred  cubic  centimeters.  The  blood  re- 
mained sterile  for  four  days.  On  the  fifth  day,  his  blood  contained  twelve  colonies  on  one  plate  and 
twenty-six  colonies  on  the  other.  The  concentration  in  the  blood  was  5.5  mg.  %.  Dr.  Colin  MacLeod 
kindly  determined  the  response  to  sulfapyridine  of  the  pneumococci  of  both  blood  cultures  and  found 
that  the  organism  first  obtained  was  sensitive  to  1 in  50,000  sulfapyridine  (2  mg.  %),  while  the  organ- 
isms obtained  five  days  later  were  not  inhibited  at  all  in  5 mg.  % concentration.  No  specific  soluble 
substance  was  detected  in  the  blood.  On  the  seventh  day  the  patient  received  upward  of  329,000 
units  of  rabbit  serum  and  died  that  evening. 

the  average  dose  was  25  Gm.  and  the 
range  of  desirable  concentration  was  from 
4 to  6 mg.  %,  the  median  high  concentra- 
tion being  6 mg.  % while  the  median 
initial  concentration  was  5 mg.  % of  free 
sulfapyridine.  In  61  per  cent  of  the  cases 
the  initial  concentration  was  the  highest 
one  achieved  by  the  patient.  In  60  cases 
studied  where  the  initial  concentration  of 
free  sulfapyridine  was  the  highest,  there 
were  3 deaths,  while  in  60  cases  where  it 
was  not  the  highest  there  were  8 deaths. 

We  do  not  have  knowledge  of  the  con- 
centration required  in  any  one  patient. 

The  advantages  of  adding  serum  to  the 
therapy  are  evidenced  by  the  fact  that 


fewer  deaths,  especially  in  bacteremic 
cases,  occurred  with  adequate  serum  and 
sulfapyridine,  and,  in  a significant  number 
of  cases,  the  illness  ended  more  frequently 
within  twenty-four  hours  (Chart  4). 

Duration  of  Administration. — Because 
many  of  the  factors  that  determine 
effective  therapy  cannot  be  learned 
promptly,  it  should  be  assumed  that  the 
patients  are  infected  with  virulent  organ- 
isms moderately  susceptible  to  the  drug 
and  that  a concentration  of  4 to  6 mg.  per 
hundred  cubic  centimeters  is  desirable 
unless  there  are  factors,  such  as  meningitis, 
bacteremia,  etc.,  requiring  a larger  con- 
centration. 
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COMPARISON  OF  SULFAPYRIDINE  AND  ADEQUATE  SERUM  PLUS  SULFAPYRIDINE 
JAN.I.1 939 -APRIL  1.1940 


TOTAL  BACTEREMC  % Of  CASES 

MORTALITY  MORTALITY  TERMINATING 

RATE,  RATE  IN  24  HOURS 


Chart  4.  These  graphs  compare  the  total 
mortality,  the  bacteremic  mortality,  and  the 
shortening  of  the  illness.  The  R.D.E.  5.2,  for 
the  shortening  of  illness,  indicates  that  the 
duration  in  the  two  groups  is  significantly 
different. 


For  a long  time  it  has  been  recom- 
mended by  some  that  the  drug  should  be 
administered  for  at  least  a week  and 
gradually  tapered  off.8  The  wisdom  of 
this  advice  we  have  questioned,  and,  in- 
stead of  giving  small  doses  and  achieving 
a gradual  increased  blood  concentration 
and  then  tapering  off,  we  have  thought 
that  it  was  better  to  reach  a high  concen- 
tration as  soon  as  possible  and  administer 
the  sulfapyridine  over  a shorter  time.  As 
shown  by  our  experience,  there  is  less 
formation  of  acetyl  sulfapyridine,  the 
toxic  product,  in  this  way.  There  was  no 
correlation  between  the  total  amount 


administered  and  the  recovery  rate  of 
pneumonia  patients. 

Summary  and  Conclusions 

It  has  been  found  in  our  studies  that 

(1)  sodium  sulfapyridine  gives,  as  a rule, 
a better  absorption  than  sulfapyridine; 

(2)  oral  sodium  sulfapyridine  gives  con- 
centrations that  are  often  as  good  as  those 
obtained  from  intravenous  administra- 
tion; (3)  absorption  is  principally  from 
the  intestine  and  does  not  occur  well 
from  the  colon  or  rectum ; (4)  the  drug  is 
excreted  irregularly  from  the  kidneys  and 
is  found  in  high  concentrations  in  the 
diseased  lung,  in  the  skin,  and  in  the 
kidneys  where  the  high  acetylation  is 
present;  (5)  if  the  high  concentrations 
are  obtained  promptly,  less  drug  is  re- 
quired and  there  are  fewer  deaths  and 
there  is  less  chance  for  toxic  action. 
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ANY  PHYSICIAN  MAY  EXHIBIT  “WHEN  BOBBY  GOES  TO  SCHOOL”  TO  THE  PUBLIC 


Under  the  rules  laid  down  by  the  American 
Academy  of  Pediatrics,  their  new  educational-to- 
the-public  film  “When  Bobby  Goes  to  School” 
may  be  exhibited  to  the  public  by  any  licensed 
physician  in  the  United  States.  All  that  is  re- 
quired is  that  he  obtain  the  endorsement  by  any 
officer  of  his  county  medical  society.  Endorse- 
ment blanks  for  this  purpose  may  be  obtained  on 
application  to  the  distributor,  Mead  Johnson  & 
Company,  Evansville,  Indiana. 


Such  endorsement,  however,  is  not  required 
for  showings  by  licensed  physicians  to  medical 
groups  for  the  purpose  of  familiarizing  them 
with  the  message  of  the  film.  “When  Bobby 
Goes  to  School”  is  a 16-mm.  sound  film,  free 
from  advertising,  dealing  with  the  health  ap- 
praisal of  the  school  child,  and  may  be  borrowed 
without  charge  or  obligation  on  application  to 
the  distributor,  Mead  Johnson  & Company, 
Evansville,  Indiana. 


WONDERS  WILL  NEVER  CEASE 

A hopeful  item  in  a fruit-growers’  journal  re- 
lates that  a professor  in  a university  in  the  west- 
ern apple  belt  “has  completed  experiments  in 
the  nutritional  research  laboratory  at  the  univer- 
sity which  indicate  that  apple  seeds  are  rich  in  a 
muscle-regulating  substance,  probably  a vitamin. 
Eating  ground  apple  seeds  or  drinking  the  oil 
which  is  pressed  from  them,  both  caused  re- 
markable recoveries  in  animals  near  death  with 
wasted  muscles.” 


THE  CYNICAL  MUSE 

Health  Service,  Incorporated 
We  don’t  want  the  indigent  poor — 

We’re  after  the  higher  brackets: 

Thirty  docs  will  collect  the  rocks — 

It’s  the  best  of  all  possible  rackets. 

Jingle  developed  by  a Massachusetts  medico 
after  reading  in  the  New  England  Journal  of 
Medicine  about  a new  kind  of  group  practice. 

— J.A.M.A. 


THE  INFLUENCE  OF  SULFAPYRIDINE  ON  THE 
PNEUMONIAS  OF  CHILDHOOD 

A Clinical  Study  of  85  Cases  at  a Municipal  Hospital 

Samuel  L.  Ellenberg,  M.D.,  and  Harry  S.  Altman,  M.D.,  New  York  City 
{From  the  Pediatric  Service,  Lincoln  Hospital) 


The  problem  of  lowering  the  mortality 
rate  of  pneumonia  in  infancy  and 
early  childhood  has  been  of  the  gravest 
importance  to  the  pediatrician,  the  gen- 
eral practitioner,  and  everybody  inter- 
ested in  the  subject  of  pneumonia  in 
children.  In  fact  as  recently  as  1937,  one 
of  us  (S.  L.  E.)  in  an  article  on  lobar  pneu- 
monia in  childhood1  emphasized  that 
“efforts  should  be  made  by  all  investiga- 
tors to  devise  more  effective  therapeutic 
measures  for  treating  lobar  pneumonia  in 
the  age  group  under  2,  where  the  mortal- 
ity is  highest.” 

The  excellent  results  obtained  by  the 
English  workers  with  M.  & B.  693  stimu- 
lated a tremendous  wave  of  interest  in  the 
treatment  of  pneumonia  with  this  new 
therapeutic  agent.  Through  the  kindness 
of  the  American  Manufacturer*  of  this 
drug,  the  Lincoln  Hospital  was  allotted 
a supply  of  Dagenan  or  sulfapyridine  (as 
it  was  later  named  by  the  Council  of 
Pharmacy  and  Chemistry  of  the  A.M.A.) 
to  study  its  effect  on  the  course  of  pneu- 
monia in  infancy  and  early  childhood. 
This  clinical  study  covering  a six-month 
period  was  begun  on  December  19,  1938, 
and  includes  patients  admitted  to  the 
hospital  up  to  June  19,  1939 — a total  of 
85  cases. 

Age 

For  a three-month  period  (December, 
1938,  to  March  19,  1939)  the  drug  was  ad- 
ministered almost  exclusively  to  infants 
and  children  under  the  age  of  2x/2  years, 
as  our  first  consideration  was  to  observe 
the  effect  on  the  mortality  rate  of  this  age 
group.  In  7 other  children  sulfapyridine 
was  used  because  the  child  was  extremely 
ill  or  a type  I pneumococcus  had  been  ob- 
tained from  pharyngeal  swabbings.  Since 


type  I pneumococcus  has  been  the  most 
frequent  in  causing  empyema  in  childhood2 
not  only  in  our  institution  but  in  most  of 
the  cases  reported  in  the  literature,  we 
were  interested  in  noting  what  effect,  if 
any,  sulfapyridine  had  on  the  prevention 
of  this  complication. 

After  the  results  of  this  preliminary 
study  were  submitted  to  the  editor  of 
the  J. A.M.A.  to  be  incorporated  in  the 
comprehensive  study  of  the  effect  of  sulfa- 
pyridine in  pneumonia,  it  was  determined 
to  enlarge  the  scope  of  our  study  by  offer- 
ing the  drug  to  all  children  having  pneu- 
monia regardless  of  their  age. 

The  distribution  of  the  patients  accord- 
ing to  age  in  the  preliminary  three-month 
series  and  the  completed  six-month  group 
is  found  in  Table  1. 


TABLE  1 


Age 

No.  of  No.  of 

Patients,  Patients, 
Dec.  19,  March 

1938-March  20- June 
19,  1939  19,  1939 

Total, 

Dec.-June 

10  days-6  months 

6 6 

12 

6 months-1  year 

4 

7 

11 

1 year-2  V2  years 

18 

17 

35 

2»/«  years-and  over 

7 

20 

27 

Classification  of  the  Pneumonias 

In  this  series  of  85  cases,  60  patients  had 
lobar  pneumonia  and  25  children  had 
bronchopneumonia.  This  division  repre- 
sents the  consensus  of  the  staff,  as  it  is 
difficult  at  times  to  be  absolutely  certain 
of  the  type  of  pneumonia  in  an  individual 
case.  Griffith3  sometime  ago  pointed 
out  that  whether  a patient  was  considered 
to  have  lobar  or  bronchopneumonia  de- 
pended on  the  examining  physicians  re- 
actions and  not  on  incontrovertible  evi- 
dence. The  x-ray  was  only  of  infrequent 
aid  in  determining  whether  a pneumonia 
existed  or  what  type  of  pneumonia  was 
present.  In  the  majority  of  the  lobar 
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TABLE  2. — Organism  Responsible  for  the 
Pneumonia 


Type 

No.  of 

Other 

No.  of 

Pneumococcus 

Cases 

Organisms 

Cases 

I 

9 

Streptococcus  gamma 

11 

IV 

1 

Streptococcus  beta 

5 

V 

1 

Streptococcus  alpha 

1 

VI 

4 

Staphylococcus  albus 

7 

VII 

2 

IX 

3 

X 

2 

XI 

1 

XIV 

5 

XV 

1 

XVI 

3 

XVII 

1 

XIX 

1 

XX 

1 

XXIV 

1 

XXVII 

1 

pneumonia  patients  diagnosed  clinically, 
the  x-ray  confirmed  the  diagnosis,  and 
only  rarely  did  it  reveal  a pneumonia  that 
might  not  have  been  suspected  clinically. 
In  very  few  cases  of  clinical  broncho- 
pneumonia did  the  x-ray  confirm  the 
diagnosis,  a report  of  “negative  for  lesion 
of  the  lungs”  or  “increased  lung  mark- 
ings” being  all  too  frequently  returned. 

When  the  subsequent  course  or  findings 
did  not  substantiate  the  diagnosis  of 
pneumonia  that  case  was  excluded  from 
the  survey. 

Severity  of  Illness 

To  aid  in  the  analysis  of  the  thera- 
peutic results  obtained  with  the  drug,  an 
attempt  was  made  to  classify  the  patients 
into  three  groups : the  severely  ill,  moder- 
ately ill,  or  mildly  ill.  This  classification 
represents  the  consensus  of  the  staff  of 
the  condition  of  each  child  at  the  time 
when  sulfapyridine  was  first  administered. 
Thus,  34  children  were  severely  sick,  50 
were  moderately  sick,  and  1 was  mildly 
ill. 

Day  of  Illness  When  Sulfapyridine  Was 
Given 

It  is  difficult  at  times  to  determine  cate- 
gorically the  day  of  onset  of  a pneumonic 
process  in  the  children  admitted  to  a 
municipal  hospital,  for  a number  of  them 
do  not  have  medical  attendance  preced- 
ing their  admission  and  so  the  decision 
as  to  the  time  of  onset  must  be  gleaned 
from  the  parents’  story.  Where  the  child 
has  had  an  upper  respiratory  infection  for 
some  time  or  a gastroenteritis  or  an  otitis 
media,  etc.,  the  problem  of  deciding  when 


the  patient  entered  the  pneumonic  phase 
of  his  or  her  illness  is  even  more  difficult  of 
solution.  With  these  disturbing  thoughts 
in  mind  we  report  that  sulfapyridine  was 
administered  from  the  first  to  the  twenty- 
fourth  day  of  onset  of  the  illness  that 
brought  the  patient  to  the  hospital.  In 
the  majority  of  the  children  in  this  series 
the  drug  was  given  on  the  fifth  day  of  ill- 
ness. 

Organism  Obtained  from  Pharyngeal 
and  Laryngeal Swabbings,  Sputum,  Chest 
Fluid,  or  Blood 

Cultures  and  typings  were  made  on  ma- 
terial obtained  from  swabbings  of  the 
pharynx  and  larynx  or  from  sputum. 
When  fluid  from  the  pleural  cavity  was 
obtained,  it  was  cultured  and  typed,  and 
a routine  blood  culture  was  performed  on 
every  patient.  The  organisms  cultured 
from  these  sources  are  listed  in  Table  2. 

The  tabulation  reveals  that  type  I 
pneumococcus  was  the  most  frequent  or- 
ganism cultured  in  this  series.  This  was 
followed  by  type  XIV  and  type  VI,  and 
the  higher  type  pneumococci  were  re- 
covered in  over  half  the  cases.  In  the 
streptococcic  group  of  pneumonias,  the 
Streptococcus  gamma  was  most  fre- 
quently obtained.  It  is  worthy  of  note 
that,  of  the  61  cases  in  which  an  organ- 
ism was  reported  recovered,  40  per  cent 
did  not  show  pneumococci. 

Reliable  positive  blood  cultures  were 
reported  in  3 of  the  patients.  The 
Str.  gamma  was  recovered  in  2 of  these 
patients  and  type  I pneumococcus  in  the 
remaining  1.  Although  Staphylococcus 
albus  was  reported  in  a few  others,  these 
were  considered  contaminations,  since  the 
organisms  cultured  from  swabbings  of  the 
pharynx  and  larynx  were  of  different 
types. 

Sulfapyridine  Administration — Dosage 
and  Effect  on  Clinical  Course 

Sulfapyridine  was  given  to  each  child 
according  to  the  following  schedule : 
for  the  first  twenty-four  hours,  the  total 
daily  dose  equivalent  to  0.2  Gm.  per 
kilogram  of  body  weight  was  divided  into 
six  equal  doses  and  given  at  four-hour 
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intervals.  The  tablets  were  crushed, 
suspended  in  water,  and  administered 
orally.  In  the  following  twenty-four 
hours,  the  total  daily  dose  corresponding 
to  0.1  Gm.  per  kilogram  of  body  weight 
was  given  in  divided  equal  doses  at  four- 
hour  intervals.  This  last  dose  was 
continued  three  times  on  the  third  day 
and  thereafter  until  the  temperature  was 
normal  for  three  days. 

For  the  most  part  no  difficulty  was  en- 
countered by  the  nurse  in  giving  the  drug, 
and,  in  the  few  cases  where  nausea  or 
vomiting  occurred,  the  medication,  ad- 
ministered in  fruit  juices,  milk,  jelly,  or 
l/%  drachm  of  paregoric,  preceded  the  ad- 
ministration of  the  drug.  In  the  majority 
of  cases  sulfapyridine  was  given  for  five 
days,  and  the  longest  period  of  adminis- 
tration was  twenty-four  days.  Sulfa- 
pyridine administration  was  always  pre- 
ceded by  a routine  urine  and  blood  ex- 
amination. Although  a few  patients  ex- 
hibited a mild  to  a moderate  secondary 
anemia  and  some  had  a leukocyte  count 
around  6,500,  nevertheless,  these  findings 
did  not  prove  to  be  any  real  contraindica- 
tion to  the  drug  administration  as  the  sub- 
sequent clinical  course  of  these  patients 
demonstrated. 

In  the  majority  of  the  patients,  irre- 
spective of  their  age,  there  was  a dramatic 
drop  in  the  temperature  from  103  to  105 
F.  to  a normal  temperature  in  twelve  to 
forty-eight  hours.  In  other  patients 
where  the  drop  was  not  so  precipitous,  a 
normal  temperature  was  reached  by  rapid 
lysis  in  three  days.  Where  the  tempera- 
ture did  not  become  normal  in  three  days, 
a complication  was  usually  found  or  the 
patient  went  on  to  a fatal  termination. 
In  about  one-fifth  of  the  cases  a secondary 
rise  in  temperature  from  101  to  104  F.  was 
noted  on  the  fourth  or  sixth  day  after 
therapy  was  instituted.  This  flurry  in 
temperature  was  sometimes  accompanied 
by  signs  or  symptoms  of  a seeming  re- 
lapse, but,  nevertheless,  it  quickly  sub- 
sided in  twenty-four  to  forty-eight  hours. 

Besides  the  almost  uniform  decrease  in 
the  temperature  within  the  first  twelve  to 
twenty-four  hours,  there  was  noted  a defi- 
nite subsidence  of  the  toxic  appearance  of 


the  child — in  many  instances  the  change 
was  so  marked  as  to  belie  the  presence  of 
the  underlying  pneumonia.  An  active 
interest  in  the  surroundings  and  an  in- 
creased desire  for  fluids  were  noted  on 
the  second  day.  In  a scant  few  instances 
it  was  noted  that  despite  the  fall  in  tem- 
perature induced  by  the  drug  the  patient 
continued  to  look  sick  for  a day  or  two 
longer  and  then  assumed  the  usual  im- 
proved appearance. 

In  the  majority  of  cases  the  consolida- 
tion in  the  lungs  as  revealed  by  serial 
x-rays  did  not  clear  up  any  faster  than 
formerly,  nor  did  the  drop  in  the  tempera- 
ture indicate  the  onset  of  resolution,  for  in 
most  cases  evidence  of  resolution  lagged 
behind  the  decrease  in  the  temperature. 

Additional  Therapeutic  Measures 

Although  sulfapyridine  was  the  sole 
therapeutic  measure  employed  in  the  vast 
majority  of  the  patients,  nevertheless,  it 
had  to  be  supplemented  by  the  adminis- 
tration of  oxygen  in  16  cases,  transfusion 
in  8 cases,  and  the  use  of  supportive 
measures  such  as  infusion,  clysis,  seda- 
tives, etc.,  in  10  cases.  In  3 cases  anti- 
pneumococcus serum  was  given  in  con- 
junction with  sulfapyridine,  in  1 case  be- 
cause of  the  presence  of  a type  I pneumo- 
coccus bacteremia  and  in  2 other  patients 
because  of  their  extreme  critical  condi- 
tion and  the  availability  of  the  proper 
serums. 

In  1 patient  a continuous  infusion  was 
given  because  of  a complicating  gastro- 
enteritis. Of  interest  is  the  fact  that  in 
only  2 patients  was  abdominal  distention 
present  to  the  extent  of  requiring  relief 
by  the  usual  measures  employed  to  com- 
bat this  complication,  which  is  in  strik- 
ing contrast  to  the  findings  noted  in  a 
previous  survey. 

Complications 

Table  3 lists  in  the  order  of  frequency 
the  complications  observed  in  this  series. 
Otitis  media  as  usual  heads  the  list.  In  a 
number  of  instances  it  was  noted  before 
sulfapyridine  was  given,  and  in  a few 
cases  it  appeared  after  the  drug  had  been 
discontinued.  However,  in  most  of  the 
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TABLE  3 


Complications 

Otitis  media  24 

Empyema  and  effusion  9 

Meningism  10 

Gastroenteritis  5 

Distention  3 

Cervical  adenitis  4 

Nephritis  1 

Toxic  pyschosis  1 

Furunculosis  1 

Submaxillary  gland  involvement  1 

Generalized  peritonitis  1 


patients  it  developed  during  the  course  of 
sulfapyridine  administration.  Meningism 
was  present  at  the  time  of  hospital  ad- 
mission and  before  the  drug  was  given. 
In  every  case  where  it  was  noted  as  a 
complication,  it  appeared  that  sulfa- 
pyridine had  no  appreciable  effect  on  the 
length  of  time  it  took  to  subside.  Of  the 
9 cases  showing  evidence  of  fluid  in  the 
pleural  cavity,  3 had  this  complication 
when  admitted  to  the  hospital.  Five  of 
the  cases  were  successfully  treated  with 
repeated  chest  aspirations,  and  in  3 of  the 
5 the  fluid  remained  thin.  In  only  4 cases 
was  surgical  intervention  necessary  to 
clear  up  the  empyema.  Type  I pneumo- 
cocci were  recovered  from  the  chest 
fluid  in  4 of  the  patients,  Streptococcus 
beta  from  2 cases,  type  V pneumococcus 
from  2,  Staphylococcus  albus  from  1,  and 
in  2 cases  no  organism  was  cultured  out. 
Gastroenteritis  appeared  in  5 patients, 
most  of  it  during  a period  when  epidemic 
diarrhea  was  prevalent  on  the  ward. 

Hospital  Stay 

The  uncomplicated  cases  stayed  in  the 
hospital  for  ten  to  seventeen  days  with  an 
average  stay  of  thirteen  days.  Although 
a number  of  these  children  could  have 
been  discharged  earlier,  it  was  felt  advis- 
able to  keep  these  patients  under  observa- 
tion for  the  possible  development  of  any 
late  complication  or  toxic  drug  reaction. 

Toxic  Reactions  of  Sulfapyridine 

Surprisingly  few  toxic  reactions  were 
noted  in  this  series.  Three  patients 
showed  skin  eruptions,  two  being  measles- 
like in  appearance  and  one  distinctly 
urticarial.  In  2 of  these  cases  there  were 
other  allergic  manifestations  or  an  aller- 
gic history,  and  in  the  third  case  a poor 


resistance  of  the  skin,  as  indicated  by 
furunculosis,  was  present.  Two  cases  had 
diarrhea  and  1 patient  had  a hematuria. 
The  hemopoietic  system  was  affected  in 
only  2 cases — in  1 there  was  a pronounced 
drop  in  the  red  blood  count  and  Hgb., 
and  the  drug  was  discontinued;  and  in 
the  other  case,  agranulocytosis  developed 
from  which  the  patient  recovered.  In 
only  1 case  was  cyanosis  noted,  and  this 
was  in  one  of  the  allergic  patients  who  had 
developed  a rash. 

The  most  serious  reaction  in  this  series 
was  the  agranulocytosis  which  developed 
in  a 1 -year-old  boy  who  was  admitted 
February  26,  1938,  for  diarrhea  and 
shortly  thereafter  developed  lobar  pneu- 
monia (L.L.L.)  of  type  XVI  pneumo- 
coccus. Sulfapyridine  was  begun  March 
4,  1939,  and  stopped  after  five  days  with 
a very  good  result,  and  the  child  was  dis- 
charged on  March  12,  1939.  The  child 
was  readmitted  on  March  17  for  R.L.L. 
pneumonia  with  a white  blood  count  of 
12,650  and  polymorphonuclears  72  per 
cent.  He  was  given  sulfapyridine  for  five 
days,  again  with  a good  result.  On  March 
31,  1939,  the  child  developed  a diarrhea 
which  continued  with  a low-grade  tem- 
perature until  April  10,  1939.  On  April 
14,  1939,  the  patient  presented  evidence 
of  bronchopneumonia.  Sulfapyridine 
therapy  was  again  begun  and  was 
promptly  discontinued  after  one  dose  of 
the  drug  had  been  given  when  the  white 
blood  count  was  reported  to  be  4,750. 
The  child  looked  quite  toxic,  the  leuko- 
cytes steadily  diminished,  and  three  days 
later  the  white  blood  count  was  3,200  with 
1 per  cent  polymorphonuclears.  With  the 
aid  of  transfusion,  liver  extract,  and  a 
continuous  infusion  the  count  rose  to 
9,450  and  the  polymorphonuclears  to 
27  per  cent  in  three  days,  and  the  con- 
valescence was  thereafter  uneventful. 

Mortality 

In  this  group  of  85  cases  there  were  6 
deaths  giving  a mortality  percentage  rate 
of  7.0  for  the  series.  Excluded  from  con- 
sideration in  this  survey  were  those 
children  who  died  within  twelve  hours  of 
admission  to  the  hospital.  All  of  the 
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deaths  occurred  in  the  age  group  under 
2x/%  years,  and  the  mortality  rate  of  this 
group  of  58  children  was  10  per  cent.  Of 
particular  interest  is  the  fact  that  the 
pneumococcus  was  not  recovered  from 
any  child  who  died,  the  organisms  im- 
plicated being  the  Streptococcus  gamma 
in  2 cases,  Staphylococcus  albus  in  1 case, 
and  in  the  other  3 no  organism  was  cul- 
tured out. 

In  3 cases  the  real  cause  of  death  was 
believed  to  be  diarrhea.  This  was 
proved  on  postmortem  examination  in  1 
case  when,  besides  a bilateral  broncho- 
pneumonia, an  acute  ulcerative  enteritis 
was  disclosed.  In  2 of  the  deaths  the 
pneumonia  course  was  not  at  all  inhibited 
by  the  sulfapyridine,  the  patients  steadily 
going  downhill  to  a fatal  termination. 

The  sixth  patient  was  extremely  ill  on 
admission  and  was  believed  to  have  a 
pneumonia,  although  no  definite  evidence 
was  present.  Because  of  fullness  of  the 
abdomen,  some  abdominal  pain,  and 
spasticity  of  abdominal  musculature,  a 
peritoneal  tap  was  performed  and  dis- 
closed pus.  The  child  died  shortly  after- 
ward, and  a postmortem  examination 
revealed  an  acute  generalized  peritonitis, 
congestion  of  the  lungs,  and  a congenital 
absence  of  left  kidney  and  ureter. 

Discussion 

The  results  obtained  with  sulfapyridine 
in  this  study  are  in  keeping  with  the  favor- 
able results  reported  in  the  literature. 
It  can  be  rightly  said  that  sulfapyridine 
is  the  most  outstanding  addition  to  our 
therapeutic  armamentarium  in  the  treat- 
men  t of  pneumonia  in  childhood . Its  ease 
of  administration  to  infants  and  children 
and  its  comparative  inexpensiveness  are 
bound  to  appeal  to  the  pediatrician  and 
general  practitioner.  The  majority  of 
infants  and  children  take  the  drug 
readily  enough  when  it  is  suspended  in 
water,  milk,  fruit  juices,  jellies,  or  apple- 
sauce. Where  nausea  and  vomiting  has 
been  encountered  during  sulfapyridine 
administration,  it  has  been  relieved  by 
omitting  one  or  two  doses,  giving  smaller 
doses  at  more  frequent  intervals  or  pre- 
ceding the  dose  with  V2  to  1 drachm  of 


paregoric.  Marshall  and  Long4  advocate 
the  use  of  sodium  sulfapyridine  intraven- 
ously where  severe  vomiting  is  experi- 
enced. 

It  must  be  admitted  that  we  still  do 
not  know  the  optimum  dosage  consistent 
with  recovery  from  pneumonia  in  child- 
hood, nor  are  we  definite  as  to  the  proper 
interval  of  administration. 

Marshall,  Bratton,  and  Litchfield5  have 
demonstrated  that  because  of  varying 
solubility  and  absorption  of  sulfapyridine 
in  the  human  system  there  is  a variable 
concentration  of  the  drug  in  the  blood 
when  the  same  amount  of  sulfapyridine  is 
given  orally.  Wilson,  et  a/.,6  feel  from 
their  series  that  a dosage  that  brings  about 
a level  of  approximately  4 mg.  per  hun- 
dred cubic  centimeters  in  the  blood  will 
provide  a satisfactory  clinical  response. 
Their  report  and  others  show,  however, 
recovery  where  the  blood  concentration 
is  even  less. 

It  is  quite  likely  that  patients  with 
pneumonia  may  not  recover  even  though 
a much  higher  concentration  than  4 mg. 
may  be  present  in  the  blood.  Ross7  re- 
ported a case  of  pneumococcus  menin- 
gitis that  did  not  recover  even  though  the 
blood  concentration  was  high  because  of 
the  apparent  tolerance  or  fastness  to  the 
drug  acquired  by  the  pneumococcus.  This 
fact  was  previously  demonstrated  by  Mc- 
Lean, Roger,  and  Fleming  who  showed 
that  pneumococci  can  readily  acquire 
tolerance  to  sulfapyridine.  Therefore  it 
would  be  wise  to  adopt  the  policy  of  typ- 
ing the  pneumonias  and  giving  specific 
antiserums  where  available  when  a pa- 
tient does  not  respond  satisfactorily  to 
sulfapyridine  after  two  days.  This  pro- 
cedure would  improve  the  immunity  of 
the  patient  so  that  the  infecting  organ- 
isms could  be  destroyed  before  they  had 
time  to  acquire  any  tolerance  to  the  drug. 

This  survey  indicates  that  sulfapyri- 
dine was  therapeutically  effective  in  the 
majority  of  cases  regardless  of  the  day  of 
illness  when  the  drug  was  first  admin- 
istered. This  observation  has  also  been 
noted  by  Hodes,  et  al .,8  and  Mac  Call.11 
We  do  not  feel  that  sulfapyridine  pre- 
vents the  usual  complications  of  pneu- 
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monia  from  developing,  nor  does  it  have 
much  influence  on  the  complications  al- 
ready present  when  the  drug  is  first  ad- 
ministered. 

It  is  our  impression  that  sulfapyridine 
neither  hastens  the  resolution  nor  pre- 
vents the  spread  of  a pneumonic  process, 
but  we  are  quite  aware  of  the  almost 
miraculous  inhibition  of  toxicity  and  the 
dramatic  antipyretic  effect  of  the  drug. 

It  has  been  universally  believed  that 
sulfapyridine  caused  a disappearance  of 
the  infecting  organisms  from  the  sputum 
and  nasopharynx,  but  Hodes,  et  al .,8 
found  that,  in  12  out  of  23  patients, 
cultures  made  two  days  after  sulfapyri- 
dine had  been  stopped  showed  pneumo- 
cocci to  be  still  present.  This,  they  feel, 
may  have  a bearing  on  the  relapses  in 
their  series,  since  4 ch  ldren  developed  a 
second  attack  of  pneumonia  within  two 
weeks  after  sulfapyridine  was  discon- 
tinued. In  our  series,  2 patients  came 
back  with  pneumonia  after  having  been 
discharged  from  the  hospital  only  a rela- 
tively short  time. 

Lawrence9  feels  that  sulfapyridine  pro- 
duces a beneficial  effect  in  pneumonia 
because  it  causes:  first,  a loss  of  type 

specificity,  then  decapsulation,  and,  fi- 
nally, an  inability  of  the  pneumococcus  to 
grow  on  artificial  mediums  or  the  mouse 
peritoneum. 

We  have  been  impressed  by  the  fact 
that  in  the  present  group  of  cases  very 
little  abdominal  distention  was  en- 
countered, which  is  in  marked  contrast 
to  our  previous  experiences.  We  have 
also  noted  that  less  recourse  was  had  to 
therapeutic  procedures  such  as  oxygen, 
transfusion,  clysis,  etc.,  than  in  former 
years. 

It  is  the  general  belief  among  pedia- 
tricians that  in  children,  at  least,  the 
pneumonias  in  1939  have  not  been  as 
severe  as  in  past  years — that  there 
probably  has  been  a lessening  in  virulence 
of  the  organism  responsible  for  the  pneu  - 
monias. Where  control  series  have  been 
reported,  the  mortality  figures  obtained 
were  the  same  or  almost  as  good  as  in 
the  sulfapyridine- treated  group— conse- 
quently, the  uniformly  good  results  re- 


ported in  the  literature  during  the  past 
season  may  not  be  a true  index  of  the 
therapeutic  effectiveness  of  sulfapyri- 
dine. 

The  only  serious  toxic  reaction  in  our 
series,  that  of  agranulocytosis,  indicates 
that  sulfapyridine  is  a comparatively  safe 
drug  to  use  when  the  precautionary 
measures  are  observed  of  examining  the 
urine  and  the  blood  before  and  during  the 
administration  of  the  drug  and  at  less 
frequent  intervals  during  convalescence. 
It  is  wise  to  ensure  a good  fluid  intake 
in  order  to  avoid  concentration  of  urine 
with  the  possible  formation  of  crystals 
and  consequent  hematuria. 

In  our  series  it  was  noted  that  the  toxic 
reactions  appeared,  for  the  most  part,  in 
children  who  were  allergic  or  had  an  al- 
lergic background. 

Summary 

1.  A six-month  study  of  85  cases  of 
pneumonia  in  infancy  and  childhood 
treated  with  sulfapyridine  is  presented. 

2.  Sulfapyridine  is  a most  effective  ad- 
dition to  the  pediatrician’s  armamentar- 
ium in  the  treatment  of  pneumonia,  and 
its  ease  of  administration  and  compara- 
tive inexpensiveness  will  appeal  to  all 
practitioners  of  medicine. 

3.  The  optimum  dosage  and  the 
proper  interval  of  administration  of  the 
drug  needs  further  study. 

4.  Sulfapyridine  has  comparatively 
little  effect  on  preventing  the  complica- 
tions of  pneumonia  or  affecting  the  com- 
plications already  present. 

5.  The  antipyretic  action  of  sulfa- 
pyridine and  the  reduction  of  toxicity 
in  children  are  quite  evident,  but  it  has 
no  effect  on  hastening  the  resolution  or 
preventing  the  spread  of  a pneumonic 
process. 

6.  In  this  study  abdominal  distention 
was  not  noted  as  frequently  as  in  former 
years,  and  other  therapeutic  procedures 
such  as  oxygen,  transfusion,  clyses,  etc., 
were  used  less  frequently. 

7.  Comparatively  few  toxic  reactions 
from  sulfapyridine  were  noted,  and  only 
one  serious  reaction  (agranulocytosis) 
was  encountered.  Frequent  examination 
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of  the  urine  and  blood  are  important 
during  treatment  of  the  patient. 

8.  The  season  of  1939  may  not  offer  a 
true  therapeutic  index  of  the  effective- 
ness of  sulfapyridine,  as  the  virulence  of 
the  infecting  organisms  seemed  to  be 
less  than  in  previous  years. 

9.  Further  observation  of  the  drug 
in  the  treatment  of  pneumonia  in  child- 
hood is  definitely  warranted. 

250  West  21st  Street 
940  Grand  Concourse 
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That’s  socialized  medicine,  run  by  politicians, 
based  on  quantity,  not  quality,  and  paid  for  by 
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ANOTHER  KIND  OF  PREPAREDNESS 

If  you  do  not  equip  yourself  to  do  periodic 
health  examinations  you  may  find  yourself  as  un- 
prepared as  the  democracies  are  to  the  new  blitz- 
krieg type  of  warfare,  remarks  the  Journal  of  the 
Michigan  State  Medical  Society. 

Perhaps  you  feel  that  overnight  you  can  pre- 
pare yourself  to  evaluate  satisfactorily  the  health 
of  a supposedly  healthy  person.  It  won’t  take 
you  quite  as  long  as  it  will  take  the  United  States 
to  build  airplanes  and  tanks,  but  you  can’t  do  it 
overnight. 

Survey  yourself  and  your  office  equipment  to 
determine  your  capability  to  make  a complete 
physical  examination  and  then  begin  testing  your 
ability.  The  ordinary  life-insurance  examina- 
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MEDICAL  PREPAREDNESS— CONFUSION 

In  order  to  avoid  a considerable  amount  of  con- 
fusion which  it  says  already  is  apparent,  the  Na- 
tional Committee  on  Medical  Preparedness  of 
the  American  Medical  Association  feels  that  the 
early  appointment  of  a coordinator  for  medical 
and  health  services  is  an  urgent  necessity,  a re- 
port on  a recent  meeting  of  the  Committee,  pub- 
lished in  The  Journal  of  the  Association  for 
August  10,  reveals. 

The  report  of  the  Committee’s  action  says: 
“Attention  was  called  to  the  fact  that  many 
organizations  of  physicians  had  offered  their  serv- 
ices through  the  Committee,  including  the 
American  Heart  Association,  the  National 
Organization  of  Women  Physicians,  the  National 
Medical  Association,  and  similar  bodies.  Appar- 
ently some  of  these  associations  had  been  specifi- 
cally asked  by  various  governmental  agencies  to 
undertake  certain  projects.  It  was  voted  that  a 
message  be  drafted  and  sent  to  the  Advisory 
Committee  on  National  Defense  and  to  the 
President,  calling  attention  to  the  fact  that  the 
Committee  on  Medical  Preparedness  meeting 
with  representatives  of  governmental  agencies 
already  finds  evidence  of  duplication  of  effort  and 
of  much  confusion  and  that  it  is  felt  that  the  early 
appointment  of  a coordinator  for  medical  and 
health  services  is  greatly  desired  in  order  to  speed 
mobilization  of  medical  resources  for  any  emer- 
gency.” 


tion  has  been  accepted  by  many  people,  both  lay 
and  medical,  as  a complete  examination,  but 
thoughtful  consideration  reveals  the  falsity  of 
that  premise. 

For  a number  of  years  the  American  Medical 
Association  has  attempted  to  stimulate  interest 
in  complete  physical  examinations.  It  publishes 
blanks  which  are  rather  capable  guides.  It  also 
publishes  a manual  on  “Periodic  Examinations” 
(obtainable  from  the  American  Medical  Associa- 
tion, 535  North  Dearborn  Street,  Chicago,  for 
twenty-five  cents),  which  is  extremely  valuable. 

Don’t  wait  for  the  public  to  demand  these  ex- 
aminations. Keep  ahead  of  the  crowd  and  offer 
it  to  your  patients. 


A SURVEY  OF  EIGHTEEN  YEARS  OF  PNEUMONIA  AT  THE 
NASSAU  HOSPITAL 

Benjamin  R.  Allison,  M.D.,  Hewlett,  New  York 
( From  the  Medical  Service  of  the  Nassau  Hospital,  Mineola,  Long  Island) 


A survey  of  eighteen  years  of  pneu- 
monia at  the  Nassau  Hospital  covers 
a very  interesting  period  in  the  history  of 
this  disease.  During  this  time  great 
progress  has  occurred  in  the  management 
and  treatment  of  pneumonia,  represented 
principally  by  the  development  and  prac- 
tical application  of  antipneumococcus 
serum  and  the  recent  dramatic  advances 
in  the  field  of  chemotherapy. 

In  1922  when  this  series  started,  we 
treated  our  pneumonias  without  the  help 
of  specific  serums,  and  oxygen,  as  then 
used,  was  of  little  benefit.  Many  physi- 
cians digitalized  their  patients  routinely 
and  gave  morphine  freely.  Others  ex- 
posed their  patients  to  all  the  cold  air 
available,  winter  or  summer.  Although 
antipneumococcus  serum  was  introduced 
by  Cole  and  Dochez  in  1913  and  Felton’s 
improved  product  appeared  in  1924,  the 
Nassau  Hospital  was  slow  in  using  it  ex- 
tensively. Knowledge  was  considerably 
ahead  of  its  practical  application.  In  the 
earlier  years  the  laboratory  was  not  con- 
sidered an  essential  adjunct  to  treatment, 
and  a pneumonia  case  was  not  looked 
upon  as  an  emergency.  We  classified  our 
cases  in  terms  of  pathologic  distribution 
of  the  lesion — lobar  pneumonia  and 
bronchopneumonia — and  this  differentia- 
tion was  often  difficult  to  make.  We 
gradually  began  to  think  in  terms  of  the 
invading  organism,  and  now  the  terms 
pneumococcic  and  nonpneumococcic  seem 
much  more  expressive.  We  have  learned 
how  to  apply  our  diagnostic  and  thera- 
peutic knowledge  and,  hence,  approach 
our  pneumonia  patient  with  much  greater 
confidence  than  we  did  in  1922. 

Material  Presented 

Included  in  this  survey  are  1,894  cases 
of  pneumonia  treated  at  the  Nassau 
Hospital  from  1922  through  1939.  Since 


the  advent  of  sulfapyridine  marked  a dis- 
tinct change  in  treatment,  the  cases  up  to 
1939,  1,723  in  number,  have  been  con- 
sidered separately,  and  a summary  of  the 
first  sulfapyridine  year  has  been  added. 
In  all  these  cases  a definite  diagnosis  of 
pneumonia  of  some  type  was  made. 
Questionable  cases,  as  hypostatic  or 
terminal  pneumonias,  possible  lung  in- 
farcts, and  pneumonitis  accompanying 
neoplasms,  were  omitted.  Both  adults 
and  children  and  private  as  well  as  ward 
cases  were  included.  About  70  per  cent 
of  the  total  were  ward  patients. 

Procedure  Compared 

It  is  of  historical  interest  to  compare 
the  management  of  pneumonia  cases  in 
1922  and  1938.  In  1922  in  the  Nassau 
Hospital  little  use  was  made  of  the  labora- 
tory. Sputums  were  not  examined,  blood 
cultures  were  not  done,  and  only  a small 
percentage  of  the  patients  were  x-rayed. 
No  case  was  serum-treated,  oxygen  was 
given  by  the  open  funnel  method — a 
favorite  prescription  being  “oxygen,  five 
minutes  every  hour” — and  drugs  were 
given  much  more  freely.  In  1922,  74  per 
cent  were  given  digitalis,  and  in  1927,  68 
per  cent  were  given  digitalis  and  43  per 
cent,  morphine.  Digitalis  and  morphine 
were  considered  good  treatment.  The 
attending  physician  worried  about  the 
heart  rather  than  the  toxemia.  Strych- 
nine, expectorant  cough  mixtures,  and 
other  drugs  were  frequently  used. 

In  1938,  96  per  cent  had  sputum  ex- 
aminations, 48  per  cent  had  blood  cul- 
tures done,  and  87  per  cent  were  x-rayed. 
Sixty-four  per  cent  showed  a type  pneu- 
mococcus in  the  sputum,  and  46  per  cent 
of  this  number  were  serum- treated. 
Oxygen,  by  tent  or  the  intranasal  catheter 
method,  was  given  to  all  toxic  and  moder- 
ately toxic  cases,  and  digitalis  was  given 
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only  to  patients  who  had  heart  disease 
and  indicated  it.  Morphine  was  rarely 
used.  The  mortality  in  1922  was  31.5 
per  cent  and  in  1938,  11  per  cent.  The 
average  day  of  admission  was  four  and 
seven-tenths  days  in  1922  and  two  and 
six-tenths  days  in  1938.  Now,  cases  are 
not  only  admitted  earlier  in  the  disease 
but  treatment  is  started  at  once  upon 
admission. 

This  change  in  management  is  herewith 
illustrated. 


-Percentage 

Sputum 

examined 

Blood 

culture 

X-Ray 

Digitalis 

Serum 

1922 

5.2 

2.6 

10.5 

74.0 

0 

1929 

60.0 

34.1 

30.3 

76.3 

15.1 

1936 

69.0 

56.5 

67.4 

0 

7.7 

1938 

96.0 

48.0 

87.4 

0 

29.1 

Mortality 

Tables  1,  2,  and  3 furnish  data  as  to 
general  mortality,  yearly  mortality,  day 
of  disease  admitted  to  hospital,  and  per- 
centage of  cases  under  10  and  over  60 
years  of  age. 


TABLE  1. — General  Mortality 


Cases 

Mortality,  Percentage 

Total 

1,723 

24.6 

Lobar  pneumonia 

1,236 

25.4 

Bronchopneumonia 

487 

22.8 

Pneumococcic  pneumonia 

891 

23.1 

TABLE  2. — Mortality  in  Groups  of  Years 


1922-1924 

96 

33.3 

1925-1927 

243 

30.4 

1928-1930 

300 

29.0 

1931-1933 

397 

25.2 

1934-1936 

395 

22.8 

1937-1938 

292 

14.4 

The  steady  decline  in  the  mortality 
rate  from  33.3  per  cent  in  the  three-year 
period,  1922-1924,  to  14.4  per  cent  in  1937 
and  1938  and  11  per  cent  in  1938  is  im- 
pressive. The  significant  drop  has  oc- 
curred, however,  only  in  the  last  four 
years,  1935-1938.  The  reasons  for  this 
improvement  will  be  discussed  later  in 
this  paper. 


TABLE  4 


Type 

Cases 

Mortality,  Percentage 

I 

251 

20.7 

II 

36 

44.4 

III 

109 

41.3 

Group 

IV 

495 

18.7 

Total 

891 

23.1 

1931-1934 

I 

72 

23.6 

II 

10 

40.0 

1935-1938 

I 

99 

16.1 

II 

9 

55.5 

Pneumococcic  Pneumonias 

Of  the  total,  the  type  was  established  in 
891  cases,  that  is,  there  were  891  proved 
pneumococcic  pneumonias  with  a mor- 
tality of  23.1  per  cent  (Table  4).  We 
have  continued  the  use  of  “group  IV” 
throughout  this  series,  since  it  has  only 
been  during  the  past  two  years  that  our 
laboratory  has  been  equipped  to  differ- 
entiate all  thirty-two  types.  The  inci- 
dence and  mortality  in  the  four  groups 
show  nothing  significant,  except  the  small 
number  and  high  mortality  of  cases  of 
type  II.  On  Long  Island,  type  II  seems 
to  occur  less  frequently  than  it  does  in 
many  sections  of  the  country.  A com- 
parison of  the  four-year  periods,  1931- 
1934  and  1935-1938,  shows  a definite  im- 


TABLE  3 


Mortality 

Percentage  of 
Cases  Under 
10  Yr.  of  Age 

Percentage  of 
Cases  60  Yr. 
and  Over 

Average 
Day  of 
Disease 
Admitted 

Percentage, 

Blood 

Culture 

Taken 

Percen- 

tage, 

X-Ray 

1922 

31.5 

15  7 

10.4 

4.7 

0 

10.5 

1923 

51.8 

14.1 

11.0 

3.9 

0 

11.0 

1924 

19.0 

19.3 

9.6 

5.6 

0 

16.0 

1925 

31.2 

24.5 

7.5 

5.0 

0 

17.1 

1926 

33.3 

28.2 

7.7 

4.4 

2.8 

19.0 

1927 

25.6 

18.9 

8.0 

3.2 

9.4 

41.9 

1928 

33.0 

29.3 

10.1 

4.3 

5.6 

31.2 

1929 

24.6 

31.6 

6.3 

3.7 

34.1 

30.3 

1930 

28.5 

30.0 

13.0 

3.6 

43.7 

40  0 

1931 

28.0 

30.2 

4.6 

3.7 

51.1 

70  9 

1932 

22.1 

47.0 

2.8 

4.0 

31.4 

73.5 

1933 

26.4 

30.0 

6.4 

3.8 

40.9 

50.0 

1934 

29.5 

38.6 

9.0 

4.0 

50.5 

57.5 

1935 

17.9 

41.0 

9.7 

4.0 

52.2 

54.4 

1936 

20.9 

30.0 

18.6 

3.5 

56.5 

67.4 

1937 

18.1 

36.3 

9.0 

2.9 

46.6 

83.0 

1938 

11.0 

31.5 

9.4 

2.6 

48.8 

87.4 
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provement  in  the  mortality  rate  of  type 
Vs.  This  includes  both  serum-treated 
and  untreated  cases. 


TABLE  5 


Type 

Cases 

Mortality,  Percentage 

I 

118 

22.0 

II 

8 

37.5 

III 

0 

IV 

19 

5.2 

Total 

145 

20  6 

Untreated  cases 

1,578 

25.0 

Serum-Treated  Cases 

The  mortality  in  145  serum-treated 
cases  was  20.6  and  in  the  large  untreated 
group  was  25.0  (Table  5).  The  type  I 
treated  mortality  was  22  per  cent.  This 
is  high.  Dr.  Bullowa1  from  the  Harlem 
Hospital  reports  from  1928-36,  752  serum- 
treated  adult  cases  of  type  I with  a 13.3 
mortality.  Finland  and  Brown2  report 
459  from  the  Boston  City  Hospital  with  a 
19  per  cent  rate,  and  the  New  York  State 
Health  Department3  reported  a hospital 
series  of  1,475  cases  with  an  18.5  mortal- 
ity. However,  during  the  past  four  years 
our  results  have  been  much  better — a 
rate  of  15.7  mortality  in  the  treated  group 
and  17.3  in  the  untreated.  This  com- 
pares more  favorably  with  other  recent 
series.  One  of  these  collected  by  Cecil4 — 
a group  of  3,136  type  I treated  cases — 
showed  a mortality  of  13.6  per  cent. 

When  we  compare  our  statistics  with 
others,  several  factors  have  to  be  consid- 
ered. This  series  goes  back  over  a period 
of  eighteen  years  so  it  cannot  be  com- 
pared with  series  including  only  the  past 
four  or  five  years.  We  have  included 
bronchopneumonias  as  well  as  lobar 
pneumonias,  but  this  classification  is  in- 
accurate, for  many  of  the  bronchopneu- 
monias were  probably  lobar  with  but 
small  areas  of  consolidation  and  some  of 
these  showed  pneumococci.  Up  to  1935 
the  death  rate  in  the  two  groups,  lobar 
pneumonia  and  bronchopneumonia,  was 
almost  the  same — less  than  l/2  per  cent 
difference.  Children,  including  infants, 
also  appear  in  this  series,  so  it  cannot  be 
compared  with  adult  groups.  The  tend- 
ency has  also  been  until  recent  years  to 
treat  only  the  sickest  patients  with  serum, 


and  this  has  included  many  hopeless  cases 
arriving  at  the  hospital  late  in  the  disease. 
Our  treatment  has  steadily  improved,  as 
our  results  since  1935  demonstrate.  The 
19  cases  from  group  IV  and  types  IV  to 
XXXII  that  were  treated  showed  excel- 
lent results — 5.2  mortality. 

Blood  Cultures 

As  shown  in  Table  3,  it  was  not  until 
1929  that  the  importance  of  blood  cul- 
tures began  to  be  recognized.  Routine 
blood  cultures  are  supposed  to  be  done  on 
all  cases,  but  for  various  reasons  they  are 
omitted.  In  mild  cases  and  in  cases  that 
were  of  a type  for  which  we  had  no 
serum,  many  physicians  would  not  order 
blood  cultures.  In  all,  603  cases  had  one 
or  more  done ; 132  of  these  were  positive, 
of  which  58.3  per  cent  died.  Of  this 
number,  53  were  serum-treated  with  a 
35.8  per  cent  mortality. 


TABLE  6 


Cases 

Mortality,  Percentage 

0-1 

103 

42.7 

1-10 

473 

10.7 

10-20 

156 

9.0 

20-30 

187 

18.7 

30-40 

252 

18.6 

40-50 

239 

35.1 

50-60 

163 

41.7 

60-70 

99 

49.0 

70-80 

43 

65.1 

80-90 

8 

62.5 

Age  Groupings 

The  age  groupings  (Table  6)  show 
nothing  unusual  except  a higher  mortality 
than  usually  reported  among  infants. 
A mortality  of  42.7  per  cent  is  definitely 
high  and  difficult  to  explain,  for  there 
were  no  cases  in  the  newborn  and  very 
few  in  the  first  weeks  of  life.  It  is  only 
during  the  last  three  or  four  years  that 
serum  was  given  to  children  to  any  ex- 
tent, which  may  in  part  explain  this  high 
death  rate.  Dr.  Bullowa,  from  the  Har- 
lem Hospital,  in  a series  of  1,712  children — 
serum-treated  and  nontreated — found  a 
mortality  of  13.2  per  cent.  Ours  was 
16.5  per  cent. 

Complications  and  Associated  Diseases 

Next  to  persons  suffering  with  peri- 
carditis, alcoholic  patients  fare  worst,  15 
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TABLE  7 


Pericarditis 

Cases 

4 

Mortality,  Percentage 
100.0 

Alcoholic 

16 

93.7 

Meningitis 

9 

77.7 

Peritonitis 

6 

66.6 

Traumatic 

15 

53.3 

Asthma 

7 

42.8 

Lung  abscess 

17 

41.2 

Cardiac 

88 

34.0 

Postoperative 

104 

26.9 

Empyema 

118 

21.2 

Pregnancy 

20 

20.0 

Diabetes 

10 

20.0 

Local  abscess 

14 

7.7 

Otitis  media 

112 

0.0 

out  of  16  dying  (Table  7).  Seven  per 
cent  of  the  total  were  operated  on  for 
empyema,  and  of  these  118  cases,  21  per 
cent  died.  The  bacteriology  of  the 
empyemas  is  interesting.  Fifty-three 
showed  type  I,  whereas  only  13  out  of 
twice  the  number  of  cases  showed  group 
IV.  There  were  only  104  postoperative 
pneumonias,  which  is  a very  good  record 
for  such  a large  surgical  service  as  we  have 
at  Nassau  Hospital.  The  mortality  in 
these  cases  was  about  the  same  as  the 
general  mortality.  It  is  interesting  to 
note  that  in  112  cases  with  otitis  media 
there  was  not  a single  death.  Most  of 
them  were  in  infants  and  children,  and  a 
few  resulted  in  mastoidectomies.  From 
this  series  it  would  appear  that  otitis 
media  is  not  a serious  complication. 

Discussion 

What  is  responsible  for  the  decline  in 
mortality  rate?  How  much  of  this  im- 
provement is  due  to  serum  and  how  much 
to  other  factors? 

Serum  has  not  played  as  important  a 
role  as  we  would  like  to  think.  Only  8 
per  cent  of  our  total  series  received  serum 
— 145  cases — of  which  30  or  20.6  per  cent 
died.  The  serum  results  up  to  1935  were 
unsatisfactory  according  to  our  present 
standards  of  treatment.  In  many  cases 
serum  was  started  too  late  in  the  disease, 
as  the  cases  were  hospitalized  late.  Too 
little  serum  was  given,  and  it  was  not 
given  intensively  enough.  This  was 
partly  due  to  economic  reasons,  which 
have  been  overcome  since  the  state 
started  the  free  distribution  of  serum.  It 
is,  therefore,  unfair  to  blame  serum  for 
our  poor  results.  It  is  also  true  that  the 
sickest  cases  were  usually  selected  for 


serum  therapy.  During  the  past  four 
years  in  type  I’s,  which  represent  most  of 
the  serum  cases,  there  has  been  definite 
improvement — a 15.7  mortality  rate  in 
the  treated  cases  against  17.3  in  the  un- 
treated. During  the  previous  four  years 
there  were  38  untreated  type  I’s  with  a 
21  per  cent  mortality  and  34  treated  cases 
with  a 26.5  per  cent  mortality.  Here 
again  it  must  be  remembered  that  the 
treated  groups  were  generally  more 
severe. 

It  is  true  that  it  is  during  the  past  four 
years,  coincident  with  the  improvement 
in  general  mortality,  that  our  serum 
therapy  has  been  successful — that  is,  it 
compares  favorably  with  results  of  other 
hospitals.  During  this  four-year  period 
77  cases  (all  types)  were  treated,  with  a 13 
per  cent  mortality.  This  is  good,  but  in 
478  untreated  cases  the  rate  was  only 
17.3  per  cent.  If  we  assume  that,  with- 
out serum,  20  instead  of  10  of  the  77  cases 
had  died,  the  rate  would  have  been  26  per 
cent,  much  higher  than  the  untreated 
mortality.  This  assumption  would  raise 
the  total  four-year  rate  from  16.9  to  18.7, 
which  would  still  be  a marked  improve- 
ment over  previous  years. 

In  this  particular  series,  with  only  8 per 
cent  of  the  total  number  of  cases  being 
serum-treated  and  the  mortality  of  this 
group  20.6  per  cent,  it  seems  safe  to  say 
that  other  factors  than  serum  must  be 
largely  responsible  for  the  improved  death 
rate.  What  are  they? 

Is  pneumonia  a less  virulent  disease 
than  it  used  to  be?  Studies  in  mass 
statistics,  especially  blood-culture  studies, 
might  answer  this.  Are  more  pneu- 
monias, including  milder  ones,  being  hos- 
pitalized? This  is  probably  so,  for  our 
case  rate  has  stayed  about  the  same,  in 
spite  of  the  large  pneumonia  service  at 
Meadowbrook  (a  new  county  hospital) 
having  been  a factor  since  1935.  Many 
of  the  indigent  and  welfare  cases,  which 
were  previously  sent  to  Nassau,  now  go  to 
Meadowbrook.  Knowing  both  hospitals, 
it  does  not  seem  that  this  factor  is  a very 
important  one. 

Is  the  more  extensive  use  of  oxygen  a 
factor?  It  certainly  is.  Many  more 
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mildly  and  moderately  toxic  cases  receive 
oxygen  now  than  was  the  case  ten  years 
ago,  and  the  methods  of  administration 
have  greatly  improved. 

Has  a shift  in  age  groups  treated  been  a 
factor?  Table  3 shows  the  upward  trend 
in  the  number  of  children  treated. 
Whereas  there  is  a distinct  increase  during 
recent  years  over  the  earlier  years,  there 
is  little  difference  during  the  past  eight 
years.  In  1931-1934  the  percentage  of 
children  was  35,  and  in  1935-1938  it  was 
34.7 — practically  the  same — whereas  the 
mortality  during  this  same  two  periods  of 
years  was  26.3  per  cent  and  16.9  per  cent. 

The  curve  of  the  percentage  of  treated 
patients  over  60  years  of  age  fluctuates 
but  has  shown  little  general  change 
(Table  3).  Therefore,  the  change  in  age 
groups  is  not  the  answer. 

When  we  study  the  variations  in  the 
proportion  of  ward  to  private  patients, 
nothing  of  significance  is  disclosed.  In 
1938  the  percentage  of  private  patients 
was  much  higher  than  usual,  but  the 
death  rate  was  4 per  cent  higher  in  the 
private  than  ward  group,  which  is  quite 
the  reverse  from  other  years. 

Are  the  cases  being  treated  earlier? 
They  are.  Treatment  is  started  at  once, 
whereas  in  the  early  years  much  time  was 
lost.  Table  3 shows  that  cases  are  being 
hospitalized  earlier.  The  average  day  of 
admission  was  2.6  in  1938  and  4.7  in  1922. 
During  the  thirteen  years  prior  to  1935, 
only  45  per  cent  were  admitted  before  the 
fourth  day  of  the  disease,  and  since  1935 
this  percentage  has  increased  to  63  and  to 
73  in  1938.  Up  to  1935,  5.8  per  cent  died 
on  the  first  day  in  the  hospital,  and  during 
the  last  four  years  this  number  is  only  2.3 
per  cent,  showing  that  fewer  late  and 
moribund  cases  are  hospitalized.  The 
importance  of  early  treatment,  whatever 
the  treatment  is,  has  again  and  again 
been  emphasized. 

During  the  past  four  years,  coincident 
with  the  greatest  improvement  in  mor- 
tality, public  health  education  (conducted 
by  the  State  Health  Department)  our 
medical  societies,  and  other  interested 
organizations  have  campaigned  against 
pneumonia.  The  medical  profession  and 


the  public  have  been  urged  to  heed  early 
symptoms  and  seek  treatment.  The 
treatment  of  pneumonia  is  more  and  more 
being  considered  an  emergency.  Para- 
doxically, serum  may  have  played  a more 
important  role  than  we  have  attributed  to 
it,  for  public  health  education  has  popu- 
larized and  stressed  the  importance  of 
early  administration,  and  the  doctor  has 
sent  the  patient  to  the  hospital  early  with 
the  hope  that  he  might  be  a candidate  for 
serum.  Thus,  serum  or  no  serum,  pre- 
cious days  have  been  saved.  We  cannot 
but  believe  that  this  last  factor,  that  of 
public  health  education,  is  one  of  the  most 
important  in  explaining  our  improved 
results. 

1939 — The  First  Sulfapyridine  Year 

Since  the  foregoing  survey  was  com- 
pleted, the  1939  pneumonias  have  been 
added.  This  being  the  first  year  in  which 
sulfapyridine  was  used  at  the  Nassau 
Hospital,  the  comparison  is  of  interest. 
As  in  previous  years  all  definite  pneu- 
monias were  included,  171  in  number. 
The  average  day  of  admission  was  3.1. 
Ninety-six  per  cent  of  these  cases  had 
their  sputum  examined,  64  per  cent  had 
blood  cultures,  and  89  per  cent  had  chest 
x-rays.  One  hundred  and  one  or  59  per 
cent  showed  pneumococci  in  the  sputum 
classified  as  follows : type  I,  15;  type  II, 
none;  type  III,  11;  type  IV,  6;  type  V, 
2;  type  VII,  6;  type  VIII,  9;  type  XIV, 
8;  type  XIX,  6;  and  the  rest  scattered 
among  the  higher  types.  In  20  cases  the 
pneumococcus  could  not  be  identified  or 
more  than  one  type  was  found.  Of  the 
110  blood  cultures  taken  10  were  positive. 
Of  this  number  3 died. 

The  age  groupings  showed  little  change 
from  previous  years;  37.4  per  cent  were 
under  10  years  of  age  and  11.6  per  cent 
were  over  60.  Complications  were  fewer 
in  1939,  the  only  serious  ones  being  5 cases 
that  developed  empyema  and  1 with  a 
lung  abcess.  They  all  recovered. 

Treatment. — One  hundred  and  forty- 
two  cases  were  treated  with  sulfapyridine. 
In  12  of  these,  serum  was  also  given,  11 
being  type  I’s.  Four  of  these  cases  were 
very  sick  and  were  treated  intensively, 
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2 dying,  but  in  the  others  serum  treatment 
was  started  and  discontinued  because  of 
marked  improvement.  Much  less  oxygen 
was  used  because  of  the  prompt  response 
to  sulfapyridine  therapy. 

Mortality. — Ten  or  5.8  per  cent  of  the 
171  cases  died.  This  is  by  far  the  lowest 
mortality  of  any  of  the  eighteen  years  in- 
cluded in  this  survey.  Of  the  142  sulfa- 
pyridine-treated  cases,  7 or  4.9  per  cent 
died.  Other  factors  than  improved  ther- 
apy probably  partially  account  for  this 
improved  death  rate.  Undoubtedly  sev- 
eral mild  cases  were  hospitalized  which 
would  not  have  been  a few  years  ago.  In 
this  locality,  1939  has  seemed  to  have  been 
a light  pneumonia  year.  The  Nassau 
County  Health  Department  reports  the 
mortality  for  the  county  (approximately  a 
450,000  population)  as  a little  under  10 
per  cent,  which  is  low.  The  high  per- 
centage of  higher  types  and  the  low  per- 
centage of  positive  blood  cultures  also 
bear  this  out.  No  matter  how  conserva- 
tive the  judgment,  much  of  this  improve- 
ment must  be  attributed  to  sulfapyridine. 

Summary 

1.  Mortality  statistics  of  1,894  cases 
of  pneumonia  are  presented,  including  992 
pneumococcic  pneumonias.  A definite 


improvement  in  death  rate  during  an 
eighteen-year  period  is  demonstrated. 

2.  Changes  in  management  and  treat- 
ment during  this  period  are  discussed, 
with  charts  showing  the  more  extensive 
use  of  laboratory  facilities. 

3.  One  hundred  and  forty-five  cases 
treated  with  antipneumococcus  serum  are 
presented.  Statistical  study  shows  that 
not  until  1935  could  the  results  of  serum 
treatment  at  the  Nassau  Hospital  be  con- 
sidered satisfactory. 

4.  Factors  influencing  the  improved 
mortality  rate  are  discussed.  Whereas 
serum  therapy,  improved  oxygen  therapy, 
and  less  medication  (digitalis  and  mor- 
phine) are  important,  factors  such  as 
earlier  hospitalization,  the  hospitalization 
of  more  mild  cases,  and  public  health  edu- 
cation appear  more  important. 

5.  The  first  year,  1939,  in  which  sulfa- 
pyridine was  used,  shows  a marked  im- 
provement in  mortality,  the  rate  dropping 
to  5.8  per  cent. 

References 

1.  Bullowa,  J.  G.  M. : The  Management  of  the 

Pneumonias,  New  York,  Oxford  University  Press,  p.  24. 

2.  Finland,  M.,  and  Brown,  John  W. : Am.  J.  Med. 

Sc.  192:  155,  No.  2 (Feb.)  1939. 

3.  Rogers,  E.  S.,  and  Gooch,  M.  E.:  New  York 

State  J.  Med.  38:  1369,  No.  21  (Nov.  1)  1938. 

4.  Cecil,  Russell  L.:  Bull.  New  York  Acad.  Med.  15: 
111,  No.  2 (Feb.)  1939. 


AMERICAN  ASSOCIATION  FOR  THE  ADVANCEMENT  OF  ORAL  DIAGNOSIS 


The  program  of  the  two-day  Congress  of  the 
American  Association  for  the  Advancement  of 
Oral  Diagnosis  to  be  held  at  The  New  York 
Academy  of  Medicine  Building,  2 East  103rd 
Street,  New  York  City,  on  October  17-18,  1940, 
will  be  on  the  press  when  you  read  this  announce- 
ment. This  Congress  will  come  during  the 
Graduate  Fortnite  of  the  Academy. 

Prominent  members  of  the  dental  and  medical 
professions  will  participate  in  the  programs  as 
clinicians,  essayists,  and  discussers,  covering  sub- 
jects of  common  and  practical  interest  to  mem- 
bers of  both  professions. 

A dentomedical  exhibit  on  oral  and  physical 


diagnosis  will  be  presented  during  the  meeting, 
stressing  the  significance  of  early  and  correct 
diagnosis  in  the  field  of  prevention  and  the  im- 
portance of  periodic  examinations,  enabling  those 
who  visit  the  exhibit  to  obtain  important  and 
practical  suggestions  that  can  be  applied  in  the 
everyday  practice  of  dentistry  and  medicine. 
Members  of  both  professions  who  are  in  good 
standing  in  their  respective  organizations  are 
eligible  for  membership. 

For  further  information  relative  to  program, 
exhibits,  membership,  organizing  of  regional  di- 
visions, etc.,  communicate  with  the  secretary,  H. 
Justin  Ross,  515  Madison  Avenue,  New  York. 


ONE  IN  TWENTY 

Recent  figures  obtained  by  the  American  So- 
cial Hygiene  Association  show  that  one  in 
twenty  people,  taking  the  population  as  a whole, 
is  infected  with  syphilis.  The  venereal  diseases 
still  far  outnumber  all  other  serious  infectious 
diseases.  Further,  the  legal  staff  studied  medi- 


cal quackery  in  forty-four  cities  in  twenty-five 
states — the  Association  realizing  that  the  prog- 
ress of  the  antisyphilis  campaign  was  being  seri- 
ously impeded  by  all  sorts  of  medical  quacks, 
charlatans,  herbalists,  and  nostrum  dis- 
pensers. 


Thirty-Fourth  Annual  Meeting 
of  the 

First  District  Branch 

PROGRAM 

(T-fO 

Wednesday,  October  9,  1940 
St.  Luke’s  Hospital,  New  York  City 


Foreword 

Due  to  the  kind  cooperation  of  Dr.  Albert  H. 
Aldridge,  the  obstetric  and  gynecologic  part  of 
this  program  will  be  held  at  the  Woman’s 
Hospital,  141  West  109th  Street,  New  York  City. 

Members  will  kindly  use  the  main  entrance 
at  both  St.  Luke’s  and  Woman’s  hospitals  from 
where  they  will  be  directed  to  the  various  clinics. 

Luncheon  will  be  served  at  1:00  p.m.,  Eli  White 
Memorial  Building,  St.  Luke’s  Hospital,  421 
West  113th  Street. 

2:00-2:30  o’clock — Business  Meeting — Election 
of  Officers,  Auditorium,  Eli  White  Memorial 
Building. 

NOTICE  to  those  attending  sessions  at  Woman’s 
Hospital 

1.  Dr.  James  P.  Marr  will  be  pleased  to  dem- 
onstrate the  Caldwell-Malloy  method  of  x-ray 
pelvimetry  and  to  show  x-ray  films  of  normal  and 
interesting  deformed  pelves. 

2.  Guests  will  be  invited  to  attend  any  ob- 
stetric deliveries  that  may  occur  during  the  hours 
of  the  clinic. 

3.  The  pathologists  will  be  glad  to  demon- 
strate interesting  pathologic  specimens  in  the 
Laboratory,  fifth  floor,  at  any  time  during  the 
afternoon. 

4.  Members  of  the  staff  will  be  pleased  to  con- 
duct any  guests  who  may  be  interested  through 
the  outpatient  department,  record  department, 
or  the  wards  of  the  hospital. 

General  Surgery 

8:00-11:00  o’clock — Operations  by  Dr.  William 
F.  MacFee,  Dr.  Morris  K.  Smith,  Dr.  Edward  J. 
Donovan,  Dr.  Paul  Morton,  and  Dr.  Benjamin 
R.  Shore. 

11:00-1:00  o’clock — Clinical  presentations  by 
the  surgical  staff. 

1.  Repair  of  Inguinal  Hernia  by  Transplanta- 
tion of  the  Cord  to  the  Femoral  Canal 

Dr.  MacFee 

2.  Case  Presentation:  Adrenal  Cortical  Tu- 
mor Dr.  Smith 

3.  Case  Presentation:  Carcinoma  of  the 

Colon  Dr.  Donovan 

4.  Diagnosis  and  Treatment  of  Polyps  of  the 
Rectum  and  Recto  Sigmoid  Dr.  Morton 

5.  Treatment  of  Epithelioma  of  the  Face 

Dr.  Shore 

6.  Infection  in  Lower  Extremities  in  Diabetes 

Dr.  Solley 

7.  Demonstration  and  Discussion  of  Peri- 
toneoscopy Dr.  Heeks 


8.  Lobectomy  for  Chronic  Pulmonary  Sup- 
puration Dr.  Ada 

9.  Spontaneous  Choliperitonitis  Dr.  Berry 

10.  Review  of  the  Cases  of  Carcinoma  of  the 
Stomach  Over  Past  Ten  Years  Dr.  Weam 

11.  Recurrent  Hyperthyroidism  Dr.  Eckerson 

12.  Preparation  and  Use  of  Parenteral  Fluids 
— Demonstration  of  Solution  Room 

Dr.  West 

Orthopedics 

2 : 00-3 : 30  o’clock  — Operative  Clinic  — Dr. 

Mather  Cleveland  and  staff 

3:30—5:00  o’clock — Clinical  Demonstrations 

1.  Surgical  Treatment  of  Fracture  of  the  Neck 

of  Femur  Dr.  Mather  Cleveland 

2.  Surgery  of  Internal  Derangement  of  Knee 

Joint  Dr.  Edward  Winant 

3.  Surgical  Treatment  of  Backache 

Dr.  Fred  Thompson 

4.  Repair  of  Ruptured  Supraspinatus  Tendon 

Dr.  David  Bosworth 

General  Medicine 

10:30-12:00  o’clock — Ward  Rounds — Division 
A,  Dr.  G.  Goodwin  and  staff;  Division  B,  Dr. 
F.  W.  Bishop  and  staff. 

Round  Table  Conferences 
2:30  o’clock 

1.  Diseases  of  the  Thyroid  Gland 

Dr.  George  Goodwin 

2.  Diabetes  Mellitus  Dr.  James  R.  Scott 

3.  Allergy  Dr.  William  Thomas 

4.  Diseases  of  the  Chest 

Dr.  Oswald  Jones  and  Dr.  Philip  Bishop 

5.  Gastroscopy — Demonstration  and  Discus- 
sion 

Dr.  William  G.  Heeks  and  Dr.  William  Gibb 

Visit  Our  Medical  Library — Fourth  floor 
Exhibit — “Old  St.  Luke’s” — Miss  Lempke 

Pediatrics 

10:00-12:00  o’clock — Ward  Rounds — Dr.  F. 
Elmer  Johnson  and  staff 

2:30-4:00  o’clock 

1.  The  Enlarged  Thymus  Dr.  Johnson 

2.  Celiac  Disease  Dr.  Jackson 

3.  Neoplastic  Disease  in  Children  Dr.  Dargeon 

4.  Infant  Feeding  Dr.  Wilkie 

2:00-4:00  o’clock 

Children’s  Cardiac  Clinic  in  Session  in  the  Out- 
patient Department  Dr.  Nicholson 
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Neurology — Fourth  Floor 
9:00-9:30  o’clock 

“Cachexia  (Anorexia)  Nervosa” 

Dr.  Irving  Pardee 

9:30-10:00  o’clock 

“Commonsense  Approach  to  the  Neuroses” 

Dr.  T.  J.  Morrison 

10:00-10:30  o’clock 
“Treatment  of  Head  Injuries” 

Dr.  P.  J.  Buckley 

10:30-11:00  o’clock 

“Vitamin  Disturbances  Affecting  the  Nervous 
System”  Dr.  E.  P.  Roemer 

11:00-11:30  o’clock 

“Vascular  Disease  of  the  Nervous  System” 

Dr.  John  McKinney 

11:30-12:00  o’clock 

“Diagnosis  and  Treatment  of  Pituitary  Tumors” 

Dr.  Irving  Pardee 

Otolaryngology 

2:00-3:30  o’clock.— Operative  Clinic— Dr.  Wesley 
Bowers  and  staff 

3:30-5:00  o’clock. — Ward  Rounds — Dr.  Wesley 
Bowers  (Norrie  V) 

Clinical  Demonstrations:  1.  Bronchoscopy;  2. 
Esophagoscopy. 


Ophthalmology 

2:00-3:30  o’clock — Operative  Clinic — Dr.  Guern- 
sey Frey  and  staff 

2 :30  o’clock — Clinical  Demonstrations — Dr, 

Walter  Hipp 

1.  Probing  of  Stenosed  Lacrymal  Duct  with  the 
Negative  Electrode 

2.  Treatment  of  Certain  Forms  of  Conjuncti- 
vitis with  Bacteriophage  and  Antipeol 

3:00  o’clock — Ward  Rounds — Norrie  V — Dr.  G. 
Frey  and  staff 

Urology 

8:30-10:00  o’clock — Operative  Clinic — Dr. 

Henry  G.  Bugbee  and  staff 
10:30-12:00  o’clock — Ward  Rounds  (Plant  3) — 
Dr.  Henry  G.  Bugbee  and  staff 

Radiotherapy 
3:30-4:00  o’clock 

“The  Importance  of  Microscopic  Diagnosis  in 
Radiotherapy”  Dr.  Francis  Carter  Wood 

X-Ray  Exhibit 
Fourth  Floor 

Interesting  Cases  from  the  Files  of  X-Ray 
Department  Dr.  Eric  Ryan  and  staff 

2:30-3:30  o’clock 

1.  Laminography  in  Diagnosis  Dr.  Eric  Ryan 

2.  Diagnosis  of  Intestinal  Obstruction  with 

Miller-Abbott  Tube  Dr.  Eric  Ryan 

Dermatology  and  Syphilology 
4:00-5:00  o’clock 

“Recent  Advances  in  the  Diagnosis  and  Treat- 
ment of  Syphilis”  Dr.  William  B.  Long 

Dr.  Robert  McLaughlin 

Pathology 

Pathologic  Exhibit:  Dr.  Francis  Carter  Wood 
and  Dr.  Leila  Knox 


3:00-3:30  o’clock 

“Recent  Developments  in  Laboratory  Diagno- 
sis” Dr.  Leila  Knox 

Outpatient  Clinics  in  Session — Wednesday 
9 :30-l  1 :30  o’clock — Gynecology ; Surgery ; Gen- 
itourinary; Children’s  T.B.;  Prophylactic 
Dental;  and  Emergency  Ear,  Nose,  and 
Throat. 

2:00-3:30  o’clock — Medical  (Hematology,  Dr. 
Louis  Amill,  and  Arthritis,  Dr.  John  S.  Davis) ; 
Diabetes,  Dr.  Hines;  Children’s  Cardiac;  and 
Eye  Clinic. 

Obstetrics  and  Gynecology — Woman’s  Hospital, 
141  West  109th  Street — Dr.  Albert  H.  Aldridge 
and  Staff 

Sims  Operating  Room 
9:00-9:45  o’clock 

Cesarean  Section  Dr.  Ralph  Barrett 

9:45-10:00  o’clock 

Management  of  Patients  with  Respiratory  In- 
fections During  Labor  Dr.  Albert  H.  Aldridge 
10:00-10:45  o’clock 

Operation  for  Fibroids  Dr.  Ralph  A.  Hurd 

10:45-11:00  o’clock 

Treatment  and  Results  of  Roentgen  Therapy  for 
Postpartum  Mastitis  Dr.  Harriet  McIntosh 

11:00-12:00  o’clock 

Operation  for  Laceration  Pelvic  Floor,  Cystocele, 
Rectocele  Dr.  Edward  Bullard 

2:00-3:30  o’clock 

Operation  for  Laceration  Pelvic  Floor,  Cystocele 
and  Uterine  Prolapse,  Vaginal  Hysterectomy 

Dr.  Albert  H.  Aldridge 

3:30-3:45  o’clock 

Treatment  of  Chronic  Endocervicitis  and  Cervi- 
citis; Demonstration  of  Electrocoagulation 

Dr.  Ralph  Barrett 

3:45-5:00  o’clock 

Operation  for  Incontinence  of  Urine 

Dr.  William  T.  Kennedy 

5:00-5:30  o’clock 

Insertion  of  Radium  for  Carcinoma  of  Cervix 

Dr.  Geo.  Gray  Ward 

First  District  Branch  Officers 

President. . .Theodore  West,  M.D.,  Port  Chester 
1st  Vice-President.  .A.  N.  Selman,  M.D.,  Spring 

Valley 

2nd  Vice-President.  .M.  R.  Bradner,  M.D.,  War- 
wick 

Secretary . .1.  J.  Landsman,  M.D.,  New  York 

City 

Treasurer . .Howard  C.  Taylor,  Jr.,  M.D.,  New 

York  City 

Presidents  of  Component  County  Societies 

Bronx.  . .Joseph  Golomb,  M.D.,  New  York  City 
Dutchess.  .Gilbert  S.  Tabor,  M.D.,  Poughkeepsie 
New  York.. Walter  P.  Anderton,  M.D.,  New 

York  City 

Orange.  ..  Daniel  I.  O’Leary,  M.D.,  Newburgh 

Putnam Robert  S.  Cleaver,  M.D.,  Brewster 

Richmond ..  Herbert  A.  Cochrane,  M.D.,  New 

Brighton 

Rockland.  .Russell  E.  Blaisdell,  M.D.,  Orange- 
burg 

Westchester..  .Henry  J.  Vier,  M.D.,  White  Plains 


THE  NEW  YORK  ACADEMY  OF  MEDICINE 


Annual  Graduate  Fortnight 

October  14  to  October  25,  1940 

SUBJECT  OF  THE  FORTNIGHT:  “INFECTIONS” 


MORNING— PANEL  DISCUSSIONS— 10  TO  12  O’CLOCK— HOSACK  HALL 


Tuesday,  October  15 
Chemotherapy  in  Infections 
Perrin  H.  Long,  Chairman 


Tuesday,  October  22 
Relation  of  Vitamins  to  Infection 
T.  T.  Mackie,  Chairman 


Thursday,  October  17 

Osteomyelitis  and  Bacterial  Infection  of  Joints 

Frederic  W.  Bancroft,  Chairman 


Thursday,  October  24 
Infections  in  Children 
Alexander  T.  Martin,  Chairman 


AFTERNOON— HOSPITAL  CLINICS 


2 : 00  to  5 : 00  p.m. 

First  Week  Second  Week 


6.  Manhattan  Eye  and 

Ear 

7.  St.  Luke’s 


Monday,  October  21 

12.  Lenox  Hill 

13.  Polyclinic 


Monday,  October  14 

1.  Bellevue 

2.  Beth  Israel 

Tuesday,  October  15 

3.  Flower  & Fifth  Avenue 

4.  Lincoln 

Wednesday,  October  16 

5.  Beekman  Street 


Thursday,  October  17 

8.  Morrisania 

9.  New  York 

Friday,  October  18 

10.  Post-Graduate 

11.  Woman’s 


Tuesday,  October  22 

14.  Mount  Sinai 

15.  Roosevelt 

Wednesday,  October  23 

16.  New  York  Eye  and 

Ear 


17.  Presbyterian  (Sloane) 

Thursday,  October  24 

18.  Harlem 

19.  Ruptured  & Crippled 

Friday,  October  25 

20.  Babies 

21.  Presbyterian 
(Neurological  Institute) 
Many  cases  will  be 
shown  at  each  clinic. 


EVENING  SESSIONS— AT  THE  ACADEMY  OF  MEDICINE— 8:30  O’CLOCK 


Monday,  October  14 

I.  ADDRESS  OF  WELCOME 

Malcolm  Goodridge,  President,  The  New  York 
Academy  of  Medicine 

II.  SCIENTIFIC  PROGRAM 

1.  The  Ludwig  Kast  Lecture:  Experimental  basis  of 

chemotherapy  in  the  treatment  of  bacterial 
infections 

E.  K.  Marshall,  Jr.,  Professor  of  Pharmacology 
and  Experimental  Therapeutics,  Johns  Hopkins 
University  School  of  Medicine 

2.  The  Wesley  M.  Carpenter  Lecture:  Clinical  bacterial- 

chemotherapy;  results  obtained  and  dangers 
encountered 

Perrin  H.  Long,  Professor  of  Preventive  Medicine, 
Johns  Hopkins  University  School  of  Medicine 

Tuesday,  October  15 

1.  General  consideration  of  bacterial  infections 

Emanuel  Libman,  Consulting  Physician,  The 
Mount  Sinai  Hospital 

2.  Recent  advances  in  knowledge  of  streptococcal  infec- 

tions 

William  S.  Tillett,  Professor  of  Medicine,  New 
York  University  College  of  Medicine 

Wednesday,  October  16 

1.  The  prevention  and  treatment  of  infection  in  wounds 

both  operative  and  accidental 
Frank  L.  Meleney,  Associate  Professor  of  Clinical 
Surgery,  College  of  Physicians  and  Surgeons, 
Columbia  University 

2.  Osteomyelitis  and  pyogenic  infections  of  joints 

Mather  Cleveland,  Orthopedic  Surgeon,  St. 
Luke’s  Hospital 

Thursday,  October  17 

1.  Epidemic  influenza 

Thomas  Francis,  Jr.,  Professor  of  Bacteriology, 
New  York  University  College  of  Medicine 

2.  Pneumococcal  and  virus  pneumonias 

Hobart  A.  Rbimann,  Magee  Professor  of  Practice 
of  Medicine  and  Clinical  Medicine,  The  Jefferson 
Medical  College 

3.  Bacterial  meningitis 

H.  E.  Alexander,  Department  of  Diseases  of 
Children,  Columbia  University 


Friday,  October  18 

1.  Infections  of  the  urinary  tract 

George  F.  Cahill,  Professor  of  Urology,  College 
of  Physicians  and  Surgeons,  Columbia  University 

2.  Gonococcal  infections  in  the  female 

Robert  M.  Lewis,  Associate  Clinical  Professor  of 
Obstetrics  and  Gynecology,  Yale  University 
School  of  Medicine 

3.  Gonococcal  infections  in  the  male 

P.  S.  Pelouze,  Assistant  Professor  of  Urology, 
University  of  Pennsylvania 

Monday,  October  21 

1.  Infections  of  mouth,  pharynx  and  upper  respiratory 

tract 

John  D.  Kernan,  Professor  of  Otolaryngology, 
College  of  Physicians  and  Surgeons,  Columbia 
University 

2.  Infections  of  middle  ear  and  nasal  sinuses 

Wesley  C.  Bowers,  Surgical  Director  of  Oto- 
laryngology, St.  Luke’s  Hospital 

3.  Infections  of  teeth  and  surrounding  structures 

Charles  G Darlington,  Professor  of  Pathology, 
New  York  University  College  of  Dentistry 

Tuesday,  October  22 

1.  Puerperal  infections 

William  E.  Studdiford,  Professor  of  Obstetrics 
and  Gynecology,  New  York  University  College 
of  Medicine 

2.  Treatment  of  infections  by  methods  other  than 

chemotherapy 

William  Thalhimer,  Director,  Manhattan  Con- 
valescent Serum  Laboratory,  Department  of 
Health 

Wednesday,  October  23 

1.  Virus  infections 

Thomas  M.  Rivers,  Director,  Hospital  of  The 
Rockefeller  Institute  for  Medical  Research 

2.  Acute  poliomyelitis 

John  R.  Paul,  Professor  of  Preventive  Medicine, 
Yale  University  School  of  Medicine 

Thursday,  October  24 

1.  Undulant  fever 

Walter  M.  Simpson,  Director,  Kettering  Institute 
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for  Medical  Research,  The  Miami  Valley  Hospital, 
Dayton,  Ohio 

2.  Rickettsial  diseases 

George  Blumer,  David  P.  Smith  Clinical  Pro- 
fessor of  Medicine,  Emeritus,  Yale  University 

3.  Lymphogranuloma  venereum 

Arthur  W.  Grace,  Professor  of  Dermatology  and 
Syphilology,  Long  Island  College  of  Medicine 

Friday,  October  25 

1.  Epidemic  encephalitis 

Ralph  S.  Muckenfuss,  Director  of  Bureau  of 
Laboratories,  Department  of  Health 


2.  Newer  conceptions  of  postinfectious  and  related 

forms  of  encephalitis 

Tracy  J.  Putnam,  Professor  of  Neurology  and 
Neurosurgery,  _ College  of  Physicians  and  Sur- 
geons, Columbia  University 

3.  Some  of  the  common  contagious  diseases 

Philip  M;  Stimson,  Associate  Professor  of  Clinical 
Pediatrics,  Cornell  University  Medical  Col- 
lege 

4.  Concluding  remarks 

Harrison  S.  Martland,  Chairman,  Fortnight 
Committee 


UNITED  STATES  CIVIL  SERVICE  COMMISSION,  WASHINGTON,  D.  C. 


Applications  will  be  received  until  further 
notice  at  the  War  Department  for  CIVILIAN 
MEDICAL  OFFICERS  (temporary  and  part- 
time).  For  full-time  duty  the  salary  is  $3,200  a 
year  or  higher;  for  part-time  duty,  the  salary  is 
commensurate  with  the  hours  of  duty. 

Because  of  the  immediate  authorized  expansion 
of  the  Army,  there  will  be  need  for  approximately 
600  civilian  medical  officers  in  various  grades  for 
temporary  service  and  part-time  service,  to  per- 
form at  this  time  duties  which  will  later  be  per- 
formed by  Commissioned  Officers  of  the  Medical 
Reserve  Corps,  if  and  when  such  officers  are 
called  to  active  duty.  The  duration  of  the 
appointments  is  indefinite,  and  appointees  will 
not  receive  commissions  in  the  Army.  Appoint- 
ees will  not  be  eligible  for  permanent  appoint- 
ment as  a result  of  this  announcement.  Ap- 
pointments will  be  made  for  duty  in  army  hospi- 
tals, camps,  reception  centers,  and  other  field 
stations  throughout  the  United  States.  Ap- 
pointment to  part-time  positions  will  be  made  of 
persons  residing  in  the  vicinity  of  the  place  of 
duty. 

DUTIES. — Full-time. — With  responsibility 

corresponding  with  the  grade,  appointees  will  act 
as  doctors  of  medicine  in  active  practice  in  hospi- 
tals, in  dispensaries,  and  in  the  field. 

Part-time. — To  report  for  sick  call  at  a fixed 
hour  each  day  and  be  subject  to  call  for  emer- 
gency at  all  times.  Part-time  appointees  will  be 
able  to  continue  their  regular  practice. 

Qualified  persons  are  urged  to  apply  at  once,  as  a 
large  number  of  appointments  may  be  made  to  these 
positions. 

APPLICANTS  MUST  POSSESS  THE 
FOLLOWING  QUALIFICATIONS: 

1.  They  must  be  citizens  of  the  United  States 

on  the  date  of  receipt  of  application. 
Foreign-born  applicants  who  meet  the 
citizenship  requirement  must  furnish 
proof  of  United  States  citizenship  before 
they  will  be  eligible  for  appointment 
under  civil  service  rules. 

2.  Education. — They  must  have  been  grad- 

uated from  a medical  school  of  recog- 
nized (Class  A)  standing  with  the  degree 
of  M.D.,  or  from  a foreign  medical  school 


whose  graduates  are  admitted  to  the 
examinations  of  the  National  Board  of 
Medical  Examiners. 

3.  Experience. — They  must  have  had  at  least 
1 year  internship,  general,  or  1 year  in  a 
special  branch.  For  appointment  as 
Senior  Medical  Officer  at  $4,600  and 
Medical  Officer  at  $3,800,  applicants 
must  have  had  in  addition  experience  in 
the  active  practice  of  medicine  com- 
mensurate in  length  and  quality  with  the 
responsibilities  of  these  positions. 

APPLICANTS  MUST  FILE  WITH  THE 
UNITED  STATES  CIVIL  SERVICE  COM- 
MISSION, WASHINGTON,  D.  C.,  Application 
Form  2398-a,  properly  executed. 

Application  Forms. — The  necessary  forms  may 
be  obtained  from  the  Secretary,  Board  of  United 
States  Civil  Service  Examiners,  at  any  first-  or 
second-class  post  office,  from  the  United  States 
Civil  Service  Commission,  Washington,  D.  C.,  or 
from  the  United  States  Civil  Service  office  at 
any  of  the  cities  given  below  (the  title  of  the  posi- 
tion desired  should  be  stated) : 

Atlanta,  Ga.,  New  Post  Office  Building. 

Boston,  Mass.,  Post  Office  and  Courthouse 
Building. 

Chicago,  111.,  New  Post  Office  Building. 

Cincinnati,  Ohio,  Post  Office  and  Courthouse. 

Denver,  Colo.,  Post  Office  Building. 

New  Orleans,  La.,  Customhouse. 

New  York,  N.  Y.,  Federal  Building,  Christo- 
pher Street. 

Philadelphia,  Pa.,  Customhouse,  Second  and 
Chestnut  Streets. 

Seattle,  Wash.,  Federal  Office  Building. 

St.  Louis,  Mo.,  New  Federal  Building. 

St.  Paul,  Minn.,  Post  Office  and  Custom- 
house. 

San  Francisco,  Calif.,  Federal  Office  Building. 

Honolulu,  T.  H.,  Federal  Building. 


Balboa  Heights,  Canal  Zone,  Secretary,  Board 
of  United  States  Civil  Service  Examiners. 
San  Juan,  P.  R.,  Chairman,  Puerto  Rican 
Civil  Service  Commission. 

Issued  August  31,  1940 


“BLOOD  WILL  TELL” 

“The  identification  tag  that  every  soldier  in 
the  German  army  must  wear  around  his  neck  will 
henceforth  indicate  the  blood  group  to  which  he 
belongs  (information  necessary  for  blood  trans- 
fusions),” the  regular  Berlin  correspondent  of 
the  Journal  of  the  American  Medical  Association 
reports. 


TOO  BAD 

“There  is  cause  to  regret  Bemarr  Mac- 
fadden’s  elimination  in  the  Florida  senatorial 
primaries.  ...  We  were  anticipating  the  sight  of 
the  entire  Senate  doing  setting-up  exercises  after 
opening  prayers  and  the  appearance  of  unhulled 
barley  on  the  Senate  restaurant  menu  . . . ”. — 
United  States  News 


International  Medical  Assembly  of  the  Inter-State  Postgraduate  Medical  Association 

of  North  America 


The  twenty-fifth  International  Assembly  of  the  Inter-State  Postgraduate  Medical 
Association  of  North  America  will  be  held  in  the  Public  Auditorium  in  Cleveland, 
on  October  14,  15,  16,  17,  and  18,  1940.  Preassembly  clinics  will  be  held  October  12 
and  postassembly  clinics  on  October  19. 

All  members  of  county,  state,  national,  provincial,  and  dominion  societies  (compo- 
nent parts  of  the  American  and  Canadian  medical  associations)  and  all  medical  men 
and  women,  in  good  standing  (vouched  for  by  members  of  the  Academy  of  Medicine 
of  Cleveland  and  the  Cuyahoga  County  Medical  Society),  are  privileged  to  register 
and  attend  the  Assembly. 

All  members  of  the  dental  profession,  in  good  standing  in  their  respective  county, 
state,  and  national  societies,  are  cordially  invited  to  attend,  and  will  be  privileged  to 
register. 

The  usual  registration  fee  of  $5.00  will  be  collected  of  all  except  guests  of  the  Associa- 
tion and  Life  Members.  The  privilege  of  registration  will  be  extended  to  all  medical 
officers  of  the  Army,  Navy,  Marine  Corps,  and  Veteran’s  Bureau,  and  to  full-time 
medical  officers  of  national,  state,  county,  and  city  public  health  services,  upon  pres- 
entation of  proper  credentials  and  the  payment  of  the  registration  fee. 

PROGRAM 


Monday,  October  14 

8:00  A.M. 

Diagnostic  Clinic:  "Surgical  Management  of  Recurrent 
Hyperthyroidism.” 

Dr.  Richard  B.  Cattell,  Lahey  Clinic,  Boston. 

Diagnostic  Clinic:  "Types  and  Treatment  of  Chronic 
Nephritis.” 

Dr.  John  Musser,  Professor  of  Medicine,  Tulane  Uni- 
versity School  of  Medicine,  New  Orleans. 

Diagnostic  Clinic:  "Treatment  of  Bronchiectasis.” 

Dr.  John  Alexander,  Professor  of  Surgery,  University 
of  Michigan  School  of  Medicine,  Ann  Arbor,  Mich. 

Intermission  for  Review  of  Exhibits 

Diagnostic  Clinic:  "Adrenal  Insufficiency  and  the  Use 
of  Synthetic  Adrenal  Cortical  Hormone.” 

Dr.  George  W.  Thorn,  Associate  Professor  of  Medicine, 
Johns  Hopkins  University  School  of  Medicine, 
Baltimore. 

Diagnostic  Clinic:  "Prevention  of  Deformities  in  Ar- 
thritis.” 

Dr.  Loring  T.  Swaim,  Boston. 

Noon  Intermission 
1:00  P.M. 

Diagnostic  Clinic:  "Surgical  Treatment  of  Peptic 

Ulcer.” 

Dr.  William  F.  Rienhoff,  Associate  Professor  of  Sur- 
gery, Johns  Hopkins  University  School  of  Medicine, 
Baltimore. 

Diagnostic  Clinic:  "Clinical  Types  of  Pituitary  Disease.” 

Dr.  David  P.  Barr,  Busch  Professor  of  Medicine, 
Washington  University  School  of  Medicine,  St. 
Louis. 

Address:  "Postoperative  Management  of  the  Surgical 
Patient.” 

Dr.  Frederick  A.  Coller,  Professor  of  Surgery,  Uni- 
versity of  Michigan  School  of  Medicine,  Ann  Arbor, 
Mich. 

Address:  "Some  Observations  on  the  Nature  of  Acute 
Nephritis.” 

Dr.  John  P.  Peters,  John  Slade  Ely  Professor  of 
Medicine,  Yale  University  School  of  Medicine,  New 
Haven,  Conn. 

Intermission  for  Review  of  Exhibits 

Address:  “The  Hazards  of  Pregnancy  and  Labor  in  the 
Grande  Multipara.” 

Dr.  Nicholson  J.  Eastman,  Professor  of  Obstetrics, 
Johns  Hopkins  University  School  of  Medicine, 
Baltimore. 

Address:  "Recent  Advances  in  Chemotherapy.” 

Dr.  Chester  S.  Keefer,  Wade  Professor  of  Medicine, 
Boston  University  School  of  Medicine;  Director, 
Evans  Memorial;  Physician-in-Chief,  Massachu- 
setts Memorial  Hospitals,  Boston. 

Address:  "Treatment  of  Wounds.” 

Dr.  Frederick  Christopher,  Associate  Professor  of 
Surgery,  Northwestern  University  School  of  Medi- 
cine, Evanston,  111. 


Address:  "Intestinal  Absorption  as  a Clinical  Physio- 
logical Problem.” 

Dr.  Maurice  B.  Visscher,  Professor  of  Physiology  and 
Head  of  the  Department,  University  of  Minnesota 
Medical  School,  Minneapolis. 

Dinner  Intermission 

7:00  P.M. 

Address:  "The  Interpretation  and  Treatment  of  Spells 
of  Unconsciousness  in  Medical  and  Surgical  Prac- 
tice.” 

Dr.  Soma  Weiss,  Hersey  Professor  of  the  Theory  and 
Practice  of  Physic,  Harvard  Medical  School,  Boston. 

Address:  "Surgery  of  Hypoglycemia  with  Special  Ref- 
erence to  Resection  of  the  Pancreas.” 

Dr.  Vernon  C.  David,  Clinical  Professor  of  Surgery, 
Rush  Medical  College,  Chicago. 

Address:  "Encephalopathies  in  Children.” 

Dr.  Bronson  Crothers,  Assistant  Professor  of  Pediatrics, 
Harvard  University  Medical  School,  Boston. 

Address:  "The  Immediate  Treatment  of  Head  Injuries.” 
Dr.  Donald  Munro,  Assistant  Professor  of  Neurological 
Surgery,  Harvard  University  Medical  School, 
Boston. 

Address:  “Management  of  Pelvic  Inflammatory  Dis- 

ease.” 

Dr.  John  R.  Fraser,  Professor  of  Obstetrics,  and 
Gynecology,  McGill  University  Faculty  of  Medicine, 
Montreal,  Canada. 

Address:  "Common  Errors  in  Cardiac  Diagnosis.” 

Dr.  A.  Carlton  Ernstene,  Head  of  the  Cardiorespira- 
tory Department,  Cleveland  Clinic,  Cleveland. 

Tuesday,  October  15 

8:00  A.M. 

Diagnostic  Clinic:  "The  Use  of  Testosterone  Propio- 

nate in  Male  Hypogonadism.” 

Dr.  E.  Perry  McCullagh,  Cleveland  Clinic,  Cleveland. 

Diagnostic  Clinic:  "Special  Problems  in  the  Nutrition 
of  Children.” 

Dr.  Henry  J.  Gerstenberger,  Professor  of  Pediatrics, 
Western  Reserve  University  School  of  Medicine, 
Cleveland. 

Diagnostic  Clinic:  "Immediate  Treatment  of  Burns.” 
Dr.  Donald  M.  Glover,  Associate  Clinical  Professor  of 
Surgery,  Western  Reserve  University  School  of 
Medicine,  Cleveland. 

Intermission  for  Review  of  Exhibits 

Diagnostic  Clinic:  "Puzzling  Cases  of  Abdominal  Pain.” 
Dr.  Walter  C.  Alvarez,  Professor  of  Medicine,  Uni- 
versity of  Minnesota  Graduate  School  of  Medi- 
cine, Mayo  Clinic,  Rochester,  Minn. 

Diagnostic  Clinic:  "Fractures  of  the  Neck  of  the  Femur.” 
Dr.  William  R.  Cubbins,  Clinical  Professor  of  Bone 
and  Joint  Surgery,  Loyola  University  School  of 
Medicine,  Chicago. 

Noon  Intermission 
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1:00  P.M. 

Diagnostic  Clinic:  “Deficiency  Syndromes  Commonly 

Seen  in  America.” 

Dr.  James  S.  McLester,  Professor  of  Medicine,  Uni- 
versity of  Alabama  School  of  Medicine,  Birmingham, 
Ala. 

Diagnostic  Clinic:  “Surgery  of  the  Pancreas.” 

Dr.  Waltman  Walters,  Professor  of  Surgery,  Uni- 
versity of  Minnesota  Graduate  School  of  Medicine, 
Mayo  Clinic.  Rochester,  Minn. 

Address:  "Medical  and  Surgical  Aspects  of  the  Obstruct- 
ing Prostate.” 

Dr.  Hugh  H.  Young,  Professor  of  Urology,  Johns 
Hopkins  University  School  of  Medicine,  Baltimore. 

Address:  “Protruded  Intervertebral  Disc.” 

Dr.  Howard  C.  Naffziger,  Professor  of  Surgery,  Uni- 
versity of  California  School  of  Medicine,  San  Fran- 
cisco. 

Intermission  for  Review  of  Exhibits 

Address:  “Allergic  and  Non- Allergic  Treatment  of 

Asthma.” 

Dr.  Warren  T.  Vaughan,  Vaughan-Graham  Clinic, 
Richmond,  Va. 

Address:  “Tumors  of  the  Kidney  in  Children.” 

Dr.  Herman  L.  Kretschmer,  Clinical  Professor  of 
Surgery  (Genito-Urinary),  Rush  Medical  College, 
Chicago. 

Address : ‘ ‘ Cancer  of  the  Stomach . ’ ’ 

Dr.  Howard  K.  Gray,  Assistant  Professor  of  Surgery, 
University  of  Minnesota  Graduate  School  of  Medi- 
cine, Mayo  Clinic,  Rochester,  Minn. 

Address:  “Pneumonia.” 

Dr.  Gerald  S.  Shibley,  Associate  Clinical  Professor  of 
Medicine,  Western  Reserve  University  School  of 
Medicine,  Cleveland. 

Dinner  Intermission 

7:00  P.M. 

Address:  “The  Treatment  of  Vesico-Colonic  Fistula.” 
Dr.  Charles  W.  Mayo,  Assistant  Professor  of  Surgery, 
University  of  Minnesota  Graduate  School  of  Medi- 
cine, Mayo  Clinic,  Rochester,  Minn. 

Address:  “General  Problems  of  Old  Age.” 

Dr.  Lewellys  F.  Barker,  Professor  Emeritus  of  Medi- 
cine, Johns  Hopkins  University  School  of  Medicine, 
Baltimore. 

Address:  “Coronary  Artery  Disease.” 

Dr.  Roy  W.  Scott,  Professor  of  Clinical  Medicine, 
Western  Reserve  University  Medical  School, 
Cleveland. 

Address:  “Modern  Treatment  of  Scoliosis.” 

Dr.  Alan  deForest  Smith,  Clinical  Professor  of  Ortho- 
pedic Surgery,  Columbia  University  College  of 
Physicians  and  Surgeons,  New  York  City. 

Address:  "The  Treatment  of  Acute  Traumatic  Intra- 
cranial Hemorrhage.” 

Dr.  Eric  Oldberg,  Professor  and  Head  of  the  Depart- 
ment of  Neurology  and  Neurological  Surgery,  Uni- 
versity of  Illinois  College  of  Medicine,  Chicago. 

Address  and  Movie:  “Successful  Defibrillation  of  the 

Human  Ventricles,  the  Establishment  of  a Re- 
suscitation Squad  in  our  Hospitals.” 

Dr.  Claude  S.  Beck,  Associate  Professor  of  Surgery, 
Western  Reserve  University  School  of  Medicine, 
Cleveland. 

Wednesday,  October  16 

8:00  A.M. 

Diagnostic  Clinic:  “Pre-Symptom  Tuberculosis.” 

Dr.  Raymond  C.  McKay,  Assistant  Clinical  Professor 
of  Medicine,  Western  Reserve  University  School  of 
Medicine,  Cleveland. 

Diagnostic  Clinic:  “Cancer  of  the  Rectum.” 

Dr.  Thomas  E.  Jones,  Cleveland  Clinic,  Cleveland. 

Diagnostic  Clinic:  “The  Various  Forms  of  Edema  with 
the  Mechanism  of  Production  and  Treatment.” 

Dr.  Italo  F.  Volini,  Clinical  Professor  of  Medicine, 
Loyola  University  School  of  Medicine,  Chicago. 

Intermission  for  Review  of  Exhibits 

Diagnostic  Clinic:  “Hernia.” 

Dr.  W.  Wayne  Babcock,  Professor  of  Surgery  and 
Clinical  Surgery,  Temple  University  School  of  Medi- 
cine, Philadelphia. 

Diagnostic  Clinic:  "Diagnosis  and  Management  of 

Hepatocellular  Jaundice.” 

Dr.  Henry  L.  Bockus,  Professor  of  Gastro-Enterology, 
University  of  Pennsylvania  Graduate  School  of 
Medicine,  Philadelphia. 

Noon  Intermission 


1:00  P.M. 

Diagnostic  Clinic:  “Contact  Dermatitis  and  Its  Dif- 
ferentiation.” 

Dr.  Frank  C.  Knowles,  Professor  of  Dermatology, 
Jefferson  Medical  College,  Philadelphia. 

Diagnostic  Clinic:  “Gout.” 

Dr.  Russell  L.  Haden,  Cleveland  Clinic,  Cleveland. 

Address:  “Surgery  of  the  Gallbladder  and  the  Bile 

Ducts.” 

Dr.  Roscoe  R.  Graham,  Assistant  Professor  of  Sur- 
gery, University  of  Toronto  Faculty  of  Medicine, 
Toronto,  Canada. 

Address:  “Esophagology  in  Relation  to  General  Medi- 
cine.” 

Dr.  Chevalier  Jackson,  Honorary  Professor  of  Broncho- 
Esophagology , Temple  University  School  of  Medi- 
cine, Philadelphia, 

and 

Dr.  Chevalier  L.  Jackson,  Professor  of  Broncho- 
Esophagology , Temple  University  School  of  Medi- 
cine, Philadelphia. 

Intermission  for  Review  of  Exhibits 

Address:  “Common  Errors  in  the  Selection  of  Patients 
for  Surgery.” 

Dr.  Irvin  Abell,  Clinical  Professor  of  Surgery,  Uni- 
versity of  Louisville  School  of  Medicine,  Louisville, 
Ky. 

Address:  “Poliomyelitis,  Early  Diagnosis  and  Treat- 
ment.” 

Dr.  John  A.  Toomey,  Associate  Professor  of  Pediatrics, 
Western  Reserve  University  School  of  Medicine, 
Cleveland. 

Address:  “Endocrine  Factors  in  Gynecological  Disease.” 

Dr.  Otto  H.  Schwarz,  Professor  of  Clinical  Obstetrics 
and  Gynecology,  Washington  University  School  of 
Medicine,  St.  Louis. 

Address:  "The  Management  of  the  Acute  Abdomen  in 
Children.” 

Dr.  Charles  H.  Phifer,  Professor  of  Surgery,  University 
of  Illinois  School  of  Medicine,  Chicago. 

Assembly  Dinner 

For  members  of  the  profession,  their  ladies  and  friends — 
informal 

7:00  P.M. 

Dr.  Chevalier  Jackson,  President  of  the  Inter-State 
Postgraduate  Medical  Association  of  North  America 
— Master  of  Ceremonies. 

Addresses  by: 

Dr.  Ross  T.  Mclntire,  Surgeon  General,  United  States 
Navy,  Washington,  D.  C. 

Dr.  Nathan  B.  Van  Etten,  President,  American  Medical 
Association,  New  York  City. 

Dr.  William  M.  Skipp,  President,  Ohio  State  Medical 
Association,  Youngstown,  O. 

Dr.  Charles  T.  Way,  President,  Academy  of  Medicine  of 
Cleveland  and  Cuyahoga  County  Medical  Society, 
Cleveland. 

Other  distinguished  citizens. 

Thursday,  October  17 

8:00  A.M. 

Diagnostic  Clinic:  “Removal  of  Right  Cerebral  Hemi- 
sphere for  Infiltrating  Glioma.” 

Dr.  Louis  Karnosh,  Associate  Clinical  Professor  of 
Nervous  Diseases,  Western  Reserve  University 
School  of  Medicine,  Cleveland, 
and 

Dr.  W.  James  Gardner,  Chief  of  Neurosurgery, 
Cleveland  Clinic,  Cleveland. 

Diagnostic.  Clinic:  “Medical  and  Surgical  Aspects  of 

Chronic  Ulcerative  Colitis.” 

Dr.  Henry  Cave,  Assistant  Clinical  Professor  of  Sur- 
gery, Columbia  University  College  of  Physicians 
and  Surgeons,  New  York  City, 
and 

Dr.  Thomas  Mackie,  Assistant  Clinical  Professor 
of  Medicine,  Columbia  University  College  of 
Physicians  and  Surgeons,  New  York  City. 

Diagnostic  Clinic:  “Obesity.” 

Dr.  Robert  W.  Keeton,  Professor  of  Medicine,  Uni- 
versity of  Illinois  College  of  Medicine,  Chicago. 

Intermission  for  Review  of  Exhibits 

Diagnostic  Clinic:  “Diverticulitis.” 

Dr.  Claude  F.  Dixon,  Associate  Professor  of  Surgery, 
University  of  Minnesota  Graduate  School  of  Medi- 
cine, Mayo  Clinic,  Rochester,  Minn. 

Diagnostic  Clinic:  “Gold  Therapy  in  Rheumatoid 

Arthritis  ” 
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Dr.  Russell  L.  Cecil,  Professor  of  Clinical  Medicine, 
Cornell  University  Medical  College,  New  York 
City. 

Noon  Intermission 

1:00  P.M. 

Diagnostic  Clinic:  “Surgical  Treatment  of  Peripheral 

Vascular  Disease.” 

Dr.  Alfred  W.  Adson,  Professor  of  Neurosurgery, 
University  of  Minnesota  Graduate  School  of  Medi- 
cine, Mayo  Clinic,  Rochester,  Minn. 

Diagnostic  Clinic:  "Diagnosis  and  Treatment  of  Myx- 
edema.” 

Dr.  Cyrus  C.  Sturgis,  Professor  of  Internal  Medicine, 
University  of  Michigan  School  of  Medicine,  Ann 
Arbor,  Mich. 

Address:  “Acute  Surgical  Abdomen.” 

Dr.  Elliott  C.  Cutler,  Moseley  Professor  of  Surgery, 
Harvard  University  Medical  School,  Boston. 
Address:  “Infections  of  the  Urinary  Tract.” 

Dr.  William  F.  Braasch,  Professor  of  Urology,  Uni- 
versity of  Minnesota  Graduate  School  of  Medicine, 
Mayo  Clinic,  Rochester,  Minn. 

Intermission  for  Review  of  Exhibits 
Address:  “Malignancy  of  the  Colon.” 

Dr.  Chas  Gordon  Heyd,  Clinical  Professor  of  Sur- 
gery, New  York  Postgraduate  Medical  School,  New 
York  City. 

Address:  “Relationship  of  Ophthalmology  to  Systemic 
Disease.” 

Dr.  William  L.  Benedict,  Professor  of  Ophthalmology, 
University  of  Minnesota  Graduate  School  of  Medi- 
cine, Mayo  Clinic,  Rochester,  Minn. 

Address:  "Clinical  Report  and  Evaluation  of  Low  Tem- 
perature in  Treatment  of  Cancer.” 

Dr.  Temple  Fay,  Professor  of  Neurology  and  Neuro- 
surgery, Temple  University  School  of  Medicine, 
Philadelphia. 

Address:  “Choice  of  Anesthesia.” 

Dr.  John  S.  Lundy,  Professor  of  Anesthesia,  Univer- 
sity of  Minnesota  Graduate  School  of  Medicine, 
Mayo  Clinic,  Rochester,  Minn. 

Dinner  Intermission 
7:00  P.M. 

Address:  "Treatment  of  the  Menopause.” 

Dr.  Elmer  Sevringhaus,  Professor  of  Medicine,  Uni- 
versity of  Wisconsin  School  of  Medicine,  Madison, 
Wis. 

Address:  “Physiological  and  Clinical  Aspects  of  In- 

tubation of  the  Small  Intestine.” 

Dr.  W.  Osier  Abbott,  Philadelphia. 

Address:  “Surgical  Aspects  of  Gastro-Intestinal  Hemor- 
rhage.” 

Dr.  Eldridge  L.  Eliason,  John  Rhea  Barton  Professor 
of  Surgery,  University  of  Pennsylvania  School  of 
Medicine,  Philadelphia, 

and 

Dr.  Julian  Johnson,  Philadelphia. 


Address:  “Treatment  of  Luetic  Aortitis.” 

Dr.  James  E.  Paullin,  Professor  of  Clinical  Medicine 
Emory  University  School  of  Medicine,  Atlanta,  Ga. 
Address:  “Benign  Lesions  of  the  Neck.”  (Slides) 

Dr.  Robert  S.  Dmsmore,  Cleveland  Clinic,  Cleveland. 


Friday,  October  18 

8:00  A.M. 

Diagnostic  Clinic:  "Leukemia,  Diagnosis,  and  Treat 

ment.” 

Dr.  Claude  E.  Forkner,  Assistant  Professor  of  Clinical 
Medicine,  Cornell  University  School  of  Medicine 
New  York  City. 

Diagnostic  Clinic:  “Shoulder  Joint  Injuries.” 

Dr.  John  J.  Moorhead,  Professor  of  Clinical  Surgery, 
New  York  Postgraduate  Medical  School  New 
York  City. 

Diagnostic  Clinic:  “Diseases  of  the  Aorta.” 

Dr.  Wallace  M.  Yater,  Professor  of  Medicine  and  Di- 
rector of  the  Department,  Georgetown  University 
School  of  Medicine,  Washington,  D.  C. 

Intermission  for  Review  of  Exhibits 

Diagnostic  Clinic:  “Diabetes:  Its  Complications.” 

Dr.  Elliott  P.  Joslin,  Clinical  Professor  of  Medicine, 
Harvard  University  Medical  School,  Boston. 

Diagnostic  Clinic:  "Surgery  of  the  Esophagus.” 

Dr.  Frank  H.  Lahey,  Lahey  Clinic,  Boston. 

Noon  Intermission 

1:00  P.M. 

Diagnostic  Clinic:  “Special  Problems  in  Surgery  of  the 
Aged  Patient.” 

Dr.  George  Crile,  Sr.  and  Dr.  George  Crile,  Jr., 
Cleveland  Clinic,  Cleveland. 

Diagnostic  Clinic:  “Tumors  of  the  Breast.” 

Dr.  John  F.  Erdmann,  Attending  Surgeon,  New  York 
Postgraduate  Medical  School,  New  York  City. 

Diagnostic  Clinic:  “Treatment  of  Pernicious  Anemia.” 

Dr.  George  R.  Minot,  Professor  of  Medicine,  Harvard 
University  Medical  School,  Boston. 

Intermission  for  Review  of  Exhibits 

Address:  “The  Modern  Treatment  of  Congestive  Heart 
Failure.” 

Dr.  George  Herrmann,  Professor  of  Clinical  Medicine, 
University  of  Texas  School  of  Medicine,  Galveston. 
Tex. 

Address:  "Pathological  Lesions  of  the  Larynx.” 

(Colored  Movie) 

Dr.  Dean  M.  Lierle,  Professor  and  Head  of  the  De- 
partment of  Otolaryngology,  State  University  of 
Iowa  College  of  Medicine,  Iowa  City. 

Address:  “Herniated  Nucleus  Pulposis:  Its  Symptoms 
and  Diagnosis.” 

Dr.  Bernard  H.  Nichols,  Cleveland  Clinic,  Cleveland. 


THE  TRAILER  GOES  MEDICAL 

The  horse  and  buggy,  symbol  of  the  country 
doctor  in  years  past,  has  been  forsaken,  and  in  its 
place  is  an  air-conditioned  trailer,  complete  with 
operating  table,  sterilizing  apparatus,  x-ray  ma- 
chine, and  Pullman-type  beds.  Dr.  J.  D.  Love, 
of  Ysleta,  Texas,  described  his  streamlined  fa- 
cilities to  delegates  to  the  American  Congress  on 
Obstetrics  and  Gynecology,  meeting  in  Cleve- 
land. 

“I  took  to  trailers  three  years  ago,”  Dr.  Love 
said.  “Frankly,  I’m  a regular  country  doctor 
and  cover  a radius  of  some  fifty-four  miles.  I 
deliver  an  average  of  a baby  a day.  The  trailer 
certainly  has  made  it  easier  for  me  and  I think 
enables  me  to  do  a better  job.” 

Love  said  his  present  trailer  is  his  third.  It 
contains  all  the  vital  equipment  necessary  to 
rural  practice,  including  a special  generator  to 
furnish  electricity,  a refrigerator,  and  an  oxygen 
supply. 


WITHIN  ONE  GENERATION! 

“Within  one  generation  the  shadow  of  syphilis 
can  be  lifted  from  our  children  if  the  mothers  of 
America  cooperate  wholeheartedly  and  if  the 
health  agencies  are  allowed  to  use,  to  the  fullest 
extent,  modern  weapons  to  fight  syphilis,”  Dr. 
R.  A.  Vonderlehr,  assistant  surgeon  general  of  the 
United  States  Public  Health  Service  said  in  ob- 
servance of  Child  Health  Day. 

Every  year  more  than  25,000  babies  die  of 
syphilis  either  at  or  before  birth  or  within  the 
first  year  of  life.  About  60,000  more  babies  are 
born  alive  but  are  infected  with  the  pale  germs  of 
syphilis. 

To  meet  this  “challenge  of  syphilis  to  our 
children,”  Dr.  Vonderlehr  urged  intense  activity 
at  three  points:  (1)  education  about  the  facts 

for  everyone ; (2)  location  of  every  case  of  syphi- 
lis, by  utilizing  the  full  value  of  the  blood  test; 
(3)  adequate  treatment  for  every  case  of  syph- 
ilis. 


Medical  News 


Is  Syphilis  Becoming  Less  Prevalent  Upstate? 


The  total  number  of  cases  of  syphilis  reported 
in  New  York  State,  exclusive  of  New  York 
City,  in  1939  was  2,292  less  than  in  1938,  a drop 
of  13.8  per  cent,  reports  Health  News.  This 
reduction  during  a period  in  which  case-finding 
facilities  have  been  better  than  ever  before  and 
in  which  the  use  of  diagnostic  and  treatment 
facilities  has  increased  markedly  is  believed  to 
indicate  an  actual  decrease  in  the  prevalence  of 
syphilis  upstate. 

The  decline  in  early  acquired  cases  is  of  par- 
ticular interest.  The  number  reported  last  year 
was  only  1,081,  fewer  by  625  or  52  per  cent  than 
in  the  preceding  year.  Since  the  inauguration 
of  the  syphilis  control  program  in  1936,  the  total 
number  of  cases,  congenital  and  acquired,  has 
dropped  21.8  per  cent.  Congenital  cases  de- 


creased 16.8  per  cent  and  the  early  cases,  or 
those  less  than  one  year  of  age,  16.3  per 
cent. 

The  prevalence  of  syphilis,  indicated  by  the 
total  number  of  cases  reported,  was  highest 
among  persons  between  the  ages  of  25  and  29 
years.  A total  of  1,735  cases  (411  per  100,000 
population)  was  recorded  in  subsequent  five- 
year  age  groups  up  to  the  45  to  49  classification 
in  which  there  was  a sharp  rise  with  a still  higher 
prevalence  in  the  50  to  54  classification  followed 
by  another  decline.  This  secondary  rise  in  preva- 
lence in  older  people  is  particularly  interesting 
in  the  light  of  supporting  data  accumulated 
through  serologic  surveys  in  various  parts  of  the 
United  States  and  may  be  indicative  of  an 
epidemic  of  syphilis  several  years  ago. 


No  Outbreaks  in  Army  Maneuver  Areas 


No  epidemics  or  outbreaks  of  disease  were 
reported  as  having  occurred  in  communities 
in  the  northern  part  of  the  state  during  the  army 
maneuvers  in  August,  due  largely  to  the  coopera- 
tion on  the  part  of  state,  local,  and  army  authori- 
ties, restaurant  owners,  hotel  proprietors,  and 
others.  This  is  an  excellent  record,  remarks 
Health  News,  considering  the  fact  that  the 
maneuvers  brought  an  estimated  85,000  soldiers 
to  the  northern  area  as  well  as  hundreds  of  civilian 
visitors. 

Sanitary  engineers  of  the  Division  of  Sanita- 
tion of  the  Department,  inspected  1,698  places 
where  food  and  drink  were  dispensed  and  where 
overnight  accommodations  were  offered.  Of  the 
places  inspected,  1,135  had  one  or  more  unsatis- 
factory conditions  relating  to  water,  milk,  toilets, 
and  sewage  disposal,  dishwashing,  food  storage, 


and  general  sanitary  conditions,  making  it  neces- 
sary to  reinspect  those  establishments.  As  a re- 
sult of  these  inspections,  1,317  defects  were 
corrected  before  the  maneuvers  actually  began. 

The  entire  program  was  carried  on  by  the  De- 
partment at  the  request  of  army  officials  through 
the  office  of  the  Surgeon  General  of  the  United 
States  Public  Health  Service.  Funds  were  made 
available  from  Social  Security. 

In  order  to  protect  visitors  and  soldiers  on 
leave,  strict  sanitary  control  was  maintained  over 
the  general  sanitation  and  conditions  of  cleanli- 
ness in  restaurants.,  luncheonettes,  diners,  road- 
side stands,  taverns,  filling  stations,  hotels, 
tourist  camps,  tourist  homes,  and  all  other  estab- 
lishments where  food  and  drink  were  dispensed 
or  where  visitors  were  likely  to  be  provided  with 
room  accommodations. 


County  News 


Bronx  County 

A Bronx  physician  has  notified  the  office  of 
the  county  society  of  a fraudulent  insurance  con- 
cern which  extracts  a fee  of  $7.00  from  its  victims 
and  gives  them  a list  of  doctors  it  falsely  alleges 
will  make  a medical  examination  for  $1.00. 
Attempts  to  locate  the  concern  have  been  futile, 
and  physicians  are  warned  in  the  county  Bulletin 
not  to  “fall”  for  the  swindle. 

Dr.  Joseph  W.  Droogan,  who  died  on  August 
27,  formerly  contributed,  under  the  pen  name  of 
Tamarack,  frequent  articles  to  newspapers  on 
sports,  particularly  on  surf  and  fresh-water  fish- 
ing. He  was  71  years  old  and  had  practiced  medi- 
cine in  the  Bronx  for  forty-five  years.  He  was 
attending  physician  for  forty  years  at  the  old 
Catholic  Protectory  in  the  Bronx,  which  is  now 
the  site  of  the  Parkchester  housing  develop- 
ment. 

Delaware  County 

At  the  meeting  of  the  Medical  Society  of  the 
County  of  Delaware  in  Delhi  on  August  20,  Dr. 
James  Greenough  and  Dr.  LeRoy  House,  of 


Oneonta,  spoke  to  the  members  concerning  the 
setup  of  the  tumor  clinic  which  is  being  held 
weekly  at  the  Fox  Hospital  in  Oneonta  and  is 
available  to  the  patients  of  the  profession  in  this 
county.  Dr.  House  spoke  about  some  of  the 
types  of  cases  so  far  seen  and  the  results  obtained, 
and  Dr.  Greenough  gave  a general  resume  of 
types  and  incidence  of  cancer  and  the  relative 
effectiveness  of  the  use  of  radio  therapy  and  sur- 
gery. 

In  the  business  meeting  following,  military 
preparedness  was  discussed,  at  which  time  the 
secretary  reported  on  the  Secretaries’  Conference 
and  read  the  statement  of  policy  of  the  State 
Society. — Reported  by  0.  Q.  Flint,  M.D.,  Secre- 
tary. 

Erie  County 

Dr.  Norton  H.  Good,  of  Buffalo,  was  drowned 
on  August  24  when  his  fishing  boat  overturned  in 
Lake  Erie,  near  the  Canadian  shore.  Dr.  Good, 
aged  62,  was  a prominent  otolaryngologist  and 
had  practiced  medicine  in  Buffalo  for  thirty-five 
years. 
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Greene  County 

A special  meeting  of  the  Greene  County 
Medical  Society  was  held  in  the  Greene  County 
Memorial  Hospital  on  August  29  to  make  plans 
for  medical  preparedness. 


Kings  County 

The  fall  scientific  meeting  and  outing  of  the 
Associated  Physicians  of  Long  Island  was  held 
on  October  1,  at  the  Wheatley  Hills  Golf  Club, 
East  Williston,  Long  Island,  with  a short,  inter- 
esting scientific  program  provided  by  Nassau 
members. 

Golfers  enjoyed  the  golf  course  at  this  Club, 
one  of  the  finest  on  the  Island,  and  a delightful 
dinner  was  arranged  for  the  evening. 

Members  of  the  A.  P.  L.  I.  wishing  to  present 
essays  in  competition  for  the  William  Browning 
prize  of  $50  in  cash  should  send  their  essays  to 
the  William  Browning  Prize  Committee  of  the 
A.  P.  L.  I.,  1313  Bedford  Ave.,  Brooklyn. 

All  essays  must  be  typewritten  in  double- 
spaced copy.  Competing  essays  must  not  be 
signed  but  must  be  distinguished  by  a motto 
and  accompanied  by  a sealed  envelope  bearing 
the  same  motto  containing  the  name  and  address 
of  the  writer. 

Essays  must  be  in  before  November  1,  1940. 
The  award  is  to  be  made  at  the  annual  meeting 
in  January,  1941. 

“Wre  have  been  informed  by  some  of  our  mem- 
bers that  there  are  two  new  rackets  in  Brooklyn,” 
says  the  county  Bulletin. 

“In  the  first  a well-dressed,  rather  short,  nice- 
looking  man  has  been  visiting  the  offices  of 
otolaryngologists  for  examination.  As  the  man 
has  enlarged  tonsils,  he  makes  arrangements  to 
have  them  removed  in  the  near  future.  Just 
before  leaving  the  man  announces  that  he  is  a 
bookmaker  and  has  a very  good  tip  on  a horse 
which  is  to  run  the  next  day.  Some  of  our 
otolaryngologists  have  placed  a bet  with  the 
man,  from  whom  they  never  heard  again. 

“We  advise  all  doctors — particularly  oto- 
laryngologists— to  beware! 

“In  the  second,  we  have  been  informed  that 
prescriptions  for  narcotics  on  blanks  similar  to 
those  of  members  of  the  county  society  are  ap- 
pearing in  drugstores  throughout  the  various 
parts  of  the  borough. 

“We  advise  all  physicians  to  be  very  careful 
into  whose  hands  their  prescription  blanks  fall. 

“The  Narcotic  Bureau  is  making  a thorough 
investigation  of  this  matter.” 

Dr.  Ralph  C.  Williams,  Brooklyn  orthopedic 
surgeon,  who  died  on  September  3 at  the  age  of 
64,  was  a founder,  president,  and  former  concert- 
master  of  the  Brooklyn  Orchestral  Society  and  a 
former  concertmaster  of  the  Arion  Society  of 
New  York. 

He  was  for  a long  time  visiting  surgeon  in  the 
orthopedic  division  of  the  Kings  County  Hospital 
and  also  had  served  on  the  staff  of  the  Caledo- 
nian Hospital  in  Brooklyn. 

An  accomplished  musician,  he  gave  much  of 
his  time  to  his  musical  interests.  He  also  was  a 
member  of  the  Crescent  Athletic  Club,  the  Ber- 
gen Beach  Gun  Club  and  the  Camp  Fire  Club  of 
America. 


Lewis  County 

A meeting  to  complete  plans  for  a campaign 
to  educate  the  public  as  to  the  necessity  of  early 
diagnosis  and  proper  medical  attention  in  pneu- 
monia, which  is  to  be  undertaken  by  the  Lewis 
County  Home  Bureau  this  fall  under  the  direc- 
tion of  local  medical  and  health  officials  and  Mrs. 
Katherine  Doyle,  home  demonstration  leader, 
was  held  at  the  Extension  Service  office  on 
September  5.  Dr.  T.  A.  Lynch,  president  of  the 
Lewis  County  Medical  Society,  Dr.  L.  M. 
Campbell,  local  health  officer.  Dr.  Stanley  P. 
Sayer,  district  health  officer,  Dr.  A.  F.  Rutsstein, 
representing  the  state  health  department,  and 
representatives  of  several  local  organizations 
attended  the  meeting. 

Madison  County 

The  Madison  County  Medical  Society  has  is- 
sued the  following  statement  in  connection  with 
its  projected  formation  of  an  emergency  service 
to  be  established  for  use  in  case  of  war,  major 
disaster  resulting  from  sabotage,  or  a major 
disaster  such  as  a railroad  wreck : 

“The  increasing  seriousness  of  the  situation 
abroad  makes  involvement  of  the  United  States 
in  the  war  an  increasing  possibility.  In  conjunc- 
tion with  the  plans  for  national  defense  that  are 
being  instituted  by  the  United  States  Govern- 
ment, the  Medical  Society  of  the  State  of  New 
York  and  its  constituent  county  groups  are  now 
preparing  plans  to  cover  any  possible  emergency 
that  may  arise  under  such  conditions.  Pro- 
tection of  the  general  public  with  adequate  and 
competent  medical  service  and  of  the  individual 
physician  at  all  times  is  the  primary  purpose  of 
this  program. 

“It  is  intended  that  medical  care  shall  be 
ample  in  the  home,  hospitals,  and  other  institu- 
tions in  all  parts  of  the  county,  state,  and  country 
in  event  of  such  an  emergency.  Medical  eco- 
nomic plans  have  been  instituted,  whereby  families 
whose  breadwinners  are  in  the  service  and  on  a 
limited  income  will  be  provided  for  with  medical 
means,  during  their  absence,  according  to  their 
income.  Attention  is  given  to  the  protection  of 
physicians  who  may  enter  the  service  and  may 
lose  their  practice  in  their  absence. 

“Many  civil  hospitals  might  be  taken  over  by 
the  government  for  military  purposes,  and  plans 
have  been  prepared  whereby  temporary  hospitali- 
zation will  be  provided  for  civilians  under  such 
conditions.  If  hospitals  should  become  deprived 
of  active  staffs  in  this  emergency,  arrangements 
will  be  made  whereby  such  service  will  be  covered 
by  other  physicians  at  that  time.  If  any  com- 
munity is  deprived  of  its  physician,  arrangements 
will  be  made  whereby  medical  service  will  be 
rendered  to  that  community  by  neighboring 
physicians. 

“Provisions  have  been  made  for  the  establish- 
ment of  ‘catastrophe  units’  which  will  be  pre- 
pared to  meet  and  care  for  any  major  catastrophe 
that  might  arise  in  the  county  as  the  result  of 
sabotage  of  industries,  major  railroad  accidents, 
etc. 

“The  society  feels  that  these  plans  are  highly 
important,  and  that  they  should  be  made  now,  so 
that  they  can  be  put  in  effect  if  and  when  the 
emergency  arises.  The  society  believes  that  it 
might  be  disastrous  to  wait  until  the  emergency 
arises  and  then  endeavor  to  draw  plans  at  that 
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time.  Chaos,  confusion,  and  inefficiency  would 
be  the  result  of  such  delay.” 

Monroe  County 

Latest  advances  in  medical  science  were  re- 
viewed for  the  benefit  of  Western  New  York  and 
Northern  Pennsylvania  physicians  at  the  fourth 
postgraduate  medical  conference  of  the  Univer- 
sity of  Rochester  Medical  School  at  Strong 
Memorial  Hospital,  on  September  10  to  12. 

Principal  subjects  of  study  were  nutritional 
disorders  and  vitamins,  diseases  of  the  gastro- 
intestinal tract,  and  complications  of  pregnancy. 

Dr.  Chester  Jones,  clinical  professor  of  medi- 
cine, Harvard  University  Medical  School,  dis- 
cussed gallbladder  diseases.  Dr.  H.  J.  Stander, 
professor  of  obstetrics,  Cornell  Medical  School, 
discussed  prenatal  diseases.  Dr.  Tom  D.  Spies, 
associate  professor  of  medicine,  University  of 
Cincinnati  Medical  School,  who  spoke  on  Sep- 
tember 12,  is  considered  an  outstanding  authority 
on  vitamin  B . 

Twenty  per  cent  of  the  trainees  in  the  federally 
sponsored  defense  industry  trade  classes  in 
Rochester  were  found  unfit  for  military  or  indus- 
trial defense  service,  a special  committee  of 
physicians  reported  on  September  9. 

Disclosing  conditions  similar  to  those  existing 
among  draftees  of  World  War  days,  the  medical 
defense  committee  of  the  county  medical  society 
urged  immediate  community  action  to  salvage 
the  majority  through  corrective  treatments. 

Of  620  men  between  the  ages  of  18  and  25 
examined  at  the  expense  of  the  federal  govern- 
ment for  the  Board  of  Education,  a total  of  135 
were  found  to  have  a combination  of  defects. 
Only  16  men,  however,  were  deemed  beyond  cor- 
rective treatment,  according  to  the  report  re- 
leased by  Dr.  Clarence  P.  Thomas,  committee 
chairman. 

All  defense  trainees  except  those  assigned  by 
the  W.P.A.  were  subjected  to  the  comprehensive 
examination  which  involved  x-ray  and  laboratory 
tests.  Physicians,  working  under  a subcommittee 
headed  by  Dr.  William  A.  Sawyer  and  including 
Dr.  Arthur  M.  Johnson,  city  health  officer,  and 
Dr.  Benjamin  Duffy,  listed  twenty  different 
types  of  physical  defects. 

Tuberculin  skin  tests  reacted  positively  in 
cases  of  162  men,  and  30  of  these  subsequently 
were  found  to  have  chest  abnormalities  and 
were  taken  under  observation  for  further  evi- 
dences of  tuberculosis. 

Laboratory  tests  also  revealed  that  7 men  had 
a venereal  disease,  and  these  immediately  were 
placed  under  treatment  by  public  health  authori- 
ties, the  report  continued. 

Of  the  620  men  examined,  171  were  discovered 
to  be  underweight  and  157  overweight,  physicians 
said.  One  hundred  and  six  had  flat  feet.  Fifty  - 
seven  had  high  blood  pressure,  and  there  were  30 
with  heart  murmurs.  Thirty-seven  men  were 
found  with  diseased  tonsils,  and  11  with  hernias. 
Twenty-two  suffered  from  conditions  indicating 
the  possibility  of  diabetes  or  kidney  trouble,  and 
32  had  possible  anemia. 

Eye  tests  showed  82  men  with  defective  vision, 
37  never  have  been  vaccinated  for  smallpox,  and 
4 men  suffered  from  marked  varicose  veins. 

Nassau  County 

All  the  active  health  and  hygiene  organiza- 
tions of  Nassau  County,  including  the  county 


medical  society,  combined  for  a joint  “Health 
Corner”  in  Education  Hall  at  the  Mineola  Fair 
for  this  year’s  exhibition  beginning  September 
24.  There  was  a quiz  desk  where  patrons  might 
ask  any  question  concerning  health  and  receive 
an  authoritative  reply ; a motion  picture  demon- 
stration of  disease  prevention;  a trained  nurse 
on  constant  duty  for  consultation,  and  numerous 
other  helpful  features. 

New  York  County 

Dr.  Phoebus  Aaron  Levene,  member  emeritus 
of  the  Rockefeller  Institute  for  Medical  Research 
and  an  internationally  recognized  authority  on 
biochemistry,  died  on  September  6,  at  his  home, 
129  East  Eighty-second  Street,  Manhattan, 
following  a heart  attack.  He  was  71  years  old. 

The  scientist,  who  held  both  the  Willard 
Gibbs  and  William  H.  Nichols  medals  of  the 
American  Chemical  Society,  two  of  the  highest 
existing  honors  in  his  field,  was  noted  for  his 
studies  of  chemical  configurational  relationships 
and  the  nucleic  acids.  His  work  was  recognized 
by  membership  in  many  scientific  and  medical 
bodies  in  the  United  States  and  abroad. 

Onondaga  County 

Mobilization  of  all  doctors  of  Syracuse  and 
Onondaga  County  for  possible  wartime  service 
in  accordance  with  a national  mobilization  plan 
of  the  Surgeon  General  of  the  United  States 
Army  is  under  way  with  appointment  of  a 
Medical  Preparedness  Committee  by  Dr.  Brew- 
ster C.  Doust,  president  of  the  Onondaga  County 
Medical  Society. 

Members  of  the  committee  are  Dr.  E.  S.  Van 
Duyn,  chairman;  Dr.  M A.  Cain,  Dr.  H.  B. 
Doust,  Dr.  A.  T.  Lawless,  Dr.  P.  K.  Menzies, 
Dr.  C.  G.  Murdock,  Dr.  C.  F.  Potter,  Dr.  F.  C. 
Rulison,  and  Dr.  B.  C.  Doust,  ex  officio. 

Orange  County 

The  Orange  County  Medical  Society  and 
Orange  County  Bar  Association  held  a clambake 
in  Spengler’s  Grove  on  Cochecton  Turnpike  on 
September  21,  with  a swatball  game,  advertised 
as  for  the  county  championship.  Dr.  E.  H. 
Douglas,  Jr.,  was  sports  chairman. 

Putnam  County 

At  the  regular  monthly  meeting  of  the  Putnam 
County  Medical  Society,  on  September  4 at 
the  Gipsy  Trail  Club,  Carmel,  Dr.  William  J. 
Cowan  of  the  Butterfield  Hospital,  Cold  Spring, 
spoke  upon  “A  Year  of  Tropical  Medicine  in  the 
South  Seas.” — Reported  by  John  T.  Jenkin,  M.D., 
Secretary. 

Queens  County 

Active  tuberculosis  infections  in  more  than  500 
unsuspecting  people  have  been  detected  through 
an  x-ray  demonstration  at  the  World’s  Fair 
which  was  installed  primarily  as  a display  piece 
for  the  Medical  building. 

Infections  were  revealed  through  this  public 
x-ray  demonstration  in  3.3  per  cent  of  the  16,000 
visitors  tested,  an  alarming  number  in  view  of  the 
national  tuberculosis  rate  of  one-half  of  1 per 
cent. 

The  high  rate  discovered  among  fairgoers 
indicates  that  tuberculosis  is  about  three  times 
as  widespread  as  health  figures  show.  According 
to  Dr.  James  R.  Reuling,  chairman  of  the  Queens 
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Medical  Society’s  Fair  Commission,  which  spon- 
sors the  exhibit,  the  findings  “offer  statistical 
proof  of  the  deplorable  fact  that  there  are  a 
great  many  more  people  in  need  of  immediate 
medical  attention  and,  what  is  much  worse, 
people  who  are  ignorant  of  the  fact  that  they  are 
sick.” 

Dr.  Reuling  also  pointed  out  that  the  World’s 
Fair  x-rays  disclosed  various  chest  abnormalities 
and  deficiencies  in  15  per  cent  of  the  persons  ex- 
amined, including  one  unusual  case  where  the 
radiograph  showed  one  visitor  for  the  first  time 
that  there  was  a carpet  tack  lodged  neatly  in  his 
torso. 

Rockland  County 

The  annual  clambake  of  the  Rockland  County 
Medical  Society  was  held  at  Summit  Park  on 
September  4.  The  Nyack  Journal  News  re- 
ported: “The  event  is  one  of  the  features  of  the 
society’s  yearly  program  and  it  gets  better  as  the 
years  go  by.  The  doctors  forgot  their  appen- 
dectomies, embolisms,  and  office  hours  for  the 
whole  afternoon  and  wrapped  themselves  up  in 
clams,  shrimp,  corn,  chicken,  and  watermelon 
with  a portion  of  beer  for  wetting  and  from  the 
hundred  or  so  at  the  bake  there  wasn’t  a murmur 
of  complaint.  It  was,  again  as  usual,  Dr.  Wil- 
liam J.  Ryan’s  party,  and  he  was  the  committee 
of  one  to  welcome  the  arrivals  and  see  that  every- 
thing ran  smoothly.” 

St.  Lawrence  County 

A social  meeting  of  the  St.  Lawrence  County 
Medical  Society  was  held  at  the  Potsdam 
Country  Club,  September  5.  Luncheon  was 
served.  The  hosts,  the  physicians  and  staff  of 
the  Potsdam  Hospital,  provided  golf,  cards,  and 
other  entertainment  during  the  afternoon  for  the 
members,  their  wives,  and  guests. 


Steuben  County 

The  Steuben  County  Bar  Association  and  the 
Steuben  County  Medical  Society  held  a joint 
meeting  on  September  12  at  the  Hotel  Sherwood 
in  Hornell.  Dr.  Floyd  Winslow,  of  Rochester, 
spoke  on  “Experiences  of  a Coroner’s  Physician,” 
illustrating  his  talk  with  lantern  slides.  The 
medical  society  then  held  a business  meeting. 

Tioga  County 

Dr.  Guy  S.  Carpenter,  of  Waverly,  a former 
vice-president  of  the  State  Medical  Society,  a 
member  of  the  Council  and  the  Public  Relations 
Committee,  a delegate  to  the  A.M.A.,  and  past- 
president  of  the  Tioga  County  Medical  Society, 
died  of  a cerebral  hemorrhage  on  August  28  at 
the  Tioga  County  General  Hospital.  He  was  66 
and  had  practiced  medicine  forty-one  years. 

Washington  County 

The  Medical  Society  of  the  County  of  Wash- 
ington met  at  Hudson  Falls  on  August  28. 

President  Irvine  appointed  a Committee  on 
Medical  Preparedness  to  cooperate  with  the 
committee  of  the  State  Society.  On  this  com- 
mittee are  Dr.  V.  K.  Irvine,  Granville;  Dr.  W. 

C.  Cuthbert,  Hudson  Falls;  Dr.  Edward  V. 
Farrell,  Whitehall;  and  Dr.  D.  M.  Vickers, 
Cambridge.  It  was  voted  that  the  committee 
tabulate  the  information  on  the  forms  now  in  the 
process  of  being  returned,  consider  any  action 
that  might  be  advisable  in  Washington  County, 
and  report  to  the  society  at  its  annual  meeting 
in  October. 

The  committee  then  discussed  the  new  pro- 
posed organization  of  the  Department  of  Welfare 
with  the  Commissioner,  who  was  present.  The 
new  plan  includes  a medical  director  who  will  be 
a part-time  member  of  the  department  to  aid  in 
coordinating  the  medical  work. — Reported  by 

D.  M.  Vickers,  M.D.,  Secretary. 


Deaths  of  New  York  State  Physicians 


Name 

Age 

Medical  School 

Date  of  Death 

Residence 

Floyd  J.  Atwell 

56 

Albany 

August  24 

Cooperstown 

Walter  C.  Byrne 

70 

Georgetown 

August  15 

Elmira 

Guy  S.  Carpenter 

66 

Cornell 

August  28 

Waverly 

Joseph  W.  Droogan 

71 

Albany 

August  27 

Bronx 

Kenneth  P.  Foster 

32 

Buffalo 

August  19 

Gloversville 

Norton  H.  Good 

62 

Buffalo 

August  24 

Buffalo 

Forbes  Hawkes 

75 

P.  & S.  N.  Y. 

August  24 

Manhattan 

Ira  L.  Hill 

64 

Detroit 

September  2 

Manhattan 

James  Krom 

71 

P.  & S.  N.  Y. 

September  9 

Saugerties 

Phoebus  A.  T.  Levene 

71 

St.  Petersburg 

September  6 

Manhattan 

Isidor  T.  Lilienstein 

58 

Wurzburg 

June  21 

Manhattan 

Mathilde  Loth 

44 

Yale 

August  29 

Manhattan 

John  D.  McBarron 

73 

P.  & S.  N.  Y. 

August  25 

Manhattan 

Henry  G.  Morris 

45 

Cornell 

August  20 

Jamestown 

William  G.  Phillips,  Jr. 

51 

L.  I.  C.  Hosp. 

August  24 

Manhattan 

Sarah  G.  Pierson 

63 

Syracuse 

August  26 

Rochester 

Harry  M.  Rammol 

47 

Fordham 

August  11 

Manhattan 

Thomas  Scholz 

59 

P.  & S.  N.  Y. 

August  28 

Manhattan 

Joseph  E.  Smith 

87 

Jefferson 

August  22 

Brooklyn 

William  J.  Tindall 

71 

Univ.  Vermont 

August  22 

Manhattan 

Ralph  C.  Williams 

64 

Toronto 

September  3 

Brooklyn 

Public  Health  News 


4-H  Club  Examinations 

From  time  to  time  physicians  in  different  localities  in  the  state  will  be 
asked  by  members  of  4-H  Clubs  to  make  physical  examinations. 
These  examinations,  made  thoroughly  and  in  considerable  detail,  serve 
many  excellent  purposes. 

First,  they  lead  to  the  detection  of  conditions  that  need  treatment. 
Second,  they  form  an  integral  part  of  the  health  program  carried  on  by 
the  Council  Committee  on  Public  Health  and  Education.  Every  member 
of  these  youth  organizations  is  being  urged  to  have  a physical  examination 
by  his  family  physician  each  year  and  a dental  examination  by  his  dentist. 

Third,  the  New  York  State  Department  of  Health  is  cooperating  actively 
in  this  program  in  order  to  facilitate  the  dissemination  of  Public  Health 
knowledge.  In  smaller  communities  especially,  the  family  physician  is 
frequently  the  local  health  officer. 

The  Committee  on  Public  Health  and  Education  is  working  with  the  4-H 
Club  organization  to  evolve  a plan  that  can  be  carried  to  other  youth  or- 
ganizations. While  recognizing,  for  what  value  it  has,  the  “Most  Perfect 
Boy  and  Girl  Contest,”  whereby  a girl  and  a boy  from  each  state  is  selected 
for  a national  health  review  in  Chicago,  the  committee  gradually  is  chang- 
ing the  emphasis  to  health  improvement  of  the  individual  4-H  Club  mem- 
ber in  New  York  State.  A radical  change  this  year  in  selecting  county 
representatives  for  the  state  contest  is  the  elimination  of  the  “scoring”  sys- 
tem. Only  candidates  without  defects  of  any  kind  will  be  considered  for 
the  state  examination. 

Your  cooperation  and  participation  in  this  health  program  will  be  greatly 
appreciated  by  the  committee. 

Council  Committee  on  Public  Health  and  Education 
Oliver  W.  H.  Mitchell,  M.D.,  chairman; 
George  Baehr,  M.D.;  and  Charles  Dayton 
Post,  M.D. 

Subcommittee  on  4-H  Clubs 

J.  G.  Fred  Hiss,  M.D.,  chairman 


THE  AMERICAN  “SUICIDE  BELT” 

Where  is  the  American  “suicide  belt”?  What 
part  of  the  country  leads  in  the  last  counsel  of 
despair?  Many  may  be  surprised  to  learn  that 
it  is  our  vaunted  Pacific  Coast,  land  of  flowers  and 
sunshine.  The  figures  have  just  been  issued  by 
the  Census  Bureau  for  suicides  in  the  years  1920- 
1938,  inclusive.  True,  the  procession  is  led  by 
Nevada,  with  a rate  of  35.6  per  100,000  popula- 
tion, but  Reno  is  in  Nevada  and  that  may  ex- 
plain something.  Next  door  to  Nevada  is  Cali- 
fornia, and  California  also  stands  next  in  suicide, 
with  30.5  per  100,000,  followed  by  Washington 
with  26.8,  and  Oregon  with  21.5.  Neighbors  of 
the  Coast  states  are  the  Rocky  Mountain  states, 
and  they  trail  along  with  21.6  for  Arizona,  19.7 


for  Idaho,  19.6  for  Wyoming,  19.2  for  Colorado, 
and  19.1  for  Montana.  So  the  region  from  the 
noble  Rockies  to  the  glittering  Pacific  is  our 
suicide  belt.  Explanations  will  be  interest- 
ing. 

Our  sunny  Southland,  in  contrast,  comes  up 
with  the  lowest  felo  de  se  figures.  South  Carolina 
is  smallest  with  6.7  per  100,000,  followed  in  order 
by  Mississippi,  Alabama,  Louisiana,  Arkansas, 
North  Carolina,  and  Georgia  ranging  up  to  9.9. 
The  rate  of  New  York  State  is  17  3,  although 
New  York,  with  its  large  population,  had  the 
largest  gross  number  of  suicides — 2,248.  Ne- 
vada, with  the  highest  rate,  had  the  smallest 
gross — only  36. 
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The  Woman’s  Auxiliary 

To  the  Medical  Society  of  the  State  of  New  York 


Our  national  president,  Mrs.  V.  E.  Holcombe, 
of  Charleston,  West  Virginia,  has  taken  for 
the  theme  of  this  year’s  administration,  “Look 
Forward.”  To  quote,  “We  are  living  through 
one  of  the  crucial  periods  of  the  world’s  history. 
The  years  of  serious  endeavors;  the  straightfor- 
ward facing  of  ever  changing  conditions  and  at- 
titudes; the  understanding  and  appreciation  of 
keeping  physically,  mentally,  and  morally  fit, 
and  the  difficulties  in  the  professional  field; 
and  now  the  war  have  brought  to  the  members 
of  the  Woman’s  Auxiliary  a conviction  that  the 
work  of  the  organization,  if  it  is  to  go  forward. 


must  be  done  in  a spirit  of  ‘Service  to  Human- 
ity.’ All  selfish  ambitions  must  be  set  aside, 
idealism  become  realism,  and  each  phase  of  the 
Auxiliary’s  activities  more  closely  correlated.” 

We  as  an  auxiliary  are  urged  to  stress  the 
following  departments:  Hygeia,  Programs  of 

Health  and  Medical  Importance,  Public  Rela- 
tions, Legislation,  Membership,  and  Exhibits. 

Again  to  quote,  “With  clear  vision  and  a deter- 
mination born  of  high  ideals  may  each  member  of 
the  Auxiliary  enter  this  year’s  work  and  accept 
the  challenge  to  dispatch  the  assignments;  to 
discriminate;  to  evaluate;  and  to  look  forward!” 


County  News 


Albany.  The  wives  of  the  members  of  the 
Third  District  Branch  to  the  New  York  State 
Medical  Society,  which  includes  Schoharie,  Al- 
bany, Rensselaer,  Greene,  Columbia,  Sullivan, 
and  Ulster,  were  entertained  by  the  Albany 
County  Auxiliary  at  the  De  Witt  Clinton  Hotel, 
on  September  17.  Columbia  County  and  Al- 
bany County  held  their  regular  monthly  meet- 
ings at  this  time  and  doctors’  wives  of  the  un- 
organized counties  were  invited.  A luncheon 
and  card  party  were  held,  followed  by  a tea. 
Presiding  at  the  tea  table  were  the  presidents 
of  the  auxiliaries:  Mrs.  Alfred  Madden,  Mrs. 

Ralph  Breakey,  and  Mrs.  William  D.  Collins. 

In  the  receiving  line  were:  Mrs.  Arthur  M. 

Dickinson,  wife  of  the  president  of  the  Third 
District  Branch;  Mrs.  P.  L.  Forster;  Mrs.  Leon 
Shank;  Mrs.  Kenneth  Bott;  Mrs.  Charles 
Hamm;  Mrs.  Daniel  Beasal;  Mrs.  Harry 
Galembe;  and  Mrs.  William  S.  Bush. 

On  October  23,  the  Albany  Auxiliary  will  be 
addressed  by  Dr.  Louis  Bauer,  a member  of  the 
Medical  Preparedness  Committee  of  New  York 
Medical  Society.  His  topic  will  be  Medical 
Preparedness.  An  invitation  will  be  extended 
to  members  of  surrounding  auxiliaries. 

Cayuga.  Worthy  to  note  was  the  fine  gesture 
of  Cayuga  County.  The  annual  dinner  of  the 
auxiliary  was  not  held,  and  the  sum  allotted  for 
the  dinner  was  presented  to  the  American  Red 
Cross. 

Mrs.  G.  B.  Adams,  president-elect  of  the 
New  York  State  Auxiliary,  was  guest  of  honor 
at  a tea  held  at  the  home  of  Mrs.  J.  L.  Wiley, 
Owasco.  Members  of  the  Onondaga  County 
Auxiliary  were  present  and  extended  their  greet- 
ings. 

Erie  County.  The  spot  chosen  by  the  Eighth 
District  Branch  of  the  New  York  State  Medical 
Society  for  perusal  of  their  problems  is  Niagara 
Falls;  the  date,  October  3;  the  place,  The 
Niagara  Hotel.  Dr.  Leon  J.  Leahy,  president 
of  this  district,  is  anxious  to  have  the  ladies 
attend.  A committee  headed  by  Mrs.  William 
Rennie  is  in  charge  of  this  event,  and  a “get- 
together”  before  the  luncheon  has  been  planned. 
Mrs.  Luther  H.  Kice,  president  of  the  New  York 
State  Auxiliary  will  be  the  guest  speaker.  Bridge 
or  sight-seeing  will  follow. 


Every  doctor’s  wife  in  Erie  County  is  invited 
and  urged  to  come.  The  committee  is  anxious 
for  the  day  to  be  a success.  They  regret  that 
it  is  impossible  to  invite  everyone  individually 
and  only  hope  that  all  who  read  this  will  jump 
into  their  cars  and  take  to  the  Niagara  Falls 
Highway. 

Essex.  To  Essex  County  the  members  of  the 
State  Auxiliary  extend  a hearty  welcome.  From 
Mrs.  H.  J.  Harris,  of  Westport,  comes  the  follow- 
ing report  of  the  organization  of  Essex  County 
on  June  4 at  the  semiannual  meeting  of  the 
Medical  Society.  There  were  ten  wives  present 
at  the  Deer’s  Head  Inn  at  Elizabethtown. 
Mrs.  G.  Scott  Towne,  the  past-president  of  the 
State  Auxiliary;  Mrs.  T.  C.  Bullard,  of  Sara- 
toga; and  Mrs.  R.  F.  Johnson,  of  Cayuga, 
gave  short  talks. 

The  officers  elected  were : president,  Mrs. 

J.  A.  Gaus,  Ticonderoga;  vice-president,  Mrs. 
A.  Gerson,  Elizabethtown;  secretary,  Mrs. 
H.  J.  Harris,  Westport;  treasurer,  Mrs.  J.  G. 
Gees,  Lake  Placid.  A special  meeting  was  held 
July  15  for  the  purpose  of  arranging  further 
plans.  The  membership  now  is  14.  Their 
meetings  will  be  held  semiannually,  concurrent 
with  the  Medical  Society,  because  of  the  distance 
separating  each  meeting  place.  With  the 
formation  of  Essex  County  as  an  auxiliary  there 
are  twenty-four  counties  organized  in  New  York 
State.  We  are  proud  to  include  this  county 
to  represent  the  Adirondack  region. 

Nassau.  The  first  meeting  of  the  year,  to 
which  all  doctors’  wives  received  invitations, 
was  a membership  tea  held  in  the  Auditorium 
of  the  Nassau  Hospital  on  September  24. 
Guests  were  greeted  by  the  president  of  the 
auxiliary,  Mrs.  A.  C.  Martin,  and  by  Dr.  Aaron 
Higgins,  president  of  the  county  medical  society. 

The  officers  elected  were:  president,  Mrs. 

A.  C.  Martin;  president-elect,  Mrs.  B.  St. 
John;  first  vice-president,  Mrs.  L.  A.  Van 
Kleeck;  second  vice-president,  Mrs.  H.  Hirsch; 
recording  secretary,  Mrs.  T.  Newsome;  corre- 
sponding secretary,  Mrs.  C.  Welge;  treasurer, 
Mrs.  D.  Bonham;  directors,  Mrs.  L.  H.  Kice, 
Mrs.  L.  Lally,  Mrs.  A.  M.  Bell,  Mrs.  N.  H. 
Robin,  Mrs.  W.  Fry,  and  Mrs.  P.  A.  Robin. 

Oswego.  On  July  25  a joint  dinner  meeting 
was  held  by  members  of  the  Oswego  Medical 
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Society  and  its  auxiliary  at  the  Pleasant  Point 
Club.  A brief  business  session  was  held  by  the 
auxiliary,  Mrs.  John  L.  Mason  presiding.  Fall 
activities  for  the  year  were  discussed. 

Queens.  The  active  Queens  County  Auxili- 
ary has  completed  arrangements  for  its  Armis- 
tice Dinner-Dance  to  be  held  November  9 at  the 
Aviation  Terrace  of  LaGuardia  Field.  Mrs. 
Meyeron  Coe,  chairman,  will  be  assisted  by 
Mrs.  J.  Finnegan,  who  is  in  charge  of  special 
prizes;  Mrs.  A.  Kiffany,  tickets;  and  Mrs.  W. 
Brons,  table  arrangements . Others  assisting  are : 
Mrs.  E.  Coe,  Mrs.  M.  Pollock,  Mrs.  H.  Foster, 
Mrs.  C.  Davidson,  Mrs.  William  Lynch,  Mrs. 
W.  Steffin,  Mrs.  A.  Giambalvo,  Mrs.  S.  Catala- 
nello,  Mrs.  R.  Beck,  Mrs.  G.  Jantzen,  Mrs.  J. 
Keating,  Mrs.  J.  Drago,  Mrs.  R.  Yanover,  and 
Mrs.  J.  G.  Hill. 

A needlepoint  piece  made  by  Mrs.  William 
M.  Stone,  of  Flushing,  will  be  awarded.  The 
auxiliary  expects  this  affair  to  be  a great  success, 
and  the  committee  feels  it  will  be  the  largest 
affair  they  have  ever  had. 


Schenectady.  The  Fourth  District  Branch 
of  the  Medical  Society  holds  its  annual  meeting 
in  Schenectady  on  October  1 and  2.  At  this 
time  the  Woman’s  Auxiliary  will  entertain  all 
the  doctors’  wives  in  this  district.  The  presi- 
dents of  the  county  auxiliaries  will  act  as  host- 
esses for  the  day.  Guests  of  honor  will  be  the 
wives  of  the  presidents  of  the  county  medical 
societies  not  having  auxiliaries  and  the  wives  of 
the  district  branch  officers.  A varied  program 
of  entertainment  has  been  arranged.  A display 
at  the  House  of  Magic  of  the  General  Electric 
Company  and  a tour  of  the  WGY  Studio  will  be 
some  of  the  interesting  features  afforded.  There 
will  be  a luncheon  given  by  the  Schenectady 
auxiliary,  at  which  time  it  is  hoped  Mrs.  L.  H. 
Kice,  the  state  president,  and  Mrs.  R.  F.  John- 
son, organization  chairman,  will  enlighten  un- 
organized counties  on  the  values  of  an  auxiliary. 
Representatives  from  St.  Lawrence,  Franklin, 
Clinton,  Hamilton,  Essex,  Warren,  Fulton, 
Saratoga,  Washington,  and  Montgomery  coun- 
ties are  expected  to  be  present. 


WHAT  THE  CENSUS  TELLS  THE  DOCTOR 

Preliminary  analyses  of  information  collected 
during  the  recent  1940  Federal  census  reveals  a 
population  trend  away  from  metropolitan  centers 
toward  small  suburbs  and  cities  not  too  far  dis- 
tant from  the  larger  industrial  and  trading  cen- 
ters. 

This  fact  should  give  the  physician  preparing 
to  begin  the  private  practice  of  medicine  some- 
thing to  think  about,  believes  the  Ohio  State 
Medical  Journal.  Instead  of  opening  offices  in 
some  large  city,  he  should  consider  the  possibili- 
ties of  starting  a practice  in  outlying  communi- 
ties. 

These  factors,  cited  by  census  officials,  are  re- 
sponsible for  failure  of  the  large  cities  to  keep 
pace  with  smaller  communities  in  the  population 


increase — lure  of  the  home  in  the  country  with  a 
little  plot  of  ground ; cheaper  and  more  desirable 
housing  in  outlying  areas;  improved  thorough- 
fares and  traffic  facilities;  extension  of  utility 
systems  (power,  water,  and  gas);  decrease  in 
metropolitan  birth  rates ; movement  of  factories ; 
elimination  of  slums.  Obviously,  these  factors 
should  be  taken  into  consideration  by  the  young 
physician  when  he  starts  out  to  find  a suitable 
location. 

It  is  impossible  to  divorce  social  and  economic 
trends  and  the  practice  of  medicine.  The  physi- 
cian starting  practice  should  not  disregard  social 
and  economic  factors.  The  physician  already 
practicing  will  not  disregard  them  if  he  fully 
appreciates  their  significance. 


Prize  Essays 

The  Lucien  Howe  Prize  will  be  open  for  competition  at  the  next  Annual  Meeting  of  the 
Medical  Society  of  the  State  of  New  York,  May  19,  1941,  in  Buffalo.  This  prize  of 
$100  will  be  presented  for  the  best  original  contribution  on  some  branch  of  surgery,  pref- 
erably ophthalmology.  The  author  need  not  be  a member  of  the  Medical  Society  of  the 
State  of  New  York.  The  following  conditions  must  be  observed: 

Essays  shall  be  typewritten  or  printed  and  the  only  means  of  identification  of  the 
author  shall  be  a motto  or  other  device.  The  essay  shall  be  accompanied  by  a sealed 
envelope  having  on  the  outside  the  same  motto  or  device  and  containing  the  name 
and  address  of  the  writer. 

If  the  Committee  considers  that  no  essay  or  contribution  is  worthy  of  the  prize,  it 
will  not  be  awarded. 

Any  essay  that  may  win  the  prize  automatically  becomes  the  property  of  the  Medical 
Society  of  the  State  of  New  York  “to  be  published  as  it  may  direct.” 

All  essays  must  be  presented  no  later  than  February  1,  1941,  and  sent  to  the  Chair- 
man of  the  Committee  on  Prize  Essays  of  the  Medical  Society  of  the  State  of  New 
York,  292  Madison  Avenue,  New  York. 

Chas.  Gordon  Heyd,  M.D.,  Chairman,  Committee  on  Prize  Essays 


Books 

Books  for  review  should  be  sent  to  the  Book  Review  Department  at  1313  Bedford  Avenue, 
Brooklyn,  N.  Y.  Acknowledgment  of  receipt  will  be  made  in  these  columns  and  deemed  sufficient 
notification.  Selection  for  review  will  be  based  on  merit  and  the  interest  to  our  readers. 


REVIEWED 


Fractures.  By  Paul  B.  Magnuson,  M.D. 
Third  edition.  Octavo  of  511  pages,  illustrated. 
Philadelphia,  J.  B.  Lippincott  Co.,  1939.  Cloth, 
$5.00. 

This  is  the  third  edition,  revised  and  enlarged, 
by  a recognized  authority.  It  was  conceived  and 
written  to  meet  the  needs  of  the  man  who  first 
sees  the  fracture.  This  purpose  is  well  met. 
The  material  is  based  on  the  author’s  own  ex- 
periences. The  result  is  an  original,  smoothly 
written  text. 

There  is  much  to  praise  in  this  volume  The 
chapter  on  fractures  of  the  forearm  is  excellent; 
the  sections  on  fractures  of  the  spine  and  of  the 
skull  are  remarkably  well  done  The  uses  to 
which  the  writer  puts  the  Thomas  splint  with  the 
Pearson  attachment  are  ingenious 

Fractures  of  the  os  calcis  might  have  merited 
fuller  and  lengthier  discussion  than  that  accorded 
them.  No  mention  is  made  of  Boehler’s  meth- 
ods of  treating  these  disabling  fractures.  This 
we  believe  to  be  a serious  omission.  Exception 
might  be  taken  to  the  statement  that  “nonunion 
is  the  rule  in  fractures  of  the  body  of  the  carpal 
scaphoid.” 

The  greatest  point  of  controversy,  in  the  opin- 
ion of  this  reviewer,  is  the  role  assigned  to  physi- 
cal therapy  in  the  treatment  of  fractures.  The 
author  advises  its  employment  within  the  first 
week  in  all  fractures  of  the  extremities  except 
those  of  the  femur,  fibular  shaft,  os  calcis,  tarsus, 
and  metatarsus.  He  recommends  its  use  in 
Colles’  fracture  from  the  second  day  on.  There 
is  a large  body  of  opinion  opposed  to  the  use  of 
physical  therapy  in  the  treatment  of  fresh  frac- 
tures. 

Mayer  E.  Ross 

Pneumoconiosis  (Silicosis).  The  Story  of 
Dusty  Lungs.  A Preliminary  Report  by  Lewis 
G.  Cole,  M.D.,  and  William  G.  Cole,  M.D. 
Quarto.  Illustrated.  New  York,  The  Authors, 
1940.  Cloth,  $1.00. 

In  this  small  but  well-printed  volume,  the 
Coles  advance  the  hypothesis  that  nodular 
pneumoconiosis  is  not  a manifestation  of  the 
deposit  of  silica  in  lung  tissue  and  that  it  should 
not,  in  the  absence  of  complications,  be  consid- 
ered compensable.  Their  thesis  is  based  on  their 
finding,  after  careful  study  of  pathologic  ma- 
terial, that  there  are  few,  if  any,  silica  crystals  in 
the  “silicotic”  nodule.  On  the  other  hand  they 
describe  two  new  classifications  that  they  con- 
sider to  be  definitely  compensable.  In  a separate 
section  the  use  of  the  “electric  eye”  is  described. 
The  style  is  highly  personalized.  The  conclu- 
sions, while  not  as  yet  acceptable  to  most  work- 
ers in  this  field,  are  challenging  enough  to  make 
the  book  important  reading. 

Milton  Plotz 

Primer  of  Allergy.  A Guidebook  for  Those 
Who  Must  Find  Their  Way  Through  the  Mazes 


of  this  Strange  and  Tantalizing  State.  By  War- 
ren T.  Vaughan,  M.D.  Duodecimo  of  140 
pages,  illustrated.  St.  Louis,  C.  V.  Mosby  Co., 
1939.  Cloth,  $1.50. 

This  book  is  written  primarily  for  popular  con- 
sumption. Its  purpose  is  to  give  the  patient  suf- 
ficient insight  into,  and  understanding  of,  this 
constitutional  disturbance  to  enable  him  to  co- 
operate intelligently  with  the  doctor  in  arriving  at 
a diagnosis  and  so  assist  in  the  treatment.  The 
author  assures  the  reader  that  there  is  no  short 
cut  to  cure  by  self  medication. 

Each  of  the  ten  chapters  ends  with  a set  of 
questions  and  answers,  which  act  as  a review  of 
preceding  material.  All  technical  terms  are  de- 
fined in  simple  English. 

By  simile  and  allegory  the  author,  an  authority 
on  allergy,  certainly  makes  of  this  perplexing 
subject  an  interesting  bedtime  story  for  the  lay- 
man. We  heartily  endorse  his  “primer”  and  do 
not  hesitate  recommending  it  to  our  allergic  pa- 
tients and  professional  friends. 

Thos.  B.  Wood 

Office  Gynecology.  By  J.  P.  Greenhill, 
M.D.  Octavo  of  406  pages,  illustrated.  Chi- 
cago, The  Year  Book  Publishers,  Inc.,  1939. 
Cloth,  $3.00. 

The  author  has  efficiently  filled  the  need  for  a 
book  devoted  exclusively  to  medical  gynecology 
and  the  technic  of  minor  operative  procedures 
that  can  be  performed  in  a physician’s  office. 
It  is  intended  particularly  for  those  who  feel  the 
need  for  graduate  instruction  but  cannot  leave 
their  practice  for  this  purpose. 

The  book  is  complete  in  that  not  only  are  the 
medical  aspects  of  gynecology  covered  but  also 
practically  every  operative  and  nonoperative 
procedure  in  gynecology  that  may  be  carried 
out  in  a medical  office.  In  addition,  some  diag- 
nostic tests  and  treatments  such  as  hysterosal- 
pingography  and  pneumoperitoneum  are  de- 
scribed and  illustrated. 

The  book  should  unquestionably  be  of  value 
to  those  who  practice  office  gynecology  but  have 
not  had  the  advantage  of  long  training  or  experi- 
ence in  this  field.  It  is  heartily  recommended  to 
the  profession. 

A.  H.  Rosenthal 

Diseases  of  the  Ear,  Nose,  and  Throat.  Prin- 
ciples and  Practice  of  Otorhinolaryngology. 

By  Francis  L.  Lederer,  M.D.  Second  edition. 
Quarto  of  840  pages,  illustrated.  Philadelphia, 
F.  A.  Davis  Co.,  1939.  Cloth,  $10. 

Actual  revision  of  the  text  of  the  new  edition 
is  minimal.  The  addition  of  about  250  supple- 
mentary illustrations  (50  per  cent  more  than  the 
first  edition)  serves  to  illuminate  the  text  in 
greater  detail.  The  arrangement,  novel  in  the 
original  edition,  is  preserved.  Color  plates  and 
tables  are  retained.  The  schematic  three- 
dimensional  drawings  in  color  make  orientation 
easier  for  the  student  and  general  practitioner. 
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This  work  is  attractively  printed  and  bound  and 
its  content  logically  arranged.  The  approval 
generally  expressed  on  publication  of  the  original 
text  seems  fully  justified  by  the  appearance  of 
the  second  edition  in  less  than  a year.  Author 
and  publisher  are  to  be  congratulated  on  the  new 
edition  of  the  first  streamlined  textbook  in  oto- 
rhinolaryngology . 

Harry  Meyersburg 

Hospital  Public  Relations.  By  Alden  B. 
Mills.  Octavo  of  361  pages,  illustrated.  Chi- 
cago, Physicians’  Record  Co.,  1939.  Cloth, 
$3.75. 

This  book  will  be  welcomed  by  governing 
bodies  of  hospitals  and  by  executives  who  are 
becoming  increasingly  aware  of  not  only  the  need 
but  the  desirability  of  a sound  and  effective  pub- 
lic relations  program.  Mr.  Mills  defines  such  a 
program  as  a “conscious,  sincere,  directed  en- 
deavor to  create  and  strengthen  contacts  which 
contribute  to  the  development  of  mutual  under- 
standing, good  will,  and  respect  between  an  in- 
stitution (or  business)  and  its  public.”  That 
powerful,  elusive  instrument,  the  public  mind, 
must  be  informed  and  educated  but,  above  all, 
understood  if  the  mutual  obligations  of  this 
definition  are  to  be  obtained.  The  principles 
involved  and  the  underlying  theories  are  analyzed 
and  developed  into  a definite  program  in  the  first 
section  of  the  book.  The  chapters  covering 
“Influencing  of  Public  Opinion”  and  “Prin- 
ciples of  Public  Relations”  are  comprehensive 
and  explicit. 

The  problems  incident  to  this  period  of  intense 
competition  for  the  philanthropic  dollar,  of 
enormous  increase  in  the  expense  occasioned  by 
scientific  progress  affecting  standards  of  ade- 
quate medical  service,  of  changing  philosophies 
as  to  what  auspices  shall  provide  such  medical 
care  having  been  dealt  with  in  general,  the  second 
part  of  the  book  undertakes  to  illustrate  with 
practical  examples  the  application  of  the  prin- 
ciples propounded  by  means  of  all  the  range  of 
personal  contacts  and  expositional  technics. 
The  annual  report  and  other  publications  and 
relations  with  the  press,  radio,  films,  and  enter- 
tainments are  helpfully  discussed  and  drawn 
from  a wide  range  of  experience. 

W.  G.  Nealley 

The  Hospital  Care  of  Neurosurgical  Patients. 

By  Wallace  B.  Hamby,  M.D.  Octavo  of  118 
pages,  illustrated.  Springfield,  Charles  C. 
Thomas,  1940.  Cloth,  $2.00. 

This  is  an  excellent  little  book  designed  for  the 
instruction  of  nurses,  interns,  and  residents  in 
charge  of  neurosurgical  cases.  Naturally  each 
clinic  has  tricks  of  its  own  in  reference  to  most  of 
the  subjects  discussed,  but  the  book  presents  a 
sort  of  a baseline  around  which  modifications 
can  be  built.  It  is  a book  well  worth  having  in 
any  hospital  library. 

Leo  M.  Davidoff 

Combined  Textbook  of  Obstetrics  and  Gyne- 
cology. For  Students  and  Medical  Practitioners. 
Revised  and  rewritten  by  J.  M.  Munro  Kerr, 
M.D.  Third  edition.  Quarto  of  1,192  pages, 
illustrated.  Baltimore,  Williams  & Wilkins  Co., 
1939.  Cloth,  $12. 

This  big,  strong,  well-bound  book  of  nearly 
1,200  pages  contains  about  all  a textbook  can. 


Except  for  this  book,  obstetrics  and  gynecology 
in  the  same  volume  has  not  found  favor.  Cer- 
tainly considerable  repetition  is  avoided  in  this 
way.  It  is  really  a reference  book  for  the  student 
and  practitioner,  as  operations  are  not  described 
in  any  great  detail. 

Induction  of  premature  labor  in  contracted 
pelvis  symphysiotomy,  transverse  incision  in  the 
lower  segment  cesarean  are  advised.  None  of  the 
new  obstetric  forceps  is  mentioned.  The  book  is, 
of  course,  not  intended  for  specialists,  so  it  con- 
tains but  little  more  than  essential  information. 
It  is  recommended  for  that  purpose. 

Charles  A.  Gordon 

Medical  State  Board  Questions  and  An- 
swers. By  R.  Max  Goepp,  M.D.  Seventh 
edition.  Octavo  of  644  pages.  Philadelphia, 
W.  B.  Saunders  Company,  1938.  Cloth, 
$5.50. 

Medical  State  Board  Examinations.  Topical 
Summaries  and  Answers.  An  Organized  Re- 
view of  Actual  Questions  Given  in  Medical 
Licensing  Examinations  Throughout  the  United 
States.  By  Harold  Rypins,  M.D.  Fourth  edi- 
tion. Octavo  of  448  pages.  Philadelphia,  J.  B. 
Lippincott  Co.,  1939.  Cloth,  $4.50. 

The  fourth  edition  of  Rypins  and  the  seventh 
of  Goepp  retain  all  of  the  good  features  of  past 
editions  and  add  some  new  material,  bringing  the 
books  as  up  to  date  as  possible.  Which  the  pros- 
pective candidate  will  choose  to  help  him  in  rapid 
review  for  board  examinations  will  be  a matter  of 
individual  preference.  Those  who  prefer  straight 
outline  will  choose  Rypins;  those  who  prefer 
the  question  and  answer  method  will  like 
Goepp. 

Milton  Plotz 

Illustrations  of  Regional  Anatomy.  By  E.  B. 

Jamieson,  M.D.  Second  edition  in  seven  sec- 
tions. Octavo.  Baltimore,  William  Wood  & 
Co.,  1937  and  1939.  Paper,  $15  complete  set. 

These  loose-leaf  cardboard-covered  volumes 
contain  plates  mostly  all  in  color,  and,  although 
some  are  schematic  drawings,  the  majority  are 
from  actual  dissections  by  the  author.  The 
first  edition  made  its  appearance  in  October, 
1934,  as  five  separate  volumes  or  sections.  Since 
then  the  author  has  added  the  upper  and  lower 
limbs  as  sections  six  and  seven,  respectively, 
thus  making  the  body  complete. 

Each  volume  contains  from  thirty  to  sixty- 
three  plates,  and  the  names  used  in  the  legends 
are  those  approved  by  the  Anatomical  Society 
of  Birmingham  in  1933.  Where  they  differ 
radically  from  the  Basle  Nomina  Anatomica,  the 
B N A forms  are  inserted  in  brackets. 

The  volumes  are  primarily  for  teaching,  and 
the  paper  on  which  they  are  drawn  makes  it 
possible  for  the  student  to  draw  in  color  on  the 
opposite  side  of  the  plate. 

The  loose-leaf  arrangement  of  the  book  makes 
the  plates  easily  removable  for  purposes  of  illus- 
trating the  anatomy  of  various  sections  of  the 
body,  which  is  a decided  advantage  to  those  who 
are  reading  papers  or  giving  lectures  where  a 
specific  section  of  the  anatomy  of  the  body  needs 
to  be  illustrated. 

It  has  another  decided  advantage  in  that  it 
can  serve  as  a ready  anatomic  reference  to  practi- 
tioners of  medicine  and  surgery. 

H.  T.  Wikle 
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Clinical  Toxicology.  By  Clinton  H.  Thienes, 
M.D.  Octavo  of  309  pages,  illustrated.  Phila- 
delphia, Lea  & Febiger,  1940.  Cloth,  S3. 50. 

This  small  book  deals  with  poisons  in  a simple 
and  concise  manner.  It  is  not  redundant  with 
material  irrelevant  to  the  needs  of  the  clinician. 
A book  on  toxicology,  however,  should  list  the 
more  common  industries  and  occupations  in 
which  poisoning  is  apt  to  occur.  This  would  be 
of  great  help  to  the  physician  in  at  least  suggest- 
ing to  him  what  poison  may  be  the  offending  sub- 
stance in  a given  case. 

Every  physician  prescribing  drugs  should  have 
this  book  available  for  ready  use.  Only  by  fre- 
quent reference  to  such  books  will  prescribing 
physicians  become  aware  of  the  constant  dangers 
lurking  in  the  administration  of  our  most  useful 
drugs. 

Charles  Solomon 

Forensic  Medicine.  By  Sydney  Smith,  M.D. 
Sixth  edition.  Octavo  of  654  pages,  illustrated. 
Boston,  Little,  Brown  and  Co.,  1939.  Cloth, 
$7.50. 

The  sixth  edition  of  Forensic  Medicine  is  a 
thorough  revision  of  its  previous  texts,  with  many 
new  illustrations  added  and  certain  of  the  others 
eliminated. 

Few  scientific  works  of  this  nature  are  main- 
tained for  longer  than  the  lifetime  of  their 
authors,  gradually  succumbing  for  want  of  up- 
to-date  progress  in  their  respective  fields.  The 
reviewer  feels  that  this  is  one  of  the  few  works 
that  will  remain  a permanent  reference  to  both 
physicians  and  lawyers  alike. 

Perusal  of  Professor  Smith’s  book  shows  an 
expert  knowledge  and  original  study  of  many  of 
the  subjects  contained  in  it.  His  views  and 
conclusions  are  most  worthy  of  respect  and  form 
a valuable  contribution  to  the  literature  of 
forensic  medicine  and  toxicology. 

S.  Ingram  Hyrkin 

The  New  International  Clinics.  Original 
Contributions:  Clinics;  and  Evaluated  Re- 

views of  Current  Advances  in  the  Medical  Arts. 
Edited  by  George  M.  Piersol,  M.D.  Volume 
III,  New  Series  Two.  Octavo  of  332  pages, 
illustrated.  Philadelphia,  J.  B.  Lippincott  Co., 
1939.  Cloth,  $3.00. 

Many  topics  of  interest  are  presented.  In  an 
article  on  “Recent  Developments  in  the  Epidemi- 
ology of  Poliomyelitis,”  Paul  and  Trask  pre- 
sent an  argument  for  considering  the  disease  an 
intestinal  disorder  spread  by  the  channels  opera- 
tive in  summer  diseases.  There  is  reported  the 
results  of  experience  with  sulfapyridine  in  pneu- 
monia in  fifty-four  patients  by  Hartmann  and 
others.  In  acute  neutropenia,  Retznikoff  calls 
attention  to  the  reports  on  the  use  of  yellow  bone 
marrow  in  addition  to  other  measures.  In  another 
article  the  use  of  placental  blood  for  transfusion 
is  favorably  considered. 

Among  the  clinics  presented  is  one  on  vascular 
diseases  and  one  on  pneumococcic  meningitis 
with  recovery  treated  with  sulfapyridine  by 
mouth,  with  oxygen  therapy,  repeated  lumbar 
punctures,  and  blood  transfusion.  After  13  Gm. 
of  sulfapyridine  had  been  given,  it  was  not  pos- 
sible to  obtain  a positive  spinal  fluid  culture,  and 
the  drug  concentration  in  spinal  fluid  was  9.6  mg. 
per  hundred  cubic  centimeters. 


A review  of  obstetric  hemorrhage  by  Eastman, 
of  Johns  Hopkins,  furnishes  a full  discussion  of 
that  subject. 

W.  E.  McCollom 

Pneumonia  with  Special  Reference  to  Pneu- 
mococcus Lobar  Pneumonia.  By  Roderick 
Heffron,  M.D.  Octavo  of  1,086  pages.  New 
York,  Commonwealth  Fund,  1939.  Cloth, 
$4.50. 

Some  idea  of  the  scope  of  this  volume  may  be 
obtained  from  a consideration  of  the  fact  that 
the  chapter  on  “Aspects  of  Immunity”  is  nearly 
one  hundred  pages  long,  and  the  section  on  diag- 
nosis and  differential  diagnosis  is  over  40  pages 
in  length.  The  thoroughness  with  which  every 
aspect  of  the  study  of  lobar  pneumonia  is  treated 
is  attested  to  by  the  bibliography  which  con- 
tains 1,471  items.  Dr.  Heffron,  who  is  connected 
with  the  Commonwealth  Fund,  has  brought  to  the 
writing  of  this  comprehensive  book  a wealth  of 
experience  in  the  management  and  epidemi- 
ology of  pneumonia. 

There  is  very  little  that  is  original  here,  but 
all  of  the  literature  is  well  digested,  critically 
examined,  and  entertainingly  presented.  It 
seems  unlikely  to  this  reviewer  that  a student 
will  fail  to  find  in  Heffron’s  book  useful  informa- 
tion on  even  the  most  obscure  phases  of  pneu- 
monia. There  are  no  illustrations,  but  this, 
probably,  has  been  one  factor  in  keeping  the 
price  of  the  book  down  to  an  extremely  reasonable 
figure,  thus  making  it  available  to  almost  every- 
one. The  title  is  somewhat  misleading  because 
very  little  space  is  devoted  to  any  pneumonias 
aside  from  the  pneumococcic  lobar  pneumonias. 

Milton  Plotz 

Nutrition  and  Physical  Degeneration.  A 
Comparison  of  Primitive  and  Modern  Diets  and 
Their  Effects.  By  Weston  A.  Price,  D.D.S. 
Octavo  of  431  pages,  illustrated.  New  York, 
Paul  B.  Hoeber,  Inc.,  1939.  Cloth,  $5.00. 

This  book  shows  the  efforts  of  painstaking 
study  and  research.  The  author  has  gathered 
material  from  the  four  corners  of  the  world. 
The  discussion  on  all  primitive  diets  and  their 
relationship  to  health,  paralleled  with  the  dis- 
cussion on  civilized  dietary  and  its  relation  to 
health,  leads  to  the  author’s  opinion  that  refined 
foods  are  the  cause  of  tissue  degeneration  and 
poor  health.  Being  a dentist,  he  is  especially 
interested  in  the  control  of  dental  caries  and  jaw 
deformities. 

The  book  is  well  bound  and  well  printed  and 
may  also  be  classed  as  a travelogue  on  nutrition. 

Morris  Ant 

Attaining  Womanhood.  A Doctor  Talks  to 
Girls  About  Sex.  By  George  W.  Corner,  M.D. 
Duodecimo  of  95  pages,  illustrated.  New  York, 
Harper  & Bros.,  1939.  Cloth,  $1.00. 

A sex  education  book  for  the  laity,  this  little 
volume  is  intended  for  the  growing  girl  herself. 
Written  by  the  distinguished  professor  of  anat- 
omy at  the  University  of  Rochester  it  should  find 
favor.  The  illustrations  are  rough  but  clear, 
simple,  and  accurate.  The  text  is  gentle,  sym- 
pathetic, and  anything  but  sensational.  Chap- 
ters on  sex  attraction,  conduct,  and  problems  are 
very  well  done,  indeed,  and  should  do  a vast 
amount  of  good.  Recommended. 

Charles  A.  Gordon 
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Editorial 


Mr.  Roosevelt  Replies 


The  Rocky  Mountain  Medical  Journal  for  October,  1940,  makes 
good  its  offer  of  September  (in  which  issue  it  printed  Mr.  Willkie’s 
terse  statement  of  his  views  on  socialized  medicine,  reproduced  in 
this  Journal  for  September  15,  1940,  p.  1347)  by  carrying  on  its 
first  editorial  page  a letter  dated  The  White  House,  September  6, 
1940,  and  signed  Stephen  Early,  Secretary  to  the  President. 

In  the  letter  Mr.  Early  says:  “The  President’s  views  on  the  sub- 
ject about  which  you  inquire  were  expressed  in  a speech  delivered  at 
the  Jersey  City  Medical  Center  ...  on  October  2,  1936,  and,  for 
your  information,  I have  much  pleasure  in  enclosing  a copy  of  that 
speech.  The  views  expressed  by  the  President  on  that  occasion 
have  in  no  wise  been  changed  or  modified  since  the  delivery  of  the 
speech  in  question  and  still  constitute  a complete  statement  of  his 
principles.” 


ENCLOSURE 


“It  is  a privilege  to  take  part  in  the  dedi- 
cation of  this  Medical  Center — the  third 
largest  medical  institutional  group  in  the 
United  States. 

“I  am  happy,  too,  that  the  Federal 
Government  through  its  Public  Works 
expenditures  has  been  able  to  be  of  assist- 
ance to  the  municipal  government  of 
Jersey  City  and  to  Hudson  County  in 
making  this  Center  possible.  As  a matter 
of  fact,  the  expenditures  through  the 
Public  Works  Administration  are  increas- 
ing the  capacity  of  American  hospitals 
by  nearly  50,000  beds.  During  the  de- 
pression the  difficulty  of  obtaining  funds 
through  municipal  or  private  sources 
would  have  meant  a serious  shortage  in 
caring  for  patients  and  in  giving  them  ade- 


quate facilities  had  it  not  been  for  Federal 
assistance  through  loans  and  grants. 

“But  there  is  another  reason  for  increas- 
ing the  bed  capacity  of  the  hospitals  of 
the  country.  The  Medical  and  Nursing 
professions  are  right  in  telling  us  that  we 
must  do  more  to  help  the  small  income 
families  in  times  of  sickness. 

“Let  me  with  great  sincerity  give  the 
praise  which  is  due  to  the  doctors  of  the 
Nation  for  all  that  they  have  done  during 
the  depression,  often  at  great  sacrifice,  in 
maintaining  the  standards  of  care  for  the 
sick  and  in  devoting  themselves  without 
reservation  to  the  high  ideals  of  their  pro- 
fession. 

“The  Medical  profession  can  rest  as- 
sured that  the  Federal  Administration 
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contemplates  no  action  detrimental  to 
their  interests.  The  action  taken  in  the 
field  of  health  as  shown  by  the  provisions 
of  the  splendid  Social  Security  Act  re- 
cently enacted  is  clear. 

“There  are  four  provisions  in  the  Social 
Security  Act  which  deal  with  health; 
and  these  provisions  received  the  support 
of  outstanding  doctors  during  the  hearings 
before  Congress.  The  American  Medical 
Association,  the  American  Public  Health 
Association,  and  the  State  and  Territorial 
Health  Officers  Conference  came  out  in 
full  support  of  the  public  health  provi- 
sions. The  American  Child  Health  As- 
sociation and  the  Child  Welfare  League 
endorsed  the  maternal  and  child  health 
provisions. 

“This  in  itself  assures  that  the  health 
plans  will  be  carried  out  in  a manner  com- 
patible with  our  traditional  social  and 
political  institutions.  Let  me  make  that 
point  very  clear.  All  States  and  Terri- 
tories are  now  cooperating  wdth  the  Public 
Health  Service.  All  States  except  one  are 
cooperating  in  maternal  and  child  health 
service;  all  States  but  ten  in  service  to 
crippled  children  and  all  States  but  nine 
in  Child  Welfare. 


“Public  support  is  behind  this  program. 
But  let  me  stress,  in  addition,  that  the 
Act  contains  every  precaution  for  insur- 
ing the  continued  support  and  coopera- 
tion of  the  Medical  profession. 

“In  the  actual  administration  of  the 
Social  Security  Act  we  count  on  the  co- 
operation in  the  future,  as  hitherto,  of  the 
whole  of  the  medical  profession  through- 
out the  country.  The  overwhelming  ma- 
jority of  the  doctors  of  the  Nation  want 
medicine  kept  out  of  politics.  On  occa- 
sions in  the  past  attempts  have  been  made 
to  put  medicine  into  politics.  Such  at- 
tempts have  always  failed  and  always  will 
fail. 

“Government,  State  and  National,  will 
call  upon  the  doctors  of  the  Nation  for 
their  advice  in  the  days  to  come. 

“It  is  many  long  years  ago  that  Mayor 
Hague  and  I discovered  a common  in- 
terest in  the  cause  of  the  crippled  child. 
This  great  Medical  Center  is,  I know, 
close  to  his  heart.  I congratulate  him  on 
the  fulfillment  of  a splendid  dream.  I 
congratulate  Jersey  City  and  Hudson 
County  on  modern  facilities  surpassed  by 
no  other  community  in  America.” 


From  this  speech  anyone  can  draw  his  own  inferences  as  to  the 
Democratic  candidate’s  views  on  socialized  medicine  in  1936,  with 
Mr.  Early’s  assurance  that  they  “have  in  no  wise  been  changed  or 
modified  since.  ...”  Thus,  the  Rocky  Mountain  Medical  Journal 
by  its  commendable  editorial  enterprise  has  clarified  for  physicians, 
at  least,  a question  which  might  otherwise  have  remained  obscure. 

Refrigeration  of  Human  Beings 

With  the  publication  in  previous  issues  of  the  Journal*  of  the 
recent  work  of  Temple  University  School  of  Medicine  in  crymo- 
therapy,  we  present  another  example  of  the  constructively  imagina- 
tive questing  of  the  medical  mind.  Always  something  appears  to  be 
new  under  the  sun  until  we  examine  the  record.  Then,  not  the  thing 
itself  but  its  uses  appear  to  be  novel,  its  application  ingenious.  So 
it  seems  to  be  with  crymotherapy. 

Man  is  not  a hibernating  animal,  has  never  been  so  throughout  his 
recorded  history.  Nevertheless,  the  technic  practiced  by  some 
religious  cults  and  that  of  some  notable  magicians  has  succeeded  in 
producing  states  of  “suspended  animation”;  in  certain  parts  of  Si- 


* Sept.  15,  1940;  Oct.  1,  1940. 
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beria  there  is  a well-known  phrase  “to  sleep  is  to  eat.”  All  these 
practices  are  associated  with  lowered  metabolic  rates  voluntarily 
induced  by  causes  varying  from  philosophic  theory  to  starvation 
states,  sometimes  but  not  always  associated  with  low  atmospheric 
temperatures.  It  is  probable  that  man’s  early  discovery  of  the 
use  of  fire  which  he  alone  of  the  animals  has  utilized,  together 
with  the  further  use  of  textiles  and  skins  for  clothing,  has  materially 
contributed  to  his  ability  to  exist  in  low  atmospheric  temperatures 
without  the  necessity  for  hibernating;  to  which  end  also  his  in- 
genuity in  providing  food,  his  wide  range  of  diet,  and  the  early  arts 
of  agriculture  and  arms  advanced  him. 

Just  as  his  lachrymal  apparatus  permitted  him  to  generate  his 
own  sea-water  wherewith  to  keep  his  corneas  moist  and  thus  to 
emerge  from  the  amphibian  state  into  a whole-time  land  animal, 
so  his  ability  to  create  his  own  temperature  environment  by  clothing 
and  fire  has  enabled  him  to  live  from  pole  to  pole.  His  adaptability 
is  nearly  as  great  as  that  of  the  rat. 

Now  many  observers  are  studying  the  effects  of  lowering  the 
body  temperature  some  16  to  18  degrees  below  the  mean  normal. 
As  early  as  1798*  the  effects  of  the  cold  bath  were  reported  in  a case 
of  insanity  with  beneficial  clinical  results,  but  only  within  recent 
times  has  the  mechanism  of  controlled  refrigeration  been  sufficiently 
perfected  to  permit  careful  study,  the  results  of  which  have  been 
set  forth  in  the  Journal’s  symposium.  In  the  issue  of  November  1, 
we  are  publishing  a paper  on  crymotherapy  and  its  relation  to 
hibernation  which  will  review  the  studies  in  refrigeration  in  the 
light  of  man’s  ability  as  a potential  hibernator  and  the  possibilities 
therefrom  resulting.  In  our  opinion  this  is  probably  one  of  the  most 
fertile  fields  of  research  yet  opened  to  modern  medicine. 


* Med.  Report,  London,  1798,  James  Currie,  M.D.,  F.R.S.,  Edin. 


We  See  by  the  Papers.  . . 

From  The  New  York  Times , October  1,  1940: 

“With  City  officials  and  labor  leaders  participating  in  the  cere- 
mony, Local  802  of  the  American  Federation  of  Musicians,  one  of 
the  largest  labor  unions  in  the  city,  yesterday  put  into  effect  its 
hospitalization  and  medicine  program  for  indigent  members  in  the 
auditorium  of  the  Manhattan  General  Hospital.  . . . 

“The  new  hospitalization  and  medical  program  was  hailed  by  the 
speakers  as  an  experiment  that  should  be  an  example  for  other 
unions.  . . . 
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“Mr.  Morris  cited  the  hospitalization  plan  as  an  example  of 
social  service  in  a democracy. 

“Mr.  Isaacs  hailed  it  as  a ‘progressive  step  marking  a new  advance 
in  trade  unionism.  ’ 

“Mr.  Woll  said  the  plan  may  prove  the  beginning  of  a ‘great 
national  movement  for  medical  security  not  only  for  organized 
labor  but  for  all  labor.’  ” 

From  The  New  York  Medical  Week , September  28,  1940: 

“As  described  in  The  Times,  ‘The  new  plan  calls  for  the  division 
of  the  city  into  eight  districts,  in  each  of  which  the  union  has  re- 
tained a physician  who  is  also  a member  of  the  staff  of  the  hospital. 
These  physicians  will  pass  upon  the  needs  of  unemployed  members 
of  the  local  and  their  families  residing  in  the  districts.  . . .’  There 
is,  of  course,  no  free  choice  of  physician.  The  practitioners  asso- 
ciated with  the  plan  are  employees  of  the  union  and  wholly  subject 
to  lay  direction.  . . . 

“If  this  scheme  is  extended  to  the  working,  self-supporting 
members  of  the  union  ...  we  may  expect  to  see  scores  of  schemes 
for  cheap  contract  practice  springing  up  in  other  unions,  industrial 
plants,  and  benevolent  organizations.  The  result  will  be  as  de- 
moralizing to  the  prevailing  standards  of  medical  care  as  the  low- 
grade  contract  practice  which  paved  the  way  for  compulsory  sick- 
ness insurance  in  England.” 

We  begin  to  “count  that  day  lost  whose  low  descending  sun”  sets 
on  no  new  scheme  for  the  provision  of  “free”  or  “low  cost”  medical 
service.  The  birth  rate  is  rising  so  rapidly  that  one  is  tempted  to 
examine  critically  these  siblings,  these  conceptions  of  the  union  of 
Public  Welfare  and  Poverty.  The  births  are  acclaimed  by  the 
newspapers  in  a manner  to  recall  the  ceremony  and  fanfare  which 
used  to  be  associated  with  the  advent  of  a successor  to  the  Crown — 
with  the  difference  that  the  physician,  in  present-day  practice,  is 
excluded  from  the  public  accouchement.  His  place  is  taken  for 
reasons  of  publicity  by  presidents  of  city  councils,  vice-presidents 
of  labor  unions,  and  sometimes  by  sociologists,  rostrum  accoucheurs 
in  the  modern  manner — so  far,  so  good. 

But — what  becomes  of  these  little  ones?  After  the  accoucheurs 
have  instilled  the  silver  nitrate,  packed  their  portable  public  address 
instruments  in  their  little  black  bags  and  departed,  what  then? 
Does  that  end  their  responsibility  ? What  do  the  statistics  of 
infant  mortality  say?  Do  these  little  heirs  of  the  Crown  thrive? 
If  so,  the  record  should  be  publicly  acclaimed!  If  not,  from  what 
diseases  do  they  succumb?  Has  there  been  negligence  on  the  part 
of  these  modern  rostrum  practitioners?  Have  they  been  zealous 
in  obtaining  postmortem  examinations?  What  do  the  results  of 
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the  examinations  show?  The  records  should  be  public  property 
just  as  the  poll  books  of  the  general  elections  are  supposed  to  be. 
We  should  be  glad  to  see  a scientific  study  and  report  made  of  the 
infant  mortality  statistics  on  this  subject. 

Medically  sponsored  experimentation  in  this  field — the  distinc- 
tion is  important — has  advisedly  followed  the  horse  and  buggy 
medical  expense  indemnity  system  as  a result  of  much  investigation 
and  study  with  relatively  little  publicity.  A number  of  planned 
low-cost  infants  have  been  born  without  benefit  of  loudspeakers 
during  the  last  few  years — not  on  rostra,  but  in  the  antiseptic 
environment  of  county  and  state  medical  societies.  Of  three  of 
them,  very  careful  records  of  birth  and  infancy  were  prepared  for 
the  September  meeting  of  the  House  of  Delegates  of  the  Wisconsin 
State  Medical  Society.*  In  “no  other  state  have  three  different 
plans  been  set  up  on  a definitely  experimental  basis.”  The  plan 
was  operated  in  Douglas  County  as  a cooperative.  The  Milwaukee 
plan  was  under  the  direct  sponsorship  of  the  Milwaukee  County 
Medical  Society.  The  Rock  County  experiment  was  never  placed 
in  actual  operation  because  of  lack  of  subscribers.  The  report 
summarizes  the  status  of  these  medically  accouched  low-cost  infants 
as  of  September,  1940,  as  follows: 

“It  is  clear,  however,  that  the  popular  demand  for  sickness  in- 
surance which  the  enthusiasts  have  always  cited  does  not  exist  in 
these  typical  sections  of  Wisconsin.  The  probability  is  that  it 
does  not  exist  in  Minnesota,  either,  nor  anywhere  else  in  the  United 
States. 

Reasons  given  by  individuals,  who  rejected  . . . the  three  plans 
were  . . . economic  in  nature. 

1.  Lack  of  proper  appreciation  or  evaluation  of  the  compara- 
tive values  for  budgeting  for  medical  care  and  of  budgeting  for 
such  obligations  as  radio,  appliances,  and  automobiles. 

2.  Physicians’  services  during  the  past  several  years  have 
not  averaged  the  annual  premium  costs  of  $36  a year. 

3.  Lack  of  funds  on  the  part  of  some  prospective  subscribers. 

4.  Premiums  are  too  high  in  the  opinion  of  others.” 

*Minnesota  Medicine,  September,  1940,  pp.  661-662. 

Problems  in  Conductivity 

The  use  of  gaseous  mixtures  for  anesthesia  and  industrial  pur- 
poses has  created  new  problems  for  industry  and  medicine  to 
solve.  These  problems  arise  from  the  prevalence  of  electrostatic 
charges  created  by  materials  in  motion,  and  are  modified  by  atmos- 
pheric conditions.  Not  only  gases  but  dust  of  many  kinds  may 
form  explosive  compounds.  Coal  mines  and  grain  elevators,  flour 
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mills  and  powder  factories  have  been  the  scenes  of  many  accidental 
and  preventable  explosions  which  have  provoked  exhaustive  re- 
search as  to  the  causes,  and  the  establishment  of  rigid  codes  of 
practice  to  combat  recurrences.  The  dry-cleaning  industry  had 
many  fires  from  the  ignition  of  gasoline  vapor  by  electrostatic  sparks 
until  it  began  humidifying  the  air  of  the  establishments  about  ten 
years  ago  on  the  recommendation  of  Dr.  Horatio  B.  Williams.  He 
recommended  an  optimum  of  65  per  cent  humidity,  in  a paper  on 
this  subject  in  1930. 

Explosions  have  occurred,  however,  in  operating  rooms  of  hos- 
pitals, where  the  air  was  humidified  and  air-conditioned  to  remove 
practically  all  carbon  dioxide.  Lack  of  control  of  static  conditions 
during  anesthesia  service  has  been  the  cause  of  some  fatalities  and 
injuries.  The  solution  of  the  operating-room  problem  apparently 
lies  in  the  prevention  of  electrostatic  discharges,  by  maintaining  all 
materials  at  ground  potential.  This  involves  necessarily  the  use 
of  leakage  media  for  stored-up  static  charges.  Conductive  flooring, 
shoes  with  conductive  soles,  the  floor,  furniture,  and  personnel 
in  conductive  connection  with  the  earth  seem  to  be  the  minimum  pre- 
cautions indicated.  Rubber,  so  much  used  in  operating  rooms,  is 
well  known  for  its  insulating  properties  due  to  a low  coefficient  of 
electrical  conductivity.  Dry  tile  floors  also  are  poor  conductors. 
Many  pieces  of  operating-room  equipment  are  furnished  with 
rubber- tired  casters  to  reduce  noise,  presenting  a complex  problem 
in  the  maintenance  of  low  electrical  potentials. 

It  is  our  understanding  that  industrial  research  has  produced 
rubber  of  the  desired  electrical  conductivity,  that  terrazzo  flooring 
without  treatment  of  any  kind  is  safe.  Compounds  and  materials 
offered  for  sale  for  use  in  operating  rooms  should  be  fully  tested 
before  use  under  conditions  which  resemble  those  in  the  operating 
section  of  hospitals,  and  after  installation  should  be  checked  at 
stated  intervals  for  rate  of  conductivity.  Waxed  linoleum  is  not 
safe.  Bodies  or  materials  in  motion  over  such  linoleum  must  be 
electrically  coupled  by  flexible  conductors,  or  electrostatic  charges 
may  accumulate.  No  wool  or  silk  clothing  should  be  worn  in  the 
operating  room  at  all.  Only  by  the  development  of  rigid  codes 
through  exhaustive  research  and  strict  enforcement  of  suitable 
regulations  can  accidents  resulting  from  electrostatic  discharges  in 
the  presence  of  explosive  gases  be  prevented. 
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IN  the  past,  public  health  effort  was 
primarily  directed  toward  the  sanita- 
tion of  the  physical  environment  and  was 
concerned  with  controlling  contagious 
diseases  by  isolating  the  sick  from  the  well 
as  a means  of  preserving  community 
health. 

Modern  scientific  achievement  and 
technologic  advance  have  provided  new 
means  of  combating  disease.  Utilizing 
this  newer  knowledge,  public  health  prac- 
tice has  gone  far  beyond  early  concepts  in 
an  effort  to  fulfill  the  obligation  of  health 
promotion  and  the  prevention  of  sickness 
and  premature  death.  Psychologic,  so- 
cial, and  economic  factors  are  receiving 
increasing  attention  as  a challenge  to 
these  objectives.  The  trend  toward  in- 
dividual health  protection  and  promotion 
through  organized  community  effort  has 
become  more  evident,  partly  through 
recognition  that  one  sick  individual  may 
vitally  disturb  the  economic  and  social 
balance  of  the  family  and,  similarly,  that 
a group  of  such  families  may  affect  the 
community  itself. 

In  New  York  State  major  activities  of 
departments  of  public  health  comprise 
(1)  the  control  of  communicable  diseases 
including  pneumonia,  syphilis,  and  tuber- 
culosis, (2)  the  hygiene  of  maternity  and 
infancy  and  the  promotion  of  the  health 
of  children  of  preschool  age,  (3)  the  dis- 
covery of  physically  handicapped  children 
and  alleviation  of  their  condition,  and  (4) 
the  control  of  cancer.  Supporting  activi- 
ties include:  public  health  education; 

* With  the  assistance  of  Dr.  J.  J.  Bourke, 

Assistant  District  State  Health  Officer. 


supervision  of  health  work  and  personnel ; 
diagnostic  laboratory  services;  the  pro- 
duction and/or  distribution  of  biologi- 
cals;  the  compilation  of  vital  statistics; 
sanitation  of  water,  milk,  and  food;  the 
safe  disposal  of  wastes;  instruction  in 
nutrition;  dental  hygiene  services;  cer- 
tain clinic  services;  state  cancer  and  or- 
thopedic hospital  care;  local  and  state 
tuberculosis  sanatorium  care;  and  local 
communicable  disease  hospital  care. 
Public  welfare,  mental  hygiene,  industrial 
hygiene,  and  school  hygiene  are  primarily 
the  functions  of  other  departments  in 
New  York  State. 

The  servicing  of  a broad  public  health 
program  requires  the  cooperative  effort  of 
laymen  and  of  members  of  professional 
groups,  such  as  physicians,  nurses,  and 
dentists.  The  majority  of  these  workers 
are  not  paid  from  public  funds  and  are 
seldom  given  the  credit  due  them  for 
services  in  the  interest  of  public  health. 
Outstanding  among  this  group  is  the  prac- 
ticing physician,  since  the  success  of  or- 
ganized public  health  work  is  largely  de- 
pendent on  the  quality  of  his  skill  in 
diagnosis,  his  cooperation  with  public 
health  personnel,  and  the  excellence  of 
preventive  medicine  practiced  by  him  in 
behalf  of  his  patients.  Services  of  this 
order  are  an  essential  part  of  public 
health  but  must  not  be  construed  as 
public  health  per  se.  The  relatively  small 
group  earning  their  livelihood,  either  par- 
tially or  wholly,  as  an  integral  part  of  the 
personnel  of  a public  health  department 
represent  numerous  specialties.  Em- 
ployed for  this  purpose  in  New  York  State 
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at  state  and/or  local  levels  are  health 
officers,  sanitary  engineers,  milk  sani- 
tarians, statisticians,  public  health  nurses, 
dental  hygienists,  dentists,  bacteriolo- 
gists, pathologists,  nutritionists,  tuber- 
culosis specialists,  radiologists,  ortho- 
pedists, physical  therapeutists,  syphilolo- 
gists,  pediatricians,  obstetricians,  etc.,  de- 
pendent on  the  need  for  each  particular 
major  or  supporting  activity. 

On  the  public  health  officer  falls  the  re- 
sponsibility of  determining  the  public 
health  needs  of  the  area  under  his  juris- 
diction, of  laying  detailed  plans  to  meet 
those  needs  including  therein  the  co- 
operative assistance  of  all  official  and  non- 
official related  agencies,  of  obtaining 
funds  to  secure  the  necessary  specialized 
personnel  and  equipment  to  service  the 
program,  and  of  organizing  the  work  and 
directing  the  staff  so  as  to  assure  efficient 
performance.  As  the  representative  of 
the  official  organized  public  health 
agency,  he  fails  in  his  service  to  the  com- 
munity if  he  does  not  have  the  complete 
confidence  of  all  agencies  and  groups 
working  toward  health  improvement. 
He  must  also  have  their  recognition  and 
respect  as  an  advisory  leader  through 
whom  public  health  activities  are  co- 
ordinated. To  fulfill  effectively  these  re- 
sponsibilities in  important  posts  requir- 
ing full-time  services,  such  an  individual 
must  have,  as  a background,  training  and 
experience  in  medicine,  in  the  allied 
humanitarian  sciences,  and  in  public 
health  practice,  including  the  funda- 
mentals of  organization,  administration, 
and  public  relations. 

In  New  York  State  even  part-time  local 
health  officers  servicing  small  population 
units  are  required  to  have  a certain 
amount  of  public  health  training  and/or 
experience,  in  addition  to  being  physi- 
cians, in  order  to  qualify  for  the  position. 
Similarly,  the  Public  Health  Council  has 
established  qualifications  for  public  health 
nurses,  professional  laboratory  personnel, 
dairy  and  milk  inspectors,  operators  of 
public  water  treatment  and  purification 
plants,  and  operators  of  public  sewage 
treatment  plants.  High  standards  of 
state-employed  personnel — -both  public 


health  and  clinical — are  maintained 
through  qualifications  established  by  the 
Health  Department  in  conjunction  with 
the  Department  of  Civil  Service. 

It  is  significant  that  the  protection  and 
promotion  of  public  health  is  a recog- 
nized governmental  function.  Aside  from 
legal  and  other  implications,  it  is  impor- 
tant in  that  official  health  organizations 
operating  at  local  levels  are  directly  inte- 
grated with  the  official  state  organiza- 
tion and  this,  in  turn,  with  the  official 
national  organization  in  much  the  same 
fashion  as  other  governmental  agencies. 
It  is,  therefore,  generally  possible  to  ob- 
tain certain  advantages  such  as  unifica- 
tion of  the  health  program  and  of  control 
regulations,  standardization  and  main- 
tenance of  satisfactory  public  health 
practices,  establishment  and  maintenance 
of  personnel  qualifications,  etc.,  at  least 
within  state  borders.  Moreover,  local 
health  jurisdictions  may  benefit  through 
state  and  federal  subsidy,  particularly 
where  local  funds  are  inadequate.  Such 
subsidy  may  be  direct,  through  funds  or 
personnel,  or  they  may  take  the  form  of 
shared  costs  for  county  public  health  ac- 
tivities and  for  laboratory  and  tuberculo- 
sis hospital  services. 

Much  of  the  foregoing  discussion  may 
be  of  interest  in  considering  possible  dif- 
ferences, advantages,  and  limitations 
relative  to  the  participation  of  public 
health  personnel  in  the  public  health 
program  as  representatives  of  an  official 
organized  agency.  As  previously  stated, 
the  servicing  of  a broad  public  health 
program  requires  the  services  of  everyone. 
Each  has  his  part  to  play,  the  one  supple- 
menting the  other  in  an  effort  to  promote 
health  and  prevent  sickness  and  prema- 
ture death. 

Previously,  public  health  education  was 
mentioned  as  one  of  the  supporting  activi- 
ties of  the  listed  major  activities  of  health 
departments.  It  was  mentioned  first  be- 
cause of  its  importance  in  public  health 
work.  It  is  the  keystone  of  each  public 
health  project.  Equally  important  is  the 
education  of  public  health  personnel, 
both  in  the  form  of  initial  instruction  and 
in  providing  continued  instruction  in  or- 
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der  that  new  information  and  practices 
may  be  placed  in  use.  Moreover,  oppor- 
tunities available  in  the  form  of  institutes 
and  refresher  courses  restricted  to  clinical 
subjects  are  similarly  valuable  not  only 
for  public  health  professional  personnel 
but  also  for  practicing  physicians  and 
dentists.  With  these  thoughts  in  mind, 
the  New  York  State  Department  of 
Health,  acting  alone  or,  at  times,  in  co- 
operation with  the  State  Medical  Society 
and/or  private  foundations,  embarked  on 
a broader  course  of  instruction  for  public 
health  personnel,  physicians,  and  dentists 
in  an  effort  to  assist  in  improving  the  level 
of  public  health,  medical,  and  dental  prac- 
tice. Funds  employed  by  the  state  for 
this  purpose  have  as  their  source  Federal 
Social  Security  grants  and,  in  a few  in- 
stances, grants  from  foundations  and 
student  fees.  Some  of  the  more  impor- 
tant training  activities  undertaken  in  New 
York  State,  exclusive  of  New  York  City, 
are  listed  below. 

Training  in  Public  Health 
Administration 

Local  Health  Officers , Grade  II. — These 
physicians  serve  townships,  villages,  con- 
solidations thereof,  and  cities  of  less  than 
50,000  population  on  a part-time  basis. 
Physicians  desiring  to  qualify,  when  un- 
able to  do  so  otherwise,  may  become 
qualified  through  successful  completion 
of  an  extension  course  in  public  health 
given  jointly  by  the  Albany  Medical 
College  and  the  State  Department  of 
Health.  Enrollers  are  charged  a moder- 
ate fee.  At  present,  714  health  officers 
serve  the  smaller  upstate  communities. 
Of  these,  92  per  cent  are  qualified,  and 
more  than  half  of  the  remainder  are  now 
enrolled  in  the  extension  course  which 
requires  a year  for  completion.  Physi- 
cians who  are  not  local  health  officers  find 
the  extension  course  valuable  in  securing 
public  health  knowledge.  A number  of 
these  enroll  each  year. 

Supplementary  formal  instruction  of 
qualified  health  officers  is  handled  through 
group  conferences  with  the  staff  of  the  dis- 
trict state  health  officer  under  whom  they 
serve  and  the  annual  state  conference  for 


public  health  officers  and  nurses.  Indi- 
vidual conferences  and  periodic  bulletins 
are  likewise  used. 

It  is  of  interest  to  note  that  a survey  of 
three  upstate  counties  revealed  that  43 
per  cent  of  the  resident  physicians  held 
public  office  as  part-time  health  officer, 
school  physician,  or  both. 

Local  Health  Officers , Grade  I. — These 
physicians  serve  county  health  depart- 
ments and  communities  having  a popula- 
tion of  50,000  and  over  on  a full-time 
basis.  The  minimum  time  within  which 
a physician  may  qualify  as  a Grade  I 
health  officer  is  two  years  and  eight 
months — two  years  of  full-time  experience 
in  a responsible  public  health  position  and 
the  completion  of  a postgraduate  course 
in  public  health  approved  by  the  Public 
Health  Council,  requiring  at  least  one 
scholastic  year  (eight  months)  in  resi- 
dence. Fellowships  at  a school  of  public 
health  have  been  given  to  six  local  health 
department  physicians  in  assisting  them 
to  become  qualified  as  Grade  I health 
officers. 

Physicians  Preparing  for  a Public 
Health  Career. — Selected  young  physi- 
cians, properly  qualified  but  without  pub- 
lic health  training  or  experience,  are  of- 
fered the  opportunity  to  become  qualified 
for  junior  public  health  positions.  Prac- 
tical experience  and  academic  training 
are  provided.  The  practical  experience 
usually  consists  of  from  six  to  twelve 
months’  apprenticeship  in  two  or  more 
state  health  districts  under  the  tutelage 
of  the  district  state  health  officer  and  his 
staff,  with  provision  for  a month’s  obser- 
vation in  the  central  office  of  the  depart- 
ment. Following  field  training,  those 
showing  promise  of  qualifying  for  posi- 
tions as  public  health  officials  are  given  a 
year’s  fellowship  at  one  of  the  postgradu- 
ate schools  of  public  health.  The  degree 
of  Master  of  Public  Health  is  awarded  by 
the  schools  for  successful  completion  of 
the  course.  Trainees  satisfactorily  com- 
pleting both  the  field  training  and  the 
postgraduate  study  are  eligible  for  ad- 
mission to  the  New  York  State  Civil 
Service  examination  for  the  positions  of 
assistant  district  state  health  officer  and 


1496 


V.  A.  VAN  VOLKENBURGH 


[N.  Y.  State  J.  M. 


epidemiologist  in  the  State  Department 
of  Health. 

To  date,  56  novices  in  public  health 
have  been  accepted  for  training.  Four  of 
these  had  completed  the  academic  course 
before  the  department  accepted  them  for 
field  training,  32  successfully  completed 
both  the  field  training  and  academic 
course  under  department  auspices,  while 
the  remainder  include  those  now  in  the 
first  or  field-training  phase  of  the  training 
program  and  those  resigning  before  com- 
pletion of  the  training  program. 

Because  it  was  believed  of  interest  to 
cite  the  present  activities  of  these  56  in- 
dividuals, each  case  was  reviewed.  It 
was  found  that  43  are  engaged  in  public 
health  work.  Of  these,  7 hold  responsible 
positions  in  federal,  county,  or  city  health 
departments,  1 is  a member  of  the  staff 
of  a school  of  public  health,  25  hold  ap- 
pointments to  the  staff  of  the  New  York 
State  Department  of  Health,  and  the  re- 
maining 10  are  undergoing  field  training 
with  the  department  preparatory  to  going 
to  school  in  the  fall.  Of  the  13  found  not 
engaged  in  public  health  work,  3 resigned 
to  enter  private  practice  following  ap- 
pointment on  the  staff  of  the  department, 
and  10  resigned  for  various  reasons  while 
undergoing  training  and  presumably  are 
practicing  medicine. 

Special  Staff  Training. — Members  of 
the  department  staff  are  also  offered 
opportunities  for  periods  of  study  in 
specialized  branches  of  administrative 
public  health  and  are  encouraged  to  keep 
abreast  of  new  developments  in  the  field  of 
public  health  science.  Five  staff  physi- 
cians have  benefited  by  a year  of  post- 
graduate study  at  a school  of  public 
health. 

During  the  past  year,  35  members  of 
the  field  staff  attended  monthly  two-day 
conference  sessions  at  the  Maxwell  Gradu- 
ate School  of  Citizenship  and  Public  Af- 
fairs, Syracuse  University.  This  course 
provided  instruction  in  law  enforcement 
methods,  personnel  and  office  manage- 
ment, addresses  and  group  leadership, 
public  reporting,  news  release  prepara- 
tion, personal  contact  methods,  and  radio 
broadcasting  technics. 


Other  opportunities  for  education  and 
the  stimulation  of  interest  of  staff  mem- 
bers are  provided  by  quarterly  confer- 
ences of  all  administrative  field  personnel. 
Particular  phases  of  public  health  prac- 
tice are  discussed.  Within  the  limits  of 
available  funds,  representatives  are  sent 
to  meetings  of  other  groups,  notably 
those  of  the  American  Public  Health 
Association,  American  Medical  Associa- 
tion, New  York  State  Medical  Society, 
and  annual  meetings  of  specialty  groups. 

Training  in  Special  Fields  of  Public 
Health 

Public  Health  Nurses. — Through  the 
use  of  Federal  Social  Security  funds,  the 
State  Department  of  Health  has  estab- 
lished a training  program  for  public 
health  nurses.  * Since  1936,  349  experi- 
enced public  health  nurses  have  received 
postgraduate  training  for  periods  varying 
from  six  weeks  to  four  months.  The 
shorter  course  covers  social  hygiene  and 
maternity  and  infancy  nursing;  the  four 
months’  course  covers  training  in  the 
principles  of  public  health  nursing  and  in 
supervision.  Of  these  349,  approximately 
100  were  members  of  the  staff  of  the  de- 
partment, the  others  being  employees  of 
such  agencies  as  city  departments  of 
health,  county  health  departments,  visit- 
ing nurse  associations,  hospitals,  and  edu- 
cation departments. 

For  nurses  who  have  had  no  experience 
in  public  health  work,  a course  of  training 
analogous  to  that  for  physicians  just  en- 
tering the  field  of  public  health  has  been 
organized.  Trainees  receive  supervised 
field  training  and  also  a residence  course 
in  the  basic  principles  of  public  health 
nursing  for  one  semester  at  a school  of 
public  health  nursing.  To  date,  58  nurses 
have  completed  academic  training.  These 
trained  public  health  nurses  serve  as  a 
source  of  supply  for  local  and  state  needs. 

Laboratory  Technicians. — The  Division 
of  Laboratories  and  Research  of  the 
State  Department  of  Health  maintains  a 
training  school  for  laboratory  technicians, 
offering  a two-year  course.  An  average  of 
5 individuals  take  advantage  of  this  op- 
portunity each  year. 
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Statisticians. — In  order  to  supply  stat- 
isticians with  some  public  health  back- 
ground so  that  they  will  consequently  be 
better  able  to  interpret  epidemiologic 
studies  and  to  handle  medical  data,  the 
department  has  felt  the  necessity  of  pro- 
viding special  postgraduate  study  at  a 
school  of  public  health  for  selected  indi- 
viduals. This  year  1 statistician  is  at- 
tending the  Johns  Hopkins  School  of 
Public  Health  on  a foundation  grant,  and 
it  is  hoped  that  funds  will  be  available  in 
the  future  to  send  others  who  lack  this 
specialized  training. 

Local  Sanitation  Department  Employees. 
— -As  previously  mentioned,  the  State 
Sanitary  Code  prescribes  qualifications  for 
employees  of  departments  of  sanitation. 
Included  therein,  provision  is  made  for 
accepting  approved  scholastic  training  in 
the  particular  field  concerned  as  partially 
meeting  the  requirements.  To  satisfy 
the  need  for  such  courses,  the  department, 
in  collaboration  with  Cornell  University, 
New  York  University,  and  Rensselaer 
Polytechnic  Institute,  has  arranged  to 
give  instruction  periodically.  Enrollers 
are  charged  a nominal  fee.  Applicants  de- 
siring to  qualify  as  dairy  and  milk  in- 
spectors, operators  of  public  water  treat- 
ment and  purification  plants,  and  public 
sewage  treatment  plant  operators  are 
thus  assisted,  and  the  competence  of  such 
operators  in  the  performance  of  their 
duties,  as  well  as  protection  of  the  public 
health,  is  better  assured. 

Training  in  Clinical  Subjects 

Within  the  limits  of  available  funds, 
conscientious  efforts  have  been  made  by 
the  State  Department  of  Health  to  im- 
prove the  knowledge  of  both  staff  mem- 
bers and  practicing  physicians  in  clinical 
subjects. 

Communicable  Diseases. — Recently,  ar- 
rangements have  been  made  with  the 
Willard  Parker  Hospital,  New  York  City, 
whereby  each  year  9 members  of  the  staff 
of  the  state  department  will  complete  a 
one-month  refresher  course  in  the  diag- 
nosis and  treatment  of  communicable 
diseases. 

Obstetrics. — Through  similar  arrange- 


ments with  the  Margaret  Hague  Mater- 
nity Hospital,  Jersey  City,  we  are  now  able 
to  provide  a three-months’  refresher 
course  in  obstetrics  for  a limited  number 
of  practicing  physicians  in  an  effort  to 
improve  the  practice  of  obstetrics  in  rural 
areas. 

Orthopedics. — Special  training  in  ortho- 
pedics is  provided  by  the  department’s 
Division  of  Orthopedics.  Each  year  a 
few  members  of  the  field  staff  of  the  state 
department  are  assigned  to  that  division 
for  two  months  of  observation  and  in- 
struction. 

Tuberculosis. — The  State  Department 
of  Health  provides  special  training  for 
those  who  are  primarily  interested  in 
tuberculosis.  Since  1937,  16  physicians 
who  are  specializing  in  this  disease  have 
been  accepted  for  one  year  of  training  at 
state  tuberculosis  hospitals.  Of  these,  7 
have  completed  training  and  3 are  under- 
going training  at  present.  The  remainder 
resigned  before  completing  a full  year’s 
work. 

Syphilis. — Through  funds  made  avail- 
able by  the  Federal  Venereal  Disease 
Control  Act,  a total  of  499  physicians 
have  received  special  instruction  in 
syphilis  since  1936.  Instruction  for  436 
of  these  consisted  of  one-,  two-,  or  three- 
day  institutes  given  in  relays  in  various 
cities  throughout  the  state.  For  6,  the 
training  consisted  of  an  academic  year  at 
school;  for  12,  four  months;  and  for  45 
others,  two  months. 

Pneumonia. — The  Bureau  of  Pneu- 
monia Control  of  the  State  Health  De- 
partment estimates  that  the  attendance 
at  meetings,  institutes,  and  conferences 
on  pneumonia  held  for  physicians  in  up- 
state New  York  since  1935  approximated 
9,000.  A total  of  268  such  meetings  were 
held. 

Dentistry. — This  year  the  Division  of 
Maternity,  Infancy  and  Child  Hygiene 
has  arranged  a series  of  one-week  re- 
fresher courses  in  children’s  dentistry  for 
dentists  practicing  in  small  urban  and 
rural  areas  where  clinics  and  facilities  for 
postgraduate  study  are  not  readily  avail- 
able. Tuition  and  a small  stipend  are 
provided.  The  division  has  so  far  been 
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able  to  accept  less  than  one-half  of  the 
more  than  200  applications  received. 
Similar  courses  are  contemplated  for 


next  year,  and  it  is  hoped  that  greater 
facilities  and  funds  will  be  available  so 
that  the  program  can  be  expanded. 


THE  PLACE  OF  THE  MEDICAL 
PUBLIC  HEALTH  PROGRAM 

Alec  N.  Thomson,  M.D.,  Brooklyn 


Why  do  private  practitioners  of 
medicine  and  the  health  officers 
who  run  health  departments  generally 
live  quite  apart  from  one  another?  To 
the  health  officer,  the  physician  has  too 
often  been  regarded  as  an  isolated  indi- 
vidualist interested  chiefly  in  the  pro- 
prietary control  of  the  human  being,  his 
patient.  To  the  practitioner,  the  health 
officer  has  been  too  often  a member  of 
that  large,  troublesome  body  known  as 
bureaucratic  officials,  possibly  thought 
of  as  politicians.  This  official  was  known 
to  the  physician  in  a practical  way  be- 
cause of  his  demands  for  certain  vexa- 
tious reports  and  statistics.  The  walls 
about  these  shut-ins  are  becoming  less 
opaque,  and  each  group  is  seeing  how  the 
other  fellows  work.  As  they  get  to- 
gether, the  discovery  is  made  that  health 
officers  and  physicians  can  be  and  are 
real  fellows. 

The  time  may  have  been  when  physi- 
cians, hospitals,  and  clinics  needed  to 
have  nothing  to  do  with  public  health 
work.  That  time  is  long  past.  These 
groups  of  professional  men  and  women 
concerned  with  closely  related  activities 
still  remain  too  far  apart,  although  there 
are  local,  state,  and  national  organized 
channels  for  mutual  understanding.  Op- 
portunities exist  for  the  growth  of  knowl- 
edge of  one  another’s  problems  and 
technic. 

Radical  transformations  have  oc- 
curred during  the  present  generation  in 
health  departments,  hospitals,  dispen- 
saries, and  private  practice.  The  hos- 
pital, once  a final  resting  place  for  the 


PROFESSION  IN  THE 


sick  pauper,  has  now  become  a scientific 
medical  institution  for  rich  and  poor, 
as  well  as  for  the  in-between  classes. 
The  dispensary  or  clinic  is  no  longer  a 
center  simply  doling  out  pills  and  po- 
tions to  the  poor.  It  now  provides 
specialized  and  skilled  medical  service 
to  a considerable  percentage  of  the 
population.  Both  hospital  and  clinic 
are  assuming  important  functions  in 
preventive  in  addition  to  curative  medi- 
cine. Numerically,  there  are  probably 
more  clinics  aiming  to  prevent  than  to 
cure  disease.  The  growth  in  this  field  in 
the  past  twenty  years,  and  particularly 
in  the  last  ten  years,  has  been  extra- 
ordinary in  the  fields  of  tuberculosis, 
venereal  disease,  child  health,  maternity, 
mental  hygiene,  cardiac  diseases,  diabetes, 
endocrinology,  and  the  like. 

The  same  developments  in  medical 
science  that  have  been  chiefly  instru- 
mental in  transforming  the  hospital  and 
the  clinic  have  likewise  transformed 
public  health  work  and  influenced  the 
private  practice  of  medicine.  The  period 
of  primary  interest  in  drains  and  shot- 
gun quarantines  gave  place  to  a stage 
when  the  laboratory  and  the  germ  held 
the  center  of  interest,  and  that  in  turn 
has  opened  into  a period  when  the  educa- 
tion of  the  individual  in  the  hygienic 
conduct  of  life  has  come  into  the  fore- 
ground. Private  practice,  the  hospital, 
the  clinic,  and  public  health  work  are 
now  alike  in  being  community  agencies, 
no  longer  confined  to  special  interests  or 
special  classes.  They  are  alike  in  that 
they  have  a common  basis  in  scientific 
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medicine.  They  are  alike  in  possessing 
a common  subject  matter  in  many  of 
the  chief  diseases  afflicting  mankind. 
They  are  supplementary  to  one  another, 
and  none  can  function  effectively  without 
the  others. 

What  can  the  profession  do?  There 
are  so  many  ways  in  which  the  health 
officers  and  the  physicians  have  got 
together  in  the  past  to  promote  health 
that  I will  not  try  to  elaborate  on  them. 

You  cannot  attack  any  modern  health 
problem  without  individual  contact — on 
a free  enterprise  basis,  preferably. 

The  private  practitioner  is  the  ultimate 
health  officer.  This  is  still  an  inescapable 
truism. 

The  citizen  would  still  like  to  solve  his 
health  problems,  whether  he  is  sick  or 
well,  with  an  individual  physician  of  his 
own  choice.  This  practitioner  of  medi- 
cine who  is  wanted  by  his  neighbors  can 
give  valuable  assistance  in  carrying  out 
community  activities  planned  to  promote 
health.  He  and  his  organization,  the 
county  medical  society,  can  participate 
in  spreading  health  education,  in  ad- 
vancing hospital  service,  in  promoting 
preventive  medicine  procedures,  in  ex- 
panding nursing  care,  in  coordinating 
health  activities  of  many  sorts,  and  in 
keeping  himself  and  his  colleagues  abreast 
of  the  rapid  current  of  advancing  medical 
science,  both  curative  and  preventive. 

Public  health  officers,  private  practi- 
tioners, and  the  county  medical  societies 
have  failed  to  recognize  the  desirability 
of  close  cooperation  in  the  performance 
of  many  of  these  activities  or  in  their 
important  common  task  of  educating  the 
general  public.  How  often  have  hos- 
pitals turned  a deaf  ear  to  the  suggestion 
that  certain  clinics  be  established  and 
have  thus  forced  public  or  private  health 
agencies  to  establish  them  independently, 
uneconomically,  and  sometimes  unsuc- 
cessfully? Yet,  as  a general  principle, 
clinics  run  as  outpatient  departments  of 
hospitals  can,  in  most  fields  of  preventive 
medicine,  be  made  more  efficient  and 
much  more  economical  than  clinics  run 
independently.  How  often  have  health 
officers  failed  to  recognize  the  oppor- 


tunities afforded  by  already  established 
private  practitioners,  hospitals,  and 
clinics  for  practical  service  to  the  local 
health  work  and,  therefore,  failed  to  seek 
and  win  cooperation? 

Has  this  been  due  to  an  incorrect 
method  of  approach,  or  to  a none-too- 
cordial  reception?  Is  not  the  situation 
one  that  requires  more  than  “coopera- 
tion”? Should  not  the  health  officer 
think  in  terms  of  buying  service  by 
specification  through  the  county  medical 
society  from  the  member  who  has  service 
to  sell?  Is  it  not  possible  for  the  public 
official,  charged  by  law  with  certain 
definite  duties,  to  develop  an  approach 
over  the  existing  professional  ground 
that  will  parallel  his  method  of  doing 
business  with  some  of  the  semiprofessional 
or  commercial  organizations  with  which 
he  has  to  deal? 

In  contrast  to  this,  is  it  not  reasonable 
to  suppose  that  the  county  medical 
society  as  a semipublic  organization  will 
accept  an  approach  over  this  common 
professional  ground  ? Can  we  not  assume 
that  it  will  see  itself  as  a service  corpora- 
tion which  has  a facility  to  be  utilized? 

Many  health  officers  have  had  ex- 
perience in  the  medical  practice  field  and 
are  in  a position,  without  being  arbi- 
trary, to  write  specifications  covering 
the  service  required  to  round  out  a health 
job  in  the  most  effective  and  economical 
way.  Many  private  practitioners  have 
today  had  sufficient  contact  with  and 
experience  in  preventive  medical  work  to 
understand  such  specifications  and  to 
decide  whether  or  not  the  specified 
service  can  be  rendered. 

Were  both  groups  to  give  sufficient 
thought  to  their  common  interests,  it 
would  seem  reasonable  to  suppose  that 
fear  of  dual  responsibility  and  relaxation 
of  authority  would  be  eliminated  by  the 
very  process  of  working  out  adequate 
community  health  service.  Fuller  recog- 
nition is  being  given  today  to  the  con- 
stantly growing  interdependence  of  public 
health  work  and  the  job  of  providing 
medical  care. 

There  are  enough  examples  of  inte- 
grated effort  between  health  depart- 
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ments  and  medical  societies  to  warrant 
further  concerted  action  between  the 
medical  and  health  groups  at  the  present 
time.  There  is  a growing  realization  of 
the  responsibilities  and  opportunities 
facing  those  who  are  engaged  in  solving 
the  complex  problem  of  health  production 
through  sickness  prevention  and  disease 
elimination. 

Discussion 

Dr.  Joseph  P.  Garen,  Saranac  Lake,  New 
York — Dr.  Thomson  has  restated  and  clarified 
to  a great  extent  the  axiom  to  which  we  all  sub- 
scribe; namely,  that  health  department  workers 
and  private  medical  practitioners  are  striving 
toward  the  same  general  objectives,  and  both 
groups  are  thoroughly  sincere  in  their  efforts  to 
attain  these  objectives.  Needless  to  say,  the  ob- 
jectives are:  the  prevention  of  disease;  the 

cure  of  disease;  the  alleviation  of  suffering;  and 
the  promotion  of  health. 

It  has  often  been  said  that  the  interests  of  the 
medical  profession  are  quite  circumscribed.  It 
is  claimed  that  physicians  are  not  interested  in 
preventing  disease  and  promoting  health,  except 
insofar  as  they  supply  preventive  medical  meas- 
ures to  those  who  specifically  ask  for  and  pre- 
sumably pay  for  them.  This,  of  course,  is  not 
true.  The  medical  profession  as  a profession  and 
physicians  as  a group  are  very  much  interested 
in  disease  prevention  and  health  promotion  as 
applied  to  the  public  at  large.  Individual  physi- 
cians may  think  in  terms  of  individual  patients, 
but  through  their  organizations  they  think 
largely  of  the  public  as  a whole. 

In  Dr.  Thomson’s  paper  he  advances  some  argu- 
ments in  favor  of  the  proposition  that  clinical 
public  health  work  should  be  done  largely  by  the 
private  practitioner,  on  a part-time  basis.  There 
is  much  to  commend  this,  and,  as  a matter  of 
fact,  a great  deal  of  the  clinical  public  health 
work  in  New  York  State  is  done  in  just  this  way. 
There  is  nothing  about  a full-time  employee  of  an 
official  or  unofficial  public  health  agency  that 
automatically  makes  him  better  than  the  part- 
time  man  who  works  for  a stipend,  a small 
salary,  or  sometimes  for  nothing.  It  is  unreason- 
able to  assume  that  a physician  who  is  a full- 
time health  official  is  also  always  an  expert  in 
the  several  clinical  fields.  On  the  other  hand, 
experience  has  demonstrated  that  the  part-time 
worker  in  administrative  public  health  is  usually 
not  very  successful.  By  administrative  public 
health  I mean  project  planning,  direction,  super- 
vision, record  keeping,  paper  work,  and  also,  to 
a large  extent,  public  health  education. 


Public  health  administration  is  a specialty, 
just  as  much  as  is  surgery,  or  neurology,  or 
cardiology.  Like  all  other  specialties,  it  must  be 
done  on  a full-time  basis  to  be  done  right.  The 
day  of  the  general  practitioner  doing  surgery  on 
the  kitchen  table  is  long  past,  and  the  day  when 
a physician  was  considered,  by  reason  of  his 
medical  diploma,  to  be  an  expert  in  the  field  of 
public  health  administration  is  also  now  past. 

It  is  the  opinion  of  many  members  of  our  pro- 
fession that  the  mutual  objectives  of  the  public 
health  agencies  and  organized  medicine  will  best 
be  attained  by  a continued  and  increased  em- 
phasis on  full-time  administrative  personnel, 
acting  for  and  with  both  full-time  and  part-time 
clinical  public  health  personnel,  the  latter  com- 
posed of  individuals  who  are  members  also  of 
that  very  large  segment  of  organized  medicine 
known  as  private  practitioners. 

Dr.  Frederick  S.  Wetherell,  Syracuse,  New 
York — Dr.  Thomson  has  set  for  us  a problem  in 
question  form.  He  has  asked  whether  there  is 
not  a need  for  and  a method  by  which  we  can 
establish  a closer  relationship  between  the  public 
health  official  and  the  private  practitioner  of 
medicine.  Both,  says  Dr.  Thomson,  and  I am 
in  total  agreement  with  the  statement,  have  a 
service  to  sell  each  other;  the  public  being  the 
final  beneficiary  of  the  proposed  combined  ef- 
fort. It  is  probably  true  that  the  health  officer 
is  better  informed  as  to  what  this  correlation  of 
effort  should  be  than  is  the  family  doctor;  it  is 
constantly  on  his  mind  because  of  the  very  type 
of  service  which  the  state  expects  him  to  per- 
form. The  physician  who  is  primarily  interested 
in  making  diagnoses  of  disease  and  in  finding 
means  of  caring  for  his  patient  has  only  a vague 
knowledge  of  the  complexities  of  public  health 
administration.  He  feels  that  the  job  is  well 
taken  care  of  by  men  who  are  paid  to  do  it.  We 
may  like  it  or  not,  but  there  is  always  a certain, 
even  though  small,  degree  of  resentment  when 
one  group,  a paid  group,  asks  another  group  to 
do  a number  of  chores  in  an  entirely  altruistic, 
yet,  time-consuming  spirit.  While  this  may  be 
put  a bit  too  bluntly,  it  is  nevertheless  true,  as 
one  can  ascertain  by  eavesdropping  when  the 
general  subject  under  discussion  is  batted  about 
in  a group  of  practitioners. 

A few  years  ago  I had  the  pleasant  experience 
of  working  on  a fact-finding  committee  con- 
sisting of  three  practitioners  and  three  health 
officers.  Having  finished  our  investigation  after 
many  hours  of  agreement,  and  no  few  minutes  of 
congenial  disputes,  I came  to  certain  conclusions 
which  I here  present. 

1.  Health  officers  are  physicians 
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2.  They  are  regular  fellows  once  you  get  to 
calling  them  by  their  first  names. 

3.  They  will  not  accept  short-cut  methods 
which  practitioners  often  utilize;  statis- 
tical methods  would  be  jumbled. 

4.  They  disagree  among  themselves  as  to 
what  a statistic  is. 

5.  They  could  very  nearly  wipe  out  tubercu- 
losis if  they  had  100  per  cent  cooperation 
from  the  practicing  physician.  The  same 
applies  to  venereal  disease,  if  they  could 
dethrone  Venus. 

6.  They  are  extremely  anxious  to  know  the 
practitioners  better,  to  utilize  the  many 
services  which  he  could  perform,  to  com- 
pensate him  in  some  small  way  for  the 
time  consumed  in  performing  them.  The 
means  of  accomplishing  the  latter  item, 
however,  escapes  them.  Every  health 
officer  knows  that  the  State  pulls  a tight 


THE  CITIZEN 
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purse  string — especially  on  traveling  ex- 
penses. 

Is  there  an  answer?  I believe  so.  It  comes 
from  my  above-mentioned  experience.  The 
Health  Department  must  realize  the  need  for 
personal  contact  individual  personal  contact, 
instructing  contact,  with  the  man  who  must  of 
need  practice  the  healing  art  as  such.  Once  such 
personal  visits  are  made  to  each  doctor  in  prac- 
tice by  a liaison  officer,  preferably  one  who  has 
spent  the  greater  part  of  his  professional  life  in 
actual  practice,  results  will  begin  to  be  manifest. 
Once  the  family  doctor  is  shown  how  to  perform 
the  functions  expected  by  the  health  office,  shown 
by  classroom  work  and  by  personal  follow-up 
visits,  he  will  begin  to  realize  the  importance  of 
the  cog  that  he  represents  in  the  gearing  of  public 
health  machinery.  But,  most  important  of  all — 
or  at  least  as  important — must  be  public  recog- 
nition of  his  services  in  the  form  of  some  sort  of 
remuneration.  A crass  thought?  Perhaps  so. 
But  we  are  looking  for  action ; aren’t  we? 


( Director , Committee  on  Neighborhood  Health  Development) 


The  growth  of  interest  in  the  citizens’ 
participation  in  the  public  health 
program  is  a product  of  progress  and 
change — progress  in  the  rapidly  growing 
knowledge  of  medical  science,  change  in 
the  methods  of  providing  health  service 
and  protection. 

There  is  a general  stirring  in  many 
parts  of  the  country  in  the  direction  of 
broadening  this  participation.  The  im- 
petus comes  from  our  health  leaders — 
national,  state,  and  local.  It  comes  from 
leaders  in  the  medical  profession,  inter- 
ested in  helping  to  extend  the  benefits 
of  new  discoveries  of  medical  science. 

There  was  a time  when  the  activities  in 
public  health  were  primarily  in  the  hands 
of  one  person — the  health  officer — and 
his  task  did  not  extend  far  beyond  the 
limit  of  environmental  sanitation,  isola- 
tion and  quarantine  of  the  people  with 
loathsome  diseases.  The  general  public’s 


part  was  limited  to  a feeling  of  fore- 
bearance  when  people  lacked  good  health 
or  were  taken  sick,  and  to  prayers  of 
thanksgiving  for  those  who  were  left 
after  an  epidemic  had  burned  itself  out. 

Thanks,  however,  to  men  and  women  of 
science,  weapons  of  defense  against  disease 
have  been  forged ; aids  for  the  alleviation 
and  cure  of  disease  have  been  produced; 
the  physician  has  added  social  science  to 
his  art  and  is  now  seeing,  besides  the 
patient,  the  family  group  as  a unit  of 
the  community.  The  citizen  is  being 
awakened  by  the  private  physician  and 
the  newer  programs  of  public  health,  and 
better  understands  that  there  is  more 
possible  in  the  attainment  of  good  health, 
disease  prevention,  medical  care,  and  the 
postponement  of  death. 

The  developments  of  science  have 
been  so  rapid  in  our  laboratories,  hos- 
pitals, and  in  our  medical  institutions 
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that  the  great  problem  we  face  today  is 
to  make  those  facts  the  real  possession 
of  all  of  the  people.  It  is  only  as  we 
translate  the  facts  that  we  have  now  into 
the  daily  lives  and  habits  of  the  people 
that  we  will  really  succeed  in  our  pre- 
ventive health  and  educational  programs. 

We  have  often  been  reminded  of  late 
that  the  modern  health  program  has  a 
three-fold  responsibility:  that  of  doing 
health  things  to  people,  doing  health 
things  for  people,  and  in  getting  people 
to  do  health  things  for  themselves. 

To  accomplish  this,  it  is  important 
that  not  only  public  health  personnel 
but  the  medical  profession  and  the 
citizen  shall  all  participate  and  work 
together  on  this  vital  public  health 
program,  for  no  one  of  the  three  can 
fully  accomplish  the  job  alone. 

But  for  practical  purposes,  when  we 
say  the  participation  of  the  citizens  in 
public  health,  just  what  do  we  mean? 

After  all,  you  will  say,  there  is  nothing 
very  new  about  citizens  in  public  health. 
We  can  trace  the  beginnings  of  all  of  our 
health  and  hospital  aids,  as  we  now  know 
them,  back  to  the  efforts  of  small  groups 
of  public  spirited  physicians,  professional 
and  civic  leaders. 

But  in  the  challenge  which  is  before 
us,  there  is  perhaps  this  difference. 
Aren’t  we  now  seeking  to  go  beyond  the 
handful  of  such  leaders  in  each  com- 
munity who  after  all  have  been  endeavor- 
ing always  to  do  things  for  people  and 
to  bring  about  gradually  the  situation  in 
which,  more  and  more  through  education 
and  understanding,  the  rank  and  file  of 
the  citizens  learn  to  do  things  for  them- 
selves; to  take  part  in  the  procedures 
which  lead  to  better  individual  health. 
This  means,  does  it  not,  for  the  lowest 
income  groups,  better  knowledge  of  the 
early  use  of  preventive  and  educational 
health  services,  provided  by  the  com- 
munity. It  means  for  the  others,  the 
greater  part  of  the  population,  not  only 
full  understanding  of  the  benefits  of 
medical  science  but  the  will  to  seek  that 
aid  from  its  source — the  family  physician. 

This  participation  of  citizens  in  doing 
health  things  for  themselves  will  not  just 


happen  because  it  is  wise  that  it  should. 
And  this  brings  me  to  the  development 
of  organized  citizen  participation  as  a 
recognized  part  of  the  official  public 
health  program  of  New  York  City  and 
to  the  often-asked  question:  "When 

we  say  citizens  in  the  health  program, 
just  whom  are  we  talking  about?” 

We  have  in  New  York  City,  working 
within  the  Health  Department’s  health 
administration  districts,  seven  district 
health  committees,  with  an  active  mem- 
bership of  over  1,400  volunteer  workers. 
Of  this  group,  I think  we  would  all  agree 
that  the  300  businessmen,  labor  repre- 
sentatives, parents,  youth  leaders,  civic- 
minded  citizens  who  are  daily  taking  an 
active  part  in  the  educational  program 
of  their  local  health  centers  would  clearly 
be  recognized  as  the  beginning  of  lay 
citizen  participation  in  the  health  pro- 
gram. 

But  also  there  are  the  200  busy  physi- 
cians and  dentists  who  go  to  the  health 
center  in  their  district  to  aid  in  develop- 
ing programs  to  strengthen  the  tubercu- 
losis and  social  hygiene  work  of  the 
Health  Department,  to  guide  youth 
groups  and  stimulate  their  interest  in 
health,  to  advise  on  new  methods  of 
teaching  mothers  to  care  for  themselves 
as  well  as  their  children,  and  to  work 
out  new  methods  of  providing  more 
adequate  dental  service  for  the  school 
children.  Are  these  busy  professional 
men  and  women  citizens? 

May  the  350  or  more  educators, 
librarians,  clergymen,  leaving  their  own 
jobs  in  order  to  help  local  committees 
think  through  constructive  programs 
be  listed  as  citizens  on  the  job  for  health? 

Are  we  to  consider  as  citizens  the  550 
nurses  and  social  workers  who  at  the  end 
of  a day  full  of  difficult  problems,  willingly 
stay  overtime  to  attend  lectures  and 
meetings  which  they  have  had  a part  in 
planning  at  their  health  center  so  that 
they  may  be  better  equipped  to  do  their 
job? 

The  dictionary’s  definition  of  a citizen 
is  ‘‘an  inhabitant  of  a city  or  town, 
especially  one  who  enjoys  its  privileges.” 
This  is  clear  enough.  All  of  the  com- 
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mittee  members,  according  to  Mr.  Web- 
ster, are  citizens.  However,  from  the 
standpoint  of  our  objective  in  bringing 
about  greater  participation  on  the  part 
of  citizens  in  public  health,  I think  it  is 
equally  clear  that  we  have  in  this  analysis 
a mixture  of  professional  and  civic 
leaders  and  lay  citizens.  It  is  obvious 
that  we  cannot  organize  all  of  the  resi- 
dents of  a neighborhood  but  must  de- 
pend upon  limited  groups  of  the  citizenry 
to  take  the  leadership  which  will  open  up 
the  channels  to  individuals  in  their 
organized  groups  and  in  their  homes. 

And  now,  what  is  the  opportunity? 
What  are  some  of  the  things  citizens 
do  to  promote  understanding  and  par- 
ticipation in  the  local  health  program? 

A citizen  living  in  a district  of  the  city 
where  the  tuberculosis  rate  is  five  or  six 
times  that  of  any  other  district  has  a 
right  to  know  that  fact.  He  has  a right 
to  feel  that  he  ought  to  do  something 
about  it  himself.  If  he  is  a real  citizen 
and  lives  in  a district  where  the  infant 
death  rate  is  abnormally  high,  he  should 
be  informed  of  that  fact  and  should  know 
why  and  concern  himself  with  the  facili- 
ties that  are  available  in  his  district  to 
improve  conditions. 

The  citizens  of  a neighborhood  must 
have  a well-conceived  program  if  they 
are  to  take  an  effective  part  in  public 
health.  They  must  have  a manageable 
organization,  and  above  all  they  must  be 
provided  with  facilities  to  implement 
their  work. 

Naturally,  for  illustration,  I turn  to 
New  York  City  where  this  work  has  been 
under  way,  as  a part  of  the  official  pro- 
gram, for  about  three  years. 

Let  me  recall  again,  the  framework  of 
localized  health  administration.  The 
Health  Department  is  now  decentraliz- 
ing its  services  within  new,  modern  Health 
Center  buildings,  under  the  leadership  of 
full-time  health  officers.  At  once  we  see 
the  heightened  visibility  of  the  public 
health  service  brought  to  individual 
neighborhoods  of  manageable  size,  with 
a base  of  operation — the  district  health 
center — from  which  citizens  can  take  a 
part  in  the  health  program. 


The  plan  of  organization  of  the  dis- 
trict health  committees  now  organized 
within  seven  of  the  city’s  thirty  health 
districts  is  not  complicated.  There  is 
a general  committee  of  from  40  to  50 
citizens  (physicians,  dentists,  educators, 
librarians,  clergymen,  nurses,  civic  and 
social  workers),  under  the  leadership  of  a 
competent  chairman  and  with  the  neces- 
sary assistance  of  a paid  field  secretary, 
all  working  together  with  the  local  health 
officer  to  bring  their  strength  to  the  local 
health  program,  and  through  which  the 
Health  Department  can  pass  back  and 
disseminate  health  education,  guidance, 
and  stimulation. 

The  organization  of  citizen  groups  to 
be  effective  must  be  suited  to  the  par- 
ticular circumstances  of  the  community 
which  they  serve.  In  New  York  City, 
as  a matter  of  effective  organization, 
these  groups  of  leaders  of  nonofficial 
agencies  and  citizens  as  individuals  carry 
on  their  work  through  subcommittees 
which  follow  the  broad  lines  of  the 
Health  Department  service.  They  are: 
committees  on  Maternal  and  Child  Care, 
School  Health,  Tuberculosis,  Social  Hy- 
giene, and  Community  Health  Education. 

It  is  through  these  neighborhood  com- 
mittees that  leaders  are  brought  together 
for  the  planning  and  action  to  reach  out 
into  the  highways  and  byways  of  their 
neighborhoods  to  channel  health  infor- 
mation to  the  homes  of  the  residents. 

The  district  committees  work  through 
institutes  led  by  experts  in  various  fields 
to  inform  leaders  and  workers  of  the 
latest  developments  in  the  Health  De- 
partment program  and  in  the  health 
field  generally. 

To  assist  in  determining  the  health 
needs  of  their  districts,  local  studies  are 
made  such  as:  Health  Along  the  Water 
Front,  Local  Hospital  Needs,  Physical 
Defects  of  School  Children,  Nutrition, 
Infant  Mortality,  Neonatal  Deaths,  and 
Registration  in  Prenatal  Clinics. 

The  committees  conduct  campaigns  to 
rouse  interest  and  claim  the  attention  of 
local  groups  unreached  through  regular 
activities  of  the  Health  Department. 
The  Early  Registration  Campaign  for 
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Maternal  Cases,  the  Anti- East  River 
Swimming  Campaign  to  prevent  infection 
from  polluted  water,  the  Learn  to  Swim 
Campaign  to  reduce  swimming  accidents, 
Youth-Fight  Syphilis  Campaign  to  break 
the  taboos  and  give  youth  groups  an 
intelligent  understanding  of  the  problem 
are  but  a few  illustrations. 

They  cooperate  with  the  local  health 
officer  in  continuous  educational  pro- 
grams for  various  age  groups  through 
health  lectures  for  parent  groups,  courses 
on  summer  care  of  babies,  lectures  for 
youth  groups,  and  health  projects  in  the 
school  classroom. 

Let  me  give  you  one  or  two  brief  in- 
stances from  among  the  many  activities 
of  our  local  committees. 

Because  of  the  high  infant  mortality 
rate  in  certain  sections  of  East  Harlem 
which  has  a large  Porto  Rican  colony, 
a program  was  arranged  under  the 
leadership  of  the  district  health  officer 
to  educate  the  Spanish-speaking  moth- 
ers to  the  necessity  of  taking  their  babies 
to  their  family  doctor  or  to  the  Health 
Center  for  regular  health  supervision. 
Businessmen  and  citizens  in  the  neighbor- 
hood working  through  the  District  Health 
Committee  made  available  fourteen  large 
billboards  on  which  posters  carrying  the 
slogan — “7  want  to  be  a Healthy  Baby ” — 
were  displayed  as  the  central  theme  of  a 
continuous  community-wide  educational 
campaign  in  which  Parent-Teachers  As- 
sociations, Mother  Clubs,  Shopkeepers, 
and  Social  Clubs  took  an  active  part. 
The  Mayor  wrote  to  the  district  health 
officer  and  the  chairman  of  the  local 
committee  that  he  had  noted  the  poster 
and  congratulated  the  local  committee 
on  this  “visible  evidence  of  community 
interest  and  participation  in  the  city’s 
health  program.” 

Social  hygiene  campaigns  have  been 
conducted  in  a number  of  districts.  The 
most  dramatic  was  carried  on  in  the  Kips 
Bay-Yorkville  area,  where  the  com- 
mittee has  been  giving  its  attention  to 
assisting  and  guiding  the  “Youth-Fight 
Syphilis”  Campaign.  Under  the  guidance 
of  the  district  health  officer  and  a special 
medical  advisory  committee,  the  cam- 


paign opened  with  a mass  meeting  at 
which  the  Commissioner  of  Health  spoke 
in  the  neighborhood  high  school.  The 
progressive  attitude  of  the  youth  groups 
was  dramatically  illustrated  by  slogans 
contrasting  the  modern  concepts  with  the 
“horse  and  buggy”  point  of  view.  Town 
criers  dressed  as  Father  Knickerbocker 
canvassed  the  neighborhood.  A horse 
and  buggy  driven  by  a boy  and  girl 
dressed  in  the  costumes  of  the  early 
nineties  advertised  the  meeting.  Electric 
signs  in  the  neighborhood  flashed  the 
announcement.  The  enthusiasm,  in- 
genuity, and  courage  with  which  the 
youth  groups  attacked  the  problem  gave 
evidence  of  their  ability  to  organize  and 
carry  through  their  plans.  An  interest- 
ing feature  of  their  campaign  was  that 
the  youth  squads  in  the  various  clubs 
raised  the  necessary  funds  to  meet  ex- 
penses. Thirty-five  clubs  in  the  district 
cooperated  in  the  campaign. 

On  the  Lower  West  Side  a study  of 
“Health  Along  the  Water  Front”  was  the 
challenge  that  brought  the  local  Indus- 
trial Hygiene  Committee  into  being.  The 
bad  industrial  health  of  marine  workers, 
aggravated  by  idleness  due  to  the  War, 
was  recognized  by  the  National  Maritime 
Union.  A plan  of  action  was  carefully 
worked  out  by  leaders  of  the  local  pro- 
fessional and  citizen  groups  and  then 
presented  to  the  directors  of  the  Bureau 
of  Tuberculosis  and  Social  Hygiene  of 
the  Health  Department.  The  United 
States  Public  Health  Service  has  given 
its  wholehearted  support  to  a mass  x-ray 
project  for  40,000  seamen  and  has 
secured  permission  to  reserve  beds  for 
those  found  to  be  in  need  of  hospitaliza- 
tion. This  case-finding  project  is  now 
being  carried  forward  by  the  Department 
of  Health  in  cooperation  with  the  Na- 
tional Maritime  Union. 

The  Cleanliness  Campaign  in  the  Mott 
Haven  District  aimed  to  inform  food 
dealers  concerning  proper  methods  of 
handling  ready-to-eat  food  and  to  stimu- 
late them  to  have  such  methods  carried 
out  in  their  shops.  It  also  aimed  to 
make,  buyers  of  food  aware  of  what 
sanitary  and  unsanitary  food  handling 
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meant  in  relation  to  health  and  to  arouse 
in  them  a desire  to  trade  in  shops  where 
food  was  handled  in  a clean  way.  A 
request  to  the  various  groups  of  parents, 
church  clubs,  and  women’s  auxiliaries  in 
the  community  brought  women  volun- 
teering to  work  under  the  “Fight  Disease 
with  Cleanliness”  slogan.  The  message 
to  the  buyers  of  food  went  to  the  homes 
in  the  community  through  various  chan- 
nels; four  libraries  gave  it  to  2,000  adult 
readers;  Department  of  Health  nurses 
gave  it  to  500  mothers  visiting  baby 
health  stations,  and  the  Henry  Street 
Visiting  Nurses  distributed  it  to  several 
hundred  homes.  Mothers  frequently 
asked  for  additional  copies  to  give  to 
their  neighbors. 

In  order  to  secure  an  estimate  of  the 
campaign  from  the  point  of  view  of  the 
housewife,  the  local  school  health  com- 
mittee sent  a brief  questionnaire  to  the 
same  homes  to  which  handbills  had  pre- 
viously been  sent  asking  if  improvement 
in  food  handling  by  the  shops  had  been 
noted.  Of  the  12,000  questionnaires 
sent  home  by  the  schools,  6,631  were 
returned.  Of  these,  82  per  cent  reported 
improvement. 

These  are  but  a very  few  illustrations 
of  the  ways  in  which  the  citizen  com- 
mittees have  attempted  to  accept  the 
invitation  and  the  opportunity  offered 
by  our  New  York  City  Health  Depart- 
ment, the  voluntary  health  agencies, 
and  the  medical  profession  to  become 
partners  in  the  public  health  program. 

In  proportion  as  we  succeed  in  achiev- 
ing this  broad  aim  in  which  the  citizens 
must  take  a more  and  more  active  part, 
we  shall  have  happier,  healthier  children ; 
happier,  healthier  marriages  and  more 
contented  home  life  and  more  efficient 
parenthood;  more  productive  economic 
workers,  as  less  poverty  results  from 
unnecessary  illness ; and  a better  standard 
of  living. 

Discussion 

Dr.  Leverett  D.  Bristol,  New  York  City — In 
New  York  City’s  district  health  administration 
program  I like  to  think  that  the  Commissioner  of 
Health  has  two  strong  arms  of  service — (a)  his 


official  family  or  Department  of  Health  and  (b) 
a large  group  of  voluntary  workers  who  not  only 
are  willing  but  also  eager  to  follow  his  leadership 
in  promoting  the  utmost  in  health  and  well-being 
for  the  people  of  New  York.  In  this  latter  group 
are  numerous  members  of  the  organized  medical, 
dental,  and  nursing  professions,  as  well  as  repre- 
sentatives of  unofficial  health  and  social  agencies, 
business  organizations,  churches,  schools,  and 
hospitals.  Through  the  efforts  of  the  Committee 
on  Neighborhood  Health  Development  many  of 
these  volunteer  workers  and  interested  citizens 
in  general  have  been  organized  into  district 
health  committees. 

District  health  committees  represent  voluntary 
citizen  participation  and  cooperation  in  the  work 
of  the  Department  of  Health  and  its  district 
health  centers,  without  which  complete  attain- 
ment of  public  health  objectives  and  ideals  can 
never  be  reached,  even  though  a city  may  have 
the  best  official  health  department  in  the  world. 
A health  department  can  be  a useful  and  effective 
factor  in  a community  sickness  prevention  and 
health  promotion  program,  but  it  cannot,  by 
itself  alone,  completely  carry  through  such  a 
program.  In  other  words,  the  only  people  who 
can  promote  and  maintain  the  personal  health 
of  the  individual  citizens  are  these  very  citizens 
themselves  under  the  leadership  of  the  medical 
profession  and  the  constituted  health  authorities. 
A properly  organized  and  efficient  community 
health  program  must  be  carried  on  and  taken  part 
in  by  every  individual  member  of  the  population. 

In  curative  medicine,  especially  its  surgical 
phase,  the  doctor  operates  on  the  citizen  or 
patient,  who  even  in  ordinary  sickness  must  be 
more  or  less  passive  for  his  own  good.  In  pre- 
ventive medicine  and  public  health  the  physician 
and  health  officer  must  operate  with  the  citizen, 
and  the  latter  must  be  active  and  alert!  He  must 
be  brought  out  of  his  ether  of  ignorance  and  be- 
come thoroughly  health  conscious  and  wide 
awake  in  all  matters  pertaining  to  his  physical 
and  mental  well-being.  He  must  learn  to  seek 
early  medical  diagnosis  and  advice  when  any- 
thing is  wrong  and  to  have  periodic  health  ex- 
aminations even  when  he  feels  well.  He  should 
take  advantage  of  all  known  protective  or  im- 
munization methods  and  develop  those  health 
habits,  including  adequate  nutrition  and  living 
conditions,  that  will  be  most  conducive  to  a long, 
happy,  and  useful  life. 

The  District  Health  Committee  is  a double- 
track, two-way  organization  through  which  (a) 
the  Health  Department  serves  the  citizen  and  (b) 
the  citizen  helps  the  Health  Department.  Some 
of  the  outgoing  services  have  been  suggested 
above,  including  the  carrying  of  health  education 
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and  department  interpretation  to  the  com- 
munity. As  an  incoming  service,  the  citizens 
make  up  the  eyes,  ears,  and  voice  of  the  district, 
and  through  their  advice  and  assistance  on  local 
health  problems  and  needs  the  Health  Depart- 
ment is  able  to  develop  and  direct  a constructive 
and  increasingly  effective  program. 

Dr.  William  M.  Patterson,  New  York  City — 
While  the  neighborhood  rallying  of  the  citizen 
element  in  the  interest  of  good  health  is  not  new, 
still  I doubt  if  it  has  ever  attained  the  momentum 
and  intensity  of  effort  it  has  at  present  achieved. 
Never  has  so  much  emphasis  been  put  upon  a 
civic  problem  by  well-organized  professional  and 
lay  groups  to  arouse  citizen  cooperation  as  in 
this  matter  of  good  health.  The  average  citizen 
is  now  being  informed  on  matters  pertaining  to 
his  welfare  and  health  that  he  never  heard  of 
before  or  at  most  had  only  a hazy  idea  of  what 
it  was  all  about.  He  is  being  educated  along  the 
line  that  the  Department  of  Health,  under  the 
leadership  of  Dr.  John  L.  Rice,  is  his  agent  and 
willing  to  help  him  solve  all  problems  pertaining 
to  his  health  or,  at  least,  to  help  him  as  best 
it  can,  placing  at  his  disposal  proper  facilities 
for  his  use  and  showing  him  that  the  Department 
of  Health  is  something  more  than  an  organization 
solely  intent  on  gathering  statistics. 

It  is  this  constant  hammering  without  letup 
that  gets  results  and  makes  for  a continuance  of 
a permanent  citizen  interest  in  matters  of  health, 
of  value  not  only  to  himself  but  to  the  entire 
community  of  which  he  is  an  active  part.  In 
the  dissemination  of  this  knowledge  we  are  in- 
debted to  the  services  being  rendered  by  the 
various  medical,  welfare,  and  citizen  groups 
acting  mostly  as  voluntary  aids  working  with  the 
Health  Department.  These  organizations  are 
represented  in  each  health  district  by  the  District 


Health  Committee  composed  of  a representative 
from  each  group,  professional  and  lay.  This 
Committee  meets  several  times  during  the  year 
to  discuss  and  plan  ahead.  Definite  programs 
are  arranged  to  meet  the  various  problems  pecul- 
iar to  the  district  in  which  each  operates,  all 
working  with  the  help  and  guidance  of  the 
health  officer  of  the  district.  In  my  own  district, 
the  Lower  West  Side,  we  have  had  very  active 
and  effective  work  done  by  our  District  Health 
Committee.  This  month  we  expect  to  meet  at 
the  health  center  to  hear  the  health  officer  review 
the  work  accomplished  in  the  district  during  the 
past  three  years  by  the  Health  Department,  and 
the  field  secretary  will  tell  us  of  the  activities 
of  our  district  committees  in  which  citizens  have 
taken  part  and  worked  with  the  Health  Depart- 
ment in  the  development  of  the  public  health 
program. 

Let  us  continue  to  push  forward  so  that  not 
only  ourselves  but  every  citizen  will  take  a deep 
and  sincere  interest  in  his  own  health  and  in  those 
of  others  in  his  neighborhood.  Let  us  point  out 
what  it  means  to  him  and  to  his  neighbor  to  keep 
a check  on  each  other  in  the  matter  of  observance 
of  the  laws  of  health  both  man-made  and  natural 
and  what  follows  when  we  disregard  or  otherwise 
become  lax  in  small  things  that  in  sum  mean  a 
great  deal  to  the  community  as  a whole.  We 
must  also  see  to  it  that  he  gets  his  information 
from  the  proper  source,  i.e.,  his  family  physician, 
neighborhood  health  center,  or  a recognized 
welfare  organization,  for  it  is  only  by  correct 
information  obtainable  from  reliable  sources  that 
he  can  be  assured  that  he  is  walking  the  straight 
and  narrow  path  that  will  lead  him  to  an  intel- 
ligent appraisal  of  his  own  health  needs  and  to 
apply  himself  properly  to  a neighborhood  interest 
that  will  result  in  greater  benefit  not  only  to 
himself  but  to  the  community  in  which  he  lives. 


THE  SCHOOL  PHYSICIAN  IN  THE  PUBLIC  HEALTH 
PROGRAM 

George  M.  Wheatley,  M.D.,  New  York  City 
{Pediatric  Consultant,  New  York  City  Health  Department ) 


The  school  physician  has  been  in  the 
public  health  program  forty  years, 
yet  his  function  still  appears  to  be  ill- 
defined.  At  various  times  he  has  been 
described  as  a clinician  in  the  educa- 


tional system,  a medical  inspector,  a 
diagnostician  concentrating  on  children 
of  school  age,  a defect  finder,  a medical 
educator,  a medical  adviser  in  the  school. 
The  variety  in  the  meaning  of  these  titles 
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would  indicate  that  the  goal  of  the  school 
physician  in  the  public  health  program 
has  not  been  clearly  defined. 

Certainly  his  function  is  not  as  clear-cut 
as  the  physician  in  the  field  of  tuberculosis 
or  venereal  disease.  In  each  of  these 
public  health  fields  the  physician  is  con- 
fined to  the  discovery  of  a single  disease. 
Methods  of  identification  are  on  a fairly 
objective  basis  and  programs  for  the 
control  of  these  diseases  have  brought 
measurable  results.  The  specialists  in 
tuberculosis  and  venereal  disease,  more- 
over, have  employed  modern  laboratory 
methods  to  isolate  cases  from  among  the 
masses.  By  contrast,  the  school  physi- 
cian’s field  has  included  the  “whole” 
child,  and  his  only  case-finding  tool  has 
been  the  physical  examination.  Results 
in  school  health  programs  have  been 
measured  by  the  number  of  defects  found 
and  corrected.  To  add  to  the  school 
doctor’s  predicament,  the  administrator 
has  frequently  burdened  him  with  so 
large  a case  load  and  given  him  so  little 
time  to  work  that  the  school  exami- 
nation as  a defect-finding  method  has 
had  little  accuracy.  One  health  officer 
has  said:  “The  school  medical  officer 

spends  hours  in  the  monotonous  task  of 
examining  well  children,  presumably  hop- 
ing that  he  may  uncover  some  potential 
defect  at  a stage  when  a medical  De- 
mosthenes could  not  convince  the  parent 
or  guardian  of  the  significance  of  his 
findings.”1 

This  idea  of  the  school  physician  as  a 
defect  finder  has  been  commonly  ac- 
cepted as  his  function.  It  has  been  kept 
too  prominently  before  the  public.  The 
significance  of  the  usual  defects  reported 
among  elementary  school  children  has 
been  overrated.  The  administrator  has 
measured  the  school  health  program  in 
terms  of  how  many  examinations  can 
be  made  or  how  many  tonsil  defects, 
nose  defects,  nutrition  defects,  or  heart 
defects  can  be  discovered.  The  school 
physician  has  been  reluctant  to  admit  to 
the  administrator  that  many  of  these 
“defects,”  on  further  investigation  by 
private  or  clinic  physicians,  are  found 
not  to  be  defects.  Physical  defect  find- 


ing has  been  the  cornerstone  of  most 
school  health  programs  and  defect  find- 
ing the  one  and  only  function  of  the  school 
physician.  Actually  he  has  a far  more 
important  role. 

The  school  physician  can  be  of  greater 
service  by  being  given  the  opportunity  in 
the  school  to  give  information  and  to 
change  attitudes  about  health.  This 
should  be  his  primary  function  in  his 
day-to-day  contacts  with  parents  and 
children,  with  educators,  and  with  school 
nurses.  To  date,  the  school  has  hardly 
tapped  this  resource  of  medical  knowl- 
edge. 

After  four  years  of  careful  study,  we 
have  a better  knowledge  of  the  function 
of  the  school  physician  in  the  New  York 
City  program.  He  is  not  a medical 
inspector  or  a defect  finder.  The  school 
physician  is  a medical  adviser.  We  now 
see  the  school  child  where  we  once  saw 
only  a physical  defect.  We  now  know 
that  a child  with  a physical  defect  is  a 
child  with  a health  problem. 

Are  these  new  labels  on  the  old  bottles  ? 
What  do  we  mean  when  we  describe  a 
child’s  abnormal  health  condition  as  a 
health  problem  rather  than  a defect? 
What  do  we  mean  when  we  call  the  school 
physician  a medical  adviser?  These 
terms  are  not  merely  better  words. 
They  give  insight  into  the  real  nature  of 
the  school  health  service  and  the  work  of 
the  physician.  They  make  it  easier  to 
understand  the  physician’s  function  in 
the  school  as  an  adviser. 

The  Importance  of  Daily  Observations 
by  the  Teacher 

In  the  elementary  schools  health  prob- 
lems are  discovered  by  the  classroom 
teacher  and  nurse  in  their  day-to-day 
contacts  with  children.  The  child  who  is 
losing  weight,  fatigued,  or  absent  fre- 
quently with  vague  illnesses  is  brought 
to  the  school  physician.  Many  times 
the  best  opinion  he  can  give  is  that 
because  of  these  symptoms,  medical  at- 
tention is  advisable.  He  cannot  be  sure 
that  the  child  has  a disease.  As  a medical 
man  he  knows  that  further  investigation 
should  be  made.  A child  with  the 
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symptoms  just  described  may  be  dis- 
covered to  have  diabetes,  rheumatic 
fever,  or  he  may  not  be  getting  sufficient 
rest.  It  is  more  important  to  refer  him  to 
his  own  physician  for  further  study  or 
treatment  than  the  child  with  innocent 
tonsils. 

More  attention  is  being  paid,  therefore, 
to  the  day-to-day  physical  and  mental 
function  of  children.  About  half  the 
physician’s  time  in  the  school  is  given 
to  examination  of  children  who  are  se- 
lected by  teacher  and  nurse  on  the  basis 
of  signs  or  symptoms  or  other  information 
suggestive  of  poor  physical  function. 
The  New  York  City  Board  of  Education 
recently  introduced  a pupil  health  record 
to  promote  the  day-to-day  observation 
of  her  pupils  by  the  elementary  school 
classroom  teacher.  The  examination  of 
children  selected  by  the  teacher  and 
nurse  has  been  found  to  be  a more  pro- 
ductive use  of  the  physician’s  limited 
service  than  the  routine  examination  of 
every  child  in  the  class.  Through  this 
process  of  selection,  many  children  with 
emotional  and  behavior  disturbances  may 
now  come  to  the  school  physician’s 
attention.  In  fact,  a study  made  of 
teachers’  day-to-day  observation  of  pu- 
pils in  a group  of  schools  in  one  district 
revealed  that  more  than  40  per  cent  of 
the  reported  observations  were  behavior 
or  emotional  signs  and  symptoms.  Many 
of  these  children  are  normal.  This  gives 
the  school  physician  the  opportunity  to 
explain  normal  child  behavior  to  the 
teacher.  Some  of  this  behavior  responds 
to  relatively  simple  adjustment  within  the 
school  when  a physician  with  knowledge 
of  child  behavior  can  give  understanding 
to  a principal  and  teachers.  Other  chil- 
dren with  these  signs  or  symptoms  require 
specialized  care  of  mental  hygiene  or 
child  guidance  clinics.  Physical  defects 
are  found,  of  course,  but  now  they  can 
be  correlated  with  the  child’s  day-to-day 
function  and  have,  therefore,  more 
medical  significance. 

A Health  Problem  Calls  for  Solution 

A health  problem  challenges  the  physi- 
cian and  nurse  for  solution.  A defect 


challenges  no  one  but  the  statistician. 
After  identifying  a health  problem  the 
school  physician  is  expected  to  lend  his 
professional  experience  to  working  out  a 
plan  and  his  professional  authority  to 
back  up  the  plan  for  follow-up.  Here  is 
a real  opportunity  for  education  of  the 
parent.  It  has  been  frequently  stated 
that  education  in  health  is  measured  by 
whether  or  not  the  acquired  knowledge 
leads  to  action.  When  the  parent  takes 
the  child  for  medical  attention  on  the 
school  physician’s  recommendation,  edu- 
cation has  taken  place.  When  the  physi- 
cian works  out  a solution  for  a health 
problem  which  involves  the  parent  and 
the  school  nurse,  and  sometimes  the 
teacher  and  principal,  he  is  accomplishing 
a practical  feat  of  educating  all  of  these 
individuals.  These  are  the  reasons  why 
we  prefer  the  expression  “health  problem” 
rather  than  “defect.” 

The  emphasis  in  the  past  on  making 
more  and  more  examinations  has  given 
the  physician  little  time  to  utilize  the 
school  examination  as  a real  teaching 
device.  Health  teaching  at  the  time  of 
the  examination  has  been  left  to  the  al- 
ready overworked  school  nurse.  The 
New  York  City  program  has  deliberately 
sacrificed  production  in  terms  of  exami- 
nations performed  in  order  to  provide 
the  school  physician  with  the  time  and 
the  opportunity  to  carry  out  this  prac- 
tical health  education.  We  want  parents 
to  attend  the  school  examination.  This 
fall  about  half  as  many  examinations  were 
done  as  last  year,  but  parent  attendance 
at  the  examinations  increased  from  30 
per  cent  a year  ago  to  60  per  cent  this 
year.  Each  parent  who  attends  the 
medical  examination  represents  an  oppor- 
tunity for  the  physician  to  give  informa- 
tion and  to  change  attitudes  about 
health  in  a family. 

Teaching  Health  Through  the  Medical 
Examination 

How  can  the  school  medical  exami- 
nation be  an  instrument  for  public  health 
education?  First  of  all,  it  is  an  oppor- 
tunity for  the  Health  Department  to 
demonstrate  within  the  educational  en- 
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vironment  of  the  school,  the  value  of  the 
medical  or  “health”  examination.  This 
is  not  a new  thought.  The  school  exami- 
nation has  often  been  referred  to  as  a 
health  examination,  but  in  reality  would 
any  educator  or  physician  claim  that  the 
usual  five-minute  going  over  of  the  child 
is  a health  examination?  If  the  exami- 
nation in  the  school  is  to  be  a real  demon- 
stration of  the  medical  examination,  it 
must  be  an  educational  experience  for  the 
parent  and  child.  Our  efforts  for  im- 
proving the  school  examination  should 
not  be  in  the  direction  of  aping  the 
searching  clinical  and  laboratory  investi- 
gation which  it  is  possible  for  the  clinic 
or  private  physician  to  do.  Our  efforts 
should  be  in  the  direction  of  remodeling 
the  much  abused  school  examination  into 
a positive  learning  experience  for  the 
child  and  parent.  Nor  should  the  school 
attempt  to  carry  out  this  demonstration 
procedure  as  an  annual  affair.  The 
annual  examination  will  always  be  a 
luxury  in  the  school-age  group.  The 
demonstration  in  the  school  of  the  exami- 
nation of  an  apparently  well  child  should 
aim  to  teach  the  family  to  expect  more 
of  this  kind  of  service  from  their  own 
physician,  whether  he  is  in  a private 
office  or  clinic. 

If  the  school  medical  examination  is 
to  be  a positive  teaching  device,  it  must 
be  made  a satisfying  and  a learning 
experience  for  parent  and  child.  One 
of  the  basic  laws  of  learning  is  that  the 
individual  to  be  taught  must  have  a 
readiness  to  learn.  This  receptiveness 
must  be  cultivated  by  the  school  health 
service  even  before  the  physician  sees 
the  parent  or  examines  the  child.  Learn- 
ing may  be  blocked  through  thoughtless 
preparation  for  the  examination.  The 
child  can  be  prepared  by  classroom  dis- 
cussion of  the  examination,  by  an  under- 
standing on  the  part  of  the  teacher  of  the 
procedure  of  the  examination.  The 
teacher’s  own  attitude  can  be  improved 
if  she  herself  has  had  a periodic  medical 
examination.  The  parents’  readiness  to 
learn  may  be  developed  through  careful 
phrasing  of  the  printed  notices  which 
are  sent  home.  A definite  appointment 


for  the  medical  examination,  a com- 
fortable chair  during  the  interview  with 
the  physician,  a courteous  reception  when 
she  arrives  for  the  appointed  examination 
are  all  details  that  set  the  stage  for  edu- 
cation to  take  place.  None  of  these 
details  can  be  taken  for  granted.  The 
learning  process  stops  when  there  is 
annoyance  or  irritation. 

In  addition  to  the  preparation  of  the 
parent  and  child  for  the  examination, 
other  important  elements  in  making  the 
school  medical  examination  an  educa- 
tional process  are:  (1)  the  physician’s 

interview  with  the  parent,  (2)  his  attitude 
toward  the  child  in  the  procedure  of  the 
examination,  and  (3)  the  information 
that  he  transmits  to  the  classroom 
teacher  and  to  the  nurse  to  enable  them 
to  take  care  of  the  individual  health  needs 
of  the  child. 

In  the  interview  with  the  parent,  the 
physician  elicits  the  history  about  the 
child,  covering  the  child’s  development, 
his  illnesses,  the  health  of  the  members 
of  the  family,  and  the  child’s  living 
habits.  This  history  taking  establishes 
rapport  with  the  parent,  which  is  very 
valuable  when  it  is  necessary  to  recom- 
mend medical  attention  for  the  child. 
It  is  also  a means  of  impressing  the 
parent  with  the  importance  of  knowing 
how  the  child  functions  and  about  his 
background  in  order  to  estimate  his  pres- 
ent health  status. 

Because  he  asks  about  the  health  of 
other  members  of  the  family,  the  school 
physician  may  discover  the  need  for  pro- 
tective health  measures  among  younger 
or  other  members  of  the  family.  He 
frequently  discovers  younger  pre-school 
children  who  have  not  received  medical 
supervision  or  who  have  not  been  vac- 
cinated or  received  diphtheria  immuniza- 
tion. Sometimes  an  older  member  of 
the  family  will  be  described  as  having  had 
a chronic  cough  which  has  never  been 
investigated.  One  of  his  best  oppor- 
tunities for  health  guidance  occurs  when 
errors  connected  with  the  child’s  living 
and  eating  habits  are  disclosed.  Some 
insight  into  the  magnitude  of  this  prob- 
lem was  given  by  the  report  in  1934  of 
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a study  of  elementary  school  children 
made  by  the  New  York  State  Education 
Department.2  Many  of  the  children 
studied  had  insufficient  sleep.  Almost 
15  per  cent  showed  listlessness,  inatten- 
tion, irritability,  and  nervous  instability 
during  the  day — indicative  of  fatigue. 
Thirty  per  cent  of  the  children  with  these 
symptoms  had  them  either  at  the  end  of 
the  morning  or  the  afternoon  session  of 
school.  Of  the  mothers  who  were  inter- 
viewed in  this  study,  20  per  cent  re- 
ported one  hour  or  less  outdoor  play  at 
home  for  their  children.  The  investi- 
gation of  food  habits  among  these 
children  showed  that  many  had  an 
inadequate  amount  of  milk,  that  25  to 
50  per  cent  of  them  were  using  tea  and 
coffee  regularly,  and  that  the  diets  of 
many  of  the  children  were  low  in  vege- 
tables and  fruits.  This  is  a rich  field  for 
the  physician  to  exercise  his  educational 
function.  The  physician  actually  can 
set  the  pace  for  the  health  teaching  in 
the  classroom  when  he  discovers  and 
emphasizes  to  the  teacher  the  needs  of 
the  individual  child.  It  is  an  oppor- 
tunity that  has  been  often  missed  at  the 
time  of  the  medical  examination.  In 
fact,  the  classroom  teacher  needs  the 
guidance  of  the  physician  if  her  health 
instruction  is  to  meet  the  needs  of  the 
individual  child. 

Another  educational  opportunity  oc- 
curs through  the  questions  asked  by  the 
parent.  One  parent  wants  to  know  if 
children’s  baby  teeth  are  important; 
another  will  ask  about  the  value  of  laxa- 
tives; another  wants  to  know  the  effect 
of  diseased  tonsils;  another,  the  meaning 
of  the  Schick  test  or  the  need  for  immuni- 
zation. Sometimes  there  are  questions 
about  the  proper  amount  of  rest  for  a 
child  or  why  the  child  does  not  weigh 
as  much  as  he  should  according  to  the 
height  and  weight  table.  When  parents 
ask  advice  on  treatment,  the  school 
physician  must  recommend  that  this 
question  be  asked  of  the  physician  who 
has  responsibility  for  treating  the  prob- 
lem. In  fact,  he  can  stress  the  impor- 
tance of  regular  medical  supervision. 
Families  with  private  physicians  can  be 


advised  to  take  the  child  to  their  own 
physician  for  a periodic  check-up. 
Families  who  use  the  hospital  ambulance 
service  can  be  enlightened  on  the  indica- 
tions for  calling  the  ambulance  physician. 
The  recent  study  in  New  York  City  on 
the  “Choice  and  Change  of  Doctors,”3 
shows  all  too  clearly  the  need  for  public 
education  in  intelligent  use  of  medical 
facilities.  The  following  is  an  illustration 
of  the  effective  part  the  health  service 
can  play:  For  the  past  two  years,  school 
physicians  and  nurses  of  the  Health  De- 
partment have  interviewed  parents  at 
the  time  of  registration  in  the  elementary 
schools.  Parents  with  family  physicians 
were  personally  advised  to  have  the 
entrance  examination  done  by  their  own 
physician.  In  each  of  these  years  25 
per  cent  of  the  new  admissions  in  Septem- 
ber to  schools  in  the  entire  city  were 
examined  by  their  family  physicians. 
Four  years  ago  the  figure  was  14  per  cent. 

Education  Should  Lead  to  Action 

One  of  the  best  measures  we  have  of 
the  value  of  this  more  intimate  relation- 
ship with  the  school  physician  is  the  ready 
response  by  the  parent  when  medical 
attention  is  recommended.  The  plan  for 
treatment  is  considered  the  most  im- 
portant part  of  the  interview.  When 
a defect  or  a health  problem  has  been 
discovered,  the  examination  is  not  con- 
sidered completed  unless  a plan  for  treat- 
ment appears  on  the  record.  The  child’s 
record  must  show  what  is  going  to  be 
done  about  the  condition.  We  want 
to  know  what  action  is  planned  by  the 
parent  to  take  care  of  the  problem. 
Action  is  the  true  measure  of  the  educa- 
tional value  of  the  school  medical  exami- 
nation. In  fact,  one  of  the  severe  criti- 
cisms leveled  against  the  school  health 
service  has  been  the  fruitlessness  of  an 
examination  in  that  it  did  not  lead  to 
action.  This  has  been  well  stated  in  the 
report  of  the  New  York  State  Health 
Commission  in  1932  in  a discussion  of 
school  hygiene.4  It  was  said  that 
“hundreds  of  thousands  of  dollars  are 
spent  annually  in  the  State  for  the  exami- 
nation and  re-examination  of  children 
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which  discover  and  re-discover  the  pres- 
ence of  defects,  about  which  nothing  is 
done  by  the  parents  or  by  the  school.” 
To  prove  that  talking  with  parents  is 
productive,  our  results  in  a recent  survey 
show  that  of  children  who  were  examined 
by  the  school  physician  with  the  parents 
present  during  the  months  of  September 
through  January,  by  the  end  of  the  school 
year  five  months  later,  more  than  half 
had  received  the  medical  attention  that 
had  been  recommended. 

Additional  educational  opportunities 
exist  for  the  school  physician  in  the 
public  health  program.  More  frequent 
conferences  by  the  physician  with  the 
principals  and  teachers  would  promote 
a better  understanding  of  health  by  the 
teaching  staff.  Principals  carry  a great 
responsibility  from  day  to  day,  and  there 
should  be  opportunity  for  the  school 
physician  to  discuss  health  matters  with 
the  principal.  Teachers  will  give  more 
attention  to  the  day-to-day  health  of 
their  pupils  if  the  physician  can  occa- 
sionally confer  individually  with  them. 
The  school  physician  might  do  much  to 
quicken  the  interest  of  the  private 
physician  and  the  clinic  by  having  the 
opportunity  to  explain  the  purposes  and 
methods  of  the  school  health  service  and 
other  phases  of  the  public  health  pro- 
gram. 

The  elementary  school  physician  has 
been  a part  of  the  public  health  program 
for  most  of  the  life  of  modern  public 
health.  Yet  his  light  has  been  long 
hidden  under  a bushel  of  defects.  It 
has  been  thought  that  his  only  contribu- 
tion is  defect  finding.  Most  school 
health  programs  have  not  given  him  a 
chance  to  identify  accurately  health 
problems  among  children.  Rapid,  super- 
ficial inspection  of  children  has  given  us 
statistics  on  dubious  defects.  Most 
school  health  workers  now  believe  that 
this  has  not  been  the  correct  emphasis 
in  the  school  health  program.  In  fact, 
some  public  health  workers,  on  this  basis 
of  past  performance,  are  skeptical  of  the 
value  of  school  health  work.  There 
should  be  no  doubt  about  its  value.  If 
public  health  means  public  health  educa- 


tion, the  school  medical  examination  is  a 
golden  opportunity. 

Summary 

Therefore,  the  school  physician  need 
no  longer  be  thought  of  as  a medical  in- 
spector. He  is  a medical  adviser.  He  is 
concerned  with  learning  how  the  child 
is  functioning  in  the  school.  To  learn 
this  he  makes  use  of  the  teacher’s  knowl- 
edge of  her  pupils  and  the  nurse’s  in- 
formation of  the  children.  He  advises 
the  school  authorities  as  well  as  the  parent 
of  the  significance  of  his  findings.  His 
medical  examination  can  be  made  a 
demonstration  of  a health  examination 
by  exploiting  all  the  educational  oppor- 
tunities that  it  possesses.  A friendly 
reception  of  the  parent;  kindness  in  the 
examination  of  the  child ; an  interview  by 
the  physician  with  the  parent  to  elicit 
history,  answer  her  questions,  and  to 
plan  for  necessary  medical  attention ; 
exchange  of  health  information  with  the 
teacher — all  are  necessary  to  make  the 
examination  a teaching  experience.  This 
is  the  unique  contribution  of  the  school 
physician  in  the  public  health  program. 
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Discussion 

Dr.  Cyrus  H.  Maxwell,  Jr.,  Albany,  New 
York — We  are  indebted  to  Dr.  Wheatley  for  an 
intelligent  leadership  in  school  health  service. 
In  New  York  City,  Rochester,  and  Buffalo  the 
school  health  service  is  under  the  jurisdiction  of 
the  Health  Department.  Elsewhere  in  the  state 
it  is  under  the  jurisdiction  of  the  Education  De- 
partment. However,  with  slight  modification  all 
the  principles  listed  by  Dr.  Wheatley  are  just 
as  applicable  in  the  state  as  a whole  as  they 
would  be  in  New  York  City. 

I want  particularly  to  call  your  attention  to  the 
educational  trend  as  shown  in  Dr.  Wheatley’s 
paper.  Certainly  the  cooperation  of  the  teachers 
and  other  school  personnel  is  most  essential  to  a 
good  school  health  program.  The  teachers  are 
the  first  line  of  defense  in  the  school  health  pro- 
gram because  they  see  the  child  every  day, 
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whereas  the  school  nurse  and  the  school  doctor’s 
time  is  scattered  over  such  a wide  group  that 
dependence  must  be  placed  on  the  teachers  for 
carrying  out  the  program  in  detail. 

In  finding  the  problems  in  the  school  I wish  to 
add  one  more  method  to  those  listed  by  Dr. 
Wheatley — that  is,  by  direct  reference  of  these 
problems  by  the  school  administrator  to  the 
school  physician.  When  I was  a school  physician 
my  office  was  just  across  the  hall  from  the 
superintendent  of  school’s  office,  and  scarcely  a 
day  went  by  that  he  did  not  call  me  into  his 
office  for  various  school  health  problems. 

The  frequency  of  the  examination  was  dis- 
cussed by  Dr.  Wheatley.  We  differ  from  his 
recommendation  because  of  the  fact  that  the 
state  law  requires  an  annual  examination  of  the 
pupils,  and  because  the  leaders  in  child  health, 
such  as  the  American  Academy  of  Pediatrics, 
have  suggested  and  recommended  an  annual 
examination  for  every  child.  The  experience  of 
our  department  has  been  that  the  frequency  of 
examination  is  not  in  any  way  correlated  with 
the  quality  of  the  examination  given.  Instead 
of  releasing  the  school  physician  for  other  duties, 
our  experience  has  been  that  the  school  physician 
is  gradually  pushed  back  further  and  further  in 
the  program  and  less  of  his  time  provided  when 
the  annual  examination  is  not  required.  The 
need  we  see  is  not  so  much  for  less  frequent 
examinations  but  for  better  follow-ups.  By  and 
large,  the  examination  of  the  pupils  in  the  state 
is  twice  to  three  times  as  good  as  the  follow-up, 
which  is  the  responsibility  of  the  school  adminis- 
trator. In  other  words,  from  two  to  three  times 
as  many  defects  are  found  as  are  followed  up 
by  the  other  members  of  the  school  personnel 
upon  whom  this  responsibility  falls.  In  studying 
the  reports  that  we  obtained  from  schools  and 
in  our  field  visits,  we  found  that  for  every  school 
physician  who  is  doing  poor  work  there  are  two 
doing  good  work  and  three  doing  excellent  work — 
that  is,  work  beyond  the  call  to  duty.  However, 
the  one  physician  who  does  poor  work  receives 
the  most  publicity,  and  the  school  physician 
who  gives  extra  time  for  little  pay  ordinarily 
receives  little  recognition  for  this. 

I like  Dr.  Wheatley’s  description  of  the  school 
physician  as  the  school  medical  adviser.  There 
are  a number  of  problems  in  which  he  should 
be  consulted.  Among  them  are  in-service, 
teacher  training,  pupil-teacher  relationship, 
punishment,  and  the  like.  For  example,  I 
remember  one  child  who  vomited  every  morning 
prior 'to  going  to  school  until  we  had  changed 
this  child  to  another  teacher’s  room,  following 
which  all  the  vomiting  ceased.  Another  case  the 
teacher  so  frightened  the  children  that  they  re- 


fused to  eat  at  noon  because  they  were  afraid 
they  would  be  late  for  school.  The  children  in 
this  room  were  constantly  going  to  the  physician 
for  medical  care,  and  the  parents  became  quite 
concerned.  The  transfer  of  this  teacher  to  a 
different  type  of  work  stopped  all  this  trouble. 

The  arrangement  of  the  program  should  be 
studied  by  the  physician — that  is,  the  difficult 
subjects  following  an  easy  subject,  periods  of 
relaxation,  length  and  conduct  of  the  noon  hour, 
cafeteria  management,  the  accuracy  and  ade- 
quacy of  the  health  teaching  material.  We  feel 
that  the  school  physician  is  not  a teacher  of 
classroom  subjects  but  that  he  teaches  in  indi- 
vidual conference  and  could  assist  in  furnishing 
material  for  teaching  and  in  passing  upon  the 
material  used  in  the  classroom,  the  supervision 
of  the  physically  handicapped,  the  observation 
and  supervision  of  teachers’  health,  janitorial 
service,  and  the  sanitation  of  the  school  plant. 
As  you  know  now,  it  is  not  within  the  province 
of  the  school  physician  to  examine  or  cause  to  be 
examined  a member  of  the  school  personnel  un- 
less he  is  suspicious  of  a communicable  disease. 

I feel  that  the  school  physician  should  be  called 
upon  for  advice  in  these  matters  and  give  his 
time  to  them.  I also  feel  that  unless  the  school 
physician  and  the  medical  profession  take  an 
active  interest  in  these  extra  duties  such  advice 
and  such  supervision  will  be  forthcoming  from 
others. 

Dr.  Don  W.  Gudakunst,  New  York  City — 
It  is  particularly  important  to  emphasize  the 
fact  that  the  school  physician  is  expected  to 
participate  in  a general  public  health  program. 
This  statement  implies  that  the  services  ren- 
dered by  the  school  physicians  and  school  nurses 
should  be  in  line  with  the  community  health 
program — particularly  should  the  school  physi- 
cian have  an  awareness  of  the  part  he  plays  in  the 
health  education  movement.  There  is  a very 
healthy  trend  in  many  parts  of  the  country  to- 
ward reduction  of  the  actual  amount  of  service 
rendered  to  school  children  by  school  physicians 
and  nurses,  with  a corresponding  increase  in  the 
educational  program — teaching  children,  fami- 
lies, and  the  entire  community  the  need  for  medi- 
cal service  and  when  and  where  and  how  to 
obtain  it. 

Most  public  health  workers  have  come  to 
realize  that  direct  service  to  individuals  have 
at  the  best  but  a temporary  or  fleeting  influence 
on  a general  health  problem.  The  more  perma- 
nent good  is  gained  by  teaching  the  value  of 
medical  care.  Such  teaching,  however,  Is  fruit- 
less if  medical  services  are  not  available  to  the 
school  children  and  to  the  community  as  a 
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whole.  There  is,  therefore,  a direct  obligation 
upon  the  school  physician  to  enlarge  the  scope 
of  his  work  to  include  consideration  of  the  health 
and  medical  facilities  of  the  entire  community. 
There  can  be  but  little  purpose  in  finding  large 
numbers  of  physical  defects  as  the  result  of  de- 
tailed school  health  examinations  and  then  have 
no  means  at  the  command  of  the  public  for  ob- 
taining the  indicated  corrections.  If  the  school 
physician  is  doing  anything  but  a piecemeal, 
patchwork  job,  he  must  use  his  every  influence 
to  carry  along  the  entire  community  to  the  point 
where  it  will  be  able  to  furnish  adequate  medical 
service  for  all  of  its  groups  of  population,  ir- 
respective of  their  social,  economic,  or  age  dis- 
tribution. 

Almost  universally  in  the  past,  and  all  too 
commonly  today,  the  school  physician  has  been 
too  busy  conducting  physical  examinations  and 
carrying  on  immunization  programs  to  be  aware 
of  the  broader  problems  confronting  him.  Even 
a casual  review  of  the  accomplishments  under 
any  school  medical  service,  based  exclusively  on 
the  idea  of  services  rendered  to  school  children, 
would  show  that  these  particular  school  systems 
have  been  confronted  year  after  year  by  the  same 
percentages  of  physical  defects  and  the  same 
array  of  uncared-for  conditions  urgently  in  need 
of  treatment.  Quite  obviously,  any  plan  that 
will  substitute  for  this,  a program  that  can  show 
a decreasing  list  of  defects  year  after  year,  is 
much  more  desirable.  It  has  been  demonstrated 
that  this  is  possible  and  that  such  benefits  do 
accrue  where  an  ever-increasing  amount  of  atten- 
tion is  paid  to  the  child’s  health  by  the  family, 
where  both  family  and  community  take  an 
increased  responsibility  for  care  of  children,  and 
where  an  ever-decreasing  amount  of  direct  re- 
sponsibility for  service  and  medical  care  is  as- 
sumed by  the  school  doctor. 

Let  us  set  up  as  our  ideal  not  an  examination 
in  every  school  every  year  for  every  child  with 
100-per  cent  immunization  by  the  school  doctor 
but  rather  let  us  set  up  as  the  goal  to  be  reached 
that  situation  where  every  child  will  come  to 
school  well  prepared  for  school  and  life,  where 
every  child  will  have  been  under  the  continuous 
supervision  of  competent  physicians  from  before 
the  time  of  birth.  Let  the  school  and  the  school 
doctors  meet  the  challenge  of  teaching  child, 
parent,  and  community. 

Discussion  of  Symposium  on  Partici- 
pation in  the  Public  Health  Program 

Dr.  Paul  B.  Brooks,  Albany,  New  York — Dr. 
Thomson  struck  what  is  really  the  keynote 
when  he  said,  referring  more  particularly  to 


health  officials  and  private  practitioners  of 
medicine,  that  “none  can  function  effectively 
without  the  others.”  This  applies  equally  to 
the  school  physician  and  even  to  “the  citizen.” 
We  all  have  fairly  well-defined  and  more  or  less  in- 
•dependent  parts  to  play  in  the  protection  of  public 
health,  but  our  only  hope  of  any  great  accom- 
plishment in  that  line  lies  in  coordination  of  our 
efforts.  I,  personally,  have  no  desire  to  see 
health  departments  control  or  regulate  the  prac- 
tice of  medicine  except,  of  course,  so  far  as  it  is 
necessary  in  such  matters  as  the  control  of  com- 
municable disease — the  sort  of  thing  to  which 
we  have  long  been  accustomed  and  which  I am 
sure  we  will  all  agree  to  be  necessary,  within 
reasonable  limits.  Nor,  on  the  other  hand,  do 
I think  that  the  private  practitioners  should 
expect  to  direct  the  work  of  health  departments. 
Each  of  us,  the  official  and  the  private  practi- 
tioner, has  his  special  field  in  which  he  is  par- 
ticularly qualified.  Naturally  there  is  some  over- 
lapping, but  I personally  think  we  will  get  the 
best  results  if  we  work  together  unitedly  and 
harmoniously  but,  in  the  main,  stay  on  our  own 
side  of  the  fence. 

I think  that  sometimes  in  considering  relation- 
ships between  private  practitioners,  various 
kinds  of  medical  officials,  and  the  lay  organiza- 
tions interested  in  public  health  we  are  inclined 
to  give  too  little  thought  to  the  status  of  “the 
citizen.”  When  we  stop  to  think  of  it,  the  only 
reason  we  exist  as  health  officers,  school  physi- 
cians, and  private  practitioners  of  medicine  is 
that  the  public  (which  we  sometimes  speak  of  a 
little  scornfully  as  “the  laity”)  needs  and  has 
demanded  the  kind  of  service  we  can  give.  We 
need  to  remind  ourselves  now  and  then  that  laws 
setting  up  health  departments  and  licensing 
physicians  to  practice  were  not  enacted  to  give 
us  as  doctors  something  to  do  but  because  the 
public,  represented  in  the  Legislature,  wanted 
the  protection  and  service  that  such  laws  would 
make  available  to  them.  It  is  a good  thing  for 
all  of  us  to  keep  in  mind  that  if  the  time  should 
ever  come  when  the  public  was  not  satisfied  with 
the  kind  of  service  it  was  getting  from  its  health 
officials,  school  physicians,  and  medical  prac- 
titioners it  might  take  the  matter  into  its  own 
hands  and  try  to  provide  for  its  needs  in  other 
ways. 

My  principal  point  in  all  this  is  that,  while  it 
is  natural  for  all  of  us  to  have  a concern  about 
our  own  interests,  we  will  do  well  to  keep  promi- 
nently before  us  the  fact  that  our  real  job 
jointly  and  severally,  is  to  serve  the  public. 

Dr.  Jerome  Meyers,  New  York  City — Dr. 
Thomson  has  particularly  stressed  the  desira- 
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bility  of  the  participation  of  the  medical  profes- 
sion in  Health  Department  activities,  especially 
in  the  prevention  of  disease.  I should  like  to 
bring  to  your  attention  an  example  of  such 
participation.  A series  of  ten  biweekly  public 
health  panel  meetings  was  given  at  the  Mott* 
Haven  Health  Center  of  the  Bureau  of  District 
Health  Administration  of  the  New  York  City 
Department  of  Health  the  first  five  months  of 
this  year.  These  meetings  were  planned  by  the 
Center  and  the  District  Health  Committee  to 
give  to  the  public  authoritative  information  on 
outstanding  medical  and  public  health  condi- 
tions, stressing  prevention  and  the  latest  and 
best  methods  of  treatment,  both  by  the  private 
physician  and  the  Department  of  Health,  re- 
spectively. The  Bronx  County  Medical  Society 


sponsored  the  series  in  its  official  bulletin,  em- 
phasizing the  cooperative  role,  in  the  home,  of  the 
private  physician  with  the  Department  of  Health 
in  the  prevention  of  disease.  The  society  desig- 
nated twenty  of  its  members  as  speakers  on  the 
ten  panels.  I believe  that  this  is  the  first  time 
that  a county  society  in  the  city  of  New  York 
has  cooperated  in  this  way  with  the  Department 
of  Health.  The  public  response  was  most 
gratifying.  The  auditorium  of  the  Center  was 
generally  filled  to  capacity.  The  question  and 
answer  periods  lasted  from  one  to  one  and  one- 
half  hours.  The  subjects  covered  were:  syphilis, 
appendicitis,  pneumonia,  diphtheria,  the  dangers 
of  whooping  cough  and  measles,  tuberculosis, 
trichinosis,  diabetes,  acute  rheumatic  fever  and 
heart  disease  in  children,  and  cancer. 


JUNIOR  MEDICAL  OFFICERS  SOUGHT 
FOR  GOVERNMENT  SERVICE 

The  U.  S.  Civil  Service  Commission  has  an- 
nounced examinations  to  fill  two  classes  of  junior 
medical  officer  positions  (rotating  internship  and 
psychiatric  resident)  at  St.  Elizabeth’s  Hospital, 
Washington,  D.  C.  The  salary  for  the  position 
is  &2,000  a year,  less  a retirement  deduction  of 
3Vj  per  cent  and  a deduction  of  $60  a year  for 
quarters,  laundpr,  and  medical  attention. 

For  the  rotating  internship  position,  applicants 
must  be  fourth-year  students  in  a Class  A medical 
school ; however,  they  cannot  enter  on  duty  until 
they  furnish  a certificate  showing  completion  of 
the  medical  course  prior  to  June  30,  1941. 

For  the  psychiatric  resident  position,  appli- 
cants must  have  completed  their  fourth  year  of 
study  in  a Class  A medical  school  subsequent  to 
December  31,  1937,  and  must  have  the  degree  of 
B.M.  or  M.D.  In  addition,  they  must  have 
completed  a one-year  rotating  internship. 

Applicants  will  be  rated  on  a written  examina- 
tion consisting  of  questions  designed  to  measure 
applicant’s  aptitude  for  learning  and  adjusting 
to  professional  duties  in  the  service.  They  will 
also  be  rated  on  education,  experience,  fitness. 

Applications  must  be  filed  with  the  Commis- 
sion’s Washington  office  not  later  than  October 
17,  if  received  from  states  east  of  Colorado,  and 
not  later  than  October  21,  1940,  if  received  from 
Colorado  and  states  westward. 

Further  information  regarding  the  examina- 
tions is  contained  in  the  formal  announcement. 
Announcements  and  application  forms  may  be 
obtained  from  the  Secretary  of  the  Board  of 
United  States  Civil  Service  Examiners  at  any 
first-  or  second-class  post  office,  or  from  the 
U.  S.  Civil  Service  Commission,  Wash.,  D.  C. 


MEDICATED  CLASSICS 

(. Based  on  Edgar  Allen  Poe’s  “ The  Raven”) 

Once  upon  a midnight  dreary,  while  I pondered, 
weak  and  weary, 

Over  ledgers  heavy  with  their  red  unbalanced 
score, 

Suddenly  there  came  a tapping,  unmistaken, 
steady,  rapping. 

As  of  someone  gently  rapping  at  my  office  door. 

“Hm,”  said  I,  “a  patient  wishin’  for  the  aid  of  a 
physician, 

And  I’ll  rise  and  let  him  enter,  though  the  hour  is 
close  to  four.” 

When  I threw  wide  open  the  portal,  there  stood 
staring  such  a mortal 

In  my  wildest  fancies  I had  never  seen  before. 

“Tax  collector.”  he  cried  grinning,  and  he  added 
to  this  dinning. 

With  a chuckle,  “Me,  and  nuttin’  more.” 

“Ah!”  I groaned  as  I retreated,  knowing  well  I 
was  defeated, 

“Just  another  set-back,  leaving  me  depressed  and 
sore. 

Taxes,  taxes,  never  ending;  how  my  back  is  ever 
bending, 

Economic  handcuffs  that  restrict  me  more  and 
more. 

“When,”  I cried  in  desperation,  "will  some 
thoughtful  legislation 

Give  the  harassed  doctor  back  the  good  old  days 
of  yore?” 

But  the  evil  tax  collector,  like  some  ill-foreboding 
spectre, 

Shrugged  his  shoulders,  spitting  on  the  floor. 

“When  will  my  enslaved  profession  be  relieved  of 
this  oppression?” 

But  he  smiled,  and  muttered,  “Nevermore!” — 
James  A.  Brussel,  in  J.A.M.A 


SEND  IT  TO  THE  LAUNDRY 

The  young  daughter  was  struggling  for  de- 
scriptive words  that  would  visualize  a scar  from  a 
burn  on  a playmate’s  arm.  Finally  she  beamed: 
“I  know.  It’s  like  skin  that’s  been  washed  but 
not  ironed.” — H.  J.  N.,  Ohio,  in  J.A.M.A. 


NOT  ENOUGH 

You  cannot  stop  contagious  disease  with  a 
law,  a health  officer,  and  a placard.  You  must 
get  cooperation  of  the  people  by  education,  by 
persuasion,  and  by  organization. — California  and 
Western  Medicine 


ASEPTIC  TOTAL  COLECTOMY 

D.  Philip  MacGuire,  M.D.,  New  York  City 


The  author  published  “Aseptic  Ileos- 
tomy” in  the  American  Journal  of 
Surgery , 1935,  volume  29,  as  the  methods 
then  in  vogue,  the  single-barreled  ileos- 
tomy and  the  John  Young  Brown 
methods,  were  unsatisfactory  for  obvious 
reasons.  The  most  important  from  my 
standpoint  is  the  fact  that  the  maneuvers 
necessitated  cutting  across  the  barrel  of 
the  ileum  intraperitoneally,  and,  espe- 
cially in  the  more  acute  cases,  the  mor- 
tality was  extremely  high,  as  the  ileum 
in  these  cases  contained  a large  amount 
of  pathogenic  bacteria  and  the  usual 
result  was  death  from  peritonitis. 

The  first  step  in  aseptic  total  colectomy 
is  the  aseptic  ileostomy  (see  Figs.  1,  2, 


and  3) — making  the  U-shaped  flap 
through  the  skin  and  aponeurosis  and 
separating  the  muscles  and  incising  the 
peritoneum.  The  terminal  ileum  is  then 
supported  on  the  skin  and  aponeurosis 
bridge,  and  the  peritoneum  is  sutured 
loosely  around  the  proximal  and  distal 
ends.  The  U-shaped  flap  is  passed 
through  the  incision  in  the  mesentery  of 
the  ileum. 

When  sufficient  time  elapses  for  ad- 
hesions to  form,  the  ileum  is  opened  and 
the  proximal  end  is  drained  by  inserting 
a tube.  The  blood  chemistry  of  the 
patient  is  constantly  checked,  and  trans- 
fusions of  blood  and  administration  of 
fluids  are  given  as  indicated. 


Fig.  1. 
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Fig.  2. 


In  several  weeks  when  the  patient’s 
reports  are  satisfactory,  total  aseptic 
colectomy  is  performed. 

The  primary  step  in  the  second  stage 
is  closure  of  the  distal  end  of  the  divided 
ileum  by  incising  the  skin  around  the 
opening  and  then  sealing  off  the  opening 
by  the  usual  method  of  suturing.  A 
median  abdominal  incision  is  then  made, 
and  the  distal  terminal  ileum  and  right 
colon  are  attacked  first,  followed  by  the 
removal  of  the  omentum  and  the  trans- 
verse colon.  At  any  time  during  these 
maneuvers,  if  the  patient’s  condition 
should  warrant  it,  the  resected  right  and 
transverse  colons  could  be  brought  out 
on  the  abdomen  and  the  operation  ter- 
minated quickly  without  soiling  the  peri- 
toneal cavity.  If  the  patient’s  condition 
is  satisfactory,  the  removal  should  pro- 
ceed, freeing  the  left  colon  and  sigmoid 
and  incising  the  peritoneum  at  the  base 
of  the  pelvis.  Hemostasis  should  be 
absolute  and  the  upper  rectum  should  be 
freed  from  the  front  and  back  over  the 
sacrum  by  gauze  dissection  as  low  as 
possible. 


Hot  laparotomy  pads  are  placed  in  the 
abdomen,  and  the  incision  is  temporarily 
closed  with  towel  hooks  and  gauze  pads. 
The  patient  is  then  placed  in  the  li- 
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Fig.  5. 


thotomy  posture  with  the  legs  well  drawn 
up.  The  perineal  area  is  then  prepared, 
the  rectum  is  closed  by  suture,  a circular 
incision  is  made  around  the  anal  orifice, 
and  the  inner  edges  are  sutured  together 
to  prevent  any  soiling  in  this  area  (see 
Fig.  4).  The  dissection  is  advanced,  and 
the  resected  segment  is  wrapped  with 
iodoform  gauze  and  a rubber  glove  and 
held  in  place  by  sterile  rubber 
bands. 

After  this  lower  segment  is  completely 
freed,  a temporary  gauze  dressing  is 
placed  over  the  perineal  area,  the  gloves 
and  gowns  are  quickly  changed,  the 


abdomen  is  reopened,  and  the  entire  seg- 
ment is  drawn  upward  and  out  of  the 
abdomen  (see  Fig.  5). 

The  raw  areas  in  the  abdominal  and 
pelvic  peritoneum  are  closed  by  sutures 
with  due  care,  followed  by  closure  of  the 
median  incision  (see  Fig.  6). 

The  perineal  area  is  then  packed  with 
gauze,  surrounded  by  the  usual  rubber 
diaphragm,  and  finally  covered  by  gauze 
pads. 

During  these  entire  procedures  clamp- 
ing of  the  bowel  was  avoided,  also  cutting 
the  lumen  of  the  bowel  intraperitoneally 
either  by  cautery  or  scalpel,  and  a total 
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A BLOW  IN  THE  DOLLAR  PLEXUS 

The  Appellate  Division  has  dealt  the  profession 
a blow  in  the  pocketbook  with  its  recent  decision 
on  telephone  rates  for  physicians  with  offices  in 
their  homes.  Reversing  a ruling  of  the  lower 
court,  it  has  decided  that  physicians  so  situated 
must  pay  the  higher  business  rate  for  all  calls. 

To  most  physicians,  including  those  unaffected 
by  it,  this  opinion  will  seem  less  than  completely 
fair,  says  the  New  York  Medical  Week.  Where 
residential  and  business  service  are  combined,  it 
seems  reasonable  that  some  allowance  should  be 
made  for  strictly  domestic  calls.  Granted  that 
this  could  not  be  adjusted  with  absolute  accu- 
racy, it  would  nevertheless  be  possible  to  arrive  at 
a fair  percentage  of  calls  to  be  paid  at  the  lower 
residential  rate. 

For  the  present,  the  Court  has  made  its  deci- 
sion, and  the  profession  has  no  choice  but  to 
obey.  The  telephone  company  would  gain  im- 
measurably in  good  will,  however,  if  it  volun- 
tarily made  some  adjustment  of  the  unfair  bur- 
den placed  on  these  physicians. 


avoidance  of  introducing  any  sutures  in 
the  walls  of  the  colon,  which  is  notorious 
for  its  bacterial  content  especially  in 
diseases  and  pathologic  conditions.  This 
asepsis  should  prevent  contaminating 
peritonitis,  the  great  causative  factor  in 
the  distressing  mortality. 

In  the  preliminary  operative  procedures 
of  ileostomy  and  cecostomy,  I advocated 
suction  drainage  for  several  days  to  insure 
a more  perfect  healing  of  the  incision  in 
my  articles  in  the  November  issue  of 
Surgery , Gynecology  and  Obstetrics  and  in 
the  London  Lancet  of  the  December  issue 
of  1934. 

This  procedure  has  gained  wide  popu- 
larity in  several  of  the  leading  hospi- 
tals. 

It  seems  scarcely  necessary  to  add  that 
these  patients  should  be  operated  upon 
before  they  reach  a critical  state  due  to 
sepsis. 


THREAD  FOR  STITCHING  WOUNDS 

Regular  cotton  thread  is  a satisfactory  mate- 
rial for  the  suturing  or  stitching  of  surgical 
wounds,  William  H.  Meade,  M.D.,  and  Alton 
Ochsner,  M.D.,  New  Orleans,  report  in  the 
J.A.M.A. 

After  sterilizing  it  by  boiling  or  under  steam 
pressure  they  used  cotton  thread  in  196  opera- 
tions. Uncomplicated  healing  of  the  wounds  oc- 
curred in  191  instances. 

In  discussing  the  relative  value  and  strength 
of  cotton  as  compared  to  other  sutures  Drs. 
Meade  and  Ochsner  state:  “When  boiled  for 
twenty  minutes,  cotton  thread  increases  10  per 
cent  in  tensile  strength,  whereas  silk  changes 
but  little.  When  placed  in  tissue  it  loses  only  10 
per  cent  of  its  tensile  or  maximum  stretching 
strength  in  fourteen  days,  whereas  catgut  loses 
from  50  to  70  per  cent  and  silk  35  per  cent. 

“Because  of  its  availability  and  the  ease  with 
which  it  can  be  sterilized,  cotton  thread  would 
be  a very  satisfactory  suture  in  field  hospitals  in 
wartime.” 


“PAY-YOUR-DOCTOR  WEEK” 

“Pay-Your-Doctor  Week,”  inaugurated  two 
years  ago  by  a California  bank  in  Los  Angeles 
on  a purely  local  basis,  will  be  observed  this  year 
from  October  27  to  November  2 in  scores  of 
cities  throughout  the  country,  with  banks  in  the 
various  communities  sponsoring  the  movement. 

This  special  week  is  proclaimed  in  order  to 
call  attention  to  the  plight  of  many  doctors  who, 
to  their  great  inconvenience,  are  on  call  twenty- 
four  hours  of  every  day  but  who  are  often  paid 
at  the  convenience  of  their  patients. 

Banks  that  sponsor  this  week  in  various  cities 


throughout  the  country  publicize  the  idea 
widely,  using  newspaper  advertisements,  bill- 
boards, car  cards,  and  the  like  to  call  attention 
to  the  occasion  and  to  the  fact  that  banks  have 
funds  on  hand  to  lend  for  the  excellent  purpose 
of  paying  doctor  bills. 

Because  “Pay-Your-Doctor  Week”  was  origi- 
nated by  a bank  without  the  assistance  of  the 
medical  profession,  no  question  of  ethics  is 
involved,  and  the  movement  has  been  hailed 
with  favor  by  members  of  the  medical  fraternity 
everywhere. 


THE  HYPERACTIVE  CAROTID  SINUS  REFLEX  SYNDROME* 


Arnold  Koffler,  M.D.,  and  Stewart  F.  Alexander,  M.D.,  New  York  City 
(From  the  Fourth  Medical  Division,  Bellevue  Hospital,  Dr.  Charles  A.  Nammack,  Director ) 


This  report  is  a presentation  of  a small 
series  of  clinical  cases  demonstrating 
the  hyperactive  carotid  sinus  reflex  syn- 
drome. This  syndrome  has  been  clearly 
elucidated  by  Weiss  and  others.7*9  There 
are  still  many  factors  concerned  in  its  pro- 
duction that  have  not  as  yet  been  shown, 
and  the  syndrome  is  not  well  recognized 
by  many  as  a clinical  entity. 

The  carotid  sinus  is  one  of  the  afferent 
branches  of  the  autonomic  nervous  sys- 
tem and  is  a nervous  plexus  situated  about 
the  arteries  at  the  bifurcation  of  the  com- 
mon carotid  artery.  Physiologists  have 
repeatedly  demonstrated  in  animals  that 
stimulation  of  this  nerve  area  produces 
profound  changes — namely,  the  carotid 
sinus  nerves  in  conjunction  with  the  aortic 
nerves  inhibit  the  cardiovascular  system 
mechanisms.3 

The  carotid  sinus  and  aortic  nerves  in 
the  human  body  normally  exert  a tonic 
inhibitory  influence  on  the  heart  rate  and 
the  systemic  arterial  tension.12  In  times 
of  stress  this  tonic  inhibitory  action  is 
augmented  as  a protective  mechanism  to 
prevent  embarrassment  of  the  cardiac 
myocardium  and  peripheral  arterial  net- 
work. Under  certain  conditions  this  re- 
flex is  more  sensitive  and,  at  times,  as- 
sumes pathologic  significance.  The  nerve 
end-organs  responsible  for  this  reflex  are 
situated  on  the  intrinsic  wall  of  the  artery 
and  in  intimate  contact  with  its  support- 
ing structures.  The  actual  physiology  of 
the  end-organ  stimulation  is  not  known. 
Yet,  any  process  that  produces  an  irrita- 
tive stimulation  of  the  arterial  wall  from 
without  will  change  the  rate  of  nervous 
impulse  discharge  from  the  nerve  plexus. 
The  afferent  pathway  of  the  carotid  sinus 
reflex  in  man  is  primarily  through  the 
glossopharyngeal  nerve,  although  other 
fibers  accompany  several  parasympathetic 


nerves  to  the  central  nervous  system. 
Synaptic  connections  lead  the  efferent  im- 
pulses to  the  vegetative  centers  and  the 
parasympathetic  nerves.  The  height  of 
assent  of  the  reflex  arc  is  not  known,  but  it 
is  probably  not  above  the  midbrain. 

In  the  hyperactive  carotid  sinus  reflex 
syndrome,  the  normal  reflex  action  may 
become  pathologic.  There  are  two  etio- 
logic  types  recognizable : one,  due  to  ex- 

cessive stimulation  of  the  nerve  end- 
organs  and  the  other,  due  to  a total  auto- 
nomic imbalance.  Clinically,  most  cases 
fit  into  the  former  group.  Enlarged 
lymph  glands  in  the  region  of  the  carotid 
arteries,  benign  and  malignant  tumors  in 
the  neck,  and  tumors  of  the  carotid  body 
may  irritate  these  end-organs.  In  the 
older  age  group  there  is  usually  a marked 
peripheral  arteriosclerosis.  This  patho- 
logic change  is  in  the  wall  of  the  artery 
where  the  formation  of  calcareous  de- 
posits irritate  the  nerve  endings.  In 
these  patients  a small  stimulus  will  cause 
carotid  sinus  syncope.  Generalized  auto- 
nomic imbalance  is  encountered  in  the 
younger  individuals  and  is  often  associ- 
ated with  other  evidence  of  autonomic 
dysfunction.  Several  authors  have  sepa- 
rated the  syndrome  into  three  types : the 
vagal,  the  depressor,  and  the  cerebral, 
depending  on  the  motor  pathway  taken 
by  the  afferent  impulses.9 

The  hyperactive  carotid  sinus  syndrome 
consists  of  attacks  of  syncope  associated 
with  other  evidences  of  autonomic  dys- 
function due  to  hyperactive  reflex  action 
from  the  carotid  nerve  plexus. 

Several  methods  of  eliciting  the  reflex 
action  have  been  described.  It  has  been 
our  experience  that  the  following  is  the 
most  accurate  and  constant  method  for 
stimulation.  Standing  behind  the  pa- 
tient, the  examiner  places  his  hand  on  that 
side  of  the  neck  which  he  is  stimulating. 
The  middle  finger  is  used  to  compress  the 


* The  authors  wish  to  acknowledge  the  kind  coopera- 
tion of  Dr.  Gertrude  H.  B.  Nicolson  in  this  study. 
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Fig.  1.  Case  1.  Lead  2.  Carotid  sinus  stimulation  produced  a period  of  cardiac  asystole  for  7.2 
seconds.  Following  three  beats  of  nodal  origin  at  a diminished  rate,  regular  rhythm  was  established. 


Fig.  2.  Case  2.  Lead  2.  Arrow  indicates  point  of  carotid  sinus  stimulation.  Note  marked 
change  in  cardiac  rate  with  no  change  in  rhythm. 


internal  carotid  artery  against  the  tuber- 
cle of  the  transverse  process  of  the  sixth 
cervical  vertebra.  In  this  manner  the 
index  finger  will  confirm  the  compression 
of  the  artery  while  the  ring  finger  may 
count  and  measure  the  pulse  beat.  When 
the  syndrome  is  present,  as  manifested  by 
slowing  of  heart  rate,  fall  in  blood  pres- 
sure, and,  at  times,  syncope  with  or  with- 
out convulsions,  the  effects  are  elicited 
within  five  seconds. 

Case  Reports 

Casel. — S.  S.,  aged  50,  white  man,  had  fainting 
spells  and  episodes  of  vertigo  for  three  and  one- 
half  years.  During  this  period  of  time,  he  had 
total  loss  of  consciousness  on  six  or  seven  occa- 
sions, while  he  had  many  minor  episodes  of  severe 
vertigo  and  nausea.  The  patient  had  noted  that 
sudden  movements  of  his  head  and  neck  would 
precipitate  an  attack  with  no  prodromal  symp- 
toms. He  was  accustomed  to  wearing  a rather 
tight  collar.  A physical  examination  revealed 
marked  peripheral  arteriosclerosis  with  an  arte- 
rial tension  of  120/80.  The  heart,  lungs,  and 


abdomen  showed  no  abnormalities.  Complete 
neurologic  examination  was  normal.  Electro- 
cardiogram showed  left  electrical  axis  deviation. 

Stimulation  of  the  right  carotid  sinus  produced 
a period  of  cardiac  asystole  followed  by  brady- 
cardia. The  pulse  rate  fell  from  76  to  44,  and 
blood  pressure  fell  from  120/82  to  60/30.  At 
this  time  the  patient  developed  a convulsive 
seizure.  Withdrawal  of  the  stimulation  was 
promptly  followed  by  a return  to  the  patient’s 
normal  state.  Stimulation  of  the  left  carotid 
sinus  produced  mild  subjective  feelings  of  ver- 
tigo. 

Case  2. — P.  M.,  aged  64,  white  man,  two  days 
before  admission  suddenly  felt  dizzy  while  walk- 
ing and  had  to  stop  to  support  himself  for  a few 
minutes,  and  allow  his  head  to  clear.  On  the 
morning  of  admission,  on  arising,  he  had  a sudden 
attack  of  vertigo  which  was  accentuated  by  the 
slightest  movement  of  the  head.  He  became 
nauseated  and  vomited.  Physical  examination 
showed  generalized  arteriosclerosis  with  an  ar- 
terial tension  of  170/110.  Neurologic  examina- 
tion, including  tests  of  vestibular  function,  was 
essentially  negative.  Complete  laboratory  data 
were  essentially  negative.  Stimulation  of  the 
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Fig.  3.  Case  3.  Lead  2.  The  first  graph  shows  the  period  of  asystole  initiated  by  carotid  sinus 
stimulation.  This  was  followed  by  marked  bradycardia,  but  the  electrical  waves  are  of  normal  con- 
tour. 


Fig.  4.  Case  4.  All  graphs  are  lead  3.  Top  graph  is  for  control.  Arrow  indicates  point  of 
stimulation,  which  is  followed  by  a normal  P wave  but  no  ventricular  component — indicative  of  a 
transient  complete  A.V.  block.  Lower  graph  demonstrates  the  sinus  bradycardia. 


right  carotid  sinus  produced  no  effect.  Pressure 
of  the  left  carotid  caused  the  pulse  to  fall  from  a 
rate  of  98  to  50  and  the  blood  pressure  to  fall 
from  184/110  to  140/100.  He  also  developed 
tremors,  convulsive  in  type,  in  all  of  his  extremi- 
ties, and  he  assumed  the  clinical  picture  of  sudden 
shock.  When  the  pressure  was  relieved,  he  re- 
gained his  normal  state  in  two  minutes. 

Case  3. — J.  K.,  aged  62,  white  man,  was  ad- 
mitted for  a sudden  attack  of  vertigo,  dia- 
phoresis, and  vomiting.  He  had  had  a similar 
episode  one  month  before.  Physical  examina- 
tion revealed  generalized  arteriosclerosis  with  an 
arterial  tension  of  190/100.  There  was  a large 
hydrocele  on  the  left  side.  Complete  neurologic 


examination  was  negative.  There  was  a trace  of 
albumin  in  the  urine.  X-ray  of  the  heart 
showed  minimal  widening  of  the  aorta.  Special 
x-rays  failed  to  reveal  calcification  of  the  aortic 
ring.  The  blood  counts  and  the  blood  chemistry 
were  normal.  The  spinal  fluid  was  normal. 
The  serologic  tests  were  negative.  The  electro- 
cardiogram was  normal.  On  stimulation  of  the 
right  carotid  sinus  no  definite  effect  was  noted. 
Stimulation  of  the  left  carotid  sinus  resulted  in 
complete  asystole  of  the  heart  for  six  and  one-half 
seconds,  after  which  it  continued  at  a rate  of 
thirty-three.  After  seven  seconds  stimulation, 
the  patient  lost  consciousness  and  had  a convul- 
sive seizure.  Two  minutes  after  the  stimulation 
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Fig.  5.  Case  5.  First  four  leads  are  typical  of  extensive  myocardial  damage  with  a conduction 
defect  of  the  partial  A.V.  block  character.  Lower  graph,  lead  2,  demonstrates  conduction  aboration 
by  carotid  sinus  stimulation.  Normal  but  delayed  waves  come  through,  but  the  ventricular  com- 
ponent is  lost  for  four  seconds.  This  is  a complete  but  transient  A.V.  block. 


was  withdrawn,  the  patient  regained  his  normal 
state. 

Case  4. — F.  G.,  aged  69,  white  man,  was  ad- 
mitted for  his  second  attack  of  dizziness,  weak- 
ness, nausea,  and  vomiting.  He  had  also  noted 
numbness  over  the  right  side  of  his  body.  Physi- 
cal examination  revealed  generalized  arterioscle- 
rosis and  an  arterial  tension  of  130/90.  There 
was  a large  inguinal  hernia.  Blood  counts  and 
chemistry  were  normal.  The  spinal  fluid  and 
serology  were  negative.  The  x-ray  of  the  heart 
was  normal.  The  electrocardiogram  showed  left 
electrical  axis  deviation  and  occasional  prema- 
ture ventricular  contractions.  Stimulation  of 
the  right  carotid  sinus  produced  no  effect.  Stim- 
ulation of  the  left  carotid  sinus  produced  a period 
of  complete  heart  block  followed  by  bradycardia. 
The  patient’s  blood  pressure  fell  from  130/80  to 


85/55,  and  he  had  a generalized  convulsion  with 
loss  of  consciousness.  The  patient  returned  to 
his  former  state  when  the  stimulation  was  dis- 
continued. 

Case  5. — R.  T.,  aged  74,  white  man,  was  re- 
admitted for  recurrent  attacks  of  cardiac  failure 
due  to  arteriosclerotic  heart  disease.  He  was  a 
mild  diabetic  and  was  under  control  without  in- 
sulin. This  patient  also  complained  of  episodes 
of  dizziness  and  vertigo  on  sudden  movements  of 
his  body,  especially  of  his  head  and  neck.  He  be- 
came nauseated  but  did  not  vomit.  The  physi- 
cal examination,  blood  count,  and  blood  chemis- 
try were  normal.  The  neurologic  examination 
was  normal.  Serology  was  negative.  The 
electrocardiogram  showed  evidences  of  old  myo- 
cardial disease  with  low  voltage  and  a partial 
heart  block.  Stimulation  of  the  right  carotid 
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Fig.  6.  Case  6.  Normal  first  three  leads.  Carotid  sinus  stimulation,  lead  2,  produced  cardiac 
standstill  for  4.8  seconds,  following  which  a normal  rhythm  was  re-established  with  a diminished 
rate. 


produced  no  marked  effect.  Stimulation  of  the 
left  carotid  sinus  produced  a period  of  complete 
heart  block  with  the  absence  of  any  ventricular 
contraction  for  four  and  one-half  seconds. 
This  was  followed  by  loss  of  consciousness  and 
generalized  convulsions.  He  returned  to  normal 
several  minutes  after  release  of  pressure. 

Case  6. — C.  B.,  aged  57,  white  man,  was  ad- 
mitted for  left  hemiplegia.  The  onset  was 
gradual  and  was  not  associated  with  dizziness  or 
any  loss  of  consciousness.  The  physical  ex- 
amination revealed  a complete  left  hemiplegia. 
There  was  marked  peripheral  arteriosclerosis 
with  an  arterial  tension  of  182/100.  The  blood 
counts  and  blood  Chemistry  were  normal.  The 
serology  was  negative.  The  spinal  fluid  re- 
vealed no  abnormalities.  The  electrocardio- 
gram was  essentially  normal.  The  patient  rap- 
idly improved,  and  there  was  a return  of  75  to  80 
per  cent  function  in  his  left  side.  When  the  pa- 
tient recovered,  he  gave  the  additional  history  of 
episodes  of  dizziness  and  vertigo  for  several  years 
which  were  different  from  this  episode  on  admis- 
sion. Stimulation  of  the  left  carotid  sinus 
caused  a cardiac  asystole  for  six  and  one-half 
seconds  which  was  followed  by  loss  of  conscious- 
ness and  a generalized  convulsion.  The  blood 
pressure  fell  from  182/100  to  110/60.  He 
quickly  returned  to  normal  after  the  pressure  had 
been  released. 


Case  7. — W.  S.,  aged  60,  white  man,  was  ad- 
mitted for  the  care  of  pulmonary  tuberculosis, 
Class  III-B.  In  addition  to  the  pulmonary  com- 
plaints, the  patient  gave  a history  of  sudden  at- 
tacks of  vertigo  and  loss  of  consciousness  during 
the  four  years  prior  to  admission.  The  attacks 
became  less  frequent  during  the  last  year  and  one- 
half  coincident  with  the  diminution  of  his  activi- 
ties. On  physical  examination  he  showed  evi- 
dences of  chronic  pulmonary  disease  and  mal- 
nutrition. There  was  marked  peripheral  arterio- 
sclerosis. The  right  lung  was  dull  from  the 
apex  to  the  third  rib  with  harsh  breath  sounds 
and  also  increased  fremitus.  There  were  me- 
dium crackling  rales  in  this  area  which  were  ac- 
centuated by  coughing.  The  left  lung  was  dull 
from  the  apex  to  the  second  rib,  with  harsh 
breath  sounds  and  posttussic  fine  crackling  rales. 
The  heart  showed  regular  sinus  rhythm  and  was 
of  normal  size.  There  was  a loud  harsh  systolic 
murmur  at  the  apex  and  at  the  base.  The  arte- 
rial tension  was  130/80.  A complete  neurologic 
examination  was  normal.  The  blood  counts  and 
chemistry  were  normal.  His  sputum  was  posi- 
tive for  tubercle  bacilli.  The  serology  was  nega- 
tive. The  electrocardiogram  showed  left  elec- 
trical axis  deviation.  An  x-ray  of  the  chest 
showed  a normal  cardiac  silhouette.  There  was 
a productive  infiltration  in  the  right  lung  from 
the  apex  to  the  fourth  rib  with  cavitations  in  the 
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Fig.  7.  Case  7.  Tracings  are  lead  2.  Stimulation  of  the  right  carotid  sinus  produced  cardiac 
standstill  for  6 seconds  save  for  an  anomalous  ventricular  contraction  at  2.5  seconds.  Convulsive 
tremors  (extracardiac)  are  clearly  seen  on  the  graph.  In  the  lower  film  stimulation  of  the  left  carotid 
sinus  altered  the  cardiac  rhythm.  Arrow  indicates  point  of  stimulation.  This  was  followed  by  a 
normal  wave  but  no  ventricular  complex.  At  regular  intervals  there  followed  an  abortive  ventricular 
complex  and  then  an  abnormal  ventricular  component  following  a normal  wave. 


first  interspace.  There  were  also  scattered  nodu- 
lar areas  of  infiltration  in  the  left  lung  extending 
from  the  second  to  the  fifth  interspace.  Stimu- 
lation of  the  right  carotid  sinus  caused  a period  of 
cardiac  asystole  with  a drop  in  the  pulse  rate  from 
86  to  46.  At  this  time  the  blood  pressure  fell 
from  127/80  to  70/50,  and  the  patient  began  to 
twitch  and  then  had  a convulsive  seizure. 
Stimulation  of  the  left  carotid  sinus  produced 
minor  changes  in  the  pulse  rate  and  tension. 
However,  the  patient  had  a subjective  feeling  of 
dizziness.  The  patient  regained  his  normal  state 
following  withdrawal  of  the  stimulation. 

Case  8. — M.  W.,  aged  69,  man,  had  been  sub- 
ject to  sudden  episodes  of  syncope  for  the  previ- 
ous four  years.  These  attacks  would  come  on 
after  sudden  changes  in  the  position  of  the  head 
or  neck.  They  were  increasing  in  frequency  and 
interfered  with  his  daily  activities.  The  physical 
examination  revealed  a marked  peripheral  arte- 
riosclerosis. There  was  an  increased  anteropos- 
terior diameter  of  the  chest,  and  the  x-ray  showed 
emphysema.  The  heart  sounds  were  distant; 
otherwise  the  findings  were  normal.  The  abdo- 
men showed  a right  hemiorraphy  scar.  A com- 
plete neurologic  examination  was  normal.  The 
blood  pressure  was  128/76.  The  skin  over  both 
tibias  showed  psoriasis.  The  electrocardiogram 
was  essentially  normal.  The  blood  and  urine 
studies  were  normal.  Stimulation  of  the  right 
carotid  sinus  produced  a period  of  cardiac  asys- 
tole and  ushered  in  an  episode  of  vertigo.  The 


blood  pressure  fell  from  130/80  to  90/00,  and  the 
pulse  dropped  from  80  to  24.  Stimulation  of  the 
left  carotid  sinus  produced  less  marked  clinical 
effects. 

Discussion 

A significant  fact  in  the  cases  presented 
is  that  all  of  our  patients  showed  a com- 
plex syndrome  rather  than  a single  feature 
syndrome  as  described  by  others.  This 
seems  to  be  dependent  upon  the  variation 
in  degree  of  stimulation  and  reaction  of 
the  different  autonomic  motor  pathways. 
An  important  consideration  is  that  this  is 
a generalized  autonomic  reflex  action  and, 
therefore,  will  allow  for  an  understanding 
of  the  atypical  cases  that  occur.  Another 
significant  fact  is  that  all  of  our  patients 
were  in  the  older  age  group,  the  average 
age  being  63.6  years  with  a variation  from 
50  to  74  years.  This  would  appear  to 
make  this  reaction  one  of  the  more  com- 
mon mechanisms  of  vertiginous  episodes 
in  the  elderly  male  patient. 

It  is  important  to  keep  this  syndrome 
in  mind  in  elderly  patients  admitted  with 
vertigo  or  convulsive  seizures.  The  usual 
admission  diagnoses,  in  our  cases,  were 
epilepsy,  ideopathic  syncope,  cerebral 
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Fig.  8.  Case  8.  Lead  2.  Stimulation  of  the  right  carotid  sinus  initiated  cardiac  asystole  for 
6 seconds.  In  the  lower  graph  stimulation  of  left  carotid  sinus  showed  progressive  inhibition  of 
cardiac  impulse  initiation  and  conduction.  P.R.  interval  increased  from  0.18  to  0.26  seconds.  The 
fourth  ventricular  component  was  lost  completely. 


arteriosclerosis,  hysteria,  Meniere’s  syn- 
drome, and  central  nervous  system  syphi- 
lis. For  this  reason  these  conditions  are 
the  most  important  ones  for  differential 
diagnosis. 

It  is  interesting  to  note  that  almost  half 
of  the  patients  experienced  nausea  and 
vomiting  as  one  of  their  chief  complaints. 
Stern8  has  described  1 case  of  abdominal 
pain  and  intestinal  disturbance  associated 
with  other  evidences  of  a hyperactive 
carotid  sinus  reflex.  These  manifesta- 
tions again  point  to  the  fact  that  the  reflex 
action  is  general  and  mixed,  and  it  is  prob- 
able that  other  visceral  phenomena  will 
be  noted  as  the  presence  of  this  mech- 
anism is  more  generally  considered. 

Our  patients  failed  to  respond  to  atro- 
pine therapy.  We  have  found  that  gen- 
eral therapeutic  measures  were  of  great 
value.  Mild  sedation  with  phenobarbi- 
tal,  coupled  with  modification  and  limita- 
tion of  activities,  has  given  satisfactory 
results  in  all  our  cases.  Tight  neckwear 
is  to  be  avoided  as  are  sudden  movements 
of  the  head  or  body. 

Denervation  was  never  necessary  in  our 
group  of  cases,  although  it  is  well  estab- 
lished as  a therapeutic  procedure  in  the 
younger  age  group  and  in  cases  intract- 
able to  a conservative  regimen. 


Conclusions 

The  hyperactive  carotid  sinus  reflex 
syndrome  is  much  more  common  than  is 
generally  recognized.  It  is  an  important 
cause  of  attacks  of  vertigo  in  elderly  pa- 
tients. Its  multiple  clinical  variations 
are  due  to  a diffuse  and  varied  autonomic 
motor  impulse  pathway. 

Summary 

1.  Eight  cases  of  hyperactive  carotid 
sinus  reflex  syndrome  are  presented  with  a 
discussion  of  the  mechanisms  involved. 

2.  Electrocardiographic  evidences  of 
changes  in  cardiac  rhythm  are  given. 

3.  The  variations  in  the  clinical  pic- 
ture are  indicated  and  forms  of  therapy 
noted. 
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SULFAPYRIDINE  IN  MENINGOCOCCUS  MENINGITIS 

Review  of  Literature  and  Report  of  a Case 

Herman  I.  Kantor,  M.D.,  New  York  City 


Since  our  present  era  in  medicine  leans 
definitely  toward  a more  widespread 
use  of  chemotherapy,  the  results  of  new  or 
additional  applications  of  these  drugs 
should  be  recorded.  We  are  rapidly  ap- 
proaching the  time  when  we  shall  be  able 
to  evaluate  critically  these  reports  in 
establishing  more  specific  indications  for 
this  form  of  treatment.  This  report  of 
the  results  of  a single  case  is  intended 
solely  as  stimulation  toward  further  study 
of  the  problem.  The  cure  in  a patient 
over  65  years  of  age  with  an  overwhelming 
meningococcus  meningitis  seems  worthy 
of  note. 

The  use  of  sulfapyridine  in  combating 
the  meningococcus,  though  unreported  in 
the  American  literature,  is  not  new. 
Recent  clinical  trials  with  great  success 
in  limited  numbers  of  cases  have  been  pre- 
sented in  both  the  English  and  French 
literature. 

The  progress  in  the  study  of  this  drug 
has  been  most  rapid.  A relatively  easy 
method  for  the  estimation  of  sulfanil- 
amide in  body  fluids1  was  found  to  be  ap- 
plicable to  sulfapyridine.2  It  was  further 
determined  that  the  therapeutic  action  of 
the  drug  was  an  individual  property; 
there  was  no  breakdown  to  sulfanilamide. 
Maegraith  and  Vollum3  studied  the  bac- 
teriostatic effects  of  these  two  chemo- 
therapeutic agents  on  various  organisms. 
Against  the  meningococcus,  they  report: 
(1)  both  drugs  are  effective  in  the  presence 
of  corpuscles;  and  (2)  sulfapyridine, 
termed  M.  & B.  693,  was  more  effective 
even  in  the  absence  of  blood.  In  the  test 
tube,  it  seemed  to  be  superior  to  sulfanil- 
amide in  controlling  growth  of  the  me- 
ningococcus. 

With  the  report  of  Wein,4  who  con- 
cluded from  animal  experimentation  that 
sulfapyridine  was  not  more  than  one- 
fourth  as  toxic  as  sulfanilamide,  the  rela- 
tive safety  of  a clinical  trial  in  meningo- 


coccus meningitis  seemed  established. 
In  August,  1938,  Dimson5  treated  a pa- 
tient suffering  from  chronic  meningococcic 
septicemia  with  sulfapyridine  (M.  & B. 
693).  The  cure  was  quite  striking.  In 
November,  1938,  Hobson  and  Mac 
Quaide2  reported  6 carefully  controlled 
cases  of  meningococcus  meningitis  in 
which  sulfapyridine  (M.  & B.  693)  was 
the  only  therapeutic  agent  used.  The 
drug  was  usually  given  by  mouth;  the 
dose,  approximately  1 Gm.  every  four 
hours. 

Their  observations  and  results  are  out- 
lined because  they  seem  rather  significant 
even  though  the  series  is  small. 

1.  There  were  no  deaths. 

2.  Tolerance  to  relatively  large  doses 
was  noted.  To  a child  weighing 
I6V2  pounds,  5 Gm.  given  daily  for 
a period  of  ten  days  had  no  toxic 
manifestations,  though  the  concen- 
tration in  the  cerebrospinal  fluid 
reached  10  mg. 

3.  Rapid  absorption  from  the  gastro- 
intestinal tract  into  the  blood  with 
ready  passage  into  the  cerebro- 
spinal fluid  was  demonstrated. 
Individual  variations  in  the  rate  of 
absorption  did  exist.  Complete 
achlorhydria  was  apparently  not  a 
factor. 

4.  Concentration  of  sulfapyridine  in 
the  cerebrospinal  fluid  was  greater 
in  the  presence  of  inflammation 
(reaching  56  per  cent)  than  in 
health  (48  per  cent). 

5.  Urinary  study  revealed  the  excre- 
tion of  about  50  per  cent  of  the  drug 
in  an  unaltered  form.  Most  of  the 
remainder  was  recovered  as  the 
acetyl  derivative.  It  is  possible 
that  future  study  may  prove  the 
adequacy  of  small  dosage. 

6.  Of  toxic  effects,  only  two  were  re- 
corded : cyanosis  of  a transient  na- 
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ture  and  nausea  with  vomiting. 
These  were  both  relatively  insig- 
nificant. 

7.  Residual  nerve  deafness,  probably 
related  to  the  disease  rather  than 
the  therapy,  was  noted  in  2 of  the  3 
adult  patients. 

Since  the  results  of  these  preliminary 
investigations  were  quite  encouraging,  the 
testing  ground  was  moved  to  the  Sudan 
where  an  epidemic  of  meningitis  had 
broken  out  among  the  natives.  Bryant 
and  Fairman6  reported  the  results  of 
treatment  of  168  patients  in  the  field. 
Hygienic  conditions  were  most  adverse, 
and  their  task  was  beset  with  innumerable 
difficulties.  To  cope  with  their  local 
problems,  they  resorted  to  parenteral  ad- 
ministration. A suspension  of  M.  & B. 
693  (sulfapyridine)  was  the  sole  thera- 
peutic agent  used.  Under  these  circum- 
stances their  95  per  cent  recovery  for  all 
unselected  groups  treated  is  truly  aston- 
ishing. 

At  approximately  the  same  period, 
Somers7  used  this  form  of  therapy  during 
an  outbreak  of  meningitis  in  the  Anglo- 
Egyptian  Sudan.  In  the  treatment  of 
143  cases,  many  of  whom  were  not  seen 
until  quite  late  in  the  disease,  the  total 
mortality  was  reduced  to  10  per  cent.  In 
a report  from  India,  Ganguli8  describes 
the  successful  treatment  of  4 natives  with 
sulfapyridine  alone.  Lumbar  drainage 
was  refused  by  2 of  these  patients. 

For  comparative  purposes  it  may  be 
noted  that  in  sulfanilamide-treated  cases, 
both  with  and  without  serum,  the  best 
series  mortality  is  between  10  and  15  per 
cent.  The  usual  rate,  even  with  an  ideal 
environment,  is  higher,  especially  in  pa- 
tients of  the  upper  age  groups.9- 10,11 

In  discussing  the  chemotherapy  of 
meningitis,  Armond-Delille12  states  that 
sulfapyridine  is  quite  worthy  of  additional 
clinical  trial.  Bernheim13  reports  its 
successful  use  in  an  infant  suffering  from 
an  overwhelming  meningococcus  menin- 
gitis. However,  in  his  case  as  in  the  one 
herein  reported,  deductions  must  be  made 
with  caution  because  serum  was  also  used. 

Because  of  the  brief  but  exciting  and 
successful  history  of  this  use  of  sulfa- 
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pyridine,  the  following  case  is  presented 
for  further  evaluation. 


Case  Report 

A.  S.,  aged  66,  white  female,  was  in  excellent 
health  until  October  10,  1939,  at  which  time  she 
complained  of  heaviness  of  her  head  and  of  “feel- 
ing sick.”  Her  temperature  was  102  F.,  and 
slight  redness  of  the  throat  was  present.  The 
heart  sounds  seemed  distant,  and  a soft  systolic 
murmur  was  heard  over  the  precordial  area. 
The  chest  was  clear,  no  nuchal  rigidity  was  found, 
and  the  remainder  of  the  examination  was  nor- 
mal. On  the  following  day  her  condition  was  im- 
proved, and  she  felt  fine. 

However,  diming  the  morning  of  October  12, 
the  patient  awoke  feeling  “dopey,”  but  she  had 
no  definite  complaints.  When  specifically  ques- 
tioned, she  stated  that  she  had  no  headache. 
Shortly  afterward  she  lapsed  into  a semicon- 
scious state.  When  she  was  left  alone,  her 
respirations  were  stertorous,  but  she  could  be 
aroused  by  painful  stimuli.  Her  answers  to 
questions  were  incoherent.  She  was  immediately 
referred  for  admission  to  Mt.  Sinai  Hospital. 

Examination  on  arrival  at  the  hospital  revealed 
an  acutely  ill,  comatose  patient  who  could  not  be 
aroused.  The  temperature  was  found  to  be  103 
F.  There  were  purposeless  movements  of  her 
hands.  Her  face  appeared  flushed  and  some- 
what drawn.  Rigidity  of  the  neck  was  present, 
and  forced  flexion  seemed  to  be  painful. 

The  pupils  were  equal  and  reacted  well  to  light. 
Some  external  deviation  of  the  right  eye  was 
noted. 

The  heart  sounds  were  not  changed  from  the 
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previous  examination.  Both  Kernig  and  Brud- 
zinski  were  negative. 

The  spinal  tap  revealed  cloudy  fluid  under 
markedly  increased  pressure.  There  was  no  evi- 
dence of  block.  In  the  examination  of  the  fluid, 
9,750  leukocytes  per  cubic  millimeter  were  found 
of  which  90  per  cent  were  polymorphonuclear 
cells  and  10  per  cent  lymphocytes.  No  organ- 
isms were  seen  on  direct  smear.  Spinal  fluid 
sugar  was  found  to  be  40  mg.  per  hundred  cubic 
centimeters.  Twenty-four-hour  culture  re- 
vealed a pure  growth  of  the  meningococcus. 

The  blood  count  was  15,800  cells  per  cubic 
millimeter,  with  93  per  cent  polymorphonuclears 
and  a marked  shift  to  the  left. 

Because  of  (a)  severe  toxic  manifestations  of 
the  disease,  (b)  age  of  the  patient,  (c)  preponder- 
ance of  cerebral  manifestations,  and  (d)  probable 
poor  prognosis,  it  was  decided  to  treat  the  patient 
with  all  the  means  at  our  disposal.  Therefore, 
the  following  routine  was  instituted : 

1.  Slow  intravenous  infusion  of  5 per  cent 
glucose  in  distilled  water  to  which  20  cc.  of 
antimeningococcus  serum  were  added 
every  four  hours. 

2.  Spinal  taps  every  eight  hours  for  purpose 
of  drainage  and  introduction  of  anti- 
meningococcus serum  intrathecally. 

3.  Sulfapyridine  in  suspension  to  be  injected 
through  a Levine  tube  into  the  stomach. 

4.  Supportive  symptomatic  therapy  as  indi- 
cated. 

Within  twenty-four  hours  the  patient  appeared 
much  improved.  By  the  evening  of  the  second 
day  of  her  illness  she  was  conscious  and  rational, 
with  normal  temperature.  She  complained  of 
severe  nausea,  and  in  view  of  the  improved  prog- 
nosis it  was  deemed  advisable  to  stop  the  sulfa- 
pyridine. Sulfanilamide  was  given  because  it 
was  felt  that  the  infection  was  not  completely 
controlled. 

On  the  morning  of  the  third  day  the  patient 
appeared  rather  drowsy,  and  the  temperature 
began  to  rise  again.  Spinal  tap  at  this  time  re- 
vealed fluid  under  pressure  of  300  mm.,  which  was 
reduced  by  withdrawal  of  spinal  fluid  to  110  mm. 
The  fluid  contained  1,300  cells  per  cubic  milli- 
meter with  80  per  cent  polymorphonuclears. 
Despite  this  reduction  in  spinal  fluid  pressure,  the 
patient  continued  her  downhill  course.  By  after- 
noon she  was  again  comatose  with  a temperature 
of  101.6  F.  Examination  of  the  chest  revealed 
evidence  of  early  consolidation  of  the  upper  lobe 
of  the  left  lung.  The  interpretation  of  the  clini- 
cal picture  at  this  time  was  considered  to  be  a 
predominance  of  the  encephalitic  phase  of  the  dis- 
ease complicated  by  the  developing  pneumo- 
nia. 


By  the  morning  of  the  fourth  day  the  patient 
was  in  deep  coma  from  which  she  could  not  be 
aroused.  The  temperature  was  101  F.  She 
was  dyspneic  and  somewhat  cyanotic.  Since 
the  infection  appeared  to  be  predominant,  it  was 
decided  to  again  use  sulfapyridine,  despite  the 
obviously  grave  condition.  She  was  placed  in 
an  oxygen  tent,  and  the  drug  was  given  in  suspen- 
sion through  a Levine  tube. 

On  the  fifth  day  the  patient  was  stuporous  but 
could  be  aroused  sufficiently  to  answer  questions 
intelligibly.  Her  spinal  fluid  was  under  normal 
pressure — the  count,  210  cells.  The  change  in 
her  status  was  indeed  encouraging.  She  con- 
tinued to  improve  rapidly.  For  her  complaints 
of  nausea,  which  appeared  shortly  after  she  be- 
came conscious  and  rational,  she  was  given  tinc- 
ture of  belladonna  in  rhubarb  and  soda  with 
moderate  success. 

By  the  tenth  day  she  appeared  quite  well. 
Her  temperature  was  normal,  her  spinal  fluid 
crystal  clear,  and  her  chest  signs  resolving. 
Blood  and  spinal  fluid  cultures  were  reported 
negative.  Sulfapyridine  was,  therefore,  stopped. 

The  course,  thenceforth,  was  marred  only  by 
a short  bout  of  serum  sickness.  She  was  dis- 
charged on  the  thirty-fourth  day  with  the  single 
complaint  of  slight  diminution  in  hearing  on  the 
right  side — residual  nerve  deafness.  This  has 
persisted  but  causes  the  patient  little  inconveni- 
ence. (See  chart  on  page  1527.) 

Summary 

A case  of  overwhelming  meningococcus 
meningitis  in  a 66-year-old  patient  is  pre- 
sented because  it  is  suggestive  that  sulfa- 
pyridine was  the  most  important  factor 
in  its  successful  outcome.  The  dramatic 
response  to  the  drug  and  the  definite  re- 
tardation when  sulfanilamide  was  sub- 
stituted form  the  basis  for  this  clinical 
impression.  Although  sulfapyridine  has 
been  used  in  epidemic  meningitis  with 
outstanding  results  abroad,  it  has  not 
been  reported  in  the  United  States. 
From  the  limited  experience  with  this 
case,  we  feel  that  its  report  may  lead  to 
the  additional  trial  which  it  seems  to 
merit. 

I should  like  to  express  my  gratitude  to 
Dr.  Josephine  B.  Neal  for  her  suggestion 
regarding  publication  and  to  Dr.  Norman 
Q.  Brill  and  Ruth  Kantor  for  their  help 
and  cooperation. 
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PROTECTION  OF  THE  SOLDIER  IN  WARFARE 


At  the  Section  of  Surgery  of  the  Royal  Society 
of  Medicine,  a discussion  took  place  on  what  the 
chairman,  Mr.  Zachary  Cope,  called  “the  physi- 
cal prophylaxis  of  wounds,”  reports  the  London 
correspondent  of  the  J.A.M.A.  Mr.  Kenneth 
Walker  said  that  in  the  last  war  he  noted  how 
many  men  were  killed  by  small  missiles  entering 
the  chest  and  ripping  up  one  of  the  great  vessels 
or  the  heart.  The  principle  that  it  was  worth 
while  protecting  the  head  by  means  of  a steel 
helmet  had  been  recognized.  The  old  objection 
to  armor — that  it  would  overload  the  soldier — no 
longer  held.  The  man  to  be  protected  did  not 
march  but  was  carried  by  lorry,  motorcycle,  or 
airplane.  Moreover,  steel  of  great  tensile  power 
was  now  available,  as  well  as  other  suitable  ma- 
terials. Armor  to  protect  against  armor-piercing 
bullets  necessitated  a weight  of  twenty  pounds, 
but  60  per  cent  of  the  wounded  arriving  at  casu- 
alty clearing  stations  were  injured  by  other  mis- 
siles, mostly  by  trench-mortar  splinters.  Mr. , 
Walker  showed  specimens  of  compressed  fiber, 
including  bakelite,  which  had  the  same  tensile 
power  as  aluminum  but  half  its  weight.  It 
would  protect  against  shrapnel.  During  the 
Hitler  regime  three  unsuccessful  attempts  had 
been  made  to  induce  a certain  American  inventor 
of  armor  to  equip  the  German  armies. 

Sir  Richard  Cruise  (ophthalmologist)  described 
his  duralumin  visor.  He  hoped  that  no  steel 
helmets  would  be  issued  in  future  without  this 
attachment.  From  figures  which  he  worked  out 
in  1917  he  found  that  from  50  to  70  per  cent  of 
war  blindness  was  preventable. 

Sir  Harold  Gillies  (plastic  surgeon)  said  that 
the  War  Office  should  consider  the  question  of 
extra  wind  screens  which  would  protect  the 
driver.  Frequent  in  war  were  burns  of  the  hand 
caused  by  placing  it  in  front  of  the  face  when  ex- 
posed to  flame.  The  result  was  extensive  burns 
of  the  back  of  the  hand,  producing  stiff  joints. 

A gauntlet  would  give  protection  from  this  with- 
out interfering  with  the  use  of  the  hand  in 
driving. 

Mr.  Ogier  Ward  referred  to  many  casualties 
from  missiles  directed  from  above.  The  natural 
reaction  was  to  crouch,  and  therefore  there  had 


been  many  wounds  of  the  buttock  and  back. 
The  British  helmet,  which  he  thought  inferior  to 
the  German,  afforded  no  protection  to  the  temple 
and  no  protection  behind.  He  suggested  a cur- 
tain of  chain  mail  attached  to  the  back  of  the 
helmet  and  coming  down  to  the  seventh  cervical 
vertebra. 

Mr.  E.  D.  D.  Davis  (laryngologist)  said  that 
the  British  helmet  was  as  good  as  the  German, 
which  was  fourteen  ounces  heavier.  In  the  last 
war  Harvey  Cushing  published  a number  of 
photographs  showing  extensive  injury  to  the 
helmet,  yet  the  wearer  sustained  only  scalp 
wounds.  The  German  helmet  was  more  easily 
seen  and  its  contour  was  such  that  it  was  less 
efficient  in  warding  off  missiles. 

Some  speakers  objected  that  the  weight  carried 
by  the  soldier  must  not  be  increased.  Mr.  T.  B. 
Layton  was  absolutely  opposed  to  the  addition  of 
any  weight  to  the  British  soldier’s  equipment, 
but  he  had  been  impressed  by  the  protection 
afforded  by  something  in  the  pocket  covering  a 
vital  area  and  weighing  about  two  ounces. 

Mr.  Kenneth  Walker  in  reply  quoted  a war 
correspondent  to  the  effect  that  the  Germans 
were  using  body  armor.  It  would  be  possible  to 
produce  something  weighing  two  ounces  to  cover 
the  heart  and  give  more  protection  than  a book  or 
flask  carried  in  the  breast  pocket. 

The  following  resolutions  were  unanimously 
adopted : 

“That  this  representative  meeting  of  the  Royal 
Society  of  Medicine,  after  full  discussion  of  the 
question,  is  emphatically  of  the  opinion  that  the 
physical  protection  of  the  members  of  the  fighting 
forces  can  and  should  be  improved  by  a closer 
collaboration  between  the  medical  profession  and 
the  appropriate  technical  experts  of  the  Admir- 
alty, War  Office  and  Air  Ministry. 

“That  this  meeting  of  the  Royal  Society  of 
Medicine  resolves  that  the  Council  be  asked  to 
consider  the  formation  of  a special  committee  to 
this  end.  As  the  matter  is  one  of  extreme  ur- 
gency and  importance,  it  is  hoped  that  the  presi- 
dent may  use  his  emergency  powers  and  approach 
the  government  with  the  offer  of  the  society’s 
cooperation  at  the  earliest  possible  date.” 


Blood  sugar  studies  made  on  thirty  male 
golfers  ranging  from  30  to  45  years  of  age  and 
possessing  handicaps  of  from  10  to  27  revealed 
that  “more  ketogenic  types  of  lunch  (high  in  fat) 
and  consumption  of  sugar  or  candy  at  the 
seventh  or  ninth  hole  resulted  in  definite  de- 
creases in  untoward  symptoms  and,  on  the  whole, 
better  scores,”  Paul  Michael,  M.D.,  Oakland, 
California,  reports  in  the  J.A.M.A.  for  July  27. 


There  is  this  difference  between  the  two  tem- 
poral blessings — health  and  money:  money  is 

the  most  envied,  but  the  least  enjoyed;  health 
is  the  most  enjoyed,  but  the  least  envied;  and 
this  superiority  of  the  latter  is  still  more  obvious 
when  we  reflect  that  the  poorest  man  would  not 
part  with  health  for  money,  but  that  the  richest 
would  gladly  part  with  all  his  money  for  health. — 
Colton 


OBSTETRICAL  PROGNOSIS  AND  TREATMENT  ON  BASIS 
OF  PELVIC  ARCHITECTURE 

Arthur  Weinberg,  M.D.,  Far  Rockaway,  New  York 


Within  the  last  five  years  more  em- 
phasis has  been  placed  on  pelvic 
architecture  than  on  pelvic  mensuration. 
The  chief  impetus  for  this  has  been  the 
new  classification  of  pelves,  suggested  by 
Caldwell  and  Moloy1  and  based  upon 
architectural  features,  rather  than  on 
measurements  of,  or  the  effects  of  meta- 
bolic or  deficiency  diseases  on  the  pelvic 
bones  themselves.  Another  reason  has 
been  the  realization  that  clinical  men- 
suration by  ordinary  methods  of  external 
and  internal  pelvimetry  is  relatively  in- 
accurate and,  even  when  accurate,  fails 
to  tell  the  whole  story  of  the  type  of 
labor  to  be  expected. 

During  the  past  decade  various  refine- 
ments in  the  technical  methods  of  pelvio- 
radiography  have  enabled  the  roent- 
genologist or  obstetrician  to  estimate  the 
quantitative  capacity  of  a given  pelvis 
quite  accurately.  The  chief  methods  in 
use  have  been  the  Thoms’s  perforated  grid 
method,2  the  geometric  method,3  the 
Walton  chart,4  and  the  Hodges  chart  ob- 
tained by  “plotting  measured  displace- 
ment between  center  of  shadow  and 
optical  axis  in  both  films.”5  The  most 
recent  method  and  the  one  we  have  used 
at  the  Beth  Israel  Hospital  has  been 
effected  by  the  measurement  of  a phan- 
tom image  by  means  of  a precision 
stereoscope.6 

More  recently,  the  technic  of  cephal- 
ometry has  been  developed  by  Thoms2 
and  Hodges.5  From  Hodges’s  graphs,  if 
the  diameter  or  the  circumference  of  the 
fetal  skull  is  known,  the  average  fetal 
weight  and  age  in  utero  can  be  estimated. 

It  remained,  however,  for  Ball7  and 
Caldwell  and  his  co-workers8  to  combine 
the  technic  of  roentgen  pelvimetry  and 
cephalometry  into  the  science  of  roentgen 
pelvicephalometry.  In  the  Ball  method, 


correction  for  film  measurements  of  the 
fetal  skull  and  maternal  pelvis  are  made 
by  a nomogram,  and  the  circumference  of 
the  skull  and  diameters  of  the  pelvis  are 
converted  into  volumetric  equivalents 
from  which  the  fetal-pelvic  ratio  is  de- 
duced. In  the  Caldwell  and  Moloy 
method  the  fetal-pelvic  ratio  is  arbitrarily 
determined  by  stereoscopic  vision,  after 
which  measurements  are  made  of  a 
phantom  image  in  the  precision  stereo- 
scope as  suggested  by  Dr.  I.  Seth  Hirsch 
in  1922,  in  a discussion  of  pelvime- 
try. 

With  all  these  refinements  in  roentgen 
mensuration  one  might  inquire  why  the 
pelvic  architecture,  which  can  best  be 
determined  by  roentgenologic  examina- 
tion but  also  to  some  extent  from  the 
clinical  characteristics  of  the  pelvis, 
should  be  so  important  to  the  obstetri- 
cian. The  reason  is  twofold.  (1)  With 
equal  measurements  for  both  the  pelvis 
and  the  fetal  skull,  one  type  of  pelvis 
may  offer  a good  prognosis  for  spon- 
taneous delivery  and  another  a poor 
prognosis  depending  in  each  case  upon 
the  architectural  qualities  of  that  pelvis. 
(2)  If  an  obstetrical  maneuver  becomes 
necessary,  the  knowledge  of  the  archi- 
tectural characteristics  of  a pelvis  facili- 
tates that  maneuver  immeasurably. 

Most  of  the  original  articles  on  the 
subject  to  be  discussed  described  the 
technical  details  adequately  but  made 
little  effort  to  explain  the  obstetric  sig- 
nificance. Although  a few  recent  articles 
hinted  at  or  described  the  obstetric  sig- 
nificance in  broad  general  terms,  there  is 
a lack  of  detail  concerning  the  obstetric 
import  of  pelvic  architecture.  While  the 
opinions  to  be  given  regarding  the  prog- 
noses and  treatment  are  by  no  means  all 
original  and  it  is  readily  admitted  that 
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many  of  the  rules  of  management  out- 
lined below  are  to  be  found  in  other  recent 
papers  on  this  subject,1*15  nevertheless  the 
suggestions  represent  the  results  of  my 
experience  as  resident  in  obstetrics  at 
Sinai  Hospital,  Baltimore,  and  as  resident 
in  radiology  at  the  Beth  Israel  Hospital  in 
New  York.  While  occupying  these  two 
positions  I had  the  opportunity  to  study 
both  sides  of  the  problem. 

Under  the  new  classifications  all  pelves 
that  are  free  of  disease  are  divided  into 
four  parent  types  on  the  basis  of  their 
architecture:  gynecoid,  android,  anthro- 
poid, and  platypelloid. 

The  nomenclature  in  the  new  classifi- 
cation is  a bit  unusual  and  perhaps  should 
be  briefly  explained.  Each  pelvis,  be- 
sides having  a parent  type  from  which  it 
gets  its  family  name,  is  said  to  have  a 
tendency  and  an  outlet,  which  elements 
usually  correspond  to  the  parent  type  but 
may  differ  from  that  expected  with  the 
parent  type.  When  the  former  condi- 
tions obtain,  the  pelvis  is  classed  as  a pure 
form;  when  the  latter  conditions  exist, 
it  is  classed  as  a mixed  form. 

The  parent  type  is  determined  by  the 
characteristics  of  the  posterior  segment 
of  the  pelvic  inlet,  which  is  that  portion 
of  the  inlet  behind  the  greatest  transverse 
diameter  of  the  superior  strait. 

The  tendency  of  any  pelvis  depends  on 
its  anterior  segment  or  that  portion  of 
the  inlet  anterior  to  the  greatest  trans- 
verse diameter.  The  anterior  segment  is 
often  called  the  fore  pelvis. 

The  outlet  is  dependent  on  the  sub- 
pubic  angle  and  side  walls.  The  full 
name  of  any  mixed  pelvis  would  include 
the  parent  type,  tendency,  and  outlet. 
In  naming  a pure  pelvis  the  single  name 
of  its  parent  type  is  sufficient. 

Any  particular  pelvis  can  be  large, 
average,  or  small  in  size. 

In  the  interest  of  simplicity  the  charac- 
teristics and  prognosis  of  only  the  pure 
types  will  be  discussed.  The  character- 
istics and  prognosis  of  mixed  types  can 
be  inferred  from  the  component  elements 
participating. 

The  prognosis  is  on  the  basis  of  fetal- 
pelvic  ratio  and  architecture  only  and 


not  on  the  basis  of  uterine  force,  soft  part 
dystocia,  and  other  factors. 

1.  The  Gynecoid  Pelvis 

Description. — The  gynecoid  or  female 
is  the  normal,  simple  round  pelvis  of 
previous  classifications.  It  is  the  most 
frequent  type  of  pelvis  occurring  in  50 
per  cent  of  all  females.  The  pelvic  inlet 
is  round  with  the  transverse  diameter 
intersecting  the  conjugata  vera  near  its 
midpoint.  The  characteristics  of  the 
superior  strait  are  a long  posterior  iliac 
portion  (portion  of  linea  terminalis,  be- 
hind the  greatest  transverse  diameter),  a 
wide  anterior  segment,  and  usually  nor- 
mal measurements  for  the  anteroposterior 
and  transverse  diameter. 

The  sacrosciatic  notch  is  wide.  The 
sacrum  is  average  in  width,  length,  and 
curvature  and  is  inclined  backward.  The 
ischial  spines  are  not  prominent.  The 
sacrospinous  ligament  is  long  (three 
fingers).  The  pelvic  outlet  is  charac- 
terized by  a wide  subpubic  angle  with  a 
marked  Norman  curve.  The  rami  are 
short  and  take  their  origin  from  the 
lateral  border  of  the  symphysis  pubis. 
The  pelvis  is  usually  shallow,  measuring 
9 cm.  between  the  iliopectineal  line  and 
the  ischial  tuberosity.  This  measure- 
ment is  known  as  the  P.T.  diameter.9 
The  side  walls  and  lateral  bore  are 
straight,  and  the  bones  are  thin  in  texture. 

The  physical  form  coinciding  with  this 
pelvic  type  is  the  graceful  variety  of 
female:  one  with  narrow  shoulders  and 
waist,  broad  hips,  and  slender  curved 
lower  legs,  the  knees  of  which  are  not 
approximated. 

The  average  measurements  in  gynecoid 
pelves  were  as  follows:  conjugata  vera, 
10.8  cm. ; transverse  diameter,  13.7;  and 
interspinous  diameter,  10.5  cm.1*15 

Prognosis  and  Treatment. — The  gyne- 
coid pelvis  offers  the  best  obstetrical 
prognosis  of  any  type.  Engagement  oc 
curs  in  occiput  transverse  position  in 
approximately  70  per  cent,  in  occiput 
anterior  in  20  per  cent,  and  occiput 
posterior  in  10  per  cent  of  the  cases  pre- 
senting gynecoid  pelves.  Included  in  the 
primary  transverse  variety  are  those  in 
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which  the  occiput  is  found  slightly  an- 
terior or  posterior  to  the  precise  trans- 
verse diameter  of  the  inlet,  and  these 
positions  are  designated  as  anterior  and 
posterior  tendencies  of  the  occiput  trans- 
verse position.  The  prognosis  is  usually 
excellent  if  no  cephalopelvic  dispropor- 
tion exists.  Regardless  of  the  primary 
engagement  of  the  vertex,  rotation  is 
usually  anterior  and  occurs  during  de- 
scent and  flexion  of  the  vertex.  In  an 
occasional  case,  especially  if  engagement 
occurs  in  a primary  posterior  position, 
posterior  rotation  may  occur,  resulting  in 
a persistent  direct  or  oblique  posterior 
position  at  the  outlet.  In  a gynecoid 
pelvis,  manual  or  instrumental  rotation 
is  quite  simple  provided  that  no  dispro- 
portion exists  and  that  the  outlet  is  also 
gynecoid  in  form. 

If  there  is  an  absolute  disproportion 
at  the  inlet  as  indicated  by  a conjugata 
vera  of  less  than  7.5  cm.  with  a full-term 
live  child  or  if  relative  disproportion  can 
be  demonstrated  with  a conjugata  vera 
of  9 cm.  or  less,  an  abdominal  section  will 
be  necessary  even  in  a pure  gynecoid 
pelvis.  In  a borderline  case  of  cephalo- 
pelvic disproportion  on  the  basis  of  ac- 
curate roentgen  pelvicephalometry,  one 
would  be  more  inclined  to  give  the  patient 
with  a gynecoid  pelvis  a test  of  labor  than 
a patient  with  any  other  type  of  pelvis. 
Usually  with  an  average-sized  baby  a 
borderline  pelvis  is  one  in  which  the  con- 
jugata vera  is  between  9 and  10  cm.  and 
the  conjugata  vera  and  transverse  total 
between  20  and  22  cm. 

This  decision  to  give  a borderline  case 
a test  of  labor  would  be  particularly  favor- 
able if  the  unengaged  vertex  floats  over 
the  posterior  segment  of  the  pelvis,  be- 
cause in  such  cases  one  may  infer  that 
the  maternal  soft  parts,  consisting  of  the 
lower  uterine  segment  and  surrounding 
soft  tissues,  are  directing  the  vertex  to- 
ward the  axis  of  the  pelvic  canal.  If,  on 
the  other  hand,  the  unengaged  vertex 
floats  over  the  anterior  segment  of  the 
superior  strait,  prognosis  for  spontaneous 
engagement  and  delivery  is  poorer.10’11 

In  borderline  cases  in  which  the  vertex 
is  superficially  engaged,  a posterior  parie- 


tal presentation  with  the  sagittal  sature 
directed  toward  the  symphysis  and  the 
posterior  parietal  bone  most  dependent 
and  resting  on  the  promontory  would  be 
more  favorable  than  the  anterior  parietal 
presentation  of  Naegele,  the  so-called 
Naegele’s  obliquity  which  is  responsible 
for  the  theory  of  synclitism.  It  is  now 
believed,  as  a result  of  roentgen  studies 
during  labor,  that  Vamier’s  theory  of 
reverse  synclitism  is  the  usual  and  normal 
method  of  engagement,  because  from  this 
position  descent  is  simplified  by  postero- 
lateral flexion  of  the  fetal  head.12 

Forceps  operations  are  usually  not 
necessary  in  the  gynecoid  type  of  pelvis, 
but,  if  indicated,  the  forceps  are  rela- 
tively simple  to  apply  and  maneuver. 
Rotation  can  be  effected  at  any  level  of 
arrest  because  the  pelvis  is  ample  through- 
out. The  Simpson  type  and  Tarnier 
axis-traction  forceps  suffice  for  practically 
all  cases  of  gynecoid  pelves  that  need 
forceps. 

2.  The  Android  Pelvis 

Description. — The  android  pelvis  is  the 
male  or  funnel  pelvis  of  the  older  classi- 
fications. The  parent  type  occurs  in  19 
per  cent  of  obstetrical  patients  and  is 
twice  as  common  in  the  white  race  as  in 
the  colored.  The  pelvic  inlet  is  roughly 
triangular  in  shape,  with  the  greatest 
transverse  diameter  relatively  near  the 
sacral  promontory.  The  characteristics 
of  the  superior  strait  are  a short,  sharply 
curved  posterior  iliac  portion  and  a nar- 
row anterior  segment,  with  an  acute 
angle  formed  at  the  junction  of  the  an- 
terior iliac  portions.  The  dimensions  of 
the  inlet  are  usually  smaller  than  average 
but  may  be  larger. 

The  sacrosciatic  notch  is  deep  and 
narrow.  The  sacrum  is  short  and  wide 
and  ends  in  a blunt  tip.  It  is  usually 
straight  and  inclined  forward.  The  is- 
chial spines  are  sharp  and  prominent,  and 
the  sacrospinous  ligament  is  short  (two 
fingers).  The  pelvic  outlet  is  charac- 
terized by  a narrow  subpubic  angle  with 
long  straight  rami  that  have  their  origin 
from  the  lower  border  of  the  symphysis 
pubis.  The  pelvis  is  deep,  usually  meas- 
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uring  10  cm.  in  the  pubotuberous  diam- 
eter. The  side  walls  and  lateral  bore  are 
convergent.  The  bones  are  very  often 
thick  in  texture. 

The  physical  form  coinciding  with  this 
pelvic  type  is  the  short  thickset  variety 
of  female  with  a square  torso  and  thick 
straight  thighs  and  legs. 

The  average  measurements  in  a large 
series  of  android  pelves  were:  conjugata 
vera,  10.5  cm.;  transverse  diameter, 
13.5  cm.;  and  inter  spinous  diameter, 
9 cm.  Except  for  the  interspinous  diam- 
eter these  dimensions  are  almost  exactly 
identical  with  those  of  the  average  gyne- 
coid  pelves. 

Prognosis  and  T reatment. — The  android 
pelves,  size  for  size,  as  a rule  offers  the 
worst  obstetric  prognosis.  In  the  series 
reported  by  Steele,  Wing,  and  McLane,13 
the  android  type  of  pelvis  constituted 
only  18.5  per  cent  of  the  total  material 
but  was  found  to  be  associated  with  80 
per  cent  of  the  cesarean  sections,  and 
33  y3  per  cent  of  the  remaining  operative 
cases.  There  is  a definite  increase  in 
fetal  and  maternal  morbidity  and  mor- 
tality with  this  type  of  pelvis.  There 
are  many  reasons  for  the  danger  to  pa- 
tients with  android  pelves. 

Many  of  these  pelves  are  below  average 
size.  In  Steele’s  series,  38  per  cent  of  all 
small  pelves  were  made  up  of  the  android 
group.  Another  difficulty  is  that  the 
android  pelves  is  difficult  to  recognize 
clinically  unless  it  appears  in  its  pure 
form,  and,  contrarily,  usually  it  is  found 
as  an  element  in  mixed  forms.  The 
mixed  forms  of  android  pelves  are  usually 
erroneously  diagnosed  clinically  as  some 
other  type  of  pelvis.  It  is  only  in  the 
occasional  case  where  an  android  pelvis 
is  associated  with  a narrow  outlet  that  it 
is  correctly  diagnosed  without  the  use  of 
roentgen  aid.  The  fact  that  the  android 
pelvis  often  travels  incognito  accounts 
for  much  of  the  trouble  it  causes  because 
dystocia  usually  is  not  anticipated.  An- 
other reason  for  the  trouble-making 
capacity  of  android  pelves  lies  in  its 
frequent  association  with  the  dystocia 
dystrophy  syndrome  and  with  toxemia  of 
pregnancy.14 


However,  it  is  the  mechanical  aspect 
that  probably  plays  the  greatest  role  in 
making  trouble  for  those  women  endowed 
with  this  pelvis  type,  which  by  its  archi- 
tecture is  unsuited  to  serve  as  a satis- 
factory passageway  for  parturition.  En- 
gagement occurs  in  the  occiput  posterior 
position  in  approximately  20  per  cent  of 
the  cases  or  twice  as  frequently  as  it 
does  in  gynecoid  pelves.  Occiput  trans- 
verse occurs  in  70  per  cent  of  the  cases 
and  occiput  anterior  in  the  remaining  10 
per  cent.  The  reason  for  this  increased 
incidence  of  occiput  posterior  engage- 
ments is  the  fact  that  the  capacity  of  the 
posterior  pelvis  is  reduced. 

In  the  management  of  a patient  with 
an  android  pelvis  all  factors  must  be  con- 
sidered. If  a small  pelvis  is  present  or 
disproportion  is  evident  either  clinically 
or  by  pelvicephalometry,  the  prognosis 
is  very  poor  and  elective  cesarean  section 
is  indicated.  If  the  vertex  fails  to  engage 
at  term  or  after  a short  test  of  labor,  an 
abdominal  delivery  is  also  indicated, 
especially  if  the  vertex  is  floating  over 
the  anterior  portion  of  the  pelvic  brim. 
In  a primipara  the  indication  for  an  ab- 
dominal delivery  in  this  type  of  case  is 
more  definite ; in  a multipara  the  previous 
obstetrical  history  is  probably  the  best 
guide. 

When  the  vertex  engages  in  an  occiput 
transverse  or  occiput  anterior,  the  prog- 
nosis is  quite  favorable.  On  the  other 
hand,  if  it  engages  in  an  occiput  posterior 
position,  the  prognosis  then  depends  on 
the  characteristics  of  the  side  walls  and 
outlet.  If  the  side  walls  are  straight 
and  the  outlet  wide,  spontaneous  rota- 
tion usually  occurs  as  the  vertex  descends. 
However,  if  the  side  walls  converge  and  a 
narrow  outlet  is  present,  mid-  or  low- 
pelvic  arrest  in  occiput  posterior  or  occi- 
put transverse  position  occurs,  a state 
which  in  this  type  of  pelvis  is  an  unfor- 
tunate occurrence,  often  causing  disaster. 
This  arrest  is  more  likely  to  occur  if  the 
posterior  sagittal  diameter  is  less  than 
one-half  of  the  interspinous  diameter, 
indicating  a small  capacity  of  the  pos- 
terior pelvis  at  the  plane  of  least  dimen- 
sions. 
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This  deep  transverse  arrest  in  an  an- 
droid pelvis  is  one  blind  alley  in  obstetrics 
that  should  be  avoided  by  cesarean 
section  whenever  anticipated.  Once  this 
state  of  affairs  has  actually  occurred  it  is 
usually  unsafe  to  attempt  an  abdominal 
delivery,  and  the  completion  of  labor  by 
an  operative  delivery  from  below  is  the 
choice  between  two  evils.  All  operative 
procedures  from  below  in  android  pelves 
are  difficult  and  hazardous,  and  the  pro- 
phylactic use  of  cesarean  section  will 
avoid  them. 

Forceps  are  frequently  indicated  in 
android  pelves  and  are  usually  difficult  to 
apply  and  maneuver.  Traction  should 
be  the  first  maneuver  following  the  appli- 
cation, and  rotation  should  be  attempted 
only  when  the  presenting  part  has  reached 
a low  level  or  is  at  the  outlet.  Attempts 
to  rotate  at  a high  level  fail  and  usually 
damage  the  child  because  the  vertex  has 
no  room  to  rotate  because  it  soon  strikes 
the  posterior  wall  of  the  pelvis. 

In  cases  of  mid-pelvic  arrest  in  android 
pelves,  the  obstetric  maneuver  indicated 
will  depend  on  the  outlet  characteristics  of 
the  pelvis  and  the  variety  of  arrest. 

Transverse  arrest  is  the  most  common 
variety.  In  android  pelves  with  straight 
side  walls  a transverse  arrest  in  mid 
pelvis  is  best  handled  by  a cephalic  appli- 
cation of  Barton  forceps  to  the  transverse 
position.  When  correctly  applied,  the 
maneuver  should  consist  of  anterior 
lateral  flexion,  traction  with  descent  to 
the  pelvic  floor  in  the  same  position,  and 
low  anterior  rotation  on  the  inner  aspects 
of  the  pubic  rami.  After  the  anterior 
rotation,  the  Barton  forceps  are  removed 
and  the  delivery  is  terminated  by  cephalic 
application  of  pelvic-curved  forceps 
(Simpsons19).  In  cases  of  typical  an- 
droid pelves  with  converging  side  walls 
and  prominent  spines  a cephalic  applica- 
tion of  Kielland  forceps  is  preferable.16’17 
Anterior  lateral  flexion  of  the  vertex  is 
followed  by  spiral  anterior  rotation  with 
simultaneous  descent  in  order  to  avoid 
the  spines  and  utilize  the  larger  inter- 
tuberous  diameter. 

In  instances  of  mid-pelvic  arrest  in 
occiput  posterior  in  android  pelves,  man- 


ual rotation  to  occiput  transverse  should 
be  executed,  following  which  the  technic 
of  delivery  is  as  above. 

In  cases  of  mid-pelvic  arrest  in  occiput 
anterior,  manual  or  instrumental  rotation 
to  the  direct  occiput  anterior  position 
followed  by  traction  is  sufficient.  For 
this  type  of  delivery  the  axis  traction 
forceps  or  an  oblique  application  of 
ordinary  Simpson  forceps  are  satisfactory. 

Breech  extraction  is  dangerous,  and  a 
breech  presentation  in  this  type  of  pelvis 
should  call  for  a cesarean  section  unless 
the  fetus  is  definitely  smaller  than  aver- 
age and  the  pelvis  larger.  Internal  po- 
dalic  version  is  hazardous  and  should  not  be 
attempted  in  android  pelves  unless  abso- 
lutely urgent  because  of  some  accident 
of  labor. 

3.  Anthropoid  Pelves 

Description. — The  anthropoid  pelves 
has  a resemblance  to  the  pelves  of  an- 
thropoid apes  and  correspond  to  the 
transversely  contracted  pelves  of  earlier 
classifications  described  by  Robert.  The 
parent  type  occurs  in  27  per  cent  of  all 
'pelves,  but  the  incidence  is  much  more 
frequent  in  the  colored  race  than  in  the 
white,  making  up  41  per  cent  of  the 
former  and  only  23  per  cent  of  the  latter. 
The  pelvic  inlet  is  elliptical  with  the  long 
diameter  anteroposterior  and  the  short 
transverse  diameter  far  from  the  sacral 
promontory.  The  characteristics  of  the 
superior  strait  are  a long  posterior  iliac 
portion  and  a long  anteroposterior  diam- 
eter that  approaches  or  is  greater  than 
the  transverse  diameter.  The  anterior 
segment  is  adequate.  The  pelvic  inlet  is 
usually  larger  than  average  and  most  of 
the  justo  major  pelves  are  anthropoid 
types. 

The  sacrosciatic  notch  is  wide  and 
shallow.  The  sacrum  is  usually  long — 
often  composed  of  six  segments — narrow, 
and  typically  ends  in  a dagger  point.  The 
sacrum  is  inclined  backward  and  has  a 
marked  intrinsic  curvature.  The  prom- 
ontory is  usually  quite  high  above  the 
symphysis,  leading  to  an  increase  in 
pelvic  inclination.  The  ischial  spines 
are  wide  and  blunt,  and  the  sacrospinous 


October  15,  1940] 


OBSTETRICS— PELVIC  ARCHITECTURE 


1535 


ligaments  are  long.  The  outlet  is  char- 
acterized by  a moderately  wide  subpubic 
angle  and  average  curvature  of  the  rami. 
The  side  walls  and  lateral  bore  are  usually 
divergent. 

The  physical  form  coinciding  with  the 
anthropoid  type  of  pelvis  is  the  tall 
slender  variety  of  female  with  broad 
shoulders,  moderate  waist,  narrow  hips 
and  straight  slender  legs. 

The  average  measurements  in  a large 
series  of  anthropoid  pelves  are : conjugata 
vera,  11.7  cm.;  transverse  diameter  12.9 
cm. ; and  interspinous  diameter,  10  cm. 

Prognosis  and  Treatment— -With  the 
exception  of  the  gynecoid  pelvis  the 
anthropoid  variety  offers  the  best  ob- 
stetric prognosis.  The  anthropoid  type 
is  usually  an  adequate  pelvis  both  quan- 
titatively and  qualitatively.  Most  of 
these  pelves  are  larger  than  average  and 
fail  to  exhibit  significant  dystocia.  Clini- 
cally, however,  the  type  is  difficult  to  rec- 
ognize because  the  large  anteroposterior 
diameter  of  the  inlet  leads  on  to  classify 
them  as  gynecoid  or  normal  pelves. 

In  anthropoid  pelves,  engagement  oc- 
curs in  the  occiput  transverse  position  in 
approximately  40  per  cent,  in  occiput 
posterior  30  per  cent,  and  occiput  an- 
terior 30  per  cent  of  the  cases.  The 
usually  abnormal  occiput  posterior  posi- 
tions should  not  be  regarded  as  abnormal 
in  this  type  of  pelvis;  in  fact  it  should 
be  considered  as  an  even  more  favorable 
variety  of  engagement  than  the  more 
frequent  occiput  transverse  variety.  Due 
to  the  relative  transverse  contraction  of 
the  inlet,  engagement  is  frequently  de- 
layed until  the  fetal  head  adopts  itself  to 
the  more  favorable  diameter  of  the  inlet — 
namely,  the  anteroposterior  diameter. 
This  observation  explains  why  a case  in 
which  disproportion  seems  evident  on 
abdominal  examination  early  in  labor  not 
rarely  presents  no  disproportion  a short 
time  later. 

If  the  vertex  engages  in  the  occiput 
anterior  variety,  the  prognosis  is  usually 
good  if  no  cephalopelvic  disproportion 
exists.  However,  if  the  vertex  engages  in 
the  occiput  transverse  position,  high  ar- 
rest occurs  until  the  presenting  part 


spontaneously  rotates  or  is  artificially 
rotated  manually  or  with  a high  mid- 
forceps operation.  In  large  anthropoid 
pelves  the  vertex  may  descend  in  the 
occiput  transverse  position  until  the 
outlet  is  reached,  whereupon  anterior 
rotation  occurs  or  is  effected  by  operative 
means  at  the  level  of  arrest. 

On  the  other  hand,  if  the  vertex  en- 
gages in  the  occiput  posterior  position, 
descent  may  occur  in  this  position  to  the 
lower  pelvis;  however,  arrest  may  occur 
at  any  level.  In  cases  of  high  arrest  in 
occiput  posterior  variety  in  anthropoid 
pelvis,  the  indicated  maneuver  is  eleva- 
tion of  the  vertex  with  manual  rotation 
to  occiput  anterior.  If  the  arrest  occurs 
in  mid  pelvis,  two  procedures  are  sug- 
gested. If  the  child  is  small,  the  well- 
known  Scanzoni  maneuver  is  indicated.18 
In  case  the  child  is  large,  a pelvic  appli- 
cation of  forceps  to  the  occiput  posterior 
position  with  descent  in  this  position  to 
a lower  level,  followed  by  anterior  rota- 
tion with  the  caput  in  sight,  is  a better 
procedure.  In  instances  of  low  pelvic 
arrest  in  occiput  posterior,  the  treatment 
depends  on  the  outlet.  At  the  outlet,  if 
a wide  subpubic  angle  exists,  the  vertex 
will  rotate  spontaneously.  If,  however, 
a narrow  transverse  diameter  and  sub- 
pubic angle  exist  at  the  outlet,  the  vertex 
will  persist  as  an  occiput  posterior  posi- 
tion. In  these  cases  of  persistent  occiput 
posterior  positions  in  anthropoid  pelves, 
if  the  posterior  sagittal  diameter  is  ample, 
it  is  best  to  deliver  these  infants  as  per- 
sistent occiput  posterior  positions  either 
spontaneously  or  with  a low-forceps 
operation.  In  cases  in  which  the  pos- 
terior sagittal  diameter  is  not  ample,  the 
vertex  should  be  rotated  manually  or 
with  forceps  and  then  delivered  by  trac- 
tion in  an  occiput  anterior  position. 

For  the  mid-forceps  operations  an  axis 
traction  forceps  of  one  variety  or  another 
is  probably  most  useful.  For  the  low- 
forceps  operations  Simpson  or  Kielland 
forceps  are  very  satisfactory.  By  re- 
membering that,  if  no  contraindication 
exists,  internal  podalic  version  and  ex- 
traction is  easy  in  this  type  of  pelvis  one 
may  avoid  many  difficult  high-  and  mid- 
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forceps  operations.  At  the  completion 
of  a version  during  the  breech  extraction, 
one  should  remember  to  bring  the  after- 
coming head  into  the  pelvis  with  its  long 
diameter  coinciding  with  the  antero- 
posterior diameter  of  the  inlet. 

4.  Platypelloid  Pelvis 

Description. — The  platypelloid  pelvis 
corresponds  to  the  simple  flat  pelvis  of 
the  older  classifications.  In  the  evolu- 
tionary scale  they  represent  an  ultra- 
human variety  of  female  pelvis.  The 
incidence  of  the  parent  type  is  only  4 per 
cent,  but  the  platypelloid  characteristic 
appears  as  a component  element  in  the 
mixed  types  of  gynecoid  and  android 
pelves  quite  frequently.  The  platypel- 
loid form  is  almost  equally  common  in 
both  races  but  is  somewhat  more  frequent 
in  the  white  race.  The  pelvic  inlet  is 
elliptical  with  the  long  diameter  trans- 
verse and  relatively  near  the  mid  plane 
of  the  inlet.  The  anteroposterior  diam- 
eter is  abnormally  short,  usually  being 
9.5  cm.  or  less.  The  salient  characteris- 
tics of  the  superior  strait  are  a long  pos- 
terior iliac  portion  associated  with  a 
short  anteroposterior  diameter.  The  an- 
terior segment  is  a little  wider  than  that 
of  the  gynecoid  form.  The  pelvic  inlet 
is  slightly  smaller  than  average.  The 
sacrum,  sacrosciatic  notch,  ischial  spines, 
subpubic  angle,  side  walls,  and  lateral 
bore  follow  the  characteristics  of  these 
elements  in  the  gynecoid  type. 

The  average  measurements  in  a large 
series  of  platypelloid  pelves  were  con- 
jugata  vera,  8.5  cm. ; transverse  diameter, 
14.4  cm.;  and  interspinous  diameter,  12 
cm.  The  average  size  of  these  pelves 
are  therefore  small.  In  Steele’s  series, 
although  they  made  up  only  8 per  cent 
of  the  total,  his  cases  were  responsible  for 
20  per  cent  of  those  pelves  found  con- 
tracted by  radiographic  methods  and  14 
per  cent  of  those  found  contracted  by 
clinical  examination. 

Prognosis  and  Treaiment. — The  platy- 
pelloid pelves  generally  speaking  offer  a 
good  prognosis  if  no  disproportion  exists. 
Obstetrically,  it  is  a much  better  pelvis 
than  the  android  but  not  quite  as  good 


as  the  anthropoid  and  far  from  as  good 
as  the  gynecoid  variety.  It  has  two  great 
advantages  that  offset  some  of  its  failings. 
First,  it  is  easily  recognized  clinically  as 
an  abnormal  pelvis  even  though  it  is 
overdiagnosed  by  designating  some  an- 
droid pelves  as  flat.  Second,  the  trouble 
that  it  sometimes  causes  during  parturi- 
tion exhibits  itself  early  in  labor.  If 
dystocia  fails  to  arise  before  engagement, 
it  is  rare  to  have  subsequent  serious 
difficulty  in  this  type  of  pelvis  after 
engagement.  The  reason  for  this  is  that 
all  the  abnormality  lies  at  the  inlet  and 
this  is  easily  discovered  by  internal 
pelvimetry.  If  the  abnormality  is  too 
great,  which  usually  occurs  if  the  con- 
jugata  vera  is  less  than  9 cm.,  engagement 
may  not  occur.  In  such  a case,  if  a test 
of  labor  fails  to  result  in  engagement,  an 
abdominal  delivery  is  necessary.  How- 
ever, if  the  conjugata  vera  is  greater  than 
9 cm.,  the  vertex  usually  engages  and 
there  is  no  further  difficulty.  Engage- 
ment occurs  in  the  favorable  occiput 
transverse  position  in  80  per  cent  and  in 
occiput  anterior  and  occiput  posterior 
positions  each  in  10  per  cent  of  the  cases. 

The  only  difficulty  common  in  the 
platypelloid  pelvis  after  the  vertex  has 
become  fully  engaged  is  deep  transverse 
arrest — that  is,  arrest  in  low  mid  pelvis 
at  the  three-point  landing  region,  namely, 
the  plane  determined  by  the  two  ischial 
spines  and  the  last  sacral  vertebrae.  If 
this  condition  arises,  forceps  extraction  is 
indicated.  In  a platypelloid  pelvis  the 
point  to  remember  about  a forceps  opera- 
tion is  that  the  forceps  should  extract  the 
vertex  in  its  transverse  position  and 
should  not  rotate  the  vertex  to  the  antero- 
posterior position  until  the  vertex  reaches 
the  pelvic  floor.  Although  the  Simpson 
and  Elliot  forceps  are  used  by  many  ob- 
stetricians with  good  results,  of  late  the 
tendency  has  been  to  use  the  more  re- 
cently developed  forceps  for  this  opera- 
tion. The  Kielland  forceps  are  usually 
adequate,  but  this  maneuver  is  probably 
best  carried  out  by  the  Barton  hinged 
forceps,  which  are  specially  designed  for 
use  in  a flat  pelvis.  The  maneuver  is 
identical  with  that  described  above  for 


October  15,  1940] 


OBSTETRICS— PELVIC  ARCHITECTURE 


1537 


arrest  in  an  android  pelvis  with  straight 
side  walls. 

Conclusions 

1.  The  knowledge  of  pelvic  architec- 
ture aids  in  judging  the  prognosis  of  par- 
turition. The  prognosis  becomes  suc- 
cessively worse  in  the  following  order: 
gynecoid,  anthropoid,  platypelloid,  and 
android. 

2.  The  small  size  and  sharp  angles  of 
the  android  pelvis  is  often  disguised 
clinically. 

3.  The  appreciation  of  the  pelvic 
architecture  of  any  patient  aids  in  select- 
ing and  properly  executing  any  required 
obstetric  maneuver. 

4.  Because  of  the  fact  that  architec- 
ture can  only  be  accurately  determined 
from  roentgen  examination,  such  pro- 
cedure is  indicated  at  term  in  those  pa- 
tients in  whom  dystocia  is  anticipated  on 
the  basis  of  past  history  or  clinical  exami- 
nation ; and  during  labor  in  those  patients 
experiencing  unanticipated  dystocia. 

Summary 

The  significance  of  pelvic  architecture, 
per  se,  in  conjunction  with  other  refine- 
ments in  obstetric  diagnosis,  such  as 
clinical  mensuration  and  roentgen  pelvi- 
cephalometry,  is  emphasized.  A brief 


description  of  the  clinical  and  roentgeno- 
logic characteristics  of  the  four  parent 
types  of  pelves  is  presented.  The  type  of 
engagement,  labor,  and  parturition  ex- 
pected in  each  class  is  described.  Sug- 
gestions are  made  as  to  the  management 
of  expected  or  unexpected  dystocia  arising 
in  patients  with  the  various  types  of 
pelves  on  the  basis  of  their  architectural 
features. 
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TOBACCO  AND  ARSENIC  POISONING 

Tobacco  as  a possible  source  of  arsenic  poison- 
ing is  suggested  in  the  J.A.M.A.  for  August  31 
by  E.  E.  Barksdale,  M.D.,  Danville,  Virginia, 
who  points  out  that  lead  arsenate  has  been  used 
for  years  by  farmers  as  an  insecticide  on  the  plant 
to  kill  the  horn  worm.  He  presents  a series  of 
cases  of  skin  rashes,  in  none  of  which  was  it  pos- 
sible to  determine  any  source  of  arsenic  other 
than  tobacco.  As  a result  of  his  findings  in  a 
group  of  patients  being  treated  for  syphilis  he  be- 
lieves that  any  person  under  syphilitic  treatment 
who  gets  a skin  inflammation  after  injections  of 
arsphenamine  should  not  use  tobacco  in  any  form. 

Dr.  Barksdale  says  that  all  of  the  tobacco  on 
the  American  market  contains  arsenic  in  a form 
which  may  be  taken  up  by  the  human  body  and 
that  nothing  is  done  during  the  agricultural  or 
manufacturing  process  to  remove  it  and  that 
probably  nothing  can  be  done. 

“Lead  arsenate  is  essential  to  the  tobacco  in- 
dustry,” he  says.  “It  should  be  considered  as  an 
industrial  hazard.  Farmers  use  it  as  an  insec- 
ticide because  it  is  the  most  efficient  and  inex- 
pensive one  available.  Indeed,  its  efficiency  is 
probably  responsible  for  the  fact  that  it  remains 


on  the  tobacco  when  it  reaches  the  consumer. 
It  has  the  property  of  sticking  to  the  tobacco. 
This  is  the  reason  why  it  is  so  effective.  Re- 
maining on  it  throughout,  it  kills  the  young 
worms  as  they  are  hatched.  It  is  impossible  to 
wash  it  off  because  in  so  doing  the  tobacco  would 
be  ruined.  There  is  no  chemical  process  known 
that  will  remove  it.” 

In  discussing  8 cases  of  arsenical  skin  inflam- 
mation, Dr.  Barksdale  says:  “All  the  patients 

were  emphatically  cautioned  against  the  use  of 
tobacco  and  they  recovered  and  have  remained 
so  since.  Three  of  them  have  had  mild  recur- 
rences every  time  they  used  tobacco.” 

He  says  that  it  is  believed  that  patients  get  this 
dermatitis  (skin  inflammation)  because  they 
have  a low  point  of  tolerance  to  arsenic.  “For- 
tunately, the  point  of  tolerance  for  arsenic  of 
most  persons  is  much  higher  than  the  amount  of 
arsenic  that  one  could  consume  from  tobacco,”  he 
adds. 

In  conclusion  Dr.  Barksdale  carefully  points 
out  that:  “This  paper  has  attempted  to  present 

a theory.  Its  ultimate  proof  depends  on  the 
collaboration  of  other  workers.” 


Case  Reports 


TOXIC  AMBLYOPIA  RESULTING  FROM  SODIUM  DIPHENYL 

HYDANTOINATE 

Jesse  M.  Levitt,  M.D.,  and  Max  Blonstein,  M.D.,  Brooklyn 


Sodium  diphenyl  hydantoinate  (Dilantin)  is 
widely  used  in  the  treatment  of  epilepsy. 
Merritt  and  Putnam1-3  reported  its  value  as  an 
anticonvulsant,  and  further  studies  by  numerous 
authors4-17  have  confirmed  its  efficacy.  All 
agree  that  the  drug  is  much  more  toxic  than 
phenobarbital  and  the  bromides  and  should  con- 
sequently be  administered  under  the  constant 
supervision  of  the  physician.  With  the  latter 
proviso  plus  the  suggestion  that  it  not  be  recom- 
mended in  the  milder  cases  of  epilepsy,  the  Coun- 
cil of  Pharmacy  and  Chemistry  of  the  American 
Medical  Association  accepted  the  drug.18  Its 
properties,  dosage,  and  known  toxic  reactions 
have  been  described  in  the  same  report. 

Toxic  amblyopia  resulting  from  the  admin- 
istration of  sodium  diphenyl  hydantoinate  has 
not  been  previously  reported.  Blurred  vision 
has  been  noted  as  a side  action  of  the  drug  in  a 
small  percentage  of  cases.  Other  ocular  findings 
mentioned  in  the  literature  are  diplopia,  diffi- 
culty in  focusing  of  eyes,  nystagmus,  and  ptosis. 
It  is  possible  that  ocular  phenomena  as  toxic 
manifestations  of  sodium  diphenyl  hydantoinate 
are  quite  common  but  overlooked. 

Case  Report 

H.  T.,  male,  white,  aged  27,  complained  on 
November  6,  1939,  that  his  vision  had  been 
blurred  for  the  past  few  weeks,  that  he  was 
“totally  blind”  at  night,  and  that  he  had  been 
unable  to  read  newsprint  for  the  past  seven  to 
ten  days.  He  had  been  wearing  glasses  since 
childhood,  and  the  vision  of  the  right  eye  even 
with  glasses  had  always  been  poorer  than  the  left. 

He  had  had  epilepsy  since  the  age  of  15.  A 
study  at  the  New  York  Post-Graduate  Hospital 
in  1932-1934  disclosed  “epileptiform  attacks, 
petit  and  grand  mal  in  character,  bilateral  in  dis- 
tribution, and  occurring  chiefly  at  night;  eti- 
ology is  probably  associated  with  some  form  of 
cerebral  maldevelopment  or  degeneration;  en- 
cephalography supplied  sufficient  evidence  to 
exclude  intracranial  neoplasm.”  For  a period  of 
ten  to  twelve  years  up  to  August,  1939,  he  had 
been  maintained  on  a steady  dosage  of  pheno- 
barbital without  any  toxic  reaction.  For  three 
weeks  in  August,  1939,  he  had  been  given  sodium 
diphenyl  hydantoinate,  0.1  Gm.  three  times  daily. 
This  had  been  discontinued  when  he  was  removed 
to  Kings  County  Hospital  following  an  epileptic 
seizure.  During  those  three  weeks,  he  reports 
that  his  eyeballs  felt  heavy,  his  vision  was  blurred, 
and  he  was  generally  more  nervous  and  tremb- 
ling. In  October,  1939,  the  administration  of 


sodium  diphenyl  hydantoinate  was  resumed  with 
the  same  dosage  and  up  to  November  6 he  had 
taken  a total  of  sixty-one  tablets  (0.1  Gm.  each). 

Ophthalmic  examination  on  November  6 re- 
vealed that  the  vision  of  the  right  eye  was  limited 
to  the  perception  of  light  and  hand  movements; 
vision  of  the  left  eye  20/200  unimproved  by 
lenses  or  pinhole.  He  was  wearing  glasses — 
right  eye,  +3.00  cylinder  axis  105°  and  left  eye 
+3.00  cylinder  axis  75°.  Adnexaewere  normal; 
globes  were  white;  pupillary  responses  were 
hyperactive;  there  was  no  nystagmus  or  muscle 
palsy;  media  were  entirely  clear;  the  fundi 
were  of  normal  tessellated  type  with  slightly 
oval  optic  disks  of  good  color  and  fairly  clear  mar- 
gins, slight  tortuosity  of  the  retinal  blood  vessels, 
and  normal  macular  zones.  The  left  eye  had  a 
full  peripheral  field  of  vision  with  an  absolute 
central  scotoma.  Sodium  diphenyl  hydantoinate 
was  discontinued.  On  November  11  the  cor- 
rected vision  of  the  right  eye  had  improved  to 
counting  fingers  at  5 feet  and  that  of  the  left  eye 
to  20/100;  both  eyes  presented  full  peripheral 
fields  of  vision,  normal  blind  spots,  and  central 
color  scotomas  for  red,  green,  and  blue.  On 
November  15  the  vision  of  the  right  eye  was: 
counting  fingers  at  10  feet;  that  of  left  eye  was: 
20/50-51.  On  November  21,  the  vision  of  the 
right  eye  was  20/100  and  that  of  the  left  eye 
20/40;  the  central  scotomas  for  colors  could  no 
longer  be  demonstrated.  Further  examinations 
on  November  24,  27,  and  30  disclosed  the  same 
corrected  visual  acuity  for  each  eye.  Correc- 
tions for  refractive  error  were : right  eye,  — 1.50 

sphere  +3.00  cylinder  axis  105°  and  left  eye, 
+3.50  cylinder  axis  75°.  The  final  vision  is 
not  the  normal  standard.  Persons  with  a high 
degree  of  astigmatism  frequently  have  defective 
vision  even  with  the  most  accurate  correcting 
spectacles.  In  addition  to  withdrawal  of  the 
drug,  treatment  consisted  of  the  oral  administra- 
tion of  thiamin  chloride  and  cevitamic  acid  and 
three  intramuscular  injections  of  0.1  Gm.  each 
of  acetylcholine  solution. 

Summary 

A case  of  toxic  amblyopia  resulting  from  the 
administration  of  sodium  diphenyl  hydantoinate 
in  an  epileptic  is  reported.  Vision  was  promptly 
recovered  upon  withdrawal  of  the  drug.  We  sug- 
gest that  blurred  vision  during  treatment  with 
sodium  diphenyl  hydantoinate  should  signal  dis- 
continuance of  the  drug  or  at  least  diminished 
dosage  and  closer  observation. 
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NONPNEUMOCOCCIC  PNEUMONIA  SIMULATING  TYPHOID  FEVER* 

John  Fitch  Landon,  M.D.,  New  York  City 


This  case  is  presented  as  a nonpneumococcic 
pneumonia  simulating  typhoid  fever.  How- 
ever, because  of  the  unusual  clinical  and  labora- 
tory features,  it  seems  fairer,  and  may  I say 
wiser,  to  present  to  you  the  facts  and  then  allow 
you  to  draw  your  own  conclusions,  the  speaker 
assuming  the  usual  prerogative  of  stating  his 
reasons  for  his  final  diagnosis. 

Case  Report 

R.  R.,  white  girl,  aged  six,  was  admitted  to  the 
Children’s  Ward  of  the  Roosevelt  Hospital  on 
December  25,  1938.  The  child  had  been  ill  for 
one  week  prior  to  admission,  with  fever  and  an 
occasional  dry  cough.  For  the  last  three  days  of 
illness  she  was  delirious.  Outside  of  measles  and 
pertussis  and  frequent  colds,  the  previous  health 
had  been  excellent.  One  grandfather  died  of 
tuberculosis  when  the  child  was  an  infant;  other- 
wise the  family  history  was  negative. 

On  admission  the  patient  appeared  critically 
ill  with  a temperature  of  104  F.,  pulse  120,  and 
respirations  26.  Marked  delirium  and  carphol- 
ogy  were  present.  The  throast  was  slightly  in- 
jected with  a postnasal  drip;  slight  rigidity  of 
the  neck  was  noted.  There  were  a few  rales  at 
the  bases  of  both  lungs,  but  no  change  in  reso- 
nance or  breath  sounds.  The  spleen  was  readily 
palpable.  Otherwise  the  physical  examination 
was  negative. 

The  laboratory  gave  very  slight  aid  in  estab- 
lishing a diagnosis,  the  only  unusual  finding  being 
a white  blood  cell  count  of  5,700  with  80  per  cent 
polymorphonuclears.  The  red  blood  cell  count 
was  4,600,000;  the  hemoglobin  was  55  per  cent. 
Blood  culture  was  negative,  and  the  blood 
chemistry  was  within  normal  limits.  The  stool 
cultures  were  negative  for  typhoid  and  para- 
typhoid. Urine  was  negative.  The  Bacillus 
brucella  reaction  was  negative.  No  Widal  was 
done  on  admission.  Pharyngeal  swab  revealed 
no  pneumococci.  X-ray  of  the  lungs  on  the 
second  day  after  admission  was  reported  as 
“an  acute  respiratory  infection  with  accentuated 
peribronchial  markings  of  both  upper  lobes  and 
no  confluent  consolidation.” 

For  the  first  ten  days  after  admission  the  course 

* Read  before  the  Pediatric  Section,  The  New  York 
Academy  of  Medicine,  May,  1939. 


was  extremely  stormy,  with  continued  high  tem- 
perature, reaching  106.6  F.  at  one  time,  and  per- 
sistent delirium  with  complete  disorientation. 
Encephalitis  was  suspected,  but  a lumbar  punc- 
ture proved  to  be  entirely  negative. 

The  child  received  infusions,  clyses,  and  three 
successive  transfusions  on  the  eleventh,  twelfth, 
and  thirteenth  days  of  illness.  Sulfapyridine 
was  started  on  the  day  after  admission  but  had 
no  effect  on  the  general  condition  or  temperature 
which  became  progressively  higher  so  that  the 
drug  was  discontinued  after  five  days  of  use,  the 
total  dosage  employed  being  8 Gm. 

Successive  roentgenograms  from  the  seventh 
to  the  eighteenth  day  of  illness  showed  an  in- 
crease in  accentuation  of  the  bronchial  markings 
of  both  lung  fields,  with  a bronchopneumonic 
process  of  the  left  upper  lobe  and  a well-marked 
infection  of  the  right  upper  lobe.  Five  days  after 
admission  there  was  reported  “an  unusual  en- 
largement of  the  cardiac  shadow.” 

Because  of  the  continued  high  temperature  and 
low  leukocyte  count  and  the  persistence  of  splenic 
enlargement,  typhoid  fever  was  suggested,  and, 
to  our  great  surprise,  a Widal  done  on  the  sixth 
hospital  day  and  the  thirteenth  day  of  illness 
proved  to  be  positive  in  a dilution  of  1-160 
(formalized  antigen).  On  the  tenth  hospital  day 
an  agglutination  in  the  same  strength  was  pres- 
ent, and  eight  days  later  the  Widal  was  fading 
in  strength  becoming  completely  negative  twelve 
days  later.  The  white  blood  cell  counts  re- 
mained consistently  at  low  normal. 

Beginning  with  the  tenth  hospital  day  there 
was  gradual  improvement  in  the  child’s  condi- 
tion, the  sensorium  began  to  clear,  and  the  tem- 
perature dropped  to  101  F.  On  the  fourteenth 
hospital  day  abscesses  of  both  thighs  developed 
at  the  sites  of  the  frequent  clyses.  These  were 
incised  and  drained,  and  they  healed  slowly. 
Culture  revealed  a Staphylococcus  albus,  the 
same  organism  being  cultured  from  the  left  ear 
that  had  to  be  incised  on  the  thirty-seventh  day 
of  illness. 

The  patient  was  discharged  to  a convalescent 
home  on  the  seventy-sixth  day  of  illness. 

Discussion 

No  absolutely  conclusive  diagnosis  can  be 
made  in  this  case.  In  favor  of  a diagnosis  of 
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enteric  fever  is  the  persistent  leukopenia  in  the 
presence  of  very  high  temperature,  a palpable 
spleen,  a clinical  course  which  is  not  at  variance 
with  that  most  protean  of  diseases,  and  three 
Widals  in  a fairly  high  agglutinin. 

Against  the  diagnosis  of  typhoid  fever  is  pri- 
marily a weakening  of  the  Widal  reaction  and 
complete  cessation  of  agglutination  within  five 
weeks  after  the  first  appearance  of  this  reaction. 
The  persistence  of  a positive  Widal  for  several 
months  after  an  infection  with  Bacillus  typhosus 
is  universally  conceded,  although  older  clinicians 
claim  that  twenty -five  years  ago,  when  the  dis- 
ease was  much  more  prevalent,  this  reaction  occa- 
sionally became  negative  after  a relatively  short 
period.  In  this  case  it  was  originally  thought 
that  the  first  Widal,  the  blood  for  which  was 
taken  two  days  after  the  first  transfusion,  might 
have  been  due  to  passive  transfer  of  agglutinating 
substances  from  the  donor,  but  the  donor’s  Widal 
performed  six  weeks  after  the  first  transfusion 
proved  to  be  negative. 

An  additional  argument  against  the  diagnosis 
of  typhoid  fever  was  the  persistently  negative 
stool  and  urine  cultures  for  Bacillus  typhosus  or 
paratyphosus  and  the  absence  of  the  usual  intes- 
tinal symptoms  of  the  disease. 

Summary 

In  conclusion,  therefore,  although  it  is  recog- 
nized that  typhoid  fever  frequently  runs  a bi- 
zarre course,  especially  in  infants  and  children, 
the  diagnosis  of  the  disease  in  this  case,  in  view 
of  the  controversial  data  presented,  obviously 
must  remain  unsettled. 

The  failure  to  obtain  any  type  of  pneumococ- 
cus from  pharyngeal  swabs,  the  complete  lack  of 
response  to  an  adequate  course  of  sulfapyridine, 
plus  roentgenologic  evidence  of  a pneumonia  at 
a time  when  an  epidemic  of  so-called  “viral” 
pneumonias  was  present  in  the  city  led  us  to  a 
conclusion  that  the  best  final  diagnosis  was  “non- 
pneumococcic  pneumonia  simulating  typhoid 
fever.” 
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Foreword 

In  view  of  the  world  situation  a timely  topic 
for  the  Second  District  Branch  Meeting  is 
“Military  Medicine.” 

Arrangements  have  been  made  to  hold  this 
meeting  at  Mitchel  Field,  L.  I.,  through  the 
courtesy  of  the  Commanding  Officer  of  that 
Post. 

As  usual  there  will  be  a morning  and  after- 
noon session  with  a luncheon  in  between.  At 
the  luncheon,  we  shall  hear  from  the  President 
of  the  Medical  Society  of  the  State  of  New  York, 
Dr.  Flynn. 

Instead  of  the  usual  exhibit  there  will  be  an 
opportunity  to  inspect  various  types  of  military 
aircraft. 

Since  the  luncheon  will  be  held  at  the  Officers’ 
Club,  facilities  will  be  less  elastic  than  at  a hotel, 
and  it  is  absolutely  essential  that  reservations  be 
made  in  advance.  Please  help  us  by  making 
your  reservations  early. 

Mitchel  Field  can  be  reached  by  automobile  or 
by  train.  It  is  located  on  Stewart  Avenue,  just 
east  of  Garden  City.  Those  coming  by  train 
should  get  off  at  Country  Life  Press  where  a 
trolley  car  will  meet  the  train  and  bring  you  to 
Mitchel  Field.  There  will  be  parking  facilities 
at  the  Field  for  those  coming  by  automobile. 

Louis  H.  Bauer,  M.D.,  president 

10:00  a.m. 

1.  Plans  of  the  Medical  Profession  for  Na- 
tional Preparedness  and  Mobilization.  Samuel 
J.  Kopetzky,  M.D.,  chairman , Military  Prepared- 
ness Committee,  Medical  Society  of  the  State  of 
New  York. 

2.  General  Principles  of  Medicomilitary  Care 
and  Evacuation.  Colonel  Julius  Blank,  M.C., 
U.  S.  A.  Headquarters,  Second  Corps  Area. 

3.  Plastic  Surgery  in  Connection  with 
General  Medical  Work.  Clarence  R.  Straatsma, 
M.D.,  New  York  City. 

12:00 

Inspection  of  various  types  of  aircraft.  Pa- 
rade Ground,  Mitchel  Field. 


1:00  p.m. 

Luncheon.  Officers’  Club,  Mitchel  Field.  (The 
luncheon  will  cost  $1.25  per  plate.  Reserva- 
tions must  be  made  in  advance.) 

a.  Short  Business  Session  with  election  of 
officers  for  1941-1943. 

b.  Welcome  to  Mitchel  Field.  Brig.  General 
Douglas  B.  Netherwood,  Air  Corps,  Command- 
ing Officer,  Mitchel  Field. 

c.  Address — James  M.  Flynn,  M.D. 

2:00  p.m. — Program  continued  at  Post  Theater. 

1.  The  Treatment  of  Head  Injuries.  Lt. 
Col.  M.  F.  DuFrenne,  M.C.,  U.  S.  A.  Post  Sur- 
geon, Fort  Jay,  New  York. 

2.  Hospitalization,  in  the  Zone  of  the  Interior 
and  in  the  Theater  of  Operations.  Col.  Floyd 
Kramer,  M.D.,  U.  S.  A.  Post  Surgeon,  Fort 
Totten,  New  York. 

, 3.  The  Practical  Phases  of  the  Early  Recog- 

nition and  Management  of  Shock.  Virgil 
Moon,  M.D.,  professor  of  pathology,  Jefferson 
Medical  College. 

4.  Aviation  Medicine.  Lt.  Col.  Charles  L. 
Maxwell,  M.C.,  U.  S.  A.  Post  Surgeon,  Mitchel 
Field. 

Woman’s  Auxiliary  Meeting 

The  woman’s  auxiliaries  to  the  Medical  Socie- 
ties of  Kings,  Queens,  Nassau,  and  Suffolk  will 
hold  a joint  meeting,  under  the  chairmanship  of 
Mrs.  L.  H.  Kice,  president  of  the  State  Auxiliary, 
at  the  meeting  of  the  Second  District  Branch  of 
the  Medical  Society  of  the  State  of  New  York. 

The  meeting  will  be  held  at  the  Officers’  Club, 
Mitchel  Field,  L.  I.,  on  November  13,  1940. 

There  will  be  a brief  session  in  the  morning  at 
11  a.m.  The  members  will  then  join  the  mem- 
bers of  the  Branch  at  luncheon  at  which  Dr. 
James  M.  Flynn,  president  of  the  Medical  So- 
ciety of  the  State  of  New  York,  will  speak. 

After  the  luncheon,  Dr.  Samuel  J.  Kopetzky 
will  address  the  auxiliaries  on  the  part  that 
they  can  play  in  medical  preparedness.  Dr. 
Kopetzky  is  president-elect  of  the  State  Society 
and  chairman  of  its  Committee  on  Military 
Preparedness. 

This  address  will  be  followed  by  a bridge  party. 


COURSE  ON  SOCIAL  ASPECTS  OF  MEDICINE 


A course  of  six  lectures  on  the  social  aspects  of 
medicine  given  by  Dr.  C.-E.  A.  Winslow  and 
Dr.  Franz  Goldmann  of  Yale  University  School 
of  Medicine  at  the  New  School  for  Social  Re- 
search began  on  October  3. 

Dr.  Winslow  gave  the  first  lecture  and  will 
give  the  last  lecture  as  well  as  one  on  October  17. 


During  the  course  the  following  aspects  will  be 
discussed:  the  fundamental  problem,  the  basic 
principles  of  social  medicine,  the  recommenda- 
tion of  the  Committee  on  the  Costs  of  Medical 
Care,  and  recent  developments  in  the  field ; 
also  a national  health  program  will  be  out- 
lined. 
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Public  Health  News 


Medical  Education  Program  Expanded 

The  Council  Committee  on  Public  Health  and  Education  of  the  Medical  Society  of 
the  State  of  New  York  arranged  a Teaching  Day  on  Rheumatic  Fever  which  was 
presented  to  the  Onondaga  County  Medical  Society  on  October  1,  1940,  in  Syracuse, 
New  York. 

The  Teaching  Day  plan  increases  the  amount  of  clinical  teaching  in  the  Society’s 
postgraduate  medical  education  program.  A Teaching  Day  may  be  devoted  to  a single 
subject,  or  several  subjects,  with  clinics  conducted  by  eminent  specialists  in  their 
fields  on  the  afternoon  of  the  day  selected,  and  an  evening  meeting  when  the  visiting 
physicians  lecture  and  present  their  subjects  for  general  discussion. 

In  Syracuse,  Dr.  Homer  F.  Swift,  of  the  Hospital  of  the  Rockefeller  Institute  for 
Medical  Research,  New  York  City,  was  the  principal  speaker.  He  conducted  a clinic 
at  the  Syracuse  Memorial  Hospital  in  the  afternoon  and  his  subject  for  the  evening  meet- 
ing was  rheumatic  fever.  The  discussion  was  opened  by  Dr.  Edward  C.  Reifenstein 
and  Dr.  J.  G.  F.  Hiss,  of  Syracuse.  This  program  on  Rheumatic  Fever  was  presented 
in  cooperation  with  the  New  York  State  Department  of  Health. 

A Teaching  Day  for  the  Monroe  County  Medical  Society  was  held  in  Rochester  on 
October  9.  The  subjects  for  discussion  were  arthritis,  by  Dr.  Russell  L.  Cecil,  Cornell 
University  College  of  Medicine,  New  York  City;  backache,  by  Dr.  Samuel  Kleinberg, 
of  the  Hospital  for  Joint  Diseases,  New  York  City;  and  thyroid  diseases,  by  Dr.  Merle 
Scott,  of  the  University  of  Rochester  School  of  Medicine. 

The  Medical  Society  of  the  State  of  New  York  has  conducted  postgraduate  courses 
for  many  years.  These  courses  cover  a wide  variety  of  subjects  and  are  available  for 
county  medical  societies,  hospital  staffs,  and  other  medical  organizations.  In  addition 
to  the  courses  consisting  of  series  of  lectures,  speakers  are  supplied  for  numerous  other 
meetings,  clinics,  and  conferences.  Often  the  New  York  State  Department  of  Health 
and  other  agencies  join  with  the  State  Medical  Society  in  the  educational  program. 

In  addition  to  the  regular  courses,  teaching  days,  and  special  lectures,  institutes  con- 
sisting of  conferences  and  laboratory  studies  are  being  arranged.  These  institutes, 
sponsored  by  the  State  Department  of  Health  and  the  State  Medical  Society  will  be 
devoted  to  the  subjects  of  pathology  and  radiology.  Several  will  probably  be  held  at 
hospitals  and  medical  schools  in  different  parts  of  the  state.  The  cost  of  courses,  lec- 
tures, teaching  days,  and  institutes  is  borne  by  the  State  Medical  Society  and  the  State 
Health  Department.  The  activities  receiving  joint  support  include  maternal  and  child 
welfare,  rheumatic  fever,  tuberculosis,  orthopedics,  pneumonia,  cancer,  and  syphilis. 

The  State  Department  of  Health  and  the  State  Medical  Society  take  an  active  part 
in  the  health  program  of  the  4-H  Clubs  and  other  youth  organizations.  A special  com- 
mittee of  which  Dr.  J.  G.  F.  Hiss,  of  Syracuse,  is  chairman,  directs  this  program. 

The  Council  Committee  on  Public  Health  and  Education  reports  that  nineteen  coun- 
ties have  already  requested  courses,  lectures,  or  teaching  days.  This  demand,  at  this 
time  of  year,  exceeds  previous  years. 

As  a part  of  the  Defense  Program,  the  Medical  Society  has  increased  instruction  in 
public  health  and  sanitation,  plastic  and  reconstructive  surgery.  Lectures,  demon- 
strations, and  clinics  on  these  subjects  are  being  added  to  the  regular  program.  In 
some  counties,  programs  will  be  given  which  will  consist  of  intensive  courses  on  these 
subjects. 

Requests  for  information  regarding  the  postgraduate  medical  education  program 
should  be  addressed  to: 

O.  W.  H.  Mitchell,  M.D.,  chairman 

Council  Committee  on  Public  Health  and  Education 
Medical  Society  of  the  State  of  New  York 
428  Greenwood  Place 
Syracuse,  New  York 
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County  News 


Chautauqua  County 

Physicians  of  the  county  want  every  township 
of  Chautauqua  to  have  the  advantages  of  the 
county  laboratory  service  and  discussed  the 
question  at  a meeting  of  the  county  medical 
society  held  on  September  1 1 at  Newton  Memorial 
Hospital. 

At  present,  60  per  cent  of  the  townships  of 
the  county  have  the  services  of  the  laboratories 
in  Jamestown  and  Dunkirk.  Appropriations 
from  each  township  must  be  voted  by  the  super- 
visors to  participate. 

Forty  doctors  were  guests  of  the  board  of 
managers  of  the  Cassadaga  Hospital  preceding 
the  meeting.  Dr.  Louis  A.  Siegel,  of  Buffalo, 
gave  a paper  on  the  report  of  the  Buffalo  physi- 
cians who  have  made  a survey  of  maternal  mor- 
tality in  Erie  County. 

Dr.  Harold  M.  Childress  won  the  annual 
Jamestown  Medical  Society  golf  tournament,  on 
September  12  over  the  Westfield  Gorge  Golf 
Club  course.  The  winner  had  a net  68  score,  his 
handicap  being  24. 

Chemung  County 

The  Chemung  County  Board  of  Supervisors 
have  voted  down  a proposal  to  create  the  position 
of  county  supervising  physician,  recommended 
by  the  welfare  committee.  A member  of  the 
board  said  he  had  discussed  the  plan  with  six 
prominent  Elmira  physicians  and  none  of  them 
favored  it. 

Cortland  County 

The  Medical  Society  of  the  County  of  Cortland 
held  the  first  of  a series  of  monthly  meetings  to 
be  addressed  by  local  members  on  September  20, 
at  the  Nurses’  Home  of  the  Cortland  County 
Hospital.  Dr.  Harold  E.  Andrews  addressed  the 
society  on  “Bleeding  in  the  Last  Trimester  of 
Pregnancy.”  Dr.  Andrews  outlined  the  many 
causes  of  late  bleeding  and  then  went  into  some 
detail  on  the  causes,  progress?  treatment,  and 
end  results  in  premature  separation  and  in  low 
implantation  of  the  placenta. — Reported  by 
W.  A.  Wall,  M.D.,  Secretary. 

Dutchess  County 

A meeting  of  the  Dutchess  County  Medical 
Society  was  held  at  Poughkeepsie  on  September 
11. 

Members  of  the  Board  for  Qualifications  were 
elected  for  three  years. 

Dr.  Arthur  J.  Wallingford,  chief  gynecologist 
of  the  Albany  Hospital,  spoke  on  “Endometri- 
osis.” Sixty  were  present. — Reported  by  H.  P. 
Carpenter,  M.D.,  Secretary. 

Erie  County 

Buffalo  has  long  been  prominent  in  ophthalmo- 
logic circles;  many  of  her  eye  physicians  have 
held  prominent  places  in  national  and  inter- 
national societies.  Men  like  Drs.  Alvin  Hub- 
bell,  Lucien  Howe,  Lee  Masten  Francis,  Arthur 
G.  Bennett  were  known  the  country  over. 


On  September  10,  Dr.  F.  Park  Lewis  joined 
these  men,  ending  a notable  career  of  over  sixty 
years.  He  was  vice-president  of  the  National 
Society  for  the  Prevention  of  Blindness,  a group 
in  which  he  was  particularly  interested.  He  was 
a member  of  the  board  of  visitors  of  the  New 
York  State  School  for  the  Blind  at  Batavia, 
where  the  new  dormitory  was  named  in  his 
honor. 

The  author,  of  many  publications,  Dr.  Lewis 
was  the  recipient  of  the  Chancellor’s  Medal  of  the 
University  of  Buffalo  and  the  Leslie  Dana  Award 
of  the  American  Medical  Association.  He  held 
honorary  and  active  membership  in  many  socie- 
ties, far  and  near. 

Buffalo  will  miss  this  skilled,  kindly  gentleman 
and  scholar,  who  achieved  a deserved,  world- 
wide recognition. — Reported  by  Louise  Beamis, 
M.D.,  Secretary. 

Extension  of  the  Western  New  York  Medical 
Plan,  Inc.,  to  include  all  income  groups  and  a new 
provision  permitting  participation  in  only  the 
surgical  portion  of  the  plan  has  been  effected. 

Changes  in  the  plan  do  not  affect  present. sub- 
scribers but  will  permit  a much  larger  group  to 
participate  in  the  nonprofit  community  medical 
plan,  Dr.  George  R.  Critchlow,  medical  director, 
announces,  as  reported  in  the  Buffalo  Evening 
News. 

Under  the  new  arrangement  a subscriber  hav- 
ing an  income  in  excess  of  $3,000  may  enroll  his 
family  in  either  the  combination  medical  and 
surgical  plan  or  just  the  surgical  plan.  Reim- 
bursement for  subscribers  in  the  higher  income 
group  receiving  medical  treatment  or  surgery  is 
paid  to  participating  physicians  according  to  a 
definite  rate  schedule. 

Any  difference  between  a physician’s  rate  and 
the  indemnity  schedule  would  be  paid  by  the 
subscriber. 

For  persons  and  families  who  feel  they  are  able 
to  pay  for  ordinary  medical  fees  incurred  during 
the  year  but  desire  surgical  obstetrical  protection 
the  new  plan  provides  a lower  rate. 

Thus,  for  the  family  group  the  monthly  rate  for 
medical  and  surgical  care  is  $3.00  and  for  surgical 
care  alone  $1.70.  Both  contracts  provide  for 
maternity  care  and  include  unmarried  children 
under  18. 

Under  the  former  plan  individual  subscribers 
were  limited  to  persons  having  an  income  of 
$1,800  or  less;  subscribers  and  one  dependent  to 
those  having  an  income  of  $2,500  or  less.  Per- 
sons who  have  reached  their  sixty-fifth  birthday 
are  not  eligible. 

Maternity  care  on  the  family  contract  is  given 
after  the  first  year,  including  an  allowance  of  $50 
if  a specialist  is  engaged  instead  of  the  family 
physician. 

Subscribers  may  consult  their  family  doctor, 
providing  he  is  a participating  physician.  More 
than  three-fourths  of  Western  New  York,  ex- 
cluding Niagara  and  Chautauqua  counties,  is 
covered.  There  are  739  participating  physicians. 
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[N.  Y.  State  J.  M. 


Jefferson  County 

A medical  advisory  board  for  the  district  com- 
posed of  Jefferson,  Lewis,  and  Oswego  counties 
has  been  set  up  as  required  by  the  conscription 
act  of  Congress  and  was  officially  approved  by  the 
Jefferson  County  Medical  Society  at  the  regular 
meeting  of  the  society  on  September  12  at  the 
Black  River  Valley  Club. 

The  eight  men  who  compose  the  board  are: 
Dr.  Walter  Fox  Smith,  Dr.  Walter  S.  Atkinson, 
Dr.  James  E.  McAskill,  and  Dr.  Harlow  G. 
Farmer,  Watertown;  Dr.  Kent  Wood  Jarvis, 
Dr.  Francis  L.  Carroll,  Dr.  Harrison  Wallace,  and 
Dr.  Frank  McCormack,  Oswego.  Dr.  McCor- 
mack is  a dentist. 

The  members  of  the  board  were  appointed  by 
the  presidents  of  the  Jefferson  County  Medical 
Society  and  the  Oswego  County  Medical  Society. 
The  purpose  of  the  board  will  be  to  render  pro- 
fessional opinion  on  doubtful  cases  referred  by 
local  draft  boards. 

The  medical  society  also  passed  a resolution  to 
have  a committee  on  medical  preparedness 
established  and  the  following  were  elected  mem- 
bers of  the  committee:  Dr.  Harold  L.  Gokey, 
Alexandria  Bay,  chairman;  Dr.  Francis  J. 
Lawler,  Carthage;  Dr.  Sutherland  E.  Simpson, 
and  Dr.  Garner  Scullard,  Watertown. 

The  speaker  of  the  evening  was  Dr.  William 
Siegal,  director  of  the  division  of  tuberculosis  of 
the  New  York  State  Department  of  Health,  who 
discussed  tuberculosis  of  the  adult. 

Kings  County 

The  Brooklyn  College  of  Pharmacy  of  Long 
Island  University,  cooperating  with  local  medical 
associations  and  societies,  is  planning  a course  of 
fifteen  lectures  and  laboratory  demonstrations  in 
prescription  writing  for  the  skin  in  health  and 
disease. 

The  topics  and  speakers  for  the  Friday  after- 
noon lectures  at  the  MacNaughton  Auditorium 
on  October  18  and  25  at  4:00  p.m.  will  be  as 
follows:  Oct.  18 — “Regional  and  Local  Anal- 

gesic Injections  for  Local  and  Intractable  Pain,” 
by  Dr.  James  M:  Tarsy;  Oct.  25 — “Diagnostic 
and  Therapeutic  Aspects  of  Sterility,”  by  Dr. 
Samuel  L.  Siegler. 

In  the  courses  in  contemporary  medicine  ar- 
ranged by  the  Clinical  Committee,  Dr.  Kenneth 
G.  Jennings  will  speak  on  meningitis,  and  Dr. 
Max  A.  Goldzieher  will  speak  on  gynecologic 
aspects  of  endocrinology,  on  October  21  at  4:00 
and  4 :45  p.m.  On  October  28,  at  the  same  hours, 
Dr.  Walter  F.  Watton  will  discuss  respiratory  in- 
fections, and  Dr.  Jacob  Rosenblum  will  discuss 
blood-stream  infections. 

Monroe  County 

Seeking  coordination  of  all  public  and  private 
health  agencies,  the  Monroe  County  Medical 
Society  has  enlarged  its  busy  Medical  Defense 
Committee. 

Dr.  Albert  D.  Kaiser,  president,  announcing 
new  appointments  to  the  group,  said  they  would 
establish  liaison  between  official  city  and  county 
preparedness  committees.  The  enlargement  was 
made  at  the  request  of  Dr.  Charles  P.  Thomas, 
committee  chairman.  New  members  follow: 
Dr.  Christopher  G.  Parnall,  superintendent  of 
General  Hospital,  who  will  represent  hospitals; 


Dr.  Walter  S.  Thomas,  director  of  the  county 
bacteriologic  laboratory,  who  will  represent  the 
county;  Dr.  Paul  A.  Lembcke,  district  state 
health  officer,  who  will  represent  the  state;  and 
Dr.  George  P.  Berry,  who  will  represent  the 
University  of  Rochester  Medical  School. 

On  September  18  death  came  in  Strong  Me- 
morial Hospital  to  Dr.  George  W.  Goler,  76, 
retired  Rochester  health  officer  whose  medical 
career  was  devoted  to  child  health  and  hygiene. 

Dr.  Goler  retired  in  1932  after  thirty-five  years 
as  health  officer,  during  which  time  he  established 
there  the  first  municipal  milk  station  and  first 
prenatal  clinics  in  the  country. 

His  closest  ally  in  a long  fight  to  establish 
municipal  milk  stations  for  the  feeding  of  babies 
was  the  late  Nathan  Straus,  philanthropist. 

In  a “better  milk  for  babies”  campaign  which 
he  conducted  with  Straus,  Dr.  Goler  made  a 
speaking  tour  of  western  states,  urging  universal 
adoption  of  his  principles. 

He  established  the  first  two  of  his  famous  child 
welfare  stations  here  in  1896.  By  the  1930’s  the 
number  had  increased  to  more  than  fifty.  The 
stations  made  the  services  of  trained  nurses  avail- 
able at  all  times  to  give  advice  on  common  child 
complaints. 

Medical  historians  credit  Dr.  Goler  with  mak- 
ing medical  history  in  1904  with  the  establish- 
ment of  the  first  prenatal  clinics.  Dr.  Goler 
counts  this  one  of  his  hardest  won  victories,  for 
the  new  idea  at  first  made  little  progress  against 
the  traditional  practice  of  employing  a midwife. 

To  Dr.  Goler  and  to  the  deputy  health  officer, 
Dr.  Joseph  Roby,  goes  credit  for  the  establish- 
ment of  one  of  the  first  venereal  disease  clinics 
in  the  country. 

Dr.  Goler  attracted  medical  attention  to 
Rochester  again  in  1926  when  he  was  victorious 
in  a long  fight  to  introduce  iodine  into  the  city 
drinking  water  supply  to  combat  adolescent 
goiter. 

At  his  death  he  was  reported  to  be  working  on 
a book,  “The  History  of  Medicine  in  Rochester.” 

Montgomery  County 

On  September  21  Dr.  Kurt  Hans  Semsroth, 
pathologist  of  the  Amsterdam  City  Hospital  and 
St.  Mary’s  Hospital,  died  at  Raybrook,  N.  Y.,  of 
pulmonary  tuberculosis. 

He  was  a member  of  the  American  Association 
of  Bacteriologists  and  Pathologists,  American 
Association  for  the  Advancement  of  Science, 
New  York  State  Association  of  Pathologists  and 
Bacteriologists,  and  assistant  pathologist  at  the 
Albany  Medical  College. — Reported  by  Roger 
Conant,  M.D.,  Secretary. 

At  a meeting  of  the  Medical  Society  of  the 
County  of  Montgomery  on  September  10  at  the 
Elks  Club  in  Amsterdam,  Dr.  Thistle  McKee, 
of  the  State  Department  of  Health,  presented  a 
paper  on  infantile  paralysis  and  spoke  of  various 
epidemics  during  the  past  several  years.  It  was 
brought  out  that  there  were  no  more  cases  of  the 
disease  reported  and  that  the  present  epidemic 
appeared  to  be  under  control. 

Nassau  County 

The  program  of  the  Nassau  County  Medical 
Society  on  September  24  was  as  follows:  (1) 

sound  motion  picture,  “Twixt  the  Cup  and  the 
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Lip,”  presented  by  the  New  York  State  Depart- 
ment of  Health;  (2)  business  session;  (3)  scien- 
tific program — “Communicable  Disease  Con- 
trol,” by  Dr.  J.  P.  Leake,  medical  director,  United 
States  Public  Health  Service. 

New  York  County 

The  long  and  far-reaching  arm  of  the  law  has 
finally  caught  up  with  the  handsome  Lothario, 
who,  through  the  gullibility  of  some  of  our  col- 
leagues, has  made  for  himself  a tidy  sum  of  money 
with  only  a diseased  pair  of  tonsils  and  a glib 
tongue  as  collateral,  says  the  Medical  Week. 

Some  months  ago,  a doctor  who  had  been  hood- 
winked by  this  man  sent  in  a letter  of  warning  to 
the  Medical  Week.  This  letter  was  printed  in 
the  Public  Forum  and  was  greatly  instrumental 
in  bringing  about  the  capture  of  Harlin  Harring- 
ton, alias  Hamlin. 

Harrington’s  method  of  approach  would  be 
very  decorous  and  deceptive  because  of  his  good 
looks  and  fine  and  congenial  manners.  His  com- 
plaint would  be  that  of  having  a constantly  in- 
flamed throat.  Upon  due  examination,  the 
diagnosis  would  be  diseased  tonsils.  Being  ad- 
vised that  a tonsillectomy  was  indicated,  he 
would  immediately  request  that  the  operation  be 
booked  for  the  following  day.  He  would  be 
quite  magnanimous  about  the  fee. 

All  of  this  being  taken  into  consideration,  in 
the  course  of  conversation  he  would  inject  the 
fact  that  his  brother  was  a well-known  jockey 
and  that  he  had  a good  tip  on  a horse  which  he 
was  going  to  bet  on  that  afternoon.  His  manner 
would  be  so  convincing  and  engaging  that  a 
feeling  of  good  fellowship  would  be  established 
between  the  doctor  and  the  would-be  patient. 
With  visions  of  his  horse  coming  in  first,  our  good 
colleagues  were  soon  parted  with  their  money. 

Of  course,  this  would  always  mean  the  dis- 
appearance of  Harlin  Harrington,  alias  Hamlin, 
who  would  retain  his  diseased  tonsils  for  another 
visionary  doctor. 

However,  similar  incidents  have  been  con- 
stantly reported  to  the  police,  and  Detective 
Moran  of  the  Nineteenth  Squad  finally  made  his 
arrest  the  other  day. 

The  following  are  some  of  the  details  in  the 
career  of  Harlin  Harrington,  alias  Hamlin: 

He  has  been  preying  on  the  men  of  the  medical 
profession  throughout  New  York  State  for  a 
number  of  years  and  has  actually  made  from  $40 
to  $90  a day  by  the  above-stated  method.  He 
was  arrested  eight  years  ago  in  Schenectady  on  a 
similar  charge,  but  the  case  was  dismissed  as  the 
doctor  who  made  the  accusation  would  not 
prosecute.  He  will  now  be  prosecuted  to  the  full 
extent  of  the  law,  as  there  are  a number  of  vic- 
timized physicians  who  are  willing  to  testify 
against  this  human  parasite. 

Dr.  George  W.  Jacoby,  a specialist  in  nervous 
diseases  who  had  practiced  for  sixty  years,  died 
on  September  11  at  his  home,  44  West  Seventy- 
second  Street,  at  the  age  of  83.  He  was  presi- 
dent of  the  American  Neurological  Association  in 
1915. 

Among  his  books  are  Electrotherapy,  Suggestion 
and  Psychotherapy , Child  Training  as  an  Exact 
Science,  The  Unsound  Mind  and  the  Law,  Elec- 
tricity in  Medicine,  the  last  in  collaboration  with 
his  brother,  Dr.  J.  Ralph  Jacoby,  and  Physician, 
Pastor  and  Patient,  published  in  1936. 


Onondaga  County 

Names  of  Syracuse  and  Onondaga  County 
physicians  recommended  by  the  Medical  Pre- 
paredness Committee  of  the  Onondaga  County 
Medical  Society  for  selection  to  serve  on  a Syra- 
cuse wartime  medical  advisory  board  of  eight 
and  with  each  of  the  draft  boards  in  the  city  and 
county  were  revealed  on  September  17  by  Dr. 
Brewster  C.  Doust,  president  of  the  society; 
Dr.  Edward  S.  Van  Duyn,  chairman  of  the  so- 
ciety’s medical  preparedness  committee,  and  R. 
Marcus  Dick,  executive  secretary  of  the  society. 

Recommended  for  the  medical  advisory  board 
of  eight  are  Dr.  Albert  A.  Getman,  chairman  and 
internist;  Dr.  Carlton  F.  Potter,  radiologist; 
Dr.  Noble  R.  Chambers,  psychiatrist;  Dr. 
Brooks  W.  McCuen,  surgeon;  Dr.  Richard  S. 
Farr,  orthopedist;  Dr.  Mortimer  G.  Brown, 
otolaryngologist;  Dr.  Harold  H.  Joy,  ophthal- 
mologist; and  Dr.  C.  B.  Frawley,  dentist. 

Recommended  for  service  with  district  draft 
boards  (one  to  be  chosen  for  each  district  by 
Governor  Lehman)  are: 

Syracuse  districts:  Dr.  Clifford  E.  McElwain, 
Dr.  Sidney  A.  Britten,  Dr.  Wendell  V.  Brown, 
Dr.  George  B.  Andrews,  Dr.  Albert  A.  Bailey, 
Dr.  C.  George  Murdock,  Dr.  J.  Winthrop  Pen- 
nock,  Dr.  A.  Carl  Hofmann,  Dr.  John  B.  Alsever, 
Dr.  James  G.  Derr,  Dr.  Ralph  R.  Scobey,  Dr. 
Raymond  J.  Devine,  Dr.  Arthur  D.  Meyers,  Dr. 
Tracy  L.  Bryant,  Dr.  Walter  W.  Street,  Dr.  De- 
Witt  Brougham,  and  Dr.  Harold  M.  Totman. 

Baldwinsville  district:  Dr.  Robert  B.  Hagen, 

of  Liverpool,  and  Dr.  Willard  A.  Loomis,  of 
Baldwinsville. 

Manlius  district:  Dr.  T.  Ralph  Wilcox,  of 

Manlius,  and  Dr.  G.  J.  Bryan,  of  Fayetteville. 

Skaneateles  district:  Dr.  Frank  G.  Dye  and 

Dr.  William  R.  Dolan,  both  of  Skaneateles. 

Tully  district:  Dr.  Marcus  S.  Richards,  of 

Tully,  and  Dr.  John  J.  Gossner,  of  Fabius. 

Four  of  the  physicians  named,  Drs.  Richards, 
Murdock,  Alsever,  and  Bryant,  hold  commissions 
in  the  medical  section  of  the  Reserve  Officers 
Training  Corps. 

Members  of  the  Utica  Academy  of  Medicine 
united  with  the  Syracuse  organization  for  an 
outing  at  the  Bellevue  Country  Club,  Syracuse, 
on  September  17. 

Dr.  Philip  L.  Turner,  Utica,  spoke  on  “Tem- 
poromandibular Arthropathy  in  Serum  Sick- 
ness.” Dr.  Keith  Preston  spoke  on  “Prevention 
and  Control  of  Toxemias  of  Pregnancy  by 
Regulation  of  Water  Balance  and  Control  of 
Anemia.” 

The  physicians  and  surgeons  played  golf  dur- 
ing the  day  and  dinner  was  served  at  7:00  p.m. 
A luncheon  for  golfers  was  served  from  noon  to 
2:00  p.m.  The  program  followed  the  dinner. 

Ontario  County 

Disorders  of  the  stomach  was  the  theme  of  an 
address  by  Dr.  L.  Pulsifer,  of  Rochester,  on 
September  12,  before  members  and  guests  of  the 
Canandaigua  Medical  Society  at  the  first  fall 
meeting.  Dr.  Margaret  T.  Ross  was  hostess 
at  Brigham  Hall. 

Dr.  William  A.  Howe,  78,  of  Phelps,  retired 
deputy  commissioner  of  health  for  New  York 
State,  died  on  September  11  at  the  Clifton  Springs 
Sanitarium. 
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Before  becoming  associated  with  the  State 
Department  of  Health,  Dr.  Howe  had  practiced 
medicine  in  Phelps  for  twenty  years,  during 
which  time  he  was  active  in  the  affairs  and  once 
was  president  of  the  Ontario  County  Medical 
Society.  He  became  director  of  the  division  of 
communicable  diseases  in  the  New  York  State 
Department  of  Health  in  1909  and  subsequently 
deputy  commissioner  of  health  of  this  state  when 
that  position  was  created  in  1910. 

In  1927  Dr.  Howe  organized  and  was  the  first 
president  of  the  American  Association  of  School 
Physicians;  he  was  president  of  the  pension  ex- 
aminers of  the  United  States,  and  president  of  the 
child  hygiene  section  of  the  National  Education 
Association.  Acknowledging  his  unusual  ac- 
complishments in  the  field  of  health  among  school 
children,  Hobart  College  awarded  him  the  honor- 
ary degree  of  L.L.D.  in  1930.  He  also  was 
awarded  by  the  State  of  California  the  Ling 
Medal  for  distinguished  service  to  child  health. 

Orleans  County 

Dr.  Robert  P.  Munson,  of  Medina,  who  died 
there  on  September  11  at  the  age  of  43,  was 
secretary-treasurer  of  the  Eighth  District 
Branch  of  the  State  Society  in  1929-1930. 

Oswego  County 

The  Oswego  Academy  of  Medicine  has  given 
an  urologic  x-ray  table  to  the  Oswego  Hospital. 
The  table  will  make  it  possible  to  take  x-ray  pic- 
tures of  kidney  and  bladder  conditions  without 
moving  the  patient  from  the  examining  table. 
It  can  be  easily  equipped  with  a device  to  take 
serial  x-ray  photographs,  similar  to  motion  pic- 
tures of  the  organs  in  action. 

Otsego  County 

The  September  meeting  of  the  Otsego  County 
Medical  Society  was  held  on  September  1 1 at  the 
Cooper  Inn,  Cooperstown. 

A committee  was  appointed  to  formulate  reso- 
lutions on  the  sudden  death  of  Dr.  F.  J.  Atwell, 
who  served  as  secretary  of  the  Otsego  County 
Society  for  eight  years. 

At  the  business  session.  Medical  and  Surgical 
Care,  Inc.,  as  inaugurated  under  the  leadership  of 
physicians  of  Utica,  was  explained  to  the  society 
by  Dr.  F.  M.  Miller  and  Mr.  H.  C.  Stephenson, 
president  and  managing  director,  respectively,  of 
this  organization.  The  Otsego  County  Society 
voted  to  endorse  this  plan. 

At  the  scientific  session,  Dr.  Louis  C.  Kress,  of 
Albany,  presented  an  illustrated  talk  on  “The 
Recognition  of  Some  of  the  Common  Malignan- 
cies.” There  was  discussion  by  Dr.  Darrell 
Ayer,  of  Cooperstown,  and  Dr.  James  Greenough, 
of  Oneonta.  Dr.  Greenough  outlined  briefly  the 
satisfactory  development  of  the  local  cancer 
clinic  at  the  Fox  Memorial  Hospital  in  Oneonta. 

Queens  County 

The  program  of  the  Medical  Society  of  the 
County  of  Queens  on  September  24  was  as  fol- 
lows: “The  Treatment  of  Tuberculosis,”  by 

Dr.  J.  Burns  Amberson,  Jr.,  physician-in-charge 
of  tuberculosis,  Bellevue  Hospital;  “Tubercu- 
losis in  Childhood,”  by  Dr.  Charles  Hendee 
Smith,  pediatrician,  Bellevue  and  Presbyterian 
hospitals.  The  discussion  was  by  Dr.  Herbert 
R.  Edwards,  director.  Bureau  of  Tuberculosis, 


Department  of  Health.  The  scientific  exhibit 
was  “The  Pathology  of  Tuberculosis.” 

The  subjects  and  speakers  of  the  Friday  after- 
noon talks  on  October  4 and  18,  4:30  p.m.  are: 
October  4,  “Obstetric  Shock,”  by  Dr.  Harvey  B. 
Matthews,  F.A.C.S.,  obstetrician  and  gyne- 
cologist, Methodist  and  Long  Island  College  hos- 
pitals; October  18,  “Treatment  of  Chronic 
Arthritis,”  by  Dr.  Martin  H.  Dawson,  associate 
physician,  Presbyterian  Hospital. 

The  following  members  have  been  appointed 
to  serve  on  the  society’s  Medical  Preparedness 
Committee:  Dr.  H.  P.  Mencken,  chairman; 
Dr.  James  Dobbins;  Dr.  Frank  Dealy;  and  Dr. 
William  K.  Rogers. 

The  Graduate  Education  Committee  offers 
physicians  and  their  friends  an  opportunity  to 
improve  their  Speech,  develop  Confidence,  Poise, 
and  Personality.  Arrangements  have  been 
made  to  repeat  this  course  under  the  direction  of 
Augustus  E.  Calif ano,  who  has  successfully  con- 
ducted two  such  courses  for  the  society  during 
the  past  two  years. 

Schenectady  County 

The  Schenectady  County  Medical  Society  had 
an  old-fashioned  clambake  at  the  farm  of  Dr.  E. 
MacD.  Stanton,  Scotch  Ridge  Road,  on  Septem- 
ber 19.  Preceding  the  bake  there  was  a softball 
game  in  which  Dr.  F.  Leslie  Sullivan,  of  Scotia, 
pitched  his  team  to  a 39-37  victory  over  the 
opposing  team  headed  by  Dr.  P.  F.  Purcell.  The 
affair  was  attended  by  about  two  hundred  physi- 
cians and  friends. 

Wayne  County 

More  than  60  physicians,  lawyers,  and  dentists 
of  Wayne  County  attended  the  annual  outing  of 
the  county’s  professional  men’s  clubs  on  Septem- 
ber 10  at  Newark  Country  Club. 

James  Donahue  of  Geneseo,  humorist,  spoke 
to  the  group  following  a 6:30  p.m.  indoor  clam- 
bake. Guests  also  participated  in  an  afternoon 
golf  program. 

Members  of  the  Wayne  County  Medical  So- 
ciety, Wayne  Bar  Association,  and  Wayne  Den- 
tal Society  attended. 

Westchester  County 

The  Westchester  County  Medical  Society 
opened  its  fall  program  of  scientific  work  on 
September  17  at  the  New  York  Hospital,  West- 
chester Division,  when  more  than  two  hundred 
physicians  gathered  to  hear  a paper  by  Dr. 
William  Thalhimer,  director  of  the  Manhattan 
Convalescent  Serum  Laboratory,  on  “the  use  of 
human  serum  in  combating  infectious  diseases 
and  in  treating  shock.” 

In  the  executive  session  a report  was  received 
from  the  society’s  special  committee  on  medical 
preparedness,  which  was  organized  in  June  under 
the  chairmanship  of  Dr.  Erich  H.  Restin,  of 
Mount  Vernon.  The  committee  reported  that 
more  than  80  per  cent  of  the  physicians  practicing 
in  the  county  had  responded  to  an  exhaustive 
questionnaire  giving  the  committee  complete 
data  concerning  their  professional  and  personal 
qualifications  with  respect  to  possible  active  serv- 
ice with  military  forces  in  the  field. 

The  committee  is  cooperating  with  the  West- 
chester County  Hospital  Association  in  surveying 
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hospital  facilities  and  with  nursing  organizations 
in  obtaining  data  concerning  nursing  personnel. 

Dr.  Vier  announced  the  appointment  of  Dr. 
Ralph  T.  B.  Todd,  of  Tarrytown,  as  chairman  of 
a nominating  committee  composed  of  himself; 
Dr.  W.  S.  Martens,  of  PeekskUl;  Dr.  Walter  J. 
Halloran,  of  Yonkers;  Dr.  Robert  C.  Towse,  of 
White  Plains;  Dr.  R.  E.  Tschon,  of  Katona; 
Dr.  John  V.  Hibbard,  of  Port  Chester;  Dr. 
Manville  W.  Norton,  of  New  Rochelle;  and  Dr. 
Arthur  H.  Hardy,  of  Mount  Vernon,  to  present 
nominations  for  officers  of  the  society  for  the 
coming  year  at  the  next  meeting  of  the  society  in 


October.  The  election  of  officers  will  take  place 
at  the  annual  meeting  in  November. 

The  feature  of  the  county  society’s  program  on 
October  15  is  a paper  on  “An  Evaluation  of 
Newer  Laboratory  Methods,”  by  Dr.  William  P. 
Thompson,  assistant  professor  of  medicine,  Col- 
lege of  Physicians  and  Surgeons,  Columbia  Uni- 
versity. 

The  Medical  Society  of  Mount  Vernon  in- 
augurated activities  for  the  fall  season  on  Sep- 
tember 12  with  golf  followed  by  a dinner  at  the 
Pelham  Country  Club. 


Deaths  of  New  York  State  Physicians 


Name 

Age 

Medical  School 

Date  of  Death 

Residence 

Donald  V.  Burns 

39 

L.  I.  C.  Hosp. 

August  25 

Brooklyn 

Marietta  Catalano-MacLean 

42 

Buffalo 

August  3 

Buffalo 

Myron  P.  Denton 

81 

Harvard 

July  22 

Manhattan 

George  V.  Duffy 

55 

Fordham 

September  6 

Queens  Village 

Frank  M.  Hall 

68 

Baltimore  Med. 

September  6 

Sylvan  Beach 

William  A.  Howe 

78 

P.  & S.  N.  Y. 

September  11 

Phelps 

Charles  S.  Hunt 

65 

P.  & S.  N.  Y. 

September  9 

Manhattan 

George  W.  Jacoby 

83 

Bellevue  & Berlin 

September  11 

Manhattan 

William  H.  Jessup 

65 

Buffalo 

September  18 

Hollis 

Frederick  R.  Johnson 

32 

P.  & S.  N.  Y. 

September  18 

Manhattan 

Philip  Leibowitz 

53 

L.  I.  C.  Hosp. 

August  29 

Brooklyn 

Francis  P.  Lewis 

85 

Pulte 

September  10 

Buffalo 

Robert  P.  Munson 

43 

P.  & S.  N.  Y. 

September  11 

Medina 

Ludwig  Oulmann 

65 

Wurzburg 

September  16 

Manhattan 

William  D.  Peckham 

66 

Baltimore  Med. 

September  9 

Utica 

Joseph  D.  Slack 

59 

P.  & S.  N.  Y. 

September  7 

Bronx 

WHAT  THE  A.M.A.  STANDS  FOR 

The  American  Medical  Association  stands  for 
orderly  and  continuous  progress  toward  better 
health  for  every  American  citizen.  It  stands  for 
the  elimination  of  every  influence  which  may  be 
destructive  of  the  public  health.  It  stands  for 
the  elimination  of  every  communicable  disease. 
It  stands  for  the  elimination  of  quackery.  It 
stands  for  better  general  understanding  of  per- 
sonal health  problems.  It  stands  for  the  promo- 
tion of  research  into  fundamental  causes  of  dis- 
ease and  curative  therapy.  It  stands  for  better 
education  of  all  physicians,  not  only  the  under- 
graduate but  the  general  practitioner  who  has 
been  long  in  service.  Its  platform  stands  for  the 
coordination  of  all  governmental  health  func- 
tions in  order  to  promote  efficiency  and  eliminate 
duplication  of  effort  and  wasteful  extravagance 
of  the  people’s  money.  It  stands  for  the  treat- 


ment of  the  sick  in  their  homes  by  local  physi- 
cians and  welfare  agencies — where  the  real  in- 
dividual troubles  are  known — and  it  desires  as 
little  interference  by  the  central  government  as 
may  be  consistent  with  constructive  relief  of  per- 
sonal suffering.  Its  program  is  entirely  forward 
looking  and  it  seeks  to  carry  it  on  in  conformity 
with  the  best  traditions  of  an  advanced  democ- 
racy. 

The  dictators  of  organized  medicine  are  the 
practitioners  of  medicine,  every  one  of  whom  has 
a voice  which  will  be  heard  when  it  expresses  a 
constructive  thought,  even  though  it  expresses  ad- 
verse criticism.  Nothing  short  of  the  best  pub- 
lic service  the  organization  can  give  will  content 
the  great  body  of  medical  opinion  that  is  repre- 
sented by  the  American  Medical  Association. — 
Nathan  B.  Van  Etten,  M.D. 


Medicolegal 

Lorenz  J.  Brosnan,  Esq. 

Counsel,  Medical  Society  of  the  State  of  New  York 


Quackery  as  Grounds  for  Disciplinary 
Action  Against  Physician 

Recently  a case  of  interest  came  before  the 
Courts  in  which  a licensed  physician  was 
held  guilty  of  unprofessional  conduct  in  the 
treatment  of  patients  in  that  his  methods 
amounted  to  quackery.*  The  case  is  unusual 
in  that  most  such  conduct  when  it  is  the  subject 
of  judicial  consideration  involves  unlicensed 
rather  than  licensed  practitioners. 

A certain  Dr.  S.,  regularly  licensed  to  engage 
in  the  practice  of  medicine,  had  been  warned, 
upon  complaint  by  a former  patient,  by  the 
State  Board  of  Medical  Examiners  regarding  the 
methods  used  by  him  in  his  practice.  Subse- 
quently that  Board  instituted  proceedings 
against  him  to  revoke  his  license.  The  formal 
charges  against  him  were  of  improper  and  un- 
professional diagnoses  and  of  conducting  him- 
self in  a manner  unbecoming  a person  licensed 
to  practice  medicine,  with  resulting  detriment  to 
the  public  interest. 

The  Board  of  Medical  Examiners  heard  the 
charges  and  took  testimony  which  clearly  brought 
out  the  nature  of  the  alleged  objectionable 
practices.  It  appeared  from  the  testimony 
that  Dr.  S.  was  in  the  habit  of  undertaking  to 
diagnose  a variety  of  diseases  by  taking  a piece 
of  wood  pulp  paper  moistened  by  saliva  from  the 
patient  and  putting  it  on  the  patient’s  abdomen. 
As  he  said:  “Then  we  get  this  line  on  the  pa- 
tient’s abdomen.  Then  in  testing  the  drugs 
(i.e.,  in  selecting  the  medicine),  we  put  the  drug 
in  the  patient’s  hand;  left  hand  for  female  and 
right  hand  for  the  male.  And  if  it  fits  that 
person,  that  (same  line  on  the  abdomen)  will 
go  down  deeper,  three  or  four  finger  breadths 
deeper.”  His  theory  was  that  there  would  be 
some  reaction  apparent  to  him  resulting  from 
applying  the  paper  to  the  abdomen.  He  could, 
it  seems,  thereby  claim  to  tell  which  of  the 
bottles  or  boxes  of  medicines  held  in  the  pa- 
tient’s hand  would  cure  the  patient’s  ailment. 

Before  the  Board,  the  doctor  professed  having 
the  ability  to  make  diagnoses  of  patients  never 
seen  or  examined  by  him  through  the  use  of  like 
methods.  Absentee  patients  would  send  to 
him  test  paper  moistened  by  the  tongue,  and  he 
would  make  a test  on  a “subject”  by  application 
“on  some  other  individual’s  abdomen.  In  such 
cases  the  “subject”  would  hold  various  drugs 
in  his  hand  enabling  Dr.  S.  to  diagnose. 

The  proof  showed  that  invariably  in  the  case 
of  absentee  patients  the  treatment  consisted  of 
pills  or  pellets  composed  of  sugar  and  milk  and 
having  no  other  ingredients.  Dr.  S.  claimed  the 
therapeutic  value  of  these  nostrums  to  be  from 
the  fact  that  he  had  charged  them  with  “energy” 
from  a certain  “hookup”  with  a machine  pos- 
sessed by  him.  The  doctor  made  no  attempt  to 
justify  his  methods  of  treatment  or  diagnosis 
on  any  scientific  basis. 

* Board  of  Medical  Examiners  v.  Schmidt,  292  N.  W. 
255. 


Such  facts  having  been  brought  out  upon  the 
hearing,  the  Board  of  Medical  Examiners  di- 
rected that  the  license  to  practice  medicine  which 
Dr.  S.  possessed  should  be  suspended  for  five 
years.  He  appealed  to  an  intermediate  court 
which  affirmed  the  action  taken  by  the  Board, 
and  thence  took  an  appeal  to  the  highest  State 
Court. 

Upon  the  said  appeal  he  complained  of  the 
action  taken  by  the  Board,  and  urged  that  it 
had  denied  him  his  constitutional  rights.  He 
also  complained  that  he  had  been  denied  the 
opportunity  to  produce  certain  lay  witnesses 
upon  the  hearing  to  testify  in  his  behalf. 

The  Appellate  Court  affirmed  the  decision 
appealed  from  saying  in  part  in  its  decision: 

“There  is  enough,  we  think,  to  show  why 
no  judge,  or  any  number  of  them,  could  say, 
judicially  or  otherwise,  that  the  action  of  the 
board  was  without  abundant  foundation  in 
the  evidence.  It  cannot  be  otherwise  until 
the  methods  of  the  aboriginal  medicine  man, 
the  witch  doctor,  and  voodooism  are  demon- 
strated to  be  superior  to  those  of  modern 
science  as  applied  in  the  field  of  medicine. 
The  board  of  seven  competent  doctors  adhered 
to  the  notion  that  the  accomplishments  of 
biochemistry  and  microscopy,  with  their 
diagnostic  disclosures  (which  in  many  cases 
go  to  the  point  of  demonstration)  are  superior 
to  quackery,  ancient  and  modern.  It  is  just 
impossible  for  a court  to  disagree  with  them. 

“The  argument  that  the  action  of  the 
board  was  either  in  process  or  result  a denial 
of  due  process  or  equal  protection  of  law  is 
without  merit.  We  appreciate  that  appel- 
lant’s attack  is  not  in  the  law  as  such.  It  is 
rather  and  only  in  the  action  of  the  board  in 
this  case.  The  charge  is  the  frequent  one 
made  against  administrative  boards,  that 
they  act  both  as  prosecutors  and  judges. 
Enough  answer  for  this  case  is  that  appellant 
was  given  ample  notice  of  the  nature  of  the 
charges  against  him,  with  an  opportunity  for 
hearing.  He  was  heard  at  length  in  his  own 
defense.  Finally,  the  whole  proceeding  before 
the  board  is  and  has  been  subject  to  court 
review. 

“There  is  no  merit  in  such  argument  as 
there  is  for  appellant  that  the  board  denied 
him  the  privilege  of  producing  certain  wit- 
nesses whose  testimony  he  wanted.  There 
were  three  of  them.  They  had  been  present 
at  the  hearing,  but  left  before  its  conclusion. 
The  board  refused  an  adjournment  to  take 
their  testimony,  but  they  were  informed  in 
substance  what  it  would  be.  The  absent 
witnesses  were  all  laymen  whom  appellant 
had  treated  successfully.  He  did  not  show, 
by  offer  of  proof  or  otherwise,  just  what  ad- 
vantage he  expected  from  their  testimony. 
It  is  clear  that  it  would  not  have  gone  at  all 
to  the  main  charge  against  him,  that  based 
upon  his  diagnostic  methods.  They  were  so 
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clearly  bald  quackery,  and  so  much  an  im- 
position upon  patients,  that  the  testimony 
of  three  patients  with  whom  he  had  had  good 
luck  would  not  have  helped  him.” 

Inquiries 

Your  Counsel  recently  received  the  following 
inquiry: 

“Dear  Sir: 

“I  have  a case  of  a boy  eighteen  years  old, 
whose  father  refuses  to  give  his  consent  for  re- 
moval of  tonsils  and  adenoids.  The  aunt  who 
has  cared  for  this  boy  for  5 years  without  help 
from  the  father  wants  to  get  a court  order  to 
have  tonsils  removed. 

“Would  I be  protected  if  she  received  such 
an  order?  A prompt  opinion  in  this  case 
would  be  much  appreciated.” 

“Sincerely  yours,” 

Your  Counsel’s  reply  was  as  follows: 

“Dear  Dr.: 

“I  note  that  you  have  under  your  care  a 
boy  18  years  of  age  whose  father  refuses  to 
consent  to  an  operation  for  the  removal  of  his 
tonsils  and  adenoids,  and  that  the  boy  is  being 
cared  for  by  his  aunt  who  wishes  to  obtain 
a court  order  requiring  the  performance  of 
the  operation. 

“The  exact  problem  which  confronts  you 
is  one  on  which  there  is  not  a great  deal  of 
authority  to  be  found  in  the  cases  that  have 
come  before  the  Appellate  Courts  of  this 
state.  The  general  rule  is,  of  course,  that  the 
consent  of  the  parents  of  a minor  is  necessary 
before  an  operation  may  be  performed.  In 
cases  of  emergency  an  operation  may  be  per- 
formed without  the  consent  of  the  parents.  It 
seems  clear  that  you  could  not  safely  proceed 
with  the  performance  of  an  operation  for  the 
removal  of  tonsils  and  adenoids  upon  the 
theory  that  such  operation  was  an  emergency. 

“In  certain  cases  for  the  welfare  of  minors 
the  Courts  have  granted  orders  directing  the 
performance  of  operative  procedures.  The 
case  of  Matter  of  Vasko  arose  a few  years  ago 
in  Westchester  County  and  was  one  which  at 
the  time  attracted  considerable  attention. 
In  that  case  an  infant  suffering  from  a malig- 
nant condition,  in  the  opinion  of  certain 
physicians,  required  an  operation  to  save  the 
child’s  life.  The  Court  there  directed  the 
performance  of  the  operation  in  spite  of  the 
refusal  of  the  parents  to  consent. 

“The  order  in  the  Vasko  case  was  granted 
by  the  Children’s  Court  of  Westchester 
County,  which  court  derives  its  powers  from 
the  Children’s  Court  Act  of  the  State  of  New 
York.  I understand  said  act  does  not  apply 
to  the  County  of  X.  I presume  that  there 
is  a Children’s  Court  in  your  locality  with 
similar  powers  to  those  possessed  by  the 
Children’s  Court  of  Westchester  County.  It 
is  possible  that  such  court,  upon  proper  show- 
ing, might  grant  the  order  necessary  to  re- 
quire the  desired  operation  in  spite  of  the  re- 
fusal of  the  father. 

“You  make  the  specific  inquiry  as  to 
whether  you  would  be  protected  if  an  order 
was  made.  If  such  order  should  be  granted. 


I presume  that  it  would  be  based  in  part  at 
least  upon  an  affidavit  furnished  by  you  to  the 
Court  pointing  out  the  necessity  for  the  opera- 
tion. The  order  would  be  your  authority  to 
act  but  proceedings  might  be  brought  against 
you  by  the  parent  claiming  that  the  state- 
ments made  by  you  to  the  Court  were  either 
false  or  founded  upon  an  improper  diagnosis. 
I believe  it  would  be  essential  for  your  pro- 
tection that  a consultant  be  brought  in  and 
that  he,  if  he  concurs  in  your  findings,  join 
with  you  in  presenting  to  the  Court  reasons 
why  the  operation  should  be  performed.” 
“Yours  very  truly,” 

Your  Counsel  recently  received  the  following 
inquiry : 

“Dear  Mr.  Brosnan: 

“I  have  a patient  who  is  still  in  the  child- 
bearing age,  who  has  a cancer  of  the  breast. 
It  is  my  belief  that  rendering  this  patient 
sterile,  by  means  of  x-ray  therapy,  is  very 
definitely  indicated  in  an  attempt  to  cure 
her  cancer. 

“The  patient  herself  is  quite  willing  that 
this  should  be  done.  Unfortunately,  the 
patient,  although  married,  is  not  living  with 
her  husband,  nor  has  she  been  for  the  past  six 
years.  She  does  not  feel  at  all  sure  that  her 
husband  would  consent  to  such  a sterilizing 
procedure,  and  furthermore,  for  various  per- 
sonal reasons,  she  is  very  loathe  to  inform  him 
of  her  condition,  or  to  ask  his  cooperation  in 
this  matter.  They  are  neither  divorced  nor 
legally  separated. 

“I  would  greatly  appreciate  an  expression 
of  opinion  from  you  as  to  the  advisability  of 
my  going  ahead  with  the  sterilization  without 
the  husband’s  written  consent. 

“While  I do  not  profess  to  know  much  of  the 
legal  rights  of  a husband  in  this  sort  of  a case, 
I feel  that  I would  lay  myself  open  to  legal 
difficulties  if  I undertake  this  treatment  with- 
out the  full  and  written  consent  of  both  the 
husband  and  wife.” 

“Very  truly  yours,” 

Your  Counsel’s  reply  was  as  follows: 

“Dear  Doctor: 

“Your  letter  does  not  state  whether  the 
parties  are  living  apart  by  mutual  agreement 
or  whether  the  separation  results  from  aban- 
donment or  otherwise,  but  it  is  clear  that  the 
parties  have  not  been  divorced  or  legally 
separated. 

“While  it  is  true  that  under  these  circum- 
stances a cogent  argument  could  be  made  for 
the  performance  of  the  operation  with  only  the 
wife’s  consent,  still  I would  not  advise  you  to 
do  the  operation  unless  you  have  the  written 
consent  of  both  husband  and  wife  detailing 
the  nature  of  the  operation  and  its  results 
to  the  patient. 

“I  would  advise  the  patient  that  this  opera- 
tion which  you  believe  to  be  indicated  cannot 
be  done  by  you  with  legal  protection  unless  the 
written  consent  of  the  patient  and  her  husband 
is  procured.  In  other  words,  you  should 
place  the  responsibility  upon  the  patient  to 
secure  the  written  consent  of  her  husband  if 
she  desires  you  to  do  this  operation.” 

“Yours  very  truly,” 
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Modern  Medical  Therapy  in  General  Practice. 

Edited  by  David  P.  Barr,  M.D.  Three  volumes. 
Quarto  of  3,661  pages,  illustrated.  Baltimore, 
Williams  & Wilkins  Co.,  1940.  Cloth,  $35  per 
set. 

This  work  of  more  than  one  hundred  con- 
sultants, edited  by  Dr.  Barr,  has  given  the  re- 
viewer an  enormous  amount  of  pleasure  and  in- 
formation. It  is  not  only  complete,  accurate, 
and  informative  but  it  is  presented  in  concise, 
readable,  excellent  English.  These  three  vol- 
umes of  about  1,200  pages,  3,781  in  all,  seem  to 
include  all  diseased  conditions  that  may  happen 
to  humans  and  the  best  treatments  for  these  con- 
ditions. Bibliography  is  given  at  the  end  of  each 
article.  Because  of  the  size  and  inclusiveness 
of  the  work,  it  is  impossible  for  the  reviewer  to 
comment  on  any  article  individually — they  are 
all  complete.  For  any  branch  of  general  prac- 
tice in  medicine  or  any  system  of  disease,  one 
must  refer  personally  to  these  volumes  to  realize 
how  complete  and  how  helpful  this  work  may  be. 
The  editor  has  given  us  a masterpiece  on  the  sub- 
ject of  Modern  Medical  Therapy  in  General 
Practice,  and  the  publishers  have  made  three 
large  volumes  clearly  readable  and  compara- 
tively light,  with  an  excellent  arrangement  of 
type. 

Henry  M.  Moses 

The  Hypothalamus  and  Central  Levels  of 
Autonomic  Function.  Volume  XX  of  Research 
Publications  of  Association  for  Research  in  Ner- 
vous and  Mental  Disease.  Proceedings  of  the 
Association  December  20  and  21,  1939.  Octavo 
of  980  pages,  illustrated.  Baltimore,  Williams 
& Wilkins  Co.,  1940.  Cloth,  $10. 

Each  succeeding  publication  of  the  Associa- 
tion for  Research  in  Nervous  and  Mental  Dis- 
ease is  an  improvement  on  its  predecessor.  The 
twentieth  volume  lives  up  to  this  progress  and 
deserves  prominence  because  of  the  unusual 
promptness  of  its  publication. 

An  important  feature  is  the  introduction  of  a 
uniform  hypothalamic  and  hypophysial  ter- 
minology. The  book,  consisting  of  1,000  pages, 
is  the  product  of  the  cooperative  effort  of  forty- 
two  investigators  and  clinicians.  Three  hun- 
dred and  nineteen  carefully  selected  illustrations 
and  thirty-five  tables  add  to  its  clarity  and 
forcefulness.  It  is  well  organized  into  three  dis- 
tinct sections  dealing  with  anatomy,  physiology, 
and  clinical  manifestations.  At  the  end  of  the 
volume  is  a complete  bibliography,  in  addition 
to  brief  citations  appended  to  each  article.  No 
special  section  can  be  singled  out  for  praise. 
However,  the  first  two  sections  dealing  with  the 
anatomy  and  physiology  are  bound  to  appeal  to 
all  students  of  neuropsychiatric  disorders.  It  is 
an  outstanding  addition  to  the  series  and  should 
be  a “must”  possession  of  those  interested  in 
disorders  of  the  central  nervous  system. 

Harold  R.  Merwarth 


Neoplastic  Diseases:  A Treatise  on  Tumors. 
By  James  Ewing,  M.D.  Fourth  edition.  Quarto 
of  1,160  pages,  illustrated.  Philadelphia,  W.  B. 
Saunders  Co.,  1940.  Cloth,  $14. 

The  fourth  edition  of  the  American  classic  on 
tumors  has  been  extensively  revised  to  absorb  the 
latest  advances  in  the  origin  and  structure  of 
cancer. 

The  voluminous  detail  and  excellent  illustra- 
tions are  exactingly  complete.  The  orderliness 
and  simplicity  of  style,  as  well  as  the  excellent 
clinical  discussions  that  are  contained  in  each 
section,  make  this  book  easily  readable. 

Extensive  bibliographic  lists  are  a valuable  aid 
to  the  reader. 

H.  Mandelbaum 

Gynecological  and  Obstetrical  Pathology. 

With  Clinical  and  Endocrine  Relations.  By 
Emil  Novak,  M.D.  Octavo  of  496  pages,  illus- 
trated. Philadelphia,  W.  B.  Saunders  Co.,  1940. 
Cloth. 

This  excellent  work  thoroughly  reviews  the 
important  pathologic  lesions  of  the  female  geni- 
talia. A brief  introduction  in  hormonology  is 
decidedly  to  the  point  and  aids  greatly  in  the 
understanding  of  the  lesions  of  the  endometrium. 
Under  diseases  of  the  vulva,  granuloma  venereum 
and  lymphogranuloma  venereum  are  clearly 
differentiated.  The  normal  histology  of  the 
vagina  is  reviewed  and  also  that  of  the  cervix. 
Illustrations  on  chronic  cervicitis  especially  em- 
phasize the  significance  of  epidermoid  meta- 
plasia. The  microscopic  classification  of  can- 
cer of  the  cervix  follows  the  lines  presented  by 
Martzloff.  The  value  of  biopsy,  colposcopy, 
and  the  Schiller  tests  are  clearly  elucidated. 
The  histology  of  the  endometrium  and  its  cyclic 
changes  are  well  outlined.  Endometrial  hyper- 
plasia in  its  aberrant  microscopic  forms  and  its 
clinical  and  pathologic  resemblance  to  carcinoma 
of  the  body  brings  relief  to  the  gynecologist  often 
puzzled  by  varied  'interpretations  of  the  same 
tissue.  The  section  on  fibroids  and  sarcoma  of 
the  uterus  is  adequate.  In  adenocarcinoma  of 
the  body,  epidermoid  metaplasia  is  emphasized. 
Tubal  pregnancy  is  beautifully  illustrated.  The 
section  on  pelvic  endometrosis  is  a most  fair  ex- 
position of  both  proponents  of  the  Sampson  and 
the  celomic  metaplasia  theories.  Chorionic 
lesions  including  syncytioma  are  excellently 
shown.  The  histology  of  the  tubal  mucosa  is 
treated  in  detail.  Clearly  reviewed  is  the  em- 
bryology and  histology  of  the  ovary.  Corpus 
luteum  formation  and  evolution  are  well  illus- 
trated. The  neoplasms  of  the  ovary  include 
adequate  discussion  of  the  Brenner  tumor, 
arrhenoblastoma,  and  granulosa  cell  neoplasms. 
The  thecoma  is  considered  as  one  type  of  granu- 
losa cell  tumor.  The  author’s  discussion  of  sar- 
coma of  the  ovary  is  interesting  because  the 
newer  classification  of  ovarian  neoplasms  has 
almost  eliminated  this  tumor  type.  Abnormal 
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lesions  of  the  placenta  are  briefly  discussed  in  a 
chapter  by  Dr.  L.  M.  Heilman. 

This  small  volume  is  a welcome  addition  to  the 
practitioner  and  student  for  the  study  of  gross 
and  microscopic  pathologic  lesions  of  the  female 
genitalia. 

Samuel  A.  Wolfe 

Symposium  on  the  Synapse.  By  Herbert  S. 
Gasser,  Joseph  Erlanger,  Detlev  W.  Bronk, 
Rafael  Lorente  De  No,  and  Alexander  Forbes. 
(Repr.  from/.  Neurophysiol.  2:  361-472  [1939]). 
Quarto,  illustrated.  Springfield,  Charles  C. 
Thomas,  1939.  Paper. 

This  symposium  covers  the  latest  data  upon 
the  physiology  of  the  synapse,  stressing  the  elec- 
trophysiologic  aspects.  The  list  of  contributors 
includes  some  of  the  outstanding  authorities  in 
this  field.  The  work  should  be  of  great  interest 
to  the  neurophysiologist  and  to  the  neurologist 
who  is  interested  in  the  fundamental  problems 
underlying  his  specialty. 

Israel  S.  Freiman 

Protozoology.  By  Richard  R.  Kudo.  D.Sc. 
Second  edition.  Enlarged  and  completely  re- 
written edition  of  “Handbook  of  Protozoology.’’ 
Octavo  of  689  pages,  illustrated.  Springfield, 
Charles  C.  Thomas,  1939.  Cloth,  $6.50. 

This  book  on  protozoology  gives  a detailed  de- 
scription of  the  common  and  important  genera 
of  all  groups  of  protozoa.  It  describes  their 
morphology,  physiology,  variation  and  heredity, 
and  other  characteristics.  This  new  edition  is  an 
adequate  textbook,  a laboratory  manual,  and 
comprehensive  reference  work  on  protozoa. 
The  subject  matter  is  clearly  written,  is  profusely 
illustrated,  and  should  make  for  easy  reading. 
At  the  end  of  each  chapter  are  carefully  selected 
references.  It  is  accurate  and  informative  and 
should  contribute  much  to  the  advancement 
of  our  knowledge  of  living  things  in  general. 

Edward  H.  Nidish 

Recent  Advances  in  Neurology.  By  W. 
Russell  Brain,  D.M.  Fourth  edition.  Octavo 
of  364  pages,  illustrated.  Philadelphia,  Blakis- 
ton  Co.,  1940.  Cloth,  $5.00. 

Previous  editions  of  this  work  were  written  by 
Brain  and  Strauss  and  have  been  useful  adjuncts 
to  standard  texts  in  neurology.  Dr.  Strauss  has 
dropped  out  of  the  present  edition,  but  the  ex- 
cellence of  the  work  has  not  suffered.  The 
book  is  of  a handy  size  and  is  well  printed  on 
good  paper.  It  is  easy  to  handle  and  to  read  and 
encourages  use. 

There  is  much  to  be  said  for  a book  of  this 
type.  Bringing  the  subject  of  neurology  up  to 
date,  it  does  more  than  merely  present  recent 
data  and  ideas.  The  important  papers  have 
been  selected,  digested,  and  brought  into  line 
with  earlier  knowledge.  One  thereby  gains  a 
clearer  perspective  of  current  advances  in  the 
field. 

The  chief  fields  of  progress  in  this  specialty 
have  been  satisfactorily  surveyed  and  are  up  to 
the  moment.  There  are  excellent  chapters  on 
electroencephalography,  the  hypothalamus,  and 
the  cerebellum.  A helpful  classification  of 
brain  tumors,  newer  modes  of  chemotherapy  in 
infectious  disease,  and  the  new  classification  of 
demyelinating  diseases  are  discussed. 

This  volume  is  heartily  recommended  for 


everyone  interested  in  neurology  (and  this  is 
beginning  to  include  almost  every  practicing 
physician).  It  is  useful  to  the  specialist  and 
the  general  practitioner  alike,  treating  the  sub- 
jects amply  and  yet  providing  useful  discussion 
of  many  commonplace  problems. 

Israel  S.  Freiman 

Medical  Nursing.  By  Edgar  Hull,  M.D., 
Christine  Wright,  R.N.,  and  Ann  B.  Eyl,  B.S. 
Octavo  of  588  pages,  illustrated.  Philadelphia, 
F.  A.  Davis  Co.,  1940.  Cloth. 

This  book  for  the  student  nurse  includes  die- 
tary management  and  surgical  correlations. 
It  is  written  by  a physician,  a nurse,  and  a 
dietitian  includes  a description  of  the  principles 
of  medicine  and  the  causes,  classifications, 
symptoms,  and  treatment  of  diseases  of  the 
various  systems.  After  describing  the  basic 
principles  of  medical  nursing,  each  disease  is 
considered  from  the  medical,  nursing,  and  die- 
tetic standpoint.  Considerable  description  of 
the  pathology  of  surgical  correlation  is  included. 
There  is  a special  section  on  nursing  care  of  pneu- 
monia reproduced  with  the  permission  of  the 
New  York  State  Department  of  Health.  A 
great  deal  of  information  is  presented,  making  a 
suitable  book  for  the  best  nursing  schools. 

W.  E.  McCollom 

Diagnosis  and  Treatment  of  Head  Injuries. 
By  Sidney  W.  Gross,  M.D.,  and  William  Ehrlich, 
M.D.  Octavo  of  275  pages,  illustrated.  New 
York,  Paul  B.  Hoeber,  Inc.,  1940.  Cloth,  $5.00. 

The  first  244  pages  of  this  treatise  are  devoted 
to  a brief  anatomic  and  physiologic  discussion 
of  head  injuries,  and  the  remainder  of  the  subject 
matter  deals  with  various  types  of  craniocerebral 
traumas  and  their  management.  The  series  of 
cases  from  which  the  discussion  is  drawn  is  rather 
small,  but  this  is  largely  offset  by  an  extensive 
bibliography  covering  all  phases  of  head  injuries. 
It  must  be  remembered  that  this  entire  field  is  by 
no  means  standardized,  and,  therefore,  abun- 
dant opportunities  for  controversy  exist.  Never- 
theless, the  authors  have  set  forth  their  subject 
clearly  and  have  employed  illustrations  amply 
throughout.  For  general  practitioners  and 
surgeons  alike  this  book  represents  an  excellent 
introduction  to  the  study  of  head  trauma. 

Richard  Grimes 

Obstetrics  and  Gynecology.  By  the  Depart- 
mental Staff  of  the  University  of  Chicago  and 
Other  Contributors.  Edited  by  Fred  L.  Adair, 
M.D.  Volumes  I and  II.  Octavo,  illustrated. 
Philadelphia,  Lea  & Febiger,  1940.  Cloth,  $20 
per  set. 

Dr.  Adair  and  his  associates  have  produced  a 
book  that  is  designed  as  a complete  and  sys- 
tematic treatise  on  obstetrics  and  gynecology 
for  the  practitioner  and  the  student. 

The  two  volumes  are  the  result  of  the  com- 
bined thought  and  judgment  of  over  sixty  physi- 
cians and  biologists  from  the  Department  of 
Obstetrics  and  Gynecology  of  the  University  of 
Chicago,  together  with  that  of  the  staff  of  the 
Chicago  Lying-In  Hospital. 

Principles  are  stressed  rather  than  nonessen- 
tial details,  and  the  fields  of  obstetrics  and 
gynecology  are  correlated  to  those  of  biology  and 
medicine. 
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Factors  governing  important  operative  pro- 
cedures are  thoroughly  presented  with  their 
indications  and  contraindications.  Details  of 
operative  technic  are  not  stressed. 

This  work,  representing  as  it  does  the  com- 
bined thought  and  practice  of  such  an  able 
group  of  teachers,  is  an  outstanding  textbook. 

It  will  be  a valuable  aid  to  all  those  who  are 
interested  in  and  who  teach  this  subject. 

Wm.  Sidney  Smith 

The  New  International  Clinics.  Original  Con- 
tributions: Clinics;  and  Evaluated  Reviews  of 

Current  Advances  in  the  Medical  Arts.  Edited 
by  George  M.  Piersol,  M.D.  Volume  II,  New 
Series  Three.  Octavo  of  365  pages,  illustrated. 
Philadelphia,  J.  B.  Lippincott  Co.,  1940.  Cloth, 
$3.00. 

This  issue  of  International  Clinics  completes 
the  excellent  review  of  jaundice  by  Held  and 
Goldbloom.  A valuable  sign  of  left  heart  failure 
is  described  by  Digilio  and  Pescatore,  and  the 
usual  comprehensive  review  is  that  by  Haymaker 
on  the  hypothalamus.  The  last  is  over  100 
pages  long  and  in  itself  is  worth  the  price  of  the 
entire  volume. 

Milton  Plotz 

Handbook  of  Orthopaedic  Surgery.  By  Al- 
fred R.  Shands,  Jr.,  M.D.  Second  edition. 
Octavo  of  567  pages,  illustrated.  St.  Louis, 
C.  V.  Mosby  Co.,  1940.  Cloth,  $4.25. 

For  purposes  of  teaching  the  fundamentals  of 
orthopedic  surgery  to  the  medical  student  and 
general  practitioner,  this  text  is  ideal  in  its  sub- 
stance and  arrangement.  The  orthopedist  will 
probably  find  the  subject  matter  too  brief,  but 
this  difficulty  is  offset  by  the  extensive  bibliogra- 
phy. 

Henry  P.  Lange 

Introduction  to  Medicine.  By  Don  C.  Sutton, 
M.D.  Octavo  of  642  pages,  illustrated.  St. 
Louis,  C.  V.  Mosby  Co.,  1940.  Cloth. 

This  textbook  for  schools  of  nursing  provides 
the  nurse  with  a considerable  amount  of  informa- 
tion adapted  to  her  standpoint. 

Part  one  is  a survey  of  the  background  of 
medicine  including  chapters  on  social  service, 
the  mental  reaction  of  the  patient  to  disease, 
functional  nervous  diseases,  history,  physical 
examinations,  laboratory  tests,  and  numerous 
others. 

Part  two  is  a description  of  all  ordinary  dis- 
eases, considering  briefly  symptoms,  diagnosis, 
and  treatment.  Treatment  stresses  the  nurse’s 
relations  to  the  care  of  the  patient. 

No  fault  can  be  found  with  the  account  fur- 
nished by  the  well-known  author,  who  has  suc- 
cessfully accomplished  the  purpose  of  the  book. 

W.  E.  McCollom 

A Text-Book  of  Psychiatry  for  Students  and 
Practitioners.  By  D.  K.  Henderson,  M.D., 
and  R.  D.  Gillespie,  M.D.  Fifth  edition. 
Octavo  of  660  pages.  New  York,  Oxford 
University  Press,  1940.  Cloth,  $6.00. 

This  edition  discusses  some  new  material  that 
has  been  put  out  in  various  psychiatric  circles. 
Particular  attention  is  given  to  the  shock  treat- 
ment and  to  prognosis.  Recent  research  investi- 
gations, as  carried  out  by  Gjessing  in  connection 
with  the  relation  of  nitrogen  levels  in  stupor 


states,  are  discussed.  Consideration  of  the 
psychopathic  personalities  apart  from  the  group 
of  mental  defect  seems  to  be  an  advantage  and 
in  line  with  present-day  psychiatric  tendencies. 
Heredity  and  treatment  of  nervous  children  are 
further  elaborated  upon  in  this  edition.  The 
book,  as  thus  rounded  out  and  brought  up-to- 
date,  continues  to  be  one  of  the  outstanding 
texts  on  psychiatry  and  is  now,  as  in  the  past, 
highly  recommended  to  both  students  and  prac- 
titioners. 

Arthur  E.  Soper 

Demonstrations  of  Physical  Signs  in  Clinical 
Surgery.  By  Hamilton  Bailey,  F.R.C.S.  Sev- 
enth edition.  Octavo  of  310  pages,  illustrated. 
Baltimore,  Williams  & Wilkins  Co.,  1940 
Cloth,  $6.50. 

This  book  is  as  essential  to  the  undergraduate 
as  a primer  to  the  child.  It  will  parallel  and 
broaden  the  best  of  courses  in  physical  examina- 
tion that  our  universities  give.  To  the  gradu- 
ate in  medicine,  it  will  give  aid  in  many  an  ob- 
scure case  and  help  to  develop  the  science  of 
physical  diagnosis  through  observation  and 
examination  which  at  the  present  day  have  been 
unjustifiably  neglected.  That  the  work  serves  a 
useful  purpose  is  indicated  by  the  appearance  of 
seven  editions  in  the  thirteen  years  since  it  was 
first  published  in  1927. 

George  Webb 

Ophthalmology.  By  Burton  Chance,  M.D. 
16  mo.  of  240  pages,  illustrated.  New  York, 
Paul  B.  Hoeber,  1939.  Cloth,  $2.00.  (Clio 
Medica  Series,  Volume  XXI.) 

The  firm  of  Harper  & Bros,  has  put  out  a 
series  of  primers  on  medical  history  under  the 
title  of  Clio  Medica.  With  the  completion  of 
the  series,  practically  every  phase  of  medical 
history  will  have  been  covered.  The  editor-in- 
charge made  an  excellent  selection  when  he 
asked  Dr.  Chance  to  prepare  this  book  which 
covers  the  progress  of  ophthalmology  from  early 
times,  as  a part  of  surgery  or  an  avocation  of 
astronomers,  to  its  conversion  into  a science  by 
Helmholtz’s  ophthalmoscope,  ready  for  the 
coming  of  antiseptic  surgery  and  the  lessons  of 
the  microscopist.  We  commend  this  book  to  all 
interested  and  suggest  that,  in  addition,  each 
prospective  reader  peruse  another  of  Dr. 
Chance’s  historical  articles  found  in  the  thir- 
teenth volume  of  the  Archives  of  Ophthalmology, 
page  348,  “The  Coming  of  the  Ophthalmoscope 
into  England.’’ 

R.  I.  Lloyd 

Diseases  of  the  Digestive  System  and  Food 
Allergy.  By  Josef  S.  Smul,  M.D.  Octavo  of 
219  pages.  New  York,  Medical  Library  Com- 
pany, 1940.  Cloth,  $3.50. 

In  more  or  less  outline  form,  the  writer  dis- 
cusses diseases  of  the  digestive  system  and  gas- 
trointestinal allergy  within  a small  book  of  230 
pages. 

According  to  the  author  only  thirty  of  the 
hundred  or  so  diseases  described  in  standard 
textbooks  on  gastrointestinal  disease  are  clear 
entities.  The  other  seventy  are  all  manifesta- 
tions of  food  allergy.  The  author  introduces 
new  nomenclature  to  describe  these  manifesta- 
tions of  food  allergy,  e.g.,  alimentallergy,  pan- 
creallergy,  hepatallergy,  etc. 
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It  is  difficult  to  agree  with  the  author’s  in- 
clusion of  many  syndromes  among  the  manifes- 
tations of  food  allergy,  e.g.,  acute  suppurative 
cholangitis,  hepatitis,  or  pancreatitis;  chronic 
atrophic  forms  of  hepatitis  and  pancreatitis. 

The  treatment  of  gastrointestinal  allergy  is 
very  simple  according  to  the  author,  who  has 
successfully  treated  2,000  patients.  Neither 
skin  tests  nor  elimination  diets  are  used.  On 
the  basis  of  clinical  experience,  lists  of  allergic 
and  anallergic  foods  are  presented.  Eggs; 
fish;  meats;  wheat  products,  e.g.,  macaroni 
and  white  bread;  vegetables,  e.g.,  the  cabbage 
family  and  peas,  are  strangely  enough  included 
among  the  anallergic  foods.  The  patient  is 
started  on  a diet  of  anallergic  foods  and  other 
foods  are  gradually  added.  If  symptoms  de- 
velop, the  offending  foods  are  eliminated.  In 
addition,  sedatives,  like  bromides  or  phenobarbi- 
tal,  atropine,  and  alkalies,  have  been  helpful. 

Max  Harten 

An  Atlas  of  the  Commoner  Skin  Diseases. 

With  120  Plates  Reproduced  by  Direct  Colour 
Photography  from  the  Living  Subject.  By 
Henry  C.  G.  Semon,  M.A.  Second  edition. 
Quarto  of  272  pages.  Baltimore,  Williams  & 
Wilkins  Co.,  1940.  Cloth,  $12. 

In  this,  the  second  edition  of  his  atlas  of  the 
commoner  skin  diseases,  Dr.  Semon  has  added 
much  new  material  and  brought  the  paragraphs 
on  treatment  completely  up  to  date.  The  mak- 
ing of  color  illustrations  is  an  art  in  itself,  re- 
quiring great  skill  and  enormous  patience. 
And  this  is  particularly  true  when  the  subjects  of 
the  illustrations  are  people  suffering  from  some 
form  of  visible  affliction.  Dr.  Moritz  is  to  be 
congratulated  for  his  masterly  handling  of  the 
production  of  the  plates  which  were  made  by 
the  Finlay  Colour  process  and  printed  in  London 
from  plates  made  by  the  Grout  Engraving  Co. 

The  average  atlas  of  skin  diseases  usually  suf- 
fers from  one  or  more  shortcomings.  Too  fre- 
quently, in  colored  plates,  the  colors  are  not  ac- 
curate; also,  in  the  selection  of  subjects,  the 
authors  neglect  to  show  more  than  one  stage  of 
the  same  disease,  and  the  general  practitioner 
who  relies  on  the  plates  to  make  his  diagnoses 
fails  to  match  his  patient  to  the  plate  or  a plate  to 
his  patient.  Dr.  Semon  is  to  be  congratulated 
in  this  respect ; his  atlas  is  replete  with  splendid 
plates,  in  many  instances  sufficient  in  number  to 
depict  every  stage  of  the  disease  in  question. 

This  is  quite  the  best  of  the  newer  atlases  in 
color  dealing  with  the  commoner  diseases  of  the 
skin,  and  its  addition  to  the  library  of  the  general 
practitioner  should  prove  of  distinct  and  au- 
thoritative assistance. 

Nathan  Thomas  Beers 

Facts  and  Theories  of  Psychoanalysis.  By 
Ives  Hendrick,  M.D.  Second  edition.  Octavo 
of  369  pages.  New  York,  Alfred  A.  Knopf,  1939. 
Cloth,  $3.00. 

Sigmund  Freud  died  at  a ripe  old  age,  yet  his 
passing  aroused  profound  sorrow  in  the  hearts 
of  all  intelligent  people,  for  his  life  work  was  one 
devoted  entirely  to  unraveling  the  mysteries  of 
the  mind  and  of  human  behavior  in  general. 
His  work  is  described  under  the  heading  of 
psychoanalysis.  How  very  few  people  really 
have  a basic  knowledge  of  psychoanalysis. 


The  works  of  Freud,  as  well  as  those  of  his 
pupils,  are  published  in  so  many  different  jour- 
nals and  in  so  many  languages  that  it  is  difficult, 
particularly  for  the  beginner,  to  gain  an  under- 
standing of  the  subject.  True,  several  books 
on  the  subject  have  been  published  from  time 
to  time,  yet  there  has  been  need  for  a work  that 
would  give  a coherent  and  systematic  presenta- 
tion of  the  facts  and  theories  of  psychoanalysis 
from  the  early  days  of  Freud  to  those  of  his  re- 
cent students. 

The  volume  under  discussion  successfully 
gives  an  epitome  of  psychoanalysis.  It  is  a 
survey  of  the  whole  science  as  it  is  understood 
by  the  specialist  practicing  it  today.  It  deals 
with  every  aspect  of  the  subject,  its  theories  and 
practical  application.  It  is  written  in  a lucid 
and  readable  style,  much  simplified  but  not  at 
the  expense  of  basic  fundamentals.  A glossary 
defines  technical  terms  in  an  understandable 
manner.  There  are  also  references  for  further 
reading  of  basic  articles  and  books. 

The  book  is  highly  recommended  because  of 
its  thoroughness,  brevity,  and  clarity.  No 
physician  can  afford  to  be  without  it.  All  in- 
telligent laymen  will  find  it  a most  illuminating 
and  instructive  book  for  their  library.  Teach- 
ers and  educators  will  find  the  book  very  helpful 
in  their  daily  work. 

Irving  J.  Sands 

Savill’s  System  of  Clinical  Medicine.  Dealing 
with  the  Diagnosis,  Prognosis,  and  Treatment  of 
Disease  for  Students  and  Practitioners.  Edited 
by  Agnes  Savill,  M.D.,  and  E.  C.  Warner,  M.D. 
Eleventh  edition.  Octavo  of  1,141  pages,  illus- 
trated. Baltimore,  William  Wood  & Co.,  1939. 
Cloth,  $9.00. 

The  eleventh  edition  of  this  work  follows  the 
plan  of  previous  editions  in  presenting  disease 
from  the  clinical  point  of  view.  Diseases  are 
described  as  they  appear  in  the  patient  and 
discussed  in  this  way.  Clear,  accurate,  true 
descriptions  are  used  and  much  can  be  learned 
from  the  text.  The  eleventh  edition  has  added 
many  new  advances  of  medical  practice  and  is 
up  to  date.  As  a reference  book  this  volume 
will  well  repay  a careful  study. 

Henry  M.  Moses 

Diverticula  and  Diverticulitis  of  the  Intestine. 

Their  pathology,  diagnosis,  and  treatment. 
By  Harold  C.  Edwards,  F.R.C.S.  Octavo  of  335 
pages,  illustrated.  Baltimore,  Williams  & Wil- 
kins Co.,  1939.  Cloth,  $8.00. 

A complete  study  of  diverticula  of  the  gastro- 
intestinal tract,  this  book  is  interestingly  written 
and  profusely  illustrated  with  plates,  some  of 
them  colored.  It  is  in  substance  the  Jacksonian 
Prize  Essay  of  the  Royal  College  of  Surgeons 
brought  up  to  date. 

A careful  analysis  of  the  subject  includes  a 
study  of  the  incidence,  morbid  anatomy,  symp- 
tomatology, and  the  radiologic  aspect  of  diver- 
ticula in  various  parts  of  the  alimentary  canal. 
Meckel’s  diverticulum  is  discussed  scientifically, 
and  a hypothesis  is  suggested  explaining  its 
origin. 

The  theory  is  developed  that  acquired  diver- 
ticuli  emerge  through  weakened  spots  in  the 
muscular  coat — namely,  where  the  vessels  enter. 
This  is  substantiated  in  the  colon  by  the  fact 
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that  diverticula  occur  on  the  mesenteric  side  of 
the  anterior  and  posterolateral  taenia  coli,  where 
the  largest  of  the  vessels  enter  the  wall  of  the 
bowel. 

This  book  assembles  the  available  knowledge 
regarding  diverticula,  and  the  facts  are  carefully- 
evaluated  in  their  relation  to  diagnosis  and 
treatment. 

Henry  F.  Kramer 

Tuberculosis  and  Social  Conditions  in  England 
with  Special  Reference  to  Young  Adults.  A 

Statistical  Study.  By  P.  D’Arcy  Hart  and  G. 
Payling  Wright.  Octavo  of  165  pages.  Lon- 
don, National  Association  for  the  Prevention  of 
Tuberculosis,  1939.  Paper,  3 shillings. 

This  is  a report  of  the  studies  made  by  the 
authors  on  the  trends  of  crude  and  age  specific 
death  rates  in  England  and  Wales  between  the 
years  1850  and  1936. 

Attention  is  drawn  to  the  well-known  fact  that 
while  during  the  period  under  consideration  the 
crude  death  rate  followed  a definite  and  con- 
tinued downward  trend,  when  age  specific  death 
rates  were  considered,  definite  periods  of  retarda- 
tion in  this  downward  trend  were  noted  with  re- 
spect to  the  age  group  5 to  25  years  and  affecting 
both  males  and  females  in  this  age  group.  The 
authors  are  able  to  show  a significant  correlation 
between  these  periods  of  retardation  in  the  de- 
cline of  death  rates  and  certain  social  changes, 
such  as  the  course  of  the  standard  of  living, 
changes  in  housing  conditions,  and  the  variations 
of  employment  of  young  women  in  industry. 

The  hypothesis  is  advanced  that  these  social 
changes  exerted  a selective  effect  upon  tubercu- 
losis among  young  adults  who  are  considered  to 
be  particularly  sensitive  as  regards  this  disease, 
because  of  conditions  to  which  they  are  subjected 
during  years  of  adolescence  and  early  adult  life. 

F.  L.  Moore 

The  Treatment  of  Rheumatism  in  General 
Practice.  By  W.  S.  C.  Copeman,  M.D.  Third 
edition.  Octavo  of  276  pages.  Baltimore, 
Williams  & Wilkins  Co.,  1939.  Cloth,  $4.00. 

This  book,  as  its  title  intimates,  is  a treatise 
on  the  therapeusis  of  rheumatic  diseases  (“rheu- 
matic” in  a generic  sense  rather  than  as  rheu- 
matic fever).  The  work  is  intensely  practical 
stressing  as  it  does,  in  the  usual  European  man- 
ner, treatment  rather  than  theoretic  considera- 
tions. Rheumatic  fever,  neuritis,  sciatica,  gout, 
rheumatoid  arthritis,  osteo-arthritis,  and  forms 
of  spondylitis  are  covered  in  turn.  Part  three 
embraces  about  150  pages  of  therapy,  covering 
medicinal,  vaccine,  physical,  endocrine,  actino, 
orthopedic,  and  spa  treatment. 

Although  there  are  many  minor  points  to 
which  the  reviewer  cannot  subscribe,  the  book 
as  a whole  is  an  excellent  one,  giving  a broad  as 
well  as  detailed  consideration  of  the  subject. 

George  E.  Anderson 

Unto  the  Fourth  Generation.  Gonorrhea  and 
Syphilis.  What  the  Layman  Should  Know. 
By  Irving  Simons,  M.D.  Octavo  of  243  pages, 
illustrated.  New  York,  E.  P.  Dutton  & Co., 
1940.  Cloth,  $2.50. 

The  subtitle  to  this  ominous  heading  is 
“Gonorrhea  and  Syphilis — What  the  Layman 
Should  Know.” 


As  such,  the  book  will  be  a profitable  addition 
to  the  already  numerous  publications  for  laymen. 
The  two  main  chapters,  gonorrhea  and  syphilis, 
are  readable,  and  their  contents  are  easily  under- 
stood by  the  average  reader.  The  author  has 
wisely  refrained  from  giving  an  outline  of  the 
therapeutic  efforts  now  in  vogue  but  has  limited 
himself  to  the  clinical  history  of  the  two  diseases. 

There  is  also  a third  chapter  containing  odds 
and  ends.  Among  these  is  a plea  by  the  author 
that  all  public  clinics  for  the  treatment  of 
venereal  diseases  be  abolished  and  that  all  these 
cases  be  treated  by  the  private  physician.  There 
is  also  a chapter  on  the  nonvenereal  transmission 
of  syphilis  and  gonorrhea  and  a full  discussion  of 
the  laboratory  methods  used  in  the  diagnosis  of 
these  two  diseases. 

There  is  an  adequate  glossary  of  medical  terms 
and  a good  index. 

H.  L.  Wehrbein 

The  Vitamins.  A Symposium  Arranged  Under 
the  Auspices  of  the  Council  on  Pharmacy  and 
Chemistry  and  the  Council  on  Foods  of  the 
American  Medical  Association.  Octavo  of  637 
pages,  illustrated.  Chicago,  American  Medical 
Association,  1939.  Cloth,  $1.50. 

So  much  information  has  become  available 
about  the  vitamins  that  it  is  difficult  even  for 
experts  to  keep  up  with  the  literature.  The 
present  volume  is  a welcome  compendium  of 
authoritative  information  about  these  accessory 
food  factors.  There  are  discussions  of  the 
chemistry,  physiology,  pathology,  pharmacology 
and  therapeutics,  methods  of  assay,  food  sources, 
and  human  requirements  of  each  of  the  im- 
portant vitamins.  The  volume  is  composed  of 
thirty-one  chapters  written  by  experts  and  is 
published  under  the  auspices  of  the  Council  on 
Pharmacy  and  Chemistry  and  the  Council  on 
Foods  of  the  American  Medical  Association. 

This  book  should  prove  to  be  an  indispensable 
volume  for  the  library  of  every  physician. 

Post-Mortem  Appearances.  By  Joan  M. 
Ross,  M.D.  Fourth  edition.  16  mo.  of  275 
pages.  New  York,  Oxford  University  Press, 
1939.  Cloth,  $2.50. 

During  the  past  fifteen  years  this  pocket-sized 
manual  has  usefully  served  many  students  as 
well  as  practitioners  infrequently  required  to  per- 
form necropsies.  Mainly,  it  is  a compendium  of 
the  chief  gross  pathologic  changes  occurring  in 
the  more  common  diseases,  handy  statistical  data 
for  reference,  and  other  practical  features  re- 
lated to  postmortem  room.  It  is  slightly  larger 
than  any  of  the  previous  editions,  contains  a new 
section  dealing  with  neonatal  deaths  and  still- 
births, and  its  British  source  is  much  less  notice- 
able. For  its  purpose,  the  volume  is  alone  in 
its  field. 

Irving  M.  Derby 

A Mirror  for  Surgeons.  Selected  Readings  in 
Surgery.  By  Sir  D’Arcy  Power,  K.B.E., 
F.R.C.S.  Octavo  of  230  pages.  Boston,  Little, 
Brown  & Co.,  1939.  Cloth,  $2.00. 

The  author  of  this  book,  among  his  many  cul- 
tural and  professional  honors,  long  held  the  office 
of  Honorary  Librarian  of  the  Royal  College  of 
Surgeons  and  has  made  rich  contributions  to  surgi- 
cal biography.  This  book  is  a collection  of  stud- 
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ies  of  the  contributions  of  twenty-two  great  sur- 
geons— eighteen  Englishmen;  one  Frenchman, 
Ambroise  Pare;  and  three  Americans,  W.  S. 
Halsted,  Henry  J.  Bigelow,  and  J.  Marion  Sims. 
The  first  Englishman  quoted  is  Master  John 
Arderne,  who  lived  in  the  fourteenth  century  and 
the  last  is  Sir  William  Macewen. 

The  essential  purpose  of  these  studies  is  a se- 
ries of  quotations  from  original  dated  articles. 
All  the  references  are  not  strictly  surgical,  as 
some  show  the  cultural  and  social  interests  of  the 
writer  discussed.  Those  of  us  who  associate  the 
name  of  Sims  with  gynecologic  technic  will  be 
interested  to  read  of  his  ability  as  a general  sur- 
geon, as  shown  in  his  description  of  the  opera- 
tion for  the  removal  of  the  superior  maxilla  for 
malignant  disease  of  the  upper  jaw.  Such  col- 
lections of  classical  contributions  to  surgery  as 
are  found  in  this  book  are  of  more  than  mere  aca- 
demic interest — they  represent  a story  of  the 
advancement  of  surgery  from  an  art  to  a science. 

Joseph  Raphael 

Roentgen  Technique.  By  Clyde  McNeill, 
M . D . Octavo  of  3 1 5 pages,  illustrated . Spring- 
field,  Charles  C.  Thomas,  1939.  Cloth,  $5.00. 

This  is  a very  satisfactory  volume  pertaining 
to  radiographic  technic.  It  is  particularly  valu- 
able in  the  lucid  discussion  of  the  more  special 
procedures  to  wit:  tomography,  kymography, 

bronchography,  myelography,  gynecologic  and 
obstetric  roentgenography,  etc.  Exposure  tables 
and  apparatus  are  wisely  given  limited  but  suffi- 
cient space  for  this  type  of  book.  Unfortunately, 
several  of  the  illustrations  indicate  a lack  of 
proper  immobilization  of  the  part,  and  in  others 
the  patient  appears  strained  and  the  anatomic 
part  under  examination  is  not  sufficiently 
close  to  the  film  holder.  Attention  to  such  de- 
tails is  essential  for  proper  radiography. 

Richard  A.  Rendich 

Sex  and  Life.  Forty  Years  of  Biological  and 
Medical  Experiments.  By  Eugen  Steinach, 
M.D.  Octavo  of  252  pages,  illustrated.  New 
York,  The  Viking  Press,  1940.  Cloth,  $3.75. 

The  book  is  written  for  laymen,  “particularly 
those  in  the  middle  and  late  years  who  will  learn 
from  this  book  the  startling  possibilities  of  adding 
years  of  mental  and  physical  vigor  to  life.” 
The  quotation  is  from  the  blurb. 

It  is  a well-written  autobiographic  report  of 
Steinach’s  main  work  on  the  problem  of  re- 
juvenation. Vasoligation  is  discussed  at  length 
and  with  excessive  enthusiasm.  The  newer 
findings  in  the  use  of  synthetic  hormones  are  also 
described. 

There  can  be  no  question  that  the  book  will 
make  interesting  reading  for  the  layman  as  well 
as  for  the  professional  man.  The  attached 
bibliographic  index  of  Steinach’s  publications 
begins  with  the  year  1884.  What  better  argu- 
ment could  there  be  as  to  the  sustained  mental 
vigor  of  the  author? 

H.  L.  Wehrbein 

A Manual  for  Diabetic  Patients.  By  W.  D. 
Sansum,  M.D.,  Alfred  E.  Koehler,  Ph.D.,  and 
Ruth  Bowden,  B.S.  Octavo  of  227  pages,  illus- 
trated. New  York,  Macmillan  Co.,  1939. 
Cloth,  $3.25. 

Sansum’s  Manual  is  technically  accurate  and 


up  to  date  in  its  information.  However,  there 
is  some  question  in  the  reviewer’s  mind  about 
whether  the  average  lay  person  will  have  the 
scientific  background  to  appreciate  the  valuable 
information  in  the  manual.  Nurses  will  prob- 
ably get  the  most  out  of  a book  of  this  type. 

In  constructing  and  suggesting  diets,  physi- 
cians and  dietitians  should  be  aware  of  the 
economic  factors  that  have  arisen  in  the  past 
decade.  There  are  very  many  patients,  indeed, 
who  can  afford  only  clinic  care.  The  cost  of  the 
diet  recommended  for  the  diabetic  is  an  impor- 
tant factor.  The  book  takes  no  special  notice 
of(this,  and  continues  to  recommend  such  rela- 
tively expensive  foods  as  cream,  etc.  Perfectly 
adequate  diabetic  diets  can  be  constructed  using 
only  low  cost,  nutritious  foods.  It  is  to  be  hoped 
that  Dr.  Sansum  will  add  a chapter  of  this  sort 
to  an  otherwise  valuable  book. 

Ethel  Plotz  Berman 

Manual  of  Urology.  By  R.  M.  LeComte, 
M.D.  Second  edition.  Octavo  of  295  pages, 
illustrated.  Baltimore,  Williams  & Wilkins  Co., 
1939.  Cloth,  $4.00. 

In  a manual  of  295  pages  with  complete  bib- 
liography the  author  presents  a comprehensive 
survey  of  the  fundamentals  of  urology  which  is  of 
inestimable  value  to  the  medical  student  and 
general  practitioner.  The  book  is  divided  into 
eleven  chapters;  the  first  three  are  devoted  to 
symptomatology  and  methods  of  examination 
and  treatment  of  genitourinary  diseases. 

The  eight  remaining  chapters  are  devoted  to 
most  common  diseases  of  the  genitourinary  tract, 
describing  in  concisive  manner  the  underlying 
etiology,  pathology,  symptomatology,  differential 
diagnosis,  prognosis,  and  most  acceptable  form 
of  treatment.  The  operative  procedures  are 
named  but  are  not  described. 

In  this  edition  sections  on  the  neuromuscular 
physiology  and  pathology  of  the  bladder  and  a 
chapter  on  impotence  and  sterility  have  been 
added . The  manual  is  concise  and  well  organized . 
It  offers  a welcome  addition  to  the  subject  of 
urology  especially  to  the  medical  student  and 
general  practitioner  for  whom  it  was  originally 
intended. 

Philip  Goldfader 

Clinical  Diagnosis  by  Laboratory  Methods. 
A Working  Manual  of  Clinical  Pathology.  By 

James  C.  Todd,  M.D.,  and  Arthur  H.  Sanford, 
M.D.  Ninth  edition.  Octavo  of  841  pages, 
illustrated.  Philadelphia,  W.  B.  Saunders  Co., 
1939.  Cloth,  $6.00. 

This  book  is  comprised  of  twelve  chapters, 
each  one  devoted  to  the  laboratory  analysis  of 
such  subjects  as  blood,  urine,  feces,  sputum, 
etc.  The  subject  matter  is  quite  comprehensive, 
and  the  various  methods  used  are  as  up  to  date 
as  can  be  expected  under  our  continued  progress 
and  research. 

In  their  descriptions  of  tests,  one  finds  many 
that  have  been  omitted  in  some  manuals  and 
textbooks.  This  gives  a broader  view  and  aids 
in  obtaining  a clearer  picture  on  technic. 

All  of  the  chapters  are  inclusive  and  we 
especially  feel  that  the  chapter  on  animal  para- 
sites is  excellent  in  that  it  gives  a good  deal  in  a 
simple  and  informative  manner.  The  plates 


1556 


BOOKS 


[N.  Y.  State  J.  M. 


accompanying  these  descriptions  are  equally  as 
good. 

The  reviewer  finds  that  there  is  much  valu- 
able information  from  which  the  reader  can  de- 
rive many  benefits. 

Morris  Ant 

Mind  Explorers.  By  John  K.  Winkler,  and 
Walter  Bromberg,  M.D.  Octavo  of  378  pages. 
New  York,  Reynal  & Hitchcock,  1939.  Cloth, 
$3.00. 

This  book  relates  the  story  of  various  indi- 
viduals who  played  a part  in  disclosing  the 
workings  of  the  mind  and  its  relationship  to 
human  behavior.  It  begins  with  the  life  of 
Gall,  who  developed  the  art  of  phrenology. 
There  are  interesting  chapters  on  Charcot  and 
Galton.  Among  the  moderns  are  William  James 
and  Stanley  Hall.  The  authors  stress  the  in- 
fluence of  Cattell  who  was  one  of  the  first 
founders  of  educational  psychology  in  America 
and  whose  influence  caused  a change  in  our 
methods  of  teaching  children  to  read.  The  final 
chapters  are  devoted  to  Freud  and  mental 
hygiene. 

It  is  written  in  a light  vein  and  makes  for 
interesting  light  reading  for  both  the  layman  and 
the  doctor. 

Stanley  S.  Lamm 

Pictorial  Midwifery.  An  Atlas  of  Midwifery 
for  Pupil  Midwives.  By  Sir  Comyns  Berkeley, 
M.D.  Third  edition.  Octavo  of  166  pages, 
illustrated.  Baltimore,  Williams  & Wilkins  Co., 
1939.  Cloth,  $3.00. 

As  the  title  indicates,  the  author  intends  this 
volume  as  a textbook  for  midwives.  In  this 
third  edition  he  has  revised  the  text  as  well  as 
the  illustrations.  The  value  of  the  book  is  in 
the  excellent  illustrations  which  are  explained  in 
clear  and  concise  descriptive  text.  The  illustra- 
tions cover  the  anatomy  of  the  pelvic  bones, 
muscles,  organs,  placenta,  the  fetal  skull  in  rela- 
tion to  the  pelvis,  and  fetal  circulation  in  color. 

In  section  two,  signs  of  pregnancy  and  some 
of  the  common  complications  of  pregnancy  are 
illustrated  and  plainly  described.  The  section 
devoted  to  labor  takes  up  presentations  and 
mechanism  in  the  same  illustrative  and  descrip- 
tive manner. 

For  mid  wives  and  for  those  who  have  not  had 
a full  obstetric  course  of  teaching,  the  illustra- 
tions and  the  descriptive  text  give  a clear  under- 
standing of  the  subject. 

This  volume  is,  as  the  author  intended,  an 
excellent  guide  for  midwives  and  also  may  be  of 
value  to  nurses. 

Wm.  Sidney  Smith 

Essentials  of  Fevers.  By  Gerald  E.  Breen, 
M.D.  Duodecimo  of  274  pages,  illustrated. 
Baltimore,  Williams  & Wilkins  Co.,  1939.  Cloth, 
$3.00. 

The  author  has  prepared  this  book  on  fevers 
with  the  needs  of  the  young  practitioner  and 
student  in  mind.  Theoretic  discussions  are  pur- 
posely brief,  but  they  are  none  the  less  informa- 
tive. Emphasis  is  placed  on  the  practical 
aspects  of  the  diseases,  particularly  on  then- 
diagnosis  and  therapy.  The  methods  of  pro- 
phylaxis and  treatment  that  the  author  recom- 
mends are  quite  in  accord  with  current  practice 
in  this  country  and  are  in  every  way  up  to  date. 


The  volume  contains  twelve  sections,  the  first 
five  of  which  cover  the  following  subjects:  gen- 

eral features  of  infections,  results  of  infections, 
disease  and  immunity,  elementary  epidemiology, 
and  examination  and  treatment  of  fever  patients. 
The  fifth  section,  a particularly  good  one,  is  de- 
voted to  streptococcic  infections  including  ery- 
sipelas and  scarlet  and  puerperal  fever.  The 
next  section  contains  an  excellent  description  of 
diphtheria.  In  the  seventh  section  the  author 
deals  with  enteric  (typhoid)  bacillary  dysentery 
and  gastroenteritis.  The  subsequent  two  sections 
take  up  variola,  vaccina,  varicella,  cerebrospinal 
fever,  and  poliomyelitis.  The  tenth  and  eleventh 
sections  contain  descriptions  of  measles,  whoop- 
ing cough,  rubella,  and  mumps.  The  final  sec- 
tion covers  various  miscellaneous  subjects  includ- 
ing a table  of  incubation  and  segregation  periods 
and  a discussion  of  infectious  diseases  and  the 
law. 

This  is  an  interesting  and  helpful  book  for  the 
student  and  practitioner.  While  practical,  it  is 
sufficiently  scientific,  and  the  opinions  expressed 
and  methods  of  therapy  advised  are  obviously 
based  on  careful  study  and  extensive  observation 
of  these  acute  infectious  fevers. 

Joseph  C.  Regan 

English,  German,  French,  Italian,  Spanish 
Medical  Vocabulary  and  Phrases.  By  Joseph 
S.  F.  Marie.  Oblong  16  mo.  of  358  pages.  Phila- 
delphia, P.  Blakiston’s  Son  & Co.,  1939.  Cloth, 
$3.00. 

This  book  lists  medical  words  in  English,  Ger- 
man, French,  Italian,  and  Spanish.  In  addition 
to  scientific  words,  there  are  names  of  articles  of 
common  use  in  the  hospital  and  sickroom.  Also, 
phrases  used  frequently  by  the  doctor,  nurse,  and 
patient  are  presented  in  the  form  of  questions 
and  answers.  This  handy  vocabulary  really 
takes  the  place  of  four  separate  dictionaries  in 
the  above-mentioned  foreign  languages. 

One  can  use  the  vocabulary,  however,  only  in 
translating  from  English  to  one  of  the  other  lan- 
guages. The  usefulness  of  the  book  could  be 
enhanced  by  the  inclusion  of  an  Index  listing  the 
words  alphabetically,  so  that  translations  could 
be  made  from  the  foreign  languages  to  English. 

Charles  Solomon 

William  B.  Wherry.  Bacteriologist.  By  Mar- 
tin Fischer.  Quarto  of  293  pages,  illustrated. 
Springfield,  Charles  C.  Thomas,  1938.  Cloth, 
$4.00. 

The  early  life,  maturation,  and  works  of  a 
prominently  great  individual  is  frequently  un- 
usual and  always  of  interest.  When  such  a bi- 
ography interweaves  itself  with  bacteriologic  his- 
tory, the  volume  is  impressive  to  anyone  associ- 
ated with  that  science.  This  volume  contains  a 
wealth  of  intimate  and  factual  data  concerning 
scientific  members  of  our  previous  generation  that 
accomplished  much  in  bacteriologic  and  medical 
advancement  and  continues  with  inclusion  of 
personal  data  and  feats  of  the  present  days. 
From  1874  into  1936,  an  outstanding  bacteriolo- 
gist, educator,  and  leader  has  enjoyed  life  and 
his  labors.  Beautifully  bound  and  printed,  ex- 
cellently written  by  one  of  his  earnest  friends,  the 
volume  is  a worthy  tribute  to  the  man  and  an 
inspirational  record  for  American  science  and 
medicine. 


Irving  M.  Derby 
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Editorial 


The  Blackguards 

In  his  speech  before  the  Fifth  District  Branch,  Dr.  James  M. 
Flynn,  president  of  the  Medical  Society  of  the  State  of  New  York, 
flayed  verbally  those  few  physicians  in  the  state  who  “cut  corners,” 
as  he  termed  the  unethical  practices  to  which  some  resort.  He 
pointed  out  that  every  community  has  a few  physicians  who  are 
not  honest  with  themselves,  their  fellow  practitioners,  or  with 
their  patients.  Yet  it  is  those  few  men  who  give  the  profession  a 
bad  name.  It  is  they  whose  questionable  acts  are  cited  as  examples, 
who  provide  arguments  for  the  advocates  of  state  medicine  and 
provoke  public  criticism  and  censure.  The  public  does  not  dis- 
criminate and  falls  into  the  error  of  ascribing  to  the  many  the  faults 
of  the  few. 

It  appears  to  us  that  Dr.  Flynn’s  point  is  well  taken  and,  im- 
portant at  any  time,  is  doubly  so  now.  Business  and  the  professions 
have  always  been  menaced  by  a small  number  of  racketeers,  men 
of  antisocial  nature,  human  vultures  paying  only  lip  service  to  the 
law  or  using  it  to  gain  their  selfish  ends.  Cynically,  they  thrive  on 
the  misfortunes  of  others  and  exploit  the  poor  and  the  ignorant. 
In  times  of  stress  and  unrest,  danger  or  calamity  they  thrive  on  the 
preoccupation  of  their  professional  brethren  with  urgent  affairs  and 
prey  upon  a public  harassed  by  fright  and  heavy  cares. 

They  are  the  hatchet  men;  the  exactors  of  big  fees;  the  bill 
padders;  the  advocates  of  unnecessary  treatment;  the  scoundrels 
of  the  scalpel  who  do  the  unnecessary  operations ; the  relief  rascals ; 
the  pusillanimous  pill  pushers — to  name  a few.  Sordid  and  con- 
scienceless as  they  are,  they  are  so  small  in  number  in  the  medical 
profession  as  to  be  conspicuous.  But  as  a rotten  apple  will  cause 
the  whole  barrel  to  spoil,  so  these  human  cankerworms  can  damage 
the  reputation  of  an  entire  profession. 
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We  could  wish  that  sufficient  means  and  authority  existed  within 
the  profession  itself  to  deal  adequately  with  such  public  menaces. 
Unfortunately,  the  disciplinary  power  of  the  profession  is  limited  to 
censure  and  expulsion  from  county  and  state  society  membership 
upon  sufficient  evidence  and  proof  of  guilt.  The  best  safeguard  is 
still  the  rigid  adherence  to  that  code  of  ethics  which  is  discipline 
beyond  the  law. 


Hobson’s  Choice 


‘ ‘Is  American  medicine  really  prepared  to  face  the  serious  revolu- 
tionary dilemma  that  confronts  the  Nation?  On  the  one  hand,  the 
menace  of  foreign  totalitarianism;  on  the  other,  the  menace  of 
domestic  collectivism.” 

This  knotty  question  is  hurled  at  the  profession  in  the  October 
issue  of  our  restless  contemporary,  the  W estchester  Medical  Bulletin , 
which  is  filled,  like  the  Elephant’s  Child,  with  “satiable”  curiosity 
and  as  usual  wants  to  know  what  the  crocodile  has  for  dinner.  At 
the  moment,  the  Bulletin  is  concerned  about  military  preparedness. 

“We  are  now  in  process  of  readjusting  the  national  thought  and 
activities  to  a military  economy.  We  find  ourselves,  now,  in  the 
act  of  preparing  this  Nation  for  something.  For  what?  War  or 
defense?  It  is  anybody’s  guess;  but  in  either  case  it  is  weighted 
with  serious  consequences  for  the  institution  of  medicine.” 

The  Bulletin  sees  medicine  engulfed  and  regimented  and,  we 
confess,  with  some  reason. 

“If  we  are  preparing  for  war,  then  certainly  it  must  be  for  total 
war,  wherefore  an  interim  dictatorship  is  as  certain  as  death  and 
taxes,  with  suspension  of  laws,  general  conscription,  and  government 
by  decree.  Where  does  medicine  as  we  know  it  here  fit  into  that 
picture?  What  has  happened  to  it  in  those  countries  that  have 
prepared  for  and  engaged  in  total  war?  Nobody  knows.  The  in- 
stitution of  medicine  here  is  intimately  enmeshed  forever  in  the 
social,  the  industrial,  and  the  educational  life  of  the  Nation.  A 
total  war  economy,  however,  is  a blistering  prelude  to  national 
bankruptcy,  a perverter  of  scientific  research,  and  the  hellhag  of 
humanitarianism.  Is  it  for  this  we  prepare?  Here  is  one  horn  of 
the  dilemma.  Have  you  fully  weighed  its  effect  on  medical  educa- 
tion? On  medical  practice?  On  medical  organization?  On  the 
institution  of  medicine  and  the  practitioner?  How  say  you,  Gentle- 
men? 

“But  perhaps  we  prepare  for  defense.  What  kind  of  defense? 

Partial?  Total?  Defense  of  what?  A way  of  life?  What  way  of 
life?  The  American  way  of  life?  What  is  that?  Something  con- 
crete or  just  loose  talk?  Is  it  the  land  in  which  we  live  only,  or  the 
manner  in  which  we  live  in  it?  Or  both?  How  say  you,  Gentlemen? 

“This  is  the  other  horn  of  the  dilemma.  Is  medicine  ready  to 
face  the  fact  that  preparation  for  defense  means  probably  for  total 
defense?  What  does  total  defense  signify?  And  how  has  American 
medicine  and  the  Nation  already  been  ‘prepared’  to  meet  it?  Let 
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us  look  at  the  record.  Dr.  Franklin  said  at  the  close  of  the  eighteenth 
century  when  asked  what  kind  of  government  we  had:  ‘A  repub- 
lic— if  you  can  keep  it.’  Have  we  kept  it?  A republic  is  a state  in 
which  the  sovereign  power  resides  in  the  electorate — if  they  can 
keep  it.  Can  the  electorate  keep  that  sovereign  power  in  a con- 
tinuing war  economy  which  a condition  of  actual,  not  putative,  na- 
tional defense  will  certainly  necessitate?  Think  before  you  answer; 
read  the  question  twice.  Then  consult  the  record. 

“Seven  years  ago  in  an  era  of  comparative  world  peace  but  of 
profound  economic  depression,  the  electorate  through  its  Congres- 
sional representatives  abdicated  its  sovereign  powers.  Yet  we  had 
no  war  economy  at  the  time — merely  terror.  Immediately,  acts 
strange  indeed  to  democratic  concepts  occurred : depreciation  of  the 
currency,  N.  R.  A.,  A.  A.  A.,  debt  beyond  the  budget,  supreme  court 
packing,  senatorial  purges,  government  by  executive  order.  'A 
republic — if  you  can  keep  it,’  said  Franklin  .... 

“On  June  10,  1937,  Senator  J.  Hamilton  Lewis  (Democrat,  Illinois) 
appeared  before  the  American  Medical  Association  at  Atlantic  City 
to  serve  notice  on  the  medical  profession  (.  . . . We  know  nothing  of 
a patient,  don’t  recognize  its  existence.  It  is  your  creation.  We 
recognize  an  instrument  called  citizen  who  is  essential  to  the  welfare 
of  government . . . .)  that  the  Administration  was  not  in  ‘agreement’ 
with  organized  medicine  in  the  matter  of  medical  care  for  the  Ameri- 
can people.” 

The  citizen  in  1937  became  an  instrument  essential  to  the  welfare 
of  government.  This  date  marks  an  important  period  in  the  life 
of  the  Nation. 

“In  December,  1937,  Senator  Pat  McCarran  (Democrat,  Nevada) 
requested  the  acting  Comptroller  General  of  the  United  States  to 
inform  him  as  to  the  authority  of  law  under  which  public  funds  had 
been  diverted  from  the  H.O.L.C.  for  the  purpose  of  establishing  a 
social  health  organization  among  the  employees  of  the  corporation. 

Mr.  R.  N.  Elliott,  acting  comptroller,  replied  in  part:  ‘.  . . . Accord- 
ingly it  must  be  concluded  in  the  instant  matter  that  the  disburse- 
ments and  other  costs  were  made  and  incurred  without  authority  of 
law.’* 

“In  November,  1938,  the  Constitution  of  the  State  of  New  York 
was  amended  to  permit  the  establishment  of  government-controlled 
compulsory  health  insurance  by  statute  at  any  time.” 

As  a matter  of  fact,  a program  of  state-operated  compulsory  health 
insurance  awaits  only  the  outcome  of  the  present  experiments  in 
nonprofit  medical  expense  indemnity  insurance.  If  these  repeat 
the  history  of  the  Wisconsin ^ experiments,  there  is  little  balm  in 
Gilead. 

“In  January,  1939,  the  Wagner  ‘National  Health  Program’  Bill 
(S.1620)  was  introduced  in  the  United  States  Senate  as  part  of  the 
Administration’s  social  security  program. 

“September  1,  1939,  Germany  invaded  Poland. 

“September  3,  1939,  England  and  France  declared  war  on  Ger- 
many. 

“In  July,  1940,  the  Saturday  Evening  Post**  said  editorially,  in- 


* J.A.M.A,  112:  No.  1,  59  (Jan.  7)  1939. 
t Minnesota  Medicine,  661-662  (Sept.)  1940. 

**  Saturday  Evening  Post,  July  13,  1940,  p.  26. 
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credible  as  this  may  seem:  ‘While  the  Senate  was  debating,  with 
intent  to  kill  it,  a resolution  which  would  have  conferred  upon  the 
President  of  the  United  States  certain  extraordinary  powers,  the 
President  seized  those  powers.  . . .* 

“In  August,  1940,  the  Russell-Overton  amendment  to  the  Burke- 
Wadsworth  Military  Selective  Service  Bill  was  introduced  in  the 
Senate  which  purported  to  conscript  and  seize  industry  or  any  other 
‘facility’  not  in  ‘agreement’  with  the  Administration. 

“This  is  the  record.  In  it  may  be  read  the  manner  in  which  the 
nation  and  American  medicine  have  been  ‘prepared’  during  seven 
years  of  emergencies  and  alarums  to  accept  the  idea  of  a domestic 
totalitarianism.  Piecemeal,  the  democratic  structure  of  republican 
government  here  has  been  tragically  invaded  until  the  matter  has 
become  so  grave  that  we  are  faced  with  the  dilemma  of  having  to 
accept,  in  order  to  resist  its  threat,  the  very  totalitarianism  against 
which  we  assume  now  to  prepare  a defense. 

“ ‘A  republic — if  you  can  keep  it.’  Can  it  ever  be  regained? 
Can  the  present  structure  of  American  medicine  survive  its  fall? 
How  say  you,  Gentlemen?” 


Coals  to  Newcastle 

We  heartily  congratulate  the  editors  of  the  Connecticut  State 
Medical  Journal  on  their  October  issue  devoted  to  Military  Medi- 
cine. It  is  timely;  the  articles  are  well  diversified  covering  much 
that  was  not  available  to  this  Journal  on  July  15  of  this  year  when, 
in  the  early  days  of  the  defense  program,  we  published  the  first  of 
the  special  issues  devoted  to  this  subject.  The  issue  is  so  well  done 
as  to  arouse  our  professional  envy;  almost  we  could  wish  that  our 
fines  had  been  cast  in  the  pleasant  precincts  of  Hartford  or  New 
Haven.  Almost,  but  not  quite. 

Our  neighbor  chides  us  editorially — in  kindly  fashion — for  having 
ventured,  in  our  military  medicine  issue,  to  raise  some  questions 
concerning  the  effect  of  peacetime  mobilization  on  physicians’  insur- 
ance policies  and  programs.  “ The  New  York  State  Journal  of  Medi- 
cine, in  an  editorial  entitled  ‘Protecting  Insurance  in  Wartime,’ 
makes  a venturesome  expedition  into  a field  in  which  more  authori- 
tative opinion  may  be  obtained  here  in  Connecticut.”  One  gathers 
the  impression  that  the  Connecticut  State  Medical  Journal  feels  that 
we  of  New  York  have  been  carrying  coals  to  Newcastle  in  the 
matter  of  insurance,  that  the  voice  of  experience  and  authority 
should  emanate  from  Hartford,  and  that — in  good  time — it  will. 

This  gentle  rebuke  to  our  frowardness  brings  the  rose  to  our 
damask  cheek;  we  meant  no  real  harm  by  our  little  insurance 
venture  and  certainly  did  not  anticipate,  in  so  venturing,  that  we 
would  be  treading  on  posted  land ; we  merely  undertook  to  enlighten 
a correspondent  in  our  fumbling  way  and  without  giving  offense. 
Dispiritedly  perusing  the  Connecticut  State  Medical  Journal  further, 
however,  we  felt  better.  Reading  of  the  recent  action  of  the  New 
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York  City  Board  of  Health  in  the  matter  of  Approved  milk,  we  felt 
ourselves,  as  it  were,  in  familiar  surroundings. 


N.Y.S.J.M.,  p.  1348 
“On  June  11,  1940,  after  considerable 
study  by  the  New  York  City  Health 
Department  and  its  consultants  and 
several  months  of  hearings  with  producers, 
milk  distributors,  and  representatives  of 
the  consuming  public,  the  Board  of  Health 
adopted  amendments  to  the  City’s  Sani- 
tary Code.  . . . The  standards  defined  for 
Approved  milk  are  better  than  those  re- 
quired formerly  for  Grade  B and  in  some 
respects  comparable  to  those  required 
formerly  for  Grade  A.  . . . The  new  law 
affects  chiefly  the  economics  of  milk  pro- 
duction and  marketing.  ...” 


C.S.M.J.,  p.  628 

On  July  11,  1940,  after  considerable 
study  by  the  New  York  City  Health  De- 
partment and  its  consultants  and  several 
months  of  hearings  with  producers,  milk 
distributors,  and  representatives  of  the 
consuming  public,  the  Board  of  Health 
adopted  amendments  to  the  City’s  Sani- 
tary Code.  . . . The  standards  defined  for 
“Approved  Milk”  are  better  than  those 
required  formerly  for  Grade  B and  in  some 
respects  comparable  to  those  required 
fromerly  for  Grade  A.  . . . The  new  law 
effects  chiefly  the  economics  of  milk  pro- 
duction and  marketing  and,  it  is  hoped, 
will  not  discourage  sanitary  production. 


Sure  enough;  our  very  words  stood  forth  almost  exactly  as  we 
had  written  them  in  our  September  15  issue.  In  what  used  to  be 
France  we  have  heard  this  gesture  referred  to  as  the  “amende 
honorable,”  is  it  not?  We  accept  it  as  such,  even  in  view  of  the 
printer’s  lamentable  error  in  eliminating  the  quotes  and  changing 
the  date,  and  in  spite  of  certain  original  effects  in  spelling. 


Correspondence 


To  the  Editor: 

I wish  to  take  exception  at  your  using  the 
Journal  on  behalf  of  one  presidential  candidate. 
Politics  and  Medicine  do  not  mix  well.  Re- 
gardless of  your  personal  opinions,  I sincerely 
believe  that  you  should  carefully  avoid  definite 
statements  in  favor  of  one  or  the  other  candidate. 
There  are  far  more  important  issues  at  stake 
than  the  much  debated  question  of  “socialized” 
medicine.  The  next  four  years,  probably  the 
most  critical  in  the  history  of  our  country,  doubt- 
lessly will  sidetrack  this  entire  problem. 

Socialized  Medicine  has  been  made  an  issue  by 
the  doctors  and  not  by  the  present  adminis- 
tration. By  stubbornly  refusing  to  recognize 
changes  in  the  economical  structure  of  the  Ameri- 
can people  the  doctors  themselves  have  invited 
certain  political  groups  to  use  and  abuse  the  issue. 
It  should  be  remembered  that  the  “National 
Committee  to  Uphold  our  Constitution,”  for 
example,  finally  turned  out  to  be  a committee  on 
behalf  of  Mr.  Frank  Gannett’s  candidacy.  This 
committee  went  around  soliciting  funds  from 


doctors,  because  it  was  supposedly  fighting 
socialized  medicine.  Recently  the  U.  S.  Cham- 
ber of  Commerce  in  Washington  sent  men 
around  to  doctors  inviting  them  to  subscribe  to 
that  group’s  monthly  publication.  This  was 
asked  in  return  for  an  article  which  appeared 
in  that  organization’s  publication  and  expressed 
itself  against  socialized  medicine.  Another  com- 
mittee, I believe  it  calls  itself  “National  Physi- 
cian’s Committee,”  is  also  abused  by  a political 
group  which  uses  its  name  to  request  campaign 
contributions  from  doctors  all  over  the  country. 
Needless  to  say  that  such  groups  do  not  act  for 
the  benefit  of  organized  medicine  but  mainly 
for  their  own  advantage.  Campaign  promises 
are  forgotten  as  fast  as  they  are  made.  Al- 
though we  are  considered  the  biggest  “suckers” 
in  the  country,  we  do  not  need  to  waste  our 
money  and  issues  on  such  selfish  groups. 

Meanwhile  we  are  losing  ground.  Cities  and 
Labor  Unions  are  organizing  their  health  services 
to  deal  with  the  problem  of  adequate  medical 
care.  The  A.M.A.  Journal  is  merrily  printing 
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its  own  “Ten  Commandments”  and  apparently 
waiting  for  its  own  Moses  to  do  the  trick.  We 
doctors  are  either  fighting  among  ourselves  or 
against  a public  opinion  which,  if  one  may  judge 
our  public  press,  is  very  decidedly  for  a change 
in  the  present  setup  of  medical  care.  I do  not 
believe  that  the  American  people  wishes  us  to 
imitate  certain  more  or  less  efficient  European 
systems  of  medical  care.  Regardless  of  the 
outcome  of  the  presidential  elections  any  suc- 
cessful candidate  will  have  to  deal  also  with  this 
problem,  although  it  cannot  be  of  paramount 
importance  in  this  world  crisis.  In  the  total 
mobilization  of  our  country,  which  is  to  come 
sooner  or  later,  we  doctors  will  be  among  the 
first  groups  to  relinquish  certain  professional 
liberties.  Our  spokesmen  render  a very  sad 
performance,  if  they  use  a professional  publica- 
tion to  print  remarks  which  eventually  will  be 
considered  inimical.  They  have  not  been  elected 
to  step  into  the  political  arena  and  to  pro- 
nounce themselves  on  highly  political  matters. 
They  do  not  represent  a medical  party  and 
better  leave  the  choice  of  a qualified  candidate 
to  the  individual  members.  It  would  be  more 
appropriate  for  them  to  call  the  doctors’  atten- 


tion to  the  fact  that  the  medical  profession  in  the 
State  has  created  an  organization  called  “Medi- 
cal Expense  Fund  of  New  York,  Inc.,”  the  ef- 
ficient function  of  which  can  largely  help  to  make 
people  forget  the  need  for  socialized  medicine. 
This  organization,  sponsored  by  the  State  Medi- 
cal Society,  is  unable  to  function,  because  doc- 
tors do  not  realize  its  purpose.  Instead  of  using 
the  statement  of  one  presidential  candidate  that 
he  is  against  socialized  medicine  and  campaign- 
ing for  his  election,  it  would  be  wiser  to  promote 
this  new  organization. 

Very  truly  yours, 

October  14,  1940  CURT  B.  HARDT,  M.D. 

Note:  This  is  published  for  the  informa- 

tion of  all  concerned.  The  Medical  Society  of 
the  State  of  New  York  does  not  and  has  not 
taken  sides  in  the  Presidential  election.  It  has 
published  statements  from  both  candidates. 
We  agree  with  the  writer  when  he  says: 

“I  do  not  believe  that  the  American  people 
wishes  us  to  imitate  certain  more  or  less  efficient 
European  systems  of  medical  care.”  Of  course 
we  approve  medical  indemnity  insurance  and  our 
stand  in  compulsory  health  insurance  remains 
unchanged . — Editor . 


MR.  WANVIG  CALLED  INTO  SERVICE 


Mr.  Harry  F.  Wanvig,  of  New  York,  the 
authorized  indemnity  representative  of  the 
Medical  Society  of  the  State  of  New  York, 
through  whose  office  goes  the  malpractice  in- 


surance for  the  members  under  the  group  plan, 
has  been  called  to  Washington  for  service  in 
the  administrative  office  of  the  national  head- 
quarters of  the  Selective  Service  System. 


Postgraduate  Medical  Education 

The  Course  Outline  Book  and  other  announcements  concerning  post- 
graduate medical  education  are  now  available.  The  Council  Com- 
mittee on  Public  Health  and  Education  presents  forty-one  courses  covering 
a wide  range  of  subjects.  A large  group  of  physicians,  experienced  in 
practice,  teaching,  and  investigation,  will  conduct  these  activities. 

In  addition  to  the  courses  and  special  lectures  given  in  the  past,  several 
new  courses  and  more  instruction  in  plastic  and  reconstructive  surgery  are 
offered. 

Arrangements  may  be  made  for  the  courses  of  five  to  eight  lectures  and 
for  special  lectures,  demonstrations,  and  clinics  in  a number  of  subjects. 
County  medical  societies,  hospital  staffs,  and  other  medical  organizations 
interested  may  obtain  further  information  by  addressing  the  chairman  of 
the  committee, 

O.  W.  H.  Mitchell,  M.D. 
428  Greenwood  Place 
Syracuse,  New  York 


CRYMOTHERAPY  AND  ITS  RELATION  TO  HIBERNATION 


W.  Laurence  Whittemore,  M.D.,  James  R.  Lisa,  M.D.,  and  Paul  K.  Sauer,  M.D. 
{From  the  City  Hospital,  New  York  City) 


The  recent  attention  focused  on 
crymotherapy  has  been  of  primary 
interest  because  of  its  application  to  the 
treatment  of  cancer.  In  this  investiga- 
tion many  interesting  facts  and  questions 
concerning  crymotherapy  have  developed, 
and  many  observations  have  been  made 
that  invite  further  study  and  work. 
Crymotherapy  has  been  compared  to 
hibernation  and  has  been  called  artificial 
hibernation.  In  reality,  however,  it  is 
more  truly  a process  of  refrigeration  and 
differs  from  normal  hibernation  in  several 
respects.  The  ideal  sought  after  in 
crymotherapy  is  the  induction  of  true 
hibernation. 

One  hundred  and  forty-two  years 
ago  Dr.  James  Currie,13  F.R.S.  Edin- 
burgh, and  physician  to  the  Liverpool 
Hospital,  reported  that  he  had  lowered 
the  temperature  of  Richard  Sutton  to 
83  F.,  while  keeping  him  in  a brine  bath 
at  40  F.  over  a period  of  forty-five  min- 
utes. But  aside  from  Dr.  Currie’s  experi- 
ments on  healthy  individuals  a careful 
perusal  of  the  literature  fails  to  reveal 
any  such  cooling  in  human  beings  until 
Temple  Fay  and  Lawrence  Smith1  an- 
nounced their  findings  in  a very  careful 
and  complete  report  on  “Temperature 
Factors  in  Cancer  and  Embryonal  Cell 
Growth.’’ 

We  then  learned  that  man’s  tempera- 
ture had  been  reduced  from  10  to  18  de- 
grees below  normal  for  periods  of  one  to 
five  days  and  in  1 case  of  theirs  for  eight 
days.  In  this  report  they  drew  attention 
to  the  differences  in  surface  temperature 
in  different  segments  of  the  body — the 
lowest  in  the  extremity  segments  from 
88  to  90  F.,  and  the  highest  in  the  fifth 
thoracic,  the  breast  segment.  Reviewing 
statistical  literature,  they  pointed  out  the 
relative  infrequency  of  primary  and  meta- 
static carcinoma  developing  in  the  parts 
of  the  body  of  lowered  temperature  as 


compared  with  those  parts  where  high 
temperatures  existed.  They  also  demon- 
strated that  undifferentiated  cell  growth 
and  activity  require  an  optimal  tempera- 
ture, below  which  these  cells  are  ad- 
versely affected.  With  these  data  the 
applicability  of  crymotherapy  in  the  treat- 
ment of  malignant  disease  seemed  to 
offer  hope  of  a beneficial  effect.  It  was 
also  demonstrated  that  the  temperature 
of  local  areas  of  tissue  could  be  lowered  to 
40  F.  without  damage  to  normal  cell 
growth,  yet  at  the  same  time,  inhibiting 
the  growth  of  abnormal  or  undifferenti- 
ated tissue. 

It  would  be  of  interest  at  this  point  to 
compare  some  of  the  observations  made  in 
hibernation  with  those  found  in  human 
cases  treated  by  crymotherapy. 

As  to  the  causes  of  hibernation:  for 

three  hundred  years  observers  and  anato- 
mists have  referred  to  the  so-called 
hibernating  gland — at  first  thought  iden- 
tical with  the  thymus  but  which  in  some 
animals  is  a well-developed  deposit  of 
fat  with  a multilocular  type  of  adipose 
tissue,  with  cells  one-half  the  diameter  of 
ordinary  fat  cells,  and  a large  amount  of 
grossly  cellular  cytoplasm,  and  a large 
spherical  nucleus.  In  1923  A.  T.  Ras- 
mussen8 in  an  article  on  the  so-called  hi- 
bernating gland  gave  a list  of  anatomists 
who  had  found  this  polylocular,  definitely 
circumscribed  adipose  tissue  in  the  sub- 
scapular and  dorsocervical  regions  in 
man,  and  he,  himself,  also  described  his 
examination  of  the  perirenal  fat  of  half  a 
dozen  human  specimens  from  birth  to  two 
years  of  age.  In  2 of  his  cases,  1 a new- 
born and  1 case  IV2  years  of  age,  he  found 
a variable  amount  of  cells  essentially  like 
those  found  in  the  hibernating  glands  of 
animals.  Cushing  and  Goetsch7  found 
what  they  described  as  “the  most  striking 
histologic  changes  occurring  in  the  ante- 
rior lobe  of  the  pituitary  gland’’  in  an  ex- 
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amination  of  seven  hibernating  animals. 
They  also  stated  that  the  injection  of 
pituitary  extract  was  the  most  effective 
means  of  raising  the  body  temperature 
with  coincident  improvement  in  the  ani- 
mal’s condition.  Cushing  also  referred 
to  peasants  living  in  a certain  remote  part 
of  Russia  who  lived  most  of  the  winter  in  a 
somnolent  state  when  supplies  were 
scarce,  rousing  themselves  once  a day  for 
a scant  meal.  Cushing  also  suggested 
that  discrepancies  among  observers  using 
pituitary  extract  may  be  due  to  seasonal 
changes  in  the  subject’s  pituitary  gland. 
The  influence  of  the  pituitary  in  crymo- 
therapy  has  not  been  evaluated.  Histo- 
logic studies  have  not  been  available  nor 
has  the  effect  of  pituitary  therapy  been 
tried. 

Many  observers  have  noticed  that 
many  insects  and  some  animals,4*6 — 
grasshoppers,  potato  beetles,  ants,  snails, 
and  certain  mammals  including  the  Eng- 
lish woodchuck — dehydrate  themselves 
before  going  into  hibernation.  The  more 
dried  out  the  animal  the  more  cold- 
hardy  it  seems  to  be.  In  the  humans  the 
closest  approximation  to  this  dehydration 
has  been  observed  in  cases  of  morphinism 
both  at  Lenox  Hill  and  City  Hospitals. 
In  these  cases  there  was  an  excessive 
gastric  hypersecretion,  so  severe  in  1 case 
treated  at  Lenox  Hill  Hospital  as  to  neces- 
sitate replacement  of  fluid  intravenously. 
In  the  early  cases  treated  by  Fay  and 
Smith,14  when  intermittent  feeding  was 
not  used,  it  was  necessary  to  employ  in- 
travenous saline  immediately  after  emer- 
gence from  crymotherapy  in  order  to 
combat  shock.  Possibly  the  explanation 
lies  in  the  fact  that  a human  is  normally 
not  a hibernating  animal. 

The  respiratory  exchange  in  animals  is 
lowered,  and  when  the  temperature  is 
below  60  F.  the  carbon  dioxide  discharged 
is  one-tenth  to  one-twentieth  the  quantity 
eliminated  by  the  animals  at  rest  and 
awake.  The  oxygen  absorption  is  not 
reduced  in  the  same  proportion  so  that  the 
respiratory  quotient  may  be  as  low  as 
0.51.  In  other  animals,  as  dormice,  it 
may  drop  to  0.2.  Corresponding  changes 
in  the  human  have  not  been  found. 


In  1805  Dr.  Henry  Reeve,5  F.R.S. 
Edinburgh,  reported  that  the  blood  of 
hibernating  woodchucks  will  not  congeal 
in  temperatures  several  degrees  below 
freezing,  though  if  the  blood  is  taken  from 
the  animal  in  its  active  state  it  will  freeze 
when  exposed  to  the  same  temperature. 
The  effect  of  crymotherapy  on  this  type 
of  response  in  human  blood  has  not  been 
investigated. 

In  blood  chemistry  studies  no  mention 
was  made  of  serum  magnesium,  but  Paavo 
Suomalamen9  of  the  Biochemical  Insti- 
tute in  Helsinki  showed  that  very  con- 
sistently in  hibernating  animals  the 
serum  magnesium  is  increased;  this 
occurred  to  a lesser  degree  in  sleeping 
animals.  The  blood  sugar  and  adrenalin 
were  decreased.  Calcium  chloride  brought 
the  animal  out  of  hibernation.  Animals 
injected  with  magnesium  chloride  in  the 
autumn  go  quickly  into  hibernation.  In 
the  human  study  made  on  the  levels  of 
urea,  N.P.N.,  cholesterol,  sugars,  chlo- 
rides, and  C02  combining  power,  calcium 
and  phosphorous,  no  significant  changes 
were  found  at  Lenox  Hill  Hospital  and  at 
City  Hospital.  However,  Fay  and  Smith 
found  a reduction  in  urea,  sugar,  and 
chlorides.  No  studies  on  magnesium  in 
the  human  have  been  made. 

In  1831  Marshall  Hall6  wrote  the  fol- 
lowing: “On  March  9 soon  after  mid- 

night I took  a hedgehog  which  had  been 
in  a state  of  uninterrupted  lethargy  dur- 
ing 150  hours,  and  divided  the  spinal  mar- 
row just  below  the  occiput;  I then  re- 
moved the  brain  and  destroyed  the  whole 
spinal  marrow  as  gently  as  possible.  The 
action  of  the  heart  continued  vigorous 
during  four  hours,  when  showing  no 
prospect  of  termination  to  the  experiment 
I resolved  to  envelope  the  animal  in  a wet 
cloth,  and  left  it  until  early  morning.  At 
7:00  a.m.  the  beat  on  both  sides  of  the 
heart  continued.  It  still  continued  to 
move  at  9:00  a.m.  At  11:30  o’clock  all 
were  naturally  motionless,  yet  were 
equally  contracted  on  being  stimulated 
by  the  point  of  a knife.  At  noon  the 
two  ventricles  were  alike  unmoved  on 
being  irritated  as  before,  but  both 
auricles  contracted.  Both  auricles  were 
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shortly  after  inirritable.”  This  new  force 
or  strength  of  the  heart  in  hibernation 
has  been  noted  by  many  observers.  In 
the  early  observations  of  Currie  he  also 
noted  that  the  pulse  became  very  small 
and  almost  imperceptible  at  the  wrist, 
“but  the  heart  pulsated  with  great  steadi- 
ness and  due  force.”  In  1915  Harvey 
Cushing  and  Emil  Goetsch7  noted  that 
the  hearts  of  animals  that  had  been  in 
hibernation  for  some  hours  continued  to 
beat  after  the  fashion  of  the  batrachian 
heart  for  an  unusual  length  of  time  when 
removed  from  the  body  after  death. 
These  observations  have  been  borne  out 
in  more  recent  work.  All  observers  have 
noted  that,  coincidentally,  the  respira- 
tions became  regular  and  unusually 
slow. 

The  basal  metabolic  rate  in  the  hi- 
bernating animal  is  definitely  lower  than 
normal.  In  humans  undergoing  crymo- 
therapy  a continuous  drop  commensurate 
with  the  time  exposure  has  been  shown  to 
occur  in  the  experiments  conducted  at 
Lenox  Hill  Hospital.  Smith  and  Fay10 
thought  metabolism  readings  unsatisfac- 
tory but  were  of  the  opinion  that  they 
tended  to  be  lower  in  crymotherapy. 

In  comparing  the  nervous  states  of  ani- 
mals in  hibernation  to  the  human  in 
crymotherapy,  there  are  several  interest- 
ing comparisons  that  can  be  drawn.  In 
1831  Marshall  Hall6  demonstrated  that 
the  hibernating  hedgehog  could  be  im- 
mersed in  water  for  twenty-two  minutes 
and  appear  unaffected,  whereas  the  active 
hedgehog,  if  similarly  immersed,  died  in 
three  minutes.  Similar  experiments  car- 
ried out  with  poison  gases  gave  the  same 
results.  In  humans  it  is  a common  ob- 
servation that  the  patients  are  com- 
pletely amnesic  as  to  their  period  in  cry- 
motherapy, although  they  may  respond 
rationally  and  intelligently  to  questions 
during  this  same  time.  Crymotherapy 
might  be  useful  in  the  treatment  of  mental 
disease,  e.g.,  schizophrenia,  and  with  this 
thought  in  mind  we  would  like  to  quote  a 
medical  report  written  in  1798  by  James 
Currie13  on  the  case  of  a young  man  wild 
with  insanity  who  was  not  quieted  with 
24  grains  of  opium  in  twenty-seven  hours, 


nor  by  emetics  or  tepid  baths  until,  as 
Currie  writes:  “perplexed  with  these  ex- 
tremes and  keeping  in  mind  the  success  of 
the  cold  bath  in  convulsive  diseases,  I 
ordered  it  to  be  tried  in  the  present  occa- 
sion. The  insanity  returned  with  great 
violence  on  the  twenty-first,  the  patient 
was  thrown  headlong  into  the  cold  bath. 
He  came  out  calm  and  nearly  rational, 
and  this  interval  of  reason  continued  for 
twenty-four  hours.  The  same  practice 
was  directed  to  be  repeated  as  often  as 
the  state  of  insanity  occurred.  The  direc- 
tions have  been  followed,  and  on  the 
morning  of  the  twenty-third  he  was 
thrown  into  the  cold  water  bath  in  the 
height  of  his  fury  as  before.  As  he  came 
out  he  was  thrown  in  again,  and  this  was 
repeated  five  times,  till  he  could  not 
leave  the  bath  without  assistance.  He 
became  perfectly  calm  and  rational  in  the 
bath  and  has  remained  so  ever  since.” 

Hibernating  animals4  seek  cold,  dark, 
isolated,  and  quiet  environments ; for  their 
surroundings  play  an  important  part 
during  this  period,  although  it  is  difficult 
to  evaluate  the  importance  of  the  re- 
spective factors.  Many  of  them,  even 
during  the  state  of  hibernation,  respond 
to  stimuli.  Also  in  the  use  of  crymo- 
therapy it  has  been  the  experience  that 
quiet,  darkness,  and  the  avoidance  of 
stimulation  have  their  good  effects.  One 
may  see  a rapid  rise  in  temperature  due  to 
nervous  or  physical  activity. 

Hematologic  studies  in  the  hibernating 
animal  have  not  been  reported.  In  the 
human  studies  definite  changes  have  been 
observed.  There  is  a temporary  rise  in 
the  leukocyte  count,  a temporary  eleva- 
tion in  the  number  of  erythrocytes  and 
the  hemoglobin  with  a subsequent  anemia, 
and  definite  progressively  regressive  bone- 
marrow  changes  affecting  particularly  the 
erythrocytic  elements. 

The  effects  of  some  poisons  have  been 
tested  out  during  hibernation.  In  1934 
M.  S.  Tain  tor  found  that  dinitrophenol  in- 
jected into  pigeons  and  guinea  pigs  failed 
to  produce  the  usual  stimulation  if  the 
environmental  temperature  was  38  to  42 
F.,  that  only  25  per  cent  of  the  birds  died, 
and  that  the  fever  induced  was  only  one- 
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tenth  of  that  induced  at  room  tempera- 
ture of  75  F.12 

Crymotherapy  has  been  tried  in  cases 
of  various  infections.  Toshivo  Akiyama,11 
in  the  Manchurian  Medical  College, 
inoculated  a series  of  ground  squirrels 
with  the  virus  of  lymphogranuloma 
inguinal  and  then  put  them  into  hiber- 
nation. The  controls  died,  those  cooled 
less  than  ten  days  died  but  the  onset  of 
infection  was  prolonged,  while  squirrels 
kept  torpid  for  twenty  days  awakened 
unharmed  and  without  clinical  signs  of 
disease.  Specific  antigens,  histologic 
changes,  and  reinoculation  in  mice  up 
to  the  third  generation  were  negative  in 
this  last  group.  One  patient  with  filaria- 
sis  was  reported  by  his  Cuban  doctor  to 
have  been  relieved  for  some  time  after 
having  been  treated  by  Smith  and  Fay.14 

As  our  understanding  of  crymotherapy 
increases  it  may  happen  that  there  will  be 
a change  in  our  technic,  enabling  us  to 
approximate  more  closely  a state  of  true 
hibernation.  That  there  are  other  fields 
in  addition  to  the  treatment  of  malignant 
disease  is  also  suggested.  The  possibility 
of  its  use  in  cardiac  disease  is  suggested 


from  the  work  of  Marshall  Hall.  Its  ap- 
plicability to  various  types  of  mental 
disease  is  suggested  by  the  experiments  of 
James  Currie.  Cases  of  chemical  poison- 
ings, polycythemia  vera,  snake  venoms, 
and  infections  seem  a rich  field  for  in- 
vestigation, while  the  results  obtained  and 
reported  so  far  in  human  crymotherapy  in 
cancer  warrant  further  observation.1’2’15 
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BRITISH  HEALTH  AFTER  NEARLY  A YEAR  OF  WAR 


In  the  London  Sunday  Times  Lord  Horder 
takes  stock  of  the  health  of  the  nation  after 
nearly  a year  of  war,  says  a report  in  the 
J.A.M.A.  While  war  is  an  evil  thing,  he 
thinks  it  has  done  good,  like  a hormone,  in 
“activating  the  whole  chemistry  of  the  nation.” 
It  has  had  an  accelerating  effect  on  efforts  to 
improve  the  condition  of  the  people.  As  far  as 
physical  health  is  concerned,  Lord  Horder  finds 
that  it  has  kept  at  an  unusually  high  level.  The 
comparative  mildness  of  last  winter’s  influenza 
epidemic  was  a blessing.  Cerebrospinal  fever, 
an  epidemic  hazard  of  wartime,  though  it  showed 
itself  in  the  early  part  of  this  year,  died  down 
quickly  and  chemotherapy  reduced  its  fatality 
to  an  unprecedented  level.  None  of  the  common 
infectious  diseases  attained  serious  dimensions. 
Tuberculosis  has  shown  no  material  increase, 
and  even  “the  camp  follower  of  war,”  venereal 
disease,  has  not  got  out  of  hand.  For  the  con- 
trol of  all  these  plagues  the  intensified  activity 
of  the  health  services  may  take  no  small 
credit. 

The  evacuation  of  children  from  the  danger 
areas,  concerning  which  so  many  fears  were 
anticipated,  was,  from  the  health  angle,  a huge 
success.  Compared  with  the  previous  year  the 
incidence  of  diphtheria  and  scarlet  fever  fell  to 
two-thirds  of  that  in  1938  and  poliomyelitis  to 


just  over  one-third.  The  children  benefited  enor- 
mously in  health. 

The  satisfactory  condition  of  national  health 
Lord  Horder  ascribes  much  more  to  the  increas- 
ingly favorable  conditions  of  the  people  during 
the  years  preceding  the  war  than  to  the  care 
exercised  during  it.  The  contrast  with  Germapy 
is  marked.  Dr.  Gumpert,  the  author  of  Heil 
Hunger,  summarizes  the  results  of  six  years  of 
Nazi  rule  as  “an  increased  death  rate,  a falling 
birth  rate,  growing  criminality,  an  increase  in 
drunkenness,  venereal  disease,  tuberculosis,  food 
poisoning,  and  a doubling  of  mental  disease.” 
Gumpert  considers  Nazi  rule  “the  most  un- 
wholesome political  system  ever  born  in  the 
brain  of  man.” 

“In  physique  we  are  far  better  prepared  than 
was  the  enemy  at  the  outset  of  war,  and  we  have 
kept  well  ahead  of  him.  But  now  comes  the 
testing  time.”  Vigilance  in  health  must  in- 
clude the  worker  as  well  as  the  fighter.  That  this 
is  already  apparent  to  the  mind  of  the  minister  of 
health  is  shown  by  his  memorandum  on  “Hours 
of  Work  and  Maximum  Output”  and  his  exercise 
of  emergency  powers  with  regard  to  medical  su- 
pervision of  factories  and  the  first-aid  and 
welfare  services  connected  with  them.  The 
vital  question  of  fatigue  is  being  carefully 
watched. 


TREATMENT  OF  SOME  COMMON  DISFIGUREMENTS 
OF  THE  SKIN 

A.  Benson  Cannon,  M.D.,  New  York  City 

{Associate  Professor  of  Dermatology,  College  of  Physicians  and  Surgeons,  Columbia  University) 


The  kinds  and  varieties  of  blemishes 
that  disfigure  the  human  skin, 
whether  they  be  congenital  or  the  residue 
of  some  cutaneous  disease,  are  legion. 
Some  of  these  defects  are  so  important 
‘with  regard  to  their  effect  on  both  the  ap- 
pearance and  the  general  health  of  the 
patient  that  they  are  the  subject  of  unre- 
mitting study  on  the  part  of  dermatolo- 
gists, who  cherish  the  constant  hope  of 
finding  some  new  and  better  way  of  pre- 
venting and  curing  them.  Others  are  so 
negligible,  as  far  as  any  deleterious  after- 
effects on  the  patient’s  general  physical 
condition  are  concerned,  that  they  are 
considered  relatively  unimportant,  and 
they  would  scarcely  merit  a place  in  any 
discussion  by  dermatologists  were  it  not 
for  their  disfiguring  effect  and  the  desire, 
deep-rooted  in  every  individual,  to  im- 
prove his  appearance  in  every  way  pos- 
sible. 

Moles 

In  the  latter-named  category  of  cutane- 
ous defects  we  may  place  the  common 
mole,  one  of  the  most  prevalent  and,  or- 
dinarily, one  of  the  least  harmful  of  all 
skin  blemishes.  Almost  everyone  has  at 
least  one  mole  of  one  kind  or  another. 
Most  of  them  are  relatively  innocuous; 
and,  if  the  patient  seeks  to  have  them  re- 
moved, it  is  usually  for  purely  cosmetic 
reasons.  Occasionally,  however,  a 
hitherto  inactive,  benign  mole  will  sud- 
denly begin  to  increase  in  size  or  will  be- 
come irritated  or  infected  or  change  color 
— changes  which,  fortunately,  alarm  the 
patient  sufficiently  so  that  he  seeks  medi- 
cal advice.  People  who  seek  the  advice 
of  a physician  in  regard  to  the  removal  of 
a mole  usually  ask  two  questions:  (1)  Is  it 
safe  to  remove  a mole?  (2)  Will  the  re- 


moval leave  a scar?  To  the  first  question 
I always  answer:  “Yes,  so  long  as  the  re- 
moval is  thorough.”  I have  removed 
many  thousands  of  moles  of  all  sizes, 
colors,  and  descriptions,  using  the  desic- 
cating current  of  the  electric  needle  or  the 
bipolar  current  of  the  surgical  diathermy 
machine,  and  I have  yet  to  see  a malig- 
nancy develop  after  such  an  operation. 
But  I have  known  instances  in  which  in- 
complete surgical  excision  of  a mole  or 
its  removal  by  actual  cautery  or  with  tri- 
chloracetic acid  was  followed  by  the  early 
appearance  of  a melanocarcinoma.  For 
when  the  mole  is  removed  by  means  of  a 
desiccating  current,  the  desiccated  tissue 
sloughs  off  and  the  blood  vessels  are 
sealed,  thus  lessening  the  possibility  of 
metastasis  through  the  blood  stream. 
Surgery  merely  removes  the  mole  but 
leaves  the  severed  blood  vessels  open  to 
the  passage  of  the  cells,  with  the  result 
that  by  the  time  the  blood  vessels  are 
finally  healed  metastasis  has  already 
occurred. 

I have  vividly  in  mind  the  case  of  a 
young  colleague  from  the  West  who  came 
to  see  me  not  many  weeks  ago  in  regard 
to  a metastatic  melanocarcinoma  involv- 
ing the  right  axillary  glands  and  the  ad- 
jacent portions  of  the  skin  that  had  de- 
veloped following  surgical  excision  of  a 
mole  from  his  right  shoulder  the  previous 
year.  Histologic  examination  of  the  ex- 
cised mole  had  revealed  no  malignancy, 
but  about  six  months  later  the  patient 
noted  a tender,  painful  swelling  approxi- 
mately the  size  of  an  English  walnut  in 
the  right  axilla.  His  temperature  was 
constantly  around  101  F.,  and  he  felt 
weak  and  drowsy.  A radiologist  friend 
irradiated  the  area  over  the  enlarged 
gland,  giving  him  150  r (unfiltered).  His 
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Fig.  1.  Metastatic  melanocarcinoma  develop- 
ing after  cauterization  of  mole. 

symptoms  were  relieved  almost  immedi- 
ately, the  pain  disappeared  in  about  two 
hours,  and  his  temperature  became  nor- 
mal within  twenty-four  hours.  Five 
days  later  he  received  another  roentgen 
treatment  (75  r,  unfiltered).  Within  ten 
days  the  gland  had  disappeared  and  was 
no  longer  palpable.  Several  months 
later,  however,  the  patient  felt  three 
swellings,  each  about  as  large  as  a hazel 
nut,  in  the  same  axilla.  These  were  re- 
moved surgically.  Biopsy  showed  the 
presence  of  melanocarcinoma.  The  pa- 
tient asked  me  whether  he  should  follow 
the  advice  of  a radiologist  and  have  mas- 
sive roentgen  irradiation  over  the  affected 
area.  My  reply  was  that  since  it  is  a 
generally  accepted  fact  that  melanocar- 
cinomas  are  radioresistant,  such  treatment 
would  be  entirely  useless.  I told  him 
that  his  only  hope  for  relief  lay  in  surgical 
amputation  of  all  the  glandular  and  peri- 
glandular tissues,  as  well  as  of  all  of  the 
affected  skin,  to  a point  well  beyond  the 
involved  area.  The  radioresistance  of 
melanocarcinomas  and  the  necessity  for 
treating  them  surgically  are  facts  that 
should  be  stressed  much  more  than  they 


usually  are,  I think.  For  there  are  radi- 
ologists who  still  recommend  roentgen 
therapy  for  this  disease;  and  frequently 
the  dermatologist  acquiesces  in  this  useless 
treatment  because  the  melanocarcinoma 
in  question  is  inoperable  and  he  feels  that 
the  patient  will  be  happier  if  something  is 
being  done  for  him,  even  though  the 
physician  himself  knows  that  the  meas- 
ures employed  are  vain  (Fig.  1). 

To  the  second  question  that  interests  a 
patient  with  regard  to  the  removal  of  a 
mole — namely,  whether  there  will  be  any. 
scar  left — I usually  answer  that  whatever 
defect  may  result  from  the  operation,  it 
will  at  least  be  much  less  noticeable  than 
was  the  original  blemish.  As  a matter  of 
fact,  the  amount  of  residual  scarring  is 
dependent  largely  on  two  factors:  the 
skill  of  the  operator  and  the  method  he 
uses.  I know  of  many  cases  in  which, 
several  months  after  the  mole  had  been 
removed,  neither  the  patient  nor  the 
physician  could  find  the  site  of  the  opera- 
tion, so  carefully  and  thoroughly  had  the 
excision  been  accomplished.  For  my 
own  part,  I find  that  I get  the  best  results, 
as  I said  earlier,  when  I use  the  lowest 
current  obtainable  with  the  desiccating 
needle  or  the  bipolar  current  of  the  sur- 
gical diathermy  machine.  After  cleans- 
ing the  area  with  iodine  and  alcohol,  I 
spray  the  side  of  the  mole  with  just 
enough  ethyl  chloride  to  cause  frosting 
and,  with  the  smallest  size  hypodermic 
needle  (1  cc.  capacity),  inject  a few  drops 
of  procaine  hydrochloride  underneath  the 
mole  in  order  to  elevate  it  appreciably. 
Then  with  a very  small  sewing  needle  I 
desiccate  first  around  the  margin  and 
then  in  the  center  of  the  mole,  until  it  is 
thoroughly  charred,  and  pare  off  the 
desiccated  tissue  with  a sharp  scalpel. 
Next,  holding  a magnifying  glass  over  the 
area,  I carefully  desiccate  the  remaining 
center  of  the  mole,  the  outlines  of  which 
can  be  plainly  seen  in  the  glass.  Picking 
up  the  wound  between  the  thumb  and  in- 
dex finger,  I carefully  pare  off  the  rest  of 
the  dead  mole  and  lightly  desiccate  any 
particles  that  may  have  been  left  at  its 
base.  The  last  step  is  to  bevel  off  the 
edges  of  the  wound  in  order  to  lessen  the 


November  1,  1940] 


COMMON  SKIN  DISFIGUREMENTS 


1569 


likelihood  of  scar  formation.  I instruct 
the  patient  to  sponge  off  the  wound  night 
and  morning  with  cotton  wet  with  boric 
acid  solution  and  then  to  apply  triple 
strength  calamine  lotion  containing  2 per 
cent  boric  acid.  On  the  eighth  night  I 
have  him  apply  boric  acid  ointment  in 
order  to  remove  the  crust.  If  any  infec- 
tion appears,  the  patient  should  be  told 
to  apply  warm  compresses  of  boric  acid 
to  remove  the  crust,  and  then  to  put  on 
boric  acid  ointment  and  cover  the  wound 
with  sterile  gauze.  Any  superfluous 
granulation  tissue  or  keloidal  formations 
should  be  removed  with  silver  nitrate  or 
trichloracetic  acid.  If  a pitted  scar  re- 
mains after  the  wound  is  healed,  I apply 
trichloracetic  acid  around  the  margins 
with  a flat  stick  applicator,  in  order  to 
bevel  off  the  edges. 

Pigmented  Moles 

It  is  a common  practice  among  most 
physicians,  and  even  among  dermatolo- 
gists, to  warn  patients  against  molesting 
a pigmented  mole  or  having  it  removed  by 
any  method  whatsoever,  as  long  as  it  is 
not  undergoing  any  change,  for  fear  of 
causing  the  development  of  melanocar- 
cinoma;  counseling  them,  however,  to 
have  it  removed  immediately  if  it  begins 
to  increase  in  size  or  to  change  color.  As 
in  the  case  of  the  ordinary  mole,  my  ad- 
vice is  always  to  remove  any  pigmented 
mole  immediately  by  desiccation  or  by 
surgical  diathermy  without  waiting  to  see 
whether  or  not  it  is  going  to  undergo  any 
changes  in  color,  size,  or  form;  for  once 
such  changes  have  set  in,  the  case  has  al- 
ready advanced  far  beyond  any  possi- 
bility of  cure,  regardless  of  what  method 
of  removal  may  be  employed.  Black  or 
bluish  colored  moles,  in  particular,  should 
be  removed,  especially  if  they  are  located 
in  any  place  where  they  are  subjected  to 
friction,  pressure,  or  any  other  sort  of 
irritation. 

Only  a little  while  ago  a patient  was 
referred  to  me  for  advice  concerning  a 
small,  pigmented  mole  that  had  been 
present  on  the  right  buttock  for  several 
years.  About  a year  before  I saw  him 
he  had  consulted  a dermatologist  who  had 


admonished  him  not  to  have  the  mole  re- 
moved under  any  circumstances.  Within 
the  past  few  months,  however,  it  had  be- 
gun to  increase  in  size.  Becoming 
alarmed  at  this,  the  patient  had  consulted 
his  family  physician  who  had  sent  him  to 
me.  Examination  disclosed  a smooth, 
pea-sized,  bluish-brown  mole  which 
looked  innocent  enough,  but  in  the  right 
inguinal  region  there  was  a large,  subcu- 
taneous gland,  movable  with  the  under- 
lying structures,  not  painful,  and  not  at- 
tached to  the  skin,  besides  two  other  pea- 
sized adjacent  glands.  The  mole  and 
the  glands  were  removed.  Histologic 
examination  of  the  excised  tissue  showed 
that  the  “mole”  was  really  a melanocar- 
cinoma,  and,  in  spite  of  the  radical  sur- 
gery employed,  the  patient  died  six 
months  later  from  a metastatic  melano- 
carcinoma. 

Seborrheic  Keratosis 

Seborrheic  keratoses  are  found  most 
commonly  in  middle-aged  persons,  par- 
ticularly those  with  oily,  greasy  skins. 
Not  infrequently  they  occur  in  conjunc- 
tion with  an  oily  seborrhea  of  the  scalp. 
They  are  brownish,  sometimes  skin- 
colored  to  brownish-black  warty  excres- 
cences that  appear  for  the  most  part  on 
the  back,  in  the  region  of  the  sternum, 
or  along  the  hairline  of  the  scalp.  They 
vary  from  a pinhead  to  a half  dollar  in 
size.  The  lesions  multiply  and  increase 
in  size,  but  otherwise  they  are  seldom 
troublesome.  Once  in  a while,  though, 
they  do  give  rise  to  a more  or  less  severe 
pruritus  and  secondary  dermatitis,  con- 
ditions often  spoken  of  as  senile  pruritus. 
Occasionally,  irritation  from  the  warty 
growths  may  cause  the  development  of 
epitheliomas,  mainly  of  the  basal-cell 
variety  (Fig.  2). 

To  remove  the  ordinary  seborrheic 
keratoses  from  the  face  and  neck,  or  the 
large,  irritated  ones  from  the  trunk,  I use 
the  desiccating  needle,  first  anesthetizing 
the  area  to  be  treated  with  procaine 
hydrochloride.  After  desiccating  the 
keratosis,  I curette  the  charred  portion 
away  and  redesiccate  the  base  of  the  le- 
sion. If  the  warts  are  very  numerous, 
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Fig.  2.  Seborrheic  keratosis. 


however,  removal  with  the  desiccating 
needle  is  too  laborious  and  time-consuming 
a process  for  the  physician,  to  say  noth- 
ing of  causing  great  discomfort  to  the 
patient.  In  such  cases  I cleanse  the  parts 
with  alcohol,  freeze  each  individual 
keratotic  area  with  ethyl  chloride,  and 
then,  exercising  traction  on  the  skin, 
curette  the  keratoses  with  one  or  two 
strokes  of  a sharp -hooked  curet,  taking 
care  always  not  to  go  too  deeply.  This 
amount  of  treatment  usually  suffices  to 
cure  the  condition.  One  can  ordinarily 
remove  all  of  the  lesions,  from  the  entire 
back  for  example,  in  this  manner  in 
about  twenty  or  thirty  minutes.  After 
all  of  the  keratoses  have  been  removed,  I 
have  the  nurse  apply  a towel  that  has  been 
immersed  in  hot  boric  acid  solution  and 
leave  it  on  for  five  or  ten  minutes.  This 
will  usually  relieve  the  pain  and  stop  the 
bleeding.  A thick  coating  of  calamine 
lotion  is  applied  next;  and,  finally,  a 
jacket,  improvised  from  gauze,  is  put  on 
the  patient.  He  is  instructed  to  bathe  as 
usual  and  to  apply  calamine  lotion  every 
night  and  morning.  After  seven  or  eight 


days  he  should  apply  boric  acid  ointment 
to  remove  the  crusts.  This  treatment 
gives  most  pleasing  results,  there  being  no 
noticeable  scarring  after  a few  weeks  pro- 
vided the  curetting  has  not  been  done  too 
deeply. 

Senile  Keratoses 

The  lesions  of  senile  keratosis,  like 
those  of  seborrheic  keratosis,  are  most 
often  seen  after  middle  age.  But,  unlike 
seborrheic  warts,  they  are  found  on  the 
exposed  parts  of  the  body — the  face, 
backs  of  the  hands,  etc. — and  appear  for 
the  most  part  on  dry  skin,  or  on  skin  that 
has  been  exposed  for  long  periods  of  time 
to  sun,  wind,  and  rain.  Warts  of  this 
type  are  frequently  called  “sun  warts,” 
“farmers’  warts,”  “sailors’  skin,”  etc. 
In  their  first  stages  they  are  usually 
spoken  of  as  freckles,  and,  if  they  persist, 
are  known  as  “liver  spots.”  They  gradu- 
ally increase  in  size  and  become  dark  in 
color,  raised,  and  finally  warty.  The 
skin  underneath  the  growth  is  red,  rough, 
dry,  and  scaly.  Because  the  lesions  of 
senile  keratoses  are  practically  always  a 
source  of  chronic  irritation  they  are  much 
more  likely  to  become  carcinomatous  than 
are  those  of  seborrheic  keratosis.  Hence 
they  should  always  be  removed,  not  only 
for  the  sake  of  the  patient’s  appearance, 
but  also  in  order  to  prevent  the  develop- 
ment of  skin  cancer  in  the  future  (Fig.  3). 

The  technic  for  the  removal  of  senile 
keratoses  is  the  same  as  that  used  for  seb- 
orrheic keratoses,  the  only  difference 
being  that  since  the  lesions  are  so  much 
larger  and  more  infiltrated  and  extend  so 
much  more  deeply  than  do  seborrheic 
warts  they  have  to  be  desiccated  much 
more  thoroughly  than  do  the  lesions  of  the 
last-named  disease.  If  treated  properly 
they  peel  off  in  seven  or  eight  days,  leav- 
ing a pink  spot,  which  disappears  in  time 
and  leaves  no  scar.  Patients  who  are  in- 
clined to  have  senile  keratoses  should  be 
instructed  in  careful  hygiene  of  the  skin — 
frequent  washing  in  warm  water,  using  a 
wash  cloth  and  a fatty  soap,  rinsing  in 
cold  water,  and  then  applying  a greasy 
cream.  This  treatment,  simple  as  it  is, 
is  perhaps  the  best  and  most  effective 
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method  of  preventing  epitheliomas,  usu- 
ally of  the  prickle  cell  type,  which  so  fre- 
quently arise  from  senile  keratoses. 

Epitheliomas 

It  is  a generally  recognized  fact  that 
epitheliomas  appear  as  a result  of  local 
irritation,  usually  of  long  standing,  most 
often  on  the  exposed  parts  of  the  body. 
This  irritation  may  be  due  to  any  one  of 
many  different  factors:  exposure  to  sun 
or  wind;  chemicals  such  as  tar,  as,  for 
example,  in  chimney  sweep’s  cancer;  a 
ragged  tooth;  scars  resulting  from  burns 
caused  by  acids,  hot  water,  or  roentgen 
rays;  or  a long-standing,  chronic  disease 
such  as  rosacea,  lupus  vulgaris,  lupus 
erythematosus,  psoriasis,  or  syphilis  (not- 
ably of  the  tongue).  Epitheliomas  are 
usually  not  difficult  to  recognize,  first, 
because  of  their  location,  and,  second,  be- 
cause of  the  age  of  the  patient  (it  is  gen- 
erally believed  that  epitheliomas  attack 
only  elderly  persons,  though  they  will 
occasionally  be  found  in  people  from  14 
to  28  years  of  age).  However,  it  is  more 
difficult,  clinically  at  least,  to  distinguish 
a basal-cell  from  a prickle-cell  type  of 
epithelioma.  Lesions  appearing  on  the 
mucous  membranes  are  usually  of  the 
prickle-cell  type,  while  those  found  on 
the  face,  ears,  backs  of  the  hands,  or  in 
roentgen  burns  are  much  more  likely  to 
be  of  the  basal-cell  variety.  Prickle-cell 
epitheliomas  grow  much  more  rapidly, 
are  more  red  and  inflamed,  and  ulcerate 
much  more  rapidly  than  do  the  basal-cell 
ones;  while  basal-cell  epitheliomas  are 
characterized  by  rolled,  pearly,  telangi- 
ectatic borders  and  a central,  eroded, 
crusted  area — features  that  are  not  com- 
mon to  the  prickle-cell  group.  It  should 
not,  I believe,  be  necessary  to  point  out 
that  often  a definite  differentiation  of 
basal-cell  from  prickle-cell  epitheliomas 
can  be  made  only  on  the  basis  of  histo- 
logic examination,  for  which  reason  a 
biopsy  should  always  be  made  in  every 
case  of  skin  cancer  in  order  that  one  may 
be  absolutely  certain  as  to  which  type  of 
epithelioma  is  involved. 

Basal-cell  epitheliomas  are  simple,  rela- 
tively benign  growths  that  are  readily 


Fig.  3.  Senile  keratosis. 


amenable  to  a variety  of  therapeutic 
methods,  chiefly  surgery  and  radiother- 
apy. Squamous-cell  epitheliomas  are 
much  more  serious,  though  many  of  them, 
too,  yield  to  treatment,  particularly  with 
roentgen  rays  or  radium.  The  important 
factor  in  the  treatment  of  any  type  of 
epithelioma  is  to  be  sure  that  whatever 
the  method  chosen  it  should  be  thorough. 
I feel  that  it  is  almost  better  not  to  treat 
an  epithelioma  at  all  than  to  treat  it  in- 
adequately. There  has  been  many  a case 
of  epithelioma,  treated  over  a period  of 
years  by  innumerable  methods — acids, 
curettage,  electric  needle,  actual  cautery, 
excision,  roentgen  rays,  and  radium — in 
which  the  patient  finally  died  as  a result 
of  the  direct  extension  of  the  epithelioma 
into  some  vital  area — for  example,  the 
nasal  accessory  sinuses  or  the  brain — 
simply  because  none  of  the  methods  was 
applied  sufficiently  thoroughly.  It  some- 
times happens,  too,  that  after  years  of  in- 
adequate treatment  the  patient  will  be 
found  to  have  both  basal-  and  prickle-cell 
types  of  cancer  in  the  same  lesion,  the 
latter  having  been  produced  by  irrita- 
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Fig.  4.  Early  squamous  cell  epithelioma  of  lip 
of  one  month’s  duration,  resembling  chancre. 


tion  from  the  type  of  treatment  used 
(Fig.  4). 

I find  that  I obtain  the  best  therapeutic 
results  if  I remove  the  growth,  under  local 
anesthetic,  with  the  electric  needle  or  the 
electric  knife  and  then  curette,  always  be- 
ing careful  to  go  well  beyond  the  borders 
of  the  growth.  After  the  area  has  been 
thoroughly  curetted,  I redesiccate  it  and 
immediately  afterward  apply  roentgen 
therapy  (750  r,  unfiltered),  again  taking 
care  to  go  far  beyond  the  edges  of  the 


wound.  The  patient  is  instructed  to 
keep  the  wound  clean  by  sponging  it 
twice  a day  with  cotton  soaked  in  boric 
acid  solution  and  then  to  apply  calamine 
lotion  containing  2 per  cent  boric  acid. 
If  the  wound  is  a small  one,  it  may  be  left 
uncovered,  but  for  large  ones — those 
ranging  from  a five-cent  piece  to  a half 
dollar  in  size — I recommend  that  they  be 
covered  with  sterile  gauze  after  the  cala- 
mine lotion  has  been  put  on.  In  four  or 
five  weeks,  after  the  reaction  to  the  first 
radiation  has  subsided,  I give  a second 
dose  of  roentgen  rays  (600-750  r,  un- 
filtered) or  an  equivalent  dose  of  radium, 
which  I repeat  a third  time  in  another 
four  or  five  weeks.  By  this  method  of 
treatment  we  can  accomplish  what  I be- 
lieve to  be  a thorough  removal  of  the 
epithelioma  by  electrosurgery;  and,  in 
addition,  we  have  the  supplementary  aid 
of  three  roentgen  treatments  (a  total  of 
approximately  2,000  r).  It  has  been  my 
experience  for  almost  twenty  years  that 
recurrences  appear  only  rarely  when  this 
method  is  used;  while  before  that  time, 
when  other  therapeutic  methods  were 
favored,  I observed  that  recurrences  were 
not  uncommon. 


NAVY  MEDICAL  CORPS  SEEKS  APPLICANTS 


Rear  Admiral  Ross  T.  Mclntire,  surgeon  gen- 
eral of  the  Navy,  stated  in  Washington  on  Sep- 
tember 5 that  the  Medical  Corps  of  the  Navy  is 
being  increased  to  a strength  proportionate  with 
the  expanding  Navy  and  Marine  Corps,  and  that 
examination  for  appointment  as  commissioned 
officers  of  the  Medical  Service  will  be  held  Janu- 
ary 6 to  9,  inclusive.  At  the  same  time,  he  said, 
the  medical  arm  of  the  Naval  Reserve  is  being 
increased. 

The  examinations  will  be  for  appointment  as 
assistant  surgeon  in  the  Medical  Corps  of  the 
Regular  Navy,  effective  about  two  months  from 
date  of  examination,  and  for  acting  assistant  sur- 
geon (intern),  effective  July  1,  1941. 

Requests  for  authorization  to  appear  for  the 
examinations  should  be  submitted  to  the  Bureau 
of  Medicine  and  Surgery,  Navy  Department, 
Washington,  in  time  to  permit  the  authorization 
to  reach  the  applicant  prior  to  December  30, 1940. 

Applicants  for  appointment  as  assistant  sur- 
geon must  be  citizens  between  the  ages  of  21  and 
31,  graduates  of  Class  A medical  schools  and  must 
have  completed  one  year  of  intern  training  in  a 


hospital  accredited  for  intern  training  by  the 
Council  on  Medical  Education  and  Hospitals  of 
the  American  Medical  Association. 

Applicants  for  appointment  as  acting  assistant 
surgeon  (intern)  are  not  required  to  submit  evi- 
dence of  previous  intern  training,  and  are  ap- 
pointed for  a period  of  eighteen  months,  during 
which  time  they  serve  as  interns  in  the  larger 
naval  hospitals  which  are  approved  for  intern 
training.  After  one  year  of  service,  acting  as- 
sistant surgeons  are  eligible  for  examination  for 
appointment  as  assistant  surgeons.  Acting  as- 
sistant surgeons  and  assistant  surgeons  receive 
the  pay  and  allowance  of  a lieutenant  (junior 
grade). 

Information  may  be  obtained  by  addressing 
the  Bureau  of  Medicine  and  Surgery,  Navy  De- 
partment, Washington.  Applications  for  ap- 
pointment to  the  Medical  Corps  of  the  Naval 
Reserve  should  be  addressed  to  the  commandant 
of  the  naval  district  in  which  the  applicant  re- 
sides. The  address  of  the  commandant  may  be 
obtained  from  the  Bureau  of  Medicine  and  Sur- 
gery, Navy  Department,  Washington. 


The  Executive  Officer  of  the  New  Jersey  State 
Medical  Society  has  announced  that  there  is  a 
vacancy  in  the  Muhlenberg  Hospital  in  Plain- 
field,  New  Jersey. 


This  is  a residency  covering  general  work  which 
pays  $25  per  month  with  full  maintenance  for  the 
first  year,  and  $35  per  month  with  full  main- 
tenance the  second  year. 


PROBLEMS  IN  DIAGNOSIS  AND  TREATMENT  OF  RECURRING 
VESICULAR  ERUPTIONS  OF  THE  HANDS 

Fred  Wise,  M.D.,  and  Jack  Wolf,  M.D.,  New  York  City 


Recurring  vesicular  eruptions  of  the 
, hands  fall  into  two  large  groups: 
(1)  those  that  constitute  merely  a local- 
ized portion  of  a disseminated  or  gener- 
alized vesicular  or  vesicobullous  derma- 
tosis, such  as  pemphigus,  dermatitis 
herpetiformis,  hydroa  vacciniforme,  ery- 
thema bullosum,  iododerma,  etc.,  and  (2) 
those  that  are  prone  to  attack  the  hands 
as  sites  of  predilection.  The  second  of 
these  groups  has  been  selected  for  discus- 
sion. (Since  pustular  psoriasis  and  bac- 
terids are  not,  strictly  speaking,  recurring 
vesicular  eruptions,  the  discussion  of  these 
two  dermatoses  is  not  included  in  this 
lecture.) 

The  second  group  embraces  those  ve- 
sicular eruptions  of  the  hands  that  (a)  are 
caused  by  contact  of  the  hands  with  sub- 
stances to  which  the  skin  is  hypersensi- 
tive; (b)  those  resulting  from  infection 
with  fungi ; (c)  those  referred  to  as 

‘‘idiopathic,”  such  as  eczema  manuum 
or  nummular  eczema  of  the  hands,  and 
cheiropompholyx ; (d)  those  caused  by 

chemical,  mechanical,  or  physical  agents; 
(e)  those  that  occasionally  occur  in  the 
course  of  atopic  dermatitis. 

All  of  these  are  clear-cut  entities,  and 
given  the  characteristic  clinical  appear- 
ance in  any  specific  case  a diagnosis  may 
be  made  on  inspection.  The  recognition 
of  an  acute  vesicular  and  bullous  contact 
dermatitis  presents  no  difficulties  to  the 
practiced  eye,  and,  if  the  patient  has  not 
already  offered  information  as  to  the  ex- 
citing cause,  the  first  questions  that  the 
trained  dermatologist  will  ask  will  be  di- 
rected along  these  lines.  This  applies  as 
well  to  the  other  specific  entities.  But 
this  should  not  be  interpreted  as  an  argu- 
ment implying  that  etiologically  different 
eruptions  of  the  hands  are  always  clini- 
cally distinguishable  merely  by  physical 


examination;  nor  should  the  apparent 
facility  of  diagnosis  serve  as  an  excuse  for 
neglecting  a thorough  physical  examina- 
tion or  for  performing  any  tests  that  may 
be  helpful  or  even  necessary  to  arrive  at 
an  accurate  diagnosis.  On  the  contrary, 
even  the  most  painstaking  examination, 
repeated  history  taking,  patch  and  intra- 
dermal  testing,  and  even  a study  of  the 
subsequent  course  may  not  in  many  in- 
stances— and  these  are  altogether  too 
many — be  of  sufficient  aid  to  establish  a 
correct  diagnosis.  It  is  this  group  of 
cases  that  we  wish  to  discuss  in  greater 
detail. 

It  would  seem  that  since  the  number  of 
etiologically  different  vesicular  eruptions 
occurring  on  and  confined  to  the  hands 
and  feet  are  few  it  would  be  a relatively 
simple  matter  to  determine  whether  a 
vesicular  dermatitis  is : 

(a)  Due  to  contact,  by  eliciting  an  ac- 
curate history  relating  to  substances  with 
which  the  individual  comes  into  contact 
and  that  may  be  responsible  for  the  erup- 
tion, by  performing  patch  tests  with  the 
suspected  substances,  and  by  a history 
of  recurrences  after  repeated  exposures. 

(b)  Due  to  fungus  infection,  by  obtain- 
ing scrapings  from  the  lesions  and  making 
direct  examinations  in  potassium  hydrox- 
ide solution,  by  planting  the  material  on 
a suitable  culture  medium,  and  by  utiliza- 
tion of  the  intradermal  trichophytin  test. 

(c)  One  that  occurs  in  the  course  of  dis- 
seminate neurodermatitis  by  eliciting  a 
personal  and  family  history  of  atopy,  a 
history  of  previous  eruptions,  and  by 
scratch  tests  with  foods,  epidermals,  in- 
halants, etc. 

(d)  Cheiropompholyx,  by  its  deep- 
seated  sago-grain-like  vesicles  and  by  cer- 
tain distinctive  features  that  cheiro- 
pompholyx has  in  contrast  to  other  vesicu- 
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lar  eruptions.  In  cheiropompholyx  there 
is  a complete  lack  of  history  with  reference 
to  contacts,  an  absence  of  pre-eruptive 
erythema,  a tendency  toward  sudden  out- 
break and  rapid  regression,  and  an  absence 
of  subsequent  eczematization.  The  vesi- 
cles are  more  apt  to  undergo  involution 
as  a result  of  shrinkage  and  desiccation, 
rather  than  of  breaking  down  of  the  vesi- 
cle wall.  Excessive  sweating  may  or 
may  not  be  linked  with  the  eruption,  but 
the  view  is  generally  accepted  that  the 
sweat  apparatus  does  not  actively  partici- 
pate in  the  disease.  The  trichophytin 
and  patch  tests  are  negative. 

(e)  Nummular  eczema.  This  term  is 
used  to  designate  an  idiopathic,  erythe- 
mato-vesicular  eruption,  disseminated  in 
spots  of  varying  size  and  usually  located 
on  the  extremities.  In  many  cases  only 
the  dorsal  aspects  of  the  hands  and  fingers 
are  involved.  The  tendency  toward  re- 
currences is  pronounced,  and  the  eruption 
is  often  recalcitrant  to  treatment. 

(f)  A dermatophytid  of  the  hands.  By 
some  clinicians  this  is  regarded  as  an 
acute  eruption  that  runs  a self-limited 
course  and  goes  on  to  spontaneous  heal- 
ing in  the  same  way  as  the  generalized 
hematogenous  dermatophytids  which  oc- 
cur in  the  course  of  other  tinea  infections 
such  as  tinea  capitis.  It  is  an  indispu- 
table fact  that  eruptions — at  first  vesicular 
and  later  scaly,  stubborn,  and  treatment- 
resistant — occur  on  the  hands  during  the 
course  of  active  fungus  infection  of  the 
feet.  If  one  assumes  that  a phytid  can- 
not exist  for  more  than  a certain  length  of 
time  after  apparent  cure  of  the  infection 
on  the  feet,  then  an  arbitrary  period  must 
be  determined  beyond  which  an  eruption 
can  no  longer  be  called  a phytid.  This  is 
obviously  impossible.  Until  such  a time 
as  there  is  proof  to  the  contrary,  such  per- 
sistent eruptions  must  be  regarded  as 
dermatophytids . 

Occasionally  the  problem  of  dermato- 
phytids of  the  hands  is  even  more  confus- 
ing. One  or  more  recurrences  of  a vesicu- 
lar eruption  on  the  hands  may  occur  in 
the  absence  of  demonstrable  fungus  in- 
fection of  the  feet  in  patients  who  previ- 
ously suffered  from  ringworm  on  the  feet 


and  a phytid  on  the  hands.  The  latter 
appears  identical  in  every  respect  with 
the  previous  phytid  eruption.  Is  this 
recurrent  eruption  due  to  fungus  infec- 
tion on  the  feet,  possibly  on  the  toenails, 
but  in  a quiescent  state,  or  has  the  patient 
become  sensitive  to  some  other  substance 
possibly  of  endogenous  origin,  which  is 
responsible  for  these  recurrences?  These 
are  questions  that  must  still  await  an- 
swers. 

In  spite  of  information  gleaned  from 
the  patient’s  personal  and  familial  history, 
past  and  present,  and  in  spite  of  results  of 
various  tests  and  differences  in  the  clini- 
cal appearances  of  different  eruptions,  the 
diagnosis  of  many  vesicular  eruptions  on 
the  hands  is  still  beset  with  difficulties. 

Among  these  is  that  created  by  the 
morphologic  similarities  of  etiologically 
different  eruptions.  It  is  to  be  expected 
that  dermatoses  with  an  identical  elemen- 
tary lesion — the  vesicle — confined  to  a 
limited  area,  such  as  the  hands,  will  bear 
clinical  resemblances  to  each  other  regard- 
less of  etiology.  In  the  absence  of  com- 
plicating factors  the  differential  diagnos- 
tic problem  can  be  fairly  easily  solved  in 
most  instances  by  a consideration  of  the 
patient’s  history  as  to  previous  eruptions; 
personal  or  familial  atopy;  occupational 
and  other  contacts;  past  or  present  infec- 
tion with  fungi;  examination  for  fungi; 
patch,  scratch,  and  trichophytin  tests, 
etc. 

Another  difficulty  in  establishing  a cor- 
rect diagnosis — in  reality  a series  of 
closely  finked  difficulties — derives  from 
the  fact  that  more  than  one  etiologic  fac- 
tor may  be,  and  often  is,  operative  in  a 
given  case  and  that  the  present  limita- 
tions of  our  knowledge  with  respect  to  the 
effects  of  one  disease  process  on  another 
does  not  permit  an  accurate  evaluation 
of  the  role  played  by  each  of  these  proc- 
esses— singly  or  in  combination,  at  the 
same  time  or  at  different  times.  Since 
industry  provides  the  greatest  number  of 
such  problems  and  since  the  responsi- 
bility for  the  establishment  of  causal 
relationship,  qualifications  relating  to 
compensation,  and  future  status  of  the 
individual  in  industry  lies  largely  with  the 
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medical  profession,  this  phase  of  the  prob- 
lem is  best  discussed  with  relation  to  the 
patient  presenting  an  industrial  derma- 
titis. 

Let  us  take,  for  example,  the  individual 
employed  at  a soda  fountain  and  whose 
hands  are  moist  or  wet  during  the  greater 
part  of  the  working  day.  After  a period  of 
weeks,  months,  or  even  years,  a vesicular 
eruption  appears  on  the  palms,  the  pal- 
mar aspects  of  the  fingers,  and  along  the 
sides  of  the  fingers.  On  examination,  the 
patient  also  shows  a moderate  amount 
of  maceration  and  scaling  between  the 
toes.  The  intradermal  trichophytin  test 
is  positive.  No  other  source  of  contacts 
can  be  elicited  in  this  patient’s  history, 
and  the  presenting  eruption  is  the  first 
from  which  he  has  suffered.  Is  the  erup- 
tion on  the  hands  a dermatophytid 
wholly  due  to  the  fungus  infection  on  the 
feet,  or  is  it  wholly  due  to  wetting  of  the 
hands?  Are  we  dealing  with  an  occupa- 
tional dermatophytid  in  the  sense  that  the 
patient’s  occupational  contacts  served  to 
lower  the  resistance  of  the  affected  sites 
on  the  hands  leading  to  the  development 
of  the  dermatophytid?  There  can  be  no 
precise  cut-and-dried  answers  to  these 
questions. 

However,  there  is  this  to  be  said : the 

nature  of  the  occupation  in  which  the 
patient  has  been  engaged — one  demand- 
ing sustained  contact  with  water — may  in 
itself  be  responsible  for  an  eruption  of  such 
character,  and  a middle-of-the-road  con- 
servative policy  would  dictate  that  cases 
of  this  type  be  classified  as  occupational 
dermatoses.  In  any  event,  it  would  be 
difficult  if  not  impossible  to  prove  that 
occupation  is  not  at  least  a contributing 
factor. 

The  positive  trichophytin  test  is  of  no 
diagnostic  help  in  differentiating  these 
eruptions,  since  patients  with  fungus  in- 
fections of  the  feet,  past  or  present,  will 
respond  with  a positive  intradermal  test 
in  the  large  majority  of  cases. 

In  the  course  of  vesicular  eruptions  af- 
fecting the  hands,  changes  in  the  clinical 
picture  may  take  place  from  time  to  time 
and  recurrences  may  appear,  even  if  the 
patient  is  removed  from  the  original 


sources  of  contact  such  as  eczematogenous 
substances  (allergens),  degreasing  agents, 
or  water.  The  persistence  of  an  eruption 
assumed  to  be  proved  to  be  caused  by  an 
occupational  contact,  long  after  removal 
from  the  source  of  contact  or  repeated 
remissions  and  recurrences  after  removal 
from  the  source  of  contact,  is  difficult  to 
explain,  unless  one  is  willing  to  accept  the 
altogether  plausible  explanation  that 
sensitization  to  some  autogenous  sub- 
stance has  taken  place. 

If  the  eruption  has  a tendency  to  be 
confined  to  the  hands,  it  is  probably  due 
to  the  occurrence  of  cellular  changes  in 
the  affected  areas  with  a resultant  lower- 
ing of  the  threshold  to  any  future  stimulus 
capable  of  eliciting  a vesicular  response. 
Sensitization  to  an  autogenous  antigen 
need  not  call  forth  more  than  a localized 
response  resulting  in  vesicle  formation, 
any  more  than  a circulating  antigen  need 
call  forth  more  than  a localized  urticarial 
response.  The  analogy  can  be  carried 
further  in  that  urticaria  occurs  in  waves 
with  periods  of  remission. 

Let  us  next  consider  the  patient  with 
nummular  lesions,  at  first  erythematous 
and  later  vesicular  and  scaly,  on  the  fin- 
gers or  on  the  hands — an  eruption  having 
the  clinical  appearance  of  nummular 
eczema  of  unknown  cause.  In  addition, 
the  patient  presents  well-defined  macera- 
tion and  scaling  on  the  toes  and  a vesicu- 
lar eruption  on  the  soles.  Fungi  are  re- 
covered from  the  feet  but  not  from  the 
hands.  The  trichophytin  test  is  posi- 
tive. Assuming  that  the  patient  is  em- 
ployed behind  a restaurant  counter  and 
that  his  routine  duties  include  the  prepa- 
ration of  salads  and  the  cleansing  of 
dishes,  is  his  eruption  a phytid,  is  it  a 
nummular  eczema  of  unknown  cause,  or 
is  it  an  occupational  dermatitis?  The 
eruption  improves  under  treatment, 
which  includes  temporary  cessation  from 
work.  The  patient  then  takes  up  some 
other  occupation  that  does  not  necessitate 
wetting  the  hands,  but  in  a relatively 
short  time — a period  of  some  few  weeks — 
there  is  a recurrence  of  the  nummular 
vesicular  eruption.  The  fungus  infec- 
tion of  the  feet  is  again  active.  Is  this 
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new  eruption  on  the  hands  a recurrent 
dermatophytid,  a recurrent  nummular 
eczema  of  unknown  cause  and  not  related 
to  the  patient’s  occupation,  or  is  the  active 
fungus  infection  of  the  feet  the  precipitat- 
ing factor,  giving  rise  to  an  eruption  in 
an  area  of  lowered  resistance  resulting 
from  previous  occupational  contacts? 
Or  has  the  previous  eruption  sensitized 
the  patient  to  some  autogenous  substance 
to  which  he  is  now  reacting  and  which 
may  account  for  future  recurrences  ? 

Even  if  the  etiologic  eliciting  factor  is  a 
different  one  in  such  a recurrence,  the 
similarity  in  clinical  appearance  may  be 
accounted  for  in  the  same  way  as  are  the 
fixed  eruptions  and  urticaria  caused  by 
different  drugs ; that  is,  the  reaction  form 
is  nonspecific  in  character  and  can  be 
elicited  by  many  different  substances. 

The  problem  in  this  instance  and  in 
similar  cases  is  no  closer  to  solution  even 
if  fungi  can  be  demonstrated  in  a toenail 
or,  for  that  matter,  even  if  the  feet  appear 
to  be  free  from  fungus  infection. 

In  view  of  the  fact  that  the  recurrence 
in  this  patient  was  precipitated  without 
exposure  to  occupational  hazards  similar 
to  those  that  were  operative  during  the 
first  attack,  one  might  ask  whether  the 
patient’s  previous  occupation  bore  any 
relationship  to  the  development  of  the 
original  eruption.  It  has  already  been 
indicated  that  dermatitis  may  occur  in 
the  course  of  such  occupations  and  also 
that  recurrence  may  take  place  in  the 
absence  of  such  contacts  or  contacts  with 
other  eczematogenous  substances.  For- 
tunately our  compensation  laws  are  suf- 
ficiently elastic  to  permit  the  classifica- 
tion of  such  recurrences  as  constituting 
occupational  dermatoses. 

In  this  connection  it  is  interesting  to 
note  that  dermatologists  are  sometimes 
called  upon  to  determine  in  categorical 
fashion  whether  a recurrence  is  due  to  a 
new  contact  (new  in  the  sense  that  the 
job  is  a different  one,  even  if  the  type  of 
work  and  contacts  remain  the  same)  or 
whether  the  recurrence  is  still  to  be  con- 
sidered the  result  of  the  patient’s  previous 
occupation.  The  case  in  point  serves  to 
illustrate  how  impossible  such  a task  is. 


Legally  it  may  be  essential  to  determine 
this  point,  since  two  insurance  carriers 
may  be  involved  and  the  carrier  respon- 
sible for  the  recurrence  may  have  to  be 
designated.  However,  the  law  should  be 
elastic  enough  to  allow  for  the  limitations 
of  knowledge  and  become  less  elastic  only 
as  advances  are  made  permitting  of  more 
exact  definition.  It  would  be  wiser  to 
have  the  insurance  carriers  share  the  cost 
in  such  cases  rather  than  request  the 
physician  to  answer  the  unanswerable. 

Next  to  be  discussed  is  a patient  who 
has  ringworm  of  the  feet  and  a recurrent 
vesicular  dermatitis  of  the  hands,  recalci- 
trant to  treatment.  His  occupation  as  a 
bus  boy  keeps  his  hands  moist  or  wet  dur- 
ing the  day.  Some  improvement,  but  not 
a great  deal,  takes  place  when  the  patient 
is  not  employed  for  several  weeks.  Over 
a period  of  years  he  is  rarely  free  from  a 
discrete  vesicular  eruption  on  the  hands. 
During  this  prolonged  course,  the  patient 
suddenly  develops  typical  lesions  of  dis- 
seminate neurodermatitis,  with  involve- 
ment of  the  eyelids,  upper  lip,  sides  of  the 
neck,  cubital  areas,  and  thighs.  From 
the  etiologic  point  of  view,  what  part  has 
the  neurodermatitis  background  played  in 
the  incidence  of  the  eruption  on  the 
hands?  What  part  has  the  fungus  infec- 
tion played  ? Has  occupation  been  a con- 
tributing factor?  The  answer  to  the  last 
question  is  that  occupation  has  most  likely 
played  a part.  How  many  stubborn 
vesicular  eruptions  on  the  hands  occur  in 
individuals  potentially  belonging  in  the 
asthma-hay-fever-neurodermatitis  group 
— the  group  of  latent  atopies?  In  con- 
nection with  such  cases  one  is  tempted 
to  conjecture  about  the  role  played  by 
the  eruption  on  the  hands  and  its  signifi- 
cance, etiologically,  with  relation  to  an 
outbreak  of  disseminate  neurodermatitis. 

We  have  thus  far  discussed  the  vesicular 
eruptions  that  present  diagnostic  prob- 
lems in  patients  whose  hands  are  exposed 
to  water  or  soap  solutions  and  that  are 
complicated  by  ringworm  infection  of  the 
feet,  latent  atopy,  and  recurrences  follow- 
ing a return  to  some  other  type  of  work 
not  necessitating  wetting  of  the  hands  or 
contact  with  eczematogenous  substances. 
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Problems  in  diagnosis  created  by  sensiti- 
zation to  allergenic  substances  have  still 
to  be  considered. 

The  number  of  substances  encountered 
in  industry  that  may  give  rise  to  acute 
vesicular  eruptions  on  the  hands  is  legion. 
However,  such  eruptions  are  rarely  con- 
fined to  the  hands,  since  the  entire  cutane- 
ous surface  usually  participates  in  the 
sensitized  state  and  the  eruptions  almost 
always  manifest  themselves  on  other  parts 
of  the  body,  especially  the  exposed  parts — 
the  face  and  forearms.  The  causal  agent 
can  be  detected  with  relative  ease,  since 
the  substances  with  which  the  worker 
comes  in  contact  are  known  and  can  be 
readily  made  available  for  testing.  Out- 
side of  industry,  the  detection  of  the 
causal  agent  may  not  be  quite  as  simple 
and,  in  fact,  is  often  difficult.  Extra- 
occupational  activities  must  be  borne  in 
mind  during  the  process  of  examination 
and  inquiry;  and  other  physical  agents, 
such  as  light,  heat,  and  cold,  should  not 
be  forgotten  in  the  search  for  causative 
factors. 

The  study  of  acute  vesicular  eruptions, 
due  to  contact,  sheds  some  light  on  the 
effects  of  one  disease  process  on  another. 
In  these  cases  there  is  a known  factor, 
proved  by  patch  testing,  which  helps  to 
serve  as  a control.  Consider,  for  ex- 
ample, the  case  of  a patient  who  is  em- 
ployed as  a nailer  in  the  fur  industry  and 
whose  routine  duties  require  that  he 
handle  fur  that  is  wet  as  well  as  dyed.  A 
pruritic  vesicular  eruption  appears  on  the 
hands,  disappears  when  the  patient  re- 
mains away  from  work  for  several  weeks, 
but  recurs  almost  immediately  upon  re- 
turning to  work.  He  shows  no  evidence 
of  ringworm  infection  of  the  feet.  The 
results  of  patch  tests  with  paraphenylen- 
diamine  and  with  dyed  furs  that  he 
handles  are  strongly  positive ; but  an  at- 
tempt to  eliminate  contact  with  para- 
phenylendiamine  by  changing  to  another 
job  in  which  he  handles  only  undyed  furs 
leads  to  the  discovery  that  wetting  of  the 
hands  alone  is  sufficient  to  cause  a recur- 
rence of  the  vesicular  dermatitis.  Fre- 
quent wetting  of  the  hands  in  such  a case 
probably  serves  to  lower  the  resistance  to 


the  development  of  sensitization  to  para- 
phenylendiamine . 

Epidermal  sensitization  is  usually  mul- 
tiple, and  sensitization  to  one  allergenic 
substance  lowers  the  threshold  to  the  de- 
velopment of  sensitization  to  other  ec- 
zematogenous  substances.  But  in  this 
instance  both  an  allergenic  and  a non- 
allergenic  substance  gave  rise  to  similar 
vesicular  eruptions.  The  vesicular  reac- 
tion to  water  is  surely  not  an  expression 
of  sensitization  to  water  as  such  but  is  de- 
pendent on  certain  cellular  changes  that 
have  taken  place  and  that  permit  water 
to  act  as  a precipitating  cause.  Whether 
the  vesicular  reaction  is  due  to  the  release 
of  a secondary  antigen  is  not  known,  but 
one  must  consider  such  a possibility  in 
eruptions  produced  by  nonantigenic  sub- 
stances in  general,  the  best  examples  of 
which  are  those  produced  by  physical 
allergens. 

In  patients  exposed  to  allergenic  sub- 
stances in  the  course  of  occupation,  the 
diagnosis  may  be  established  by  positive 
patch  tests  or  by  repeated  recurrences  fol- 
lowing repeated  exposures.  The  diag- 
nostic problems  pertaining  to  vesicular 
eruptions  due  to  allergenic  contacts  are 
those  occasioned  by:  (a)  eruptions  that 

do  not  go  on  to  complete  healing  even 
after  a reasonably  long  absence  from  con- 
tacts with  the  causal  agent  and  without 
exposure  to  other  substances  that  might 
seem  to  prolong  the  course,  and  (b)  erup- 
tions that  recur  in  spite  of  absence  from 
contact  with  the  causal  agent  or  with 
other  allergenic  substances. 

In  such  cases  we  are  confronted  with 
problems  similar  to  those  already  dis- 
cussed in  the  cases  of  patients  whose  oc- 
cupation necessitates  frequent  wetting  of 
the  hands.  Some  of  these  are  compli- 
cated by  ringworm  infection  of  the  feet. 
The  afore-mentioned  explanations  to  ac- 
count for  the  prolongation  of  the  course 
of  the  eruptions  apply  here  with  equal 
force. 

In  patients  with  fungus  infections  of  the 
feet,  the  hands,  particularly  the  palms 
and  palmar  and  lateral  aspects  of  the 
fingers,  are  considered  to  be  areas  of 
lowered  resistance  to  the  development  of 
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vesicular  eruptions.  Dermatophytids  of 
the  type  resulting  from  infection  of  the 
feet  rarely  appear  on  parts  of  the  body 
other  than  the  hands.  The  reason  for 
this  affinity  appears  to  be  based  on  the 
close  anatomic  relationship  existing  be- 
tween the  hands  and  feet.  As  such,  one 
would  expect,  in  general,  that  pathologic 
processes  that  involve  one  of  these  parts 
would  produce  repercussions  in  the  other. 
Still,  while  this  might  safely  be  accepted 
as  a fact,  the  reverse  relationship  should 
be  borne  in  mind;  the  influence  of  pri- 
mary eruptions  on  the  hands  in  giving 
rise  to  secondary  eruptions  on  the  feet 
has  not  been  sufficiently  stressed.  Occa- 
sionally one  encounters  patients  in  whom 
acute  vesicular  eruptions  on  the  hands  of 
contact  (allergenic)  origin  have  served  to 
light  up  quiescent  foci  of  ringworm  infec- 
tion on  the  feet  and,  in  some  instances, 
also  to  produce  concomitant  vesicular 
eruptions  on  the  feet — probably  phy- 
tids. 

Treatment 

Wet  dressings  are  the  treatment  of 
choice  for  vesicular  eruptions  on  the  ex- 
tremities. Acute  vesicular  eruptions  due 
to  contact  with  allergenic  substances  run 
a fairly  rapid  course  and  progress  to 
spontaneous  healing  in  most  cases  if  the 
patient  is  removed  from  the  source  of 
contact.  Such  eruptions  respond  well  to 
wet  dressings  of  boric  acid  solution,  mag- 
nesium sulfate  solution,  diluted  Burow’s 
solution  (1:10-1:20),  and  isotonic  salt 
solution. 

The  chief  complaint  is  pruritus,  and 
there  is  no  remedy  that  affords  as  much 
relief  as  a properly  applied  wet  dressing. 
Larger  vesicles  and  bullae  should  be 
drained  with  a sterile  instrument.  After 
forty-eight  to  seventy-two  hours  of  wet 
dressings,  most  eruptions  will  be  ready 
for  the  application  of  a bland,  soothing 
and  protective  paste,  such  as  Lassar’s 
paste  or  a paste  made  of : liquor  Burowi 
10.0,  anhydrous  lanolin  20.0,  and  Lassar’s 
paste  30.0.  Pruritus  may  be  so  severe  as 
to  require  administration  of  bromides  or 
other  sedatives,  especially  at  night. 

The  more  torpid  and  more  persistent 


eruptions,  such  as  dermatophytosis,  phy- 
tids,  nummular  eczema,  neurodermatitis, 
and  even  cheiropompholyx,  require  more 
active  remedies,  such  as  solutions  of  po- 
tassium permanganate  and  silver  ni- 
trate. 

Both  of  these  remedies  have  a limited  use 
since  they  discolor  the  skin.  Potassium 
permanganate  is  used  in  dilutions  of 
1 : 2,000  to  1 : 4,000,  preferably  in  the  form 
of  hot  soaks,  for  from  one  to  three  hours 
daily.  Wet  dressings  of  silver  nitrate 
solutions  may  be  applied  for  several  hours 
daily  or  even  constantly  and  are  used  in 
dilutions  of  Vio  to  l/\  per  cent.  In  some 
cases  wet  dressings  may  be  advantage- 
ously used  in  alternation  with  other  reme- 
dies, including  the  soothing  Burow’s 
solution  paste  or  a more  stimulating 
remedy  such  as:  oil  of  cade  1.5  and 

resorcinol  1.0,  to  which  is  added  a suffi- 
cient quantity  of  zinc  oxide  ointment 
(30.0).  In  cases  in  which  the  vesicles  are 
deep-seated  and  denudation  of  the  upper 
epidermal  layers  seems  to  be  indicated,  a 
resorcinol-salicylic  mixture  may  be  used, 
as  in  the  following  formula:  resorcinol 
4.0  to  8.0  and  salicylic  acid  3.0  to  6.0  to 
which  is  added  a sufficient  quantity  of 
90  per  cent  alcohol  (120.0).  This  prepa- 
ration may  be  painted  on  the  affected 
parts  twice  daily.  Gentian  violet  in  1 to 
2 per  cent  aqueous  solution  often  proves 
to  be  a valuable  remedy.  Applied  morn- 
ing and  night,  it  will  cause  desiccation 
and  exfoliation  in  ten  to  fourteen  days, 
after  which  the  diseased  areas  are  ready 
for  the  application  of  an  ointment. 

The  most  useful  adjuvant  in  the  ther- 
apy of  torpid  vesicular  and  scaly  erup- 
tions is  the  x-ray.  Seventy-five  roent- 
gens (unfiltered)  once  weekly,  in  a series 
of  4 to  8 treatments,  will  bring  about  a 
more  rapid  cure  in  many  cases  than  the 
most  judicious  use  of  topical  remedies; 
but  unfortunately  recurrences  are  prone 
to  follow  altogether  too  soon  after  a course 
of  x-ray  therapy.  Since  x-ray  treatments 
cannot  be  repeated  too  frequently  with- 
out danger  of  injury,  some  efficacious 
topical  remedy  must  be  used  to  which  the 
eruption  shows  a favorable  response. 
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FLUOROGRAPHY:  ITS  TECHNIC  AND  APPLICATION 


I.  Seth  Hirsch,  M.D.,  New  York  City 

{From  the  Department  of  Radiology,  Beth  Israel  Hospital ) 


The  present  technic  of  fluorography 
or  photography  of  the  fluoroscopic 
image  is  the  result  of  a gradual  develop- 
ment of  the  method  that  dates  back  to 
the  period  of  hectic  experimentation  im- 
mediately following  the  announcement  of 
Roentgen’s  discovery. 

In  three  laboratories  in  different  parts 
of  the  world  at  practically  the  same  time, 
efforts  were  directed  toward  photograph- 
ing the  shadows  on  a fluorescent  screen 
by  means  of  an  ordinary  camera.  Thus, 
soon  after  Roentgen’s  discovery,  Bleyer 
constructed  and  used  an  apparatus  called 
the  “photofluoroscope”  for  photographing 
the  fluorescent  image  (Fig.  1). 

In  the  same  year,  MacIntyre  was  the 
first  to  attempt  to  make  a series  of  suc- 
cessive pictures  of  a moving  object.  First, 
he  made  single  exposures  which  he  ar- 
ranged on  a moving-picture  film.  But 
later  he  directly  photographed  the  mov- 
ing image  with  a moving-picture  camera. 

After  considerable  experimentation  by 
many  others,  the  method  of  screen  pho- 
tography was  abandoned  in  favor  of  the 
direct  roentgenography  which  is  the 
method  utilized  today. 

Kohler,  in  1907,  revived  the  problem  of 
photography  of  the  fluoroscopic  image, 
but  it  was  apparent  that  the  future  of 
the  method  depended  on  the  possibility 
of  obtaining  lenses  of  greater  aperture, 
screens  of  brilliant  luminescence,  and 
photographic  films  of  higher  sensitivity. 

In  a paper  entitled  “Photography  of  the 
Fluorescent  Screen  for  Roentgen  Kine- 
matography  and  Other  Purposes,”  read 
before  the  Philadelphia  Roentgen  Society 
on  March  24,  1911,  Caldwell  presented 
all  the  basic  and  essential  principles 
underlying  the  application  of  fluorog- 
raphy and  foreshadowed  its  present-day 
application  with  scientific  acumen. 


He  pointed  out  the  advantages  of  the 
method,  the  low  cost,  the  simplifica- 
tion of  filing  and  transportation,  and 
prophesied  that,  with  the  development  of 
screens  of  higher  actinic  properties, 
photographic  films  of  greater  sensitivity, 
lenses  of  greater  speed,  and  more  intense 
excitation  of  the  rays,  the  method  would 
attain  a great  practical  value  and  would 
revolutionize  roentgenography.  This 
prophecy  is  about  to  be  fulfilled. 

The  great  improvement  in  recent  years 
in  fluorescent  screens,  in  photographic 
material,  and  in  lens  construction  is  re- 
sponsible for  the  revival  of  the  method,  so 
that  its  practical  and  routine  application 
is  now  possible. 

De  Abreu’s  work  (Brazil)  in  1930  repre- 
sents the  first  large-scale  application  of  the 
method.  In  fact,  modern  fluorography 
owes  its  present  status  to  his  ingenuity. 

In  our  work  a commercial  35-mm.-film 
camera,  equipped  with  an  f/1.5  lens,  is 
used.  A slower  lens  is  not  suited  for  this 
work,  and  there  is  no  faster  lens  ordinarily 
available  that  will  cover  this  field. 

The  screen  used  for  fluorography  may 
be  of  the  zinc  sulfide  (fluorazure  type) 
or  a Patterson  “B”  screen.  In  this  work 
both  have  been  used. 

The  photographic  film  must  be  suited 
to  the  color  of  the  fluorescent  light  of  the 
particular  screen.  Both  the  Eastman 
and  Agfa  panchromatic  films  give  an  ex- 
cellent record  of  the  Patterson  “B” 
screen,  while  the  Eastman  special  fluoro- 
graphic film  is  best  suited  for  the  “fluor- 
azure” screen. 

Apparatus  and  Technic 

The  apparatus  consists  essentially  of  a 
lightproof  box  of  pyramidal  shape  with  a 
fluoroscopic  screen  mounted  at  one  end,  a 
camera  at  the  other,  and  means  for  ad- 
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Fig.  1. 


justing  the  height  of  the  apparatus  (Fig. 

2).* 

The  camera  is  mounted  at  a distance  of 
90  cm.  from  the  screen,  the  focus  of  the 
lens  being  determined  once  and  for  all  by 
trial  exposures.  The  camera  is  removable 
for  loading  and  unloading  of  150  cm.  of 
35-mm.  film,  enough  for  thirty-six  ex- 
posures, but  larger  film  holders  may  be 
devised.  Mechanical  means  are  provided 
for  the  winding  of  the  film  and  the 
operation  of  the  shutter  from  the  outside 
of  the  box.  The  number  of  exposures 
made  is  recorded  on  an  automatic  counter. 

A positive  method  of  identification  is 
necessary  because  the  ordinary  lead  num- 
bers are  not  always  legible.  The  best 
method  is  to  record  the  numbers  and 
letters  optically.  The  processing  of 
such  films  requires  scrupulous  attention 
to  small  details.  Insignificant  dirt  par- 
ticles and  scratches  may  ruin  an  otherwise 
good  film.  All  solutions  should  be  fil- 
tered, and  the  film  should  be  processed  in 
a tank  suitable  for  the  particular  size 
film,  different  types  of  which  are  on  the 
market. 

The  x-ray  exposure  required  with  the 
material  utilized  is  about  twelve  times 
that  necessary  for  the  same  object  as  the 
standard  double-coated  x-ray  film  in 
double  high-speed  intensifying  screens. 

* For  a detailed  description  of  the  apparatus  see 
“Hirsch  Fluorography,”  Am.  J.  Roentgenol.  43,  No.  1 
(1940) 


Where  much  work  is  to  be  done,  suit- 
able tube  cooling  and  proper  energy  dis- 
tribution must  be  allowed  for.  A large 
rotating  anode  tube,  preferably  immersed 
in  circulating  oil,  is  useful.  All  electrical 
parts  should  be  designed  for  heavy  duty, 
and  the  protection  should  be  adequate. 
The  best  machine  for  this  work  is  either 
a condenser  discharge  apparatus  or  one 
with  four- valve  rectification. 

The  entire  roll  of  film  may  be  filed  in 
holes  in  a board  or,  if  cut  into  short 
strips,  may  be  mounted  in  book  form  be- 
hind celluloid.  But  for  hospital  work 
where  the  films  must  be  repeatedly  con- 
sulted, it  appears  preferable  to  mount 
each  film  individually  in  a 2-by-2-inch 
slide  with  a paper  mask  on  which  is 
written  any  information  desired.  Such  a 
mount  avoids  the  inevitable  scratching 
which  appears  if  the  film  strips  are 
handled  frequently.  These  slides  are 
filed  in  shallow  filing  cases. 

The  strips  of  films  bearing  the  fluoro- 
grams  may  be  viewed:  (1)  by  a magni- 

fying lens — an  arrangement  may  be  made 
by  which  the  film  is  drawn  over  an  illumi- 
nated surface  above  which  is  mounted 
one  or  a series  of  magnifying  glasses; 
(2)  by  projection — a good  projector  is 
necessary  and  a grainless  viewing  screen 
of  a pale  green  color.  A comparison  be- 
tween reductions  from  14-by- 17-inch  films 
and  enlargements  from  fluorographs  to 
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the  same  projection  showed  no  loss  of 
important  detail  from  the  enlargements. 

Application  and  Evaluation 

The  method  is,  at  this  stage,  applicable 
to  the  study  of  organs  where  the  contrast 
of  tissue  is  naturally  marked  or  may  be 
made  so  artificially  by  the  use  of  contrast 
substance.  Thus,  the  lungs,  pleura,  heart, 
and  aorta  in  particular  lend  themselves  to 
fluorography  as  does  the  bony  system, 
skull,  urinary  tract,  gastrointestinal  tract, 
and  esophagus  when  contrast  media  are 
used. 

The  paramount  advantage  of  fluorog- 
raphy lies  in  the  simplicity  of  the  method 
and  in  the  reduction  in  the  cost  of  the 
examination,  particularly  in  thoracic  and 
gastrointestinal  work.  There  is  consider- 
able saving  in  the  cost  of  the  examination 
because  of  the  use  of  the  small-sized  film, 
the  relatively  small  amount  of  developer 
necessary  for  processing,  the  small  space 
necessary  for  filing,  and  the  discard 
of  casettes  and  intensifying  screens. 

The  fluorograph  is  valuable  as  control 
of  fluoroscopy  of  the  thorax,  for  it  gives  a 
permanent  record  of  such  an  examination. 
A slightly  enlarged  print  of  such  a film  is 
a valuable  addition  to  the  clinical  record, 
and  the  low  cost  makes  possible  a series 
of  such  examinations  during  the  course  of 
the  disease.  In  fact,  as  an  actual  record 
of  the  disease  it  is  superior  to  fluoroscopy, 
for  it  gives  the  lesion  in  greater  detail.  It 
is  well  known  that  changes  in  the  lung 
can  be  visualized  fluoroscopically  only  if 
they  have  a certain  size,  and  tests  have 
shown  that  changes  of  small  area  can  be 
visualized  on  the  fluorographic  record 
that  cannot  be  seen  fluoroscopically. 

Fluorography  is  particularly  applicable 
to  the  study  of  pulmonary  tuberculosis, 
pleural  and  pericardial  effusion,  tumors 
of  the  lungs  and  mediastinum,  etc., 
diseases  in  which,  for  study  and  control, 
frequent  x-ray  examinations  are  necessary 
but  cannot  always  be  made  because  of  the 
cost  of  the  large  film  examinations.  The 
method  has  served  for  the  control  of 
pneumothorax  treatment  and  for  the 
serial  study  of  the  chest  after  phrenic- 
otomy. 


Fig.  2. 


Since  no  detail  is  necessary  and  only 
contour  is  desired,  the  fluorogram  is  par- 
ticularly useful  in  the  study  of  the  heart 
and  vascular  pedicle.  Not  only  the  shape, 
position,  contour,  and  mobility  may  be 
thus  recorded  but,  if  a correction  factor 
is  established,  the  size  of  the  heart  may 
be  determined.  The  oblique  examina- 
tions by  fluorography  clearly  show  the 
structures  in  the  posterior  mediastinum 
and  permit  serial  examinations  of  the 
contrast-filled  esophagus  during  the  act  of 
deglutition.  So  also  can  serial  examina- 
tions of  the  stomach  and  colon  and  gastric 
and  intestinal  motility  tests  now  be  made 
without  consideration  of  the  cost. 

Fluorography  of  the  bony  system  makes 
possible  mass  anatomic-anthropologic  sur- 
veys, as  for  instance  in  the  study  of  ossi- 
fication of  the  wrist  bones,  head  forms, 
and  general  habitus  and  its  relationship 
to  visceral  morphology. 

The  low  cost  of  fluorography  makes 
possible  the  examination  of  large  groups 
and  permits  surveys  of  whole  populations 
— an  application  of  tremendous  social 
value.  It  makes  possible  the  routine 
examination  of  the  chest  and  gastro- 
intestinal tracts  of  all  admissions  to  the 
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Fig.  3.  Normal  fluorograms — originals  and  enlargements. 


hospital,  a routine  which  will  undoubtedly 
soon  be  introduced  and  will  aid  in  the 
early  diagnosis  of  many  diseases  of  the 
lungs,  heart,  mediastinum,  and  gastro- 
intestinal tract. 

In  hospitals  where  30  to  40  per  cent 
of  admissions  have  an  x-ray  examination 
of  the  chest,  not  over  10  per  cent  of  the 
films  show  changes  of  value  positively  to 
the  clinician.  These  pathologic  cases  are, 
therefore,  discovered  at  a great  cost,  which 
fluorography  even  when  applied  to  100  per 
cent  of  admissions  will  reduce  materially. 

In  recent  years  attempts  have  been 
made  to  analyze  for  tuberculosis  on  a 
larger  scale  than  ever  before,  and  every 
year  millions  of  tuberculin  tests  are  ad- 
ministered to  isolate  reactors.  The  analy- 
sis is,  however,  incomplete  without  an 
x-ray  examination.  It  is  this  inability  to 
examine  large  masses  of  population  who 
show  no  clinical  or  laboratory  evidence  of 
disease  that  is  responsible  for  the  failure 
to  diagnose  tuberculosis  in  its  minimal 
stage  in  but  a small  fraction  of  the  popu- 
lation. 

Fluoroscopy  has  been  used  extensively 
for  tuberculosis  surveys  and,  while  in- 
expensive, is  relatively  inaccurate,  gives 
no  permanent  record,  and  is  impractical 
in  its  application  to  the  study  of  large 
groups  because  of  the  imposed  limitation 
on  the  number  of  examinations  possible 
per  day  by  a single  individual. 

Surveys  have  been  made  with  special 
apparatus  that  uses  paper  films  on  rolls. 


But  even  this  method  is  relatively  ex- 
pensive and  cumbersome  and  does  not 
lend  itself  to  general  application  and  to 
the  survey  of  large  communities,  though 
it  is  conceded  that  even  this  method  is 
superior  to  fluoroscopy.  However,  fluoro- 
graphic surveys  on  35-mm.  films  fill  every 
diagnostic  requirement,  permitting  the 
determination  of  the  earliest  lesions  both 
in  the  lungs  and  lymph  nodes.  The 
routine  and  methods  of  its  application  are 
simple,  rapid,  and  practical. 

A great  advantage  is  the  simplicity  of 
the  x-ray  procedure  in  that  the  deter- 
mination of  the  disease  is  possible  by  one 
simple  test  which  in  no  way  disturbs  or 
alarms  the  subject — an  important  con- 
sideration in  overcoming  the  natural  re- 
sistance to  scrutiny.  There  is  definite 
resistance  exhibited  toward  tuberculin 
testing,  and  Douglas  and  Harmon  in  a 
recent  study  in  Detroit  found  that  15  per 
cent  of  reactors  failed  to  reappear  for  x- 
ray  examination. 

The  speed  with  which  the  x-ray  fluoro- 
graphic surveys  may  be  carried  out 
(seventy-five  examinations  an  hour),  the 
promptness  with  which  the  results  may  be 
determined,  and  the  accuracy  of  the 
analysis  justify  the  statement  that  x-ray 
examinations  of  large  sections  of  the 
population  can  be  done  for  a very  small 
fraction  of  what  is  now  being  spent  an- 
nually for  the  hospitalization  of  patients 
whose  disease  is  detected  by  clinical 
methods  only  after  it  has  become  so  ad- 
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Fig.  4.  Pathologic  heart  (extreme  right).  Pulmonary  tuberculosis  showing  old  and  recent  lesions 

(left  and  middle). 


vanced  that  long  periods  of  institutional 
care  are  necessary  and  the  recovery  is 
jeopardized.  Wherever  such  examina- 
tions have  been  made  of  large  groups  of 
apparently  healthy  adults,  the  number 
of  cases  found  has  more  than  justified  the 
expense. 

De  Abreu  advocated  the  creation  of 
centers  of  special  construction  and  or- 
ganization for  complete  thoracic  surveys, 
using  fluorographic  installations  for  the 
x-ray  examinations.  One  million  exami- 
nations could  be  made  in  such  a center 
in  one  year  by  six  units,  each  with  its 
team  of  workers,  and  thus  the  populations 
of  large  cities  could  be  examined  at  routine 
intervals. 

The  key  to  the  control  of  tuberculosis 
lies  in  the  discovery  of  all  infectious  foci 
followed  by  isolation  of  all  sources  of  in- 
fection. Fluorography  universally  ap- 
plied may  do  more  toward  the  accom- 
plishment of  this  test  than  any  other  pro- 
cedure yet  suggested. 

Discussion 

Dr.  Herbert  R.  Edwards,  New  York  City — 
Dr.  Hirsch  has  added  considerably  to  our  newer 
knowledge  of  roentgenology  through  the  use  of 
his  fluorographic  technic,  and  I agree  with  him 
that  perhaps  the  greatest  use  for  this  device 
would  be  in  the  field  of  tuberculosis.  The 
newer  concepts  in  tuberculosis  control  have  in- 
creased the  emphasis  on  diagnosis  in  an  early 
stage.  This  is  only  possible  by  x-raying  large 
masses  of  apparently  healthy  persons.  Up  to 
this  time,  the  greatest  deterrent  to  mass  x-ray 


surveys  in  this  important  field  has  been  the  cost 
of  the  x-ray.  The  unit  cost  per  film,  utilizing 
standard  equipment,  is  beyond  the  budgetary 
limits  of  most  agencies,  and  the  capacity  of  these 
machines  as  well  is  sharply  limited  as  to  the  num- 
ber that  can  be  done  within  a day.  Thus  far,  the 
nearest  approach  to  a cheap  x-ray  for  the  masses 
has  been  the  development  of  the  Rapid  Paper 
Method  and  paper  in  cut  sheets,  which  in  our 
experience  can  be  purchased  at  about  half  the 
cost  of  celluloid.  We  have  used  both  of  these 
methods  extensively  for  the  past  several  years, 
and  the  results  have  been  very  satisfactory.  The 
paper  film  will  reveal  the  early  infiltrate  just  as 
well  as  the  celluloid  film. 

The  recent  development  of  the  photograph  of 
fluoroscopic  images  has  offered  another  advance 
in  this  important  field.  Basically,  if  the  small 
film  is  satisfactory  and  indicates  all  types  of 
lesions  including,  particularly,  the  early  infil- 
trates, it  will  be  possible  to  reduce  the  unit  cost 
by  at  least  the  difference  between  the  actual 
cost  of  the  small  film  as  compared  to  the  stand- 
ard size.  There  are  certain  factors  that  must  be 
obtained  in  any  method  if  it  is  to  be  used  in 
tuberculosis  survey  work.  They  may  be  sum- 
marized as  follows:  (1)  diagnostic — they  must 

reveal  early  infiltrates;  (2)  transportability  of 
the  equipment;  (3)  ease  and  facility  in  reading 
the  film  in  large  numbers;  and  (4)  cost. 

Within  the  past  few  years,  more  particularly 
in  the  recent  months,  it  has  been  my  privilege 
to  review  the  35-mm.  film  produced  locally  by 
Dr.  Hirsch  in  comparison  with  both  paper  and 
celluloid  in  the  14-by-17  size  produced  with  a 
200-ma.  technic  with  rotating  anode  tube.  Also, 
I have  seen  the  35-mm.  film  produced  by  others 
in  this  country  and  some  of  the  work  from  abroad, 
including  the  recent  development  by  the  Sie- 
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mens  Company.  We  have  also  made  a few  test 
shots  of  the  4-by-5  film  produced  by  General 
Electric  in  comparison  with  14-by-17  paper  and 
celluloid  film  in  one  of  our  clinics,  and  I have  also 
seen  the  work  of  Birkelo  and  Douglas  in  Detroit. 
As  one  views  this  material  over  the  past  year  or 
so,  it  is  obvious  that  there  has  been  steady  prog- 
ress in  the  development  of  the  small  film.  How- 
ever, I do  not  feel  that  at  the  present  time  it  is 
completely  comparable  to  the  paper  film  for  ac- 
curacy in  diagnostic  detail.  In  all  the  small  films 
there  has  been  little  or  no  difficulty  in  indicating 
gross  lesions  of  consolidation,  cavities,  etc.  How- 
ever, the  early  infiltrate  has  been  missed  in 
from  2.8  per  cent  as  quoted  by  Birkelo  and 
Douglas  to  20  per  cent  as  noted  in  our  compari- 
sons with  paper  and  celluloid.  Also,  lesions 
characteristic  of  the  fine  nodular  markings  in 
silicosis  or  hematogenous  tuberculosis  were  not 
clearly  visualized  on  the  small  film.  In  fact,  in 
some  cases  they  were  entirely  missed;  therefore, 
from  our  current  experience,  the  microfilm  seems 
to  be  more  comparable  with  the  fluoroscopic  ex- 
amination in  the  detection  of  pathology  than  with 
radiography  under  normal  conditions. 

T r arts  portability. — The  conduct  of  surveys  will, 
in  most  instances,  demand  that  the  equipment 
be  easily  transported  from  place  to  place  and  be 
operated  on  an  ordinary  line  of  220  a.c.  The 
Siemens  product,  as  well  as  that  of  Dr.  Hirsch, 
will  operate  on  such  lines,  and  the  equipment  can 
be  moved  with  ease  from  point  to  point.  This  is 
not  true,  however,  with  the  General  Electric 
equipment  which  is  a 400-ma.  machine  and, 
consequently,  is  too  heavy  for  transportation 
from  place  to  place. 

Ease  and  Facility  in  Interpretation. — One  of 
the  problems  in  large-scale  survey  work  is  the 
facility  with  which  the  films  may  be  interpreted 
by  the  clinician  or  roentgenologist.  Our  ex- 
perience, thus  far,  clearly  indicates  that  in 
neither  the  35-mm.  nor  the  4-by-5  size  can  we 
read  nearly  as  many  films  within  a given  period 
without  undue  eyestrain  as  is  possible  with  paper. 
It  is  very  likely  that  it  will  be  necessary  to  de- 
velop a new  technic  of  reading  the  microfilm, 
the  same  as  was  necessary  when  the  paper  re- 
placed the  celluloid.  It  does  not  seem  logical, 
however,  that  one  would  be  able  to  read  as  many 
films  per  unit  of  time  of  the  4-by-5  size  because 
they  do  require  greater  concentration.  In  the 
case  of  the  35-mm.  film,  the  present  plan  of  en- 
larging them  through  a projector  places  the 
image  too  far  from  the  reviewer  to  be  satisfac- 
tory. It  is  possible  to  develop  a viewer  that 
will  bring  the  image  within  the  usual  range. 

Cost. — Unfortunately,  the  reputed  cost  of  the 
small  film  has  been  unfairly  publicized,  leaving 


the  opinion  that  surveys  can  be  made  at  from  1 
to  10  cents  per  film.  The  cost  of  the  film  is  but 
a single  item  in  the  gross  cost  per  case  x-rayed  in 
survey  work,  as  one  must  consider  the  overhead 
in  personnel,  equipment,  life  of  the  tube,  and 
other  factors.  Basically,  the  savings  in  cost 
per  case  would  be  only  the  difference  between 
the  cost  of  a large  film  of  any  type  and  the  small 
film.  Roughly,  this  might  range  anywhere  from 
20  to  50  cents  per  case,  depending  upon  the  type 
of  small  film  used.  It  is  of  considerable  interest 
to  note  that  at  the  present  time  an  organization 
that  is  contracting  for  survey  work  with  the 
fluorographic  method  is  quoting  a price  of  65 
cents  per  examination,  which  is  only  10  cents 
less  than  the  roll  paper  method  under  similar 
conditions.  It  must  be  remembered  that  the 
cost  in  survey  work  has  to  be  based  on  the  over- 
all expenditure  for  the  film,  its  processing,  and 
the  personnel  required.  Thus,  while  I believe 
that  very  material  progress  has  been  made  so 
far  in  the  development  of  the  small  film,  it  is 
clearly  evident  that  further  improvements  are 
indicated  before  it  will  be  possible  to  accept  it 
as  comparable  to  existing  methods.  At  the 
present  time  it  is  probably  better  than  fluoros- 
copy but  is  not  yet  comparable  to  the  clearness 
of  detail  in  small  infiltrations  as  seen  in  the 
paper  film — its  nearest  competitor. 

Dr.  Manoel  De  Abreu,  M.D.,  Rio  de  Janeiro, 
Brazil — It  is  no  longer  of  any  novel  interest  to 
discuss  whether  fluorography  is  or  is  not  to  be 
used  for  the  thoracic  examination  of  great 
numbers  of  individuals  and  whether  the  method 
has  or  has  not  great  value  in  the  early  diagnosis 
of  tuberculosis.  There  are  unfortunately  some 
who  still  do  not  appreciate  the  value  of  the 
systematic  and  periodic  examination  of  whole 
populations. 

Though  I have  used  this  method  since  1936, 
have  examined  several  hundred  thousand  indi- 
viduals by  it,  and  am  convinced  of  its  great 
utility,  I do  not  mean  to  contend  that  this 
technic  has  been  perfected  beyond  improve- 
ment. Since  the  low  cost  is  its  great  virtue,  we 
should  not  gage  this  method  by  what  com- 
mercial concerns  charge.  The  profit  motive 
does  not  exist  in  public  organizations. 

We  South  Americans,  since  1937,  are  no  longer 
in  doubt  as  to  the  utility  of  the  method.  In 
Brazil  at  this  moment  (early  1940)  we  have 
more  than  forty  installations  for  fluorography, 
there  being  ten  in  Rio  de  Janeiro,  seven  at  Sao 
Paulo,  and  two  to  three  new  ones  are  inaugurated 
every  month.  We  have  made  more  than  500,000 
examinations  by  this  method.  In  Argentine, 
Uruguay,  Chile,  and  Bolivia  there  also  exist 
numerous  centers  of  collective  fluorography 
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some  of  them  capable  of  making  more  than 
one  thousand  daily  examinations. 

Fluorography,  in  our  opinion,  practically  re- 
veals all  the  open  pulmonary  tuberculosis  cases, 
almost  all  cases  of  the  progressive  type,  and  the 
majority  of  active  lesions  not  progressive  and 
residual.  It  also  shows  the  majority  of  cardio- 
vascular affections,  principally  the  valvular 
lesions  and  syphilitic  aortitis.  The  fact  that 
occasionally  a case  of  early  pulmonary  tubercu- 
losis or  even  a progressive  lesion  may  not  be 
visualized  by  the  fluorographic  examination  is  of 
no  importance,  because  many  undiscovered  cases 
of  open  tuberculosis  and  numerous  new  and  re- 
cent cases  appear  between  any  two  periodic  ex- 
aminations. 

Teleradiography,  even  with  the  best  technic, 
does  not  reveal  all  tubercular  pulmonary  lesions, 
yet  you  will  concede  that  it  is  foolish  to  discuss 
at  this  time  its  value  in  the  diagnosis  of  lung 
tuberculosis. 

We  know  that  the  visibility  of  pulmonary 
lesion  depends  not  only  on  its  size,  density,  and 
location  but  above  all  on  its  configuration  and 
relative  ray  absorption.  There  are  extensive 
lesions  that  do  no  offer  contrast  surfaces  tangent 


to  the  radiation  and  that  do  not  show  clear  out- 
lines. This  is  the  reason  why  in  certain  cases 
fluorography  at  a short  distance  showed  definitely 
a process  either  invisible  or  scarcely  visible  by 
usual  teleradiography.  We  have  also  found  the 
converse. 

We  are  sure  that  the  existence  of  the  majority 
of  tubercular  and  cardiovascular  lesions  are  un- 
known during  the  long  period  of  their  evolution. 
This  state  of  affairs  can  be  avoided  by  systematic 
fluorography.  We  think  also  that  it  is  important 
to  make  the  systematic  chest  examination  by 
fluorography  of  all  sick  people,  irrespective  of 
the  disease  they  suffer  from.  We  also  employ 
fluorography  for  the  control  and  development  of 
pulmonary  and  cardiovascular  disease,  including 
patients  under  treatment  by  collapse  therapy. 

We  started  a social  campaign  in  Brazil  in 
1937  which  had  the  support  of  the  Public  Health 
Department  and  such  other  official  organizations 
as  the  departments  of  Education  and  Work  and 
the  Brazilian  Army  and  Navy. 

It  is  hoped  that  there  will  be  no  delay  in  the 
utilization  of  this  method  here  in  the  United 
States  where  collective  fluorography  will  find  a 
great  field  of  social  application. 


ENROLLMENT  OF  VOLUNTARY  BLOOD  DONORS 


The  American  Red  Cross,  acting  at  the  request 
of  the  Surgeon  General  of  the  United  States 
Army,  has  announced  plans  for  the  promotion  of 
a nationwide  corps  of  volunteer  blood  donors 
which  would  become  part  of  the  national  de- 
fense program  when  and  if  needed,  reports  the 
J.A.M.A. 

For  the  past  four  years  twelve  Red  Cross  chap- 
ters have  been  furnishing  whole  blood  from 
volunteers  to  hospitals  for  civilian  use.  The 
new  program  will  be  patterned  along  similar 
lines,  using  plasma  instead  of  whole  blood. 

A preliminary  study  involving  1,300  Red 
Cross  volunteers  in  four  cities  throughout  the 
country  will  be  conducted  under  the  direction  of 
a special  committee  appointed  by  the  National 
Research  Council,  including  Dr.  Cyrus  E.  Stur- 
gis, of  the  University  of  Michigan;  Dr.  Everett 
Plass,  of  the  University  of  Iowa;  Dr.  Alfred 
Blalock,  of  Vanderbilt  University;  and  Dr.  Max 
Strumia,  of  Bryn  Mawr  Hospital,  Philadel- 
phia. 

Dr.  William  DeKleine,  medical  director  of  the 
Red  Cross,  has  said  that  the  proposed  plan  for 
collecting  blood  is  patterned  after  the  blood  bank 
idea  except  that  plasma  will  be  used  instead  of 


whole  blood.  Preliminary  studies  will  be  made 
to  perfect  methods  of  collecting,  storing,  and  ad- 
ministering plasma  under  conditions  comparable 
to  wartime  emergency.  Blood  for  this  initial 
study  will  be  furnished  by  volunteers  at  the  vari- 
ous hospitals  where  members  of  the  Research 
Committee  are  regularly  employed.  The  plasma 
collected  will  be  stored  and  used  as  emergencies 
arise  at  these  hospitals. 

After  these  preliminary  investigations  have 
been  completed,  the  Red  Cross  will  then  work  out 
with  the  medical  department  of  the  army  plans 
for  enrolling  prospective  donors  in  cities  through- 
out the  country  where  collecting  centers  will  be 
established.  Blood  so  collected  will  be  pooled  in 
large  sterile  containers,  to  simplify  storage,  in 
sufficient  quantities  to  meet  the  emergency  needs 
for  treating  the  wounded. 

Recruiting  donors  will  be  conducted  by  a spe- 
cial chapter  blood  transfusion  committee  which 
will  include  leading  local  physicians.  The  tech- 
nical phases  of  the  project  will  be  performed  by 
the  medical  staff  of  the  cooperating  hospitals. 
They  will  examine  the  prospective  volunteers 
and  make  the  necessary  blood  tests  as  well  as  do- 
ing the  actual  transfusions. 


SOUTH  CAROLINA  APPEALS  FOR  PHYSICIANS 


The  Journal  of  the  South  Carolina  Medical 
Association  reports  that  there  are  many  small 
communities  in  that  state  interested  in  finding 
good  doctors  who  will  locate  there.  For  the  past 
two  years  the  requests  have  been  extremely  ur- 
gent, and  only  recently  the  South  Carolina  Medi- 


cal Journal  carried  an  advertisement  announcing 
a field  open  to  a young  physician  “who  had  had 
and  is  inclined  toward  surgical  experience." 
This  opportunity  may  appeal  to  one  who  dislikes 
the  rugged  northern  winters.  South  Carolina  is 
making  rapid  strides  in  scientific  medicine. 


PHYSICAL  DEFECTS  AND  JUVENILE  DELINQUENCY 

Eugene  W.  Wallace,  M.D.,  Buffalo 


IN  examining  juvenile  delinquents  for 
physical  defects,  I was  impressed  by 
the  apparent  fact  that  these  children  were 
possessed  of  an  unusual  number  of  defects, 
considering  that  they  were  brought  to 
examination  as  supposedly  healthy  chil- 
dren with  no  complaints  of  ill  health.  I 
decided  to  review  these  defects  as  soon  as 
I collected  200  cases.  It  was  pointed  out 
to  me  that  a series  of  500  cases  might  be 
more  conclusive  and  enlightening,  but  I 
feel  that  I would  rather  subject  a review 
of  these  200  cases  to  criticism  before 
undertaking  a larger  series. 

These  children  were  all  examined  by 
me  personally  at  the  Children’s  Hospital 
in  Buffalo  for  the  benefit  of  the  Children’s 
Court  of  Erie  County.  About  60  per  cent 
were  brought  in  from  detention  homes, 
where  they  had  been  for  from  one  to 
seven  days;  the  others  were  brought  in 
by  parents  or  relatives  or  came  alone,  at 
the  instigation  of  court  officials.  All 
were  concerned  in  juvenile  delinquency  of 
varying  degrees. 

To  enhance  the  value  of  this  study  a 
search  of  the  literature  back  to  1930  was 
made.  Thirteen  articles  were  unearthed 
through  the  Cumulative  Index,  but  only 
six  of  these  could  be  obtained  locally,  the 
others  being  chiefly  in  periodicals  of  lesser 
renown  or  circulation.  Only  one  similar 
study  of  juvenile  delinquents  was  found, 
this  an  investigation  by  Christie,6  who 
studied  the  records  of  282  boys  from  the 
boys’  department  of  the  San  Francisco 
Juvenile  Court  and  then  compared  his 
findings  with  the  records  of  the  same 
number  of  boys  from  a San  Francisco 
junior  high  school.  Two  other  series  of 
school  children  were  available  for  com- 
parison: one  by  Meyers,2  who  studied 
the  physical  examination  records  of  2,691 
working  boys  in  the  West  Side  Continua- 
tion School  in  New  York  City,  from  the 
ages  of  14  to  17  during  the  period  from 
1926  to  1929,  along  with  a few  selected 


items  from  the  records  of  4,661  boys  in  a 
Brooklyn  continuation  school  for  the 
period  1929  to  1930.  The  other  school 
children  series  was  compiled  by  Hewitt 
and  Geddie3  who  studied  1,328  junior 
and  senior  high-school  students  in  Roches- 
ter, Minnesota.  Osgood  and  Trapp1 
studied  juvenile  delinquents  from  the 
psychologic  angle,  while  Taylor  and 
Schaefer4  studied  the  relation  of  endo- 
crinopathies  to  delinquency  in  Wayne 
County,  Michigan.  Schley5  wrote  a pa- 
per on  the  causes  of  delinquency  that  is 
of  interest  solely  because  the  author,  a 
psychiatrist,  makes  no  reference  in  any 
way  to  the  physical  defects  of  the  de- 
linquent as  of  being  an  important  or  un- 
important factor  in  the  causation  of 
delinquency. 

My  series  comprises  166  boys  and  34 
girls  ranging  from  9 to  16  years  of  age, 
chiefly  in  the  13-  to  16-year  age  group. 
The  cases  in  the  literature  quoted  are  all 
in  the  same  range.  I have  made  no 
attempt  to  evaluate  these  cases  from  a 
mental  rating  standpoint,  but  I feel  they 
would  closely  approximate  the  findings  in 
400  delinquents  in  the  State  of  Massa- 
chusetts,1 wherein  a study  of  328  girls 
and  72  boys,  all  delinquents  from  the 
ages  of  8 to  18  years,  showed  the  greatest 
number  of  delinquents  in  the  14-  to  16- 
year  age  group,  the  whole  group  achieving 
an  average  of  borderline  intelligence, 
with  21  per  cent  boys  and  29  per  cent 
girls  definitely  feeble-minded. 

Nationality. — In  this  series  38.5  per 
cent  of  the  children  were  from  racial  stock 
usually  referred  to  as  foreign,  i.e.,  Italian, 
Polish,  Greek,  and  Negro.  This  is  not  a 
poor  showing  for  these  races,  as  Erie 
County  is  composed  of  more  than  40  per 
cent  of  these  same  peoples. 

Height. — As  these  children  came  in  for 
examination,  one  striking  feature  was 
noted:  often  the  boys  were  nearly  as 

tall  as  the  examiner,  and  they  looked  out 
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of  place  in  a children’s  hospital.  Nearly 
65  per  cent  were  above  normal  height 
standards,  close  to  40  per  cent  were  well 
above  average  height,  while  25  per  cent 
were  definitely  at  least  2 inches  above 
normal  height  standards,  according  to 
Engelbach’s  charts. 

Weight. — In  view  of  these  striking 
height  characteristics,  one  turns  to  look 
at  the  weight  records  of  this  group  with 
anticipation.  It  is  found  that  33  per  cent 
of  the  boys  and  11.7  per  cent  of  the  girls 
were  more  than  10  pounds  above  average, 
with  3.6  per  cent  of  the  boys  and  8.8  per 
cent  of  the  girls  in  the  distinctly  obese 
class.  Only  1.2  per  cent  of  the  boys  were 
underweight  by  10  pounds.  A compari- 
son of  the  33  per  cent  of  boys  who  were 
10  pounds  above  average  weight  with  the 
67  per  cent  who  were  above  average 
height  shows  that  there  was  closer  ad- 
herence by  the  group  to  weight-age 
standards  than  to  height-age  standards. 
While  the  girls  did  not  produce  the  un- 
usual height  record  that  the  boys  did, 
they  were  all  of  good  frame. 

Christie6  found  very  little  difference  in 
the  weight  characteristics  between  court 
and  school  children:  3.2  and  2.1  per  cent, 
respectively,  underweight  and  0.7  and  0.3 
per  cent,  respectively,  obese.  Hewitt 
and  Geddie3  found  12  per  cent  under- 
weight and  5.5  per  cent  overweight  in  the 
Rochester,  Minnesota,  high  schools,  and 
Meyers2  found  19.6  per  cent  underweight 
and  1.8  per  cent  overweight  in  the  New 
York  City  continuation  schools.  These 
figures  tend  to  show  that  our  children 
have  better  weight  averages  than  the 
school  and  court  children  with  whom 
they  were  compared.  In  fact,  85  per  cent 
of  the  cases  seen  in  this  paper  would 
merit  a general  description  of  “well  de- 
veloped and  nourished,”  about  14.5  per 
cent  the  description  “fair  development 
and  nourishment,”  and  0.5  per  cent 
“poorly  developed  and  nourished.”  In 
this  connection  it  should  be  mentioned 
that  Meyers2  described  a 3.2  per  cent  mal- 
nutrition in  school  boys,  and  Christie6 
reported  a 2.4  and  1.0  per  cent  under- 
nourishment in  court  and  school  cases, 
respectively. 


Freedom  from  Defects. — There  were 
3 per  cent  of  our  children  found  free  of 
defects,  and,  if  we  except  dental  caries, 
another  6 per  cent  is  found.  Other  court 
series  in  New  York  City  and  Boston, 
Massachusetts,  showed  from  20  to  32.7 
per  cent  free  from  defects  (Christie6 
quoting  Healy,  and  Gulick  and  Ayres). 
However,  in  his  own  series  Christie6 
found  only  3.2  per  cent  of  his  court  cases, 
but  21.9  per  cent  of  his  school  series,  free 
of  defects.  If  those  whom  Christie 
quoted  set  up  less  stringent  criteria  as  to 
what  constituted  a physical  defect,  then 
their  higher  percentages  of  freedom  from 
defects  would  not  be  a favorable  basis  for 
comparison;  and,  if  we  disregard  them 
on  this  supposition,  then  it  could  be 
stated  that  my  series  and  Christie’s  series 
show  that  there  is  greater  freedom  from 
defect  in  school  children. 

Cleanliness. — Exclusive  of  the  sexual 
apparatus,  10.5  per  cent  of  the  author’s 
cases  were  considered  unclean  in  body. 
Practically  none  from  the  detention 
homes  were  found  unclean,  and  the  proba- 
bility is  that  if  the  detention  group  had 
been  examined  before  admission  to  these 
homes  the  percentage  of  uncleanliness 
would  be  higher.  No  basis  of  comparison 
on  this  point  was  found  in  papers  referred 
to  in  this  article. 

Gross  Deformities. — Gross,  readily 
apparent,  humiliating  deformities  were 
few.  In  my  series  there  was  one  glass 
eye  and  one  set  of  very  prominent  ears  to 
be  compared  to  the  amputated  left  arm 
in  Christie’s6  series  of  court  cases.  If 
poor  posture  should  be  considered  under 
this  classification,  then  I found  1 marked 
case,  whereas  Hewitt  and  Geddie,3  ap- 
parently more  critical,  found  41.3  per  cent 
cases  of  poor  posture  among  school  chil- 
dren, and  Christie6  found  2.1  and  2.5 
per  cent,  respectively,  in  court  and  school 
children. 

We  now  turn  to  the  various  regions  and 
systems  of  the  body  to  note  the  type  and 
incidence  of  defects  found. 

Head  Region. — There  were  a number 
of  diversified  defects  found  in  the  head 
region;  only  those  features  that  are  out- 
standing from  a point  of  view  of  high  inci- 
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dence  or  serious  import  will  be  men- 
tioned. 

Pediculosis  occurred  in  3 per  cent  of  all 
cases  (1.2  per  cent  boys  and  11.7  per  cent 
girls),  with  a higher  incidence  in  girls. 
This  no  doubt  is  a higher  incidence  than 
would  be  found  in  school  children.  Dan- 
druff has  a large  incidence  (21.5  per  cent). 
Again  this  too  has  a higher  incidence  in 
girls,  but  it  leaves  me  wondering  how 
often  it  is  considered  a defect.  The 
quite  frequent  occurrence  of  cerumen - 
plugged  external  auditory  canals  serves 
to  remind  us  that  some  hearing  defects 
may  be  quite  easily  remedied,  although 
there  is  apparently  no  greater  incidence 
of  hearing  defects  among  delinquents 
than  among  average  school  children. 
With  errors  of  refraction  definitely  more 
numerous  in  delinquents  (28  to  43  per 
cent)  than  school  children  (12  to  19  per 
cent),  it  is  easy  to  follow  Christie’s  line 
of  thought  when  he  suggested  the  possi- 
bility of  visual  impairment  causing  dis- 
comfort in  school,  followed  by  truancy, 
and  the  truancy  leading  to  delinquency. 
While  a 15.5  per  cent  incidence  of  septal 
deviation  was  found,  there  was  no  case 
of  nasal  obstruction  in  a debilitating 
degree.  This  should  compare  favorably 
with  school  children. 

In  noting  dental  caries,  we  see  here 
another  defect  that  is  more  prevalent 
among  delinquents  (72  per  cent  or  more 
than  two  times  the  incidence  in  school 
children).  Tonsils,  too,  are  more  likely 
to  be  defective  in  the  delinquent.  The 
number  of  tonsillectomies,  31.5  per  cent 
in  my  series  and  37.2  per  cent  in  a school 
series,3  should  cause  one  to  stop  for  re- 
flection. It  surprised  me.  In  comment- 
ing on  Hewitt  and  Geddie’s3  paper  at  a 
staff  meeting  of  the  Mayo  Clinic,  one 
member  wondered  if  the  incidence  of 
lymphoid  pharyngitis  was  not  directly 
related  to  the  incidence  of  tonsillectomy. 
These  two  series  of  cases  had,  respec- 
tively, 14  and  12  per  cent  incidence  of 
lymphoid  pharyngitis.  In  my  cases  the 
term  lymphoid  pharyngitis  refers  to  the 
hypertrophied  lymphoid  tissue  on  the 
posterior  wall  of  the  pharynx  that  is 
visible  through  the  oral  cavity.  Poor 


oral  hygiene  is  apparently  much  more 
common  in  delinquents. 

The  Chest. — The  chest  was  studied  in 
two  lights:  first,  the  tubercular  aspects 
and,  second,  the  nontubercular  defects. 

The  question  of  pulmonary  tuberculosis 
is  not  a great  one  in  the  routine  examina- 
tion of  school  and  court  children.  How- 
ever, were  the  examinations  conducted 
in  a case-finding  effort  (with  routine 
roentgenograms,  sputum  examinations, 
skin  tests,  or  other  special  means),  no 
doubt  there  would  be  found  a higher  inci- 
dence of  some  stage  of  the  disease  in  both 
series.  It  would  only  be  a guess,  and 
perhaps  a poor  one,  to  expect  a higher 
incidence  of  tuberculosis  in  the  delin- 
quents. Certainly  none  of  the  consulted 
authors’  observations  nor  my  own  indi- 
cate otherwise. 

From  a nontubercular  standpoint,  ra- 
chitic deformities  are  apparently  of 
greater  incidence  in  delinquents,  11.5 
per  cent  of  my  cases  and  1.4  per  cent  of 
Christie’s  cases,6  while  Christie’s  school 
series  showed  no  cases  and  Hewitt  and 
Geddie’s3  school  series  brought  forth  only 
3.7  per  cent.  Beyond  this,  one  may 
occasionally  expect  to  find  some  other 
defect  of  the  chest  wall  or  thoracic  con- 
tents but  not  in  sufficient  quantity  to 
warrant  comment. 

The  Spine. — The  spine  presented  a 
curvature  defect  in  1 per  cent  or  less 
cases.  There  were  no  data  available 
regarding  the  spine  in  the  series  used  for 
comparison. 

The  Heart. — The  heart  presents  no 
great  disparity  in  comparisons  between 
school  and  court  children.  That  this  is 
the  period  of  life  when  the  loudness  of 
the  second  aortic  sound  takes  ascendency 
over  the  intensity  of  the  second  pulmonic 
is  shown  by  the  data  as  follows:  P2  > A2 
in  49.5  per  cent,  P2  < A2  in  8 per  cent, 
P2  = A 2 in  34  per  cent  of  the  cases. 

Breasts. — A study  of  observations  in 
the  girls  examined  is  not  worthy  of  much 
consideration  beyond  stating  that  most 
all  the  girls,  from  the  age  of  12  and  over, 
have  either  mature  or  nearly  mature 
breasts,  with  a tendency  to  the  prominent, 
difficult  not  to  notice,  bust  line.  From 
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a medical  standpoint  these  figures  are  not 
as  important  as  they  might  be  from  the 
sexual  delinquency  consideration.  Of  the 
34  girls  examined  there  were  4 cases  of 
inverted  nipples,  1 case  each  of  non- 
virginal and  greatly  hypertrophied  breasts 
and  3 cases  of  pendulous  breasts. 

The  Abdomen. — In  the  general  exami- 
nation of  the  abdomen  few  defects  were 
found.  The  incidence  of  surgical  scars 
(65  per  cent),  while  interesting,  affords 
no  conclusions,  as  they  were  chiefly  ap- 
pendectomy and  herniotomy  scars  and 
one  gastrotomy  scar  (for  foreign  body). 

Male  Genitalia. — Gonorrheal  urethri- 
tis was  not  found  in  any  of  my  cases,  but 
Christie6  found  an  incidence  of  1.7  per 
cent  in  his  court  cases  and  none  in  his 
school  series,  while  Meyers2  in  his  school 
series  noted  a 0.1  per  cent  incidence. 
This  would  lead  to  a belief  that  the  de- 
linquents are  more  likely  to  obtain  such 
an  infection. 

I found  1.2  per  cent  undescended  tes- 
ticles (one  or  both),  Christie6  found  2.4 
per  cent  in  his  court  series,  and  Meyers2 
found  0.5  per  cent  in  his  school  series, 
apparently  another  defect  more  prevalent 
in  delinquents. 

While  there  is  no  record  in  the  reports 
of  the  authors  studied  as  to  the  incidence 
of  phimosis  in  school  boys,  it  would  not 
perhaps  run  from  the  7 to  14  per  cent 
mark  as  it  does  with  delinquents.  In 
my  series  there  were  better  than  10  per 
cent  of  the  boys  who  had  been  circum- 
cised, this  in  the  face  of  not  more  than 
2 per  cent  Jewish  boys. 

Female  Genitalia. — As  there  were  no 
records  at  hand  for  the  comparison  of 
the  genitalia  of  school  girls  with  my  court 
girls,  we  shall  have  to  be  content  with  the 
statement  of  the  observations  on  the  34 
girls  examined  in  my  series.  Very  defi- 
nite evidence  of  defloration  was  found  in 
23.5  per  cent,  and  from  the  histories  this 
percentage  can  be  absolutely  fixed  at  no 
less  than  17.6  per  cent  (one  girl  was  three 
months’  pregnant  at  the  time  of  exami- 
nation). No  histories  of  abortions  could 
be  obtained,  but  in  2 instances  the  exam- 
iner suspected  that  there  might  have  been. 
Gonorrhea  was  established  in  3 or  8.8 


per  cent  of  the  girls,  and  yet  none  of  the 
boys  in  my  series  were  found  so  infected. 

There  was  no  record  kept  as  to  the 
cleanliness  of  the  genitals,  yet  I would 
estimate  that  80  per  cent  of  uncircum- 
cised boys  and  40  per  cent  of  the  girls 
presented  an  unhygienic  condition  of  the 
genitals. 

The  Extremities. — Study  of  the  ex- 
tremities merely  brings  out  a few  scat- 
tered defects.  One  rather  startling  mat- 
ter I want  to  bring  to  your  attention, 
however,  is  the  difference  between 
Meyers’  report2  of  3.9  per  cent  flat  feet, 
and  Hewitt  and  Geddie’s  report3  of  42.3 
per  cent  defective  feet  (both  studied 
large  series  of  school  children).  Here, 
certainly,  is  a great  difference  in  observa- 
tion of  school  children.  Even  granting 
an  incidence  in  the  latter’s  series  of 
phytosis,  shoe  deformities,  and  other  foot 
defects,  it  is  surprising  to  note  how 
differently  accredited  authors  may  view 
and  record  observations  of  identical  re- 
gions. In  general,  one  is  probably  safe 
in  assuming  that  school  children  would 
present  as  many  extremity  defects  as 
court  children. 

The  Skin. — The  skin  presents  a vari- 
ety of  conditions.  Acne  occurred  in 
13.5  per  cent  of  my  cases  and  in  10.5 
per  cent  of  Christie’s6  court  series,  but  it 
was  of  lesser  occurrence  (less  than  4.6 
per  cent)  in  any  of  the  school  series. 
What  was  true  of  acne  was  also  true  of 
other  skin  afflictions  such  as  ringworm, 
eczema,  and  scabies.  School  children 
are  less  likely  to  present  skin  difficul- 
ties. 

The  Nervous  System. — The  knee  jerks, 
abdominal,  plantar,  and  cremasteric 
(boys  only)  reflexes  were  tested  in  all  my 
cases.  While  these  children  occasionally 
presented  irregularities  in  response  to 
these  reflexes,  no  organic  central  nervous 
system  lesions,  old  or  recent,  were  un- 
covered, although  no  doubt  some  psychic 
deviations  of  no  great  degree  were  pres- 
ent. In  other  series  of  court  children, 
some  organic  central  nervous  system 
lesions  were  found,  while  fewer  such 
lesions  were  found  in  school  children. 
Altogether  the  organic  lesions  in  both 
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school  and  court  children  did  not  exceed 
2 per  cent. 

The  Lymph  Nodes. — Palpating  the 
lymph  nodes  in  the  posterior  cervical, 
tonsillar,  axillary,  epi trochlear,  and  in- 
guinal regions  in  my  cases,  I found  that 
more  than  80  per  cent  had  palpable 
inguinal  glands.  Tonsillar  nodes  were 
next  at  56  per  cent,  posterior  cervical  and 
axillary  nodes  next  at  about  45  per  cent, 
while  the  epitrochlears  ran  a poor  fifth 
place  with  only  4 per  cent.  In  none 
were  the  glands  painful  or  suppurating. 
School  children  have  fewer  palpable 
glands,2*3’6  and  it  can  be  concluded  that 
this  should  be  so  in  keeping  with  the 
generally  better  showing  of  the  school 
children  in  the  matter  of  physical  defects. 

The  Endocrinopathies. — In  my  series 
there  was  a 5 per  cent  plus  incidence  of 
endocrinopathies  including  hypothyroid- 
isms, pituitarisms,  and  undescended  tes- 
ticles. I believe  there  would  be  a higher 
incidence  of  endocrinopathies  found  if  I 
were  more  capable  of  recognizing  the 
signs  of  endocrinopathy. 

Taylor  and  Schaefer4  studied  1,106  girl 
and  1,205  boy  delinquents  in  Wayne 
County,  Michigan,  and  approximately 
17  per  cent  of  this  group  (16.7  per  cent 
girls,  17.3  per  cent  boys)  presented  endo- 
crine disturbances.  Table  1,  a portion 
of  the  data  submitted  by  Taylor  and 
Schaefer,4  shows  the  frequency,  within 
the  total  17  per  cent,  with  which  the 
endocrinopathy  was  assigned  to  the 
thyroid,  pituitary,  or  gonads  in  both  sexes. 

These  authors,  after  their  study,  con- 
cluded: “that  behavior  problems  are 

more  prominent  during  the  period  of 
adolescence  and  that  these  behavior 
problems  are  definitely  increased  if  the 
adolescent  child  has  an  associated  endo- 
crine imbalance.” 

Summary  and  Conclusions 

1.  A preliminary  study  of  the  physical 
defects  in  delinquents  is  undertaken  to 
invite  inquiry  and  criticism. 

2.  The  literature  that  deals  with  this 
subject  is  comparatively  scarce. 

3.  Delinquents  have  an  average  lower 
intelligence  than  school  children  and  also 


TABLE  1 


Girls,  Percentage  Boys,  Percentage 
Thyroidisms  58.6  23.5 

Pituitarisms  34.8  56.1 

Gonadisms  6.6  20.4 


have  a greater  number  of  physical  defects. 
This  is  in  keeping  with  a study  by  Kempf 
and  Collins8  who  found  that  the  lower 
the  intelligence  quotient  in  school  chil- 
dren, the  greater  the  number  of  physical 
defects. 

4.  Delinquents  are  more  physically 
matured  than  the  average  school  children, 
and  the  child  who  presents  a physique  in 
advance  of  his  years  requires  extra  super- 
vision to  keep  him  from  delinquency. 

5.  The  general  hygiene  of  delinquents 
is  comparatively  poor.  This  perhaps 
accounts  also  for  the  greater  number  of 
physical  defects  and  could  be  linked  with 
both  lowered  mentality  and  the  same  lack 
of  supervision  that  allowed  the  delin- 
quency to  occur. 

6.  There  should  be  greater  conserva- 
tism in  the  performance  of  tonsillectomies. 

7.  It  is  of  importance  that  our  medical 
schools  teach,  in  a uniform  manner,  the 
subject  of  the  physical  examination  and 
the  recording  of  physical  observations  so 
that  the  disparity  found  among  inves- 
tigators may  be  obviated  in  the  future. 

8.  Lymphadenopathies  without  other 
positive  findings  are  merely  a reflection 
of  poor  physical  hygiene  and  by  them- 
selves are  not  pathognomonic. 

9.  The  pediatrician  and  general  prac- 
titioner should  be  trained  to  recognize 
endocrinopathies  in  the  preschool  child, 
and  the  school  physician  in  the  school 
child,  so  that  these  may  be  under  control 
at  the  time  of  adolescence. 
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THE  RESPONSIBILITY  OF  THE  PEDIATRICIAN  IN  REGARD 
TO  CHILDREN’S  EYES* 

Brittain  Ford  Payne,  M.D.,  New  York  City 


The  responsibility  for  children’s  eyes 
falls  on  the  pediatrician,  and  it  is  to 
him  that  the  mother  or  nurse  first  turns  for 
aid  and  advice.  There  are  certain  defi- 
nite things  that  medical  men  should  know 
about  the  eyes  of  their  patients.  They 
are:  first  and  foremost,  a determination 
of  the  visual  acuity  of  each  eye  and  the 
two  eyes  together;  second,  presence  of 
any  external  disease  such  as,  granulated 
eyelids,  conjunctivitis,  etc. ; third,  whether 
the  eyes  are  crossed  or  not ; fourth,  pres- 
ence of  an  internal  disease  or  defect  by 
the  use  of  the  ophthalmoscope ; fifth,  the 
effect  of  lighting  and  posture ; sixth,  read- 
ing problems  and  sight  conservation. 

Visual  Testing 

The  most  important  factor  in  the  ex- 
amination of  the  eyes  of  infants  or  chil- 
dren is  an  estimation  of  the  visual  acuity 
of  each  eye.  It  is  not  always  possible  to 
determine  the  vision  accurately,  but  an 
attempt  should  be  made  in  every  case. 
Numerous  methods  have  been  devised, 
but  the  simple  and  less  cumbersome  tests 
are  ideal  from  a pediatric  point  of  view. 

In  the  case  of  infants  a flashlight  will 
determine  the  presence  of  vision  by  pupil- 
lary reactions  and  movement  of  the  eye 
in  the  direction  of  the  light.  This  may 
be  supplemented  by  small  brightly  colored 
objects,  such  as  small  marbles  or  a white- 
headed  pin.  The  test  object  should  be 
held  in  one  hand  and  the  eyes  covered 
alternately  with  the  other  hand  when 
near  vision  is  tested.  To  examine  for 
distance  it  is  useful  to  cover  one  eye  with 
a patch  and  place  a marble  or  ball  at 
10  or  20  feet.  If  the  child  sees  the  object 
and  goes  after  it,  the  vision  may  be  esti- 
mated in  relation  to  the  size  of  the  object. 
All  that  is  needed  to  make  a visual  test 
of  an  infant  is  a small  flashlight,  two  or 

* Reprinted  with  permission  from  the  Archives  of 
Pediatrics. 


three  marbles  of  varying  sizes,  a white- 
headed  pin,  and  an  ordinary  eye  patch. 

The  Snellen  “E”  test  cards  are  the 
most  accurate  for  testing  children  who  do 
not  know  the  alphabet.  The  child  simply 
indicates  with  his  hand  the  direction  of 
the  “legs”  of  the  “E.”  The  smallest 
symbol  recognized  at  20  feet  is  the  degree 
of  vision.  Picture  charts  are  quite  useful, 
as  are  certain  more  complicated  mecha- 
nisms such  as  stereoscopes,  etc.  Letter 
and  number  charts  may  be  used  for  older 
children. 

Once  the  vision  is  estimated,  the  ques- 
tion of  eyestrain  arises.  If  a child  has 
normal  vision,  or  20/20  in  each  eye,  it  is 
possible  that  he  may  have  eyestrain.  It 
may  be  caused  by  astigmatism,  farsight- 
edness, nearsightedness,  or  improper  mus- 
cle coordination. 

The  emmetropic  or  normal  eye  from  a 
refractive  standpoint  is  one  in  which 
parallel  rays  of  light  are  focused  sharply 
on  the  retina.  The  hyperopic  or  far- 
sighted eye  is  shorter  than  normal,  and 
parallel  rays  of  light  are  focused  behind 
the  retina.  A convex  lens  is  needed  to 
bring  the  focus  to  the  retina.  A myopic 
or  nearsighted  eye  is  longer  than  normal, 
and  the  focus  is  in  front  of  the  retina.  A 
concave  lens  is  needed  to  move  the  focus 
to  the  retina.  In  simple  astigmatism 
due  to  the  curvature  of  the  cornea  or  lens, 
horizontal  rays  may  be  focused  in  front 
or  behind  the  retina  and  vertical  rays  on 
the  retina.  A cylindrical  lens  is  used  to 
correct  this  condition.  If  objects  are  not 
clearly  focused  on  the  macula  lutea,  it  is 
impossible  to  get  well-defined  images. 
Properly  prescribed  glasses  with  the  use 
of  dilating  drops  will  correct  most  cases 
of  blurred  vision  and  insure  development 
of  good  visual  acuity.  If  a child  has  a 
large  refractive  error  that  is  not  corrected, 
it  is  possible  that  he  may  go  through  life 
with  such  poor  vision  that  he  will  be  a 
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burden  to  his  parents  and  to  the  com- 
munity. He  may  become  maladjusted 
or  a “problem  child.” 

All  children  should  be  examined  under 
cycloplegic  by  an  eye  physician  before 
entering  school.  Despite  normal  vision 
and  the  negative  appearance  of  the  eyes, 
a child  may  suffer  such  eyestrain  that  his 
progress  is  impeded.  It  is  part  of  the 
pediatrician's  responsibility  to  see  that 
such  examinations  are  made  before  the 
school  age. 

External  Examination 

Very  little  equipment  is  required  for  the 
external  examination  of  the  eyes.  A 
flashlight  and  a cotton  applicator  is  all 
that  is  needed.  The  applicator  aids  in 
everting  the  upper  eyelid.  The  presence 
of  conjunctival  lesions  may  be  deter- 
mined quickly.  The  light  may  be  used 
to  examine  the  cornea,  iris,  pupillary  re- 
actions, and  crystalline  lens. 

Presence  of  Crossed  Eyes 

A simple  test  for  crossed  eyes  may  be 
made  by  flashing  a light  into  the  eyes  at 
a distance  of  15  or  20  inches.  If  the  eyes 
are  straight,  the  corneal  reflexes  will  be 
in  the  center  of  the  pupils  if  the  eyes  are 
fixed  on  the  light.  Another  test  may  be 
made  by  having  the  child  fix  an  object  in 
the  distance  and  alternately  covering  the 
eyes  with  the  palm  of  the  hand.  If  the 
eyes  are  straight,  there  will  be  no  move- 
ment toward  the  fixation  point  of  the 
eye  that  has  just  been  uncovered.  The 
test  should  be  repeated  for  13  inches, 
because  the  eyes  may  be  straight  for  dis- 
tance and  crossed  for  near.  If  the  pedia- 
trician finds  that  the  eyes  tend  to  cross 
or  actually  squint,  he  should  lose  no  time 
in  having  an  examination  with  cyclo- 
plegia  by  a competent  ophthalmologist. 
Properly  fitted  glasses  may  arrest  the 
condition.  The  refractive  error  should 
be  known  and  corrected  before  a child  is 
given  such  treatment  as  exercises,  oc- 
cluders, or  mydriatics.  Glasses  are  often 
given  to  infants  at  the  age  of  one  year 
with  splendid  results.  The  ophthalmolo- 
gist is  extremely  anxious  to  develop  good 
central  vision  as  early  as  possible.  If  a 


child  has  a large  refractive  error,  proper 
glasses  should  be  prescribed  and  worn. 
They  may  be  discarded  later  if  good 
binocular  single  vision  is  attained. 

Use  of  the  Ophthalmoscope 

Pediatricians,  as  well  as  general  medi- 
cal men,  should  know  the  basic  principles 
of  the  ophthalmoscope.  An  attempt 
should  be  made  to  examine  the  eye 
grounds  in  every  case.  If  this  is  done 
routinely  and  as  faithfully  as  the  ears  and 
throat  are  observed,  valuable  information 
may  be  ascertained.  It  is  difficult  in 
many  cases  to  get  a clear  picture  of  the 
fundus  with  an  undilated  pupil.  If  the 
room  is  darkened  and  the  intensity  of 
light  from  the  ophthalmoscope  is  reduced, 
a better  picture  will  be  obtained.  By 
using  a plus  10  or  12  lens,  any  gross 
defect  of  the  crystalline  lens  may  be  seen. 
Rotating  the  lenses  backward  to  zero 
gives  a view  of  the  vitreous  body,  retina, 
and  optic  nerve.  Should  the  pediatrician 
see  such  gross  defects  as  cataracts,  large 
vitreous  opacities,  retinal  hemorrhages, 
or  swelling  of  the  optic  nerve,  it  would  be 
wise  to  consult  with  an  ophthalmologist 
at  once.  If  cataracts  are  permitted  to 
remain  very  long,  the  development  of 
good  vision  is  most  unlikely.  Retinal 
hemorrhages  and  exudates  and  optic 
neuritis  should  receive  careful  study  by 
both  the  ophthalmologist  and  the  pedia- 
trician. 

Lighting  and  Posture 

The  physician  should  be  able  to  advise 
parents  and  teachers  about  proper  light- 
ing and  posture.  It  is  believed  by  most 
authorities  that  indirect  lighting  is  su- 
perior to  direct  when  daylight  is  not 
available.  It  is  conceded  that  a soft 
light  without  glare  or  shadows  is  best  if 
the  intensity  is  adequate.  The  amount 
of  light  required  varies  with  the  indi- 
vidual. One  person  will  require  only 
from  7-  to  10-foot  candles,  whereas  others 
need  as  much  as  12  or  more.  If  the  light 
is  direct,  it  should  come  from  above  and 
the  left.  Most  schoolrooms  are  designed 
so  that  daylight  comes  from  above  and 
the  left,  or  a system  of  indirect  illumina- 
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tion  is  used . Modern  schools  are  equipped 
with  adjustable  chairs  and  desks  which 
prevent  many  postural  defects.  It  has 
been  known  for  a long  time  that  read- 
ing in  bed  in  a reclining  position  strains 
the  external  ocular  muscles.  Reading  on 
the  floor  in  poor  light  or  writing  or  study- 
ing at  a desk  too  low  or  too  high  strains 
the  eyes  and  may  cause  pains  in  the  back 
of  the  neck  or  head.  Poor  reading  habits 
may  retard  a child’s  progress  in  school 
work,  and  it  is  important  that  lighting 
and  posture  are  corrected  early. 

Reading  Problems  and 
Sight  Conservation 

Reading  problems  are  observed,  some- 
times, in  children  with  normal  vision  and 
muscle  balance.  The  child  may  be  slow 
or  have  to  rescan  a part  of  a line  of  print 
to  appreciate  the  meaning.  He  may 
stumble  over  comparatively  easy  words. 
An  instrument  has  been  devised  that 
measures  the  reading  speed  with  a modi- 
fied movie  camera.  The  time  required 
and  the  number  of  regressions  are  accu- 
rately recorded  on  a film.  From  these 
observations,  steps  may  be  taken  to  im- 
prove reading  ability  by  means  of  prop- 
erly fitted  glasses,  orthoptic  training,  and 
use  of  the  metronoscope,  which  is  an  in- 
strument designed  to  increase  speed  and 
ability  in  reading.  Cases  of  “mirror 
writing”  frequently  show  signs  of  stutter- 
ing, and,  if  the  history  is  taken  carefully, 
it  may  be  found  that  the  child  was 
changed  from  left  handedness  to  right 
handedness  in  infancy.  In  complicated 
cases  the  combined  ingenuity  of  the 
pediatrician,  ophthalmologist,  psychia- 


FIRST WEEK  OF  LIFE  HAZARDOUS 

The  first  week  of  life  still  remains  almost  as 
hazardous  as  it  was  in  1916,  despite  the  fact  that 
the  death  rate  of  infants  under  1 year  of  age  in 
the  United  States  has  been  reduced  by  more  than 
half  since  that  time,  William  I.  Fishbein,  M.D., 
Chicago,  declares  in  Hygeia,  The  HealthMagazine. 

“Since  1916  the  death  rate  of  infants  under  7 
days  of  age  has  been  reduced  only  10  per  cent,” 
he  says.  “Obviously  our  efforts  to  save  life  in 
infancy  may  now  well  be  focused  particularly 
on  this  group.”  Diseases  of  early  infancy  and 
malformations  present  at  birth  constitute  the 
seventh  most  frequent  cause  of  death  in  this 
country,  accounting  for  61,444  deaths  during 
1938 


trist,  and  “teacher-psychologist”  is  needed 
to  overcome  the  handicap. 

Sight  conservation  in  visually  handi- 
capped children  has  been  studied  carefully 
by  Mrs.  Winifred  Hathaway,1  associate 
director  of  the  National  Society  for  the 
Prevention  of  Blindness.  Through  her 
efforts  and  with  the  aid  of  leading  oph- 
thalmologists many  “sight-saving”  classes 
have  been  established  in  the  schools. 
These  classes  include  children  with  a cor- 
rected vision  of  20/70  or  less  in  the  better 
eye  and  those  with  progressive  eye  lesions. 
They  are  subject  to  regular  ophthalmo- 
logic examinations,  taught  by  specially 
trained  instructors,  given  manual  training 
and  books  with  large,  clear  print,  and 
housed  in  rooms  with  ideal  lighting  and 
hygienic  surroundings,  according  to  Ber- 
ens  and  Hathaway.2  Children  who  have 
recently  undergone  an  eye  operation  or 
recovered  from  an  acute  infectious  disease 
that  has  affected  the  eyes  should  be  in- 
cluded in  temporary  “sight-saving” 
classes. 

In  conclusion,  may  we  emphasize  the 
importance  of  good  visual  acuity,  ab- 
sence of  external  diseases  and  squint, 
freedom  from  internal  diseases,  the  effect 
of  lighting  and  posture,  good  reading 
habits,  and  sight  conservation.  Pedia- 
tricians should  recognize  obvious  eye 
difficulties  and  guide  their  patients  ac- 
cordingly. 
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COMPULSORY  SERVICE  OF  PHYSICIANS 
The  British  government  is  taking  measures  to 
ensure  that  hospitals  and  other  medical  services 
shall  be  adequately  staffed  with  physicians.  The 
Emergency  Powers  Act  gives  power  to  direct 
physicians  to  perform  such  services  as  may  be 
specified,  says  a London  letter  to  the  J.A.M.A. 
For  the  present  the  application  of  the  act  will  be 
confined  to  physicians  within  two  years  of  be- 
coming qualified.  This  power  will  be  exercised 
by  the  senior  officers  of  the  Ministry  of  Health, 
in  which  they  will  be  advised  by  the  central 
medical  war  committees  of  England  and  Wales 
and  of  Scotland.  These  committees  already 
advise  on  the  medical  recruitment  of  the  armed 
forces. 


INFREQUENCY  OF  TOXOID  REACTIONS  IN  11,326 
SCHOOL  CHILDREN* 
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During  the  last  few  years  New  York 
City  has  had  a high  incidence  of 
diphtheria  cases  among  school  children, 
particularly  among  those  under  10  years 
of  age.  In  order  to  control  diphtheria 
among  the  school  population,  an  immuni- 
zation program  was  planned  for  public 
and  parochial  school  children  below  the 
5A  grade.  The  children,  with  few  excep- 
tions, were  under  10  years  of  age.  Some, 
however,  in  the  4B  grade  proper,  were  1 1 
years  old.  This  is  a report  on  the  work 
done  in  the  Washington  Heights  and 
Riverside  districts  between  December, 
1938,  and  March,  1939. 

Information  was  obtained  of  the  status 
of  immunization  of  children  below  the 
fifth  grade  in  the  41  schools  of  the  two  dis- 
tricts. These  children  were  divided  into 
two  groups.  The  first  group  included 
children  whose  record  did  not  indicate 
previous  immunization.  The  second 
group  consisted  of  children  who  had  been 
immunized  three  or  more  years  previ- 
ously. Children  who  had  been  examined 
by  private  doctors  and  those  whose  par- 
ents preferred  immunization  by  their 
own  physicians  were  not  included  in  this 
program.  Efforts  were  made  to  contact 
those  doctors,  informing  them  of  the 
necessity  for  immunization,  whenever 
indicated,  of  children  under  their  care. 

The  plan  as  finally  decided  upon  was  to 
give  two  inoculations  of  y4  cc.  and  1 cc. 
of  toxoid  two  weeks  apart  to  those  who 
had  no  record  of  previous  immunization. 
If,  after  the  first  inoculation,  the  child  de- 
veloped a reaction,  the  second  injection 
was  the  same  as  the  first,  y4  cc.,  and  a 
third  injection  was  advised,  the  amount  of 
the  third  injection  depending  on  the  reac- 
tion, if  any,  to  the  second  inoculation.  In 
view  of  the  fact  that  a number  of  children 

* Submitted  for  publication  October  27,  1939. 


gradually  lose  their  immunity  after  three 
or  more  years,  it  was  felt  advisable  to  give 
a supplementary  injection  of  1 cc.  of 
toxoid  to  the  children  in  the  second  group, 
which  included  those  who  were  inoculated 
three  or  more  years  previously,  f 

Diphtheria  toxoid  has  been  used  in  the 
city  for  a number  of  years  for  infants  and 
preschool  children — first,  because  the 
toxoid  does  not  contain  any  serum  and 
thus  there  is  less  danger  of  a reaction; 
and,  second,  because  only  two  injections! 
have  to  be  administered  instead  of  three, 
as  with  the  old  toxin-antitoxin.  The 
antigenic  properties  of  toxoid,  presum- 
ably, were  as  good  as,  if  not  better  than, 
those  of  toxin-antitoxin. 

Though  diphtheria  toxoid  has  no  serum, 
local  and  even  general  reactions  were, 
however,  observed,  particularly  in  chil- 
dren of  the  older  age  groups.  Children 
who  manifested  reactions  might  have  been 
sensitive  to  either  the  diphtheria  bacillus, 
the  protein  of  the  bacillus,  or  both. 
Underwood1  administered  the  Moloney 
test  to  children  of  various  age  groups  to 
determine  their  sensitivity  to  diphtheria 
toxoid.  He  observed  that  fewer  than  3 
per  cent  of  children  under  5 years  of  age 
had  a 2 plus  or  3 plus  positive  reaction. 
The  Moloney  test  was  positive  in  almost 
10  per  cent  of  children  7 years  of  age,  and 
the  percentage  of  positive  tests  was  in- 
creasing with  age.  In  the  14-year-age 
group  the  Moloney  test  was  positive  in 
43  per  cent  of  the  cases.  Underwood 
maintains  that  a toxoid  sensitivity  is 
probably  an  allergic  condition  due  to  pre- 

t Since  making  this  analysis,  procedures  for  diphtheria 
immunization  have  been  changed.  The  following  are 
the  recommendations  for  children  on  admission  to  school: 

A.  Three  injections  of  toxoid  at  monthly  intervals,  if 
not  previously  injected. 

B.  One  injection  of  toxoid  Vio  to  2/io  cc.  if  injected 
more  than  one  year  previous  to  admission,  unless 
a Schick  test  made  within  one  month  prior  to 
admission  is  negative. 
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vious  contact  with  the  products  of  the 
Cory  neb  acterium  diphtheriae  resulting 
either  from  the  harboring  of  the  organism 
or  from  previous  artificial  immunization. 
Zinsser  and  Bayne- Jones2  recommend 
that  diphtheria  toxoid  should  be  used  in 
young  children  only,  while  in  older  chil- 
dren the  degree  of  sensitivity  should  be 
determined  by  the  Moloney  test.  Fro- 
bisher3 is  of  the  opinion  that  the  reactions 
may  be  due  either  to  the  toxoid  itself,  to 
the  protein  of  the  peptone  solution,  or  to 
the  protein  of  the  bacteria  cells.  Jensen4 
believes  that  the  ordinary  local  and  gen- 
eral reactions  are  due  to  a nonspecific 
antigen.  According  to  the  same  author, 
the  more  pronounced  reactions,  both  local 
and  general,  are  due  to  a high  sensitivity 
to  the  specific  antigen.  According  to  his 
study,  the  reactions  from  diphtheria  tox- 
oid were  twice  as  frequent  in  those  who 
had  had  diphtheria  previously  as  com- 
pared with  those  who  never  had  had  the 
disease. 

To  perform  a Moloney  test  on  the 
thousands  of  school  children  under  10 
years  of  age  before  administering  toxoid 
inoculations  would  have  proved  an  impos- 
sible task  for  the  New  York  City  Health 
Department.  The  fact  that  the  Moloney 
test  is  not  an  accurate  index  of  the  liabil- 
ity to,  or  severity  of,  the  reactions  to  be 
expected  is  another  point  to  be  taken  into 
consideration.5  The  physicians  who 
inoculated  children  in  schools  were  aware, 
however,  of  the  possibility  of  reactions 
occurring  immediately  upon  administer- 
ing the  injection  and  also  of  the  local 
and  general  reactions  that  might  follow. 
Whenever  parents  were  present  during 
the  injections,  they  were  advised  by  the 
nurses  of  the  possible  reactions,  and,  in 
case  of  a severe  reaction  such  as  extreme 
swelling  of  the  arm  or  a high  temperature, 
the  parents  were  to  communicate  with 
the  school  and  a physician  would  be  sent 
to  their  homes  to  examine  the  child. 
Two  or  more  visits  were  made  when  the 
temperature  at  the  first  visit  was  over 
102  F.  or  when,  in  the  opinion  of  the 
physician,  a follow-up  visit  was  indicated. 

This  report  deals  with  the  types  of  re- 
actions observed  by  physicians  who  vis- 


ited the  homes.  It  may  be  stated  that 
reactions  other  than  those  reported  might 
have  occurred  and  that  the  school 
nurses  of  our  office  were  not  informed.  I 
think  that  it  is  fair  to  assume,  though, 
that  such  cases  were  few  in  number  and 
probably  not  severe  in  character. 

The  reactions  observed  were  classified 
into  three  groups — i.e.,  the  mild  reaction, 
consisting  of  a slight  swelling,  redness, 
and  no  temperature  or  a temperature 
under  100  F. ; moderate  reactions,  those 
where  there  was  a more  extensive  inflam- 
mation, swelling  of  the  axillary  glands, 
and  a temperature  of  102  F. ; and  severe 
reactions,  those  with  a very  extensive  in- 
flammation extending  down  to  the  elbow, 
enlargement  of  the  axillary  glands,  a 
temperature  of  103  or  104  F.,  headache, 
and  vomiting.  Under  severe  reactions  we 
also  included  reactions  that  occurred  im- 
mediately after  the  injections  were  ad- 
ministered. 

In  cases  where  a home  visit  was  made, 
the  teacher’s  record  was  checked  to  deter- 
mine the  number  of  days  the  child  was 
away  from  school.  That,  however,  was 
not  a criterion  of  the  degree  of  reaction, 
because,  in  many  instances,  children  with 
slight  reactions  stayed  away  a long  time 
due  to  subsequent  ailments  such  as  a cold, 
tonsillitis,  or  other  conditions.  It  must 
be  remembered  that  during  the  period 
from  December  through  February  chil- 
dren’s ailments  are  frequent,  and  many 
stay  away  for  one  reason  or  another. 

Between  December,  1938,  and  March, 
1939,  11,326  children  were  inoculated  in 
the  schools  of  the  two  districts.  Of 
these,  6,822  children  who  had  been  inocu- 
lated three  or  more  years  before  received 
a supplementary  injection  of  1 cc.  of 
diphtheria  toxoid.  The  balance  (4,504) 
were  children  who  had  no  record  of  previ- 
ous immunization  and,  therefore,  received 
two  injections. 

Forty-five  children  were  visited  by 
school  physicians  during  the  above-men- 
tioned period.  Twenty-two  of  these 
children  had  received  a supplementary 
injection,  while  23  children  had  no  record 
of  previous  immunizations  and  thus  re- 
ceived two  injections  of  l/\  cc.  and  1 cc. 
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TABLE  1. — Reactions  Observed  in  6,822  School 
Children  Who  Received  Supplementary  Inocula- 
tions of  Diphtheria  Toxoid 
(Tabulated  According  to  Age) 


Age 

Mild 

—Type  of 
Moderate 

Reactions— 

Severe 

Total 

6 

2 

2 

7 

1 

1 

8 

3 

1 

4 

9 

7 

2 

1 

10 

10 

1 

1 

11 

1 

1 

Unknown 

1 

1 

Total 

12 

6 

2 

20 

Of  the  former  group  of  children  visited, 
2 did  not  have  any  evidence  of  a reaction. 
One  had  an  acute  bronchitis,  and  1 suf- 
fered from  influenza.  Thus,  of  the  6,822 
children  who  received  a supplementary 
injection,  20  or  less  than  0.3  per  cent  de- 
veloped a reaction  that  necessitated  a 
home  visit.  The  ages  of  the  20  children 
are  indicated  in  Table  1. 

It  is  rather  interesting  that  10  or  50  per 
cent  of  all  the  children  in  this  group  who 
reacted  were  9 to  10  years  of  age.  Unfor- 
tunately, all  children  who  were  immunized 
were  classified  according  to  grade  and  not 
according  to  age.  But,  from  our  knowl- 
edge of  the  ages  of  children  in  the  grades 
from  kindergarten  through  the  fourth 
year  and  of  the  grades  in  which  children 
were  at  the  time  of  their  immunization, 
we  estimated  the  age  distribution  of  the 
immunized  children  to  be  as  shown  in 
Table  2. 

TABLE  2. — Estimated  Age  Distribution  of  Immu- 
nized Children  and  Number  of  Reactions  in  Each 
Age  Group 


- — Supplementary — > , Twih 


Age 

Injections 

Injections 

Esti- 

Number 

Esti- 

Number 

mated 

of 

mated 

of 

number 

reactions 

number 

reactions 

(1) 

(2) 

(3) 

(4) 

Under  6 

804 

0 

515 

0 

6 

1,408 

2 

915 

0 

7 

1,534 

1 

1,010 

o 

8 

1,635 

4 

1,083 

7 

9 

1,120 

10 

763 

3 

10  + 

321 

3 

218 

5 

Total 

6,822 

20 

4,504 

17 

Of  the  20  children  who  developed  a reac- 
tion following  a supplementary  injection, 
10  were  between  9 and  10  years  of  age. 
Is  that  high  figure  of  statistical  signifi- 
cance? That  can  be  determined  by  the 

Q ^ 2 

formula  x2  = ^ where  T indi- 


cates the  theoretical  figure,  O is  the  ob- 
served figure,  and  E signifies  the  sum  of  all 
values.  Applying  this  formula  to  the 
data  in  Table  2 we  obtain  a value  of  %2 
of  23.7.  When  this  is  compared  with 
Pearson’s  table,  it  is  noted  that  P < 0.01 
where  n equals  5,  or  the  probability  of 
such  a distribution  occurring  by  chance 
would  be  less  than  one  in  a hundred. 
Careful  analysis  of  each  cell  reveals  that 
the  age  group  9 to  10  contributes  13.6  to 
the  sum  total  of  23.7.  The  number  of 
reactions  occurring  in  age  group  9 to  10  is 
therefore,  of  statistical  significance. 

Analysis  of  the  intensity  of  reactions 
revealed  the  following  facts:  12  children 

had  a mild  reaction,  6 a moderate  reac- 
tion, and  2 a severe  reaction.  One  7- 
year-old  child  and  1 child  9 years  old  who 
had  a moderate  reaction  also  had  in- 
fluenza, and  it  was  difficult  to  ascertain 
whether  the  temperature  was  due  to  the 
toxoid  or  to  the  complicating  influenza. 

One  child,  aged  9,  had  a temperature  of 
104  F.  and  a marked  axillary  adenitis. 
The  child  had  previously  been  immunized 
in  1931.  The  temperature  remained  high 
for  one  day  and  came  down  to  101  F.  the 
following  day. 

The  other  child  classed  as  having  had  a 
severe  reaction  was  8V2  years  old  and  de- 
veloped a general  reaction  immediately 
on  inoculation.  Two-tenths  cubic  centi- 
meter of  adrenalin  was  administered,  and 
the  child  was  sent  home.  A nurse  who 
visited  the  child  subsequently  reported 
no  untoward  manifestations. 

Of  the  23  children  visited  after  the  first 
or  second  primary  inoculation,  6 showed 
no  evidence  of  a reaction.  Four  of  the 
children  had  the  grippe,  1 had  an  infec- 
tion of  the  upper  part  of  the  respiratory 
tract,  while  1 had  scarlet  fever.  Thus, 
only  17  children,  or  less  than  0.4  per  cent 
of  all  children  who  received  primary 
inoculations,  were  visited  for  manifesta- 
tions of  either  local  or  general  reactions. 
Eight  children  developed  a reaction  fol- 
lowing the  first  injection  of  l/t  cc.,  and  9 
children  developed  a reaction  following 
the  second  injection  of  1 cc. 

Analysis  of  the  rate  of  reaction  in 
children  who  received  two  injections  re- 
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TABLE  3. — Reactions  Observed  in  4,504  School 
Children  Who  Received  Two  Inoculations  of 
Diphtheria  Toxoid 
(Tabulated  According  to  Age) 


Following 

Following 

Age 

✓ First  Injection 

• Second  Injection 

Mod- 

Mod- 

Grand 

Mild  erate  Severe 

Mild  erate  Severe 

Total 

6 

7 

1 

1 

2 

8 

2 

2 3 

7 

9 

2 1 

3 

10 

1 1 

9 

11 

1 1 

1 

3 

Total 

3 4 1 

4 5 

17 

veals  the  following:  No  child  under  7 

years  of  age  developed  a reaction  follow- 
ing the  first  or  second  primary  inoculation. 
Of  the  children  who  were  8 years  of  age, 
7 were  visited  for  a reaction.  Three 
children  were  9 years  old  and  5 were  10 
years  old  or  more  (Tables  2 and  3). 
Applying  the  test  of  x2  for  significance, 
the  value  of  x2  is  30.4  with  n = 5.  The 
probability  of  such  a distribution  being 
that  of  chance  is  less  than  one  in  a thou- 
sand. 

Here,  too,  it  is  observed  that  the  age 
group  of  10  and  over  contributes  22  to  the 
total  value  of  x2  and  the  age  group  under 
7 contributes  5.4.  We  may  therefore  con- 
clude that  there  is  a significance  to  the 
number  of  reactions  occurring  in  children 
10  years  and  over  as  well  as  to  the  absence 
of  reactions  in  children  7 years  and 
younger. 

Analyzing  the  intensity  of  reactions  it 
is  noted  that  7 children  had  mild  reac- 
tions, 9 had  moderate  reactions,  and  1 had 
a severe  reaction.  The  condition  of  2 
children,  8 years  old,  who  had  moderate 
reactions  was  complicated  by  acute 
pharyngitis,  and  1 child,  11  years  old,  had 
an  acute  sore  throat.  Thus,  it  is  possible 
that  the  temperature  and  discomfort  as- 
sociated with  the  sore  arm  might  have 
been  due,  in  great  part,  to  the  infection 
of  the  upper  part  of  the  respiratory  tract. 
The  child  with  a severe  reaction  was  9 
years  old.  She  developed  a temperature 
of  103  F.  on  the  day  following  the  first 
injection  of  1/i  cc.  The  arm  was  red, 
swollen,  and  indurated,  and  a rash  broke 
out  over  the  entire  body.  The  child  was 
visited  for  three  consecutive  days  and  had 
a temperature  of  100  F.  the  last  day  vis- 
ited. 


No  surgical  interference  was  necessary 
in  any  of  the  cases  reported.  Not  one  of 
the  11,326  children  immunized  developed 
an  abscess. 

Summary 

1.  From  December,  1938,  through 
March,  1939,  11,326  school  children  from 
kindergarten  through  4B,  6 to  11  years 
old  and  attending  schools  in  the  Washing- 
ton Heights  and  Riverside  districts,  were 
immunized  against  diphtheria.  Of  these, 
6,822  children  who  had  been  immunized 
three  or  more  years  ago  received  a supple- 
mentary injection  of  1 cc.  of  diphtheria 
toxoid.  The  balance  (4,504)  were  chil- 
dren who  had  no  record  of  previous  im- 
munizations and,  therefore,  received  two 
injections  of  diphtheria  toxoid  of  l/t  cc. 
and  1 cc.  two  weeks  apart. 

2.  Forty-five  children  were  visited  by 
school  physicians  for  “reported”  reactions 
to  diphtheria  toxoid.  Eight  out  of  these 
45  presented  no  evidence  of  a local  or 
general  reaction. 

3.  Twenty  children,  or  fewer  than  0.3 
per  cent  of  the  total  who  received  a sup- 
plementary injection,  developed  a reac- 
tion ranging  from  mild  to  severe  in  char- 
acter. Seventeen  children,  or  less  than 
0.4  per  cent  of  those  who  received  two 
injections,  developed  local  and  general 
reactions  following  the  first  or  second 
injection.  Only  one  of  these  reactions 
was  severe. 

4.  None  of  the  children  developed  a 
localized  abscess  or  any  other  complica- 
tion that  required  surgical  interference. 

5.  Of  the  children  who  developed  a re- 
action following  the  supplementary  in- 
oculation, 50  per  cent  were  between  9 and 
10  years  of  age.  Of  those  who  developed 
a reaction  following  the  first  or  second 
primary  inoculation,  30  per  cent  were  10 
years  of  age  and  older.  The  greater  fre- 
quency of  reactions  in  these  age  groups  is 
of  statistical  significance. 

Conclusion 

In  our  experience  with  the  administra- 
tion of  diphtheria  toxoid  to  school  chil- 
dren no  alarming  reactions  were  observed. 
Presumably,  administration  of  diphtheria 
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toxoid  is  not  associated  with  any  danger 
even  when  given  in  amounts  of  1 cc. 
Reactions  in  children  9 years  of  age  and 
over  are  more  frequent  than  in  the 
younger  age  groups.  While  the  Moloney 
test  may  be  indicated  in  some  cases,  one 
fails  to  see  its  necessity  in  mass  immuniza- 
tions of  school  children,  recognizing  that 
the  reactions  requiring  home  visits  oc- 
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curred  only  in  1/3  of  1 per  cent  of  those 
inoculated. 
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JACOB  H.  LANDES 


NEW  TREATMENT  HIGHLY  SUITED  FOR  WOUNDS  OF  MODERN  WARFARE 


The  closed  method  of  treating  compound 
fractures  and  infected  wounds  by  the  applica- 
tion of  plaster-of -paris  casts  is  particularly  suit- 
able under  the  conditions  of  modern  warfare 
with  its  numerous  civilian  casualties  from  aerial 
bombardment,  the  J.A.M.A.  for  Sept.  14  points 
out  in  an  editorial. 

In  contrast  to  use  of  chemicals  to  kill  the 
bacteria  which  was  employed  during  the  war  of 
1914-1918,  the  closed  plaster  method  is  based  on 
the  principle  of  rest  for  the  injured  part  and  on  the 
ability  of  the  body  to  resist  bacterial  infection. 
This  principle,  introduced  after  the  first  World 
War  by  Baer,  of  Baltimore,  and  Dr.  H.  Winnett 
Orr,  Lincoln,  Neb.,  was  tested  by  Orr  in  the  use 
of  the  closed  plaster  method  in  civilian  practice. 
He  obtained  good  results  with  the  method  in 
from  85  to  90  per  cent  of  compound  infected 
fractures. 

“The  essential  feature  of  the  method  is  the 
complete  immobilization  of  the  soft  tissues,”  the 
editorial  says.  “No  attempt  is  made  to  kill  the 
organisms  by  external  agents.  The  reliance  is 
placed  entirely  on  the  ability  of  the  body  to  re- 
sist bacterial  infection. 

“The  first  large-scale  experiment  in  the  ap- 
pliance of  these  principles  was  made  possible  in 
the  Spanish  war.  There,  chiefly  owing  to  the 
enthusiasm  of  J.  J.  Trueta,  chief  surgeon  of  the 
General  Hospital  of  Catalonia,  the  method  was 
adopted  in  the  medical  service  of  the  republican 
army.  The  total  number  of  cases  treated  was 
20,000.  The  incidence  of  gas  gangrene  and  of 
other  infections  fell  so  definitely  that  foreign  sur- 
geons who  came  to  Catalonia  at  the  later  stages 
of  the  war  were  led  to  believe  that  the  soil  of 
Spain  contained  no  anaerobes  (microorganisms 
which  can  live  without  air). 

“The  method,  as  described  in  Trueta’s  recent 
monograph,  is  carried  out  in  the  following  man- 
ner: Surgical  treatment  is  undertaken  as  soon 
after  occurrence  of  the  fracture  as  possible ; with 
the  patient  anesthetized,  thoroughly  wash  the 
entire  extremity  and  the  wound  with  soap  and 
water  and  a nail  brush,  shave  all  hair,  and  paint 
the  surrounding  skin  with  a weak  solution  of 
iodine;  excise  the  skin  edges  of  the  wound,  re- 
move all  contused  (bruised)  tissue  and  widen 
the  wound;  excise  carefully  and  unhesitatingly 
all  nonviable  (not  capable  of  living)  muscular 
and  cellular  tissues;  open  up  the  neighboring 
cellular  surfaces  affected  by  contusion,  always 
keeping  in  mind  the  need  for  adequate  drainage ; 


remove  all  foreign  material;  reduce  (restore  to 
normal)  the  fracture  by  traction  on  an  ortho- 
pedic table;  dress  the  wound  with  sterile  gauze 
and  immediately  immobilize  with  plaster  in- 
cluding the  two  adjoining  joints  if  possible.  The 
plaster  is  applied,  according  to  the  method  of 
Bohler,  directly  to  the  skin,  only  the  bony  promi- 
nences being  padded;  administer  3,000  units  of 
tetanus  antitoxin.  It  is  not  permissible  to  cut  a 
window  in  the  cast,  since  this  deprives  the  soft 
tissues  of  much  needed  immobilization.  ‘It  can 
be  observed,’  says  Trueta,  ‘that  the  tissues  swell 
into  the  gap  in  the  plaster  and  their  healing  power 
is  correspondingly  weakened.’  This  is  in  essence 
Orr’s  treatment  with  a single  exception,  namely, 
that  Trueta  employs  dry  gauze  as  dressing  for  the 
wound  instead  of  Orr’s  petrolatum  pack.  The 
plaster  is  left  in  position  as  long  as  the  smell  is  not 
excessive  and  the  plaster  has  not  become  soft  and 
wet.  It  may  be  left  in  position  for  from  four 
to  six  weeks  and  then  replaced  and  left  in  posi- 
tion until  such  time  as  the  fracture  has 
healed. 

“In  Trueta’s  own  material  there  were  1,073 
cases  of  compound  fractures  of  the  limbs,  most 
of  them  war  wounds.  There  were  6 fatalities, 
976  good  or  satisfactory  results  and  91  poor  re- 
sults. Trueta  expresses  the  belief  that  no  other 
treatment  could  have  enabled  them  to  alleviate 
for  so  many  victims  the  horrors  of  war  and  air 
raids.  Dr.  Rudolph  Matas,  who  had  an  oppor- 
tunity to  observe  the  method  in  the  Catalonian 
war  zone,  writes:  ‘I  had  an  opportunity  to  see 
several  plaster  encasements  removed  from  arms 
and  thighs  after  they  had  been  in  situ  (position) 
for  from  fifteen  to  twenty-one  days.  The  stench 
of  the  soiled  encasement  was  nauseating.  A 
magma  or  mush  of  decomposing  pus  and  wound 
secretions  covered  the  surface  of  the  wound  under 
the  plaster  bandage.  But  after  washing  this 
off  with  warm  water  and  soap,  and  when  the 
packs  were  removed,  I was  surprised  to  see  the 
excellent,  healthy,  pink,  well-granulated  ap- 
pearance of  the  wound  coupled  with  a very  satis- 
factory condition  of  the  patients — no  fever,  no 
pain,  good  appetite.  This  was  indeed  a revela- 
tion I did  not  anticipate.’  Matas  quotes  Dr. 
Jimeno,  of  Banolas,  under  whose  direction  there 
were  treated  6,000  fractures,  of  which  500  were 
fractures  of  the  femur,  with  a mortality  for  the 
total  group  of  3.2  per  cent.  There  was  only 
1 case  of  gas  gangrene  and  this  one  had  appeared 
before  admission  to  the  hospital. 


REPORT  OF  INTENSIVE  LABORATORY  STUDIES  OF 
HIGH-SCHOOL  ATHLE1ES 

Lee  S.  Preston,  M.D.,  Oneida,  New  York 
{Public  School  Physician,  Oneida ) 


IN  making  the  physical  examinations  of 
candidates  for  the  various  athletic 
teams  of  the  Oneida  High  School  in  the 
past,  I have  confined  myself  to  the  usual 
routine  and  general  physical  examination 
of  these  students.  These  examinations 
have  been  thoroughly  done  in  all  cases,  I 
believe,  and  were  decidedly  better  and 
more  complete  than  the  annual  physical 
examinations  of  the  general  student 
body.  They  included  a complete  ex- 
amination of  the  eyes,  ears,  nose,  mouth, 
teeth,  and  throat,  and  also  of  the  heart, 
chest,  and  abdomen;  a blood-pressure 
reading;  a cardiac  reserve  test;  an  in- 
spection of  the  inguinal,  scrotal,  and 
rectal  regions,  and  of  the  extremities 
and  feet ; and  finally  weight  and  measure- 
ments. These  examinations  met  with 
the  approval  of  and  were  accepted  by  the 
insurance  company,  which  annually  is- 
sues a group  insurance  policy  to  the 
school  against  injuries  that  students  and 
players  may  receive  while  engaged  in 
class  or  contest  games.  No  request  was 
made  by  the  insurance  company  for  urin- 
ary examinations,  and  my  physical  ex- 
aminations had  not  included  a urinalysis 
of  these  students  at  any  time. 

Postexamination  Findings 

In  the  fall  of  1939,  the  insurance  com- 
pany requested,  for  the  first  time,  an 
examination  of  the  urine  of  all  candidates 
for  the  various  athletic  teams  of  the 
school  and  asked  for  a determination  of 
albumen  and  sugar  in  addition  to  the 
regular  and  specified  physical  examina- 
tion. Because  of  the  pressure  of  other 
matters,  I did  not  make  this  physical 
examination  of  the  candidates  for  the 
football  team  at  the  opening  of  the  school 
year,  as  had  been  my  practice  in  the  past, 
but  postponed  it  until  the  third  week 
after  the  opening  of  the  school  year  in 


September.  In  the  meantime,  the  coach 
of  the  football  team  had  called  for  can- 
didates for  that  team  and  had  “run  off” 
a few  hours  of  light  practice  scrimmage 
with  the  full  squad,  which  consisted  of 
36  boys  in  the  second,  third,  and  fourth 
years  of  high  school.  No  actual  intra- 
mural or  interscholastic  games  had  been 
played  during  that  time.  Some  of  these 
candidates  were  reporting  for  football 
for  the  first  time,  but  many  of  them  had 
played  for  one  or  two  years  previous  to 
this  season.  I made  the  usual  full  physi- 
cal examination  of  all  of  these  candi- 
dates and  accepted  those  as  playing 
members  of  the  teams,  who  were  found  to 
be  free  of  any  physical  defect  or  disability 
that  might  be  incompatible  with  or  in- 
creased by  the  vigorous  work  of  the  foot- 
ball season.  At  the  completion  of  these 
physical  examinations,  I secured  a speci- 
men of  urine  from  each  member  of  the 
squad,  according  to  the  demands  of  the 
insurance  carrier.  These  specimens  were 
collected  on  the  same  day  and  at  the 
same  hour,  which  was  immediately  upon 
returning  to  the  school  gymnasium  after 
practice  scrimmage  in  the  afternoon. 
These  specimens  were  given  a full  urinary 
examination  at  my  office,  and  I was  sur- 
prised to  find  that  albumen  was  present 
in  the  urine  of  six  members  of  the  squad 
of  36  players.  Albumen  was  not  present 
in  the  urine  of  any  other  member  of  the 
squad  at  that  time.  Being  rather  as- 
tonished and  quite  impressed  by  this 
finding,  I secured  second  specimens  of 
urine  in  a like  manner  from  the  six 
members  of  the  squad,  who  had  albumen 
in  the  first  examination.  Albumen  was 
found  to  be  present  in  like  amounts  in 
the  second  specimens  of  these  candidates, 
and  casts,  red  blood  cells,  and  leukocytes 
were  seen  by  microscopic  examination. 
At  that  time,  realizing  that  I had  met 
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with  a finding  that  might  prove  to  be  in- 
teresting and  valuable  by  further  study, 
I prepared  an  organized  plan  and  ar- 
ranged for  regular  and  systematic  urinary 
examinations  of  a few  selected  members  of 
the  football  team  throughout  the  entire 
season. 

Selection  of  Test  Cases 

As  I did  not  wish  to  be  biased  or  in- 
fluenced in  any  way  in  my  work,  I ar- 
ranged with  Dr.  R.  L.  Crockett,  director 
of  the  Madison  County  Bacteriological 
Laboratory  at  Oneida,  New  York,  to 
make  these  urinary  examinations  and 
studies  at  his  laboratory.  Fifteen  mem- 
bers of  the  full  playing  squad  were 
selected  to  act  as  “test  cases.”  This 
study  was  limited  to  that  small  number, 
because  the  laboratory  was  unprepared 
to  examine  thoroughly  and  carefully 
urinary  specimens  from  the  full  squad 
of  36  players  upon  so  many  occasions 
during  the  football  season.  Some  of 
these  selected  players  were  members  of 
the  first  team,  and  other  members  were 
from  the  second  team,  but  none  were 
selected  from  the  reserves  or  the  third 
team,  because  the  members  would  be  un- 
likely to  play  in  any  scheduled  game  and 
would  be  subjected  to  less  severe  scrim- 
mage practice  throughout  the  season. 
Coach  Fred  O.  Duncan  of  the  Oneida 
High  School  selected  the  players  for  this 
study  and  chose  those  members  of  the 
squad,  who  would  be  most  likely  to  engage 
in  the  heaviest  form  of  scrimmage  and 
play  in  a majority  of  the  games  through- 
out the  season.  All  members  of  the 
squad,  who  were  found  to  have  albumen 
in  the  first  urinary  examination,  were 
placed  on  this  selected  list,  and  9 other 
members  of  the  squad,  who  were  found  to 
be  albumen-free  at  the  first  urinary  ex- 
amination, were  added  to  this  list  to  make 
a total  of  15  playing  members  for  this 
study. 

Method  of  Examination 

Specimens  of  urine  were  collected  from 
all  of  these  “test  players”  throughout 
and  after  the  season,  and  a total  of  three 
hundred  single  specimens  were  examined 


during  this  time.  These  specimens  were 
collected  under  one  of  the  following  con- 
ditions for  each  test:  (1)  immediately 

before  a game;  (2)  immediately  after  a 
game;  (3)  Monday  after  a game  on  the 
previous  Saturday  and  following  a rest 
period  of  two  days,  which  included  Sun- 
day and  Monday;  (4)  during  the  week 
and  after  scrimmages  on  the  field.  Speci- 
mens were  secured  in  this  manner 
throughout  the  entire  season.  On  some 
weeks  the  specimens  were  secured  before 
and  after  a game,  and  others  were  taken 
after  a game  and  upon  the  following 
Monday  after  a rest  period  over  the  week 
end.  In  some  instances,  they  were  se- 
cured during  the  week  of  scrimmage  and 
after  the  game  at  the  end  of  that  week. 
Specimens  were  selected  in  this  manner 
so  as  to  provide  a “check-up”  on  the 
urinary  findings  under  the  various  and 
different  periods  of  the  football  season. 
These  specimens  were  immediately  taken 
to  the  laboratory  and  examined  at  once, 
always  by  the  same  laboratory  technician 
and  under  the  same  laboratory  condi- 
tions. Each  player  was  given  a full 
initial  urinalysis,  but  all  subsequent 
urinary  examinations  were  limited  to  the 
presence  or  absence  of  albumen ; the 
amount  of  albumen,  if  present;  the 
specific  gravity;  and  a full  microscopic 
examination,  which  covered  particularly 
the  presence  or  absence  of  casts,  red  blood 
cells,  and  leukocytes.  The  Purdy  method 
of  albumen  estimation  was  used  at  all 
times  and  was  performed  as  follows:  A 
graduated  Purdy  test  tube  was  filled  with 
clear  urine  to  the  10-cc.  mark.  Two 
cubic  centimeters  of  glacial  acetic  acid 
and  3 cc.  of  a 10  per  cent  solution  of 
potassium  ferrocyanide  were  added  to 
the  urine.  This  was  shaken  thoroughly 
and  well,  and  was  allowed  to  stand  from 
two  to  five  minutes.  It  was  then 
centrifuged  until  the  coagulated  albumen 
had  packed  well  into  the  bottom  of  the 
test  tube.  The  volume  of  the  precipitate 
was  read  off  on  the  graduations  of  the 
test  tube,  each  0.1-cc.  mark  representing 
1 per  cent  of  albumen.  When  the  amount 
of  albumen  was  excessive,  the  urine  was 
diluted  until  the  volume  of  the  precipitate 
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fell  below  the  1.5-cc.  mark,  and  the 
result  was  multiplied  by  the  dilution. 
Each  specimen  was  centrifuged  in  a large 
electric  centrifuge  that  revolved  at  a fixed 
and  constant  speed  for  ten  minutes,  and 
the  albumen  content  was  determined  in 
this  manner.  In  order  to  have  a constant 
and  fixed  study  of  the  sediment  for  micro- 
scopic examination  of  all  specimens,  the 
technician  withdrew  the  supernatant 
urine  in  the  centrifuge  to  the  amount  of 
1 cc.  and  thoroughly  mixed  the  sediment 
in  the  bottom  of  the  test  tube  with  the 
remaining  urinary  fluid.  The  micro- 
scopic examination  was  made  with  a 
“drop  specimen”  on  a glass  slide  with  a 
cover  slip.  It  was  believed  that  the  con- 
stancy of  the  centrifuging  procedure  and 
the  dilution  of  all  sediment  in  the  test 
tube  to  a constant  and  standard  amount 
as  described  above  would  produce  a fixed 
standard  for  the  albumen  and  microscopic 
analyses.  The  number  of  casts  and  red  or 
white  cells  were  estimated  in  amount 
per  high  dry  field  magnification. 

Review  of  Findings 

The  following  is  a resume  of  our  find- 
ings : The  albumen  content  in  the  urine 
of  the  selected  members  of  the  football 
team,  who  showed  albumen  in  any  amount 
at  any  time,  ranged  from  0.5  to  6.0  per 
cent,  with  a mean  average  of  1.1  per  cent 
throughout  the  season.  The  albumen 
persisted  in  varying  and  changing 
amounts  in  the  members  of  the  selected 
group  of  football  players  throughout  the 
entire  season,  and  three  members  of  the 
selected  test  group  showed  albumen  at 
no  time  during  the  full  season.  The 
albumen  percentage  was  persistently 
higher  after  scrimmage  and  games,  and 
it  was  lower  or  entirely  absent  upon  rest 
days  after  games  and  before  scrimmage 
of  the  next  week.  The  albumen  content 
was  greater  after  the  heavier  and  strenu- 
ous games,  when  few  or  no  substitutions 
were  used,  and  was  less  after  the  lighter 
and  easier  games  when  many  substitutes 
played  in  the  game.  Casts  of  the  hyaline 
and  granular  types  were  present  in  large 
amounts  with  the  albumen,  but  no  casts 
were  seen  in  those  specimens  that  showed 


no  albumen.  Red  blood  cells  were  pres- 
ent under  the  same  conditions,  and  a few 
leukocytes  were  seen  in  those  specimens 
that  contained  casts  and  red  blood  cells. 
The  specific  gravity  varied  from  1.020 
to  1.030.  Finally,  all  findings — albumen, 
casts,  red  blood  cells,  and  leukocytes — 
disappeared  after  the  conclusion  of  the 
football  season  with  the  exception  of  1 
player,  who  had  2.0  per  cent  of  albumen 
at  the  last  examination  made  two  weeks 
after  the  end  of  the  season. 

I regret  that  specimens  of  urine  were 
not  obtained  from  the  members  of  the 
football  squad  at  the  opening  of  the 
school  year  and  previous  to  the  com- 
mencement of  football  scrimmage.  How- 
ever, all  accepted  members  of  the  team 
were  found  to  be  in  good  and  fit  physical 
condition  at  the  time  of  their  examina- 
tions, and  I have  no  reason  to  believe 
or  feel  that  any  member  of  the  squad 
had  albumen  in  the  urine  previously. 
When  this  work  is  repeated  in  the  next 
year,  a full  and  complete  urinary  ex- 
amination will  be  made  of  all  members 
of  the  squad  at  the  time  of  their  physical 
examination  and  before  engaging  in  any 
scrimmage  or  practice  games.  This  will 
prevent  any  student  who  is  known  to 
have  albumen  from  becoming  a member 
of  the  squad  and  will  make  a report  of 
our  observations  less  vulnerable  to  criti- 
cism. 

Becoming  quite  interested  in  these  ob- 
servations among  the  members  of  the  foot- 
ball team,  I arranged  for  a similar  study 
upon  8 playing  members  of  the  basketball 
team  during  the  months  of  January, 
February,  and  March  of  this  same  school 
year.  The  findings  in  the  case  of  the 
basketball  team  were  not  materially  dif- 
ferent from  that  of  the  football  team, 
except  that  the  amount  of  albumen  and 
casts  was  less  in  the  case  of  the  basketball 
team  (1.0  to  3.0  per  cent,  with  a mean 
average  of  0.9  per  cent  throughout  the 
entire  season).  As  in  the  case  of  the 
football  team,  it  was  found  that  one 
member  of  the  basketball  squad  showed 
0.5  per  cent  albumen  in  the  last  urinary 
examination  made  four  weeks  after  the 
end  of  the  season.  It  is  interesting  to 
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note  that  this  was  the  same  student  who 
had  albumen  at  the  end  of  the  football 
season,  and  that  he  played  throughout  the 
entire  season  of  both  sports.  There  were 
no  other  deviations. 

Conclusions 

I believe  that  the  albumen,  casts,  red 
blood  cells,  and  leukocytes  in  the  playing 
members  of  the  football  and  basketball 
teams  resulted  from  an  increased  rate  of 
metabolism  that  was  directly  related  to 
the  violent  physical  exertion  of  scrim- 
mage and  games.  It  would  seem  to  have 
been  of  functional  origin,  inasmuch  as  it 
was  lessened  or  absent  after  rest  periods; 
was  increased  and  greater  after  the 
harder  and  more  strenuous  games;  was 
lessened  or  absent  after  the  lighter  and 
easier  games;  and  disappeared,  with  one 
exception,  at  the  end  of  the  season. 
Dehydration  of  the  body  tissues  from 
the  limited  intake  of  fluids  previous  to  and 
during  the  games  and  the  increased  and 
excessive  excretion  of  fluids  from  the  body 
by  marked  perspiration  may  have  added 
to  this  factor.  However,  the  presence  of 
casts,  red  blood  cells,  and  leukocytes  sug- 
gests that  renal  irritation  or  strain  of 
some  character  must  have  been  present 
to  so*me  degree  in  order  to  have  produced 
these  pathologic  findings  in  the  urine  of 
these  players. 

These  studies  were  made  upon  students 
of  the  high  school  between  the  ages  of 
16  and  18  and  during  their  early  post- 
adolescent periods.  In  some  instances 
these  players  were  members  of  the  foot- 
ball and  basketball  teams  and  engaged  in 
all  games  of  both  sports  throughout  each 
entire  season.  In  this  way  they  were 
subjected  to  the  physical  strain  of  these 
sports  for  a major  part  of  the  entire 
school  year,  and  had  albumen,  casts,  red 
blood  cells,  and  leukocytes  in  all  or  most 
specimens  of  their  urine  during  this  entire 
period.  If  this  persisted  in  a like  manner 
throughout  the  three  or  four  years  of 
high  school  and  was  followed  in  a similar 
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manner  for  three  or  four  years  of  a college 
course,  these  students  would  be  subjected 
to  this  renal  strain  for  the  greater  part 
of  seven  or  eight  consecutive  years 
during  a time  when  full  physical  develop- 
ment was  being  established — a period 
most  important  and  essential  to  their  fu- 
ture health.  I wonder  whether  this  con- 
dition might  tend,  lead  to,  or  terminate 
in  a premature  or  early  renal  degenera- 
tion or  some  other  renal  change  when 
these  students  reach  full  maturity  and 
are  exposed  to  some  undue  or  exces- 
sive physical  stress  or  strain  at  that 
time. 

I am  unprepared  to  make  a final  an- 
alysis of  the  matter  at  this  time  and  only 
present  my  observations  to  you  because 
of  their  great  interest  to  me.  However, 
I am  convinced  that  this  is  an  important 
matter  and  one  in  which  all  school 
physicians  should  be  interested.  We  are 
responsible  for  the  health  of  the  students 
of  our  schools  and  are  engaged  by  our 
respective  boards  of  education  to  protect 
those  students  at  all  times,  insofar  as  it 
rests  within  our  power  and  ability  as 
school  physicians.  I intend  to  do  this 
work  in  a similar  manner  with  the  foot- 
ball team  of  next  year,  but  on  a greater 
and  more  extensive  scale  and  with  an 
improved  and  better  plan  after  my  ex- 
periences of  this  year.  In  addition  to 
selected  members  of  the  football  and 
basketball  teams,  I will  select  a small 
number  of  nonathletic  members  of  the 
high  school  in  those  same  years  and  use 
them  as  control  cases  with  those  students 
who  are  engaged  in  athletic  contests. 
This  will  entail  a vast  amount  of  labor, 
but  I feel  that  it  will  be  more  valuable 
than  my  work  of  the  past  year.  I am 
not  prepared  to  explain  or  discuss  the 
physiologic  or  pathologic  processes  of 
these  findings  at  this  time,  but  I present 
them  to  you  solely  as  I met  them  and 
urge  that  other  school  physicians  engage 
in  some  sort  of  a similar  study  in  their 
respective  schools  at  this  time. 
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The  policy  of  the  school  physician  in 
respect  to  the  care  of  athletes  varies 
as  to  locality  and  allotted  time,  as  to  his 
own  hobbies  and  interests,  and  as  to  the 
attitude  of  the  coach  with  whom  he  is 
working.  There  is  also  a variance  of 
opinion  as  to  the  allocation  of  duties  to 
the  physical  educator,  coach,  or  physician. 
In  some  instances  one  makes  up  for  the 
shortcomings  of  the  other  to  supply  a 
fairly  adequate  care,  but  in  a few  instances 
perhaps  both  shirk  that  duty  with  a re- 
sulting sad  fortune  for  the  athlete. 

In  this  discussion  may  I assume  the 
school  physician  to  be  responsible  for  the 
policy  and  the  supervision  of  those  func- 
tions necessary  for  an  adequate  program 
of  care  for  the  athlete.  I hope  that  my 
remarks  will  be  of  some  aid  in  establishing 
a policy  that  shall  be  practicable  and 
within  the  means  of  a large  majority  of 
schools  competing  in  athletics,  with  the 
understanding  that  each  school  desires  to 
place  in  sports  a team  capable  of  uphold- 
ing the  standard  of  that  school,  winning 
its  share  of  games,  demonstrating  a spirit 
of  good  sportmanship,  and  proving  to  the 
public  that  such  competition  is  going  to 
improve  the  physical  and  mental  condi- 
tion of  each  of  those  competing. 

The  cooperation  of  the  parent,  nurse, 
teacher,  coach,  and  doctor  is  necessary  in 
securing  proper  care.  The  parent  must 
give  consent  for  participation  and  in  so 
doing  assume  the  responsibility  of  any 
injury  that  may  arise  from  such.  It  is 
also  the  parents’  duty  to  insist  that  if 
their  child  is  to  participate  that  the  best 
possible  care  be  given  on  the  part  of  the 
school  and  to  assist  with  that  care  at 
home.  In  relation  to  the  parent  the 
school  physician’s  duty  is  one  of  educa- 
tion. 

The  day  of  a game  some  boys  will, 
though  ill,  return  to  school  so  that  they 
may  participate.  The  nurse  or  physician 


in  those  systems  that  require  permission 
from  the  medical  office  before  return  to 
school  after  illness,  will,  in  examining 
this  boy,  appreciate  his  folly  and  insist 
that  he  return  home,  thus  saving  him 
prolongation  of  his  illness  and  possible 
further  physical  disability. 

The  teacher  who  sends  a seemingly 
unhealthy  pupil  to  the  medical  office  or 
the  coach  who,  in  his  observations  in  prac- 
tice, notes  that  a boy  is  not  up  to  par 
physically  and  refers  him  to  the  physician 
is  performing  a service  of  unestimable 
value.  Thus,  it  behooves  the  school 
physician  to  educate  each  of  these  per- 
sons for  his  responsibility  and  impress 
upon  him  the  necessity  for  his  coopera- 
tion in  the  establishment  of  a functioning 
system  of  referral. 

As  the  physical  examination  is  the 
basis  of  the  entire  health  service  program, 
so  does  it  assume  the  position  of  vital 
importance  in  the  care  of  athletes.  In 
those  instances  where  the  family  physi- 
cian feels  that  a youth  should  not  par- 
ticipate in  athletics,  his  opinion  is  always 
to  be  respected  and  followed.  In  those 
instances,  to  the  contrary,  in  which  the 
examination  at  school  reveals  physical 
disability  and  the  family  physician  feels 
the  youth  fit  for  sports,  I feel  we  should 
remember  that  if  that  youth  does  partici- 
pate to  his  detriment  the  responsibility 
for  such  usually  falls  upon  the  school  phy- 
sician. 

There  is  a great  variance  of  opinion  as 
to  the  frequency  with  which  physical 
examinations  should  be  performed.  In 
the  Report  of  the  Regent’s  Inquiry  of 
the  School  Health  Program,1  the  opinion 
is  expressed  that  “a  series  of  three  thor- 
ough physical  examinations  in  the  life  of 
the  school  child  (supplied  by  the  school) 
should  be  adequate  even  for  athletes  if 
supplemented  by  awareness  on  the  part  of 
physical  educators,  teachers,  and  parents 
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of  the  need  of  referral  of  children  de- 
veloping abnormalities  between  routine 
examinations.”  Perhaps  some  of  you 
follow  this  system  and  feel  that  your 
personnel  is  keen  enough  in  their  observa- 
tions to  use  this  referral  system  satis- 
factorily with  such  a lapse  between  ex- 
aminations. Rather  than  allow  defects 
to  reach  the  symptom-producing  stage,  I 
feel  that  by  more  frequent  examination 
these  may  be  found  and  corrected  or 
proper  therapy  instituted  before  irrepa- 
rable damage  is  done. 

From  this  system  of  checking,  we  may 
swing  to  another  group  who  feel  that 
athletes  should  receive  an  examination 
before  starting  practice,  again  before  ac- 
tual competition,  once  during  the  playing 
season,  and  again  at  its  close.  For  the 
athlete  perhaps  this  is  ideal,  but  to  my 
mind  it  would  give  the  coach  a sense  of 
false  security  in  relation  to  their  physical 
condition.  Certainly  in  most  of  our 
schools  this  system  is  not  practicable  if  at 
all  necessary. 

Between  these  two  extremes  it  seems  we 
may  strike  a sound  working  policy,  which 
to  my  mind  consists  of  at  least  one 
thorough  physical  examination  yearly 
before  entering  athletics  with  a thorough 
understanding  on  the  part  of  the  teacher 
and  coach  the  necessity  of  referral. 

My  own  system  has  been  one  complete 
examination  early  in  the  year  and  then  a 
check  of  heart,  lungs,  previously  injured 
parts,  and  a search  for  hernia  before  each 
new  sport.  With  this  system,  there  have 
been  occasions  in  which  defects  have  been 
demonstrated,  which  caused  no  symptoms 
for  which  the  coach  should  have  referred 
that  individual,  nor  were  the  defects  in 
any  case  sufficiently  severe  to  indicate 
that  more  frequent  examinations  would 
have  been  advisable.  I have  been  re- 
paid for  my  trouble  by  the  few  instances 
in  which  defects  have  been  found  in  ex- 
amining athletes  this  frequently. 

To  state  that  the  physical  examination 
should  be  a thorough  one  should  be  ade- 
aquate;  however,  I should  like  to  em- 
phasize a few  points.  Despite  the  mini- 
mum age  requirements  as  established  by 
the  state, 2a  one  needs  to  remember  that 


he  is  dealing  with  a group  of  boys  in  a 
rapid  stage  of  growth,  some  of  whom, 
though  physically  sound,  are  not  to  be 
benefited  by  strenuous  competitive  sport. 
This  youth,  I feel,  should  be  given  super- 
vised physical  education  until  such  a time 
when  he  is  sufficiently  mature  physically 
for  major  competition.  Properly  con- 
ducted intramural  sports  would  be  of 
value  to  him  during  this  period.  In  games 
involving  bodily  contact  we  should  group 
our  athletes  according  to  size,  weight, 
maturity,  and  ability  to  maneuver  the 
body. 

The  general  physical  examination  is  of 
primary  importance,  and,  therefore,  I 
feel  the  initial  examination  should  be  per- 
formed by  one  competent  physician  who 
is  able  to  correlate  his  observations  rather 
than  by  a group  of  physicians,  each  check- 
ing the  athlete  for  that  portion  of  his 
anatomy  that  falls  within  his  specialty. 

After  the  thorough  correlation,  should 
any  doubt  exist  in  the  mind  of  the  ex- 
aminer, the  athlete  should  not  be  allowed 
to  participate  or  the  advice  of  the  special- 
ist should  be  secured  and  followed.  Foci 
of  infection,  needless  to  say,  if  they  are 
deemed  adequate  to  impair  health,  should 
be  eliminated  before  participation  is  al- 
lowed. The  cardiologist  is,  no  doubt, 
the  man  upon  whom  the  school  physician 
must  place  much  responsibility  in  decid- 
ing whether  or  not  competition  will  in- 
jure those  having  borderline  cardiac  con- 
ditions. Every  school  system  should  have 
such  a specialist  available  to  whom  such 
cases  might  be  referred. 

I feel  that  many  of  us  fail  in  our  ex- 
aminations because  we  do  not  thoroughly 
check  joints  and  examine  for  existing  and 
potential  hernias,  knowing  that  especially 
in  those  sports  in  which  bodily  contact  is 
inevitable  further  injury  to  such  a weak- 
ened part  may  cripple  that  person  for  the 
remainder  of  his  life.  If  a thorough 
physical  examination  has  been  performed 
(checking,  before  and  after  exercise),  if 
foci  of  infection  have  been  considered 
and  if  the  blood  pressure  has  been  noted 
and  the  system  of  referral  followed  by  a 
competent  teaching  and  coaching  staff, 
I feel  that  further  routine  laboratory  pro- 
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cedures  may  be  dispensed  with  unless 
indicated. 

In  many  schools  it  seems  that  if  the 
physician  has  checked  the  athletes  and 
is  sure  they  are  physically  sound  at  the 
beginning  of  the  season  his  duties  are 
finished.  General  supervision  of  these 
boys  is  still  his  responsibility.  I feel  that 
no  high-school  boy  should  be  allowed  to 
participate  in  more  than  one  sport  in 
any  one  season.  A check  should  be  made 
to  make  certain  that  he  is  not  participat- 
ing in  additional  athletic  activities  in 
Y.M.C.A.’s  and  other  athletic  centers. 
Poor  physical  condition  with  resulting 
poor  performance  can  often  be  traced  to 
unsupervised  activities  outside  the  juris- 
diction of  the  school. 

Practice  sessions  should  at  no  time  be 
in  excess  of  two  hours.  Needless  to  say 
early  sessions  should  be  light  and  much 
time  spent  in  the  demonstration  of  the 
proper  type  of  exercise  for  the  strengthen- 
ing of  weakened  joints  and  muscles. 
During  these  early  sessions  proper  equip- 
ment in  the  form  of  braces,  paddings,  and 
support  should  be  fitted  to  the  individual 
needs.  If  a school  is  financially  unable  to 
supply  such  equipment,  they  should  not 
compete  in  that  type  of  athletics  neces- 
sitating bodily  contact.  However,  with 
the  use  of  felt,  foam  and  sponge  rubber, 
straps,  adhesive,  and  a little  ingenuity, 
many  devices  can  be  made  that  will  save 
many  painful  and  costly  injuries. 

The  feet  should  receive  consideration 
in  at  least  three  ways.  Provisions  should 
be  made  at  the  entrance  to  showers  for 
the  use  of  some  prophylaxis  to  prevent 
the  spread  of  the  dermatophytoses.  The 
solution  used  is  one  of  individual  choice, 
but  a sponge  rubber  mat  placed  in  the 
tank  of  the  solution  prevents  spilling  and 
great  waste. 

In  many  sports  the  toughening  of  the 
skin  of  the  feet  should  be  undertaken  as 
a means  of  protecting  against  blisters  and 
infections.  Compound  tincture  of  ben- 
zoin may  be  used  alone  or  the  following 
formula:  compound  tincture  of  benzoin 
50, 3 acetone  40,  tannic  acid  10  per  cent. 
This  is  rubbed  well  into  the  feet  before 
each  practice  and  allowed  to  dry.  The 


feet  are  then  dusted  with  powder  to 
prevent  the  stocking  adhering  to  the  feet. 

Strapping  the  feet  and  ankles  in  such 
games  as  football  and  hockey,  thus  giv- 
ing support  and  protection  to  this  vul- 
nerable spot,  will  save  many  injuries. 

Another  matter  that  may  seem  trivial 
but  is,  nevertheless,  important  is  to  make 
certain  that  each  athlete  has  and  uses  his 
own  towels,  uniform,  and  materials  as- 
signed to  him.  Adequate  laundry  service 
for  these  materials  should  be  mandatory, 
either  through  individual  care  or  school 
service.  As  a result  of  these  precautions 
many  skin  infections  can  be  averted. 

Rules  of  training  as  to  regulation  of 
hours,  habits,  and  the  like  may  be  the 
responsibility  of  the  individual  coach. 
An  outline  of  a well-balanced  diet  should, 
I believe,  be  supplied  by  the  physician 
and  the  athlete  advised  to  follow  it.  It 
is  advisable,  in  the  more  strenuous  sports 
at  least,  to  keep  an  individual  weight  rec- 
ord, this  being  checked  at  least  twice 
weekly  during  the  playing  season.  Any 
unexplained  weight  loss  is  ground  for  re- 
ferral on  the  part  of  the  coach. 

I would  advise  that  upon  the  days  of 
competition  the  meal  immediately  pre- 
ceding should  be  very  light,  even  perhaps 
merely  y2  to  1 ounce  of  cane  sugar  or 
lactose  in  a glass  of  orange  juice.  If 
competition  be  in  the  afternoon,  break- 
fast should  be  heavy  and  perhaps  com- 
parable to  the  ordinary  dinner.  Nourish- 
ment between  the  halves  of  a contest  may, 
if  one  desires,  be  in  the  form  of  a few 
tablets  of  one  of  the  simple  sugars,  easily 
digested  and  assimilated. 

As  a supplement  to  a balanced  diet  and 
a source  of  increased  muscular  energy, 
gelatine  (U.  S.  P.)  may  be  used.  Recent 
physiologic  research4  has  shown  that  the 
glycine  contained  in  gelatine  increases  the 
phosphocreatine  content  of  the  muscle, 
thus  increasing  the  chemical  store  of 
potential  energy.  Experimentation  has 
shown  that  by  concentrated  feedings  of 
gelatine  energy  output  has  been  increased 
100  per  cent.  Several  universities  have 
been  using  gelatine  on  their  training 
tables.  One-half  to  1 ounce  of  gelatine 
has  been  taken  daily  in  addition  to  the 


1606 


ROBERT  H.  BROAD 


[N.  Y.  State  J.  M. 


regular  diet  by  pouring  one  or  two  (y4 
ounce)  envelopes  into  a glass  of  water  or 
fruit  juice,  allowing  the  gelatine  to  be 
absorbed  in  the  liquid,  stirring  briskly,  and 
drinking  quickly  before  it  thickens. 

Voluntary  expressions  by  athletes  in 
these  institutions  indicate  that  as  a result 
of  its  use  they  tire  less  easily  and  feel 
better  after  strenuous  exercise.  This 
procedure  in  high  schools  would  be  an 
individual  matter  upon  advice  of  coach 
or  physician. 

Gum  chewing  seems  to  be  a means 
used  as  an  outlet  for  nervous  tension, 
while  to  my  mind  its  physiologic  action 
during  muscular  activity  is  contraindi- 
cated. As  soon  as  one  starts  to  masti- 
cate, saliva  flows,  secretion  of  gastric 
juices  and  peristalsis  is  stimulated.  This 
action  necessitates  a flow  of  blood  to  the 
viscera,  thus  cutting  down  the  available 
supply  for  muscular  activity.  It  is  very 
possible  that  the  release  of  nervous  ten- 
sion resulting  from  gum  chewing,  if  such 
be  the  case,  compensates  for  the  loss  of 
blood  to  the  visceral  area. 

The  mental  hygiene  of  the  high-school 
youth  in  athletics  must  also  be  considered 
both  by  coach  and  physician.  Many 
potentially  good  athletes  are  spoiled  by 
improper  psychology  on  the  part  of  those 
instructing  or  caring  for  them.  One  must 
consider  the  individual  characteristics  at 
this  age  and  appreciate  that  more  per- 
sonal attention  is  necessary.  Too  often 
have  I seen  a boy  injured  in  a game  and 
replaced  by  another  without  the  coach 
apparently  taking  the  slightest  interest  in 
his  condition. 


Inasmuch  as  the  Department  of  Educa- 
tion215 rules,  and  rightly  so,  that  only 
first  aid  shall  be  given  by  the  school 
physician  in  care  of  injuries,  my  remarks 
shall  be  brief.  At  least  at  each  contest  in 
which  bodily  contact  is  necessitated  a 
physician  should  be  in  attendance.  De- 
spite insurance  for  athletes,  there  are 
many  bruises  and  contusions  that  do  not 
receive  proper  care,  inasmuch  as  the  cost 
of  constant  follow-up  by  the  private  phy- 
sician would  be  prohibitive.  I feel  that 
an  inductotherm  or  a short-wave  dia- 
thermy in  the  field  house  for  the  treat- 
ment of  charleyhorse,  sore  arms,  and  the 
like,  would  be  legitimate  and  of  great  aid. 
Too  many  boys  have  returned  to  competi- 
tion with  bruised  muscles  only  to  develop 
later  a myositis  ossificans.  No  physician 
can  be  too  careful  in  making  certain  that 
the  injured  athlete  is  fit  before  allowing 
him  to  return  to  play,  despite  the  eager- 
ness on  the  part  of  the  athlete  and  the 
coach. 

In  conclusion  I should  like  again  to 
stress  that  in  addition  to  the  personal 
work  performed  by  the  physician  the 
failure  or  success  in  the  care  of  athletes  in 
his  school  system  depends  greatly  upon 
the  effectiveness  of  the  referral  system 
established — through  parent,  teacher, 
coach,  and  nurse. 
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DRUGGISTS  AND  DOCTORS 

Appointment  of  Edward  Spease,  Dean  of  the 
College  of  Pharmacy  of  Western  Reserve  Uni- 
versity, Cleveland,  as  head  of  a new  department 
of  Interprofessional  Relations  of  the  National 
Association  of  Retail  Druggists,  was  announced. 
The  Dean  started  his  newworkaboutSeptemberl. 

While  the  actual  development  of  the  new  de- 
partment will  be  left  to  Dean  Spease,  it  was 
learned  at  the  N.A.R.D.  headquarters  that  it 
will  center  around  the  creation  of  better  relations 
between  the  retail  druggists  and  the  medical  fra- 
ternity. 

'‘Doctors,”  said  a spokesman,  “don't  like  the 
druggist  who  prescribes.  On  the  other  hand, 
druggists  don’t  like  the  doctor  who  dispenses.” 


INTEGRITY  WILL  WIN 

The  physician  recognizes  his  shortcomings  and 
those  of  his  colleagues,  and  he  is  not  averse  to 
their  being  pointed  out,  but  distortion  and  un- 
truth irk  him.  Especially  distasteful  have  been 
the  “news  articles”  emanating  from  government 
departments  employing  high-powered  publicity 
experts. 

Despite  the  criticism  leveled  at  the  profession 
in  the  press  and  elsewhere  the  physician  is  con- 
fident that  it  has  not  taken  deep  root  in  the  pub- 
lic mind  and  that,  notwithstanding  publicity 
experts  aided  by  the  Hugh  Cabots,  the  people 
will  continue  to  have  faith  in  the  integrity  of  the 
medical  profession. — Medical  Annals  of  the  Dis- 
trict of  Columbia 


VERTEBRAL  HEMANGIOMA  WITH  NEUROLOGIC  SYMPTOMS 

Le  Moyne  Copeland  Kelly,  M.D.,  New  York  City 


Muthman31  in  1903  reported  the 
first  case  of  vertebral  hemangioma 
with  compression  symptoms  in  the  spinal 
cord,  but  it  was  not  until  Hitzrot21  pub- 
lished the  first  radiograph  of  a heman- 
gioma of  bone  that  much  attention  was 
given  to  this  interesting  entity.  Alpers 
and  Pancoast1  assert  that  “hemangioma 
of  the  vertebra  is  a very  uncommon  con- 
dition.” Yet,  Hammes17  in  1933  stated 
that  in  a series  of  10,000  consecutive 
postmortem  examinations  made  at  the 
Schmorl  Institute,  routine  section  of  the 
vertebrae  showed  an  incidence  of  10  per 
cent,  and  Makryeostas28  described  12 
cases  without  neurologic  signs  from 
Erdheim’s  Laboratory.  Perhaps  a truer 
analysis  of  the  frequency  and  importance 
of  this  condition  is  the  statement  by  Ire- 
land22 that  “hemangioma  of  the  vertebra 
from  a clinical  aspect  is  a rare  disease.” 
Certainly  this  would  seem  to  be  true,  for 
Scheer37  could  find  only  35  cases  in  all 
the  world’s  literature  and  then  added  2 
of  his  own.  Of  this  number,  22  were  men 
and  13  were  women.  There  appears  to 
be  no  special  age  incidence.  Eight  were 
under  20  years  of  age,  11  were  between 
21  and  40,  11  were  between  41  and  60, 
and  5 were  over  60  years  of  age.  In  2 
cases  the  age  and  sex  were  not  given. 

In  15  of  the  cases  the  patient  had  symp- 
toms of  compression,  and  the  condition 
was  found  on  x-ray  and  confirmed  at 
operation.  Ten  cases  were  found  at 
autopsy— without  antemortem  indica- 
tion of  their  presence — and  12  (32  per 
cent)  were  diagnosed  by  the  character- 
istic x-ray  appearance  alone.  These  were 
relieved  by  therapy  with  x-ray  or  radium. 
The  areas  most  frequently  affected  are  the 


bodies  of  the  lower  dorsal  and  upper  lum- 
bar vertebrae.  Only  1 case  involving  a 
cervical  vertebra  has  so  far  been  re- 
ported. 

The  severity  of  the  symptoms  is,  in 
general,  dependent  upon  whether  the 
process  is  confined  to  the  body  of  the 
vertebra  or  extends  into  the  spinal  canal. 
Pain  in  the  back  was  the  only  symptom 
observed  in  7 cases,  and  this  was,  as  a 
rule,  in  older  patients.  At  times,  this 
pain  radiated  to  the  abdomen  and  lower 
extremities  and  often  tended  to  confuse 
the  diagnosis.  In  Ireland’s  case,22  the 
patient  had  had  the  typical  symptoms  of 
peptic  ulcer  for  several  years,  although 
all  tests  for  gastrointestinal  function  were 
normal.  After  radium  therapy,  her  ab- 
dominal symptoms  disappeared  as  if  by 
magic.  His  was  the  second  case  of  this 
nature  ever  diagnosed  clinically  before 
operation  or  autopsy,  Nattrass  and 
Ramage32  having  been  the  first  to  report 
their  observations  in  the  literature. 

It  has  never  been  quite  clear  why  the 
symptomatology  has  so  often  been  at 
variance  with  the  anatomic  picture. 
Junghanns,24  for  example,  pointed  out 
that  in  spite  of  the  fact  that  often  the 
entire  body  of  the  vertebra  was  found  to 
be  involved,  in  some  cases  even  with  ex- 
tension of  the  tumor  to  the  laminae  and 
transverse  processes,  very  few  of  his 
cases  showed  symptoms  of  compression 
of  the  spinal  cord.  Moreover,  pathol- 
ogy may  be  present  in  a vertebral  seg- 
ment without  any  changes  whatsoever  in 
the  x-ray  picture,  as  illustrated  by  3 re- 
ported cases  (Connell  and  Hay,8  Hille,20 
and  Hammes17).  Two  were  found  at 
operation  and  1 at  autopsy.  Alpers  and 


TABLE  1. — Region  Treated 


Target  Size 

Skin  Field,  Time, 

Lumbar  Spine  Skin  Dose  Voltage  Filter  Distance  Cm.  Current  Minutes 

Post.  805  200  0.75  60  8X8  30  34.0 

Ant.  906  200  1.00  60  8X8  30  43.6 
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Pancoast1  suggest  the  possibility  that 
there  may  be  a certain  amount  of  ex- 
pansion, resulting  from  the  filling  of 
blood  spaces,  in  a tumor  confined  to  the 
vertebral  body,  and  that  this  ebb  and 
flow  might  conceivably  cause  an  aggrava- 
tion of  the  symptoms  from  time  to  time. 
This  is  in  accordance  with  the  observa- 
tions of  Bailey  and  Bucy,2  who  found 
that  the  pathologic  process  consists  of 
numerous  groups  of  cavernous  vascular 
channels  with  absorption  and  deposition 
of  bone  cells.  Hanson18  has  demon- 
strated that  two  adjacent  vertebrae  may 
receive  branches  from  a common  artery, 
which  may  account  for  the  observation 
that  two  or  more  vertebrae  may  at  times 
be  similarly  affected. 

There  has  been  much  discussion  in  the 
literature  as  to  the  advisability  of  making 
a diagnosis  in  this  condition  solely  by  the 
roentgenograph.  However,  Gold15  and 
Perman33  both  find  that  the  coarse- 
meshed,  vertical  striations  with  areas  of 
rarefaction  between  are  definite  and 
sufficient  evidence  on  which  to  base  a 
diagnosis.  Livingston27  agrees  with  this 
and  gives  a fine  illustration  of  these  char- 
acteristic findings  in  his  monograph. 
Bucy  and  Capp4  state  that  the  x-ray  ap- 
pearance of  hemangiomas  of  vertebrae 
is  sufficiently  characteristic  to  prevent 
mistakes  in  diagnosis.  Alpers  and  Pan- 
coast1 found  a case  in  which  it  was 
possible  to  make  a preoperative  diagnosis 
by  x-ray  and  stated  that  the  x-ray  ap- 
pearance was  similar,  in  a way,  to  that 
found  associated  with  cavernous  heman- 
giomas of  the  skull  as  described  by  Cush- 
ing9 and  Sosman,38  i.e.,  a typical  honey- 
combing or  network  appearance.  Bailey 
and  Bucy2  reported  in  1929  that  cavern- 
ous hemangioma  of  the  vertebra  presents 
a characteristic  x-ray  picture  which  can 
be  readily  diagnosed.  Bernard  and  Van 
Nuys3  concluded  their  paper  with  the 
statement:  “The  diagnosis  of  this  condi- 
tion should  be  made  from  the  x-ray  pic- 
ture which  is  typical.” 

The  treatment  depends  entirely  upon 
the  severity  of  the  symptoms.  Scheer37 
states  that  a vertebral  hemangioma  with 
neurologic  findings  calls  for  surgery  in 
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Fig.  1.  Anteroposterior  view  of  dorsolumbar 
spine  showing  characteristic  vertical  striations. 


spite  of  the  danger  of  hemorrhage,  and 
Lievre26  confirms  this  opinion  by  the 
statement  that  roentgen  therapy  should 
be  reserved  for  those  cases  where  pain  is 
the  only  symptom.  Livingston27  ob- 
tained excellent  results  in  his  case  with 
the  dosage  shown  in  Table  1,  see  page 
1607. 

Of  the  14  cases  operated  upon,  4 died, 
9 were  cured  or  very  much  improved, 
and  in  1 the  symptoms  remained  un- 
changed. Of  the  9 cases  treated  with 
x-ray,  8 were  improved  and  1 had  no 
benefit,  whereas  all  of  the  3 cases  given 
radium  therapy  showed  marked  improve- 
ment, including  1 patient  aged  73. 

My  patient  was  a man  31  years  old 
who  complained  of  pain  between  the 
shoulder  blades  for  a period  of  two  years 
and  the  sensation  “as  if  the  vertebrae 
had  slipped  out  of  place.”  He  had  been 
in  the  habit  of  visiting  an  osteopath  who 
relieved  his  attacks  of  headache  and  in- 
digestion, but  who  was  not  able  to  favor- 
ably influence  his  back  pain.  A roent- 


Fig. 2.  Lateral  view  showing  typical  coarse- 
meshed  structure  of  the  vertebrae. 


genograph  showed  the  characteristic 
coarse-meshed  structure  in  the  bodies  of 
dorsals  5 and  12  and  lumbar  1.  He  re- 
ceived thirty  consecutive  daily  treat- 
ments to  both  anterior  and  posterior 
fields  for  a total  of  3,000  volt  units 
(135  kv.,  5 ma. — 40  cm.  distance — 6 
mm.  Al).  At  the  end  of  three  weeks  the 
patient’s  symptoms  had  almost  entirely 
disappeared,  and  five  months  after  the 
inception  of  therapy  a check-up  showed 
about  50  per  cent  improvement  in  the 
x-ray  picture.  One  year  later  he  was 
found  to  have  completely  recovered. 

Summary 

1.  Primary  hemangioma  of  the  verte- 
bra is  a comparatively  common  condition 
but  rarely  gives  rise  to  symptoms. 

2.  Symptoms,  when  present,  may  be 

divided  into  two  groups:  (a)  com- 

pression of  the  spinal  cord;  and  (b) 
pain  in  the  back,  with  or  without  radia- 
tion. 

3.  Diagnosis  can  safely  be  made  by 
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the  characteristic  coarse-meshed  appear- 
ance of  the  body  of  the  vertebra  produced 
by  vertical  striations  alternating  with 
large  areas  of  rarefaction  in  the  bone. 

4.  Surgery  should  be  attempted  at 
once  in  all  cases  with  advanced  neurologic 
symptoms  who  are  good  operative  risks, 
whereas  radiation  therapy  should  be 
tried  in  those  patients  in  whom  pain  is 
the  only  symptom  or  who  are  not  in  a 
position  to  undergo  a major  surgical 
procedure. 

133  East  58th  Street 

References 

1.  Alpers,  B.  J.,  and  Pancoast,  H.  K.:  Surg.  Gynec. 

& Obst.  55:  374  (1932). 

2.  Bailey,  P.,  and  Bucy,  P.  C.:  J.A.M.A.  92:  1748 

(1929). 

3.  Bernard,  L.,  and  Van  Nuys,  R.  G.:  Ann.  Surg.  97: 
19  (1933). 

4.  Bucy,  P.  C.,  and  Capp,  C.  S.:  Am.  J.  Roentgenol. 
23:  1 (1930). 

5.  Clausnizer,  H. : Deutsche  Ztschr.  f.  Nervenh. 

142:  276  (1937). 

6.  Clavelin,  C.:  Arch,  de  med.  et  pharm.  mil.  87: 

740  (1927). 

7.  Climescu  V.,  and  Janas,  At.:  Referat.  Rev.  de 

chir.,  Rumensk  22:  102  (1933). 

8.  Connell,  W.  T.,  and  Hay,  W.  D.:  Canad.  M.  A.  J. 
22:75  (1930). 

9.  Cushing,  H.:  Surg.  Gynec.  & Obst.  36:  303 

(1923). 

10.  Deetz:  Referat.  Miinchen.  med.  Wchnschr.  48: 

1506  (1901). 

11.  Ewing,  J.:  Neoplastic  Diseases,  1928,  p.  249. 

12.  Fumarola,  G.,  and  Enderle,  G.:  Ztschr.  f.  d,  ges. 

Neurol,  u.  Psychiat.  150:  411  (1934). 

13.  Gauthier,  C.:  Arch,  de  med.  et  pharm.  mil.  88: 

1 (1928). 


14.  Gerhardt,  D.:  Deutsche.  Ztschr.  f.  Chir.  6: 

127  (1895). 

15.  Gold,  E.:  Arch.  f.  klin.  Chir.  139:  729  (1926). 

16.  Guillain,  G.,  Decourt,  J.,  and  Bertrand,  T • 
Ann.  Med.  23:  5 (1928). 

17.  Hammes,  E.  M.:  Arch.  Neurol.  & Psychiat.  29: 

1330  (1933). 

18.  Hanson,  R.:  Acta  chir.  Scandinav.  60:  309 

(1926). 

19.  Heaney,  F.,  and  Whitaker,  P.  H.:  Brit.  M.  T.  11 : 

775  (1933).  J 

20.  Hille,  K. : Miinchen.  med.  Wchnschr.  71:  1241 

(1924). 

21.  Hitzrot,  J.  M.:  Ann.  Surg.  44:  476  (1917). 

22.  Ireland,  J.:  Am.  J.  Roentgenol.  28:  372  (1932). 

23.  Jiano,  J.,  Grigoresco,  D.,  and  Vasiliu,  D.:  J.  de 

chir.  38:  652  (1931). 

24.  Junghanns,  H.:  Arch.  f.  klin.  Chir.  169:  204  and 

321  (1932). 

25.  Koch-Grunberg,  E. : Inauguraldissertation,  Gies- 

sen, 1936. 

26.  Lievre,  J.  A.:  Bull,  et  mem.  Soc.  med.  d.  H6p 

de  Paris,  896  (1932);  Presse  med.  52:  1571  (1934). 

27.  Livingston,  S.  K.:  Am.  J.  Roentgenol.  33:  381 

(1935). 

28.  Makrycostas,  K.:  Arch.  f.  Path.  Anat.  u.  Phys. 

265:  259  (1927);  Arch.  f.  klin.  Chir.  155:  663  (1929). 

29.  Michon,  P.,  Gregoire,  and  La  Font,  J. : Rev. 

neurol.  63:  565  (1935). 

30.  Mossesian,  Z. : J.  de  radiol.  et  d’electrol  17:  363 

(1933). 

31.  Muthman,  A.:  Arch.  f.  Path.  Anat.  u.  Phys. 

172:  324  (1903). 

32.  Nattrass,  F.  J.,  and  Ramage,  D.:  J.  Neurol.  & 

Psychopath.  12:  231  (1932) ; Newcastle  M.  J.  (July)  1930. 

33.  Perman,  E.:  Acta  chir.  Scandinav.  61:  91 

(1927). 

34.  Ribbert:  Deutsche,  med.  Wchnschr.  38:  390 

(1912). 

35.  Roith-Rith,  O.,  and  Scherer,  E.:  Zentralbl.  f. 

Chir.  58:  3028  (1931). 

36.  Sandahl,  C.:  Acta  chir.  Scandinav.  69:  63 

(1932). 

37.  Scheer:  Nord.  med.  tidskr.  1:  856  (1939). 

38.  Sosman,  M.  C. : Radiology  9:  396  (1927). 

39.  Trommer,  B.:  Frankfurt  Ztschr.  f.  Path.  22: 

313  (1919-1920). 

40.  Zawadowsky,  W.,  and  Zargynski,  J.:  Beige,  de 

Neurol,  et  Psychiat.  37:  583  (Sept.)  1937. 

41.  Zdamsky,  E.,  and  Risak:  Fortschr.  a.  d.  Geb.  d. 

Rontgenstrahlen  54:  263  (Sept.)  1936. 


THE  PROFESSION’S  “LAST  OPPORTUNITY” 

The  critical  international  situation  gives  the 
profession  a last  opportunity  to  formulate  and 
put  in  effect  its  own  medical  service  plans  be- 
lieves the  New  York  Medical  Week.  The  need 
for  vastly  increased  armaments  has  put  the 
brakes,  temporarily  at  least,  on  projects  for  state 
medicine.  If  the  profession  utilizes  this  interval 
to  supply  deficiencies  in  the  existing  distribution 
of  medical  care,  it  will  be  in  a much  stronger 
position  to  go  before  the  people  when  the  issue  of 
medical  socialization  again  becomes  acute. 

The  present  breathing  space  should  not  be  con- 
sidered as  terminating  the  danger  of  state  medi- 
cine or  even  postponing  it  indefinitely.  In  spite 
of  multiplying  examples  of  what  happens  to  na- 
tions that  are  willing  to  sacrifice  independence 
for  ease,  there  are  still  persons  who  believe  that 
governmental  control  is  an  acceptable  alternative 
to  individual  effort.  Considering  its  vote-getting 
possibilities,  it  is  not  surprising  that  certain  poli- 
ticians are  willing  to  encourage  the  delusion  that 
the  state  is  an  inexhaustible  grab  bag  from  which 
all  sorts  of  free  prizes  can  be  withdrawn. 

Actually,  as  mounting  taxes  testify,  there  is  no 
greater  fallacy.  Every  penny  the  government 


spends  must  ultimately  be  supplied  by  taxes — 
and  everybody  pays  these  taxes.  In  fact,  they 
fall  most  heavily  on  the  poor  and  lower  middle 
class. 

If  the  profession  demonstrates  its  ability  to 
supply  medical  needs  efficiently  and  inexpen- 
sively, the  government  will  have  no  excuse  for 
asking  the  nation  to  support  the  vast  political 
bureaucracy  which  is  the  inescapable  concomitant 
of  state  medicine.  Neither  good  intentions  nor 
nebulous  plans  for  the  future  will  be  accepted, 
however,  as  proof  that  the  profession  can  do  the 
job  itself,  without  political  domination. 

The  growth  of  group  hospitalization  insurance 
proves  that  the  public  is  receptive  to  the  idea  of 
providing  for  its  own  needs  by  voluntary  insur- 
ance when  the  latter  is  offered  at  reasonable 
rates.  There  is  no  reason  why  nonprofit  medical 
expense  indemnity  insurance  should  not  meet 
with  equal  success  if  suitable  uniform  standards 
are  worked  out  and  participating  organizations 
are  efficiently  administered.  At  any  rate,  there 
is  an  unparalleled  opportunity — and  necessity — 
for  the  profession  to  carry  out  its  plans 
now. 


“Kentucky  mountaineer  becomes  father  of  “What  is  a reconvalescent,  father?” 
twenty-second  child,”  reads  a headline.  “A  reconvalescent  is  a patient  who  is  still 

He  must  have  gone  stork  mad. — Med.  Record  alive.” — Med.  Record 
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County  Health  Preparedness  Committees  Ordered  as  Defense  Measure 


Governor  Lehman  and  Lieutenant-Governor 
Charles  Poletti,  as  State  Coordinator  for 
National  Defense,  have  ordered  the  State  Com- 
mission to  Formulate  a Long  Range  Health 
Program  to  establish  an  official  advisory  health 
preparedness  committee  in  each  of  the  various 
counties  of  the  state.  This  committee,  reports 
Health  News,  will  act  as  the  official  advisory 
body  for  the  coordination  and  integration  of  the 
health  preparedness  activities  of  the  doctors, 
nurses,  hospitals,  and  others  responsible  for 
health  services  in  each  county.  The  work  will 
be  of  signal  importance  in  the  event  of  an 
emergency  requiring  united  action  for  national 
defense. 

The  Commission,  of  which  Assemblyman  Lee 
B.  Mailler  is  chairman,  has  instructed  that  there 
shall  be  appointed,  by  the  chairman  of  the  board 
of  supervisors  or  the  county  executive  in  those 
counties  where  there  is  a county  executive,  an 
official  advisory  health  preparedness  committee 
including  the  following: 

1.  The  official  appointing  the  committee  or  his 
representative. 

2.  The  district  state  health  officer  having  supervision 
of  the  area. 

3.  The  county  health  officer  if  there  be  one.  The 
city  health  officer  of  the  cities  within  the  county 
if  there  be  any. 

4.  The  chairman  of  the  Medical  Preparedness  Com- 
mittee of  the  County  Medical  Society  for  the 
county. 

5.  The  county  commissioner  of  public  welfare.  The 
public  welfare  officers  of  the  cities  within  the 
county. 


6.  A representative  of  the  hospitals  within  the 
county  (hospitals  to  include  public,  voluntary,  and 
proprietary). 

7.  A representative  of  the  New  York  State  Dental 
Society. 

8.  A representative  of  the  American  Red  Cross. 

9.  A representative  of  the  New  York  State  Nurses 
Association. 

10.  A representative  of  the  New  York  State  Pharma- 
ceutical Society. 

11.  Such  representatives  of  the  city  or  cities  within  the 
county  as  are  deemed  necessary  to  help  fulfill 
properly  the  health  preparedness  functions  of  the 
advisory  committee.  (In  certain  counties  of  the 
state  there  exist  cities  having  organized  health 
groups  in  addition  to  the  local  public  health  and 
welfare  departments.  Cities  should  be  given 
adequate  representation  on  the  advisory  health 
preparedness  committee  of  the  county.  In  select- 
ing such  city  representatives,  the  county  ap- 
pointing official  should  cooperate  with  the  mayors 
of  the  cities  in  his  county.  It  is  advised  that 
those  selected  by  the  appointing  official  should  be 
individuals  familiar  with  the  health  services  in 
their  community.) 

The  Commission  has  recommended  that  in 
each  county  the  person  on  the  County  Defense 
Council  who  is  familiar  with  health  problems  be 
selected  chairman,  preferably  the  chairman  of  the 
Medical  Preparedness  Committee  of  the  County 
Medical  Society.  In  this  way  the  health  phase 
of  defense  may  be  coordinated  and  integrated 
with  the  general  preparedness  program  carried 
on  by  the  defense  councils  and  state  defense  co- 
ordinator. 


Latest  Decision  as  to  Interns,  Residents,  and  Doctors  in  the  Draft  Age 

Doctor  Samuel  J.  Kopetzky  as  chairman  of  the  Committee  on  Medical  Prepared- 
ness of  the  Medical  Society  of  the  State  of  New  York  asked  the  Selective  Service 
Administration  for  definite  decisions  as  to  these  physicians.  The  reply  is  below. 


NATIONAL  HEADQUARTERS 


SELECTIVE  SERVICE  SYSTEM 


21st  Street  and  C Street,  N.  W. 
Washington,  D.  C. 


Dear  Dr.  Kopetzky: 


October  15,  1940 


Your  letter  of  September  25th,  with  reference  to  the  status  of  young  doctors  under 
the  Selective  Service  Act  of  1940,  has  been  referred  to  this  office  by  the  New  York  State 
Headquarters  for  Selective  Service. 


As  you  doubtless  know,  Section  5(a)  of  the  Act  provides,  in  part,  that  any  member 
of  the  public  health  service,  Federally  recognized  National  Guard,  the  Officers  Reserve 
Corps,  the  Naval  Reserve,  the  regular  Army  Reserve,  the  Marine  Corps  Reserve,  and 
cadets  of  the  advanced  course,  senior  division,  Reserve  Officers  Training  Corps  or  Naval 
Reserve  Officers  Training  Corps  (among  other  service  organizations)  are  not  subject  to 
registration  or  training  under  the  Act.  Therefore,  any  doctor  or  dentist  who  is  already 
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in  one  of  these  organizations  is  not  subject  to  training  under  the  Act  and  no  problem 
concerning  them  will  arise  unless  they  are  called  to  active  duty.  With  regard  to  doc- 
tors who  are  now  members  of  such  organizations,  your  attention  is  invited  to  the  en- 
closed statement  of  policy  promulgated  by  The  Adjutant  General  of  the  U.  S.  Army. 
If  these  officers  are  below  the  rank  of  Captain  and  have  dependents  they  may  resign  or 
be  discharged.  Further,  they  may  be  placed  in  the  War  Department  pool,  or  otherwise 
in  a deferred  status,  if,  upon  application,  the  War  Department  finds  that  the  function 
they  are  now  performing  is  of  greater  immediate  relative  value  to  the  national  defense 
program  than  the  duty  they  would  be  called  upon  to  perform  if  they  were  called  to  active 
duty. 

Section  5(f)  of  the  Act  provides: 

“(f)  Any  person  who,  during  the  year  1940,  entered  upon  attendance  for  the 
academic  year  1940-1941 — 

(1)  at  any  college  or  university  which  grants  a degree  in  arts  or  science,  to 
pursue  a course  of  instruction  satisfactory  completion  of  which  is  prescribed  by 
such  college  or  university  as  a prerequisite  to  either  of  such  degrees;  or 

(2)  at  any  university  described  in  paragraph  (1),  to  pursue  a course  of  in- 
struction to  the  pursuit  of  which  a degree  in  arts  or  science  is  prescribed  by  such 
university  as  a prerequisite; 

and,  who,  while  pursuing  such  course  of  instruction  at  such  college  or  university, 
is  selected  for  training  and  service  under  this  Act  prior  to  the  end  of  such  academic 
year,  or  prior  to  July  1,  1941,  whichever  occurs  first,  shall,  upon  his  request,  be  de- 
ferred from  induction  into  the  land  or  naval  forces  for  such  training  and  service  until 
the  end  of  such  academic  year,  but  in  no  event  later  than  July  1,  1941.” 

Therefore,  any  student  who  is  matriculated  for  a medical  degree,  or  who  is  taking  a 
pre-medical  course,  may,  upon  application,  be  deferred  from  training  until  the  com- 
pletion of  this  academic  year.  Furthermore,  Section  5(e)  provides: 

“(e)  The  President  is  authorized,  under  such  rules  and  regulations  as  he  may 
prescribe,  to  provide  for  the  deferment  from  training  and  service  under  this  Act  in 
the  land  and  naval  forces  of  the  United  States  of  those  men  whose  employment  in 
industry,  agriculture,  or  other  occupations  or  employment,  or  whose  activity  in 
other  endeavors,  is  found  in  accordance  with  section  10(a)  (2)  to  be  necessary  to 
the  maintenance  of  the  national  health,  safety,  or  interest.” 

It  further  provides: 

“(e)  . . . No  deferment  from  such  training  and  service  shall  be  made  in  the  case 
of  any  individual  except  upon  the  basis  of  the  status  of  such  individual,  and  no  such 
deferment  shall  be  made  of  individuals  by  occupational  groups  or  of  groups  of  in- 
dividuals in  any  plant  or  institution.” 

As  you  will  note  from  the  above-quoted  provisions,  the  Selective  Service  System  has 
no  authority  to  instruct  local  boards  to  defer  physicians  as  a class,  and,  of  course,  no 
power  to  exempt  them.  The  rules  and  regulations  promulgated  by  the  President 
provide,  in  substance,  that  if  the  local  board  finds  any  registrant  to  be  a “necessary” 
man  in  any  activity,  or  in  training  or  preparation  therefor,  the  maintenance  of  which  is 
necessary  to  the  national  health,  safety  or  interest,  in  the  sense  that  it  is  useful  or  pro- 
ductive and  contributes  to  the  employment  or  well-being  of  the  community  or  the  na- 
tion, then  the  local  board  may  place  such  registrant  in  a deferred  class  for  such  time  as 
it  may  determine  to  be  a reasonable  period  for  the  registrant  to  be  replaced  in  that 
activity  so  that  there  is  no  disruption  of  that  useful  function. 

It  is,  therefore,  felt  that  local  boards,  with  properly  exercised  discretion  in  individual 
cases,  may  prevent  any  hardship  either  to  the  individual  or  to  the  community  in  the  case 
of  the  induction  of  any  young  interne,  resident  physician,  or  physician  preparing  him- 
self as  a specialist,  or  other  young  doctors  or  dentists  in  the  categories  to  which  you  refer 
in  your  letter. 
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The  Adjutant  General’s  office  has  informed  me  that  there  is  at  the  present,  and  that 
there  will  undoubtedly  continue  to  be,  a shortage  of  medical  reserve  officers.  I have 
been  further  assured  that  if  a young  doctor  volunteers  for  induction  under  the  Act,  or 
otherwise  is  inducted  for  training,  that  such  doctor  will  be  given  a commission  as  a re- 
serve medical  officer,  provided  that  he  is  a graduate  of  a medical  school  approved  by  the 
American  Medical  Association  and  can  otherwise  pass  the  necessary  qualifications  for  a 
commission  as  a reserve  officer  in  the  Medical  Corps.  Since  this  shortage  does  exist,  any 
qualified  doctor  who  applies  for  a commission  at  this  time  may  be  granted  such  com- 
mission and,  if  so,  will  not  be  subject  to  training  under  the  Act.  The  maximum  age 
limit  for  the  original  appointment  of  a medical  reserve  officer  is  now  35,  whereas  the 
maximum  age  for  training  under  the  Act  is  36.  However,  the  Adjutant  General’s 
Office  has  recommended  that  this  situation  be  rectified  by  raising  the  former  to  36. 

The  purpose  of  the  Selective  Service  System  is  inherent  in  its  title.  It  is  designed 
not  only  to  select  those  who  can  best  serve  the  country  by  receiving  military  training, 
but  also  to  select  those  who  can  best  serve  their  country  by  continuing  the  function 
they  are  now  performing.  Naturally,  there  is  a vital  need  for  medical  services  in  the 
armed  forces  and  an  equally  vital  need  for  such  services  to  the  civilian  population,  and 
this  is  true  in  peacetime  as  well  as  in  war.  Therefore,  I feel  that  you  can  rest  assured 
that  the  System  will  so  operate  as  to  balance  these  needs  with  equity,  not  only  with  re- 
gard to  the  broad  national  picture  but  also  in  the  individual  case. 

I want  to  take  this  opportunity  to  thank  you  personally  for  bringing  this  very  im- 
portant matter  to  my  attention.  I will  see  that  the  information  contained  in  this  letter 
is  promulgated  to  all  State  Selective  Headquarters. 

If  you  have  any  further  inquiries  on  this,  or  any  other  matter  relative  to  Selective 
Service,  I suggest  that  you  communicate  directly  with  the  State  Advisor  on  Occupational 
Deferments,  Major  Harry  J.  Lemp,  Engr.-Res.,  State  Headquarters  for  Selective  Service, 
Albany,  New  York.  Sincerely, 

(signed)  Lewis  B.  Hershey 
Lt.  Colonel,  Field  Artillery 
Executive 


Copy  to: 

Lt.  Colonel  W.  H.  Boughton,  A.G.D.,  N.Y.N.G. 
State  of  New  York  Headquarters  for  Selective 
Service,  Albany,  New  York. 

Enclosure — 1. 


[ ENCLOSURE ] 


OFFICE  OF  THE  ASSISTANT  SECRETARY  OF  WAR, 
WASHINGTON,  D.  C. 


Transfer  of  Members  of  Officers’  Reserve  Corps 
Who  Are  Key  Employees  in  Industry 
(October  7,  1940) 


The  primary  value  of  the  reserve  military  or- 
ganization— and  the  justification  of  the  effort 
and  expense  involved  in  training  and  military 
education  lies  in  its  immediate  availability  in  an 
emergency. 

Only  one  valid  reason  will  excuse  a member 
of  a reserve  military  organization  from  the  ob- 
ligation stated — his  greater  service  to  the  nation 
in  his  civilian  status. 

The  conception  of  modern  warfare  recognizes 
the  vital  role  of  the  civilian  effort.  The  re- 


quirement for  availability  of  civilian  employees, 
essential  to  industry  in  the  national  defense  pro- 
gram, is  comparable  to  that  for  armed  forces. 
A civilian  employee,  however,  who  holds  an  im- 
portant position  in  an  industry  related  to  national 
defense,  and  who  is  at  the  same  time  enrolled  in  a 
military  organization,  occupies  a dual  position 
incompatible  with  availability  in  an  emergency. 
The  inconsistency  of  this  dual  status  can  only  be 
corrected  by  timely  decision  as  to  which  status 
better  serves  the  national  interest. 
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Reserve  Officers,  who  are  key  men  in  industries 
related  to  national  defense  and  whose  retention  is 
absolutely  necessary,  may  be  transferred  to  the 
War  Department  Reserve  Pool  upon  the  request 
of  the  head  of  the  concern.  It  must  be  clearly 
shown  that  the  officer  cannot  be  replaced  and 
that  his  absence  on  active  duty  would  seriously 
jeopardize  production.  The  War  Department 
reserves  the  right  in  all  such  cases  to  approve  or 
disapprove  the  request  or  to  return  the  officer 
to  eligible  status  at  any  time  that  he  is  considered 
necessary  in  the  military  service.  While  in  this 
Pool,  the  officer  is  not  eligible  for  promotion,  as- 
signment, or  active  duty. 

A separate  request  for  transfer  to  the  War 
Department  Reserve  Pool  must  be  submitted 
for  each  officer.  It  must  be  signed  by  the  head 
of  the  firm  and  submitted  to  The  Assistant  Sec- 
retary of  War,  Washington,  D.  C.  in  duplicate. 
The  following  information  must  be  supplied  in 
each  case: 

a.  Name  of  reserve  officer:  (e.  g.,  John  H. 

Smith,  not  J.  H.  Smith). 

b.  Rank  and  Military  Organization: 

c.  Home  address: 

d.  Date  of  birth: 

e.  Marital  status  and  number  of  dependents: 

f.  Present  position: 


g.  Length  of  time  in  present  position: 

Total  time  with  firm: 

h.  Statement  in  justification  of  classification  of 

reserve  officer  as  key  employees:  (Include  in- 

formation as  to  availability  of  replacement,  or 
time  required  to  train  replacement  if  not  avail- 
able). 

i.  In  what  respect  the  operations  of  the  firm 
are  related  to  national  defense: 

Each  change  in  the  occupational  status  of  a 
reserve  officer  classified  as  a key  employee  and 
transferred  to  the  War  Department  Reserve 
Pool  will  be  reported'by  his  firm  at  the  time  and 
the  report  will  include  sufficient  information 
upon  which  to  permit  reclassification  of  the  of- 
ficer or  a continuation  of  his  key  employee  status. 

Reconsideration  of  adverse  action  in  an  indi- 
vidual case  may  be  requested  at  any  time.  The 
request  should  follow  the  form  herein  before 
outlined,  and  should  contain  such  additional 
information  as  the  firm  desires  to  submit. 

It  should  be  noted  that  the  above  procedure 
refers  exclusively  to  key  employees  who  are  com- 
missioned in  the  Officers’  Reserve  Corps  of  the 
United  States  Army,  and  not  to  National  Guard 
Officers,  members  of  the  Enlisted  Reserve  Corps, 
or  key  employees  who  are  not  members  of  the 
military  establishment. 


Deaths  of  New  York  State  Physicians 


Name 

Age 

Medical  School 

Date  of  Death 

Residence 

La  Salle  Archambault 

61 

Albany 

September  28 

Albany 

Reginald  G.  Bray 

82 

Vermont 

October  5 

Niagara  Falls 

John  J.  M.  Carey 

58 

L.  I.  C.  Hosp. 

October  1 

Brooklyn 

Edward  E.  Cornwall 

74 

P.  & S.  N.  Y. 

October  6 

Brooklyn 

Louis  Freedman 

65 

Cornell 

August  28 

Brooklyn 

Israel  Goldstein 

43 

P.  & S.  N.  Y. 

August  3 

Brooklyn 

Rudolph  J.  Horvath 

54 

Budapest 

September  28 

Manhattan 

Lester  B.  Klippel 

46 

Syracuse 

September  28 

Rochester 

Richard  A.  Lawrence 

59 

Albany 

September  28 

Albany 

John  A.  McElwain 

56 

Albany 

October  6 

Schenectady 

Cesare  Mondini 

78 

Palermo 

September  22 

Brooklyn 

Herbert  L.  Odell 

81 

Albany 

September  27 

Sharon  Springs 

Francis  L.  Oswald 

75 

N.  Y.  Univ. 

September  27 

Manhattan 

George  F.  Rogan 

70 

Albany 

October  2 

Medina 

Marian  F.  Sloane 

36 

Univ.  & Bell. 

September  23 

Manhattan  & Larchmont 

Alan  G.  Terrell 

74 

P.  & S.  N.  Y. 

October  9 

Riverhead 

Frank  van  der  Bogert 

67 

Pennsylvania 

September  24 

Schenectady 

Frederick  W.  Zimmer 

82 

Pennsylvania 

In  September 

Rochester 
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Memorial 


On  October  10,  1940  the  Council  of  the 
Medical  Society  of  the  State  of  New  York 
spread  on  its  minutes  the  following  memorial. 

Dr.  Guy  S.  Carpenter,  of  Waverly,  New  York, 
member  of  the  Council  of  the  Medical  Society  of 
the  State  of  New  York,  died  August  28,  1940, 
aged  66. 

His  life  exemplified  the  beauty  and  value  of 
the  simple  homely  virtues.  The  eminence  he 
attained  was  out  of  all  proportion  to  the  radius 
of  his  professional  activities.  Honesty,  fairness, 
kindness,  devotion  to  duty,  sound  judgment 
were  so  marked  in  him  that  the  knowledge  of 
his  worth  went  far  beyond  the  small  community 
in  which  his  life  was  spent,  so  that  he  was  called 
to  important  responsibilities  with  the  State  So- 
ciety of  his  profession. 

Dr.  Carpenter  served  as  vice-president  and 
as  councilor  of  the  Medical  Society  of  the 
State  of  New  York,  being  the  chairman  of  its 
committee  on  publicity  for  the  past  three  years. 
He  was  a past-president  of  the  Tioga  County 
Medical  Society  and  for  thirty-three  years  had 
served  as  Waverly  village  health  officer.  He  was 
a delegate  to  the  American  Medical  Association, 
a member  of  the  New  York  Sanitary  Officers’ 
Association,  the  American  Association  of  Anaes- 
thetists of  the  Eastern  Anaesthetists,  and  the 
American  Public  Health  Association. 

Though  no  greater  tribute  to  his  character 
could  be  offered  than  that  given  by  his  fellow 
practitioners,  yet  the  esteem  of  his  neighbors  in 
the  intimate  community  which  found  his  daily 
life  as  open  as  a book,  must  serve  as  a living 
memorial  to  the  widow  and  brother  who  go  the 
rest  of  the  way  without  him. 

“Beloved  Physician,”  said  the  Waverly  Sun  in 
commenting  on  his  death.  “A  genial  gentleman, 
who  not  only  numbered  his  friends  by  the  legion, 

American  Academy  of  Ophthalmology 

The  American  Academy  of  Ophthalmology 
and  Otolaryngology,  at  its  last  meeting  in 
Cleveland,  on  October  9,  1940,  named  as  its 
president-elect  Dr.  Ralph  I.  Lloyd,  of  Brooklyn, 
New  York.  A graduate  of  the  New  York  Medical 
College  in  1896,  Dr.  Lloyd  served  an  internship 
in  the  Cumberland  Hospital  in  Brooklyn  and 
spent  one  year  in  the  Homeopathic  Hospital  in 
Pittsburgh.  His  training  in  ophthalmology  took 
place  at  the  New  York  Ophthalmic  Hospital 
College  associated  now  with  the  Flower  and 
Fifth  Avenue  hospitals.  He  began  his  practice 
in  Brooklyn  in  1899,  limiting  it  to  ophthalmology 
for  the  past  twenty-five  years. 

Dr.  Lloyd  is  a member  of  the  Kings  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  a Fellow  of  the  American 
Medical  Association.  He  is  a member  of  the 
American  Ophthalmological  Society,  a Fellow  of 
the  New  York  Academy  of  Medicine,  and  a Fel- 
low of  the  American  College  of  Surgeons.  He  was 
a founder  and  a former  president  of  the  Brooklyn 
Ophthalmological  Society. 

He  is  consulting  ophthalmologist  at  the  Long 
Island  College  Hospital,  Cumberland  Hospital, 


but  who  has  been  outstanding  in  humanitarian 
and  community  welfare  work  in  this  valley  for 
two  score  years.  He  had  practiced  medicine  in 
Waverly  since  his  graduation  from  Cornell 
Medical  College  in  1899.  During  these  forty-one 
years  he  has  brought  hundreds  of  the  present 
residents  of  this  valley  into  the  world,  has 
brought  back  countless  others  from  the  brink  of 
the  grave,  and  has  eased  the  passing  of  many 
more  whose  time  on  earth  was  done. 

“It  was,  perhaps,  symbolical  that  Dr.  Car- 
penter should  be  stricken  and  end  his  days  at 
the  Tioga  General  Hospital — because  no  one 
was  more  closely  identified  with  the  conception, 
the  building,  and  the  progress  of  the  hospital 
than  he  was.  For  twenty  years  he  had  been 
president  of  the  Old  Peoples  Hospital  in  Sayre, 
the  forerunner  of  the  present  fine  institution  in 
Waverly.  Then  when  the  Tioga  General  was 
completed  ten  years  ago  he  was  elected  its  first 
president,  and  for  the  last  eight  years  he  has 
served  as  chairman  of  its  executive  commit- 
tee.” 

Dr.  Carpenter  was  an  active  member  of  the 
Waverly  Methodist  Church.  A member  of  the 
board  of  trustees  for  twenty-five  years,  at  the 
time  of  his  death  he  was  chairman.  He  was  a 
member  of  the  Waverly  Masonic  Lodge  and  of 
the  Odd  Fellows. 

Four  Methodist  clergymen  officiated  at  the 
funeral,  which  was  attended  by  700  persons. 
During  the  services  the  Waverly  Free  Library 
was  closed  out  of  respect;  he  was  an  original 
director.  The  offices  of  the  town  of  Barton, 
and  a number  of  private  stores  and  offices  also 
were  closed. 

Terry  M.  Townsend,  M.D. 

Herbert  H.  Bauckus,  M.D. 

Peter  Irving,  M.D. 

and  Otolaryngology  Honors  Dr.  Lloyd 

Prospect  Heights  Hospital,  and  the  Brooklyn 
Nurse  and  Infants’  Hospital.  He  is  also  ophthal- 
mologist at  the  Carson  C.  Peck  Memorial 
Hospital  and  the  Brooklyn  Cancer  Institute. 

Dr.  Lloyd  has  taken  great  interest  in  teaching 
his  specialty,  and  has  given  lectures  on  perimetry 
at  the  New  York  University  Medical  School  in 
the  Postgraduate  Eye  Course.  In  1900  to  1916, 
Dr.  Lloyd  was  lecturer,  assistant  professor,  and 
professor  in  the  Department  of  Anatomy  of  the 
New  York  Medical  College.  Dr.  Lloyd  has  been 
much  interested  in  recent  years  in  the  problem 
of  adjusting,  as  far  as  possible  the  relations  of 
oculists  with  opticians  and  the  public. 

The  more  important  ophthalmic  literature 
credited  to  Dr.  Lloyd  are  to  be  found  in  the 
American  Journal  of  Ophthalmology  and  the 
Archives  of  Ophthalmology.  Among  them  can  be 
mentioned  “Herpes  and  Allied  Conditions,” 
“Tuberculosis  of  the  Eye,”  “Heterochromia  and 
Allied  Conditions,”  “Hereditary  Macular  De- 
generations,” “Corneal  Dystrophies,”  and  “Ar- 
achnodactylia.”  Dr.  Lloyd  is  the  author  of  a 
book  on  perimetry  put  out  in  1926,  entitled 
Visual  Field  Studies. 
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County  News 


Albany  County 

Dr.  Richard  Andrew  Lawrence,  of  Albany, 
who  died  on  September  28  at  the  age  of  57,  was 
a past-president  of  the  Albany  County  Medical 
vSociety  and  a former  member  of  the  executive 
committees  of  both  the  state  and  county  societies. 

Broome  County 

The  medical  society  met  in  the  auditorium  of 
the  City  Hospital  on  October  8.  Dr.  Vincent 
Mazzola,  of  New  York  City,  member  of  the 
Grievance  Committee  of  the  State  Society,  spoke 
on  the  Medical  Practice  Act  Bill.  Dr.  Emerson 
C.  Kelly,  associate  professor  of  Surgery  and 
lecturer  in  Medical  History  at  the  Albany 
Medical  College,  spoke  on  “Greek  Health  Re- 
sorts in  500  b.c.” 

The  Broome  County  Medical  Library  has  been 
started  under  the  auspices  of  the  county  society 
and  the  Binghamton  City  Hospital,  as  authorized 
by  the  society.  It  is  located  in  the  Board  Room 
at  the  City  Hospital. 

The  publicity  committee.  Dr.  G.  M.  Dyer, 
chairman,  reports  that  throughout  the  county 
there  are  259  registered  physicians.  Of  these, 
55  are  not  available  for  service  either  because 
they  have  retired  or  are  needed  in  institutions. 

Under  the  21-  to  35-year  age  limit  for  the 
draft,  90  of  these  would  be  subject  to  call. 
Thirty-seven  would  come  under  a 36-  to  40- 
year  registration,  and  28  under  a 41-45-year  limit, 
making  a total  of  155  in  the  21-  to  45-year  age 
group. 

A survey  of  hospital  facilities  shows  that  the 
number  of  beds  in  four  Triple  Cities  hospitals 
can  be  expanded  from  the  present  1*108  beds 
to  2,210. 

“This  means,”  the  survey  points  out,  “that 
2,210  beds  can  be  utilized  without  putting  up  new 
buildings  or  entirely  equipping  old  buildings; 
that  these  beds  will  all  profit  by  being  under  the 
same  roofs  that  house  operating  rooms,  x-ray 
equipment,  kitchens,  and  laundries.” 

It  also  “means  that  the  determining  factor  is 
not  the  number  of  beds  available  but  the  number 
of  doctors  available  to  care  for  the  civilian  popu- 
lation as  well  as  any  Army  casualties.  The 
greater  the  number  of  war  casualties,  the  greater 
the  number  of  doctors  drawn  to  the  front  and 
the  less  the  number  of  doctors  left  behind.” 

Columbia  County 

Dr.  Leonard  M.  Niesen,  of  Hudson,  was  guest 
speaker  at  a meeting  of  the  medical  society  on 
October  1,  at  the  Hudson  City  Hospital.  Dr. 
Niesen  spoke  on  “The  Diagnosis  of  Tuberculo- 
sis.” 

Dutchess  County 

Dr.  Charles  Gilmore  Kerley,  New  York  City, 
spoke  before  the  county  society  on  October  16, 
at  the  Amrita  Club.  His  topic  was  “Thyroid 
Gland  Abnormalities  in  Infancy  and  Children.” 

Greene  County 

The  quarterly  meeting  of  the  county  society 
was  held  at  the  Memorial  Hospital  on  October 
8. 

The  Mid-Hudson  Regional  Fracture  Commit- 


tee of  the  American  College  of  Surgeons  con- 
ducted the  scientific  program  with  papers  by 
Dr.  James  T.  Harrington,  chief  of  staff  of 
Vassar  Hospital,  and  Dr.  A.  W.  Thompson,  at- 
tending surgeon  of  St.  Francis  Hospital,  Pough- 
keepsie. Refreshments  of  spaghetti  and  meat 
balls  were  served  after  the  meeting. 

Herkimer  County 

The  county  society  met  on  October  8 in  the 
Mohawk  Valley  Country  Club.  Dr.  H.  Dan 
Vickers,  Little  Falls,  spoke  on  “Surgical  Aspects 
of  a Major  Railroad  Accident” — the  wreck  of 
the  Lake  Shore  Limited  on  Gulf  Curve  in  Little 
Falls  last  April. 

Jefferson  County 

The  regular  monthly  meeting  of  the  medical 
society  was  held  on  October  10  at  the  Black 
River  Valley  Club  following  dinner.  Dr.  Wil- 
liam P.  Van  Wagenen  of  the  Strong  Memorial 
Hospital,  Rochester,  brain  surgeon,  spoke  on 
“Head  Injuries.” 

Kings  County 

The  clinical  committee  of  the  county  society 
presents  on  November  4 at  4:00  p.m.  an  address 
on  “Tuberculosis  in  Children”  by  Dr.  Morris 
Steiner  and  at  4:45  an  address  on  “Virus  Dis- 
eases” by  Dr.  Leo  Loewe.  It  also  presents  on 
November  11  at  4:00  p.m.  an  address  on  “Rheu- 
matic Disease”  by  Dr.  Paul  L.  Parrish  and  at 
4:45  an  address  on  “Parasitic  Diseases”  by  Dr. 
Mendel  Jacobi. 

Monroe  County 

Medical  men  of  Monroe  County  participated 
in  a “Teaching  Day”  program  on  October  9 in 
the  Rochester  Academy  of  Medicine  Auditorium. 

Subjects  and  speakers  were:  “Arthritis,”  Dr. 
Russell  L.  Cecil,  Cornell  University  College  of 
Medicine;  “Backache,”  Dr.  Samuel  Keinberg, 
New  York;  “Thyroid  Diseases,”  Dr.  Merle 
Scott,  University  of  Rochester  School  of  Medi- 
cine; and  “Gonorrhea,”  Dr.  Walter  Clarke, 
medical  director  of  the  American  Social  Hygiene 
Association. 

The  program  was  arranged  by  Dr.  O.  W.  H. 
Mitchell,  Syracuse,  chairman  of  the  public 
health  and  education  committee  of  the  State 
Society,  in  cooperation  with  Dr.  Sol.  C.  David- 
son, chairman  of  the  Monroe  County  Committee 
on  Postgraduate  Education. 

Tributes  were  paid  to  three  pioneer  physicians 
by  300  Rochester  doctors  in  the  first  fall  meeting 
in  the  Academy  of  Medicine  on  October  1. 

Resolutions  were  adopted  in  memory  of  Dr. 
Sarah  Pierson,  former  member  of  the  staff  of 
Rochester  State  Hospital;  Dr.  George  Goler, 
former  health  officer;  and  Dr.  Frederick  W. 
Zimmer,  who  had  been  president  of  the  Board  of 
Education. 

“Great  improvement  in  recent  years  in  treat- 
ment of  heart  disease”  was  announced  by  Dr. 
Samuel  A.  Levine,  associate  professor  of  medi- 
cine in  Harvard  Medical  School.  He  declared 
heart  ills  are  well  treated  by  the  general  practi- 
tioner. 

Dr.  Levine  was  introduced  by  Dr.  Leo  F. 
Simpson,  new  president  of  the  Academy,  who 
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presided  at  this  meeting  for  the  first  time  in  his 
new  capacity. 

Nassau  County 

People  should  give  the  same  amount  of  care 
to  their  physical  mechanisms  as  they  do  to  the 
mechanism  of  their  cars,  J.  Louis  Neff,  executive 
secretary  of  the  county  society,  said  at  the  Free- 
port Kiwanis  Club’s  dinner  meeting  in  the  Elks 
Club  on  October  2. 

“One  of  the  strangest  things  in  this  world,’’ 
Mr.  Neff  said,  “is  man’s  supreme  ability  to 
neglect  himself.  The  average  man  takes  good 
care  of  his  car,  seeing  to  it  that  every  part  func- 
tions properly,  but  the  man  who  gives  most  care 
to  his  car  is  apt  to  be  the  man  who  gives  least 
thought  to  himself — he  is  the  big,  strong  guy 
who  can  get  along  without  help.” 

Mr.  Neff,  who  was  introduced  by  Dr.  William 
Smith  of  the  New  York  State  Department  of 
Health,  showed  a motion  picture,  “Bobby  Goes 
to  School,”  which  stressed  the  need  of  periodic 
health  examinations  for  children  of  preschool  age. 
After  the  film  had  been  shown,  the  club  voted  to 
try  to  interest  local  parent-teacher  associations 
in  sponsoring  its  showing  in  the  local  schools. 

New  York  County 

At  a meeting  of  the  Committee  on  Military 
Preparedness,  in  conjunction  with  the  Advisory 
Committee  on  Military  Preparedness  of  the 
Medical  Society  of  the  County  of  New  York  on 
September  12,  Dr.  Kopetzky  brought  up  a sug- 
gestion from  the  Governor  for  a project  he  would 
like  to  have  sponsored  by  this  society — namely, 
the  establishment  in  the  hospitals  of  catastrophe 
units  ready  to  go  out  in  emergencies.  Police 
districts  are  soon  to  be  allocated  in  the  city,  and 
there  should  be  at  least  one  or  two  catastrophe 
units  in  each  district.  Four  units  are  already 
established — at  Bellevue,  Morrisania,  and  Grass- 
lands hospitals,  and  one  for  Kings  and  Queens 
counties,  but  more  are  needed.  Mayor  La- 
Guardia  wishes  the  head  of  each  unit  to  have 
police  powers,  so  that  they  may  have  immediate 
access  to  the  injured. 

Commissioner  Rice  stated  that  the  Health 
Department  now  has  a setup  for  emergencies, 
whereby  in  case  of  a major  catastrophe  from  700 
to  800  nurses  and  200  doctors  would  be  available 
for  any  given  location. 

Oneida  County 

Sixty  physicians  affiliated  with  the  county 
society  inspected  the  new  Rome  Hospital  follow- 
ing a luncheon  on  October  8.  Dr.  Paul  P. 
Gregory,  Rome,  was  chairman  of  arrangements. 

Following  the  luncheon  and  inspection,  the 
doctors  heard  addresses  by  Captain  Edward  K. 
Reid,  Rome  physician,  now  in  active  service  as 
assistant  professor  of  military  science  and  tactics 
at  Syracuse  University  Medical  College,  and  by 
Dr.  Lawrence  F.  Drum  and  Dr.  Walter  S.  Pugh, 
both  of  Utica.  The  three  speakers  touched  on 
various  phases  of  “Military  Medicine.” 

Onondaga  County 

The  first  of  a series  of  “Teaching  Days”  for 
the  members  of  the  county  society  was  held 
October  1 at  the  Syracuse  Memorial  Hospital. 
The  subject  was  “Rheumatic  Fever.” 

Principal  speaker  was  Dr.  Homer  F.  Swift,  of 


the  Hospital  of  the  Rockefeller  Institute  for 
Medical  Research,  New  York  City.  He  con- 
ducted a clinic  at  the  hospital  during  the  after- 
noon and  presented  a paper  on  the  subject  at  the 
evening  session.  Discussion  was  opened  by  Dr. 
Edward  C.  Reifenstein  and  Dr.  J.  G.  Hiss,  of 
Syracuse. 

The  first  of  a series  of  nine  medical  conferences 
on  chest  diseases  planned  for  Syracuse  physi- 
cians opened  on  October  3 in  the  College  of 
Medicine,  Syracuse  University,  with  Dr.  Orrin 
D.  Chapman  and  Dr.  J.  Howard  Ferguson,  both 
of  Syracuse  Medical  College,  as  speakers. 

The  series  is  sponsored  by  the  county  society, 
and  more  than  100  physicians  have  registered 
for  the  course.  All  conferences  are  in  the  medical 
college  except  one,  on  October  19,  which  was  in 
Biggs  Memorial  State  Hospital,  Ithaca,  and  one 
October  31  at  the  Onondaga  Sanatorium. 

Ontario  County 

More  than  300  doctors  from  Ontario,  Seneca, 
Wayne,  Yates,  and  other  counties  attended  a joint 
meeting  of  the  Ontario  County  Medical  Society 
and  the  medical  staff  of  the  Clifton  Springs 
Sanitarium  on  October  8. 

The  doctors  were  the  guests  of  the  sanitarium 
at  dinner  as  a part  of  the  celebration  of  the 
ninetieth  anniversary  of  its  founding  by  Dr. 
Henry  Foster. 

The  annual  business  meeting  of  the  society 
was  held  in  the  assembly  room  of  the  Woodbury 
Building.  Dr.  Albert  Odell,  Clifton  Springs, 
president  of  the  society,  was  in  the  chair. 

Dr.  M.  A.  Blankenhorn,  professor  of  medicine, 
University  of  Cincinnati,  gave  the  first  paper  in 
the  chapel  on  “Modern  Treatment  of  Nutri- 
tional Disease.”  Dr.  Joseph  C.  Done,  professor 
of  clinical  medicine.  Temple  University,  Phila- 
delphia, spoke  on  “Endocarditis:  Treatment 

with  Heparin  and  Sulfapyridine.” 

The  dinner  meeting  was  held  at  6:45,  followed 
by  an  illustrated  lecture  on  “Diagnosis  and  Treat- 
ment of  Intestinal  Obstruction  by  Miller-Abbott 
Tube,”  by  Dr.  Ross  Golden,  professor  of  radiol- 
ogy, Columbia  University. 

The  last  paper,  “Use  of  Silk  in  Surgery,”  was 
given  by  Dr.  Donald  Guthrie,  chief  surgeon, 
Guthrie  Clinic,  Sayre,  Pa. 

Rensselaer  County 

More  than  30  medical  specialists  from  area 
cities  met  at  dinner  in  The  Hendrick  Hudson 
Hotel  in  Troy  for  a meeting  of  the  Eastern  New 
York  Eye,  Ear,  Nose  and  Throat  Association 
on  October  3. 

Dr.  Raymond  E.  Meek,  of  New  York,  ad- 
dressed the  scientific  session  on  “Care  and 
Management  of  Strabismus  in  Infants.”  The 
association  extended  an  invitation  to  all  general 
practitioners  to  be  their  guests  at  the  next  meet- 
ing November  7 at  the  hotel,  when  a prominent 
physician  will  speak  on  a subject  of  general 
medical  interest. 

Richmond  County 

Dr.  Foster  Kennedy,  professor  of  neurology 
at  Cornell  Medical  School,  director  of  the  de- 
partment of  neurology  at  Bellevue  Hospital, 
and  a noted  lecturer  and  author,  addressed  the 
county  society  on  October  9. 

Dr.  Kennedy  spoke  on  “Science,  Civilization 
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and  Faith.”  Members  of  allied  professions  on 
the  Island — nursing,  dental,  and  pharmaceutical 
— were  invited  to  hear  the  doctor’s  talk.  Dr. 
Herbert  A.  Cochrane  presided. 

Rockland  County 

Dr.  E.  Jefferson  Browder,  clinical  professor  of 
surgery  at  the  Long  Island  College  Hospital  and 
director  of  a number  of  Brooklyn  hospitals,  was 
guest  speaker  at  the  regular  fall  meeting  of  the 
society,  held  at  Letchworth  Village  on  October  2. 

Dr.  Browder  discussed  “Head  Injuries,”  their 
diagnosis  and  treatment,  accompanying  his  ad- 
dress by  showing  stereopticon  views.  Dr. 
Browder  observed  that  in  approximately  only 
10  per  cent  of  head  injuries  was  surgery  required, 
the  balance  of  cases  responding  more  satis- 
factorily to  external  treatment. 

Approximately  60  members  were  present  at 
the  meeting  over  which  President  Russel  E. 
Blaisell,  superintendent  of  the  Rockland  State 
Hospital,  presided.  Following  the  discussion,  the 
members  were  dinner  guests  of  Dr.  Henry  Storrs, 
superintendent  of  Letchworth  Village. 

The  Tuberculosis  Sanatorium  Conference  of 
Metropolitan  New  York  held  its  fall  meeting  at 
the  Summit  Park  Sanatorium,  Pomona,  on 
September  25.  About  100  members  were  present. 
The  following  was  the  scientific  program:  (1) 
“Methods  of  Controlling  Tuberculosis  in  Rock- 
land County,”  by  Dr.  William  J.  Ryan,  superin- 
tendent, Summit  Park  Sanatorium;  discussion 
by  Dr.  William  Siegal,  director,  Division  of 
Tuberculosis,  New  York  State  Department  of 
Health.  (2)  “Dental  Service  in  the  Tuberculosis 
Sanatorium,”  by  Dr.  Samuel  Berg,  visiting 
dentist,  Summit  Park  Sanatorium;  discussion 
by  Dr.  David  Tanchester,  attending  dentist, 
Montefiore  Hospital  for  Chronic  Diseases.  (3) 
“They  Do  Come  Back,”  new  N.  T.  A.  Sound 
Film,  a story  of  rehabilitation  of  the  tuberculous 
— introduction  by  Mr.  Holland  Hudson. 

Schenectady  County 

Dr.  Frank  van  der  Bogert,  a leading  pedia- 
trician of  Schenectady,  died  on  September  24 
at  the  age  of  67. 

A former  president  of  the  county  society,  he 
had  particularly  distinguished  himself  in  its  work 
by  serving  as  chairman  of  its  program  committee 
for  the  last  twenty-five  years.  It  was  through  his 
efforts  that  so  much  outstanding  medical  talent 
was  brought  to  Schenectady  to  address  the  local 
society  on  new  developments  in  medical  science. 

He  was  chairman  of  the  military  preparedness 
committee  of  the  society  and  represented  the 
society  on  the  defense  committee  recently  ap- 
pointed by  Mayor  Mills  Ten  Eyck.  His  war 
work  reached  into  the  humanitarian  field  as  well, 
for  he  was  chairman  of  the  Queen  Wilhelmina 
Fund,  created  to  seek  financial  assistance  for 
Dutch  war  refugees. 

Resolutions  adopted  by  the  county  society 
say  in  part: 

Whereas  it  has  pleased  Almighty  God  in 
His  infinite  wisdom  to  remove  from  our  midst 
Dr.  Frank  van  der  Bogert,  the  Schenectady 
County  Medical  Society  desires  to  publicly 
acknowledge  their  indebtedness  to  him  as  a 
friend,  counselor,  and  physician. 

Dr.  Frank  van  der  Bogert  was  a man  of 
sterling  qualities,  a man  of  strong  convictions 


which  he  did  not  hesitate  to  express,  a gentle- 
man whose  conduct  with  his  fellow  professional 
friends  and  the  community  was  never  ques- 
tioned. His  influence  with  the  younger  men 
of  his  profession  as  a teacher  and  counselor  was 
profound.  He  was  loyal  to  his  alma  mater, 
and  his  sense  of  duty  to  his  practice  was  a 
revelation  to  men  who  knew  his  works. 

He  numbered  among  his  friends  many 
hundreds  of  physicians  whom  he  brought  to 
Schenectady  as  his  guests  to  encourage  the 
scientific  progress  of  the  whole  medical  pro- 
fession of  the  capital  district.  The  record  of 
his  life  will  be  an  inspiration  to  many  physi- 
cians for  years  to  follow. 

— Reported  by  J.  H.  Naumoff,  M.D.,  Secretary. 

Schoharie  County 

Dr.  Herbert  L.  Odell,  81,  widely-known 
physician  and  leader  in  community  affairs,  died 
at  his  home  in  Sharon  Springs  on  September  27. 
He  had  practiced  medicine  fifty-seven  years. 

He  was  keenly  interested  in  everything  that 
touched  the  physical  or  spiritual  welfare  of 
those  about  him.  Dr.  Odell  was  the  first  presi- 
dent of  the  Schoharie  County  Medical  Society, 
secretary  for  thirty  years,  president  of  the  Third 
District  Branch  of  the  State  Society,  and  mem- 
ber for  over  forty  years  and  long-time  president 
of  the  Sharon  Springs  School  Board. 

Steuben  County 

Members  of  the  Homell  Medical  and  Surgical 
Society  gave  special  recognition  on  October  3 to 
Dr.  George  L.  Preston,  of  Canisteo,  for  his 
fifty-eight  years’  service  in  the  medical  profes- 
sion. Thirty  members  were  present  at  the  meet- 
ing held  at  the  Country  Club. 

Dr.  Preston  began  practicing  medicine  in  1882 
and  has  spent  most  of  the  time  since  in  Canisteo. 
He  has  been  health  officer  there  for  many  years. 

Dr.  Charles  Rose,  president  of  the  medical 
group,  introduced  Dr.  Preston;  others  who  spoke 
were  Dr.  J.  E.  Crossman,  of  Canisteo;  Dr. 
John  A.  Conway  and  Dr.  O.  K.  Stewart,  of 
Homell;  and  Dr.  Lewis  Preston,  of  Salamanca, 
son  of  the  honored  member. 

Tioga  County 

All  officers  of  the  county  society  were  re- 
nominated for  the  ensuing  year  at  the  annual  fall 
luncheon  held  on  October  2 at  the  Weller  Hotel 
in  Chemung.  Those  nominated  are:  Dr.  C.  J. 

V.  Redding,  Owego,  president;  Dr.  John  B. 
Schamel,  Waverly,  vice-president;  Dr.  Ivan 
N.  Peterson,  Owego,  secretary-treasurer;  Dr. 

W.  A.  Moulton,  Candor,  delegate  to  state  con- 
vention; Dr.  A.  C.  Hartnagel,  Berkshire, 
alternate  delegate;  Dr.  F.  H.  Spencer  and  Dr. 
F.  A.  Carpenter,  Waverly,  and  Dr.  William 
Gregory,  Owego,  censors. 

The  officers  will  be  elected  at  the  December 
meeting.  The  nominating  committee  consisted 
of  Drs.  L.  S.  Betowski  and  F.  K.  Shaw,  Waverly, 
and  John  Jacques,  Candor. 

The  society  heard  an  address  by  Charles  K. 
Herrick,  of  Binghamton,  state  parole  officer,  who 
outlined  the  cooperation  between  police  and 
medical  men. 

A resolution  of  regret  at  the  death  of  Dr.  Guy 
S.  Carpenter,  late  of  Waverly,  was  adopted 
unanimously. 
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Defects  in  the  Appointment  of  Interns 

A criticism  of  the  present  method  of  ap- 
pointing interns  in  some  hospitals  is  made 
by  Dr.  William  Dock,  of  the  Stanford  University 
School  of  Medicine,  and  is  considered  important 
enough  by  the  Journal  of  the  American  Medical 
Association  to  print  it  as  its  leading  article  in  its 
annual  Educational  Number  on  August  31. 
Certain  undesirable  situations  arise,  he  declares, 
whenever  the  dean  or  the  administrative  office 
of  a medical  school  is  actively  concerned  with 
obtaining  appointments  for  senior  students. 

These  bad  effects,  he  explains,  are  most  strik- 
ingly seen  when  the  fifth  or  intern  year  is  re- 
quired for  graduation.  There  the  school  must 
intervene  not  merely  to  supervise  the  choice  but 
actually  to  guarantee  the  placing  of  the  student. 
If  the  dean  or  a faculty  member  or  committee 
has  to  guide  the  student  or  even  help  him  to 
secure  an  internship,  the  school  to  a greater  or 
lesser  degree  must  appear  as  a petitioner  for 
favors  from  hospitals. 

Beggars  cannot  be  choosers  and  certainly 
cannot  be  critics,  so  that  the  school  or  its  repre- 
sentative must  pass  lightly  over  the  defects  of 
the  institutions  kind  enough  to  accept  the  eight 
or  ten  students  at  the  bottom  of  the  class.  Also, 
once  the  school  has  recommended  a man  for 
internship  and  has  begun  to  count  on  placing  its 
men  in  certain  institutions,  it  will  find  reasons 
for  not  allowing  any  senior  student  to  fail.  To 
do  so  would  put  it  in  the  position  of  reporting, 
a few  weeks  before  the  service  begins,  that 
Mr.  X,  recommended  as  a competent  man  in 
November,  has  failed  to  complete  his  fourth 
year.  This  would  jeopardize  the  chance  of 
placing  men  in  that  hospital  in  the  future. 
Hence  a distinct  drop  occurs  in  the  work  of  the 
less  diligent  third  or  fourth  of  the  senior  class  in 
schools  where,  because  of  custom  or  the  fifth- 
year  rule,  the  student  relies  heavily  on  faculty 
help  in  securing  his  internship  and  preventing 
his  failure. 

It  would  be  a decided  tonic  to  the  morale  of 
medical  students  and  of  deans  and  committees 
on  promotion  if  the  school  and  its  staff  confined 
themselves  to  supplying  students  with  a list  of 
recommended  internships  and  sending  hospitals 
a record  of  scholastic  accomplishment  and  rela- 
tive class  standing  of  each  student  who  applied 
for  internship. 

No  personal  recommendations  should  be  sup- 
plied in  an  official  way,  and  hospitals  should  de- 
mand personal  interviews  or  reports  from  reliable 
and  disinterested  third  parties,  preferably  prac- 
titioners in  the  community  who  were  former 
interns  or  colleagues  of  men  on  the  hospital  staff. 
The  whole  responsibility  for  choice  and  attain- 
ment of  internship  should  rest  on  the  student, 
who  should  realize  by  the  end  of  his  second  year 
that  the  sort  of  internship  he  may  look  forward 
to  depends  on  his  scholastic  record  and  the  good 
impression  he  makes  on  staff  members  of  the 
hospital  he  hopes  to  enter. 

There  is  another  evil  consequence  of  medical 
school  solicitude  over  placing  its  students  in 
hospitals  which  is  also  most  apparent  where  the 


fifth  year  is  required  for  graduation.  This  is  the 
tendency  to  fill  with  its  own  graduates  most  of 
the  positions  in  the  services  that  the  medical 
school  controls  and  uses  for  instruction.  This 
practice  has  a pernicious  effect  both  on  the  in- 
terns and  on  the  undergraduates.  It  may  di- 
minish the  effective  competition  for  positions 
and  lessen  the  zeal  of  the  best  members  of  the 
class,  to  whom  these  positions  normally  go, 
since  they  have  little  to  fear  in  the  way  of  out- 
side competition  and  their  relative  positions  are 
pretty  well  determined  by  the  third  year. 

It  surely  lessens  the  drive  and  lowers  the 
morale  of  the  interns  who  do  not  start  off  in  a 
fresh  environment  among  new  associates,  all 
anxious  to  establish  a good  record  for  them- 
selves and  for  the  school  from  which  they  come. 
Instead  they  run  on  in  the  same  rut  and  with 
the  same  “gang.”  With  the  increasing  partici- 
pation of  students  in  the  life  of  the  wards,  clinics, 
and  operating  room,  the  interns  and  residents 
have  become  even  more  important  than  the 
chiefs  and  staff  members  in  molding  the  habits 
and  attitudes  of  undergraduates.  From  the 
staff  they  pick  up  tricks  of  speech  or  of  thought, 
but  from  the  interns  they  absorb  the  working 
methods  and  the  reactions  to  patients  and  to 
investigation  which  will  determine  most  of  their 
professional  conduct. 

The  selection  of  interns  and  residents  with  a 
view  to  getting  the  best  possible  men  and  having 
them  work  under  conditions  that  will  bring  out 
their  finest  efforts  and  behavior  is,  therefore,  the 
most  important  duty  of  the  staff  of  a teaching 
hospital,  not  merely  that  the  opportunity  for 
graduate  teaching  should  not  be  dissipated  but 
in  order  to  have  undergraduates  live  in  the  best 
possible  professional  atmosphere.  The  necessity 
for  selecting  the  best  interns  and  for  assembling 
a group  trained  in  various  schools  and  constantly 
on  their  toes  is  so  urgent  that  it  should  not  be 
weakened  by  pleas  to  absorb  as  many  local 
graduates  as  possible  and  diminish  the  chore  of 
placing  an  entire  class.  To  win  the  gratitude  of 
shy  or  backward  seniors  by  helping  them  avoid 
the  responsibility  for  finding  hospital  positions 
or  moving  into  a strange  environment,  one  must 
accept  responsibility  for  lowering  the  whole  level 
of  graduate  or  undergraduate  work. 

The  limitation  of  enrollment,  the  increase  in 
laboratory  and  ward  work,  and  the  emphasis  on 
hours  of  credit  rather  than  on  learning  have  all 
contributed  to  slow  down  or  stop  entirely  the 
free  movement  of  medical  students  from  one 
school  to  another. 

The  changes  of  the  last  forty  years  have 
steadily  diminished  the  differences  between  the 
work  of  the  last  two  years  of  medical  school 
and  the  first  year  of  internship.  Since  there  can 
be  too  much  even  of  good  things  and  since  it  is 
possible  that  “one  good  custom  should  corrupt 
the  world,”  it  is  desirable  that  most  students 
should  not  intern  in  the  wards  where  they 
worked  as  juniors  and  seniors  but  should  see 
new  methods,  hear  new  teachers,  and  work  with 
new  companions. 

Any  change  in  methods  of  appointment  of 
interns  that  increases  the  movement  of  medical 
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students  from  one  center  to  another  at  this 
stage  of  their  development  is  certain  to  raise  the 
level  of  internship  in  hospitals  having  university 
connections,  and  gradually  this  will  have  an 
effect  on  all  hospitals.  Customs  that  increase 
inbreeding  of  the  hospital  staff  and  make  circu- 
lation of  young  medical  men  more  difficult  are 
truly  harmful. 

Three  Criticisms  of  New  Hospital 
Legislation 

In  reviewing  the  reports  of  national  health 
legislation,  three  very  important  facts  are  to 
be  noted,  says  the  editor  of  Hospital  Management. 

First,  there  is  the  impression  that  new  hospitals 
in  new  areas  are  very  urgently  needed.  A care- 
ful study  of  hospital  service  in  the  United  States 
is  sufficiently  near  completion  to  show  clearly 
that  there  are  very  few  areas  in  the  country 
which  are  in  urgent  need  of  new  construction. 
On  the  other  hand,  there  is  a very  definite  indi- 
cation for  improving  the  smaller  hospitals  that 
are  at  present  being  operated.  Many  of  these 
are  unable  to  meet  recognized  standards,  and,  in 
almost  all  cases,  the  only  reason  for  their  in- 
adequacy is  lack  of  funds. 

While  the  federal  government  will  not  be 
entering  the  hospital  field  under  the  new  acts, 
the  hospitals  proposed  will  be  turned  over  to 
local  government  agencies  after  they  have  shown 
that  they  are  able  to  operate  them.  This  is 
only  substituting  one  form  of  government  owner- 
ship for  another.  Experience  has  shown  that 
any  government  ownership  has  the  grave  danger 
of  political  interference,  and  of  the  two  forms  we 
prefer  federal  to  local  for  the  simple  reason  that 
federal  projects  are  less  subject  to  petty  politics. 

A third  weakness  is  that,  although  many 
studies  have  shown  that  there  is  inadequate 
provision  for  the  care  of  the  Negro  population 
they  are  still  ignored  to  too  great  an  extent. 
In  the  country  today  there  is  an  enormous 
number  of  these  people  who,  until  recent  years, 
have  been  given  no  opportunity  to  advance. 
Since  they  have  been  given  opportunities  for 
improvement,  they  have  made  rapid  strides,  but 
they  are  still  unable  to  care  for  themselves. 
We  must  give  them  further  opportunity  to  im- 
prove their  status  until  they  are  able  to  provide 
for  themselves,  but  until  they  have  become  self- 
sustaining  we  must  furnish  the  care  which  they 
need.  For  this  section  of  the  population  there 
is  great  need  for  new  construction  or  for  in- 
creased provision  of  care  in  present  institutions. 

Newsy  Notes 

The  will  of  the  late  Mrs.  Marie  Engert- 
Colman,  whose  recent  death  occurred  in  England, 
contained  bequests  of  $30,000  each  to  these 
hospitals:  St.  Peter’s,  St.  Catherine’s,  Wyckoff 
Heights,  Long  Island  College,  all  of  Brooklyn; 
Mary  Immaculate,  Jamaica;  St.  Vincent’s, 
Manhattan;  St.  Mary’s,  $50,000  and  proceeds 
of  sale  of  her  jewelry;  also,  $25,000  each  to 
Faith  Home  for  Incurables,  Brooklyn  Visiting 
Nurse  Association,  House  of  St.  Giles  the 
Cripple,  and  Brooklyn  House  for  Consumptives. 

Montefiore  Hospital  will  utilize  its  facilities  to 
train  members  of  the  National  Youth  Adminis- 


tration in  hospital  duties.  The  course  will  be 
in  charge  of  Miss  Helen  M.  Harris,  New  York 
City  administrator  of  the  N.Y.A. 


The  recently  filed  will  of  the  late  Carlos  W. 
Munson  contains  bequests  of  $25,000  to  the 
French  Hospital,  Manhattan,  and  $50,000  to  the 
St.  Francis  Sanatorium  for  Cardiac  Children,  at 
Flower  Hill,  Roslyn,  Long  Island. 


Territory  of  the  Rochester  Hospital  Service 
Plan  is  enlarged  with  announcement  that  opera- 
tions have  been  expanded  to  include  Ontario 
County. 

Under  the  extension,  contract  has  been  made 
with  Clifton  Springs  Sanitarium  to  give  hospital 
service  to  subscribers  and  dependents.  This 
brings  to  nine  the  total  number  of  hospitals 
available. 


A Utica  paper  reports  that  recently  the  staff 
of  the  local  hospital  plan  “really  had  the  jitters.” 

In  the  morning’s  mail  came  a bill  from  the 
Samaritano  Hospital,  Sao  Paulo,  Brazil,  charging 
the  Hospital  Plan,  Inc.,  218,000  reis,  Brazilian 
money. 

The  bill  was  for  services  given  Arnold  J. 
Conlin,  Dolgeville,  a Hospital  Plan  subscriber 
since  July  1,  1938.  Last  May  he  was  hospital- 
ized in  Sao  Paulo,  and,  taking  advantage  of  his 
hospital  insurance,  sent  the  bill  in  for  payment. 

The  Samaritano  Hospital  is  not,  of  course, 
affiliated  with  the  Plan  but  it  is  the  practice  to 
make  allowances  for  care  of  members  in  non- 
affiliated  hospitals  up  to  a certain  amount. 

Conlin’s  bill  for  218,000  reis  might  or  might 
not  have  called  for  a lot  of  money.  Harold  C. 
Stephenson,  managing  director  of  the  Hospital 
Plan,  Inc.,  did  not  know. 

He  sent  the  bill  to  a bank  and  officials  there 
sent  it  to  New  York.  Stephenson  sighed  with 
relief  when  the  report  came  back. 

The  reis,  it  turned  out,  is  one  of  the  smaller  of 
Brazil’s  monetary  units  and  at  present  rates  of 
exchange,  a milreis,  or  1,000  reis,  is  worth  a little 
more  than  five  cents  in  American  money.  On 
that  basis,  the  bill  for  four  days’  hospitalization 
and  medication  was  only  $11.23. 


The  Irish  Hospital  Trust,  which  for  ten  years 
has  conducted  the  famous  Irish  Sweepstakes 
and  distributed  £46,703,000  or  approximately 
$166,000,000  in  prizes,  is  closing  its  books  and 
going  out  of  business  because  of  the  war.  Joseph 
McGrath,  managing  director,  told  reporters 
that  a new  company  would  be  formed  that 
would  include  sweepstakes  promotion  in  its 
activities  “if  it  is  decided  to  continue  them  under 
the  existing  conditions.” 

• • • 

With  tentative  plans  completed,  work  will 
probably  start  next  spring  on  a project  calling 
for  the  enlargement  of  the  General  Hospital  of 
Syracuse  into  a quadrangular  building  equipped 
with  seventy  more  beds  than  at  present,  Carl  P. 
Wright,  superintendent  of  the  hospital,  am 
nounced. 
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The  Woman’s  Auxiliary 

To  the  Medical  Society  of  the  State  of  New  York 


Dear  Auxiliary  Members: 

We  are  grateful  during  these  tense  days  for  a 
brief  respite  from  thoughts  of  war  as  our  atten- 
tion is  directed  to  the  programs  presented  by 
our  many  affiliations.  These  appear  concerned 
with  more  vital  objectives  appealing  to  the 
intelligence,  with  less  of  the  social  and  more  of 
the  serious.  Also  appreciated  is  the  tremendous 
challenge  to  individual  responsibility  if  our  way 
of  living  is  to  endure. 

Similar  characteristics  as  these  could  not  fail 
to  mark  distinctively  the  Auxiliary’s  activity 
program,  since  our  loyalties  and  interests  are 
dedicated  to  the  medical  profession.  It  is  not 
our  policy  to  initiate  but  to  follow,  discreetly 
assisting  in  a manner  befitting  our  position. 
With  our  doctors  organized  for  a national 
emergency,  the  charge  to  the  Auxiliary  would 
seemingly  unfold  greater  responsibilities  and 
further  avenues  of  service.  And  as  our  National 
Auxiliary  president  has  proclaimed  to  us,  “If 
the  work  of  the  Auxiliary  is  to  go  forward,  it 
must  be  done  in  the  ‘spirit  of  service  to  Hu- 
manity.’ All  selfish  aims  must  be  set  aside; 
idealism  become  realism,  and  all  Auxiliary  activi- 
ties more  closely  correlated.” 

While  considering  here  the  salient  points  of  our 
Auxiliary  program,  we  shall  leave  it  to  your 
state  chairmen  to  tell  you  further  of  their  com- 
mittees’ constructive  plans. 

Of  primary  importance  is  the  service  we  may 

County 

It  may  be  of  interest  to  our  readers  to  know 
the  names  of  the  counties  that  are  now 
organized.  They  are:  Albany,  Broome,  Cayuga, 
Columbia,  Erie,  Essex,  Fulton,  Herkimer,  Jeffer- 
son, Kings,  Madison,  Nassau,  Oneida,  Onon- 
daga, Orange,  Oswego,  Queens,  Rensselaer, 
Rochester,  Saratoga,  Schenectady,  Suffolk,  Sulli- 
van, and  Washington. 

Cayuga.  The  first  fall  meeting  was  held 
September  19  at  the  home  of  Mrs.  George  B. 
Adams.  Fifteen  members  were  present  and  ten 
women  from  Seneca  County  who  are  interested 
in  forming  an  auxiliary.  The  meeting  was 
devoted  to  acquainting  the  guests  with  auxiliary 
work.  A social  hour  to  which  the  doctors  were 
invited  closed  a pleasant  evening. 

Columbia.  A joint  meeting  was  held  with 
Albany  County  when  the  meeting  of  the  Third 
District  Branch  was  held  in  Albany;  Mrs. 
William  D.  Collins  presided.  The  main  feature 
of  the  program  was  to  explain  the  purposes  of 
the  organization  to  the  doctors’  wives  of  un- 
organized counties. 

Herkimer.  The  auxiliary  members  met  the 
doctors’  wives  who  came  to  the  Fifth  District 
Branch  meeting  in  Little  Falls  on  September  24. 
Highlights:  a sightseeing  trip  through  Canna- 
joharie,  lunch  at  the  Beech  Nut  Hotel,  and  a 
trip  through  the  Beech  Nut  Plant. 

Saratoga.  Mrs.  L.  H.  Kice,  state  president, 
was  the  guest  speaker  at  a well-attended  meeting 
in  Saratoga  Springs  on  October  2. 


render  in  the  field  of  Public  Relations.  We 
have  been  told  “that  the  responsibility  rests 
upon  us  to  make  clear  to  all  people  the  ideals 
and  possibilities  of  the  medical  profession.” 

Our  main  objective.  Health  Education,  de- 
mands self-preparation  before  we  may  assist 
other  organizations.  In  legislative  matters  we 
follow  the  program  of  the  State  Medical  Society, 
but  acting  only  under  advisement.  It  is  hoped 
that  an  impetus  has  been  given  to  the  formation 
of  auxiliaries  in  the  remaining  unorganized 
counties,  so  that  our  chain  of  many  links  will 
indeed  be  a strong  one. 

We  have  observed  that  wherever  the  Auxiliary 
has  had  a guiding  hand  from  the  county  society, 
the  work  has  proved  successful.  While  many 
coifnties  are  carrying  on  worth-while  local  philan- 
thropic projects,  the  physician’s  home  will  con- 
tinue as  our  state  interest.  In  the  midst  of  so 
much  that  must  be  serious,  it  is  hoped  that  the 
pleasant  social  precedents  you  have  set  will 
continue  to  spread  friendliness  and  good  fellow- 
ship among  physician’s  families  over  our  state. 

And  while  we  do  remember  that  formerly 
“woman’s  place  was  in  her  home”  today  with 
the  many  time  and  labor-saving  devices  at  her 
command,  surely,  “woman’s  place  is  being  as 
helpful  as  possible  in  her  sphere  of  life.” 
Sincerely  yours, 

(Mrs.  L.  H.)  Henrietta  Stewart  Kice, 

President 

News 

“The  standard  of  our  Auxiliary  is  ‘service  to 
humanity’  and  to  march  in  its  progress,”  was  the 
keynote  of  her  address. 

Members  of  this  county  were  busy  during  the 
summer — cooperating  in  a sale  held  by  the  blind 
and  working  in  the  health  booth  during  the 
county  fair.  A Health  Institute  was  planned  for 
October.  Mrs.  Thomas  E.  Bullard,  of  Schuyler- 
ville,  president,  entertained  the  executive  board 
at  a luncheon  meeting.  Reports  were  given  and 
plans  outlined  for  the  year. 

Schenectady.  Ninety-one  doctors’  wives  at- 
tended the  day’s  activity  at  the  meeting  of  the 
Fourth  District  Branch  of  the  Medical  Society 
at  Schenectady.  Guests  included  ladies  from 
Amsterdam,  Saratoga  Spa,  Saranac  Lake,  Glens 
Falls,  Gloversville,  and  Hagaman.  Those  at- 
tending were  fortunate  to  hear  Mrs.  L.  H.  Kice, 
of  Garden  City,  and  Mrs.  R.  F.  Johnson,  of 
Auburn. 

The  committee  on  arrangements  were:  Mrs. 
F.  Leslie  Sullivan,  chairman;  Mrs.  A.  W. 
Greene,  finance;  Mrs.  L.  P.  Tischler,  registra- 
tion; Mrs.  E.  M.  Stanton,  arrangements;  Mrs. 
W.  McDonald,  entertainment;  Mrs.  John 
Younie,  prizes;  Mrs.  Frank  van  der  Bogart, 
courtesy;  Mrs.  J.  Cornell,  transportation;  Mrs. 
William  Mallia,  flowers  and  table  decorations; 
and  Mrs.  N.  H.  Rust,  publicity. 

SUBSCRIBE  TO  THE  BULLETIN 

GOAL  6,000 
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Here  you  find  a detailed  description  of  the 
Bulletin,  the  official  publication  of  the  Woman’s 
Auxiliary  to  the  American  Medical  Association. 

The  Woman’s  Auxiliary  to  the  American 
Medical  Association  is  making  a special  effort  at 
this  time  to  awaken  widespread  interest  in  its 
activities,  by  increasing  the  number  of  readers 
of  the  Bulletin! 

This  little  booklet  is  a successor  to  the  News 
Letter  which  had,  for  many  years,  kept  the 
officers  and  board  members  acquainted  with  the 
progress  of  the  Auxiliaries  of  all  the  states.  It  is 
published  quarterly  and  contains  reports  of  con- 
ventions, plans  of  work,  inspirational  messages 
from  leaders,  and  news  of  the  hour  in  the  medical 
world. 

It  is  a great  help  in  promoting  interest  in  local 
auxiliaries  especially  where  the  program  is  new. 

The  fall  issue  contains  the  inaugural  address 
of  Mrs.  V.  E.  Holcombe,  the  National  Auxiliary 
president;  also,  a message  to  women  from  Dr. 
Van  Etten,  president  of  the  A.M.A.  Many 
other  interesting  items  are  to  be  found  within  its 
forty  pages.  It  is  hoped  to  have  6,000  women, 
one-fourth  of  the  membership,  reading  the 
Bulletin  before  the  year  is  over.  In  this  way 
the  members  may  keep  abreast  of  the  trends  in 
the  medical  world  and  thus  be  better  able  to 
function  as  members  and  leaders  of  the  auxili- 
aries— local,  state,  and  national. 


The  cooperation  of  the  advisory  councils  and 
the  good  will  of  all  members  of  the  Medical  Asso- 
ciation is  earnestly  requested. 

Mrs.  George  H.  Ewell,  Editor 
Mrs.  H.  E.  Christenberry,  Circulation  Manager 
Note:  Subscription  blanks  may  be  obtained 
from:  Mrs.  E.  A.  Griffin,  State  Circulation 

Manager,  311  Garfield  Place,  Brooklyn,  New 
York. 

“WHICH  AM  I” 

(From  the  West  Virginia  Club  Woman) 

Are  you  an  active  member,  the  kind  that  would 
be  missed. 

Or  are  you  just  contented  that  your  name  is  on 
the  list? 

Do  you  attend  the  meetings,  and  mingle  with  the 
flock, 

Or  do  you  stay  at  home  and  criticize  and  knock? 
Do  you  take  an  active  part  and  help  the  work 
along, 

Or  are  you  satisfied  to  be  the  kind  that  “just 
belong”? 

Do  you  ever  go  to  visit  a member  who  is  sick, 
Or  leave  the  work  to  just  a few  and  talk  about 
the  clique? 

So  come  to  the  meeting  often  and  help  with  a 
hand  and  heart, 

Don’t  just  be  a member  but  take  an  active  part. 

— K.  F. 


LABORATORY  AIDS  IN  DIAGNOSIS  OF  SUBACUTE  BACTERIAL  ENDOCARDITIS 


Subacute  bacterial  endocarditis  is  a disease 
the  symptoms  of  which  vary  markedly  in  degree. 
Early  in  its  course  a definite  diagnosis  is  difficult 
to  establish.  There  is  often  little  more  evidence 
than  low-grade  fever,  malaise,  slight  clubbing  of 
the  fingers,  a few  red  blood  cells  in  the  urine, 
and  indications  of  pre-existing  valvular  damage. 
More  advanced  cases  usually  present  the  classical 
syndrome  of  “cafe  au  lait”  appearance,  spiking 
fever,  prostration,  enlarged  spleen,  and  a variety 
of  embolic  phenomena.  It  is  in  the  initial  stage 
that  laboratory  aid  is  essential  to  rule  out  such 
diseases  as  undulant  fever,  miliary  tuberculosis, 
subacute  exacerbation  of  rheumatic  fever,  and 
typhoid  fever. 

Streptococcus  viridans  is  the  usual  inciting 
microorganism,  but  in  a small  percentage  of 
cases  subacute  bacterial  endocarditis  results 
from  infection  by  other  microorganisms  such  as 
the  influenza  bacillus,  the  gonococcus,  the  non- 
hemolytic streptococcus,  and,  in  still  rarer  in- 
stances, the  pneumococcus;  the  last-named 
microorganism,  however,  is  far  more  apt  to  cause 
an  acute  endocarditis. 

The  mortality  approximates  100  per  cent. 

LABORATORY  AIDS  IN  DIAGNOSIS 

1.  Blood  Cultures.  The  diagnosis  of  sub- 
acute bacterial  endocarditis  is  greatly  aided  by 
the  isolation  of  the  microorganism  from  the 
blood.  In  view  of  the  fact  that  in  this  disease 
the  peripheral  blood  may  have  “bacteria-free” 
intervals,  specimens  should  be  withdrawn  for 
culture  frequently.  The  repetition  of  these 
examinations  should  be  continued  until  the  in- 
citing agent  is  isolated  or  the  clinical  course  no 
longer  suggests  subacute  bacterial  endocarditis 
as  a possible  diagnosis.  If  this  condition  is 
suspected,  a conference  between  the  attending 


physician  and  the  bacteriologist  is  important 
not  only  to  aid  the  latter  in  his  study  of  the 
specimens  but  also  to  aid  the  physician  in  col- 
lecting them  by  special  methods  when  required. 
The  incitants  are  sometimes  anaerobic  upon 
first  isolation. 

2.  Urinalysis.  Because  of  embolic  glomeru- 
lar lesions  in  the  kidney,  microscopic  hema- 
turia is  an  almost  constant  finding  at  some  time 
in  the  course  of  the  disease.  In  suspected  cases, 
therefore,  the  urinary  sediment  should  be 
searched  daily  for  the  presence  of  red  blood 
cells. 

3.  Blood  Counts.  Secondary  anemia  is  al- 
ways present  and  may  be  severe.  A moderate 
leukocytosis  is  usually  found  with  a correspond- 
ing increase  in  the  percentage  of  polymorpho- 
nuclear leukocytes.  Also,  in  some  instances 
there  is  a definite  monocytosis,  and  this  is 
helpful  in  establishing  a diagnosis. 

4.  Sedimentation  Rate.  The  sedimentation 
rate  of  the  erythrocytes  is  increased,  but  it  is  of 
more  value  as  an  index  of  the  intensity  of  the 
infection  than  as  a differential  diagnostic  aid. 
The  significance  of  a rapid  sedimentation  rate 
may  be  obscured  by  the  presence  of  an  active 
rheumatic  infection  upon  which  the  subacute 
bacterial  endocarditis  is  often  superimposed. 

5.  Electrocardiogram.  Because  the  pathol- 
ogy in  this  condition  is  fundamentally  in  the 
endocardium,  the  electrocardiogram  may  be 
essentially  normal.  If  the  inflammatory  process 
extends  into  the  underlying  myocardium,  electro- 
cardiographic changes  may  occur.  It  is  to  be 
stressed,  however,  that  in  subacute  bacterial 
endocarditis  a normal  electrocardiogram  is  of 
no  differential  diagnostic  value. — Issued  by  the 
New  York  State  Association  of  Public  Health 
Laboratories,  Leaflet  No.  15. 
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Editorial 


“Thanks  for  Everything” 

As  the  end  of  the  year  approaches,  the  New  York  State  Journal 
of  Medicine  finds  itself  bringing  to  a close  the  second  year  of  pub- 
lication under  its  own  management.  Every  detail  of  publication, 
including  editorial,  advertising,  and  circulation,  has  been  under  the 
direct  control  of  officials  and  executives  of  the  Society. 

It  is  not  for  us  to  say  whether  the  editorial  content  has  improved 
in  quality.  Every  once  in  a while  a reader  gets  real  mad  and  writes 
in  that  we  are  wasting  his  time  and  our  own  by  printing  the  publica- 
tion at  all.  Occasionally  a reader  takes  his  pen  in  hand  and  tells 
us  he  likes  the  stuff  we  print.  If  there  were  more  of  both  sorts,  it 
would  help. 

Perhaps  an  inkling  can  be  obtained  as  to  how  well  received  we  are 
if  a glance  is  taken  at  the  subscription  list.  First,  of  course,  are 
17,350  physicians  in  New  York  State  who  receive  the  Journal  be- 
cause it  is  the  official  organ  of  their  Society.  They  get  it  without 
paying  any  subscription  price  other  than  their  annual  dues.  How 
many  other  persons  care  enough  about  it  to  pay  the  regular  cash 
subscription  price  of  $5.00?  The  answer  is  572.  The  list  comprises 
physicians,  hospitals,  libraries,  universities,  insurance  companies, 
and  laymen.  Of  these,  309  are  resident  in  New  York  State;  263, 
in  other  states. 

Not  that  it  proves  anything  at  all,  but  New  Jersey  heads  the  list 
with  32,  then  comes  California  with  22.  Gold  stars  go  to  Con- 
necticut, 18;  Illinois,  13;  Massachusetts  and  Ohio,  12  each; 
Pennsylvania,  11;  and  Georgia,  10. 

A prophet  may  be  without  honor  in  his  own  country,  but  if  his 
fare  is  paid  to  go  to  other  countries  it  means  that  somebody  thinks 
what  he  has  to  say  is  worth  the  price. 

During  these  last  two  years  the  advertising  patronage  of  the 
Journal  has  steadily  increased.  Prospects  for  1941  indicate  further 
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improvement.  For  this  direct  contribution  to  medical  education, 
we  are  deeply  appreciative.  The  important  national  manufacturers 
who  can  get  in  this  paper  but  are  absent  grow  fewer  month  by  month. 
The  Journal  is  coming  to  be  widely  recognized  as  having  the  largest 
circulation  with  the  greatest  buying  power  of  any  state  medical 
publication — in  fact,  in  circulation,  it  is  second  only  to  the  Journal 
of  the  American  Medical  Association  among  all  official  medical 
periodicals. 


Paul  Revere — 1940 

“The  American  Medical  Association  has  already  started  to  organ- 
ize the  medical  profession  [for  military  service],”  says  the  New 
England  Journal  of  Medicine  for  October  10,  1940.  “And  yet  with 
all  this  talk  and  activity  one  can  sense  beneath  the  surface  a feeling 
of  unreality;  as  if  we  truly  believed  it  all  to  be  an  uncomfortable 
dream,  from  which  we  shall  awaken  to  plod  along  again  in  our  com- 
fortable middle-class  fashion ” 

So,  in  1789,  believed  most  of  the  profession  in  France.  In  many 
ways  the  economic  and  philosophic  situation  of  the  present  day  is 
not  dissimilar  to  that  of  France  in  1778  when  Lafayette  returned  to 
join  the  States-General  in  the  turbulence  of  the  early  days  of  the  war 
with  Austria  and  the  revolution.  The  profession  of  medicine  here, 
however,  is  conservative  in  its  philosophy  and  practice.  It  is 
generally  isolated  from  and  relatively  indifferent  to  political  change 
and  economic  disturbance.  That  is,  it  has  been  in  the  past. 

But  never  before  in  this  country,  since  1783,  when  the  Treaty  of 
Paris  officially  ended  the  War  for  Independence,  has  that  independ- 
ence been  seriously  threatened.  The  feeling  of  unreality  sensed 
beneath  the  surface,  which  the  New  England  Journal  of  Medicine 
senses,  the  uncomfortable  dream  is  premonitory  of  an  upheaval 
of  such  proportions  both  psychic  and  somatic,  political  and  economic, 
as  this  Nation  has  not  known  within  the  memory  of  any  living  per- 
son. It  is  premonitory  of  the  end  of  an  era  of  dreams,  of  self-lauda- 
tion, of  “comfortable  middle-class  fashion,”  of  regular  “hot  break- 
fasts ready  on  the  table,”  of  complacency. 

It  is  well  that  there  are  those  like  the  editors  of  the  New  England 
Journal  who  have  the  foresight  and  courage  to  warn  the  profession 
of  what  is  to  come!  It  is  perhaps  a legacy  from  Paul  Revere. 
“A  common  danger  to  which  we  shall  eventually  become  fully 
awake  ....  may  yet  prove  to  be  our  moral,  political  and  economic 
salvation,”  they  hope.  To  which  we  reply:  Eventually?  Why 
not  now f We  realize  fully  that  it  is  a monumental  task  to  rout  the 
average  physician  out  of  his  usually  commendable  preoccupation 
with  the  routines  of  his  art  and  science.  He  does  not  attend  his 
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county  society  meetings  as  he  should;  he  reads  his  journals  hap- 
hazardly, if  at  all;  he  leaves  the  administrative  affairs  of  his  socie- 
ties to  a few  self-sacrificing  officers  and  committeemen;  and  he 
grumbles  about  his  dues.  In  these  sins  of  omission  lies  a very  real 
danger  to  the  solidarity  and  unity  of  the  profession.  If  the  average 
physician  cannot  be  reached  through  these  established  channels  of 
communication  because  he  is  absent  from  meetings,  because  he 
serves  his  profession  on  no  committee  of  his  county  or  state  society 
and  does  not  know  what  it  is  all  about,  and  because  he  fails  td  read 
his  medical  journals,  how  is  he  to  be  reached?  What  force  short  of 
a bomb  or  shell  explosion  can  penetrate  the  armor  of  such  indiffer- 
ence? Editorials? 

“Men  now  living  will  not  again  walk  down  the  primrose  path  of 
the  last  few  decades.  . . warns  the  Journal.  Some  men,  we  have 
observed  in  sorrow,  have  not  bothered  even  to  walk  down  them,  con- 
tent evidently  with  Milton’s  dictum  that  “he  also  serves  who  merely 
stands  and  waits.’’*  We  subscribe  to  the  New  England  Journal's 
thought  that  a common  danger  may  yet  be  our  salvation  To 
which  we  are  constrained  to  add  that  an  even  more  pressing  danger 
threatens  the  profession:  indifference.  Until  this  obstacle  is  over- 
come, how  may  we  warn  the  profession  of  danger,  common  or  other- 
wise? 

* Sonnet  on  His  Blindness. 

Physicians  in  Uniform 

During  the  last  World  War  we  had  the  opportunity  of  observing 
physicians  in  uniform.  Just  as  a traffic  cop  is  not  at  his  best  in  his 
underclothes,  so,  we  observed,  many  physicians  did  not  respond  well 
to  the  habiliments  of  militarism.  Numbers  of  them  donning  a 
uniform  for  the  first  time  seemed  to  be  under  the  impression  that 
to  be  consistent  they  must  cultivate  a certain  fierceness;  others 
apparently  considered  that  they  must  develop  a heel-clicking  smart- 
ness and  a barking  speech  to  round  out  their  concept  of  official  de- 
portment. 

Spurs  and  salutes  did  not  contribute,  frequently,  to  the  main- 
tenance of  that  imperturbability  which  Osier  astutely  advised  medi- 
cal men  to  cultivate,  since  the  former  frequently  caused  sudden  shifts 
in  the  personal  center  of  gravity  at  odd  moments  and  the  latter  were 
executed  in  such  manner  and  variety  as  the  imagination  of  the 
officer  dictated. 

Then,  too,  subtle  personality  changes  made  their  appearance. 
Quite  decent,  affable  physicians  developed  a cactus  complex,  a 
bristling,  thorny  untouchability  usually  accompanied  by  certain 
stigmas — small  shoebrush  mustaches,  croplike  pendulous  tumors 
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dangling  from  the  left  wrist,  and  a dermatosis,  resembling  a small 
watch,  usually  on  the  left  but  sometimes  on  the  right  wrist  hidden 
by  the  cuff.  This  was  evidently  an  intermittent  source  of  irritation, 
producing  a sudden  jerky  forward  movement  of  the  left  arm,  a 
crooking  of  the  elbow,  and  a nervous  inspection  of  the  area  doubtless 
to  ascertain  the  rate  of  growth  of  the  lesion. 

But  the  physicians  were  not  the  only  ones  affected  by  our  former 
descent  to  a too  hasty  militarism.  Tailors,  too,  seemed  to  lose  their 
wonted  skill  in  many  instances.  The  classic  forms  of  many  disciples 
of  Galen  were  singularly  distorted,  compressed,  and  caused  to  bulge 
in  an  extraordinary  manner  never  seen  in  civil  life  by  uniforms 
doubtless  designed,  cut,  and  sewed  under  the  influence  of  war 
hysteria.  The  old  uniforms  repose  in  trunks  in  countless  attics 
where  we  hope  they  will  remain  for  the  sake  of  our  professional 
dignity.  But  what  of  the  new  ones? 

Inevitably,  we  shall  see  the  reappearance  of  many  of  these  phe- 
nomena. But  since  we  embark  upon  a training  period  before  entering 
upon  actual  hostilities,  may  we  suggest  that  possibly  the  harshness  of 
some  of  these  cruder  phenomena  of  military  life  might  be  mitigated 
by  appropriate  instruction?  Modern  warfare  is  hard  enough  upon 
noncombatants  without  unnecessarily  subjecting  them  to  the  sight 
and  ministrations  of  officers  who  are  only  half  physicians  and  phy- 
sicians who  are  but  half  officers.  On  behalf  of  the  profession  we  urge 
consideration  of  a course  in  deportment  while  there  is  time. 

The  Hornet’s  Nest 

The  recent  formation  in  the  Westchester  County  Medical  Society 
of  a general  practitioners’  section  marks  the  beginning  of  a move- 
ment which  should  have  every  encouragement  and  stimulation. 
The  various  specialties  have  long  been  organized  with  beneficial 
results  not  only  to  their  own  smaller  groups  but  to  the  enhancement 
of  the  interests  of  the  profession  generally.  The  general  practi- 
tioner, however,  the  front-line  man  of  medicine,  has  been  kicked 
about.  Everybody  has  told  him  where  to  get  off.  Educators,  his 
brethren  the  specialists,  editors,  research  students,  pharmaceutical 
detail  men,  his  patients’  relatives,  and  advertisers  have  had  him  in 
a sort  of  protective  custody  which  at  last,  seemingly,  has  produced  a 
reaction  toward  consolidation. 

The  organization  of  such  a reactive  movement  will  not  be  without 
its  difficulties.  In  the  ranks  of  the  general  practitioners  are  some  of 
the  staunchest  individualists  in  the  profession  of  medicine.  A 
general  practitioners’  section  once  in  session  should  have  many  of 
the  well-known  characteristics  of  a hornet’s  nest.  But  we  think 
some  nests  of  that  kind  are  badly  needed  here  and  there.  The  call 


November  15,  1940] 


EDITORIAL 


1629 


at  the  moment  is  for  competent  leadership  of  these  sections.  Little 
will  be  accomplished  if  the  hornets  merely  mill  around  and  sting 
each  other  in  the  mere  sensuous  enjoyment  of  their  exuberant  in- 
dividuality. But  with  a few  leaders  to  direct  competently  and 
judiciously  some  well-planned  and  expeditiously  executed  forays  into 
the  camps  of  the  haughty  surgeons,  the  snooty  specialists,  the 
public  health  picnickers,  and  the  welfare  weevils,  anything  can 
happen.  And  we  hope  it  does.  Good  luck,  G.  P’s.  and  good  hunt- 
ing! 

A Tooth  for  an  Eye 


That  an  infection  resident  in  one  part 
of  the  body  can  play  havoc  with  some 
other  organ  while  in  itself  exhibiting 
little  or  no  local  manifestation  has  been 
the  subject  of  much  controversy  in  our 
medical  literature.  The  champions  of 
focal  infection  are  equalled  by  their  an- 
tagonists— and  fortunately  so — since  like 
the  tide,  the  neap  is  reached  only  when  the 
flood  and  ebb  have  run  their  course. 
However,  to  the  practitioner  of  general 
medicine — he  who  must  minister  to  all 
ailments — scientific  discussions  are  of 
value  only  when  some  concrete,  prac- 
tical, and  readily  applicable  form  of 
therapy  enables  him  better  to  serve  his 
community. 

In  a paper  by  Lebensohn,1  which  has 
the  intriguing  title  of  “An  Eye  for  a 
Tooth,  or  a Tooth  for  an  Eye,”  there  is 
set  forth  for  all  of  us  a concise  estimation 
of  the  role  that  dental  infections  play  in 
the  production  of  ophthalmic  diseases 
that  may  threaten  loss  of  vision.  All 

1 Lebensohn,  J.  E.:  Illinois  M.  J.  78:  174  (Aug.) 

1940. 

Essential 

In  the  past,  many  diseases  for  which  the 
etiology  was  not  readily  forthcoming  were 
labeled  as  “idiopathic”  or  “essential.” 
Clinical  studies  and  laboratory  investiga- 
tion have  taken  many  of  these  conditions 
out  of  the  realm  of  uncertainty  into  the 
class  of  remediable  disorders,  easily 
recognized  and  successfully  treated.  Pel- 
lagra, scurvy,  and  some  of  the  allergic 
states,  to  mention  but  a few,  are  now  re- 
moved from  the  list  of  our  “essential” 
diseases;  but  “essential  hypertension” 


parts  of  the  eye,  uvea,  cornea,  conjunc- 
tiva, sclera,  and  the  optic  nerve  itself, 
have  been  affected  by  latent  foci  of  infec- 
tion located  in  the  dental  tissues.  That 
this  interrelationship  is  so  readily  deter- 
mined is  probably  due  to  the  fact  that 
patients  with  ocular  symptoms  present 
themselves  for  medical  care  much  earlier 
than  sufferers  from  other  ailments.  The 
presence  of  an  unsuspected  periapical 
infection,  located  in  osseous  tissue  which 
allows  of  no  local  expansion,  may  reveal 
itself  in  the  form  of  a serious  ophthalmic 
disease  through  a spread  via  the  lymph 
and  blood  streams. 

In  all  inflammatory  diseases  of  the  eye, 
with  certain  obvious  exceptions,  the  doc- 
tor must  be  on  the  lookout  for  dental 
sepsis.  Devitalized  teeth,  stumps,  peri- 
odontitis, and  vital  pulps  that  are  under- 
going degeneration  must  be  ferreted  out, 
since  in  themselves  they  give  no  trouble 
to  the  patient  until  acute  pain  sets  in.  As 
Lebensohn  aptly  puts  it:  “Artificial  teeth 
function,  but  not  artificial  eyes.” 

Hypertension 

remains  as  a condition  that  many  clini- 
cians still  accept  as  an  entity  due  to  a 
single  but  unknown  cause. 

Williams  and  Harrison1  attempted  to 
solve  this  problem  in  their  study  of  cases 
of  so-called  essential  hypertension.  They 
call  attention  to  the  comparative  youth 
of  the  group  that  they  studied,  the  mean 
being  less  than  fifty  years.  Cases  that 
had  been  diagnosed  as  essential  hyper- 

1 Williams,  J.  R.,  and  Harrison,  T.  R. : Am.  Iut.  Med. 
13:  650  (1939). 
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tension  revealed,  not  infrequently, 
masked  urinary  tract  ailments,  which  in 
many  instances  were  relieved  by  disinfec- 
tion of  the  urinary  tract.  Other  causes, 
often  overlooked  in  the  immediate  ex- 
amination were  the  endocrine,  metabolic, 
and  neurogenic  factors  which  exert  an 
influence  on  the  blood  pressure.  They 
call  attention  to  the  increased  blood 
pressure  which,  when  it  is  noted,  is  so 
striking  in  children  and  young  adults  in 
whom  a renal  obstruction  or  new  growth 
should  be  suspected  by  the  physician. 


While  the  problem  of  essential  hyper- 
tension is  still  far  from  being  solved,  the 
sincere  investigation  of  Williams  and 
Harrison  gives  us  at  present  a new  and 
practical  point  of  view.  “Essential  hy- 
pertension” must  no  longer  be  considered 
as  an  incurable  disease  of  undetermined 
etiology;  it  must  be  looked  upon  rather 
as  a symptom  based  on  aggravating  fac- 
tors that,  no  matter  how  obscure,  can 
be  brought  to  light  by  skilled  ex- 
amination and  interpretation  of  a physi- 
cian. 


Correspondence 


Board  of  Foreign  Missions  of  the 
Methodist  Episcopal  Church 

October  25,  1940 

To  the  Editor: 

I am  sure  all  your  readers  will  be  interested 
in  the  experience  of  Dr.  S.  H.  Liljestrand, 
missionary  of  the  Methodist  Church  in  Chengtu, 
West  China,  along  the  Burma  Road,  and  per- 
haps one  or  more  readers  may  be  interested  in 
giving  aid  to  his  hospital.  Dr.  Liljestrand 
(M.D.,  Syracuse,  1915)  is  a native  of  Jordan, 
N.  Y.,  and  has  been  in  China  since  1916. 

The  Women’s  Hospital  connected  with  West 
China  University,  Chengtu,  was  completely 
destroyed  in  a fire  which  followed  a Japanese  air 
raid  in  August. 

“The  fire  which  destroyed  the  Women’s  Hos- 
pital, destroyed  all  of  my  cystoscopic  and  elec- 
trotherapeutic  apparatus  and  the  accessories  of 
a general  gynecological  clinic,”  writes  Dr. 
Liljestrand.  “Fortunately  I had  loaned  a cysto- 
scope  to  the  Men’s  Hospital  a block  away.  Also, 
the  radium  was  saved,  being  in  a patient  that 
night.  The  patient  was  ambulatory.  She  went 
to  a Chinese  hotel  because  of  the  fire.  In  the 


morning,  her  honorable  husband  informed  us  of 
her  whereabouts,  and  the  radium  was  recovered! 
I still  have  only  50  mg. — but  that  is  a mighty 
help. 

“I  lost  a diathermy  machine;  an  ultraviolet 
lamp,  large  size;  three  adult-size  cystoscopes; 
one  infant’s  and  one  children’s  cystoscope  gal- 
vanic electric  apparatus. 

“The  fire  also  destroyed  our  medical  periodi- 
cals— including  those  on  urology,  surgery, 
gynecology,  and  obstetrics 

“I  would  be  very  glad  if  we  could  get  second- 
hand apparatus  and  used  copies  of  medical  maga- 
zines  There  continues  to  be  great  demand 

for  our  service  in  this  war-torn  section  of 
China.” 

If  any  of  your  readers  are  interested  in  assisting 
Dr.  Liljestrand  with  used  but  good  conditioned 
material,  will  they  please  communicate  with  the 
Medical  Department,  Board  of  Foreign  Missions, 
Methodist  Church,  150  Fifth  Avenue,  New  York 
City. 

I trust  you  will  be  able  to  call  this  matter  to 
your  readers’  attention.  It  will  be  greatly  ap- 
preciated. 

Sincerely  yours, 

William  W.  Reid 


SCIENTIFIC  EXHIBITS 
1941  Annual  Meeting 

Applications  for  space  for  the  scientific  exhibits  should  be  made 
directly  to  chairman  of  Committee  on  Scientific  Exhibits. 

Dr.  William  A.  Krieger 
103  Hooker  Avenue 
Poughkeepsie,  New  York 

The  Annual  Meeting  will  be  held  April  28  to  May  1,  Buffalo,  New 
York.  The  list  will  he  closed  on  January  1 , 1941. 

Peter  Irving,  M.D.,  Secretary 


Symposium  on  Chronic  Diseases 

PROGRESS  IN  OPHTHALMOLOGY* 

Arthur  J.  Bedell,  M.D.,  F.A.C.S.,  Albany,  New  York 


1.  The  Use  of  Sulfanilamide  in 
Ophthalmology 

Unique  and  spectacular  cures  focus  the 
attention  of  professional  workers  and  lay- 
men on  medical  and  surgical  reports. 
Sulfanilamide  and  its  numerous  deriva- 
tives have  held  the  center  of  the  stage  for 
several  months  and  they  will  in  all  prob- 
ability become  permanent  remedies  for 
the  cure  or  alleviation  of  many  distressing 
and  previously  fatal  diseases.  The  litera- 
ture is  replete  with  histories  of  astounding 
recoveries,  but  in  no  field  has  the  effective- 
ness of  sulfanilamide  been  more  strikingly 
demonstrated  than  in  ophthalmology. 
Sufficient  experience  has  been  accumu- 
lated to  enable  us  to  draw  some  positive 
conclusions  which,  although  seemingly 
dogmatic  in  expression,  are  well  sub- 
stantiated. 

The  indications  for  the  use  of  these 
drugs  are  the  second  or  third  stage  of 
trachoma  where  there  is  corneal  infiltra- 
tion with  vascularization  and  small  ul- 
cers. With  this  treatment  the  acute  ex- 
acerbation becomes  quiescent  in  a few 
days,  more  certainly  and  more  often  than 
with  any  other  therapeutic  measure.  The 
cicatricial  changes  remain,  but  the  patient 
is  comfortable. 

Chronic  conjunctivitis  characterized 
by  the  appearance  of  many  small  follicles 
often  responds  promptly.  Acute  strepto- 
coccus conjunctivitis  is  favorably  in- 
fluenced. 

When  the  staphylococcus  is  the  domi- 
nant organism,  experience  has  been  too 
limited  to  make  a definite  pronounce- 
ment, but  success  in  some  cases  warrants 
a longer  trial. 

* When  this  paper  was  read  colored  photographs  were 
used  to  illustrate  the  remarks. 


Severe  and  heretofore  usually  un- 
checked corneal  ulcers  are  frequently 
cured.  The  extension  of  infiltration  is 
controlled  immediately,  and  healing  is 
promptly  started  with  surprisingly  good 
end  results. 

Iritis  of  Neisserian  origin  has  re- 
sponded promptly,  but  iritis  from  focal 
infection  has  been  unimproved.  Inter- 
stitial keratitis  has  shown  no  change  nor 
has  any  benefit  been  observed  by  the  use 
of  sulfanilamide  in  sympathetic  ophthal- 
mia or  in  uveitis. 

From  choice  I have  prescribed  disulon 
(sulfanyl  sulfanilamide),  by  mouth,  5 
grains  four  times  a day.  The  eyes  are 
washed  with  boric  acid  solution,  dark 
glasses  are  worn,  and  attention  is  given 
to  plenty  of  fresh  air  and  a well-rounded 
diet.  Within  five  days  there  is  usually  a 
material  improvement ; sometimes  the 
relief  is  beyond  human  conception  and 
can  be  likened  to  a biblical  miracle,  for 
the  photophobia  disappears  and  not  in- 
frequently the  patient  is  able  to  open  his 
eyes  for  the  first  time  in  months.  Re- 
lapses may  occur,  but  fortunately  they 
respond  quickly  to  another  course  of 
treatment. 

Instillation  of  sulfanilamide  in  the 
conjunctival  sac  is  without  effect. 

When  a physician  has  been  trained  to 
hospitalize  his  patient  and  to  take  fre- 
quent tests  to  regulate  blood  concentra- 
tion, he  reacts  to  this  simplified  treat- 
ment so  intensely  as  to  condemn  it  with- 
out trial.  We  advise  suspension  of  judg- 
ment until  after  all  the  evidence  has  been 
presented. 

Many  articles  have  cited  the  complica- 
tions that  follow  the  ingestion  of  the  drug. 
We  have  had  erythemas  suggesting 
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Fig.  1.  Very  deep  and  extending  corneal  ulcer. 


Fig.  2.  The  same  patient  five  days  later. 
Complete  healing.  Five  grains  of  disulon  were 
taken  four  times  a day. 


scarlet  fever  in  the  intensity  of  color. 
Occasionally,  patients  have  complained 
of  nausea,  vomiting,  and  diarrhea,  but 
rarely  fever.  In  only  one  case  has  there 
been  a transitory  ulnar  neuritis.  Other- 
wise, we  have  encountered  no  difficul- 
ties. 

The  ingestion  of  sulfanilamide  is  not 
without  danger,  but,  in  the  doses  here 
advocated  and  with  the  control  by  giving 
only  a few  tablets  combined  with  a care- 
ful examination  each  time  the  patient  is 
seen,  there  is  no  reason  why  this  valuable 
agent  should  not  be  used  more  in  the  am- 
bulatory treatment  of  the  ocular  infec- 
tions. Sulfanilamide  is  not  a cure-all, 
and  much  careful  work  must  be  done  be- 
fore a complete  list  of  the  ocular  condi- 
tions favorably  influenced  by  it  can  be  com- 
pleted. Meanwhile  the  drug  can  be  used 
with  safety  if  the  precautions  here  men- 


Fig.  3.  The  classic  form  of  night  blindness. 
Thirty-three-year-old  man.  B one-corpuscle - 

shaped  deposits  of  pigment  in  an  equatorial  zone. 


tioned  are  taken.  It  is  not  improbable 
that  some  of  the  reported  cases  of  up- 
setting symptoms  following  its  use  may 
have  been  from  the  disease  and  not  the 
drug. 

2.  Night  Blindness  and  Vitamin  A 

The  medical  and  lay  press  have  de- 
voted much  space  to  the  consideration  of 
night  blindness,  which,  although  known 
for  centuries,  has  only  recently,  because 
of  the  activity  of  supersalesmen,  obtruded 
itself  on  the  consciousness  of  many 
physicians,  instrument  makers,  and  vita- 
min enthusiasts.  There  are  two  forms  of 
night  blindness:  one  a transitory  func- 
tional decreased  light  sensitivity  and  the 
other  a group  of  gross,  permanent,  and 
progressive  retinal,  choroidal,  and  optic 
nerve  changes. 

Five  kinds  of  pathologic  lesions  are 
demonstrable. 

Retinitis  Pigmentosa. — Retinitis  pig- 
mentosa is  characterized  by  a progressive 
deposition  of  pigment  that  starts  in  an 
equatorial  zone  and  extends  both  cen- 
trally and  peripherally  until  eventually 
the  entire  fundus  becomes  more  or  less 
pigmented.  When  the  disease  has  been 
present  for  years,  the  disk  is  muddy  gray 
and  both  the  arteries  and  veins  are 
markedly  contracted.  A carefully  taken 
visual  field  that  at  first  shows  a ring 
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Fig.  4.  Syphilitic  choroiditis  with  night 
blindness.  Equatorial  zone  of  rounded,  pale 
spots  with  heavily  pigmented  centers. 


scotoma  ultimately  becomes  small  and 
tubular. 

Retinitis  Punctata  Albescens. — Another 
form  is  labeled  retinitis  punctata  albes- 
cens. Fine  white  dots  are  scattered 
throughout  the  entire  fundus.  The  spots 
never  disappear,  but  after  several  years 
the  choroid  becomes  degenerated  and  pig- 
mentation similar  to  that  found  in  retinitis 
pigmentosa  is  engrafted  on  the  early 
changes. 

Syphilitic  Retino  choroiditis.  — Some- 

what similar  to  retinitis  pigmentosa  in 
clinical  manifestations  is  syphilitic  retino- 
choroiditis.  In  this  type  of  night  blind- 
ness there  is  a peripheral  or  an  equatorial 
zone  of  rounded,  pale  dots  or  spots  with 
pigmented  borders.  The  retinal  vessels 
and  optic  nerve  involvements  appear 
later  than  in  retinitis  pigmentosa. 

A patient  may  be  born  with  either  the 
typical  retinitis  pigmentosa  or  syphilitic 
retinochoroiditis. 

Myopiaand  Choroideremia. — In  high  de- 
grees of  myopia  a curious  thinning  of  the 
retina  is  occasionally  observed  with  night 
blindness.  It  may  be  that  this  form  is 
really  part  of  a general  process.  In 
choroideremia  the  choroid  is  dissolved 
except  in  the  macular  region  and  a small 
circumpapillary  ring.  As  yet,  no  known 
cause  has  been  discovered  for  night  blind- 
ness with  myopia  or  choroideremia. 


Fig.  5.  Choroideremia.  Complete  disap- 
pearance of  the  choroid  except  in  a small  macular 
area.  Night  blindness. 


Fig.  6.  A high  degree  of  near-sightedness 
with  night  blindness  in  a child.  The  entire 
fundus  is  pale. 


No  increase  of  any  vitamin  combination 
has  benefited  patients  afflicted  with  real 
night  blindness. 

The  functional  form  is  unattended  by 
any  demonstrable  physical  change  in  the 
fundus.  The  only  symptom  on  which  the 
diagnosis  is  made  is  decreased  light  sensi- 
tivity. It  seems  as  though  well-substan- 
tiated facts  regarding  retinal  purple  and 
its  destruction  when  exposed  to  light  have 
been  subjected  to  unscientific  distortions 
and  conclusions  leading  to  a misconcep- 
tion of  functional  values  in  which  many 
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seem  to  have  been  guilty  of  a gullibility 
to  be  deprecated  in  scientists.  An  in- 
formed reader  of  the  reports  will  quickly 
recognize  the  gross  discrepancies  between 
actual  facts  and  unreasoned  deductions. 

Only  a very  few  of  the  so-called  research 
reports  regarding  vitamin  A deficiency 
and  night  blindness  will  stand  critical 
analysis.  Improvement  is  often  recorded 
without  consideration  of  the  effect  of 
training  on  the  patient’s  adaptation  curve, 
the  time  of  adaptation,  the  instrument 
used  (some  of  them  are  valueless),  and  the 
skill  of  the  examiner. 

The  extreme  to  which  enthusiasm  has 
misled  is  best  noted  in  an  article  in  which 
the  authors  report  the  complete  cure  of 
night  blindness  within  seven  to  ten  min- 
utes following  an  intramuscular  injection 
of  vitamin  A concentrate.* 

Conclusions. — Night  blindness  in  the 
vast  majority  of  cases  is  the  direct  result 
of  pathologic  changes  and  is  not  in- 
fluenced by  vitamin  treatment. 

Transitory  night  blindness  can  only  be 
diagnosed  by  means  of  properly  con- 
trolled light  adaptation  tests. 

It  seems  unwise  to  stress  vitamin  A 
deficiency  and  night  blindness  until  more 
exact  information  is  available. 

3.  Ophthalmoscopy  in  Chronic 
Diseases 

In  disease  neither  progression  nor  re- 
gression follows  a definite  prescribed 
course.  Accurate  diagnosis  calls  for  com- 
prehensive experience  and  interpretative 
skill  which  are  only  gained  by  the  fre- 
quent observation  of  many  patients. 
For  this  reason  serial  fundus  photo- 
graphs recording  the  changes  from  the 
early  recognition  of  disease  to  the  lethal 
end  more  than  justify  the  time  and  ex- 
pense incident  to  their  collection.  They 
constitute  a readily  accessible,  clinical 
repository  to  which  constant  reference 
can  be  made. 

Medical  and  lay  journals,  as  well  as 
the  actual  practice  of  medicine,  emphasize 
the  economically  alarming  situation  re- 
sulting from  chronic  diseases,  although 

* McDonald’s  "Some  Basic  Principles  of  Dark  Adapta- 
tion,” Archives  of  Ophthalmology  23:  841  (1940)  is  worthy 
of  serious  consideration. 


often  the  conditions  are  only  an  evidence 
of  senility.  It  is  fitting  that  physicians 
devote  time  to  the  study  of  the  great 
amount  of  available  data  which  has  been 
assembled,  amended,  and  correlated  since 
the  beginning  of  medical  history. 

Hippocratic  aphorisms,  Galenic  dis- 
sertations, middle-age  skepticism  and 
dogmatism,  Renaissance  enthusiasm, 
nineteenth-century  investigations,  and 
twentieth-century  alertness  have  all 
added  to  the  sum  of  facts  which,  when 
properly  understood,  are  correctly  termed 
medical  knowledge. 

The  eye  has  been  subjected  to  pro- 
longed critical  observations.  Sane  de- 
ductions based  on  the  conditions  found 
have  assisted  physicians  in  diagnosis, 
prognosis,  and  treatment. 

Attention  is  focused  on  the  fundus 
alterations  caused  by  some  of  the  common 
chronic  diseases — diabetes,  arteriosclero- 
sis, hypertension,  nephritis,  tuberculosis, 
syphilis,  senile  macular  degenerations, 
and  the  intraocular  malignancies  of  mid- 
dle age  and  late  life. 

The  understanding  of  fundus  changes 
depends  upon  the  appreciation  of  varia- 
tions in  the  vessels  and  the  details  of 
edema,  exudate,  and  hemorrhage.  Defi- 
nite combinations  produce  patterns  that 
are  more  or  less  distinctive  of  particular 
diseases.  The  interpretations  of  the 
pictures  are  of  superlative  importance, 
for  the  mere  report  of  the  things  seen 
fails  to  express  their  diagnostic  or  prog- 
nostic significance.  Ophthalmoscopy  is 
entering  upon  a new  era  when  correctly 
evaluated  observations  will  be  factors  in 
determining  the  treatment  for  the  control 
of  many  chronic  constitutional  and  circu- 
latory diseases. 

Diabetes. — It  is  admitted  by  all  physi- 
cians that  diabetes  is  increasing  in  fre- 
quency and  that  the  duration  of  life  of  the 
diabetic  has  been  prolonged.  Therefore, 
the  serious  problem  of  preventing  or  cur- 
ing the  retinitis  that  develops  in  the 
course  of  the  disease  is  an  urgent  and  yet 
unsolved  one. 

In  a , careful  analysis  of  the  fundus 
photographs  of  many  cases  of  diabetes, 
it  was  noted  that  the  greatest  number  of 
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Fig.  7.  Retinitis  in  diabetes.  Exudate  in 
and  about  the  macular  area  with  several  round 
hemorrhages. 


patients  were  between  50  and  80  years  of 
age  and  that  most  of  them  were  in  their 
fifties.  Women  were  afflicted  almost  three 
times  as  often  as  men,  and  only  in  20  per 
cent  were  both  eyes  free  from  pathologic 
involvement. 

The  fundus  findings  were  small,  round, 
dot  hemorrhages;  minute  exudates; 
hemorrhages  and  exudates  both  small  or 
both  large;  arteriosclerosis;  and  among 
others  less  frequently  encountered  were 
hole  at  the  macula  and  retrobulbar 
neuritis. 

By  means  of  photographs  the  exact 
alterations  are  recorded  so  that  we  can 
forecast  the  outcome  to  a certain  limited 
extent.  For  instance,  if  exudate  is  found 
in  and  about  the  macular  region  of  a 60- 
year-old  patient  who  has  never  had  severe 
diabetes  and  in  whom  the  sugar  output  is 
under  control,  the  chances  are  that  the 
fundus  lesions  will  increase  in  number, 
and,  although  some  individual  spots  dis- 
appear, others  will  develop  in  a rather 
precise  form  until  central  vision  is 
permanently  impaired  or  even  destroyed 
There  are  cases  in  which  the  first  symp- 
tom to  engage  the  patient’s  attention  is 
dimness  of  vision  caused  by  a vitreous 
hemorrhage.  The  blood  may  absorb 
until  there  is  practically  complete  resolu- 
tion, or  the  extravasation  may  lead  to 
the  formation  of  gross  retinitis  proliferans 


Fig.  8.  Malignant  hypertension.  Red 
fundus,  dilated  veins,  irregularly  contracted 
arteries,  many  hemorrhages. 


sheets  and  projecting  vessel  loops.  The 
retinal  and  choroidal  vein  variations 
range  from  mere  dilatation  to  aneurysmal 
corkscrew  loops.  They  play  an  impor- 
tant role  in  the  vascular  processes. 

By  close  cooperation  we  can  increase 
our  knowledge  of  the  diabetic  process, 
and  by  continued  stress  of  sugar  control, 
weight  maintenance,  and  mental  com- 
posure much  will  be  accomplished. 

A rteriosclerosis. — Arteriosclerotic  fundi 
are  not  as  easily  distinguished  as  the 
literature  would  lead  you  to  believe,  be- 
cause in  reality  the  lesions  are  often 
difficult  to  see.  Then,  too,  the  confusion 
of  the  signs  of  hypertension  with  those  of 
simple  sclerosis  have  left  the  casual  reader, 
as  well  as  the  serious  student,  in  a fog  of 
uncertainty.  Actually,  sclerosis  is  found 
as  patchy  white  plaques  in  the  artery  wall 
or  in  the  reduced  caliber  of  the  vessel, 
either  isolated  or  generalized.  When  the 
smaller  vessels,  arterioles,  are  involved 
they  are  most  often  seen  2,  3,  or  even 
more  disk  diameters  from  the  disk.  The 
irregular  caliber  and  the  increased  visi- 
bility of  the  artery  wall  are  dominant  ex- 
pressions. Sclerosis  of  the  choroidal 
veins  frequently  localizes  in  the  macular 
region  where  a congeries  of  white-walled 
veins  in  various  levels  shows  beneath  the 
thin  retina  on  which  the  retinal  vessels 
can  be  traced.  Another  evidence  of 
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Fig.  9.  Terminal  stage  of  chronic  nephritis. 
Loss  of  disk  outline.  Exudate  radiating  from  the 
macula.  Vessel  changes. 


sclerosis  is  a small  circumscribed  loss  of 
the  retina  in  the  macula,  a hole;  this  is 
always  bilateral  and  never  as  large  as  the 
one  caused  by  trauma. 

Hypertension. — In  hypertension  we 
reach  the  ophthalmoscopic  climax  of 
chronic  disease,  for,  because  of  its  fre- 
quency, increasing  occurrence,  and  serious 
prognosis,  much  time  has  been  spent  and 
more  is  demanded  to  establish  rules  of 
life  for  each  individual.  Too  much  re- 
striction is  detrimental  to  mental  relaxa- 
tion, while  too  little  may  prove  to  be 
disastrous.  Although  the  care  is  strictly 
medical  in  the  vast  majority  of  cases, 
the  ophthalmologist  can,  however,  make 
pointed  suggestions  as  he  observes  the 
fundus  from  time  to  time. 

Certain  established  facts  must  be 
stated.  A patient  may  have  high  blood 
pressure  for  years  without  any  marked 
retinal  alteration,  and  then  in  a compara- 
tively short  time  the  picture  changes  and 
the  informed  physician  can  foretell  the 
approaching  end  of  life.  It  is  not  possible 
to  state  definitely  the  stages  of  hyper- 
tensive fundus  disease,  for  the  difference 
may  be  imperceptible  even  from  year  to 
year.  For  practical  purposes  grades 
serve  as  a guide,  and  this  is  especially 
true  for  the  diagnostician  who  uses  the 
ophthalmoscope  in  daily  practice.  The 
early  signs  are  full  veins,  cotton-wool 


patches,  or  edema,  and,  although  often 
only  one  sign  is  present,  all  may  be  com- 
bined at  the  same  time.  These  become 
accentuated  with  higher  degrees  of  edema, 
more  exudates,  and  many  hemorrhages 
until  eventually  the  composite  picture  of 
great  retinal  swelling  and  widespread 
hemorrhages  and  exudates  develops. 

If  the  patient  survives  long  enough,  he 
enters  a stage  that  can  always  be  recog- 
nized as  prelethal,  for  in  it  the  retinal 
edema  has  almost  disappeared  and  there 
are  few  exudates  and  hemorrhages  but 
marked  arteriosclerosis.  Deep,  round, 
retinal  hemorrhages  or  dark  spots  are 
always  indications  of  rapidly  approaching 
dissolution.  The  photographs  illustrate 
these  points  and  also  give  weight  to  the 
statement  that  arteriosclerosis  without 
hypertension  is  difficult  to  diagnose  ex- 
cept the  syphilitic  form  and  that  which  is 
found  in  chronic  blood  states  like  per- 
nicious anemia. 

Nephritis. — The  fundi  of  nephritis  have 
been  recognized  for  many,  many  years. 
One  of  the  best  ways  to  diagnose  and  ap- 
preciate their  significance  is  to  review  a 
case  and  show  the  great  diversity  of 
patterns. 

A young  woman  with  nephritis  passed 
through  the  usual  stages  ending  in  death. 
First,  there  was  an  immense  swelling  of 
the  disk  with  numerous  hemorrhages  and 
waxen  exudate  about  the  macula;  then 
there  was  a progressive  disappearance  of 
hemorrhages  and  exudates  with  subsid- 
ence of  edema  until  the  terminal  phase, 
where  the  disk  was  outlined,  the  vessels 
were  of  almost  normal  size  and  distribu- 
tion, and  only  a few  yellow  dots  of  exu- 
date remained  about  the  macular  area. 

Blood. — Hematologists  have  recognized 
visual  disturbances,  but  until  a compara- 
tively short  time  ago  the  interpretation 
of  the  fundus  signs  had  not  been  discussed. 

In  pernicious  anemia,  hemorrhages  may 
be  of  the  superficial  striate  type  and  en- 
tirely disappear,  or  they  may  assume  a 
globular  form  which  is  most  suggestive 
of  the  blood  state  and,  when  present,  the 
condition  of  the  blood  must  be  excluded 
before  any  other  diagnosis  is  made. 
Occasionally,  the  entire  arterial  tree  be- 
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comes  sclerosed  in  a very  typical  manner. 
In  myelogenous  leukemia  the  fundus  is  a 
lemon-yellow  color.  In  polycythemia 
vera  the  fundus  is  congested,  the  veins 
are  distended  and  dark  in  color,  and  the 
arteries  have  a cyanotic  hue. 

Tuberculosis. — Tuberculosis  of  the  fun- 
dus, as  of  the  body,  may  show  itself  in 
one  of  two  forms  or  a combination  of 
both.  In  the  first  there  is  an  exudate,  an 
elevated  pale,  more  or  less  circumscribed 
lesion,  and  a tubercle,  which  may  be 
minute,  miliary  or  large,  and  conglobate. 
In  the  miliary  type  there  are  several 
areas  of  infiltration,  whereas  there  is 
usually  only  one  large  tubercle,  although 
a second  tubercle  may  appear  later. 
These  tubercles  are  characterized  by  very 
little  hemorrhage. 

The  second  distinctive  type  is  ushered 
in  by  bleeding,  usually  arterial,  and  as  the 
blood  oozes  into  the  vitreous  it  causes  a 
marked  loss  of  vision  with  complete  obscu- 
ration of  the  fundus.  If  the  patient  is 
placed  under  proper  treatment  there 
may  be  complete  disappearance  of  all 
blood  and  restoration  of  sight,  or  the 
hemorrhage  may  organize  to  form  ex- 
tensive connective  tissue  sheets  that 
materially  reduce  vision. 

It  has  been  our  practice  to  exercise  the 
same  care  in  the  treatment  of  tuberculosis 
of  the  fundus  as  the  general  practitioner 
uses  when  attending  an  active  pulmonary 
tuberculosis — rest  in  bed,  fresh  air,  and 
general  diet. 

Syphilis. — The  syphilitic  changes  to 
which  we  draw  special  attention  are  small 
pale,  pigment-bordered  lesions  scattered 
throughout  the  fundus  and  producing  a 
picture  that  has  been  known  for  years  as 
“salt  and  pepper”  fundus.  The  choroidal 
destruction  may,  however,  be  so  extensive 
as  to  produce  massed  pigmentation  sur- 
rounding large  areas  of  choroidal  loss. 
All  degrees  are  encountered  from  the 
smallest  to  the  largest  patches.  The  in- 
flammation of  the  optic  nerve,  a true 
neuritis,  is  characterized  by  early  loss  of 
vision  and  a swelling  of  the  entire  nerve 
head.  This  usually  responds  promptly  to 
treatment  and,  in  our  experience,  more 
certainly  if  it  is  not  too  strenuous. 


Fig.  10.  Senile  macular  degeneration.  Yel- 
lowish white  organized  scar.  Loss  of  central 
vision,  unable  to  see  small  objects. 


Usually,  there  is  complete  resolution  with 
restoration  of  function. 

During  the  third  stage  of  syphilis,  a 
gumma  may  form  in  any  part  of  the  eye. 
It  is  comparatively  rare  in  the  fundus  but 
has  been  seen  involving  the  optic  nerve. 

For  years  it  has  been  our  habit  to  sub- 
divide the  syphilitic  fundus  manifesta- 
tions into  those  that  involve  the  blood- 
vessel layers,  retina,  and  choroid  and 
those  that  cause  nerve  lesions,  for  prob- 
ably the  blood-vessel  type  never  leads  to 
locomotor  ataxia  or  the  severe  brain 
complications. 

Syphilitic  optic  atrophy  may  be  pri- 
mary, as  in  locomotor  ataxia  where  the 
disk  is  white  and  the  retinal  vessels  re- 
tain their  normal  size,  or  it  may  be 
secondary  to  prolonged  intracranial  pres- 
sure as  from  gumma  or  arachnoiditis. 

Senile  Macular  Degeneration. — The  pre- 
ceding discussion  has  referred  to  the 
common  conditions  of  age  and  blood 
vessels,  but  the  next  subdivision  of  this 
sketchy  review  causes  anxiety  amounting 
to  enervating  distress  to  many  an  aging 
student,  skilled  artisan,  or  even  one  who 
seldom  reads.  This  is  a degeneration  of 
the  macular  region  which  destroys  the 
central  vision  but  never  causes  complete 
blindness.  This  statement  is  accurate 
and  deserves  constant  repetition. 
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Fig.  11.  Carcinoma  of  choroid  (metastatic 
from  breast) . An  oval,  yellowish,  elevated  macu- 
lar mass  with  brown  flakes  of  pigment. 


Several  forms  of  this  disease  are  ob- 
served. In  the  commonest,  the  patient 
speaks  of  an  increasing  difficulty  when 
reading  or  doing  close  work.  When  seen 
during  the  early  stages,  there  is  an  edema 
of  the  macula,  a gray  swelling  about  which 
a few  deep,  dark  red  hemorrhages  form  a 
partial  or  complete  crown. 

After  a time  the  ring  of  blood  expands, 
the  macular  area  flattens  or  a definite  cyst 
forms.  Following  a period,  often  months, 
of  repeated  extravasations,  the  hemor- 
rhages cease,  but  a scar  of  variable  size 
and  thickness  remains  causing  a perma- 
nent scotoma  and  loss  of  central  vision. 
At  other  times  small  hemorrhages  are  the 
first  evidence  of  danger. 

As  it  is  probable  that  closure  of  the 
arterioles  and  venules  supplying  the 
vulnerable  macular  region  are  the  cause 


of  the  retinal  destruction,  ophthalmolo- 
gists appeal  to  diagnosticians  to  help 
find  the  cause  of  this  common  affliction 
which  is  so  devastating  in  its  effects. 

Malignancy. — Two  pathologic  entities, 
sarcoma  and  carcinoma  are  encountered. 

Sarcoma  of  the  choroid  is  usually  the 
primary  site  which  leads  to  metastasis, 
most  often  to  the  liver.  Whenever  a 
patient  presents  with  abdominal  symp- 
toms and  only  one  eye,  it  is  obligatory  to 
exclude  malignancy.  Rarely  does  a 
sarcoma  of  the  choroid  cause  a lung 
metastasis.  I recently  heard  from  a 
patient  from  whom  I had  removed  a 
sarcoma  of  the  choroid  twenty  years  be- 
fore. She  had  developed  a lung  growth. 

Intraocular  carcinoma  is  probably  al- 
ways metastatic  from  breast,  lung,  or 
elsewhere. 

Visual  loss  is  a symptom  common  to 
both  malignancies,  great  when  the  lesion 
is  central  and  less  and  more  slowly  de- 
veloping when  the  lesion  is  peripheral. 
Secondary  glaucoma,  an  increased  intra- 
ocular pressure,  may  develop  from  either 
sarcoma  or  carcinoma.  The  removal  of 
the  eye  is  indicated  as  soon  as  the  diag- 
nosis is  confirmed.  In  this  connection 
it  is  imperative  that  serial  fundus  photo- 
graphs be  taken,  for  many  seemingly 
hopeless  eyes  have  been  saved  when  the 
diagnosis  of  retinal,  preretinal,  or  cho- 
roidal hemorrhage  has  been  correctly 
substituted  for  that  of  a malignancy. 

These  few  illustrations  serve  to  empha- 
size the  ophthalmologist’s  great  interest 
in  chronic  diseases  as  well  as  suggest  the 
role  ophthalmoscopy  plays  in  their  diag- 
nosis and  the  help  it  gives  in  prognosis. 


CHRONIC  HEART  DISEASES— DIAGNOSIS  AND  TREATMENT 


Clarence  E.  de  la  Chapelle,  M.D.,  New  York  City 
( From  Bellevue  Hospital  and  New  York  University  College  of  Medicine) 


Chronic  heart  diseases  are  due  to  a to  a metabolic  disorder,  such  as  myxe- 
variety  of  etiologic  agents  ranging  dema.  However,  the  common  forms  are 
from  a specific  infection,  such  as  syphilis,  those  caused  by  rheumatic  fever,  arterio- 
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sclerosis,  and  hypertension.  Bacterial  in- 
fections, subacute  or  chronic,  and  con- 
genital maldevelopment  are  distinctly 
less  important  in  the  causation  of  heart 
disease. 

Although  relatively  little  progress  has 
been  made  in  the  past  few  years  in  clarify- 
ing the  etiology  of  the  various  heart  dis- 
eases, considerable  advances  have  oc- 
curred in  their  diagnosis  and  treatment. 
Discussion  will  be  limited  to  these  two 
phases  of  the  problem. 

Diagnosis 

Robb  and  Steinberg1  have  recently 
developed  a method  of  visualizing  the 
chambers  of  the  heart  and  the  great 
vessels  which  promises  to  be  of  value  in 
the  differential  diagnosis  of  heart  diseases. 
By  the  rapid  injection  of  70  per  cent 
solution  of  diodrast  intravenously,  it  is 
possible  to  visualize  radiographically  the 
chambers  of  the  heart,  the  ventricular 
walls,  the  interventricular  septum  and 
the  valves,  and  also  the  aorta  and  pul- 
monary vessels.  Such  information  about 
the  heart  and  intrathoracic  blood  vessels 
was  previously  unobtainable  during  life. 

To  date  they  have  made  a total  of  over 
650  injections  in  306  patients,2  of  whom 
one-quarter  were  normal  and  the  re- 
mainder had  serious  mediastinal,  heart,  or 
lung  disease.  No  serious  effects  have  fol- 
lowed the  injections  despite  the  presence 
of  advanced  disease.  The  reaction  to  the 
injection  is  slight,  and  the  iodide  com- 
pound is  promptly  eliminated  by  the 
kidneys.  Although  the  procedure  can  be 
performed  in  the  average  x-ray  laboratory, 
it  is  more  difficult  than  most  diagnostic 
tests.  The  technic  is  exacting,  requiring 
dexterity  and  rigid  adherence  to  detail, 
but  through  training  and  practice  pro- 
ficiency can  be  acquired. 

This  new  diagnostic  method  has  proved 
its  clinical  value  in  Bellevue  Hospital  and 
several  other  institutions  and  has  been  of 
help  in  the  teaching  of  medicine.  By  its 
use,  the  size,  shape,  and  location  of  the 
four  cardiac  chambers  and  of  the  intra- 
thoracic blood  vessels  can  be  determined 
during  life,  and  the  site  and  degree  of 


abnormality  can  be  ascertained.  The 
most  striking  results  are  obtained  in 
diseases  of  the  aorta,  aneurysm  of  the 
pulmonary  artery,  pericardial  lesions,  and 
congenital  anomalies  in  which  recogni- 
tion is  difficult  or  impossible  with  con- 
ventional methods  of  study. 

The  knowledge  gained  by  this  method 
will  be  useful  to  the  general  practitioner 
as  well  as  to  the  roentgenologist  and  the 
specialist  in  heart  or  chest  diseases.  The 
information  so  obtained  is  of  practical 
value  in  the  diagnosis  as  well  as  in  the 
prognosis  and  treatment  of  heart  disease. 
As  a result  of  this  procedure  it  is  likely 
that  the  interpretation  of  conventional 
roentgenography  and  fluoroscopy  will  be- 
come more  accurate,  enhancing  the  value 
of  these  commonly  employed  methods  of 
examination  and  ultimately  making 
visualization  of  the  chambers  of  the  heart 
and  the  great  vessels  necessary  only  in 
patients  presenting  difficult  diagnostic 
problems. 

Recently  cineroentgenography  of  the 
heart  and  great  vessels  during  opacifica- 
tion has  been  carried  out  by  Stewart, 
Robb,  and  their  associates.3  It  visualizes 
rather  graphically  the  anatomy  of  the 
heart  and  thoracic  vessels,  the  changes 
occurring  with  the  heart  beat,  and  the 
course  and  velocity  of  the  blood  flow. 
This  procedure  should  also  be  of  con- 
siderable aid  in  clinical  diagnosis.  Indeed, 
it  opens  up  a new  field  for  the  study  of 
the  physiology  of  the  circulation. 

Kymography.  — Roentgenkymography, 
which  is  the  method  of  recording  the 
physiologic  movements  of  the  beating  heart 
on  a single  film,  was  first  conceived  about 
1911.  In  1934  Hirsch4-5  introduced 
multiple-slit  kymography  to  this  country 
and  subsequently  made  many  important 
contributions  both  to  the  technic  and 
clinical  application.  However,  it  is  only 
in  the  past  few  years  that  this  procedure 
has  been  employed  to  any  extent  in  the 
radiologic  examination  of  the  heart  and 
aorta.  It  has  been  correlated  with  simul- 
taneously recorded  electrocardiograms 
and  phonocardiograms,6  and,  more  re- 
cently, teleradiographic  technic7  has  been 
applied  to  it  in  an  attempt  to  obtain  in- 
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formation  concerning  heart  size,  heart 
volume,  and  cardiac  output. 

Kymography  should  be  employed  as  a 
supplementary  procedure  rather  than  as 
a diagnostic  entity.  It  contributes  in- 
formation concerning  the  makeup  of  the 
cardiac  silhouette  as  a whole  or  any  of 
its  chambers  during  the  various  phases  of 
the  heart  beat.  It  is  of  value  in  the  radio- 
logic  examination  of  the  pericardium,  par- 
ticularly in  constrictive  pericarditis  and 
pericardial  effusion,  valvular  deformities, 
and  in  the  recognition  of  extraneous 
shadows  such  as  tumors  of  the  medi- 
astinum. Another  important  application 
of  kymography  is  in  the  recognition  of 
myocardial  infarcts.8 

By  means  of  a device  known  as  a 
cardiocairograph,9  it  is  now  possible  to 
synchronize  the  kymographic  exposures 
with  the  cardiac  action  current  phenom- 
enon and  thus  make  it  possible  to  obtain 
kymographs  in  which  the  time  scales 
begin  at  any  predetermined  phase  of  the 
cardiac  cycle. 

Electrostethogmphy.  — Electrostethog- 
raphy10  has  recently  enjoyed  consider- 
able popularity,  principally  because  of  the 
availability  of  newer,  sensitive  micro- 
phones and  rugged,  recording  instru- 
ments. As  a machine,  the  stethograph  is 
subject  to  all  the  limitations  of  any 
mechanical  device,  particularly  in  the 
hands  of  an  unskilled  operator  and  inter- 
preter. We  have  found  it  of  value  in 
teaching  physical  diagnosis  of  the  heart. 
A graphic  representation  of  auditory 
stimuli  perceived  through  the  stethoscope 
greatly  enhances  the  facility  with  which 
the  student  learns  to  recognize  these 
stimuli  and  to  understand  the  mechan- 
isms by  which  they  are  created.  Further 
than  this,  the  stethograph  has  limited  clin- 
ical value  for  the  well-trained  clinician. 

Occasionally  it  is  used  for  timing  a 
murmur  or  the  extra  sound  in  a gallop 
rhythm,  for  differentiating  a Flint  mur- 
mur from  a mitral  diastolic  murmur,  or 
for  differentiating  an  opening  snap  of 
mitral  stenosis  from  a normal  third  heart 
sound  or  a split  second  sound.  The  steth- 
ograph will  rarely  record  a murmur  not 
easily  heard.  In  the  case  of  soft,  high- 


pitched,  basal  diastolic  murmurs,  how- 
ever, it  has  been  our  experience  that  the 
ear  may  occasionally  detect  the  murmur 
when  the  machine  does  not,  even  when 
aided  by  a higher  frequency  resonator. 
There  is  evidence  that  the  stethograph 
may  be  of  value  in  distinguishing  “or- 
ganic” from  “functional”  systolic  mur- 
murs. 

Lag-Screen  Belt  Electrocardiography. — 
Two  years  ago  an  apparatus11  was  de- 
vised that  makes  it  possible  to  view  the 
electrocardiogram  as  a succession  of 
standing  waves  while  it  is  being  recorded. 
The  instrument*  is  portable  and  compact, 
is  adaptable  to  many  electrocardiographs, 
and  permits  simultaneous  photographic 
recording.  The  visual  record  produced  is 
a duplicate  of  the  conventional  electro- 
cardiogram. 

The  apparatus  consists  of  a moving, 
endless  belt  coated  with  material  that 
phosphoresces  when  exposed  to  the  light 
beam  of  an  electrocardiograph.  Inas- 
much as  the  image  is  retained  eight  to 
thirty  seconds  by  this  belt,  one  may  view 
strips  6 to  20  inches  in  length.  This  is 
ample  for  comparisons  of  rhythm  and 
wave  forms.  For  a continuous  study  of 
the  heart  action,  the  belt  may  be  run 
steadily  for  as  long  as  desired  or  it  may 
be  stopped  at  any  point  for  from  ten  to 
fifteen  seconds  for  close  inspection  of  an 
individual  complex. 

There  are  several  advantages  to  this 
lag-screen  or  visual  electrocardiogram. 
The  immediate  visualization  is  useful  in 
cardiac  emergencies  and  in  bedside  teach- 
ing. It  permits  inexpensive  observations 
over  long  periods,  as  during  operations  or 
while  evaluating  the  effects  of  drugs.  It 
would  appear  to  have  value  in  the  routine 
examinations  of  large  numbers  of  indi- 
viduals such  as  students,  employees,  and 
dispensary  patients  on  whom  permanent 
records  are  necessary  only  if  abnormalities 
are  noted  by  the  visual  method. 

Precordial  Leads. — In  the  ten  years  that 
precordial  electrocardiography  has  been 
applied  to  the  study  and  diagnosis  of 
myocardial  infarction,  it  has  been  learned 

* Manufactured  by  Sanborn  Company,  Cambridge, 
Mass.,  under  the  name  of  Cardioscope. 
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that  certain  lesions  that  produce  only 
equivocal  changes  or  none  at  all  in  the 
standard  leads  show  rather  marked  ab- 
normalities in  the  chest  leads.  It  is 
undoubtedly  true  that  most  episodes  of 
myocardial  infarction  produce  changes  in 
one  or  more  of  the  three  conventional 
leads,  especially  if  serial  tracings  are 
taken.  However,  there  are  a small  but 
appreciable  number  of  infarcts  of  the 
myocardium  that  do  not  alter  the  stand- 
ard electrocardiogram  and  only  reveal 
their  presence  by  abnormalities  in  the 
precordial  leads.  In  some  instances  the 
latter  will  verify  otherwise  inconclusive 
changes  in  the  conventional  leads. 

The  contributions  of  several  investi- 
gators, particularly  Wilson12*  13-14< 15  and 
Wolferth  and  Wood,16-17  have  convinc- 
ingly demonstrated  the  value  of  precordial 
leads.  Clinicopathologic  correlations18-19-20 
in  adequate  numbers  have  been  made  to 
justify  the  conclusion  that  localization  of 
myocardial  infarcts  with  the  aid  of 
precordial  electrocardiograms  is  not  only 
possible  but  quite  accurate  in  most  in- 
stances. The  practical  value  of  localiza- 
tion, however,  is  not  as  yet  obvious  either 
in  prognosis  or  treatment. 

Precordial  leads  came  into  widespread 
use  about  1935.  Considerable  confusion 
ensued  because  of  the  lack  of  uniformity 
in  the  recording  technic  and  the  nomen- 
clature of  different  authorities.  This 
persisted  until  the  recommendations  of  a 
joint  committee  of  the  American  Heart 
Association  and  the  Cardiac  Society  of 
Great  Britain  and  Ireland  appeared  in 
1938.  These  recommendations21  con- 
cerned the  standardization  of  a single 
precordial  lead  for  routine  use.  In  ad- 
dition, a supplementary  report22  by  the 
American  committee  followed  for  the 
standardization  of  multiple  precordial 
leads.  For  details  refer  to  the  original 
articles21,22  in  the  Journal  of  the  American 
Medical  Association  and  the  American 
Heart  Journal. 

The  recommendations  for  standardiza- 
tion of  precordial  electrocardiograms  con- 
stitute a real  advance  in  making  these 
leads  more  useful  in  the  recognition  of 
abnormal  cardiac  electrophysiology. 


However,  I feel  that  there  are  still  too 
many  different  technics  employed,  par- 
ticularly in  taking  the  single  precordial 
lead.  This  gives  rise  to  confusion  and 
misinterpretation.  It  is  the  hope  of 
many  who  are  interested  in  this  work  that 
in  the  near  future  even  more  uniformity 
than  now  exists  will  be  adopted. 

Ballistocardiography. — Starr  and  his  co- 
workers23 have  recently  designed  a 
“swinging  bed,”  known  as  the  ballisto- 
cardiograph,  for  recording  the  movements 
imparted  to  the  body  by  the  acceleration 
of  blood  during  ventricular  ejection.  All 
lateral  motions  of  the  bed  are  restricted, 
and  the  counterforce  associated  with  the 
simultaneous  ejection  of  blood  into  the 
pulmonary  artery  and  aorta  produces  a 
longitudinal  thrust  of  the  bed  that  is 
recorded  optically  through  a rigid  iso- 
metric lever  and  mirror.  By  the  applica- 
tion of  the  ballistic  theory,  it  is  possible 
to  calculate  the  stroke  volume  of  the 
heart  from  the  ballistocardiogram  so  ob- 
tained, the  figures  comparing  favorably 
with  the  cardiac  output  estimated  by  the 
ethyl  iodide  method. 

Where  there  is  inequality  in  the  de- 
velopment or  strength  of  the  right  and 
left  ventricle,  the  rate  of  acceleration  of 
blood  in  the  pulmonary  artery  and  aorta  is 
unequal,  and  this  circumstance  is  re- 
flected in  the  ballistocardiogram  and 
complicates  the  calculation  of  cardiac 
output. 

The  instrument  is  useful  not  only  in 
detecting  the  muscular  inequality  just 
mentioned  but  also  in  the  analysis  of 
valvular  deformities.  The  estimation  of 
cardiac  output  by  this  mechanical  device 
is  distinctly  less  complicated  and  more 
rapid  than  by  the  various  chemical  meth- 
ods. 

Spirography. — Another  supplement  to 
clinical  examination  and  diagnosis  has 
recently  been  devised  by  Cournand  and 
his  associates,24  who  employ  a rather 
simple  method  of  graphic  registration  of 
breathing.  The  apparatus  used  is  a 
modified  recording  spirometer*  of  the 
closed  circuit  type  ordinarily  employed 
for  basal  metabolism  determinations. 

* Manufactured  by  Warren  Collins,  Boston. 
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The  measurements  used  for  recording 
respiration  include  quiet  breathing,  deep 
breathing  (vital  capacity),  maximum 
breathing  capacity,  and,  finally,  oxygen 
deficit.  Oxygen  deficit  is  of  particular 
importance  in  evaluating  various  cir- 
culatory disturbances. 

Although  primarily  of  use  in  the  study 
of  pulmonary  diseases,  it  is  of  value  in 
determining  the  nature  of  a patient’s 
dyspnea,  whether  it  is  of  cardiac  origin, 
or  due  to  chest  deformities  or  respiratory 
neurosis,  or  malingering. 

In  the  treatment  of  heart  failure  one 
occasionally  encounters  the  question  of  an 
associated  chronic  pulmonary  emphysema 
and  fibrosis  with  its  secondary  symptoms. 
Whether  this  association  is  coincidental 
or  whether  it  is  caused  by  alveolar  over- 
distention is  often  a subject  for  debate. 
In  such  instances  the  recognition  of  ob- 
structive emphysema  by  means  of  spiro- 
graphic  tracings  is  of  practical  signifi- 
cance. 

Therapy 

Vitamin  Bi  ( Thiamin  Chloride). — It 
has  recently  been  suggested  that  vitamin 
Bi  deficiency,  in  addition  to  being  an  in- 
dependent cause  of  congestive  failure  as 
in  beriberi  or  in  alcoholism,  may  con- 
dition or  exaggerate  failure  not  only  in 
subjects  with  heart  disease  of  known 
etiology  but  also  in  those  of  undetermined 
origin.  This  deficiency  is  also  quite 
likely  the  cause  of  the  heart  failure  noted 
in  scurvy  and  pellagra. 

Calculations25  made  of  the  diets  of  wage 
earners  and  low-salaried  clerical  workers 
show  that  a goodly  portion  consume  diets 
so  borderline  in  vitamin  Bi  that  the  pres- 
ence of  one  of  the  many  factors  increasing 
the  Bi  requirement  or  that  prevent  its 
absorption  or  utilization  is  apt  to  result 
in  clinical  vitamin  Bi  deficiency. 

The  prevalence  of  this  deficiency  in  the 
United  States  is  difficult  to  estimate  and 
consequently  debatable.  The  figures  of 
Jolliffe26  indicate  that  20  to  30  per  cent 
of  hospitalized  alcoholic  patients  have 
evidence  of  vitamin  Bi  deficiency  in  the 
form  of  polyneuritis,  and,  of  these,  about 
one-third  have  evidence  of  circulatory 


failure.  Alcoholism  accounted  for  over 
11,000  first  admissions  to  mental  insti- 
tutions in  193527;  thus,  the  frequency  in 
this  group  alone  suggests  the  proportions 
of  the  problem. 

It  is  important  to  appraise  the  nutri- 
tional history  not  only  in  suspected  cases 
of  beriberi  but  also  in  patients  with  other 
forms  of  heart  disease  in  whom  congestive 
failure  has  occurred.  One  may  obtain  a 
story  of  an  unbalanced  diet  or  excess 
consumption  of  vitamin-free  calories  as 
from  candy  or  alcohol.  The  presence  of 
digestive  disorders,  achlorhydria,  colitis, 
liver  disease,  and,  finally,  fever  may  cause 
an  increased  requirement  as  well  as  the 
possibility  of  failure  to  absorb  or  utilize 
the  vitamin. 

The  onset  of  symptoms  referable  to  the 
circulatory  dysfunction  secondary  to  vita- 
min Bi  deficiency  is  often  acute,  with 
palpitation,  dyspnea,  and  precordial  pain 
among  the  first  to  be  noted.  There  is 
progression  of  the  signs  and  symptoms 
so  that  within  two  weeks  or  so  the  indi- 
vidual presents  edema,  tachycardia,  some 
cardiac  enlargement  not  necessarily  lim- 
ited to  the  right  side  of  the  heart,  elevated 
systolic  pressure,  a palpable  liver,  systolic 
murmurs,  and  electrocardiographic  al- 
terations including  depressed  S-T  seg- 
ments, negative  T- waves,  and  prolonged 
Q-T  intervals.  They  tend  to  improve 
with  bed  rest  without  special  dietary 
measures,  but  improvement  can  be  has- 
tened by  a vitamin-rich  diet.  With  this 
response  there  is  usually  complete  reversal 
of  the  signs  and  symptoms. 

The  treatment  of  cardiac  manifesta- 
tions of  vitamin  Bi  deficiency,28  irrespec- 
tive of  whether  they  are  primary  in 
origin  or  merely  an  intensification  of  heart 
failure  of  any  common  type  of  heart 
disease,  is  essentially  one  of  bed  rest,  diet, 
and  vitamin  Bi. 

The  diet  must  be  adequate  in  all  es- 
sentials, avoiding  vitamin-free  foods  such 
as  white  bread,  candy,  and  soft  drinks, 
and  should  be  supplemented  by  the  entire 
vitamin  B complex  (brewers’  yeast  and 
liver  concentrate,  Vegex)  and  by  concen- 
trates of  vitamins  A,  D,  and  C.  Specific 
therapy  in  the  form  of  synthetic  vitamin 
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Bi  (thiamin  chloride)  should  be  given 
parenterally.  For  those  in  circulatory 
collapse,  1,000  mg.  may  be  given  in 
divided  doses  within  the  first  twenty-four 
hours.  Ordinarily,  however,  the  daily 
administration  of  20  to  200  mg.  in  divided 
doses  intramuscularly,  depending  on  the 
severity,  is  sufficient.  A balanced  diet, 
supplemented  by  those  foods  rich  in  vita- 
min B complex,  is  usually  sufficient  during 
and  following  convalescence  if  the  cause 
of  the  vitamin  deficiency  has  been  found 
and  corrected. 

Chemotherapy. — Although  a recent  re- 
port29 would  seem  to  confirm  previous 
studies  of  a downward  trend  in  the 
mortality  from  heart  disease  among  young 
people  5 to  24  years  of  age  (14.9  per 
100,000  during  1930-1936  as  compared 
with  19.7  per  100,000  during  1922-1929, 
a decline  of  24.4  per  cent)  and  although 
80  per  cent  of  heart  disease  during  this 
age  period  is  of  rheumatic  origin,  the 
seriousness  of  the  problem  of  persons 
suffering  from  rheumatic  cardiac  disease 
is  still  fully  appreciated. 

Most  deaths  in  rheumatic  heart  disease 
seem  to  follow  recurrences  of  rheumatic 
infection  from  which  patients  temporarily 
recover  but,  as  a rule,  with  definite 
diminution  in  their  functional  capacity. 
The  commonest  cause  of  these  recurrences 
is  acute  tonsillitis  or  pharyngitis  usually  of 
streptococcic  nature. 

Reports30’31  in  this  country  seem  to 
show  that  sulfanilamide  has  no  beneficial 
effect  on  rheumatic  fever  despite  its 
rather  close  association  with  hemolytic 
streptococcic  infections.  Nor  is  it  ef- 
fective in  preventing  rheumatic  recrudes- 
cences when  administered  during  or  after 
the  onset  of  streptococcic  throat  infec- 
tions. 

However,  sulfanilamide  does  seem  to 
be  useful  as  a prophylactic  in  the  pre- 
vention of  rheumatic  exacerbations.  This 
is  indicated  by  the  recent  studies  of 
Thomas  and  France32  and  of  Coburn  and 
Moore.33  Thomas  and  France  used  a 
control  group  of  30  rheumatic  children 
who  received  no  drug  for  comparison  with 
another  group  of  30  rheumatic  children 
who  received  it  daily  from  November  to 


June.  None  of  those  receiving  sulfanil- 
amide developed  either  rheumatic  fever 
or  acute  hemolytic  streptococcic  infection, 
whereas  4 of  the  controls  had  an  attack 
of  rheumatic  fever  and  1 other  had  a 
hemolytic  streptococcic  infection.  Co- 
burn and  Moore  administered  the  drug 
daily  (2  Gm.)  from  November  to  June 
to  80  rheumatic  children  of  whom  all 
but  1 escaped  hemolytic  streptococcic 
infection  and  signs  of  rheumatic  activity. 

These  results  are  rather  striking.  They 
seem  to  indicate  that  sulfanilamide  may 
be  of  practical  value  as  a prophylactic 
against  recurrent  attacks  of  rheumatic 
fever. 

In  the  past  few  years  innumerable  cases 
of  bacterial  endocarditis,  both  acute  and 
subacute,  have  received  one  or  the  other 
of  the  new  sulfonamide  compounds,  es- 
pecially sulfanilamide  and  sulfapyridine. 
In  most  instances  reported,34’35  the  drug 
lowered  the  temperature  and  rendered  the 
blood  stream  free  of  bacteria,  but  these 
effects  were  only  temporary,  i.e.,  from  a 
few  days  to  several  months,  and  the 
course  of  the  disease  was  not  altered. 
A recovery  has  rarely  been  reported.34’36 

It  seems  fair  to  conclude  that  chemo- 
therapy is  of  doubtful  value  in  subacute 
bacterial  endocarditis  (Streptococcus  viri- 
dans)  because  of  the  nature  of  the  site  of 
infection  as  typified  by  the  large  pro- 
liferating vegetations  beneath  whose 
surface  clusters  of  bacteria  are  well  pro- 
tected from  the  action  of  the  circulating 
drug.  However,  there  is  some  hope  that 
these  drugs  may  be  effective  in  the  acute 
endocardial  lesions,  especially  those  of 
gonococcic36  and  pneumococcic  origin. 
Since  the  disease  is  almost  universally 
fatal,  any  form  of  chemotherapy  that 
offers  the  slightest  chance  of  recovery  and 
whose  possible  benefits  may  outweigh  the 
risks  should  be  given  a liberal  trial. 

Heparin. — The  recent  studies  of  Best 
and  his  co-workers37’38  on  heparin  are  of 
distinct  significance  for  those  interested 
in  the  treatment  of  heart  diseases.  Of 
considerable  interest  is  the  demonstration 
that  heparin  prevents  the  thrombosis 
that  usually  occurs  in  the  coronary 
arteries  of  dogs  after  sodium  ricinoleate 
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has  been  injected  into  these  vessels.  In 
other  words,  it  prevents  thrombus  for- 
mation in  the  coronary  arteries  of  these 
animals  in  the  same  manner  as  it  has 
been  shown  to  do  in  the  peripheral  vessels 
of  man.  This  suggests,  of  course,  the 
possibility  of  its  clinical  use  in  the  initial 
stages  of  coronary  thrombosis,  either  in  an 
attempt  to  prevent  thrombus  formation 
in  a coronary  artery  or,  if  already  present, 
prevent  its  extension  or  at  least  arrest 
the  mural  thrombosis  that  so  often  occurs 
in  the  ventricle  over  the  infarct.  The 
latter  thrombus  is  a source  for  embolic 
complications.  Experimental  and  clinical 
experience39  has  shown  that  heparin  will 
not  dissolve  a thrombus  either  in  vivo  or 
in  vitro  but  that  it  can  readily  arrest  or 
prevent  it. 

It  has  been  mentioned  on  several  oc- 
casions that  the  main  difficulty  in  the 
clinical  investigation  of  heparin  as  a 
therapeutic  or  prophylactic  agent  in 
coronary  thrombosis  is  the  absence  or 
lack  of  recognition  of  premonitory  signs 
and  symptoms  of  this  lesion.  A clearer 
understanding  of  the  precipitating  factors 
of  coronary  thrombosis  must  be  had  be- 
fore the  rationale  of  heparin  administra- 
tion in  this  condition  will  be  acceptable. 
Unfortunately  it  is  still  a relatively  ex- 
pensive product  ($50-$100  per  gram),  cost- 
ing $4.00  to  $7.00  per  day  in  Canada,40 
to  keep  the  clotting  time  of  a patient’s 
blood  around  twenty  minutes.  Its  cost  is, 
therefore,  a distinct  drawback  to  wide- 
spread experimental  or  clinical  studies. 

The  use  of  heparin  in  the  treatment  of 
subacute  bacterial  endocarditis  has  been 
reported  recently  both  in  combination 
with  sulfapyridine  and  also  alone. 

In  the  first  method  using  both  drugs,41 
sulfapyridine  was  employed  for  its  bac- 
teriostatic and  perhaps  bactericidal  action 
on  the  circulating  bacteria  or  those  on  the 
surface  of  the  vegetations,  and  heparin 
was  used  for  its  anticoagulating  action 
and  to  prevent  further  thrombotic  depo- 
sition on  the  vegetations.  Only  3 of 
the  7 patients  with  Str.  viridans  endo- 
carditis submitted  to  this  treatment  were 
able  to  take  the  heparin  for  more  than  a 
week,  but  all  3 were  said  to  show  striking 


improvement  and  were  free  from  evi- 
dences of  the  disease  for  nineteen,  eighteen, 
and  four  weeks,  respectively,  after  stop- 
ping treatment. 

In  using  heparin  alone,  Friedman  and 
collaborators42  felt  that  it  might  prevent 
new  fibrin  and  platelet  formation  and  thus 
allow  the  valvular  processes  of  repair  and 
sterilization  to  gain  the  ascendency  and 
terminate  the  infection.  However,  the 
patient  died  of  cerebral  hemorrhage  before 
a long  enough  time  had  elapsed  to  evalu- 
ate the  worth  of  this  treatment. 

Both  reports,  of  preliminary  nature  and 
appearing  simultaneously,  although  in- 
teresting, are  too  recent  and  too  incon- 
clusive to  permit  any  deductions  at  this 
date.  However,  in  view  of  the  hopeless 
nature  of  the  disease  further  trial  is 
warranted. 

Ouabain  and  Digitalis. — A combination 
of  ouabain  intravenously  and  digitalis 
orally  as  a method  of  rapid  digitalization 
has  recently  been  presented  by  Batter- 
man,  Rose,  and  DeGraff.43  They  wished 
particularly  to  avoid  the  disadvantages 
of  the  accepted  methods  of  the  use  of 
both  drugs  by  supplementing  and  main- 
taining the  early  action  of  ouabain  by 
the  simultaneous  administration  of  a 
single  dose  of  digitalis.  It  was  to  be 
expected  that  at  the  time  when  the 
therapeutic  effect  of  the  ouabain  passed 
its  maximum  and  started  to  diminish  the 
slowly  increasing  action  of  digitalis  would 
be  manifest.  In  this  way  an  interval 
between  complete  digitalization  and  the 
establishment  of  a maintenance  level 
would  not  occur. 

Rapid  and  safe  digitalization  can  be 
obtained  by  the  simultaneous  administra- 
tion of  0.5  mg.  (5  cat  units)  of  ouabain 
intravenously  and  6 to  8 cat  units  of 
digitalis  leaf  orally,  the  latter  depending 
upon  the  estimated  edema-free  weight  of 
the  patient. 

Digitalization  was  performed  sixty 
times  in  59  patients  regardless  of  the  de- 
gree of  congestive  heart  failure,  type  of 
heart  disease,  rhythm,  or  age.  Improve- 
ment in  the  majority  of  patients  occurred 
within  one  hour.  This  improvement,  once 
established,  was  progressive,  the  maxi- 
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mum  effect  occurring  at  twenty-four 
hours. 

The  advantages  of  the  method  include 
relative  ease  of  administration,  ease  of 
establishment  of  the  maintenance  dose 
of  digitalis  leaf,  its  applicability  to  pa- 
tients with  regular  sinus  rhythm  as  well 
as  to  those  with  auricular  fibrillation,  and 
the  rapidity  of  producing  safe  and  com- 
plete digitalization. 

From  the  foregoing  it  is  apparent  that 
the  method  should  be  of  value  in  patients 
requiring  rapid  digitalization  as  an  emer- 
gency in  acute  or  severe  congestive  heart 
failure  and  in  those  in  need  of  prompt 
surgical  or  obstetric  intervention. 

The  method  should  be  used  with  cau- 
tion in  patients  with  myocardial  infarc- 
tion and  its  use  avoided  in  patients  who 
have  received  digitalis  ten  to  fourteen 
days  prior  to  observation. 

Surgical  Therapy  of  Chronic  Heart 
Diseases 

There  are  some  diseases  of  the  heart 
and  great  vessels  which  respond  well  to 
surgical  measures.  Their  number  seems 
to  be  increasing  steadily.  The  most 
recent  addition  to  this  group  is  that  of 
patent  ductus  arteriosus,  one  of  the  com- 
monest congenital  anomalies  of  the  heart. 
The  surgical  procedure  is  that  of  ligation, 
the  first  successful  one  having  been  per- 
formed by  Gross  and  Hubbard  in  August, 
1938, 44  although  it  was  first  suggested  in 
1907.  To  date  some  30  or  more  ligations 
have  been  performed  throughout  the 
country,  13  by  Dolley,  Jones,  and  Bul- 
lock45’46 (Los  Angeles),  10  by  Gross47 
(Boston),  4 by  Touroff48  (New  York 
City),  and  the  remainder  by  other  sur- 
geons. The  operative  mortality  has  been 
very  low  except  in  those  complicated  by 
subacute  bacterial  endarteritis,  and  the 
results  have  been  uniformly  good  with 
complete  relief  of  symptoms.  Of  special 
interest  is  a patient  whose  patent  ductus 
was  ligated  in  the  presence  of  subacute 
bacterial  endarteritis  and  who  has  now 
been  well  some  three  months  with  nega- 
tive blood  cultures  that  had  been  positive 
for  the  Str.  viridans  preoperatively.48 


The  prognosis  of  patients  with  this 
anomaly  is  poor,  especially  from  the 
point  of  view  of  the  internist  who  sees 
them  in  adolescence  and  young  adult 
life,  for  the  majority  (86  per  cent)  die  at 
this  period  as  a result  of  the  abnormality. 
Over  half  of  these  die  of  bacterial  endo- 
carditis and  the  remainder  of  congestive 
heart  failure.  It  is  of  importance  to 
note  that  only  by  eliminating  children 
below  three  years  of  age  from  any 
statistical  analysis  of  this  condition  can 
the  incidence  of  bacterial  infection  be 
properly  computed.45 

The  indications  for  ligation  are  not  as 
yet  clearly  defined,  and  the  ultimate 
prognosis  remains  unknown.  Therefore, 
the  operation  is  still  in  the  experimental 
stage  and  should  not  be  recommended 
routinely  for  all  individuals  with  patent 
ductus  arteriosus.  If  it  will  prevent  the 
development  of  bacterial  endarteritis,  it 
would  seem  to  be  most  advantageous  if 
performed  in  childhood  before  the  second 
decade,  since  the  incidence  of  this  com- 
plication increases  considerably  around 
this  period.45  Then,  too,  the  operative 
procedure  is  easiest  in  the  young  chil- 
dren. 

Other  indications  would  seem  to  in- 
clude the  presence  of  a diminished  func- 
tional capacity,  the  presence  of  marked 
enlargement  of  the  heart,  and,  finally, 
impaired  growth  and  development.45’49 

Undoubtedly  the  future  course  of  those 
patients  successfully  operated  on  in  the 
past  year  or  so  will  some  day  give  the 
answer  as  to  whether  or  not  ligation  can 
improve  the  prognosis  for  patients  with 
patent  ductus  arteriosus  and  especially 
whether  it  will  prevent  the  development 
of  subacute  bacterial  endarteritis.  Less 
than  two  years  have  elapsed  since  the 
first  case44  was  successfully  ligated. 

Surgical  Therapy  of  Coronary  Insuffi- 
ciency.— New  surgical  procedures  con- 
tinue to  be  developed  in  the  treatment  of 
individuals  with  coronary  disease,  espe- 
cially for  those  with  the  anginal  syndrome. 
Other  methods50’51  have  more  or  less  been 
discontinued  or  the  frequency  of  their 
usage  considerably  decreased.  Among  the 
latter  is  total  thyroidectomy,  which  was 
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first  proposed  some  five  or  six  years  ago 
for  the  treatment  of  congestive  heart 
failure  and  angina  pectoris.  During  the 
intervening  period  some  800  patients 
were  treated  by  total  ablation  of  the 
normal  thyroid.  Blumgart,51  who  with 
Levine  originally  evolved  this  rather 
radical  method,  is  the  only  experienced 
authority  who  still  considers  it  a valuable 
procedure.  However,  he  recommends  it 
less  frequently  than  previously  but  feels 
that  it  is  of  value  in  the  occasional  pa- 
tient whose  congestive  heart  failure  or 
anginal  syndrome  remains  stationary  or  is 
slowly  becoming  worse  despite  the  benefit 
of  thorough  medical  therapy. 

Cardio-omentopexy . — In  January,  1936, 
O’Shaughnessy52  first  performed  on  man 
the  operation  known  as  cardio-omento- 
pexy after  several  years  of  research  to 
evolve  a method  for  the  revascularization 
of  the  ischemic  heart.  In  a series  of  pub- 
lications he  reported  a detailed  investiga- 
tion of  the  methods  to  increase  the  blood 
supply  to  the  heart.  He  showed  that  a 
pedicled  omental  graft  in  a dog  was  com- 
patible with  a high  degree  of  physical 
activity  and  that  vascular  connections 
demonstrable  by  injection  methods  de- 
veloped rapidly  between  it  and  the  myo- 
cardium, irrespective  of  whether  it  was 
applied  to  normal  myocardium  or  an 
area  of  recent  or  old  ischemia.  To  date 
O’Shaughnessy  has  performed  fifty  grafts 
in  man,  but  no  analysis  of  this  group  is 
available  as  yet.54  In  1938  he55  reported 
on  20  patients  with  evidence  of  cardiac 
ischemia,  15  of  whom  suffered  from  severe 
angina  pectoris  but  in  all  of  whom  medical 
therapy  had  failed.  There  were  5 
deaths,  but  only  1 was  the  direct  result 
of  operation.  Of  the  10  patients  with 
angina  who  survived,  8 were  completely 
free  of  the  anginal  pain,  and,  of  these,  7 
had  returned  to  work.  Of  the  8 “cures,” 
7 occurred  after  cardio-omentopexy  and 
1 after  the  insertion  of  an  irritant 
(aleuronat)  in  the  pericardial  cavity. 

The  last  procedure,  known  as  cardio- 
pericardiopexy  and  employing  talcum 
powder  instead  of  powdered  beef  bone  or 
aleuronat,  has  been  performed  by  Thomp- 
son and  Raisbeck56  in  some  11  patients 


with  advanced  coronary  disease,  some 
with  old  coronary  occlusion  and  healed 
myocardial  infarcts.  Four  deaths  have 
occurred  in  the  group,  only  1 directly 
related  to  operation,  the  other  3 being 
due  to  recurrent  myocardial  infarcts  two, 
three,  and  six  weeks,  respectively,  after 
operation.  Two  patients  operated  on 
some  eighteen  and  sixteen  months  ago 
are  symptom-free  and  active  in  busi- 
ness.57 

The  purpose  of  this  method  is  to  pro- 
duce adhesions  between  the  two  peri- 
cardial layers  so  that  new  blood  vessels 
may  grow  into  the  epicardium  and  myo- 
cardium and  thus  act  as  a collateral 
coronary  circulation. 

Considerable  skepticism  exists  as  to  the 
significance  of  these  new  blood  channels 
because  of  unfavorable  results  in  injection 
studies  of  adherent  pericardia  and  other 
grafts.  The  most  recent  experimental 
studies  reported  are  those  of  Burchell,58 
who  feels  that  as  far  as  coronary  occlusion 
in  dogs  is  concerned  the  role  played  by 
vascular  channels  in  pericardial  adhesions 
in  supplying  blood  to  the  myocardium 
is  minimal  or  nonexistent. 

Irrespective  of  the  rather  contradictory 
experimental  studies  in  dogs,  many  more 
patients  must  be  submitted  to  these  pro- 
cedures before  any  definite  conclusions 
can  be  made.  To  date  the  results  are 
moderately  encouraging.  Whether  one 
of  these  developments  in  the  surgical 
therapy  of  coronary  disease  will  become  a 
therapeutic  method  of  considerable  value 
still  remains  to  be  decided. 

Electrothermic  Coagulation  of  Aortic 
Aneurysms. — Although  the  wiring  of 
aneurysms  was  first  attempted  some 
seventy-five  years  ago  and  although  the 
principle  of  this  treatment,  to  induce 
clotting,  is  basically  sound,  the  results 
have  been  variable  and,  in  general,  not 
satisfactory. 

Recently,  Blakemore  and  King,59  on  the 
basis  of  experimental  and  clinical  studies, 
found  that  fast-moving  blood  will  not 
clot  on  wire.  For  the  past  few  years  the 
authors  have  employed  an  ingenuous 
method  of  wiring  aneurysms,  in  which  the 
blood  velocity  and  not  the  size  of  an 
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aneurysm  indicates  the  amount  of  wire 
necessary  to  slow  blood  flow  to  a velocity 
at  which  complete  clotting  takes  place. 
They  introduce  into  the  aneurysm  through 
a special  needle  adequate  amounts  of  an 
insulated  silver  alloy  wire  to  impede  blood 
flow.  This  is  later  heated  to  an  average 
temperature  of  80  C.  for  one  to  four  ten- 
second  periods.  Heating  the  wire  results 
in  the  deposit  of  a protein  coagulum  that 
furnishes  a clot-stimulating  surface  to 
the  circulating  blood.  The  temperature 
changes  in  the  wire  are  followed  by  an 
instrument  known  as  a ratiometer  from 
which  the  temperature  to  which  the  wire 
is  being  heated  can  be  read  directly  and 
instantly.  Since  the  rate  of  cooling  is 
the  factor  determining  the  current  neces- 
sary to  heat  the  wire  distributed  within 
the  aneurysm,  a good  index  of  the  velocity 
of  blood  flow  through  the  lesion  is  ob- 
tained. The  heated  wire  not  only  rein- 
forces the  blood  clot  but  may  cause  heat 
inflammation  within  the  sac  wall,  which 
in  turn  promotes  adherence  and  organiza- 
tion of  the  clot.  Wiring  is  repeated  at 
from  seven-  to  fourteen-day  intervals 
for  the  more  active  aneurysms. 

The  results60  in  28  patients  have  been 
remarkably  good.  Several  of  the  patients 
who  were  wired  five  years  ago  are  alive 
and  quite  active.  Although  11  have  died 
in  the  intervening  years,  only  2 were  con- 
sidered to  be  of  operative  nature.  Relief 
of  symptoms  has  been  complete  in  the 
majority  of  the  cases.  Either  reduction 
in  size  or  absence  of  growth  of  the 
aneurysm  has  frequently  been  demon- 
strated. It  has  also  eliminated  the  com- 
plications of  compression  and  erosion  and 
has  even  averted  rupture. 

This  method  of  wiring  and  clotting  sac- 
cular and  fusiform  aneurysms  is  safe  and 
efficient.  It  seems  to  me  justifiable  to 
recommend  it  for  the  treatment  of  those 
individuals  who  present  either  signs  or 
symptoms  of  an  expanding  aneurysm, 
for  there  is  apparently  nothing  in  the 
medical  armamentarium  to  prevent  this 
progression. 

In  conclusion,  I wish  to  state  that  this 
has  been  a hurried  and  rather  brief  dis- 
cussion of  the  more  recent  refinements  in 


the  diagnosis  and  also  in  the  treatment  of 
chronic  heart  diseases. 
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CAUSES  AND  RELIEF  OF  SYMPTOMS  FOLLOWING 
CHOLECYSTECTOMY 

R.  Franklin  Carter,  M.D.,  and  Bernard  Marraffino,  M.D.,  New  York  City 

(. Associate  Clinical  Professor  of  Surgery  and  Assistant  Surgeon,  Clinic  Service,  respectively,  New  York 
Post-Graduate  Medical  School  and  Hospital) 


A study  of  the  cause  and  relief  of  symp- 
L toms  following  cholecystectomy  has 
been  carried  out  by  the  gallbladder  clinic 
of  the  Post-Graduate  Hospital  during  the 
past  ten  years.  During  this  period  of 
time  a total  of  485  operative  cases  has 
been  observed,  307  patients  of  which 
have  had  a follow-up  study  (Fig.  1). 

The  original  operative  diagnosis  has 
been  used  as  a means  of  classification  in 
the  follow-up  study  group  of  307  cases. 
The  follow-up  period  of  observation  of 
patients  has  been  divided  into  two  parts: 
those  who  have  been  studied  for  less  than 
two  years  and  those  who  have  been 
studied  for  more  than  two  years.  A 
division  of  this  kind  demonstrates  that 
patients  followed  over  long  periods  show  a 
greater  tendency  for  recurrence  of  symp- 
toms. This  suggests  the  fact  that  the 
majority  of  patients  will  show  a recurrence 
of  symptoms  if  followed  long  enough. 

The  noncalculous  group  includes  the 
noninfectious  and  the  infectious  types  of 
gallbladder  disease.  The  former  repre- 
sents those  patients  who  present  the 
symptom  syndrome  associated  with  dis- 
turbance in  the  common  duct  sphincter 
mechanism  known  as  dyskinesia.  This 
group  of  operative  dyskinesia  cases  is 


small  because  cholecystectomy  has  been 
practically  discontinued  in  the  treatment 
of  this  disturbance.  The  follow-up  in  the 
13  cases  shows  a recurrence  of  symptoms 
in  11  patients,  8 out  of  10  of  whom  ex- 
perienced this  recurrence  in  less  than  two 
years.  This  clearly  indicates  the  reason 
for  discontinuing  surgical  treatment  in 
this  group. 

The  infectious  group  includes  those 
patients  in  whom  active  infectious  chole- 
cystitis was  found,  with  no  stones.  The 
follow-up  in  this  group  shows  the  majority 
of  patients  to  be  in  need  of  medical  treat- 
ment, although  there  were  6 cases  re- 
operated upon  for  recurrence  of  symp- 
toms of  cholangitis  or  common  duct 
stone. 

The  calculous  cases  have  also  been  di- 
vided into  the  noninfectious  and  infec- 
tious types  of  disease.  In  the  noninfec- 
tious group  are  included  both  dyskinesia 
and  metabolic  disturbances.  In  those 
cases  of  dyskinesia  followed  for  more  than 
two  years,  the  proportion  of  recurrent 
symptoms  was  about  the  same  as  in  the 
noncalculous  group.  All  of  this  group 
were  placed  under  medical  care. 

In  the  infectious  group  with  stones 
are  included  both  acute  and  chronic 
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TOTAL  CASS  PATA  - 307  CASSS  (1930-40) 
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cholecystitis.  Follow-up  studies  indicated 
recurrent  symptoms  in  approximately  50 
per  cent  of  the  cases,  although  evidence 
of  recurrent  infection  of  the  common 
duct  was  infrequent.  Nineteen  patients 
showed  recurrent  or  retained  common 
duct  stones.  Seventeen  of  the  101  pa- 
tients having  either  cholangitis  or  com- 
mon duct  stones  were  subjected  to  further 
operative  procedures. 

Evidence  of  common  duct  disease  was 
found  at  the  time  of  the  original  opera- 
tion in  26  cases.  Of  the  6 patients  in  the 
noninfectious  group,  3 had  recurrent 
symptoms.  All  of  these  were  treated 
medically.  Of  the  11  patients  in  the  in- 
fectious group  who  had  recurrent  symp- 
toms, 8 required  further  surgical  inter- 
vention. 

In  the  total  group  of  307  patients,  there 
were  recurrent  symptoms  in  193  or  63 
per  cent.  Medical  management  was  in- 
dicated for  the  relief  of  symptoms  in  84 
per  cent  of  the  group;  surgery  was  re- 
quired in  16  per  cent. 

Four  case  histories  have  been  chosen 
from  this  group  of  307  patients.  They 
represent  the  main  factors  of  infectious 
cholecystitis  in  the  group.  The  influence 
of  gallbladder  and,  postoperatively,  of 


common  duct  dyskinesia  in  the  post- 
operative recurrence  of  symptoms  in  the 
group  of  307  cases  is  also  shown  to  be  a 
major  factor  in  the  postoperative  care  of 
these  4 patients.  The  relative  importance 
of  postoperative  dyskinesia  of  the  common 
duct  is  not  adequately  shown  in  the  cases 
selected.  A review  of  the  incidence  of 
common  duct  dyskinesia  as  a cause  of 
postoperative  symptomatology  is  shown 
to  be  far  greater  in  the  entire  307  cases 
than  that  found  in  the  4 cases  selected. 
The  popular  belief  that  infection  is  the 
inciting  factor  in  gallbladder  disease  has 
led  us  to  select  these  4 cases  in  which  the 
course  of  the  infection  can  be  traced 
throughout  the  period  of  observation  of 
the  case.  The  influence  upon  the  infec- 
tion of  the  proper  treatment  of  the  dys- 
kinesia element  is  obvious  in  Case  2. 
By  such  concrete  evidence  of  the  influence 
of  dyskinesia  upon  infectious  cholangitis, 
popular  interest  may  be  aroused  in  the 
cause  of  symptoms  occurring  in  patients 
in  whom  no  infection  can  be  demon- 
strated. An  analysis  of  those  patients 
seen  in  the  clinic  in  the  primary  stage  of 
gallbladder  disturbance  has  shown,  inso- 
far as  symptomatology  and  pathology 
can  be  determined,  90  per  cent  to  have 


1650 


CARTER  AND  MARRAFFINO 


[N.  Y.  State  J.  M. 


Fig.  2. 


dyskinesia  and  10  per  cent  to  have  in- 
fectious lesions. 

Case  Reports 

Case  1 (Fig.  2). — A woman,  aged  43,  was  ad- 
mitted to  the  clinic  on  February  16,  1938,  with 
a chief  complaint  of  typhoid  carrier.  The  past 
history  of  typhoid  fever  eighteen  years  previously 
was  followed  by  no  positive  signs  of  gallbladder 
disease.  During  routine  health  examination  in 
November,  1937,  her  stool  examination  revealed 
typhoid  organisms.  There  was  a history  of 
nausea  with  epigastric  distress  and  distention. 

Physical  examination  revealed  a poorly  nour- 
ished, anemic  individual  with  no  external  signs  of 
organic  disease.  Investigation  of  the  gallbladder 
tract  by  the  routine  of  the  clinic  revealed  a non- 
functioning gallbladder  with  positive  cultures 
of  Bacillus  typhosus  in  the  duodenal  bile  speci- 
mens. 


Operative  treatment  of  cholecystectomy  was 
recommended  because  of  the  typhoid  complica- 
tion which  was  thought  to  be  residual  in  the  gall- 
bladder. Operation  took  place  on  March  25, 
1938.  An  obstructed  gallbladder  was  found 
packed  with  stones.  The  common  duct  was 
moderately  dilated. 

Pathologic  examination  of  the  gallbladder 
wall  revealed  a marked  destructive  cholecystitis 
of  a chronic  inflammatory  type.  Cultures  of  the 
gallbladder  wall  were  positive  for  B.  typhosus 
organisms. 

The  follow-up  routine  examination  in  this 
patient  began  two  months  after  operation,  with 
a duodenal  drainage  examination  which  in- 
cluded a culture  of  the  bile  obtained.  The  first 
examination  and  ten  subsequent  cultural  ex- 
aminations of  the  duodenal  bile  and  stool  speci- 
mens during  the  following  year  have  been  nega- 
tive for  B.  typhosus  organisms. 
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The  belief  that  infection  and  its  influence  in 
destruction  of  the  gallbladder  function  is  re- 
sponsible for  the  symptom  syndrome  of  gall- 
bladder disease  is  considerably  shaken  by  the 
observation  of  such  instances  as  the  above  in 
which  no  dyskinesia  of  the  gallbladder  mech- 
anism can  be  demonstrated. 

The  basis  for  the  claim  of  no  dyskinesia  exist- 
ing in  this  instance  is  found  in  (1)  the  relatively 
quiescent  preoperative  period  in  which  the  gall- 
bladder function  was  completely  destroyed;  (2) 
the  preoperative  duodenal  drainage  examination 
with  normal  response  of  moderately  dark  bile  to 
duodenal  stimulation  with  magnesium  sulfate 
and  olive  oil  and  the  few  crystals  found  upon 
microscopic  examination;  (3)  the  operative 
findings  of  moderately  dilated  common  duct 
such  as  takes  place  when  the  gallbladder  is  re- 
moved or  destroyed  by  disease;  (4)  the  finding 
of  no  bile  in  the  fibrotic  gallbladder;  and  (5) 
the  positive  culture  of  B.  typhosus  in  the  gall- 
bladder wall. 

The  follow-up  course  has  shown  no  evidence 
of  dyskinesia  in  that  (1)  the  duodenal  drainage 
bile  specimens  have  been  uniform ; (2)  there  has 
been  no  pain  and  few  associated  symptoms  of 
dyspepsia;  and  (3)  only  an  occasional  crystal  in 
the  bile  specimens.  No  treatment  of  a specific 
nature  has  been  needed  to  supplement  the  result 
of  surgery  in  effecting  a complete  cure  so  far  as 
can  be  determined  in  this  patient. 

Infectious  cholecystitis  of  this  type,  in  which 
it  seems  fair  to  assume  that  little  or  no  dyskinesia 
of  the  gallbladder  emptying  mechanism  has 
existed,  is  uniformly  cured  by  cholecystectomy 
when  the  operation  is  performed  before  an  ex- 
tension to  the  common  duct  has  taken  place. 

The  schematic  drawing  below  the  graph  in 
Fig.  2 is  an  attempt  to  show  the  pathologic 
course,  pre-  and  postoperatively,  of  this  case  of 
infectious  cholecystitis  in  which  there  is  no 
dyskinesia  or  pathologic  dilatation  of  the  common 
duct. 

Case  2. — A woman,  aged  30,  was  admitted 
to  the  clinic  on  November  1,  1939,  with 
a chief  complaint  of  typhoid  carrier.  The  past 
history  of  typhoid  fever  occurring  in  July, 
1938,  was  accompanied  by  a blood-stream  infec- 
tion and  acute  typhoid  cholecystitis.  Operation 
was  performed  at  that  time  and  an  acute  chole- 
cystitis with  cholelithiasis  was  discovered.  The 
past  history  of  this  patient  is  in  marked  con- 
trast to  that  in  Case  1 in  that  there  was  a previous 
gastric  history  simulating  ulcer  syndrome  of  four 
years  standing  for  which  she  had  had  medical 
treatment  without  relief.  The  subsequent  course 
of  the  case  revealed  positive  gallbladder  disease 
instead  of  ulcer  to  be  the  cause  of  the  symptoms. 


No  organisms  were  found  at  operation  other  than 
the  typhoid  bacillus.  It  seems  fair  to  assume, 
on  the  basis  of  the  establishment  of  dyskinesia 
postoperatively  in  this  patient,  that  the  primary 
cause  of  gallbladder  disease  was  dyskinesia  with 
bile  stasis  and  subsequent  stone  formation  and 
intercurrent  infection  with  the  typhoid  organism 
during  the  course  of  the  blood-stream  infection. 

Following  the  removal  of  the  gallbladder  in 
this  patient,  the  symptoms  of  gastric  distress 
became  more  pronounced.  In  addition,  the 
stool  examination  continued  to  show  B.  typhosus. 
Gastrointestinal  x-ray  examination  revealed  no 
ulcerative  lesions.  The  two  foci  of  retained 
typhoid  infection  remaining  were  the  appendix 
and  common  duct  involvement. 

Upon  her  admission  to  the  gallbladder  clinic 
and  its  routine  examination,  the  presence  of 
typhoid  bacilli  in  the  duodenal  bile  specimens 
was  established.  In  addition,  the  examination 
revealed  common  duct  dyskinesia  and  bile 
stasis,  with  corresponding  symptom  syndrome. 

Treatment,  instituted  for  the  relief  of  common 
duct  dyskinesia  and  bile  stasis,  consisted  of  anti- 
spasmodics,  sedatives,  and  dilute  hydrochloric 
acid.  A review  of  the  patient’s  postoperative 
course  reveals:  (1)  a return  to  normal  of  the 
response  to  magnesium  sulfate  and  olive  oil 
stimulation  of  the  duodenum,  and  (2)  disappear- 
ance of  crystalline  sediment.  The  symptoms  of 
gastric  nature  cleared  up.  Two  cultures  re- 
vealed B.  typhosus  during  the  early  period  of 
therapy,  and  the  following  four  examinations 
have  been  negative  after  the  disappearance  of 
all  evidence  of  dyskinesia. 

On  the  grounds  of  the  similarity  of  findings  in 
other  patients  who  have  been  followed  through- 
out the  course  of  their  disease,  we  assume,  in  this 
instance,  the  presence  of  dyskinesia  as  a primary 
factor  before  operation,  and,  as  an  established 
finding  after  operation,  that  the  infection  by  B. 
typhosus  was  a superimposed  element  in  the  case. 
Cholecystectomy  alone  is  not  sufficient  either  to 
relieve  the  infection  or  to  effect  relief  of  the  dys- 
kinesia, the  effect  of  which  has  been  passed  on 
to  the  common  duct  after  cholecystectomy.  In 
this  instance  the  infectious  invasion  of  the  com- 
mon duct  had  not  become  so  well  established  in 
the  sacculi  of  the  common  and  hepatic  duct 
radicals  that  medical  treatment,  flushing  of  the 
duct,  could  not  accomplish  a cure.  Other  in- 
stances have  been  observed  in  which  an  exten- 
sion of  the  typhoid  infection  from  the  destroyed 
gallbladder  to  the  hepatic  ducts  with  the  de- 
velopment of  stones  in  the  common  duct  could 
not  be  relieved  by  medical  treatment  until  after 
the  stones  were  removed. 

Case  3. — A man,  aged  40,  was  admitted 
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Fig.  3. 


to  the  hospital  on  July  30,  1938.  The  past 
history  revealed  no  evidence  of  active  gallbladder 
disease  until  after  the  removal  of  an  acute  ap- 
pendix two  months  prior  to  the  acute  attack  of 
cholecystitis  and  pancreatitis  for  which  the  pa- 
tient was  admitted. 

The  mode  of  infection  in  Case  1 was  not  deter- 
mined by  the  history ; in  Case  2 the  history  sug- 
gested the  blood  stream  as  the  route  of  infec- 
tion. 

Hypotonic  dyskinesia  and  bile  stasis  such  as 
this  patient  shows  postoperatively  is  not  as- 
sociated with  an  active  preoperative  symptom 
syndrome  until  after  stones  occur.  The  assump- 
tion in  this  case  of  infection  entering  the  gall- 
bladder and  pancreas  through  the  well-known 
channel  of  the  lymphatic  distribution  associated 
with  the  appendix,  gallbladder,  and  pancreas 
seems  to  be  justified  by  the  previous  appendicitis, 
the  operative  findings,  and  the  postoperative 
results  to  date. 

The  present  history  upon  admission  of  acute 
illness  of  seven  days’  duration  was  supported  by 
the  physical  findings  of  an  extremely  ill  individual 
with  a temperature  of  104  F.,  white  blood  count 
18,600,  with  86  per  cent  polymorphonuclears. 
The  usual  appearance  of  cyaosis  of  pancreatitis 
was  so  pronounced  that  a suspicion  of  pneumonia 
was  ruled  out  by  x-ray.  The  abdomen  was  dis- 
tended and  rigid,  and  no  masses  could  be  de- 
tected. 


Abdominal  exploration  under  local  anesthesia 
revealed  an  acute  cholecystitis  with  rupture  of 
the  fundus  of  the  gallbladder  through  an  area  of 
necrosis,  fat  necrosis  in  the  omentum,  and  an 
acute  pancreatitis.  Cholecystectomy  was  per- 
formed for  drainage  of  the  acute  inflammation  of 
the  gallbladder  and  to  relieve  the  possible  back 
pressure  of  bile  upon  the  pancreatic  ducts. 

The  postoperative  course  during  the  first  week 
was  stormy  and  was  accompanied  by  evidence  of 
liver  damage  and  threatened  liver  failure. 


Fig.  4. 

The  first  cholecystocholangiogram  (Fig.  3)  was 
taken  seventeen  days  after  operation.  No 
emptying  of  the  hippuran  was  seen  to  be  taking 
place  through  the  papilla  of  Vater  after  the  use 
of  amyl  nitrite  to  relax  the  sphincter  of  Oddi. 
The  inference  of  acute  pancreatitis  being  the  ob- 
structing factor  was  borne  out  by  the  second 
cholecystocholangiogram  (Fig.  4),  made  seven 
days  later,  in  which  there  was  revealed  moderate 
dyskinesia  and  prompt  emptying  following  the 
use  of  amyl  nitrite  inhalation.  No  discomfort 
followed  the  clamping  off  of  the  tube  as  soon  as 
the  patient  was  placed  on  belladonna.  With- 
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drawal  of  the  tube  was  in  order  at  this  time  as 
the  bile  drainage  was  free  of  pus  and  detritus. 
The  bile  drainage  from  the  cholecystostomy 
wound  ceased  with  the  withdrawal  of  the  tube, 
and  the  sinus  healed  promptly. 

Admission  to  the  gallbladder  clinic  after  dis- 
charge from  the  hospital  was  advised  to  deter- 
mine the  status  of  the  gallbladder  function,  the 
need  of  medical  or  surgical  care,  and  the  prog- 
nosis of  the  future  course  of  the  case. 

The  routine  examination  has  revealed  (1) 
gallbladder  dyskinesia  with  bile  stasis,  evidenced 
in  the  duodenal  drainage  response;  and  (2) 
chronic  residual  cholecystitis  as  evidenced  by  the 
positive  cultures  of  colon  bacillus  in  the  concen- 
trated duodenal  bile  specimens  and  in  the  faint 
visualization  of  the  gallbladder  by  x-ray  examina- 
tion (Fig.  5).  The  alpha  streptococcus,  found 
in  addition  to  the  colon  bacillus  in  the  operative 
cultures,  has  apparently  disappeared  from  the 
gallbladder,  as  it  is  not  found  in  gallbladder  bile 
specimens  obtained  in  the  duodenum.  The 
increase  in  concentration  of  bile  in  the  gallbladder 
as  its  function  has  been  restored,  may  have  been 
the  factor  responsible  for  killing  off  the  strepto- 
cocci. 

Experiments  have  repeatedly  shown  that 
streptococci  do  not  become  adapted  to  life  in 
concentrated  bile  solutions,  while  the  colon 
bacillus  has  been  shown  to  be  adaptable  to  life 
in  concentrated  bile.  As  is  shown  in  this  and 
other  cases,  the  colon  bacillus  may  reside  in  the 
gallbladder  as  a dormant  growth  to  become  active 
in  the  cause  of  acute  inflammation  under  condi- 
tions of  complete  or  partial  obstruction.  There- 
fore, the  prognosis  in  this  case  rests  upon  the 
ability  of  medical  means  to  keep  the  flow  of  bile 
through  the  duct  system  active.  The  existing 
dyskinesia,  as  shown  by  the  irregular  response  to 
duodenal  drainage,  the  active  symptom  com- 
plexes of  pain  and  associated  gastric  symptoms, 
and  the  presence  of  crystalline  sediment  are  an 
indication  for  the  need  of  continuing  medical 
treatment  so  long  as  there  exists  a positive  duo- 
denal culture.  Surgical  removal  of  the  gall- 
bladder will  be  indicated,  even  though  the  risk 
is  considerable  due  to  myocardial  changes,  in  the 
event  that  the  x-ray  reveals  further  damage  to 
the  gallbladder  wall  or  if  symptoms  of  subacute 
cholecystitis  arise,  viz.,  fever,  vomiting,  low- 
grade  jaundice.  Eventually  this  patient  will 
probably  develop  acute  cholecystitis  again, 
even  though  the  original  focus  in  the  appendix 
has  been  removed.  Specific  means,  such  as 
chemotherapy,  have  failed  to  clear  up  a residual 
infestation  of  the  gallbladder  by  the  colon  or 
typhoid  organism  in  other  cases. 

Case  4. — A man,  aged  59,  was  admitted  to 


Fig  5 


the  hospital  on  August  26,  1929,  with  a 
chief  complaint  of  abdominal  pain  and  a nega- 
tive past  history.  There  had  been  a sudden  on- 
set of  symptoms  and  signs  of  acute  cholecystitis 
with  abscess  in  the  right  upper  abdomen.  His 
temperature  was  104  F.,  pulse,  120;  white  blood 
count,  22,150,  with  90  per  cent  polymorphonu- 
clears. 

Operation  revealed  an  acutely  distended,  in- 
flamed gallbladder  with  local  peritonitis  and 
acute  pancreatitis.  Cholecystostomy  was  per- 
formed to  drain  the  acutely  inflamed  gallbladder 
and  to  relieve  the  back  pressure  of  the  bile  upon 
the  pancreas.  Convalescence  was  uneventful. 
No  treatment  or  special  examinations  were 
carried  out  during  the  interval  before  his  second 
admission  to  the  hospital. 

The  second  admission  was  on  February  20, 
1936,  and  his  chief  complaint  was  abdominal 
pain.  At  that  time  the  history  and  physical 
findings  revealed  that  acute  cholecystitis  had 
recurred.  Operation  revealed  perforation  of 
acutely  inflamed  gallbladder  with  abscess 
formation.  The  patient  was  extremely  ill  on 
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this  occasion,  and  cholecystectomy  did  not 
seem  feasible  under  the  circumstances.  Again 
cholecystostomy  was  resorted  to  in  addition  to 
drainage  of  the  adjacent  abdominal  abscess. 
Recovery  was  uneventful  with  prompt  closure  of 
the  biliary  fistula. 

On  June  3,  1936,  he  was  admitted  to  the  gall- 
bladder clinic.  The  diagnosis  was  interval  chole- 
cystitis with  gallbladder  obliteration. 

Concentrated  duodenal  bile  specimens  with 
little  crystalline  sediment  and  a culture  of 
Bacillus  coli  communis  were  obtained.  Ab- 
dominal pain  was  moderate,  and  associated 
gastric  symptoms  were  pronounced.  There  was 
a normal  gastric  HC1  and  little  evidence  of  liver 
damage.  Gallbladder  x-ray  revealed  no  visuali- 
zation after  the  dye,  and  the  diagnosis  of  infec- 
tious cholecystitis  with  the  colon  bacillus  was 
substantiated.  Under  ordinary  circumstances 
the  patient  would  have  been  referred  back  to  the 
hospital  for  cholecystectomy.  The  presence  of 
an  active  angina  with  electrocardiographic 
evidence  of  coronary  artery  disease  so  increased 
the  operative  risk  that  medical  treatment  of  the 
infectious  cholecystitis  was  undertaken. 

The  diagnosis  of  common  duct  dyskinesia  was 
established  by  the  examination  in  which  ir- 
regular response  to  duodenal  stimulation  with 
magnesium  sulfate  and  olive  oil  was  shown,  to- 
gether with  a symptom  syndrome  of  dyskinesia, 
crystalline  bile  sediment,  and  no  signs  of  actual 
obstruction  of  the  common  duct  with  liver 
damage. 

A medical  routine  of  antispasmodics  and  fre- 
quent feedings  was  begun  in  order  to  flush  the 
common  duct  and  avoid  bile  stasis.  Autogenous 
vaccine  was  begun  as  specific  treatment  against 
the  colon  bacillus  infection.  B.  coli  continued 
to  be  found  in  the  duodenal  specimens  and  chemo- 
therapy in  the  form  of  prontylin  was  tried  without 
success.  The  symptoms  of  pain  and  associated 
gastric  distress  continued  under  the  specific 
treatment.  During  the  latter  part  of  the  medical 
period,  the  symptoms  were  suggestive  of  re- 
newed activity  of  the  infection  in  the  gallbladder, 
although  no  fever  or  jaundice  appeared.  The 
liver  function  improved  under  the  routine  of 
medical  therapy. 

After  two  and  one-half  years  of  treatment,  the 
heart  lesion  remained  about  the  same,  with  active 
coronary  disease  still  present.  In  spite  of  the 
obvious  risk  involved  in  the  use  of  surgery,  an 
operation  seemed  to  be  advisable  to  remove  the 
source  of  recurrent  abdominal  infection  and  stop 
the  reinfection  of  the  common  duct  and  liver 
bile  capillaries.  The  possible  beneficial  influence 
of  removal  of  an  infected  gallbladder  upon  the 
future  course  of  the  heart  disease  also  influenced 


the  decision  in  favor  of  taking  the  risk  of  chole- 
cystectomy. 

The  operation  was  performed  on  October  8, 
1938.  An  obliterated  gallbladder  was  found  to 
contain  B.  coli  communis  in  the  fibrotic  wall  and 
in  the  gallstones.  The  common  duct  contained 
no  stones.  Convalescence  was  uneventful.  The 
patient  was  referred  back  to  the  gallbladder  clinic 
for  examination.  No  B.  coli  has  been  recovered 
from  the  duodenal  bile  specimens  during  the 
following  eighteen  months.  The  symptom  syn- 
drome has  changed,  and  little  abdominal  pain 
persists.  Gastric  symptoms  of  dyspepsia  are 
still  troublesome  and  representative  of  the  type 
of  hypotonic  gallbladder  dyskinesia  so  fre- 
quently found  in  patients  of  the  type  this  individ- 
ual represents. 

Summary 

A review  of  307  operative  patients  has 
been  made  to  determine  the  incidence  and 
cause  of  postoperative  symptoms.  Re- 
current symptoms  have  been  found  in  63 
per  cent  of  all  cases. 

The  most  common  cause  of  recurrent 
symptoms  was  found  to  be  dyskinesia 
of  the  common  duct  and  bile  stasis  in  84 
per  cent  of  the  recurrent-symptom  group. 
This  finding  of  common  duct  dyskinesia 
was  noted  in  both  calculous  and  non- 
calculous  disease. 

Four  cases  have  been  chosen  to  show: 
in  Case  1,  a prompt  response  to  chole- 
cystectomy with  cure  in  an  infectious 
cholecystitis  without  dyskinesia;  in  Case 
2,  a delayed  response  to  cholecystectomy 
with  cure  in  an  infectious  cholecystitis 
from  a blood-stream  origin  with  dyski- 
nesia after  a period  of  medical  treatment 
of  the  dyskinesia;  in  Case  3,  an  incom- 
pleted  case  of  infectious  cholecystitis  in 
which  the  source  of  infection  spread  to 
the  gallbladder  through  the  lymphatics — 
retention  of  the  infection  in  the  gall- 
bladder and  control  to  date  of  the  re- 
current acute  cholecystitis  by  medical 
treatment  of  the  dyskinesia  with  the 
residual  threat  of  recurring  acute  chole- 
cystitis so  long  as  the  gallbladder  re- 
mains, due  to  the  inability  to  eradicate 
colon  bacillus  from  the  gallbladder  by 
medical  means;  and  in  Case  4,  an  in- 
completed  cure  of  an  infectious  chole- 
cystitis by  multiple  surgical  drainage, 


SYMPOSIUM— CHRONIC  DISEASES 


1655 


November  15,  1940] 

medical  care  by  both  specific  and  non- 
specific means,  and  finally  the  necessity 
for  cholecystectomy  to  prevent  recurring 
acute  cholecystitis  in  an  obstructed  gall- 
bladder as  well  as  the  cholangitis  result- 
ing from  such  a condition. 

Conclusions: 

Total  series  observed  by  clinic 
having  cholecystectomy 

(1930-1940) 485 

Total  series  observed  by  clinic 
having  postoperative  ex- 
amination (1930-1940) ....  307 


Total  series  having  recurrent 

symptoms 193 

(63  per  cent  of  total) 

Total  series  having  no  recur- 
rent symptoms 114 

(37  per  cent  of  total) 

Total  series  having  recurrent 
symptoms  undergoing  med- 
ical care 162 

(84  per  cent  of  total) 

Total  series  having  recurrent 
symptoms  undergoing  sur- 
gical care 31 

(16  per  cent  of  total) 


CHRONIC  NONTUBERCULOUS  RENAL  INFECTIONS:  THEIR 
SIGNIFICANCE  AND  TREATMENT 


W.  W.  Scott,  M.D.,  Rochester,  New  York 

{From  the  Department  of  Surgery,  Division  of  Urology,  University  of  Rochester  School  of  Medicine  and 

Dentistry ) 


IT  is  becoming  increasingly  obvious  that 
in  the  study  and  treatment  of  certain 
forms  of  chronic  renal  disease  there  is 
need  for  close  cooperation  between  the 
internist  and  urologist.  This  conclusion 
is  supported  by  convincing  experimental 
and  clinical  evidence.  Janeway,13  Hart- 
wick,10  Collins,5  and  Goldblatt  and  his 
co-workers7  have  shown  that  an  eleva- 
tion in  blood  pressure  follows  the  partial 
constriction  of  the  renal  artery.  Bell  and 
Pederson1  and  Braun-Menendez18  ob- 
served an  increase  in  blood  pressure  fol- 
lowing the  partial  constriction  of  the 
renal  vein.  Hartwick10  and  Harrison, 
Mason,  Resnik,  and  Rainey9  noted  that 
the  ligation  of  one  or  both  ureters  caused 
an  increase  in  blood  pressure.  Goldblatt8 
demonstrated  that  the  removal  of  an 
ischemic  kidney,  produced  by  the  partial 
constriction  of  the  renal  artery  and  caus- 
ing hypertension,  was  followed  by  a re- 
turn of  the  blood  pressure  to  a normal 
level.  The  clinical  confirmation  of  these 
experimental  observations  was  rapid  and 
convincing.  Leadbetter  and  Burkland,14 


Freeman  and  Hartley,6  Boyd  and  Lewis,2 
Walters  and  Baker,22  Butler,4  and,  in 
fact,  many  others  have  reported  excellent 
clinical  results  following  the  discovery 
and  correction  of  pathologic  lesions  of  the 
urinary  tract  that  were  producing  renal 
ischemia  and  hypertension.  From  the 
above  observations  it  is  at  once  evident 
that  in  those  cases  in  which  the  routine 
medical  examination  gives  no  explanation 
for  the  presence  of  hypertension  the 
patient  should  have  a complete  urologic 
study. 

Inasmuch  as  the  lesions  due  to  chronic 
nontuberculous  renal  infections  may  cause 
renal  insufficiency  as  well  as  hypertension, 
early  diagnosis  and  proper  treatment  are 
exceedingly  important.  It  is  the  internist 
who  practically  always  sees  the  patient 
during  the  acute  and  subacute  stages  of 
the  disease.  Whether  or  not  the  infec- 
tion becomes  chronic  depends,  in  no  small 
measure,  upon  the  way  the  patient  is 
treated  during  the  acute  or  subacute 
stage  of  his  infection.  The  day  of  shotgun 
therapy  in  the  treatment  of  renal  infec- 
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tions  is  past.  As  will  be  shown  later, 
there  are  many  factors  that  must  be  con- 
sidered in  the  proper  treatment  of  these 
cases.  When  these  requirements  have 
been  met  and  the  infection  still  tends  to 
persist  or  recur,  a thorough  urologic  study 
should  be  made  to  determine  whether  or 
not  a pathologic  lesion  that  is  retarding 
recovery  is  present. 

Causative  Factors  in  Chronic  Renal 
Infection 

The  most  common  cause  of  persistent 
or  recurrent  nontuberculous  renal  infec- 
tions is  the  presence  of  some  form  of  ob- 
structive uropathy.  Whether  or  not  a 
lesion  produces  unilateral  or  bilateral 
obstruction  depends  upon  its  location. 
Obstructive  lesions  that  involve  the 
urethra,  vesical  neck,  and  the  bladder  in 
such  a way  as  to  obstruct  both  ureteral 
orifices  can,  and  frequently  do,  cause 
bilateral  ureteral  and  renal  dilata- 
tion. 

The  most  common  obstructive  lesions 
are  stricture,  benign  and  malignant  tu- 
mors, stones,  foreign  bodies,  and  congenital 
anomalies  such  as  aberrant  vessels,  bifid 
pelves,  valves,  etc.  There  are  at  least 
eleven  different  pathologic  lesions  of  the 
kidney  and  the  ureter  in  the  region  of  the 
ureteropelvic  junction  which  are  capable  of 
producing  obstruction.  Obstruction  oc- 
curring in  the  rest  of  the  ureter  can  be  ex- 
plained by  the  presence  of  any  one  of  ten 
or  more  different  lesions.  About  the  same 
number  of  obstructive  lesions  can  be 
found  in  the  bladder.  There  are  at  least 
twenty  lesions  of  the  male  genital  organs 
that  can  obstruct  the  urinary  outflow. 
In  the  short  urethra  of  the  female,  ob- 
structive lesions  are  not  so  numerous,  but 
even  here  five  or  six  different  conditions 
capable  of  causing  obstructions  are  com- 
monly found. 

Although  the  presence  of  obstruction  is 
of  great  significance  with  reference  to  the 
development  and  persistence  of  renal  in- 
fection, there  are  other  etiologic  factors 
that  must  be  considered  briefly  at  this 
time.  The  role  of  focal  infection  in  renal 
infection  is  well  established.  In  the  head, 
the  teeth,  tonsils,  sinuses,  and  adenoids 


must  be  checked.  Skin  infections  in  the 
form  of  boils  and  carbuncles  frequently 
cause  acute  renal  infections,  some  of 
which  may  assume  chronic  characteris- 
tics. Chronic  infections  of  bony  and  glan- 
dular structures  may  be  the  source  of  renal 
infections.  The  genital  organs  of  both 
sexes  must  be  given  careful  study  in  the 
search  for  a focus  of  infection.  Prob- 
ably the  most  common  source  of  renal 
infection  is  the  intestinal  tract.  Another 
cause  of  renal  infection  is  trauma.  This 
may  result  from  instrumentation,  the 
presence  of  a foreign  body  or  movement 
as  in  the  case  of  the  ptosed  kidney.  More 
recently,  it  has  been  observed  that  vita- 
min deficiency  may  either  directly  or 
indirectly  play  a role  in  renal  infec- 
tion. 

Bacteriology  of  Renal 
Infection 

Bacteria  reach  the  kidney  either  by 
means  of  the  blood  stream  or  by  direct 
ascension  from  the  genitourinary  organs. 
Their  effect  upon  the  kidney  depends 
upon  the  type  and  virulence  of  the  or- 
ganism, the  degree  of  infection,  the 
natural  immunity  of  the  patient,  and 
whether  or  not  some  additional  form  of 
pathology  is  present  that  is  conducive  to 
the  spread  and  maintenance  of  infec- 
tion. 

Statistics  vary  somewhat  with  refer- 
ence to  the  relative  frequency  with  which 
the  various  bacteria  are  found  in  the  urine 
of  these  patients.  On  an  average  it  would 
seem  that  around  65  per  cent  of  the 
patients  are  infected  with  a member  of  the 
aerobic  gram-negative  bacillary  group. 
About  15  per  cent  of  the  patients  have 
coccic  infections,  the  staphylococcus  be- 
ing found  a little  more  than  twice  as  often 
as  the  streptococcus.  Mixed  infections 
are  not  uncommon.  As  pointed  out  by 
Runerberg,19  Longcope,17  Braasch,3  and 
others,  cultures  of  the  urine  from  patients 
in  the  advanced  stages  of  atrophic  pyelo- 
nephritis are  often  negative.  In  fact, 
Braasch,3  in  his  series  of  200  cases  of  this 
character,  found  abacterial  urine  in  20 
per  cent  of  the  patients. 

Because  of  the  tendency  toward  speci- 
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ficity  of  therapy  in  the  treatment  of 
acute  and  chronic  renal  infections,  the 
need  of  close  cooperation  between  the 
internist  or  urologist  and  the  bacteriolo- 
gist is  becoming  increasingly  evident. 
Wherever  possible,  the  knowledge  ob- 
tained from  a Gram’s  stain  study  of  a 
smear  made  from  a freshly  collected 
specimen  of  the  patient’s  urine  should  be 
supplemented  by  cultural  studies  of  the 
urine  collected  under  aseptic  conditions. 
The  variations  in  reaction  to  treatment 
of  some  of  the  different  genera,  species, 
and  types  of  the  aerobic,  gram-negative 
bacilli  found  in  the  urinary  tract  is  shown 
in  a recent  report  by  Sandholzer  and 
Scott.20  In  a study  of  285  patients  with 
these  infections,  it  was  found  that  the 
bacteria  fell  into  six  different  genera  and 
more  than  forty  species  or  types.  Of 
these,  the  genus  Escherichia  appeared  in 
83  per  cent  of  the  cultures  and  Aero- 
bacter  in  13  per  cent.  Sixty-six  per  cent 
of  the  patients  with  Escherichia  infec- 
tions responded  to  treatment.  Of  these, 
80  per  cent  of  the  patients  with  the 
gamma  hemolytic  type  of  infection  were 
cured,  while  only  66  per  cent  of  the  pa- 
tients with  the  alpha  type  responded. 
Only  38  per  cent  of  the  patients  infected 
with  the  species  Escherichia  communior 
were  cured.  In  the  genus  Aerobacter 
group  only  42  per  cent  of  the  patients 
were  cured,  and  not  a single  patient  hav- 
ing a hemolytic  type  of  infection  re- 
sponded to  treatment.  This  same  varia- 
tion to  treatment  held  true  in  the  case 
of  many  other  species  and  types  of  bac- 
teria considered  in  this  study.  However, 
inasmuch  as  this  work  was  done  before 
the  introduction  of  mandelic  acid  and  the 
various  derivatives  of  sulfanilamide,  it  is 
quite  possible  that  some  future  study  of 
this  character  may  disclose  a better  re- 
sponse to  treatment  by  some  of  the  above- 
mentioned  species  and  types. 

Pathologic  Changes  in  Chronic  Renal 
Infection 

In  the  medical  group  of  renal  diseases 
the  pathologic  changes  that  are  present 
are  unrelated  to  direct  bacterial  invasion, 
while  in  the  surgical  group  the  changes  in 


the  kidney  are  the  direct  result  of  bac- 
terial invasion.  In  the  surgical  or  infec- 
tious group,  in  the  early  stages,  cocci  are 
more  commonly  found  in  the  renal  cortex, 
while  the  bacilli  tend  to  invade  the  me- 
dulla. However,  both  types  of  organisms 
can,  and  usually  do,  pass  from  one  por- 
tion of  the  kidney  to  the  other  with 
great  rapidity.  The  predilection  of  the 
staphylococcus  for  the  renal  cortex  often 
results  in  an  acute  nephritis  characterized 
by  the  presence  of  multiple  cortical  ab- 
scesses and  carbuncle  formation.  How- 
ever, in  the  chronic  stages  of  renal  infec- 
tion with  extensive  involvement  of  the 
renal  parenchyma,  the  pathologic  changes 
resulting  from  coccic  and  gram-negative 
bacillary  infections  are  quite  similar. 

The  three  most  common  pathologic 
patterns  resulting  from  chronic  non- 
tuberculous  infections  of  the  kidney  are 
the  contracted  kidney  of  atrophic  pyelo- 
nephritis, the  infected  hydronephrotic 
kidney,  and  the  pyonephrotic  kidney. 
Excellent  detailed  descriptions  of  the 
pathologic  changes  resulting  from  a- 
trophic  pyelonephritis  are  presented  by 
Lohlein,16  Staemmler  and  Dapheide,21 
Haslinger  and  Dapheide,11  Jacoby,12 
and  Lieberthal.15  The  capsule,  which 
is  usually  white,  thick,  and  adherent 
in  spots,  covers  the  granular  surface  of  the 
small,  firm  kidney.  The  cortex  is  thin 
and  varies  in  thickness.  The  papillae  are 
much  smaller  than  normal,  and  streaks  of 
scar  tissue  are  seen  in  the  medulla.  The 
cortical  and  medullary  markings  are  fre- 
quently indistinct  or  obliterated.  The 
pelvis  may  be  normal  in  size  and  form  but 
is  usually  slightly  dilated.  Although  the 
ureter  undoubtedly  is  involved,  stricture 
is  not  common.  The  microscopic  picture 
shows  all  stages  of  the  replacement  of 
normal  tissue  by  fibrous  tissue  resulting 
from  repeated  multiple  focal  infections. 
The  tubules  and  interstitial  structures 
are  more  rapidly  destroyed  than  the 
glomeruli.  The  pathologic  picture  of  the 
infected  hydronephrotic  kidney,  with  its 
lobulated  surface,  its  distended  pelvis,  the 
flattened  papillae,  and  the  thinned  medul- 
lary portion  that  shows  on  its  cut  sur- 
face the  scars  due  to  multiple  foci  of  in- 


1658 


W.  W.  SCOTT 


[N.  Y.  State  J.  M. 


fection,  is  familiar  to  all  of  us.  The 
difference  between  an  infected  hydro  - 
nephrotic  kidney  in  the  last  stages  of  the 
disease  and  the  pyonephrotic  kidney  is  not 
great.  The  pyonephrotic  kidney  is  a dead 
kidney.  The  renal  parenchyma  is  com- 
pletely replaced  by  scar  or  fatty  tissue, 
and  its  dilated  pelvis  is  filled  with  thick 
pus. 

Diagnosis 

As  a rule,  there  is  much  of  diagnostic 
value  in  the  history  of  these  patients  with 
chronic  nontuberculous  renal  disease. 
The  infections  are  more  common  in  the 
woman  than  in  the  man.  Frequently, 
there  is  a story  of  recurrent  attacks  of 
general  malaise,  chills  and  fever,  and 
pain  over  one  or  both  kidney  regions. 
Occasionally,  there  is  nausea  and  vomit- 
ing. These  attacks  vary  in  duration 
from  a few  days  to  several  weeks  and  may 
have  been  occurring  over  a period  of 
months  or  years.  Where  the  bladder  is 
secondarily  involved  there  is  a history  of 
recurrent  attacks  of  frequency,  urgency, 
dysuria,  pyuria,  and,  occasionally,  hema- 
turia and  albuminuria.  Except  for  the 
terminal  stage,  patients  with  bilateral 
atrophic  pyelonephritis  are  quite  com- 
fortable in  the  intervals  between  their 
acute  and  subacute  attacks.  The  termi- 
nal stage  is  characterized  by  headaches, 
dizziness,  visual  disturbances,  loss  of 
appetite  and  weight,  lassitude,  dyspnea, 
convulsions,  and  coma.  Because  of  the 
weight  of  the  kidney  and  the  presence  of 
perinephritis,  patients  in  the  advanced 
stage  of  infected  hydronephrosis  and 
pyonephrosis  may  have  a persistent  pain 
over  the  kidney  region  even  in  the  quies- 
cent stage  of  the  disease. 

The  physical  observations  in  these 
cases  are  governed  by  the  degree  of  kid- 
ney damage  and  whether  the  disease  is 
active  or  quiescent.  In  the  midst  of  an 
acute  attack  there  is  usually  a high  fever 
and  all  the  other  common  findings  of  an 
acute  infection.  However,  these  patients 
do  not  appear  as  toxic  as  the  patients  with 
an  acute  focal  nephritis  due  to  cortical 
involvement  with  the  staphylococcus  or 
streptococcus.  Over  the  kidney  region 


there  is  pain,  tenderness,  and  spasm. 
Between  attacks  in  the  early  stage  of  these 
infections,  the  physical  findings  are 
usually  negative  except  for  the  genital 
tract  of  the  male,  where  a secondary 
prostatitis  is  frequently  discovered.  In 
the  terminal  stage  there  frequently  is 
slight  pallor,  evidence  of  loss  of  weight, 
and  dry  skin.  A very  high  percentage  of 
the  patients  with  bilateral  atrophic  pyelo- 
nephritis and  many  of  them  with  uni- 
lateral atrophic  pyelonephritis,  infected 
pyelonephritis,  and  pyonephrosis  develop 
marked  hypertension  in  the  more  ad- 
vanced stages  of  the  disease.  In  such 
cases,  especially  in  the  terminal  stage 
of  the  disease,  a study  of  the  patient’s 
eyegrounds  frequently  shows  single 
hemorrhages  or  cotton-wool  patches  in 
the  retina  such  as  occur  in  septicemia  or 
toxemia  of  any  origin. 

The  information  obtained  from  labora- 
tory studies  varies  considerably  with  the 
progress  of  the  disease.  In  the  early 
stages  of  the  disease,  especially  during  an 
acute  attack,  there  is  high  leukocytosis 
but  practically  no  change  in  the  erythro- 
cyte count  and  hemoglobin.  In  the 
urine,  pus  and  bacteria  are  practically 
always  present,  and  erythrocytes  may  or 
may  not  be  present.  The  erythrocyte 
count  and  hemoglobin  are  low,  and  the 
leukocyte  count  is  considerably  elevated 
in  the  late  stage  of  chronic  renal  infection. 

In  about  20  per  cent  of  the  patients 
with  chronic  atrophic  pyelonephritis  in 
the  late  stage  of  the  disease  the  bacteria 
disappear  from  the  urine,  while  bacteria 
are  practically  always  found  in  the  urine 
of  patients  with  chronic  infected  hydro- 
nephrosis and  pyonephrosis.  The  amount 
of  albumin  in  the  urine  varies  from  a trace 
to  a moderate  amount.  Leukocytes  are 
always  present  in  the  urine,  sometimes  in 
large  numbers.  Casts  are  occasionally 
present,  and  erythrocytes  are  practically 
always  found.  The  specific  gravity  of  the 
urine  of  patients  having  bilateral  infec- 
tions in  the  advanced  stage  becomes 
fixed  between  1.010  and  1.012.  As  the 
destructive  process  progresses  in  the  bi- 
lateral types  of  infection,  there  is  a corre- 
sponding decrease  in  the  curve  of  renal 
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excretion  as  shown  by  the  phthalein  and 
urea  clearance  tests.  In  these  patients, 
as  the  curve  of  excretion  decreases,  there 
is  a corresponding  rise  in  the  blood  non- 
protein nitrogen  and  creatinine. 

In  the  majority  of  these  cases  retro- 
grade studies  are  of  considerable  more 
diagnostic  value  than  intravenous  pyelog- 
raphy. From  the  retrograde  study  we 
are  able  to  determine  whether  or  not  the 
infection  is  bilateral,  the  type  of  bacteria 
in  each  kidney,  whether  or  not  the  infec- 
tion is  mixed,  and  the  relative  loss  of 
renal  function.  The  retrograde  pyelo- 
grams  are  usually  more  distinct  in  outline. 
Changes  in  the  pyelographic  picture  due 
to  chronic  atrophic  pyelonephritis  may  be 
considerable  or  entirely  absent.  As  a rule 
there  is  definite  ureterectasis  and  caliecta- 
sis.  The  infundibula  and  the  renal  pelvis 
are  narrowed,  and  the  calices  show 
blunting  that  is  irregular  in  contrast  to 
the  smooth  blunting  of  uncomplicated 
obstruction.  The  ureterectasis,  which  is 
usually  present  in  some  degree  in  the 
retrograde  picture,  is  seldom  observed  in 
intravenous  studies.  This  dilation  and 
irregularity  may  involve  the  whole  ureter 
and  result  in  definite  shortening  of  that 
organ,  or  it  may  be  found  only  in  its 
lower  third.  In  spite  of  the  persistent 
nature  of  chronic  atrophic  pyelonephritis 
of  hemotogenous  origin,  secondary  stric- 
ture of  the  ureter  is  seldom  found. 

Inasmuch  as  chronic  infected  hydro- 
nephrosis and  pyonephrosis  are  caused  by 
urinary  obstruction  plus  infection,  their 
pyelographic  pictures  are  quite  distinct 
from  those  of  chronic  atrophic  pyelo- 
nephritis. In  both  there  is  evidence  of  ob- 
struction of  either  the  ureter  or  kidney 
pelvis.  In  chronic  infected  hydronephro- 
sis the  degree  of  dilation  of  the  renal  pelvis 
may  be  moderate  or  great.  Because  of 
infection  and  stasis,  secondary  calculi 
may  be  seen.  In  the  advanced  cases  the 
infundibula  are  shortened,  the  minor 
calices  are  greatly  enlarged,  and  their  out- 
line is  smooth.  In  chronic  pyonephrosis 
there  is  more  apt  to  be  a secondary 
atrophy  of  the  renal  parenchyma  and 
pelvis.  In  both  conditions  ureterectasis  is 
present. 


Treatment 

Inasmuch  as  most  patients  in  the  acute 
and  subacute  stages  of  nontuberculous 
renal  infections  can  be  cured  provided 
they  receive  proper  treatment  and  co- 
operate fully,  it  is  extremely  important 
that  the  diagnosis  be  made  before  the 
disease  has  caused  any  serious  damage  and 
that  proper  therapy  be  instituted  at 
once.  If  these  favorable  conditions  were 
consistently  present  in  all  cases  of  this 
character,  the  tragic  picture  of  the 
patient  in  adolescence  and  early  adult 
life  in  the  terminal  stage  of  this  disease 
would  be  a rare  sight  indeed. 

Therefore,  it  is  quite  fitting  that  we 
consider  somewhat  in  detail  the  proper 
treatment  of  patients  in  the  acute  and 
very  early  stages  of  this  disease.  The 
patient  should  be  put  to  bed  and  fluids 
forced  until  urinary  antiseptics  are 
started.  Where  possible,  because  of  the 
varying  response  of  different  genera, 
species,  and  types  of  bacteria  to  various 
forms  of  chemotherapy,  cultural  and 
Gram’s  stain  studies  should  be  made  of 
the  patient’s  urine  collected  under  aseptic 
conditions.  The  pH  of  the  urine  should 
be  determined  before  chemotherapy  is 
started,  and  the  urine  should  be  main- 
tained at  the  degree  of  alkalinity  or  acid- 
ity at  which  the  selected  urinary  anti- 
septic works  most  satisfactorily.  A care- 
ful search  should  be  made  for  foci  of  infec- 
tion, and  these  should  be  eliminated  where 
possible.  The  patient’s  habits  of  diet, 
elimination,  work,  and  recreation  should 
be  studied  and  corrected  if  necessary. 

The  choice  of  the  proper  urinary  anti- 
septic for  oral  use  should  be  governed  by 
the  observations  made  in  the  Gram’s 
stain  and  cultural  studies  of  the  urine. 
Many  of  the  aerobic  gram-negative  bacil- 
lary infections  respond  satisfactorily  to 
mandelic  acid  therapy.  This  drug  is  most 
effective  in  those  cases  in  which  it  is 
possible  to  maintain  the  pH  of  the  urine 
at  4.8  or  lower.  In  the  presence  of  urea- 
splitting infections  it  is  better  to  use  acid 
sodium  phosphate  rather  than  ammonium 
chloride  to  lower  the  pH  of  the  urine.  If 
mandelic  acid  cannot  be  tolerated  or  is 
ineffective,  sulfanilamide  or  neoprotosil 
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should  be  tried.  Fewer  reactions  occur 
and  the  drug  is  more  effective  if  the 
patient  is  instructed  to  take  an  equal 
amount  of  soda  bicarbonate  whenever  he 
takes  either  sulfanilamide  or  neoprontosil. 
Aerobacter  aerogenes  and  especially  Pro- 
teus infections  are  quite  resistant  to 
urinary  antiseptics.  The  urine  of  a 
patient  with  a Bacillus  proteus  infection, 
due  to  the  urea-splitting  property  of  this 
organism,  frequently  remains  alkaline  in 
spite  of  all  efforts  to  make  it  acid.  Conse- 
quently, mandelic  acid  or  the  ketogenic 
diet,  either  of  which  requires  a highly 
acid  urine  to  be  most  effective,  are  of 
much  less  value  in  such  cases  than  neo- 
prontosil, which  acts  satisfactorily  in  an 
alkaline  urine.  In  the  treatment  of  these 
aerobic  gram-negative  infections,  methen- 
amine  in  large  doses  will  occasionally 
prove  successful  when  the  drugs  men- 
tioned above  have  failed. 

Within  the  past  few  years  some  progress 
has  been  made  in  the  treatment  of  acute 
and  subacute  pyelonephritis  due  to  coccic 
infections.  Over  a period  of  years  we 
have  observed  quite  satisfactory  results 
in  uncomplicated  cases  of  staphylococcus 
pyelonephritis  by  the  use  of  repeated 
small  doses  of  neoarsphenamine.  Man- 
delic acid  therapy  is  practically  specific  in 
the  treatment  of  the  uncomplicated  case 
of  Streptococcus  faecalis.  Sulfanilamide 
is  of  no  value  in  such  cases  and  is  none  too 
satisfactory  in  the  presence  of  the  non- 
hemolytic strains  of  the  streptococcus. 
However,  against  certain  hemolytic 
staphylococcus  and  streptococcus  strains, 
sulfanilamide  and  neoprontosil  are  occa- 
sionally quite  effective.  Recent  and 
rather  limited  clinical  experiments  with 
sulfamethythiasole  by  Marshall  in  our 
clinic  would  seem  to  indicate  that  it  was 
of  real  value  in  the  treatment  of  coccic 
infections  of  the  urinary  tract,  but,  be- 
cause of  its  reported  reaction  upon  the 
peripheral  nerves,  its  use  was  discon- 
tinued. However,  there  is  every  reason 
to  believe  that  the  near  future  will  see  the 
introduction  of  a new  and  much  less  toxic 
member  of  the  sulfanilamide  family  that 
will  be  found  quite  effective  in  such  cases. 
We  have  seen  some  surprisingly  rapid 


cures  of  early  staphylococcic  and  strepto- 
coccic infections  by  the  use  of  methen- 
amine  and  acid  sodium  phosphate. 

If,  in  spite  of  careful  treatment  and 
satisfactory  cooperation  on  the  part  of 
the  patient,  stained  smears  and  cultures 
of  the  urine  continue  to  be  positive  or  the 
infection  disappears  only  to  recur  in  a 
short  time,  a retrograde  study  is  indi- 
cated. Such  studies  frequently  reveal 
the  presence  of  some  complicating  factor 
which,  if  removed  in  time,  results  in  the 
rapid  disappearance  of  the  infection. 

The  response  to  treatment  of  patients 
with  advanced  chronic  atrophic  pyelo- 
nephritis and  infected  hydronephrosis  is 
usually  very  discouraging.  Often  the 
remaining  renal  function  is  so  slight  that 
urinary  antiseptics  cannot  be  secreted 
in  sufficient  concentration  to  be  of  any 
real  value.  Where  there  is  great  loss  of 
renal  function,  an  attempt  to  acidify  the 
urine  and  use  mandelic  acid  therapy  is  not 
only  useless  but  may  even  be  dangerous. 
In  such  cases  it  is  better  to  use  a drug  that 
maintains  its  bactericidal  properties  even 
in  the  presence  of  an  alkaline  urine. 
Where  there  is  a marked  loss  of  renal 
function  due  to  a persistent  unilateral 
renal  infection  and  especially  if  there  is  a 
secondary  hypertension,  a nephrectomy 
should  be  considered  provided  the  func- 
tion of  the  remaining  kidney  is  good. 
Even  in  the  presence  of  bilateral  renal 
obstruction  and  infection,  the  surgical 
relief  of  the  obstruction  frequently  checks 
the  infectious  process.  Lavage  of  the 
renal  pelves  as  a supplementary  measure 
is  sometimes  helpful  if  there  remains 
enough  renal  tissue  to  enable  the  patient 
to  secrete  a moderately  high  concentra- 
tion of  the  urinary  antiseptic.  While  the 
true  value  of  autogenous  vaccines  in 
these  persistent  cases  of  renal  infection 
has  never  been  definitely  settled,  we  still 
use  them  in  selected  cases. 

Aside  from  the  use  of  palliative  meas- 
ures there  is  little  that  can  be  done  for 
patients  in  the  terminal  stage  of  renal 
insufficiency.  The  customary  advice 
concerning  diet,  fluid  intake,  exposure  to 
cold,  rest,  etc.,  is  familiar  to  all  prac- 
titioners of  medicine  and  needs  no  further 
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discussion  at  this  time.  Repeated  small 
transfusions  and  other  forms  of  intra- 
venous therapy  may  prolong  life  for  a 
little  while,  but,  regardless  of  what  one 
does,  death  from  uremia  or  a complicating 
disease  is  the  inevitable  end. 

Summary 

Within  the  past  few  years  repeated  ex- 
perimental and  clinical  observations  in- 
dicate the  need  of  close  cooperation  be- 
tween the  internist,  urologist,  and  bac- 
teriologist in  the  treatment  of  non- 
tuberculous  infections  of  the  kidney. 
From  the  bacteriologist  comes  the  infor- 
mation as  to  the  genus,  specie,  and  type 
of  organism  that  is  found  in  the  urine. 
It  is  upon  this  information  that  the  choice 
of  the  urinary  antiseptic  should  be  made. 
The  part  played  by  renal  ischemia,  re- 
sulting from  persistent  renal  infections 
or  renal  obstruction,  in  the  production  of 
secondary  hypertension  is  generally  ac- 
cepted. It  is  the  role  of  the  urologist  to 
discover  and  correct,  if  possible,  any 
abnormality  in  the  urinary  tract  that  is 
contributing  toward  the  maintenance  of 
the  renal  infection  or  the  development  of 
secondary  hypertension. 

There  are  factors  outside  the  genito- 
urinary tract  that  may  play  a role  in  the 
persistence  of  renal  infections  and  the 
recurrence  of  acute  attacks.  Among  the 
more  important  of  these  are  foci  of  infec- 
tion and  habits  of  diet  and  elimination. 

The  three  most  common  pathologic 
changes  associated  with  these  chronic 
nontuberculous  infections  are  the  in- 
fected hydronephrotic  kidney,  the  pyo- 
nephrotic  kidney,  and  the  contracted 
kidney  of  atrophic  pyelonephritis. 

The  diagnosis  of  any  of  the  types  of 
chronic  nontuberculous  renal  infections 
is  not  difficult.  As  a rule  the  information 
obtained  from  a careful  history  of  the 
patient,  a complete  physical  examination, 
and  the  routine  laboratory  studies  not 
only  gives  a definite  lead  as  to  the  diag- 
nosis but  also  suggests  just  what  special 
studies  should  be  made.  Retrograde 
studies,  including  pyelograms,  give  much 
more  information  as  to  the  kind  and  degree 
of  pathology  that  is  present  than  can  be 


obtained  from  intravenous  pyelography. 

The  most  successful  method  of  treat- 
ing chronic  nontuberculous  renal  infec- 
tions is  to  be  found  in  the  field  of  pre- 
ventive medicine.  The  cooperative  pa- 
tient who  receives  intelligent,  thorough 
treatment  during  the  acute  or  subacute 
stage  of  the  disease  very  seldom  develops 
a chronic  infection. 

The  results  obtained  in  the  treatment 
of  patients  with  chronic  infections  are 
frequently  most  discouraging.  Success 
in  these  cases  depends  upon  the  intelli- 
gent use  of  the  urinary  antiseptics  and  the 
early  detection  and  elimination  of  any 
factors  that  may  be  contributing  to  the 
persistence  of  the  infection. 

In  selected  cases  surgery  is  of  great 
value.  The  surgical  relief  of  urinary 
obstruction  and  the  removal  of  foreign 
bodies  are  frequently  followed  by  the 
rapid  disappearance  of  the  infection. 
When  the  disease  is  unilateral  and  ad- 
vanced in  character,  especially  if  there  is 
a complicating  hypertension,  nephrec- 
tomy is  recommended. 

For  the  pitiful  patient  in  the  terminal 
stage  of  bilateral  atrophic  nephritis,  there 
is  little  to  offer  except  palliative  treat- 
ment. 
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PNEUMONIA  IN  CHILDREN  TREATED  WITH 
SULFAPYRIDINE* 


he  following  statistical  data  are  based 
on  the  study  of 357  cases  of  pneumonia 
treated  with  sulfapyridine. 

This  study  was  instituted  to  determine 
for  the  membership  of  the  Academy  the 
optimum  dosage,  the  most  suitable  method 
. of  administration,  and  the  dangers  of 
sulfapyridine  so  that  physicians  might 
know  as  soon  as  possible  how  widely  it 
should  be  used.  Because  pneumonia  has 
a relatively  low  mortality  in  the  young, 
it  is  essential  that  conclusions  should  be 
based  on  other  considerations,  such  as 
incidence  of  complications  and  the  sever- 
ity of  the  disease,  which  are  variable  from 
year  to  year.  It  may  be  noted  that  in 
this  study  43  cases  were  from  a hospital 
for  contagious  diseases,  which  accounts  for 
the  prolonged  course  and  more  serious 
complications. 

Plan  of  Study 

Medication  was  generally  instituted 
before  bacteriologic  or  roentgenologic  con- 


*  This  survey  was  proposed  by  the  Brooklyn  Academy 
of  Pediatrics,  in  whose  membership  are  the  directors  and 
attendings  of  the  following  hospitals  which  contributed 
the  data: 

Norwegian  Hospital.  . . .Dr.  John  A.  Monfort,  Chairman 

Brooklyn  Hospital Dr.  Harry  Naumer 

Cumberland  Hospital Dr.  Thurman  B.  Givan 

Israel  Zion  Hospital Dr.  Murray  B.  Gordon 

Jewish  Hospital 

Drs.  Benjamin  Kramer  and  Hyman  Marshall 

Kings  County  Hospital Dr.  George  E.  Brockway 

Kingston  Avenue  Hospital Dr.  Thurman  B.  Givan 

Mary  Immaculate  Hospital Dr.  Alfred  Trivilino 

Meadowbrook  Hospital Dr.  Harold  Butman 

St.  Catherine’s  Hospital Dr.  Joseph  E.  Regan 

St.  John’s  Hospital Dr.  Paul  L.  Parrish 


TABLE  1. — Age  Incidence 


Age  of  Child 

Number 

Percentage 
of  Total 

0-  6 mo. 

30 

8.2 

6-12  mo. 

44 

12.3 

1-  2 yr. 

49 

13.7 

2-  3 yr. 

49 

13.7 

3-  4 yr. 

44 

12.3 

4—  5 yr. 

18 

5.2 

5-  6 yr. 

18 

5.2 

6-  7 yr. 

26 

7.6 

7-  8 yr. 

19 

5.4 

8-  9 yr. 

14 

3.7 

9-10  yr. 

14 

3.7 

10-11  yr. 

12 

3.3 

11-12  yr. 

20 

5.7 

firmation  of  pneumonia  was  obtained. 
Patients  whose  diagnosis  was  not  sub- 
stantiated by  x-ray  as  being  pneumonia 
were  not  included  in  this  group.  The  ad- 
ministration of  the  drug  was  begun  as 
soon  as  material  from  the  throat  had  been 
secured  for  culture.  One  and  one-half 
grains  of  sulfapyridine  was  administered 
per  pound  of  body  weight  for  the  first 
twenty-four  hours,  and  one-half  of  that 
dose,  or  3/4  grain  per  pound  of  body 
weight,  was  given  thereafter  until  the 
patient  had  been  afebrile  for  about  three 
days.  The  drug  was  powdered  and  sus- 
pended in  about  1 ounce  of  water  for 
oral  administration.  This  makes  a rela- 
tively insoluble  compound.  Fluids  can 
be  administered  later  to  promote  absorp- 
tion. In  this  study  there  were  only  about 
111  determinations  of  the  levels  of  free 
sulfapyridine  in  the  blood. 

Sputum  was  secured  by  swabs  intro- 
duced into  the  oropharynx,  with  the 
patient’s  head  hyperextended  and  the 
tongue  depressed,  and  held  in  the  throat 
until  coughing  was  elicited.  Blood  for 
culture  was  obtained  in  about  150  cases. 
Fluids  obtained  by  thoracentesis  were 
examined  for  sulfapyridine  concentra- 
tion. 

It  is  realized  that  a plan  of  study  of 
such  character  may  be  conducive  to 
certain  errors  of  observation  because  it 


TABLE  2. — Types  of  Pneumococci  Isolated  (Other 
Organisms) 


Types 

Cases 

Types 

Cases 

Types 

Cases 

I 

26 

XI 

1 

XXI 

1 

II 

3 

XII 

1 

XXII 

4 

III 

14 

XIII 

4 

XXIII 

5 

IV 

5 

XIV 

15 

XXIV 

0 

V 

6 

XV 

3 

XXV 

3 

VI 

20 

XVI 

1 

XXVI 

0 

VII 

14 

XVII 

3 

XXVII 

0 

VIII 

9 

XVIII 

6 

XXVIII 

3 

IX 

4 

XIX 

13 

XXIX 

1 

X 

2 

XX 

1 

XXX 

3 

Strep.  Hemolyticus  8 Total 

Staph,  and  Strep.  5 cases  typed  185 

Pfeiffer’s  bacillus  1 


Read  by  Dr.  John  A.  Monfort  before  the  Brooklyn  Academy  of  Pediatrics , 
October  25,  1939 
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Chart  1.  Therapeutic  response  to  the  drug. 


includes  a multitude  of  hospitals  with 
variations  in  clinical  interpretation. 

Course  of  the  Pneumonia 

On  an  average,  patients  manifested  their  first 
maintained  clinical  improvement  late  in  the 
second  day  from  the  beginning  of  hospitaliza- 
tion, and  the  temperature  fell  significantly  late 
on  the  fourth  day.  This  group,  on  an  average, 
had  approximately  two  days  of  pneumonia  prior 
to  admission  to  the  hospital.  As  one  observes 
by  Chart  1,  a typical  temperature  response  in 
uncomplicated  cases  was  observed  in  88.8  per 
cent  of  the  entire  group,  and  this  percentage 
responded  with  a normal  temperature  in  from 
eight  to  forty-eight  hours. 

Temperature  Response. — Chart  1 — Ten  cases 
responded  in  eight  hours;  75  cases  responded  in 
sixteen  hours ; 123  cases  responded  in  twenty-four 
hours;  52  cases  responded  in  thirty-two  to 
forty  hours;  and  64  cases  responded  in  forty- 
eight  hours. 

The  11.2  per  cent  of  the  cases  that  did  not 
respond  within  forty-eight  hours  proved  to  be 
nonpneumococcus  pneumonia  or  to  have  had 
complications. 

Failures  and  Relapses. — Approximately  11 
pursued  the  characteristic  course  of  pneumonia 
without  apparent  effect  from  the  drug. 

Duration  of  Abnormal  Roentgenologic  Densities. 
— No  statistical  difference  could  be  elicited  from 
studies  in  this  series  compared  with  observations 
in  cases  treated  by  serum  or  symptomati- 
cally. 

Age  Incidence. — Table  1 — It  was  noted  that 
all  age  groups  were  well  represented.  The  per- 
centage in  each  age  group  was  estimated. 
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Chart  2.  Hematologic  response  of  pneumonia 
cases  to  sulfapyridine. 

Concentration  of  Sulfapyridine  in  the  Blood. — 
One  hundred  and  twelve  cases  were  studied. 
The  average  for  all  the  age  groups  was  approxi- 
mately 4.1  mg.  per  hundred  cubic  centimeters  of 
blood.  Some  had  as  much  as  15.6  to  23  mg.  of 
the  drug  with  no  apparent  ill  effect. 

Types  of  Pneumonia. — Two  hundred  and  thirty- 
eight  cases  or  66.7  per  cent  had  lobar  pneumonia, 
and  119  cases,  or  33.3  per  cent,  had  broncho- 
pneumonia. 

Bacteria. — There  were  6 positive  cases  in  this 
group;  negative,  103;  not  done,  253;  and  con- 
taminated, 1. 

Empyema 

Cases 

Admitted  with  signs  of  pleural  exudate 8 

Effect  of  drug  therapy 0 

Empyema  as  a result  of  adequate  drug 

therapy 7 

Thoracotomy 4 

No  operation 3 

Sterile  exudate 2 

Empyema  Exudate 

(Drug  Concentration) Blood  Level 

3.2  mg.  per  100  cc 4.6  mg.  per  100  cc. 

2.5  mg.  per  100  cc 4.9  mg.  per  100  cc. 

2.8  mg.  per  100  cc 1.4  mg.  per  100  cc. 

7.2  mg.  per  100  cc 8.43  mg.  per  100  cc. 

8.6  mg.  per  100  cc 9.3  mg.  per  100  cc. 

One  notes  that  3 out  of  7 cases  of  empyema 
did  not  need  thoracotomy  and  that  in  1 of  these 
cases  of  the  writer’s  own  series  50  cc.  of  purulent 
exudate  was  withdrawn.  This  was  a type  III 
pneumococcus.  The  other  2 were  also  proved 
purulent  exudate  by  thoracentesis. 

One  might  justifiably  wonder  whether  treat- 
ment of  pneumonia  with  this  drug  does  not  re- 
duce the  incidence  of  empyema.  Empyema  it- 
self is  not  influenced  by  the  drug  administration. 
It  was  noted  that  in  empyema  exudate  the  sulfa- 
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TABLE  3. — The  Mortality  Was  4.2  Per  Cent  Gross. 
The  Corrected  Mortality,  When  We  Eliminate 
Those  Who  Died  Within  Twenty-Four  Hours,  Was 
3 Per  Cent 


Age 

Died 

2 yr. 

12  hr. 

3 yr. 

2 days 

7 yr. 

2 days 

2 yr. 

7 days 

1 yr. 

2 days 

6 wk. 

22  days 

Course  Type 

Lobar  pneumonia 
dehydration, 

acidosis  I 

Encephalitis  de- 
hydration, aci-  Staph,  and  Strep, 
dosis  nonhem. 

Diabetic  coma, 
diaphragm  pleur-  Strep,  nonhem., 
isy,  encephalitis  Staph.  alb. 

Empyema,  2 lobes  Strep,  hem. 
Pertussis,  mori- 
bund broncho- 
pneumonia 
Pertussis,  broncho- 
pneumonia, 
convulsions  III 


pyridine  level  was  a little  less  than  that  of  the 
blood  concentration. 

Hematologic  Response  of  Pneumonia  Cases  to 
Sulfapyridine. — Chart  2 — A composite  chart  was 
made  of  the  hematologic  response  to  the  drug 
It  was  noted  that  in  the  cases  that  were  uncom- 
plicated there  was  a prompt  reduction  of  leuko- 
cytes and  the  neutrophils,  as  is  demonstrated  by 
the  chart.  In  complicated  cases  the  response 
was  either  very  slight  or  the  leukocytes  and 
neutrophils  were  increased  so  that  one  may 
prognosticate  by  the  study  of  the  hematologic 
chart  as  to  the  course  of  the  disease. 

Types  of  Pneumococci  Isolated. — Table  2 — 
The  types  encountered  most  frequently  were 
types  I,  III,  VI,  VII,  XIV,  and  XIX. 

Mortality. — Tables  3 and  4 — Of  357  cases,  15 
died.  Eliminating  those  who  died  within 
twenty-four  hours  the  gross  mortality  was  3 
per  cent. 

Dosage. — Table  5 — The  majority  of  cases  re- 
ceived the  drug  until  afebrile  for  three  days. 
Some  cases  were  treated  for  a longer  period  of 
time  because  of  complications. 

Toxic  Effects  of  the  Drug. — Chart  3 — Severe 
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vomiting  was  encountered  in  80  cases,  while 
mild  vomiting  was  noted  in  39  cases.  This 
vomiting  was  unrelated  to  the  time  of  adminis- 
tration of  the  drug.  In  8 cases  vomiting  was  so 
severe  that  the  drug  had  to  be  administered 
rectally. 

Cyanosis  was  noted  in  15  cases.  It  was  rather 
difficult  to  establish  whether  this  symptom  was 
due  to  the  pneumonia  or  the  drug.  Diarrhea 
was  noted  in  15  cases.  Hematuria  was  observed 
in  4 cases.  It  disappeared  entirely  by  the  end 
of  the  pneumonia.  Microscopic  red  blood  cells 
were  noted  in  8 cases.  The  urine  in  all  the  cases 
was  negative  before  discharge.  Hemoglobinuria 
was  noted  in  1 case.  Leukopenia  was  observed 
in  3 cases  (see  Chart  3).  The  blood  returned  to 
normal  when  the  drug  was  discontinued.  Neu- 
tropenia was  noted  in  4 cases.  The  blood  re- 
turned to  normal  at  the  termination  of  the 
disease. 

Toxic  erythema : A generalized  maculopapular 
rash  was  encountered  in  15  cases;  4 showed  a 
cutaneous  eruption  scarlatiniform  in  nature. 
When  the  drug  was  discontinued,  the  rash  dis- 
appeared in  twenty-four  to  forty-eight  hours. 

There  was  1 case  of  acute  hemorrhagic  nephritis 
which  may  have  been  caused  by  the  drug  or 
the  pneumonia. 

Complications  of  Pneumonia. — Chart  4 — Forty- 
nine  cases  had  purulent  otitis  media  and  115 
cases  had  catarrhal  otitis  media.  One  case  had 
noma  with  a fatal  termination.  Ulcerative 
stomatitis  was  encountered  in  3 cases,  while 
acute  hepatitis  was  noted  in  2 cases. 
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TABLE  4. — Mortality 


Age 

Died 

Course 

Type 

10  mo. 

1 day 

Surgical  parotitis,  ec- 
zema 

Strep,  hem. 

2 yr. 

2 days 

Dehydration 

X 

5 mo. 

6 days 

Lobar  pneumonia 

3 mo. 

2 days 

Otitis,  media  pur. 

IV 

2 yr. 
11  mo. 

2 days 

Noma 

In  extremis  on  admis- 
sion 

3 mo. 

36  hr. 

In  extremis  on  admis- 
sion 

III 

4 mo. 

3 days 

Atelectasis 

III 

3V2yr. 

18  days 

Congenital  heart, 
pneumonia^ 

Pfeiffer’s 

bacillus 

Cases 

357 

Recovered  342 

Died  15 

TABLE  5. — Dosage  in  201  Cases 


Grains 

Grams 

Cases 

Grains 

Grams 

Cases 

Under  15 

5 

240 

16 

15 

3 

270 

18 

2 

30 

2 

21 

300 

20 

14 

60 

4 

35 

375 

25 

6 

90 

6 

33 

450 

30 

2 

120 

8 

26 

525 

35 

1 

150 

10 

30 

600 

40 

1 

180 

12 

3 

775 

51.7 

1 

210 

14 

18 

Total  cases  201 


Conclusions 

1 . From  the  foregoing  it  is  reasonable 
to  conclude  that  sulfapyridine  shortens 
the  course  of  pneumonia  in  children  by 
approximately  three  to  five  days  and 
that  it  is  innocuous. 

2.  It  is  noted  that  the  clinical  course 
is  significantly  shortened. 

3.  The  complications  from  the  drug 
are  of  minor  character. 

4.  Cyanosis  does  not  embarrass  the 
patient  or  respond  to  oxygen  therapy. 

5.  Some  cases  of  pneumonia  in  chil- 
dren are  refractory  to  the  drug.  It  is 
probably  caused  by  complications  or  by 
the  fact  that  the  pneumonia  is  not  caused 
by  the  pneumococcus  organism. 

6.  The  optimum  dosage  of  sulfapyri- 
dine is  the  amount  that  secures  a level 
in  the  blood  of  4 to  4.5  mg. 


Chart  5.  Typical  temperature  response  in 
uncomplicated  cases. 

7.  An  initial  large  dose  is  desirable, 
and  the  drug  should  be  discontinued  as 
soon  as  the  temperature  falls  to  normal 
rather  than  three  or  four  days  after  a 
normal  temperature  in  order  to  obviate 
possible  neutropenia. 

8.  Vomiting  is  noted  in  about  36  per 
cent  of  the  cases. 

9.  Nearly  88  per  cent  of  the  pa- 
tients in  this  series  were  clinically  im- 
proved and  developed  a normal  tempera- 
ture within  forty-eight  hours. 

10.  Hematologic  response  to  this  drug 
in  the  uncomplicated  cases  was  as  fol- 
lows: In  the  uncomplicated  cases  there 
was  an  immediate  response.  The  leuko- 
cytes and  the  neutrophils  dropped  within 
normal  limits,  while  in  the  complicated 
cases  the  leukocytes  and  neutrophils  be- 
came increased. 
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Harold  W.  Jones 
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Case  Reports 

TOXIC  DELIRIUM  FOLLOWING  INTRATHECAL  MAGNESIUM  SULFATE 

IN  TABETIC  CRISIS 

Oswald  J.  McKendree,  M.D.,  Utica,  New  York,  and  Samuel  R.  Lehrman,  M.D., 

Queens  Village,  New  York 

{From  the  Utica  State  Hospital ) 


The  literature  at  the  present  time  indicates 
that  the  treatment  of  tabetic  crises  is  limited 
and  inefficient.  Specific  agents  in  the  form  of 
arsenicals,  heavy  metals,  and  malaria  have  been 
found  effective  in  only  24  per  cent  of  the  cases,1'2 
thus  necessitating  a constant  search  for  a suit- 
able symptomatic  remedy.  Among  the  drugs 
used  for  the  relief  of  the  excruciating  pain  are 
morphine  (subcutaneously),  adrenalin  (intra- 
muscularly), chloral  and  sodium  bromide  (by 
rectum),  the  barbiturates  by  any  available  route, 
and  magnesium  sulfate  (intramuscularly  or 
intraspinally).3'4  Neurosurgery  has  also  been 
employed  with  varying  results,  and  more  re- 
cently there  have  been  reports  of  treatment  by 
subcutaneous  insulin6  and  intramuscular,  intra- 
venous, or  intrathecal  vitamin  Bi.6'7  Stokes8 
mentions  a gymnastic  exercise  that  consists  of 
"bending  a standing  patient  backward  over  the 
foot  of  the  bed  until  his  feet  fly  from  the  floor.” 
In  attempting  to  relieve  the  case  under  discus- 
sion many  of  these  treatments  were  administered. 
None  was  found  to  be  more  than  partially  effec- 
tive. 

This  report  concerns  the  production  of  a toxic 
delirium  by  the  intraspinal  administration  of  2 cc. 
of  50  per  cent  magnesium  sulfate  solution.  In 
spite  of  the  widespread  use  of  this  therapy  no 
other  reports  of  a similar  nature  could  be  found 
in  the  literature. 

Case  Report 

J.  W.,  aged  40,  white  male,  was  admitted  to 
the  Utica  State  Hospital  on  October  3,  1936, 
with  a chief  complaint  of  severe  intermittent 
pain  in  the  abdomen  and  back  accompanied  by 
vomiting  and  mental  depression.  The  depression 
and  an  attempted  suicide  were  the  immediate 
causes  of  his  admission,  although  his  physical 
symptoms  had  been  in  evidence  for  six  years. 
There  was  also  a history  of  morphine  addiction 
(with  recovery)  apparently  brought  about  by 
the  injudicious  use  of  this  drug  for  relief  of  pain. 

Physical  Examination. — Examination  showed 
a well-developed,  poorly  nourished  man  of 
asthenic  body  build,  not  appearing  acutely  ill. 
His  blood  pressure  was  110/70,  and  examination 
of  his  heart  was  essentially  negative.  Lung  ex- 
pansion was  diminished  on  the  right,  with  some 
tenderness  on  percussion,  decreased  resonance 
anteriorly  and  in  the  axilla,  and  increased  breath 


sounds  and  vocal  fremitus  over  these  areas.  A 
history  of  tuberculosis  was  elicited  with  cough, 
dyspnea,  and  hemoptysis  over  a period  of  two 
years.  The  patient  admitted  having  had  syphilis 
and  gonorrhea  in  1929,  and  a scar  was  observed 
on  the  penis.  Balancing  was  poor,  and  there  was 
slight  swaying  in  the  Romberg  test.  Knee  jerks 
and  ankle  jerks  were  absent.  Ophthalmologic 
examination  revealed  essentially  normal  vision: 
right  eye  20/20,  left  eye  20/25  uncorrected. 
The  pupils  were  round  but  the  right  was  much 
smaller  than  the  left.  There  was  no  reaction  to 
light.  The  ear,  nose,  and  throat  examinations 
were  essentially  negative  except  for  some  con- 
gestion of  the  nasal  mucous  membrane  on  the 
right  and  enlargement  of  the  turbinates  on  the 
left. 

Laboratory  Findings. — Blood  and  spinal  fluid 
Wassermanns  were  each  negative  in  the  alco- 
holic antigens  but  4 plus  in  the  cholesterinized 
antigens.  A faint  trace  of  globulin  and  6 cells 
appeared  in  the  spinal  fluid.  Colloidal  gold  and 
mastic  tests  were  negative.  The  blood  sugar 
was  96  mg.  per  hundred  cubic  centimeters  and 
nonprotein  nitrogen  was  33  mg.  per  hundred 
cubic  centimeters.  Urinalysis  was  essentially 
negative.  A complete  blood  count  revealed  the 
following:  r.b.c.  4,110,000,  w.b.c.  8,800,  hemo- 
globin 77  per  cent,  color  index  —0.9,  lympho- 
cytes 35  per  cent,  polymorphonuclears  65  per 
cent  (filament  60,  nonfilament  5).  An  x-ray 
plate  of  the  chest  revealed  no  active  tuberculosis. 

Mental  Status. — The  patient  was  neat  and 
tidy.  He  complained  of  abdominal  pain.  There 
was  no  defect  in  the  stream  of  mental  activity, 
but  he  appeared  depressed,  anxious,  and  worried. 
The  trend  concerned  his  physical  condition  and 
did  not  include  hallucinations,  delusions,  or 
other  unusual  mental  phenomena.  His  senso- 
rium  was  intact.  The  outstanding  features  of  his 
mental  illness  were  his  pronounced  depression 
and  the  previously  attempted  suicide.  An  or- 
ganic psychosis  on  a syphilitic  basis  could  not  be 
proved,  and  the  diagnosis  was  accordingly  "re- 
active depression.” 

His  course  in  the  hospital  was  characterized 
by  tabetic  crises  at  intervals  of  several  weeks,  in 
spite  of  bismuth  and  malarial  therapy.  The  use 
of  arsenic  in  the  form  of  tryparsamide  could  not 
be  continued  because  of  idiosyncrasy.  It  was 
thus  necessary  to  resort  to  symptomatic  treat- 
ment of  the  crises.  The  latter  involved  the  rec- 
tum, stomach,  and  intestines.  There  were  also 
severe  pains  in  the  lower  extremities  and  encir- 
cling the  chest.  Morphine  by  hypodermic  injec- 
tion relieved  the  pain  but  was  seldom  used  for 
fear  of  producing  addiction.  The  usual  sedatives 
were  unsatisfactory.  Magnesium  sulfate,  intra- 
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spinally,  was  employed  in  an  attempt  to  find  a 
remedy.  The  first  dose  consisted  of  1 cc.  of  a 50 
per  cent  solution,  which  was  injected  intra- 
thecally  between  the  second  and  third  lumbar 
vertebrae  and  was  given  to  relieve  an  abdominal 
crisis.  The  patient  was  lying  on  his  side  in 
bed  during  the  administration.  Some  benefit 
occurred;  there  seemed  to  be  a shortened  dura- 
tion and  diminished  severity  as  compared  to  the 
usual  attack.  Several  weeks  later  another  crisis 
occurred,  involving  the  rectum  and  accom- 
panied by  severe  pain  in  the  lower  extremities. 
The  same  treatment  was  employed  with  the  ex- 
ception that  2 cc.  was  given.  No  alleviation 
of  the  pain  having  occurred  after  an  interval  of 
two  days,  an  additional  2 cc.  was  given  intra- 
spinally.  It  is  well  to  note  that  after  each  injec- 
tion there  was  a temporary  aggravation  of  the 
patient’s  pain.  On  the  occasion  of  the  last 
injection,  the  patient  experienced  the  usual  phe- 
nomenon of  accentuated  pain  and  suddenly  sat 
up  in  bed.  It  was  with  some  difficulty  that  he 
was  prevailed  upon  to  resume  a horizontal  posi- 
tion. Almost  immediately  he  began  to  complain 
of  severe  pain  in  the  abdomen,  followed  in  a 
very  short  time  by  pain  in  the  chest  and  next  a 
choking  sensation.  Shortly  thereafter  he  be- 
came comatose.  There  was  a cessation  of  breath- 
ing, and  he  was  given  artificial  respiration.  A 
hypodermic  injection  of  10  minims  of  adrenalin 
chloride  1:1,000  and  2 cc.  of  coram ine  brought 
about  some  improvement,  although  he  remained 
in  a coma.  In  a few  hours  he  became  quite  rest- 
less and  delirious,  requiring  close  supervision  and 
restraint.  The  following  day  he  was  given  1,000 
cc.  of  10  per  cent  glucose  in  saline,  intravenously, 
with  a definite  show  of  improvement.  The  de- 
lirium, however,  persisted  for  about  two  days. 
When  he  regained  consciousness,  he  had  no  con- 
trol over  his  bladder  or  anal  reflexes.  This  state 
continued  for  an  additional  two  days.  During 
this  time  he  began  to  take  a liquid  diet,  and  his 
general  condition  then  improved  rapidly.  How- 
ever, the  pains  in  his  lower  extremities  remained, 
and  for  several  days  thereafter  he  required  occa- 
sional hypodermic  injections  of  morphine  sul- 


fate (V<  grain)  and  hyoscine  hydrobromide 
(Vioo  grain). 

When  questioned  relative  to  his  delirium,  he  re- 
counted some  interesting  hallucinations  which 
he  had  experienced.  One  of  these  was  the  vision 
of  a large,  old  man’s  face  from  which  exuded 
tear  drops  the  size  of  a fist.  Another  was  the 
vision  of  a man  with  a heavy  beard  whose  face 
was  enormously  elongated.  At  intervals  this 
man  would  say:  “Crime  does  not  pay.”  The 

patient  had  good  insight  into  his  condition  in 
that  he  knew  these  experiences  were  hallucina- 
tory, although  he  stated  that  during  his  delirium 
they  seemed  quite  real. 

Comment 

It  would  seem  that  the  delirium  produced 
was  the  immediate  result  of  cerebral  irritation 
from  the  magnesium  sulfate  injected  intra- 
spinally.  Possibly  the  patient’s  sudden  change 
of  position  immediately  following  the  injection 
caused  a rapid  diffusion  of  the  drug  upward  so 
that  the  brain  was  directly  affected.  It  is  of 
interest  to  note  that  the  intrathecal  administra- 
tion of  a solution  of  magnesium  sulfate  in  this 
case  had  little,  if  any,  palliative  action,  and  in 
fact  its  use  was  not  without  danger. 
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SUDDEN  CARDIAC  ARREST  UNDER  ANESTHESIA 

Francis  J.  Kennedy,  M.D.,  and  G.  Edgar  Burford,  M.D.,  New  York  City 
( From  the  Department  of  Anesthesiology , St.  Luke's  Hospital ) 


Case  Report 

A well-developed  white  man,  aged  33,  was  ad- 
mitted for  right  inguinal  herniorrhaphy. 

History  and  Physical  Examination. — The  pa- 
tient was  a severe  chronic  alcoholic.  He  had 
been  treated  elsewhere  five  months  before  for 
4 “jaundice,”  said  to  have  been  caused  by  alco- 
holism, and  had  taken  less  (one  pint  of  whisky 
daily)  since  then.  Liver  was  not  palpable  and 
the  history  and  physical  examination  was  other- 
wise unimportant.  A small,  right,  indirect 
inguinal  hernia  was  present. 

Anesthesia. — He  was  apprehensive  about  an 
operation.  Morphine  sulfate  l/i  and  hyoscine 
hydrobromide  Vieo  were  given  one  and  one- 
half  hours  before  the  induction  of  anesthesia,  with 
satisfactory  sedative  effect,  though  he  was  still 


awake  on  coming  to  the  operating  room.  Blood 
pressure  taken  then  was  98/64. 

Anesthesia  was  started  with  nitrous  oxide 
and  ether  at  10:25  a.m.  and  produced  excitement 
immediately.  This  subsided  shortly,  but  a pro- 
longed second  stage  could  not  be  avoided. 

The  incision  was  made  at  10 : 45.  Up  to  within 
two  minutes  of  that  time,  the  patient  had  moved 
his  legs.  One-half  ounce  of  ether  had  been  used. 
The  color  was  good,  but  periods  of  cyanosis  had 
previously  occurred. 

Cardiac  Arrest. — About  two  and  one-half 
minutes  after  the  incision  was  made,  the  pulse 
and  respiration  ceased  almost  simultaneously. 
The  color,  which  had  been  satisfactory,  changed 
to  ashen  gray  in  his  face.  A mottled  cyanosis 
soon  appeared,  particularly  on  chest  and  arms. 
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The  cornea  was  dry  and  lusterless,  with  pupils 
three-quarters  dilated. 

Artificial  respiration  with  oxygen  was  given 
continuously  without  difficulty.  A pharyngeal 
airway  was  in  place.  Fifteen  minims  of  Viooo 
epinephrine  was  given  subcutaneously  and  25 
minims  intracar dially.  No  pulse  was  present  or 
heart  sounds  audible  during  almost  continuous 
observations.  After  five  minutes  cardiac  massage 
through  an  extra  incision  was  considered  but  held 
in  abeyance.  External  cardiac  massage  was  at- 
tempted without  success. 

Fifteen  minutes  after  the  pulse  beat  had  ceased, 
a left  upper  rectus  incision  was  made  and  the 
heart  was  massaged.  After  compressing  the 
heart  four  times,  response  suddenly  occurred.  A 
forceful  heart  beat  and  pulse  returned,  and  the 
color  changed  to  a bright  pink.  The  pulse  rate 
was  eighty;  blood  pressure  was  64/40  on  the 
first  reading  and  140/80  within  a few  seconds. 
No  attempt  to  breathe  was  made. 

Respiration. — The  patient  did  not  breathe 
spontaneously  for  sixty  minutes.  During  the  first 
forty  minutes  (including  fifteen  minutes  before 
the  heart  resumed)  artificial  respiration  with 
oxygen  was  carried  out,  with  care  taken  to  avoid 
hyperventilation.  Five  per  cent  carbon  dioxide 
in  oxygen  was  then  used  for  twenty  minutes  with- 
out effect.  At  the  end  of  this  time,  41/*  cc.  of 
coramine  was  injected  slowly,  intravenously. 
This  produced  a deep  gasping  inspiration  which 
was  followed  by  another  in  some  thirty  seconds. 
Thereafter,  regular  respiration  continued  but 
was  abnormal.  It  was  slow  (about  ten)  but  was 
very  forceful  and  showed  a flutter  at  the  end  of 
each  deep  inspiration. 

Course. — The  patient  was  returned  to  the  ward 
and  given  oxygen  continuously  through  an  in- 
sufflation airway. 

Shortly  afterward,  slight  convulsive  move- 
ments of  the  extremities  occurred.  The  abnormal 
type  of  respiration  continued.  A very  faint 
corneal  reflex  was  present  at  first;  this  disap- 
peared after  four  hours.  His  blood  pressure 
continued  at  140/70  to  120/60  throughout  the 
day,  and  his  color  remained  good  for  about  ten 
hours. 

Then  his  condition  gradually  became  worse, 
and  death  occurred  twenty-two  hours  after  on- 
set, with  terminal  temperature  of  1073/6  F.  and 
a pulmonary  edema. 

Autopsy  showed  severe  cirrhosis  of  the  liver 
and  congestion  of  both  lower  lobes  of  the  lungs. 
The  heart  appeared  normal. 

Comment 

This  case  raised  and  answered,  partially  or 
completely,  many  questions  in  the  minds  of 
those  who  observed  it. 

The  Cause  of  Cardiac  Arrest. — When  the  heart 
stops  early  in  the  operation  and  in  light  anesthe- 
sia, the  diagnosis  is  fairly  certain  to  be  ventricu- 
lar fibrillation.  The  other  important  cause  of 
cardiac  arrest  under  anesthesia  is  dilatation  and 
failure  from  toxic  overdosage  of  the  anesthetic. 

Ventricular  fibrillation,  occurring  in  light 
anesthesia,  is  aided  by  a prolonged  second  stage 
of  anesthesia  such  as  often  accompanies  the  in- 
duction of  alcoholic  patients.  The  vascular  sys- 


tem is  flooded  with  epinephrine  of  the  individual’s 
own  manufacture  as  a result  both  of  stimulation 
from  excitement  and  from  the  effect  of  the  ether. 
Further  massive  afferent  stimulation,  resulting 
from  the  incision,  reflexly  enhances  the  hyper- 
excitability of  the  cardiac  muscle  and  sets  the 
stage  for  ventricular  fibrillation. 

Value  of  Epinephrine. — Following  the  sudden 
suspension  of  cardiac  activity  from  any  cause, 
epinephrine  is  almost  universally  used  immedi- 
ately. The  value  of  this  procedure  in  an  anes- 
thesia emergency  occurring  while  the  anesthesia 
is  known  to  be  light  is  seriously  to  be  questioned. 
In  all  probability,  an  increased  output  of  the 
patient’s  own  epinephrine  has  caused  the  condi- 
tion. The  only  value  to  be  expected  from  cardiac 
injection  should  come  from  the  needle  prick  it- 
self. This  causes  a direct  focus  of  stimulation  in 
the  heart  which  might  possibly  interrupt  the 
fibrillation.  There  is  no  purpose  in  further  en- 
hancing the  excitability  of  the  heart  muscle. 

On  the  other  hand,  the  value  of  epinephrine 
when  the  heart  has  failed  because  of  dilatation 
from  toxic  overdosage  is  well  established. 

Cardiac  Massage. — When  cardiac  arrest  occurs 
under  anesthesia  and  an  abdominal  operation 
had  not  been  planned,  the  responsibility  of  an 
important  decision  is  placed  squarely  upon  the 
surgeon  and  the  anesthetist.  After  attempts  at 
external  cardiac  massage  have  failed,  should  the 
abdomen  be  opened  to  facilitate  cardiac  massage? 
Many  doubts  arise  immediately:  (1)  The  heart 

may  recover  at  any  second ; (2)  the  responsibility 
for  an  unauthorized  operation  has  to  be  as- 
sumed; (3)  a severe  infection  may  develop, 
should  recovery  occur,  through  performing  a 
hurried  laparotomy  without  adequate  prepara- 
tion; and  (4)  the  probability  that  no  good  effect 
will  be  produced  weighs  heavily. 

All  these  doubts  loom  large  if  the  situation 
has  not  been  faced  previously.  For  those  who 
saw  this  case,  any  future  decision  will  be  easier. 
Massage  produced  immediate  resumption  of  the 
heart  beat  after  fifteen  minutes  of  silence. 

The  possibility  of  maintaining  a temporary 
minimal  artificial  circulation  by  cardiac  massage 
is  not  too  incredible.  Should  the  beat  not  resume 
immediately,  the  hope  of  maintaining  an  at- 
tenuated line  of  oxygen  supply  from  the  high  oxy- 
gen level  in  the  lung,  resulting  from  artificial  % 
respiration,  to  the  vulnerable  brain  cell  should  be 
considered.  It  should  be  remembered  that  only 
the  highly  developed  brain  cells  are  vulnerable 
during  this  period.  Other  cells  in  the  body  can 
withstand  oxygen  deprivation  for  long  periods. 
Even  the  smallest  amount  of  oxygenated  blood 
propelled  to  the  brain  might  prolong  the  life 
of  these  cells  until  the  heart  resumed  its  beat. 
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This  patient  appeared  in  good  condition  im- 
mediately after  the  resumption  of  cardiac  activ- 
ity. The  blood  pressure  was  up,  the  color  was 
bright  pink,  and  the  pulse  was  slow  and  forceful, 
yet  he  had  already  suffered  irreparable  brain 
damage  as  evidenced  by  the  mild  convulsive 
movements  and  the  abnormal  character  of  the 
respiration  after  it  finally  resumed. 

The  time  element  is,  therefore,  all-important 
in  making  this  decision.  It  should  be  done,  cer- 
tainly, within  five  minutes  or  will  probably  ulti- 
mately fail,  whatever  its  temporary  effect. 

Use  of  an  Analeptic  Drug. — During  respiratory 
arrest,  the  last  thought  and  not  the  first  should 
be  the  use  of  analeptics.  The  suspension  of 
respiration  alone,  when  not  accompanied  by 
cardiac  impairment,  is  of  little  significance  pro- 
vided intelligent  artificial  respiration  is  main- 
tained. After  a certain  period  of  artificial  respira- 
tion with  oxygen  and  without  the  resumption  of 
spontaneous  respiration,  low  percentages  of  car- 
bon dioxide-oxygen  should  then  be  tried.  If  this 
produces  no  effect,  it  is  then  reasonable  to  try 
one  of  the  analeptics. 


In  this  instance,  an  immediate  resumption  of 
spontaneous  respiration  of  an  abnormal  character 
occurred  which,  in  all  probability,  was  due  to  the 
effect  of  the  drug,  as  the  previous  means  had  been 
tried  deliberately  and  over  a period  of  some  forty- 
five  minutes. 

A less  favorable  effect  would  be  anticipated  had 
early  reliance  been  placed  on  the  analeptic  to  the 
neglect  of  adequate  artificial  respiration  and  had 
the  drug  been  injected  while  tissue  oxygen  ten- 
sion was  below  normal. 

The  effect  of  analeptics  on  the  impaired  heart 
when  given  for  the  treatment  of  suspended 
respiration  must  be  considered,  even  though  some 
of  the  analeptics  are  given  as  medical  treatment 
for  cardiac  disease.  The  effect  for  good  of  these 
drugs  on  the  heart  is  seriously  questioned  in 
reported  experimental  and  practical  experi- 
ence. 

Summary 

A case  of  cardiac  arrest  of  unusual  duration 
occurring  under  anesthesia  is  reported  and  the 
treatment  discussed. 


THE  FORMATION  OF  AN  ARTIFICIAL  VAGINA  WITHOUT  OPERATION 

(INTUBATION  METHOD) 

Robert  T.  Frank,  M.D.,  New  York  City 


IN  June,  1938,  I reported  on  a new  technic  for 
relieving  the  malformation  of  absence  of  va- 
gina without  operation.1  The  report  was  based 
on  6 cases,  some  of  them  observed  more  than 
three  and  one-half  years.  Since  then  I have  had 
the  opportunity  of  treating  2 more  patients  and  to 
follow  the  progress  of  4 of  the  earlier  ones.  The 
procedure  is  so  simple,  so  effective,  and  the 
result  so  uniformly  successful  that  it  should 
entirely  supersede  operative  measures,  some  of 
which  entail  serious  dangers  and  all  of  which 
require  prolonged  hospitalization.  The  self- 
intubation method  is  an  office  procedure  for 
instruction  but  mainly  "homework”  on  the 
part  of  the  patient,  as  a facetious  colleague  terms 
it. 

The  entire  armamentarium  consists  of  three 
test  tubes,  preferably  pyrex  (if  not  pyrex,  at 
least  thick- walled  glass),  respectively,  about 
6/i6,  6/s,  and  3/4  inch  in  diameter  and,  for  the 
larger  two,  6 inches  in  length. 

No  change  has  been  made  in  the  technic,  ex- 
cept that  one-half  hour  use,  twice  a day,  has  been 
found  sufficient.  I no  longer  require  the  patient 
to  keep  the  tube  inserted  throughout  the  night, 
as  first  advised. 


At  present  I direct  the  patient  to  appear  once 
each  week  for  the  first  month  in  order  to  make 
sure  that  directions  are  properly  carried  out 
and  to  supervise  progress.  For  the  next  two 
months  she  presents  herself  every  second  week. 
By  that  time  a permanent  vagina  is  established. 
At  each  visit  the  patient  introduces  the  tube  in 
my  presence  in  order  to  show  that  the  direction 
of  application  and  the  amount  of  pressure  used  is 
correct.  The  mucosa  of  the  new  canal  must  be 
light  pink,  intact,  and  without  fissures.  This 
can  be  readily  ascertained  by  looking  through 
the  tube  in  situ. 

Of  the  8 patients,  two  have  not  been  traced. 
These  2 had  been  married  happily  for  three  and 
one-half  years  in  1938.  The  following  6 cases, 
from  my  private  practice,  are  reported  in  detail. 

Case  Reports 

Case  1. — L.  R.,  has  now  been  married  one  and 
one-quarter  years,  and  her  husband  informed  of 
her  condition.  Coitus,  two  to  three  times 
weekly,  was  satisfactory  to  both  partners.  The 
vagina  admitted  two  fingers,  depth  27/8  inches 
without  pressure,  when  examined  on  December 
21,  1939. 

Case  2. — S.  G.,  has  been  married  four  and  one- 
half  years,  with  her  husband  uninformed  about 
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her  condition.  She  was  first  seen  one  year  after 
marriage,  and  there  was  no  coitus  then  or  since; 
this  couple  live  platonically.  The  vagina  was 
established  by  intubation  in  April,  1937.  There 
has  been  neither  coitus  nor  intubation  since  then. 
She  was  examined  December  22,  1939,  when 
there  was  revealed  an  easy  two-finger  vagina; 
the  tube  entered  31/g  inches,  and  the  mucosa  was 
pink,  soft,  and  resilient.  Abstinence  was  ap- 
parently due  to  psychic  not  physical  reasons. 
She  was  unintelligent. 

Case  3. — A.  H.,  unmarried,  had  the  vagina 
established  by  intubation  by  May,  1937.  She 
has  been  neglecting  intubation  since  April,  1938. 
Examination  on  December  22,  1939,  revealed  a 
two-finger  vagina  (tight  canal),  and  the  tube 
readily  entered  3 inches. 

Case  4. — L.  K.,  unmarried,  had  the  vagina 
established  by  intubation  in  January,  1938. 
She  “inserted  tube  at  intervals,”  and  actually 
has  been  neglectful.  An  examination  on  Decem- 
ber 18,  1939,  showed  a two-finger  vagina  with 
the  tube  entering  3V2  inches.  (Measurements 
are  always  taken  from  urethral  meatus  to  the 
end  of  the  tube.)  She  was  to  be  married  in  one 
week  and  refused  to  enlighten  her  future  hus- 
band in  spite  of  my  insistence. 

Case  5. — S.  W.  was  unmarried,  and  intubation 
was  begun  November,  1938,  and  was  completed 
March,  1939.  Examination  on  December  23, 
1939,  revealed  a two-finger  vagina  with  the  tube 
entering  31/6  inches.  She  uses  the  tube  three 
times  a week,  and  on  introduction  she  notices  a 
spasm  which  disappears  in  one-half  minute. 
This  same  spasm  was  noted  by  me  on  examina- 
tion (levator  spasm). 

Case  6. — D.  R.  was  seen  at  the  age  of  16  V2 
years,  six  years  ago.  She  was  advised  to  wait. 
She  was  again  seen  in  November,  1939.  She 
was  then  engaged,  and  her  fiance  knew  her  con- 
dition. The  couple  had  a personal  interview 


with  me.  Between  November  25  and  December 
30,  1939,  a 2-inch  depth  was  obtained  by  in- 
tubation. At  first  the  hymen  proved  an  ob- 
stacle to  the  3/ 4-inch  tube.  She  is  to  continue 
intubation  and  will  be  married  soon. 

On  the  basis  of  these  8 cases  (2  reported  else- 
where not  followed),  I feel  justified  in  urging  that 
the  establishment  of  a vagina  by  operative  means, 
where  this  organ  is  congenitally  absent,  should 
be  entirely  abandoned.  The  intubation  method 
should  supersede  operative  treatment,  as  it  ap- 
pears successful  in  all  cases  so  far  attempted — 
even  in  the  case  which,  in  my  first  report,  I 
classified  as  a failure,  because  re-examination 
shows  the  presence  of  an  adequate  vagina.  * 

Experience  has  likewise  shown  that  when  a 
vagina  has  been  established  by  means  of  the  in- 
tubation method,  the  result  is  permanent,  even 
in  patients  who  have  neglected  dilatation  for 
more  than  a year.  It,  therefore,  appears  justi- 
fiable to  make  a vagina  at  about  the  age  of  18 
years,  even  if  the  patient  is  not  engaged  to  be 
married,  because  the  psychic  effect  on  such  a 
handicapped  individual  is  good,  re-establishing 
a feeling  of  normalcy  and  abolishing  the  conse- 
quent psychic  disturbances  due  to  a feeling  of 
deprivation  and  inferiority. 

Reference 

1.  Frank,  R.  T.:  Am.  J.  Obst.  & Gynec.  35:  1053 

(1938). 

* In  a recent  patient,  aged  31,  a vagina  was  established 
in  six  weeks. 


SUDDEN  AND  DELAYED  DEATH  FOLLOWING  PNEUMOTHORAX 

PROCEDURES 

Lee  Ogden,  M.D.,  New  York  City 

( From  the  Chest  Clinic,  Gouverneur  Hospital) 


Pneumothorax  treatments  are  becoming 
more  and  more  an  office  procedure  and, 
therefore,  an  enumeration  of  its  dangers  is 
timely.  However,  it  is  sometimes  impossible  to 
avoid  accidents  in  pneumothorax  procedures, 
even  with  the  best  technic. 

Sudden  and  delayed  deaths  are  caused  by: 
(1)  cardiac  failure;  (2)  air  embolism;  (3)  pleural 
shock;  (4)  miscellaneous  causes. 

Cardiac  Failure. — This  rarely  happens.  The 
following  is  a report  of  a typical  case. 

Case  Report 

A man,  aged  49,  was  seen  with  an  exudative- 
productive  tuberculous  lesion  over  the  entire 
right  lung.  His  sputum  showed  many  acid-fast 
bacilli.  He  had  been  sick  more  than  two  years 


and,  for  treatment,  had  been  advised  to  go  to  a 
farm  for  a rest.  His  sputum  had  never  been 
previously  examined,  and  none  of  the  consulting 
practitioners  had  suggested  pneumothorax.  In 
consequence,  his  general  condition  was  bad;  he 
had  secondary  anemia,  tachycardia,  arterial 
hypotension,  and  cardiovascular  insufficiency. 
Fever,  night  sweats,  anorexia,  and  streaking  had 
been  present  for  a long  time.  As  a last  resort 
pneumothorax  was  advised,  but  his  family  was 
informed  that  at  his  age  and  his  condition  this 
procedure  was  hazardous. 

Right  after  a few  pneumothorax  insufflations 
his  fever  diminished  and  his  appetite  and  general 
condition  improved.  The  pneumothorax  was 
given  very  carefully  with  a very  satisfactory  col 
lapse,  except  for  an  adhesion  at  the  extreme  up- 
per lobe.  Due  to  his  cardiac  condition,  he  was 
not  permitted  bath  and  toilet  privileges.  Even 
when  he  went  to  the  fluoroscopy  room,  he  was 
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carried  on  a stretcher  and  kept  in  a horizontal 
position.  Nevertheless,  two  weeks  later,  after 
half  a dozen  successful  insufflations,  he  was 
taken  as  usual  to  the  x-ray  department,  and, 
while  stepping  from  the  stretcher  to  the  fluoro- 
scope,  he  became  cyanotic  and  collapsed.  Res- 
piration ceased  and  the  heart  beat  was  not  aud- 
ible. Following  oxygen  inhalations,  intravenous 
coramine,  and  intracar  dial  epinephrine  injec- 
tions, he  rallied  but  expired  in  twenty  minutes  in 
a syncopal  attack. 

Air  embolism  and  pleural  shock  are  still  a 
problem,  and  need  further  study.  The  difficulty 
in  proving  fatalities  from  air  embolism  lies  in  the 
fact  that  in  animal  experiments  the  intra- 
pulmonary  insufflations  are  innocuous.  Pleural 
shock,  which  French  authors  call  “pleural 
eclampsia,”  unquestionably  does  occur.  Pleural 
shock  has  been  observed  in  oleothorax  using 
highly  concentrated  gomenol.  It  has  also  been 
observed  in  simple  pleural  lavage,  pleural  tap, 
and  pleural  exploration. 

The  symptomatology  is  identical  in  both  air 
embolism  and  pleural  eclampsia,  but  because  of 
the  predominance  of  one  symptom  or  another, 
accidents  might  be  considered  purely  syncopal, 
paralytic,  or  epileptiform.  For  instance,  a sud- 
den collapse  of  the  heart  accompanied  by  pallor, 
weak  pulse,  slow  respiratory  rate,  and  uncon- 
ciousness  is  purely  syncopal.  In  extreme  cases 
death  occurs  in  a short  time.  Sometimes  this 
syncopal  syndrome  is  preceded  by  convulsions 
and  intellectual  aura  resembling  jacksonian 
epilepsy.  The  spasm  may  be  present  only  in  the 
muscles  of  the  face  but  occasionally  are  general- 
ized as  clonic  convulsions.  In  serious  cases  they 
lead  to  paralysis,  which  may  be  monoplegic, 
hemiplegic,  but  never  paraplegic.  This  paralysis 
disappears  early  in  benign  cases.  In  severe  cases 
the  paralysis  remains  for  weeks  and  disappears 
slowly.  Fatalities  are  known  in  these  extreme 
cases  of  paralysis  which  closely  resemble  cases 
of  cerebral  softening  due  to  a hemorrhagic  focus. 

Ocular  complications  such  as  hemianopia, 
amblyopia,  and  even  amaurosis,  persisting  for 
many  days  have  been  observed. 

Poix  and  Renier3  claim  that  it  is  impossible  to 
foresee  the  evolution  of  a syndrome  when  it  ap- 
pears. It  may  recede  in  a few  minutes  or  may 
lead  to  death.  In  other  cases  it  leaves  lasting 
and  definite  changes. 

This  concept  of  air  embolism  is  criticized  by 
many  physicians  who  claim  that  in  compound 
fractures,  accidental  perforation  of  veins,  trauma 
of  the  uterine  sinus,  and  the  accidental  intra- 
venous injection  of  air  bubbles  fatalities  from  air 
embolism  do  not  occur. 

On  the  other  hand,  Poix  and  Renier  and  other 
writers7,8,9  claim  that  only  air  embolism  could 
produce  such  severe  changes.  One  should  be 


present  at  such  a dramatic  episode  in  order  to 
realize  how  quickly  death  occurs.  After  having 
observed  only  one  fatality,  it  is  easy  to  accept  the 
fatality  of  air  embolism  as  the  cause  of  death. 
To  further  substantiate  this  belief,  it  was  ob- 
served that,  in  cases  of  sudden  death,  in  post- 
mortem examinations  air  bubbles  have  been  seen 
in  the  cerebral  and  coronary  arteries.  If  the 
postmortem  examination  is  for  some  reason  de- 
layed, the  air  bubbles  may  be  absorbed. 

Liebermeister’s10  phenomenon,  as  clinical  symp- 
tom in  air  embolism,  may  be  valuable  in  the 
diagnosis  of  air  embolism.  Patients  complain 
of  numbness  of  the  tip  of  the  tongue.  In  such 
cases  an  air  bubble  reaches  the  pulmonary  veins, 
then  the  left  heart,  the  aorta,  and  carotids. 
From  there  it  passes  to  the  lingual  artery  before 
it  reaches  the  brain.  This  would  explain  the 
numbness  of  the  tongue.  Unfortunately,  in 
severe  cases  there  is  no  time  to  investigate 
whether  the  patient  feels  such  a numbness. 

If  the  air  bubble  reaches  the  cerebral  arteries, 
ischemia  and  softening  of  the  corresponding 
part  of  the  brain  occur.  In  mild  cases  this  re- 
sults in  convulsions,  paralysis,  or  occasionally  in 
death.  Small  air  bubbles  reaching  the  vena  cava, 
right  side  of  the  heart,  and  right  lung  may  be 
absorbed  by  the  pulmonary  capillaries.  If  large, 
they  may  cause  death. 

Pleural  shock  is  usually  nervous  or  psychic  in 
origin.  According  to  Poix  and  Renier  it  may  oc- 
cur in  patients  even  when  the  trocar  does  not 
reach  the  visceral  pleura  and  before  any  air  is 
insufflated.  However,  the  clinical  course  and 
fate  of  patients  suffering  pleural  shock  and  those 
experiencing  air  embolism  are  identical.  An 
angiomatous  parietal  pleura  as  a result  of  previ- 
ous inflammation  may  be  responsible  for  pleural 
shock.  This  basis  was  suggested  by  Forlanini4 
and  seen  by  Montanini.5  Going  one  step  further, 
we  may  believe  that  the  shock  is  really  an  un- 
recognized embolism.  However,  in  our  opinion 
as  in  others,  definite  proof  of  this  is  still  lack- 
ing. 

There  are  many  other  less  serious  accidents 
that  may  produce  a delayed  death.  Subcutane- 
ous emphysema,  as  a result  of  perforation  of  the 
parietal  pleura,  visceral  pleura,  and  subcortical 
tissue  of  the  lung,  may  result  in  an  enormous 
amount  of  air  in  the  subcutaneous  tissue,  produc- 
ing a tension  emphysema.  If  the  perforation  is 
not  treated  surgically,  it  may  terminate  fatally. 
In  the  majority  of  cases  a subcutaneous  emphys- 
ema produced  by  perforation  of  the  parietal 
pleura  is  benign  and  disappears  in  a few  days. 
Perforation  of  intercostal  vessels  may  produce  a 
subcutaneous  emphysema  or  hemorrhagic  pleu- 
risy. This  is  never  fatal.  The  sharp  point  of  a 
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trocar  may  cause  an  erosion  of  a rib.  This  is 
extremely  rare  and  without  danger. 

Lung  perforations  occur  very  frequently,  and 
the  only  ill  effect  is  slight  pain  in  the  chest  and 
streaking  for  a few  days.  Perforation  of  an  ad- 
hesion that  has  common  capillaries  with  the  lung 
may  cause  serious  damage.  Such  perforation 
due  to  a Jacobaeus  operation  caused  death  by 
producing  profuse  bleeding.  I have  witnessed 
this  in  1 case. 

However,  all  these  accidents  are  rare.  In  a re- 
view of  229,000  cases  in  different  sanatoriums  in 
Switzerland,  Fromel  and  Demole6  found  only  69 
accidents  or  1:5,000.  Out  of  these  69  accidents 
6 were  fatal;  52  per  cent  occurred  before  in- 
sufflation, 29  per  cent  at  the  time  of  insufflation, 
and  19  per  cent  after  insufflation. 

The  author  had  1 death  in  3,900  pneumo- 
thoraces. It  was  due  to  cardiac  failure  and  is 
described  above.  A nervous  shock  occurred  in 
another  case  in  a neurotic  patient  following  the 
subcutaneous  injection  of  2 per  cent  novocain- 
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epinephrine  solution  preparatory  to  a pleural 
tap. 

Most  all  of  the  accidents  in  pneumothorax 
procedures  may  be  avoided  by  proper  examina- 
tion and  choice  of  cases,  careful  study  of  the 
roentgenograms,  complete  heart  studies,  the  use 
of  oxygen  for  the  first  insufflation  in  difficult 
cases,  careful  manometric  readings,  proper  in- 
struments, and  maintenance  of  a simple  congenial 
atmosphere  during  the  operation,  especially  in 
initial  pneumothorax. 

80  West  40th  Street 
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RHINOPHYMA 

John  A.  Cinelli,  M.D.,  New  York  City 
(. Assistant  Surgeon,  Bellevue  Hospital,  Rhinoplastic  Div.) 


Rhinophyma  is  a grotesque  hypertrophy  of  the 
nose.  It  is  the  end  result  of  a previous  acne 
rosacea  and  is  described  under  a variety  of 
names.  Some  of  the  names  by  which  it  is 
known  are:  “whisky  or  rum  nose,  acne  hyper- 
plastica,  hammer  nose,  double  nose,  fatty  nose, 
growing  nose,  fibroma  molluscum,  and  cysadeno- 
fibroma  of  the  nose.” 

The  causative  agent  is  unknown.  Some  be- 
lieve that  beer  and  whisky  are  the  responsible 
causes,  although  the  disease  has  been  observed  in 
total  abstainers.  Other  factors  that  are  usually 
attributed  to  it  are:  exposure  to  extreme  cold  or 
heat,  constipation,  excessive  imbibition  of  tea  or 
coffee,  and  excessive  eating.  However,  these 
explanations  are  not  accepted  by  the  majority 
of  the  medical  men. 

The  disease  usually  involves  the  lower  two- 
thirds  of  the  nose  and  only  rarely  invades  the 
alar  rim,  the  chin,  and  the  forehead.  The  first 
manifestations  of  this  condition  usually  appear 
after  the  fiftieth  year,  and  men  are  more  dis- 
posed to  it  than  women,  the  proportion  being 
approximately  twelve  to  one.  While  women  are 
more  prone  to  acne  rosacea  than  men,  the  ratio 
being  three  to  one,  nevertheless  they  rarely  de- 
velop rhinophyma. 

In  acne  rosacea  there  is  a passive  hyperemia  of 


the  nose  and  flush  areas  of  the  face.  This  per- 
sistent hyperemia  causes  a permanent  dilata- 
tion of  the  capillaries,  and  the  elastic  tissues  in 
the  walls  of  the  blood  vessels  become  absorbed. 
This  overnourishment  of  the  nose  stimulates  the 
proliferation  of  new  blood  vessels  and  connective 
tissues  and  also  causes  the  hypertrophy  of  the 
sebaceous  glands  which  finally  become  lobulated. 
It  is  at  this  stage  that  rhinophyma  actually  be- 
gins. The  openings  or  pores  of  the  sebaceous 
glands  become  greatly  enlarged,  and  great  masses 
of  sebum  are  excreted.  Often,  the  sebum  is  re- 
tained because  of  the  excessive  edema  pressing 
against  its  excretory  canal.  These  factors,  in 
turn,  cause  an  irritation  to  the  surrounding  tis- 
sues and  the  formation  of  an  inflammatory 
exudate  which  consists  of  lymphoid  cells,  mast 
cells,  plasma  cells,  epithelioid  cells,  and,  some- 
times, giant  cells.  The  edema  of  the  tissues  may 
become  so  excessive  as  to  block  completely  the 
nourishment  to  some  parts,  thereby  causing 
a necrosis.  Carcinomatous  degeneration  is 
rarely  found  in  conjunction  with  rhinophyma. 

Many  methods  have  been  advocated  for  the 
treatment  of  this  condition.  The  most  simple 
and  perhaps  most  practical  procedure  is  to  pare 
off  the  excessive  skin  down  to  the  basal  epi- 
thelial sinus  line.  If  the  cartilages  are  involved, 
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Fig.  1. 


they  should  be  trimmed  so  as  to  conform  to  the 
proper  configuration  of  the  nose.  The  operation 
is  usually  performed  under  local  anesthesia  con- 
sisting of  2 per  cent  novocain  with  20  drops  of 
epinephrine  to  the  ounce. 

Reports  of  Two  Cases 

Case  1. — A well-developed  and  well-nourished 
white  man,  aged  77,  was  referred  to  the  Plastic 
Surgery  Clinic  at  St.  Joseph’s  Hospital  by  Dr.  D. 
DeLorenzo.  The  patient  stated  that  he  had 
noticed  a gradual  but  progressive  enlargement  of 
his  nose  over  a period  of  20  years.  He  was  seek- 
ing relief  because  his  breathing  was  becoming 
greatly  impaired.  His  wife  stated  that  he  was 
an  excessive  beer  drinker  all  his  life. 

Examination  revealed  several  large,  irregular, 
lobulated  masses  attached  to  the  nose,  two  of 
which  were  about  the  size  of  a small  lemon. 
The  operation  was  performed  under  local  anes- 
thesia and  the  masses  were  completely  removed. 
Recovery  was  uneventful.  The  pathologic  re- 
port of  the  Bureau  of  Laboratories,  Yonkers, 
N.  Y.,  was  as  follows: 

“Macroscopic:  Eight  pieces  of  skin-covered 
tissue  all  more  or  less  lobular,  the  surface  greatly 
scarred,  soft,  red,  the  cut  surfaces  pinkish-yel- 
low. 

“ Microscopic : Marked  hypertrophy  of  corium, 
with  edema  and  cellular  infiltration;  also  dilata- 
tion of  the  sebaceous  glands.  The  cellular  in- 
filtration of  the  corium  is  general,  consisting 
mostly  of  lymphocytes  and  endothelial  leuko- 
cytes, with  indefinite  focal  accentuation  and  oc- 
casional groups  of  foreign  body  giant  cells.  The 
epidermis  is  thrown  into  coarse  folds  and  often 
shows  subepithelial  lymphoid  infiltration. 

“ Diagnosis : Chronic  hypertrophic  rhinitis 

(rhinophyma).” 

Case  2. — A well-developed  and  well-nourished 
white  man,  aged  55,  stated  that  he  drank  beer 
excessively.  He  stated  that  he  first  noticed  a 
tumefaction  of  the  nose  about  twenty  years 
before  which  had  become  progressively  worse. 
The  family  history  was  essentially  negative. 


Fig.  3. 


Examination  revealed  three  lobulated  masses 
of  soft  tissue  involving  the  entire  lower  half  of  the 
nose.  Complete  physical  examination  was  other- 
wise negative. 

The  operation  was  performed  under  local 
anesthesia  consisting  of  2 per  cent  novocain  and 
20  drops  of  epinephrine  to  the  ounce.  The 
masses  were  completely  excised  down  to  the 
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Fig.  4. 


Fig.  6. 


epithelial  sinus.  Recovery  was  uneventful. 
All  dressings  were  removed  at  the  end  of  the 
second  week.  The  “after”  pictures  were  taken 
two  months  postoperatively.  The  pathologic 
report  of  the  Bureau  of  Laboratories,  was: 

“ Macroscopic : Strip  of  white  skin  6 by  3.2 
by  about  0.6  cm.,  the  surface  much  scarred. 
The  consistency  is  tough.  Cut  surfaces  show 
translucent  areas  alternating  with  dense  yellow- 
ish areas. 

“ Microscopic : The  skin  is  of  irregular  thick- 

ness, showing  hyperkeratosis  in  some  areas  and 
regularly  in  the  deep  fissures  which  are  present. 
Some  of  these  fissures  form  flasklike  cysts  filled 
with  desquamated  cells,  and  occasionally  these 
cysts  are  widely  distended  by  purulent  exudate. 
There  is  notable  hypertrophy  of  the  sebaceous 
glands  and  some  of  these  are  transformed  into 
cysts.  The  interstitial  tissue  shows  scarring 
and  infiltration  by  many  lymphoid  cells  including 
plasma  cells  and  by  endothelial  leukocytes  which 
are,  in  places,  filled  with  granules  of  yellowish 
pigment.  Small  abscesses  also  occur. 

“Diagnosis:  Rhinophyma.” 


Fig.  5. 
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THE  PLACE  OF  THE  CIVILIAN  PHYSICIAN  IN  THE  EXPANSION 
OF  THE  UNITED  STATES  ARMY 

John  L.  Kantor,  M.D.,  New  York  City 

( Colonel , Medical  Reserve,  U.  S.  Army) 


The  army  of  the  United  States  exists  only  in 
skeleton  form  in  times  of  peace.  Before  the 
recent  enlistment  drives,  the  strength  of  the 
regular  army  was  about  180,000  officers  and  men. 
On  April  20,  1940,  there  were  only  1,171  officers 
in  the  medical  corps  of  the  regular  army.  On 
the  same  date  there  were  approximately  15,000 
officers  in  the  medical  reserve  corps. 

We  are  now  engaged  in  increasing  the  regular 
army  to  a strength  of  375,000  and  the  national 
guard  to  about  the  same  figure.  In  addition, 
beginning  this  month,  October,  1940,  and  at 
certain  intervals  thereafter,  according  to  present 
legislation,  we  shall  draft  increments  of  400,000 
men  at  a time.  These  men  will  constitute  the 
third  great  component  of  the  United  States 
Army,  namely,  the  organized  reserves.  Accord- 
ing to  the  normal  proportion  of  1.2  per  cent 
medical  officers  to  total  troops,  each  such  draft 
will  require  4,800  additional  medical  officers. 
It  thus  becomes  obvious  that  if  the  present  world 
conditions  and  national  policies  continue,  the 
existing  medical  reserve  corps  will  soon  be  called 
to  active  duty  and  a great  many  able-bodied 
civilian  physicians  will  be  giving  serious  con- 
sideration to  the  subject  of  military  service. 
Furthermore,  the  intelligent  medical  layman 
will  quickly  realize  that  it  takes  more  than  a 
medical  education  and  professional  skill  to  be 
an  army  surgeon,  and  he  may  well  ask  just 
what  constitutes  the  new  duties  he  may  soon  be 
called  upon  to  perform. 

The  mission  of  the  medical  department  has 
been  briefly  stated  as  the  preservation  of  the 
strength  of  the  military  forces  and  the  conversion 
of  casualties  into  replacements.  To  carry  out 
this  assignment,  however,  a great  multiplicity  of 
functions  is  involved.  According  to  Army 
Regulations  (A.R.  40-5)  these  include : 

1.  The  conduct  of  physical  examinations  of 
applicants  for  admission  to,  and  members  of, 
the  army. 

2.  The  preservation  of  health  and  the  pre- 
vention of  disease  among  personnel  subject  to 
military  control,  including  the  direction  and 
execution  of  measures  of  public  health  among 
the  inhabitants  of  occupied  territory. 


3.  The  medical,  surgical,  and  dental  care  of 
sick  and  wounded  personnel,  with  a view  to  re- 
storing to  duty  at  the  earliest  practicable  mo- 
ment those  not  permanently  disabled,  and  to 
removing  from  active  service  those  whose  disa- 
bilities render  them  physically  unfit  for  further 
military  service. 

4.  The  methodical  disposition  of  the  sick  and 
wounded  so  as  to  insure  retention  of  effectives 
and  to  relieve  the  fighting  forces  of  the  non- 
effectives. 

5.  The  transportation  of  the  sick  and 
wounded. 

6.  The  administration  of  military  hospitals 
and  other  prescribed  establishments  for  the  care, 
treatment,  and  transportation  of  sick  and 
wounded  personnel  and  animals. 

7.  The  preparation  and  proper  disposition 
of  records  and  reports  pertaining  to  activities  of 
the  medical  department. 

8.  The  proper  selection,  classification,  and 
training  of  medical  department  personnel. 

9.  The  operation  of  a veterinary  service 
including  the  preservation  of  the  health  of  ani- 
mals and  their  care  when  disabled;  also  the 
inspection  of  meats,  meat  foods,  and  dairy 
products. 

10.  The  production,  procurement,  storage, 
and  issue  of  all  supplies  and  equipment  used  by 
the  medical  department. 

11.  The  research  and  experimentation  con- 
nected with  the  development  and  improvement 
of  medical  department  materiel,  equipment,  and 
supplies. 

12.  The  preparation  and  preservation  of 
photographic  and  cinematographic  records  per- 
taining to  activities  of  the  medical  department. 

There  is  still  another  function  of  the  medical 
department,  not  specifically  mentioned  in  the 
above  listing,  but  which  should  be  included  to 


TABLE  1. — Evacuation  Hospital  Number  1 
First  Army  Maneuvers 


1939  (2  wks.) 

1940  (3  wks.) 

Medical  diagnoses 

221 

557 

Surgical  diagnoses 

122 

307 

Counted  twice  or  more 

3 

64 

Total  admissions 

340 

800 

1675 
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TABLE  2. — First  Army  Maneuvers,  1939 


TABLE  3. — First  Army  Maneuvers,  1940 


Medical  Service 

Surgical  Service 

Alimentary 

75  (25  obs. 

Contusion 

29 

for  app.) 

F racture-dislo- 

Respiratory 

56  ( 3 pn.,  15 
grippe) 

cation 

25 

Sprain,  strain 

18 

Genitourinary 

25  (23  ven- 

Cellulitis 

12 

ereal) 

Laceration 

11 

Tegumentary 

23  (13  poison 

Appendicitis, 

ivy) 

operation 

4 

Eye 

12  (9  conjunc- 

Abscess, peri- 

tivitis) 

proctic 

3 

N europsychiatric 

10  ( 5 psy- 

Miscellaneous* 

20 

chosis) 

— 

Ear 

5 

122 

Cardiovascular 

4 

Miscellaneous 

11 

221 

* Includes  1 case  of  perforated  duodenal  ulcer. 


make  the  picture  complete.  This  function  is 
known  technically  as  command.  By  command 
in  this  sense  is  meant  the  administrative  re- 
sponsibility on  the  part  of  higher  authority  for 
a soldier,  as  a soldier,  no  matter  what  branch 
of  the  service  he  is  in.  This  responsibility  in- 
cludes the  basic  obligations  of  feeding,  clothing, 
shelter,  pay,  assignment  or  return  to  duty,  and 
all  such  matters.  Medical  officers  are  charged 
with  command  function  not  only  over  their  own 
troops,  who  constitute  10.5  per  cent  of  the  total 
personnel  of  the  army,  but  also  over  all  troops 
who  may  come  under  their  control  as  casualties 
and  thus  temporarily  lose  contact  with  their  own 
proper  commanders.  These  “lost  sheep”  may 
in  a major  emergency,  as  actually  happened  in 
the  American  Expeditionary  Force  during  the 
last  World  War,  reach  15  per  cent  of  the  strength 
of  the  forces  engaged.  Therefore,  it  may  come 
to  pass  that  the  medical  department  may  actu- 
ally have  to  assume  complete  charge  of  as  much 
as  one-quarter  of  the  entire  army. 

Returning  now  to  the  more  professional  re- 
sponsibilities listed  above,  it  is  obvious  that  some 
of  the  duties  concern  dentists  and  veterinarians 
rather  than  medical  doctors.  However,  it 
should  be  clear  to  any  thinking  civilian  physi- 
cian that  he  cannot,  without  special  preparation, 
assume  even  the  most  familiar  activities  in  their 
new  and  strange  military  setting.  For  the 
efficient  execution  of  these  duties  he  would  re- 
quire additional  training  just  as  he  would  upon 
entering  the  practice  of  any  new  civilian  medical 
specialty. 

The  more  purely  tactical,  administrative,  and 
supply  duties  would  naturally  be  assigned  to 
regular  army  officers  or  to  reservists  of  relatively 
considerable  experience.  The  great  demand  at 
first  is  for  young  active  men  who  are  willing  to 
start  at  the  beginning.  The  beginner  in  mili- 
tary medicine  would  probably  be  given  the  more 
purely  professional  assignments.  He  almost  cer- 
tainly would  be  expected  to  assist  in  the  per- 


Medical  Service 

Surgical  Service 

Alimentary 

350 

Surgical  proper 

213 

Respiratory 

130 

Venereal 

44 

Tegumentary 

27 

Ear  cases 

21 

Neuropsychiatric 

24 

Eye  cases 

19 

Miscellaneous  * 

18 

Dental 

10 

Skeletal 

3 

Cardiovascular 

2 

307 

Urinary 

2 

Lymphatic 

1 

557 

* Includes  1 fatal  case  of  meningitis,  cerebrospinal. 


formance  of  physical  examinations  and  he  might 
be  ordered  to  serve  with  troops  or  in  hospitals 
under  the  direction  of  senior  officers.  The 
casualties  that  would  be  encountered  during  the 
early  phases  of  mobilization  would  be  pre- 
dominantly medical  in  nature.  There  would  be 
a few  injuries  and  surgical  diseases,  of  course, 
but  these  would  not  much  exceed  their  incidence 
in  civil  practice.  The  heavy  need  for  surgical 
skill  and  training  would  not  be  felt  until  the 
actual  shock  of  war  had  created  its  battle  and 
bombardment  casualties. 

During  these  early  stages  of  army  expansion, 
namely  those  of  mobilization  and  troop  concen- 
tration, the  army  physician  would  be  especially 
busy  with  the  prevention  and  treatment  of  epi- 
demic diseases.  In  the  summer  and  in  the 
warmer  regions,  diarrhea  and  dysenteries  would 
probably  prevail,  whereas  during  the  winter  and 
in  the  colder  places  respiratory  affections  would 
constitute  most  of  the  casualties.  At  all  times 
the  specific  epidemic  diseases  of  youth  and  child- 
hood, measles,  mumps,  diphtheria,  meningitis, 
would  tax  the  energies  of  the  medical  officer. 

In  order  to  illustrate  the  types  of  cases  en- 
countered in  actual  practice  in  army  hospitals, 
the  following  personal  experience  tables  may  be 
presented.  These  tables  illustrate  the  types  of 
cases  admitted  to  the  Evacuation  Hospitals 
serving  the  First  Army  during  the  maneuvers 
of  1939  and  1940  held  in  northern  New  York 
(see  tables). 

It  should  again  be  stressed  that  these  are  cited 
as  being  illustrative  experiences  One  may  en- 
counter a great  variety  of  diseases  or  injuries 
during  mobilization  and  warfare.  The  type  of 
casualty  will  depend  on  the  season,  geographic 
location,  presence  of  epidemics,  type  of  weapons 
used  (whether  rifle,  high  explosives,  gas),  and  on 
many  other  factors. 

Assuming  then  that  a civilian  physician  desires 
to  enter  military  service,  how  does  he  go  about  it? 
First,  however,  let  us  say  a word  concerning  the 
undergraduate.  If  he  is  lucky  enough  to  be 
studying  in  an  institution  containing  an  R.O.T.C. 
(Reserve  Officers’  Training  Corps)  unit,  by  all 
means  let  him  join  this  organization.  By  so 


November  15,  1940] 


MEDICAL  PREPAREDNESS 


1677 


TABLE  4. — First  Army  Maneuvers,  1940 


Alimentary  Diseases  Cases 

Gastroenteritis  (25  of  these  observed  for  appendi- 
citis and  1 each  for  peptic  ulcer,  nephrolithiasis, 
and  sigmoiditis)  171 

Enterocolitis  (1  observed  for  appendicitis,  1 for 
cardiac)  112 

Dysentery  (clinical  33;  laboratory  7)  40 

Constipation  13 

Hemorrhoids  6 

Gastritis  3 

Parotitis  (1  epidemic)  2 

Ulcer  (1  duodenal,  1 marginal)  2 

Observation  for  enterocolitis  1 


350 


doing  be  will  receive,  when  he  graduates,  a com- 
mission as  First  Lieutenant  in  the  Medical  Re- 
serve Corps  at  the  same  time  as  he  receives  his 
diploma  as  a physician.  This  is  by  far  the  best 
way  to  enter  the  military  establishment  for  it 
puts  him  in  line  for  immediate  active  duty  on 
graduation  and  for  regular  promotion. 

Let  us  now  consider  the  case  of  the  recent 
graduate  who  is  not  already  a member  of  the 
reserve  corps.  In  order  to  join  the  service  he 
must  be  a United  States  citizen,  pass  a physical 
examination,  hold  a degree  from  a Class  A 
medical  school,  and  possess  a state  license  to 
practice.  However,  if  he  is  a graduate  of  less 
than  one  year’s  duration  the  state  license  re- 
quirement may  be  waived.  If  the  applicant  is 
willing  to  accept  immediate  assignment  to  ex- 
tended active  duty  for  a year  or  more,  a com- 
mission will  be  granted  him  on  his  presentation 
of  letters  of  recommendation  from  three  respon- 
sible citizens,  as  well  as  a letter  from  the  dean  of 
his  medical  school.  The  application  for  a com- 
mission should  be  made  to  the  commanding 
general  of  the  corps  area  in  which  the  applicant 
resides. 

Active  duty  will  be  performed  as  already  de- 
scribed either  at  general  hospitals,  station  hos- 
pitals, or  with  tactical  units,  and  will  embrace 
all  fields  of  general  and  specialized  medicine  and 
surgery.  The  opportunity  to  work  with  both 
regular  army  and  reserve  specialists  should  be 
noted.  Also  excellent  postgraduate  training  is 
obtainable  in  connection  with  aviation  medicine. 
After  serving  six  months  of  active  duty  in  the 
continental  United  States,  a reserve  officer  may 
request  duty  in  Hawaii,  Panama,  or  other  United 
States  territories  and  possessions.  Pay  is  ac- 
cording to  rank.  A first  lieutenant  without  de- 
pendents receives  $2,696,  with  dependents, 
$3,152.  Each  officer  must  supply  his  own  uni- 
form and  pay  for  his  mess,  but  he  receives 
shelter  and  liberal  reimbursement  for  travel 
while  under  orders.  As  he  earns  promotion  the 
pay  increases  with  each  grade,  that  of  a captain, 
for  example,  without  dependents  being  $3,450, 
and  $3,905  with  dependents. 


TABLE  5. — First  Army  Maneuvers,  1940 


Surgical  Service  Cases 

Fractures,  dislocations  46 

Cellulitis,  abscess,  carbuncle,  furuncle,  blister  35 

Sprain,  strain,  synovitis  27 

Contusion  26 

Wounds  (lacerated  or  abraded  9;  punctured  or  in- 
cised; gunshot  wound  4)  20 

Hernia  (1  operation)  8 

Burn  6 

Osteomyelitis  5 

Concussion  (brain)  5 

Pilonidal  cyst  4 

Appendicitis  (3  operations)  4 

Urethritis  (nonvenereal)  4 

Osteomyelitis;  intestinal  obstruction  (observation); 
nephrolithiasis  (observation);  bite,  insect;  lym- 
phadenitis (3  each)  15 

Pes  planus;  amputation,  traumatic;  hydrocele; 
urine  retention;  testes  undescended;  bite,  snake, 
toenail  ingrown;  osteoma  (1  each)  8 
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Older  graduates,  but  still  young  enough  to  fall 
into  the  draft  age  groups,  wherever  the  limit  may 
be  set  by  present  or  subsequent  legislation,  will 
undoubtedly  be  able  to  secure  commissions  on 
application.  Such  application  should  take  the 
form  of  a letter  to  their  corps  area  commander 
stating  their  desire  and  including  such  essential 
information  as  their  school  and  year  of  gradua- 
tion, specialty  or  special  training  if  any,  number 
of  dependents  if  any,  and  whether  the  candidate 
is  immediately  available.  Such  a letter  should 
be  written  early  and  in  any  event  no  later  than 
the  date  on  which  the  selective  service  legislation 
goes  into  effect.  Otherwise  the  physician  is 
likely  to  find  himself  drafted  as  a private  soldier 
and  he  will  remain  in  this  grade  until  his  com- 
mission comes  through.  Being  a private  is  an 
unnecessary  waste  of  professional  skill,  since  in 
the  army  no  physician  can  function  as  such 
without  a commission.  A relatively  small  num- 
ber of  officers  under  35  may  fit  into  the  personnel 
of  the  newly  organized  military  hospitals 
“affiliated”  with  certain  selected  civilian  insti- 
tutions. Commissions  for  these  individuals  will 
presumably  be  secured  for  them  through  their 
own  hospital  commanders. 

Those  patriotic  physicians  who  are  beyond  the 
draft  age  but  are  still  physically  fit  and  anxious 
for  military  duty  will  be  utilized  either  as  senior 
officers  in  the  “affiliated”  army  hospitals  above 
described,  or  as  medical  officers  elsewhere  in  the 
enlarged  medical  establishment  as  soon  as  the 
need  for  their  services  arises.  Those  with 
specialist  ratings  will  undoubtedly  be  used  as 
such.  All  will  presumably  be  offered  com- 
missions in  grades  proportionate  to  their  value 
to  the  army. 

So  much  for  the  participation  of  civilian  doc- 
tors by  actual  enrollment  in  the  armed  forces. 
Those  who  cannot  for  one  reason  or  another  do 
this  may  still  help  by  volunteering  their  services 
on  a part-time  basis  by  assisting  the  operation 
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of  the  Selective  Service  Act.  Appointment  to 
such  positions  is  usually  made  on  the  recom- 
mendation of  the  local,  county,  or  state  medical 
society.  In  describing  this  important  contribu- 
tion to  army  expansion,  one  can  do  no  better 
than  to  read  the  article  by  Lt.  Colonel  Charles 
B.  Spruit,  a regular  army  medical  officer,  assigned 
to  the  General  Staff  Corps,  who  was  appointed 
medical  adviser  to  the  Joint  Army  and  Navy 
Selective  Service  Committee.  This  article  on 
“Medical  Participation  in  Selective  Service” 
appeared  in  the  Journal  of  the  American  Medical 
Association,  September  29,  1940. 

In  concluding  this  brief  picture  of  the  civilian 
doctor’s  contribution  to  army  expansion,  may  I 
address  a word  particularly  to  those  about  to 


enter  the  military  service.  The  sacrifice  of  a 
going  practice,  or  even  of  good  prospects  for 
beginning  private  practice,  is  no  small  matter  as 
every  physician,  both  in  and  out  of  the  army, 
can  readily  appreciate.  However,  there  are 
some  very  real  compensations  that  always  ac- 
company active  military  service,  and  these  may 
well  be  borne  in  mind  by  those  directly  con- 
cerned. Among  these  are  the  development  of 
new  and  lasting  friendships,  the  acquisition  of 
specialized  skills  and  experience,  the  improve- 
ment in  physical  vigor  and  the  development  of 
personal  resourcefulness,  and  last,  but  by  no 
means  least,  the  sense  of  abiding  satisfaction  in 
having  contributed  a bit,  no  matter  how  modest, 
to  the  defense  of  one’s  country  in  time  of  need. 


Ideal  Organization  for  Catastrophe  Squad 


The  Bellevue  Catastrophe  Squad  is  taken  as  a 
model,  and  the  Medical  Preparedness  Com- 
mittee hopes  that  all  communities  will  organize 
such  Squads  along  the  same  lines  and  notify 
it  of  such  organization. 

Organization. — The  Squad  consists  of  a group 
of  12  graduate  nurses  plus  a nurse  as  captain, 
and  12  interns  plus  an  intern  as  captain.  Thus, 
each  Squad  consists  of  26  members. 

Ambulances. — One  emergency  ambulance  and 
an  ambulance-bus.  The  emergency  ambulance 
serves  to  transport  those  who  need  hospitaliza- 
tion from  the  scene  of  disaster  to  the  hospital. 
The  large  bus  (ambulance)  seating  26  persons 
also  carries  all  equipment. 

Equipment  and  Supplies. — (a)  Two  large 
wooden  boxes  (3'  X 2'  X 2'),  each  containing 
drums  with  sterile  supplies  and  medications 
(instruments,  gauze,  bandages,  narcotics,  iodine, 
alcohol,  etc.),  (b)  One  large  wooden  box  (3'  X 
2'  X 2'),  with  all  sorts  of  splints  and  bandages 


necessary  for  the  treatment  of  fractures,  (c) 
A small  box  containing  many  syringes  and  T.A.T. 
vials,  (d)  Two  canvas  bags  containing  blank- 
ets, which  are  spread  on  the  ground  and  upon 
which  patients  are  treated. 

Duties. — As  a rule,  nurses  and  doctors  group 
themselves  into  teams  of  two,  etc. 

The  captains  supervise  the  work  of  the  Squad. 

The  nurse  in  charge  of  the  Emergency  Ward 
has  the  responsibility  of  seeing  that  all  boxes  are 
adequately  supplied  and  ready  for  immediate  use. 
Everything  is  checked  upon  return  from  a call. 
In  any  event,  all  material  is  re-sterilized  once 
every  month. 

General. — The  Squad  responds  to  any  major 
disaster  occurring  anywhere  in  the  locality  of  its 
establishment.  All  calls  for  the  Catastrophe 
Squad  come  to  it  from  the  local  police  head- 
quarters. 

Samuel  J.  Kopetzky,  M.D.,  Chairman 
Committee  on  Medical  Preparedness 


Dietitians  in  a National  Defense  Program 


What  role  will  dietitians  play  in  the  national 
defense  program?  At  the  recent  twenty- 
third  annual  convention  of  the  American  Dietetic 
Association  in  New  York,  the  Defense  Council, 
under  the  chairmanship  of  Mary  I.  Barber,  who 
is  also  president  of  the  association,  reported  their 
recommendations. 

The  members  of  the  Defense  Council  for  the 
American  Dietetic  Association  are:  Lenna  F. 
Cooper,  Montefiore  Hospital,  New  York;  Nell 
Clausen,  Children’s  Hospital,  Milwaukee;  Alma 
Bering,  Sheppard  and  Enoch  Pratt  Hospital, 
Towson,  Maryland;  Laura  Comstock,  Eastman 
Kodak  Company,  Rochester;  and  Mary  I. 
Barber,  Kellogg  Company,  Battle  Creek.  The 
Defense  Council  is  working  closely  with  the 
Executive  Board  of  the  American  Dietetic  As- 
sociation in  formulating  a preparedness  pro- 
gram. 

One  of  the  first  objectives  in  the  American 
Dietetic  Association  defense  program  is  to  make 
a survey  of  all  dietitians  in  the  various  affiliated 
state  dietetic  associations  who  are  willing  to  serve 
in  certain  capacities  in  the  defense  program. 


The  roster  will  include  not  only  actively  em- 
ployed members  but  also  dietitians  who  are 
temporarily  inactive  including  those  who  have 
married.  Each  member  so  enrolled  will  be  asked 
to  state  whether  she  can  serve  in  a permanent  or 
emergency  position. 

What  will  these  registered  dietitians  do  in  the 
defense  program? 

First,  they  may  act  as  nutrition  consultants  to 
welfare  agencies,  to  state  and  local  nutrition 
councils,  or  to  any  of  the  various  public  health 
agencies.  Dietitians  may  act  as  nutrition  con- 
sultants for  organizations  dealing  with  men  re- 
jected by  draft  boards  due  to  physical  unfitness. 
They  may  be  consultants  to  flying  corps  where 
weight  control  is  an  important  factor. 

Second,  dietitians  may  be  speakers  on  programs 
of  allied  professional  groups  or  programs  ar- 
ranged for  the  lay  public,  such  as  women’s  clubs 
and  parent-teacher  associations.  By  cooperat- 
ing closely  with  allied  professional  organizations 
such  as  medical  societies,  hospital  superintend- 
ents, nurses  associations,  welfare  agencies,  and 
state  and  local  departments  of  health,  the  mem- 
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bers  of  the  association  should  function  more  ef- 
fectively. 

Third,  dietitians  may  contribute  their  services 
in  the  preparation  of  educational  material  con- 
cerning nutrition  problems — for  example,  the 
planning  of  low-cost  diets. 

Fourth,  dietitians  who  write  for  lay  publica- 
tions can  advocate  a sound  nutrition  program  in 
the  community.  They  can  also  advise  the  lay 
public  in  the  utilization  of  surplus  farm  products. 
They  can  help  to  plan  adequate  school  lunches. 
Through  the  written  word  in  lay  publications 
and  the  spoken  word  over  the  radio,  dietitians 
can  help  toward  building  a sound  nutrition  pro- 
gram which  is  essential  in  a preparedness  program. 

Fifth,  dietitians  can  enroll  with  the  American 


Red  Cross  for  service  in  Army  hospitals,  canton- 
ments, and  disaster  relief.  Since  dietitians  who 
are  married  are  ineligible  for  Army  duty,  they 
may  be  expected  to  replace  dietitians  eligible  for 
Army  service  who  are  now  employed  in  civil 
hospitals. 

Yes,  dietitians  can  take  an  active  role  in  the 
defense  program,  and  they  are  prepared  to  do  their 
part. 

In  summary,  the  more  than  4,500  members  of 
the  American  Dietetic  Association  are  ready  to 
help  in  the  defense  program.  To  this  end,  all 
dietitians  whether  employed  or  not,  will  be  regis- 
tered for  available  service  as  nutrition  con- 
sultants, speakers,  or  writers,  and  for  service  in 
Army  hospitals,  cantonments,  and  disaster  relief. 


IS  IT  CRIMINAL  TO  SAVE? 

(Monthly  Editorial  Prepared  by  the  Medical 
Advisory  Committee  of  the  Minnesota  State 
Medical  Association) 

Vital  statistics  show  that  a remarkable  change 
in  death  rate  in  most  diseases  is  taking  place  in 
this  country  and  that  consequently  the  span  of 
life  is  increasing.  Certainly  this  can  be  credited 
in  great  part  to  the  type  of  medicine  that  is 
being  practiced  by  our  profession. 

From  hospital  statistics,  no  less  noticeable  is 
the  fact  that  fewer  and  fewer  amputations  are 
being  performed  in  the  cases  of  badly  injured 
extremities.  To  those  men  who  have  practiced 
for  a quarter  of  a century  or  more,  the  picture 
of  the  amputating  knife  is  a familiar  one;  the 
painful  stump,  a “bugbear”;  and  the  artificial 
leg  or  arm,  a commonplace. 

Today,  owing  to  the  knowledge  of  asepsis,  de- 
bridement, extension,  and  the  newer  drugs 
employed,  the  mangled,  torn,  compound  com- 
minuted fracture  is  brought  into  alignment  and 
a fairly  serviceable  extremity  is  the  result.  It  is 
an  acknowledged  fact  that  a live  leg  or  arm 
which  has  75  per  cent  of  its  former  efficiency 
is  much  better  than  the  best  that  the  most 
proficient  artificial  limb-maker  with  his  me- 
chanical skill  can  produce. 

Yet,  the  medical  man  who  not  only  saves  the 
life  of  the  patient  but  also  gives  him  a good  leg 
to  use  may  be  subjected  to  a malpractice  suit 
because  he  could  not  again  reproduce  in  toto  the 
fine  anatomic  relations  which  prevailed  before 
the  accident.  Why  men  who  do  remarkable 
restorations  in  these  cases  should  be  exposed, 
as  any  criminal  might,  to  court  ridicule  is  be- 
yond the  comprehension  of  your  Medical  Ad- 
visory Committee. 


AMERICAN  HOSPITAL  IN  BRITAIN 

The  American  Hospital  in  Britain,  headed  by 
Dr.  Philip  Wilson,  is  now  a section  of  the  Park 
Prewett  Hospital  in  London,  according  to  the 
British  Medical  Journal. 

Arriving  in  Liverpool  in  early  September, 
Dr.  Wilson,  professor  of  orthopedic  surgery  at 
Columbia  Medical  School  and  chief  surgeon  to 
the  Hospital  for  the  Crippled  and  Ruptured, 
was  accompanied  by  four  orthopedic  surgeons, 
a general  surgeon,  a plastic  surgeon,  three  nurses, 
and  two  secretaries.  The  group  received  a 
warm  welcome  from  the  Ministry  of  Health  and 
other  medical  organizations. 

It  was  first  thought  that  an  American  Hos- 
pital would  be  established  in  England  but  after 
a survey  of  the  hospitals  it  was  decided  that  the 
number  of  casualties  at  present  did  not  warrant 
the  setting  up  of  a separate  hospital.  The 
Park  Prewett  Hospital  in  normal  times  is  a 
mental  hospital  of  1,400  beds — where  general 
surgery  is  done  but  where  there  was  no  ortho- 
pedic department.  The  American  unit  is 
developing. 

According  to  the  British  Medical  Journal  Dr. 
Wilson  plans  to  return  to  the  United  States  in 
January  to  resume  his  teaching  but  it  will  be 
his  duty  as  medical  director  to  find  suitable 
replacements  for  the  present  staff  members, 
who  obviously  cannot  stay  away  from  their 
posts  at  home  for  an  indefinite  period. 

The  American  Hospital  in  Britain  is  incor- 
porated and  has,  besides  Dr.  Wilson  as  director, 
an  advisory  medical  board  of  twenty  doctors 
from  all  over  the  country,  also  a board  of  trus- 
tees of  which  Mr.  Wr.  C.  Osborn  is  president 
The  Allied  Relief  Fund  made  the  financial 
arrangements  for  the  unit. 


SMILES  WHILE  LONDON  CRASHES 

While  London  rocks  with  the  detonations  of 
Nazi  bombs,  the  West  London  Medical  Journal 
calmly  devotes  a few  pages  to  humor.  It  records 
a “howler”  in  a school  examination,  where  a boy 
said  pax  in  hello  meant  “freedom  from  indiges- 
tion.” In  another  examination  the  story  ol 
Queen  Elizabeth  and  Sir  Whiter  Raleigh  got  this 
startling  twist: 

“.  . .Queen  Elizabeth  rode  through  Coventry 
without  any  clothes  on;  but  Sir  Walter  Raleigh 
seeing  her,  stopped  her  horse  and  promptly  flung 


his  cloak  around  her,  saying  at  the  same  time: 
‘Honi  soit  qui  mal  y pense,’  which  means,  ‘Your 
need  is  greater  than  mine.’  The  Queen  replied: 
‘ Dieu  et  mon  droit,'  which  means:  ‘My  God  you 

are  right.’  ” 

Finally  we  are  told  of  this  notice  in  a Scottish 
church : 

“Those  in  the  habit  of  putting  buttons  instead 
of  coins  in  the  collection  plate  will  please  put  in 
their  own  buttons  and  not  those  from  the  cush- 
ions on  the  pews.” 


WORKMEN’S  COMPENSATION 


The  following  resolution  was  adopted  by  the  Industrial 
Board  at  a meeting  held  on  October  13,  1939: 

“RESOLVED,  that  the  Industrial  Board  is  of  the  opinion  that  only  a 
physician  authorized  under  the  provisions  of  Section  13-b  of  the  Workmen’s 
Compensation  Law,  may  render  medical  treatment  to  a claimant  in  a compensa- 
tion case,  and  that  a podiatrist,  chiropodist,  optometrist,  or  any  person  not 
in  the  category  of  such  authorized  physician,  who  treats  a claimant  in  a com- 
pensation case,  cannot  under  the  Workmen’s  Compensation  Law,  enforce  the 
payment  of  a bill  for  services  rendered  to  a claimant;  and  the  testimony  of 
such  unauthorized  person  would  only  be  competent  in  regard  to  services 
actually  rendered  by  him  under  the  active  and  personal  supervision  of  an 
authorized  physician.” 

Please  note  that  only  a qualified  and  authorized  physician  may  render 
medical  care  to  a compensation  claimant.  Podiatrists,  chiropodists, 
optometrists,  or  any  other  person  not  a qualified  physician  may  not  render 
medical  care  and  have  his  bill  paid.  Such  persons  and  other  persons  who 
are  licensed  by  the  State  of  New  York  to  render  certain  limited  forms  of 
medical  care  may  treat  patients  only  under  the  active  and  personal  super- 
vision of  an  authorized  and  qualified  physician  in  accordance  with  the  pro- 
visions of  Section  13-b(c).  Under  these  circumstances  their  testimony  be- 
fore the  Department  of  Labor  would  only  be  competent  in  respect  to  the 
services  rendered  by  them.  They  are  in  the  category  of  technicians  like  a 
trained  nurse  or  physical  therapist  who  cannot  render  an  opinion  except 
as  to  the  functions  performed  by  them.  If  any  such  persons  are  accepting 
cases  for  medical  treatment  directly,  the  matter  should  be  reported  to  this 
Bureau  at  once. 

David  J.  Kaliski,  M.D.,  Director 


ANOTHER  REMEDY  FOUND  FROM  WORK  ON  MAGGOTS 


Following  the  medical  discovery  of  the  re- 
markable effectiveness  of  sterile  blowfly  maggots 
in  healing  stubborn  wounds  in  human  beings. 
Dr.  William  Robinson,  of  the  Bureau  of  En- 
tomology and  Plant  Quarantine,  has  continued 
investigations  of  the  way  maggots  bring  about 
such  satisfactory  results.  He  now  finds  that 
maggots  produce  a common  and  inexpensive 
chemical,  ammonium  bicarbonate,  and  that  this 
compound  stimulates  healing. 

Reporting  to  the  medical  profession  through 
the  American  Journal  of  Surgery,  the  federal 
scientist  makes  his  third  announcement  of  heal- 
ing substances  produced  by  the  maggots.  In 
1935  Dr.  Robinson  discovered  that  allantoin, 
which  occurs  in  the  secretions  of  maggots,  heals 
wounds  rapidly.  The  following  year  he  found 
that  urea,  a simpler  chemical,  acted  similarly. 
Ammonium  bicarbonate  is  still  a simpler  chemi- 
cal compound  and  is  formed  naturally  from  urea 
by  the  action  of  an  enzyme  called  urease. 


After  testing  the  ammonium  bicarbonate  solu- 
tion on  animals,  Dr.  Robinson  obtained  the 
cooperation  of  physicians  and  surgeons,  some 
of  whom  had  previously  used  allantoin  and  urea. 
His  report  in  the  Journal  of  Surgery  is  largely  a 
summary  of  their  professional  experience  in  treat- 
ing infected  wounds  that  did  not  yield  to  other 
methods.  A 1 per  cent  solution  proved  effective 
when  used  either  as  a wet  pack  or  as  an  irrigation 
of  an  open  wound.  Some  of  the  conditions 
cleared  up  by  the  new  treatment  were  chronic 
osteomyelitis,  diabetic  and  varicose  ulcers, 
middle  ear  infection,  stitch  abscesses,  infected 
lacerations,  and  other  purulent  wounds. 

All  three  of  the  healing  products  Dr.  Robinson 
has  discovered  in  maggot  secretions  are  also 
made  synthetically  by  chemical  means.  It  is  not 
advisable,  says  Dr.  Robinson,  for  a person  un- 
skilled in  medicine  to  attempt  to  treat  himself, 
and  he  should  consult  his  physician  who  under- 
stands the  details  of  his  case. 
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County  News 


Cattaraugus  County 

The  new  officers  of  the  county  society  elected 
on  July  11  are:  president,  Arthur  L.  Runals, 

Olean ; vice-president,  Harry  C.  Allen,  Gowanda ; 
and  secretary-treasurer,  Leo  E.  Reimann, 
Franklin  ville. 

Chenango  County 

A new  officer  to  be  known  as  “medical  con- 
sultant” to  the  County  Welfare  Department  was 
created  on  October  15  by  the  Board  of  Super- 
visors— salary:  $750  per  year. 

The  same  resolution  also  provides  for  the  zon- 
ing system  of  pay  for  medical  services  on  welfare 
cases. 

Under  the  new  plan,  which  will  cost  the  county 
about  $2,000  per  year  more  than  previous  costs, 
doctors  making  calls  on  welfare  cases  will  receive 
$2.00  for  calls  under  2 miles;  $3.00  for  over  2 
miles  and  under  8;  and  $4.00  for  over  8 miles, 
this  to  be  the  maximum. 

Erie  County 

At  a meeting  in  Hotel  Statler  on  October  21, 
the  county  society  heard  a brief  address  by  Dr. 
James  M.  Flynn,  president  of  the  State  Society, 
and  received  a report  from  the  economics  com- 
mittee assailing  the  action  of  Thomas  W.  H. 
Jeacock,  county  welfare  commissioner,  who  re- 
cently ruled  that  clients  of  his  department  who 
need  medical  and  surgical  attention  be  sent  to 
Edward  J.  Meyer  Memorial  Hospital  instead  of 
private  institutions. 

In  his  address,  Dr.  Flynn  set  forth  many  of 
the  difficulties  of  the  medical  profession  and  ex- 
plained how  the  State  Society  is  working  to  elimi- 
nate them.  He  urged  his  listeners  “to  be  honest 
and  ethical  at  all  times,  for  on  your  shoulders 
rests  the  preservation  of  a great  and  noble  pro- 
fession.” 

Essex  County 

At  the  annual  meeting  of  the  county  society 
at  Ticonderoga  on  October  1,  these  officers  were 
elected  for  1941:  president,  John  S.  Miller, 

Crown  Point;  vice-president,  Albert  S.  Hayes, 
Willsboro;  secretary-treasurer,  Harold  J.  Harris, 
Westport;  alternate  secretary-treasurer,  James 
E.  Glavin,  Port  Henry;  delegate  to  State  So- 
ciety, Harold  J.  Harris,  Westport;  alternate 
delegate  to  State  Society,  James  M.  Walsh, 
Ticonderoga;  delegate  Fourth  District  Branch, 
Joseph  Geis,  Lake  Placid;  alternate  delegate 
Fourth  District  Branch,  Thomas  J.  Cummins, 
Mineville;  and  censors  John  P.  J.  Cummins, 
Ticonderoga,  John  Breen,  Schroon  Lake,  and 
Edwin  C.  Johnson,  Newcomb.  The  meeting  was 
devoted  to  discussion  of  military  preparedness 
and  cooperation  with  the  State  and  National 
Society  in  this  program. — Reported  by  Harold 
J.  Harris,  M.D.,  Secretary. 

Franklin  County 

The  annual  meeting  of  the  county  society  was 
held  in  the  Alice  Hyde  Hospital,  Malone,  on 
October  23. 


The  following  program  was  presented: 

Report  of  two  surgical  cases:  (1)  diaphrag- 

matic herniation  of  stomach  and  (2)  diverticulum 
of  last  portion  of  duodenum — Dr.  William 
Gaspar. 

Seven-year  cure  of  rectosigmoidal  carcinoma — 
Dr.  R.  G.  Perkins. 

(1)  Acute  appendicitis  with  complications  and 
(2)  foreign  body  lung  abscess — Dr.  Philip 
Stamatiades. 

Greene  County 

At  the  quarterly  meeting  of  the  county  society 
at  the  Memorial  Hospital,  Catskill,  on  October  9, 
the  following  officers  were  elected:  president, 

Dr.  H.  F.  Weinauer,  Windham;  vice-president, 
Dr.  W.  V.  Wax,  Catskill;  treasurer,  Dr.  W.  At- 
kinson, Catskill;  secretary,  Dr.  W.  M.  Rapp, 
Catskill;  legislative  committee,  Dr.  P.  G. 
Waller,  New  Baltimore;  committee  of  public 
relations,  Dr.  E.  G.  Mulbury,  Windham;  repre- 
sentative to  state  convention,  Dr.  K.  G.  Bott, 
Greenville;  and  alternate,  Dr.  Curtis  R.  Lacy, 
Freehold. 

Kings  County 

The  county  society  voiced  opposition  at  its 
meeting  on  October  15  to  a ruling  of  the  Surgeon 
General  of  the  United  States  barring  graduates 
of  foreign  medical  schools  from  commissions  in 
the  Medical  Reserve  Corps  even  though  they 
may  be  American  citizens  and  licensed  to  prac- 
tice in  this  country. 

The  scientific  program  included  these  ad- 
dresses: “Cesarean  Section,”  by  Dr.  Louis  E. 

Phaneuf  and  “Comments  upon  Certain  Compli- 
cations in  Labor,”  Dr.  Edward  A.  Schumann. 

In  the  Courses  in  Contemporary  Medicine, 
Dr.  Joseph  C.  G.  Regan  will  speak  on  “Con- 
tagious Diseases”  at  4:00  p.m.  on  November  25, 
and  at  4 : 45  Dr.  Lowell  B.  Eckerson  will  speak  on 
“Serotherapy  and  Chemotherapy.” 

The  Friday  Afternoon  Lecture  on  November 
29  will  be  on  “Radiation  Therapy,  Indications 
and  Evaluation  of  Results,”  by  Dr.  William  E. 
Howes. 

The  opening  meeting  of  the  Doctors’  Club  of 
Brooklyn  was  held  at  the  Unity  Club  on  Octo- 
ber 29.  Prominent  members  of  the  PM  staff 
addressed  the  meeting. 

Lewis  County 

At  the  annual  meeting  of  the  county  society 
the  following  officers  were  elected:  president, 

Thomas  A.  Lynch,  Lowville;  vice-president, 
David  J.  O’Connor,  Croghan;  secretary  and 
treasurer,  Elbert  Dalton,  Beaver  Falls;  censors, 
Claude  H.  Vadney,  Lyons  Falls,  1 year,  Harry 
E.  Chapin,  Lowville,  2 years,  Robert  S.  Gutsell, 
Copenhagen,  3 years;  delegate  to  State  Society, 
Elbert  Dalton,  Beaver  Falls;  and  alternate, 
Edgar  O.  Boggs,  Lowville. — Reported  by  Elbert 
Dcdton,  M.D.,  Secretary. 
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Monroe  County 

Dr.  Irvine  McQuarrie,  professor  of  pediatrics 
at  the  University  of  Minnesota,  on  October  15 
told  members  of  the  county  society  and  their 
families  of  the  effects  of  Japan's  war  on  the 
civilian  health  of  China. 

Preceding  the  evening  meeting,  the  Public 
Health  Committee  of  the  society  met  to  consider 
reports  of  other  committees  studying  com- 
municable disease  control  measures. 

In  a speech  broadcast  on  October  13,  Dr. 
Kaiser,  president  of  the  society,  and  Dr.  Clarence 
P.  Thomas,  chairman  of  the  Medical  Defense 
Committee,  praised  the  response  of  physicians 
who  have  supplied  information  necessary  in  the 
national  defense  program. 

Dr.  Kaiser  declared:  “The  county  society  is  in 
possession  of  information  which  will  make  it 
possible  to  place  key  men  in  various  medical 
activities  and  care  for  the  civilian  population  in 
the  event  of  any  emergency.” 

Civilian  health  in  a national  defense  program 
was  discussed  on  October  27  at  a meeting  spon- 
sored by  the  county  society,  the  Rochester 
Academy  of  Medicine,  and  the  University  of 
Rochester  School  of  Medicine. 

The  meeting,  planned  in  cooperation  with  the 
Tuberculosis  and  Health  Association,  was  held 
at  the  Academy  of  Medicine  Building.  Dr. 
William  Bauer,  director  of  the  Bureau  of  Health 
Education  of  the  American  Medical  Association, 
delivered  an  illustrated  lecture  titled,  “Prepare 
for  Health.” 

Rochester  has  moved  to  establish  doctor- 
nurse  units  in  small  industrial  plants  in  further- 
ance of  the  health  defense  program  advocated 
by  the  National  Association  of  Manufacturers. 

Dr.  William  A.  Sawyer,  president  of  the 
Tuberculosis  and  Health  Association,  appointed 
a committee  headed  by  E.  A.  Roeser,  to  confer 
with  the  Industrial  Management  Council  and 
the  county  medical  society  to  “work  out  details 
of  a satisfactory  and  inexpensive  plan  whereby 
medical  and  nursing  service  can  be  supplied  to 
a limited  number  of  small  industries  in  Roches- 
ter.” 

The  Visiting  Nurse  Association  now  has  three 
nurses  trained  for  that  work.  Small  plants 
mean  those  between  100  and  300  employees. 
The  plan,  if  successful  on  a limited  scale,  prob- 
ably will  be  extended. 

The  consolidation  of  the  thirteenth  annual 
Postgraduate  Course  of  Lectures,  sponsored  by 
the  Council  Committee  of  Public  Health  and 
Education  of  the  State  Medical  Society  and  held 
under  the  auspices  of  the  Committee  on  Post- 
graduate Instruction  of  the  county  society,  on 
the  afternoon  and  evening  of  October  9,  in  the 
Academy  auditorium,  proved  most  successful. 

The  first  lecture  at  3:00  p.m.  on  “Gonorrhea” 
given  by  Dr.  Walter  Clarke,  executive  director 
of  the  American  Social  Hygiene  Association,  at- 
tracted an  attendance  of  ninety-two  and  evoked 
a lively  and  interesting  discussion.  By  four 
o’clock  the  attendance  had  grown  to  158.  Dr. 
W.  J.  Merle  Scott  of  the  University  Medical 
School  presented  an  interesting  illustrated  paper 
on  “Some  Problems  in  the  Management  of 
Gastric  Lesions.”  An  evaluation  of  procedures 
used  in  diagnosis  of  conditions  needing  treat- 


ment of  “The  Lower  Back,”  together  with  a dis- 
cussion of  therapeutic  measures  by  Dr.  Samuel 
Kleinberg,  of  the  Hospital  for  Joint  Diseases  in 
New  York  City,  completed  the  afternoon  session. 

A subscription  dinner  at  the  University  Club 
brought  forth  an  attendance  of  forty. 

The  evening  lecture  on  “Arthritis”  by  Dr. 
Russell  L.  Cecil,  of  the  Cornell  Medical  School 
in  New  York  City,  attracted  an  attendance  of 
243. 

Dr.  Sol  C.  Davidson  and  his  committee  are  to 
be  congratulated  for  arranging  such  a novel  and 
instructive  teaching-day  program. 

New  York  County 

The  scientific  program  of  the  county  society 
on  October  28  was  as  follows : “Upper  Abdominal 
Pains,”  by  Dr.  M.  A.  Ramirez,  with  discussion 
by  Drs.  E.  H.  Pool  and  L.  F.  Barker,  Baltimore, 
by  invitation. 

Infections  were  the  theme  of  The  New  York 
Academy’s  1940  Graduate  Fortnight,  October 
14  to  25.  Twenty-seven  evening  addresses  on 
the  origin,  diagnosis,  and  treatment  of  infections, 
involving  the  principal  systems  and  organs  of 
the  body,  were  scheduled.  Chemotherapy  was 
featured  prominently.  The  speakers  were  drawn 
from  the  leading  research  and  medical  institutions 
of  the  country.  Clinics  and  clinical  conferences 
were  arranged  in  twenty-one  leading  hospitals 
in  New  York  City. 

Particularly  noteworthy  was  the  scientific  ex- 
hibit at  The  New  York  Academy  of  Medicine  in 
conjunction  with  the  Fortnight.  The  exhibit  in- 
cluded items  on  the  history  of  infections,  on  the 
public  health  aspect  of  infections,  and  on  specific 
infections  affecting  various  parts  of  the  body. 
Materials  for  the  exhibits  were  drawn  from  the 
leading  medical  institutions  in  the  United  States 
and  Canada. 

Approximately  700  visiting  physicians  regis- 
tered for  the  Graduate  Fortnight,  in  addition  to 
2,300  Fellows  of  the  Academy. 

The  following  physicians  were  elected  officers 
of  the  Physicians’  Home  at  the  meeting  of  Octo- 
ber 15,  1940:  president,  George  W.  Kosmak; 

honorary  president,  Chas.  Gordon  Heyd;  hon- 
orary vice-president,  Warren  Coleman;  first 
vice-president,  Max  Einhorn;  second  vice- 
president,  Silas  F.  Hallock;  treasurer,  B.  Wallace 
Hamilton;  secretary,  William  Bayard  Long; 
assistant  secretary,  William  M.  Wheeler,  Jr.; 
directors,  Walter  P.  Anderton,  Silas  F.  Hallock, 
William  Travis  Gibb,  Jr.,  Joseph  S.  Lawrence, 
Robert  Emmet  Walsh,  Elise  L’Esperance, 
Arthur  J.  Bedell,  of  Albany,  and  Seth  Milliken 
and  John  D’Albora,  of  Brooklyn. 

The  facilities  of  the  Medical  Examiner’s 
Office  in  New  York  and  the  Martland  Labora- 
tory in  Newark  are  used  in  teaching  courses 
in  forensic  medicine  for  graduate  physicians, 
October  26  to  May  10.  Details  will  be  supplied 
by  the  Dean,  New  York  College  of  Medicine, 
475  First  Avenue,  Manhattan. 

Postgraduate  courses  in  internal  medicine  and 
clinical  electrocardiography  are  being  given  this 
year  by  the  Fourth  Medical  Division  of  Bellevue 
Hospital,  under  the  sponsorship  of  the  New  York 
University  College  of  Medicine. 

The  course  in  internal  medicine,  repeated 
each  month  from  October  through  May,  is  de- 
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signed  to  give  the  general  practitioner  a practical 
review  of  recent  advances  in  diagnosis  and  treat- 
ment. Classes  are  held  five  mornings  a week 
for  the  full  month. 

The  course  in  clinical  electrocardiography  com- 
prises one  two-hour  period  weekly  for  fifteen 
weeks.  It  consists  of  a study  of  the  interpreta- 
tion of  the  electrocardiogram  and  its  practical 
application.  The  course  will  be  given  twice 
during  the  academic  year,  October  7 through 
January  13,  and  again,  February  3 through  May 
12. 

Further  information  regarding  these  courses 
may  be  secured  from  Dr.  Charles  H.  Nammack, 
director  of  the  Fourth  Medical  Division  of 
Bellevue  Hospital. 

Oneida  County 

Dr.  Henry  L.  Williams,  Mayo  Clinic,  Roches- 
ter, Minn.,  addressed  the  Utica  Academy  of 
Medicine  on  October  17  on  “Diagnosis  and  Treat- 
ment of  Chronic  Sinusitis,”  and  Drs.  Harry  Dan 
Vickers  and  J.  W.  Conrad,  of  Little  Falls,  spoke 
on  “Steel  Sutures  in  Surgery.” 

The  New  York  State  Society  of  Industrial 
Medicine,  of  which  Dr.  L.  W.  Locke,  of  Utica, 
is  president,  held  its  twentieth  annual  meeting 
at  the  Hotel  Utica  on  October  31.  Some  150 
state  surgeons  attended. 

Ontario  County 

The  following  officers  were  elected  at  the 
quarterly  meeting  of  the  county  society  at  the 
Clifton  Springs  Sanitarium  on  October  8: 
president,  Dr.  Malcolm  Blakeslee,  of  Shortsville; 
president-elect,  Dr.  E.  Deuel,  of  Geneva;  secre- 
tary-treasurer, Dr.  D.  A.  Eiseline,  Shortsville 
(for  the  forty-fourth  consecutive  term);  board 
of  censors,  Dr.  P.  Standish,  Canandaigua,  Dr. 
Alex  Stewart,  Naples,  and  Dr.  M.  Gaspar, 
Gorham;  delegate  to  State  Society,  Dr.  H.  J. 
Knickerbocker,  Geneva,  with  Dr.  M.  Dickinson 
as  alternate;  editor  of  Bulletin,  Dr.  John  W. 
Karr,  Clifton  Springs. — Reported  by  John  W. 
Karr,  M.D. 

Dr.  Hubbard  K.  Meyers  presented  a paper  on 
“Unusual  Conditions  of  the  Duodenum”  on 
October  10  at  a monthly  meeting  of  the  Canan- 
daigua Medical  Society,  with  Dr.  Harry  M. 
Smith  as  host. 

Dr.  Smith  presented  lantern  slides  and  moving 
pictures  showing  various  degrees  of  bums  and 
treatment  of  second  and  third  degree  burns. 

On  November  14  the  society  met  with  the 
president,  Dr.  Philip  M.  Standish.  The  speaker 
of  the  evening  was  Dr.  E.  C.  Merrill. 

Otsego  County 

Dr.  Arthur  H.  Brownell,  of  Oneonta,  for  over 
fifty  years  a member  of  the  county  society,  has 
been  elected  an  honorary  life  member. 

Queens  County 

The  program  of  the  county  society  on  October 
29  was  a “Medical  Military  Symposium,”  with 
the  following  topics  and  speakers:  “Aviation 

Medicine,”  by  Dr.  Louis  H.  Bauer,  consultant 
physician,  Central  Islip  and  Southside  Bay 
Shore  hospitals ; ‘ ‘ Mobilization-Hospitalization,  ’ ’ 
by  Colonel  Floyd  Kramer,  surgeon,  Fort  Totten; 
“The  Place  of  the  Civilian  Physician  in  the  Ex- 
pansion of  the  United  States  Army,”  by  Dr. 


John  Kantor,  Colonel,  Medical  Reserve,  United 
States  Army,  and  clinical  professor  of  medicine, 
Columbia  University;  “Nutrition  and  National 
Defense,”  by  Dr.  Morris  Drazin,  associate  physi- 
cian, Queens  General,  and  physician-in-charge  of 
nutrition  at  Queens  General  and  Jamaica  hos- 
pitals; “Submarine  Medicine,”  by  Captain 
Edward  W.  Brown,  Medical  Corps,  United 
States  Navy. 

The  Friday  afternoon  talks  on  November  1 
and  15  were  as  follows:  November  1,  “Uterine 
Fibromyomata,”  by  Dr.  William  P.  Healy, 
gynecologist,  Memorial  Hospital,  and  consultant 
gynecologist,  Sea  view,  New  York  Infirmary 
Women  and  Children;  November  15,  “Eye 
Examinations  in  Relation  to  the  General  Prac- 
titioner,” by  Dr.  Walter  Hipp,  assistant  ophthal- 
mologist, Manhattan  Eye,  Ear  and  Throat 
Hospital. 

Dr.  Henry  C.  Courten,  of  Richmond  Hill, 
who  died  on  October  15  at  the  age  of  61,  was  a 
past-president  of  the  county  society. 

Rensselaer  County 

Dr.  I.  Murray  Rossman,  of  the  Harlem  Valley 
State  Hospital,  gave  an  illustrated  lecture  on  the 
insulin  shock  treatment  for  dementia  praecox  at 
the  meeting  of  the  county  society  at  the  Marshall 
Sanitarium  on  October  8.  Dr.  John  R.  Ross  also 
discussed  the  treatment.  “Operative  Treat- 
ment of  Elephantiasis”  was  the  subject  of  a lec- 
ture by  Dr.  Gerald  H.  Pratt,  associate  surgeon, 
Post-Graduate  Hospital,  New  York  City,  and  his 
talk  was  illustrated  by  moving  pictures. 

St.  Lawrence  County 

Dr.  Fred  L.  Ritter,  of  the  army  division  head- 
quarters staff,  spoke  on  “The  United  States 
Army  Medical  Corps  and  Preparedness”  at  the 
annual  meeting  of  the  county  society  at  the 
Arlington  Inn  in  Potsdam  on  November  7. 

Schenectady  County 

“Medical  Preparedness”  was  the  topic  of  the 
meeting  of  the  county  society  in  the  library  of 
the  Ellis  Hospital  on  October  16. 

Schoharie  County 

The  annual  meeting  of  the  county  society 
was  held  at  the  Cobleskill  Central  High  School 
on  October  8.  At  the  business  session  in  the 
morning  the  following  officers  were  elected : 
president,  Dr.  David  W.  Beard,  of  Cobleskill; 
vice-president,  Dr.  Roy  G.  S.  Dougall,  of  Cobles- 
kill; secretary,  Dr.  Duncan  Best,  of  Middle- 
burgh;  treasurer.  Dr.  Donald  Lyons,  of  Middle- 
burgh;  delegate.  Dr.  David  W.  Beard,  of  Cobles- 
kill; and  censor,  Dr.  Joseph  Duell,  of  Jefferson. 

All  officers  were  re-elected  except  Dr.  Lyons 
who  was  chosen  to  succeed  the  late  Dr.  Herbert 
L.  Odell,  of  Sharon  Springs. 

Dr.  Charles  Lyons,  of  the  Albany  Hospital 
staff,  spoke  on  “Medical  Preparedness”;  Dr. 
E.  J.  Callahan  spoke  on  “Convalescence”;  and 
Dr.  Walter  McClellan,  medical  authority  of  the 
Saratoga  Springs,  spoke  on  “Facilities  of  Treat- 
ment at  the  Spa.” 

Steuben  County 

Dr.  Willis  S.  Cobb,  of  Corning,  who  died  on 
October  5 at  the  age  of  77,  was  a past-president 
of  the  county  society.  He  had  practiced  medi- 
cine fifty  years. 
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Tompkins  County 

Tompkins  County’s  oldest  physician,  and 
former  Cornell  faculty  member,  Dr.  Eugene 
Baker,  87,  Ithaca,  died  on  October  14,  in  Me- 
morial Hospital  after  an  illness  of  five  days.  He 
was  a past-president  of  the  county  society. 

Ulster  County 

Dr.  A.  O.  Gettler,  chief  toxicologist  of  the 
medical  examiner’s  office  of  the  city  of  New  York, 
addressed  a joint  meeting  of  the  Ulster  County 
Bar  Association  and  the  county  society  on 
October  7 in  Kingston,  on  “Chemistry  in  the 
Detection  of  Crime.’’ 

Warren  County 

Dr.  E.  J.  Fitzgerald  was  elected  president  of 
the  county  society  at  the  annual  meeting  on 
October  17.  He  succeeds  Dr.  H.  A.  Bartholo- 
mew. Other  officers  are  Dr.  James  A.  Glenn, 
vice-president,  succeeding  Dr.  H.  F.  Carroll; 
Dr.  Roger  S.  Mitchell,  re-elected  secretary- 
treasurer. 

A film  sponsored  by  the  American  College  of 
Surgeons,  “The  Diagnosis  and  Treatment  of 
Infections  of  the  Hand,”  was  shown. 

Washington  County 

Dr.  William  C.  Cuthbert  was  elected  presi- 
dent of  the  county  society  at  the  meeting  on 
October  8 at  the  Hudson  Falls  Courthouse. 
Dr.  Elias  W.  Young,  of  Cambridge,  was  named 
vice-president,  with  Dr.  Denver  M.  Vickers,  of 
Cambridge,  as  secretary  and  Dr.  Charles  A.  Pres- 
cott, of  Hudson  Falls,  as  treasurer. 

The  board  of  censors  was  named  to  include 
Dr.  E.  V.  Farrell,  of  Whitehall;  Dr.  R.  E. 
Borrowman,  of  Fort  Edward;  and  Dr.  Walter 
S.  Bennett,  of  Granville. 

At  the  afternoon  session  the  scientific  program 
included  a round  table  discussion  of  case  reports 
of  sulfanilamide  and  sulfapyridine.  The  dis- 
cussion was  opened  by  Dr.  Elias  W.  Young. 
A moving-picture  demonstration  of  the  use  of 
belladonna  root  as  made  by  the  Lederle  Labora- 
tories was  shown. 

At  the  evening  session,  Dr.  Peter  Irving,  secre- 
tary of  the  Medical  Society  of  the  State,  spoke  on 
the  relation  of  the  State  Medical  Society  to 
medical  preparedness,  school  health  programs, 
and  medical  relief.  Dr.  Lyle  A.  Sutton,  gynecolo- 
gist to  the  Albany  Hospital,  discussed  clinical  as- 
pects of  endometriosis. 

Westchester  County 

The  Westchester  Gastroenterological  Socielv 
held  a joint  meeting  with  the  staff  of  Grassland  > 
Hospital  on  October  30  at  Grasslands  Hospital. 

Dr.  William  P.  Thompson  of  the  College  of 
Physicians  and  Surgeons  spoke  on  “Indications 
for  Splenectomy,”  and  Dr.  Rousselot  spoke  on 
‘The  Results  of  Splenectomy.” 

Some  forty  members  of  the  White  Plains 
Medical  Society  attended  the  annual  dinner  at 


the  Gedney  Farm  Golf  Club,  in  White  Plains, 
September  25.  A golf  match  scheduled  for  the 
afternoon  had  to  be  postponed  because  of  rain. 
No  formal  program  was  presented  at  the  dinner. 
Dr.  George  H.  V.  Hunter,  president  of  the  so- 
ciety, presided. 

On  October  1 the  Mount  Vernon  Health  De- 
partment in  cooperation  with  civic  and  medical 
leaders  initiated  a community-wide  nutrition 
campaign  to  promote  better  health  and  to  assist 
in  the  national  defense  program. 

A survey  of  medical  facilities  for  defense  in 
Westchester  County  has  been  virtually  com- 
pleted and  will  shortly  be  placed  in  the  hands  of 
military  authorities,  it  was  reported  by  Dr. 
Erich  H.  Restin,  of  Mount  Vernon,  chairman  of 
the  special  committee  on  medical  preparedness, 
at  the  monthly  meeting  of  the  county  society  on 
October  15.  Dr.  Henry  J.  Vier,  of  White  Plains, 
president,  presided. 

The  committee  has  made  a sectional  study  of 
hospital  facilities  and  medical  personnel  in  each 
of  11  sections  of  the  county  to  develop  informa- 
tion enabling  military  authorities  to  obtain  ade- 
quate medical  personnel  without  depriving  com- 
munities of  adequate  distribution  of  general 
physicians  and  specialists. 

At  the  same  time  the  committee  announced 
that  it  is  preparing  plans  for  the  protection  of 
the  income  and  practices  of  physicians  called 
away  from  home  in  military  service  and  for  the 
maintenance  of  their  membership  in  the  society. 

A series  of  “refresher”  sessions,  as  part  of  the 
society’s  postgraduate  educational  program,  was 
announced  by  the  public  health  committee. 
The  first  session  of  “The  Management  of  Dia- 
betes” was  given  by  Dr.  Morton  Ryder,  of 
Rye,  and  Dr.  William  C.  Meredith,  of  New 
Rochelle,  at  Lawrence  Hospital,  Bronxville,  on 
October  23. 

Disapproval  of  “certain  features”  of  the 
medical  aid  plan  operated  by  the  Employees 
Mutual  Aid  Association  of  the  Westchester 
Lighting  Company  was  voted. 

The  resolution,  adopted  unanimously,  con- 
tained a provision  which  “requests  members  (of 
the  Medical  Society)  to  henceforth  charge  Mu- 
tual Aid  Association  patients  a fee  not  lower 
than  the  workmen’s  compensation  schedule  of 
fees.” 

Guest  speaker  at  the  meeting  of  the  society 
was  Dr.  William  P.  Thompson,  of  New  York, 
assistant  professor  of  medicine  at  the  College  of 
Physicians  and  Surgeons,  Columbia  University. 
He  spoke  on  “An  Evaluation  of  Newer  Labora- 
tory Methods.” 

Opposition  to  the  placing  of  Port  Chester’s 
health  administration  entirely  in  the  hands  of 
the  Westchester  County  Health  Commission, 
with  resultant  abolition  of  the  present  municipal 
health  department,  has  been  registered  with  the 
Board  of  Trustees  by  48  physicians  of  Port 
Chester  and  vicinity,  in  a vigorously  worded 
petition. 


As  a result  of  widespread  use  of  collapse  ther- 
apy in  its  dual  capacity  as  a public  health  instru- 
ment and  a medium  of  cure,  the  medical  person- 
nel of  the  Chicago  Municipal  Tuberculosis  Sani- 


tarium have  become  convinced  that  it  offers  the 
patient  his  best  chance  and  the  community  its 
best  protection. — A.  J.  Hruby,  M.D.,  Amer.  Rev. 
Tuberc.,  Sept.,  1939 


Public  Health  News 


The  Course  Outline  Book,  containing  information  on  postgraduate  instruction 
offered  by  the  Council  Committee  on  Public  Health  and  Medical  Education, 
has  been  distributed  to  the  county  medical  societies  that  have  made  requests  for  courses, 
teaching  days,  and  special  lectures  available  this  year.  To  date,  twenty  such  requests 
have  been  made — an  unprecedented  number  at  this  time  of  year. 

The  course  outlines  have  been  revised  this  fall  and  several  new  courses  have  been 
added.  In  addition  to  the  courses,  more  instruction  is  being  offered  in  plastic  and 
reconstructive  surgery  as  a part  of  the  medical  preparedness  program.  Experienced 
and  well-qualified  surgeons  are  taking  part  in  this  work. 

Teaching  Days  have  been  presented  to  two  county  medical  societies.  The  Teaching 
Day  plan  is  a combination  of  clinics,  demonstrations,  and  lectures,  developed  to  give 
greater  emphasis  to  the  clinical  teaching  of  the  subjects  offered.  A Teaching  Day  on 
rheumatic  fever,  given  in  cooperation  with  the  State  Health  Department,  was  arranged 
for  the  Onondaga  County  Medical  Society,  in  Syracuse,  on  October  1.  Dr.  Homer 
F.  Swift,  of  the  Hospital  of  the  Rockefeller  Institute  for  Medical  Research,  was  the 
principal  speaker.  On  October  9,  a Teaching  Day  was  presented  to  the  Monroe  County 
Medical  Society  in  Rochester  (see  page  1682  for  report). 

The  committee,  in  cooperation  with  the  State  Department  of  Health,  is  also  pre- 
pared to  offer  special  lectures  on  pneumonia.  The  Pneumonia  Speakers’  Committee 
has  given  thorough  consideration  to  the  material  to  be  presented  in  the  postgraduate 
medical  instruction.  The  subject  of  chemotherapy,  which  has  developed  so  rapidly, 
will  receive  special  emphasis  and  consideration. 

In  addition  to  these  subjects,  speakers  are  available  for  single  meetings  for  a discus- 
sion of  the  following:  obstetrics,  pediatrics,  tuberculosis,  syphilis,  rheumatic  fever, 
orthopedics,  and  cancer. 


The  Subcommittee  on  Maternal  Welfare  held  a meeting  in  Syracuse  on  October  31 
to  which  were  invited  the  recently  appointed  Regional  Consultants  in  obstetrics.  The 
counties  of  the  state  have  been  grouped  in  twelve  regions,  and  the  consultant  in  each 
region  will  function  through  the  subcommittee  to  survey  maternity  facilities,  stimulate 
and  provide  county  societies  with  a maternal  and  child  health  program,  provide  post- 
graduate refresher  courses,  distribute  literature  and  standards,  accumulate  state  and 
county  statistics  applicable  to  the  problem  of  maternal  and  child  welfare,  plan  obstetric 
conferences  in  each  county  or  region,  study  neonatal  deaths,  still  births,  and  particu- 
larly the  problems  of  the  premature  infant.  The  following  are  the  regions  and  the 
consultants  appointed  for  each: 

Region  1.  New  York,  Richmond,  Bronx. 

Dr.  George  Kosmak,  New  York  City. 

Region  2.  Kings,  Queens,  Nassau,  Suffolk. 

Dr.  Harvey  B.  Matthews,  Brooklyn. 

Region  3.  Westchester,  Rockland,  Dutchess,  Putnam,  Orange. 

Dr.  Julian  Hawthorne,  Rye. 

Region  4.  Schenectady,  Fulton,  Montgomery,  Schoharie,  Greene,  Ulster. 

Dr.  William  M.  Mallia,  Schenectady. 

Region  5.  Albany,  Washington,  Saratoga,  Columbia,  Warren,  Rensselaer. 

Dr.  Joseph  O’C.  Kiernan,  Albany. 

Region  6.  Clinton,  Essex,  Franklin,  St.  Lawrence. 

Dr.  Elmer  Wessell,  Plattsburg. 

Region  7.  Jefferson,  Lewis,  Herkimer,  Hamilton. 

Dr.  James  L.  Crossley,  Watertown. 

Region  8.  Onondaga,  Oswego,  Oneida,  Madison,  Cortland,  Cayuga. 

Dr.  Edward  C.  Hughes,  Syracuse. 
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Region  9.  Broome,  Tioga,  Chenango,  Otsego,  Delaware,  Sullivan. 

Dr.  Stuart  B.  Blakely,  Binghamton. 

Region  10.  Monroe,  Orleans,  Wayne,  Livingston,  Ontario,  Yates. 

Dr.  Ward  L.  Ekas,  Rochester. 

Region  11.  Chemung,  Schuyler,  Steuben,  Tompkins,  Seneca,  Allegany. 

Dr.  R.  Scott  Howland,  Elmira. 

Region  12.  Erie,  Niagara,  Chautauqua,  Cattaraugus,  Genesee,  Wyoming. 

Present  at  the  meeting  was  Dr.  C.  W.  Gardiner,  Director  of  the  Division  of  Maternity, 
Infancy,  and  Child  Hygiene  of  the  State  Health  Department.  Dr.  Gardiner  discussed 
the  parts  of  the  program  in  which  the  State  Department  of  Health  participates. 


Dr.  J.  G.  Fred  Hiss,  chairman  of  the  Subcommittee  on  4-H  Club  and  other  youth 
activities,  reports  that  the  final  examination  of  county  representatives  to  select  the 
New  York  State  boy  and  girl  contestants  in  the  National  4-H  Club  contest  was  held 
at  the  Syracuse  Memorial  Hospital  on  October  22.  Eleven  boys  and  girls  who  had 
already  competed  in  county  and  district  contests  reported  for  the  state  final.  The 
examining  physicians  were:  Dr.  Richard  Farr,  orthopedist,  Dr.  J.  G.  Fred  Hiss,  in- 
ternist, Dr.  Gordon  Hoople,  otologist,  Dr.  Harold  Joy,  ophthalmologist,  and  Dr.  Dyer 
Talley,  dentist. 

Miss  Hilda  Merritt,  fifteen  years  old,  of  Chautauqua  County,  was  selected  as  the 
most  perfect  girl,  and  Miss  Emily  Briggs,  fifteen  years  old,  of  Delaware  County,  as 
alternate.  Mr.  Ronald  Roff,  eighteen  years  old,  of  Broome  County,  was  selected  as 
the  most  perfect  boy,  and  Mr.  Edward  Benson,  eighteen  years  old,  of  Oneida  County, 
as  alternate.  These  winners  will  go  to  the  National  4-H  Club  contest  to  be  held  in 
Chicago,  early  in  December,  where  the  most  perfect  boy  and  girl  will  be  chosen. 


Deaths  of  New  York  State  Physicians 


Name 

Age 

Medical  School 

Date  of  Death 

Residence 

John  Aquaro 

64 

P.  & S.  N.  Y. 

October 

15 

Manhattan 

Eugene  Baker 

87 

Michigan 

October 

14 

Ithaca 

Morris  Bander 

39 

Univ.  & Bell. 

October 

22 

Manhattan 

John  R.  Bolognino 

59 

Turin 

October 

22 

Manhattan 

Robert  G.  Cook 

76 

P.  & S.  N.  Y. 

October 

25 

Canandaigua 

Henry  C.  Courten 

61 

Univ.  & Bell. 

October 

15 

Richmond  Hill 

Howard  C.  Fairbanks 

55 

Buffalo 

October 

13 

Tonawanda 

Willy  Flegenheimer 

48 

Wurzburg 

August 

8 

Richmond  Hill 

Isaiah  Frank 

64 

N.  Y.  Univ. 

September  14 

Manhattan  & Beechhurst 

George  W.  Goler 

76 

Buffalo 

September  18 

Rochester 

Melvin  D.  Hereford 

44 

Kansas 

October 

25 

Great  Kills 

Edward  E.  Hicks 

70 

N.  Y.  Univ. 

October 

18 

Brooklyn 

Victor  J.  Jacobsohn 

48 

L.  I.  C.  Hosp. 

August 

27 

Manhattan 

Frederick  H.  Ladd 

63 

Albany 

October 

19 

Canton 

Bernard  C.  Marantz 

50 

Maryland  Med.  Col. 

August 

16 

Manhattan 

Francis  J.  Noonan 

60 

Albany 

October 

18 

Troy 

Solomon  Rothman 

56 

Univ.  & Bell. 

August 

28 

Manhattan 

Charles  J.  Sage 

36 

Vermont 

October 

18 

Manhattan 

J.  Henry  Siegel 

57 

L.  I.  C.  Hosp. 

October 

24 

Huguenot  Park 

Frances  J.  Weiser 

52 

L.  I.  C.  Hosp. 

August 

9 

Manhattan 

Bernard  Weiss 

36 

L.  I.  C.  Hosp. 

October 

21 

So.  Ozone  Park 

Medicolegal 

Lorenz  J.  Brosnan,  Esq. 

Counsel,  Medical  Society  of  the  State  of  New  York 


Liability  of  Hospital  for  Negligence  of  Nurse 


The  Appellate  Division  of  the  Supreme  Court 
of  this  state  for  the  First  Judicial  Depart- 
ment a short  time  ago  handed  down  a decision 
that  well  illustrates  the  rule  of  responsibility  of 
public  hospitals.  * 

The  plaintiff  in  the  action  was  a registered 
nurse  in  the  employ  of  Bellevue  Hospital.  Her 
claim  arose  out  of  the  fact  that  while  on  night 
nursing  duty  she  became  ill  suffering  nausea  and 
vomiting  and  was  sent  to  the  nurses’  infirmary. 
A staff  physician  attending  her  ordered  injections 
by  hypodermic  of  a morphine  solution  called 
“Magendie”  to  stop  vomiting.  She  was,  ac- 
cording to  the  testimony  on  the  trial,  over  a 
period  of  three  days  given  four  such  injections, 
the  dose  being  seven  minims  into  the  upper 
portion  of  her  left  arm.  She  stated  that  she 
took  no  notice  of  the  first  three,  but  that  when  the 
fourth  injection  was  given  she  was  feeling  better 
and  noticed  as  the  injection  was  being  made 
that  the  solution  injected  was  of  a brownish 
color.  She  claimed  to  have  then  looked  at  the 
bottle  from  which  the  other  nurse  who  had  given 
her  the  injection  had  drawn  the  fluid  and 
identified  it  as  a bottle  of  Magendie  that  had 
been  in  the  nurses’  infirmary  for  six  months  to 
her  knowledge.  She  alleged,  however,  that  it 
was  the  customary  hospital  practice  to  change 
such  solutions  weekly. 

She  testified  on  the  trial  that  following  the 
injections  her  arm  became  sore  and  swollen 
and  required  wet  dressings,  keeping  her  in  the  in- 
firmary for  an  additional  week.  She  said  she 
then  attempted  to  resume  work,  but  the  condi- 
tion became  worse;  the  arm  was  lanced  on  cer- 
tain occasions,  draining  pus.  After  six  weeks 
x-rays  were  taken  and  one  of  the  surgeons  oper- 
ated upon  the  arm.  She  claimed  that  even  after 
the  operation  the  arm  was  such  as  to  prevent  her 
from  resuming  her  duties  as  a nurse,  so  at  the 
end  of  about  four  months  she  resigned  from  her 
position. 

She  called  as  a witness  a professor  of  pharmacy 
who  testified  that  Magendie  would  readily  de- 
compose and  that  when  fresh  was  colorless,  but 
when  stale  would  appear  brownish  and  contain 
bacteria  or  microorganisms. 

A physician  called  on  her  behalf  described 
her  condition  as  that  of  having  a permanently 
useless  left  hand  and  arm.  He  attributed  the 
condition  to  infection  arising  from  the  injections. 

The  trial  of  her  action  against  the  City  of 
New  York  for  damages  resulted  in  a verdict  of 
$20,000. 

The  City  appealed  from  the  judgment  of  the 
Trial  Court,  among  its  contentions  being  that 
the  plaintiff  should  have  made  her  claim  one  for 
Workmen’s  Compensation  instead  of  a common 
law  action  based  upon  alleged  negligence  and 

* Volk  versus  City  of  New  York,  24  New  York  Law 
Journal  223. 


also  that  no  actionable  negligence  for  which  the 
defendant  could  be  responsible  had  been 
shown. 

The  Appellate  Division  ruled  that  the  judg- 
ment should  be  reversed  and  the  complaint  dis- 
missed. It  supported  the  contention  that  the 
proper  remedy  for  the  plaintiff  would  have  been 
under  the  Workmen’s  Compensation  Law  and 
also  found  that  liability  had  not  been  established 
regardless  of  the  question  of  compensation.  In 
passing  upon  the  latter  point  the  Court  said  in 
the  opinion: 

“A  public  hospital  not  run  for  profit  is 
not  liable  for  the  negligence  of  its  physicians 
and  nurses  in  the  treatment  of  patients  if  due 
care  has  been  taken  in  their  selection;  no  dis- 
tinction is  made  between  the  position  of  a 
nurse  and  that  of  a physician,  and  none  is 
justified  on  principle.  That  rule  of  exonera- 
tion has  been  applied  even  to  an  orderly  when 
engaged  in  caring  for  a patient.  In  such  pro- 
fessional acts  physicians  and  nurses  are  not  the 
agents  and  servants  of  the  hospital,  and  the 
rule  of  respondeat  superior  does  not  apply. 
Nurses  are  held  to  be  professional  persons  em- 
ployed to  exercise  their  calling  on  their  own 
responsibility  under  the  general  direction  of 
the  physician  in  charge  and  are  grouped  with 
physicians  and  surgeons  and  not  with  cooks, 
chambermaids,  etc.,  employed  in  purely  minis- 
terial and  administrative  functions. 

“While  the  rule  of  respondeat  superior  does 
not  apply  in  the  case  of  doctors  and  nurses,  it 
is  now  settled  that  a charitable  institution  is 
not  exempt  from  the  application  of  that  rule 
in  the  case  of  injury  to  a patient  or  beneficiary 
occasioned  by  the  negligence  of  one  of  the  hos- 
pital’s merely  administrative  servants  or  em- 
ployees, such  as  the  driver  of  its  ambulance 
when  functioning  in  that  character.  Assum- 
ing the  relation  as  claimed  by  plaintiff,  we 
think  that  plaintiff’s  own  proof  establishes  as 
a matter  of  law  that  her  injuries  were  proxi- 
mately  caused  by  the  malpractice  of  the  nurses 
who  gave  the  four  injections,  for  which  pro- 
fessional negligence  even  to  a paying  patient 
defendant,  as  owner  of  a public  hospital,  has 
no  liability.  Plaintiff’s  proof  is  that  when  the 
Magendie  solution  turns  brown  it  is  obviously 
stale  and  dangerous.  She  testified  she  ob- 
served the  brown  color  of  the  solution  in  the 
transparent  glass  hypodermic  syringe  at  the 
very  instant  the  fourth  injection  was  being 
given.  If  visible  to  her  in  that  instantaneous 
glance,  it  must  have  been  perfectly  obvious  to 
each  of  the  nurses  who  first  drew  the  Magendie 
from  the  bottle  into  the  hypodermic  syringe 
of  transparent  glass  before  each  injection,  and, 
in  spite  of  its  obvious,  dark  brown  color,  in- 
dicating to  a professionally  trained  nurse  that 
it  was  decomposed,  stale  and  dangerous, 
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nevertheless  deliberately  injected  the  solution 
into  her  arm. 

“There  is  no  proof  that  when  the  Magendie 
solution  was  originally  furnished  by  defendant, 
as  the  owner  and  operator  of  the  hospital,  it 
was  not  fresh,  clear  and  good  for  the  medical 
purposes  for  which  it  was  intended.  The 
proof  was  that  it  deteriorated  and  became 
stale  and  dangerous  for  such  use  by  being  al- 
lowed to  stand.  In  that  state  of  facts  we 
think  defendant  was  not  guilty  of  an  adminis- 
trative act  of  negligence  proximately  causing 
plaintiff’s  injuries ....  In  this  case,  even  as- 
suming that  the  relation  at  the  time  was  that 
of  a paying  patient  and  a public  hospital,  the 
negligence  in  proximately  causing  the  injury 
is  that  of  nurses  exercising  purely  professional 
functions.  If  there  are  duties  performed  by 
nurses  different  from  their  duties  in  carrying 
out  the  physicians’  orders  for  the  care  of 
patients  and  having  relation  to  the  adminis- 
trative conduct  of  the  hospital,  it  was  not  in 
the  discharge  of  such  duties  that  defendant’s 
nurses  were  serving  when  the  injections  were 
made.  Indeed,  the  repeated  injections,  after 
deterioration  had  obviously  set  in,  were  acts  of 


professional  negligence  on  the  part  of  the 
nurses  so  gross,  reckless  and  extraordinary 
as  to  operate  as  an  independent  and  supersed- 
ing cause  for  which  defendant  could  not 
be  held  liable. 

“It  seems  preposterous  to  assume  that  in  a 
hospital  such  as  Bellevue  Hospital,  New  York 
City,  a fresh  supply  of  this  ordinary  drug 
would  not  have  been  readily  available  and 
would  not  have  been  readily  supplied  to  the 
nurses  by  the  hospital  in  August,  1933,  when 
it  was  needed  for  this  patient.  The  gross 
negligence  of  those  nurses  who,  according  to 
plaintiff,  deliberately  injected  the  decomposed 
solution  into  plaintiff’s  arm  on  four  successive 
occasions  was  the  sole  proximate  cause  of 
plaintiff’s  injury,  for  which  defendant  has  no 
liability. 

“We  think,  too,  defendant  was  exercising 
a governmental  function  in  supplying  nurses  in 
Bellevue  Hospital  for  the  care  of  the  indigent 
poor,  and  even  assuming  plaintiff’s  theory  that 
the  relation  was  that  of  hospital  to  patient, 
defendant’s  common-law  governmental  im- 
munity precludes  the  present  action  and  such 
immunity  has  not  been  waived.” 


Inquiries 


Your  Counsel  recently  received  the  following 
inquiry : 

“Dear  Mr.  Brosnan: 

Should  a patient  die  as  the  result  of  the 
administration  of  an  anesthetic  administered 
by  me,  would  I be  liable  to  suit  for  damages  or 
is  the  surgeon  alone  responsible. 

This  is  a hypothetical  question  as  I do  not 
expect  to  have  this  accident  happen. 

It  is  my  understanding  that  as  a result  of  the 
surgeon’s  attitude  toward  anesthesia,  he  has 
wished  on  himself  the  legal  responsibility 
which  this  administration  entails. 

Cordially  yours,” 

Your  Counsel’s  reply  was  as  follows: 

“Dear  Doctor: 

If  a patient  should  die  as  the  result  of  the 
administration  of  an  anesthetic  administered 
by  you,  you  would  be  liable  to  suit  for  damages. 
The  surgeon  ordinarily  would  not  be  respon- 
sible unless  special  circumstances  were  present 
that  would  make  applicable  to  him  some  prin- 
ciple of  legal  responsibility. 

The  rule  is  based  upon  the  fact  that  the 
surgeon  and  the  anesthetist  are  in  the  eyes  of 
the  law  independent  contractors;  each  re- 
sponsible for  his  own  act  but  not  for  the  act  of 
the  other. 

Very  sincerely  yours,” 

Your  Counsel  recently  received  the  following 
inquiry : 

“Dear  Sir: 

Have  I as  a physician  a legal  right  without 
liability  of  suit  for  damages  of  publishing  and 


offering  for  sale  a list  of  uncollectible  accounts 
of  patients,  some  of  which  have  outlawed — 
others  have  not?  This  question  has  been  re- 
cently discussed  among  us  physicians.  I 
should  like  to  hear  officially  and  legally  from 
the  Society  regarding  it. 

Very  truly  yours,” 

Your  Counsel’s  reply  was  as  follows: 

“Dear  Doctor: 

At  the  outset,  a legal  difficulty  presents  itself 
with  respect  to  the  publication  of  uncollectible 
accounts  of  patients.  The  patient  might 
challenge  the  reasonableness  of  the  amount 
published  in  any  instance.  If  ultimately  this 
claim  were  shown  to  have  merit  you  would 
then  be  in  the  position  of  publishing  something 
that  was  not  accurate,  but  entirely  apart 
from  the  legal  question  involved,  I would 
strongly  advise  you  not  to  make  any  such  pub- 
lications. 

There  is,  I believe,  an  ethical  principle  in- 
volved in  this  matter.  In  addition,  to  make 
such  publication  would  in  my  opinion  invite 
lawsuits.  Even  if  you  were  successful  in  es- 
tablishing your  right  to  publish  the  names,  and 
I have  already  pointed  out  some  difficulties 
in  that  connection,  this  would  not  in  any  wise 
affect  the  nuisance  and  expense  of  defending 
such  suits. 

In  addition  to  what  I have  already  said,  it 
might  well  be  that  a Court  would  hold  that 
the  publication  of  these  names  constituted  a 
violation  of  the  Privileged  Communications 
Statute  in  this  state. 

Yours  very  truly,” 


It  is  to  be  hoped  that  the  generally  accepted 
opinion  that  all  elderly  persons  must  cough  and 
that  coughing  is  without  danger  to  those  about 
them  will  soon  be  changed,  and  that  all  elderly 


persons  with  a chronic  cough  will  be  subjected  to 
a physical  examination  as  rigorous  as  if  they  were 
younger. — E.  R.  Wiese,  Am.  Rev.  Tuberc., 
Feb.,  1940 
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Modem  Cosmeticology.  The  Principles  and 
Practice  of  Modern  Cosmetics.  By  Ralph  G. 
Harry,  F.I.C.  Octavo  of  288  pages.  New 
York,  Chemical  Publishing  Co.,  1940.  Cloth, 
$5.00. 

This  is  a reference  book  of  the  first  order. 
It  deals  comprehensively  with  the  scientific  and 
therapeutic  side  of  cosmetics  and  is  written  by  a 
gentleman  whose  expert  chemical  knowledge  is 
evidenced  in  every  part  of  the  book.  The  his- 
tology of  the  skin,  hair,  and  nails  is  briefly  but 
interestingly  described.  The  latest  thought  on 
the  absorption  of  various  substances,  including 
hormones  and  vitamins,  through  the  skin  and  the 
subjects  of  allergy  and  dermatitis  are  intelli- 
gently discussed.  Several  excellent  photomicro- 
graphs accompany  the  text,  and  practically  every 
statement  that  might  be  open  to  discussion  is 
fortified  by  one  or  more  references. 

As  a reference  book  for  the  dermatologist,  the 
manufacturer,  and  even  the  general  practitioner 
interested  in  the  subject  of  cosmetics  and  their 
preparation  and  usage,  this  volume  will  hold  a 
prominent  place;  it  includes  among  the  hun- 
dreds of  formulas  for  the  preparation  of  every  cos- 
metic of  known  value  a description  of  the  newer 
proprietary  emulsifying  agents  of  proved  ef- 
ficacy and  makes  an  effort  to  indicate  their 
chemical  nature. 

Nathan  T.  Beers 

Our  Sex  Life.  A Guide  and  Counsellor  for 
Everyone.  By  Fritz  Kahn,  M.D.  Octavo  of 
459  pages,  illustrated.  New  York,  Alfred  A. 
Knopf,  1939.  Cloth,  $6.00. 

This  book  is  intended  to  be  a guide  and  counse- 
lor for  everyone.  It  is  a complete  volume,  cover- 
ing every  aspect  of  sex.  The  sex  cells,  the  male 
and  female  sex  apparatus,  the  sexual  functions  of 
each  sex,  coitus,  the  hygiene  of  sex  life,  the  vari- 
ous aspects  of  fertility,  birth  control,  abortion, 
contraception,  sexual  disturbances,  diseases  of 
sex  life,  syphilis  and  gonorrhea,  and  social  and 
psychologic  aspects  are  thoroughly  discussed. 
The  book  is  written  in  simple  language  and  illus- 
trated adequately. 

When  one  considers  modern  civilization  with 
its  taboos  and  inhibitions  and  the  delicate  rela- 
tionship existing  between  men  and  women  in  the 
modern  industrial  era,  the  need  for  a well-rounded 


book  on  the  subject  is  quite  apparent.  Physi- 
cians, clergymen,  and  educators  are  now  more 
than  ever  consulted  by  people  regarding  prob- 
lems encountered  in  their  sex  life.  Physicians  in 
particular  are  frequently  faced  with  problems 
presented  by  their  patients  which  are  the  result  of 
disturbances  in  their  sex  life.  Unfortunately,  the 
average  medical  school  does  not  cover  this  phase 
of  illness  adequately. 

The  book  fulfills  a need.  It  is  highly  recom- 
mended to  all  those  who  recognize  the  significance 
of  sex  in  its  broadest  implications.  The  general 
practitioner  will  find  it  a useful  addition  to  his 
library.  The  educator,  the  clergyman,  and  the 
social  service  worker  will  do  well  to  read  the  book. 
Colleges  would  do  well  to  use  it  as  a textbook  in 
their  courses  in  social  hygiene.  It  is  highly 
recommended  because  it  covers  the  subject 
thoroughly  and  well. 

Irving  J.  Sands 

Asthma.  By  Frank  Coke,  F.R.C.S.  Second 
edition.  Octavo  of  266  pages,  illustrated. 
Baltimore,  Williams  & Wilkins  Co.,  1939.  Cloth, 
$4.00. 

This  is  the  second  edition  of  a work  that  was 
first  published  16  years  ago.  Except  for  an 
introductory  chapter  on  anaphylaxis  and  a very 
short  section  on  allergic  manifestations  other  than 
asthma,  the  bulk  of  it  deals  with  the  various 
aspects  of  bronchial  asthma  based  on  the  authors 
experience  with  3,000  patients. 

The  author  has  written  the  present  edition 
primarily  to  present  his  methods  of  investiga- 
tion and  treatment  of  the  infective  type  of  bron- 
chial asthma.  For  this  reason  he  has  dealt 
extensively  with  the  problems  of  bacteriology 
and  serology  associated  with  bronchial  asthma. 
He  has  purposefully  limited  the  bibliography. 

The  book  should  prove  of  some  interest  to  the 
practitioner  and  to  the  allergist. 

Max  Harten 

Modern  Urology  for  Nurses.  By  Sheila  M. 
Dwyer,  R.N.,  and  George  W.  Fish,  M.D.  Oc- 
tavo of  290  pages,  illustrated.  Philadelphia, 
Lea  & Febiger,  1940.  Cloth,  $3.25. 

This  book  of  260  pages  is  well  printed,  well 
indexed,  and  adequately  illustrated.  It  will  fill  a 
needed  place  in  every  urologic  service.  It  will  be 
of  value  to  residents  and  to  head  nurses.  Espe- 
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eially  for  teaching  purposes,  it  is  indispensable — 
the  best  of  its  kind  we  have  seen. 

J.  Sturdivant  Read 

An  Index  of  Treatment.  By  Various  Writers. 
Edited  by  Sir  Robert  Hutchison,  M.D.  Twelfth 
edition.  Quarto  of  996  pages,  illustrated. 
Baltimore,  Williams  & Wilkins  Co.,  1940. 
Cloth,  $12. 

The  twelfth  edition  of  this  well-known  en- 
cyclopedia of  therapy  has  just  appeared  and  re- 
mains as  reliable  and  useful  as  its  predecessors. 
A vast  amount  of  useful  information  will  be 
found  in  this  volume,  which  can  be  described  as  a 
companion  book  to  French’s  Differential  Diagno- 
sis. The  entire  book  has  been  given  a thorough 
revision.  New  articles  have  been  added  and 
others  rewritten.  However,  no  volume  can 
hope  to  keep  abreast  of  all  recent  advances,  par- 
ticularly since  the  rebirth  of  chemotherapy. 
Granting  certain  shortcomings  inherent  in  any 
such  bound  publication,  the  work  is  none-the-less 
extremely  useful. 

Andrew  M.  Babey 

Reports  on  Medical  Progress  As  Published  in 
the  New  England  Journal  of  Medicine.  Com- 
piled and  edited  by  Robert  N.  Nye,  M.D. 
Octavo  of  562  pages.  Boston,  Little,  Brown  & 
Co.,  1940.  Cloth,  $5.00. 

This  excellent  yearbook  collects  and  reprints 
the  fifty-two  reviews  of  the  widely  varied  fields 
of  medicine  published  in  the  New  England  Jour- 
nal of  Medicine.  Each  review  is  written  by  an 
expert  in  his  field,  reports  briefly  the  progress 
made  during  the  year,  and  has  appended  a useful 
bibliography.  There  is  a general  index  at  the 
end.  There  will  be  a wide  appeal  not  to  the 
general  practitioner  alone  but  to  all  specialists 
who  wish  to  keep  abreast  of  developments  in 
other  specialties  and  to  look  up  specific  points 
from  time  to  time.  The  internist,  for  example, 
may  wish  the  latest  available  information  on 
psoriasis  and  the  orthopedist  may  wish  to  refer 
to  the  latest  developments  in  the  field  of  an- 
esthesiology. The  vast  majority  of  the  articles 
are  well  written,  although  there  is  some  uneven- 
ness and,  necessarily,  some  overlapping,  but  this 
book  will  be  welcomed  by  a great  audience  for  its 
general  excellence. 

Milton  Plotz 

Principles  of  Surgical  Care:  Shock  and  Other 
Problems.  By  Alfred  Blalock,  M.D.  Quarto 
of  325  pages,  illustrated.  St.  Louis,  C.  V. 
Mosby  Co.,  1940.  Cloth,  $4.50. 

In  an  era  when  surgical  attention  has  turned 
from  descriptions  of  awe-inspiring  procedures  to 
the  applied  physiology  of  the  surgical  patient, 
the  appearance  of  a monograph  like  Dr.  Blalock’s 
is  truly  refreshing. 

Nothing  is  overlooked  during  the  preoperative 
period.  The  often  ignored  elements  of  anxiety 
and  fear  of  the  surgical  patient,  fluid  balance, 
rest,  and  preanesthetic  medication  for  various 
types  of  patients  and  in  relation  to  the  surgical 
problem  are  discussed  along  with  advantages  and 
disadvantages  of  each  anesthetic  and  preanes- 
thetic agent  in  common  use.  In  agreement  with 
Flagg,  Dr.  Blalock  feels  that  anesthesia  by 
ether  gas  is  the  safest  known,  although  the 
present  enthusiasm  for  spinal  anesthesia  will 


increase  even  further  since  additional  measures 
for  controlling  its  action  will  result  in  a lessen- 
ing of  the  dangers  associated  with  its  use. 

In  discussing  systemic  effects  of  poor  surgical 
technic,  respect  for  tissue,  particular  care  to 
avoid  unnecessary  trauma  to  large  blood  vessels, 
attention  to  the  proper  use  of  retractors,  and  the 
advantage  of  applying  ligatures  to  large  veins  as 
close  as  possible  to  the  main  vessel  are  points 
stressed.  The  subject  of  cardiovascular  dis- 
ease as  it  bears  on  surgical  risk  is  given  in  a 
manner  that  is  as  clear  as  it  is  concise. 

The  piece  de  resistance  comes  with  the  chapter 
on  shock  or  peripheral  circulatory  failure. 
Here  one  finds  a beautiful  summary  of  present- 
day  knowledge  of  the  subject  so  richly  en- 
hanced by  original  work  of  the  author. 

Fluid  and  electrolyte,  acid-base,  nutritional 
and  endocrine  disorders  of  the  surgical  patient 
together  with  a complete  yet  not  tiring  discus- 
sion of  the  postoperative  complications  and  treat- 
ment are  given. 

Since  this  book  bids  fair  to  become  a live 
member  of  every  medical  library  rather  than 
another  sleeper  on  the  shelves,  one  cannot  help 
recommending  it  most  heartily. 

Anthony  F.  Sava 

The  Surgery  of  the  Alimentary  Tract.  By  Sir 

Hugh  Devine,  F.A.C.S.  Octavo  of  1,046  pages, 
illustrated.  Baltimore,  Williams  & Wilkins  Co., 
1940.  Cloth,  $15. 

Australia’s  distinguished  surgeon  has  fashioned 
out  of  his  extensive  experience  in  abdominal  sur- 
gery a most  interesting  and  informative  volume. 
The  work  is  frankly  not  designed  as  an  all-inclu- 
sive treatise  on  all  phases  of  gastrointestinal 
surgery  but  rather  presents  the  author’s  per- 
sonal experience  and  individual  technic  as  a 
guide  to  the  practicing  surgeon  and  postgraduate 
student. 

Devine  emphasizes  the  physiologic  approach  to 
abdominal  surgery,  devoting  a full  third  of  the 
book  (Part  one)  to  a discussion  of  the  diagnosis  of 
“surgical  dyspepsia”  considered  from  the  clinical, 
radiographic,  and  gastroscopic  angles.  Part 
two  covers  the  actual  surgical  treatment  of  dis- 
eases placed  in  the  dyspeptic  group  and  includes 
all  important  operations  of  the  upper  abdomen 
and  their  postoperative  complications.  Part 
three  is  a brief  but  practical  account  of  the 
strategy  of  surgical  approach  to  the  more  com- 
mon abdominal  emergencies,  perforation  and 
obstruction.  Part  four  concludes  with  con- 
sideration of  the  surgery  of  the  lower  abdomen, 
principally  appendicitis  and  colonic  and  rectal 
surgery.  The  author’s  technic  of  the  “dis- 
connecting anus”  for  defunctioning  of  the  large 
bowel  (called  the  Devine  colostomy  in  this 
country)  has  recently  engaged  the  attention  of 
American  surgeons.  The  indications,  technic, 
and  results  of  this  procedure  are  well  presented. 

The  reader  will  find  unusually  clear  descrip- 
tions of  other  standard  operations  such  as  gastro- 
enterostomy, several  types  of  gastrectomy, 
gastric  exclusion,  and  various  procedures  on  the 
large  bowel  as  practiced  by  the  author.  In  each 
case  the  physiologic  indication  and  results  are 
discussed  as  well  as  the  anesthesia  and  operative 
technics,  amply  illustrated  with  well-drawn 
sketches  or  retouched  photographs.  Of  special 
interest  are  the  details  of  Devine’s  mechanical 
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contributions,  principally  the  author’s  ingenious 
operating  frame  with  its  various  attachments 
and  “mechanical  hands”  and  his  specially  de- 
signed sharp  spade-ended  dissecting  scissors 
which  he  seems  to  prize  very  highly. 

Harold  Koppelman 

A Textbook  of  Physiology.  By  William  D. 
Zoethout,  Ph.D.,  and  W.  W.  Tuttle,  Ph.D. 
Seventh  edition.  Octavo  of  743  pages,  illus- 
trated. St.  Louis,  C.  V.  Mosby  Co.,  1940. 
Cloth,  $4.50. 

The  seventh  edition  of  this  well-known  text 
for  dental  and  college  students  presents  the 
current  concepts  of  physiology  in  a clear,  terse 
manner.  The  book  should  prove  valuable 
for  students  wishing  an  elementary  treatment  of 
the  subject. 

G.  B.  Ray 

Synopsis  of  Pediatrics.  By  John  Zahorsky, 
M.D.,  assisted  by  T.  S.  Zahorsky,  M.D.  Third 
edition.  Duodecimo  of  430  pages,  illustrated. 
St.  Louis,  C.  V.  Mosby  Co.,  1939.  Cloth,  $4.00. 

This  little  volume  is  primarily  for  the  medical 
student  who  has  not  time  for  exhaustive  reading, 
hence,  all  subject  matter  is  abbreviated.  A 
great  many  diseases  are  merely  defined  in  a para- 
graph. Numerous  and  well-placed  illustrations 
constitute  the  most  valuable  asset  to  the  book. 
The  practitioner  will  find  but  little  assistance  if 
he  is  seeking  aid  in  differential  diagnosis  or 
treatment  of  disease.  Laboratory  methods  and 
detail  in  general  are  purposely  omitted. 

It  is  truly  a synopsis,  yet  many  may  find  it 
useful  in  their  library. 

Thurman  B.  Givan 

The  Early  Diagnosis  of  the  Acute  Abdomen. 
By  Zachary  Cope,  M.D.  Eighth  edition. 
Octavo  of  257  pages,  illustrated.  New  York, 
Oxford  University  Press,  1940.  Cloth,  $3.75. 

No  book  can  reach  its  eighth  edition  unless  it 
has  fundamental  merit.  Little  more  need  be 
said  about  this  work  first  published  in  1921. 
The  differential  diagnosis  and  acute  abdominal 
conditions  cannot  be  overemphasized.  This 
book,  therefore,  deserves  a place  in  the  library 
of  any  physician  interested  in  the  problem.  The 
subject  matter  is  up  to  date,  is  well  written, 
clearly  presented,  and  thoroughly  discussed. 

B.  M.  Bernstein 

Sulfanilamide,  Sulfapyridine  and  Allied  Com- 
pounds in  Infections.  By  Maurice  A.  Schnit- 
ker,  M.D.  Edited  by  Henry  A.  Christian, 
M.D.  (Reprinted  from  Oxford  Loose-Leaf 
Medicine.)  Octavo  of  72  pages,  New  York, 
Oxford  University  Press,  1940.  Cloth,  $1.50. 

Dr.  Schnitker’s  small  book  is  a welcome  sum- 
mary of  the  latest  advances  in  human  chemo- 
therapy. It  is  well  written  and  informative. 
Its  extremely  reasonable  cost  is  an  attraction  in  a 
field  where  changes  and  advances  are  being  made 
so  rapidly. 

Milton  Plotz 

Clinical  Heart  Disease.  By  Samuel  A. 
Levine,  M.D.  Second  edition.  Octavo  of  495 
pages.  Philadelphia,  W.  B.  Saunders  Co., 
1940.  Cloth,  $6.00. 


That  a second  edition  of  this  book  is  called 
for  within  a comparatively  short  time  testifies 
to  its  value.  The  object  of  the  book  is  to  pro- 
vide clinical  data  which  the  practitioner  can 
utilize  at  the  bedside.  Indeed,  the  form  of 
the  book  is  similar  to  the  previous  edition. 
Besides  this  there  is  a good  section  on  electro- 
cardiography, and  the  precordial  lead  has  been 
changed  to  conform  with  the  nomenclature 
adopted  by  the  American  Heart  Association  and 
the  Cardiac  Society  of  Great  Britain  and  Ire- 
land. The  views  expressed  in  the  book  repre- 
sent briefly  the  result  of  the  author’s  large  ex- 
perience, and  there  is  little  that  would  not  re- 
ceive universal  acceptance  by  cardiologists. 
The  descriptions  are  simple  and  avoid  the  use  of 
complicated  technical  terms  which  are  most 
familiar  to  specialists  in  the  field.  As  heart  dis- 
ease is  so  prevalent,  it  is  important  that  all 
should  be  familiar  with  the  modern  concepts  of 
this  problem.  Therefore,  this  volume  can  be 
recommended  as  a valuable  addition  to  the  li- 
brary of  all  physicians. 

J.  Hamilton  Crawford 

Minor  Surgery.  By  Frederick  Christopher, 
M.D.  Fourth  edition.  Octavo  of  990  pages, 
illustrated.  Philadelphia,  W.  B.  Saunders  Co., 
1940.  Cloth,  $10. 

The  fourth  edition  of  this  book  covers  prac- 
tically all  problems  of  minor  surgery.  It  is  one 
of  the  most  complete  and  concise  textbooks 
that  has  been  published  on  the  subject.  The 
text  covers  minor  injuries  and  infections  of  all 
parts  of  the  body. 

Some  of  the  new  material  included  in  this 
edition  is  the  clinical  recognition  of  rabies  in  dogs, 
the  use  of  tetanus  toxoid,  the  newer  treatments 
of  burns,  injection  treatment  of  hemangioma, 
episacroiliac  lipoma,  injuries  from  pneumatic 
drills  and  from  injection  of  oil  at  high  pressure, 
treatment  of  subdeltoid  bursitis  by  needling, 
synovioma,  sternal  marrow  aspiration,  intra- 
venous administration  of  anesthetics,  treatment 
of  precancerous  skin  lesions. 

Some  sections  have  been  rewritten  particu- 
larly those  dealing  with  varicose  veins,  thrombo- 
phlebitis, head  injuries,  manipulative  treatment 
for  low  back  pain,  acute  osteomyelitis,  chon- 
droma, blood  grouping,  blood  transfusion,  post- 
operative management  of  the  water  and  elec- 
trolyte balance,  etc. 

Every  physician  should  include  this  volume 
in  his  library  with  the  conviction  that  he  has 
made  an  addition  to  his  general  working  knowl- 
edge. 

Ralph  F.  Harloe 

Frank  Howard  Lahey  Birthday  Volume,  June 
First,  Nineteen  Hundred  Forty.  Octavo  of  466 
pages,  illustrated.  Springfield,  Charles  C. 
Thomas,  1940.  Cloth. 

This  volume  is  a “Festschrift”  in  honor  of  Dr. 
Lahey’s  sixtieth  birthday.  Numerous  well- 
known  clinicians  and  laboratory  workers  con- 
tribute excellent  articles,  particularly  on  dis- 
orders of  the  gastrointestinal  tract  and  the 
thyroid  gland.  Among  the  better  known  auth- 
ors are  Abell,  Allen,  Andresen,  Balfour,  Crile, 
Graham,  Ivy,  Meigs,  and  Walters.  The  book  is 
well  worth  reading. 

Andrew  Babey 
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Editorial 


What  Are  the  Facts? 

The  editors  of  the  Journal  believe  that  the  subject  of  voluntary 
health  insurance  is  one  of  the  most  intriguing  topics  under  discussion 
today  both  by  professional  and  lay  people.  What  is  it?  How  did  it 
come  about?  What  does  it  propose  to  do?  Will  it  work?  Under 
what  circumstances? 

It  is  our  good  fortune  to  be  able  to  present  in  this  issue  a short, 
factual  study  of  the  development  of  voluntary  health  insurance  in  the 
United  States  by  Drs.  Donald  K.  Freedman  and  Elinor  B.  Harvey, 
together  with  an  extensive  bibliography.  We  believe  that  such  in- 
formation is  badly  needed  both  by  lay  and  professional  people  in 
order  that  they  may  discuss  the  subject  rationally  and  with  per- 
spective in  a spirit  of  mutual  understanding.  No  single  modality 
can  solve  all  of  the  medical  and  sociologic  problems  of  this  era  which 
nobody  understands.  But  the  insurance  principle  can  probably  be 
adapted  to  many  of  them  with  success,  more  fully  and  more  widely 
than  seems  practicable  at  the  present  time. 

Creation  of  medical  insurance  schemes  by  fiat  or  in  satisfaction  of 
political  ambitions  or  as  an  alleged  solution  of  political  perplexities 
seems  to  us  inexcusable  exploitation  not  only  of  the  people  but  of  the 
medical  profession  also.  On  the  other  hand,  neglect  by  the  profession 
and  the  people  to  study  and  to  create  workable  devices  based  on  the 
insurance  principle  wherever  possible  is  equally  inexcusable.  A 
prime  requisite  of  this  course  of  action  is  that  doctors  and  those  of 
the  laity  with  whom  they  discuss  insurance  proposals  should  know 
what  they  are  talking  about. 

Short,  simply  expressed  articles  of  the  kind  herewith  presented, 
dealing  factually  with  all  phases  of  the  medical  insurance  problem, 
should  be  made  easily  available  to  discussion  groups.  Out  of  a mu- 
tual understanding  of  the  problems  involved  and  with  an  informed 
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perspective  on  the  evolution  of  voluntary  health  insurance,  practical, 
workable  patterns  should  emerge  adapted  to  the  necessities  as  well 
as  the  temperament  of  the  American  people. 

Conferences  on  Therapy 

Beginning  with  this  issue,  the  Journal  will  from  time  to  time 
publish  informal  conferences  on  therapy.  The  material,  edited  by 
Dr.  McKeen  Cat  tell,  is  derived  from  joint  conferences  held  by  the 
departments  of  medicine  and  pharmacology  of  Cornell  Medical 
College.  The  editors  of  the  Journal  believe  that  our  readers  will 
benefit  by  these  practical  discussions  of  treatment  and  that  they 
will  like  the  informal  character  of  the  conferences. 

However,  editors  are  not  always  infallible  in  spite  of  rumors  to 
the  contrary.  We  have  studied  carefully  the  material  of  these 
discussions.  The  decision  of  the  Committee  on  Publications  to 
print  them  rests  on  the  belief  that  they  are  informative,  practical, 
and  that  you  who  read  them  will  be  interested.  Similar  conference 
reports,  we  are  reliably  informed,  have  evoked  the  interest  of 
readers  of  other  journals  in  which  they  have  been  printed.  We 
have  taken  these  facts  into  consideration  and  are  publishing  these 
conferences  on  therapy  on  the  supposition  that  our  judgment  is 
correct  and  that  you  who  read  them  will  like  them;  but  are  we 
correct? 

Dr.  Cattell  who  is  editing  the  material,  besides  being  an  out- 
standing pharmacologist,  is  a human  being  like  the  rest  of  us.  He 
and  we  should  appreciate  knowing  how  you  like  the  material. 
You  are  paying  to  publish  this  Journal.  Why  not  have  the  kind 
of  publication  you  want?  Most  of  you  can  write.  Don’t  deny  it. 
We  know  you  can,  but  will  you?  Don’t  be  bashful;  it’s  just  a 
pose.  We’ll  start  you  off:  How  do  you  like  the  conferences  on 
therapy? 

Twenty  Years 

The  October,  1940,  issue  of  the  American  Journal  of  Obstetrics  and 
Gynecology  marks  the  twentieth  anniversary  of  its  founding.  Under 
the  able  editorial  direction  of  Dr.  George  W.  Kosmak  and  Dr.  Hugo 
Ehrenfest,  this  publication  has  become  one  of  the  outstanding  ex- 
amples of  American  medical  journalism.  Replacing,  in  December, 
1919,  the  American  Journal  of  Obstetrics  and  Diseases  of  Women  and 
Children  founded  in  1868,  it  is  now  the  official  organ  of  eighteen 
specialist  societies  in  the  United  States. 

Much  of  the  credit  for  the  excellence  of  the  Journal  must  be  as- 
cribed, among  others,  to  Dr.  Kosmak,  treasurer  of  our  own  Medical 
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Society  of  the  State  of  New  York.  His  critical  judgment,  his  good 
taste  both  literary  and  typographic,  his  inexhaustible  energy  and 
business  acumen  carried  the  publication  successfully  through  the 
difficult  postwar  days  of  its  founding  and  assured  its  present  excel- 
lence. It  is  one  of  the  regrettably  small  number  of  medical  publi- 
cations which  has  successfully  encouraged  and  happily  obtained 
clarity  and  brevity  in  the  work  of  its  contributors.  Its  professional 
writers  are  not  numbered  among  those  who  frequently  “Charm 
aches  with  air,  and  agony  with  words,”*  though  their  daily  pre- 
occupation is  with  the  fair  but  loquacious  sex.  On  the  contrary, 
their  scientific  contributions  are  usually  as  practical  as  their  ex- 
position is  brief.  Such  writing  and  editing  may  well  serve  as  an  ex- 
ample to  be  emulated. 

Our  heartiest  felicitations  are  extended  to  the  publishers  of  the 
Journal  and  to  its  editors  and  contributors.  May  they  continue 
to  carry  their  high  standards  through  the  years  to  come. 

* Much  Ado  About  Nothing. 


What’s  in  a Name? 

We  read  of  the  formation  in  a nearby  state  of  “The  Anti-Medical 
Trust  League.”*  The  aims  of  this  new  “educational”  organization 
are  “to  educate  the  public  as  to  how  the  medical  trust  seeks  to  gain 
control  over  children  in  schools,  health  and  educational  boards  as 
well  as  private  agencies  ....  to  effect  abolition  of  medical  trust 
control  over  chiropractors  and  drugless  practitioners  ....  to  ad- 
vance, promote  and  protect  philosophy,  science,  art  and  practice  of 
chiropractic  and  drugless  methods  of  healing.” 

Chiropractors  and  drugless  healers  aver  that  we  are  a trust. 
“Things  are  seldom  what  they  seem 
“Skim  milk  masquerades  as  cream. ”t 
Oliver  Garceau,  writing  in  the  Public  Opinion  Quarterly  for 
September,  1940,**  alleges  that,  through  the  medical  press,  group 
sanctions,  expulsions,  boycott,  and  its  politicians,  organized  medicine 
molds  the  opinions  of  the  nation’s  doctors.  Mr.  Garceau  is  an 
instructor  in  government  at  Harvard  and,  like  a bloodhound,  follows 
the  spoor  and  scent  of  this  sinister  organization  (medicine,  not 
Harvard)  unerringly  through  twenty  pages  of  swampy  reading 
matter,  all  set  about  with  fever  trees,  to  its  lair  on  page  428.  Here, 
panting,  he  finds  “the  essence  of  the  process  (of  moulding  the  opin- 
ion of  the  nation’s  doctors)  is  that  familiar  combination  of  the  pen, 
the  sword  and  the  old-fashioned  politician.” 


* Modern  Medicine,  October,  1940. 
t H.M.S.  Pinafore. 

**  Vol.  4,  No.  3,  p.  408. 
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To  all  of  these  drugless  healers,  chiropractors,  government,  and 
Mr.  Garceau  we  say:  Ain’t  nature  wonderful?  Especially  human 
nature.  Here  we  have  been  thinking  and  acting  all  these  years  as 
though  we  were  physicians,  while  all  the  time  we  were  merely  kidding 
ourselves.  Just  a bunch  of  ordinary  run-of-the-mill  monopolists, 
pen  wielders,  sword  forgers,  and  old-fashioned  politicians  after  all! 
What  a surprise  this  will  be  to  a great  number  of  very  earnest  and 
sincere  men  who  have  spent  their  lives,  day  and  night,  healing  the 
sick,  comforting  the  dying,  encouraging  the  well  to  stay  well  in 
spite  of  sickness  insurance  and  other  discouragements ! As  we  said : 
Ain’t  nature  wonderful?  Especially  human  nature!  And  more 
especially  still,  good  nature!! 

We  Help  a Neighbor 

Why,  asks  the  New  York  Times  editorially  on  October  29,  1940, 
were  so  many  men  rejected  who  applied  during  the  past  summer  for 
enlistment  in  the  Southern  New  York  District  of  the  Second  Corps 
Area?  Answering  its  own  question,  the  Times  states  that  these 
men  were  rejected  because  of  serious  physical  defects.  As  a good 
newspaper  should  be,  the  Times  is  genuinely  concerned  that  this 
state  of  things  exists.  Seeking  the  possible  reasons,  the  editorial 
concludes  “that  (1)  despite  the  striking  advance  in  medicine, 

(2)  despite  all  the  educational  work  done  by  socially  minded  com- 
mittees of  citizens  and  private  and  public  health  associations, 

(3)  Americans  have  remained  strikingly  indifferent  to  their  own 

well-being.’’  Then,  plaintively,  this  modern  Diogenes,  his  lantern 
guttering,  asks:  “Why  this  is  so  is  beyond  us  to  divine ” 

Now  ordinarily  divination  is  a little  out  of  our  line.  We  prefer 
to  adhere  to  the  facts  of  life.  But  here  is  a neighbor  in  trouble; 
his  diviner  has  broken  down  at  a critical  time;  and  never  let  it  be 
said  that  we  refused  help  to  an  honest  inquirer  in  distress.  The 
facts  are  that  in  spite  of  all  the  educational  work  that  has  been  done 
on  Americans  they  have  remained  strikingly  indifferent  to  their  own 
well-being.  “Now,”  we  asked  our  diviner,  “Why  is  this  so?”  For 
quite  a while  the  rusty  old  mechanism  just  groaned  and  wheezed. 
Finally  a voice  speaking  in  Attic  Greek  (which  we  translate) 
mumbled  something  to  the  effect  that  “you  ....  can  lead  ....  a 
horse  to  ...  . water  ....  but  . . . .”  and  then  faded  away.  Again 
we  heard  only  gear  noises  for  a while,  then:  “Aesop  speaking  .... 
human  nature  ....  about  the  ....  same.  See  my  fable  of  the  cock 
and  the  pearl,  quote  Precious  things  are  for  those  that  can  prize 

them Also  fable  of  Hercules  and  the  waggoner:  The  gods 

help  those  who  help  themselves  unquote  ....  stop.”  After  this  our 
diviner,  too,  quit. 
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Perhaps  this  will  be  of  help.  We  offer  it  for  what  it  is  worth. 
If  it  means  anything  at  all  our  interpretation  is  that  Americans 
have  got  too  many  other  things  with  chattel  mortgages  on  them 
to  worry  over.  They  don’t  give  a damn  about  their  well-being. 
Let  the  government  take  care  of  it. 

Call  on  us  any  time.  We’re  always  glad  to  help  a neighbor  out. 

Sulfanilyl-Sulfanilamide 


As  each  new  derivative  of  sulfanilamide 
is  brought  forth,  it  is  soon  followed  by  a 
number  of  clinical  reports  based  upon  its 
use  in  a variety  of  diseases.  During  the 
early  development  of  this  form  of  chemo- 
therapy, it  was  necessary  to  temper  some- 
times unwarranted  enthusiasms  by  re- 
peated editorial  caution.  Now  that  the 
glamour  of  its  use  has  worn  off,  reportorial 
comments  on  sulfanilamide  and  its  by- 
products can,  by  and  large,  be  relied  upon 
to  be  mature,  factual,  and  uncolored  by 
wishful  thinking. 

In  the  treatment  of  gonorrhea,  for 
example,  the  first  glowing  reports  of  the 
cures  obtained  with  sulfanilamide  were 
soon  followed  by  others  that  detailed 
the  failures.  What  the  profession  was 
witnessing  was  the  normal  movement  of 
a pendulum  of  zeal  in  its  arc  of  vibration. 
Now  appear  the  observations  of  Alex- 
ander, Forbes,  and  Holloman1  and  of 
Hunt,2  which  point  to  the  advantage  of 
sulfanily  1-sulfanilamide  over  the  parent 
compound.  The  former  obtained  cures 
in  95  of  100  men  with  gonorrhea  who 

1 Alexander,  J.  C.,  Forbes,  M.  A.,  and  Holloman,  A.  L. : 
Am.  J.  Syph.,  Gonor.,  & Ven.  Dis.  24:  234  (Mar.)  1940. 

2 Hunt,  G.  C.:  Illinois  M.  J.  78:  183  (Aug.)  1940. 


were  treated  unsuccessfully  with  sulfa- 
nilamide, while  the  latter  stresses  the 
superiority  of  this  new  derivative. 

An  important  observation  by  Alexan- 
der, et  al.,  is,  that  it  is  advisable  to  delay 
chemotherapy  for  about  ten  days  after 
the  onset  of  the  illness  to  obtain  a period 
of  optimum  “therapeutic  maturity.” 
While  local  medication  should  be  started 
early,  one  can  render  gonorrhea  resistant 
to  the  sulfanilamide  group  if  these  drugs 
are  administered  from  the  onset.  They 
consider  that  their  high  percentage  of 
cures  was  the  result  of  interrupted  ther- 
apy. Dosage  of  0.3  Gm.  orally  four  times 
daily  for  five  days,  followed  by  an  equal 
period  of  rest,  is  their  recommended 
procedure.  Sulfanilyl-sulfanilamide  ap- 
pears to  be  less  toxic,  better  tolerated, 
and  more  effective  per  unit  of  medication. 

However,  since  minor  effects  of  toxicity 
are  reported  by  Hunt  in  nearly  all  of  his 
cases,  we  must  still  hold  to  our  opinion 
that  these  drugs  should  not  be  given  to 
ambulatory  patients.  A “minor  effect” 
of  “dizziness  and  weakness”  occurring 
while  crossing  a busy  thoroughfare  might 
possibly  lead  to  a major  incident. 


Annual  Registration  in  New  York  State 

This  is  to  remind  all  the  members,  indeed  all  licensed  physicians  in 
New  York  State  who  may  read  this  notice,  that  if  their  registration  cards 
with  checks  for  the  $2.00  fee  are  not  received  in  the  Division  of  Professional 
Education  at  Albany  by  January  1,  1941,  they  will  be  subject  to  fines  for 
the  delay.  Under  the  law,  the  fine  is  $1.00  for  each  thirty  days  or  part 
thereof. 

Council  Committee  on  Public  Relations  and  Economics 
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DOCTORS GREECE  NEEDS  OUR  AID 

In  view  of  the  fact  that  the  present  European  War  is  spreading  to 
Greece — the  land  which  is  considered  the  cradle  of  modern  civiliza- 
tion— it  is  only  proper  and  humanly  justifiable  that  the  fighting  soldiers 
and  civil  population  in  that  country  should  be  helped  materially  in  their 
just  cause.  To  this  effect  a “Greek- American  Medical  Committee  for 
War  Relief  and  Aid  to  Greece”  is  being  formed.  Throughout  the  United 
States  and  Canada  the  Greek-Americans  and  friends  of  Greece  have 
already  begun  to  raise  funds  to  procure  the  materials  which  are  so  vital 
to  this  little  kingdom,  as  its  critical  moment  is  unfortunately  not  very  far 
ahead.  The  Committee  hopes  to  realize  its  plan  to  send  the  following: 


3 Small  complete  mobile  hospital 
units 

25  Red  Cross  Ambulances 
3 Red  Cross  Transport  Airplanes 
Concentrated  accessory  food  prepa- 
rations for  (a)  soldiers  in  active 
service  and  (b)  civil  population 
Antitoxins,  antibacterial  sera,  and 
vaccines 


Hematinics 

Hemostatics 

Cardiac  and  circulatory  stimulants 
Antiseptics  (iodine)  and  narcotics 
Quinine  preparations 
Chemicals — (a)  phenobarbital,  (b) 
sulfapyridine,  (c)  sulfathiazole 
Dry  or  liquid  blood  plasma 
Bandages  and  instruments 


It  is  hardly  necessary  to  remind  our  readers  that  it  is  impossible  for 
Greece  to  import  supplies  from  any  European  country  and  that  whatever 
help  does  come  can  come  only  from  America.  Let  us  hope  that  the 
medical  men  who  have  taken  the  ancient  oath  will  help,  as  best  they  can, 
the  above  voluntary  nonpolitical  organization  in  preserving  the  inde- 
pendence of  the  birthplace  and  country  of  Hippocrates. 


Whatever  you  have  to  contribute  would  be  gratefully  received  at  the 
temporary  headquarters  of  the  Committee. 


C.  D.  J.  Generales,  Jr.,  M.D.,  Ph.D. 
115  Central  Park  West 
New  York  City 

Telephone:  TRafalgar  4-1123 


1941  ANNUAL  MEETING 

Attention  is  called  to  the  change  in  dates  for  the  1941  Annual  Meeting 
of  the  Medical  Society  of  the  State  of  New  York.  It  will  be — and  this  is 
final — on  April  28,  29,  30,  and  May  1,  in  Buffalo,  at  the  Hotel  Statler. 


DEVELOPMENT  OF  VOLUNTARY  HEALTH  INSURANCE 
IN  THE  UNITED  STATES 

Donald  K.  Freedman,  M.D.,*  and  Elinor  B.  Harvey,  M.D.,  New  York  City 
( From  the  Associated  Hospital  Service  of  New  York ) 


The  existence  of  numerous  and  diverse 
voluntary  health  plans  in  the  United 
States  testifies  to  the  presence  of  prob- 
lems of  medical  care.  As  stated  by  the 
President’s  Technical  Committee  on 
Medical  Care,  in  1938,  these  problems, 
representing  “the  debit  side  of  the 
ledger,”  fall  in  four  categories1:  (1)  in- 

sufficient preventive  health  services;  (2) 
inadequate  hospital  facilities;  (3)  absence 
of  or  inadequate  general  medical  service; 
and  (4)  wage  loss  and  debts  incurred  due 
to  illness.  There  is  sufficient  statistical 
evidence2  to  prove  the  existence  of  these 
problems.  We  can,  therefore,  turn  our 
attention  to  the  even  more  vital  question 
of  the  means  for  solving  them. 

One  method  of  solving  the  medical 
care  problem,  in  part,  is  through  volun- 
tary health  insurance  plans.  A historical 
study  of  this  movement  in  the  United 
States  is  helpful.  Closely  linked  to  this 
history  are  the  vast  changes  in  social  and 
economic  conditions  that  have  occurred 
in  the  past  150  years.  A review  of  the 
background  and  the  tendencies  of  the 
medical  programs  of  this  era  reveals  un- 
mistakable signs  of  the  forms  such  pro- 
grams may  be  expected  to  take  in  the 
future. 

Voluntary  health  insurance f may  be 
described  an  an  elective  scheme  through 
which  protection  is  sought  against  the 
economic  hazards  of  illness.  The  En- 
cyclopedia Britannica  defines  the  word 
insurance  as  “a  provision  made  by  a 
group  of  persons,  each  singly  in  danger  of 
some  loss,  the  incidence  of  which  cannot 
be  foreseen,  such  that  when  such  loss 
shall  occur  to  any  one  of  them  it  shall  be 

* Assistant  medical  director. 

t Distinct  from  this  movement  is  the  so-called  volun- 
tary health  service.  It  is  tantamount  to  a nonoffidal 
public  health  organization  and  is,  therefore,  not  included 
in  this  paper.  Cf.  Report  of  the  Committee  on  Public 
Health  Organization:  White  House  Conference  on 

Child  Health  and  Protection,  Public  Health  Organization. 


distributed  over  the  whole  group.”  How- 
ever, it  is  not  a “ program  or  a plan 

worked  out  and  adopted.  It  is  a result 
of  certain  lines  of  social  evolution,  a com- 
bination and  adaptation  of  existing  insti- 
tutions, shaped  by  the  varying  pressure 
of  all  the  social  forces  existing  at  the 

time All  insurance  is  but  a phase 

of  the  eternal  human  search  for  security.”3 

Recent  studies  reveal  that  one-third  of 
the  population  of  this  country  earn  $800 
a year  and  less,  a sum  barely  sufficient  to 
sustain  them  from  day  to  day.  Accord- 
ing to  the  National  Health  Survey,  “sick- 
ness occurs  more  often  and  with  greater 
severity  among  the  poor.”4  In  many 
rural  areas  “hospital  facilities  are  limited” 
and  there  is  “difficulty  in  obtaining  ade- 
quate medical  care.”4  How,  then,  can 
those  in  the  low-income  group  cope  with 
the  problem  of  medical  needs?  Ob- 
viously, any  elective  plan  for  medical  care 
where  voluntary  contributions  are  neces- 
sary is  incompatible  with  the  financial 
status  of  this  group. 

However,  in  reviewing  the  origins  of 
voluntary  health  plans,  it  is  evident  that 
they  started  in  a class  of  individuals 
slightly  above  the  medically  indigent 
class.  Toward  the  end  of  the  eighteenth 
century,  it  was  realized  by  some  in  this 
group  that  illness  costs  could  be  met  by 
attacking  the  problem  upon  a group 
basis  with  equal  participation  by  all  mem- 
bers of  the  group.*  Thus  was  found  an 
aid  in  eliminating  the  pauper-charity 
relationship  in  illness.  This  was  the 
beginning  of  voluntary  health  insurance 
in  the  United  States. 

First  Period:  Fraternal  and  Mutual 

Benevolent  Societies 

A review  of  the  literature  indicates 


*Example:  The  Free  African  Society,  founded  in 

1787;  page  1700. 
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three  important  periods  in  the  growth  of 
voluntary  health  plans.  Obviously  there 
are  no  set  delimitations  for  each  period 
and  all  necessarily  overlap. 

Fraternal  Societies . — The  first  period 
is  typified  by  the  development  of  mutual 
benevolent  associations  and  fraternal 
societies.*  According  to  some  authori- 
ties,5 the  Masonic  order  had  its  inception 
among  Negroes  in  1784.  In  Phila- 
delphia, these  freed  Negroes  naturally 
banded  together  into  social  and  religious 
groups.  The  value  of  mutual  aid  in 
times  of  illness  soon  became  apparent. 
Both  mutual  aid  societies  and  fraternal 
orders  at  first  provided  cash  benefits 
during  illness.  The  fraternal  orders, 
such  as  the  Masons,  soon  developed  the 
institution  of  the  “lodge  doctor,”  that  is, 
a physician  who  gave  lodge  members 
and  their  families  medical  care  at  re- 
duced rates.  The  pre-Civil  War  period 
in  the  South  witnessed  the  rise  of  many 
local  fraternal  orders  which  supplied,  in 
some  instances,  case  benefits  for  doctor, 
funeral,  laundry,  and  nursing  expenses. 
The  godfather  of  modem  fraternal  bene- 
ficial societies  is  the  Ancient  Order  of 
United  Workmen.  This  was  founded 
by  a worker  named  “Father”  Upchurch, 
at  Meadville,  Pennsylvania,  in  1868. 6 

One  of  the  highlights  of  this  period  of 
growth  of  fraternal  health  benefit  plans 
came  in  1886  when  the  first  national 
convention  of  the  Ancient  Order  of 
United  Workmen  was  called  in  Washing- 
ton, D.  C.  This  Congress  declared  the 
following  to  be  distinctive  features  of  a 

fraternal  beneficial  society6:  “ (4) 

fraternal  assistance  to  living  members  in 
sickness  and  destitution ; (5)  payment  of 
benefits  to  living  members  for  total 
physical  disability.”  This  Congress  rep- 
resented over  500,000  members  with 
insurance  of  one  billion  dollars.  By  1931, 
a total  of  123  fraternal  societies  were 
listed  with  assets  of  $750,000,000.  The 
preceding  year,  these  societies  paid  $12,- 
000,000  in  claims  for  accidents,  sickness, 
and  permanent  disability. 

* The  growth  of  mutual  benevolent  associations  and 
fraternal  societies  occurred  side  by  side  and  over  the 
same  period;  therefore,  both  are  included  in  the  first 
period. 


Mutual  Benevolent  Associations. — With 
the  foundation  of  the  Free  African  Society 
in  1787  by  Richard  Allen  and  Absolom 
Jones,  Negro  freedmen,  we  see  the  “first 
manifestation  of  economic  cooperation 
among  Negroes”  resulting  in  group  pro- 
tection.5 This  Philadelphia  organization 
was  formed  to  furnish  sickness  and  death 
benefits.  Both  fees  and  benefits  were 
small,  and  the  group  soon  became  a re- 
ligious one,  its  existence  serving  as  a pre- 
cursor of  an  African  Insurance  Company 
which  was  formed  in  1810  in  Philadel- 
phia. 

Between  1793  and  1867  there  were 
about  38,000  mutual  benevolent  socie- 
ties formed.  As  Dr.  Sinai  says,  “While 
the  majority  of  existing  societies  were 
formed  within  the  past  century,  they 
inherited  the  ancient  tradition  of  self- 
governing  autonomous  associations  of 
workers,  formed  for  the  purpose  of  mu- 
tual assistance  in  time  of  emergency.” 
This  becomes  more  significant  in  view 
of  the  fact  “that  the  present  position  of 
these  societies  in  the  system  of  insurance 
is  due  far  more  to  historical  than  to 

logical  reasons The  creation  of  the 

world-market  removed  much  of  the  ter- 
ror of  local  natural  calamities  but  re- 
placed them  by  a series  of  social  and  eco- 
nomic calamities ....  Relief  from  such 
social  calamities  was  naturally  sought  in 
social  institutions.”3 

In  the  mad  scramble  of  industrial 
growth,  except  for  those  sparse  areas  of 
public  medical  care,7  the  health  of  the 
majority  of  the  population  was  generally 
handled  on  an  individualistic  basis;  the 
mutual  aid  societies  could  not  solve  the 
problem.  By  1867,  14,000  of  the  socie- 
ties formed  had  collapsed  because  of 
“mismanagement,  insolvencies,  dissolu- 
tion,”8 although  attempts  had  been  made 
to  check  their  disintegration.  An  imr 
proved  system  of  accounting  was  intro- 
duced and  was  followed  by  periodical 
valuations.  In  1819  a law  was  passed 
in  Philadelphia  requiring  justices  not  to 
confirm  any  tables  unless  approved  by 
two  actuaries  or  “persons  skilled  in  cal- 
culation.” Up  to  this  time  any  individ- 
ual could  form  a beneficial  society  at  will. 
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The  development  of  standardization 
quickly  followed,  with  the  creation  of  the 
registrar  of  friendly  societies  in  1846  and 
the  requirement  in  1850  of  annual  re- 
turns. Some  of  the  states  passed  enabling 
legislation  at  this  time,9  thus  restrict- 
ing the  ease  with  which  societies  were  pre- 
viously formed.  By  1856  the  first 
American  report  was  issued  by  the 
Massachusetts  Commissioner  of  Insur- 
ance. From  that  time  to  the  present  the 
mutual  aid  societies  have  been  on  a much 
sounder  basis  legally  and  financially  so 
that  an  upswing  in  popularity  occurred. 
By  1900  there  were  2,500,000  members 
with  insurance  of  over  $4,008,000,000  and 
$38,000,000  in  benefits.9 

By  the  end  of  the  nineteenth  century, 
it  was  evident  from  the  past  successes 
and  failures  of  the  various  mutual  benefit 
associations  that  even  more  definite 
standards  were  necessary  for  associations 
of  this  sort  to  be  successful.10 

One  of  the  most  outstanding  of  the 
mutual  benevolent  societies  is  the  French 
Mutual  Benevolent  Society  founded  in 
San  Francisco  in  1851  and  functioning 
successfully  ever  since.11 

The  mutual  benefit  associations  were  a 
means  of  providing  cash  benefits  in  times 
of  illness  and,  frequently,  medical  care 
as  well.  They  revealed  the  necessity 
for  legislation  and  standardization  to 
ensure  success.  In  addition,  they  pro- 
vided a background  and  a source  of  ex- 
perience for  the  plans  to  come,  some  of 
which  incorporated  the  good  qualities  of 
the  mutual  aid  societies.  Eventually 
they  became  a force  for  education  in 
industrial  hygiene. 

Second  Period  of  Development 

Union  and  Industrial  Plans. — The  de- 
velopment of  voluntary  health  plans 
during  the  second  period  follows  closely 
the  growth  of  unions  and  the  steadily 
increasing  industrialization  of  the  nation, 
with  the  consequent  crowding  of  the 
population  into  cities  and  industrial 
towns.  Unions  formed  as  a result  of  the 
division  of  labor,  specialization,  and  ex- 
panding industry,  which  resulted  in  a 
diminution  of  independent  producers 


and  an  increase  in  the  number  of  work- 
ingmen dependent  on  a wage.  This 
class,  with  their  common  interests  and  a 
realization  of  the  inevitability  of  the 
changes,  grouped  together,  therefore, 
originally  for  pleasure  and  shortly  there- 
after to  formulate  plans  of  action.  Thus, 
the  basis  for  permanent  associations  be- 
gan to  develop.12 

Although  there  had  been  local  unions 
as  early  as  1700,  it  was  not  until  after 
the  Knights  of  St.  Crispin  organized  in 
1867  at  Milwaukee  that  unions  became 
concerned  with  the  problems  of  hours, 
wages,  substandard  workers  and  work- 
ing conditions  on  a large  scale.13  Even 
though  unions  were  becoming  more 
firmly  established  toward  the  end  of  the 
nineteenth  century,  health  problems  were 
either  poorly  handled  or  not  even  taken 
into  consideration.  One  of  the  earliest 
health  plans  formed  by  a union  was  the 
inauguration  of  a cash  benefit  plan  dur- 
ing illness  by  several  local  chapters  of  the 
International  Ladies’  Garment  Workers 
Union  in  1913.  The  fee  for  membership 
in  this  plan  was  a small  one,  paid  in 
addition  to  the  regular  union  dues. 
Membership  involved  a medical  ex- 
amination prior  to  joining  and  certifica- 
tion by  a physician  in  case  of  illness.11 
Nevertheless,  even  in  1916,  very  few 
trade  unions  supplied  medical  care,14 
although  many  did  supply  cash  benefits 
during  sickness. 

Even  where  the  employees  had  not  as 
yet  formed  unions,  they  did  occasionally 
unite  in  the  formation  of  health  plans. 
One  of  the  best  organized  and  earliest  of 
the  health  associations  formed  by  em- 
ployees is  the  Northern  Pacific  Beneficial 
Association,  which  was  originated  by  the 
workers  of  the  Northern  Pacific  Railway 
Express  Agency.  It  is  owned  and  oper- 
ated by  the  members  who  pay  1 per  cent 
of  their  earnings  monthly  for  hospital 
and  medical  care  and  have  free  choice  of 
staff  physicians.  Four  general  hospitals 
and  one  emergency  hospital  are  main- 
tained by  the  Association.11 

The  employers,  in  the  face  of  rising 
unionism,  began  to  hire  full-time  physi- 
cians and  also  encouraged  the  forma- 
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tion  of  mutual  benefit  associations  in 
their  firms,  so  that  by  the  early  1900’s 
these  associations  were  becoming  firmly 
entrenched  in  industrial  groups.  Origi- 
nally, these  societies  supplied  only  sick- 
ness and  death  benefits,  but  eventually 
some  of  them  also  provided  medical  and 
hospital  care.  In  the  first  part  of  the 
twentieth  century,  these  organizations  be- 
gan to  sponsor  education  in  industrial 
hygiene. 

College  and  University  Health  Plans. — 
These  had  their  inception  during  this 
second  period.  An  element  of  compul- 
sion is  present  in  that  all  students  must 
join  if  the  institution  has  such  a plan. 
The  beginning  of  the  present  century 
witnessed  the  start  of  college  health  plans 
at  the  University  of  California  under  the 
guidance  of  the  late  Dr.  George  Frederick 
Reinhardt.15  Complete  care  except  for 
surgical  services  was  rendered.  The  Uni- 
versity of  Michigan  Student  Health 
Service,16  started  in  1913,  supplies  com- 
plete medical  service  for  the  student  body 
for  a fixed  annual  fee  of  approximately 
$15.  Services  of  this  sort  are  provided 
now  at  more  than  150  colleges  and  universi- 
ties throughout  the  United  States. 

Third  Period:  Trends  Since  the  First 
World  War 

The  greatest  activity  in  the  field  of 
voluntary  plans  has  occurred  within  the 
past  twenty  years.  This  period  consti- 
tutes, generally,  the  third  in  the  historical 
development  of  cooperation  for  purposes 
of  health  protection  by  insurance,  but  by 
no  means  can  it  be  sharply  separated  from 
the  second  period  which  included  many 
of  the  plans  now  in  use  in  a less  highly 
developed  form. 

Just  previous  to  and  during  the  World 
War,  those  most  interested  in  the  eco- 
nomic problems  of  health  were  engaged 
in  a campaign  for  compulsory  health 
insurance.17  Several  state  commissions 
were  formed  to  study  the  problems  in- 
volved. In  1915  a committee  of  the 
American  Medical  Association  cooper- 
ated with  the  American  Association  for 
Labor  Legislation  in  preparing  the 
“Standard  Bill,”  a comprehensive  health 


insurance  program.18  This  was  intro- 
duced in  a number  of  state  legislatures, 
but  few  advanced  beyond  the  committee 
stage,  although  the  standard  compulsory 
health  insurance  bill  was  adopted  by  the 
New  York  State  Senate  in  1919.  Fol- 
lowing the  end  of  the  War,  the  movement 
gradually  weakened  because  of  severe 
opposition,  while  the  voluntary  health 
insurance  movement  began  to  gain  mo- 
mentum. 

Wartime  discoveries  in  the  fields  of 
medicine  and  surgery  began  to  be  ap- 
plied widely.  New  diagnostic  and  thera- 
peutic equipment  was  discovered,  ac- 
companied by  the  growth  of  specializa- 
tion in  medicine.  The  effect  was  an  in- 
creasingly complicated  problem  in  medi- 
cal economics.  There  was  a gradual  in- 
crease in  longevity,  thus  augmenting  the 
number  of  those  with  chronic  illnesses. 
The  care  of  these  conditions  plus  the 
increased  expense  attached  to  the  care  of 
illness  became  too  costly  for  millions  of 
persons  in  the  low-income  group.  The 
depression  not  only  augmented  the  low- 
income  group,  but  created  a critical  situa- 
tion in  the  field  of  hospital  finance  as  well 
as  medical  economics,  compelling  the 
closure  of  many  hospitals,  forcing  doctors 
onto  relief,  and  bringing  into  sharper 
contrast  the  inadequacy  of  proper  medical 
care. 

Following  the  World  War,  new  plans 
for  medical  care  grew  more  quickly  due  to 
the  passage  of  workmen’s  compensation 
laws  and  the  increasing  interest  of  the 
unions  and  employers.  For  the  most 
part,  these  plans  were  formed  in  industrial 
groups  and  were  of  several  types:  those 

supported  by  the  employees,  as  the 
Stanacola  Employees’  Medical  and  Hos- 
pital Association  in  Baton  Rouge,  Louisi- 
ana; or  those  supported  by  joint  contri- 
butions from  both  employees  and  em- 
ployers, as  in  the  case  of  the  Roanoke 
Rapids  Community  Service,  Roanoke 
Rapids,  North  Carolina;  and  occasionally 
those  supported  by  the  employer  solely, 
as  in  the  unusual  Endicott- Johnson  Cor- 
poration Workers’  Medical  and  Relief 
Department  in  Johnson  City,  New 
York.11  A description  of  one  supplies 
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an  understanding  of  the  mechanism  of 
the  majority,  since  the  differences  usu- 
ally relate  to  the  amount  of  services 
available,  type  and  source  of  payment, 
groups  protected,  and  the  groups  in 
charge. 

An  example  of  the  employee  or  con- 
sumer type  of  plan*  is  that  at  Baton 
Rouge.  Stanacola  was  formed  in  1924 
by  a group  of  2,200  employees  of  the 
Standard  Oil  Company  of  Louisiana.11 
Membership  is  voluntary  but  restricted 
to  white  employees.  The  dues  are  S3. 00 
per  month  collected  by  the  payroll  deduc- 
tion method.  The  medical  staff,  con- 
sisting of  general  practitioners  and  spe- 
cialists, was  selected  by  a vote  of  the 
membership  from  the  Baton  Rouge  physi- 
cians. Doctors  are  on  a full-time  basis, 
receiving,  on  the  average,  $6,000  per  year 
at  the  present  time.  A board  of  directors 
is  elected  by  the  membership.  The  or- 
ganization was  incorporated  on  October 
27,  1930,  under  the  laws  of  the  state  as  a 
nonprofit  group.  There  is  free  choice  of 
physician  within  the  group,  and  prac- 
tically all  laboratory  work,  treatments, 
nursing  service,  and  ward  care  are  in- 
cluded, except  for  dental  work  and  x-rays. 
Plans  of  this  type,  although  varied  in 
many  details,  predominated  the  field. 
With  no  standardization,  each  plan  was 
based  on  the  experience  of  other  groups 
or  on  a trial  and  error  method,  adjusting 
rates  upward,  adding  compulsion  fea- 
tures, and  building  hospitals  or  clinics 
as  the  necessities  required  and  the  funds 
became  available. 

The  unions,  even  at  this  time,  had  no 
comprehensive  health  plans  of  their  own 
for  their  members.  Several  local  chap- 
ters developed  plans  on  their  own  initia- 
tive. In  1919  a group  of  labor  unions  in 
New  York  City  cooperated  in  the  forma- 
tion of  a dental  clinic.  This  was  called 
the  Union  Health  Center,  providing  re- 
duced rates  for  union  members.  But  it 
was  not  on  an  insurance  principle.  Actu- 
ally, it  was  an  extension  of  the  cash  bene- 
fit system  which  had  been  instituted  by 


*By  the  consumer  type  of  plan  is  meant  one  controlled 
and  operated  by  the  consumers  of  medical  care,  in  this 
case,  the  employees. 


the  International  Ladies’  Garment  Work- 
ers Union  in  1913. 

By  1928  the  Union  Health  Center 
added  medical  care  to  its  services,  with 
six  clinic  doctors  for  the  use  especially  of 
the  Garment  Workers  Union  in  New 
York  City.  The  New  York  Board  of 
Welfare  granted  the  Health  Center  a 
charter  in  1930.  After  a trying  period 
in  the  early  years  of  the  depression,  the 
Union  Health  Center  was  placed  com- 
pletely under  the  responsibility  of  the 
union  in  1934.  The  clinic  has  expanded 
in  size  and  value  and  now  represents  one 
of  the  best  examples  of  a union  voluntary 
health  plan. 

On  the  whole,  unions  have  been  slow  in 
developing  medical  care  plans.  By  1932 
there  were  only  six  unions  that  provided 
partial  or  complete  care.  The  New  York 
Letter  Carriers’  Association,  Empire 
Branch  No.  36, 19  with  four  thousand 
members  is  one  that  has  been  supplying 
medical  care  and  examinations  at  the 
rate  of  $6.00  per  year,  with  special  ar- 
rangements for  care  in  five  large  hospitals 
in  New  York  City. 

One  of  the  most  significant  movements 
in  this  entire  period  is  the  activity  of  the 
so-called  “producers  of  medical  care” — 
the  doctors.  Particularly  in  the  past 
ten  years,  the  individual  physicians, 
local  medical  societies,  and  the  American 
Medical  Association  have  become  seri- 
ously concerned  with  the  economics  of 
medicine  which  so  vitally  affects  them  as 
well  as  those  whom  they  serve.  Since 
1920  doctors  have  been  initiating  various 
methods  for  supplying  better  medical 
care,  often  at  less  expense  to  the  indi- 
viduals or  groups  involved  but  generally 
not  on  a prepayment  basis.  Very  few 
group  clinics  existed  before  1918 — that  is, 
four  out  of  the  thirty  clinics  studied  by  C. 
Rufus  Rorem.20  Six  of  this  group  were 
founded  between  1918  and  1923  and  six 
between  1923  and  1928.  One  of  the 
earliest  founded  that  has  had  a suc- 
cessful experience  is  the  Nicollet  Clinic 
in  Minneapolis,21  formed  in  January,  1921, 
after  a year  of  preliminary  work. 

A more  recently  formed  clinic  is  the 
Ross-Loos  Medical  Group,11  organized 
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toward  the  end  of  the  1920’s  by  Dr. 
Donald  E.  Ross  and  Dr.  H.  Clifford  Loos 
as  a partnership  under  the  California  laws. 
Employed  groups  principally  are  enrolled 
for  service,  and  payments  are  made  di- 
rectly through  the  groups.*  Services  to 
enrolled  members  now  cost  $2.50  per 
month  and  include  practically  complete 
medical,  surgical,  and  hospital  care. 
By  1938  this  group  had  enrolled  20,000 
members,  representing  60,000  individuals 
including  dependents.  Forty  salaried 
physicians  with  fifteen  affiliated  practi- 
tioners constitute  the  staff.  At  the  pres- 
ent writing,  plans  are  under  way  for 
establishing  an  affiliate  clinic  enrolling  a 
group  of  several  thousand  in  San  Fran- 
cisco. f 

By  1937  there  were  reported  “approxi- 
mately two  hundred  private  clinics, 
ranging  in  size  of  membership  from  three 
to  twenty  practitioners,”20  located  chiefly 
in  the  central,  the  southwestern,  and  the 
western  states.  Generally  smaller  than 
the  Ross-Loos  Clinic,  they  nevertheless 
provide  more  or  less  complete  care,  but 
not  all  are  of  the  prepayment  plan  type. 

Following  a period  of  considerable 
lethargy  and  even  opposition  in  many 
cases  (Ross-Loos,  Stanacola,  Group 
Health  Association  Inc.  in  Washington, 
D.  C.,  etc.),  the  county  medical  societies 
in  many  localities  have  gradually  come  to 
realize  that  the  number  of  persons  fi- 
nancially able  to  afford  a private  doctor  is 
diminishing  annually.22  Inasmuch  as  ‘ ‘the 
income  of  the  physician  is  largely  de- 
pendent upon  the  incomes  of  his  pa- 
tients”22 and  since  this  income  has  been 
decreasing  since  1929,  the  physician’s 
income  has  also  been  falling.  As  a result, 
the  lowest  income  group  of  the  population 
receives  50  per  cent  as  many  days  hos- 
pitalization and  41  per  cent  as  many  calls 
from  doctors  as  those  in  the  highest  in- 
come group.23  Hoping  to  stave  off  any 
government  participation  in  medical  care, 
county  medical  societies  in  many  parts  of 
the  country  have  proposed  or  initiated 
plans  that  purport  to  give  medical  care 

* Payments  generally  may  be  of  three  types:  (1)  fee 

for  service,  (2)  payroll  deduction,  (3)  fixed  payment. 

t Speech  by  Dr.  Loos  at  the  first  annual  convention 
of  group  health  plans,  July,  1939,  New  York  City. 


at  reduced  rates  to  those  unable  to  afford 
the  usual  costs.  Each  plan  has  evolved 
according  to  local  needs  and  often  func- 
tions in  conjunction  with  the  welfare 
agency  or  other  established  investigative 
groups.  The  differences  affect  chiefly  the 
number  of  doctors  on  the  “panel,”  costs 
to  members,  administrative  agency,  ex- 
tent and  type  of  care  given,  and  income 
group  accepted. 

The  initial  interest  shown  by  medical 
societies  occurred  on  the  West  Coast  as 
early  as  1933.  The  Pierce  County  In- 
dustrial Medical  Bureau  at  Tacoma  and 
the  Yakima  County  Medical  Bureau11 
were  among  the  first  formed  by  their  re- 
spective county  medical  societies  during 
1933.  Representative  of  the  many  similar 
plans  in  the  West  is  the  Kings  County 
Medical  Service  Bureau11  in  Seattle, 
Washington,  which  offers  free  choice  from 
among  its  three  hundred  practitioners  to 
the  thousands  of  employed  members. 
Sponsored  by  the  Washington  State 
Medical  Society,  this  nonprofit  plan  is 
administered  by  a medical  bureau.  Rates 
range  from  $1.20  to  $3.50  per  month, 
doctors’  services  being  paid  for  on  the 
basis  of  a fee  schedule  by  the  bureau. 

After  these  plans  had  been  in  operation, 
the  Medical  Economic  Security  Project, 
which  was  neither  a prepayment  nor  an 
insurance  plan,  was  instituted  at  the  end 
of  1934  by  the  District  of  Columbia 
Medical  Society.  Here  again  was  simply 
an  attempt  at  cooperation  between  doc- 
tors, hospitals,  and  social  agencies  in  order 
to  arrange  for  medical  and  hospital  fees 
commensurate  with  the  ability  of  the 
patient  to  pay.11 

Proprietary  Plans. — There  arose, 

toward  1930,  the  proprietary  medical  in- 
surance associations24  which  have  at- 
tempted to  furnish  health  insurance  for 
profit  on  a periodic  prepayment  basis. 
There  is  little  standardization,  with  some 
companies  purchasing  medical  care  from 
doctors  by  means  of  a fee  schedule  while 
others  contract  with  practitioners  or 
hospitals  at  fixed  rates  per  month  or  year. 
As  an  example,  the  Columbia  Casualty 
Company  pays  its  physicians  on  a unit 
basis. 
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Hospitalization  Plans. — There  occurred 
at  this  time  a distinct  but  closely  related 
problem  of  equal  magnitude.  Not  only 
had  the  pressing  question  of  doctors’  ex- 
penses become  acute,  but  in  addition,  as 
has  been  pointed  out  before,  the  $1,500,- 
000,000  capital  investment  in  nongovern- 
ment hospitals  was  quickly  approaching 
a critical  stage.  Occupancy  of  hospital 
beds  had  “increased  in  recent  years  from 
84  per  cent  in  1927  to  89  per  cent  in  1931” 
in  government  hospitals,  while  the  occu- 
pancy of  voluntary  hospital  beds  had 
diminished  from  65  per  cent  in  1927  to 
62  per  cent  in  1931. 25  Both  outpatient 
services  and  competition  for  patients  in- 
creased with  the  construction  of  new 
hospitals  established  by  donors  and  re- 
ligious and  national  groups.  Both  private 
and  hospital  incomes  diminished.  The 
investment  in  voluntary  hospitals  was 
“now  at  stake.” 

As  a result  of  this  situation,  individual 
hospitals  attempted  various  methods  in 
order  to  attain  financial  stability.  The 
Highland  Park  Hospital  Association  in 
1932  started  an  annual  “drive”  for  funds, 
allowing  credit  on  hospital  bills  equal  to 
the  contributions.11  But,  by  and  large, 
hospitals  suffered  financially  for  many 
reasons.  New  expensive  equipment,  ris- 
ing costs,  diminishing  number  of  pay 
patients,  falling  off  in  contributions,  all 
aided  in  the  collapse  of  many  hospitals 
and  in  expediting  the  virtual  collapse  of 
others. 

In  1930  Baylor  University  Hospital 
made  arrangements  with  a group  of 
teachers  whereby  hospital  care  would  be 
provided  in  return  for  a fixed  monthly 
payment.  With  this  as  the  point  of  de- 
parture, hospitals  were  quick  in  realizing 
the  possibilities  of  such  an  agreement 
with  its  opportunity  of  filling  empty  beds. 
Within  a period  of  four  to  five  years  the 
idea  spread  rapidly.  The  impetus  was 
given  to  the  movement  in  February, 
1933,  when  the  American  Hospital  Associ- 
ation gave  its  approval  to  the  principle. 
Thus  officially  sponsored  and  generally 
safeguarded  in  some  states  by  the  State 
Insurance  Laws,  as  in  New  York,  there 
appeared  to  be  no  limitation  but  the  size 


of  the  group  capable  of  enrolling.  In 
numbers,  the  plans  grew  from  54,000 
members  in  1934  to  3,500,000  in  July, 
1939. 

A typical  example  is  the  largest  in 
the  country  at  present — the  Associated 
Hospital  Service  of  New  York  organized 
in  1935.  The  history  of  this  plan  shows 
the  period  of  growth  and  expansion  with 
increasing  popularity,  then  the  period  of 
abuse  by  the  subscribers  who  demanded 
admission  to  hospitals  for  many  minor 
ailments  which  would  ordinarily  not  re- 
quire hospitalization,  and  finally  a period 
of  relatively  strict  enforcement  of  the 
contract  and  the  formation  of  a Medical 
Review  Board  to  decide  on  the  eligibility 
of  all  claims.  The  future  holds  plans  for 
ward  care  at  reduced  rates  for  those  in 
the  low-income  groups. 

Present  Status  of  Voluntary  Health 
Insurance 

Within  the  past  two  or  three  years  and 
especially  since  the  National  Health  Con- 
ference of  1938,  the  public  has  become 
more  aware  of  the  economic  problems  of 
health  than  at  any  previous  period.  In- 
dustry is  beginning  to  realize  the  value 
of  the  health  of  the  workers.  Employers 
are  aiding  somewhat  in  the  formation  of 
voluntary  health  plans  for  the  protection 
of  the  workers. 

With  the  startling  growth  of  industrial 
unions  following  the  formation  of  the 
Committee  for  Industrial  Organization 
through  the  efforts  of  John  L.  Lewis  in 
1935, 26  there  ensued  a vivid  interest  in  the 
health  of  the  members.  Locals  were  en- 
couraged to  formulate  health  programs 
and  plans.  In  the  Appalachian  bitumi- 
nous coal  fields,  the  miners  “through  their 
union  ....  have  been  trying  to  improve 
....  conditions,  with  varying  degrees  of 
success.”27  Various  local  chapters  of  the 
United  Mine  Workers  of  America  in  West 
Virginia  have  supported  important 
changes  in  the  state  laws.  During  the 
middle  of  1939,  the  Transport  Workers 
Union  in  New  York  City  instituted  a 
complete  medical  care  program  for  its 
members.  Throughout  the  country  there 
is  a drive  for  more  healthful  working  con- 
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ditions  and  protection  against  prohibi- 
tive illness  costs. 

The  cooperative  medicine  movement* 
is  another  recent  development  in  this 
rapidly  changing  scene.  Inaugurated  in 
1936  by  Dr.  Kingsley  Roberts,  the  Bureau 
of  Cooperative  Medicine  has  become  the 
champion  of  cooperative  health  in 
America  and  the  rallying  point  for  many 
sound  ventures  into  the  field.  Recently 
the  Bureau  was  instrumental  in  forming 
the  Association  of  Medical  Cooperatives, 
which  includes  among  its  fourteen  mem- 
bers Group  Health  Association  Inc. 
of  Washington,  D.  C.,  Farmers’  Union 
Cooperative  Hospital  Association,  and 
numerous  other  cooperative  or  voluntary 
medical  care  plans.  The  first  national 
conference  of  group  health  plans  was 
held  on  July  20,  1939,  at  which  time  steps 
were  taken  for  the  formation  of  a national 
organization  of  these  plans,  including  the 
cooperatives. 

While  group  practice  is  still  being 
opposed  by  organized  medicine,  county 
medical  societies  are  proposing  various 
alternative  plans  as  mentioned  above. 

Summary 

1 . The  development  of  mutual  benevo- 
lent associations  and  fraternal  societies 
constituted  the  first  sustained  movement 
of  voluntary  health  insurance  in  the 
United  States  during  the  initial  period 
from  1780  to  1880.  This  type  of  insur- 
ance, then,  is  already  160  years  old  in  our 
country. 

2.  Unions  and  industrial  groups  with 
their  health  programs  were  the  chief 
groups  working  for  health  protection  in 
the  second  period  from  1880  on  and 
extending  to  the  present. 

3.  The  third  period  of  development 
starting  about  1920  resulted  in  the  rapid 
formation  of  several  hundreds  of  health 
plans,  with  many  varying  types  being 
attempted  chiefly  by  physicians,  em- 
ployed groups  of  the  population,  com- 
binations of  both,  and  industrial  concerns 
and  true  cooperatives. 

* The  four  cardinal  principles  of  cooperative  medicine, 
according  to  Dr.  M.  Shadid,  are:  (1)  group  medical 

practice,  (2)  periodic  prepayment,  (3)  consumer  co- 
operative control,  (4)  preventive  medicine. 


4.  At  the  present  time  group  practice 
is  becoming  more  common  throughout 
the  country,  particularly  in  the  West. 
The  medical  profession  is  awakening  to 
the  need  for  better  distribution  of  medical 
services. 

5.  Voluntary  hospitals  facing  a finan- 
cial crisis  have,  in  many  instances,  been 
saved  from  collapse  by  the  numerous 
hospitalization  insurance  plans  now  in 
operation.  Three  and  one-half  million 
people,  many  of  whom  were  formerly 
unable  to  meet  hospital  expenses,  are  now 
insured  against  the  major  bills  likely  to 
arise  therefrom. 

Conclusions 

The  development  of  voluntary  health 
plans  in  the  past  twenty-five  years  has 
been  rapid,  haphazard,  and  individual- 
istic. However,  as  early  as  1916,  it  was 
realized  that  some  method  was  “needed 
of  placing  these  resources  [of  modern 
medicine]  upon  a sound  financial  basis 
and  throwing  them  open  to  the  masses  of 
the  people.”28  Health  security  has  grown 
out  of  a social  necessity  born  during  the 
era  of  industrialization  and  made  more 
urgent  with  the  development  of  speciali- 
zation. Criticized  by  some  as  an  un- 
necessary step  in  the  evolution  of  medical 
care  since  “the  logical  plan  would  be  to 
adopt  the  method  to  which  European 
countries  have  come  through  experience 
—that  is,  a compulsory  plan  under 
governmental  control”3 — others  have  felt 
that  “even  though  it  be  true  that  volun- 
tary insurance  will  sooner  or  later  lead  to 
compulsion,  it  does  not  necessarily  follow 
that  ....  it  should  be  refused  a trial.”29 
Further,  from  the  experience  gained  from 
voluntary  health  plans  we  may  learn 
“at  just  what  levels  some  form  of  com- 
pulsion must  be  exercised.”5 

Voluntary  sickness  insurance  has  not 
turned  out  to  be  a cure-all  for  our  health 
problems.  Some  plans  have  been  in- 
efficiently administered.  Others  have 
had  unwise  financial  backing.  Still 
others  have  been  opposed  by  the  pro- 
fession. Some  members  of  group  practice 
plans  were  forced  to  choose  between 
continuing  in  the  group  and  being  ex- 
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pelled  from  the  county  medical  societies. 
Voluntary  health  insurance  has  thus 
encountered  great  obstacles.  The  Com- 
mittee on  the  Costs  of  Medical  Care  sug- 
gested “that  the  costs  of  medical  care  be 
placed  on  a group  payment  basis,  through 
the  use  of  insurance,  ....  taxation,  .... 
of  both  of  these  methods.” 

Voluntary  insurance  plans  are  enrolling 
more  individuals  and  groups  every  year. 
Gradually,  these  subscribers  are  receiving 
that  security  and  freedom  from  the  dread 
of  sickness  bills  which  has  been  sought 
for  years.  In  addition,  the  experiences 
gathered  under  the  present  circumstances 
will  serve  both  physicians  and  laymen  as 
valuable  orientation  to  compulsory  health 
insurance  if  this  should  prove  feasible. 

Whatever  the  outcome  in  their  rela- 
tively brief  existence  as  important  factors 
in  the  growth  of  health  security  in  the 
United  States,  the  voluntary  plans  have 
definitely  proved  their  value.  So  firmly 
are  they  entrenched,  as  in  some  industrial 
plans  and  in  some  of  the  producer  or 
cooperative  groups,  that  it  is  questionable 
whether  voluntary  health  insurance  plans 
will  disappear  completely,  even  in  the 
face  of  an  approaching  compulsory  in- 
surance and  an  enlarged  public  medical 
service  or  in  their  presence.  As  stated  by 
the  Technical  Committee  on  Medical 
Care,  these  procedures  “are  not  mutually 
exclusive.  On  the  contrary,  each  may 
have  substantial  advantages  for  particular 
areas  or  for  particular  portions  of  the 
population  to  be  served.”30 
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EXAMINATION— AMERICAN  BOARD  OF 

The  written  examination  and  review  of  case 
histories  (Part  I)  for  Group  B candidates  will  be 
held  in  the  various  cities  of  the  United  States 
and  Canada  on  Saturday,  January  4,  1941,  at 
2 : 00  p.m.  Formal  notice  of  the  place  of  examina- 
tion will  be  sent  each  candidate  several  weeks  in 
advance  of  the  examination  date.  No  candidate 
will  be  admitted  to  the  examination  whose  fee 
has  not  been  paid  at  the  Secretary’s  Office. 
Candidates  who  successfully  complete  the  Part 
I examination  proceed  automatically  to  the 
Part  II  examination  to  be  held  in  June, 
1941. 

The  general  oral  and  pathologic  examinations 
(Part  II)  for  all  candidates  (Groups  A and  B) 
will  be  conducted  by  the  entire  Board,  meeting 
at  Cleveland,  Ohio,  from  May  28  to  June  1, 
1941,  immediately  prior  to  the  opening  of  the 


OBSTETRICS  AND  GYNECOLOGY 
annual  meeting  of  the  American  Medical  Associa- 
tion. 

Application  for  admission  to  Group  A (Part 
II)  examinations  must  be  on  file  in  the  Secretary’s 
Office  not  later  than  March  15,  1941. 

After  January  1,  1942,  there  will  be  only  one 
classification  of  candidates,  and  all  will  be  re- 
quired to  take  Part  I and  Part  II  examinations. 

The  Board  wishes  to  announce  a modification 
of  the  case  record  ruling  (effective  January  1, 
1942)  as  it  appears  in  the  September,  1940,  issue 
of  the  Board  booklet.  This  ruling  should  read: 
“It  is  preferable  that  the  number  of  cases  sub- 
mitted should  not  be  more  than  half  (25)  of  the 
total  number  of  fifty  (50)  cases  required.” 

For  further  information  and  application  blanks, 
address  Dr.  Paul  Titus,  Secretary,  1015  Highland 
Building,  Pittsburgh  (6). 


THE  HAZARDS  OF  PREGNANCY  AND  LABOR  IN  THE 
“GRANDE  MULTIPART 

Nicholson  J.  Eastman,  M.D.,  Baltimore 

( From  the  Department  of  Obstetrics,  The  Johns  Hopkins  University  and  Hospital) 


The  French  call  a woman  who  has  had 
5 or  more  babies  a “grande  multip- 
ara.”  It  is  fitting  that  such  a patient 
should  have  some  special  designation — 
not  because,  as  we  used  to  think,  she 
represents  an  “easy  obstetrical  case”  (one 
in  which  the  only  serious  problem  is  to  get 
there  in  time)  but  because  she  faces  cer- 
tain special  dangers  which  are  actually 
more  grave  than  the  primigravida  en- 
counters. It  is  the  purpose  of  this  paper 
to  inquire  into  these  particular  hazards 
met  by  the  grand  multipara  and  to  deter- 
mine, if  possible,  how  best  to  deal  with 
them.  To  this  end,  a series  of  45,514  con- 
secutive obstetric  cases  has  been  re- 
viewed, in  which  the  pregnancy  went  to, 
or  beyond,  the  stage  of  viability — that 
is,  to  a stage  in  which  the  baby  weighed 
1,500  Gm.  or  more  or  measured  35  cm.  or 
longer.  Abortions  were  excluded  from 
the  study  because  of  the  fact  that  a sub- 
stantial proportion  of  these,  beyond 
question,  were  criminally  induced,  a cir- 
cumstance that  would  vitiate  any  con- 
clusions drawn  as  to  cause  and  effect. 

As  may  be  seen  in  Fig.  1,  191  maternal 
deaths  occurred  in  these  45,514  cases,  a 
gross  mortality  rate  of  4.20  deaths  per 
thousand  viable  births.  It  is  apparent 
from  this  chart  that  women  who  have  pre- 
viously had  8 or  more  children  face  a high 
mortality  in  childbearing.  Whereas  in 
the  lower  parity  brackets  (I  to  V)  the 
maternal  death  rate  ranges  between  3.55 
and  3.78  per  thousand,  it  soars  to  11.73 
with  a parity  of  9 or  more,  a threefold 
increase.  It  would  be  of  interest  and  of 
some  practical  importance  to  ascertain 
precisely  at  what  parity  this  increase  in 
death  rate  becomes  manifest.  Upon  first 
consideration,  it  might  seem  possible  to 
do  this  by  breaking  up  the  para  VI-VIII 


group  into  its  constituent  parities,  but, 
with  only  20  maternal  deaths  among 
these  4,783  cases,  such  a procedure  would 
involve  a considerable  sampling  error. 
If,  however,  this  is  done,  the  resultant 
figures  are  as  follows:  para  VI,  2,017 
cases,  7 maternal  deaths,  a maternal  mor- 
tality of  3.47  deaths  per  thousand;  para 
VII,  1,615  cases,  6 maternal  deaths,  a 
maternal  mortality  of  3.72  deaths  per 
thousand;  and  para  VIII,  1,151  cases,  7 
maternal  deaths,  a maternal  mortality  of 
6.08  per  thousand.  These  figures  sug- 
gest, then,  that  this  increase  in  the  risk 
of  childbearing  with  increasing  parity 
first  becomes  marked  with  the  eighth 
child,  but  further  observations  will  be 
necessary  to  establish  this  fact  defi- 
nitely. It  seems  clear  beyond  peradven- 
ture,  however,  that  with  the  ninth  preg- 
nancy the  hazards  of  childbearing  are 
greatly  increased  over  those  met  in  the 
lower  parity  brackets.  In  passing,  it  is 
interesting  to  note  that  the  effect  of  in- 
creasing parity  on  maternal  mortality 
is  not  gradual  in  character  but  abrupt, 
the  death  rate  remaining  relatively  con- 
stant until  a parity  of  VIII  or  IX  is 
reached,  when  it  mounts  rapidly  to  the 
high  levels  we  have  mentioned. 

When  we  turn  to  the  prognosis  for  the 
infant  as  it  is  affected  by  parity,  it  is 
evident  from  Fig.  2 that  the  stillbirth 
rate  with  the  ninth  pregnancy  and  above 
is  more  than  twice  that  encountered  in 
the  lower  pregnancy  brackets,  I to  V. 
The  effect  of  grand  multiparity  on  the 
neonatal  death  rate,  as  shown  in  Fig.  3, 
is  less  striking,  but,  nevertheless,  it  is 
apparent  that  the  likelihood  of  neo- 
natal death  with  the  ninth  confinement 
and  later  is  substantially  greater  than 
with  any  previous  one. 


Read  by  invitation  at  the  Annual  Meeting  of  the  Medical  Society  of  the  State  of  New  York, 

New  York  City,  May  9,  1940 
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If  it  is  granted,  then,  that  the  grand 
multipara,  particularly  the  woman  in 
her  eighth  or  ninth  pregnancy,  faces  a 
much  greater  maternal  and  fetal  mor- 
tality than  women  in  the  lower  parity 
groups,  it  becomes  urgently  important  to 
inquire  why.  What  are  the  factors  re- 
sponsible for  the  high  toll  which  these 
women  pay  in  childbearing? 

It  is  widely  recognized  that  the  three 
most  common  causes  of  maternal  death, 
in  general,  are:  first,  puerperal  infec- 

tion; second,  toxemia;  and  third,  hemor- 
rhage. When  we  investigate  the  causes 
of  death  in  primiparas  and  in  the  other 
lower  parity  brackets,  we  find  that  this 
distribution  of  causes  is  altogether  correct. 
For  instance,  among  the  17,497  primipa- 
ras in  our  series,  there  were  64  mater- 
nal deaths,  the  common  causes  of  which 
were  as  follows:  puerperal  infection, 
17  cases;  eclampsia,  14  cases;  hemor- 
rhage, 4 cases.  The  4 deaths  from 
hemorrhage  comprised  2 cases  of  post- 
partum hemorrhage,  1 case  of  advanced 
ectopic  pregnancy,  and  1 case  of  pla- 
centa praevia.  For  reasons  that  will  be 
apparent  shortly,  it  should  be  noted 
that  there  was  not  a single  case  of  rup- 
ture of  the  uterus  among  these  64  primipa- 
rous  deaths.  When  we  turn  to  the 
causes  of  death  among  our  grand  multipa- 
ras, we  discover  that  an  entirely  dif- 
ferent group  of  conditions  is  responsible. 
Thus,  the  33  deaths  in  the  para  IX  group 
were  attributable  to  the  following  causes : 
rupture  of  the  uterus,  10  cases;  chronic 


stillbirth  mortality  according  to  parity 

JOHNS  HOPKINS  HOSPITAL  - 1696  - 1939 

45.514  VIABLE  DELIVERIES 
1.757  DEATHS 


para  i n_ in  nz~2  n _sni  ix + 

CASES  17.497  14.077  6.344  4,783  2.813 

DEATHS  642  437  234  225  219 


Fig.  3. 


hypertensive  vascular  disease  or  chronic 
nephritis,  7 cases;  and  placenta  praevia, 
5 cases.  Among  the  causes  of  these  33 
deaths  eclampsia  does  not  appear  at  all 
and  puerperal  infection  appears  but  once. 
Likewise,  in  the  parity  group  VI-VIII, 
the  common  causes  of  death  are  de- 
cidedly different  from  those  among  the 
primiparas.  Here,  rupture  of  the  uterus, 
placenta  praevia,  postpartum  hemor- 
rhage, and  hypertensive  vascular  disease 
or  chronic  nephritis  vie  for  first  place, 
each  being  responsible  for  3 of  the  20 
deaths.  By  adding  these  two  groups  of 
grand  multiparas  together,  we  have  a 
total  of  7,596  cases  in  which  the  parity 
was  VI  or  greater.  There  were  53  mater- 
nal deaths,  the  more  common  causes  of 
which  were:  rupture  of  the  uterus,  13 
cases;  chronic  hypertensive  vascular  dis- 
ease or  chronic  nephritis,  10  cases;  pla- 
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centa  praevia,  8 cases.  Let  us  inquire 
further  into  these  three  conditions  that 
represent  such  hazards  to  the  grand  mul- 
tipara. 

Rupture  of  the  Uterus 

Our  observations  with  regard  to  the 
frequency  of  rupture  of  the  uterus  in 
grand  multiparas  are  in  keeping  with 
those  reported  by  other  authors.  For 
instance,  in  Davis’  study1  of  57  cases  of 
rupture  of  the  uterus  (postcesarean  cases 
excluded),  approximately  two-thirds  of 
the  patients  were  found  to  have  a parity 
of  IV  or  more;  in  an  average  clinic  popu- 
lation not  more  than  one-third  fall  into 
this  advanced  parity  group.  Among  our 
13  deaths  from  rupture  of  the  uterus,  10 
were  spontaneous  ruptures  and  3 were 
traumatic;  it  should  be  noted  paren- 
thetically that  none  of  these  represented 
rupture  of  a cesarean  section  scar.  In  7 
of  the  10  cases  of  spontaneous  rupture 
of  the  uterus,  the  accident  occurred 
within  fifteen  hours  of  the  onset  of  labor. 

This  high  incidence  of  rupture  of  the 
uterus,  after  relatively  short  periods  of 
labor,  suggests  that  the  uteri  of  these 
grand  multiparas  have  undergone  changes 
that  make  them  peculiarly  predisposed 
to  this  accident.  Both  Dawidoff2  and 
Poroschin3  have  shown  that  uteri  which 
rupture  spontaneously  exhibit,  as  a rule, 
marked  changes  in  the  elastic  tissue. 
Dawidoff2  demonstrated  that  the  elastic 
tissue  fibers  in  such  cases  show  decided 
changes — thickening,  shortening,  as  well 
as  knotlike  and  spindle-like  swellings. 
Poroschin3  carefully  studied  the  uterus 
from  a case  of  spontaneous  rupture; 
the  patient  was  45  years  old  and  para  XI. 
The  uterus  was  normal  in  thickness,  and 
neither  fatty,  amyloid,  nor  hyaline  de- 
generation was  seen ; muscle  changes 

were  entirely  absent.  When,  however, 
he  attempted  to  study  the  elastic  tissue, 
he  found  it  entirely  lacking  except  for  a 
small  quantity  around  the  blood  vessels. 
Poroschin  believes  that  cases  of  spon- 
taneous rupture  of  the  uterus  are  the 
result  of  a deficiency  in  elastic  tissue,  a 
condition  which  he,  Duhrrsen,  and  others, 
regard  as  a senile  change. 


In  this  connection,  it  must  be  recalled 
that  these  multiparous  uteri  are  fre- 
quently subjected  to  a greater  tensile 
strain  in  pregnancy  and  labor,  not  only 
because  the  babies  tend  to  be  larger  but 
also  because  they  more  often  lie  in  ab- 
normal positions.  With  increasing  multi- 
parity a steady  rise  in  the  weight  of  the 
baby  is  manifest,  the  average  multipa- 
rous child  weighing  about  200  Gm. 
more  than  the  first.  When  we  reach  a 
parity  of  VIII  or  IX,  it  usually  weighs 
about  300  Gm.  more  than  the  first  born. 
Transverse  position  of  the  baby,  of 
course,  is  much  more  common  in  grand 
multiparas,  and,  when  we  come  to  a par- 
ity of  X and  over,  the  incidence  of  this 
complication  is  ten  times  that  met  in 
primigravidas.  Breech  presentations  are 
also  more  frequent  in  the  upper  parity 
groups.  Twin  pregnancy  is  almost  three 
times  more  common  in  grand  multiparas. 
Multiple  gestation,  it  will  be  recalled, 
not  only  brings  about  increased  disten- 
tion of  the  uterus  and  sometimes  intro- 
duces mechanical  difficulties  but  predis- 
poses to  toxemia,  anemia,  and  postpar- 
tum hemorrhage. 

It  is  important  to  remember  that  rup- 
ture of  the  uterus  may  occur  without 
dramatic  phenomena.  From  an  analysis 
of  12  cases  of  rupture  of  the  uterus  occur- 
ring at  the  Woman’s  Hospital  in  New 
York  City,  Seley4  reaches  the  conclusion 
that  the  classic  picture  of  shock  is  to  be 
expected  in  only  one-third  of  noncesarean 
cases  and  rarely  in  patients  whose 
cesarean  scar  ruptures.  During  the  past 
four  years  I have  seen  3 cases  of  spon- 
taneous rupture  in  apparently  normal, 
grand  multiparas  after  periods  of  labor 
that  were  less  than  twelve  hours,  and  in  2 
of  the  patients  there  was  neither  shock 
nor  appreciable  abdominal  tenderness. 
In  the  third  case,  a fatal  one,  bleeding  and 
shock  followed  the  spontaneous  delivery 
of  a large  baby;  the  diagnosis  was  post- 
partum hemorrhage  until  postmortem 
exploration  of  the  uterus  revealed  an  ex- 
tensive rupture.  It  is  my  opinion  that 
rupture  of  the  uterus  is  a more  common 
cause  of  maternal  death  than  ordinarily 
believed  and  that  not  a few  of  the  fatali- 
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ties  charged  on  birth  certificates  to  post- 
partum hemorrhage  actually  belong  in 
this  group. 

Hypertensive  Vascular  Disease  or 
Chronic  Nephritis 

The  most  common  complication  en- 
countered in  the  grand  multipara  and 
the  most  frequent  cause  of  death  is  prob- 
ably hypertensive  vascular  disease  or 
chronic  nephritis.  To  be  sure,  in  the 
present  study  it  is  listed  second  in  order 
of  frequency,  but  this  is  only  because  we 
have  long  followed  the  practice  of  inter- 
rupting pregnancy  in  patients  with  clear- 
cut  examples  of  this  disorder.  Had 
these  women  been  allowed  to  continue 
with  pregnancy,  it  seems  likely  that  the 
number  of  deaths  in  this  group  would 
have  exceeded  that  in  any  other. 

The  clinical  characteristics  of  hyper- 
tensive vascular  disease  are  plain  enough. 
Before  the  sixth  month  of  pregnancy  is 
reached,  usually  during  the  first  half  of 
gestation,  the  patient  shows  a marked 
elevation  of  blood  pressure.  As  a rule, 
the  hypertension  has  usually  existed 
prior  to  pregnancy;  if  so,  the  early 
months  of  gestation  bring  about  an  in- 
crease in  both  the  systolic  and  diastolic 
pressures.  Albuminuria  and  abnormali- 
ties of  the  urinary  sediment  may  be 
absent,  the  renal  function  is  often  normal, 
edema  is  lacking  or  minimal,  and  the 
patient  has  no  complaints  other  than 
occasional  headaches.  But  the  hyper- 
tension persists,  usually  at  a fairly  con- 
stant level.  At  this  time,  only  one  other 
constant  observation  may  be  noted  and 
that  is  narrowing  and  tortuosity  of  the 
retinal  vessels — in  other  words,  a retinal 
arteriolosclerosis.  The  pregnancy  may 
proceed  to  the  expected  date  of  confine- 
ment, or,  as  commonly  occurs,  the  fetus 
may  die  in  utero  and  be  expelled  pre- 
maturely. In  either  event,  the  child  is 
underweight,  while  the  placenta  may 
show  an  unusual  number  of  infarcts, 
often  red  infarcts.  Following  delivery, 
there  may  be  a moderate  recession  in  the 
blood  pressure,  but  usually  it  remains  in- 
definitely at  a figure  only  slightly  below 
that  observed  in  pregnancy.  Each  gesta- 


tion adds  its  increment  to  the  hyperten- 
sion, and,  as  a rule,  the  exacerbation  in  the 
blood  pressure  occurs  earlier  and  earlier 
in  each  succeeding  pregnancy. 

The  evidence  is  overwhelming  that 
chronic  hypertensive  vascular  disease 
is  the  result  of  a generalized  arteriolo- 
sclerosis, which  sooner  or  later  causes  the 
death  of  the  patient  in  one  of  three  ways : 
hypertensive  heart  failure,  nephritis  with 
uremia,  or  apoplexy.  The  evidence  is 
also  clear  that  pregnancy  aggravates  the 
process.  This  is  only  to  be  expected, 
since  pregnancy  regularly  imposes  a 50 
per  cent  increase  in  the  minute  output 
of  the  heart  and  a 50  per  cent  increase  in 
the  load  which  these  stenosed  vessels  have 
to  carry.  Indeed,  the  presence  of  ad- 
vanced hypertensive  vascular  disease  in  a 
grand  multipara  is  often  attributable  to 
the  fact  that  her  already  diseased  arterial 
tree  has  been  allowed  to  suffer  the  in- 
sult of  pregnancy  after  pregnancy. 

The  appalling  frequency  of  chronic 
hypertensive  vascular  disease  (or  chronic 
nephritis)  in  the  upper  parity  brackets  is 
clearly  shown  by  the  fact  that  in  our  ex- 
perience 1 woman  out  of  5,  in  the  parity 
groups  VIII  to  IX,  is  affected  with  this 
disorder;  with  a parity  of  X or  over,  it  oc- 
curs 1 in  every  third  pregnancy  and  ten 
times  as  frequently  as  in  primigravidas. 
This  state  of  affairs  stands  in  marked  con- 
trast to  the  parity  distribution  of  eclamp- 
sia, which,  of  course,  is  essentially  a dis- 
ease of  primigravidas. 

Placenta  Praevia 

Placenta  praevia  is  not  only  a disease  of 
multiparity  but  one  whose  incidence  in- 
creases in  direct  proportion  to  parity. 
In  the  group  of  para  VIII  and  above,  it  is 
seen  four  and  one-half  times  as  fre- 
quently as  in  primiparas. 

Other  Handicaps 

Quite  apart  from  the  three  hazards 
mentioned  (rupture  of  the  uterus,  hyper- 
tensive vascular  disease,  and  placenta 
praevia),  the  grand  multipara  is  often 
handicapped  in  other  ways.  Most  not- 
able of  these  is  obesity,  which  increases 
markedly  the  dangers  of  childbearing,  as 
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Matthews  and  Der  Brucke  have  re- 
cently emphasized.  There  are  other  haz- 
ards which  might  be  mentioned,  but 
enough  has  been  said  to  make  plain  the 
common  causes  of  maternal  death  in  the 
upper,  parity  groups. 

Conclusions 

It  would  now  seem  encumbent  upon 
us  to  enumerate  briefly  how  best  to  meet 
the  problem  of  the  grand  multipara. 

1.  Because  of  the  high  maternal  and 
fetal  mortality  associated  with  bearing 
the  ninth  child  and  above  and  in  view  of 
the  transcendent  value  of  such  a mother 
to  her  family,  it  is  believed  that  every 
woman  who  has  had  eight  children  should 
be  offered  contraceptive  advice  on  the 
sole  basis  of  grand  multiparity.  If  con- 
traception fails  or  if  husband  and  wife 
earnestly  desire  it,  sterilization  is  justifi- 
able. We  often  carry  this  out  (following 
delivery  of  the  eighth  child),  on  the  first 
or  second  day  of  the  puerperium,  by  the 
Pomeroy  method  under  local  anesthesia. 
We  may  note,  parenthetically,  that  cesar- 
ean section  is  never  indicated  for  the  sole 
purpose  of  facilitating  sterilization. 

2.  The  childbearing  career  of  multipa- 
ras with  definite  hypertensive  vascular 
disease  should  be  ended,  even  though 
they  are  in  the  lower  parity  brackets. 
Whether  this  is  effected  by  contraception 
or  by  sterilization  rests  with  the  patient’s 


ability  to  use  contraception  effectively. 
If  hypertensive  vascular  disease  is  en- 
countered in  a grand  multipara  during  the 
first  half  of  pregnancy,  her  best  interests 
are  usually  served  by  interruption  of  the 
pregnancy  ancfsterilization. 

3.  In  view  of  the  important  role 
played  by  hemorrhagic  conditions  (rup- 
ture of  the  uterus  and  placenta  praevia) 
in  the  maternal  mortality  of  the  upper 
parity  brackets,  facilities  should  be  avail- 
able for  blood  transfusion  at  the  time  of 
delivery.  Ideally,  such  patients  should 
be  grouped  and  matched  for  transfusion 
at  their  first  prenatal  visit.  If  at  all 
possible,  these  grand  multiparas  should 
be  delivered  in  the  hospital  and  not  in 
their  homes. 

4.  More  important  than  these  con- 
siderations, however,  is  the  need  for 
every  practitioner  of  obstetrics  to  realize 
that  the  grand  multipara  does  not  repre- 
sent an  “easy  obstetrical  case”  but, 
rather,  one  which  calls  for  the  utmost 
in  alertness  and  judgment.  If  this  be 
thoroughly  understood,  the  fate  of  these 
women  will  be  happier  than  it  has  been 
in  the  past. 
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CERTAIN  EYE  FACTORS  IN  THE  PREVENTION  OF  MOTOR 
VEHICLE  ACCIDENTS* 


Conrad  Berens,  M.D.,  New  York  City 

According  to  Bahn,1  only  5 per  cent 
L of  automobile  accidents  are  directly 
traceable  to  imperfect  eyes.  However, 
visual  defects  or  diseases  or  unusual 
emergencies  that  require  rapid  visual 
discrimination  reaction  time  may  force 
any  one  of  the  45,000,000  drivers  in  this 
country  into  an  accident. 

Despite  strict  traffic  laws  and  propa- 
ganda concerning  highway  safety,  the 
number  of  deaths  resulting  from  motor 
vehicle  accidents  in  the  United  States  is 
still  high.  According  to  vital  statistics 
published  by  the  Department  of  Com- 
merce on  July  12,  1939,  provisional  com- 
pilations of  fatal  accident  statistics  indi- 
cate that  for  the  year  1938  there  was  a 
total  of  32,428  deaths  from  motor  ve- 
hicle accidents  in  the  United  States.  This 
figure  represents  a decrease  of  18  per  cent 
from  the  1937  figure  of  39,643  deaths. 
From  1928  to  1937  there  was  a decrease 
of  21  per  cent  in  the  number  of  children 
killed  in  automobile  accidents,  but  among 
the  age  group  of  from  15  to  24  years  there 
was  an  increase  of  62  per  cent.  In  order 
to  reduce  the  number  of  fatal  accidents 
in  this  and  other  groups,  every  effort 
should  be  made  to  increase  the  safety  of 
driving,  which  probably  can  be  done,  in 
part,  through  higher  standards  for  licenses 
to  drive  motor  vehicles.  Standards  for 
the  eyes  should  be  high  but  practical  and 
somewhat  flexible. 

A study  made  in  California  showed 
that  in  San  Francisco  20  per  cent  of  all 
motorists  involved  in  fatal  accidents  had 
an  acuity  of  20/30  or  less  in  one  eye. 
Further  investigation  revealed  that  in 
every  case  the  accident  occurred  on  the 
side  of  the  eye  with  poor  visual  acuity  and 
that  the  driver  was  unaware  that  visual 
acuity  in  one  eye  was  deficient.2  The 
examination  of  70  drivers  stopped  for 
“cutting  in”  on  Los  Angeles  highways 
showed  that  half  of  them  had  defective 
right  eyes.3  Bedell4  reported  that  in  New 
York  State  drivers  with  markedly  de- 

* Aided  by  a grant  from  The  Ophthalmological  Founda- 
tion, Inc. 


fective  vision  in  one  eye  had  an  accident 
on  the  side  with  the  better  vision  in  50 
per  cent  of  the  cases  and  that  the  other  50 
per  cent  were  on  the  side  of  the  poorer 
eye.  He  also  stated  that  the  cross  sec- 
tion of  operators  and  accidents  was  too 
small  to  even  predicate  a suggestion  of  a 
statistical  formula. 

It  seems  evident  that  special  examining 
centers  should  be  available  in  large  cities 
for  the  study  of  all  applicants  with  serious 
or  borderline  ocular  defects  and  of  all 
drivers  involved  in  automobile  accidents. 

Because  of  the  appalling  slaughter  or 
maiming  of  numbers  of  individuals  and 
because  of  the  fact  that  the  eyes  or  the 
reacting  mechanism  initiated  by  the  eyes 
is  probably  the  most  important  single 
physical  factor  in  causing  accidents,  it  is 
evident  that  further  consideration  of  this 
subject  is  of  paramount  importance. 

Visual  Standards  for  Drivers  of  Motor  Vehicles 

Before  considering  the  individual  ocular  fac- 
tors which  are  of  importance  in  causing  or  pre- 
venting motor  vehicle  accidents,  it  may  be  well 
to  outline  briefly  the  visual  acuity  standards 
that  have  been  suggested  in  the  United  States 
and  in  Europe  (Table  1). 

Visual  acuity,  although  probably  the  most 
important  factor,  is  only  one  of  the  many  func- 
tions of  the  eyes  which  may  be  responsible  for 
accidents.  The  ocular  standards  recommended 
to  the  American  Medical  Association5  in  1937 
(Table  2)  include  some  of  these  factors. 

These  excellent  standards  are  more  rigid  than 
those  proposed  by  the  first  committee  of  the 
American  Medical  Association6  appointed  to 
formulate  standards  for  drivers  of  motor  ve- 
hicles. However,  because  of  practical  considera- 
tions they  may  not  be  sufficiently  high  in  certain 
respects;  therefore,  the  following  ocular  stand- 
ards (Tables  3 and  4)  for  unlimited  and  limited 
licenses  are  suggested  for  consideration.  Al- 
though they  may  be  too  rigid  or  impossible  to 
apply  in  certain  sections  of  the  country,  the  sug- 
gested methods  of  testing  groups  might  permit 
the  tests  to  be  applied  by  the  present  examiners. 
These  regulations  may  seem  strict,  but  they  do 
not  seem  so  drastic  when  we  realize  that  we  may 
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TABLE  1. — A Comparison  of  Present  Visual  Acuity  Standards  for  Drivers  of  Motor  Vehicles* 


Both 

Eyes 

Better 

Worse 

with 

Organization  or  State 

Eye 

Eye 

Glasses 

National  Safety  Council7 

20/30 

20/50 

Europe 

20/40 

20/200 

Arkansas 

20/50 

California 

20/50 

Connecticut 

20/40 

Delaware 

20/40 

District  of  Columbia 

20/40 

Iowa 

20/40 

Kansas 

20/40 

Maine 

20/50 

Maryland 

20/70 

Massachusetts 

20/70 

Nebraska 

20/40 

New  Jersey 

20/50 

New  York 

20/40 

Oklahoma 

20/50 

Oregon 

20/60 

Rhode  Island 

20/60 

South  Carolina 

20/50 

Virginia 

20/70 

Washington 

20/50 

Unrestricted  License 

Both  Restricted  License 

Eyes  One-Eyed  One-Eyed 

Without  with  Without 

Glasses  Glasses  Glasses  One-Eyed 

20/20  20/30  with  correction 


20/30  20/30  20/20 

20/50  20/40  20/40 

20/40  20/30  20/30 

20/30  20/20  20/20 

20/40  Require  a letter 

from  eye  physician 
20/40  20/30  20/30 

20/40  20/30  20/30 

20/30  20/30  20/20 

20/70  20/40  20/40 

20/70  20/70  20/70 

20/40  20/30  20/30 

20/50  20/50  20/50 

20/40  20/40  20/40 

20/30  20/30  20/20 

20/60  20/40  20/40 

20/65  20/20  20/20 

20/30  20/30  20/20 

20/70  20/40  20/40 

20/50  20/50  20/50 


* Data  on  visual  acuity  required  by  states  obtained  from  Public  Safety  Memo  No.  42,  National  Safety  Council 
February,  1938. 


TABLE  2. — Ocular  Standards  for  Drivers  of  Motor  Vehicles 
(Special  Committee  of  the  American  Medical  Association,  1937) 


Minimum  Visual  Standards  for  Licensure 
Form  Field  Binocular  Vision  Color  Vision 


Visual  Acuity 
With  or  without 
g 1 a s s e s — 20/40 
Snellen  in  one  eye 
and  20/100  Snellen 
in  the  other 


Visual  Acuity 


Not  less  than  45  de- 
grees to  both  sides 
laterally  from  point 
of  fixation 


Binocular  single 
vision 


Ability  to  distinguish 
red,  green,  and  yel- 
low 


Remarks 

Glasses,  when  re- 
quired, must  be 
worn,  and  those 
employed  in  pub- 
lic transportation 
shall  carry  an  ex- 
tra pair 

Remarks 


Visual  Standards  for  Limited  License* 

Field  of  Vision  Motor  Anomalies 


Not  less  than  20/65  Snellen  in  Not  less  than  125  degrees  hori-  No  diplopia  Other  personal  qualifications 
the  better  eye  zontally  in  one  eye  that  may  compensate  for 

minor  defects  of  vision  and 
that  are  necessary  for  efficient 
operation  of  a motor  vehicle 
should  rate  high  for  those  to 
whom  a limited  license  is 
issued. 


* A limited  license  is  one  which  is  issued  with  certain  limitations  concerning  speed,  night  driving,  etc. 


be  permitting  persons  to  commit  minder  unless 
rigid  regulations  are  enforced.  A patient  who 
had  trachoma  and  scarring  of  the  cornea  and 
who  had  only  one  eye  in  which  he  had  20/70 
vision  was  given  a license  to  drive  a truck.  At 
dusk  one  evening  he  killed  a child  whom  he  did 
not  see  because  of  reduced  vision  with  the 
lowered  illumination. 

1.  Visual  Acuity 

An  important  factor  in  preventing  accidents 
undoubtedly  is  normal  visual  acuity.  Since 
visual  acuity  varies  according  to  different  states 
of  health,  the  individual’s  momentary  mental 
state,  and  varying  conditions  of  illumination,  it 
is  important  to  have  excellent  visual  acuity;  the 
better  visual  acuity  is,  as  a rule,  the  less  affected 
it  is  by  changes  in  physical,  mental,  and  external 
conditions.  Because  one  eye  compensates  for 
the  defect  of  the  other  eye,  most  recommended 


standards  require  high  visual  acuity  or  normal 
visual  acuity  in  the  remaining  eye  if  one  eye  is 
blind  or  has  been  enucleated  (see  Tables  1,  2, 
3,  and  4). 

Statistics  tabulated  by  DeSilva,  Frisbee,  and 
Robinson13  (Table  5)  reveal  that  a high  per- 
centage of  motorists  have  defective  vision  in  one 
eye  or  have  only  one  functioning  eye.  In  the 
general  population  of  the  United  States  it  has 
been  estimated  that  about  425,000  persons  are 
blind  in  one  eye.14 

Factors  Affecting  Visual  Acuity. — (I)  Glare 
and  improper  illumination:  Visual  acuity  is  ad- 
versely affected  by  inadequate  illumination  and 
by  glare,  which  also  cause  ocular  fatigue.  With 
sufficient  light  a driver  can  discern  objects  or 
movements  that  under  conditions  of  deficient 
light  would  not  be  perceived.  When  light 
flickers,  the  eye  must  continually  accommodate 
to  the  varying  illumination.  All  drivers  have 
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TABLE  3. — Proposed  Minimum  Ocular  Standards  for  Unlimited  License 


Visual  Acuity 

20/40  in  one  eye 
with  or  without 
correcting  lenses, 
provided  there  is 
no  active  eye  dis- 
ease. 20/200  or 
better  in  the  other 
eye 


Visual  Fields 

Field  for  motion 
to  70  degrees  tem- 
porally in  each 
eye  as  tested  with 
a 5-mm.  test  ob- 
ject and  7 foot- 
candles  of  illumi- 
nation 


Judgment  of 

Color 

Light 

Binocular 

Motor 

Distance 

Vision 

Sense 

Vision 

Anomalies 

Sufficiently  ac- 

Normal 

Drivers 

Normal  bi- 

Practically 

curate  judgment 

perception 

should  have 

nocular 

no  observ- 

of distance.  All 

of  red. 

rapid  adap- 

vision at  6 

able  move- 

drivers should  be 

green,  and 

tation  to 

M.  with  the 

ment  with 

able  to  touch  a 

yellow  (see 

darkness 

Worth  test 

the  screen 

20-mm.  white  ball 

text  for 

after  adap- 

or one  of  its 

test  at  6 M.; 

with  another  20- 

suggested 

tation  to 

modifica- 

if much 

mm.  white  ball 

group  test) 

light.  The 

tions,8  or 

movement 

brought  from 

threshold 

diplopia 

is  noted,  the 

above  downward 

for  light 

spectacles9 

applicant 

at  a distance  of  3 

difference 

should  be 

feet  in  four  of  five 

should  be 

examined 

attempts 

normal  (see 

with  a 6-M. 

text  for 

stereoscope, 

method  of 

preferably  a 

testing 

recording 

groups  of 

model 

applicants) 

experienced  the  blinding  effect  of  glaring  head- 
lights while  driving  at  night,  and  they  also  know 
the  disturbing  effect  of  having  the  interior  of  the 
car  lighted.  Both  of  these  conditions  tend  to 
raise  the  threshold  for  vision  when  illumination 
is  low.  Special  glasses  that  are  clear  glass  in 
part  and  have  a low  transmission  in  other  parts, 
tinted  celluloid  strips  for  the  windshield,  and  a 
partially  tinted  windshield  are  useful  in  diminish- 
ing the  dangers  from  slow  dark  adaptation 
following  glare.  Glare  is  reduced  from  certain 
surfaces  by  Polaroid  spectacles.  The  more 
widespread  use  of  polarized  light  for  headlights 
and  polarizing  glass  for  windshields  may  elimi- 
nate much  glare.15 

(2)  Highway  lighting  by  road  lamps  and  auto- 
mobile headlights:  Another  factor  affecting  visual 
acuity  and  which  concerns  safety  in  driving  from 
the  eye  standpoint  is  that  of  highway  lighting. 
Sherbaum16  reported  that  after  installation  of 
400  and  600  candle-power  lamps  on  200-foot 
centers  on  11  miles  of  highway  from  Absecon  to 
Egg  Harbor  in  New  Jersey  traffic  increased  35 
per  cent  in  1938  and  fatal  night  accidents  were 
eliminated  during  this  period. 

Roper  and  Howard’s17  study  of  the  relation 
between  candle  power  and  visibility  distance 
indicates  that  the  average  driver  perceives  the 
unexpected  obstacle  only  half  as  far  away  as  one 
he  anticipates  seeing.  They  found  that  per- 
ception distance  increases  rapidly  for  the  first 
few  thousand  candle  power  but  more  slowly  at 
the  higher  values.  Moreover,  seeing  distances 
increase  materially  when  objects  are  light  in 
color.  Their  tests  of  the  effect  of  car  speed  on 
visibility  distance  show  a marked  decrease  in 
perception  distance  with  increasing  car  speeds. 
For  the  first  few  hundred  glare-candle  power, 
visibility  is  reduced  rapidly  but  falls  off  less 
rapidly  as  candle  power  is  further  increased.17 
They  state  that  1,000  candle  power  directed 
toward  the  driver  is  about  the  value  from  the 
well-adjusted  lower  or  meeting  beam  of  modern 


headlamps.  It  reduces  the  perception  distance 
approximately  one- third.  These  investigators 
found  that  7,000  candle  power  reduces  the  dis- 
tance by  about  two-thirds. 

Roper  and  Howard17  suggest  that  there  are 
four  general  approaches  to  the  problem  of  pro- 
viding proper  road  lighting  and  safe  seeing  for 
all  drivers  at  night:  (1)  a single  beam  designed 
with  a flat,  sharp  top  and  aimed  to  strike  the 
road  far  enough  ahead  to  provide  safe  seeing  at 
slow  speed  but  close  enough  to  the  car  so  as  to 
limit  glare;  (2)  one-way  roads  so  that  there  are 
no  opposing  headlamps;  (3)  a single  beam 
properly  designed  and  aimed  to  provide  safe 
seeing,  combined  with  polarization  or  other 
means  to  limit  the  candle  power  directed  toward 
the  eyes  of  the  approaching  drivers;  and  (4)  two 
or  more  headlighting  beams — multiple  beam 
practice. 

(5)  Glasses:  The  importance  of  properly  cor- 
rected vision  cannot  be  overemphasized.  The 
individual’s  ability  to  discern  objects  at  a greater 
distance  may  be  increased  by  the  wearing  of 
proper  lenses.  However,  in  patients  with  im- 
paired light  sense  glasses  may  be  less  effective, 
especially  at  night,  because  light  transmission 
is  lessened  by  lenses  and,  when  illumination  is 
low,  extramacular  areas  are  more  sensitive  than 
the  macula. 

(4)  Road  signs:  Road  signs  with  instructions 
for  drivers,  as  well  as  advertisements,  may  be  a 
cause  of  accidents  because  they  divert  the 
driver’s  attention.  Instruction  signs  should  be 
black  on  white  or  black  on  yellow  because  this 
type  of  sign  is  the  most  legible.  If  possible 
diagrammatic  signs  should  be  used  as  these  are 
more  rapidly  understood. 

(5)  Visual  fatigue:  It  should  be  more  gener- 
ally known  that  persons  with  normal  vision  can 
fail  to  register  impressions  on  their  brain  when 
they  are  unduly  fatigued.  I observed  a fellow 
ophthalmologist,  whose  eyes  were  open,  drive 
directly  at  an  oncoming  car  while  passing  a large 
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TABLE  4. — Proposed  Ocular  Standards  for  Limited  Licenses 


Judgment  of 

Color 

Light 

Binocular 

Motor 

Visual  Acuity 

Visual  Fields 

Distance 

Vision 

Sense 

Vision 

Anomalies 

One-eyed  persons 

Require  40  de- 

If  appli- 

Color-blind 

Those 

If  tests  for 

If,  because 

and  persons  who 

grees  temporally 

cant  cannot 

drivers 

whose 

binocular 

of  motor 

habitually  suppress 

in  each  eye  from 

pass  the 

should  wear 

adaptation 

vision  can- 

anomalies, 

one  eye  or  have 

the  point  of  fixa- 

proposed 

Chapman 

is  consider- 

not be  per- 

the appli- 

constant or  peri- 

tion;  speed 

test  for 

spectacles 

ably  sub- 

formed ac- 

cant has 

odic  heterotropia 

limited  to  40 

stereopsis. 

or  Payne’s 

normal  ac- 

curately 

depth  per- 

should have  visual 

miles  an  hour  by 

speed 

modifica- 

cording to 

either  be- 

ception 

acuity  of  20/30 

day  and  30  miles 

should  be 

tion  con- 

the pro- 

cause of  bi- 

over 50 

with  or  without 

an  hour  at  night. 

limited  to 

stantly,  and 

posed  test 

nocular  in- 

mm. with  a 

correction.  Light 

For  one-eyed  driv- 

30  miles  an 

wdth  these 

should  be 

stability  or 

6-M.  stereo- 

sense and  visual 

ers,  either  because 

hour  at 

spectacles 

limited  to  a 

the  fact 

scope  or 

fields  should  be 

of  no  vision  in  one 

night  and 

they  should 

speed  of  30 

that  one 

cannot  pass 

normal.  Speed 

eye  or  because  of 

40  miles  an 

be  able  to 

miles  an 

eye  is 

the  pro- 

should be  limited 

suppression  of  one 

hour  during 

differenti- 

hour when 

totally  or 

posed  modi- 

to 40  miles  an  hour 

eye,  80  degrees 

the  day 

ate  red, 

driving  af- 

partially 

fied  Perlia 

during  the  day  and 

temporally  and  40 

green,  and 

ter  sun- 

blind, speed 

test,  speed 

30  miles  an  hour  at 

degrees  nasally; 

yellow 

down 

should  be 

should  be 

night,  provided 

speed  should  be 

lights.  Per- 

limited to 

limited  to 

light  sense  and 

limited  to  40  miles 

sons  with 

40  miles  an 

30  miles  an 

visual  fields  are 

an  hour  during 

congenital 

hour  during 

hour  at 

normal.  Persons 

the  day  and  30 

or  acquired 

the  day  and 

night  and 

with  20/70  vision 

miles  an  hour  at 

total  color 

30  miles  an 

40  miles  an 

in  one  eye  vrith  or- 

night, provided 

blindness 

hour  at 

hour  during 

dinary  correcting 

corrected  visual 

should  be 

night. 

the  day 

lenses  who  have  a 

acuity  is  20/30  or 

limited  to  a 

Constant 

normal  peripheral 

better  and  light 

speed  limit 

diplopia  at 

visual  field  for  mo- 

sense is  normal. 

of  40  miles 

6 M.  should 

tion  may  be  per- 

If the  applicant 

an  hour 

be  disquali- 

mitted to  drive  in 

has  only  one  eye 

during  the 

fying 

the  daytime  but 

and  visual  field  is 

day  and 

not  over  30  miles 

limited,  minimum 

should  not 

an  hour,  and,  if 

requirements  are 

be  permit- 

light sense  is  nor- 

50 degrees  tem- 

ted to  drive 

mal  and  field  of 

porally  and  30  de- 

at night  un- 

vision normal,  they 

grees  nasally, 

less  they 

may  drive  at  night 

with  a speed  limit 

can  differ- 

—but  not  over  20 

of  25  miles  an  ., 

entiate  red 

miles  an  hour 

hour  during  the 

and  green 

day  and  20  miles 

signal  lights 

an  hour  at  night 

by  bright- 
ness 

truck.  Because 

his  eyes  were  open,  I did  not 

test  figures  could  be  projected  so  that 

a number 

warn  him  until  he  barely  had  time  to  turn  our 
car  into  a ditch,  which  prevented  the  killing  of 
five  people  in  the  smaller  car. 

Methods  of  Examining  Visual  Acuity. — In 
order  to  obtain  accurate  records  of  visual  acuity 
the  ordinary  test  charts  should  not  be  used.  If 
they  are  used,  only  a few  letters  should  be  shown 
at  a time.  It  would  be  better  to  employ  a 
standardized  test,  e.g.,  the  Ives  Test,  which 
could  be  used  for  illiterates,  but  the  expense 
might  be  prohibitive  and  the  time  factor  would 
make  the  test  impractical.  Visual  acuity  tests 
should  not  necessarily  require  knowledge  of 
figures  or  letters,  for  literacy  tests  for  drivers’ 
licenses  are  not  required  in  all  states.  How- 
ever, the  applicant  should  be  able  to  indicate  the 
direction  of  an  opening  or  of  an  arm  of  a letter. 
A practical  illuminated  eye  chart*  and  fixation 
lamp  unit  have  been  devised. 

Some  form  of  projection  apparatus  (projecto- 
scope  or  Clason  visual  acuity  projector)  is  feasi- 
ble, especially  if  this  apparatus  is  also  used  to 
project  the  proposed  color-vision  test.  In  test- 
ing groups  of  applicants,  it  would  be  well  if  the 


* Prepared  by  advisory  committee  of  ophthalmologists 
to  the  Eye  Health  Committee  of  the  American  Student 
Health  Association  in  cooperation  with  the  National 
Society  for  the  Prevention  of  Blindness. 


of  individuals  could  be  tested  simultaneously. 
The  candidates  could  be  seated  in  a semicircle 
at  equal  distance  from  the  machine  designed  to 
show  one  or  two  letters  at  a time.  The  method 
described  by  Morrissey18  for  testing  school  chil- 
dren is  applicable  to  motorists.  He  suggests 
placing  children  at  different  distances  from  the 
chart  and  using  special  blanks  that  indicate 
whether  the  subject  is  at  10,  15,  or  20  feet. 

A test19  that  is  applicable  for  the  examination 
of  large  groups  of  subjects  consists  of  E’s,  rang- 
ing from  the  500-foot  letter  down  to  the  10-foot 
E,  which  are  pasted  on  disks  and  rotated  by 
hand  or  by  a small  motor.  The  applicants  could 
sit  in  a semicircle  or  in  groups  as  proposed  by 
Morrissey.  The  chart  could  be  turned  between 
tests  while  excluding  the  chart  from  the  view  of 
the  applicants,  and  vision  could  be  recorded  in 
the  right,  left,  and  both  eyes. 

2.  Depth  Perception 

Maxwell  Halsey20  has  stated  that  a large  per- 
centage of  our  accidents  occur  at  intersections 
and  involve  cross  movements.  In  many  of  these 
accidents  inaccurate  timing  and  inability  to 
estimate  distance  and  speed  are  probable  factors. 
If  a driver  will  only  attempt  to  drive  with  one 
eye  closed,  provided  he  habitually  uses  both 
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eyes,  he  will  be  convinced  that  binocular  vision 
is  invaluable  for  drivers  of  automobiles. 

The  importance  of  judging  distance  accurately 
and  quickly  and  making  the  proper  response  is 
possibly  brought  out  in  braking  tests.  Mason21 
states  that  in  a study  of  100  normal  drivers,  pub- 
lished in  a bulletin  prepared  by  a reliable  insur- 
ance company  in  1934,  one-fourth  of  a second 
reaction  time  was  required  before  the  driver 
could  apply  his  brakes  after  seeing  a danger 
signal.  This  study  included  the  following  speed 
and  braking  tests: 


Distance 

Traveled 


Distance 

After 

Traveled 

Brakes 

in  1/4 

Were 

Second 

Applied 

Speed 

Speed 

Re- 

on Dry 

Total 

per 

per 

action 

Pave- 

Distance 

Hour, 

Second, 

Time, 

ment, 

Traveled, 

Miles 

Feet 

Feet 

Feet 

Feet 

25 

37 

9 

31 

40 

35 

51 

13 

61 

74 

45 

66 

17 

101 

118 

50 

73 

19 

125 

144 

Obviously,  these  figures  are  higher  when  the 
pavement  is  wet  and  slippery  or  on  gravel  roads. 

Bahn1  has  stated  that  about  three-quarters 
of  a second  is  the  normal  time  for  a person  with 
reasonably  good  coordination  to  make  a motion, 
such  as  applying  brakes  after  subconsciously  per- 
ceiving an  object,  provided  the  driver  is  alert. 
The  reaction  time  is  markedly  increased  if  the 
driver  is  half  asleep  or  if  he  is  ill,  fatigued,  in- 
attentive, or  intoxicated. 

According  to  Bahn,1  even  three-quarters  of  a 
second  in  a vehicle  going  40  to  60  miles  per  hour 
represents  from  45  to  60  feet  of  distance  traveled 
before  the  driver  can  begin  to  apply  the  brakes 
and  twice  this  number  of  feet  traveled  before  the 
car  can  be  stopped. 

The  recommended  standards  for  judgment  of 
distance  are  tabulated  in  Tables  3 and  4. 

Judgment  of  Distance  by  One-Eyed  Drivers. — 
One-eyed  persons  are  especially  inaccurate  in 
their  judgment  of  distance  and  depth.  Accord- 
ing to  Carr,22  their  judgments  are  nearly  always 
underestimations.  Deyo23  found  that  the  aver- 
age error  in  the  depth  perception  of  one-eyed 
individuals  is  six  to  ten  times  greater  than  the 
error  in  individuals  with  binocular  judgment. 
Our  findings  have  been  similar  to  Deyo’s.  It 
was  found  that  of  30  cases  using  the  Howard 
test  the  average  error  in  depth  perception  with 
the  right  eye  alone  was  83.1  mm.;  with  the  left 
eye  alone,  81  mm.;  and  with  both  eyes,  27.09 
mm.  (Table  6).  In  these  tests  it  is  exceedingly 
important  that  the  head  be  held  absolutely 
steady  so  as  to  obviate  obtaining  parallax  by 
head  movements. 

It  has  been  shown  by  Tumarkina  and  Ostrov- 


TABLE  5. — Drivers  with  Deficient  Visual  Acuity 
in  One  Eye* 


Condition  of  Eyes  of  Drivers 

One-eyed  1-  2 

Deficient  eye  20-40 

20/30  or  less  in  one  or  the  other  eye  30-40 

20/40  to  20/100  in  either  or  both  eyes  20 


* DeSilva,  H.  R.,  Frisbee,  W.  H.,  Jr.,  and  Robinson,  P.: 
Sight-Saving  Rev.  8:  174  (1938). 

skaja24  that  it  takes  at  least  six  months  for  a 
person  who  has  lost  one  eye  to  recover  some  of 
his  ability  to  judge  distance.  Persons  who  lose 
one  eye  should  re-educate  themselves  before 
driving  a car.  As  a rule,  the  one-eyed  person 
can  learn  to  compensate  for  his  deficiency  by 
using  the  movements  of  the  head  to  produce 
parallax;  naturally  he  obtains  parallax  from  the 
parts  of  the  automobile  against  surrounding 
objects. 

Factors  That  May  Cause  Deficiencies  in  Depth 
Perception. — (I)  Visual  acuity:  Reduced  visual 
acuity  in  either  eye  or  in  both  eyes  usually 
makes  judgment  of  distance  less  accurate. 

(2)  Sulfanilamide:  It  has  been  found  that 

sulfanilamide  may  cause  a deficiency  in  judg- 
ment of  distance.  An  individual  may  become 
mentally  confused  and  retrobulbar  neuritis  may 
develop  following  the  ingestion  of  as  little  as 
40  grains.  While  undergoing  sulfanilamide 
treatment,  a physician  of  my  acquaintance  had 
an  automobile  accident  because  he  could  not 
judge  the  distance  between  his  car  and  one  on 
his  right.  Persons  while  taking  sulfanilamide, 
sedatives,  and  other  drugs  that  may  cause  men- 
tal confusion  should  not  drive  automobiles. 

(3)  Tobacco  and  alcohol:  Experiments  con- 

cerning the  effects  of  alcohol  upon  the  human 
body  have  shown  that  from  the  point  of  view 
of  efficiency  there  are  no  so-called  beneficial 
effects.  Judgment  of  distance  is  affected,  re- 
action time  is  retarded,  and  accurate  coordina- 
tion of  movement  is  restricted.  However,  from 
the  study  of  the  effect  of  tobacco  and  alcohol 
upon  aviators  in  France,  we26  found  that  smok- 
ing one  cigar  or  inhaling  two  cigarettes  was  more 
disturbing  to  certain  ocular  functions  than 
drinking  five  ounces  of  cognac  brandy.  Abuse 
of  alcohol  and  in  some  cases  excessive  use  of 
tobacco  may  cause  difficulty  in  judging  dis- 
tance, especially  in  persons  who  have  certain 
types  of  heterophoria,  particularly  divergence 
excess,  divergence  insufficiency,  and  hyperphoria. 

(4)  Fatigue:  Fatigue,  especially  that  produced 
by  loss  of  sleep,  is  an  important  factor  in  lessen- 
ing speed  and  accuracy  in  judging  distance. 
Fatigued  drivers  are  less  efficient  and  are  a real 
hazard  on  the  road. 

(5)  Lack  of  oxygen:  Lowered  oxygen  tension 
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TABLE  6. — Stereopsis  with  the  Howard  Test  in 
30  Cases 


Initials 

Right 

Eye, 

Mm. 

Left 

Eye, 

Mm. 

Both 

Eyes, 

Mm. 

With  or 
Without 
Correc- 
tion 

1. 

Mrs.  W.  T. 

No 

172 

79 

cc 

2. 

Mr.  J.  C.  B. 

judgment 

111 

35 

40 

sc* 

3. 

Miss  K.  P. 

34 

50 

42 

sc* 

4. 

Mr.  W.  R. 

62 

110 

33 

cc 

5. 

Mr.  P.  S. 

103 

112 

71 

sc 

6. 

Mr.  R.  V. 

19 

25 

11 

cc 

7. 

Miss  N.  S. 

95 

105 

25 

cc 

8. 

Miss  J.  S. 

71 

124 

64 

cc 

9. 

Miss  M.  M. 

91 

83 

26 

sc 

10. 

Miss  A.  D. 

52 

23 

23 

cc* 

11. 

Mr.  W.  P.  C. 

20 

92 

47 

sc* 

12. 

Miss  A.  A. 

112 

78 

48 

sc 

13. 

Dr.  C.  B. 

46 

32 

5 

cc 

14. 

Miss  D.  K. 

33 

78 

10 

sc 

15. 

Mrs.  V.  B. 

150 

129 

21 

sc 

16. 

Mrs.  M.  K. 

128 

80 

48 

sc 

17. 

Mrs.  R.  M. 

59 

33 

18 

sc 

18. 

Miss  L.  G. 

176 

152 

16 

cc 

19. 

Mr.  J.  R. 

96 

68 

10 

sc 

20. 

Miss  R.  N. 

80 

69 

18 

sc 

21. 

Miss  E.  H. 

129 

54 

14 

sc 

22. 

Miss  P.  A. 

79 

57 

6 

sc 

23. 

Miss  J.  D. 

108 

98 

8 

sc 

24. 

Mrs.  A.  H. 

120 

93 

12 

sc 

25. 

Mr.  J.  T. 

59 

51 

18 

sc 

26. 

Mr.  E. 

138 

152 

12 

sc 

27. 

D.  L.-S. 

104 

63 

39 

sc 

28. 

Miss  C.  W. 

141 

109 

18 

sc 

29. 

Mrs.  E.  N. 

41 

38 

8 

sc 

30. 

Mrs.  T.  R. 

37 

67 

47 

cc 

Average 

83.1 

81 

27.1 

* Monocular  stereopsis  better  than  or  equal  to  bi- 
nocular stereopsis.  Normal  stereopsis  (Department  of 
Commerce),  30  mm.  or  less  without  correction.  Normal 
stereopsis  (International  Standard),  50  mm.  or  less. 


has  been  shown  to  affect  stereopsis.26  Many 
headache  remedies  reduce  the  amount  of  oxygen 
delivered  to  the  cells.  This  may  be  a factor  in 
certain  accidents. 

(6)  Inequality  of  images  of  the  eyes  ( anisei- 
konia)):  Aniseikonia  is  that  condition  of  the 

eyes  in  which  there  is  a difference  in  the  size  or 
shape  of  ocular  images  (retinal  images  as  inter- 
preted by  their  corresponding  brain  centers).27 
Ames  and  his  associates  at  Dartmouth28  have 
shown  that  when  the  images  of  the  eyes  are 
unequal  it  may  be  difficult  not  only  to  use  the 
eyes  together  but  also  the  image  of  one  eye  may 
be  suppressed.  Therefore,  the  judgment  of  dis- 
tance and  orientation  may  be  affected.  In 
some  subjects  even  a 3 per  cent  difference  in  the 
size  of  the  images  of  the  two  eyes  produces  a 
marked  apparent  tilting  of  the  terrain.  Al- 
though this  condition  may  be  more  important 
for  the  aviator  in  attempting  to  land  than  for 
the  motorist,  under  certain  conditions  of  fatigue 
it  might  interfere  with  speed  of  adjustment  to 
certain  situations  requiring  rapid  reactions. 
Persons  who  habitually  have  had  difficulty  in 
judging  distance  or  who  have  repeatedly  had 
accidents  might  possibly  be  examined  for  an- 
iseikonia. 

Among  other  factors  that  should  be  con- 
sidered are  carbon  monoxide  poisoning  from 


motors  or  heaters  using  exhaust  air;  oxygen 
depletion  from  poor  ventilation  of  closed  cars; 
faulty,  dirty,  or  misty  windshields;  and  faulty 
or  inadequate  illumination. 

Methods  of  Examination  for  Judgment  of  Dis- 
tance.— One  difficulty  in  testing  the  judgment  of 
distance  of  automobile  drivers  is  that  most  tests 
are  technical  procedures  requiring  expensive 
apparatus  and  are  time  consuming.  The  ac- 
cepted tests  for  stereopsis  for  aviators  are  modi- 
fications of  the  Brooksbank- James  method. 29»30» 31 

Since  these  tests  are  expensive  and  technical, 
a modification  of  the  Perlia  test,10  which  is  similar 
to  the  Davidson  test,11  is  proposed  for  examina- 
tion at  middle  distance  rather  than  at  the  near 
point.  This  test  is  inexpensive,  easily  applied, 
and  sufficiently  accurate  for  estimating  the 
applicant’s  depth  perception.  In  this  test  a 
20-mm.  white  ball  is  placed  at  the  end  of  a 
yardstick.  The  applicant,  holding  the  yard- 
stick over  his  head,  attempts  to  touch  a 20  mm. 
ball  attached  to  another  yardstick  held  by  the 
examiner  as  he  brings  the  stick  down.  The 
applicant  should  be  able  to  do  this  accurately  in 
four  of  five  tests  without  making  searching 
movements  to  find  the  ball.  If  the  applicant 
fails  this  test,  it  would  serve  to  focus  his 
attention  on  his  faulty  depth  perception,  and 
he  may  seek  advice  in  regard  to  improving  this 
defect.  The  question  of  coordination  of  the 
arms  may  be  an  important  factor  in  this  test, 
but  since  it  is  also  a factor  in  driving  it  should 
be  considered. 

Certain  persons  who  have  accidents,  espe- 
cially those  who  have  repeated  accidents,  should 
be  examined  carefully  for  their  ability  to  judge 
depth  and  distance.  A 6-M.  stereoscope, 
which  does  not  depend  too  much  upon  visual 
acuity,  should  be  used  for  these  tests. 

3.  Motor  Anomalies 

An  important  asset  for  the  driver  of  an  auto- 
mobile is  the  ability  for  his  eyes  to  function 
normally  under  the  strain  of  driving.  Driving 
conditions  and  fatigue  may  cause  latent  hetero- 
phoria,  especially  hyperphoria  and  exophoria,  to 
become  manifest  and  may  result  in  confused 
vision  or  diplopia.  Unstable  binocular  vision, 
uncertainty  in  judging  distance,  reduced  endur- 
ance, as  well  as  tenseness  and  discomfort  of  the 
eyes  may  be  indicative  of  imbalance  of  the 
ocular  muscles. 

Many  persons  who  suffer  from  exophoria  or 
hyperphoria,  which  may  interfere  with  normal 
binocular  vision,  are  handicapped  when  driving 
a car  because  of  the  inefficiency  of  their  eyes; 
they  sometimes  may  be  benefited  by  orthoptic 
training  or  operation.  One  British  physician 
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who  always  had  headaches  when  driving  because 
of  a hyperexophoria  was  completely  relieved  by 
orthoptic  training  administered  by  Miss  Mayou 
in  London.32 

Inertia  of  Adjustment  ( Near  to  Far  and  Far  to 
Near). — Inertia  of  adjustment  of  the  eyes  exists 
when  a person  changes  from  one  accommodative 
state  to  another  with  difficulty  or  slowly.  This 
may  interfere  with  vision  and  judgment  of  dis- 
tance as  the  motorist  looks  from  his  instrument 
board  to  a distant  object.  In  presbyopic  drivers 
there  is  an  increase  in  the  required  time  for  ad- 
justing from  near  to  far  when  the  instrument 
dials  on  the  dash  are  too  small  or  poorly  illu- 
minated. In  a study  of  inertia  of  adjustment 
of  the  eyes  for  different  distances,  Ferree  and 
Rand33  found  that  18  normal  observers  required 
between  0.50  and  1.16  seconds  to  pass  from  near 
to  far;  from  far  to  near,  between  0.39  and  0.82 
seconds ; and  from  near  to  far  and  back  to  near, 
between  0.96  and  1.76  seconds.  According  to 
these  authors,  fast  adjustment  ranges  between 
0.96  and  1.25  seconds;  medium,  between  1.25 
and  1.55  seconds;  and  slow,  between  1.55  and 
1.85  seconds.  A test  for  this  motor  anomaly 
should  be  used  especially  for  motorists  who  have 
accidents  and  is  best  performed  with  the  Ferree- 
Rand  tachistoscope.33 

An  investigation  of  the  speed  of  focusing  back 
and  forth  on  a far  and  then  on  a near  object  by 
Van  Tuyl34  apparently  shows  the  efficiency  of 
two  eyes  over  one  eye. 

Fatigue. — Ocular  fatigue  has  been  generally 
ascribed  to  the  accommodative  muscular  system 
since  Donder’s  work  in  1864.  It  seems  evident 
from  our  researches,  ^j36?  37  that  fatigue  of  ac- 
commodation is  an  important  factor  in  causing 
fatigue  during  or  after  close  work.  However, 
the  stress  of  driving  is  a common  cause  of  ocular 
fatigue,  and  we  believe  that  anomalies  of  con- 
vergence38 and  divergence  and  anomalies  of 
associated  lateral  movements  are  more  important 
for  the  motorist  than  anomalies  of  accommoda- 
tion. Fatigue  of  convergence  and  divergence  at 
6 M.  may  be  tested  with  a modification  of  the 
Howe39  prism  ergograph40  and  near  conver- 
gence with  a near  point  ergograph.35?36  Persons 
who  have  repeated  accidents  should  be  tested  for 
fatigue  of  divergence,  convergence,  and  accom- 
modation. If  rapid  fatigue  is  found,  appropriate 
treatment  should  be  instituted. 

Suppression  of  One  Eye. — When  an  individual 
suppresses  the  vision  of  one  eye,  his  efficiency  in 
judging  distance  is  decreased.  If  suppression  is 
sufficiently  complete,  it  may  even  interfere  with 
the  driver’s  field  of  vision.  Individuals  who 
actually  squint  (heterotropia)  or  who  have  a 
tendency  to  squint  are  more  likely  to  suppress 


the  vision  in  one  eye,  which  may  be  more  ap- 
parent and  more  dangerous  when  the  driver  is 
fatigued. 

The  standards  recommended  for  motor  anoma- 
lies are  tabulated  in  Tables  3 and  4. 

Examination  of  the  Ocular  Muscles. — The  study 
of  prism  convergence  and  divergence  at  6 M. 
and  25  cm.  is  certainly  of  value,  for  a weakness 
of  these  functions  may  interfere  with  the  driver’s 
ability  to  react  satisfactorily  in  an  emergency. 
However,  tests  of  prism  divergence  and  con- 
vergence are  impractical  for  routine  examina- 
tions, and  the  screen  test  at  6 M.  and  25  cm., 
which  detects  gross  muscular  anomalies,  should 
be  used.  If  there  is  marked  movement  of  the 
eyes  as  a narrow  screen  is  passed  slowly  from 
eye  to  eye  while  the  applicant  observes  a small 
test  object  at  6 M.,  he  should  be  referred  to  an 
ophthalmologist  for  further  examination.  If 
the  near  point  of  convergence  as  tested  with  a 
3 -mm.  white-headed  pin  or  a 3-mm.  black  dot 
on  a white  card  is  beyond  4 inches,  the  applicant 
should  also  be  examined  by  an  eye  physician. 

4.  Defective  Light  Sense  and 
Hypersensitiveness  to  Glare 

Changing  fight  conditions  on  the  road  require 
unusual  retinal  adaptation.  Brilliant  sunlight, 
as  well  as  glaring  headlights,  handicaps  the  driver 
with  slow  adaptation  to  fight  and  to  dark.  A 
driver  who  cannot  adapt  his  eyes  rapidly  when 
confronted  by  brilliant  headlights  should  quickly 
look  away  from  the  glare  to  the  right  side  of  the 
road.  Even  after  the  approaching  car  has 
passed  the  driver  may  experience  seconds  or 
even  a minute  of  partial  blindness.  In  1936  the 
National  Safety  Council  reported  that  two- 
thirds  (67.2  per  cent)  of  the  motor  accidents 
occur  between  6:00  p.m.  and  6:00  a.m.  Persons 
who  have  eye  diseases  complicated  by  night 
blindness  or  by  their  inability  to  adapt  normally 
to  changes  in  illumination  should  not  be  granted 
unlimited  licenses  to  drive  automobiles  at  night. 

Glaring  headlights  are  disturbing  even  to 
healthy  eyes.  Headlights  that  meet  the  legal 
requirements,  i.e.,  throw  their  fight  200  feet 
ahead,  usually  blind  the  driver.  A preventive 
measure  is  to  turn  off  the  headlights  and  employ 
city  fights,  which  focus  their  beams  downward 
at  a distance  of  less  than  75  feet.  Polarized  fight 
and  special  windshields  would  prevent  unneces- 
sary glare.  Special  glasses  and  colored  celluloid 
to  be  attached  to  the  windshield  also  are  useful. 

The  recommended  standards  for  fight  sense 
are  included  in  Tables  3 and  4. 

Light  Sense  in  a One-Eyed  Driver. — A one-eyed 
person  requires  a longer  period  to  recover  from 
glare  and  to  see  the  road  clearly  again.13  Cook41 
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apparently  has  shown  that  two  eyes  can  see  in 
the  dark  about  twice  as  well  as  one.  A glarom- 
eter  has  been  described  by  Albers  and  Sheard.42 
In  a group  of  144  nonphotophobic  individuals 
tested,  the  average  values  of  the  glare-out  illu- 
mination were  found  to  be  240  foot-candles  for 
the  left  eye,  295  foot-candles  for  the  right  eye, 
and  380  foot-candles  when  both  eyes  were  tested. 
This  study  apparently  reveals  that  two  eyes  can 
compensate  for  glare  better  than  one. 

Examination  of  Light  Sense. — Time  required 
for  dark  adaptation  and  response  to  glare  should 
certainly  be  studied  in  all  persons  who  have 
accidents  at  night.  It  would  be  ideal  if  all  per- 
sons could  be  subjected  to  the  Feldman  adapta- 
tion test,43  but  for  examining  groups  this  test  is 
too  time  consuming.  Large  numbers  of  appli- 
cants could  be  simultaneously  tested  if  a large 
screen  could  be  illuminated  intensely;  after  five 
minutes,  all  lights  could  be  excluded  and  the 
subjects  asked  to  note  when  they  see  the  prongs 
of  an  illiterate  E (gray  on  gray  with  seven  per- 
ceptible shades  of  differences  between  the  papers). 
As  soon  as  the  E is  seen,  they  should  turn  their 
backs  to  the  screen,  record  the  time  from  a 
clock  at  the  rear  of  the  hall,  and  record  how  the 
E was  turned  by  a drawing.  This  furnishes  a 
permanent  record,  and  the  subject’s  adaptation 
time  can  be  compared  with  normal  findings. 

5.  Color  Vision 

Many  color-blind  persons  recognize  colors 
easily  when  they  are  close  to  them  or  when  the 
surface  is  large  but  fail  to  differentiate  them  at 
a distance.  A color-blind  driver  may  be  able 
to  distinguish  between  “stop”  and  “go”  lights 
when  he  is  on  familiar  roads  and  streets;  how- 
ever, his  ability  may  be  impaired  in  foggy  weather 
or  when  he  is  on  an  unfamiliar  road  where  hue 
and  brightness  vary. 

The  most  common  type  of  color  blindness  is 
the  inability  to  see  red  and  green.  The  incor- 
poration of  yellow  in  the  red  traffic  signal  and 
blue  in  the  green  signal  assists  red-green  blind 
people  to  see  traffic  signals.  The  brightness 
value  of  a colored  light  is  the  predominant  char- 
acteristic to  the  color-blind  driver.  The  differ- 
ence in  these  lights  becomes  less  as  the  intensity 
of  both  lights  becomes  weaker.  The  recom- 
mendation made  by  the  traffic  engineers  that 
the  red  light  always  be  kept  in  the  same  relative 
position  helps  this  situation  materially  and 
should  be  made  universal.44  Another  aid  would 
be  to  have  lights  of  different  shape — the  red 
could  be  a cross  (X),  the  green  a round  sign  (O), 
and  the  yellow  a plus  sign  (+). 

In  a series  of  716  cases  reported  by  Selling,46 
10  (1.3  per  cent)  were  partially  red-green  blind. 


Thirty-nine  (5  per  cent)  were  totally  red-green 
blind,  and  1 was  totally  color  blind.  All  but  3 
of  the  color  blind  could  distinguish  a red  from 
a green  light  with  ease.  The  three  subjects  who 
could  not  distinguish  the  lights  suffered  in  2 
cases  from  a severe  degree  of  feeblemindedness 
and  in  the  third  case  from  paresis.  None  of  the 
color  blind  had  unfavorable  traffic  records. 
Only  12  had  a record  of  passing  a red  light, 
while  a much  greater  number  of  drivers  with 
normal  color  sense  had  been  given  summonses 
for  this  offense.46 

The  ability  to  differentiate  signal  fights  from 
surrounding  fights  under  certain  conditions  is  a 
difficult  problem  for  the  normal  individual  as 
well  as  for  the  color-blind  person.  This  problem 
is  illustrated  by  driving  down  a busy  city  avenue, 
the  sides  of  which  are  fined  with  lighted  store 
windows  and  lighted  advertising  signs,  and 
looking  ahead  three  or  four  blocks  to  a traffic 
fight  surrounded  by  neon  signs.  Under  these 
conditions  a driver’s  reaction  time  is  decreased. 
Forbes44  has  stated  that  laboratory  tests  have 
shown  that  reaction  time  is  much  slower  to  a 
visual  signal  when  this  signal  must  be  discrimi- 
nated from  similar  objects. 

Only  one  state  refuses  to  grant  licenses  to 
drive  motor  vehicles  because  of  color  blindness. 
Although  color  blindness  is  a dangerous  defect  in 
only  a small  percentage  of  drivers,  the  require- 
ment of  normal  color  vision  would  eliminate 
approximately  3 or  4 per  cent  of  all  men  applying 
for  license.  However,  the  applicant  at  least 
should  know  that  he  is  red-green  blind,  because 
there  are  devices46  that  may  be  used  by  these 
persons  to  permit  them  to  recognize  red  and 
green  fights  with  certainty  and  their  use  should 
be  required  by  law  (Tables  3 and  4). 

Examination  for  Color  Vision. — In  the  first 
national  study6  of  standards  for  motor  vehicle 
licenses,  no  standards  were  set  for  color  vision, 
in  spite  of  considerable  discussion  and  the  opinion 
of  some  members  of  the  committee  that  normal 
color  vision  for  the  perception  of  red  and  green 
should  be  required.  However,  more  recently, 
it  seems  that  certain  observers6  believe  that  the 
ability  to  distinguish  red,  green,  and  yellow  is 
important  for  the  driver  of  motor  vehicles.  One 
reason  for  excluding  a test  for  color  vision  in  the 
original  standards  was  the  impracticability  be- 
cause of  the  time  factor  of  examining  large 
numbers  of  applicants  with  the  tests  at  our  dis- 
posal. However,  we  have  recently  proposed  a 
method  of  examination  for  defective  color  vision 
which  could  be  adapted  for  the  testing  of  large 
groups  of  applicants.47  The  method  is  to  project 
Kodachrome  lantern  slides  of  the  Ishihara, 
Stilling,  or  other  pseudo-isochromatic  plates, 


December  1,  1940] 


EYE  FACTORS  IN  MOTOR  ACCIDENTS 


1721 


containing  figures  or  test  objects  for  illiterates, 
against  a confusion  color  background  and  have 
the  applicant  write  down  the  number  of  the 
character  he  is  able  to  see.  Various  colored 
lights,  e.g.,  as  projected  by  the  Edridge-Green 
lantern,  also  may  be  used. 

The  Holmgren  yarn  test  is  time  consuming, 
and  its  routine  use  in  examining  large  numbers 
of  persons  is  impractical.  The  Jenning  self- 
recording  wool  test  is  valuable,  furnishes  a per- 
manent record,  but  also  is  too  time  consuming. 

In  1937  the  special  committee  of  the  American 
Medical  Association  to  study  visual  standards 
for  licensure  to  operate  motor  vehicles  recom- 
mended that  the  examiners  who  conduct  the 
vision  examination  be  given  instructions  in  using 
the  Ishihara  test  for  detecting  color  blindness. 

6.  Deficient  Visual  Fields 

A diminished  visual  field  also  plays  a part  in 
the  safety  with  which  a car  is  driven.  A re- 
stricted field,  whether  because  of  the  loss  of  one 
eye  or  disease,  prevents  a driver  from  seeing  the 
entire  road.  A homonymous  hemianoptic  field 
defect  would  prevent  the  driver  from  seeing  half 
of  the  road.  The  blind  spot  in  each  eye,  of 
which  one  is  usually  unaware,  is  normally  coun- 
teracted by  the  other  eye. 

Defective  Visual  Field  in  One-Eyed  Drivers. — 
Because  the  one-eyed  person  cannot  compensate 
for  his  blind  spot,  he  is  really  blind  in  this  area. 
Therefore,  the  one-eyed  driver  may  not  observe 
an  object  obscured  by  his  blind  spot  until  it  is 
too  close  for  him  to  avoid  an  accident.  The 
blind  area  has  been  considered  a factor  in  some 
head-on  aviation  collisions.  To  supplement 
head  and  eye  movements  to  compensate  for 
visual  field  deficiencies  a mirror  may  be  attached 
to  either  the  left  or  right  fender  depending  upon 
which  eye  is  blind.  Tinted  glass  may  be  used 
in  these  mirrors  to  lessen  glare  and  the  annoy- 
ance from  undesirable  reflections. 

Standards  for  Visual  Fields. — Standards  for 
visual  fields  are  recommended  in  Tables  3 and  4. 
If  the  visual  field  is  limited  to  50  degrees  tempo- 
rally and  30  degrees  nasally,  the  speed  of  driving 
should  be  limited  to  25  miles  an  hour  during  the 
day  and  20  miles  an  hour  at  night. 

Examination  of  Visual  Fields. — Although  the 
accurate  examination  of  the  visual  field  is  time 
consuming,  the  examination  should  be  included 
as  a routine  measure  in  examinations  for  motor 
vehicle  licenses.  To  make  an  inexpensive  per- 
imeter, a half  circle  with  a radius  of  33  cm., 
made  from  a light  piece  of  wood  three  inches  in 
diameter,  should  be  painted  neutral  gray.  This 
should  be  held  33  cm.  from  the  applicant  in  front 
of  the  right  and  then  the  left  eye,  as  a 5-mm. 


white  ball  test  object  is  carried  from  the  blind 
to  the  seeing  area  along  the  arc.  The  arc  may 
be  illuminated  by  a 75- watt  daylight  bulb  in  the 
polar  axis,  using  a shield  to  prevent  the  glaring 
effect  of  direct  rays. 

The  visual  field  should  be  examined  with  a 
perimeter  if  defective  vision  seems  to  have  been 
an  important  factor  in  causing  an  accident.  For 
routine  testing  in  some  localities  the  confronta- 
tion test  would  have  to  suffice.  The  applicant 
should  be  able  to  note  with  each  eye  the  move- 
ment of  the  examiners  finger  in  the  four  quad- 
rants. The  visual  field  test  possibly  is  a little 
too  complicated  for  the  average  examiner  who 
makes  the  tests.  If  the  suggestions  made  in 
1925®  that  these  tests  be  performed  by  physi- 
cians could  be  carried  out,  it  would  be  possible 
to  make  more  complete  examinations. 

7.  Visual  Reaction  Time 

The  average  discrimination  reaction  time  of  a 
normal  subject  is  approximately  V2  second  and 
for  simple  reaction  time  1/s  second.  For  drivers 
of  motor  vehicles  discrimination  reaction  time  is 
important,  for  it  is  known  that  slow  reaction 
time  is  certainly  a factor  in  many  accidents  and 
that  visual  discrimination  reaction  time  is  slowed 
by  advancing  years. 

Visual  Reaction  Time  of  a One-Eyed  Person. — 
When  an  object  is  exposed  for  a short  period  of 
time,  two  eyes  can  perceive  it  in  about  half  the 
time  that  one  eye  can.48  The  speed  with  which 
objects  are  perceived  by  the  eyes  as  they  rove 
up  and  down  the  road  in  driving  has  been 
shown  to  be  much  slower  when  visual  acuity  is 
subnormal  in  one  eye. 

Examination  of  Visual  Reaction  Time. — The 
Reeves  visual  discrimination  reaction  time  test,49 
with  four  possible  correct  reactions  and  five 
possible  stimuli,  is  excellent.  The  subject 
presses  a telegraphic  key  corresponding  to  the 
object  observed  the  moment  the  stimulus  ap- 
pears upon  the  ground-glass  plate.  Certainly 
all  persons  who  meet  with  accidents  should  have 
studies  of  their  discrimination  reaction  time. 
Another  method  consists  of  exhibiting  a series 
of  traffic  lights  and  of  recording  with  a chrono- 
scope  the  time  taken  to  put  on  the  brake. 

Summary 

Because  the  incidence  of  motor  vehicle 
accidents  is  so  appallingly  high,  it  is  im- 
portant to  attempt  to  raise  the  standards 
of  examination  of  applicants  for  driver’s 
licenses,  as  physical  fitness  undoubtedly  is 
a factor  in  some  accidents. 

Visual  standards  as  required  by  the 
states  are  not  uniform,  and  some  are  be- 
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low  those  recommended  by  the  National 
Safety  Council  and  those  recommended 
by  the  Special  Committees  of  the  Ameri- 
can Medical  Association  in  1925  and  1937. 

The  following  minimum  ocular  stand- 
ards for  unlimited  licenses  are  proposed : 

(a)  Visual  Acuity. — 20/40  vision  in 
one  eye  with  or  without  correcting  lenses, 
provided  there  is  no  active  eye  disease: 
20/20  or  better  in  the  other  eye. 

(b)  Visual  Fields. — Field  of  motion  to 
70  degrees  temporally  in  each  eye  as 
tested  with  a 5-mm.  test  object  and  7 
foot-candles  of  illumination. 

(c)  Judgment  of  Distance. — Sufficiently 
accurate  judgment  of  distance.  All 
drivers  should  be  able  to  touch  a 20-mm. 
white  ball  with  another  20-mm.  white 
ball  brought  from  above  downward  at  a 
distance  of  3 feet  in  four  of  five  attempts. 

(d)  Color  Vision. — Normal  perception 
of  red,  green,  and  yellow  for  all  drivers 
until  the  shape  of  traffic  lights  is  changed 
and  the  position  of  the  lights  standard- 
ized. 

(e)  Light  Sense. — Drivers  should  have 
rapid  adaptation  to  darkness  after  adapta- 
tion to  light.  The  threshold  for  light  dif- 
ference should  be  normal. 

(/)  Binocular  Vision. — Normal  bin- 
ocular vision  at  6 M.  with  the  Worth  test 
or  one  of  its  modifications8  or  diplopia 
spectacles.9 

(g)  Motor  Anomalies. — Practically  no 
observable  movement  with  the  screen 
test  at  6 M. ; if  much  movement  is  noted, 
the  applicant  should  be  examined  with  a 
6-M.  stereoscope,  preferably  a recording 
model,  which  includes  the  reaction  time 
factor,  or  he  should  be  examined  by  the 
modified  Perlia  test.12 

The  proposed  ocular  standards  for 
limited  licenses  are : 

(a)  Visual  A cuity. — Persons  with  20/- 

70  vision  in  one  eye  with  ordinary  correct- 
ing lenses  and  who  have  a normal  pe- 
ripheral visual  field  for  motion  may  be  per- 
mitted to  drive  in  the  daytime.  However, 
speed  should  be  limited  to  30  miles  an 
hour,  and,  if  light  sense  is  normal  and 
field  of  vision  normal,  they  may  drive  at 
night — but  not  over  20  miles  an  hour. 
One-eyed  persons  and  persons  who  habitu- 
ally suppress  one  eye  or  have  constant  or 
periodic  heterotropia  should  have  visual 
acuity  of  20/30  with  or  without  correc- 
tion. Speed  should  be  limited  to  40  miles 
an  hour  during  the  day  and  30  miles  an 
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hour  at  night,  provided  light  sense  and 
visual  fields  are  normal. 

(b)  Visual  Fields. — Require  40  degrees 
temporally  in  each  eye  from  the  point  of 
fixation;  speed  limited  to  40  miles  an 
hour  by  day  and  30  miles  an  hour  at  night. 
For  one-eyed  drivers,  either  because  of 
no  vision  in  one  eye  or  because  of  sup- 
pression in  one  eye,  80  degrees  temporally 
and  40  degrees  nasally;  speed  should  be 
limited  to  40  miles  an  hour  during  the 
day  and  30  miles  an  hour  at  night,  pro- 
vided corrected  visual  acuity  is  20/30  or 
better  and  light  sense  is  normal.  If  the 
applicant  has  only  one  eye  and  the  visual 
field  is  limited,  minimum  requirement 
should  be  50  degrees  temporally  and  30 
degrees  nasally,  with  a speed  limit  of  25 
miles  an  hour  during  the  day  and  20  miles 
an  hour  at  night. 

(c)  Judgment  of  Distance. — If  appli- 
cant cannot  pass  the  proposed  test  for 
stereopsis,  speed  should  be  limited  to  30 
miles  an  hour  at  night  and  40  miles  an 
hour  during  the  day. 

(d)  Color  Vision. — Color-blind  drivers 
should  wear  Chapman  spectacles  or 
Payne’s  modification  constantly,  and  with 
these  spectacles  they  should  be  able  to 
differentiate  red,  green,  and  yellow  lights. 
Persons  with  congenital  or  acquired  total 
color  blindness  should  be  limited  to  a 
speed  of  40  miles  an  hour  during  the  day 
and  should  not  be  permitted  to  drive  at 
night  unless  they  can  differentiate  red 
and  green  lights. 

(e)  Light  Sense. — Those  whose  dark 
adaptation  is  subnormal  according  to  the 
proposed  test  or  any  other  accepted 
method  should  be  limited  to  a speed  of  30 
miles  an  hour  when  driving  after  sun- 
down. 

(/)  Binocular  Vision. — If  tests  for 
binocular  vision  cannot  be  performed 
accurately  either  because  of  binocular 
instability  or  the  fact  that  one  eye  is 
totally  or  partially  blind,  the  speed  should 
be  limited  to  40  miles  an  hour  during  the 
day  and  30  miles  an  hour  at  night.  Con- 
stant diplopia  should  be  disqualifying. 

(g)  Motor  Anomalies. — If,  because  of 
motor  anomalies,  the  applicant  has  depth 
perception  over  50  mm.  with  a 6-M. 
stereoscope  or  cannot  pass  the  proposed 
modified  Davidson-Perlia  test,  speed 
should  be  limited  to  30  miles  an  horn  at 
night  and  40  miles  an  hour  during  the 
day. 
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Eye  examinations  should  be  simplified 
so  that  nonmedical  examiners  could  per- 
form the  tests  and  thus  detect  gross  de- 
fects in  judgment  of  distance,  muscle 
balance,  light  sense,  color  vision,  and 
visual  reaction  time.  Preferably  all 
examinations  should  be  made  by  physi- 
cians. 

New  methods  for  simultaneously  test- 
ing groups  of  applicants  for  defective 
visual  acuity,  color  vision,  and  light  sense 
are  suggested,  as  well  as  a modified 
Davidson-Perlia  test  for  quickly  detecting 
gross  anomalies  in  the  judgment  of  dis- 
tance and  a simple  method  of  testing  the 
peripheral  visual  field  for  motion. 

A special  examining  center  under 
medical  supervision  should  be  available 
in  all  large  cities  for  the  study  of  certain 
applicants  with  borderline  or  serious  de- 
fects and  of  all  persons  who  have  ac- 
cidents. 

Reduced  visual  acuity  in  either  or  both 
eyes  handicaps  a driver  in  all  his  visual 
tasks.  His  depth  perception  becomes  in- 
accurate, and  he  is  not  as  capable  of  judg- 
ing distances  quickly  and  accurately. 
Normal  visual  acuity  is  an  important 
asset  in  preventing  accidents. 

Normal  balance  and  action  of  the 
ocular  muscles  are  important  in  prevent- 
ing accidents.  Defective  and  slow  adjust- 
ment of  the  eyes  for  different  distances 
incapacitates  a driver  when  he  must 
quickly  look  from  the  instrument  board 
to  the  road.  Visual  fatigue  in  its  broadest 
sense  is  also  an  important  factor,  for  it 
may  cause  the  driver’s  attention  to  lag. 
If  an  individual  suppresses  the  vision  in 
one  eye,  his  eyes  should  be  thoroughly 
examined  in  order  to  ascertain  whether 
orthoptic  training  or  an  operation  might 
overcome  this  defect. 

Rapid  dark  adaptation  is  of  utmost 
importance  when  a driver  must  drive  at 
night  and  thereby  withstand  the  glare  of 
headlights,  for,  if  he  is  unable  to  adapt 
his  eyes  under  changing  conditions  of 
illumination,  he  is  likely  to  have  an  ac- 
cident. 

Abnormal  color  vision  is  a handicap, 
for  the  driver  cannot  accurately  distin- 
guish between  red,  green,  and  yellow 
traffic  lights  and  thereby  may  cause  an 
avoidable  accident.  The  relative  position 
of  traffic  lights  and  their  shape  should  be 
standardized. 

Reduced  visual  fields  prevent  the  driver 


from  seeing  the  entire  road ; therefore,  he 
may  not  see  a car  approaching  from  a 
side  road  or  street. 

Visual  discrimination  reaction  time  may 
be  slow  and  may  interfere  with  the  driver’s 
speed  of  reaction  in  an  emergency. 

Because  the  one-eyed  driver  is  greatly 
handicapped,  especially  in  regard  to  glare, 
field  of  vision,  and  judgment  of  distance 
as  shown  by  the  data  presented  here,  it  is 
recommended  that  only  a limited  license 
be  issued  to  these  drivers.  Tests  have 
shown  that  two  eyes  are  more  efficient 
than  one  in  adapting  to  darkness  after 
exposure  to  glare;  one-eyed  drivers  have 
particular  difficulty  in  judging  distance. 
It  has  also  been  shown  that  two  eyes  can 
see  an  object  that  is  exposed  for  a short 
period  of  time  in  about  half  the  time  that 
one  eye  can.  Moreover,  the  one-eyed 
person’s  visual  field  is  restricted,  and  he  is 
unable  to  compensate  for  his  blind  spot 
as  well  as  the  person  who  has  binocular 
vision.  It  is  important  that  a driver  who 
becomes  blind  in  one  eye  should  learn  to 
adapt  himself  to  his  changed  visual  reac- 
tions before  being  granted  even  a limited 
license  to  drive  an  automobile. 

Conclusion 

It  is  evident  that  ocular  standards  for 
applicants  for  license  to  drive  motor  ve- 
hicles are  so  inadequate  in  many  respects 
as  possibly  to  lead  to  injuries  and  deaths 
which  could  be  prevented.  One  of  the 
greatest  difficulties  in  attempting  to  raise 
ocular  standards  is  the  time  involved  in 
making  adequate  tests  and  the  need  of 
using  trained  examiners  if  more  complex 
methods  are  to  be  employed.  Tests  have 
been  suggested  which  are  so  simplified 
that  they  could  be  rapidly  performed  by 
nonmedical  examiners  after  a little  train- 
ing. New  ocular  standards  have  also 
been  proposed  which,  although  somewhat 
ideal,  would  be  practical  in  the  larger 
cities  if  the  proposed  methods  for  ex- 
amination were  adopted.  The  eyes  and 
the  reacting  mechanism  they  control  are 
probably  the  most  important  physical 
factors  that  cause  much  preventable 
slaughter.  Therefore,  it  is  hoped  that 
this  paper  may  at  least  stimulate  interest 
in  raising  ocular  standards  and  in  develop- 
ing adequately  equipped  examining  cen- 
ters for  drivers  of  motor  vehicles. 

35  East  70th  Street 
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PSYCHIATRISTS  ORGANIZE  FOR  PUBLIC  EDUCATION  WORK 


Organization  of  twelve  regional  districts,  each 
headed  by  a nationally  known  psychiatrist  to 
cooperate  with  the  press  and  otherwise  to  foster 
the  dissemination  of  sound  psychiatric  informa- 
tion to  the  public,  was  announced  November  7 
by  Dr.  C.  Charles  Burlingame,  chairman  of  the 
Committee  on  Public  Education  of  the  American 
Psychiatric  Association.  Dr.  Burlingame  stated; 
“The  Association  has  long  felt  it  desirable  to 
have  decentralized  public  education  work  along 
psychiatric  lines.  Physicians  who  are  more 
closely  in  touch  with  local  conditions  and  local 
needs  are  in  a much  better  position  to  interpret 
the  policies  and  aims  of  the  Association,  and  with 
better  results  because  they  are  thinking  in  terms 
of  the  realities  of  local  conditions.” 

It  is  hoped  that  this  new  setup  will  be  useful 
to  the  press  of  each  community  by  giving  them 
an  authoritative  source  of  information  on 
psychiatric  matters.  Another  important  phase 
of  the  work  will  be  to  make  known  the  Associa- 
tion’s policy  with  regard  to  mental  hospital 
standards  as  the  occasion  requires.  “There  are 
few  mental  hospitals  in  the  country  which  even 
now  attain  the  minimum  standards  of  care  as 
outlined  by  the  Association,”  Dr.  Burlingame 
said,  “and  from  time  to  time  there  is  danger  of 
still  further  lowering  of  standards  by  reason  of 
political  manipulation,  or  through  a lack  of  un- 


derstanding that  mental  patients  need  and  de- 
serve to  have  the  same  high  standard  of  medica 
care  as  obtains  in  the  general  hospital.  One  of 
the  principal  aims  of  this  organization  will  be  to 
acquaint  the  public  with  the  fact  that  a well- 
staffed,  well-equipped  hospital  for  the  care  of  the 
mentally  ill  is  not  a luxury,  but  a basic  necessity 
in  any  civilized  community.” 

The  two  chairmen  in  New  York  State  are  Dr. 
Karl  M.  Bowman,  of  New  York  City,  and  Dr. 
Richard  H.  Hutchings,  of  Utica.  Dr.  Bowman  is 
the  director  of  the  Psychiatric  Division  of 
Bellevue  Hospital  and  is  professor  of  Clinical 
Psychiatry  at  New  York  University  Medical 
College.  He  is  a fellow  of  the  A.M.A.,  member 
of  the  State  Society,  New  York  County  Medical 
Society,  American  Psychiatric  Association,  and 
a member  of  the  Executive  Committee  of  the 
National  Committee  for  Mental  Hygiene. 

Dr.  Richard  Hutchings  is  a past-president  of  the 
American  Psychiatric  Association.  He  has  been 
in  the  New  York  State  hospital  service  almost 
continuously  since  1891  and  is  professor  of 
Clinical  Psychiatry  (emeritus)  at  Syracuse  Uni- 
versity. He  has  been  president  of  the  Central 
School  of  Nursing,  the  Associated  Charities  of 
Utica.  He  is  a member  of  the  A.M.A.,  the 
Oneida  County  Medical  Society,  and  the  Ameri- 
can Psychiatric  Association. 


THE  ELMIRA  TUMOR  CLINIC 

A Survey  of  the  Work  After  Six  Years  of  Its  Existence 

Morris  Dreyfuss,  M.D.,  Elmira,  New  York 


Before  delving  into  the  particulars  of 
this  report,  I wish  to  convey  a few 
general  observations  on  the  subject  of 
cancer.  Needless  to  say,  its  specter  con- 
fronts all  physicians — in  general  or 
specialized  practice — and  is  confronting 
us  more  and  more  as  the  years  go  by. 
The  magnitude  of  its  frequency  can  be 
outlined  in  a few  terse  figures.  While 
cancer  stood  at  eighth  place  in  the  list 
of  causes  of  death  in  New  York  State  in 
1900  with  a rate  of  66.9  per  100,000 
population,  it  had  climbed  to  second  place 
with  a rate  of  149  in  the  year  1938.  In 
1938  the  number  of  deaths  from  malig- 
nant tumors  for  the  whole  nation  was 
recorded  as  over  148,000;  for  New  York 
State  this  figure  amounted  to  20,307 
cases,  and  the  share  of  the  upstate  area 
was  9,147  cases.  The  trend  of  mortality 
for  the  various  types  showed  an  increase, 
except  for  cancers  of  the  stomach,  liver, 
and  buccal  cavity  which  have  retained  the 
same  rate  for  fifteen  years.  Skin  cancer 
has  remained  unchanged  in  its  trend  for 
the  past  thirty  years.  Cancer  was  the 
leading  cause  of  death  for  women  be- 
tween the  ages  of  35  and  55.  In  1938  the 
death  rate  per  100,000  population  for  the 
whole  state  was  150;  for  Chemung 
County  as  a whole,  176.6;  for  the  county 
(without  cities,  etc.,  over  10,000)  it  was 
122.5  (state,  154.7);  and  for  the  city  of 
Elmira  it  was  211.7  (state,  149).  There 
were  in  this  city  in  1938  a total  of  92 
deaths  from  cancer  and  in  1939  a total  of 
73  deaths.  Of  these  cases,  35  were  due 
to  lesions  of  the  gastrointestinal  tract; 
12,  the  female  genital  organs;  and  7, 
the  breast.  This  rate  for  our  city 
is  appallingly  high,  inasmuch  as  only 
six  cities  in  the  state  have  a higher  rate. 
The  explanation  for  this  may  be  one  of 
many : on  the  one  hand  it  has  been  found 
that  upstate  communities  have  a larger 
percentage  of  middle-aged  and  older 


persons  in  which  the  frequency  of  cancer 
and,  therefore,  the  death  rate  is  known 
to  be  higher.  Another  point  may  be  the 
fact  that  the  two  local  hospitals  are 
centers  of  attraction  for  diagnosis,  treat- 
ment, and  ultimately,  in  some  cases, 
death  of  cancer  cases.  However,  this 
whole  question  is  left  open  for  discussion. 

In  1933  a group  of  doctors  in  Elmira 
working  at  St.  Joseph’s  Hospital  had  the 
idea  that  a local  tumor  clinic  would  fill 
a need:  first,  to  reduce  the  burden  on 
the  always  overcrowded  facilities  of  the 
Cancer  Institute  of  Buffalo  and  keep 
local  patients  at  home  as  much  as  pos- 
sible; and,  second,  to  offer  to  doctors  a 
means  of  improving  their  own  knowledge 
and  experience  of  clinical  and  pathologic 
cancer. 

The  Elmira  Tumor  Clinic  opened  on 
November  8,  1933,  and  from  the  first 
patient  seen  it  has  been  kept  on  the  basis 
of  no  pay  for  physicians’  services.  Pri- 
vate patients  have  been  seen  for  diag- 
nosis and  referred  back  for  treatment  to 
the  physician  sending  them,  to  the  x-ray 
department  of  the  hospital,  or  to  the 
Buffalo  Institute.  It  has  been  a strict 
rule  of  the  clinic  to  see  only  such  patients 
as  have  been  referred  by  an  outside 
physician,  recommending  that  the  physi- 
cian come  to  the  clinic  with  his  or  her 
patient  and  share  in  the  examination. 
Patients  referred  by  free  clinics  and  hos- 
pital authorities  have  been  treated  as  an 
extension  of  free  city  or  hospital  care. 

The  staff  of  the  Tumor  Clinic  consists 
entirely  of  doctors  interested  enough  to 
attend  with  more  or  less  regularity,  with- 
out regard  to  hospital  affiliation.  The 
active  staff  of  the  Tumor  Clinic  at  present 
consists  of  the  following : internists — 

Drs.  F.  S.  Hassett  and  R.  Powell,  with 
Drs.  M.  F.  Butler,  J.  Mark,  and  D. 
Kaplan  as  assistants;  surgeons — Drs. 
J.  S.  Lewis  and  J.  F.  Lynch;  gynecolo- 
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gists — Drs.  M.  Dreyfuss,  Scott  How- 
land, and  Hood,  Corning,  N.  Y. ; derma- 
tologists— Drs.  H.  Hunt  and  H.  Walker; 
urologists — Drs.  E.  Bush  and  F.  Creigh- 
ton; otolaryngologists — Drs.  W.  Boland 
and  W.  Decker;  radiologist — Dr.  H.  A. 
Burch;  pathologist — Dr.  L.  Bleyer;  di- 
rector— Dr.  J.  S.  Lewis;  sister-nurse — 
Sr.  Mary  Rose,  assistant  nurse,  and  Miss 
McKaig;  and  stenographer — Sr.  Re- 
gina. Consultants  are  available  from 
staffs  of  both  hospitals.  Only  two  mem- 
bers of  the  hospital  staff  attend  ex  officio, 
as  it  were : the  pathologist  and  the  radiolo- 
gist. Their  services  are  regularly  in 
demand  and  without  them  the  clinic 
would  lose  its  chief  staff.  In  short, 
anyone  may  be  referred  to  the  clinic  out- 
right for  diagnosis  and  treatment  or 
merely  for  an  opinion  or  consultation. 
It  is  probable  that  in  time  the  clinic  will 
become  loosely  connected  with  the  Buffalo 
Clinic  as  a branch  center,  even  with  a paid 
full-time  director.  However,  with  state 
finances  in  their  present  shape,  the  clinic 
remains  an  entirely  voluntary  activ- 
ity. 

Having  worked  for  several  years  with 
the  Elmira  Tumor  Clinic,  I have  been 
interested,  and  by  other  members  en- 
couraged, to  gather  some  figures  on  which 
to  report  what  we  have  been  able  to  ac- 
complish. 

The  cures  noted  have  been  the  results 
of  treatments  at  the  clinic,  at  both  hos- 
pitals, and  at  the  Buffalo  Center.  The 
results  have  been  arrived  at  by  follow-up 
wherever  possible.  From  November  1, 
1933,  to  November  1,  1939,  a total  of 
537  cases  was  seen,  comprising  almost 
every  ailment  that  could  have  a faint 
resemblance  to  a tumor  or  a malignant 
condition.  This  even  included  a “living 
tumor,”  a full-term  pregnancy  which 
came  to  delivery  in  the  hospital  inside  of 
twenty-four  hours  after  the  clinic  visit. 
Of  these  537  general  cases,  134  were 
malignancies,  all  of  them  microscopically 
proved  by  competent,  recognized  pathol- 
ogists, as  only  such  cases  would  be  of 
value  in  a critical  survey  of  our  material. 
This  gives  a percentage  of  25  per  cent 
of  all  seen  cases  as  being  actual  cancers. 


Before  elaborating  on  these,  let  us  quickly 
glance  at  the  varieties  included  in  the 
403  nonmalignant  cases.  In  86  cases  no 
definite  diagnosis  was  made,  in  33  no 
pathology  was  found.  There  were  thirty- 
one  cancers  of  various  organs,  including 
the  skin,  which,  however,  were  not  con- 
firmed by  biopsy  and,  therefore,  without 
value  in  this  survey.  Skin  lesions,  such 
as  keratosis,  wart,  hemangioma,  nevus, 
papilloma,  and  others,  accounted  for  the 
relatively  large  number  of  92  cases. 
Only  4 cases  of  cutaneous  syphilitic 
affections  were  noticed.  The  breast 
cases,  such  as  chronic  cystic  mastitis,  be- 
nign tumors,  etc.,  amounted  to  25  cases. 
Cervicitis,  cervical  polyp,  and  similar 
conditions  were  rather  frequent — 18  cases 
in  all.  The  rest  of  the  403  cases  were 
scattered  among  a multitude  of  benign 
conditions.  And  now  to  return  to  the 
most  important  work  of  the  survey — 
namely,  the  cases  of  malignancy. 

The  134  cases  occurred  in  130  patients, 
inasmuch  as  we  had  4 patients  with 
double  lesions.  The  distribution  was 
over  the  following  main  areas:  Skin — 

27  cases;  of  these,  22  were  of  the  basal- 
cell type,  14  in  men  and  8 in  women. 
The  age  varied  from  18  to  90,  with  the 
majority  of  cases  between  the  ages  of 
50  to  90.  Most  frequent  locations  were 
nose  (6)  and  cheek  (7).  The  duration 
before  the  first  visit  was  generally  several 
years,  and  the  treatment  consisted  of 
x-ray  or  fulguration.  One  five-year  cure 
was  in  this  group,  but  there  were  also  3 
deaths  due  directly  to  the  existing  lesion. 
One  patient  with  a pearl-cell  carcinoma  of 
the  anal  region  had  an  operation  for  a 
rectal  polyp  nine  years  before  the  first 
clinic  visit.  When  she  was  seen,  the  case 
was  hopeless,  and  death  occurred  after 
four  months.  Of  4 cases  of  malignant 
melanomay  1 occurred  in  a man  and  3 in 
women.  The  age  varied  from  40  to  70 
years  and  the  locations  were : nose 

(hemangiosarcoma),  finger,  arm,  and 
back.  Two  cases  are  alive  and  2 died. 
Terming  it  a subdivision  of  the  skin, 
we  have  to  record  11  cases  of  lip  cancer , 
all  in  men.  The  age  range  extended  from 
50  to  90,  with  a high  frequency  between 
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60  and  80.  There  was  1 directly  at- 
tributable death  two  years  after  resection 
of  the  lower  lip. 

The  oral  cavity  provided  us  with  7 
cases,  3 of  the  tongue,  2 of  the  palate, 
and  2 of  the  tonsil;  5 were  men  and  2 
were  women.  The  death  rate  was  high, 
only  1 case  of  involvement  of  the  tongue 
and  1 of  the  palate  surviving.  One  case 
of  cancer  of  the  larynx  in  a 44-year-old 
man  died  of  a postoperative  hemorrhage 
after  gastrotomy  for  a tracheo-esophageal 
fistula. 

The  digestive  system  provided  us  with 
the  poorest  record,  10  cases  in  all  (esoph- 
agus 2,  stomach  1,  cecum  1,  rectum  6) 
of  which  9 are  dead.  The  only  living 
case  is  the  patient  with  cancer  of  the 
cecum  which  was  resected.  After  a 
short  period  the  patient  developed  ex- 
tensive metastases  of  the  mediastinum. 
Massive  doses  of  x-ray  brought  about 
their  disappearance,  and  to  this  day  the 
patient  is  alive  and  working — four  years 
after  the  operation.  The  cases  were  all 
treated  with  radium  and  x-ray,  but  some 
came  under  our  observation  in  a too  far 
advanced  condition.  One  hypernephroma 
patient  died  two  years  after  the  first 
visit,  and  1 patient  with  embryonal 
carcinoma  of  the  testicle  died  after  a short 
observation. 

The  next  category  comprises  the  female 
genital  system,  one  of  our  most  important 
groups.  There  were  22  cases  of  epider- 
moid carcinoma  of  the  cervix.  They 
ranged  in  age  between  30  and  80,  with 
the  preponderance  in  the  40’s  and  50’s; 
the  average  duration  of  symptoms,  be- 
fore the  first  visit,  was  less  than  one  year. 
Today  12  patients  are  alive,  including 
three  five-year  cures,  9 are  dead,  and  1 
case  could  not  be  followed  up.  Cures  are 
ranging  from  two  to  twelve  years.  The 
treatment  was  by  radium  and  x-ray  com- 
bined, 12  cases;  radium  alone,  8 cases; 
and  x-ray  alone,  2 cases.  It  is  interesting 
to  note  that  2 cases  were  found  in  the 
cervical  stump  after  supravaginal  hyster- 
ectomy. One  was  found  nineteen  years 
postoperatively,  and  died  three  and  one- 
half  years  after  the  discovery  of  the 
cervical  lesion,  whereas  the  other  one 


appeared  eighteen  years  after  the  original 
operation  and  is  well  two  years  after  the 
first  clinic  visit.  One  far  advanced  pa- 
tient with  cancer  of  the  vulva  died  nine 
months  after  the  first  visit. 

The  next  group  comprises  the  cases  of 
adenocarcinoma  of  the  uterus.  Here  we 
saw  9 patients,  with  ages  ranging  from  44 
to  70.  The  average  duration  before  the 
first  visit  was  two  and  one-half  to  one 
year  after  having  first  been  seen.  The 
treatment  consisted  in  radical  operation 
in  5 instances,  x-ray  in  4,  and  x-ray  and 
radium  combined  in  1.  Three  operative 
cases  are  alive,  also  the  case  with  the 
combined  treatment.  One  ovarian  malig- 
nancy was  operated  upon,  and  is  alive 
and  well  after  one  year. 

The  largest  group  includes  the  breast 
cases,  26  in  all,  with  1 male  patient  among 
them.  The  average  duration  of  symp- 
toms before  the  first  visit  was  about  one 
year;  the  ages  ranged  from  30  to  80, 
with  8 cases  in  the  fifth,  5 in  the  sixth, 
and  7 in  the  seventh  decade.  All  had 
operations,  a few  with  pre-  or  postopera- 
tive radiation.  Fifteen  patients  are  alive 
and  well  after  observation  ranging  from 
seven  years  down  to  two  months,  in- 
cluding two  five-year  cures;  10  are  dead, 
and  of  these  7 died  directly  of  meta- 
stases; one  could  not  be  followed  up. 
The  time  of  death  after  operation 
ranged  from  one  to  four  years.  There 
was  1 recurrence  in  a scar,  five  years 
after  the  first  operation. 

The  hemic  and  lymphatic  cases  num- 
bered 7 — namely,  2 cases  of  Hodgkin's 
disease,  1 of  which  is  alive  after  seventeen 
years’  duration  and  treatment;  1 patient 
with  lymphosarcoma  of  eight  years’  dura- 
tion who  died  three  years  after  the  be- 
ginning of  treatment;  and  4 patients 
with  cancer  of  the  parotid,  salivary, 
and  submaxillary  glands,  1 of  whom  died 
at  the  age  of  78. 

Finally,  there  were  10  miscellaneous 
cases,  such  as  sarcoma  of  bone,  connective 
tissue,  or  secondary  spread  to  the  integu- 
ments; 5 of  these  patients  are  alive  and 
well  after  five  years  or  less.  The  double 
cases,  4 in  all,  represented  the  following 
combinations : uterus  and  breast,  died 
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after  operation  for  carcinoma  uteri; 
uterus  and  nose , died  from  the  uterine 
lesion;  rectum  and  lip,  died  from  the 
rectal  cancer;  cervix  and  breast,  died  from 
the  cervical  lesion. 

In  summing  up,  I wish  to  state  that 
this  paper  intends  to  describe  the  work 
done  during  the  six  years’  existence  of  the 
Elmira  Tumor  Clinic.  Every  case  has 
been  checked,  and  the  follow-up  has  been 
completed  to  the  end  of  the  sixth  year, 
with  a failure  of  only  about  5 per  cent. 
It  is  my  personal  opinion  that  the  results 


fully  justify  the  existence  and  continua- 
tion of  this  clinic,  that  the  installation 
of  the  deep-therapy  x-ray  outfit  in  one 
of  the  local  hospitals  is  of  inestimable 
value,  and  that  the  next  goal  should  be 
the  allotment  of  radium  through  federal 
or  state  sources.  Of  further  help  will  be 
the  cooperation  with  the  recently  organ- 
ized Division  of  Cancer  Control  of  the 
State  Department  of  Health,  chiefly  in 
the  line  of  consultant  service  and  as- 
sistance with  local  programs  of  popular 
education. 


EPIDEMICS  IN  WAR  TIME 

In  all  wars  epidemics  have  played  a pre- 
dominant, and  in  most  wars  the  predominant, 
part  in  victory.  In  most  campaigns  in  history, 
disease  has  been  the  winner  and  not  the  sword. 
The  Goths  and  Vandals  did  not  conquer  Rome, 
rather  malaria  and  plague — the  black  death — 
did  so,  according  to  Dr.  C.  J.  Donelan  of  the 
British  Ministry  of  Health,  who  communicated 
to  the  Lancet  (June  1,  1940)  the  suggestion  that 
probably  bubonic  plague  was  introduced  into 
Europe  by  the  Tartars.  Typhus,  “the  red 
cloak,”  appeared  in  Spain  in  1490.  The  Thirty 
Years  War  was  the  cause  of  epidemics  of  several 
kinds  in  all  parts  of  Europe,  through  which  some 
countries  lost  half  or  more  of  their  population. 
The  French  army  under  Napoleon  was  deci- 
mated by  typhus  more  than  once,  to  wit,  the 
French  army  retreating  from  Moscow.  It  is 
stated  that  the  Federal  army  in  the  American 
Civil  War  lost  186,000  men  from  disease  and  less 
than  100,000  from  wounds.  Enteric  fever  was 
the  main  cause.  Epidemics  of  smallpox  were 
spread  over  almost  all  parts  of  Europe  during 
the  Franco-Prussian  War  of  1870.  The  Boer 
War  cost  the  British  Army  11,000  men  from 
disease,  mainly  from  enteric  fever,  and  6,000 


from  wounds.  In  the  war  of  1914-1918  infec- 
tious diseases  were  held  in  check,  especially 
enteric  fever.  Malaria  caused  the  majority  of 
deaths  from  disease  in  the  British  army.  The 
campaign  in  Macedonia,  which  was  seething  with 
malaria-carrying  mosquitoes,  accounted  for  the 
most  cases  of  disease  and  invaliding  and  death. 
Dysentery  occurred. 

While  greater  medical  knowledge  of  how  to 
prevent  disease  and  pestilence  in  war  was  evi- 
denced in  the  1914-1918  campaigns,  the  pride 
that  the  medical  profession  rightly  showed  in 
this  result  was  soon  humbled  by  the  pandemic 
of  influenza  which  killed  in  less  than  a year  more 
people  than  in  four  years  of  destructive  warfare. 
However,  some  lessons  have  been  learned  and 
precautions  against  some  diseases  put  into  prac- 
tice effectively.  With  regard  to  influenza  we 
must  confess  our  impotence,  remarks  the 
Medical  Record,  except  that  we  have  learned  that 
war,  by  overcrowding,  often  under  unhealthy  4 
conditions,  gives  it  the  opportunity  to  slaughter 
on  a vast  scale,  and  reveals  the  truth  that  na- 
ture abused  can  quickly  destroy  life  on  a larger 
scale  than  man  can  by  the  abuse  of  his  inventive 
faculties. 


TUBERCULOSIS  SANATORIUM  CONFERENCE  OF  METROPOLITAN  NEW  YORK 


The  Tuberculosis  Sanatorium  Conference 
will  present  a clinical  session  on  chronic  pul- 
monary diseases  on  Wednesday,  December  11, 
at  8:30  p.m.,  at  Cornell  University  Medical 
College  Amphitheatre,  1300  York  Avenue  (at 
69th  Street),  New  York  City. 

The  program,  arranged  and  presented  by 
Municipal  Sanatorium,  Otisville,  New  York, 
with  Dr.  Grant  Thorburn,  chairman,  presiding, 
will  be  as  follows: 

(1)  “A  Plea  for  the  Early  Jacobaeus  Operation 
in  the  Treatment  of  Incomplete  Collapse 
Therapy,”  by  Dr.  Samuel  A.  Thompson,  direc- 
tor of  surgery,  and  Dr.  Mortimer  Greenberg, 
resident  physician,  with  discussion  by  Dr. 
James  S.  Edlin,  attending  physician. 

(2)  “Data  Concerning  Location  and  Measure- 


ments of  Pulmonary  Cavities  and  Foreign 
Bodies,”  by  Dr.  J.  Emerson  Noll,  roentgenolo- 
gist, with  discussion  by  Dr.  Henry  K.  Taylor  (by 
invitation),  roentgenologist-in-charge,  Welfare 
Hospital,  New  York  City. 

(3)  Pulmonary  Drainage:  Its  Relation  to 
Collapse  Therapy  in  the  Treatment  of  Tuber- 
culosis,” by  Dr.  Milton  S.  Lloyd,  attending 
bronchoscopist,  with  discussion  by  Dr.  Louis  H. 
Clerf  (by  invitation),  professor  of  laryngology 
and  bronchoscopy,  Jefferson  Medical  College, 
Philadelphia. 

(4)  General  discussion  led  by  Dr.  J.  Emerson 
Noll,  roentgenologist,  Municipal  Sanatorium. 

Physicians  are  requested  to  bring  with  them 
any  interesting  x-ray  films  for  informal  presenta- 
tion, 7:45  to  8:30  p.m. 


The  doctors  in  forty-one  of  Michigan’s  eighty-  the  state  offers  for  treating  indigent  patients  and 

three  counties  are  refusing  to  take  the  low  fees  are  giving  their  services  gratis. 


EMPHYSEMA:  THE  DOMINANT  FINDING  IN  AN 
ACUTE  RESPIRATORY  INFECTION 

Preliminary  Report  of  a Possibly  New  Clinical  Picture 

Margaret  R.  Reynolds,  M.D.,  Jackson  Heights,  New  York 
( From  the  Department  of  Pediatrics,  Metropolitan  Hospital,  New  York  City ) 


Everyone  who  has  seen  an  appreci- 
able number  of  patients  during  the 
current  1940  wave  of  respiratory  infec- 
tions has  been  perplexed,  not  infre- 
quently, in  an  endeavor  to  account  for  the 
varied  complaints  of  the  patients.  The 
cases  in  general  have  suggested  the  diag- 
nosis of  some  one  or  another  of  the  more 
common  diseases  but  at  the  same  time 
have  presented  certain  oddities  that 
make  their  classification  uncertain.  The 
original  infection  has  tended  to  be  self- 
limited,  but  the  aftereffects  have  often 
been  so  discouragingly  prolonged  that 
they  have  outweighed  the  importance  of 
the  acute  stage  and,  hence,  constitute  the 
real  challenge  to  diagnosis  and,  more  es- 
pecially, adequate  therapy.  In  a study  of 
some  200  of  these  cases  as  seen  in  New 
York  City,  characteristic  findings  were 
noted  in  each  instance  which  suggest  that 
we  have  been  dealing  this  year  with  an 
essentially  different  clinical  entity.  If 
this  should  prove  to  be  the  case,  the  prob- 
lems of  diagnosis  and  treatment  can  be 
met  only  through  the  concerted  efforts  of 
many  investigators.  This  preliminary  re- 
port is  submitted  in  the  hope  that  other 
clinicians  will  review  their  recent  respira- 
tory cases  for  the  characteristic  findings, 
which  persist  long  after  the  acute  stage 
has  passed,  to  see  whether  the  features 
noted  are  as  widespread  and  significant 
as  they  have  appeared  to  be  in  this  par- 
ticular group.  The  observations  here 
recorded  have  been  made  in  a pediatric 
practice,  correlated  with  more  extensive 
studies  on  the  children’s  ward  of  a large 
city  hospital.  Enough  cases  have  been 
seen  in  adults,  however,  through  the 
courtesy  of  my  confreres,  to  warrant  the 
statement  that  age  has  no  effect  whatever 
on  the  incidence,  immunity,  symptoma- 
tology, or  findings  as  presented  during 


the  current  epidemic.  I have  personally 
examined  patients  in  all  five  boroughs  of 
New  York  City,  in  Westchester  and 
Dutchess  counties  of  New  York,  in  Con- 
necticut, New  Jersey,  and  Washington, 
D.  C.  In  all  these  regions  the  picture  has 
been  the  same. 

Regardless  of  whether  the  original 
respiratory  infection  was  mild  or  severe, 
it  was  frequently  followed  by  an  unusu- 
ally persistent  or  recurrent  anorexia, 
lassitude,  or  muscular  weakness.  Dysp- 
nea on  exertion,  recurring  substernal 
pains,  or  feelings  of  chest  “heaviness” 
were  often  noted  over  a period  of  weeks, 
not  infrequently  accompanied  by  a dis- 
tressing and  unproductive  cough.  Per- 
sistent low-grade  temperatures  in  many 
cases  were  not  satisfactorily  explained  on 
the  basis  of  noted  physical  observations, 
x-ray  studies  of  the  chest,  tuberculin 
tests,  and  urinary  or  blood  studies.  Re- 
lapses were  extremely  common,  often 
without  findings  sufficient  to  account  for 
the  degree  of  disability  or  temperature 
then  present.  A secondary  anemia  was 
strikingly  rare  as  a possible  cause  for  the 
patients’  disability,  a higher  than  average 
hemoglobin  percentage  being  more  com- 
monly reported  along  with  an  even  greater 
increase  in  the  number  of  red  blood  cells. 
These  laboratory  findings  suggested  a 
compensatory  mechanism  such  as  occurs 
in  an  anoxic  anoxemia,  and  it  is  felt  that 
this  may  actually  be  the  cause  of  many  of 
the  diverse  and  persistent  complaints 
noted — complaints  that  have  often  simu- 
lated those  known  to  occur  in  cases  of 
mountain  sickness.  A persistent  emphy- 
sema is  one  of  the  recognized  causes  of  an 
anoxic  anoxemia,  and  this  was  found  in 
each  of  the  cases  here  reported.  Pre- 
viously, emphysema  has  been  an  un- 
common finding,  especially  in  acute  re- 
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spiratory  infections,  and,  therefore,  has 
been  given  but  little  consideration  in 
differential  diagnosis.  Consequently,  we 
have  generally  overlooked  the  outstand- 
ing feature  of  the  chest  examination  that 
would  lead  to  an  understanding  of  the 
problem  the  patients  presented  this  year. 

After  the  possibility  of  an  emphysema 
being  present  was  once  forced  upon  me,  it 
became  obvious  that  its  ready  detection 
depended  upon  the  very  changes  of  percus- 
sion and  auscultation  ordinarily  consid- 
ered of  no  significance.  Hyperresonance 
was  readily  appreciated  only  when  the  ear 
was  kept  attuned  for  this  finding  as  well 
as  for  an  impaired  percussion  note.  At- 
tention had  to  be  given  to  the  relative 
intensity  of  the  breath  sounds  as  well  as 
their  quality,  and  to  the  length  of  expira- 
tion in  addition  to  its  pitch.  Any  in- 
crease in  the  intensity  of  vocal  resonance 
in  a crying  infant  is  instantly  noted  by  an 
experienced  clinician,  but  even  an  ex- 
tensive diminution  of  the  vocal  sounds 
was  easily  overlooked  unless  one  listened 
especially  for  it.  Once  aware  of  the  need 
for  concentrating  on  these  seemingly 
minor  changes  to  be  noted  in  the  exami- 
nation, the  presence  of  the  emphysema 
was  thereafter  readily  apparent. 

Symptomatology 

The  onset  in  the  acute  cases  was  vari- 
able and  not  characteristic.  Often  there 
was  only  a sudden  elevation  of  tempera- 
ture, sometimes  with  a history  that  the 
child  had  been  exceptionally  irritable  dur- 
ing the  preceding  twenty-four  hours  or 
had  been  especially  inactive.  Accom- 
panying the  temperature  rise  there  was 
often  an  excessive  drowsiness,  amounting 
even  to  a semistupor.  Not  uncommonly, 
such  a stuporous  child  without  warning 
might  become  violently  delirious,  even 
difficult  to  restrain,  or  a delirium  occur- 
ring during  sleep  might  be  the  first  indica- 
tion of  the  illness.  Headaches  of  great 
severity  occurred  early  and  persisted  for 
twenty -four  hours  or  more.  Sensations  of 
‘ ‘chilliness’ ’ were  common.  During  cer- 
tain periods  of  the  epidemic,  laryngitis  or 
* ‘croup”  were  the  first  symptoms  noted. 
Less  commonly,  a “wheezing”  cough  was 


mentioned,  usually  in  a child  known  to  be 
allergic.  With  these  few  exceptions,  a 
cough  was  strikingly  uncommon  during 
the  early  stage.  Coryza,  too,  was  re- 
markably infrequent.  A severe  earache  at 
times  signaled  the  onset,  generally  as- 
sociated with  hemorrhagic  vesicles  on  the 
drum.  Vomiting  and  abdominal  pain, 
even  before  any  rise  of  temperature,  not 
infrequently  presented  serious  problems  in 
the  differentiation  between  an  acute  ap- 
pendicitis and  a mesenteric  adenitis. 

The  complaint  of  a “sore  throat”  of 
any  degree  is  uncommon  in  young  chil- 
dren and  yet  was  encountered  with  re- 
markable frequency  during  this  epidemic, 
being  mentioned  by  children  as  young  as 
3 years  of  age.  The  pain  often  was  severe 
and  out  of  proportion  to  the  noted 
pharyngeal  changes.  On  the  other  hand, 
some  children  with  a follicular  tonsillitis 
and  extensive  pharyngeal  inflammation 
complained  of  little  local  discomfort. 

Regardless  of  the  nature  or  severity  of 
the  onset,  the  patients  as  a group  showed 
a remarkable  apathy  even  after  the  tem- 
perature had  returned  to  normal.  The 
mothers  had  no  difficulty  in  keeping  these 
patients  in  bed.  Appetites  diminished, 
often  to  the  vanishing  point,  milk  and 
fruit  juices  being  especially  obnoxious. 
Among  the  infants  there  was  a tendency 
to  a recurring  diarrhea  necessitating  the 
use  of  banana  powder  or  pectin-agar 
mixtures  over  relatively  long  periods. 
Mucus  was  commonly  present  but  never 
blood  or  pus.  In  fact,  mucus  in  the  stools 
of  older  children  and  infants  was  often 
found  during  the  entire  time  that  ex- 
pectorant drugs  were  administered. 

Many  patients  were  not  seen  until  ten 
days  to  several  weeks  after  the  acute 
illness.  (Occasionally  there  was  only  the 
history  of  a “grippey  cold”  in  some  other 
member  of  the  family.)  In  this  group  the 
complaints  were  anorexia,  loss  of  weight, 
excessive  fatigue,  muscle  weakness,  lassi- 
tude, or  a cough.  The  cough  sometimes 
began  suddenly  without  a temperature 
rise  and  was  of  such  violence  as  to  de- 
mand immediate  attention.  More  com- 
monly, it  was  of  several  weeks’  duration, 
day  or  night,  and  was  accompanied 
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by  an  afternoon  rise  of  low-grade  tem- 
perature. Often  described  as  “hacking” 
or  “barking,”  the  cough  generally  was 
harassing,  persistent,  and  unproductive. 
Occasionally  it  was  spasmodic,  simulating 
pertussis  without  a “whoop.”  In  the 
cases  of  longer  standing,  sudden  severe 
chest  pains  were  common,  usually  sub- 
sternal.  In  1 child  the  severity,  per- 
sistence, and  radiation  of  the  pain  from 
the  lower  right  axillary  region  to  the 
shoulder  were  such  as  to  suggest  a pleuri- 
tis.  Older  children  frequently  described 
a feeling  of  “heaviness”  or  a “tight  band” 
around  the  chest.  Such  discomfort  was 
aggravated  by  exercise.  Dyspnea  on 
exertion,  such  as  stair  climbing  or  run- 
ning, was  common,  the  child  “losing  his 
wind”  too  easily.  Annoying  spells  of  hic- 
cough were  occasionally  encountered. 

Of  late  there  has  been  a series  of  un- 
usual and  even  bizarre  joint  complaints. 
Children  were  brought  in  because  of  a 
“queer  gait”  which  usually  started  sud- 
denly following  a sharp,  severe  pain  in 
some  joint.  One  boy,  aged  7,  cried  out 
because  of  pain  in  his  hip  as  he  jumped 
out  of  bed.  He  walked  with  a waddling 
gait.  Another  was  seen  with  his  foot 
“locked”  in  an  equinus  position.  One 
patient  who  wakened  with  a “stiff  neck” 
was  seen  after  three  days  with  his  head 
held  to  one  side  and  the  chin  drawn  far 
back  toward  his  shoulder.  Not  infre- 
quently, there  has  been  a history  that  a 
knee  “slipped  backward,”  “gave  way,” 
or  “locked”  with  such  frequency  the 
patient  or  his  parents  had  learned  to 
correct  it  with  manipulation.  In  still 
another  group  the  complaint  was  not  of 
these  sudden  joint  pains  but  of  recurring 
“cramps,”  often  of  great  severity  and 
most  commonly  occurring  at  rest  or  dur- 
ing sleep.  Usually  the  pain  was  in  the 
knees  or  along  the  anterior  tibial  borders, 
but  it  was  also  located  in  the  ankles, 
arches,  or  anterior  thighs.  Finger  pains 
gave  the  greatest  trouble  to  1 young 
pianist,  occurring  only  when  the  hands 
were  at  rest. 

Physical  Findings 

An  enlargement  of  the  papillae  of  the 


tongue,  a persistent  edema  of  the  uvula, 
and  an  emphysema  was  noted  in  each  of 
the  patients  included  in  this  report.  All 
3 were  found  in  contact  cases  before 
clinical  symptoms  were  apparent,  and  all 
3 persisted  even  for  weeks  after  the  acute 
stage  had  passed.  In  no  case  were  the 
mouth  findings  present  unless  there  was 
an  emphysema,  and  in  no  instance  was 
emphysema  found  without  the  changes  in 
the  tongue  and  uvula. 

Mouth. — The  appearance  of  the  tongue 
varied  with  different  phases  of  the  illness, 
passing  through  certain  well-defined 
stages.  The  earliest  change  noted  was  a 
slight  enlargement  of  the  papillae,  more 
prominent  along  the  sides  and  tip.  This 
was  accompanied  by  a slight  veiling  over 
the  dorsum  of  the  tongue,  especially 
toward  the  back,  giving  it  a gray-pink 
appearance.  Later  this  moist  coating 
became  heavier,  and  the  papillae  became 
further  enlarged  and  redder  as  did  the 
sides  of  the  tongue,  until  eventually  a 
brilliant  “strawberry”  appearance  was 
presented  during  the  acute  stage  or,  later, 
at  the  time  of  a relapse.  The  tongue  did 
not  peel  within  a few  days  but  gradually 
retrogressed  until  a gray-pink  stage  again 
was  reached.  The  papillae  then  remained 
large  but  were  of  the  same  color  as  the 
tongue  and,  hence,  were  not  readily  ap- 
parent. This  “poststrawberry”  tongue 
persisted  for  weeks.  The  size  of  the 
papillae  and  the  brilliance  of  the  tongue 
coloring  at  any  given  time  came  to  be 
regarded  as  reliable  guides  to  the  activity 
of  the  infection.  In  some  of  the  longer 
standing  cases  the  tongue  occasionally 
showed  an  unusual  smoothness  and 
shininess  suggestive  of  a deficiency  of  the 
vitamin-B  complex  such  as  occurs  in  post- 
typhoid patients.1 

Pharynx. — The  edema  of  the  uvula  was 
of  all  degrees.  In  the  contact  and  chronic 
cases  the  involvement  was  often  so  slight 
as  to  show  only  as  a pale,  increased  trans- 
lucency  readily  overlooked,  especially  in 
infants  or  others  who  kept  the  uvula  re- 
tracted for  relatively  long  periods.  In  the 
more  acute  cases  it  was  injected  and  en- 
larged, sometimes  excessively  so.  At 
times  the  edema  extended  down  over  the 
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anterior  faucial  pillars  and  involved  the 
entire  pharynx  when  the  inflammation 
was  severe.  The  anterior  pillars  generally 
were  injected,  the  color  often  being  bluish 
red,  and  extending  out  over  a relatively 
broad  band.  This  band  or  encircling 
faucial  ring  sometimes  persisted  for  long 
periods.  In  children  over  5 years  of  age 
an  extensive  follicular  tonsillitis  was  ob- 
served. 

Cervical  Adenitis  was  never  severe  and 
was  rare  during  the  first  weeks  of  the 
epidemic,  even  in  patients  with  a follicular 
tonsillitis.  Of  late,  a moderate  enlarge- 
ment of  the  glands  has  occasionally  been 
noted. 

Lungs. — An  obstructive  emphysema 
was  the  outstanding  finding  in  each  ex- 
amination. In  the  early  cases  small  or 
large  areas  were  found  scattered  through- 
out the  chest  without  selective  location. 
In  those  of  longer  duration  the  emphy- 
sema was  always  bilateral  and  was  gen- 
erally more  extensive,  sometimes  suffi- 
cient to  obliterate  liver  as  well  as  cardiac 
dullness.  In  patients  under  treatment, 
the  last  regions  to  clear  were  usually  lo- 
cated on  either  side  mesial  to  the  scapulae. 

Scattered  patches  of  partial  atelectasis 
were  generally  associated  with  the  em- 
physema. Almost  invariably  one  such 
area  was  found  in  the  right  axillary 
region  anterior  to  the  lower  half  or  third 
of  the  scapula,  sometimes  extending  below 
and  posterior  to  the  tip.  Occasionally 
there  was  a similar  involvement  on  the 
left  side.  Cases  of  longer  standing  usually 
had  somewhat  larger  areas  at  the  bases. 
In  the  child  where  the  severe  and  pro- 
longed chest  pain  suggested  a pleuritis, 
the  findings  were  so  extensive  over  the 
right  lower  lobe  that  an  admission  diag- 
nosis of  pleurisy  with  possible  effusion  was 
made.  However,  the  percussion  changes 
and  markedly  diminished  breath  sounds 
of  this  region  disappeared  within  the 
first  twenty-four  hours,  being  replaced  by 
scattered  areas  of  normal  breath  sounds, 
emphysema,  and  patches  of  atelectasis. 
Such  a sudden  metamorphosis  in  the 
character  and  distribution  of  the  findings 
was  one  of  the  constant  features  to  be 
noted  in  this  group  of  cases;  the  chest  pic- 


ture often  varied  in  the  course  of  a single 
examination. 

Rales  were  conspicuously  absent.  In 
a few  cases  sibilant  and  sonorous  sounds 
both  inspiratory  and  expiratory  were 
heard  during  the  acute  stage.  Later  in 
the  illness,  transient  coarse  rales,  which 
disappeared  after  a cough,  were  infre- 
quently noted  after  the  use  of  stimulating 
expectorants.  Bronchial  breathing  has 
not  been  heard  except  in  the  cases  where 
an  unmistakable  lobar  pneumonia  was 
superimposed  on  the  emphysematous 
chest  during  a later  stage  of  the  illness. 

The  respiratory  rate  was  character- 
istically slow  even  in  the  acute  toxic  cases 
with  a high  temperature.  Dyspnea, 
cyanosis,  or  other  respiratory  embarrass- 
ment generally  were  not  encountered. 
A notable  exception  occurred,  however, 
when  an  area  of  atelectasis  occurred  at 
one  or  both  apices.  Then  the  respiratory 
rate  was  increased,  ranging  from  44  to  48 
per  minute  in  children  of  school  age  to  as 
high  as  70  in  young  infants.  Occasionally 
this  rapid  rate  was  accompanied  by  a 
slight  to  moderate  dilatation  of  the 
nostrils.  An  expiratory  grunt  was  not 
heard,  nor  were  cyanosis  or  dyspnea 
present  even  under  these  conditions.  The 
observation  of  the  greatest  importance 
was  a possible  interruption  of  the  respira- 
tory rhythm.  When  a child  became 
sufficiently  interested  in  some  outside 
stimulus,  a definite  slowing  of  the  rate 
would  occur.  The  older  children  could, 
on  command,  hold  the  breath  for  rela- 
tively long  periods.  In  every  case  the  in- 
creased respiratory  rate  dropped  to 
normal  as  soon  as  the  apical  region 
opened,  although  the  temperature  re- 
mained elevated. 

Heart. — A change  in  the  location  or 
character  of  the  maximum  cardiac  im- 
pulse (as  distinguished  from  the  true 
cardiac  apex  or  outer  border)  was  noted 
at  some  time  in  each  case.  Usually  the 
maximum  impulse  was  found  shifted 
about  2 cm.  to  the  right  of  the  position 
regarded  as  normal  for  the  age  and  in 
the  fourth  or  fifth  interspace.  In  1 in- 
fant it  dropped  to  the  sixth  during  one 
twenty-four-hour  period  when  the  true 
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outer  border  also  was  located  in  the  sixth 
interspace.  The  shift  to  the  right  was 
noted  not  only  in  children  with  normal 
hearts  but  in  those  with  a hypertrophy 
due  to  chronic  valvular  disorders  or  con- 
genital defects.  Not  infrequently,  the 
entire  cardiac  impulse  became  indistinct 
and  difficult  to  localize  because  of  the 
overlying  expanded  lung.  The  finding  of 
a shifted  maximum  impulse  or  an  indis- 
tinct apical  beat  should  lead  one  to  sus- 
pect the  presence  of  an  emphysema  and 
should  be  of  special  value  in  the  examina- 
tion of  a crying  child  or  1 otherwise  un- 
cooperative so  as  to  make  percussion  and 
auscultation  unsatisfactory. 

A tumultuous  character  of  the  heart 
sounds  was  noted  frequently  during  the 
acute  stage  and  occasionally,  at  later 
periods,  accompanying  the  sudden  change 
in  heart  rate  which  would  occur  with  the 
closure  or  opening  of  lung  areas.  During 
such  periods  of  change  in  pulmonary  ven- 
tilation, the  cheeks  were  seen  to  flush 
suddenly,  or  a transient  change  of  facial 
expression  would  occur.  The  older  pa- 
tients described  “peculiar”  chest  sensa- 
tions occurring  at  such  times.  A meta- 
morphosing character  of  the  heart  sounds 
and  rate  would  seem  to  be  as  significant 
as  the  metamorphosing  breath  sounds. 
A slow  pulse  rate  following  the  fall  of  tem- 
perature occasionally  occurred  during  the 
earlier  weeks  of  the  epidemic,  dropping  to 
60  per  minute  in  children  of  school  age 
and  even  to  56  in  1 boy  10  years  of  age. 

Laboratory  Findings 

Blood. — The  white  blood  cells  ranged 
from  6,000  to  12,000,  more  commonly  be- 
ing below  10,000.  Regardless  of  the  age 
of  the  child,  the  polymorphonuclear 
leukocytes  averaged  70  per  cent,  the  im- 
mature forms  being  12  to  15  per  cent. 
Counts  up  to  18,000  were  found  in  cases 
with  an  extensive  throat  infection.  The 
red  blood  cells  averaged  4.2 — 5,000,000 
and  the  hemoglobin  80  to  100  per  cent. 
The  sedimentation  rate  was  normal 
whenever  determined. 

X-Rays. — The  roentgenologic  studies 
made  on  these  patients  showed  no  char- 
acteristic changes  in  the  chest  picture. 


(The  areas  of  emphysema  apparently  at- 
tenuate the  shadows  of  the  patches  of 
partial  atelectasis.)  A generalized  hyper- 
vascularization was  found  in  each  case, 
usually  with  an  increased  or  widened  hilar 
shadow.  Occasionally  the  vascular  streak- 
ings were  somewhat  more  prominent  in 
the  triangular  basal  regions.  When  the 
emphysema  was  extensive,  examinations 
made  in  the  upright  position  revealed  a 
moderate  increase  of  pulmonary  aera- 
tion and  a slight  lowering  of  the  dia- 
phragm. 

Bacteriology. — The  one  organism  con- 
sistently found  in  the  secretions  of  these 
patients  was  a staphylococcus,  either 
aureus  or  albus.  Not  infrequently  the 
organism  was  one  that  hemolyzed  blood 
agar  plates  within  twenty  to  twenty-four 
hours.  Such  staphylococci,  apparently  in 
pure  culture,  have  repeatedly  been  re- 
ported from  the  throats  of  patients  with 
an  extensive  follicular  tonsillitis  as  well 
as  those  with  milder  throat  manifesta- 
tions. A hemolytic  streptococcus  was 
occasionally  found  in  relatively  small 
numbers  in  the  throat  cultures  in  addi- 
tion to  the  predominating  staphylococcus. 
A rapidly  hemolyzing  staphylococcus  has 
repeatedly  been  the  only  organism  iso- 
lated from  the  tenacious  material  ob- 
tained on  laryngeal  swabs.  It  has  been 
present  in  the  discharge  from  infected 
nasal  sinuses  and  in  cases  of  otitis  media 
where  the  aural  exudate  was  serosanguine- 
ous  in  character.  In  1 boy  with  a gangre- 
nous ruptured  appendix  staphylococci 
where  found  in  the  peritoneal  exudate. 
Within  six  hours  after  first  noting  a small 
pustular  lesion  at  the  base  of  one  nail,  a 
girl,  aged  12,  showed  extensive  dorsal 
swelling  and  tenderness  of  the  entire 
hand,  a lymphangitis  visible  to  the  elbow, 
and  an  involvement  of  the  epitrochlear  and 
axillary  glands.  This  was  accompanied 
by  an  elevation  of  temperature  and 
general  toxicity.  The  blood  culture  was 
reported  as  “no  growth”;  staphylococci 
were  recovered  from  the  purulent  material 
of  the  finger.  Another  child  with  a 
rapidly  necrosing  lesion  at  the  base  of  a 
nail  always  had  blood-streaked  dressings. 
Deep-seated  hemorrhagic  vesicles  were 
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scattered  throughout  all  the  adjoining 
indurated  tissues.  Again  a rapidly  hemo- 
lyzing  staphylococcus  was  reported  in 
pure  culture.  One  infant,  10  days  old, 
was  seen  because  of  styes  on  one  lid  and 
large  pustules  forming  behind  one  ear. 
He  showed  the  typical  mouth  and  chest 
signs,  and  only  a staphylococcus  was  iso- 
lated from  the  throat  culture. 

The  possible  significance  of  these  bac- 
teriologic  findings  is  as  yet  undetermined. 

Complications 

Anoxemia. — The  emphysema  in  all  un- 
treated cases  persisted  for  indefinite 
periods,  tending  to  become  more  extensive 
with  the  resumption  of  activities.  Dysp- 
nea, the  various  chest  symptoms,  and  a 
cough  were  then  the  most  common  com- 
plaints and  were  usually  accompanied 
by  an  exaggeration  of  the  anorexia, 
fatigue,  and  muscular  weakness.  Typical 
facies  came  to  be  recognized  in  this  group 
following  the  development  of  the  anoxic 
anoxemia.  A circumoral  grayness  was 
readily  apparent,  especially  in  those  of 
lighter  complexion,  with  similar  color 
changes  under  the  eyes.  Vital  capacity 
studies  now  under  way  and  determina- 
tions of  the  oxygen  saturation  of  the 
arterial  blood2  have  revealed  definite 
impairment  of  respiratory  function  in 
these  patients.  One  infant  of  16  months 
presented  a textbook  picture3  of  the  dele- 
terious effects  of  an  anoxic  anoxemia  on 
the  respiratory  center.  With  the  rise  of 
temperature  which  accompanied  a re- 
lapse, generalized  convulsions  occurred, 
including  a spasmodic  closure  of  the 
glottis.  The  infant  suddenly  presented 
the  alarming  picture  of  a cerebral  failure 
of  respiration,  which  necessitated  the  con- 
tinued use  of  artificial  respiration  and 
cardiac  stimulation  to  maintain  life  until 
a tracheotomy  could  be  done.  The 
spasm  of  the  glottis  relaxed  shortly  there- 
after under  the  influence  of  sedatives, 
breathing  was  resumed  through  the 
larynx,  and  the  tracheotomy  wound  could 
be  closed.  A laryngoscopic  examination 
in  this  case  subsequently  showed  no 
edema  or  gross  exudate  in  the  larynx  or 
trachea.  Other  cases  of  sudden  respira- 


tory collapse  among  the  infants  on  the 
ward  further  impressed  upon  us  the  possi- 
bility of  an  acute  suffocation  occurring 
as  a result  of  the  anoxemia. 

Muscle  and  Joint  Complication. — Mus- 
cular atrophy  out  of  proportion  to  the 
apparent  severity  or  duration  of  the  acute 
infection  was  one  of  the  striking  features 
of  the  illness.  The  loss  of  muscle  tone 
was  especially  marked  in  the  upper  arms, 
thighs,  and  legs.  A remarkable  laxity  of 
the  joints  was  not  infrequently  observed, 
and  sometimes  it  was  sufficient  to  permit 
lateral  manipulation  of  the  knee,  finger, 
and  toe  joints.  Occasionally,  a complete 
circumrotation  of  the  digits  (clockwise  or 
counterclockwise)  or  of  the  individual 
phalangeal  joints  was  possible.  Hyper- 
extension of  the  knees  and  fingers  was  one 
of  the  earliest  and  most  constant  observa- 
tions. Occasionally,  grating  noises  were 
heard  within  the  joints.  Local  tender- 
ness was  noted  only  in  those  cases  where 
the  separation  of  adjacent  surfaces  was  so 
great  as  to  permit  some  tendon  or  other 
supporting  structure  to  slip  out  of  its 
accustomed  anatomic  position,  giving  the 
sudden  pain  and  restricted  motion  pre- 
viously described.  Examination  of  these 
joints  revealed  local  muscle  spasm,  ten- 
derness, and  restricted  motion.  Upon 
manipulation,  the  normal  anatomic  re- 
lationship of  the  joint  would  suddenly  be 
restored,  with  relief  of  pain  and  freedom 
of  motion.  The  excessive  laxity  of  the 
joints  gradually  disappeared  as  the  mus- 
cle tone  returned.  When  the  muscles 
then  resumed  their  normal  functions  of 
joint  support  and  weight-bearing,  strain 
was  removed  from  the  various  tendons, 
ligaments,  and  other  structures  com- 
pletely unadapted  to  such  tasks,  and  the 
symptoms  disappeared. 

Subcutaneous  Emphysema , secondary 
to  a mediastinal  emphysema  as  revealed 
by  x-ray,  appeared  suddenly  after  a 
violent  coughing  spell  in  a boy,  aged  8, 
whose  cough  had  been  spasmodic  and 
severe  for  a month.  The  morning  follow- 
ing a bronchoscopic  examination  he  de- 
veloped a temperature  of  104  F.,  was 
prostrated,  and  complained  of  a very 
sore  throat.  A previously  dull  pink 
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“poststrawberry”  tongue  had  changed  to 
a heavily  coated  one  with  the  sides  and 
papillae  a brilliant  red.  The  entire 
pharynx  was  intensely  inflamed.  The 
subcutaneous  emphysema  appeared  six 
hours  after  the  temperature  rise  and 
twenty-six  hours  after  the  bronchoscopic 
examination. 

Differential  Diagnosis 

Because  of  the  invariable  association  of 
an  emphysema,  a persistently  edematous 
uvula,  and  enlarged  papillae  of  the  tongue 
in  every  patient  in  this  group  of  200  cases 
it  is  felt  that  possibly  we  have  of  late  been 
dealing  with  a new  clinical  entity.  The 
course  and  frequently  encountered  com- 
plications and  debilitating  aftereffects 
have  likewise  shown  rather  distinct  differ- 
ences from  the  more  usually  encountered 
respiratory  infections,  such  as  influenza, 
streptococcic  sore  throat,  and  broncho- 
pneumonia. 

Differing  from  influenza,  the  onset  of 
the  present  infection  was  not  character- 
ized by  severe  aching  pains  throughout 
the  body,  back  and  extremities.  A 
prominent  coryza  and  injection  of  the 
conjunctivas  were  not  seen,  nor  was  an 
early  irritative  cough  noted.  Leuko- 
penia with  a predominance  of  lympho- 
cytes was  not  found  in  the  early  stages. 
The  bronchiolitis  and  associated  emphy- 
sema as  found  in  patients  ill  with  influenza 
is  characteristically  accompanied  by  cya- 
nosis, rapid  labored  breathing,  and  moist 
rales  in  the  chest.  None  of  these  signs 
was  noted  in  our  patients.  The  necrotic 
lesions  of  the  influenza  bronchiolitis 
produce  changes  visible  on  x-ray.  These 
were  not  seen  in  our  study.  Similarly, 
cases  of  bronchiolitis  due  to  the  Bacillus 
mucosus  encapsulatus  show  coarse 
rales,  scattered  throughout  the  lungs,  ex- 
treme dyspnea,  and  x-ray  evidence  of  the 
multiple  abscesses  and  cavities  in  the 
lungs. 

In  some  of  the  patients  this  year  the 
intensely  inflamed  throats  seemed  clini- 
cally indistinguishable  from  those  of 
streptococcic  origin,  especially  the  ones 
with  an  extensive  follicular  exudate. 
However,  a hemolytic  streptococcus  was 


never  found  as  the  dominant  organism. 
In  a few  cases  a punctate  eruption  was 
noted  on  the  soft  palate.  This,  together 
with  the  intensely  inflamed  throat  and 
brilliant  strawberry  tongue,  suggested 
the  diagnosis  of  scarlet  fever.  There  was 
no  circumoral  pallor,  however;  the  tongue 
did  not  peel  as  it  does  in  scarlet  fever; 
and  there  was  no  subsequent  desquama- 
tion of  the  skin.  A cervical  adenitis  did 
not  develop,  and  the  Rumpel-Leeds  phe- 
nomenon was  absent.  However,  one 
could  never  make  a diagnosis  of  this 
epidemic  bronchiolitis  on  the  appearance 
of  the  mouth  alone,  the  accompanying 
emphysema  being  an  essential  part  of  the 
picture. 

Patients  with  an  area  of  atelectasis  at 
the  apex  have  frequently  been  admitted 
to  the  hospital  with  a previous  diagnosis 
of  bronchopneumonia.  They  were  toxic, 
had  an  increased  respiratory  rate,  and 
occasionally  had  a dilatation  of  the 
nostrils  and  suggestive  chest  findings. 
Unless  one  had  in  mind  the  possibility  of 
the  emphysema  being  present  along  with 
scattered  patches  of  partial  atelectasis, 
the  areas  with  an  impaired  percussion 
note  and  diminished  breath  sounds  could 
readily  suggest  the  presence  of  early 
bronchopneumonic  lesions.  The  lung 
changes  in  these  cases  were  never  pro- 
gressive, however,  the  inconstancy  and 
metamorphosing  character  of  the  findings 
on  physical  examination  being  a striking 
feature.  Localized  fine  rales  and  bron- 
chial breathing  were  not  heard.  Occa- 
sionally the  broncho  vesicular  breathing 
of  the  right  apex  was  sufficiently  pro- 
nounced to  suggest  bronchial  breathing, 
but  there  was  never  a tubular  quality  of 
the  sounds  and  the  changes  were  never 
progressive.  The  patients  were  not  dysp- 
neic.  There  was  no  expiratory  grunt  or 
active  dilatation  of  the  alae  nasi.  Of 
greatest  importance  in  differential  diag- 
nosis was  the  possible  interruption  of  the 
respiratory  rhythm  through  stimulation 
of  interest  or  by  command.  The  relatively 
low  white  blood  cell  count  and,  more  es- 
pecially, the  normal  sedimentation  rate 
differed  from  the  laboratory  findings  in  a 
case  of  bronchopneumonia. 
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A chronic  cough  following  an  acute 
respiratory  infection  and  accompanied 
by  fatigue,  muscle  weakness,  and  a low- 
grade  temperature  might  suggest  an  early 
tuberculous  lesion.  The  differential  diag- 
nosis should  not  be  difficult  if  the  find- 
ings that  characterize  the  present  epi- 
demic are  all  present  and  are  given  due 
consideration.  It  would  seem  probable 
that  future  attention  will  have  to  be 
given  to  the  possibility  of  bronchiectatic 
lesions  developing  in  the  lungs  of  the  un- 
treated cases,  where  the  emphysema,  ac- 
companied by  alterations  of  the  pul- 
monary ventilation  and  circulation,  has 
persisted  for  long  periods. 

Summary 

The  characteristic  findings,  course,  and 
deleterious  aftereffects  as  presented  by  a 
group  of  some  200  patients  observed  in 
New  York  City  since  February,  1940, 
suggest  that  possibly  we  have  been  deal- 
ing with  a new  rather  than  a modified 
clinical  entity  this  year.  The  illness  has 
affected  children  and  adults  alike.  In 
each  patient  an  obstructive  emphysema 
with  variable  sized  patches  of  partial 


atelectasis  was  found  associated  with  a 
persistent  edema  of  the  uvula  and  enlarge- 
ment of  the  papillae  of  the  tongue.  The 
acute  stage  was  self-limited.  Relapses 
were  extremely  common.  The  emphy- 
sema has  persisted  for  indefinite  periods, 
thus  giving  rise  to  an  anoxic  anoxemia. 
In  infants  at  least  this  may  result  in 
acute  suffocation  from  failure  of  the  re- 
spiratory center.  A chronic  cough,  dysp- 
nea on  exertion,  depression,  anorexia, 
and  fatigue  have  frequently  persisted  for 
a discouragingly  long  time,  necessitating 
repeated  and  prolonged  absences  from 
accustomed  activities.  Thus,  the  after- 
effects of  the  current  infection,  whatever 
its  true  nature  may  prove  to  be,  far  out- 
weigh the  importance  of  the  acute  stage 
and  make  the  illness  one  to  command  our 
respect  and  concerted  study.  The  chal- 
lenge lies  not  in  diagnosis  alone  but  more 
especially  in  treatment  and  the  preven- 
tion of  complications. 
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“The  September  24th  issue  of  Look,  beginning 
on  page  36  had  a most  informative  article  en- 
titled Country  Doctor.  It  was  accurate,  truth- 
ful and  presented  the  life  of  a country  doctor  in 
a kindly  manner.  I feel  sure  that  the  medical 
profession  of  the  United  States  appreciates  this 
type  of  article.  Coming  so  soon  after  the  article 
in  Life  referred  to  in  our  last  article,  one  can- 
not fail  to  compare  them,  greatly  to  the  credit  of 
the  Look  article. 

“The  editorial  in  the  tabloid.  Medical  Econom- 
ics, the  September  issue  is  excellent  and  should 
be  read  by  all.  Also  the  article  on  Physicians’ 
Incomes  on  page  38  is  most  interesting  and  well 
worth  a few  minutes  careful  perusal.” — A recent 
editorial  in  the  Illinois  Medical  Journal 


“As  far  as  I am  concerned  I intend  to  devote 
the  rest  of  my  life  to  the  problem  of  developing 
man  in  his  organic  and  spiritual  entirety.  For  the 
quality  of  life  is  more  important  than  life  itself. 
We  must  now  use  theoretical  and  applied  science 
not  for  the  satisfaction  of  curiosity  but  for  the 
betterment  of  the  self  and  for  the  construction  of 
the  truly  civilized  man.” — Dr.  Alexis  Carrell 

The  Canadian  Medical  Association  has  in- 
formed the  British  Medical  Association  that 
homes  of  physicians  in  several  provinces  are 
ready  to  receive  more  than  1,100  children  of 
British  physicians,  according  to  an  announce- 
ment in  the  Canadian  Medical  Association 
Journal 


Ward  9 in  the  Hospital  for  the  Relief  of  the 
Ruptured  and  Crippled  on  November  9 became 
a setting  in  the  Black  Forest  when  fifty  crippled 
children  gathered  around  Irene  Wicker,  the 
“Singing  Lady”  of  the  radio,  who  brought  to 
them  vividly  the  story  of  Goldilocks  and  the 
Three  Bears. 

It  was  an  occasion  for  these  little  shutins  ar- 
ranged by  the  United  Hospital  Campaign  and 
the  National  Broadcasting  Company  to  bring  a 
bright  quarter  of  an  hour  into  the  ward. 


Shouts  of  glee  greeted  the  Singing  Lady  as 
she  appeared,  for  many  of  the  children  had 
heard  her  stories  and  were  anxious  to  see  her. 

Following  the  broadcast  of  “Goldilocks”  Miss 
Wicker  sat  on  the  floor  and  told  the  children 
more  stories  and  finally  left  in  a chorus  of  cheers 
and  gratitude.  The  arrangement  for  the  broad- 
cast was  made  by  Edward  B.  Willmer,  super- 
intendent of  the  hospital,  and  Mrs.  J.  H.  Rey- 
nolds, group  leader  of  the  United  Hospital 
Campaign,  Manhattan  women’s  committee. 


Therapeutics 


CONFERENCES  ON  THERAPY 


Three  years  ago  a series  of  therapeutic  conferences  was  started  for  the  purpose  of  in- 
structing students  at  the  Cornell  University  Medical  College,  but  their  function  has 
broadened  and  they  now  serve  an  important  role  in  the  exchange  of  views  between  differ- 
ent departments  in  the  institution,  and  they  are  largely  attended  by  the  attending  and 
house  staffs.  These  conferences  are  conducted  jointly  by  the  Departments  of  Medicine 
and  Pharmacology  with  the  collaboration  of  other  departments  and  institutions.  For 
each  session  a group  of  drugs,  a therapeutic  procedure,  a symptom,  or  disease  is  selected 
as  the  topic  for  discussion.  Practical  procedures  for  the  use  of  the  therapeutic  measure 
are  outlined  by  a clinician,  and  a resume  of  the  experimental  basis  is  presented  by  some- 
one trained  in  physiology  or  pharmacology.  Approximately  half  of  the  period  is  devoted 
to  informal  discussion  in  which  the  audience  participates.  Thus  the  opportunity  is 
afforded  for  reviewing  the  basic  principles  underlying  treatment,  including  a considera- 
tion of  the  validity  of  the  existing  evidence;  throughout,  special  attention  is  given  to 
controversial  points.  The  conferences  have  been  introduced  to  a wider  audience  by  pub- 
lication in  the  Journal  of  the  American  Medical  Association  where  it  is  hoped  they  will 
serve  as  a demonstration  of  some  of  the  advantages  of  this  mode  of  teaching  and  lead  to 
its  adoption  by  other  institutions.  With  the  establishment  of  conferences  in  other  medi- 
cal centers,  it  appears  most  appropriate  that  the  material  be  made  available  to  local 
groups  of  physicians,  and  this  can  best  be  realized  by  publication  in  state  medical 
journals.  In  furtherance  of  this  plan  a series  of  the  Cornell  conferences,  as  recorded  by  a 
stenotypist  and  slightly  edited,  has  been  arranged  for  publication  in  the  New  York  State 
Journal  of  Medicine.  This,  the  first  conference  of  the  present  series,  is  concerned  with 
the  management  of  fever.  The  next  will  be  devoted  to  the  treatment  of  nephritis. 


The  Management  of  Fever 


Dr.  McKeen  Cattell  : This  con- 
ference will  deal  with  the  management 
of  fever.  The  physiologic  aspects  will  be 
discussed  by  Dr.  Du  Bois. 

Dr.  Eugene  F.  Du  Bois:  The  ques- 
tion may  well  be  asked:  Can  fever  be 

managed?  Also  the  question:  Is  it  wise 
to  try  to  manage  it? 

In  discussing  the  physiologic  aspects  of 
fever  I should  like  to  bring  out  the  differ- 
ence between  fever  and  its  bad  partner, 
infection,  with  which  it  is  so  often  con- 
fused. We  should  consider  fever  as  a 
symptom  and  also  as  a diagnostic  aid  and 
realize  that  if  we  try  too  much  manage- 
ment we  may  lose  a valuable  help  in 
diagnosis  and  prognosis.  The  fever  by 
itself  is  quite  well  regulated  by  the  tem- 
perature-regulating center.  In  normal 
people  the  center  keeps  the  body  tem- 
perature in  a very  narrow  range.  In 
fever,  such  as  we  find  in  infections,  the 
center  keeps  the  body  within  a wider 
range  but  a fairly  definite  range.  For 
example,  although  the  body  can  survive 
temperatures  as  low  as  24  C.  (75  F.)  and 


as  high  as  45  C.  (113  F.),  those  limits  are 
never  approached  in  ordinary  fevers.  It 
is  seldom  that  you  find  in  fevers  a tem- 
perature over  41  or  41.5  C.  (106-107  F.). 

We  should  remember  that  fever  is  a 
perfectly  normal  accompaniment  of  se- 
vere physical  exercise,  and  it  is  just  as 
well  to  consider  the  fact  that  most  of  the 
athletic  records  of  the  world  have  been 
made  by  athletes  who  have  fever  and  also 
to  remember  that  a good  many  animals 
and  birds  have  temperatures  that  we 
consider  high.  For  example,  the  cotton- 
tail rabbit  has  an  internal  temperature  of 
39.9  C.  (104  F.),  and  the  rabbit  is  quite 
an  efficient  animal  when  chased  by  a grey- 
hound. 

Certain  fevers  have  relatively  little 
toxemia,  almost  none.  For  example, 
hyperthermia,  induced  artificially,  and 
the  fever  of  exercise  have  no  real  toxemia. 
Then  in  malaria  given  therapeutically  and 
in  typhoid  vaccine  there  is  relatively  little 
toxemia.  So  we  have  almost  a pure  pic- 
ture of  fever.  In  this  type  of  fever  the 
basal  metabolism  is  increased.  The  total 
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metabolism  is  moderately  increased.  The 
carbohydrate  stores  of  the  body  are  used 
up  rapidly  because  they  are  the  most 
available  foodstuffs  and  the  water  elimi- 
nation is  greatly  increased. 

For  the  purposes  of  discussion,  we  have 
to  consider  fever  plus  the  infection,  the 
ordinary  type  of  fever  encountered  clini- 
cally. Here  we  have  the  same  phenom- 
enon of  an  increase  in  the  basal  metabo- 
lism roughly  proportional  to  the  degrees 
of  temperature — an  increase  of  20  to  40 
per  cent  or  more.  The  total  metabolism  is 
increased  but  is  not  as  high  as  in  normal 
persons  who  are  up  and  about.  There 
is  the  same  rapid  exhaustion  of  the  car- 
bohydrate stores,  which,  as  a rule,  are  low 
on  account  of  inadequate  diet,  so  that  the 
body  comes  down  to  a metabolism  of  its 
own  body  fat  and  its  own  protein.  In 
toxemias  there  is,  as  a rule,  a very  high 
destruction  of  body  protein,  two  or  three 
times  the  normal  level,  depending,  I be- 
lieve, more  on  the  degree  of  toxemia  than 
on  anything  else. 

The  most  important  physiologic  change 
is  the  rapid  diminution  of  the  body  water. 
Elimination  of  water  is  increased  because 
of  the  increased  vaporization  from  the 
skin,  particularly  during  the  periods  that 
usually  occur  every  day  when  the  tem- 
perature drops.  There  is  also  the  loss 
due  to  the  increased  respiration.  It  is, 
however,  the  diminished  water  intake 
that  is  the  important  factor.  In  normal 
people  the  chief  sources  of  water  intake 
are  the  so-called  solid  foods  which  are 
largely  water.  That  source  is  greatly 
curtailed  in  fevers  on  account  of  the 
marked  decrease  in  appetite. 

There  is  also  a disturbance  of  mineral 
metabolism  in  the  low  intake  of  mineral 
substances,  particularly  the  chlorides. 

Then,  recently,  people  have  been  real- 
izing and  proving  that  the  vitamin  sup- 
plies ate  rapidly  exhausted.  The  vitamin 
intake  is  greatly  curtailed. 

In  long-continued  infections  we  have 
the  phenomena  not  only  of  the  infection 
and  the  fever  but  also  the  phenomena 
of  partial  starvation.  In  clinical  medicine 
we  run  into  trouble  whenever  we  depart 
from  the  normal  diet  and  we  should  al- 
ways take  into  account  the  consequences 
of  such  a departure. 

In  the  few  minutes  that  remain,  I 
should  like  to  say  something  about  the 
mere  physical  aspects  of  heat  balance. 


This  subject  has  been  studied  by  us  for 
a good  many  years.  The  simplest  way  of 
considering  fever  is  the  old  idea  that  the 
temperature-regulating  center  is 'set  at  a 
definite  level.  It  is  fairly  accurately  ad- 
justed in  health  at  about  37  C.  (98.6  F.). 
In  fever,  for  some  reason  or  other  that  we 
do  not  well  understand — possibly  a pro- 
tective mechanism — it  is  set  at  a differ- 
ent level,  and  if  this  is  done  suddenly,  the 
body  finds  itself  perhaps  three  or  four 
degrees  too  cold  and  responds  in  the  way 
a normal  man  responds  if  his  body  is  three 
or  four  degrees  too  cold.  He  responds 
with  a chill.  This  occurs  in  certain  dis- 
eases such  as  onset  of  pneumonia  and 
malaria  where  that  change  takes  place 
abruptly.  The  only  way  the  body  can 
produce  enough  heat  in  a short  time  is 
by  means  of  severe  exercise  or  its  substi- 
tute, a chill. 

When  the  temperature-regulating  cen- 
ter is  set  more  slowly  at  a new  level,  the 
body  can  adjust  itself  to  the  new  tem- 
perature by  increasing  its  heat  produc- 
tion together  with  a relative  diminution 
in  heat  loss,  possibly  an  absolute  diminu- 
tion in  heat  loss  with  goose  flesh  and  cold 
skin.  Usually  both  production  and  loss 
go  up  together  but  the  production  ex- 
ceeds the  loss. 

When  the  temperature-regulating  cen- 
ter is  set  at  a lower  level  than  that  pre- 
viously maintained,  the  body  finds  itself 
too  warm  and  responds  in  exactly  the  way 
a normal  man  does  after  exercise.  There 
is  an  increased  sweating  and  vaporiza- 
tion that  can  take  care  of  enormous  losses 
of  heat  in  a relatively  short  time. 

Slow  falls  can  be  obtained  by  increasing 
heat  loss  with  a relatively  diminished  heat 
production,  and  balance  can  be  main- 
tained at  various  levels,  as  you  see — for 
example,  in  pneumonia  or  in  the  second 
week  of  typhoid  fever  where  fairly  level 
temperatures  may  be  maintained  at  40  C. 

Skin  temperature  is  increased  in  fever, 
but  this  does  not  accomplish  much  in  the 
way  of  increased  heat  loss.  The  rise  in 
skin  temperature  of  three  or  four  degrees 
may  increase  radiation  25  per  cent,  but 
radiation  seldom  accounts  for  more  than 
half  the  heat  loss.  Vaporization  is  the 
chief  regulator. 

There  is  another  type  of  fever  that  I 
want  to  speak  of  briefly,  high  fever  where 
the  temperature-regulating  center  cannot 
keep  control — for  example,  in  heat  stroke 
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where  more  heat  is  poured  into  the  body 
than  can  be  dissipated.  Then  there  is  the 
condition  where  the  temperature-regulat- 
ing center  loses  control  as  in  certain  types 
of  brain  injury  and  in  moribund  patients 
with  a premortal  rise  in  temperature. 
In  any  high  fever  the  tissues  of  the  brain 
are  damaged  by  the  temperature  itself. 

Dr.  Cattell:  I think  we  will  post- 

pone discussion  of  this  contribution  and 
ask  Dr.  Modell  to  present  now  the  phar- 
macologic aspects  of  the  antipyretic 
drugs. 

Dr.  Walter  Modell:  Here  is  a 

list  of  the  more  common  antipyretics 
(1)  aniline  derivatives — acetanilid,  phe- 
netidin  acetophenetidin ; (2)  salicylates; 
(3)  cinchona  alkaloids — quinine ; (4) 

pyrazolone  derivatives — antipyrine,  ami- 
nopyrine;  (5)  cinchoninic  acid  com- 
pounds— cinchophen  and  neocinchophen. 

A number  of  drugs  other  than  those 
listed  reduce  temperature.  The  drugs  we 
consider  antipyretics  are  those  which, 
acting  on  the  temperature  center  in  doses 
that  produce  no  other  apparent  effects 
except  possibly  that  of  analgesia,  reduce 
body  temperature  when  it  is  above  nor- 
mal. As  a matter  of  fact  some  experi- 
ments indicate  that  antipyretics  given  to 
animals  with  normal  temperatures  may 
cause  the  body  temperature  to  rise 
slightly.  The  definition  excludes  spe- 
cific agents,  such  as  sulfapyridine,  which 
may  bring  down  the  temperature  in  pneu- 
monia and  depressants,  such  as  alcohol, 
morphine,  and  general  anesthetics,  which 
reduce  normal  body  temperature  and 
produce  a variety  of  other  apparent 
changes.  It  is  also  characteristic  of  the 
antipyretic  drugs  that  in  the  same  small 
doses  they  act  as  analgesics  and  relieve  a 
variety  of  pains  and  aches. 

The  antipyretics  can  be  divided  into 
the  five  chemical  groups  we  have  listed. 
I think  a few  words  on  the  relationship 
between  the  pharmacologic  action  of  the 
aniline  derivatives  and  their  chemical 
structure  is  worthwhile.  These  sub- 
stances apparently  derive  their  antipy- 
retic action  from  the  formation  of  para- 
aminophenol.  The  toxicity  and  potency 
depend  largely  on  the  rate  at  which 
para-aminophenol  is  formed  in  the  body. 
A number  of  derivatives  of  para-amino- 
phenol have  antipyretic  action,  and  there 
are  a few  generalizations  that  are  useful 
in  predicting  just  how  active  and  how 


toxic  they  may  be.  The  toxicity  and  po- 
tency are  inversely  proportional  to  the 
length  of  the  chain  substituted  either  in 
the  amino  group  or  the  hydroxy  group. 
The  substitution  of  an  alkyl  radical  re- 
duces toxicity  and  potency  more  than  the 
substitution  of  an  acidyl  group.  Tox- 
icity and  potency  generally  run  hand  in 
hand. 

From  the  point  of  view  of  pharma- 
cologic action  the  antipyretics  can  be 
considered  together  because  they  all  pro- 
duce their  action  by  the  same  mechan- 
ism— an  increase  in  the  rate  of  dissipation 
of  heat.  It  is  occasionally  stated  that 
quinine  is  an  exception  and,  perhaps,  a 
preferable  member  of  the  group  because 
it  decreases  the  rate  of  heat  production, 
but  the  best  evidence  is  that  quinine  acts 
just  as  the  other  members  of  the  group — 
namely,  by  increasing  the  rate  of  heat  dis- 
sipation. Of  course,  we  are  not  consider- 
ing the  action  of  quinine  in  the  treatment 
of  malaria. 

The  drugs  act  centrally.  Application 
of  the  heat-regulating  centers  in  the  mid- 
brain produces  a fall  of  temperature. 
Section  of  the  brain  just  below  the  basal 
ganglion  inhibits  their  action,  and  decere- 
bration reverses  their  action. 

The  loss  of  heat  is  accomplished  first 
of  all  by  increasing  the  rate  of  perspiration 
so  that  heat  is  lost  by  evaporation.  But 
if  sweating  is  prevented  by  atropine,  the 
antipyretic  action  persists.  The  other 
mechanism  is  cutaneous  vasodilatation 
with  increased  loss  of  heat  by  radiation. 
There  is  still  another  possible  mechanism 
by  which  these  drugs  operate.  It  has 
been  emphasized  by  Barbour  that  hemo- 
concentration  and  hemodilution  are  im- 
portant in  the  regulation  of  body  tem- 
perature and  loss  of  heat  in  fevers,  hemo- 
concentration  favoring  fever  and  hemo- 
dilution favoring  the  loss  of  heat.  In  his 
experiments  he  has  shown  that  if  the 
blood  is  diluted  by  the  introduction  of 
saline  or  by  phlebotomy  fevers  are  re- 
duced. If  antipyretics  are  given,  he 
finds  a dilution  of  the  blood  which  he  be- 
lieves favors  heat  loss  both  by  perspira- 
tion and  radiation.  On  the  other  hand, 
he  finds  that  if  antipyretics  are  given  to 
normal  animals  there  is  no  dilution  of  the 
blood. 

Most  of  the  members  of  this  group, 
and  because  of  limitation  of  time  we  have 
to  consider  them  as  a group,  are  absorbed 
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from  the  gastrointestinal  tract  with 
moderate  rapidity.  The  peak  of  action  is 
somewhere  around  one  and  one-half  to 
two  hours  and  the  effect  persists  for  three 
or  four  hours.  There  are  too  many  mem- 
bers to  consider  dosage  here,  and  for  the 
same  reason  we  will  pass  over  the  prob- 
lems of  elimination,  which  are  about  as 
varied  as  the  number  of  different  groups. 

The  toxicity  of  these  substances  is  of 
great  importance.  In  the  old  days,  when 
one  of  the  few  pharmacologic  effects  that 
a physician  could  demonstrate  to  the  pa- 
tient was  antipyresis,  this  was  produced 
with  a vengeance  and  sometimes  with 
disastrous  results.  Even  today,  many 
physicians  feel  that  if  they  cannot  do  any- 
thing else  they  can  at  least  reduce  the 
temperature.  It  should  be  borne  in  mind 
that  if  antipyretics  are  used  too  heroically 
and  the  temperature  brought  down  too 
suddenly  not  only  subnormal  tempera- 
tures but  general  circulatory  collapse  may 
be  produced. 

The  minor  toxic  symptoms  of  the  differ- 
ent compounds  are  of  importance.  The 
coal-tar  derivatives  often  produce  nau- 
sea and  vomiting,  skin  eruptions,  and 
methemoglobinemia.  The  salicylates  also 
produce  gastric  irritation  and  often,  in 
large  doses,  dizziness,  ringing  in  the  ears, 
and  visual  disturbances.  Cinchonism  is 
produced  by  the  cinchona  alkaloids, 
sometimes  by  rather  small  doses. 

So  much  has  been  said  about  the  toxic- 
ity of  the  pyrazolone  derivatives  and 
they  are  in  such  bad  odor  that  I think  one 
can  refrain  from  mentioning  the  fact  that 
without  the  benefit  of  any  minor  toxic 
effects  small  doses  of  these  drugs  may 
produce  leukopenia  or  agranulocytosis. 

The  cinchoninic  acid  derivatives  are 
also  in  bad  repute  because  small  doses, 
without  any  warning  signals  of  minor 
toxic  symptoms,  have  often  produced 
fatal  acute  yellow  atrophy  of  the  liver. 
As  a matter  of  fact,  the  drug  is  especially 
prominent  as  a cause  of  acute  yellow 
atrophy  of  the  liver.  In  a recent  issue  of 
the  Journal  of  the  American  Medical  Asso- 
ciation, 2 cases  of  liver  damage  produced 
by  cinchophen  were  reported ; 1 case  was 
fatal.  There  are  some  interesting  paral- 
lelisms in  the  two  case  reports.  First, 
both  victims  were  close  relatives  of  phy- 
sicians, one  a wife  and  the  other  a son. 
Both  were  given  a proprietary  product, 
“guaiaesin,”  containing  cinchophen, 


which  is  marketed  by  the  Massengill 
Manufacturing  Company. 

Taken  as  a whole,  the  salicylates  are 
about  the  safest  and  most  economical  of 
the  antipyretics.  They  are  used  widely 
and  sometimes  in  very  large  doses  in  the 
treatment  of  rheumatic  fever,  yet  serious 
toxic  symptoms  occur  relatively  rarely. 
The  aniline  derivatives  are  somewhat 
more  toxic  but,  generally  speaking,  are 
safe  drugs.  Between  the  aminopyrine 
and  cinchophen  there  is  little  to  choose. 
These  drugs  should  not  be  used  as  anti- 
pyretics. 

Dr.  Cattell:  Dr.  Niles,  will  you  now 

discuss  the  management  of  fever? 

Dr.  Walter  L.  Niles:  My  remarks 
will  be  confined  to  the  management  of 
fever  in  general  and  will  not  include  the 
treatment  of  any  specific  febrile  diseases. 
If  one  has  in  mind  the  physiology  of 
fever,  which  Dr.  Du  Bois  has  described, 
it  is  clear  that  the  most  important  detail 
in  its  management  is  that  of  rest,  both 
physical  and  mental.  The  patient  should 
be  put  to  bed,  if  possible  in  a large  airy 
room,  and  everything  done  to  relieve  him 
of  worrisome  details.  The  services  of  a 
competent  nurse  are  highly  desirable  and 
all  but  near  relatives  should  be  excluded 
from  the  room.  There  are  two  little  de- 
tails that  contribute  a good  deal  to  the 
comfort  and  welfare  of  feverish  patients; 
these  are  care  of  the  mouth  and  nose. 
Both  often  become  dry  and  encrusted, 
and  good  nursing  care  overcomes  the 
discomfort  and  interference  with  breath- 
ing and  swallowing. 

We  doctors  sometimes  forget  that  the 
sick  person  differs  greatly  from  the 
healthy  in  his  psychologic  reactions.  He 
does  not  react  to  his  surroundings  and 
experiences  in  a normal  manner.  We 
should  make  allowances  for  this  fact  and 
be  very  particular  to  offer  every  bit  of 
cheer  and  optimism  at  our  command,  as 
well  as  to  promote  the  comfort  of  the 
patient  in  every  detail. 

Fever  induces  a rapid  loss  of  water 
from  the  body,  and  this  should  be  com- 
pensated for.  Some  years  ago  Dr.  Du 
Bois  said  that  the  best  way  to  guide  ade- 
quate fluid  intake  is  by  observing  the 
urine  to  see  that  it  is  dilute  and  colorless. 
That  is  a better  guide  than  prescribing 
that  the  patient  should  have  a certain 
number  of  cubic  centimeters  daily.  The 
necessary  quantity  naturally  varies  in 
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different  patients.  Because  of  delirium 
or  coma,  patients  may  be  unable  to  take 
sufficient  water  by  mouth;  in  such  an 
event  it  should  be  given  either  by  hypo- 
dermoclysis  or  intravenously.  The  rectal 
route  is  bothersome  to  patients  and  not 
very  effective,  and  we  now  seldom  em- 
ploy it.  In  recent  times  we  have  some- 
times gone  to  extremes  in  the  matter  of 
fluids,  and  some  patients  suffer  from 
water  intoxication  rather  than  from  de- 
hydration. The  regulation  of  fluid  in- 
take is  generally  well  controlled  in  the 
hospital,  but  the  average  patient  in  his 
own  home  does  not  get  nearly  enough 
fluid  when  he  has  a fever. 

The  next  important  consideration  in 
the  management  of  the  patient  with  fever 
is  that  of  diet.  Fever  induces  a rapid  loss 
of  the  body  constituents,  and  in  the  long- 
continued  fevers  it  is  very  important  to  pre- 
vent this  loss  as  far  as  possible.  Whether 
this  is  an  important  matter  in  fevers 
of  short  duration  is  not  so  clear,  but  it 
seems  reasonable  to  expect  that  the  con- 
valescent period  will  be  shorter  if  ex- 
treme losses  are  prevented.  Drs.  Cole- 
man, Shaffer  and  Du  Bois  proved  many 
years  ago  that  patients  with  typhoid 
fever  could  be  maintained  in  nitrogen 
balance  and  material  losses  of  weight  pre- 
vented. Patients  so  treated  were  in  far 
better  physical  and  mental  condition 
throughout  the  course  of  the  disease, 
complications  were  fewer,  and  the  con- 
valescent period  was  materially  short- 
ened. It  is  frequently  difficult  to  induce 
patients  to  take  sufficient  quantities  of 
food,  but  competent  nursing  usually  over- 
comes this.  It  cannot  be  doubted  that  it 
is  extremely  important  for  patients  with 
long-continued  fevers  to  be  provided  with 
an  adequate  diet. 

In  fevers  of  short  duration  it  is  usually 
difficult  to  take  very  much  food.  Again 
skillful  nursing  can  overcome  this  to  a 
large  degree.  When  a patient  has  nausea 
or  vomiting  or  abdominal  distention,  the 
difficulties  are  increased,  and  it  may  be 
impossible  to  give  very  much  food.  How- 
ever, it  seems  to  me  that  we  should  make 
an  effort  to  give  patients  adequate  diets 
in  the  fevers  of  short  duration. 

Dr.  Du  Bois  has  mentioned  the  rapid 
loss  of  vitamins  in  feverish  conditions 
and  in  long-continued  fevers.  This  may 
develop  into  a serious  complication. 
There  is  a patient  in  the  hospital  who,  due 


to  an  infection,  has  had  fever  for  the  bet- 
ter part  of  a year.  When  this  patient 
came  to  the  hospital  she  presented  a 
classic  picture  of  pellagra,  which  has  en- 
tirely cleared  by  the  administration  of 
appropriate  vitamins.  This  picture,  to  a 
lesser  degree,  is  very  common,  and  it  is 
sound  therapy  during  convalescence  to 
give  additional  quantities  of  vitamins. 

Nowadays,  we  seldom  attempt  to  con- 
trol fever  by  administering  antipyretics, 
and  hydrotherapy  is  far  less  frequently 
employed  than  heretofore.  Formerly, 
much  of  the  time  of  the  nursing  staff  was 
taken  up  in  giving  baths  of  some  sort  or 
other,  but  now,  aside  from  the  daily  bed 
bath,  comparatively  few  patients  receive 
hydrotherapy.  I think  the  best  guide  for 
prescribing  hydrotherapy  is  not  so  much 
the  height  of  the  fever  but  rather  the 
comfort  of  the  patient.  Many  feverish 
patients  are  restless,  irritable,  and  gen- 
erally uncomfortable,  and  they  can  be 
made  more  comfortable  by  a sponge  bath. 
Tub  baths  are  very  seldom  used;  a simple 
sponge  bath  or  wet  sheet  or  a sprinkle 
bath  is  generally  adequate. 

This  brings  up  the  fundamental  ques- 
tion whether  fever  is  beneficial  or  harm- 
ful for  the  patient.  I do  not  believe  this 
question  can  be  definitely  answered  to- 
day. When  the  fever  is  extremely  high, 
it  may  of  itself  become  harmful  and 
should  be  combated  by  hydrotherapy, 
but,  as  I have  indicated,  the  average  fever 
does  not  appear  to  be  harmful.  There  is 
one  condition  that  we  have  rarely  seen 
in  recent  times  in  which  active  hydrother- 
apy is  of  vital  importance  and  that  is  heat 
stroke  or  insolation.  In  this  condition 
temperatures  may  reach  extreme  heights, 
which,  if  maintained  for  many  hours,  di- 
rectly affect  the  mortality.  In  these  cases 
the  temperature  should  be  actively  com- 
bated by  putting  the  patient  into  a tub 
of  water  at  about  80  F.  and  gradually 
reducing  the  temperature  to  about  60  F. 
by  adding  ice.  With  this  treatment  the 
temperature  will  usually  fall  quite 
promptly  and  no  one  can  doubt  that  the 
patient  is  benefited  thereby. 

In  certain  cerebral  conditions  that  are 
accompanied  by  high  fevers,  hydrother- 
apy is  indicated  and  is  probably  a benefit 
at  times. 

So  the  important  indications  to  keep  in 
mind  in  the  management  of  fever  are: 
first,  physical  and  mental  rest;  second, 
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adequate  quantities  of  water;  third,  more 
or  less  adequate  caloric  intake;  fourth, 
hydrotherapy;  and  fifth,  restoration  of 
vitamins. 

Dr.  Cattell:  Don’t  you  ever  use 

drugs? 

Dr.  Niles:  I should  say  very  rarely. 

Dr.  Cattell  : An  almost  universal 
accompaniment  of  childhood  seems  to  be 
fever,  and  I will  call  on  Dr.  John  A. 
Washington  to  tell  us  what  he  does  about 
it. 

Dr.  John  A.  Washington:  The  indi- 
cations for  treating  fever  in  infants  and 
children  are  based  as  much  upon  the  pa- 
tient’s reaction  to  the  fever  as  upon  the 
height  of  the  fever  itself.  The  most  com- 
mon reaction  is  restlessness  and  fretful- 
ness. The  occurrence  of  such  symptoms 
varies  in  different  patients.  With  a tem- 
perature of  39.5  or  40  C.,  one  child  may 
thrash  about  in  his  crib  in  great  discom- 
fort, while  another  may  he  placidly  play- 
ing with  his  rattle.  Obviously,  it  is  im- 
portant to  reduce  the  first  child’s  fever 
while  the  second  child  might  be  safely 
left  alone,  at  least  to  the  point  of  deter- 
mining whether  the  temperature  is  rising 
or  falling. 

A more  distressing  reaction  to  fever  is 
the  occurrence  of  a convulsion,  and  a re- 
duction of  the  temperature  is,  of  course, 
indicated  in  the  presence  of  one  of  these 
so-called  febrile  convulsions.  A warning 
of  an  impending  convulsion  may  present 
itself  in  the  form  of  a tremor  or  twitching 
of  the  hands  and  feet.  By  reducing  the 
fever  in  such  a child  a convulsion  may  well 
be  avoided. 

If  restlessness  and  other  untoward 
symptoms  do  not  occur,  the  institution  of 
antipyretic  therapy  depends  primarily 
upon  the  height  of  the  fever,  but  one  is 
undoubtedly  influenced  by  the  child’s 
known  reaction  to  previous  febrile  at- 
tacks and  last,  but  not  least,  by  who  is 
caring  for  him.  With  the  patient  in  a 
hospital  one  tends  to  do  less  about  fever 
than  when  a frightened  parent  who  is  in- 
experienced in  caring  for  a sick  child  is 
calling  up  every  few  hours.  In  hospital 
practice,  fever  in  a placid  baby  is  usually 
allowed  to  reach  40  C.  without  the  pa- 
tient being  disturbed  by  treatment. 
Temperatures  higher  than  40  C.  are 
usually  treated.  However,  at  times  one’s 
clinical  judgment  prompts  one  to  move 
the  level  for  the  treatment  of  fever  up  or 


down,  especially  as  the  care  of  any  given 
case  over  a period  of  days  enables  one  to 
know  what  to  expect.  Certainly  tem- 
peratures of  41  C.  are  always  treated. 

The  most  widely  used  way  of  reducing 
high  fever  is  by  sponging  with  tepid  water 
containing  about  35  per  cent  alcohol.  To 
a number  of  patients  this  is  soothing  while 
it  is  being  carried  out.  If  it  is  irritating 
to  the  patient,  one  must  decide  whether 
the  expected  reduction  in  fever  is  worth 
the  excitement.  Wrapping  the  patient 
in  a sheet  wet  with  tepid  water  and 
sprinkled  at  intervals  with  colder  and 
colder  water  over  a period  of  fifteen  to 
thirty  minutes  is  a useful  procedure  and 
may  be  less  irritating  than  a sponge. 
In  some  clinics  it  is  the  routine  method. 
Only  one  layer  of  cloth  is  desirable  as — 
just  as  with  the  alcohol  sponge — it  is 
the  evaporation  more  than  the  tempera- 
ture of  the  solution  that  does  the  cooling. 
If  the  child  is  convulsing,  this  so-called 
wet-pack  method  of  reducing  the  fever 
is  preferable  to  sponging  because  it  in- 
volves less  stimulation  than  the  repeated 
application  of  a sponge.  The  use  of  tepid 
water  sponges  without  alcohol  is  more 
common  because  it  is  simpler,  but  it  is  not 
as  effective  as  the  alcohol  solution,  and  if 
it  irritates  the  patient  it  is  usually  of  little 
benefit. 

Of  course,  in  dehydrated  patients,  the 
giving  of  fluids  by  mouth  or  by  other 
routes  will  often  reduce  a fever. 

Drug  therapy,  when  it  is  used,  is  pretty 
well  limited  to  the  employment  of  as- 
pirin. This  can  be  successfully  admin- 
istered to  many  infants  by  crushing  a por- 
tion of  a tablet  in  a spoon  and  dissolving 
or  suspending  it  in  fruit  juice  or  other 
liquid.  The  dosage  is  not  accurately  cal- 
culated, but  a grain  of  the  drug  for  every 
year  of  life  is  a useful  rule  of  thumb — for 
younger  children  anyway.  Certainly, 
this  form  of  therapy  is  the  one  of  choice 
for  older  children  who  cooperate  in  taking 
medicine  and  who  are  being  treated  at 
home  or  for  those  whose  temperatures 
are  not  dangerously  high.  Aspirin  may, 
of  course,  be  given  following  hydro- 
therapy to  help  prevent  another  rise  in 
temperature.  In  sick  babies  where  a 
struggle  over  such  medication  seems 
likely  and  where  one  wants  to  avoid  pro- 
voking the  tendency  to  vomit  any  more 
than  is  necessary,  the  drug  is  not  so  use- 
ful. It  is  hardly  necessary  to  mention 


December  1,  1940] 


THERAPEUTICS 


1743 


that  the  use  of  specific  chemotherapeutic 
agents,  notably  sulfapyridine  in  pneu- 
monia, has  greatly  decreased  the  need  for 
antipyretic  therapy. 

Dr.  Cattell  : A number  of  questions 
have  arisen,  and  we  can  now  pursue  them 
further  in  informal  discussion. 

Student:  May  I ask  to  what  extent 

the  toxic  destruction  of  protein  is  due  to 
the  actual  toxemia  and  to  what  extent  to 
a negative  caloric  balance?  How  are 
we  combating  the  condition  in  giving  a 
high  protein  intake? 

Dr.  Cattell:  Would  you  care  to 

answer  that,  Dr.  Du  Bois? 

Dr.  Du  Bois:  In  normal  people  you 

can  reduce  the  protein  nitrogen  output 
to  low  levels  by  a liberal  diet  low  in  ni- 
trogen— that  is,  to  a so-called  nitrogen 
minimum — but  you  cannot  do  that  in 
fever.  You  may  give  more  than  enough 
calories  to  cover  the  output  and  yet  the 
nitrogen  output  is  not  depressed  to  any- 
where near  the  minimum  that  obtains  in 
health.  That  seems  to  be  the  best  evi- 
dence of  toxic  destruction.  Both  factors 
are  probably  important:  lack  of  calories 
and  toxic  destruction.  It  is  impossible  to 
tell  just  how  much  is  due  to  one  and  how 
much  to  the  other. 

Student:  I would  like  to  ask  Dr. 

Modell  if  sulfapyridine  and  sulfanilamide 
are  nonspecific  antipyretics? 

Dr.  Modell:  We  were  once  very 

much  impressed  by  the  chemical  simi- 
larity between  para-aminophenol  and  sulf- 
anilamide, and  we  considered  that  ques- 
tion. Offhand,  the  evidence  is  against 
an  antipyretic  action  because  sulfanila- 
mide is  given  to  a patient  with  pneu- 
monia and  there  is  no  immediate  effect 
on  the  fever,  whereas  aspirin  will  reduce 
the  fever.  I think  that  is  the  best  answer. 
If  they  were  general  antipyretics,  even 
if  they  did  not  act  specifically  against  the 
infection,  they  would  produce  a marked 
fall  in  temperature.  We  did  a number 
of  experiments  which  at  first  we  thought 
were  suggestive  of  an  antipyretic  action, 
but,  approaching  the  problem  from  a 
different  angle,  we  concluded  otherwise. 

Dr.  Charles  H.  Wheeler:  I think 
our  experience  in  the  ward  with  sulfapyri- 
dine has  been  a little  different.  We  have 
all  seen  patients  die  of  lobar  pneumonia 
who  apparently  were  unaffected  by  the 
sulfapyridine  and  yet  had  had  a marked 
drop  in  their  temperature  as  a result  of 


sulfapyridine.  I should  like  to  ask  Dr. 
Niles  if  that  has  been  his  experience. 

Dr.  Niles:  Certainly,  your  observa- 

tion is  correct,  and  such  cases  have  been 
seen  frequently.  It  is  my  own  feeling 
that  sulfapyridine  has  distinct  antipy- 
retic effects.  However,  an  example  that 
does  not  tend  to  sustain  this  observation 
is  subacute  endocarditis,  where  in  our  ex- 
perience the  temperature  did  not  regu- 
larly fall  following  treatment  with  sulfa- 
pyridine. 

Intern:  We  reported  20  cases  of  sub- 
acute endocarditis  treated  with  sulfa- 
pyridine in  which  the  temperature  runs,  in 
general,  lower — perhaps  one  degree  cen- 
tigrade. We  start  with  a temperature  of 
39  C.  and  perhaps  get  down  to  38  C.  It 
may  be  due  to  some  other  effect,  but  there 
is  a change  in  temperature.  I think  this 
is  general  when  the  drug  is  given  for  a 
period  of  time. 

Dr.  Du  Bois:  There  is  also  a diminu- 
tion in  the  bacterial  content  of  the  blood. 

Dr.  Cattell:  Dr.  Modell’s  point  is 

that  there  is  no  immediate  antipyretic 
effect  such  as  would  be  expected  from 
an  antipyretic  drug.  The  temperature 
reduction  does  not  occur  until  a day  or  so 
later. 

Dr.  Modell:  It  does  not  act  as  does 

the  salicylate.  There  are  experiments  in 
which  fever  was  produced  by  the  injec- 
tion of  turpentine  under  the  skin  in  ani- 
mals, and  sulfanilamide  was  without  ef- 
fect. 

Dr.  Wheeler  : I do  not  think  we  have 
seen  so  much  effect  with  sulfanilamide. 
It  is  not  unusual  in  a patient  with  pneu- 
monia who  is  given  sulfapyridine  to  see  a 
considerable  reduction  of  temperature, 
even  though  the  pneumonia  itself  may 
seem  relatively  unaffected. 

Dr.  Modell:  You  are  dealing  with  a 

specific  agent.  If  sulfanilamide  or  sulfa- 
pyridine had  nonspecific  antipyretic  prop- 
erties then  they  should  act  as  such  in 
diseases  in  which  they  do  not  exert  a 
specific  antibacterial  action.  For  example, 
sulfanilamide  should  reduce  temperature 
in  pneumonia  just  as  a salicylate  does. 
But  it  is  sulfapyridine  that  has  the  specific 
antipneumococcic  action,  rather  than 
sulfanilamide,  which  produces  the  fall  in 
temperature  in  pneumonia. 

Dr.  Cattell:  In  case  anyone  should 

advocate  vigorous  treatment  of  fever,  I 
came  forearmed  with  a statement,  made 
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by  Dr.  Welch  many  years  ago,  which  I 
should  like  to  read:  “Enlightened  phy- 
sicians have  held  the  opinion  that  fever 
is  a process  which  aids  in  the  elimination 
or  destruction  of  injurious  substances 
which  gain  access  to  the  body.  The  doc- 
trine of  evolution  indicates  that  a process 
which  characterizes  the  reaction  of  all 
warm-blooded  animals  against  the  in- 
vasion of  harmful  substances,  has  not 
been  developed  to  so  wide  an  extent  and 
has  not  been  retained  with  such  pertinac- 
ity without  subserving  some  useful  pur- 
pose.” I judge  that  this  group  would 
agree  with  that  statement,  and  in  the 
absence  of  specific  indications  no  at- 
tempt would  be  made  to  combat  fever  per 
se  with  drugs. 

Dr.  Gold:  Would  the  pediatricians 

agree  to  that — for  example,  in  a child 
with  grippe  and  a temperature  of  104  or 
105  F.,  who  is  restless  and  seems  to  be 
in  distress?  When  the  temperature  is 
brought  down  to  100  F.  by  a few  grains 
of  aspirin  the  child  begins  to  look  quite 
well.  Then  the  temperature  goes  up  again 
to  104  or  105  F.  in  the  evening.  Again 
the  child  looks  sick.  It  seems  to  me  that 
the  bringing  down  of  the  fever  by  anti- 
pyretic drugs  serves  a useful  purpose.  I 
wonder  if  Dr.  Washington  would  say 
something  about  that. 

Dr.  Washington:  I certainly  do  not 

see  why  it  does  any  harm  when  the  child 
is  restless.  It  must  save  a great  deal  of 
exertion. 

Dr.  Ephraim  Shorr:  I wonder,  Dr. 

Washington,  if  that  may  not  in  part  be 
due  to  what  I gather  is  a somewhat  ex- 
cessive thermal  reaction  of  children  to  in- 
fections. With  an  adult,  as  Dr.  Du  Bois 
pointed  out,  the  range  is  quite  restricted, 
but  with  children  I believe  that  the  reac- 
tions in  terms  of  degree  of  infection  are 
excessive,  and  may  it  not  be  that  this 
excessive  response  warrants  its  wider  use 
in  pediatrics? 

Dr.  Washington:  That  is  probably 
true.  We  are  very  much  afraid  of  con- 
vulsions when  temperatures  get  up  to 
104  F. 

Dr.  Du  Bois:  How  about  tempera- 
ture regulation  in  very  young  children  and 
premature  babies?  Do  you  get  excessive 
temperatures  in  them? 

Dr.  Washington:  I think  it  depends 

entirely  upon  the  environment  of  the 
premature  infant.  I remember  we  once 


had  a heat  spell  in  Baltimore  when  the 
temperature  went  up  to  107  F.  We  had 
no  control  of  the  temperature  in  the  room 
and  the  prematures  went  right  up  to  107 
F.  too,  and  we  lost  quite  a few  of  them ' 

Dr.  John  E.  Deitrick:  I should  like 

to  ask  Dr.  Du  Bois  if  there  are  any  ex- 
periments to  show  whether  the  change  in 
the  heat-regulating  center  is  due  to  the 
foreign  protein  or  some  substance  pro- 
duced by  the  foreign  protein.  Would  an 
analysis  of  the  blood  show  any  change  in 
a patient  with  fever  produced  by  typhoid 
vaccine?  Has  anyone  followed  changes 
either  in  the  antibody  response  or  the 
antigens  of  the  blood  preceding  fever? 

Dr.  Du  Bois:  I do  not  know  of  any 

direct  evidence.  The  amount  of  foreign 
protein  given  in  an  injection  of  anti- 
typhoid vaccine  is  small,  and  it  is 
greatly  diluted  by  the  time  it  is  mixed 
with  the  blood  so  I doubt  if  it  could  be 
found.  There  is  an  enormous  amount  of 
literature  on  the  causation  of  fever,  so 
enormous  that  it  has  always  discouraged 
me  when  I tried  to  review  it.  I do  not 
believe  the  answer  has  been  found  as  yet. 
I do  think,  however,  there  is  a great  deal 
in  the  point  of  view  presented  by  Dr. 
Welch — that  fever  may  be  a salutory  reac- 
tion on  the  part  of  the  body.  However, 
just  because  it  has  existed  for  many  gen- 
erations does  not  prove  it  is  beneficial. 

Student:  Is  delirium  more  apt  to  ac- 
company fever  in  children  than  to  ac- 
company it  in  adults? 

Dr.  Cattell:  That  may  require  an- 
swers from  two  sources. 

Dr.  Washington:  In  small  children 

one  is  never  quite  sure  what  constitutes 
delirium.  They  thrash  about  in  their 
cribs  so  much  anyway.  But  I am  in- 
clined to  think  that  delirium  is  more  apt 
to  occur  in  children. 

Dr.  Niles:  I should  say  children  are 

much  more  subject  to  delirium  with  high 
fever. 

Dr.  Gold:  Do  we  remain  on  record 

here  as  holding  that  fever  is  good  for 
grownups? 

Dr.  Niles:  I am  sure  that  cannot  be 

answered  with  any  certainty. 

Dr.  Deitrick:  The  production  of 

antibodies  has  been  shown  to  increase 
with  a rise  in  temperature,  and  that  is 
one  of  the  reasons  why  it  was  thought  a 
poor  idea  to  lower  the  temperature  as 
long  as  it  did  not  go  beyond  physiologic 
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limits — that  is,  above  40°  C. — where  the 
patient  may  have  a delirium. 

Dr.  Janet  Travell:  The  use  of 
fever  therapy  in  some  conditions  is  evi- 
dence of  the  beneficial  effects  of  fever,  is  it 
not? 

Dr.  Cattell:  I should  think  so.  I 

suppose  we  have  no  evidence  that  the 
fever  itself  is  deleterious  if  it  is  not  of  too 
high  a degree.  Is  there  any  specific 
damage  we  can  relate  to  the  fact  that  the 
patient  had  fever?  How  about  the  effect 
of  fever  on  the  blood  elements,  Dr. 
Forkner?  Is  there  any  recognized  ef- 
fect? 

Dr.  Claude  E.  Forkner:  I do  not 

think  so.  However,  the  patient  with 
very  low  blood  cell  counts  and  low  hemo- 
globin values — about  5-Gm.  hemoglobin 
or  below  2,000,000  red  cells — commonly 
has  fever  without  any  other  explanation 
for  it. 

Dr.  Cattell  : The  material  presented 

at  this  conference  might  be  summarized 
by  the  statement  that  fever,  as  a rule,  does 
not  call  for  treatment,  and  when  some- 
thing must  be  done  the  only  agent  re- 
quired is  water — internally  to  combat 
dehydration  and  externally  for  its  cooling 
properties.  But  there  is  a great  deal  more 
to  the  problem  of  the  management  of 
fever,  and  the  application  of  our  knowl- 
edge of  the  physiology  of  temperature 
regulation  provides  a rational  basis  for 
dealing  with  the  various  special  prob- 
lems which  may  arise.  Temperature  con- 
trol in  fever  is,  in  all  its  essentials,  simi- 
lar to  that  operating  normally.  The 
thermo-regulating  center  is  merely  “set” 
at  a higher  level  by  some  little-under- 
stood action  of  bacterial  toxins  or  foreign 
proteins. 

Since  fever  is  a sign  of  a pathologic 
process  somewhere  in  the  body,  the  di- 
agnosis and  treatment  of  the  underlying 
disease  represent  the  primary  approach 
to  the  problem.  A striking  example  is  the 
reduction  in  the  fever  of  a pneumonia 


patient  following  sulfapyridine  therapy. 
Fever  per  se  rarely  requires  special  treat- 
ment other  than  the  general  measures  ap- 
plicable to  acute  illness  in  general.  Spe- 
cial emphasis  is  put  on  the  importance  of 
complete  rest — both  physical  and  men- 
tal— and  on  the  details  of  nursing  care. 
The  importance  of  an  adequate  caloric 
intake,  sufficient  to  cover  the  increased 
expenditure  of  energy  due  to  the  fever, 
has  been  stressed,  and  the  diet  should 
include  a high  content  of  vitamins.  Ad- 
ditional fluid  is  required  in  the  presence 
of  a fever,  and  an  adequate  intake  should 
be  maintained;  here  the  volume  and 
specific  gravity  of  the  urine  are  the  best 
guides.  Hydrotherapy  is  now  resorted  to 
less  frequently,  but  it  is  still  utilized  in 
the  form  of  the  sponge  bath,  the  comfort 
of  the  patient  being  the  indication  rather 
than  the  hope  of  any  useful  reduction  in 
fever. 

It  appears  that  drug  therapy  has  very 
little  place.  Fever  is  regarded  as  one  of 
the  defensive  mechanisms  against  in- 
fections, and  in  the  absence  of  special 
indications  procedures  for  the  reduction 
of  fever  are  not  pushed.  Infants  and 
small  children  are  exceptions,  since  in 
early  life  temperature  control  is  less  per- 
fect and  infections  are  likely  to  give  rise 
to  high  fevers  which  may  lead  to  second- 
ary complications  such  as  delirium  or  con- 
vulsions. It  is  the  consensus  of  the  con- 
ference that  antipyretic  drugs  may  be 
used  with  benefit  in  these  cases. 

The  pharmacologic  action  of  the  anti- 
pyretic group  of  drugs  has  been  briefly 
reviewed.  In  the  presence  of  fever  they 
reduce  the  temperature  by  a primary  ac- 
tion on  the  heat-regulating  center  in  the 
brain,  but  in  its  absence  the  body  tem- 
perature is  usually  not  influenced.  All 
these  substances  produce,  on  occasion, 
toxic  symptoms,  some  of  which  are  seri- 
ous. The  salicylates  are  considered  the 
safest  and  are,  therefore,  the  most  de- 
sirable antipyretics  for  general  use. 


PREPAREDNESS  ON  THE  HOME  FRONT 
Preparedness  means  not  only  readiness  for  the 
eventuality  of  real  conflict  but  also  being  pre- 
pared to  care  for  the  millions  that  are  not  ac- 
tually engaged  in  strife  of  any  sort — the  folk  at 
home.  War  is  the  respecter  of  no  person,  regard- 
less of  age  or  station  in  life.  Though  a family 
may  be  thousands  of  miles  from  a battle  scene, 
the  effects  of  battle  are  to  be  observed  in  that 


same  family,  and  it  is  to  the  medical  man  that 
most  of  these  folk  will  appeal  in  time  of  distress. 

We  pray  that  we  may  all  keep  our  heads  and 
that  we  may  maintain  an  even  keel ; at  the  same 
time  we  pray  that,  if  there  comes  a time  when 
the  medical  profession  receives  an  M-Day  call, 
that  same  group  will  answer,  “We  are  ready!” 

— Journal  of  the  Ind.  Med.  Assn. 
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Emergency  Blood  for  War  Wounded 


he  American  Red  Cross  New  York  Chapter  is 
distributing  the  leaflet  printed  below — Editor. 

Do  you  want  to  do  something  definitely  worth 
while  for  wounded  civilians  and  soldiers  in  Eng- 
land? 

The  last  great  war  piled  up  huge  mortality  lists 
mainly  because  at  the  critical  moment  there  was 
not  sufficient  blood  on  the  spot  to  be  used  for 
transfusions  necessary  to  save  life. 

Under  the  confused  conditions  resulting  from 
battle  and  invasion,  transfusions  of  fresh  blood, 
with  the  necessary  testing  for  “types”  of  blood, 
become  difficult  if  not  impossible  in  the  field  of 
action  and  in  civilian  centers  where  there  are 
large  numbers  of  wounded. 

You  will  be  interested  to  know  that  science 
has  only  very  recently  found  a new  means  of 
preparing  blood.  This  blood  can  immediately  be 
used  for  transfusions  wherever  necessary  and 
does  not  need  to  be  “typed.” 

This  new  method  segregates  the  liquid  part 
of  the  blood,  known  as  blood  plasma,  from  the 
red  corpuscles.  This  plasma  is  the  most  essen- 
tial part  of  the  blood  for  war  wounded  and 
“shock”  cases.  It  can  be  bottled  in  convenient 
sized  flasks  and  shipped  to  the  immediate  point 
of  need  to  be  used  at  once  or  at  any  time  within 
six  months  to  a year. 

You  can  realize  how  invaluable  this  will  be  in 
helping  to  save  the  lives  of  the  war  wounded, 
including  the  thousands  of  civilian  casualties  to 
be  expected  in  modern  war. 

The  American  Red  Cross  at  the  request  of  the 


British  Red  Cross  is  now  acting,  in  cooperation 
with  the  Blood  Transfusion  Betterment  Associa- 
tion, to  obtain  a supply  of  such  plasma  to  be  sent 
abroad  for  the  purpose  of  saving  life. 

While  you  cannot  aid  these  war  stricken  people 
in  person,  you  are  offered  by  this  means  an  oppor- 
tunity to  give  of  yourself  and  to  help  them  far  more 
than  would  be  possible  even  by  your  presence. 

If  you  care  to  make  a voluntary  donation  of 
your  blood  and  are  between  the  ages  of  21  and 
60  and  in  good  health,  this  can  be  done  at  one 
of  the  leading  hospitals  in  New  York  City  under 
the  supervision  of  physicians  of  recognized 
standing  who  are  members  of  the  medical  staffs 
of  such  hospitals  and  who  will  be  acting  under 
the  supervision  of  the  Board  of  Medical  Control 
of  the  Association  which  is  composed  of  leading 
specialists  in  this  field. 

The  entire  process  of  taking  blood  occupies 
less  than  a half  hour  after  which  one’s  normal 
activities  may  be  continued  as  usual. 

The  Red  Cross,  the  Blood  Transfusion  Better- 
ment Association,  the  hospitals,  and  the  doctors 
are  all  voluntarily  donating  their  facilities  and 
services  to  make  available  this  new  aid,  which 
has  never  before  been  possible,  to  the  victims  of 
war. 

If  you  will  telephone  SAcramento  2-8950  or 
will  communicate  with  the  Chapter  by  mail 
(315  Lexington  Avenue),  a definite  appointment 
can  be  made  at  a hospital  convenient  to  you. 

Your  gift  will  be  most  gratefully  received  in 
the  name  of  humanity. 


County  News 


Allegany  County 

Dr.  William  F.  Reedy,  of  Wellsville,  was 
chosen  president  of  the  county  society  at  the 
annual  meeting  held  in  Belmont  on  October  31. 

Other  officers  were  elected  as  follows: 

Dr.  Loren  P.  Bly,  Cuba,  vice-president; 
Dr.  Edwin  F.  Comstock,  Wellsville,  secretary; 
and  Dr.  R.  W.  Blaisdell,  Wellsville,  treasurer; 
the  two  last  named  were  re-elected. 

The  society  was  addressed  by  Hugh  D.  Cham- 
berlain, Caneadea,  chairman  of  the  draft  board 
in  the  northern  district  of  the  county,  who  sug- 
gested the  recommendation  to  the  Board  of 
Supervisors  of  three  additional  medical  examiners 
to  pass  on  men  in  the  draft. 

The  society  recommended  Dr.  H.  K.  Hardy, 
of  Rushford;  Dr.  Francis  Tisdale,  of  Cana- 
seraga;  and  Dr.  R.  O.  Hitchcock,  of  Alfred. 

Dr.  Lawrence  Older  and  Dr.  Bly,  both  of 
Cuba,  were  selected  as  a committee  to  work  with 
state  and  national  committees  for  health  pre- 
paredness. 

Broome  County 

Dr.  Byron  Haskin,  68,  for  thirty-three  years  a 
practicing  physician  of  Theresa,  died  at  his  home 
on  November  7. 

In  addition  to  being  active  in  the  affairs  of  his 
church  he  had  served  as  a member  of  the  school 


board,  as  a trustee  of  the  village  for  a term  of 
years,  and  as  health  officer. 

Chautauqua  County 

Dr.  Frederick  R.  Weedon,  director  of  the 
municipal  laboratories,  spoke  on  “Chemical 
Warfare  Gases”  at  the  dinner  meeting  of  the 
Jamestown  Medical  Society  on  October  24. 
Dr.  D.  C.  Perkins  presided. 

Members  of  the  Southwestern  New  York 
Chapter,  Reserve  Officers’  Association,  joined 
with  the  society  to  hear  the  speaker. 

Chemung  County 

The  county  society  met  on  October  30  at  the 
Arnot-Ogden  Hospital  to  hear  an  address  on 
“The  Relation  of  Allergy  to  General  Practice” 
by  Dr.  Will  Cook  Spain  of  the  New  York  Post- 
Graduate  Hospital. 

The  county  society  has  revived  the  movement 
to  assess  the  city  and  county  for  care  given  relief 
recipients  in  the  hospitals. 

The  matter  was  discussed  by  the  physicians’ 
committee  on  October  24  at  Arnot-Ogden  Hos- 
pital at  a meeting  to  which  City  Manager  Klebes, 
City  Welfare  Director  Joseph  F.  Klienzle, 
County  Welfare  Commissioner  Harry  A.  Hill- 
man, and  Veterans’  Relief  Director  Charles 
Epstein  were  invited. 
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The  four  officials  were  asked  their  views  about 
possibly  paying  physicians  for  the  care  they  give 
hospitalized  indigents,  but  no  definite  proposi- 
tion was  made. 

The  meeting  ended  after  the  officials  were 
notified  that  a further  study  of  the  question 
would  be  made  by  the  physicians  and  that  the 
city  and  county  would  be  contacted  again. 

The  city  and  county  now  pay  for  care  given 
relief  recipients  at  their  homes  and  at  public 
clinics.  The  city  has  two  physicians — Dr.  S.  L. 
Larson  and  Dr.  Francis  S.  Creighton — for  that 
purpose,  and  the  county  pays  for  care  given  its 
dependents  outside  the  hospitals. 

Delaware  County 

Dr.  Charles  A.  Perry,  of  Albany,  gave  a talk 
on  pneumonia  and  its  treatment  with  sulfapyri- 
dine  at  the  quarterly  meeting  of  the  county 
society  on  October  22  in  Walton. 

At  the  business  session  it  was  agreed  that  the 
committee  on  welfare  and  public  relations  would 
soon  meet  with  a committee  from  the  county 
welfare  department  to  discuss  a fee  schedule 
which  the  society  has  formulated  and  also  to 
discuss  new  forms  physicians  must  fill  out  on 
welfare  cases.  Dr.  T.  C.  Monaco,  president  of 
the  society,  presided. 

Erie  County 

The  Buffalo  Academy  of  Medicine  observed 
a “Pediatric  Night”  on  October  30  with  an  ad- 
dress on  “Parasitic  Infestations  in  Children”  by 
Dr.  Willard  H.  Wright,  of  Washington,  D.  C. 
The  section  of  surgery  on  November  6 heard  a 
paper  on  “Various  Types  of  Ulcerative  Colitis,” 
by  Dr.  J.  A.  Bargen,  Mayo  Clinic.  A “Post- 
Graduate  Night  of  Urology”  was  held  on  Novem- 
ber 13  with  addresses  by  Buffalo  urologists. 

Organized  “as  an  incentive  for  better  work  on 
the  part  of  the  general  practitioner,”  the  Asso- 
ciation of  Family  Physicians  has  elected  these 
officers:  president.  Dr.  Frederick  W.  Filsinger; 
vice-president,  Dr.  Arthur  J.  Burkel;  secretary. 
Dr.  Louis  G.  Farris;  and  treasurer.  Dr.  William 
H.  Jones. 

“Our  objectives  are  to  protect  to  a greater 
degree  the  interests  of  the  patients,  as  well  as 
those  of  the  family  physicians,”  Dr.  Filsinger 
said,  as  reported  in  the  Buffalo  Evening  News, 
“also,  to  encourage  a higher  standardization  of 
the  general  practice  of  medicine  and  the  ethical 
practice  thereof,  to  encourage  greater  interest  in 
all  community  movements  relating  to  health, 
disease,  and  sanitation,  and  to  demand  a greater 
recognition  of  the  family  physicians  by  the  hos- 
pitals. It  is  not  in  opposition  to  the  county  so- 
ciety but  rather  a helpful  influence.” 

Program  plans  of  the  Buffalo  Women  Phy- 
sicians’ League  for  the  coming  months  have  been 
announced  by  Dr.  Rose  M.  Lenahan,  publicity 
chairman. 

Dr.  Ivan  Hekimian  will  discuss  “Diabetes” 
at  the  meeting  on  December  2 in  the  home  of 
Dr.  Frances  L.  Sapowitch. 

Dr.  Harriet  Hosmer  will  be  hostess  to  mem- 
bers of  the  group  in  her  home  for  the  league’s 
Christmas  party — date  to  be  announced. 

Dr.  Carl  E.  Arbesman  will  speak  on  “Allergy” 
at  the  meeting  scheduled  for  January  6 in  the 
home  of  Dr.  Alice  Murray. 


The  February  meeting  of  the  group  will  be 
held  jointly  with  women  lawyers  and  dentists  in 
Buffalo.  Date  and  place  will  be  settled  later. 
Dr.  Helen  Toskov  is  president  of  the  league. 

Franklin  County 

Dr.  Arthur  Vorwald,  of  Saranac  Lake,  was 
elected  president  of  the  county  society  at  its  an- 
nual luncheon  and  meeting  in  Malone  on  October 
23. 

Dr.  F.  F.  Finney,  of  Malone,  was  chosen  vice- 
president;  Dr.  Daisy  VanDyke,  of  Malone, 
secretary- treasurer;  and  Dr.  Daniel  Brumfield, 
of  Saranac  Lake,  censor  for  three  years. 

The  society  elected  Dr.  C.  C.  Trembley,  of 
Saranac  Lake,  as  delegate  to  the  meeting  of  the 
state  organization  with  Dr.  John  E.  White,  of 
Malone,  as  alternate.  Scientific  papers  were 
presented  by  Dr.  William  Gaspar,  of  St.  Regis 
Falls;  Dr.  R.  G.  Perkins,  of  Malone;  and  Dr. 
P.  E.  Stamatiades,  of  Brushton. 

Kings  County 

In  the  Courses  in  Contemporary  Medicine, 
Dr.  Carl  Henry  Laws  will  speak  on  December 
2 at  4:00  p.m.  on  “Surgical  Conditions  in  In- 
fancy and  Childhood,”  and  Dr.  Irving  Gray  at 
4:45  on  “Occupational  Diseases.”  On  December 
9 Dr.  Meyer  Rabinowitz  will  speak  on  “Granu- 
lomas” at  4:00  and  Dr.  Robert  F.  Barber  on 
“Traumatic  Diseases — Surgical  Aspect”  at  4:45. 
On  December  16  Dr.  Frank  B.  Cross  will  speak 
on  “Adenopathies”  at  4:00  and  Dr.  Thomas  A. 
McGoldrick  on  “Traumatic  Diseases — Medical 
Aspect”  at  4:45. 

At  the  meeting  held  November  19,  the  Kings 
County  Society  went  on  record  as  approving  the 
Medical  Expense  Fund  of  New  York,  Inc.  This 
approval  does  not  preclude  the  consideration  of 
other  medical  expense  plans  that  might  be  pre- 
sented to  the  society. 

Madison  County 

Dr.  Howard  Beach  was  elected  president  of 
the  county  society  on  October  31  at  its  annual 
dinner  meeting  in  Oneida.  He  succeeds  Dr. 
Everett  T.  Centerwall,  Morrisville. 

Other  officers  chosen  are  Dr.  Eugene  W. 
Carpenter,  vice-president;  Dr.  Paul  A.  Ferrara, 
treasurer;  and  Dr.  Robert  L.  Crockett,  to  mem- 
bership on  the  board  of  censors.  Dr.  Lee  S. 
Preston  was  re-elected  secretary. 

The  dinner  speaker  was  Dr.  Joseph  A.  Law- 
rence, Albany,  executive  secretary  of  the  State 
Society.  The  county  society  is  one  of  the  oldest 
in  the  state,  founded  in  1806. 

The  program  opened  at  4:30,  and  Dr.  Arthur 
E.  Harris,  Syracuse  University,  talked  on  “The 
Status  of  Present  Day  Immunology.”  At  the 
night  session  Dr.  Clyde  O.  Barney,  Syracuse, 
chose  for  his  subject,  “Appendicitis”;  Dr. 
Henry  H.  Haft,  Syracuse,  “Dyspepsia”;  and 
Dr.  Nathan  P.  Sears,  “The  Management  of 
Vaginal  Bleeding  at  the  Menopause.” 

Nassau  County 

The  county  society  met  with  the  county  dental 
society  on  November  18  at  the  Garden  City 
Hotel  and  heard  an  address  by  Dr.  Louis  C.  Kress, 
director.  Division  of  Cancer  Control,  State  De- 
partment of  Health,  on  “Cancer  of  the  Mouth.” 

At  the  meeting  on  October  29  the  topics  and 
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speakers  were:  “Some  Recent  Advances  in  Can- 
cer Research”  by  Dr.  Clarence  Cook  Little, 
managing  director  of  American  Society  for  the 
Control  of  Cancer,  and  “Cancer  of  the  Female 
Pelvis,”  by  Dr.  William  P.  Healy,  gynecologist, 
Memorial  Hospital,  New  York  City. 

The  secret  of  Nassau  County’s  good  health,  as 
disclosed  in  the  Nassau  Review  Star  by  J.  Louis 
Neff,  executive  secretary  of  the  county  society, 
is  that — “Every  person  in  Nassau  County  is  able 
to  have  his  own  family  doctor.  Thanks  to  the 
progressive  vision  of  our  county  authorities  and 
the  cooperation  of  the  doctors,  the  man  without 
money  is  not  compelled  to  herd  himself  into 
crowded  clinics  and  wait  long  hours  for  a few  min- 
utes of  casual  attention  from  an  overcrowded 
doctor.  The  relief  authorities  permit  him  to 
select  his  own  physician  who  treats  him  in  his 
own  private  office  where  he  is  able  to  give  him 
just  as  good  attention  as  he  gives  his  paying 
patients.  There  is  no  distinction  between  ‘clinic 
patients’  and  ‘private  patients.’  All  patients 
are  private  patients  of  the  doctor  they  select. 
If  the  family  is  receiving  assistance  from  the  re- 
lief authorities,  the  doctor  is  paid  a small  fee 
for  this  service.  If  the  family  is  not  in  this  group 
and  is  still  unable  to  pay  for  medical  care,  every 
doctor  in  the  medical  society  is  pledged  to  do 
his  share  in  seeing  to  it  that  no  one  in  the  county 
goes  without  the  attention  he  needs.  The  local 
health  and  welfare  agencies  have  doctors  in  every 
community  who  cooperate  with  them.  Cases 
presenting  special  problems  are  helped  by  the 
office  of  the  society.” 

New  York  County 

The  program  of  the  stated  meeting  of  The 
New  York  Academy  of  Medicine  on  November  7 
was  as  follows:  Newer  Knowledge  of  Vitamins 
B and  K. — (a)  “Vitamin  B Complex,”  by  Dr. 
Norman  Jolliffe,  associate  professor  of  medicine, 
New  York  University  College  of  Medicine; 
(b)  “Vitamin  K,”  by  Dr.  William  DeWitt 
Andrus,  associate  professor  of  surgery,  Cornell 
University  Medical  College. 

Onondaga  County 

At  the  meeting  of  the  county  society  on  No- 
vember 4,  papers  were  read  by  Dr.  Wardner  D. 
Ayer,  on  “Chronic  Cerebral  Disease,”  and  Dr.  A. 
C.  Silverman,  on  “Outbreak  of  Poliomyelitis  in  a 
Child-Caring  Institution  in  Syracuse.” 

A plan  whereby  each  physician  in  Onondaga 
County  receives  a certain  salary  for  the  care  of 
medical  welfare  patients  was  inducted  into  serv- 
ice on  September  1,  1940,  says  the  county 
Bulletin. 

By  trying  the  new  idea  which  maintains  the 
principle  of  free  choice,  much  red  tape  is  elimi- 
nated both  for  the  doctor  and  the  Welfare  De- 
partment. No  longer  is  it  necessary  for  the  doc- 
tor to  make  out  a separate  report  on  each  indi- 
vidual case.  A cumulative  report  is  made  once 
or  twice  each  month. 

It  is  understood  that  this  plan  is  to  be  tried  for 
six  months  or  one  year,  after  which  time  actuarial 
figures  will  be  available  on  which  the  future  of  the 
plan  will  be  based,  or  a return  to  the  fee  system 
might  be  deemed  best  by  the  authorities  repre- 
senting the  Welfare  Department  and  the  county 
society. 

Due  credit  must  be  given  to  the  Public  Rela- 


tions Committee  and  the  Welfare  Department 
for  the  months  of  necessary  intensive  preparation 
for  the  evolvement  of  the  plan. 

Ontario  County 

Dr.  Robert  George  Cook,  76,  former  head  of 
Brigham  Hall  Hospital,  who  died  at  his  home  in 
Canandaigua  on  October  25,  was  a past-presi- 
dent of  both  the  Canandaigua  and  the  county 
medical  societies. 

Putnam  County 

At  the  monthly  meeting  of  the  county  society 
held  on  October  2 at  the  Gipsy  Trail  Club,  Car- 
mel, Dr.  Michael  A.  Cassidy,  assistant  gynecolo- 
gist at  Vanderbilt  Clinic,  spoke  upon  “Progress 
in  Gynecology,”  and  Dr.  Lawrence  Q.  Crawley, 
assistant  obstetrician  at  Lenox  Hill  Hospital, 
spoke  upon  “Progress  in  Obstetrics.” 

At  the  monthly  meeting  of  the  society  held  on 
November  6 at  the  Gipsy  Trail  Club,  the  speaker 
was  Dr.  Frederick  Randolph  Bailey,  assistant 
physician  at  the  Presbyterian  Hospital  in  New 
York  City,  and  the  subject  was  “Progress  in 
Drug  Therapy.” 

The  officers  of  the  society  for  1940-1941, 
elected  at  the  annual  meeting,  are  as  follows: 
president,  Dr.  Robert  S.  Cleaver,  Brewster; 
vice-president,  Dr.  John  T.  Jenkin,  Lake  Maho- 
pac;  treasurer,  Dr.  Alexander  Vanderburgh, 
Brewster;  secretary,  Dr.  John  T.  Jenkin,  Lake 
Mahopac. — Reported  by  John  T.  Jenkin , M.D., 
Secretary. 

Queens  County 

The  Rockaway  Medical  Society  met  on  Octo- 
ber 17  at  the  Lawrence  Country  Club.  Follow- 
ing dinner  the  members  heard  Dr.  William  J 
Hoffman,  guest  speaker,  discuss  “Diagnosis  of 
Breast  Tumors.” 

Saratoga  County 

Dr.  Gilbert  Pasquera,  of  Mount  McGregor, 
was  elected  president  of  the  county  society  at 
the  annual  meeting  on  October  30  at  Newman’s 
Lake  House,  Saratoga  Springs.  He  succeeds 
Dr.  Ralph  B.  Post,  of  Ballston  Spa. 

Other  officers  elected  were:  Dr.  Mark  D. 
Duby,  Schuylerville,  vice-president;  Dr.  Mal- 
colm J.  Magovern,  Saratoga  Springs,  secretary; 
and  Dr.  W.  John  Maby,  Mechanicville,  treas- 
urer. 

The  meeting  featured  an  address  by  Dr. 
Edgar  M.  Medler  of  the  Metropolitan  Sani- 
tarium at  Mount  McGregor,  who  discussed  re- 
cent laboratory  advances  in  the  diagnosis  of  pul- 
monary tuberculosis. 

Schenectady  County 

Dr.  John  Scudder,  surgical  pathologist,  ad- 
dressed the  county  society  in  the  Nurses’  Home 
Auditorium  of  Ellis  Hospital  on  November 
12. 

A member  of  the  School  of  Medicine  at  Colum- 
bia University,  Dr.  Scudder  spoke  on  “Shock; 
Blood  Studies  as  a Guide  to  Therapy.” 

Suffolk  County 

Dr.  William  H.  Ross,  of  Brentwood,  has  been 
designated  by  Governor  Lehman  as  chairman 
of  the  Medical  Advisory  Board  for  the  draft  in 
Suffolk  County.  Other  members  of  the  board 
are  Dr.  David  Corcoran,  of  Central  Islip;  Dr. 
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Edward  R.  Hildreth,  Dr.  Harry  McGrath,  and 
Dr.  Carl  W.  Cohoon,  of  Bay  Shore;  Dr.  Frank 
S.  Child,  of  Port  Jefferson;  Dr.  Charles  Taintor, 
of  Port  Jefferson  Station;  and  Dr.  Paul  Diefin- 
bacher,  of  Southold. 


Westchester  County 

Dr.  Albert  Clark  Benedict,  97,  physician  who 
practiced  in  Yonkers  sixty  years  and  who  was 
Police  Surgeon  for  twenty-nine  years  before  he 
retired  in  1922,  died  on  October  29. 


Deaths  of  New  York  State  Physicians 


Name 

Age 

Medical  School 

Date  of  Death 

Residence 

Solomon  S.  Barnett 

77 

P.  & S.  N.  Y. 

October  30 

Manhattan 

Albert  C.  Benedict 

97 

P.  & S.  N.  Y. 

October  29 

Yonkers 

Joseph  P.  Brennan 

56 

Buffalo 

September  28 

Buffalo 

Albert  A.  Getman 

52 

N.  Y.  Horn. 

October  28 

Syracuse 

Byron  Haskin 

68 

Queens,  Canada 

November  7 

Theresa 

Mark  Manley 

72 

L.  I.  C.  Hosp. 

November  7 

Brooklyn 

F’orence  Mikulski 

46 

Buffalo 

October  24 

Buffalo 

Edgar  Montealegre 

57 

Hahne.  Phila. 

November  1 

Manhattan 

George  J.  Plehn 

46 

Cornell 

September  6 

Manhattan 

Albert  E.  Sumner 

73 

P.  & S.  N.  Y. 

October  31 

Richmond  Hill 

GREAT  BRITAIN  NEEDS 

. . . . SURGICAL  EQUIPMENT,  MEDICAL  SUPPLIES,  DRUGS, 

SERUMS,  HOSPITAL  BEDS,  etc TO  MEET  THE  GREATEST 

CRISIS  IN  HER  HISTORY! 

The  Medical  and  Surgical  Supply  Committee,  composed  of  250  phy- 
sicians and  surgeons  in  principal  cities  throughout  the  United  States, 
respectfully  solicits  your  help.  The  need  is  urgent . The  time  is  short. 
Please  respond  generously  and  today. 

The  drugs  most  urgently  needed  are  antiseptics , cardiac  and  respiratory 
stimulants , sedatives , ampoules , sulfanilamide , sulfapyridine,  vitamins , tonic 
preparations , food  concentrates. 

Supplies  of  these  and  other  useful  drugs,  which  may  have  remained 
unused  in  your  office  closet,  on  your  shelves,  or  in  your  storeroom,  together 
with  instruments  and  equipment,  old  or  new,  will  be  warmly  welcomed. 
A recent  cable  reads:  “Need  equipment  such  as  rubber  sheeting,  hot 

water  bottles.” 

Send  them  to  the  address  given  below  or  telephone  LExington  2-3970 
and  they  will  be  collected. 

Medical  and  Surgical  Supply  Committee 
of  America 

420  Lexington  Avenue 
New  York  City 


.MUST  HAVE  BEEN  GOOD,  ANYWAY 
Have  you  ever  had  difficulty  trying  to  read  the 
penmanship  of  a doctor?  After  obtaining  the 
medicine,  one  patient  took  the  prescription  and 
used  it  for  years  as  a railway  pass;  twice  as  an 
invitation  to  a dance;  once  as  a compli- 
mentary ticket  to  a show ; and  later  as  a recom- 
mendation from  his  employer.  And  in  the  even- 
ing, his  daughter  played  it  on  the  piano. — 
Mfg.  and  Indus.  Eng. 


CHANCE  OF  A LIFETIME 
A doctor’s  wife  decided  to  give  a formal  re- 
ception, so  she  summoned  her  maid  to  give  her 
instructions — saying:  “Bridget,  I want  you 

to  stand  at  the  drawing  room  door  and  call  the 
guests’  names  as  they  arrive.” 

“Very  good,  ma’am,”  said  Bridget  happily. 
“I’ve  been  wanting  to  do  that  for  years!  I sup- 
pose the  first  thing  that  comes  into  me  head 
will  do.” — Medical  World 


Hospital  News 


A Fine  Example  of  Foresight  in  Hospital 
Planning 

Certainly  no  one  expected  that  the  Lake 
Shore  Limited  would  leave  the  rails  at  the 
“'gulf  curve”  at  Little  Falls  on  that  tragic  night 
and  inundate  the  local  hospital  to  almost  double 
its  capacity  with  the  torn  and  dying  victims. 
Catastrophes  are  never  expected.  But  this  one 
found  the  hospital  ready,  for  it  was  planned  for 
catastrophe  with  rare  foresight  two  years  ago. 
The  story  of  it  was  told  on  October  8 by  Dr. 
H.  D.  Vickers  in  a paper  read  before  the  Her- 
kimer County  Medical  Society.  As  reported  in 
the  local  papers,  he  said  in  part : 

“There  are  about  11,000  people  in  the  city  of 
Little  Falls,  and  the  Little  Falls  Hospital,  an 
institution  of  52  adult  beds,  nicely  fulfills  their 
medical  needs.  It  is  unusual  that  such  a small 
hospital  could  adapt  itself  instantly  to  the  de- 
mands of  a major  catastrophe.  Normally  oper- 
ating on  a 45-bed  basis,  the  hospital  admitted 
83  injured  persons  in  those  early  morning  horn's, 
and  these  were  in  addition  to  those  who  were 
already  patients  in  the  hospital. 

“This  preparedness  was  the  result  of  thought 
and  planning  that  took  place  about  two  years 
ago.  When  an  addition  was  planned  for  the 
Little  Falls  Hospital,  the  possibility  of  a catas- 
trophe happening  in  Little  Falls  was  considered 
and  provision  was  made  for  it.  For  example, 
private  rooms  were  built  large  enough  to  accom- 
modate two  beds,  sun  parlors  were  broad  enough 
to  be  made  into  wards  and  the  necessary  lights 
and  wiring  were  installed;  corridors  were  made 
large  enough  for  beds;  an  extra  surgery  as  well 
as  a separate  orthopedic  fracture  room  were 
made;  and  even  reception  rooms  were  planned 
to  be  used  in  an  emergency. 

“Further  than  this,  the  hospital  staff,  at 
several  of  its  meetings,  had  discussed  the  possi- 
bility of  some  type  of  calamity  occurring  in 
Little  Falls  and  what  could  be  done  to  meet 
an  emergency  situation.” 

Was  Prepared  for  Emergency 

“Whether  our  medical  staff  was  better  pre- 
pared than  most  to  meet  such  an  emergency 
because  of  this  is  open  to  question,  but  certainly 
our  hospital  was.  The  orderly  care  and  the 
lack  of  any  confusion  in  those  terrible  horn's 
spoke  eloquently  of  our  hospital  organization. 
In  fact,  were  another  to  happen  again,  there  are 
only  a few  minor  things  that  would  be  done 
differently. 

“If  our  group  was  better  prepared  for  this 
emergency,  and  we  feel  strongly  that  we  were, 
for  having  foreseen  some  of  our  problems,  there 
is  no  reason  why  any  hospital  group  cannot  also 
better  itself  by  simply  discussing  how  it  could 
react  to  an  unusual  medical  situation.  This 
need  not  necessarily  be  a train  wreck.  Any 
community  might  have  an  industrial  explosion, 
a fire,  flood,  building  collapse,  a meteorologic 
phenomena,  or,  and  this  is  not  beyond  the  realm 
of  possibility,  an  air  raid.  If  a staff  could  know 
just  a little  of  the  problems  that  would  result 


if  any  of  these  things  should  happen,  it  could 
not  but  be  better  fitted  to  meet  them. 

“Does  the  average  hospital  staff  know  where 
to  get  large  amounts  of  tetanus  and  gas  gangrene 
antitoxin  quickly  for  emergency  use?  Suppose 
a hospital  used  up  its  supplies  of  sterile  goods, 
splints,  plaster,  x-ray  films.  How  could  they  be 
obtained  quickly?  Are  sufficient  blood  donors 
of  known  type  available  in  the  community  ready 
for  emergency  use?  What  would  it  do  if  there 
were  more  patients  than  beds?  Suppose  the 
electric  power  were  destroyed,  what  light  would 
be  arranged  quickly? 

“Indeed,  what  if  the  hospital  itself  were 
demolished?  Where  and  how  would  medical 
and  surgical  care  then  be  carried  on?  These  are 
questions  we  can  well  afford  to  ask  ourselves  so 
that  we  will  be  better  prepared.  There  are  no 
universal  answers  to  these  questions.  Each 
locality  has  its  own  medical  setup,  its  own  hos- 
pital, and  its  own  community  temperament. 
It  has  been  said,  ‘It  can’t  happen  here,’  but  it 
can — in  every  single  city,  and  sooner  or  later 
something  will  happen.  It  behooves  the  medical 
profession  to  be  prepared.” 

Splendid  Cooperation  Shown 

“It  is  impossible  for  any  one  man,  whether  he 
is  a railroad  surgeon,  an  industrial  surgeon,  or 
health  officer,  to  handle  any  catastrophe.  The 
medical  profession  as  a group  must  throw  their 
whole  energies  unselfishly  into  the  problem.  It 
is  very  significant  that  the  efficiency  with  which 
the  Lake  Shore  Limited  wreck  was  handled  by 
the  medical  profession  here  in  Little  Falls  is 
almost  unparalleled  and  is  a great  tribute  to  their 
unity,  spirit  of  cooperation,  and  ability.  The 
hospital  and  its  staff,  from  superintendent  to 
helper,  must  be  given  the  highest  praise  for  their 
part  in  this  disaster. 

“Without  exception,  every  visitor  in  those  days 
marveled  at  the  efficiency  with  which  the  hos- 
pital functioned.  The  patients,  besides  having 
excellent  care,  were  made  to  feel  at  home  and 
that  they  were  among  friends.  Many  of  the 
victims  made  lasting  friendships  while  patients 
in  the  hospital.  Indeed,  a few  have  returned 
to  Little  Falls  for  private  medical  and  surgical 
care.  It  has  been  said  of  the  people  of  Little 
Falls  that  in  no  other  city  could  there  have  been 
a more  generous  and  sympathetic  response.” 

Newsy  Notes 

Dr.  Floyd  S.  Winslow,  former  president  of  the 
Medical  Society  of  the  State  of  New  York,  has 
been  named  president  of  Iola  Sanatorium  board 
of  managers. 

Subscribers  to  the  three-cent-a-day  hospital 
plan  of  the  Associated  Hospital  Service  of  New 
York  who  enter  the  armed  services  will  be  kept 
on  the  enrollment  list  without  charge  and  will 
be  given  full  hospital  benefits  after  discharge 
from  the  armed  forces  if  payment  is  resumed 
within  sixty  days  of  discharge,  Dr.  S.  S.  Gold- 
water,  president  and  chairman  of  the  board  of 
the  service,  announces. 
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Fifty  New  York  hospitals  have  offered  the 
free  use  of  their  clinics  and  other  facilities  to  local 
draft  boards  for  physical  examinations  of  men 
registering  under  the  Selective  Service  Act,  it  is 
announced  by  Leighton  M.  Arrowsmith,  presi- 
dent of  the  Greater  New  York  Hospital  Associa- 
tion. 


Special  hospitals  for  persons  with  alcoholism 
instead  of  “revolving-door  jails”  were  recom- 
mended on  October  15  at  a conference  in  New 
York  City  on  alcoholism  attended  by  physi- 
cians, psychiatrists,  physiologists,  churchmen, 
prohibitionists,  representatives  of  large  whisky 
distillers,  and  persons  interested  in  the  problem 
of  drunkenness  from  other  points  of  view. 

Dr.  C.  C.  Burlingame,  psychiatrist,  of  Hart- 
ford, Connecticut,  said  there  was  general  agree- 
ment in  his  group  that  special-type  hospitals 
where  there  would  be  psychiatric,  sociologic,  and 
medical  treatment  should  be  established. 


A $100,000  suit  against  the  Associated  Hos- 
pital Service  of  New  York,  brought  by  a man 
who  claims  that  the  incorporators  of  the  service 
filched  the  idea  from  him,  was  disclosed  in  papers 
filed  before  Supreme  Court  Justice  James  T. 
Hallinan  in  Brooklyn  on  October  22.  The  hos- 
pital organization  entered  a general  denial. 


The  Triboro  Hospital  for  the  tubercular  in 
Jamaica  will  begin  receiving  patients  Jan  1,  with 
the  maximum  of  557  expected  to  be  reached  by 
July  1,  according  to  the  Department  of  Hospitals. 


More  than  10,000  articles  of  linen,  at  a cost  of 
more  than  $2,000  were  donated  to  Flushing 
Hospital  last  summer  by  the  Woman’s  Auxiliary 
as  its  summer  requisition,  it  was  announced  at  the 
fall  meeting  of  the  governing  board. 


The  Queens  Voiture,  40  and  8,  will  give  an  in- 
fant’s respirator  to  each  hospital  in  Queens,  it 
announces.  A second  baby  incubator  has  been 
given  to  St.  John’s  Hospital  by  the  Kiwanis 
Club  of  Astoria.  Watertown’s  two  hospitals 
have  both  been  equipped  with  iron  lungs,  one 
the  gift  of  the  Watertown  Lodge  of  Elks,  and 
the  other  given  by  the  Watertown  Rotary  Club, 
Lions  Club,  American  Legion,  and  the  Jefferson 
County  Chapter  of  the  National  Infantile  Paraly- 
sis Foundation. 


Improvements 

Enlargement  of  the  Brooks  Memorial  Hos- 
pital at  Dunkirk  is  planned.  As  tentatively  out- 
lined the  new  section  would  contain  fifty  beds 
and  all  operating  rooms,  emergency,  and  special- 
ized services.  A dining  room  and  kitchen  also 
would  be  in  the  new  building,  probably  in  the 
basement,  according  to  often-followed  practice. 
Administration  offices  also  are  slated  for  the  new 
building  which  will  cost  around  $150,000. 


The  creation  of  a children’s  ward  and  the  con- 
struction of  a new  wing  for  the  General  Hospital 
of  Saranac  Lake  are  among  the  major  recom- 
mendations submitted  by  Maurice  M.  Feust- 
mann,  president  of  the  Board  of  Directors,  in 
the  annual  report  of  the  hospital. 


The  American  Legion  Post  at  Potsdam  is 
raising  funds  to  build  an  addition  to  the  Pots- 
dam Hospital,  which  is  badly  overcrowded. 
The  Post  staged  three  boxing  bouts  in  August 
as  part  of  its  campaign. 


A new  nurses’  home  at  the  Oneida  County 
Hospital  is  under  consideration. 


St.  Joseph’s  Maternity  Hospital  at  Troy  has 
opened  a new  prenatal  and  well-baby  clinic, 
established  with  the  cooperation  of  the  Troy 
office  of  the  Catholic  Charities.  The  clinic  will 
be  operated  in  cooperation  with  the  city  and 
county  welfare  departments.  The  quarters  in- 
clude examination  and  dressing  rooms,  a waiting 
room,  and  interview  rooms  for  the  physicians 
and  social  workers. 


St.  John’s  Hospital  in  Long  Island  City  is 
undergoing  a refurbishing,  which  extends  from 
ground  floor  to  top  and  even  reaches  out  to  the 
surrounding  grounds.  Already  more  than 
$25,000  has  been  spent  to  give  the  institution 
new  x-ray  machines,  new  ambulances,  and  new 
kitchen  equipment.  Two  children’s  wards  have 
been  remodeled,  an  isolation  porch  has  been 
added,  and  gradually  the  whole  interior  of  the 
building  is  being  renovated  and  redecorated. 


The  White  Plains  Hospital  and  St.  Agues 
Hospital  have  received  new  ambulances,  gifts 
from  the  people  of  the  city  and  vicinity,  made 
through  the  four  service  clubs  of  White  Plains — 
Lions,  Rotary,  Kiwanis,  and  Exchange.  Other 
organizations  aided,  but  the  service  clubs, 
through  their  Inter-Service  Club  Committee, 
sponsored  the  project  and  saw  it  through  to 
success. 


A widened  field  of  x-ray  treatment  was  opened 
up  recently  at  Ideal  Hospital  of  Endicott,  when 
the  giant  x-ray  machine  donated  by  Thomas  J. 
Watson  was  put  into  service.  In  a room  lined 
with  two  and  one-half  tons  of  sheet  lead,  a 
patient  may  now  receive  deep  therapy  treatment 
not  available  in  any  other  hospital  in  this  section. 
The  200,000-volt  machine,  in  fact,  is  the  first 
installation  of  this  type  of  device  made  anywhere 
by  the  General  Electric  X-Ray  Corp. 

So  powerful  are  the  machine’s  rays  that  no 
operator  can  stand  in  the  room  while  the  treat- 
ment is  given.  The  tube  is  controlled  by  an 
operator  standing  outside  and  looking  through  a 
special  lead-treated  window. 

The  tube  itself  is  about  two  feet  long  and  is 
immersed  in  45  gallons  of  refined  oil  within  the 
600-pound  condenser  box. 
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Yonkers  Professional  Hospital  has  a new 
Westinghouse  Fluoradex  x-ray  machine  costing 
$6,000. 


A new  three-story  wing  equipped  with  the 
most  modern  facilities  for  the  care  and  treatment 
of  cancer  has  been  erected  at  the  State  Institute 
for  the  Study  of  Malignant  Diseases  in  Buffalo. 
Two  floors  have  already  been  opened,  and  it  is 
expected  that  the  third  will  be  ready  for  occu- 
pancy in  the  near  future. 

This  urgently  needed  unit  will  relieve  materi- 
ally the  serious  overcrowded  conditions  which 
existed  formerly.  In  addition  to  providing  beds 
for  78  patients,  it  will  house  the  office  of  the 
director,  the  staff  and  business  offices,  and  the 
examination  and  treatment  rooms  of  the  x-ray 
and  radium  department. 


When  the  new  wing  of  the  South  Nassau 
Communities  Hospital,  Oceanside,  is  opened  in 
October,  not  only  that  section  but  also  the  old 
part  of  the  building  will  boast  of  new  and 
modern  equipment.  Numerous  improvements 
are  being  made  in  the  present  structure,  even  as 
the  new  wing  is  being  constructed. 

The  new  wing  will  have  sixty-three  beds,  and 
most  of  the  patients  will  be  quartered  in  con- 
vertible rooms,  in  each  of  which  another  bed 
can  be  placed  when  the  need  arises.  Thus,  the 
hospital  can  meet  the  fluctuating  demands,  and 
provide  private  rooms  for  persons  who  can  pay 
for  them  in  good  times. 


The  board  of  managers  of  the  Soldiers  and 
Sailors  Memorial  Hospital  of  Yates  County, 
located  in  Penn  Yan,  has  approved  plans  for 
enclosing  the  porches  on  the  south  side  of  the 
building  and  thereby  creating  six  new  ward  beds 
to  take  care  of  the  constantly  increasing  de- 
mand. 


Plans  to  replace  all  of  the  present  x-ray 
equipment  at  the  Peekskill  Hospital  with  new 
machines  of  the  most  modern  design  are  an- 
nounced. 


Another  story  is  being  added  to  the  new  ma- 
ternity wing  of  St.  Joseph  Hospital,  Far  Rock- 
away. 


A $750,000  pavilion  to  accommodate  120  pa- 
tients is  being  added  to  St.  Vincent’s  Hospital, 
New  York  City. 


The  new  addition  to  the  United  States  Marine 
Hospital  at  Stapleton,  Staten  Island,  increases 
the  capacity  from  350  to  1,000  beds. 


The  W.P.A.  has  granted  $40,000  to  improve 
buildings  at  Grasslands  Hospital. 


Work  has  started  on  a two-story  addition  to 
the  nurses’  home  at  United  Hospital,  Port 
Chester. 


Fifteen  doctors  affiliated  with  Goshen  Hos- 
pital have  given  $360  to  buy  an  anesthesia  ap- 
paratus. 


A campaign  is  on  to  build  a modern  hospital 
at  Westfield. 


The  Niagara  Falls  Memorial  Hospital  is  add- 
ing a new  physical  therapy  department,  largely 
the  gift  of  Mr.  Charles  Holland-Moritz. 


A four-story  fireproof  nurses’  school  is  being 
planned  by  St.  John’s  Riverside  Hospital, 
Yonkers. 


St.  Francis  Hospital,  Poughkeepsie,  plans  a new 
$100,000  wing.  Through  the  generosity  of 
Oakleigh  Thorne,  Millbrook  philanthropist,  a 
modern  air  conditioning  system  is  being  in- 
stalled in  the  surgery  department. 


Highland  Hospital,  Rochester,  has  completed 
a $25,000  addition,  the  gift  of  Miss  Louise  A. 
Hall. 


A new  million-dollar  dispensary  is  under  con- 
struction at  the  Kings  County  Hospital. 


r Dr.  George  W.  Corner,  director  of  the  Depart- 
ment of  Embryology  at  the  Carnegie  Institute 
of  Washington,  will  give  a lecture  entitled  “The 
Ovarial  Cycle  of  the  Rhesus  Monkey,”  on  De- 
cember 10,  in  the  auditorium  of  Cornell  Uni- 
versity Medical  College,  1300  York  Avenue,  New 
York  City,  at  8:00  p.m.  Dr.  Corner’s  lecture  will 
be  given  under  the  sponsorship  of  the  Cornell 
chapter  of  Nu  Sigma  Nu  Fraternity.  Doctors  are 
cordially  invited  to  attend. 


Child:  “The  Lord  gives  us  our  daily  bread, 

doesn’t  he  mamma?” 

Mother:  “Yes,  dear.” 

Child:  “And  Santa  Claus  brings  the  pres- 

ents?” 

Mother:  “Yes,  dear.” 

Child:  “And  the  stork  brings  the  babies?” 

Mother:  “Yes,  dear.” 

Child:  “Then  what’s  the  use  of  having  papa 

hanging  around?” — Medical  World 


Woman’s  Auxiliary 

To  the  Medical  Society  of  New  York  State 


The  fall  meeting  of  the  Executive  Board  of  the 
Woman’s  Auxiliary  to  the  Medical  Society 
of  the  State  of  New  York  was  held  October  16  at 
Garden  City,  Long  Island  and  was  a most  success- 
ful and  enjoyable  event.  The  visitors  were 
guests  in  the  homes  of  the  Nassau  County  Auxil- 
iary members.  The  evening  preceding  the  meet- 
ing a dinner  was  given  for  them  at  the  Garden 
City  Hotel  by  the  president  of  the  State  Auxil- 
iary, Mrs.  Luther  H.  Kice.  At  the  board  meeting, 
held  in  the  auditorium  of  the  Nassau  County 
Hospital  in  Mineola,  interesting  reports  were 
read  by  the  officers,  chairmen  of  committees,  and 
county  presidents.  After  a luncheon  at  the 
Cherry  Valley  Country  Club  the  afternoon  ses- 
sion convened,  and  Dr.  Louis  H.  Bauer,  a member 
of  the  Preparedness  Committee  of  the  State 
Medical  Society,  gave  a most  enlightening  talk  on 
auxiliary  preparedness. 

The  evening  began  with  a drive  to  Jones  Beach 
to  see  a magnificent  sunset  and  was  followed  by 
a buffet  supper  at  the  Hempstead  Country  Club 
as  guests  of  the  Nassau  County  Auxiliary.  An 
accordionist  and  a monologist  entertained  at 
dinner,  and  later  games  were  played  by  all,  thus 
making  the  concluding  hours  of  the  meeting  very 
gay. 

The  State  Board  meetings  are  always  eagerly 
anticipated  and  rightly  so.  The  members  of  the 

County 

County  Organization 

It  is  with  pride  that  we  lead  our  county  reports 
with  the  organization  of  a grand  group  of  physi- 
cians’ wives — those  of  Montgomery  County. 
They  have  started  with  much  enthusiasm  and 
will  make  a great  success  of  their  venture.  At  an 
organization  meeting  in  October  Mrs.  Luther  H. 
Kice,  state  president,  explained  the  aims  and  pur- 
poses of  an  auxiliary  to  a county  medical  society. 
Mrs.  J.  Curran  was  selected  as  the  chairman  of  a 
committee  to  draw  up  a constitution  and  Mrs. 

E.  A.  B ogden  as  chairman  of  a committee  to 
nominate  officers.  Those  attending  from  organ- 
ized counties  were:  Mrs.  Kice,  of  Garden  City; 

Mrs.  A.  W.  Greene;  Mrs.  W.  F.  MacDonald,  Mrs. 

A.  H.  Congdon,  and  Mrs.  L.  P.  Tischler,  of  Schen- 
ectady; Mrs.  R.  Johnson  and  Mrs.  G.  Sincer- 
beaux,  of  Auburn. 

At  their  first  regular  meeting  held  November  1, 
the  following  officers  were  elected:  president, 

Mrs.  S.  L.  Homrighouse;  president-elect,  Mrs. 

P.  J.  Fitzgibbons;  vice-president,  Mrs.  W.  H. 
Seward;  secretary  , Mrs.  E.  B.  Kelly;  treasurer, 
Mrs.  A.  J.  Townley,  of  Fonda.  The  executive 
board  has  for  legislation,  Mrs.  R.  Korns;  mem- 
bership, Mrs.  W.  H.  Seward;  public  relations, 
Mrs.  J.  P.  Curran;  entertainment,  Mrs.  M.  F. 
Geruso;  notification,  Mrs.  R.  Wyrtwal,  Johns- 
ville.  The  constitution  and  bylaws  were  adopted 
at  this  meeting.  An  advisory  committee  con- 
sists of  Dr.  S.  L.  Homrighouse,  Dr.  P.  J.  Fitzgib- 
bons, Dr.  E.  H.  Ormsby,  Dr.  W.  S.  Seward,  Dr. 

L.  M.  McGuigan,  of  Amsterdam,  and  Dr.  W.  R. 
Rathbun,  of  Canajoharie.  A charter  membership 


Board  are  unanimous  in  their  thanks  to  the 
Nassau  County  Auxiliary  and  to  Mrs.  Kice  for 
an  outstandingly  successful  meeting — thirty- 
seven  members  attended,  the  reports  were  in- 
spiring, the  enthusiasm  for  future  progress  un- 
limited, and  the  entertainment  splendid. 

(Signed)  Mrs.  J.  Emerson  Noll 

Subscribe  to  the  Bulletin.  . . . Goal  6,000!  We 
wish  to  make  every  effort  to  increase  the  circula- 
tion of  the  Bulletin.  In  the  last  issue  of  the 
Journal  you  will  find  a detailed  description  of 
this  important  publication  of  the  Woman’s 
Auxiliary  to  the  American  Medical  Association. 

Mrs.  E.  A.  Griffin  writes:  “Since  my  appoint- 

ment as  State  Chairman  of  circulation  for  the 
National  Bulletin  I have  written  to  each  county 
president  and  asked  her  to  appoint  a chairman  of 
circulation  for  her  county.  These  are : Queens, 

Mrs.  Harold  Foster — Corona;  Orange,  Mrs. 

W.  A.  Schmitz — Middletown;  Oswego,  Mrs.  John 
J.  Brennan — Oswego;  Herkimer,  Mrs.  Jere 

McEvilly — Little  Falls;  Albany,  Mrs.  Frank  E. 
Coughlin — Albany;  Rensselaer,  Mrs.  John  A. 
Enxien — Troy;  Kings,  Mrs.  Joseph  Rizzo — 

Brooklyn;  Erie,  Mrs.  Fred  St.  John  Hoffman — 
Buffalo;  Broome,  Mrs.  John  Moss — Binghamton; 
Schenectady,  Mrs.  H.  W.  Galster — Scotia.” 

News 

book,  presented  by  Dr.  and  Mrs.  S.  L.  Homrig- 
house, will  be  kept  open  for  signatures  until  the 
January  meeting. 

Three  cheers  for  this  wonderful  beginning  and 
success  to  Montgomery  County  Woman’s  Auxil- 
iary. 

Nassau.  The  auxiliary  is  cooperating  with 
the  Nassau  County  Mental  Hygiene  Committee 
for  the  duration  of  the  mental  hygiene  course 
which  the  committee  is  sponsoring. 

Members  of  the  staff  of  the  Child  Study  Asso- 
ciation of  America  are  giving  eight  lectures  on 
mental  hygiene  in  family  and  community  rela- 
tionship. Lecturing  on  this  program  are  Dr.  and 
Mrs.  S.  Gruenberg,  Dr.  P.  Bios,  Dr.  Caroline 
Zackry,  Mrs.  Anna  Wolf,  and  Mrs.  Aline  Auer- 
bach. The  benefit  to  the  community  by  this 
project  is  immeasurable.  Chairman  of  this  com- 
mittee is  Mrs.  N.  H.  Robin.  The  third  Annual 
Cancer  Institute  was  held  at  the  Great  Neck 
Woman’s  Club  House  on  October  29.  Mrs.  A.  C. 
Martin  presided  at  a luncheon  meeting  held  in 
conjunction  with  this  project.  Dr.  E.  G.  Brown, 
health  commissioner,  spoke  on  “Cancer  Report- 
ing in  Nassau  County”;  Mrs.  Walter  T.  Loeb- 
mann  discussed  “The  Educational  Program  of 
the  Nassau  County  Cancer  Committee.” 

In  the  afternoon  Dr.  R.  Derby,  chairman, 
Nassau  County  Cancer  Committee,  presided. 
The  speakers  and  their  topics  were:  Dr.  Clar- 

ence C.  Little,  “Women’s  Part  in  the  Cancer  Con- 
trol Program”;  Dr.  A.  S.  Warriner,  “Cancer  of 
the  Female  Pelvis.”  A movie,  Choose  to  Live 
concluded  the  session. 
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Oneida.  The  election  of  officers  and  the  honor 
of  having  the  state  president,  Mrs.  Kice,  at  the 
first  meeting  of  the  new  season  is  reported  by 
Mrs.  Gordon  B.  Taylor,  of  Utica. 

The  president  is  Mrs.  W.  Wright;  vice-presi- 
dents, Mrs.  J.  O.  Farrell  and  Mrs.  A.  Sloan;  re- 
cording secretary,  Mrs.  B.  F.  Golly,  Rome; 
corresponding  secretary,  Mrs.  R.  G.  Kibbey; 
treasurer,  Mrs.  Paul  Girard.  New  directors  are: 
Mrs.  W.  W.  Millias,  Rome,  and  Mrs.  H.  W. 
Jones,  Utica.  The  plans  for  the  year  were  dis- 
cussed and  outlined  to  include  war  relief  and 
community  welfare  projects. 

Orange.  Regular  fall  meetings  were  held  by 
Orange  County.  At  the  first  executive  board 
meeting  the  president,  Mrs.  L.  T.  Seward,  of 
Goshen,  entertained  at  her  home.  Those  present 
decided  to  hold  an  open  meeting  and  secure  a 
speaker  from  the  National  Red  Cross  Head- 
quarters. In  sending  a report  of  this  regular 
meeting,  held  at  Middletown,  Mrs.  W.  H.  Snyder 
says:  “Dr.  J.  L.  Mulherin,  of  Washington, 

D.  C.,  from  the  American  Red  Cross,  presented 
many  interesting  facts.  He  answered  many 


questions  and  explained  that  the  destination  of 
materials  and  funds  for  the  foreign  war  relief  were 
being  sent  to  those  countries  in  greatest  need.” 
The  large  attendance  included  persons  from  New- 
burgh, Goshen,  Montgomery,  and  Middletown. 
This  meeting  fostered  increased  interest  in  the 
work  of  the  American  Red  Cross. 

Rensselaer.  Health  and  its  relation  to  na- 
tional preparedness  was  the  program  topic  for 
the  regular  monthly  meeting  at  which  Mrs.  S.  H. 
Curtis  presided.  Mrs.  Joseph  A.  Lasko,  who  has 
been  appointed  state  chairman  of  Hygeia,  gave  a 
report  on  the  recent  state  meeting  of  county 
presidents  at  Garden  City,  L.  I.  Mrs.  John  A. 
Enzien  was  appointed  county  chairman  for  the 
Bulletin,  the  official  national  women’s  medical 
organization  magazine.  Mrs.  Victor  C.  Jacob- 
sen read  a report  of  the  recent  defense  meeting 
held  by  the  Troy  Council  of  Social  Agencies. 
Mrs.  G.  H.  Klinck  read  an  article  on  the  national 
work  of  the  American  Red  Cross  and  the  local 
unit,  written  by  Mrs.  James  H.  Donnelly.  The 
auxiliary  then  went  on  record  as  being  in  favor 
of  the  Troy  women’s  part  in  the  national  defense. 


A.M.A.  RADIO  BROADCASTS  RESUMED 
The  winter  and  spring  season  of  network  radio 
broadcasting  was  resumed  by  the  American 
Medical  Association  in  cooperation  with  the 
National  Broadcasting  Company  over  the  Blue 
Network  of  stations  on  November  13,  at  10:30 
to  11:00  p.m.  eastern  standard  time  (9:30-10:00 
central,  8:30-9:00  mountain  and  7 :30-8:00  Paci- 
fic) . The  J.A . M.A . for  September  2 1 announced : 
“The  program  will  be  in  dramatized  form 
constituting  the  sixth  successive  season  of 
dramatized  broadcasting  by  the  Association 
on  a nation-wide  network.  The  title  of  the 
program  will  be  Doctors  at  Work.  The  theme 
of  the  program  will  be  the  interpretation  to  the 
listener  of  services  available  in  the  treatment 
of  disease  and  the  preservation  and  promotion 
of  health  through  the  various  branches  of  mod- 
ern medicine.  Thirty  programs  are  planned 
dealing  with  different  phases  of  medical  prac- 
tice, beginning  with  medical  education,  intern- 
ship, residency,  and  general  practice  and  em- 
bracing all  the  major  specialties  in  medicine 
and  in  medical  phases  of  public  health  work. 


“The  scripts  will  be  written  by  William  J.  Mur- 
phy, director  of  continuity  for  the  central  division 
of  the  National  Broadcasting  Company,  and  will 
be  under  the  supervision  of  the  Bureau  of  Health 
Education  with  the  cooperation  of  Miss  Judith 
Waller,  educational  director,  central  division, 
National  Broadcasting  Company. 

“The  evening  hour  assigned  for  these  broad- 
casts is  the  most  favorable  hour  that  has  ever 
been  made  available  for  sustaining  health  edu- 
cation broadcasts.  Poster  announcements  of  the 
programs  have  been  prepared  by  the  Bureau  of 
Health  Education.  These  will  be  sent  in  any  rea- 
sonable quantity  which  can  be  effectively  used 
on  request  from  state  or  local  medical  societies 
and  units  of  the  woman’s  auxiliary  or  to  health 
departments,  schools,  or  other  educational  in- 
stitutions. 

“Titles  of  programs  to  come  will  be  published 
three  weeks  in  advance  in  the  J.A. M.A.  and 
monthly  in  advance  in  Hygeia. 

“Comments  on  the  program  from  physicians 
and  other  listeners  are  invited.” 


The  Department  of  Obstetrics  and  Gynecology 
of  the  University  of  Chicago  and  the  Chicago 
Lying-in  Hospital  through  the  cooperation  of  the 
Children’s  Bureau,  United  States  Department  of 
Labor  and  the  Illinois  State  Department  of 
Public  Health  offers  five  postgraduate  courses  of 
four  weeks  each  between  January  6 and  June  21. 
The  beginning  dates  of  each  are:  January  6, 
February  10,  March  17,  April  21,  and  May  26. 
All  the  members  of  the  department  and  all 
services  and  units  of  the  institution  participate 
in  the  instruction.  Only  a limited  number  of 
postgraduate  students  are  accepted  for  each 
period.  A deposit  of  $25  is  required,  of  which 
$10  is  returned  on  completion  of  the  course. 
All  communications  should  be  addressed  to: 
Postgraduate  Course,  5848  Drexel  Avenue, 
Chicago. 


The  Medical  Society  of  the  State  of  New  York 
Committee  on  Public  Health  and  Education  has 
arranged  a course  on  diseases  of  the  chest  for 
the  Rockland  County  Medical  Society.  The 
lectures  are  held  at  the  Summit  Park  Sana- 
torium, Pomona,  at  3 : 30  p.m. 

Three  were  given  in  November;  the  December 
lectures  are  as  follows:  December  6 — Suppura- 
tive Diseases  of  the  Lung:  Suppurative  Pneu- 
monia, Abscess,  Bronchiectasis — Herbert  C. 
Maier;  December  13 — Benign  and  Malignant 
Neoplasms:  Diagnosis,  Clinical  Effects  and 

Treatment — Frank  B.  Berry;  December  20 — 
Fibrosis  and  Emphysema:  Causes,  Differentia- 
tion, Management — Oswald  R.  Jones;  Decem- 
ber 27 — Bronchoscopy  in  Diseases  of  the  Chest — 
John  D.  Kernan.  All  of  the  speakers  are  from 
New  York  City. 
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Vitamin  E.  A Symposium  held  under  the 
auspices  of  The  Food  Group  (Nutrition  Panel) 
of  the  Society  of  Chemical  Industry  on  Saturday, 
April  22,  1939,  at  the  School  of  Hygiene  and 
Tropical  Medicine,  Keppel  Street,  London, 
W.C.  1,  England.  Octavo  of  88  pages.  New 
York,  Chemical  Publishing  Co.,  1940.  Cloth, 
$2.00. 

This  eighty-five-page  monograph,  a sym- 
posium on  one  vitamin  by  collaboration  of 
workers  in  biochemistry,  pharmacology,  physi- 
ology, and  clinical  medicine,  should  serve  as  an 
example  to  other  scientific  groups.  The  answer 
to  many  of  the  vitamin  questions,  and  for  that 
matter  most  medical  science  questions,  will  be 
found  only  by  similar  methods  of  cooperative 
approach. 

This  work  covers  the  present  status  of  vitamin 
E in  the  following  three  major  considerations: 
(1)  the  chemical  structure  and  properties  of 
Tocopherol  (vitamin  E),  (2)  the  physiologic 
action  of  vitamin  E and  the  consequences  of 
deficiency,  (3)  clinical  and  veterinary  applica- 
tion. 

The  members  partaking  in  this  symposium  of 
the  Society  of  Chemical  Industry  in  England  on 
April  22,  1939,  had  international  representation 
— England,  Canada,  United  States,  Holland,  and 
Denmark. 

Pregnancies  characterized  by  vitamin  E de- 
ficiency tend  to  spontaneous  abortion.  Of 
particular  interest  is  the  relation  of  vitamin  E 
deficiency  to  hemorrhagic  placental  detachment 
and  the  accompanying  toxemia.  The  above 
considerations  and  the  results  of  wheat -germ 
oil  therapy  are  well  covered. 

Paul  C.  Eschweiler 

Caesarean  Section.  Lower  Segment  Opera- 
tion. By  C.  McIntosh  Marshall,  F.R.C.S. 
Octavo  of  230  pages,  illustrated.  Baltimore, 
Williams  & Wilkins  Co.,  1939.  Cloth,  $6.50. 

This  work  begins  with  a short  history  of  the 
lower  segment  abdominal  cesarean  section  and 
describes  briefly  the  various  types  of  technics 
that  have  been  suggested.  Of  these  the  author 
prefers  the  operation  in  which  the  uterus  is  in- 
cised, transversely,  low  down  in  the  lower  seg- 
ment or  cervix.  In  order  that  the  site  of  inci- 
sion may  be  so  placed,  the  bladder  naturally  is 
dissected  off  from  the  uterus  and  displaced  down- 
ward to  a considerable  extent.  This  low  trans- 
verse incision  is  designed  for  the  purpose  of  offer- 
ing better  protection  against  the  transmission  of 
infection  from  the  uterus  to  the  peritoneal  cavity 
after  the  wound  is  closed  than  is  afforded  by  the 
vertical  or  higher  transverse  incisions  of  the 
uterus.  In  support  of  this  statement  the  author 
presents  a brief  summary  of  his  results  in  246 
operations.  Seventy  of  these  were  done  because 
of  disproportion  after  the  patient  had  had  con- 
siderable labor  and,  in  many  instances,  after  the 
membranes  had  been  ruptured  a number  of 
hours.  Twenty-four  of  them  were  performed 


after  a bougie  or  bag  had  been  introduced  or  after 
other  vaginal  manipulations  had  been  attempted. 
In  spite  of  the  inclusion  of  these  unfavorable 
cases,  all  of  the  patients  survived  the  operation. 

The  anesthesia  used  in  the  recorded  series  con- 
sisted of  ether  in  60  cases,  spinal  in  112,  and  local 
in  74.  Although  he  seems  to  favor  the  use  of 
spinal  anesthesia  and  devotes  considerable  of  his 
text  to  a discussion  of  its  advantages  and  disad- 
vantages, he  states : “My  own  experience  leaves 

me  in  no  doubt  that  spinal  anaesthesia  is  particu- 
larly dangerous  in  Caesarean  section.  Any 
obstetrician  who  sets  out  to  perform  a large  series  of 
Caesarean  sections  under  spinal  anaesthesia  must 
be  prepared  to  face  a possible  mortality  of  not  less 
than  1 per  cent  due  to  this  cause  alone." 

The  text  is  clear  and  the  illustrations  are  well 
done  and  comprehensive.  This  monograph  is 
recommended  to  all  who  are  interested  in  the  sub- 
ject of  cesarean  section. 

Alfred  C.  Beck 

The  Detection  and  Identification  of  War 
Gases.  Notes  for  the  Use  of  Gas  Identifica- 
tion Officers.  First  edition.  Octavo  of  53 
pages.  New  York,  Chemical  Publishing  Co., 
1940.  Cloth,  $1.50. 

This  volume  appears  to  be  one  of  the  best  of 
several  publications  on  air-raid  precautions 
made  available  in  America  by  the  British  Gov- 
ernment. It  is  very  understandable  to  one  not 
an  expert  in  chemistry,  and,  where  brevity  is 
recognized,  appropriate  reference  is  made  to  col- 
lateral volumes. 

Chapters  I and  II  are  devoted  to  the  classifica- 
tion of  chemical  warfare  agents,  their  physical, 
chemical,  and  physiologic  properties.  To  the 
Gas  Identification  Officer  who  is  an  expert  in 
chemical  warfare  agents,  these  two  chapters  will 
be  a handy  guide,  and  to  those  who  have  not  had 
the  advantage  of  chemical  warfare  service  schools 
will  have  valuable  information. 

A large  part  of  the  volume  is  devoted  to  the 
methods  of  detection  of  gases  and  the  duties  and 
responsibilities  of  personnel  assigned  to  this  work. 
These  have  become  somewhat  standardized  inas- 
much as  known  chemical  compounds  are  the  ob- 
jectives of  their  search. 

Carl  W.  Lupo 

The  Diagnosis  and  Treatment  of  Cardiovascu- 
lar Disease.  Edited  by  William  D.  Stroud, 
M.D.  Volumes  I & II.  Quarto  of  1,825  pages, 
illustrated.  Philadelphia,  F.  A.  Davis  Co.,  1940. 
Cloth,  $18. 

In  his  preface  the  editor  rightly  states  that 
“no  complete  volume  including  a detailed  dis- 
cussion of  the  whole  subject  of  cardiovascular 
disease  has  appeared.”  This  reviewer  would 
like  to  add  that  this  was  true  until  the  present 
one  by  Stroud  and  his  collaborators.  Here  in- 
deed we  have  an  authoritative  work  covering 
both  the  diseases  of  the  heart  and  of  the  vascular 
system  as  a whole.  The  list  of  contributors 
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reads  like  a “Who’s  Who”  in  cardiology  and  the 
chapters  contain  the  material  that  the  reader 
expects  to  find  there.  Besides  the  standard 
presentations  of  the  diseases  of  the  heart  and  the 
peripheral  vessels  there  are  sections  on  heart 
sounds  by  Wolferth,  the  form  of  the  electro- 
cardiogram by  Wilson,  roentgenology  by  Mar- 
golies,  thromboangitis  obliterans  by  Buerger, 
arteriosclerosis  obliterans  by  Wright,  and  so  on. 
This  work  provides  a fund  of  information  for  the 
practitioner  and  should  be  a valuable  reference 
book  for  the  teacher.  The  editor  and  the  au- 
thors are  to  be  congratulated. 

Edwin  P.  Maynard,  Jr. 

Medicolegal  and  Industrial  Toxicology,  Crimi- 
nal Investigation,  Occupational  Diseases.  By 
Henry  J.  Eilmann,  Ph.D.  Duodecimo  of  324 
pages.  Philadelphia,  Blakiston  Co.,  1940. 
Cloth,  $3.00. 

This  book  is  divided  into  five  parts:  (1)  Poi- 
sons and  Drugs,  (2)  Criminal  Investigations, 
(3)  Medicolegal  Examinations  of  Miscellaneous 
Nature,  (4)  Industrial  Poisoning,  and  (5)  Occu- 
pational Disease. 

The  author  has  undertaken  to  incorporate  “in 
a single  volume  those  subjects  that  may  be  en- 
countered frequently  by  the  coroner,  industrial 
physician,  lawyer,  insurance  adjuster,  toxicolo- 
gist, laboratory  expert,  and  others.” 

The  chapter  on  “Poisons  and  Drugs”  comprises 
more  than  half  the  book  and  has  much  of  interest. 
There  is  a concise  description  of  the  symptoms 
of  poisoning,  detection,  toxicology,  and  post- 
mortem findings. 

In  the  chapter  on  “Criminal  Investigations” 
the  author  discusses  blood  stains,  seminal  stains, 
detection  of  hairs,  and  medicolegal  examinations 
of  a miscellaneous  nature,  including  blood  group- 
ing and  the  effects  of  various  gases  on  the  tissues. 
Deaths  by  strangulation,  choking,  and  submer- 
sion are  also  discussed. 

The  chapter  on  “Industrial  Poisoning”  em- 
braces 18  pages  and  the  chapter  on  “Occupation 
Diseases,”  23  pages.  Both  of  these  subjects  are 
treated  in  the  concise  manner  in  which  the  book 
is  written.  It  hardly  does  justice  to  such  im- 
portant subjects. 

Irving  Gray 

Medical  Climatology.  Climatic  and  Weather 
Influences  in  Health  and  Disease.  By  Clarence 
A.  Mills,  M.D.  Octavo  of  296  pages,  illustrated. 
Springfield,  Charles  C.  Thomas,  1939.  Cloth, 
$4.50. 

The  effect  of  climate  and  weather  upon  health 
and  disease  is  a matter  of  varying  opinions  among 
medical  men.  In  this  book,  Dr.  Mills  discusses 
these  subjects  in  their  relation  to  metabolism, 
body  resistance,  infectious  diseases,  the  cir- 
culatory system,  and  other  subjects  of  medical 
interest. 

This  volume  is  of  practical  value  to  physicians 
who  wish  to  clarify  their  thinking  on  these  debat- 
able subjects. 

A.  E.  Shipley 

Manual  of  Fractures,  Dislocations,  and  Epi- 
physeal Separations.  By  Harry  C.  W.  S.  de 
Brun,  M.D.  Octavo  of  457  pages,  illustrated. 
Chicago,  Year  Book  Publishers,  1939.  Cloth, 
$3.00. 


This  small  book  is  easy  to  read,  and  covers  the 
subject  matter  rather  well.  The  author  pre- 
sents the  material  in  a standardized  but  con- 
cise manner,  and  discusses  recent  trends  in 
fracture  therapy. 

An  excellent  feature  is  the  addition  of  several 
chapters  devoted  to  plaster-of -paris  technic,  the 
use  of  physical  therapy,  interpretation  of  roent- 
genograms, disability  ratings  in  fractures,  and 
how  to  determine  them. 

This  book  will  be  valuable  as  a quick  guide. 

C.  C.  Vitale 

Physical  Therapy  for  Nurses.  By  Richard 
Kovacs,  M.D.  Second  edition.  Octavo  of 
335  pages,  illustrated.  Philadelphia,  Lea  & 
Febiger,  1940.  Cloth,  $3.25. 

This  is  a good  book  for  the  purpose  for  which 
it  is  intended.  It  makes  a nice,  handy,  small 
textbook  for  anyone  instructing  nurses  or  others 
in  physical  therapy.  After  each  part  it  has  sug- 
gested questions;  some  of  these  are  rather 
tough  for  the  poor  nurse  or  for  the  enlightened 
instructor  to  answer. 

To  nurses  it  should  be  a handy  little  compen- 
dium for  personal  reading  and  use  after  they  get  in 
the  broader  field  on  their  own.  It  is  not  a de- 
tailed volume;  it  is  small,  brief,  and  useful. 

We  thoroughly  recommend  it — even  to  physi- 
cians. 

John  J.  Hauff 

Clinical  Roentgenology  of  the  Alimentary 
Tract.  By  Jacob  Buckstein,  M.D.  Quarto  of 
652  pages,  illustrated.  Philadelphia,  W.  B. 
Saunders  Co.,  1940.  Cloth,  $10. 

The  author  has  quite  thoroughly  covered  the 
field  of  roentgenology  as  applied  to  the  gastroin- 
testinal tract.  For  reasons  best  known  to  himself 
he  has  failed  to  include  mucosal  studies  of  the 
stomach  in  the  differential  diagnosis.  The  text 
and  explanatory  notes  are  clear  and  concise. 
The  numerous  case  reports  emphasize  the  appli- 
cation of  x-ray  in  clinical  diagnosis.  The  illus- 
trations are  particularly  excellent.  One  cannot 
fail  to  be  impressed  by  the  fact  that  in  this  book 
the  author  has  successfully  and  well  concen- 
trated his  many  years  of  experience  in  this  field. 
To  anyone  interested  in  the  diagnosis  of  ali- 
mentary tract  lesions  by  use  of  the  x-ray,  this 
book  will  fill  a definite  need. 

The  reviewer  should  like  particularly  to  agree 
with  the  author’s  statement  that  fluoroscopy  and 
the  use  of  films  do  not  replace  but  rather  augment 
each  other. 

B.  M.  BerNvStkin 

Cyclopropane  Anesthesia.  By  Benjamin  H. 
Robbins,  M.D.  Octavo  of  175  pages,  illustrated. 
Baltimore,  Williams  & Wilkins  Co.,  1940. 
Cloth,  $3.00. 

This  is  an  excellent  monograph  for  the  special- 
ist and  advanced  student  of  anesthesiology.  It 
is  a neat,  orderly,  and  comprehensive  compila- 
tion of  the  great  majority  of  experimental  and 
chemical  contributions  to  the  literature  on 
cyclopropane.  The  author  is  a noted  pharma- 
cologist, especially  interested  in  anesthesia, 
who  has  provided  excellent  and  fundamental 
studies  of  cyclopropane  pharmacodynamics  and 
anesthesia.  The  reviewer  is  flattered  by  the 
fact  that  his  report  as  chairman  of  the  Com- 
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mittee  on  Fires  and  Explosions  of  the  American 
Society  of  Anesthetists  forms  the  major  basis  for 
the  monograph’s  last  chapter  on  the  explosive 
hazards  with  cyclopropane.  This  chapter,  as 
well  as  many  others,  will  soon  need  revision  and 
addition  to  keep  abreast  of  the  very  rapidly 
growing  field  of  cyclopropane  anesthesiology. 

Barnett  A.  Greene 

Arthritis  and  Allied  Conditions.  By  Bernard 
I.  Comroe,  M.D.  Octavo  of  752  pages,  illus- 
trated. Philadelphia,  Lea  & Febiger,  1940. 
Cloth,  $8.50. 

It  is  the  purpose  of  the  writer  to  present  to  the 
physician  the  modern  facts  in  the  diagnosis  and 
treatment  of  arthritides  and  allied  conditions. 
The  book  is  too  full  of  useful  facts  about  bones 
and  joints  to  permit  a satisfactory  review  in  the 
limited  space  allotted  for  that  purpose.  At  the 
close  of  each  problem  discussed  is  a summary 
bringing  out  the  basic  facts  that  the  reader  may 
learn  almost  at  a glance.  Considerable  space  is 
given  to  laboratory  findings  and  the  technic, 
and  their  worth  is  evaluated. 

This  work  appeals  to  the  reviewer  greatly  and 
he  considers  it  of  great  value  to  practitioners  at 
large. 

Ja.  C.  Rushmore 

The  Compleat  Pediatrician.  For  the  Use  of 

Medical  Students,  Internes,  General  Practi- 
tioners, and  Pediatrists.  By  Wilburt  C.  Davi- 
son, M.D.  Third  edition.  Octavo  of  256  pages. 
Durham,  Duke  University  Press,  1940.  Cloth, 
$3.75. 

The  difference  between  the  form  of  the  first 
and  second  edition  was  great;  between  second 
and  third,  nothing  at  all. 

Evidently  Dr.  Davison,  observing  the  many 
changes,  both  absolutely  new  and  minor,  which 
had  taken  place  in  pediatric  practice  in  two 
years,  considered  a new  edition  necessary  in 
order  to  include  them.  The  fact  of  change  is 
well  illustrated  by  Sections  127  and  243.  On  the 
other  hand,  the  author  is  thoroughly  content 
with  what  he  had  previously  written  where  prac- 
tice was  static,  and  many  sections  are  reprinted 
verbatim. 

Again  the  reviewer  recommends  this  edition  as 
very  valuable. 

Walter  D.  Ludlum 

Surgical  Diagnosis.  By  Stephen  Power,  M.S. 
Octavo  of  228  pages,  illustrated.  Baltimore, 
Williams  & Wilkins  Co.,  1939.  Cloth,  $4.50. 

This  is  a handy,  small  book,  well  suited  to 
give  a practical  outline  of  diagnosis  of  the  more 
common  surgical  conditions.  Its  brevity  is 
one  of  its  chief  features,  which  makes  it  more  of  a 
medical  students’  handbook  than  a surgeons’ 
work  of  reference.  However,  its  original  re- 
marks and  illustrations  and  the  clear-cut  descrip- 
tions of  the  various  surgical  conditions  might 
interest  and  inform  any  physician. 

The  typography,  though  much  smaller  than 
that  usually  found  in  medical  books,  is  dark, 
clear,  and  very  legible.  It  allows  each  page  to 
carry  many  words,  and  seems  to  make  the  read- 
ing more  rapid.  In  the  index  the  type  is  even 
smaller  and  considerably  lighter,  a feature 
which  would  bother  the  student  less  than  his 
presbyopic  teacher. 

Wm.  H.  Field 


An  Introduction  to  Medical  Genetics.  By 

J.  A.  Fraser  Roberts,  M.A.  Octavo  of  266 
pages,  illustrated.  New  York,  Oxford  Uni- 
versity Press,  1940.  Cloth,  $4.50. 

Roberts  has  succeeded  in  giving  the  medical 
reader  a readable  treatise  on  medical  as  con- 
trasted to  general  genetics.  Basic  principles 
are  fully  restated  for  the  benefit  of  the  many  who 
have  had  little  contact  with  the  subject  since 
elementary  college  courses,  and  they  are  applied 
in  later  chapters  to  most  of  the  conditions  en- 
countered in  practice.  Omission  of  sections  on 
the  history  of  this  science  and  animal  genetics 
conserves  space  but  may  diminish  the  amount  of 
critical  judgment  the  medical  reader  will  bring 
to  his  study  of  the  book.  All  the  material  is 
adequately  presented  from  the  point  of  view  of 
orthodox  genetics. 

Milton  Plotz 

Tumors  of  the  Hands  and  Feet.  Edited  by 
George  T.  Pack,  M.D.  Quarto  of  138  pages, 
illustrated.  St.  Louis,  C.  V.  Mosby  Co.,  1939. 
Cloth,  $3.00. 

There  is  a splendid  introductory  chapter  by 
Dr.  George  Pack  and  thorough,  if  not  exhaus- 
tive, chapters  on:  carcinoma  of  the  hands  and 

feet,  subungual  melanoma,  angiomatous  tumors 
of  the  hands  and  feet,  tumors  of  the  synovia, 
tendons,  and  joint  capsules  of  the  hands  and 
feet,  and  tumors  primary  in  the  bones  of  the 
hands  and  feet. 

This  is  a splendid  monograph,  excellently 
written,  well  edited,  and  interspersed  with 
numerous  photographs  and  x-ray  plates.  There 
are  also  many  instructive  case  reports.  The 
authors  are  to  be  commended  for  this  really  fine 
work. 

John  J.  Gainey 

Synopsis  of  Obstetrics.  By  Jennings  C. 
Litzenberg,  M.D.  Duodecimo  of  394  pages, 
illustrated.  St.  Louis,  C.  V.  Mosby  Co.,  1940. 
Cloth,  $4.50. 

This  volume  reflects  the  clinical  judgment 
and  experience  of  a man  long  associated  with  the 
practice  of  sound  obstetrics. 

Axiomatic  in  form,  the  volume  is  a remarkable 
condensation  of  conservative  obstetric  principles. 
The  normal  course  of  labor  is  dealt  with  ade- 
quately. The  puerperium  is  discussed  in  de- 
tail. Sufficient  emphasis  is  placed  on  the 
pathology  of  normal  and  abnormal  obstetrics. 
The  complications  of  labor  are  given  a fairly 
thorough  review. 

This  is  a text  that  presents  a wholesome  and 
concise  review  of  obstetrics  for  medical  students 
and  general  practitioners. 

James  H.  Butler 

Nursing  Mental  Diseases.  By  Harriet  Bailey, 
R.N.  Fourth  edition.  Quarto  of  264  pages. 
New  York,  Macmillan  Co.,  1939.  Cloth, 
$2.50. 

This  work  is  the  fourth  edition  of  a book  that 
has  occupied  a position  of  dignity  and  respect 
in  the  nursing  profession.  It  is  written  by  one 
who  has  passed  through  all  stages  of  mental 
nursing  and  who  has  held  positions  of  respect 
and  honor  in  the  nursing  profession.  Her 
experience  has  been  a large  and  extensive  one. 
She  has  written  in  a sympathetic  and  a clear 
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style  and  has  covered  the  entire  field  of  nursing 
mental  patients. 

Physicians  would  do  well  if  they  were  to  read 
this  book,  for  the  contents  contain  much  that 
would  prove  of  value  to  them  in  managing  men- 
tally sick  patients. 

The  book  is  highly  recommended  because  of  its 
thoroughness  and  its  authenticity. 

Irving  J.  Sands 

Manual  of  Dermatology.  By  Carroll  S. 
Wright,  M.D.  Octavo  of  376  pages,  illustrated. 
Philadelphia,  Blakiston  Co.,  1940.  Cloth,  $4.00. 

The  author  presents  a small  book  that  is 
truly  a manual  for  the  general  practitioner  and 
the  student  of  dermatology.  It  contains  about 
360  pages  which  are  quite  freely  illustrated  with 
excellent  photographs. 

The  usual  fundamentals  of  dermatology  con- 
sisting of  anatomy  and  physiology,  definition  of 
lesions,  basic  principles  of  treatment,  etc.,  are 
succinctly  presented. 

The  commoner  skin  diseases  are  outlined  with 
sufficient  description  to  be  of  real  value  yet 
briefly  enough  for  the  busy  man.  The  rarer 
skin  diseases  are  presented  in  a short  paragraph. 
The  suggested  treatments  are  always  those 
proved  to  be  of  value,  with  occasional  refer- 
ences to  newer  forms  that  have  not  been  able  to 
prove  their  worth  at  this  time.  In  some  in- 
stances tables  of  differential  diagnosis  are  in- 
cluded. 

This  book  is  well  written  and  fundamentally 
sound  in  its  presentation,  but  it  is  not  an  ancient 
manuscript,  as  it  has  been  brought  up  to  date 
with  modern  progress.  We  can  recommend  it. 

E.  Almore  Gauvain 

Bacteriology.  By  William  W.  Ford,  M.D. 
16  mo.  of  207  pages,  illustrated.  New  York, 
Paul  B.  Hoeber,  Inc.,  1939.  Cloth,  $2.50. 
(ClioMedica  Series,  Volume  XXII.) 

This  small  volume  presents  a concise  resume 
of  the  history  of  bacteriology.  The  presenta- 
tion is  based  on  a chronologic  approach  and  be- 
gins with  the  early  microscopists,  especially 
Leeuwenhoek.  From  this  point  on  the  author 
considers  the  development  of  his  subject  through 
the  eighteenth  and  nineteenth  centuries  to  the 
present  day.  The  contributions  of  Henle, 
Cohn,  Pasteur,  and  Koch  are  dealt  with  in  detail, 
and  the  author  concludes  with  a consideration  of 
the  rise  of  immunology  and  the  advances  of  bac- 
teriology during  the  early  part  of  the  present 
century.  As  Ford  points  out  in  his  preface,  his 
book  owes  a great  deal  to  the  work  of  Bulloch, 
and  consequently  it  suffers  from  the  same  de- 
fects as  its  predecessor.  That  the  title  is  a 
misnomer  goes  without  saying,  for  the  book  is 
far  from  being  a history  of  bacteriology.  It  is 
only  a history  of  medical  bacteriology  and  should 
be  so  entitled.  In  the  second  place,  a perusal  of 
Ford’s  book  leaves  one  with  the  impression  that 
the  development  of  bacteriology  took  place  in 
some  ivory  tower.  The  author  might  at  least 
have  indicated  the  connections  between  the  prog- 
ress of  bacteriologic  knowledge  and  the  social 
environment  in  which  it  took  place.  Within 
its  limited  sphere,  however,  it  is  a worth-while 
addition  to  the  Clio  Medica  series  and  is  recom- 
mended for  the  doctor’s  library. 

George  Rosen 


Supervision  in  Public  Health  Nursing.  By 
Violet  H.  Hodgson.  Octavo  of  376  pages.  New 
York,  The  Commonwealth  Fund,  1939.  Cloth, 
$2.50. 

Physicians  active  in  the  administrative  public 
health  field  will  be  interested  in  this  book,  es- 
pecially those  chapters  dealing  with  the  duties  of 
the  supervising  nurse  in  relation  to  the  public 
health  officer. 

With  respect  to  the  technic  of  supervising 
public  health  nursing  in  the  clinic  and  in  the 
field,  the  author  properly  emphasizes  the  value 
of  “leading”  instead  of  “driving”  the  field  nurses 
as  a means  of  securing  best  results.  Education  is 
the  greatest  factor  in  modern  public  health  work, 
and  this  applies  to  the  training  and  supervision 
of  the  personnel  as  well. 

A.  E.  Shipley 

Convalescent  Care.  Proceedings  of  the  Con- 
ference Held  Under  the  Auspices  of  the  Com- 
mittee on  Public  Health  Relations  of  The  New 
York  Academy  of  Medicine,  November  9 and 
10,  1939.  Octavo  of  261  pages.  New  York, 
The  New  York  Academy  of  Medicine,  1940. 
Boards. 

Convalescent  care  in  a definite,  organized  way 
is  recognized  as  a crying  need.  In  1939  a con- 
ference on  this  subject  was  held  by  The  New  York 
Academy  of  Medicine,  and  this  book  records  the 
proceedings  of  that  meeting. 

After  discussing  the  basic  features  of  the  prob- 
lem, the  conference  considered  the  various  types 
of  patients  needing  convalescent  care.  This  was 
followed  by  a discussion  of  the  social,  financial, 
and  administrative  aspects. 

Convalescent  care  is  a challenge  to  the  medi- 
cal profession.  Read  this  book  and  find  out 
what  students  of  this  problem  think  about  it. 

A.  E.  Shipley 

The  New  International  Clinics.  Original 
Contributions:  Clinics;  and  Evaluated  Reviews 
of  Current  Advances  in  the  Medical  Arts. 
Edited  by  George  M.  Piersol,  M.D.  Volume 
IV,  New  Series  Two.  Octavo  of  339  pages, 
illustrated.  Philadelphia,  J.  B.  Lippincott  Co., 
1939.  Cloth,  $3.00. 

The  December,  1939,  issue  contains  twenty 
instructive  articles.  An  important  contribu- 
tion is  that  by  Swindle  on  pseudoarteriosclerosis, 
based  on  animal  studies.  If  this  work  can  be 
extended  to  the  pathologic  processes  of  human 
beings,  it  is  of  fundamental  significance.  Reich’s 
excellent  review  of  urinary  lithiasis  collects,  in 
one  paper,  all  important  recent  data  on  the 
etiology  and  pathogenesis  of  renal  stones. 

Milton  Plotz 

Experimental  Poliomyelitis.  By  Morris 
Schaeffer,  Ph.D.  and  Ralph  S.  Muckenfuss, 
M.D.  Quarto  of  158  pages.  New  York,  Na- 
tional Foundation  for  Infantile  Paralysis,  1940. 
Cloth. 

This  interesting  volume  is  particularly  con- 
cerned with  the  study  of  the  application  of  the 
neutralization  test  to  poliomyelitis.  The  first 
part  of  the  book  contains  a discourse  on  the  sub- 
ject with  a review  of  the  literature  and  the  inter- 
pretation of  previous  studies.  In  the  second 
portion  the  authors  present  the  results  of  their 
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own  experimental  studies  regarding  some  of  the 
physical  factors  involved  in  the  neutralization 
test.  For  their  complete  conclusions,  which 
seem  of  significance  and  importance  in  the 
evaluation  of  the  work  on  experimental  polio- 
myelitis, the  book  must  be  read.  They  are 
convinced  that  quantitation  of  neutralizing 
antibody  in  poliomyelitis  is  not  a practical  pro- 
cedure and  that  the  present  status  of  the  neu- 
tralization test  permits  only  qualitative  exami- 
nation of  serums.  Although  the  authors  con- 
sider the  test  a specific  antigen-antibody  reac- 
tion and  find  some  relation  between  the  pres- 
ence of  neutralizing  substances  in  the  blood  and 
the  occurrence  of  exposure  to  the  virus,  they  do 
not  consider  that  its  presence  necessarily  con- 
stitutes resistance  to  infection.  Irregularities 
and  inconsistencies  in  results  render  this  test 
unsuitable  for  quantitative  studies  such  as  those 
on  variations  in  strains  of  virus,  the  relation  po- 
tencies of  serums,  and  other  problems;  hence, 
with  this  test  as  used,  “the  significance  of  the 
antiviral  substance  in  poliomyelitis  cannot  read- 
ily become  clarified.” 

Joseph  C.  Regan 

Ways  to  Community  Health  Education.  By 

Ira  V.  Hiscock.  Octavo  of  306  pages,  illus- 
trated. New  York,  The  Commonwealth  Fund, 
1939.  Cloth,  $3.00. 

In  any  community  health  program  the  present 
emphasis  on  personal  hygiene  in  disease  preven- 
tion calls  for  measures  that  require  the  participa- 
tion of  the  medical  profession.  Various  kinds  of 
immunizations,  tuberculin  and  x-ray  testings, 
procedures  to  control  syphilis  and  gonorrhea  are 
cited  as  examples. 

Ways  and  means  to  direct  the  attention  of  the 
public  to  the  need  for  health  advice  and  guid- 
ance, as  well  as  medical  care  when  necessary, 
are  essential.  This  book  by  Dr.  Hiscock  and  his 
colleagues  describes  the  various  methods  of  com- 
munity health  education  in  clear-cut  language 
supplemented  by  profuse  illustrations. 

Physicians  who  read  this  volume  will  be  able  to 
perform  more  effectively  their  part  in  the  health 
care  of  the  community. 

A.  E.  Shipley 

Tuberculosis  and  Genius.  By  Lewis  J.  Moor- 
man, M.D.  Octavo  of  272  pages,  illustrated. 
Chicago,  University  of  Chicago  Press,  1940. 
Cloth,  $2.50. 

Now  while  persecution  and  concentration 
camps  are  canceling  human  inheritance  and  are 
stripping  away  from  men  and  women  all  their 
natural  environment,  it  is  well  to  consider  the 
treasure  of  life.  What  is  it?  Is  it  possible  that 
it  could  prove  to  be  not  unlike  the  treasure  of 
those  who  struggle  with  disaster  and  of  those 
who  meet  death?  The  vision  that  comes  to  those 
who  suffer  and  those  whom  death  approaches 
Dr.  Moorman  illustrates  in  the  brilliant  introduc- 
tion to  his  book  Tuberculosis  and  Genius.  Dr. 
Arthur  C.  Jacobson  in  his  Genius:  Some  Revalua- 
tions wrote  in  comment  of  another  book,  “We 
should  be  able  intelligently  to  know  when  the 
Dark  Angel  intrigues  us  and  when  we  are  ad- 
dressed by  man  in  his  natural  state.”  Is  it  at 
all  sure  that  any  such  distinction  as  the  one 
indicated  by  Dr.  Jacobson  exists,  for  in  the  eter- 
nal cycle  as  soon  as  we  are  born  do  we  not  begin 


to  die?  The  approach  of  death  sometimes 
brings  a curious  translucence  with  it,  not  of  the 
flesh  alone,  and  its  immediacy  can  result  in  a 
time  of  abundant  vision.  This  is  one  of  the  facts 
of  the  chemistry  of  death.  What  the  explana- 
tion is  still  lies  with  the  poets. 

Of  this  translucence  by  means  of  which  men 
are  able  to  see  through  the  opaque  stuff  of  life 
into  what  Wordsworth  calls  “the  life  of  things,” 
Dr.  Moorman  is  always  aware.  It  matters  little 
whether  we  call  this  flight  of  vision  “soul”  or 
“mind.”  Of  such  is  spiritual  culture,  and  to  be 
found  in  the  lives  and  expressed  through  the 
work  of  many  of  the  figures  Dr.  Moorman  chooses 
for  discussion  in  the  relationship  between  genius 
and  tuberculosis:  Francis  Thompson,  Shelley, 
Friedrich  Schiller,  Voltaire,  Stevenson,  Marie 
Bashkirtseff,  Moliere,  St.  Francis,  Keats,  Kath- 
erine Mansfield. 

The  climax  of  Dr.  Moorman’s  interpretation  is 
in  the  essay  on  Francis  Thompson  whose  high 
individual  courage  and  spiritual  dignity  are  at 
their  core  English.  This  is  a beautiful  essay, 
authoritative  in  its  medical  interpretations,  ex- 
pert in  its  handling  of  biographical  material. 
The  synthesis  of  Tuberculosis  and  Genius  as  a 
whole  is  expert.  These  studies  are  “briefs”  with 
an  object  in  view  and  so  skillfully  managed  that 
the  reader  is  saved  much  time.  Yet  not  infre- 
quently in  the  reading  of  an  essay,  notably  the 
essay  on  Shelley,  comes  this  query:  Is  Dr. 

Moorman’s  primary  object  synthetic  biography 
or  is  it  the  relation  of  certain  life  facts  to  the 
tuberculous  condition? 

Jeannette  Marks 

The  Public  Health  Nurse  and  Her  Patient. 

By  Ruth  Gilbert.  Octavo  of  396  pages.  New 
York,  The  Commonwealth  Fund,  1940.  Cloth, 
$2.25. 

Expansion  in  the  field  of  public  health,  both 
official  and  voluntary,  has  witnessed  a concomi- 
tant expansion  in  public  health  nursing  services. 
Health  education  is  recognized  by  public  health 
agencies  as  a field  of  increasing  importance,  and 
in  this  field  the  public  health  nurse  is  the  most 
important  factor  because  she  is  the  public  health 
worker  who  has  the  widest  personal  contact  with 
the  public. 

A broad  understanding,  therefore,  of  personal 
and  familial  relationships  is  a most  important 
part  of  the  nurse’s  armament  in  her  fight  against 
the  forces  of  ignorance  and  indifference.  The 
reading  of  this  book  would  fill  a gap  in  the  train- 
ing of  many  public  health  nurses  and  is  recom- 
mended to  all  workers  in  that  special  field  of 
endeavor. 

F.  L.  Moore 

The  Emperor’s  Itch.  The  Legend  Concerning 
Napoleon’s  Affliction  with  Scabies.  By  Reuben 
Friedman,  M.D.  Octavo  of  82  pages,  illustrated. 
New  York,  Froben  Press,  1940.  Cloth,  $1.50. 

This  book  depicts  one  of  the  minor  illnesses 
acquired  by  Napoleon  during  the  seige  of  Toulon 
in  1793.  It  was  an  irritating  skin  eruption,  neces- 
sitating continuous  scratching  of  the  surface  of 
the  skin.  Napoleon,  as  proved  by  autopsy,  died 
of  a cancer  of  the  stomach  superimposed  upon  a 
gastric  ulcer.  In  his  early  years,  he  was  a suf- 
ferer from  malaria  and  tuberculosis.  The  causa- 
tion of  the  itch  is  based  on  the  following  legend : 
Napoleon,  while  commanding  officer  of  the  regi- 
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ment,  observed  that  one  of  the  cannoners  was 
shot  down  at  the  side  of  the  battery.  Napoleon 
took  the  ramrod,  which  had  fallen  out  of  the 
hands  of  the  dead  soldier,  and  charged  the  gun 
several  times.  In  consequence  he  contracted  a 
skin  disease  which  was  not  completely  cured  until 
he  consulted  Dr.  Corvisart,  ten  years  later. 

The  earlier  biographers  and  historians  labeled 
the  disease  scabies  or  itch  mite,  a prevalent  af- 
fliction of  that  time.  The  author  of  this  book 
offers  an  entirely  new  diagnostic  interpretation 
of  Napoleon’s  itch.  He  considers  it  a chronic 
dermatitis  described  by  Duhring  in  1884  under 
the  title  of  dermatitis  herpetiformis.  The 
author  has  come  to  the  conclusion  that  the  afflic- 
tion was  not  scabies  because  the  manner  in  which 
it  was  contracted  at  Toulon  is  incorrectly  inter- 
preted. The  chronicity  of  the  affliction  that 
withstood  the  antiscabetic  treatment  of  the  sulfur 
baths  and  the  recurrence  of  the  itch  point  more 
conclusively  toward  a diagnosis  of  dermatitis 
herpetiformis  with  neurotic  excoriations  than  to 
scabies. 

William  Rachlin 

A Manual  of  the  Common  Contagious  Dis- 
eases. By  Philip  M.  Stimson,  M.D.  Third 
edition.  Octavo  of  465  pages,  illustrated. 
Philadelphia,  Lea  & Febiger,  1940.  Cloth, 
$4.00. 

The  third  edition  brings  this  invaluable  manual 
up  to  the  minute.  The  whole  text  has  been  re- 
written and  new  helpful  illustrations  added. 
Prophylaxis  is  thoroughly  covered,  and  tables 
are  given  for  the  practical  application  of  con- 
valescent serum,  whole  blood,  placental  extract, 
and  the  newer  drugs  to  the  various  contagious 
diseases  in  which  these  measures  are  indicated. 
The  value  of  the  manual  has  been  decidedly  in- 
creased by  the  revision.  This  book  should  be  in 
the  library  of  every  practicing  physician. 

K.  G.  Jennings 

A Textbook  of  Physiology.  By  William  H. 
Howell,  M.D.  Fourteenth  edition.  Octavo  of 
1,117  pages,  illustrated.  Philadelphia,  W.  B. 
Saunders  Co.,  1940.  Cloth,  $7.50. 

The  new  fourteenth  edition  of  Howell’s 
Textbook  of  Physiology  has  been  thoroughly  re- 
vised and  brought  up  to  date  in  most  sections. 
Parts  have  been  rewritten,  and  new  material  has 
been  added  where  recent  discoveries  have  justi- 
fied such  changes.  Other  sections  of  the  book, 
however,  show  less  complete  revision  or,  as  in 
the  case  of  coronary  circulation,  no  revision 
whatever.  The  book  remains  an  adequate 
and,  in  most  respects,  a good  textbook  for  the 
average  student  of  the  subject,  but  it  does  not 
meet  the  standards  set  by  certain  other  text- 
books in  the  field. 

J.  Raymond  Johnson 

Modern  Dermatology  and  Syphilology.  By 

S.  William  Becker,  M.D.,  and  Maximillian  E. 
Obermayer,  M.D.  Quarto  of  871  pages,  illus- 
trated. Philadelphia,  J.  B.  Lippincott  Co.,  1940. 
Cloth,  $12. 

Three  quarters  of  this  volume  is  given  to  der- 
matology and  one  quarter  to  syphilology.  We 
agree  with  the  statement  in  the  preface  that  “the 
necessity  of  dermatologic  knowledge  of  syphilitic 
dermatoses  and  cutaneous  complications  of 
syphilotherapy  justify  a combined  dermatology 


and  syphilology.”  We  would  go  further  and 
state  that  the  management  of  syphilis  should  be 
in  the  hands  of  the  dermatologist  who  has  had  a 
good  basic  training  in  internal  medicine  and  who 
also  has  an  active  appointment  in  a department 
of  internal  medicine. 

The  illustrations  are  excellent,  instructive,  and 
numerous.  Smooth  reading  follows  the  presenta- 
tion of  the  material  in  the  lecture  style  which, 
however,  must  not  be  allowed  to  lead  its  user  into 
undue  brevity  of  exposition  (see  Seborrhoeic 
Dermatitis,  page  203).  The  pharmacologic 
action  of  the  different  types  of  dermatologic 
remedies  is  succinctly  expressed  in  a chapter 
entitled  therapy  and  formulary.  The  subject 
matter,  as  a whole,  justifies  the  use  of  the  term 
“modern”  in  the  title  of  the  book,  but  the  refer- 
ences at  the  end  of  the  chapters  should  have  been 
either  greatly  increased  in  number  or  omitted 
altogether. 

Arthur  W.  Grace 

An  Introduction  to  Biochemistry.  By  William 
R.  Fearon,  M.A.  Second  edition.  Octavo  of 
475  pages.  St.  Louis,  C.  V.  Mosby  Co.,  1940. 
Cloth,  $3.75. 

Although  this  is  a second  edition,  it  qualifies 
as  a completely  new  book  and  deserves  to  be  re- 
viewed as  such.  The  author  modestly  states  that 
three-quarters  of  the  entire  book  required  re- 
writing since  the  publication  of  the  first  edition  in 
1934.  We  can  say,  having  read  the  first  edition, 
that  one  can  find  very  little  of  its  content  in  the 
1940  publication. 

The  author  covers  the  entire  field  of  nutrition 
and  metabolism,  in  relation  to  clinical  medicine, 
from  the  biochemical  point  of  view.  To  mention 
the  important  chapters  would  require  a reproduc- 
tion of  the  complete  table  of  contents. 

Suffice  it  to  say  that  no  similar  volume  on  the 
subject  compares  favorably  with  the  value  and 
content  of  this  book. 

Morris  Ant 

The  Psychological  Aspects  of  Pediatric  Prac- 
tice. By  Benjamin  Spock,  M.D.,  and  Mabel 
Huschka,  M.D.  Octavo.  New  York,  New 
York  State  Committee  on  Mental  Hygiene,  105 
E.  22nd  Street,  1939.  Paper,  $0.25. 

The  authors  discuss  from  the  psychologic 
point  of  view  various  problems  connected  with 
the  development  of  the  infant.  They  consider 
such  subjects  as  feeding,  habit-forming,  and 
speech  disorders.  They  attempt  to  present  in  a 
simple  form,  information  for  the  general  practi- 
tioner, since  it  is  from  him  that  the  parents  first 
expect  aid  in  preventing  or  correcting  these 
difficulties. 

Stanley  S.  Lamm 

Electrocardiography.  By  Chauncey  C.  Maher, 
M.D.,  and  Paul  H.  Wosika,  M.D.  Third  edition. 
Quarto  of  334  pages,  illustrated.  Baltimore, 
Williams  & Wilkins  Company,  1940.  Cloth, 
$4.00. 

The  third  edition  of  this  book  includes  one 
hundred  electrocardiograms,  including  the  new 
fourth  lead,  all  fully  interpreted.  There  are 
numerous  helpful  diagrams  illustrating  the  prob- 
able origin  of  the  various  arrhythmias  discussed. 

It  is  a useful  manual  for  students  and  practi- 
tioners. 

Andrew  M.  Babey 
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Editorial 


Christmas,  1940 

“Peace  on  earth;  good  will  toward  men!”  The  words  have  a 
strange  sound  in  a stranger  world,  a world  of  sorrow,  of  rancor  and 
hatred,  of  armed  madmen  flying  wantonly  in  the  pale  moonbeams 
of  a ghastly  lunacy;  a world  of  nomad  nations  stalked  by  the  spec- 
ters of  famine  and  pestilence,  disaster  and  death ; a world  of  violence, 
viciousness,  vituperation,  and  the  vomit  of  guns.  Can  peace  be 
found  here? 

Yes;  in  the  hearts  of  men  of  good  will;  in  the  sweat  of  the  many 
who  yet  toil  for  the  good  of  others  can  be  found  even  today  that 
peace  which  passes  all  understanding.  And  it  is  such  peace  and 
joy  at  this  season  which  the  Journal  hopes  will  be  yours  for  this 
year  and  many  years  to  come. 

The  Editors 


Tattoo 

A correspondent,  whose  letter  will  be  found  on  page  1765  of  this 
issue,  proposes  an  identifying  tattoo  code  for  those  who  have  a 
known  serum  or  other  particular  sensitivity.  It  is  his  contention 
that  were  such  a code  to  be  adopted  nationally  many  serum  acci- 
dents might  be  avoided,  particularly  in  unconscious  victims  of 
wrecks,  explosions,  and  other  catastrophes. 

We  think  the  proposal  is  worth  serious  consideration,  especially 
with  respect  to  expediting  the  care  and  treatment  of  casualties  in 
wartime.  In  the  nature  of  things  such  a system  of  tattooing  would 
involve  the  voluntary  cooperation  of  the  public  and  would  necessi- 
tate a campaign  of  popular  education  and  acceptance.  Therefore 
we  deem  it  advisable  that  discussion  of  the  possibilities  be  com- 
menced as  soon  as  possible.  We  therefore  urge  our  readers  to  con- 
sider the  proposal  carefully.  It  is  not  without  its  difficulties. 

Should  it  be  confined  to  serum  sensitiveness  alone?  Or  should  the 
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code  include  diabetics  and  epileptics  as  well?  Certain  questions  im- 
mediately arise  touching  the  matter  of  public  policy.  What  are  the 
legal  aspects  of  such  a procedure?  Fingerprinting  for  purposes  of 
identification  is  still  far  from  general  public  acceptance  after  years  of 
educational  work.  How  popular  could  such  a proposal  as  this  for 
tattooing  be  made?  Granted  the  usefulness  and  the  practicability 
of  such  a system  from  the  medical  point  of  view,  could  it  be  sold  to 
the  public  successfully?  What  do  you  think? 

With  His  Boots  On 


To  John  Augustus  Hartwell,  M.D., 
Surgeon,  former  president  and  director 
of  The  New  York  Academy  of  Medicine, 
militant  foe  of  cancer,  and  devoted 
sportsman,  death  came  from  a heart 
attack  on  November  30,  1940,  as  he  was 
about  to  enter  a duck  blind  of  the  South 
Side  Sportsmen’s  Club  at  Oakdale,  Long 
Island. 

Dr.  Hartwell  was  born  in  Sussex,  New 
Jersey,  September  27,  1869,  the  son  of 
Samuel  S.  Hartwell  and  Clarinda  Stiles 
Hartwell.  He  received  his  Bachelor  of 
Philosophy  degree  at  Yale  in  1889. 
While  at  college  he  achieved  considerable 
recognition  as  a member  of  the  crew  and 
of  the  football  team.  He  received  his 
medical  degree  from  Yale  Medical 
School  in  1892,  served  as  intern  at  Pres- 
byterian Hospital,  New  York  City,  and 
took  up  postgraduate  studies  at  the 
Columbia  University  College  of  Physi- 
cians and  Surgeons. 

He  began  practice  in  New  York  in 
1893.  He  served  as  associate  professor 
of  surgery  and  professor  of  clinical  sur- 
gery at  Cornell  University  Medical 
School  and  as  consulting  surgeon  at 
Bellevue,  Presbyterian,  Lincoln,  Recon- 
struction, and  Memorial  hospitals,  New 
York,  the  New  York  Infirmary  for 
Women  and  Children,  Lawrence  Hos- 
pital at  Bronxville,  New  York,  and 
United  Hospital  at  Port  Chester,  New 
York. 

During  Dr.  Hartwell’s  term  as  presi- 
dent of  The  New  York  Academy  of  Medi- 
cine, the  Academy  as  a scientific  spokes- 
man for  the  medical  profession  was 
brought  into  closer  relationship  with  the 
press  and  the  public  than  ever  before. 


A medical  information  bureau  was  set 
up  with  Dr.  Iago  Galdston  as  director. 
A series  of  radio  broadcasts  by  New  York 
doctors  on  phases  of  medicine  of  interest 
to  the  public  also  was  instituted. 

When  Dr.  Linsly  R.  Williams,  director 
of  the  Academy,  died  on  January  8,  1934, 
Dr.  Hartwell  was  appointed  to  succeed 
him  as  director. 

He  served  as  president  of  The  New 
York  Academy  of  Medicine  from  1929 
to  1933  and  director  from  1934  to  1939. 

Both  as  an  official  of  the  Academy  and 
as  an  individual  member  of  the  medical 
profession,  Dr.  Hartwell  spoke  out  fre- 
quently and  forcefully  on  medical  mat- 
ters that  he  felt  were  important  to  make 
public. 

In  1939  Dr.  Hartwell  was  appointed 
associate  director  of  the  American  So- 
ciety for  the  Control  of  Cancer. 

He  was  among  the  first  to  recognize 
the  evils  of  overspecialization  and  re- 
peatedly warned  the  profession  against 
it.  He  also  led  successfully  the  campaign 
against  the  proposed  establishment  in 
1931  of  a clinic  to  treat  cancer  by  means 
of  sheep-gland  therapy  which  had  never 
been  proved  to  be  of  value. 

During  the  War  he  held  the  rank  of 
major,  taught  war  surgery  in  New 
York  to  surgeons  entering  the  service, 
and  was  instrumental  in  standardizing 
surgical  dressings  used  in  the  Army. 

Dr.  Hartwell  retained  his  interest  and 
connections  with  Yale.  He  was  a mem- 
ber of  the  Yale  Honorary  Society, 
Berzelius,  and  a member  of  the  Yale 
Club.  A run  he  made  during  three 
years  as  a member  of  the  Yale  varsity 
football  team  was  commemorated  in 
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one  of  the  undergraduate  songs.  He 
was  a captain  of  the  Yale  crew  in  his 
last  year  as  an  undergraduate. 

Dr.  Hartwell  was  a member  of  the 
American  Surgical  Association,  the 
American  Society  of  Clinical  Surgeons, 
the  American  Association  for  Thoracic 
Medicine,  New  York  Surgical  Society, 
Medical  Society  of  the  County  of  New 
York,  the  Medical  Society  of  the  State 
of  New  York,  and  a fellow  of  the  Ameri- 


can Medical  Association.  He  was  a 
member  of  the  board  of  directors  of  More 
Game  Birds  in  America. 

In  his  death  the  medical  profession 
has  lost  a great  voice  that  was  always 
raised  fearlessly  and  tirelessly  against 
any  lowering  of  professional  standards, 
against  fraud,  fee-splitting,  and  any  other 
thing  that  he  considered  wrong.  We 
salute  the  passing  of  a noble  spirit. 
Vale. 


Plumbism  in  Infancy 


Convulsions  occurring  in  childhood  are 
often  difficult  to  evaluate.  So  many  con- 
ditions must  be  considered  in  arriving  at  a 
diagnosis  that  some  of  the  simpler  etio- 
logic  factors  may  be  overlooked.  This 
often  is  the  result  of  a faulty  history  given 
by  the  parents  during  their  anxiety  over 
the  dramatic  onset  of  a convulsive  seizure 
in  their  child. 

Bruce,1  from  his  experience  at  the  two 
charity  hospitals  in  Louisville,  feels  that 
lead  poisoning  is  responsible  for  a not  in- 
considerable number  of  cases  of  convul- 
sions in  children.  Lead  enters  the  system 
of  these  youngsters  by  ingestion  or  in- 
halation. Chewing  the  paint  from  such 
articles  as  toys,  furniture,  and  window 
sills  is  a child’s  secret  delight.  Water, 
contaminated  from  the  white  lead  used 
in  plumbing  is  another  source ; oint- 
ments containing  lead  are  often  used  on 
the  nipples  of  nursing  mothers.  Among 

1 Bruce,  J.  W. : J.  M.  A.  Alabama  10:  50  (Aug.)  1940. 


the  very  poor,  old  battery  boxes  furnish 
a cheap  source  of  fuel;  the  lead-contain- 
ing smoke,  especially  in  overcrowded 
dwellings,  is  another  source  of  poisoning. 

The  chief  clinical  manifestation  in  the 
children  so  afflicted  is  extreme  irritability. 
Definite  diagnosis  is  made  possible  by 
roentgen  studies  which  reveal  a dense 
white  line  in  the  epiphyses  of  the  long 
bones.  Bruce  recommends  that  every 
child  under  5 years  of  age  who  has  con- 
vulsions for  which  no  obvious  cause  can 
be  found  should  have  these  bones  x- 
rayed.  Children  who  develop  convulsive 
attacks  during  an  acute  infection  should 
be  suspected  of  having  a lead  encepha- 
lopathy. Besides  sedatives  for  the  im- 
mediate condition,  removal  of  the  source 
and  slow  deleading  are  preferable  to  any 
form  of  therapy  that  may  rapidly  remove 
the  lead  from  the  bones  (where  it  is 
harmless)  into  the  general  circulation  and 
thence  to  the  neural  structures. 


Airplane  Ambulances 


Modern  warfare  has  impressed  upon 
everyone  the  importance  of  morale.  To 
us,  it  seems  that  this,  even  more  than 
guns  and  man  power,  enables  a nation  of 
people  to  carry  on  determinedly  in  the 
preservation  of  its  traditional  way  of  life. 
No  program  for  preparedness  can  afford 
to  neglect  the  most  minute  detail  that 
will  aid  in  bolstering  morale. 

A wounded  soldier  is  not  the  most 
cheerful  of  men.  Yet  this  present  war 
has  shown  that  the  airplane  ambulance, 
with  its  rapid  and  comfortable  transporta- 


tion, has  afforded  great  mental  solace  not 
only  to  the  wounded  but  to  the  men  still 
fighting,  since  they  feel  that  every  pos- 
sible aid  is  being  made  available  for  the 
man  in  the  ranks.  The  stretchers  upon 
which  the  patients  lie  are  easily  reached 
from  the  center  aisle.  Pain  due  to  trans- 
portation is  almost  completely  eliminated 
since  there  is  practically  no  jarring.  Fur- 
thermore, the  space  provided  is  more  than 
ample  to  accommodate  a good  supply  of 
sedatives,  cardiac  stimulants,  dressings, 
splints,  and  even  rubber  bed  pans  for 
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those  with  spinal  injuries.  It  is  also 
possible  to  install  heating  devices  so  as 
to  lessen  the  susceptibility  of  the  wounded 
to  the  infection  of  the  upper  part  of  the 
respiratory  tract. 

These  advantages,  among  others,  of 
the  airplane  ambulance  have  been  em- 
phasized by  Schmidt. 1 Perfection  of  this 

1 Schmidt,  F.:  Mil.  Surgeon  87:  136  (Aug.)  1940. 


method  of  evacuation  has  as  yet  not  been 
achieved,  since  the  uncertainty  of  suit- 
able take-off  and  landing  fields  causes  a 
waste  of  time  in  loading  and  unloading. 
This,  however,  can  be  overcome.  To  a 
disabled  soldier  some  four  hundred  miles 
from  home,  there  is  nothing  more  hearten- 
ing than  to  know  that  he  can  be  home  in 
less  than  three  hours. 


Psychoneurogenic  Component  in  Allergy 


One  might  well  wonder  at  this  caption. 
Are  we  to  relegate  the  prurigos,  the  ecze- 
mas of  childhood,  and  the  so-called  hay- 
fever  complex  to  an  etiology  based  upon 
a psychogenic  background  ? The  work  of 
Roger  son  and  Strauss1  is  worthy  of  com- 
ment. They  succeeded  in  placing  a large 
proportion  of  patients  in  the  Southamp- 
ton Asthma  Retreat  of  Guy’s  Hospital 
on  a status  marked  by  improvement  or 
complete  freedom  from  symptoms  in 
their  own  homes  through  the  application 
of  psychotherapy. 

Stokes2  has  confirmed  their  observa- 
tions. He  and  others  find  that  individuals 
suffering  from  these  allergic  manifesta- 
tions have  a feeling  of  insecurity,  which 
is  complicated  by  a consciousness  of  in- 
feriority. This  leads  to  aggressiveness 
and  erratic  mental  and  physical  reac- 
tions. Their  mental  faculties,  while  of  ex- 
ceptional capacity  and  usually  higher 
than  the  average  intelligence  quotient, 

1 Rogerson,  C.  H.,  and  Strauss:  Practitioner  142: 

17  (1939). 

* Stokes,  J.  H.:  Internat.  Clin.  1:  147  (1940). 


are  constantly  under  tension  and  de- 
voted only  to  the  possibilities  of  the 
moment.  This  ends  in  boredom  rather 
than  rest.  A vicious  cycle  ensues, 
wherein  somatic  dysfunction  brings  on  a 
state  of  hyperactivity  or  depression  of 
the  psyche,  which  in  turn  may  adversely 
affect  the  physical  function. 

So  many  other  factors  enter  into  the 
complex  that  the  proper  evaluation  of 
the  psychoneurogenic  component  be- 
comes extremely  difficult.  Stokes,  Beer- 
man,  and  Ingraham3  make  this  perti- 
nent comment:  “When  the  dermatolo- 

gist, through  a cooperative  arrangement, 
can  share  with  the  psychiatrist  a general 
knowledge  of  the  causative  background 
of  skin  diseases  and  can  receive  from  the 
psychiatrist  in  a terminology  that  he  can 
understand  some  degree  of  technical 
illumination  as  to  the  action  of  emotional 
factors,  an  entirely  new  and  promising 
situation  will  develop.0 

* Stokes,  J.  H.,  Beerman,  H.,  and  Ingraham,  N.  R.: 
Am.  J.  M.  Sc.  200:  560  (Oct.)  1940. 


Annual  Registration  in  New  York  State 

This  is  to  remind  all  the  members,  indeed  all  licensed  physicians  in 
New  York  State  who  may  read  this  notice,  that  if  their  registration  cards 
with  checks  for  the  $2.00  fee  are  not  received  in  the  Division  of  Professional 
Education  at  Albany  by  January  1,  1941,  they  will  be  subject  to  fines  for 
the  delay.  Under  the  law,  the  fine  is  $1.00  for  each  thirty  days  or  part 
thereof. 

Council  Committee  on  Public  Relations  and  Economics 
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Correspondence 

TATTOO  CODE  FOR  THE  SERUM  SENSITIVE? 


To  the  Editor: 

Experience  with  the  injuries  of  the  many 
people  who  were  in  the  train  wreck  at  Little 
Falls,  New  York,  last  April  has  led  some  of  us 
who  helped  to  care  for  these  injuries  to  a totally 
new  conclusipn. 

Tetanus  antitoxin  was  needed,  and  fortu- 
nately we  were  able  to  avoid  a serum  accident  in 
two  patients  who  were  found  to  be  serum  sensi- 
tive. The  idea  came  into  our  minds  that  it 
would  be  well,  speaking  generally,  for  serum- 
sensitive  people  who  might  be  involved  in  acci- 
dents, as  indeed  also  in  war,  if  a system  of  tat- 
tooing could  be  devised  for  those  sensitive  to 
serum. 

If  there  had  been  a tattoo  mark  on  the  body  of 
these  two  patients  which  would  have  stamped 
them  as  serum  sensitive,  how  much  trouble  would 
have  been  saved.  In  the  very  sensitive,  even 
testing  with  minute  amounts  of  horse  serum  is 
not  without  danger.  This  might  be  especially  so 
in  an  unconscious  or  shocked  patient  who  would 
be  unable  to  give  a history  of  sensitivity. 

If  there  were  some  universally  accepted  code 
system  which  could  be  tattooed  on  an  inconspicu- 
ous portion  of  the  body,  perhaps  below  the  left 
iliac  crest,  a physician  would  be  able  to  recognize 
those  people  to  whom  serum  should  not  be  given. 
This  is  not  so  important  in  private  practice,  but 
in  times  of  emergency,  such  as  might  be  encoun- 
tered in  wartime  air  raids  on  civilian  populations, 
many  lives  might  be  saved  by  such  a simple  de- 
vice. Certainly  a serum-sensitive  individual 
would  not  object  to  a little  tattoo  mark,  if  it 
might  be  the  means  of  preventing  a serious  serum 
reaction  or  even  death.  However,  an  identify- 
ing code  system  such  as  this  would  have  to  be  at 
least  nationally  accepted.  It  would  have  to  be 
simply  and  easily  read,  sponsored  by  some  na- 
tional medical  group  which  would  have  to  edu- 
cate both  the  laity  and  the  medical  profession, 
and  a method  of  tattooing  which  could  be  made 
available  to  the  medical  profession. 

A tattoo  code  would  also  be  used  to  identify  the 
diabetic,  and  the  epileptic,  both  of  whom  are 
often  found  unconscious,  and  often  puzzle  the 
physician  who  is  called.  Perhaps  if  such  a sys- 
tem could  be  started,  other  applications  would  be 
found,  such  as  toxic  conditions  found  in  preg- 
nancy. Letters  might  make  the  most  easily 
adaptable  system.  For  example,  a black  “E” 
could  be  taken  to  mean  that  the  person  was  sub- 
ject to  epilepsy,  a black  “D”  would  identify  a 
patient  as  being  diabetic.  Red  coloring  might 
be  reserved  for  the  dangerous  states,  so  that  a 
red  “S”  might  indicate  serum  sensitivity.  Un- 
derscoring or  encircling  of  the  letter  could  be  done 
to  indicate  greater  degrees  of  sensitivity.  A red 
“D”  might  indicate  a drug  idiosyncrasy. 

In  this  wreck  there  might  have  been  a diabetic 
patient  who  could  have  slipped  by  several  days 


without  insulin,  or  in  whom  an  infection  might 
have  developed,  merely  because  we  were  doing 
more  urgent  services  than  routine  urinalyses. 
Or  an  epileptic  might  have  had  a seizure  which 
would  have  thrown  an  entirely  wrong  slant  on  a 
superficial  head  injury.  It  is  conceivable  that 
even  an  operative  procedure  could  be  avoided  on 
such  a patient  if  the  true  facts  were  immediately 
apparent.  It  is  not  claimed  that  this  would  be 
an  everyday  help  to  patients,  but  it  would  be, 
in  emergencies,  a benefit  which  the  medical  pro- 
fession could  extend  to  humanity. 

Harry  Dan  Vickers,  M.D. 

Little  Falls,  New  York 

November  30,  1940 


[A  copy  of  Dr.  Vickers’  letter  was  sent  to 
Dr.  Robert  A.  Cooke  and  Dr.  A.  Vander  Veer, 
whose  reply  is  published  below.  Editor  ] 

To  the  Editor: 

We  think  Dr.  Vickers’  suggestion  is  a very  ex- 
cellent one  and  we  are  heartily  in  favor  of  it. 
It  is  particularly  important  in  this  time  of 
war  and  air  raids  on  civilian  centers.  In  our 
specialty  of  allergy  we  naturally  see  an  unusually 
large  percentage  of  serum-sensitive  individuals 
and  are  greatly  concerned  with  the  danger  of  the 
condition  and  the  difficulties  of  treatment. 

It  will,  of  course,  be  difficult  and  will  take  some 
time  to  make  the  procedure  nationally  known  and 
practiced,  but  it  can  be  done  and  this  is  a good 
time  to  start.  We  would  like  to  make  two  con- 
crete suggestions. 

(1)  The  proposition  be  referred  to  the  two 
national  bodies  of  allergists — The  Society  for 
the  Study  of  Asthma  and  Allied  Conditions 
(Secretary,  Dr.  Will  Cook  Spain,  116  E.  53rd 
St.,  New  York  City)  and  The  Association  for  the 
Study  of  Allergy  (Secretary,  Dr.  J.  Harvey 
Black,  1405  Medical  Arts  Bldg.,  Dallas,  Texas) 
for  submission  to  their  respective  societies  for 
discussion  and  action  and  to  the  American  Medi- 
cal Association  who  might  be  willing  to  adopt 
the  idea  and  disseminate  it.  The  War  and  Navy 
Departments  should  also,  of  course,  be  consulted. 

(2)  A serum-sensitive  case  should  be  tat- 
tooed with  a red  S — V*  inch  high — under  the  left 
iliac  crest. 

Many  of  these  cases  are  now  being  given  3 
doses  of  Tetanus  Toxoid  for  active  immunity, 
and  after  the  third  dose  has  been  given,  a red 
circle  should  be  tattooed  around  the  S.  Such 
protected  cases  could  be  given  an  injection  of 
Tetanus  Toxoid  after  any  accidental  injury 
as  then  they  will  rapidly  increase  their  protec- 
tion. 

It  is  probable  that  Tetanus  Toxoid  immuniza- 
tion will  soon  become  routine  in  the  Army  and 
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Navy  but  under  present  war  conditions  the 
civilian  population  also  needs  protection  from 
air  raids  as  well  as  accidents  in  civil  life. 

We  are  less  familiar  with  epileptic  and  dia- 
betic patients  but  think  the  suggestion  is  also  of 
value  for  them — but  great  care  must  be  taken  to 


keep  the  procedure  simple — too  great  com- 
plication will  prevent  its  widespread  use. 

Robert  A.  Cooke,  M.D. 
Albert  Vander  Veer,  M.D. 
The  Allergy  Clinic — Roosevelt  Hospital 
December  2,  1940 


[These  letters  were  brought  before  the  Council  of  the  Medical  Society  of  the  State  of 
New  York  at  their  meeting  on  December  12  and  the  report  of  this  will  be  published  in 

a subsequent  issue. — Editor  ] 


Physicians  for  the  Navy 

Physicians  are  needed  in  the  Regular  Navy  and  the  Naval  Reserve. 

REGULAR  NAVY : Applicants  must  be  under  thirty-two  years  of  age 
and  must  have  completed  one  year’s  internship.  They  are  commissioned  as 
lieutenant  (junior  grade)  and  paid  $2,699  per  year  if  having  no  dependents, 
or  $3,158  per  year  if  having  dependents. 

A limited  number  of  FOURTH  YEAR  MEDICAL  STUDENTS  are 
admitted  on  acting  appointments,  with  the  same  pay,  given  one  year’s 
internship  in  the  Navy  after  graduation  and  then  commissioned. 

The  next  examination  for  both  these  classes  will  be  held  on  January  6, 
1941.  Applications  must  be  submitted  early  in  December. 

VOLUNTEER  NAVAL  RESERVE:  Members  are  not  subject  to  the 
Selective  Service  Draft  but  obligate  themselves  to  serve  in  time  of  war  or 
national  emergency.  If  they  request  it,  they  may  be  given  active  duty  at 
other  times. 

There  are  two  classes  of  the  Volunteer  Reserve: 

(A)  Volunteer  General  Service  Class:  Applicants  must  be  under  thirty  - 
five  years  of  age.  They  are  commissioned  as  lieutenant  (junior  grade) 
(equal  to  1st  Lieutenant  in  the  Army)  or,  if  of  sufficient  age  and  experience, 
as  lieutenant  (equal  to  Captain  in  the  xArmy).  Many  will  be  given  aviation 
training  at  government  expense  if  they  request  it.  INTERNS  and 
RESIDENTS  are  eligible  to  enroll  in  this  class  of  the  Reserve. 

The  Surgeon  General  places  all  interns  and  residents  on  the  deferred 
list,  and  they  will  not  be  called  to  active  duty  before  finishing  their  intern- 
ship or  residency  except  in  extreme  urgency. 

(B)  Volunteer  Special  Service  Class:  This  class  is  composed  of  doctors 
who  have  had  special  training  and  are  under  fifty  years  of  age.  A limited 
number  of  general  practitioners  are  also  commissioned  in  this  class.  The 
rank  is  lieutenant  (junior  grade),  lieutenant,  or  lieutenant  commander, 
dependent  upon  age,  professional  standing,  and  academic  seniority.  If 
mobilized,  they  would  be  assigned  to  special  service  within  the  United 
States  or  its  possessions  or  on  hospital  ships. 

For  further  information  apply  by  letter,  telephone,  or  call  in  person  at 
the  District  Medical  Office,  Headquarters  Third  Naval  District,  Federal 
Office  Building,  90  Church  Street,  New  York  City. 


RESPIRATORY  DEPRESSION  DURING  ANESTHESIA 
ATTRIBUTABLE  TO  CAROTID  SINUS  DISTURBANCES 

A Clinical  and  Laboratory  Study 

Charles  L.  Burstein,  M.D.,  New  York  City 

( From  the  Division  of  Surgery,  Department  of  Anesthesia,  New  York  University  College  of  Medicine) 


Proper  preparation  of  surgical  pa- 
tients with  sedative  medication  is  a 
phase  in  the  anesthetic  regimen  which 
still  evades  satisfactory  management. 
In  general,  the  sources  of  error  are  two- 
fold— namely,  (1)  improper  evaluation 
of  the  patient  and  (2)  unwise  selection  of 
preanesthetic  medication  in  reference  to 
the  anesthetic  agent  to  be  employed. 

It  is  unnecessary  to  include  in  this  dis- 
cussion more  than  a brief  reference  to  the 
evaluation  of  the  patient.  Anesthetists 
and  surgeons  are  already  cognizant  of  the 
various  factors  involved  in  such  an 
evaluation.  Guedel  in  his  monograph, 
Inhalation  Anesthesia ,l  has  an  excellent 
discussion  of  the  consideration  that  must 
be  given  to  the  patient’s  metabolism,  age, 
emotional  state,  fever,  pain,  and  sthenic- 
ity  when  selecting  preanesthetic  medica- 
tion. 

The  second  source  of  error — namely, 
the  selection  of  preanesthetic  drugs  with 
reference  to  the  anesthetic  agent  chosen 
for  subsequent  administration — is  prob- 
ably without  sufficient  appreciation.  It 
would  seem  that  such  mistakes  are  more 
common  since  the  recent  introduction  of 
anesthetic  agents  of  widely  different 
potencies. 

The  desirable  effects  from  preanes- 
thetic medication  pre-eminently  include 
the  control  of  psychic  disturbances  and  a 
depression  of  general  metabolism  with 
obtundation  of  reflex  irritability  so  that  a 
minimum  of  the  anesthetic  agent  may  be 
needed.  It  must  be  emphasized,  how- 
ever, that  the  degree  of  sedation  should 
vary  inversely  with  the  potency  of  the 
anesthetic  agent  to  be  employed.  If  a 
narcotic  agent  of  low  potency,  such  as 
nitrous  oxide,  which  requires  the  admix- 
ture of  a smaller  concentration  of  oxygen 
than  occurs  normally  in  air,  is  proposed, 


the  metabolic  activity  of  the  subject  to  be 
anesthetized  must  necessarily  be  reduced. 
But  when  an  agent  of  high  potency,  such 
as  cyclopropane,  divinyl  oxide,  chloro 
form,  or  a short-acting  intravenous  bar 
biturate,  is  chosen,  it  is  not  necessary  to 
depress  the  patient  to  a similar  degree. 
Mitigation  of  fear  or  psychic  sedation 
may  then  be  the  primary  desideratum. 

Errors  in  the  use  of  preanesthetic 
medication  are  reflected  during  and  sub- 
sequent to  anesthesia  in  disturbances  in 
the  respiratory  mechanism — disturbances 
that  are  enhanced  during  inhalation 
anesthesia  by  the  further  derangement  of 
respiration  from  the  anesthetic  agent  or 
technic  employed.  It  may,  therefore, 
be  apropos  to  review  briefly  the  physi- 
ology of  respiration  as  applied  to  the  sub- 
ject under  discussion. 

No  function  of  the  organism  is  so  varied 
in  its  control  as  is  pulmonary  ventilation. 
Although  there  has  been  described  a defi- 
nite respiratory  center  in  the  formatio- 
reticularis  of  the  medulla  which  regulates 
respiration,  this  center  is  merely  the  serv- 
ant of  a horde  of  impulses  which  reach 
it  by  way  of  practically  every  afferent 
nerve  in  the  entire  nervous  system. 
During  anesthesia,  certain  of  the  reflexes 
that  influence  respiration  are  depressed 
or  paralyzed.  It  is,  therefore,  insufficient 
to  know  that  a certain  drug  or  stimulus 
will  activate  the  normal  respiratory 
center.  The  mechanism  involved  and 
whether  it  is  maintained  during  anes- 
thesia is  the  more  important  knowledge. 

With  increasing  depth  of  anesthesia 
the  rate  and  rhythm  of  respiration  are 
altered  in  characteristic  manner  as  more 
and  more  nerve  elements  are  paralyzed. 
The  first  change  occurs  as  consciousness 
is  lost  when  respirations  assume  the 
regular  rhythm  with  equal  minute  volume 
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respiratory  exchange  similar  to  that 
obtained  during  normal  sleep.  This  is 
occasioned  by  the  loss  of  emotional  ac- 
tivity and  volitional  control  which  are 
responsible  for  irregular  and  unequal  res- 
pirations that  may  occur  in  the  nonan- 
esthetized  individual.  During  surgical 
anesthesia,  paralysis  of  the  somatic  cen- 
tral nervous  system  prevails  and  with  it  is 
lost  all  reflex  control  of  respiration  which 
is  usually  mediated  through  this  system; 
pain,  surface  heat  or  cold,  and  propio- 
ceptive,  auditory,  visual,  and  other  sensa- 
tions no  longer  influence  respiration 
which  is  now  solely  under  control  of  the 
autonomic  nervous  system. 

Certain  of  the  autonomic  respiratory 
reflexes  that  are  maintained  during  anes- 
thesia are  well  known;  others  are  still 
obscure.  One  important  group  of  re- 
flexes is  to  be  found  in  the  pulmonary  vagi. 
Hering  and  Breuer  (1868)  showed  that 
inspiratory  dilatation  of  the  lungs  pro- 
duces an  expiratory  response,  whereas 
deflation  of  the  lungs  elicits  an  inspiratory 
reflex.  These  reactions  do  not  occur 
after  cervical  vagotomy.  Heymans2 
(1927)  made  a more  conclusive  experi- 
ment to  demonstrate  these  reflexes.  The 
vagi  were  left  intact  in  a decapitated  dog 
while  the  circulation  of  the  “isolated” 
head  and  lungs  were  maintained  through 
circulatory  anastomosis  with  two  other 
dogs.  One  could  then  observe  that  in- 
spiratory dilatation  of  the  lungs  caused 
expiratory  reflexes  in  the  isolated  head, 
whereas  deflation  of  the  lungs  was  ac- 
companied by  inspiratory  reflexes  in  the 
head. 

The  pulmonary  vagi  are  likewise  con- 
cerned in  the  production  of  vagal  apnea , 
which  is  occasionally  utilized  by  anes- 
thetists for  ‘ ‘controlled  respiration. ’ ’ This 
apnea  would  be  due  to  reflex  inhibition  of 
the  respiratory  center  caused  by  frequent 
and  exaggerated  pulmonary  distention. 
It  is  characterized  by  relaxation  of  the 
diaphragm  and  expiratory  position  of  the 
thorax. 

Although  the  pulmonary  vagosensitive 
nerve  endings  are  not  sensitive  to  physio- 
logic biochemical  stimulants,  they  may 
be  activated  by  very  intense  stimuli  with 


resulting  hyperpnea  due  to  vagal  reflexes. 
The  hyperpnea  occasioned  by  the  inhala- 
tion of  irritating  gases  could  be  so  ex- 
plained.3 According  to  Schmidt,4  the 
increased  respiratory  rate  during  ether 
anesthesia  is  likewise  due  to  the  irritant 
effect  of  the  ether  vapor  upon  the  Hering- 
Breuer  reflexes. 

Another  group  of  respiratory  reflexes 
arise  from  a number  of  vasosensitive 
areas  of  which  the  cardio -aortic  and  caro- 
tid sinuses5  are  better  known.  These 
vasosensitive  areas  react  to  changes  in 
pressure.  The  pressure  alterations  may 
be  of  circulatory  origin,  such  as  increased 
or  decreased  arterial  tension  in  these 
areas,  or  they  may  result  from  direct 
mechanical  stimulation  during  surgical 
manipulations  involving  the  reflex  cen- 
ters. Whatever  the  origin,  the  response  is 
consistent  while  the  reflex  irritability  is 
not  greatly  depressed  or  paralyzed.  An 
increase  in  pressure  at  the  cardio-aortic 
and/or  carotid  sinus  will  ordinarily  re- 
sult in  some  respiratory  depression, 
whereas  a decrease  in  pressure  may  cause 
some  degree  of  hyperpnea.  This  is  one 
reason  for  recommending  the  topical 
application  of  procaine  solution  when 
respiratory  or  circulatory  disturbances 
occur  during  surgical  intervention  in  the 
cervical  region. 

Biochemical  alterations  in  the  circulat- 
ing medium  are  more  potent  sources 
of  abnormal  respiratory  activities.  These 
chemically  aroused  reflexes  may  act 
either  directly  upon  the  respiratory  center 
or  through  the  intermediary  of  the  caro- 
tid body.6  When  the  motor  cells  in  the 
respiratory  center  become  progressively 
paralyzed  due  to  excessive  central  depres- 
sion, the  carotid  body  mechanism  re- 
mains active  and  assumes  great  impor- 
tance during  anesthesia.  The  physiologic 
chemical  stimuli  consist  mainly  in  altera- 
tions of  carbon -dioxide  or  oxygen  con- 
centrations in  the  blood.  Increase  of 
carbon  dioxide  will  normally  stimulate 
respiration  by  direct  action  upon  the  re- 
spiratory center  as  well  as  by  stimula- 
tion through  the  carotid  body.  It  must 
not  be  forgotten,  however,  that  the  opti- 
mum concentration  for  the  stimulating  ef- 
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fects  of  carbon  dioxide  is  reached  rapidly, 
and,  when  this  point  is  exceeded,  oppo- 
site effects  will  result.  Thus,  in  the 
normal  individual  the  inhalation  of  con- 
centrations of  20  to  30  per  cent  carbon 
dioxide  exerts  a narcotic  action7  without 
respiratory  stimulation,  and,  shortly  ex- 
ceeding these  concentrations,  depression 
of  both  respiration  and  circulation  fol- 
lowed by  death  will  occur  unless  artificial 
respiration  with  pure  oxygen  is  immedi- 
ately instituted.  The  patient  with  dis- 
ease and  acid-base  balance  disequilib- 
rium may  be  affected  with  much  smaller 
amounts  of  carbon  dioxide.  It  cannot 
be  overemphasized  that  when  the  ad- 
ministration of  low  concentrations  of 
carbon  dioxide  does  not  result  in  the 
usual  respiratory  stimulation  the  in- 
crease of  carbon  dioxide  should  be  at- 
tempted with  utmost  caution. 

Samson  Wright8  and  others9,10  have 
shown  that  asphyxia  depresses  the  cells 
of  the  respiratory  center  and  that  the 
stimulation  of  respiration  observed  by 
oxygen  lack  is  due  mainly  to  the  carotid 
body.  Heymans  has  shown  further  that, 
after  denervation  of  the  aortic  and  caro- 
tid areas,  deprivation  of  oxygen  is  fol- 
lowed by  respiratory  depression  that 
may  lead  to  respiratory  arrest  and  death 
without  hyperpnea  at  any  time.  This  is 
of  special  interest,  since  the  same  com- 
plication may  occur  during  anesthesia  if 
the  anesthetic  agent  is  one  which  paralyzes 
the  carotid  body  mechanism  (ether, 
chloroform,  intravenous  barbiturates)11  or 
when  anesthesia  is  administered  to  a 
patient  who  has  previously  been  subjected 
to  bilateral  carotid  sinus  denervation  as  a 
therapeutic  measure. 

Preoperative  medicaments  also  influ- 
ence respiration.  Waters12  has  shown 
that  therapeutic  doses  of  morphine  de- 
crease minute  volume  exchange  in  human 
subjects.  There  is  convincing  evidence 
that  the  oxygen  lack  thus  occasioned  en- 
hances the  central  depressive  effect  and 
that  the  carotid  body  mechanism  then 
compensates  for  the  impaired  respira- 
tory center.13  Atropine,  scopolamine,  and 
other  drugs  of  the  belladonna  group 
are  parasympathetic  depressants.  They 


aid  in  reducing  mucous  secretion  to  favor 
anesthesia,  but  they  also  depress  the  sino- 
aortic  mechanism.14  Barbituric  acid  de- 
rivatives likewise  paralyze  the  carotid 
body  and,  in  addition,  may  predispose  to 
laryngospasm16,16  and  exert  a bronchio- 
constricting  action  which  may  prove 
to  be  of  importance  in  asthmatic  individu- 
als. 

In  a previous  communication17  clini- 
cal case  reports  were  presented  which 
showed  the  occurrence  of  respiratory 
depression  during  anesthesia  when  a 
potent  gaseous  anesthetic  agent  was 
administered  with  a high  dilution  of 
oxygen  following  relative  excess  seda- 
tion. A similar  clinical  case  is  here  pre- 
sented. 

Case  Reports 

Case  1. — A white  man,  aged  41,  developed  a 
strangulated  inguinal  hernia.  Preoperative 
medication,  administered  subcutaneously  at 
1:00  a.m.,  was  morphine  sulfate  1/a  grain  (0.016 
Gm.)  and  scopolamine  hydrobromide  Vioo  grain 
(0.0005  Gm.).  One  hour  later  upon  arriving  in 
the  operating  room,  the  patient  was  asleep. 
He  could  be  aroused  but  reacted  sluggishly. 
Anesthesia  was  induced  with  cyclopropane  and 
oxygen.  A closed  system  without  a carbon- 
dioxide  absorbing  unit  was  employed  in  the  be- 
ginning. Four  minutes  after  induction  was 
started  the  patient’s  respiratory  excursions  be- 
gan to  decrease  gradually,  and  one  minute  later 
he  ceased  breathing.  At  this  time  the  pulse  rate 
had  decreased  from  96  to  80  beats  per  minute, 
the  blood  pressure  was  unchanged  (120/80  mm. 
Hg.),  and  the  color  of  the  skin  was  pink.  Ad- 
ministration of  pure  oxygen  and  artificial  res- 
piration by  rhythmic  manual  pressure  on  the 
breathing  bag  for  three  minutes  did  not  restore 
spontaneous  breathing.  Acapnia  could  not  have 
caused  this  apnea,  since  the  patient  had  been 
rebreathing  without  carbon-dioxide  absorption 
for  seven  minutes.  The  anesthetic  mixture  was 
then  increased  with  nitrous  oxide,  and,  after 
several  inflations,  the  patient  began  to  breathe 
just  as  his  skin  showed  a cyanotic  tinge.  The 
addition  of  more  oxygen  relieved  the  cyanosis, 
but  five  minutes  later  the  patient  again  ceased 
breathing.  As  for  the  first  apnea,  oxygen  and 
artificial  respiration  were  unsuccessful.  Ad- 
ministration of  carbon  dioxide  by  removing 
the  soda-lime  canister  for  several  minutes 
was  likewise  of  no  avail.  As  before,  the 
addition  of  nitrous  oxide  terminated  the  apnea. 
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In  the  course  of  the  next  thirty  minutes,  two 
more  such  apneas  occurred,  both  of  which 
were  similarly  relieved  by  reducing  the  oxygen 
concentration  in  the  breathing  mixture.  At  the 
end  of  the  operation,  the  patient  appeared  to  be 
in  light  surgical  anesthesia,  with  roving  eye- 
balls and  swallowing  reflexes,  but  the  pupils  were 
narrowly  contracted.  Fifteen  minutes  after 
anesthesia  had  been  discontinued  it  seemed  that 
the  degree  of  narcosis  was,  paradoxically, 
slightly  deeper.  This  was  attributed  to  mor- 
phine depression.  Metrazol  was  administered 
in  an  attempt  to  counteract  the  condition.18 
One  cubic  centimeter  intravenously  and  a similar 
amount  hypodermically  showed  little  effect. 
After  ten  minutes  an  identical  amount  was  in- 
jected intravenously.  One  minute  later  hyperp- 
nea  developed,  the  patient  awoke  abruptly  and 
responded  immediately  to  spoken  questions. 
Recovery  was  uneventful. 

Case  2. — A white  girl,  aged  17,  was  brought  to 
surgery  with  a diagnosis  of  frequent  convulsions, 
etiology  undetermined.  Craniotomy  had  been 
performed  on  two  previous  occasions.  Two 
years  previous  to  the  present  admission,  a bi- 
lateral carotid  sinus  denervation  had  been  done. 
Nitrous  oxide-ether  anesthesia  was  proposed. 
No  preanesthetic  medication  had  been  given. 
Induction  was  started  with  a mixture  approxi- 
mating nitrous  oxide  95  per  cent  and  oxygen  5 
per  cent.  After  three  or  four  moderately  deep 
respirations,  the  patient  stopped  breathing. 
Spontaneous  respirations  were  not  resumed  for 
about  two  minutes,  when  the  lungs  were  inflated 
with  oxygen.  It  was  possible  to  repeat  this 
apnea  by  allowing  the  patient  to  respire  an  at- 
mosphere deficient  in  oxygen.  When  ether  was 
added,  respirations  proceeded  uninterrupted. 
After  induction  of  ether  anesthesia,  maintenance 
was  uneventful  for  the  succeeding  two  hours  of 
the  administration. 

Discussion 

In  Case  1 the  quantity  of  sedative 
medication  administered  to  the  patient 
resulted  in  a degree  of  depression  equiva- 
lent to  basal  narcosis,  the  patient  being 
asleep  but  still  reacting  to  strong  stimuli. 
Anesthesia  was  supplemented  with  a 
rapid-acting  potent  agent,  and  a high 
percentage  of  oxygen  was  simultaneously 
added  into  the  rebreathed  mixture. 
There  was  an  improvement  in  the  color  of 
the  patient  immediately  following  the 
inhalation  of  the  high  oxygen  mixture, 
but  respiratory  arrest  ensued  within  two 
minutes  and  was  maintained  either  until 


cyanosis  appeared  or  until  the  anesthetic 
agent  was  practically  completely  elimi- 
nated. 

In  Case  2,  after  denervation  of  the 
carotid  sinus,  the  production  of  asphyxia 
by  nitrous  oxide  failed  to  elicit  an  anoxe- 
mic  stimulus  by  way  of  the  carotid  body. 
Respiratory  arrest  followed  the  breath- 
ing of  an  oxygen-poor  atmosphere.  The 
apnea  was  relieved  by  oxygen. 

One  explanation  for  the  respiratory 
reactions  cited  in  the  cases  described  is 
found  in  some  recent  related  experimental 
observations.  Marshall  and  Rosenfeld19 
have  demonstrated  that  when  morphine 
and/or  barbiturates  are  administered  to 
cats,  dogs,  or  rabbits  in  doses  sufficient 
to  cause  respiratory  depression  and  an- 
oxemia the  administration  of  pure  oxygen 
or  of  mixtures  of  oxygen  with  5 to  10 
per  cent  carbon  dioxide  results  in  further 
respiratory  depression  or  apnea  and  re- 
spiratory failure.  They  point  out  that 
three  conditions  are  necessary  to  produce 
this  atypical  reaction:  a depressed  re- 

spiratory center,  oxygen  lack,  and  a 
functionally  active  sino-aortic  mechan- 
ism. They,  and  others,20,21  have  also 
corroborated  Heymans’22  original  ob- 
servation that  anoxia  causes  depression 
of  respiration  when  the  sensitive  areas 
in  the  carotid  sinus  and  aortic  arch  are 
denervated,  and  they  conclude,  there- 
fore, that  anoxia  stimulates  the  sino- 
aortic  mechanism  which,  in  turn,  main- 
tains respiration  when  the  respiratory 
center  is  depressed.  Stella,9  after  setting 
forth  similar  conclusions,  stressed  the 
importance  of  oxygen  lack  under  these 
conditions  as  a stimulus  to  respiration. 
He  found  that  the  administration  of  a 
mixture  of  5 per  cent  carbon  dioxide  and 
oxygen,  with  or  without  30  per  cent 
nitrogen,  depressed  instead  of  stimulating 
respirations  as  it  normally  would  in  re- 
sponse to  the  increased  carbon-dioxide 
tension. 

The  exact  localization  of  the  chemically 
sensitive  receptors  responsible  for  this 
reaction  was  believed,  originally  by  Hey- 
mans and  his  co-workers,  to  be  in  the 
carotid  body.  This  has  been  definitely 
established  by  Comroe  and  Schmidt.6 
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Laboratory  Experiments 

Marshall  and  Rosenfeld’s  experiments 
were  confirmed  in  rats  during  the  course 
of  study  and  evaluation  of  sodium 
thioethamyl,  a new  barbituric  acid  de- 
rivative.23 It  was  noted  that  the  response 
to  oxygen  inhalation  differed  materially 
according  to  the  lapse  of  time  inter- 
vening after  the  injection  of  a large  dose 
of  this  barbiturate.  Rats  treated  with 
oxygen  two  to  five  minutes  after  the  ap- 
pearance of  respiratory  difficulty  re- 
covered, but  those  in  which  cyanosis  and 
dyspnea  had  persisted  for  more  than  one- 
half  hour  before  oxygen  inhalation  was 
given  responded  by  shallower  respira- 
tion followed  by  periods  of  apnea  and 
finally  death. 

Experiments  simulating  the  same  con- 
ditions observed  clinically  were  carried 
out  in  dogs  which  lend  themselves  readily 
to  the  production  of  this  type  of  respira- 
tory depression.  The  accompanying  pro- 
tocol shows  the  effect  in  one  such  experi- 
ment. 

Dog  No.  32:  Weight  13  Kg. 

2:30  Intravenous  injection  of  a 2 per  cent  solu- 
tion of  morphine  sulfate,  50  mg.  per  kilo- 
gram of  body  weight.  (Fifty  milligrams 
per  kilogram  for  the  dog  is  ten  times  the 
usual  sedative  dose  and  one-tenth  of  the 
M.L.D.) 

3 : 00  Animal  depressed.  Endotracheal  tube 
introduced  translaryngeally  into  the  tra- 
chea. Pneumographs  applied  about  the 
chest  and  abdomen  to  record  thoracic  and 
diaphragmatic  respiratory  movements. 
3:05  A mixture  of  20  per  cent  cyclopropane  and 
80  per  cent  oxygen  is  administered  by 
means  of  the  closed  carbon-dioxide  ab- 
sorption technic.  Apnea  in  thirty-seven 
seconds;  thoracic  and  abdominal  respira- 
tory movements  ceased  at  the  same  time. 
3:07  Cyclopropane  discontinued. 

3:08  Nitrogen  added  to  the  rebreathed  mixture. 

Apnea  persists  for  eight  minutes  until 
3:16  when  the  thoracic  and  abdominal  respira- 
tory movements  recur  at  the  same  mo- 
ment. At  this  time  cyanosis  is  evident 
on  the  dog’s  tongue. 

3:16  The  breathing  bag  is  filled  with  oxygen. 
Cyanosis  quickly  disappears,  but  one 
minute  later  apnea  occurs  again. 

Summary 

Recent  experimental  data  are  reviewed 
which  reveal  that  when  the  respiratory 
center  is  depressed  by  a sedative  drug 
with  resulting  anoxia  the  inhalation  of 
oxygen  may  be  followed  by  respiratory  de- 


pression or  even  apnea.  It  is  pointed  out 
that  under  these  conditions  of  depressed 
respiratory  center  and  oxygen  lack  re- 
spiratory movements  are  maintained  by 
the  anoxemic  stimulation  of  the  carotid 
body.  Removal  of  the  “anoxemic  stimu- 
lus” following  the  inhalation  of  sufficient 
oxygen  inactivates  this  carotid  body 
mechanism  and  leaves  an  uncompen- 
sated depressed  respiratory  center. 

Laboratory  experiments  are  described 
which  demonstrate  the  ease  of  producing 
this  type  of  respiratory  depression  when 
excess  morphine  medication  is  succeeded 
by  the  administration  of  a potent  anes- 
thetic agent  (which  enhances  the  central 
depression)  together  with  adequate  oxy- 
genation. 

A clinical  case  report  is  presented  which 
shows  the  possibility  of  respiratory  de- 
pression during  anesthesia  when  adequate 
oxygenation  and  a potent,  rapid-acting, 
anesthetic  agent  are  administered  fol- 
lowing relative  excess  sedation. 

When  the  carotid  body  mechanism  is 
paralyzed  or  denervated  as  in  Case  2, 
reduction  of  oxygen  in  the  inhaled  mix- 
ture results  in  respiratory  depression. 

Because  of  the  damage  to  the  central 
nervous  system,  asphyxial  stimulation  of 
respiration  is  to  be  condemned.  Artificial 
or  “controlled”  respiration  with  ade- 
quate oxygenation  should  be  maintained 
until  the  respiratory  center  can  function 
properly  and  unaided. 

For  the  prophylaxis  of  such  complica- 
tions it  cannot  be  overemphasized  that 
the  degree  of  preanesthetic  sedative 
medication  should  be  reduced  when  the 
use  of  a more  potent  anesthetic  agent  is 
contemplated. 

Grateful  acknowledgment  is  expressed 
to  Dr.  E.  A.  Rovenstine,  professor  of 
anesthesia,  for  guidance  in  this  work. 
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SURVEY  OF  ARTIFICIAL  INSEMINATION 
A survey  of  artificial  insemination  and  its  use 
in  the  United  States  by  the  medical  profession 
was  sponsored  by  the  National  Research  Founda- 
tion for  Eugenic  Alleviation  of  Sterility,  Inc., 
Nesconset,  Long  Island.  The  following  report 
was  made  by  the  medical  director,  Dr.  F.  I. 
Seymour,  and  Dr.  A.  Koerner,  executive  secre- 
tary. 

There  are  150,000  doctors  in  the  United  States, 
30,000  of  whom  were  sent  questionnaires;  7,642 
doctors  sent  in  replies:  4,049  reported  success- 
ful results  with  artificial  insemination,  2,478  re- 
ported that  they  had  never  used  it,  and  1,115 
failed  to  obtain  pregnancies  by  using  it. 

The  following  is  a census  of  children  produced 
by  artificial  insemination  to  June,  1940:  total 

number  of  live  children  born  of  artificial  insemi- 
nation, 9,238;  total  number  of  pregnancies  initi- 
ated, 9,489 ; result  of  artificial  insemination  using 
husband  (temporary  sterility),  5,728 — (a)  boys, 
3,623,  and  (b)  girls,  2,105;  result  of  artificial 
insemination  using  donor  (absolute  sterility  of 
male),  3,510 — (a)  boys,  2,060,  and  (b)  girls, 
1,450. 

Mothers  having  more  than  one  pregnancy  by 
artificial  insemination  numbered  1,357,  with  3 
sets  of  twins.  The  number  of  surgical  operations 
(to  effect  pregnancy)  avoided  totaled  382  so  that 
the  ratio  of  total  pregnancies  to  surgical  opera- 
tions prevented  was  24.8  to  1. 

The  question  “What  was  the  average  number 
of  inseminations  employed  to  effect  pregnancy?” 
was  answered  as  follows  by : 

(a)  The  1,115  physicians  who  failed  to  ob- 
tain pregnancy  by  artificial  insemination. 
Fifty  physicians  gave  no  specific  number  of  in- 
seminations, so  that  1,065  answered  as  follows: 
740  tried  one  insemination ; 111,  two  insemina- 
tions; 91,  three  inseminations;  83,  four  in- 
seminations; 7,  five  inseminations;  and  33, 
six  inseminations. 

(b)  The  4,049  successful  physicians  reported : 
3 pregnancies  resulted  after  one  insemination; 
17,  after  two  inseminations;  409,  after  three 
inseminations;  61,  after  eight  inseminations; 
897,  after  nine  inseminations;  4,312,  after 
twelve  inseminations;  1,916,  after  fourteen 
inseminations;  1,003  after  fifteen  insemina- 
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tions;  367,  after  eighteen  inseminations;  139, 
after  twenty  inseminations;  and  241,  after 
twenty-one  inseminations.  One  hundred  and 
twenty-four  physicians  reported  success  after 
more  than  twenty-one  inseminations,  and  one 
physician  reported  that  pregnancy  was  ef- 
fected after  the  seventy-second  insemination. 

SUMMARY 

The  greatest  number  of  physicians  reported 
pregnancies  after  twelve  inseminations  which 
varied  three  inseminations  for  four  months;  four 
inseminations  for  three  months ; or  two  insemina- 
tions monthly  for  six  months.  A few  varied  the 
procedure  slightly  over  the  twelve  insemina- 
tions. 

The  geographic  distribution  of  children  sired 
by  artificial  insemination  as  reported  by  physi- 
cians is  as  follows:  Central,  2,602;  Atlantic, 

2,997;  New  England,  1,514;  Pacific,  617;  Moun- 
tain, 96;  and  Southern,  1,663.  An  analysis  of 
physicians’  replies  by  geographic  sections  shows: 
Central,  2,389;  Atlantic,  2,520;  New  England, 
930;  Pacific,  302;  Mountain,  124;  and  Southern, 
1,377. 

The  total  number  of  miscarriages  and  abortions 
was  217  (2.3  per  cent  of  total  number  of  preg- 
nancies). The  incidence  of  miscarriages  and 
abortions  in  so-called  normal  patients  was  10  to 
20  per  cent. 

The  total  number  of  extra-uterine  pregnancies 
was  22  (0.2  per  cent  of  total  number  of  pregnan- 
cies)— intravaginally  inseminated,  2;  intracer- 
vically  inseminated,  11,  and  intra-uterinely 
inseminated,  9.  The  incidence  of  extra-uterine 
pregnancies  in  so-called  normal  patients  was  1.3 
per  cent,  and  inseminations  where  some  solution 
was  added  to  specimen  numbered  3,831  (40.3  per 
cent) . 

The  number  of  “flare-ups”  reported  through 
uterosalpingography  was  44,  with  the  following 
distribution  of  types:  acute  salpingitis,  11  (uni- 

lateral, 7,  and  bilateral,  4);  pelvic  abscesses,  3; 
marked  abdominal  cramps,  28;  pelvic  peritonitis, 
7;  and  dermatitis  venenata,  5.  There  were  9 
flare-ups  cited  above  requiring  operative  inter- 
ference, and  6 flare-ups  with  retention  of  the  oil 
in  diseased  salpinx. 
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Offices  of  the  society  have  been  moved  from 
50  West  50th  Street  to  1790  Broadway,  New 
York  City.  Mr.  Wm.  Fellowes  Morgan  has 
resigned  as  president  after  serving  continuously 
from  March,  1916,  to  May,  1940.  He  was  unani- 


mously elected  president  emeritus.  Much  credit 
for  the  growth  and  progress  of  this  national 
voluntary  health  agency,  with  a supporting  con- 
stituency of  17,000  people,  is  due  to  Mr.  Mor- 
gan’s interest  in  the  affairs  of  the  society. 


THE  OCCIPITOPOSTERIOR  POSITION  AND  THE  MODIFIED 
SCANZONI  MANEUVER 

Raymond  J.  Pieri,  M.D.,  Syracuse,  New  York 


Of  the  various  complications  of  labor 
which  beset  the  accoucheur,  none  is 
more  frequently  encountered  than  the 
occipitoposterior  position. 

Indeed,  the  faulty  management  of  this 
condition  is  not  infrequently  read  be- 
tween the  lines  of  the  past  obstetric  his- 
tory of  many  mothers  who  have  given 
birth  to  stillborn  children  or  to  infants 
who  succumbed  shortly  after  instrumental 
delivery  following  prolonged  labor  at  term. 
DeLee3  justly  attributes  to  such  faulty 
management  the  appalling  annual  total, 
in  the  United  States  alone,  of  several  thou- 
sand infant  deaths  and  hundreds  of 
maimed  or  invalided  mothers. 

Such  avoidable  mortality  and  morbid- 
ity calls  for  a consideration  of  the  means 
at  our  disposal  whereby  these  unhappy 
results  can  at  least  be  reduced  in  number 
and  is  the  incentive  for  this  presentation. 

It  has  been  estimated  that  95  per  cent 
of  all  cases  are  vertex  presentations  at  the 
beginning  of  labor.  In  approximately 
one-third  of  this  number  the  occiput  is 
directed  posteriorly,  right  occipitopos- 
terior (occiput  dextra  posterior,  135  de- 
grees) or  left  occipitoposterior  (occiput 
laevus  posterior,  135  degrees).  For  the 
same  reasons  that  explain  the  greater  fre- 
quency of  the  left  anterior  position,  left 
occipito-anterior  (occiput  laevus,  35  de- 
grees), the  occiput  in  most  posterior  posi- 
tions is  in  the  same  oblique  diameter, 
right  occipitoposterior  (occiput  dextra 
posterior,  135  degrees). 

The  mechanism  of  labor  in  the  posterior 
position  presents  one  main  difference 
from  that  in  the  anterior  position — rota- 
tion in  the  former  takes  place  through  an 
arc  of  135  degrees,  while  in  the  anterior 
position  the  occiput  describes  an  arc  of  45 
degrees. 

Engagement  of  the  head  in  occipito- 


posterior position  occurs  more  slowly, 
partly  because  of  the  promontory  and 
partly  because  an  almost  constant  deflec- 
tion or  “military”  attitude  of  the  present- 
ing part  brings  a less  favorable  cephalic 
diameter  (the  occipitofrontal  instead  of 
the  suboccipitobregmatic)  into  the  pelvic 
inlet.  Because  of  the  existence  of  these 
factors,  all  of  them  unfavorable  in  tend- 
ency, internal  rotation  of  the  head  in  the 
posterior  position,  if  it  occurs  at  all,  con- 
sumes more  time. 

Often  the  membranes  rupture  early, 
delaying  the  progress  of  labor,  and,  as  the 
hours  drag  by,  increased  risk  to  mother 
and  baby  is  inevitable.  Exhaustion,  in- 
ertia, and  hemorrhage  threaten  the 
mother,  while  the  prospect  of  a stillborn 
child  becomes  real  in  the  neglected  case. 
Lacerations  here  are  more  extensive  than 
usual,  especially  if  the  head  rotates  pos- 
teriorly to  the  hollow  of  the  sacrum.  It  is 
not  surprising,  therefore,  that  “more 
children  are  lost  from  this  complication 
than  are  lost  from  the  effects  of  contracted 
pelvis”  (DeLee3). 

Obviously,  all  of  these  dangers  cannot 
be  eliminated,  but  to  minimize  them,  by 
whatever  means  may  assure  him  of  the 
best  results,  becomes  the  duty  of  every 
obstetric  attendant.  The  experienced 
obstetrician  faces  the  situation  unper- 
turbed and  confident.  The  casual  at- 
tendant often  finds  himself  in  a quandary. 

The  proper  management  of  a given  case 
begins  with  the  diagnosis  of  position. 
Failure  to  do  this  early  or  failure  to  do  it 
at  all  is  responsible  for  no  small  share  of 
the  misfortunes  attributed  to  this  posi- 
tion. The  consequences  of  error  are  here 
so  hazardous  that  every  vertex  labor  that 
does  not  proceed  smoothly  should  be 
carefully  scrutinized  for  the  possibility  of 
a mistake  in  this  direction. 
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Fig.  1.  The  Tucker-McLane  forceps.  The 
smooth  solid  blades  make  application  and  with- 
drawal easier. 


Once  the  existence  of  posterior  position 
has  been  established,  the  prudent  at- 
tendant fortifies  his  patience,  adopts  an 
attitude  of  “watchful  expectancy,”  and 
awaits  some  indication  for  interference. 

The  greatest  danger  during  the  period 
of  dilatation,  in  the  average  case,  is  ex- 
haustion of  the  mother.  To  offset  this, 
morphine  and  scopolamine,  rectal  anes- 
thesia or  analgesia,  and  a labor  room  free 
from  baneful  external  stimuli,  such  as 
bright  light,  noise,  or  conversation,  are 
the  mainstays  during  the  first  stage.  All 
internal  examinations  are  made  through 
the  rectum.  Rupture  of  the  membranes 
is  to  be  prevented,  if  possible,  until  the 
cervix  is  completely  dilated.  Expulsive 
efforts  on  the  part  of  the  patient,  while 
not  to  be  encouraged  during  the  first 
stage  of  any  labor,  are  here  particularly  to 
be  condemned. 

Usually,  the  cervical  canal,  if  given 
time  enough,  will  spontaneously  become 
completely  effaced  and  the  os  fully  di- 
lated. At  times,  however,  the  col- 
peurynter,  especially  when  the  mem- 
branes have  ruptured  early,  is  indicated. 
Rarely,  when  progress  has  apparently 
ceased  in  spite  of  continued  labor,  what 
remains  of  a soft,  readily  dilatable  cervix 
can  easily  be  stretched  by  gentle  manipu- 
lation. More  rarely,  the  rim  of  an  in- 
completely dilated,  rigid  cervix  must  be 
incised  and  repaired  after  delivery.  To 
attempt  delivery  through  an  imperfectly 
dilated  os  is  to  invite  complications  far 
worse  than  that  which  already  exists. 

Operative  treatment  is  seldom  indi- 
cated before  the  advent  of  the  second 
stage  and  even  then  is  frequently  unneces- 
sary, the  occiput  rotating  spontaneously 


in  over  70  per  cent  of  the  cases.  A simple 
prophylactic  forceps  operation,  with  or 
without  episiotomy,  may  then  be  con- 
sidered optional. 

Postural  treatment  (having  the  patient 
lie  on  the  side  toward  which  the  fetal  back 
is  directed)  for  the  correction  of  the  faulty 
attitude  and  to  bring  about  internal  rota- 
tion, while  a perfectly  commendable  pro- 
cedure, is  obviously  difficult  in  a patient 
who  is  under  the  influence  of  anesthesia 
and  who  is,  therefore,  unable  to  cooperate. 

In  about  5 per  cent  of  the  cases,  the 
head,  after  complete  dilatation,  is  found 
floating  (with  intact  membranes)  or  is  ar- 
rested high  in  the  pelvis.  For  this  small 
group,  version  followed  by  breech  extrac- 
tion, particularly  in  the  multipara,  is  fa- 
vored by  most  obstetricians,  especially 
when  intact  membranes  facilitate  turning 
of  the  child. 

In  the  25  per  cent  remaining,  the  head 
is  found  arrested  at  various  levels  within 
the  pelvis,  the  occiput  still  occupying  its 
relation  to  the  posterior  quadrant.  For 
the  treatment  of  this  group  a number  of 
methods  have  been  suggested.  All  of 
them,  in  competent  hands,  are  productive 
of  good  results.  The  principal  aim  of 
each  of  them,  excepting  those  treated  by 
version  and  extraction,  is  directed  toward 
the  same  end — namely,  rotation  of  an 
occiput  posterior  to  an  occiput  anterior, 
while  the  means  by  which  rotation  is  ac- 
complished is  either  the  hand  of  the  ac- 
coucheur or  the  obstetric  forceps. 

While  it  may  be  true  that  the  best 
method  is  that  one  to  which  the  operator 
has  best  trained  himself,  it  is  no  less  true 
that  manual  correction  usually  calls  for 
the  insertion  of  the  whole  hand  into  the 
vagina,  with  displacement  of  the  head  up- 
ward and  out  of  the  pelvis  to  secure  the 
degree  of  internal  rotation  necessary. 
This  procedure,  however,  increases  the 
danger  of  infection  and  invites  the  possi- 
bility of  prolapse  of  the  cord.  Even  after 
rotation  has  been  accomplished  in  this 
manner,  backward  rotation  of  the  occiput, 
after  the  hand  is  withdrawn  from  the  head 
and  before  the  blades  of  the  forceps  can  be 
applied,  is  an  exasperating  and  frequent 
occurrence.  DeLee3  recommends  here 
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the  use  of  an  Allis  clamp  (or  of  a double 
volsellum  forceps),  by  which  the  scalp, 
after  rotation,  is  firmly  grasped  and 
steadied  by  an  assistant  until  the  forceps 
can  be  applied. 

The  Pomeroy  maneuver,  recently  de- 
scribed by  Aranow,1  is  manual  rotation 
whereby  the  body  of  the  baby  is  rotated 
on  its  own  axis  180  degrees,  thus  bringing 
the  saggital  suture  back  into  the  same 
oblique  diameter  of  the  pelvis.  In  this 
manner  the  right  occipitoposterior  posi- 
tion (occiput  dextra  posterior,  135  de- 
grees) is  converted  into  left  occipito- 
anterior (occiput  laevus,  45  degrees)  or 
left  occipitoposterior  (occiput  laevus  pos- 
terior, 135  degrees)  into  right  occipito- 
anterior (occiput  dextra,  45  degrees). 

The  method  of  Tarnier  and  that  of 
Hodge  both  aim  at  correction  of  malposi- 
tion by  intravaginal  manipulation  and 
digital  pressure,  without  displacement  of 
the  head.  Both  methods  sometimes  pro- 
duce the  desired  result. 

Until  comparatively  recent  years  rota- 
tion was  not  included  among  the  “proper- 
ties’’ or  “functions”  of  the  forceps. 
Smellie,3  in  1752,  was  perhaps  the  first  to 
perform  instrumental  rotation.  In  1865 
Scanzoni3  devised  a method  of  delivery 
whereby  rotation  and  traction  together 
were  the  principal  features.  It  was  after 
him  that  the  original  Scanzoni  maneuver 
for  the  treatment  of  occipitoposterior 
positions  derived  its  name.  But  rotation 
in  these  instances  was  doubtless  imparted 
to  the  head  by  twisting  of  the  handles  of 
the  forceps  (Fig.  2a),  for  it  was  not  until 
later  (1881)  that  Tarnier3  brought  forth 
the  idea  of  sweeping  the  handles  through  a 
large  circle  to  effect  rotation  of  the  head 
within  the  pelvis. 

Needless  to  say,  traction  with  rotation 
in  the  form  of  a spiral  twist  was  not  long 
popular,  and,  as  a consequence  of  many 
serious  injuries  to  the  pelvic  floor  attrib- 
uted to  this  operation,  the  Scanzoni  pro- 
cedure fell  into  disrepute. 

It  remained  for  Bill,2  of  Cleveland,  by 
the  “modified”  Scanzoni  maneuver,  to 
prove  unmistakably  that  the  forceps  can 
properly  and  safely  be  used  as  a rotator 
and  that,  in  this  respect,  it  is  often  supe- 


Fig.  2.  (a)  The  wrong  way.  Such  twisting 

causes  the  tips  of  the  blades  to  tear  the  bladder 
and  vagina  as  the  tips  of  the  instruments  de- 
scribe an  arc.  ( b ) The  correct  method.  Rota- 
tion of  the  handles  through  a wide  arc  causes  the 
blades  to  revolve  about  their  own  axis.  The  in- 
tegrity of  the  soft  parts  is  thus  preserved. 

rior  to  the  hand  because  the  blades  do  not 
displace  the  head  as  does  the  hand.  In- 
deed, to  the  accoucheur  the  forceps  is  but 
an  extension  of  the  hand  and  should  be 
used  as  such  in  the  performance  of  his 
art — much  as  the  surgeon  uses  his  knife 
or  as  one  uses  a pen  with  which  to  write. 
The  instrument  is  but  the  agent  through 
which  the  hand  operates. 

The  technic  of  this  operation  is  neither 
difficult  nor  dangerous.  Properly  exe- 
cuted it  provides  not  only  a beautiful 
obstetric  maneuver  but  also  a means  by 
which  may  be  avoided  many  of  the  un- 
happy results  accredited  to  this  position 
of  the  head. 

It  is  necessary,  first,  that  the  attendant 
be  familiar  with  the  use  of  instruments 
and  that  all  of  the  conditions  governing 
the  use  of  forceps  be  present.  After  the 
bladder  is  emptied  the  maternal  soft  parts 
are  carefully  prepared  by  the  liberal  use  of 
a neutral  liquid  soap,  which  not  only  as- 
sists in  “ironing  out”  the  pelvic  passage- 
way but  acts  as  an  ideal  lubricant  for  the 
passenger  as  well.  The  exact  position  of 
the  head  is  then  carefully  determined,  the 
posterior  ear  being  located  if  necessary. 

The  choice  of  forceps  depends  upon  the 
operator.  Those  commonly  preferred  are 
the  Tucker-McLane  variety  (Fig.  1), 
solid  blades  with  a long  shank.  The  rea- 
son for  this  preference  lies  in  the  ease  of 
their  introduction,  rotation,  and  with- 
drawal, which  renders  their  selection 
ideal  for  this  operation. 

The  first  application  is  made  exactly  as 
for  the  opposite  anterior  position.  For 
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Fig.  3.  The  first  application.  Insert  repre- 
sents right  occipitoposterior.  Notice  that  the 
application  is  as  for  left  occipito-anterior. 

right  occipitoposterior  (occiput  dextra 
posterior,  135  degrees),  the  first  applica- 
tion, then,  would  be  as  for  left  occipito- 
anterior (occiput  laevus,  45  degrees),  the 
pelvic  curve  of  the  forceps  in  the  initial 
application  thus  being  directed  toward 
the  baby’s  forehead.  An  accurate  ce- 
phalic application  is  essential  to  avoid 
slipping  of  the  blades  during  rotation  (Fig. 
3). 

The  forceps  are  now  locked.  To  in- 
crease flexion  and  to  free  the  head  from 
the  grasp  of  the  soft  parts,  the  handles, 
gently  compressed,  are  carried  to  the  pa- 
tient’s thigh  toward  which  the  baby’s  face 
is  directed.  In  this  movement  the  han- 
dles traverse  a line  parallel  with  that  of  a 
saggital  suture  (Fig.  4). 

From  this  point,  rotation  is  accom- 
plished with  a gentle  sweeping  motion, 
the  handles  describing  a large  arc,  thus 
keeping  the  blades  in  approximately  the 
same  axis  (Fig.  2b).  The  fingers  of  the 
free  hand,  meanwhile,  are  touching  the 
occiput  to  apprise  the  operator  of  the  de- 
gree of  anterior  rotation.  Rotation  is 
continued  until  the  occiput,  passing 
through  the  transverse  and  the  anterior 
positions,  finally  occupies  the  directly  an- 
terior or  zero  position  and  the  handles  of 


the  forceps,  inverted,  become  directed 
toward  the  floor  (Figs.  5,  6,  and  7).  No 
traction  has  been  employed  up  to  this 
point.  The  head  has  rotated  in  the  same 
plane  it  occupied  at  the  beginning  of  the 
maneuver,  and  only  the  abnormality  of 
position  has  been  corrected.  Excessive 
force  to  accomplish  rotation  is  contra- 
indicated. 


Fig.  4.  The  handles  are  locked  and  elevated 
toward  the  thigh  opposite  the  occiput.  This  is  to 
free  the  head  and  to  secure  flexion,  as  represented 
by  the  insert. 

To  overcome  backward  rotation  of  the 
occiput,  slight  traction  toward  the  floor  is 
now  exerted  upon  the  inverted  handles. 
This  fixes  the  head  in  its  new  position  be- 
fore the  second  application  is  made. 

In  the  reapplication  of  the  forceps,  the 
posterior  blade  is  inserted  first.  This  aids 
in  steadying  the  head  and  in  preventing 
its  displacement  during  the  application  of 
the  anterior  blade. 

The  pelvic  curve  of  the  instruments 
now  is  directed  toward  the  occiput. 

The  remainder  of  the  delivery  is  com- 
pleted exactly  as  that  of  any  other  oc- 
cipito-anterior position. 

The  use  of  the  forceps  to  accomplish 
delivery  in  cases  of  posterior  position  has 
become  increasingly  popular.  Special 
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types  of  blades,  such  as  the  Kjelland  for- 
ceps, have  been  devised.  Seides,8  emu- 
lating Bill,  introduced  his  “two-forceps 
maneuver,”  while  later  DeLee  described 
his  “key-in-lock”  operation. 

It  may  not  be  amiss  here  to  add  that 
“not  force,  but  art”  is  the  prerequisite  to 
every  obstetric  procedure.  The  untu- 
tored hand  reflects  its  lack  of  skill  in  dead 


Fig.  5.  Without  traction  the  rotation  is 
started.  Diagram  represents  rotation  to  right 
occiput  transverse. 

or  mutilated  children  and  in  extensive 
damage  to  the  birth  canal.  The  excellent 
survey  of  Miller7  reveals  2 cases  of  frac- 
ture of  the  parietal  bone  and  7 dead 
children  after  forceps  rotation  and  deliv- 
ery in  35  cases!  To  employ  such  force  as 
is  required  to  fracture  an  infant’s  skull  is 
reprehensible,  to  say  the  least.  Since 
failure  of  the  head  in  the  posterior  posi- 
tion to  descend  spontaneously  is  usually 
due  to  the  faulty  position,  forcible  trac- 
tion upon  such  a head  to  bring  it  to  a 
lower  pelvic  place  before  rotation  is  also 
reprehensible. 

Conclusions 

1.  The  diagnosis  of  position  is  essen- 
tial to  the  proper  management  of  any 
labor. 


Fig.  6.  Rotation  without  traction  is  con- 
tinued. Note  the  wide  arc  described  by  the 
handles.  Position,  as  shown  by  the  insert,  is 
now  right  occipito-anterior. 


Fig.  7.  Rotation  is  continued  to  the  zero 
(occipito-anterior).  Now  traction  is  used  to  fix 
the  head  in  occipito-anterior  until  the  reapplica- 
tion is  accomplished.  The  delivery  is  then  com- 
pleted as  an  ordinary  forceps  case. 

2.  Occipitoposterior  positions,  if  neg- 
lected, cause  increased  fetal  mortality  and 
maternal  morbidity. 
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3.  Usually,  during  the  first  stage  of 
labor  in  these  cases,  interference  is  not  in- 
dicated except  for  conservative  treatment 
for  the  support  of  the  patient. 

4.  In  the  second  stage,  rotation  of  the 
occiput  manually  or  by  means  of  forceps 
is  often  necessary  to  complete  the  de- 
livery. 

5.  The  modified  Scanzoni  maneuver, 
if  more  thoroughly  understood,  offers  here 
certain  advantages  over  other  methods  of 
delivery. 
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Discussion 

Dr.  Joseph  O’C.  Kieman,  Albany,  New  York — 
The  many  operative  procedures  that  have  been 
devised  for  treating  the  complications  that  may 
arise  in  occipitoposterior  position  emphasize  the 
importance  of  this  subject. 

Dr.  Pieri,  by  means  of  his  paper,  pictures,  and 
slides,  has  given  a very  excellent  presentation  of 
this  problem.  He  not  only  emphasizes  that  with 
conservative  treatment  70  per  cent  of  the  cases 
will  have  a spontaneous  delivery  but,  in  addition, 
describes  a method  of  operative  termination  of 
the  remaining  30  per  cent  which  minimizes  the 
dangers  to  both  mother  and  fetus. 

Relieving  the  discomforts  of  the  frequently 
prolonged  first  stage  of  labor  by  means  of  anal- 
gesia is  most  important  in  conserving  the  strength 
of  the  mother.  Nevertheless,  the  medication 
should  preferably  not  cause  undue  excitation. 
Rolling  and  twisting  of  the  patient  interfere  with 
the  long  axis  of  the  fetal  ovoid  remaining  parallel 
to  the  long  axis  of  the  maternal  abdomen  at  the 
height  of  each  uterine  contraction.  We  all  real- 
ize the  necessity  of  this  in  facilitating  engage- 
ment and  descent  of  the  presenting  part. 

An  occasional  but  unnecessary  cause  of  concern 
is  failure  to  realize  that  spontaneous  anterior 
rotation  of  the  occiput  cannot  occur  until  after 
both  the  cervix  is  fully  dilated  and  the  mem- 
branes have  been  ruptured. 

Verification  of  the  position  is  most  important  if 
there  is  a prolonged  second  stage,  because  occa- 
sionally in  a well-molded  head  with  a large  caput 


one  of  the  frontal  bones  is  mistaken  for  the 
occipital  bone  and  an  attempt  is  made  to  deliver 
the  fetus  with  the  occiput  posterior  in  the  belief 
that  it  has  already  rotated  anteriorly.  Natur- 
ally, this  increases  the  trauma  to  both  mother  and 
fetus. 

If  the  presenting  part  is  high  in  the  pelvis  or 
floating  after  the  cervix  is  fully  dilated,  I prefer 
artificial  engagement  followed  by  artificial  rup- 
ture of  the  membranes  rather  than  an  elective 
internal  podalic  version  followed  by  breech  ex- 
traction. Many  of  these  cases  (particularly  if 
multiparas)  will  advance  and  deliver  spontane- 
ously. If  not,  I believe  a trial  of  second  stage  for 
a period  of  at  least  one  and  one-half  or  two  hours 
will  either  advance  the  presenting  part  until  a 
relatively  easy  Scanzoni  is  possible  or,  if  not, 
there  is  the  advantage  of  having  some  molding  on 
the  aftercoming  head  if  we  feel  that  an  internal 
podalic  version  and  extraction  is  still  indicated. 

I have  successfully  used  the  modified  Scanzoni 
maneuver  both  in  my  private  practice  and  on  my 
teaching  service  for  many  years.  I have  found  it 
to  be  followed  by  a very  low  incidence  of  both 
maternal  and  fetal  trauma.  I think  it  is  less 
radical  and  less  dangerous  than  many  of  the 
other  methods  advocated  for  treating  persistent 
occipitoposterior  positions.  However,  I wish  to 
emphasize  that  the  safety  of  the  procedure  de- 
pends on  the  proper  understanding  of  the  me- 
chanics of  the  maneuver.  It  may  become  a very 
dangerous  operation  in  the  hands  of  the  novice  or 
the  pseudo-obstetrician.  I think  it  is  our  duty 
to  make  this  clear  to  both  the  postgraduates  and 
the  undergraduates  in  medicine  who  may  be  at- 
tending deliveries  where  this  procedure  is  utilized. 

It  has  been  a great  pleasure  to  have  listened  to 
Dr.  Pieri’s  very  thorough  and  practical  discussion 
of  this  most  important  subject.  I feel  that  he  has 
made  a very  valuable  contribution  to  the  study 
of  the  occipitoposterior  position  and  the  modified 
Scanzoni  maneuver. 

Dr.  Milton  G.  Potter,  Buffalo — Dr.  Pieri 
should  be  complimented  upon  the  clear  exposi- 
tion of  a maneuver  at  which  he  is  so  adept. 
At  the  present  time  the  literature  is  filled  with 
articles  concerning  the  puzzling  problems  of 
cephalopelvic  relationship,  which  simply  means 
more  thought  is  being  given  to  the  causes  and  to 
the  earlier  recognition  of  probable  obstetric  diffi- 
culties and  the  correction  of  them  by  proper 
operative  procedures. 

My  personal  belief,  after  a careful  analysis  of 
our  cases  in  the  past  fifteen  years,  is  that  very 
seldom  does  the  occiput  enter  the  inlet  in  an  an- 
terior position  but,  rather,  it  enters  the  true  pel- 
vis as  a posterior  or  transverse,  and,  as  the  mech- 
anism of  labor  progresses  and  the  fetal  head  de- 
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scends  into  the  pelvis,  it  rotates  anteriorly  in  nor- 
mal cases. 

It  has  appeared  to  us  who  do  vaginal  examina- 
tions exclusively  that  in  the  majority  of  cases  we 
find  the  head  halfway  between  the  transverse 
and  the  occipitoposterior.  This  is  especially  true 
after  the  head  has  entered  the  inlet. 

In  the  fight  of  Steel’s  corroboration  of  Caldwell 
and  Molloy’s  studies,  showing  by  x-ray  that  the 
majority  of  fetal  heads  engage  in  the  transverse 
position,  it  is  highly  probable,  if  we  had  carefully 
felt  both  fontanels,  that  the  majority  of  cases  we 
diagnosed  early  in  the  second  stage  of  labor  as 
being  halfway  between  a posterior  and  a trans- 
verse were  in  reality  transverse  positions. 

Unfortunately,  in  about  25  per  cent  of  the 
cases,  dystocia  in  its  various  aspects,  such  as  mal- 
formed pelves,  soft  parts  obstruction,  fibrosis  of 
the  uterus,  and  indefinite  labor  pains,  interferes 
with  the  normal  mechanism  of  labor  of  the  on- 
coming fetal  head,  and  we  are  confronted  with 
failure  of  the  head  to  advance  properly  because 
of  the  various  degrees  of  faulty  attitude  and  posi- 
tion of  the  fetal  head.  Patients  exhibiting  the 
dystocia  dystrophia  syndrome  invariably  present 
such  complications  of  the  normal  mechanism  of 
labor  and  tax  the  cautious  obstetric  judgment,  in- 
genuity, and  skill  of  the  obstetrician. 

While  it  is  true  that  various  clinics  emphasize 
and  are  partial  to  certain  obstetric  maneuvers 
and  procedures  for  the  abnormal  position  and  ar- 
rest of  the  fetal  head,  it  must  be  remembered  that 
no  one  procedure  will  be  effective  in  eliminating 
all  the  complications  in  successive  cases. 

Individualization  of  each  case  should  be  the 
keynote,  and  procedures  should  be  used  that  are 
appropriate  for  that  particular  case;  in  other 
words,  obstetric  measures  should  be  chosen  to  fit 
the  patient  and  not  the  reverse. 

Dr.  Caldwell  and  his  associates  at  Columbia 
University  have  made  the  medical  profession 
more  conscious  of  fetal-pelvic  relationships  by 
their  study  of  the  pelvis  in  relation  to  the  type 
and  difficulty  of  the  delivery.  They  feel  that  the 
arrest  of  the  fetal  head  in  posterior  positions  is 
found  in,  what  they  designate,  the  ample  android 
type,  which  would  correspond  to  the  type  found 
in  the  group  some  of  us  call  the  dystocia  dystro- 
phia syndrome  type  and  in  the  flat  type  of  pelvis 
with  a backward  sacrum. 

These  cases  are  handled  by  them,  for  the  most 
part,  with  the  Barton  forceps  with  which  they 


make  a cephalic  application  and  pull  the  head 
down  in  its  original  position  until  it  is  near  the 
outlet.  Then  it  is  rotated  anteriorly  and  de- 
livered. 

In  another  part  of  the  country,  Dr.  Bill  and  his 
associates,  one  of  whom  is  Dr.  Pieri,  are  very 
prone  to  use  the  Scanzoni  maneuver,  a modifica- 
tion of  which  was  explained  to  us  today. 

If  this  procedure  is  used,  emphasis  should  be 
placed  on  the  so-called  monkey-wrench  motion 
to  be  used  in  the  rotation  of  the  head,  for  if  it  is 
not,  much  damage  to  the  mother’s  soft  parts  can 
be  done  by  the  tips  of  the  blades.  Slight  dis- 
lodgment  of  an  impacted  head,  followed  by  the 
flexion  maneuver  before  rotation  is  attempted,  is 
also  to  be  emphasized. 

We,  when  the  occasion  arises  in  our  practice, 
feel  that  the  time  to  treat  a posterior  position  is 
early  in  the  second  stage  before  fatigue  develops, 
and  we  are  prone  to  do  a version  and  extraction 
if  the  head  can  be  lifted  out  of  the  inlet.  Thus, 
we  avoid  the  pitfall  of  attempting  this  procedure 
after  a long  labor  with  a dry  uterus,  which  is 
firmly  molded  around  the  fetus,  and  with  a head 
jammed  in  the  pelvis. 

In  that  type  of  case,  my  father,  Dr.  Irving  W. 
Potter,  usually  resorts  to  manual  rotation  of  the 
head  to  an  anterior  position  when  the  forceps  are 
applied,  while  I much  prefer  the  Kjelland  forceps 
because  of  the  ease  of  the  single  application  and 
rotation. 

However,  the  obstetrician  must  remember  that 
there  are  certain  types  of  pelves,  particularly  the 
anthropoid  type,  in  which  it  is  a great  mistake  to 
attempt  any  method  of  rotation,  whether  it  is 
associated  with  the  modified  Scanzoni  maneuver 
or  with  the  Kjelland  forceps.  We  feel  that  it  is 
much  better  to  deliver  such  a case  as  a posterior 
rather  than  forcefully  attempt  to  rotate  the  larg- 
est diameter  of  a fetal  head  through  the  narrowest 
part  of  the  pelvis. 

It  is,  therefore,  fairly  obvious  that  even  though 
obstetric  groups  are  more  partial  to  one  particu- 
lar procedure  than  another  in  dealing  with  ar- 
rested posterior  and  transverse  positions  of  the 
fetal  head,  which  in  the  main  are  due  to  various 
degrees  of  disproportion,  there  comes  a time 
when  familiarity  with  all  the  various  procedures 
is  essential  if  the  best  results  are  to  be  obtained. 

Dr.  Pieri’s  modified  Scanzoni  maneuver  is 
another  worthwhile  procedure  to  be  included  in 
the  armamentarium  of  the  obstetrician. 


Banner  ratings  for  communities  in  New  York 
State  with  high  percentages  of  children  under  five 
years  immunized  for  diphtheria  are  revealed  in 
Health  News,  with  Middletown  and  Peekskill 


showing  100  per  cent,  Johnson  City  99,  Mamaro- 
neck  94,  Newburgh  92,  Watertown  88,  Herkimer 
81,  Hudson  80,  and  others  with  lower  figures, 
tapering  down  to  14  and  even  1 1 per  cent. 


ACUTE  ANTERIOR  POLIOMYELITIS 

A Manifestation  of  Acute  Tissue  Anoxia 

Walter  F.  Duggan,  M.D.,  Utica,  New  York 


The  disease  known  as  acute  anterior 
poliomyelitis  is  sufficiently  well  known 
to  make  unnecessary  a detailed  resume  of 
the  signs,  symptoms,  or  differential  di- 
agnosis. 

Essentially,  it  is  a disease  involving  the 
lower  motor  neuron  in  the  cord,  medulla, 
or  midbrain.  Other  parts  of  the  nervous 
system  may  be,  and  often  are,  involved. 
It  ends  in  a flaccid  paralysis  as  a result 
of  atrophy  of  the  anterior  horn  cells. 
The  spinal  fluid  is  clear  or  slightly  hazy, 
and  a fibrin  web  may  form.  Cells  are 
increased,  the  count  ranging  from  15  to 
1,000,  mostly  lymphocytes.  The  fluid 
is  negative  by  smear  and  culture  for  bac- 
teria. The  albumin  and  globulin  are  in- 
creased, and  the  sugar  is  normal  or  high. 
A filtrable  virus  is  considered  to  be  the 
etiologic  agent.  The  disease  is  most 
prevalent  during  the  warm  months  and  is 
essentially  a disease  of  the  country  rather 
than  of  the  city.  Contacts  are  not  so 
likely  to  contract  the  disease  as  they  are 
in  many  acute  infectious  diseases.  There 
are  many  mild  or  abortive  cases,  and  the 
condition  attains  epidemic  proportions 
every  few  years. 

The  encephalomyelitis  following  the 
acute  exanthems  may  produce  a picture 
somewhat  resembling  poliomyelitis  ex- 
cept that  these  cases  have  both  motor 
and  sensory  changes  and  also  usually 
clear  with  little  or  no  residual  paralyses. 

There  is  also  a large  group  of  cases 
known  as  optic  encephalomyelitis  (or 
neuromyelitis  optica)  in  which,  in  addi- 
tion to  motor  and  sensory  changes,  there 
is  also  an  optic  or  retrobulbar  neuritis 
which  may  be  the  first  sign  of  the  disease. 
These  cases  have  a relatively  high  mor- 
tality, and,  unlike  poliomyelitis,  they 
occur  in  an  older  age  group.  For  this 
group  a filtrable  virus  has  been  suggested 
as  the  etiologic  agent. 

Finally,  we  have  the  cases  of  acute 


retrobulbar  neuritis  which  occur  usually 
between  the  ages  of  12  and  35,  though 
I have  seen  1 case  in  a woman  of  75. 
Many  of  these  cases  are  associated 
with  multiple  sclerosis.  Most  of  these 
cases  occur  with  devastating  suddenness, 
so  that  the  patients  either  go  almost 
completely  blind  in  a few  hours  (in  one 
or  both  eyes)  or  they  discover  the  visual 
loss  on  awakening.  With  the  time- 
honored  methods  of  treatment  or  no 
treatment  at  all,  most  of  these  cases  re- 
cover some  vision  over  a period  of  from 
three  weeks  to  several  months.  A small 
number  recover  normal  vision. 

Based  on  the  assumption  that  an  arte- 
riolar spasm  is  the  primary  pathology  in 
these  cases,  with  an  accompanying  capil- 
lary dilatation  and  increased  perme- 
ability, I have  treated  these  latter  cases 
with  only  intravenous  injections  of  so- 
dium nitrite  for  the  past  seven  years. 
Twenty-five  out  of  twenty -nine  attacks 
were  markedly  improved  (unpublished 
report)  and  1 patient,  who  had  four  sepa- 
rate attacks,  still  has  normal  vision  in 
both  eyes. 

Many  of  these  cases  occur  during  the 
summer  months,  and  some  writers  have 
predicated  a virus  as  the  cause  of  the  dis- 
ease. Cases  in  which  the  optic  nerve  is 
involved  do  well  with  vasodilator  treat- 
ment even  after  many  weeks  or  even 
months  of  diminished  vision,  because 
nerve  fibers  can  be  exposed  to  anoxia  for 
relatively  long  periods  of  time  without 
dying.  Demyelinization  occurs,  how- 
ever. 

In  poliomyelitis,  on  the  other  hand,  it 
is  nerve  cells  which  suffer  from  anoxia. 
These  cells  cannot  withstand  anoxia  for 
many  minutes  without  dying.  I think  it 
is  more  than  a mere  coincidence  that  the 
pathology  of  acute  poliomyelitis  is  one  of 
venous  stasis,  capillary  stasis,  and  capil- 
lary paralysis,  with  transudation  of 
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plasma,  white  cells,  and  red  cells  into  the 
anterior  horns.  The  gross  picture  is  that 
of  congestion  and  hyperemia.  This  same 
pathology  is  found  in  acute  retrobulbar 
neuritis,  encephalomyelitis,  acute  choroid- 
itis, and  other  conditions.  The  picture 
varies  quantitatively,  not  qualitatively, 
from  tissue  to  tissue. 

Encephalomyelitis  and  acute  retro- 
bulbar neuritis  are  known  as  demyelinat- 
ing  diseases,  while  poliomyelitis  is  classed 
alone.  It  should  be  apparent  that  in  the 
white  matter  of  the  cord  or  brain  this 
demyelinization  is  the  most  obvious  patho- 
logic change  only  because  the  myelin 
makes  up  the  bulk  of  the  tissue.  De- 
myelinization always  occurs  around  a 
blood  vessel,  and,  like  the  parenchyma] 
tissue  in  any  organ,  the  myelin-containing 
cells  are  most  sensitive  to  oxygen  lack. 
The  final  result  is  a glial  scar,  usually  with 
a narrowed  or  obliterated  blood  vessel 
in  its  center.  Until  now  the  assumption 
has  been  that  the  glial  tissue  just  pro- 
liferated and  compressed  the  blood  ves- 
sel. It  is  apparent  that  here  cause  and 
effect  have  been  mixed  up  in  the  past. 

In  poliomyelitis,  on  the  other  hand, 
where  there  is  little  myelin  and  nerve  and 
glial  cells  make  up  the  bulk  of  the  tissue, 
demyelinization  is  not  marked  in  the 
healed  lesion,  but  the  contracted  or  ob- 
literated vessels,  the  atrophic  nerve  cells, 
the  glial  scars,  and  the  fibrosis  are  visible. 
Fundamentally,  however,  the  healed  le- 
sions of  poliomyelitis  and  of  retrobulbar 
neuritis  (or  even  multiple  sclerosis)  are 
comparable,  the  differences  being  quan- 
titative rather  than  qualitative  and  de- 
pending in  part  on  the  anatomy  of  the 
involved  tissue. 

I believe  the  same  basic  pathology  is 
present  in  all  these  diseases,  and  the  same 
basic  etiology  may  account  for  this  pathol- 
ogy. Mills1  has  described  poliomyelitis 
as  a vascular  catastrophe. 

The  only  ophthalmologic  condition 
comparable  in  many  ways  to  poliomyeli- 
tis is  an  acute  spastic  closure  of  the  central 
retinal  artery  or  one  of  its  branches 
(usually  known  as  embolism  of  the  cen- 
tral retinal  artery).  Here,  with  dramatic 
suddenness,  there  is  complete  loss  of 


sight  in  that  part  of  the  field  correspond- 
ing to  the  area  of  the  retina  normally  sup- 
plied by  the  nonfunctioning  artery.  In 
addition  to  the  spastic  artery  there  is  an 
intense  edema  of  the  retina,  the  veins  are 
usually  engorged  (venous  stasis),  and 
there  are  sometimes  small  hemorrhages. 
With  immediate  vasodilator  treatment 
function  may  be  restored ; if  it  is  delayed 
even  for  a day,  function  is  often  lost,  even 
if  the  circulation  is  restored  to  normal. 
This  is  because  the  ganglion  cells,  which 
are  supplied  by  the  retinal  arteries,  can- 
not withstand  oxygen  lack  for  a long  time. 
In  cases  seen  and  treated  early  or  in  cases 
in  which  the  closure  is  not  complete,  it  is 
possible  to  obtain  a return  of  function. 
While  this  is  a sensory  paralysis,  yet,  it 
is  a paralysis  due  to  anoxia  of  nerve  cells 
just  as  poliomyelitis  is.  Because  of  this 
I think  the  analogy  is  reasonable. 

Gerini2  thinks  that  many  cases  of 
strabismus  occurring  in  early  childhood 
are  due  to  abortive  attacks  of  poliomyeli- 
tis. This  is  a plausible  hypothesis. 

Recently  I saw  a girl,  aged  13,  who 
had  loss  of  sight  in  the  left  eye  for  nine 
days.  The  vision  was  10/200.  There 
was  a paracentral  scotoma  and  a defect 
in  the  lower  half  of  the  lower  field.  These 
defects  were  separate  and  distinct.  There 
was  a closure  of  the  upper  branch  of  the 
retinal  artery  with  edema  above  the 
macula  and  a cherry-red  spot  at  the 
macula.  The  patient  had  two  lesions: 
an  acute  retrobulbar  neuritis  which 
caused  the  paracentral  scotoma  and  a 
visible  closure  of  the  upper  branch  of  the 
central  retinal  artery  which  caused  the 
defect  in  the  lower  field.  With  daily 
intravenous  injections  of  100  mg.  of  so- 
dium nitrite  the  retinal  artery  closure  and 
the  defect  in  the  lower  field  disappeared 
on  the  fifth  day,  the  paracentral  scotoma 
decreased  markedly  in  size,  and  the  vision 
improved  to  20/50.  On  the  ninth  day 
the  vision  was  20/20  and  the  scotoma 
was  very  much  smaller.  Ten  days  later 
the  scotoma  was  gone.  All  examinations 
(medical,  neurologic,  rhinologic,  roent- 
genologic, and  laboratory)  were  negative. 

This  case  demonstrates  the  coexistence 
of  closure  of  the  retinal  artery  (diagnosed 


1782 


WALTER  F.  DUGGAN 


[N.  Y.  State  J.  M. 


by  the  ophthalmoscopic  examination) 
and  closure  of  an  arteriole  in  the  optic 
nerve  (as  demonstrated  by  improvement 
of  the  condition  with  vasodilator  ther- 
apy). The  pathology  and  pathologic 
physiology  was  identical  in  the  two  con- 
ditions. 

The  case  to  be  described  illustrates  the 
coexistence  of  an  acute  retrobulbar  neuri- 
tis and  an  acute  anterior  poliomyelitis  in 
the  same  patient.  Mild  vasodilator 
therapy  seemed  to  help  both  conditions. 
This  case  was  reported  by  Much  and 
Hiippi.3 

Case  Report 

The  patient,  a woman  aged  37,  had  headache 
and  a chilly  sensation  on  June  14.  The  next  day 
vision  began  to  decrease  and  was  reduced  to  per- 
ception of  light  on  the  following  day. 

June  17. — The  vision  was  unchanged,  pupils 
were  mid-dilated  and  nonreactive  to  light,  nerve 
heads  were  hyperemic,  and  eye  movements  were 
painful  and  limited  in  all  directions. 

June  18. — Temperature  was  39.1  C.  The 
patient  complained  of  pain  in  the  head  and  was 
moving  actively  in  bed — pulse,  80-90;  blood 
pressure,  125/85;  and  urine,  negative  except  for 
a few  red  and  white  cells.  Examination  of  the 
blood  revealed  a hemoglobin  of  54  per  cent; 
erythrocytes,  4,780,000;  leukocytes,  6,360  with 
52  per  cent  lymphocytes.  Neurologic  examina- 
tion was  negative  except  for  a stiff  neck. 

June  19. — The  patient  had  a positive  Kernig. 
Lumbar  puncture  gave  a clear  fluid  with  86 
cells  per  cubic  millimeter,  and  the  Pandy  test  was 
positive.  Culture  of  the  fluid  gave  no  growth. 

June  20. — Both  legs  were  paretic. 

June  21 . — Both  legs  were  completely  paralyzed 
with  loss  of  all  reflexes.  There  was  urinary  reten- 
tion and  constipation,  and  vision  was  3/200  in 
each  eye.  The  diagnosis  of  acute  anterior  polio- 
myelitis was  first  made  on  this  date.  Among 
various  treatments,  diathermy  to  the  back  was 
started. 

June  24. — The  patient  moved  her  knees  ac- 
tively up  to  90  degrees  and  moved  her  toes  nor- 
mally. She  could  not  lift  her  legs  off  the  bed. 

June  30. — The  patient  lifted  her  feet  20  cm. 
off  the  bed.  No  reflexes  could  be  elicited.  The 
optic  disks  were  still  blurred.  Massage  and  ac- 
tive movement  were  started. 

July  8. — The  vision  varied  between  6/200 
and  9/200  in  each  eye. 

July  15. — The  patient  walked  the  length  of 
the  room  three  times. 


July  27. — The  vision  was  20/50  in  the  right 
eye  and  20/40  in  the  left  eye.  There  was  a cen- 
tral scotoma  in  each  eye.  The  disks  were  a little 
indistinct  with  definite  pallor  of  the  right  disk, 
and  the  retinal  arteries  were  constricted.  The 
pupils  reacted  better  to  accommodation  than 
to  light,  and  there  was  a definite  paresis  of  ac- 
commodation. 

August  1. — Daily  inhalations  of  amyl  nitrite 
were  started. 

August  17. — The  vision  was  20/30  in  the  right 
eye  and  20/22  in  the  left  eye.  The  patient  walked 
500  M. 

August  19. — Deep  reflexes  returned  in  the  legs. 

The  amyl  nitrite  inhalations  were  stopped  in 
October.  In  November  the  vision  was  20/20  in 
each  eye,  the  patient  could  walk  continuously 
for  three  hours,  the  gait  was  normal,  and  the 
reflexes  were  normal. 

In  this  case,  a severe  optic  neuritis 
and  a “cold”  were  the  first  manifesta- 
tions of  the  disease.  Four  to  five  days 
later  (after  the  loss  of  vision)  there  was 
a complete  lower  motor  neuron  paralysis 
of  both  lower  extremities.  As  there  was 
no  involvement  of  the  trunk  or  upper 
extremities  the  condition  was  not  due  to 
a spreading  infection.  Much  and  Hiippi 
predicate  an  infectious  virus  as  the  cause. 
Diathermy  (which  is  supposed  to  act  by 
causing  vasodilatation)  seemed  to  cure 
the  paralysis,  while  inhalations  of  amyl 
nitrite  (a  known  vasodilator  which  has 
been  used  a great  deal  in  ophthalmology 
for  vasospastic  conditions)  seemed  to  aid 
in  the  final  restoration  of  vision.  The 
patient’s  ability  to  walk  also  improved 
while  receiving  this  vasodilator. 

Treatment 

It  is  obvious  that  if  poliomyelitis  is  due 
to  tissue  anoxia  any  treatment  to  be 
effective  must  be  started  in  the  prepara- 
lytic or  early  paralytic  stages.  Most  of  the 
treatment  used  to  date  during  the  acute 
stage  is  essentially  of  a negative  type — 
rest  in  bed  and  support  to  the  affected 
limbs.  Since  carbon  dioxide,  which  is 
produced  in  the  muscles  by  exercise,  has 
a tonic  effect  upon  circulation  dilating  the 
arterioles  and  also  dilating  the  capillaries 
without  increasing  their  permeability  in 
the  presence  of  sufficient  oxygen,  it  may 
be  that  even  this  time-honored  regimen 


December  15,  1940] 


ACUTE  ANTERIOR  POLIOMYELITIS 


1783 


does  more  harm  than  good.  In  fact, 
Mills  treated  35  cases  with  hydrotherapy 
and  passive  movement  during  the  irrita- 
tive stage.  None  of  these  cases  developed 
any  residual  deformity. 

Retan’s4  method  of  injecting  large 
quantities  of  0.375  per  cent  salt  solution 
intravenously,  with  removal  of  spinal 
fluid  at  stated  intervals,  is  the  latest 
method  of  treatment.  It  is  supposed  to 
act  by  washing  out  hypothetic  toxins. 

Treatment  with  convalescent  serum 
is  apparently  ineffective  and  so  is  pro- 
phylactic vaccination  with  emulsified 
spinal  cords.  This  is  probably  due  to  the 
debatable  conception  that  the  disease  is 
akin  to  a bacterial  infection.  In  my  opin- 
ion the  causative  toxin,  poison,  or  virus  is 
formed  by  the  patient’s  own  cells.  In- 
fections of  the  upper  part  of  the  respira- 
tory tract,  climatic  conditions,  and  other 
factors  are  probably  of  etiologic  signifi- 
cance, and  there  is  probably  more  than 
one  factor  operative  in  most  cases. 

A Plausible  Theory  of  the  Cause  of 
Poliomyelitis  with  a Therapeutic 
Procedure  Based  on  This  Theory 

Poliomyelitis  is,  pathologically  and 
physiologically,  analogous  to  acute  ret- 
robulbar neuritis,  acute  choroiditis,  en- 
cephalomyelitis optica,  the  encephalitis 
following  the  exanthems,  acute  closure 
of  the  central  retinal  artery,  and  acute 
allergy  to  cold.  Most  of  the  above 
conditions  (except  the  last  two)  are 
usually  preceded  by  an  acute  infection 
of  the  upper  part  of  the  respiratory 
tract,  a “head  cold,”  or  a sinusitis.  So- 
called  cases  of  acute  poliomyelitis  without 
paralysis  may  have  only  a catarrhal  in- 
fection of  the  upper  part  of  the  respira- 
tory tract  with  characteristic  spinal 
fluid  changes.  “Polio”  has  a definite 
age  incidence  as  do  all  the  other  diseases 
mentioned  above.  All  of  these  condi- 
tions are  characterized  by  tissue  anoxia , 
and  the  clinical  symptoms  and  signs  de- 
pend on  the  type  of  tissue  involved.  The 
“polio”  cases  often  occur  in  summer. 
Cold  weather  can  be  ruled  out,  but  bath- 
ing in  cold  water  and  a mild  alkalosis  due 
to  hyperpnea  cannot  be  ruled  out.  Prob- 


ably there  is  more  than  one  factor  in- 
volved in  the  causation  of  “polio.” 
Rivers  has  said  that  if  the  condition  is 
due  to  a filtrable  virus  all  cases  occurring 
in  an  epidemic  of  paralysis  may  not  be 
caused  by  the  same  virus,  and  different 
viruses  may  be  operative  in  different 
epidemics. 

Head  colds  are  common;  the  above- 
mentioned  diseases  are  uncommon. 
Therefore,  the  cases  developing  these  dis- 
eases must  have  an  abnormal  arteriolar- 
capillary sensitivity  to  a humoral  agent. 
Variation  in  the  age  incidence  for  differ- 
ent diseases  would  indicate  that  different 
arteriolar-capillary  units  are  abnormally 
sensitive  to  this  humoral  agent  (toxin? 
virus?)  at  different  age  periods. 

1.  Cold  water  or  cold  winds  can  cause 
a transitory  paralysis.  Horton,  Brown, 
and  Roth5  have  demonstrated  that  hista- 
mine is  the  cause  of  this  abnormal  reac- 
tion to  cold.  The  reactions  following  ex- 
posure to  cold  usually  clear  up  rapidly 
because  histamine  is  a simple  chemical 
substance  easily  destroyed  by  oxygen  or 
by  histaminase  in  the  presence  of  oxygen. 

2.  Zinsser6  states:  “It  should  be 

remembered,  moreover,  by  those  studying 
bacterial  poisons  that  a number  of  bac- 
teria (coli,  influenza,  etc.)  may  produce 
substances  either  identical  with  or  closely 
related  to  histamin,  and  tyramin,  on 
peptone  media,  after  five  or  more  days  of 
growth.” 

3.  Valy  Menkin7  states  that  Krogh 
and  Lewis  think  that  under  certain 
stimuli  the  tissue  cells  will  liberate  sub- 
stances having  a dilator  effect  on  capil- 
laries. “Krogh  postulates  the  possibility 
of  two  effective  substances  liberated  from 
injured  cells:  a diffusible  factor  closely 
related  to  histamine  if  not  histamine  it- 
self; and  an  H -colloid  substance  which 
is  probably  less  diffusible.” 

4.  Dale  and  Laidlaw  and  Dale  and 
Richards8  have  shown  that  in  the  cat 
histamine  causes  arteriolar  constriction 
and  capillary  dilatation. 

5.  Histamine  is  one  of  the  most  po- 
tent chemical  substances  known.  Mai- 
jala9  reported  a case  in  which  the  patient, 
a man  of  32  with  syphilitic  aortitis,  died 
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one-half  hour  after  receiving  0.8  mg.  of 
histamine  subcutaneously.  Here  the 
blood  vessels  to  the  heart  were  obviously 
sensitive  to  histamine. 

6.  Pickering  and  Hess10  have  reported 
that  0.1  mg.  of  histamine  phosphate, 
intravenously,  in  man  causes  marked 
physiologic  reactions  (flushing  of  face, 
fall  in  blood  pressure,  rise  in  cerebrospinal 
fluid  pressure,  and  headache).  Amyl  ni- 
trite abolishes  the  headache. 

7.  Poliomyelitis  is  considered  by  some 
to  be  an  allergic  disease.  Intravenous 
injections  of  histamine  produce  symp- 
toms almost  indistinguishable  from  ana- 
phylactic shock,  and  the  pathologic  pic- 
ture of  the  two  conditions  is  almost 
identical  (Seegal11  and  Moon12). 

8.  Finally,  Topley13  states  that  the 
most  dramatic  features  of  anaphylactic 
shock  are  the  result  not  of  the  antigen- 
antibody  reaction  itself  but  of  the  libera- 
tion of  histamine  by  the  injured  cells 
and  the  secondary  response  of  the  histamine- 
sensitive  cells  throughout  the  body. 

The  above  eight  points  seem  to  show 
that  a histamine-like  body  may  be  re- 
sponsible for  acute  poliomyelitis,  that  only 
minimal  amounts  are  necessary  in  the 
presence  of  abnormally  sensitive  ar- 
terioles and  capillaries,  that  histamine 
or  H-colloid  may  be  the  responsible  fac- 
tor in  anaphylaxis,  and  (since  allergy  and 
anaphylaxis  differ  quantitatively  rather 
than  qualitatively)  that  this  fact  ex- 
plains poliomyelitis  if  we  assume  it  is  one 
manifestation  of  acute  allergy. 

Moon12  states  that  in  the  case  of  a dog 
given  histamine  phosphate  subcutane- 
ously, twice  daily,  in  increasing  doses 
(7.5-15.0  mg.),  the  dog  died  on  the  ninth 
day.  The  lungs  showed  intense  conges- 
tion, marked  edema,  and  capillary  hemor- 
rhages. This  is  the  essential  pathologic 
picture  in  the  spinal  cord  in  acute  an- 
terior poliomyelitis. 

As  stated  before,  histamine  causes 
arteriolar  constriction  and  capillary  di- 
latation; capillary  permeability  is  in- 
creased so  that  plasma,  white  cells,  and 
finally  red  cells  pass  out  into  the  tissues. 
Dale,  Laidlaw,  and  Richards  (quoted  by 
Moon)  commented  on  the  diffuse  dusky 


congestion  of  the  viscera  and  the  stasis 
of  blood  in  the  capillaries  in  animals 
killed  with  histamine,  intravenously. 

Oxygen  lack  has  this  same  effect  on 
capillaries  (Landis).  It  is  apparent  that 
histamine,  by  causing  arteriolar  con- 
striction, can  prevent  oxygen  (as  oxy- 
hemoglobin) from  getting  to  the  tissues 
in  adequate  amounts.  The  capillary 
dilatation  will  lead  to  stasis.  The  capil- 
laries, therefore,  suffer  both  from  hista- 
mine and  from  oxygen  lack,  and,  since 
the  histamine  is  trapped  in  the  tissues,  a 
vicious  circle  is  set  up  tending  to  per- 
petuate the  condition  once  it  is  definitely 
started.  Furthermore,  this  histamine  or 
histamine-like  body  may  slowly  diffuse 
through  the  tissues  to  nearby  prevenules 
where  it  enters  the  circulation  and  is  then 
carried  to  other  parts  of  the  body,  setting 
up  a similar  condition  elsewhere  depend- 
ing on  histamine -sensitive  cells  in  other 
regions. 

Moreover,  in  contrast  to  histamine, 
whose  most  marked  effects  are  on  the 
capillaries  but  which  also  acts  on  the 
arterioles,  there  is  the  well-known  fact 
that  adrenalin,  which  acts  particularly 
on  the  arterioles,  if  given  in  large  doses 
produces  a condition  of  circulatory  fail- 
ure indistinguishable  from  shock  (Moon). 
This  is  due  to  maximal  arteriolar  con- 
striction of  such  degree  that  the  tissues 
suffer  from  anoxia.  Whipple,  Erlanger, 
and  others  have  confirmed  this  point. 
There  is  atony  of  the  capillaries  and 
venules,  with  transudation  of  plasma, 
etc.  Moreover,  a condition  of  stasis  in 
capillary  areas  tends  to  become  irrevers- 
ible when  it  has  persisted  for  a short 
time  (sometimes  fifteen  minutes). 

As  stated  before,  one  theory  of  allergy 
(and  anaphylaxis)  is  that  the  condition 
is  due  to  the  liberation  of  histamine-like 
bodies  resulting  from  the  antigen-anti- 
body union.  Anaphylactic  signs  and 
symptoms  differ  from  animal  to  animal 
but  are  relatively  constant  for  any  one 
animal  whatever  the  antigen  is  that  is  used. 
Animals  react  to  histamine  much  as  they 
do  to  anaphylactic  shock. 

Histamine  acts  at  once;  in  anaphylaxis 
seven  to  fourteen  days  must  elapse  after 
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the  sensitizing  dose  of  antigen  before  the 
animal  can  be  shocked.  Second  injections 
of  histamine  are  as  effective  as  the  first 
injection.  After  anaphylactic  shock  the 
animal  is  insensitive  to  a second  shocking 
dose  of  antigen,  because,  presumably, 
the  precursor  of  the  histamine-like  body 
requires  time  to  be  formed,  indicating  that 
this  hypothetic  anaphylactotoxin  is  a 
product  of  the  body  cells. 

In  my  experience  a number  of  con- 
ditions that  have  the  same  fundamental 
pathologic  picture  as  acute  anterior 
poliomyelitis  have  responded  dramati- 
cally to  treatment  directed  toward  the 
arteriolar  spasm. 

If  we  can  get  oxygen  to  these  tissues 
the  permeability  of  the  capillaries  is  de- 
creased, the  tissues  receive  oxygen,  the 
edema  and  cellular  elements  are  absorbed, 
and  function  returns  to  normal.  The 
speed  of  recovery  is  inversely  proportional 
to  the  length  of  time  symptoms  or  signs 
have  existed  prior  to  the  onset  of  treat- 
ment. 

All  the  conditions  I have  treated  have 
been  ascribed  to  head  colds,  a virus  dis- 
ease, toxemia,  etc.  In  all  cases  the  reac- 
tion and  response  to  vasodilator  therapy 
has  been  better  than  the  time-honored 
methods  in  vogue. 

Sodium  nitrite  intravenously  has  been 
found  to  be  the  most  effective  arteriolar 
dilator,  though  acetylcholine,  amyl  ni- 
trite, and  erythrol  tetranitrate  are  not 
without  merit.  By  giving  the  drug  in- 
travenously, there  is  present  at  one  time  a 
relatively  large  amount  (100  mg.)  of  the 
drug  in  the  circulating  blood.  Definite 
improvement  usually  begins  on  the  third 
to  fifth  day.  It  is  likely  that  during  this 
first  three  to  five  days  the  capillaries 
slowly  regain  their  tone,  their  permeabil- 
ity is  decreased,  the  perivascular  edema 
fluid  and  extravasated  cells  are  absorbed, 
and  then  an  improvement  in  function 
becomes  manifest. 

Conclusions 

1.  The  pathologic  and  clinical  evi- 
dence indicates  that  poliomyelitis  may  be 
due  to  a histamine-like  body,  that  this 
body  is  a product  of  the  body’s  own  cells, 


and  that  it  may  be  produced  by  cold  or 
as  a result  of  antigen-antibody  combina- 
tion secondary  to  an  infection  of  the  up- 
per part  of  the  respiratory  tract.  Allergy 
rather  than  immunity  results. 

2.  Patients  who  develop  acute  an- 
terior poliomyelitis  have  an  abnormally 
increased  sensitivity  of  the  arterioles  and/ 
or  capillaries  of  the  anterior  horns  to  this 
histamine-like  body  so  that  the  patho- 
logic picture  previously  described  results. 
Wherever  this  pathology  develops,  loss 
of  function  results,  whether  it  be  in  the 
spinal  cord,  choroid,  retina,  or  optic 
nerve.  The  symptoms  and  signs  of  this 
pathologic  picture  depend  only  upon  the 
anatomy  of  the  part  involved. 

3.  Many  of  the  diseases  showing  this 
typical  pathology  have  definite  and  differ- 
ent age  incidences.  We  think  that  be- 
tween the  ages  of  1 and  12  the  anterior 
horn  arterioles,  in  a few  individuals,  are 
hypersensitive  to  this  virus  or  toxin  which 
acts  like  histamine.  Moreover,  the  in- 
cidence of  second  attacks  of  poliomyelitis 
is  such  that  it  seems  reasonable  to  as- 
sume that  an  attack  of  poliomyelitis  does 
not  confer  immunity,  as  pointed  out  by 
Fischer  and  Stillerman.14  The  same  is 
true  of  acute  retrobulbar  neuritis,  acute 
choroiditis,  etc.  Second  attacks  are  more 
frequent  in  these  cases  than  first  at- 
tacks are  in  the  general  population.  This 
lack  of  immunity  would  indicate  that  the 
hypersensitivity  of  the  arteriolar-capil- 
lary unit  is  of  major  importance  and  that 
the  virus  (?)  or  toxin  (?)  is  of  secondary 
importance. 

4.  Until  now,  the  attention  of  re- 
search workers  has  been  directed  toward 
the  immunologic  features  and  the  virus 
origin  of  acute  poliomyelitis.  Much 
work  has  been  done  on  the  existence  of 
antibodies  and  their  identification.  Com- 
plicated experiments  have  been  devised 
for  isolating  and  identifying  the  virus,  and 
the  epidemiologic  features  of  the  disease 
have  been  thoroughly  studied.  The 
treatment  by  surgery  and  physical  ther 
apy  of  the  sequelae  of  the  disease  is  stand- 
ardized and  is  as  efficient  as  could  be  de- 
sired. Attempts  have  been  made  to  block 
off  the  olfactory  bulbs  with  zinc  sulfate. 
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Much  work  has  been  done  on  the  pathol- 
ogy of  the  olfactory  bulbs.  If  any 
changes  are  regularly  present  in  the 
bulbs,  they  can  be  explained  by  the 
fact  that  in  poliomyelitis,  while  the 
major  pathology  is  found  in  the  anterior 
horns,  other  parts  of  the  nervous  system 
are  also  affected. 

5.  Injections  of  emulsified  spinal  cord 
and/or  brain  are  given  to  animals  to  prove 
the  presence  of  the  virus.  If  this  virus 
(?)  is  a histamine-colloid  compound,  it  is 
obvious  that  in  a certain  number  of 
animals  one  could  get  a picture  resem- 
bling poliomyelitis.  However,  it  has  been 
shown  by  many  workers  that  products  of 
hydrolytic  cleavage  of  protein,  filtrates 
of  bacterial  growth,  products  of  disinte- 
grating tissue,  and  watery  extracts  of 
brain,  muscle,  kidney,  liver — in  fact  of 
nearly  every  organ  in  the  body — produce 
shock  and  the  pathologic  picture  de- 
scribed above  by  a histamine-like  effect 
(Moon12) . This  pathologic  picture  is  simi- 
lar to  that  of  poliomyelitis . 

6.  The  virus  (?)  of  poliomyelitis  is 
supposed  to  enter  the  body  through  the 
nasal  mucosa.  The  chief  pathology  is 
usually  in  the  lumbosacral  cord.  Direct 
extension  of  an  infectious  process  does  not 
explain  this  fact.  The  assumption  of  the 
formation  of  a histamine-like  body  (or 
virus?)  in  one  part  of  the  body  and  its 
transfer  via  the  blood  stream  to  another 
part  of  the  body  does  explain  this  seeming 
contradiction.  To  complete  the  hypothe- 
sis we  must  assume  that  the  arteriolar- 
capillary units  are  hypersensitive  to  this 
humoral  agent.  If  these  hypersensitive 
units  are  in  the  nervous  system,  we  call 
our  agent  neurotrophic.  If  the  units  are 
in  the  skin,  we  speak  of  a dermatrophic 
virus,  agent,  or  toxin.  These  neuro- 
trophic and  dermatrophic  reactions  over- 
lap as  in  the  exanthems,  where  the  skin 
eruption  is  a constant  finding  and  central 
nervous  system  complications  relatively 
uncommon,  and  in  the  well-known  interre- 
lationship between  herpes,  chickenpox, 
and  encephalitis.  Many  similar  analo- 
gies can  be  adduced. 

7.  Contributory  factors  probably  in- 
clude : bathing  in  cold  water  and  chilling, 


with  the  formation  of  histamine  in  the 
skin;  overexertion  with  overbreathing  so 
that  carbon  dioxide  is  blown  off  and  an 
alkalosis  due  to  primary  carbonic  acid 
deficit  results,  with  a decrease  in  the 
ability  of  oxyhemoglobin  to  dissociate 
so  that  it  retains  its  oxygen  instead  of 
giving  it  up  easily  in  the  tissues  (and,  in 
poliomyelitis,  the  nervous  tissue  produces 
much  less  carbon  dioxide  than  the  mus- 
cles, for  example);  fatigue;  dehydra- 
tion; focal  infection,  etc.  Probably  sev- 
eral factors  are  contributory  to  an  attack. 

8.  As  Moon12  has  stated:  “If  all 
agents  which  produce  relaxation  and 
permeability  of  capillaries  shall  be  re- 
garded as  toxins,  then  the  conception  of 
toxemia  is  substantiated.  However,  that 
definition  would  include  normal  metabo- 
lites, cytoplasmic  substances,  and  lack 

of  oxygen  as  toxins Capillary 

atony  ....  produces  clinical  manifesta- 
tions usually  ascribed  to  ‘intoxication.’ 
So  far  as  the  actual  mechanism  is  con- 
cerned, many  phenomena  called  toxic  are 
essentially  anoxic.” 

9.  Sometime  after  this  conception  of 
the  cause  of  the  pathology  of  and  a ra- 
tional therapy  for  acute  anterior  polio- 
myelitis was  formulated,  Mr.  E.  Poul- 
ton,15  of  England,  stated  that  he  wished 
to  treat  several  cases  of  poliomyelitis  in 
an  oxygen  chamber  because  he  believes 
that  the  disease  is  due  to  local  tissue 
anoxia.  However,  the  hemoglobin  of  the 
blood  is  normally  96  per  cent  saturated 
at  sea  level.  Breathing  of  pure  oxygen 
would  add  only  about  1.7  volumes  per 
cent  to  the  normal  content  of  from  15  to 
18  volumes  per  cent  already  present. 
The  difficulty  is  not  with  the  supply  of 
oxygen  available  in  the  blood  but  rather 
with  the  inability  of  the  blood  to  get 
into  the  areas  of  stagnation  because  we 
are  dealing  with  a histotoxic  type  of 
anoxia.  It  would  be  more  rational  physi- 
ology to  give  carbon  dioxide  than  to  give 
oxygen  where  the  hemoglobin  content 
of  the  blood  is  normal. 

10.  Inasmuch  as  many  conditions 
(acute  retrobulbar  neuritis,  acute  choroidi- 
tis, acute  closure  of  the  retinal  artery, 
etc.)  have  responded  rapidly  to  intensive 
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vasodilator  therapy  and  inasmuch  as  the 
pathology  of  these  conditions  is  basically 
the  same  as  that  of  acute  anterior  polio- 
myelitis (arterior  spasm,  perivascular 
infiltration  of  lymphocytes,  capillary  and 
venous  dilatation,  with  stasis  of  blood  and 
leakage  of  plasma,  white  cells,  and  some- 
times red  cells),  it  is  only  reasonable  to 
predict  that  similar  therapy  directed  to- 
ward the  arteriolar  spasm  should  prove 
equally  beneficial  in  poliomyelitis  if 
given  early  in  the  disease.  It  must  be 
given  early  because  nerve  cells,  unlike 
nerve  fibers,  cannot  withstand  oxygen 
lack  for  any  great  period  of  time  with- 
out dying. 

The  treatment  is  safe — I have  seen 
only  two  mild  reactions  in  over  3,000 
injections  given  to  individuals  between 
the  ages  of  10  and  84. 

11.  It  follows  as  a corollary  that  the 
various  nervous  system  complications  of 
the  acute  exanthems  (such  as  encephali- 
tis, polioencephalitis,  poliomyelitis,  mye- 
litis, optic  neuritis,  etc.)  should  also  re- 
spond favorably  to  this  treatment. 

12.  A second  corollary  is  that  vasodi- 


lators (sodium  nitrite  or  erythrol  tetra- 
nitrate)  by  mouth  could  be  used  for  pro- 
phylaxis during  epidemics  of  “polio,” 
and  single  injections  of  sodium  nitrite 
could  be  given  to  individuals  in  the  pre- 
paralytic or  prodromal  stage  of  the  dis- 
ease or  in  contacts. 
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DISCUSSION  (ABSTRACT) 

Symposium  on  Sterility,  papers  of  Drs.  Collins 
and  Miller,  Dr.  Burns  and  Dr.  Thomas. 

Dr.  Robert  E.  Seibels,  Columbia,  S.  C. — I be- 
came from  the  beginning  rather  conservative  in 
surgical  practice,  probably  due  to  an  incident 
that  happened  quite  early  in  my  career.  I was 
sitting  in  the  office,  waiting  and  hoping  that  a 
patient  would  come  in.  A very  large  and  pros- 
perous colored  woman  came  in,  starched  skirts, 
apron  and  all.  You  could  sort  of  see  the  fibroid, 
don’t  you  know?  There  was  at  least  $10. 
She  sat  down  and  I said:  “What  can  I do  for 

you,  Auntie?’’ 


“Is  you  the  Doctor?” 

“Oh,  yes.” 

“Is  you  a surgical  doctor  or  a medical  doctor?” 
“I  am  a surgical  doctor,  a very  experienced 
surgeon.  I have  had  lots  of  experience.  I am 
one  of  the  best  surgeons  you  ever  heard  of.” 
“Do  you  cut  people  with  a sharp  knife?” 
“Oh,  yes,  we  use  a knife  very  successfully.” 
“Well,  great  God,  you  ain’t  the  doctor  I’m 
looking  for.” 

So  my  lack  of  conservatism  cost  me  my  entire 
private  practice,  and  I think  that  was  a valuable 
lesson. — Southern  Med.  Journal 


THE  SOFT-SOAP  HAZARD 

Beware  of  the  days  when  all  goes  well;  beware 
of  the  word  of  praise  and  the  pat  on  the  back, 
for  all  such  things  are  fickle.  But  when  Old 
Man  Adversity  knocks  at  your  door,  do  not  try 
to  holler  loud  enough  to  drowned  the  sound  of  his 
knocking.  Ask  the  old  croaker  to  come  in  and 
justify  his  visit.  Be  candid  with  him,  strip  him 
of  his  cloak  of  mystery,  and  find  the  purpose 
of  his  visit.  From  him  you  may  learn  much; 
but  he  is  a peculiar  sort  of  fellow  in  that  the 
more  you  learn  from  him  the  less  often  he 
knocks  at  your  door  and  the  happier  are  your 
days. — Jour.  Med.  Soc.  N.  J. 


WHERE  THE  DOLLAR  GOES 

Of  every  dollar  collected  by  the  average 
American  physician  from  his  patients,  40  cents 
is  paid  out  in  the  form  of  rent,  secretarial 
salaries,  automobile  upkeep,  drugs,  supplies, 
equipment,  and  other  professional  expenses, 
according  to  reports  received  from  7,707  physi- 
cians by  Medical  Economics. 

The  actual  amount  spent  for  professional  ex- 
penses averages  $2,963  per  physician  per  year. 
(Annual  gross  income  averages  $7,365.)  As  a 
result  of  these  substantial  expenditures,  the 
average  private  physician  has  an  accumulated 
investment  in  professional  equipment  of  $3,231. 


Case  Reports 

HYPERPARATHYROIDISM 

Report  of  a Case  of  Osteitis  Fibrosa  Cystica,  with  a Pathologic  Fracture  and  Renal 
Calculi  Cured  by  Removal  of  the  Parathyroid  Adenoma 

Irwin  E.  Siris,  M.D.,  New  York  City 


The  concept  that  the  secretory  hyper- 
activity of  a parathyroid  adenoma  or 
of  a hyperplastic  parathyroid  gland  will 
bring  about  skeletal  and  renal  manifesta- 
tions because  of  an  alteration  in  the  cal- 
cium, phosphorous,  and  phosphatase  me- 
tabolism, which  disturbance  is  arrested 
or  cured  by  the  removal  of  the  para- 
thyroid adenoma,  has  been  evolved  as  a 
result  of  facts  contributed  by  many  ob- 
servers. The  scientific  basis  for  the  role 
assumed  by  the  activity  of  the  parathy- 
roid gland  has  been  provided  as  a result 
of  accumulated  facts  and  observations 
which  date  back  to  1877  when  Ivar  Sand- 
strom1  first  directed  attention  to  the 
anatomy  of  the  parathyroid  gland.  In 
1891  Von  Recklinghausen2  described  the 
entity  frequently  referred  to  by  his  name, 
i.e.,  osteitis  fibrosa  cystica.  Welsh,  in 
1898,  described  the  morphologic  findings 
in  the  normal  parathyroid  gland  and  since 
this  time  nothing  has  been  added,  accord- 
ing to  Castleman  and  Mallory.3  Welsh4 
recognized  the  oxyphil  cell,  which  he  dis- 
tinguished from  the  principal  or  chief  cell, 
and  he  believed  that  the  least  specialized 
was  the  water-clear  or  wasserhelle  cell, 
which,  as  it  became  more  specialized, 
reached  the  stage  of  the  chief  cell.  In 
1904  Askanazy5  associated  parathyroid 
adenomas  with  the  abnormal  skeletal 
changes  in  osteitis  fibrosa  cystica.  In 
1905  MacCallum6  associated  a case  of 
chronic  glomerulonephritis  as  a mani- 
festation of  the  activity  of  a parathyroid 
adenoma.  The  clinical  relationship  be- 
tween the  increased  activity  caused  by 
an  adenoma  of  the  parathyroid  and  skele- 
tal changes  in  osteitis  fibrosa  cystica  was 
first  established  in  1925  when  Mandl7  re- 
ported a striking  cure  for  the  syndrome  of 
hyperparathyroidism  from  the  removal  of 
a parathyroid  adenoma.  Similar  cases 
have  since  been  reported  with  striking 
recession  of  the  osteolytic  processes 
following  the  removal  of  parathyroid 


emphasized  the  metabolic  studies  and 
skeletal  changes  in  the  clinical  syndrome 
of  hyperparathyroidism.  Castleman  and 
Mallory,3  in  1935,  found  in  115  routine 
autopsies  that  the  four  parathyroid  glands 
were  in  their  normal  position,  and  only  in 
rare  instances  did  they  find  supernu- 
merary and  aberrant  glands  in  the  thymus, 
thyroid,  or  in  the  region  of  the  anterior 
mediastinum.  They  reported  them  em- 
bedded in  fat  tissue,  from  which  they  dis- 
tinguished them  by  their  color,  which 
varied  from  dark  reddish  brown  to  light 
tan.  They  recognized  four  major  cell 
types  and  admitted  the  existence  of  transi- 
tional types.  In  90  per  cent  of  the  single 
tumors  the  chief  cell  with  its  transitional 
forms  predominated,  and  the  chief  cell 
was  the  only  invariable  component  of  a 
tumor.  They  believed  “that  the  funda- 
mental line  of  division  in  the  pathology 
of  hyperparathyroidism  lies  between  dif- 
fuse hyperplasia  of  all  the  parathyroid 
tissue  and  localized  proliferation  of  only 
a portion,  the  remaining  glandular  tissue 
being  histologically  normal.” 

Albright,  Baird,  Cope,  and  Bloomberg9 
have  demonstrated  renal  calculi  in  the 
presence  of  parathyroid  adenomas  or 
hyperplasia  with  or  without  decalcifica- 
tion of  the  skeletal  structures  due  to  the 
increased  excretion  of  calcium  and  phos- 
phorus in  the  urine.  They  have  observed 
that  urinary  calculi  very  often  have  been 
the  presenting  clinical  manifestation  of 
the  disease.  They  contend  that  the  result 
of  the  action  of  the  parathyroid  hormone 
is  to  increase  the  excretion  of  the  phos- 
phorus and  calcium  in  the  urine  and  a 
reciprocal  elevation  of  the  calcium  level 
together  with  a lowering  of  the  phos- 
phorus in  the  serum.  Albright,  Sulko- 
witch,  and  Bloomberg10  are  of  the  opinion 
that  the  hormone  does  not  act  directly  on 
bone  tissue  but  rather  on  the  phosphorous 
and  calcium  equilibria  in  body  fluids. 
Renal  impairment  and  complications  of 
renal  calculi  were  considered  the  real 


adenomas.  Barr  and  Bulger,8  in  1930, 
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hazard  in  Churchill  and  Cope’s11  series, 
as  3 of  their  patients  died  from  renal  com- 
plications of  hyperparathyroidism,  and 
they  observed  that  renal  complications 
may  be  present,  without  bone  disease, 
demonstrable  by  roentgenography. 

The  metabolic  studies  reported  by  Han- 
non, Shorr,  McClellan,  and  DuBois12  and 
those  emanating  from  the  group  at  Massa- 
chusetts General  Hospital  indicate  that 
the  disturbance  in  calcium  and  phos- 
phorous metabolism  is  characteristic  of 
parathyroid  disease  when  there  is  evidence 
of  an  increase  of  calcium,  a lowered 
phosphorous  level,  and  an  increase  of 
phosphatase  in  the  serum.  These  labora- 
tory findings  warrant  a thorough  explora- 
tion for  and  the  extirpation  of  the  adenoma, 
the  removal  of  which  should  result  in  the 
arrest  of  the  calcium  and  phosphorous 
deposition  in  the  kidneys  and  the  arrest 
of  the  osteolytic  changes  in  the  bones. 
With  the  extirpation  of  the  tumor  the 
normal  physiologic  hormone  activity  is 
restored,  and  calcium  deposition  in  the 
bone  is  resumed.  The  calcium,  which  has 
been  reported  to  have  returned  to  normal 
in  a few  hours  after  an  operation,  remains 
within  a constant  blood  serum  level  of  9.5 
and  1 1 mg.  per  hundred  cubic  centimeters, 
but  the  phosphorus  may  be  slow  to  ap- 
proach 3 to  3.5  mg.  per  hundred  cubic 
centimeters.  In  the  case  reported  herein 
the  phosphatase  remained  slightly  ele- 
vated one  year  and  two  years  and  eight 
months  after  the  operation,  which  sug- 
gested the  possibility  of  another  adenoma 
or  hyperplasia.  However,  the  clinical 
and  roentgenographic  evidence  indicated 
indisputably  that  the  disease  had  been 
arrested  and  that  the  patient  was  being 
cured. 

To  the  excessive  parathyroid  hormone 
activity  is  attributed  the  impairment  of 
the  ability  of  the  bones  to  retain  calcium 
and  phosphorus,  and  there  results  a de- 
pletion of  the  mineral  reserves  with  a 
local  or  general  decalcification  of  the 
skeletal  structure.  These  areas  of  rarefac- 
tion, some  of  which  are  sharply  demar- 
cated, are  diffusely  scattered  and  vary  in 
size  and  shape  from  a mild  osteoporosis, 
which  may  not  be  detected  radio- 
graphically, to  large  and  extensive  proc- 
esses. The  cortex  is  frequently  thinned 
out  and  blown,  while  the  decalcified  areas 
may  be  trabeculated  and  cystic,  particu- 
larly in  the  pelvic  bones.  The  softening 


of  the  supporting  framework  may  result 
in  pathologic  fractures  and  deformities. 
The  skull  may  reveal  a moth-eaten,  mot- 
tled, or  finely  granular  appearance.  The 
jawbones  may  become  so  decalcified  that 
they  fail  to  support  the  teeth,  which  fact 
probably  accounted  for  our  patient  having 
had  all  her  teeth  extracted  within  a year 
before  she  sustained  her  injury. 

Attention  has  been  called  by  Albright, 
Aub,  and  Bauer13  and  Churchill  and 
Cope11  to  the  difficulty  in  finding  the 
tumor  in  the  parathyroid.  They  cite  the 
aberrant  situation  of  the  adenoma  in 
crevices  between  the  esophagus  and  the 
trachea  or  in  the  posterior  or  anterior 
mediastinum,  and  they  say  that  the  ade- 
noma must  be  differentiated  from  a lymph 
node,  a collection  of  fetal  fat,  or  a thyroid 
lobule. 

The  circumstances  concerning  the  clini- 
cal history  and  radiographic  and  meta- 
bolic changes  before  and  after  operation 
in  the  case  I am  reporting  are  of  such 
extraordinary  interest  and  significance 
that  I am  reporting  them  in  detail. 

Case  Report 

A colored  woman,  aged  32,  married,  was 
admitted  on  June  21,  1937,  to  the  Beth  Moses 
Hospital,  with  a history  that  she  fell  the  night 
before  admission  and  injured  her  right  elbow. 
Immediately  after  the  accident  she  experienced 
a sense  of  numbness  over  her  entire  elbow  ex- 
tending to  her  hand.  The  numbness  was  soon 
followed  by  pain  which  became  aggravated  on 
motion.  The  elbow  became  tremendously 
swollen.  After  a restless  night  she  came  to  the 
hospital. 

There  was  apparently  no  history  of  bone 
disease  in  any  member  of  her  family  (her  mother, 
four  brothers,  and  sisters  were  alive  and  well). 
No  history  of  any  serious  previous  illness  was 
elicited  from  the  patient.  Her  menses  had 
begun  at  14,  occurred  every  four  weeks,  and 
lasted  four  days  without  any  discomfort.  She 
had  had  five  children  of  whom  three  were  living 
and  well,  one  had  died  immediately  after  birth, 
cause  unknown,  and  one  was  a stillbirth. 

For  several  months  the  patient  had  been  com- 
plaining of  “rheumatic”  pains  in  both  hips  and 
left  forearm,  on  the  inner  side  of  which  she  ob- 
served a swelling.  Her  husband  noticed  a gen- 
eral listlessness  and  sluggishness.  Her  appetite 
had  always  been  good,  although  she  had  had 
some  trouble  with  her  teeth.  About  a year 
before,  she  was  advised  to  have  all  her  teeth 
removed  because  of  pyorrhea.  Half  of  them 
were  removed  in  November,  1936,  and  the  other 
half  in  January,  1937.  She  was  very  consti- 
pated and  for  the  past  five  years  had  been  taking 
physics  almost  every  day.  She  had  had  hemor- 
rhoids for  the  past  ten  years  and  often  had  seen 
frank  blood  in  her  stool.  This  she  attributed  to 
the  fact  that  she  was  constipated  and  had  to  use 
cathartics.  For  several  months  she  had  ob- 
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Fig.  3.  Generalized  decalcification,  thinning, 
and  blowing  of  the  cortex.  The  inner  table  tends 
to  become  more  atrophied  and  ill-defined;  the 
demarcation  between  the  inner  and  outer  table  is 
lost ; the  posterior  clinoid  of  the  sella  turcica  and 
dorsum  sella  are  atrophied  and  moth-eaten. 
Similar  areas  of  rarefaction  are  present  in  the 
mandible. 

arm  were  markedly  swollen,  tender,  and  very 
painful  on  motion  which  was  limited.  There 
was  a slight  swelling  of  the  inner  aspect  of  the 
middle  of  the  left  forearm  and  an  apparent  dis- 
turbance in  the  normal  bony  contour  of  the  ulna. 
The  systolic  pressure  was  160  and  the  diastolic 
110. 

Radiographic  examinations  (interpreted  by 
Dr.  Louis  Held,  attending  radiologist)  gave  the 
following  findings.  The  right  elbow  reveals  an 
irregular  oblique  fracture  through  the  lower  end 
of  the  humerus  which  is  occupied  by  a rather 
generous  sized  area  of  fairly  well-circumscribed 
rarefaction,  the  center  of  which  is  occupied  by 
a faintly  demarcated  multilocularly  arranged 
cellular  stroma.  This  area  is  on  the  lateral  as- 
pect of  the  lower  humerus  and  has  a thinned-out 
cortex  and  in  certain  places  has  broken  through, 
suggesting  a blowing-out  of  the  cortex.  The 
distal  fragments  are  displaced  appreciably  in- 
ward and  to  a lesser  degree  anteriorly.  The 
articular  surface  of  the  humerus  appears  intact 
(Fig.  1).  Radiographic  examination  of  the 
long  bones,  skull,  pelvis,  and  ribs  reveals  the 
presence  of  a marked  general  decalcification 
throughout  the  skeletal  structure  (Figs.  2 and  3). 
Diffusely  scattered  areas  of  rarefaction  ranging 
from  1 cm.  in  diameter  in  the  skull  to  6 cm.  in 
diameter  in  the  femora  are  observed.  These 
areas  show  in  a uniform  way  the  following  salient 
characteristics.  They  have  a tendency  to  be 
elliptical.  While  those  areas  show  a tendency 
to  definite  demarcation  from  the  surrounding 
bone  structure,  they  show  no  definite  line  of  bone 
condensation.  There  is  no  consistent  reaction 
in  the  immediately  adjacent  bones  except  in  the 
upper  shaft  of  the  humerus.  There  tends  to  be 
multiloculation  in  the  form  of  concentric  over- 


Fig.  1.  Irregular  oblique  fracture  of  the 
lower  end  of  the  humerus  through  a circum- 
scribed area  of  rarefaction  which  has  a faintly 
demarcated  multilocular  cellular  stroma.  The 
cortex  is  thinned  out  laterally  and  in  certain 
places  has  broken  through. 


Fig.  2.  Marked  decalcification  and  rarefac- 
tion of  the  ulna  with  thinning  of  the  cortex. 

served  that  it  was  necessary  for  her  to  urinate 
at  feast  twice  after  she  retired  for  the  night. 
But  this  was  never  accompanied  by  any  dysuria 
or  hematuria.  For  many  months  she  had  com- 
plained of  severe  headaches  but  these,  also,  she 
attributed  to  the  fact  that  she  was  constipated. 
The  headaches  would  last  three  to  four  weeks  at 
a time  and  were  very  distressing. 

On  examination,  the  woman  was  found  well 
preserved  without  any  clinical  evidence  of  syphi- 
lis or  tuberculosis.  The  upper  and  lower  teeth 
had  been  replaced  by  false  teeth.  In  the  neck 
there  was  a small  nodular  mass,  approximately 
one-half  to  three-quarters  of  an  inch  in  size, 
intimately  attached  behind  the  upper  portion 
of  the  left  lobe  of  the  thyroid  gland  and  extend- 
ing slightly  outward  at  about  the  level  of  the 
third  tracheal  ring.  The  right  elbow  and  fore* 


December  15,  1940] 


CASE  REPORTS 


1791 


TABLE  1. — Changes  in  Blood  Serum  Values  Before  and  Following  Operation 


Preoperative 
June-  July 
July,  16, 

1937  1937 

16.8  O 

Postoperative 

May, 

1938 

13 

Calcium 

Normal  Values 

9-11  mg.  per  100  cc.  of  serum 

July 

20, 

1937 

10.8 

Nov., 

1937 

8.8 

April, 

1939 

12.7 

April, 

1940 

11.4 

Phosphorus 

3-  4 mg.  per  100  cc.  of  serum 

2.1 

xr 

E 

T> 

2 

2.6 

2.07 

1.9 

1.5 

Phosphatase 

6-  10  units  (King-Armstrong) 

26 

XV 

A 

'T' 

30.7 

14.5 

8 

12 

7.5 

Sugar 

70-120  mg.  per  100  cc.  of  serum 

75 

1 

I 

A 

80 

130 

75 

100 

Urea  nitrogen 

10-  20  mg.  per  100  cc.  of  serum 

10 

u 

N 

11 

8 

7.5 

13 

Cholesterol 

150-250  mg.  per  100  cc.  of  serum 

140 

140 

125 

130 

Cholesterol  ester 

65-  75  per  cent  of  total 

58 

68 

45 

75 

Percentage 

41 

49 

36 

58 

lapping  bone  rings.  There  is  definite  thinning 
and  sometimes  blowing  of  the  cortex.  Although 
the  involved  areas  lie  essentially  concentric  in 
the  long  axis  of  the  bones,  in  the  majority  of  in- 
stances the  lesions  appear  to  encroach  upon  the 
medulla  to  a great  extent.  In  the  skull  the  inner 
table  tends  to  become  markedly  atrophied  and 
ill-defined;  the  demarcation  between  the  inner 
and  outer  table  is  lost;  the  posterior  clinoid  of 
the  sella  turcica  and  dorsum  sella  are  atrophied 
and  moth-eaten.  The  frontal  sinuses  are  huge; 
scattered  throughout  the  vault  are  noted  varying 
areas  of  rarefaction  described  above.  Similar 
changes  of  a coarse  nature  are  noted  in  the 
mandible. 

Radiographic  examination  of  the  kidneys  re- 
vealed them  to  be  normal  in  size,  shape,  position, 
and  illumination,  except  for  numerous  shadows 
(about  eight)  closely  in  position,  pinhead  sized 
calcific  deposits  in  the  region  of  the  renal  pelvis, 
and  calices  in  the  right  and  about  four  similar 
shadows  in  the  left  renal  pelvis.  The  pelvic 
flares  show  a sharply  defined,  calcified,  slightly 
thinned  out  stroma  together  with  a general  broad 
porosity  (Fig.  4). 

Examination  of  her  urine  showed  a specific 
gravity  of  1,010,  and  no  abnormal  findings. 
Bence-Jones  proteins  were  not  found.  The 
phenolsulfophthalein  report  in  the  first  hour  was 
15  per  cent  in  the  first  specimen  of  350  cc.  of 
urine  with  a specific  gravity  of  1,008.  In  the 
second  specimen  with  170  cc.  of  urine,  the  spe- 
cific gravity  was  1,004  with  a phenolsulfophtha- 
lein of  10  per  cent — a total  of  25  per  cent.  The 
urea  clearance  test  was  reported  as  150  per  cent 
of  average  normal.  There  was  a question 
whether  or  not  the  bladder  had  been  emptied 
with  the  first  specimen,  which  contained  286  cc. 
of  urine  as  compared  with  the  second  specimen 
of  78  cc.  The  Mosenthal  test  showed  evidence 
of  impairment  of  the  concentrated  ability  of  the 
kidneys. 

The  examination  of  the  blood  showed  a red 
cell  count  of  4,760,000,  72  per  cent  hemoglobin, 
and  a normal  white  cell  count.  Her  Wasser- 
mann,  Rosenthal,  and  Kahn  were  reported  as 
negative.  The  glucose  tolerance  test  was  nor- 
mal. The  serum  calcium  was  reported  as  16.8 
mg.  per  hundred  cubic  centimeters  of  serum; 
the  phosphorus,  2.1  mg.  per  hundred  cubic 
centimeters;  phosphatase,  26  units  by  the  King- 
Armstrong  method.  The  sugar  was  75  mg.  per 
hundred  cubic  centimeters;  the  urea  nitrogen, 
10  mg.  per  hundred  cubic  centimeters  of  serum; 
the  cholesterol,  140  mg.  per  hundred  cubic 


Fig.  4.  Kidneys  normal  in  size,  shape,  posi- 
tion, and  illumination,  except  for  numerous 
(about  eight)  closely  positioned  pinhead-sized 
calcific  deposits  in  the  region  of  the  renal  pelvis 
and  calices  in  the  right  and  about  four  similar 
shadows  in  the  left  renal  pelvis.  The  pelvic 
flares  show  a general  broad  porosity  and  rare- 
faction. 


centimeters  of  serum;  the  ester,  58  per  cent  of 
total  with  a percentage  of  41  per  cent.  With 
repeated  examinations  of  the  serum  during  the 
months  of  June  and  July  prior  to  the  operation, 
calcium,  phosphorus,  and  phosphatase  were 
reported  within  approximately  the  same  figures 
(Table  1).  The  spinal  fluid  examination  after 
withdrawal  of  20  cc.  under  a moderately  in- 
creased pressure  revealed  sugar  60,  albumin  1 + , 
globulin  negative,  Kahn  test  negative,  and  the 
colloidal  gold  normal. 

An  attempt  was  made  to  reduce  the  dis- 
placed humeral  fragments  under  an  ether  anes- 
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Fig.  5.  Photograph  of  the  parathyroid  ade- 
noma at  operation.  Note  a vessel  crossing  the 
upper  third  of  the  tumor.  The  left  lobe  of  the 
thyroid  gland  is  retracted  toward  the  midline. 


Fig.  6.  Low-power  photomicrograph.  Note 
capsule  remnant  of  normal  parathyroid  and 
adenoma. 


thetic.  The  elbow  was  immobilized  in  molded 
plaster  splints.  Because  the  fractured  ends  of 
the  bone  were  not  considered  to  be  in  satis- 
factory position,  the  cast  was  removed  and  the 
forearm  was  suspended  at  right  angles  to  the 
elbow  by  means  of  adhesive  traction.  This 
appreciably  improved  the  position  of  the  frag- 
ments. A few  days  later  an  anterior  and  pos- 
terior molded  splint  was  applied  while  the  elbow 
was  in  a suspended  position. 

For  several  days  it  was  observed  that  the 
patient  was  voiding  frequently  and  that  her 
output  was  excessive.  It  was  suggested  that  the 
polyuria  might  be  due  to  the  forward  pressure  on 
the  thyroid  or  possibly  to  pituitary  disturbance. 
A sugar  tolerance  test,  made  to  check  the  possible 
pituitary  tolerance,  was  found  to  be  normal. 
The  polyuria  was  then  explained  on  the  basis  of 
the  hyperfunctioning  adenoma  and  overactive 
hormone  stimulation. 

The  general  decalcification  of  the  bones,  the 
high  serum  calcium,  low  phosphorous,  and  high 
serum  phosphatase  levels  in  her  blood,  and  the 
presence  of  a swelling  the  size  of  a marble  behind 
the  upper  lobe  of  the  thyroid  gland  were  fairly 
conclusive  evidence  that  the  decalcification  of  the 
skeletal  structure  was  undoubtedly  due  to  a para- 
thyroid adenoma. 

At  operation  on  July  16,  1937,  under  cyclo- 


Fig. 7.  High-power  photomicrograph.  Note 
trabeculae  of  polyhedral  cells  with  indistinct 
cell  boundaries.  Predominant  chief  cells. 


propane  anesthesia  and  with  a Kocher  incision, 
the  ribbon  muscles  of  the  left  side  of  the  neck 
were  divided  between  clamps  and  retracted. 
The  left  lobe  of  the  thyroid  was  rotated  inwardly, 
thus  exposing  the  parathyroid  adenoma  directly 
behind  the  upper  half  of  the  left  lobe  of  the 
thyroid  gland.  The  tumor  was  very  vascular 
and  had  a yellowish  white  stalk,  approximately 
1 inch  long,  which  extended  back  to  the  origin 
of  the  superior  thyroid  artery.  There  was  a large 
vessel,  partially  constricting  the  tumor,  which 
ran  transversely  across  the  middle  and  upper 
third  of  the  adenoma  (Fig.  5).  This  vessel  was 
divided  between  clamps  and  ligated.  The  left 
inferior  parathyroid  gland  was  exposed  and  was 
found  to  be  apparently  normal.  There  were 
dense  adhesions  on  the  mesial  and  under  surface 
of  the  adenoma.  The  yellow  stalk  was  readily 
traced,  freed,  and  divided  between  clamps  at  its 
origin.  The  tumor,  approximately  3.2  by  2.9  by 
1.8  cm.  and  weighing  approximately  7 Gm.  was 
removed.  The  left  lobe  of  the  thyroid  which  had 
been  rotated  inward  was  dropped  back  into 
position  and  approximated  with  fine  chromic  on 
its  posterior  and  lateral  border  to  the  soft  tissue 
directly  adjacent.  The  ribbon  muscles  were  ap- 
proximated with  fine  chromic,  and  the  skin  edges 
were  closed  with  clips. 

Pathologic  report  of  the  specimen  (reported  by 
Dr.  A.  Kantrowitz,  director  of  laboratories, 
on  August  4,  1937)  follows.  The  gross  speci- 
men consists  of  a more  or  less  heart-shaped 
nodule  which  is  completely  encapsulated.  Its 
weight  is  7 Gm.  It  measures  H/s  by  5/s  inches. 
It  is  almost  cystic  to  palpation.  Under  section 
the  parenchyma  seems  to  be  buff  colored  and 
solid.  The  microscopic  examination  reveals 
that  the  mass  consists  of  trabeculae  of  poly- 
hedral cells  with  indistinct  cell  boundaries. 
The  cytoplasm  is  pale  pink  and  finely  granular. 
The  nuclei  are  hyperchromatic  and  basal.  At 
times  they  appear  pyknotic.  At  the  periphery 
the  cells  appear  smaller  and  darker.  A few  nests 
of  clear  cells  are  present.  Attempts  at  gland 
formation  were  also  noted.  Nests  of  clear  and 
chief  cells  are  noted  in  the  capsule.  Diagnosis: 
Adenoma  of  the  parathyroid  gland  (Figs.  6 and 

7). 

The  postoperative  course  was  uneventful  ex- 
cept for  paresthesia  in  the  extremities  which  the 


December  15,  1940] 


CASE  REPORTS 


1793 


Fig.  8.  Two  years,  eight  months  after  opera- 
tion. General  porosity  absent ; there  is  a healthy 
restoration  of  the  osseous  pattern  except  in  a few 
isolated  areas  indicating  progressive  filling-in 
process.  The  inner  table  outline  is  restored  and 
the  diploic  space  is  restored.  The  sella  turcica 
is  well  outlined  and  appears  normal. 


patient  complained  about  and  which  lasted  for 
approximately  forty-eight  hours.  The  plaster 
molded  splints  were  removed  on  July  29,  at 
which  time  there  was  evidence  of  firm  union. 

It  is  of  interest  to  note  that  four  days  after 
the  operation  the  calcium  level  in  the  serum  was 
reported  as  10.8  mg.  per  hundred  cubic  centi- 
meters, and  the  phosphorous  level  was  2 mg.  per 
hundred  cubic  centimeters.  There  was  a rise 
in  serum  phosphatase  to  approximately  31  units. 

The  patient  was  discharged  on  August  21,  the 
wound  having  healed  by  primary  union.  The 
function  of  her  right  elbow  was  completely  re- 
stored, there  being  no  disturbance  in  the  carry- 
ing angle  or  limitation  in  flexion,  extension, 
supination,  or  pronation. 

Radiographic  examination  on  August  9 and 
October  6 of  that  year  did  not  reveal  any  appre- 
ciable change  in  the  structure  of  the  cysts  or  any 
of  the  other  decalcified  areas  except  at  the  site 
of  the  fracture  which  had  healed  and  showed 
some  areas  of  calcification. 

Four  months  after  the  operation,  in  November, 
the  patient  was  readmitted  to  the  hospital  be- 
cause of  the  absence  of  menses  during  the  previ- 
ous two  months.  At  that  time  the  serum  cal- 
cium was  8.6  mg.  per  hundred  cubic  centimeters, 
phosphorus  2.6  mg.  per  hundred  cubic  centi- 
meters, and  phosphatase  14.5  units. 

We  were  very  much  disturbed  over  the  possi- 
bility of  pregnancy.  McCoogan,14  in  August, 
1937,  reported  the  effect  of  pregnancy  upon 
tumor  growth  and  bone  metabolism.  He  re- 
viewed 5 cases  reported  in  the  literature  and 
added  his  own.  He  concluded  that  pregnancy 
would  aggravate  the  disease,  that  increase  of 
parathyroid  activity  in  pregnancy  would  result 
in  further  decalcification,  and  that  the  avail- 
able calcium  would  be  utilized  by  the  fetus  be- 
fore the  mother’s  need  could  be  supplied.  It  is 
interesting  to  note  that  McCoogan  and  other  ob- 
servers were  of  the  opinion  that  pregnancy  should 


Fig.  9.  The  fractured  lower  end  of  the 
humerus  is  completely  healed,  the  previously 
osteolytic  areas  are  now  entirely  replaced  by 
dense  osseous  structures. 


Fig.  10.  Complete  healing  of  decalcified  lesions 
in  the  lower  third  of  the  shaft  of  the  ulna. 

not  be  undertaken  by  women  affected  with  this 
disease  for  fear  that  pathologic  fractures  might 
ensue,  and  he  was  of  the  opinion  that  thera- 
peutic abortion  should  be  considered.  Fortu- 
nately for  her,  several  days  after  her  readmission 
to  the  hospital,  the  Friedman  test  of  her  urine 
was  reported  as  negative,  and  her  menstrual 
flow  was  resumed. 

Radiographic  examinations  and  metabolic 
studies  at  intervals  of  six  months  to  one  year 
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Fig.  11.  No  evidence  of  calcific  shadows  in 
the  genitourinary  tract.  The  rarefied  areas  in  the 
pelvic  flares  now  show  complete  osseous  restora- 
tion. 

during  the  past  two  years  and  eight  months  have 
shown  a progressive  improvement.  In  the 
skeletal  structure  the  decalcified  areas  have 
filled  in  with  normal  bone.  The  metabolic  studies 
reveal  a gradual  return  of  the  calcium,  phos- 
phorus, and  phosphatase  in  the  serum  to  normal 
levels. 

The  last  examination  on  April  5,  1940,  when 
she  was  presented  before  the  Surgical  Section  of 
The  New  York  Academy  of  Medicine,  the  patient 
had  gained  in  weight,  and  she  reported  that  she 
had  resumed  all  her  household  activities  and  that 
she  was  employed.  The  function  of  the  elbow 
was  complete ; the  headaches  which  had  been  so 
distressing  no  longer  recurred ; she  was  no  longer 
constipated  and  rarely  took  a cathartic.  She  did 
not  have  to  void  after  retiring  for  the  night, 
her  “rheumatic”  pains  have  not  recurred.  She 
had  again  missed  three  menstrual  periods,  but 
her  menses  had  since  been  resumed.  She  was 
more  alert  and  active.  The  last  chemistry,  as 
reported  on  April  1,  revealed  a calcium  serum 
level  of  11.4  mg.  per  hundred  cubic  centimeters, 
phosphorus  1.5  mg.  per  hundred  cubic  centi- 
meters, and  phosphatase  7.5  units  (King-Arm- 
strong).  Cholesterol  was  reported  as  130  and 
the  cholesterol  ester  was  75,  with  a percentage  of 
58. 

The  radiographic  studies  revealed  an  exten- 
sive replacement  of  the  decalcified  areas  by  new 
bone.  The  skull  disclosed  a much  increased 
density  (Fig.  8).  The  diffuse  mottling  appear- 
ance previously  existent  was  now  replaced  by  a 
homogeneous  normal  bone  structure.  The  inner 
table  was  restored,  and  the  diploe  could  be 
traced.  The  lower  end  of  the  humerus  showed 
the  presence  of  a completely  healed  fracture,  the 


previously  osteolytic  areas  were  now  entirely  re- 
placed by  an  osseous  structure  of  a rather  dense 
nature  (Fig.  9).  The  lower  end  of  the  ulna 
showed  complete  osseous  restoration  (Fig.  10). 
The  femora  also  disclosed  an  excellent  attempt 
at  anatomic  restoration  of  the  previously  in- 
volved areas.  The  left  humerus  and  left  forearm 
revealed  a dense  sclerosis — the  attempt  at  res- 
toration of  a normal  bony  pattern  in  the  lower 
shaft  of  both  radius  and  ulna — while  the  left 
humerus  disclosed  the  restoration  of  normal 
bony  pattern  except  for  a mild  amorphous  sclero- 
sis at  the  point  of  greatest  previous  osteolytic 
activity.  Radiographic  examination  of  the  right 
and  left  legs  revealed  complete  obliteration  of 
the  areas  of  rarefaction  previously  described. 
A long  calcified  island  was  noted  in  the  lower  left 
tibial  region.  The  radiographic  examination  of 
the  genitourinary  tract  revealed  that  the  calcific 
shadows  previously  noted  were  now  absent  (Fig. 
11). 

Conclusions 

A case  is  described  which  presents  the 
metabolic,  roentgenographic,  and  clinical 
syndrome  criteria  which  are  conclusive 
evidence  of  excessive  parathyroid  hor- 
mone activity  due  to  a neoplasia  of  the 
parathyroid  gland. 

A pathologic  fracture  through  a multi- 
loculated  decalcified  lower  humerus  sug- 
gested radiographic  examination  of  the 
remaining  skeletal  structure.  This  dis- 
closed the  general  appearance  of  osteitis 
fibrosa  cystica  and  revealed  pinpoint 
calculi  in  both  kidneys  probably  due  to 
marked  increase  in  excretion  of  calcium 
and  phosphorus  which  resulted  in  some 
renal  insufficiency  as  indicated  by  the 
Mosenthal  test. 

A palpable  mass  behind  the  upper  por- 
tion of  the  left  lobe  of  the  thyroid  gland 
further  suggested  an  adenoma  of  the  para- 
thyroid as  the  etiologic  factor. 

The  elevated  serum  of  calcium  of  11.5 
mg.  per  hundred  cubic  centimeters,  a low 
phosphorous  level  of  2.1  mg.  per  hundred 
cubic  centimeters,  and  an  elevated  serum 
phosphatase  of  26  units  were  conclusive 
evidences  of  increased  parathyroid  activ- 
ity which  justified  exploration  of  the 
parathyroid  regions  and  removal  of  the 
tumor  of  the  parathyroid  gland. 

Ablation  of  the  parathyroid  adenoma 
resulted  in  a restoration  of  normal  physi- 
ologic parathyroid  hormone  activity  as 
manifested  by  normal  calcium,  phos- 
phorous, and  phosphatase  levels  in  the 
serum,  restoration  of  the  normal  bony 
structure  of  the  demineralized  bone  with 
attempts  at  sclerosis,  disappearance  of  the 
calculi  in  the  kidneys,  as  well  as  constipa- 
tion, lassitude,  headaches,  and  polyuria 
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which  were  the  predominant  subjective 
symptoms  associated  with  her  injury. 
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CHRONIC  RHEUMATOID  ARTHRITIS  WITH  GRANULOMA  OF  THE 
SPLEEN  AND  LYMPH  NODES  IN  A PATIENT  PRESENTING  THE 
CLINICAL  PICTURE  OF  FELTY’S  SYNDROME 

Otto  Steinbrocker,  M.D.,  and  Myron  Frank  Sesit,  M.D.,  New  York  City 

( From  the  Medical  Service  and  Arthritis  Clinic,  Fourth  Medical  Division,  Bellevue  Hospital,  Dr. 

Charles  H.  Nammack,  Director ) 


In  1924  Felty1  described  a syndrome  appearing 
in  5 undernourished  patients  of  middle  age 
whose  cardinal  symptoms  were  chronic  arthritis 
of  the  rheumatoid  type,  splenomegaly,  leuko- 
penia, lymphadenopathy  in  3 of  the  patients, 
secondary  anemia,  and  yellow-brown  pigmenta- 
tion of  the  exposed  skin  surfaces.  It  was  indi- 
cated by  Felty  in  his  report  that  the  picture 
might  represent  a single  pathologic  process,  the 
counterpart  in  adults  of  Still’s  disease,  or  that 
the  syndrome  might  consist  of  two  clinical  con- 
ditions occurring  coincidentally — chronic  ar- 
thritis and  B anti’s  disease.  He  concluded,  how- 
ever, that  the  syndrome  was  a distinct  clinical 
entity  of  obscure  etiology  with  outstanding 
symptoms  referred  to  the  joints,  spleen,  and 
blood.  Following  Felty’s  publication,  which 
was  essentially  a clinical  presentation,  a num- 
ber of  other  reports  of  the  syndrome  have  ap- 
peared supplemented  in  some  instances  by 
microscopic  studies  of  spleen  and  lymph  nodes 
removed  surgically2’3  or  at  necropsy.4,6  The 
pathologic  reports  of  these  cases,  while  varying 
in  some  details,  agree  on  the  whole  in  disclosing 
nonspecific  changes  of  acute  or  chronic  inflam- 
mation in  the  spleen  and  lymph  nodes.  We 
offer  our  own  case  report  because  of  the  previ- 
ously undescribed  pathologic  findings  in  a pa- 
tient presenting  the  typical  clinical  picture  of 
Felty’s  syndrome. 

Case  Report 

Clinical  Record. — Patient  D.  F.  was  treated 
intermittently  in  our  Arthritis  Clinic  and  was 
admitted  to  the  wards  of  the  Fourth  Medical 
Division,  Bellevue  Hospital,  four  times  for 
stays  of  six  days  to  one  month  on  different  occa- 
sions from  July  4,  1928,  to  May  13,  1936.  The 


record  of  this  patient  is  so  voluminous  that  a 
combined  resume  of  all  admissions  and  observa- 
tions is  presented. 

The  patient  first  entered  the  hospital  July  4, 
1928,  when  he  complained  of  stiffness  and  pain 
with  some  swelling  of  the  left  knee  joint  of  two 
years’  duration  and  swelling  of  the  joints  of  the 
hands  and  fingers. 

The  salient  features  of  the  initial  examination 
were;  palpable  spleen  border  below  left  costal 
margin ; symmetric  bilateral  rheumatoid  changes 
of  fingers  and  wrists;  and  some  swelling  and 
stiffness  of  shoulders,  elbows,  and  knees.  At  each 
subsequent  admission  to  Bellevue,  generally  en- 
larged lymph  nodes  and  splenomegalia  were 
found  and  associated  with  progressive  rheuma- 
toid disease.  The  patient  at  times  ran  a low- 
grade  fever.  At  the  second  admission  to  Bellevue, 
the  spleen  was  palpable  five  f.b.  below  the  costal 
margin,  and  anemia  with  leukopenia  was  noted. 
The  patient  during  his  two  further  stays  at  Belle- 
vue showed  increasing  enlargement  of  the  liver 
and  spleen,  the  splenic  border  finally  reaching  to 
the  iliac  crest.  Other  observations  were:  an 

increasing  dyspnea ; edema  of  the  lower  extremi- 
ties and  ultimately  also  of  the  face  and  upper 
extremities;  and  pallor  and  brown,  blotchy  pig- 
mentation of  the  exposed  skin.  At  the  final  ad- 
mission after  a progressive  downhill  course, 
myocardial  and  renal  insufficiency  developed  and 
progressed  until  death. 

The  laboratory  studies,  repeatedly  performed 
but  giving  no  abnormal  information  were:  spu- 
tum examinations  for  tubercle  bacilli ; tourniquet 
tests;  gastric  analyses;  blood  cultures;  blood 
calcium,  phosphorus,  phosphatase,  sugar,  creati- 
nine, albumin,  globulin  determinations;  icteric 
index  and  van  den  Bergh’s  test;  stool  examina- 
tions for  parasites  and  blood ; streptococcus 
agglutinations  of  blood  and  joint  fluid;  cell 
count,  cultures,  and  guinea-pig  inoculation  of 
joint  fluid;  blood  and  joint  fluid  Wassermann 
and  G.  C.  fixations;  bleeding  time,  coagulation 
time,  fragility  test;  Congo  red  test,  urine  con- 
centration and  dilution;  splenic  aspiration; 
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TABLE  1. — Blood  Studies 


Poly- 

Lym- 

Retic- 

Hemo- 

morpho- 

pho-  Mono- 

Eosino 

ulo- 

R.B.C., 

globin, 

W.B.C. 

, nuclears, 

cytes,  cytes, 

phils, 

Smear 

Platelets 

cytes, 

% 

% 

% 

% 

% % 

% 

% 

7/  1/35 

1.43 

35 

4.7 

63 

37 

Bands 

Polychromasia 

Basophils,  stippled 

Poikilocyte  & anisochromasia 

7/15/35 

2.5 

50 

3.4 

72 

20  5 

1 

Myelocytes-2 

7/25/35 

3.09 

50 

(Post-transfusion  two  days) 

4/27/36 

2.35 

45 

2.4 

60 

40 

Achromia 

30,000 

2 

Poikilocytes 

4/29/36 

2 . 5 

45 

3.4 

75 

25 

3 

5/  2/36 

1.85 

45 

4.6 

70 

30 

spinal  fluid-cell  count,  globulin,  sugar,  Wasser- 
mann,  and  colloidal  gold;  blood  type,  1 Janski; 
and  blood  pressure  110/70.  Blood  counts 
showed  repeated  leukopenia  and  severe  anemia 
as  indicated  in  Table  1. 

Two  lymph  node  biopsies  at  other  institutions 
and  one  at  Bellevue  at  various  times  were  re- 
ported as  showing  the  “characteristics  of  chronic 
inflammation.” 

The  blood  nonprotein  nitrogen  and  uric  acid 
were  normal  until  the  last  admission  when  the 
patient  developed  circulatory  and  renal  failure. 
The  nonprotein  nitrogen  rose  in  two  weeks  from 
31  to  56  mg.  and  the  uric  acid  from  7.8  to  13  mg. 
Urinalysis  at  this  time  repeatedly  showed  a 
trace  of  albumin  and  many  hyaline  casts.  Sedi- 
mentation rates  varied  between  18  to  21  mm. 
(Cutler). 

X-ray  pictures  showed  changes  associated  with 
rheumatoid  arthritis  of  the  atrophic  type  in  the 
shoulders,  hands,  elbows,  and  knees. 

At  the  final  admission  the  clinical  picture  was 
that  of  chronic,  active,  typical  rheumatoid  ar- 
thritis associated  with  generalized  lymphaden- 
opathy,  splenomegalia,  hepatomegalia,  ascites, 
advanced  arteriosclerosis,  and  anemia  with  de- 
pression of  all  the  blood  elements.  The  following 
clinical  features  pathognomonic  of  so-called 
Felty’s  syndrome  were  presented  by  the  pa- 
tient: chronic  rheumatoid  polyarthritis,  spleno- 
megalia, leukopenia,  anemia,  adenopathy,  and 
skin  pigmentation.  Obviously,  in  the  absence 
of  any  contrary  laboratory  or  pathologic  findings, 
all  the  requirements  for  the  clinical  diagnosis 
were  present. 

Pathology. — A complete  autopsy  was  not  per- 
mitted, but  removal  of  a lymph  node  and  a 
splenic  biopsy  were  allowed. 

Dr.  Douglas  Symmers  and  Dr.  W.  C.  Hutche- 
son after  examination  of  both  tissues  rendered  an 
official  report  of  Hodgkin’s  disease  associated 
with  terminal  miliary  tubercles.  There  were 
changes  suggestive  of  an  aleukemic  myelosis  but 
not  sufficient  to  justify  such  a diagnosis.  The 
microscopic  pictures  here  (Figs.  1 and  2)  were 
obviously  distinct  from  the  “chronic  inflamma- 
tory changes”  in  the  spleen  and  lymph  nodes 
in  Felty’s  syndrome  previously  reported.2,3’4’5 

Discussion 

There  are  several  features  in  this  record 
worthy  of  further  consideration.  The  elevated 
blood  uric  acid  at  the  last  admission  is  a finding 
occasionally  reported  in  the  leukemias  and  con- 


sidered in  association  with  joint  involvement  by 
some  authors  as  evidence  of  simultaneous  gout 
and  leukemia  or  as  a pseudo -gout  secondary  to 
the  blood  dyscrasia.  Because  of  the  previously 
normal  levels  of  blood  proteins  and  uric  acid  in 
our  patient  and  because  of  the  appearance  of  the 
elevated  uric  acid  determinations  at  term,  when 
the  patient’s  constitutional  state  was  low  with 
failing  circulation  and  renal  function,  we  attrib- 
uted the  accumulating  uric  acid  to  increased 
cell  destruction  and  reduced  kidney  function. 

The  most  unusual  feature  of  this  bizarre  pic- 
ture is  the  association  of  the  pathology  of  Hodg- 
kin’s disease  (or  aleukemic  myelosis)  with 
Felty’s  syndrome.  We  have  found  no  reference 
to  rheumatoid  arthritis  accompanying  Hodgkin’s 
disease  in  the  literature  of  the  past  ten  years. 
In  publications  on  Felty’s  syndrome,  Still’s  dis- 
ease, and  Still-Chauffard  syndrome  we  have  seen 
no  mention  of  these  clinical  pictures  associated 
with  Hodgkin’s  disease  (or  aleukemic  myelosis). 
A number  of  case  reports  have  appeared  lately 
of  acute  and  chronic  arthritis  complicating  the 
leukemias,  chiefly  in  children.  It  is  well  known 
that  bone  involvement  may  occur  in  the  blood 
dyscrasias,  but  invasion  of  the  joint  tissues,  par- 
ticularly the  synovia  and  capsule,  apparently  is 
rare  or  has  not  been  recently  reported. 

The  question  of  the  etiologic  relationship 
between  the  clinical  features  and  the  pathologic 
findings  in  this  case  naturally  arises.  Without 
joint  tissue  studies  one  may  speculate  only  on  the 
likelihood  of  a basic  infectious  process  of  obscure 
origin  as  the  causative  agent  for  the  entire  clini- 
cal and  pathologic  picture.  Latent  tuberculosis 
responsible  for  the  terminal  miliary  tubercles 
cannot  be  ignored  as  a possible  infectious  focus 
for  the  rheumatoid  arthritis.  The  clinical  course, 
as  observed  by  one  of  us  (O.  S.)  over  a period  of 
seven  years,  suggests  that  this  patient  probably 
was  suffering  from  two  unrelated,  coincidental 
diseases,  rheumatoid  arthritis  and  the  granu- 
lopathy,  the  latter  accounting  for  the  enlarged 
spleen,  lymph  node  involvement,  and  the  blood 
picture. 
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Fig.  1.  Lymph  node  section — X-100. 


Fig.  2.  Splenic  section — X-100. 


Certainly,  the  most  important  clinical  feature 
in  this  case  appears  to  be  the  splenomegalia,  with- 
out which  the  antemortem  diagnosis  of  Felty’s 
syndrome  could  not  be  made.  If  the  arthritis 
was  related  etiologically  to  the  granuloma,  the 
clinical  picture  was,  then,  entirely  due  to  the 
dyscrasia,  and  the  designation  of  Felty’s  syn- 
drome becomes  superfluous.  If  the  splenic  pathol- 
ogy and  the  arthritis  were  separate,  coincidental 
features,  the  clinical  diagnosis  of  Felty’s  syn- 
drome is  again  untenable,  since  the  splenome- 
galia is  accounted  for  by  a definite  pathologic 
process.  Even  in  the  absence  of  joint  tissue 
studies,  we  may  state  that  in  our  patient  the 
clinical  picture  of  Felty’s  syndrome  was  proved 
by  biopsy  studies  to  consist  of  Hodgkin’s  disease 
(or  aleukemic  myelosis)  and  miliary  tuberculosis 
of  the  spleen  and  lymph  nodes  with  associated 
or,  more  likely,  concurrent  unrelated  rheuma- 
toid arthritis. 


Conclusions 

(1)  Felty’s  syndrome,  as  a clinical  entity, 
must  remain  a presumptive  diagnosis  until  the 
status  of  this  symptom-group  is  evaluated  by 
further  clinical  and  pathologic  knowledge. 

(2)  The  clinical  picture  of  Felty’s  syndrome, 

when  supplemented  by  pathologic  studies,  in 
other  instances,  too,  may  prove  to  represent 
the  coincidental  occurrence  of  rheumatoid 
arthritis  and  some  unrelated  disease  responsible 
for  the  splenomegalia,  adenopathy,  and  other 
nonarticular  features.  35  East  9th  Street 
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STAB  WOUND  OF  A SEVEN-MONTH  PREGNANT  UTERUS 

Pasquale  D.  Badia,  M.D.,  and  Alex  Charlton,  M.D.,  New  York  City 
(. Assistant  Surgeon  and  Junior  House  Surgeon,  respectively,  Morrisania  City  Hospital ) 


The  purpose  of  reporting  this  case  is  to  point 
out  several  important  observations:  first, 

the  happy  ending  of  the  case  which  terminated 
with  the  recovery  of  the  mother  and  the  normal 
delivery  of  a healthy  baby  two  months  later; 
second,  the  rare  type  of  injury  sustained  by 
the  uterus  gravid  seven  months;  third,  con- 


sidering what  happened  to  this  pregnant  woman 
and  taking  into  consideration  the  outcome,  the 
important  question  comes  up  of  how  much 
trauma  and  surgery  the  pregnant  uterus  can 
endure  without  going  into  labor  and  emptying 
itself.  In  reading  the  national  and  international 
literature,  comparatively  few  such  injuries  to  the 
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pregnant  uterus  are  reported.  Our  singular  case 
went  to  full  term,  was  followed  by  a normal 
delivery.  In  other  case  reports  in  the  literature 
the  surgeons  were  guided  by  the  extent  of  trauma 
to  the  uterus  or  the  viability  of  the  fetus;  either 
cesarean  section  was  practised  or  in  some  in- 
stances hysterectomy  was  done. 

Case  Report 

E.  C.,  negress,  aged  20,  gravida  I,  seven  months 
pregnant,  was  admitted  on  June  3,  1939,  to  the 
Second  Surgical  Division  of  Morrisania  City 
Hospital  for  a stab  wound  of  the  abdomen,  in- 
flicted with  a kitchen  knife  (allegedly  by  her 
husband)  about  one-half  hour  prior  to  her  ad- 
mission. Several  hours  before  the  stabbing  there 
was  a period  of  excitement.  During  the  alter- 
cation there  was  a violent  argument  with  ex- 
change of  blows  between  husband  and  wife  which 
culminated  with  the  stabbing.  The  patient  was 
brought  to  the  hospital  by  ambulance,  and 
morphine  sulfate  1/i  grain  was  immediately  ad- 
ministered. Her  family  and  past  histories  were 
irrelevant.  During  her  fifth  month  of  preg- 
nancy she  had  been  admitted  to  the  hospital  for 
two  days,  complaining  of  periumbilical  pain 
with  no  vaginal  bleeding.  Her  condition  cleared 
up  and  she  was  discharged.  Her  Kahn  test 
at  that  time  was  negative. 

Physical  Examination. — Examination  showed 
a well-developed,  well-nourished  negress  who  ap- 
peared to  have  a moderate  amount  of  abdominal 
pain.  There  was  no  dyspnea,  cyanosis,  or  or- 
thopnea. The  patient  did  not  appear  to  be  in 
shock.  Her  head  was  normal,  with  no  evidence 
of  trauma.  Her  pupils  were  miotic,  reacting 
slightly  to  light  and  accommodation  (morphine 
effect?),  and  the  conjunctiva  was  pale,  indicating 
the  presence  of  marked  secondary  anemia. 
There  were  no  abnormalities  of  the  chest,  ears, 
nose,  and  throat,  nor  was  there  any  rigidity  of 
the  neck,  palpable  thyroid,  or  masses.  The 
breasts  were  full,  with  expressable  milky  secre- 
tion. Lungs  were  clear  to  percussion  and  aus- 
cultation. Cardiac  point  of  maximum  impulse 
was  in  the  fourth  intercostal  space  just  inside 
the  midclavicular  line.  The  heart  sounds  were 
good,  with  no  murmurs.  The  ventricular  rate 
was  112  per  minute  and  regular.  Her  blood 
pressure  was  134/74.  Her  abdomen  was  pro- 
tuberant, with  uterine  fundus  just  above  the 
umbilicus,  corresponding  to  a seven-month 
pregnancy.  In  the  left  upper  quadrant,  con- 
siderably to  the  left  of  the  median  line,  there 
was  a stab  wound,  about  3/4  inch  in  length, 
through  which  was  protruding  a small  tab  of 
omentum.  This  buttonhole  stab  wound,  if 
prolonged  downward  toward  the  median  line, 
would  have  described  an  acute  angle,  ap- 
parently penetrating  the  abdomen  inward  and 
downward.  There  was  slight  pain  and  tender- 
ness over  the  entire  abdomen,  with  no  rigidity 
throughout.  There  was  no  evidence  of  any 
uterine  contractions.  The  fetal  heart  was  not 
heard,  although  the  patient  could  feel  a viable 
fetus.  A vaginal  examination  was  not  done, 
but  inspection  revealed  no  vaginal  bleeding. 
There  was  no  edema,  clubbing,  cyanosis,  or 
coldness  of  the  extremities  and  the  reflexes  of 
the  extremities  were  normal. 

Diagnosis. — (1)  Stab  wound  of  abdomen  en- 


tering the  peritoneal  cavity,  with  a protruding 
tab  of  omentum  traumatized  and  bleeding;  (2) 
seventh  month  of  pregnancy. 

Laboratory  Findings. — The  findings  confirmed 
the  suspicion  of  internal  bleeding.  The  tem- 
perature was  99.2  F.;  pulse,  112  per  minute; 
respirations,  28  per  minute;  red  blood  count, 
1,760,000;  hemoglobin,  65  per  cent  (Talquist); 
blood  type,  3 (Moss);  white  blood  count, 
9,700;  polymorphonuclears,  75  per  cent;  stab 
cells,  2 per  cent;  lymphocytes,  22  per  cent. 

Urinalysis.  Urinalysis  showed  a clear  amber 
fluid,  specific  gravity  1.020,  an  acid  reaction, 
and  no  albumin  or  glucose.  Microscopic  ex- 
amination revealed  no  red  blood  cells  or  casts 
and  occasional  white  blood  cells  and  epithelial 
cells. 

In  view  of  the  marked  anemia  and  the  diagno- 
sis of  penetrating  wound  of  the  abdomen,  a 
transfusion  of  500  cc.  of  citrated,  cross-matched 
blood  was  started,  and  the  patient  was  prepared 
for  an  emergency  exploratory  laparotomy. 

Operative  Technic. — The  patient  was  operated 
upon,  eighty  minutes  after  admission,  under 
nitrous  oxide,  oxygen,  and  ether.  In  selecting 
the  incision  I was  guided  by  the  presence  of  the 
stab  in  the  left  side.  It  seemed  logical  that  if 
any  perforation  existed  or  if  there  were  any  pos- 
sible trauma  in  the  abdominal  cavity  it  would 
be  in  proximity  to  the  point  of  entrance  of  the 
knife.  A median  incision  above  the  umbilicus 
might  have  given  easy  access  to  explore  the 
abdomen  generally,  but  in  the  event  of  an  im- 
mediate labor,  it  would  have  been  an  easy  cause 
for  evisceration  because  of  having  no  muscle 
support.  The  abdomen  was  prepared  for  an 
exploratory  laparotomy.  The  protruding  omen- 
tum was  cleaned  with  ether  and  ligated  at  the 
base,  the  traumatized  portion  was  severed,  and 
the  stump  was  pushed  under  the  skin  through  the 
buttonhole  wound.  A left  upper  rectus  incision 
was  made.  The  peritoneal  cavity  was  opened 
and  found  to  contain  about  a liter  of  blood 
and  some  small  clots.  This  large  quantity  of 
hematic  fluid  suggested  at  once  that  perhaps  it 
might  be  blood  and  amniotic  fluid.  The  ab- 
dominal cavity  was  gently  dried  up  with  lapa- 
rotomy pads  and  the  suction  pump.  When  this 
was  finished  the  uterus  was  examined,  and  there 
was  found  a penetrating  wound,  profusely  bleed- 
ing, apparently  going  through  the  serosa  and 
muscularis,  1/2  inch  in  length,  on  the  anterior 
surface  of  the  fundus  and  slightly  to  the  left, 
of  the  median  line.  No  attempt  was  made  to 
probe  the  depth  of  the  wound  because  we  were 
afraid  that  the  amniotic  membrane  might  be 
perforated  and  thus  would  permit  the  escape  of 
the  amniotic  fluid  which  might  cause  the  onset 
of  labor  pains.  The  margins  of  the  stab  wound, 
including  the  serosa  and  muscularis,  were 
clamped  with  three  Allis  clamps.  This  pro- 
cedure checked  the  bleeding,  and  it  was  concluded 
that  the  stab  wound  did  not  go  beyond  the 
muscle  wall.  Three  mattress  sutures  of  No.  2 
chromic  catgut  were  used  to  close  the  uterine 
wound  and  were  reinforced  by  several  interrupted 
chromic  catgut  sutures.  The  peritoneal  cavity 
was  completely  cleared  of  blood  and  blood  clots, 
and  the  intestines  were  explored  for  other  pos- 
sible injury  or  bleeding.  No  evidence  of  per- 
foration or  trauma  was  found.  The  peritoneum 
was  closed  with  double  black  silk  and  two  plain 
catgut  muscle  sutures  were  taken.  The  fascia 
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was  closed  with  double  silk  and  the  skin  with 
interrupted  silk  Stewart  sutures  and  two  reten- 
tion sutures.  The  purpose  of  using  silk  sutures 
for  the  peritoneum  and  fascia  was  that  should 
labor  pains  set  in  the  abdomen  would  have 
enough  support  with  such  strong  sutures.  The 
wound  was  considered  potentially  infected. 
The  entire  operation  consumed  thirty-five 
minutes. 

Postoperative  Diagnosis. — Stab  wound  of  the 
abdomen  entering  the  peritoneal  cavity  and 
penetration  of  the  uterine  wall,  but  probably 
no  penetration  of  the  placenta  or  membranes. 

Postoperative  Course. — There  was  no  post- 
operative or  post-transfusion  reaction.  The  next 
day  the  patient  was  given  1,500  units  of  tetanus 
antitoxin.  An  obstetric  consultation  was  ob- 
tained, and  the  obstetrician  noted  that  “fetal 
movements  were  felt  by  the  patient  and  also 
on  palpation.  The  fetal  heart  was  good,  heard 
in  the  right  lower  quadrant,  and  the  rate  was  140 
per  minute  and  regular.  No  vaginal  bleeding. 
The  fetus  is  definitely  alive  at  this  time.”  The 
postoperative  course  was  smooth,  although  she 
occasionally  experienced  abdominal  cramps 
which  were  controlled  by  morphine.  Fetal 
movements  could  always  be  felt,  and  at  no  time 
was  there  vaginal  bleeding.  Her  pulse  and  tem- 
perature remained  normal  with  one  or  two  rises 
to  100  F.  The  wound  healed  by  primary  in- 
tention, with  alternate  sutures  being  removed 
on  the  ninth  postoperative  day  and  the  remainder 
on  the  tenth.  During  this  period  the  blood  pic- 
ture of  the  patient  revealed  that  the  hemoglobin 
and  red  blood  count  were  approaching  normal. 
The  patient  was  out  of  bed  on  the  thirteenth 
day.  She  was  discharged  on  the  fifteenth  post- 
operative day  and  was  sent  to  the  Pre-Natal 
Clinic. 

Follow-up. — On  August  6,  1939,  four  days 
before  her  computed  date  of  confinement,  the 
patient  was  admitted  in  labor.  The  total  dura- 
tion of  labor  was  nine  hours  and  was  terminated 
by  an  episiotomy  and  prophylactic  low  forceps. 


Her  labor  and  postpartum  course  were  normal 
in  every  respect.  The  previous  abdominal 
scar  showed  no  evidence  of  herniation.  The 
female  baby  weighed  5 pounds,  1 ounce  and  had 
no  scars  or  deformities.  The  membranes  and 
placenta  were  intact  and  showed  no  abnor- 
malities. Mother  and  baby  were  discharged  on 
the  tenth  postpartum  day,  both  doing  well. 
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SULFAPYRIDINE  IN  THE  TREATMENT  OF  STAPHYLOCOCCUS 

SEPTICEMIA 


Report  of  a Successfully  Treated  Case 

Mandel  Weinstein,  M.D.,  Long  Island  City,  New  York,  and  Irving  Greenberg, 

M.D.,  Atlanta,  Georgia 


Ever  since  the  introduction  of  sulfonamide 
compounds  for  the  treatment  of  bacterial 
infections,  attempts  have  been  made  to  extend 
this  method  of  chemotherapy  to  infections 
caused  by  the  staphylococcus.  In  spite  of  the 
fact  that  the  early  findings  of  such  pioneer 
workers  as  Domagk2  indicated  the  efficacy  of 
chemotherapy  in  localized  staphylococcic  infec- 
tions, as  for  example  urinary  tract  infection,  no 
uniformly  beneficial  results  were  obtained  in 
Staphylococcus  septicemia.  Concurring  with 
these  experiences,  Long  and  Bliss7  in  their  re- 
cently published  textbook,  state  that  their 


observations  led  them  to  conclude  that  sulf- 
anilamide has  “but  slight  value”  in  the  treat- 
ment of  staphylococcic  infections  other  than 
those  of  the  urinary  tract. 

However,  since  the  advent  of  sulfapyridine, 
renewed  hope  has  been  envisioned  for  the  treat- 
ment of  Staph,  septicemia.  The  earliest  reports 
of  successful  results  in  Staph,  septicemia  treated 
with  sulfapyridine  (M  & B 693)  appeared  in  the 
Lancet  in  the  latter  part  of  1938.  At  this  time 
Fenton  and  Hodgkiss,3  O’Brien  and  McCarthy,10 
and  Maxwell9  reported  a total  of  3 patients  with 
positive  blood  cultures  in  whom  recovery  re- 
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Fig.  1.  Chart  of  course  in  hospital  prior  to 
sulfapyridine  therapy.  This  illustrates  the  pe- 
riods of  slight  improvement  following  drainage 
operations,  amputation  of  the  finger,  and  ampu- 
tation through  the  arm. 


Fig.  2.  Chart  of  course  in  hospital  following 
the  institution  of  sulfapyridine  therapy.  Note 
the  resulting  sudden  fall  in  temperature  which 
was  sustained  at  a low  level.  Two  blood  culture 
samples  taken  between  the  last  two  “negative” 
reports  yielded  only  a minimal  growth  of  Staphy- 
lococcus aureus.  Growth  was  apparent  in  as 
late  a period  as  eight  days. 

suited.  McConney8  reported  a successfully 
treated  case  where  the  primary  lesion  had  been  a 
carbuncle  on  the  face  and  the  blood  cultures  were 
positive  for  Staphylococcus  aureus.  Chest 
symptoms  were  present  in  his  patient.  The  phys- 
ical findings  were  pleural  friction  rub  and  scat- 
tered rales.  Dagenan  (sulfapyridine)  was  given 
by  mouth  from  February  6,  1939,  to  February 
21,  1939.  The  temperature  gradually  subsided, 
and  the  blood  became  sterile  on  February  15, 
1939.  Goldberg  and  Sachs6  report  2 similar 
cases  in  children  successfully  treated  with  sulfa- 
pyridine. However,  other  therapeutic  proce- 
dures, such  as  surgical  drainage  of  the  infected 
bones  and  localized  abscesses,  preceded  or  accom- 
panied the  chemotherapy.  Finland  and  his  as- 
sociates4 report  a case  of  Staph,  septicemia  subse- 
quent to  wound  infection  following  a chole- 
cystectomy operation.  Though  he  instituted 
drainage  of  the  abdominal  wall  and  pelvic  ab- 


Fig.  3.  Posteroanterior  roentgenogram  show- 
ing involvement  of  right  lung. 

scesses,  improvement  and  eventual  recovery  re- 
sulted only  after  sulfapyridine  treatment  was 
given.  However,  in  a report  of  another  case  of 
Staphylococcus  bacteremia  with  pneumonia,  he 
stated  sulfapyridine  had  no  effect. 

Early  in  1939,  Bliss  and  Long,1  in  an  article  on 
experimental  work  with  sulfapyridine  in  staphy- 
lococcic infection,  noted  that  they  had  “dramatic 
clinical  results”  in  2 patients  with  severe  staphy- 
lococcic sepsis.  In  a later  publication,  Long6 
stated  that  he  obtained  rapid  sterilization  of  the 
blood  with  sulfapyridine  in  3 out  of  5 cases  of 
Staph,  bacteremia. 

Case  Report 

History. — H.  T.,  a white  man,  aged  45,  me- 
chanic, was  admitted  to  the  Boulevard  Hospital 
on  September  20,  1939,  with  the  chief  complaint 
of  pain  and  swelling  of  the  right  fifth  digit.  Nine 
days  before  admission,  while  using  a welding  ma- 
chine, the  patient  burned  the  proximal  phalanx 
of  the  right  fifth  digit.  His  private  physician 
made  an  incision  over  this  area  but  secured  only 
a minimal  amount  of  pus.  Thereafter,  the 
edema,  redness,  and  pain  became  progressively 
worse. 

Examination. — On  admission,  the  patient  ap- 
peared well  developed  and  well  nourished, 
weighing  about  155  pounds.  Examination  of 
heart  and  lungs  revealed  nothing  abnormal. 
The  small  finger  of  the  right  hand  was  uni- 
formly swollen  from  base  to  tip.  Dorsally,  in  the 
proximal  phalanx,  there  was  induration,  dis- 
coloration, and  a suppurating  wound  one-half 
inch  long  on  the  ulnar  side.  Practically  no 
edema  or  swelling  of  the  dorsal  or  volar  aspect  of 
the  hand  was  present.  No  tender  or  enlarged 
epitrochlear  or  axillary  lymph  nodes  were  pal- 
pated. The  clinical  diagnosis  was  infected  burn 
of  the  right  fifth  digit. 

Course  in  Hospital. — On  September  21,  1939, 
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Fig.  4.  Lateral  view  demonstrating  wedge- 
shaped  infarction  localized  in  the  apex  of  lower 
lobe  of  the  right  lung. 


the  morning  after  admission,  two  lateral  incisions 
were  made  over  the  proximal  phalanx,  and 
through-and-through  drainage  was  established. 
However,  there  was  obtained  only  a small 
amount  of  thick  pus,  which  later  yielded  a pure 
strain  of  Staph,  aureus  upon  culture. 

Following  this  initial  operative  procedure,  the 
finger  became  worse.  The  entire  digit  appeared 
necrotic,  simulating  a carbuncle  type  of  tissue 
involvement.  At  the  same  time  the  entire  hand 
was  markedly  swollen,  causing  the  patient  severe 
pain.  On  September  26,  the  small  finger  was  dis- 
articulated at  the  metacarpophalangeal  joint, 
and  the  wound  was  left  open.  For  three  days 
the  patient’s  general  and  local  condition  im- 
proved. However,  an  area  of  redness  and  in- 
duration gradually  developed  on  the  dorsal 
aspect  of  the  hand  between  the  fourth  and  fifth 
metacarpal  bones.  On  October  1,  this  region 
was  widely  incised,  and  Staph,  aureus  was  cul- 
tured from  the  wound.  During  the  next  few 
days  the  temperature  gradually  rose,  attaining  a 
height  of  103.5  F.  The  dorsum  of  the  hand  and 
the  forearm  gradually  became  more  edematous. 
On  October  9,  incisions  were  made  into  the 
thenar  and  midpalmar  spaces,  and  the  radial 
and  ulnar  bursae  were  entered  and  connected  by 
lateral  forearm  incisions.  As  on  all  previous  oc- 
casions, the  inflammation  resembled  the  necrotic 
tissue  appearance  of  carbuncle  infection,  and  no 
large  amount  of  pus  was  evacuated.  The  epi- 
trochlear  and  axillary  lymph  nodes  were  now  pal- 
pable and  very  tender.  A culture  of  the  evacu- 
ated seropurulent  fluid  yielded  the  same  organ- 
ism, Staph,  aureus.  The  temperature  remained 
elevated  at  103  F.,  while  the  edema  and  necros- 
ing tissue  gradually  involved  the  region  above  the 
elbow.  Blood  culture  at  this  time  was  strongly 
positive  for  Staph,  aureus,  and  numerous  colonies 
appeared  as  early  as  twenty-four  hours. 

On  October  11,  amputation  was  performed 
through  the  middle  third  of  the  arm  as  a life- 
saving measure.  All  tissues,  especially  the  deep 
fascia  and  intermuscular  septums,  manifested 
extensive  edema.  Twenty-four  hours  following 
amputation,  the  temperature  dropped  to  within 
normal  limits  and  remained  at  this  level  for  eight 
days.  Proximally  below  the  shoulder,  the 
edema  began  to  subside,  and  the  patient  im- 


Fig.  5.  Postoperative  posteroanterior  roent- 
genogram showing  the  suppurative  pulmonary 
area  well  drained. 


proved  clinically,  enjoying  freedom  from  pain 
for  the  first  time.  Blood  cultures  now  became 
negative. 

However,  this  improvement  was  of  short  dura- 
tion. On  the  eighth  postoperative  day  the  tem- 
perature began  to  rise,  and  seventeen  days  after 
amputation  an  abscess  in  the  right  anterior 
deltoid  region  was  discovered  and  drained. 
Three  days  later,  another  collection  of  suppura- 
tion localized  deeply  in  the  trapezius  muscle. 
This  also  was  incised  and  drained,  with  only  a 
slight  drop  in  temperature  the  next  few  days. 

On  November  8 the  temperature  was  elevated 
to  102.8  F.,  and  the  patient  began  to  cough  and 
expectorate  white  mucoid  material.  A chest 
examination  revealed  no  abnormal  findings  until 
November  10,  when  he  coughed  up  a small 
amount  of  blood-streaked  mucus.  Physical  ex- 
amination now  disclosed  a dull  percussion  note 
from  the  sixth  to  the  eighth  ribs  posteriorly,  and 
roentgen  examination  demonstrated  a wedge- 
shaped  infarction  in  this  area  corresponding  to 
the  apical  region  of  the  lower  lobe  of  the  right 
lung.  Blood  cultures  were  again  positive  for 
Staph,  aureus.  The  diagnosis  of  septic  infarct 
of  the  lung  was  made,  and  operation  was  decided 
upon  to  secure  drainage  of  the  pus.  On  Novem- 
ber 14,  under  paravertebral  block  and  local 
infiltration  novocain  anesthesia,  a long,  curved 
incision  was  made  over  the  involved  area,  ex- 
posing the  plane  of  the  ribs  under  the  extra- 
costal  muscles.  Four-  to  5-inch  sections  of  the 
sixth,  seventh,  eighth,  and  ninth  ribs  were  re- 
moved near  the  vertebral  column,  together  with 
the  contained  muscle,  vascular,  and  nerve 
bundles.  Fortunately,  the  visceral  and  parietal 
pleurae  were  adherent,  making  possible  a pneu- 
monostomy  procedure  in  one  stage.  The  abscess 
cavity  was  widely  unroofed  and  packed  well  with 
gauze,  and  the  wound  was  left  open.  Staph, 
aureus  was  also  cultured  from  this  wound.  How- 
ever, the  temperature  ranged  between  100  and 
103  F.  for  six  successive  postoperative  days,  and 
it  soon  became  evident  that,  in  spite  of  all  surgi- 
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Fig.  6.  Fig.  7.  Fig.  8. 

Fig.  6.  Oil  immersion  of  resected  pulmonary  tissue  showing  intracellular  gram-positive  cocci. 
Fig.  7.  High-power  view  of  abscess  area  showing  granulation  tissue. 

Fig.  8.  Another  section  of  lung  tissue  removed  at  operation  representing  a low-power  view  of 
abscess  with  adhesions  at  pleural  surface. 


cal  treatment,  the  patient  was  unable  to  cope 
with  this  overwhelming  infection. 

On  the  sixth  postoperative  day  intensive  sulfa- 
pyridine  therapy  was  instituted.  The  initial 
dose  was  4 Gm.  followed  by  1 Gm.  every  four 
hours.  Within  nine  hours  after  the  initial 
dose  of  sulfapyridine,  the  temperature  dropped 
from  103  F.  to  normal,  with  a dramatic  improve- 
ment in  the  patient’s  general  clinical  condition. 
Except  for  marked  anorexia,  he  showed  no 
untoward  symptoms,  and  from  that  time  on  his 
condition  steadily  improved.  Blood  cultures 
taken  thirty-six  hours  after  the  beginning  of 
sulfapyridine  therapy  were  positive  but  only  to  a 
very  moderate  degree. 

The  dose  of  the  drug  was  gradually  increased 
from  6 to  9 Gm.  daily,  and  blood  cultures  taken  a 
week  later  were  reported  sterile.  All  subsequent 
cultures  remained  negative  for  eight  days  but 
then  became  very  slightly  (1  colony)  positive 
coincidentally  with  gradual  reduction  of  the  drug 
to  4 Gm.  daily.  Thereupon,  the  dose  was  in- 
creased to  9 Gm.  per  day,  after  which  time  the 
temperature  returned  to  normal  and  the  blood 
again  became  sterile.  After  thirty-two  days  of 
this  intensive  sulfapyridine  therapy  the  drug  was 
discontinued  because  of  a marked  drop  in  the 
leukocyte  and  granulocyte  count.  However,  all 
blood  cultures  remained  sterile,  and  the  patient 
was  discharged  from  the  hospital  (total  stay  109 
days)  with  a well  healing  chest  wound.  Upon 
discharge  his  weight  rose  to  132  pounds.  At 
present  he  presents  only  a small  chest  sinus  with 
a bronchocutaneous  fistula  and  is  in  excellent 
general  condition. 

Summary 

The  above  patient  seemed  destined  to  a fatal 


outcome  because  of  the  persistence  of  the  growth 
of  Staph,  aureus  in  the  blood  stream  in  large 
quantities.  In  spite  of  amputation  through  the 
arm  above  the  area  of  widespread  infection  and 
pneumonostomy  for  suppurating  pulmonary  in- 
farct, the  patient  proceeded  along  a rapid  down- 
hill course. 

The  introduction  of  sulfapyridine  therapy  was 
followed,  in  a few  hours,  by  a drop  in  tempera- 
ture from  103  F.  to  normal.  Definite  improve- 
ment in  the  clinical  course  resulted,  and  blood 
cultures  for  Staph,  aureus  were  negative.  The 
evident  improvement  following  immediate  insti- 
tution of  chemotherapy  with  sulfapyridine  lead 
us  to  conclude  that  recovery  can  be  attributed  to 
the  drug. 

3064  Thirty-seventh  Street 
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PEDIATRIC  COURSE 
A course  on  pediatrics,  arranged  by  Dr. 
Charles  Hendree  Smith  of  the  New  York  Uni- 
versity College  of  Medicine  for  the  Nassau 
County  Medical  Society,  is  being  held  at  Long 
Beach  Hospital,  Long  Beach,  New  York.  On 
November  25,  Dr.  C.  H.  Smith,  of  New  York 
City,  spoke  on  “Diet  of  Infants  and  Children.” 
The  balance  of  the  schedule  follows:  December 
23,  Dr.  Hugh  Chaplin,  of  New  York  City,  “Care 
and  Feeding  of  Prematures”;  January  27, 
1941,  Dr.  Gaylord  W.  Graves,  of  New  York  City, 


“Preventive  Pediatrics  and  the  Periodic  Health 
Examination” ; February  24,  Dr.  Philip  M.  Stim- 
son,  of  New  York  City,  “The  Infectious  Di- 
seases”; March  24,  Dr.  Frederick  Wilke,  of  New 
York  City,  “The  Anemias  of  Childhood”;  and 
April  28,  Dr.  Katherine  Dodge,  of  New  York 
City,  “Rheumatic  Fever,  Chorea  and  Heart 
Disease.”  This  course  is  being  given  by  the 
Committee  on  Public  Health  and  Education  in 
cooperation  with  the  State  Department  of 
Health. 


Maternal  Welfare 

From  time  to  time  under  this  heading  articles  appear  on  obstetric  subjects  which  are 
deemed  of  importance  as  aids  to  improvement  of  Maternal  Welfare  in  New  York  State. 
The  members  of  the  committee  are  Charles  A.  Gordon,  M.D.,  Chairman;  James  A.  Quigley, 
M.D.;  and  Ferdinand  J.  Schoeneck,  M.D. 


Induction  of  Labor 


Certain  complications  indicate  interruption 
of  pregnancy.  In  such  instances  two  meth- 
ods are  available:  the  uterus  may  be  emptied 
by  operative  method,  such  as  cesarean  section,  or 
labor  may  be  artificially  induced.  It  is  the  intent 
of  this  article  to  deal  with  the  problem  of  insti- 
tuting labor  when  such  a procedure  is  indicated. 

Case  Report 

Mrs.  F.  C.,  aged  43,  gravida  IV,  was  six  months 
pregnant  when  admitted  to  the  hospital  because 
of  an  exacerbation  of  a chronic  nephritis  com- 
plicating the  present  pregnancy.  Her  blood  pres- 
sure, which  had  been  averaging  146/80,  rose  to 
210/110,  albumin  was  4 plus,  granular  casts  were 
present,  and  she  complained  of  severe  headache. 
It  was  deemed  advisable  to  interrupt  the  preg- 
nancy. Under  nitrous  oxide  anesthesia,  the  cer- 
vix was  digitally  dilated  sufficiently  to  admit  a 
No.  3 Voorhees  bag.  Quinine  sulfate  (5  grains) 
was  given  each  hour  for  six  doses.  Twenty-four 
hours  later,  inasmuch  as  labor  had  not  started, 
the  bag  was  removed.  Blood  pressure  remained 
around  200/100,  and  the  headaches  continued. 
Twenty-four  hours  later  the  membranes  were 
ruptured  artificially,  and  another  bag  was  in- 
serted and  quinine  repeated.  Labor  failed  to 
start,  and  the  second  bag  was  removed  after 
another  twenty-four  hours.  The  symptoms  sub- 
sided somewhat,  and  the  blood  pressure  dropped 
to  170/90.  A series  of  five  hypodermic  injections 
of  5 minims  of  pituitrin  at  half-hour  intervals 
was  given  with  no  results.  During  the  ensuing 
days,  series  of  quinine  and  pituitrin,  as  well  as 
thymophysin  injections,  were  given.  No  results 
were  obtained.  Fortunately  the  toxemia  did  not 
progress,  and  there  were  no  signs  of  infection 
present.  Three  weeks  after  admission  to  the 
hospital,  the  patient  rather  suddenly  precipi- 
tated a mascerated  fetus  by  breech  presentation. 
Convalescence  was  uneventful,  and  the  patient 
was  discharged  in  good  condition,  except  for  the 
persistent  chronic  nephritis. 

This  case  is  presented  since  it  offers,  for  prac- 
tical purposes,  a catalog  of  the  popular  methods 
of  inducing  labor  and  demonstrates  very  forcibly 
the  difficulties  that  may  be  encountered  in  this 
procedure. 

The  successful  induction  of  labor  depends  to  a 
great  degree  on  the  state  of  irritability  of  the 
uterus.  If  the  uterus  is  almost  ready  to  start 
labor,  practically  any  method  of  induction  will  be 
successful.  Hence,  it  may  be  assumed  that  the 
nearer  the  patient  is  to  term,  the  greater  will  be 
the  probability  of  starting  labor.  The  condition 


of  the  cervix  and  lower  segment  is  a fairly  good 
index.  If  the  lower  uterine  segment  is  thin,  the 
cervix  partially  or  completely  effaced,  and  some 
dilatation  present,  the  induction  of  labor  should 
be  fairly  simple;  success  may  be  expected  with 
the  employment  of  the  simplest  methods  of 
medical  induction.  On  the  other  hand,  if  the 
lower  uterine  segment  is  thick  and  the  cervix 
long  and  undilated,  the  chances  of  starting  labor 
are  not  particularly  good,  and  it  is  in  this  type  of 
case  that  the  various  surgical  methods  of  induc- 
tion must  be  employed.  With  the  latter  condi- 
tions present  it  may  be  feasible  to  consider  ab- 
dominal delivery,  unless,  of  course,  the  complica- 
tion that  indicates  the  interruption  of  pregnancy 
contraindicates  cesarean  section.  In  many  in- 
stances of  toxemia  the  uterus  seems  to  be  quite 
irritable  regardless  of  the  duration  of  pregnancy 
and,  hence,  will  respond  to  the  artificial  methods 
of  induction. 

The  time-honored  method  of  induction  of 
labor  consists  in  the  use  of  quinine  and  castor 
oil.  One  method  employed  prescribes  an  initial 
administration  of  D/2  ounces  of  castor  oil.  Two 
hours  later  quinine  sulfate  (2  grains)  is  given  and 
repeated  at  hourly  intervals  for  five  doses.  Vari- 
ations in  dosage  and  interval  are  many.  Quinine 
has  been  reported  as  a cause  of  intra-uterine 
death,  as  well  as  being  a causative  factor  in  deaf- 
ness of  the  child.  Authentic  cases  are  on  record 
where  the  administration  of  this  drug  precipi- 
tated premature  separation  of  the  placenta  (abla- 
tio placentae).  It  certainly  cannot  be  said  that 
this  combination  is  without  danger.  The  classic 
use  of  quinine  sulfate  in  5-grain  doses  has  been 
discontinued  in  many  centers  in  favor  of  2-  or 
3-grain  doses.  Hot  rectal  enemas  are  sometimes 
used  as  an  adjunct. 

The  use  of  pituitrin  to  induce  labor  is  employed 
in  a few  centers.  One  method  consists  of  hypo- 
dermic injection  of  x/%  cc.  of  obstetric  pituitrin  at 
half-hour  intervals  until  pains  start  or  six  doses 
have  been  administered.  Since  it  is  well  known 
that  even  2 or  3 minims  of  pituitrin  may  cause 
tetanic  contraction  of  the  uterus  with  accom- 
panying fetal  distress,  it  should  be  evident  that 
this  method  must  be  employed  with  discretion. 
A modification  consists  in  the  intranasal  applica- 
tion of  pituitrin.  Small  pledgets  of  cotton 
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saturated  with  1 cc.  of  pituitary  solution  are 
placed  beneath  the  inferior  turbinate  bone  and 
left  in  place  a few  minutes,  application  being  the 
same  as  when  hypodermic  administration  is 
used.  Most  authorities  are  agreed  that  pituitrin 
should  not  be  used  in  obstetrics  until  labor  has 
been  completed.  There  may  be  legitimate  ex- 
ceptions to  this  rule,  but  it  should  be  definitely 
understood  that  in  administering  any  amount  of 
pituitrin  before  the  fetus  is  expelled  from  the 
uterus  the  possibility  of  rupture  of  the  uterus 
must  be  considered.  Safety  would  seem  to  predi- 
cate the  dictum  that  pituitrin  is  too  danger- 
ous to  be  commonly  used  for  induction  of 
labor. 

If  a medical  method  of  induction  of  labor  is 
to  be  employed,  it  is  probably  safest  to  depend 
on  castor  oil  and  quinine. 

Surgical  methods  of  induction  are  quite  varied. 
In  general,  it  may  be  said  that  one  of  the  princi- 
pal considerations  centers  around  infection.  Any 
procedure  that  calls  for  invasion  of  the  birth 
canal  naturally  presents  the  possibility  of  in- 
troduction of  infection.  Hence,  asepsis  must 
be  of  paramount  importance.  Further,  the  posi- 
tion of  the  presenting  part  must  be  considered; 
if  the  presenting  part  is  not  engaged,  the  rupture 
of  membranes,  whether  elective  or  inadvertent, 
may  result  in  the  prolapse  of  the  umbilical 
cord. 

Perhaps  the  most  simple  surgical  procedure  is 
“stripping  the  membranes.”  The  finger  invades 
the  cervical  canal  and  detaches  the  membranes, 
without  rupture,  from  their  position  in  contact 
with  the  endometrium  of  the  lower  segment. 

Another  method  consists  in  placing  a gauze 
packing  in  the  cervical  canal  and  possibly  in  so 
doing  separating  the  membranes  from  the  uterine 
lining. 

A popular  procedure  consists  in  simple  rupture 
of  the  membranes  which  allows  drainage  of  the 
amniotic  fluid.  Of  course,  this  procedure,  when 
successful,  produces  a so-called  “dry  labor.” 
However,  practical  experience  demonstrates  that 
this  method  can  be  used  and  is  generally  quite 
satisfactory. 

Still  another  method  consists  of  introducing 
one  or  more  bougies  through  the  cervical  canal 
so  that  they  lie  between  the  membranes  and  uter- 
ine lining. 

Another  procedure,  popular  in  some  centers, 
employs  hydrostatic  bags  of  the  type  introduced 
by  Voorhees  and  Champtier  de  Ribes.  These 
bags  may  be  introduced  “extraovularly,”  i.e., 
without  rupture  of  membranes,  or  “intraovu- 
larly,”  i.e.,  after  the  membranes  have  been 
ruptured.  Naturally,  sufficient  dilatation  of  the 
cervical  canal  must  be  obtained  digitally  or  with 


some  dilating  instrument  to  permit  passage  of  the 
collapsed  bag,  which  is  then  distended  with  an 
antiseptic  solution. 

While  practically  all  popular  surgical  methods 
have  been  listed,  simple  rupture  of  membranes 
and  bag  introduction  seem  to  enjoy  the  most 
usage.  As  has  been  mentioned,  the  greatest 
danger  accompanying  any  surgical  method  of 
induction  is  infection.  One  series  of  bag  inser- 
tions studied  showed  a morbidity  rate  of  12  per 
cent,  and  other  methods  show  a somewhat  simi- 
lar incidence  of  infection.  This  single  considera- 
tion should  emphasize  that  such  procedures 
must  be  limited  to  cases  where  the  indication  for 
induction  of  labor  is  beyond  question. 

The  indications  for  artificial  induction  of  labor 
in  a general  way  include  any  maternal  disease 
complicating  pregnancy  which  endangers  the 
life  of  the  mother.  Certain  pathologic  conditions 
of  the  ovum  must  be  included.  Such  diseases 
would  include  uncontrolled  toxemias;  certain 
cardiac  conditions;  nervous  disorders,  such  as 
chorea  or  multiple  neuritis;  diabetes;  blood 
dyscrasias;  pyelitis;  polyhydramnios;  placenta 
praevia;  ablatio  placentae;  and  similar  condi- 
tions. Only  certain  cases  of  the  types  mentioned 
would  call  for  the  procedure. 

Special  mention  should  be  made  of  the  “post- 
mature”  child.  This  condition  is  comparatively 
rare,  and  the  fact  that  a woman  goes  beyond  the 
“estimated  date”  of  confinement  is  not  an  indi- 
cation per  se.  Further  proof  is  needed  to  show 
that  the  child  is  actually  postmature.  On  oc- 
casion, habitual  intra-uterine  death  of  the  fetus 
in  successive  pregnancies  may  afford  a true  indi- 
cation for  induction  prior  to  the  time  that 
the  fetus  has  expired  in  the  previous  pregnan- 
cies. 

Another  indication,  formerly  occupying  a true 
position  of  importance,  centers  around  the  in- 
duction of  premature  labor  in  the  presence  of 
contracted  pelvis.  Since  cesarean  section  has 
been  demonstrated  to  be  comparatively  safe  in 
properly  conducted  cases  of  disproportion,  this 
indication  is  seldom  considered  at  present. 

One  point  deserves  special  emphasis.  Conven- 
ience, either  for  the  patient  or  the  physician,  is 
definitely  not  a true  indication  for  the  induction 
of  labor.  The  practice  of  artificially  inducing 
labor  at  or  near  term  purely  for  this  reason  is 
deserving  of  condemnation. 

It  would  seem  that  a careful  consideration  of 
the  seriousness  of  the  indications,  the  complexity 
of  methods  employed,  and  the  dangers  outlined 
would  make  it  quite  apparent  that  any  patient 
presenting  a picture  that  indicates  induction  of 
labor  is  entitled  to  careful  obstetric  consulta- 
tion. 


Medical  Preparedness 


The  State  Medical  Society  Committee  on 
Medical  Preparedness  has  received  many 
inquiries  concerning  the  requirements  for  admis- 
sion of  physicians  to  the  Medical  Reserve  Corps 
of  the  United  States  Army. 

There  is  an  Army  Regulation  which  provides 
that  the  applicant  must  be  a graduate  of  a 
Grade  “A”  medical  school.  In  practice,  only 
the  graduates  of  American  or  Canadian  schools 
will  be  considered  eligible,  and  in  the  latter  case 
this  includes  only  those  schools  approved  by  the 
American  Medical  Association. 

The  Medical  Society  of  the  State  of  New  York 
is  on  record  with  the  Committee  on  Medical 


Preparedness  of  the  American  Medical  Associa- 
tion suggesting  that  some  modification  of  this 
regulation  be  made  to  allow  physicians  who  are 
citizens  of  the  United  States  but  received  their 
degrees  from  good  medical  schools  abroad  to  be 
admitted  to  examinations  for  the  Medical  Re- 
serve Corps. 

It  should  be  understood  by  all  that  an  Army 
Regulation  such  as  this  can  be  changed  only  by 
the  President  or  the  Secretary  of  War.  What 
possibility  of  such  action  there  may  be  in  the 
future  is  entirely  unknown  to  the  Council. 

Council  Committee  on  Medical 
Preparedness 


Participation  of  the  Medical  Department  of  the  Army  in  the 
1940-1941  Military  Training  Program 

[This  announcement  has  been  issued  by  the  Surgeon  General  of  the  United  States  Army — Editor] 


Uppermost  in  the  minds  of  all  physicians  is 
undoubtedly  the  question  of  national 
defense  and,  at  the  present  time,  of  the  plan  of 
the  medical  departments  of  the  armed  forces  to 
meet  the  immediate  twofold  problem  of  furnish- 
ing an  adequate  medical  service  to  the  men  of  our 
unprecedented  peacetime  Army  and  Navy,  and 
of  training  the  large  number  of  Medical  Depart- 
ment trainees  who,  at  the  expiration  of  their 
twelve  months’  military  service,  will  pass  to  the 
Enlisted  Reserve  Corps  and  furnish  the  trained 
personnel  required  for  mobilization  in  the  event 
of  a national  emergency.  It  is  felt  that  this 
timely  article  will  be  of  great  interest  to  the 
medical  profession  at  large  and  of  personal  im- 
portance to  those  physicians  whose  participation 
in  the  military  program  is  highly  probable. 

The  total  strength  of  the  Army  of  the  United 
States  next  spring  will  be  approximately  1,400,- 
000.  This  represents  a Regular  Army  of  400,000 
officers  and  men,  the  National  Guard  of  the 
several  states  federalized  as  the  National  Guard 
of  the  United  States  numbering  200,000,  and 
citizens  selected  for  military  training  during  the 
coming  twelve  months  about  800,000  in  number. 
The  latter  will  receive  their  training  in  active 
units  of  the  Regular  Army  and  of  the  National 
Guard,  in  Regular  Army  inactive  units  activated 
for  training  purposes,  in  the  numerous  installa- 
tions required  for  the  overhead  of  these  forces, 
and  in  Enlisted  Replacement  Centers  throughout 
the  nine  corps  areas  of  the  country. 

The  Medical  Department  is  charged  with  pro- 
viding adequate  medical  service  for  the  entire 
Army  of  the  United  States  at  posts,  camps,  and 
stations  within  and  beyond  the  continental 
limits  of  the  United  States.  In  each  military 
station  in  the  United  States  there  will  be  a hos- 
pital with  four  beds  for  each  hundred  of  the  mili- 
tary population.  The  operating  room,  kitchen, 
messing  facilities,  and  clinics  in  each  of  these 
hospitals  will  be  of  sufficient  size  to  provide  serv- 
ice for  one  additional  patient  per  hundred  men 
so  that  in  an  emergency  it  will  be  necessary  to 
construct  only  the  additional  ward  buildings. 
Furthermore,  there  will  be  general  hospitals 
suitably  located  throughout  the  United  States 


to  provide  an  additional  one  bed  per  100  of  the 
military  population. 

The  provision  of  5 per  cent  of  hospital  beds 
which  can  be  rapidly  expanded  to  6 per  cent  may 
appear  excessive  when  compared  with  hospitali- 
zation provided  for  the  civilian  population  of 
this  country.  However,  all  of  the  military  sick, 
including  such  cases  as  in  civilian  life  are  ordi- 
narily cared  for  in  their  home,  must  be  treated  in 
the  hospital  since  they  cannot  receive  satisfactory 
care  in  the  barracks.  In  addition,  when  young 
adults  are  brought  together  in  large  groups, 
contagious  and  infectious  diseases  that  spread 
rapidly  under  such  conditions  occur  much  more 
frequently  than  in  civil  life.  Furthermore,  suf- 
ficient beds  must  be  provided  for  the  care  of  the 
sick  during  the  winter  and  spring  seasons  of  the 
year  when  there  is  always  an  excessive  number  of 
such  cases. 

Scattered  throughout  the  large  camps  or  sta- 
tions there  will  be  dispensary  buildings  and  den- 
tal clinics  for  the  infirmary  care  and  dental  treat- 
ment of  the  personnel.  In  addition,  in  each 
large  camp  there  will  be  a medical  headquarters 
with  properly  qualified  scientists  for  the  general 
supervision  of  the  medical  activities,  including 
the  protection  of  the  health  of  the  troops,  the 
careful  inspection  of  food  products,  and  the 
general  supervision  of  the  nutrition  of  the  men. 

The  Medical  Department  will  be  charged  with 
the  training  of  the  Medical  Detachments  and 
the  Medical  Department  Units  of  the  Regular 
Army  and  the  National  Guard  and  with  the  in- 
struction of  the  service  personnel  in  hospitals 
and  other  installations.  It  is  also  responsible 
for  the  preparation  of  the  trainees  in  Enlisted 
Replacement  Centers,  in  hospitals,  and  in  service 
schools,  who  will  receive  there  the  individual 
Medical  Department  instruction  which  will  per- 
mit their  incorporation  in  organizations  for  fur- 
ther unit  training. 

The  initial  requirement  will  be  approximately 
6.5  doctors  for  each  thousand  men  in  the  mili- 
tary service.  Rapid  calculation  will  show  that 
the  total  number  for  an  Army  of  1,400,000  men 
will  be  9,100  doctors.  Additional  ones  may  be 
required,  but  in  the  interest  of  economy  the  ini- 
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tial  procurement  will  be  limited  to  the  number 
stated.  The  1,200  physicians  in  the  Regular 
Army  and  the  1,100  in  the  National  Guard  are 
included  in  the  total,  leaving  approximately  6,800 
physicians  to  be  supplied  by  the  Reserve  Corps. 
There  are  now  approximately  1,500  Reserve 
physicians,  leaving  5,300  to  be  procured  during 
the  next  few  months. 

Under  the  present  Joint  Resolution  passed  by 
the  Seventy-sixth  Congress,  the  President  is 
authorized  to  order  into  the  active  military  serv- 
ice of  the  United  States  for  a period  of  twelve 
consecutive  months  each,  any  or  all  members  of 
any  Reserve  component  of  the  Army  of  the 
United  States,  with  or  without  their  consent,  to 
such  extent  and  in  such  manner  as  he  may  deem 
necessary  for  the  strengthening  of  the  national 
defense.  If  a sufficient  number  of  officers  do  not 
indicate  their  availability  for  this  service,  Re- 
serve officers  must  necessarily  be  ordered  to 
duty  without  their  consent.  Additional  appoint- 
ments among  physicians  of  draft  age  will  increase 
the  strength  of  the  Medical  Corps  Reserve. 
However,  it  is  apparent  that  a very  large  per- 
centage of  these  officers  must  participate  actively 
in  the  present  program  for  preparing  a portion  of 
the  country’s  man  power  for  national  defense. 

In  establishing  rosters  from  which  officers  will 
be  ordered  to  duty.  Corps  Area  Commanders 
and  Chiefs  of  Branches  have  been  instructed  to 
circularize  all  Reserve  officers  under  their  as- 
signment jurisdiction  to  permit  them  to  state  the 
amount  of  deferment  desired  and  the  cogent 
pertinent  reasons  for  such  deferment  in  the  event 
that  they  are  not  immediately  available  for  mili- 
tary service.  This  action  has  been  taken  in  view 
of  the  fact  that  a national  emergency  has  not  been 
declared  by  the  Congress  nor  has  mobilization 
been  ordered.  The  medical  service  of  a training 
program,  although  essential  to  national  pre- 
paredness, possesses  none  of  the  glamour  of  the 
same  service  during  actual  military  operations; 
it  is,  however,  equally  important.  Indeed,  mili- 
tary training  may,  through  the  thoroughness  of 
its  preparation  for  war,  materially  assist  in  pre- 
venting the  necessity  of  participation  in  military 
operations.  It  is  realized,  of  course,  that  all 
officers  would  express  their  immediate  avail- 
ability in  the  event  of  war ; many,  however,  feel 
that  their  services  are  not  of  national  importance 
at  the  present  time. 

Both  the  economic  and  the  rational  utiliza- 
tion of  medical  officers  is  essential.  It  is  planned 
that  in  as  far  as  possible  qualified  officers  will  be 
selected  for  assignment  to  duty  with  units  and 
at  installations  according  to  their  previous  train- 
ing and  experience.  Accordingly,  selection  must 
be  qualitative  as  well  as  quantitative  in  order 
that  the  specific  requirements  of  a modern  medi- 
cal service  may  be  properly  met.  Officers 
selected  for  duty  will  be  given  the  maximum  pos- 
sible advance  notice  of  such  action. 

In  this  connection  the  Surgeon  General  has 
suggested  that  the  following  points  be  brought 
to  the  attention  of  all  Reserve  medical  officers: 

1 .  When  notified  that  you  have  been  selected 
for  active  duty,  submit  at  once  the  re- 
quired report  of  physical  examination. 
The  disclosure  of  disqualifying  defects 
prior  to  the  issuance  of  orders  may  pre- 
vent a disruption  of  your  practice  or  civil 
employment. 


2.  Orders  issued  will  place  you  on  active 
duty  at  your  home  or,  if  a temporary 
change  of  address  has  been  submitted,  at 
that  location,  and  will  direct  you  to  report 
to  a specific  post,  camp,  or  station  for 
duty. 

3.  Travel  to  your  station  may  be  accom- 
plished by  automobile  but  no  delay  will  be 
granted  for  that  purpose  above  the  custo- 
mary time  for  travel  by  rail. 

4.  You  will  be  reimbursed  for  travel  at  the 
rate  of  8^  a mile,  based  on  the  shortest 
usual  railway  route  to  your  station. 

5.  Transportation  for  dependents  to  your 
first  station  will  not  be  furnished  by  the 
Government.  It  is  perhaps  advisable  that 
your  family  not  accompany  you  since  the 
housing  problem  at  or  within  the  vicinity 
of  Army  stations  is  frequently  acute. 

6 . If  you  have  no  uniform  and  military 
equipment,  these  may  be  purchased  at 
your  first  station. 

7.  Pay  and  allowances  are  as  shown  in  Table 

1. 

The  annual  base  pay  is  increased  at  the  rate  of 
5 per  cent  thereof  for  each  three  years  of  service 
up  to  thirty  years.  Full  time  will  be  computed 
for  all  periods  during  which  they  have  held  com- 
missions as  officers  in  the  Army,  Navy,  Marine 
Corps,  Coast  Guard,  Coast  & Geodetic  Survey, 
and  Public  Health  Service,  or  in  the  National 
Guard  or  Naval  Militia,  the  National  Naval 
Volunteers,  or  in  the  Naval  Reserve  Force  or 
Marine  Corps  Reserve,  when  confirmed  in  grade 
and  qualified  for  all  general  service,  and  with  full 
time  for  all  periods  during  which  they  have  per- 
formed active  duty  under  Reserve  commissions 
and  with  one-half  time  for  all  other  periods  dur- 
ing which  they  have  held  Reserve  commissions. 

Physicians  as  a group  will  not  be  exempt  from 
conscription  for  military  training  and  service. 
Their  deferment  because  of  importance  to  civil 
communities  is  a function  of  the  Local  Draft 
Boards.  Accordingly,  it  is  difficult  to  approxi- 
mate the  number  that  will  be  inducted  into  the 
Army.  Obviously,  the  training  received  by  such 
draftees  will  be  more  appropriate  and  the  serv- 
ices rendered  the  Army  of  greater  value  if  the 
physicians  who  are  eligible  and  qualified  for  ap- 
pointment in  the  Medical  Corps  Reserve  be  com- 
missioned in  the  Officers  Reserve  Corps  for  duty 
as  medical  officers,  rather  than  continue  their 
training  as  enlisted  men. 

Physically  qualified  graduates  of  approved 
schools  of  medicine  who  desire  appointment  in 
the  Medical  Corps  Reserve  for  immediate  active 
duty  should  make  application  to  the  Com- 
manding General  of  the  Corps  Area  in  which 
they  reside.  Such  applications  may  be  submitted 
either  before  or  after  selection  for  military  train- 
ing and  service,  or  after  induction  into  the  Army 
of  the  United  States.  No  change  in  the  classifi- 
cation of  such  applicants  will,  however,  be  made 
by  local  selective  service  boards  until  the  actual 
letter  of  appointment  has  been  received. 

Appointments  in  the  Medical  Corps  of  the 
Regular  Army  will,  in  all  probability,  continue 
as  at  present  through  competitive  examinations 
of  Reserve  officers  who  have  not  passed  the  age 
of  32  years  at  the  time  of  appointment. 

The  Surgeon  General  of  the  Army,  through 
Lieut.  Col.  George  C.  Dunhan,  the  representative 
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of  the  Medical  Department  in  the  House  of  Dele- 
gates, submitted  a request  to  that  body  at  its 
last  meeting  in  New  York  in  June,  1940,  re- 
questing the  assistance  of  the  American  Medical 
Association  in  the  classification  and  procurement 
of  physicians  for  the  Army.  It  was  hoped  in  this 
way  to  procure  the  physicians  required  without 
disturbing  too  seriously  the  civilian  medical 
service  and  at  the  same  time  to  place  the  physi- 
cians enrolled  in  positions  for  which  their  pre- 
vious training  qualified  them.  The  House  of 
Delegates  approved  the  request  of  General  Magee 
and  appointed  a Medical  Preparedness  Commit- 
tee. The  United  States  Navy  and  the  United 
States  Public  Health  Service  made  similar  re- 
quests. 

Reference  has  been  made  to  the  action  of  the 
House  of  Delegates  and  to  the  working  of  the 
Preparedness  Committee  in  previous  issues  of 
the  J.A.M.A.  The  Preparedness  Committee,  the 
executive  officers  of  the  American  Medical  As- 
sociation, the  chairmen  and  members  of  the 
various  state  and  local  committees,  have  all 
given  generously  of  their  time  and  funds  in  this 
work.  They  have  been  of  material  assistance  to 
the  Surgeon  General  and  Corps  Area  surgeons 
in  the  classification  and  procurement  of  Reserve 
Corps  medical  officers.  They  generously  have 
offered  their  assistance  in  similarly  classifying 
and  procuring  such  physicians  as  may  be  re- 
quired in  addition  to  those  in  the  Reserve  Corps. 
Although  the  majority  of  appointments  of  addi- 
tional Reserve  officers  for  active  duty  at  this 
time  will  be  35  years  of  age  or  under,  a limited 
number  of  properly  qualified  physicians  above 
this  age  will  be  required  as  chiefs  of  services  of 
the  many  large  hospitals  to  be  established. 

The  history  of  our  country  has  repeatedly 
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Colonel 
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$120 
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Lieut.  Col. 

3,500 
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80 

54 

18 

Major 

3,000 
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18 

Captain 

2,400 

80 

60 

36 

18 

1st  Lieut. 

2,000 

60 

40 

36 

18 

shown  that  there  is  no  more  patriotic  group  than 
the  American  physicians.  They  have  always  re- 
sponded generously  to  their  country’s  call  for  as- 
sistance. At  this  time,  although  this  country  is 
not  engaged  in  war,  the  National  Preparedness 
Program  requires  an  adequate  medical  service. 
Without  it,  the  program  will  be  hampered  ma- 
terially. In  addition  to  the  adequate  care  of  the 
sick  and  protection  of  the  health  of  our  young 
men  in  the  camps,  the  Medical  Department  must 
be  able  to  train  its  personnel  to  act  in  conjunc- 
tion with  the  troops  of  the  other  Arms  and  Serv- 
ices so  that  in  time  of  battle,  if  unfortunately 
that  time  should  come,  it  may  be  able  to  collect 
efficiently  and  evacuate  promptly  casualties  that 
occur  on  the  battlefield  so  that  each  one  may  re- 
ceive as  promptly  as  possible  efficient  medical 
care.  Let  us  repeat,  the  success  of  the  National 
Preparedness  Program  depends  to  a large  extent 
upon  adequate  medical  service.  American  medi- 
cine appreciates  its  obligations  and  will  furnish 
a sufficient  number  of  properly  qualified  physi- 
cians. 


COURSES  ON  GENERAL  MEDICINE 

The  following  course  on  General  Medicine 
was  arranged  by  Dr.  William  S.  Ladd,  New 
York  City,  Dean  of  Cornell  University  College 
of  Medicine,  for  the  Nassau  County  Medical 
Society. 

November  18:  The  Significance  of  Laboratory 
Tests  and  Methods  in  the  Practice  of  Medicine 
by  Dr.  Ralph  G.  Stillman,  Assistant  Professor 
of  Medicine,  Cornell  University  College  of 
Medicine. 

^December  16:  Endocrine  Problems  in  Adoles- 
cence by  Dr.  Harry  H.  Gordon,  New  York 
Hospital. 

January  20:  Newer  Chemotherapeutic  Meth- 
ods by  Dr.  Norman  Plummer,  of  New  York  City. 

February  17:  The  Relation  of  Vitamins  to 
Disease  by  Dr.  Norman  Jolliffe,  Associate 
Professor  of  Medicine,  New  York  University 
College  of  Medicine. 

March  17:  Abdominal  Pain  by  Dr.  Edward 
M.  Livingston,  Assistant  Clinical  Professor  of 
Surgery,  New  York  University  College  of  Medi- 
cine. 


Dr.  Walter  W.  Palmer  of  the  College  of  Phy- 
sicians and  Surgeons,  Columbia  University,  has 
arranged  a course  on  general  medicine  for  the 
Schoharie  County  Medical  Society  in  Coblesville 
(held  at  3:30  p.m.),  and  for  Montgomery  County 
Medical  Society  in  Amsterdam  (held  at  8:00 

P.M.) . 

Four  subjects  have  already  been  presented: 
November  19,  Dr.  David  D.  Moore,  “Diabetes 
Mellitus”;  November  26,  Dr.  K.  R.  McAlpin,  of 
Williamstown,  Massachusetts,  “A  General  Con- 
sideration of  Anemia,  Both  Primary  and  Second- 
ary”; December  3,  Dr.  Harold  J.  Stewart, 
“Digitalis  Therapy:  Mechanism  of  Its  Action  in 
Congestive  Heart  Failure”;  and  December  10, 
Dr.  Albert  Vander  Veer,  “Asthma.” 

On  December  17,  Dr.  Leslie  P.  Barker  will 
speak  on  “Syphilis”;  on  January  7,  1941,  Dr. 
Homer  F.  Swift  will  discuss  “Rheumatic 
Fever”;  and  on  January  14,  Dr.  John  D.  Lyttle 
will  talk  on  “Nephritis.”  All  the  speakers 
except  Dr.  McAlpin  are  from  New  York 
City. 


The  army  of  self-medicators  is  recruited  from 
the  ranks  of  those  who  enjoy  ill  health  and  are 
willing  to  pay  the  nostrum-makers  for  their 
melancholy  pleasure. — Pennsylvania  M.  J. 


“I  understand  that  Bette  has  cured  her  Scotch 
boy  friend  of  stuttering.  How  did  she  do  it?” 
“She  called  him  up  long-distance,  collect.” 

— Illinois  M.  J 


INSTITUTE  ON  RADIOLOGY 
Syracuse  University  College  of  Medicine 
Syracuse,  New  York 
Saturday,  January  18,  1941 

Presented  under  the  auspices  of  Central  New  York  Roentgen  Ray  Society;  Medical 
Society  of  the  State  of  New  York;  Syracuse  University  College  of  Medicine;  Division  of 
Cancer  Control  of  the  New  York  State  Department  of  Health. 

PROGRAM 

January  18,  1941 

Syracuse  University  College  of  Medicine,  Syracuse 
Meeting  called  to  order  at  1:30  p.m.  by 
Albert  Lenz,  M.D.,  President 
Central  New  York  Roentgen  Ray  Society 

Opening  Remarks 
James  M.  Flynn,  M.D.,  President 
Medical  Society  of  the  State  of  New  York 

Chairman  of  the  Meeting 
Herman  G.  Weiskotten,  M.D.,  Dean 
Syracuse  University  College  of  Medicine 
"Physics  of  Radiation  for  the  Radiologist'' 

Edith  H.  Quimby,  Sc.D.,  Associate  Physicist 
Memorial  Hospital,  New  York  City 

"Roentgenological  Aspects  of  Brain  Tumors,  Diagnosis  and  Treatment'' 
Merrill  C.  Sosman,  M.D.,  Roentgenologist 
Peter  Bent  Brigham  Hospital,  Boston,  Mass. 

"Indications  and  Results  of  Roentgen  Therapy" 

Ursus  V.  Portmann,  M.D.,  Radiation  Therapist 
Cleveland  Clinic,  Cleveland,  Ohio 
"Radiosensitivity  of  Tumors" 

Fred  W.  Stewart,  M.D.,  Pathologist 
Memorial  Hospital,  New  York  City 
"The  Cyclotron" 

Stafford  L.  Warren,  M.D.,  Chief  Radiologist 
Strong  Memorial  Hospital,  Rochester,  New  York 
Discussion  conducted  by  Louis  C.  Kress,  M.D.,  Director  Division  of  Cancer  Control, 
New  York  State  Department  of  Health 


DINNER  MEETING 

7:00  p.m.  Small  Ballroom,  Hotel  Syracuse,  Syracuse,  New  York 
Toastmaster — James  M.  Flynn,  M.D. 

Introduction  of  Speaker  by 
Edward  S.  Godfrey,  Jr.,  M.D.,  Commissioner 
New  York  State  Department  of  Health 
Speaker 

R.  R.  Spencer,  M.D.,  Assistant  Chief,  National  Cancer  Institute,  United  States  Public 

Health  Service 

Local  Committee  on  Arrangements 
Carlton  F.  Potter,  M.D.,  Chairman 

Donald  S.  Childs,  M.D.;  Lucas  S.  Henry,  M.D.;  Foster  C.  Rulison,  M.D. 

While  the  Institute  is  planned  especially  for  radiologists,  all  physicians  in  the  state  are 
cordially  invited  to  attend.  The  price  of  the  dinner  is  $2.00.  No  other  fees  will  be 
charged.  The  sponsoring  agencies  are  very  anxious  to  know  how  many  plan  to  attend 
the  afternoon  session  and  how  many  will  be  at  the  dinner.  Reservations  should  be  ad- 
dressed to: 

O.  W.  H.  Mitchell,  M.D.,  Chairman 
Council  Committee  on  Public  Health  and  Education 
Medical  Society  of  the  State  of  New  York 
428  Greenwood  Place,  Syracuse,  New  York 


1:45  p.m. 
2:30  p.m. 
3:15  p.m. 
4:00  p.m. 
4:45  p.m. 
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Albany  County 

Dr.  Frederick  A.  Collier,  professor  of  surgery 
at  the  University  of  Michigan  Medical  School, 
addressed  the  county  society,  November  27,  on 
“Parenteral  Feeding.” 

The  county  society  cooperated  with  the  East- 
ern New  York  Section  of  the  American  Chemical 
Society  in  presenting,  November  12,  Dr.  T.  T. 
Tisdall,  associate  in  pediatrics  of  the  University 
of  Toronto,  in  a talk  on  “The  National  Im- 
portance of  Proper  Nutrition.” 

Dr.  Thomas  O.  Gamble  delivered  the  vice- 
presidential  address,  “Caesarean  Section,”  illus- 
trated with  slides,  before  the  county  society  on 
October  23. 

Allegany  County 

Dr.  George  Roos,  of  Wellsville,  who  died  there 
on  November  5 at  the  age  of  73,  was  treasurer  of 
the  county  society  for  thirteen  years,  and  had 
practiced  medicine  forty-three  years. 

Bronx  County 

The  scientific  program  at  the  meeting  of  the 
county  society  on  November  20  was  as  follows: 

(1)  “Experimental  and  Public  Health  Aspects 
of  Rheumatic  Fever,”  Dr.  Homer  F.  Swift; 

(2)  “Treatment  of  Rheumatic  Heart  Disease  in 
Children  and  Adults,”  Dr.  Irving  R.  Roth;  (3) 
discussion  by  Dr.  David  Greenberg,  Dr.  Jacob 
Burstan,  and  Dr.  Daniel  J.  Dolan,  with  (4)  a 
general  discussion.  Many  valuable  scientific 
exhibits  dealing  with  rheumatic  heart  disease 
were  shown. 

Military  preparedness  was  stressed  at  the 
meeting  of  the  county  society  on  October  22,  with 
the  following  distinguished  speakers:  (1)  In- 
augural Address  was  by  Dr.  Joseph  Golomb; 
(2)  Military  Preparedness:  (A)  “Activities  of 
the  Medical  Department,”  Lieutenant  Colonel 
W.  L.  Hoffman,  Fort  Hamilton;  (B)  “Pre- 
paredness Through  Fitness,”  Dr.  Nathan  B. 
Van  Etten,  president,  American  Medical  Asso- 
ciation; and  (C)  “Activities  of  the  State  Com- 
mittee on  Medical  Preparedness,”  Dr.  Samuel 
J.  Kopetzky,  chairman. 

Broome  County 

Dr.  H.  Jackson  King  addressed  the  county 
society,  November  12,  on  “Acute  Appendicitis 
Complicated  by  Peritonitis.” 

The  publicity  committee,  Dr.  Frank  M. 
Dyer,  chairman,  has  arranged  for  a regular 
weekly  fifteen -minute  radio  broadcast  for  the 
“dissemination  of  medical  information.”  Every 
member  is  expected  to  broadcast  on  “some 
medical  subject  or  sideline.”  Articles  in  the 
local  press  also  are  planned. 

Dutchess  County 

Dr.  W.  W.  Lasher,  of  the  Post-Graduate 
Hospital,  New  York  City,  addressed  the  county 
society,  November  13,  on  “Intra-Articular  Le- 
sion of  the  Knee.” 


Erie  County 

Learning  its  lesson  from  England’s  bitter  ex- 
perience in  the  present  conflict,  the  United 
States  will  not  call  up  young  doctors  and  interns 
for  selective  military  service,  Colonel  Alexander 
Murray,  in  charge  of  the  University  of  Buffalo’s 
R.  O.  T.  C.,  told  the  county  society  on  Novem- 
ber 8 in  Hotel  Statler,  as  reported  in  the  Buffalo 
Evening  News. 

“England,”  said  Colonel  Murray,  “learned  a 
bitter  lesson  early  in  this  war  when  she  insisted 
that  her  young  doctors  and  interns  be  put  in 
trenches  with  the  other  young  men.  She  soon 
found  herself  short  of  doctors. 

“The  United  States  Government  does  not 
intend  to  call  her  medical  men  for  service  until 
they  complete  their  internship  and  are  fully 
qualified  as  physicians.” 

The  society  also  passed  a resolution  of  its 
economics  committee  asking  the  Board  of  Super- 
visors “promptly  to  reconsider  the  recommen- 
dations of  the  County  Welfare  Department 
regarding  the  plan  for  an  improved  health  pro- 
gram.” 

The  plan  involves  permitting  patients  to  call 
in  their  own  doctors  instead  of  going  to  Meyer 
Memorial  Hospital,  stipulating  free  limits. 

The  proposal  calls  for  an  estimated  expendi- 
ture of  about  $82,000  for  six  months,  of  which 
about  $38,000  would  be  fees  for  physicians. 
No  doctor  would  be  permitted  to  charge  the 
county  more  than  $50  monthly  for  services  to 
indigent  welfare  patients.  At  present,  Buffalo 
physicians  are  performing  free  services  that 
would  total  more  than  $1,000,000  a year  if  a regu- 
lar charge  were  made. 

The  Supervisors’  Committee  had  voted  on 
November  13  to  table  the  plan.  It  was  again 
brought  up  on  November  25,  but,  because  of 
disagreement  between  the  state  and  county  wel- 
fare departments  over  financing,  the  committee 
declined  to  approve  it. 

Dr.  Edmond  E.  Blaauw,  of  Buffalo,  was  feted 
on  November  14  by  his  friends  at  a dinner  at  the 
Saturn  Club.  Dr.  Blaauw  presented  an  origi- 
nal paper  on  “Glaucoma  Capsularis.”  Dr.  Ralph 
Lloyd,  recent  president-elect  of  the  American 
Academy  of  Ophthalmology  and  Otolaryn- 
gology, was  present  to  discuss  the  paper  and 
paid  tribute  to  Dr.  Blaauw  and  all  that  he  has 
contributed  to  ophthalmology.  Dr.  Blaauw 
was  given  a parchment  certificate  of  life 
membership  in  the  Buffalo  Ophthalmologic 
Club. 

Franklin  County 

The  Saranac  Lake  Medical  Society  held  its 
first  meeting  of  the  season  in  the  John  Black 
Room  of  the  Saranac  Laboratory  on  November 
13.  Drs.  S.  F.  Marshall  and  E.  D.  Kiefer  of  the 
Lahey  Clinic,  Boston,  discussed  “Medical  and 
Surgical  Treatment  of  Peptic  Ulcer”  at  an  after- 
noon clinic  and  a formal  evening  session.  The 
society  unanimously  adopted  a resolution  recom- 
mending that  all  men  entering  the  armed  sevices 
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receive  a chest  x-ray  before  induction. — Reported 
by  LeRoy  H.  Wardner,  M.D.,  Secretary. 

Jefferson  County 

Dr.  Frederic  R.  Calkins,  chief  of  the  surgical 
staff  of  both  the  House  of  the  Good  Samaritan 
and  the  Mercy  Hospital  at  Watertown,  was 
elected  president  of  the  county  society  at  the 
annual  meeting  on  November  14  at  the  Black 
River  Valley  Club. 

Dr.  Calkins  succeeds  Dr.  Harold  L.  Gokey,  of 
Alexandria  Bay,  and  was  elevated  from  the  vice- 
presidency. He  has  served  as  president  of  the 
society  before — elected  January  11,  1912. 

Dr.  E.  Clifford  Soults,  of  Carthage,  was 
elected  vice-president  to  succeed  Dr.  Calkins. 
The  secretary,  Dr.  Charles  A.  Prudhon,  and  the 
treasurer,  Dr.  Walter  Fox  Smith,  were  re-elected. 
The  censors  elected  are:  Dr.  Gokey,  Dr.  Jesse 
R.  Pawling,  Dr.  David  G.  Gregor,  Dr.  Harlow 
E.  Ralph,  of  Belleville,  and  Dr.  James  E.  Mc- 
Askill. 

The  guest  speaker  was  Dr.  A.  C.  Silverman, 
of  Syracuse,  whose  topic  was  “Acute  Infections 
of  the  Nervous  System.” 

Kings  County 

The  scientific  topics  and  speakers  at  the  meet- 
ing of  the  county  society  on  November  19  were: 
(1)  “The  Present  Status  of  the  Problem  of 
Arthritis,”  Dr.  Ralph  Pemberton,  and  (2) 
“On  Certain  Special  Eye  Problems  in  Ex- 
ophthalmic Goiter,”  Dr.  James  H.  Means. 

The  society  voted  to  approve  the  “activities 
and  purposes”  of  the  Medical  Expense  Fund  of 
New  York.  The  fund  provides  an  insurance  plan 
for  payment  of  medical  expenses.  Dr.  Thomas 
McGoldrick  introduced  the  proposal  that  the 
society  vote  approval  of  the  plan. 

The  Friday  Afternoon  Lectures  on  December 
6 and  13  were:  (1)  “The  Eye  Ground  Examina- 
tion,” Dr.  Arthur  J.  Bedell,  and  (2)  “Recent 
Advances  in  Diagnostic  Radiology,”  Dr.  Ber- 
nard S.  Epstein.  These  are  the  last  lectures  of 
the  fall  series. 

The  Medical  Society  of  Bay  Ridge  celebrated 
its  twenty-fifth  anniversary  on  November  12 
with  a dinner  and  scientific  addresses. 

Dr.  Paul  Reznikoff  spoke  on  the  newer  aspects 
of  anemias.  The  paper  was  supplemented  by 
slides.  Dr.  George  Brancato’s  discussion  of  the 
paper  was  followed  by  an  open  discussion. 

Dr.  Frank  Eliot  West,  dean  of  the  Long  Island 
Hospital  College  of  Medicine  from  1912  to  1920 
and  Professor  Emeritus  of  Therapeutics  and 
Clinical  Medicine  at  that  institution  since  1921, 
died  at  Brooklyn  Hospital  on  November  21. 
He  was  90. 

Dr.  West  was  a founder  of  the  Associated 
Physicians  of  Long  Island,  former  president  and 
trustee  of  the  Kings  County  Medical  Society, 
and  past-president  of  the  Long  Island  Hospital 
College  Alumni  Association.  He  was  the  author 
of  many  professional  papers  in  his  medical  field. 

A three-cents-a-day  plan  insuring  its  mem- 
bers up  to  &500  a year  medical  attention  in  a 
manner  similar  to  the  Associated  Hospital  Serv- 
ice plan  was  started  on  November  15  by  the 
newly  formed  Medical  Expense  Fund  of  New 
York,  Inc.,  at  a public  meeting  in  the  Brooklyn 


Academy  of  Music.  Two  thousand  physicians  in 
seventeen  counties  of  the  state  are  affiliated  with 
the  project. 

Speakers  at  the  meeting,  all  of  whom  are 
members  of  the  board  of  trustees  of  the  Medical 
Expense  Fund,  were  Dr.  Chas.  G.  Heyd,  former 
president  of  the  American  Medical  Association; 
Representative  Emanuel  Celler,  of  Brooklyn; 
Dr.  John  B.  D’Albora,  former  president  of  the 
Kings  County  Medical  Society;  Dr.  Joseph 
Wrana,  former  president  of  the  Queens  County 
Medical  Society;  and  Dr.  Frederic  E.  Elliott,  of 
Brooklyn,  administrative  officer  of  the  organiza- 
tion. 

Nassau  County 

The  scientific  program  presented  before  the 
county  society  on  November  26  was  as  follows: 

“A  New  Maneuver  for  Shoulder  Delivery,” 
illustrated  by  motion  pictures  and  manikin 
demonstration,  by  Dr.  Charles  Edwin  Woods, 
Westbury.  Discussion  was  opened  by  Dr. 
Harvey  B.  Matthews,  Brooklyn,  regional  con- 
sultant, Subcommittee  on  Maternal  Welfare, 
Medical  Society  of  the  State  of  New  York.  The 
sound  motion  picture,  “When  Bobby  Goes  to 
School,”  was  also  shown. 

New  York  County 

In  the  New  York  Times  for  November  27  ap- 
peared the  following  excellent  report  of  the 
annual  election  of  officers  in  New  York  County: 

“DOCTORS’  VOTE  SEEN  A.M.A.  VICTORY  AS 
REGULAR  TICKET  SCORES  SWEEP” 

“Results  in  Annual  Election  of  the  New  York  Society, 
National  Group’s  Biggest  Unit,  Is  Held  Blow  to 
Socialized  Medicine” 

“The  annual  election  of  officers  of  the  Medical 
Society  of  the  County  of  New  York,  in  which  the 
regular  ticket  sponsored  by  the  society’s  leader- 
ship was  opposed  by  a group  advocating  changes 
in  the  established  policies  and  principles  of  the 
American  Medical  Association,  resulted  in  a 
clean  sweep  for  all  the  candidates  of  the  regular 
ticket. 

The  tally  of  the  vote,  which  was  completed 
early  yesterday  morning  at  The  New  York 
Academy  of  Medicine  where  the  election  was 
held  all  day  Monday,  showed  that  2,316  physi- 
cians and  surgeons  from  New  York  County, 
nearly  50  per  cent  of  the  membership,  had 
participated  in  the  election,  the  most  hotly 
contested  in  the  society’s  125  years,  and  had 
cast  a vote  of  about  2 to  1 in  favor  of  the  candi- 
dates on  the  regular  ticket.  The  vote,  according 
to  the  society’s  officials,  was  the  largest  ever 
cast  and  showed  that  the  city’s  physicians  are 
beginning  to  take  a keener  interest  than  ever  be- 
fore in  the  problems  confronting  medicine  in  a 
changing  world.” 

“Held  Nationally  Significant” 

“While  the  election  was  local,  it  was  regarded 
by  leaders  in  both  groups  as  having  far-reaching 
national  significance.  The  New  York  County 
Medical  Society,  it  was  pointed  out,  is  the  largest 
single  component  of  the  American  Medical  As- 
sociation, which,  in  turn,  speaks  for  organized 
medicine  in  the  United  States.  A victory  for 
the  opposition  ticket,  running  on  a platform  di- 
rectly challenging  the  policies  of  the  A.M.A., 
could  have  been  interpreted  in  some  quarters 
as  a repudiation  of  some  of  the  basic  policies  of 
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organized  medicine  by  the  membership  of  its 
most  important  unit. 

“The  campaign  preceding  the  election,  carried 
on  mostly  through  the  mails,  was  marked  by 
sharp  exchanges  on  both  sides.  The  opposition 
group,  numbering  among  its  leaders  Drs.  Ernst 
P.  Boas,  Henry  B.  Richardson,  Bernard  S. 
Denzer,  Giles  W.  Thomas,  Carl  Binger,  Yale 
Kneeland,  Jr.,  Harry  S.  Mackler,  and  Edward 
K.  Barsky,  charged  that  horse  and  buggy 
minds  were  at  the  helm  of  organized  medicine 
in  the  United  States  and  in  New  York  City. 
The  leadership  of  the  county  society,  of  which 
Dr.  Walter  P.  Anderton  is  president,  retaliated 
by  charging  that  the  opposition  group  was  aim- 
ing to  bring  socialized  medicine  in  the  United 
States.” 

“Results  of  Election” 

“Dr.  B.  Wallace  Hamilton,  secretary  of  the 
society  for  the  last  five  years,  who  was  opposed 
by  Dr.  Robert  S.  Goodhart,  was  re-elected  by  a 
vote  of  1,534  to  782.  The  other  candidates  and 
their  votes  were  as  follows : 

“Chairman  of  the  Committee  on  Legislation — 
Dr.  Arthur  M.  Master,  1,540  (re-elected); 
Dr.  Edward  K.  Barsky,  763. 

“Chairman  of  the  Committee  on  Public  Rela- 
tions— Dr.  W.  Bayard  Long,  1,415;  Dr.  Ernst 
P.  Boas,  895. 

“Chairman  of  the  Committee  on  Medical 
Economics — Dr.  William  B.  Rawls,  1,427;  Dr. 
Yale  Kneeland,  Jr.,  863. 

“Chairman  of  the  Committee  on  Member- 
ship— Dr.  David  H.  Orgel,  1,376;  Dr.  Giles  W. 
Thomas,  872. 

“The  chairmen  of  these  standing  committees 
also  serve  as  members  of  the  comitia  minora,  the 
society’s  board  of  directors. 

“Those  named  to  the  important  post  of  cen- 
sors. . . . were  as  follows: 

“Dr.  Luther  B.  McKenzie,  1,468;  Dr.  William 
Crawford  White,  1,436;  Dr.  Roy  B.  Henline, 
1,471. 

“The  vote  for  the  ten  regular  candidates 
elected  as  members  of  the  House  of  Delegates  of 
the  Medical  Society  of  the  State  of  New  York 
was  as  follows : 

“Dr.  Samuel  B.  Burk,  1,490;  Dr.  Arthur  A. 
Cinelli,  1,329;  Dr.  Ira  Cohen,  1,417;  Dr.  B. 
Wallace  Hamilton,  1,502;  Dr.  Alfred  M.  Hell- 
man,  1,473;  Dr.  David  J.  Kaliski,  1,546;  Dr. 
Francis  N.  Kimball,  1,405;  Dr.  Peter  M.  Murray, 
1,432;  Dr.  R.  Emmet  Walsh,  1,389;  Dr.  Irving 
S.  Wright,  1,448. 

“The  candidates  for  other  offices,  who  ran 
unopposed,  received  the  following  votes:  Dr. 
Maximilian  A.  Ramirez,  president-elect,  2,031; 
Dr.  J.  Stanley  Kenney,  first  vice-president, 
2,030;  Dr.  Conrad  Berens,  second  vice-president, 
2,005;  Dr.  Alfred  G.  Forman,  assistant  secretary, 
1,924;  Dr.  Kirby  Dwight,  treasurer  (re-elected), 
1,971;  Dr.  John  H.  Carroll,  assistant  treasurer, 
1,921;  Dr.  Walter  P.  Anderton,  trustee  for  five 
years,  1,741.” 

A convention  of  the  organized  medical  and 
dental  professions  of  Greater  New  York  was 
held  at  the  Hotel  Pennsylvania  on  December 
2,  with  an  impressive  array  of  speakers. 

The  alumni  association  of  the  De  Lamar  In- 
stitute of  Public  Health,  Columbia  University 
College  of  Physicians  and  Surgeons,  gave  a din- 


ner in  honor  of  Dr.  Harry  Stoll  Mustard,  new 
director  of  the  Institute,  at  the  Hotel  George 
Washington,  New  York  City,  on  November  19. 

A long-range  medical  program  for  New  York 
City,  described  as  a translation  of  the  eight- 
point  national  health  platform  of  the  American 
Medical  Association  to  New  York  City’s  local 
medical  needs,  was  presented  on  November  16 
at  a special  meeting  of  the  county  society  at 
The  New  York  Academy  of  Medicine. 

The  program  asks  that  one  agency  instead  of 
several  be  responsible  for  planning  and  admin- 
istering medical  care  to  the  medically  indigent; 
that  the  county  society  demand  from  the  city 
adequate  appropriations  for  prevention  of  disease 
and  care  of  the  sick ; that  a coordinating  council 
be  provided  to  plan  a united  health  program  for 
the  five  boroughs;  that  a permanent  health 
council  be  established  in  which  medical  as  well 
as  interested  lay  groups  will  be  represented ; that 
a council  on  medical  care  be  formed  for  extending 
and  improving  hospital,  outpatient,  and  home 
medical  care;  that  a means  be  devised  for  the 
full  utilization  of  beds  in  voluntary  hospitals 
now  vacant;  and  that  the  county  society  en- 
courage the  “honest  experimentation  in  new 
methods  of  medical  care.” 

The  program  was  presented  on  behalf  of  a 
group  of  members  by  Dr.  Ernst  P.  Boas,  chair- 
man of  the  society’s  committee  on  public  rela- 
tions and  a member  of  the  comitia  minora. 

A new  medical  care  experiment  providing  for 
physician’s  services  and  other  medical  attention 
at  $3.00  a year  per  person  was  instituted  at 
the  Vladeck  Houses  on  New  York’s  Lower  East 
Side  on  November  12. 

The  plan,  approved  by  the  Medical  Society  of 
the  County  of  New  York,  is  declared  to  be  the 
first  prepayment  health  and  sickness  plan  for 
slum-clearance  housing  project  tenants  in  the 
United  States. 

Under  the  arrangement  members  of  the  low- 
income  group  living  in  the  project  will  receive 
medical  care  from  physicians  chosen  by  them- 
selves and  also  will  have  the  benefit  of  consulta- 
tions, hospitalization,  laboratory  tests,  and  x- 
rays  when  necessary,  with  medicine  and  sick- 
room supplies  at  minimum  rates  and  visiting- 
nurse  service  in  the  home  when  needed. 

The  charge  of  $3.00  a year  a person  or  $12  a year 
for  a family  of  four  or  more  may  be  paid  in  in- 
stallments of  as  little  as  25  cents  a month,  all 
money  being  turned  over  to  the  physicians  serv- 
ing. 

The  plan  will  be  supervised  by  the  Corlears 
Hook  Medical  Association.  Neighborhood  phy- 
sicians and  two  nearby  hospitals,  Beth  Israel  and 
Gouverneur,  will  take  part  in  the  experiment. 

Dr.  Joseph  Jordan  Eller  gave  a series  of  lec- 
tures during  the  week  of  November  14  on 
“Tumors  of  the  Skin,”  and  conducted  several 
clinics  in  San  Jose,  Costa  Rica,  on  general  derma- 
tology before  the  Faculty  of  Medicine  of  Costa 
Rica.  He  was  made  an  honorary  member  of 
this  organization. 

Dr.  William  Healy,  of  Boston,  spoke  on 
“Psychiatry  and  the  Normal  Life”  at  The 
New  York  Academy  of  Medicine  on  December 
12  in  the  course  of  “Lectures  to  the  Laity  on  the 
Art  and  Romance  of  Medicine.” 
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Niagara  County 

A symposium  on  obstetrics  and  gynecology 
conducted  by  four  staff  members  of  the  Uni- 
versity of  Rochester  featured  the  meeting  of  the 
county  society  on  November  12  in  Lockport. 

Taking  part  were  Dr.  R.  N.  Ritchie,  Dr.  W.  L. 
Ekas,  Dr.  G.  P.  Heckel,  and  Dr.  D.  H.  Kariher. 

After  the  symposium  a new  technicolor  film 
showing  “The  Clinical  Uses  and  Practices  of 
Adrenal  Cortex  Extract”  was  presented  and  dis- 
cussed by  Dr.  James  M.  Scott,  of  Kalamazoo, 
Mich.,  and  Toronto. 

Oneida  County 

Dr.  Irving  Pardee,  director  of  the  Neurological 
Institute,  New  York  City,  addressed  the  Utica 
Academy  of  Medicine,  November  14,  on  “En- 
docrine Disease.”  A motion  picture  on  “The 
Influence  of  Drugs  on  Gastro-Intestinal  Mo- 
tility” was  shown. 

Onondaga  County 

The  scientific  program  of  the  Syracuse 
Academy  of  Medicine  on  November  19  contained 
these  addresses  and  discussions : (1)  “An  Analy- 
sis of  Treated  Hay  Fever  Patients  at  the  Allergy 
Clinic,  Syracuse  Free  Dispensary,”  by  Dr. 
Marguerite  P.  McCarthy  and  Dr.  Joseph  R. 
Wiseman,  presented  by  Dr.  McCarthy  and  with 
the  discussion  opened  by  Dr.  Charles  D.  Post; 
(2)  “Nodular  (Adenomatous)  Goiter — Present 
Day  Concepts  of  Its  Management,”  by  Dr. 
Frederick  S.  Wetherell,  with  the  discussion 
opened  by  Dr.  William  A.  Groat;  and  (3) 
“Patent  Ductus  Arteriosis,  with  Operation — 
Case  Report,”  by  Dr.  Robert  C.  Schwartz,  with 
the  discussion  opened  by  Dr.  Tyree  C.  Wyatt. 

The  Syracuse  Obstetric  Society  met  on 
November  12  for  a “Discussion  of  Two  Mortali- 
ties.” A motion  picture.  Dr.  J.  B.  De  Lee’s 
“Eclampsia,”  was  shown. 

The  effectiveness  of  the  Syracuse  Obstetric 
Society  is  attested  by  the  regular  attendance  of 
obstetricians  from  Utica,  Watertown,  Auburn, 
and  Binghamton,  as  well  as  the  men  from  the 
immediate  locality. 

The  College  of  Medicine  at  Syracuse  Univer- 
sity has  been  authorized  by  the  war  department 
to  organize  a general  hospital  for  the  United 
States  Army,  Dean  H.  G.  Weiskotten  announces. 

The  hospital  will  be  designed  to  provide  for 
1,000  patients  under  “combat  conditions”  and 
will  require  a complement  of  fifty-five  com- 
missioned officers  to  be  selected  from  the  college 
staff.  Similar  units  are  being  formed  at  other 
medical  schools. 

Dean  Weiskotten  said  the  hospital  unit  will 
not  be  mobilized  “prior  to  the  declaration  of  a 
national  emergency”  without  the  consent  of  the 
personnel. 

Dr.  R.  S.  Farr,  professor  of  orthopedic  surgery, 
has  been  selected  to  head  the  surgical  service  of 
the  hospital  and  to  serve  as  its  peace-time  di- 
rector. Dr.  W.  D.  Ayer,  professor  of  clinical 
medicine,  will  head  the  medical  service. 

Ontario  County 

Dr.  Philip  M.  Standish  entertained  the  Canan- 
daigua Medical  Society  at  his  home  on  Novem- 
ber 14.  Dr.  Herman  Pearce  of  Rochester  spoke 
on  “The  Treatment  of  Varicose  Veins  and  Other 
Circulatory  Conditions.” 


Oswego  County 

Dr.  William  F.  Conners,  of  Fulton,  who  died 
on  November  14  at  the  age  of  90,  had  practiced 
fifty-eight  years  and  had  held  prominent  posts 
in  state,  county,  and  city  medical  bodies. 

Queens  County 

The  annual  meeting  of  the  county  society  was 
held  on  November  26,  and  the  following  officers 
were  elected  for  the  ensuing  year:  president- 

elect, Dr.  Chester  L.  Davidson;  secretary,  Dr. 
Walter  L.  Lynn;  assistant  secretary,  Dr.  Ezra 
A.  Wolff;  treasurer,  Dr.  Vincent  Juster;  assistant 
treasurer,  Dr.  John  Sheehy;  historian,  Dr.  W. 
Guernsey  Frey,  Jr.;  directing  librarian,  Dr. 
William  Benenson;  assistant  directing  librar- 
ian, Dr.  Elmer  Kleefield.  The  censors  are: 
Third  District,  Dr.  Daniel  J.  Swan;  Fourth 
District,  Dr.  Leo  Goldberg;  Fifth  District,  Dr. 
Samuel  Dillon;  and  at  large,  Dr.  Samuel  M. 
Klein.  The  three  trustees  are  Drs.  Frank  R. 
Mazzola,  Francis  Riley,  and  Edward  Veprovsky. 
Drs.  W.  Guernsey  Frey,  Jr.,  and  H.  P.  Mencken 
were  elected  delegates,  and  Drs.  Morris  Bender, 
William  Benenson,  Elmer  Kleefield,  and  Ezra  A. 
Wolff  were  elected  alternates. 

Rensselaer  County 

The  county  society  met  on  November  12, 
with  a program  featuring  addresses  by  Dr. 
John  J.  Keenan  and  Dr.  Harry  T.  Wygant. 
Dr.  Keenan  spoke  on  “Estrogenic  Substances” 
and  Dr.  Wygant  on  “True  Postoperative  Ileus.” 

Rockland  County 

A course  of  lectures  on  diseases  of  the  chest 
sponsored  by  the  Council  Committee  on  Public 
Health  and  Education  of  the  Medical  Society 
of  the  State  of  New  York,  has  been  arranged  for 
the  members  of  the  Rockland  County  Medical 
Society.  The  meetings  are  held  at  the  Summit 
Park  Sanatorium,  Pomona,  at  3:30  p.m.,  each 
Friday,  November  15  through  December  27. 

St.  Lawrence  County 

Dr.  U.  R.  Plante,  of  Massena,  was  elected 
president  of  the  county  society  at  the  annual 
meeting  at  Potsdam  on  November  7. 

Other  officers  chosen  were:  Dr.  William  J. 
Baldwin,  Potsdam,  vice-president;  Dr.  Samuel 
W.  Close,  Gouverneur,  secretary  emeritus;  Dr. 
Robert  J.  Reynolds,  Potsdam,  secretary;  and 
Dr.  Lloyd  T.  McNulty,  Potsdam,  treasurer. 
Hereafter,  annual  meetings  will  be  held  on  the 
second  Thursday  in  October. 

Major  Fred  D.  Ritter,  Syracuse,  of  the  army 
medical  corps,  discussed  the  medical  phases  of 
the  national  defense  plan. 

Saratoga  County 

Dr.  Richard  H.  McCarty,  75,  of  Saratoga 
Springs,  who  died  on  November  16,  had  practiced 
fifty-four  years. 

Schenectady  County 

Dr.  Peter  McPartlon,  68,  of  Schenectady,  who 
died  on  November  20,  was  a pioneer  in  the  battle 
against  tuberculosis  there  and  superintendent  of 
the  Glenridge  Sanitarium  for  twenty-one  years. 

Schoharie  County 

Seven  weekly  postgraduate  lectures  on  in- 
ternal medicine  are  sponsored  by  the  county  so- 
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ciety,  it  is  announced  by  Dr.  David  W.  Beard, 
president.  The  first  in  the  series  was  given  on 
November  19  in  Cobleskill  central  school. 

Professors  from  medical  colleges  of  New  York 
City  teach  this  postgraduate  course,  which 
is  supplied  by  the  State  Medical  Society  to 
county  groups. 

Tompkins  County 

At  a meeting  of  the  county  society  on  No- 
vember 26,  the  following  physicians  were  elected 
to  membership:  Dr.  Muriel  Cuykendall  and 
Dr.  Adrian  G.  Gould,  Ithaca. 

The  speaker  was  Dr.  W.  P.  Van  Wagenen,  of 
Rochester,  who  gave  a most  interesting  and 
instructive  talk  on  “Differentiation  of  Surgical 
and  Nonsurgical  Type  of  Head  Injuries.” — 
Willetts  Wilson,  M.D.,  Secretary-Treasurer. 

Ulster  County 

Dr.  William  S.  Bush,  president  of  the  county 
society,  was  a principal  speaker  at  a meeting, 
in  Kingston  on  November  12,  to  promote  a larger 
public  health  nursing  program  in  the  county. 
Other  speakers  were  Dr.  Frederick  W.  Holcomb 
and  Dr.  Hollis  S.  Ingraham,  district  health  offi- 
cer. 

Westchester  County 

The  American  people  have  paid  so  little  atten- 
tion to  physical  fitness  that  it  will  be  necessary 
to  draft  3,000,000  men  to  secure  an  army  of 
2,000,000,  Dr.  Nathan  B.  Van  Etten,  president 
of  the  American  Medical  Association,  declared 
at  the  143rd  annual  meeting  of  the  Westchester 
Medical  Society,  on  November  19. 

“We  are  boastful  of  our  schools  and  colleges,  of 
our  increased  literacy,  our  number  of  college 
students,”  he  said.  “We  have  idealized  life  in 
the  learned  professions,  we  have  educated  so 
many  people  to  wear  white  collars  that  there 
are  not  enough  people  who  are  fit  for  the  skilled 
mechanical  work  we  now  need  so  badly. 


“We  have  stimulated  false  pride  in  attainment 
of  college  degrees  and  dislocated  labor  by  crowd- 
ing some  fields  while  others  are  poorly  supplied. 
We  have  encouraged  a complacent  snobbery  that 
looks  down  its  nose  at  productive  labor.  We 
have  paid  so  little  attention  to  physical  fitness 
that  we  shall  have  to  draft  3,000,000  men  if  we 
shall  secure  an  army  of  2,000,000.” 

He  advocated  a new  health  program,  in  which 
a national  department  of  health  with  a secretary 
of  health  in  the  President’s  Cabinet  would  play 
an  important  part. 

Dr.  Reginald  A.  Higgons,  of  Port  Chester, 
was  elected  president  of  the  society  to  succeed 
Dr.  Henry  J.  Vier,  of  White  Plains.  Dr.  George 
C.  Adie,  of  New  Rochelle,  was  elected  vice- 
president;  Dr.  E.  Christopher  Wood,  of  White 
Plains,  second  vice-president;  Dr.  Virginio 
Minervini,  of  Yonkers,  secretary;  and  Dr. 
William  A.  Newlands,  of  Tarrytown,  treasurer. 

Dr.  Vier;  Dr.  Wilbur  W.  Stearns,  of  Yonkers; 
and  Dr.  Walter  H.  Brundage,  of  Pelham,  were 
elected  to  the  Board  of  Censors  for  two  years. 
Dr.  Arthur  F.  Heyl,  of  New  Rochelle;  Dr. 
Andrew  A.  Eggston,  of  Mount  Vernon;  and  Dr. 
Romeo  Roberto,  of  Yonkers,  were  elected  dele- 
gates to  the  State  Medical  Society. 

Addresses  were  also  delivered  by  Dr.  Higgons 
and  Dr.  Vier.  James  E.  Bryan,  executive  secre- 
tary, reported  that  85  per  cent  of  the  practicing 
physicians  of  Westchester  are  society  members. 

The  General  Practitioner’s  Section  of  the 
society  held  its  second  meeting  on  November  13, 
at  the  New  York  Hospital,  Westchester  Division, 
in  White  Plains.  The  guest  speaker  was  Dr. 
Archibald  Malloch,  librarian  of  The  New  York 
Academy  of  Medicine.  Dr.  Malloch  spoke  on 
Sir  William  Osier. 

Dr.  Frank  Newton  Irwin,  75,  of  White  Plains, 
who  died  on  November  11,  was  a past-president 
of  the  New  York  Ophthalmological  Society. 


Deaths  of  New  York  State  Physicians 


Name 

Age 

Medical  School 

Date  of  Death 

Residence 

Willis  S.  Cobb 

78 

Albany 

October  5 

Corning 

William  F.  Cunningham 

51 

Yale 

November  19 

Manhattan 

Frank  LeC.  Dowe 

73 

N.  Y.  Horn. 

November  18 

Manhattan 

Willard  D.  Duckworth 

57 

N.  Y.  Horn. 

November  10 

New  Rochelle 

Benjamin  Escoe 

39 

N.  Y.  Horn. 

September  22 

Manhattan 

Leonard  K.  Graves 

84 

Columbian 

November  12 

Elmhurst 

Frank  N.  Irwin 

75 

Pennsylvania 

November  11 

White  Plains 

Samuel  T.  King 

83 

P.  & S.  N.  Y. 

November  23 

Baldwin 

Henry  T.  Lee 

68 

P.  & S.  N.  Y. 

November  17 

Manhattan 

Simon  J.  Mason 

31 

Cincinnati 

November  12 

Manhattan 

Peter  McPartlon 

68 

Albany 

November  20 

Schenectady 

George  W.  Roos 

73 

Buffalo 

November  5 

Wellsville 

Frank  E.  West 

90 

L.  I.  C.  Hosp. 

November  21 

Brooklyn 

William  R.  Williams 

73 

P.  & S.  N.  Y. 

November  17 

Manhattan 

The  Eighteenth  Annual  Meeting  of  the 
American  Orthopsychiatric  Association,  an  or- 
ganization for  the  study  and  treatment  of  be- 
havior and  its  disorders,  will  be  held  at  the 


Hotel  Pennsylvania,  New  York  City,  on  Febru- 
ary 20,  21,  and  22,  1941.  A registration  fee  will 
be  charged  for  nonmembers.  Preliminary  pro- 
gram will  be  sent  on  request. 


Medical  Expense  Fund  of  New  York,  Inc. 


IN  the  press  of  November  15,  1940,  there  was  a 
news  item  reporting  a public  meeting  in  the 
Brooklyn  Academy  of  Music  at  the  instance  of 
the  Medical  Expense  Fund  of  New  York,  Inc. 
Two  thousand  physicians  from  seventeen  coun- 
ties of  the  state,  it  was  announced,  are  affiliated 
with  the  project.  The  corporation  has  started 
to  sell  policies  to  employed  groups. 

At  the  regular  meeting  of  the  Kings  County 
Medical  Society  held  at  the  Society  building, 
1313  Bedford  Avenue,  Brooklyn,  November  19, 
1940,  the  medical  society  went  on  record  as  ap- 
proving the  Medical  Expense  Fund  of  New 
York,  Inc.  This  approval  did  not  preclude  the 
consideration  of  other  medical  expense  plans 
which  might  be  presented  to  the  society. 

The  New  York  Herald  Tribum  published  the 
following  editorial  on  November  16,  1940. 

* “ANOTHER  MEDICAL  PLAN" 

“There  are  unmistakable  limitations  in  the 
plan  launched  by  the  Medical  Expense  Fund, 
Inc.,  to  provide  medical  care  up  to  a value  of 
$500  for  those  of  small  incomes.  Families  that 
must  live  on  $1,000  a year  or  less  cannot  be 
reached  because  they  cannot  make  the  pre- 
payments called  for,  which  means  that  the  vital 


problem  of  widely  distributing  medical  care  is 
not  touched.  The  patient  who  can  prepay  must 
choose  a doctor  on  the  Medical  Expense  Fund’s 
rolls,  though  that  doctor  may  not  have  the 
privileges  of  a good  voluntary  hospital. 

“It  has  long  been  apparent  to  teachers  in  the 
great  medical  schools  and  to  reformers  that  the 
hospital  is  the  logical  practitioner  of  medicine. 
To  be  sure,  it  does  have  its  ‘outpatient’  depart- 
ment where  the  very  poor  of  the  large  cities  may 
receive  excellent  service.  As  the  law  and  the 
policy  of  organized  medicine  stand,  it  may  not 
compete  with  the  private  practitioner,  so  that 
it  becomes  a special  kind  of  hotel  for  those  who 
can  afford  to  pay  for  accommodation  in  quarters 
that  are  not  given  over  to  the  free  wards.  Medi- 
cine is  so  ramified,  so  complex,  that  no  one  man 
can  possibly  master  it.  To  send  patients  to 
specialists  and  laboratories — the  present  method 
even  in  cases  which  are  not  difficult — is  simply 
to  pile  up  expense  that  the  low-income  group  can- 
not meet.  Only  the  pooled  attention  of  a group 
of  physicians,  with  laboratories  at  their  back, 
can  solve  the  problem.  Yet  instead  of  removing 
obstructions  that  now  prevent  the  practice  of 
medicine  by  teams  of  specialists  and  laboratory 
technicians  and  the  extension  of  the  three-cents- 
a-day  plan  of  the  Associated  Hospitals  to  in- 
clude medical  care,  the  existing  unsatisfactory 
system,  with  its  emphasis  on  free  choice,  is  held 
out  as  the  only  one  that  the  public  should  have." 
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CHRISTMAS  IN  ENGLAND— WHAT  WILL  IT  BE  LIKE? 

Great  Britain  has  made  no  secret  of  its  fear  of  widespread  epidemics  in  the  cold,  wintry 
months  ahead.  Crippled  water  supply  systems,  damp  air-raid  shelters,  shattered  homes 
and  bombed  hospitals  contribute  to  the  growing  menace  of  sickness  and  disease.  Brit- 
ain’s limited  store  of  medical  and  surgical  equipment  is  being  dangerously  depleted. 

Britain’s  Civilian  Wounded  Are  Crying  for  Your  Help! 

The  Medical  and  Surgical  Supply  Committee  of  America,  with  headquarters  at  420 
Lexington  Avenue,  New  York  City,  composed  of  more  than  265  physicians  and  surgeons 
in  principal  cities  throughout  the  United  States,  is  calling  upon  all  doctors  and  their 
friends  to  contribute  toward  purchasing  1,000  emergency  operating  sets  in  khaki  canvas 
rolls  and  1,000  fitted  first-aid  metal  cases  to  be  shipped  to  Great  Britain  before  Christmas! 

The  price,  insurance  and  delivery  of  these  units  to  England  is : 

1 emergency  operating  unit 
1 first-aid  fitted  case 

Each  set  will  bear  a plate  with  the  donor’s  name,  if  desired. 

PLEASE  SEND  YOUR  CONTRIBUTIONS  TODAY  TO  ARTHUR  KUNZINGER 
TREASURER,  MEDICAL  AND  SURGICAL  SUPPLY  COMMITTEE  OF 
AMERICA,  420  LEXINGTON  AVENUE,  NEW  YORK  CITY 


$200.00 
$ 70.00 
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Medicolegal 

Lorenz  J.  Brosnan,  Esq. 

Counsel,  Medical  Society  of  the  State  of  New  York 

Charitable  Hospitals — Liability  for  Malpractice  of  Physician 


Certain  interesting  legal  principles  involving 
the  responsibility  of  hospitals  for  the  acts  of 
physicians  came  under  the  scrutiny  of  the  courts 
recently  in  a case  that  has  been  the  subject  of 
protracted  litigation  in  the  courts  of  this  state.* 
The  defendant  in  the  action  was  a charitable, 
not-for-profit  institution  maintaining  a medical 
school  and  a hospital.  In  1938  the  plaintiff  came 
to  the  hospital  and  underwent  a tonsillectomy  at 
the  free  clinic  attached  to  the  hospital.  She 
claimed  that  the  operation  was  improperly  per- 
formed by  the  doctor  assigned  to  the  care  of  her 
particular  case  and  that  she  sustained  serious 
personal  injuries  as  a result.  The  complaint 
charged  that  the  hospital  was  negligent  because 
it  permitted  a physician  to  operate  upon  the 
plaintiff,  who  was  not  fit  or  properly  qualified  to 
perform  the  operation,  and  that  it  permitted  him 
to  so  operate  without  making  a proper  and  ade- 
quate examination  to  determine  his  compensa- 
tion. 

The  action  was  commenced  more  than  two 
years  and  less  than  three  years  after  the  opera- 
tion. The  first  legal  point  which  caused  the  case 
to  be  taken  to  the  Appellate  Courts  was  an  appli- 
cation to  dismiss  the  complaint  on  the  grounds 
that  the  case  was  barred  by  the  two-year  statute 
of  limitations  governing  malpractice  actions 
rather  than  the  three-year  statute  of  limitations 
applicable  to  ordinary  negligence  cases.  The 
Appellate  Division  of  the  Supreme  Court  deter- 
mined that  the  three-year  statute  of  limitations 
was  controlling,  and  in  denying  the  motion  to 
dismiss  the  complaint  and  reversing  the  decision 
of  the  lower  court,  said  in  the  opinion  in  part  as 
follows : 

“In  our  opinion  the  act  which  is  the  basis  of 
this  action  is  not  the  malpractice  of  the  doctor, 
but  defendant’s  negligence  in  selecting  him 
when  it  knew  or  should  have  known  that  he 
was  not  qualified  to  perform  the  operation. 
That  is  the  charge  made  against  the  hospital 
both  by  the  allegations  of  the  complaint  and 
by  the  terms  of  the  stipulation  entered  into 
between  the  parties.  Defendant  may  be  held 
liable  only  for  its  negligence  in  selecting  the 
doctor,  not  for  the  latter’s  negligence  or  mal- 
practice in  performing  the  operation  (citing 
case).  In  other  words,  a charitable  institution 
which  makes  a doctor  available  for  the  pa- 
tient’s use  is  not  liable  for  malpractice.  It  is 
in  no  sense  an  employer  or  principal.  Hence, 
it  cannot  be  held  to  answer  for  the  doctor’s 
negligence  or  malpractice.  It  may  be  held 
liable  only  for  its  negligence  in  selecting  doc- 
tors who  are  incompetent  and  unfit  to  perform 
the  work  assigned  to  them.  There  is  a clear 
factual  and  legal  distinction  between  a doctor’s 
liability  for  malpractice  and  a hospital’s  li- 
ability for  its  negligence. 


“If  the  allegations  of  the  complaint  be  es- 
tablished, then  the  negligence  of  the  hospital 
in  selecting  the  doctor  and  the  malpractice  of 
the  doctor  in  performing  the  operation  were 
concurrent  causes  in  producing  a single  wrong 
or  injury  to  plaintiff,  for  which  she  may  re- 
cover against  the  hospital.  The  fact  that 
plaintiff  has  suffered  a single  wrong  or  injury 
to  her  person,  while  it  may  authorize  only  one 
recovery,  does  not  necessarily  give  rise  to  a 
single  cause  of  action.  It  may  give  rise  to 
several  causes  of  action;  ‘and,  in  determining 
which  period  of  limitation  applies  to  a particu- 
lar cause  of  action,  the  criterion  is  the  origin 
and  nature  of  the  liability  asserted’  (citing 
case).  Here  the  origin  and  nature  of  the  wrong 
alleged  give  rise  to  two  causes  of  action:  one 
against  the  doctor  for  malpractice,  and  one 
against  the  hospital  for  its  negligence  in  select- 
ing him.  The  former  is  governed  by  the  two- 
year  statute  and  the  latter  by  the  three-year 
statute.” 

The  action  then  proceeded  to  trial.  The  testi- 
mony showed  that  the  physician  who  performed 
the  operation  had  been  licensed  to  practice  medi- 
cine for  eighteen  years  and  that  prior  to  perform- 
ing the  operation  in  question,  he  had  engaged 
during  that  time  in  general  practice  and  had  per- 
formed approximately  fifty  tonsillectomies  be- 
fore the  one  complained  of.  He  had  on  February 
1,  1928,  entered  the  defendant  hospital  for  the 
purpose  of  taking  an  eight  months’  postgraduate 
course  in  otolaryngology.  The  course  consisted 
for  the  first  four  months  of  theoretical  work, 
lectures,  examination  of  patients,  diagnoses,  and 
the  like,  and  after  that  time  he  was  permitted  to 
do  operative  work  under  the  supervision  of  more 
skilled  and  experienced  physicians. 

Apparently  there  was  no  doubt  in  the  trial 
that  the  operation  itself  was  badly  performed. 
The  doctor  removed  not  only  the  tonsils  but  the 
uvula  and  the  pillars.  The  operation  was  de- 
scribed by  the  chief  of  staff  as  “a  butcher’s 
job.”  The  doctor  performed  the  operation  at  a 
time  when  the  tonsils  were  inflamed  and  took 
about  three  hours  to  perform  the  surgery,  al- 
though ordinarily  such  procedure  required  about 
fifteen  minutes. 

The  case  was  submitted  to  the  jury  and  a ver- 
dict rendered  in  favor  of  the  plaintiff.  Upon 
appeal  to  the  Appellate  Division  of  the  Supreme 
Court,  however,  the  judgment  of  the  trial  court 
was  reversed  on  the  law  and  the  complaint  dis- 
missed. That  Court  came  to  the  conclusion  that 
“while  plaintiff’s  proof  was  sufficient  to  show  that 
the  doctor  who  operated  upon  her  was  negligent 
and  the  injuries  she  suffered  were  the  result  of 
his  negligence,  plaintiff  failed  to  establish  that  at 
the  time  the  defendant  assigned  the  doctor  to  per- 
form the  operation,  it  knew  or  should  have  known 
that  he  was  incompetent,”  and  that  “on  the 
other  hand,  the  uncontradicted  proof  shows  that 


* Roewekamp  v.  Hospital,  254  App.  Div.  265,  256  App. 

Div.  957,  283  N.  Y.  35. 
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defendant  was  not  negligent  in  assigning  the 
doctor  to  perform  the  operation.”  The  Court 
also  ruled  that  the  fact  that  the  physician  might 
have  shown  himself  to  have  been  negligent  in 
the  manner  in  which  he  performed  the  operation 
upon  the  plaintiff  could  not  properly  be  construed 
as  proof  of  the  hospital’s  knowledge  of  the  doc- 
tor’s general  incompetency  prior  to  the  time  he 


was  assigned  to  perform  the  particular  opera- 
tion. 

The  plaintiff  appealed  to  the  Court  of  Appeals 
and  that  Court  unanimously  affirmed  the  judg- 
ment in  favor  of  the  hospital,  thereby  finally 
establishing  that  the  cause  of  action  charged  in 
the  complaint  had  not  been  sustained  by  the 
plaintiff. 


Inquiries 


A short  time  ago  your  counsel  received  a letter 
from  a physician  seeking  advice  with  re- 
spect to  a problem  stated  by  him,  so  far  as  ma- 
terial, as  follows : 

“Dear  Sir: 

I am  in  need  of  legal  advice  on  a case  which 
I handled,  and  which  may  be  brought  to  court 
for  malpractice. 

The  patient  was  struck  by  an  automobile, 
and  received  lacerations  of  the  scalp,  fore- 
head, and  bridge  of  the  nose.  He  was  brought 
to  my  office  by  the  driver  of  the  car.  Since 
it  had  been  a very  rainy  day,  the  patient  was 
covered  with  mud,  but  I cleaned  his  wounds 
and  face  generally  with  Hexylresorcinol,  and  I 
thought  every  speck  of  dirt  was  removed.  He 
was  given  tetanus  antitoxin  and  since  his  folks, 
who  had  been  notified  of  the  accident  and  had 
appeared  in  my  office,  were  much  worried 
about  the  boy  and  desired  the  best  of  care  for 
him,  I admitted  him  to  one  of  the  local  hospi- 
tals. I had  meanwhile  applied  2 per  cent 
gentian  violet  to  the  wound  and  covered  it 
with  sterile  dressings.  There  was  at  no  time 
any  infection,  but  the  wounds  on  his  forehead 
and  the  bridge  of  the  nose  have  become  dis- 
colored. I believe  this  to  be  tattoo  marks 
from  the  gentian  violet  which  infrequently 
occurs,  but  another  doctor  who  has  since  seen 
the  case  claims  that  the  wound  was  not  thor- 
oughly cleaned. 

The  driver  of  the  car  was  sued  in  court  and 
on  the  strength  of  a doctor’s  testimony  that  the 
facial  and  nose  disfigurement  would  be  per- 
manent unless  corrected  by  plastic  surgery, 
a judgment  for  $1,000  was  rendered  for  the 
patient.  However,  the  driver  of  the  car  has  no 
insurance  and  is  unable  to  pay.  So,  in  an  ef- 
fort to  collect  some  money  for  this  disfigure- 
ment, I am  threatened  with  a malpractice 
suit. 

The  question  which  I would  like  answered 
is:  Am  I liable  since  a judgment  for  all  dam- 
ages has  already  been  rendered.  Also,  is  there 
any  basis  for  a malpractice  suit  after  I treated 
the  patient  to  the  best  of  my  ability  and  at 
least  thought  that  all  foreign  material  had 
been  removed  and  prevented  any  infection 
from  setting  in?” 

“Very  truly  yours,” 
Your  Counsel’s  reply  was  as  follows: 


“Dear  Doctor: 

I note  that  a patient  who  was  injured  in  an 
automobile  accident  was  treated  by  you  and 
that  subsequent  to  said  treatment  the  injured 
person  recovered  a judgment  against  the  driver 
of  the  car  responsible  for  his  injuries.  I note, 
however,  that  the  judgment  in  the  sum  of 
$1,000  apparently  has  not  been  paid  due  to  the 
fact  that  the  defendant  in  that  action  carried 
no  insurance  and  apparently  has  no  money. 

A leading  case  in  the  State  of  New  York  on 
the  subject  in  question  is  the  case  of  Milks  v. 
M elver,  264  N.  Y.  267,  decided  in  1934  by  the 
Court  of  Appeals,  our  highest  State  Court. 
In  the  Milks  case  a child  was  injured  in  an 
automobile  accident  and  was  treated  for  her 
injuries  at  a hospital  by  the  defendant,  Mc- 
Iver.  After  her  discharge  from  his  care  an 
action  was  instituted  on  her  behalf  and  by  the 
father  against  the  owner  and  operator  of  the 
automobile  which  had  caused  the  original  in- 
jury. The  said  action  was  settled  for  a sub- 
stantial sum.  An  action  was  then  instituted 
by  the  same  plaintiffs  against  the  doctor  and 
an  application  was  made  to  the  Court  to  dis- 
miss the  complaint  upon  the  grounds  that  the 
said  settlement  automatically  released  any 
claim  for  malpractice  against  the  doctor.  The 
Lower  Court  and  the  Appellate  Courts  ruled 
that  the  settlement  necessarily  included  all 
the  injuries  caused  by  those  responsible  for  the 
automobile  accident  and  necessarily  compen- 
sated the  plaintiffs  for  what  might  have  been 
a claim  against  the  doctor. 

It  would  seem  clear  under  the  authority  of 
the  Milks  case  that  if  the  judgment  against  the 
driver  of  the  car  in  your  case  is  paid  or  satis- 
fied you  would  have  a complete  technical  de- 
fense to  a malpractice  action  which  may  be 
brought  against  you  by  this  patient.  However, 
if  the  said  judgment  remains  unpaid  and  un- 
satisfied, it  seems  to  me  altogether  possible 
for  a malpractice  action  to  be  successfully 
maintained  against  you,  since  the  theory  of 
the  Milks  case  is  to  prevent  a person  from  ob- 
taining a ‘double  satisfaction’  for  a single  in- 
jury. 

While  cases  from  other  states  may  be  help- 
ful in  connection  with  this  problem,  I believe 
that  the  Milks  case  referred  to  above,  being  a 
decision  by  our  Court  of  Appeals,  is  the  princi- 
pal case  upon  which  your  technical  defense 
must  stand  or  fall.” 

“Yours  very  truly,” 


PULSE  VERY  ABLE  TO  BE  VARIABLE 
“The  adult  human  pulse  rate  is  considerably 
more  variable  than  many  persons  think,”  Hygeia, 
The  Health  Magazine  declares. 

“Extensive  and  exact  studies  of  the  measure- 


ment of  the  heart  rate  of  persons  in  New  York 
City  have  shown  pulse  rates  ranging  from  55  to 
120  beats  per  minute  in  a healthy  person  in  a 
normal  24-hour  cycle.” 


Woman’s  Auxiliary 

To  the  Medical  Society  of  the  State  of  New  York 


Your  publicity  chairman  is  striving  to  bring 
to  you  in  each  issue  of  the  Journal  a full  re- 
port of  the  work  being  carried  on  in  our  Auxiliary. 
Endeavoring  as  we  are  to  become  a progressive 
unit  in  the  national  organization  of  physicians’ 
wives,  it  is  most  important  that  we  become  well 
informed  as  to  the  activities  in  our  own  state. 
Any  suggestions  as  to  how  this  can  be  done  more 
effectively  would  be  sincerely  appreciated  by 
your  chairman  of  publicity,  Mrs.  F.  Leslie  Sulli- 
van, 16  Sunnyside  Road,  Scotia,  New  York. 

County  News 

Fulton  County.  Mrs.  M.  F.  Drury,  of  Glov- 
ersville,  was  hostess  to  thirty-five  members  at  the 
monthly  meeting  of  the  auxiliary.  Mrs.  R.  J. 
Lebowich  ably  reviewed  As  I Remember  Him,  a 
biography  of  Dr.  Hans  Zinsser.  The  report  of 
the  Red  Cross  Committee  proved  that  good 
work  is  being  done  by  the  auxiliary,  and  it  was 
voted  to  give  $5.00  to  the  local  chapter.  A Christ- 
mas party  will  be  held  December  17,  and  in 
January  the  Medical  Society  will  join  the 
auxiliary  for  a social  meeting. 

Jefferson  County.  On  November  14  the 
auxiliary  and  friends  enjoyed  an  interesting  lec- 
ture by  Miss  Elizabeth  F.  Allen,  supervisor  of 
application  and  service  division  of  the  Onondaga 
County  Public  Welfare.  Her  topic  was  “The 
Effect  of  Unemployment  on  Family  Life.” 
Headed  by  Mrs.  John  M.  Rice,  a committee 
composed  of  auxiliary  members  is  being  of  ex- 
cellent assistance  in  the  Christmas  Seal  mail 
campaign.  This  is  an  endeavor  well  worthwhile 
for  auxiliaries  anxious  to  do  work  for  their 
counties. 

Kings  County.  The  third  annual  Health 
Institute  of  the  auxiliary  held  in  November  in 
Brooklyn  was  a great  success,  due  to  Mrs.  Milton 
B.  Bergman,  president,  and  Mrs.  George  H. 
Smith,  program  chairman.  With  “Beauty”  as 
its  center  of  interest,  Dr.  Daniel  A.  McAteer, 
president  of  the  Medical  Society  of  Kings 
County  opened  the  program.  Dr.  Charles  G. 
Williamson  gave  an  illustrated  lecture  on 
“Watch  Your  Weight,”  and  Dr.  Walter  A. 
Coakley  took  “New  Faces  for  Old”  as  the  subject 
of  his  illustrated  talk.  Dr.  Herman  Goodman 
demonstrated  a lecture  on  “Paint  and  Powder.” 
A social  hour  and  tea  closed  a profitable  afternoon 
for  the  large  audience. 

Oswego  County.  The  auxiliary  held  its  fall 
dinner  meeting  at  the  Hotel  Pontiac,  Mrs.  John 
L.  Mason,  presiding.  She  gave  an  interesting 
report  of  the  executive  board  meeting  held  at 
Garden  City  and  called  for  annual  reports  from 
the  chairmen  of  committees.  Mrs.  E.  A.  Glad- 
man  and  Mrs.  S.  D.  Kellar  were  elected  directors 
for  three  years.  The  guest  speaker  was  Dr.  W. 


McD.  Halsey,  whose  enlightening  talk  on  “Medi- 
cal Aspects  of  War  in  Regard  to  the  Physicians” 
was  most  informative.  He  presented  a clear  pic- 
ture of  the  great  variety  of  duties  which  face  the 
doctor  in  military  life.  A Christmas  charity 
fund  made  up  of  donations  by  the  members  is  to 
be  presented  to  the  Oswego  County  Health 
Camp,  maintained  for  undernourished  children. 
It  is  hoped  to  make  this  an  annual  gift.  Twenty 
members  were  present,  which  is  a good  attend- 
ance, for  the  members  in  Oswego  come  from  a 
widespread  area. 

Queens  County.  The  auxiliary  held  its  regu- 
lar meeting  October  29  at  which  time  the  nomi- 
nating committee  was  appointed  by  Mrs.  Ray- 
mond L.  H.  Murphy,  president.  Mrs.  Harry  P. 
Mencken  is  chairman.  The  program  of  the 
Second  Health  Institute,  held  in  October  at  the 
Medical  Building  in  Forest  Hills,  was  as  follows  : 
Dr.  Frank  Mazzola,  “Rheumatic  Fever  and 
Heart  Disease,”  Dr.  James  M.  Dobbins,  “Pre- 
vention of  Contagious  Diseases,”  Dr.  James  R. 
Reuling,  “Common  Sense  in  Diet,”  Dr.  Lewis  J. 
Smith,  “Maladjusted  Child.”  Mrs.  Harry  P. 
Mencken  and  her  committee  are  to  be  congratu- 
lated. Over  150  people  attended,  among  whom 
were  Dr.  and  Mrs.  Luther  H.  Kice,  welcome 
guests  at  the  institute.  A Red  Cross  unit,  with 
Mrs.  Raymond  L.  H.  Murphy  as  chairman,  was 
formed.  December  14  was  set  for  the  installation 
of  officers  at  the  Medical  Building  to  be  followed 
by  dancing.  The  nominating  committee 
presented  the  following  officers  for  the  coming 
year:  president-elect,  Mrs.  William  Godfrey;  first 
vice-president,  Mrs.  James  M.  Dobbins;  record- 
ing secretary,  Mrs.  Paul  B.  Shuey ; treasurer,  Mrs. 
Howard  Neail;  assistant  treasurer,  Mrs.  Harold 
Foster;  historian,  Mrs.  Thomas  D’Anelgo; 
delegates  and  alternates,  Mesdames  John 
W.  Mahoney,  James  M.  Dobbins,  Miller  A. 
Sanders,  William  Benenson,  John  Scannell, 
Robert  Yanover,  Joseph  Wrana,  Joseph  Desane, 
James  Tormey,  Anthony  Klein.  The  annual 
dinner  dance  was  held  on  Saturday,  November  9, 
at  the  Aviation  Terrace  at  LaGuardia  Field, 
North  Beach.  Over  200  members  attended. 
It  was  a financial  as  well  as  a social  success. 

Schenectady  County.  A meeting  to  which 
each  member  invited  a guest  was  held  November 
26  in  Schenectady  at  the  Sunny  view  Hospital. 
Mrs.  A.  W.  Greene  presided.  The  Red  Cross  has 
assigned  the  auxiliary  one  morning  a week  when 
full  charge  will  be  assumed  by  auxiliary  mem- 
bers. Guest  speakers  for  the  afternoon  were 
Dr.  F.  Leslie  Sullivan  who  spoke  on  “The  Medi- 
cal Preparedness  Program  of  the  Schenectady 
County  Medical  Society”  and  Mrs.  Patrick  J. 
Garey  who  gave  an  address  on  “Current  Events 
and  the  International  Situation.” 


With  these  final  notes  for  the  year  and  a prayer  in  our  hearts  for  peace  on  earth,  good  will  toward 
men,  we  bring  best  wishes  for  a Joyous  Christmas  and  greetings  for  the  New  Year. 


It  is  figured  that  approximately  a quarter  of  a In  the  first  twenty-seven  weeks  of  1940  there 
million  persons  in  this  country  have  tuber-  were  only  five  deaths  from  diphtheria  in  New 

culosis  and  do  not  know  it.  York  City.  This  is  an  all-time  low. 
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Books 

Books  for  review  should  be  sent  to  the  Book  Review  Department  at  1313  Bedford  Avenue 
Brooklyn,  N.  Y.  Acknowledgment  of  receipt  will  be  made  in  these  columns  and  deemed  sufficient 
notification.  Selection  for  review  will  be  based  on  merit  and  the  interest  to  our  readers 


REVIEWED 


Virus  Diseases  of  Man.  By  C.  E.  van 
Rooyen,  M.D.,  and  A.  J.  Rhodes,  M.B.  Octavo 
of  932  pages,  illustrated.  New  York,  Oxford 
University  Press,  1940.  Cloth,  $18. 

During  the  past  few  years,  progress  in  the 
field  of  virus  diseases  has  been  so  rapid  that  even 
the  specialist  has  difficulty  in  achieving  a com- 
prehensive outlook  on  the  vast  literature.  The 
textbook  of  van  Rooyen  and  Rhodes,  therefore, 
meets  the  need  long  felt  by  all  those  interested  in 
the  subject.  It  may  be  said  without  exaggera- 
tion that  this  work  represents  one  of  the  best 
textbooks  in  medical  literature.  The  complete- 
ness and  criticism  with  which  this  difficult  sub- 
ject has  been  handled  deserve  the  highest  ad- 
miration. The  first  part  deals  with  the  general 
aspects  of  the  subject.  The  various  methods  of 
determining  the  size  of  virus  particles  (ultra- 
microscopy, ultrafiltration,  ultracentrifugaliza- 
tion)  are  critically  reviewed  and  the  nature  of 
viruses  discussed.  Other  chapters  contain  the 
methods  for  the  demonstration  of.  elementary 
bodies,  inclusion  bodies,  the  cultivation  of  virus 
in  vitro  and  on  the  chorio-allantois  membrane. 
In  the  second  part  the  individual  virus  diseases 
occurring  in  human  beings,  their  clinical  course, 
pathology,  pathogenesis,  prevention,  and  therapy 
are  discussed.  Complete  references  render  the 
book  particularly  valuable. 

Ulrich  Friedemann 

Trapping  the  Common  Cold.  By  George  S. 
Foster,  M.D.  Duodecimo  of  125  pages.  New 
York,  Fleming  H.  Revell  Co.,  1940.  Cloth, 
$1.25. 

This  is  a layman’s  handbook  of  practical  ad- 
vice, the  gist  of  which  is  that  sane  living  will 
ward  off  colds.  The  author  recommends  a light 
diet,  moderate  exercise,  and  plenty  of  fresh  air. 
Certainly  no  one  can  be  harmed  by  following  his 
suggestions,  and  improved  health  would  prob- 
ably result.  The  book  is  written  in  simple, 
though  not  always  good,  English  and  is  mod- 
erately priced. 

M.  Plotz 

The  Harvey  Lectures.  Delivered  under  the 
Auspices  of  The  Harvey  Society  of  New  York, 
1938-1939.  Series  XXXIV.  Octavo  of  279 
pages,  illustrated.  Baltimore,  Williams  & Wil- 
kins Co.,  1939.  Cloth,  $4.00. 

The  1938  series  of  Harvey  Lectures  has  main- 
tained its  usual  extremely  high  standards. 
This  series  includes  a lecture  by  Marrian  on  the 
“Intermediary  Metabolism  of  Steroid  Hor- 
mones,’’ which  is  concerned  especially  with  the 
biochemistry  and  the  clinical  implications  of  such 
agents  as  progesterone,  pregnandiol,  estriol,  and 
other  related  compounds.  In  a lecture  on  the 
“Significance  of  the  Albumin  Fraction  of  Serum,” 
Weech  discusses  the  role  of  the  diet  on  serum 
albumin  concentration,  the  pathologic  physiology 
of  serum  albumin  (especially  as  related  to  edema 


and  capillary  permeability) , and  the  treatment  of 
its  deficiency. 

Dr.  Dubois’  lecture  on  “Heat  Loss  from  the 
Human  Body”  is  a summary  of  a new  field  of 
physiologic  development  which  he  has  been  re- 
sponsible for  exploiting  in  the  last  ten  years. 
Other  authoritative  lectures  include  “Physical 
Chemistry  of  Proteins”  by  Edwin  J.  Cohn,  the 
“Pathology  of  Rickets”  by  Park,  the  “Distribu- 
tion of  Enzymes”  by  Linderstr0m-Lang,  and  the 
“Role  of  Vitamins  in  Biological  Oxidations”  by 
Albert  Szent-Gyorgyi. 

William  S.  Collens 

Good  Health  and  Bad  Medicine.  A Family 
Medical  Guide.  By  Harold  Aaron,  M.D.  Oc- 
tavo of  328  pages.  New  York,  Robert  M.  Mc- 
Bride & Co.,  1940.  Cloth,  $3.00. 

Good  Health  and  Bad  Medicine  is  written  for 
the  lay  public  and  is  quite  comprehensive  in  its 
fist  of  subjects  discussed. 

First  aid,  diet,  obesity,  tonics,  colds,  constipa- 
tion, indigestion,  patent  medicines,  etc.,  are 
discussed  briefly  but  to  the  point.  The  author 
describes  the  nature  of  common  ailments  in 
simple  language  and  points  out  various  pitfalls 
and  dangers  of  self-medication.  It  is  a useful 
book  for  quick  reference  for  the  average  person 
as  well  as  for  physicians.  The  author  is  well 
informed,  and  his  statements  are  authoritative 
and  reliable. 

Eugene  R.  Marzullo 

Psychological  and  Neurological  Definitions 
and  the  Unconscious.  By  Samuel  Kahn,  M.D. 
Duodecimo  of  219  pages.  Boston,  Meador 
Publishing  Co.,  1940.  Cloth,  $2.00. 

This  book  attempts  to  give  a concise  and  clear 
description  of  what  is  commonly  called  the  un- 
conscious. It  is  designed  to  give  an  abridged 
explanation  of  the  philosophy  of  the  unconscious 
and  of  the  psychoanalytic  theories  and  technic. 
There  is  a chapter  devoted  to  an  extensive  bibli- 
ography in  which  are  mentioned  the  most  im- 
portant contributions  to  this  particular  field. 
There  is  a chapter  given  to  definitions  of  the  most 
common  terms  used  in  psychoanalysis  as  well  as 
in  neurology  and  psychiatry. 

It  is  a compact  book  that  will  prove  valuable 
to  the  average  intelligent  layman  as  well  as  pro- 
gressive physicians. 

Irving  J.  Sands 

Tuberculosis  and  National  Health.  By  H. 

Hyslop  Thomson,  M.D.  Octavo  of  259  pages. 
London,  Methuen  & Co.,  Ltd.,  1939.  Cloth, 
10/6. 

This  book  deals  with  the  tuberculosis  problem 
largely  from  the  epidemiologic  and  public  health 
points  of  view.  The  pathology,  clinical  course, 
etc.,  is  scarcely  touched  upon,  and  the  modern 
treatment  is  given  the  most  sketchy  reference. 
The  following  titles  of  chapters  give  an  indication 
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of  its  contents:  “Incidence  and  Significance  of 
Tuberculosis,”  “Types  of  Tuberculosis,”  “Eti- 
ology and  Infection,”  “Housing  and  Tuber- 
culosis,” “Milk  Supply  and  Tuberculosis,”  “The 
Importance  of  Early  Detection,”  “Prevention 
and  Contra-Infection,”  “The  Modern  Treatment 
of  Tuberculosis,”  “Care  and  Employment  of  the 
Tuberculous  Patient,”  “Tuberculosis  and  the 
Nursing  Service.” 

For  its  purpose  this  book  undoubtedly  is  use- 
ful, although  much  of  its  subject  matter  has 
been  more  fully  and  adequately  presented  before. 

Foster  Murray 

Obstetrical  Manikin  Practice.  By  Lyle  G. 
McNeile,  M.D.  Quarto  of  111  pages,  illustrated. 
Baltimore,  Williams  & Wilkins  Co.,  1939. 
Cloth,  $2.00. 

This  brief  text  is  intended  principally  for 
students  of  a manikin  course  in  obstetrics.  The 
author  emphasizes  that  the  manikin  course  is  the 
laboratory  of  clinical  obstetrics.  In  it  the 
student  can  be  shown  the  various  positions  and 
presentations,  he  can  be  taught  the  mechanism 
of  labor,  and  he  can  be  given  detailed  instructions 
in  nearly  all  the  various  maneuvers  and  operative 
procedures  used  in  clinical  obstetrics. 

The  book  covers  these  subjects  clearly  and 
concisely.  It  also  includes  the  newer  classifica- 
tions of  the  female  pelvis  and  the  mechanisms  of 
labor  peculiar  to  them. 

Those  students  who  can  afford  the  luxury  of  an 
added  text  in  obstetrics  for  manikin  practice 
should  find  the  book  of  great  value. 

Alexander  H.  Rosenthal 


An  Introduction  to  Dermatology.  By  Norman 
Walker,  M.D.,  and  G.  H.  Percival,  M.D. 
Tenth  edition.  Octavo  of  391  pages,  illustrated. 
Baltimore,  Williams  & Wilkins  Co.,  1939. 
Cloth,  $7.00. 

When  a book  runs  into  ten  editions  it  has 
proved  its  worth.  Therefore,  very  little  need  be 
said  about  this  book.  The  authors  state  specifi- 
cally that  the  book  is  not  a complete  system  of 
dermatology  but  an  introduction  to  the  subject. 

The  more  common  diseases  are  completely 
described.  The  chapter  on  dermatitis  has  been 
enlarged  and  the  classification  simplified.  We 
believe  industrial  dermatitis  should  receive  more 
attention.  No  attempt  has  been  made  to  take 
up  the  subject  of  syphilis  in  detail.  The  reader  is 
referred  to  other  books  for  this  subject.  This  is 
also  true  of  the  use  of  x-ray  and  other  physical 
agents  in  the  treatment  of  skin  diseases. 

The  book  contains  102  plates  and  ninety-six 
illustrations,  all  of  which  are  good  and  constitute 
a valuable  part  of  the  book.  As  a handy,  con- 
cise, and  thoroughly  practical  book  on  derma- 
tology, it  can  be  recommended  to  both  students 
and  general  practitioners. 

Alfred  Potter 

Illustrations  of  Surgical  Treatment.  Instru- 
ments and  Appliances.  By  Eric  L.  Farquharson, 
M.D.  Quarto  of  338  pages,  illustrated.  Balti- 
more, Williams  & Wilkins  Co.,  1939.  Cloth, 
$6.50. 

It  has  been  the  aim  of  the  autfior  to  make  clear 
to  “house  surgeons  and  those  /ceding  for  highei 


examinations”.  . . . “practical  methods  of  sur- 
gical treatment,  which  are  rarely  covered  in 
text-books  of  general  surgery.”  The  reviewer 
feels  that  the  house  surgeon  will  find  much  of 
practical  value  in  the  excellently  illustrated  first 
section  on  infusions  and  transfusions.  However, 
about  one-third  of  this  book  is  comprised  of  a 
section  illustrating  surgical  instruments.  The 
reviewer  fails  to  see  any  reason  for  including  such 
a section,  particularly  as  more  up-to-date  illus- 
trated catalogs  from  many  instrument  houses 
may  be  obtained  free  of  charge.  The  author 
states  he  is  deeply  indebted  to  Bohler  for  his 
knowledge  of  fractures.  Many  of  Bohler’s 
methods  are  here  illustrated,  but  personally  we 
much  prefer  Bohler’s  own  masterful  book  on  this 
subject. 

William  H.  Field 


Neurology.  By  S.  A.  Kinnier  Wilson,  M.D. 
Edited  by  A.  Ninian  Bruce,  M.D.  Volumes 
I & II.  Octavo  of  1,838  pages,  illustrated. 
Baltimore,  Williams  & Wilkins  Co.,  1940. 
Cloth,  $21  per  set. 

Perhaps  the  outstanding  event  of  recent  years 
in  neurology  is  the  appearance  of  S.  A.  Kinnier 
Wilson's  magnum  opus,  his  textbook  on  neurol- 
ogy. Unfinished  at  his  death  but  long  in  process 
of  collation,  his  notes  were  brought  together  and 
edited  by  A.  Ninian  Bruce,  of  Edinburgh.  Much 
labor  has  been  expended  upon  it.  And  the  work 
was  brought  up  to  date  by  the  editor. 

The  genius  of  Dr.  Wilson  manifested  in  his 
original  contributions  (notably  in  the  elucidation 
of  the  disease  named  after  him  and  in  the  studies 
on  the  functions  and  relationships  of  the  basal 
ganglia),  in  his  original  and  stimulating  points  of 
view,  in  his  clear,  concise,  and  brilliant  style,  and 
in  his  able  editorship  of  the  Journal  of  Neurology 
and  Psychopathology,  whetted  the  appetite  of 
many  and  created  a desire  and  hope  that  he 
would  one  day  survey  the  broad  field  of  neurology 
and  present  his  views  in  extenso. 

Its  scope  may  be  indicated  by  a brief  review 
of  the  material.  The  first  volume  covers  the 
toxic  and  infectious  processes  of  the  central  and 
peripheral  nervous  system  including  the  cranial 
nerves.  This  includes  the  specific  infections. 
The  second  volume  is  devoted  to  the  degenera- 
tive disorders,  both  inherent  and  acquired,  and 
includes  muscular  as  well  as  primarily  neurologic 
diseases. 

The  treatise  is  confined  exclusively  to  diseases 
and  disorders  affecting  the  nervous  system  or  re- 
lated to  it.  It  remains  from  beginning  to  end  a 
purely  clinical  treatise.  Unhappily  perhaps  there 
is  no  separate  consideration  of  the  function  and 
clinical  significance  of  different  regions  of  the 
nervous  system.  There  is  a brief  mention  of  the 
vasotrophoneuroses.  The  work  is  thorough  and 
as  far  as  it  goes  is  complete.  The  discussions  are 
critical  and  reflect  the  mature  and  considered 
points  of  view  of  the  author.  It  is  throughout  a 
thoroughly  personal  work.  It  is  one  of  the  finest 
books  in  neurology  in  English  since  Gowers’ 
notable  textbook  that  really  systematized  neu- 
rology and  since  the  English  translation  by  the 
Elder  Bruce  of  Oppenheim’s  textbook.  It  is 
indeed  a fitting  and  “worthy  memorial  to  a great 
neilrqlogist.” 


Israel  Freiman 
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Older  Age  Group  (Handlesman  and  Bradford),  1248 
Diabetic  Association,  The  New  York  (Williams  and 
Hart),  795 

Diarrhea  in  the  Newborn,  Epidemics  of  (Ludlum),  1238 
Diet  and  Deficiency  Disease  in  Clinical  Medicine 
(Mackie),  475 

Diphtheria  Immunity,  Changing  Factors  in  (Stebbins, 
Ingraham,  and  Chant),  658 

Diving  and  Submarines,  Medical  Problems  of  (Johnson), 
1065 

Dysentery,  Bacillary,  Milk-Borne  (Quinlivan),  1027 

Eclampsia,  A Statistical  Review  of  (Weintraub),  112 
Electroencephalography  in  the  Practice  of  Medicine,  Ap- 
plications of  (Strauss) , 444 
Elmira  Tumor  Clinic  (Dreyfuss),  1725 
Emphysema:  The  Dominant  Finding  in  an  Acute  Re- 
spiratory Infection  (Reynolds),  1729 
Empyema,  Hemolytic  Streptococcic,  The  Use  of  Sulfanil- 
amide in  the  Treatment  of  (Leahy),  347 
Encephalitis,  Chronic,  A Comparison  of  Bellabulgara 
and  Other  Forms  of  Medication  in  the  Treatment  of 
(Neal  and  Dillenberg),  1300 
Endocrines:  See  Dermatology 

Endometrial  Biopsies,  The  Practical  Value  of  (Mishell 
and  Motyloff) , 928 

Epidemic  Hazards  in  War  (Boudreau),  1089 
Epidemics,  Milk-Borne,  Two  Traceable  to  a Single  Dairy 
(Ingraham),  1135 

Ergosterol,  Activated,  A Preliminary  Report  on  (Snyder 
and  Squires),  708 

Estrogen:  See  Menopausal  Hyperthyroidism 
♦Eye  Discomfort,  The  Relief  of  Some  Cases  of  (Bryant), 
373 

Eye  Factors  in  the  Prevention  of  Motor  Vehicle  Accidents 
(Berens),  1713 

Eye  Lesions  Due  to  Nasal  Sinus  Infection,  Clinical  Re- 
port on  (Barber  and  McNamara),  720 
Eyes,  Children’s,  The  Responsibility  of  the  Pediatrician 
in  Regard  to  (Payne),  1591 

Eyes,  The  Spasmogenic  Tendency  and  Its  Relation  to  the 
(Lambert),  334 

♦Felty’s  Syndrome:  See  Arthritis 
Fever:  See  Therapeutics 

♦Fibrillation,  Ventricular,  Case  of,  Following  Acute  Cor- 
onary Occlusion  (Sigler),  218 
♦Fistula,  Bronchopleural  (Pacella  and  Brockway),  374 
Fluorography:  Its  Technic  and  Application  (Hirsch), 

1579 

Foreign  Bodies  Swallowed  by  Children  (Delaney),  1024 
♦Foreign  Body,  Belated  Diagnosis  (Buckley),  1390 
♦Foreign  Body,  Migration  of  a (Duhan),  819 
Fractures — in  Rural  Communities  (Atkinson),  110 
Fractures  into  and  Around  the  Knee  Joint  (Allaben),  1279 
Fractures  Involving  the  Shoulder  Joint  (Wentworth) 
1282 

Fractures  of  the  Ankle  (Obletz),  1291 
Fractures  of  the  Elbow  (Farr),  1288 

Fractures,  Recent,  Closed  Versus  Open  Reduction  of 
(Ludlum  and  Elias),  996 

Friedreich’s  Ataxia  Associated  with  Diabetes  Mellitus 
(Schlezinger  and  Goldstein),  415 

Gall  Bladder  Diseases:  See  Biliary  Duct  Stones 
♦Gangrene,  Gas,  of  the  Trunk  with  Recovery  and  Re- 
sidual Cardiac  Damage  (Sewell),  57 
Gastric  Gavage,  Rapid  Method  for  Checking  Position  of 
the  Tube  During  (Messinger),  882 
♦Gastritis,  Chronic,  Caused  by  Gastric  Bezoar  (Weitzen), 
136 

♦Gaucher’s  Disease  (Wechsler  and  Gustafson),  133 
Gold  Salts:  See  Rheumatoid  Arthritis;  Colitis 
Gonococcal  Infections,  Further  Observations  in  Sulfa- 
nilamide Therapy  of  (Van  Slyke  and  Mahoney),  122 
“Grande  Multipara”:  See  Pregnancy  and  Labor 
Gynecology,  Urologic  Complications  in  (Murphy),  495 
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Hands,  Recurring  Vesicular  Eruptions  of  the,  Problems 
in  Diagnosis  and  Treatment  of  (Wise  and  Wolf),  1573 
Health  Insurance,  Voluntary,  Development  of,  in  the 
United  States  (Freedman  and  Harvey),  1699 
Hearing  and  Efficiency,  Noise  in  Relation  to  (Behnke), 
1080 

♦Heart,  Contusion  of  the  (Burstein  and  Marshak),  59 
Heart  Disease:  See  Paroxysmal  Cardiac  Pain;  Trauma 
Heart  Diseases,  Chronic — Diagnosis  and  Treatment 
(dela  Chapelle) , 1638 

♦Heart  Failure,  Extreme  Fatigue  or  Exhaustion  as  a Sole 
Symptom  of  (Oshlag) , 138 

Hemangioma,  Vertebral,  with  Neurologic  Symptoms 
(Kelly),  1607 

Hematuria  in  Office  Practice  (Ravich),  1014 
Hepatitis,  Arsenical  (Scott) , 53 

♦Hodgkin’s  Disease,  Neurologic  Complications  in  (Lisa), 
62 

♦Hyperparathyroidism  (Siris),  1788 
♦Hypersensitivity  to  Rabies  Vaccine  (Dorfman),  215 
Hypertension:  See  Poliomyelitis,  Anterior;  Pyelonephri- 
tis, Chronic 

Hypnotics,  A Clinical  Study  of  (Meyers,  Cook,  and  Page) , 
12 

Infant,  Premature,  Problems  and  Results  Related  to  the 
Care  of  the  (Hess),  641 
Infant,  The  Premature  (Einhorn),  1380 
Infection  in  Sudden  Death,  The  Role  of  (Lisa  and  Hart), 
705 

Inflammatory  Conditions,  X-Ray  Treatment  of  (Carty) 
106 

Insulin:  See  Mental  Disorders 
Insulin,  Globin  (Andrews  and  Groat),  913 
Intestine,  Small,  Mechanical  Obstructions  of  the  (Mac- 
Fee),  424 

Jaundice  (Jacobi),  1218 

Jaundice,  Vitamin  K Deficiency  in  the  Absence  of 
(Mackie),  987 

Kidney  Tumors,  Malignant  (G&spar),  1209 

Lip  Reading,  The  Art  of  (Zwerling),  1164 
Lymphoblastoma,  Giant  Follicle  (Baehr  and  Klemperer), 
7 

Lymphogranuloma  Venereum  of  the  Anorectal  Type, 
The  Mode  of  Acquisition  of  (Grace  and  Henry) , 285 
Lymphosarcoma:  See  Lymphoblastoma 

Mastitis,  Acute,  Roentgen-Ray  Therapy  of,  During  Lac- 
tation (McIntosh),  92 

Medical  Examination  and  the  Prospective  Worker 
(Zillhardt),  1104 

Meningitis,  Meningococcus,  Sulfapyridine  in  (Kantor), 
1526 

Menopausal  Hyperthyroidism,  The  Treatment  of,  with 
Estrogenic  Substance  (Goldman,  Goldman,  and  Kurz- 
rok),  1178 

Mental  Diseases,  Early  Recognition  of,  and  Their  Treat- 
ment (Cheney),  29 

Mental  Diseases,  Electrically  Induced  Convulsions  in  the 
Treatment  of  (Almansi  and  Impastato),  1315 
Mental  Disorders,  Ambulatory  Insulin  Treatment  of 
(Polatin,  Spotnitz,  and  Wiesel),  843 
Mental  Illnesses,  Modern  Concepts  (Sprague),  865 
Military  Medicine : 

Medical  Problems  of  Diving  and  Submarines  (John- 
son), 1065;  General  Medical  Problems  in  Aviation 
(Armstrong),  1075;  Noise  in  Relation  to  Hearing 
and  Efficiency  (Behnke),  1080;  Epidemic  Hazards 
in  War  (Boudreau),  1089 
Milk  (Medical  Milk  Commission)  (Rimer),  741 
Milk,  Certified,  Presented  to  the  Profession  (Cohen),  20 
Milk,  Certified — Yesterday  and  Tomorrow  (Cohen), 
1317 

Neck,  Infections  of  the  (Swift),  779 

Nephritis  and  Nephrosis  in  Childhood,  The  Prognosis  of 
(Schwarz,  Kohn,  and  Weiner),  409 
Neurology:  See  Blood  Sedimentation  Rate;  Hodgkin’s 
Disease 

Neurology  and  Psychiatry,  The  Teaching  and  Practice 
of,  in  the  Outpatient  Department  (Chambers),  101 
Nutritional  Study  (Scott  and  Janeway),  440 

Obstetrical  Prognosis  and  Treatment  on  Basis  of  Pelvic 
Architecture  (Weinberg),  1530 
Obstetrics:  See  Mastitis 

Obstretrics  in  a General  Hospital  (Kushner),  194 
Occipitoposterior  Position  and  the  Modified  Scanzoni 
Maneuver  (Pieri),  1773 
Ophthalmology,  Progress  in  (Bedell),  1631 
Otogenous  Parietal  Cerebral  Abscess  Due  to  Pneumococ- 
cus Type  III  (Hamby,  Sherman,  Greene,  and  Witeb- 
sky),  627 


Pancreatitis,  Acute  (Morton),  255 

Paroxysmal  Cardiac  Pain,  Classification  of  Morbid  Con- 
ditions Giving  Rise  to  (Rakov),  1006 
Pediatrics:  See  Tuberculin  Skin  Tests 
♦Pericarditis,  Acute  (Seligman  and  Lederer),  130 
Pleurisy  and  Rib  Fracture,  Immobilization  of  the  Chest 
in  (Christensen),  191 

♦Pneumococcus  Type  XIX  Ophthalmia:  See  Sulfapyri- 
dine 

Pneumography:  See  Calculi 

Pneumonia  in  Children,  Present  Trends  in  the  Treatment 
of  (Emm),  241 

Pneumonia  in  Children  Treated  with  Sulfapyridine,  1662 
♦Pneumonia,  Nonpneumococcic,  Simulating  Typhoid 
Fever  (Landon),  1539 

Pneumonia,  Old  Age,  Effect  and  Toxic  Effect  of  Sulfa- 
pyridine in  (Kaufman),  204 

Pneumonia,  Some  Aspects  of  the  Chemotherapy  of  (Fin- 
land, Lowell,  and  Strauss),  1115 
Pneumonia,  Streptococcus  (Lawrence  and  Sutliff),  1233 
Pneumonia,  Sulfapyridine  in  the  Treatment  of  (Cecil, 
Lawrence,  and  Tolstoi),  488 

Pneumonia,  Survey  of  Eighteen  Years  of,  at  the  Nassau 
Hospital  (Allison),  1464 
Pneumonias:  See  Sulfapyridine 

Pneumothorax  Procedures,  Sudden  and  Delayed  Death 
Following  (Ogden),  1670 
Pneumothorax,  Spontaneous  (Norris),  504 
Poliomyelitis,  Acute  Anterior  (Duggan),  1780 
Poliomyelitis,  Anterior  (Vickers),  55 
Poliomyelitis,  The  Sparing  Effect  in  (Dalldorf),  187 
Postcaval  Ureter  (Harbach) , 800 

Pregnancy:  See  Rheumatic  Heart  Disease;  Syphilis 

in  Pregnancy 

Pregnancy  and  Labor,  The  Hazards  of,  in  the  “Grande 
Multipara”  (Eastman),  1708 

Pregnancy,  Toxemia  of  (Vorzimer,  Rappaport,  and  Lang- 
rock),  666 

Pregnancy,  The  Toxemias  of  (Strauss),  810 

Psoriasis — What  to  Do  About  It  (Bauckus  and  Kwak),  96 

Psychiatry:  See  Neurology 

Psychoses,  The  Incipient,  and  the  General  Practitioner 
(Liber),  1375 

Public  Health  Personnel  (Van  Volkenburgh),  1493 
Public  Health  Program,  The  Place  of  the  Medical  Pro- 
fession in  the  (Thomson),  1498 
Public  Health  Program,  The  School  Physician  in  the 
(Wheatley),  1506 

Pyelonephritis,  Chronic — A Cause  of  Hypertension  and 
Renal  Insufficiency  (McCann),  400 

Radiography,  Sectional,  in  the  Diagnosis  of  Interesting 
Thoracic  Problems  (Plehn  and  Hoenig),  932 
Radium:  See  Bladder  Wall;  Carcinoma 
Rectum:  See  Cancer 

Refrigeration:  See  Cry motherapy ; Tumors  of  the  Blad- 
der 

Refrigeration,  Human,  Observations  on  Prolonged  (Fay), 
1351 

Refrigeration  in  Cancer  (Smith),  1355 
Renal  Infections,  Chronic  Nontuberculous:  Their  Sig- 

nificance and  Treatment  (Scott) , 1655 
Renal  Insufficiency:  See  Pyelonephritis 
Rheumatic  Heart  Disease  in  Pregnant  Women  (Clahr, 
Klein,  and  Greenstein),  1242 

Rheumatoid  Arthritis,  Clinical  Experiences  with  Gold 
Salts  in  the  Treatment  of  (Tarsy),  1185 
♦Rhinophyma  (Cinelli),  1672 

Roentgen-Ray  Therapy:  See  Cancer,  Skin;  Mastitis 

Scanzoni  Maneuver:  See  Occipitoposterior  Position 
Scarlet  Fever,  Sulfanilamide  in  the  Treatment  of  (Silver- 
man),  317 

♦Septicemia,  Staphylococcus:  See  Sulfapyridine 
Serologic  Tests:  See  Syphilis 

Sinus  Conditions,  Chronic,  Allergic  Treatment  of  (Vais- 
berg), 631 

Sinus  Operation,  Modern  External  Fronto-Ethmosphe- 
noid,  The  Technic  of  (Morrison),  1145 
Sinusitis,  Allergic  (Harris),  1020 
Skin:  See  Hands 

Skin  Thermometer,  A New  (Samuels),  884 
Skin,  Treatment  of  Some  Common  Disfigurements  of 
the  (Cannon),  1567 
Spas  (Carroll),  23 

Staphylococcus  Aureus  Septicemia  (Mitchell  and  Chap- 
man), 1308 

Sulfanilamide:  See  Empyema;  Gonococcal  Infections; 

Otogenous  Abscess ; Scarlet  Fever 
Sulfanilamide,  Distinctive  Odor  in  Patients  Receiving 
(Leibowitz),  363 

Sulfapyridine:  See  Meningitis;  Pneumonia;  Urolithiasis 
Sulfapyridine  and  Its  Congeners,  The  Administration  of, 
in  Pneumonias  (Bullowa,  Ratish,  Davidson,  and 
Lebair),  1450 
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♦Sulfapyridine  in  Pneumococcus  Type  XIX  Ophthalmia 
(Millett),  1389 

♦Sulfapyridine  in  the  Treatment  of  Staphylococcus  Sep- 
ticemia (Weinstein  and  Greenberg),  1799 
Sulfapyridine,  The  Influence  of,  on  the  Pneumonias  of 
Childhood  (Ellenberg  and  Altman),  1457 
Sulfapyridine,  Toxic  Manifestations  of  (Katz),  746 
Surgery:  5ee  Trauma 

Syphilis  Control,  Clinical  Aspects  of  (Brumfield),  519 
Syphilis  in  Industry  (Osborne,  Traenkle,  and  Dolce), 
1362 

Syphilis  in  Pregnancy  (Astrachan),  43 

Syphilis,  Serologic  Tests  as  Aids  in  the  Diagnosis  and 
Prognosis  of  (Wadsworth),  177 
Syphilitic  Aortic  Disease  (Levitt  and  Levy) , 648 

♦Tabetic  Crisis,  Toxic  Delirium  Following  Intrathecal 
Magnesium  Sulfate  in  (McKendree  and  Lehrman), 
1666 

Teratoma  of  Testis  with  Negative  Aschheim-Zondek  Test 
(Melicow),  637 

Therapeutics  (Cornell  University  Medical  College  Con- 
ferences on  Therapy) : The  Management  of  Fever, 

1737 

Toxoid  Reactions,  Infrequency  of,  in  11,326  School 
Children  (Landes),  1594 
Trauma:  See  Tuberculosis,  Pulmonary 
Trauma  and  Its  Relationship  to  Heart  Disease  (Bishop), 
1099 

Trauma,  Infections  Following  (Wetherell),  1094 
Tuberculin  Skin  Tests  in  Pediatric  Practice,  The  Value 
of  (Beaven),  467 

Tuberculosis  in  Student  Nurses  (Brahdy),  326 
Tuberculosis,  Primary  Ileocecal  (Crohn  and  Yarnis),  158 
Tuberculosis,  Pulmonary  (Beeuwkes  and  Hahn),  1155 
Tuberculosis,  Pulmonary,  Experimentally  Produced  in 
the  Rabbit,  Pathology  of  (Medlar  and  Sasano),  805 


Tuberculosis,  Pulmonary,  Trauma  in  Relation  to  (Hamil- 
ton), 435 

♦Tularemia  in  New  York  State  (Dealy  and  Duhan),  63 
Tumefaction,  Pulmonary  Apical,  Simulating  Bursitis 
(Nathanson),  860 

Tumor:  See  Aneurysm,  Aortic;  Blood  Sedimentation 
Rate;  Brain;  Kidney  Tumors 
Tumors  of  the  Bladder,  Epithelial,  Treatment  of,  with 
Radiation  (Dean  and  Balfour),  1431 
Tumors  of  the  Bladder,  The  Treatment  of,  by  Refrigera- 
tion (McCravey),  1435 

♦Typhoid  Fever:  See  Pneumonia,  Nonpneumococcic 

Typhoid  Fever,  An  Outbreak  of,  Associated  with  a Trailer 
Camp  (Lembcke  and  Rafle),  1371 

Urolithiasis,  Sulfapyridine  (Keen),  83 
Urologic  Conditions,  Serious,  The  Diagnosis  of  (Young), 
1425 

♦Uterus,  a Seven-Month  Pregnant,  Stab  Wound  of 
(Badia  and  Charlton),  1797 

♦Vagina,  Artificial,  Formation  of,  Without  Operation 
(Intubation  Method)  (Frank),  1669 
Varicose  Veins,  Management  of,  in  Private  Practice 
(Brunstein),  918 
Vitamin  K:  See  Jaundice 

Wassermannize  the  Expectant  Father  (Berlind),  885 
Wound  Healing  in  Human  Skin,  The  Use  of  Tubed  Ped- 
icle Flaps  for  the  Study  of  (Sutton),  852 

X-Ray:  See  Inflammatory  Conditions 
X-Ray  Burns  and  Other  Superficial  Disfigurements,  The 
Treatment  of  (Cannon),  391 

X-Ray,  The  Importance  of  a New  Effect,  for  Our  Daily 
Diagnostic  and  Therapeutic  X-Ray  Work  (Westing), 
1139 


Special  Articles 

(Included  Are  Medical  Events  of  the  Year) 


Annual  Meeting — House  of  Delegates,  Minutes  of  the, 
939  and  1032 

Annual  Meeting,  Index  to  Minutes,  938  and  1031 
Annual  Meeting  Program,  591 
Annual  Reports,  539 
Annual  Reports,  Index  to,  538 

Infant  Mortality,  Method  of  Studying  [Mackenzie], 

886 


Medical  Words,  The  Misuse  of  [Mulford],  1260 
Milk,  New  York  City  [North],  1320 
Socialized  Medicine — An  Answer  to  [Burrows],  1394 
Socialized  Medicine — Trade  and  Profession  [Bergmann], 
1404 

Tragedy  and  Comedy  [Bergmann],  535 
Two  Unpublished  Letters  of  Dr.  Felix  Pascalis  [Marraro], 
141 


Prize  Essays 

The  Lucien  Howe  Prize  will  be  open  for  competition  at  the  next  Annual  Meeting  of  the 
Medical  Society  of  the  State  of  New  York,  April  28,  1941,  in  Buffalo.  This  prize  of 
$100  will  be  presented  for  the  best  original  contribution  on  some  branch  of  surgery,  pref- 
erably ophthalmology.  The  author  need  not  be  a member  of  the  Medical  Society  of  the 
State  of  New  York.  The  following  conditions  must  be  observed: 

Essays  shall  be  typewritten  or  printed  and  the  only  means  of  identification  of  the 
author  shall  be  a motto  or  other  device.  The  essay  shall  be  accompanied  by  a sealed 
envelope  having  on  the  outside  the  same  motto  or  device  and  containing  the  name 
and  address  of  the  writer. 

If  the  Committee  considers  that  no  essay  or  contribution  is  worthy  of  the  prize,  it 
will  not  be  awarded. 

Any  essay  that  may  win  the  prize  automatically  becomes  the  property  of  the  Medical 
Society  of  the  State  of  New  York  “to  be  published  as  it  may  direct.” 

All  essays  must  be  presented  no  later  than  February  1,  1941,  and  sent  to  the  Chair- 
man of  the  Committee  on  Prize  Essays  of  the  Medical  Society  of  the  State  of  New 
York,  292  Madison  Avenue,  New  York. 

Chas.  Gordon  Heyd,  M.D.,  Chairman,  Committee  on  Prize  Essays 


IRON  IN  HUMAN  NUTRITION 


• Like  certain  other  essential  minerals, 
iron  performs  several  vital  physiologic 
functions  in  the  human  body.  Certainly  the 
best-known,  as  well  as  a most  important  role 
of  iron,  is  in  the  formation  of  hemoglobin, 
the  blood  constituent  which  effects  oxygen 
transport. 

The  destruction  and  regeneration  of 
hemoglobin  is  a continuous  process.  It  has 
been  estimated  that  daily  the  adult  human 
destroys  and  regenerates  29  grams  of  hemo- 
globin, an  amount  containing  about  90 
milligrams  of  iron  (1).  It  is  a fortunate  cir- 
cumstance that  most  of  this  iron  is  con- 
served for  re-use.  However,  iron  lost  in  the 
regeneration  process  must  be  supplied  by 
foods  or  from  body  stores  of  this  element 
made  possible  by  a liberal  supply  of  iron  in 
the  diet. 

Dietary  iron  deficiency  may  produce  a 
definite  type  of  anemia  due  to  inability  of 
the  organism  to  elaborate  an  adequate 
amount  of  hemoglobin.  This  kind  of  anemia 
is  not  uncommon  in  infants,  or  in  older 
individuals  during  periods  in  the  life  cycle 
in  which  body  demands  for  iron  are  un- 
usually heavy.  Balance  studies  have  per- 
mitted the  following  estimates  of  daily  iron 
requirements  for  normal  persons  (2) : 

Infant  (per  pound  body 

weight)  0.36  mg. 

Preschool  child  (per  pound 

body  weight)  0.27  mg. 


Boys  and  girls,  5-11  years  9-11  mg. 

Boys  over  11  years  13  mg. 

Girls  over  11  years  13-15  mg. 

Man  12-15  mg. 

Woman  before  menopause  17  mg. 

Pregnant  woman  20  mg. 

Nursing  woman  17-20  mg. 

Woman  after  menopause  12-15  mg. 


In  securing  these  necessary  daily  supplies 
of  dietary  iron,  unfortunately  we  cannot  be 
solely  guided  by  the  total  iron  content  of 
the  diet.  It  should  be  remembered  that 
probably  nqt  more  than  about  60  per  cent 
of  the  total  iron  present  in  a mixed  diet  can 
be  diverted  to  the  body’s  uses  (2),  even 
though  with  individual  foods  this  percent- 
age of  "ionogenic  iron”  may  be  quite  high 
(3).  Consequently,  in  practical  nutrition, 
to  obtain  an  adequate  intake  of  this  essen- 
tial mineral  about  twice  the  estimated 
daily  requirement  of  iron  should  be  re- 
ceived by  way  of  the  daily  ration. 

By  intelligent  diet  planning,  the  normal 
individual  can  readily  attain  an  optimal 
supply  of  iron.  Foods  rich  in  content  of  this 
mineral  (2)  should  be  given  a prominent 
place  in  the  ration.  It  is  perhaps  needless  to 
state  that  the  canned  varieties  of  these 
foods  will  also  prove  both  valuable  and 
convenient  in  the  attainment  of  the  daily 
amounts  of  this  essential  element  now  con- 
sidered to  be  necessary  for  complete 
nutrition. 
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We  want  to  make  this  series  valuable  to  you , so  we  ask  your  help . Will  you 
i tell  us  on  a post  card  addressed  to  the  American  Can  Company , New  York, 
J* 1  N.  Y.,  what  phases  of  canned -foods  knowledge  are  of  greatest  interest  to  you? 

Your  suggestions  will  determine  the  subject  matter  of  future  articles.  This  is 

I the  sixty-first  in  a series,  which  summarizes,  for  your  convenience,  the  con- 
clusions about  canned  foods  reached  by  authorities  in  nutritional  research. 


The  Seal  of  Acceptance  denotes  that 
the  statements  in  this  advertisement 
are  acceptable  to  the  Council  on  Foods 
of  the  American  MedicaL  Association. 
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Take  along  PABLUM 
in  the  new  half-pound  size 


. . . so  convenient  for  traveling  ♦ . ♦ so  easy  to  prepare 


Whether  or  not  there  is  a baby  in  your  family 
Pablum  is  a convenient,  nutritious  food  to  include 
in  the  vacation  kit.  This  unique  cereal  can  be 
served  in  an  instant . . . almost  anywhere,  any  time. 
No  cooking  is  required.  All  that’s  needed  is  to 
add  water  or  milk  of  any  temperature.  As  a physi- 
cian you  will  appreciate  the  advantage  that  Pablum, 


unlike  so  many  camp  rations  which  tend  to  be  con- 
centrated carbohydrate  lacking  in  minerals  and  vita- 
mins, supplies  generous  amounts  of  calcium,  phos- 
phorus, iron  and  vitamins  Bj  and  G (riboflavin).  Its 
iron  and  calcium  content  is  far  higher  than  that  of 
bulky,  perishable  vegetables.  Pablum  is  light  and 
easy  to  carry,  especially  in  the  new  y2-lb.  package.* 


*Pablum  is  also  supplied  in  an  economical  1 lb.- 2 oz.  package,  replacing  the  former  1 lb.  size.  A palatable  mixed 
cereal  food,  Pablum  consists  of  wheatmeal  (farina),  oatmeal,  wheat  germ,  cornmeal,  beef  bone,  alfalfa,  yeast, 
sodium  chloride  and  reduced  iron.  • MEAD  JOHNSON  COMPANY,  EVANSVILLE,  IND.,  U.S.A. 
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THE  NATURAL  MINERAL  WATERS  OF  SARATOGA  SPA  ARE 


OWNED  AND  BOTTLED  BY 


THE  STATE  OF  NEW  YORK 


jail 


For  Clinical  Conditions 

with  Mineral  Deficiencies 


The  richly  mineralized  Waters  of  Saratoga  Spa  offer  the  physi- 
cian broad  opportunity  for  prescribing  in  conditions  of  mineral 
deficiency.  The  State  bottles  three  waters  of  differing  degrees 
of  mineralization,  as  per  analyses  herewith.  In  all,  the  minerals 
are  in  labile  combinations  which  encourage  an  exceptional  de- 
gree of  assimilation.  Certain  indications  are : 


Conditions  of  dehydration,  such  as  occur  in  excessive 
vomiting,  prolonged  diarrhea,  marked  diuresis  and  ex- 
cessive sweating. 

Rickets,  in  which  calcium  deficiency  is  evident  in  the  poor 
calcification  of  the  bones. 

Nutritional  or  Hypochromic  Anemia,  characterized  by  a 
reduced  amount  of  hemoglobin  in  the  red  cell,  and  for 
which  the  ferrous  bicarbonate  in  the  waters  may  be  im- 
portant. 

Ketosis  or  Renal  Insufficiency  with  excess  accumulations 
of  acid  radicals  in  the  body. 

Colitis  of  the  chronic  mucous  or  ulcerated  type. 

Febrile  Conditions,  where  alkalines  and  carbonated 
waters  are  distinctly  beneficial. 

Gout  and  Uric  Acid  Diathesis,  where  alkaline  fluid  tends 
to  produce  better  oxidation  of  uric  acid  in  body  or  more 
complete  elimination  in  the  urine. 


Those  interested  will  find  extended  comment  on  these  and  additional 
related  subjects  in  the  Spa  Publications  of  which  copies  will  be  sent 
on  request.  Write  W.  S.  McClellan,  M.D.,  Medical  Director, 
Saratoga  Spa,  155  Saratoga  Springs,  N.  Y. 


Analysis  of  the  Three  Waters 


(mineral 

PARTS  PER  MILLON) 

Hypothetical 

Geyser  Hathorn 

Coesa 

Combinations 

Water 

Water 

Water 

Ammon,  chlorid 

48.25 

59.10 

33.30 

Lithium  chlorid 

21.07 

64.49 

46.43 

Potass,  chlorid 

361.91 

789.54 

714.86 

Sodium  chlorid 

2,010.48 

8,594.84 

4,233.14 

Potass,  bromid 

9.23 

160.00 

13.90 

Potass,  iodid 

1.10 

4.80 

1.36 

Sodium  sulphate 

None 

None 

None 

Sod.  metaborate 

Trace 

None 

Trace 

Sodium  nitrate 

Trace 

Trace 

Trace 

Sodium  nitrite 

Trace 

Trace 

Trace 

Sodium  bicarb. 

2,213.78 

424.71 

1,331.15 

Calcium  bicarb. 

1,829.14 

3,380.84 

2,519.74 

Barium  bicarb. 

16.67 

25.65 

25.00 

Strontium  bicarb. 

Trace 

Trace 

Trace 

Ferrous  bicarb. 

9.94 

40.07 

5.86 

Magnes.  bicarb. 

753.89 

2,244.88 

1,186.57 

Alumina 

7.14 

4.98 

6.37 

Silica 

19.40 

14.40 

12.80 

Total 

7,284.00  15,808.30  10,130.48 

Look  for  the  Seal  of  The  State  of  New  York  on  ev- 

ery bottle  of  the  genuine  waters  of  Saratoga  Spa. 

THE  BOTTLED  WATERS  OF 
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S.M.  A.*  provides  20  calories  to  the  ounce,  but  more 
important,  the  nutritional  value  of  S.M.  A.  is  that  of 
a complete,  well-balanced  food,  specially  prepared 
to  help  build  strong,  healthy  babies. 


S.M.  A.  combines  an  Easily  Digested  Fat  with  protein 
and  lactose  in  proportions  to  meet  the  requirements 
of  the  normal  full  term  infant.  In  addition,  S.M.  A., 
when  made  according  to  the  usual  dilution  for 
feeding,  supplies: 


- ■ 


special  product 
SPEC 

nourished  »uf 

PROTEIN  S.M.A. 

[Acidulated 

otein  S>'.A 

and  uodenumr- 
lg  a high  protein  intake. 

• c M A (acidulated)  is 

•rotein  S.M- A.  milk  and 

' but  prints  addi- 

,n  both. 


io  mg.  Iron  and  Ammonium  Citrate  per  quart 
7500  international  units  vitamin  A per  quart 
zoo  international  units  vitamin  B2  per  quart 
400  international  units  vitamin  D per  quart 


Normal  infants  relish  S.M. A.  . . . digest  it  easily  and  thrive  on  it. 

//  //  n 

*S.M.A.,  a trade  mark  of  S.M. A.  Corporation,  for  its  brand  of  food  espe- 
cially prepared  for  infant  feeding — derived  from  tuberculin-tested  cow  s 
milk,  the  fat  of  which  is  replaced  by  animal  and  vegetable  fats,  including 
biologically  tested  cod  liver  oil;  with  the  addition  of  milk  sugar  and 
potassium  chloride;  altogether  forming  an  antirachitic  food.  When  diluted 
according  to  directions,  it  is  essentially  similar  to  human  milk  in  percentages 
of  protein,  fat,  carbohydrates  and  ash,  in  chemical  constants  of  the  fat  and 
physical  properties. 


S.M. A.  CORPORATION 


8100  McCORMICK  BOULEVARD 


CHICAGO,  ILLINOIS 


There  is  a Council- 
Accepted  high  potency 
fish  liver  oil  available 
that  is  advertised  only 
to  the  medical  profes- 
sion and  not  exploited 
to  the  laity. . . It  is  called 


OLEUM  PERCOMORPHUM 


' MEAD  JOHNSON  & COMPANY 


( Liquid  and  Capsules ) 


Specify  Mead’s 


Yours  for  Keeping  the  Faith 


EVANSVILLE,  INDIANA,  U.S.A. 


Please  enclose  professional  card  when  requesting  samples  of  Mead  Johnson  products  to  co-operate  in  preventing  their  reaching  unauthorized  persons 
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This  Book  is  due  on  the  last  date  stamped 
below.  No  further  preliminary  notice 
will  be  sent.  Requests  for  renewals  must 
be  made  on  or  before  the  date  of  expiration. 
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